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KEFZOL 

STERILE  CEFAZOUI 
SODIUM 

Equivalent  to 


Cefoiolm 


Lilly 

introduces 

anew 

cephalosporin 


Kefzol 

cefazolin  sodium 

Ampoules,  equivalent  to  250  mg.,  500  mg.,  and  1 Cm.  of  cefazolin 


Its  major 

areas  of  indication: 

respiratory  tract  infections 

due  to  susceptible  strains  of  Diplococcus 
pneumoniae,  Klebsiella  species,  Hemophilus 
influenzae,  Staphylococcus  aureus  (penicillin- 
sensitive  and  penicillin-resistant),  and  group  A 
beta-hemolytic  streptococci  (Injectable 
benzathine  penicillin  is  considered  to  be  the 
drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  infections,  including  the 
prophylaxis  of  rheumatic  fever.) 

genito-urinary  tract  infections 

due  to  susceptible  strains  of  Escherichia  coli, 
Proteus  mirabilis,  Klebsiella  species,  and  some 
strains  of  Enterobacter  and  enterococci 

skin  and  soft-tissue  infections 

due  to  susceptible  strains  of  Staph,  aureus 
(penicillin-sensitive  and  penicillin-resistant)  and 
group  A beta-hemolytic  streptococci  and  other 
strains  of  streptococci 

See  prescribing  information  for  additional 
indications  and  susceptible  organisms. 


Some  of  its 
major  features: 

therapeutic  serum  levels 

peak  serum  levels  of  37.9  and  63.8  mcg./ml. 
respectively  were  obtained  one  to  two  hours 
following  500-mg.  and  1-Gm.  I.M.  doses  of 
cefazolin 

antibacterial  urinary  concentrations 

peak  urine  concentrations  of  approximately  2,400 
and  4,000  mcg./ml.  respectively  were  obtained 
following  I.M.  doses  of  500  mg.  and  1 Gm. 

bile  and  synoviai-fiuid  levels 

levels  approximately  one-half  those  of  serum 
concentrations 

flexibility  of  administration 

usual  adult  dosage— 500  mg.  tol  Gm.  t.i.d.  orq.i.d 


Kefzol  is  contraindicated  in  patients  with  known  allergy 
to  cephalosporins  and  should  be  given  with  great  caution  to 
penicillin-allergic  patients. 

Please  see  following  page  for  summary  of  prescribing  information. 
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Kefzol 

cefazolin  sodium 

a new  injectable  antibiotic 


Description:  Kefzol v (cefazolin  sodium, 
Lilly)  is  a semisynthetic  cephalosporin  for 
parenteral  administration  It  is  the  sodium 
salt  of  3- 1 [(5-methyl-1,3,4-thiadiazol-2-yl) 
thio [methyl  | -8-oxo7-[2-(1  H-tetrazol-1-yl) 
acetamido]-5-thia-1-azabicyclo[4.2.0) 
oct-2-ene-2-carboxylic  acid.  The  sodium 
content  is  46  mg  per  gram  of  cefazolin. 

Actions:  Microbiology—  In-vitro  tests 
demonstrate  that  the  bactericidal  action  of 
cephalosporins  results  from  inhibition  of 
cell-wali  synthesis  Kefzol  is  active  against 
the  following  organisms  in  vitro: 
Staphylococcus  aureus  (penicillin- 
sensitive  and  penicillin-resistant) 

Croup  A beta-hemolytic  streptococci 
and  other  strains  of  streptococci  ( many 
strains  of  enterococci  are  resistant) 
Diplococcus  pneumoniae 
Escherichia  coli 
Proteus  mirabilis 
Klebsiella  species 
Enterobacter  aerogenes 
Hemophilus  influenzae 

t<  fer  cloacae  and 

indole-positive  Proteus  (Pr  vulgaris, 
esistant. 

Methicillm-resistant  staphylococci, 

S erratia,  Pseudomonas,  Mima,  and 
Herellea  species  are  almost  uniformly 
resistant  to  cefazolin. 

Indications:  Kefzol  is  indicate  t die 
treatment  of  the  fol lowi ng  s ; n . i 1 ■ '*<  t ions 
due  to  susceptible  organisms: 

Respiratory  trart  infections  due  to 

D pi"  umoniae,  Klebsiella  spec ies, 

H influenzae,  Staph  aureus  (penicillin 
sensitive  and  penicillin-resistant),  and  group 
A beta-hemolytic  streptococci 
Injec  table  benzathine  penicillin  is 
considered  to  be  the  drug  of  choice  in  the 
treatment  and  previ  ntion  ol  streptococcal 
infer  lions,  including  the  prophylaxis  of 
rheumatic  fever. 


ijj/y  tract  talc 

tntrahihy  kb 


and  some  strains  of  Enterobacter  and 
enterococci 

Skin  and  soft-tissue  infections  due  to 
Staph  aureus  (penicillin-sensitive  and 
penicillin-resistant)  and  group  A beta- 
hemolytic  streptococci  and  other  strains 
of  streptococci 

Bone  and  joint  infections  due  to 
Staph  aureus 

Septicemia  due  to  D pneumoniae, 

Staph  aureus  (penicillin-sensitive  and 
penicillin-resistant),  Pr  mirabilis,  Esch  coli, 
and  Klebsiella  species 

Endocarditis  due  to  Staph  aureus 
(penicillin-sensitive  and  penicillin-resistant) 
and  group  A beta-hemolytic  streptococci 

Appropriate  culture  and  susceptibility 
studies  should  be  performed  to  determine 
susceptibility  of  the  causative  organism 
to  Kefzol'"  (cefazolin  sodium,  Lilly). 
Contraindication:  KEFZOL  IS  CONTRAIN- 
DICATED IN  PATIENTS  WITH  KNOWN  ALLERGY  IO 
THE  CEPHALOSPORIN  CROUP  OF  ANTIBIOTICS 
Warnings:  IN  PENICILLIN-ALLERGIC  PATIENTS, 
CEPHALOSPORINS  SHOULD  BE  USED  WITH 
GREAT  CAUTION  THERE  IS  CLINICAL  AND 
LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES 
OF  PATIENTS  WHO  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CL  ASSES  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE) 

Any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs,  should 
receive  antibiotics,  including  Kefzol, 
cautiously  and  then  only  when  absolutely 
necessary.  Serious  anaphylactoid  reactions 
require  immediate  emergency  treatment 
with  epinephrine  Oxygen,  intravenous 
steroids,  and  airway  management,  including 
ntubation,  shouid  also  be  administered 
as  indicated. 

Usage  in  Pregnancy - Safety  of  this 
produt  t for  use  during  pregnancy  has  not 
been  established. 

Usage  in  Infants  — Safety  for  use  in 
1 >rcmdtures  and  infants  under  one  month  of 
been  established 

Pre<  autions:  Prolonged  use  of  Kefzol  may 
‘•suit  in  the  overgrowth  of  nonsusceptible 
organisms.  Careful  clinical  observation  of 
the  patient  is  essential. 


When  Kefzol  is  administered  to  patients 
with  low  urinary  output  because  of  impaired 
renal  function,  lower  daily  dosage  is 
required  (see  dosage  instructions).  A false- 
positive reaction  for  glucose  in  the  urine  of 
patients  on  Kefzol  has  occurred  with 
Cl  in  itest  * tablets  solution. 

Adverse  Reactions:  The  following  reactions 
have  been  reported 

Hypersensitivity—  Drug  fever,  skin  rash, 
vulvar  pruritus,  and  eosinophilia  have 
occurred. 

Blood—  Neutropenia,  leukopenia, 
thrombocythemia,  and  positive  direct  and 
indirect  Coombs  tests  have  occurred. 

Hepatic  and  Renal— Transient  rise  in 
SCOT,  SCPT,  BUN,  and  alkaline  phosphatase 
levels  has  been  observed  without  clinical 
evidence  of  renal  or  hepatic  impairment. 

Castro-Intestinal—  Nausea,  anorexia, 
vomiting,  diarrhea,  and  oral  candidiasis 
(oral  thrush)  have  been  reported. 

Other—  Pain  at  the  site  of  injection  after 
intramuscular  administration  has  occurred, 
some  with  induration.  Phlebitis  at  the  site 
of  injection  has  been  noted. 

Administration  and  Dosage:  Kefzol  may  be 
administered  intramuscularly  or 
intravenously  after  reconstitution. 

Dosage — In  adults,  usual  dosage  for  mild 
gram-positive  infections  is  250  to  500  mg. 
of  Kefzol  every  eight  hours  In  acute 
uncomplicated  urinary  tract  infections,  a 
dosage  of  500  mg.  every  eight  hours  is 
usually  adequate.  In  moderate  or  severe 
infections,  the  usual  adult  dosage  is  500  mg. 
to  1 Cm  of  Kefzol  every  six  to  eight  hours. 
Kefzol  has  been  administered  in  dosages 
of  6 Gin  per  day  in  serious  infections  such 
as  endocarditis.  Kefzol  may  be  used  in 
patients  with  reduced  renal  function  with 
the  following  dosage  adjustments:  In 
patients  with  mild  to  moderate  impairment 
(creatinine  clearance  of  60-40  ml./min.), 

60  percent  of  the  normal  daily  dose  given  in 
divided  doses  q.  12  h.  should  be  sufficient. 

In  patients  with  moderate  impairment 
(creatinine  clearance  of  40-20  ml./min), 

25  percent  of  the  normal  daily  dose  given  in 
divided  doses  q.  12  h.  should  be  sufficient. 

In  patients  with  marked  impairment 
(creatinine  clearance  of  20-5  ml./min.), 

10  percent  of  the  normal  daily  dose  given 
q 24  h.  should  be  adequate  All  dosage 
recommendations  apply  after  an  initial 
loading  dose  of  500  mg. 

In  children,  a total  daily  dosage  of  25  to 
50  mg.  per  Kg.  (approximately  10  to  20  mg. 
per  pound)  of  body  weight,  divided  into 
three  or  four  equal  doses,  is  effective  for 
most  mild  to  moderately  severe  infections. 
Total  daily  dosage  may  be  increased  to  100 
mg.  per  Kg.  (45  mg.  per  pound)  of  body 
weight  for  severe  infections  Since  safety  for 
use  in  premature  infants  and  in  infants 
under  one  month  has  not  been  established, 
the  use  of  Kefzol  in  these  patients  is  not 
recommended. 

How  Supplied:  Ampoules  Kefzol  "' 

(cefazolin  sodium,  Lilly),  Sterile,  equivalent 
to  250  or  500  mg.  cefazolin,  5-ml.  size, 
rubber-stoppered,  equivalent  to  1 Cm. 
cefazolin,  10-ml.  size,  rubber-stoppered. 

[102473] 

Additional  in  formation  available 
to  the  profession  on  request 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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for 
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Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 
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on  open  wounds  or  mucous  membranes.  Discontinue 
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AVAILABLE:  1V2  and  4 oz.  cans.  Approximately 
125  applications  in  each  4 oz.  can. 
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when 

depression  is 
primary 


HELPS  PROVIDE 
EARLY  CONTROL 
OF  DEPRESSIVE 
SYMPTOMS... 


A 

i Ynxiety  is  an  invidious  symptom.  It  feeds  upon 
sickness,  gnaws,  grows  and  invades  every  cranny 
of  psychic  pathology  adding  intensity  to 
torment.  Anxiety  as  a symptom  secondary  to 
depression  may  be  so  dominant  that  it  obscures 
the  primary  diagnosis.  It  may  suggest  treatment 

with  tranquilizers  which  often  help.  But  as  the 
vampire  of  legend  had  to  have  a laurel  stake 
driven  through  its  heart  to  truly  die,  so  anxiety 
secondary  to  depression  will  not  cease  to  nibble  and 
bite  until  an  antidepressant  eradicates  the 
primary  illness — and  symptomatic  anxiety  starves. 


IN  BRIEF: 

Indications:  Norpramin?  (desipramine 

hydrochloride)  is  indicated  for  the  relief 
of  depressive  symptoms.  Endogenous 
depressions  are  more  likely  to  be  alle- 
viated than  others 

Contraindications:  Desipramine  hydro- 
chloride should  not  be  given  within  two 
weeks  of  treatment  with  a monoamine 
oxidase  inhibitor.  Contraindications  in- 
clude the  acute  recovery  period  follow- 
ing myocardial  infarction  and  hypersen- 
sitivity to  the  drug.  Cross  sensitivity 
with  other  dibenzazepines  is  a possi- 
bility 

Warnings:  1 Extreme  caution  should  be 
used  in  patients:  (a)  with  cardiovascular 
disease,  (b)  with  a history  of  urinary  re- 
tention or  glaucoma,  (c)  with  thyroid 
disease  or  those  on  thyroid  medication, 
(d)  with  a history  of  seizure  disorder  2 
This  drug  is  capable  of  blocking  the 
antihypertensive  effect  of  guanethidine 
and  similarly  acting  compounds  3 Use 
in  Pregnancy  Safe  use  during  pregnan- 
cy and  lactation  has  not  been  estab- 
lished 4.  Use  in  Children  Norpramin" 
(desipramine  hydrochloride)  is  not  rec- 
ommended for  use  in  children  5.  This 
drug  may  impair  the  mental  and/or  phy- 
sical abilities  reguired  for  the  perform- 
ance of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery 
Therefore,  the  patient  should  be  cau- 
tioned accordingly 

Precautions:  This  drug  should  be  dis- 
pensed in  the  least  possible  guantities 
to  depressed  outpatients,  since  suicide 
has  been  accomplished  with  drugs  of 
this  class  If  possible,  dispense  in  child- 
resistant  containers  It  should  be  kept 
out  of  reach  of  children  Reduce  dos- 
age. or  alter  treatment,  if  serious  ad- 
verse effects  occur  Norpramin'81 
(desipramine  hydrochloride)  therapy  in 
patients  with  manic-depressive  illness 
may  induce  a hypomanic  state  after  the 
depressive  phase  terminates  and  may 
cause  exacerbation  of  phychosis  in 
schizophrenic  patients  Use  cautiously 
with  anticholinergic  or  sympathomimetic 
drugs.  Response  to  alcoholic  beverages 
may  be  exaggerated.  In  the  concurrent 
administration  of  ECT  and  antidepres- 
sant drugs  one  should  consider  the 
possibility  of  increased  risk  relative  to 
benefits.  Discontinue  as  soon  as  pos- 
sible prior  to  elective  surgery  because 
of  possible  cardiovascular  effects  Hy- 
pertensive episodes  have  been  observed 
during  surgery  in  patients  on  desipra- 
mine hydrochloride  Leukocyte  and  dif- 
ferential counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  neutropenia. 
Adverse  Reactions:  Cardiovascular  hy- 
potension. hypertension,  tachycardia, 
palpitation,  arrhythmias,  heart  block, 
myocardial  infarction,  stroke  Psychi- 
atric confusional  states  (especially  in 
the  elderly),  hallucinations,  disorienta- 
tion, delusions;  anxiety,  agitation;  in- 
somnia and  nightmares;  hypomania;  ex- 
acerbation of  phychosis.  Neurological 
paresthesias  of  extremities;  incoordina- 
tion, ataxia,  tremors,  peripheral  neuro- 
pathy; extrapyramidal  symptoms;  sei- 
zures; alteration  in  EEG  patterns;  tinni- 
tus. Anticholinergic:  dry  mouth,  and 
rarely  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommo- 
dation, mydriasis;  constipation,  paraly- 
tic ileus;  urinary  retention,  delayed  mic- 
turition, hypotonic  bladder.  Allergic 
skin  rash,  petechiae,  urticaria,  itching, 
photosensitization,  edema  (of  face  and 
tongue  or  general),  drug  fever.  Hema- 
tologic agranulooytosis,  eosinophilia, 
purpura,  thrombocytopenia  Gastrointes- 
tinal: anorexia,  nausea  and  vomiting, 
epigastric  distress,  peculiar  taste,  ab- 
dominal cramps,  diarrhea,  stomatitis, 
black  tongue.  Endocrine  gynecomastia, 
breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libi- 
do, impotence,  testicular  swelling;  ele- 
vation or  depression  of  blood  sugar 
levels.  Other  Jaundice  (simulating  ob- 
structive), altered  liver  function;  weight 
gain  or  loss;  perspiration,  flushing;  uri- 
nary frequency,  nocturia;  parotid  swell- 
ing; drowsiness,  dizziness,  weakness 
and  fatigue,  headache;  alopecia  With- 
drawal Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  after  pro- 
longed therapy  may  produce  nausea, 
headache  and  malaise 
Dosage  and  Administration:  The  usual 
adult  dose  50  mg.  three  times  daily;  in- 
crease if  necessary  after  7 to  10  days  to 
maximum  of  200  mg  daily.  Dosages 
above  200  mg  per  day  are  not  recom- 
mended. Maintenance:  At  a lower  dose 
adequate  tc  maintain  remission.  Adoles- 
cent and  geriatric  patient  dose:  25  to  50 
mg.  daily  if  necessary. 

Overdosage:  There  is  no  specific  anti- 
dote for  desipramine,  nor  are  there 
specific  phenomena  of  diagnostic  value 
characterizing  poisoning  by  the  drug. 
The  principles  of  management  of  coma 
and  shock  by  means  of  the  mechanical 
respirator,  cardiac  pacemaker,  monitor- 
ing of  central  venous  pressure  and  regu- 
lation of  fluid-  and  acid-base  balance 
are  well  known  in  most  medical  centers 
If  heart  failure  is  imminent,  digitalize 
promptly. 
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Letters  to  the  Editor 


Trussell  fights  for  equality?! 


Editor's  note:  The  following  letter  was  originally 

prompted  by  an  editorial  in  the  New  York  Times, 
dated  February  26,  1964,  entitled  "Trussell  Fights  for 
Quality.”  At  the  time  the  controversial  affiliation  of 
the  City  Hospitals  at  Elmhurst  and  The  Mount  Sinai 
Hospital  was  being  debated.  The  New  York  Times  did 
not  see  fit  to  print  the  letter  addressed  to  jts  editor 
then. 

The  controversy  involving  the  Health  and  Hospital 
Corporation  would  seem  to  indicate  a rereading  of  this 
original  letter  at  this  time. 

The  Special  Articles  in  this  issue  of  the  Journal  by 
Ralph  A.  Milliken,  M.D.,  and  Dennis  D.  Pointer, 
Ph.D.,  prompt  its  reproduction  here,  for  the  letter  has 
several  points  and  questions  worthy  of  reconsideration, 
and  some  predictions  have  come  true.  The  letter  is 
being  reproduced  with  changes  in  tense  and  some 
parenthetical  interpolations  not  in  the  original,  added 
for  emphasis. 

On  the  basis  of  the  articles  by  Dr.  Milliken  and  Dr. 
Pointer,  “The  Organization  and  Delivery  of  Public 
Health  Care  Services  in  New  York  City,”  it  would 
seem  to  be  justified  to  state  that  the  affiliation  pro- 
gram and  the  Health  and  Hospitals  Corporation  have 
been  very  expensive  and  have  also  been  unsuccessful  in 
meeting  their  original  objectives,  despite  some  mis- 
leading press  releases  to  the  contrary. 

February  27,  1964 

To  the  Editor  of  the  New  York  Times:  The  editorial 
“Trussell  Fights  for  Quality”  in  the  February  26,  1964, 
issue  of  The  New  York  Times  prompted  this  response 
and  suggestion.  The  real  issue  in  the  new  contractual 
arrangement  being  imposed  by  Commissioner  Trussell 
on  the  City  Hospital  at  Elmhurst  is  to  obtain  the  best 
service  for  the  indigent  sick  in  municipal  hospitals. 
We  are  all  agreed  as  to  this  objective. 

Some  sort  of  parallel  control  for  this  expensive  ex- 
periment of  affiliation  with  voluntary  hospitals  is  need- 
ed to  evaluate  properly  the  alleged  benefits  of  affilia- 
tion per  se,  of  the  better  quality  ol  professional  person- 
nel and  of  house  staff  to  be  obtained,  of  productive  re- 
search to  be  performed  and  of  the  improved  service  to 
the  patient,  whatever  the  cost.  The  record  of  the  affil- 
iation program  thus  far  justifies  consideration  of  a par- 
allel experiment  without  affiliation.  How  many  Amer- 
ican graduates  have  been  attracted  to  the  affiliated 
municipal  hospitals  thus  far?  The  City  has  spent 
many  millions  of  dollars  on  its  affiliation  program. 
The  cost  per  patient  has  skyrocketed  and  a lower  oc- 
cupancy rate  prevails. 


Do  all  of  the  affiliating  voluntary  hospitals,  particu- 
larly the  nonuniversity  institutions,  now  have  such 
good  educational  programs  of  their  own;  is  their  own 
American  House  Staff  (which  is  stressed  quite  properly 
as  most  significant  by  Dr.  Trussell)  so  ample;  is  their 
patient  care  so  good  in  their  own  hospitals,  so  as  to 
permit  further  dilution?  The  alchemy  of  mixing 
strength  with  weakness  may  strengthen  the  weak  but 
also  can  weaken  the  strong  and  the  not  so  strong. 

The  affiliation  program  to  date  has  not  met  expecta- 
tions; has  not  solved  the  basic  problem  of  attracting 
the  American  graduate;  and  may,  in  fact,  create  more 
problems  than  it  solves  for  medical  care  in  the  commu- 
nity as  a whole.  The  affiliated  municipal  hospital  may 
lose  its  proper  role  of  local  community  institution;  in- 
stead of  helping  and  stimulating,  this  may  further  se- 
gregate the  local  physician  and  denigrate  the  general 
practitioner  and  thus  create  two  classes  of  physicians 
(such  as  exists  in  England  and  in  some  countries  on  the 
continent) — the  doctors  who  practice  within  the  hospi- 
tals and  a nether  realm  of  physicians  without  the  hos- 
pital setup.  There  is  the  danger  too  that  any  vestige  of 
good  in  the  present  organization  will  be  completely  de- 
stroyed. and  each  municipal  hospital  may  become  irre- 
vocably dependent  on  its  affiliate,  eliminating  forever 
the  ability  of  any  municipal  hospital  to  care  for  the 
sick  on  its  own  again;  this  may  subject  the  City  to  lim- 
itless future  demands.  (This  has  proved  to  be  true. 
Affiliation  in  1968-69  cost  the  City  $130,000,000  and 
the  cost  at  present  is  well  above  $200,000,000.) 

Every  new  program  is  stimulating  initially;  the  real 
test  lies  in  the  long-term  permanent  success  of  the  pro- 
gram of  affiliation.  (The  real  benefit  has  been  the  col- 
lection of  fees  from  Medicare  and  Medicaid,  a windfall 
and  not  a planned  achievement  of  affiliation.  This 
would  have  been  a boon  to  the  old  system  too  and 
might,  in  fact,  alone  have  saved  it  also.) 

Medical  care  requires  science,  but  science  alone  is 
not  enough;  good  care  needs  empathy  and  personal  in- 
terest; this  cannot  be  achieved  by  fiat.  Our  medical 
colleges  do  not  seek  or  desire  such  affiliations;  their 
present  service  responsibilities  are  overwhelming  as  is; 
any  additional  burden  of  patient  care  may  lead  to  low- 
ering of  standards. 

Is  the  primary  loyalty  of  the  newly-appointed  staff 
going  to  be  directed  to  the  municipal  hospital,  or  to  the 
mother  voluntary  institution,  or  medical  college  where 
control  now  resides  and  ultimate  promotion  opportuni- 
ties prevail?  How  much  time  has  been  spent  by  the 
new  staff,  paid  by  City  funds  on  the  patient  care, 
teaching,  and  research  on  the  premises  of  the  munici- 
pal institution,  rather  than  at  the  mother  hospital  unit 
or  elsewhere. 

Let  the  City  Hospital  at  Elmhurst  be  a control  for 
the  nine  other  institutions  that  are  already  affiliated. 

continued  on  page  1 7 


Part  I — January  1 974  / New  York  State  Journal  of  Medicine  1 1 


When  cardiac 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  heart  function 

Excessive  anxiety  is  one  of  a combina- 
tion  of  factors  that  may  trigger  a series  of 
maladaptive  functional  reactions  which  can 
generate  further  anxiety.  Often  involved  in 
this  vicious  circle  are  some  cardiac  arrhyth- 
mias, paroxysmal  supraventricular  tachycar- 
dia and  premature  systoles.  When  these 
symptoms  resemble  those  associated  with 
actual  organic  disease,  the  overanxious 
patient  needs  reassurance  that  they  have  no 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
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organic  basis  and  that  reduction  of  exces- 
sive anxiety  and  emotional  overreaction 
would  be  medically  beneficial. 


The  benefits  of  antianxiety  therapy 

Antianxiety  medication,  when  used  to 
complement  counseling  and  reassurance, 
should  be  both  effective  and  comparatively 
free  from  undesirable  side  effects.  More  than 
13  years  of  extensive  clinical  experience  has 
demonstrated  that  Librium  (chlordiazepox- 
ide  HC1)  fulfills  these  requirements  with  a 
high  degree  of  consistency.  Because  of  its 
wide  margin  of  safety,  Librium  may  generally 
i be  administered  for  extended  periods,  at  the 
physician’s  discretion,  without  diminution 
of  effect  or  need  for  increase  in  dosage.  (See 
summary  of  prescribing  information.)  If 
cardiovascular  drugs  are  necessary,  Librium 
is  used  concomitantly  whenever  anxiety  is  a 
clinically  significant  factor.  (See  Pre- 
cautions.) Librium  should  be  discontinued 
when  anxiety  has  been  reduced  to  appropri- 
ate levels. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium*  iomg 

(chlordiazepoxide  HC1) 

lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
( e.g .,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  Increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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in  chronic  pain:  continued  relief  without  risk  of  tolerance 


ThoughTalwin®Tabletscan  be 
compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  For  patients  who 
require  potent  analgesia  for  prolonged 
periods,  Talwin  can  provide  consistent, 
long-range  relief,  with  fewer  of  the 
consequences  you’ve  come  to  expect 
with  narcotic  analgesics. 


7. 


• Comparable  to  codeine  in  analgesic  efficacy:  one  50  mg. 

Talwin  Tablet  appears  equivalent  in  analgesic  effect  to  60  mg. 

(1  gr.)  of  codeine.  Onset  of  significant  analgesia  usually 
occurs  within  15  to  30  minutes.  Analgesia  is  usually  main- 
tained for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic  effect 
of  Talwin  Tablets  has  not  been  reported,  and  no  significant 
changes  in  clinical  laboratory  parameters  attributable  to  the 
drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have  been 
reported.  In  prescribing  Talwin  for  chronic  use,  the  physician 
should  take  precautions  to  avoid  increases  in  dose  by  the 
patient  and  to  prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  tor  the  relief  of  pain.  (See  last  page  for  a 
complete  discussion  of  Warnings  under  Brief  Summary.) 

• Generally  well  tolerated  by  most  patients:  infrequently 

cause  decrease  in  blood  pressure  or  tachycardia;  rarely  cause 
respiratory  depression  or  urinary  retention;  seldom  cause  diar- 
rhea or  constipation.  If  dizziness,  lightheadedness,  nausea  or 
vomiting  are  encountered,  these  effects  may  decrease  or  dis- 
appear after  the  first  few  doses.  (See  last  page  of  this  advertise- 
ment for  a complete  discussion  of  Adverse  Reactions  and  a Brief 
Summary  of  other  Prescribing  Information.) 
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Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use— Brief  Summary 
Indications:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who 
are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  ot  psycho- 
logical and  physical  dependence  on  parenteral  Talwin  in  patients  with 
a history  of  drug  abuse  and,  rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended  use  of  parenteral  Talwin 
has  resulted  in  withdrawal  symptoms.  There  have  been  a few  reports 
ot  dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  ot  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of  pain. 
Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory  de- 
pressant effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions,  or  a preexisting  increase  in  intracra- 
nial pressure.  Furthermore,  Talwin  can  produce  effects  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries.  In  such  pa- 
tients, Talwin  must  be  used  with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than 
labor)  has  not  been  established.  Animal  reproduction  studies  have  not 
demonstrated  teratogenic  or  embryotoxic  effects.  However,  Talwin 
should  be  administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards.  Patients  receiving  Talwin  during  labor  have  ex- 
perienced no  adverse  effects  other  than  those  that  occur  with  com- 
monly used  analgesics.  Talwin  should  be  used  with  caution  in  women 
delivering  premature  infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontaneously 
within  a period  of  hours.  The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed  and  vital  signs  checked. 
If  the  drug  is  reinstituted  it  should  be  done  with  caution  since  the 
acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves  to 
hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  de- 
pression has  rarely  been  reported  after  oral  administration  of  Talwin, 
the  drug  should  be  administered  with  caution  to  patients  with  respira- 
tory depression  from  any  cause,  severe  bronchial  asthma  and  other 
obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  accentua- 
tion of  side  effects.  Although  laboratory  tests  have  not  indicated  that 
Talwin  causes  or  increases  renal  or  hepatic  impairment,  the  drug 
should  be  administered  with  caution  to  patients  with  such  impairment. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used  with 
caution  in  patients  with  myocardial  infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  given  narcotics,  including  methadone  for  the 
daily  treatment  of  narcotic  dependence,  have  experienced  mild  with- 
drawal symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  to 
patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently  consti- 
pation; and  rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects: 
dizziness,  lightheadedness,  sedation,  euphoria,  headache;  infrequently 
weakness,  disturbed  dreams,  insomnia,  syncope,  visual  blurring  and 
focusing  difficulty,  hallucinations  (see  Acute  CNS  Manifestations  under 
WARNINGS);  and  rarely  tremor,  irritability,  excitement,  tinnitus.  Auto- 
nomic: sweating;  infrequently  flushing;  and  rarely  chills.  Allergic:  in- 
frequently rash;  and  rarely  urticaria,  edema  of  the  face.  Cardiovascular: 
infrequently  decrease  in  blood  pressure,  tachycardia.  Other:  rarely 
respiratory  depression,  urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tab- 
let (50  mg.)  every  three  or  four  hours.  This  may  be  increased  to  2 tablets 
(100  mg.)  when  needed.  Total  daily  dosage  should  not  exceed  600  mg. 
When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  to 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 
Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  withdrawal 
symptoms  even  when  administration  was  abruptly  discontinued  (see 
WARNINGS).  No  tolerance  to  the  analgesic  effect  has  been  observed. 
Laboratory  tests  of  blood  and  urine  and  of  liver  and  kidney  function 
have  revealed  no  significant  abnormalities  after  prolonged  administra- 
tion of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdos- 
age has  been  insufficient  to  define  the  signs  of  this  condition. 

Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  suppor- 
tive measures  should  be  employed  as  indicated.  Assisted  or  controlled 
ventilation  should  also  be  considered.  Although  nalorphine  and  leval- 
lorphan  are  not  effective  antidotes  for  respiratory  depression  due  to 
overdosage  or  unusual  sensitivity  to  Talwin,  parenteral  naloxone 
(Narcan®,  available  through  Endo  Laboratories)  is  a specific  and 
effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


50  mg.  Tablets 


Talwin 

brand  of  . • 

pentazocine 

in  moderate  to  severe  pain 


(as  hydrochloride) 


Winthrop  Laboratories,  New  York,  N.Y.  10016  (isojm) 


continued  from  page  1 1 

Such  a parallel  comparison  will  be  a proper  control 
and  is  in  keeping  with  the  spirit  of  free  competition 
and  free  enterprise,  and  can  bring  out  the  best  in  each 
arrangement.  Let  a Board  of  Trustees  of  prominent 
citizens  be  appointed  by  the  Commissioner  and  Mayor 
for  City  Hospital,  to  act  as  such  boards  do  in  voluntary 
hospitals;  let  more  responsibility  and  authority  be 
placed  at  the  local  level;  let  the  Gordian  knot  in  the 
present  frustrating  requisition  routine  and  rigid  out- 
moded civil  service  regulations  be  cut  to  obtain  the 
needed  efficiency  and  elasticity — all  this  should  be 
tried  within  the  present  administrative  structure  in  one 
or  more  hospitals  with  appropriate  and  sufficient  safe- 
guards. Incidentally,  equivalent  line  and  item  budget- 
ary safeguards  are  not  provided  for  in  the  present  con- 
tracts with  affiliating  institutions,  which  means  abuses 
can  appear  and  go  undetected  for  a long  period.  (They 
have!) 

It  is  just  unrealistic  and  quite  unfair  to  expect  the 
City  Hospital  at  Elmhurst  as  is  (with  all  of  the  serious 
deficiencies  resulting  from  neglect  over  these  many 
years)  to  do  as  good  a job  with  its  present  rigid  inade- 
quate budget  as  The  Mount  Sinai  Hospital  can  and 
will  do  with  an  added  initial  $3,000,000,  coupled  with 
complete  freedom  in  expenditures.  Let  City  Hospital 
be  the  control  with  that  amount  added  to  its  present 
budget,  and  let’s  see  what  happens  in  comparison  with 
other  hospitals  that  are  affiliated. 

Could  The  Mount  Sinai  Hospital  do  anything  at  all 
with  only  the  original  deficient  budget  and  its  rigid 
controls— that  would  be  the  equivalent  test.  It  is  the 
inadequate  budget  and  administrative  defect  which  are 
the  nubs  of  the  problem  and  a major  cause  of  the  dete- 
rioration of  the  status  of  municipal  hospitals.  Nor  will 
the  present  affiliation  contracts  correct  this  in  many 
important  realms  concerning  the  patient,  as  record 
room,  linen,  diet,  nursing,  social  service,  and  so  forth, 
unless  the  initial  contracts  are  broadened  and  made 
still  more  costly.  (They  have  been  broadened  at  in- 
creased cost!) 

Other  plans  also  should  be  considered  and  tried. 
One  could  be  the  opening  of  municipal  hospitals  to 
local  community  physicians  to  care  for  the  “medically 
indigent”  (a  growing  group)  and  to  privately  insured 
patients  of  the  staff  (the  City  to  be  paid  by  Blue  Cross 
and  the  doctor  by  Blue  Shield)  and,  yes,  to  their  own 
paying  private  patients.  The  doctors  would  benefit 
from  the  continuing  education  and  the  patients  from 
more  personal  care. 

Another  experiment  could  be  a subsidized  part-time 
or  full-time  paid  group  practice  unit  of  specialists  and 
general  practitioners,  preferably  from  the  local  commu- 
nity, to  give  medical  care  to  the  indigent  in  the  hospi- 
tal and  in  outpatient  clinics  and  in  the  home  (home 
care  service) — i.e. , total  care.  This  task  is  presently 
being  attempted  for  the  indigent  by  the  Departments 
of  Hospitals,  Health  and  Welfare  with  ineffective  over- 
lapping duplication  of  efforts.  Some  of  these  very  nec- 
essary and  most  desirable  experiments  may  be  well 
worth  while  and  could  only  be  less  expensive. 

As  an  alumnus,  I would  very  much  like  to  see  the 
former  greatness  of  City  Hospital  restored;  to  see  it  in 
the  forefront  in  a great  new  experiment  in  distribution 
of  medical  care;  to  see  it  once  again  become  one  of  the 
most  sought  for  House  staff  appointments.  Its  training 


program  forty  years  ago  was  naturally  only  in  the  clini- 
cal realm,  as  it  was  everywhere;  its  clinicopathological 
studies  and  research  then  were  outstanding.  Like  all 
hospitals,  it  did  quite  well  without  a full-time  staff 
then.  Specialization,  the  contributions  from  basic 
science  to  the  understanding  of  fundamental  metabolic 
biochemical  aspects  of  disease,  and  complex  instru- 
mentation have  changed  the  medical  scene  in  these 
forty  years.  A good  case,  if  not  one  without  some 
flaws,  can  be  made  out  for  full-time  staffing  of  some 
but  not  necessarily  all  hospitals  now,  if  a proper  bal- 
ance of  teaching,  research,  and  better  patient  care  can 
be  obtained.  Let  all  of  these  alternatives  to  total  irre- 
vocable affiliations  be  tried  in  parallel. 

The  issue  in  the  affiliation  of  the  City  Hospital  at 
Elmhurst  with  The  Mount  Sinai  Hospitals  is  not  full- 
time vs.  part-time  or  voluntary  professional  staff  orga- 
nization; it  is  not  opposition  to  research  or  teaching; 
these  can  all  be  put  in  proper  perspective  to  achieve 
the  best  care  for  the  patient  at  City  Hospital.  The 
issue  is,  can  this  be  done  only  with  affiliation?  Should 
not  some  other  experiments  be  tried  as  simultaneous 
controls? 

Commissioner  Trussell  should  welcome  such  controls 
as  an  opportunity  to  prove  scientifically  that  his  pro- 
gram of  affiliation  will  yield  the  best  medical  audit,  as 
evaluated  by  a technique  he  has  himself  developed  and 
promoted. 

ALFRED  A.  ANGRIST,  M.D.,  Editor 


A matter  of  discretion 

To  the  Editor:  The  imminence  of  governmental  take- 
over of  medical  practice  has  had  a chastening  effect  on 
the  profession.  The  old  frontier  notion  that  physicians 
were  responsible  to  no  one  outside  their  professional 
enclaves  has  rapidly  been  eroded  by  the  onslaughts  of 
an  awakening  social  realization  that  in  matters  of  long- 
range  medical  planning  the  interests  of  the  public  have 
not  come  first.  The  profusion  of  bills  in  the  Congres- 
sional hopper  designed  to  regulate  and,  perhaps,  to  im- 
prove the  quality  of  health  care  delivery  is  an  accurate 
reflection  of  the  mood  of  many  segments  of  our  popula- 
tion that  “war  is  too  important  to  be  left  to  the  gener- 
als.” 

To  blunt  the  attack  of  its  critics,  organized  medicine 
has  agreed  to  accept  a Professional  Standards  Review 
Organization  concept  whose  acronym,  PSRO,  is  now  a 
household  word  in  every  physician’s  family.  Aimed  at 
elevating  the  professional  standards  of  practice  this 
concept  is  being  actively  urged  on  every  hospital  staff 
in  the  country  by  H.E.W.  with  the  gentle  reminder 
that  within  the  velvet  glove  lies  the  mailed  fist.  Con- 
sequently, at  this  moment  every  accredited  hospital  in 
the  United  States  has  a medical  care  and  audit  com- 
mittee actively  at  work  compiling  lists  of  disease  en- 
tities and  “checklists”  of  how  to  go  about  nailing  down 
the  diagnosis  in  each  instance.  Relevant  symptoms 
and  signs  for  each  disease,  along  with  suggested  ave- 
nues for  further  investigation,  are  being  listed  comput- 
er fashion,  and  attending  physicians,  on  being  audited, 
are  peremptorily  summoned  to  explain  why  they  had 
not  harkened  to  the  computer.  The  same  information, 

continued  on  page  18 
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it  should  be  noted,  albeit  somewhat  more  diffused,  can 
be  found  in  any  standard  textbook  of  medicine  or  sur- 
gery. 

No  reasonable  person  can  or  will  object  to  efforts  to 
improve  the  professional  standards  of  health  care.  But 
the  energy  with  which  this  concept  is  being  propagated 
and  the  zealousness  with  which  it  is  being  implement- 
ed give  grounds  for  pause,  for  within  the  excesses  of  the 
zealot  lie  the  capacity  for  potential  mischief  and  the 
seeds  of  his  own  destruction. 

Everyone  with  at  least  some  experience  in  the  pri- 
vate practice  of  medicine  will  agree  that  there  is  an  il- 
limitable range  in  the  human  condition  and  its  atten- 
dant ills.  All  knowledgeable  practitioners  will  agree 
that  not  every  illness  is  potentially  catastrophic.  Nor 
is  every  human  ailment  necessarily  associated  with  in- 
timations of  mortality  or  grave  morbidity.  Similarly, 
every  somatic  or  functional  complaint  is  not,  ipso 
facto,  a command  for  a doomsday  type  in-depth, 
searching,  costly  work-up.  The  question  then  becomes 
one  of  where  to  draw  the  line. 

A physician  licensed  by  his  state  to  practice  his  pro- 
fession is  legally  invested  with  certain  discretionary 
privileges  and  prerogatives  not  the  least  of  which  is  the 
prerogative  of  exercising  his  common  sense  based  on 
his  own  clinical  experience.  To  the  PSRO  group  eval- 
uating the  treatment  in  any  given  instance,  the  ade- 
quacy of  the  treatment  and  the  soundness  of  the  logic 
and  common  sense  on  which  that  treatment  was  based 
should  be  reflected  in  the  ultimate  result.  Where  the 
result  of  treatment  leaves  something  to  be  desired,  the 
attending  physician  may  be  a suitable  candidate  for  in- 
terrogation by  his  peers.  But  if  the  end  result  of  ther- 
apy is  deemed  to  be  satisfactory  the  attending  physi- 
cian should  not,  pro  forma,  be  summoned  to  explain  to 
his  peers  why  he  failed  to  follow  their  computer  check- 
list in  the  management  of  his  patient. 

Much  has  been  written  about  the  emerging  adversary- 
relationship  between  the  individual  and  the  computer. 
Despite  the  increasing  sophistication  of  computer  tech- 
nology the  human  spirit  must  not  be  compelled  to  sur- 
render to  these  incredible  machines.  In  these  parlous 
times  the  urge  to  look  toward  technology  for  a sublime 
solution  to  all  our  problems  is  sometimes  almost  irre- 
sistible. But  to  do  so  is  to  worship  a false  god.  Man, 
relying  on  all  the  tools  of  his  inventive  genius,  must 
still  look  within  himself  for  basic  answers.  And  for 
that  he  must  be  accorded  by  his  peers  the  privilege  of 
at  least  a small  measure  of  discretion. 

GEORGE  M.  ROSEN,  M.D. 

368  Commach  Road 
Commack,  New  York  11725 


Treatment  and  drug  addiction 

To  the  Editor:  The  recent  article  by  Ruiz,  P.,  et  al. 
“Treatment  of  Drug  Addiction  in  Two  Different  Com- 
munities,” New  York  State  Journal  of  Medicine,  73: 
18  (September  15)  1973,  describes  the  background  and 
patient  population  in  two  methadone  clinics  in  New 
York  City,  but  as  a comparative  review  it  appears  to  be 
flawed  at  a number  of  important  points. 

The  analysis  is  superficial  and  based  on  some  inac- 


curate premises.  Unfortunately,  it  has  also  offered  the 
authors  a platform  for  unfounded  observations  about 
attitudes,  outcomes,  and  dropout  rates. 

In  the  first  place,  much  is  made  of  the  under-repre- 
sentation of  whites  in  Clinic  2,  the  ghetto  clinic  (4  per 
cent  vs.  24.1  per  cent)  and,  to  a lesser  degree,  the  over- 
representation of  blacks  in  Clinic  1,  the  “middle-class” 
clinic  (11  per  cent  vs.  5.7  per  cent).  The  authors,  in  ef- 
fect, stress  the  idea  that  the  clinic  populations  differ 
markedly  in  ethnicity  from  the  catchment  area  uni- 
verses and  that  this  has  special  significance  for  pro- 
gram development.  The  validity  of  this  thesis  is,  how- 
ever, marred  by  fallacies  involving  both  sets  of  vari- 
ables. 

As  is  known,  catchment  or  service  areas  are  useful 
concepts  in  the  reporting  of  vital  statistics  or  for  census 
or  budget  purposes.  In  urban  areas,  especially,  they 
are  so  much  affected  by  in-and-out  migration  that  they 
are  perhaps  more  valuable  as  administrative  landmarks 
than  as  reliable  indicators  of  population  patterns.  In 
addition,  the  data  of  the  health  districts  (as  the  au- 
thors admit)  are  at  least  six  years  older  than  the  clinic 
statistics.  Obviously,  the  area  populations  have  un- 
dergone substantial  change  in  the  period  1965  to  1971. 

The  ascribed  origin  of  the  clinic  patients,  the  as- 
sumption that  they  come  from  the  catchment  areas,  is 
also  subject  to  serious  question.  It  could  have  been 
supported  in  part,  at  least — by  a review  of  the  home 
address  of  every  addict,  a point  which  has  not  been 
specified  by  the  authors.  There  are  other  factors  as 
well  which  serve  to  confuse  this  entire  matter  of  resi- 
dence or  origin.  Falsifications  of  address  are  common 
among  addicts  interested  in  transferring  to  or  enrolling 
in  a particular  clinic.  As  I showed  in  a recent  study  of 
addicts  with  serum  hepatitis  in  Michigan,*  one  of 
every  three  in  this  category  could  be  described  as  a 
transient  resident,  a person  who  did  not  have  or  could 
not  give  a permanent-type  address  where  he  resided  for 
a continuous  or  extended  period  of  time. 

Since  the  information  on  catchment  area  populations 
is  sketchy  and  outdated  and  the  clinic  patients  are  not 
known  to  have  been  derived  from  these  areas,  there 
would  appear  to  be  little  genuine  value  in  comparisons. 
The  goodness  of  fit  of  ethnicity  and  educational  factors 
is  meaningful,  only  if  the  clinic  patients  are  a true 
sample  of  the  universe  of  catchment  areas.  The  use  of 
a sample  of  uncertain  origin,  drawn  from  an  ill-defined 
universe,  can  only  result  in  a distinction  without  a dif- 
ference. It  is  certainly  no  basis  from  which  to  attrib- 
ute differences  in  addiction  prevalence  to  such  abstrac- 
tions as  “stronger  ego  strengths”  or  “opportunities  for 
upward  mobility.” 

The  discussion  of  the  addict  population  in  the  two 
clinics  omits  all  references  to  the  possible  significance 
of  differences  in  age;  marital  status;  type  and  extent  of 
auxiliary  services  offered  by  each  clinic;  and  output 
evaluation  criteria  such  as  numbers  returned  to  full  or 
part-time  school  or  functioning  as  homemakers.  With 
similar  counselor  staffs  and  program  retention  rates  (87 
per  cent  to  88  per  cent),  the  differences  in  reasons  for 
discharge  are  not  persuasive.  Unless  both  clinics  fol- 
lowed identical  classification  instructions  the  Treat- 
ment Dropout  group  of  one  and  the  Administrative 
Dropout  group  of  the  other  could  contain  addicts  dis- 

* Morton,  F.  L.:  Viral  hepatitis  in  a community:  a retro- 

spective study,  Health  Services  Report,  88:  3 (Mar.)  1973. 
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Choloxin 

(sodium  dextrothyroxine) 

Once-a-day  dosage. 


(sodium  dextrothyroxine) 

The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1, 2,  4,  and  6 mg. . . . are  available  making 
the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN^  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting  increased  by  Usual  Maximal 

Posage  Increments  of  Maintenance  Recommended 


Adult  Hypercholesterolemic  1. 0-2.0  mg.  monthly  1 .0-2.0  mg.  4. 0-8.0  mg.  4. 0-8.0  mg. 


Pediatric  Hypercholesterolemic  0.05  mg. /kg.  body  weight  monthly  0.05  mg. /kg.  0.1  mg. /kg.  body  weight  4.0  mg. 


Hypothyroid  Cardiac  Patients  0. 5-1.0  mg.  monthly  1 .0  mg.  4.0  mg.  4.0  mg. 


(sodium  dextrothyroxine) 


Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 
Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias: rheumatic  heart  disease: 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinically  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy,  in  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations, 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol- 
emic patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage. The  maximum  inpatients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 
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charged  for  the  same  reasons.  For  example,  one  clinic 
might  designate  an  addict  who  did  not  conform  to  re- 
quired or  suggested  behavior  as  a Dropout;  the  other 
might  view  him  as  a disciplinary  problem  and  consider 
the  reason  Administrative.  In  any  case,  it  is  here  sug- 
gested that  a more  penetrating  analysis  might  reveal 
material  genuinely  indicative  of  influences  bearing  on 
outcomes.  It  would  then  perhaps  be  possible  to  ex- 
plain program  failures  with  other  reasons  and,  in  other 
ways,  then  by  resort  to  untested  assumptions  or  to 
speculation  about  attitudes  and  threats  to  patients 
“struggling  with  problems  of  impulse  control.” 

It  is  not  that  comparative  studies  such  as  these 
should  not  be  undertaken.  It  is  simply  that,  at  a time 
when  scientific  methods  are  available,  it  is  shortsighted 
to  fail  to  apply  biostatistical  tools  to  test  hypotheses  or 
quantitated  surveys  to  ascertain  beliefs  and  behavior. 
Reports  such  as  these  often  deal  with  a wealth  of  raw 
materials  drawn  from  settings  of  great  human  misery 
and  complexity.  If  there  is  to  be  some  generalizability, 
if  the  value  is  not  to  be  solely  anecdotal,  there  must  be 
far  greater  use  of  biostatistical  practices.  A restate- 
ment of  preconceived  ideas  about  racial  misrepresenta- 
tion or  staff  empathy  and  program  success  in  clinics  is 
no  proper  substitute. 

FRANK  L.  MORTON,  M.D.,  M.P.H. 

30  Greenridge  Avenue 
White  Plains,  New  York  10605 


Dr.  Ruiz's  reply 

To  the  Editor:  In  reply  to  your  letter,  following  is  my 
response  to  Frank  Morton,  M.D.’s  comments  which 
will  be  printed  simultaneously  in  the  Letter  to  the  Edi- 
tor Section  of  the  Journal: 

In  response  to  Dr.  Morton’s  comments  it  should  not 
be  necessary  to  explain  that  our  article,  “Treatment  of 
Drug  Addiction  in  Two  Different  Communities,”  which 
appeared  in  the  September  15  issue  of  the  New  York 
State  Journal  of  Medicine  is  in  the  nature  of  suggestive 
but  tentative  hypotheses.  It  was  obviously  a descrip- 
tive paper,  and  meant  to  be  of  special  interest  to  others 
working  in  ghetto  areas  such  as  the  South  Bronx. 
Careful  reading  of  the  article  would  have  revealed 
that  we  did  not  intend  to  do  a strictly  epidemiologic 
study. 

We  agree  that  had  more  recent  figures  been  avail- 
able, our  hypotheses  might  have  had  greater  validity. 

There  may  have  been  a margin  of  error  with  regard 
to  residence  of  the  patients;  however,  at  time  of  intake 
letters  were  sent  out  and  those  applicants  who  re- 
sponded were  interviewed.  This,  in  our  opinion,  con- 
stitutes a reasonable  verification  of  home  addresses.  If 
our  patients  move  out  of  their  catchment  area  they 
generally  request  and  are  granted  transfers  to  clinics 
closer  to  their  new  residence.  There  is  usually  no  rea- 
son for  patients  to  lie  about  their  address.  In  addition, 
our  counselors  are  generally  aware  of  changes  in  ad- 
dress. One  cannot  extrapolate  results  from  addict- 
hepatitis  patients  in  Michigan  to  methadone  mainte- 
nance treatment  patients  in  The  Bronx. 

Due  to  space  limitations  we  were  unable  to  discuss 
some  of  the  variables  mentioned  by  Dr.  Morton,  and 


we  would  like  to  take  this  opportunity  to  do  so.  With 
regard  to  the  mean  ages  in  the  two  clinics,  we  could 
hypothesize  that  patients  are  older  in  the  South  Bronx 
clinic  since  narcotics  addiction  is  an  older  phenomenon 
there  than  in  the  middle  class  white  area.  Although 
marital  status  was  not  reported  on  in  the  article,  48  per 
cent  of  the  patients  in  clinic  1 were  single  as  opposed 
to  38  per  cent  in  clinic  2.  This  could  be  related  to  age; 
the  patients  in  clinic  2 being  older,  had  a greater  op- 
portunity to  be  married.  Discharged  patients  tended 
to  be  younger  than  those  retained  in  treatment — by  six 
months  in  clinic  1 and  1.1  years  in  clinic  2. 

Dr.  Morton  raised  the  question  of  whether  the  treat- 
ment dropout  group  of  one  clinic  and  the  administra- 
tive dropout  group  of  the  other  could  contain  patients 
discharged  for  the  same  reasons.  This  did  not  prove  to 
be  the  case  and,  in  fact,  this  point  was  one  of  our  prin- 
cipal findings.  A more  serious  examination  of  our 
paper  would  have  made  this  apparent.  Specifically  we 
clearly  defined  the  administrative  discharge  category  of 
patients  as  being  those  who  terminated  from  our  pro- 
gram for  drug  abuse  and  or  violent  disruptive  behavior. 
The  treatment  dropout  category  simply  defines  those 
patients  who  stopped  coming  to  the  clinic  of  their  own 
volition,  Both  clinics  followed  identical  discharge 
classifications.  We  might  point  out  here  that  there  is 
more  than  one  way  of  being  scientific;  we  did  not  use 
biostatistic  tools  and  computers,  but  we  were  in  close 
touch  with  our  patients  and  clinic  staff. 

Finally  the  authors  have  completed  an  enlarged  two- 
year  study  of  the  two  clinics  including  statistical  analy- 
ses and  the  results  do  not  differ  essentially  from  the 
initial  findings. 

PEDRO  RUIZ,  M.D., 
Director,  Lincoln  Community  Mental  Health  Center 
Associate  Professor  of  Psychiatry 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 


Continuing  education 

To  the  Editor:  With  regard  to  Dr  London’s  letter  to 
the  editor  in  the  September  15  edition,  it  is  a pleasure 
to  see  that  column  including  this  vital  issue  of  continu- 
ing education. 

It  is  a pleasure,  too,  to  see  Dr.  London’s  concern  for 
lapses  in  quality  care  that  he  comes  across.  But  what 
was  most  gratifying  is  his  recognition  that  ’’Physicians 
generally  are  dedicated  men  and  surely  want  to  offer 
their  patients  the  best.”  There  is  implied  in  that 
statement  that  any  man  so  dedicated  is  generally  of- 
fering good  medical  care. 

With  such  acknowledgment,  it  is  difficult  to  follow 
his  solution  to  take  care  of  the  not  general,  the  few, 
colleagues  who  are  “not  conscientious,”  “mismanage,” 
and  “misunderstand  the  ill  patient.”  As  a psychia- 
trist, he  must  know  that  if  it’s  “dedication”  that’s 
making  the  difference,  a week’s  course  once  a year 
can’t  produce  dedication. 

As  a psychiatrist,  he  more  than  anybody,  knows  that 
in  our  imperfect  world,  in  our  imperfect  occupations, 
there  are  in  every  walk  of  life  men  with  different  de- 
grees of  efficiency,  various  degrees  of  competency,  and 
varying  adherence  to  our  ethical  code.  It  is  common 

continued  on  page  25 
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If  there’s  good  reason 

to  prescribe 
for  psychic  tension... 


When,  for  example,  despite  counseling,  \ 
tension  and  anxiety  continue  to  produce 
distressing  somatic  symptoms 


Cv 


Prompt  action 
is  a good  reason 
to  consider  Valium 

(diazepam) 

When  your  patient’s  somatic  complaints 
are  associated  with  tension  and  anxiety  and  you 
have  tried  counseling  and  other  supportive 
measures  alone,  you  may  decide  to  prescribe 
psychotherapeutic  medication.  If  you  do,  the 
question  remains:  which  one? 

Valium  (diazepam)  is  one  to  consider 
closely.  One  that  works  promptly  as  an  adjunct 
to  continued  supportive  measures.  One  that 
generally  produces  significant  improvement 
within  the  first  few  days  of  therapy,  although 
some  patients  may  require  more  time  for  a clear- 
cut  response. 

Prompt  action.  One  good  reason  to  con- 
sider Valium. 

And  should  you  choose  to  prescribe 
Valium,  you  should  also  keep  this  information 
in  mind.  Valium  is  usually  well  tolerated;  the 
most  common  side  effects  reported  have  been 
drowsiness,  fatigue  and  ataxia.  Patients  taking 
Valium  should  be  cautioned  against  operating 
dangerous  machinery  or  driving.  Therapy  with 
Valium  should  normally  be  continued  until  the 
patient’s  psychic  tension  symptoms  have  been 
reduced  to  tolerable  levels. 

Please  turn  page  for  a summary  of 
product  information. 

sWium 

(diazepam) 

2-mg,  5 -mg,  10 -mg  tablets 


Other  good  reasons 
to  consider  Wium 

(diazepam) 


Effectiveness 

The  efficacy  of  Valium 
(diazepam)  has  been  proven 
in  clinical  studies  and  in  ex- 
tensive clinical  use.  It  can 
relieve  psychic  tension  and  its 
somatic  symptoms  in  patients 
who  overreact  to  stress  and 
in  psychoneurotic  patients. 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fa- 
tigue, depressive  symptoms  or  agita- 
tion; symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are 
receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simulta- 


Dependable  response 

The  psychotherapeutic 
effect  of  Valium  (diazepam), 
characterized  by  sympto- 
matic relief  of  tension  and 
anxiety,  is  generally  reliable 
and  predictable. 


neous  ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms (similar  to  those  with  barbitu- 
rates and  alcohol)  have  occurred 
following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweat- 
ing). Keep  addiction-prone  individu- 
als under  careful  surveillance  because 
of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age, 
weigh  potential  benefit  against  possi- 
ble hazard. 

Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharmacol- 
ogy of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  other 
antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debil- 
itated to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confu- 
sion, diplopia,  hypotension,  changes 
in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  uri- 


Titratable  dosage 

With  Valium  (diaz- 
epam), adjustments  in  dosage 
can  alter  the  clinical  re- 
sponse. This  titratability 
enables  you  to  tailor  your 
therapy  for  maximum  effi- 
ciency. There  are  three  con- 
venient tablet  strengths  to 
choose  from:  2 mg,  5 mg 
and  10  mg. 

nary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported; 
should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maxi- 
mum beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  al- 
coholism, 10  mgt.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or 
q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  1 0 mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to 
2 Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 
(See  Precautions.)  Children:  1 to  2Vi 
mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use 
under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  1 0 mg;  bot- 
tles of  1 00  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


\ Roche  Laboratories 
ROCHE  S Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley.  N J 07110 
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liowledge  that  with  the  statement  "There  are  lawyers 
lid  there  are  lawyers;  etc.,  etc.”  That  with  Water- 
j te,  it  is  all  too  evident. 

; Yet  nobody  is  proposing  a week’s  refresher  course  for 
wyers;  nor  PSRO  for  lawyers;  nor  51  per  cent  con- 
mer  councils  to  review  and  pass  on  the  working  of 
it  courts.  Everyone  already  knows  that  there  are 
jctors  and  there  are  doctors. 

And,  for  two  hundred  years,  in  this  country  everyone 
is  chosen  to  suffer.  Yes,  To  Suffer  such  inefficiencies, 
ich  incompetencies,  such  mismanagements  if  the  al- 
mative  is  to  set  up  a police  state,  to  see  that  every- 
xiy  is  working  up  to  snuff.  A psychiatrist  should 
low  that  the  damage  to  people  living  in  a regimented 
:istence  far  outweighs  the  few  incompetents  that  are 
lowed  to  operate  in  a free  society.  And  compulsory 
witinuing  education  is  police  tactics. 

Let  us  indeed  offer  numerous  opportunities  to  the 
merally  dedicated  physician  to  implement  his  dedica- 
on  through  continuing  education  facilities.  And  let 
ir  psychiatrists  work  at  ways  at  promoting  dedication 
id  refrain  from  attempting  to  destroy  our  mental- 
ealth-promoting  free  society. 

GORDON  R.  MEYERHOFF,  M.D. 

Roslyn  Heights,  New  York  11577 


iardiac  emergencies 

L the  Editor:  Your  recent  editorial*  made  a profound 
iipression  on  me  in  that  I realized  that  I.  myself,  after 
jars  of  practice  would  be  of  little  use  in  a cardiac 
jiergency. 

I Since  my  retirement  eight  years  ago,  I have  lived  in 
>coa  Beach  and  have  worked  with  the  American  Red 
-oss  blood  banks  at  N.A.S.A.  and  the  Patrick  Air 
>rce  Base.  I also  keep  up  on  my  medical  reading. 

After  reading  the  editorial,  I called  the  Red  Cross  of- 
:es  in  Cocoa  and  at  the  Base  and  recommended  to 
em  that  we  start  a training  program  for  all  our  vol- 
hteers.  I learned  that  the  National  Red  Cross  has  the 
me  thing  in  mind  and  both  offices  assured  me  that 
jiey  would  put  this  training  program  in  operation  in 
e near  future.  I shall  be  one  of  the  first  trainees. 

W.  GIFFORD  HAYWARD,  M.D. 

131  Sunny  Lane 
Cocoa  Beach,  Florida  32831 
(formerly  of  Jamestown,  New  Yorh) 

‘ * Reversing  “sudden  death,”  August  15, 1973,  page  2041. 


e smallpox  vaccination 

0 the  Editor:  On  July  1,  1973,  there  was  reprinted  as 

1 editorial  “Smallpox  vaccination — why  change  the 
w?,”  an  anecdotal  and  emotional  unscientific  panegy- 
c of  vaccination.  Overlooked  was  the  fact  that  vacci- 
ation  of  preschool  children  would  not  provide  protec- 
on  to  those  likely  to  be  exposed  should  there  be  an 
aidemic.  Emphasized  was  the  fact  that  if  a concept 
as  accepted  in  1896,  we  must  follow  it  today,  an  idea 
ntithetical  to  scientific  medicine. 

On  page  1849*  there  appeared  an  abstract  “End  of 


routine  smallpox  vaccination”  which  rationally  ex- 
plained why  we  should  change  the  law.  It  is  regretta- 
ble that  this  discussion,  in  effect  an  answer  to  that  edi- 
torial, was  not  given  equal  prominence;  it  should  have 
been  published  as  an  editorial. 

BERNARD  L.  ALBERT,  M.D. 

67  Tunstall  Road 
Scarsdale,  New  York  10583 

* July  15,  1973. 


Recommendation  for  DTP 

To  the  Editor:  Since  this  writer  has  been  associated 

with  the  work  on  pertussis  vaccines  and  the  now  uni- 
versally used  DPT  combination  for  over  thirty  years 
(Lapin,  J.  H.:  Am.  J.  Dis.  Child,  63:  225  (1942))  he 
was  bewildered  by  the  failure  of  the  New  York  State 
Department  of  Health  to  move  for  a change  in  Section 
2164  of  the  Public  Health  Law.  At  present,  this  re- 
quires immunization  only  with  diphtheria,  polio,  mea- 
sles, and  rubella  prior  to  entry  into  school.  Dr.  Alan 
R.  Hinman,  the  Assistant  Commissioner  for  Epidem- 
iology and  Preventive  Health  Services,  defends  this 
“for  two  reasons:  First,  that  from  a practical  point  of 

view  it  is  extremely  unlikely  that  a child  would  be  im- 
munized with  diphtheria  toxoid  without  pertussis  or 
tetanus  components.  Secondly,  children  who  arrive  at 
school  at  age  six  unimmunized  would  then  be  required 
to  receive  DTP  vaccine  to  bring  them  into  compli- 
ance.” Neither  of  these  reasons  seems  very  logical; 
many  physicians  respect  the  Public  Health  Law  enough 
to  confine  themselves  to  immunization  against  diph- 
theria. The  second  reason  is  puzzling;  who  would  “re- 
quire” children  who  arrive  at  school  unimmunized  to 
receive  DTP  to  bring  them  into  compliance?  The  law 
seems  very  clear;  only  diphtheria  toxoid  as  well  as 
polio,  measles,  and  rubella  are  required.  Since  at  least 
75  per  cent  of  the  mortality  from  pertussis  is  achieved 
by  the  first  year  of  life,  any  law  which  allows  postpone- 
ment of  immunity  against  pertussis  until  school  entry 
is  clearly  defective.  We  may  hope  that  if  the  New 
York  State  Department  of  Health  does  not  so  move  to 
amend  the  law,  the  Public  Health  Committee  of  the 
Medical  Society  of  the  State  of  New  York  does. 

Dr.  Hinman  (in  a letter  to  Dr.  Angrist)  states  that 
“the  immunization  status  of  entering  students  in  Up- 
state New  York  showed  86  per  cent  protected  against 
diphtheria  (and  by  implication  pertussis),  whereas  only 
67  per  cent  of  New  York  City  entering  students  were  so 
protected.  To  compare  the  difficulties  in  immuniza- 
tion campaigns  in  New  York  State  with  those  of  New 
York  City  with  the  fantastic  problem  of  over  a million 
poor,  black,  or  Hispanic,  distrustful  new  immigrants,  is 
really  unkind.  In  addition,  we  can  say  definitely  that 
67  per  cent  were  protected  against  not  only  diphtheria, 
but  also  tetanus  and  pertussis,  while  the  New  York 
State  Department  of  Health  simply  has  no  figures  on 
the  two  others. 

The  section  of  the  July,  1973,  Communicable  Disease 
Newsletter  which  bears  the  title,  “Economic  Impact  of 
a Mumps  Outbreak”  should  be  read  in  its  entirety  for 
full  enjoyment.  The  “analysis”  adds  the  per  diem 
school  aid  lost  ($2,625.70),  physicians  visits — 115  visits 
at  $6  each  ($696.00),  the  cost  of  hospitalization  and 

continued  on  page  26 
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physician  cost  for  the  1 encephalitis  case  ($675.04),  and 
the  expense  of  providing  a substitute  teacher  at  $30  per 
day  for  fourteen  days  ($420.00).  The  expense  of  the 
outbreak  totals  $4,410.74,  from  which  is  subtracted  the 
cost  of  vaccine  at  $2.45  a dose  for  721  susceptibles 
($1,766.45),  thus  showing  a clear  profit  for  vaccinating 
all  susceptibles  of  $2,644.29.  No  comment  is  needed. 

Dr.  Hinman  (in  the  letter  to  me)  doubts  my  state- 
ment of  the  mildness  of  mumps,  and  reports  that  from 
1957  to  1969,  there  were  26  deaths  in  New  York  State 
outside  of  New  York  City.  This  is  an  average  of  two  t 
year.  He  also  mentions  that  in  Nassau  County  over  5( 
per  cent  of  the  two-year-old  children  had  receiver 
mumps  vaccine.  Since  the  USPHS  states,  “The  vac 
cine  is  of  particular  value  in  children  approaching  pu 
berty,  especially  males,  this  practice  of  early  immuni 
zation  can  prove  harmful.  We  are  seeing  more  am 
more  failures,  of  waiving  immunity  after  only  a fev 
years.  In  any  event,  most  pediatricians  are  not  con 
vinced  that  mumps,  either  singly  or  as  a part  of  tripl 
viral  mixtures,  is  a worthwhile  immunization. 

JOSEPH  H.  LAPIN,  M.D 
290  Collins  Aoenu 
Mt.  Vernon,  New  Yorl 

in 
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To  the  Editor:  The  immunization  recommendation 

referred  to  by  Dr.  Lapin  as  published  in  the  June,  197" 
Communicable  Disease  Newsletter  are  attached, 
have  difficulty  understanding  how  Dr.  Lapin  interpret 
the  recommendations  as  showing  that  we  do  not  re( 
ommend  the  use  of  the  pertussis  component  of  DTI 
Under  “General  Vaccine  Recommendations”  the  fir; 
vaccine  listed  is  “DTP — basic  series  should  consist  < 
three  immunizations  at  two  month  intervals  starting  ; i 
two  months  of  age,  and  boosters  one  year  and  three  1 
four  years  later.  Td  boosters  at  ten  year  intervals.” 

The  “Abbreviations”  section  at  the  end  of  the  re 
ommendations  states  that  DTP  stands  for  “diphther 
and  tetanus  toxoids  combined  with  pertussis”  and  th 
Td  stands  for  “combined  tetanus  and  diphtheria  to 
oids  (adult  types)  for  those  over  six  years  of  age.”  A 
ditionally,  the  summary  schedule  printed  for  quick  \ 
sual  reference  shows  DTP  advised  at  two,  four,  s 
months,  fifteen  to  eighteen  months,  and  five  years 
age  with  Td  (adult)  being  given  at  eleven  to  twel 
years  and  thereafter  every  ten  years. 

Dr.  Lapin  may  have  become  confused  by  the  sect! 
on  “Vaccine  Recommendations  for  Special  Groups” 
which  recommendations  are  given  for  “DTP  (Td! 
The  notation  was  intended  to  indicate  DTP  or  1 
whichever  was  appropriate.  This  was  done  to  take  ir 
account  the  increased  incidence  of  reactions  and  t: 
decreased  risk  of  pertussis  over  the  age  of  six  and  to 
dicate  that  those  who  arrived  at  college  or  as  teache . 
prisoners,  nursing  students,  etc.,  and  who  had  not  • 
ready  received  it  should  not  receive  primary  immu 
zation  with  DTP  but  should  be  immunized  with  Td.  1 
am  sorry  if  this  caused  some  confusion;  we  thouj.t 
that  it  was  clear  the  way  it  was  written. 

Dr.  Lapin  is  somewhat  in  error  regarding  the  iri 
dence  of  whooping  cough  in  New  York  State;  I belit< 
he  was  reading  the  figures  for  the  Middle  Atlantic  «• 
gion  of  the  United  States  in  the  CDC  summary,  jn 

continued  on  page  m 
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Mones,  R.  J.:  Evaluation  of  alpha  methyl  dopa  and 
alpha  hydrazine  with  L-dopa  therapy,  New  York  State 
J Med.  74:  47  (Jan.)  1974. 

Although  L-dopa  is  the  drug  of  choice  for  the  treat- 
ment of  Parkinson’s  disease,  side-effects  limit  the  effi- 
cacy of  the  drug.  This  study  evaluates  the  use  of  two 
different  decarboxylase  inhibitors  as  adjuncts  to  L- 
dopa  treatment.  Twenty-seven  of  87  patients  on 
AMD/L-dopa,  the  combination  of  alpha  methyl  dopa 
(Aldomet)  and  L-dopa,  and  20  of  37  patients  on  MK- 
486/L-dopa,  a combination  of  alpha  methyl  dopa  hy- 
drazine and  L-dopa,  had  a clinical  improvement  when 
compared  with  their  status  on  L-dopa  alone.  Fifteen 
of  these  patients  had  separate  trials  of  both  decarbox- 
ylase inhibitors.  The  side-effects  of  AMD/L-dopa  and 
/or  MK-486/L-dopa  generally  mirrored  the  side-effects 
noted  in  each  patient  when  large  amounts  of  L-dopa 
were  taken  alone.  The  decrease  in  nausea  and  vomit- 
ing in  both  groups  is  probably  the  main  basis  for  the 
clinical  improvement  noted.  These  data  suggest  that 
both  drugs  cited  are  useful  as  adjuncts  to  L-dopa  ther- 
apy. MK-486/L-dopa  appears  to  be  a more  efficacious 
decarboxylase  inhibitor  than  does  AMD/L-dopa. 

Newman,  R.  G.:  Pregnancies  of  methadone  patients; 
findings  in  New  York  City  methadone  maintenance 
treatment  program,  New  York  State  J.  Med.  74:  52 
(Jan.)  1974. 

This  report  documents  the  results  of  the  first  120 
completed  pregnancies  of  patients  in  the  NYC  MMTP 
(New  York  City  Methadone  Maintenance  Treatment 
Program).  Based  on  information  provided  by  the  pa- 
tient, as  well  as  on  data  from  the  official  health  de- 
partment birth  certificate,  findings  are  presented  re- 
garding birth  weight,  Apgar  score,  maternal  and  neo- 
natal complications,  and  follow-up  of  mothers  and  in- 
fants to  date.  Results  are  analyzed  also  according  to 
methadone  dosage  of  the  mother  during  the  last  tri- 
mester of  pregnancy. 

Lowenfels,  A.  B.:  Alcohol  and  cancer,  New  York 

State  J.  Med.  74:  56  (Jan.)  1974. 

Excessive  consumption  of  alcohol  increases  the  risk 
of  cancer  in  several  organs  and  at  present  there  is  good 
evidence  to  link  chronic  alcoholism  with  tumors  of  the 
head  and  neck,  the  esophagus,  and  the  liver.  Less  cer- 
tain is  the  relation  between  chronic  alcoholism  and 
cancer  of  the  pancreas  or  the  prostate.  Since  exposure 
to  ethanol  alone  does  not  lead  to  experimental  tumors, 
there  is  reason  to  suspect  that  alcohol  acts  as  a cocarci- 
nogen or  that  a congener  present  in  the  final  beverage 
is  carcinogenic.  Heavy  smoking  and  malnutrition  are 
both  common  in  alcoholics  and  may  contribute  to  the 
increased  incidence  of  certain  tumors.  , 

Karetzky,  M.  S.,  Garvey,  J.  W.,  and  Brandstetter, 
R.  D.:  Effect  of  fiberoptic  bronchoscopy  on  arterial 

oxygen  tension,  New  York  State  J.  Med.  74:  62  (Jan.) 
1974. 

The  arterial  blood-gas  changes  were  monitored  in  14 
patients  undergoing  fiberoptic  bronchoscopy.  Unex- 


pectedly, the  arterial  oxygen  tension  was  routinely  ob- 
served to  fall  when  the  bronchoscope  was  at  the  level  of 
the  carina  and  occluding  the  airway  to  a pneumonic 
lobe.  Mechanisms  for  the  fall  in  arterial  oxygenation 
are  discussed,  and  it  is  concluded  that  oxygen  therapy 
should  be  administered  routinely  during  fiberoptic 
bronchoscopy. 

Salamon,  I.:  Evaluation  of  suicidal  patients,  New 

York  State  J.  Med.  74:  64  (Jan.)  1974. 

This  report  focuses  on  issues  relevant  to  the  decision 
as  to  whether  or  not  to  hospitalize  a suicidal  patient. 
These  decisions  are  influenced  by  suicide  statistics, 
diagnostic  categories,  the  nature  of  the  suicide  at- 
tempt, the  non-verbal  message  contained  in  the  sui- 
cidal wish,  and  the  attitudes  of  the  patient  toward  life 
and  death.  An  attempt  is  made  to  pinpoint  those  pa- 
tients who  represent  the  most  serious  suicide  risks. 

Neschis,  R.:  Hospital  dependency;  popular  but  spe- 

cious concept,  New  York  State  J.  Med.  74:  66  (Jan.) 
1974. 

Changing  patterns  in  the  care  of  chronic  schizophre- 
nic patients,  with  emphasis  on  treating  them  outside  of 
hospitals,  have  caused  an  increasing  intolerance  by 
psychiatric  staffs  to  the  dependency  problems  associ- 
ated with  this  disease.  Changes  on  training  wards  for 
psychiatric  residents  that  deemphasize  individual  pa- 
tient contact  have  added  to  this  attitude.  One  at- 
tempt to  reverse  this  trend  is  discussed. 

Ostow,  M.:  Rapid  and  gentle  pharmacotherapy  of  de- 
pression, New  York  State-J.  Med.  74:  74  (Jan.)  1974 

The  primary’  antidepression  chemicals,  that  is,  the 
tricyclic  and  monamine  oxidase  inhibitor  psychic  ener- 
gizers, can  be  replaced  in  some  instances,  or  supple- 
mented in  others,  by  more  rapid  or  less  distressing 
agents  or  procedures.  These  include  small  doses  of 
lithium  carbonate,  small  doses  of  thiothixene,  and 
deanol.  Intramuscular  administration  of  the  tricyclic 
compounds  can  reduce  greatly  the  latency  between  the 
beginning  of  therapy  and  relief  from  depression. 

O’Neal,  R.  M.,  and  Lee,  K.  T.:  Serum  cholesterol  in 
ambulatory  patients;  relationship  to  age,  sex,  diabetes, 
and  myocardial  infarction,  New  York  State  J.  Med.  74: 
80  (Jan.)  1974. 

Serum  total  cholesterol  levels  in  patients  referred  to 
a community  medical  diagnostic  laboratory  were  quite 
similar,  by  age  and  sex,  to  those  obtained  in  previously 
reported  surveys  of  “normal”  individuals.  The  choles- 
terol levels  in  diabetic  patients  were  indistinguishable 
from  those  in  nondiabetic  individuals.  The  plots  of 
cholesterol  values  by  age  and  sex  bear  a strong  resem- 
blance to  a plot  of  the  incidence  of  acute  myocardial 
infarcts  in  an  autopsy  series.  In  early  life,  each  is 
higher  in  males  than  in  females.  In  later  life,  the  re- 
verse is  true.  There  is  a fifteen-year  lag  period  be- 
tween the  equalization  of  cholesterol  levels  in  the  sexes 
at  age  fifty  and  the  equalization  of  incidences  of  in- 
farcts at  age  sixty -five. 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 


PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of' 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

tor  full  prescribing  information,  see  package 
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PREMARIN® 

[(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-Naiional  Research  Council 
and/or  other  information.  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


| Contraindications:  Short  acting  estrogens  are 
(contraindicated  in  patients  with  (1)  markedly 
I impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

lfvpcrcalccmia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tascs.  and  this  usually  indicates  progression  of 
bone  ntctastascs.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diclhyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  dicthylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patiem  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  botl'es  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Mones,  J.  R.:  Evalutation  del  tractamento  con 

alpha-methyl-dopa  (AMD)  e alpha-methyl-dopa-hydra- 
zina  (MK-486)  con  L-dopa,  New  York  State  J.  Med. 
74:  47  (Januario)  1974. 

Ben  que  le  L-dopa  es  le  agente  de  election  pro  le 
tractamento  del  morbo  de  Parkinson,  le  effectos  ad- 
verse limita  le  efficatia  del  droga.  In  iste  studio  evalu- 
ta  se  le  uso  de  duo  differente  inhibitores  del  decarboxy- 
lasa  como  agentes  coadjuvante  del  tractamento  con  L- 
dopa.  Vinti-septe  (27)  de  87  patientes  tractate  con 
AMD/L-dopa  (association  de  alpha-methyl-dopa  (Al- 
domet)  e L-dopa),  e 20  de  37  patientes  tractate  con 
MK-486/L-dopa  (association  de  alpha-methyl-dopa  hy- 
drazina  e L-dopa)  habeva  un  melioramento  clinic  com- 
parate  con  le  status  del  patientes  tractate  solmente  con 
L-dopa.  De  iste  patientes,  15  esseva  tractate  separa- 
temente  con  ambe  inhibitores  del  decarboxylasa.  Le 
effectos  collateral  del  AMD/L-dopa  e/o  MK-486/L- 
dopa  generalmente  reflectate  le  effectos  adverse  obser- 
vate  in  cata  patiente  que  esseva  tractate  con  solmente 
doses  elevate  de  L-dopa.  Le  reduction  del  nauseas  e 
vomitos  in  ambe  gruppos  de  patientes  es,  probabile- 
mente,  le  base  principal  del  melioramento  clinic  obser- 
vate.  Iste  information  suggere  que  ambe  drogas  usate 
es  agentes  coadjuvante  utile  del  therapia  con  L-dopa. 
Le  MK-486/L-dopa  pare  esser  un  inhibitor  del  decar- 
boxylasa plus  effective  que  le  AMD/L-dopa. 

Newman,  R.  G.:  Pregnantias  in  patientes  tractate 

con  methadona;  trovatos  in  le  programmas  de  tracta- 
mento de  mantenimento,  con  methadona,  in  le  citate  de 
Nove  York,  New  York  State  J.  Med.  74:  52  (Januario) 
1974. 

Iste  reporto  documenta  le  resultatos  del  prime  120 
pregnantias  in  patientes  tractate  per  le  Programma  de 
Tractamento  de  Mantenimento  con  Methadona  in  le 
citate  de  Nove  York.  Basate  in  le  information  donate 
per  le  patientes  e le  obtenite  del  certificate  official  del 
nascentia  del  Departamento  de  Salubritate,  le  trovatos 
es  presentate  in  referentia  al  peso  corporal,  le  scala  de 
Apgar,  le  complicationes  maternal  e neonatal,  e le  ob- 
servation ulterior  del  matres  e infantes  usque  iste  data. 
Le  resultatos  es  etiam  analisate  referente  a!  dosifica- 
tion  del  methadona  in  le  matres  durante  le  ultime  tri- 
mestre  del  pregnantia. 


Lowenfels,  A.  B.:  Alcohol  e cancer,  New  York  Stati 
J.  Med.  74:  56  (Januario)  1974. 

Le  consumo  excessive  de  alcohol  augmenta  le  riscc 
de  cancer  in  varie  organos  e,  al  presente,  existe  un  bor 
evidentia  de  un  relation  inter  le  alcoholismo  chronic 
con  tumores  del  capita  e collo,  le  esophagus  e le  ficato 
Es  minus  certe  le  relation  inter  le  alcoholismo  chronic 
e le  cancer  del  pancreas  o prostata.  Desde  que  le  ex- 
position al  alcohol  solmente  no  conduce  al  disvelopa-  , 
mento  de  tumores  experimental,  existe  rationes  pro  sus-/ 
pectar  que  le  alcohol  age  como  agente  cocarcinogenic  c! 
que  le  congenere  existente  in  le  bibita  final  es  le  com 
posto  cocarcinogenic.  Le  fumar  excessivemente  e lc 
malnutrition  es  comun  in  le  alcoholicos  e iste  condi 
tiones  pote  contribuer  a augmentar  le  frequentia  de; 
certe  tumores. 

Karetzky,  M.  S.,  Garvey,  J.  W.,  e Brandstetter,  R 

D.:  Effecto  del  bronchoscopia  “fiberoptic”  supra  lc 

tension  del  oxygeno  arterial,  New  York  State  J.  Med 
74:  62  (Januario)  1974. 

Le  cambios  del  gases  sanguine  arterial  esseva  moni 
torisate  in  14  patientes  durante  le  bronchoscopia  facitc 
con  le  apparato  de  fibra  optic.  Surprendentemente 
esseva  observate  que  le  tension  del  oxygeno  arteria 
descendeva  rutinarimente  quando  le  bronchoscopio  es 
seva  al  nivello  del  carina  e occuldeva  le  passage  aeree  i 
un  lobulo  pulmonari.  Le  mechanismos  de  iste  descen 
so  del  oxygenation  arterial  es  discutite,  e es  concluditi 
que  le  therapia  con  oxygeno  debe  esser  administrate  •- 
rutinarimente  durante  le  bronchoscopia  “fiberoptic.” 

Salamon,  I.:  Evalutation  del  patientes  suicidal,  NerMj 

York  State  J.  Med.  74:  64  (Januario)  1974. 

In  iste  reporto  es  discutite  le  decision  de  hospitalisapl 
o no  le  patiente  suicidal.  Iste  decision  es  influenciat  kp 
per  le  statisticas  de  suicidios,  le  categoria  diagnostic,  1 j. 
natura  del  intento  suicidal,  le  message  non-verbal  coni*: 
tenite  in  le  desiro  del  suicida  e le  attitude  del  patient® 
supra  le  vita  e le  morte.  Un  intento  es  facite  pro  sigS 
nalar  le  patientes  que  representa  le  riscos  suicidal  plu  Rj 
seriose. 

continued  on  page  J'Bj 
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Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
of  Camalox  Suspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  1 20 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needsCamalox,  the  antacid  with  hour  power. 


Longer-acting 

Camalox* 

magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
antacid 
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It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tionsand  professional  traditions  which 
prohibit  the  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
.cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
As  a practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician's 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 
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Neschis,  R.:  Dependentia  hospitalari;  concepto  popu- 
lar mais  false,  New  York  State  J.  Med.  74:  66  (Januar- 
io)  1974. 

Le  cambios  del  typo  de  attention  del  patientes 
schizophrenic  chronic,  con  emphase  in  le  tractamento 
extra  le  hospital,  ha  causate  un  intolerantia  crescente 
del  personal  psychiatric  al  problemas  del  dependentia 
hospitalari  associate  a iste  morbo.  Le  cambios  in  le 
salas  de  enseniamento  pro  le  psychiatricos  resident, 
que  de-emphatise  le  contacto  individual  con  le  pa- 
tientes, es  altere  addition  a iste  attitute.  Un  tentative 
pro  reverter  iste  tendentia  es  discutite. 

Ostow,  M.:  Pharmacotherapia  rapide  e suave  del  de- 

pression, New  York  State  J.  Med.  74:  74  (Februario) 
1974. 

Le  compostos  chimic  antidepressive  primari,  como  le 
agentes  energisante  psychic — le  tricyclicos  e le  inhibi- 
tores  del  mono  amino  oxidasa — pote  esser  remplasate, 
in  certe  casos,  o supplementate  in  altere  casos,  per  le 
agentes  o procedimentos  plus  rapide  o minus  distur- 
bante.  Inter  iste  compostos  es  le  carbonato  de  lithium, 


New  booklet  advises  handicapped 
consumers 

A free  booklet  advising  disabled  New  Yorkers  regard- 
ing their  rights  and  the  special  problems  confronting 
them  as  consumers  is  presently  being  offered  by  the 
Mayor’s  Office  for  the  Handicapped,  the  City’s  advo- 
cate for  the  handicapped  community. 

The  15  page  booklet,  entitled  “Consumer  Advice  for 
the  Handicapped,’’  was  issued  recently  by  the  City’s 
Department  of  Consumer  Affairs  and  was  prepared  in  a 
joint  effort  by  the  two  agencies.  The  first  publication 


le  thiothixeno  e le  deanol,  omne  administrate  a parve 
doses.  Le  administration  intramuscular  del  compostos 
tricyclic  pote  reducer  grandemente  le  latentia  inter  le 
initiation  del  therapia  e le  meiioramento  del  depresion. 

O’Neal,  R.  M.,  e Lee,  K.  T.:  Le  cholesterol  seric  in 
patientes  ambulatori;  relation  con  le  etate,  sexo,  diabe- 
tes e infarcto  myocardial,  New  York  State  J.  Med.  74: 
80  (Januario)  1974. 

Le  nivelios  del  cholesterol  seric  total  in  patientes  re- 
ferite  al  laboratorio  pro  diagnose  medic  del  communi- 
tate  esseva  similar,  per  etate  e sexo,  al  mentionate  in 
reportos  previe  de  individuos  “normal.”  Le  concentra- 
tion del  cholesterol  in  patientes  diabetic  non  esseva 
differente  del  de  patientes  non  diabetic.  Le  annota- 
tiones  del  cifras  de  cholesterol,  per  etate  e sexo,  esseva 
fortemente  similar  al  del  incidentia  de  infarctos  myo- 
cardial acute,  in  le  series  autopsic.  Tempranemente  in 
le  vita,  ambe  cifras  es  plus  elevate  in  homines  que  in 
feminas.  Plus  tarde  in  le  vita,  le  inverse  es  ver.  Ha 
un  periodo  de  15  annos  inter  le  equalisation  del  nivelios 
de  cholesterol,  in  ambe  sexos,  al  etate  de  50  annos,  e le 
equalisation,  etiam  in  ambe  sexos,  del  incidentia  del 
infarcto  myocardial  al  etate  de  65  annos. 


of  its  kind,  the  booklet  gives  pointers  on  the  selection 
and  maintenance  of  equipment,  the  use  and  availabili- 
ty of  transportation,  selection  of  proper  housing,  educa- 
tional rights  and  opportunities,  recreational  services, 
and  how  to  seek  redress  in  cases  of  illegal  discrimina- 
tion. It  will  also  answer  such  questions  as  where  to 
rent  a car  with  special  controls,  and  which  banks  will 
prepare  statements  in  braille. 

For  a copy  of  the  booklet  and  a companion  publica- 
tion, “Do’s  and  Don’ts  for  Consumers,”  write:  Mayor’s 
Office  for  the  Handicapped,  250  Broadway,  New  York 
City  10007. 
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in  troducing  B " C " BI D 
B-complex  with  C 

an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 


Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxins)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 


DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  mND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 


35 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg.  erythromycin  per  5-ml.  teaspoonful) 

Additional  information  available  to  the  profession  on  request. 
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attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 
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Editorials 


William  Hammond.  M.D. 


William  Hammond,  M.D. 


On  December  11,  1973,  the  esteemed  editor 
emeritus  of  the  New  York  State  Journal  of  Medi- 
cine died  in  his  home  in  Scarsdale,  New  York. 
Dr.  Hammond  was  editor  of  the  Journal  from 
1960  until  his  retirement  in  June,  1972.  He  was 
assistant  editor  previously  for  three  years,  working 
with  Laurance  D.  Redway,  M.D.  Dr.  Hammond 
lived  in  Scarsdale  and  in  Keene,  New  York. 

Present  at  the  beautiful  memorial  service  in  the 
Church  of  St.  Joseph  of  Arimathea  in  Elmsford, 
New  York,  on  December  15  were  his  family,  in- 
cluding his  wife,  Shirley  Blanchard  Hammond,  his 
son,  Graeme  Lord  Hammond,  M.D.,  and  two 
daughters,  Mrs.  Arthur  (Mary  Rand)  Ticknor  and 
Mrs.  Donald  (Melissa)  Lang  and  seven  grandchil- 
dren. The  large  group  present,  consisting  of  fami- 
ly, friends,  and  neighbors,  and  associates  from  the 
editorial  staff  of  the  Journal , found  the  occasion 
memorable. 


Dr.  Hammond  was  a native  of  Scarsdale.  He 
attended  Columbia  University  and  received  his 
degree  in  medicine  from  McGill  University  Facul- 
ty of  Medicine  in  Montreal  in  1927.  After  hospi- 
tal training  in  that  City  and  also  in  Boston  and  in 
Baltimore,  he  practiced  internal  medicine  and 
public  health  in  Westchester  County  from  1931  to 
the  present. 

Dr.  Hammond’s  main  fields  of  interest  were  ger- 
iatrics, public  health  and  welfare,  administration, 
and  the  study  of  nutrition.  He  has  conducted  re- 
search and  has  published  reports  in  each  field. 
He  is  a past  president  of  the  American  Geriatric 
Society  and  of  the  American  Medical  Writers  As- 
sociation, and  was  listed  in  Who's  Who. 

Dr.  Hammond  was  medical  consultant  to  the 
Department  of  Family  and  Child  Welfare  in  West- 
chester County  for  more  than  twenty  years  and 
also  was  a consultant  to  the  State  Department  of 
Social  Services  in  its  suburban  area.  His  other 
affiliations  were  Grasslands  and  White  Plains 
Hospital. 

He  did  much  to  make  the  New  York  State  Jour- 
nal of  Medicine  an  outstanding  medical  periodi- 
cal. He  cultivated  and  introduced  many  new  de- 
partments and  features.  He  published  solicited 
scientific  presentations  as  well  as  those  submitted 
which  were  culled  carefully  for  their  scientific 
value.  He  introduced  articles  in  depth  on  partic- 
ular subjects  and  on  recent  advances.  He  started 
a series  of  anesthesia  presentations.  He  also  in- 
cluded subjects  on  clinical  pathologic  conferences 
correlating  morbid  anatomy  and  x-ray  with  au- 
topsy findings.  He  initiated  a series  on  nutrition 
long  before  the  present  significance  of  this  special- 
ty was  realized  and  appreciated.  He  also  pub- 
lished the  proceedings  of  several  specialty  societies 
of  interest  to  the  practitioners  of  New  York  State. 

Dr.  Hammond  has  done  all  of  this  and  more  for 
the  Journal.  His  intense  personal  indoctrination 
of  the  present  editor  and  his  expressed  hopes  and 
aspirations  for  the  future  of  the  Journal — his  be- 
loved Journal — has  stimulated  the  entire  editorial 
staff  to  carry  on  in  the  directions  he  indicated  and 
the  standards  he  set  and  maintained  so  readily. 
Any  continuing  improvement  of  the  Journal, 
therefore,  must  be  ascribed  to  his  underlying  and 
basic  effort.  We  hope  the  Journal  will  continue  in 
this  manner  to  be  a credit  to  his  memory  and  re- 
main an  effective  educational  instrument  for  the 
readers  of  the  State. 

A.  A.  A. 
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Bill  of  Rights  for  the  Doctor 

Without  Consent  or  Due  Process,  It  Is  Rape! 

(Rearranged  from  Shakespeare’s  Merchant  of  Venice  with  apologies) 


Hath  not  a doctor  eyes 
Hath  not  a doctor  hands 
Organs,  dimensions,  senses, 
Affections,  passions  too, 

Fed  by  some  food, 

Hurt  with  same  weapons? 
Subject  to  same  diseases 
Healed  by  same  means? 

Warmed  by  same  weather 
As  all  other  men? 

If  you  prick  him 
Does  he  not  bleed? 

If  you  tickle  him 
Does  he  not  laugh? 

If  you  poison  him 
Does  he  not  die! 


There  exists  a paradox  in  the  lack  of  protection 
for  the  rights  of  physicians,  as  compared  with  all 
other  employees  in  hospitals.  Today  strong  hos- 
pital unions  protect  all  their  members,  including 
the  lowliest,  from  unwarranted  and  unfair  disci- 
plinary action  or  discharge  without  due  process. 
Due  process  includes  a statement  of  charges  in 
writing,  confrontation  of  the  accuser,  opportunity 
to  present  witnesses  and  cross-examine  all  partici- 
pants, rights  to  counsel,  and  a hearing  at  a stipu- 
lated time  of  mutual  convenience  before  a fair 
representation  of  peers,  selected  from  the  medical 
staff  by  the  medical  staff,  the  right  to  a copy  of 
the  proceedings,  and  finally  the  right  to  appeal  to 
a higher  body  and  ultimately  to  the  courts  of 
proper  jurisdiction  if  so  desired.  There  is  the  par- 
adox; all  are  assured  due  process,  all  except  the 
physician. 

Where  this  assurance  exists  for  the  physician, 
full-time  or  part-time,  paid  or  unpaid,  in  a hospi- 
tal, it  is  haphazard,  ambiguous,  and  with  no  pro- 
cedural format.  A physician’s  appointment  is  or- 
dinarily renewable  every  year,  except  rarely  when 
a special  contract  between  him  and  the  hospital 
may  provide  otherwise.  Remember,  too,  that 
today  an  ever-increasing  number  of  physicians,  al- 
ready more  than  40  per  cent,  and  increasing  rap- 
idly, are  employees  of  hospitals,  full-  or  part-time. 
For  the  physician,  in  many  hospitals  no  specific 
charges  need  be  given;  “for  the  good  of  the  ser- 
vice,” or  “not  getting  along  with  fellow  staff  mem- 
bers,” or  even  no  reason  whatsoever  is  sufficient  to 
sever  a physician’s  relationship  with  his  institu- 
tion; at  least  that  is  the  present  status  of  the  phy- 


Why do  hospitals  then 
Kill  his  freedom 
Throttle  his  thoughts? 

Seek  his  serfdom 

To  Lay  Boards  and  Administrators, 
The  new  nobility  in  our  era? 

With  Power  from  the  People 
They  deny  him  DUE  PROCESS 
Given  to  all  others! 

Medical  care  needs  free  men. 

Serfs  cannot  cure  disease 
Nor  save  lives! 

Sickness  is  too  grim 
For  power  plays. 

Medicine  is  and  must  be 
A labor  of  love. 

Compulsion  changes 
Love  to  Rape. 


sician  in  the  existing  scheme  of  hospital  organiza- 
tion. 

The  trouble  is  that  a physician  cannot  practice 
his  profession  today  without  a hospital  connec- 
tion. This  was  not  true  when  the  hospital  devel- 
oped originally,  and  with  it,  the  law  evolved  and 
the  modern  power,  social  setup  and  organization 
of  hospitals.  In  fact,  whenever  a controversy  oc- 
curs, no  matter  who  is  right,  the  physician  suffers- 
for  to  date  he  usually  has  had  to  pack  up  and 
leave.  This  fact  can  be  a very  tragic  event.  If 
the  hospital  is  part  of  a group  of  such  institutions 
in  that  location,  or  no  other  like  institution  exists 
there,  the  physician  must  uproot  himself,  change 
schools  for  his  children,  sell  his  house,  buy  a new 
home  at  inflated  prices  in  a new  location,  and 
break  local  family  ties  and  friendships.  Even 
then,  the  subtle  blackball  can  follow  him  to  the 
new  location.  This  may  lead  to  severe  prolonged, 
if  not  permanent,  hardships  and  adversely  affect 
his  ability  to  use  his  talents  and  training. 

Our  structure  of  government  evolved  from  that 
inspired  remarkable  document,  the  Constitution 
of  the  United  States,  with  its  separation  of  pow- 
ers— the  Legislature,  the  Presidency,  and  the  Ju- 
diciary, to  yield  appropriate  checks  and  balances. 
So  too  in  hospital  governance,  we  have  a Board  of 
Trustees,  or  Lay  Board,  the  supreme  authoritative 
body  for  governing  the  institution,  a Medical 
Board  for  professional  care  of  patients,  and  the 
administration  for  carrying  out  the  policies  of  the 
Lay  Board  and  for  maintaining  the  proper  balance 
and  perspective  in  the  care  of  the  patient.  All  of 
this — the  purpose  of  it  all— is  to  give  the  best  pos- 
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sible  care  to  the  patient.  If  you  disturb  the  prop- 
er balance,  as  for  instance,  the  administrator  be- 
comes all  powerful,  or  if  the  Lay  Board  is  led,  in- 
stead of  leading,  or  if  the  Medical  Board  becomes 
impotent,  then  medical  care  suffers  and  the  pa- 
tient is  the  victim.  We  wish  to  stress  that  it  is 
not  the  physician  so  much  as  the  patient  who  suf- 
fers; it  is  patient  care  and  the  patient’s  welfare 
that  are  at  stake. 

No  subservient  physician  can  long  be  a good 
physician  and  take  good  care  of  his  patient.  He 
soon  compromises  with  his  own  principles  by  con- 
sistently being  obedient  and  pliable.  Making 
compromises  in  medical  matters  to  satisfy  the  ad- 
ministration can  do  harm  to  patients.  Any  cur- 
tailment of  freedom  to  criticize  the  administra- 
tion, any  fear  of  reprisals,  any  inability  to  make 
recommendations  as  to  medical  care  to  the  Lay 
Board  directly,  subjugates  the  physician  and  the 
whole  Medical  Board. 

Several  remedies  are  open  to  us.  Laymen  must 
not  make  decisions  about  medical  matters  with- 
out consultation  with  and  contribution  by  the 
medical  staff  members.  Significant  representa- 
tion from  the  Medical  Board  on  the  Lay  Board  is 
more  effective  than  is  a Joint  Committee  made  up 
of  representatives  from  both  bodies,  to  better 
achieve  a meaningful  cooperative  relationship. 
No  matter  what  else,  there  must  be  constructive 
professional  input. 

In  New  York  State  particularly  we  need  a re- 
statement and  clarification  of  due  process  for  phy- 
sicians in  hospitals  and  the  creation  of  a means  of 
implementing  same.  Present  laws  and  authority 
are  inadequate  and  can  leave  the  physician  high 
and  dry  without  the  protection  of  due  process. 
For  the  time  being,  the  shortage  of  physicians 
precludes  any  widespread  and  flagrant  abuses  of 
the  physicians’  rights  and  privileges,  although  iso- 
lated instances  have  occurred  and  do  occur. 

If  physicians  do  not  have  the  stable  benefit  of 
an  acceptable  Bill  of  Rights  as  part  of  their  con- 
tractual relationship  with  their  hospital,  they  will 
be  inadequate  as  men  and  physicians.  The  dan- 
ger is  an  ever-increasing  one  as  more  and  more 
physicians,  particularly  recent  graduates,  become 
hospital  employees;  this  applies  to  the  young  phy- 
sicians especially,  more  and  more  of  whom  are 
putting  all  their  eggs  in  one  basket  in  this  man- 
ner. Woe  may  confront  them  without  corrective 
protective  legislation,  if  hospitals  continue  to  be- 
come more  powerful,  as  is  happening.  As  the 
shortage  of  physicians  is  corrected,  the  law  of  sup- 
ply and  demand  will  no  longer  be  a safely  depend- 


able force  to  prevent  exploitation  of  employee 
physicians. 

It  is  therefore  imperative  that  physicians  pre- 
pare a proper  Bill  to  be  enacted  into  law,  here  and 
now,  before  the  ever-increasing  power  of  the  hos- 
pital lobby  precludes  its  passage  forever.  Let  us 
not  belittle  the  power  that  organized  hospitals  al- 
ready have.  With  the  coming  of  HMO  by  hospi- 
tals, and  FSRO  and  other  controls  of  medical 
practice  and  of  hospital  service,  the  physician  in 
the  hospital  is  confronted  with  an  increasing 
threat.  This  threat  involves  ultimately  the  proper 
care  of  the  patient.  There  is  every  need,  there- 
fore, for  the  formulation  of  such  a Bill  of  Rights; 
its  early  passage  is  imperative  and  should  be  the 
first  order  of  business  for  the  MSSNY.  The  Bill 
should  give  the  physician,  who  has  willingly  fore- 
gone the  instrument  of  the  “strike,”  thus  far  the 
most  effective  successful  protective  action  of  orga- 
nized groups  to  achieve  their  own  objectives  in  the 
modern  social  order.  The  physician  must  be 
spared  arbitrary  unilateral  action  by  the  adminis- 
trator and  by  other  power-seeking  laymen  on  the 
Lay  Board,  or  on  the  Community  Group,  or  even 
power-hungry  administrative  physicians. 

The  proposed  Bill  should  guarantee  unequivo- 
cally to  every  physician,  the  following: 

1.  The  right  to  a statement  of  the  grounds  for  the 
charge  or  charges  and  actions  taken. 

2.  The  right  to  a neutral  fair  hearing  and  his  own 
counsel  before  a body  of  peers  from  the  medical  staff, 
selected  by  a fair  procedure  by  the  organized  medical 
staff  of  the  hospital. 

3.  A proper  and  adequate  notice  of  the  time  and  place 
of  hearing. 

4.  The  right  to  call  witnesses  and  to  refute  adverse 
evidence  and  to  introduce  favorable  evidence,  including 
the  right  to  cross-examine  witnesses  who  testify  against 
him. 

5.  A full  consideration  and  a fair  determination  of  the 
controversy  according  to  the  evidence  by  the  body  be- 
fore whom  the  hearing  is  held. 

6.  A record  of  the  hearing,  maintained  by  the  hospital 
for  the  benefit  of  the  hospital  and  the  physician,  with  a 
copy  provided  to  the  physician. 

7.  A right  to  request  arbitration. 

8.  The  right  to  appeal  to  a higher  representative  body 
in  the  organization. 

9.  Ultimate  right  to  appeal  to  a court  of  proper  juris- 
diction. 

The  need  for  such  a Bill  of  Rights  for  physicians 
in  hospitals  is  apparent.  Let  us  strive  to  achieve 
its  legal  enactment. 

A.  A.  A. 
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The  health  and  hospital  corporation  debacle 


Lest  we  forget  it  should  be  made  known  that 
there  was  a time  when  patients  in  city  hospitals 
were  well  cared  for  in  as  scientific  a manner  as 
prevailed  in  the  community  in  general  and  with 
genuine  concern  and  personal  kindness.  They  not 
uncommonly  received  better  care  than  that  given 
to  private  patients  in  private  hospitals;  and  even 
as  good  or  better  than  that  tendered  to  private  or 
ward  patients  in  voluntary  institutions.  Then  all 
physicians  contributed  their  services  gratis.  This 
involved  all  staff  physicians,  interns  and  residents 
(housemen  as  they  were  then  called).  The  city 
budget  then  was  very  inadequate  too.  The  entire 
budget  for  the  entire  Department  of  Hospitals  was 
much  less  than  one  million  dollars  per  year.  Nev- 
ertheless, somehow,  the  patient  was  king,  being 
cared  for  as  well  as  being  taken  care  of;  the  pa- 
tient was  the  highest  priority  and  often  in  many 
hospitals  the  only  priority.  The  patient  was  not 
just  a case  for  investigation,  diagnosis,  and  re- 
search, but  a person,  to  be  treated  with  dignity 
and  cured  if  at  all  possible,  or  at  least  comforted 
and  always  relieved  of  as  much  suffering  as  possi- 
ble. 

The  total  present  budget  for  the  Health  and 
Hospital  Corporation  is  now  many  millions.  For 
too  many  years  before,  the  municipal  hospitals 
had  been  badly  “shortchanged.”  This  was  fur- 
ther compounded  by  repeated  sudden  additional 
trials  and  tribulations  of  attrition  with  the  recur- 
rent diabolical  “job-freezes,”  so  destructive  of  mo- 
rale. Scandalous  shortages  of  personnel  and 
equipment,  pitiful  salary  scales,  and  no  provision 
for  research  or  for  promotion  and  upgrading  of 
personnel  in  the  lower  ranks  prevailed,  or  were 
any  plans  made  for  the  application  of  the  ad- 
vances in  medicine.  It  was  then  the  many  prior 
years  of  unrealistically  inadequate  budgets  and 
top-heavy  bureaucratic  centralized  administration 
that  caused  the  deterioration  of  the  old  Hospitals 
Department;  it  was  not  due  to  inadequacy  of  the 
professional  staff  nor  the  technical  staff  as  such. 
It  was  the  throttling  starvation  budgets  devised 
by  central  administrators,  instigated  by  the  politi- 
cians, that  finally  caused  the  demise  of  the  De- 
partment of  Hospitals.  Whatever  disorganization 
of  staff  occurred  was  due  to  this  heartless  neglect 
by  many  city  administrations. 

The  neglect  finally  led  to  the  irreversible  status 
which  was  truly  scandalous  and  demanded  drastic 
measures,  and  so  the  affiliation  program  was  ini- 
tiated. At  this  time  it  was  recommended  that 
one  of  t he  institutions,  the  City  Hospital  at  Elm- 
hurst, be  kept  with  its  then  existing  staff  as  is, 
but  that  this  hospital  remain  unaffiliated  and 
budgeted  with  the  identical  sum  of  money  being 


given  to  the  other  affiliating  institutions.  The 
suggestion  was  that  the  Medical  Board  and  local 
Lay  Board  control  this  budget  to  thus  achieve  de- 
centralization of  this  hospital  unit.  Then  a genu- 
ine “control  experiment”  could  be  undertaken,  for 
the  affiliated  hospitals  could  then  be  compared 
with  this  decentralized  unit  to  determine  how  the 
patients  fared  in  each  arrangement.  In  this  wise, 
a scale  of  comparative  measurements  and  analyses 
would  obtain  by  which  to  judge  the  achievements 
of  the  affiliation  program.  Ray  E.  Trussed,  M.D., 
refused  such  an  experiment.  The  letter  to  The 
New  York  Times  and  to  Dr.  Trussed  stated  the 
case  for  such  a controlled  experiment  at  the  time 
and  will  be  found  elsewhere  in  this  issue  of  the 
Journal. 

Lester  Tuckman,  M.D.,  President  of  the  Medi- 
cal Board  of  City  Hospital  at  Elmhurst,  made  a 
strong  case  for  continuation  of  medical  care  under 
the  then  existing  medical  board,  the  entire  staff 
being  willing  to  extend  itself  with  a very  modest 
request  for  funds  to  meet  the  most  flagrant  and 
obvious  deficiencies.  This  sum  was  much  less 
than  what  was  being  allotted  to  The  Mount  Sinai 
Hospital  as  the  affiliating  institution.  Instead, 
Dr.  Trussel  arbitrarily  abolished  the  medical 
board  of  the  City  Hospital  at  Elmhurst  (the  op- 
portune potential  experimental  unit  for  evaluation 
and  comparison  with  hospitals  in  the  affiliated 
programs).  This  abolishing  of  the  Board  was 
without  proper  due  process  and  Dr.  Trussed  pro- 
ceeded to  affiliate  the  City  Hospital  at  Elmhurst 
with  The  Mount  Sinai  Hospital  with  an  initial 
budget  of  three  million  dollars;  this  has  increased 
considerably  since. 

The  idea  of  Dr.  Tuckman  was  to  salvage  and 
use  the  voluntary  staff  who  were  anxious  and  will- 
ing to  continue  working  without  pay,  and  to 
create  only  a few  key  full-time  positions  in  several 
of  the  specialties,  much  as  had  already  evolved 
quite  successfully  spontaneously  in  many  of  the 
larger  voluntary  hospitals.  Two  other  corollary 
suggestions  were  made:  (1)  Open  the  City  Hospi- 
tal beds  to  staff  members  for  their  private  pa- 
tients. This  would  most  certainly  assure  contin- 
ued avid  interest  on  the  part  of  the  staff  in  partic- 
ipating in  all  activities  of  the  institution.  This 
also  would  be  a means  of  continuing  medical  edu- 
cation for  the  local  physician  in  the  community. 
(2)  Have  another  type  of  control  by  having  a mu- 
nicipal hospital  run  as  a group  practice  unit,  by 
paying  per  capita  for  a group  of  patients,  such  as 
in  H.I.P.,  or  by  means  of  some  other  service  or  in- 
demnity insurance  plan.  One  thing  is  certain, 
any  of  these  controls  would  have  been  cheaper, 
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much  cheaper,  in  the  long  run  and  medical  care 
could  only  have  been  much  better. 

The  original  Task  Force,  created  by  the  Mayor 
to  meet  the  emergency  created  by  years  of  neglect, 
and  Dr.  Trussed,  showed  no  interest  in  either  of 
these  controls  on  cost  and  performance  of  the  af- 
filiation program.  The  affiliation  program  pro- 
ceeded then  without  any  controls  of  any  kind  and 
soon  expanded  in  quite  an  unlimited  manner. 
This  explosive  increase  in  cost  to  the  City  prom- 
ises to  continue  without  limit,  this,  despite  the 
bonanza  of  Medicaid  and  Medicare.  These  pro- 
grams gave  fees,  often  exhorbitant  fees  at  that,  to 
yield  large  sums  as  income  to  the  Health  and  Hos- 
pital Corporation.  No  such  income  was  ever 
available  to  the  old  defunct  Department  of  Hospi- 
tals. 

Now,  despite  the  many,  many  millions  of  tax 
dollars,  in  addition  to  the  monies  from  Medicare 
and  Medicaid  now  available  to  the  Health  and 
Hospital  Corporation,  all  never  received  by  the 
old  Department  of  Hospitals,  and  the  promised 
alleged  benefits  of  the  extensive  affiliation  pro- 
gram, there  is  no  evidence  of  improvement  of 
medical  care  in  our  municipal  hospitals.  The  Ad- 
visory Council  has  published  several  very  critical 
reports.  Despite  the  new  administrative  setup 
and  the  hope  and  promise  of  decentralization,  the 
Health  and  Hospital  Corporation  is  not  yielding 
satisfactory  medical  care.  This  is  true  notwith- 
standing the  many  frequent  press  releases  to  the 
contrary  by  an  active  public  relations  staff.  The 
important  feature  is  that  the  care  of  the  patient  is 
poor  and  getting  worse. 

A recent  objective  report  by  “Design  and  Eval- 
uation,” a highly  respected  independent  group  of 
social  scientists,  of  a survey  of  impressions  by  the 
paid  full-time  chiefs  of  medicine,  pediatrics,  ob- 
stetrics-gynecology, and  radiology  of  the  New 
York  City  municipal  hospitals  in  the  Health  and 
Hospitals  Corporation,  was  almost  uniformly  neg- 
ative. It  must  be  realized  that  this  represented  a 
reversal  of  attitude  on  the  part  of  most  of  the  peo- 
ple interviewed,  for  most  of  those  physicians  were 
originally  among  the  most  vigorous  supporters  of 
the  creation  of  the  Health  and  Hospital  Corpora- 
tion. These  critics  are  employees,  and  earn  their 
livelihood  from  the  Health  and  Hospital  Corpora- 
tion, and  are,  therefore,  more  likely  to  find  more 
good  than  bad  in  its  operation  in  their  own  self  in- 
terest. 

The  conclusions  of  this  report  were  endorsed  by 
a second  follow-up  survey  after  Joseph  English, 
M.D.,  of  the  Health  and  Hospital  Corporation 
presented  a defense  to  the  serious  charges  made 
therein.  The  final  report  made  the  following 
major  points  quoted  verbatim  below,  (underlin- 
ing added;  not  in  original): 

a.  Underfinancing,  with  serious  shortages  of  person- 
nel at  all  levels,  increased  workload,  deteriorat- 


ing equipment  and  physical  plant; 

b.  Continuing  centralization  and  bureaucracy,  with 
insufficient  provision  for  local  decision-making 
and  efficiency; 

c.  Alienation  of  professional  staff  and  community 
by  failure  to  allow  their  meaningful  input  into 
major  Corporate  decision-making  processes; 

d.  Low  morale  of  employees  at  all  levels,  related  to 
above  factors. 

In  this  issue  of  the  Journal  on  page  98  will  be 
found  another  critique  of  the  Health  and  Hospital 
Corporation  by  Dennis  B.  Pointer,  Ph.D.,  and 
Ralph  A.  Milliken,  M.D.,  in  the  form  of  two  sepa- 
rate articles,  which  presents  another  analysis  and 
indicates  elements  of  noteworthy  failure. 

Why  the  continued  failure  to  attain  good  medi- 
cal care  for  the  patients  in  our  City  hospitals? 
Good  medical  care  requires  more  than  money,  for 
considerable  money  has  now  been  made  available. 
The  rigidity  of  civil  service  can  no  longer  be 
blamed.  The  deterioration  of  City  hospitals  was 
not  due  to  civil  service  in  the  first  place.  We 
must  never  forget  that  civil  service  prevents  nepo- 
tism and  favoritism  and  arbitrary  community 
control;  all  of  these  have  serious  potential  harm  to 
hospital  organization  and  patient  care.  The 
vaunted  magic  of  an  independent  corporate  enter- 
prise to  run  the  municipal  hospitals  like  a busi- 
ness has  not  been  effective.  The  alchemy  of  med- 
ical school  or  teaching  hospital  affiliation  has  not 
been  successful.  The  expenditure  of  many  mil- 
lions of  tax  dollars,  plus  the  large  amounts  of  new 
income  from  Medicaid,  Medicare,  Workmen’s 
Compensation,  and  other  insurance  carriers,  has 
not  brought  quality  medical  care  to  the  City  hos- 
pital patients.  What  is  most  distressing  is  that 
the  care  seems  to  be  getting  worse  instead  of  bet- 
ter. 

The  solution  requires  attention  to  some  old  de- 
fects that  existed  with  the  old  Department  of  Hos- 
pitals— a reorientation  of  priorities.  We  must 
make  the  care  of  and  for  the  patient  the  first  and 
highest  objective.  This  means  scientific  analysis 
and  diagnosis  of  his  illness  plus  personal  human 
interest  and  concern  for  him  as  a human  being. 
We  must  restore  his  dignity  as  a patient. 

The  “bigness”  of  the  Health  and  Hospital  Cor- 
poration, with  its  expanded  administrative  bu- 
reaucracy and  the  persistence  of  centralization  of 
authority — this  must  be  corrected.  True,  decen- 
tralization can  be  achieved  only  by  the  creation  of 
meaningful  local  authority  in  the  medical  boards 
and  in  the  lay  community  boards  of  each  hospital. 
Then  local  interest  for  the  welfare  of  their  patients 
can  replace  all  other  considerations,  and  the  high- 
est endeavor  be  directed  to  the  quality  of  medical 
patient  care.  Local  pride  can  be  a stimulus  for 
the  good  here  and  enhance  morale,  now  so  sadly 
lacking.  The  present  negative  attitude  or  vacuum 
can  be  replaced  by  a positive  challenging  interest 
to  help  the  patient.  There  must  be  a reward  for 
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the  good  worker — layman  or  physician,  nonprofes- 
sional and  professional — which  can  be  established. 
This  must  replace  present  threats  of  punishment 
for  infraction  of  bald  regulations  and  rules  to  ob- 
tain a spirit  of  genuine  concern  for  the  patient  and 
a desire  to  help.  Imposed  discipline  from  above 
will  not  work,  particularly  when  united  action  by 
organized  unions  seek  to  thwart  and  frustrate  im- 
position of  punishment,  whether  the  infringement 
of  rules  and  regulations  is  right  or  wrong  and  the 
spirit  of  helpfulness  and  regard  for  the  patient  is 


there  or  not.  Unless  there  is  input  from  the 
worker — professional  and  nonprofessional,  the 
physician  and  the  patient — this  spirit  of  genuine 
care  for  the  patient  as  well  as  care  of  the  patient 
will  not  be  achieved. 

The  care  of  the  sick  is  a labor  of  love;  comput- 
ers, centralized  controls,  and  detailed  regulations 
cannot  substitute  for  this  motivating  force. 


A.  A.  A. 
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1.  Gertler  M.  M cl  al  Geriatric*.  2S:  1 34-148  (May)  1970. 
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Scientific  Articles 


Evaluation  of 
Alpha  Methyl  Dopa 
and  Alpha  Methyl 
Dopa  Hydrazine 
with  L-Dopa 
Therapy* 


ROBERT  J.  MONES,  M.D. 

New  York  City 

Associate  Professor.  Neurology.  Mount  Sinai  School  of 
Medicine.  The  City  University  of  New  York 

This  study  evaluates  the  use  of  two  dopa  de- 
carboxylase inhibitors  in  combination  with  L- 
dopa.  Although  L-dopa  is  the  treatment  of  choice 
for  Parkinson's  disease,  the  drug  has  severe  limi- 
tations.1 Results  at  The  Mount  Sinai  Hospital 
have  shown  that  in  the  initial  L-dopa  treatment 
period,  approximately  two  thirds  of  the  patients 
started  on  the  drug  (with  adequate  anticholinergic 

"This  work  was  supported  in  part  by  a grant  from  the 
Merck.  Sharpe  and  Dohme  Research  Laboratories,  and  from 
The  National  Institutes  of  Health  Grant  RR71  to  the  Clinical 
Research  Center.  Mount  Sinai  Medical  Center. 


TABLE  I.  Status  of  243  Parkinson  patients  on  L-dopa  alone 
as  of  January,  1972* 


Status  of  Patients 

Number 

of 

Patients 

Followed  on  L-dopa 

179 

Improved  significantly 

89 

No  help 

27 

Helped  initially  but  now 

' 

progressive  disease 

63 

Lost  to  follow-up 

26 

Died 

38 

Total 

243 

* L-dopa  started  before  July,  1969;  anticholinergic  drugs  added  in 
most  cases. 


Although  L-dopa  is  the  drug  of  choice  for  the 
treatment  of  Parkinson's  disease,  side-effects  limit 
the  efficacy  of  the  drug.  This  study  evaluates  the 
use  of  two  different  decarboxylase  inhibitors  as  ad- 
juncts to  L-dopa  treatment.  Twenty-seven  of  87 
patients  on  AMD  /L-dopa,  the  combination  of 
alpha  methyl  dopa  (Aldomet)  and  L-dopa,  and  20 
of  27  patients  on  MK-486 / L-dopa,  a combination 
of  alpha  methyl  dopa  hydrazine  and  L-dopa,  had  a 
clinical  improvement  when  compared  with  their 
status  on  L-dopa  alone.  Fifteen  of  these  patients 
had  separate  trials  of  both  decarboxylase  inhibi- 
tors. The  side-effects  of  AMI)  j L-dopa  and/or 
M K-468/ L-dopa  generally  mirrored  the  side-effects 
noted  in  each  patient  when  large  amounts  of  L- 
dopa  were  taken  alone.  The  decrease  in  nausea 
and  vomiting  in  both  groups  is  probably  the  main 
basis  for  the  clinical  improvement  noted.  These 
data  suggest  that  both  drugs  cited  are  useful  as 
adjuncts  to  L-dopa  therapy.  MK-486/L-dopa  ap- 
pears to  be  a more  efficacious  decarboxylase  inhib- 
itor than  does  AMD / L-dopa. 


medication)  had  marked  improvement  in  their 
status. J-3  One-third,  however,  had  unsatisfactory 
results  because  of  side-effects  of  the  drug  or  be- 
cause their  disease  appeared  to  be  unresponsive  to 
treatment.  A recent  follow-up  study  has  revealed 
a reduction  in  the  efficacy  of  L-dopa  three  years 
later.4  Only  one  third  of  the  patients  originally 
on  L-dopa  are  now  doing  satisfactorily,  while  an- 
other one-third  who  are  still  taking  L-dopa  have 
had  progressive  disability  due  to  their  disease. 
Another  one  third  of  the  patients  have  either 
died  or  stopped  the  L-dopa  for  various  reasons 
(Table  I). 

In  an  attempt  to  improve  these  results,  110  pa- 
tients have  been  treated  with  either  AMD/L- 
dopa,  the  combination  of  AMD  (alpha  methyl 
dopa)  (Aldomet)  and  L-dopa,  or  with  MK  486/L- 
dopa,  a combination  of  alpha  methyl  dopa  hvdra- 
zinef  and  L-dopa.  The  results  of  each  individual 
patient's  response  to  L-dopa  alone  were  then  com- 
pared with  the  results  of  either  one  or  both  of 
these  combinations  of  drugs.  All  patients  in  this 
study  had  a trial  dosage  of  L-dopa  with  anticho- 
linergic medication  for  at  least  six  months  before 
changing  to  the  combination  of  a decarboxylase 
inhibitor. 

Material  and  methods 

All  patients  in  this  three-year  study  had  Par- 

t Alpha  methyl  dopa  hydrazine  (MK  486),  Merck,  Sharpe 
and  Dohme,  West  Point,  Pennsylvania. 
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TABLE  II.  Status  of  87  Parkinson  patients  on  AMD/L-dopa* 

Number  of 


Status  of  Patients  Patients 


Definite  improvement  27 

No  improvement  60 

No  clinical  changes,  no  dyskinesia  14 

Dyskinesia,  limited  effect  13 

Nausea,  vomiting,  limited  effect  10 

Mental  changes,  limited  effect  15 

Dizziness,  grogginess,  limited  effect  8 

Total  87 


* Anticholinergic  drugs  added  in  most  cases;  side-effect  of  AMD/L- 
dopa  similar  in  almost  all  cases  to  side-effect  in  each  patient  on  L-dopa 
alone. 

kinson’s  disease  and  were  seen  at  the  Mount  Sinai 
Medical  Center.  They  were  treated  with  1.5  to  7 
Gm.  of  L-dopa  per  day  for  at  least  six  months. 
Parkinson  patients  seen  during  this  period  were 
started  on  L-dopa  therapy  unless  there  were  se- 
vere cardiovascular  or  psychiatric  problems  which 
were  considered  an  absolute  contraindication. 
Patients,  whose  responses  after  six  to  twenty-four 
months  on  L-dopa  alone  were  not  satisfactory, 
were  then  tried  on  a decarboxylase  inhibitor-L- 
dopa  combination.  Many  patients  who  had  an 
initial  good  response  to  L-dopa  had  a trial  dosage 
of  the  inhibit or-L-dopa  combination  because  of 
the  progression  of  the  disease  or  because  of  an  in- 
crease in  the  side-effects  of  L-dopa.  Each  pa- 
tient's response  to  the  inhibitor-L-dopa  combina- 
tion was  then  compared  with  his  status  on  L-dopa 
before  the  switching  of  drugs.  The  efficacy  of  the 
inhibitor-L-dopa  therapy  thus  was  not  compared 
with  the  initial  L-dopa  response  one  to  three  years 
previously. 

In  the  past  two  years,  patients  were  started  on 
AMD/L-dopa  in  the  outpatient  area.  The  status 
of  each  patient  was  detailed  in  a 32-point  rating 
system  previously  described.2  These  patients 
were  taking  between  1.5  to  7 Gm.  of  L-dopa  per 
day,  were  between  the  ages  of  thirtv-five  to  eighty, 
and  included  those  in  all  stages  of  Parkinson’s  dis- 
ease except  for  end-stage  patients.5  AMD  was 
added  to  the  previous  L-dopa  regimen  in  doses  of 
125  mg.  in  the  morning,  and  then  gradually  in- 
creased to  a maximum  of  125  mg.  four  times  a 
day. 

Side-effects  such  as  dyskinesia,  nausea,  vomit- 
ing, grogginess,  and  mental  changes  limited  the 
amount  of  AMD  that  could  be  added  to  L-dopa. 
Some  patients  were  able  to  take  only  125  mg.  to 
250  mg.  per  day.  The  patients  were  seen  at 
monthly  intervals,  and  any  improvement  in  their 
status  was  personally  observed  and  rated  by  the 
author.  Severe  side-effects  such  as  grogginess, 
dizziness,  nausea,  and  vomiting,  mental  changes 
which  ended  the  AMD/L-dopa  trial,  were  at  times 
communicated  to  the  author  by  telephone.  The 
patient  s response  to  AMD/L-dopa  was  then  com- 
pared with  the  patient’s  status  on  L-dopa  alone 
before  the  start  of  the  trial.  The  patients  were 


TABLE  III.  Status  of  37  Parkinson  patients  on 
MK  486/L-dopa* 


Number  of 


Status  of  Patients  Patients 


Definite  improvement,  all  had  dyskinesia  20 

Not  improved  17 

No  clinical  change,  no  dyskinesia  7 

Severe  dyskinesia,  limited  effect  4 

Nausea,  vomiting,  limited  effect  2 

Mental  changes,  limited  effect  3 

Dizziness,  syncope,  limited  effect  1 

Total  37 


* Anticholinergic  drugs  added  in  most  cases;  side-effects  of  MKL- 
dopa  mirror  in  each  case  side-effects  seen  in  that  case  on  L-dopa  alone. 

placed  in  only  two  categories:  (1)  definite  im- 

provement from  the  AMD/L-dopa,  and  (2)  no  im- 
provement from  the  AMD/L-dopa.  The  patients 
from  the  last  category  then  were  returned  to  their 
previous  L-dopa  dosage  schedule,  and  the  trial  of 
the  inhibitor  was  ended. 

The  side-effects  listed  in  Table  II  are  those 
which  limited  the  efficacy  of  the  treatment  by 
limiting  the  amount  of  AMD  that  could  be  taken 
with  the  L-dopa.  Table  II  summarizes  the  status 
of  these  patients  as  of  December  31,  1972,  after 
three  to  twenty-one  months  of  AMD/L-dopa  ther- 
apy. In  the  27  patients  who  have  continued  on 
the  AMD/L-dopa  therapy  there  have  been  no  ab- 
normalities in  blood  testing  and  no  positive 
Coombs  test  findings  have  been  discovered. 

During  the  same  two-year  period,  37  patients 
were  started  on  MK  486/L-dopa  in  the  clinical  re- 
search center  of  The  Mount  Sinai  Hospital.  Fif- 
teen of  this  group  had  had  a previous  trial  of 
AMD/L-dopa.  Nine  of  these  15  were  improved 
but  the  results  were  not  completely  satisfactory. 
Because  of  the  random  availability  of  hospital  re- 
search beds  at  the  time,  22  other  patients  were 
tried  on  MK  486/L-dopa  without  any  previous 
trial  period  on  AMD/L-dopa. 

The  MK  486/L-dopa  trial  patients  were  admit- 
ted to  the  hospital  where  a double-blind  placebo 
study  was  done.  The  37  patients  ranged  in  age 
between  thirty-six  to  seventy-five  and  included 
patients  in  the  first  four  stages  of  Parkinson’s  dis- 
ease as  defined  by  Hoehn  and  Yahr.5  The  L-dopa 
dosage  range  before  the  trial  was  2 to  7 Gm.  of  L- 
dopa  per  day. 

In  the  hospital,  the  patients  had  a reduction  of 
L-dopa  dosage  in  a blinded  manner  to  500  mg.  per 
day  with  the  addition  of  125  mg.  of  MK  486  in  5 
divided  doses.  The  L-dopa  was  increased  gradu- 
ally until  patients  felt  a therapeutic  effect  or  until 
the  side-effects  from  the  drugs  were  noted,  which 
limited  the  amount  of  L-dopa  that  could  be  taken. 
The  dosage  level  of  L-dopa  given  with  MK  486 
ranged  between  0.75  Gm.  per  day  to  3.7  Gm.  per 
day.  The  amount  of  L-dopa  needed  by  each  indi- 
vidual patient  was,  therefore,  reduced  by  50  to  80 
per  cent.  Major  side-effects  which  limited  the  ef- 
ficacy of  the  drug  are  listed  in  Table  III.  The  pa- 
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TABLE  IV.  Results  with  15  patients  on  (1)  trial  of  L-dopa 
alone*;  (2)  trial  of  AMD/L-dopa*;  (3)  trial  of  MK  486/L-dopa* 


Status  of  Patients 

Number 

of 

Patients 

Improved  with  both  AMD  L-dopa  and 
MK  486  L-dopa  (MK  486  L-dopa 
superior  in  all  cases) 

3 

Improved  only  with  MK  486  L-dopa 

(grogginess,  dizziness  with  AMD  L-dopa) 

6 

Np  improvement  from  either  drug 

6 

Non-res  ponsive 

4 

Nausea,  vomiting 

1 

Dyskinesia 

1 

Total 

15 

* Anticholinergic  drugs  added  in  most  cases. 


tients  were  placed  into  two  groups:  those  who 

I had  definite  improvement  from  the  drug,  and 
those  who  did  not  have  a therapeutic  response. 
Frequent  blood  and  urine  testings  were  done 
during  the  hospital  trial  of  MK  486  and  during 
subsequent  outpatient  follow-up  periods  which 
lasted  from  three  to  twenty-one  months;  no  side- 
effects  have  been  noted  relating  to  the  use  of  MK 
486.  Blood  pressure  monitoring  in  the  hospital 
and  in  outpatient  visits  revealed  no  change  in 
blood  pressure.  Weekly  cardiograms  done  in  the 
hospital  showed  no  increased  incidence  of  ar- 
rhythmias. 

Biweekly  L-dopa  blood  levels  were  determined 
two  hours  after  the  morning  MK  486/L-dopa  oral 
dosage  in  an  attempt  to  correlate  the  L-dopa 
blood  levels  to  the  response  and  side-effects  noted 
in  the  patients.  After  a three-week  hospital  eval- 
uation period,  20  patients  appeared  improved  and 
were  continued  on  MK  486/L-dopa.  Seventeen 
patients  were  not  improved  and  were  returned  to 
the  L-dopa  therapy  they  had  previously  received. 

No  attempt  was  made  in  this  study  to  limit  the 
trial  of  the  inhibitors  to  certain  types  of  patients. 
The  37  patients  tried  on  the  MK  486/L-dopa  were 
comparable  in  age,  severity  of  disease,  side-effects, 
and  results  of  L-dopa  alone  to  those  tried  on  the 
AMD/L-dopa.  A detailed  matching  study,  how- 
ever. has  not  been  done.  The  records  of  15  pa- 
tients who  had  a trial  of  both  inhibitors  on  sepa- 
rate occasions  are  of  value  in  comparing  the  effi- 
cacy of  AMD  and  MK  486  as  clinical  dopa  decar- 
boxylase inhibitors  (Table  IV). 

Results 

Table  I reviews  the  status  of  Parkinson  patients 
treated  with  L-dopa  alone.  After  three  years, 
only  89  of  the  242  patients  treated  were  definitely 
improved.  Twenty-seven  never  had  a significant 
improvement,  and  63  patients  who  had  initial  im- 
provement with  L-dopa  developed  progressive  dis- 
ability from  Parkinson's  disease  despite  maximal 
doses  of  L-dopa  and  anticholinergic  drugs.4  The 
lack  of  response  in  these  patients  appears  related 
to  the  nonresponsiveness  of  the  disease  to  maxi- 


highest  l-dopa  blood  level  founo  2 hours  after 

DOSAGE  OF  MK  486/  L-DOPA  DURING  HOSPITAL  STAY 


FIGURE  1 As  detailed  in  text,  frequent  L-dopa  blood 
levels  were  determined  two  hours  after  morning  L- 
dopa/MK  486  oral  dose  Only  highest  blood  L-dopa 
levels  for  each  patient  shown,  correlated  with  clinical 
status  of  patient  at  that  time  Note  that  unresponsive 
patients,  in  spite  of  high  L-dopa  levels,  did  not  develop 
side-effects;  responsive  patients  to  L-dopa  developed 
side-effects  with  similar  L-dopa  blood  levels  No  corre- 
lation appears  possible  between  L-dopa  blood  levels 
and  status  of  each  individual  patient  taking  these  drugs 


mal  therapy  or  to  the  side-effects  of  the  drug 
which  limited  the  amount  of  the  drug  that  could 
be  taken. 

Table  II  shows  that  of  87  patients  tried  on 
AMD/L-dopa,  27  had  a definite  improvement  in 
their  status  when  125  mg.  to  500  mg.  of  AMD  was 
added  to  their  usual  dose  of  L-dopa  of  1.5  to  7 
Gm.  per  day.  In  some  patients,  a small  reduction 
of  L-dopa,  up  to  30  per  cent,  wras  possible  after 
the  AMD  was  added;  60  patients  had  no  improve- 
ment from  the  AMD.  Fourteen  of  these  had  no 
evidence  of  a clinical  response  to  a drug,  whereas, 
in  the  other  46  patients,  side-effects  listed  in 
Table  II  limited  the  effect  of  the  drugs.  The  side- 
effects  of  AMD/L-dopa  generally  mirrored  in  each 
individual  patient  the  type  of  side-effect  seen  in 
the  patient  with  L-dopa  alone.  Improvement 
with  AMD  appeared  to  be  maximal  in  those  pa- 
tients in  whom  L-dopa  caused  nausea,  vomiting, 
or  anorexia  in  the  past;  in  some  patients,  groggi- 
ness and  dizziness  appear  to  be  related  to  AMD 
itself.  No  hypotensive  episodes  occurred  in  these 
patients  on  the  dosage  noted. 

Table  III  reviews  the  results  obtained  with  37 
patients  tried  on  MK  486/L-dopa.  A definite  im- 
provement was  noted  in  20  patients,  although  all 
of  these  developed  mild-to-moderate  dyskinesia. 
Seven  patients  showed  no  clinical  response,  nor 
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EXTRACEREBRAL  BLOOD  BRAIN 

TISSUE  BRAIN 

BARRIER 


FIGURE  2 Schematic  diagram  of  actions  of  drugs 
studied  Top  line  shows  small  amount  of  L-dopa  given 
orally  crosses  BBB  (blood-brain  barrier).  Middle  line 
shows  AMD  increases  amount  of  L-dopa  crossing  BBB. 
As  AMD  crosses  BBB.  certain  central  actions  are  possi- 
ble (1)  AMD  may  inhibit  decarboxylation  within 
brain  itself,  therefore  reducing  efficacy  of  treatment,  and 
(2)  AMD  may  have  direct  action  as  false  transmitter 
on  brain  tissue  which  may  explain  some  side-effects 
seen  with  its  use.  AMD  hydrazine,  a strong  decarbox- 
ylase inhibitor,  allows  large  amount  of  L-dopa  to  cross 
BBB  AMD  hydrazine  itself  does  not  cross  BBB.  has 
no  effect  on  brain  itself. 

did  they  develop  dyskinesia,  despite  high  L-dopa 
blood  levels  two  hours  after  the  oral  dose  (Figure 
I);  they  appeared  to  have  motor  unresponsiveness 
to  L-dopa  therapy.6  Ten  other  patients  developed 
severe  side-effects  to  MK  486/L-dopa  which  limit- 
ed the  effect  of  the  drug.  These  side-effects  were 
the  identical  ones  which  were  the  limiting  factors 
in  these  patients’  previous  L-dopa  trial.  The  re- 
sults of  MK  486/L-dopa  appear  particularly  good 
in  those  patients  in  whom  nausea,  vomiting,  and 
anorexia  were  serious  limiting  factors  in  the  L- 
dopa  trial. 

Table  IV  shows  the  results  with  15  patients  who 
had  a trial  dosage  of  AMD/L-dopa  and,  later,  a 
trial  dosage  of  MK  486/L-dopa,  after  an  initial 
trial  dosage  of  L-dopa  itself.  Three  patients  im- 
proved with  both  combinations;  greater  clinical 
response  and  fewer  side-effects  were  noted  with 
MK  486/L-dopa.  Six  improved  only  with  MK 
486/L-dopa,  apparently  because  the  AMD/L- 
dopa  causes  grogginess,  dizziness,  and  anorexia  as 
side-effects  which  limited  the  treatment;  6 other 
patients  did  not  improve  with  either  drug  trial. 
In  this  small  series  of  15  patients,  MK  486  ap- 
pears to  be  the  better  decarboxylase  inhibitor  with 
fewer  side-effects  and  more  efficacy.  Side-effects 
such  as  grogginess  and  dizziness,  which  occurred 
only  with  AMD  and  may  be  related  to  the  action 
of  AMD  directly  as  it  is,  established  that  AMD 
crosses  the  blood  brain  barrier,  whereas  MK  486 
does  not.7 

Figure  1 shows  the  L-dopa  blood  levels  in  pa- 
tients on  MK  486/L-dopa  in  the  hospital  setting. 


The  highest  L-dopa  blood  level  found  in  each  in- 
dividual patient  during  the  hospital  study  is  com- 
pared with  the  patient’s  response  to  the  drug. 
Very  little  correlation  is  possible  between  the 
clinical  response  of  the  patient  or  the  development 
of  side-effects  which  the  maximal  L-dopa  blood 
levels  reached.  The  L-dopa  blood  level,  however, 
does  prove  the  presence  of  the  drug  in  the  blood 
and  evidence  of  inhibition  of  decarboxylase  en- 
zyme. High  L-dopa  blood  levels  in  those  unre- 
sponsive patients  imply  that  specific  brain  mecha- 
nisms are  responsible  for  the  unresponsive  states.6 

Spinal  fluid  HVA  (homovanillic  acid)  levels 
were  studied  in  the  patients  on  MK  486/L-dopa.8 
The  HVA  levels  were  raised  in  all  patients  in  this 
study,  including  unresponsive  patients.  Again,  no 
correlation  was  possible  between  the  level  of  HVA 
in  the  spinal  fluid  and  the  clinical  responses. 

Comments 

Wurtman9  has  shown  that  as  little  as  0.1  per 
cent  of  oral  L-dopa  enters  the  brain.  Metabolites 
of  L-dopa  such  as  dopamine,  homovanillic  acid, 
and  di-hydroxyphenylacetic  acid  (Dopac),  once 
formed,  do  not  cross  the  blood  brain  barrier,  and, 
thus,  are  metabolized  in  the  extracerebral  areas 
and  excreted  in  the  urine.  Dopa  decarboxylase 
inhibitors  would,  therefore,  make  more  L-dopa 
available  to  enter  the  brain  by  stopping  the  pri- 
mary reaction  of  L-dopa  to  dopamine  (Fig.  2). 

AMD  was  developed  as  a dopa  decarboxylase 
inhibitor  in  1954. 10,11  Since  that  time,  it  has  be- 
come a standard  drug  for  the  treatment  of  hyper- 
tension. Various  investigators  have  evaluated  its 
use  in  the  treatment  of  dyskinesia,12,13  and  trem- 
or.14,15  In  1971,  Sweet,  Lee,  and  McDowell16  re- 
ported encouraging  results  in  Parkinson  patients 
treated  with  a combination  of  AMD  and  L-dopa. 

Biochemical  investigation  of  AMD  has  shown 
that  it  is  a weak  decarboxylase  inhibitor,  com- 
pared with  the  hydrazine  derivative,  MK  486. 17 
AMD  crosses  the  blood  brain  barrier,  whereas 
MK  486  does  not  (Fig.  2).  This  fact  may  explain 
why  AMD  causes  side-effects  such  as  grogginess,  . 
dizziness,  and  sleepiness  which  do  not  develop 
with  the  use  of  MK  486. 

A second  decarboxylase  inhibitor,  seryl  trihy- 
droxybenzylhydrazine  (RO  4-4602), 17  has  been 
used  in  Parkinson  patients  in  conjunction  with 
L-dopa  with  good  results  in  Europe18, 19  and  Cana- 
da.20 

MK  486,  the  third  enzyme  inhibitor,  has  been 
reported  previously  by  other  investigators  as  an 
adjunct  to  the  treatment  of  Parkinson’s  dis- 
ease.21'24 They  all  have  shown  that  the  amount 
of  L-dopa  needed  for  the  maintenance  of  patients 
is  usually  reduced  by  50  to  80  per  cent  when  MK 
486  is  added.  A reduction  of  nausea,  vomiting, 
anorexia,  and  cardiac  arrhythmias  as  side-effects 
of  L-dopa  therapy  has  been  possible  with  the  en- 
zyme inhibitor.  It  appears  from  our  data  that 


50  New  York  State  Journal  of  Medicine  / January  1974 — Parti 


both  AMD  and  MK  486  can  affect  the  clinical 
course  of  patients  on  L-dopa  therapy,  and  we  con- 
firm that  there  are  fewer  side-effects  with  the  use 
of  either  enzyme  inhibitor.  MK  486,  however,  ap- 
pears superior  since  there  are  fewer  side-effects 
and  a greater  efficacy  of  treatment  when  com- 
pared with  AMD. 

There  are  certain  clinical  advantages  to  either 
of  these  enzyme  inhibitors:  (1)  patients  find  it 

easier  to  take  a small  number  of  pills  a day,  (2) 
clinical  improvement  occurs  because  of  decreased 
side-effects  mentioned  previously,  and  (3)  there  is 
a reduction  in  the  excretion  of  HVA  and,  there- 
fore, in  the  loss  of  body  labile  methyl  groups  when 
the  amount  of  L-dopa  taken  per  day  is  reduced. 
The  chronic  reduction  of  labile  body  methyl 
groups  may  be  a possible  cause  of  short-  or  long- 
term side-effects  of  L-dopa  therapy.  The  use  of 
enzyme  inhibitors  allows  us  to  use  less  L-dopa  for 
a similar  clinical  response. 

There  are  important  disadvantages  present  with 
the  use  of  decarboxylase  inhibitors. 

1.  Side-effects,  such  as  dyskinesia  or  mental 
changes  which  occur  with  L-dopa  alone,  recur 
when  either  inhibitor  is  added  to  a lower  L-dopa 
dosage  schedule. 

2.  Those  patients  who  are  unresponsive  to  L- 
dopa.  despite  high  L-dopa  blood  levels,  may  show 
no  improvement  when  the  inhibitors  are  added. H 

3.  The  addition  of  an  enzyme  inhibitor  does 
not  appear  to  change  the  general  prognosis  of  Par- 
kinson's disease.  Many  patients  on  L-dopa  alone 
have  shown  progressive  disabilities  after  three  or 
four  years  on  the  drug.  The  same  type  of  progres- 
sion has  been  noted  in  many  of  our  patients  who 
have  been  on  the  inhibitor-L-dopa  combination 
for  over  six  months.  This  increase  in  disability 
appears  to  be  due  to  a gradual  progression  of  the 
Parkinson's  disease  itself,  and  not  to  a change  in 
the  efficacy  of  the  inhibitor-L-dopa  combination. 

New  approaches  are  needed  to  halt  the  progres- 
sion of  Parkinson's  disease  once  it  has  started. 
Such  therapeutic  triumphs,  however,  will  proba- 
bly wait  for  an  understanding  of  the  basic  cause  of 
the  disease. 
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There  has  been  considerable  concern  recently 
regarding  the  morbidity  and  mortality  rates  of 
babies  born  to  addicted  mothers.  This  concern 
has  been  widely  reflected,  and  amplified,  in  the 
news  media,  and  has  focused  on  babies  of  patients 
in  legitimate  methadone  maintenance  programs 
no  less  than  on  the  babies  of  illicit  heroin  users. 
Most  of  the  information  which  has  been  dissemi- 
nated, however,  is  based  on  small  and  ill-defined 
groups. 

In  this  communication  we  will  describe  the  re- 

The  New  York  City  Methadone  Maintenance  Treatment 
Program  is  funded  by  the  New  York  State  Narcotic  Addiction 
Control  Commission  and  by  the  City  of  New  York. 

* Five  additional  pregnancies  ended  in  miscarriage  and  are 
not  further  discussed  in  this  study. 


suits  of  the  first  120  consecutive  complete 
pregnancies*  of  patients  in  the  NYC  MMTP  (Ne^ 
York  City  Methadone  Maintenance  Treatmen 
Program)  between  November,  1970,  and  Octobei 
1972.  Data  were  obtained  both  from  the  prograr 
staff  in  direct  interviews  with  the  mother  am 
from  the  birth  certificates  filed  with  the  City  c 
New  York  Department  of  Health. 

Program  description 

The  NYC  MMTP  began  accepting  patients  ii 
November,  1970,  and  in  the  following  two  year 
admitted  almost  12,000  patients,  of  whom  25  pe 
cent  are  female,  in  a network  of  43  component  fa 
cilities.  The  program  follows  the  general  treat 
ment  approach  developed  by  Marie  E.  Nyswan 
der,  M.D.,  and  Vincent  P.  Dole,  M.D.,  and  th< 
majority  of  patients  are  maintained  at  daib 
methadone  dosages  of  between  80  and  100  mg 
All  patients  have  access  to  a broad  range  of  med 
ical  and  nonmedical  supportive  services. 

The  NYC  MMTP,  from  its  inception,  has  giver 
priority  for  immediate  admission,  regardless  of  tht 
size  of  the  waiting  list,  to  pregnant  applicants  whc 
meet  all  eligibility  requirements:  at  least  eigh- 

teen years  of  age,  residence  in  New  York  City,  and 
a two-year  history  of  parenteral  heroin  use.  All 
patients  enter  the  program  voluntarily  and  are 
free  to  request  detoxification  and  termination  at 
any  time. 

As  is  true  of  all  patients,  there  is  no  rigid  dosage 
policy  which  applies  to  the  pregnant  patient. 
Rather,  doses  are  decided  by  the  unit  physician 
on  an  individual  basis,  after  careful  discussion 
with  the  patient.  It  is  explained  frankly  to  the 
patient  that  withdrawal  symptoms  in  the  neonate 
are  a possibility  and  that  their  occurrence  may  be 
dose-related.  When  dosages  are  adjusted  during 
pregnancy,  either  increased  or  decreased,  the  car- 
dinal rule  our  physicians  follow  is  that  the 
changes  must  be  very  gradual,  and  generally  the 
increments  or  decrements  are  no  greater  than  10 
mg.  per  week;  in  nonpregnant  patients,  10-mg. 
changes  twice  a week  during  stabilization  or  de- 
toxification are  not  unusual.  Physicians  and 


TABLE  I.  Average  birth  weight  (grams)  by  ethnicity  and  by  methadone  dosage  in  last  trimester 


Methadone  Dosage  (milligrams)  in  Last  Trimester 

Total 

(and 


Ethnicity 

Under  40 

40  to  60 

70  to  90 

100 

Over  100 

Means) 

Puerto  Rican 

Number 

0 

6 

4 

6 

4 

20 

Mean  weight 

2,875 

2,400 

2,693 

2,977 

2,746 

Black 

Number 

3 

14 

21 

13 

2 

53 

Mean  weight 

2,217 

2,741 

2,660 

2,336 

2,870 

2,585 

White 

Number 

7 

9 

10 

9 

12 

47 

Mean  weight 

2,944 

2,945 

2 , 690 

2,528 

3,064 

2,841 

Total 

Number 

10 

29 

35 

28 

18 

120 

Mean  weight 

2,726 

2,832 

2,639 

2,474 

3,023 

2,712 
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This  report  documents  the  results  of  the  first  120 
completed  pregnancies  of  patients  in  the  NYC 
MM  TP  (New  York  City  Methadone  Maintenance 
Treatment  l*rogram).  Based  on  information  pro- 
vided by  the  patient,  as  well  as  on  data  from  the 
official  health  department  birth  certificate,  find- 
ings are  presented  regarding  birth  weight,  Apgar 
score,  maternal  and  neonatal  complications,  and 
follow-up  of  mothers  and  infants  to  date.  Results 
are  analyzed  also  according  to  methadone  dosage 
of  the  mother  during  the  last  trimester  of  pregnan- 
cy. 


TABLE  II.  Complications 


Problem 

Race 

Mother’s 

Dosage 

Last 

Trimester 
* (mg.) 

Neonatal 

Hypoglycemia 

B 

80 

Acidosis;  hypocalcemia 

W 

30 

Jaundice 

W 

30 

Respiratory  disturbance;  jaundice 

B 

80 

Pneumonia 

B 

80 

Anemia;  hepatitis 

W 

100 

Rh  problem;  transfusion 

PR 

80 

Rubella  at  birth 

PR 

120 

Heart  murmur 

B 

60 

Heart  murmur 

W 

70 

Heart  murmur 

PR 

120 

Hernia 

B 

40 

Bilateral  foot  deformity 

B 

60 

Imperforate  anus 

B 

100 

Esophageal  defect 

W 

110 

Maternal 

Edema 

w 

40 

Edema 

B 

40 

Edema 

W 

50 

Edema 

PR 

120 

Edema 

W 

120 

Kidney  infection 

B 

80 

Kidney  infection 

PR 

100 

Hypertension 

B 

60 

Hypertension 

B 

80 

Toxemia 

W 

40 

Toxemia 

B 

100 

Toxemia 

B 

100 

Rheumatic  fever 

PR 

80 

Cesarean;  post-operative  infection 

B 

80 

Cesarean;  tubular  ligation 

W 

60 

Convulsions 

PR 

120 

Premature  ruptured  membranes 

B 

80 

* B = black;  W = white;  PR  = Puerto  Rican. 


other  staff  members  constantly  evaluate  the  pa- 
tient’s progress,  and  flexibility  to  modify  dosage 
levels  as  indicated  is  retained  by  the  medical  staff 
throughout. 

A prerequisite  for  continued  treatment  of  preg- 
nant patients  is  that  they  receive  prenatal  care, 
either  in  the  hospital  serving  as  a medical  backup 
facility  for  our  clinics  or  in  alternative  facilities  of 
their  own  choice.  In  either  case,  the  NYC  MMTP 
clinic  physician  assumes  the  responsibility  for  en- 
suring close  coordination  with  the  staff  of  the  ob- 
stetric service. 

Maternal  demographic  characteristics 

Of  the  first  120  patients  who  came  to  term,  39 
per  cent  were  white,  44  per  cent  black,  and  17  per 
cent  Puerto  Rican.  Forty-five  per  cent  entered 
the  program  during  or  prior  to  the  first  trimester 
of  pregnancy,  22  per  cent  during  the  second  tri- 
mester, and  33  per  cent  in  the  last  trimester. 
Twenty-four  per  cent  were  under  twenty-one 
years  of  age,  47  per  cent  ranged  from  twenty-one 
to  twenty-five,  18  per  cent  from  twenty-six  to 
thirty,  and  11  per  cent  were  thirty-one  and  over. 


For  47  per  cent  of  the  patients,  this  was  their 
first  delivery;  23  per  cent  had  had  1 previous 
baby,  and  30  per  cent  had  had  between  2 and  6 
prior  deliveries. 

Results 

Birth  weights.  In  all  cases,  the  birth  weight 
was  obtained  from  the  official  birth  certificate  on 
file  with  the  City  of  New  York  Department  of 
Health. 

Table  I shows  the  babies’  birth  weights  (in 
grams)  by  the  mothers’  ethnicity  and  by  the 
methadone  dosage  (in  milligrams)  during  the  last 
trimester  of  pregnancy.  The  most  striking  feature 
of  these  results  is  that  there  is  no  consistent  rela- 
tionship between  birth  weight  and  dosage.  In 
fact,  the  highest  average  birth  weight  in  each  eth- 
nic group  was  among  those  children  born  to  moth- 
ers receiving  the  highest  methadone  dosage,  110 
mg.  or  more  per  day.  As  is  true  of  the  population 
at  large,  white  babies  had  the  highest  average 
weight,  black  babies  the  lowest,  and  Hispanic 
neonates  were  in  the  intermediate  weight  range. 

Length  of  gestation.  Ninety-one  per  cent  of 
the  deliveries  occurred  during  the  eighth  or  ninth 
month  of  pregnancy;  there  was  no  relationship  be- 
tween the  maternal  dosage  or  the  trimester  of  ad- 
mission and  length  of  gestation. 

Apgar  score.  The  Apgar  score  (shown  on  the 
birth  certificate  for  112  babies)  did  not  vary  with 
the  mother’s  methadone  dosage.  Sixty-seven  per 
cent  of  the  neonates  at  one  minute,  and  89  per 
cent  at  five  minutes  had  a recorded  score  of  9 or 
10. 

Neonatal  withdrawal  symptoms.  None  of  the 
birth  certificates  noted  neonatal  withdrawal 
symptoms,  probably  because  the  onset  of  such 
symptoms  generally  occurs  after  the  certificate  is 
completed;  history  was  obtained  from  the  mother 
in  all  cases.  Seventy-nine  per  cent  of  all  infants 
were  reported  by  the  mothers  to  have  experienced 
withdrawal  symptoms.  Seventy  per  cent  of  the 
mothers  maintained  on  60  mg.  per  day  or  less  dur- 
ing the  last  trimester  reported  neonatal  symp- 
toms, as  opposed  to  84  per  cent  of  those  at  higher 
levels.  On  the  other  hand,  there  was  no  differ- 
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ence  in  the  frequency  of  reported  symptoms 
among  mothers  maintained  at  70  to  90  mg.,  at  100 
mg.,  or  at  110  mg.  or  higher.  Also,  the  same  pro- 
portion of  mothers  maintained  at  less  than  40  mg. 
indicated  the  presence  of  neonatal  withdrawal 
symptoms  as  did  those  maintained  at  40  to  60  mg. 

Other  neonatal  and  maternal  complications. 
Table  II  shows  all  complications  either  reported 
by  the  mother  or  noted  on  the  birth  certificate. 
There  is  no  association  with  the  methadone  dos- 
age during  the  last  trimester  of  pregnancy. 

Long-term  status  of  infants  and  mothers.  It 
is  clearly  too  early  to  comment  on  any  long-term 
status  of  the  babies  born  to  mothers  included  in 
this  study.  To  date,  however,  there  have  been  no 
developmental  abnormalities  reported.  All  babies 
are  alive  except  for  1 infant  who  died  at  the  age  of 
four  months;  in  that  case,  the  chief  medical  exam- 
iner’s office  diagnosed  the  cause  of  death  as 
sickle-cell  anemia  with  acute  sickling  crisis;  no 
secondary  or  contributing  factors  were  noted. 

The  retention  rate  of  mothers  in  the  program 
following  delivery  has  been  dramatic,  even  for  a 
modality  characterized  since  its  introduction  by 
an  extremely  low  dropout  rate.  Of  the  120 
women  who  delivered,  115  have  remained  contin- 
uously in  treatment  in  the  NYC  MMTP.  One 
voluntarily  detoxified  after  delivery  and  subse- 
quently re-entered  treatment.  Another  patient 
was  transferred  to  a methadone  maintenance  pro- 
gram outside  New  York  City,  and  one  was  the  vic- 
tim of  a homicide.  Two  patients  were  dismissed 
for  persistent  barbiturate  abuse. 

Comment 

The  results  of  pregnancy  of  a large  number  of 
patients  in  the  NYC  MMTP,  based  on  official 
birth  certificates  as  well  as  on  history  obtained 
from  the  mothers,  reveals  no  association  between 
last-trimester  methadone  dosages  and  birth 
weights  or  between  dosages  and  maternal  or  neo- 
natal complications. 

The  high  reported  incidence  of  withdrawal 
symptoms  is  somewhat  tenuous  since  it  is  based 


on  history  alone.  While  it  would  be  tempting  to 
gather  objective  data  on  both  the  frequency  and 
the  severity  of  withdrawal  symptoms  in  newborn 
infants,  it  is  unlikely  that  such  information  could 
be  obtained  without  denying  needed  treatment  to 
the  infants.  Where  safe  and  effective  treatment  is 
available,  severe  symptoms  simply  should  not 
occur.  The  type  of  treatment,  of  course,  is  criti- 
cal, and  there  is  no  reason  to  deviate  from  the 
pharmacologic  principle  which  applies  to  infants 
no  less  than  to  adults.  The  treatment  of  choice 
for  narcotics  dependence  is  the  administration  of  a 
narcotic.  Where  this  treatment  is  ineffective,  an 
alternative  etiology  of  the  symptoms  should  be 
considered,  including  the  possibility  of  nonnarco- 
tic dependence.  In  this  connection,  it  must  be 
recognized  that  mixed  drug  abuse  is  common,  and 
often  compounded  by  the  injudicious  prescribing 
of  diazepam  (Valium),  methaqualone,  and  other 
drugs  by  well-meaning  but  ill-advised  physicians. 
This  may  well  be  frequent,  especially  in  programs 
with  a policy  of  rapid  detoxification  of  pregnant 
women. 

The  extraordinary  retention  rate  of  patients 
after  delivery  makes  it  clear  that  they  are  not  sim- 
ply using  the  program  as  a convenient,  interim  ex- 
pediency until  pregnancy  is  completed. 

Summary  of  results 

No  association  is  found  between  methadone 
dosages  in  the  last  trimester  of  pregnancy  and 
birth  weight,  length  of  gestation,  Apgar  score,  or 
maternal  and  infant  complications. 

A high  incidence  of  neonatal  withdrawal  symp- 
toms is  reported  by  the  mothers,  with  no  consis- 
tent dose  relationship,  and  with  no  evidence  to 
date  of  sequelae. 

There  is  an  extraordinarily  high  retention  rate 
in  the  treatment  program  among  women  after  de- 
livery, with  over  95  per  cent  remaining  in  treat- 
ment to  date. 

377  Broadway 
New  York,  N.Y.  10013 
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The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that  s needed  to  produce  the  desired  degree  of 
sedation  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes,  yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster''  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated  : a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that  s needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs 


Butiso! 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  "hangover" 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 

1 1 d or  q.i.d.  For  hypnosis.  50  mg.  to  100  mg.  Available  as:  Tablets,  15  mg  , 30  mg.,  50  mg,.  100  mg.;  Elixir,  30  mg.  per 
5 cc  (alcohol  7%)  BUTICAPS®  [Capsules  BUTiSOL  SODIUM  (sodium  butabarbital)]  15  mg..  30  mg  , 50  mg..  100  mg 


(Me  NEIL ) 


McNeil  Laboratories.  Inc..  Fort  Washington.  Pa.  19034 


Alcohol  and  Cancer 
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Valhalla,  New  York 

Associate  Director  of  Surgery,  Grasslands  Hospital,  Associate 
Professor  of  Surgery,  New  York  Medical  College,  New  York 
City 


Many  human  tumors  are  now  known  to  be  relat- 
ed to  carcinogens,  and  there  is  a growing  aware- 
ness that  even  weakly  carcinogenic  agents  may  be 
harmful  if  contact  is  continuous  and  prolonged. 
Large  segments  of  our  society  drink  alcohol,  and 
this  has  prompted  a review  of  the  mounting  evi- 
dence linking  alcohol  and  cancer. 

Such  a simple  molecule  as  ethanol  would  seem 
to  be  a most  unlikely  carcinogen  and,  indeed, 
mice  raised  on  a regimen  of  20  per  cent  alcohol  in 
their  drinking  water  do  not  develop  tumors  even 
after  prolonged  exposure;  nor  does  this  treatment 
alter  the  growth  or  stimulate  the  spread  of  surgi- 
cally implanted  tumors.  However,  alcohol  appar- 
ently does  enhance  the  action  of  7,12-dimethyl- 
benz-(a)-anthracene  (DMBA)  in  the  production  of 
experimental  intraoral  and  cutaneous  tumors.1'3 

Experiments  such  as  these  suggest  that  ethanol 
may  act  as  a cocarcinogen  in  conjunction  with 
other  agents  to  which  we  are  exposed.  Also,  a 
number  of  substances  such  as  aromatics,  alka- 
loids, and  polycyclic  hydrocarbons  are  present  in 
the  final  beverage,  and  it  is  possible  that  a conge- 
ner may  be  responsible  for  the  increased  incidence 
of  certain  tumors  in  chronic  alcoholics.  In  addi- 
tion, the  alcoholic,  because  of  his  way  of  life,  may 
be  at  risk  from  other  potentially  carcinogenic 
stimuli  such  as  heavy  smoking  and  malnutrition. 

Unfortunately,  when  the  alcoholic  patient  does 
contract  cancer  he  often  delays  seeking  help  in  the 
early  stages  of  his  disease,  and  he  may  neglect  to 
return  for  regular  follow-up  care;  both  factors  ad- 
versely influence  the  final  outcome. 

Head  and  neck  cancer 

In  all  forms  of  head  and  neck  cancer  it  is  diffi- 
cult to  separate  the  effects  of  drinking  and  smok- 
ing. Most  heavy  drinkers  are  heavy  smokers,  and 
it  is  not  known  to  what  extent  these  two  agents 
act  separately  or  as  cocarcinogens.  Nevertheless, 
all  evidence  points  to  the  inescapable  fact  that  the 

This  work  was  supported  by  a grant  from  the  C.  D.  Smith- 
ers  Foundation. 


Excessive  consumption  of  alcohol  increases  the  risk  ( 
of  cancer  in  several  organs  and  at  present  there  is 
good  evidence  to  link  chronic  alcoholism  with  tu-  t;r 
mors  of  the  head  and  neck,  the  esophagus,  and  the 
liver.  Less  certain  is  the  relation  between  chronic  ) 
alcoholism  and  cancer  of  the  pancreas  or  the  pros- 
tate. Since  exposure  to  ethanol  alone  does  not  lead 
to  experimental  tumors,  there  is  reason  to  suspect 
that  alcohol  acts  as  a cocarcinogen  or  that  a conge-  | ca 
ner  present  in  the  final  beverage  is  carcinogenic. 
Heavy  smoking  and  malnutrition  are  both  common 
in  alcoholics  and  may  contribute  to  the  increased  j, 
incidence  of  certain  tumors.  r 

j bi 

j w 

Ci 

heavy  drinker  has  a high  risk  of  cancer  in  the  head  tl 
and  neck  region.  k 

Oropharyngeal  tumors.  The  importance  of  e 
alcohol  in  the  etiology  of  oropharyngeal  cancer  has  01 
been  widely  reported.4'6  Approximately  1 in  300  is 
heavy  drinkers  harbors  cancer  in  this  area,  and  ir 
the  incidence  is  almost  six  times  greater  than  for  a 
comparable  group  of  nondrinkers.7  Consumption  o 
of  “hard  liquor”  is  more  likely  to  cause  tumors  n 
than  is  beer  or  wine,  and  the  association  between  k 
cirrhosis  of  the  liver  and  oropharyngeal  cancer  is  n 
especially  strong.8  9 For  the  clinician,  the  high  in- 
cidence of  oropharyngeal  tumors  in  alcoholics  p 
makes  it  worthwhile  to  perform  a careful  intra-  n 
oral  examination,  including  digital  palpation,  for  s 
these  patients. 

Parotid  swelling.  Alcoholism  is  the  most  fre-  a 
quent  cause  of  asymptomatic  parotid  swelling  in  t 
the  adult,  and  occasionally  this  swelling  has  been  a 
confused  with  a neoplasm.10  The  process  is  usual-  e 
ly  bilateral  and  subsides  with  the  cessation  of  a 
drinking  and  the  resumption  of  a normal  diet.  It  s 
is  reassuring  to  know  that  excessive  alcohol  con-  p 
sumption  is  not  associated  with  parotid  cancer.11 

Laryngeal  tumors.  Laryngeal  cancer  is  also  ; 
associated  with  alcoholism  and,  as  with  orophar- 
yngeal tumors  whisky  rather  than  beer  or  wine,  is  I 
most  likely  to  produce  this  lesion.  The  tumors  c 
are  more  likely  to  be  extrinsic  than  intrinsic  in 
location  and  thus  carry  a poorer  prognosis.12  Un-  i 
fortunately,  the  early  symptoms  of  hoarseness  and 
voice  change  are  easily  overlooked  in  the  ine-  l 
briate. 

Esophagogastric  cancer 

The  esophagus  is  the  first  portion  of  the  gas-  I 
trointestinal  tract  to  be  exposed  to  ingested  alco- 
hol, and  for  some  years  a definite  association  be- 
tween esophageal  cancer  and  alcoholism  has  been 
recognized.13  For  the  United  States,  if  one  plots 
alcohol  consumption  by  state  against  the  inci- 
dence of  esophageal  cancer,  there  is  a strong  cor- 
relation with  a high  degree  of  statistical  validity.14 
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The  disease  appears  to  be  increasing  in  frequency 
in  the  United  States,  and  this  appears  to  be  espe- 
cially so  in  the  nonwhite  urban  population.1516 
As  with  head  and  neck  cancer,  smoking  is 
thought  to  be  another  causative  factor,  and  some 
workers  feel  that  the  two  agents  act  synergist  ical'- 
ly.17  But  an  early  report  prior  to  the  widespread 
use  of  cigarettes  implicates  alcohol  alone  as  an 
important  etiologic  agent.18 

The  type  of  liquor  consumed  and  the  particular 
carbohydrate  used  in  its  preparation  definitely 
seem  associated  with  the  appearance  of  esopha- 
geal tumors.  For  example,  in  France,  the  highest 
incidence  of  esophageal  cancer  is  found  in  the 
northwestern  regions  where  the  main  alcoholic 
beverage  produced  is  apple  brandy  rather  than 
wine.19  In  parts  of  eastern  and  southern  Africa, 
cancer  of  the  esophagus  is  almost  epidemic,  and 
there  is  strong  evidence  that  the  tumor  is  seen 
more  frequently  when  beer  is  produced  from  fer- 
mented maize  rather  than  from  bananas,  millet, 
or  honey.20  In  Puerto  Rico,  home-processed  rum 
is  strongly  suspected  to  be  related  to  the  very  high 
incidence  of  esophageal  cancer  in  that  country.21 

The  role  of  dimethyl  nitrosamine,  a possible 
contaminant  in  certain  alcoholic  beverages,  still  is 
not  settled.  Initially  this  substance,  which  is 
know-n  to  produce  esophageal  cancer  in  experi- 
mental animals,  was  found  in  various  samples  of 
“homebrew”  collected  in  Zambia.22  These  sam- 
ples were  examined  polarographically,  but  more 
recently  this  method  has  been  questioned  as  to  its 
specificity  for  the  determination  of  nitrosamines.23 

Knowing  that  a strong  relation  exists  between 
alcohol  and  esophageal  cancer,  one  might  expect 
to  find  a similar  carcinogenic  effect  in  the  stom- 
ach since  no  dilution  of  alcohol  takes  place  in  the 
esophagus;  there  is  some  slight  evidence  to  link 
alcohol  and  gastric  cancer.  In  one  series  there  did 
seem  to  be  an  excessive  incidence  of  alcoholism  in 
patients  with  cancer  of  the  cardiac  portion  of  the 
stomach,  and  the  unusually  large  numbers  of  male 
patients  with  cancer  of  the  cardia  would  be  con- 
sistent with  the  known  predilection  of  alcoholism 
for  males.24-25  However,  other  factors  are  un- 
doubtedly more  important  in  the  causation  of  gas- 
tric cancer  because  although  alcohol  consumption 
is  increasing,  gastric  cancer  is  decreasing. 

Hepatoma 

The  incidence  of  hepatoma  varies  markedly 
throughout  the  world,  but  when  it  does  occur  in 
Europe  or  North  America  the  patient  is  most  like- 
ly a chronic  alcoholic  with  cirrhosis  of  the  liver.26 
At  the  present  time,  alcoholism  is  the  most  com- 
mon cause  of  hepatoma  in  the  United  States.27 
The  percentage  of  hepatomas  in  patients  who 
have  alcoholic  cirrhosis  has  been  reported  to  range 
from  8 to  as  high  as  30  per  cent.27-30  Current 
therapy  which  prolongs  the  life  span  of  cirrhotic 
patients  probably  increases  the  risk  of  developing 


this  tumor.  Cirrhosis  produced  by  causes  other 
than  alcohol  appears  to  have  less  risk  of  leading  to 
cancer  than  alcohol-induced  cirrhosis.29-30 

The  majority  of  cirrhotic  patients  who  develop 
hepatoma  are  chronically  malnourished,  and  it  is 
not  clear  how  this  is  related  to  the  tumor  forma- 
tion. In  many  parts  of  the  world,  hepatoma  is 
common,  but  it  appears  in  abstinent  individuals 
who  are  malnourished31;  equally  unclear  is  the  role 
of  possible  contaminants  in  the  alcoholic  bever- 
age. Whatever  the  reason,  heavy  drinking  un- 
questionably increases  the  risk  of  developing  ma- 
lignant hepatoma. 

When  hepatomas  arise  they  are  nearly  always 
hepatocellular  in  type  rather  than  being  cholan- 
giocarcinomas.  Males  are  afflicted  more  often 
than  females,  probably  reflecting  the  increased  in- 
cidence of  cirrhosis  in  males.  The  onset  of  this 
tumor  is  insidious,  and  there  is  no  simple  symp- 
tom, sign,  or  test  which  occurs  with  sufficient  reg- 
ularity to  be  truly  diagnostic.  However,  the  com- 
bination of  weakness,  jaundice,  ascites,  and  en- 
larging liver  in  a patient  with  an  elevated  alkaline 
phosphatase  often  signifies  hepatoma. 

Aids  to  diagnosis.  Liver  biopsy  and  liver  scans 
are  most  helpful  in  diagnosing  this  elusive  disease. 
Alpha  fetoprotein  levels  are  elevated  in  about  one- 
half  the  patients  with  hepatoma,  and  if  this  find- 
ing is  present  the  patient  almost  certainly  has  a 
hepatoma.32  Carcinoma  embryonic  antigen  has 
been  reported  to  be  elevated  with  this  disorder, 
but  it  is  also  elevated  with  severe  alcoholic  liver 
disease  and  pancreatitis.33  Other  tests  have  been 
suggested,  but  they  are  much  less  specific.34-37 

Cirrhosis  and  benign  tumors.  In  addition  to 
the  rather  common  association  between  cirrhosis 
and  hepatoma,  there  is  a less  well-known  relation- 
ship between  cirrhosis  and  a benign  tumor:  nod- 
ular symmetrical  lipomatosis.  This  rare  syn- 
drome consists  of  diffuse,  nonencapsulated  lipom- 
atosis with  most  of  the  tumors  distributed  in  the 
trunk  and  cervical  regions.  The  majority  of  these 
patients  have  been  cirrhotic.38-39 

Metastasis  to  cirrhotic  liver.  A commonly 
held  clinical  belief  is  that  metastatic  tumors  sel- 
dom involve  the  cirrhotic  liver;  this  idea  may  have 
derived  from  early  studies  of  cirrhotic  patients 
with  head  and  neck  cancer.  This  form  of  cancer 
rarely  spreads  to  the  liver,  but  it  is  erroneous  to 
extrapolate  this  observation  to  other  tumors. 
Goldstein,  Frable,  and  Sherlock40  found  an  al- 
most identical  incidence  of  secondary  liver  cancer 
in  patients  with  and  without  portal  hypertension. 

The  pancreas 

The  pancreas  is  second  only  to  the  liver  in  its 
vulnerability  to  alcohol.  Acute  and  chronic  pan- 
creatitis correlate  well  with  alcoholism,  but  is 
there  a link  between  alcoholism  and/or  chronic 
pancreatitis  and  pancreatic  cancer?  Many  pa- 
tients who  die  from  pancreatic  cancer  do  show  ev- 
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idence  of  pancreatitis,  but  this  probably  reflects 
obstructive  changes  brought  about  by  the  neo- 
plasm.41 

Burch  and  Ansari42  found  a significantly  greater 
incidence  of  alcoholism  in  a group  of  patients  who 
died  with  pancreatic  cancer  than  in  a comparable 
control  group  dying  from  other  causes.  However, 
the  entire  subject  deserves  to  be  studied  in  a pro- 
spective fashion,  and  as  yet  this  has  not  been 
done. 

Some  additional  information  is  available  which 
hints  at  a relationship  between  alcoholism  and 
pancreatic  cancer.  Krain43  plotted  yearly  mortal- 
ity rates  for  pancreatic  cancer  victims  in  the  Unit- 
ed States  and  noted  a significant  increase  in  the 
slope  of  the  mortality  rate  curve  beginning  in 
1932,  the  year  in  which  prohibition  was  repealed. 
One  explanation  for  this  finding  could  be  that  in- 
creased consumption  of  alcohol  following  the  re- 
peal of  prohibition  has  led  to  the  observed  in- 
crease in  deaths  from  cancer  of  the  pancreas. 
Furthermore,  the  preponderance  of  male  patients 
with  pancreatic  carcinoma  correlates  well  with  the 
known  greater  incidence  of  alcoholism  in  males.44 

At  present,  we  are  unable  to  conclude  with  cer- 
tainty that  alcohol-induced  pancreatitis  leads  to 
pancreatic  cancer.  But  when  patients  with  long- 
standing chronic  pancreatitis  do  develop  pancre- 
atic cancer,  the  diagnosis  can  be  most  elusive  be- 
cause of  the  similarity  of  symptoms.45-46  Nor  has 
the  recently  noted  elevation  of  carcinoembryonic 
antigen  in  patients  with  pancreatic  cancer  clari- 
fied the  problem,  since  more  than  half  the  pa- 
tients with  chronic  pancreatitis  also  had  elevated 
assays.47  Even  findings  such  as  pseudocysts  and 
calcification,  which  usually  signify  benign  pancre- 
atic disease,  have  been  reported  in  patients  with 
pancreatic  malignant  conditions.48-50 

Miscellaneous  associations 

Cancer  of  prostate.  There  is  some  evidence 
that  alcoholism  is  related  to  cancer  of  the  pros- 
tate. Sundby28  studied  a large  group  of  Norwe- 
gian alcoholics  and  noted  a significant  increase  in 
deaths  from  this  form  of  cancer.  Two  additional 
studies  also  showed  a relationship  between  alco- 
holism and  prostatic  cancer51-52;  on  the  other 
hand,  neither  Wynder,  Mabuchi,  and  Whitmore53 
nor  Schoonees,  et  at . 54  discerned  any  connection 
between  alcoholism  and  cancer  of  the  prostate. 
Because  of  the  relatively  low  incidence  of  this 
tumor  in  alcoholics,  meaningful  data  can  come 
only  from  studying  very  large  groups  of  patients. 
Again,  the  fact  that  most  alcoholics  smoke  heavi- 
ly makes  it  difficult  to  draw  conclusions  since 
smoking  is  known  to  predispose  to  cancer  of  the 
genitourinary  tract. 

Alcohol  intolerance.  Occasionally  a patient 
with  a neoplasm  develops  intense  pain  after 
drinking  only  a small  amount  of  alcohol.  The 
syndrome  is  most  common  in  patients  with  Hodg- 


kin’s disease  or  other  lymphomas,  but  it  can  occur 
in  association  with  a variety  of  tumors.55-56  1 
Women  are  afflicted  more  often  than  men,  and 
the  site  of  pain  frequently  coincides  with  an  area 
of  tumor  growth.  The  explanation  is  unclear,  but 
the  tumor  may  be  caused  by  alcohol-induced  va- 
sodilatation. The  identical  syndrome  recently  has 
been  reported  in  patients  with  advanced  Hodg- 
kin’s disease  when  they  smoked  marihuana.57 

Division  of  Surgery 
Grasslands  Hospital 
Valhalla,  N.Y.  10595 
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Effect  of 
Fiberoptic 


The  arterial  blood-gas  changes  were  monitored  in 
14  patients  undergoing  fiberoptic  bronchoscopy. 
Unexpectedly,  the  arterial  oxygen  tension  was 
routinely  observed  to  fall  when  the  bronchoscope 
was  at  the  level  of  the  carina  and  occluding  the 
airway  to  a pneumonic  lobe.  Mechanisms  for  the 
fall  in  arterial  oxygenation  are  discussed,  and  it  is 
concluded  that  oxygen  therapy  should  be  adminis- 
tered routinely  during  fiberoptic  bronchoscopy. 
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The  use  of  bronchoscopy  as  a diagnostic  tool  has 
increased  recently  as  a result  of  the  introduction 
of  the  fiberoptic  bronchoscope.1-3  This  instru- 
ment allows  bronchoscopy  to  be  performed  in  an 
examining  room  or  at  the  bedside  with  a minimal 
amount  of  accessory  equipment  or  personnel. 
Also,  because  of  its  flexibility  and  size,  it  enables 
direct  visualization,  sampling,  and  biopsy  from 
segmental  and  subsegmental  bronchi  heretofore 


inaccessible  to  the  rigid  bronchoscope.  Tech- 
niques and  adapters  have  been  introduced  allow- 
ing continued  respiratory  and  oxygen  therapy  dur- 
ing examination  and,  at  the  same  time,  extending 
the  use  of  this  procedure  to  a group  of  patients 
who  might  otherwise  not  be  able  to  benefit  from 
its  therapeutic  as  well  as  diagnostic  capabili- 
ties.4-7 There  have  been  no  reports  on  the  effect 
of  fiberoptic  bronchoscopy  on  arterial  oxygen- 
ation, and,  since  the  procedure  is  usually  per- 
formed on  patients  with  impaired  gas  exchange 
while  inspiring  room  air,  the  potential  danger  of 
induced  arterial  hypoxemia  was  studied. 

Materials  and  methods 

The  instrument  (Olympus  Model  FB  bronchofi- 
berscope)  was  inserted  via  the  nose  thirty  minutes 
following  premedication  with  0.4  mg.  atropine,  50 
mg.  pentobarbital  sodium,  and  75  mg.  meperidine 
(Demerol)  intramuscularly.  The  upper  and  lower 
airways  were  anesthetized  in  the  usual  manner 
with  2 per  cent  lidocaine.5  Arterial  blood  samples 
were  obtained  from  an  indwelling  cannula  in  the 
right  brachial  artery  of  14  consecutive  patients, 
undergoing  fiberoptic  bronchoscopy.  Samples 
were  obtained  prior  to  the  insertion  of  the  bron- 
choscope and  at  appropriate  intervals  thereafter, 
during  the  examination,  immediately  afterwards, 
and  three  hours  after  the  completion  of  the  proce- 
dure. In  5 patients,  whose  level  of  arterial  oxy- 


TABLE  I.  Arterial  blood  gases  (mm.  Hg)  during  fiberoptic  bronchoscopy 

Control > - Carina > - — Postexamination — ■. 

Carbon  Carbon  Carbon 


Case 

Diagnosis 

Oxygen 

Tension 

Dioxide 

Tension 

Oxygen 

Tension 

Dioxide 

Tension 

Oxygen 

Tension 

Dioxide 

Tension 

1 

Asthma 

64 

37 

55 

34 

54 

34 

2 

Asthma 

80 

35 

69 

34 

77 

34 

3 

Pneumonia 

62 

34 

50 

36 

64 

35 

4 

Pneumonia 

53 

53 

36 

46 

51 

57 

5 

Sarcoidosis 

78 

34 

61 

33 

59 

38 

6 

Carcinoma 

78 

24 

69 

29 

70 

33 

7 

Pneumonia 

62 

36 

60 

36 

55 

36 

8 

Hemoptysis 

86 

40 

69 

38 

74 

39 

9 

Pneumonia 

78 

34 

64 

33 

73 

35 

10 

Empyema 

69 

30 

60 

33 

72 

30 

11 

Pneumonia 

72 

26 

67 

25 

71 

28 

12 

Pneumonia 

96 

37 

85 

34 

87 

24 

13 

Pneumonia 

80 

36 

59 

37 

75 

39 

14 

Carcinoma 

68 

30 

55 

37 

69 

31 
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genation  remained  depressed  at  this  time,  addi- 
tional samples  were  obtained  at  six,  eight,  and 
twenty-four  hours.  Blood-gas  tensions  and  pH 
were  immediately  determined  on  all  blood  sam- 
ples by  electrode  (IL  pH/Gas  Analyzer,  Model 
113). 

Results 

The  results  of  the  blood-gas  measurements  on 
arterial  samples  obtained  immediately  prior  to  in- 
sertion of  the  bronchoscope,  when  the  broncho- 
scope was  at  the  level  of  the  carina,  and  immedi- 
ately after  the  completion  of  the  examination  and 
withdrawal  of  the  bronchoscope  are  shown  in 
Table  I.  These  show  that  each  patient  had  a de- 
crease in  arterial  oxygenation  as  reflected  by  a fall 
in  the  arterial  oxygen  tension.  The  arterial  car- 
bon dioxide-tension  values  did  not  show  any  con- 
sistent change  and  confirmed  the  maintenance  of 
an  adequate  level  of  ventilation  during  the  proce- 
dure. The  only  changes  in  pH  were  those  predict- 
able from  the  observed  changes  in  carbon  dioxide 
tension. 

Almost  all  of  the  patients  showed  recovery  of 
the  arterial  oxygen  tension  to  control  levels  imme- 
diately after  removal  of  the  bronchoscope.  Blood- 
gas  values  monitored  during  the  procedure  simi- 
larly showed  rapid  recovery  after  passing  the  cari- 
na in  many  patients.  Two  patients  (Cases  5 and 
12)  did  not  show  recovery  until  the  twenty-four- 
hour  blood  sample,  and  one  asthmatic  (Case  1) 
continued  to  have  a depressed  oxygen  tension  at 
twenty-four  hours.  Five  patients  with  pneumonia 
had  a further  fall  in  arterial  oxygen  tension  when 
the  orifice  of  the  involved  lobe  was  entered  with 
the  bronchoscope  (Table  II).  One  of  these  pa- 
tients (Case  10)  had  an  immediate  rise  in  oxygen 
tension  after  the  suctioning  of  secretions.  Three 
patients  (Cases  7,  8,  and  12)  had  a fall  in  the  arte- 
rial oxygen  tension  during  exit  past  the  carina 
similar  to  that  seen  on  entering.  The  electrocar- 
diogram findings  of  each  patient  were  monitored 
throughout  the  procedure,  and  no  arrhythmias 
were  seen  except  for  sinus  tachycardia. 

Comment 

The  mechanism  of  the  hypoxemia  observed 
when  the  bronchoscope  is  at  the  level  of  the  carina 
is  probably  reflex  in  nature.8  Subepithelial  recep- 
tors to  mechanical  stimuli  are  concentrated  in  this 
area,  and  their  stimulation  results  in  bronchocon- 
striction  and  resultant  alteration  in  ventilation- 
perfusion  relationships.  Larger  doses  of  local  an- 
esthetic and  atropine  as  premedication  may  be 


TABLE  II.  Arterial  oxygen  pressure  (mm.  Hg)  during 
bronchoscopy  in  patients  with  pneumonia 


Case 

Main-Stem 

Bronchus 

Involved 

Lobe 

Orifice 

3 

63 

47 

7 

52 

35 

10 

60 

50 

12 

86 

58 

13 

68 

47 

able  to  further  ameliorate  this  reflex  bronchocon- 
striction.8  A decrease  in  the  peak  expiratory  flow 
rates  were  observed  when  it  was  measured  in  2 
patients  w-ith  persistent  hypoxia.  An  additional 
cause  of  hypoxia  was  observed  in  patients  with 
pneumonia  due  to  mechanical  occlusion  of  the  ori- 
fice of  the  involved  lobe  and  critical  impairment 
of  gas  flow.  In  the  absence  of  pneumonia  collat- 
eral ventilation  probably  prevents  this  mechanism 
of  hypoxia.910  Subsequent  to  these  studies,  oxy- 
gen therapy  has  been  administered  routinely  dur- 
ing fiberoptic  bronchoscopy  by  means  of  nasal 
cannulas  or  catheters.  By  this  means,  adequate 
levels  of  arterial  oxygenation  have  been  main- 
tained in  patients  during  the  entire  procedure 
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The  evaluation  of  patients  who  have  made  sui- 
cide attempts,  or  who  have  expressed  serious  sui- 
cidal ideations,  is  one  of  the  most  difficult  prob- 
lems confronting  the  psychiatrist.*  All  such  pa- 
tients obviously  are  in  distress  and  in  need  of 
help;  some  may  be  treated  as  outpatients,  while 
others  must  be  hospitalized  for  their  own  safety. 
This  report  will  attempt  to  focus  on  the  most  im- 
portant issues  relevant  to  the  decision  as  to 
whether  or  not  to  hospitalize  a suicidal  patient. 

Statistics 

It  is  useful  when  assessing  a suicidal  patient  to 
keep  in  mind  some  important  suicide  statistics. 
Successful  suicides  are  more  common  in  men 
than  in  women  and  more  common  in  older,  rather 
than  younger,  people;  the  male  suicide  rate  in  the 
United  States  rises  steadily  with  age  until  eighty- 
five,  while  the  female  rate  reaches  a peak  between 
ages  fifty-five  to  sixty-five  and  declines  thereafter. 
Suicide  rates  are  higher  for  single  people  and 
highest  for  those  who  are  widowed  or  divorced.  In 
the  United  States  the  highest  suicide  rates  are 
seen  in  people  who  come  from  the  lower  socioeco- 
nomic groups  and  in  those  of  Protestant  back- 
ground. Successful  suicides  are  statistically  more 
likely  where  there  is  a family  history  of  suicide. 
There  are  a variety  of  other  data  differentiating 
various  subgroups  in  the  United  States,  but  the 
preceding  facts  are  sufficient  to  alert  an  examiner; 
an  elderly  widower  with  suicidal  ideation  is,  per 
se,  a serious  suicidal  risk. 

Diagnosis 

The  next  factor  to  be  considered  is  the  psychi- 
atric diagnosis. 

Hendin,  H Suicide,  in  Freedman,  A.  M.,  and  Kaplan, 
H I Kd , Comprehensive  Textbook  of  Psychiatry,  Balti- 
more, The  Williams  & Wilkins  Co.,  1967,  p.  1 170. 


Endogenous  depression.  Those  patients  man- 
ifesting the  signs  and  symptoms  of  endogenous  de- 
pression, namely,  feelings  of  guilt,  worthlessness, 
helplessness  and  hopelessness,  insomnia  with  early 
morning  awakening,  anorexia,  diurnal  mood  vari- 
ation, psychomotor  retardation,  anxiety,  and  agi- 
tation are  more  serious  suicidal  risks  than  are  peo- 
ple without  such  symptoms,  particularly  if  their 
ideation  has  reached  psychotic  proportions. 

Psychosis.  Patients  with  a psychosis  of  any 
sort  are  more  likely  to  have  poor  judgment  and  to 
behave  impulsively  than  are  nonpsychotic  people, 
and  this  fact  must  be  taken  into  consideration  in 
an  evaluation.  Schizophrenic  patients  may  com- 
municate serious  suicidal  intent  in  obscure  ways, 
and  through  what  may  seem  to  be  ineffective  gest- 
ures, and  such  acts  must  be  viewed  with  more  sig- 
nificance than  in  nonschizophrenic  persons. 

Alcoholism  and  drug  abuse.  Patients  addict- 
ed to  alcohol  and  drugs  frequently  manifest  imp- 
ulsivity  and  self-destructive  behavior  as  personali- 
ty traits,  and  these  characteristics,  associated 
with  the  decrease  in  controls  when  intoxicated, 
make  them  more  serious  suicide  risks. 

Nature  of  suicide  attempt 

If  a suicide  attempt  has  occurred,  the  nature  of 
the  attempt  provides  some  valuable  clues  as  to 
the  intent  of  the  patient. 

Means.  Successful  suicides  use  violent  means 
far  more  frequently  than  do  unsuccessful  ones;  at- 
tempts by  hanging,  jumping  from  a high  place,  or 
the  use  of  firearms  are  serious  suicide  attempts. 
In  evaluating  overdoses,  obviously  the  number  of 
pills  swallowed  is  important,  but  one  must  also 
take  into  consideration  whether  every  pill  avail- 
able was  swallowed,  and  the  medical  knowledge  of 
the  patient.  Ten  aspirin  tablets  may  have  a dif- 
ferent significance  if  taken  by  a nurse,  or  by  an 
uneducated  person  who  emptied  the  bottle. 

Expectation.  Whether  or  not  the  patient  ex- 
pected to  die  is  an  important  piece  of  information. 
Since  many  patients  making  manipulative  gest- 
ures will  state  that  they  wanted  to  die,  one  must 
look  to  the  suicide  plan  and  its  communication  for 
clues  as  to  intent.  Did  the  patient  rent  a hotel 
room,  take  an  overdose,  and  lie  down  to  die,  or 
did  he  turn  on  the  gas  five  minutes  before  his  wife 
was  due  home  from  work?  Was  the  act  commun- 
icated to  another  person,  and  what  was  the  ex- 
pected response  of  that  person?  An  elucidation  of 
these  details  will  usually  clarify  the  patient’s  real 
intent. 

Nonverbal  message 

A useful  way  to  understand  suicidal  urges  and 
acts  is  to  look  at  them  as  forms  of  nonverbal  com- 
munication and  to  try  to  decipher  the  messages. 
This  not  only  helps  in  evaluating  the  seriousness 
of  suicidal  intent,  but  also  gives  information  as  to 
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what  steps  should  be  taken  to  resolve  the  crisis. 
Following  are  some  of  the  more  frequent  mes- 
sages received: 

1.  “1  want  something  from  somebody.”  This 
is  probably  the  most  frequent  message  of  all,  since 
it  represents  the  purpose  of  the  manipulative  ges- 
ture. An  important  part  of  the  assessment  in 
such  a circumstance  is  the  evaluation  of  whether 
or  not  the  message  has  gotten  through  and  what 
the  response  will  be.  For  example,  if  a college 
freshman  has  made  a suicide  gesture,  and  the 
message  is,  “I  cannot  continue  in  school,  please 
take  me  home,”  and  his  parents  insist  that  he 
complete  the  year,  the  next  suicide  attempt  may 
be  a serious  one.  Therefore,  the  decision  as  to 
whether  or  not  to  hospitalize  a patient  who  has 
made  a gesture  should  be  made  only  after  the  rel- 
evant, involved  persons  have  been  brought  onto 
the  scene,  and  their  response  to  the  patient,  and 
his  to  them,  observed  and  evaluated.  This  can  be 
accomplished  best  by  sitting  everyone  down  in  one 
room  and  “having  it  out.” 

2.  “I  feel  hopeless,  nobody  or  nothing  can  help 
me.”  Such  patients  usually  have  personalities 
oriented  towards  independence  and  self-reliance; 
when  they  have  failed,  they  are  unable  to  accept 
help  from  anyone  else.  This  message  calls  for  im- 
mediate hospitalization. 

3.  “I  feel  helpless;  there  is  nobody  to  help 
me.”  Such  patients  may  feel  suicidal  when  they 
feel  abandoned,  but  because  they  are  oriented 
toward  seeking  (and  sometimes  clinging  to)  rela- 
tionships with  other  people,  they  usually  will  not 
require  hospitalization  if  rapport  has  been  estab- 
lished and  if  follow-up  treatment  is  available. 

4.  “I  feel  terribly  guilty  (or  ashamed,  or 
trapped).”  These  messages  require  further  eluci- 
dation, although  the  majority  of  these  patients 
will  probably  require  hospitalization. 

5.  “I  am  a failure.”  Some  of  these  patients 
fall  into  the  category  of  endogenous  depression, 
and  may  feel  worthless  to  a delusional  degree,  but 
many  others  are  people  who,  for  one  or  another 
reason,  have  been  unable  to  live  up  to  their  expec- 
tations for  themselves.  These  people  may  be 
among  the  most  determined  of  all  suicidal  pa- 
tients. 

6.  “I  would  be  willing  to  die  in  order  to  get 
even  with  him.  This  clear-cut  example  of 


This  report  focuses  on  issues  relevant  to  the  deci- 
sion as  to  whether  or  not  to  hospitalize  a suicidal 
patient.  These  decisions  are  influenced  by  suicide 
statistics,  diagnostic  categories,  the  nature  of  the 
suicide  attempt,  the  nonverbal  message  contained 
in  the  suicidal  wish,  and  the  attitudes  of  the  pa- 
tient toward  life  and  death.  An  attempt  is  made 
to  pinpoint  those  patients  who  represent  the  most 
serious  suicide  risks. 


aggression  turned  against  the  self  can  be  especial- 
ly hard  to  deal  with,  and  some  judgment  must  be 
made  as  to  whether  or  not  the  suicidal  gesture  has 
sufficed  as  an  expression  of  revenge. 

Attitudes  toward  life  and  death 

Exploring  the  patient’s  attitudes  toward  life 
and  death  gives  further  insight  into  his  suicide  po- 
tential. Some  patients  view  death  as  a positive 
experience,  with  fantasies  of  rebirth,  or  reunifica- 
tion with  a lost  object.  Others  may  see  their  lives 
as  being  over,  the  future  barren.  A useful  ques- 
tion is,  “What  is  preventing  you  from  committing 
suicide?”  The  answer,  “I  don’t  have  the  courage 
to  kill  myself,”  is  not  a hopeful  one;  at  the  point 
of  sucide  it  takes  more  courage  to  live  than  to  die. 
The  best  answers  to  this  question  relate  to  losing 
loved  ones,  for  example,  “I  could  never  leave  my 
children  like  that.”  Another  important  issue  to 
explore  is  the  patient’s  fantasy  about  how  he 
would  commit  suicide,  and  whether  he  has  made 
preparations  for  it.  Those  who  fantasy  violent 
deaths,  or  those  who  have  prepared  a suicidal 
pathway,  are  obviously  more  serious  risks. 

Final  thoughts 

A suicidal  patient  should  never  be  sent  home 
unless  the  examiner  feels  he  understands  what  is 
going  on  (that  is,  what  the  message  is),  and  some 
alteration  in  that  situation  has  occurred.  When 
in  doubt,  admit  to  the  hospital  since  it  is  always 
better  to  err  on  the  side  of  safety. 
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The  chronic  schizophreniac  is  an  individual 
who,  over  a long  period  of  time,  manifests,  some- 
times intermittently  but  often  continuously,  some 
or  all  of  the  following  well-known  symptoms:  an 

affect  disturbance,  autism,  disordered  thought 
processes,  hallucinations,  delusions,  and  a nonspe- 
cific bizarreness  in  many  areas  of  his  life,  particu- 
larly in  interpersonal  relationships.  Severe  de- 
pendency problems  which  have  their  roots  in  the 
earliest  months  and  years  of  life  are  rarely  absent 
from  the  schizophreniac’s  symptomatology.  The 
failure  to  appreciate  this  ubiquitous  symptom  and 
the  consequences  of  this  failure  are  the  subjects  of 
this  report. 

The  treatment  of  the  schizophrenic  syndrome 
depends  on  many  factors  which  include  the  severi- 
ty of  its  manifestations,  the  attitude  of  the  schizo- 
phreniac and  his  family  toward  the  illness,  the  fi- 
nancial resources  of  the  family,  and  the  treatment 
modalities  currently  available.  In  the  past  few 
years  there  has  been  a change  in  the  approach  to 
the  severely  ill  chronic  schizophrenic  patient 
which  will  ultimately  affect  hundreds  of  thou- 
sands of  patients  in  the  United  States  alone. 
This  change  may  also,  in  time,  affect  the  medical 
profession’s  attitudes  and  those  of  society  in  gen- 
eral toward  severe  psychiatric  illnesses  but  not 
necessarily  in  beneficial  ways. 

Whereas  previously  many  chronic  schizophrenic 
patients  remained  for  long  periods  of  time,  often 
almost  entire  lifetimes,  in  state  hospitals,  a com- 
bination of  circumstances  have  rendered  this  form 
of  custodial  care  unfashionable.  In  the  country  as 
a whole  there  was  a 31  per  cent  decrease  in  resi- 


dent schizophrenic  patients  between  1962  and 
1969,  the  latest  year  for  which  data  are  available.1 
The  use  of  phenothiazine  medication,  community 
psychiatry  programs,  the  success  of  open-door 
policies  in  mental  hospitals,  and  state  budgetary 
considerations  (it  costs  an  enormous  amount  of 
money  to  operate  a state  hospital  system)  are 
some  of  the  factors  responsible  for  this  decrease. 
There  are  advantages  to  our  new  approaches  of 
treating  patients  outside  of  hospitals.  As  a more 
obvious  example,  what  purpose  is  served  by  keep- 
ing a patient  who  believes  he  is  the  son  of  God  in 
a back  ward  for  the  remainder  of  his  life  mainly 
because  of  this  belief.  None,  of  course,  when  the 
problem  is  presented  in  this  manner.  This  pa- 
tient’s grandiose  delusion  that  he  is  the  son  of 
God  is  a compensation  for  feelings  that  he  is  a 
very  dependent  person  with  many  unsatisfied 
needs;  he  knows  unconsciously  that-,  rather  than 
being  the  son  of  God  who  can  minister  to  the 
human  race,  he  is  like  an  infant  who  cannot  take 
care  of  himself  without  a great  deal  of  help. 
When  considered  from  this  aspect,  the  patient 
may  still  not  need  the  state  hospital  even  though 
he  is  obviously  psychotic,  but  he  does  need  special 
treatment  after  discharge  from  the  hospital. 

This  type  of  patient  rarely  recognizes  that  he 
has  a mental  illness.  As  Zilboorg,2  in  his  classical 
History  of  Medical  Psychology,  explains,  the  lack 
of  awareness  by  the  mentally  sick  person  that 
something  ailed  him  was  an  important  factor,  al- 
though not  the  only  one,  from  the  earliest  times, 
in  the  way  societies  and  their  medical  men  sepa- 
rated physical  and  mental  illnesses.  The  mental- 
ly ill  person,  unlike  the  physically  ill,  has  not  de- 
manded better  treatment  because  he  has  not  felt 
he  needed  any  treatment.  It  is  this  demand,  ac- 
cording to  Zilboorg,2  that  has  accounted  for  much 
of  the  progress  made  in  medical  care. 

Our  new  methods  and  directions  of  treatment, 
to  a great  extent,  also  follow  this  separation. 
Physicians  are  not  considered  essential  to  many 
mental  health  treatment  programs;  perhaps  they 
are  not.  Also,  hospitals  are  no  longer  considered 
necessary  for  most  patients  who,  only  a generation 
ago,  would  never  have  been  considered  well 
enough  to  be  discharged.  In  a different  area 
many  psychiatric  residents  today  feel  that  they 
have  to  make  a choice  early  in  their  training,  or 
before  their  specialty  training  even  begins,  be- 
tween treating  the  ills  of  the  individual  and  those 
of  society.3  And  it  is  now  popular  to  question  the 
existence  of  mental  diseases,  including  schizo- 
phrenia. 

In  the  absence  of  adequate  community  pro- 
grams as  substitutes  for  hospitalization  and  in  the 
absence  of  knowledge  of  what  kinds  of  programs 
are  needed  there  is  a tendency  to  minimize  the 
need  of  chronic  schizophrenic  patients  for  special 
care.  This  is  a more  subtle  form  of  the  previously 
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Changing  patterns  in  the  care  of  chronic  schizo- 
phrenic patients,  with  emphasis  on  treating  them 
outside  of  hospitals,  have  caused  an  increasing  in- 
tolerance by  psychiatric  staffs  to  the  dependency 
problems  associated  with  this  disease.  Changes  on 
training  wards  for  psychiatric  residents  that  de- 
emphasize  individual  patient  contact  have  added 
to  this  attitude.  One  attempt  to  reverse  this  trend 
is  discussed. 


mentioned  separation.  This  most  serious  form  of 
mental  illnesses  is  felt  to  need  only  minimal  treat- 
ment. Analogous  situations  for  physical  illnesses 
are  not  easy  to  find.  The  principle  of  minimal 
treatment  is  seen  most  clearly  in  the  rapid  dis- 
charges of  patients  from  mental  hospitals  to  the 
communities  in  the  absence  of  any  but  minimal 
follow-up  plans  for  these  patients.  The  use  of  sta- 
tistics resulting  from  these  rapid  discharges,  that 
is,  lowered  hospital  census,  are  then  used  to  sup- 
port the  idea  that  chronic  schizophrenic  patients 
are  being  treated  successfully  by  being  given  mini- 
mal treatment.  Treatment  consists  of  the  liberal 
use  of  phenothiazines  and  other  antipsychotic 
medications  to  the  inpatient  who  promptly  stops 
taking  them  after  discharge.  The  patient  then 
again  becomes  very  disturbed  and  returns  to  the 
hospital,  the  “revolving  door  syndrome.”  Pa- 
tients participating  in  this  type  of  regimen  are 
hardly  being  treated  adequately  because  the  drugs 
control  only  the  more  obvious  signs  and  symptoms 
but  do  not  relieve  the  basic  dependency  process  of 
the  schizophrenic  patient.  Since  many  of  these 
signs  and  symptoms  are  defenses  against  depen- 
dency needs,  like  the  paranoid  delusion  of  the 
man  cited  previously,  the  drugs  reduce  the  de- 
fense without  doing  anything  about  what  is  being 
defended  against.  The  relation  of  this  psychody- 
namic issue  to  the  patient’s  refusal  to  take  medi- 
cation has  to  be  explored  further. 

Another  and  more  familiar  factor  in  the  refusal 
to  take  medication  is  the  previously  mentioned 
tendency  of  schizophrenic  patients  to  deny  their 
illness,  a tendency  fostered  by  the  hospital’s  inad- 
vertent use  of  contradictory  messages  when  dis- 
charging patients  who  have  a tendency  to  think 
along  illogical  lines.  Discharge  from  the  hospital 
lends  the  physician’s  authority  to  what  the  pa- 
tient already  believes,  that  he  is  not  sick.  Why 
then,  if  he  is  not  ill,  should  the  physician  insist 
that  he  continue  to  take  his  medication?  His  in- 
sistence, of  course,  makes  little  sense  to  many  pa- 
tients, and  they  soon  discontinue  their  tranquiliz- 
er. Also,  the  schizophrenic  patient,  more  than 
any  other  psychiatric  patient,  lives  in  his  psy- 
chologic past.  He  is  most  concerned  with  trying 
to  make  the  past  fit  into  his  present  situation. 
Many  schizophrenic  patients,  but  certainly  not 
all,  show  little  concern  about  what  might  happen 
to  them  at  some  future  time.  None  of  the  numer- 
ous studies  which  show  that  psychotic  symptoms 
recur  following  the  discontinuance  of  phenothi- 
azine  medication4  have  much  meaning  for  these 
patients  except  possibly  in  a way  very  different 
from  the  meaning  they  have  for  the  prescribing 
physician.  Searles5  stated  that  the  schizophrenic 
patient  “can  accept  gratification  of  his  dependen- 
cy needs,  if  at  all,  only  if  his  needs  are  rendered 
acceptable  to  himself  by  reason  of  his  becoming 
physically  ill  or  in  a truly  desperate  emotional 


state.”  In  a paradoxic  way,  when  we  did  not 
have  drugs  to  treat  the  schizophrenic  psychosis, 
and  we  kept  patients  in  hospitals  for  many  years, 
we  were  doing  a better  job  of  treating  patients  on 
their  terms;  we  provided  for  their  dependency 
needs  without,  in  a sense,  asking  anything  of  them 
other  than  their  freedom.  In  stopping  his  medi- 
cation the  patient  often  relapses  to  that  “truly 
desperate  emotional  state”  and  is  rehospitalized. 
The  hospital  admitting  physician,  his  ward  phy- 
sician, and  the  social  worker  then  record  on  the 
patients  ever-thickening  chart  that  he  stopped 
taking  his  medication  and  relapsed.  And  because 
it  is  clear  to  everyone  that  “A,”  purposely  stop- 
ping medication,  leads  to  “B,”  rehospitalization, 
the  patient  is  labeled  hospital  dependent.  Most 
often  this  label  is  used  in  a moralistic  negative 
sense,  and  even  though  the  patient  may  not  hear 
the  term,  he  senses  staff  disapproval  of  him. 
There  are,  of  course,  other  factors  to  the  staff 
disapproval,  but  this  is  a very  significant  one  that 
affects  returning  patients  and  those  reluctant  to 
leave  the  hospital.  The  low  self-esteem  and  guilt 
which  dependency  feelings  normally  engender  are 
intensified.  While  the  hospital  staff  sees  the  rela- 
tionship between  cessation  of  medication  and  re- 
hospitalization, it  does  not  appreciate  the  largely 
unconscious  aspects  of  the  patient’s  illness  that 
might  lead  him  to  prefer  decompensation  and  re- 
hospitalization to  a phenothiazine-maintained 
semblance  of  sanity. 

Not  all  schizophrenic  patients  who  return  to  the 
hospital  do  so  after  stopping  their  medication  and 
having  a dramatic  decompensation.  Some  return 
and  pretend  to  be  more  psychotic  than  they  really 
are  to  ensure  their  admission.  Others  decompen- 
sate while  on  their  medication  and  still  others 
long  after  they  stopped  taking  it.  However,  they 
return  to  the  hospital,  whether  it  is  by  conscious 
intent  or  unconscious  design,  many  chronic 
schizophrenic  patients  seek  rehospitalization  be- 
cause the  mental  hospital,  for  all  its  faults,  and 
these  are  well  known,  provides  for  their  dependen- 
cy needs  more  adequately  than  any  place  in  the 
community  to  which  they  are  discharged.  Failure 
to  appreciate  the  intensity  of  these  dependency 
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needs  causes  resentment  of  the  returning  patients 
by  a staff  oriented  to  maintaining  the  mentally  ill 
in  the  community.  Faced  with  hostility  by  the 
community  because  they  are  former  mental  pa- 
tients and  anger  by  the  hospital  staff,  schizophre- 
nic patients  may  again  be  in  danger,  if  not  of  be- 
coming the  pariahs  they  once  were,  then  of  be- 
coming subject  to  further  discriminatory  practices 
by  the  professional  people  who  should  be  helping 
them  the  most.  One  result  of  this  could  be  a fur- 
ther widening  of  the  gap  between  medicine  and 
psychiatry,  a gap  that  many  doubt  has  ever  been 
narrowed. 

The  solution  to  the  problem  does  lie  more  in 
community -based  treatment,  of  course,  not  the 
state  hospitals.  The  latter  provide  for  patients’ 
needs,  albeit  in  a cold  and  incomplete  fashion,  but 
discourage  any  potential  they  might  have  for 
growth  and  separation  from  the  institution.  This 
similarity  between  the  hospitals  and  the  early 
home  environments  of  many  schizophrenic  pa- 
tients is  frightening.  Just  as  the  schizophrenic 
person  so  often  clings  ambivalently  to  his  mother, 
he  continually  returns  to  the  hated  hospital.  En- 
couraging emotional  growth  of  large  numbers  of 
patients  can  only  take  place  with  much  effort 
through  careful  planning  of  community  treatment 
modalities.  Community-based  programs  will  fail, 
however,  if  they  do  not  take  into  account  the 
schizophrenic  patient’s  dependency  problems. 
The  “revolving  door  syndrome”  was  largely 
caused  by  a failure  to  appreciate  this  or,  more 
cynically,  ignoring  it  to  reduce  hospital  census. 

The  use  of  the  term  hospital  dependent  in  a 
negative  way,  as  it  most  often  is  used,  with  the 
patient  caught  in  the  revolving  door,  is  dangerous. 
The  inexperienced  resident  psychiatrist,  the  one 
who  most  often  treats  him  in  the  hospital,  and 
other  ward  personnel  feel  that  the  patient  lacks 
moral  fiber,  initiative,  and  the  will  to  fight  his  ill- 
ness. Only  very  unsophisticated  ward  personnel 
and/or  frankly  authoritarian  ones  will  admit  these 
feelings,  but  they  are  not  limited  to  these  groups. 
It  is  a dangerous  trend  because  emotional  value 
judgments  lessen  our  reliance  on  the  accumulated 
psychiatric  knowledge  about  schizophrenia  and 
the  use  of  empathy  in  understanding  patients. 
Without  both,  the  design  of  community  pro- 
grams to  help  chronic  schizophrenic  patients  will 
suffer  and  so  will  the  individual  patients. 

Often  it  is  not  the  patient  who  is  “blamed”  for 
his  return  to  the  hospital  but  the  community. 
Social  factors  probably  contribute  to  rehospitali- 
zation. However,  de-emphasizing  the  importance 
of  the  psychopathology  of  schizophrenia  or  even 
that  the  syndrome  exists  to  concentrate  exclusive- 
ly on  these  factors  is  not  unlike  studying  tubercu- 
losis from  an  exclusively  social  point  of  view. 

The  individual  who  degrades  a patient  by  label- 
ing him  hospital  dependent  and  the  one  who  sees 
the  patient’s  illness  mainly  as  part  of  a larger 


community  problem  have  the  need  to  deny  the 
psychologic  reality  of  schizophrenia  in  common 
with  their  patient.  They  both,  in  doing  so,  widen 
the  gap  between  psychiatry  and  medicine  that  has 
always  limited  progress  in  the  former.  And  they 
fail  to  appreciate  the  schizophrenic  patient’s  pre- 
dicament. Searles5  wrote,  “probably  there  is  no 
greater  threat  to  the  schizophrenic  than  the  re- 
pressed knowledge  of  his  aloneness,  the  realization 
that  he,  who  yearns  so  strongly  for  oneness  with 
another  person,  not  only  possesses  the  same  inevi- 
table aloneness  which  every  human  being  has,  but 
in  addition  is  even  more  completely  cut  off  from 
his  fellow  human  beings  by  reason  of  his  isolation 
within  his  schizophrenic  illness.”  The  hospital 
physician  who  can  start  to  empathize  with  this 
state  will  not  again  easily  use  the  expression  hos- 
pital dependency  lightly.  How  can  one  expect  the 
patient  who,  for  example,  is  discharged  to  a single 
room  occupancy  welfare  hotel  not  to  return  to  the 
hospital  where  there  is,  at  least,  the  hope  that  his 
needs  can  be  met.  And  the  community  psychia- 
trist who  understands  this  terrible  state  will  be  in 
a better  position  to  design  his  preventive  pro- 
grams. 

Another  aspect  of  this  lack  of  objectivity  toward 
patients’  dependency  needs  concerns  staffs’  de- 
pendency problems.  The  intensified  needs  of  pa- 
tients often  arouse  anxieties  in  the  staff  con- 
cerning their  own  needs  which  they  then  have  to 
defend  against.  To  be  critical  instead  of  under- 
standing of  their  patients’  dependency  problems  is 
the  easiest  defense  especially  since  patients’  needs 
are  so  intense  and  so  overt. 

In  Asylums,  Goffman6  describes,  in  an  essay 
called  “The  Moral  Career  of  Mental  Patients,” 
the  many  ways  psychiatric  patients  are  subjected 
to  negative  moral  judgments  as  consequences  of 
their  being  inpatients  in  a mental  hospital.  Com- 
pared to  his  examples,  calling  a patient  hospital 
dependent  sounds  like  the  very  model  of  scientific 
objectivity.  But  it  is  not.  It  is  only  jargon,  and 
it  substitutes  a moral  judgment  for  a true  under- 
standing of  the  patient’s  needs.  It  is  another  ex- 
ample, I believe,  of  what  Goffman8  was  referring 
to. 

Resident  attitudes 

This  report  is  based  on  observations  made  on 
the  resident  training  ward  of  a large  municipal 
psychiatric  hospital,  Bellevue.  Initially  the  resi- 
dents used  the  term  hospital  dependency  because 
they  heard  the  other  ward  personnel  with  longer 
experience  on  a mental  ward  use  it.  Later,  in 
their  first-year  training,  they  seemed  to  be  using  it 
for  additional  reasons.  One  of  these  has  been 
cited  by  others.7  It  is  the  enormous  difficulty 
that  residents  first  experience  in  the  one-to-one 
encounter  with  patients.  The  use  of  this  specious 
term  helps  the  resident  avoid  understanding  that 


68  New  York  State  Journal  of  Medicine  / January  1974 — Parti 


dependency  needs,  different  in  intensity  perhaps, 
but  not  in  kind,  from  some  of  his  own  needs,  are 
as  much  a part  of  the  schizophrenic  syndrome  as 
is  a thought  disorder.  And  that  much  of  the 
schizophrenic  patient’s  illness  can  be  understood 
if  the  resident  takes  the  time  and  effort  to  under- 
stand his  patient  as  the  clinician  must,  as  either  a 
direct  manifestation  of  these  needs  or  a defense 
against  them.  If  the  resident  fails  to  begin  to  un- 
derstand this,  how  can  he  possibly  understand  the 
less  overt  but  important  dependency  conflicts  of 
the  patients  with  neurotic  and  character  disorders 
that  he  later  has  to  treat? 

When  a patient  is  called  hospital  dependent  it 
is  often  only  his  reluctance  to  leave  the  institution 
that  is  perceived  and  fought  against  by  the  staff. 
The  arrests  in  development  the  patient  has  suf- 
fered. his  early  infantile  experiences,  and  his  later 
failures  to  achieve  satisfaction  of  his  needs  are  not 
appreciated.  Most  modern  psychiatric  wards, 
with  their  emphasis  on  milieu  therapy,  group 
therapy,  and  pharmacotherapy,  provide  for  the 
resident  the  means  to  avoid  the  one-to-one  con- 
tact with  his  patients  and  the  opportunity  to  ob- 
serve their  needs  in  this  most  direct  and  dramatic 
way. 

The  other  factor  that  contributes  to  resident  at- 
titudes toward  hospital  dependency  is  the  dearth 
of  appropriate  community  facilities  for  the  chronic 
schizophrenic  patient.  Most  patients  from  the 
residency  training  ward  are  discharged  to  single 
room  occupancy  hotels  on  welfare  allowances. 
They  have  long  since  lost  their  ties  to  their  fami- 
lies; they  are.  in  addition,  unwanted  by  the  state 
hospitals.  Despite  an  increasing  number  of  ex- 
tramural activities  for  these  patients,  community 
resources  are  very  inadequate.  The  area  of  New 
York  City  the  residents’  patients  live  in  has  the 
highest  rate  of  psychiatric  hospital  readmissions 
in  the  State.  This  lack  of  resources,  coupled  with 
the  finding  that  the  sickest  patients  are  concen- 
trated in  the  central  city,8  creates,  for  the  resi- 
dents who  want  positive  results  for  their  therapeu- 
tic efforts,  a very  frustrating  situation.  The  resi- 
dents' efforts  to  keep  their  patients  out  of  the  hos- 
pital often  fail.  And  it  is  inevitable  that  they 
will,  to  a certain  extent,  blame  their  patients  for 
this  failure;  that  is,  the  patients  returned  to  the 
hospital  because  they  are  hospital  dependent. 
Because  this  statement  sounds  so  correct,  it  easi- 
ly obfuscates  the  complex  interplay  of  intrapsy- 
chic and  community  factors  involved  in  the  pa- 
tient’s return  to  the  hospital  and,  therefore,  it  is 
dangerously  misleading. 

It  has  often  been  said  that  the  hospitals  made 
the  patients  dependent;  this  was  referred  to  pre- 
viously in  the  comparison  between  mental  hospi- 
tal treatment  and  early  maternal  care  of  schizo- 
phrenic patients.  How  much  has  chronic  hospi- 
talization contributed  to  the  dependency  needs  of 
patients,  making  them  forever  more  dependent  on 


the  hospital,  is  a very  difficult  question  to  answer. 
The  following  examples  of  patients  who  were  la- 
beled hospital  dependent  by  the  psychiatric  staff, 
including  the  resident  psychiatrists,  include  1 who 
spent  many  years  in  State  hospitals  and  others 
who  have  had  only  brief  hospitalization,  not  in 
State  institutions.  What  they  all  have  in  com- 
mon is  the  diagnosis;  they  all  have  a chronic 
schizophrenic  illness.  The  symptoms  and  signs 
that  led  to  this  diagnosis  have  not  been  empha- 
sized in  these  examples,  because  of  space  consid- 
erations. 

Case  reports 

Case  1.  A sixty-year-old  man  supported  himself 
during  most  of  his  life  as  a caddy,  washing  cars,  and  in 
other  similar  jobs  in  many  parts  of  the  country.  He 
has  always  been  a moderate  to  heavy  drinker  but  has 
none  of  the  physical  disabilities  of  a chronic  alcoholic 
including  an  organic  mental  syndrome.  He  was  mar- 
ried briefly  in  his  twenties  and  has  2 daughters  whom 
he  never  sees.  In  1970  he  jumped  into  the  East  River 
in  his  only  suicide  attempt  and  was  hospitalized  for  the 
first  time.  In  the  next  two  and  one-half  years  he  had 
eight  more  hospitalizations,  always  related  to  feelings 
of  depression  and  feelings  that  he  could  not  take  care 
of  himself.  He  improved  slightly  in  the  hospital  no 
matter  what  the  treatment,  which  included  antidepres- 
sants, phenothiazines,  electric  convulsive  therapy,  and 
psychotherapy.  He  participated  in  the  postdischarge 
programs  religiously.  On  his  ninth  admission  he  asked 
to  be  sent  to  a State  hospital. 

Despite  his  very  active  participation  in  the  hospital 
postdischarge  programs  which  kept  him  occupied  five 
days  a week,  this  patient’s  schizophrenia,  perhaps  as- 
sociated with  his  advancing  years,  caused  the  depen- 
dency aspects  of  his  character  to  reach  an  intensity 
they  apparently  did  not  previously  have.  He  felt  un- 
able to  care  for  himself,  and,  despite  the  staff’s  con- 
cerns during  most  of  his  admissions  about  his  becom- 
ing hospital  dependent  and  engaging  him  in  programs 
designed  to  help  patients  function  out  of  the  hospital, 
he  kept  returning  and  finally  asked  to  be  sent  to  a 
place  where  he  hoped  he  would  be  allowed  to  remain. 

He  tried,  between  admissions  to  the  hospital,  to  live 
up  to  the  staff’s  expectations  of  him  which,  in  reality, 
were  quite  modest.  His  failure  to  do  this  without  his 
also  being  taken  care  of  by  being  fed,  housed,  and  pro- 
vided with  continual  companionship,  seemed  to  make 
him  even  more  depressed  after  each  succeeding  hospi- 
talization. 

Case  2.  A fifty-six-year-old  female  came  to  Bellevue 
by  herself  in  November,  1972,  seeking  admission.  She 
was  always  delusional  at  the  time  she  was  admitted  to 
hospitals  and  had  many  State  hospitalizations;  the  lon- 
gest was  for  seven  years.  It  terminated  in  1956  when 
phenothiazines  began  to  have  a widespread  use.  There 
were  two  previous  Bellevue  admissions  in  1972.  After 
brief  treatments  that  included  phenothiazine  medica- 
tion, the  patient  was  discharged  as  improved.  She 
rarely  took  medication  after  discharge  from  the  hospi- 
tal. 

The  patient  requested  the  November  admission  sev- 
eral days  after  being  evicted  from  a YWCA  because  she 
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was  constantly  shouting  racial  insults  at  blacks  and 
whites;  the  patient  is  black.  She  also  spent  many 
hours  a day  standing  at  attention  saluting  the  Ameri- 
can flag  at  the  post  office  across  the  street  from  the 
YWCA.  Following  her  eviction  the  patient  tried  to 
stay  at  her  sister’s  home,  but  her  brother-in-law  would 
not  allow  this.  At  the  time,  her  welfare  payments 
were  also  suspended  because  of  her  disruptive  behavior 
at  the  welfare  center. 

The  patient  pleaded  with  the  staff  to  allow  her  to  re- 
main in  the  hospital  until  after  Christmas.  She  could 
not  directly  say  that  she  was  unable  to  care  for  herself 
but  did  state  that  the  most  satisfying  period  of  her 
adult  life  was  when  she  worked  as  a housekeeper  for  a 
physician  at  one  of  the  State  hospitals. 

This  patient  was  always  intensely  furious  with  every- 
one outside  of  the  hospitals.  Hostility  in  the  schizo- 
phrenic patient  obviously  has  determinants  that  de- 
pend on  the  individual  and  his  life  experiences.  But 
the  most  important  cause  of  hostility  of  many,  if  not 
most,  patients  is  related  to  the  failure  of  another  to 
satisfy  their  needs.  It  was  probably  because  of  her 
needs  and  her  way  of  responding  to  frustration  of  them 
that  it  was  not  possible  for  this  patient  to  live  in  the 
YWCA  or  any  other  unstructured  setting. 

Case  3.  A twenty-one-year-old  female  was  admitted 
to  Bellevue  Psychiatric  Hospital  after  taking  a harm- 
less overdose  of  a proprietary  sleep  medication  fol- 
lowing an  argument  with  her  father.  Most  of  the  pre- 
vious three  and  one-half  years,  since  she  dropped  out  of 
her  first  year  of  nursing  school,  had  been  spent  in  psy- 
chiatric hospitals.  Supposedly  because  the  patient’s 
twenty-six-year-old  sister,  who  has  a severe  schizophre- 
nic disorder,  lives  with  her  parents,  and  they  feel  un- 
able to  cope  with  two  very  disturbed  offspring,  the  pa- 
tient has  not  been  allowed  to  live  at  home  very  much 
in  the  past  few  years  between  hospitalizations. 

The  parents’  other  stated  reason  for  not  wanting  the 
patient  at  home  is  their  disapproval  of  her  promiscuity. 
The  patient’s  heterosexual  relations  consist  of  her 
starting  an  affair  and  living  with  any  man  who  promis- 
es to  marry  her  even  if  she  just  met  him;  there  have 
been  many  such  promises  and  affairs.  Her  sexual  life, 
then,  is  overwhelmingly  tied  to  her  need  to  be  taken 
care  of  and  is  part  of  a vicious  cycle  because  she  be- 
comes more  promiscuous  the  more  her  family  rejects 
her  for  being  promiscuous.  Her  way  out  of  this  dilem- 
ma is  to  take  an  overdose  and  to  be  admitted  to  a psy- 
chiatric hospital.  There  have  been  at  least  three  over- 
doses since  the  first  which  occurred  three  and  one-half 
years  ago.  The  patient  shows  little  inclination  to  want 
to  leave  the  hospital.  In  fact,  her  last  admission,  be- 
cause of  an  overdose,  followed  by  one  day  her  leaving  a 
State  hospital  after  being  there  for  five  months. 

The  patient’s  dependency  on  the  hospital  is  clearly  a 
displacement  for  her  dependency  on  parents  who  favor 
an  older  sister.  Perhaps  ways  other  than  admitting  the 
patient  to  the  hospital  following  an  overdose,  (usually 
of  a tranquilizer  and,  to  date,  far  from  lethal)  could  be 
tried;  day  hospital  has  worked  for  a short  period.  But 
the  alternatives  to  hospitalization  which  the  patient 
chooses,  driven  by  the  enormous  need  to  have  her  de- 
pendency wishes  fulfilled,  leave  little  room  for  profes- 
sional intervention  on  an  outpatient  basis.  As  dis- 
charge plans  for  this  last  hospitalization  were  being 
made,  the  patient’s  resident  physician  was  trying  to 


convince  her  not  to  join  a group  of  supposed  traveling 
salesmen  whom  she  met  on  a pass  from  the  hospital 
once  and  who  had  convinced  her  to  become  their  train- 
ee in  a trip  across  the  country.  Another  alternative  to 
hospitalization  could,  of  course,  also  be  a more  danger- 
ous overdose. 

Case  4.  A thirty-seven-year-old  male,  who  has  been 
married  for  twelve  years  and  who  has  two  children, 
ages  eleven  and  nine,  has  been  employed  as  a mainte- 
nance man  in  office  buildings  and  his  work  history  has, 
until  recently,  been  good. 

In  1970,  he  had  his  first  psychiatric  hospitalization 
and  has  had  a total  of  five  so  far;  all  of  them  have  been 
at  Bellevue.  The  third  and  fifth  admissions  followed 
his  discharge  from  the  hospital  by  less  than  one  week 
after  the  second  and  fourth  admissions.  The  patient 
was  admitted  each  time  because  of  feelings  of  depres- 
sion, thoughts  of  suicide,  and  the  obsessive  thought 
that  he  might  lose  control  of  himself  and  kill  his  chil- 
dren. All  of  these  symptoms  were  very  refractory  to 
treatment.  Because  they  were  stated  in  an  affectless 
manner,  because  there  was  an  exacerbation  of  them 
following  discharge  from  the  hospital  after  the  second 
and  fourth  admissions,  and  because  the  staff  found  it 
hard  to  understand  how  such  a passive-appearing  man 
could  seriously  entertain  such  thoughts,  it  was  felt  that 
he  was  using  them  mainly  to  remain  in  the  hospital, 
that  is,  he  was  hospital  dependent.  The  resident  wrote 
in  the  last  discharge  note,  “The  patient  was  permitted 
(sic)  one  month  of  hospitalization,  during  which  little 
progress  was  made.” 

The  patient’s  dependency  problems  antedated  his 
admissions  to  the  hospital  and  were  responsible  for  the 
symptoms  that  led  to  them;  they  did  not  develop  in 
the  hospital  The  patient  unconsciously  saw  his  chil- 
dren as  competitors  for  his  spouse’s  maternal  care.  It 
was  partially  because  of  the  intense  need  for  this  care 
that  his  thoughts  of  killing  the  children  arose.  The 
hospital  provided  the  patient  with  protection  against 
carrying  out  these  obsessive  thoughts,  provided  him 
with  some  measure  of  care,  and  permitted  him  a sur- 
cease from  having  to  support  his  family,  a duty  in  di- 
rect opposition  to  his  strong  needs. 

Like  most  of  our  patients,  this  man’s  past  history 
was  extremely  traumatic.  He  is  the  oldest  man  of  8 
children  and  comes  from  Puerto  Rico.  When  he  was 
eight  years  old  his  mother  died  and  his  father  suppos- 
edly deserted  the  family,  returning  to  his  own  mother’s 
home.  Some  of  the  children  were  placed  in  foster 
homes.  The  patient  and  his  oldest  sisters  fended  for 
themselves.  Are  the  patient’s  illnesses  and  hospitali- 
zations an  identification  with  a father  whom  the  pa- 
tient remembers  as  deserting  his  family?  Does  the  ill- 
ness represent  a need  to  be  taken  care  of  after  having 
so  much  early  deprivation?  We  do  not  have  the  an- 
swers in  this  case,  but  questions  such  as  these  enable 
us  to  empathize  with  the  patient  and  to  begin  to  put 
his  problems  in  a proper  perspective.  Calling  him  hos- 
pital dependent  and  “permitting”  him  to  remain  in  the 
hospital  does  not. 

Comment 

To  understand  more  about  these  patients  and 
many  others  like  them,  we  have  taken  a step  in 
the  first-year  residency  program  at  Bellevue  that 
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has  been  called  regressive  by  some  because  it  goes 
against  the  trend  of  most  inpatient  training  ser- 
vices. A young  physician’s  optimal  development 
can  only  proceed  from  his  initial  experiences  alone 
with  his  patients,  exploring  the  latters’  symptoms 
in  terms  of  their  present  and  past  needs,  conflicts, 
strengths,  and  weaknesses.  Because  this  explora- 
tion is  difficult  emotionally,  as  well  as  technically, 
particularly  for  the  new  physician,  he  will  try  to 
avoid  it,  albeit  not  consciously;  consciously  he  is 
usually  trying  very  hard  to  become  a proficient 
physician. 

Avoidance  may  take  many  forms.  The  particu- 
lar one  this  report  focuses  on  is  the  use  of  a spe- 
cious term  by  the  resident,  hospital  dependency, 
which  sounds  informative  but  tells  little  and 
which  often  seems  to  relieve  the  person  using  the 
term  from  the  need  for  finding  out  too  much  more 
about  his  patients.  To  facilitate  his  learning  as 
much  as  he  possibly  can  from  his  individual  inter- 
views with  patients,  we  have  excluded  the  resi- 
dent from  participation  in  other  functions  which 
usually  take  place  on  a modern  psychiatric  ward 
and  which  include  group  therapy  and  various 
ward  activity  meetings.  Exclusion  of  the  resi- 
dents from  these,  which  continue  without  resident 
participation,  relieves  them  of  many  of  the  pres- 
sures of  time  that  first-year  psychiatric  residents 
inevitably  react  to  by  seeing  their  patients  less 
often.  It  was  in  establishing  one-to-one  physi- 
cian-patient experience  as  first  on  the  list  of 
priorities  and  backing  this  up  by  not  allowing  res- 
ident participation  in  other  activities  that  take 
place  on  a psychiatric  ward  that  is,  again,  in 
terms  of  modern  trends  a step  backward,  but  one 
which  we  feel  is  essential  for  proper  training  of  a 
psychiatrist.  If  the  resulting  increased  contact 
with  patients  leads  to  a decrease  in  the  use  of  in- 
accurate concepts,  such  as  hospital  dependency,  it 
may  also  prove  important  for  the  future  of  psychi- 
atry as  a true  specialty  of  medicine  where,  as  in 
other  specialties,  clinical  data  must,  of  course, 
take  precedence  over  moral  judgments. 

Summary 

There  has  always  been  a tendency,  both  within 
and  outside  the  medical  field,  to  view  psychiatric 
patients  as  morally  ill.  The  greater  this  tenden- 


cy, the  more  distant  from  the  rest  of  medicine 
does  psychiatry  become  as  a specialty  with  its 
unique  body  of  scientific  knowledge  and  its  hu- 
mane ways  of  considering  patients.  The  current 
trend  to  treat  almost  all  patients  outside  hospitals 
has  led  to  the  widespread  use  of  the  term  hospital 
dependency  by  psychiatric  staffs.  The  term  is 
used  to  describe  certain  patients,  often  schizo- 
phrenic ones,  who  are  reluctant  to  leave  the  hospi- 
tal or  who  have  frequent  readmissions.  Rather 
than  being  a medically  useful  description  of  a pa- 
tient, the  term  is  often  meant  to  imply  that  the 
patient  has  a moral  deficit. 

The  current  and  most  recent  psychiatric  resi- 
dents are  the  first  in  modern  times  who,  in  their 
initial  exposure  to  the  field  as  physicians,  are  ex- 
pected to  maintain  the  severely  disabled  chronic 
schizophrenic  patient  in  the  community  instead  of 
in  state  hospitals.  In  addition,  there  are  many 
current  trends  in  psychiatry  that  discourage  these 
same  residents  from  spending  time  with  individu- 
al patients.  These  factors  contribute  to  the  psy- 
chiatric residents’  use  of  the  term,  hospital  depen- 
dency. This  is  a practice  that  tends  to  obscure 
rather  than  clarify  the  psychodynamic  issues  that 
these  physicians  should  be  familiarizing  them- 
selves with. 

338  Westchester  Avenue 
Port  Chester,  New  York  10573 
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acute  , 
gonorrhea 


This  patient 

just  received 

an  effective,  private, 

physician-controlled 

treatment. 

It  took  just  one  short  visit. . 


‘Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


w Trobicin 

'*  'Mciinomycm 


Trobicin  — The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete,- 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin  — The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin  — Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeoe. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly1;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


Irobkin 


...and  ii  wiviii  2 gm  and  4 gm  vials 

sterile  spectinomycin  hydrochloride 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
— For  Intramuscular  Injection: 

2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent. 

4 gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 

and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa- 
tients previously  found  hypersensitive  to  spec- 
ti  nomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctit  s 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2 and  A grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder  — for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


tFor  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 
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Rapid  and  Gentle 
Pharmacotherapy 
of  Depression 

MORTIMER  OSTOW,  M.D. 

Riverdale,  The  Bronx,  New  York 

The  pharmaceutic  therapy  of  depression 
which  has  become  available  during  the  past  two 
decades  has  reduced  sharply  the  amount  of  suffer- 
ing and  disability  from  depression  and  probably 
has  diminished  the  number  of  deaths  from  sui- 
cide. 

The  mainstay  of  antidepression  therapy  is  the 
psychic  energizer  or  the  “antidepressant”  group  of 
drugs,  which  includes  the  tricyclic  series  and  the 
monoamine  oxidase  inhibitors.  Useful  as  these 
agents  are,  they  suffer  from  three  major  limita- 
tions. First,  there  is  a sizable  proportion  of  de- 
pressed patients,  a minority  to  be  sure,  who  fail  to 
respond  to  maximal  safe  doses  of  psychic  energiz- 
ers. Second,  many  of  those  who  do  respond  expe- 
rience distressing  side-effects  which  cause  con- 
tinuing and  not  inconsiderable  discomfort.  In 
some  instances,  the  side-effects  are  so  distressing 
that  the  patient  will  refuse  to  continue  with  the 
medication.  Third,  all  the  psychic  energizers  cur- 
rently available,  the  tricyclic  compounds  as  well 
as  the  monoamine  oxidase  inhibitors,  become  ac- 
tive after  a latency  of  three  to  four  weeks,  shorter 
in  the  first  instance  and  longer  in  the  second. 

The  purpose  of  this  report  is  to  describe  some 
simple  measures  to  overcome  these  handicaps, 
that  is,  to  speed  the  onset  of  relief,  to  decrease  the 
severity  of  interfering  side-effects,  and  to  increase 
the  proportion  of  patients  who  can  be  helped. 

I shall  not  discuss  the  use  of  phenothiazines  for 
the  treatment  of  agitated,  depressed  patients. 
The  therapeutic  effectiveness  of  phenothiazines 
for  agitation  in  depression  is  widely  known  and 
used.  However,  I have  three  brief  comments. 
First,  the  dose  of  medication  should  be  only  just 
large  enough  to  subdue  the  agitation,  but  not  so 
large  that  it  intensifies  the  depression  to  any  sig- 
nificant degree.  For  example,  doses  of  50  to  200 
mg.  of  chlorpromazine  (Thorazine)  or  thioridazine 
(Mellaril)  are  usually  sufficient.  Second,  chlopro- 
thixene  (Taractan)  may  have,  milligram  for  milli- 
gram, as  strong  an  antiagitation  effect  as  chlor- 
promazine and  thioridazine,  but,  I believe,  signifi- 
cantly less  tendency  to  depress.  Third,  in  many 
instances,  when  agitated,  depressed  patients  are 
treated  with  phenothiazines,  they  may  seem 
greatly  improved  at  first.  However,  the  attentive 
clinician  will  hear  persistent  though  slight  intima- 


tions of  guilt,  pessimism,  and  hypochondriasis 
which  indicate  that,  although  the  patient  is  more 
comfortable,  a kernel  of  depression  remains  and 
will  continue  to  influence  the  patient  in  his  object 
relations  and  decisions.  In  such  cases,  the  pheno- 
thiazine  or  thioxanthene  therapy  may  have  to  be 
supplemented  by  other  antidepression  measures. 

Intramuscular  administration  of  tricyclic 
psychic  energizers 

Both  imipramine  (Tofranil)  and  amitriptyline 
(Elavil)  are  available  in  solution  for  parenteral 
administration,  as  well  as  in  tablet  form  for  oral 
use.  Prescribing  information  provided  by  the 
manufacturers  specifies  in  each  case  that  intra- 
muscular administration  is  indicated  only  for 
those  patients  who  are  unwilling  or  unable  to  ac- 
cept oral  medication.  However,  several  years  ago, 
Bernard  Bressler,  M.D.,  professor  of  psychiatry  at 
Duke  University  Medical  School,  shared  with  me 
the  observation  that  intramuscular  medication 
can  reduce  the  latency  before  the  antidepression 
effect  becomes  clinically  visible,  from  three  or  four 
weeks  to  three  days;  I have  since  confirmed  this 
observation  a number  of  times.  Not  only  has  se- 
vere depression  remitted  under  this  regimen,  but 
so,  also,  have  schizophrenic  states  which  were 
based  on  underlying  depression.  One  gives  25 
mg.  of  the  medication  intramuscularly  four  times 
a day  for  three  days,  and  continues  with  150  mg. 
per  day  orally  thereafter,  with  an  increase  or  de- 
crease in  dosage  depending  on  the  course  of  the 
illness.  The  same  side-effects  may  be  anticipated 
from  intramuscular  as  from  oral  administration, 
and  proper  precautionary  observations  should  be 
made.  Because  the  side-effects,  including  postur- 
al hypertension,  may  come  on  more  explosively, 
this  procedure  should  be  done  only  in  a hospital. 
While  the  patient  usually  will  show  significant 
improvement  immediately  after  this  three-day 
program,  if  he  is  on  an  adequate  dose  of  oral  med- 
ication, he  may  continue  to  show  even  more  im- 
provement over  the  next  several  weeks.  However, 
the  immediate  improvement  is  usually  quite  suffi- 
cient to  alleviate  the  danger  of  suicide  and  to  per- 
mit the  patient  to  return  to  work  promptly. 

Case  1.  A fifty-eight-year-old  physician  with  a his- 
tory of  recurrent  depression  became  depressed  again 
after  he  was  instructed  by  his  internist  to  discontinue 
smoking;  he  was  hospitalized  immediately.  On  the 
first  day,  2 injections  of  amitriptyline,  25  mg.  each, 
were  given.  After  the  second  injection  he  experienced 
formed  visual  hallucinations.  On  the  second  day,  im- 
ipramine was  given  instead  of  the  amitriptyline,  25  mg. 
intramuscularly,  four  times;  each  injection  was  accom- 
panied by  25  mg.  of  chlorprothixene  orally.  The  pur- 
pose of  the  latter  was  to  suppress  the  visual  hallucina- 
tions which  reappeared  after  the  second  injection  of  the 
second  day,  hut  did  not  subsequently.  With  the  con- 
sent of  the  internist,  1 instructed  the  patient  to  resume 
smoking,  but  at  a much  reduced  rate.  During  the  sec- 
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ond  and  third  day,  his  depression  waxed  and  waned. 
On  the  evening  of  the  third  day,  he  was  discharged 
from  the  hospital.  The  next  morning  he  was  anxious 
but  able  to  resume  his  clinical  work,  now  taking  200 
mg.  of  amitriptyline  and  100  mg.  of  chlorprothixene 
per  day,  both  orally.  Thereafter,  he  did  quite  well  ex- 
cept that  on  the  fifth  day  there  was  some  edema  and 
itching  of  the  skin  of  his  face,  which  was  easily  con- 
trolled by  diphenhydramine  (Benadryl).  Three  weeks 
later  he  felt  so  well,  even  in  the  face  of  a significant  de- 
gree of  stress,  that  he  discontinued  medication. 

Case  2.  A twenty-four-year-old  unmarried  woman, 
who  had  had  an  episode  of  depression  several  years 
previously,  suddenly  became  acutely  paranoid  with 
delusions  of  being  spied  on  and  with  ideas  of  reference. 
She  was  given  chlorpromazine  orally,  200  mg.  the  first 
day,  400  mg.  the  second,  and  800  mg.  the  third.  How- 
ever, with  this  medication  she  became  even  more  psy- 
chotic and  at  this  point  I was  asked,  as  a consultant,  to 
see  her.  I could  confirm  the  impression  of  paranoid 
schizophrenia  but  found,  in  addition,  expressions  of 
guilt,  somatic  delusions,  and  a strong  fear  of  and 
preoccupation  with  death.  Because  of  these  last  find- 
ings and  because  she  became  worse  rather  than  better 
with  chlorpromazine,  I inferred  that  the  schizophrenic 
break  had  been  precipitated  by  a depressive  process. 
Therefore,  I suggested  discontinuing  the  chlorproma- 
zine and  replaced  it  with  amitriptyline,  25  mg.  intra- 
muscularly four  times  a day.  plus  2 mg.  of  thiothixene 
(Navane)  orally,  daily.  At  the  end  of  the  third  day, 
psychotic  production  had  decreased  markedly,  but 
some  agitation  and  restlessness  continued.  She  was 
then  put  on  150  mg.  of  amitriptyline,  orally,  each  day, 
plus  3 mg.  of  thiothixene.  Shortly  thereafter  she  was 
discharged  from  the  hospital  much  improved. 

Lithium  carbonate 

Lithium  carbonate  is  in  current  vogue  for  the 
treatment  of  manic  episodes.  The  recommended 
dose  for  this  action  is  1,800  mg.  per  day  and  the 
desired  lithium  carbonate  serum  concentration 
between  1 and  1.5  mEq.  per  liter.  It  is  recom- 
mended that  after  the  acute  attack  has  subsided, 
the  dose  be  reduced  to  900  mg.  per  day  with  an 
accompanying  serum  concentration  range  of  0.6  to 
1.2  mEq.  per  liter.  It  also  has  been  claimed  by  a 
number  of  observers  that  maintenance  lithium 
carbonate  therapy  at  the  latter  dose  level  will  pre- 
vent not  only  recurrent  mania,  but,  in  many  in- 
stances, also  the  depressive  states  which  occur  in 
the  same  patients.  While  some  observers  show 
convincing  figures  to  demonstrate  this  prophylac- 
tic effect,  others  are  not  persuaded  that  the  effect 
is  real. 

I have  observed  that,  given  in  smaller  doses, 
that  is,  600  mg.  per  day,  or  in  some  cases  even  300 
mg.,  lithium  carbonate  can,  within  two,  three,  or 
four  days,  terminate  an  episode  of  depressive  ill- 
ness and  then  serve  to  prevent  its  recurrence. 
There  are  a few  depressed  patients  who  will  re- 
spond well  to  300  mg.  per  day,  but  become  more 
depressed,  sedated,  or  confused  on  600  mg.;  there 
are  others  who  will  not  tolerate  even  300  mg.  per 


The  primary  antidepression  chemicals,  that  is,  the 
tricyclic  and  monoamine  oxidase  inhibitor  psychic 
energizers,  can  be  replaced  in  some  instances,  or 
supplemented  in  others,  by  more  rapid  or  less  dis- 
tressing agents  or  procedures.  These  include 
small  doses  of  lithium  carbonate,  small  doses  of 
thiothixene,  and  deanol.  Intramuscular  adminis- 
tration of  the  tricyclic  compounds  can  reduce 
greatly  the  latency  between  the  beginning  of  thera- 
py and  relief  from  depression. 


day.  In  those  instances,  prompt  withdrawal  of 
the  lithium  carbonate  leaves  the  patient  no  worse 
than  he  was  before  the  trial  started.  The  effect  is 
not  universal,  but  occurs  often  enough — perhaps 
in  more  than  one  half  of  the  population  of  de- 
pressed patients — to  warrant  trial.  Side-effects 
and  toxic  effects,  at  this  low  dose,  occur  relatively 
infrequently.  In  any  event,  I have  found  serum 
level  utterly  useless  in  ascertaining  therapeutic 
potential  or  a likelihood  of  toxicity.  Close  clinical 
observation  is  a far  better  guide. 

The  depressed  patients  who  are  most  suscepti- 
ble to  the  therapeutic  effect  of  low  doses  of  lithi- 
um carbonate  are  those  under  no  currently  visible 
depressing  stress.  Their  depression  seems  to  be 
inappropriate  to  their  circumstances  which  seem, 
to  the  outside  observer,  benign  enough.  When 
the  patient  is  contending  with  a currently  active, 
depressing  stress,  lithium  carbonate  seems  to  be  of 
little  assistance.  Therefore,  I infer  that  in  small 
doses  it  does  not  energize  nor  even  reinforce  any 
defense  against  depressive  stress,  but  tends  to  re- 
sist the  “psychic  energy”  supply  swings  that 
create  manic  depressive  illness.  In  the  presence 
of  a deviation  from  normal,  whether  in  the  direc- 
tion of  depression  or  mania,  lithium  carbonate 
tends  to  restore  a normal,  intermediate  position. 
The  antidepression  effect  is  most  likely  to  be 
elicited  in  those  patients  who  exhibit  manic  or  hy- 
pomanic  behavior  between  depressive  episodes. 

However,  as  the  dose  is  raised,  its  effect  be- 
comes more  depressive.  The  proper  antidepres- 
sion dose,  while  usually  300  or  600  mg.  per  day,  in 
the  case  of  some  individuals  may  turn  out  to  be 
considerably  higher.  The  proper  dose  for  the  in- 
dividual patient  can  be  ascertained  only  by  clini- 
cal trial. 

Case  3.  A fifty-year-old  woman  came  for  treatment 
of  moderately  severe  depression  in  May.  1969.  Since 
the  age  of  thirty-two,  she  had  suffered  moderate-to-se- 
vere,  disabling  phobic  anxiety.  During  the  previous 
year,  agitation  and  overt  depression  had  become  asso- 
ciated with  the  phobic  anxiety.  She  responded  with 
the  usual  month’s  latency  to  20  mg.  of  protriptyline 
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(Vivactil).  In  July,  medication  was  discontinued  and 
she  remained  well  with  the  assistance  of  some  psycho- 
therapy. She  left  treatment  in  February,  1970,  feeling 
quite  well,  but  returned  depressed  once  more,  three 
weeks  later.  This  time,  60  mg.  of  protriptyline,  in  ad- 
dition to  2 mg.  of  thiothixene  and  25  micrograms  of 
liothyronine  (Cytomel),  as  well  as  psychotherapy,  were 
required  to  overcome  the  depression.  But  these  large 
doses  of  medication  were  scarcely  strong  enough  to 
overcome  her  depression  definitively.  She  didn’t  begin 
to  feel  really  well  until  February,  1971  and  then  pur- 
sued an  undulating  course,  the  frequency  of  psycho- 
therapy meanwhile  being  gradually  reduced.  In  De- 
cember, 1971,  because  she  seemed  improved,  the  dose 
of  protriptyline  was  reduced  to  50  mg.  per  day,  and  in 
August  reduced  further  to  40  mg.  per  day.  She  was 
not  seen  again  from  August,  1972,  until  January,  1973, 
although  she  continued  on  the  same  medication. 
When  she  returned  in  January,  1973,  she  was  de- 
pressed once  more. 

The  protriptyline  dose  was  raised  again  to  60  mg., 
and  this  time  lithium  carbonate  was  administered  at  a 
dose  of  300  mg.  per  day.  A week  after  she  started  the 
medication,  she  acknowledged  that  the  abdominal  dis- 
tress which  accompanied  her  depression  had  receded, 
but  that  she  still  felt  “very  depressed.”  She  was  weep- 
ing from  time  to  time,  but  had  begun  to  socialize  and 
was  about  to  go  shopping  alone  for  the  first  time  in  six 
months.  I instructed  her  to  increase  the  lithium  car- 
bonate to  600  mg.  per  day,  and  one  week  later  she  an- 
nounced that  she  was  much  improved,  in  fact  not  at  all 
depressed.  As  people  recovering  from  depression  often 
do,  she  now  became  aware  of  and  expressed  her  hostili- 
ty toward  her  husband.  Two  weeks  later,  the  pro- 
triptyline was  reduced  to  50  mg.  per  day,  and  then 
every  two  weeks  it  was  decreased  by  another  10  mg.  per 
day,  until  it  was  completely  eliminated  in  April.  The 
lithium  carbonate  serum  level  read  0.6  mEq.  per  liter 
on  one  occasion,  and  0.8  on  another.  In  May  she  “felt 
great,”  despite  the  fact  that  she  was  taking  no  pro- 
triptyline at  all  for  the  first  time  in  more  than  three 
years.  The  lithium  carbonate  dose  was  decreased  to 
300  mg.  per  day,  and  she  has  continued  to  feel  well 
taking  that,  plus  2 mg.  of  thiothixene  and  25  micro- 
grams of  liothyronine,  despite  an  interim  episode  of 
pneumonia.  The  serum  level  in  June  was  0.2  mEq.  per 
liter. 

Thiothixene 

Thiothixene  is  an  analogue  of  trifluoperazine 
(Stelazine)  and,  like  the  latter,  is  offered  for  the 
treatment  of  schizophrenia.  In  my  experience,  it 
is  as  least  as  effective  as  trifluoperazine  and  can 
be  used  in  similar  doses  and  for  the  same  indica- 
tions. I also  have  found  that  in  very  small  doses, 
that  is,  1 or  2 mg.  per  day,  thiothixene  can  pro- 
vide prompt  and  gratifying  relief  to  certain  de- 
pressed patients. 

To  obtain  this  result,  one  must  select  the  pa- 
tients carefully.  They  are  more  likely  to  respond 
to  thiothixene  if  they  show  most  of  the  clinical  in- 
dicators of  depression  such  as  insomnia,  anorexia, 
loss  of  sexual  desire,  pessimism,  guilt,  and  self- 
criticism;  also,  if  they  manage  to  keep  active, 
have  not  abandoned  their  usual  daily  responsibili- 


ties, seem  anxious  and  agitated,  but  have  not  re- 
gressed to  helplessness  or  inertia,  they  are  more 
inclined  to  respond. 

Those  patients  who  fail  to  improve  with  thi- 
othixene are  not  impaired  by  it;  side-effects  and 
toxic  effects  at  that  dose  are  quite  infrequent.  A 
small  number  of  patients  may  become  depressed 
on  2 mg.  per  day  but  will  do  well  on  1 mg.  per 
day.  An  even  smaller  number  will  be  unable  to 
tolerate  even  1 mg. 

Case  4.  A woman  about  sixty  years  of  age,  who  had 
suffered  a number  of  episodes  of  depressive  illness  dur- 
ing the  previous  decade,  became  depressed  once  more 
after  she  gave  up  smoking  under  the  influence  of  aver- 
sive, conditioned  reflex  therapy;  she  lost  her  capacity 
to  enjoy  anything,  had  no  appetite,  ate  little,  had  no 
interest  in  doing  anything,  avoided  company,  and  ne- 
glected her  obligations.  She  complained  about  a sense 
of  generalized  and  vague  physical  discomfort,  yet  did 
not  regress  into  inertia  or  isolation.  She  had  been  de- 
pressed now  for  three  months. 

She  had  been  given  “minimal  doses”  of  a combina- 
tion of  perphenazine  and  amitriptyline  (Triavil),  but 
stopped  taking  this  medication  because  it  made  her  too 
sleepy;  amitriptyline  alone  made  her  feel  “like  a zom- 
bie.” 

Within  twelve  hours  after  taking  1 mg.  of  thiothix- 
ene, she  felt  considerably  relieved  of  her  distress. 
Three  days  later,  on  a dose  of  1 mg.  per  day,  she  felt 
much  better,  with  no  side-effects,  although  her  symp- 
toms were  not  entirely  gone.  The  dosage  was  increased 
to  2 mg.  per  day,  and  three  days  later  she  felt  quite 
like  her  usual  self.  After  four  days,  because  she  felt  so 
well,  she  herself  reduced  the  dosage  to  1 mg.  per  day 
and  continued  fairly  well  thereafter.  She  had  not  re- 
sumed smoking;  I did  not  see  her  again  for  six  months. 
On  a six-months’  follow-up,  she  reported  she  had  been 
free  from  depression  on  1 mg.  per  day  for  some  time 
and  had  continued  fairly  well  without  further  medica- 
tion. 

Deanol  acetamidobenzoate  (Deaner) 

Deanol  is  a substance  which  is  considerably  less 
effective  for  the  treatment  or  prevention  of  de- 
pressive illness  than  any  of  those  previously  men- 
tioned. It  is  recommended  by  the  manufacturer 
only  for  the  treatment  of  hyperactive  children  and 
for  children  with  learning  disorders.  Its  chief 
virtue  is  that  it  is  almost  completely  innocent  of 
side-effects  or  toxic  effects.  Three  tablets  of  100 
mg.  each  can  be  used  every  morning  for  an  adult 
patient. 

Case  5.  A professional  woman  in  her  forties  had 
been  mildly  depressed  for  a number  of  years.  Her  de- 
pression was  evident  in  a constant  feeling  of  unhappi- 
ness, irritability,  difficulty  in  doing  her  work,  and  pes- 
simism. Tricyclic  antidepressant  medication  had 
brought  considerable  relief,  but  the  anticholinergic 
side-effects  of  dry  mouth  and  constipation  ultimately 
induced  her  to  reject  it.  Lithium  carbonate  created 
both  confusion  and  depression  within  a few  days,  an 
infrequent  but  disabling  side-effect.  Thiothixene,  2 
mg.  per  day,  brought  some  relief  from  agitation  hut  did 
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not  remove  the  depression.  Deanol,  300  mg.  every 
morning,  alter  a latency  of  three  weeks,  did  succeed  in 
alleviating  the  depression  considerably  although  it  did 
not  eliminate  it  completely. 


Selection  and  use 

To  summarize,  the  troubled  but  active,  de- 
pressed patient  can  be  tried  on  small  doses  of  thi- 
othixene; the  inert  depressed  patient  can  be  tried 
on  small  doses  of  lithium  carbonate;  if  neither  of 
these  works  with  a given  patient,  and  rapid  re- 
sponse is  necessary,  one  can  use  intramuscular 
imipramine  or  amitriptyline.  Any  two,  or  all 
three,  of  these  can  be  used  together  since  they  do 
not  interfere  with  each  other.  Even  if  thiothix- 
ene. lithium,  or  both,  fail  to  overcome  the  depres- 
sion completely,  they  may  still  afford  enough  re- 
lief so  that  the  patient  can  wait  the  necessary 
three  or  four  weeks  for  the  tricyclic  energizer  to 
become  effective  with  less  discomfort  than  he 
would  feel  without  these  preliminary  medications. 

Case  6.  A surgeon  in  his  sixties,  who  was  encour- 
aged to  retire  from  the  group  in  which  he  had  practiced 
for  many  years  because  he  was  performing  badly,  com- 
plained of  “nervousness  in  the  stomach"  and  pain  in 
the  calves,  shoulders,  and  back.  He  was  concerned 
that  the  back  pain  might  represent  an  unusual  refer- 
ence of  myocardial  disease.  His  former  wife,  with 
whom  he  was  living,  reported  that  he  was  inactive, 
restless,  excessively  clinging,  and  was  taking  large 
amounts  of  various  kinds  of  medication.  He  had  had 
several  previous  attacks  of  depression,  the  first  about  a 
decade  previously,  each  relieved  by  electric  shock  ther- 
apy; the  first  attack  had  followed  immediately  on  his 
divorce.  His  wife,  about  twenty  years  younger  than 
he,  had  left  him  after  ten  years  of  marriage  when  he 
became  impotent;  she  had  since  married  another  man 
but  then  left  him  because  he  was  unsuitable.  The  pa- 
tient was  hoping  that  she  would  now  remarry  him.  al- 
though he  made  neither  effort  nor  promise  to  resume 
sexual  relations. 

I required  cessation  of  all  medication  he  had  been 
taking  heretofore,  including  phenothiazines,  narcotics, 
sedatives,  and  amphetamines,  but  permitted  him  to 
continue  to  use  diazepam  (Valium),  as  necessary,  up  to 
10  mg.  per  day.  I prescribed  amitriptyline,  150  mg. 
per  day.  to  be  taken  at  bedtime,  and  thiothixene.  1 mg. 
twice  a day. 

He  spent  the  next  three  days  in  bed,  but  looked  less 
agitated  and,  w'hen  I saw  him.  said  he  felt  better.  He 
improved  still  further  after  he  had.  at  my  suggestion 
and  for  the  first  time,  discussed  his  sexual  problem 
openly  with  his  former  wife.  A week  after  I first  saw 
him,  he  was  able  to  venture  out  to  a social  engagement 
for  the  first  time  in  months;  I prescribed  lithium  car- 
bonate, 300  mg.  per  day.  Four  days  thereafter  he  re- 
ported that  he  felt  quite  well  and  his  dreams  were  re- 
cording rebirth  fantasies  which  usually  signify  a recov- 
ery from  mental  illness.  His  physical  complaints  had 
disappeared  and  I increased  the  dose  of  lithium  car- 
bonate to  600  mg.  per  day.  Two  days  later  he  reported 
feeling  entirely  well  and  was  enjoying  an  enormous  ap- 
petite. He  drove  himself  to  my  office  for  the  first 


time,  and  also  for  the  first  time  discussed  his  dissatis- 
faction with  his  former  wife.  One  week  after  starting 
lithium  carbonate  and  three  weeks  after  starting  ami- 
triptyline and  thiothixene,  he  began  to  engage  in  ac- 
tivities independently  of  her,  resumed  reading,  and 
found  himself  enjoying  erotic  fantasies;  he  was  clearly 
joyous  and  bouncy.  Starting  with  the  fourth  week 
after  the  beginning  of  treatment,  he  began  to  express 
resentment  toward  his  family  and  friends;  this  readi- 
ness to  externalize  one’s  hostility  commonly  marks  the 
beginning  of  true  recovery  from  depression.  He  remar- 
ried his  former  wife  two  months  after  treatment  had 
started  and,  two  weeks  later,  discontinued  treatment 
although  continuing  to  take  medication.  He  remained 
well  on  medication  thereafter  and  was  last  heard  from 
about  six  months  after  the  beginning  of  treatment. 

The  improvement  that  began  within  the  first  week  is 
to  be  attributed  to  the  thiothixene  and  to  the  effect  of 
the  psychotherapy;  it  was  relief,  but  only  partial.  The 
lithium  carbonate  clearly  induced  further  improve- 
ment; the  contribution  of  the  amitriptyline  is  seldom 
available  before  the  third  week.  Therefore  it  is  not 
clear  which  of  the  two  drugs  was  responsible  for  the 
improvement  that  took  place  during  the  fourth  week. 

Integrated  therapy  for  depression 

I would  not  want  to  give  the  impression  that 
any  of  these  methods  constitutes  adequate  treat- 
ment for  depressive  illness,  for  it  is  a pervasive 
disability  manifested  not  only  in  an  individual  or 
in  repeated  episodes  of  depression.  Rather,  it 
usually  implies  a lifelong  impairment  of  some  im- 
portant aspects  of  personality  function.  The  pa- 
tient in  Case  1 had  a lifelong  history  of  recurrent 
depression,  and  the  termination  of  the  episode  de- 
scribed here  did  not  prevent  subsequent  depres- 
sive relapses  after  he  had  discontinued  medication 
on  his  own  and  had  rejected  my  recommendation 
for  continuing  psychotherapy  and  supervision. 
Ultimately,  in  an  episode  of  depression  for  which 
he  had  rejected  all  treatment,  he  committed  sui- 
cide. The  second  and  third  patients  had  shown 
signs  of  mental  illness  during  most  of  their  lives, 
and  the  episodes  described  in  this  essay  were 
probably  not  the  last  breakdown  in  the  case  of  ei- 
ther. The  sixth  patient  left  treatment  against  ad- 
vice, depending  for  protection  against  recurrence 
of  his  depression  on  medication  and  on  his  wife’s 
readiness  to  stay  with  him  despite  complete  depri- 
vation of  physical  affection. 

Proper  management  of  a depressed  patient 
must  address  itself  both  to  the  current  episode  of 
disability  and  to  the  personality  disorder.  Drug 
therapy  plays  an  important  role  in  terminating 
the  acute  episode,  in  preventing  others,  and  re- 
ducing the  desperation  of  spontaneous  antidepres- 
sion maneuvers.  The  age  of  the  patient,  his  resil- 
ience, and  his  eagerness  to  change  must  all  be 
considered  in  formulating  a long-term  treatment 
plan  in  which  psychotherapy  or  psychoanalysis 
may  play  a central  role. 
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In  Gonorrhea 


Injection  WYCILLIN 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 


Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapy  of  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G — /V.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins. and  other  allergens  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g .pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intradermaliy 
0 1 cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema. wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reaction 
The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential.  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  intramus- 
cular in/ection,  in  upper  outer  quadrant  of  buttock.  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site.  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  atone  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin.  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Venereal 
Disease  Branch,  U S.  Dept.  H E W recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy.  In 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive  Follow-up  treatment  consists  of  4.8  million  units.  I.M 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units  daily  on 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc.  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0 7%  lecithin,  0 4%  carboxymethylcellulose,  0.4%  polyvinylpyrro- 
lidone, 0.01%  propylparaben  and  0.09%  methylparaben.  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose,  3 
mg.  polyvinylpyrrolidone,  0 5 mg.  sorbitan  monopalmitate,  0.5  mg. 
polyoxvethylene  sorbitan  monopalmitate,  0.14  mg  propylparaben 
and  1 1 mg  methylparaben 


In 

1 ' 58. 


Denise  hasVD 


Let’s  keep  it  from  getting  around. 


Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


In  Syphilis 

I njection 

BICILLIN  Long -Acting 

i(  sterile  benzathine  penicillin  G 
isuspension)  Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
ecommended  by  the  national  Center  for 
{Disease  Control  in  all  stages  of  syphilis  and  in 
[preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually*cures  most  cases  of  primary,  secondary 
land  latent  syphilis  with  negative  spinal  fluid  • 
I helps  break  chain  of  infection  • minimizes 
{chance  of  immediate  reinfection. 

Indications:  In  treatment  o(  infections  due  to  penicillin  G-sensi- 
itive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
longed serum  levels  common  to  this  particular  dosage  form  Therapy 
(should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  6 —Venereal  infections 
Syphilis,  yaws,  bejel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins  These  reactions  are  more  apt  to  occur  in  individuals  with 
i history  of  sensitivity  to  multiple  allergens 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
| sens itivity  to  penicillins,  cephalosporins  and  other  allergens  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories 


of 


significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  ma|or  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections . therapy  must  be  sufficient  to  eliminate 
the  organism,  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophiha  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia.  thrompocytopema.  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics.  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  Primary,  secondary  and  latent  — 2 4 million  units 
(1  dose) 

Late  (tertiary  and  neurosyphilis)  — 2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital  under  2 years  of  age.  50.000  units/Kg  body  weight, 
aees  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock  In  infants  and  small  children, 
•the  midlateral  aspect  of  the  thigh  may  be  preferable  When  doses  are 
repeated,  vary  the  injection  site  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel 
remove  the  needle  and  inject  in  another  site 

Composition:  2.400.000  units  in  4-cc  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0 5% 
lecithin.  0 4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0 01%  propylparaben  and  0 09%  methylparaben  Units  benzathine 
penicillin  G (as  active  ingredient):  300,000  units  per  cc— 10-cc 
multi-dose  vial  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg  lecithin.  3 mg  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose,  0 5 mg  sorbitan  monopalmitate.  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate.  0 14  mg  propylparaben 
and  1 2 mg  methylparaben 
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If  blood  appears, 


TABLE  I.  Mean  serum  total  cholesterol  levels  in 
nondiabetic  ambulatory  outpatients 


Age  Group 
(Years) 

Num- 
ber of 
Pa- 
tients 

Male s 

Cholesterol 
mg.  per 
100  ml. 

± S.D.* 

Num- 
ber of 
Pa- 
tients 

F emale — - 

Cholesterol 
mg.  per 
100  ml. 

± S.D.* 

p Value 
Male  vs. 
Female 

10  to  19 

19 

178  ± 34 

18 

184  ± 25 

N.S.  t 

20  to  29 

38 

208  ± 39 

41 

210  ± 39 

N.S.  f 

30  to  39 

51 

223  ± 47 

38 

213  ± 32 

<0.05 

40  to  49 

68 

249  ± 48 

86 

232  ± 42 

<0.005 

50  to  59 

82 

250  ± 47 

117 

263  ± 59 

N.S.  t 

60  to  69 

71 

244  ± 44 

109 

272  ± 51 

<0.005 

70  + 

27 

223  ± 42 

46 

262  ± 42 

<0.005 

Total 

356 

450 

* S.D.  = standard  deviation, 
t N.S.  = not  significant. 
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The  present  study  was  undertaken  to  determine 
the  serum  levels  of  total  cholesterol,  by  age  and 
sex,  being  obtained  in  ambulatory  patients  re- 
ferred to  a private  outpatient  laboratory,  and  to 
compare  these  levels  with  those  found  in  surveys 
of  more  nearly  “normal”  population  groups.  Also 
obtained  was  information  that  allowed  a compari- 
son of  cholesterol  levels  in  diabetic  (diabetes  mel- 
litus)  and  nondiabetic  patients.  On  plotting  the 
cholesterol  levels  in  patients  by  age  and  sex,  a 
pattern  emerged  which  had  similarities  to,  as  well 
as  differences  from,  a previously  published  plot  of 
the  prevalence  of  acute  myocardial  infarcts  in  an 
autopsy  series1;  a brief  comparison  of  these  pat- 
terns was  made. 

Material  and  methods 

Only  ambulatory  outpatients  who  presented 
themselves  to  the  receptionist  in  the  fasting  state 
of  no  eating  or  drinking  for  eight  hours,  with  a 
physician’s  order  that  necessitated  the  perfor- 
mance of  a chemistry  blood  profile,  SM A- 12/60 
(sequential  multiple  analyzer),  were  included  in 
I he  study.  Kach  patient  was  asked  if  he  or  she 
had  ever  been  diagnosed  as  having,  or  having  been 
treated  for,  diabetes.  Their  responses,  ages,  and 
sexes  were  recorded. 

This  work  was  supported  in  part  by  the  National  Insti- 
i tin  of  I Iealth  ( Jrant  III,  14177. 


Blood  was  withdrawn  while  the  patient  was  in 
the  sitting  position,  using  a 20-gauge  needle  and  a 
standard  vacuum  tube  without  a preservative  or 
an  anticoagulant.  The  clotted  blood  was  centri- 
fuged and  the  serum  analyzed  in  a Technicon 
SMA-12/60.  The  automated  procedure  for  deter- 
mination of  “serum  total  cholesterol,”  hereinafter 
referred  to  as  “cholesterol,”  is  a modification  of 
the  method  of  Zlatkis,  Zak,  and  Boyle.2  Prior  to 
each  series  of  determinations,  the  instrument  was 
standardized  using  a standard  purchased  from 
Lederle  Laboratories  (192  mg.  per  100  ml.).  Two 
serum  pools,  purchased  from  Dade,  Miami,  Flori- 
da, through  the  New  York  State  Society  of  Pa- 
thologists’ quality  control  program,  a “normal” 
and  an  “abnormal,”  also  were  run  with  each  series 
of  determinations.  For  the  normal  pool,  our 
mean  was  159  mg.  per  100  ml.  with  a standard  de- 
viation of  ±6.23;  for  the  abnormal  pool,  our  mean 
was  161  mg.  per  100  ml.  with  a standard  deviation 
of  ±5.27  (mean  values  for  all  34  State  Society  of 
Pathologists’  participating  laboratories  using  the 
Technicon  SMA-12/60  were  158.5  and  159.1,  re- 
spectively, for  the  two  pools).  Check  sample  pro- 
grams of  the  State  of  New  York  Department  of 
Health  and  of  the  center  for  Disease  Control  in 
Atlanta  were  in  effect  during  the  time  of  the 
study,  in  addition  to  our  own  internal  laboratory 
check  sample  program  using  a commercial  prepa- 
ration (Hyland  performance  recognition  program). 
Our  results  should  be  comparable  with  those  ob- 
tained by  other  laboratories  with  similar  equip- 
ment and  similar  control  procedures. 

After  results  were  recorded,  a copy  of  the  report 
was  screened  and  those  with  recorded  values  of 
determinations,  other  than  glucose  and  cholester- 
ol, that  were  outside  of  arbitrary  “normal”  limits 
were  discarded  and  the  patients  excluded  from  the 
study.  The  “normal”  limits  were:  calcium,  8.5  to 
10.7  mg.  per  100  ml.;  phosphorus,  2.5  to  4.5  mg. 
per  100  ml.;  creatinine,  0.7  to  1.4  mg.  per  100  ml.; 
uric  acid.  2.5  to  8.0  mg.  per  100  ml.;  total  protein, 
6 to  8 Cm.  per  100  ml.;  albumin,  3.5  to  5 Gm.  per 
100  ml.;  total  bilirubin,  0.15  to  1.0  mg.  per  100 
ml.;  alkaline  phosphatase,  30  to  85  I.U.  (interna- 


80  New  York  State  Journal  of  Medicine  / January  1974 — Parti 


FIGURE  1 (A)  Plot  of  values  from  Table  I,  average 

serum  total  cholesterol  levels  by  decade  of  life  in  nondi- 
abetic  patients.  Note  similarity  to  Figure  1 B (B) 
Prevalence  of  acute  myocardial  infarcts  in  adult  au- 
topsies at  Washington  University.  St.  Louis,  by  age  and 
sex.  for  comparison  with  Figure  1A  Note  that  the 
"crossover  point"  between  the  sexes  occurs  approxi- 
mately fifteen  years  later  for  infarcts  than  for  cholesterol 
levels. 

tional  units);  lactic  dehydrogenase,  100  to  225 
I.U.,  and  SGOT  (serum  glutamic  oxaloacetic 
transaminase),  10  to  100 1. U. 

TABLE  II.  Average  difference*  in  serum  cholesterol  levels 
between  nondiabetic  patients  and,  respectively,  (a)  pa- 
tients with  history  of  diabetes,  (6)  those  without  history  of 
diabetes  but  with  FBS  within  129  to  139  mg.  per  100  ml.  and 
(c)  those  with  FBS  above  139 


X/T  ^ 

1 

Group 

Number 

of 

Patients 

Average 
Difference 
mg.  per 
100  ml. 

Number 

of 

Patients 

Average 
Difference 
mg.  per 
100  ml. 

With  history  of  diabetes 
Without  history  of  diabetes 
FBS  129  to  139  mg.  per 

29 

+ 8.9 

36 

„ -6.7 

100  ml. 

21 

-9.0 

27 

-5.1 

FBS  139  mg.  per  100  ml. 

44 

+0.5 

18 

+9.1 

For  all  groups 

94 

+ 0.9 

81 

-2.7 

* These  differences  obtained  by  comparing  serum  cholesterol  level  of 
each  patient  to  average  value*  for  corresponding  age-sex  group  of  non- 
diabetic patients  (Table  I). 


Serum  total  cholesterol  levels  in  patients  referred 
to  a community  medical  diagnostic  laboratory 
were  quite  similar , by  age  and  sex,  to  those  ob- 
tained in  previously  reported  surveys  of  “ normal ” 
individuals.  The  cholesterol  levels  in  diabetic  pa- 
tients were  indistinguishable  from  those  in  nondia- 
betic individuals.  The  plots  of  cholesterol  values 
by  age  and  sex  bear  a strong  resemblance  to  a plot 
of  the  incidence  of  acute  myocardial  infarcts  in  an 
autopsy  series.  In  early  life,  each  is  higher  in 
males  than  in  females.  In  later  life,  the  reverse  is 
true.  There  is  a fifteen-year  lag  period  between 
the  equalization  of  cholesterol  levels  in  the  sexes  at 
age  fifty  and  the  equalization  of  incidences  of  in- 
farcts at  age  sixty-five. 


Two  groups  of  patients  were  established:  (1) 

those  with  no  history  of  diabetes  and  FBS  (fasting 
blood  sugar)  values  below  129  mg.  per  100  ml. 
(“nondiabetic  patients”  Table  I and  Figure  1A), 
and  (2)  those  with  a history  of  diabetes  and/or 
FBS  values  of  129  or  above  (“diabetic  patients”). 
The  second  group  was  subdivided  into  (a)  those 
with  a history  of  diabetes,  (b)  those  without  a his- 
tory of  diabetes  but  with  FBS  values  within  the 
range  of  129  to  139,  and  (c)  those  without  a histo- 
ry of  diabetes  but  with  FBS  values  above  139 
(Table  II).  This  subdivision  was  made  primarily 
to  explore  the  possibility  of  an  effect  of  diabetic 
therapy  on  the  serum  cholesterol  level. 

Results 

The  results  of  the  analysis  of  cholesterol  values 
in  the  nondiabetic  patients  by  age  and  sex  are 
shown  in  Table  I and  plotted  in  Figure  1A.  The 
average  value  rises  gradually  throughout  life,  fall- 
ing slightly  in  males  after  the  sixth  decade  and  in 
females  after  the  seventh  decade.  Values  are 
somewhat  lower  in  the  females  prior  to  the  sixth 
decade  of  life,  and  thereafter  are  somewhat  higher 
than  in  males. 

Using  Student’s  t test,  the  difference  in  choles- 
terol levels  between  males  and  females  in  the 
thirty  to  thirty-nine  and  forty  to  forty-nine  age 
groups  are  significant  as  are  the  differences  in  the 
opposite  direction  in  the  age  groups  sixty  to  sixty- 
nine  and  seventy  plus  (see  last  column  in  Table  I 
for  p value).  The  fall  in  levels  from  the  sixty  to 
sixty-nine  age  group  to  the  seventy  plus  aged 
males  also  is  significant  (p  < 0.005);  for  females, 
the  difference  between  these  two  age  groups  is  not 
significant. 

Table  II  is  arranged  to  compare  the  cholesterol 
values  found  in  the  three  subgroups  of  diabetic 
patients,  based  on  the  difference  between  each  in- 
dividual value  in  each  subgroup  and  on  the  mean 
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value  of  the  corresponding  age  and  sex  category  in 
the  nondiabetic  patients  (Table  I).  Each 
subgroup  is  weighted  according  to  the  number  of 
patients  within  that  category.  The  values  in  each 
of  these  subgroups  of  diabetic  patients  were  quite 
similar  to  each  other  and  to  those  in  the  nondia- 
betic groups. 

Comment 

A survey  of  cholesterol  levels  among  ambulatory 
outpatients  referred  to  a community  laboratory  by 
their  private  physicians  reveals  values  quite  simi- 
lar to  those  previously  obtained  in  large  and  var- 
ied population  groups.3'5 

In  1967,  Lopez,  Krehl,  and  Hodges5  found  that 
males  had  somewhat  higher  values  between  the 
ages  of  twenty  and  fifty;  thereafter,  the  level  of 
cholesterol  in  females  “tends  to  overtake  and  sur- 
pass that  of  men  . . . probably  reflecting  the  hy- 
percholesterolemic  effect  of  the  menopause.”  In 
our  data,  females  had  significantly  lower  values  in 
the  thirties  and  forties  whereas,  after  the  meno- 
pause, in  the  sixties  and  seventies,  cholesterol 
values  were  significantly  higher  in  females  than  in 
males  (Table  I).  Also  statistically  significant  is 
the  drop  in  cholesterol  levels  in  males  after  the 
sixties,  which  has  been  noted  by  others  and  at- 
tributed to  the  lengthy  survival  of  men  with  low 
cholesterol  levels. 

It  is  frequently  stated  that  cholesterol  levels  are 
higher  in  diabetic  than  in  nondiabetic  patients, 
but  the  evidence  of  this  is  meager.6  Among  our 
recognized  diabetic  patients,  as  well  as  with  other 
patients  in  our  series  with  elevated  fasting  blood 
glucose  levels,  cholesterol  levels  are  indistinguish- 
able from  those  of  age-sex  matched  nondiabetic 
patients.  This  supports  the  findings  of  a previous 
study  in  which  no  difference  was  found  between 
plasma  cholesterol  levels  in  diabetic  patients  and 
those  in  nondiabetic  patients.7 


Finally,  we  would  like  to  point  out  the  similari- 
ties between  our  age-sex  plot  of  average  cholester- 
ol values  (Fig.  1A)  and  the  plot  of  results  of  an 
age-sex  analysis  of  the  prevalence  of  acute  myo- 
cardial infarctions  in  an  autopsy  series  (Fig.  IB).1 
These  similarities  include  the  lower  values  in  fe- 
males than  in  males  in  early  life  and  higher  values 
in  later  life,  whether  one  considers  cholesterol  lev- 
els or  acute  myocardial  infarcts.  However,  the 
plot  of  infarcts  lags  behind  the  plot  of  cholesterol 
values  by  about  fifteen  years;  this  is  particularly 
well  illustrated  by  the  point  of  “crossover”  (value 
same  for  males  as  for  females)  in  middle  life, 
which  is  at  the  approximate  age  of  fifty  for  choles- 
terol values  and  age  sixty-five,  fifteen  years  later, 
for  acute  myocardial  infarcts. 

Department  of  Pathology 
Albany  Medical  College 
Albany,  N.Y. 

(DR.  LEE) 
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In  1962  Wilson,  et  al . 1 suggested  the  use  of  an 
indwelling  subclavian  vein  catheter  as  a means  for 
measuring  central  venous  pressures.  Mogil,  De- 
laurentis  and  Rosemond2  and  Dudrick,  et  al.iA 
subsequently  modified  his  technique.  Reported 
complications  associated  with  this  procedure  have 
included  pneumothorax,  hemothorax,  subclavian 
artery  puncture,  intrapleural  infusions,  subcuta- 
neous emphysema,5  brachial  nerve  plexus,6  air 
embolus,7  and  pericardial  tamponade. 

Davis  and  Akers8  reported  the  case  of  a seven- 
month-old  infant  in  whom  a percutaneous  subcla- 
vian catheterization  led  to  the  extrapleural  accu- 
mulation of  fluid.  Two  hours  after  the  subclavian 
vein  was  catheterized  the  patient  was  noted  to  be 
in  respiratory  distress.  A portable  chest  x-ray  re- 
vealed large  bilateral  accumulations  of  fluid  com- 
pressing both  lungs  and  widening  the  mediasti- 
num, suggesting  an  extrapleural  accumulation  of 
fluid.  Bilateral  thoracentesis  was  performed. 
220  ml.  of  non-bloody  fluid,  resembling  the  infu- 
sate,  was  obtained.  A repeat  chest  x-ray  five 
hours  later  revealed  almost  complete  resolution. 

A mediastinal  infusion  after  attempted  subcla- 
vian catheterization  with  a subsequent  cardiac 
tamponade  has  also  been  reported.9 

Case  report 

A twenty-nine-year-old  white  female  entered 
University  Hospital  for  revision  of  an  ileostomy. 
The  patient  had  undergone  a total  colectomy  for 
ulcerative  colitis  nine  years  prior  to  her  present 
admission.  The  ileostomy  was  revised  without  in- 


cident. The  patient  subsequently  developed  par- 
tial intestinal  obstruction  and  was  treated  with  a 
long  tube.  Cannulation  of  the  superior  vena  cava 
for  central  venous  pressure  monitoring  and  fluid 
infusion,  by  peripheral  venous  cutdown,  was  un- 
successful. An  attempt  was  therefore  made  to 
catheterize  the  left  subclavian  vein,  but  failed. 
Catheterization  was  finally  accomplished  on  the 
right  side.  A routine  x-ray  film  was  obtained  at 
the  end  of  the  procedure  which  demonstrated  a 
small  apical  pneumothorax  on  the  left  side,  re- 
quiring no  treatment. 

Two  days  later  the  catheter  was  inadvertently 
pulled  out  by  the  patient.  Intravenous  infusion 
was  continued  by  peripheral  vein  for  forty-eight 
hours.  At  that  time,  an  attempt  was  again  made 
to  place  a left  subclavian  vein  catheter.  When 
the  procedure  was  initiated,  the  patient  com- 
plained of  shortness  of  breath,  pain  in  her  chest 
and  back,  and  pain  in  her  left  ear.  The  attempt- 
ed catheterization  was  stopped,  and  the  patient 
w'as  examined.  She  appeared  pale  and  slightly 
cyanotic.  Her  blood  pressure  was  palpable  at 
100,  the  pulse  was  95  and  thready.  The  heart 
sounds  were  somewhat  distant.  There  was  no 
friction  rub.  Breath  sounds  were  present  bilater- 
ally, but  were  somewhat  diminished  at  the  left 
base. 

The  arterial  blood  gases  were:  oxygen  pressure 
115,  carbon  dioxide  pressure  34,  and  pH  7.48. 
Venous  blood  gases  were:  oxygen  pressure  37, 

carbon  dioxide  pressure  40,  and  pH  7.46.  The 
hematocrit  was  33.  The  electrocardiogram  was 
normal.  A basilic  vein  cutdown  was  performed, 
and  a polyethylene  catheter  was  guided  into  the 
superior  vena  cava.  The  central  venous  pressure 
was  0 to  3 cm.  of  water. 

A portable  chest  x-ray  film  was  obtained.  This 
was  compared  to  her  normal  admission  chest 
x-ray  film  (Fig.  1A)  and  revealed  a density  in  the 
left  superior  mediastinum  pushing  the  trachea  to 
the  right  and  bulging  into  the  lung  parenchyma. 
A pleural  effusion  was  noted  on  the  left  side,  and 
was  believed  to  represent  a concomitant  hemotho- 
rax (Fig.  IB). 

The  vital  signs  stabilized  on  nasal  oxygen  and 
w'ith  the  infusion  of  three  units  of  whole  blood. 
Serial  portable  chest  x-ray  films  at  two,  seven, 
and  twelve  hours  after  the  initial  insult  were  un- 
changed. The  following  morning  60  ml.  of  fluid 
with  a hematocrit  of  8 were  removed  from  the  left 
chest. 
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During  the  ensuing  week  there  was  a gradual 
reduction  in  the  size  of  the  mediastinal  mass,  and 
the  patient  was  discharged  from  the  hospital  with 
a resolving  mediastinal  hematoma  (Fig.  1C). 

Comment 

Catheterization  of  the  subclavian  vein  provides 
an  effective  route  for  long-term  fluid  administra- 
tion as  well  as  for  central  venous  pressure  moni- 
toring. The  procedure  must  be  undertaken  by  a 
physician  well  trained  in  the  technique.  Al- 
though various  complications  have  been  previous- 
ly documented,  this  is  the  first  reported  case  of  a 
mediastinal  hematoma  from  this  procedure. 

It  is  difficult  to  assess  the  precise  etiology  of  the 
mediastinal  hematoma.  Review  of  the  technique 
used  indicated  that  the  procedure  was  initiated 
too  far  medially,  and  the  tip  of  the  needle  was  di- 
rected too  far  inferiorly,  perhaps  puncturing  the 
left  subclavian  artery  below  the  first  rib,  after  its 
takeoff  from  the  aortic  arch. 

To  minimize  the  possibility  of  complications, 
the  method  suggested  by  Dudrick  is  proposed.4-5 
The  anatomic  landmarks  must  be  carefully 
noted  The  patient  is  placed  in  a 15-degree  Tren- 
delenburg position.  The  right  subclavian  vein  is 
preferred.  Then  periosteum  of  t he  inferior  surface 
of  the  midpoint  of  the  clavicle  is  locally  infiltrated 
with  an  anesthetic  agent  after  preparing  the  area 
with  an  iodine  tincture.  A 14-gauge  needle,  part 


FIGURE  1 Chest  roentgenograms.  (A)  Admission 
film.  (B)  Film  showing  mediastinal  hematoma.  (C) 
Film  one  week  later. 


ringe  after  removing  the  plastic  guard  from  the 
needle.  The  patient’s  shoulders  are  hyperext end- 
ed. The  needle  is  advanced  from  the  midclavicle 
and  directed  toward  the  tip  of  a finger  pressed 
into  the  suprasternal  notch.  The  needle  is  at  all 
times  held  in  a position  parallel  to  the  ground  and 
gradually  “walked"  along  the  underside  of  the 
clavicle,  hugging  the  periosteum.  Negative  pres- 
sure is  applied  to  the  syringe  until  blood  is  with- 
drawn. The  needle  is  then  advanced  a few  more 
millimeters  to  insure  that  it  is  well  placed  within 
the  vein.  The  catheter  is  passed  through  the 
lumen  of  the  needle.  The  needle  and  catheter  are 
withdrawn  so  that  the  needle  lies  on  the  chest 
wall.  An  8-inch-long  catheter  is  recommended  so 
that  its  tip  will  lie  within  the  superior  vena  cava, 
and  will  preclude  inadvertent  cardiac  perforation. 
A single  silk  suture  holds  the  tubing  in  place. 
Antibiotic  ointment  and  a sterile  occlusive  dress- 
ing is  applied. 
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Old  rupture  of  both  patellar  ligaments  is  a rare 
occurrence.1-6  The  following  case  represents  this 
type  of  unusual  injury. 

Case  report 

A forty-eight -year-old  white  male  was  admitted 
to  the  hospital  on  August  31,  1969,  after  he  in- 
jured his  knees.  While  he  was  playing  with  the 
little  league  football  team  he  jumped  up  and  sud- 
denly collapsed  on  his  knees.  He  was  not  able  to 
stand  on  his  legs  afterward.  Past  history  dis- 
closed that  he  had  a history  of  so-called  “trick 
knees"  on  both  sides,  twelve  years  on  the  right  leg 
and  ten  years  on  the  left  leg  respectively.  He  had 
no  difficulty  with  ordinary  walking,  hut  he  did 
have  problems  and  was  quite  apprehensive  on 
climbing  upstairs  or  going  downstairs  since  his 
knees  had  a tendency  to  give  way.  Each  time 
when  his  knees  gave  way,  he  usually  rested  and 
reduced  by  himself.  He  had  never  sought  medical 
attention  in  the  past  because  he  did  not  think 
that  he  needed  it.  However,  once,  seven  years 
ago,  he  had  to  be  confined  to  the  house  for  three 
weeks  after  an  episode  of  his  knee  giving  way.  He 
also  fractured  his  right  elbow  in  1951.  The  rest  of 
his  past  history  showed  negative  findings. 

Physical  examination  revealed  a moderately  de- 
veloped and  moderately  nourished  white  male  in 
no  acute  distress.  His  blood  pressure  was  130/80 
mm.  Hg,  his  pulse  rate  was  80,  he  was  normoce- 
phalic,  and  his  ears,  nose,  throat,  neck,  chest, 
heart,  and  abdomen  were  within  normal  limits. 
On  the  extremities  both  knees  were  swollen  and 
tender,  and  obvious  fluctuation  was  noted.  There 
were  gaps  palpated  between  the  patellar  bones 
and  the  patellar  ligaments,  and  obvious  rupture  of 
the  ligaments  was  diagnosed  (Fig.  1).  His  quadri- 
ceps contractions  were  very  weak,  and  he  was  un- 
able to  extend  his  knees  from  the  flexed  position. 
Neurovascular  status  was  intact.  Laboratory  ex- 
aminations revealed  a normal  hemogram  and  uri- 
nalysis. Blood  urea  nitrogen  was  21,  creatinine 
was  1,  blood  sugar  was  82,  erythrocyte  sedimenta- 
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tion  rate  was  65,  and  the  x-ray  findings  are  shown 
in  Figure  2. 

On  September  4,  1969,  both  knees  were  ex- 
plored. The  operative  findings  on  both  knees 
were  similar  and  more  or  less  symmetric.  The 
patellar  ligaments,  the  retinaculum,  and  the  syno- 
vial linings  were  completely  disrupted  close  to  the 
lower  poles  of  the  patellar  bones.  The  ends  of  the 
patellar  ligaments  were  shredded  and  fibrosclerot- 
ic  and  were  superimposed  with  recent  rupture 
through  the  scar  tissues.  The  synovial  tissue  ap- 
peared normal.  The  patellae  showed  chondro- 
malacic  changes.  M u It iple  drill  holes  were  made 
on  the  chondromalacic  patellae,  and  the  patellar 
ligaments  were  wired  to  the  patellae  and  were  re- 
inforced with  multiple  catgut  sutures  including 
the  retinaculum. 

The  pathologic  findings  revealed  shreds  of  ten- 
don with  granulation  tissues  and  normal  synovial 
tissue. 

Postoperative  isometric  quadriceps  exercises 
were  encouraged  under  the  long  leg  casts,  and  he 
did  very  well.  On  September  15,  1969,  skeletal 
traction  with  Steinmann  pins  inserted  into  the 
patellae  for  the  purpose  of  stretching  the  quadri- 
ceps mechanism  was  done.  Ten  days  later,  long 
casts  with  the  Steinmann  pins  incorporated  were 
applied,  and  he  was  discharged  from  the  hospital 
on  September  22,  1969.  He  was  readmitted  on 
November  1,  1969.  Casts  and  pins  were  removed 
and  extensive  physical  exercises  were  instituted. 
He  progressed  well  and  again  was  discharged  on 
November  15,  1969,  and  physical  therapy  was 
continued  on  an  outpatient  basis.  He  continued 
doing  very  well  and  returned  to  his  work  as  an  en- 
gineer in  April,  1970.  The  last  examination  in 
March,  1971,  eighteen  months  postoperative,  re- 
vealed full  range  of  motion  in  both  knees,  symp- 
tom free,  and  with  the  patient  showing  full  satis- 
faction. 


FIGURE  1 Gaps  palpated  between  patellar  bones  and 
patellar  ligaments. 
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Comment 

Rupture  of  the  ligaments  usually  occurs  in  the 
diseased  conditions  such  as  rheumatoid  arthritis, 
collagen  diseases,  chondromalacia  patellae,  synov- 
itis, and  so  forth. 3-7-9  The  result  of  surgical  repair 
in  diseased  ligaments  is  usually  fair  or  poor.  Pure 
traumatic  rupture  with  no  preexisting  pathologic 
findings  is  relatively  unusual.  Bilateral  old  and 
neglected  patellar  ligament  ruptures  were  seldom 
seen  in  the  ordinary  orthopedic  practice.  Very 
few  reports  were  noted  in  the  past  ten  years.1-16 
The  majority  of  the  reports  came  from  the  Euro- 
pean literature.  The  pathologic  findings  in  this 
case  failed  to  reveal  synovial  abnormality  or  other 
pathologic  changes  except  for  the  granulation 
tissues  on  the  shredded  ligaments.  Therefore, 
traumatic  rupture  with  no  preexisting  underlying 
disease  is  most  likely  in  this  case.  Also  the  histo- 
ry of  ten  to  twelve  years  of  trick  knees,  the  opera- 
tive findings  as  described  previously,  as  well  as 
the  x-ray  findings  favor  the  diagnosis  of  unrecog- 
nized old  and  neglected  rupture  of  both  patellar 
ligaments  which  reruptured  through  the  bridging 
scar  tissues  in  this  particular  case.  We  would  like 
to  emphasize  that  skeletal  traction,  which  could 
be  done  before,  during,  or  after  the  ligament  re- 
pair to  stretch  the  contracted  quadriceps  mecha- 
nism and  meticulous  extensive  postoperative 
physical  therapy  favor  the  good  result  in  this  case. 

Summary 

A case  of  old,  neglected,  bilateral  patellar  liga- 
ment ruptures  was  presented.  Its  rare  occurrence 
is  of  particular  interest.  The  pure  traumatic  and 
the  pathologic  ruptures  were  briefly  discussed. 
The  operative  repair  and  the  postoperative  man- 
agement were  described. 
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Congenital  absence  of  the  breast  is  a very  rare 
developmental  anomaly.  It  may  occur  in  associa- 
tion with  other  congenital  musculoskeletal  anom- 
alies or  ectodermal  dysplasia.  Trier1  has  reviewed 
the  medical  literature  and  found  15  cases  of  bilat- 
eral absence  of  breasts  and  added  a new  case. 
More  recently,  Tawil  and  Najjar-  described  a 
twelve-year-old  girl,  and  Kowlessar  and  Orti1  re- 
ported 2 siblings  with  this  condition.  The  pur- 
pose of  this  report  is  to  describe  an  eight-year-old 
girl  with  congenital  bilateral  absence  of  the 
breasts  and  several  features  which  have  not  been 
reported  previously. 

Case  report 

The  child  was  born  in  October,  1962,  after  a 
full-term  pregnancy  and  uncomplicated  breech 
delivery.  Birth  weight  was  2,900  G.  There  was 
no  history  of  maternal  illness,  irradiation,  or  in- 
take of  drugs  during  the  antenatal  period.  The 
infant  developed  hyperbilirubinemia  which  sub- 
I sided  in  about  ten  days.  Several  congenital  ab- 
normalities were  noted  in  her  during  the  neonatal 
period,  such  as:  microcephaly,  dolichocephaly, 

short  forehead,  intermittent  nystagmus,  complete 
absence  of  the  breasts,  and  simian  creases  on  both 
palms.  Her  two  siblings  and  the  parents  were 
alive  and  well.  No  relevant  family  history  of  ill- 
ness or  similar  anomalies  was  noted.  There  was 
no  consanguinity  between  the  parents.  The  child 
did  not  develop  normally.  She  was  admitted  to 
this  institution  in  September,  1967.  Physical  ex- 
amination revealed  the  following  features:  height 
and  weight  below  the  third  percentile,  microce- 
phaly, spasticity  of  all  four  limbs,  severe  motor 
and  mental  retardation,  high  arched  palate,  wide- 
ly separated  teeth  totaling  24,  micrognathia,  stra- 
bismus, bilateral  absence  of  breasts  and  nipples 
(Fig,  1),  puffiness  of  dorsum  of  hands  and  feet 
(Fig.  2),  thumb  widely  separated  from  the  index 
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FIGURE  1 Total  absence  of  breasts  and  simian  crease 
on  left  palm. 

finger,  short  and  tapering  fingers  and  toes,  dis- 
placed third  toe  (Fig.  2),  simian  creases  on  both 
palms,  and  single  dorsal  crease  on  each  finger. 

She  was  able  to  sit  with  support  but  was  unable 
to  stand  or  walk,  was  not  toilet  trained,  and  there 
was  no  language  development.  She  smiled  fre- 
quently. 

Certain  features  such  as  growth  failure,  puffi- 
ness of  dorsum  of  hands  and  feet,  and  profound 
mental  retardation  prompted  us  to  investigate 
this  patient  rather  extensively. 


FIGURE  2.  Puffiness  of  dorsum  of  hands  and  feet  and 
displaced  third  toe. 
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Methods 

Growth-hormone  reserve  was  estimated  by  in- 
travenous tolbutamide  and  insulin-tolerance  tests. 
After  about  sixteen  hours  of  fasting,  a needle  was 
inserted  into  a peripheral  vein  and  kept  patent  by 
very  slow  infusion  of  saline.  Blood  was  taken  for 
the  determination  of  glucose,  insulin,  growth  hor- 
mone, osmolality,  calcium,  magnesium,  zinc,  and 
potassium.  Tolbutamide  was  administered  intra- 
venously in  a dose  of  20  mg.  per  kilogram  over  a 
period  of  three  minutes.  Blood  samples  were  col- 
lected every  fifteen  minutes  for  the  determination 
of  glucose,  insulin,  and  growth  hormone.  After 
one  hour,  insulin,  0.1  unit  per  kilogram,  was  ad- 
ministered intravenously.  Collection  of  blood 
samples  was  continued  every  fifteen  minutes  for  a 
further  period  of  one  hour  for  the  estimation  of 
glucose  and  growth  hormone.  No  untoward  effect 
was  noted  during  the  procedure,  blood  glucose 
was  determined  by  glucose  oxidase  method,  and 
growth  hormone  and  insulin  by  immunoassay.4-6 
Serum  osmolality  was  determined  by  Osmette,* 
and  serum  minerals  by  atomic  absorption  spectro- 
photometer. f 

Results 

Table  I and  Figure  3 show  the  results  of  various 
tests.  It  can  be  seen  in  Figure  3 that  there  was  a 
prompt  response  to  the  administration  of  tolbu- 
tamide and  insulin.  During  both  these  tests, 
blood  glucose  reached  a low  level  in  fifteen  min- 
utes, and  started  to  rise  by  thirty  minutes.  Insu- 
lin response  during  tolbutamide  test  occurred  in 
fifteen  minutes  which  was  associated  with  a fall  in 
the  blood  glucose  but  no  appreciable  change  in 
growth -hormone  level.  Growth-hormone  response 
occurred  in  thirty  minutes  after  both  the  tests. 

X-ray  examination  of  the  skull  did  not  reveal 
intracranial  calcifications  or  any  other  gross  ab- 
normalities. Bone  age  was  within  normal  limits. 
Chest  x-ray  and  electrocardiogram  findings  were 
normal.  Intravenous  pyelogram  did  not  show  any 
abnormality.  Buccal  smear  showed  chromatin 
bodies. 

Comments 

Bilateral  absence  of  breasts  and  nipples  repre- 
sents a separate  entity  unlike  that  which  occurs 
along  with  ectodermal  dysplasia,  musculoskeletal 
abnormalities,  or  absence  of  pectoral  muscles. 
There  is  no  explanation  for  the  multiple  addi- 
tional abnormalities  present  in  our  patient . 

Absence  or  hypoplasia  of  breasts  occurring  in 
ectodermal  dysplasia  usually  shows  a sex-linked 
recessive  inheritance  pattern.  On  the  other  hand, 
isolated  bilateral  absence  of  the  breasts  may  show 
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a dominant  pattern  of  inheritance.7  Kowlessar 
and  Orti3  have  suggested  the  possibility  of  autoso- 
mal recessive  inheritance  of  this  condition  in  2 
siblings  based  on  the  fact  that  they  were  products 
of  a consanguinous  marriage.  There  was  no  evi- 
dence suggesting  any  familial  inheritance  of  this 
condition  in  our  patient. 

There  was  no  hvpoproteinemia  or  renal  abnor- 
mality. 

Growl h-hormone  reserve  was  assessed  by  intra- 
venous administration  of  tolbutamide  and  insulin 
sequentially.  The  response  of  growth  hormone  to 
these  tests  was  considered  to  be  positive. 

As  shown  in  Figure  3,  the  fasting  blood  glucose 
was  slightly  low,  its  regulation  appeared  to  be  ad- 
equate as  shown  by  both  tolbutamide  and  insulin 
tolerance  tests.  There  was  a positive  insulin  re- 
sponse to  the  tolbutamide  test.  During  both  the 
tests,  blood-glucose  level  was  decreased  in  fifteen 
minutes,  but  it  started  to  rise  by  thirty  minutes. 
These  tests  clearly  showed  that  there  was  no 
growth-hormone  deficiency  or  defects  in  blood- 
glucose  regulation. 

Insulin  tolerance  test  is  also  considered  to  be  an 
excellent  procedure  for  assessing  the  integrity  of 
hypothalamic-pituitary-adrenal  axis.8  The  re- 
sponse to  exogenous  insulin  was  considered  to  he 
within  normal  limits,  indicating  an  intact  hv- 
pothalamic-pituitary-adrenal  system  in  our  pa-  | 
tient.  Test  results  for  thyroid  function  were  also 
normal. 

Summary 

An  eight -year-old  girl  was  seen  with  congenital 
bilateral  absence  of  the  breasts  and  nipples.  In 
addition,  she  had  several  features  such  as  spas- 
ticity, growth  failure,  profound  motor  and  mental 
retardation,  microcephaly,  micrognathia,  strabis- 


TABLE  I.  Laboratory  data 


Test 

Result 

Urinalysis 

Normal 

Blood 

Serum  osmolality 

277  mOsm.  per  kilogram 
of  water 

Sodium 

145  mEq.  per  liter 

Potassium 

4 .7  mEq.  per  liter 

Calcium 

4 .6  mEq.  per  liter 

Zinc 

132  micrograms  per  100  ml. 

Phosphate 

3 mg.  per  100  ml. 

Alkaline  phosphatase 

6 Bodansky  units 

Glucose 

66  mg.  per  100  ml. 

Urea  nitrogen 

14 .3  mg.  per  100  ml. 

Total  protein 

8 Gm.  per  100  ml. 

Albumin 

49  per  cent 

Globulin  (alpha-1  and 

5,  10,  11,  and  25  percent 

alpha-2;  beta  and 

respectively 

gamma) 

Protein-bound  iodine 

5 .5  micrograms  per  100  ml. 

Radioactive  iodine 

14.8  per  cent  at  24  hours 

uptake  (RAI) 

RAT  following  exogenous 

29  .6  per  cent  at  24  hours 

thyrotrophic  hormone 
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mus,  abnormal  fingers  and  toes,  puffiness  of  dor- 
sum of  hands  and  feet,  bilateral  simian  creases, 
and  single  dorsal  crease  on  the  fingers.  Results  of 
extensive  investigations  including  cytogenetic 
studies,  tests  of  thyroid  function,  and  growth-hor- 
mone reserve  were  within  normal  limits. 
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with  an  unwilling  colon 
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suffers  exacerbations  of  the  condition  whenever  she  experiences  excessive  anxiety  that  is  added  to 
increased  responsibility.  Yet  she  continues  to  accept  more  responsibilities  that  require  more  time 
and  energy  and  build  up  more  anxiety  and  tension. 

The  need  to  reduce  G.l. 
hypermotility  and  undue  anxiety 

The  need  to  reduce  G.l.  hypermotility  is  apparent  in  treating  the  irritable  bowel  syndrome.  But 
overanxiety  is  often  perceived  as  one  of  the  related  factors  which  can  contribute  to  an  abnormal 
increase  in  motor  activity  in  the  colon.  When  both  factors  are  present,  Librax  may  be  a valuable 
adjunct  in  therapy. 

The  dual  nature  of  Librax 

As  an  adjunct  to  a therapeutic  regimen.  Librax  may  help  relieve  the  undue  anxiety  and  associated 
somatic  factors  that  can  contribute  to  the  exacerbation  of  irritable  bowel  syndrome.  Only  Librax 
combines  in  one  capsule  the  dependable  antispasmodic  action  of  Quarzan 8 (clidinium  Br)  and 
the  well-known  antianxiety  action  of  Librium ' (chlordiazepoxide  HC1). 

Up  to  8 capsules  daily  in  divided  doses 

According  to  individual  requirements.  1 or  2 capsules,  3 or  4 times  daily. 

Rx:  Librax  #35  for  initial  evaluation  of  patient  response  to  therapy. 
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spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  in- 
crease dosage:  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic 
function  Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psychiatric 
patients.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 


Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido-all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with 
chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urmary  hesitancy  and  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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The  proliferation  of  the  drug  culture  in  the  past 
decade  has  awakened  an  intense  search  for  the 
medical  and  psychologic  sequelae  of  drug  abuse. 
Although  virtually  every  organ  system  has  been 
assaulted  by  various  mixtures  of  opium  products 
and  diluents,1'4  the  association  of  primary  renal 
dysfunction  and  drug  addiction  had  not  been  re- 
ported prior  to  our  preliminary  observations.5 
The  purpose  of  this  report  is  to  suggest  an  associ- 
ation between  narcotic  addiction  and  nephrotic 
syndrome  in  young  adults.  The  initial  observa- 
tion of  a young  man  with  the  nephrotic  syndrome 
in  an  addict  rehabilitation  program  led  to  the  rec- 
ognition of  6 other  cases  of  nephrotic  syndrome  in 
addicts.  Other  physicians  subsequently  have  re- 
ported similar  cases.6  7 These  case  reports  suggest 
that  the  incidence  of  nephrotic  syndrome  in  the 
addict  population  is  greater  than  in  the  popula- 
tion at  large.  Despite  the  therapy  practiced,  the 
progression  of  the  disease  suggests  that  this  syn- 
drome in  drug  addicts  is  an  entity  with  a poor 
prognosis. 

Case  reports  (Table  I) 

Case  1.  A twenty-year-old  black  male  was  ad- 
mitted to  the  emergency  room  with  ankle  edema 
of  two-months’  duration;  he  had  been  in  good 
health  otherwise,  although  he  admitted  to  a daily 
use  of  heroin  for  over  a year.  The  blood  pressure 
was  124/76  mm.  Hg,  and  the  remainder  of  the 
physical  examination  findings  were  normal  except 
for  pedal  edema  arid  “track  marks’’  on  both  arms. 


Pertinent  laboratory  data  included  normal 
hemogram,  BUN  (blood  urea  nitrogen),  CR 
(serum  creatinine),  and  Ccr.  (creatinine  clear- 
ance) findings.  The  urinalysis  showed  a 4 plus 
proteinuria;  microscopic  examination  revealed  a 1 
to  2 RBC  (red  blood  cells),  a 2 to  3 WBC  (white 
blood  cells)  per  HPF  (high-power  field),  and  many 
hyaline  and  granular  casts  with  oval  fat  bodies. 
The  twenty-four  hour  urinary  protein  loss  was  14 
Gm.,  and  the  serum  protein  level  was  4 Gm.  per 
100  ml.,  with  1.4  Gm.  per  100  ml.  of  albumin. 
The  serum  cholesterol  level  was  628  mg.  per  100 
ml.,  and  the  antinuclear  antibody  titers  were  nor- 
mal. 

A percutaneous  renal  biopsy  showed  minimal 
segmental  glomerulonephritis  which  was  treated 
for  one  month  with  prednisone,  80  mg.  a day,  but 
protein  loss  continued  unabated.  The  prednisone 
was  gradually  withdrawn  and  azathioprine,  2.5 
mg. /Kg.  per  day,  was  administered  for  four 
months  with  no  response. 

The  patient  was  readmitted  nine  months  later 
in  terminal  renal  failure  with  hypertension,  ane- 
mia, and  a Ccr.  of  less  than  10  ml.  per  minute.  A 
repeat  renal  biopsy  showed  sclerosed  glomeruli 
with  advanced  membranous  changes  in  those 
glomeruli  not  totally  obliterated. 

Case  2.  A twenty-year-old  Puerto  Rican  male, 
previously  in  good  health,  was  found  to  have  ankle 
edema  while  an  inmate  in  a rehabilitation  center. 
The  patient  admitted  to  the  daily  use  of  intrave- 
nous cocaine  for  a one-year  period  but  denied  the 
use  of  heroin;  positive  physical  findings  were  lim- 
ited to  needle  marks  "on  the  arms  and  to  mild 
ankle  edema.  Laboratory  examination  revealed 
normal  hemogram,  BUN,  CR,  and  Ccr.  findings, 
and  the  urine  had  a 4 plus  protein,  no  RBC,  WBC 
per  HPF,  nor  hyaline  casts.  The  serum  albumin 
level  was  2 Gm.  per  100  ml.,  the  twenty-four  hour 
urinary  protein  loss  was  8.2  Gm.,  and  the  serum 
cholesterol  level  was  312  mg.  per  100  ml;  the  renal 
biopsy  showed  many  normal  glomeruli  with  rare 
segmental  proliferative  lesions. 

The  patient  was  first  treated  with  prednisone, 
80  mg.  per  day,  for  one  month  and  later  with  aza- 
thioprine, 2.5  mg. /Kg.  per  day,  for  four  months 
with  no  result;  he  was  then  discharged  from  the 
drug  rehabilitation  center  and  was  lost  to  follow- 
up. 

Case  3.  A twenty-two-year-old  black  female 
was  admitted  to  The  Staten  Island  Hospital  when 
a 4 plus  proteinuria  was  found  during  a routine 
urinalysis.  She  denied  previous  illness,  hut  ad- 
mitted to  intravenous  heroin  use  for  over  eighteen 
months.  The  physical  examination  findings  were 
normal  except  for  ankle' edema  and  needle  marks 
on  the  forearms  and  hands.  The  hemogram  find- 
ing was  normal  as  were  hepatic  function  tests, 
BUN,  CR,  and  Ccr.  findings;  the  serum  albumin 
level  was  2.3  Gm.  per  100  ml.  The  urine  had  4 
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TABLE  I.  Clinical  course  of  7 drug  addicts  with  nephrotic  syndrome 


Case 

umber 

Age 

tyeara) 

Sex 

Creatinine 
Clearance 
(ml.  per 
min.)* 

Blood 
Urea 
Nitrogen 
(mg.  per 
100  ml.) 

Cholesterol 
(serum) 
(mg.  per 
100  ml.) 

Albumin 
(serum) 
(Gm.  |>er 
100  ml.) 

Twenty -four 
Hour  Protein 
in  Urine 

(Gm.) 

Therapy 

Duration 

(months) 

Comments 

i 

20 

M 

110 

14 

628 

1.4 

14.0 

Prednisonef 
Azathioprine*  * 

1 

4 

No  response  to  therapy  and 
nine  months  later  was 
clinically  uremic  with  Ccr. 
of  8 ml.  per  min. 

2 

20 

M 

96 

16 

312 

2.0 

8.2 

Prednisonef 

Azathioprine** 

1 

4 

No  change  in  disease  param- 
eters during  five  months  of 
therapy 

3 

22 

F 

95 

12 

340 

2.3 

6.2 

Prednisonef 

i 

Kenal  function  and  protein- 
uria unchanged  after  one 
month,  then  lost  to  fol- 
low-up 

4 

20 

M 

115 

14 

420 

2.  1 

5.0 

Prednisonef 
Cyclophospha- 
midef  f 

1 

5 

After  seven  months  of 
therapy,  proteinuria  was 
increased  to  8.2  Gm.  per 
twenty-four  hours  and 
Ccr.  decreased  to  48  ml. 
per  min. 

5 

23 

M 

105 

20 

450 

2.5 

4.2 

Cyclophospha- 
midef  f 

3 

Status  unchanged  after  three 
months  of  cyclophospha- 
mide 

6 

22 

M 

54 

28 

256 

2.7 

6.3 

Cyclophospha- 
midef  f 

4 

No  improvement  in  protein- 
uria or  renal  function 

7 

19 

M 

48 

24 

368 

2.4 

4 0 

Prednisonef 

3 

No  response  to  prednisone 
and  died  of  renal  disease 
one  year  later 

* ml.  per  min.  = creatinine  clearance  measured  in  milliliters  per  minute,  using  a twenty-four  hour  urine  collection  and  standard  clearance  formula, 
t Prednisone  = prednisone  80  mg.  orally  per  day. 

**  Azathioprine  = azathioprine  2.5  mg.  per  kilogram  orally  per  day. 
tt  Cyclophosphamide  = cyclophosphamide  100  mg.  orally  per  day. 


plus  proteinuria,  doubly  retractile  fat  bodies,  but 
RBC,  WBC,  and  granular  casts  were  absent;  the 
twenty-four-hour  urine  protein  loss  was  6.2  Gm. 
A renal  biopsy  showed  minimal  focal  glomerulo- 
nephritis in  the  7 glomeruli  obtained. 

The  patient  was  treated  with  prednisone,  80 
mg.  per  day.  for  one  month  with  no  improvement. 
Although  lost  to  direct  follow-up.  a subsequent 
communication  months  later  from  a private  phy- 
sician indicated  that  the  patient  still  was  spilling 
large  amounts  of  protein  despite  continued  pred- 
nisone therapy. 

Case  4.  A twenty-year-old  black  male  was 
found  to  be  spilling  3 plus  protein  on  a screening 
test  done  on  admission  to  a rehabilitation  center; 
he  admitted  to  intravenous  heroin  use  for  eighteen 
months.  The  physical  examination  findings  were 
normal,  as  were  roentgenograms  of  the  chest  and 
an  electrocardiogram;  the  blood  pressure  was 
116/74  mm.  Hg.  The  laboratory  evaluation 
showed  normal  hemogram  and  hepatic  and  renal 
function  test  results;  the  serum  albumin  level  was 
2.1  Gm.  per  100  ml.  Twenty-four  hour  urinalyses 
showed  a daily  loss  of  5 Gm.  of  protein.  The  uri- 
nalysis revealed  a 4 plus  protein,  no  RBC  or  WBC 
per  HPF.  but  many  granular  and  waxy  casts,  as 
well  as  fat  bodies.  Antinuclear  antibody  titers 
and  the  serum  complement  levels  were  normal;  a 
renal  biopsy  demonstrated  focal  thickening  of  the 
basement  membranes  with  no  proliferative 
changes.  The  patient  was  treated  w'ith  predni- 
sone, 80  mg.  per  day,  for  one  month  with  no  im- 
provement in  his  proteinuria  or  hypoalbuminem- 
ia.  Prednisone  was  then  discontinued  and  the  pa- 


tient was  treated  for  six  months  on  cyclophos- 
phamide, 100  mg.  per  day,  orally.  Despite  cyclo- 
phosphamide therapy,  his  daily  urinary  protein 
loss  increased,  and  he  was  readmitted  to  the  hos- 
pital. The  CR  had  risen  to  1.7  mg.  per  100  ml., 
while  the  serum  albumin  level  remained  at  2 Gm. 
per  100  ml.  The  twenty-four  hour  urinary  protein 
excretion  was  7.5  Gm.  and  the  Ccr.  had  decreased 
to  48  ml.  per  minute. 

A repeat  renal  biopsy  showed  chronic  lobular 
glomerulonephritis.  Some  glomeruli  were  scler- 
osed, and  all  showed  some  areas  of  thickening  of 
the  glomerular  basement  membrane.  The  patient 
was  discharged  on  continued  cyclophosphamide 
therapy. 

Case  5.  A twenty-three-year-old  black  male 
was  found  to  have  a 4 plus  proteinuria  on  a rou- 
tine urinalysis  at  a narcotics  treatment  facility;  he 
had  used  heroin  intravenously  for  two  years. 

The  physical  examination  findings  were  normal, 
as  were  the  hemogram  and  the  blood  chemistries, 
except  for  a serum  albumin  level  of  2.5  Gm.  per 
100  ml.  and  a cholesterol  level  of  450  mg.  per  100 
ml;  the  serum  complement  level  and  antinuclear 
antibody  tests  wrere  normal.  A renal  biopsy 
showed  rare  focal  and  segmental  glomerulonephri- 
tis involving  5 out  of  20  glomeruli  scanned. 

The  patient  was  started  on  cyclophosphamide 
therapy,  100  mg.  per  day,  and  three  months  later 
there  was  no  change  in  protein  excretion. 

Case  6.  A twentv-year-old  black  male,  admit- 
ted because  of  proteinuria  found  during  a routine 
physical  examination,  acknowledged  a prolonged 
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daily  intravenous  use  of  heroin  until  two  months 
before  admission.  The  physical  examination  and 
the  hemogram  findings  were  normal,  but  there 
were  “track  marks’’  on  the  forearms  and  a trace  of 
ankle  edema.  The  CR  was  1.7  mg.  per  100  ml. 
and  the  BUN  varied  between  20  and  35  mg.  per 
100  ml.  The  total  serum  protein  level  was  6.3 
Gm.  per  100  ml.,  and  the  serum  albumin  level  was 
2.7  Gm.  per  100  ml.  Antinuclear  antibodies  and 
serum  complement  findings  were  normal.  The 
urine  contained  hyaline  and  granular  casts,  0 to  1 
RBC  and  1 to  2 WBC  per  HPF,  the  twenty-four- 
hour  protein  loss  was  6.3  Gm.  and  the  Ccr.  was  54 
ml.  per  minute. 

A kidney  biopsy  showed  normal  glomeruli  and  a 
slight  flattening  of  the  tubular  epithelium.  The 
patient  was  started  on  cyclophosphamide,  100  mg. 
per  day,  and  after  four  months  of  therapy  there 
was  no  change  in  the  protein  loss  or  the  Ccr. 

Case  7.  A previously  healthy  nineteen-year-old 
black  male,  admitted  because  of  4 plus  protein- 
uria found  on  a military  preinduction  physical  ex- 
amination, acknowledged  a prolonged  use  of  in- 
travenous heroin.  The  physical  examination  find- 
ings were  normal  except  for  some  healed  needle 
marks  on  both  forearms. 

The  BUN  was  24  mg.  per  100  ml.,  and  the  CR 
was  1.5  mg.  per  100  ml.,  with  a Ccr.  of  78  ml.  per 
minute.  The  total  serum  protein  level  was  6.8 
Gm.  per  100  ml.,  with  an  albumin  level  of  2.4  Gm. 
per  100  ml.  The  urine  showed  a 4 plus  protein- 
uria, no  RBC  or  WBC  per  HPF,  and  5 to  10  hya- 
line and  granular  casts.  The  serum  cholesterol 
level  was  368  ml.  per  100  ml.,  and  antinuclear 
antibody  titers  were  normal.  A renal  biopsy 
showed  advanced  lobular  glomerulonephritis  with 
basement  membrane  thickening  and  mesangial 
proliferation.  Crescents  were  noted  in  some  Bow- 
man’s capsules. 

The  patient  was  treated  with  prednisone,  80 
mg.  per  day,  but  had  no  response  after  three 
months  of  therapy.  He  was  then  lost  to  follow- 
up, but  was  reported  dead  of  renal  disease  one 
year  later  at  another  hospital. 

Results 

Seven  narcotic  addicts  between  the  ages  of 
nineteen  and  twenty-three  had  symptoms  of  the 
nephrotic  syndrome.8  The  male  predominance 
(86  per  cent)  reflected  the  male  incidence  in  the 
addict  population  at  large  and  in  the  drug  reha- 
bilitation programs  within  the  hospital  referral 
area.  The  twenty-four-hour  urinary  protein  loss 
in  each  patient  exceeded  3.5  Gm.  and  the  mean 
serum  albumin  level  was  decreased  to  2.1  Gm.  per 
100  ml.;  the  mean  serum  cholesterol  level  was  440 
mg.  per  100  ml.  (Table  I).  Six  of  the  7 patients 
were  discovered  after  routine  urinalyses  revealed 
significant  proteinuria,  and  mild-to-moderate 


pedal  edema  was  the  only  abnormal  physical  find- 
ing in  the  otherwise  asymptomatic  patients. 

Prior  to  treatment,  5 patients  had  normal  creat- 
inine clearance  and  2 patients  had  creatinine 
clearances  of  48  and  54  ml.  per  minute,  respec- 
tively. 

Percutaneous  renal  biopsies  were  performed  on 
all  patients.  Two  independent  pathologists  ex- 
amined all  biopsies  stained  with  hematoxylin  and 
eosin,  Masson  trichrome,  and  periodic  acid-Schiff 
stain. 

The  5 patients  with  normal  creatinine  clearan- 
ces had  either  normal  renal  biopsies  or  showed 
minimal  focal  or  segmental  glomerulonephritis  by 
light  microscopy.  Cases  6 and  7,  with  decreased 
creatinine  clearances,  were  found  to  have  flat- 
tened tubular  epithelium  and  advanced  lobular 
nephritis  with  crescent  formation  and  mesangial 
proliferation,  respectively. 

Four  of  the  5 patients  with  normal  renal  func- 
tion were  treated  initially  with  prednisone,  80  mg. 
per  day  orally,  for  at  least  one  month,  and  when 
no  decrease  in  the  twenty-four-hour  urinary  pro- 
tein excretion  was  noted,  a three-month  course  of 
therapy  with  azathioprine,  2.5  mg.  per  kilogram 
per  day  orally,  or  cyclophosphamide,  100  mg.  per 
day  orally,  was  substituted.  Case  5,  with  normal 
renal  function,  and  Case  6,  with  decreased  renal 
function,  were  treated  initially  with  cyclophos- 
phamide. During  the  study  period,  the  7 patients 
received  a total  of  5 courses  of  prednisone,  2 
courses  of  azathioprine,  and  3 courses  of  cyclo- 
phosphamide with  no  improvement  in  any  param- 
eter of  their  disease.  Cases  1 and  4 were  rebi- 
opsied  after  therapy  and  were  found  to  have  pro- 
gressive glomerulosclerosis.  Case  7 failed  to  re- 
spond to  prednisone  therapy  and  died  of  renal  dis- 
ease one  year  later  in  another  hospital. 

Comment 

No  firm  figures  are  available  on  the  incidence  of 
the  nephrotic  syndrome  in  the  general  population 
or  in  any  segments  thereof.  One  estimate  is  that 
it  is  less  than  1 case  per  100,000  population.9 
There  are  100,000  narcotic  addicts  known  to  the 
New  York  City  Narcotic  Register.10  The  7 cases 
in  this  report  and  in  those  of  other  physicians  ob- 
served during  a one-  to  two-year  period  of  time 
suggest  that  protein-losing  nephropathy  may  be 
more  common  in  narcotic  addicts  than  in  the  pop- 
ulation at  large.6,7  Four  of  the  patients  in  this  re- 
port were  under  supervision  in  a drug  rehabilita- 
tion program;  this,  therefore,  offered  a unique  op- 
portunity to  follow  both  the  courses  of  their  dis- 
ease and  their  responses  to  therapy.  The  initial 
renal  biopsy  in  6 of  the  7 patients  ranged  from 
normal  to  minimal-focal  or  segmental  nephritis. 
Lesions  of  this  type  in  this  age  group  carry  a fair 
prognosis  with  more  than  50  per  cent  of  these  pa- 
tients usually  responding  to  prednisone  or  immu- 


94  New  York  State  Journal  of  Medicine  / January  1974 — Parti 


nosuppressant  therapy.11  The  total  lack  of  re- 
sponse to  treatment  in  these  patients  was  striking. 
None  of  the  addicts  studied  had  any  complicating 
diseases;  they  were  all  screened  for  hepatitis,  bac- 
terial endocarditis,  and  other  complications  of 
heroin  addiction.  None  of  the  patients  had  the 
hypergammaglobulinemia  described  in  addicts, 
nor  were  gammaglobulin  deposits  found  in  the 
glomeruli  of  the  2 patients  studied  by  immunoflu- 
orescent  microscopy.1213  Antinuclear  antibody 
titers  were  not  increased,  and  serum  complement 
levels  were  normal  in  each  patient.  There  were 
no  clinical  features  nor  were  there  any  pathologic 
features  of  amyloidosis  or  renal  vein  thrombosis. 
No  antecedent  or  accompanying  thromboembolic 
phenomena  or  wide  fluctuations  in  the  proteinuria 
were  noted. 

Renal  biopsies  showed  no  fibrin  plugs  or  leuko- 
cyte stasis.14 

Seven  patients  with  nephrotic  syndrome  were 
treated  for  ample  periods  of  time  on  what  has 
been  considered  adequate  doses  of  prednisone, 
azathioprine,  or  cyclophosphamide  with  no  re- 
sponse in  their  proteinuria.  Four  of  these  pa- 
tients received  their  daily  medication  from  nurs- 
ing personnel  and  none  of  them  showed  any  re- 
sponse to  therapy.  Case  1 and  Case  4,  who  were 
rebiopsied,  showed  the  development  of  glomeru- 
losclerosis. The  absence  of  response  to  standard 
therapy  of  patients  in  this  age  group  is  both  un- 
usual and  ominous. 

The  exact  cause  of  the  syndrome  is  a mystery. 
Heroin,  itself,  does  not  seem  to  be  the  culprit 
especially  since  Case  2 admitted  only  to  the  use  of 
cocaine.  The  diluents  or  “cuts”  used  with  the 
narcotic  are  a possibility;  they  range  from  the 
usual  lactose  and  quinine  to  wall  plaster,  manni- 
tol, and  other  unknown  substances.  The  mecha- 
nism by  which  the  glomerulonephritis  develops  is 
also  unclear  and  perhaps  as  more  cases  are  identi- 
fied. the  cause  will  become  more  obvious.  There 
have  been  several  reported  cases  of  glomerulitis 
occurring  with  SH/AU  antigen  positive  hepati- 
tis.10-16 The  first  of  these  was  an  addict.  How- 
ever. none  of  the  patients  in  the  present  series  had 


clinical  hepatitis,  and  the  determinations  for 
SH/AU  antigen  were  negative. 

Due  to  the  widespread  use  of  intravenous  nar- 
cotics, the  physician  should  consider  this  syn- 
drome when  confronted  with  young  adult  nephrot- 
ic patients.  The  usual  therapeutic  armamentari- 
um, as  well  as  abstinence  from  intravenous  nar- 
cotics, does  not  appear  to  have  affected  beneficial- 
ly the  progressive  course  of  the  renal  disease  in 
these  patients. 

The  Staten  Island  Hospital 
101  Castleton  Ave. 

Staten  Island,  N.Y.  10301 
(DR.  HOFFMAN) 
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QUESTION  143.  Standard  chest  leads  (lower)  and 
chest  lead  taken  one  interspace  above  (upper).  What 
is  the  interpretation? 


QUESTION  144.  Standard  electrocardiogram  taken 
from  a seventy-four-year-old  male  admitted  in  conges- 
tive heart  failure,  receiving  digitalis  and  diuretics. 
What  is  the  diagnosis? 
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ELUCIDATION 


Electro- 
cardiograms 
of  the  Month 


Question  143.  The  standard  V leads  reveal  a 
deep  but  narrow  Q wave  in  V2.  The  T waves  are 
normal.  Such  a Q wave  is  usually  indicative  of 
mteroseptal  infarction.  Leads  taken  one  inter- 
space above  or  below  the  standard  position  may 
help  to  confirm  this  diagnosis.  In  the  upper  trac- 
ings. leads  taken  one  interspace  above,  there  is  a 
deep  Q preceding  a small  r in  V2  and  a deep  Q in 


Vt  confirming  the  diagnosis  of  anteroseptal  infarc- 
tion. 

Question  144.  P waves  are  not  clearly  seen  in 
frontal  plane  leads.  Atrial  activity  is  seen  be- 
tween the  QRS  complexes  in  Vi  and  V2.  The  ter- 
minal portion  of  the  QRS  appears  distorted  and 
prolonged  in  these  leads.  This  distortion  is  due  to 
another  P wave  equidistant  between  the  other 
clearly  identifiable  P waves.  The  rhythm  is  atrial 
tachycardia,  at  a rate  of  192  with  2:1  heart  block. 
In  VK,  the  degree  of  block  changes  since  the  R-R 
interval  is  shorter.  Atrial  tachycardia  with  vary- 
ing block  is  often  a sign  of  digitalis  toxicity. 

There  is  a small  r in  Vu  a Qs  in  V2,  and  a QR  in 
V indicative  of  anteroseptal  infarction  of  indeter- 
minate age. 


New  Year  resolutions 


When  you  get  around  to  making  those  annual  New 
Year’s  resolutions  for  a bigger  and  better  and  safer  and 
wiser  1974,  don’t  forget  about  your  health  and  the  health 
i>f  your  family. 

The  American  Medical  Association  suggests  you  ask 
/ourself  a few  questions  at  the  beginning  of  the  New 
Year — 

How  long  has  it  been  since  I had  a really  thorough 
ohysical  examination?  How  long  since  the  others  in  my 
amily  have  had  a proper  checkup? 

How  long  has  it  been  since  all  of  us  have  had  a visit 
with  the  dentist? 

How  many  of  us  in  the  family  are  definitely  top  fat? 
Dr  too  thin? 

How  long  since  the  family  has  been  immunized  against 
he  diseases  that  still  can  hit  the  unprotected?  Such  as 
measles  and  polio. 

Do  all  of  us  in  the  family  get  enough  regular  exercise? 
Exercise  that  is  vigorous  enough  to  stretch  the  muscles 
ind  set  the  heart  pumping  a little  faster? 


How  long  has  it  been  since  we  had  our  eyes  checked 
and  the  prescription  changed  for  specs  for  those  of  us  who 
need  them? 

How  long  since  we  made  an  objective  safety  survey  of 
our  household?  Are  there  piles  of  trash  in  the  closet,  or 
other  fire  hazards?  Is  there  a handrail  and  nonskid 
carpet  on  the  stairs,  and  are  the  stairs  well  lighted  and 
clear  of  toys  and  other  debris?  Are  household  cleansers, 
chemicals,  medical  supplies  kept  in  tight  containers,  out 
of  reach  of  children? 

Is  there  someone  in  the  family  with  a chronic  ailment 
such  as  diabetes,  epilepsy,  arthritis,  who  hasn’t  been 
back  recently  for  a checkup? 

This  list  could  go  on  for  many  pages.  These  are  sim- 
ple, basic  questions,  but  they  can  be  of  vital  importance 
to  safeguarding  the  health  of  your  family. 

Most  of  these  questions  you  can  answer  yourself.  If 
you’re  not  satisfied  with  your  answers,  or  if  you  are  un- 
certain, it  may  be  time  to  see  your  doctor  and  ask  his 
guidance.  He’ll  most  likely  ask  you  even  more  ques- 
tions, that  you  wouldn’t  think  about  asking  yourself. 

Protecting  your  family’s  health  could  well  be  your 
most  important  resolution  of  them  all  for  the  year  1974. 
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Special  Articles 


Editor’s  Note.  By  the  late  1960s  the  municipal  hospital  system  of  the  City  of  New 
York  was  facing  a major  crisis  in  delivering  health-care  services  which  was  brought  on 
by  many  years  of  neglect  with  totally  inadequate  budgets.  The  affiliation  agreements 
“ pairing ” municipal  hospitals  with  either  voluntary  hospitals  or  medical  schools  plus 
the  infusion  of  millions  of  dollars  did  much  to  improve  the  quantity  and  quality  of  phy- 
sician manpower  in  the  city  hospitals.  The  latter  just  proves  Herman  Bigg’s  motto 
that  “ health  is  purchaseable”  rather  than  that  there  is  wondrous  magic  in  affiliation 
per  se.  Nor  is  it  appropriate  to  infer  that  the  only  solution  to  the  problem  was  in  affili- 
ation, since  it  was  imposed  without  any  parallel  controls  or  other  means  and  trials. 
However,  public  facilities  were  still  faced  with  advanced  decaying  physical  plants  and 
archaic  administrative  systems.  Resource  allocation,  staffing,  revenue  collection,  and 
budgeting  were  haphazard  and  contributed  to  the  inefficiency,  underfinancing,  and 
poor  service.  The  efforts  of  dedicated  and,  for  the  most  part,  competent  public  admin- 
istrators were  thwarted  by  an  extremely  intricate  maze  of  bureaucratic  procedures 
which  had  to  be  circumvented,  in  many  instances,  to  run  the  system.  Individuals  with 
acute  episodic  conditions  probably  received  technically  superior  care,  although  all  but 
insurmountable  barriers  retarded  the  effective  delivery  of  primary,  particularly  preven- 
tive, as  well  as  chronic  and  mental  health  services.  At  most,  the  affiliation  program 
must  be  viewed  as  an  initial  stopgap  measure;  it  did  not  appreciably  alter  the  basic  or- 
ganizational, financial,  or  delivery  patterns  within  the  municipal  hospital  system. 

Since  then  the  Health  and  Hospital  Corporation  was  created,  and  the  important 
question  has  been  raised,  “ Has  patient  care  been  improved  as  a result  of  this  pyra- 
miding expense  and  complex  reorganization?” 


Organization  and 
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New  York  City’s  medical  resources  are  un- 
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matched  anywhere  in  the  world.  It  has  4 per  cent 
of  the  nation’s  population,  but  9 per  cent  of  its 
physicians.  More  than  $4  billion  are  spent  annu- 
ally in  New  York  City  for  health  care;  over  a 
quarter  of  this  amount  is  allocated  by  the  city  it- 
self. One  out  of  20  people  who  are  employed  in 
New  York  City  work  in  health  or  health-related 
fields.1  Hospital  care  in  New  York  City  is  deliv- 
ered by  80  nonprofit  voluntary  facilities  with 
27,000  beds,  19  municipal  facilities  with  17,000 
beds,  and  36  proprietary  hospitals  with  4,800 
beds.  Voluntary  and  municipal  hospitals  alone 
provide  93  per  cent  of  the  inpatient  care  and  an 
even  larger  percentage  of  the  hospital-based  out- 
patient care.  Compared  with  the  nation’s  othei 
large  municipalities,  New  York  City  provides  th< 
most  hospital  beds  and  the  highest  public  finan 
cial  contribution  per  capita  for  hospital  care. 
The  City  of  New  York  operates  a wide  variety  o 
specialty  clinics,  26  health  centers  operated  by  th< 
Department  of  Health,  and  numerous  Departmen 
of  Welfare  clinics  which  service  public  assistano 
recipients.  The  city  also  supports  and  supervises 
through  its  Community  Mental  Health  Board 
mental  health  inpatient  and  outpatient  services  ii 
municipal  and  voluntary  institutions  and  agen 
cies.  Over  40,000  city  employees,  about  17  pe 
cent  of  all  municipal  workers,  are  employed  in  th 
health  care  sector. 

Despite  this  concentration  of  manpower  am 
faculties,  hundreds  of  thousands  of  New  Yorker 
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lo  not  receive  adequate  health  care.  To  help 
ueet  the  challenge  of  providing  adequate  health 
are  services  to  the  population  of  the  nation’s 
irgest  metropolitan  area,  on  July  1,  1970,  the  city 
nd  State  government  established  the  New  York 
'ity  Health  and  Hospitals  Corporation  to  assume 
iirect  operating  responsibility  for  the  city’s  mu- 
licipal  hospital  system.  During  the  three  years  of 
ts  existence  the  corporation  has  been  subject  to  a 
Towing  amount  of  scrutiny  from  health  profes- 
ionals,  scholars,  the  public  at  large,  and  its  own 
xecutive  personnel.  Perhaps  the  second  anniver- 
ary  of  this  unique  experiment  is  the  proper  time 
o reflect  back  on  the  historical  antecedents  pre- 
ipitating  the  need  for  reorganizing  the  public  de- 
ivery  of  medical  care  in  New  York  and  to  assess 
>oth  the  structure  and  results  of  that  reorganiza- 
ion.  This  series  of  articles  proposes  to  do  just 
hat. 

background 

The  present  configuration  of  New  York  City 
nunicipal  hospitals  had  its  origins  in  seventeenth 
entury  New  Amsterdam  where  almshouses  pro- 
ided  the  only  source  of  bed  care  for  the  indigent, 
t limited  number  of  public  dispensaries  provided 
utpatient  and  pharmacy  care  for  the  ambulatory 
ndigent.  The  financially  solvent  individual, 
lowever,  provided  his  own  drugs  and  was  treated 
t home.  The  immediate  forerunner  of  the  mu- 
licipal  hospital,  Bellevue  Infirmary,  was  founded 
n 1736.  As  medicine  advanced  and  essential 
quipment  became  expensive  and  consequentially 
carce,  a system  of  voluntary  hospitals  jointly 
upported  by  private  funds,  philanthropy,  and  pa- 
ient  fees  developed  separately  from  publicly 
unded  charity  hospitals. 

Voluntary  hospitals,  although  primarily  en- 
aged  in  providing  health  services  for  the  self-sup- 
>orting  patient,  continued  the  tradition  of  care  for 
he  needy.  Because  of  the  leeway  allowed  by 
heir  charters  and  the  availability  of  divergent 
ources  of  funds,  voluntary  hospitals  were  able  to 
xpand  their  function  beyond  patient  care.  Since 
he  1940s,  many  voluntary  hospitals  have  increas- 
ingly emphasized  basic  medical  research  and  the 
raining  of  numerous  categories  of  health  man- 
tower.  Indigent  patients  with  difficult  or  inter- 
sting medical  problems  were  often  given  priority 
or  admission  to  voluntary  hospitals;  less  inter- 
sting cases  were  frequently  turned  away  or  trans- 
pired to  municipal  hospitals  which,  since  1942, 
ad  to,  by  law,  accept  all  cases.3  The  semi-in- 
titutionalized  practice  of  turning  away  “uninter- 
sting” patients  from  voluntary  hospitals  forced 
he  New  York  State  Legislature  to  pass  a law  in 
969  making  it  illegal  for  any  such  facilities  to  re- 
Jse  services  to  seriously  ill  patients,  whatever 
heir  financial  status.4 

After  World  W'ar  II,  fiscal  priorities  began  to 
hift,  and  the  city  allocated  a decreasing  propor- 


tion of  its  total  fiscal  resources  to  municipal  hos- 
pitals. Since  the  effects  of  inadequate  budgets 
are  slow  to  materialize  and  are  even  more  slowly 
perceived  by  the  public,  inadequate  funds  contin- 
ued to  be  channeled  to  the  hospitals  year  after 
year.  Additionally,  checks  built  into  city  hiring 
and  money-disbursement  machinery  were  stifling. 
The  immediate  demand  for  increasingly  sophisti- 
cated personnel  and  equipment  could  be  fulfilled 
only  after  a considerable  lag  time.  The  combina- 
tion of  private  philanthropy  and  some  public  sup- 
port, however,  enabled  voluntary  hospitals  to  in- 
vest large  sums  of  money  in  new  construction, 
equipment,  and  research  projects.  Some  volun- 
tary hospitals  developed  medical  schools  (for  ex- 
ample, the  Mount  Sinai  School  of  Medicine  in 
Manhattan)  or  associated  themselves  with  medi- 
cal schools  (for  example,  the  affiliation  between 
Montefiore  Hospital  and  the  Albert  Einstein 
School  of  Medicine  in  The  Bronx).  Many  of  the 
voluntary  hospitals  were  able  to  design  and  subse- 
quently implement  expensive  programs  in  post- 
graduate medical  education  and  nursing  educa- 
tion. Physicians  who  desired  research  and/or 
teaching  opportunities,  and  who  wanted  a simul- 
taneous appointment  on  the  staff  of  a recognized 
medical  school,  tended  to  gravitate  to  the  volun- 
tary hospitals.  The  voluntary  hospitals  had  con- 
siderable flexibility  whereas  city  hospitals  had  lit- 
tle. 

Throughout  the  fifties  and  sixties,  an  increas- 
ingly short  supply  of  individuals  with  certain 
paramedical  and  technical  skills  (that  is,  radiolo- 
gy' technicians,  inhalation  therapists,  laboratory 
technicians,  and  so  forth)  also  developed.  The 
municipal  hospitals  were  slow  to  initiate  their  own 
paramedical  training  programs.  When  a limited 
number  of  training  programs  were  initiated,  city 
hospitals  often  failed  to  require  a mandatory  em- 
ployment period  in  return  for  salaried,  tuition-free 
training,  as  was  the  general  practice  in  the  volun- 
tary hospitals.  The  result  was  that  they  experi- 
enced a relatively  greater  shortage  of  paramedical 
personnel  than  did  voluntary  hospitals.  The 
shortage  of  trained  supporting  staffs  severely 
hampered  municipal  hospitals  in  delivering  ade- 
quate patient  care. 

Origin  of  affiliation  agreements 

During  the  late  1940s  and  early  1950s,  when  the 
development  of  medical  science  and  technology 
required  increasingly  greater  investments  in  so- 
phisticated capital  equipment,  the  voluntary  hos- 
pitals made  such  investments  while  the  city’s  mu- 
nicipal hospital  system  did  not.  The  cumulative 
effect  of  poor  and  outmoded  equipment,  loss  of 
prestige,  inadequate  compensation,  poor  planning, 
and  the  lack  of  administrative  responsiveness  re- 
sulted in  the  inability  to  attract  and  retain  com- 
petent full  and  part-time  teaching  and  supervisory 
staffs. 
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This,  in  turn,  resulted  in  a chronic  inability  to 
attract  capable  interns  and  residents  who  render 
the  greatest  proportion  of  routine  medical  care  in 
municipal  hospitals.  In  addition  to  problems  cen- 
tering on  the  lack  of  medical  staff,  there  were 
problems  involving  the  shortage  of  nurses  and 
other  auxiliary  personnel. 

In  February,  1959,  then  Mayor  Robert  Wagner, 
Jr.,  appointed  the  Commission  on  Health  Ser- 
vices. The  commission,  directed  to  study  the  mu- 
nicipal delivery  of  health  services  in  New  York 
City,  was  chaired  by  David  Heyman,  a founder  of 
the  Health  Insurance  Plan  of  Greater  New  York 
and  a former  member  of  the  board  of  hospitals, 
the  policy-making  body  of  the  Department  of 
Hospitals.  The  commission’s  executive  director 
was  Ray  E.  Trussed,  M.D.,  dean  of  the  Columbia 
University  School  of  Public  Health.  Dr.  Trussed 
later  served  as  commissioner  of  hospitals  from 
March,  1961,  to  July,  1965.  The  commission  was 
comprised  of  individuals  with  the  following  affilia- 
tions: 11  administrators  or  trustees  of  voluntary 

hospitals,  hospital  associations,  or  nonprofit  re- 
search institutes;  2 from  health-related  founda- 
tions; 2 medical  school  faculty  members;  1 repre- 
sentative of  the  Health  Insurance  Plan  of  New 
York;  3 public  health  officials;  1 former  head  of  a 
visiting  nurse  service;  3 county  medical  society 
leaders;  7 financial  or  business  leaders;  5 govern- 
mental oflicials  occupying  nonhealth-related  posi- 
tions; a president  of  a private  university;  1 promi- 
nent women’s  leader;  and  a labor  union  official.5 
Thus  it  appeared  that  the  commission  was  com- 
prised primarily  of  a rather  specialized  coalition  of 
voluntary  hospital  interests  and  their  philan- 
thropic supporters  plus  an  assortment  of  public 
health  and  medical  school  leaders. 

The  commission  findings  reported  that  the 
medical  care  delivered  by  most  of  the  municipal 
hospitals  not  affiliated  with  a medical  school 
which  included  all  city  facilities  except  Bellevue 
Hospital,  Kings  County  Hospital,  Metropolitan 
Hospital,  and  Bronx  Municipal  Hospital,  was  pri- 
marily entrusted  to  foreign-educated  physicians 
with  little  direct  supervision  by  a capable  attend- 
ing staff.6  The  report  also  noted  that  a significant 
number  of  municipal  hospital  residency  training 
programs  had  lost  their  American  Medical  Associ- 
ation approval.  The  commission  recommended 
that  medical  school  affiliation  be  extended  to 
more  municipal  hospitals  to  improve  services  ren- 
dered. 

The  commission  noted  that  the  quality  of  pa- 
tient care  was  directly  related  to  the  number  of 
certified  specialists  on  the  staff,  the  amount  of 
full-time  supervision  of  interns  and  residents,  the 
proportion  of  the  house  staff  that  was  domestical- 
ly educated,  and  the  degree  of  participation  in  ac- 
ademic research  and  teaching  programs.  The 
commission  found  that  efficiency  could  be  im- 
proved by  closing  the  least  adequate  municipal 


hospitals  and  by  bringing  the  remaining  ones  into 
the  voluntary  hospital-medical  school  system.7 

The  performance  of  many  foreign  medical  grad- 
uates staffing  the  municipal  hospitals  appeared  to 
be  hampered  by  both  inferior  medical  education 
and  language  problems.  With  a dearth  of  capable 
attending  staff  to  train  them,  these  physicians 
worked  under  conditions  which  severely  handi- 
capped both  their  opportunity  to  learn  and  their 
ability  to  provide  adequate  patient  care.  The 
language  barriers  effectively  isolated  these  physi- 
cians from  the  local  medical  community  as  well  as 
from  their  patients.  During  this  period,  the 
ECFMG  (Educational  Council  for  Foreign  Medi-  i 
cal  Graduates)  was  created  and  it  subsequently  j 
developed  an  examination  to  determine  the  lan- 
guage and  professional  competency  of  foreign-  1 
trained  interns  and  residents.  During  1960,  the  : 
AMA  (American  Medical  Association)  announced 
that  only  house  staff  who  passed  this  examination 
would  be  allowed  to  provide  direct  patient  care  j 
after  January  1,  1961.  The  AMA  threatened  hos-  i 
pitals  with  loss  of  accreditation  if  this  ruling  was  1 
disregarded.  The  ruling  produced  a crisis  in  J 
many  municipal  hospitals  because  a substantial 
number  of  the  foreign-educated  house  staff  had  al- 
ready failed  the  ECFMG  examination  one  or  more  i 
times.  In  early  1961,  large  segments  of  the  house 
staffs  in  some  municipal  hospitals  were  forced  tc  j 
relinquish  all  patient-care  responsibilities.  One 
facility,  Greenpoint  Municipal  Hospital,  suspend  ! 
ed  all  inpatient  care  activities.  In  March,  1961 
Mayor  Wagner  appointed  Dr.  Trussed  commis . j 
sioner  of  hospitals  with  instructions  to  broadei  ; 
the  affiliation  of  municipal  hospitals  with  volun  ' 
tary  facilities  to  increase  the  integration  of  theS'  I 
two  sectors. 

Dr.  Trussed  immediately  began  contractin 
with  voluntary  hospitals  and/or  medical  school  j 
to  provide  medical  and  auxiliary  services  for  mi 
nicipal  facilities;  the  initial  affiliation  contracl  j 
were  generally  written  for  three-year  period;  j 
Under  these  agreements,  the  city  paid  voluntar 
affiliate  institutions  a fixed-dollar  amount  to  I 
used  for  salaries,  “fringe  benefits,  emergency  pu 
chases,  administrative  expenses,  and  other  e: 
penses."  The  affiliate  also  received  a 10  per  cei 
overhead  allowance  for  indirect  expenses.  T1 
salaries  allocated  in  accordance  with  the  contra 
were  for  personnel  hired  by  the  affiliate  in  depar 
ments  the  affiliate  was  to  supervise  and  operat 
Contracts  varied  but  generally  included  the  pr 
vision  of  professional  services  such  as  intern 
medicine,  surgery,  radiology,  pathology,  obstetri 
and  gynecology,  pediatrics,  and  outpatient  s< 
vices  including  ambulatory  and  emergency  roo  J 
In  add  it  ion,  ancillary  services  such  as  medical  n 
ords,  social  services,  and,  in  some  cases,  psych 
try  were  generally  included.  The  city  continul  i 
its  responsibility  for  staffing  and  operating  the  • j 
maining  hospital  services,  for  example,  nursii, 
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dietary,  maintenance,  plant  operations,  house- 
keeping, and  so  forth.* 

Because  of  the  impossibility  of  estimating  the 
true  cost  of  the  affiliate  services  to  be  provided  in 
the  municipal  hospitals,  contracts  were  originally 
negotiated  with  a great  degree  of  flexibility. 
Emergency  equipment  expenditures  were  limited 
to  $2,500  per  purchase  with  an  annual  ceiling  of 
$100,000  per  facility.  In  many  instances  the 
$100,000  ceiling  was  reduced  to  $50,000  in  the  sec- 
ond and  subsequent  years  of  the  contract.  Such 
items  as  “administrative  expenses”  and  “other 
expenses”  were  not  clearly  defined  which  resulted 
in  considerable  confusion  and  a wide  diversity  of 
interpretation.8  The  actual  expenses  incurred 
were  much  greater  than  either  party  anticipated, 
and  costs  skyrocketed.  Flexibility  was  lost  be- 
cause of  this  unexpected  demand  on  city  funds. 
Contracts  were  typically  renewed  on  the  basis  of 
a predetermined  percentage  increase  unrelated  to 
the  realistic  program  needs  of  the  municipal  insti- 
tution; in  fact,  program  needs  were  rarely,  if  ever, 
determined. 

Affiliation-city  administrative  problems 

The  affiliation  contracts  created  a number  of 
serious  and  unexpected  administrative  problems 
for  the  individual  municipal  hospitals.  By  divid- 
ing the  operation  of  the  hospital  between  the  affil- 
iated institution  and  the  Department  of  Hospitals, 
a confusion  of  responsibility  and  a diffusion  of  au- 
thority developed.  The  affiliate  was  responsible 
for  the  operation  of  certain  hospital  services,  and 
it  hired  and  supervised  personnel  for  these  depart- 
ments. The  affiliate  was  typically  represented  by 
an  affiliation  administrator  and  his  staff  all  of 
whom  occupied  space  in  the  municipal  institution. 
The  Department  of  Hospitals  was  represented  by 
the  city-hospital  administrator  who  was  also  as- 
sisted by  a full  complement  of  staff.  Although 
theoretically  responsible  for  the  whole  hospital, 
the  city  hospital  administrator  had  little  control 
over  either  affiliation  personnel  or  activities.  The 
affiliation  contract  reduced  the  city  hospital  ad- 
ministrator’s control  so  that  only  nonprofessional 
services  reported  to  him.  Nevertheless,  he  was 
expected  to  be  a watchdog  over  the  funds  provid- 
ed by  the  city  to  the  affiliate.  Thus,  the  basic  de- 
cision-making focus  in  the  municipal  hospitals 
shifted  radically  to  the  voluntary  sector. 

The  primary  responsibility  of  the  affiliate  was 
the  operation  of  the  professional  medical  and  den- 
tal services.  Full-time  chiefs  of  services  headed 
these  municipal  hospital  departments  and  hired 
additional  physicians  as  required.  Most  of  the 
chiefs  of  services  were  affiliation  personnel  and 
were  paid  through  the  affiliation  payroll.  They 

* In  the  affiliation  between  Montefiore  Hospital  and  Medi- 
cal Center  and  Morrisania  (Municipal)  Hospital  the  nursing 
service  function  was  assumed  by  the  affiliate  Montefiore.  In 
all  other  affiliation  agreements  nursing  service  remained  the 
responsibility  of  the  city. 


brought  their  administrative  problems  to  the  affil- 
iation administrator  and  not  the  city  hospital  ad- 
ministrator. Each  chief  of  service  working  in  an 
affiliated  city  hospital,  regardless  of  whether  he 
was  an  affiliation  or  city  employee,  had  a con- 
tractually authorized  physician  “Director  of  Ser- 
vice” who  supervised  the  chief’s  activities  and  the 
operation  of  his  service.  This  individual  was  paid 
primarily  by  the  voluntary  affiliate,  and,  since  he 
was  physically  located  in  the  voluntary  institu- 
tion, his  only  ready  communication  lines  were 
with  the  voluntary  affiliate’s  administrative  staff. 

The  affiliation  contracts  contained  numerous 
provisions  regarding  the  employment  of  profes- 
sional and  nonprofessional  personnel.  Qualifica- 
tions were  enumerated  and  allowances  made  for 
individuals  already  employed  in  the  municipal 
hospital  system.  Employees  already  employed  in 
city  hospitals  before  affiliation  had  the  opportuni- 
ty to  transfer  to  the  affiliation  payroll.  This  gen- 
erally meant  an  increase  in  pay,  although  the 
employees’  work  responsibilities  usually  remained 
unchanged.  The  salary  increases  were  designed 
to  compensate  employees  for  their  loss  of  civil  ser- 
vice protection  and  benefits;  such  transfer  provi- 
sions were  advantageous  to  the  affiliate,  because, 
under  these  “cost  plus”  contracts,  the  affiliate  re- 
ceived a 10  per  cent  overhead  allowance  on  all  ex- 
penditures. If  an  employee  chose  to  remain  on 
the  city  payroll  or  was  not  offered  employment  by 
the  affiliate,  the  worker  ostensibly  was  protected 
against  discharge.  However,  contracts  gave  the 
voluntary  affiliate  the  right  to  request  that  civil 
service  employees  be  transferred  to  other  hospitals 
with  the  approval  of  the  hospital  commissioner. 
Since  the  salaries  of  city  employees  were  paid  by 
the  Department  of  Hospitals,  the  salaries  of  non- 
transferring employees  plus  10  per  cent  were  de- 
ducted from  the  payments  given  to  the  affiliates. 
Financial  arrangements  encouraged  employees  to 
transfer  to  the  affiliation  payroll  since  the  salary 
level  on  the  affiliation  payroll  was  in  no  way  con- 
trolled by  the  city  and  was  unrelated  to  the  salary 
offered  by  the  city.  In  one  instance  a direct  city 
salary  level  of  $12,500  was  driven  up  to  a reported 
level  of  $27,500  under  the  affiliation.9  Additional- 
ly, the  budget  deductions  made  for  employees  who 
did  not  transfer  from  city  to  affiliation  employ- 
ment encouraged  the  affiliates  to  ask  for  involun- 
tary transfers  of  personnel  who  attempted  to  re- 
tain old  loyalties  and  pension  rights,  even  though 
the  transfer  might  be  detrimental  to  the  function- 
ing of  the  hospital. 

One  observer  noted  that  the  affiliation  program 
was  never  really  a plan  in  the  sense  of  being  a spe- 
cific, detailed,  programmatic  system  of  goals  on  a 
city-wide  basis  but  was  more  of  a loose  delegation 
of  planning  and  operating  authority  to  various 
private-sector  institutions.10  There  was  apparent- 
ly little  effort  made  to  develop  a thorough  medical 
auditing  process  to  gauge  and  promote  high  stan- 
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dards  of  medical  care  performance  throughout  all 
the  municipal  hospitals. 

Selection  of  voluntary  institutions 

The  affiliation  program  was  an  effort  to  improve 
the  quality  of  patient  care  and  to  correct  other  de- 
ficiencies in  the  municipal  hospitals  by  turning  to 
the  voluntary  hospitals  and  medical  schools  for 
assistance  in  staffing  and  managing  certain  areas 
of  hospital  function.  It  would  have  been  expected 
that  only  institutions  which  were  stronger  than 
the  city  hospitals  would  be  chosen.  In  the  rush  to 
complete  affiliation  agreements  there  was  no  long- 
range  planning,  no  effort  made  to  coordinate  ser- 
vices or  to  avoid  duplication.  Dr.  Trussed  stated, 
“Some  of  these  contracts  and  budgets  went 
through  without  my  ever  seeing  them,  and  I am 
now  living  with  some  of  the  errors  which  were 
made,  and  trying  to  pull  the  loose  ends  back  to- 
gether again.”  11 

Voluntary  hospitals  which  were  not  attracting 
American-educated  house  staff  to  their  own  insti- 
tutions were  now  being  paid  by  the  city  to  accom- 
plish for  the  municipal  affiliates  what  they  were 
unable  to  do  for  themselves.  Examples  were  the 
Misericordia  and  Mary  Immaculate  Hospital  affil- 
iations with  Fordham  Hospital  and  Queens  Gen- 
eral Hospitals  respectively.  Both  voluntary  hos- 
pitals were  weak,  maintained  no  formal  ties  with 
any  medical  school,  and  had  limited  training  pro- 
grams. Although  the  actual  affiliation  contract 
elucidated  the  importance  of  approved  residency 
training  programs,  voluntary  hospitals  which  had 
no  such  programs  were  contracted  to  provide 
them  for  municipal  hospitals.  Furthermore,  city 
hospitals  were  affiliated  with  voluntary  institu- 
tions which  were  considerably  smaller  in  size, 
lacked  a large  community  base,  had  relatively 
small  ambulatory  services,  and  generally  did  not 
have  the  experience  profile  and  orientation  needed 
to  aid  municipal  hospitals. 

In  the  initial  rush  to  attempt  to  affiliate  as 
many  of  the  municipal  hospitals  as  possible  there 
seemed  to  be  no  regard  for  geographic  proximity 
and  program  or  community  needs,  and  many  affil- 
iation agreements  were  later  changed  for  this  rea- 
son. The  Mount  Sinai  Hospital  in  Manhattan 
was  initially  affiliated  with  Greenpoint  Hospital 
in  Brooklyn  but  later  left  Greenpoint  to  affiliate 
with  Elmhurst  City  Hospital  in  Queens.  During 
and  after  Mount  Sinai’s  move  from  Greenpoint 
Hospital,  there  were  accusations  of  removal  of 
municipal  hospital  equipment  to  Mount  Sinai. 
The  truth  of  these  accusations  was  never  verified 
since  Brooklyn  .Jewish  Hospital,  which  had  been 
affiliated  with  Cumberland  Municipal  Hospital 
and  later  moved  to  Greenpoint  to  replace  Mount 
Sinai,  never  investigated  these  matters.12  The 
“game”  of  musical  affiliations  continued  when 
Brooklyn  Hospital  replaced  Brooklyn  Jewish  Hos- 
pital at  Cumberland  Municipal  Hospital.  Be- 
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cause  of  unsatisfactory  performance  by  a single 
provider,  Queens  General  Hospital  is  now  affili- 
ated with  three  institutions,  all  of  which  maintain 
an  administrative  presence,  and  all  of  which  are 
reimbursed  by  the  city.  Only  one  of  these  hospi- 
tals is  affiliated  with  a medical  school.  Just  re- 
cently, Long  Island  Jewish  Hospital  and  Hillside 
Hospital,  both  represented  at  Queens  General, 
have  merged.  Presumably,  this  will  reduce  some 
of  the  confusion  at  Queens  General. 

In  the  process  of  switching  affiliated  voluntary 
institutions  the  city  canceled  the  affiliation  of  Co- 
lumbia University’s  College  of  Physicians  and 
Surgeons  and  Cornell  University  Medical  College 
with  Bellevue  Hospital.  Columbia  then  expanded 
and  strengthened  its  ties  with  Harlem  Hospital, 
while  Cornell  abandoned  the  municipal  system  al- 
together and  transferred  its  affiliation  to  the 
North  Shore  Hospital  located  outside  of  New  York 
City. 

By  the  end  of  1965,  the  municipal  hospital  sys- 
tem had  established  a rather  diverse  arrangement 
of  affiliation  agreements;  several  examples  are  as 
follows: 

1.  One  municipal  facility  without  an  affiliation 
agreement,  Sydenham  Hospital. 

2.  Agreements  with  medical  schools  initially  not 
covering  all  professional  services  but  establishing 
“access”  to  patient  populations  for  teaching  purposes 
in  return  for  providing  services  to  the  municipal  hos- 
pital’s surrounding  community. 

3.  Coverage  agreements  for  a broad  scope  of  pro- 
fessional services  but  a lesser  range  of  ancillary  ser- 
vices, for  example,  Greenpoint  Hospital. 

4.  Broad  affiliation  responsibility  including  activi- 
ties such  as  social  services,  medical  records,  and 
speech  and  hearing  services,  for  example,  Elmhurst 
Hospital. 

5.  Proposed  physical  merger  of  affiliates  on  a com- 
mon medical  campus. 

6.  Full  operational  responsibility  for  all  profession- 
al and  auxiliary  services  turned  over  to  the  affiliating 
voluntary  hospital  and  physical  merger  projected 
through  relocation  and  new  construction,  for  exam- 
ple, Morrisania  Hospital. 

In  1966,  under  the  leadership  of  Howard  Brown, 
M.D.,  the  city’s  first  health  services  administra- 
tor, the  affiliation  agreements  were  expanded  to 
cover  a greater  variety  of  activities. 

Operation  of  affiliation  program 

A State  Commission  of  Investigation  stud/, 
conducted  in  the  middle  of  1969,  found  many 
practices  that  while  not  contractually  irregular 
violated  the  intent  of  the  affiliation  agreements. 
In  many  instances  money  advanced  by  the  city 
to  affiliate  institutions  was  deposited  in  interest- 
bearing  accounts  or  was  invested.  In  one  situa- 
tion the  interest  earned  amounted  to  about 
$150,000  over  a three-year  period  and  was  re 
tained  completely  by  the  voluntary  affiliate.1 
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Time-keeping  and  attendance  records  of  affilia- 
tion personnel  were  grossly  deficient.  Excessive 
• prices  were  paid  for  equipment  and  material  on 
some  occasions.  The  administration  of  the  city 
j hospitals  by  the  voluntary  institution  entailed 
I substantial  outlays  for  administrative  salaries,  of- 
i fice  equipment,  nonmedical  supplies,  and  station- 
j erv.  In  some  documented  instances  salaries  of 
administrative  employees  of  the  voluntary  institu- 
tion which  should  have  been  covered  by  the  10  per 
i,  cent  overhead  allowance  received  by  the  voluntary 
hospital  were  actually  carried  in  the  professional 
department  budget. 

Both  errors  of  commission  and  omission  might 
be  expected  when  a new  program  is  designed  and 
, subsequently  implemented.  The  New  York  City 
Department  of  Hospitals  often  displayed  an  indif- 
ferent attitude  when  problems  developed;  it  ap- 
peared disinclined  to  acknowledge  what  was  clear- 
ly happening  let  alone  take  corrective  action.  In 
some  instances  where  action  was  taken,  it  ap- 
peared to  be  directed  against  the  employee  who 
reported  the  wrongs  rather  than  reporting  against 
the  wrongdoers.'4  The  emphasis  in  many  in- 
stances seemed  to  focus  on  pleasing  the  affiliates 
rather  than  regulating  them.  The  effect  was  de- 
moralization of  city  employees  and  increased  defi- 
ance by  the  voluntary  hospitals.  It  w-as  not  until 
November,  1966,  that  city  comptroller  Mario 
Proccacino,  a Democrat  in  an  administration 
headed  by  a Republican  mayor,  initiated  a full  in- 
vestigation into  the  use  of  city  funds  by  voluntary- 
hospitals  under  the  affiliation  arrangements. 
This  study  was  the  first  external  audit  of  the  af- 
filiation contracts  since  the  program  was  initiated 
four  and  one  half  years  earlier.  An  example  of  the 
Department  of  Hospital's  lack  of  planning  and 
control  was  the  provision  in  the  original  affiliation 
contracts  concerning  income  supplements  by  the 
voluntary  affiliates  to  city  employees.  The  de- 
partment was  fully  aware  that  at  least  the  spirit 
of  the  provision  was  flagrantly  violated.  It  was 
reported  to  the  State  Commission  of  Investigation 
that  the  Department  of  Hospitals  actually  ar- 
ranged the  dollar  amounts  and  details  of  some 
supplements  with  the  voluntary  hospitals.  Not 
until  the  facts  were  publicly  revealed  did  the  de- 
partment see  fit  to  rewrite  this  provision  and 
tighten  the  prohibition  to  prevent  an  obvious  con- 
flict of  interest. 

Despite  their  lack  of  flexibility,  the  affiliation 
contracts  did  bring  highly  qualified  physicians 
and  technicians  back  to  the  municipal  hospitals 
and  greatly  improved  the  quality  of  some  medical 
service.  However,  the  agreements  also  precipitat- 
ed divided  loyalties,  fuzzy  lines  of  communication 
and  responsibility,  and  tremendous  additional  ex- 
pense to  the  city.  Charges  of  misuse  of  funds  by 
the  voluntary  hospitals  have  become  common 
since  the  initiation  of  the  affiliation  program. 
Since  1965,  the  cost  of  the  affiliation  contracts 
has  more  than  doubled  owing  to  the  greater  num- 


ber of  municipal  and  voluntary  affiliates  and  to 
the  spiraling  costs  involved  in  providing  profes- 
sional services.  Some  of  the  cost  was  offset  by 
small  reductions  in  the  Department  of  Hospitals’ 
budget,  since  funds  previously  provided  directly 
by  the  Department  of  Hospitals  were  now  coming 
from  the  affiliation  contract.  In  1968  to  1969,  the 
affiliation  contracts  were  valued  at  $130  million. 

The  most  striking  change  following  the  affilia- 
tion program  was  the  intensive  new  emphasis  on 
biomedical  and  clinical  research.  There  was  a 
transformation  of  space  and  equipment  to  facili- 
tate a whole  range  of  special  research  projects, 
which  allegedly  would  attract  more  advanced  and 
better-trained  physicians  into  the  municipal  hos- 
pital system.  Serious  questions  arose  as  to 
whether  or  not  this  emphasis  could  actually  con- 
tribute to  a substantial  improvement  in  patient 
care.  City  hospitals  did  provide  the  location  for 
several  new  medical  breakthroughs.  For  example, 
a technique  to  clean  out  clogged  arteries  was  de- 
veloped at  Kings  County  (Municipal)  Hospital  in 
1967.  Unfortunately,  the  patients  who  were  bene- 
fiting from  such  specialized  medical  break- 
throughs were  not  being  adequately  provided  with 
basic  general  medical  and  preventive  services. 

Additional  city  expenditures  did  increase  both 
the  quality  and  quantity  of  physician  manpower 
in  the  municipal  hospital  system.  The  needed 
depth  and  scope  of  services,  actual  service  time, 
appropriate  integration,  and  community  outreach 
of  this  added  volume  and  quality  of  skills  was 
usually  not  achieved.  In  some  instances  the  pat- 
tern of  physician  staffing  was,  however,  quite  un- 
even although  in  most  situations  availability  of 
professional  services  was  no  worse  than  that  pro- 
vided when  the  city  was  responsible  for  all  ser- 
vices. Due  to  the  lack  of  interfacility  coordina- 
tion, the  development  of  new  and  expanded  pro- 
grams was  unevenly  distributed  among  the  differ- 
ent municipal  and  affiliate  institutions.  Addi- 
tionally, some  general  indices  of  hospital  program 
improvement  and  quality  of  care  including  autop- 
sy percentages,  prenatal  care  neglect,  and  death 
rates,  have  generally  shown  quite  mixed  and  in 
some  cases  disappointing  results.15 

The  elimination  of  bureaucratic  rigidities  within 
the  Department  of  Hospitals  was  not  achieved 
through  the  affiliation  contracts.  Certain  staff- 
recruiting  and  equipment-purchasing  responsibili- 
ties were  undertaken  by  the  voluntary  affiliates, 
but  the  great  majority  of  this  activity  was  still 
controlled  by  the  city,  and  few  efforts  were  made 
to  streamline  and  improve  these  processes.  The 
opportunity  and  mandate  to  correct  these  admin- 
istrative deficiencies  were  lost  after  the  initiation 
of  the  affiliation  program. 

Thus,  it  appeared  that  the  affiliation  mecha- 
nism had  not  mitigated  inequalities  between  the 
public  and  private  health  care  delivery  systems. 
The  municipal  hospitals  provided  the  only  source 
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of  health  care  to  a high  percentage  of  the  poor  but 
still  faced  enormous  difficulties  in  providing  mod- 
ern facilities  for  them.  While  substantial  im- 
provement in  medical  and  nursing  staffs  accompa- 
nied the  large  expenditures  in  new  equipment  and 
programs,  municipal  hospitals  still  had  difficulties 
in  financing  and  in  recruiting  full  complements  of 
professional  and  technical  personnel  to  deliver 
basic  medical  services. 

Hospital  sector  delivery  problems 

Because  medical  care  today  so  often  requires 
high  concentrations  of  specialized  skills  and  access 
to  expensive  equipment,  physicians  must  depend 
on  hospitals  as  primary  providers  of  both  thera- 
peutic and  diagnostic  facilities.  In  New  York 
City  40  per  cent  of  all  physicians  have  salaried 
hospital  appointments;  this  situation  is  encour- 
aged by  hospitals  as  a means  to  assure  better  fa- 
cility utilization  This  trend  toward  more  full- 
time staff  physicians  has  affected  and  has  been  af- 
fected by  the  availabilitj'  of  medical  care  in  the 
community.  As  hospitals  have  become  more  im- 
portant in  the  delivery  of  primary  medical  ser- 
vices, problems  of  the  hospital  sector  have  become 
the  problems  of  the  community.  There  is  proba- 
bly an  adequate  number  of  short-term  general 
hospital  beds  in  New  York  City,  but  these  beds 
are  poorly  distributed.  Certain  areas  of  the  city 
have  few  or  no  facilities,  and  other  areas  have 
concentrations  of  small  hospitals,  all  with  limited 
capability.  These  small  hospitals  draw  the  high 
turnover  cases  placing  an  undue  burden  on  the 
larger  neighboring  hospitals  to  serve  the  more  so- 
phisticated needs  of  the  community.  The  avail- 
ability of  facilities  is  also  limited  by  inflexibility 
which  results  from  operating  three  systems  which 
are  municipal,  voluntary,  and  proprietary,  by  the 
established  practice  of  operating  discrete  units  as 
hospitals  such  as  specialty  hospitals,  and  to  a less- 
er extent  by  operating  separate  units  within  hos- 
pitals according  to  both  the  criteria  of  patient  pay 
status  and  clinical  diagnosis.  Uneconomical  utili- 
zation of  health  facilities  and  the  scarcity  of  pro- 
fessional personnel  will  become  more  pronounced 
as  the  demand  for  services  increases. 

The  physical  plants  of  both  voluntary  and  mu- 
nicipal hospitals  require  large  expenditures  for  re- 
placement and/or  extensive  modernization.  This 
is  necessary  if  they  are  to  adequately  meet  the  in- 
creasing demand  for  services  and  needs  resulting 
from  rapid  changes  in  medical  technology.  A 
1965  survey  by  the  Health  and  Hospitals  Planning 
Council  of  Southern  New  York  attempted  to  de- 
termine modernization  needs  of  metropolitan  hos- 
pitals. The  study  indicated  that  to  correct  defi- 
ciencies in  existing  hospital  facilities  (voluntary, 
local  governmental,  and  proprietary),  making 
them,  at  a minimum,  adequate  to  support  then- 
current  programs,  would  require  an  expenditure  of 
at  least  $705  million.  This  sum  did  not  include 


the  cost  of  necessary  expansion  of  nursing  home  or 
psychiatric  facilities,  nor  did  it  include  expendi- 
tures for  “modernization  related  expenses”  such 
as  increased  house  staff,  supportive  services,  park- 
ing facilities,  site  acquisition,  and  so  forth.  The 
1965  figure  estimated  for  modernization  of  all  mu- 
nicipal hospitals  was  $400  million.16 

There  have  been  serious  delays  in  the  construc- 
tion of  hospitals  and  related  facilities  which  are 
costly  and  interfere  with  the  effective  provision  of 
services.  This  problem  applies  to  both  voluntary 
and  municipal  institutions  but  has  been  especially 
pronounced  in  the  replacement  and  modernization 
of  municipal  facilities.  It  is  not  uncommon  for 
municipal  projects  to  require  as  much  as  ten  years 
for  completion.  The  “new”  Bellevue  Hospital  has 
been  under  development  for  fifteen  years  and  is 
still  not  completely  occupied.  Such  delays  have 
often  resulted  in  newly  constructed  facilities 
which  were  obsolete  in  terms  of  the  program  for 
which  they  were  originally  designed.  This 
lengthy  process  of  construction  increases  the  time 
span  during  which  inadequate  facilities  scheduled 
for  replacement  must  be  maintained,  thereby  ne- 
cessitating additional  capital  and  operating  ex- 
penditures for  both  ongoing  and  planned  facilities. 
Delays  impede  the  provision  of  medical  care  ser- 
vices at  the  individual  institution  and  complicate 
the  planning  and  provision  of  services  on  an  area- 
wide basis. 

The  New  York  City  municipal  hospital  system 
has  suffered  from  the  same  problem  that  has  re- 
stricted the  efficient  delivery  of  adequate  health- 
care services  throughout  the  nation — ineffective 
intra-  and  interinstitutional  planning.  The  resul- 
tant duplication,  maldistribution,  gaps  in  services, 
and  high  costs  have  weighed  most  heavily  on  the 
poor  who,  at  least  in  metropolitan  areas,  rely  al- 
most completely  on  governmental  facilities  for 
health  care  services. 

The  second  article  in  this  series  describes  and 
evaluates  one  rather  innovative  and  unprecedent- 
ed attempt  to  rectify  the  problems  previously  ad- 
dressed. 
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II.  Health  and  Hospitals  Corporation 


Part  I of  this  series  attempted  to  document  that 
by  the  late  1960s  the  municipal  hospital  system  of 
the  City  of  New  York  was  facing  a major  crisis  in 
delivering  health  care  services.  The  affiliation 
agreements  “pairing”  municipal  hospitals  with  ei- 
ther voluntary  hospitals  or  medical  schools  did 
much  to  improve  the  quantity  and  quality  of  phy- 
sician manpower  in  the  city  hospitals.  However, 
public  facilities  were  still  faced  with  decaying 
physical  plants  and  archaic  administrative  sys- 
tems. Resource  allocation,  staffing,  revenue  col- 
lection, and  budgeting  were  haphazard  and  con- 
tributed to  inefficiency,  underfinancing,  and  poor 
service.  The  efforts  of  dedicated  and,  for  the 
most  part,  competent  public  administrators  were 
thwarted  by  an  extremely  intricate  maze  of  bu- 
reaucratic procedures  which  had  to  be  circum- 
vented, in  many  instances,  to  run  the  system.  In- 
dividuals with  acute  episodic  conditions  probably 
received  technically  superior  care,  although  con- 
siderable barriers  retarded  the  effective  delivery  of 
primary  (particularly  preventive),  chronic,  and 
mental  health  services.  At  most,  the  affiliation 
program  must  be  viewed  as  an  initial  stopgap 
measure;  it  did  not  appreciably  alter  the  basic  or- 
ganizational, financial,  or  delivery  patterns  within 
the  municipal  hospital  system. 

Background 

To  correct  the  obvious  deficiencies  in  the  public 
delivery  of  medical  care  services,  at  least  seven 
major  investigations  were  launched  in  the  late 
1960s. 1-b  The  final  reports  of  each  of  these  groups 
suggested  that  changes  be  made  in  the  organiza- 
tion of  the  municipal  hospital  system.  In  1967, 
health  services  administrator,  Howard  Brown, 
M.D.,  commissioned  the  Research  Planning  Unit 
ot  the  office  of  the  mayor  to  delineate  and  ap- 
praise alternative  organizational  frameworks  for 
the  delivery  of  health  services  in  New  York  City. 
The  study  focused  on  delineating  feasible  options 
regarding  the  municipality’s  role  in  providing  and 
organizing  health  services,  outlining  the  potential 


advantages  and  disadvantages  of  each  option,  and 
finally  enumerating  the  implications  of  each 
course  of  action.  The  options  delineated  by  the 
study  group  were:  (1)  transferring  control  of  all 

municipal  hospitals  to  the  State  government;  (2) 
improving  the  presently  existing  municipal  hospi- 
tal system;  (3)  extending  the  scope  of  the  affilia- 
tion programs;  (4)  leasing  or  selling  all  municipal 
facilities  to  voluntary  hospitals;  (5)  converting 
each  municipal  hospital  into  an  organizationally 
distinct  voluntary  facility;  (6)  placing  all  hospi- 
tals, except  Federal  institutions,  within  the  city 
under  municipal  control;  and  (7)  forming  a public 
benefit  corporation  or  authority  to  operate  the 
system  of  municipal  hospitals.7 

By  far  the  greatest  amount  of  this  study’s  at- 
tention was  devoted  to  evaluating  the  alternative 
seven  options,  creating  an  authority  to  assume  the 
duties  of  the  Department  of  Hospitals.  Although 
the  study  received  little  public  attention,  it  did 
provide  a well-developed  foundation  for  assessing 
the  merits  of  potential  organizational  structures. 
An  enunciation  of  the  problems  facing  New  York 
regarding  the  public  delivery  of  health  care  ser- 
vices, and  a specific  set  of  recommendations  under 
the  alternative  seven  was  forwarded  in  the  final 
report  of  the  Commission  on  the  Delivery  of  Per- 
sonal Health  Services  or  Piel  Commission.8 

Commission  on  Delivery  of  Personal  Health 
Services 

As  a result  of  the  steadily  growing  dissatisfac- 
tion with  the  municipal  organization  and  delivery 
of  health  services,  Mayor  John  V.  Lindsay,  on  De- 
cember 22,  1966,  appointed  the  Commission  on 
the  Delivery  of  Personal  Health  Services  or  Piel 
Commission  with  the  charge: 

...  to  make  a thorough  inquiry  into  the  institu- 
tional, administrative  and  fiscal  aspects  of  the  sys- 
tem through  which  public  funds  now  deliver  personal 
health  services  . . . 

The  Commission  should  set  as  its  objectives  the 
optimum  employment  of  the  magnificent  resources 
available  in  the  medical  economy  of  the  city. 

The  Mayor  chose  as  the  chairman  of  the  Com- 
mission Gerald  Piel,  editor  of  Scientific  American. 
William  Glazier,  who  was  on  leave  from  his  posi- 
tion as  the  assistant  to  the  president  of  the  Salk 
Institute  for  Biological  Studies,  served  as  the  di- 
rector for  coordinating  the  work  done  by  the  staff 
of  the  Commission  and  the  support  services  per- 
formed by  Technomics,  Inc.,  a California-based 
consulting  firm.  Financial  support  for  the  Com- 
mission’s study  was  budgeted  at  $200,000  provid- 
ed totally  through  private  sources.* 

* Major  contributions  were  made  bv  the  New  York  Founda- 
tion and  the  Commonwealth  Fund.  Supplemental  financing 
was  provided  by  the  Fairchild  Foundation.  Inc.,  the  Grant 
Foundation,  Josiah  Macy,  -Jr.,  Foundation.  Rockefeller  Broth- 
ers Fund,  Alfred  P.  Sloan  Foundation,  and  the  Avalon  Foun- 
dation. 
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The  Commission  began  its  work  in  January, 
1967,  and  filed  its  final  report  in  December,  1968. 
During  the  course  of  its  study  the  Commission 
and  its  staff  received  testimony  from  all  segments 
of  the  health  and  hospital  industry  both  in  and 
outside  of  New  York  City.  It  solicited  views  and 
position  papers  from  75  of  the  city’s  major  com- 
munity organizations  and  made  a thorough  study 
of  each  segment  of  the  city’s  health  delivery  net- 
work. The  Commission  reviewed  the  health 
needs  and  resources  of  all  boroughs  in  the  City 
and  studied  the  operation  of  each  municipal  hos- 
pital as  well  as  a representative  sample  of  nonmu- 
nicipal facilities. 

The  Commission,  in  the  course  of  its  investiga- 
tion, made  three  primary  findings.  First,  it  was 
observed  that  approximately  one  half  of  the  popu- 
lation of  New  York  City  received  their  medical 
care  services  at  public  expense.  Access  to  episo- 
dic care  for  the  treatment  of  acute  illness  or  injury 
was  deemed  adequate.  However,  the  availability 
of  preventive,  ambulatory,  long-term,  and  mental 
health  services  provided  through  both  private  and 
public  mechanisms  was  viewed  as  grossly  inade- 
quate. Second,  it  was  noted  that  the  city,  in  pro- 
viding inadequate  and  substandard  health  ser- 
vices to  the  poor  who  are  the  primary  users  of  mu- 
nicipal hospitals,  was  directly  perpetuating  a dual 
system  of  care.  Third,  the  Commission  found 
that  municipal  hospitals  were  hampered  in  exe- 
cuting their  functions  by  “their  own  archaic  ad- 
ministrative structures”  and  by  the  overburdening 
nature  of  “checks  and  balances”  mandated  by 
both  state  and  local  law. 

In  its  final  report  the  Commission  stated  that 
“nothing  short  of  a total  reconstruction  of  the  city 
governmental  machinery  could  capacitate  the  city 
health  agencies  to  manage  the  facilities  and  ser- 
vices for  which  they  are  now  responsible.”  This 
complete  city  government  reorganization  seemed 
neither  probable  nor  possible;  thus  the  Commis- 
sion, based  on  the  aforementioned  premise,  rec- 
ommended that  the  city  should  initiate  the  design 
and  implementation  of  a public  benefit  corpora- 
tion or  authority  to  execute  the  following  func- 
tions: 

1.  Operate  city  hospitals  and  health  centers  and 
undertake  the  physical  and  administrative  repair  of 
those  institutions. 

2.  Repair,  renovate,  and  construct  health  facili- 
ties. 

3.  Develop  and  operate  system -wide  data  process- 
ing, communication  and  referral,  transportation,  per- 
sonnel training  and  career  development,  and  pur- 
chasing and  laboratory  services. 

4.  Promote  decentralized  regional  community 
health  services  throughout  the  city  in  cooperative 
planning  with  the  Health  Services  Administration. ' 

Structure  of  Health  and  Hospitals  Corporation 
After  tlx  Piel  Commission  submitted  its  final 


report  in  December,  1968,  Governor  Nelson  Rock- 
efeller, on  May  26,  1969,  signed  the  enabling  legis- 
lation that  allowed  for  the  initial  design  and  sub- 
sequent operation  of  the  New  York  City  HHC 
(Health  and  Hospitals  Corporation).10  The  crea- 
tion of  an  autonomous  corporation  implied  a 
strengthening  of  the  authority  and  responsibility 
of  the  hospitals,  both  individual  facilities  and  the 
central  office,  and  an  erosion  of  the  direct  influ- 
ence of  specific  municipal  governmental  agencies 
(for  example,  Bureau  of  the  Budget,  Department 
of  Public  Works,  and  Department  of  Purchase) 
that  were  felt  to  have  retarded  the  ability  of  the 
municipal  hospitals  to  provide  adequate  care. 
The  enabling  legislation  itself  stated  that  “. . . 
procedures  inherent  in  the  administration  of 
health  and  medical  services  as  heretofore  estab- 
lished obstruct  and  impair  efficient  operation  of 
health  and  medical  resources.” 

The  enabling  legislation  created  a public  benefit 
corporation  or  authority  that  would  assume  direct 
administrative  control  and  operational  responsi- 
bility of  the  municipal  hospital  system  on  July  1, 
1970.  One  mechanism  of  public  accountability 
written  into  the  legislation  was  a board  of  direc- 
tors which  would  choose  the  corporation’s  presi- 
dent and  set  general  policy  for  the  organization. 
The  board  would  be  comprised  of  15  members  of 
which  5 would  be  appointed  by  the  mayor,  5 se- 
lected by  the  city  council,  and  the  remaining  posi- 
tions would  be  held  by  city  agency  heads;  these  < 
members  were  also  appointed  by  the  mayor  to 
their  initial  positions.  It  was  anticipated  that  ■ 
public  accountability  would  also  be  guaranteed  by 
the  requirement  that  each  hospital  establish  a 
community  advisory  board.  Advisory  board 
members  would  represent  individuals  that  utilize 
the  facility  as  their  primary  source  of  care,  and 
each  board  would  be  expected  to  participate  in  es- 
tablishing planning  priorities,  program  alloca- 
tions, and  mechanisms  for  patient  services  evalua- 
tion. 

It  was  anticipated  that  the  public  benefit  corpo- 
rate structure  would  relieve  the  municipal  hospi- 
tal system  of  much  bureaucratic  red  tape,  funding 
restrictions,  and  hiring  constraints  imposed  by 
both  city  and  State  governmental  regulations. 
Particular  emphasis  would  be  placed  on  building 
the  administrative  strength  and  capabilities  of 
each  municipal  hospital  through  maximum  feasi- 
ble decentralization.  The  HHC  structure  was  de- 
signed to  provide  direct  channels  of  communica- 
tion between  the  individual  hospital  directors  and 
the  corporation  president  and  to  improve  the  allo- 
cation of  fiscal  resources  through  a program  bud- 
geting system.  To  insure  administrative  autono- 
my of  the  component  facilities,  their  individual 
organizational  capabilities  would  be  increased  by 
an  infusion  of  additional  middle-management  per 
sonnel.  It  was  anticipated  that  decentralizatior 
of  many  direct  operating  functions  to  the  separat*  i 
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acilities  would  allow  the  central  corporation  office 
o direct  its  attention  to  developing  policy  for 
coordinating  the  total  system  and  monitoring  per- 
ormance.  Due  to  the  highly  concentrated  organi- 
sational structure  of  the  Department  of  Hospitals, 
he  decentralization  objectives  of  the  corporation 
.vere  scheduled  to  be  implemented  in  phases. 

IThe  corporation  would  make  arrangements  with 
voluntary  hospitals  for  the  continuation  of  select- 
ed segments  of  the  affiliation  agreements,  the  ad- 
dition of  new  areas,  and  the  phasing  out  of  others. 
Initially,  it  was  planned  that  all  permanent 
i employees  of  the  old  Department  of  Hospitals 
would  be  transferred  to  the  corporation  payroll 
and  would  retain  their  civil  service  tenure  and 
J status.  It  was  assumed  that  at  a future  time 
^some  technical  and  auxiliary  services  would  be  as- 
sumed by  the  corporation;  employees  performing 
- these  functions  would  be  transferred  from  the  vol- 
untary affiliates’  employment  to  the  HHC  payroll. 

Under  the  old  Department  of  Hospitals,  person- 
nel allotments  were  controlled  through  a line  item 
budget  patterned  after  a table  of  organization. 

• Specified  sums  of  money  were  allocated  to  each 
line;  personnel  could  not  be  transferred  either 
within  or  between  hospitals  nor  could  funds  be  re- 
distributed to  other  lines  unless  the  budget  was 
modified.  This  system  created  a good  deal  of  ri- 
gidity and  hampered  the  municipal  hospitals  from 
reallocating  manpower  resources  to  meet  changing 
needs  and  priorities.  Under  corporation  control 
the  individual  municipal  hospitals  would  fix  man- 
power requirements  within  the  context  of  HHC 
guidelines,  recruit,  hire,  and  train  applicants  and 
would  develop  and  administer  personnel  reporting 
systems.  The  HHC  central  office  would  establish 
system-wide  wage  and  fringe  benefit  structures, 
promotion  criteria,  job  classification  procedures, 
and  interhospital  transfer  arrangements.  The 
corporation  would  assume  from  the  comptroller  of 
the  City  of  New  York  the  payroll  function  for  all 
municipal  hospitals.  It  is  the  assumption  of  this 
latter  function,  critical  to  the  efficient  operation  of 
the  corporation,  that  has  precipitated  many  prob- 
lems. Procedures  used  by  the  city  comptroller  to 
pay  municipal  hospital  employees  were  intricate, 
cumbersome,  and  almost  totally  undocumented; 
rapid  transfer  of  payroll  functions  to  the  corpora- 
tion in  conjunction  with  decentralization  within 
the  HHC  itself  created  immediate  chaos.  With 
the  termination  of  line  item  personnel  budgeting, 
personnel  were  being  hired  by  the  individual  hos- 
pitals without  central  office  control  and  in  the  ab- 
sence of  adequate  budgetary  allocations. 

Budget  administration  for  the  Department  of 
Hospitals  was  handled  by  the  City  Bureau  of  the 
Budget.  The  allocation  of  resources  for  personnel 
and  nonpersonnel  expenses  was  accomplished 
through  a line  item  budget  that  severely  ham- 
pered both  organizational  effectiveness  and  ad- 
ministrative flexibility.  To  alleviate  these  defi- 


ciencies HCC  planners  decided  to  implement  ac- 
counting procedures  that  would  eventually  sup- 
port a program  budget.  The  FIMARS  (financial 
management  and  reporting  system)  that  devel- 
oped was  based  on  accrual  accounting  procedures 
in  accordance  with  the  American  Hospital  Associ- 
ation Uniform  Chart  of  Accounts.  As  designed, 
the  system  failed  miserably  since  it  was  unable  to 
provide  fiscal  control  at  the  point  at  which  an  ini- 
tial commitment  to  spend  funds  was  made.  At- 
tempts were  made  during  the  later  portion  of  1970 
to  correct  the  inadequacies  of  FIMARS.  In  April, 
1971,  a fully  automated  Encumbrance  Recording 
and  Reporting  System  (ERRS)  was  implemented 
to  replace  FIMARS. 

While  the  HHC  was  not  expected  to  solve  im- 
mediately all  personnel,  budgetary,  and  financial 
problems  of  city  hospitals,  it  was  expected  to  ef- 
fect immediate  improvement  in  purchasing  sys- 
tems and  facility  construction  and  modernization 
administration.  Under  the  Department  of  Hospi- 
tals all  municipal  hospitals  secured  supplies 
through  the  Department  of  Purchase  of  the  city, 
the  system  was  cumbersome  and  extremely  time 
consuming.  It  took  anywhere  between  fifteen 
days  and  one  month  for  the  processing  of  an  ordi- 
nary purchase  order,  the  requisition  of  equipment 
took  three  months  to  two  years,  and  repair  orders 
averaged  about  fifteen  days  from  submission  to 
execution.  Under  corporate  control  the  purchas- 
ing function  has  been  decentralized  so  that  indi- 
vidual hospitals  have  greater  control  over  the  ac- 
quisition of  supplies  under  specific  dollar 
amounts.  The  HHC  purchasing  system  was  de- 
veloped so  that  individual  hospitals  would  be  able 
to  reduce  procurement  delays  and  thus  allow  in- 
ventories to  be  decreased.  The  centralization  of 
certain  purchasing  functions  would  afford  the  cor- 
poration savings  on  group  purchase  of  high-vol- 
ume items  such  as  food  and  provide  some  measure 
of  system-wide  control  for  the  procurement  of  ex- 
traordinary purchases. 

Capital  financing  in  the  Department  of  Hospi- 
tals was  handled  through  the  city’s  capital  bud- 
get, and  facility  construction  was  directed  by  the 
Department  of  Public  Works.  The  corporation 
was  provided  with  mechanisms  designed  to  cir- 
cumvent the  cumbersome  and  inefficient  proce- 
dures mandated  by  the  city:  the  authority  to 

float  bonds  and  the  establishment  of  its  own  proj- 
ect management  division.  Bonds  issued  by  the 
HHC  could  not  be  considered  obligations  of  the 
City  of  New  York  and  were  required  to  be  totally 
repaid  through  corporation  funds.  This  means 
that  the  corporation  will  be  able  to  borrow  based 
only  on  its  resources;  the  interest  rates  the  HHC 
will  pay  depends  on  an  estimation  of  its  success  in 
generating  patient  revenue  and  in  receiving  sup- 
plementary funds  from  the  local  government. 

The  project  management  division  of  the  HHC 
was  established  to  assume  and/or  coordinate  the 
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hospital-related  construction  and  modernization 
functions  of  the  City  Department  of  Public 
Works.  As  originally  designed,  projects  under 
$100,000  would  be  totally  under  the  control  of  in- 
dividual hospitals,  although  the  corporation  cen- 
tral office  would  be  required  to  approve  each  facil- 
ity’s capital  budget  and  priorities  annually.  For 
undertakings  exceeding  $100,000  it  was  antici- 
pated that  the  project  management  division 
would  assess  corporate  construction  needs  and  set 
corporate-wide  priorities,  negotiate  and  let  con- 
struction contracts,  oversee  and  revise  designs, 
and  supervise  contractors.  For  large  projects  the 
individual  hospitals  would  provide  inputs  in  terms 
of  information  and  advice  for  each  phase  of  the 
outlined  process.11 

Systems  design  and  implementation:  initial 
HHC  problems 

Less  than  thirteen  months  before  the  corpora- 
tion was  to  become  operable,  Mayor  Lindsay  ap- 
pointed an  interim  task  force  to  prepare  for  the 
transition  of  the  city’s  hospitals  from  municipal  to 
corporation  control.  In  the  early  part  of  1970,  the 
task  force  let  seven  consulting  contracts  to  design 
and  assist  in  the  implementation  of  key  manage- 
ment systems  and  procedures  of  the  corporation. 
They  were  finance,  budget,  data  processing,  per- 
sonnel, purchasing,  capital  construction,  and 
maintenance.  Several  problems  surfaced  at  the 
onset.  The  consulting  firms  had  only  six  months 
in  which  to  complete  their  work.  The  manage- 
ment procedures  inherited  from  the  old  Depart- 
ment of  Hospitals  were  completely  integrated  with 
those  of  other  city  agencies  and  were,  for  the  most 
part,  entirely  undocumented;  a wholesale  redesign 
of  each  system  was  necessary.  To  achieve  the  ad- 
ministrative efficiency  desired,  newly  designed 
management  systems  would  have  to  be  highly  in- 
terrelated with  each  other.  This  was  difficult  to 
achieve  because  work  on  each  separate  system 
proceeded  simultaneously  from  scratch.  Due  to 
the  almost  total  absence  of  meaningful  coopera- 
tion between  various  consulting  firms  working  on 
different  yet  highly  interrelated  components, 
many  administrative  systems  suffered  initial  di- 
saster.li!  Several  systems  had  so  many  defects 
that  they  were  never  fully  implemented;  others 
were  initially  implemented  only  to  later  face 
wholesale  redesign. 

One  of  the  factors  that  led  to  the  creation  of  the 
corporation  was  the  desire  for  decentralization 
within  the  municipal  hospital  system.  It  was  as- 
sumed that  decentralization  would  accomplish 
two  things.  First,  it  would  increase  effectiveness 
by  partitioning  functions  to  that  level  of  the  hier- 
archy where  they  could  best  be  executed.  Sec- 
ond, it  would  increase  the  responsiveness  of  the 
system  by  enabling  the  individual  hospitals  to  set 
their  own  priorities  depending  on  local  needs.  At 
the  time  of  the  inception  of  the  HHC,  individual 


facilities  had  neither  the  middle-management  tal- 
ent nor  the  perceptual  framework  to  make  decen- 
tralization work  effectively.  Rapid  decentraliza- 
tion of  functions  from  central  office  to  the  individ- 
ual facilities  further  fragmented  and  severely 
taxed  already  overloaded  management  systems. 
Decentralization  required  that  individual  hospi- 
tal administrators  be  granted  a greater  degree  of 
discretion  over  the  allocation  of  resources.  Ini- 
tially the  corporation  allowed  individual  adminis- 
trators to  spend  up  to  $10,000  per  expenditure  for 
repairs  and  equipment;  in  mid  1971  this  authori- 
zation was  reduced  to  $50.  This  is  but  one  exam- 
ple of  the  initial  decentralization  and  then  recen- 
tralization of  functions  that  have  been  prompted 
by  the  severe  financial  status  of  the  HHC  and  its 
philosophy  that  strict  budgetary  control  can  best 
be  executed  centrally.  The  need  for  centralized 
financial  management  in  the  light  of  impending 
fiscal  crisis  has  been  given  priority  over  the  desire 
for  increased  efficiency  and  responsiveness,  it  ap- 
pears that  the  need  to  insure  organizational  sur- 
vival has  necessitated  this  orientation. 

The  corporation’s  attempt  to  attain  fiscal  self- 
sufficiency  and  then  to  improve  services  has  been 
dashed  by  a 1972  projected  deficit  of  approxi- 
mately $100  million.  Given  this  situation  the 
HHC’s  fiscal  autonomy  from  the  city  of  New  York 
has  been  seriously  jeopardized.  The  city  initially 
contributed  $175  million  of  general  tax  revenues 
to  the  corporation’s  cash  flow.  This  contribution 
increased  substantially  during  the  corporation’s 
second  fiscal  year.  To  simultaneously  decrease  its 
deficit  and  increase  its  autonomy  from  the  city, 
the  corporation  must  substantially  better  its  col- 
lection experience  and  achieve  a more  favorable 
reimbursement  rate  from  third-party  payers. 1:1 

During  fiscal  year  1972,  the  HHC  estimated 
that  it  would  receive  more  than  60  per  cent  of  its 
operating  revenue  from  third-party  payers,  the 
greatest  proportion  through  Medicaid  payments. 
The  HHC  began  operation  by  purchasing  ap- 
proximately $144  million  worth  of  Medicaid  and 
Medicare  receivables  that  the  Department  of  Hos- 
pitals had  or  had  not  been  able  to  collect.  The 
corporation’s  experience  in  collecting  reimburse- 
ment from  governmental  third-party  payers  has 
not  been  appreciably  better. 

Before  the  inception  of  the  HHC,  municipal 
hospital  collections  were  the  responsibility  of  the 
Department  of  Social  Services.  The  isolation  of 
revenue  collection  from  the  function  of  service 
provision  contributed  to  incomplete  documenta- 
tion and  the  denial  of  many  claims.  In  a system 
that  provided  approximately  4 million  inpatient 
and  5 million  outpatient  units  of  service  yearly,  it 
was  vital  that  each  patient  be  identified  on  first 
contact  and  his  progress  through  the  system 
tracked  accurately  until  discharge.14  The  Depart 
ment  of  Hospitals  was  not  able  to  follow  patients 
through  the  system,  integrate  the  patient  data  re 
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quired  for  reimbursement,  determine  the  census 
accurately,  supply  complete  medical  records,  or 
supply  length-of-stay  recertifications,  eligibility 
approvals,  or  completed  reimbursement  forms. 
Each  of  these  elements,  along  with  the  fact  that 
adequate  cost  data  were  unavailable,  severely 
hampered  collection  activities.  In  its  initial  at- 
tempt to  correct  some  of  these  deficiencies  the 
corporation  decided  to  decentralize  the  patient 
accounting  function.  Due  to  the  lack  of  defined 
procedures,  trained  staffs,  and  well-developed  in- 
formation systems,  the  decision  to  decentralize  led 
to  a host  of  problems,  primary  of  which  was  the 
creation  of  18  different  and  inadequate  systems. 
The  corporation  is  now  in  the  process  of  imple- 
menting a case  management  system  designed  to 
correct  deficiencies  inherited  from  the  Depart- 
ment of  Hospitals  and  compounded  hv  the  prema- 
ture decision  to  decentralize.  Because  a good 
many  of  the  original  deficiencies  still  exist,  one 
source  has  estimated  that  $40  million  of  the  cor- 
poration’s 1972  deficit  is  due  to  inefficiencies  in 
third-party  collections.15 

In  addition  to  the  difficulty  the  HHC  has  in  col- 
lecting what  it  is  due,  it  also  experiences  inade- 
quate reimbursement  rates  from  third-party 
payers  for  care  delivered  in  corporate  hospitals. 
During  fiscal  year  1971,  voluntary  teaching  hos- 
pitals received  Medicaid  reimbursement  ranging 
between  $150  to  $160  per  inpatient  day  of  care. 
On  the  other  hand,  the  Health  and  Hospitals 
Corporation  was  reimbursed  at  only  $123  per  in- 
patient day.  The  differential  between  voluntary 
and  corporation  hospitals  was  even  greater  for 
Blue  Cross  reimbursement.  Third-party  payers 
base  their  reimbursement  rates  to  specific  facili- 
ties or  groups  of  facilities  on  documented  costs. 
Increases  in  reimbursements  are  authorized  only 
on  the  basis  of  evidence  that  costs  have  increased. 
The  corporation’s  poor  reimbursement  situation  is 
a result  of  the  fact  that  it  does  not  know  what  its 
costs  are.16 

Public  delivery  of  medical  care  services:  final 
perspective 

The  Health  and  Hospitals  Corporation  was 
viewed  by  many  as  the  vehicle  by  which  the  dete- 
rioration of  the  municipal  hospital  system  could 
be  reversed.  It  was  assumed  that  primary  gains 
would  be  made  in  the  areas  of  administrative  effi- 
ciency, fiscal  responsibility,  and  responsiveness  of 
the  system  to  the  needs  of  the  population  being 
served.  Two  factors  make  any  critical  evaluation 
of  the  Health  and  Hospitals  Corporation  difficult. 
First,  the  corporation  has  been  in  existence  for 
only  three  years;  the  problems  it  was  designed  to 
correct  were  formidable,  longstanding,  and  the  re- 
sult of  multiple  factors.  Given  this  situation,  im- 
mediate improvements,  especially  in  terms  of  out- 
puts, would  naturally  be  difficult  to  perceive. 
Thus,  the  brief  discussion  presented  here  focuses 


on  changes  in  structure  and  process  rather  than 
on  outcomes.  Second,  the  success,  or  lack  of 
such,  of  the  corporation  has  been  the  subject  of 
much  debate,  many  arguments,  and  more  than  a 
few  “fights”  among  New  York  health  profession- 
als; it  is  difficult  for  anyone  to  separate  the  wheat 
from  the  chaff. 

Undoubtedly,  the  HCC  has  yet  to  develop  an 
adequate  income  base  to  finance  its  operation. 
Budget  deficits  have  been  so  overwhelming  that 
a nonprofessional  job  freeze  has  been  in  force  for 
many  months.  This  freeze  has  caused  both  mo- 
rale and  service  problems  While  purchasing  has 
been  speeded  up,  the  problem  of  inadequate  phys- 
ical facilities  continues  unabated.  New  hospital 
construction  continues  to  proceed  slowly  and  only 
as  fast  as  city  and  State  budgets  will  allow  since 
all  capital  construction  continues  to  be  financed 
outside  of  the  corporation.17 

Whether  or  not  the  lack  of  financial  indepen- 
dence has  been  the  cause  of  the  notable  failure  of 
the  HHC  to  generally  improve  health  services  in 
the  municipal  hospitals  is  a moot  point.  The  cor- 
poration points  to  isolated  instances  of  excellence 
and  improvement.  Many  health  workers  feel  that 
the  lack  of  adequate  financing  is  another  example 
of  inadequate  managerial  skills  that  are  being 
touted  as  heroic  efforts  to  improve  the  local  gov- 
ernmental health  delivery  system. 

The  Council  of  Medical  Advisory  Boards,  a 
group  representing  the  presidents  of  medical 
boards  of  each  institution,  disbanded  in  protest  to 
what  was  felt  was  inadequate  consultation  and  a 
lack  of  interest  in  the  expertise  that  was  available. 
The  physicians  at  Seaview  Hospital  and  Home  on 
Staten  Island  struck  for  a week  in  protest  to  what 
they  viewed  as  underrepresentation  on  the  com- 
munity advisory  board.  The  problem  was  re- 
solved after  new  guidelines  were  written  for  such 
representation.  The  agonizing  slowness  of  the 
resolution  of  the  Seaview  problem  and  the  notable 
lack  of  interest  by  the  HHC  in  reactivating  the 
Committee  of  Medical  Advisory  Boards  suggests 
that  the  corporation  is  unwilling  or  incapable  of 
handling  few  problems  but  those  intimately  asso- 
ciated with  its  own  survival.  The  executive  direc- 
tors of  the  hospitals  feel  that  they  have  too  little 
influence  on  how  the  hospitals  are  run.  Without 
any  ability  to  determine  fiscal  allocations  or  bud- 
getary outlays,  they  can  provide  little  improve- 
ment in  service. 

The  large,  part-time  board  of  directors  has  lost 
actual  control  of  the  corporation  to  the  president 
and  to  the  other  “technocrats”  within  the  top  ad- 
ministrative levels  of  the  corporation.  Thus,  the 
public  accountability  check  provided  by  a large 
board  has  been  lost.  The  directors  of  the  corpora- 
tion have  repeatedly  stated  they  are  too  infre- 
quently consulted  regarding  or  informed  of  policy 
decisions. 

Public  corporations  or  authorities  are  typically 
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resistant  to  direct  public  influence  since  they  are 
one  stage  removed  from  the  restraints  of  continu- 
ous democratic  control.  The  HHC  has  certainly 
functioned  in  an  autonomous  manner.  The  cor- 
poration suffers  from  the  problem  of  overwhelm- 
ing size.  The  hospital-based  municipal  health  de- 
livery system  is  probably  too  large  to  be  managea- 
ble. As  a result  the  corporation  has  so  many  con- 
stituents to  satisfy  that  it  can  demonstrate  few 
measures  of  success.  The  community  advisory 
boards  can  only  advise  an  executive  director  who 
can  barely  manage  to  keep  his  hospital  function- 
ing owing  to  severe  budget  limitations.  The  med- 
ical staffs  of  most  of  the  hospitals  are  growing  in- 
creasingly unconcerned  as  the  salaried  positions 
they  hold  become  more  and  more  an  interim 
“job”  rather  than  permanent  professional  posi- 
tions. 

The  design  and  implementation  of  an  innova- 
tive administrative  system  has  not  resulted  in 
fundamental  improvements  in  the  public  delivery 
of  medical  care  services  in  New  York  City.  The 
anticipated  benefits  of  innovation  alone,  if  indeed 
there  are  any,  have  been  seriously  negated  by  a 
series  of  problems  incipient  in  the  past  and  com- 
pounded in  the  present.  A solution,  if  indeed 
there  is  one,  will  require  more  money,  managerial 
brilliance,  and  good  fortune  than  has  been  evi- 
denced in  the  past. 

Addendum 

Since  the  time  these  articles  were  written  in 
1972,  numerous  functional  and  organizational  al- 
terations have  taken  place  in  the  Health  and  Hos- 
pitals Corporation.  Joseph  English,  M.D.,  the 
first  HHC  president,  has  resigned  and  is  not 
scheduled  to  be  replaced  until  early  1974.  As  a 
result,  the  HHC  will  be  without  strong  leadership 
for  almost  one  year  before  a successor  will  take  of- 
fice. Additionally,  the  nature  and  methods  of 
payments  for  services  rendered  by  HHC  facilities 
to  Medicare  and  Medicaid  beneficiaries  (which 


constitute  the  largest  portion  of  income  derived 
from  patient  services)  have  been  changed  by  Pub- 
lic Law  92-603  and  regulations  implemented  by 
the  Federal  Cost  of  Living  Council. 
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ARTC  (Addiction  Research  and  Treatment  Cor- 
poration), Brooklyn,  New  York,  was  created  in 
October,  1969,  to  meet  the  treatment  needs  of  the 
hard-core  addict  in  the  Bedford-Stuyvesant  area 
of  Brooklyn.  Funded  by  city,  State,  and  Federal 
governments,  the  program  was  designed  to  pro- 
vide patients  with  the  means  of  entering  a pro- 
ductive society,  using  methadone  therapy  as  a 
catalyst  in  changing  their  life  styles  and  values. 

ARTC  now  treats  over  1,700  patients  from  a 
catchment  area  of  approximately  400,000  resi- 
dents. The  racial  breakdown  of  ARTC’s  patient 
population  is  83  per  cent  black,  10  per  cent  Puerto 
Rican,  and  7 per  cent  white.  The  typical  patient 
entering  the  program  is  a thirty-one-year-old  male 
who  consumed  $35  worth  of  heroin  daily  for  a pe- 
riod of  eleven  years  and  completed  ten  years  of 
formal  education.  His  employment  history  is 
characterized  by  a series  of  short-term,  unskilled 
jobs  interspersed  with  periods  of  unemployment. 
He  knows  the  ways  of  the  streets  and  has  spent 
time  in  prison  for  petty  larceny  and  possession  of 
dangerous  drugs. 

Treatment  modalities  available  at  ARTC  focus 
on  the  specific  needs  of  this  patient  population. 
In  addition  to  receiving  comprehensive  medical 
care,  each  patient  is  assigned  to  a social  services 
counselor  who  meets  with  him  at  least  once  a 
week.  Through  this  ongoing  personal  relation- 


ship, the  counselor  is  able  to  determine  the  pa- 
tient’s progress  as  well  as  his  treatment  needs. 
Thus  the  counselor  may  refer  the  patient  to 
group  or  individual  psychotherapy,  basic  educa- 
tion classes,  vocational  training,  job  placement,  or 
legal  services,  all  available  at  ARTC’s  main  facili- 
ty. Patients  who  fail  to  respond  to  all  modalities 
of  treatment  are  transferred  to  the  program’s 
therapeutic  community  or  day  care  center  where 
they  receive  intensive  psychosocial  counseling 
within  small  highly  structured  settings. 

In  the  original  plan  for  ARTC  no  provision  was 
made  for  differential  treatment  of  the  program’s 
successful  participants.  All  methadone  patients 
were  required  to  report  to  the  center  seven  days  a 
week  to  drink  their  medication;  all  patients  were 
required  to  meet  with  their  counselors  weekly  and 
to  submit  regular  urine  samples.  The  only  tangi- 
ble rewards  available  to  patients  were  jobs,  high 
school  diplomas,  and  dismissal  of  court  cases. 

Dry  medication  program 

By  the  beginning  of  the  program’s  second  year 
of  operation,  there  had  emerged  a group  of  pa- 
tients whose  adherence  to  rules  and  response  to 
treatment  was  exemplary.  It  seemed  a reasonable 
assumption  that  good  behavior  and  success  in 
treatment  would  be  received  among  all  program 
participants  if  these  patients  were  formally  recog- 
nized and  rewarded. 

As  a result,  it  was  proposed  that  these  patients 
be  permitted  to  report  for  medication  only  three 
times  a week  and  receive  medication  to  take  home 
for  alternate  weekdays  and  weekends.  Metha- 
done hydrochloride  diskets*  were  chosen  as  the 
take-home  medication.  The  diskets  were  consid- 
ered appropriate  for  this  purpose  since  they  con- 
tain cellulose  excipients  which  minimize  the  pos- 
sibility of  any  use  other  than  solution  in  several 
ounces  of  water  and  oral  consumption. 

On  March  15,  1971,  58  exemplary  patients  were 
selected  for  the  “dry  medication  program.’’ 
These  were  patients  whose  urinalysis  reports 
showed  extremely  low  incidence  of  drug  abuse  and 
w'hose  counseling  reports  indicated  a high  level  of 
psychosocial  adjustment.  Additional  data  from 
the  departments  of  patient  education,  job  devel- 
opment, and  legal  services  were  also  consulted. 
The  group  finally  chosen  comprised  the  top  8 per 
cent  of  ARTC’s  patient  population. 

Before  the  program  actually  got  under  way, 
however,  steps  were  taken  to  minimize  the  possi- 
bility of  illicit  diversion  of  the  diskets.  During 
the  period  between  March  15  and  April  15,  the 
patients  continued  to  report  for  their  medication 
daily.  At  a location  separate  from  the  main  dis- 
pensing operation,  the  patients  were  required  to 
drink  the  premixed  diskets  and  Tang  in  the  pres- 
ence of  a pharmacist.  They  were  told  only  that 
this  was  a new  form  of  medication  being  pre- 

* Eli  Lilly  and  Company,  Indianapolis,  Indiana. 
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scribed  to  the  program’s  most  successful  patients. 
During  the  first  month,  a meeting  was  held  with 
the  patients  where  they  were  questioned  as  to  the 
physical  effects  of  the  new  medication.  Because 
many  of  them  felt  that  the  diskets  were  more  po- 
tent than  the  liquid,  the  dosages  of  all,  ranging 
from  20  to  140  mg.,  were  reduced  without  their 
knowledge  by  10  to  20  mg. 

After  the  first  month,  diskets  were  dispensed  to 
patients  to  take  home  on  weekends,  cutting  pick- 
up days  from  seven  to  five.  During  this  period, 
the  patients  behavior  was  closely  observed  by 
both  pharmacists  and  counselors.  Following  the 
successful  one-month  trial,  the  patients  were  put 
on  a three-day  pick-up  schedule  and,  since  that 
time,  have  been  required  to  drink  their  medica- 
tion in  the  presence  of  a pharmacist  on  Mondays, 
Wednesdays,  and  Fridays  when  they  are  given 
diskets  to  take  home  for  the  following  day  or 
weekend. 

When  the  three-day  pick-up  schedule  began  on 
May  10,  1971,  the  patients  were  informed  that 
continued  participation  in  the  dry  medication 
program  would  require  that  they  submit  observed 
urine  samples  twice  a week,  continue  to  attend 
weekly  counseling  sessions,  and  continue  to  main- 
tain urinalysis  reports  free  of  abusive  drugs.  In- 
fraction of  these  rules  would  result  in  suspension 
from  the  dry  medication  group. 

Since  that  time,  the  patients’  responses  to  the 
dry  medication  program  have  been  monitored  by 
means  of  weekly  counselors’  reports,  urinalysis  re- 
sults, and  records  of  urine  collected  and  medica- 
tion dispensed. 

Patients'  response  to  program 

Of  the  program’s  original  58  patients,  36  are 
presently  on  the  dry  medication  roster.  This  at- 
trition is  only  partly  due  to  suspensions  from  the 
program;  however,  of  the  original  group,  12  pa- 
tients have  been  suspended  over  the  nine-month 
period.  Six  of  these  were  dropped  from  the  pro- 
gram by  June  and  can  be  considered  poor  choices, 
3 stopped  attending  counseling  sessions,  and  3 
showed  sudden  resumption  of  illicit  drug  use. 
The  other  6 were  suspended  for  abusing  drugs 
which  generally  followed  a crisis  period  such  as  a 
death  in  the  family  or  losing  a job.  Of  the  re- 
maining 10  patients  who  are  no  longer  in  the  pro- 
gram, 4 were  detoxified  (3  are  presently  drug- 
free),  2 were  transferred  to  other  treatment  facili- 
ties, and  4 died.  All  deaths  were  unrelated  to 
methadone  therapy,  although  3 can  he  connected 
to  poor  health  resulting  from  years  of  heroin  ad- 
diction. One  patient  was  hit  by  a car  as  he  was 
getting  into  the  truck  he  drove;  1 suffered  renal 
failure,  1 cerebral  hemorrhage,  and  1 cirrhosis  of 
the  liver. 

As  patients  were  dropped  from  the  program, 
new  patients  were  chosen,  by  the  same  criteria,  to 
take  their  places.  Several  more  exemplary  pa- 


TABLE  I.  Total  patients  added  and  dropped  from  dry 
medication  program,  March  15,  1971  to  December  17,  1971. 


Month 

Added 

Sus- 

pended 

Died 

Detox- 

ified 

Trans- 

ferred 

March 

58 

0 

0 

0 

1 

April 

0 

0 

0 

0 

0 

May 

2 

3 

0 

2 

0 

June 

2 

3 

0 

1 

1 

July 

0 

1 

2 

0 

0 

August 

12 

3 

0 

0 

0 

September 

10 

1 

0 

1 

0 

October 

0 

0 

2 

0 

0 

November 

13 

2 

0 

0 

1 

December 

1 

3 

0 

2 

0 

Total 

98 

16 

4 

6 

3 

tients  were  eventually  added  in  cases  where  jobs 
were  jeopardized  or  other  circumstances  made  a 
reduced  pick-up  schedule  necessary  for  patients’ 
overall  success  in  treatment.  Thus  by  June,  1971, 
4 patients  had  been  added  to  the  program;  by 
September,  another  22  had  joined  the  group;  and 
by  December,  another  14  patients  were  receiving 
dry  medication. 

Of  98  patients  admitted  to  the  program  since  its 
inception,  69  are  presently  receiving  diskets.  Of 
the  total  admitted,  16  patients  have  been  sus- 
pended and  returned  to  liquid  medication  and 
daily  pick-up;  6 have  been  detoxified  (5  success- 
fully), 4 patients  have  died,  and  3 have  been 
transferred  (Table  I). 

Statistics  on  urinalysis  results,  urine  samples 
submitted,  medication  picked  up,  and  counseling 
sessions  attended  are  summarized  only  for  those 
patients  who  are  currently  receiving  diskets  and 
have  participated  in  the  program  three  months  or 
longer.  This  group  of  57  patients  has  been  further 
divided  into  two  groups  according  to  date  of  ad- 
mission. Group  1 comprises  40  patients  who  en- 
tered the  program  before  June  15,  1971;  Group  2 
comprises  17  patients  who  entered  the  program 
before  September  15,  1971. 

Although  the  accuracy  of  urinalysis  is  subject  to 
some  controversy  and  concern  at  this  point,  it  is 
still  the  best  indicator  of  drug  abuse  available  and 
one  that  must  be  relied  on  in  studies  of  this  na- 
ture. These  remarks  precede  the  following  statis- 
tics because  a laboratory  report  that  every  patient 
in  ARTC  showed  negative  methadone  findings  on 
a single  date  indicates  that  perhaps  the  credibility 
of  patients  should  be  carefully  weighed  against 
that  of  chemists,  clerks,  and  key  punchers.  On 
several  occasions  patients  with  long  records  of 
methadone-only  urinalysis  results  have  suddenly 
shown  a single  positive  morphine  finding  and  be- 
come highly  incensed  when  confronted  with  the 
evidence.  Thus,  the  presence  of  one  or  two  posi- 
tive morphine  or  negative  methadone  results  over 
a six-month  period  carries  little  consequence  in 
any  evaluation  of  the  patient’s  overall  program 
performance. 
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TABLE  II.  Summary  statistics  for  patients  in  dry  medi- 
cation program  compared  with  those  for  general  patient 
population  in  treatment  for  at  least  one  year 


Statistics 

(Results) 

Group  1 
Per  Cent 

Group  2 
1 >er  ( lent 

( >t her 
Patients 
1 Vr  ( lent 

Positive 

morphines 

5.5 

2.0 

27  9 

Negative 

methadones 

5 . 6 

3.7 

6 4 

Missed  urines 

6 

6.1 

24 

Missed 

medications 

4.4 

3 

27.3 

M issed 

counseling 

7.2 

4.4 

30.2 

Urinalysis  reports  of  Group  1 patients  during 
i the  twenty-nine-week  period  between  May  31, 
j 1971,  and  December  17,  1971,  show  a median  of 
I 2.1  and  an  average  of  3 positive  morphine  results 
f out  of  a total  average  of  55  samples  given.  Uri- 
nalysis of  Group  2 patients  during  the  sixteen- 
week  period  between  August  30,  1971,  and  De- 
) cember  17,  1971,  shows  a median  of  0 and  an  av- 
erage of  0.6  positive  morphine  reports  out  of  an 
average  of  30  samples  given. 

Group  1 patients,  over  the  twenty-nine-week 
period,  show  a median  of  2.2  and  an  average  of  3.1 
negative  methadone  reports,  while  Group  2 pa- 
l tients  show  a median  of  0.2  and  an  average  of  1.1 
negative  methadone  reports  over  the  sixteen  week 
period. 

In  percentages,  these  numbers  mean  that,  on 
the  average,  Group  1 results  show  positive  mor- 
phine in  5.5  per  cent  of  samples  and  negative 
methadone  in  5.6  per  cent,  while  Group  2 findings 
show  positive  morphine  in  2 per  cent  of  samples 
and  negative  methadone  in  3.7  per  cent.  Among 
ARTC’s  total  patient  population  in  treatment  one 
year  or  longer,  the  average  percentage  of  positive 
morphine  reports  on  samples  given  over  the  past 
six  months  is  27.9  per  cent,  and  the  average  of 
negative  methadone  reports  is  6.4  per  cent  (Table 
II). 

Failure  to  submit  urine  samples  among  Group  1 
patients  during  the  twenty-nine-week  period 
shows  a median  of  1.5  and  an  average  of  3.5  out  of 
a total  of  58  scheduled  urine  collections.  Missed 
samples  among  Group  2 patients  show  a median 
of  1 and  an  average  of  1.9  out  of  32  possible  sam- 
ples in  the  sixteen-week  period. 

In  percentages,  these  numbers  mean  that,  on 
the  average,  Group  1 patients  failed  to  submit  6 
per  cent  of  samples,  while  Group  2 patients  failed 
to  submit  6.1  per  cent. 

Failure  to  submit  urine  samples  among  the  gen- 
eral patient  population  on  the  program  at  least 
one  year  averages  24  per  cent  missed  over  the  past 
six  months  (Table  II). 

The  median  number  of  missed  medications 
among  Group  1 patients  is  2,  while  the  average  is 


3.8  out  of  eighty-seven  scheduled  pick-up  days 
during  the  twenty-nine-week  period.  Among 
Group  2 patients,  the  median  number  of  missed 
medications  is  0.5  and  the  average  1.4  out  of  a 
total  of  48  scheduled  pick-ups  during  the  sixteen- 
week  period. 

In  percentages  these  numbers  mean  that,  on  the 
average.  Group  1 missed  4.4  per  cent  of  scheduled 
medication  pick-ups,  while  Group  2 missed  3 per 
cent.  Among  the  general  patient  population  in 
treatment  one  year  or  longer,  the  average  percent- 
age of  missed  medications  over  the  past  six 
months  is  27.3  per  cent  (Table  II). 

Missed  counseling  appointments  among  Group 
1 patients  show  a median  of  1.3  and  an  average  of 
2.1  missed  visits  out  of  29  scheduled  weekly  ses- 
sions. Missed  appointments  among  Group  2 pa- 
tients show  a median  of  0 and  an  average  of  0.7 
missed  visits  out  of  16  scheduled  sessions. 

In  percentages,  these  numbers  mean  that,  on 
the  average,  Group  1 patients  missed  7.2  per  cent 
of  counseling  sessions,  while  Group  2 patients 
missed  4.4  per  cent.  Among  the  patient  popula- 
tion in  treatment  one  year  or  longer  the  percent- 
age of  missed  counseling  appointments  over  the 
past  six  months  averages  30.2  per  cent  (Table  II). 

The  preceding  data  indicate  that  the  patients 
who  have  continued  to  participate  in  the  program 
have  remained  exemplary  in  comparison  with  the 
rest  of  ARTC’s  patient  population  and  have  main- 
tained the  same  kind  of  program  performance  that 
they  showed  prior  to  becoming  dry  medication  pa- 
tients. Their  subjective  responses  to  the  program, 
as  reported  by  their  counselors,  have  remained 
positive  throughout.  Patients  have  repeatedly  ex- 
pressed gratitude  for  being  given  special  privileges 
and  pride  in  the  trust  accorded  them  by  the  insti- 
tution. In  fact,  for  many  of  these  patients,  par- 
ticipation in  the  program  may  be  the  first  time 
they  have  been  treated  with  trust  and  respect  by 
any  “establishment  institution”  including  schools, 
welfare  agencies,  businesses,  and  the  criminal  jus- 
tice system. 

Problems  in  administering  program 

With  any  new  set  of  procedures  comes  the  ne- 
cessity for  developing  controls  and  setting  limits. 
Yet,  where  the  human  psyche  is  concerned,  rules 
and  requirements  must  be  made  flexible  enough 
to  insure  the  legitimacy  and  effectiveness  of  en- 
forcing them. 

This  flexibility  is  especially  crucial  in  the  treat- 
ment of  drug  addicts.  Even  among  this  exempla- 
ry group,  personal  crises  have  occurred  which 
have  reversed  patients’  progress  more  than  tempo- 
rarily. Examples  include  the  loss  of  a family 
member  through  death  or  separation,  the  loss  of  a 
job,  or  the  disintegration  of  a relationship.  Near- 
ly every  case  of  suspension  from  the  dry  medica- 
tion program  can  be  traced  to  such  an  event. 
Thus,  patients  who  suddenly  begin  abusing 
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drugs  or  stop  submitting  urine  samples  are  not 
immediately  suspended  from  the  group.  Instead 
they  are  placed  on  probation  for  one  month  in 
which  time  they  must  submit  three  urine  samples 
a week  and  undergo  intensive  counseling.  If  their 
behavior  and  urinalysis  reports  have  improved  by 
the  end  of  this  period,  they  are  released  from  pro- 
bation and  remain  in  the  group.  If  not,  they  are 
placed  back  on  liquid  medication  and  daily  pick- 
up. In  extreme  cases  where,  for  example,  a pa- 
tient has  just  gotten  a job  when  the  suspension 
letter  is  due  to  be  sent,  the  patient  will  be  given 
another  few  weeks  on  probation. 

Another  problem  inherent  in  a limited  experi- 
mental program  of  this  nature  is  that  not  all  of 
those  who  become  eligible  for  the  privileges  grant- 
ed to  dry  medication  patients  can  be  included  in 
the  group.  Due  to  constraints  exerted  by  ARTC’s 
funding  agencies,  based  on  original  assumptions 
concerning  the  potential  for  reliability  among 
ARTC’s  patient  population,  it  has  been  difficult 
to  gain  support  in  allowing  even  a limited  number 
of  patients  to  take  methadone  away  from  the  cen- 
ter. Patients  whose  progress  at  ARTC  has 
reached  the  standards  required  of  the  dry  medica- 
tion group  have  repeatedly  requested  that  they 
too  be  granted  this  privilege.  Yet,  ARTC  has  not 
been  able  to  admit  to  the  program  many  of  those 
who  are  eligible.  There  is  currently  a waiting  list 
of  30  patients  who  have  been  told  they  will  be 
added  as  soon  as  space  is  available. 

Benefits  to  patients  and  staff 

Nine  months  of  experience  with  the  dry  medica- 
tion program  indicates  that,  aside  from  the  simple 
incentive  provided  by  reducing  pick-up  days  from 
seven  to  three,  several  more  subtle  motivational 
as  well  as  practical  benefits  have  resulted. 

The  reduced  pick-up  schedule  gives  dry  medica- 


tion patients  time,  as  much  as  ten  hours  a week, 
for  school,  work,  family  activities,  and  recreation. 
It  also  increases  their  mobility  enabling  them  to 
leave  the  city  on  weekends  and  holidays  or  to  seek 
new  employment  and  training  situations. 

The  practical  advantages  of  the  dry  medication 
program  result  from  reduced  patient  flow  in  and 
around  ARTC’s  main  facility  and  the  ease  of  stor- 
ing, measuring,  and  dispensing  diskets.  Reduced 
patient  flow  means  lower  building  maintenance 
costs,  less  congestion  around  dispensing  locations, 
tighter  security,  and  less  patient  visibility  in  the 
area  around  ARTC,  an  important  factor  in  com- 
munity relations.  The  pharmacy  operation  is 
greatly  simplified  by  even  this  limited  substitu- 
tion of  diskets  for  the  liquid  methadone  and  Tang 
preparation.  Dosage  measurement  is  accurate, 
waste  and  spoilage  are  eliminated,  and  prepara- 
tion time  is  reduced.  The  use  of  diskets  also  re- 
sults in  methadone  inventory  records  which  are 
accurate  and  simple  to  prepare. 

Patients’  success  on  the  dry  medication  pro- 
gram so  far  and  the  additional  advantages  cited 
indicate  that  the  program  should  be  continued 
and  expanded  to  include  all  patients  who  become 
eligible  by  the  criteria  mentioned  earlier. 

A larger  effect  of  the  program  has  been  to  point 
out  a serious  lack  of  tangible  reinforcement  for 
success  in  treatment.  ARTC  and  similar  pro- 
grams must  develop  multiple  incentives  for  which 
patients  can  strive  as  they  mature  in  treatment. 
Successful  patients  should  be  formally  recog- 
nized and  granted  increasing  independence  and 
status  as  they  move  upward  in  treatment  and  out 
ward  into  society.  If  treatment  programs  now 
move  quickly  to  develop  systems  for  rewarding 
their  exemplary  patients  publicly  and  frequently, 
both  programs  and  patients  will  benefit  from  the 
ultimate  role  model:  the  responsible,  productive, 
and  respected  ex-heroin  addict. 
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Obituaries 


James  Crawford  Allanson,  M.D.,  of  Utica,  died  on 
November  24,  1973,  at  the  age  of  fifty-seven.  Dr.  Al- 
lanson graduated  in  1940  from  Harvard  University 
Medical  School.  He  was  an  attending  urologist  at  St. 
Luke’s-Memorial  Hospital  Center  and  a consulting  urol- 
ogist at  Marcy  State  and  Utica  State  Hospitals.  Dr. 
Allanson  was  a Diplomate  of  the  American  Board  of 
Urology,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Urological  Association, 
the  Utica  Academy  of  Medicine,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Anthony  Arthur  Antoville,  M.D.,  of  New  York  City, 
died  on  December  11,  1973,  at  the  age  of  sixty-eight. 
Dr.  Antoville  graduated  in  1929  from  Cornell  Univer- 
sity Medical  College.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Elmer  Henry  Bickle,  M.D.,  of  Buffalo,  died  on  No- 
vember 12,  1973,  at  the  age  of  seventy-four.  Dr.  Bickle 
graduated  in  1930  from  the  University  of  Western  On- 
tario Faculty  of  Medicine.  He  was  a member  of  the 
American  Psychiatric  Association,  the  Industrial  Medi- 
cal Association,  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  Ugo  Bonanno,  M.D.,  of  The  Bronx,  died  on 
December  5,  1973,  at  the  age  of  sixty-five.  Dr.  Bonan- 
no graduated  in  1934  from  St.  Louis  University  School 
of  Medicine.  He  was  a member  of  the  American  Geri- 
atrics Society,  the  New  York  Cardiological  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  Cunning  Brady,  M.D.,  of  Buffalo,  died  on  Octo- 
ber 27,  1973,  at  the  age  of  eighty-three.  Dr.  Brady 
graduated  in  1916  from  Fordham  University  School  of 
Medicine.  He  was  consulting  surgeon  at  the  Edward 
J.  Meyer  Memorial  Hospital  and  an  honorary  consult- 
ing member  of  the  medical  staff  at  Sisters  of  Charity 
Hospital  of  Buffalo.  Dr.  Brady  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Clarence  Halsall  Browrn,  M.D.,  of  New  York  City, 
died  on  October  31,  1973,  at  the  age  of  fifty-five.  Dr. 
Brown  graduated  in  1943  from  the  University  of  Ver- 
mont College  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Max  Philip  Cowett,  M.D.,  of  New  York  City,  died  on 
November  30,  1973,  at  the  age  of  eighty-two.  Dr.  Cow- 
ett graduated  in  1915  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Colon  and  Rectal  Surgery,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member 
of  the  American  Proctologic  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  Dimitroff,  M.D.,  of  Corning,  died  on  Decem- 
ber 20,  1972,  at  the  age  of  seventy-eight.  Dr.  Dimitroff 
graduated  in  1923  from  the  University  of  Toronto  Fac- 
ulty of  Medicine.  He  was  an  emeritus  member  of  the 
medical  staff  at  Corning  Hospital.  Dr.  Dimitroff  was  a 
Fellow  of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member 
of  the  International  Academy  of  Proctology,  the  Ameri- 
can Academy  of  Family  Practice,  the  Steuben  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  Lewis  Feit,  M.D.,  Brooklyn,  died  on  November 
15,  1973,  at  the  age  of  sixty-six.  Dr.  Feit  graduated  in 
1930  from  New  York  Medical  College.  He  was  an  at- 
tending proctologist  at  Metropolitan  Jewish  Geriatric 
Center,  an  associate  attending  proctologist  at  Kings- 
brook  Jewish  Medical  Center  and  Caledonian  Hospital, 
and  director  and  an  attending  physician  in  proctology 
at  Lefferts  General  Hospital.  Dr.  Feit  was  a Fellow  of 
the  International  College  of  Surgeons  and  a member  of 
the  American  Proctologic  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Aldo  Florio,  M.D.,  of  The  Bronx,  died  on  November 
15,  1973,  at  the  age  of  sixty-three.  Dr.  Florio  received 
his  medical  degree  from  the  University  of  Bologna  in 
1937.  He  was  an  assistant  attending  physician  at  Har- 
lem Hospital  Center.  Dr.  Florio  was  a Fellow  of  the 
American  College  of  Allergists  and  a member  of  the 
American  Association  for  Cancer  Research,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Joseph  Flynn,  M.D.,  of  Brooklyn,  died  on  No- 
vember 30,  1973,  at  the  age  of  seventy  one.  Dr.  Flynn 
graduated  in  1929  from  Stritch  School  of  Medicine  of 
Loyola  University.  He  was  director  of  general  practice 
at  Victory  Memorial  Hospital.  Dr.  Flynn  was  a mem- 
ber of  the  American  Academy  of  Family  Practice,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harold  Norman  Gertzog,  M.D.,  of  Rochester,  died  on 
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November  14,  1973,  at  the  age  of  fifty-one.  Dr.  Gert- 
zog  graduated  in  1948  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  assistant  attending 
pediatrician  at  Rochester  General  and  at  Strong  Me- 
morial Hospitals.  Dr.  Gertzog  was  a member  of  the 
Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Wilberforce  Griffith,  M.D.,  of  New  York  City,  died  on 
November  10,  1972.  Dr.  Griffith  graduated  in  1933 
from  McGill  University  Faculty  of  Medicine. 

William  Hammond,  M.D.,  of  Scarsdale,  died  on  De- 
cember 11,  1973,  at  the  age  of  seventy-three.  Dr. 
Hammond  graduated  in  1927  from  McGill  University 
Faculty  of  Medicine.  He  was  a consultant  in  internal 
medicine  at  Grasslands  Hospital  and  an  attending  phy- 
sician at  White  Plains  Hospital.  The  former  editor  of 
the  New  York  State  Journal  of  Medicine,  Dr.  Ham- 
mond was  a Fellow  of  the  American  College  of  Physi- 
cians and  a member  of  the  American  Geriatrics  Soci- 
ety, the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Johanna  R.  Hilkowich,  M.D.,  of  New  York  City,  died 
on  December  11,  1973,  at  the  age  of  eighty.  Dr.  Hil- 
kowich received  her  medical  degree  from  the  University 
of  Vienna  in  1919. 

Louis  Hirschhorn,  M.D.,  of  Manhasset,  died  on  No- 
vember 19,  1972,  at  the  age  seventy.  Dr.  Hirschhorn 
graduated  in  1924  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Guy  L.  Howe,  M.D.,  of  Rochester,  died  on  February 
22,  1973,  at  the  age  of  eighty-seven.  Dr.  Howe  gradu- 
ated in  1911  from  the  University  of  Pennsylvania 
School  of  Medicine. 

Harry  Kessler,  M.D.,  of  Rochester,  died  on  December 
3,  1972.  Dr.  Kessler  graduated  in  1931  from  Long 
Island  College  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Physical  Medicine  and  Rehabilita- 
tion, a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation. 

Abraham  Krynski,  M.D.,  of  Sea  Cliff,  died  on  Janu- 
ary 26,  1973,  at  the  age  of  eighty-three.  Dr.  Krynski 
received  his  medical  degree  from  the  University  of  Ber- 
lin in  1914.  He  was  a member  of  the  American  Acade- 
my of  Dermatology,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Richard  Allan  Lendc,  M.D.,  of  Albany,  died  on  No- 
vember 20,  1973,  at  the  age  of  forty-nine.  Dr.  Lende 
graduated  in  1951  from  Albany  Medical  College.  He 
was  head  and  an  attending  neurosurgeon  at  Albany 
Medical  Center  Hospital  and  a consulting  neurosur- 
geon at  Veterans  Administration  Hospital.  Dr.  Lende 


was  a Diplomate  of  the  American  Board  of  Neurologi- 
cal Surgery,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Physiological 
Society,  the  American  Association  of  Neurological  Sur- 
geons, the  Albany  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

William  Nathan  Lerer,  M.D.,  of  New  York  City,  died 
on  November  26,  1973,  at  the  age  of  thirty-five.  Dr. 
Lerer  graduated  in  1963  from  Albert  Einstein  College 
of  Medicine.  He  was  an  assistant  attending  radiologist 
at  The  Mount  Sinai  Hospital.  Dr.  Lerer  was  a Diplo- 
mate of  the  American  Board  of  Radiology  and  a mem- 
ber of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Henry  Licht,  M.D.,  of  Wyoming,  died  on  Oc- 
tober 11,  1973,  at  the  age  of  ninety-one.  Dr.  Licht 
graduated  in  1911  from  Johns  Hopkins  University 
School  of  Medicine.  He  was  a member  of  the  Tomp- 
kins County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Arthur  Courtney  Logan,  M.D.,  of  New  York  City, 
died  on  November  25,  1973,  at  the  age  of  sixty-four. 
Dr.  Logan  graduated  in  1934  from  Columbia  Universi- 
ty College  of  Physicians  and  Surgeons.  He  was  an  as- 
sociate director  and  an  attending  surgeon  at  Sydenham 
Hospital.  Dr.  Logan  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Franklin  Mantel,  M.D.,  of  Hempstead,  died 
on  December  1,  1973,  at  the  age  of  seventy-five.  Dr. 
Mantel  received  his  medical  degree  from  the  University 
of  Vienna  in  1924.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  P.  Masterson,  M.D.,  of  Buffalo,  died  on  Octo- 
ber 28,  1973,  at  the  age  of  fifty-four.  Dr.  Masterson 
graduated  in  1945  from  Georgetown  University  School 
of  Medicine.  He  was  an  attending  physician  in  inter- 
nal medicine  at  Kenmore  Mercy  Hospital.  Dr.  Mast- 
erson was  a member  of  the  New  York  State  Society  of 
Internal  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leslie  Mende,  M.D.,  of  Brooklyn,  Rego  Park,  and 
Roslyn  Heights,  died  on  January  21,  1973,  at  the  age  of 
sixty.  Dr.  Mende  received  his  medical  degree  from  the 
University  of  Prague  in  1936.  He  was  a member  of  the 
American  Geriatrics  Society. 

Z.  Rita  Parker,  M.D.,  of  Miami,  Florida,  formerly  of 
New  York  City,  died  on  September  6,  1973,  at  the  age 
of  seventy-eight.  Dr.  Parker  graduated  in  1924  from 
Cornell  University  Medical  College.  She  was  a mem- 
ber of  the  American  Psychiatric  Association,  the  Amer- 
ican Psychoanalytic  Association,  the  New  York  Acade- 
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my  of  Medicine,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Pisk,  M.D.,  of  Schenectady,  died  on  September 
8,  1973,  at  the  age  of  seventy-three.  Dr.  Pisk  received 
his  medical  degree  from  the  University  of  Vienna  in 
1927.  He  was  a member  of  the  American  Academy  of 
Family  Practice,  the  Schenectady  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leonard  J.  Raider,  M.D.,  of  New  York  City,  died  on 
December  13,  1973,  at  the  age  of  forty-nine.  Dr.  Raid- 
er graduated  in  1948  from  the  University  of  Pittsburgh 
School  of  Medicine.  He  was  a member  of  the  Indus- 
trial Medical  Association,  the  American  Public  Health 
Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Mark  C.  Ryan,  M.D.,  of  Lake  Helen,  Florida,  former- 
ly of  Kenmore,  died  on  November  3,  1973,  at  the  age  of 
seventy-seven.  Dr.  Ryan  graduated  in  1923  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a 
Fellow  of  the  American  College  cf  Surgeons  and  a 
member  of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

W.  J.  Merle  Scott,  M.D.,  of  Rochester,  died  on  Octo- 
ber 25,  1973,  at  the  age  of  seventy-nine.  Dr.  Scott 
graduated  in  1918  from  Johns  Hopkins  University 
School  of  Medicine.  He  was  an  emeritus  surgeon  at 
Strong  Memorial  Hospital,  a consulting  surgeon  at  Ge- 
nesee and  Rochester  General  Hospitals,  and  an  honor- 


ary surgeon  at  Highland  Hospital  of  Rochester.  Dr. 
Scott  was  a Diplomate  of  the  American  Board  of  Sur- 
gery and  a member  of  the  American  Surgical  Associa- 
tion, the  American  Society  for  Clinical  Investigation, 
the  Rochester  Academy  of  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Vesell,  M.D.,  of  Hallandale,  Florida,  formerly 
of  New  York  City,  died  on  December  11,  1973,  at  the 
age  of  seventy-four.  Dr.  Vesell  graduated  in  1922  from 
Cornell  University  College  of  Medicine.  He  had  been 
an  attending  physician  in  cardiology  at  Beth  Israel 
Hospital  and  a consulting  physician  at  the  New  York 
Infirmary.  Dr.  Vesell  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine,  a Fellow  of  the  Ameri- 
can College  of  Physicians,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  Pathological 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  S.  Walsh,  Jr.,  M.D.,  of  Albany,  died  on  July 
6,  1973.  Dr.  Walsh  graduated  in  1937  from  Albany 
Medical  College.  He  was  an  attending  surgeon  at  St. 
Peter’s  Hospital  and  a clinical  assistant  surgeon  at  Al- 
bany Medical  Center  Hospital.  Dr.  Walsh  was  a Dip- 
lomate of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of 
the  James  Ewing  Society. 

Ansis  Zamelis,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 22,  1973.  Dr.  Zamelis  graduated  in  1964  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. 


Apology  to  the  Family  of  Harry  Edward  Voss,  M.D. 

Owing  to  the  misinformation  published  in  this  Department,  November  1,  1973,  on  page  2612,  the  correct  in- 
formation is  forthwith  published.  The  Journal  regrets  that  this  has  happened  and  apologizes  to  the  Family 
of  Harry  Edward  Voss,  M.D. 

Harry  Edward  Voss,  M.D.,  of  Scarsdale  and  Woodland  Valley,  New  York,  died  September  26,  1973,  in  The 
Lawrence  Hospital,  Bronxville,  New  York  after  a long  illness.  Born  in  Phoenicia,  New  York,  the  son  of 
Judge  and  Mrs.  Theodore  A.  Voss,  Dr.  Voss  was  graduated  from  High  School  in  Kingston,  New  York,  com- 
pleted his  premedical  training  at  Columbia  University  and  received  his  M.D.;  his  C.M.  degree  came  from 
The  Faculty  of  Medicine  of  McGill  University  in  Montreal,  Canada.  Dr.  Voss,  an  internist,  was  a member  of 
the  Medical  Staff  of  the  Lawrence  Hospital  for  over  thirty-five  years  and  was  President  of  the  Medical  Board 
in  1965  and  1966;  from  January  1,  1958  to  December  31,  1967,  he  served  as  Director  of  Medicine.  For  many 
years,  Dr.  Voss  was  also  a member  of  the  staff  of  St.  Luke’s  Hospital,  New  York  City,  White  Plains  Hospital, 
and  St.  Agnes  Hospital  in  White  Plains.  Dr.  Voss  was  a member  of  the  New  York  Academy  of  Medicine,  the 
American  Society  of  Internal  Medicine,  and  a life  member  of  the  American  College  of  Physicians,  the  Ameri- 
can Medical  Association,  the  New  York  State  Medical  Society,  and  the  Westchester  County  Medical  Society. 
Highly  regarded  both  for  his  professional  expertise  and  his  personal  warmth,  sincerity,  and  kind  and  unas- 
suming manner,  Dr.  Voss  will  be  greatly  missed  by  his  many  longtime  friends  and  associates.  Dr.  Voss 
served  in  the  Navy  during  World  War  II.  He  retired  from  the  Naval  Reserve  with  the  rank  of  Captain. 
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Medical  Meetings 


Gastrointestinal  surgery 

A postgraduate  course  on  “Gastrointestinal  Surgery,” 
will  be  presented  on  January  16  and  17,  1974,  at  the 
Cleveland  Clinic  Educational  Foundation. 

Two  postgraduate  courses  offered 

The  New  York  University  Post-Graduate  Medical 
School  will  offer  two  courses  under  the  direction  of  J. 
Scott  Butterworth,  M.D.,  associate  professor  of  medi- 
cine in  1974.  The  first,  “Electrocardiography,”  is  a 
three-day,  full-time  course,  to  be  given  January  21  to 
23.  A second  course,  “Cardiac  Auscultation,”  is  a two- 
day,  full-time  course,  to  be  given  April  10  and  11,  1974. 

Applications  for  the  two  courses  are  available  at  the 
Office  of  the  Recorder,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York,  New  York  10016. 

Conference  on  hemophilia 

A conference  on  “Hemophilia-Recent  Advances  in 
Biochemistry,  Physiology,  and  Therapy,”  sponsored  by 
The  New  York  Academy  of  Sciences  and  The  National 
Hemophilia  Foundation,  will  be  held  on  January  21, 
22,  23,  1974,  at  the  Biltmore  Hotel. 

For  further  information,  contact  Public  Relations, 
the  New  York  Academy  of  Sciences,  2 East  63rd 
Street,  New  York  10021,  212-838-0230. 

Continuing  medical  education 

“Diagnosing  the  Inflamed  Bowel”  with  Marvin  M. 
Schuster,  M.D.,  Director  of  Gastroenterology,  Balti- 
more City  Hospitals,  and  associate  professor  of  medi- 
cine, assistant  professor  of  psychiatry  at  Johns  Hopkins 
University  School  of  Medicine,  Baltimore,  Maryland; 
“Failure  to  Thrive,”  with  Aaron  R.  Rausen,  M.D.,  di- 
rector of  pediatrics  at  Beth  Israel  Medical  Center,  and 
professor  of  pediatrics,  The  Mount  Sinai  Medical  Cen- 
ter, New  York;  and  “Primary  Treatment  of  Soft  Tissue 
Injuries,”  with  Ronald  B.  Berggren,  M.D.,  professor 
and  director  of  the  Plastic  Surgery  Division,  Ohio  State 
University  College  of  Medicine,  and  Thomas  S.  Morse, 
M.D.,  assistant  professor  of  surgery,  Ohio  State  Uni- 
versity College  of  Medicine,  will  be  presented  January 
14  to  January  27. 

These  programs  are  distributed  by  the  Network  for 
Continuing  Medical  Education  (NCME).  For  more 
information  about  NCME,  write  to  the  Network  for 
Continuing  Medical  Education,  15  Columbus  Circle, 
New  York,  New  York  10023. 

Visiting  scientist  seminars 

The  visiting  scientist  seminars  presented  by  the  me- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


tabolism-endocrine  section,  Department  of  Medicine, 
Downstate  Medical  Center,  held  on  Tuesdays,  1:15  to 
2:15  p.m.,  will  be:  “Feminizing  Syndromes  in  Men,” 
by  J.  Lester  Gabrilove,  M.D.,  clinical  professor  of  med- 
icine, Mount  Sinai  School  of  Medicine,  New  York  City, 
on  January  8,  1974;  “The  Protein  Moiety  of  the  Plasma 
Lipoproteins,”  by  Howard  A.  Eder,  M.D.,  professor  of 
medicine,  Albert  Einstein  College  of  Medicine,  The 
Bronx;  on  February  19,  1974;  and  “Use  of  Cyclic  Nu- 
cleotide Measurements  in  Disease,”  by  Alton  Steiner, 
M.D.,  associate  professor  of  medicine,  University  of 
North  Carolina  School  of  Medicine,  Chapel  Hill,  North 
Carolina,  on  March  12,  1974. 

Congress  on  medical  education 

The  seventieth  annual  Congress  on  Medical  Educa- 
tion will  be  held  at  the  Palmer  House,  Chicago,  Febru- 
ary 1 to  3,  1974. 

Corneal  surgery  course 

A three-day  concentrated  and  practical  course  in 
surgery  of  the  cornea  will  be  given  by  the  faculty  and 
invited  guests  at  the  New  York  Eye  and  Ear  Infirmary, 
310  East  14th  Street,  New  York,  N.  Y.  10003,  on 
Thursday,  Friday,  and  Saturday,  May  2nd,  3rd,  and 
4th,  1974. 

A variety  of  keratoplasty  techniques  will  be  demon- 
strated on  patients  by  various  surgeons.  The  course  is 
intended  to  broaden  the  scope  of  practicing  ophthal- 
mologists, to  acquaint  them  with  special  instrumenta- 
tion, indications,  and  surgical  highlights  in  keratoplas- 
ties and  the  value  of  microscopic  surgery.  Round  table 
discussions  will  include  a variety  of  ancillary  subjects. 

Matriculants  will  perform  corneal  grafting  proce- 
dures on  animal  eyes  under  faculty  supervision. 

The  course  is  limited  to  15  matriculants.  Further 
information  and  registration  forms  may  be  obtained 
from:  Mr.  Gerald  J.  Me  Coy,  Administrator,  New 

York  Eye  and  Ear  Infirmary,  310  East  14th  Street, 
New  York,  N.Y.  10003. 

Clinical  conference  and 
contact  lens  meeting 

The  forty-seventh  annual  New  York  Eye  and  Ear  Infir- 
mary clinical  conference  on  “Ophthalmology  1974,’ 
sponsored  by  the  New  York  Eye  and  Ear  Infirmary 
staff  and  alumni  will  be  held  Wednesday,  Thursday, 
May  8 to  9,  1974,  at  Marriott’s  Essex  House,  New  York 
City. 

The  following  day,  will  be  the  Twelfth  New  York  Eye 
and  Ear  Infirmary  Spring  Contact  Lens  meeting,  on 
Friday,  May  10,  1974,  also  at  Marriott’s  Essex  House, 
New  York  City,  on  “Hard  vs  Soft  vs  Gas  Permeable 
Contact  Lenses — a Direct  Comparison.” 
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For  registration  and  further  information,  please 
write:  Jane  Stark,  Conference  Registrar,  New  York 

Eye  and  Ear  Infirmary.  310  East  Fourteenth  Street, 
New  York,  New  York  10003. 

Cardiopulmonary  resuscitation  course 

The  American  Association  of  Medical  Assistants, 
Kings  Chapter,  Announces  the  New  York  Heart  Asso- 
ciations course  in  “Cardiopulmonary  Resuscitation  for 
Certification  in  Emergency  Measures,”  by  Jay  Helf- 
gott,  CPR  Instructor,  on  Sunday,  March  10,  1974,  at 
The  Brooklyn  Hospital,  121  DeKalb  Avenue,  Brooklyn, 
N.Y. 11201. 

Postgraduate  course  in  pediatrics 

The  23rd  annual  postgraduate  course  in  pediatrics  of 
The  University  of  Texas  Medical  Branch  will  be  held 
in  Galveston,  Texas,  March  14  and  15,  1974.  The 
course  will  be  entitled  "Pediatric  Potpourri”  with  guest 
lecturers  Paul  VVehrle,  M.D.,  Elliott  Ellis,  M.D.,  and 
Marvin  Cornblath,  M.D. 

This  program  is  acceptable  for  12  prescribed  hours 
by  the  American  Academy  of  General  Practice.  Fur- 
ther information  will  be  furnished  by  Lillian  H.  Lock- 
hart, M.D.,  Chairman,  Pediatric  Postgraduate  Com- 
mittee, The  University  of  Texas  Medical  Branch,  Gal- 
veston, Texas  77550. 

Institutes  for  nurses  and 
pediatrics  practitioners 

Institutes  for  Nurses  and  Pediatrics  Practitioners  in 
“The  Care  of  Premature  and  Other  High-Risk  Infants” 
will  be  offered  in  March,  1974,  for  qualified  nurses  and 
pediatric  practitioners  from  the  greater  New  York  Met- 
ropolitan area.  This  program  will  include  a two-week 
course  for  nurses  and  five  Wednesday  sessions  for  doc- 
tors and  nurses.  The  dates  are  as  follows:  two-week 
session  (nurses  only)  March  4 to  15,  1974,  and  Wednes- 
day sessions  (physicians  and  nurses)  on  March  6,  1974, 
March  13,  1974,  March  20,  1974,  March  27,  1974,  and 
April  3,  1974. 

This  session  is  planned  to  appeal  to  pediatricians  in 
the  Metropolitan  area  who  are  unable  to  attend  the 
regular  Institutes  because  of  commitments  that  pre- 
clude a two-week  absence  from  the  office. 


All  aspects  of  the  care  of  newborn  infants  will  be 
covered  including  intensive  care,  fetal  monitoring, 
high-risk  pregnancy,  resuscitation,  respiratory  distress 
and  bilirubin.  The  public  health  aspects  of  maternal- 
child  health  programs  including  availability  of  social 
service,  family  planning,  and  neonatal  transport  will  be 
discussed. 

Early  Registration  is  Advised. 

For  further  information,  please  write  to:  Dr.  Peter 

Auld,  Medical  Director,  Premature  Institute,  The  New 
York  Hospital-Cornell  Medical  Center,  525  East  68th 
Street,  New  York,  New  York  10021,  Telephone  No. 
(212)  472-6875. 

Fourth  annual  course 

The  Behaviorial  Science  Department  of  the  Institute 
of  Rehabilitation  Medicine  at  New  York  University 
Medical  Center  will  be  holding  its  fourth  annual  course 
entitled  "Remedial  Techniques  for  Cognitive  and  Per- 
ceptual Difficulties  in  Brain-Damaged  Persons,”  April 
24  to  April  26,  1974,  at  the  Institute.  This  course  is 
designed  to  present  new  approaches  as  well  as  basic 
principles  and  techniques  which  have  been  developed 
over  the  past  ten  years  to  treat  brain-damaged  adults 
with  such  difficulties.  Some  of  these  techniques  can 
be  applied  to  children. 

Blood  Banks  Association 

The  Blood  Banks  Association  of  New  York  State  will 
hold  its  annual  meeting  on  April  26,  1974,  at  the  Albert 
Einstein  College  of  Medicine,  The  Bronx,  New  York. 
An  advance  program  will  be  available  about  April  1st 
by  writing  the  Executive  Secretary,  Mrs.  Mary  L. 
Perry,  57  Sprague  Ave.,  Middletown,  N.Y.  10940. 

Advanced  workshop  in  facial 
plastic  and  reconstructive  surgery 

The  1974  spring  workshop  on  rhinoplasty  and  oto- 
plasty at  the  Mount  Sinai  School  of  Medicine,  cospon- 
sored by  the  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc.,  has  been  announced  by 
Roy  B.  Sessions,  M.D.,  co-chairman,  education  com- 
mittee of  The  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc.  The  workshop  is  accred- 
ited by  the  AMA  Continuing  Education  program. 
This  session  will  be  held  June  16  to  20,  1974. 
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Month  in  Washington 


Two  more  major  national  health  insurance  proposals 
have  been  thrown  into  the  Congressional  hopper,  bring- 
ing the  total  to  eight  with  at  least  two  more  waiting  in 
the  wings,  including  that  of  the  Administration. 

Chairman  Harley  O.  Staggers  (D.,  W.Va.)  of  the 
House  Commerce  Committee  has  introduced  his  own 
NHI  (national  health  insurance)  proposal,  saying  hear- 
ings will  be  held  on  his  bill  in  the  coming  year. 

The  second  new  NHI  proposal  came  from  Senate  Re- 
publican leader  Hugh  Scott  (R.,  Pa.)  and  Charles 
Percy  (R.,  111.). 

Staggers’  National  Comprehensive  Health  Benefits 
Act  of  1973  would  provide  comprehensive  health  care 
benefits  and  complete  protection  against  the  costs  of 
catastrophic  illness  to  all.  It  would  be  financed  by  a 
combination  of  contributions  from  employers,  the  Fed- 
eral government,  and  individuals,  scaled  to  income. 
The  Federal  funds  are  for  health  insurance  and  cata- 
strophic illness  benefits  for  the  poor  and  near  poor. 

The  introduction  came  shortly  before  hearings  on 
NHI  by  the  Commerce  Subcommittee  on  Public 
Health  and  Environment. 

It  is  the  first  major  NHI  proposal  to  be  referred  to 
the  Interstate  and  Foreign  Commerce  Committee  rath- 
er than  the  Committee  on  Ways  and  Means,  Staggers 
noted,  adding  that  it  is  the  first  NHI  proposal  by  a 
chairman  of  a major  committee  in  the  House. 

Major  features  of  the  proposal,  as  described  by 
Staggers  are: 

1.  a strong  role  for  state  governments  in  the  de- 
velopment and  administration  of  the  program; 

2.  incentives  for  the  creation  and  use  of  Health 
Maintenance  Organizations; 

3.  a six-year  transitional  period  for  orderly  devel- 
opment; 

4.  the  use  of  existing  private  health  insurance 
carriers  for  administration  of  the  insurance  provi- 
sions; and 

5.  the  fact  that  the  program  builds  on,  rather 
than  federalizes,  the  existing  health  care  system. 

The  bill  provides  that  newly  created  SHCs  (State 
Health  Commissions)  would  be  responsible  for  the  ac- 
tual administration  of  much  of  the  program,  including 
standard  setting  and  quality  control,  assisting  in  the 
development  of  HMOs  (Health  Maintenance  Organiza- 
tions), and  administration  of  some  of  the  insurance 
provisions.  Existing  private  health  insurance  carriers 
would  be  used  to  underwrite  most  of  the  legislation’s 
insurance  benefits.  The  development  and  use  of 
HMOs  would  be  encouraged  through  additional  direct 
developmental  assistance  and  through  a ten  per  cent 
Federal  subsidy  of  HMO  premiums. 

Within  two  years  of  enactment,  all  aged,  low  income, 
and  unemployed  individuals  and  families  would  be 
provided  coverage  for  basic  health  services.  Within 
four  years  of  enactment,  all  individuals  and  families 
Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


would  be  provided  coverage  for  basic  health  services 
and  the  costs  of  catastrophic  illness.  Within  seven 
years  of  enactment,  all  individuals  and  families  would 
be  provided  coverage  for  comprehensive  health  care 
benefits  and  the  costs  of  catastrophic  illness. 

Senator  Scott  said  his  two-part  “Health  Rights  Act” 
would  provide  for  inpatient  protection  for  all  persons 
suffering  major  illness  and  would  set  up  an  outpatient 
health  maintenance  insurance  plan.  It  would  replace 
both  the  medicare  and  medicaid  programs  now  in  ef- 
fect. Scott  added  that  he  believed  his  bill  was  “must 
legislation”  for  this  session  of  Congress  “because  its 
goal  is  to  serve  every  American  at  a critical  time.” 

Under  the  Scott-Percy  Health  Rights  Act,  both  the 
inpatient  and  outpatient  plans  would  be  administered 
by  insurance  carriers  or  other  public  or  private  agencies 
on  a regional  basis  under  contract  with  the  newly 
created  Office  of  Health  Care  within  the  Department  of 
Health,  Education,  and  Welfare. 

The  inpatient  “major  illness”  protection  differs  from 
traditional  catastrophic  plans  by  covering  all  costs 
above  each  family’s  health-cost  ceiling  which  is  deter- 
mined by  a formula  taking  into  account  both  family  in- 
come and  family  size.  Money  for  the  plan  would  be 
financed  in  part  through  the  present  health  insurance 
portion  of  Social  Security  payroll  taxes  and  in  part 
through  general  revenues. 

The  outpatient  plan  would  be  financed  in  part 
through  family  premium  payments  which  would  be 
supplemented  in  whole  or  part  with  Federal  payments 
for  low-income  families.  Employers  could  arrange  to 
finance  all  or  part  of  their  employees’  premiums. 

The  Act  would  also  establish  a two-year,  Presiden- 
tial^ appointed  “Health  Delivery  Committee”  to  study 
the  current  and  long-range  needs  for  medical  personnel 
and  facilities.  It  would  make  recommendations  to  the 
President  and  Congress. 

* * * 

The  American  Medical  Association  has  asked  the 
Congress  to  reject  proposed  legislation  that  would  re- 
strict the  FDA’s  (Food  and  Drug  Administration’s)  au- 
thority over  food  supplements. 

In  testimony  before  the  House  Commerce  Subcom- 
mittee on  Health  and  Environment,  C.  E.  Butterworth, 
Jr.,  M.D.,  chairman  of  the  AMA’s  Council  on  Foods 
and  Nutrition,  said  the  FDA’s  actions  “are  based  on 
sound  scientific  evidence  and  are  clearly  in  the  public 
interest.” 

Under  new  FDA  regulations,  U.S.  Government  RDAs 
(recommended  daily  allowances)  have  been  established 
that  permit  the  inclusion  of  19  essential  vitamins  and/ 
or  minerals  in  products  to  be  marketed  as  dietary  sup- 
plements. “The  RDAs  are  based  on  those  formed  by 
the  National  Academy  of  Sciences  and  reflect  the  most 
current  scientific  judgments  on  the  subject,”  said  Dr. 
Butterworth. 

Ingredients  with  no  recognized  nutritional  value 
would  be  excluded  from  dietary  supplements. 

“There  is  no  scientifically  acceptable  evidence  to 
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support  the  use  of  bioflavonoids,  rutin,  inositol,  and 
other  similar  ingredients,”  said  the  witness.  “It  is  our 
opinion  also  that  the  quantities  of  vitamins  included  in 
mixtures  for  dietary  supplementation  should  furnish 
daily  an  amount  which  approximately  fulfills,  but  does 
not  greatly  exceed,  the  recommended  dietary  allow- 
ances,” Dr.  Butterworth  testified.  Inclusion  of  exces- 
sive amounts  of  fat-soluble  vitamins  A and  D can  be 
harmful  and  "is  scientifically  unwarranted  and  poten- 
tially dangerous,”  he  said. 

Dr.  Butterworth  also  said: 

It  clearly  would  not  be  in  the  public  interest  to 
enact  legislation  virtually  eliminating  the  authority 
of  the  HEW  secretary  to  control  the  kinds  and 
amounts  of  ingredients  in  the  dietary  supplements 
and  other  foods  for  dietary  use.  The  current  regula- 
tions promote  safety  and  provide  full  information  to 
consumers  about  such  products,  and  this  information 
will  enable  them  to  make  decisions  based  on  scienti- 
fically acquired  data. 

* * * 

Legislation  liberalizing  tax  treatment  of  retirement 
savings  by  the  self-employed  seems  to  be  moving  closer 
to  congressional  enactment  in  the  next  session. 

The  House  Ways  and  Means  Committee  has  tenta- 
tively approved  the  Senate  provision  allowing  self-em- 
ployed people  such  as  lawyers,  dentists,  and  physicians 
to  claim  tax  deductions  on  $7,500  a year  or  15  per  cent 
of  income  for  sums  placed  in  qualified  pension  plans. 
This  compares  with  the  previous  Keogh  limit  of 
$2,500  or  10  per  cent  of  income. 

The  threat  of  a strict  limitation  on  pension-tax  de- 
ferments in  corporations,  including  professional  service 
corporations,  appears  to  have  diminished.  The  Ways 
and  Means  Committee  in  general  accepted  the  princi- 
ple in  the  Senate  bill  of  a $75,000  annual  limit  on  re- 
tirement benefit  plans  (so-called  defined  benefit  plans) 
and  on  others  (defined  contribution  plans  which  in- 
cluded profit-sharing,  money  purchase,  and  so  forth)  of 
a retirement  benefit  not  to  exceed  100  per  cent  of  the 
high  three  years  of  average  compensation. 

Ways  and  Means  must  still  take  a final  vote  and  also 
work  out  with  the  House  Education  and  Labor  Com- 
mittee an  agreement  on  the  form  the  overall  legisla- 
tion, a sweeping  pension  reform  measure,  will  take 
when  presented  on  the  House  floor.  Defeated  in  Ways 
and  Means  was  a move  by  labor,  an  arch  enemy  of  the 
Keogh  provision,  to  reduce  the  tax  deferral  to  a maxi- 
mum of  $5,000  per  year. 

* * * 

President  Nixon  is  correct  in  his  statement  that 
home  temperatures  in  the  mid-60s  are,  in  some  ways, 
healthier  than  temperatures  in  the  mid-70s,  according 
to  William  Barclay,  M.D.,  assistant  executive  vice 
president  for  scientific  affairs,  American  Medical  Asso- 
ciation. 

Heating  the  interior  of  homes  and  office^  during 
the  winter  removes  moisture  from  the  air.  The  high- 
er the  temperature,  the  dryer  the  air.  Air  with  little 
moisture  aggravates  bronchial  and  other  respiratory 
problems.  It  can  contribute  to  dry  throat  and  nose, 
coughs,  and  dry  skin. 

The  respiratory  system  doesn’t  cope  well  with  the 
sudden  changes  in  temperature.  Moving  from  an 
overly  warm  room  into  outside  cold  affects  the  body 


adversely,  causing  coughs  and  respiratory  problems. 
The  body  adjusts  to  temperature  changes  gradually. 
We  feel  the  cold  more  acutely  on  the  first  cold  day  in 
the  fall  than  in  January.  We  do  not  adapt  well  to 
abrupt  temperature  changes. 

There  are  no  major  health  advantages  inherent  in 
keeping  inside  temperatures  somewhat  lower,  but 
there  are  minor  advantages  that  add  to  comfort  and 
well-being  during  the  winter. 

* * * 

President  Nixon  has  signed  into  law  a three-year, 
$185  million  bill  to  help  set  up  emergency  medical 
units  around  the  nation. 

The  bill  authorizes  grants  and  contracts  for  feasibili- 
ty studies,  planning,  establishment,  operation,  and  ex- 
pansion of  EMS  (emergency  medical  systems)  as  well 
as  research  and  training.  Rep.  Tim  Lee  Carter,  M.D., 
(R.,  Ky.)  said  in  House  debate  that  it  would  assist 
communities  throughout  the  nation  to  develop  and  im- 
prove their  emergency  medical  services  systems  and 
“contribute  directly  to  saving  tens  of  thousands  of  lives 
each  year.” 

President  Nixon  had  criticized  the  bill  in  a veto  ear- 
lier this  year,  contending  that  existing  Federal  and 
state  programs  are  adequate  to  handle  the  problem. 
The  veto  led  to  a major  confrontation  with  Congress 
last  September  in  which  the  Administration  won  when 
the  House  failed  by  a narrow  margin  to  muster  the  re- 
quired two-thirds  vote. 

The  bill  increases  from  50  per  cent  to  75  per  cent  the 
Federal  share  of  grants  for  emergency  programs  and 
earmarks  20  per  cent  of  grants  for  rural  areas. 

The  Administration’s  prime  objective  to  the  earlier 
bill  was  an  amendment  ordering  that  all  PHS  (public 
health-service)  hospitals  be  kept  open.  The  EMS  law 
does  not  contain  this  provision.  However,  the  PHS 
hospitals  were  kept  alive  by  a rider  to  a military  appro- 
priations bill  that  was  subsequently  signed  into  law. 

* * * 

The  White  House  has  said  that  it  plans  to  designate 
enough  radio  frequencies  for  emergency  medical  service 
to  serve  the  entire  country. 

Clay  T.  Whitehead,  director  of  the  White  House’s 
Office  of  Telecommunications  Policy,  says  this  will  be 
a vital  first  step  in  giving  American  communities  the 
kind  of  integrated  emergency  medical  services  they 
need  to  save  thousands  of  lives  a year  among  persons 
stricken  by  heart  attacks  and  strokes  or  injured  in  acci- 
dents. Many  such  persons  now  die  because  they  do 
not  get  adequate  emergency  care  before  they  reach  a 
hospital. 

Estimates  of  the  number  of  lives  that  could  be  saved 
each  year  if  all  regions  of  the  country  had  adequate 
emergency  care  systems  range  from  60,000  to  more 
than  100,000. 

Mr.  Whitehead  noted  that  a few  cities  already  had 
efficient  systems  including  two-way  communication  be- 
tween ambulance  and  hospital  and  radio  equipment  for 
sending  vital  data  on  the  patient’s  condition  from  the 
scene  of  the  emergency  to  physicians  at  a hospital. 
For  most  American  communities,  he  said,  such  ar- 
rangements are  still  nothing  more  than  science  fiction. 

Dr.  Charies  C.  Edwards,  assistant  secretary  for 
health  in  the  Department  of  Health,  Education,  and 
Welfare,  said  the  department  was  putting  a high  prior- 
ity on  efforts  to  develop  an  efficient  emergency  medical 
system  throughout  the  United  States.  How  much  of 
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the  effort  should  be  Federal  and  how  much  locally  ini- 
tiated is  under  study,  he  said. 

The  Administration  plan  calls  for  allocating  38  radio 
frequencies  for  emergency  medical  use  throughout  the 
United  States.  Mr.  Whitehead  said  22  were  already 
available  but  on  a much  less  standardized  basis. 
Some  of  the  others  are  now  used  by  the  Department 
of  Defense  and  other  Federal  agencies.  Still  others  are 
used  for  highway  callboxes,  ski  patrols,  and  the  like. 
A few  are  not  allocated. 

* * * 

The  AMA  has  awarded  a plaque  to  David  Kindig, 
M.D.,  in  recognition  of  his  “outstanding  and  dedicated 
service  in  implementing  the  goals  and  objectives  of  the 
NHSC  (National  Health  Service  Corps).” 


Telephone  consultation  service  to  be 
available  to  dermatologists 

Dermatologists  seeking  help  with  problem  cases  will 
have  access  to  expertise  of  colleagues  via  telephone  be- 
ginning in  June,  1974. 

The  National  Program  for  Dermatology  of  the  Amer- 
ican Academy  of  Dermatology  has  announced  the  es- 
tablishment of  a telephone  consultation  service  for  skin 
disease  specialists.  A total  of  64  dermatologists,  pri- 
marily from  teaching  centers,  have  volunteered  to  re- 
ceive long  distance  telephone  calls  during  a specified 
period  each  week  (usually  one  to  two  hours)  from  par- 
ticipating dermatologists. 


Dr.  Kindig  played  a key  part  in  launching  the  NHSC 
program  of  sending  PHS  physicians  into  physician- 
shortage  areas  where  help  is  requested  by  the  local  and 
state  medical  societies. 

In  receiving  the  award,  the  youthful  physician  said 
the  cooperation  of  the  AMA  and  of  the  nation’s  local 
and  state  medical  societies  has  “been  unique  and  made 
the  program  a success.” 

Presenting  the  award,  at  a Washington,  D.C.,  lun- 
cheon, Richard  Palmer,  M.D.,  vice  chairman  of  the 
AMA  Board  of  Trustees,  said  the  AMA  has  been  firmly 
behind  the  NHSC  program.  He  pointed  to  the  AMA’s 
“project  USA”  program  in  which  the  AMA  provides 
physicians  to  spell  PHS  physicians  who  are  on  vacation 
or  ill. 


Ullin  W.  Leavell,  Jr.  M.D.,  Lexington,  Kentucky, 
Professor  of  Medicine  in  Dermatology,  University  of 
Kentucky,  who  heads  the  Task  Force  in  charge  of  the 
telephone  consultation  service,  said  “hopefully,  the 
communications  project  will  improve  the  quality  of 
treatment  as  well  as  diagnosis  on  difficult  cases.” 

A roster  of  dermatology  experts  available  for  consul- 
tation (with  telephone  numbers  and  hours  of  availabili- 
ty) will  be  distributed  to  practicing  dermatologists 
prior  to  the  June,  1974,  starting  date.  Dr.  Leavell  said 
that  the  service  will  be  limited  to  skin  diseases  special- 
ists at  the  offset;  however,  if  the  consultation  arrange- 
ment works  out,  it  may  be  expanded  to  allow  other 
medical  specialists  to  phone  for  advice. 
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Books  Received 


The  following  hooks  were  received  during  the  month  of  November,  1973.  * 


Roentgen  Diagnosis  of  Diseases  of  Bone.  Second 
edition.  Two  volumes.  Jack  Edeiken,  M.D.,  and 
Philip  J.  Hodes,  M.D.  Quarto,  total  of  1,156  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1973.  Cloth,  $65.  per  set. 

Podiatric  Medicine.  Irving  Yale,  D.P.M.,  Ed.D. 
(Hon.).  Quarto  of  288  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1974. 
Cloth,  $18.50. 

Clinical  Gynecologic  Endocrinology  and  Infertility. 
Leon  Speroff,  M.D..  Robert  H.  Glass,  M.D.,  and  Na- 
than G.  Kase,  M.D.  Quarto  of  266  pages,  illustrated. 
Baltimore,  Maryland.  The  Williams  & Wilkins  Com- 
pany, 1973.  Cloth,  $16.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Action  proposed  by  FDA 

The  Food  and  Drug  Administration  on  December  3, 
1973,  proposed  action  (1)  to  require  that  equipment 
manufactured  after  the  August  1,  1974,  effective  date 
of  the  diagnostic  x-ray  standard  shall  contain  only 
parts  certified  for  compliance  and  (2)  to  promote  the 
upgrading  of  existing  equipment  to  meet  the  standard’s 
performance  requirements  for  patient  protection. 

The  proposals  were  published  in  the  FEDERAL 


Agents  of  Bacterial  Disease.  Albert  S.  Klainer, 
M.D.,  and  Irving  Geis.  Quarto  of  188  pages,  illus- 
trated. Hagerstown,  Maryland,  Harper  & Row,  Pub- 
lishers. Inc.,  1973.  Paper,  $9.95 


Poetry  the  Healer.  Jack  J.  Leedy,  M.D.  Octavo  of 
220  pages.  Philadelphia,  Pa.,  J.  B.  Lippincott  Compa- 
ny, 1973.  Cloth.  $8.95. 


The  Medical  Clinics  of  North  America.  Volume  57 
Number  6,  November  1973.  Symposium  on  Acute 
Medicine.  Guest  Editors,  Lawrence  Sherman,  M.D., 
and  Howard  D.  Kolodny,  M.D.  Octavo,  illustrated. 
Philadelphia,  Pa.,  W.  B.  Saunders  Company,  1973. 
Cloth,  published  bi-monthly  (six  issues  a year),  $21. 
per  year. 


REGISTER  December  3,  as  an  addition  to  policy  pro- 
visions of  Radiation  Control  for  Health  and  Safety  Act 
regulations.  The  addition  would  replace  policies  pro- 
posed last  February  28.  These  would  have  included 
the  requirement  that  used  x-ray  equipment  refur- 
bished, rebuilt,  or  reassembled  and  sold  after  August  1, 
1974,  would  have  to  comply  with  the  standard  for  new 
equipment. 
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Books  Reviewed 


Marihuana  and  Health.  Second  Annual  Report  to 
Congress  from  The  Secretary  of  Health,  Education 
and  Welfare.  Subcommittee  on  Alcoholism  and  Nar- 
cotics of  the  Committee  on  Labor  and  Public  Welfare, 
United  States  Senate.  Printed  for  the  use  of  the  Com- 
mittee on  Labor  and  Public  Welfare.  Washington, 
D.C.,  U.S.  Government  Printing  Office.  Paper. 

The  book,  objectively  and  comprehensively,  surveys 
the  ramifications  of  marihuana’s  effects  ranging  from 
discussion  of  pharmacologic  to  psychological  to  cross- 
cultural  assessments.  In  research  summaries,  intended 
for  the  professional  audience,  a methodological  format 
for  drug-evaluative  research  is  developed.  Indeed,  in 
its  wise  decision  to  avoid  the  current  social  polemics 
regarding  the  legalization  of  marihuana,  the  book  has 
developed  a meritoriously  scientific  stance  in  its  effort 
to  present  an  account  of  the  current  scientific  evidence. 

It  is  somewhat  characteristic  of  such  research  sum- 
maries to  state  that  the  current  evidence  is  inconclu- 
sive, and  call  for  more  research.  Perhaps  the  energy 
and  resources  devoted  to  this  summary  will  dissuade 
the  simplistic  assertions  of  the  protagonists  and  antag- 
onists of  the  current  ban  marihuaa”  controversy. 

If  the  book  has  any  limitation,  it  is  in  its  somber 
warnings  regarding  the  insidious,  potential  ramifica- 
tions of  marihuana  use,  while  the  research  surveyed 
shows  marihuana  to  be  relatively  harmless  as  com- 
pared to  alcohol  and  tobacco  abuse.  In  lieu  of  some 
dramatic  and  serendipitous  research  finding,  the  few 
areas  of  significant  interest  are  the  discussions  of  trans- 
delta-9-tetrahydrocannabinol  as  the  major  psychoactive 
ingredient  in  marihuana  and  the  “recently  discovered 
possibility  . . . that  the  effect  of  cannabis  in  reducing 
intraocular  pressure  may  have  significance  in  the  treat- 
ment of  glaucoma.”  Gennaro  Ottomanelli,  Ph.D. 

We  Mainline  Dreams.  The  Odyssey  House  Story. 

Judianne  Densen-Gerber  J.D.,  M.D.  421  pages,  illus- 
trated. Garden  City,  New  York.  Doubleday  & Compa- 
ny, Inc.,  1973.  Cloth,  $9.95. 

We  Mainline  Dreams:  The  Odyssey  House  Story  is 

an  unusual  book.  Unquestionably,  Dr.  Densen-Gerber 
is  more  than  qualified  to  write  a book  describing,  from 


Children  s playroom  opened 

A playroom  designed  to  help  children  cope  with  hos- 
pitalization has  been  opened  in  State  University  Hos- 
pital, Downstate  Medical  Center,  Brooklyn. 

“Before  the  playroom  opened,  a lot  of  the  natural  en- 
ergy of  childhood  was  suppressed  by  the  young  pa- 
tients,” says  -Joan  Chan,  director  of  the  Child  Life  Pro- 
gram which  sponsors  the  playroom.  “Often  this  sup- 
pressed energy  came  out  in  other  ways,  such  as  not  co- 
operating with  the  doctors  and  nurses  who  were  treat- 
ing the  children. 


several  perspectives,  drug  addiction.  She  is  particu- 
larly expert  on  the  application  of  the  therapeutic  com- 
munity approach  to  the  treatment  of  drug  addicts. 

The  book  addresses  itself  with  an  informal,  descrip- 
tive narrative  to  the  lay  audience,  and  presents  the  de- 
velopment of  Odyssey  House,  a New  York  City-based 
therapeutic  agency  treating  drug  addicts. 

The  first  half  of  the  book  is  a well-organized,  quite 
interesting  verbal  collage,  skipping  from  the  agency’s 
historical  development  and  trials,  to  written  portraits 
of  the  early  group  of  professional  and  ex-addict  partici- 
pants who  were  especially  interested  and  dedicated  to 
the  goals  of  the  therapeutic  community.  Vivid  details 
are  provided  regarding  the  horrors  of  addiction  with  a 
literary  style  paced  to  induce  mood  elevations  in  the 
reader  ranging  from  depression  (when  reading  the  ad- 
dict’s description  of  the  hell  of  drug  abuse)  to  the  ex- 
citement of  conquest  (when  reading  the  description  of 
how  another  obstacle  designed  by  an  unfeeling  bureau- 
cracy had  been  surmounted).  Sandwiched  between  are 
artistic  and  literary  expressions  of  the  ex-addicts  them- 
selves describing  in  a warm,  intimate  fashion  their  as- 
pirations, fears,  and  dreams. 

If  the  first  half  of  the  book  offers  promise,  then  the 
latter  portion  of  the  book  reneges  on  that  promise. 
The  book  never  quite  makes  up  its  mind  as  to  which 
way  it  wants  to  go,  and  in  effect,  cops  out.  The  book 
rapidly  evolves  into  a glossy,  and  unfortunately,  myo- 
pic public  relations  effort.  The  agency  grows  into  ad- 
ditional citywide  programs,  and  moves  into  several 
other  states,  while  at  the  same  time  attempting  to  con- 
vey the  impression  that  the  same  level  of  skills  and 
competence  are  existent  throughout.  Growth  brings 
complexity  and  distance,  and  unfortunately  there  are 
just  not  enough  Densen-Gerbers  to  go  around. 

Repeated  mention  is  made  of  Odyssey’s  treatment 
efficacy  with  the  involuntary  patient,  with  no  accom- 
panying qualifier  as  to  the  high  rate  of  attrition  at,  and 
soon  after,  admission  for  this  poor  prognosis  group. 

What  began  as  an  odyssey  into  rehabilitation,  be- 
comes a repetitive  commercial  for  Odyssey  House  and 
Densen-Gerber. 

The  reviewer  recommends  the  first  half  of  the  book. 

Gennaro  Ottomanelli,  Ph.D. 


“The  playroom  hadn’t  been  open  a week  before  we 
began  getting  comments  from  other  hospital  personnel 
on  how  much  better  the  children’s  behavior  was.” 

The  Child  Life  Program  is  a project  originated  by  the 
Friends  of  Downstate,  an  organization  of  faculty  wives 
and  staff  members,  to  provide  learning  experiences  for 
hospitalized  children.  The  organization,  headed  by 
Ruth  Plimpton,  held  an  open  house  Thursday,  Decem- 
ber 6,  1973,  for  Downstate  faculty  and  staff  to  celebrate 
the  new  program. 
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both  1971  and  1972  a total  of  104  cases  was  reported  in 
New  York  State. 

We  have  not  been  contacted  at  all  by  the  Metropoli- 
tan Life  Insurance  Company  nor  have  I seen  their  insti- 
tutional advertising.  I would  point  out  that  our  DTP 
vaccine  recommendations  are  entirely  consistent  with 
those  of  the  United  States  Public  Health  Service  and 
the  Academy  of  Pediatrics. 

It  should  also  be  pointed  out  that  section  2164  of  the 
Public  Health  Law  presently  requires  immunization 
against  diphtheria,  polio,  measles,  and  rubella  prior  to 
entry  to  school  in  New  York  State  (including  New  York 
City).  The  New  York  State  Department  of  Health  has 
not  supported  the  inclusion  of  pertussis  specifically  as 
a requirement  for  school  entry  for  two  reasons:  first, 

that  from  a practical  point  of  view  it  is  extremely  un- 
likely that  a child  would  be  immunized  with  diphthe- 
ria toxoid  without  pertussis  or  tetanus  components. 
Second,  children  who  arrive  at  school  at  age  six  unim- 
munized would  then  be  required  to  receive  DTP  vac- 
cine to  bring  them  into  compliance;  even  though  advi- 
sory bodies  recommend  that  pertussis  component  not 
be  used  in  children  over  the  age  of  six. 

A survey  of  immunization  status  of  entering  students 
in  1972  showed  that  in  Upstate  New  York  schools  86 
per  cent  of  entering  students  were  protected  against 
diphtheria  (and  by  implication  pertussis)  whereas  only 
67  per  cent  of  New  York  City  entering  students  were  so 
protected. 

Regarding  mumps,  our  recommendation  was  pub- 
lished in  the  June,  1973,  Communicable  disease 
Newsletter  and  was  that  “mumps  vaccine  is  protective 
and  may  be  given  at  any  time  after  one  year  of  age, 
singly  or  in  combination  with  measles/rubella.”  The 


story  mentioned  by  Dr.  Lapin  appeared  in  the  July, 
1973,  Newsletter  and  is  attached.  The  calculations 
shown  can  be  substantiated.  The  mildness  of  mumps 
can  be  questioned:  in  the  interval  1957  to  1969,  there 
were  26  deaths  reported  due  to  mumps  in  residents  of 
New  York  State  exclusive  of  New  York  City.  Mumps 
vaccine  is  gaining  increasing  acceptance  in  the  medical 
community:  a recent  survey  of  two-year-old  children 

in  Nassau  County  revealed  that  over  50  per  cent  of 
them  had  received  mumps  vaccine. 

The  recommendation  of  the  Advisory  Committee  on 
Immunization  Practices  of  the  United  States  Public 
Health  Service  for  the  use  of  mumps  vaccine  (MMWR 
Vol.  18  No.  43-Supp.  1969)  is  fairly  mild  and  states: 

the  committee  reaffirms  its  recommendation  that  mumps 
vaccination  programs  should  not  be  allowed  to  take  priority 
over  more  essential  ongoing  community  health  activities. 

Age:  live  mumps  vaccine  may  b°  used  at  any  time  after 

twelve  months.  It  should  not  be  administered  to  children 
less  than  one  year  old  because  of  possible  persistence  of  in- 
terfering maternal  antibody.  The  vaccine  is  of  particular 
value  in  children  approaching  puberty,  adolescence,  and 
adults,  especially  males,  who  have  not  had  mumps  or  who 
have  no  serologic  evidence  of  mumps  immunity. 

The  immunization  Committee  of  the  Infectious  Dis- 
eases Society  of  America  states  that  (Journal  of  Infec- 
tious Diseases  122:  116  (July- August)  1970): 

attenuated  mumps  vaccine  is  recommended  routinely  for 
children  over  a year.  This  vaccine  is  also  recommended  for 
susceptible  adults  (e.g.  those  with  no  critical  history  or  a 
negative  skin  test). 

ALAN  R.  HINMAN,  M.D. 

Assistant  Commissioner  for  Epidemiology 
and  Preventive  Health  Services 
New  York  State  Department  of  Health 
162  Washington  Avenue 
Albany,  New  York  12210 
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Seventh  Annual  Symposium  on 
MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Concord  Hotel,  Kiamesha  Lake,  New  York 
Thursday,  January  24, 1974 — Saturday, 

January  26, 1974 


PROGRAM 


REGISTRATION— Main  Lobby  (on  arrival) 

Thursday,  January  24,  1974 

12:30  P.M. — 1:45  P.M. — Empire  Dining  Room 
LUNCHEON— NEW  YORK  STATE  COUNCIL  OF 
ADMINISTRATORS  OF  HEALTH,  PHYSICAL 
EDUCATION  AND  RECREATION 

Topic:  “Drugs  and  the  High  School  Athlete" 

Speaker:  Daniel  Hanley,  M.D.,  Chairman,  Medical  and 

Training  Services — U.S.  Olympic  Committee; 
Director  of  Health  Service,  Bowdoin  College, 
Brunswick,  Maine 

2:00  P.M. — 3:30  P.M. — Athenian  Room 
MEDICAL  SYMPOSIUM  PROGRAM  FOR 
DIRECTORS 

Topic:  “Disqualifying  Conditions  for  Sports  Participation" 

Speaker:  Daniel  Hanley,  M.D.,  Chairman,  Medical  and 

Training  Services— U.S.  Olympic  Committee; 
Director  of  Health  Service,  Bowdoin  College, 
Brunswick,  Maine 

Friday,  January  25,  1974 

9:15  A.M. — 12:15  P.M. — Imperial  Ballroom 
N.Y.S.P.H.S.A.A.  TRACK  AND  FIELD  CLINIC 

Topic:  “Prevention  and  Treatment  of  Track  Injuries" 

Speaker:  George  Snook,  M.D.,  Team  Physician,  University 

of  Massachusetts.  Amherst,  Massachusetts 

10:45  A.M. — 12:15  P.M. — Grecian  Room 
MEDICAL  SYMPOSIUM  PROGRAM 

Topic:  Modified  Athletics — Selecting/Classifying  Stu- 

dents for  Athletic  Participation  (Junior  High 
School)  Concerns  equality  of  competition  in 
sports 


Speakers:  Joseph  Findaro,  M.D.,  Chairman  of  Athletics 
Physical  Fitness  for  the  N.Y.S.  Chapter  II, 
trict  II,  American  Academy  of  Pediatrics 

Louis  Frankel,  M.D.,  Chairman,  Medical  Advi 
Committee — State  Committee  for  Moc 
Athletics,  Hempstead,  New  York 

Thomas  Shaffer,  M.D.,  Professor  of  Pediai 
Ohio  State  Medical  College — Former  Chair r 
A.M. A.  Medical  Aspects  of  Sports  Committee 

Gerald  J.  Hase,  Ph.D. — Division  of  Phy: 
Education  and  Recreation,  State  Educ 
Department,  Albany,  New  York 


12:15  P.M. — 2:00  P.M. — Continental  Dining  Ron 
LUNCHEON— BERNARD  E.  HUGHES  SECOI) 
GENERAL  SESSION 

Topic:  “Overview  of  Sports  Medicine" 

Speaker:  Ralph  S.  Emerson,  M.D.,  Chairman,  Comr.ltt 

on  Medical  Aspects  of  Sports,  Medical  SociR 
the  State  of  New  York 


3:45  P.M. —5:15  P.M.  Imperial  Ballroom 
MEDICAL  SYMPOSIUM  PROGRAM  FOR 
WOMEN 

Topic:  “Conditioning  the  Girl  Athlete” 

Speaker:  Joan  Sullivan,  Portland  Community  Cc?« 

Portland,  Oregon;  Member,  President's  C rr» 
on  Physical  Fitness 

Note — This  will  be  a participation  program. 


7:00  P.M. — 8:30  P.M. — Versailles  Dining  Roon 
N.Y.S.P.H.S.A.A.  ANNUAL  DINNER 

Topic:  “Psychology,  Superstition  and  Myths" 

Speaker:  Donald  Cooper,  M.D.,  Team  Physician,  Okl<oi 

State  University:  Chairman,  N.C.A.A.  Ml' 
Aspects  of  Sports  Committee;  Dir.  Student 
Service 
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urday,  January  26,  1974 


5 A.M. — 10:30  A.M. — Cordillion  Room 
1EDICAL  SYMPOSIUM  PROGRAM  FOR 
/OMEN 

c:  "Conditioning  the  Girl  Athlete" 

iker:  Joan  Sullivan,  Portland  Community  College, 
Portland,  Oregon;  Member,  President's  Council 
on  Physical  Fitness  (A  continuation  of  Friday's 
program) 

z:  “Selecting  Girls  for  Athletic  Competition” 

iker:  Thomas  Shaffer,  M.D.,  Professor  of  Pediatrics 

Ohio  State  Medical  College;  Former  Chairman, 
AM  A Medical  Aspects  of  Sports  Committee 

A. M.— 12:00  P.M.— Board  Room 

SSNY  COMMITTEE  ON  MEDICAL  ASPECTS 

F SPORTS  (ANNUAL  MEETING) 

0 P.M. — Continental  Room 
JNCHEON— NEW  YORK  STATE  COACHES 
SSOCI ATION 

ker:  Al  Conover 

Head  Football  Coach — Rice  University,  Houston, 
Texas 

P.M.— 5:30  P.M.— IMPERIAL  BALLROOM 
EDICAL  SYMPOSIUM  FOR  MEN 

ie:  Prevention,  Treatment,  and  Management  of 

Rw  Injuries 

.^ding:  Donald  T.  Kasprzak,  M.D.,  Team  Physician,  St. 
John's  High  School.  Plattsburgh 

kers: 

The  Knee-Incident,  Severity  and  Prevention 
iker:  Fred  Allman,  M.D.,  Georgia  Tech  Team  Phy- 

sician; Past  President,  American  Academy  of 
Sports  Medicine 


Thursday,  January  24  to  Saturday 
January  26,  1974 — Little  Club 


Continuous  Program  9:15  am  to  12:15pm 
and  2:30pm  to  5:30  pm. 

Consultations,  demonstrations,  films  and  tapings 
under  the  supervision  of  Joseph  Abraham,  PhD. 
Director  of  Physical  Education,  Hobart  College, 
Geneva,  New  York;  U.S.  Olympic  Trainer,  Women's 
Olympic  Team;  President  of  the  Eastern  Trainers 
Association. 

SPECIAL  PROGRAMS  ANNOUNCED  DAILY. 


Participating  Trainers 
Ms.  Claudette  Delameter,  SUNY  Albany 
Ms.  Terese  Shekitka,  SUNY.  Cortland 
Thomas  J.  Sheehan,  R.P.I.,  Troy 
Fritz  Massmann,  New  York  Nets 
John  Johnson,  New  York  Giants 


J 


• PHYSICIANS  ATTENDING  THIS  CON- 
FERENCE ON  A DAILY  BASIS  MAY  PURCHASE 
MEAL  TICKETS  AT  THE  REGISTRATION  DESK. 


• CONTINUING  MEDICAL  EDUCATION— 24 

Elective  credits — American  Academy  of  Family 
Physicians. 


CO-SPONSORS 

New  York  State  Public  High  School  Athletic  Association; 
New  York  State  Association  for  Health,  Physical  Education 
& Recreation;  Eastern  Atheltic  Trainers  Association;  New 
York  State  Coaches  Association. 


West  Point  Winter  Knee  Squad 
ker:  John  Powell,  Head  Trainer,  Physical  Education 
Department,  U.S.  Military  Academy,  West  Point 

Cross  Body  Block 

ker:  Thomas  Peterson,  M.D.,  Team  Physician,  Uni- 

versity of  Michigan 


For  further  information  and  program,  write: 

Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  1 1 040 


Weight  Reduction  in  Wrestling 
<er:  Donald  Cooper,  M.D.,  Team  Physician, 

Oklahoma  State  University;  Chairman.  N.C.A.A. 
.Qitr  Council  on  Competitive  Safeguards  and  Medical 
Aspects  of  Sports 

Heat  Illness,  Prevention  and  Treatment 
-er:  Fred  Allman,  M.D.,  Georgia  Tech  Team  Physician; 

Past  President,  American  Academy  of  Sports 
Medicine. 
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Index  to  Advertised  Products 


Antacids 

Camalox  (William  H Rorer  Inc.) 31 

Antibiotics 

Bactirm  (Roche  Laboratories) 3rd  & 4th  covers 

Bicillin  (Wyeth  Laboratories)  79 

llosone  (Eli  Lilly  & Company) 36 

Kefzol  (Eli  Lilly  & Company) 2,  3,  4 

Trobicin  (Upjohn  Company) 72.  73 

Wycillin  (Wyeth  Laboratories) 78 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 9.  10 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Cholesterol  lowering  agents 

Choloxin  (Flint  Laboratories)  19.20 

Estrogenci  hormones 

Premarin  (Ayerst  Laboratories) 28.  29 

Film  reports 

Biopharmaceutics  (Warner-Chilcott  Laboratories)  . . .61 
Multivitamins 

B-C-Bid  (Geriatric  Pharmaceutical  Corp.) 35 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories)  14,15,16 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories) 55 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 46 

Surface  analgesics 

Ger  O-Foam  (Geriatric  Pharmaceutical  Corp.) 7 

Tranquilizers 

Librium  (Roche  Laboratories) 12,  13 

Valium  (Roche  Laboratories) 22,  23,  24 

Tranquilizer- antispasm  otics 

Librax  (Roche  Laboratories)  90,  91 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 45 


168th 

Annual  Convention 

OF  THE 

Medical  Society  of  the 
State  of  New  York 


February  24-28, 1974 

at  the 

Americana  Hotel 
New  York  City 


HIGHLIGHTS 

General  Sessions 

Sunday,  February  24th 
The  Thyroid 

Monday,  February  25th 

PSRO  (Professional  Standards 
Review  Organization) 

Tuesday,  February  26th 
Prison  Medicine 

Wednesday,  February  27th 
Lung  Day 


Scientific  Sections:  Symposia,  Panel  Dis- 
cussions; Annual  Meeting  of  House  of  Dele- 
gates; President's  Reception  and  Dinner 
Dance;  Scientific  and  Technical  Exhibits; 
Scientific  Motion  Pictures. 
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Are  You  Happy  with  Your  Investments? 

Have  you  thought  about  Real  Estate? 

and  Investments  • Building  Development  • Rental  Properties 

A specialist  working  with  physicians  and  dentists 
ontact:  Renard  A.  Pelloni,  Real  Estate 

80  Fifth  Ave.  212-265-5077 

lew  York,  N.  Y.  10036  516-883-7174 


* 

|:ellaneous 


COLLECTED— ABUSE  IS  RULED  OUT-TACTFUL  YET  SUC- 
il — 40  years  of  top  service  to  doctors  and  hospitals-  Mail  billhead  for 
s Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
2943 


MALPRACTICE  PUBLICATION  FOR  THE  DOCTOR.  SEEKS  IN 
r.  Medical  Jurisprudence,  663  Fifth  Ave.,  New  York,  N.Y.  10022.  (212) 
594. 


DRIVE  1973  or  1974  ROTARY  ENGINED  MAZDA  BY  CALLING 
es  Katzenstein,  sales  representative  for  Wilford  Mazda,  Tel:  212-446- 
or  212-897-9700.  We  offer  the  best  deal  in  town,  longest  warranties, 
ur  service  dept,  treats  your  car  with  ever  loving  care. 


TICES  AVAILABLE 


13th  Annual  Medical 
Communications  Day 

Friday 

March  1,  1974 
THE  AMERICANA 
New  York  City 

Sponsored  by  the  New  York 
State  Journal  of  Medicine 
and 

American  Medical  Writers  Assn., 
Metropolitan  New  York  Chapter 

* * * 

Symposium  on  Socio-Political 
Aspects  of  Medical  Prescribing 
& Medical  Product  Advertising 

Morning  & afternoon  sessions, 
and  luncheon 

* * * 

For  reservations  and  information,  contact 

Dr.  Jerome  Harris,  Schering  Corp.,  Kenil- 
worth, New  Jersey  07033.  Phone  (2C1)  245-5000 


YTLNUING  FAMILY  PRACTICE  ESTABLISHED  38  YEARS,  DUE  TO 
t disabling  injury.  Lease  office  if  desired.  Accredited  open  staff  hospital 
vn.  Rotate  emergencies,  weekends  with  two  other  physicians  in  area, 
lent  schools,  recreation.  Western  Adirondacks.  Send  curriculum  vitae 
ackground  first  letter.  Need  is  now.  Excellent  opportunity.  Dept.  372, 
YSJM. 


! 1AL  PRACTICE  AVAILABLE:  LEAVING  SUBURBAN  SOLO  PRAC- 
I jly  1974.  Will  turn  over  active  practice  including  equipment  to  M.D.;  no 
I finance  required;  will  introduce.  Within  3 “miles  open  staff  hospital; 
orG.P..  internist,  neuro.  Dept.  374,  c/o  NYSJM. 


riONS  WANTED 


RANT  OPHTHALMOLOGIST,  AGE  51,  ECFWG,  GOOD  CURRICU- 
itae.  seeks  ophthalmic  post  in  hospital,  group  or  practice  assistant  in 
Ifork.  Dept.  375,  c/o  NYSJM. 


-OGIST.  CERTIFIED,  WELL  TRAINED  AND  IN  PERFECT 
a.  seeks  association  part  or  full  time  with  hospital,  group  or  individual 
mhattan.  Retirement  January  1,  1974.  Licensed  in  N.Y'.  Available 
diately.  Dept.  376,  c/o  NYSJM. 


lament  Funding  and  Leasing  Corp.  provides  100%  financing, 
ns  are  generally  longer  than  loans.  Leasing  provides  tax  bene- 
Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
pment.  Parliament  takes  care  of  interior  construction  and 
)r  costs.  Parliament  can  provide  working  capital.  Leasipg 
oles  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


DOCTOR,  WHAT  HAS  YOUR 
MONEY  DONE  FOR 
YOU  LATELY? 

If  you  invested  in  a portfolio  of  rare  coins,  you 
know  you’ve  done  well. 

Coin  Guild  invites  you  to  visit  with  us  at  the 
168th  Annual  Convention  (Booth  41)  and 
discover  for  yourself  the  advantages  of  mem- 
bership in  our  rare  coin  and  gold  investment 
programs. 

If  you  can’t  make  the  Convention,  call  or 
write  for  our  free  prospectus  “Investing 
Pleasure.”  It  can  prove  fascinating  and 
highly  profitable 


DEPT.  JO 

Name 

Street 

City State Zip 

Coin  Guild  of  America,  inc. 

2421  Grand  Avenue,  Baldwin,  N.  Y.  11510  (516)  868-3444 
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PHYSICIANS— MEDICAL  DIRECTORS 

PARTIAL  LISTING  FOR  HOSPITALS,  MEDICAL  GROUP, 

INDUSTRY  & PHARMACEUTICAL 

MD-Emergency  Room  Specialists. 

MD-Psychiatrists  for  community  mental  health  service. 

MD-Med  Dir,  Community  health  services,  responsible  for 
ambulatory,  emergency,  etc.  Good  Supervision  exp., 
clinical  oriented.  Responsible  for  good  patient  care. 

Additional  positions  available  for  all  other  specialities. 

No  fee  to  candidate.  INTERVIEW  by  appointment  only. 
(212)  RH  4-3615,  3466. 

LEE  TODD 

Consultant/Executive  Search — “The  specialists  in  Recruitment.” 

85  East  End  Ave.,  NYC  10028  (Mailing  address  only). 


PHYSICIANS  WANTED 


PHYSICIAN  DURING  JULY  AND  AUGUST  1974  FOR  CHILDREN’S  CAMP 
located  at  Beach  Lake.  Pa.  Accommodates  350  campers,  ages  6-16;  complete 
modern  Health  Center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each 
month;  no  children  accepted,  that  is,  of  camp  age.  Camp  opens  June  28  and 
closes  August  26.  Private  room  and  facilities.  Write,  including  your  tele- 
phone number,  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St., 
Brooklyn,  N.Y.  11201. 


INTERNISTS  (2),  CERTIFIED  OR  ELIGIBLE,  FOR  17-MAN  MULTISPE- 
cialty  group.  Need  acute.  Small  university  city  in  southwestern  New  York 
State.  Urban  area  35,000;  drawing  area  of  150,000.  Modern  facilities. 
Excellent  skiing,  sailing,  hunting  and  other  recreational  and  cultural  facilities. 
Relaxed,  safe  family  living,  but  easy  driving  distance  to  four  metropolitan 
centers.  Starting  salary  $40,000  and  early,  full  partnership.  Fee  for  service 
group.  Dept.  370,  c/o  NYSJM. 


PHYSICIANS:  OPENINGS  FOR  INTERNISTS,  PEDIATRICIANS,  AND 

obstetricians  in  comprehensive  health  care  plan  which  features  prepayment 
and  fee  for  service.  Opportunities  for  teaching  and  continued  education 
while  deriving  benefits  of  active  practice,  community  service,  and  affiliation 
with  a large,  first  quality  private  hospital.  Salary  and  benefits  fully  com- 
petitive. Send  curriculum  vitae  to  William  J.  Klein,  Jr.,  M.D.,  Director, 
Northeast  Health  Center,  Rochester  General  Hospital,  1425  Portland  Ave., 
Rochester,  N.Y.  14621,  or  call  collect  (716)  482-4300. 


ORTHOPEDIST,  BOARD  ELIGIBLE  OR  CERTIFIED.  FULL  TIME  IN 
prepaid  multispecialty  group.  Salary  $35,000;  malpractice  insurance  paid; 
fringe  benefits.  Send  curriculum  vitae  with  first  letter.  Reply  to  Staten 
Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y.  10301. 


CHIEF  OF  MEDICINE:  FULL  TIME  POSITION  IN  GROWING  HOSPITAL 
in  metropolitan  area  between  New  York  and  Philadelphia.  Affiliated  with 
Rutgers  Medical  School.  Board  certification  or  eligibility  required.  Excellent 
salary,  fringe  benefits  and  career  opportunity.  Send  resume  to  Dept.  371,  c/o 
NYSJM. 


SUBURBAN  BOSTON:  COMMUNITY  18  MILES  FROM  BOSTON  IN  UR- 
gent  need  of  medical  care  Ideal  for  internist,  pediatrician,  etc.  Within  15 
minutes  of  five  hospitals.  Coverage  with  group  in  neighboring  area  available. 
New  medical-dental  complex  under  construction.  Space  available  in  April. 
For  information  please  contact  Dept.  373,  c/o  NYSJM. 


DERMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  FIFTEEN  ROOM 
office,  best  location,  wishes  associate.  Salary  to  partnership,  preferably 
skilled  in  dermatologic  surgery.  Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.Y.  10022.  Tel.  (212)  753-6033. 


PHYSICIANS  WANTED— CONT  D 


PSYCHIATRIST:  1200  BED,  PREDOMINENTLY  PSYCHIATRIC  HOS  1 

tal  affiliated  with  University  of  Rochester  Medical  School.  Salary  c< 
mensurate  with  education  and  experience.  Excellent  fringe  benefits;  w<  1 
week  generally  40  hours;  located  in  beautiful  resort  area;  excellent  school: 
tem;  equal  opportunity  employer.  For  further  information  and  applicaf  . 
forms,  please  contact  Chief  of  Staff,  Veterans  Administration  Hospi 
Canandaigua,  New  York  14424  by  mail  or  phone  area  code  (315)  394-2000.  | 


UNIVERSITY  MEDICAL  DIRECTOR:  SYRACUSE  UNIVERSITY  IS  SE 
ing  a medical  director  whose  primary  role  will  be  the  responsibility  for  mec 
care  provided  at  the  Syracuse  University  Health  Service,  located  in  the  I 
VanArsdale  Henry  Health  Center  and  Hospital  of  the  Good  Shepherd,  i 
Waverly  Ave.  The  Health  Center  is  in  close  proximity  to  the  Ustate  j i» 
ical  Center  and  major  hospitals.  Specifically,  this  will  involve  the  contin 
review  and  establishment  of  medical  guidelines  for  the  treatment  of  stud 
and  limited  services  to  certain  university  personnel,  effecting  these  guide  ' 
through  carefully  supervised  health  care  programs,  and  the  supervisic 
medical  personnel.  The  medical  director  in  concert  with  the  Health  Se: 
Administrator  will  be  responsible  for  annual  budgeting  and  planning  foi 
Health  Service.  The  medical  director  will  also  be  responsible  for  the 
supervision  of  specialized  services  made  available  at  the  Health  Ser 
The  medical  director  will  be  expected  to  participate  actively  in  the  treat: 
of  students  in  a clinic  role  in  order  to  maintain  direct  contact  with  me 
problems  at  the  Health  Service.  The  director  will  be  available  in  iiason 
the  university  administration  as  well  as  with  parents  groups  in  a public 
tions  capacity.  The  medical  director  reports  directly  to  the  vice  cham 
for  student  programs.  Preferably,  a specialist  in  internal  medicine,  a g 
alist  with  prior  health  service  and  administrative  experience  and/or  a pr 
director  of  another  health  service  comprise  the  guidelines  for  selects 
candidates.  Syracuse  University  is  an  affirmative  action  employer  a 
actively  seeking  applications  from  minorities  and  from  women.  Salary  r 
$30,000-$40,000.  Resumes  should  be  sent  to:  Audrey  P.  Demarest,  I 

Ruth  VanArsdale  Henry  Health  Center,  111  Waverly  Ave.,  Syracuse 
versity,  Syracuse,  N.Y.  13210. 


PRACTICE  OPPORTUNITIES  IN  BEAUTIFUL  VERMONT,  IN  GEN 
practice,  internal  medicine  and  obstetrics.  Modern,  70-bed,  accredited 
tal  serves  population  of  17,000.  Office  space  in  new  professional  hi 
and  financial  assistance  available.  Reply  including  curriculum  vitae  to 
ministrator,  Rockingham  Memorial  Hospital,  Bellows  Falls,  Vermont  05 


OPPORTUNITIES  FOR  PSYCHIATRISTS  & GENERAL  PRACTITIO 
are  available.  Vacancies  exist  for  psychiatrists  with  salary  to  $39, 4< 
General  practitioners  with  salary  to  $30,376.  Applicants  must  be  licer 
hold  ECFMG  and  LMCC.  Gowanda  is  an  accredited  psychiatric  hi 
operated  by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  of  Buffalo,  N.Y. 
efits  include  3!*!  weeks  paid  leave  and  11  paid  holidays  during  the  fir: 
of  employment.  A liberal  non-contributory  retirement  plan  is  one  of  th< 
benefits.  Contact  Director,  Gowanda  State  Hospital,  Helmuth,  N.Y.  14 


CAMP  DOCTOR,  FOR  CO-ED  CAMP  IN  PA.  POCONO  MTS. 
weeks  (July  27-August  23).  Bungalow  provided.  Two  R.N.s  on  staff  I 
to  Camp  Tioga,  65  Westwood  Drive,  Westbury,  N.Y.  11590,  or  call  (51  I 
8560. 


REAL  ESTATE  FOR  SALE  OR  RENT 


WHITE  PLAINS  MEDICAL  CENTRE,  170  MAPLE  AVE.;  1200  S I 
Ideal  for  internists,  pediatricians  or  others.  Air  conditioned,  good  \ M 
immediately  adjacent  White  Plains  Hospital.  Contact  John  Holzing  U 
687-1743. 


FOR  THE  PROFESSIONAL  WHO  WISHES  TO  PUT  HIS  MON 
work,  we  offer  several  options:  Income  producing  properties  of  all  ne'e 
investment  groups;  land  or  tax  shelters  for  the  individual  investor;  reifd 
syndicates  which  we  originate  and  offer  shares  to  other  investors;  prof  it 
office  locations  in  growing  areas  for  medical  groups.  Borden  Real  i! 
356-3130. 
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ESTATE  FOR  SALE  OR  RENT  CONT’D 


■SALE:  BABY 

■ern  X-ray,  lab 
■1  on  corner  lot; 
4'..  626  Deer  Pari 


BABYLON,  LONG  ISLAND:  FULLY  EQUIPPED  OFFICE, 
facilities,  suitable  for  one  or  more  physicians,  room  to  ex- 
five  hospitals  nearby;  30  miles  to  N.Y.  City.  J.  Berman, 
Park  Ave.  Babylon,  N.Y.  11702.  (516)  ,JU  7-6794. 


Jm-SELDEN  MEDICAL  MALL.  OCCUPANCY  DECEMBER  1,  1973. 
tnedical  specialties  invited  to  inquire:  Ob/Gyn,  Int.  Med.,  GP,  Ophthal- 
■>gy,  Dermatology,  Radiology.  Call  Dr.  Gross  (516)  588-0852. 


PROFESSIONAL  BUILDING,  IMMEDIATE  OCCUPANCY  PEARL 
',  Rockland  County,  border  Bergen.  N.J.  Prime  suites  from  600  sq.  ft. 
onditioned.  individually  controlled  electric  heat  Ample  parking:  main 
t,  two  blocks  from  hospital  Quiet  suburban  town  needs  physicians  and 
alists.  Contact:  A.  Baron,  290  E.  Central  Ave.,  Pearl  River,  N.Y. 

735-3100. 


NOW  RENTING \ 

PRIME  PROFESSIONAL 
SPACE 

IN  LONG  ISLAND’S  NEWEST  AND  FINEST 
APARTMENT/OFFICE  COMPLEX 


in  Nassau  County,  on  the  ground  floor  of  Glen 
Arms  Apartments,  a new  177  unit  luxury  residen- 
tial /recreational  complex  directly  opposite  the 
S27  million  development  of  downtown  Glen  Cove. 

500  to  8,000  SQ.  FT.  SUITES 

Each  suite  custom  sized  to  your  specific  needs. 
Ample  parking.  Free  utilities  including  air  con- 
ditioning. Most  suites  with  interior/exterior 
private  access. 


For  more  information , 
call  Mr.  Gleicher 
or  Mr.  Steinberg  at 

( Joldbery 
ers 

REALTORS 


84  GLEN  ST.  GLEN  COVE 


516  676-2100 


/ 


VIEW.  L.I.  AVAILABLE,  ONE  LARGE  TREATMENT  ROOM  (CAN 
vided),  share  waiting  room,  business  office  and  consultation  room  Ex- 
it location  near  hospitals  and  parkways.  Julian  G.  Kirchick,  M D. 
WE  8-4800. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


ET.  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE  IDEAL  LQ- 
i on  acre  in  thriving  suburb.  Close  to  hospitals.  Four  bedrooms,  2 

r,  huge  living-dining  room,  fireplace.  Additional  800  sq.  ft.  office  with 
ate  entrance.  Easy  access  to  Parkways.  Inquire  (516)  921-21 10. 


IE  TO  SHARE.  MORNINGS.  116  EAST  66TH  STREET  CALL 
days  only  (212)  737-9488. 

KENT:  BOCA  RATON,  FLORIDA.  BEAUTIFUL,  2 BEDROOM 

V in  prestigious  Spanish  Court  section  of  Boca  Raton.  Two  dens,  dining 

I.  living  room,  large  Florida  room  and  private  swimming  pool.  Five 
tes  from  beach  and  Boca  Raton  Hotel  and  Club;  close  to  shopping  center, 
lent  by  the  season  or  weekly  with  a minimum  of  two  weeks.  No  pets, 
i L.  Fox.  M.D.,  188  Genesee  St..  Auburn,  N.Y.  Call  1-315-252-3769. 


JORT.  L.I.  BEAUTIFUL  SPLIT  LEVEL  HOME.  5‘?  RM.  OFFICE 
t,sion.  air  conditioned;  corner  73'  X 135’,  one  block  from  school  on  bus 
}.  4 bedrooms,  modern  kitchen,  2 baths,  fireplace;  2 porches,  cellar, 
: garage;  all  appliances.  Ideal  for  M.D.  FR  8-1560. 


ji  AVAILABLE.  NORTH  YONKERS.  SPACIOUS.  ELEGANT  HOME 
i converted  to  professional  bldg.  Off-street  parking.  Two  suites  already 
: ied  by  internist,  general  surgeon.  Two  additional  suites,  almost  2.000 
. available.  X-ray  equipment  on  premises.  Call  anytime  (914)  969- 


<AH,  N.Y.  WESTCHESTER.  COUNTY.  LONG  ESTABLISHED 
■ al  practice  and  fully  equipped  building,  plus  2-story  garage  with  4-room 
apartment.  Central  location.  2 blocks  from  Penn  Central  Railroad, 
e off-street  parking.  Brochure  on  request.  $125,000.  A.E.C.  Realty, 
’ 35.  South  Salem,  N.Y.  (914)  763-3149. 


SUITE  IN  ESTABLISHED  INTERNIST’S  OFFICE  IN  LOWER 
hester  Co.  with  bus  at  the  door  and  good  access  to  New  York  City  (4 
,®nd_all  parkways  Suitable  for  psychiatrist,  surgeon,  neurologist,  etc. 
SP  9-7280. 


WE  . LOW  90’ S.  TWO  ADJOINING  OFFICES  ADAPTABLE  TO 
"Sion  to  accommodate  one,  two  or  more  doctors,  in  exceptionally  fine 
: with  private  street  entrance.  A good  address.  Please  call  Mr.  Cusklev 
’ Sineath  at  Douglas  Elliman.  (212)371-2000. 


HOUSE  FOR  SALE  ON  PROFESSIONAL  SITE  IN  WOODBURY  (NAS- 
sau).  Spacious,  7-room  brick  split  on  *3  acre;  3 bedrooms,  2S  baths,  2-car 
garage,  air  conditioned,  pool,  all  appliances,  professionally  landscaped,  full 
basement,  immaculate.  Adjacent  to  major  parkwavs.  $59,650.  (516  ) 921- 
0828. 


SOUTH  UTICA:  LOCAL  DOCTOR  RETIRING  AND  OFFERING  CORNER 
location  in  heavily  populated  area.  Brick  building  in  excellent  condition  pro- 
vides furnished  office  suite  plus  2 desirable,  well-furnished  apartments  for 
residence  or  income.  Well  built,  moderate  taxes,  and  economical  operation. 
Offered  at  $29,500.  Harold  R.  Leonard,  Inc.,  Realtors  (315)  732-5183. 


NEW,  PRESTIGE  MEDICAL  CENTER  ON  MAJOR  ARTERY.  DEER  PARK 
Ave.  (Rte.  231)  North  Babylon,  L.I.  Fully  air  conditioned  and  ample  park- 
ing. 750  sq.  ft.  suite  available  or  1,500  sq.  ft.  suite  available  for  two  associates. 
Call  Carl  Monte  (516)  249-5250. 


BUILDERS  DREAM  HOUSE,  SADDLE  ROCK,  GREAT  NECK.  FIVE  BED- 
rooms,  4 baths,  expanded  Ranch.  Country  den,  Florida  room,  niteclub  base- 
ment. Marble  and  slate  floors;  two  fireplaces;  boat  dock,  tennis,  pool  club 
included.  Near  L.I.  Jewish.  North  Shore,  and  Deepdale  Hospitals.  Walk 
to  all  schools  and  bus.  Firm  $125,000.  (516)  HU  2-1454. 


INCREDIBLY  CHARMING,  CONTEMPORARY  2-STORY  COLONIAL, 
just  under  half  acre;  8 large,  newly  decorated  rooms;  prime  location,  easy 
walking  distance  to  all  public  and  parochial  schools,  Long  Island  Railroad, 
bus,  complete  shopping,  fine  public  library;  gateway  to  Jones  Beach,  south- 
west Freeport,  near  hospitals.  Doctors  and  South  Nassau  Communities.  Of- 
fice possibilities.  Call  (516)  FR  8-4732,  or  Mr.  Phil  Schiff  420-1212. 


SUTTON  PLACE— MANHATTAN 

Elegant  Medical/Professional  Suite.  2500  sq.  ft.  with  fine 
qual.  carpeting,  cent.  A/C,  mirrored  walls,  drapes,  24  hr. 
doorman.  Prestigious  residential  building. 

CALL  212-759-2320 
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AMERICAN  ASSOCIATION  OF  MEDICAL  ASSISTANTS 

NEW  YORK  STATE  SOCIETY,  INC. 


THE  K E Y TO  SUCCESS 


MEMBERSHIP  I N AAMA-NY  SS  , INC  . 


MEMBERSHIP  IN  AAMC  - NYSS,  INC. 
PROMOTES  BOTH  SELF-IMPROVEMENT 
AND  BETTER  JOB  PERFORMANCE. 

ENCOURAGE  YOUR  MEDICAL  ASSISTANT  TO  JOIN. 

HELP  US  TO  HELP  YOU  1 


Kathleen  M.  Grippo 
Membership  Chairman 
AAMA  - NYSS,  INC. 

18  Adele  Circle 
Rochester,  N.Y.  14624 
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February  1 and  2,  1974 

9:00  a. m. -4:00  p.m.,  Friday  and  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
bf  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

MODERN  FIRST  AID  FOR  THE 
PHYSICIAN 

JOEL  HARTLEY,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


February  1 / 3,  1974 

9:00  a. m. -5:00  p.m. 

Institute  for  Research  in  Hypnosis 

205  West  End  Avenue 

ADVANCED  COURSE  IN 
HYPNOTHERAPY  AND  HYPNOSIS  (3-Day 
Intensive  Workshop) 

Institute  Faculty 
FEE:  $180 

February  1 / 20,  1974 
Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

SCHEDULE  OF  CONFERENCES 

February  1 — 10:30-12:15  a.m. 

Understand  Po2’s  and  Oxygen  Therapy 

HERBERT  GOLDMAN,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

February  5 — 10:00-11:00  a.m.  Evaluation  of 
Abnormal  Bleeding 

PETER  N.  GILLETTE,  M.D. 

Downstate  Medical  Center 

February  12 — 10:00-11:00  a.m. 

Polycythemia  and  Oxygen  Affinity 

PETER  N.  GILLETTE,  M.D. 

February  13 — 11:00-12:00  a.m. 

Endometrial  Carcinoma 

JOHN  BOYCE,  M.D. 

Downstate  Medical  Center 

February  19 — 10:00-11:00  a.m. 

Hemolytic  Anemias 

PETER  N.  GILLETTE,  M.D 

February  20 — 10:00-11:00  a.m. 

Diagnosis  and  Treatment  of  Cardiogenic 
Shock 

BERNARD  WECHSLER,  M.D. 

Kings  County  Hospital 


French  and  Polyclinic  Medical  School  and 
Health  Center 

The  Postgraduate  Medical  School 
481  Eighth  Avenue 

February 

Indications  for  Angiography 
two  hour  session 

Seminar  on  Male  Infertility — Diagnosis  and 
Management-five  hour  session 

Seminar  on  Reproductive  Physiology  (as 
related  to  Human  Infertility)  five  hour 
session 


February  2 / 23,  1974 

10:00-12:00  a.m.,  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Auditorium 

424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

H.  RANDALL  TOLLEFSEN,  M.D. 

February  2 

Fundamental  Head  and  Neck  Procedures. 
Skin  Cancer.  Hemangiomas. 
Thyroglossal  Duct  Surgery. 

Thyroid  Cancer:  Lobectomy;  Total 
Thyroidectomy;  Radical  Neck  Dissection 
Plus  Thyroid;  Statistics. 

February  9 

Pigmented  Skin  Lesions.  Melanoma. 
Nasopharyngeal  Angiofibroma.  Fibrous 
Dysplasia.  Adamantinoma.  Osteogenic 
Sarcoma. 

Reconstructive  Surgery:  Formation  of 
Tube  Pedicle  Graft  and  its  Usage.  Lip 
Cancer;  Surgery;  Estlander  and  Bernard 
Triangle  Repair. 

February  16 
Tongue  Cancer 

Surgery:  Radical  Neck  Dissection; 
Commando  Operation. 

February  23 

Cancer  of  the  Buccal  Mucosa,  Gum  and 
Palate:  Surgical  Treatment. 

Cancer  of  the  Paranasal  Sinuses: 
Maxillectomy  with  and  without  Orbital 
Exenteration. 
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February  4 / 8,  1974 

8:30  a m. -5:30  p.m.,  Monday  / Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

SURGERY  OF  THE  PARANASAL 
SINUSES 

JOSEPH  L.  GOLDMAN,  M D. 

Mount  Sinai  School  of  Medicine 

FEE:  $450 


February  4 and  25,  1974 

1:00  p.m.,  Mondays 

Downstate  Medical  Center 

Basic  Science  Building,  Lecture  Hall  4 

450  Clarkson  Avenue 

Brooklyn 

R.  Janet  Watson  Hematology  Lectures 

February  4 

Clinical  Implications  of  Vitamin  B12  Binding 
Proteins  in  Hematological  and  Neoplastic 
Disorders 

SAMUEL  WAXMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

February  25 

Mechanisms  and  Regulation  of  Globin 
Synthesis 

W.  FRENCH  ANDERSON.  M.D 
National  Institutes  of  Health 


MONDAY,  FEBRUARY  4 

8:30  p.m. 

Federation  of  American-European  Medical 
Societies 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

HEMOPHILIA.  RECENT  ADVANCES 

LOUIS  M.  ALEDORT,  M.D. 

MARVIN  S.  GILBERT,  M.D. 

National  Hemophilia  Foundation 


February  5 / 26,  1973 

8:00  a.m.,  Tuesdays 

Richmond  Chapter  of  AAFP 

Staten  Island  Hospital 
Conference  Room 
101  Castleton  Avenue 

Continuing  Postgraduate  Medical  Education  Family  Practice 
Lectures 


February  5 

Acute  Pulmonary  Emergency 

G.  LUSTIG,  M.D. 

February  12 

Clinical  Aspects  of  Immunological 
Diseases 

T.  McGINN,  M.D. 

February  19 

Clinical  Evaluation  of  the  Bleeding  Patient 

T.  McGINN,  M.D. 

February  26 

Acute  Abdomen 

J.  D'ANNA,  M.D. 


TUESDAY,  FEBRUARY  5 

9:00  a.m. -5:00  p.m. 

Downstate  Medical  Center 

Lecture  Hall  1 

450  Clarkson  Avenue 

Brooklyn 

A Teaching  Seminar  tor  Physicians 

ACUTE  RESPIRATORY  FAILURE 

Morning  Session 

Pathogenesis  and  Basic  Physiology 

1 . Mechanics  of  Respiration  Leading  to 
Respiratory  Failure 

DAVID  LEITH,  M.D. 

Harvard  School  of  Public  Health 

2.  Gas  Exchange  Problems  of  Respiratory 
Failure 

LEON  FARHI,  M.D. 

State  University  of  New  York  State  at  Buffalo 

3.  Hemodynamics  of  Respiratory  Failure 

YALE  ENSON/M.D. 

Columbia  University  P & S 

4.  The  Respiratory  Intensive  Care  Unit 

ALBERT  HEURICH,  M.D. 

Kings  County  Hospital 

5.  Unusual  Presentations  of  Acute 
Respiratory  Failure 

HAROLD  A.  LYONS,  M.D. 

Downstate  Medical  Center 

6.  Modern  Management  of  Respiratory 
Failure 

(To  be  selected) 

Afternoon  Session 

Clinical  Aspects  of  Respiratory  Failure 

1.  Acid  Base  of  Cerebral  Spinal  Fluid  and 
Its  Relation  to  Management 

FRED  PLUMM,  M.D. 

Memdrial  Hospital 
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WEDNESDAY,  FEBRUARY  6 


2.  Hazards  and  Complications  in  the 
Management  of  Respiratory  Disease 

H.  H.  BENDIXEN,  M.D. 

Columbia  University  P & S 

3.  Problems  of  Respiratory  Failure  in 
Surgical  Patients 

BENTON  D.  KING,  M.D. 

Downstate  Medical  Center 

4.  Management  of  Respiratory  Failure  in 
Asthma 

CHIN  T.  HUANG,  M.D. 

Downstate  Medical  Center 

5.  Lung  Development  and  Respiratory 
Failure 

A.  CHARLES  BRYAN,  M.D. 

Toronto  General  Hospital 

CREDIT:  7 hours  Elective  AAFP 

Sponsors:  AAFP,  Brooklyn  Tuberculosis  and  Respiratory 

Disease  Association,  Inc.,  Medical  Society  of  the  County 
of  Kings,  Office  of  Continuing  Education,  Downstate  Med- 
ical Center. 


February  5 / 20,  1974 
Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

February  5 — 8:30  p.m. 

Granulomatous  Diseases  of  the  Bowel 

ARTHUR  LINDNER,  M.D. 

N.Y.U.  Medical  Center 

February  7 — 8:00  p.m. 

After  Medication,  Then  What? 

SHELDON  ROSS,  D.D.S. 

New  York  University 

February  20 — 11:00  a.m. 

Infectious  Diseases;  Recent  Developments 

SAUL  KRUGMAN,  M.D. 

N.Y.U.  Medical  Center 


February  6 and  20,  1974 

4:00-5:00  p.m.,  Wednesdays 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

February  6 
Immunology 

J.  KELLY  SMITH,  M.D. 

North  Shore  Hospital 

February  20 

Urinary  Tract  Infections  in  Children 

ROBERT  WALDBAUM,  M.D. 

North  Shore  Hospital 


1974  Deadline  Dates  and  Announcement  Cards  avail- 
able on  request.  Write  The  Editor,  WHAT  GOES  ON. 


4:00-5:30  p.m. 


Westchester  Square  Hospital  in  Collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 


INFLAMMATORY  SMALL  BOWEL 
DISEASE 


IRMIN  STERNLIEB,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  1 \ hours  AAFP 


8:00  p.m. 

The  New  York  Allergy  Society 

Hotel  Commodore 
Lexington  and  42nd  Street 

PROSTAGLANDINS  AS 
BRONCHO  DILATORS 

MARVIN  ROSENTHAL,  Ph.D. 
Wyeth  Laboratories 


February  7/9,  1974 

9:0C  a.m. -4:30  p.m.,  Thursday/Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

NEUROPHARMACOLOGY 

GERARD  M.  LEHRER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


February  7 / 28,  1974 

1 1:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

February  7 

Clinical  Pathological  Conference 

A.  COBLENZ,  H.  LYONS  and  M.  BRUNO,  M.D.’S 

February  14 

Acute  Medical  Emergencies 

S.  CORT,  M.D. 

February  21 

Acute  Surgical  Emergencies 

J.  LOMBARD,  M.D. 

February  28 

Neurosurgical  Examination  of  the 
Unconscious  Patient 

e.  mcgovern,  m.d. 


I 


, 

i 


136  New  York  State  Journal  of  Medicine  / January  1974 — Parti 
WGO-4 


THURSDAY,  FEBRUARY  7 

! 9:00-1 1:00  p.m. 

he  Bronx  County  Medical  Society,  AAFP  and 
he  Albert  Einstein  College  of  Medicine 

* ie  Forchheimer  Building 
jirst  Floor  Lecture  Hall 

• 300  Morris  Park  Avenue 
I ronx 

RECENT  ADVANCES  IN 
GASTROENTEROLOGY 

IRMIN  STERNLIEB,  M.D. 

| NOTE:  This  is  one  of  nine  lectures  in  Family  Practice. 
WHAT  GOES  ON  will  carry  future  Seminars. 


x 'ebruary  12  / April  9,  1974 

1:30-3:00  p.m.,  Tuesdays 

he  Page  and  William  Black  Post-Graduate 
ichool  of  Medicine  of  the  Mount  Sinai  School 
f Medicine  CUNY 

■he  Mount  Sinai  Medical  Center 

PSYCHOPHARMACOLOGY  FOR 
PSYCHIATRISTS 

SAMUEL  L.  FEDER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


FRIDAY,  FEBRUARY  15 

8:30  p m. 

he  Semmelweis  Scientific  Society 

he  New  York  Academy  of  Medicine 
East  103rd  Street 

I DR.  ANDREW  K.  BERNATH  MEMORIAL 
MEETING 

1.  EUOLOGY 

ANDREW  K.  TERSHAKOVEC.  M.D. 

Dunlap  Psychiatric  Hospital 

2.  Individual  Aggression  and  a Violent 
Society 

LOUIS  R.  HOTT,  M.D. 

The  American  Institute  of  Psychoanalysis 

3.  The  Transsexual  Puzzle 

ARTHUR  ZITRIN,  M.D. 

N.Y.U.  Medical  School 


TUESDAY,  FEBRUARY  19 

1:15-2:15  p.m. 

)ownstate  Medical  Center 

asic  Sciences  Building 
50  Clarkson  Avenue 
rooklyn 


THE  PROTEIN  MOIETY  OF  THE  PLASMA 
LIPOPROTEINS 

HOWARD  A.  EDER,  M.D. 

Albert  Einstein  College  of  Medicine 


WEDNESDAY,  FEBRUARY  20 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

COLITIS 

IRMIN  STERNLIEB,  M O. 

Albert  Einstein  College  of  Medicine 

February  21  and  22,  1974 

9:00  a m. -5:00  p.m.,  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sihai  Medical  Center 

OPHTHALMIC  PLASTIC  SURGERY 

VIRGINIA  LUBKIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


WEDNESDAY,  FEBRUARY  13 

8:00  p.m. 

New  York  Surgical  Society  conjointly  with 
The  New  York  Gastroenterological 
Association 

University  Club 
1 West  54  Street 

PANEL  DISCUSSION  ON  POST 
GASTRECTOMY  PROBLEMS 

MILTON  PORTER,  M.D. 


Bronx  Pediatric  Society 

Montefiore  Hospital  and  Medical  Center 
Cardiac  Cath. 

Ill  East  210th  Street 
Bronx 

Topic  to  be  announced 

RUSSELL  C.  RAPHAELY,  M.D. 
Misericordia  Hospital 


February  15  / 18,  1974 

10:00  a. m. -5:00  p.m. 

Columbia  University  P & S 

630  West  168th  Street 
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Annual  Postgraduate  Course  in 

HYPNOSIS  AND  PSYCHIATRY 

Under  the  Direction  of 

HERBERT  SPIEGEL,  M.D. 

FEE:  $150 

Please  write:  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate  Dean, 
at  the  above  address.  Zip  10032.  Telephone:  212/ 

579-3682. 


THURSDAY,  FEBRUARY  21 

5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
210  East  64th  Street 

CONTROVERSIAL  ASPECTS  IN  EYE 
PLASTIC  SURGERY 

A.  D.  RUEDEMANN,  JR.,  M.D. 

Michigan 


SATURDAY,  FEBRUARY  23 

2:00-5:00  p.m. 

Empire  Medical  Political  Action  Committee 

Americana  Hotel 

52nd  Street  and  Seventh  Avenue 

Royal  Ballroom  A 

ANNUAL  MEETING  AND  WORKSHOP 

Address  Inquiries  to-  James  R.  Nunn,  M.D.,  Program 
Chairman,  EMPAC,  P.O.  Box  16,  Lake  Success,  N.Y. 
11040. 


WEDNESDAY,  FEBRUARY  27 

8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

PSYCHOANALYSIS  AND  CULTURE: 
WHICH  LEADS,  WHICH  FOLLOWS? 

MARIE  R.  BADARACCO,  M.D. 

Discussant: 

JOHN  L.  SCHIMEL,  M.D. 


February  28  / May  2,  1974 

4:00-5:30  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

HYPNOSIS  FOR  THE  PHYSICIAN  AND 
DENTIST 


ELLIOT  N.  WINEBURG,  M.D. 
Mount  Sinai  School  of  Medicine 

FEE:  $75 


BUFFALO  AREA 


February  7 / 28,  1974 

7:30-9:30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

School  of  Medicine-Continuing  Medical  Education 
Heart  Association  of  Western  New  York,  Inc. 

Sisters  of  Charity  Hospital 
Palmer  Hall 

CLINICS  IN  PHYSICAL  EXAMINATION 
OF  THE  CARDIAC  PATIENT  AND 
ARRHYTHMIA  WORKSHOPS 

February  7 
Auscultation 

The  Ideal  Stethoscope 
The  Second  Heart  Sound 
Normal  Splitting 

Grading  of  Heart  Sounds  and  Murmurs 
Diagramming  of  Sounds  and  Murmurs 
Arrhythmias 

February  21 

Auscultation — The  Second  Heart  Sound 
Reversed  Splitting 
The  Wide  Split 
The  Fixed  Split 

Updating  A2  and  P2  Nomenclature 
Arrhythmias 

February  28 

Auscultation — The  Opening  Snap 

Atrial,  Ventricular,  and  Aortic  Pressure 
Curve  Relations 

Timing  of  Opening  Snap  without 
Phonocardiogram 
Differentiation  from  A2  and  P2 
Arrhythmias 


The  Buffalo  Academy  of  Medicine 

Faculty  Club  in  Harriman  Library 
Main  Street  Campus  (Main  and  Bailey) 

State  University  of  New  York  at  Buffalo 

SCHEDULE  OF  PROGRAMS 

Wednesday,  February  6,  1974 
Wednesday,  March  6,  1974 
Wednesday,  April  3,  1974 
May  1974,  The  President’s  Dinner 
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Write  for  the  Medical  Calendar:  Continuing  Medical  Ed- 

ucation, 2211  Main  Street,  Buffalo,  N Y.  14214  Tel. 
716/831-5526. 


February  28  and  29,  1974 

Department  of  Radiology  of  Children’s 
Hospital  and  State  University  of  New  York  at 
Buffalo  School  of  Medicine 

The  Sheraton  East 
Buffalo 

PRACTICAL  PEDIATRIC  RADIOLOGY 
(A  Symposium  in  Continuing  Medical 
Education) 

FEE:  $60  CREDIT:  16  hours 

To  register,  contact  the  Program  in  Continuing  Medical 
Education,  SUNYAB,  2211  Main  Street,  Buffalo.  N Y. 
14214.  Tel.  716/831-5526. 


NASSAU  COUNTY 


February  7 / 28,1974 

9:30-10:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

Department  of  Medicine  Grand  Rounds 

February  7 

Lactic  Acidosis 

CHARLES  B.  KAHN,  M.D. 

Joslin  Clinic 

February  14 
Osteoarthritis 

LEON  SOKOLOFF,  M.D. 

SUNY  at  Stony  Brook 

February  21 

Hodgkins’  Disease 

VINCENT  T.  DE  VITA,  M.D. 

National  Cancer  Institute 

February  28 

Implications  of  Hepatitis 
Antigen  Testing 

JOHN  R.  SENIOR,  M.D. 

University  of  Pennsylvania  School  of  Medicine 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  of- 
fered at  less  than  cost.  The  $3.00  one-year  subscrip- 
tion rate  guarantees  you  12  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 


SUFFOLK  COUNTY 


February  6 / March  27,  1974 

9:00  a m. -4:00  p.m.,  Wednesdays 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Petchogue 

HUMAN  SEXUALITY  CONCEPTS  IN 
CLINICAL  PRACTICE 

February  6 

Opening  Remarks:  Milton  Rosenberg,  M.D. 

Brookhaven  Memorial  Hospital 

“The  Troubled  Couple" 

Speaker: 

Leo  Wolman,  M.D. 

President  American  Society  of  Psychosomatic  Dentistry 
and  Medicine 

“Obtaining  a Sexual  History,  and 
Indications  for  Therapy” 

Speakers: 

Don  Sloane,  M.D. 

New  York  Medical  College 
Stephani  Cook,  M.A. 

New  York  Medical  College 

February  27 

“Therapeutic  Approach  to  Sexual  Function” 

Speakers: 

Sallie  Schumacher,  Ph.D.,  Director 
David  McWhirter,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

(Dr.  Schumacher  has  been  a therapist  with  Masters  and 

Johnson) 

March  27 

“Sexual  Problems  and  the  Role  of  the 
Partner” 

Speakers: 

Alan  Wabrek,  M.D. 

Hartford  Hospital,  Hartford,  Conn. 

Lyn  Wabrek  Ph.D.,  Marriage  and  Human  Sexuality 
Counsellor 

PHYSICIANS  ARE  ENCOURAGED  TO  BRING  THEIR 
SPOUSE. 

FEE:  For  entire  three  day  course  $60.00  per  person, 

$90.00  per  couple.  For  individual  sessions  $25.00  per 
person,  $35.00  per  couple. 

CREDIT:  AAFP  has  been  requested. 

For  further  information,  please  contact  Dorothy  S.  Lane, 
M.D.,  Director  of  Medical  Education,  Brookhaven  Memo- 
rial Hospital.  Patchogue,  N.Y.  (516)  475-5000  Ext.  452. 
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PHYSICIANS’  PLACEMENT 


NORWICH,  N.Y.,  Chenango  County,  needs  a good  Internist 
Board  Cert./Elig.  for  private  practice  with  guaranteed  in- 
come or  part  hospital  based.  The  need  is  urgent. 

CONTACT:  Thomas  M.  Flanagan,  M.D.,  Chenango  Memorial 
Hospital,  Norwich,  N.Y.  13815.  Tel.  607/334-4527  (off.) 
4423  (home). 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialists  in 
Ophthalmology,  Pediatrics,  Internal  Medicine  and  Family 
Medicine. 

CONTACT:  Administrator,  A.  Barton  Hepburn  Hospital, 

Ogdensburg,  N.Y.  13369.  Tel.  315/393-3600. 


ONEIDA,  N.Y.,  Madison  County.  Specialists  in  Internal 
Medicine,  Orthopedics,  EENT  and  Family  Medicine  for  pri- 
vate practice  and  emergency  room  physicians  for  Hospi- 
tal. 

CONTACT:  John  C.  Macaulay,  M.D.,  Chief  of  Staff,  Oneida 
City  Hospital,  Genesee  St.,  Oneida.  N.Y.  13421.  Tel. 
315/363-6633. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting  phy- 
sicians, especially  for  emergency  room. 

CONTACT:  Mr.  Monroe  A.  Hovey,  Personnel  Director,  Aure- 

lia Osborn  Fox  Memorial  Hospital,  Oneonta,  N.Y.  13820. 
Tel.  607/432-2000. 


PORT  BYRON,  N.Y.,  Cayuga  County.  Two  F.P.’s  for  group. 

CONTACT:  Mr.  Robert  Blake,  Port  Byron,  N.Y.  13140.  Tel. 

315/967-4531  or  4370. 


PORT  JERVIS,  N.Y.,  Orange  County.  Hospital  Administrator 
with  financial  background  and  managerial  skills. 

CONTACT:  Stanley  Brunn,  M.D.,  Doctors  Sunnyside  Hospi- 

tal, 140-160  Hammond  St.,  Port  Jervis,  N.Y.  12771.  tel. 
914/856-5121. 


PORT  JERVIS,  N.Y.,  Orange  County  F.P. /Surgeon  Asso- 

ciate wanted. 

CONTACT:  Daniel  Schultz,  M.D.,  Fowler  St.,  Port  Jervis, 

N.Y.  12771.  Tel.  914/c56-2712. 


EVENTS  RECEIVED  AFTER 
DEADLINE 


NEW  YORK  ACADEMY  OF  MEDICINE 

SECTION  MEETINGS 
2 East  103rd  Street 

February  5 — 4:30  p.m.,  Dermatology,  etc. 
Howard  Fox  Memorial  Lecture 


Allergy  in  Dermatology:  What  it  is  and 
What  it  is  Not 

ADOLPH  ROSTENBERG,  M.D. 

Abraham  Lincoln  School  of  Medicine 
University  of  Illinois,  Chicago 


February  6 — 8:00  p.m.,  Anesthesiology  and 
Resuscitation  with  the  Section  on  Bio- 
Medical  Engineering 

1.  Microporous  Membrane  Oxygenators 

PIERRE  GALLETTI 

Brown  University,  Providence,  R.l. 

2.  New  Energy  Sources  for  Pacemakers 

MR.  BRYAN  PARKER 

Montefiore  Hospital  and  Medical  Center 


February  6 — 8:00  p.m. 

Physical  Medicine  and  Rehabilitation  with 
the  New  York  Society  of  Physical  Medicine 
and  Rehabilitation 
Rehabilitation  of  the  Hand 

ROBERT  BEASLEY,  M.D. 

N.Y.U.  Medical  Center 


February  20 — 4:30  p.m.,  Otolaryngology 
Serous  Otitis  Media — Panel 

HARRY  ROSENWASSER,  M.D.,  Moderator 
Panelists: 

1.  Use  of  Acoustic  Impedance 
Measurement  and  Detection  of  Serous 
Otitis  Media 

LAURA  WILBER,  Ph  D. 

Albert  Einstein  College  of  Medicine 

2.  Clinical  Evaluation  of  Eustachian  Tube 
Function  in  Serous  Otitis  Media 

SIMON  PARISIER,  M.D. 

Mount  Sinai  Medical  Center 

3.  Diagnosis,  Treatment  and  Follow-up  of 
Serous  Otitis  Media 

SYLVAN  STOOL,  M.D. 

Children’s  Hospital  of  Philadelphia 

4.  Contraindications  for  Adenoidectomy  in 
Serous  Otitis  Media 

ROBERT  J.  RUBEN,  M.D. 

Albert  Einstein  College  of  Medicine 

5.  Complications  of  Middle  Ear  Ventilating 
Tubes  in  Serous  Otitis  Media 

MERRILL  GOODMAN,  M.D. 

Long  Island  Jewish  Hospital 


February  25 — 4:30  p.m.  Radiology  with  the 
New  York  Roentgen  Society 
Pulmonary  Vascular  Problems 


RICHARD  H.  GREENSPAN,  M.D.,  Moderator 
Yale  University  School  of  Medicine 
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Panelists: 

JOHN  AUSTIN.  M.D. 
Columbia-Presbyterian  Medical  Center 
MURRAY  G.  BARON,  M D. 

Mount  Sinai  School  of  Medicine 
KENT  ELLIS.  M O. 

Columbia-Presbyterian  Medical  Center 
7:00  p.m. 

Resident’s  Quiz 

Quizmaster: 

THEODORE  ROBINSON.  M.D 
Downstate  Medical  Center 

7:45  p.m. 

Review  of  Quiz  Films 

8:00  p.m. 

Pulmonary  Embolism 

RICHARD  H.  GREENSPAN.  M.D. 


February  25 — 8:00  p.m.,  Radiotherapy 
Role  of  Radiotherapy  in  the  Management  of 
Testicular  Carcinomas 

JOHN  MAIER.  M.D. 

George  Washington  University 


February  27 — 9:00  a.m.,  at  the  Hotel 
Americana,  Section  on  Medicine  with  the 
Section  of  Internal  Medicine  of  the  Medical 
Society  of  the  State  of  New  York  and  the 
State  Society  of  Internal  Medicine 
The  Lung 

— 

February  27 — 8:15  p.m.,  Historical 
Medicine  with  the  New  York  Cardiological 
Society  From  Kymograph  to  the  Space-Lab 

PHILIP  REICHERT.  M.D. 

American  College  of  Cardiology 


MONDAY,  FEBRUARY  11 

4:00  p.m. 

Division  of  Oncology  of  the  Department  of 
Medicine  and  the  Department  of  Neoplastic 
Diseases 

Mount  Sinai  Medical  Center 
Suggenheim  Hall 
5 East  98th  Street 

Chemotherapy  Foundation  Programs 

PLASMA  CELL  MYELOMA:  THE  EFFECT 
ON  THE  DISEASE 

DANIEL  E.  BERGSAGEL,  M.D. 

University  of  Toronto.  Canada 


WEDNESDAY,  FEBRUARY  27 

8:30  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

Specialty  Training  Program  in  Psychoanalytic  Medicine 

CONCEPT  DICTATES  PRECEPT:  THE 
DELUSIONAL  PROCESS 

SARA  SHEINER,  M.D. 

Associate  Dean 


BUFFALO  AREA 


School  of  Medicine 

State  University  of  New  York  at  Buffalo 

Schedule  for  February  and  March  1974 

February  8 and  9 

Modern  Management  of  Common 
Dermatologic  Disorders 

February  28  / March  1 

Practical  Pediatric  Radiology 

March  9 

Vascular  Malformations  of  the  Central 
Nervous  System  and  Their  Treatment 

March  15  and  1 6 

Modern  Concepts  in  Coronary  Care 


NASSAU  COUNTY 


WEDNESDAY,  FEBRUARY  6 

8:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

Surgical  Conference 

CURRENT  SURGICAL  THERAPY  OF 
BREAST  CANCER 

JOHN  MADDEN,  M.D. 

St.  Clare's  Hospital 
New  York  City 


Part  I — January  1974  / New  York  State  Journal  of  Medicine  141 

WGO-9 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK— 
168th  ANNUAL  CONVENTION 


February  24  / 28,  1974 

Hotel  Americana 

New  York  City 

SCHEDULE  OF  SCIENTIFIC  MEETINGS 

SUNDAY,  FEB.  24 

10  A.M.  GENERAL  SESSION,  Royal 
Ballroom  A 

ALLERGY,  Versailles  Terrace 
ARCHIVES,  Versailles  Ballroom 
OPHTHALMOLOGY,  Royal 
Ballroom  B 

2 P.M.  ANESTHESIOLOGY,  Versailles 
Terrace 

(FAMILY  & GENERAL 
PRACTICE) 

(OBSTETRICS  & 

GYNECOLOGY) joint 

meeting,  Royal  Ballroom  A 
PLASTIC  & RECONSTRUCTIVE 
SURGERY,  Royal  Ballroom  B 
(OTOLARYNGOLOGY) 
(RADIOLOGY)  ....  joint  meeting, 
Versailles  Ballroom 

MONDAY,  FEB.  25 

9 A.M.  DERMATOLOGY,  Royal  Ballroom 
B 

(GASTROENTEROLOGY  & 
PROCTOLOGY) 

(PATHOLOGY  & BLOOD 

BANKING)  ....  joint  meeting, 
Royal  Blrm.  A 
ORTHOPEDIC  SURGERY, 
Versailles  Ballroom 
(PEDIATRICS) 

(PSYCHIATRY) joint 

meeting,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal 
Ballroom 


NEUROLOGY,  Versailles  Terrace 

TUESDAY,  FEB.  26 

9 A.M.  CHEST  DISEASES,  Royal 
Ballroom  A 

NEUROSURGERY,  Royal 
Ballroom  B 

PHYSICAL  MEDICINE  & 

REHABILITATION,  Versailles 
Ballroom 

2 P.M.  GENERAL  SESSION,  Royal 
Ballroom  A 

(MEDICAL  LEGAL  & WORK 
COMP.  MATTERS) 

(OCCUPATIONAL  MEDICINE) 
....  joint  meeting,  Versailles 
Blrm. 

(EMERGENCY  HEALTH 
SERVICES) 

(PREVENTIVE  MEDICINE  & 

PUBLIC  HEALTH) joint 

meeting,  Versailles  Terrace 

SURGERY,  Royal  Ballroom  B 

WEDNESDAY,  FEB.  27 

9 A.M.  DATA  PROCESSING  IN 

MEDICINE,  Versailles  Ballroom 

INTERNAL  MEDICINE,  Royal 
Ballroom 

SCHOOL  HEALTH,  Versailles 
Terrace 

2 P.M.  GENERAL  SESSION,  Royal 
Ballroom 

SPACE  MEDICINE,  Versailles 
Ballroom 

UROLOGY,  Versailles  Terrace 


SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND  TECHNICAL  EXHIBITS,  SUNDAY  through  WEDNESDAY,  FEB.  2 
through  27.  Open  at  9 a m.,  close  at  5 p.m 

SCIENTIFIC  MEETING  ROOMS,  2nd  Floor.  EXHIBITS,  MOTION  PICTURES,  Albert  Hall,  Lower  Lobby. 
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1974  ANNUAL  CONVENTION 


CONVENTION  SCHEDULE 

168th  ANNUAL 
CONVENTION 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


February  24  through  28,  1974 

AMERICANA 
OF  NEW  YORK 


Scientific  Program 147 

Scientific  Exhibits 166 

Scientific  Motion  Pictures 170 

Technical  Exhibits 172 

Woman’s  Auxiliary  Program 175 

House  of  Delegates 177 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  will 
be  called  to  order  at  2:00  p.m.  on  Sunday,  February 
24,  1974,  in  the  Georgian  Ballroom  of  the  Ameri- 
cana of  New  York. 

In  accordance  with  Article  III,  Section  3,  of  the 
Bylaws,  the  House  will  assemble  according  to  the 
following  schedule: 

Sunday,  February  24,  2:00  p.m. 

Tuesday,  February  26,  2:00  p.m. 

Wednesday,  February  27,  9:00  a.m.  and  2:00  p.m. 

Thursday,  February  28,  9:00  a.m. 

At  the  last  scheduled  session  (Thursday,  Febru- 
ary 28,  9:00  a.m.)  the  election  of  officers,  council- 
ors, trustees,  and  delegates  to  the  American  Medi- 
cal Association  will  take  place  in  accordance  with 
Article  VIII  of  the  Bylaws. 

George  T.  C.  Way,  M.D.,  Speaker 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


168th  Annual  Meeting 

The  168th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be  held  on 
Thursday,  February  28,  1974,  at  10:30  a.m.  in  the 
Georgian  Ballroom  of  the  Americana  of  New  York. 

Thomas  F.  McCarthy,  M.D.,  President 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


Registration 

Registration  for  delegates  will  be  held  in  Vendome, 
9 and  10,  third  floor  of  the  Americana,  on  Saturday, 
February  23,  from  10:00  a.m.  to  7:30  p.m.  and  in 
the  foyer  of  the  Georgian  Ballroom,  third  floor, 
Sunday  through  Thursday,  February  24  through 
28,  after  8:00  a.m. 

General  registration  for  State  Society  members 
and  guests  will  take  place  in  Albert  HaH,  Ameri- 
cana Hotel,  Sunday,  February  24,  through  Wednes- 
day, February  27,  from  8:30  a.m.  to  5:00  p.m. 


Exhibits 

Scientific  Exhibits  will  be  located  in  Albert  Hall. 
Scientific  Motion  Pictures  will  be  shown  in  the 
Motion  Picture  Theatre  in  Albert  Hall. 

Technical  Exhibits  will  be  located  in  Albert  Hall. 
Exhibits  will  be  on  view  Sunday,  February  24, 
through  Wednesday,  February  27,  9:00  a.m.  to 
5:00  p.m. 


Scientific  Program 

General  Sessions  will  be  held  Sunday,  February 
24,  at  10:00  a.m.  and  2:00  p.m.;  Monday,  Tuesday, 
and  Wednesday,  February  25,  26  and  27,  at  2:00 

P.M. 

Section  and  Session  Meetings  will  be  held  Sunday, 
February  24,  at  10:00  a.m.  and  2:00  p.m.;  Monday, 
February  25,  through  Wednesday,  February  27,  at 
9:00  a.m.  and  2:00  p.m. 


Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the  Royal  Ball- 
room, second  floor  of  the  Americana,  on  Wednes- 
day, February  27,  at  8:00  p.m.,  preceded  by  the 
President’s  Reception  in  the  Versailles  Suite  at 
7:00  p.m. 

Tickets  should  be  ordered  in  advance  from  the 
Medical  Society  of  the  State  of  New  York,  420 
Lakeville  Road,  Lake  Success,  New  York  11040. 
Subscription  is  $26  per  person. 


Woman’s  Auxiliary 

See  page  175  for  program. 
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1974  ANNUAL  CONVENTION 


Scientific  Program 


Chairman 

BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen 

EDWARD  A.  BURKHARDT,  M.D.,  New  York 
STEPHEN  NORDLICHT,  M.D.,  New  York 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
MAXWELL  SPRING,  M.D.,  The  Bronx 
WILLIAM  J.  STAUBITZ,  M.D.,  Buffalo 
LEO  J.  SWIRSKY,  M.D.,  Brooklyn 
Director,  Division  of  Scientific  Activities 
NORMAN  S.  MOORE,  M.D.,  Ithaca 
AND 

CHAIRMEN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 


Sunday,  February  24,  1974,  10:00  A.M. 

Royal  Ballroom  A,  Second  Floor 

Maxwell  Spring,  M.D.,  The  Bronx,  Presiding 
Clinical  Assistant  Professor  of  Medicine,  New  York 
Medical  College 

Symposium  and  Panel  Discussion: 
THYROID  DISEASE  IN  1974 

1.  Physiology  of  the  Thyroid  Gland 

Robert  D.  Utiger,  M.D.,  Philadelphia,  Pennsyl- 
vania (by  invitation) 

Professor  of  Medicine,  and  Chief  of  Endocrine 
Section,  University  of  Pennsylvania  School  of 
Medicine 

2.  The  Thyroid  Nodule  or  Nodules:  Diagnosis 

and  Management 

Farahe  Maloof,  M.D.,  Boston,  Massachusetts 
(6y  invitation) 

Associate  Professor  of  Medicine,  Harvard  Medical 
School;  Chief  of  Thyroid  Unit,  Massachusetts 
General  Hospital 

3.  Treatment  of  Hyperthyroidism 

Richard  E.  Goldsmith,  M.D.,  Cincinnati,  Ohio 
(by  invitation) 

Professor  of  Medicine,  University  of 
Cincinnati  Medical  Center 

4.  Clinical  and  Physiologic  Significance  of 

Triiodothyronine:  T 3 Toxicosis 

Charles  Hollander,  M.D.,  New  York  City 
Associate  Professor  of  Medicine,  New  York 
University  School  of  Medicine 

5.  Panel  Discussion  ' 

John  B.  Stanbury.M.D.,  Cambridge,  Massachusetts 
(by  invitation).  Moderator 
Professor  of  Experimental  Medicine, 
Massachusetts  Institute  of  Technology 

Panel 

The  above  speakers 


Monday,  February  25,  1974,  2:00  P.M. 

Royal  Ballroom,  Second  Floor 

Panel  Discussion: 

PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 

Edward  A.  Burkhardt,  M.D.,  New  York  City, 
Moderator 

Panelists 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights 

Chairman,  Peer  Review  Committee,  Medical  Society 
of  the  State  of  New  York 

Edward  W.  Saward,  M.D.,  Rochester 

Professor  of  Social  Medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry;  Member,  PSRO 
National  Council 

Name  to  be  Announced 

Department  of  Health,  Education,  and  Welfare 

Amendment  to  the  Social  Security  provisions  (Public 
Law  92-603)  mandates  reviews  of  hospital  procedures 
relative  to  Medicare  and  Medicaid  patients.  These 
reviews  are  concerned  with  admission  policy,  length  of 
hospital  residence,  and  quality  of  care.  Our  County 
Medical  Societies  and/or  Foundations  are  developing 
local  PSRO  corporations  to  fulfill  this  mandate.  Dis- 
cussions will  develop  the  problems  and  the  solutions  on 
the  local,  State,  and  Federal  levels.  These  new  re- 
quirements may  affect  you  and  your  hospital. 


Tuesday,  February  26,  1974,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

Symposium  and  Panel  Discussion: 

MEDICINE  AND  PENOLOGY 

The  Honorable  Leo  Brown,  New  York  City  (by 
invitation) , Moderator 

Justice  of  the  Supreme  Court  of  the  State  of  New 
York 

1.  Today’s  Problems  in  Penology 

The  Honorable  Benjamin  J.  Malcolm,  New  York 
City  (by  invitation) 

Commissioner  of  Correction,  The  City  of  New  York 

2.  Problems  of  Health  Care  Delivery  in  Penal 
Institutions 

Robert  L.  Brutsche,  M.D.,  Washington,  D.C. 
(by  invitation) 

Medical  Director,  Federal  Bureau  of  Prisons; 
Assistant  Surgeon,  USPHS 

3.  Punishment  or  Rehabilitation? 

Stephen  Nordlicht,  M.D.,  New  York  City 

Clinical  Associate  Professor  of  Psychiatry,  Cornell 
University  Medical  College;  Associate  Attending 
Psychiatrist,  The  New  York  Hospital 

4.  Prisons  of  the  Future 

Milton  G.  Rector,  Hackensack,  New  Jersey 
(by  invitation) 

President,  National  Council  on  Crime  and 
Delinquency 

Panel  Discussion: 

The  above  speakers 
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Wednesday,  February  27, 1974,  2:00  P.M. 

Royal  Ballroom,  Second  Floor 
All  day  symposium  ( see  page  153 ) 

Symposium  and  Panel  Discussion: 
THE  LUNG 


1.  The  Environment  and  the  Lung 

Irving  J.  Selikoff,  M.D.,  New  York  City 

Professor  of  Medicine  and  Professor  of  Community 
Medicine,  Mount  Sinai  School  of  Medicine 

2.  Therapy  of  Tuberculosis — 1974 

Roger  S.  Mitchell,  Jr.,  M.D.,  Denver,  Colorado 
(by  invitation) 

Professor  of  Medicine,  University  of  Colorado 
School  of  Medicine 

3.  Asthma — 1974 

Bram  Rose,  M.D.,  Montreal,  Quebec,  Canada 
(by  invitation ) 

Professor  of  Experimental  Medicine, 

McGill  University  Faculty  of  Medicine 


4.  Acute  Respiratory  Failure:  Obstructive  and 

Nonobstructive  Syndromes 
Stephen  M.  Ayres,  M.D.,  Worcester, 
Massachusetts  (by  invitation) 

Professor  of  Medicine,  University  of 
Massachusetts  Medical  School 


5.  Chronic  Respiratory  Failure 

Philip  Kimbel,  M.D.,  Philadelphia,  Pennsylvania 
(by  invitation) 

Professor  of  Medicine,  Temple 
University  School  of  Medicine 


Panel  Discussion 

Marshall  Henry  Williams,  Jr.,  M.D.,  The  Bronx, 
Moderator 

Professor  of  Medicine,  Albert  Einstein 
College  of  Medicine  of  Y eshiva  University 

Panel 

The  above  speakers 
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Sections  and  Sessions 

All  papers  read  before  the  Society  by  members  be- 
come the  property  of  the  Society.  The  original  copy 
of  each  paper  shall  be  left  with  the  Secretary  of  the 
Section  or  Session. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly 
at  the  hour  specified. 

Executive  Session — The  first  order  of  business, 
election  of  officer.  “To  participate  in  the  election  of 
any  section,  a member  must  register  with  such  sec- 
tion."— Bylaws,  Chapter  XII,  Section  3 


SECTION  ON 

Allergy 

Chairman . . .Herbert  I.  Cohen,  M.D.,  New  York  City 

Vice-Chairman 

William  M.  Nicholas,  M.D.,  New  Hyde  Park 

Secretary.  .H.  Harold  Gelfand,  M.D.,  New  York  City 
Delegate. . . .William  E.  Hermance,  M.D.,  White  Plains 

Sunday,  February  24/10:00  A.M. /Versailles  Terrace,  Second 
Floor 

Symposium  and  Panel  Discussion — The  Allergist  as 
Clinical  Immunologist 

Herbert  I.  Cohen,  M.D.,  New  York  City,  Moderator 
Chief  of  Pediatric  Allergy,  The  Roosevelt  Hospital 

1.  Newer  Diagnostic  and  Research  Techniques  in 
Clinical  Immunology:  The  Changing  Role  of  the 
Allergist 

Michael  H.  Grieco,  M.D.,  New  York  City 
Director,  R.  A.  Cooke  Institute  of  Allergy,  Roose- 
velt Hospital;  Associate  Professor  of  Clinical 
Medicine,  Columbia  University  College  of  Physi- 
cians and  Surgeons 

2.  Complement,  Kallikrein,  and  Clinical  Disease 
David  J.  McConnell,  M.D.,  New  York  City 

Assistant  Clinical  Professor  of  Medicine,  Colum- 
bia University  College  of  Physicians  and  Surgeons 

A number  of  syndromes  are  now  known  in  which  the 
controls  governing  inflammation  have  gone  awry. 
Several  of  these  syndromes,  including  lupus  nephritis, 
poststreptococcal  glomerulonephritis,  cold  urticaria,  and 
hereditary  angioneurotic  edema  will  be  discussed.  The 
role  of  the  complement  and  kallikrein-kinin  systems  in 
these  diseases  will  be  reviewed.  Emphasis  will  be  placed 
on  the  components  of  these  systems  and  their  inhibitors, 
the  alternate  pathway  of  complement,  and  the  biologic 
roles  of  these  systems. 

3.  Tests  of  Delayed  Hypersensitivity 

Michael  D.  Kohen,  M.D.,  Fort  Dix,  New  Jersey 
{by  invitation)  ' 

Chief  of  Allergy  Service,  Army  Hospital 

4.  The  Radioallergosorbent  Test  (RAST) 

David  K.  Meriney,  M.D.,  New  York  City 

Associate  Attending  in  Medicine  (Allergy)  Roose- 
velt Hospital;  Associate  in  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons 


A method  for  the  in  vitro  detection  of  antigen-specific 
antibody  of  the  Ig  immunoglobulin  E type,  utilizing  an 
antigen  coupled  to  an  insoluble  polymer,  was  first  de- 
scribed in  1967.  This  procedure  was  designated  the 
RAST  (radioallergosorbent)  test.  Since  then,  its  possible 
application  in  the  field  of  clinical  allergy  has  been  ex- 
plored by  a number  of  investigators.  This  report  will 
discuss:  (1)  the  method  itself;  (2)  studies  relating  to  its 

usefulness  as  a diagnostic  technique  in  clinical  allergy  and 
comparison  with  other  diagnostic  techniques;  (3)  rela- 
tionships between  symptoms  and  specific  serum  antibody 
measured  by  RAST  in  atopic  patients;  and  (4)  the 
possible  application  of  RAST  in  the  quantitation  or 
standardization  of  allergenic  extracts  used  in  clinical 
allergy. 

5.  The  Nasal  Mucosal  Biopsy 

John  T.  Connell,  M.D.,  New  York  City 

Attending  in  Pediatrics;  Physician-in-Charge, 
Environmental  Control  Room,  St.  Vincent's 
Hospital  and  Medical  Center  of  New  York 

Panel  Discussion 
The  above  speakers 

SECTION  ON 

Anesthesiology 

Chairman Gertie  F.  Marx,  M.D.,  The  Bronx 

Vice-Chairman 

Edward  C.  Sinnott,  M.D.,  Old  Westbury 
Secretary  Alexander  Gotta,  M.D.,  Flushing 

Delegate Victor  J.  Tofany,  M.D.,  Rochester 

Sunday,  February  24/2:00  P.M. /Versailles  Terrace,  Second 
Floor 

1.  SECOND  ROBERTAZZI  MEMORIAL  LECTURE 
— Peer  Review  and  the  Anesthesiologist 

Louis  S.  Blancato,  M.D.,  New  York  City 

Associate  Professor  of  Anesthesiology,  Columbia 
University  College  of  Physicians  and  Surgeons; 
Director  of  Anesthesiology,  St.  Luke’s  Hospital 

2.  Humidification  During  Anesthesia 

Duke  B.  Weeks,  M.D.,  Winston-Salem,  North  Caro- 
lina {by  invitation) 

Assistant  Professor  of  Anesthesiology,  Bowman- 
Gray  School  of  Medicine;  Attending  Anesthesiol- 
ogist, North  Carolina  Baptist  Hospitals 
Discussion:  Gabor  B.  Racz,  M.D.,  Syracuse 

Associate  Professor  of  Anesthesiology,  State  Uni- 
versity of  New  York  Upstate  Medical  Center;  As- 
sociate Attending  Anesthesiologist,  University  Hos- 
pital 

3.  Changes  in  Tracheobronchial  Cytology  during 
Anesthesia 

Jack  Chalon,  M.D.,  The  Bronx 

Assistant  Professor  of  Anesthesiology,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  University; 
Attending  Anesthesiologist,  Bronx  Municipal  Hos- 
pital Center 

Discussion:  William  B.  Ober,  M.D.,  New  York  City 
Associate  Professor  of  Pathology,  Mount  Sinai 
School  of  Medicine;  Attending  Pathologist,  Beth 
Israel  Medical  Center 

SECTION  ON 

Chest  Diseases 


Chairman Sung  Nien  Lu,  M.D.,  Schenectady 

Vice-Chairman 

Edward  Ernest  Rocket,  M.D.,  New  York  City 

Secretary Harry  Golembe,  M.D.,  Liberty 

Delegate  : Arthur  Q.  Penta,  M.D.,  Schenectady 
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Tuesday,  February  26/9:00  A.M. /Royal  Ballroom  A,  Second 
Floor 

1.  Indications  for  the  Use  of  Pacemakers 

Doris  J.  W.  Escher,  M.D.,  The  Bronx 

Associate  Professor  of  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University;  Asso- 
ciate Attending  in  Diagnostic  Radiology,  Monte- 
fiore  Hospital  and  Medical  Center 

Current  indications  for  the  use  of  pacemakers  extend 
beyond  the  classic  complete  or  second-degree  block  with 
asystole  to  include  any  bradycardia,  sinus  or  atrioven- 
tricular, with  low  cardiac  output  and  its  sequelae  or  the 
brady-tachy  syndrome.  Recurrent  tachycardias  also 
may  be  paced  if  the  stimulus  is  used  to  override  or  block 
an  irritable  focus  or  provide  a physiologic  rate  in  the  face 
of  rhythmicity  depressant  medication.  Prophylactic 
pacing  for  bi-  and  trifascicular  conduction  disease  is  under 
consideration. 

2.  Widening  Spectrum  of  Occupational  Lung  Dis- 
ease 

Irving  J.  Selikoff,  M.D.,  New  York  City  (by  invita- 
tion) 

Professor  of  Medicine,  and  Community  Medicine, 
Mount  Sinai  School  of  Medicine 

Occupational  lung  disease  is  now  far  removed  from  the 
one-cause,  one-effect,  fibrotic  lung  disease  era.  Offend- 
ing agents  are  numerous,  complex,  and  variable,  ranging 
from  classical  silica  to  chemicals  (isocyanates)  and  en- 
zymes (subtilisin) . No  tissue  is  immune,  pleura,  paren- 
chyma, or  bronchi  and  response  is  varied  including  fibro- 
sis, bronchitis,  cancer,  pneumothorax,  and  so  forth. 
EfFects  may  be  immediate  as  with  occupational  asthma 
or  long  term  as  in  asbestosis,  common  as  in  byssinosis  or 
rare  as  in  aluminosis,  benign  as  in  stannosis  or  devastat- 
ing as  in  mesothelioma.  Fortunately,  this  complexity 
has  been  matched  by  concurrent  advances  in  clinical, 
laboratory,  and  epidemiologic  approaches  and  tech- 
niques. These  are  described  with  emphasis  on  diagnos- 
tic, therapeutic,  and  preventive  measures  that  have  been 
identified. 

3.  The  Annual  Howard  Lilienthal  Lecture — The  Man- 
agement of  Traumatic  Injuries  of  the  Chest 

Emil  A.  Naclerio,  M.D.,  New  York  City 

Attending  Thoracic  Surgeon,  Harlem  Hospital 
Center 

In  the  United  States  accidents  are  the  leading  cause  of 
death  up  to  the  age  of  thirty-seven  years  and  overall 
rank  third,  exceeded  only  by  cardiovascular  disease  and 
cancer.  Moreover,  approximately  25  per  cent  of  all 
accidental  deaths  are  due  to  chest  trauma,  many  of 
which  occur  within  minutes  or  hours  after  injury. 

The  purpose  of  this  report  is  to  present,  in  a one-two- 
three  manner,  fundamentals  pertaining  to  the  physiology 
and  emergency  management  of  chest  trauma  gleaned 
from  an  experience  with  over  5,000  patients  treated  by 
the  author  during  the  past  twenty  years  in  two  large 
hospitals  in  the  City  of  New  York. 

Emphasis  will  be  placed  on  six  key  emergency  situa- 
tions which  demand  immediate  attention.  Three  direct 
approaches,  (1)  physiologic,  (2)  etiologic,  and  (3)  ana- 
tomic, to  the  overall  management  of  chest  trauma  will 
be  presented.  The  so-called  “shock  lung  syndrome” 
will  be  considered. 

4.  Delivery  of  Tuberculosis  Care  by  the  General 
Hospital 

Donald  C.  Kent,  M.D.,  Brooklyn 

Director  of  Medicine,  Methodist  Hospital;  Clinical 
Professor  of  Medicine,  State  University  of  New 
York  Downstate  Medical  Center 


It  has  become  both  medically  and  economically  appar- 
ent that  the  general  hospital  has  become  the  logical 
place  to  admit  tuberculosis  patients  in  need  of  hospital- 
ization. The  national  trend  toward  such  general-hospi- 
tal utilization  will  be  discussed.  Modern  concepts  of 
transmission  of  tubercle  bacillus  as  well  as  the  basic  role 
of  chemotherapy  in  tuberculosis  therapy,  which  has 
served  as  a basis  for  this  movement,  will  be  outlined. 
Specific  impact  on  patient-care  delivery,  benefits  to  the 
patients  under  therapy,  and  financial  savings  will  be  dis- 
cussed utilizing  data  from  areas  which  have  implemented 
this  modern  concept.  The  relationship  of  this  nation- 
wide movement  to  the  State  of  New  York  will  be  out- 
lined. 

SECTION  ON 

Data  Processing  in  Medicine 

Chairman Ralph  L.  Engle,  M.D.,  New  York  City 

Vice-Chairman Leon  Pordy,  M.D.,  New  York  City 

Secretary . . .William  A.  Bauman,  M.D.,  New  York  City 
Delegate Elemer  R.  Gabrieli,  M.D.,  Buffalo 

Wednesday,  February  27/9:00  A.M. /Versailles  Ballroom, 
Second  Floor 

1.  Physician  Billing  Services:  Medical  Manage- 

ment Information  System 

George  Melcher,  M.D.,  New  York  City 

President,  Group  Health,  Inc.;  Associate  Professor 
of  Clinical  Medicine,  Columbia  University  College 
of  Physicians  and  Surgeons 

Data  originating  from  the  billing  process  in  a physician 
practice,  whether  solo  physician  or  multiple  specialty 
practice  of  many  physicians,  may  be  utilized  for  many 
purposes  other  than  the  basic  billing  process.  This 
presentation  develops  the  use  of  a simple,  personalized 
(geared  to  the  individual  physician’s  practice)  system  of 
medical  management  information  with  a variety  of  uses. 

2.  Use  of  a Computer  for  Hemodynamic  Monitor- 
ing in  a Coronary  Care  Unit 

Morrison  Hodges,  M.D.,  Rochester 

Assistant  Professor  of  Medicine,  and  Supervisor  of 
Myocardial  Infarction  Research  Unit,  University 
of  Rochester  School  of  Medicine  and  Dentistry 

In  our  Myocardial  Infarction  Research  Unit,  we  have 
programmed  a medium-sized  computer  to  monitor  and 
analyze  intravascular  pressures  of  acutely  ill  patients. 
Physicians  and  nurses  type  in  appropriate  commands  on 
a television  console;  and  systemic  artery,  pulmonary 
artery,  pulmonary  wedge,  and  right  atrial  pressures  are 
calculated  and  displayed  on  the  screen.  These  programs 
have  allowed  us  to  see  trends  developing  and  have  been 
of  help  in  the  management  of  patients. 

3.  Experience  with  Graphic  Display  of  Patient  Data 
in  a Surgical  Intensive  Care  Unit  (ICU) 

John  Broell,  New  York  City  (by  invitation) 

Research  Associate;  Head  of  Bioengineering  Sec- 
tion of  Surgical  Metabolism  Program,  Columbia 
University  College  of  Physicians  and  Surgeons 

The  surgical  intensive  care  environment  presents  a 
significant  challenge  to  computer  data  handling  systems. 
The  diversity  of  patient  problems  and  the  increasing 
number  of  clinical  parameters  and  laboratory  results 
which  are  used  in  evaluation  of  patient  status  provide 
ever-increasing  amounts  of  data  to  be  summarized.  In 
an  attempt  to  deal  with  this  problem  a computer  system 
was  developed  which  focuses  on  the  problems  of  real 
time  data  acquisition,  data  organization,  and  data  dis- 
play. The  system  is  designed  around  graphical  display 
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of  data.  The  design  decisions  in  implementation  of  this 
system  and  some  experiences  with  the  system  will  be 
presented. 

4.  A Computer-Assisted  Instructional  System  in 
Pharmacokinetics 

J.  Thomas  Bigger,  Jr.,  M.D.,  New  York  City 

Associate  Professor  of  Medicine  and  Pharmacology, 
Columbia  University  College  of  Physicians  and  Sur- 
geons 

Norman  Kahn,  D.D.S.,  New  York  City 

Associate  Professor  of  Pharmacology,  Columbia 
University  College  of  Physicians  and  Surgeons 

We  are  faced  with  the  problem  of  teaching  pharmaco- 
kinetics to  a medical  school  class,  a group  with  widely 
differing  mathematical  backgrounds  and  interests. 
Since  pharmacokinetics  is  the  key  to  successful  thera- 
peutics, every  student  must  comprehend  the  principles 
of  this  discipline.  We  designed  a computer-assisted  in- 
structional system  to  provide  interactive  graphic  demon- 
strations to  illustrate  therapeutic  applications  of  phar- 
macokinetics. The  system  is  highly  flexible  and  permits 
the  student  to  acquire  a good  working  knowledge  of  the 
movement  of  drugs  in  the  body  and  of  simple  mammillary 
compartmental  models  and  their  application  to  the  prac- 
tical problems  of  drug  dosing  in  man.  Although  the 
system  is  still  in  a state  of  rapid  evolution,  we  have  used 
it  to  instruct  two  classes  at  the  College  of  Physicians  and 
Surgeons.  Students  have  responded  enthusiastically  to 
the  system  and  even  those  with  limited  mathematical 
backgrounds  achieve  a good  level  of  understanding  of 
pharmacodynamic  principles.  The  major  thrust  of  our 
current  effort  is  to  develop  a self-user  version  of  the 
system  for  use  by  medical  students,  nurses,  physicians, 
and  paramedical  personnel. 

5.  Data  Processing  for  PSRO  (Professional  Stan- 
dards Review  Organizations) 

Paul  Y.  Ertel,  M.D.,  Columbus,  Ohio  (by  invitation) 
Associate  Professor  of  Pediatrics,  Ohio  State  Univer- 
sity College  of  Medicine;  Director  of  Clinical  Systems 
of  the  Medical  Advances  Institute 

PSRO  mandates  a series  of  interlocking  prerequisites 
for  data  processing,  some  of  which  are  unique  and,  more 
importantly,  their  aggregate  is  enormous  in  scope.  For 
many,  it  is  a foregone  conclusion  that  automated  data 
handling  techniques  are  essential  to  efficiently  review  the 
care  provided  millions  of  patients  covered  under  the  law 
without  diverting  large  numbers  of  scarce  clinicians  from 
the  care  process  into  the  review  process. 

Among  the  prerequisites  of  an  electronic  data  process- 
ing (EDP)  system  for  PSRO  are  the  following:  (1)  ob- 

jectivity and  specificity  in  physician-developed  quality 
criteria  for  automated  screening  techniques;  (2)  com- 
monality or  comparability  of  basic  data  elements  within 
geographic  regions  and  within  hospitals  of  the  same  re- 
gion; (3)  problem-oriented  patient  data  files;  (4)  link- 
age of  computer  screening  data  to  peer  review  judgmental 
data  for  public  accountability;  (5)  adaptability  to  local 
conditions  prevailing  within  differing  provider  institu- 
tions; and  (6)  multipurpose  capability  to  avoid  the 
waste  of  duplication  and  to  maximize  data  utilization. 

Experience  with  an  operational  data  system  of  this 
type  will  be  presented  along  with  illustrative  data  re- 
flecting the  assessment  of  care  within  25  hospitals  and 
nursing  homes  in  Ohio. 

6.  Systemized  Nomenclature  of  Medicine  (SNO- 
Med):  The  Bridge  Between  Clinical  Language  and 
Information  Processing  Technology 

E.  R.  Gabrieli.  M.D.,  Buffalo 

Director,  Clinical  Information  Center,  State  Uni- 
versity of  New  York  at  Buffalo 


Progress  in  medical  information  processing  has  been 
greatly  handicapped  by  the  lack  of  a stabilized,  explicit, 
computer-compatible  medical  language.  SNOMed  ^Sys- 
tematized Nomenclature  of  Medicine)  was  constructed 
to  fill  this  gap.  The  first  task  is  to  shift  from  various 
local  vocabularies  to  a universal  uniform  language.  The 
next  task  is  to  organize  the  semantically  (SNOMed) 
coded  input.  Effective  processing  of  the  coded  informa- 
tion will  achieve  three  types  of  support  of  clinical  prac- 
tice, namely  (1)  the  individual  patients’  histories,  (2) 
retrievability  of  shared  clinical  experience,  and  (3)  an 
interactive  current  knowledge  bank.  Using  SNOMed 
as  a medical/technical  language,  the  development  of 
medical  information  services  is  now  within  reach. 

SECTION  ON 

Dermatology  and  Syph ilology 


Chairman Louis  Dantzig,  M.D.,  Utica 

Secretary Samuel  B.  Frank,  M.D.,  White  Plains 

Delegate Norman  B.  Kanof,  M.D.,  New  York  City 


Monday,  February  25/9:00  A. M. /Royal  Ballroom  B,  Second 
Floor 

1.  A Report 

Norman  B.  Kanof,  M.D.,  New  York  City 

Delegate  to  the  House  of  Delegates,  Medical  Society 
of  the  State  of  New  York 

2.  A Report 

Charles  P.  De  Feo,  M.D.,  New  York  City 

President,  New  York  State  Society  of  Dermatology 

3.  Scanning  Electromicroscopy  of  Nails;  and  Other 
Recent  Studies  at  the  Albany  Medical  Center 

Lee  R.  Lumpkin,  M.D.,  Albany  (by  invitation) 

Chairman,  Department  of  Dermatology;  Professor 
of  Medicine,  Albany  Medical  College  of  Union 
University 

4.  The  Pharmacology  of  Topical  Steroids 

Howard  I.  Maibach,  M.D.,  San  Francisco,  California 
(by  invitation) 

Professor  of  Medicine,  University  of  California 

5.  Immunotherapeutic  Approaches  to  Neoplastic 
Lesions  Involving  the  Skin 

Edmund  Klein,  M.D.,  Buffalo 

Chief,  Department  of  Dermatology,  Roswell  Park 
Memorial  Institute;  Professor  of  Medicine,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine 

6.  Immunologic  Aspects  of  Malignant  Melanoma 

Henry  M.  Roenigk,  Jr.,  M.D.,  Cleveland,  Ohio  (by 
invitation) 

Associate  Professor  of  Dermatology,  Western  Re- 
serve Medical  Center;  Chief,  Department  of 
Dermatology,  Cleveland  Clinic 

7.  Prognostic  Factors  in  Survival  of  Malignant 
Melanoma 

Andrew  G.  Huvos,  M.D.,  New  York  City 

Associate  Attending  Pathologist,  Memorial  Hospi- 
tal for  Cancer  and  Allied  Diseases 
The  clinical  presentation  and  histologic  characteris- 
tics of  primary  melanomas  of  a consecutive  series  of  100 
short-term  (fatal  within  five  years)  and  100  long-term 
survivors  (disease  free  for  ten  years  or  longer)  were 
studied.  The  clinical  parameters  analyzed  included  the 
history  of  pre-existent  mole,  duration  of  changes  before 
diagnosis,  site,  elevation,  ulceration,  extent  of  pigmenta- 
tion, and  satellitosis  around  the  primary  lesion.  Inten- 
sive study  of  histologic  features  included  analysis  of  exact 
measurements  of  the  primary  melanoma,  depth  of  dermal 
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invasion,  tumor-cell  morphology,  mitotic  rate,  intra- 
cellular pigmentation,  the  presence  or  absence  of  giant 
tumor  cells,  blood  vessel  or  lymphatic  invasion,  lateral 
junctional  activity,  and  the  presence  and  extent  of 
lymphoid  response  to  the  primary  lesion.  Statistically 
significant  differences  were  found  between  the  long-  and 
short-term  survivors  with  respect  to  several  variables. 
These  included  sex,  duration  changes  in  the  primary 
lesion,  clinical  stage  of  disease,  size,  depth  of  dermal 
invasion,  ulceration,  extent  of  pigmentation,  presence  or 
absence  of  giant  tumor  cells,  blood  vessel  or  lymphatic 
invasion  of  the  dermis,  and  the  extent  of  lymphoid 
response  elicited  by  the  primary  lesion. 

SECTION  ON 

Family  and  General  Practice 

Chairman Leo  J.  Swirsky,  M.D.,  Brooklyn 

Vice-Chairman Harry  L.  Metcalf,  M.D.,  Buffalo 

Secretary . . . Clement  J.  Boccalini,  M.D.,  Floral  Park 
Delegate. . . M.  Theodore  Tanenhaus,  M.D.,  Brooklyn 

Sunday,  February  24/2:00  P.M. /Royal  Ballroom  A,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Obstetrics  and  Gynecology 

Symposium  and  Panel  Discussion:  Handling  of  Gyne- 
cologic Problems  as  an  Office  Procedure 

Edward  N.  Cartnick,  M.D.,  Garden  City,  Moderator 
Director,  Department  of  Obstetrics  and  Gynecol- 
ogy, Mercy  Hospital,  Rockville  Centre;  Director 
of  Gynecologic  Oncology,  Nassau  County  Medical 
Center,  East  Meadow 

1.  Office  Gynecology 

Alvin  F.  Goldfarb,  M.D.,  Philadelphia,  Pennsyl- 
vania (by  invitation) 

Professor  of  Obstetrics  and  Gynecology,  Jefferson 
Medical  College  of  Thomas  Jefferson  University 

2.  Office  Endocrinology 

Herbert  S.  Kupperman,  M.D.,  New  York  City 
Associate  Professor  of  Medicine,  New  York  Uni- 
versity School  of  Medicine 

3.  Family  Planning 

Donald  P.  Swartz,  M.D.,  Albany 

Professor  and  Chairman,  Department  of  Obstet- 
rics and  Gynecology,  Albany  Medical  College  of 
Union  University 

4.  Office  Gynecology  Cancer  Diagnosis 
Robert  C.  Knapp,  M.D.,  Boston,  Massachusetts 
(by  invitation) 

Associate  Professor  of  Obstetrics  and  Gynecology, 
Harvard  Medical  School;  Obstetrician-Gyne- 
cologist, Beth  Israel  Hospital 

Early  diagnosis  of  gynecologic  cancer  holds  the  greatest 
promise  for  cure.  Emphasis  should  be  placed  on  the 
signaling  signs  and  symptoms  as  well  as  routine  periodic 
application  of  cervical  cytologic  techniques  for  diagnosis 
in  asymptomatic  women.  The  shortcomings  of  cytologic 
screening  in  diagnosis  of  endometrial  cancers  and  vaginal 
adenosis  warrant  performance  of  office  endometrial  bi- 
opsy procedures  (including  uterine  suction  curettage  and 
negative  pressure  irrigation)  and  colposcopic  examina- 
tions. There  are  serious  limitations  inherent  in  our 
ability  to  diagnose  ovarian  cancers  early.  Possible 
avenues  for  detecting  these  elusive  tumors  are  being  ex- 
plored. 

Panel  Discussion 
The  above  speakers 


SECTION  ON 

Gastroenterology  and  Proctology 


Chairman Martin  Lipkin,  M.D.,  New  York  City 

Vice-Chairman.  Hugo  W.  N.  Mancini,  M.D.,  Brooklyn 

Secretary Hans  J.  Bruns,  M.D.,  Syracuse 

Delegate Bertram  A.  Portin,  M.D.,  Buffalo 


Monday,  February  25/9:00  A.M. /Royal  Ballroom  A,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Symposium  and  Panel  Discussion:  Diagnosis  and 

Management  of  Premalignant  and  Malignant  Dis- 
eases of  the  Colon 

John  N.  Abbott,  M.D.,  Rochester,  Moderator 
Director  of  Pathology,  The  Genesee  Hospital 

Martin  Lipkin,  M.D.,  New  York  City,  Moderator 
Associate  Professor  of  Medicine,  Cornell  University 
Medical  College 

1.  Newer  Techniques  in  the  Diagnosis  of  Gastro- 
intestinal Cancer 

Paul  Sherlock,  M.D.,  New  York  City 

Attending  Physician,  and  Chief,  Gastroenterology 
Service,  Memorial  Sloan-Kettering  Cancer  Cen- 
ter; Associate  Professor  of  Medicine,  Cornell 
University  Medical  College 
Sidney  J.  Winawer,  M.D.,  New  York  City 

Associate  Attending  Physician  and  Director, 
Diagnostic  Gastrointestinal  Laboratory,  Memo- 
rial Sloan-Kettering  Cancer  Center;  Clinical 
Associate  Professor  of  Medicine,  Cornell  Univer- 
sity Medical  College. 

Early  diagnosis  of  gastrointestinal  cancer  with  avail- 
able and  newer  techniques  resulting  in  earlier  treatment 
of  patients  when  lesions  are  localized  is  a defined  goal  in 
cancer  detection.  Newer  techniques  in  exfoliative  cytol- 
ogy, endoscopy,  evaluation  of  feces  for  occult  blood, 
radiography,  and  nuclear  medicine,  in  spite  of  their 
limitations,  have  aided  in  this  earlier  diagnosis.  More 
successful  screening  of  patients  for  earlier  diagnosis, 
perhaps  even  in  the  incipient  stage  of  disease,  depends  on 
the  development  of  simpler  diagnostic  techniques  such 
as  biochemical  or  immunologic  methods  and  the  accurate 
selection  of  the  population  at  risk  to  include  in  a broad 
multiphasic  screening  program. 

2.  Anatomic  Precursor  of  Colorectal  Carcinoma 

Nathan  Lane,  M.D.,  New  York  City 

Professor  of  Surgical  Pathology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons 

A review  of  the  evidence  indicates  that  ordinarily 
colorectal  carcinoma  evolves  via  adenomatous  tissue, 
whether  it  be  sessile  or  pedunculated.  It  is  probable 
that  the  concept  of  the  de  novo  origin  of  carcinoma  di- 
rectly from  normal  mucosa  is  a myth. 

3.  Concurrent  Precancer  and  Cancer  in  Ulcera- 
tive Colitis 

John  N.  Abbott,  M.D.,  Rochester 

Director  of  Pathology,  Genesee  Hospital 

The  pathologic  findings  are  described  in  a case  of 
chronic  ulcerative  colitis  with  concurrent  precancer  and 
cancer  in  the  resected  colon  and  rectum,  and  present-day 
viewpoints  on  the  relationship  of  these  entities  are  re- 
viewed. 
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4.  ALBERT  F.  R.  ANDRESEN  MEMORIAL 
LECTURE 

Pathology  and  the  Search  for  the  Cause  of  Colon 

Cancer 

John  W.  Berg,  M.D.,  Iowa  City,  Iowa  (by  invita- 
tion) 

Professor  of  Community  Health,  University  of 
Iowa  College  of  Medicine;  Director,  Iowa  State 
Cancer  Registry 

Colonic  cancer  is  largely  an  environmentally  caused 
disease.  On  the  basis  of  geographic  contrasts  and  inter- 
view studies,  the  major  association  is  with  beef  consump- 
tion. Adenomas  have  the  same  epidemiology  as  colonic 
cancer.  The  gut  flora  probably  plays  an  essential  role 
and  the  current  status  of  the  multidisciplinary  effort  to 
explain  the  causal  chain  will  be  presented.  Low  rectal 
cancer  appears  to  be  a different  disease  and  its  lessening 
frequency  in  the  U.S.  population  necessitates  a shift  in 
detection  priorities. 

5.  Management  of  Cancer  of  the  Rectum 

Maus  W.  Stearns,  Jr.,  M.D.,  New  York  City 
Chief,  Rectum  and  Colon  Service,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases;  Clinical 
Associate  Professor  of  Surgery,  Cornell  Univer- 
sity Medical  College 

Operation  for  cancer  of  the  distal  sigmoid  and  rectum, 
as  elsewhere,  is  based  on  anatomic  considerations,  most 
importantly  lymphatic  drainage.  The  lymphatic  drain- 
age of  the  rectum  below  6 to  7 cm.  from  anal  verge  may  be 
either  cephalad  or  caudad.  Above  this  level  the  drainage 
is  cephalad  unless  blocked  by  extensive  lymphatic 
metastases.  For  lesions  below  6 to  7 cm.  the  operation 
must  remove  the  distal  lymphatic  drainage.  This  is 
accomplished  adequately  only  by  the  APR  (abdomino- 
perineal resection)  of  Miles  with  a wide  pelvic  dissection 
and  a wide  perineal  resection  with  complete  removal  of 
contents  of  ischiorectal  fossa  and  levator  muscle  to  their 
origin  from  the  lateral  bony  pelvis.  For  lesions  located 
at  or  above  this  6 to  7 cm.  level,  sphincter- preserving 
procedures,  anterior  resection,  or  “pull-through,”  theo- 
retically and  statistically  offer  as  good  chance  for  long- 
term survival  as  does  APR.  The  choice  between  an- 
terior resection  or  “pull-through”  is  dictated  to  a large 
extent  by  individual  surgeon’s  preferences  as  results 
following  each  appear  similar.  In  our  experience  long- 
term functional  results  have  been  more  satisfactory  with 
anterior  resection  than  with  “pull-through”  and  hence  is 
our  choice.  Occasionally  a “pull-through”  can  be  done 
when  technical  problems  make  anterior  resection  unsatis- 
factory. Occasionally,  even  at  these  levels,  an  abdom- 
inoperineal resection  must  be  done. 

6.  Inflammatory  Diseases  of  the  Colon:  Newer 

Techniques  in  Diagnosis  and  Treatment 

Charles  A.  Bonanno,  M.D.,  New  York  City 
Attending  Physician,  St.  Vincent’s  Hospital  and 
Medical  Center  of  New  York;  Instructor  in 
Medicine,  New  York  University  School  of  Medi- 
cine 

The  differentiation  of  neoplasms  of  the  colon  from 
inflammatory  lesions  has  eluded  physicians  and  surgeons 
until  the  recent  adaptation  of  fiberoptic  colonoscopic 
instruments.  These  instruments  allow  intraluminal 
observation  of  colonic  lesions  which  heretofore  were  ac- 
cessible only  by  laparotomy.  They  afford  a safe  means 
of  obtaining  cytologic  or  tissue  collections.  We  will  re- 
view the  newer  instruments  and  their  applications  es- 
pecially with  regard  to  lesions  of  an  inflammatory  nature. 
These  will  include  strictures  due  to  ulcerative  and  granu- 
lomatous colitis  as  well  as  ischemic  colitis  and  diverticu- 
litis. In  addition,  differentiation  of  polypoid  and  mass 
lesions  from  pseudopolyps  or  pseudo  mass  lesions  pro- 


duced by  inflammatory  disease  will  be  reviewed.  Biopsy 
and  cytology  material  will  be  illustrated  as  well  as  their 
mode  of  collection. 


SECTION  ON 

Internal  Medicine 

Chairman William  C.  Felch,  M.D.,  Rye 

Vice-Chairman  George  R.  Lovell,  M.D.,  Rochester 
Secretary  Seymour  Halpern,  M.D.,  New  York  City 
Delegate John  R.  Williams,  M.D.,  Rochester 

Wednesday,  February  27/8:45  A. M. /Royal  Ballroom 

JOINT  MEETING  WITH 

New  York  State  Society  of 
Internal  Medicine 

Symposium  and  Panel  Discussion:  THE  LUNG  (all  day 
symposium  see  page  148 ) 

William  C.  Felch,  M.D.,  Rye,  Moderator 

1.  Anatomy  of  the  Lung 

Johannes  A.  G.  Rodin,  M.D.,  Valhalla 

Chairman,  Department  of  Anatomy,  New  York 
Medical  College 

2.  Normal  Radiology  of  the  Lung 

Coleman  B.  Rabin,  M.D.,  New  York  City 

Emeritus  Clinical  Professor  of  Medicine,  and  Lec- 
turer in  Radiology,  Mount  Sinai  School  of  Medi- 
cine 

3.  Physiology  of  the  Lung 

Edward  A.  Gaensler,  M.D.,  Boston,  Massachu- 
setts (by  invitation) 

Professor  of  Surgery,  Boston  University  School  of 
Medicine 

4.  The  Pharmacology  of  the  Lung 

John  E.  Kasik,  M.D.,  Oakdale,  Iowa  (by  invitation) 
Professor  of  Medicine,  Department  of  Internal 
Medicine,  University  of  Iowa  School  of  Medicine 
Maxwell  Spring,  M.D.,  The  Bronx,  Moderator 
Chairman,  Program  Committee,  New  York  State 
Society  of  Internal  Medicine;  Clinical  Assistant 
Professor  of  Medicine,  New  York  Medical  College 

5.  Biochemistry  of  the  Lung 

Sami  I.  Said,  M.D.,  Dallas,  Texas  (by  invitation) 
Professor  of  Internal  Medicine  and  Pharmacology, 
University  of  Texas  Southwestern  Medical  School 

6.  Hazards  of  Smoking 

Oscar  Auerbach,  M.D.,  East  Orange,  New  Jersey 
(by  invitation) 

Professor  of  Pathology,  New  Jersey  College  of 
Medicine  and  Dentistry 

7.  Pulmonary  Pores  and  Pulmonary  Edema 

Alfred  P.  Fishman,  M.D.,  Philadelphia,  Pennsyl- 
vania (by  invitation) 

William  Maul  Measey  Professor  of  Medicine; 
Director  of  Cardiovascular  Pulmonary  Division, 
University  of  Pennsylvania  College  of  Medicine 

Panel  Discussion 

Ben  V.  Branscomb,  M.D.,  Birmingham,  Alabama 
(by  invitation) , Moderator 

Professor  of  Medicine,  Medical  College  of  Ala- 
bama 

The  above  speakers 
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SECTION  ON 

Medical-Legal  and  Workmen's 
Compensation  Matters 

Chairman.  .Michael  M.  Baden,  M.D.,  New  York  City 
Vice-Chairman 


Albert  B.  Accettola,  M.D.,  Staten  Island 

Secretary . . . Howard  R.  Brown,  M.D.,  New  York  City 
Delegate Robert  Katz,  M.D.,  New  York  City 


Tuesday,  February  26/2:00  P.M. /Versailles  Ballroom, 
Second  Floor 

JOINT  MEETING  WITH 

Section  on  Occupational  Medicine 

1.  Exposure  of  Sanitation  Employees  to  Carbon 
Monoxide 

Joseph  A.  Cimino,  M.D.,  New  York  City 

Commissioner  of  Health,  The  City  of  New  York 

2.  A.  Health  Maintenance  Organizations  and 

Industrial  Medicine:  Threat  to  the  Solo  Practice 

of  the  Industrial  Physician? 

Edward  M.  Dolinsky,  M.P.H.,  New  York  City  ( by 
invitation) 

Director  of  Health  Care  Research,  Metropolitan  Life 
Insurance  Company;  Secretary,  Public — Health 
Association  of  New  York  City 

B.  Panel  Discussion 

John  F.  Osterritter,  M.D.,  New  York  City, 
Moderator 

Consultant  in  Occupational  Health;  Special  Com- 
mittee on  Industrial  Medicine,  Medical  Society 
of  the  County  of  New  York 

Panelists 

George  Himler,  M.D.,  New  York  City 

Past  President,  Medical  Society  of  the  State  of 
New  York;  President,  New  York  Institute 
Loring  Wood,  M.D.,  New  York  City 

Medical  Director,  New  York  Telephone  Company 
Robert  Katz,  M.D.,  New  York  City 

Second  Vice  President  and  Medical  Director,  The 
Equitable  Life  Assurance  Society  of  the  U.S. 
Henry  Young,  M.D.,  New  York  City 

Medical  Director,  Employee  Health  Services, 
U.S.  Department  of  Health,  Education,  and  Wel- 
fare 

SECTION  ON 

Neurosurgery 

Chairman David  G.  Storrs,  M.D.,  Endicott 

V ice-Chairman 

Donald  H.  Stewart,  Jr.,  M.D.,  Syracuse 

Secretary I.  M.  Greenberg,  M.D.,  Freeport 

Delegate 

....  Russel  H.  Patterson,  Jr.,  M.D.,  New  York  City 

Tuesday,  February  26/9:00  A. M. /Royal  Ballroom  B, 

Second  Floor 

1.  The  Role  of  Subtemporal  Craniectomy  in  the 
Management  of  Recurrent  Shunt  Obstruction  in 
the  Shunt  Dependent  Child 

Fred  V.  Epstein,  M.D.,  New  York  City 
Alan  Fleischer,  M.D.,  New  York  City 
Joseph  Ransohofp,  M.D.,  New  York  City 
G.  Hociiwald,  M.D.,  New  York  City 

From  the  Department  of  Neurosurgery,  New  York 
University  Medical  Center 


Shunt  dependency  is  not  uncommonly  the  cause  of  late 
complications  in  hydrocephalic  children  who  have  been 
treated  with  spinal  fluid  diversionary  procedures.  In 
this  situation  shunt  malfunction  rapidly  results  in  life- 
threatening,  increased  intracranial  pressure.  Even  after 
revision  obstruction  is  likely  to  recur  as  the  coated  walls 
of  a small  ventricle  tend  to  occlude  the  catheter.  In  this 
report  subtemporal  craniectomy  is  advocated  to  treat 
this  recurrent  problem  when  other  methods  fail.  It  is 
believed  that  this  procedure  permits  some  degree  of 
dilatation  of  the  ipsilateral  ventricular  system  which 
makes  catheter  obstruction  less  likely.  In  addition,  the 
acutely  increased  intracranial  pressure  is  vented,  there- 
fore making  symptoms  less  fulminant  and  permitting 
the  necessary  preparation  for  elective  surgery. 

2.  Prophylactic  Antibiotics  in  Neurosurgery 

Martin  H.  Savitz,  M.D.,  New  York  City 

Leonard  I.  Malis,  M.D.,  New  York  City 

From  the  Department  of  Neurosurgery,  The  Mount 
Sinai  Hospital 

From  1963,  neurosurgical  patients  at  Mount  Sinai 
Hospital  routinely  received  ampicillin  for  ten  days  be- 
ginning in  the  recovery  room;  in  cases  of  known  allergy 
to  penicillin,  either  erythromycin  or  cephalothin  was 
given.  During  a sample  twelve-month  period,  the  rate 
of  wound  infection  in  clean  cases  was  6 per  cent.  Follow- 
ing the  development  of  resistant  organisms  and  reports 
of  superinfection  at  other  hospitals,  routine  postoperative 
broad-spectrum  antibiotics  were  discontinued.  From 
1971,  lincomycin  was  administered  only  preoperatively 
or  intraoperatively;  during  a sample  twelve-month 
period,  the  rate  of  wound  infection  was  3 per  cent.  At 
present,  a double-blind  study  is  in  progress  comparing 
preoperative  clindamycin  with  a placebo.  The  rationale 
for  the  use  of  prophylactic  antibiotics  to  prevent  wound 
infection  due  to  air-borne  contamination  is  discussed. 

3.  Elective  Circulatory  Arrest  with  Thoracotomy 
in  the  Treatment  of  13  Cases  of  Basilar  Artery 
Aneurysm 

James  G.  McMurtry,  M.D.,  New  York  City 

Edgar  M.  Housepian,  M.D.,  New  York  City 

Frederick  O.  Bowman,  Jr.,  M.D.,  New  York  City 

Richard  S.  Matteo,  Jr.,  M.D.,  New  York  City 
From  the  Departments  of  Neurological  Surgery, 
Surgery,  and  Anesthesia,  Columbia-Presbyterian 
Medical  Center 

A technique  to  aid  in  the  treatment  of  patients  with 
basilar  artery  aneurysm  has  been  developed  at  the  N e uro- 
logical Institute  of  New  York.  A temporal  craniotomy 
under  moderate  hypothermia  is  performed.  After  me- 
dian sternotomy  and  ventricular  fibrillation,  dissection  of 
the  aneurysm  proceeds  for  four  minutes.  If  more  time  is 
needed,  manual  systole  is  performed  for  sixty  seconds. 
Additional  alternating  periods  of  arrest  and  systole  may 
be  done.  The  heart  is  converted  to  normal  sinus 
rhythm.  Thirteen  operations  were  done  in  12  patients 
with  2 deaths,  both  in  early  cases.  All  others  have  re- 
turned to  normal  activities  without  deficit. 

4.  Obliteration  of  Carotid-Cavernous  Fistula  by 
Placement  of  a Balloon  Catheter 

Kumar  Bahuleyan,  M.D.,  Buffalo 

Harry  Dent  NeurologicalTnstitute,  Millard  Fillmore 
Hospital 

Fremont  C.  Peck,  M.D.,  Albany 
Albany  Medical  Center 

Short  of  direct  repair,  as  suggested  by  Parkinson, 
almost  all  methods  presently  available  for  treatment  of 
carotid-cavernous  fistula  involve  occlusion  of  the  carotid 
artery.  This  Cannes  the  risks  of  a major  craniotomy. 
We  describe  here  a method  of  treatment  of  carotid- 
cavernous  fistula  by  the  introduction  of  a Fogarty 
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arterial  embolectomy  catheter  through  the  cervical 
portion  of  the  carotid  artery.  The  technique  is  easy, 
effective,  and  eliminates  the  risks  of  craniotomy.  The 
accurate  placement  of  the  balloon  is  controlled  by 
angiography  under  fluoroscopy.  The  technique,  how- 
ever, does  not  offer  any  solution  to  the  unforeseeable 
complications  of  carotid  artery  occlusion.  Pre-  and 
postoperative  clinical  photographs  of  this  patient  and 
operative  cineangiography  are  presented. 

5.  Immunologic  Enhancement  of  Chemotherapy 
in  Advanced  Brain  Cancer 

Samuel  Rosner,  M.D.,  New  Rochelle 

Associate  Professor  of  Anatomy  and  Neural  Sciences, 
State  University  Rutgers  Medical  School,  New 
Brunswick,  New  Jersey;  Chief  of  Medical  Services, 
Gouverneur  State  School,  Gouverneur,  New  York 

A method  of  treatment  has  been  used  which  is  based 
on  the  following  premises:  (1)  that  cancer  is  probably 

caused  by  a virus  which  is  activated  by  one  or  more  of  the 
following  factors — genetic,  endrocrine,  traumatic,  or 
metabolic;  (2)  that  the  cancer  virus  usually  sets  up  a 
haptene  reaction  which  is  too  weak  to  institute  a true 
immunologic  antigen-antibody  reaction;  (3)  this  haptene 
reaction  may  be  enhanced  to  become  a true  antigen- 
antibody  reaction  by  injecting  a bacterial  polysaccharide; 

(4)  that  this  polysaccharide,  as  an  antigen,  when  com- 
bined with  organic  arsenic  will  cause  the  arsenic  to  be 
deposited  into  the  tumor  in  greater  quantities;  and 

(5)  organic  arsenic  combines  with  the  sulphydryl  portion 
of  the  cancer  cell  and  destroys  it  by  destroying  the  oxy- 
genating mechanism  of  the  cancer  cell. 

6.  Treatment  of  Glioblastoma  with  Nitrosoureas 
(BCNU,  CCNU,  Methyl-CCNU) 

Ronald  Brisman,  M.D.,  New  York  City 
Edgar  M.  Housepian,  M.D.,  New  York  City 
I.  Bernard  Weinstein,  M.D.,  New  York  City 
Chu  H.  Chang,  M.D.,  New  York  City 
Daniel  Sciarra,  M.D.,  New  York  City 
Philip  E.  Duffy,  M.D.,  New  York  City 
George  A.  Hyman,  M.D.,  New  York  City 
Abe  M.  Chutorian,  M.D.,  New  York  City 
Eugenia  Gamboa,  M.D.,  New  York  City 

From  the  Neurological  Institute,  Columbia-Presby- 
terian  Medical  Center 

Since  1970,  117  patients  with  malignant  brain  tumors 
have  been  treated  at  the  New  York  Neurological  Insti- 
tute. Forty-nine  of  these  patients,  with  malignant 
astrocytomas,  received  chemotherapy  with  nitrosoureas 
(BCNU,  CCNU,  or  Methyl-CCNU).  Eleven  were 
given  chemotherapy  within  four  weeks  of  initial  surgery 
and  radiotherapy  and  were  followed  for  at  least  eighteen 
months.  Mean  survival  was  12.5  months.  A closely 
matched  group  of  patients  treated  without  chemo- 
therapy had  a mean  survival  of  9.6  months.  Two  pa- 
tients with  documented  glioblastoma,  who  were  treated 
with  chemotherapy,  are  now  alive  and  asymptomatic 
three  years  following  initial  tissue  diagnosis.  Nitroso- 
ureas seem  to  provide  a definite,  although  limited,  bene- 
ficial effect  on  the  quality  and  quantity  of  survival  in 
some  patients  with  malignant  gliomas. 

7.  Controlled  Alcoholic  Gasserian  Injection  for  Tic 

Douloureux:  Technique  and  Late  Results 

Arthur  Ecker,  M.D.,  Syracuse 
Theodore  Perl,  M.D.,  Syracuse 

From  Community  General  Hospital  ' 

Relief  of  classical  tic  douloureux  was  obtained  in  302 
successive  cases  over  nineteen  years,  by  a technique  in 
which  very  small  quantities  of  alcohol  (0.05  ml.)  selec- 
tively bathe  the  juxtaganglionic  trigeminal  rootlets. 
This  procedure  is  controlled  clinically  and  radiograph- 
ically. It  has  usually  spared  the  cornea  and  has  not 


caused  a single  death  or  any  other  permanent  serious 
complication.  Of  42  consecutive  patients  followed  up 
after  eight  to  ten  years,  39  (93  per  cent)  had  remained 
free  of  severe  pain:  12  until  death  and  27  until  follow- 

up. In  5 cases  injection  had  been  repeated.  Fluctu- 
ating subjective  responses  to  sensory  tests  were  found 
frequently. 

8.  Stimulation  of  the  Posterior  Longitudinal 
Ligament 

Leonard  L.  Zinker,  M.D.,  Rochester 

Consultant  Neurosurgeon,  Genesee  Memorial 

Inadvertent  stimulation  of  the  posterior  longitudinal 
ligament  is  a frequent  occurrence  during  routine  myel- 
ography. The  pain  produced  is  very  severe  and  is  re- 
ferred to  the  deep  midback  when  the  needle  is  directly 
in  the  midline  or  to  either  of  the  sacro-iliac  regions  de- 
pending on  which  side  of  the  midline  the  needle  touches. 
The  pain  frequently  radiates  down  along  the  course  of  the 
neighboring  nerve  root.  Of  extreme  interest  is  the  fact 
that  when  the  posterior  longitudinal  ligament  is  trans- 
fixed the  severe  pain  immediately  stops  and  that  fre- 
quently the  nerve  root  pain  caused  by  a discopathy  also 
stops. 

SECTION  ON 

Obstetrics  and  Gynecology 

Acting  Chairman 

Edward  M.  Cartnick,  M.D.,  Garden  City 


Secretary J.  C.  Greenwald,  M.D.,  Great  Neck 

Delegate Donald  W.  Hall,  M.D.,  Buffalo 


Sunday,  February  24/2:00  P.NI. /Royal  Ballroom  A,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Family  and  General  Practice 

Symposium  and  Panel  Discussion:  Handling  of  Gyne- 
cologic Problems  as  an  Office  Procedure 

Edward  N.  Cartnick,  M.D.,  Garden  City,  Modera- 
tor 

Director,  Department  of  Obstetrics  and  Gynecol- 
ogy, Mercy  Hospital,  Rockville  Centre;  Director 
of  Gynecologic  Oncology,  Nassau  County  Medi- 
cal Center,  East  Meadow 

1.  Office  Gynecology 

Alvin  F.  Goldfarb,  M.D.,  Philadelphia,  Penn- 
sylvania (by  invitation) 

Professor  of  Obstetrics  and  Gynecology,  Jefferson 
Medical  College  of  Thomas  Jefferson  University 

2.  Office  Endocrinology 

Herbert  S.  Kupperman,  M.D.,  New  York  City 
Associate  Professor  of  Medicine,  New  York  Uni- 
versity School  of  Medicine 

3.  Family  Planning 

Donald  P.  Swartz,  M.D.,  Albany 

Professor  and  Chairman,  Department  of  Obstet- 
rics and  Gynecology,  Albany  Medical  College  of 
Union  University 

4.  Office  Gynecology  Cancer  Diagnosis 

Robert  C.  Knapp,  M.D.,  Boston,  Massachusetts 
(by  invitation ) 

Associate  Professor  of  Obstetrics  and  Gynecol- 
ogy, Harvard  Medical  School;  Obstetrician- 
Gynecologist,  Beth  Israel  Hospital 

Early  diagnosis  of  gynecologic  cancer  holds  the  greatest 
promise  for  cure.  Emphasis  should  be  placed  on  the 
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signalling  signs  and  symptoms  as  well  as  routine  periodic 
application  of  cervical  cytologic  techniques  for  diagnosis 
in  asymptomatic  women.  The  shortcomings  of  cytologic 
screening  in  diagnosis  of  endometrial  cancers  and  vaginal 
adenosis  warrant  performance  of  office  endometrial  bi- 
opsy procedures  (including  uterine  suction  curettage  and 
negative  pressure  irrigation)  and  colposcopic  examina- 
tions. There  are  serious  limitations  inherent  in  our 
ability  to  diagnose  ovarian  cancers  early.  Possible 
avenues  for  detecting  these  elusive  tumors  are  being  ex- 
plored. 

Panel  Discussion 
The  above  speakers 

SECTION  ON 

Occupational  Medicine 

Chairman.  .John  F.  Osterritter,  M.D.,  New  York  City 

Vice-Chairman 

Walter  J.  Gerstle,  M.D.,  Port  Washington 


Secretary Loring  W.  Wood,  M.D.,  New  York  City 

Delegate Thomas  J.  Doyle,  M.D.,  New  York  City 


Tuesday,  February  26/2:00  P.M. /Versailles  Ballroom, 
Second  Floor 

JOINT  MEETING  WITH 

Section  on  Medical-Legal  and 
Workmen’s  Compensation  Matters 

1.  Exposure  of  Sanitation  Employees  to  Carbon 
Monoxide 

Joseph  A.  Cimino,  M.D.,  New  York  City 

Commissioner  of  Health,  The  City  of  New  York 

2.  A.  Health  Maintenance  Organizations  and 

Industrial  Medicine:  Threat  to  the  Solo  Practice 

of  the  Industrial  Physician? 

Edward  M.  Dolinsky,  M.P.H.,  New  York  City  (by 
invitation) 

Director  of  Health  Care  Research,  Metropolitan 
Life  Insurance  Company;  Secretary,  Public  Health 
Association  of  New  York  City 

B.  Panel  Discussion 

John  F.  Osterritter,  M.D.,  New  York  City, 
Moderator 

Consultant  in  Occupational  Health;  Special 
Committee  on  Industrial  Medicine,  Medical 
Society  of  the  County  of  New  York 

Panelists: 

George  Himler,  M.D.,  New  York  City 

Past  President,  Medical  Society  of  the  State  of 
New  York;  President,  New  York  Institute 
Loring  Wood,  M.D.,  New  York  City 

Medical  Director,  New  York  Telephone  Company 
Robert  Katz,  M.D.,  New  York  City 

Second  Vice  President  and  Medical  Director, 
The  Equitable  Life  Assurance  Society  of  the  U.S. 
Henry  Young,  M.D.,  New  York  City 

Medical  Director,  Employee  Health  Services, 
U.S.  Department  of  Health,  Education,  and  Wel- 
fare 

SECTION  ON 

Ophthalmology 


Chairman Charles  H.  Addington,  M.D.,  Buffalo 

Vice-Chairman Edwin  N.  Beery,  M.D.,  Brooklyn 

Secretary Harry  M.  Judge,  M.D.,  Albany 

Delegate Francis  J.  Gilroy,  M.D.,  Binghamton 


Sunday,  February  24/10:00  A.M. /Royal  Ballroom  B, 

Second  Floor 

1.  Unusual  Developmental  Cataracts 
Albert  M.  Kraus,  M.D.,  Buffalo 

Clinical  Assistant  Professor  of  Ophthalmology,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine 

2.  Giant  Verruca  of  Lids  Simulating  Malignancy 
Anthony  P.  Prezyna,  M.D.,  Buffalo 

Clinical  Associate  Professor  of  Pathology,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine 

3.  Cancer  of  Lids  and  Periorbital  Areas 
John  T.  Phelan,  M.D.,  Buffalo 

Surgeon,  Roswell  Park  Memorial  Institute 

4.  Acquired  Ptosis 

Arthur  J.  Schaefer,  M.D.,  Buffalo 

Clinical  Assistant  Professor  of  Ophthalmology, 
State  University  of  New  York  at  Buffalo  School  of 
Medicine 

SECTION  ON 

Orthopedic  Surgery 

Chairman. . Marvin  L.  Shelton,  M.D.,  New  York  City 

Secretary Carlo  R.  L.  J.  DeRosa,  M.D.,  Syracuse 

Delegate 

Frederick  Lee  Liebolt,  M.D.,  New  York  City 

Monday,  February  25/9:00  A.M. /Versailles  Ballroom, 
Second  Floor 

Symposium  and  Panel  Discussion:  Total  Joint  Re- 

placement 

Marvin  L.  Shelton,  M.D.,  New  York  City,  Moder- 
ator 

Associate  Professor  of  Clinical  Orthopedic  Surgery, 
Columbia  University  College  of  Physicians  and 
Surgeons 

1.  The  Hand 

Harold  M.  Dick,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Orthopedic  Sur- 
gery, Columbia  University  College  of  Physicians 
and  Surgeons 

2.  The  Elbow 

Mark  S.  Kauffman,  M.D.,  Philadelphia,  Pennsyl- 
vania (by  invitation ) 

Assistant  Professor  of  Orthopedic  Surgery  and 
Rehabilitation  Medicine,  Temple  University 
School  of  Medicine 

3.  The  Knee 

David  G.  Murray,  M.D.,  Syracuse 

Professor  of  Orthopedic  Surgery,  State  University 
of  New  York  Upstate  Medical  Center  at  Syracuse 

4.  The  Hip 

Peter  A.  Casagrande,  M.D.,  Buffalo 

Professor  of  Orthopedic  Surgery,  State  University 
of  New  York  at  Buffalo  School  of  Medicine 

Panel  Discussion: 

The  above  speakers 

SECTION  ON 

Otolaryngology 


Chairman George  F.  Reed,  M.D.,  Syracuse 

Vice-Chairman  Robert  M.  Hui,  M.D.,  New  York  City 
Secretary Roger  S.  Kaufman,  M.D.,  Syracuse 


Delegate.  William  F.  Robbett,  M.D.,  New  York  City 
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Sunday,  February  24/2:00  P.M. /Versailles  Ballroom,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Radiology 

Panel  Discussion:  Stump  the  Experts — Otolaryn- 

gologic and  Radiologic  Cases 

Ernest  A.  Weymuller,  M.D.,  New  York  City, 
Moderator 

Advisory  Surgeon  Director,  New  York  Eye  and 
Ear  Infirmary;  Attending  and  Consultant  Oto- 
laryngologist, Lenox  Hill  Hospital 

Panelists: 

Milos  Baser,  M.D.,  New  York  City 

Professor  of  Clinical  Otolaryngology,  Columbia 
University  College  of  Physicians  and  Surgeons; 
Attending  Otolaryngologist,  Presbyterian  Hospital 

Edward  C.  Brandow,  M.D.,  Albany 
Clinical  Associate  Professor  of  Otolaryngology, 
Albany  Medical  College  of  Union  University;  Ac- 
ting Chief  of  Otolaryngology,  Albany  Medical 
Center  Hospital 

Guy  D.  Potter,  M.D.,  New  York  City 

Professor  of  Clinical  Radiology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  At- 
tending Radiologist,  Presbyterian  Hospital 

Judah  Zizmor,  M.D.,  New  York  City 

Clinical  Associate  Professor  of  Radiology,  Cornell 
University  Medical  College;  Director  of  Radiol- 
ogy, Manhattan  Eye,  Ear,  and  Throat  Hospital 

SECTION  ON 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

i Chairman John  N.  Abbott,  M.D.,  Rochester 

Vice-Chairman 

J.  George  Sharnoff,  M.D.,  Mount  Vernon 

Secretary Louis  G.  Jakovic,  M.D.,  Albany 

Delegate Herbert  Lansky,  M.D.,  Eggertsville 

Monday,  February  25/9:00  A. M. /Royal  Ballroom  A,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Gastroenterology 
and  Proctology 

Symposium  and  Panel  Discussion:  Diagnosis  and 

Management  of  Premalignant  and  Malignant 
Diseases  of  the  Colon 
John  N.  Abbott,  M.D.,  Rochester,  Moderator 

Director  of  Pathology,  The  Genesee  Hospital 
Martin  Lipkin,  M.D.,  New  York  City,  Moderator 

Associate  Professor  of  Medicine,  Cornell  Univer- 
sity Medical  College 

1.  Newer  Techniques  in  the  Diagnosis  of  Gastro- 
intestinal Cancer 

Paul  Sherlock,  M.D.,  New  York  City 

Attending  Physician,  and  Chief,  Gastroenterology 
Service,  Memorial  Sloan-Kettering  Cancer  Center; 
Associate  Professor  of  Medicine,  Cornell  Univer- 
sity Medical  College 

Sidney  J.  Winawer,  M.D.,  New  York  City 

Associate  Attending  Physician  and  Director, 
Diagnostic  Gastrointestinal  Laboratory,  Memorial 


Sloan-Kettering  Cancer  Center;  Clinical  Asso- 
ciate Professor  of  Medicine,  Cornell  University 
Medical  College 

Early  diagnosis  of  gastrointestinal  cancer  with  avail- 
able and  newer  techniques  resulting  in  earlier  treatment 
of  patients  when  lesions  are  localized  is  a defined  goal  in 
cancer  detection.  Newer  techniques  in  exfoliative 
cytology,  endoscopy,  evaluation  of  feces  for  occult  blood, 
radiography,  and  nuclear  medicine,  in  spite  of  their  lim- 
itations, have  aided  in  this  earlier  diagnosis.  More  suc- 
cessful screening  of  patients  for  earlier  diagnosis,  perhaps 
even  in  the  incipient  stage  of  disease,  depends  on  the  de- 
velopment of  simpler  diagnostic  techniques  such  as  bio- 
chemical or  immunologic  methods  and  the  accurate  se- 
lection of  the  population  at  risk  to  include  in  a broad 
multiphasic  screening  program. 

2.  Anatomic  Precursor  of  Colorectal  Carcinoma 
Nathan  Lane,  M.D.,  New  York  City 

Professor  of  Surgical  Pathology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons 

A review  of  the  evidence  indicates  that  ordinarily 
colorectal  carcinoma  evolves  via  adenomatous  tissue, 
whether  it  be  sessile  or  pedunculated.  It  is  probahle 
that  the  concept  of  the  de  novo  origin  of  carcinoma  di- 
rectly from  normal  mucosa  is  a myth. 

3.  Concurrent  Precancer  and  Cancer  in  Ulcera- 
tive Colitis 

John  N.  Abbott,  M.D.,  Rochester 

Director  of  Pathology,  Genesee  Hospital 

The  pathologic  findings  are  described  in  a case  of 
chronic  ulcerative  colitis  with  concurrent  precancer  and 
cancer  in  the  resected  colon  and  rectum,  and  present-day 
viewpoints  on  the  relationship  of  these  entities  are  re- 
viewed. 

4.  ALBERT  F.  R.  ANDRESEN  MEMORIAL 

LECTURE 

Pathology  and  the  Search  for  the  Cause  of  Colon 

Cancer 

John  W.  Berg,  M.D.,  Iowa  City,  Iowa  (by  invita- 
tion) 

Professor  of  Community  Health,  University  of 
Iowa  College  of  Medicine;  Director,  Iowa  State 
Cancer  Registry 

Colonic  cancer  is  largely  an  environmentally  caused 
disease.  On  the  basis  of  geographic  contrasts  and  inter- 
view studies,  the  major  association  is  with  beef  consump- 
tion. Adenomas  have  the  same  epidemiology  as  colonic 
cancer.  The  gut  flora  probably  plays  an  essential  role 
and  the  current  status  of  the  multidisciplinary  effort 
to  explain  the  causal  chain  will  be  presented.  Low  rectal 
cancer  appears  to  be  a different  disease  and  its  lessening 
frequency  in  the  U.S.  population  necessitates  a shift  in 
detection  priorities. 

5.  Management  of  Cancer  of  the  Rectum 

Maus  W.  Stearns,  Jr.,  M.D.,  New  York  City 
Chief,  Rectum  and  Colon  Service,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases;  Clinical 
Associate  Professor  of  Surgery,  Cornell  University 
Medical  College 

Operation  for  cancer  of  the  distal  sigmoid  and  rectum, 
as  elsewhere,  is  based  on  anatomic  considerations,  most 
importantly  lymphatic  drainage.  The  lymphatic  drain- 
age of  the  rectum  below  6 to  7 cm.  from  anal  verge  may 
be  either  cephalad  or  caudad.  Above  this  level  the 
drainage  is  cephalad  unless  blocked  by  extensive  lym- 
phatic metastases.  For  lesions  below  6 to  7 cm.  the  opera- 
tion must  remove  the  distal  lymphatic  drainage.  This  is 
accomplished  adequately  only  by  the  APR  (abdomino- 
perineal resection)  of  Miles  with  a wide  pelvic  dissection 
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and  a wide  perineal  resection  with  complete  removal  of 
contents  of  ischiorectal  fossa  and  levator  muscle  to  their 
origin  from  the  lateral  bony  pelvis.  For  lesions  located  at 
or  above  this  6 to  7 cm.  level  sphincter-preserving  pro- 
cedures, anterior  resection,  or  “pull-through”  theoreti- 
cally and  statistically  offer  as  good  chance  for  long-term 
survival  as  does  APR.  The  choice  between  anterior  re- 
section or  “pull-through”  is  dictated  to  a large  extent  by 
individual  surgeon’s  preferences  as  results  following  each 
appear  similar.  In  our  experience  long-term  functional 
results  have  been  more  satisfactory  with  anterior  resec- 
tion than  with  “pull-through”  and  hence  is  our  choice. 
Occasionally  a “pull-through”  can  be  done  when  tech- 
nical problems  make  anterior  resection  unsatisfactory. 
Occasionally,  even  at  these  levels,  an  abdominoperineal 
resection  must  be  done. 

6.  Inflammatory  Diseases  of  the  Colon:  Newer 

Techniques  in  Diagnosis  and  Treatment 

Charles  A.  Bonanno,  M.D.,  New  York  City 
Attending  Physician,  St.  Vincent’s  Hospital  and 
Medical  Center  of  New  York;  Instructor  in 
Medicine,  New  York  University  School  of  Medi- 
cine. 

The  differentiation  of  neoplasms  of  the  colon  from  in- 
flammatory lesions  has  eluded  physicians  and  surgeons 
until  the  recent  adaptation  of  fiberoptic  colonoscopic 
instruments.  These  instruments  allow  intraluminal 
observation  of  colonic  lesions  which  heretofore  were 
accessible  only  by  laparotomy.  They  afford  a safe  means 
of  obtaining  cytologic  or  tissue  collections.  We  will  re- 
view the  newer  instruments  and  their  applications 
especially  with  regard  to  lesions  of  an  inflammatory 
nature.  These  will  include  strictures  due  to  ulcerative 
and  granulomatous  colitis  as  well  as  ischemic  colitis  and 
diverticulitis.  In  addition,  differentiation  of  polypoid 
and  mass  lesions  from  pseudopolyps  or  pseudo  mass 
lesions  produced  by  inflammatory  disease  will  be  re- 
viewed. Biopsy  and  cytology  material  will  be  illus- 
trated as  well  as  their  mode  of  collection. 

SECTION  ON 

Pediatrics 


Chairman Stephen  Glaser,  M.D.,  The  Bronx 

Vice-Chairman.  . .Chari.es  E.  Hunter,  M.D.,  Liverpool 

Secretary Bernard  Redner,  M.D.,  Brooklyn 

Delegate Moe  Goldstein,  M.D.,  Forest  Hills 


Monday,  February  25/9:00  A.M. /Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Psychiatry 

1.  Organic  and  Metabolic  Disorders  Simulating 
Psychiatric  Disease 

John  F.  Nicholson,  M.D.,  New  York  City 

Associate  Professor  of  Pediatrics,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons; 
Director  of  Clinical  Chemistry,  Babies  Hospital 

In  a variety  of  metabolic  diseases  extending  from 
diabetes  mellitus  to  phenylketonuria,  the  initial  com- 
plaint or  the  most  striking  clinical  manifestations  may 
suggest  a behavioral  disorder.  Failure  to  recognize  the 
organic  nature  of  the  disorder  may  lead  to  a delay  in 
therapy  or  a serious  omission  in  genetic  counseling.  On 
the  other  hand,  several  inborn  errors  of  metabolism  are 
considered  to  have  behavioral  implications  without 
sufficient  substantive  evidence.  In  such  cases  therapy 


may  be  misdirected  and  actually  compound  the  be- 
havioral abnormalities  by  inappropriate  dietary  restric- 
tion. A review  of  entities  often  missed  as  organic  dis- 
orders and  of  entities  without  clear  causal  relationship 
to  clinical  disease  is  necessary  periodically  as  new  evi- 
dence appears. 

2.  The  Treatment  of  Families  with  a Chronicallv 
111  Child 

Richard  E.  Davis,  M.D.,  Norfolk,  Virginia  (by 
invitation) 

Associate  Dean  and  Professor  of  Psychiatry, 
Eastern  Virginia  Medical  School 

Normal  parents  in  normal  families  occasionally  have  a 
child  who  develops  a chronic  illness.  This  puts  addi- 
tional and  occasionally  unusual  stress,  both  psychologic 
and  financial,  on  the  parents  and  the  family.  Not 
recognizing  some  of  the  common  traps  that  otherwise 
healthy  parents  fall  into  can  set  up  a vicious  cycle  of 
parenting,  overprotection  of  the  child,  and  overparent- 
ing, leading  to  a maladaptive  adjustment  in  the  child 
and  an  actual  aggravation  of  the  already  chronically  ill 
child.  Parenting  of  children  with  various  kinds  of 
chronic  illnesses  is  a more  strenuous  and  difficult  task  re- 
quiring broader  knowledge  on  the  part  of  the  best 
parents.  In  addition,  many  parents  and  families  suffer 
from  considerable  psychologic  pathology  and  therefore 
need  even  more  intense  counseling  and  perhaps  family 
therapy  to  discover  newer  and  more  adaptive  ways  to 
cope  with  the  chronically  ill  child  and  the  child’s  inter- 
action with  the  family.  In  addition,  these  children  need 
help  and  understanding  of  some  of  their  situations  so 
that  they  too  can  be  a participant  in  finding  the  most 
desirable  way  of  relating  and  coping  with  their  illness 
which  interferes  with  their  own  life  as  well  as  their  rela- 
tionships in  the  family.  Several  examples  will  be  dis- 
cussed of  families  with  a chronically  ill  child,  common 
psychologic  disorders  occurring  in  such  families  will  be 
identified,  and  positive  suggestions  given  as  to  how  these 
might  be  dealt  with  in  terms  of  brief  counseling  by  the 
pediatrician  or  a family  counselor. 

3.  Training  Parents  to  Modify  Their  Children’s 

Behavior 

Leonard  Cammer,  M.D.,  New  York  City 

Clinical  Associate  Professor  of  Psychiatry,  New 
York  Medical  College;  Consultant  in  Neuro- 
psychiatry, Methodist  Hospital 
Alan  F.  Rappaport,  Ph.D.,  New  York  City  (by 
invitation) 

Adjunct  Professor  of  Psychology,  Montclair 
State  College,  Upper  Montclair,  New  Jersey 

Research  and  clinical  experience  over  the  past  few 
years  have  clearly  demonstrated  the  effectiveness  of  be- 
havioral techniques  for  the  modification  of  maladaptive 
behaviors  in  children.  More  recently,  parents  have  been 
trained  in  operant  conditioning  techniques  to  serve  as 
behavior  modifiers  for  their  own  children.  Other  major 
advances  in  this  emerging  area  of  parental  skill  develop- 
ment for  the  improvement  of  childhood  behavioral 
problems  include  communication  and  empathy  training, 
negotiation  and  contingency  contracting,  and  parental 
modeling.  These  will  be  reviewed.  Insights  and  hy- 
potheses regarding  models  for  future  procedures  will  also 
be  discussed.  Particular  emphasis  will  be  placed  on  the 
treatment  of  childhood  behavioral  and  emotional  dis- 
orders. 

4.  The  Hyperkinetic  Child 

Edward  Hart,  M.D.,  New  York  City 

Instructor  in  Neurology,  Columbia  University  i 
College  of  Physicians  and  Surgeons 
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SECTION  ON 

Physical  Medicine  and  Rehabilitation 

Chairman 

Herbert  L.  Thornhill,  M.D.,  New  York  City 

Vice-Chairman  Edward  H.  Poskanzer,  M.D.,  Albany 


Secretary Harold  Gellert,  M.D.,  New  York  City 

Delegate Mathew  Lee,  M.D.,  New  York  City 


Tuesday,  February  26/9:00  A.M. /Versailles  Ballroom,  Sec- 
ond Floor 

Symposium  and  Panel  Discussion:  Advances  in  the 

Diagnosis  and  Treatment  of  Vascular  Disease 

Herbert  L.  Thornhill,  M.D.,  New  York  City, 

Moderator 

Associate  Professor  of  Clinical  Rehabilitation  Medi- 
cine, Columbia  University  College  of  Physicians 
and  Surgeons;  Associate  Director  of  Rehabilita- 
tion Medicine,  Harlem  Hospital  Center 

1.  Basic  Physiology  in  Vascular  Disease 

John  A.  Downey,  M.D.,  New  York  City 

Professor  of  Rehabilitation  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons 

2.  Advances  in  the  Diagnosis  and  Treatment  of 

Arterial  Disease 

Bok  Y.  Lee,  M.D.,  Castle  Point 

Chief  of  Surgical  Service,  Veterans  Administra- 
tion Hospital 

3.  Advances  in  the  Diagnosis  and  Treatment  of 

Venous  and  Lymphatic  Diseases 

Heinz  Lippmann,  M.D.,  The  Bronx 

Professor  of  Rehabilitation  Medicine,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Univer- 
sity- 

Pane/  Discussion 
The  above  speakers 


SECTION  ON 

Plastic  and  Reconstructive  Surgery 


Chairman Bard  Cosman,  M.D.,  New  York  City 

Vice-Chairman Samuel  Shatkin,  M.D.,  Buffalo 

Secretary Alvin  H.  Harris,  M.D.,  Brooklyn 

Delegate Howard  B.  Rasi,  M.D.,  Brooklyn 


Sunday,  February  24/2:00  P.M. /Royal  Ballroom  B,  Second 
Floor 

Symposium  and  Panel  Discussion:  Revisions  After 

Cosmetic  Surgery 

Bard  Cosman,  M.D.,  New  York  City,  Moderator 
Associate  Professor  of  Clinical  Surgery,  Columbia 
University  College  of  Physicians  and  Surgeons 

1.  Secondary  Rhinoplasties 

Blair  O.  Rogers,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Surgery  (Plastic 
Surgery),  New  York  University  School  of  Medi- 
cine 

A presentation  of  multiple  cases  of  postrhinoplastic 
deformities  and  their  secondary  correction  will  be  made. 
A review  of  the  material  available  from  the  author’s 
practice  will  serve  to  demonstrate  the  prevalence  of  these 
deformities,  and  an  effort  will  be  made  to  elucidate  the 
reasons  for  their  occurrence  as  well  as  the  means  for 
their  improvement. 


2.  Revisions  After  Face  Lifts  and  Blepharoplas- 
ties 

Richard  B.  Stark,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Surgery,  Columbia 
University  College  of  Physicians  and  Surgeons 

Secondary  procedures  may  be  necessary  following 
rhytidectomy  if  both  patient  and  surgeon  are  to  be 
thoroughly  satisfied  with  the  operative  result.  A num- 
ber of  these  secondary  procedures  will  be  detailed,  most 
of  which  can  be  performed  under  local  anesthesia.  They 
include  elevation  of  eyebrows,  minimizing  of  glabella 
frowns,  tautening  of  the  outer  aspect  of  the  lower  lid, 
correction  of  commissural  folds,  and  sharpening  of  the 
mentocervical  angle.  The  details  of  these  procedures 
will  be  presented. 

3.  Revisional  Surgery  After  Augmentation  Mam- 
moplasty 

David  M.  Connelly,  M.D.,  Syracuse 

Assistant  Clinical  Professor  of  Plastic  and  Maxillo 
Facial  Reconstructive  Surgery,  State  University 
of  New  York  Upstate  Medical  Center 

Complications  after  breast  augmentation  can  some- 
times be  of  a nature  that  can  be  ameliorated  by  secon- 
dary procedures.  One  such  major  event  is  the  develop- 
ment of  scar  contracture  of  the  capsule  around  the 
prosthetic  breast.  The  methods  of  management  and 
the  results  of  surgery  for  this  problem  will  be  presented. 
Other  elements  of  unsatisfactory  results  will  also  be  con- 
sidered. 

4.  Secondary  Surgery  After  Reduction  Mammo- 
plasty 

Sidney  Kahn,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Plastic  Surgery, 
Mount  Sinai  School  of  Medicine 

Problems  relative  to  nipple  placement,  nipple  retrac- 
tion, scarring,  and  distortion  occasionally  exist  following 
reduction  mammoplasty.  Procedures  involved  in  ame- 
liorating such  circumstances  will  be  considered  as  well  as 
the  prevalence  of  such  problems. 

Panel  Discussion  after  each  presentation 
SECTION  ON 

Preventive  Medicine  and  Public  Health 


Chairman Donald  C.  Walker,  M.D.,  Albany 

Vice-Chairman . . .Franklyn  B.  Amos,  M.D.,  Glenmont 

Secretary James  J.  Quinlivan,  M.D.,  Albany 

Delegate Richard  Nauen,  M.D.,  New  York  City 


Tuesday,  February  26/2:00  P.M. /Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Session  on  Emergency  Health  Services,  and 
New  York  Chapter,  American  College  of 
Emergency  Physicians 

Symposium  and  Panel  Discussion:  Emergency  Health 
Services 

Donald  C.  Walker,  M.D.,  Albany,  Moderator 

Assistant  Commissioner  for  Health  Manpower, 
New  York  State  Department  of  Health 

1.  Developing  Emergency  Health  Services  Sys- 
tems 

David  N.  Kluge,  M.D.,  Rochester 

Director,  Society  for  Total  Emergency  Programs, 
Inc. 
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2.  Emergency  Medicine:  A New  Specialty 
John  G.  Wiegenstein,  M.D.,  Lansing,  Michigan 

(by  invitation) 

Past  President  and  Founder,  American  College  of 
Emergency  Physicians 

3.  Definition  of  Emergency  Department  Capa- 
bilities and  Designation  of  Trauma  Centers 

David  R.  Boyd,  M.D.,  Chicago,  Illinois  (by  invita- 
tion) 

Chief,  Division  of  Emergency  Medical  Services 
and  Highway  Safety,  Illinois  Department  of 
Public  Health 

The  State  of  Illinois  presently  has  44  designated 
trauma  centers  and  four  areawide  hospital  emergency 
service  plans  resulting  in  categorization  of  hospital 
emergency  services.  In  1971,  the  Illinois  Statewide 
Trauma  Program  was  initiated.  Regionalization  of  the 
state’s  emergency  facilities  based  on  the  categorization 
of  hospital  emergency  services  was  a major  objective  of 
the  program.  The  criteria  used  for  the  categorization 
of  hospitals  was  determined  by  the  subcommittee  on 
regionalization  of  the  Governor’s  Committee  for  the 
Care  of  the  Critically  Injured  Patient.  As  outlined  by 
the  subcommittee,  designation  of  the  trauma  centers 
was  based  on  the  projected  resources  available  in  the 
state.  The  trauma  program  stimulated  the  formation  o f 
coordinated  emergency  facilities  providing  improved 
care  for  the  critically  injured  as  well  as  all  emergency 
patients.  Illinois  Public  Act  76-1858  (1969)  allowed  for 
the  categorization,  coordination,  and  consolidation  of 
emergency  room  services  into  areawide  plans.  This  act 
requires  that  every  hospital  provide  emergency  treatment 
services  according  to  the  following  categories:  compre- 
hensive, basic,  and  standby.  Under  this  law  hospitals 
must,  in  conjunction  with  one  or  more  hospitals,  par- 
ticipate in  an  areawide  plan  to  optimize  hospital  emer- 
gency resources  within  a specific  geographic  area.  The 
preparation  of  these  plans  has  involved  the  cooperation 
and  assistance  of  local  planning  organizations,  voluntary 
professional  health  organizations,  and  individuals,  public 
and  civic  groups,  and  organizations  involved  in  the  de- 
livery of  emergency  medical  services. 

4.  Prehospital  Emergency  Cardiac  Care 
Costas  Lambrew,  M.D.,  East  Meadow 

Chairman,  Department  of  Medicine,  Nassau 
County  Medical  Center;  Associate  Professor  of 
Medicine,  State  University  of  New  York  at  Stony- 
brook 

A comprehensive  integrated  prehospital  emergency  care 
program  has  been  developed  in  Nassau  County  utiliz- 
ing existing  resources  in  the  form  of  both  a police  am- 
bulance service  staffed  by  full  time  personnel  and  fire  res- 
cue ambulance  services  staffed  by  volunteers.  Through 
the  development  of  patient  communications  capabili- 
ties, including  the  use  of  electrocardiogram  telemetry, 
physician  supervision  of  prehospital  care  in  the  ambu- 
lance has  been  made  available  and  is  a significant  factor 
in  limiting  the  number  of  hours  required  to  train  the 
ambulance  medical  technician  thereby  bringing  ad- 
vanced care  capability  within  the  reach  of  volunteer 
fire  rescue  personnel.  The  system  is  versatile  and  may 
be  adapted  to  any  locale  in  terms  of  facilities  and  per- 
sonnel availability  and  the  results  of  the  program  justify 
its  existence.  There  is  no  dependence  on  outside  funding 
for  operational  activities. 

5.  Triage  in  the  Emergency  Department 

Sheldon  Jacobson,  M.D.,  The  Bronx  (by  invita- 
tion) 

Director  of  Triage,  Bronx  Municipal  Hospital 
Center 


Emergency  departments  are  being  utilized  by  patients 
for  multiple  nonemergency  purposes.  To  maintain  the 
capability  of  our  emergency  room  to  deliver  emergency 
care  we  have  evolved  a system  of  triage  and  nonappoint- 
ment clinics.  The  triage  professional  is  now  an  integral 
link  in  our  health  care  delivery  system.  The  training 
and  role  of  the  individual  will  be  discussed. 

Panel  Discussion 
The  above  speakers 

SECTION  ON 

Psychiatry 

Chairman.  . . .Leonard  Cammer,  M.D.,  New  York  City 
Vice-Chairman.  . .Myron  H.  Marshall,  M.D.,  Buffalo 

Secretary David  M.  Engelhardt,  M.D.,  Brooklyn 

Delegate Matthew  Brody,  M.D.,  Brooklyn 

Monday,  February  25/9:00  A.M. /Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Pediatrics 

1.  Organic  and  Metabolic  Disorders  Simulating 

Psychiatric  Disease 

John  F.  Nicholson,  M.D.,  New  York  City 

Associate  Professor  of  Pediatrics,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  Di- 
rector of  Clinical  Chemistry,  Babies  Hospital 

In  a variety  of  metabolic  diseases  extending  from  dia- 
betes mellitus  to  phenylketonuria,  the  initial  complaint 
or  the  most  striking  clinical  manifestations  may  suggest 
a behavioral  disorder.  Failure  to  recognize  the  organic 
nature  of  the  disorder  may  lead  to  a delay  in  therapy  or  a 
serious  omission  in  genetic  counseling.  On  the  other 
hand,  several  inborn  errors  of  metabolism  are  considered 
to  have  behavioral  implications  without  sufficient  sub- 
stantive evidence.  In  such  cases  therapy  may  be  mis- 
directed and  actually  compound  the  behavioral  abnor- 
malities by  inappropriate  dietary  restriction.  A review 
of  entities  often  missed  as  organic  disorders  and  of  entities 
without  clear  causal  relationship  to  clinical  disease  is 
necessary  periodically  as  new  evidence  appears. 

2.  The  Treatment  of  Families  with  a Chronically 

111  Child 

Richard  E.  Davis,  M.D.,  Norfolk,  Virginia  (by 
invitation) 

Associate  Dean  and  Professor  of  Psychiatry, 
Eastern  Virginia  Medical  School 

Normal  parents  in  normal  families  occasionally  have  a 
child  who  develops  a chronic  illness.  This  puts  addi- 
tional and  occasionally  unusual  stress,  both  psychologic 
and  financial,  on  the  parents  and  the  family.  Not  recog- 
nizing some  of  the  common  traps  that  otherwise  healthy 
parents  fall  into  can  set  up  a vicious  cycle  of  parenting, 
overprotection  of  the  child,  and  overparenting,  leading 
to  a maladaptive  adjustment  in  the  child  and  an  actual 
aggravation  of  the  already  chronically  ill  child.  Parent- 
ing of  children  with  various  kinds  of  chronic  illness  is  a 
more  strenuous  and  difficult  task  requiring  broader  knowl- 
edge on  the  part  of  the  best  parents.  In  addition,  many 
parents  and  families  suffer  from  considerable  psychologic 
pathology  and  therefore  need  even  more  intense  counsel- 
ing and  perhaps  family  therapy  to  discover  newer  and 
more  adaptive  ways  to  cope  with  the  chronically  ill  child 
and  that  child’s  interaction  with  the  family.  In  addi- 
tion, these  children  need  help  and  understanding  of  some 
of  their  situations  so  that  they  too  can  be  a participant 
in  finding  the  most  desirable  way  of  relating  and  coping 
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with  their  illness  which  interferes  with  their  own  life  as 
well  as  their  relationships  in  the  family.  Several  ex- 
amples will  be  discussed  of  families  with  a chronically  ill 
child,  common  psychologic  disorders  occurring  in  such 
families  will  be  identified,  and  positive  suggestions  given 
as  to  how  these  might  be  dealt  with  in  terms  of  brief 
counseling  by  the  pediatrician  or  a family  counselor. 

3.  Training  Parents  to  Modify  Their  Children’s 
Behavior 

Leonard  Cammer,  M.D.,  New  York  City 

Clinical  Associate  Professor  of  Psychiatry,  New 
York  Medical  College;  Consultant  in  Neuro- 
psychiatry, Methodist  Hospital 
Alan  F.  Rappaport,  Ph.D.,  New  York  City  (6y 
invitation) 

Adjunct  Professor  of  Psychology,  Montclair 
State  College,  Upper  Montclair,  New  Jersey 

Research  and  clinical  experience  over  the  past  few 
years  have  clearly  demonstrated  the  effectiveness  of  be- 
havioral techniques  for  the  modification  of  maladaptive 
behaviors  in  children.  More  recently,  parents  have  been 
trained  in  operant  conditioning  techniques  to  serve  as 
behavior  modifiers  for  their  own  children.  Other  major 
advances  in  this  emerging  area  of  parental  skill  develop- 
ment for  the  improvement  of  childhood  behavioral 
problems  include  communication  and  empathy  training, 
negotiation  and  contingency  contracting,  and  parental 
modeling.  These  will  be  reviewed.  Insights  and  hy- 
potheses regarding  models  for  future  procedures  will  also 
be  discussed.  Particular  emphasis  will  be  placed  on  the 
treatment  of  childhood  behavioral  and  emotional  dis- 
orders. 

4.  The  Hyperkinetic  Child 

Edward  Hart,  M.D.,  New  York  City 

Instructor  in  Neurology,  Columbia  University 
College  of  Physicians  and  Surgeons 

SECTION  ON 

Radiology 

Chairman Edward  W.  Carsky,  M.D.,  Syracuse 

Vice-Chairman R.  Joseph  Naples,  M.D.,  Corning 

Secretary  Alexander  Butkiewicz,  M.D.,  White  Plains 
Delegate Samuel  H.  Madell,  M.D.,  New  York 

Sunday,  February  24/2:00  P.M. /Versailles  Ballroom,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Otolaryngology 

Panel  Discussion:  Stump  the  Experts — Otolaryn- 
gologic and  Radiologic  Cases 

Ernest  A.  Weymuller,  M.D.,  New  York  City, 
Moderator 

Advisory  Surgeon  Director,  New  York  Eye  and 
Ear  Infirmary;  Attending  and  Consultant  Oto- 
laryngologist, Lenox  Hill  Hospital 

Panelists: 

Milos  Baser,  M.D.,  New  York  City 

Professor  of  Clinical  Otolaryngology,  Columbia 
University  College  of  Physicians  and  Surgeons; 
Attending  Otolaryngologist,  Presbyterihn  Hos- 
pital 

Edward  C.  Brandow,  M.D.,  Albany 

Clinical  Associate  Professor  of  Otolaryngology, 
Albany  Medical  College  of  Union  University; 
Acting  Chief  of  Otolaryngology,  Albany  Medical 
Center  Hospital 


Guy  D.  Potter,  M.D.,  New  York  City 

Professor  of  Clinical  Radiology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  At- 
tending Radiologist,  Presbyterian  Hospital 

Judah  Zizmor,  M.D.,  New  York  City 

Clinical  Associate  Professor  of  Radiology,  Cor- 
nell University  Medical  College;  Director  of 
Radiology,  Manhattan  Eye,  Ear,  and  Throat 
Hospital 

SECTION  ON 

School  Health 


Chairman Bernard  Breiter,  M.D.,  Harrison 

Vice-Chairman  Edward  K.  Reid,  M.D.,  Rome 

Secretary . . Justin  W.  Mignault,  M.D.,  Baldwinsville 
Delegate Arthur  Howard,  M.D.,  Johnstown 


Wednesday,  February  27/9:00  A. IVI. /Versailles  Terrace, 
Second  Floor 

1.  Periodic  Health  Assessment  in  Schools  with  a 
Problem -Oriented  Medical  Record  System 

Robert  W.  Christie,  M.D.,  Lancaster,  New 
Hampshire  (by  invitation) 

One  hundred  and  two  children  in  grades  kindergarten 
through  third  were  assessed  by  a number  of  parameters. 
An  automated  history  was  obtained  from  the  parents 
and  a problem-oriented  medical  record  was  prepared 
with  a problem  list  for  each  child.  The  report  was  sent 
to  the  family  physician,  the  school  health  nurse,  and  the 
community  hospital.  The  family  was  provided  with  a 
wallet  sized  microfilmed  record  of  the  medical  computer 
print-out.  Many  unexpected  problems  were  found. 
Parental  and  child  acceptance  was  high.  As  a continua- 
tion of  this  project,  a health  careers  program  for  junior 
and  senior  students  in  the  schools  is  planned,  to  be  con- 
ducted by  students  on  their  peers  under  the  supervision 
of  school  health  personnel  and  with  the  assistance  of  a 
physician  as  an  introduction  to  health  career  education. 

2.  Symposium:  Venereal  Disease 

A.  Dos  and  Don’ts 

John  S.  Sinacore,  Ph.D.,  Albany  (by  invitation) 
Director,  Division  of  Drug  and  Health  Education, 
State  Education  Department,  University  of  the 
State  of  New  York 

B.  A High  School  Guide  on  Venereal  Disease  for 
Students,  Teachers,  and  the  Community 

Lawrence  E.  Dwyer,  Jr.,  Bedford  Hills 
Principal,  Tuckahoe  High  School 

A High  School  Guide  on  V.D.  will  be  presented  as  one 
alternative  way  available  for  the  teaching  of  venereal- 
disease  awareness  in  our  schools  today.  The  goal  of  the 
program  is  to  make  physicians  aware  of  the  program  that 
is  now  available  through  the  Board  of  Cooperative  Edu- 
cational Services  (B.O.C.E.S.)  agencies  in  New  York 
State  and  the  National  Center  of  Voluntary  Action, 
Washington,  D.C.  The  program  has  received  the  en- 
dorsement of  the  National  and  New  York  State  Parent- 
Teachers  Association  and  the  New  York  State  Health 
Education  Department  as  well  as  commendations 
throughout  the  country.  It  has  been  adopted  by  the 
New  York  State  Jaycees  as  their  recommended  program 
and  has  been  tried  by  numerous  schools  throughout  the 
nation. 

C.  Venereal  Disease:  Current  Diagnosis,  Treat- 

ment, and  Facilities  Available 

Benjamin  Cave,  M.D.,  New  York  City 

Chief  of  Venereal  Disease  Control,  Department  of 
Health,  City  of  New  York 
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3.  Orthopedic  Evaluation  of  High  School  Athletes 
for  Football  (with  film) 

Francis  T.  Linder,  M.D.,  Bronxville 
Panel  Discussion 

Bernard  Breiter,  M.D.,  Harrison,  Moderator 
The  above  speakers 

SECTION  ON 

Space  Medicine 

Chairman Jacob  I.  Hirsch,  M.D.,  New  York  City 

Secretary 

Constantine  D.  J.  Generales,  M.D.,  New  York  City 
Delegate Seymour  Fiske,  M.D.,  New  York  City 

Wednesday,  February  27/2:00  P.M. /Versailles  Ballroom, 
Second  Floor 


ture  are  current  realities.  As  a result  more  people  than 
ever  before  are  donning  diving  equipment  and  setting 
forth  to  seek  new  adventures.  It  is  possible  for  anyone, 
willing  to  make  a modest  investment,  to  purchase  diving 
equipment  which  will  open  new  vistas  of  pleasure  if 
properly  used  and  which,  used  in  innocence  and  igno- 
rance, will  cause  their  death.  Now,  more  than  ever 
before,  there  is  a very  real  need  for  members  of  the 
medical  profession  to  interest  themselves  in  the  medical 
problems  of  underwater  activities.  Diving  clubs  abound. 
Volunteer  fire  departments  have  their  waterborne  rescue 
and  search  squads.  Law  enforcement  agencies  have 
their  underwater  retrieval  teams.  Industry  has  renewed 
interest  in  commercial  development  and  retrieval  of 
ecologically  “lost”  areas.  All  these  groups  seek  medical 
support  and  advice.  Prevention  through  education  is 
an  important  role  for  the  physician.  Diagnosis  and 
proper  treatment  require  an  understanding  of  the  unique 
problems  of  the  field. 


Symposium:  Safety  in  the  Air  and  Under  Water 

1.  To  Keep  Them  Flying  (Film) 

Ludwig  G.  Lederer,  M.D.,  New  York  City 
Medical  Director,  American  Airlines 

This  film  depicts  how  one  airline  is  furnishing  a health 
maintenance  program  for  its  pilots.  The  story  is  narrated 
from  spontaneous  expressions  between  a senior  airline 
pilot,  whose  age  is  fifty-five,  and  the  airline  medical 
director  who  is  followed  through  a company  medical 
examination.  The  scenes  demonstrate  preventive  medi- 
cal procedures  that  are  being  performed  on  the  captain. 
These  procedures  are:  audiometry,  resting  and  double 

Master’s  two-step  electrocardiographic  testing,  pulmo- 
nary function  testing,  tonometry,  auscultation  of  the 
chest,  laboratory  diagnosis,  and  a frank  expression  of 
medical  information  between  the  examinee  and  the 
examiner.  The  concept  that  good  health  maintenance 
will  keep  the  captain  flying  is  reiterated  several  times 
and  the  captain’s  acceptance  of  this  concept  is  demon- 
strated. 

2.  Medical  Aspects  of  Flying 

Peter  V.  Siegel,  M.D.,  Washington,  D.C.  (by  in- 
vitation) 

Federal  Air  Surgeon,  Federal  Aviation  Adminis- 
tration 

J.  A.  Sirkis,  B.A.,  Washington,  D.C.  (by  invitation) 
Bioengineer,  Federal  Aviation  Administration 
S.  R.  Mohler,  M.D.,  Washington,  D.C.  (by  invi- 
tation) 

Chief,  Aeromedical  Applications  Division,  Federal 
Aviation  Administration 

More  than  700,000  general  aviation  pilots  fly  in  excess 
of  150,000  aircraft.  Over  600  of  these  pilots  have  fatal 
accidents  each  year,  and  a significant  proportion  of  these 
accidents  result  from  biomedical  factors.  Certain  of  the 
key  physiologic  and  medical  aspects  of  safe  flight  in  air- 
men’s environment  will  be  stressed.  Our  goal  is  to  drop 
the  number  of  accidents  to  an  extremely  small  propor- 
tion of  those  we  now  have. 

3.  Diving  Casualties:  Diagnosis  and  Treatment 

Harry  J.  Alvis,  M.D.,  Buffalo 

Director  of  Medical  Education,  Millard  Fillmore 
Hospital 

Interest  in  water-related  sports  and  commercial  ven- 
tures continues  to  grow  astonishingly.  Development  of 
better  technology  has  created  possibilities  where  none 
existed  before.  The  mass  movement  of  unskilled 
amateurs  into  water-borne  recreational  pursuits  has 
created  a renewed  interest  in  shallow-water  salvage  and 
retrieval  of  lost  articles.  Developments  of  off-shore-oil- 
fields  and  the  possibilities  of  aquatic  farms  for  fish  cul- 


4.  Prevention  of  Di  ving  Accidents 
Albert  B.  Craig,  M.D.,  Rochester 

Professor  of  Physiology,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

The  tragedy  of  almost  all  diving  accidents  is  that  they 
generally  involve  healthy  young  adults  and  are  usually 
preventable.  The  major  key  to  avoiding  trouble  is 
training  by  qualified  and  experienced  instructors.  Most 
such  courses  require  a physical  examination.  The  prac- 
ticing physician  is  therefore  an  important  part  of  diving 
safety.  Careful  attention  to  upper  respiratory  tract,  the 
ears,  and  the  cardiopulmonary  systems  is  important.  It 
is  also  necessary  to  evaluate  the  prospective  diver’s 
personality  and  past  patterns  of  performance.  The 
underwater  environment  is  no  place  for  the  person  who  j 
cannot  function  in  suddenly  occurring  adverse  circum- 
stances. It  is  also  important  to  realize  that  each  diver’s  , 
responses  are  critical  not  only  for  himself  but  for  whoever 
is  his  diving  partner  at  the  time.  Counseling  by  a 
physician  who  understands  the  challenges  and  rewards  of 
diving  is  an  important  factor  in  a diver’s  safety. 

SECTION  ON 

Surgery 

Chairman.  Hugh  F.  Fitzpatrick,  M.D.,  New  York  City 
Vice-Chairman.  Frank  J.  Fragala,  M.D.,  White  Plains 


Secretary Paul  M.  Walczak,  M.D.,  Buffalo 

Delegate Irving  Cramer,  M.D.,  Utica 


Tuesday,  February  26/2:00  P.M. /Royal  Ballroom  B, 
Second  Floor 


JOINT  MEETING  WITH 

New  York  State  Society  of  Surgeons 


1.  Program  and  Activities  of  the  New  York  State 
Society  of  Surgeons 

Irving  Cramer,  M.D.,  Utica 

President,  New  York  State  Society  of  Surgeons 

2.  Symposium  and  Panel  Discussion:  General  Surgi- 

cal Problems  in  Hemodialysis-Transplantation 
Patients 

Lawrence  E.  Stevens,  M.D.,  New  York  City, 
Moderator 

Professor  of  Surgery,  Columbia  University  College 
of  Physicians  and  Surgeons  at  St.  Luke’s  Hospital 
Center 

A.  Introductory  Remarks 

Hugh  F.  Fitzpatrick,  M.D.,  New  York  City 
Director  of  Surgery,  St.  Luke’s  Hospital  Center 
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B.  Maintaining  Vascular  Access  for  Hemo- 
dialysis 

Frank  J.  Veith,  M.D.,  The  Bronx 

Professor  of  Surgery,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

C.  Management  of  Surgical  Wounds  in  the 
Dialysis-Transplant  Patient 

Samuel  L.  Kountz,  M.D.,  Brooklyn 

Professor  and  Chairman,  Department  of  Surgery, 
State  University  of  New  York  Downstate  Medical 
Center 

D.  Gastrointestinal  Tract  Complications: 
Bleeding  and  Pancreatitis 

Richard  E.  Wilson,  M.D.,  Boston,  Massachusetts 
(by  invitation) 

Professor  of  Surgery,  Harvard  Medical  School- 
Peter  Bent  Brigham  Hospital 

E.  Surgical  Problems  from  Altered  Calcium 

Metabolism -Hyperparathyroidism,  Osteodys- 

trophy Fractures,  and  Aseptic  Necrosis 

Lawrence  E.  Stevens,  New  York  City 

Panel  Discussion 
The  above  speakers 

SECTION  ON 

Urology 

Chairman 

Andrew  J.  McGowan,  Jr.,  M.D.,  New  York  City 

Vice-Chairman.  . . . Henry  B.  Marshall,  M.D.,  Elmira 
Secretary.  . .William  J.  Nelson,  M.D.,  New  York  City 
Delegate Perrin  B.  Snyder,  M.D.,  New  York  City 

Wednesday,  February  27/2:00  P.M. /Versailles  Terrace 

Symposium:  Genitourinary  Malignancy  in  Child- 

hood 

1.  The  Modern  Treatment  of  Wilms’  Tumor:  A 
True  Success  Story 

John  K.  Lattimer,  M.D.,  New  York  City 

Professor  and  Chairman,  Department  of  Urology, 
Columbia  University  College  of  Physicians  and 
Surgeons 

Arthur  Smith,  M.D.,  New  York  City 
Rafael  Carrillo,  M.D.,  New  York  City 
James  Wolff,  M.D.,  New  York  City 

2.  The  Present  Status  of  Neuroblastoma 

Claude  Merrin,  M.D.,  Buffalo  (by  invitation) 
Acting  Chief,  Department  of  Urology,  Roswell 
Park  Memorial  Institute 

3.  Management  of  Sarcomas  of  the  Lower  Geni- 
tourinary Tract  in  Children 

Philip  R.  Exelby,  M.D.,  New  York  City 

Chief,  Pediatric  Surgery  Service,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases 

4.  The  Surgical  Management  of  Testis  Tumors 
in  Children 

William  J.  Staubitz,  M.D.,  Buffalo 

Professor  and  Chairman,  Department  of  Urology, 
State  University  of  New  York  at  Buffalo  School 

I of  Medicine 

Imre  V.  Magoss,  M.D.,  Buffalo  ' 

SESSION  ON 

Archives 

Chairman  Joseph  A.  Tamerin,  M.D.,  New  York  City 


Sunday,  February  24/10:00  A. M. /Versailles  Ballroom, 
Second  Floor 

JOINT  MEETING  WITH 

Medical  Archivists  of  New  York 
Woman’s  Auxiliary  of  the  Medical 
Society  of  the  State  of  New  York 
Cultural  Affairs  Committee  of  the 
Medical  Board  of  Harlem  Hospital  Center 

Symposium  and  Panel  Discussion:  Lost  and  Found: 

The  Continuing  Search  for  Medical  Archives  in  New 
York  State 

Joseph  A.  Tamerin,  M.D.,  New  York  City,  Moderator 
Plastic  Surgeon,  French  and  Polyclinic  Medical 
School  and  Health  Center,  and  Harlem  Hospital 
Center 

1.  The  Auxiliary’s  Part  in  the  Search  for  Archives 

Mrs.  William  G.  Chorba,  The  Bronx  (by  invita- 
tion) 

President,  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York 

2.  A Fresh  Look  at  the  New  York  City  Archives 
Program 

Carlyle  R.  Bennett,  New  York  City  (by  invita- 
tion) 

Director,  Municipal  Archives  and  Records  Center 

3.  Think  Archives:  An  Appeal  to  the  Members  of 
the  Alumnae  Association,  The  Mount  Sinai  Hos- 
pital School  of  Nursing 

Charlotte  Isler,  R.N.,  New  York  City  (by  invita- 
tion) 

President,  The  Alumnae  Association,  The  Mount 
Sinai  Hospital  School  of  Nursing;  Senior  Nursing 
Editor,  RN  Magazine 

4.  Fifty  Years  of  Nursing  at  Harlem  Hospital 

Mildred  M.  Norman,  R.N.,  New  York  City  (by 
invitation) 

Associate  Director,  School  of  Nursing,  Harlem 
Hospital  Center 

5.  Early  Reports  on  Harlem  Hospital  by  the  City 
Hospital  Visiting  Committee 

Edna  K.  Ford,  A.C.S.W.,  New  York  City  (by  in- 
vitation) 

Chairman,  Cultural  Affairs  Committee  of  the 
Medical  Board;  Director  of  Social  Service,  Har- 
lem Hospital  Center 

Panel  Discussion: 

The  above  speakers 

SESSION  ON 

Emergency  Health  Services 

Chairman David  N.  Kluge,  M.D. 

Tuesday,  February  26/2:00  P.M. /Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Preventive  Medicine  and 
Public  Health,  and  New  York  Chapter, 
American  College  of  Emergency 
Physicians 
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Symposium  and  Panel  Discussion:  Emergency  Health 
Services 

Donald  C.  Walker,  M.D.,  Albany,  Moderator 

Assistant  Commissioner  for  Health  Manpower,  New 
York  State  Department  of  Health 

1.  Developing  Emergency  Health  Services  Sys- 
tems 

David  N.  Kluge,  M.D.,  Rochester 

Director,  Society  for  Total  Emergency  Programs, 
Inc. 

2.  Emergency  Medicine:  A New  Specialty 
John  G.  Wiegenstein,  M.D.,  Lansing,  Michigan 

(by  invitation) 

Past  President  and  Founder,  American  College 
of  Emergency  Physicians 

3.  Definition  of  Emergency  Department  Capa- 
bilities and  Designation  of  Trauma  Centers 

David  R.  Boyd,  M.D.,  Chicago,  Illinois  (by  invi- 
tation) 

Chief,  Division  of  Emergency  Medical  Services 
and  Highway  Safety,  Illinois  Department  of 
Public  Health 

The  State  of  Illinois  presently  has  44  designated  trauma 
centers  and  four  areawide  hospital  emergency  service 
plans  resulting  in  categorization  of  hospital  emergency 
services.  In  1971,  the  Illinois  Statewide  Trauma  Pro- 
gram was  initiated.  Regionalization  of  the  state’s 
emergency  facilities  based  on  the  categorization  of  hospi- 
tal emergency  services  was  a major  objective  of  the 
program.  The  criteria  used  for  the  categorization  of 
hospitals  was  determined  by  the  subcommittee  on  Re- 
gionalization of  the  Governor’s  Committee  for  the  Care 
of  the  Critically  Injured  Patient.  As  outlined  by  the 
subcommittee,  designation  of  the  trauma  centers  was 
based  on  the  projected  resources  available  in  the  state. 
The  trauma  program  stimulated  the  formation  of  co- 
ordinated emergency  facilities  providing  improved  care 
for  the  critically  injured  as  well  as  all  emergency  pa- 
tients. Illinois  Public  Act  76-1858  (1969)  allowed  for 
the  categorization,  coordination,  and  consolidation  of 
emergency  room  services  into  areawide  plans.  This  act 
requires  that  every  hospital  provide  emergency  treat- 
ment services  according  to  the  following  categories: 
comprehensive,  basic,  and  standby.  Under  this  law, 
hospitals  must,  in  conjunction  with  one  or  more  hospitals, 
participate  in  an  areawide  plan  to  optimize  hospital 
emergency  resources  within  a specific  geographic  area. 
The  preparation  of  these  plans  has  involved  the  coopera- 
tion and  assistance  of  local  planning  organizations,  vol- 
untary professional  health  organizations,  and  individuals, 
public  and  civic  groups,  and  organizations  involved  in 
the  delivery  of  emergency  medical  services. 

4.  Prehospital  Emergency  Cardiac  Care 
Costas  Lambrew,  M.D.,  East  Meadow 

Chairman,  Department  of  Medicine,  Nassau 
County  Medical  Center;  Associate  Professor  of 
Medicine,  State  University  of  New  York  at 
Stonybrook 

A comprehensive  integrated  prehospital  emergency 
care  program  has  been  developed  in  Nassau  County 
utilizing  existing  resources  in  the  form  of  both  a police 
ambulance  service  staffed  by  full  time  personnel  and  fire 
rescue  ambulance  services  staffed  by  volunteers.  Through 
the  development  of  patient  communications  capabilities, 
including  the  use  of  electrocardiogram  telemetry,  physi- 
cian supervision  of  prehospital  care  in  the  ambulance 
has  been  made  available  and  is  a significant  factor  in 
limiting  the  number  of  hours  required  to  train  the 
ambulance  medical  technician  thereby  bringing  advanced 
care  capability  within  the  reach  of  volunteer  fire  rescue 
personnel.  The  system  is  versatile  and  may  be  adapted 


to  any  locale  in  terms  of  facilities  and  personnel  availabil- 
ity, and  the  results  of  the  program  justify  its  existence. 
There  is  no  dependence  on  outside  funding  for  opera- 
tional activities. 

5.  Triage  in  the  Emergency  Department 

Sheldon  Jacobson,  M.D.,  The  Bronx  (by  invita- 
tion) 

Director  of  Triage,  Bronx  Municipal  Hospital 
Center 

Emergency  departments  are  being  utilized  by  patients 
for  multiple  nonemergency  purposes.  To  maintain  the 
capability  of  our  emergency  room  to  deliver  emergency 
care  we  have  evolved  a system  of  triage  and  nonappoint- 
ment clinics.  The  triage  professional  is  now  an  integral 
link  in  our  health  care  delivery  system.  The  training 
and  role  of  the  individual  will  be  discussed. 

Panel  Discussion: 

The  above  speakers 


SESSION  ON 

Neurology 

Chairman David  Green,  M.D.,  Albany 

Secretary . . . .Arthur  W.  Schappell,  M.D.,  Forest  Hills 

Monday,  February  25/2:00  P.M. /Versailles  Terrace,  Second 
Floor 

Symposium:  The  Office  Management  of  Neurologic 
Problems  in  the  Elderly 

1.  Chairman’s  Address 

Illness  Engendered  by  a Change  of  Clothes  (On 
the  Importance  of  Avoiding  Hospital  Pajamas  at 
All  Costs) 

David  Green,  M.D.,  Albany 

Clinical  Associate  Professor  of  Neurology,  Albany 
Medical  College  of  Union  University 

Coming  into  the  hospital  is  often  more  dangerous  than 
the  illness  used  to  justify  the  admission.  Misdiagnosis 
and  inadequate  management  are  only  one  side  of  the 
coin.  Overzealous  involvement  in  medical  side  issues 
and  the  ardent  chase  of  irrelevancies  inhabit  the  oppo- 
site side.  Unnecessary  time  spent  in  the  hospital  is 
extremely  expensive  for  all  concerned — the  patient  and 
the  government.  Even  a short  stay  in  hospital  may  be  a 
disaster  for  an  elderly  patient.  Periods  of  confusion  and 
ward  accidents  are  frequently  reported.  Outpatient 
laboratory  work  and  care  are  strongly  recommended. 
Economy  in  laboratory  studies  and  incisive  clinical 
management  are  enviable  goals. 

2.  Blindness  and  Double  Vision  in  the  Aged 

Robert  J.  Joynt,  M.D.,  Rochester 

Professor  and  Chairman,  Department  of  Neurol- 
ogy, University  of  Rochester  School  of  Medicine 
and  Dentistry 

The  complaints  of  visual  problems  in  the  aged  are 
often  ignored,  and  the  conclusion  is  made  that  they  are 
natural  accompaniments  of  aging.  In  fact,  many  of 
these  complaints  may  indicate  a treatable  condition. 
For  example,  rapid  onset  of  visual  failure  is  commonly 
seen  with  temporal  arteritis  or  vascular  insufficiency — 
both  amenable  to  therapy.  Double  vision  is  also  fre- 
quently associated  with  treatable  vascular  insufficiency. 
Simple  diagnostic  tests  will  usually  sort  out  these  prob- 
lems and  allow  prompt  and  rational  treatment. 

3.  Parkinson’s  Disease:  Diagnosis  and  Manage- 

ment 
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David  Marsh,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

This  disorder,  relatively  common  in  the  elderly,  is 
diagnosed  entirely  by  clinical  observation  and  examina- 
tion. The  combination  of  a specific  type  of  tremor  asso- 
ciated with  rigidity  and  slowness  of  movement  is  charac- 
teristic. It  must  be  differentiated  from  less  serious  dis- 
orders such  as  benign  familial  tremor  and  senile  tremor. 
The  diagnosis  is  made  in  the  office,  often  a "spot  diagno- 
sis,” and  complex  investigations  are  neither  necessary 
nor  warranted.  L-Dopa  has  become  the  mainstay  of 
medical  therapy,  and  surgical  procedures  are  now  very 
rarely  performed  for  this  disease.  The  problems  asso- 
ciated with  the  use  of  L-Dopa  and  the  role  of  other  thera- 
peutic agents  will  be  discussed. 

4.  Convulsions  in  the  Elderly 

Richard  Satran,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

The  onset  of  seizures  is  less  frequent  in  the  elderly 
than  in  other  age  groups.  Nevertheless  patients  after 
age  sixty  may  have  major  seizures,  status  epilepticus, 
partial  seizures,  and  temporal  lobe  convulsions.  We 
have  studied  the  occurrence  of  convulsions  in  the  elderly 
by  reviewing  the  records  of  patients  who  had  one  or 
more  seizures  after  the  age  of  sixty  and  had  one  or  more 
electroencephalograms.  The  underlying  cause  for  sei- 
zures in  this  age  group  is  often  cerebrovascular  disease. 
Alcoholism,  cardiac  disease,  cerebral  neoplasm,  and 
metabolic  illness  were  considered  to  be  responsible  for 
convulsions  in  some  patients.  In  others,  despite  exten- 
sive laboratory  investigations,  no  precise  etiology  could 
be  established.  The  clinical  and  laboratory  data  of  this 
group  of  patients  will  be  presented  and  the  management 
of  the  elderly  patient  with  convulsions  will  be  discussed. 


5.  Presenile  Dementia 

Maurice  H.  Charlton,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

Dementia  in  the  presenium  may  show  behavioral 
changes  suggestive  of  psychiatric  illness  before  the  ap- 
pearance of  more  obviously  organic  mental  symptoms. 
The  organic  mental  symptoms  are  themselves  nonspecific 
in  terms  of  etiology.  The  task  of  the  neurologist,  after 
recognition  of  a presenile  dementia,  is  twofold.  He  must 
look  for  potentially  remediable  causes  of  the  dementia, 
examples  of  which  will  be  presented  and  discussed.  In 
addition,  he  must  anticipate  and  cope  with  the  social  and 
legal  problems  attendant  on  the  diagnosis. 

6.  Geriatric  Depressions 
William  Cobain,  M.D.,  Albany 

Clinical  Assistant  Professor  of  Psychiatry,  Albany 
Medical  College  of  Union  University 

Depression  is  the  primary  psychiatric  disorder  of  the 
elderly.  One  reflection  of  this  is  a suicide  rate  in  older 
people  seven  times  that  of  the  national  average.  Many 
of  the  depressions  can  be  treated  by  nonpsychiatrists,  by 
medications,  and  an  investment  of  time.  There  are 
multiple  causes  for  geriatric  depressions.  Most  can  be 
fitted  into  the  one  large  category  of  “loss,”  if  loss  is  a 
term  that  is  made  flexible  enough  to  include  diminish- 
ment  in  health,  finances,  ability  to  adapt,  a circle  of 
friends,  and  “value”  to  the  culture.  Clinically,  geriatric 
depression,  as  all  depressions,  leads  to  sleep  difficulties, 
appetite  disturbance,  loss  of  interest,  and  often  somatic 
complaints.  Antidepressants  are  the  most  frequent 
means  of  treatment.  Special  knowledge  of  the  poten- 
tially dangerous  side-effects  of  the  different  classes  of 
antidepressants  is  essential  for  good  management.  Shock 
therapy  is  reserved  for  the  most  severe  depressions,  and 
age,  per  se,  is  not  a contraindication.  As  in  other  de- 
pressions, psychotherapy  is  not  indicated  in  all  cases. 
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THOMAS  S.  BUMBALO,  M.D.,  Buffalo,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
LESTER  BLUM,  M.D.,  New  York  City 
BERNARD  S.  EPSTEIN,  M.D.,  New  Hyde  Park 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York  City 

Scientific  Exhibits 

Certificates  of  Award  will  be  given  by  the  Medical  Society 
of  the  State  of  New  York  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual 

investigation  which  are  judged  on  the  basis  of  originality 
and  excellence  of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not 
exemplify  purely  experimental  studies  and  which  are 
judged  on  the  basis  of  presentation  and  correlation  of 
data. 

Reconstruction  of  Lower  Lid:  Use  of  Composite 
Pedicle  Flap  from  Upper  Lid 

Peter  H.  Ballen,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park 

The  use  of  a composite  pedicle  flap  maintaining  an  in- 
tact lid  margin  in  lid  reconstruction  was  first  described 
by  Cutler  and  Beard.1  A brief  presentation  of  this 
method  applied  to  reconstruction  of  a lower  lid  was  pre- 
sented by  Ballen.2  Hecht3  reported  a series  of  6 cases 
using  an  almost  identical  procedure.  The  use  of 
all  the  layers  of  the  upper  lid  to  repair  the  lower  lid  is 
a logical  method  for  repair  since  this  quality  of  the 
skin  and  the  tarsus  in  the  upper  and  lower  lid  are  an  ex- 
cellent match.  A precedent  for  the  use  of  composite  flap 
is  seen  in  an  early  illustration  of  the  Esser  method  of  re- 
pair of  the  lower  lid  defect  with  the  equilateral  triangular 
flap  rotated  on  its  lateral  apex  into  a defect  in  the  lower 
lid.4  Diagrams  and  full-color  photographs  illustrate  in  a 
step-by-step  fashion  an  entire  lower  lid  in  2 cases  and 
one-half  a lower  lid  in  a third  case. 

References 

1.  Cutler,  N.  L.,  and  Beard,  C.:  A method  of  partial 
and  total  lid  reconstruction,  Am.  J.  Ophth.  29:  1 (1955). 

2.  Ballen,  P.  H.:  Composite  pedicle  flaps  in  lower 

lid  reconstruction,  Proc.  24th  Int.  Cong.  Ophth.,  1970. 

3.  Hecht,  S.  D.:  Upside-down  Cutler-Beard  bridge 

flap,  Arch.  Ophth.  84:  760  (1970). 

4.  Hughes,  W.  L.:  Reconstructive  Surgery  of  the 

Eyelids,  New  York,  The  C.  V.  Mosby  Company,  1964,  p. 
131,  Fig.  154-5  (Booth  201). 

Electrosurgery  of  Skin 

Christian  E.  Radcliffe,  M.D. 

Larry  W.  Cole,  M.D. 

L.  D.  Cunningham,  M.D. 

University  Hospitals,  Iowa  City,  Iowa 
Electrosurgical  equipment  gives  the  physician-surgeon 
remarkable  latitude  in  the  treatment  of  benign  and 


malignant  skin  lesions.  The  techniques  are  simple  using 
both  electrocoagulation  and  electrocutting  modalities. 
Excellent  results  can  be  obtained  in  both  types  of  lesions 
and,  for  the  most  part,  not  obligate  the  physician  and 
patient  to  hospitalization  (Booth  202). 

Man  Versus  Arthropods 

Committee  on  Cutaneous  Health  and  Cosmetics 
American  Medical  Association,  Chicago,  Illinois 
This  exhibit  describes  selected  reactions  to  insects  and 
arachnids  that  occur  in  the  human  host.  These  reactions 
fall  into  three  groups:  (1)  toxic,  (2)  allergic,  and  (3) 

mixed  or  unknown.  Scientific  efforts  to  prevent  attack 
by  inimical  arthropods  are  also  discussed  (Booth  203). 

Pressure  Areas  in  Normal  Hip  and  Their  Relation- 
ship to  Osteoarthritic  Changes 
A.  Seth  Greenwald,  M.D. 

Carl  L.  Nelson,  M.D. 

Cleveland  Clinic  Foundation,  Cleveland,  Ohio 
The  etiology  of  degenerative  arthritis  is  not  known. 
Fundamental  to  understanding  the  disease  process  is  the 
knowledge  of  the  weight-bearing  areas  which  exist  in  diar- 
throdial  joints.  This  exhibit  demonstrates  the  contact 
areas  in  the  normal  human  hip  joint  and  the  relationship 
which  these  surfaces  bear  to  sites  of  degenerative  arthritis 
(Booth  204). 

Common  Dermatoses  Seen  in  Office  Practice 
Harry  Roth,  M.D. 

Reid  Binder,  M.D. 

Jack  McCleary,  M.D. 

University  of  California  School  of  Medicine,  San 
Francisco,  California 

The  exhibit  seeks  to  educate  the  general  physician  in 
the  important  diagnostic  features  of  the  common  der- 
matoses concentrating  on  psoriasis,  atopic  dermatitis, 
and  contact  dermatitis,  the  three  major  entities  in  this 
field,  with  minor  space  devoted  to  lichen  planus,  ecze- 
matous dermatitis,  and  seborrhea.  The  presentation 
stresses  the  morphology  of  classical  lesions,  the  char- 
acteristic body  distribution,  and  key  points  in  differential 
diagnosis.  Illustrations  of  other  skin  lesions  often  con- 
fused with  the  dermatoses  are  provided  at  the  appropriate 
place  to  allow  visual  comparison.  Treatment  with  the 
topical  corticosteroids  is  briefly  discussed  in  the  context 
of  two  clinical  double-blind  trials  of  fluocinonide  cream 
(Booth  205). 

Fluorescein  Angiography:  Valuable  Diagnostic 

Technique  in  Ophthalmology 

Louis  Antonucci,  M.D. 

John  Armenia,  M.D. 

Sheldon  Dukoff 

Edward  J.  Meyer  Memorial  Hospital,  Buffalo 
Techniques  of  retinal  fundus  photography  and  retinal 
fluorescein  angiography  are  presented.  The  technique  of 
fluorescein  angiography  and  a variety  of  retinal  fundus 
pathology  will  be  demonstrated  (Booth  206). 

Ceruminolysis  in  the  Office:  Study  of  Single  In- 

stillation Agent 

Arshad  H.  Amjad,  M.D. 

Alan  Austin  Scheer,  M.D. 

French  and  Polyclinic  Medical  School  and  Health 
Center,  New  York  City 

Two  separate  double  blind  controlled  studies  were  per- 
formed to  evaluate  the  efficacy  and  safety  of  triethanol- 
amine polypeptide  oleate  condensate  solution,  a cerum- 
inolytic  agent.  The  first  investigation  revealed  efficacy 
of  96  per  cent  and  undesirable  side-effects  of  1 per  cent 
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triethanolamine  polypeptide  oleate  condensate  against 
an  inactive  control  agent.  The  second  study  of  tri- 
ethanolamine polypeptide  oleate  condensate  versus  the 
carbamide  peroxide  solution  revealed  efficacy  of  88  per 
cent  and  17  per  cent  respectively  (Booth  207). 

Carcinoembryonic  Antigen  (CEA):  Monitor  of 

Tumor  Progression  and  Regression 

E.  Douclas  Holyoke,  M.D. 

Ming  Chu.  Ph.D. 

Gerald  Murphy,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 
A brief  history  of  the  development  of  our  knowledge 
and  its  current  status  as  a diagnostic  and  monitoring  aid 
is  presented.  Over  100  patients  with  colon  cancer  have 
been  followed  successfully  with  this  test,  monitoring  most 
progressions,  and/or  regressions  of  the  disease  well. 
Evidence  is  presented  that  the  test  is  useful  as  an  indica- 
tor of  outcome  of  the  disease,  and  that  initial  higher 
values  are  associated  with  metastases  and  early  recur- 
rence (Booth  208). 

Pathophysiology  and  Treatment  of  Fat  Embolus 

Edward  J.  Riseborough,  M.D. 

Harvard  Medical  School,  Boston,  Massachusetts 
James  H.  Herndon,  M.D. 

Roosevelt  Hospital,  New  York  City 
The  modern  concepts  of  the  syndrome  of  fat  embolus 
are  reviewed.  The  clinical  manifestations  are  demon- 
strated. The  opposing  theories  of  the  etiology  of  the 
syndrome  are  presented  along  with  the  newer  concepts 
involving  the  possibility  of  an  existing  consumption 
coagulopathy.  Historical  review  of  the  treatment  is  also 
presented.  A recent  treatment,  the  use  of  high  doses  of 
steroid,  is  described  (Booth  209). 

Relationship  of  Virus  to  Tumor  Development 
William  A.  Carter,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 
Evidence  for  a viral  etiology  of  human  tumors  is  pre- 
sented. Several  methods  used  to  achieve  selective  anti- 
viral therapy,  including  interferon  induction  and  antibi- 
otics that  inhibit  reverse  transcriptase  of  tumor  viruses, 
are  described  (Booth  210). 

Diagnostic  Tests  in  Endocrinopathies  and  Their 
Therapeutic  Management 
Herbert  S.  Kupperman,  M.D. 

New  York  University  School  of  Medicine,  New  York 

City 

The  exhibit  is  divided  into  two  segments:  (1)  tests  to 

determine  the  etiology  of  acne,  hirsutism,  and/or 
cephalic  alopecia  with  appropriate  therapy,  and  (2) 
tests  for  checking  female  infertility  and/or  amenorrhea 
with  appropriate  therapy.  The  endocrine  patient  has 
many  diagnostic  problems.  An  orderly  and  systematic 
scheme  has  been  devised  for  determining  the  precise  site 
and  defect  in  the  endocrine  system,  bringing  about  the 
disturbances  in  endocrine  function.  A pictorial  represen- 
tation of  patients  with  each  endocrinopathy  is  presented 
(Booth  211). 

Effects  of  Alternate  Day  Steroid  Therapy  (ADT)  on 
Hormonal  Regulation.  Postrenal  Transplantation 
Claude  Merrin,  M.D. 

James  Smolev,  M.D. 

Avery  Sandberg,  M.D. 

Zew  Wajsman,  M.D. 

Gerald  Murphy,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 


The  exhibit  is  based  on  a study  to  determine  the  ef- 
fects of  changing  to  ADT  (alternate  day  steroid  therapy) 
for  appropriate  immunosuppression  following  human 
renal  allotransplantation.  Serial  blood  pressures,  body 
weights,  electrolytes,  blood  volumes,  sodium-22,  ex- 
changeable sodium  space,  ASR  (aldosterone  secretion 
rates),  plasma  renin,  and  clinical  course  were  monitored 
in  the  patients  before,  during,  and  after  conversion  from 
daily  prednisone  to  every  other  day  methylprednisolone. 
Patients  showed  increased  ASR  before  transplantation, 
compared  to  normal  subjects.  In  12  patients  examined 
for  ASR  after  transplantation,  9 showed  a decrease,  2 
an  increase,  and  1 showed  no  change.  After  conversion  to 
ADT,  7 patients  showed  a decrease  in  ASR.  Five  pa- 
tients showed  an  increase  and  1 no  change.  Lower  dia- 
stolic blood  pressures  and  easier  control  of  blood  pressure 
after  conversion  to  ADT  was  noted.  Most  patients  evi- 
denced increased  weight  gain  after  ADT.  No  change  in 
sodium-22,  exchangeable  space,  and  blood  volume  could 
be  detected.  No  correlation  between  aldosterone  secre- 
tion rates,  renin  plasma  levels,  and  blood  pressures  in  the 
transplant  recipients  was  demonstrated  (Booth  212). 

A Cooperative  Controlled  Study  of  the  Use  of  Tri- 
methoprin-Sulfamethoxazole  (Bactrim)  in  Chronic 
Urinary  Tract  Infections 
Richard  A.  Gleckman,  M.D. 

Lemuel  Shattuck  Hospital,  Boston,  Massachusetts 
A multicenter  cooperative  study  was  done  to  evaluate 
the  new  antibacterial  combination  of  trimethoprin- 
sulfamethoxazole  to  its  components.  The  combination 
was  shown  to  be  efficacious  in  the  treatment  of  chronic 
urinary  tract  infections  caused  by  members  of  the  Enfer- 
obacteriaceae  family.  All  three  treatment  forms  were 
well  tolerated  (Booth  213). 

Gout:  Diagnosis,  Pathogenesis,  Treatment 

John  L.  Decker,  M.D. 

Arthritis  and  Rheumatism  Branch,  National  In- 
stitutes of  Health,  Bethesda,  Maryland 
A comprehensive  review  of  current  diagnostic,  thera- 
peutic, and  prophylactic  techniques  in  acute  and  chronic 
gouty  arthritis  is  presented.  A working  hypothesis, 
based  on  extensive  original  data  collected  at  the  Arthritis 
and  Rheumatism  Branch,  of  the  metabolic  mechanisms 
responsible  for  the  onset  and  sustentation  of  the  acute 
attacks  of  gout  and  the  current  methods  of  treatment 
are  shown  (Booth  214). 

Visual  Examination  of  Colon.  “A  Colonic  Cock- 
tail” 

Rubem  Pochaczevsky,  M.D. 

City  Hospital  Center  at  Elmhurst 
A new  method  of  radiologic  colonic  examination  is  de- 
scribed which  consists  of  the  oral  administration  of  a 
“Colonic  Cocktail”  which  consists  of  a special  contrast 
preparation  containing  barium  sulfate,  sorbitol,  and 
water-soluble  contrast  medium.  The  chief  characteris- 
tics of  this  barium  preparation  are  rapid  progression 
through  the  small  bowel  and  the  retention  of  its  liquid 
state  within  the  colon  for  many  hours.  This  will  permit 
a good  double-contrast  examination  of  the  colon  in  most 
cases,  solely  by  rectal  gas  insufflation  and  appropriate 
filming  four  hours  after  oral  administration  of  barium. 
The  merits  and  indications  of  the  method  are  illustrated 
and  discussed  (Booth  218). 

Meconium -Plug  Syndrome.  Roentgen  Evaluation 
and  Differentiation  From  Hirschsprung’s  Disease 
and  Other  Pathologic  States 
Rubem  Pochaczevsky,  M.D. 
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John  C.  Leonidas,  M.D. 

City  Hospital  Center  at  Elmhurst 

The  authors’  experience  with  14  cases  of  the  meconium- 
plug  syndrome  and  13  cases  of  Hirschsprung’s  disease  is 
presented  and  the  roentgenographic  findings  reviewed. 
Criteria  for  differentiation  of  meconium-plug  syndrome 
from  Hirschsprung’s  disease  as  well  as  from  other  patho- 
logic processes  such  as  necrotizing  enterocolitis  of  infancy 
and  meconium  ileus  are  formulated  and  illustrated 
(Booth  219). 

“Self-Reporting  Radiograph.”  New  Pictorial  Di- 
mension to  the  Radiologist’s  Report 

Rubem  Pochaczevsky,  M.D. 

City  Hospital  Center  at  Elmhurst,  Mount  Sinai 
School  of  Medicine 

The  “Self-Reporting  Radiograph”  is  a new  method  of 
reenforcing  formal  radiology  reports  by  supplementing 
them  with  miniature  copies  of  salient  radiographs.  The 
impact  and  benefits  of  this  new  system  which  accrue  to 
the  patient,  the  radiologist,  the  staff,  and  the  hospital  are 
illustrated  and  discussed  (Booth  220). 

Tumor  Scintigraphy  with  67-Gallium  Citrate 

O.  L.  Manfredi,  M.D. 

St.  Vincent’s  Medical  Center,  Staten  Island 

A critical  analysis  of  500  patients  showing  the  efficacy 
of  67-gallium  citrate  tumor  scanning  will  be  presented 
displaying  radiochemistry,  microautoradiography,  tissue 
and  organ  distribution  in  rats,  and  absorbed  radiation 
doses  in  man.  Illustrative  Kodachromes  of  surgical 
specimens  and  roentgenograms  are  provided  as  well  as 
pertinent  remarks  depicting  advantages  and  disadvan- 
tages of  this  tumor-seeking  radiopharmaceutical 
(Booth  221). 

Nonopacified  Gallbladder  on  Oral  Cholecystog- 
raphy Incidence,  Causes,  Significance,  and  Fate. 
Value  of  Additional  Oral  and  Intravenous  Studies 

Zuheir  Mujahed,  M.D. 

Joseph  P.  Whalen,  M.D. 

John  A.  Evans,  M.D. 

New  York  Hospital,  Cornell  Medical  Center,  New 
York  City 

Five-thousand  oral  cholecystographies  were  reviewed 
to  determine  the  significance  of  nonopacification  of  the 
gallbladder,  the  value  of  repeated  oral  examinations,  and 
the  contributions  of  intravenous  cholangiography  to  the 
diagnosis  of  diseases  of  the  gallbladder  will  be  shown 
(Booth  222). 

The  “Normal”  Double-Contrast  Knee  Arthrogram 

Alex  Norman,  M.D. 

Emmanuel  B.  Kaplan,  M.D. 

Hospital  for  Joint  Diseases  and  Medical  Center, 
New  York  City 

Double  contrast  arthrography  of  the  knee  is  a popular 
procedui'e,  and  interpretation  of  the  arthrogram  is  not 
difficult.  Nevertheless,  normal  overlapping  shadows 
can  confuse  even  the  skilled  examiner  and  be  mistaken 
for  pathology.  The  primary  purpose  of  this  exhibit  is 
to  gather  a better  understanding  of  the  “normal  arthro- 
gram” by  con-elating  anatomic  with  radiographic  sections 
of  the  knee.  The  value  of  arthrography  will  be  illustrated 
by  pathologic  studies  (Booth  223). 

Welcome  to  My  House 

H.  L.  Thornhill,  M.D. 

Harlem  Hospital  Center,  New  York  City 

Architectural  barriers  and  deteriorated  housing  condi- 
tions further  reduce  the  personal  independence  and 
threaten  the  life  and  health  of  the  physically  impaired 
who  live  in  the  urban  ghetto.  Institutions  serving  the 


disabled  must  join  together  with  them  and  work  with 
community  and  government  agencies  in  the  advocation 
of  barrier-free,  function-supporting  housing.  The  exhibit 
presents  a mock-up  of  a Harlem  apartment  portraying 
the  daily  life  struggle  of  the  disabled  ghetto  dweller. 
Solutions  are  offered  in  an  audiovisual  presentation 
(Booth  301). 

Brain  Model 

Robert  J.  Blankfein,  M.D. 

New  York  Medical  College,  New  York  City 
Construction  of  a three  dimensional  brain  model  in 
plasticene  and  wire  based  on  photographs  of  fixed  speci- 
mens, atlases,  and  diagrams  is  shown.  This  model  was 
built  in  a neuroanatomy  course  at  the  University  of 
Pennsylvania  under  the  scholarly  guidance  of  the  late 
G.  Milton  Shy,  M.D.,  in  whose  memory  this  exhibit  is 
dedicated  (Booth  302). 

Huntington’s  Disease 

Marjorie  Guthrie 
Linda  Sueskind 

Committee  to  Combat  Huntington’s  Disease,  Inc., 

New  York  City 

Our  exhibit  includes  descriptive  material  on  Hunting- 
ton’s Disease,  the  nature  of  our  National  Organization, 
and  samples  of  the  types  of  literature  we  make  available 
to  the  medical  community  and  general  public  (Booth 
303). 

Diet  RX  Simplified 

Dairy  Council  of  Metropolitan  New  York,  New 

York  City 

Diet  counseling  for  patients  is  simplified  through  utili- 
zation of  two  standards:  National  Academy  of  Science/ 

National  Research  Council  Recommended  Dietary  Al- 
lowances (revised,  1973)  and  Federal  Drug  Administra- 
tion U.S.  Recommended  Daily  Allowances  used  in  nu- 
trition labeling.  Latest  nutrient  research  and  practical 
applications  of  nutrient  standards  to  improve  patient 
understandings  of  low-sodium,  fat-controlled,  calorie- 
restricted,  and  other  prescribed  dietary  modifications 
are  featured  (Booth  304). 

Malignant  Melanoma  of  the  Lower  Extremity:  An 

Approach  to  Selection  of  Treatment 
Jatin  P.  Shah,  M.D. 

Irving  M.  Ariel,  M.D. 

Pauline  G.  Hecht,  M.D. 

New  York  Infirmary,  New  York  City 
The  clinical  management  of  malignant  melanoma  will 
be  presented  in  three  parts:  (1)  the  purpose,  clinical 

staging,  and  available  treatment  methods;  (2)  treatment 
modalities,  indications,  techniques,  and  color  pictures 
of  illustrative  clinical  cases;  (3)  the  results  of  treatment 
in  a series  of  253  patients  utijizing  the  above  methods. 
Other  factors  of  primary  melanomas  which  affect  the 
eventual  prognosis  in  patients  will  also  be  shown  (Booth 
307). 

Permanent  Ventricular  Pacing:  Major  Methods 

and  Comparative  Features 
Philip  Varriale,  M.D. 

Emil  A.  Naclerio,  M.D. 

Columbus  Hospital,  New  York  City 
This  exhibit  outlines  the  essential  comparative  features 
of  present-day  methods  of  permanent  ventricular  pacing: 
(1)  transvenous  endocardial  electrode,  (2)  transthoracic-  I 
myocardial  suture  electrode,  (3)  transxiphisternal,  sub- 
costal (extrapleural),  and  myocardial  sutureless  (screw-  < 
in)  electrode  which  is  the  authors’  method.  The  authors  ( 
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also  present  data  gathered  from  the  animal  laboratory, 
necropsy  table,  and  operating  room  with  a new  suture- 
less screw-in  electrode  for  caidiac  pacing.  A pictorial 
step-by-step  presentation  of  the  technique  of  electrode 
implantation  and  the  surgical  approach,  devised  and  de- 
veloped by  one  of  the  authors,  Dr.  Naclerio,  is  offered. 
The  reasons  for  favoring  the  sutureless  “screw-in”  elec- 
trode over  others  are  stressed  (Booth  308). 

Experience  with  Bupivacaine  in  2,077  Surgical  and 
Obstetrical  Patients 

Daniel  C.  Moore,  M.D. 

L.  Donald  Bridenbaugh,  M.D. 

Phillip  O.  Bridenbaugh,  M.D. 

Gale  E.  Thompson,  M.D. 

The  Mason  Clinic,  Seattle,  Washington 

The  results  of  bupivacaine  (Maicaine),  a new  local 
anesthetic  agent  with  a duration  of  action  two  to  three 
times  longer  than  lidocaine  (Xylocaine)  or  mepivacaine 
(Carbocaine),  are  presented.  The  incidence  of  unsatis- 
factory anesthesia  was  1.5  per  cent.  Untoward  reactions 
resulted  from  the  block  technique  or  inadvertent  intra- 
venous injections,  not  the  agent  (Booth  309). 

STEP,  Society  for  Total  Emergency  Programs,  Inc. 

David  N.  Kluge,  M.D. 

James  S.  Williams,  M.D. 

Richard  C.  Bourne,  M.D. 

Society  for  Total  Emergency  Programs,  Inc.,  Roch- 
ester 

STEP,  Society  for  Total  Emergency  Programs,  Inc., 
is  a national  organization  for  improving  emergency 
health  services.  The  exhibit  presents  information  on 
development  of  community  emergency  health  service 
councils,  the  8th  International  STEP  Forum,  ambulance 
service  standards,  the  STEP  Rescue  Record,  and  other 
society  programs.  STEP  organization  and  membership 
information  is  available  (Booth  310). 

Fiber  Optic  Calculi  Detector 

Donald  R.  Krawitt,  M.D. 

New  York  City 

This  entirely  new  approach  to  calculi  detection  uses 
principles  of  transilluminated  light.  Normal  tissue, 
scar,  or  tumor  will  transilluminate  light.  However, 
a calculus,  opaque  or  nonopaque,  black,  brown,  or  white, 
will  not  transilluminate  and  thus  bounces  light  back  to 
signal  its  presence.  This  instrument  can  be  used  in 
both  urologic  open  and  closed  surgery,  biliary  duct,  and 
salivary  duct  surgery  (Booth  311). 

Pigskin  Burn  Therapy 

In  Chul  Song,  M.D. 

Bertram  E.  Bromberg,  M.D. 

State  University  of  New  York  Downstate  Medical 
Center,  Brooklyn 

Ten  years  have  elapsed  since  our  original  studies  on 
the  use  of  pigskin  xenograft  in  wound  care.  In  our  original 
concept  pigskin  was  employed  in  a life-saving  maneuver 
in  extensive  burns  to  gain  a brief  respite  during  which 
time  the  patient’s  general  condition  could  be  improved 
and  to  take  advantage  of  temporary  coverage  as  autog- 
enous donor  sites  become  available.  Our  subsequent 
work  has  demonstrated  the  effectiveness  of  the  pigskin 
in  the  preparation  of  wounds  for  definite  skin  coverage 
and  has  been  repeatedly  successfully  used  as  an  immedi- 
ate burn  dressing  in  partial  thickness  burns,  particularly 
in  burns  of  the  hands.  It  has  also  added  a new  dimen- 
sion of  wound  care  in  other  than  burn  wounds.  New  tech- 
niques in  preparation,  preservation,  and  distribution 
have  made  pigskin  readily  available,  and  today  it  repre- 


sents the  ideal  temporary  biologic  dressing.  Based  on 
our  continuing  clinical  experience  during  the  last  ten 
years,  a detailed  study  of  the  use  of  temporary  biologic 
dressings,  particularly  pigskin  xenografts  will  be  pre- 
sented (Booth  312). 

Upper  Gastrointestinal  Hemorrhage:  Accurate 

Diagnosis  by  Endoscopy 

William  A.  Wolff,  M.D. 

Hiromi  Shinya,  M.D. 

Albert  M.  Waitman,  M.D. 

Beth  Israel  Medical  Center,  New  York  City 

The  source  of  massive  upper  gastrointestinal  hemor- 
rhage can  now  be  identified  with  an  accuracy  of  over  95 
per  cent  by  a vigorous  endoscopic  approach,  particularly 
if  this  is  performed  during  the  acute  bleeding  episode. 
Experience  with  over  600  cases  has  proved  the  safety 
and  accuracy  of  the  method  and  its  value  in  patient 
management.  Analysis  of  our  findings  is  presented 
(Booth  313). 

A New  Approach  to  Colonic  Polyps 

William  I.  Wolff,  M.D. 

Hiromi  Shinya,  M.D. 

Beth  Israel  Medical  Center,  New  York  City 

Colonic  polyps  may  now  be  removed  without  an  ab- 
dominal operation.  Over  600  colonic  polyps  from  the 
rectum  to  the  cecum  have  been  safely  removed  endo- 
scopically.  For  noninvasive  cancer  and  for  invasive 
cancer  with  adequate  clearance  this  may  be  all  that  is 
required.  Analysis  of  material  and  results  is  presented 
(Booth  314). 

Physicians’  Placement  Bureau 

Division  of  Scientific  Activities,  Medical  Society 

of  the  State  of  New  York 
Lake  Success,  New  York 

The  Physicians’  Placement  Bureau  will  be  open  to  all 
interested  physicians  and  communities  during  the  Annual 
Convention  at  a booth  in  Albert  Hall.  Information  on 
placement  opportunities  and  other  pertinent  matters 
will  be  available.  Copies  of  “What  Goes  On”  can  be 
obtained  from  the  Physicians’  Placement  booth  during 
the  four  days  of  the  Annual  Convention  (Albert  Hall). 

American  Association  of  Medical  Assistants,  New 
York  State  Society,  Inc. 

New  York  City 

The  American  Association  of  Medical  Assistants  is  a 
professional  nonprofit  organization,  the  only  one  to  have 
merited  official  commendation  by  the  American  Medical 
Association.  It  is  designed  to  offer  medical  assistants 
guidance  in  their  jobs.  A medical  assistant  is  more  than 
a career  girl;  her  cause  is  to  serve  humanity  and  strive 
at  all  times  to  cooperate  with  the  medical  profession 
(Albert  Hall). 

Medical  Society  of  the  State  of  New  York 

Lake  Success,  New  York 

Services  available  to  members  will  be  depicted  at  the 
State  Medical  Society  booth,  where  attendants  will  be 
on  hand  to  answer  questions.  Carry-away  literature 
describes  the  divisions  of  scientific  activities,  scientific 
publications,  legislation,  medical  services,  and  public 
affairs  (Booths  71,  72,  and  73). 

Empire  Medical  Political  Action  Committee 

Lake  Success,  New  York 

It’s  1974!  A congressional  election  year!  Who  will 
be  representing  you  come  November  6,  1974?  Prepare 
now;  take  a more  active  part  in  the  political  process; 
in  candidate  selection  and  candidate  support.  Join  with 
your  colleagues;  learn  effective  campaign  techniques. 
We  are  a voluntary,  unincorporated,  nonpartisan  com- 
mittee (Albert  Hall). 
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1974  ANNUAL  CONVENTION 


Scientific  Motion  Pictures 

Sunday,  February  24,  through 
Wednesday,  February  27 
Motion  Picture  Theatre,  Albert  Hall 

Chairman 

JAMES  J.  QUINLIVAN,  M.D.,  Albany 
Sunday 

February  24,  1974 
Morning 

9:00  Increasing  Capabilities  for  Quadriplegics — 
Part  1 — Transfer  and  Mobility 

L.  L.  Trigiano,  M.D.,  Medical  Director,  De- 
partment of  Physical  Medicine  and  Rehabili- 
tation, Johnstown,  Pennsylvania 
9:39  Increasing  Capabilities  for  Quadriplegics — 
Part  II — Self  Care 

L.  L.  Trigiano,  M.D.,  Medical  Director,  De- 
partment of  Physical  Medicine  and  Rehabili- 
tation, Johnstown,  Pennsylvania 
10:21  Electromyographic  Assessment  of  Pharyn- 
geal Muscle  Activity  in  Laryngectomized 
Patients:  Techniques  and  Preliminary 

Findings 

V.A.  Hospital,  San  Francisco,  California,  and 
Department  of  Health,  Education,  and  Wel- 
fare, Washington,  D.C. 

10:43  Acquisition  of  Language  by  a Speechless 
Child 

Eric  H.  Lenneberg,  Children’s  Hospital 
Medical  Center,  Boston,  Massachusetts 
11:07  Language  and  Speech  Stimulation  for  Pre- 
school Cleft  Palate  Children 

Betty  Jane  Phillips,  Ed.D.,  Rhoda,  J. 
Jacobs,  M.Ed.,  Robert  J.  Harrison,  Ph.D., 
Department  of  Surgery,  School  of  Medicine, 
University  of  Miami,  Miami,  Florida 
11:34  Medical  Genetics — Parti 

Department  of  Medicine,  Johns  Hopkins 

School  of  Medicine,  Baltimore,  Maryland 

Afternoon 

12:15  Medical  Genetics — Part  II 

Department  of  Medicine,  Johns  Hopkins 

School  of  Medicine,  Baltimore,  Maryland 
12:54  Medical  Genetics — Part  III 

Department  of  Medicine,  Johns  Hopkins 

School  of  Medicine,  Baltimore,  Maryland 
1:37  Uterine  Cancer — Diagnosis  and  Manage- 
ment-Part I — Cancer  of  the  Cervix 
American  Cancer  Society,  Syracuse,  New  York 
2:04  Uterine  Cancer — Diagnosis  and  Manage- 
ment— Part  II — Cancer  of  the  Endometrium 
American  Cancer  Society,  Syracuse,  New 

Y ork 

2:23  The  Pulses  Profde — Evaluation  of  Function 
in  the  Stroke  Patient 

Eugene  Moskowitz,  M.D.,  Grasslands  Hos- 
pital, Valhalla,  New  York 
2:50  The  Beginning  of  Life 

Rokura  Hiashi,  M.D.  Nishi-Ike  Bwkuro, 
Tokyo,  Japan 


3:27  Reproductive  Endocrinology 

Wyeth  Laboratory,  Box  8299,  Philadelphia, 
Pennsylvania 

3:59  Immediate  Postsurgical  Prosthesis 

United  States  Veterans  Hospital,  Seattle, 
Washington 

Monday 

February  25,  1974 
Morning 

9:00  Muscles  of  Mastication  and  the  Infratem- 
poral Fossa 

Teaching  Films,  Inc.,  Houston,  Texas 
9:22  Inguinal  Region 

Teaching  Films  Inc.,  Houston,  Texas 
9:45  Male  Perineum 

Teaching  Films  Inc.,  Houston,  Texas 
10:10  Female  Pelvic  Viscera 

Teaching  Films  Inc.,  Houston,  Texas 
10:35  Palmar  Hand  (Part  I)  Orientation 
Teaching  Films  Inc.,  Houston,  Texas 
10:56  Palmar  Hand  (Part  II)  Intrinsic  Muscles 
Teaching  Films  Inc.,  Houston,  Texas 
11:18  Aldosterone:  Story  of  a Hormone 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

11:59  Clinical  Applications  of  Gastroscopy,  Intra- 
gastric  Photography  and  Gastric  Biopsy 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

Afternoon 

12:27  Hypotonic  Duodenography 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

12:49  Hypertension 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

1:22  Edema  and  Ascites 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

1:54  Early  Diagnosis  and  Management  of  Breast 
Cancer 

American  Cancer  Society,  Syracuse,  New  York 
2:21  Cancer  of  the  Urinary  System 

American  Cancer  Society,  Syracuse,  New  York 
2:49  Cancer  Chemotherapy  (Solid  Tumors) 

American  Cancer  Society,  Syracuse,  New  York 
3 : 17  Diagnosis  and  Management  of  Cancer  of  the 
Colon  and  Rectum 

American  Cancer  Society,  Syracuse,  New  York 
3:41  Check  the  Neck 

American  Cancer  Society,  Syracuse,  New  York 
4:03  Cancer  of  the  Stomach 

American  Cancer  Society,  Syracuse,  New  York 
4:30  Oral  Cancer 

American  Cancer  Society,  Syracuse,  New  York 

Tuesday 

February  26,  1974 
Morning 

9:00  Preparatory  Techniques  for  Gravlee  Jet 
Washer — Endometrial  Specimens 

The  Upjohn  Company,  Kalamazoo,  Michigan 
9:24  Diabetes:  Special  Problems  in  the  Older 

Patient 

The  Upjohn  Company,  Kalamazoo,  Michigan 
9:53  Gynecologic  Laparoscopy 

The  Upjohn  Company,  Kalamazoo,  Michigan 
10:14  Medical  Potential  of  Lasers 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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10:42  Clinical  Applications  of  Lasers 

The  Upjohn  Company,  Kalamazoo,  Michigan 
11:08  Lubrication  in  Healthy  and  Arthritic  Joints 
The  Upjohn  Company,  Kalamazoo,  Michigan 
11:30  Apgar  on  Apgar 

Virginia  Apgar,  Wayne  State  University, 
Detroit,  Michigan 

11:57  The  Function  of  the  Normal  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles,  Cali- 
fornia 

Afternoon 

12:25  Physiology  of  the  Larynx  Under  Daily  Stress 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles,  Cali- 
fornia 

12:55  The  Function  of  the  Pathologic  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles,  Cali- 
fornia 

1:26  Contact  Ulcer  of  the  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles,  Cali- 
fornia 

1:44  Sperm  Maturation  in  the  Male  Reproductive 
Tract:  Development  of  Motility 

University  of  Washington,  Seattle,  Washing- 
ton 

2:04  Thyroid  Cancer:  Diagnosis  and  Treatment 
American  Cancer  Society,  Syracuse,  New  York 
2:31  Thyroid  Deficiency — Current  Concepts  of 
Diagnosis  and  Treatment 

Flint  Laboratory,  Morton  Grove,  Illinois 
3:08  Treatment  and  Diagnosis  of  Tongue  Thrust 
as  a Result  of  Deviant  Swallowing 

American  Dental  Association,  222  East  Su- 
perior Street,  Chicago,  Illinois 
3:29  Treatment  of  Dysphonia  due  to  Unilateral 
Recurrent  Nerve  Paralysis  by  the  Introcor- 
dal  Injection  of  Synthetics 

Henry  Rubin,  M.D.,  436  North  Roxbury 
Drive,  Beverly  Hills,  California 
3:51  Youth  Drug  Ward 

KQ  Educational  T.V.,  San  Francisco,  Cali- 
fornia 

4:28  Cancer  of  the  Skin 

American  Cancer  Society,  Syracuse,  New  York 


Wednesday 
February  27,  1974 

Morning 

9:00  Anesthesiology:  General  Anesthesia  in 

Obstetrics 

Ayerst  Laboratories,  New  York,  New  York 
9:22  Anesthesiology:  Spinal  Anesthesia  in  Ce- 

sarean Section 

Ayerst  Laboratories,  New  York,  New  York 

9:49  Antibiotic  Therapy:  Bacterial  Meningitis 

Ayerst  Laboratories,  New  York,  New  York 
10:21  Dermatology:  Recognition  and  Manage- 

ment of  Skin  Lesions 

Ayerst  Laboratories,  New  York,  New  York 
10:52  Gastroenterology:  The  Value  of  Cinegas- 

troscopy  in  the  Diagnosis  and  Treatment  of 
Gastric  Ulcer 

Ayerst  Laboratories,  New  York,  New  York 
11:23  Ophthalmology:  Recognizing  Glaucoma 
Ayerst  Laboratories,  New  York,  New  York 
11:57  Otology:  An  Otological  Seminar 

Ayerst  Laboratories,  New  York,  New  York 

Afternoon 

12:34  Proctology:  Anorectal  and  Sigmoidoscopic 

Examination  with  Differential  Diagnosis 
Ayerst  Laboratories,  New  York,  New  York 
1:16  Psychohormonal  Aspects  of  the  Menopause 
Ayerst  Laboratories,  New  York,  New  York 
1:45  Postmenopausal  Osteoporosis:  Differential 
Diagnosis  and  Treatment — A Study  of 
1545  Patient  Years 

Ayerst  Laboratories,  New  York,  New  York 
2:22  This  is  an  Emergency 

Herbert  Dorfman,  WCBS-TV  News,  524 
West  57th  Street,  New  York,  New  York 
2:53  The  “Screw-in”  Myocardial  Pacemaker 

Emil  A.  Naclerio,  M.D.,  and  Philip  Var- 
riale,  M.D.,  35  East  35th  Street,  New  York, 
New  York 

3:15  Penetrating  Keratoplasty  Combined  with 
Cataract  Extraction 

A.  Benedict  Rizzun,  M.D.,  F.A.C.S.,  160 
Henry  Street,  Brooklyn,  New  York 
3:29  What  Did  You  Take? 

New  York  State  Department  of  Health,  Al- 
bany, New  York 

4:11  The  Snared  Runner — Rehabilitation 

Genesee  Valley  Heart  Association,  Rochester, 
New  York 
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1974  AN NJJ Aj. J^NN^ENTION 

Technical  Exhibits 

Albert  Hall 


Bristol  Laboratories  Booth  14 

Syracuse,  New  York 

Versapen,  Kantrex,  Tetrex,  Prostaphlin,  Salutensin, 
Bristamycin,  Naldecon,  and  Polycillin 

Brookes  Research  Associates 

East  Hanover,  New  Jersey 
Marketing  Research 


Booth  2 

I 


Burroughs  Wellcome  Company  Booth  43 

Research  Triangle  Park,  North  Carolina 
Septa 


T he  Technical  Exhibits  will  again  be  located  in 
Albert  Hall  of  the  Americana  Hotel  and  will  open 
officially  on  Sunday,  February  24,  1974,  at  9:00 
A.M.  Exhibits  will  be  open  from  9:00  A.M.  to 
5:00  P.M.,  Sunday,  February  24,  to  Wednesday, 
February  27,  1974. 

Exhibitors  look  forward  to  the  pleasure  of  meeting 
and  serving  members  and  guests  of  the  Medical  Society 
of  the  State  of  New  York. 


The  Alkalol  Company  Booth  A 

Taunton,  Massachusetts 

Alkalol,  Alkalol  Nasal  Cup,  Irrigol 

Andora  Bio-Medics,  Inc.  Booth  3 

Freeport,  New  York 
Ambutrac 

Ames  Company,  Booth  25 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana 

Armour  Pharmaceutical  Company  Booth  49 

Phoenix,  Arizona 

Thyrolar,  Nicobid,  Enemecz 

Astra  Pharmaceutical  Products,  Inc.  Booth  19 

Worcester,  Massachusetts 
Xylocaine 

Ayerst  Laboratories  Booths  29  and  30 

New  York  City 

Premarin,  Atromid,  Inderal,  plus  complimentary 
lipid  determinations 

E.  & W.  Blanksteen  Agency,  Inc.  Booth  74 

New  York  City 

Insurance  Administrators 

Boehringer  Ingelheim  Ltd.  Booths  78  and  79 

Elmsford,  New  York 

Preludin,  Persantine,  Ducolax,  Alupent 


Cameron-Miller  Surgical  Booth  23 

Instruments  Company 

Chicago,  Illinois 

Coin  Guild  of  America,  Inc.  Booth  41 

Baldwin,  New  York 
Rare  coins 


The  Devereux  Foundation  Booth  7 

Devon,  Pennsylvania 

A nonprofit,  private,  residential  treatment  center 
offering  the  emotionally  disturbed  and  retarded 
child  an  opportunity  for  physical,  social,  intellectual, 
and  emotional  growth.  Academic  education,  kin- 
dergarten through  high  school,  is  provided  as  well  as 
medical,  psychiatric,  and  psychologic  services. 

Dow  Diagnostics  Booth  B 

Indianapolis,  Indiana 

Instrumentation  and  reagent  sets  for  blood  chem- 
istries, enzyme  testing,  and  organ  profiles. 


The  Emko  Company  Booth  4 

St.  Louis,  Missouri 

Emko  Vaginal  Foam  Contraceptive,  Emko  Pre-Fil, 
Sunril  Premenstrual  Capsules,  My  Own  Feminine 
Hygiene  Spray,  Towelettes,  and  Spray  Powder. 
Literature  of  Emko  Dienestrol  Foam  available. 

Encyclopaedia  Britannica,  Inc.  Booth  33 

Chicago,  Illinois 

1974  Encyclopaedia  Britannica,  Britannica  Junior, 
and  other  related  products. 


M 

Ns 


% 

Xe 


lie 
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C.  B.  Fleet  Company,  Inc.  Booth  27 

Lynchburg,  Virginia 

Fleet  Enema,  Fleet  Children’s  Enema,  Fleet  Mineral 
Oil  Enema,  Phospho-Soda,  Fleet  Theophylline 
Rectal  Unit 


Geriatric  Pharmaceutical  Corporation  Booth  18 

Floral  Park,  New  York 

Ger-O-Foam,  B-C-Bid,  Cevi-Bid 


It 
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Group  Health  Incorporated  Booth  20 

New  York  City 

Descriptive  literature 

Hoechst  Pharmaceuticals,  Inc.  Booth  24 

Somerville,  New  Jersey 

Homemakers,  Inc.  Booth  9 

New  York,  New  York 

Nationwide  home  and  health  care  service  organiza- 
tion; provides  paramedical  personnel  for  private 
duty  care  and  staff  relief. 

Ives  Laboratories,  Inc.  Booth  54 

New  York  City 

Isordil,  Cyclospasmol 

Lakeside  Laboratories,  Inc.  Booth  5 

Milwaukee,  Wisconsin 

Triclos,  Norprarim,  Cantil,  Casafru,  Genapax, 
Ipsatol,  Ipsatol/DM,  Pil-Digis,  Davoxin,  Quinora, 
and  Melynor 

Eli  Lilly  & Company  Booth  6 

Indianapolis,  Indiana 

Lederle  Laboratories  Booth  13 

Pearl  River,  New  York 

Minocin  and  Aristocort 

Mandl  School  Booth  44 

New  York  City 

Skilled  medical  assistants,  medical  secretaries,  and 
laboratory  assistants  for  the  medical  office. 

Medical  Opinion  Research  Associates  Booth  45 

New  York  City 

Medical  Personnel  Pool  Booth  36 

New  York  City 

Nursing  Service 

Merrill  Lynch,  Pierce,  Booth  12 

Fenner  & Smith,  Inc. 

New  York  City 

The  Merrill  Lynch  display  will  feature  a Telequote 
III  stock  quote  machine  to  provide  physicians  with 
up-to-date  prices  on  any  security  of  interest  to 
them.  Account  executives  from  the  firm  will  be  on 
hand  to  answer  questions  and  discuss  the  many 
services  Merrill  Lynch  offers  to  physicians. 

Met  Path,  Inc.  Booth  26 

Hackensack,  New  Jersey 

Clinical  Laboratory  Testing  Services 


New  York  State  Drug  Abuse  Booth  53 

Control  Commission 
Albany,  New  York 

A pictorial  display  of  the  program  of  the  Drug 
Abuse  Control  Commission  with  literature  to  be 
distributed  to  the  attendees. 

Olympus  Corporation  of  America  Booth  48 

New  Hyde  Park,  New  York 

Olympus  Gastrointestinal  Fiberscope,  Duodeno- 
fiberscope,  Colonofiberscope,  and  Bronchofiber- 
scope. 

Organon,  Inc.  Booth  58 

West  Orange,  New  Jersey 

Deca  Durabolin;  Hexadrol;  Cortrophin  Zinc 

Ortho  Pharmaceuticals  Booth  22 

Raritan,  New  Jersey 

A complete  line  of  medically  accepted  products  for 
the  control  of  conception  and  the  treatment  of 
vaginitis. 

Parke,  Davis  & Company  Booth  10 

Detroit,  Michigan 

Selected  Pharmaceutical  Products 

A.  H.  Robins  Company  Booth  32 

Richmond,  Virginia 

Ethical  pharmaceuticals 

Roche  Laboratories  Booths  15  and  16 

N utley.  New  Jersey 

KCRL,  CEA,  Bactrim 

William  H.  Rorer,  Inc.  Booth  21 

Fort  Washington,  Pennsylvania 

Maalox,  Camalox,  Ascriptin,  Quaalude 

Sandoz  Pharmaceuticals  Booth  28 

East  Hanover,  New  Jersey 

Mellaril,  Hydergine  and  Sanorex 

W.  B.  Saunders  Company  Booth  1 

Philadelphia,  Pennsylvania 
Medical  books 

Searle  Laboratories  Booth  11 

Chicago,  Illinois 

E.  R.  Squibb  & Sons,  Inc.  Booth  37 

Princeton,  New  Jersey 
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Standard  Brands  Company 

New  York  City 


Booths  76  and  77 


Booth  57 


United  Medical  Service,  Inc. 

New  York  City 

Brochures,  pamphlets,  and  leaflets  concerning  paid- 
in-full  benefits,  participating  physicians,  and  current 
Medicare  information. 


The  Upjohn  Company 

Kalamazoo,  Michigan 

Ethical  Pharmaceuticals 


Booth  42 


Vitalograph  Medical  Instrumentation 

Kansas  City,  Missouri 

Vitalograph  Spirometer 


Booth  8 


Booth  75 


H.  F.  Wanvig,  Inc. 

New  York  City 

Promotional  material  related  to  medical  malpractice 


insurance. 


Biomedical  Trends 

Clifton,  New  Jersey 


Booth  51 


Computer  Servicenters,  Inc. 

Birmingham,  Alabama 


Booth  52 


Datamedic  Corporation 

Huntington,  New  York 

Automated  bookkeeping  system 


Booth  34 


Hotchkiss  Instruments 

San  Francisco,  California 


Booth  35 


Warner-Chilcott  Laboratories 

Morris  Plains,  New  Jersey 
Gelusil,  Mandelamine 


Booth  55 


Winthrop  Laboratories 

New  York  City 

Talwin  Oral,  Isuprel,  Mistometer 


Booth  31 


Wyeth  Laboratories 

Philadelphia,  Pennsylvania 
Ovral,  Serax 


Booth  17 


Vita  Mix  Corporation 

Cleveland,  Ohio 


Booth  40 


ILC  Dover,  Div.  of  ILC  Industries 

Dover,  Delaware 
Ortho-walk 


Booth  50 


Medical  Plastic  Laboratory,  Inc. 

Gatesville,  Texas 

Authentic  plastic  anatomical  reproductions 


Booth  64 


Perception  Research  Services,  Inc.  Booths  61  and  62 

Englewood  011118,  New  Jersey 
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Woman’s  Auxiliary 


38th  Annual  Convention 
Americana  of  New  York 

Sunday,  February  24  through 
Wednesday,  February  27, 1974 

Mrs.  William  G.  Chorba,  President;  Mrs.  Torrence  P. 
B.  Payne,  President-Elect;  the  officers;  Convention 
Chairman,  Mrs.  Frederick  Castrovinci;  and  Convention 
Co-Chairman,  Mrs.  Eugene  Fanta  extend  to  all  doctors’ 
wives  an  invitation  to  register  and  attend  all  the  general 
sessions  and  social  functions  of  the  thirty-eighth  Annual 
Convention. 

Sunday,  February  24 

11:00  a.m.  Board  of  Directors  Meeting, 

Provence  46 

1:30-4:30  p.m.  Registration  and  Information, 

Imperial  Ballroom  Foyer 

Monday,  February  25 

8:00  a.m.—4:00  p.m.  Registration  and  Information, 
Imperial  Ballroom  Foyer 
8:45  a.m. —12  noon  House  of  Delegates, 

Imperial  Ballroom  B 
Keynote  Speaker:  Mrs.  Willard 
C.  Scrivner,  President  of  the  Wo- 
man’s Auxiliary  to  the  American 
Medical  Association 

1:00-4:30  p.m.  House  of  Delegates 

Imperial  Ballroom  B 
Reports  of  State  Chairmen 
Program  1974-1975 
Reports  of  County  Presidents 
Voting  for  Nominating  Com- 
mittee and  for  Delegates  to  the 
National  Annual  Convention, 
June  23-27,  Drake  Hotel, 
Chicago,  Illinois. 

Tuesday,  February  26 

8:00-11:30  a.m.  Registration  and  Information 
Imperial  Ballroom  Foyer 
8:45  a.m.  House  of  Delegates 

Imperial  Ballroom  B 


Installation  of  Officers 

1:00  p.m.  Luncheon  honoring  Mrs.  William  G. 

Chorba,  President  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of 


the  State  of  New  York 
Imperial  Ballroom  A 
Guest  Speaker:  Hon.  Eileen  B.  Ryan, 
Councilwoman-at-Large,  New  York 
City 

Entertainment:  To  be  announced 

Tuesday  Evening,  February  26 

Theatre  Party 

Eugene  O’Neill  Theatre,  Benefit  for 
AMA-ERF  and  Scholarship  Fund, 
Neil  Simon’s  “The  Good  Doctor” 
starring  Christopher  Plummer 
$17.50  per  person — Tax:  Benefit 
Reservations:  call  Mrs.  William  E. 
Homan 

73  Heatherbloom  Road 
White  Plains,  New  York 
10605 

(914)  946-0010 


Wednesday,  February  27 

9:00  a.m.  Board  of  Directors  Meeting 
Presidential  Suite 

7:00  p.m.  Reception  and  Dinner  Dance  honoring 
Thomas  F.  McCarthy,  M.D.,  President  of 
the  Medical  Society  of  the  State  of  New 
York 

Versailles  and  Royal  Ballrooms 


Officers 

President 
President-Elect 
First  Vice-President 
Second  Vice-President 
Recording  Secretary 
Corresponding  Secretary 
Treasurer 
Assistant  Treasurer 


Mrs.  William  G.  Chorba, 
Bronx 

Mrs.  Torrence  P.  B.  Payne, 
Orange 

Mrs.  Roy  T.  Johnson,  Chau- 
tauqua 

Mrs.  Lawrence  J.  Radice, 
Erie 

Mrs.  James  Holmblad, 
Schenectady 

Mrs.  Joseph  Polifrone, 
Bronx 

Mrs.  Raymond  Donovan, 
Richmond 

Mrs.  Joseph  Shanaphy, 
Richmond 


Convention  Committee 


Chairman 

Co-Chairman 
Upstate  Coordinator 


Mrs.  Frederick  Castrovinci, 
Queens 

Mrs.  Eugene  Fanta,  Kings 
Mrs.  Edwin  Euphrat, 
Onondaga 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


Schedule  of  Sessions 


177 


House  of 
Delegates 

February  24  through  28,  1974 
Americana  of  New  York 


Sunday,  February  24 

Opening  Session  2:00  p.m. 

Monday,  February  25 

Reference  Committee  Hearings 9:00  a.m. 

Reference  Committee  Hearings 2:00  p.m. 

Tuesday,  February  26 

Reference  Committee  Hearings 9:00  a.m. 

Second  Session  2:00  p.m. 

Wednesday,  February  27 

Third  Session 9:00a.m. 

Fourth  Session 2:00  p.m. 


9:00  a.m. 


Order  of  Business 178 

Members  of  House 182 

Reference  Committees 184 

Resume  of  Instructions  from  1973 

House  of  Actions  Thereon 188 

Annual  Reports  to  House 207 


Schedule 

of 

Sessions 


Thursday,  February  28 

Closing  Session  
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Order  of 
Business 


According  to  the  Bylaws,  Article  III,  Section  3,  the  fol- 
lowing shall  be  the  order  of  business  at  the  Sessions  of 
the  House  of  Delegates 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Creden- 
tials 

5.  Report  by  the  secretary  as  to  the  presence  or 
absence  of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  the  minutes  of  the  previous  meeting 
by  title 

8.  Report  of  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Report  of  Council  commissions  and  com- 
mittees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches  by  district 
branch  delegates 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Soci- 
ety 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1973-1974 


Albert  M.  Schwartz 

New  York 

Treasurer 


Ralph  S.  Emerson 


Nassau 

Vice-President 


Mary  H.  Spalding 

New  York 

Assistant  Treasurer 


Thomas  F.  McCarthy 

The  Bronx 

President 


Carl  Goldmark,  Jr. 

New  York 

Secretary 


George  T.  C.  Way 


Dutchess 

Speaker 


Lynn  R.  Callin 

Monroe 

President-Elect 


Joseph  G.  Zimring 


Nassau 

Assistant  Secretary 


Samuel  Wagreich 

The  Bronx 

Vice-Speaker 
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Board  of 
Trustees 
1973-1974 


Edward  C.  Hughes 

Onondaga 

Chairman 


Milton  Helpern 
New  York 


Reid  R.  Heffner 
Westchester 


Walter  T.  Heldmann 
Richmond 


Joseph  J.  Kaufman 
Wayne 


Councilors 

1973-1974 


G.  Rehmi  Denton 
Albany 


Arthur  H.  Diedrick 
Westchester 


Walter  Scott  Walls 
Erie 


James  M.  Blake 
Schenectady 


Albert  H.  Douglas 
Queens 
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Keith  O.  Guthrie,  Jr. 
New  York 


Warren  A.  Lapp 


Kings 


John  H.  Carter 
Albany 


Charles  D.  Sherman,  Jr. 
Monroe 


George  L.  Collins,  Jr. 
Erie 


Paul  M.  DeLuca 
Broome 


Abraham  W.  Freireich 
Nassau 
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1974  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a list  of  members  of  the  1974  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York 


Officers  1973-1974 

President — Thomas  F.  McCarthy,  Bronx 
President-Elect — Lynn  R.  Callin,  Monroe 
Vice-President — Ralph  S.  Emerson,  Nassau 
Secretary — Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  Nassau 
Treasurer — Albert  M.  Schwartz,  New  York 
Assistant  Treasurer — Mary  H.  Spalding,  Nassau 
Speaker — George  T.  C.  Way,  Dutchess 
Vice-Speaker — Samuel  Wagreich,  Bronx 

Councilors 

Term  Expires  1974 
G.  Rehmi  Denton,  Albany 
Arthur  H.  Diedrick,  Westchester 
Albert  H.  Douglas,  Queens 
Milton  Gordon,  Suffolk 
Term  Expires  1975 
Richard  D.  Eberle,  Onondaga 
Warren  A.  Lapp,  Kings 
Keith  O.  Guthrie,  Jr.,  New  York 
Charles  D.  Sherman,  Jr.,  Monroe 
Term  Expires  1976 
John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
Abraham  W.  Freireich,  Nassau 

Trustees 

Edward  C.  Hughes,  Onondaga,  Chairman 

Walter  T.  Heldmann,  Richmond 

Joseph  J.  Kaufman,  Wayne 

Reid  R.  Heffner,  Westchester 

James  M.  Blake,  Schenectady 

Milton  Helpem,  New  York 

Walter  Scott  Walls,  Erie 

Past  Presidents 

1950-1951 — Carlton  E.  Wertz,  Erie 
1955-1956 — Renato  J.  Azzari,  Bronx 
1957-1958 — Thurman  B.  Givan,  Kings 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — .John  M.  Galbraith,  Nassau 
1966-1967 — James  M.  Blake,  Schenectady 

1968- 1969 — Edward  C.  Hughes,  Onondaga 

1969- 1970 — Walter  T.  Heldmann,  Richmond 

1970- 1971— Walter  Scott  Walls,  Erie 

1971- 1972 — George  Himler,  Nassau 

1972- 1973 — Edward  Siegel,  Clinton 


Commissioner,  New  York  State  Department  of 
Health 

Hollis  S.  Ingraham,  Albany 

District  Delegates 

(Elected  Delegates  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — Jeff  Joseph  Coletti,  Nassau 
Third — Thomas  W.  Greenlees,  Schohane 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Jason  K.  Moyer,  Broome 
Seventh — Vincent  I.  Bonafede,  Livingston 
Eighth — David  R.  Harrington,  Genesee 
Ninth — Garrett  W.  Vink,  Putnam 

Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy — William  E.  Hermance,  Westchester 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Data  Processing  in  Medicine — Elemer  R.  Gabrieli,  Erie 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Family  and  General  Practice — M.  Theodore  Tanen- 
haus,  Kings 

Gastroenterology  and  Proctology — Bertram  A.  Portin, 
Erie 

Internal  Medicine — John  R.  Williams,  Jr.,  Monroe 
Medical-Legal  and  Workmen’s  Compensation  Matters 
—Robert  Katz,  New  York 
Neurosurgery — Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology — Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Francis  J.  Gilroy,  Broome 
Orthopedic  Surgery — Frederick  Lee  Liebolt,  New  York 
Otolaryngology — William  F.  Robbett,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 
Pediatrics — Moe  Goldstein,  Queens 
Physical  Medicine  and  Rehabilitation — Mathew  H.  M. 
Lee,  New  York 

Plastic  and  Reconstructive  Surgery — Howard  B.  Rasi, 
Kings 

Preventive  Medicine  and  Public  Health — Richard 
Nauen,  New  York 

Psychiatry — Matthew  Brody,  Kings 
Radiology — Samuel  H.  Maddl,  New  York 
School  Health — Arthur  Howard,  Fulton 
Space  Medicine — Seymour  Fiske,  New  York 
Surgery — Irving  Cramer,  Oneida 
Urology — Perrin  B.  Snyder,  New  York 
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Delegates  from  Component  County  Medical 
Societies 

Albany  (4) 

Edward  Attarian,  Albany 
James  A.  Moore,  Albany 
John  J.  Phelan,  Jr.,  Albany 
Robert  H.  Randles,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

Carl  R.  Ackerman,  Glen  Cove 
John  P.  Albanese,  The  Bronx 
Marcelle  T.  Bernard,  The  Bronx 
Alan  L.  Goldberg,  The  Bronx 
Tiffany  Lawyer,  Jr.,  The  Bronx 
John  LoCascio,  The  Bronx 
Francis  J.  Loperfido,  The  Bronx 
Milton  M.  Lowy,  The  Bronx 
Joseph  C.  Polifrone,  The  Bronx 
William  Winner,  The  Bronx 
Alvin  D.  Yasuna,  The  Bronx 
Saul  Zucker,  The  Bronx 

Broome  (3) 

John  A.  Kalb,  Endicott 
Theodore  W.  Nowicki,  Jr.,  Endicott 
John  F.  Spring,  Binghamton 

Cattaraugus  (1) 

William  C.  MacFarland,  Olean 

Cayuga  (1) 

Frank  T.  Moran,  Auburn 

Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Harriett  E.  Northrup,  Jamestown 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Henry  B.  Marshall,  Elmira 

Chenango ( 1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

George  I.  Starr,  Champlain 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

William  J.  McAuliffe,  Cortland 
Delaware  (1) 

Thomas  E.  Lavell,  Jr.,  Walton 
Dutchess  (3) 

Richard  D.  H.  Flaherty,  Poughkeepsie 
Martin  G.  Koloski,  Poughkeepsie 
Frank  C.  Starpoli,  Poughkeepsie 

Erie  (9) 

Guy  S.  Alfano,  Buffalo 
Ralph  J.  Argen,  Tonawanda 
Carmelo  S.  Armenia,  Kenmore 
Virgil  H.  F.  Boeck,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Anthony  J.  Federico,  Buffalo 
Stephen  J.  Paolini,  Buffalo 
Charles  E.  Wiles,  Cheektowaga 


Essex  (1) 

George  G.  Hart,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Greene  (1) 

Hans  W.  Leeds,  Catskill 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (2) 

Warren  W.  Daub,  Watertown 
Thomas  P.  Hamilton,  Jr.,  Watertown 

Kings  (23) 

Lawrence  Ames,  Brooklyn 
Joseph  C.  Amico,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Franklin  S.  Glickman,  Brooklyn 
David  Kershner,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Louis  Pellman,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
Bernard  Seligman,  Brooklyn 
Arthur  A.  Shachner,  Brooklyn 
John  H.  Shelley,  Howard  Beach 
Milton  B.  Spiegel,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
Dorothy  L.  Trice,  Brooklyn 

Lewis  (1) 

Livingston  (1) 

John  W.  Stoll,  Dansville 

Madison  (1) 

Theodore  J.  Prowda,  Sherrill 
Monroe  (7) 

William  L.  Craver,  Rochester 
William  B.  Forsyth,  Rochester 
Gerald  L.  Glaser,  Rochester 
James  T.  Haggerty,  Rochester 
John  H.  Morton,  Rochester 
Donald  S.  Raines,  Rochester 
Robert  C.  Webster,  Webster 

Montgomery  (1) 

Roger  L.  Miller,  Amsterdam 

Nassau  (12) 

Clement  J.  Boccalini,  Floral  Park 
Samuel  Cytryn,  Levittown 
Sears  E.  Edwards,  Garden  City 
Leo  Fishel,  Freeport 
John  P.  Glaubitz,  Bethpage 
Robert  P.  Jessup,  Syosset 
Lawrence  S.  Kryle,  Roslyn  Heights 
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Perry  R.  Mandel,  Mineola 
Harold  W.  Mayberger,  Glen  Cove 
Jack  W.  McElwain,  Bethpage 
Ernest  Michaelson,  Mineola 
Rudolf  H.  Steinharter,  Hempstead 

New  York  (30) 

Ivan  L.  Bennett,  New  York  City 
Seyton  G.  Bentham,  New  York  City 
Edgar  P.  Berry,  New  York  City 
Charles  R.  Blair,  New  York  City 
Edward  A.  Burkhardt,  New  York  City 
Kevin  M.  Cahill,  New  York  City 
George  D.  Cannon,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Gerald  D.  Dorman,  New  York  City 
Lawrence  Essenson  New  York  City 
John  A.  Finkbeiner,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Barbara  F.  Lipton,  New  York  City 
Albert  S.  Lyons,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
James  R.  Nealon,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Stephen  Nordlicht,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
Bernard  J.  Pisani,  New  York  City 
Oma  H.  Price,  New  York  City 
William  B.  Rawls,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
Philip  R.  Roen,  New  York  City 
George  M.  Saypol,  New  York  City 
Ann  M.  Shearman,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Roger  W.  Steinhardt,  New  York  City 
Meyer  Texon,  New  York  City 

Niagara  ( 2) 

John  T.  Donovan,  Jr.,  Lockport 
William  C.  Stein,  Jr.,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
George  Lim,  Rome 
Robert  B.  Wallace,  Utica 

Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Bruce  E.  Chamberlain,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
Roderick  A.  McLean,  Syracuse 
Robert  E.  Westlake,  Syracuse 

Ontario  (2) 

Orange  (3) 

Harold  Sobel,  Middletown 
Orin  A.  Wahl,  Newburgh 
Leonard  S.  Weiss,  Middletown 

Orleans  (1) 

Harvey  J.  Blanchet,  Jr.,  Medina 
Oswego  (1) 

Marcus  A.  Wuerschmidt,  Oswego 
Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  (1) 

Francis  X.  Pedlow,  Somers 


Queens  (16) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
Lester  J.  Candela,  Great  Neck 
Franz  L.  Ebstein,  Forest  Hills 
John  L.  Finnegan,  Flushing 
Irving  G.  Frohman,  Rockaway  Park 
Edith  Gutmann,  Flushing 
William  M.  Hewlett,  St.  Albans 
Philip  K.  Kaufman,  Long  Island  City 
Joseph  Klements,  Forest  Hills 
Morton  M.  Kurtz,  Flushing 
George  J.  Lawrence,  Jr.,  Flushing 
John  Edward  Lowry,  Flushing 
Norton  M.  Luger,  Fresh  Meadows 
Ralph  E.  Schlossman,  South  Ozone  Park 
Lester  R.  Tuchman,  New  York  City 

Rensselaer  (2) 

Thomas  D.  Pemrick,  Troy 
William  A.  Whyland,  Troy 

Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
Robert  J.  O’Connor,  Staten  Island 
William  A.  Schwarz,  Staten  Island 

Rockland  (4) 

Burton  Allyn,  Spring  Valley 
Bernard  H.  Berson,  Spring  Valley 
Boris  A.  Vanadzin,  New  City 
Lionel  Zemek,  New  City 

St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 

Saratoga  (1) 

John  A.  Esposito,  Saratoga  Springs 

Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 

Schoharie  (1) 

Francis  S.  Reilly,  Cobleskill 
Schuyler  (1) 

Joseph  Y.  Roberts,  Watkins  Glen 
Seneca  (1) 

Paul  C.  Jenks,  Waterloo 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 

Suffolk  (7) 

Anthony  F.  Fragola,  West  Islip 
Daniel  Friedman,  Bay  Shore 
John  G.  Hansen,  Greenport 
Joseph  F.  Palmieri,  Huntington 
Milton  Rosenberg,  Patchogue 
Herman  P.  Saltz,  Northport 
Leonard  Weitzman,  Commack 

Sullivan  (1) 

Tioga  ( 1) 

Charles  F.  Ryan,  Waverly 
Tompkins  (2) 

George  G.  McCauley,  Ithaca 
Dale  B.  Pritchard,  Ithaca 
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I Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 

Warren  (1) 

Walter  F.  Harrison,  Jr.,  Glens  Falls 
I Washington  ( 1) 


Wayne ( 1) 

James  M.  Flanagan,  Newark 

• Westchester  (8) 

Allan  H.  Bruckheim,  Harrison 
William  P.  Clark,  Tuckahoe 
Katharine  L.  Friedmann,  Ardsley 
Robert  E.  Healy,  Mt.  Kisco 
Allison  B.  Landolt,  Bronxville 
Albert  B.  Lowenfels,  Valhalla 
Robert  A.  Mayers,  Port  Chester 
Charles  Weller,  Larchmont 
Wyoming  (1) 

Richard  T.  Williams,  Warsaw 


Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 
Sol  Axelrad,  Queens 
Jeff  Joseph  Coletti,  Nassau 
Arthur  Howard,  Fulton 
Orin  A.  Wahl,  Orange 
Reports  of  Officers 
President 
President-Elect 
Secretary 
Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Council  Activities 
New  York  Delegation  to  AM  A 
Research  and  Planning 
Frederic  W\  Holcomb,  Jr.,  Ulster,  Chairman 
Daniel  Friedman,  Suffolk 
Jason  K.  Moyer,  Broome 
George  Saypol,  New  York 
Ralph  M.  Schwartz,  Kings 


Yates  (1) 

Medical  School  Delegates 

Albany  Medical  College— Anthony  P.  Tartaglia,  Alba- 
ny 

Albert  Einstein  College  of  Medicine — Morris  Rubin, 
The  Bronx 

Columbia  University  College  of  Physicians  and  Sur- 
geons— Edward  C.  Curnen,  Jr.,  New  York 

Cornell  University  Medical  College — Jack  Richard, 
New  York 

Mount  Sinai  School  of  Medicine — Sherman  Kupfer, 
New  York 

University  of  Rochester  School  of  Medicine  and  Den- 
tistry— Ernest  W.  Saward,  Monroe 

New  York  Medical  College  Flower  and  Fifth  Avenue 
Hospitals — Saverio  S.  Bentivegna,  New  York 

New  York  University  School  of  Medicine — William  C. 
Taylor,  New  York 

State  University  of  New  York  at  Buffalo  School  of 
Medicine — William  J.  Staubitz,  Erie 

State  University  of  New  York  Downstate  Medical  Cen- 
ter— Julius  E.  Stolfi,  Kings 

State  University  of  New  York  Upstate  Medical  Center 
in  Syracuse — Walter  F.  Leavell,  Onondaga 

State  University  of  New  York  at  Stony  Brook — Tamar- 
ath  K.  Yolles,  Suffolk 


Reference  Committees 


1974  House  of  Delegates 

Medical  Services 

So  cioeconom  ics 

Medical  Care  Insurance 

Workmen's  Compensation  and  Occupational  Health 

Interspecialty 

Hospital  and  Professional  Relations 

Charles  A.  Gwynn,  Onondaga,  Chairman 
Marcelle  T.  Bernard,  Bronx 
Kenneth  H.  Eckhert,  Erie 
Martin  G.  Koloski,  Dutchess 
John  J.  Phelan,  Jr.,  Albany 

Public  Health  and  Education 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Disaster  Medical  Care 
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Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Family  Physicians 

Forensic  Medicine 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 

Rural  Medical  Service 
School  Health 
Venereal  Disease 

Liaison  with  Deans  of  Medical  Schools 
Nursing  and  Paramedical  Professions 

Milton  Rosenberg,  Suffolk,  Chairman 
James  M.  Flanagan,  Wayne 
Katharine  L.  Friedmann,  Westchester 
William  J.  Staubitz,  Erie 
Boris  A.  Vanadzin,  Rockland 
Scientific  Activities,  Publications  and  Miscellaneous 
Journal 
What  Goes  On 
Archives 
Prize  Essays 
Convention 
Physician's  Placement 
District  Branches 
Publications 
Library 

Public  and  Professional  Relations 
New  York  State  Chapter,  American  Medical  Assis- 
tants Association 

Victor  J.  Tofany,  Monroe,  Chairman 
Francis  J.  Gilroy,  Broome 


Perry  R.  Mandel,  Nassau 
James  A.  Moore,  Albany 
Robert  E.  Westlake,  Onondaga 

Governmental  Affairs  and  Legal  Matters 

Federal  Legislation 
State  Legislation 

Professional  Standards  Review  Organizations 

Peer  Review 

Foundations 

New  York  State  Association  of  the  Professions 
Gerald  L.  Glaser,  Monroe,  Chairman 
Guy  S.  Alfano,  Erie 
John  A.  Finkbeiner,  New  York 
Walter  F.  Harrison,  Jr.,  Warren 
Robert  J.  O’Connor,  Richmond 

Insurance  and  Membership  Benefits 

Professional  Medical  Liability  Insurance  and  Defense 
Board 

General  Insurance 
Membership  Benefits 

Ralph  E.  Schlossman,  Queens,  Chairman 
Irwin  Felsen,  Allegany 
Richard  A.  Hughes,  Warren 
Henry  B.  Marshall,  Chemung 
M.  Theodore  Tanenhaus,  Kings 

Tellers 

Maurice  J.  Elder,  St.  Lawrence,  Chairman 

Bernard  A.  Berson,  Rockland 

Isaiah  Gross,  Bronx 

John  A.  Kalb,  Broome 

Harold  W.  Mayberger,  Nassau 

Sergeant  At  Arms 

Oma  H.  Price,  New  York,  Chairman 
Armand  J.  D’Errico,  Fulton 
Bernard  J.  Hartnett,  Cayuga 
Rosewell  D.  Shaw,  Columbia 
Wayne  C.  Templer,  Steuben 
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Nominating  Committee 


To  the  House  of  Delegates,  Ladies  and  Gentleman: 

In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the 
Nominating  Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on 
Wednesday,  November  28,  1973,  at  4:00  p.m. 


Present  were  the  following: 

First  District — Edward  A.  Burkhardt,  M.D.,  New  York 

Second  District — James  A.  Holleran,  M.D.,  Suffolk 

Third  District — G.  Rehmi  Denton,  M.D.,  Albany,  Chairman 

Fourth  District — Daniel  F.  O’Keeffe,  M.D.,  Warren 

Fifth  District — Robert  B.  Bryant,  M.D.,  Onondaga 

Sixth  District — John  F.  Spring,  M.D.,  Broome 

Seventh  District — James  M.  Flanagan,  M.D.,  Wayne 

Eighth  District — George  L.  Collins,  Jr.,  M.D.,  Erie 

Ninth  District — Katharine  L.  Friedmann,  M.D.,  Westchester 

Member-At-Large — Albert  H.  Douglas,  M.D.,  Queens 

Member- At-Large — David  Kershner,  M.D.,  Kings 


Upon  motion  duly  made  and  seconded,  the  committee  voted  to  use  closed  ballots  when  there  were  multiple  nom- 
inations for  a single  office.  The  committee  also  voted  that  when  a candidate  received  a majority  of  the  legal  votes 
cast  for  a single  office,  he  would  be  the  selected  nominee  for  that  office. 

After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  medical  societies, 
and  scientific  sections,  in  response  to  a memorandum  of  October  1,  1973,  and  nominations  from  the  floor,  your 
committee  respectfully  nominates  the  following  candidates  for  election  on  February  28,  1974: 


President — Lynn  R.  Callin,  M.D.,  Monroe 
Fb-esident-Elect — Ralph  S.  Emerson,  M.D.,  Nassau 
Vice-President — Arthur  H.  Diedrick,  M.D.,  Westchester 
Secretary — Carl  Goldmark,  Jr.,  M.D.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  M.D.,  Nassau 

Treasurer — Albert  M.  Schwartz,  M.D.,  New  York 
Assistant  Treasurer — Warren  A.  Lapp,  M.D.,  Kings 

Speaker — George  T.  C.  Way,  M.D.,  Dutchess 
Vice-Speaker — Samuel  Wagreich,  M.D.,  Bronx 
Trustees  (two  for  five  years) — Reid  R.  Heffner,  M.D.,  Westchester 

John  Edward  Lowry,  M.D.,  Queens 
Councilors  (four  for  three  years) — G.  Rehmi  Denton,  M.D.,  Albany 

Albert  H.  Douglas,  M.D.,  Queens 
Milton  Gordon,  M.D.,  Suffolk 
Allison  B.  Landolt,  M.D.,  Westchester 
(one  for  one  year) — Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 
Delegates  to  the  American  Medical  Association  for  two  years  commencing  January  1,  1975: 


Edgar  P.  Berry,  M.D.,  New  York 
Thomas  S.  Bumbalo,  M.D.,  Erie 
Lynn  R.  Callin,  M.D.,  Monroe 
John  L.  Clowe,  M.D.,  Schenectady 
Paul  M.  DeLuca,  M.D.,  Broome 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Richard  D.  Eberle,  M.D.,  Onondaga 
John  A.  Finkbeiner,  M.D.,  New  York 
Henry  I.  Fineberg,  M.D.,  Queens 
Joseph  R.  Fontanetta,  M.D.,  Kings 


Abraham  W.  Freireich,  M.D.,  Nassau 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Milton  Helpern,  M.D.,  New  York 
John  Edward  Lowry,  M.D.,  Queens 
Ralph  M.  Schwartz,  M.D.,  Kings 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
Samuel  Wagreich,  M.D.,  Bronx 
Walter  Scott  Walls,  M.D.,  Erie 
George  T.  C.  Way,  M.D.,  Dutchess 
Charles  Weller,  M.D.,  Westchester 


The  ten  nominees  receiving  the  largest  number  of  votes  will 
be  delegates;  the  second  ten  will  be  alternates. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 
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Instructions  from  1973  House 


Resume  of  instructions  of  the  1973  House  of  Delegates 
and  actions  thereon  by  the  Council,  Board  of  Trustees, 
and  Officers  as  reported  by  November  15,  1973. 

Alcoholic  Patients.  Treatment  in  General  Hospi- 
tals (page  1560).  The  House  of  Delegates  adopted  res- 
olution 73-19,  “Facilities  for  the  Treatment  of  Alcohol- 
ic Patients  in  General  Hospitals,”  Providing  that  this 
Society  “encourage  general  hospitals  to  establish  facili- 
ties for  the  treatment  of  alcoholic  patients  and  that 
any  existing  prohibition  against  the  admission  of  alco- 
holic patients  be  removed.” 

This  was  referred  to  the  Director  of  the  Division  of 
Scientific  Activities;  Copies  of  the  resolution  were  sent 
to  the  presidents  of  the  county  medical  societies. 

Amphetamines,  Use  (page  1561).  The  House 
adopted  a substitute  for  resolution  73-32,  “Drug 
Abuse,”  restating  the  opposition  of  the  Society  to  drug 
abuse,  recommending  reduction  of  amphetamine  man- 
ufacture to  the  amount  necessary  for  medical  purposes, 
urging  very  careful  and  judicious  prescribing  of  these 
drugs,  condemning  any  intravenous  use  of  ampheta- 
mines except  for  research  purposes,  and  urging  compo- 
nent medical  societies  to  take  similar  action. 

This  was  referred  to  the  Director  of  the  Division  of 
Scientific  Activities.  At  Dr.  Moore’s  suggestion  copies 
of  the  resolution  were  sent  to  the  presidents  of  the 
county  medical  societies.  In  May  the  Council  ap- 
proved a substitute  suggested  by  the  chairman  of  the 
Committee  on  Drug  Abuse. 

Resolution  82  (A-73)  providing  for  similar  action  by 
the  American  Medical  Association  was  introduced  in 
the  AM  A House  of  Delegates  by  the  New  York  delega- 
tion. It  was  amended  to  allow  for  the  intravenous  use 
of  amphetamines  for  therapeutic  medication  and,  as 
amended,  was  adopted  and  referred  to  the  Judicial 
Council. 

Arbitration  Panels  (page  1577).  The  House  adopt- 
ed a portion  of  the  report  of  the  Reference  Committee 
on  Organization,  Policies,  and  Legal  Matters,  dealing 
with  the  report  of  legal  counsel,  which  stated: 

“We  particularly  would  like  to  make  mention  of 
the  section  in  his  report  concerning  Mediation  and/ 
or  Arbitration  Panels,  which  at  the  present  time 
exist  in  New  York  and  Suffolk  Counties.  We  hope 
that  the  appropriate  committees  of  this  Society  will 
investigate  the  possible  extension  of  this  to  other 
counties.” 

This  was  referred  to  the  General  Counsel. 

Automobile  Restraints  (page  1525).  The  House 
adopted  in  principle  and  referred  to  the  Committee  on 
State  Legislation  for  further  study  resolution  73-35, 
“Mandatory  Automobile  Restraint  System  Usage 
Laws.”  The  resolution,  if  finally  approved,  would  call 
on  the  Society  to  endorse  the  model  statute  of  the  Na- 
tional Committee  on  Uniform  Traffic  Ordinances  and 
laws  and  pursue  its  enactment  by  the  Legislature  of 
New  York  State. 

Pages  referred  to  are  from  the  Minutes  of  the  1973  Annual 
Meeting  of  the  House  of  Delegates,  as  published  in  the  New 
York  State  Journal  of  Medicine  for  June  1,  1973,  pages  1354  to 
1612. 


This  was  referred  to  the  Director  of  the  Division  of 
Legislative  Affairs. 

The  annual  report  of  the  Committee  on  Accident  and 
Injury  Prevention  states: 

Testimony  was  presented  on  February  27,  1973  be- 
fore the  New  York  State’s  Legislature  Joint  Commit- 
tee on  Transportation,  by  the  Committee  Chairman, 
in  support  of  Mandatory  Usage  Laws  for  automobile 
restraint  systems.  Briefly,  the  safety  and  the  effec- 
tiveness of  belt  type  restraint  systems  were  reviewed. 
The  Australian  experience,  with  similar  legislation, 
was  presented.  These  laws  have  reduced  Australia’s 
death  rate  16  per  cent  in  rural  areas  and  24  per  cent 
in  urban  areas,  and  have  reduced  hospital  admis- 
sions from  automobile  accidents  40  per  cent  through- 
out Australia. 

A mandatory  usage  bill  was  passed  by  the  Assem- 
bly, but  died  in  Committee  in  the  Senate.  Reintro- 
duction by  Senator  Caemerer  and  Assemblyman  Far- 
rell, appears  certain  next  year.  Puerto  Rico  subse- 
quently, enacted  mandatory  restraint  ' system  usage 
legislation,  which  became  effective  July  1,  1973  and 
has  become  the  first  state  to  enact  such  legislation. 

Ad  Rem  (page  1449).  The  House  adopted  the  fol- 
lowing statement  by  the  Reference  Committee  on  Sci- 
entific Activities  and  Publications: 

“The  committee  wishes  to  express  its  admiration 
for  the  dissemination  of  information  through  Ad 
Rem.  This  continues  to  be  the  real  “Hot  Line”  to 
physicians  through  their  staff  rooms.  If  it  is  not 
posted  in  all  hospital  staff  rooms,  the  committee  rec- 
ommends that  this  be  done.” 

This  action  was  reported  to  the  Director  of  the  Divi- 
sion of  Public  and  Professional  Affairs. 

Bank  Card  Plan,  Use  in  Medical  Practice  (page 
1479).  The  House  amended  and  adopted  resolution 
73-1,  “Use  of  Bank  Card  Plan  in  Medical  Practice.” 
As  amended  the  resolution  reads: 

“ Resolved , That  the  Medical  Society  of  the  State 
of  New  York  go  on  record  as  approving  that  a physi- 
cian may  participate  ethically  in  a bank  card  plan 
upon  approval  of  the  plan  by  the  county  medical  so- 
ciety; and  be  it  further 

Resolved,  That  the  following  principles  be  used  b> 
the  county  medical  society  for  guidance  in  approving 
a bank  card  plan: 

1.  The  county  medical  society  should  be  satisfiec 
as  to  financial  and  professional  integrity  of  the  ban! 
card  plan. 

2.  Bank  card  plans  should  make  their  plans  opei 
to  all  physicians  on  the  same  terms,  and  the  plan: 
should  not  exploit  or  capitalize  on  physicians’  partic 
ipation  in  the  plans. 

3.  The  hank  card  plan  should  be  notified  that  th« 
listing  of  physicians  in  directories  of  participator 
members  is  contrary  to  the  ethics  of  the  medical  pro 
fession. 

4.  A physician  may  not,  because  of  his  participa 
tion,  increase  his  fees  for  medical  services  renderei 
the  patient. 
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5.  The  physician  may  not  use  the  plan  to  solicit 
patients,  and  should  not  encourage  patients  to  use 
the  plan. 

6.  Plaques,  signs  or  other  devices  indicating  par- 
ticipation in  the  plan  should  be  kept  to  a discreet 
and  dignified  minimum  in  the  office,  and  should  not 
be  visible  outside  the  physician’s  office;  and  be  it 
further 

Resolved,  That  the  use  of  a bank  card  in  connec- 
tion with  the  payment  of  larger  fees — which  might 
normally  be  paid  to  the  physician  in  installments — is 
not  to  be  encouraged.  All  members  of  the  Society 
are  expected  to  continue  the  traditional  practice  of 
permitting  patients  of  limited  means  to  pay  relative- 
ly large  fees  in  installments  without  interest  or 
carrying  charges.  Out  of  respect  for  the  dignity  and 
traditions  of  the  medical  profession,  the  physician 
may  not  relieve  himself  of  his  obligations  “to  render 
service  to  humanity,  reward  or  financial  gain  being  a 
subordinate  consideration”;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  not  encourage  its  members  to  utilize  the 
bank  card  plan  in  payment  of  medical  fees.” 

This  was  transmitted  to  the  officers  of  the  county 
medical  societies. 

Bill  of  Rights  for  Hospital  Patients  (page  1478). 
The  House  referred  resolution  73-62,  “The  American 
Hospital  Association’s  ‘Bill  of  Rights  for  Hospital  Pa- 
tients’,” to  the  Council  for  further  study.  The  resolu- 
tion provides  that  this  Society  and  the  American  Med- 
ical Association  reject  the  American  Hospital  Associa- 
tion’s "Hospital  Patients’  Bill  of  Rights”  in  its  present 
form  and  that  the  American  Medical  Association  urge 
the  American  Hospital  Association  to  cooperate  in  re- 
stating the  principles  which  should  underlie  an  appro- 
priate “Bill  of  Rights” — defining  and  distinguishing 
‘the  administrative  responsibilities  as  well  as  the  pro- 
fessional responsibilities  and  other  aspects  of  proper 
:are  a patient  is  entitled  to  expect  and  receive  in  the 
hospital  setting.” 

The  Council  deleted  the  “resolved”  which  called  for 
•ejection  of  the  “Bill  of  Rights”  in  its  present  form  and 
•eferred  the  remainder  of  the  resolution  to  the  chair- 
man of  the  New  York  delegation  to  the  American  Med- 
cal  Association’s  House  of  Delegates. 

The  resulting  resolution  was  introduced  in  the  AMA 
Bouse  of  Delegates  as  resolution  77  (A-73)  and  was 
idopted. 

Bylaws,  Amendments  Adopted  (pages  1378  and 
’380).  The  provisions  of  resolutions  72-93  and  72-100, 
is  amended  were  included  in  the  revised  bylaws  as 
published  in  the  June  1,  1973  issue  of  the  New  York 
state  Journal  of  Medicine. 

Bylaws,  Amendments  Proposed  (pages  1595,  1596, 
597).  Resolutions  73-7,  73-8,  73-9,  73-54,  73-81,  73-87, 
3-89.  71-77,  and  73-103  are  under  consideration  by  the 
Committee  on  Bylaws.  See  also  Continuing  Education 
page  1561). 

Cancer  Quackery  (page  1542).  The  House  adopted 
i portion  of  the  report  of  the  Reference  Committe'e  on 
3ublic  Health  and  Education  which  stated: 

“This  committee  strongly  recommends  that  the 
Medical  Society  of  the  State  of  New  York,  the  State 
Department  of  Health,  and  the  various  voluntary 
health  agencies  cooperate  in  securing  the  introduc- 
tion and  passage  of  a stronger  anti-quackery  bill.” 


This  was  referred  to  the  chairman  of  the  Committee 
on  Cancer. 

The  annual  report  of  the  Committee  on  Cancer 
states: 

Cancer  quackery  continues  to  be  of  grave  concern 
to  the  committee.  There  are  some  who  have  said 
that  adequate  laws  now  exist  to  control  quackery  and 
others  who  feel  the  problem  is  of  insufficient  magni- 
tude to  deserve  attention.  Both  of  these  assump- 
tions are  completely  unfounded  and  are  far  from  the 
fact. 

The  committee  again  entreats  the  MSSNY  and  its 
members  to  encourage  our  legislators  to  pass  a strong 
Cancer  Remedies  Act  such  as  has  been  offered  last 
year  and  the  year  before.  This  model  act  is  pat- 
terned after  the  California  Act  and  is  endorsed  by 
the  American  Cancer  Society. 

City  Record,  Subscription  (page  1526).  The  House 
of  Delegates  voted  to  refer  resolution  73-66  “Subscrip- 
tion to  ‘City  Record,”’  to  the  Coordinating  Council  of 
the  First  District  Branch. 

This  resolution  was  transmitted  to  the  chairman  of 
the  Coordinating  Council. 

Computers,  Use  in  Medical  Practice  (page  1477). 
The  House  approved  resolution  73-4,  “Judicious  Use 
of  Computers  in  Medical  Practice,”  and  referred  it  to 
the  Council  for  disposition  because  of  the  complexities 
involved  and  the  technical  expertise  necessary  to  im- 
plement these  requests. 

This  resolution  calls  on  MSSNY  to  develop  specific 
guidelines  for  the  operation  of  computer  centers  in  an 
ethical  manner,  and  to  have  the  traditional  ethical 
rules  of  professional  confidentiality  still  serving  in  the 
fundamental  relationship  between  the  physician  and 
his  patient. 

This  resolution  asks  the  county  medical  societies  to 
encourage  those  local  hospitals  which  now  incorporate 
computerization  in  their  facilities  to  expand  that  data 
bank  to  include  such  critical  clinical  data  to  make  this 
bank  useful  for  utilization  in  peer  review,  and  that 
county  medical  societies  assume  the  local  ethical  su- 
pervision of  such  data  centers  to  assure  both  physician 
and  patient  that  the  confidential  data  will  be  made 
available  only  to  those  authorized  by  the  patient. 

In  addition,  this  resolution  also  asks  that  the  man- 
agement of  an  ethical  regional  data  center  lie  within 
the  realm  of  medical  responsibility,  and  that  all  profes- 
sional personnel  employed  by  the  ethical  regional  data 
centers  be  certified  and  specially  trained  to  function 
safely  and  effectively  in  their  field. 

Finally,  this  resolution  asks  MSSNY  to  encourage 
insurance  carriers  to  adopt  claim  forms  of  standard  for- 
mat and  content,  and  adopt  uniform  reimbursement 
procedures  to  enhance  the  effectiveness  of  data  auto- 
mation in  peer  review  and  claim  management,  also,  to 
be  concerned  with  the  education  of  both  the  public  and 
the  physician  as  to  the  importance  of  health  data. 

The  Council  referred  this  to  the  administration  staff 
for  study  and  report  back  to  the  Council.  This  has 
been  referred  to  the  chairman  of  the  Committee  on 
Data  Processing  in  Medicine. 

The  annual  report  of  the  Commission  on  Public 
Health  and  Education  states: 

“A  coalition  of  professional  organizations  is  needed 
to  draw  up  guidelines  which  will  insure  future  confi- 
dentiality of  medical  histories  when  computer  data 
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processing  becomes  routine.  In  September  1973,  the 
Council  authorized  the  Data  Processing  Committee 
to  sponsor  an  organizational  meeting  for  a Task 
Force  on  Data  Processing  and  report  back  to  the 
Council,  estimated  costs  which  would  be  proportion- 
ately divided  between  participating  organizations.” 
(see  also  Annual  report  of  Committee  on  Data  Pro- 
cessing in  Medicine.) 

Continuing  Education,  Membership  Requirement 

(page  1561).  The  House  amended  and  adopted  resolu- 
tion 73-30,  “Continuing  Education,”  which,  as  amend- 
ed, refers  to  the  Committee  on  Bylaws  a resolution  to 
amend  the  bylaws  “and  mandate  continuing  education 
for  continuing  membership  in  the  Society.” 

This  resolution  is  under  consideration  by  the  Com- 
mittee on  Bylaws. 

Custodial  and  Intermediate  Patient  Care,  Use  of 
Empty  State  Hospital  Beds  (page  1560).  The  House 
adopted  resolution  73-28,  “Custodial  and  Intermediate 
Patient  Care,”  calling  on  this  Society  to  urge  the  Gov- 
ernor and  the  Commissioner  of  Mental  Hygiene  to  con- 
sider the  utilization  of  empty  beds  in  New  York  State 
Mental  Hygiene  Hospitals  for  the  intermediate  care  of 
certain  patients  who  no  longer  require  hospitalization 
in  the  regional  acute-care  institutions  where  they  now 
occupy  beds  for  custodial  care. 

This  resolution  was  sent  to  Governor  Rockefeller  and 
Commissioner  Miller. 

The  annual  report  of  the  Committee  on  Aging  and 
Nursing  Homes  states: 

The  Committee  on  Aging  and  Nursing  Homes  rec- 
ommended that  this  resolution  be  referred  by  the 
Council  to  the  Midstate  Comprehensive  Health 
Planning  Agency  for  recommendations. 

The  Council  received  further  information  and  sug- 
gested that  Midstate  Comprehensive  Health  Plan- 
ning Agency,  in  consultation  with  Central  New  York 
Hospital  and  Review  Planning  Council,  make  recom- 
mendations about  these  problems. 

At  its  June  meeting  the  Council  voted  to  request 
George  M.  Warner,  M.D.,  advisor  to  the  Committee  on 
Aging  and  Nursing  Homes  and  Director  of  the  Bureau 
of  Chronic  Disease  and  Geriatrics  of  the  New  York 
State  Department  of  Health,  to  draw  up  an  informa- 
tional paper  regarding  the  vital  issues  of  Medicare, 
Medicaid,  skilled  nursing  home  services,  intermediate 
care  facilities,  and  periodic  medical  review. 

Also  at  the  June  meeting,  the  Director  of  the  Divi- 
sion of  Scientific  Activities  presented  a report  to  the 
Council  which  contained  the  following  statements: 

When  the  Commissioner  of  Mental  Health  re- 
ceived the  1973  resolution,  he  again  contacted  the 
same  groups  as  he  had  in  1972  and  gave  the  same  ex- 
planation as  he  had  given  in  1972.  Also  that  no  de- 
partmental funds  were  available  to  recondition  the 
vacant  rooms. 

Dr.  Miller  expects  that  following  rehabilitation  of 
the  Utica  State  Hospital  there  will  be  beds  available 
on  some  kind  of  a contract  basis  for  Oneida  County 
residents  with  non-mental  diseases.  He  said  he 
would  be  willing  to  discuss  further  future  possibili- 
ties on  using  the  vacant  beds  with  a committee  rep- 
resenting the  above  mentioned  groups. 

It  is  the  opinion  of  the  Director  of  the  Division  of 
Scientific  Activities  that  MSSNY  cannot  speed  up 
the  negotiations  between  the  above  named  organiza- 
tions and  the  Department  of  Mental  Hygiene  but  he 


suggests  that  the  Midstate  Comprehensive  Health 
Planning  Agency  be  the  catalysts  in  keeping  the  ne- 
gotiations open.  Also  he  believes  that  the  Central 
New  York  Hospital  and  Review  Planning  Council  be 
consulted.  Even  though  it  has  no  authority  over  the 
use  of  mental  health  beds  it  does  have  the  expertise 
for  investigation  of  community  bed  needs  and  could 
make  recommendations  that  might  be  helpful  in  the 
solution  of  the  Oneida  Community  problem. 

The  Council  voted  approval. 


Deaths,  Medicolegal  Investigation  (page  1547). 
The  House  adopted  a portion  of  the  report  of  the  Ref- 
erence Committee  on  Public  Health  and  Education 
which  urged  “all  counties  to  change  over  to  the  medi- 
cal examiner  system  either  on  a county  or  on  a regional 
basis.”  This  reference  committee  report  was  made 
after  study  of  a report  of  the  Committee  on  Forensic 
Medicine  which  contained  a resolution  calling  for  AMA 
action  to  bring  about  an  improvement  in  the  official 
medicolegal  investigation  of  deaths. 

This  was  introduced  in  the  AMA  House  of  Delegates 
as  resolution  87  (A-73)  which  was  adopted. 


Disaster  Operations,  Integration  (page  1521).  The 
House  referred  resolution  73-22,  “Establishment  of 
New  York  State  Civil  Defense  Preparedness  Agency,” 
to  the  Commission  on  Public  Health  and  Education. 
The  resolution,  if  adopted,  would  provide  that  this 
Society  “request  legislation  for  establishment  of  a New 
York  State  Civil  Defense  Preparedness  Agency  to  func- 
tion within  the  State  and  cooperate  with  extra-state 
agencies”  and  also  send  copies  of  the  resolution  to  the 
Governor  and  the  members  of  the  State  Legislature. 

This  was  referred  to  the  Director  of  the  Division  o! 
Scientific  Activities. 

Drug  Substitution  (page  1565).  The  House  adoptee 
resolution  73-94,  “Disapproval  of  Drug  Substitution,’ 
which  calls  on  this  Society  to  condemn  the  practice  o. 
substitution  of  any  drug  for  that  which  has  been  pre 
scribed  by  a physician  and  to  urge  the  State  Legisla 
ture  not  to  pass  legislation  allowing  pharmacists  t 
substitute  less  expensive  generic  or  other  brand  nam 
equivalent  drugs  for  the  brand  name  originally  prt 
scribed. 

This  was  referred  to  the  Director  of  the  Division  c 
Legislative  Affairs. 

At  the  September  Council  meeting,  the  report  of  th 
Commission  on  Public  Health  and  Education  quoted 
letter  from  the  Director  of  State  Governmental  Affai: 
which  stated: 

In  compliance  with  this  resolution,  our  State  Me( 
ical  Society,  in  general,  opposed  all  bills  providir 
for  generic  substitution  and,  in  particular,  filed  tl 
attached  memorandum  in  opposition  to  the  followir 
bills:  S.1926  (Straub);  S.2553  (Dunne,  et  al);  S.44.' 
(Goldin);  A. 2145  (Strelzin);  and  A. 3953  (Rules 
These  bills  proposed  to  amend  the  Education  La’ 
in  relation  to  allowing  apothecaries,  pharmacists  ar 
druggists  to  substitute  a less  expensive  generic 
other  brand  name  equivalent  drug  for  the  brai 
name  drug  originally  prescribed.  All  of  the  bi 
died  in  committee. 

Dues  Notices  (page  1591).  The  House  adopted  rs 
olution  73-39,  “Annual  Dues  Notice,”  which  provid 
that  this  Society  arrange  to  have  the  distinction  I 
tween  mandatory  and  elective  charges  clearly  differe 
tiated  on  the  dues  notice. 

This  was  referred  to  the  Membership-Directory  E 
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partment,  and  this  distinction  is  now  being  made  on 
the  annual  dues  notices. 

Emergency  Medicine  Section,  MSSNY  (page  1450). 
The  House  adopted  resolution  73-36,  “Section  on 
Emergency  Medicine,”  which  directed  that  this  Soci- 
ety hold  a session  devoted  to  Emergency  Medicine  at 
, its  next  and  succeeding  annual  meetings. 

This  was  referred  to  the  Director  of  the  Division  of 
Scientific  Activities  and  Publications  and  to  the  chair- 
man of  the  Committee  on  Convention. 

The  annual  report  of  the  Committee  on  Emergency 
Health  Services  states: 

“A  combined  meeting  has  been  planned  for  the 
Emergency  Medical  Session  with  the  Preventive 
Medicine  Section  devoted  to  Emergency  Health  Ser- 
vices at  the  next  annual  meeting  of  the  State  Society 
in  February'  1974.” 

The  report  goes  on  to  describe  the  probable  nature  of 
the  program. 

Emergency  Medicine  Section,  AM  A (page  1450). 
The  House  adopted  resolution  73-102,  “Section  on 
Emergency  Medicine  in  the  American  Medical  Associ- 
ation,” instructing  the  New  York  delegation  to  the 
American  Medical  Association  to  support  the  develop- 
ment of  an  American  Medical  Association  Section  on 
Emergency  Medicine. 

This  was  introduced  in  the  AM  A House  of  Delegates 
as  resolution  78  (A-73)  and  was  referred  to  the  Refer- 
ence Committee  on  Constitution  and  Bylaws.  The 
House  adopted  Report  R (A-73)  of  the  Board  of  Trust- 
ees, dealing  with  a similar  amendment  proposed  in 
1972,  thereby  approving  a provisional  Section  on  Emer- 
gency Medicine  which  might  become  a permanent  Sec- 
tion after  participating  in  annual  convention  programs 
for  two  consecutive  years. 

Emergency  Preparedness  ( page  1544).  The  House 
adopted  a portion  of  the  report  of  the  Reference  Com- 
. mittee  on  Public  Health  and  Education  which  stated: 

“Your  reference  committee  supports  the  recom- 
mendation of  this  (Disaster  Medical  Care)  commit- 
tee for  reactivation  of  the  Civil  Defense  Preparedness 
Agencies  in  New  York  State  to  cope  with  emergen- 
cies that  may  arise  such  as  the  disastrous  floods  in 
t 1972. 

“The  need  for  emergency  telephone  numbers  such 
as  911  used  in  New  York  City,  Buffalo,  and  else- 
where was  stressed,  and  widespread  establishment  of 
such  programs  should  be  encouraged.” 

This  information  was  transmitted  to  Commissioner 
mgraham  of  the  State  Department  of  Health. 

The  annual  report  of  the  committee  on  Disaster 
Vledical  Care  states  that  the  restoration  of  a State  uni- 
ted disaster  capability  in  the  New  York  State  Division 
; ji  >f  Military  and  Naval  Affairs,  following  hurricane 
^gnes,  is  of  significance. 

The  annual  report  of  the  Committee  on  Emergency 
iealth  Services  states  that  the  Health  Department 
low  has  a communications  coordinator  and  that  gener- 
.s  il  guidelines  are  being  formulated  for  the  development 
. >f  either  a new  communications  system  or  building  on 
he  old  communications  system.  The  report  continues: 
The  committee  sees  some  need  for  the  gradual  pha- 
ein  of  standards  of  staffing,  equipment  including  com- 
munications, and  training  of  personnel  such  as  ambu- 
ance  and  emergency  department  personnel.  The  com- 
nittee  also  feels  there  is  a need  for  educating  the  pub- 
ic on  emergency  care.” 


Euthanasia,  Policy  Statement  (page  1456).  The 

House  adopted  a portion  of  the  report  of  the  Reference 
Committee  on  Standards  of  Medical  Care  which  quot- 
ed the  following  statement  from  the  report  of  the  Com- 
mittee on  Ethics,  noting  that  it  had  been  approved  by 
the  Council  as  a statement  of  policy: 

The  use  of  Euthanasia  is  not  in  the  province  of  the 
physician.  The  right  to  die  with  dignity,  or  the  ces- 
sation of  the  employment  of  extraordinary  means  to 
prolong  the  life  of  the  body  when  there  is  irrefutable 
evidence  that  biological  death  is  inevitable,  is  the 
decision  of  the  patient  and/or  the  immediate  family 
with  the  approval  of  the  family  physician. 

This  action  was  reported  to  the  chairman  of  the 
Committee  on  Ethics. 

This  has  received  considerable  publicity  and  requests 
for  a copy  of  this  statement  have  come  from  many 
parts  of  the  country. 

Hemodialysis,  Medicaid  Payments  (page  1491). 
The  House  adopted  resolution  73-27,  “Withdrawal  of 
Medicaid  Fees  for  Hemodialysis,”  calling  on  this  Soci- 
ety to  “make  every  effort  to  effect  a realistic  and  ap- 
propriate fee  schedule  for  chronic  hemodialysis.” 

This  was  referred  to  the  Bureau  of  Medicaid  of  the 
State  Department  of  Health  and  to  the  chairman  of  the 
Committee  on  Medical  Care  Insurance. 

The  annual  report  of  the  Committee  on  Medical 
Care  Insurance  states  that  the  new  provisions  of  HR  1 
covering  dialysis  therapy  may  clarify  the  problem  by 
establishing  specific  guidelines.  The  committee  voted 
to  inform  the  Council  that  it  is  in  agreement  with  Res- 
olution 273-27  and  recommends  its  implementation. 

Home  Health  Care  (page  1559).  The  House  adopt- 
ed resolution  73-18,  “Home  Health  Care  Services,”  and 
referred  it  to  the  Council  for  further  referral  “to  the 
proper  committee  for  dissemination  of  such  informa- 
tion.” 

This  resolution  calls  on  the  Medical  Society  of  the 
State  of  New  York  to  urge  the  county  medical  societies 
to  educate  their  physicians  to  accept  home  health  care 
as  an  integral  part  of  patient  management,  and  provide 
community  leadership,  both  in  improving  the  coordina- 
tion of  existing  home  care  services  and  to  encourage 
development  of  new  services  where  they  are  needed; 
also,  to  stimulate  health  insurance  and  third  party  car- 
riers, including  the  Government  to  develop  appropriate 
changes  in  benefits  and  reimbursements  to  support  the 
provision  of  home  health  services. 

This  was  referred  to  the  Executive  Vice-President  for 
implementation. 

Hospital  Accreditation,  Autopsy  Requirement 

(page  1479).  The  House  amended  and  adopted  resolu- 
tion 73-71,  “Restitution  of  Autopsy  Requirement  for 
Accreditation  of  Hospital  and  Training  Programs.” 

As  amended,  the  resolved  portion  of  the  resolution 
follows: 

“ Resolved , That  the  Medical  Society  of  the  State 
of  New  York,  in  its  concern  for  continuing  monitor- 
ing of  quality  control  of  patient  care  and  to  assure 
adequate  teaching  and  training  and  continuing  med- 
ical education  in  our  hospitals,  petition  the  Joint 
Commission  for  Accreditation  of  Hospitals  to  re- 
consider the  revocation  of  the  requirements  of  a min- 
imum percentage  of  autopsies  for  accreditation;  and 
be  it  further 

Resolved,  That  due  consideration  be  given  to  the 
requirements  of  a minimum  number  of  autopsies  as 
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well  as  a minimum  percentage  of  deaths  coming  to 
autopsy  and  the  creation  of  a new  formula  for  the 
total  number  of  autopsies  and  the  percentage  of 
deaths  coming  to  autopsy,  and  relate  same  to  the 
total  number  of  interns,  residents,  and  fellows  ob- 
taining training  in  an  approved  institution;  and  be  it 
further 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  send  copies  of  this  resolution  to  the  Joint 
Commission  for  Accreditation  of  Hospitals  and  each 
of  its  constituent  participating  agencies  (American 
Medical  Association,  American  Hospital  Association, 
American  College  of  Surgeons,  American  College  of 
Physicians),  to  the  Association  of  American  Medical 
Colleges,  the  Council  of  Teaching  Hospitals,  the 
American  Public  Health  Association,  and  other  orga- 
nizations interested  in  undergraduate  medical  and 
continuing  medical  education.” 

Copies  of  this  resolution  were  sent  to  the  Joint  Com- 
mission for  Accreditation  of  Hospitals,  the  American 
Medical  Association,  the  American  Hospital  Associa- 
tion, the  American  College  of  Physicians,  the  American 
College  of  Surgeons,  the  Association  of  American  Med- 
ical Colleges,  and  the  American  Public  Health  Associa- 
tion. 

Hospitals,  Physician  Members  on  Governing 
Boards  and  Conditions  for  Issuance  of  an  Operating 
Certificate  ( page  1456).  The  House  adopted  a portion 
of  the  report  of  the  Reference  Committee  on  Standards 
of  Medical  Care  which  stated: 

Your  reference  committee  reviewed  the  annual  re- 
port of  the  Committee  on  Hospital  and  Professional 
Relations.  The  committee  recommends  endorse- 
ment of  the  principle  that  physicians  be  placed  on 
the  governing  board  of  hospitals.  We  further  recom- 
mend that  the  component  societies  of  the  Medical 
Society  of  the  State  of  New  York  conduct  surveys  of 
hospitals  in  their  counties  to  determine  the  number 
of  physicians  on  hospital  boards  and  whether  such 
physicians  are  voting  members  and  further  to  watch 
closely  the  implementation  of  Chapter  246  of  the 
Public  Laws  of  the  State  of  New  York  1972,  which 
has  to  do  with  the  reporting  of  all  charges  and  collec- 
tions made  by  physicians  in  state,  county,  or  munici- 
pal hospitals  for  all  patients  in  the  hospitals  before 
an  operating  certificate  will  be  issued  to  these  hospi- 
tals. Fear  was  expressed  that  an  extension  of  the 
principle  involved  would  eventually  lead  to  the  dis- 
closure of  the  total  income  of  physicians.  Particular 
note  should  be  made  of  the  possible  extension  of  this 
law  in  1973  to  physicians  receiving  income  from  pri- 
vate hospitals. 

This  was  referred  to  the  officers  of  the  county  medi- 
cal societies,  to  the  Director  of  the  Division  of  Medical 
Services,  to  the  Director  of  the  Division  of  Scientific 
Activities,  and  to  the  Director  of  State  Governmental 
Affairs. 

Hospitals,  Salaried  Physicians  (pages  1457  and 
1458).  The  House  adopted  a portion  of  the  report  of 
the  Reference  Committee  on  Standards  of  Medical 
Care  which  stated: 

Your  reference  committee  reviewed  the  annual  re- 
port of  the  Committee  on  Hospital  Based  Physicians 
and  shares  the  concern  of  the  committee  on  the  in- 
creasing number  of  physicians  who  are  salaried  by 
the  hospitals  in  New  York  State  and  the  possibility 
that  the  private  practitioner  will  be  excluded  from 


practicing  in  the  hospitals.  It  is  felt  that  the  time 
has  come  for  a definite  legal  opinion  about  the  corpo- 
rate practice  of  medicine  by  hospitals,  and  your  ref- 
erence committee  agrees  with  the  Committee  on 
Hospital-Based  Physicians  that  official  legal  opinion 
be  sought  for  such  a legal  report. 

‘Your  reference  committee  endorses  the  recommen- 
dation that  physicians  in  fulltime  hospital  practice 
be  encouraged  to  join  the  Medical  Society  of  the 
State  of  New  York  so  that  the  resources  of  the  Soci- 
ety can  be  effectively  used  in  their  behalf. 

This  was  referred  to  the  General  Counsel  of  the  Soci- 
ety. On  March  27  Mr.  Burns  reported  to  Dr.  Fineberg 
that  members  of  the  New  York  State  Board  for  Medi- 
cine would  submit  questions  to  the  legal  counsel  of  the 
State  Education  Department  and/or  the  Attorney  Gen- 
eral for  an  “official”  legal  opinion  concerning  the  cor- 
porate practice  of  medicine  by  hospitals. 

Hospitals,  Contributions  to  Voluntary,  Pressure 
on  Medical  Staff  (page  1479).  The  House  amended 
and  adopted  resolution  73-79,  “Voluntary  Community 
Hospital  Pressure  Upon  Medical  Staff  for  Contribu- 
tions.” As  amended  the  resolved  portion  of  the  resolu- 
tion reads: 

“ Resolved , That  the  Medical  Society  of  the  Statt 
of  New  York  deplores  pressure  by  Voluntary  Com 
munity  Hospitals  on  the  attending  medical  staff  foi 
contributions  as  a requirement  for  maintaining  hos 
pital  staff  privileges;  and  be  it  further 

“ Resolved , That  this  information  be  transmitter 
to  the  Hospital  Association  of  New  York  State,  thi 
Public  Health  Council,  and  the  New  York  State  De 
partment  of  Health.” 

Copies  of  the  resolution  were  sent  to  Mr.  George  P 
Allen,  executive  vice-president  of  the  Hospital  Associa 
tion  of  New  York  State,  Norman  S.  Moore,  M.D 
chairman  of  the  Public  Health  Council,  and  Commis 
sioner  Ingraham  of  the  New  York  State  Health  Depart 
ment. 

Mr.  Alien  replied  as  follows: 

At  its  May  21,  1973  meeting,  the  Association 
Board  of  Trustees  adopted  an  official  Hospital  Assc 
ciation  of  New  York  State  position  of  encouragin 
hospital  medical  staffs  to  support  their  institution: 
with  a stipulation  that  such  contributions  should  nc 
be  made  a requirement  for  maintaining  hospital  sta 
privileges.  The  Association’s  position  was  also  coi 
veyed  to  the  New  York  State  Department  of  Healt 
and  the  Public  Health  Council. 

Hospital  Practice  of  Medicine  (page  1526).  T1 
House  adopted  resolution  73-67,  “Practice  of  the  Pr 
fession  of  Medicine  by  Hospital  Corporations,”  whi< 
calls  on  this  Society  to  oppose  S.920-A  and  A.861-- 
which  would  permit  a hospital  corporation  to  diagno 
and  treat  the  sick. 

This  was  referred  to  the  Director  of  the  Division 
State  Governmental  Affairs. 

Hospital  Staff  Physicians,  Committee  for  Colle 
tive  Negotiation  (page  1478).  The  House  referred  rt 
olution  73-64,  “Committee  for  Collective  Represent 
tion,  Action,  and  Negotiation  on  Behalf  of  Hospit 
Staff  Physicians,”  to  the  Council  “for  further  study  t 
cause  it  is  not  clear  that  non-salaried  physicians  are,  ; 
fact,  de  facto  administrative  employees  of  hospitals 
The  resolution  provides  that  the  name  of  the  Comm 
tee  on  Hospital-Based  Physicians  be  changed  to  “T| 
Council  of  Hospital  Staff  Physicians”  and  that  tl 
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newly  designated  Council  of  Hospital  Staff  Physicians 
clarify  its  own  legal  status  as  a collective  bargaining 
agent  for  both  salaried  and  nonsalaried  hospital  staff 
physicians  and  henceforth  concern  itself  with  the  pro- 
fessional and  economic  problems  of  all  hospital  staff 
physicians. 

The  Council  referred  this  to  the  Society’s  General 
Counsel  and  also  to  the  Director  of  the  Division  of 
Medical  Services. 

Mr.  Burns  reported,  through  Dr.  Fineberg,  at  the 
June  Council  meeting  that  the  legality  of  the  proposed 
undertaking  is  undetermined. 

The  Council  voted  disapproval  of  resolution  73-64. 

Hospital  Teaching  Programs,  Role  of  Private  Pa- 
tient (page  1501).  The  House  of  Delegates  amended 
and  adopted  resolution  73-31,  “Role  of  Private  Patients 
and  Physicians  in  Hospitals.”  The  resolution  provides 
that  this  Society  urge  each  major  service  of  each  hospi- 
tal to  establish  a committee  to  explore  the  role  of  (a) 
the  private  practitioner,  (b)  the  resident  staff,  (c)  the 
fulltime  teaching  staff,  (d)  the  director  regarding  the 
care  of  the  private  patient  and  his  participation  in  the 
teaching  program.  The  resolution  prescribes  the 

I makeup  of  such  a committee  and  calls  for  presentation 
of  a similar  resolution  to  the  House  of  Delegates  of  the 

} American  Medical  Association. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Hospital  and  Professional  Relations  and  to  the 
chairman  of  the  New  York  delegation  to  the  American 
Medical  Association. 

It  was  introduced  in  the  American  Medical  Associa- 
tion House  of  Delegates  as  resolution  79  (A-73)  which 
was  referred  to  the  Council  on  Medical  Service  and  the 

! Council  on  Medical  Education. 

House  of  Delegates  Meeting  Date  ( page  1591). 
The  House  of  Delegates  referred  resolution  73-26, 
“Change  in  Date  of  House  of  Delegates  Meetings  to  the 
Fall,”  to  the  Council  “for  exploration  and  consider- 
ation.” The  resolution  asks  that  the  House  of  Dele- 
gates “seriously  consider  changing  the  date  of  its  annu- 
al meeting  to  the  fall  of  the  year.” 

The  Council  referred  this  to  the  Executive  Vice-Pres- 
ident. 

House  of  Delegates,  Membership  (page  1566).  The 
:[  House  amended  and  adopted  resolution  73-99,  “To  In- 
crease the  Percentage  of  Minority  and  Women  Physi- 
cians in  the  House  of  Delegates.”  As  amended  the  res- 
olution reads: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  county  medical  societies  to  en- 
courage women,  minority  and  younger  physicians  to 
participate  more  actively  in  all  Society  activities  at 
all  levels  and  particularly  to  encourage  them  to  seek 
.-  ■>  office  in  the  House  of  Delegates. 

This  resolution  was  transmitted  to  the  presidents  of 
the  county  medical  societies. 

Hurricane  Agnes  (page  1598).  The  House  unani- 
mously adopted  resolution  73-105,  “Hurricane  Agnes,” 
■: ' calling  on  the  Medical  Society  of  the  State  of  New 
York  to  acknowledge  and  spread  on  the  record  its  ap- 
preciation “for  the  tremendous  public  health  operation 
successfully  executed  by  the  Department  of  Health  of 
the  State  of  New  York  following  Hurricane  Agnes.” 

This  was  transmitted  to  Commissioner  Ingraham. 
Insurance  Coverage  by  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board,  Release  of  In- 
formation (page  1593).  The  House  amended  and 


adopted  resolution  73-53,  “Prohibition  of  Releasing  the 
Dollar  Amount  of  Coverage  by  any  Physician  or  Agent 
of  the  Medical  Society  of  the  State  of  New  York  Pend- 
ing Study  by  the  Medical  Society  of  the  State  of  New 
York  as  to  the  Implications  upon  its  Programs.”  The 
amended  resolution  follows: 

Resolved,  That  MSSNY  also  request  that  the  car- 
rier and  its  general  agent  cease  from  giving  out  infor- 
mation regarding  the  amount  of  dollar  coverage  of 
medical  liability  insurance  to  any  hospital  without 
prior  authorization  from  the  physician  involved;  and 
be  it  further 

Resolved.  That  MSSNY  refer  this  entire  matter 
for  study,  review  and  recommendation  by  (a)  The 
Professional  Medical  Liability  Insurance  and  Defense 
Board;  (b)  The  Ad  Hoc  Committee  to  Study  Profes- 
sional Medical  Liability  Insurance;  (c)  General 
Agents  and  Carriers;  (d)  Office  of  the  General  Coun- 
sel; and  be  it  further 

Resolved,  That  the  report  of  this  study  be  deliv- 
ered by  the  above  named  groups  or  the  Council  with- 
in thirty  days  of  its  commencement;  and  be  it  fur- 
ther 

Resolved,  That  the  Council  issue  a statement  of 
policy  on  this  matter,  as  it  deems  fit  and  necessary, 
within  sixty  days  of  the  commencement  of  study; 
and  be  it  further 

Resolved,  That  this  matter  be  referred  to  the 
Council  for  consideration. 

This  was  referred  to  the  chairman  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board,  the 
chairman  of  the  Ad  Hoc  Committee  to  Study  Profes- 
sional Medical  Liability  Insurance,  the  Indemnity  Rep- 
resentative, and  the  General  Counsel.  It  was  also  re- 
ported to  the  Council  at  its  March  meeting. 

The  Council  voted  in  March  to  postpone  action 
pending  a decision  by  the  Public  Health  Council. 

At  the  June  Council  meeting  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board  reported  re- 
garding resolution  73-53,  “After  careful  consideration 
the  Board  felt  that  the  resolution  itself  was  impractical 
and,  therefore,  would  not  favor  its  adoption.”  The 
Council  accepted  the  June  report  of  the  Board. 

In  May  the  Council  had  voted  to  reaffirm  the  first 
resolved  paragraph  of  resolution  73-53,  “That  MSSNY 
request  that  the  carrier  and  its  general  agent  cease 
from  giving  out  information  regarding  the  amount  of 
dollar  coverage  of  medical  liability  insurance  to  any 
hospital  without  prior  authorization  from  the  physician 
involved  ...” 

Insurance  Plans,  Administrative  Section  (page 
1593).  The  House  amended  and  adopted  resolution 
73-73,  “Establishment  of  Division  of  Insurance.”  As 
amended,  the  resolution  empowers  the  Society  to 
create  an  administrative  section  to  deal  with  the  ques- 
tion of  insurance. 

This  was  referred  to  the  Executive  Vice-President 
and  a Commission  on  Insurance  and  Membership  Ben- 
efits has  been  established. 

Iron  Fortification  of  Foods  (page  1558).  The  House 
of  Delegates  referred  to  the  Council  resolution  73-14, 
“Moratorium  on  the  Consideration  by  the  Federal  Drug 
Administration  of  all  Further  Proposals  to  Fortify 
Foods  with  Iron,”  which  calls  on  this  Society  to  urge 
the  Federal  Drug  Administration  to  call  an  immediate 
moratorium  on  its  consideration  of  all  further  proposals 
to  fortify  fo6ds  with  iron. 
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The  Council  referred  this  to  the  Director  of  the  Divi- 
sion of  Scientific  Activities. 

At  the  May  Council  meeting  the  Director  of  the  Di- 
vision of  Scientific  Activities  presented  a report  of  the 
chairman  of  the  Committee  on  Metabolic  Diseases  ex- 
pressing disapproval  of  this  resolution.  The  Council 
voted  concurrence  with  the  opinion  of  the  Committee 
on  Metabolic  Diseases. 

Iron  Preparations  (page  1558).  The  House  referred 
resolution  73-13,  “Over-the-Counter  Iron  Preparation,” 
to  the  Council.  This  resolution  would  call  on  the  State 
Society  to  urge  the  Federal  Drug  Administration  to 
“delist  all  iron  compounds  from  the  over-the-counter 
proprietaty  designation”  and  “to  consider  iron  as  a pre- 
scription drug  available  only  under  the  direct  supervi- 
sion of  a physician.” 

The  Council  referred  this  to  the  Director  of  the  Divi- 
sion of  Scientific  Activities  “for  study  and  report  back 
to  the  Council.” 

The  Director  of  the  Division  of  Scientific  Activities 
reported  to  the  Council  in  May  that  both  he  and  the 
chairman  of  the  Committee  on  Metabolic  Diseases  felt 
that  this  resolution  should  be  disapproved.  The  Coun- 
cil voted  disapproval  of  resolution  73-13. 

Legislative- Alert  System  (page  1527).  The  House 
adopted  resolution  73-100,  “Establishment  of  Revised 
Legislative-Alert  System,”  which  refers  “the  matter  of 
effective  communication  concerning  medically  related 
legislation  to  the  executive  vice-president  for  further 
study.”  The  resolution  requests  a more  noticeable  and 
less  familiar  type  of  mailing  to  report  medically-related 
bills  while  still  in  committee  and  indicate  action  which 
the  Society  wishes  individual  members  to  take. 

This  resolution  was  transmitted  to  Dr.  Fineberg. 
Library  (page  1449).  The  House  adopted  a portion 
of  the  report  of  the  Reference  Committee  on  Scientific 
Activities  and  Publications  which  stated: 

It  is  recommended  by  the  Library  Committee,  and 
the  reference  committee  agrees,  that  the  Library 
should  contain  adequate  material  needed  to  study 
and  improve  methods  of  practice  and  of  health  care. 
This  material  should  be  made  available  for  the  sup- 
port of  all  current  activities  of  the  State  Medical  So- 
ciety, and  should  include  adequate  socioeconomic 
reference  works. 

Despite  assignment  of  the  income  from  the  trust 
fund  contributed  by  the  late  Mr.  Morris  J.  Bern- 
stein, the  Library  remains  underfunded  at  $6,000  per 
year.  We  recommended  to  the  Library  Committee 
that  they  submit  a request  for  funds  in  an  adequate 
amount  to  support  development  of  this  important  fa- 
cility, including  the  employment  of  a librarian. 

The  Library  Committee  reported  to  the  Council  in 
September  as  follows: 

“Emil  F.  Frey,  Librarian  at  the  State  University  at 
Stony  Brook  has  made  recommendations  for  the  de- 
velopment of  the  Albion  O.  Bernstein  Library.  This 
is  a careful  survey  with  specific  recommendations  as 
to  utilization  of  space  to  include  adjacent  Room  No. 
153  and  installation  of  shelving  for  stacks  and  work 
space  for  the  librarian,  recommended  list  of  acces- 
sions and  the  appointment  of  a part-time  librarian  to 
implement  this  function.  It  is  understood  that  the 
library  will  serve  socioeconomic  interests  only  and 
should  be  an  invaluable  asset  for  the  staff  as  well  as 
members  of  the  organization. 

“An  item  has  been  put  in  the  budget  for  the  ap- 


pointment of  a part-time  librarian  to  proceed  and 
implement  the  recommendations.  The  library  has 
been  placed  in  the  Division  of  Scientific  Publications 
for  administration. 

“The  list  of  accessions  recommended  is  to  be  re- 
viewed and  undoubtedly  curtailed  to  meet  the  pri- 
mary objective  of  the  nature  of  this  library  with  only 
a few  basic  texts  in  addition  to  socioeconomic  re- 
sources. It  would  serve  no  useful  purpose  to  detail 
the  specific  recommendations  as  to  physical  changes 
and  installations  but  these  will  be  considered  in  due 
course. 

Medicaid,  Generic  Prescriptions  (page  1494).  The 
House  amended  and  adopted  resolution  73-83,  “Medi- 
caid Action  to  Mandate  the  Use  of  Generic  Prescrip- 
tions.” The  resolution  objects  to  the  Medicaid  regula- 
tion which  requires  a physician  to  order  generics  from  a 
preset  formulary  or  to  justify  his  objections  by  tele- 
phone to  someone  who  may  not  even  be  a physician. 
It  points  out  the  danger  and  the  improprieties  of  the 
regulation  and  concludes,  “Resolved,  That,  in  view  of 
the  above  two  resolveds,  each  member  individually 
consider  whether  he  should  or  should  not  comply  with 
these  regulations.” 

This  was  referred  to  the  chairman  of  the  Committee 
on  Medical  Care  Insurance,  to  the  county  medical  soci- 
ety officers,  to  Commissioner  Ingraham  of  the  New 
York  State  Department  of  Health,  and  to  Mr.  Donald 
Baehn,  Chief  Medical  Care  Administrator  of  the  Bu- 
reau of  Medicaid. 

The  annual  report  of  the  Committee  on  Medical 
Care  Insurance  recommends  “that  the  Council  take  all 
measures  possible  to  seek  modification  of  the  objec- 
tionable features  of  the  formulary.” 

Medicaid  Operation,  Efforts  to  Improve  (page 
1493).  The  House  of  Delegates  adopted  resolution  73- 
76,  “Change  in  Medicaid,”  which  resolved 

That  the  medical  profession,  through  the  Medical 
Society  of  the  State  of  New  York  and  its  various 
component  county  medical  societies,  offers  its  assis- 
tance, advice,  and  cooperation  to  the  Legislature  and 
State  and  City  Governments  to  the  end  that  Medi- 
caid may  be  improved  in  its  operation  by  the  elimi- 
nation of  fraud  and  waste  and  that  the  recipients 
may  be  assured  efficient  good  quality  medical  care. 
Copies  of  the  resolution  were  sent  to  Donald  W. 
Baehn,  M.P.H.  chief  medical  care  administrator  of  the 
Bureau  of  Medicaid  of  the  New  York  State  Health  De- 
partment, to  Commissioner  Ingraham,  to  Governor 
Rockefeller,  to  Mr.  Gordon  Chase,  New  York  City 
Health  Services  Administrator,  to  Mayor  Lindsay,  to 
all  members  of  the  New  York  State  Senate  and  Assem- 
bly, to  the  chairman  of  the  Committee  on  Medical 
Care  Insurance,  and  to  presidents,  secretaries,  and  ex- 
ecutive secretaries  of  the  county  medical  societies. 

The  annual  report  of  the  Committee  on  Medical 
Care  Insurance  expresses  the  opinion  that  “more  effi- 
cient, personal,  and  continuous  care  could  be  rendered 
in  physicians’  offices  at  a lower  cost.” 

Medical  Corporations,  Directors  and  Members 

(page  1527).  The  House  adopted  resolution  73-68, 
“Legislation  Re  Repeal  of  Article  44  of  the  Public 
Health  Law,”  which  places  this  Society  on  record  as 
opposing  the  proposed  changes  in  Article  44  of  the 
Public  Health  Law  as  set  forth  in  S.921  and  A. 862. 
Article  44  currently  requires  that  directors  and  mem- 
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bers  of  a medical  corporation  be  licensed  and  registered 
physicians. 

This  was  referred  to  the  Director  of  the  Division  of 
State  Governmental  Affairs. 

Medical  Corporation,  Directors  and  Members 
(page  1484).  The  House  adopted  a recommendation  of 
the  Reference  Committee  on  Medical  Services  that  the 
Committee  on  Economics  be  encouraged  to  persist  in 
opposing  legislation  which  would  amend  article  44  of 
the  Public  Health  Law  to  provide  that  directors  and 
members  of  a medical  corporation  need  not  be  physi- 
cians. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Economics  and  to  the  chairman  of  the  Committee 
on  State  Legislation. 

Medical  Education,  Funding  (page  1565).  The 
House  adopted  resolution  73-98,  “To  Restore  Medical 
Education  Funding,”  which  calls  on  this  Society  to 
petition  the  Governor  and  the  Legislature  of  this  State 
for  monetary  assistance  for  the  continuation  of  fellow, 
scholar,  and  traineeship  programs  for  medical  educa- 
tion and  also  to  urge  the  American  Medical  Association 
to  petition  the  President  and  Congress  to  reallocate 
funds  to  such  programs  and  to  provide  necessary  and 
proper  aid  for  medical  education. 

This  was  transmitted  to  Executive  Vice-President 
Howard,  to  Governor  Rockefeller,  to  the  members  of 
the  New  York  State  Assembly,  and  to  the  members  of 
the  New  York  State  Senate. 

A similar  resolution  was  introduced  by  the  New  York 
delegation  to  the  American  Medical  Association  House 
of  Delegates  as  resolution  81  (A-73).  In  lieu  of  this  res- 
olution, the  AMA  House  of  Delegates  adopted  resolu- 
tion 37  (A-73),  “Abolition  of  NIH  Training  Grants.” 

Medical  Research,  Federal  Funding  (page  1527). 
The  House  adopted  resolution  73-90,  “Federal  Fund- 
ing of  Medical  Research,”  which  calls  on  this  Society 
to  express  its  grave  concern  for  the  serious  downgrading 
of  financial  support  for  medical  research  and  calls  on 
the  New  York  delegation  to  the  American  Medical  As- 
sociation to  introduce  a similar  resolution  at  the  next 
meeting  of  the  American  Medical  Association  in  New 
York  City  in  June  1973. 

Medicare,  Medical  Care  in  Teaching  Hospitals 

(page  1526).  The  House  approved  in  principle  and  re- 
ferred to  the  Council  for  further  study  resolution  73-60, 
“Discrimination  Against  Certain  Hospital  Medicare 
Beneficiaries  Under  Public  Law  92-603  (H.R.-l).”  The 
resolution,  if  adopted,  would  call  on  this  Society  and 
the  American  Medical  Association  to  legally  challenge 
the  provisions  of  HR-1  which  classify  patients  in  teach- 
ing hospitals  as  “nonprivate”  patients  to  be  cared  for 
under  Part  A of  the  Medicare  Law  and  to  make  known 
to  each  and  every  Medicare  patient  who  requires  hospi- 
talization the  effects  of  this  discriminatory  law. 

The  Council  referred  this  to  the  General  Counsel; 
Mr.  Bums  reported  to  the  Council  in  June  that  law- 
suits in  Federal  Court  challenging  section  227  of  PL 
92-603  could  not  be  properly  instituted  at  this  time;  he 
also  reported  that  conferences  were  being  held  by  rep- 
resentatives of  the  Association  of  American  Medical 
Colleges  and  the  staff  of  the  Social  Security  Adminis- 
tration “to  reach  some  agreement  on  regulations  to  be 
published.” 

The  Council  voted  to  disapprove  resolution  73-60. 

Mental  Disorders,  Insurance  (page  1522).  The 
House  adopted  a substitute  for  resolution  73-25,  “In- 


surance Coverage  for  Treatment  of  Mental  Disorders.” 
The  substitute  provided  that  the  Medical  Society  of 
the  State  of  New  York  go  on  record  as  favoring  non- 
discrim inatory  insurance  coverage  for  all  illnesses;  and 
that  this  matter  be  referred  to  the  Council  Committee 
on  Medical  Care  Insurance  for  further  study. 

This  was  reported  to  the  Director  of  the  Division  of 
Medical  Services. 

Military  Service,  Voluntary  Medical  Officer  En- 
rollment (page  1565).  The  House  amended  and 
adopted  resolution  73-97,  “Work  to  End  the  Doctor 
Draft.”  As  amended,  the  resolution  called  on  the 
Medical  Society  of  the  State  of  New  York  to  urge  the 
American  Medical  Association  to  petition  the  Presi- 
dent, the  Congress,  the  Director  of  Selective  Service, 
and  the  Department  of  Defense,  to  abolish  the  so- 
called  “Doctor  Draft”  and  to  institute  appropriate 
measures  to  develop  voluntary  medical  enrollment. 

This  resolution  was  transmitted  to  the  Executive 
Vice-President  of  the  American  Medical  Association. 
It  was  also  introduced  in  the  AMA  House  of  Delegates 
as  resolution  76  (A-73)  and  was  adopted  without 
change. 

News  of  New  York  (page  1449).  The  House  adopt- 
ed the  following  statement  by  the  Reference  Commit- 
tee on  Scientific  Activities  and  Publications: 

“The  reference  committee  would  like  to  commend 
those  involved  in  the  publication  of  News  of  New 
York.  We  believe  this  publication’s  paper,  print, 
punctuality,  and  pertinence  leads  to  usefulness  and 
readability.” 

This  action  was  reported  to  the  Director  of  the  Divi- 
sion of  Public  and  Professional  Affairs. 

Nurse  Anesthetists,  Proposed  Legislation  (page 
1523).  The  House  adopted  resolution  73-34,  “New 
York  Association  of  Nurse  Anesthetists  Proposed  Legis- 
lative Act,  providing  that  this  Society  (1)  formally  and 
officially  oppose  the  act  being  submitted  to  the  New 
York  State  Legislature  by  the  New  York  Association  of 
Nurse  Anesthetists,  (2)  make  “these  facts”  known  to 
all  its  members,  and  (3)  encourage  its  members  indi- 
vidually and  collectively  to  oppose  this  act  by  all 
means. 

This  was  referred  to  the  Director  of  the  Division  of 
State  Governmental  Affairs. 

Papanicolaou  Smears,  American  Cancer  Society 
Program  (page  1560).  The  House  adopted  resolution 
73-20,  “Endorsement  of  American  Cancer  Society’s 
Uterine  Task  Force,”  endorsing  the  Uterine  Task 
Force’s  Program  and  also  endorsing  the  concept  of  the 
taking  of  cervical  Papanicolaou  smears  by  properly 
trained  paramedical  personnel  under  appropriate  su- 
pervision. 

This  was  referred  to  the  Director  of  the  Division  of 
Scientific  Activities;  copies  of  the  resolution  were  also 
sent  to  the  presidents  of  the  county  medical  societies. 

Papanicolaou  Smear  (page  1542).  The  House 
adopted  a portion  of  the  report  of  the  Reference  Com- 
mittee on  Public  Health  and  Education  which  stated: 
“Your  reference  committee  agrees  . . . with  the 
committee  that  the  cervical  Papanicolaou  smear  be 
taken  at  least  yearly,  and  more  often  if  indicated, 
and  commends  the  recommendation  of  the  commit- 
tee to  lower  the  age  to  include  all  sexually-active  fe- 
males.” 

This  was  referred  to  the  chairman  of  the  Committee 
on  Cancer. 
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Paraprofessional  Personnel,  Identification  (page 
1557).  The  House  referred  to  the  Council  resolution 
73-11,  “Identification  of  Paraprofessional  Personnel.” 
The  Council  amended  this  resolution  by  deleting  all  of 
the  “resolved”  paragraphs  except  one,  which  reads: 

“Resolved,  That  the  Medical  Society  urge  that 
paraprofessionals  must  be  properly  identified  as  such 
by  an  insignia  or  device  worn  on  his  uniform.” 

This  was  referred  to  the  chairman  of  the  Committee 
on  State  Legislation. 

The  Committee  on  State  Legislation  reported  as  fol- 
lows to  the  Council  at  its  May  meeting: 

“Your  chairman  wrote  to  State  Health  Commis- 
sioner Hollis  S.  Ingraham,  M.D.,  and  received  the 
following  reply.  Dr.  Ingraham  stated  that  “I  agree 
with  the  intent  of  the  resolution  and,  as  you  know, 
many  hospitals  have  already  implemented  this  poli- 
cy.” He  also  said  that  rule  making  authority  of  his 
department  could  affect  hospitals  and  Physician’s 
Associates  and  was,  therefore,  referring  resolution 
73-11  for  the  advice  of  the  State  Hospital  Review  and 
Planning  Council  and  the  Physician’s  Associate  Ad- 
visory Council.” 

Pediatric  Nurse  Practitioners  ( page  1564).  The 
House  adopted  resolution  73-78,  “Pediatric  Nurse 
Practitioners,”  calling  on  this  Society  and  the  Nursing 
Association  of  New  York  State,  through  pertinent  com- 
mittees reporting  to  the  Council,  to  carefully  study  the 
present  and  future  roles  and  responsibilities  of  the 
P.N.P.  in  relation  to  the  , clinical  practice  of  medicine 
and  asks  these  committees  to  generate  specific  guide- 
lines for  clinics  and  schools  throughout  the  State  by: 
(1)  defining  the  scope  of  functions  which  may  fall 
within  the  province  of  P.N.P.  competency;  and  (2) 
stressing  the  concept  that  the  P.N.P.  can  complement 
or  facilitate  certain  physician  functions  but  not  com- 
pletely substitute  for  them. 

This  was  referred  to  the  Director  of  the  Division  of 
Scientific  Activities. 

The  annual  report  of  the  Committee  on  School 
Health  contains  the  following  statements: 

“Routine  tests  and  simple  examinations  might  be 
performed  by  a school  nurse  practitioner.  The  role 
of  a school  physician  should  be  redefined.  It  was 
brought  to  the  attention  of  the  committee  at  this 
meeting  that  52%  of  the  schools  in  the  United  States 
did  not  have  school  physicians.” 

Peer  Review,  Extension  of  Activities  (page  1477). 
The  House  amended  and  adopted  resolution  73-38, 
“Extension  of  Present  Peer  Review  to  go  Beyond  Quali- 
ty of  Patient  Care  to  Professional  and  Ethical  Perfor- 
mance in  the  Area  of  Practice.”  The  resolution  pro- 
vides that  this  Society  (1)  urge  the  extension  of  peer 
review  of  the  quality  of  patient  care  to  include  total 
performance  in  all  categories,  clinical,  administrative, 
and  ethical  (2)  encourage,  through  an  appropriate 
agency,  the  establishment  of  professional  standards  re- 
view organizations  to  do  this  work  before  legislators  or 
governmental  agencies  take  over  the  assignment  and 
(3)  encourage  the  peer  review  committees  of  county 
medical  societies  to  voluntarily  extend  their  activities 
to  cover  total  performance  in  the  delivery  of  health  ser- 
vices and  also  to  conform  to  PL  92-603  (PSRO). 

This  was  referred  to  the  officers  of  the  county  medi- 
cal societies  and  also  to  the  chairman  of  the  Commit- 
tee on  Peer  Review  Mechanisms. 

The  annual  report  of  the  Committee  on  Peer  Review 


Mechanisms  describes  the  preferences  of  county  medi- 
cal societies  regarding  PSRO  areas,  mechanisms  foi 
forming  a PSRO,  and  types  of  PSRO. 

Peer  Review,  Statistical  Data  for  (page  1476). 
The  House  adopted  resolution  73-3,  “Statistical  Date! 
for  Peer  Review,”  resolving  that  this  Society  continut 
to  urge  insurance  companies,  Blue  Shield  and  Blur! 
Cross  plans,  public  agencies,  computer  services,  anc 
others  concerned  with  the  design  and  administration  o 
health  care  financing  programs  to  organize  their  statis 
tical  data  and  experience  and  make  them  available  tx 
peer  review  bodies  for  their  use. 

This  was  referred  to  the  chairman  of  the  Committet 
on  Peer  Review  Mechanisms. 

The  annual  report  of  the  Committee  on  Peer  Reviev 
Mechanisms  states: 

“The  Committee  has  been  emphasizing  the  inten 
of  the  above  resolution  in  its  annual  reports.  In  ad 
dition  we  have  requested  the  AMA,  the  Health  In 
surance  Council,  and  the  ‘Blues’  to  make  statistics 
data  available  to  our  county  society  peer  review  com 
mittees  and  to  coordinate  uniformity  of  data  qualifi 
cations.” 

The  report  also  describes  the  committee’s  qualit 
criteria  predictor  project. 

Physician's  Assistant,  Revision  in  Legislation 

(page  1557).  The  House  of  Delegates  referred  resole 
tion  73-15,  “Revision  in  Legislation  re:  Physician'  j 

Assistant,”  to  the  Council. 

The  Council  disapproved  this  resolution. 

Physicians’  Assistants  (page  1550).  The  House  r<  ] 
ferred  the  supplementary  report  of  the  Committee  o | 
Health  Manpower  to  the  Council  with  a suggestio  | 
that  guidelines  be  prepared  for  the  use  of  physiciar 
who  make  use  of  physicians’  assistants. 

The  Council  referred  this  request  to  the  Committr  j 
on  Health  Manpower  for  specific  recommendations. 

The  annual  report  of  the  Committee  on  Health  Mai  j 
power  states  that  the  committee’s  1973  supplemental  i 
report  contained  “a  brief  summary  of  the  Physician  i 
Associate  law  and  some  broad  guidelines  for  their  use 
It  continues: 

“Admittedly  these  were  not  specific  as  to  malpra 
tice,  pay  scales  and  contractual  agreements,  but  tl  j 
answers  to  these  points  in  many  respects  were  n^ 
available  at  that  time.  We  are  now  getting  son 
input  from  the  insurance  companies  and  hope 
have  specific  wording  after  our  next  meeting.  At  o’  I 
last  meeting,  the  committee  recommended  a redu 
tion  of  the  number  of  Physician  Associates  per  phys 
cian  from  six  to  two.” 

The  annual  report  of  the  Commission  on  Publj  j 
Health  and  Education  contains  the  following  stat 
ment: 

“After  the  distribution  to  all  physicians  of  t 
State  of  a statement  regarding  Registered  PA 
signed  by  the  Commissioners  of  Health  and  Educ 
tion,  that  statement  will  be  sent  to  all  physiciai 
making  inquiries  in  this  area.  The  Council,  on  bei ; 
informed  that  MSSNY  again  would  be  invited  • 
have  input  in  the  development  of  the  PA  progra:,  \ 
voted  to  refer  to  the  Committee  on  Health  Manpo-  : 
er  any  request  to  MSSNY,  from  either  the  State  E- 
ucation  or  Health  Department,  for  assistance  in  c-  ' 
veloping  further  regulations  of  PA’s.” 

Physicians  Union  (page  1479).  The  House  of  De-  i 
gates  amended  and  adopted  resolution  73-93,  “Oppo- 
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tion  to  the  Concept  of  Withholding  Medical  Services,” 
which  reaffirms  ‘‘the  tradition  of  the  medical  profes- 
sion of  not  withholding  medical  services  or  performing 
any  act  that  will  interfere  with  the  public  welfare.” 
The  resolution,  as  amended  also  calls  for  introduction 
' of  a similar  resolution  in  the  American  Medical  Associ- 
ation House  of  Delegates. 

■*)  This  was  referred  to  the  chairman  of  the  New  York 
delegation  to  the  American  Medical  Association. 

*■  A similar  resolution  was  introduced  in  the  AMA 

- House  of  Delegates  as  resolution  86  (A-73)  and  was 
adopted. 

Poor,  Medical  Care  of  (Page  1564).  The  House 
adopted  a substitute  for  resolution  73-50,  "Medical 
Care  in  Deprived  Areas  in  New  York  State,”  and  reso- 
lution 73-96,  "To  Improve  Medical  Care  in  Rural  and 
Disadvantaged  Areas.”  The  substitute  resolution  pro- 
vides (1)  that  the  Society  reaffirm  its  commitment  to 
actively  use  its  resources  and  influence  to  provide  all 
residents  of  the  State  of  New  York  with  necessary  and 
proper  medical  care;  (2)  that  immediate  medical  relief 
be  sought  for  individuals  situated  in  rural  and  ghetto 
^ areas  as  well  as  those  unable  to  pay  for  medical  ser- 
vices; (3)  that  the  Society  affirm  its  willingness  and 
■':1  desire  to  work  with  community  and  Government  in  the 
development  and  implementation  of  public  programs 
to  ameliorate  the  current  health  care  needs;  and  (4) 
that  the  Society  pledge  to  render  cooperative  assistance 
in  planning  for  improved  housing,  sanitation,  educa- 
K'  tional  programs  and  facilities,  police  and  fire  protec- 
tion, which  must  also  be  included  in  overall  public  ef- 
: forts  to  improve  the  life  and  health  of  the  inhabitants 
D of  our  State. 

This  was  referred  to  the  Director  of  the  Division  of 
* Scientific  Activities. 

The  annual  report  of  the  Committee  on  Preventive 
'•ia  Medicine  expresses  approval  of  this  resolution  but  does 
f not  record  any  action  taken  to  implement  it. 

® At  the  May  Council  meeting  the  chairman  of  the 
Commission  on  Public  Health  and  Education  present- 
ed a letter  from  the  chairman  of  the  Committee  on 
~ Rural  Medical  Service  which  stated: 

“I  have  read  the  Resolutions  73-50  and  73-96  and 
’ feel  that  they  are  quite  proper  and  are  certainly 
needed  in  order  to  help  solve  the  problems  of  inade- 
* c quate  medical  coverage  in  rural  and  ghetto  areas  of 
' 4 our  state. 

“I  think  there  are  some  problems  which  would  be 
very  difficult  to  improve  because  of  the  difficulty  in 
obtaining  physicians  in  these  areas.  I think  asking 
: the  Governor  to  provide  monetary  assistance  is  a 

ir  great  thought,  but  do  not  think  this  would  be  possi- 

ble unless  an  analysis  of  these  areas  were  completed 
in  order  to  designate  direct  needs  and  also  types  of 
medical  assistance  needed.  I am  pretty  sure  our 
Committee  on  Rural  Health  could  get  you  some 
ideas  as  to  areas  in  need  of  medical  coverage.  As 
•-  you  know,  the  committee  through  Community  Medi- 
cal Services,  has  designed  a Do-It-Yourself  Kit  which 

- is  conducted  by  the  community  itself  under  tlie  su- 

^ pervision  and  with  the  consultation  of  Community 
: Medical  Services,  and  we  would  be  very  happy  to  co- 

operate with  any  legislative  body  who  might  be  in- 
terested in  this  kind  of  a study.  This  would  need  fi- 

X nancial  aid  and  studies  could  be  completed  if  finan- 
*■  cial  support  were  forthcoming.” 


Poor,  Medical  Care  of  the  (pages  1484  and  1485). 
The  House  adopted  a portion  of  the  report  of  the  Ref- 
erence Committee  on  Medical  Services  concurring  in  a 
statement  by  the  Committee  on  Economics  regarding 
the  limitations  and  disadvantages  of  “crisis  medicine” 
in  hospital  emergency  rooms  and  also  endorsing  the 
recommendations  of  the  Economics  Committee  for  leg- 
islative, regulatory,  and  professional  system  changes  to 
improve  the  care  of  poor  patients.  The  recommenda- 
tions were: 

1.  Return  poor  patients  to  physicians’  offices  and 
teaching  clinics  or  family  practice  models  through 

2.  Revision  of  New  York  State  Medicaid  sched- 
ules to  provide  usual  and  customary  fees,  and 

3.  Recognition  by  Medicaid  and  Medicare  of  or- 
ganized primary  patient  care  teams  of  physicians, 
physicians’  assistants,  and  nurses,  with 

4.  Well  developed  Peer  Review  to  assure  quality, 
and 

5.  Administered  on  a local  level  by  government 
contract  with  the  medical  profession. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Economics  and  to  the  chairman  of  the  Committee 
on  State  Legislation. 

The  annual  report  of  the  Committee  on  Economics 
describes  the  discussion  of  these  recommendations  at  a 
meeting  of  the  committee  in  June.  After  describing 
the  discussion  it  states: 

"It  was  suggested  that  the  Medical  Society  of  the 
State  of  New  York  develop  policies  as  discussed 
above  and,  to  implement  these,  stimulate  the  forma- 
tion of  appropriate  committees  in  the  county  medical 
societies  where  such  do  not  now  exist  and  have  such 
committees  function  at  the  local  level  where  the  spe- 
cific problems  could  best  be  recognized  and  dealt 
with.” 

The  annual  report  of  the  Committee  on  Medical 
Care  Insurance  states  that  the  committee  concurs  in 
the  recommendations  made  by  the  Committee  on  Eco- 
nomics. 

The  September  report  of  the  Committee  on  Medical 
Care  Insurance  to  the  Council  contains  the  following 
statement: 

“The  discussion  was  summarized  in  the  following 
three  resolutions,  approved  and  forwarded  to  the 
Council: 

1.  This  committee  concurs  in  the  recommenda- 
tions on  Medical  Care  for  the  Poor  submitted 
by  the  Economics  Committee  and  recommends 
their  implementation; 

2.  That  the  administration  of  the  Medicaid 
program  in  New  York  State  be  transferred 
from  governmental  to  non-governmental  agen- 
cies serving  as  fiscal  intermediaries,  similar  to 
the  Medicare  arrangement,  with  an  indemnity 
provision  to  encourage  and  broaden  the  base  of 
participating  physicians; 

3.  That  the  MSSNY  offer  its  services  to  the 
Advisory  Committees  on  Medicaid  programs  to 
establish  peer  review  criteria  to  insure  the 
quality  of  medical  care  to  Medicaid  patients.” 

Professional  Medical  Liability  Insurance  Cover- 
age, Requirement  for  Hospital  Staff  Appointments 
(page  1478).  The  House  amended  and  adopted  resolu- 
tion 73-61,  “Physician  Staff  Appointments  Dependent 
Upon  His  Having  Professional  Liability  Coverage.” 


Part  1 1 Ianuary1974  / New  York  State  Journal  of  Medicine  197 


The  amended  resolution  provides  that  this  Society 
“inform  all  hospitals  now  requiring  liability  coverage 
that  such  requirements  are  contrary  to  staff  appoint- 
ment principles,  based  solely  on  ethical,  moral,  and 
professional  considerations,  previously  espoused  by  the 
Medical  Society  of  the  State  of  New  York  and  the  civil 
authorities.” 

This  was  referred  to  the  Director  of  the  Division  of 
Medical  Services. 

Professional  Medical  Liability  Insurance  and  De- 
fense Board  (page  1579).  The  House  adopted  a por- 
tion of  the  report  of  the  Reference  Committee  on  Orga- 
nization, Policies,  and  Legal  Matters  which  stated: 

“We  feel  that  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  should  concern  itself 
more  deeply  in  revealing  to  the  membership  its  con- 
siderations, its  progress,  and,  perhaps,  even  the  pu- 
nitive measures  that  are  adopted  by  the  Board.  We 
feel  it  would  be  more  effective  ...  to  relay  these 
findings  in  writing  than  by  any  other  means  of  com- 
munication. Another  method  of  making  the  work- 
ings of  the  board  more  effective  would  be  to  enlarge 
the  number  of  members.  The  reference  committee 
reiterates  the  suggestion  that  this  Board  be  enlarged 
from  seven  to  a minimum  of  nine  members.”  We 
also  agree  with  the  concept  of  adding  ‘advisors’  as 
necessary  to  meet  the  demands  of  the  workload  of 
the  Board.” 

This  was  reported  to  the  chairman  of  the  Profession- 
al Medical  Liability  Insurance  and  Defense  Board. 

The  annual  report  of  the  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board  states: 

“We  have  submitted  a written  report  to  the  Coun- 
cil following  each  meeting,  and  we  understand  these 
reports  have  been  distributed  to  the  presidents  of  the 
county  medical  societies  throughout  the  state.” 
Proprietary  Home  Applications,  Health  Depart- 
ment Recommendations  (page  1564).  The  House  of 
Delegates  adopted  resolution  73-63,  “Approval  of  Pro- 
prietary Home  Applications,”  calling  on  the  Society  to 
request  legislation  mandating  that  the  Department  of 
Social  Services  of  the  State  of  New  York  and  local 
building  departments  include  appropriate  recommen- 
dations from  state  and  local  health  departments  in 
processing  proprietary  home  applications. 

This  was  referred  to  the  Director  of  the  Division  of 
Legislative  Affairs. 

The  annual  report  of  the  Committee  on  Aging  and 
Nursing  Homes  contains  the  following  statement  re- 
garding resolution  73-63:  At  the  recommendation  of 

the  committee,  the  Council  voted  approval  to  refer  this 
resolution  to  the  Medical  Society  of  the  County  of 
Queens  with  the  request  that  a survey  of  area  be  made 
for  report  back  to  the  committee  on  Aging  and  Nursing 
Homes. 

At  the  September  Council  meeting  the  report  of  the 
Commission  on  Public  Health  and  Education  quoted  a 
letter  from  the  Director  of  the  Division  of  Legislative 
Activities  which  stated: 

“This  resolution  was  delivered  by  me,  personally, 
to  the  office  of  the  Chairman  of  the  assembly  Health 
Committee,  Assemblyman  Chester  R.  Hardt,  at  the 
time  the  committee  was  holding  public  hearings  on 
proposals  relating  to  nursing  homes.  Although  no 
action  was  taken  on  the  resolution  during  1973,  it  is 
still  before  the  committee  which  will  continue  its 
work  through  1974.” 


PSRO,  Liaison  Committee  for  Study  of  (page 
1474).  The  House  of  Delegates  adopted  a portion  of 
the  report  of  the  Reference  Committee  on  Standards  of 
Medical  Care  which  contained  the  following  statement: 

“We  thank  Ralph  S.  Emerson,  M.D.,  chairman, 
for  his  efforts  to  maintain  the  prerogative  of  the  phy- 
sician to  establish  and  implement  Professional  Stan- 
dards Review  Organizations  in  spite  of  the  pressures 
of  outside  agencies.  Your  committee  implores  that 
every  delegate  familiarize  himself,  and  pass  on  to  his 
component  medical  society,  the  summary  of  Profes- 
sional Standards  Review  Organization,  Section  249F 
of  H.R.l  pages  1463-1470  for  immediate  action.  As 
a result  of  the  testimony  submitted  to  the  Reference 
Committee  on  Standards  of  Medical  Care,  it  is  the 
unanimous  recommendation  that  a liaison  commit- 
tee for  the  study  of  PSRO  is  imperative  and  immedi- 
ate for  implementation  of  H.R.  1. 

It  is  suggested  that  this  liaison  committee  receive 
input  from  Ralph  S.  Emerson,  M.D.,  Peer  Review 
Committee;  foundations;  uninvolved  medical  so- 
cieties; and  the  New  York  Institute  for  Research  and 
Development  in  Health  Care,  Inc.  The  agenda 
should  include  designation  of  PSRO  areas  in  the 
State;  collation  and  designation  of  initial  review  cri- 
teria and  standards  of  care;  and  methodology  for  the 
instrumentation  of  PSRO,  including  a three-tier  re-  j 
view  process  and  an  interchange  of  data  between  the 
individual  PSRO’s  and  PSRC.  It  is  further  recom- 
mended that  because  of  its  critical  importance,  this  j, 
liaison  committee  meet  within  the  very  near  future 
for  a two-or-three  day  retreat,  for  discussion  and  im-  1 
plementation  of  this  committee’s  recommendation 
because  time  is  of  the  essence,  and  because  detailed 
PSRO  programs  must  be  submitted  to  HEW  by  July 
1,  1973.  Your  reference  committee  urges  that  this 
part  of  the  report  be  referred  to  the  Council  for  early 
study  and  implementation.” 

This  statement  was  transmitted  to  the  chairman  of  j 
the  Committee  on  Peer  Review  Mechanisms,  Ralph  S. 
Emerson,  M.D.,  in  accordance  with  action  taken  by 
the  Council  at  its  March  meeting  stating  that  the 
Committee  on  Peer  Review  Mechanisms  “shall  have 
the  responsibility  of  implementing  the  recommenda- 
tion of  the  Reference  Committee.” 

The  annual  report  of  the  Commission  on  Govern- 
mental Affairs  states: 

“By  the  time  you  read  this  report,  it  is  hoped  that  , 
area  designations  will  be  made  and  that  our  State- 
wide Committee  on  PSRO  consist  essentially  of  a 
representative  from  each  PSRO  designated  area.  It 
is  hoped  that,  by  this  mechanism,  we  can  keep  in 
close  liaison  with  all  PSRO  activities  throughout  the 
State.” 

The  annual  report  of  the  Committee  on  Peer  Review 
Mechanisms  describes  the  preferences  of  county  medi-  I 
cal  societies  regarding  PSRO  areas,  mechanisms  for 
forming  a PSRO,  and  types  of  PSRO. 

The  report  also  states: 

“Our  committee  met  on  May  22,  1973  with  George 
Himler,  M.D.,  representing  the  Institute  and  John 
Glaubitz,  M.D.,  as  chairman  of  the  Committee  on 
Foundations.  The  results  of  the  poll  and  our  com-  I 
mittee  and  Institute  activities  were  discussed.” 

Regional  Medical  Programs,  Funds  (page  1563).  ll 
The  House  amended  and  adopted  resolution  73-84, 
“Exclusion  of  Regional  Medical  Programs  from  Federal 
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Budget.”  The  resolution  deplores  the  exclusion  of  the 
regional  medical  program  from  the  Administration’s 
proposed  1974  Federal  budget,  requests  that  Congress 
extend  the  RMP  legislation  and  provide  funding  neces- 
sary for  continuation  and  expansion  of  this  valuable 
program,  requests  that  the  Administration  reexamine 
its  position  and  recognize  RMP  as  an  effective  force, 
responsive  to  the  private  and  voluntary  sectors  of  the 
health  care  system  for  improving  health  services  in  line 
with  regional  priorities,  and  instructs  the  Committee 
on  Federal  Legislation  to  take  immediate  action  to  in- 
form the  Congress  of  the  United  States. 

This  was  referred  to  the  Division  of  Governmental 
Affairs. 

The  Committee  on  Federal  Legislation  reported  to 
the  Council  in  May  that  copies  of  this  resolution  had 
been  sent  to  each  of  the  39  Congressmen  from  New 
York  State  and  to  Senators  Javits  and  Buckley.  The 
committee  reported  on  replies  received  from  the  two 
Senators  and  from  twelve  members  of  the  House  of  Re- 
presentatives as  well  as  a reply  on  behalf  of  President 
Nixon  from  Harold  Margulies,  M.D.,  of  the  Regional 
Medical  Program  Service  of  the  Department  of  Health, 
Education,  and  Welfare. 

Rehabilitation  of  Physicians  (page  1559).  The 
House  referred  resolution  73-17,  “Classification  of  Phy- 
sicians Deemed  Incompetent  to  Practice  Medicine  by 
Reason  of  Mental  Illness  or  Other  Incapacitating  Pat- 
terns of  Behavior,”  to  the  Committees  on  Alcoholism, 
Mental  Health,  and  Drug  Abuse”  in  order  to  set  up 
methodology. 

This  was  reported  to  the  Director  of  the  Division  of 
Scientific  Activities. 

The  annual  report  of  the  Committee  on  Alcoholism 
contains  the  following  statement: 

“The  committee  has  utilized  some  six  months  of 
its  time  in  formulating  a new  method  whereby  our 
profession  may  (a)  augment  the  therapeutic  re- 
sources for,  and  (b)  initiate  appropriate  public  safe- 
guards from  the  alcoholic  physician.  The  initial 
evaluation  of  this  new  method  suggests  that  it  may 
serve  as  a model  for  the  approach  to  the  “sick  physi- 
cian” in  general,  and  to  that  end,  joint  meetings 
with  both  the  Drug  Abuse  and  Mental  Health  Com- 
mittees have  been  held.  A complete  report  on  this 
subject  will  be  readied  for  the  MSSNY  during  1974.” 
The  annual  report  of  the  Committee  on  Mental 
Health  states; 

“Subsequent  to  the  submission  of  this  report, 
there  will  be  a joint  meeting  of  the  Committees  of 
Alcoholism,  Drug  Abuse  and  Mental  Health  to  eval- 
uate the  problem  of  the  ‘sick  physician’  and  suggest 
solutions  to  Council  for  further  action.” 

The  annual  report  of  the  Commission  on  Public 
Health  and  Education  contains  the  following  state- 
ment: 

“The  committees  on  Alcoholism,  Mental  Health, 
and  Drug  Abuse  have  the  problem  of  what  to  do 
about  “Classification  of  physicians  deemed  incompe- 
tent to  practice  medicine  by  reason  of  mental  illness, 
or  other  incapacitating  patterns  of  behavior.”'  This 
was  Resolution  73-17.  It  is  hoped  that  a combined 
statement  on  the  subject  by  the  above  three  com- 
mittees will  be  completed  for  this  session  of  the 
House  of  Delegates.” 

Reports,  Standard  Form  (page  1502).  The  House 
adopted  resolution  73-92,  “Establishment  of  Universal, 


Standard,  or  Master  Form  for  Physicians’  Reports  to 
Third  Parties,”  calling  on  the  Society  to  go  on  record 
as  recommending  the  development  of  a single,  univer- 
sal, standard  or  master  form  to  be  used  by  physicians 
in  reporting  to  any  and  all  third  parties  and  requiring 
that  the  New  York  delegation  to  the  American  Medical 
Association  introduce  a similar  resolution  in  the  House 
of  Delegates  of  the  AMA  “and  that  they  recommend 
the  initiation  of  studies  and  negotiations  leading  to  the 
eventual  establishment  of  such  a universal  standard 
form.” 

This  was  referred  to  the  chairman  of  the  Committee 
on  Medical  Care  Insurance. 

It  was  introduced  in  the  AMA  House  of  Delegates  as 
resolution  80  (A-73),  which  was  referred  to  the  Council 
on  Medical  Service. 

The  annual  report  of  the  Committee  on  Medical 
Care  Insurance  states: 

“The  committee  had  previously  deferred  action  on 
a similar  resolution,  being  aware  that  an  AMA  com- 
mittee was  developing  such  a form.  Dr.  Howard 
stated  he  had  recently  received  a draft  of  the  pro- 
posed AMA  form  but  it  had  still  not  been  approved. 
It  was  expected  that  it  would  appear  in  its  final  form 
in  the  near  future.  Accordingly,  it  is  recommended 
that  this  resolution  be  held  in  abeyance  pending  the 
completion  of  the  AMA  form.” 

The  annual  report  of  the  Committee  on  Data  Pro- 
cessing in  Medicine  states: 

“The  committee’s  review  of  health  insurance  claim 
forms  used  in  New  York  State  reconfirmed  that  lack 
of  control  in  standardization  of  forms  leads  to  inef- 
ficiencies, confusion  and  unnecessary  increased  costs 
of  medical  care.  The  committee  requests  that  stan- 
dard claim  forms  for  the  State  be  developed  and  pro- 
cedures for  their  obligatory  use  be  enforced.” 
Resolutions,  Deadline  for  Introduction  (page  1598). 
The  House  adopted  resolution  73-59,  “Introduction  of 
Resolutions,”  which  provides  that,  with  the  exception 
of  resolutions  introduced  by  the  Scientific  Sections,  no 
new  resolution  may  be  introduced  after  9:00  a.m.  on 
Monday  morning  or  following  the  beginning  of  hearings 
by  the  reference  committees,  whichever  occurs  first, 
except  upon  unanimous  consent  of  the  House. 

This  was  referred  to  George  T.  C.  Way,  M.D., 
Speaker  of  the  House  of  Delegates.  This  deadline  will 
be  in  force  at  the  1974  meeting. 

School  Buses  (page  1525).  The  House  amended  and 
adopted  resolution  73-33,  “The  Health  and  Safety  of 
Children  Transported  in  School  Buses.”  As  amended, 
the  resolved  portions  of  the  resolution  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  compliance  with  Pupil 
Transportation  Highway  Safety  Program  Standard 
#17  of  the  United  States  Department  of  Transporta- 
tion by  all  the  school  districts  in  the  State  of  New 
York  be  made  mandatory  by  law,  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  compliance  with  the  present  Educa- 
tion Law  as  regards  transportation;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  prompt  and  vigorous  consideration  be 
given  to  the  following  measures  with  the  anticipation 
of  early  implementation  by  the  Department  of  Edu- 
cation: 
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1.  The  elimination  of  all  standees  on  moving 
buses  as  stated  in  Department  of  Transporta- 
tion Standard  #17. 

2.  The  requirement  that  all  school  bus  drivers 
receive  a specified  number  of  hours  of  training 
in  child  relationships  as  applied  to  school  bus 
discipline. 

3.  The  erection  on  suitable  numbers  of  major 
roads  in  every  school  district,  except  in  New 
York  City,  of  signs  in  school  bus  chrome  yellow 
with  black  letters  of  a size  consistent  with 
highway  speeds,  to  read,  “IT  IS  ILLEGAL  TO 
PASS  A STOPPED  SCHOOL  BUS  IN  NEW 
YORK  STATE.” 

4.  Research  and  development  in  interior  bus 
design  to  improve  containment  of  the  unbelted 
passenger  and  elimination  of  injury  producing 
objects. 

5.  Research  and  development  in  bus  design  to 
permit  greater  energy  absorption  of  front  and 
rear  ends,  improvement  of  braking  and  anti- 
skid systems,  design  of  properly  secured  pop- 
out  windows,  and  securing  of  body  panels  to 
minimize  separation  of  such  panels  in  a crash. 

6.  Further  restriction  of  school  buses  to  their 
proper  and  legitimate  function  as  limited  by 
current  bus  design,  including  the  lowering  of 
the  maximum  speed  limit  from  50  mph  to  35 
mph,  as  is  presently  recommended  by  the 
State  Education  Law;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  petition  the  Governor,  the  Legisla- 
ture, particularly  Senator  Caemmerer  and  Assem- 
blyman Farrell,  the  appropriate  regulatory  agen- 
cies (Departments  of  Motor  Vehicles  and  Trans- 
portation) and  the  New  York  State  Traffic  Safety 
Council  to  set  proper  school  bus  safety  standards 
in  New  York  State,  and/or  that  these  standards  be 
set  nationally. 

Copies  of  the  resolution  were  sent  to  members  of  the 
New  York  State  Assembly,  members  of  the  New  York 
State  Senate,  the  chairman  of  the  New  York  State  In- 
terdepartmental Traffic  Safety  Council,  the  commis- 
sioner of  the  State  Department  of  Motor  Vehicles,  and 
the  superintendent  of  the  State  Department  of  Trans- 
portation. 

The  annual  report  of  the  Committee  on  School 
Health  expresses  approval  of  this  resolution  and  of  the 
procedure  followed  to  implement  it. 

The  annual  report  of  the  Committee  on  Accident  and 
Injury  Prevention  contains  the  following  statements: 

A statement  concerning  School  Bus  Safety  was 
presented  by  the  Committee  Chairman,  before  the 
Assembly  Standing  Committee  on  Transportation, 
on  April  10,  1973. 

It  was  recommended  that  a resolution  be  passed  by 
the  New  York  State  Legislature,  demanding  that  the 
National  Highway  Traffic  Safety  Administration  of 
the  U.S.  Department  of  Transportation,  develop  ve- 
hicle construction  standards  for  improved  occupant 
protection.  Specifically,  increased  strength  of  the 
occupant  compartment,  and  the  installation  of  high 
back  padded  seats  should  be  required.  A pilot  study 
to  determine  the  feasibility  of  belt  type  restraint  sys- 
tems for  school  bus  occupants  should  also  be  under- 
taken. 


Subsequently,  legislation  was  passed  and  signed  by 
the  Governor,  requiring  high  seat  backs  and  a special 
training  program  for  school  bus  drivers.” 

In  May,  the  Executive  Committee  reported  to  the 
Council  that  it  had  received  a letter  from  Senator  John 
D.  Caemmerer,  Chairman  Committee  on  Transporta- 
tion, dated  April  25th,  acknowledging  receipt  of  resolu- 
tion concerning  School  Bus  Safety.  Senator  Caem- 
merer enclosed  copy  of  legislation  introduced  by  him, 
“An  Act  To  amend  the  vehicle  and  traffic  law,  in  rela- 
tion to  providing  special  licensing  requirements  for  bus 
drivers,”  and  assuring  that  he  will  support  generally 
the  position  of  the  Society. 

Smallpox  Vaccination  (page  1558).  The  House 
voted  not  to  adopt  resolution  73-12,  “Rescinding  or 
Modification  of  Current  Regulations  on  Smallpox  Vac- 
cination.” This  action  was  taken  following  consider- 
ation of  a portion  of  the  report  of  the  Reference  Com- 
mittee on  Public  Health  and  Education  which  con- 
tained the  following  statement: 

“The  reference  committee  recommends  that  Reso- 
lution 73-12  be  disapproved,  with,  however,  the  ad- 
monition that  physicians  be  advised  to  obtain  in- 
formed consent  from  all  those  who  desire  smallpox 
vaccination  or  whom  the  physician  decides  should  be 
vaccinated  and  that  the  Medical  Society  of  the  State 
of  New  York  periodically  alert  all  physicians  to  the 
contraindications  of  smallpox  vaccinations  for  infants 
up  to  one  year  old  and  infants,  children,  and  adults 
who  have  eczema  and  allergies  or  other  dermatoses 
and  children  and  adults  with  open  wounds.” 

This  action  was  reported  to  the  Executive  Vice-Pres- 
ident. 

The  annual  report  of  the  Committee  on  Preventive 
Medicine  states  that  in  September  1973  the  Council 
adopted  the  committee’s  resolution  calling  for  manda- 
tory smallpox  vaccination  for  school  admissions. 

The  annual  report  of  the  Committee  on  School 
Health  states  that  the  committee  is  considering  and 
will  report  on  “the  uniform  policy  of  immunizations  of 
infants  and  children  in  New  York  State.” 

Standards  for  Approval  of  New  York  State  Medi- 
cal Care  Plans  (page  1491).  The  House  amended  and 
adopted  the  revised  statement  on  professional  partici- 
pation adopted  by  the  Council  for  inclusion  in  the 
“Standards  for  Approval  of  New  York  State  Medical 
Care  Plans.”  The  paragraph  as  amended  and  adopted 
reads: 

“ Professional  Participation 

“The  physicians  on  the  governing  body  shall  be 
totally  participating  physicians  (a  physician  who 
has  signed  all  of  the  physician  agreements  offered 
by  the  Blue  Shield  Plan  approved  by  the  Society) 
who  are  designated  as  nominees  (at  least  two  for 
each  position  vacancy  on  the  governing  Board)  to 
the  nominating  committee  on  the  Blue  Shield  Plan 
by  the  local  county  medical  society  or  societies 
and/or  the  Medical  Society  of  the  State  of  New 
York.” 

This  was  referred  to  the  chairman  of  the  Committee 
on  Medical  Care  Insurance. 

Student  Membership  (page  1593).  The  House 
adopted  resolution  73-58,  “Medical  Student  Member- 
ship in  County  Societies,”  which  provides  “that  the 
component  county  medical  societies  be  permitted  to 
amend  their  bylaws  so  as  to  create  a category  of  mem- 
bership for  medical  students.” 
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Upon  advice  of  the  General  Counsel,  the  Executive 
Vice-President  decided  not  to  transmit  this  resolution 
to  the  officers  of  the  county  medical  societies  or  to  the 
chairman  of  the  Council  Committee  on  Constitution 
and  Bylaws. 

Triplicate  Prescriptions  (pages  1520  and  1521). 
The  Reference  Committee  on  Public  and  Professional 
Affairs  presented  a substitute  for  resolutions  73-21,  73- 
69,  73-74,  73-75,  and  75-104.  The  Substitute  was 
amended  and  adopted  by  the  House  of  Delegates.  As 
amended,  the  resolved  portion  of  the  substitute  resolu- 
tion reads: 

“ Resolved , That  the  Medical  Society  of  the  State 
of  New  York  make  every  effort  to  effect  the  repeal  of 
the  section  on  Triplicate  Prescriptions  contained  in 
Chapter  878,  Laws  of  1972  (A.  11637;  Hardt),  and  be 
it  further 

Resolved,  That  this  portion  of  the  Reference  Com- 
mittee’s report,  including  the  entire  resolution,  be 
sent  to  the  Governor  of  New  York  State  and  all  the 
legislators;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  contact  other  public  interest  bodies  con- 
cerned with  the  preservation  of  the  rights  of  citizens 
with  a view  to  taking  legal  action  against  this  law.” 
Copies  of  the  entire  substitute  resolution  were  sent 
to  Governor  Rockefeller,  to  the  members  of  the  New 
York  State  Senate,  and  to  the  members  of  the  New 
York  State  Assembly. 

The  annual  report  of  the  Committee  on  Drug  Abuse 
states: 

“Much  of  the  activities  in  the  past  were  focused  on 
the  new  Controlled  Substances  Act  which  was  passed 
by  the  New  York  State  Legislature  and  went  into  ef- 
fect on  April  1,  1973.  Your  Chairman  submitted  a 
report  concerning  the  Controlled  Substances  Act  and 
made  recommendation  for  changes  and/or  amend- 
ments in  this  act.  As  of  the  present  time  there  have 
been  no  real  changes  made  in  the  act  or  further  pro- 
tecting the  confidentiality  of  the  Doctor-Patient  rela- 
tionship.” 

The  annual  report  of  the  Committee  on  State  Legis- 
lation states: 

“Although  there  was  hope  until  the  last  minute  of 
the  session  that  the  so-called  triplicate  prescription 
repealer  bill  (A. 5148,  Boland  et  al.  and  its  compan- 
ion S.3145,  Pisani)  might  still  be  reported  out,  both 
bills  remained  in  their  respective  committees.” 

Venereal  Disease  Tests,  Regional  Laboratories 
(page  1563).  The  House  adopted  resolution  73-49, 
“Regional  Laboratory  Service  for  Diagnosis  of  Gonor- 
rhea and  Syphilis,”  which  calls  on  the  Society  to  rec- 
ommend that  the  State  Department  of  Health  provide 
reimbursement  for  all  venereal  disease  tests  done  local- 
ly in  accredited  laboratories. 

This  was  referred  to  the  Director  of  the  Division  of 
Scientific  Activities.  The  resolution  was  transmitted 
to  the  Commissioner  of  Health  and  a reply  was  re- 
ceived from  Roger  C.  Herdman,  M.D.,  Deputy  Com- 
missioner for  Research  and  Development,  which  con- 
tained the  following  statement: 

“From  the  standpoint  of  the  Health  Department,  the 
advances  in  methodology  and  research  which  have  re- 
sulted from  a larger  central  organization  would  be  im- 
possible with  small  decentralized  operations.  A great 
deal  of  basic  bacteriology  has  been  accomplished  be- 
cause we  have  received  tens  and  tens  of  thousands  of 


cultures  from  the  gonorrhea  program.  A much  im- 
proved transport  medium  has  been  developed  by  the 
lab  and  is  being  put  into  use;  and,  of  course,  central- 
ized data  does  provide  us  with  a much  better  picture  of 
gonorrhea  in  the  State.” 

A later  letter  from  Dr.  Herdman  reports  on  "a  study 
which  was  done  by  the  Erie  County  laboratory  which 
documents  that  the  mailing  and  reporting  problem  ex- 
ists even  when  the  cultures  are  shipped  to  a local  lab 
and  there  is  not  much  difference  between  shipping 
them  to  Albany  vs  a laboratory  close  by.” 

What  Goes  On  (page  1448).  The  House  adopted  a 
portion  of  the  report  of  the  Reference  Committee  on 
Scientific  Activities  and  Publications  which  stated: 

“The  reference  committee  reviewed  the  publica- 
tion of  this  schedule  of  medical  meetings.  It  be- 
lieves this  should  continue  as  an  insert  in  the  New 
York  State  Journal  of  Medicine  in  its  present  format. 
The  committee  recommends  improvement  of  the 
comprehensive  listing  through  local  information 
gathering  centers  so  that  this  section  will  truly  re- 
flect what  goes  on  in  New  York  State.” 

This  information  was  transmitted  to  the  editor  of 
What  Goes  On. 

The  Editor  of  What  Goes  On  reports  that  during  the 
year  “some  1,300  notices  for  hospitals,  medical  schools, 
academies  of  medicine,  specialty  societies,  county 
medical  societies,  and  others”  were  listed. 

Workmen’s  Compensation,  Authorization  for 
Treatment  (pages  1498  and  1499).  The  House  amend- 
ed and  adopted  resolution  73-43,  “Authorization  for 
Treatment  of  Patient  in  Workmen’s  Compensation 
Cases,”  providing  that  this  Society  “urge  the  Work- 
men’s Compensation  Board  to  raise  the  limit  at  which 
authorization  for  expenditure  for  examinations  and 
treatment  such  as  a specialist’s  consultation,  surgical 
procedures,  x-rays,  physical  therapy,  and  so  forth  must 
be  obtained  from  employer,  carrier,  or  referee  from  $35 
to  at  least  $75  to  relate  it  to  present  day  fees.” 

This  was  referred  to  the  chairman  of  the  Committee 
on  Workmen’s  Compensation. 

The  annual  report  of  the  Committee  on  State  Legis- 
lation reports  passage  and  signing  of  A. 4726,  now 
Chapter  482,  laws  of  1973,  which  increases  the  maxi- 
mum fee  claim,  without  authorization,  for  treatment 
under  Workmen’s  Compensation  Law,  from  $15  to  $35 
for  diagnostic  tests  and  from  $35  to  $75  for  surgical  op- 
erations. 

This  information  is  given  also  in  the  report  of  the 
Committee  on  Workmen’s  Compensation,  which  pro- 
vides the  additional 'information  that  this  amendment 
to  Section  13-a(5)  became  effective  on  June  5, 1973. 

Workmen’s  Compensation  Board  Hearings  (page 
1499).  The  House  adopted  resolution  73-45,  “Work- 
men’s Compensation  Board  Hearings,”  calling  on  this 
Society  to  petition  the  Workmen’s  Compensation 
Board  to  establish  branches  in  the  different  counties  so 
as  to  make  loss  of  travel  time  unnecessary  and  to  raise 
the  fee  for  the  hearing  itself  to  $100.  It  also  requires 
the  Society  to  ask  that,  in  the  event  this  is  not  feasible, 
the  fee  for  attendance  at  the  hearing  be  raised  to  a 
minimum  of  $150  and  that,  where  travel  time  of  a con- 
siderable extent  is  necessary  for  a physician  to  attend  a 
hearing  for  Workmen’s  Compensation,  adequate  com- 
pensation should  be  paid  to  that  physician  for  the  time 
lost  from  his  practice. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Workmen’s  Compensation. 
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The  annual  report  of  the  Committee  on  Workmen’s 
Compensation  contains  the  following  statements:  Ac- 
tion has  already  been  taken  in  regard  to  the  matters 
covered  in  the  resolution  ...  As  a result  some  new 
hearing  points  have  been  set  up  and  others  are  under 
consideration.  MSSNY  will  continue  to  monitor  this 
problem  . . . Problems  in  this  area  should  be  brought 
to  the  attention  of  the  committee  ...  It  was  noted 
that  fees  to  physicians  for  attendance  at  hearings  had 
been  increased  from  $20.00  to  $30.00  for  general  practi- 
tioners and  from  $35.00  to  $45.00  for  specialists  effec- 
tive January  1,  1973  and  that  these  increases  were  a 
token  rather  than  adequate  compensation  for  the  time 
involved  ...  It  was  the  consensus  of  the  committee 
that  the  payment  should  be  the  same  for  all  physicians 
The  committee  recommends  that  MSSNY  in- 
struct its  representatives  on  the  Advisory  Committee  to 
resubmit  its  request  that  the  minimum  fee  for  a physi- 
cian’s attendance  at  a hearing  be  set  at  $100.00  with 
higher  fees  allowed  where  the  time  in  travel  warrants 
such. 

Workmen’s  Compensation  Cases,  Multiple  In- 
juries (page  1499).  The  House  of  Delegates  voted  to 
refer  resolution  73-46,  “Fees  for  Treatment  of  Multiple 
Injuries  in  Workmen’s  Compensation  Board  Cases,”  to 
the  Committee  on  Workmen’s  Compensation  for  fur- 
ther study.  The  resolution,  if  adopted,  would  call  on 
this  Society  to  urge  the  Workmen’s  Compensation 
Board  to  remove  the  present  limitation  on  the  total  for 
the  treatment  of  a patient  with  multiple  injuries. 

The  chairman  of  the  Committee  on  Workmen’s 
Compensation  was  informed  of  this  referral. 

The  annual  report  of  the  Committee  on  Workmen’s 
Compensation  discusses  this  and  also  the  suggestion  of 
a combined  “partial  office  visit  fee  plus  procedure  fee.” 
The  report  contains  the  following  statements: 

“The  committee  felt  that  in  many  instances  if 
physicians  would  append  a note  of  explanation  in 
justification  of  a fee  above  that  established  in  the 
workmen’s  compensation  fee  schedule,  a good  num- 
ber of  these  bills  would  be  paid  without  going  to  ar- 
bitration. Before  publication  of  the  fee  schedule  on 
January  1,  1973,  the  carriers  had  appeared  agreeable 
to  such  (combined  office  visit  and  procedure  fee)  but 
at  the  last  moment  had  withdrawn  their  agreement 
pending  further  evaluation.  The  Medical  Society  of 
the  State  of  New  York  intends  to  urge  the  adoption 
of  its  suggestion. 

Workmen’s  Compensation,  Multiple  Insurance 
Coverage  (page  1498).  The  House  of  Delegates  re- 
ferred to  the  Council  resolution  73-5,  “Multiple  Insur- 
ance Coverage  in  Workmen’s  Compensation,”  which 
would  provide  that  this  Society  “explore  means  and 
take  appropriate  action  to  make  payments  legally  fea- 
sible to  physicians  treating  patients  with  multiple  in- 
surance coverage  in  excess  of  compensation  rates  not  to 
exceed  usual  and  customary  fees  from  benefits  avail- 


able under  other  than  Workmen’s  Compensation  Insur- 
ance.” 

The  Council  referred  it  to  the  chairman  of  the  Com- 
mittee on  Workmen’s  Compensation  “for  study  and  re- 
port.” 

The  annual  report  of  the  Committee  states: 

“It  was  felt  that  the  instances  where  the  situation 
covered  by  this  resolution  existed  were  very  few  as 
almost  all  health  policies  contained  an  exclusion 
clause  if  the  illness  or  injury  was  compensable.  Ac- 
tion on  the  proposal  was  therefore  deferred  pending 
further  investigation  by  staff. 

The  Committee  made  an  identical  statement  on  this 
subject  to  the  Council  in  September.  The  Council  ac- 
cepted its  report. 

Workmen’s  Compensation,  Third  Party  Cases 

(page  1498).  The  House  referred  to  the  Council  resolu- 
tion 73-6,  “Third  Party  Cases  in  Workmen’s  Compen- 
sation,” which  would  provide  that  this  Society  “explore 
means  and  initiate  appropriate  action  to  make  pay- 
ment legally  feasible  to  physicians  treating  patients 
with  third  party  coverage  in  amounts  in  excess  of  com- 
pensation rates,  not  to  exceed  usual  and  customary 
fees.” 

The  Council  referred  it  to  the  chairman  of  the  Com- 
mittee on  Workmen’s  Compensation  “for  study  and  re- 
port.” 

The  committee  recommended  to  the  Council  in  Sep- 
tember that  this  resolution  be  referred  to  the  Legisla- 
tion Committee  to  draft  an  appropriate  bill  to  be  intro- 
duced in  the  Legislature. 

The  annual  report  of  the  committee  contains  the  fol- 
lowing statement: 

“The  committee  recommended  that  this  resolution 
be  referred  to  the  Legislation  Committee  to  draft  an 
appropriate  bill  to  be  introduced  in  the  Legislature. 
A position  paper  was  developed  and  submitted  to 
the  Committee  on  State  Legislation  to  accomplish 
the  intent  of  the  resolution.  It  is  hoped  that  the 
Legislation  Committee  will  be  successful  in  having 
such  an  amendment  to  the  Law  introduced  and 
passed  by  the  1974  Legislature. 

World  Medical  Association,  American  Medical 
Association  Membership  in  (page  1594).  The  House 
adopted  resolution  73-88,  “American  Medical  Associa- 
tion Membership  in  World  Medical  Association,” 
which  calls  on  the  Medical  Society  of  the  State  of  New 
York  to  urge  the  American  Medical  Association  to 
maintain  its  membership  in  and  support  the  World 
Medical  Association;  to  reaffirm  its  support,  as  one  of 
the  founding  members;  and  to  direct  its  delegates  and 
representatives  on  the  World  Medical  Association 
Council  to  contribute  to  its  greater  usefulness  and 
wider  membership. 

The  New  York  delegation  introduced  a resolution  to 
this  effect  in  the  AMA  House  of  Delegates,  resolution 
88  (A-73),  but  it  was  not  adopted. 
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House  Committee  on  Bylaws 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 


I lowing  members: 

Joseph  F.  Shanaphy,  M.D.,  Chairman  Richmond 
Carl  Goldmark,  Jr.,  M.D.  New  York 

George  L.  Collins,  Jr.,  M.D Buffalo 

Gerald  L.  Glaser,  M.D Rochester 

Allison  B.  Landolt,  M.D.  Westchester 

George  T.  C.  Way,  M.D.,  ex  officio  Dutchess 

Thomas  F.  McCarthy,  M.D.,  ex  officio  Bronx 


The  House  Committee  on  Bylaws  has  met  on  two  oc- 
Icasions  since  the  1973  session  of  the  House  of  Dele- 
I gates.  The  committee  was  charged  with  the  consider- 
I ation  of  those  resolutions  referred  to  it  by  the  1973 
I House  of  Delegates.  Following  are  the  recommenda- 
1 tions  of  the  committee  with  respect  to  such  resolutions. 

I 73~7.  Educational  Requirement  for  Membership 

■ Introduced  By  Albert  H.  Douglas,  M.D.,  Queens,  as  an 
I individual 

WHEREAS,  Medical  Schools  have  accelerated 
their  medical  education  courses  to  provide  for  earlier 
graduation  because  of  the  demand  and  need  for  more 
doctors  of  medicine;  and 

WHEREAS,  The  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  should  be  amended  to  include 
this  acceleration  in  its  prerequisites  for  membership; 
therefore  be  it 

Resolved,  That  Article  II,  Section  1,  paragraph  2, 
fourth  line,  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  by  deleting  the 
words  "of  at  least  eight  months  each”  and  inserting 
the  words  “in  not  less  than  thirty-two  months”  so 
that  the  fourth  line  will  read  as  follows:  “courses  in 
not  less  than  thirty-two  months  in  a medical . . . .” 

At  the  request  of  Dr.  Douglas,  this  resolution  was 
withdrawn  from  consideration  by  the  committee.  The 
resolution  was  introduced  prior  to  the  adoption  of  the 
present  State  Society  Bylaws  which  have  corrected  the 
problem  sought  to  be  remedied  by  this  resolution. 

173-8.  Increase  in  Appointments  to  the  Professional 
Medical  Liability  Insurance  and  Defense  Board 

Introduced  By  David  Kershner,  M.D.,  as  an  individual 
WHEREAS,  All  matters  having  to  do  with  profes- 
sional medical  liability  insurance  and  defense  are  the 
duty  and  responsibility  of  this  Board;  and 

WHEREAS,  This  Board  meets  at  least  once  a 
month  and  the  meetings  occupy  the  entire  day  from 
morning  to  night;  and 

WHEREAS,  The  business  transacted  and  deci- 
sions rendered  are  of  utmost  importance  to  the  wel- 
fare of  members  of  this  Society,  as  well  as  to  the  wel- 
fare of  the  insurance  program;  and 

WHEREAS,  There  are  times  when,  because  of  in- 
clement weather  or  for  other  reasons  beyond  their 
control,  some  voting  members  cannot  attend,  there- 
fore be  it 

Resolved,  That  Article  XI,  Section  3 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York 
(Professional  Medical  Liability  Insurance  and  De- 
fense Board),  be  amended  by  substituting  the  word 
nine  for  the  word  seven  now  called  for  so  that  Article 


XI,  Section  2,  the  second  sentence  shall  read  “It 
shall  consist  of  nine  members  including  a chairman, 
each  appointed  for  a five-year  term.” 

The  committee  was  unanimously  in  favor  of  this  res- 
olution. However,  it  was  felt  that  the  terms  of  the 
members  of  the  board  should  be  reduced  from  five 
years  to  three  years  to  conform  to  that  of  the  Council- 
ors. The  “resolved”  portion  as  amended  would  read  as 
follows: 

“ Resolved , That  Article  XI,  Section  3 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  (Pro- 
fessional Medical  Liability  Insurance  and  Defense 
Board),  be  amended  by  substituting  the  word  ‘nine’  for 
the  word  ‘seven’  and  the  word  ‘three’  for  the  word  ‘five’ 
so  that  such  section  shall  read,  ‘It  shall  consist  of  nine 
members  including  a chairman,  each  appointed  for  a 
three  year  term.’  ” 

The  committee  unanimously  recommends  approval 
of  Resolution  73-8  as  amended. 

73-9.  Osteopathic  Physicians 

Introduced  By  the  Medical  Society  of  the  County  of 
Schenectady 

WHEREAS,  Many  able,  well  trained  graduates  of 
osteopathic  schools  are  now  participating  in  ap- 
proved intern  and  resident  programs;  and 

WHEREAS,  Despite  their  completion  of  approved 
programs,  they  are  ineligible  for  membership  in 
county  medical  societies  and  in  the  Medical  Society 
of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  give  equal  consideration  for  membership 
in  these  societies  to  graduates  of  approved  osteopath- 
ic medical  schools,  who  complete  their  training  at  in- 
tern or  residency  level  in  approved  programs;  and  be 
it  further 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows:  Ar- 
ticle II,  Section  1,  paragraph  2 be  changed  by  insert- 
ing the  words  “or  osteopathic”  after  the  word  “medi- 
cal” in  the  first  sentence  each  time  it  appears;  Arti- 
cle II,  Section  1,  paragraph  3 be  changed  by  inserting 
the  words  “or  osteopathic”  after  the  word  “medical” 
in  the  first  sentence. 

The  amended  sentences  will  then  read  as  follows: 

Article  II,  Section  1:  Active  and  junior  member- 

ship shall  be  limited  to  graduates  of  recognized  med- 
ical or  osteopathic  schools  who  have  completed  not 
less  than  four  satisfactory  courses  of  at  least  eight 
months  each  in  a medical  or  osteopathic  school  in 
the  United  States  of  America  or  Canada  registered  as 
maintaining  at  the  time  a standard  satisfactory  to 
the  Medical  licensing  authorities  of  the  State  of  New 
York,  or  in  a medical  or  osteopathic  school  in  a for- 
eign country  maintaining  a standard  not  lower  than 
that  prescribed  for  medical  or  osteopathic  schools  in 
the  State. 

Article  II,  Section  1:  Junior  members  shall  be 

those  members  who  have  been  graduated  from  medi- 
cal or  osteopathic  college  not  more  than  five  calendar 
years,  not  counting  temporary  United  States  Mili- 
tary or  United  States  Public  Health  Service,  or  who 
have  not  completed  their  continuous  residency  train- 
ing, and  licensed  by  the  State  of  New  York. 

Resolution  73-9  seeks  to  amend  the  Bylaws  so  as  to 
permit  osteopathic  physicians  to  be  eligible  for  mem- 
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bership  in  the  county  medical  societies  and  in  the 
Medical  Society  of  the  State  of  New  York.  It  was  the 
opinion  of  the  committee  that  the  Medical  Society  of 
the  State  of  New  York  was  organized  as  a society  of 
doctors  of  medicine.  Since  osteopathic  physicians  do 
not  fall  within  this  category  they  should  not  be  permit- 
ted to  be  members. 

The  committee  voted  to  recommend  disapproval  of 
Resolution  73-9. 

73-30.  Continuing  Education  Introduced  By  the 
Medical  Society  of  the  County  of  Westchester 

WHEREAS,  Advances  in  medicine  take  place  at 
an  ever-increasing  pace  and  a variety  of  educational 
modalities  are  now  available  for  every  branch  of 
medicine;  and 

WHEREAS,  Only  an  informed  physician  can  give 
the  highest  quality  care  to  his  patients;  and 

WHEREAS,  Only  through  continuing  education 
can  the  physician  avoid  intellectual  obsolescence; 
and 

WHEREAS,  Many  medical  societies,  medical  spe- 
cialty societies,  and  state  licensing  authorities  have 
made  policy  decisions  which  require  continuing  edu- 
cation as  a condition  for  membership;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  its  Bylaws  and  mandate  continu- 
ing education  for  continuing  membership  in  the  So- 
ciety and  suggest  referring  this  resolution  to  the 
Committee  on  Bylaws. 

Resolution  73-30  seeks  to  amend  the  Bylaws  so  as  to 
require  continuing  postgraduate  medical  education  for 
continued  membership  in  the  Medical  Society  of  the 
State  of  New  York.  The  committee  noted  the  fact 
that  the  entire  problem  is  presently  being  considered 
by  the  Committee  on  Continuing  (Postgraduate)  Edu- 
cation. The  majority  of  the  committee,  therefore,  was 
of  the  opinion  that  action  on  this  resolution  should  be 
deferred  until  the  Committee  on  Continuing  (Postgrad- 
uate) Education  has  rendered  its  final  report. 

The  committee  therefore  voted  to  recommend  that 
action  be  deferred  on  Resolution  73-30  pending  the 
final  report  of  the  Committee  on  Continuing  (Postgrad- 
uate) Education. 

73-54.  Amendment  to  Bylaws  Regarding  Creation 
of  a New  Class  of  Membership  for  Medical  Students 

Introduced  By  the  Seventh  District  Branch 

WHEREAS,  medical  students  can  benefit  greatly 
from  exposure  to  the  deliberations,  activities,  prob- 
lems, and  frustrations  of  organized  medicine;  and 
WHEREAS,  the  members  of  the  Medical  Society 
of  the  State  of  New  York  can  benefit  greatly  from 
exposure  to  the  thoughts  and  aspirations  of  medical 
students;  therefore  be  it 

Resolved,  that  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  as  follows: 

Article  II,  Section  1,  paragraph  1,  “Classes”  should 
be  amended  to  include  a fifth  category  of  member- 
ship, i.e.,  students.  Thus,  that  paragraph  should 
now  read,  “The  membership  in  the  Medical  Society 
of  the  State  of  New  York  shall  be  divided  into  five 
classes:  (a)  active,  (b)  junior,  (c)  life,  (d)  honorary, 

and  (e)  student.” 

Article  II,  Section  1,  paragraph  4 should  be 
amended  to  read  as  follows:  “The  active,  junior, 

and  student  members  shall  be  all  active,  junior,  and 


student  members  in  good  standing  of  the  component 
county  medical  societies.  A copy  of  the  roster  of 
such  members,  certified  to  be  correct  by  the  respec- 
tive secretary  of  each  component  county  medical  so- 
ciety, shall  be  evidence  of  the  right  of  members 
whose  names  appear  therein  to  membership  in  the 
Medical  Society  of  the  State  of  New  York.” 

Article  II,  Section  1 should  be  further  amended  to 
insert  the  following  paragraph  following  the  last 
present  paragraph  in  that  Section.  This  new  para- 
graph should  now  read  as  follows:  “Student  mem- 

bership shall  be  open  to  any  bonafide  medical  stu- 
dent in  any  medical  school  in  New  York  State.  The 
student  members  shall  all  be  student  members  in 
good  standing  of  the  component  county  medical  so- 
cieties.” 

Article  II,  Section  2 should  be  amended  to  insert  a 
new  paragraph  following  paragraph  6 to  read  as  fol- 
lows: “Student  members  shall  be  privileged  to  at- 

tend meetings  of  their  component  county  medical  so- 
cieties, with  voice  but  no  vote.  They  shall  be  enti- 
tled to  receive  the  New  York  State  Journal  of  Medi- 
cine and  the  News  of  New  York.” 

Article  15.  Dues.  A new  paragraph  should  be  in- 
serted following  paragraph  3,  to  read  as  follows: 
“Student  members  shall  be  assessed  dues  in  the 
amount  of  $10.00  per  annum.” 

Article  18.  Component  County  Medical  Societies. 
This  should  be  amended  as  follows: 

Section  2,  Membership,  paragraph  1.  The  fol- 
lowing clause  should  be  added  to  the  end  of  the  sec- 
ond sentence  in  paragraph  1:  “.  . . and  no  medical 

student  shall  be  a student  member  in  a component 
county  medical  society  other  than  that  of  the  county 
in  which  his  medical  school  is  located  or  in  which  he 
maintains  a residence.”  That  paragraph  should  now 
read  as  follows:  “Eligibility  for  membership  in  a 

component  county  medical  society  shall  be  deter- 
mined by  that  Society.  Except  by  the  approval  of 
the  Council  no  physician  shall  be  an  active  or  junior 
member  in  a component  county  medical  society 
other  than  that  of  the  county  in  which  he  practices 
or  maintains  legal  residence  and  no  medical  student 
shall  be  a student  member  in  a component  county 
medical  society  other  than  that  of  the  county  in 
which  his  medical  school  is  located  or  in  which  he 
maintains  a residence.” 

Paragraph  2,  Section  2 should  be  amended  as  fol- 
lows: The  words  “or  student”  should  be  added  fol- 

lowing the  word  “junior”  in  line  1 so  that  the  para- 
graph now  reads:  “Whenever  an  active,  junior  or 

student  member  in  good  standing,  or  a life  member 
in  any  component  county  medical  society  removes  to 
another  county  in  this  State,  his  name  upon  request 
shall  be  transferred  to  the  roster  of  the  component 
county  medical  society  of  the  county  to  which  he  re- 
moves, without  cost  to  him,  provided  that  he  files  a 
certificate  with  the  secretary  of  the  Medical  Society  j 
of  the  State  of  New  York,  signed  by  the  president 
and  secretary  of  the  component  county  medical  soci- 
ety from  which  he  removes  as  to  his  good  standing  in 
such  society,  and  provided  his  application  for  mem- 
bership has  been  acted  upon  favorably  by  the  mem- 
bers of  the  component  county  medical  society  of  the 
county  to  which  he  has  removed.” 

Paragraph  3,  Section  2 shall  be  amended  so  as  to 
include  the  student  members  within  the  guidelines 
relating  to  membership  in  component  county  medi- 
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cal  societies  and  shall  read  as  follows:  “No  member 
shall  be  an  active,  junior,  or  student  member  of  more 
than  one  component  county  medical  society,  nor 
shall  any  component  county  medical  society  accept 
as  a member  a physician  or  student  who  does  not  ei- 
ther practice,  attend  a medical  school,  or  maintain  a 
residence  in  that  county,  in  any  other  way  than  in 
accordance  with  the  law  governing  transfers.” 

73-89.  Student  Membership  Section 

Introduced  By  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS,  Resolution  71-77  dealing  with  the  es- 
tablishment of  a student  section  in  the  House  of  Del- 
egates of  the  Medical  Society  of  the  State  of  New 
York,  was  introduced  at  the  1971  Convention  and 
laid  over  a year;  and 

WHEREAS,  Such  resolution  was  approved  as 
amended  at  the  1972  session  of  the  House  of  Dele- 
gates; and 

WHEREAS,  As  a result  of  such  adoption  the  med- 
ical student  representatives  held  a session  at  the 
1972  meeting  and  are  holding  a session  at  the  1973 
meeting  and  therefore  have  fulfilled  the  require- 
ments of  Article  XII,  Section  1,  paragraph  5 of  the 
proposed  new  Bylaws,  therefore  be  it 

Resolved.  That  Article  III,  Section  1,  paragraph  1 
of  the  proposed  new  Bylaws  be  amended  to  add  the 
following  clause  at  the  end  of  such  paragraph:  “(h) 
a duly  designated  delegate  from  the  medical  student 
section,”  and  be  it  further 

Resolved,  That  since  such  amendment  was  not 
made  at  the  proper  time  due  to  an  oversight,  that 
such  change  be  made  at  this  time  so  as  to  permit  the 
House  of  Delegates  to  declare  the  student  members’ 
session  a section,  and  be  it  further 

Resolved,  That  the  student  representatives  be 
urged  to  reconvene  subsequent  to  the  annual  meeting 
in  order  to  elect  their  delegate  to  the  House  of  Dele- 
gates effective  at  the  1974  House  of  Delegates. 

73-103.  Creation  of  a District  Branch  at  Large  to 
be  Composed  of  Medical  Students 
Introduced  By  George  T.  C.  WTav,  M.D.,  as  an  individ- 
ual 

WHEREAS,  Medical  students  as  future  members 
of  the  profession,  can  benefit  greatly  from  the  expo- 
sure to  the  deliberations,  activities,  problems,  and 
frustrations  of  organized  medicine;  and 

W’HEREAS,  The  members  of  the  Medical  Society 
of  the  State  of  New  York  can  benefit  greatly  from 
exposure  to  the  thoughts  and  aspirations  of  medical 
students;  and 

WHEREAS,  A more  meaningful  interplay  between 
physicians  and  students  would  be  fostered  if  such 
students  were  to  be  entitled  to  both  voice  and  vote  in 
the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York;  therefore  be  it 

Resolved,  That  a new  body  be  formed  to  be  known 
as  the  Tenth  District  Branch  at  Large  to  be  com- 
posed of  medical  students  of  all  of  the  medical 
schools  in  the  State  of  New  York,  and  be  it  further 

Resolved,  That  such  Tenth  District  Branch  be  en- 
titled to  one  delegate  in  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  to  be 
elected  by  the  duly  designated  representatives  of  the 
medical  students  of  the  medical  schools  of  the  State 
of  New  York. 


The  committee  considered  Resolutions  73-54,  73-89, 
and  73-103  together  since  the  purpose  of  all  three  reso- 
lutions is  the  creation  of  a vehicle  by  which  medical 
students  might  be  better  able  to  contribute  to  the  de- 
liberations of  the  Society.  At  the  request  of  the  com- 
mittee a substitute  resolution  was  prepared  by  the  Of- 
fice of  General  Counsel.  The  substitute  resolution 
reads  as  follows: 


“WHEREAS,  Medical  students  as  future  members 
of  the  profession,  can  benefit  greatly  from  the  exposure 
to  the  deliberations,  activities,  problems,  and  frustra- 
tions of  organized  medicine;  and 
“WHEREAS,  The  members  of  the  Medical  Society 
of  the  State  of  New  York  can  benefit  greatly  from  ex- 
posure to  the  thoughts  and  aspirations  of  medical  stu- 
dents; and 

“WHEREAS,  A more  meaningful  interplay  between 
physicians  and  students  would  be  fostered  if  such  stu- 
dents were  to  be  entitled  to  both  voice  and  vote  in  the 
House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York;  therefore  be  it 

“Resolved,"  that  Article  II,  Section  1,  paragraph  1 of 
the  Bylaws  be  amended  to  read  as  follows: 

‘The  membership  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  divided  into  five  classes: 
(a)  active,  (b)  junior,  (c)  life,  (d)  honorary,  and  (e) 
student.’ 

“ Resolved , that  Article  II,  Section  1,  be  amended  to 
include  the  following  paragraph  at  the  end  thereof: 

‘Student  members  shall  be  those  members  enrolled 
in  recognized  medical  schools  in  the  State  of  New 
York,  who  are  pursuing  a course  of  study  leading  to 
the  degree  of  Doctor  of  Medicine.  Eligible  students 
may  become  members  of  the  Medical  Society  of  the 
State  of  New  York.  Concurrent  membership  in  a 
component  county  medical  society  is  not  a require- 
ment for  student  membership.  They  shall  pay  such 
dues  as  are  fixed  for  them  by  the  House  of  Delegates. 
When  a student  member  ceases  to  be  enrolled  in  a 
recognized  school  of  medicine  in  the  State  of  New 
York  pursuing  a course  of  study  leading  to  a degree 
of  doctor  of  medicine,  he  shall  be  considered  to  have 
resigned  from  membership  in  the  Medical  Society  of 
the  State  of  New  York’;  and  be  it  further 
“ Resolved , that  Article  II,  Section  2 be  amended  to 
insert  a new  paragraph  immediately  following  the  pres- 
ent seventh  paragraph  in  such  section  to  read  as  fol- 
lows: 

‘Student  members  shall  be  entitled  to  receive  the 
New  York  State  Journal  of  Medicine  and  the  News 
of  New  York  but  not  the  Medical  Directory  of  New 
York  State;’  and  be  it  further. 

“ Resolved , that  Article  III,  Section  1,  paragraph  1 be 
amended  to  include  a provision  authorizing  a delegate 
to  represent  the  student  members.  Such  paragraph 
shall  read  as  follows: 

‘The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d) 
a duly  designated  delegate  from  each  scientific  section; 
(e)  a duly  designated  delegate  from  the  student  mem- 
bers; (f)  The  Commissioner  of  Health  of  the  State  of 
New  York  or  a deputy  designated  by  him,  provided 
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that  any  representative  shall  be  a member  of  the  State 
Society;  (g)  past  presidents  of  the  State  Society  who 
shall  be  members  for  life;  and  (h)  a representative  from 
each  of  the  medical  schools  in  New  York  State,  provid- 
ed said  representative  is  a member  of  the  Medical  So- 
ciety of  the  State  of  New  York’  ; and  be  it  further 

“Resolved,  that  Article  III,  Section  1 shall  be  amend- 
ed to  include  a new  paragraph  to  follow  the  last  para- 
graph of  such  section.  This  new  paragraph  shall  read 
as  follows: 

‘The  student  members  of  each  medical  school  in 
New  York  State  shall,  at  least  sixty  days  prior  to  the 
annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  elect  two 
members  from  among  their  number  to  represent 
them  at  the  business  meeting  of  the  Student  Mem- 
bers which  shall  be  held  immediately  prior  to  the 
convening  of  the  House  of  Delegates.  At  such  meet- 
ing the  representatives  shall  elect  five  members;  a 
Chairman,  Vice-Chairman,  Secretary,  Delegate,  and 
Alternate  Delegate.  No  member  shall  hold  more 
than  one  such  office.  The  Chairman,  Vice-Chair- 
man, and  Secretary  shall  conduct  the  business  meet- 
ing and  the  Delegate  and  Alternate  Delegate  shall 
represent  the  student  members  in  the  House  of  Dele- 
gates’; and  be  it  further 

“Resolved,  that  Article  XVI,  paragraph  4 be  amend- 
ed to  read  as  follows: 

‘Members  for  life  of  the  House  of  Delegates,  dele- 
gates of  the  District  Branches,  scientific  section,  and 
student  members,  sitting  in  the  House  of  Delegates, 
shall  be  allowed  necessary  expenses  by  the  Medical 
Society  of  the  State  of  New  York.’  ” 

The  committee  by  a majority  voted  to  recommend 
approval  of  the  substitute  resolution. 

73-81.  Elimination  of  District  Branches 
Introduced  By  Thomas  F.  McCarthy,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  disparity  in  membership  of  the 
various  district  branches  has  become  a divisive  issue 
in  the  Medical  Society  of  the  State  of  New  York;  and 

WHEREAS,  The  historical  purpose  for  the  perpet- 
uation of  district  branches  has  become  extinct,  due 
to  poor  attendance,  and  unsatisfactory  scientific  and 
educational  programs;  and 

WHEREAS,  District  branches  have  become  essen- 
tially social  and  political  organizations;  therefore  be 
it 

Resolved,  That  district  branches  be  eliminated  in 
the  Medical  Society  of  the  State  of  New  York  and  all 


references  to  such  be  deleted  from  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York. 

The  committee  voted  to  recommend  disapproval  of 
this  resolution. 

73-87.  Re-establishment  of  Compulsory  Member- 
ship in  American  Medical  Association 

Introduced  By  Thomas  F.  McCarthy,  M.D.,  and  Ar- 
thur Diedrick,  M.D.,  as  individuals 

WHEREAS,  The  loss  of  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association  has 
disastrously  reduced  the  prestige  and  influence  of  the 
Medical  Society  of  the  State  of  New  York  in  the 
American  Medical  Association;  and 

WHEREAS,  Such  a diminution  in  Delegate 
strength  has  impaired  the  ability  of  the  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  to 
present  the  views  and  opinions  of  its  members;  and 
WHEREAS,  It  is  imperative  that  the  support  of 
the  Medical  Professions’  voice  through  the  American 
Medical  Association  before  our  National  Legislature 
should  be  as  unanimous  as  possible;  therefore  be  it 
Resolved,  That  membership  in  the  American  Med- 
ical Association  be  again  established  as  a condition 
for  membership  in  the  Medical  Society  of  the  State 
of  New  York  and  its  Federated  County  Medical  So- 
cieties. 

The  problems  associated  with  the  reinstitution  of 
compulsory  membership  in  the  American  Medical  As- 
sociation were  discussed  at  length.  The  committee 
took  note  of  the  fact  that  such  a requirement  could 
possibly  result  in  a decrease  in  the  membership  of  the 
Medical  Society  of  the  State  of  New  York.  However,  a 
majority  of  the  committee  was  of  the  opinion  that 
AMA  membership  was  beneficial  and  since  the  Office 
of  General  Counsel  advised  the  committee  that  such  a 
requirement  in  its  judgment  is  not  a violation  of  the 
antitrust  laws,  the  committee  voted  to  recommend  ap- 
proval of  this  resolution. 
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this  committee  who  have  contributed  a considerable 
amount  of  their  time  and  energy,  your  chairman  would 
also  like  to  thank  those  members  of  the  staff  who  have 
contributed  to  the  work  of  this  committee,  J.  Richard 
Burns,  J.D.,  General  Counsel,  Francis  J.  McKee,  J.D., 
Staff  Attorney,  and  Miss  Theresa  D’Oria,  who  acted  as 
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Respectfully  submitted, 

Joseph  F.  Shanaphy,  M.D.,  Chairman 
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Reports  of  Officers 


President 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Service  as  president  of  a medical  organization  such 
as  the  Medical  Society  of  the  State  of  New  York  re- 
quires sacrifice  and  a commitment  to  accept  the 
responsibilities  inherent  in  the  office.  A determination 
to  maintain  the  status  of  this  chief  executive  office  of 
the  Society  necessitates  some  painful  decisions  at 
times.  Any  diminution  in  the  authority  vested  in  the 
president  results  in  confusion  and  misunderstandings. 
This  statement  will,  I trust,  explain  why  it  has  been 
necessary  at  times  to  call  to  task  some  chairmen  who 
failed  to  realize  that  the  president’s  actions  were  neces- 
sary to  maintain  proper  administration. 

It  has  been  my  privilege  to  serve  our  profession  in 
many  capacities  over  a long  period.  My  county  hon- 
ored me  with  top  assignments  including  president  and 
trustee;  I was  elected  to  the  House  of  Delegates  for  the 
first  time  in  1945  and  I have  been  a member  contin- 
uously since  that  year.  As  assistant  treasurer,  treasur- 
er, and  president-elect,  I have  been  a member  of  the 
Council,  served  on  a number  of  committees,  chaired 
some,  and  attended  meetings  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board.  This  in- 
volvement in  the  many  and  varied  affairs  of  our  Soci- 
ety provided  a broad  education,  one  that  could  be  put 
to  good  use  as  president.  As  president-elect,  I judged 
it  my  duty  to  attend  as  many  committee  meetings  as 
possible,  despite  the  time  and  effort  required.  While 
my  wife,  Marion,  and  I have  for  a number  of  years  at- 
tended the  annual  convention  of  the  Maine  Medical 
Association,  we  have  for  the  past  two  years  accepted 
invitations  to  attend  the  conventions  of  both  the  Medi- 
cal Society  of  New  Jersey  and  the  Pennsylvania  Medi- 
cal Society.  My  contention  has  been  that  while  the 
exchange  of  hospitality  and  goodwill  are  important  be- 
tween medical  organizations,  discussion  of  mutual 
problems  and  new  ideas  should  be  some  of  the  benefits 
to  be  gained  through  this  relationship.  The  establish- 
ment of  new  friendships,  the  warm  and  pleasant  feel- 
ings impressed  Marion  and  me  with  the  fact  that  our 
profession  was  indeed  one  to  be  admired.  The  aid  to 
MSSNY  in  the  placement  of  our  members  in  higher 
positions  may  be  an  added  result. 

The  consistent  cooperation  and  skilled  management 
of  the  executive  vice-president  smooths  the  path  for 
the  president.  The  ability  to  run  a “tight  ship”  and 
his  devotion  to  his  profession,  especially  his  beloved 
MSSNY,  is  known  throughout  the  country.  Our 
friendship  and  my  respect  for  his  administrative  finesse 
go  back  many  years.  This  relationship  has  been  ex- 
tremely helpful.  Discussions  have  been  numerous  and 
congenial;  and  the  issues  are  always  presented  with  the 
opportunity  to  engage  in  open  and  fair  difference  of 
opinion.  Differences  have  been  very  rare,  as  we  tend 
to  think  things  out  and  reach  the  same  conclusion  in 
most  instances. 

As  one  might  anticipate,  under  such  leadership,  our 
Society  has  been  served  these  many  years  by  a loyal 
and  experienced  staff  of  executives.  A major  revision 
of  assignments  was  accomplished  this  year  with  little 
disturbance  due  to  this  fact.  The  advantages  of  having 


a general  counsel  has  been  long  sought  and  finally  was 
obtained.  He  and  his  assistant  have  provided  prompt 
and  informative  replies  to  inquiries  from  many  sources. 
This  change  has  been  salutory,  not  only  due  to  the 
legal  expertise  and  advice  rendered,  but  to  the  pleasant 
personalities  of  both  the  general  counsel  and  his  assis- 
tant. 

Selection  of  individuals  to  mention  leaves  the  danger 
that  an  omission  may  result  in  some  injustice  to  a de- 
serving person.  As  president,  it  has  been  my  experi- 
ence that  MSSNY  has  a loyal  and  skilled  staff  from 
top  to  bottom.  It  has  been  a pleasure  to  have  worked 
with  many  of  them  over  the  years  that  I have  been  in- 
volved in  numerous  areas,  fiscal,  committees  of  all 
types,  and  finally  as  the  president-elect  and  president. 
This  exhibition  of  skilled  management  and  staff  coop- 
eration made  the  reorganization  of  assignments  and 
duties  proceed  with  no  disruption  of  services. 

Since  I began  the  practice  of  medicine,  my  office  has 
been  located  on  the  same  block  on  University  Avenue 
below  Fordham  Road  in  the  glorious  borough  known  for 
the  intellectual  attainments  of  its  citizens,  The  Bronx. 
While  I have  been  familiar  with  the  problems  and  ad- 
vantages of  urban  practice,  practice  in  the  rural  areas 
of  our  great  State  remained  a mystery.  My  intention 
to  serve  all  the  members  of  our  Society  could  only  be 
attained  through  visiting  these  practitioners  at  their 
home  base.  The  director  of  the  Division  of  Public  and 
Professional  Affairs  with  his  usual  efficiency,  and  on 
short  notice,  arranged  for  a dozen  such  receptions.  My 
reliance  on  the  prompt  work  and  knowledge  of  the  field 
men  in  their  districts  was  justified.  All  I asked  was  to 
attempt  to  gather  a group  made  up  especially  of  those 
practitioners  who  are  nonactivists,  but  not  entirely 
limited  to  this  type.  My  hope  was  to  establish  a warm 
personal  relationship,  to  hear  their  story,  and  to  im- 
press them  with  the  evidence  that  their  president  was 
anxious  to  communicate  in  every  way.  Marion,  a real 
campaigner,  a patient  and  indulgent  wife  and  support- 
er, did  the  circuit.  She  was  assigned  to  greet  the  wives 
of  the  physicians  who  accepted  our  invitation  and  to 
hear  out  their  complaints  about,  and  satisfactions  with, 
life  in  the  county.  Propaganda  was  distributed  for 
EMPAC,  and  to  each  member,  active  involvement  in 
backing  the  AMA,  MSSNY,  and  their  local  county  so- 
ciety was  stressed  as  a prime  objective.  A strong  point 
that  was  made  to  each  physician  and  wife,  was  to  get 
into  the  political  arena  through  all  means  possible  and 
show  their  local  legislative  officials  that  they  are  ready 
to  provide  fiscal  support  and  to  work  for  those  candi- 
dates who  endorse  our  programs.  A valid  evaluation  of 
the  benefits  produced  through  these  receptions  may 
take  time.  The  goodwill,  pleasant  associations,  and 
dialogue  provided  would  indicate  that  it  was  a worth- 
while endeavor.  The  reaction  of  physicians’  wives  to 
their  way  of  life  in  rural  New  York,  as  attested  by  Mar- 
ion, should  set  at  rest  the  frequently  expressed  impli- 
cation that  they  are  responsible  for  the  failure  to  re- 
cruit young  physicians  to  settle  in  this  environment. 
None  seemed  dissatisfied  and  many  expressed  their 
pleasure  in  escaping  from  the  cities.  This  evidence 
prompted  me  to  suggest  that  our  efforts  should  be  di- 
rected towards  physicians’  wives,  as  well  as  physicians, 
and  that  such  a program  could  be  adopted  by  the 
Woman’s  Auxiliary.  Good  modern  medical  care  is 
being  supplied  under  favorable  conditions  and  with  a 
degree  of  personal  contact  enjoyable  for  the  physician 
in  his  daily  work. 
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Our  inability  as  a profession  to  provide  slum  areas 
with  private  medical  care  is  the  result  of  completely 
different  causes.  Familiarity  with  this  problem  is  the 
result  of  many  decades  of  work  in  St.  Francis  Hospital 
in  the  socalled  lower  Bronx.  Politicians  evade  the 
issue  through  their  unfair  accusations  that  this  is  only 
an  economic  matter.  The  truth  that  is  hidden  is  that 
uncontrolled  crime,  reverse  racial  prejudice,  and  the 
constant  threat  of  personal  attack  are  responsible  for 
this  problem  in  medical  care.  The  medical  profession 
should  hardly  be  held  responsible  for  these  conditions. 
The  reason  that  I have  placed  such  importance  on 
these  problems  is  that  either  we  are  going  to  solve 
them  or  find  some  way  to  educate  our  citizens  as  to 
why  we  are  unable  to  do  the  job.  Bills  have  been  in- 
troduced in  our  Legislature  that  are  restrictive  and  in- 
flict repressive  conditions  on  applicants  to  medical 
schools.  There  is  no  question,  in  my  mind,  that  this  is 
only  the  beginning  unless  we,  as  a profession,  are  able 
to  convince  the  public  and  our  legislators  that  until  the 
conditions  that  I outlined  are  corrected,  such  laws  are 
ineffectual  as  well  as  tyrannical.  No  one  would  dis- 
pute the  disparity  that  occurs  in  the  treatment  of  Med- 
icaid patients  between  rural  and  urban  areas.  Bureau- 
cratic regulations  that  are  time-consuming  have  pro- 
duced a barrier  in  the  large  cities.  Clinics,  large  out- 
patient departments,  and  extensive  emergency  rooms, 
socalled,  provide  coverage  that  does  not  exist  in  the 
rural  parts  of  our  State.  Necessarily  the  physician’s 
office  is  the  only  location  where  medical  care  may  be 
obtained.  A number  of  physicians  in  the  small  towns 
and  villages  that  I visited  this  summer  assured  me  that 
as  much  as  one-third  of  their  income  is  derived  from 
Medicaid  services.  This  issue  has  caused  some  polar- 
ization in  our  Society,  a failure  to,  understand  the  dif- 
ference in  acceptance  of  Medicaid  patient  care  require- 
ments between  urban  and  rural  physicians.  We  should 
recall  the  burden  placed  on  our  profession  Upstate  by 
the  deplorable  and  unfair  slashing  of  Medicaid  fees  a 
few  years  ago  by  the  State  Government.  The  cynicism 
displayed  by  the  Court  of  Appeals  in  its  decision 
should  demonstrate  how  limited  justice  is  done  when 
our  profession  is  concerned.  Let  it  be  a warning  for 
those  members  who  are  constantly  urging  your  Society 
to  seek  redress  through  the  courts. 

Periodic  relicensure,  through  legislation  that  sets 
norms  of  continuing  education  by  governmental  regula- 
tion, has  been  opposed  by  MSSNY.  This  complex 
subject  has  been  under  study  by  the  Society  through 
its  committees  for  a number  of  years.  We  hope  for, 
rather  than  anticipate,  a solution  shortly.  My  opinion 
has  been  that  only  through  a system  that  is  diverse  and 
variable  can  we  hope  to  achieve  our  goal.  As  can  be 
attested,  the  vast  majority  of  physicians  do  in  many 
ways  keep  current  in  their  knowledge.  Governmental 
interference  will  only  confuse  and  muddy  the  main- 
streams of  progress  in  this  field.  The  PSRO  amend- 
ment to  H.R.I.  was  a blatant  attempt  to  throw  on  the 
medical  profession  a tremendous  burden  of  responsibil- 
ity and  work  for  the  benefit  of  the  Federal  Govern- 
ment. The  full  significance  of  what  effort  will  be  re- 
quired is  not  yet  apparent  to  the  average  physician. 
Any  communication  to  our  members  on  the  subject  of 
their  joining  a PSRO  has  been  honest  and  forthright. 
The  measures  and  information  that  have  been  used  to 
coerce  the  physician  to  sign  up  do  not  fit  my  idea  of 
free  disclosure.  Only  time  will  determine  the  extent  to 


which  organized  medicine  has  permitted  the  camel  to 
get  his  nose  in  the  tent. 

Shortly  after  taking  office  in  March,  1973  1 made  an 
educational  trip  to  Washington  to  attend  the  annual 
National  Meeting  of  AMPAC,  the  AMA  political  ac- 
tion organization.  My  status  was  that  of  an  observer, 
and  the  opportunity  to  listen  and  learn  was  eagerly 
grasped.  The  general  sessions  were  attended  as  were 
several  socalled  “workshops”  which  engaged  my  partic- 
ipation. This  break  in  the  concept  of  observer  was 
chiefly  to  defend  our  New  York  reputation.  Customar- 
ily at  such  meetings,  I have  always  tried  to  converse 
with  physicians  from  other  states  in  order  to  gain 
knowledge  of  their  activity  in  relation  to  our  own.  It 
was  my  uncomfortable  feeling  that  this  great  Medical 
Society  of  the  State  of  New  York,  the  most  important 
in  numbers  and  potential  power,  was  rated  as  the  low- 
est in  political  action  with  virtually  no  influence  on  or 
cooperation  by  its  Congressional  representatives.  The 
loss  of  prestige  has  been  calamitous.  The  additional 
failure  of  a great  number  of  our  members  to  maintain 
their  AMA  membership  has  contributed  very  much  to 
the  loss  of  power  of  the  New  York  Delegation  in  the 
AMA’s  House  of  Delegates.  That  was  the  reason  that 
I issued  a Manifesto.  The  distribution  was  made  as 
widely  as  possible  to  county  societies,  as  well  as  hospi- 
tal medical  staffs.  My  aim  has  been  to  arouse  the 
physicians  of  New  York  State,  to  make  them  cognizant 
of  their  deficiencies.  A constant  reminder  that  only 
through  their  support  will  their  officers  be  able  to  pro- 
duce results.  I have  carried  throughout  the  State  this 
message,  Stay  with  the  AMA  or  get  back  in  its  fold, 
join  EMPAC,  provide  support  locally  for  legislators 
who  will  cooperate  in  Albany.  Let  those  of  our  profes- 
sion recognize  that  in  Washington  we  must  be  repre- 
sented by  one  voice,  the  AMA,  to  advance  policies  de- 
cided democratically  in  its  House  of  Delegates.  This 
political  fact  should  prove  positively  that  the  way  to 
have  the  viewpoint  of  MSSNY  prevail  is  to  restore  the 
previous  powerful  strength  of  your  delegation  to  the 
AMA  through  increased  membership. 

The  increased  discriminatory  legislation  being  intro- 
duced in  the  Congress  can  only  be  defeated  or  modified 
through  the  action  of  a unified  profession.  At  the  risk 
of  reiteration  the  groundwork  that  may  tip  the  scale  in 
our  favor  through  physicians  is  letting  your  local  rep- 
resentatives know  your  views,  active  involvement  in 
the  democratic  process  and,  helping  responsive  candi- 
dates. 

Criticism  has  been  made  that  our  profession  has 
failed  to  use  our  greatest  asset,  the  respect  of  our  pa- 
tients. There  is  no  question  that  this  is  impossible  be- 
cause of  the  information  they  receive  through  the 
media.  This  is  the  reason  that  I have  tried  an  innova- 
tion through  monthly  inserts  in  the  News  of  New  York 
for  posting  in  physicians’  offices.  While  no  attempt 
has  been  made  to  check  on  their  use,  we  expect  that  we 
have  had  cooperation.  My  hope  has  been  that  this 
way  we  may  reach  the  thousands  of  people  who  enter 
physicians’  offices  daily.  Each  of  these  inserts  carried 
a message  to  stimulate  inquiry  on  the  patient’s  part. 
They  conform  with  the  policy  of  MSSNY  and  make  it 
possible  to  give  our  side  of  the  many  problems  of  medi- 
cal care  that  are  repeatedly  slanted  against  the  medical 
profession  by  the  news  media.  This  presents  an  oppor- 
tunity that  should  not  be  ignored. 

An  apparent  crisis  situation  which  has  demanded 


208  New  York  State  Journal  of  Medicine/ January  1974 — Part  II 


3 mmediate  attention,  is  our  group  plan  of  professional 
jnedical  liability  insurance.  Notice  of  a severance  of 
I mr  coverage  on  April  30,  1974  was  received  recently 
rom  Employers  Insurance  of  Wausau.  Our  relations 
lave  been  excellent  over  a period  of  24  years  and  such 
r decision  was  a shock  although  not  entirely  a complete 
surprise.  Your  president  and  executive  vice-president 
Intend  to  consult  with  the  president  of  Employers  In- 
Jsurance  of  Wausau  shortly.  Some  basis  for  continua- 
tion of  a program  may  be  uncovered  that  will  permit 
•easonable  compromises  on  both  sides.  All  steps  will 
)e  taken  in  the  interim  to  prepare  for  such  a dissolu- 
ion.  Consideration  of  other  means  through  the  efforts 
)f  the  official  representation  is  now  in  effect.  We  must 
rrge  most  strongly  that  we  hold  fast,  do  not  splinter 
he  group,  preserve  the  principle  of  united  action,  and 
;how  confidence  in  your  officers.  While  this  dire  prob- 
em  may  be  resolved  before  these  words  appear  in 
)rint,  the  above  advice  is  good  in  many  other  in- 
tern ces. 

Every  president  will  unquestionably  have  to  face  cri- 
es of  varied  nature  in  his  term;  it  was  true  in  the  past 
ind  may  be  expected  in  the  future.  Many  of  these  are 
lot  confined  to  New  York  State;  however,  the  peculiar 
ircumstances  and  the  multiple  ethnic  groups  do  con- 
ribute  to  their  intensification  here. 

Nationwide  spread  ol  the  malpractice  problem 
irompted  the  Secretary  of  HEW  to  appoint  a commis- 
•ion  to  study  and  report  on  what  can  be  done  to  elev- 
ate the  burden  that  has  caused  an  increase  in  the  cost 
* if  medical  care.  This  panel  report  was  ridiculous  and 
imply  repeated  the  old  cliches  that  were  not  any  help. 


Secretary 

ro  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1973- 

.974. 

House  of  Delegates.  Edited  minutes  of  the  1973 
neeting  were  transmitted  to  the  New  York  State  Jour- 
lal  of  Medicine  and  were  published  in  the  June  1,  1973 
ssue.  The  verbatim  minutes  from  which  the  edited 
ersion  was  prepared  are  on  file  at  the  Society’s  head- 
luarters.  Instructions  of  the  House  of  Delegates  were 
eferred  to  the  appropriate  officers,  committee  chair- 
nen,  division  directors,  or  other  persons  by  the  execu- 
ive  vice-president.  Final  dispositions  of  the  instruc- 
ions  of  the  House,  so  far  as  they  have  been  reported  at 
he  time  of  this  writing,  have  been  excerpted  from  the 
eports  of  the  committees  and  officers  and  are  included 
n the  “Resume  of  Instructions  of  the  1973  House  of 
delegates  and  Actions  Thereon  by  the  Council,  Board 
if  Trustees,  Officers,  and  Committee  Chairmen.” 

Council,  Executive  Committee,  Judicial  Council, 
ind  Board  of  Trustees.  The  secretary  has  sent  no- 
ices of  the  meetings  of  the  Council,  the  Boatd  of 
Trustees,  and  the  Executive  Committee  and  has  also 
eported  Executive  Committee  actions  to  the  Council. 
There  has  been  no  meeting  of  the  Judicial  Council. 

Membership.  The  secretary  has  presented  to  the 
council  and  the  Council  has  approved  requests  of  128 
nembers,  submitted  through  their  county  medical  so- 


My testimony,  through  a position  paper  and  answers  to 
questions,  was  not  the  display  that  they  desired.  The 
minority  report  adopted  many  of  our  ideas  and  was 
more  realistic. 

Our  profession  has  been  the  object  of  much  oppro- 
brium and  derogation  by  the  journalists  in  both  visual 
and  written  fields.  Despite  this  constant  drubbing,  the 
profession  commands  the  respect  of  the  people,  the 
highest  in  any  survey,  even  a recent  one  in  socialized 
England.  May  it  be  pointed  out  and  again  repeated, 
the  journalist  is  usually  rated  at  the  bottom  or  close  to 
it.  The  inference,  and  this  is  said  advisedly,  is  “Clean 
your  own  house  and  wash  your  own  dirty  linen  before 
deriding  your  superiors.”  The  same  advice  should  be 
proffered  to  those  insolent  protagonists  of  consumerism 
who  would  lower  our  profession  to  the  domination  of  its 
inferiors  simply  as  a political  gesture  without  any 
thought  for  the  consequences. 

The  previous  references  to  the  threats  suspended 
over  the  medical  profession  should  make  urgent  our 
plea  for  unified  action.  Once  again,  this  is  why  my 
theme  this  past  year  has  been:  Join  the  AMA,  do  like- 
wise with  EMPAC,  support  your  MSSNY  in  Albany 
through  local  political  activity,  work  with  and  for  your 
local  county  society,  the  backbone  of  any  state  medical 
organization! 


Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  President 


cieties,  for  remission  of  dues  because  of  illness,  finan- 
cial hardship,  or  military  service.  The  final  member- 
ship figures  for  the  year,  to  be  presented  in  a supple- 
mentary report,  will  reflect  further  dues  remissions  ap- 
proved by  the  Council  in  November  1973. 

In  response  to  requests  by  the  county  medical  so- 
cieties, the  secretary  has  presented  to  the  Council  ap- 
plications from  the  following  299  persons  for  election  to 
life  membership,  and  the  Council  elected  them  at 
meetings  held  in  February,  March,  May,  June,  and 
September. 

Albert  Abelson,  Rockville  Centre 

Jack  Abry,  New  York  City 

Alfred  A.  Angrist,  Beechhurst 

Anthony  Arthur  Antoville,  New  York  City 

Ben  Arbor,  The  Bronx 

George  J.  Ashe,  Brooklyn 

Joseph  Axell,  Brooklyn 

Peter  A.  Badamy,  Rochester 
Maurice  B.  Baim,  Port  Washington 
Eric  S.  Bannister,  Brooklyn 
Julius  Blankfein,  Flushing 
Ernst  Bloch,  North  Miami,  Florida 
Abraham  J.  Block,  Ridgewood 
Marvin  A.  Block,  Buffalo 
Irving  B.  Blumenfeld,  The  Bronx 
Joel  Valford  Bolden,  New  York  City 
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Mat  G.  Boname,  Oxford 

Ben  Albert  Borkow,  Brooklyn 

Hermann  Brenner,  Little  Neck 

William  J.  Broder,  Pompano  Beach,  Florida 

Joseph  Brody,  Brooklyn 

Mitchell  Brucker,  New  Hyde  Park 

Hubert  S.  Bush,  Flushing 

Albert  H.  Busky,  Brooklyn 

Peter  Byron,  Elmhurst 

Thomas  F.  Cacioppi,  Claverack 

Henry  Caiman,  Utica 

George  Dows  Cannon,  New  York  City 

Joseph  M.  Capritta,  Schenectady 

William  R.  Carson,  Helena 

Anna  M.  Cassirer,  New  York  City 

William  G.  Chorba,  The  Bronx 

Leoni  Neumann  Claman,  New  York  City 

Frank  J.  Clarke,  Forest  Hills 

Ralph  Coff,  Brooklyn 

George  J.  Coffin,  New  York  City 

Nathan  N.  Cohen,  Dewitt 

Paul  W.  Cohen.  New  York  City 

Irving  L.  Cook,  Bayside 

Nathan  Copulsky,  Brooklyn 

Arthur  E.  Corwith,  Bridgehampton 

Robert  J.  Craft,  New  York  City 

Henry  B.  Crawford,  Pittsford 

Helen  M.  Crocker,  Scarborough 

George  Dacks,  Rochester 
Isadore  Daichman,  Brooklyn 
Hugh  P.  Davis,  New  York  City 
John  E.  DeFrancesco,  The  Bronx 
Emil  J.  Delli  Bovi,  Bayside 
Joseph  A.  D’Errico,  North  Tonawanda 
Hans  P.  Detels,  New  Paltz 
Leopold  P.  Deutsch,  New  York  City 
Joseph  H.  Dileo,  New  York  City 
Louis  J.  DiLorenzo,  The  Bronx 
Raymond  L.  Disch,  Lynbrook 
Edward  M.  Douglas,  Jamaica 
Jacob  Dranitzke,  Patchogue 
Cyril  E.  Drysdale,  Northport 
Alvin  Gabriel  Dujat,  New  York  City 
Kumjian  A.  Durand,  Northville 

Walter  E.  Eells,  Walton 
Herman  Ehrlich,  Sarasota,  Florida 
Arnold  Eisendorfer,  New  York  City 
Benjamin  D.  Erger,  Sun  City,  Arizona 
A.  Reginald  Everett,  New  York  City 

Francis  J.  Fagan,  Troy 

Sigmund  Falk,  New  York  City 

Emanuel  Feit,  Yonkers 

Walter  A.  Fenstermacher,  Rochester 

Michael  A.  Ferragamo,  Brooklyn 

George  A.  Fiedler,  New  York  City 

Louis  Finger,  New  York  City 

Ella  H.  Fishberg,  New  York  City 

LeoT.  Flood,  Hempstead 

John  J.  Flynn,  Brooklyn 

John  Thomas  Fochtman,  South  Hampton 

Harold  Friedlander,  Laurelton 

Salvatore  Robert  Frucella,  Hollywood,  Florida 

George  H.  Fuller,  Brockport 

Fred  J.  Fumia,  West  Dennis,  Massachusetts 


Samuel  Galburt,  Brooklyn 

Fred  W.  Geib,  Rochester 

Leonard  R.  Generson,  Pelham  Manor 

Clyde  W.  George,  Buffalo 

H.  Louis  George,  Watertown 

Leon  Ginzburg,  New  York  City 

G.  Thomas  A.  Giordano,  Boynton  Beach,  Florida 

Isidore  Givner,  New  York  City 

Arthur  H.  Glick,  Eastchester 

Jacob  J.  Glick,  Brooklyn 

Bernard  M.  Goertzel,  New  York  City 

A.  Albert  Goodman,  The  Bronx 

Bernard  A.  Goodman,  New  York  City 

Carlon  H.  M.  Goodman,  Ft.  Myers,  Florida 

Irving  R.  Gordon,  Miami  Beach,  Florida 

James  Gottesman,  New  York  City 

Morris  L.  Greenman,  Dix  Hills 

Robert  Greenwald,  Cobleskill 

Max  Grolnick,  Brooklyn 

Cecil  S.  Gross,  North  Babylon 

Edward  B.  Grossman,  New  York  City 

Benjamin  J.  Gruskin,  New  York  City 

Frederick  G.  W.  Guggenbuhl,  Bronxville 

Izrael  Gutentag,  Corona 

Alexander  B.  Gutman,  New  York  City 

Frank  Hacker,  Beacon 

Herbert  C.  Hageman,  Gloversville 

Abraham  Halberstein,  Bayside 

George  C.  Hamilton,  Binghamton 

Samuel  A.  Hand,  Larchmont 

Jacob  R.  Handelsman,  Brooklyn 

Gerald  B.  Harrigan,  Port  Washington 

Arthur  J.  Harrington,  Baldwin 

Leslie  Samuel  Harrison,  Flushing 

Harold  D.  Harvey,  Princeton,  New  Jersey 

Clifford  H.  Harville,  Warsaw 

Arthur  C.  Hassenfratz,  Buffalo 

Emanuel  Hauer,  White  Plains 

Leroy  Savin  Heck,  Mount  Kisco 

Frederic  J.  Heilbroner,  New  York  City 

Vincent  Hemmer,  Brewerton 

Orville  L.  Henderson,  Troy 

Frank  R.  Henne,  Newark 

Clifton  W.  Henson,  New  York  City 

Harold  B.  Hermann,  Brooklyn 

Lewis  J.  Herold,  Brooklyn 

Harry  N.  Hershkowitz,  The  Bronx 

Stefan  Herz,  Brooklyn 

John  Heslin,  Albany 

Albert  E.  Hetherington,  New  York  City 

Hans  A.  Hirschmann,  Far  Rockaway 

Thomas  I.  Hoen,  Cedarhurst 

Leo  Hoffman,  Rochester 

Frank  F.  Holmberg,  Sag  Harbor 

Morris  Horowitz,  Jackson  Heights 

Theodore  G.  Holzager,  Great  Neck 

Thomas  F.  Howley,  Bronxville 

John  P.  Hudock,  Endicott 

L.  Edgar  Hummel,  Eden 

Sidney  Immergut,  Brooklyn 
David  J.  Impastato,  New  York  City 
Alfred  A.  Imperato,  Ozone  Park 

Jan  Jachimowicz,  New  York  City 
William  O.  Jackson,  Avoca 
Mendel  Jacobi,  Brooklyn 
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Zygmunt  Jaffe,  New  York  City 
Kenneth  G.  Jennings,  Brooklyn 
A.  Verne  Johnston,  Utica 
Henry  C.  Johnston,  New  York  City 
Paul  L.  Jones,  Brooklyn 

Abraham  Kaplan,  New  York  City 
Abraham  Kardiner,  New  York  City 
Benjamin  Kaufman,  Brooklyn 
Benjamin  H.  Kaufman,  Elmira 
Philip  L.  Kaye,  Long  Island  City 
Donald  R.  Keller,  Westhampton  Beach 
John  F.  Kelley,  New  Hartford 
George  E.  Kenny,  Port  Jervis 
Irwin  J.  Kemis,  Long  Beach 
Gerhard  Kersten,  Walden 
Aron  S.  Klibanski,  West  Brentwood 
Lazarus  Klurfeld,  Floral  Park 
Arthur  A.  Knapp,  New  York  City 
Borris  A.  Kornblith,  Bayside 
Stuart  E.  Krohn,  Genesee 
Herbert  V.  Krutz,  Nyack 
Joseph  G.  Krystaf,  Buffalo 

I.  Newton  Kugelmass,  New  York  City 

Fritz  Landsberg,  Watkins  Glen 
Paul  W.  Lapidus,  New  York  City 
Samuel  Lassman,  Harrison 
Joseph  J.  La  Vine,  Baldwin 
Sidney  D.  Leader,  New  York  City 
Aaron  Leifer,  Brooklyn 
Benjamin  Leighton,  Phoenix,  Arizona 
Isidore  Levine,  Brooklyn 
Leon  Harry  Levine,  New  York  City 
Robert  L.  Levy,  New  York  City 
Walter  Leyens,  Ellicottville 
Hyman  Lieberman,  Brooklyn 
Robert  M.  Lintz,  Tryon,  North  Carolina 
Joseph  Litwins,  New  York  City 
Herman  H.  Livingston,  New  Rochelle 
Putnam  C.  Lloyd,  New  York  City 
John  J.  Locke,  Long  Island  City 
Joseph  B.  Logue,  Brooklyn 
Willard  A.  Loomis,  Jr.,  Syracuse 
Harold  W.  Lovell,  Nokomis,  Florida 
Frederick  Arnold  Lowe,  Niagara  Falls 
Abraham  Lowenbraun,  Yonkers 
Yela  Lowenfeld,  New  York  City 
Saul  Lustig,  Richmond  Hill 

Joseph  H.  Marvin,  Yonkers 

Raymond  F.  May,  Alden 

Ida  Mayer,  New  York  City 

Vincent  P.  Mazzola,  Brooklyn 

Robert  McClanahan,  New  York  City 

Ira  A.  McCown,  New  York  City 

A.  Genevieve  McEldowney,  New  York  City 

Joseph  Meiers,  New  York  City 

Milton  Mendelson,  Central  Valley 

Charles  R.  Messeloff,  The  Bronx 

Kenneth  M.  Metcalf,  New  York  City 

J.  Lowry  Miller,  Douglaston 
Jack  Moore,  Wantagh 
Ruth  D.  Moore,  Utica 
Joseph  L.  Mountain,  Olean 
Francis  J.  Muller,  Rosedale 
Josef  Munzesheimer,  Silver  Creek 


Dwight  V.  Needham,  Syracuse 

Edwin  H.  Ober,  Corning 
Richard  A.  O’Brien,  Coming 
Lloyd  D.  Orben,  Flushing 
Romas  Osinchuk,  New  York  City 
Joseph  Walker  Owen,  New  York  City 

Samuel  S.  Paley,  New  York  City 
Sergio  S.  Pena,  The  Bronx 
Lewis  B.  Posner,  New  York  City 
Angelo  Procario,  The  Bronx 

Rae  Radwin,  Long  Island  City 
Harold  L.  Rakov,  Kingston 
Frederick  T.  Randolph,  Inwood 
John  H.  Rathbone,  Hamilton 
Irvine  I.  Redler,  New  York  City 
Nathan  Reibstein,  Brooklyn 
Francis  Remy,  Greenport 
Solis  Resnick,  Dix  Hills 
Morris  D.  Riemer,  Hollywood,  Florida 
Peter-Cyrus  Lewis  Rizzo,  Bronxville 
Joseph  Rock,  Pittsford 
Harold  L.  Rolbin,  Hallendale,  Florida 
Francis  W.  Rosenberger,  Syracuse 
Jack  J.  Rosenstein,  West  Nyack 
Harold  C.  Rosenthal,  Poughkeepsie 
Louis  R.  Rosenthal,  Clearwater,  Florida 
Antonio  Rottino,  New  York  City 
Morris  L.  Rower,  Chadwicks 

Walter  Salmore,  The  Bronx 

Sydney  Samet,  The  Bronx 

Rosario  P.  San  Filippo,  Brooklyn 

Jack  Sarnoff,  Long  Island  City 

John  H.  Scharf,  New  York  City 

William  Schick,  New  York  City 

Oscar  Schneller,  Malba 

Godchaux  Schnerb,  New  York  City 

Bernard  M.  Scholder,  Harrison 

Leo  Schwartz,  New  York  City 

Joseph  D.  Schwartzman,  Jackson  Heights 

Harry  J.  Secky,  Flushing 

Samuel  Shauer,  North  Babylon 

George  L.  Sheehan,  Kenmore 

Maximilian  Silbermann,  New  York  City 

Vincent  Silvestri,  The  Bronx 

Emanuel  Simon,  Albany 

Donald  J.  Simons,  New  York  City 

Wilbur  K.  Smith,  Rochester 

Lester  A.  Sonking,  Saugerties 

Kurt  Spaeth,  New  York  City 

Jay  Stanton,  Great  Neck 

Reginald  R.  Steen,  Hempstead 

Irwin  D.  Stein,  Mt.  Kisco 

Joseph  Stein,  Jamaica 

Martin  F.  Stein,  Manhasset 

Lyon  Steine,  Valley  Stream 

Arthur  Stern,  New  York  City 

Henry  Stern,  Sun  City,  California 

Eugene  Stevens,  New  York  City 

Louis  Stix,  Mill  Neck 

Louis  W.  Stoller,  Poughkeepsie 

Walter  E.  Strauss,  New  York  City 

Wiliis  A.  Strong,  Syracuse 

Eugene  M.  Sullivan,  Lackawanna 

Therese  D.  Swick,  Oyster  Bay 
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Maurice  L.  Teitelbaum,  Brooklyn 
Sidney  Thier,  Brooklyn 
T.  Campbell  Thompson,  New  York  City 
Ralph  M.  Towlen,  Blue  Point 
Donald  D.  Trantum,  Jamestown 
Benno  J.  Troidle,  Cornwall 
Max  Trubek,  New  York  City 

Paul  B.  Van  Dyke,  Suffern 
Roland  G.  Vaughan,  West  Brentwood 
Eugene  Vitagliano,  Brooklyn 
Richard  K.  Vosburgh,  Syracuse 

Mark  J.  Wallfield,  Brooklyn 
James  W.  Walton,  Middletown 
Benjamin  W.  Warner,  New  York  City 
Melvin  Brent  W’atkins,  New  York  City 
Morris  Wein,  Richmond  Hill 
Michael  Weingarten,  New  York  City 
Fred  M.  Weiss,  Astoria 
Marjorie  A.  Wheatley,  New  York  City 
Hans  Wolff,  The  Bronx 
Ethel  E.  Wortis,  Southold 
Randolph  A.  Wyman,  Chatham 

Mordecai  Yood,  Jamaica 

Anthony  J.  Zaia,  Oneida 
Seymour  J.  Zauderer,  New  York  City 
Max  Zuger,  Woodmere 

The  secretary’s  supplementary  report  will  list  life 
members  elected  in  November  1973  and  January  1974. 

Dues  Payments.  The  following  list  shows  the  num- 
ber of  members  in  each  county  whose  dues  had  been 
received  by  May  1,  1973,  the  date  after  which  good 


standing  is  lost. 

Albany  453 

Allegany 27 

Bronx  1494 

Broome 338 

Cattaraugus  84 

Cayuga  78 

Chautaugua 120 

Chemung  . . . .• 134 

Chenango 44 

Clinton  79 

Columbia  41 

Cortland 45 

Delaware  42 

Dutchess  327 

Erie  1407 

Essex  25 

Franklin  41 

Fulton 47 

Genesee  53 

Greene  21 

Herkimer  40 

Jefferson  100 

Kings  2881 

Lewis  9 

Livingston  37 

Madison  59 

Monroe 1006 

Montgomery  49 

Nassau  1957 

New  York  6278 


Niagara  186 

Oneida  288 

Onondaga  650 

Ontario 100 

Orange  258 

Orleans 22 

Oswego  61 

Otsego  55 

Putnam  35 

Queens  2208 

Rensselaer  127 

Richmond  312 

Rockland  360 

St.  Lawrence 83 

Saratoga 57 

Schenectady  278 

Schoharie 24 

Schuyler 10 

Seneca  23 

Steuben  103 

Suffolk  '. 1166 

Sullivan  40 

Tioga  21 

Tompkins  91 

Ulster  147 

Warren  90 

Washington  32 

W avne  64 

Westchester 1451 

Wyoming  28 

Yates  16 


Meetings.  The  secretary  has  attended  meetings  of 
the  Council,  the  Executive  Committee,  the  Board  of 
Trustees,  the  Professional  Medical  Liability  Insurance 
and  Defense  Board,  the  House  of  Delegates  of  the 
American  Medical  Association,  and  the  New  York  Del- 
egation to  the  American  Medical  Association  as  well  as 
a number  of  committee  meetings,  including  a meeting 
of  the  committees  on  State  and  Federal  Legislation 
with  members  of  the  State  Legislature  in  Albany  on 
March  6,  a meeting  of  these  two  committees  in  Syra- 
cuse on  October  3,  and  their  conference  with  county 
medical  society  legislation  representatives  the  following 
day.  By  the  time  of  publication  of  this  report  he  will 
have  attended  the  meeting  of  the  Nominating  Commit- 
tee, the  meeting  of  county  medical  society  presidents 
in  Syracuse  on  October  25,  and  the  clinical  session  of 
the  American  Medical  Association  House  of  Delegates 
in  Anaheim,  California,  in  December. 

Other  Matters.  In  addition  to  keeping  the  minutes 
and  verbatim  record  of  the  proceedings  of  the  House  of 
Delegates,  the  Council,  the  Executive  Committee,  and 
the  Board  of  Trustees,  the  secretary  has  kept  files  of 
the  correspondence  resulting  from  those  meetings. 
When  called  upon  to  do  so,  in  his  capacity  as  custodi- 
an of  the  seal  of  the  Society,  he  has  had  it  affixed  to 
appropriate  documents.  He  has  also  represented  the 
Medical  Society  of  the  State  of  New  York  as  vice-presi- 
dent of  the  New  York  State  Association  of  Professions. 


Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 
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Executive  Vice-President 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


This  is  a preliminary  report.  A supplementary  ac- 
count of  staff  activities  will  be  submitted  in  February. 


Following  is  the  new  Table  of  Organization  of  the 
Staff.  A diagramatic  sketch  is  being  prepared  and  will 
be  available  soon. 

STAFF  TABLE  OF  ORGANIZATION 

DIVISIONS 

Office  of  the  Executive  Vice-President 

Executive  Vice-President,  Henry  I.  Fineberg,  M.D. 
Deputy  Executive  Vice-President,  Edward  Siegel, 
M.D. 

Scientific  Activities 

Director,  Norman  S.  Moore,  M.D. 

Public  Health  and  Education 
Physician’s  Placement  Bureau 
Archives 

Scientific  Programs  and  Exhibits — Convention 
“What  Goes  On” 

Allied  Professions 


THE  BUILDING 

After  a number  of  meetings  with  the  contractor  and 
the  architect — and  as  the  result  of  much  maneuvering 
and  negotiating — we  finally  arrived  at  an  equitable  fi- 
nancial settlement  of  all  outstanding  bills.  The  Medi- 
cal Society  of  the  State  of  New  York  now  owns  its  fine, 
outstanding,  utilitarian  building,  free  and  clear  of  any 
indebtedness. 

The  only  major  costs  involved  in  the  future  will  be 
those  concerned  with  maintenance.  Of  course,  from 
experience  we  have  learned  that,  in  any  new  structure, 
unforeseen  problems  arise — there  is  never  perfection — 
but  we  know  that  we  will  be  able  to  take  care  of  any 
“crises”  satisfactorily. 

With  the  concurrence  of  the  Board  of  Trustees,  the 
surplus  in  the  Building  Fund  is  being  transferred  to  the 
Repair  and  Replacement  Fund — to  be  used  for  keeping 
the  building  in  proper  condition  in  the  years  that  lie 

ahead. 

Thus  far,  we  are  only  obligated  to  pay  real  estate 
taxes  to  the  Village  (under  a state  law  which  permits 
local  options  in  such  cases).  We  have  been  submitting 
our  checks  for  this  purpose  “under  protest.”  The  As- 
sociation of  the  Bar  of  the  City  of  New  York  has  insti- 
tuted legal  action  to  do  away  with  this  type  of  require- 
ment, because  it  is  similarly  involved.  If  the  lawyers 
are  successful,  we  will  benefit  by  the  decision  of  the 
court;  and  we  will  be  entitled  to  a refund,  especially 
since  we  have  paid  our  bills  “under  protest.” 

The  county  government  and  school  district  have,  as 
yet,  not  assessed  us.  Here  we  have  many  parties  on 
our  side — agencies  and  associations  which  fit  into  our 
category.  We  hope  that  these  county  and  school  dis- 
trict decisions  will  persist. 

THE  STAFF 

Edward  Siegel,  M.D.,  the  immediate  past  president, 
assumed  the  duties  of  Deputy  Executive  Vice-President 
on  May  1st.  ' 

Two  new  staff  Divisions  have  been  established,  1) 
Governmental  Affairs,  and  2)  Insurance  and  Member- 
ship Benefits.  These  new  departments  are  in  keeping 
with  the  Commission  of  Governmental  Affairs  and  the 
Commission  of  Insurance  and  Membership  Benefits 
which  the  Council  set  up  a short  time  ago. 


Scientific  Publications 

Director,  Alfred  A.  Angrist,  M.D. 

Directing  Librarian 

New  York  State  Journal  of  Medicine 

Library 

Medical  Services 
Director,  Max  N.  Howard,  M.D. 

District  Branches 

Workmen’s  Compensation  and  Occupational 
Health 
Specialties 

Executive  Associate 
Gretchen  Wunsch 
House  of  Delegates 
Council 

Executive  Committee  of  Council 
Board  of  Trustees 

Business 

Director,  Eugene  S.  Dombrowski,  M.B.A. 

Accounting 

Budget  and  Finance 

Membership  and  Directory 

Technical  Exhibits — Convention 

Advertising 

Purchasing 

Staff  Benefit  Programs 
Convention  Services 

Research  and  Planning 

To  be  established 

Management  Services 

Director,  George  W.  Forrest,  Jr. 

Management  Services 
Personnel 

Mail  and  Reproduction 
Catering 

Building  Transportation 
Special  Events 
Office  Services 
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Public  and  Professional  Affairs 

Director,  Guy  D.  Beaumont 
News  Media  Relations 
Public  and  Professional  Relations 
News  of  New  York 
Ad  Rem  Bulletin 
Field  Service 
Speakers  Bureau 
Department  of  Information 
Woman’s  Auxiliary 
Medical  Assistants 
New  York  Delegation  to  AMA 

General  Counsel 

Director,  J.  Richard  Burns,  J.D. 

Law 

Legal  Research 

Bylaws 

Ethics 

Judicial  Council 

Legal  Counsel  to  the  Professional  Medical  Liabil- 
ity Insurance  and  Defense  Board 

Governmental  Affairs 
State  Governmental  Relations 

Director-Martin  J.  Tracey,  J.D. 

State  Legislation 
(Capitol  News) 

State  Agencies 

New  York  State  Association  of  Professions 

PSRO  and  Related  Activities 

Director — 

PSRO 

HMO 

Foundations 

Peer  Review  Mechanisms 
HEW 

Federal  Legislation 

Insurance  and  Membership  Benefits 

Director — 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
General  Insurance 
Membership  Benefits 

As  a result  of  the  above  organization,  we  have  three 
vacancies  in  important  positions  on  the  staff: 

1.  Director  of  the  Division  of  PSRO  and  Related  Ac- 
tivities. We  have  contacted  the  American  Medical 
Association  and  other  agencies,  seeking  qualified  peo- 
ple; and  we  have  had  some  “nibbles.”  We  will  con- 
tinue the  search. 

2.  Director  of  the  Division  of  Insurance  and  Member- 
ship Benefits. 

3.  Director  of  the  Division  of  Research  and  Planning. 
Funds  are  available  in  the  1973  budget  for  all  these 

assignments.  As  a result  of  the  rearrangement  of  the 
staff,  we  have  changed  the  locations  of  the  divisions,  to 
bring  related  departments  closer  to  each  other. 

Until  the  Division  of  Governmental  Affairs  is  fully 
organized,  we  have  asked  Edward  Siegel,  M.D.,  deputy 
executive  vice-president  to  act  as  the  Central  Clearing 
Coordinator  for  PSRO  Activities. 


PSRO  Committee.  After  it  was  determined  that 
there  would  be  a Commission  of  Governmental  Affairs 
— at  the  request  of  the  Council — we  wrote  to  the  presi- 
dents of  county  medical  societies,  presidents  of  district 
branches,  and  chairmen  of  sections,  asking  for  recom- 
mendations which  our  president  would  consider  for  ap- 
pointment to  the  PSRO  Committee.  A number  of 
these  groups  responded. 

Officials  of  the  Department  of  Health  Education  and 
Welfare  have  met  on  two  occasions,  with  members  of 
the  State  and  county  medical  societies.  One  meeting 
was  held  in  Albany,  and  the  other  in  New  York  City. 
The  purpose  of  these  conferences  was  to  talk  about 
area  designations  for  PSRO.  Our  suggestions  and  rec- 
ommendations were  presented.  Of  course,  the  final 
determinations  will  be  made  by  the  Honorable  Casper 
Weinberger,  secretary  of  HEW. 

It  has  been  decided  that  the  PSRO  Committee  of  the 
Council  will  not  be  appointed  at  this  time;  but  that  we 
will  await  the  release  of  area  designations — in  order 
that  there  may  be  representatives  from  each  of  these 
sections  on  the  Committee.  We  know  that,  of  necessi- 
ty, this  group  will  be  a large  one;  but  it  is  felt  that  this 
is  the  only  equitable  way  in  which  we  can  proceed. 

Membership  Benefits.  Last  year  we  reported  that 
at  a meeting  of  comptrollers  of  the  larger  state  medical 
associations  in  the  United  States,  one  of  the  conclu- 
sions reached  was  “More  and  more  physician  members 
of  individual  state  and  county  medical  societies  are 
asking  ‘What  is  my  Society  doing  for  me?’  Most 
agreed  that  the  physician  is  not  satisfied  that  he  re- 
ceives a journal  or  that  he  is  being  represented  by 
someone  at  the  state  capitol  for  his  benefit.  All  agreed 
that,  in  addition  to  these  benefits,  state  and  county 
medical  societies  must  provide  other  services  to  physi- 
cian members.” 

This  is  also  our  opinion. 

In  keeping  with  the  principle  enunciated  above, 
there  has  been  established  a Commission  on  Insurance 
and  Membership  Benefits,  which  consists  of: 

1.  Professional  Medical  Liability  Insurance  and  De- 
fense Board; 

2.  Committee  on  General  Insurance; 

3.  Committee  on  Membership  Benefits. 

At  the  same  time  we  have  organized  a staff  Division 
of  Insurance  and  Membership  Benefits. 

In  May,  the  Council  approved  the  appointment  of  an 
Administrator  of  an  Insurance  Program  to  include 
plans  for  group  life  insurance,  accident  and  health  in- 
surance, office  overhead,  etc. 

In  a communication  to  this  administrator,  our  Presi- 
dent, Thomas  F.  McCarthy,  M.D.,  made  it  very  clear 
that:  “Naturally,  we  are  interested  in  obtaining  as  a 

benefit  of  membership  in  the  Society  the  finest  protec- 
tion at  the  lowest  possible  cost  that  can  be  produced  i 
for  our  physicians.  We  are  also  interested  in  making 
certain  that  the  existing  county  and  district  programs 
are  enhanced  and  protected.  To  these  ends  you  may 
be  certain  that  the  Society  Staff  will  extend  every  co- 
operative effort  to  make  certain  that  the  entire  pro-  j 
gram  is  of  true  and  lasting  benefit  to  our  Society  and 
our  member  physicians.” 

We  are  also  considering  going  into  the  areas  of  group 
car  leasing  programs,  group  car  buying  projects,  group 
automobile  insurance,  and  many  other  similar  pro- 
grams which  members  of  our  Society  are  discussing.  ( 
You  will  be  kept  informed  of  progress  as  we  go  along. 
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AMA-ERF 

In  accordance  with  a precedent  established  some 
time  ago,  the  American  Medical  Association  submitted 
to  us  AMA-ERF  grant  checks  for  presentation  to  the 


medical  schools  in  our  state. 

Columbia  University  College  of  Physicians 
and  Surgeons  $5,549.99 

Albany  Medical  College  of  Union  University  3,562.79 
State  University  of  New  York  at  Buffalo, 

School  of  Medicine  4,296.04 

State  University  of  New  York,  Downstate 

Medical  Center  2,933.84 

New  York  Medical  College  3,836.79 

State  University  of  New  York,  Upstate 
Medical  Center  3,348.39 

New  York  University  School  of  Medicine  4,109.84 

Cornell  University  Medical  College  5,641.10 

University  of  Rochester  School  of  Medicine 
and  Dentistry  4,329.69 

Albert  Einstein  College  of  Medicine  of 

Yeshiva  University  2,226.84 

Mount  Sinai  School  of  Medicine  of  the  City 

University  of  New  York 2,086.84 

State  University  of  New  York — Stony  Brook 
(Foundation)  983.42 


The  total  amount  of  money  distributed  throughout 
the  country  was  $963,823.86.  This  represents  contribu- 
tions by  physicians,  the  woman’s  auxiliaries,  medical 
societies  and  other  sources. 

The  checks  were  distributed  to  the  schools  involved; 
and  we  received  quite  a few  letters  of  appreciation. 

DIVISIONS 

The  directors  of  the  various  divisions  of  MSSNY  are 
the  lifeblood  of  our  organization.  All  that  they  and 
their  staffs  accomplish  cannot  be  recorded  adequately 
on  paper.  However,  we  have  attempted  to  list  below 
all  of  their  important  contributions — developments 
chosen  from  reports  submitted  throughout  the  year. 
Naturally  we  have  kept  away  from  duplicating  the 
“stories”  of  committees  and  confined  ourselves  to  staff 
functions. 

Scientific  Activities 

The  Committee  on  Nursing  and  Allied  Health  Pro- 
fessions has  noted  the  unrest  among  some  nurses  who 
sponsored  Senate  Bill  8274  and  Assembly  Bill  9422 
which  became  effective  March  17,  1973.  This  activist 
group  may  surface  more  in  the  future.  There  is  a great 
change  going  on  in  the  attitude  of  nurses  toward  physi- 
cians and  traditional  nurses’  duties  in  hospitals. 

On  Monday,  April  20,  the  Public  Health  Council  had 
its  annual  meeting  with  the  Governor.  On  May  1,  the 
director  attending  the  Mental  Hygiene  Council  Meet- 
ing and  proceeded  to  Buffalo  for  the  75th  Anniversary 
celebration  of  the  founding  of  Roswell  Park  Memorial 
Institute.  This  was  in  the  form  of  an  all-day  seminar 
with  scientists  from  all  over  the  world  who  had  trained 
at  Roswell  Park,  and  it  ended  up  with  a dinner.  There 
were  guests  from  many  medical  organizations.  The 
division  director  represented  MSSNY.  » 

There  was  a meeting  of  the  Committee  on  Alcohol- 
ism on  May  8;  and  the  Committee  on  School  Health  on 
May  9.  On  May  15  a symposium  was  held  at  Cornell 
Medical  College  on  “Medicine  in  the  Prisons.”  This 
symposium  was  arranged  by  Stephen  Nordlicht,  M.D., 
and  was  well  attended.  On  May  16,  there  followed  a 


symposium  at  the  Statler  Hilton  on  “Medicine,  Society 
and  the  Law  in  a Changing  Era.”  This  was  an  all-day 
session,  attended  by  physicians,  lawyers  and  laymen. 

On  May  25,  the  director  conducted  a meeting  of  the 
Public  Health  Council.  He  attended  a meeting  of  the 
Advisory  Council  to  the  Health  Planning  Commission 
on  June  19.  On  June  25,  the  first  meeting  of  the  Gov- 
ernor’s Acupuncture  Commission  was  held  in  the  State 
Education  Offices  in  New  York  City. 

In  between  meetings  during  June,  July,  and  August, 
the  director  was  preoccupied  with  fulfilling  requests  for 
information  about  committees  in  the  Division  of  Scien- 
tific Activities.  These  committees  were  analyzed  for 
composition,  medical  specialties  represented,  dates  of 
original  appointments,  tenure,  number  of  members, 
function,  responsibilities,  and  scope  of  activities.  In 
all,  there  were  38  committees.  On  July  9,  the  director 
sent  a memorandum  to  each  committee  chairman  re- 
questing that  they  send  their  views  on  the  function, 
responsibilities,  and  scope  of  activities  of  their  com- 
mittees. 

What  Goes  On.  Since  our  last  report,  What  Goes 
On  has  listed  some  1,300  notices  for  hospitals,  medical 
schools,  and  academies  of  medicine,  specialty  societies, 
county  medical  societies,  and  many  others. 

The  number  of  subscriptions  for  What  Goes  On,  as  a 
separate  publication,  dropped  when  the  Journal  sub- 
scription price  dropped.  The  Journal  may  have  picked 
up  earlier  What  Goes  On  subscribers.  As  of  Septem- 
ber 15th  there  are  95  subscriptions  to  What  Goes  On. 

An  interesting  letter  was  received  by  the  editor  from 
the  founder  of  What  Goes  On,  Mrs.  Charlotte  Trout- 
wine,  in  which  she  stated,  “It  is  a joy  to  me  to  see  this 
(WGO)  continuing  since  1951.”  That  makes  it  22 
years  that  this  publication  has  been  in  existence. 

Physicians'  Placement  Bureau.  Our  records  show 
that  a total  of  76  openings  were  filled  or  cancelled  dur- 
ing the  period  September  20,  1972  to  September  15, 
1973.  According  to  letters  and  phone  calls  from  hospi- 
tal administrators,  community  committee  chairmen, 
and  individuals,  the  areas  where  we  were  able  to  place 
physicians  include;  Attica,  Auburn,  Au  Sable  Forks, 
Bronx,  Brooklyn,  Broome,  Callicoon,  Carthage,  Cor- 
ning, Cuba,  Geneseo,  Geneva,  Hudson,  Little  Falls, 
Massena,  Newark,  New  York  City,  Old  Forge,  Oswego, 
Plattsburgh,  Port  Jervis,  Potsdam,  Salamanca,  Stan- 
fordville,  Syracuse,  Tioga,  Waverly;  as  well  as  Medina, 
Mahopac,  Elmira,  Fulton,  Walton,  and  Suffolk  Coun- 
ty. One  hospital  administrator  called  to  tell  us  that 
one  of  the  physicians  referred  by  us  was  being  put  on 
his  staff. 

As  a result  of  the  Physicians’  Placement  Bureau 
sending  out  copies  of  its  own  brochure  requesting  com- 
munities and  physicians  to  let  us  know  when  they  no 
longer  need  our  service,  we  have  received  many  letters 
expressing  appreciation  and  gratitude  to  the  Medical 
Society  of  the  State  of  New  York  for  this  service. 
They  are  beginning  to  let  us  know  when  we  are  effec- 
tive. 

In  June  1973,  the  bureau  was  advised  that  the  Coun- 
cil had  approved  Physicians  Assistants  and  Special- 
ists’ Associates  being  added  to  the  lists  which  are  made 
up  by  the  bureau.  To  date,  we  have  received  only  one 
request  for  a PA  and  six  letters  and  resumes  from  PA’s. 

The  Physicians’  Placement  Bureau  maintained  a 
booth  at  the  annual  convention  in  February.  Approxi- 
mately 200  physicians  visited  the  booth  and  asked  for 
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lists  of  openings  in  New  York  State.  Many  individuals 
from  upstate  communities  stopped  at  the  booth  to  ask 
for  physicians  for  their  towns  or  to  discuss  recent  refer- 
rals. More  than  500  pieces  of  literature  were  taken 
from  the  booth.  These  included  our  own  brochure,  a 
list  of  opportunities,  questionnaires,  and  so  forth,  as 
well  as  literature  published  by  the  AMA  relating  to 
group  practice,  the  business  side  of  medical  practice, 
and  a brochure  entitled  “A  Physician  for  Your  Com- 
munity” which  explains  what  a community  should  do 
to  attract  physicians. 

The  American  Medical  Association’s  Physicians’ 
Placement  Service  sent  about  1,000  resumes  of  physi- 
cians who  applied  to  them  for  placement  in  our  State. 
Some  of  them  have  settled  in  our  upstate  communities. 


Scientific  Publications 

The  New  York  State  Journal  of  Medicine  has  contin- 
ued to  be  published  on  a semimonthly  basis.  Included 
have  been  the  convention  issue  and  the  official  minutes 
of  the  House  of  Delegates.  This  material,  as  well  as 
the  scientific  articles,  have  been  indexed  in  the  two 
semiannual  indexes. 

The  Council  has  approved  the  recommendation  that 
the  journal  be  published  monthly  rather  than  semi- 
monthly, starting  in  January,  1974.  The  January  and 
June  issues  will  each  be  in  two  parts,  the  January  one 
to  contain  a supplement  devoted  to  the  program  and 
reports  for  the  Annual  Convention,  and  the  June  issue 
to  have  a supplement  devoted  to  minutes  of  the  meet- 
ing of  the  House  of  Delegates. 

In  June,  Julius  E.  Stolfi,  M.D.,  became  associate  ed- 
itor of  the  Journal.  He  is  eminently  qualified  to  carry 
out  editorial  duties  and  his  experience  will  be  of  great 
value. 

Once  again,  we  wish  to  thank  the  stalwarts  of  the 
Associate  Editorial  Board  who  have  served  long  and 
faithfully;  and  to  welcome  the  new  members  of  the 
Board. 

The  Journal  continues  to  attract  ever-increasing 
numbers  of  manuscripts  for  consideration.  This  means 
that  great  care  must  be  taken  in  making  selections,  in 
accepting  only  the  best  manuscripts  and  those  which 
will  be  of  most  interest  to  our  readers.  We  are  doing 
our  best  to  reduce  our  backlog  of  material. 

As  of  the  date  of  this  report,  a total  of  397  manu- 
scripts has  been  submitted,  of  which  239  have  been  ac- 
cepted, 86  rejected;  72  have  been  referred  to  consul- 
tants. The  remainder  of  the  articles  submitted  have 
been  returned  for  changes;  or  are  still  under  consider- 
ation. 

Of  the  2,296  pages  published,  1,449  were  editorial. 
The  total  advertising  pages  for  this  period  has  been 
413,  which  represents  a decline  as  compared  with  pre- 
vious years.  The  ratio  of  editorial  to  advertising  is 
77:23. 

Medical  Services 

Two  major  projects,  Workmen’s  Compensation  and 
the  MSSNY  Relative  Value  Scale,  have  monopolized 
most  of  this  division’s  time  during  the  year. 

Workmen's  Compensation.  The  activities  in  this 
area  have  demanded  an  inordinate  amount  of  time  and 
effort.  The  changeover  from  the  previous  relatively 
concise  and  simple,  but  inequitable,  schedule  to  a rela- 
tive value  scale  format,  was  performed  almost  entirely 


by  this  division.  Problems  in  gaining  acceptance  and 
agreement  from  the  other  parties  involved  caused  de- 
lays so  that,  although  effective  as  of  January  1,  1973, 
the  schedule  was  not  finalized  until  February.  With  so 
complex  a change  in  the  schedule  it  was  necessary  to 
prepare  and  distribute  informational  releases  to  all  our 
members  through  the  News  of  New  York,  as  well  as 
more  detailed  material  to  the  county  medical  societies 
and  specialty  groups.  Not  unexpectedly,  the  change 
also  resulted  in  a considerable  flow  of  correspondence 
as  well  as  phone  calls  seeking  information  and  clarifi- 
cation. 

Although  the  study  performed  by  the  director  in  the 
fall  of  ’72  was  as  accurate  as  the  available  material  and 
the  time  limits  permitted,  it  was  recognized  that  the 
data  base  from  which  the  conversion  factors  were  ar- 
rived at  to  effect  an  overall  10  per  cent  increase  in  fees 
was  too  small  to  be  certain  that  such  an  increase  would 
in  fact  follow  the  adoption  of  the  new  schedule.  Ac- 
cordingly, we  had  stipulated  that  a new  study  be  con- 
ducted in  the  Spring  of  ’73  to  permit  possible  correc- 
tion as  of  July  1,  1973,  of  the  conversion  factors  for  sur- 
gery and  radiology.  Unanticipated  problems  arose  in 
establishing  the  methodology  for  the  study;  and  it  took 
innumerable  meetings  and  months  of  tim^  to  finally 
win  agreement  to  the  method  that  the  MSSNY  pro- 
posed. This  agreement  was  not  reached  until  the  lat- 
ter part  of  June.  It  was  then  necessary  to  perform  the 
study  as  a “crash  program”  within  a three-week  period, 
visiting  the  offices  of  carriers  to  extract  the  basic  infor- 
mation from  2,000  randomly  selected  files.  The  basic 
material  was  then  analyzed,  tabulated,  and  summa- 
rized. The  carriers  independently  reviewed  the  same 
files.  The  results  arrived  at  by  the  two  studies  were  at 
considerable  variance.  On  challenge,  our  study  proved 
to  be  the  more  valid  and  was  used  as  the  basis  for  ne- 
gotiation. As  a result  of  our  study  the  conversion  fac- 
tor in  surgery  was  increased  from  $27.50  to  $31.00  and 
the  conversion  factor  in  radiology  from  $13.70  to 
$15.00. 

The  lack  of  statistics  regarding  the  frequency  of  pro- 
cedures performed  in  the  care  of  workmen’s  compensa-  > 
tion  claimants  was  the  major  cause  of  the  tremendous 
amount  of  work  required  in  analyzing  files  both  in  1972 
and  1973.  Even  with  the  last  2,000  files  reviewed,  the 
sampling  was  probably  no  greater  than  0.5  per  cent  of 
the  total  number  of  cases.  To  avoid  the  necessity  of 
having  to  repeat  such  arduous  tasks  in  the  future,  the 
Society  readily  agreed  to  the  formation  of  a subcom- 
mittee, working  with  statisticians,  to  set  up  a more 
practical  and  more  accurate  means  of  retrieving  the  in- 
formation required  in  analyzing  workmen’s  compensa- 
tion practices  in  the  future.  The  director  is  a member 
of  this  subcommittee  and  has  been  and  will  continue  to 
be  active  in  formulating  both  policy  and  procedure. 

MSSNY  Relative  Value  Scale.  We  are  far  behind 
our  target  date  in  the  development  of  this  scale,  pri- 
marly  due  to  factors  beyond  our  control.  All  the  pre-  j 
liminary  surveys,  analyses,  and  discussions  were  car-  I 
ried  out  on  the  basis  of  the  second  edition  of  the  AMA 
Current  Procedural  Terminology  as  mandated  by  the 
House  of  Delegates.  In  the  Fall  of  1972,  as  we  were 
nearing  completion  of  the  project,  we  learned  that  a 
third  edition  was  to  appear  early  in  1973.  In  December 
of  1972,  we  finally  obtained  a draft  of  the  third  edition 
and  because  of  marked  differences  between  the  two 
editions,  had  to  retype  all  the  material  and  resubmit  it 
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to  the  specialty  societies  for  reconsideration.  In  May 
of  ’73  we  received  the  printed  copy  of  the  third  edition 
and  found  significant  changes  between  the  draft  and 
this  final  copy.  Once  again  we  had  to  retype  and  re- 
submit material  to  the  various  groups.  This  project  is 
now  almost  completed,  and  it  is  still  hoped  that  we 
will  have  the  scale  in  printed  form  before  the  end  of 
the  year. 

State  Communities  Aid  Association.  The  Coali- 
tion for  Home  Health  Services  in  New  York  State, 
which  our  Society  joined,  has  required  more  time  than 
expected.  However,  as  the  project  has  developed,  it  is 
one  in  which  it  is  felt  we  should  be  actively  engaged  to 
assure  that  the  physician  retains  the  primary  position 
in  the  treatment  and  care  of  his  patient.  On  June  23, 
1973,  during  the  AMA  Annual  Meeting  in  New  York 
City,  we  cosponsored  a well  attended  program  on  this 
subject. 

Legislation 

Albany  Operations.  (1)  For  the  second  successive 
year,  the  director  represented  the  State  Medical  Soci- 
ety at  the  Capitol  in  Albany  during  the  entire  five- 
month  session.  He  communicated  the  State  Medical 
Society’s  position  on  numerous  health  bills  through 
personal  contact  with  the  legislators,  their  secretaries, 
aides,  legal  counsels,  and  by  visits  to  the  legislators’ 
offices.  The  director  also  worked  very  closely  with  the 
Medical  Society  of  the  State  of  New  York’s  legislative 
counsel  at  the  Capitol  in  directing  and  preparing  the 
Medical  Society  of  the  State  of  New  York  position 
statements  on  pending  bills,  and  actively  participated 
in  the  presentation  and  discussion  of  these  memoranda 
with  members  of  the  State  Legislature. 

(2)  For  the  second  successive  year,  a telephone  an- 
swering service  was  in  operation  in  Albany.  This 
mechanism  proved  to  be  a most  valuable  means  of 
communication  between  the  director  and  the  legisla- 
tors, their  staffs,  county  medical  societies,  and  individ- 
ual physicians. 

(3)  Our  MSSNY  weekly  legislative  bulletin,  Capitol 
News,  kept  key  physicians  abreast  of  developments 
concerning  bills  pending  in  the  Legislature.  Twenty- 
one  issues  were  published,  the  last  on  July  5,  1973. 
The  21  issues  were  two  more  than  the  19  issues  pub- 
lished in  the  previous  year. 

Headquarters  Activities.  The  staff  of  the  division 
at  Lake  Success  successfully  carried  on  numerous  func- 
tions during  the  time  the  director  was  working  in  Alba- 
ny, through  daily  telephone  conferences  with  him  and 
under  his  personal  supervision  after  the  adjournment  of 
the  Legislature.  The  following  were  some  of  the  prin- 
cipal achievements. 

(1)  Five  memoranda  were  mailed  to  all  members  of 
the  State  Legislature.  Each  one  acted  as  a transmittal 
letter  for  a group  of  MSSNY’S  position  statements  on 
pending  health  bills. 

(2)  Legislation  Action  Bulletin  (LAB)  was  inaugurat- 
ed during  the  year  as  a new  method  of  internal  com- 
munication. The  purpose  of  this  bulletin  was  to  alert 
physicians  to  developments  in  Albany  and  to  spe'll  out 
for  them  specific  actions  to  be  taken.  Six  issues  of 
LAB,  were  sent,  along  with  position  statements,  to  all 
county  medical  society  legislation  chairmen,  presi- 
dents, secretaries,  executive  secretaries,  panels  of  liai- 
son physicians,  and  key  officials  of  the  Woman’s  Auxil- 
iary. 


(3)  Special  communications  were  also  sent  to  all 
members  of  the  Senate  and  the  Assembly  in  the  form 
of  Mailgrams  particularly  in  regard  to  MSSNY’s  oppo- 
sition to  S.920-A  (Lombardi),  the  hospital  health  in- 
surance plan  bill. 

(4)  Letters  were  sent  to  all  members  of  Congress  in 
New  York  State,  the  two  New  York  Senators,  and 
President  Nixon,  transmitting  to  them  MSSNY’s 
House  of  Delegates  Resolution  73-84  “Exclusion  of  Re- 
gional Program  from  Federal  Budget.”  Many  replies 
were  received,  including  responses  on  behalf  of  the 
President  and  from  the  two  Senators.  Almost  all  indi- 
viduals responding  supported  MSSNY’s  position  favor- 
ing continuation  of  RMP  (Regional  Medical  Programs). 

(5)  Files  on  the  continuously  mounting  number  of 
health  bills  and  records  of  their  progress  were  main- 
tained through  daily  services  provided  by  the  Legisla- 
tive Index  Company.  These  files  were  the  basis  upon 
which  inquires  concerning  requests  for  copies  of  bills 
and  their  status  were  answered. 

Visits  to  Legislators'  Offices.  Through  arrange- 
ments made  by  the  division,  members  of  the  State 
Legislation  Committee  met  with  several  Senators  and 
Assemblymen  from  their  home  areas  following  the 
meeting  of  the  committee  on  March  6,  in  Albany. 
This  was  the  first  time  that  members  had  visited  the 
Capitol  and  the  new  Legislators’  Office  Building. 

In  the  evening,  the  members  of  the  committee  took 
part  in  the  Annual  Reception  for  Legislators,  conduct- 
ed by  the  New  York  State  Association  of  Professions, 
Inc.  (NYSAP).  At  this  reception,  the  committee 
members  again  had  an  excellent  opportunity  to  meet 
with  additional  members  of  the  Senate  and  Assembly, 
including  such  high-ranking  officials  as  Lieutenant 
Governor  Malcolm  Wilson;  Attorney  General  Louis  L. 
Lefkowitz;  Comptroller  Arthur  Levitt;  and  Senator 
Warren  Anderson,  Senate  Majority  Leader.  Thomas 
F.  McCarthy,  M.D.,  State  Medical  Society  president, 
participated  in  both  events. 

Legal  Research  and  Memoranda.  Prior  to  the  sep- 
aration of  the  Division  of  Legislative  Affairs  from  the 
Office  of  General  Counsel,  the  director  engaged  in 
gathering  legal  data  concerning  several  legal  problems. 
Among  these  were  the  preparation  of  a legal  opinion 
concerning  legal  action  challenging  portion  of  Public 
Law  92-603  (H.R.I.),  as  set  forth  in  a Resolution 
adopted  by  the  1973  House  of  Delegates  (73-60).  This 
resolution  was  entitled  “Discrimination  Against  Cer- 
tain Hospital  Medicare  Beneficiaries  Under  Public  Law 
92-603  (H.R.l.).” 

Meetings  and  Public  Hearings.  Both  during  the 
session  of  the  State  Legislature  and  after  adjournment, 
the  director  participated  in  many  important  meetings 
and  public  hearings;  and  he  spoke  at  several  of  them  as 
the  representative  of  MSSNY.  The  following  are  some 
of  the  meetings  in  which  the  director  participated. 

(1)  Joined  with  legislative  counsel  in  attending  25th 
Annual  Dinner,  New  York  Republican  State  Commit- 
tee, Hotel  Hilton,  New  York  City. 

(2)  During  the  AMA  Convention,  met  with  Bernard 
Hirsh,  AMA  general  coursel,  to  discuss  current  prob- 
lems, notably  Long  Island  Jewish — Hillside  Medical 
Center — Blue  Cross  Health  Insurance  Plan. 

(3)  Attended  a public  hearing  conducted  by  the  Sen- 
ate Health  Committee  and  the  Assembly  Health  Com- 
mittee on  Emergency  Medical  Services  Bill,  Mineola, 
New  York. 
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(4)  Addressed  the  Rockland  County  Medical  Society, 
New  City,  and  outlined  MSSNY’s  activities  during  the 
past  session  of  the  State  Legislature  and  its  plans  for 
the  future. 

(5)  Represented  the  executive  vice-president;  and 
presented  a statement  on  his  behalf  at  the  Annual  Leg- 
islative Conference,  New  York  State  Board  of  Regents, 
Chancellor’s  Hall,  Education  Building,  Albany. 

(6)  Participated  in  a public  hearing  conducted  by  the 
Senate  and  Assembly  Health  Committees  on  Emergen- 
cy Health  Services  Bill  at  White  Plains,  New  York, 
where  John  H.  Carter,  M.D.,  State  Legislation  Com- 
mittee chairman,  presented  MSSNY’s  views. 

(7)  Attended  a regular  meeting  of  the  New  York 
State  Association  of  the  Professions  (NYSAP)  held  at 
headquarters  of  New  York  State  Pharmaceutical  Asso- 
ciation, New  York  City. 

(8)  Addressed  the  Fall  Conference  of  the  Woman’s 
Auxiliary  held  at  the  Roundtowner  Motel,  Albany;  and 
explained  what  MSSNY  is  doing  in  legislation  and  how 
the  Auxiliary  can  supplement  the  physicians’  efforts. 

General  Counsel 

The  Office  of  General  Counsel  came  into  existence 
on  January  1,  1973,  and  there  has  been  an  orderly 
changeover  from  the  conduct  of  the  legal  affairs  of  the 
Society  by  outside  counsel  to  integration  of  these  ac- 
tivities into  the  headquarters  staff  structure  of  the  So- 
ciety. 

The  duties  of  the  general  counsel  include  the  fol- 
lowing: Attend  meetings  of  Council,  Board  of  Trust- 

ees, and  meetings  of  certain  Council  committees;  at- 
tend all  sessions  of  the  House  of  Delegates;  review  all 
reference  committee  reports,  prior  to  submission  to 
House  of  Delegates,  for  legal  accuracy  and  propriety; 
provide  legal  assistance  in  the  corporate  activities  of 
the  Society  and  its  component  county  societies;  review 
and/or  draft  proposed  contracts  and  agreements  be- 
tween the  Society  and  others;  interpret  meaning  and 
effect  of  various  federal,  state,  and  municipal  statutes 
and  regulations  on  the  Society,  its  component  county 
societies,  and  its  individual  members;  assist  in  the 
preparation  of  reports  and  documents  required  by  vari- 
ous governmental  agencies;  attend  all  meetings  of  the 
Judicial  Council,  and  render  legal  assistance  as  re- 
quired; supervise  the  professional  liability  defense  of 
“uninsured”  members  (as  required  by  the  Bylaws)  and 
engage  legal  consultants  in  these  matters,  when  neces- 
sary. 

The  general  counsel  and  his  associate  have  been  en- 
gaged in  a multitude  of  activities  relating  to  the  legal 
and  legislative  concerns  of  the  Society,  its  various  com- 
ponent county  medical  societies  and  district  branches, 
its  council  commissions  and  committees,  its  physician 
members,  and  even  its  ancillary  affiliates,  such  as  the 
Woman’s  Auxiliary. 

The  Office  of  General  Counsel  has  been  given  by  the 
executive  vice-president  the  specific  mission  of  provid- 
ing staff  research  and  support  to  the  Professional  Med- 
ical Liability  Insurance  and  Defense  Board,  the  House 
Committee  on  Bylaws,  the  Council  Committee  on  Con- 
stitution and  Bylaws,  the  Judicial  Council,  the  Council 
Committee  on  Ethics,  and  the  Council  Ad  Hoc  Com- 
mittee to  Study  Professional  Medical  Liability  Insur- 
ance. In  addition  the  division  has  been  providing  staff 
assistance  to  the  Council  Committee  on  Research  and 
Planning,  pending  the  activation  of  the  Division  of  Re- 
search and  Planning. 


All  proposed  revisions  to  the  constitutions  and  by- 
laws of  the  component  county  medical  societies  and 
district  branches  have  been  reviewed  to  insure  that 
they  do  not  violate  the  laws  of  the  State  of  New  York 
or  the  Bylaws  of  the  State  Society.  Of  particular  im- 
portance is  the  assurance  that  these  bylaws  comply 
with  the  terms  of  the  new  Not-For-Profit  Corporation 
Law.  Appropriate  recommendations  have  been  made 
thereafter  to  the  Council  Committee  on  Constitution 
and  Bylaws  concerning  the  proposed  revisions.  At  the 
request  of  the  Council  Committee  on  Constitution  and 
Bylaws,  the  Office  of  General  Counsel  has  prepared  a 
“model”  constitution  and  bylaws  for  the  component 
county  medical  societies  to  use  in  revising  their  consti- 
tutions and  bylaws  and  to  insure  compliance  with  vari- 
ous laws  and  statutes  of  New  York  State.  The  neces- 
sary legal  documents  to  petition  for  permission  to  in- 
tervene as  amicus  curiae  in  a lawsuit  involving  the 
issue  of  “due  process”  between  a member-physician 
and  a hospital  center,  participated  in  negotiations  with 
the  New  York  Attorney  General’s  Bureau  of  Consumer 
Frauds  to  compel  the  New  York  Telephone  Company 
to  verify  the  licensure  of  individuals  applying  for  listing 
as  physicians  in  the  “Yellow  Pages”  of  the  telephone 
directory. 

The  general  counsel  also  attended  a Congress  on 
Medical  Ethics  in  Washington,  D.C.,  sponsored  by  the 
Judicial  Council  of  the  AMA  on  April  26  to  April  28, 
1973. 

Public  and  Professional  Affairs 

For  the  Division  of  Public  and  Professional  Affairs, 
the  year  1973  was  one  of  organizational  change  and  re- 
finement. At  the  year’s  end,  new  personnel  and  sever- 
al changes  in  the  assignment  of  responsibility  reflected 
a smoother  operation  and  the  ability  to  handle  an  in- 
crease in  work  load  without  a concomitant  increase  in 
staff. 

Internal  communication  is  now  largely  the  responsi- 
bility of  Mr.  Henry  J.  Zaleski  who  joined  MSSNY  in 
December  of  1972,  as  editor  of  the  monthly  bulletin, 
News  of  New  York,  and  the  Ad  Rem  “quick  news”  bul- 
letins displayed  in  the  physicians’  lounges  of  hospitals. 
Gradually  these  bulletins  are  reflecting  the  editor’s  pol- 
icy of  reporting  accurately  , and  as  succinctly  as  possi- 
ble, in  the  interest  of  the  physician’s  time.  Reports  in 
detail  on  any  subject  published  in  brief  form  may  be 
secured  by  contacting  the  editor. 

Releases  to  the  public  news  media,  as  well  as  public 
relations  planning  and  implementation,  are  the  assign- 
ment of  Mr.  Michael  D.  Reichgut,  who  joined  MSSNY 
in  July  of  1973.  He  is  also  a staff  assistant  to  the  Pub- 
lic Relations  Committee. 

Mrs.  Bess  Kurzner,  Manager  of  the  Department  of 
Information,  answers  the  endless  chain  of  questions 
from  our  members  and  from  the  public  which  are  not 
referable  to  any  other  specific  departments  at  head- 
quarters. This  averaged  231  telephone  inquiries  per 
month;  30  written  requests  for  assistance;  and  15  inter- 
views with  people  who  call  in  person  at  the  State  Soci- 
ety’s office.  In  addition  to  this  important  professional 
and  public  relations  effort,  the  manager  of  information 
also  handles  details  involved  with  the  several  MSSNY 
awards  programs  including  the  annual  President’s 
Citation,  the  Fifty-Year  Awards,  and  the  Bernstein 
Award.  She  also  assists  the  Woman’s  Auxiliary  and 
the  New  York  Chapter  of  the  American  Medical  Assis- 
tants Association  with  typing  and  duplication. 
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Since  the  completion  of  the  very  successful  MSSNY 
VD  Education  Program  in  June,  the  field  service  rep- 
resentatives have  resumed  their  more  normal  function 
of  directly  assisting  the  county  medical  societies  and 
district  branches,  their  officers  and  individual  mem- 
bers. Additional  responsibility  is  their  cultivation  of 
relations  with  other  professional  organizations  and  the 
news  media.  Two  new  regional  representatives  joined 
the  field  service  in  1973.  Mr.  John  Mucci  serves  in 
central  upstate  New  York  and  Mr.  Julius  H.  Horton, 
Jr.,  who  first  managed  the  Mobile  Health  Education 
Program,  is  now  serving  as  regional  representative  for 
downstate  New  York. 

During  the  year,  the  director  of  the  Division  of  Pub- 
lic and  Professional  Affairs,  in  addition  to  his  routine 
supervisory  responsibilities,  interviewed  and  trained 
the  four  staff  members  who  joined  the  division.  He 
also  organized  and  staffed  the  Albany  Seminar  on 
Foundations  for  Medical  Care  (sponsored  in  April  in 
cooperation  with  the  New  York  State  Institute  for  Re- 
search and  Development  in  Health  Care,  Inc.).  He 
also  assisted  President  McCarthy  with  the  organization 
of  receptions  held  throughout  the  state.  He  was  re- 
sponsible for  the  annual  conference  of  county  society 
presidents  held  in  October.  He  staffed  the  New  York 
Delegation  to  the  AMA  at  the  Annual  Session  in  June 
and  the  Clinical  Session  in  December. 


BUSINESS 

Accounting.  A manager  of  accounting  was  appoint- 
ed, with  the  responsibility  of  supervising  the  daily  fi- 
nancial activities  of  this  department.  At  present,  work 
is  being  done  to  streamline  the  system. 

Journal.  Publishing  the  New  York  State  Journal  of 
Medicine  once  a month,  which  will  entail  a saving  of 
approximately  $50,000  per  annum,  will  not  result  in  a 
loss  of  advertising  revenue.  At  present  95  per  cent  of 
the  advertisers  run  only  one  advertisement  per  month. 

2)  It  was  decided  to  intersperse  advertising  through- 
out the  issue  of  the  Journal,  rather  than  group  all  ad- 
vertising within  a few  limited  pages.  This  change  is 
more  acceptable  to  our  advertisers  who  feel  that  read- 
ership will  skip  over  the  advertising  pages  and  go  right 
into  the  “reading  material”  if  interspersing  is  not  pres- 
ent. 

3)  Advertising  revenues  have  dropped  for  the  first 
nine  months  of  the  year  due  to  the  general  trend  of  the 
economy  and  the  slow  approval  of  new  products  by  the 
Federal  Drug  Administration.  An  improvement  in  this 
area  is  expected  during  the  last  quarter  of  the  year. 

4)  Advertising  rates  are  being  raised  effective  Janu- 
ary 1st.  There  have  been  no  increases  since  1967,  and 
it  was  felt  that  an  adjustment  was  in  order  at  this 
time.  The  average  increase  ranges  from  10  to  20  per 
cent.  On  the  other  hand,  four-page  color  rates  were 
reduced  to  make  them  competitive  with  other  medical 
publication  rates. 

Membership-Directory.  1)  The  Membership  De- 
partment continues  to  operate  as  usual.  A slight  loss 
in  membership  may  take  place  in  1973  but'the  number 
is  insignificant.  Over  99  per  cent  of  members  have 
paid  their  1973  dues  at  this  writing. 

2)  The  question  of  the  format  of  the  1974  dues  bill 
has  been  settled  and  the  bills  will  clearly  indicate  that 
AMA  dues  are  optional. 

3)  The  Directory  Department  continues  to  work  on 
the  preparation  of  material  for  the  1973-74  Medical 


Directory.  Publication  and  mailing  is  scheduled  for 
the  first  week  in  December. 

Purchasing — Travel  Department.  Competitive 
bidding  for  supplies  and  equipment  continue.  Quanti- 
ty purchases  are  still  made  where  practical. 

Employee  Benefits  Program.  1)  One  major  revi- 
sion was  made  in  the  pension  program;  it  became  a 
noncontributory  plan.  Effective  January  1,  1973,  the 
entire  pension  premium  was  absorbed  by  the  State  So- 
ciety. This  is  in  keeping  with  the  modern  trend. 

2)  All  other  areas  of  the  benefits  program,  life  insur- 
ance, disability  insurance,  hospitalization,  medical 
care,  major  medical,  continue  to  operate  satisfactorily. 
Areas  for  improvement  of  the  plan  will  be  studied  in 
1974. 

Convention  Services.  Despite  several  criticisms  in 
certain  operational  areas  of  the  1973  annual  meeting, 
the  overall  performance  earned  high  “grades.”  We 
shall  continue  to  strive  for  better  service,  particularly 
in  the  workroom  area.  Plans  for  the  1974  annual  meet- 
ing are  progressing  according  to  schedule. 

MISCELLANEOUS 

I.  Release  of  Statistical  Information  to  the  Press 
by  Hospitals.  A short  time  ago,  Anthony  DiBenedet- 
to,  M.D.,  Chairman  of  the  Department  of  Surgery  of 
the  Nassau  County  Medical  Center,  consulted  us  about 
a request  from  a newspaper  in  Nassau  County,  stating 
that  they  must  release  to  the  press  certain  important 
statistical  information.  Later  on,  we  were  also  con- 
tacted by  the  Director  of  Medicine  of  that  Hospital. 

It  was  our  feeling  that  this  was  out  of  order  and  we 
so  stated.  We  contacted  the  Honorable  Ralph  Caso, 
Nassau  County  Executive,  whose  brother  is  a Doctor  of 
Medicine.  It  was  his  opinion  that  he  would  not  press 
the  point  if  the  Hospital  had  the  support  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Early  in  August,  I received  the  following  communi- 
cation from  Doctor  DiBenedetto: 

Thank  you  very  much  for  the  trouble  you  have 
taken  on  our  behalf.  I know  you  have  many  burdens 
and  we  regret  having  to  add  another. 

Although  the  hospital  has  already  given  to  the 
press  our  overall  mortality  rate  for  open  heart  sur- 
gery, additional  demands  are  now  being  made.  A 
reporter  has  requested  from  the  hospital  a list  of  our 
deaths  for  1972,  with  the  preoperative  diagnosis,  age 
of  patient,  operative  procedure  performed,  New  York 
heart  classification,  and  whether  or  not  the  patients 
had  a previous  medical  history  at  the  Nassau  County 
Medical  Center.  He  further  requests  the  patient’s 
age,  operative  procedure,  New  York  heart  classifica- 
tion, and  whether  it  is  an  emergency  or  an  elective 
case. 

As  you  remember  from  our  conversation,  our  Med- 
ical Board  was  opposed  to  releasing  this  kind  of  in- 
formation and  was  overruled.  It  has  been  our  feeling 
from  the  very  beginning  that  the  releasing  of  this 
kind  of  information  to  the  press  is  inappropriate  and 
potentially  of  very  great  harm  to  our  hospital  and 
out-patients.  Furthermore,  it  is  obvious  that  once 
this  kind  of  information  is  released  for  the  first  time, 
the  demands  for  additional  information  will  never 
cease,  leading  finally  to  the  point  where  the  newspa- 
per reporter  is  in  effect  conducting  a peer  review  and 
comparing  one  hospital  with  another  according  to 
how  he  chooses  to  handle  this  information. 
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It  would  be  of  great  help  to  us,  the  medical  staff,  if 
the  State  Medical  Society  would  support  us  ip  this 
matter  in  the  interest  of  medicine  and  the  public. 
Such  support  in  writing  by  the  State  Society  would 
do  much  to  strengthen  our  position  in  the  future  as 
further  demands  for  this  kind  of  information  are 
made  by  the  press. 

We  presented  this  letter  to  the  Executive  Commit- 
tee; and  we  arrived  at  the  decision  that  we  should  ap- 
prove the  stand  of  the  physicians  at  the  Medical  Cen- 
ter. 

We  transmitted  the  following  communication  to 
Doctor  DiBenedetto: 

At  its  meeting  on  August  16th,  the  Executive 
Committee  of  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  endorsed  the  stand  of  the 
medical  staff  of  the  Nassau  County  Medical  Center 
regarding  the  release  of  hospital  and  patient  statisti- 
cal data  to  the  Press. 

Information  of  this  type  without  an  intelligent  an- 
alytic interpretation  of  the  figures  by  qualified  physi- 
cians— and  in  the  hands  of  people  without  the  proper 
expertise — may  result  in  serious  misapprehensions. 
It  could  bring  about  dire  consequences  to  the  pa- 
tients, the  hospital  and  members  of  the  staff. 

In  our  opinion,  although  they  believe  they  are  om- 
nipotent, newspaper  men  are  not  trained  to  conduct 
medical  peer  reviews.  Many  factors  must  be  consid- 
ered beyond  the  comprehension  of  the  reporter. 
Only  the  man  of  medicine  can  be  the  true  judge! 

Since  then  we  have  learned  that  our  intervention  has 
had  some  effect.  “It  has  stiffened  the  spines  of  those 
who  were  wavering.”  The  hospital  will  publish  a pro- 
fessional review  of  its  experiences  in  open  heart  surgery 
in  its  hospital  journal. 

Also,  the  executive  director  of  the  American  College 
of  Surgeons  has  approved  our  determination  in  this 
matter;  and  he  has  stated  unequivocally  that  the  re- 
lease of  the  information  as  requested  by  the  press  is  in- 
appropriate. This  entire  subject  is  to  be  brought  to 
the  attention  of  the  Board  of  Regents  of  the  American 
College  of  Surgery  at  its  next  meeting. 

II.  Workmen's  Compensation  and  Chiropractic. 

We  are  sure  that  all  of  you  know  that,  as  a result  of  a 
bill  that  was  passed  in  the  Legislature  earlier  this  year 
and  signed  into  law  by  the  Governor,  chiropractic  is 
now  included  in  the  Workmen’s  Compensation  Pro- 
gram. We  are  informed  that  this  will  require  a Chiro- 
practic Workmen’s  Compensation  Board;  and  that  this 
group  will  be  asked  by  the  chiropractors  to  set  up  spe- 
cialty classifications.  How  much  lower  can  we  sink! ! ! 

The  compensation  people  have  asked  that  we  recom- 
mend a doctor  of  medicine  to  sit  with  the  chiroprac- 
tors— a voice  in  the  wilderness. 

In  accordance  with  the  precedent  set  by  our  Society 
years  ago,  when  we  refused  to  designate  a physician  to 
sit  with  the  chiropractic  licensing  board,  we  have  in- 
formed the  authorities  of  the  Workmen’s  Compensation 
Board  that  we  will  never  recommend  a Doctor  of  Medi- 
cine for  this  assignment. 

We  would  like  someone  to  explain  to  us  what 
specialties  belong  in  the  realm  of  the  quack. 

III.  Chiropractic — Medicaid  and  Medicare. 

Under  a new  law  passed  by  Congress,  chiropractors 
are  included  in  Medicare  and  Medicaid.  This  provi- 
sion was  enacted  despite  great  objections  from  innu- 


merable bonafide  organizations  and  agencies.  HEW 
itself  protested  vehemently  against  this  inequitable  sit- 
uation, with  proper  documentation  and  scientific  data. 

Now,  the  Department  of  HEW  has  been  compelled 
to  issue  some  regulations.  Payment  may  be  made  only 
for  the  chiropractor’s  manual  manipulation  of  the  spine 
to  correct  a subluxation  (demonstrated  by  x-ray  to 
exist)  which  has  resulted  in  a neuromusculoskeletal 
condition  for  which  such  manipulation  is  appropriate 
treatment. 

The  HEW  definition  of  a subluxation  is  indeed  ludi- 
crous: 

A subluxation  will  be  deemed  present  when  an  in- 
complete dislocation,  off-centering,  misalignment, 
fixation  or  abnormal  spacing  of  the  vertebrae  is  ana- 
tomically demonstrable  on  an  x-ray  film  to  individu- 
als trained  in  the  reading  of  x-rays. 

Since  no  one  has  a “perfect  spine,”  we  feel  that  prac- 
tically everyone  fits  into  this  definition. 

The  Committee  on  Quackery  of  the  American  Medi- 
cal Association,  of  which  your  executive  vice-president 
is  a member,  vehemently  protests  against  these  machi- 
nations. Furthermore,  we  would  like  to  know  who  will 
interpret  the  x-ray  films.  It  is  our  contention  that  this 
must  be  done  by  a competent,  qualified  person.  Even 
the  definition  demands  this.  The  chiropractor  does 
not  qualify. 

Wilbur  J.  Cohen,  former  Secretary  of  HEW,  once 
said,  “Chiropractic  theory  and  practice  are  not  based 
upon  the  body  of  basic  knowledge  related  to  health, 
disease,  and  health  care  that  has  been  widely  accepted 
by  the  scientific  community.  Moreover,  irrespective  of 
its  theory,  the  scope  and  quality  of  chiropractic  educa- 
tion do  not  prepare  the  practitioner  to  make  an  ade- 
quate diagnosis  and  provide  appropriate  treatment.” 

It  is  difficult  to  understand  how  the  bureaucrats  in 
our  Government  insist  that  they  are  interested  in  high 
quality  medical  care  for  everyone  to  the  extent  of  con- 
sidering the  requirement  of  recertification  and  relicen- 
sing of  a true  Doctor  of  Medicine;  and  then  approve 
the  practices  of  quacks  who  know  nothing,  or  little, 
about  the  art  of  healing. 

What  administrative  procedures  are  planned  to  in- 
sure, first,  the  safe  taking  of  the  x-ray  and,  second,  the 
scientific  ability  to  read  the  x-ray  and  reach  the  deter- 
mination that  it,  in  fact,  does  demonstrate  a subluxa- 
tion? 

At  a meeting  in  Philadelphia,  we  learned  that  HEW 
is  still  confused. 

IV.  Medical  Records  and  Chiropractors.  From 
Chicago,  we  learn  that  the  story  is  being  circulated 
that  chiropractors  in  New  York  State  may  obtain  med- 
ical information  from  doctors  of  medicine  at  the  pa- 
tient’s request.  (Opinion  allegedly  given  by  counsel  of 
the  Medical  Society  of  the  County  of  New  York,  and 
William  F.  Martin,  Esq.) 

The  Director  of  the  Division  of  Investigation  of  the 
AMA  asked  us  to  investigate  this  matter;  and  we  re- 
ferred it  to  our  general  counsel. 

We  have  transmitted  his  finding  to  the  AMA,  which 
is  as  follows: 

It  is  our  opinion  that  a physician  is  under  no  legal 
obligation  to  furnish  a copy  of  his  medical  record  to  a 
chiropractor  at  the  request  of  a patient.  The  record 
is  the  property  of  the  physician,  not  the  property  of 
the  patient.  The  record  is  intended  to  assist  the 
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treating  physician,  and  perhaps  a succeeding  physi- 
cian, in  the  proper  care  and  treatment  of  the  patient. 
Furnishing  a chiropractor,  whose  scope  of  activity  is 
greatly  circumscribed,  would  certainly  not  contribute 
to  the  protection  of  the  health  and  welfare  of  the  pa- 
tient which  is  after  all  the  primary  responsibility  and 
duty  of  the  physician.” 

V.  Separation  of  Annual  Meeting  of  House  of 
Delegates  and  Scientific  Program.  The  Council  has 
approved  the  separation  of  the  Annual  Meeting  of  the 
House  of  Delegates  and  the  Scientific  Program,  the 
House  of  Delegates  to  meet  in  the  Fall  at  a selected 
time  and  place;  the  Scientific  Program  to  be  retained 
in  New  York  City  in  February. 

At  the  time  the  Council  approved  this,  we  were 
under  the  misapprehension  that  it  was  not  covered  in 
our  Constitution  and  Bylaws. 

Since  then,  we  have  learned  that  the  new  Bylaws 
adopted  by  the  House  of  Delegates  in  1973  definitely 
“provide  that  the  Annual  Scientific  Program,  as  well  as 
the  Annual  Meeting  of  the  Sections  and  Sessions,  of 
Scientific  Motion  Pictures  and  Exhibitions,  be  held  at 
the  same  time  as  the  Annual  Meeting  of  the  House  of 
Delegates.” 

Therefore,  in  order  to  follow  the  dictates  of  the 
Council,  it  will  be  necessary  to  introduce  a resolution 
in  the  1974  meeting  of  the  House  of  Delegates  that 
these  twro  activities  be  separated. 

VI.  New  Regulations  Regarding  Malpractice  De- 
fense. As  you  know,  the  Bylaws  were  revised  at  the 
February  1973  meeting  of  the  House  of  Delegates  to 
eliminate  free  malpractice  legal  defense  by  the  Society. 
This  necessitated  a revision  of  the  Regulations  Govern- 
ing the  Professional  Medical  Liability  Insurance  and 
Defense  Program  of  the  Medical  Society  of  the  State  of 
New  York.  The  following  is  the  revised  text: 

By  agreement  between  the  Medical  Society  of  the 
State  of  New  York  and  its  insurance  carrier,  suits 
against  members  covered  under  the  State  Medical 
Society  are  defended  by  legal  firms  approved  by  the 
State  Medical  Society  upon  recommendation  of  its 
general  counsel. 

Active,  life,  or  junior  members  of  the  State  Society 
are  eligible  to  apply  for  insurance  under  the  Society’s 
program.  Applicants  for  active  or  junior  member- 
ship or  applicants  for  reinstatement  are  eligible  to 
apply  for  insurance  as  soon  as  a satisfactory  applica- 
tion for  membership  or  reinstatement  is  filed  with 
one  of  the  county  medical  societies.  Applications  for 
insurance  shall  be  made  through  the  office  of  the  In- 
demnity Representative  of  the  State  Medical  Soci- 
ety, who  shall  be  the  broker  of  record. 

Insurance  shall  not  become  effective  prior  to  the 
day  following  the  date  a written  application  on  the 
prescribed  form  is  presented  to  the  office  of  the  In- 
demnity Representative  or  is  placed  in  the  mail,  as 
indicated  by  the  postmark  on  the  envelope.  The  In- 
demnity Representative,  may,  however,  bind  insur- 
ance as  of  the  day  following  verbal  request  therefore, 
subject  to  prompt  submission  of  a written  applica- 
tion and  compliance  with  all  other  requirements  and 
conditions  for  securing  this  insurance. 

The  insurance  carrier  for  the  State  Medical  Soci- 
ety program  has  assigned  an  underwriter  to  the  full- 
time duty  of  screening  new  applications  and  watch- 
ing for  adverse  loss  experience  among  those  physi- 


cians already  insured.  The  indemnity  representative 
shall  refer  to  the  company  underwriter  applications 
which  show  a history  of  past  claims  or  suits.  The 
underwriter  may  deny  or  accept  the  application  or  he 
may  offer  coverage  on  a rated-up  basis.  Except  in 
those  cases  where  an  interview  has  been  held  during 
the  preceding  three  years,  the  applicant  has  the  right 
to  appeal  to  the  Professional  Medical  Liability  Insur- 
ance and  Defense  Board  if  he  does  not  wish  to  accept 
the  decision  of  the  company  underwriter.  In  those 
cases  where  an  interview  has  been  held  during  the 
preceding  three  years,  an  appeal  may  be  granted  if 
the  applicant  demonstrates  conclusively  that  he  has 
new  facts  and  information  that  may  have  a bearing 
on  the  Board’s  previous  decision. 

Whenever  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  shall  have  determined  to 
its  satisfaction  that  the  medical  practice,  conduct, 
attitude,  or  loss  experience  of  an  insured  member  is 
such  as  to  constitute  an  undue  hazard  to  the  State 
Medical  Society  Program,  the  Board  shall  have  the 
right  to  recommend  that  insurance  be  discontinued, 
or  the  Board  can  recommend  continuation  of  the  in- 
surance providing  the  insured  accepts  a ratedup  poli- 
cy with  or  without  a deductible  clause.  The  amount 
of  additional  premium  shall  be  calculated  by  the 
company  underwriter.  A member  shall  have  the 
right  to  appeal  such  determination  of  the  Profession- 
al Medical  Liability  Insurance  and  Defense  Board  to 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York.  But  only  if  the  written  request  for  an 
appeal  is  received  by  the  Society  within  thirty  days 
after  written  notification  of  the  Board’s  decision  was 
sent  to  the  member. 

Upon  receipt  of  notice  from  the  State  Medical  So- 
ciety of  termination  of  membership,  the  Indemnity 
Representative  shall  advise  the  former  member  that 
his  insurance  through  the  State  Medical  Society  Pro- 
gram can  be  continued  only  if  his  membership  is 
reinstated  promptly.  If  reinstatement  has  not  been 
effected  within  a reasonable  time,  the  Indemnity 
Representative  shall  notify  the  company  that  the  for- 
mer member  is  no  longer  eligible  for  professional 
medical  liability  insurance  under  the  State  Medical 
Society  Program.  Likewise,  upon  receipt  from  a 
county  medical  society  of  notice  of  rejection  or  with- 
drawal of  an  application  for  active  or  junior  member- 
ship in  the  State  Medical  Society,  the  Indemnity 
Representative  shall  notify  the  company  that  such 
former  applicant  is  not  eligible  for  professional  medi- 
cal liability  insurance  under  the  State  Medical  Soci- 
ety Program. 

VII.  Deputy  Executive  Vice-President.  At  pres- 
ent, the  staff,  under  the  direction  of  our  deputy  execu- 
tive vice-president  is  involved  in  the  following  projects: 

1)  Compilation  of  a Handbook  for  the  delegates  to 
the  Medical  Society  of  the  State  of  New  York. 

2)  A review  of  the  entire  committee  structure  of 
our  Society,  with  special  attention  to  the  following: 
the  official  name  of  each  committee;  its  composi- 
tion, geographic  distribution;  the  tenure  of  members; 
the  functions  and  responsibilities. 

3)  A campaign  to  enroll  new  members  in  the  Med- 
ical Society  of  the  State  of  New  York. 

4)  A reevaluation  of  our  expense  account  proce- 
dure. 
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VIII.  Summary  of  Annual  Dues  of  Active  Mem- 
bers of  State  Medical  Associations,  (for  1974,  in- 
cluding District  of  Columbia  and  Puerto  Rico).  We 
believe  the  following  will  be  of  interest  to  you: 


Alaska  450. 

Nevada  260. 

Montana 200. 

South  Carolina  180. 

Utah  165. 

Colorado  150. 

Idaho  150. 

Iowa  150. 

District  of  Columbia  145. 

Wisconsin  145. 

Delaware 1 40. 

Hawaii  140. 

California  135. 

75th  Percentile 

Michigan  135. 

New  Mexico 135. 

Illinois  131. 

Kentucky  1 30. 

Alabama  125. 

Arkansas 125. 

Kansas  125. 

Maine  125. 

Minnesota  125. 

North  Dakota  125. 

South  Dakota  125. 

Wyoming  125. 

Washington  122. 


50th  Percentile 

Arizona  120. 

Oklahoma 120. 

New  Hampshire  120. 

Oregon  1 15. 

Indiana  110. 

Maryland  110. 

Georgia  100. 

Mississippi  100. 

Nebraska  100. 

New  York  100. 

Pennsylvania  100. 

Rhode  Island  100. 

Vermont  100. 

25th  Percentile 

West  Virginia  100. 

North  Carolina  95. 

New  Jersey 90. 

Louisiana  85. 

Massachusetts  85. 

Tennessee  80. 

Texas 80. 

Florida  75. 

Missouri  75. 

Puerto  Rico  73. 

Connecticut  70. 

Ohio 65. 

Virginia 60. 

Acknowledgement.  Again — as  always — we  are 


grateful  to  all  who  have  assisted  us  in  the  affairs  of  our 
truly  great  Society. 

Respectfully  submitted, 

Henry  I.  Fine  berg,  M.D.,  Executive  Vice-President 
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Governmental  Affairs  and  Legal  Matters 


Commission  on  Governmental  Affairs 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

To  refresh  your  memory,  the  Council  has  created  a 
new  Commission  on  Governmental  Affairs. 

This  Commission  was  formed  following  the  passage 
of  Public  Law  92.603.  It  contains,  as  you  know,  essen- 
tially the  PSRO  machinery.  The  Commission  will 
consist  of  the  following  Committees: 

Committee  on  State  Legislation 

Committee  on  New  York  State  Association  of  the 
Professions  (NYSAP) 

Committee  on  Federal  Legislation 
Committee  on  PSRO 
Committee  on  Peer  Review 
Committee  on  Foundations 

Members  of  the  Commission  at  the  time  this  report 


goes  to  press  are: 

Richard  D.  Eberle,  M.D.,  Chairman  Onondaga 

Charles  N.  Aswad,  M.D., Broome 

John  H.  Carter,  M.D., Albany 

Ralph  S.  Emerson,  M.D., Nassau 

John  P.  Glaubitz,  M.D.,  Nassau 


This  Commission  will  be  assigned  to  the  Division  on 
Governmental  Affairs  at  the  staff  level  and  will  be  bro- 
ken down  into  essentially  Federal  Activities  and  State 
Activities.  There  will  be  created,  a new  Statewide 
Committee  on  PSRO.  By  the  time  you  read  this  re- 
port, it  is  hoped  that  area  designations  will  be  made 
and  that  our  Statewide  Committee  on  PSRO  will  con- 
sist essentially  of  a representative  from  each  PSRO 
designated  area.  It  is  hoped  that  by  this  mechanism, 
we  can  keep  in  close  liaison  with  all  PSRO  Activities 
throughout  the  State. 

This  Commission  could  very  well  become  a very  crit- 
ical one,  inasmuch,  as  it  deals  with  our  greatest  cur- 
rent problems,  namely,  the  Federal  Government,  the 
State  and  their  constituted  regulatory  agencies. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 

Peer  Review  Mechanisms 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Peer  Review 


Mechanisms  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman  Nassau 

Edward  A.  Burkhardt,  M.D New  York 

Louis  Bush,  M.D Nassau 

Lester  J.  Candela,  M.D Queens 

Richard  D.  Eberle,  M.D Onondaga 

William  C.  Felch,  M.D Westchester 

Thomas  M.  Flanagan,  M.D Chenango 

George  Schaefer,  M.D Queens 

William  A.  Schwarz,  M.D Richmond 

Robert  E.  Westlake,  M.D Onondaga 

Marvin  L.  Bloom,  M.D.  ex  officio Erie 


The  1973  Annual  Report  will  be  presented  in  two 
parts.  The  first  portion  covers  the  period  from  Febru- 
ary 1973  to  June  1973  and  reflects  the  activity  of  the 
Medical  Society  of  the  State  of  New  York  and  the 


uncertainties  related  to  Professional  Standards  Review 
Organizations.  The  following  is  the  progress  report 
submitted  in  June  1973  which  was  passed  by  the  Coun- 
cil and  distributed  to  all  county  medical  societies. 

Your  chairman  is  submitting  this  report  to  inform 
our  county  societies  of  our  assessment  of  events  in 
Washington,  activities  of  the  AMA,  and  your  MSSNY 
Committee  relating  to  developments  regarding  PSRO. 

Washington  (HEW).  There  was  a delay  of  several 
months  following  the  passage  of  the  Social  Security 
Amendments  of  1972  (including  PSRO)  in  the  appoint- 
ment and  confirmation  of  key  administration  officials 
in  HEW.  The  chronology  of  events  have  been  reported 
in  the  AMA  Newsletter.  It  is  now  apparent  that  Wil- 
liam Bauer,  M.D.,  as  Project  Director  of  PSRO,  and 
his  staff,  will  have  the  primary  responsibility  for  the 
development  and  management  of  PSRO.  Eighteen 
issues  relating  to  PSRO  have  been  farmed  out  to  vari- 
ous departments  within  HEW,  such  as  BHI,  SRS  and 
PSRO.  Two  of  these  issues  will  be  determined  within 
the  coming  months,  namely;  1)  The  appointments  to 
the  National  Professional  Standards  Review  Council. 
Some  200  names  have  been  submitted.  Eleven  indi- 
viduals will  be  selected.  2)  The  designation  of  PSRO 
areas  is  of  great  concern  to  our  membership.  The  dep- 
uty project  director  and  the  senior  medical  advisor  vis- 
ited MSSNY  headquarters  and  asked  us  to  submit  rec- 
ommendations for  area  designations  in  New  York 
State.  This  will  be  discussed  later  in  the  report. 

American  Medical  Association.  The  AMA  Adviso- 
ry Committee  on  PSRO  has  formed  multiple  task  forc- 
es on  issues  comparable  to  the  HEW  study  groups. 
We  are  fortunate  to  have  James  M.  Blake,  M.D.,  of 
Schenectady,  as  chairman  of  the  Task  Force  on  Evalu- 
tion  of  Programs  with  William  Felch,  M.D.,  and  Louis 
Bush,  M.D.,  as  members  of  other  task  forces.  The 
AMA  has  maintained  liaison  on  almost  a daily  basis 
with  HEW  either  by  phone,  mail,  or  personal  contact. 
This  is  not  to  imply  the  AMA  will  prevail  in  all  of 
their  recommendations,  as  there  are  powerful  forces  in 
Washington  that  are  not  sympathetic  to  the  practicing 
physician.  However,  it  does  indicate  substantial  input 
and  respect  for  the  AMA.  Our  membership  can  be 
reassured  the  AMA  is  making  every  effort  to  represent 
you  in  Washington  and  deserves  your  vigorous  support. 

Medical  Society  of  the  State  of  New  York.  The 
Committee  on  Peer  Review  Mechanisms  has  been  very 
active  since  the  House  of  Delegates  meeting  in  Febru- 
ary, 1973.  Your  chairman  has  maintained  close  liaison 
with  other  MSSNY  committees,  county  medical  so- 
cieties, foundations,  the  New  York  State  Institute  for 
Research  and  Development  in  Health  Care,  specialty 
organizations,  state  agencies,  other  state  medical  so- 
cieties, the  Chicago  and  Washington  Offices  of  the 
AMA  and  the  regional  national  offices  of  HEW.  There 
has  hardly  been  a day  when  there  was  not  some  com- 
munication with  at  least  one  of  these  organizations. 

I.  Poll  of  MSSNY  County  Societies.  To  deter- 
mine the  current  status  and  plans  of  county  medical 
societies  and  foundations  regarding  PSRO,  the  fol- 
lowing questions  were  submitted  to  all  county  medical 
societies. 

Forty  (40)  county  societies  or  groups  speaking  for 
them  responded: 

1)  What  PSRO  area  do  you  favor? 

a.  MSSNY  district  area 

b.  CHP  area,  (ALFPA)  Onondaga 
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c.  County  society  in  urban  area 

d.  Other  areas — please  comment 

Summary:  Those  counties  in  densely  populated 
areas  favored  county  society  in  urban  areas.  In 
the  periphery  of  the  dense  area,  the  counties  fa- 
vored a MSSNY  district  area  and  indicated  a will- 
ingness to  join  an  established  group.  A few  in  the 
more  sparsely  density  areas  favored  an  interest 
area,  such  as  Adirondack  Foundation. 

2)  Are  you  in  the  planning  stage  of  forming  a 
PSRO?  If  yes, 

a.  Have  you  applied? 

b.  What  community  Projects  have  you  undertak- 
en to  demonstrate  willingness  and  capacity  to 
serve  as  a PSRO? 

c.  What  mechanisms  do  you  plan  to  use  in  form- 
ing a PSRO? 

(1)  Foundation 

(2)  Consortium  of  county  medical  societies 

(3)  Other  groups 

Summary:  Most  responded  they  were  in  a plan- 
ning stage  of  forming  a PSRO.  A few  have  sub- 
mitted letters  of  intent.  Of  the  mechanisms 
planned,  foundations  were  slightly  favored  over  a 
consortium  of  medical  societies.  The  community 
projects  listed  to  demonstrate  willingness  and  ca- 
pability to  serve  as  a PSRO. 

(1)  EMCRO  application 

(2)  Medical  claims  review — Medicare 

(3)  Medical  claims  review — Medicaid 

3)  If  you  do  not  have  plans  to  form  a PSRO,  would 
you  consider  joining: 

a.  Foundation 

b.  Consortium  of  county  medical  societies 

c.  Other  group 

Summary : Those  societies  not  having  plans  to 
form  a PSRO  favor  by  a slight  margin  joining  a 
consortium  of  medical  societies  over  a foundation. 

4)  If  you  are  in  the  planning  stage  of  PSRO, 

a.  What  is  the  composition  of  your  board  of  di- 
rectors? 

b.  What  is  the  relationship  to  the  county  medical 
society? 

c.  Does  the  county  medical  society  contribute  fi- 
nancially in  staffing  the  PSRO  prototype  organiza- 
tion? 

Summary:  The  organizations  are  separate  from 
the  county  society  structure.  In  multicounty  orga- 
nizations, most  indicated  representatives  such  as 
the  delegates  representing  their  county  society. 
Most  did  not  have  the  medical  society  participate 
financially,  although  a few  did  raise  funds  by  as- 
sessments. 

5)  Can  MSSNY  be  of  assistance,  and  if  so,  how  can 
we  help  you? 

Summary:  Most  organizations  asked  MSSNY 

to  assist  by  sending  up  to  date  information  and  to 
assist  in  legal  matters.  Three  county  societies 
asked  MSSNY  to  cooperate  with  the  Institute  to 
form  a statewide  PSRO.  One  of  these  county  so- 
cieties asked  MSSNY  to  support  the  Institute  as 
“PSRO  if  legally  acceptable,  and  as  an  EDP  sup- 
porting system.” 

Meeting  with  Institute  and  Foundations.  The 

House  of  Delegates  accepted  the  Reference  Com- 
mittee’s recommendation  that  a liaison  committee  be- 


tween MSSNY  and  the  Institute  be  formed.  At  the 
March  meeting  of  the  Council,  your  Committee  on 
Peer  Review  Mechanisms  was  designated  as  the  liaison 
committee.  Therefore,  our  Committee  met  on  May  22, 
1973  with  George  Himler,  M.D.,  representing  the  Insti- 
tute and  John  P.  Glaubitz,  M.D.,  as  chairman  of  the 
Committee  on  Foundations.  The  results  of  the  poll 
and  our  committee  and  Institute  activities  were  dis- 
cussed. 

The  most  urgent  item  was  the  area  designations  of 
PSRO.  There  was  general  agreement  that  area  desig- 
nations would  probably  follow  the  general  pattern  of 
MSSNY  districts  in  many  areas  of  the  state.  There 
were  exceptions  to  this  generalization,  such  as  in  the 
Fifth  and  Sixth  Districts;  the  fringe  areas  of  the  Third, 
Fourth  and  northern  section  of  the  Ninth  District. 
The  First  District  (New  York  City)  is  an  unknown. 
Manhattan  and  Richmond  counties  have  expressed  a 
desire  to  be  separate  PSRO’s.  To  determine  the  de- 
sires of  the  physicians  at  the  local  level,  it  was  suggest- 
ed that  the  subcommittee  of  the  Committee  on  Foun- 
dations of  MSSNY  be  expanded  to  poll  these  areas  and 
report  back  to  the  Peer  Review  Committee.  HEW  has 
expressed  thoughts  of  subdividing  New  York  City  into 
many  PSROs,  so  it  would  be  presumptious  to  even 
hazard  a guess  at  this  time.  HEW  has  stated  they 
would  be  holding  meetings  with  many  organizations 
and  agencies  before  making  a determination. 

The  Committee  on  Peer  Review  Mechanisms  will  as- 
semble demographic  studies  on  trade  area,  population, 
hospital  and  educational  facilities,  physician  distribu- 
tion, transportation  routes,  and  so  forth,  to  substan- 
tiate our  recommendations.  The  New  York  State  De- 
partment of  Health  and  the  Hospital  Association  of 
New  York  State  have  stated  this  is  a physician  deci- 
sion, and  they  will  support  our  recommendations. 

AMA-Washington  Meeting.  In  March,  1973,  the 
AMA  conducted  an  information  poll  regarding  PSRO 
activities  of  state  medical  societies.  One  of  the  ques- 
tions was  whether  state  medical  societies  had  estab- 
lished or  had  plans  to  establish  an  umbrella  organiza- 
tion for  PSROs  in  their  state.  New  York  responded  in 
the  negative.  However,  some  30  states  indicated  they 
had  or  were  planning  to  do  so.  Because  of  the  interest 
of  many  state  medical  societies,  especially  the  more 
rural  states,  the  AMA  convened  a meeting  in  Washing- 
ton on  May  23,  1973  to  meet  with  HEW  and  our  legis- 
lators. Public  Law  92-603  does  not  specifically  forbid 
an  umbrella  organization  although  it  was  assumed  to 
apply  only  to  the  more  rural  states.  Senator  Walter  F. 
Bennett  and  Mr.  Jay  Constantine  are  reported  to  be 
against  an  umbrella  organization  and  would  like  each 
PSRO  to  be  responsible  directly  to  Washington.  No 
vote  was  taken  or  pressure  exerted  by  AMA.  However, 
there  was  a strong  sentiment  in  many  states  to  allow 
flexibility  for  a state  to  do  this  if  the  state  medical  so- 
ciety chooses,  and  we  concur  that  states  should  have 
this  option.  No  one  knows  what  the  decision  of  HEW 
will  be.  We  will  keep  you  apprised  of  their  decision. 

Hospital  Medical  Care  Audit.  The  Joint  Commis- 
sion on  Accreditation  of  Hospitals  is  upgrading  its 
standards  for  medical  review  as  a requirement  to  ac- 
creditation. We  have  received  requests  for  information 
on  how  to  do  it  from  many  physicians  throughout  the 
state.  In  addition,  the  AMA  has  encouraged  state 
medical  societies  to  cosponsor  hospital  medical  care 
audit  workshops  with  their  respective  hospital  associa- 
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tions.  Accordingly,  in  response  to  our  members  and 
the  adopted  report  of  our  House  of  Delegates  to  bring 
together  the  health  providers,  we  had  planned  a two- 
day  session  at  MSSNY  headquarters.  The  second  day 
was  to  be  a JCAH  workshop.  Because  the  dates  were 
determined  by  the  availability  of  representatives  of  the 
JCAH  and  were  within  about  three  weeks  of  the  Insti- 
tute meeting  in  Albany,  there  was  some  feeling  this 
might  detract  from  the  attendance  in  Albany.  It 
would  also  have  required  a crash  program  of  publicity 
to  assure  success.  Since  our  desire  was  to  bring  our 
colleagues  together,  we  decided  to  wash  out  the  pro- 
gram rather  than  detract  from  the  Institute  meeting. 
This  was  done  in  spite  of  the  fact  that  William  Bauer, 
M.D.,  project  director  of  PSRO  and  William  Connors, 
Esq.,  deputy  project  director  had  planned  to  come 
from  Washington  to  spend  the  day  with  us.  Mr.  Wil- 
liam Connors  and  John  Farrell,  M.D.,  senior  medical 
advisor  to  PSRO  did  come  to  MSSNY  headquarters 
and  spent  several  hours  with  us.  They  emphasized 
several  points  which  may  be  of  interest  to  you: 

A.  The  hospitals  will  not  be  exempt  from  PSRO 
standards  and  review  programs  that  are  satisfactory 
to  the  PSRO.  He  mentioned  on  several  occasions 
that  the  hospital  associations  have  been  told  this  and 
understand  and  accept  this.  This  counteracts  the 
statement  of  Mr.  Thomas  Ainsworth  of  the  American 
Hospital  Association  several  months  ago  which  was 
of  great  concern  to  all  of  us. 

B.  Very  few  foundations,  if  any,  would  qualify  as 
a PSRO  at  the  present  time.  They  stated  that  if  a 
foundation  engages  in  the  delivery  of  medical  care, 
they  cannot  qualify  as  a PSRO. 

C.  They  asked  MSSNY  to  discuss  area  designa- 
tions with  the  interested  parties  and  to  present 
MSSNY  recommendations  to  them. 

D.  The  composition  of  the  statewide  PSRO 
Council  is  spelled  out  in  detail  in  the  law  and  does 
not  support  the  concept  of  a newly  created  organiza- 
tion assuming  this  jurisdiction. 

E.  They  were  very  interested  in  our  Criteria  Pre- 
dictor Project  and  stated  that  it  was  the  most  so- 
phisticated program  adaptable  to  computers  they 
had  seen.  This  will  be  discussed  in  the  next  item. 

To  fulfill  our  obligation  to  our  members,  two  one-day 
JCAH  medical  audit  reviews  were  scheduled  for  May 
30  in  Syracuse  and  June  12  in  New  York  City.  Notices 
of  these  meetings  appeared  in  Ad  Rem. 

Criteria  Predictor  Project.  Your  chairman  was  ap- 
pointed by  our  New  York  State  Commissioner  of 
Health,  Hollis  S.  Ingraham,  M.D.,  to  develop  criteria 
predictor  screens  for  our  hospitals  in  the  State.  His 
authority  for  the  action  is  under  Section  206J  of  the 
Public  Health  Law. 

Many  organizations  have  developed  utilization  crite- 
ria for  admissions,  length  of  stay,  and  so  forth.  These 
have  been  done  without  great  difficulty.  However,  de- 
veloping quality  criteria  is  extremely  difficult.  Some 
national  specialty  societies  and  foundations  have  been 
playing  with  this  for  years.  None  have  been  successful 
to  date  because  they  have  been  too  complex  and  ex- 
pensive, and  not  readily  adaptable  to  computerization. 
We  have  no  assurance  our  plan  will  be  successful,  but 
it  is  urgently  needed,  and  we  have  given  it  a try. 

We  have  spent  literally  hundreds  of  hours  on  this 
project  alone,  and  the  following  is  a brief  summary  of 


the  methodology  and  progress  to  date.  Utilizing  the 
basic  concept  of  the  New  York  State  Health  Depart- 
ment predictor,  deviation,  algorithm,  and  computer 
project,  we  have  added  relative  value  factors,  weight- 
ing, and  additional  categories. 

Criteria  data  were  collected  by  polling  fifteen  areas 
throughout  the  country,  including  HEW  and  the  AMA. 
All  responded,  sending  available  data.  Tentative  cri- 
teria predictors  were  developed  for  surgical  disease 
categories  at  the  Manhasset  Hospital  by  the  surgical 
staff.  These  criteria  were  presented  to  the  Brooklyn- 
Long  Island  Chapter  of  the  American  College  of  Sur- 
geons. Their  Council  agreed  to  develop  the  criteria  as 
a chapter  project.  Twenty-five  surgical,  obstetrical, 
and  gynecological  disease  category  criteria  screens  were 
developed  by  farming  out  the  work  to  hospitals  in  our 
area.  Specialty  departments  at  New  York  University, 
Memorial,  and  Presbyterian  Hospitals,  in  New  York 
City,  cooperated  in  developing  specific  disease  catego- 
ries. The  revised  criteria  are  now  being  reviewed  by 
the  cooperating  Chairmen  of  the  Departments  of  Sur- 
gery at  Cornell,  Columbia,  Albany,  and  State  Universi- 
ty of  New  York  (Upstate)  Medical  Schools. 

Robert  E.  Westlake,  M.D.,  has  developed  medical 
criteria  predictors  for  the  ten  most  common  medical 
diagnoses  as  a cooperative  project  of  the  Onondaga 
Foundation,  the  Onandaga  County  Medical  Society, 
and  affiliated  hospitals. 

The  New  York  State  Neurosurgical  Society  is  devel- 
oping criteria  for  the  most  common  neurosurgical  dis- 
eases, and  the  Long  Island  Vascular  Society  is  devel- 
oping criteria  for  the  vascular  diseases.  There  has 
been  excellent  cooperation  from  our  specialty  societies 
as  everyone  has  been  struggling  with  this  dilemma. 

As  soon  as  our  study  is  completed  and  field-tested, 
we  will  make  the  material  available  to  all  interested 
parties.  It  is  not  intended  to  be  rigid;  it  will  need  con- 
stant revision  and  modifications.  We  do  believe  it  is  a 
methodology  which  is  practical.  We  have  had  requests 
for  our  project  from  HEW,  AMA,  American  College  of 
Surgeons,  JCAH,  medical  schools,  state  medical  so- 
cieties, foundations,  and  even  Permanente.  We  are 
submitting  progress  reports  to  Claude  E.  Welch,  M.D., 
Chairman  of  the  Task  Force  on  Criteria  of  the  AMA 
and  to  national  specialty  societies. 

The  following  report  was  submitted  to  the  Council 
for  consideration  at  its  meeting  on  September  20: 

On  the  recommendation  of  the  Executive  Commit- 
tee, the  Quality  Criteria  Predictors  were  sent  to  our 
Committee  for  comment.  The  Committee  approved 
the  Quality  Criteria  Predictors. 

In  view  of  the  many  requests  for  criteria  guide- 
lines, we  recommend  this  material  be  made  available 
to  our  County  Medical  Societies  and  other  interested 
parties.  It  should  be  recognized  that  the  material  to 
date  covering  surgery,  obstetrics  and  gynecology  have 
been  developed  by  the  Brooklyn-Long  Island  Chapter 
of  the  American  College  of  Surgeons.  Hospitals  in 
the  metropolitan  area  and  our  medical  schools  have 
also  participated  in  the  development  of  the  Criteria 
Predictors.  The  American  College  of  Surgeons  is 
pleased  to  offer  this  material  for  the  joint  project  of 
MSSNY,  NYS  Department  of  Health,  NYS  Depart- 
ment of  Social  Services  and  the  Hospital  Association 
of  New  York  State. 

These  criteria  are  clinical  material  and  as  such  are 
not  in  computer  form.  However,  we  have  translated 
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this  material  into  computer  adaptable  language  in 
several  disease  categories  for  field  studies  to  test  val- 
idation. Concomitantly,  the  American  College  of 
Surgeons  will  test  the  relative  value  weighting  con- 
cept utilizing  the  same  data  base  with  the  computer- 
ized results.  In  addition,  computer  modules  are 
being  developed  for  the  other  disease  categories.  In 
the  near  future  we  will  have  Criteria  Predictors  for 
the  specialties  of  neurosurgery,  ophthalmology,  vas- 
cular and  thoracic  diseases.  When  this  project  is 
completed,  we  will  have  available  computerized 
adaptable  modules  covering  90  to  95%  of  hospital  ad- 
missions in  surgery,  its  main  subspecialties,  obstet- 
rics and  gynecology. 

Since  the  development  and  distribution  of  these 
Criteria  Predictors  and  subsequent  material  involves 
expenditure  of  funds,  we  suggest  a nominal  charge  be 
made,  at  the  discretion  of  administration  of 
MSSNY,  to  cover  the  cost.  We  suggest  the  distribu- 
tion to  our  County  Societies  and  those  participating 
in  the  development  of  the  Criteria  Predictors  be  fur- 
nished the  material  free  of  charge. 

The  Council  voted  approval  in  principle  and  approv- 
al for  the  dissemination  of  the  suggested  criteria,  with 
the  details  to  be  worked  out  at  a later  date. 

Support  of  Foundation  Projects.  We  have  lent 
support  to  letters  of  intent  of  foundations  to  serve  as 
PSROs.  We  supported  the  Monroe  County  Founda- 
tion’s great  application  to  the  State  Department  of 
Health.  Unfortunately,  funds  are  lacking  at  the  State 
and  Federal  level  for  many  worthwhile  projects. 

Appeals  Mechanism.  Two  cases  were  referred  to 
MSSNY  which  could  not  be  resolved  at  the  local  level. 
We  prefer  to  have  peer  review  problem  cases  solved  at 
the  local  level,  to  utilize  adjacent  or  other  county  soci- 
ety mechanisms  whenever  feasible  as  the  next  step, 
and  to  utilize  the  MSSNY  committee  as  the  appeal  of 
last  resort. 

Recommendations  to  county  societies: 

1)  Become  knowledgeable  of  the  law,  P.L.  92-603. 

2)  Meet  with  adjacent  county  societies  if  you  pre- 
fer a consortium  of  county  societies  or  your  adjacent 
foundation  to  see  if  you  can  reach  agreement  to  form 
a PSRO  along  district  lines  (except  New  York  City). 
Be  prepared  to  act  as  soon  as  area  designations  are 
announced  by  HEW. 

3)  Contact  MSSNY  if  we  may  be  of  help  in  pro- 
viding prototypes  of  PSRO,  legal  advice  or  up-to- 
date  information  from  Washington.  (One  person  to 
be  designated  to  coordinate  information.) 

4)  This  report  to  be  sent  to  all  county  medical 
society  presidents  and  delegates  to  MSSNY. 
Resolutions  Referred.  The  following  resolutions 

were  referred  to  the  Committee  on  Peer  Review  Mech- 
anisms: 

Substitute  Resolution  for  Resolution  73-38,  “Exten- 
sion of  Present  Peer  Review  to  go  beyond  Quality  of 
Patient  Care  to  Professional  and  Ethical  Performance 
in  the  Area  of  Practice.” 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  extension  of  peer  review  of  the 
quality  of  patient  care  to  include  total  performance 
in  all  categories,  clinical,  administrative  and  ethical; 
that  the  Medical  Society  of  the  State  of  New  York, 
through  an  appropriate  agency,  encourage  the  estab- 
lishment of  PSROs  to  do  this  work  before  legislators 
or  governmental  agencies  take  over  the  assignment; 
and  be  it  further 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  that  Peer  Review  Committees 
of  county  medical  societies  voluntarily  extend  their 
activities  to  cover  total  performance  in  the  delivery 
of  health  services  and  to  also  conform  to  PL  92-603 
(PSRO). 

Resolution  73-3,  “Statistical  Data  for  Peer  Re- 
view:” 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  urge  insurance  companies, 
Blue  Shield  and  Blue  Cross  plans,  public  agencies, 
computer  services,  and  others  concerned  with  the  de- 
sign and  administration  of  health  care  financing  pro- 
grams to  organize  their  statistical  data  and  experi- 
ence and  make  them  available  to  peer  review  bodies 
for  their  use. 

The  Committee  on  Peer  Review  Mechanisms  has  been 
emphasizing  the  intent  of  both  the  above  resolutions  in 
its  annual  report.  In  addition,  we  have  requested  the 
AMA,  the  Health  Insurance  Council,  and  the  “Blues” 
to  make  statistical  data  available  to  our  county  society 
peer  review  committees  and  to  coordinate  uniformity  of 
data  qualifications. 

Your  Chairman  is  including  for  your  information  a 
synopsis  of  a paper  entitled  “Role  of  the  Medical  Soci- 
ety in  Forming  a PSRO”  presented  at  the  AMA  Re- 
gional Meeting  in  Boston,  Mass.,  on  August  3,  1973. 

ROLE  OF  THE  MEDICAL  SOCIETY  IN 
FORMING  A PSRO 

Synopsis.  In  our  opinion  the  state  and  county 
medical  societies  should  play  a very  important  sup- 
portive role  in  the  development  and  successful  im- 
plementation of  PSRO.  MSSNY  has  not  taken  an 
official  position  on  a formal  statewide  umbrella  orga- 
nization but  believes  the  states  should  have  that  op- 
tion. Until  this  issue  is  settled,  we  believe  the  state 
society  has  a very  important  function  as  a conduit 
for  dissemination  of  information  from  the  AMA  and 
its  task  forces;  as  a repository  of  information  from  all 
sources;  and  as  a leader  in  the  activities  of  the  health 
agencies,  county  medical  societies,  foundations,  state 
department  of  health,  state  department  of  social  ser- 
vices, state  hospital  association,  the  fiscal  intermedi- 
aries, medical  schools  and  H.E.W.  To  accomplish 
these  and  related  goals  MSSNY  has  established  a 
commission  on  P.L.  92-603  and  Government  Agen- 
cies. 

We  will  present  our  conclusions  and  spend  the  re- 
mainder of  our  allotted  time  on  comments  in  these 
specific  areas.  We  believe  the  state  medical  society 
should: 

1.  Support  P.L.  92-603  and  actively  work 
toward  the  development  and  successful  implemen- 
tation of  PSRO. 

2.  Present  recommendations  for  designation  of 
PSRO  areas. 

3.  Coordinate  the  criteria  of  utilization  review 
programs  and  bring  together  the  interested  organi- 
zations. 

4.  Develop  quality  criteria  predictors  of  medi- 
cal care. 

5.  Coordinate  the  activities  of  foundations, 
consortium  of  county  societies  and  assist  in  the  de- 
velopment of  PSRO’s. 

6.  Assist  county  medical  society  activities. 
Support  of  PSRO.  Medicine  is  a house  of  many 

mansions  with  a wide  spectrum  of  philosophical 
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opinions.  The  vast  majority  will  support  the  law 
and  cooperate  in  its  implementation.  The  practicing 
physicians  are  the  only  ones  who  can  do  peer  review. 
We  are  not  convinced  it  will  save  money  over  the 
long  term,  but  we  must  make  certain  that  quality 
standards  do  not  suffer  because  of  the  financial 
crunch.  It  is  historically  important  at  this  point  in 
time  of  social  change  that  we  do  the  job.  Therefore, 
we  support  it  even  though  the  law  has  many  flaws. 

Designation  of  PSRO  Areas.  The  State  and 
county  medical  societies  can  offer  expertise  as  to 
practice  patterns,  trade  areas,  number  of  practicing 
physicians,  hospital  beds  and  other  medical  facili- 
ties, educational  facilities  and  population  census. 
Established  peer  review  programs  should  be  utilized 
in  designating  theareas.  We  have  canvassed  our 
member  societies  regarding  their  desires  and  cooper- 
ated with  our  foundations,  government  agencies,  hos- 
pital association  and  other  interested  parties  and 
have  developed  demographic  studies  to  support  our 
recommendations.  When  the  guidelines  are  avail- 
able, the  state  medical  society  can  lend  assistance  to 
organizations  in  support  of  their  application  to  be- 
come a PSRO. 

Utilization  Criteria  (Saga  of  who’s  on  first).  The 
development  of  acceptable  utilization  criteria  for  ad- 
missions, length  of  stay,  etc.  in  hospitals  and  skilled 
nursing  homes  Rave  a high  priority.  A uniform  data 
base  is  essential  for  a computer  program  to  be  useful 
for  regional,  state  or  national  comparison.  It  is  a 
sticky  problem  not  because  it  is  difficult  to  do  but 
because  of  the  conflicts  in  responsibility  inherent  in 
P.L.  92-603. 

To  illustrate  this  point  let  me  cite  a few  areas  of 
conflict. 

1.  Section  207  mandates  the  state  health  agency 
to  have  an  effective  program  of  utilization  regarding 
necessity  for  admission  and  the  continued  stay  of 
Medicaid  patients  in  hospitals  and  skilled  nursing 
homes.  The  state  health  agency  is  also  required  to 
conduct  surveys  of  the  above  and  make  public  their 
findings.  The  state  health  agency  must  have  an  ef- 
fective program  “whereby  the  professional  manage- 
ment of  each  case  is  reviewed  and  evaluated  at  least 
annually  by  independent  professional  review  teams.” 

2.  Section  229  creates  program  review  teams  in 
the  state. 

3.  Section  237  fudges  the  issue  by  requiring  hos- 
pitals to  have  a utilization  plan  meeting  the  require- 
ments of  Title  18  and  using  the  same  committee  for 
Title  18  and  19  review  but  also  states  the  Secretary 
may  waive  the  requirement  if  the  state  agency  has  a 
superior  plan. 

4.  Section  238  provides  for  a cut  off  in  payment 
of  unnecessary  admissions  but  does  not  state  which 
plan. 

5.  Section  239  mandates  the  state  health  agency 
must  certify  the  facilities  for  participation  under 
both  Medicaid  and  Medicare.  In  addition,  fed'eral 
participation  in  Medicaid  payments  is  contingent 
upon  the  state  health  agency  establishing  a plan  for 
statewide  review  of  the  appropriateness  and  quality 
of  services  rendered. 

6.  Section  249F  (PSRO)  mandates  that  the 
PSRO’s  do  utilization  and  appropriateness  of  care. 

Under  the  law  (P.L.  92-603)  we  have  both  the  state 
health  agencies  and  the  PSRO’s  performing  the  same 


functions.  In  addition,  the  Bureau  of  Health  Insur- 
ance I.L.  73-10  (now  withdrawn  but  being  rewritten) 
requested  the  fiscal  intermediaries  not  to  just  pay 
the  bills  but  to  take  a look  at  the  total  picture.  The 
Bureau,  as  the  government  fiscal  agent,  has  a re- 
sponsibility that  payments  are  justified.  Further- 
more, the  JCAH  is  not  to  be  denied  and  they  have  a 
cookbook  on  medical  care  audit.  It’s  all  rather  con- 
fusing— reminiscent  of  the  Abbott  and  Costello  skit 
of  “who’s  on  first”  base. 

It  is  bad  enough  to  have  two  men  on  first  base  at 
the  same  time,  but  three  is  a crowd.  To  further 
complicate  the  dilemma  we  Find  the  JCAH  streaking 
toward  first  base  hoping  to  slide  in  safely  to  make  it 
a foursome.  Someone  has  to  lead  this  pack  to  sec- 
ond base  using  the  same  ground  rules.  Whether  the 
state  health  agencies  will  be  allowed  to  opt  for  Medi- 
care regulations  in  lieu  of  new  Medicaid  criteria  can 
only  be  determined  by  the  Secretary  or  Congress.  If 
the  intent  is  to  have  the  health  agencies  and  fiscal 
intermediaries  do  the  utilization  prior  to  the  PSRO’s 
becoming  operational  and  then  to  act  as  a check  and 
balance  mechanism  on  the  PSRO’s,  it  will  dampen 
the  enthusiasm  and  incentives  for  developing  the 
PSRO’s.  Irrespective  of  which  route  HEW  follows, 
it  is  vital  that  some  one  organization  bring  all  of 
these  interested  parties  together  and  develop  accept- 
able uniform  utilization  criteria.  It  will  require  fine 
tuning.  The  state  medical  society  appears  to  be  the 
only  organization  with  the  capacity  and  stature  to 
accomplish  this  goal. 

We  seem  to  be  making  the  same  administrative 
mistakes  as  the  British  as  reported  in  the  June  30, 
1973  issue  of  Lancet  Magazine  on  a Retrospective 
Review  of  the  (British)  National  Health  Service. 
We  are  aware  of  the  “Consultation  Materials  for 
Designation  of  Areas”  DHEW  publication  (SSA)  74- 
11350  relating  to  “How  will  the  functions  of  PSRO’s, 
Medicare  and  Medicaid  contractors,  state  agencies, 
and  other  administrative  agents  be  coordinated?” 
Whether  this  memoranda  by  one  department  of 
HEW  will  absolve  the  responsibilities  of  the  State 
agencies  under  Sections  207,  229,  237,  238  and  239  is 
not  clear  at  this  time.  We  can  appreciate  the  dilem- 
ma of  HEW,  but  decisions  from  the  Secretary  of 
HEW  are  necessary  to  avoid  utilization  review  from 
becoming  embroiled  in  jurisdictional  disputes. 

Quality  Criteria  Predictors.  Many  specialty  so- 
cieties, foundations,  and  medical  societies  have  been 
struggling  with  the  task  of  developing  criterias  of 
quality  care  in  hospitals.  It  is  extremely  difficult 
but  very  important.  Preserving  the  quality  stan- 
dards of  care  is  the  primary  reason  the  physicians  are 
working  so  diligently  to  develop  effective  PSRO’s.  If 
the  criteria  are  too  complex,  they  will  not  be  practi- 
cal. The  physicians  will  rebel,  and  the  resultant  de- 
fensive medicine  will  escalate  costs. 

In  New  York  we  have  taken  a simpler  approach  by 
developing  sensitive  criteria  predictors  similar  to  the 
Gallup  or  Harris  Poll  concept  of  predicting  election 
results.  We  believe  this  has  merit  and  is  an  appro- 
priate supportive  function  of  a state  medical  society 
in  assisting  our  county  societies,  foundations,  hospi- 
tals and  PSRO’s. 

Our  State  Medical  Society  was  asked  to  develop 
Quality  Criteria  Predictors  of  inhospital  medical  care 
by  the  New  York  State’s  Department  of  Health  and 
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Department  of  Social  Services,  and  the  Hospital  As- 
sociation of  New  York  State.  This  has  been  done 
with  the  cooperation  of  the  Brooklyn-Long  Island 
Chapter  of  the  American  College  of  Surgeons,  our 
specialty  societies,  selected  hospitals,  and  medical 
schools.  These  criteria  are  suggestive  criteria,  are 
flexible  and  subject  to  constant  revision.  They  are  a 
useful  tool  adaptable  to  computerization  to  measure 
performance  by  regions  as  required  by  PSRO.  De- 
viations from  the  criteria  predictors  are  not  to  be 
construed  as  inappropriate  care  but  are  merely 
points  of  reference  for  further  evaluation.  They  can 
be  helpful  in  pinpointing  areas  for  administrative 
and  continuing  medical  education.  The  criteria  pre- 
dictors are  also  an  essential  element  of  the  JCAH  in- 
hospital  medical  audit  review. 

Coordination  of  PSRO  Activities.  Many  of  our 
county  societies  and  foundations  are  struggling  to 
qualify  for  PSRO’s.  A recent  poll  of  our  county 
medical  societies  revealed  about  half  would  like  to 
develop  consortiums  of  county  societies  and  the  other 
half  would  like  to  go  the  foundation  route.  The  se- 
mantics of  their  name  is  unimportant,  but  a coordi- 
nated unified  approach  is  important.  Many  of  these 
organizations  requested  the  State  Society  to  assist  in 
furnishing  background  material  and  current  informa- 
tion and  to  assist  and  sponsor  their  applications  for 
PSRO,  as  well  as  to  provide  prototype  PSRO  plans 
and  legal  guidance. 

County  Medical  Societies.  Many  of  the  previous 
remarks  referring  to  the  state  medical  society  apply 
equally  to  county  medical  society  activities.  In  ad- 
dition there  are  specific  functions  that  only  the  coun- 
ty societies  or  foundations  can  do.  There  must  be 
active  coordination  of  data  processing,  and  of  utiliza- 
tion committees  in  all  the  hospitals  to  develop  crite- 
ria for  admissions  to  hospitals,  average  length  of 
stay,  review  of  stay,  both  concurrent  and  retrospec- 
tive, including  medical  audit  review  of  appropriate 
care.  Additional  documented  reports  for  planned 
discharge  to  skilled  nursing  facilities  are  necessary 
including  a plan  for  continued  treatment.  This 
must  be  supplemented  with  a plan  for  utilization  re- 
view in  the  skilled  nursing  home. 

P.L.  92-603  attempted  to  correct  the  inequities  of 
the  retroactive  denial  of  payments  phenomenon  af- 
fecting hospitals,  nursing  homes,  patients  and  physi- 
cians. A well  functioning  utilization  committee  co- 
operating with  the  fiscal  intermediaries  should  be 
helpful  in  minimizing  this  distasteful  practice. 

We  must  also  emphasize  the  prepayment  plans 
have  a large  stake  in  data  processing  as  they  have 
been  doing  this  for  60-70  per  cent  of  hospital  admis- 
sions for  years  and  have  developed  the  expertise.  In 
the  interest  of  economy  and  efficiency  the  existing 
successful  systems  should  interface  with  Medicare 
and  Medicaid  requirements,  so  there  will  be  a com- 
mon data  base  for  all  hospital  patients.  It  does  not 


make  sense  to  have  competing  systems  in  the  same 
hospital. 

An  intensive  educational  program  of  the  require- 
ments of  the  law  and  modus  operandi  will  be  neces- 
sary. A coordinated  effort  of  the  medical  societies 
and  Foundations  with  the  hospital  committees  and 
Directors  of  Continuing  Medical  Education  is  urgent. 
The  state  hospital  association  and  state  medical  so- 
ciety can  be  helpful  in  organizing  such  educational 
programs.  A thorough  understanding  of  P.L.  92-603 
will  be  a good  investment  and  should  pay  good  divi- 
dends in  future  years.  It  is  recognized  the  PSRO 
will  assume  the  responsibility  of  overseeing  these  ac- 
tivities once  the  PSRO  becomes  operational.  In  the 
interim  much  preliminary  ground  work  must  be 
done.  A team  approach  of  all  the  interested  parties 
appears  to  be  the  best  solution. 

As  a concluding  remark  may  I draw  on  the  wisdom 
enunciated  some  2000  years  ago  in  the  Gospel  of  St. 
Mark,  Chapter  3,  verse  25  “and  if  a house  be  divided 
against  itself,  that  house  cannot  stand.”  Paraphras- 
ing in  terms  of  modern  language  the  medical  profes- 
sion, other  health  providers,  government  agencies, 
and  other  interested  parties  must  function  as  a coor- 
dinated team.  The  state  and  county  medical  so- 
cieties are  the  foundation  and  structural  supports  of 
the  health  care  house  and  are  essential  in  bringing 
the  health  and  government  agencies  together  to  in- 
sure the  success  of  the  PSRO’s. 

Conclusion.  It  has  been  a pleasure  and  a challenge 
to  serve  as  Chairman  of  the  Committee  on  Peer  Review 
Mechanisms  during  the  past  several  years  when  peer 
review  was  emerging  as  a fact  of  life  in  all  phases  of  the 
delivery  of  health  care.  Our  committee  has  attempted 
to  present  the  bare  facts,  even  though  distasteful,  so 
our  membership  will  be  apprised  of  the  changes  occur- 
ring in  medicine  as  we  are  being  pressured  along  the 
road  of  federally  financed  health  care.  We  have  grave 
misgivings  of  these  trends. 

It  seems  reasonable  to  assume  that  documentation  of 
services  and  cost  control  measures  are  imprinted  in  the 
master  plan  of  the  future.  We  must  make  certain  in 
this  transition  period  that  the  quality  of  our  services 
are  maintained  and  hopefully  improved  and  will  not  be 
denigrated  by  budgetary  expediency.  With  these 
words  of  caution,  we  again  thank  you  for  the  opportu- 
nity of  serving  you  during  the  past  several  years. 
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his  appreciation  to  the  members  of  this  committee  who 
served  so  diligently  throughout  the  year,  as  well  as  to 
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Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 
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State  Legislation 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of 


the  following  members: 

John  H.  Carter,  M.D.,  Chairman  Albany 

Allan  H.  Bruckheim,  M.D.  Westchester 

Robert  B.  Bryant,  M.D Onondaga 

John  A.  Finkbeiner,  M.D.  New  York 

Gerald  L.  Glaser,  M.D.  Monroe 

Herbert  E.  Joyce,  M.D.  Erie 

Henry  W.  Kaessler,  M.D.  Westchester 

John  G.  Meagher,  M.D Suffolk 

Richard  E.  Murphy,  M.D.  Clinton 

Ralph  M.  Schwartz,  M.D Kings 

Richard  E.  Sullivan,  M.D.  Broome 


Since  the  State  Legislature  remained  in  regular  ses- 
sion for  five  months,  followed  by  the  Governor’s  30-day 
action  period,  and  reconvened  in  mid-summer  for  an 
extra  session,  1973  was  one  of  the  longest  legislative 
years  in  the  history  of  New  York  State.  Although  fi- 
nancial problems  dominated  the  legislative  scene  and 
were  in  the  public  limelight,  particularly  those  involv- 
ing government  employee  pensions,  health  measures 
played  extremely  important  roles  in  the  chambers  of 
the  Assembly  and  Senate.  The  legislators  in  both 
houses  devoted  considerable  time  and  deliberation  to 
such  measures,  notably  in  the  area  of  health  insurance, 
medical  education,  and  psychology.  A total  of  14,781 
bills  were  introduced;  1,331  passed  both  houses,  but 
only  1,045  were  signed  by  the  Governor. 

The  volume  of  the  legislation  alone  was  enough  to 
occupy  continuously  your  committee,  legislative  coun- 
sel and  your  Division  of  Legislative  Affairs,  Office  of 
General  Counsel,  recently  designated  as  State  Govern- 
mental Relations.  In  addition,  however,  your  rep- 
resentatives encountered  health  bills  of  major  impor- 
tance which  required  their  allout  efforts  through  per- 
sonal contacts  with  members  of  both  chambers.  Our 
personal  contacts  were  supplemented  by  wide  distribu- 
tion of  position  statement  memoranda  to  all  legislators. 
Your  committee  kept  the  Council  abreast  of  develop- 
ments in  Albany  through  periodic  reports. 

At  the  time  this  report  is  written  in  mid-October, 
1973,  plans  are  well  under  way  for  the  1974  session  of 
the  State  Legislature.  In  order  to  allow  more  time  for 
preparation  for  1974,  Your  committee  advanced  the 
date  of  the  Annual  Conference  of  County  Medical  Soci- 
ety Legislative  Representatives  from  December  to  early 
October.  A report  on  this  conference,  held  on  October 
4,  1973,  in  Syracuse,  will  be  made  later  in  the  presen- 
tation. 

BILLS  AND  LAWS 

Major  Legislative  Problem.  The  major  problem 
faced  by  your  committee  during  the  1973  session  was 
the  introduction  of  S.920-A  (Lombardi)  which  autho- 
rized the  formation  of  comprehensive  prepaid  hospital 
based  medical  insurance  plans.  Although  the  Medical 
Society  of  the  State  of  New  York  conducte'd  one  of  its 
most  vigorous  legislative  campaigns,  the  concept  of  this 
bill  was  ultimately  enacted  into  law,  as  S.6102-A 
(Lombardi). 

In  order  that  members  of  the  House  may  understand 
the  efforts  put  forth  and  the  difficulties  encountered, 
we  are  briefly  outlining  the  history  of  this  legislation. 


In  addition,  three  significant  factors  stand  out:  (1) 

Every  means  of  effective  communication  were  utilized 
in  MSSNY’s  continuous  campaign  to  defeat  the  legis- 
lation. Personal  contacts,  telephone  calls,  mailgrams, 
letters,  Capitol  News,  Legislation  Action  Bulletins,  and 
memoranda — all  were  effectively  used;  (2)  Local  physi- 
cians personally  contacted  their,  legislators  as  individu- 
als or  as  county  medical  society  officials;  and  (3)  Al- 
though the  legislation  passed  the  results  showed  that 
MSSNY  is  gaining  strength  in  its  legislative  endeavors 
in  the  State  Capitol. 

Although  we  had  been  led  to  believe  that  the  bill 
would  be  kept  in  committee  and  not  acted  upon,  it 
suddenly  emerged  and  passed  the  Senate.  Our  efforts, 
therefore,  to  defeat  the  bill  were  concentrated  on  the 
Assembly. 

Our  representatives  met  with  Assemblyman  Milton 
Jonas,  sponsor  of  the  Assembly  bill,  on  several  occa- 
sions. 

An  allout  campaign  was  then  launched  against  the 
bill.  Members  of  the  Assembly  were  flooded  with  pro- 
tests from  MSSNY  through  memos  and  personal  con- 
tacts. County  medical  societies  and  the  Woman’s 
Auxiliary  were  inundated  with  communications  from 
MSSNY  and  they  in  turn  voiced  their  protests  to  the 
Assemblymen.  NYSAP,  the  New  York  State  Associa- 
tion of  the  Professions,  joined  the  protest  at  our  re- 
quest. 

In  spite  of  all  these  efforts,  the  bill  passed  the  As- 
sembly, but  only  by  the  narrowest  of  margins:  76  to 
54.  Seventy-six  votes  are  necessary  for  passage.  Sev- 
eral empty  seats  were  recorded  in  the  affirmative  be- 
cause efforts  to  have  a “roll  call”  taken  failed. 

Then,  a procedure,  rare  if  not  unprecedented,  took 
place.  The  bill  was  sent  to  the  Governor’s  desk  but 
was  recalled  by  the  Senate.  The  bill  was  sent  to  the 
Governor’s  desk  for  the  second  time  and  again  recalled 
for  a second  time.  The  reason  for  the  first  recall  ap- 
peared to  be  that  the  Governor  was  leaving  the  coun- 
try, and  for  the  second,  that  the  Governor  was  not  sat- 
isfied with  the  structure  of  the  bill.  Our  campaign  un- 
doubtedly had  some  influence  particularly  since  we  re- 
peatedly pointed  out  to  Governor’s  Counsel  the  defects 
in  the  original  proposal.  Several  appointments  were 
made  with  the  Governor  to  discuss  our  objections  with 
him  but  were  postponed  by  him  because  of  unforeseen 
commitments. 

In  the  meantime,  a second  bill  was  introduced  to 
meet  objections  that  had  been  raised  to  S.920-A,  espe- 
cially by  the  State  Insurance  Department.  This  bill 
S.6102  (Lombardi)  was  known  as  a “Chapter  Amend- 
ment” and  would  amend  S.920-A  after  it  had  become 
law,  and  a chapter  of  New  York  State  statutes.  This 
bill  was  delayed  by  being  “starred”  because  it  was  not 
completely  satisfactory  to  the  Governor’s  Office  and 
the  State  Insurance  Department.  Subsequently, 
S.6102  was  amended  to  meet  these  objections  and  be- 
came S.6102-A.  The  amendment  was  so  extensive  that 
S.6102-A  was  no  longer  a chapter  amendment  but  a 
new  bill. 

While  S.920-A  was  still  in  the  Senate,  following  the 
two  recalls,  S.6102-A  reached  the  floor  of  both  houses. 

The  first  test  on  S.6102-A  (Lombardi)  came  in  the 
Senate.  In  a lengthy  debate,  our  State  Medical  Soci- 
ety’s position  was  ably  and  strongly  presented  by  sever- 
al Senators.  It  became  apparent,  following  the  debate, 
that  there  were  not  enough  votes  to  pass  the  bill  at 
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that  time  and  the  bill  was  laid  aside.  A few  days  later, 
however,  the  bill  again  appeared  on  the  Senate  calen- 
dar. Following  an  allout  personal  campaign  by  the 
sponsor  and  extensive  efforts  by  the  hospital  associa- 
tion, the  bill  was  voted  upon  and  passed  the  Senate. 
The  vote  was  44  to  14. 

Confident  that,  because  of  the  closeness  of  the  vote 
on  S.920-A  (Lombardi)  in  the  Assembly,  the  new  bill 
S.6102-A  (Lombardi)  could  likewise  be  defeated,  our 
representatives  continued  their  personal  contacts  with 
members  of  the  Assembly  in  an  effort  to  win  their 
votes  in  opposition  to  the  proposal.  The  proponents  of 
the  bill  likewise  continued  their  campaign.  Finally,  a 
debate  took  place  in  the  Assembly.  Among  those  in 
opposition  to  the  bill  was  the  chairman  of  the  Assem- 
bly Health  Committee,  Assemblyman  Chester  Hardt. 
He  strongly  urged  the  members  of  the  Assembly  to  re- 
commit the  bill  for  further  study.  In  spite  of  his  ef- 
forts and  those  of  several  other  Assemblymen,  the  bill 
was  passed.  The  vote  was  95  to  48. 

In  evaluating  the  voting  record  cited  above,  we 
should  bear  in  mind  the  circumstances  under  which 
the  votes  were  recorded.  There  were  no  actual  roll 
calls  on  these  bills.  During  an  actual  roll  call,  a legis- 
lator has  the  right  to  explain  his  vote  before  voting  and 
often  makes  a lengthy  speech.  As  a result,  actual  roll 
calls  can  consume  a great  deal  of  time.  They  were  not 
utilized  during  the  last  days  of  the  session  except  in 
extremely  important  controversial  or  political  issues. 
The  voting  on  the  hospital  insurance  bills  followed 
normal  procedure  and  no  actual  roll  call  was  taken. 

The  clerk  counted  the  votes  in  the  negative  and  sub- 
tracted them  from  the  total  members  recorded  present. 
For  example,  there  are  80  Senators  but  only  58  were 
recorded  present.  Fourteen  actually  voted  in  the  nega- 
tive. By  subtracting  14  from  58,  the  clerk  officially 
tabulated  44  in  favor.  Any  Senators  who  were  not  in 
the  Chamber  at  the  time  the  tabulation  was  made  but 
who  had  previously  been  recorded  as  present  were  tab- 
ulated in  favor  of  the  bill  although  they  actually  did 
not  vote.  We  know  of  several  cases  where  Senators 
were  not  in  the  Chamber,  intended  to  vote  in  the  nega- 
tive, but  were  recorded  in  favor  of  the  bill. 

The  end  result  was  that  S.920-A  ultimately  reached 
the  Governor’s  desk  for  the  third  time  and  S.6102-A  for 
the  first  and  only  time.  The  Governor,  therefore,  had 
before  him  two  bills.  In  a report  to  the  Council  we  had 
predicted  “if  the  Governor  decides  to  approve  the  con- 
cept in  both  bills,  it  is  likely  that  he  will  veto  S.920-A 
(Lombardi)  and  sign  S.6102-A  (Lombardi),  since  it  is  a 
better  technical  bill.”  The  Governor  vetoed  S.920-A 
and  approved  S.6102-A  He  gave  no  explanation  other 
than  to  state  in  his  veto  message  “in  light  of  my  ap- 
proval of  Senate  bill  S.6102-A,  which  would  further  the 
same  objective,  this  bill  is  unnecessary.”  The  new  law 
is  known  as  Chapter  859,  Laws  of  1973. 

It  seems  ironical  that  our  goal  was  achieved — the  de- 
feat of  S.920-A — but  that  another  proposal,  S.6102- 
— was  enacted.  As  previously  stated,  however, 
MSSNY  gained  in  prestige  and,  perhaps,  brought 
about  a less  objectionable  version  of  undesired  legisla- 
tion. 

Other  Hospital  Bills.  A bill  more  dangerous  than 
S.920-A  (lvombardi)  or  S.6102-A  (Lombardi)  was  dor- 
mant throughout  the  session  but  emerged  suddenly 
from  committee  and  passed  the  Senate  in  the  last  days 
of  the  session.  The  bill  was  S.921  (Lombardi)  which 
would  allow  unions  and  others  to  organize  comprehen- 


sive prepaid  health  plans.  Through  the  alertness  and 
quick  actions  of  our  representatives,  this  bill  never 
reached  a vote  in  the  Assembly  and  died. 

Still  another  harmful  bill  A-5801-A  (Cincotta), 
S.4108-A  (Knorr)  which  would  constitute  several  indi- 
viduals as  a body  corporate  in  perpetuity  as  the  Hotel 
Family  Medical  Center,  Inc.,  also  suddenly  came  out  of 
the  Senate  Health  Committee  at  the  last  minute  but 
was  likewise  defeated  through  our  efforts,  when  it  was 
recommitted. 

On  the  basis  of  their  study  of  the  situation,  your  leg- 
islative representatives  believe  very  strongly  that  this 
concept  in  even  more  drastic  forms  may  appear  as  leg- 
islative proposals  in  1974.  We,  therefore,  stress  the 
need  for  all  members  of  the  House  to  be  aware  of  the 
fact  that  this  struggle  will  be  a continuing  one.  Every 
delegate  is  urged  to  do  everything  in  his  power  to  alert 
physicians  in  his  county  medical  society  to  this  danger 
and  to  advise  local  legislators  and  governmental  rep- 
resentatives of  the  devastating  consequences  which 
such  legislation  will  produce  in  the  health  care  field. 

Chiropractic  Bills.  Although  we  were  successful  in 
preventing  the  passage  of  several  bills  involving  chiro- 
practic, notably  the  one  that  would  have  allowed  chiro- 
practors to  use  x-ray,  one  significant  measure  was  en- 
acted into  law  over  our  vigorous  protest.  This  bill, 
S.3241  (Marino),  which  includes  care  by  chiropractors 
under  the  Workmen’s  Compensation  Law,  was  signed 
by  the  Governor  and  is  now  known  as  Chapter  940, 
Laws  of  1973. 

State  Medical  Society  Program  Bills.  The  single 
bill  among  our  eight  program  bills  which  passed  both 
houses  and  went  to  the  Governor,  was  signed  into  law. 
This  bill,  sponsored  by  Assemblyman  George  Farrell, 
and  bearing  the  designation  A. 4726,  increases  the  max- 
imum fee  claim,  without  authorization,  for  treatment 
under  Workmen’s  Compensation  Law,  from  $15  to  $35 
for  diagnostic  tests  and  from  $35  to  $75  for  surgical  op- 
erations. This  new  law  is  now  known  as  Chapter  482, 
Laws  of  1973. 

Another  proposal  sponsored  by  our  State  Medical 
Society,  namely,  A. 3536  (Levy,  et  al)  which  would  re- 
quire that  all  premarital  blood  tests  include  a test  for 
rubella,  passed  the  Assembly,  but  failed  in  the  Senate. 

A third  measure  S.3144  (Pisani)  which  would  require 
that  eighth  grade  female  pupils  take  a rubella  screen- 
ing test,  remained  in  committee  in  both  houses.  The 
main  objection  against  this  proposal  was  that  it  might 
involve  considerable  cost  at  the  local  level  for  tests  that 
might  be  provided  by  school  physicians. 

Our  socalled  “clinical  lab  bill,”  which  would  allow  a 
physician  to  bill  patient  directly  for  laboratory  ser- 
vices, provided  his  bill  itemize  separately  physician’s 
fee  and  laboratory  charge  (A.2988-A,  Field;  S.2398, 
Langley),  passed  the  Assembly.  When  it  reached  the 
Senate  objection  was  raised  particularly  by  the  Attor- 
ney General’s  Office.  While  the  representative  of  the 
Attorney  General,  his  counsel,  agreed  in  principle  with 
our  proposal,  he  objected  to  the  language.  As  a result, 
the  bill  was  starred  in  the  Senate  and  ultimately  re- 
committed. 

Although  there  was  hope  up  until  the  last  minute  of 
the  session  that  the  socalled  triplicate  prescription  re- 
pealer bill  (A.5148,  Boland,  et  al;  and  its  companion 
S.3145,  Pisani),  might  still  be  reported  out,  both  bills 
remained  in  their  respective  committees. 

Three  bills,  initiated  by  our  State  Medical  Society 
on  the  subject  of  malpractice,  were  considered  by  the 
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Legislature.  The  principal  proposal  which  provided 
that  in  foreign  object  cases,  the  statute  of  limitations 
should  be  computed  from  the  time  of  discovery,  but 
not  more  than  four  years  from  the  time  of  occurrence 
(S.967,  Flynn;  A. 3497,  Suchin)  was  amended  in  the 
Senate  Committee  and  survived  until  the  end  in  the 
Assembly  Rules  Committee.  However,  this  bill  re- 
mained in  committee  at  the  end  of  the  session. 

The  bill  which  would  entitle  a successful  defendant 
in  a malpractice  suit  to  reimbursement  for  counsel  fees 
and  other  costs  incurred  in  defending  actions  (A. 4172, 
Bell)  and  the  proposal  providing  that  when  a summons 
is  served  in  a malpractice  suit,  notice  of  such  action 
shall  be  filed  with  the  appropriate  court  and  put  case 
on  court  calendar  (S.2753,  Schermerhorn),  remained  in 
committee. 

Once  again,  as  in  1972,  the  Legislature  was  preoccu- 
pied with  legislation  involving  “no  fault  insurance.” 
The  fact  that  the  Legislature  ultimately  passed  a “no 
fault  insurance”  law.  thereby  cutting  into  the  practice 
of  law,  may  have  had  some  effect  on  our  bills  since  fur- 
ther restrictions  in  the  practice  of  law  in  the  area  of 
malpractice  did  not  appeal  during  the  session  to  the 
legislators. 

Another  proposal  of  great  interest  to  our  State  Medi- 
cal Society  was  S.3599-B  (Lombardi);  A.5028-B  (Jonas) 
which  would  have  established  a medical  malpractice 
part  in  the  Supreme  Court  and  set  up,  in  essence,  a 
program  similar  to  the  Stevens  Plan  in  New  York 
County  on  a statewide  basis.  This  bill  was  amended 
and  recommitted  to  committee  where  it  remained  at 
the  end  of  the  session. 

Interns — Medical  Schools — Medical  Students.  A 
bill  which  would  require  that  at  least  thirty  per  cent  of 
all  vacancies  in  State  medical  schools  be  filled  with  ap- 
plicants who  agree  to  serve  five  years  in  designated 
hardship  areas,  strongly  opposed  by  our  State  Medical 
Society,  was  vetoed  by  the  Governor  (A.6141-A,  Beck- 
man). In  his  veto  message  the  Governor  stated:  “The 
bill  is  laudable  in  its  objectives.  It  is  doubtful,  how- 
ever, that  the  bill  could  achieve  its  purpose;  moreover, 
the  meaning  and  consequences  of  several  provisions  of 
the  bill  are  so  unclear  that  administrative  implementa- 
tion of  the  bill  would  be  virtually  impossible.” 

There  were  several  bills  before  the  State  Legislature 
in  regard  to  the  subject  of  interns-medical  schools- 
medical  students.  One  bill,  S.2590-A,  sponsored  by 
Senator  Jack  Bronston,  would  have  prohibited  hospi- 
tals from  giving  examinations  to  applicants  for  intern- 
ships who  are  foreign  medical  school  graduates.  We 
met  with  the  Senator  and  representatives  of  the  State 
Education  Department  and  voiced  our  strenuous  objec- 
tions to  certain  provisions  of  the  bill.  Ultimately  the 
bill  failed  to  come  out  of  committee. 

Another  bill,  however,  along  similar  lines  passed 
both  houses  of  the  Legislature  and  was  signed  into  law 
by  the  Governor.  (S.6381;  Bronston,  et  al).  This  law 
now  designated  as  Chapter  953  of  the  laws  of  1973 
makes  eligible  for  licensure  in  New  York  State,  any  in- 
dividual who,  at  the  time  of  his  enrollment  in  a medi- 
cal school  outside  of  the  United  States,  is  a United 
States  citizen;  has  studied  medicine  in  such  foreign 
school  recognized  by  the  World  Health  Organization; 
has  completed  his  formal  requirements  except  intern- 
ship and/or  Social  Service;  has  passed  the  qualifying 
examination  and  thereafter  has  completed  one  academ- 
ic year  of  clinical  supervised  training  in  the  United 


States,  and  postgraduate  hospital  training  required  by 
the  Board;  and  has  passed  the  required  examination  for 
licensure. 

A bill  which  would  have  allowed  county  government 
awards  to  be  used  for  foreign  medical  schools  since  it 
would  have  removed  the  current  restriction  for  use  of 
such  awards  for  financing  medical  education  in  United 
States  schools  only,  was  vetoed  by  the  Governor. 
(A. 5728,  Emery). 

Psychology  Bill.  Although  there  was  a great  deal  of 
activity  by  the  sponsor  of  the  psychology  bill,  intro- 
duced by  Assemblyman  Biondo  (A.3902-C),  to  have  the 
bill  passed  by  the  State  Legislature  before  adjourn- 
ment, the  bill  finally  was  sent  back  to  committee  in 
both  houses.  The  final  amended  version  of  the  bill  was 
found  to  be  acceptable  to  our  State  Medical  Society 
since  it  contained  language  to  the  effect  that  psycholo- 
gists would  not  be  permitted  to  diagnose  or  physically 
treat  any  disease,  injury,  or  physical  condition.  Our 
objections  to  the  bill  were  withdrawn,  but  we  did  not 
endorse  or  support  the  bill. 

Sudden  Infant  Deaths.  The  Governor  also  vetoed  a 
measure  that  would  have  required  the  State  Health 
Commissioner  to  collect  and  disseminate  information 
regarding  the  occurrence  of  sudden  infant  deaths  and 
to  facilitate  collection  by  distributing  criteria  for  deter- 
mination thereof  to  physicians  and  other  health  physi- 
cians (A.1337-A,  Fink,  et  al). 

Professional  Misconduct.  The  governor  signed  into 
law  a measure  now  known  as  Chapter  1026,  Laws  of 
1973,  which  extends  the  definition  of  professional  mis- 
conduct, under  the  Education  Law,  to  include  practic- 
ing a profession  with  negligence  on  repeated  occasions 
and  with  gross  negligence  on  a particular  occasion 
(A.718-B,  Jonas). 

Blood  Transfusions — Blood  Banks.  Another  bill 
approved  by  the  Governor  and  now  known  as  Chapter 
914,  Laws  of  1973,  creates  in  the  State  Health  Depart- 
ment a Council  on  Human  Blood  and  Transfusion  Ser- 
vices to  enact  rules  and  regulations  as  to  minimum 
standards  for  proper  performance  of  such  services. 
The  new  law  also  prohibits  any  person  or  firm  from 
collecting  human  blood  for  transfusion  into  another 
human  being  unless  a permit  has  been  issued. 
(A.5849-A,  Hardt,  et  al). 

Our  representatives  met  in  conference  on  this  bill 
with  interested  legislators  and  voiced  their  objections 
to  the  original  bill.  The  bill  was  amended  before  being 
enacted  and  was  acceptable  to  MSSNY  in  its  major 
basic  provisions. 

New  York  City  Hospitals.  A.724-A,  Riccio,  which 
gives  the  State  Health  Department  jurisdiction  over 
operating  certificates  of  hospitals  formerly  subject  to 
the  jurisdiction  of  the  New  York  City  Health  Service 
Administration,  was  enacted  into  law  as  Chapter  923, 
Laws  of  1973. 

Hospital  Facilities  Finance  Agency.  A.7382-A 
(Rules)  would  authorize  the  State  Legislature  to  estab- 
lish a hospital  facilities  finance  agency  for  any  munici- 
pality in  the  State.  The  agencies  would  be  closely  pat- 
terned after  industrial  development  agencies.  This  bill 
passed  both  houses  but  was  vetoed  by  the  Governor. 
In  his  veto  message,  he  explained  that,  “In  light  of  the 
readily  available  financing  opportunities,  I am  unper- 
suaded of  the  need  for  an  additional  public  health  fa- 
cility financing  vehicle  at  this  time,  especially  one  that 
would  lead  to  the  creation  of  numerous  agencies  . . . .” 
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Medical  Care  Facilities  Agency.  Creates  the  New 
York  State  medical  care  facilities  finance  agency  as  a 
public  corporation  to  make  mortgage  loans  to  nursing 
home  companies  and  to  non-profit  hospital  corpora- 
tions and  medical  corporations,  subject  to  approval  of 
state  health  commissioner.  S.3859  (Lombardi,  et  al)  - 
Chapter  392. 

Hospital  Financial  Disclosure.  The  bill  S.3872-A 
(Lombardi)  requiring  every  general  hospital  to  make 
certain  financial  disclosures,  passed  both  houses  and 
was  signed  by  the  Governor.  (Chapter  393,  Laws  of 
1973).  Our  State  Medical  Society  vigorously  opposed 
this  measure. 

Cooley’s  Anemia.  Another  new  law,  Chapter  1007, 
Laws  of  1973,  now  includes  Cooley’s  Anemia  in  the 
State  Health  Commissioner’s  regulations  concerning 
symptomatic  conditions.  (S.4666,  Ferraro). 

Child  Abuse.  A new  child  abuse  law  is  A.6514-A, 
Duryea,  et  al  (Chapter  1039,  Laws  of  1973).  The  new 
law  provides  for  establishment  of  a state-wide  toll-free 
telephone  number  for  the  reporting  of  cases  of  child 
abuse  or  neglect  and  requires  each  Social  Services  Dis- 
trict to  create  a child  protective  services  unit  to  receive 
and  investigate  reports  of  child  abuse  or  maltreatment. 
It  is  known  as  the  “Child  Protection  Services  Act.” 

Rx  Price  Posting.  The  Governor  signed  into  law 
two  bills  dealing  with  the  retailing  of  prescription 
drugs,  describing  them  as  “two  of  the  most  significant 
consumer  measures  enacted  this  year.”  The  first  of 
these  bills,  part  of  the  Governor’s  1973  Consumer  Pro- 
tection Legislative  Program,  requires  that  pharmacies 
post  a list  of  the  150  most  frequently  prescribed  Rx 
drugs  together  with  their  current  selling  prices  (A. 3301, 
Jonas;  Chapter  751,  Laws  of  1973). 

Drug  Labeling  Bill.  The  second  of  these  bills  is  a 
measure,  now  law,  which  provides  that  labels  on  pre- 
scription drug  containers  disclose  the  brand  name  and 
the  strength  of  the  drug  dispensed,  unless  the  person 
issuing  the  prescription  directs  otherwise.  (A.3303-A, 
Levine;  Chapter  752,  Laws  of  1973.) 

Alcoholism.  An  important  bill  pertaining  to  alco- 
holism, strongly  supported  by  MSSNY,  was  vetoed  by 
the  Governor.  This  proposal  would  have  permitted  an 
intoxicated  person  to  apply  voluntarily  for  emergency 
treatment  at  an  alcoholism  facility  or  any  other  facility 
authorized  by  the  Commissioner  of  Mental  Hygiene. 
Such  a person  could  have  been  detained  for  treat- 
ment, if  brought  to  the  facility  over  his  objection  and 
found,  after  examination  by  a physician,  to  be  so  in- 
capacitated as  to  be  a danger  to  himself  or  others. 
(A. 5707- A,  Wertz).  In  his  veto  message  the  Governor 
pointed  out  that  the  bill,  “would  take  effect  January  1, 
1974,  affording  inadequate  lead  time  to  provide  the  so- 
bering up  stations  and  detoxification  units  that  are  the 
basic  minimum  alternative  services  that  would  be  nec- 
essary if  the  violation  of  public  intoxification  is  to  be 
eliminated.”  He  also  stated  in  the  same  message  that, 
“I  have  asked  my  counsel  to  prepare  appropriate  legis- 
lation to  accomplish  this  objective  for  introduction  at 
the  next  regular  session  of  the  Legislature  as  part  of  my 
1974  legislative  program.”  The  Governor  had  pre- 
viously stated  that  “the  bill  has  a desirable  goal  of  tak- 
ing public  intoxification  cases  out  of  the  criminal  pro- 
cess.” 

Cancellation — Professional  Liability  Insurance. 

Another  new  statute  (Chapter  1024,  Laws  of  1973) 
changes  the  law  to  provide  that  cancellation  of  profes- 


sional liability  insurance  policies  will  not  be  effective 
unless  45  days  notice  has  been  given.  (A.630-A, 
McCarthy). 

Hospital  Contracts — Mutual  Use.  The  Governor 
vetoed  a proposal  (S.5390,  Lombardi)  that  allow  hospi- 
tals to  enter  into  contracts  for  mutual  use  or  exchange 
of  medical  resources  and  joint  purchases  of  supplies. 
Principal  reason  for  veto  was  provision  in  bill  placing 
regulatory  power  in  Public  Health  Council.  The  Gov- 
ernor maintained  that  such  regulatory  power  should  be 
in  the  Hospital  Review  and  Planning  Council. 

Emergency  Treatment — Public  Functions.  Chap- 
ter 465,  Laws  of  1973  (A.3940,  Wemple)  provides  for 
regulations  for  emergency  medical  treatment  at  public 
functions  for  5,000  or  more;  repeals  provision  that  doc- 
tor must  be  present  at  functions  for  10,000  or  more. 

Gynecological  Services — Clinics.  Another  impor- 
tant new  law  (Chapter  473;  A.4405-A,  Riccio)  provides 
that  the  administrator  or  supervisor  of  the  staff  of  clin- 
ics or  other  facilities  providing  gynecological  services 
must  offer  to  residents  of  New  York  State  coming  to 
the  clinics,  tests  for  syphilis  and  gonorrhea;  also  per- 
tains to  physicians. 

Contact  Lenses.  Another  new  statute,  Chapter  475; 
A. 4548  (Flanagan),  mandates  special  examination  for 
ophthamalic  dispensers  for  fitting  contact  lenses,  but 
procedure  is  still  under  physician  supervision. 

Emergency  Care  In  Big  Cities.  In  cities  with  a 
population  of  one  million  or  more,  Chapter  712,  Laws 
of  1973  now  mandates  that  a general  hospital  must 
provide  emergency  care  and  treatment  to  all  persons  in 
need  of  such  care  and  treatment  and  applying  to  such 
hospital  therefor.  (A.1066-C,  Hevesi). 

Glazed  Ceramic  Tableware.  The  State  Health 
Commissioner,  within  180  days,  must  establish  the 
maximum  amount  of  lead  or  cadmium  which  may  be 
released  from  glazed  ceramic  tableware,  formerly  des- 
ignated ceramicware.  (S  6507,  Lombardi;  Chapter 
775,  Laws  of  1973).  ’ 

Physical  Therapist  Coverage.  Whenever  a group 
health  policy  provides  for  reimbursement  for  physical 
therapy  service  which  is  within  the  scope  of  a licensed 
physical  therapist,  a new  law,  Chapter  800,  Laws  of 
1973  (S.5095,  McGowan)  now  provides  that  the  sub- 
scriber is  entitled  to  reimbursement  whether  the  ser- 
vice is  performed  by  a physician  or  a licensed  physical 
therapist  pursuant  to  a prescription  or  referral  by  a 
physician. 

Miscellaneous.  Numerous  other  proposals,  which 
were  opposed  by  MSSNY,  never  reached  the  Gover- 
nor’s desk  because  they  were  not  reported  out  of  com- 
mittee. Among  these  were  bills  which  would 

. . . amend  the  Education  Law  to  provide  for  the  li- 
censure of  mental  health  practitioners.  (A.4288-A, 
Levy); 

. . . repeal  the  Public  Health  Law  in  relation  to  the 
approval  of  laboratories  and  to  the  requisitioning  of  an- 
imals from  public  pounds  for  experimental  use. 
(A. 485,  Stein;  A. 2951,  Passanante); 

. . . repeal  the  Public  Health  Law  in  relation  to  the 
requisition  of  animals  for  scientific  tests  from  animal 
shelters.  (S.3097,  Galiber;  S.4398,  Padavan;  A. 457, 
Suchin;  A. 4484,  Sears;  A. 5226,  Olivieri;  A. 6521,  Flack); 

. . . amend  the  General  Business  Law  in  relation  to 
the  collection  of  material  originating  from  the  human 
body  for  clinical  bioanalytical  laboratory  tests  outside 
New  York  State.  (S.3644,  Calandra;  A. 4749,  Gun- 
ning); 
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. . . amend  the  Education  Law  to  permit  pharmacists 
to  substitute  a less  expensive  generic  or  other  brand 
name  equivalent  for  other  brand  name  originally  pre- 
scribed. (S.4436,  Goldin;  S.2553,  Dunne,  et  al;  S.1926, 
Straub;  A. 2145,  Strelzin;  A. 39513,  Rules). 

ALBANY  OPERATIONS 

For  the  second  successive  year,  the  director  repre- 
sented the  State  Medical  Society  at  the  Capitol  in  Al- 
bany during  the  entire  five  month  session.  He  com- 
municated the  State  Medical  Society’s  position  on  nu- 
merous health  bills  introduced,  through  personal  con- 
tact with  the  legislators,  their  secretaries,  aides,  legal 
counsels,  and  by  visits  to  the  legislators’  offices.  Also 
for  the  second  successive  year  a telephone  answering 
service  was  in  operation  in  Albany.  This  communica- 
tion mechanism  proved  to  be  a most  valuable  means  of 
communication  between  the  director  and  the  legisla- 
tors, their  staffs,  county  medical  societies  and  individ- 
ual physicians. 

HEADQUARTER  ACTIVITIES 

The  staff  of  the  Division  of  Legislation  successfully 
carried  on  numerous  functions  during  the  time  the  Di- 
rector was  working  in  Albany  through  daily  telephone 
conferences  with  him,  and  under  his  personal  supervi- 
sion following  the  adjournment  of  the  session.  The  fol- 
lowing were  some  of  the  principal  achievements. 

During  the  year.  Legislation  Action  Bulletin  (LAB) 
was  inaugurated  as  a new  method  of  internal  commu- 
nication. The  purpose  of  this  bulletin  was  to  alert 
physicians  to  developments  in  Albany  and  to  spell  out 
for  them  specific  actions  to  be  taken.  Six  issues  of  this 
bulletin  were  sent,  along  with  position  statements,  to 
all  county  medical  society  legislation  chairmen,  presi- 
dents, secretaries,  executive  secretaries,  panel  of  liaison 
physicians,  and  key  officials  of  the  Woman’s  Auxiliary. 

Over  the  signature  of  Henry  I.  Fineberg,  M.D.,  our 
executive  vice-president,  five  memoranda  were  mailed 
to  all  members  of  the  State  Legislature.  Each  memo- 
randum acted  as  a transmittal  letter  for  a group  of 
State  Medical  Society  position  statements  on  pending 
health  bills. 

Special  communications  were  also  sent  to  all  mem- 
bers of  the  Senate  and  Assembly  in  the  form  of  mail- 
grams,  particularly  in  regard  to  MSSNY’s  opposition 
to  S.920-A  (Lombardi),  the  hospital  insurance  plan 
bill. 

LEGISLATIVE  COUNSEL 

In  addition  to  contacting  legislators,  the  director  also 
worked  very  closely  with  our  MSSNY  legislative  coun- 
sel, the  law  firm  of  DeGraff,  Foy,  Conway  and  Holt- 
Harris.  Since  the  death  of  George  W.  Foy,  Esq.,  who 
for  many  years  acted  as  the  chief  member  of  our  legis- 
lative counsel  staff  and  whose  loss  we  greatly  mourn, 
we  have  been  very  ably  represented  in  Albany  by  John 
E.  Holt-Harris,  Jr.,  Esq.,  Gerald  L.  Conway,  Esq.,  and 
John  C.  Rice,  Esq.  Our  MSSNY  position  statements 
on  pending  legislation  were  prepared  by  our  legislative 
counsel  staff,  who  filed  them  with  the  Governor,  the  le- 
gislature’s leaders  in  the  Senate  and  the  Assembly, 
chairmen  and  members  of  key  committees  of  both 
houses  and  the  legislators  who  sponsored  or  were  inter- 
ested in  health  bills.  These  written  position  state- 
ments were  implemented  by  oral  presentations  made 
by  our  legislative  counsel  and  director  in  conferences 
with  these  individuals. 


LEGISLATION  INFORMATION  CENTER 

During  1973,  as  a function  of  the  Division  of  Legisla- 
tion, now  known  as  State  Governmental  Relations,  the 
Legislation  Information  Center  played  a most  impor- 
tant role  in  the  implementation  of  the  activities  of  your 
committee.  Once  again,  the  center  demonstrated  that 
it  is  an  indispensable  method  for  disseminating  news 
about  pending  proposals  both  in  Albany  and  in  Wash- 
ington. As  a means  of  providing  up-to-date  informa- 
tion, the  center  constantly  has  in  operation  an  up-to- 
date  Filing  system  for  copies  of  important  health  relat- 
ed bills  which  have  been  dropped  into  the  hoppers  both 
at  the  State  Capitol  and  in  Washington. 

Besides  supplying  answers  to  questions  received,  not 
only  over  the  telephone  but  by  mail,  the  center  keeps  a 
watchful  eye  on  all  projects  pertaining  to  legislation, 
especially  public  hearings.  Notice  of  such  hearings  are 
processed  by  the  center  and  are  quickly  sent  to  key  in- 
dividuals in  our  State  Medical  Society  so  that  they 
may  be  in  a position  to  evaluate  the  subject  at  the 
hearings  and  suggest  physicians  knowledgeable  on  the 
subject  to  appear  and  testify  at  such  hearings. 

While  the  principal  objective  of  the  center  is  to  help 
individual  physicians  and  county  medical  societies,  as- 
sistance also  was  rendered  to  hospitals,  allied  health 
organizations  and  other  State  medical  societies 
throughout  the  nation.  Every  year  there  is  an  increas- 
ing amount  of  requests  from  other  state  medical  orga- 
nizations for  copies  of  bills  and  other  matters  pending 
before  our  State  Legislature  and  for  extensive  related 
information  requiring  a great  deal  of  research.  Many 
requests  of  this  type  were  received  and  answered. 

CAPITOL  NEWS 

Our  legislative  bulletin,  Capitol  News,  was  sent  to 
all  county  medical  society  legislation  chairmen,  mem- 
bers of  our  panel  of  liaison  physicians,  and  other  key 
persons,  on  a weekly  basis,  throughout  the  1973  session 
of  the  State  Legislature.  A favorable  indicator  of  the 
value  of  this  newsletter  is  the  constantly  increasing 
number  of  requests  received  from  both  individuals  and 
groups  to  be  added  to  our  mailing  list.  For  the  sixth 
consecutive  year,  William  W.  Tyler,  a former  Associ- 
ated Press  correspondent  in  Albany,  edited  and  pre- 
pared copy  for  this  publication  under  the  personal  su- 
pervision of  the  director.  Twenty-one  issues  were  pub- 
lished during  1973,  the  last  on  July  5.  The  21  issues 
were  two  more  than  the  19  issues  published  in  the  pre- 
vious year. 

PANEL  OF  LIAISON  PHYSICIANS 

Once  again  as  an  important  function  of  our  activi- 
ties, your  committee  attempted  to  utilize,  through  our 
Division  of  Legislation,  the  Panel  of  Liaison  Physi- 
cians. This  panel  is  composed  of  Doctors  of  Medicine 
who  have  been  named  by  their  own  county  medical  so- 
cieties to  act  as  contact  persons  with  members  of  our 
State  Legislature  and  Congress.  As  reported  previous- 
ly herein,  memoranda  were  sent  to  all  members  of  this 
panel  concerning  position  statements  of  our  State 
Medical  Society  on  important  bills  introduced  in  the 
State  Legislature  during  1973.  The  thrust  of  these 
memoranda  was  to  supply  the  panelists  with  materials 
that  they  could  use  in  their  contacts  with  their  legisla- 
tors. Evidence  that  these  materials  were  being  used 
effectively  by  members  of  the  panel  were  indications 
from  the  legislators  themselves  that  they  had  heard 
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from  their  physician  constituents  concerning  bills  in 
which  MSSNY  was  interested. 

PUBLIC  HEARINGS  AND  PRIVATE 
CONFERENCES 

Your  committee  continued  the  valuable  work  of  par- 
ticipating in  public  hearings  and  private  conferences 
conducted  by  members  of  the  State  Legislature. 
These  meetings  covered  such  widely  separated 
subjects  as  the  coverage  of  infant  care  in  health  insur- 
ance policies  to  emergency  medical  services  provided  in 
hospitals  and  through  ambulances.  Your  committee 
strongly  believes  that  meetings  of  this  type  are  most 
helpful  and  has  conveyed  its  willingness  to  appear  at 
any  time  on  behalf  of  MSSNY  when  authorized  to  do 
so  as  representing  the  state  organization  having  the 
primary  responsibility  for  health  care  in  this  State. 
Your  chairman  has  personally  participated  in  these 
meetings  which  have  involved  not  only  committees 
representing  the  State  Legislature,  but  also  agencies  of 
the  State  Government. 

COMMITTEES 

In  a continuing  campaign  over  the  years  to  develop  a 
program  of  state  legislation  which  will  be  responsive  to 
all  the  varied  concerns  of  organized  medicine  in  this 
State,  your  chairman,  once  again,  invited  the  chairmen 
of  our  various  State  Medical'  Society  committees  to 
submit  their  suggestions  regarding  the  introduction  of 
bills  by  MSSNY  as  well  as  their  views  on  other  bills 
which  might  come  before  the  State  Legislature.  Your 
chairman  is  pleased  to  report  that  there  has  been  im- 
provement in  regard  to  this  effort  during  the  past  year. 
The  response  to  a memorandum  sent  to  such  individu- 
als prior  to  our  MSSNY  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives  was  en- 
couraging. A considerable  number  of  chairmen  who 
had  not  replied  in  previous  years  answered  our  memo- 
randum this  year.  While  the  increase  in  the  number  of 
replies  was  encouraging,  there  is  still  rdom  for  improve- 
ment. Your  chairman  strongly  urges  all  committee 
chairmen  of  MSSNY  to  cooperate  in  our  State  Medical 
Society’s  legislative  endeavors  by  submitting  to  your 
committee  any  suggestions  they  may  have  concerning 
state  legislation. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

Through  the  director,  your  committee  once  again  co- 
operated with  the  New  York  Association  of  the  Profes- 
sions, in  regard  to  bills  pending  in  the  State  Legisla- 
ture. The  director  participated  in  the  organization’s 
legislation  meetings  and  presented  MSSNY’s  views  on 
health  proposals.  As  a result,  as  a member  association 
of  NYSAP,  we  were  successful  in  gaining  the  organiza- 
tion’s endorsement  of  our  program  bills  and  its  opposi- 
tion to  several  of  the  bills  we  opposed.  These  positions 
of  endorsement  and  opposition  were  presented  by 
NYSAP  to  key  legislators  and,  in  some  instances,  to 
the  Governor,  during  the  1973  session. 

SPRING  MEETING— VISITS  TO  LEGISLATORS’ 
OFFICES 

Shortly  after  the  adjournment  of  the  1973  session  of 
our  MSSNY  House  of  Delegates,  your  committee  met 
at  the  Fort  Orange  Club  in  Albany  on  March  6.  At 
that  time  the  members  discussed  MSSNY’s  eight  1973 
program  bills,  including  the  triplicate  prescription  re- 
pealer measure.  A report  on  this  meeting  was  submit- 
ted to  the  Council  and  was  implemented  by  your  com- 


mittee in  accordance  with  the  actions  taken  by  the 
Council. 

Following  this  meeting,  through  arrangements  made 
by  our  Division  of  Legislation,  members  of  your  com- 
mittee met  with  several  Senators  and  Assemblymen 
from  their  home  areas.  This  was  the  first  time  that 
members  of  your  committee  had  visited  the  Capitol 
and  the  New  Legislators  Office  Building. 

In  the  evening,  the  members  of  your  committee  took 
part  in  the  annual  reception  for  legislators,  conducted 
by  the  New  York  State  Association  of  the  Professions 
(NYSAP).  At  this  reception  your  committee  members 
again  had  an  excellent  opportunity  to  meet  with  addi- 
tional members  of  the  Senate  and  Assembly,  including 
such  high  ranking  officials  as  Lt.  Gov.  Malcolm  Wil- 
son; Atty.  General_  Louis  Lefkowitz;  Comptroller  Ar- 
thur Levitt;  and  Senator  Warren  Anderson,  Senate 
Majority  Leader.  Thomas  F.  McCarthy,  M.D.,  our 
State  Medical  Society  president,  participated  in  both 
the  committee  meeting  and  the  NYSAP  reception. 

Your  committee  believes  that  this  concept  of  a com- 
bined meeting  and  reception  proved  extremely  worth- 
while and  hopes  to  participate  in  a similar  project  in 
1974. 

FALL  MEETING 

On  October  3,  1973,  your  committee  held  a Fall 
Meeting  at  the  Hilton  Inn,  Syracuse.  This  meeting 
was  extremely  important  because  it  involved  a discus- 
sion of  plans  for  the  1974  session  of  the  State  Legisla- 
ture. An  indepth  review  was  made  of  the  seven  bills  of 
our  1973  program  which  did  not  pass  in  order  to  deter- 
mine what  action  should  be  taken  in  regard  to  each  of 
them  during  the  1974  session.  In  addition,  the  com- 
mittee considered  and  acted  upon  some  fifteen  propos- 
als that  had  been  submitted  through  replies  to  your 
chairman’s  memorandum  from  MSSNY  committee 
chairmen  and  other  sources.  At  the  time  this  report  is 
being  prepared  for  the  House,  your  committee  is  also 
drawing  up  a report  concerning  the  recommendations 
made  by  your  committee  for  the  November  meeting  of 
the  Council.  A supplementary  report,  therefore,  will 
be  submitted  to  the  House  in  February  setting  forth 
the  actions  of  the  Council  on  the  recommendations 
submitted  by  your  committee. 

ANNUAL  LEGISLATION  CONFERENCE 

On  October  4,  the  day  following  our  Fall  meeting, 
your  chairman,  assisted  by  our  legislative  counsel  and 
the  director,  participated  in  the  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives 
which  was  held  at  the  same  location.  We  reviewed  the 
actions  taken  by  our  State  Legislation  Committee  on 
the  previous  evening  and  asked  for  comments.  There 
was  a great  deal  of  discussion  from  the  floor.  The  end 
result  was  that  the  actions  taken  by  our  committee 
were,  in  general,  acceptable  to  the  participants  in  the 
conference.  In  some  instances,  many  of  the  recom- 
mendations which  we  had  presented  were  underscored 
by  the  county  medical  society  representatives  as  being 
extremely  important,  notably,  in  the  area  of  tax  relief 
in  regard  to  professional  service  corporations. 

Your  chairman  wishes  to  point  out  that  the  timing  of 
this  meeting  marked  a departure  from  previous  years 
insofar  as  it  was  held  in  early  Fall  rather  than  in  late 
Fall.  Your  committee  feels  that  this  advancing  of  the 
date  gives  more  time  for  preparation  for  the  upcoming 
session. 


234  New  York  State  Journal  of  Medicine/ January  1974 — Part  II 


For  the  first  time  in  the  history  of  our  conferences, 
your  committee  and  the  participants  had  the  benefit  of 
the  views  of  the  two  key  legislators  in  the  New  York 
State  Legislature  who  are  responsible  for  matters  per- 
taining to  the  medical  profession.  Assemblyman  Ches- 
ter R.  Hardt,  Chairman,  Assembly  Health  Committee, 
and  Senator  Tarky  Lombardi,  Jr.,  Chairman,  Senate 
Health  Committee,  participated  in  a panel  discussion 
on  "What  To  Expect  In  Health  Legislation  In  1974.” 
Both  legislators  presented  views  which,  in  general, 
were  acceptable  to  those  present.  A third  member  of 
the  panel  was  Andrew  C.  Fleck,  M.D.,  first  deputy 
state  health  commissioner,  who  discussed  expected 
health  legislation  next  year  from  the  viewpoint  of  the 
State  Health  Department. 

The  conference  was  an  outstanding  success  from  all 
indications  which  have  reached  your  chairman.  From 
the  great  interest  indicated  by  the  participants,  partic- 
ularly in  the  type  of  questions  asked,  there  appeared  to 
be  more  awareness  on  the  part  of  county  medical  soci- 
ety representatives  in  regard  to  the  problems  the  medi- 
cal profession  faces  in  the  State  Legislature.  In  addi- 
tion, the  representatives  appeared  to  be  much  better 
informed  and  as  a result  they  demonstrated  more  coop- 
eration than  they  have  shown  in  previous  years.  All  of 
these  indicators  are  healthy  signs  and  we  hope  will 
mean  greater  success  for  our  State  Medical  Society  in 
its  future  legislative  endeavors. 

GENERAL  COMMENTS 

Although  we  lost  the  battle  against  the  hospital  in- 
surance plan  bill  during  the  1973  session,  many  of  the 
proposals  we  favored,  including  our  program  bill  con- 
cerning Workmen’s  Compensation  fee  authorization  in- 
creases, were  enacted  into  law  and  many  of  the  propos- 
als we  opposed  went  down  to  defeat.  From  an  overall 
point  of  view,  we  improved  our  stature  and  gained  in 
prestige  in  the  eyes  of  the  members  of  the  State  Legis- 
lature. Through  our  all-out  efforts  by  our  representa- 
tives on  the  Hill  and  the  cooperation  of  our  county 
medical  societies,  the  legislators,  in  general,  and  espe- 
cially the  sponsors  and  proponents  of  the  hospital  in- 
surance plan  bill,  know  that  our  State  Medical  Society 
is  moving  aggressively  forward  in  Albany  and  will  fight 
to  the  last  for  principles  in  which  the  State  Medical 
Society  believes. 

In  order  to  achieve  greater  success  in  our  State  Capi- 
tol, however,  our  State  Medical  Society  must  intensify 
and  expand  its  efforts,  particularly  through  the  efforts 
of  physicians  at  the  county  medical  society  level.  Ex- 
perience over  the  past  two  years  has  clearly  demon- 
strated that  we  must  go  beyond  our  present  proce- 
dures. Personal  contacts  with  legislators  in  Albany, 
dissemination  of  memoranda  to  all  our  legislators,  en- 
listing the  assistance  of  county  medical  society  legisla- 
tion chairmen  and  our  panel  of  liaison  physicians,  dis- 
tribution of  Capitol  News  and  action  alerts  through 
LAB — our  Legislation  Action  Bulletin,  have  resulted  in 
favorable  reactions  on  Capitol  Hill  and  have  gained 
considerable  ground  for  our  State  Medical  Society  in 
its  continuing  legislative  activities.  More,  however, 
needs  to  be  done. 

During  the  session  of  the  State  Legislature  there  is 


not  enough  time  to  inform  all  the  legislators  of  our 
views  on  the  tremendous  amount  of  bills  before  them, 
convince  them  of  our  position  and  persuade  them  to 
act  in  our  favor.  We  must  bear  in  mind  that  there  are 
210  members  of  the  State  Legislature  who  spend  con- 
siderable time  at  committee  meetings,  caucuses  called 
by  their  political  parties  and  attending  sessions  of  the 
Legislature.  Legislators  who  are  friendly  disposed  and 
anxious  to  cooperate  find  it  difficult  to  devote  the  nec- 
essary time  to  reading  copious  materials  submitted  to 
them  and  to  personal  discussions  with  our  representa- 
tives. 

We  must,  therefore,  work  with  the  legislators  when 
they  are  not  in  session  in  Albany.  We  must  work  with 
them  back  home  through  physicians  with  whom  they 
are  willing  to  discuss  legislation.  We  should  have  our 
legislative  counsel,  and  the  director,  meet  with  the  leg- 
islators and  local  physicians  in  their  home  towns  and 
discuss  our  problems  with  them.  Through  such  infor- 
mal meetings  outside  of  Albany  and  at  their  local  lev- 
els in  an  atmosphere  conducive  to  discussion,  the  legis- 
lators will  not  only  have  an  opportunity  to  hear  our 
views  but  to  present  their  own  ideas.  The  legislators 
also  will  be  cognizant  of  the  fact  that  our  Albany  rep- 
resentatives through  participation  in  these  meetings 
will  speak  in  the  future  not  only  for  our  State  Medical 
Society  but  for  the  local  physicians  who  are  their  con- 
stituents. 

Your  committee,  therefore,  recommends  that  county 
medical  societies  meet  with  their  legislators  when  they 
come  back  home  from  Albany  not  only  during  the  ses- 
sion but  especially  before  the  session  begins  and  after 
the  session  adjourns.  The  more  time  physicians  repre- 
senting organized  medicines’  point  of  view  in  regard  to 
legislation  can  devote  to  local  meetings  with  their  local 
legislators  at  times  when  their  representatives  are  not 
under  pressure,  the  more  success  we  will  have  in  our 
legislative  efforts. 
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Federal  Legislation 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Members  of  the  Federal  Legislation  Committee  are 


as  follows: 

Charles  N.  Aswad,  M.D.,  Chairman Broome 

Jacob  H.  Buchbinder,  M.D Putnam 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Joseph  R.  Fontanetta,  M.D Kings 

Seymour  L.  Halpern,  M.D New  York 

George  Lim,  M.D Oneida 

George  M.  Saypol,  M.D New  York 

Ethan  L.  Welch,  M.D Monroe 


Since  the  last  report  to  this  House,  your  committee 
has  monitored  major  bills  in  Congress  and  has  carried 
out  the  directives  of  the  House.  Proposed  laws  in  the 
areas  of  national  health  insurance,  PSRO,  and  HMO 
were  the  focal  points  of  our  attention  and  efforts.  Your 
committee  met  and  evaluated  numerous  pending  pro- 
posals, participated  in  the  Annual  Conference  of  Coun- 
ty Medical  Society  Legislation  Representatives  and 
presented  to  New  York  State’s  Congressional  Delega- 
tion, the  Medical  Society  of  the  State  of  New  York’s 
views  on  Regional  Medical  Programs.  Periodic  reports 
were  submitted  to  the  Council  on  these  important  mat- 
ters and  a brief  resume  of  them  is  herein  presented  to 
the  House  for  its  information. 

Regional  Medical  Programs  Resolution.  Your 
committee  carried  out  the  directive  of  the  Council  that 
it  implement  resolution  73-84  entitled  “Exclusion  of 
Regional  Medical  Programs  from  Federal  Budget,”  ap- 
proved by  our  1973  House  of  Delegates. 

On  behalf  of  the  committee,  your  chairman  sent  the 
following  communication  to  each  of  the  39  Congress- 
men from  New  York  and  to  Senators  Jacob  K.  Javits 
and  James  L.  Buckley: 

At  its  1973  meeting,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  made  up 
of  some  27,000  doctors  of  medicine  licensed  to  prac- 
tice in  the  State,  adopted  a resolution  (73-84)  on  the 
subject:  “Exclusion  of  Regional  Medical  Programs 

from  Federal  Budget.” 

On  behalf  of  our  State  Medical  Society,  we  are  for- 
warding to  you  a copy  of  this  resolution  for  your  in- 
formation and  consideration,  as  directed  by  the 
House  of  Delegates.  Your  attention  is  directed  to 
the  Resolved  clause  which  states  that:  “The  Medi- 
cal Society  of  the  State  of  New  York  request  that  the 
Congress  of  the  United  States  extend  the  RMP  legis- 
lation and  provide  funding  necessary  for  continuation 
and  expansion  of  this  valuable  program.” 

A similar  letter  was  sent  to  President  Nixon  which 
contained  the  following  Resolved  clause:  “That  the 

Medical  Society  of  the  State  of  New  York  request  the 
administration  to  reexamine  its  position  and  recognize 
Regional  Medical  Programs  as  an  effective  force,  re- 
sponsive to  the  private  and  voluntary  sectors  of  the 
health  care  system,  for  improving  health  services  in 
line  with  regional  priorities.” 

In  response  to  these  letters  we  received  many  replies. 
Foremost  among  these  was  one  on  behalf  of  President 
Nixon  from  Harold  Margulies,  M.D.,  Regional  Medical 
Program  Service,  Department  of  Health  and  Welfare, 
which  stated: 

Thank  you  for  your  recent  letter  to  the  President 


about  the  termination  of  Regional  Medical  Programs 
(RMP). 

The  legislative  authority  for  the  RMP  expires  on 
June  30.  The  Administration  has  decided  not  to 
seek  an  extension  of  this  legislation  and  has  not  in- 
cluded any  funds  for  RMP  in  the  budget  for  the  fis- 
cal year  1974.  This  action  is  the  result  of  legislative 
and  administrative  decisions  made  in  recent  years 
whereby  several  RMP  activities  to  improve  the  qual- 
ity of  health  care  are  being  assigned  to  other  pro- 
grams. These  programs  include  comprehensive 
health  planning  agencies,  health  services  research 
and  development  activities,  National  Institutes  of 
Health’s  heart  and  cancer  initiatives,  and  the  system 
of  Professional  Standards  Review  Organization  being 
set  up  under  the  Medicare  authorities. 

We  appreciate  your  interest  in  RMP. 

Senator  Buckley’s  reply  stated: 

Thank  you  for  sending  me  a copy  of  your  recently 
adopted  resolution.  I value  the  opportunity  it  pro- 
vides to  maintain  contact  with  the  interest  and  opin- 
ions of  local  officials  and  community  leaders. 

I appreciate  hearing  from  you. 

In  his  response  Senator  Javits  said: 

Thank  you  for  your  recent  communication  ex- 
pressing your  concern  about  the  proposed  termina- 
tion of  the  Regional  Medical  Program  because  of  the 
Administration’s  zero  budget  request  for  fiscal  1974. 

I believe  that  RMP’s  should  have  an  effective  and 
important  role  in  improved  organization  and  delivery 
of  health  care. 

“When  extension  and  renewal  of  Title  IX  of  the 
Public  Health  Service  Act  (which  authorizes  the  de- 
velopment of  the  activities  of  regional  medical  pro- 
grams) is  considered  by  the  Labor  and  Public  Wel- 
fare Committees  (of  which  I am  ranking  minority 
member),  I will  carefully  evaluate  all  the  testimony 
and  do  my  best  to  see  that  the  mission  of  the  region- 
al medical  programs  can  continue  to  be  performed. 

I appreciate  having  the  benefit  of  your  views  and 
you  may  be  assured  that  I will  have  them  very  much 
before  me. 

With  best  wishes, 

Twelve  Congressmen  responded.  We  are  pleased  to 
report  that  all  these  Congressmen,  with  one  exception, 
who  was  noncommittal  but  favorably  disposed  towards 
RMP,  endorsed  continuation  of  Regional  Medical  Pro- 
grams as  recommended  in  our  resolution.  All  of  them 
expressed  their  appreciation  to  us  for  sending  them 
copies  of  our  resolution. 

The  eleven  Congressmen  who  endorsed  continuation 
of  the  program  were  the  following:  Joseph  P.  Addab- 
bo,  Ozone  Park;  Frank  J.  Brasco,  Brooklyn;  Thaddeus 
J.  Dulski,  Buffalo;  Benjamin  A.  Gilman,  Middletown; 
Elizabeth  Holtzman,  Brooklyn;  Ogden  R.  Reid,  Pur- 
chase; Howard  W.  Robinson,  Candor;  Angelo  D.  Ron- 
callo,  Massapequa;  Benjamin  S.  Rosenthal,  Elmhurst; 
Samuel  S.  Stratton,  Amsterdam;  and  Lester  L.  Wolff, 
Great  Neck. 

The  Congressman  who  was  noncommittal  but  who 
was  favorably  disposed  toward  RMP  was  William  F. 
Walsh  of  Syracuse. 

Your  chairman  is  pleased  to  report  that  our  efforts  in 
communicating  the  views  of  the  House  on  RMP’s 
proved  to  be  a worthwhile,  successful  project.  Legisla- 
tion continuing  RMP’s  was  passed  by  the  Congress  and 
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signed  by  the  President  for  an  additional  fiscal  year. 
Your  committee  is  currently  following  proposed  legis- 
lation which  would  combine  RMP’s,  CHP’s  (Compre- 
hensive Health  Planning)  and  Hill-Burton  Programs 
into  a single  program. 

Activities.  Your  committee  met  at  the  Hilton  Inn, 
Syracuse,  on  October  3,  1973  and  on  the  following  day 
participated  in  the  Annual  Conference  of  County  Med- 
ical Society  Representatives,  held  at  the  same  motel. 
This  report  contains  a brief  resume  of  both  meetings. 

Committee  Meeting.  Your  chairman  presided  at 
the  committee  meeting  on  October  3.  Your  committee 
devoted  much  time  to  a discussion  of  the  new  law  on 
Professional  Standards  Review  Organizations 
(PSRO’s).  Edward  Siegel.  M.D.,  reported  on  MSSNY 
activities  concerning  PSRO,  particularly  in  regard  to 
hearings  conducted  by  HEW  on  designated  areas  and 
MSSNY’s  participation  in  them. 

Your  committee  believes  that  this  new  law  on  PSRO 
will  emerge  as  the  most  important  single  influence  on 
medical  practice  in  the  history  of  our  country.  The 
Bennett  Amendment  to  the  Social  Security  Act  was 
the  genesis  of  PSRO  and  became  law  in  October,  1972. 
We  applaud  the  efforts  of  our  State  Medical  Society  for 
its  program  in  regard  to  area  designations  in  various 


parts  of  the  State,  which  must  be  approved  by  .January 
1,  1974.  Dr.  Siegel  deserves  much  credit  for  his  efforts 
in  this  task. 

The  years,  1974  and  1975,  will  be  years  of  decision 
for  medicine  in  that  the  law  provides  that  the  Secre- 
tary of  HEW  can  designate  the  PSRO  functions  to 
whomever  he  wishes,  if  the  first  PSRO’s  do  not  perform 
according  to  expectations.  This  literally  mandates 
that  medicine  cooperate  in  implementing  the  law  lest 
it  lose  its  option  to  do  so.  Already,  hospitals,  insur- 
ance carriers,  state  health  departments,  and  other 
agencies  are  vying  to  become  PSRO’s.  For  medicine  to 
refrain  from  participating  is  to  forfeit  control  by  de- 
fault in  the  view  of  your  committee. 

National  Health  Insurance.  Since  the  national 
health  insurance  bill  (S.2513),  sponsored  by  Senators 
Russell  B.  Long  and  Abraham  Ribicoff  had  just  been 
introduced,  the  committee’s  discussion  on  national 
health  insurance  proposals  was  most  timely.  Following 
is  a list  of  the  major  bills  on  national  health  insurance 
before  Congress  in  late  September  and  which  may  be 
acted  upon  some  time  in  the  near  future.  Your  com- 
mittee is  currently  studying  the  latest  proposal 
(S.2513;  Long-Ribicoff). 


H.R.  1 
Ullman 


H.R.  22 
S.3 

Griffiths 
Kennedy 
H.R.  33 
Dingell 

H.R. 2222 
S.  444 
Fulton 
Broyhill 
Hartke 
Hansen 
S.  587 
Beall 
S.  915 
Javits 
S. 1100 
H.R. 5200 
McIntyre 
Burleson 
S. 1416 
Long 

S. 2513 
Long  and 
Ribicoff 


National  Health  Care  Services  Reorganization  and  Financing  Act:  Provides  for  establishment  of  new 
program  of  health  care  delivery  through  locally  organized  health  care  corporations;  establishes  program 
of  health  insurance  coverage,  with  employers  paying  75%  of  health  insurance  premiums;  HEW  would 
provide  coverage  for  aged  and  indigent. 

Health  Security  Act:  Provides  for  comprehensive  health  benefits  for  all  U.S.  citizens  financed  through 
an  employer-employee  payroll  tax  and  from  general  revenue. 


The  National  Health  Insurance  Act:  Provides  for  a system  of  national  health  insurance  financed 

through  a payroll  tax.  and,  for  those  not  employed,  through  state  and  federal  general  revenues.  The 
plan  calls  for  comprehensive  benefits  and  covers  nearly  all  residents  of  the  United  States. 

Health  Care  Insurance  Act  of  1973  (Medicredit):  Provides  comprehensive  basic  and  catastrophic 
health  insurance  coverage  financed  through  tax  credit  (or  vouchers)  with  full  federal  payments  for  the 
poor,  and  for  other  assistance  related  to  income. 


National  Catastrophic  Illness  Protection  Act  of  1973:  Authorizes  national  catastrophic  illness  insur- 
ance program  administered  by  federal  government  through  the  states  and  existing  insurance  carriers. 
National  Health  Insurance  and  Health  Service  Improvement  Act:  Expands  Part  A and  B Medicare 
benefits  as  a minimum  standard  for  everyone. 

National  Health  Care  Act  of  1973:  Establishes  a system  of  national  health  insurance  implemented 
through  existing  health  insurance  systems.  Benefits  would  be  phased- in  over  a 10  year  period,  and  a 
system  of  insurance  pools  would  be  used  to  provide  benefits  to  poor,  near  poor,  and  previously  uninsur- 
able. 

Catastrophic  Health  Insurance  Plan:  Provides  coverage  after  first  60  days  of  hospitalization  or  after 
first  $2,000  of  medical  expenses.  Financed  by  .3  of  1%  payroll  tax  on  employers  and  employees.  Pro- 
gram would  be  administered  under  Social  Security  System. 

Catastrophic  Health  Insurance  and  Medical  Assistance  Act  of  1973:  Senators  Long  (D.,  La.)  and  Ribi- 
coff (D.,  Conn.),  together  with  13  cosponsors  introduced  S.  2513.  This  bill  expands  upon  S.  1416, 
Senator  Long’s  Catastrophic  Health  Insurance  Plan,  replaces  the  Medicaid  program,  and  sets  certifica- 
tion standards  for  health  insurance  policies  offered  by  private  insurance  companies.  Total  cost  of  the 
program  is  estimated  at  $8.9  billion  per  year. 

Hearings  have  not  been  scheduled  on  these  bills  at  this  time.  Although  the  House  Subcommittee  on 
Public  Health  and  Environment  may  conduct  hearings  relative  to  the  general  structure  of  an  NHI  sys- 
tem later  this  year,  ultimate  jurisdiction  will  remain  with  the  House  Ways  and  Means  Committee  and 
the  Senate  Finance  Committee. 
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In  view  of  the  fact  that  numerous  bills  are  still  pend- 
ing, your  committee  reviewed  the  criteria  for  evaluat- 
ing national  health  insurance  established  by  MSSNY. 
These  criteria  were  the  following  six  basic  principles 
approved  bv  MSSNY  House  of  Delegates,  February 
1972: 

1.  The  plan  should  preserve  the  right  of  every 
person  to  select  his  own  physician  and  health-care 
institution.  The  program  should  permit  a doctor  of 
medicine  and  his  patient  to  maintain  a direct  and 
professional  relationship. 

2.  The  program  should  enable  the  individual  per- 
son to  have  a free  choice  of  protection  plan,  which 
could  be  in  the  form  of  an  insurance  policy  pur- 
chased from  a company,  membership  in  a prepay- 
ment plan,  or  membership  in  a prepaid  group  prac- 
tice plan.  The  plan  should  be  universally  available 
to  all  persons,  with  coverage  provided  for  the  poor. 

3.  The  program  should  contain  benefits  suffi- 
ciently broad  enough  to  enable  the  individual  person 
to  receive  comprehensive  health  care,  while  removing 
the  specter  of  catastrophic  expense  of  illness.  Such 
coverage  should  include  parallel  coverage  for  medical 
and  diagnostic  services  in  the  physician’s  office  as 
well  as  institutional  care. 

4.  The  cost  of  the  program,  which  should  be  de- 
signed to  meet  America’s  health-care  needs,  should 


be  kept  at  a reasonable  and  realistic  level.  This  goal 
should  be  achieved  by  utilizing  a system  of  cost  shar- 
ing between  government  and  recipients,  based  on  the 
recipients’  ability  to  pay.  The  program  should  be 
further  maintained  on  a sound  financial  basis  with 
the  aid  of  coinsurance  and  deductibles. 

5.  Peer  review  should  be  an  integral  part  of  the 
program. 

6.  Flexibility  in  the  delivery  and  financing  of 
health  care  to  promote  efficiency  and  to  effect  econo- 
my is  acceptable,  provided  quality  medical  care  is 
maintained.  Fee  schedules  negotiated  with  the  ap- 
propriate medical  societies  would  be  acceptable. 

Your  committee  .concluded  that  the  AMA  Medicredit 

Bill  (H.R.  2222;  S.  444)  is  still  the  one  bill  which  most 
nearly  complies  with  these  criteria.  In  1972,  our  House 
of  Delegates  approved  your  committee’s  recommenda- 
tion that  the  Medicredit  bill  then  before  Congress  be 
endorsed  in  principle  as  one  of  the  methods  for  financ- 
ing a national  health  insurance  program,  but  not  nec- 
essarily the  sole  and  primary  solution  to  the  problem. 
Your  committee  submits  the  observations  of  the  com- 
mittee for  information  only  at  this  time. 

Status  Report — Health  Bills.  Following  is  a status 
report  of  current  major  health  bills  as  of  September  19, 
1973  which  was  before  the  committee  and  is  self-ex- 
planatory. 


STATUS  OF  SELECTED  HEALTH  BILLS  IN  CONGRESS  (SEPTEMBER  19,  1973) 


BILL  NO. 

H.R.  50 
Roy 

H.R.  1058 

S.  423 
Rogers 
Ribicoff 

H.R. 7274 
Rodgers 

H R.  7724 
Rogers 

H.R.  8070 
Brademas 

H.R. 8877 

H.R. 9341 
Rogers 


H.R.  9456 
Meeds 


DESCRIPTION 

Establishes  an  Office  of  Rural  Health  Care  in  HEW  to  administer  and 
coordinate  rural  health  care  programs. 

To  create  a cabinet  level  Department  of  Health. 


The  Public  Health  Act  of  1973:  Calls  for  restructuring  of  the  Public 

Health  Service  Act;  contains  proposals  for  medical  library  assistance  and 
health  services  and  research  development. 

The  National  Biomedical  Research  Fellowship,  Traineeship,  and  Training 
Act  of  1973:  Establishes  a program  of  health  research  fellowships  through 
NIH. 

The  Rehabilitation  Act  of  1973:  Extends  authorization  of  grants  to  states 
for  rehabilitation  services. 

Labor- HEW  Appropriations  for  fiscal  year  1974. 

Public  and  Allied  Health  Personnel  Act  of  1973:  Revises  existing  pro- 
grams of  federal  aid  for  allied  health  and  public  health  training. 


To  extend  the  Drug  Abuse  Education  Act  of  1970  for  three  years. 


STATUS 

Referred  to  Interstate 
and  Foreign  Commerce 
Committee 

Referred  to  Senate  Labor 
and  Public  Welfare  and 
House  Interstate  and 
Foreign  Commerce  Com- 
mittee 

Referred  to  Interstate 
and  Foreign  Commerce 
Committee 

House  Passed,  5/31/73; 
Senate  Passed,  9/12/73 

Senate  Passed,  7/18/73; 
Sent  to  Conference  Com- 
mittee 

House  Passed,  6/26/73 
Hearings  before  the  Sub- 
committee on  Public 
Health  and  Environ- 
ment; House  Interstate 
and  Foreign  Commerce 
Committee 

Ordered  Reported  by 
Education  and  Labor 
Committee 
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S.  14 
Kennedy 


S.  504 
Cranston 
S.  607 
Kennedy 


S.  723 
Beall 

S. 1115 
Cook 
S. 1125 
Hughes 

S. 1179 
Bentsen 

S.  1191 
Mondale 


S.  1446 
Javits 
S.  1450 
Javits 

S.  2072 
Kennedy 

S. 2410 
Cranston 
H.R.  10174 
Nelsen 


Health  Maintenance  Organization  and  Resources  Development  Act  of 
1973:  Provides  $805  million  in  federal  aid  for  development,  establish- 

ment, and  operation  of  HMO’s.  (House  bill  calls  for  $240  million,  five- 
year  program.) 

The  Emergency  Medical  Services  Systems  Development  Act  of  1973: 
Authorizes  federal  aid  to  emergency  medical  service  systems. 

To  extend  programs  to  eliminate  hazards  of  childhood  poisoning  caused 
by  lead  based  paints. 


The  National  Institute  of  Health  Care  Delivery  Act:  Establishes  insti- 
tute for  research  and  development  regarding  the  organization  and  delivery 
of  health  care. 

The  Narcotic  Addict  Treatment  Act  of  1973:  Provides  for  registration  of 
practitioners  conducting  narcotic  maintenance  programs. 

Comprehensive  Alcohol  Abuse  and  Alcoholism  Ib-evention,  Treatment, 
and  Rehabilitation  Act  Amendments  of  1973:  Calls  for  three  year  ex- 

tension of  alcohol  abuse  control  programs. 

The  Comprehensive  Private  Pension  Security  Act  of  1973:  Regulates 

pension  fund  management  and  includes  provisions  increasing  allowable 
contributions  under  Keogh  plans. 

Child  Abuse  Prevention  Act:  Establishes  National  Center  on  Child 

Abuse;  assist  prevention  programs. 


The  Medical  Device  Safety  Act:  Authorizes  safety  standards  for  medical 
devices  and  requires  premarket  testing  in  some  cases. 

To  extend  authority  for  assistance  to  medical  libraries. 


The  Protection  of  Human  Subjects  Act:  Creates  an  11-member  national 
board  to  supervise  the  conduct  of  research. 

The  Emergency  Medical  Services  Systems  Development  Act  of  1973: 
Authorizes  federal  aid  to  emergency  medical  service  systems. 


Senate  Passed,  5/15/73; 
House  Passed,  9/12/73. 
(Substituting  the  lan- 
guage of  H.R.  7974). 

Veto  Sustained 

Senate  Passed,  5/9/73; 
House  Passed,  9/6/73. 
(Substituting  language 
of  H.R.  8920). 

Senate  Passed,  5/15/73 


Senate  Passed,  5/15/73 
Senate  Passed,  6/21/73 


Senate  debate  in  prog- 
ress 

■Senate  Passed,  7/14/73; 
Referred  to  House  Edu- 
cation and  Labor  Com- 
mittee 

Hearings  before  Subcom- 
mittee on  Health 
Referred  to  Committee 
on  Labor  and  Public 
Welfare 

Referred  to  Committee 
on  Labor  and  Public 
Welfare 

Reported  by  Labor  and 
Public  Welfare  Commit- 
tee 9/13/73 


Key  Proposals.  Prior  to  the  meeting,  members  of 
your  committee  were  sent  copies  of  a report  of  actions 
taken  by  the  AMA  Council  on  Legislation  for  the  pur- 
pose of  reviewing  the  actions  recommended  on  key  pro- 
posals. At  the  meeting,  your  committee  voted  to  en- 
dorse the  following  recommendations  and  submitted 
them  to  the  Council  for  approval  at  its  November,  1973 
meeting. 

I.  National  Research  Awards.  H.R.  7724  (Rogers)', 
S.2072  (Kennedy). 

Both  of  these  bills  would  provide  for  a program  of 
federal  support  for  research  fellowships,  traineeships, 
and  training  through  the  national  institutes  of  health 
and  the  national  institutes  of  mental  health. 

Fellowships  and  traineeships  would  be  awarded 
only  upon  assurance  that  individuals  receiving  assis- 
tance would  engage  in  health  research  or  teaching. 
Under  the  Rogers  bill,  the  individual  would  have  to 
engage  in  such  service  on  the  basis  of  two  years  for 
each  year  of  federal  assistance  and  under  the  Kenne- 
dy bill,  a further  alternative  is  provided'  enabling  an 
individual  to  serve  for  20  months  in  a specialty  in 
private  practice  in  a designated  area  for  each  year  an 
award  was  received,  or  20  months  in  his  specialty  in 
a non-profit,  prepaid  group  practice  authorized  for 
reimbursement  under  Medicare.  Both  bills  provide 
that  where  an  individual  does  not  enter  teaching  or 


research  or  meet  alternative  service  requirements,  he 
would  be  under  obligation  to  repay  the  assistance  re- 
ceived. 

Other  provisions  in  the  bills  relate  to  human  ex- 
perimentation. Representative  Rogers  bill  has  a 
limited  provision.  It  would  prohibit  the  Secretary 
from  conducting  or  supporting  research  in  the  United 
States  or  abroad  on  a human  fetus  which  is  outside 
the  uterus  of  its  mother  and  which  has  a beating 
heart.  It  also  prohibits  research  which  violates  any 
ethical  standard  respecting  research  adopted  by  Na- 
tional Institutes  of  Health,  National  Institute  of 
Mental  Health,  or  their  respective  research  insti- 
tutes. 

The  Kennedy  bill,  on  the  other  hand,  sets  up  a 
very  elaborate  and  structured  program,  known  as  the 
“Protection  of  Human  Subjects  Act.”  This  program 
creates  an  eleven-man  presidentially  appointed  com- 
mission, composed  of  members  of  the  general  public 
and  from  various  professions,  including  doctors,  law- 
yers, theologians,  biological,  physical  and  social  sci- 
entists, philosophers,  health  administrators,  and  pro- 
fessionals in  the  humanities,  ethics,  government  and 
public  affairs. 

Your  committee  was  of  the  opinion  that  there  is  a 
need  for  a continuation  of  the  research  training  grant 
program.  The  members  were  concerned  about  the 
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provisions  in  the  Kennedy  bill  which  would  enable 
an  individual  to  fulfill  an  obligation  through  service 
in  a prepaid  group  practice.  Concern  also  was  ex- 
pressed about  what  effect  the  highly  structured  pro- 
gram in  the  Kennedy  bill  could  have  upon  the  devel- 
opment of  medical  research.  While  recognizing  the 
need  for  supervised  research,  the  committee  did  not 
feel  that  the  program  as  outlined  under  the  control  of 
the  national  commission  would  be  in  the  interest  of 
medical  science  and  development  of  patient  care. 

The  committee,  therefore,  recommended  that  the 
Rogers  bill  should  be  supported.  It  further  recom- 
mended that  the  Kennedy  bill  should  be  opposed 
with  particular  emphasis  placed  upon  the  provisions 
of  this  bill  creating  the  protection  of  human  subjects 
act  and  the  provisions  of  the  research  training  grant 
program  which  would  provide  alternative  service  in 
designated  areas  or  in  prepaid  group  practice. 

II.  Retirement  Income  Security  For  Employees  Act. 

H.R.  4200. 

This  bill,  along  with  others,  namely,  S.1179  and 
S.4,  would  provide  for  modifications  in  the  Keogh 
type  plan,  increasing  the  allowable  contributions  for 
individuals  from  10  per  cent  of  income  or  $2500, 
whichever  is  less,  to  15  per  cent  of  income  or  $7500, 
whichever  is  less.  Provisions  relating  to  corporate 
pension  plans  would  allow  tax  deductions  on  contri- 
butions in  amounts  which  would  produce  benefits 
equal  to  75  per  cent  of  an  individual’s  three  high 
years  of  income  with  a maximum  pension  benefit  of 
$75,000  a year.  Professional  corporations  would  be 
subject  to  the  same  provisions  as  other  corporations. 

Your  committee  voted  to  support  the  provisions 
increasing  the  Keogh  limits  but  voted  opposition  to 
the  provision  imposing  limits  on  professional  corpo- 
rations. 

Implementing  this  recommendation  and  at  the  re- 
quest of  AMA,  communications  were  sent  to  key  fed- 
eral legislators  over  the  signature  of  our  Executive 
Vice-President,  Henry  I.  Fineberg,  M.D.  These  let- 
ters were  sent  to  New  York  State’s  representatives  on 
the  House  Ways  and  Means  Committee  which  was 
considering  the  bill,  Congressmen  Hugh  Carey  and 
Barber  Conable,  Jr.,  and  to  the  Committee’s  acting 
chairman,  Congressman  A1  Ullman.  The  communi- 
cation urged  the  Congressmen  to  vote  for  H.R.  4200 
because  it  increased  the  Keogh  'Plan  limitations  but 
requested  them  to  seek  deletion  of  the  limitations  on 
professional  service  corporations. 

III.  Omnibus  Drug  Amendments.  S. 966  (Nelson) 

This  proposal  has  seven  titles.  Among  the  areas 

covered  would  be  the  following:  (a)  Set  up  a nation- 
al drug  testing  and  evaluation  center  which  would  be 
responsible  for  the  testing  of  all  drugs  that  are  now 
marketed,  or  to  be  marketed  in  the  future,  in  the 
United  States,  so  as  to  assure  their  safety  and  effica- 
cy; (b)  provide  for  the  publication  of  a compendium 
listing  all  drugs  available  in  the  United  States  by 
generic  and  brand  names  and  include  the  drugs  pur- 
pose, side  effects,  dosages  available,  cost,  and  other 
relevant  information;  (c)  create  a committee  which 
would  compile  a formulary  of  drugs  necessary  for 
good  medical  practice  for  purposes  of  direct  procure- 
ment by  the  federal  government  and  for  reimburse- 
ment under  federally-financed  programs;  (d)  give  the 
Secretary  of  HEW  authority  to  require  batch-by- 
batch certification  of  all  drugs  whenever  he  believes 


such  action  is  necessary  for  the  public’s  good;  (e)  for- 
bid the  distribution  of  sample  drugs  without  the 
written  request  of  the  physician  and  makes  it  unlaw- 
ful to  sell  drug  samples;  (f)  provide  that  potentially 
dangerous  drugs  would  have  to  be  labeled  with  an 
appropriate  warning  and  all  active  ingredients  of  a 
drug  would  have  to  be  clearly  labeled  on  the  drug 
package;  and  (g)  create  a public  health  price  protec- 
tion program  enforced  through  the  Federal  Trade 
Commission. 

Your  committee  was  concerned  with  the  broad 
scope  of  the  bill  and  its  potential  adverse  effect  upon 
the  development  and  availability  of  beneficial  thera- 
peutic agents  for  use  in  medical  practice.  It  chal- 
lenged the  ability  and  advisability  of  the  government 
to  undertake  the  testing  of  all  new  drugs  and  ques- 
tioned the  need  for  the  development  of  the  federal 
compendium.  The  committee  alsq  objected  to  the 
creation  of  a federal  formulary  which  would  limit 
reimbursement  to  drugs  listed.  The  committee  rec- 
ommended opposition  to  S.966. 

IV.  Inclusion  of  Non-Profit  Hospitals  Under  National 
Labor  Relations  Act.  (S.  794;  S.2292) 

Both  bills  would  remove  the  exemption  of  nonprof- 
it hospitals  from  the  National  Labor  Relations  Act. 
Such  hospitals  would  then  become  subject  to  rules 
pertaining  to  union  recognition  and  collective  bar- 
gaining within  the  provisions  of  that  Act.  S.2292, 
however,  would  also  establish  rules  to  provide  for  a 
cooling  off  period  in  advance  of  any  strike,  blackout 
or  jurisdictional  dispute  in  order  to  help  assure  unin- 
terrupted service  to  patients.  These  changes  are 
made  applicable  to  health  care  institutions,  defined 
to  include  hospitals,  HMO’s,  nursing  homes  and 
other  institutions  devoted  to  the  care  of  the  sick  and 
the  aged.  Physicians  employed  by  health  care  insti- 
tutions would  not  be  “employees”  within  the  mean- 
ing of  NRLA;  consequently,  institutions  would  not 
be  required  by  the  Act  to  recognize  or  bargain  with  a 
union  with  respect  to  such  employee-physicians. 

Your  committee  believed  that  elimination  of  the 
exemption  would  increase  the  possibility  of  service 
interruption  in  hospitals  and  would  also  operate  to 
increase  hospital  service  costs.  The  committee, 
therefore,  was  opposed  to  the  legislation. 

Annual  Conference.  On  the  afternoon  of  October  4, 
the  day  following  the  above-reported  meeting,  your 
committee  participated  in  the  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives. 
Richard  D.  Eberle,  M.D.,  opened  the  afternoon  ses- 
sion devoted  to  federal  legislation.  Members  of  your 
committee  actively  participated  in  a panel  discussion 
entitled  “A  Review  of  Major  Health  Bills  in  Congress” 
by  presenting  your  committee’s  views  on  the  bills  re- 
ported herein.  James  M.  Blake,  M.D.,  a member  of 
AMA’s  Council  on  Legislation,  described  how  the 
Council  operates  and  discussed  “Highlights  of  Current 
Federal  Legislation.” 

The  climax  of  the  highly-successful  program  was  the 
participation  of  the  audience  in  a two-way  telephone 
conference  with  the  Washington  staff  of  AMA.  Six 
legislative  experts  who  are  in  daily  communication 
with  Congress  reported  directly  from  the  nation’s  Capi- 
tol on  major  health  issues  and  answered  questions 
asked  by  our  physicians.  The  entire  program  was  not 
only  informative  and  stimulating  but  also  was  very  well 
received  by  the  doctors  representing  our  county  medi- 
cal societies. 
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Acknowledgments.  For  the  assistance  rendered  in 
a fine  spirit  of  cooperation  by  the  members  of  your 
committee,  your  chairman  is  most  grateful.  He  also 
appreciates  the  help  given  by  numerous  other  individu- 
als including  Paul  M.  DeLuca,  M.D.,  Chairman,  Com- 
mission on  Public  and  Professional  Affairs;  Richard  D. 
Eberle,  M.D.,  Chairman,  Commission  on  Governmen- 


Judicial Council 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
The  members  of  the  Judicial  Council  are  as  follows: 


James  M.  Blake,  M.D.,  Chairman  Schenectady 

Reid  R.  Heffner,  M.D Westchester 

Walter  T.  Heldmann,  M.D.  Richmond 

Theodore  J.  Prowda,  M.D Oneida 

Joseph  G.  Zimring,  M.D Nassau 


Ethics 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Ethics  are  as  fol- 


lows: 

Joseph  G.  Zimring,  M.D.,  Chairman Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

John  Sauer,  M.D New  York 


This  year  has  been  a very  active  one  for  the  Commit- 
tee on  Ethics. 

Since  certain  problems  can  only  be  resolved  by  a 
local  county  medical  society,  many  local  questions 
have  been  referred  for  satisfactory  solutions.  The 
Committee  on  Ethics  has  aided  the  county  medical  so- 
ciety at  times  by  submitting  certain  guidelines  to 
them.  Such  questions  as  the  inclusion  of  specialty 
listings  in  the  “Yellow  Pages”  of  the  telephone  directo- 
ry; the  type  and  size  of  outdoor  physician’s  signs;  the 
type  of  office  opening  announcements,  and  so  forth,  are 
submitted  to  the  county  medical  society. 

In  answer  to  a question  from  a county  medical  soci- 
ety as  to  whether  it  is  ethical  to  impose  finance  charges 
on  collecting  patients’  bills,  the  committee  stated  the 
following:  “It  is  not  in  the  best  interest  of  the  public 
or  the  profession  to  charge  interest  on  an  unpaid  bill  or 
note  or  to  charge  a penalty  on  fees  for  professional  ser- 
vices not  paid  within  a prescribed  period  of  time  nor  is 
it  proper  to  charge  a patient  a flat  collection  fee  if  it 
becomes  necessary  to  refer  the  account  to  an  agency  for 
collection.” 

An  attorney  was  told  it  was  unethical  for  a business 
concern  to  bill  and  collect  fees  for  a physician  on  a per- 
centage basis. 

A question  was  raised  by  a county  medical  society  on 
the  ethics  involved  in  the  following  problem:  An  ar- 
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tal  Aifairs;  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President;  Edward  Siegel,  M.D.,  Deputy  Executive 
Vice-President;  J.  Richard  Bums,  J.D.,  General  coun- 
sel; and  to  the  staff  and  Director,  State  Governmental 
Affairs,  Martin  J.  Tracey,  J.D. 

Respectfully  submitted, 

Charles  N.  Asuiad,  M.D.,  Chairman 


The  Judicial  Council  is  pleased  to  report  that  no  ap- 
peals were  presented  to  it  during  the  year  1973,  and, 
therefore,  no  meetings  were  held. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 


thritis  foundation  (a  lay  organization)  was  making 
available  to  the  public  a list  of  physicians  especially 
qualified  to  treat  patients  suffering  from  arthritis. 
This  list  was  to  be  made  up  of  physicians  who  either 
serve  in  arthritis  clinics  or  are  members  of  either  the 
New  York  or  American  Rheumatism  Association  and 
are  known  by  the  local  arthritis  foundation  to  be  espe- 
cially capable  in  the  care  of  the  rheumatic  patient. 
The  committee  found  this  action  on  part  of  the  arthri- 
tis foundation  to  be  completely  against  the  Principles 
of  Professional  Conduct  of  the  Medical  Society  of  the 
State  of  New  York  since  it  is  solicitation  of  patients  for 
the  benefit  of  members  of  an  organization.  The  com- 
mittee advised  the  foundation  to  submit  their  lists  to 
the  local  county  medical  societies  involved  and  to  in- 
form patients  to  call  upon  the  societies  for  the  names 
of  physicians  interested  in  arthritis. 

Two  county  societies  complained  against  a physician 
and  a news  article  published  in  a local  newspaper  and 
a local  magazine.  The  committee  suggested  that  the 
grievance  committee  of  the  county  medical  society  re- 
view this  problem  and  sent  along  the  following  sugges- 
tions for  the  future:  1)  newspapers  and/or  physicians 

should  refer  all  questionable  articles  to  the  local  county 
medical  society  who  should  rule  on  whether  or  not  the 
article  should  be  published;  and  2)  all  newspapers 
should  be  referred  to  “A  Guide  for  Cooperation  for 
Doctors,  Hospitals  and  Reporters,”  which  is  published 
by  the  Medical  Society  of  the  State  of  New  York. 

An  inquiry  was  received  from  another  county  medi- 
cal society  concerning  the  contents  of  a pamphlet  to  be 
published  regarding  medical  centers  being  established 
in  certain  areas  where  lack  of  medical  attention  is  a se- 
rious problem.  The  pamphlet  was  reviewed  and  cer- 
tain changes  were  advised,  and  it  was  also  suggested 
that  the  pamphlet  be  made  available  to  the  people  who 
visit  the  clinics. 
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We  have  received  many  requests  for  copies  of  the 
State  Society’s  policy  on  “Euthanasia”  and  “The  Right 
to  Die  with  Dignity.”  Your  chairman  has  appeared  on 
several  wellknown  television  programs  and  on  many 
radio  programs  on  the  subject  of  “Euthanasia”  and 
“The  Right  to  Die  with  Dignity.” 

One  problem  that  was  concluded  to  the  satisfaction 
of  the  committee  was  the  one  concerning  the  use  of  a 
physician’s  name  and/or  picture  in  the  advertisement 
of  a commercial  product.  Your  chairman  brought 
forth  many  reasons  opposing  the  use  of  a physician’s 
name  and/or  picture  when  he  appeared  before  the 
AMA  Judicial  Council  at  its  April  meeting  in  Washing- 
ton, D.C.  The  Judicial  Council  set  forth  the  following 
decision:  “The  Council  reaffirms  its  stand  of  its  exist- 
ing opinion  upon  the  use  of  a physician’s  name  and 
professional  status  in  the  promotion  of  commercial  en- 
terprises, and  it  further  condemns  as  unethical  the  ac- 
tion of  a physician  who  is  found  to  place  personal,  self- 
ish, financial,  or  venial  interests  ahead  of  the  high 
ideals  of  the  medical  profession.  The  Council  wishes 
to  call  this  reaffirmation  of  its  opinion  to  the  attention 
of  all  physicians  and  to  all  ethical  medical  publica- 
tions.” As  a result  of  this,  the  advertisements  now  ap- 
pear with  all  names  and  pictures  of  “well-known”  phy- 
sicians removed. 

Another  problem  which  has  caused  this  committee 


and  especially  your  chairman  a few  moments  of  anxiety 
was  the  following: 

Last  year,  the  Medical  Society  of  the  State  of  New 
York  passed  the  following  policy:  “The  attending  phy- 
sician may  insist  upon  payment  of  his  fee  before  com- 
pleting insurance  claim  forms  enabling  the  patient  to 
receive  his  benefits  unless  an  assignment  is  executed 
by  the  patient  in  favor  of  the  physician. 

“This  opinion  is  a guideline  which  may  be  used  by 
the  county  medical  society  in  establishing  their  own 
policy  in  this  matter  in  conformity  with  local  custom.” 

Objections  were  raised  by  one  of  the  county  medical 
societies  and  this  question  was,  therefore,  submitted  to 
the  Judicial  Council  of  the  AMA  at  its  meeting  in 
April  1973,  at  which  time  your  chairman  appeared  be- 
fore them.  The  Council  reaffirmed  Opinion  6,  Section 
7 of  Opinions  and  Reports  of  the  Judicial  Council  and 
added  the  following:  “.  . . that  if  the  physician’s  bill  is 
not  paid,  it  should  be  collected  in  the  regular  legal 
manner  and  not  by  withholding  signature  on  insurance 
company  forms.” 

The  committee  wishes  to  thank  J.  Richard  Burns, 
J.D.,  General  Counsel,  Francis  J.  McKee,  J.D.,  Staff 
Attorney,  and  Mrs.  Joan  Grimm,  secretary  to  Mr. 
Burns,  for  their  wonderful  cooperation. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 
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Medical  Services 


Economics 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Economics  Committee  is  composed  of  the  fol 


lowing: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

Jeff  J.  Coletti,  M.D.  Nassau 

Alfred  L.  George,  M.D Genesee 

Francis  J.  Loperfido,  M.D.  Bronx 

Robert  C.  McVeigh,  M.D.  Monroe 

Daniel  F.  O’Keeffe,  M.D Warren 

Harold  N.  Schwinger,  M.D Kings 

A meeting  was  held  on  June  6,  1973. 


Medical  Care  for  the  Poor.  The  conclusions  pre- 
viously arrived  at  by  this  committee,  were  reviewed 
and  five  suggestions  presented: 

1.  Return  “Poor”  patients  to  physicians’  offices 
and  teaching  clinics  or  family  practice  models, 
through 

2.  Revision  of  New  York  State  Medicaid  sched- 
ules to  provide  usual  and  customary  fees,  and 

3.  Recognition  by  Medicaid  and  Medicare  of  or- 
ganized primary  patient  care  teams  of  physicians, 
with 

4.  Well  developed  peer  review  to  assure  quality, 
and 

5.  Administered  on  a local  level  by  government 
contract  with  the  medical  profession. 

With  regard  to  the  fee  structure,  it  has  been  suggest- 
ed that  if  usual,  customary  and  prevailing  are  not  at- 
tainable at  this  time,  the  Workmen’s  Compensation 
Fee  Schedule  should  be  set  as  a minimum.  Opinions 
expressed  at  a recent  meeting  with  members  of  three 
upstate  rural  county  medical  societies  took  exception 
to  the  usual,  customary  and  prevailing  concept  utilized 
in  Medicare  schedules.  Also  voiced  was  the  conviction 
that  fees  should  be  the  same  throughout  the  State  for 
similar  procedures  performed  by  physicians  with  com- 
parable skills.  The  committee  felt  there  was  justifica- 
tion for  geographic  differences  of  fees  based  on  the 
varying  overhead  and  cost-of-living  expenses. 

Discussion  at  the  meeting  revolved  around  how  the 
five  suggestions  could  be  implemented.  The  failure  of 
the  Medicaid  program  to  enlist  the  participation  of  a 
significant  number  of  physicians,  and  the  reasons  for 
this,  were  explored  at  length.  This  failure  has  resulted 
in  the  poor  having  to  depend  on  the  impersonal,  but 
more  expensive,  care  in  outpatient  hospital  depart- 
ments or  “store-front  marts.”  The  disenchantment  of 
physicians  can  be  attributed  in  large  measure  to  the 
gTeat  amount  of  paper  work  required  by  the  Medicaid 
agencies,  the  unrealistic  fee  schedule  and  the  inordi- 
nate delay  in  payment  of  even  these  inappropriate  fees. 
To  enlist  those  physicians  who  render  high  quality 
medical  care  to  their  private  patients,  to  make  them- 
selves available  to  the  Poor  as  well,  a realistic  fee 
structure  must  be  established.  The  control  of  the 


quality,  as  well  as  the  cost,  of  good  medical  care  could 
be  assured  by  peer  review  procedures  and  the  MSSNY 
should  volunteer  to  assist  in  establishing  criteria. 

Edward  Siegel,  M.D.,  has  been  recently  appointed  to 
the  Governor’s  Medical  Assistance  Advisory  Commit- 
tee on  Medicaid.  Only  8 per  cent  of  physicians  now 
accept  Medicaid  cases.  Dr.  Siegel  proposed  that  a 
white  paper  covering  the  problems  be  prepared,  setting 
forth  our  recommendations  for  their  correction.  The 
aim  should  be  the  return  of  the  Poor  to  the  mainstream 
of  medical  care.  It  was  suggested  that  the  MSSNY 
develop  policies  as  discussed  above,  and  to  implement 
these,  stimulate  the  formation  of  appropriate  com- 
mittees in  the  county  medical  societies,  where  such  do 
not  now  exist,  and  have  such  committees  function  at 
the  local  level  where  the  specific  problems  could  best 
be  recognized  and  dealt  with. 

Relative  Value  Scale  (MSSNY).  The  most  recent 
delay  of  the  Relative  Value  Scale  was  caused  by  the  re- 
vision of  the  third  edition  of  the  American  Medical  As- 
sociation’s Current  Procedural  Terminology.  After 
considerable  effort,  we  were  able,  in  December,  1972, 
to  obtain  a draft  of  the  third  edition  and  found  marked 
changes  between  it  and  the  second  edition  which  had 
served  as  the  framework  for  our  study  up  to  that  time. 
This  necessitated  a complete  retyping  of  the  entire  ter- 
minology, with  copies  resubmitted  to  the  various  spe- 
cialty groups  for  their  review  and  response.  At  the  end 
of  May,  we  finally  received  the  printed  edition  of  the 
AMA,  CPT,  and  to  our  dismay  found  numerous 
changes  between  it  and  the  draft.  As  the  MSSNY  had 
mandated  that  we  follow  the  AMA,  CPT,  it  was 
deemed  better  to  further  delay,  and  revise  once  again, 
our  RVS  project  than  to  have  it  out  of  date  before  it 
was  even  printed.  We  are  therefore  again  retyping  and 
resubmitting  the  material  to  the  various  groups 
through  the  Interspecialty  Committee.  It  is  hoped  the 
project  will  be  completed  in  the  early  Fall. 

Committee  Functions.  The  MSSNY  has  been  re- 
examining its  committee  structure  with  a view  to  re- 
organizing where  indicated.  Each  division  director  has 
been  asked  to  re-evaluate  the  committees  within  his 
division  and  to  define  their  purposes.  Dr.  Howard  sug- 
gested the  name  of  this  committee  be  changed  to  the 
Socio-Economics  Committee. 
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Medical  Care  Insurance 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  committee  on  Medical  Care  Insurance  is  com- 
posed of  the  following: 


Robert  D.  Fairchild,  M.D.,  Chairman  Onondaga 

Anthony  J.  Aitieri,  M.D Bronx 

Harold  W.  Bales,  M.D Monroe 

Irving  Cramer,  M.D Oneida 

Franz  L.  Ebstein,  M.D Queens 

Sidney  I.  Etkin,  M.D Albany 

Samuel  H.  Madell,  M.D New  York 

Monte  Malach,  M.D Kings 

Robert  J.  O’Connor,  M.D Richmond 

Joseph  F.  Shanaphy,  M.D Richmond 

H.  Gregory  Thorsell,  M.D Chautauqua 

Daniel  H.  Webster,  M.D Clinton 


A meeting  was  held  on  June  7,  1973,  at  the  Medical 
Society  of  the  State  of  New  York,  Lake  Success,  N.Y. 

Standards  For  Approval  of  Blue  Shield  Plans. 
The  status  of  these  standards  was  reviewed.  Prob- 
lems had  arisen  in  their  application  because  several  of 
the  plans  in  the  State  were  not  in  conformity  with  all 
the  provisions.  In  Erie  County  the  problem  had  be- 
come acute,  with  the  National  Association  of  Blue 
Shield  Plans  and  the  AMA  becoming  involved  in  at- 
tempting to  solve  it.  To  date,  no  solution  satisfactory 
to  both  the  Medical  Society  of  the  County  of  Erie  and 
the  Blue  Shield  of  Western  New  York  has  been 
reached.  At  issue  is  the  demand  by  the  Medical  Soci- 
ety of  the  County  of  Erie  that  its  Foundation  be  en- 
abled to  bargain  as  a group  with  the  Blue  Shield  rather 
than  its  physician  members  as  individuals. 

The  revision  of  the  Standards  presented  to  the  House 
of  Delegates  in  February,  1973,  was  designed  to  elimi- 
nate the  above  and  other  problems.  The  reference 
committee  of  the  House  of  Delegates  recommended  a 
major  change,  namely: 

A physician  would  not  be  eligible  to  sit  on  the 
Board  of  Directors  of  a Blue  Shield  Plan  unless  he 
participated  in  all  the  contracts  afforded  by  that 
Plan. 

This  committee  had  recommended  that: 

A physician  be  eligible  to  be  a Director  if  he  par- 
ticipated in  at  least  one  of  the  contracts  afforded. 

The  committee,  after  discussion,  concluded  that  the 
new  wording  by  the  reference  committee  would  disqua- 
lify many  physicians  who  agreed  to  participate  in  the 
low  income  contracts  but  would  not  accept,  as  full  pay- 
ment, contracts  covering  high  income  patients.  It  was 
moved  that  the  matter  be  referred  back  to  the  Council 
with  the  following  recommendations: 

1.  That  the  word  Guidelines  be  substituted  for 
Standards; 

2.  That  the  definition  of  “participating  physi- 
cians” be  changed  to  our  original  recommendation, 
as  follows: 


Professional  Participation:  The  physicians  on  the 
governing  body  shall  be  participating  physicians  (a 
physician  who  has  signed  one  or  more  of  the  physi- 
cian agreements  offered  by  that  Blue  Shield  Plan) 
who  are  designated  as  nominees  (at  least  two  for 
each  position  vacancy  on  the  governing  Board)  to  the 
nominating  committee  of  the  Blue  Shield  Plan,  by 
the  local  county' medical  society  or  societies,  and/or 
the  Medical  Society  of  the  State  of  New  York. 

Annual  Reports  of  Blue  Shield  Plans.  The  divi- 
sion has  for  years  summarized  the  annual  reports  of  the 
Blue  Shield  Plans.  This  entailed  considerable  work 
and  in  essence  was  no  more  than  a recapitulation  of 
material  that  we  had,  and  would  continue  to  keep,  on 
file.  The  director  questioned  the  necessity  for  continu- 
ing this  activity,  noting  that  the  Committee  on  Eco- 
nomics had  voted  this  an  unnecessary  repetition. 
After  discussion,  the  committee  voted  that  annual  re- 
ports to  members  of  the  committee  no  longer  be  com- 
piled and  forwarded,  with  the  understanding  that  the 
material  would  still  continue  to  be  received  and  filed  in 
the  Division  of  Medical  Services. 

Health  Insurance  ID  Cards.  The  MSSNY  has 
voted  that  carriers  make  such  cards  available  to  their 
subscribers  to  be  presented  to  treating  physicians  to 
ease  the  reporting  burden.  The  committee,  on  previ- 
ous occasions,  had  discussed  this  matter,  and  being 
aware  that  the  National  Blue  Shield  had  instituted  a 
pilot  project  using  such  cards,  had  voted  to  delay  any 
further  action  until  the  results  of  the  pilot  project  was 
available.  To  date  no  further  information  has  been  re- 
ceived. 

UC-90  Plan.  The  United  Medical  Service  has  had 
limited  success  on  selling  this  contract  to  subscribers, 
attributing  this  to  the  restrictions  imposed  by  the  Su- 
perintendent of  Insurance.  There  have  been  reports 
that  a number  of  physicians  who  had  signed  up  to  par- 
ticipate in  this  program  subsequently  resigned.  After 
discussion  it  was  concluded  that  the  committee  should 
still  withhold  approval  of  this  program. 

Resolution  # 73-27  (Withdrawal  of  Medicaid  Fees 
for  Hemodialysis).  The  action  of  the  New  York  State 
Department  of  Social  Services  and  Health  in  altering 
the  method  of  payment  to  physicians  providing  Hemo- 
dialysis services  was  discussed.  It  was  noted  that  this 
treatment  was  performed  by  technicians  rather  than 
physicians,  and  that  physicians  would  be  paid  only 
when  specific  special  services  are  rendered.  The  new 
provisions  of  H.R.  1 covering  dialysis  therapy  may  clar- 
ify the  problem  by  establishing  specific  guidelines. 
The  committee  voted  to  inform  the  Council  that  it  is 
in  agreement  with  Resolution.  #73-27  and  recommends 
its  implementation. 

Resolution  # 73-76  (Change  in  Medicaid).  This  res- 
olution deals  with  the  charges  of  mismanagement, 
fraud,  and  improper  delivery  of  medical  care  to  Medi- 
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caid  recipients,  as  documented  in  press  releases.  The 
reasons  so  many  reputable  physicians  have  declined  to 
participate  in  the  Medicaid  program  were  reviewed. 
With  regard  to  those  physicians  against  whom  the 
above  charges  were  leveled,  this  is  a problem  for  the 
Medicaid  administrators  to  pursue  since  we  have  no  di- 
rect knowledge  of  such.  The  abuses  by  “Medicaid 
Mills,”  as  well  as  the  high  cost  per  visit  in  hospital 
outpatient  facilities,  were  noted.  That  more  efficient, 
personal,  and  continuous  care  could  be  rendered  in 
physicians’  offices  at  a lower  cost,  was  emphasized. 

Medical  Care  For  The  Poor.  The  action  of  the 
Economics  Committee  in  regard  to  medical  care  for  the 
poor  was  presented.  The  committee  concurred  that 
reference  to  “physicians’  associates  and  nurse  clini- 
cians” should  be  deleted.  Medicaid  fees  should  be  re- 
alistic to  attract  physicians  who  render  good  quality 
care.  The  discussion  was  summarized  in  the  following 
three  resolutions,  approved,  and  forwarded  to  the 
Council: 

1.  That  this  committee  concurs  in  the  recom- 
mendations on  Medical  Care  for  the  Poor  submitted 
by  the  Economics  Committee  and  recommends  their 
implementation; 

2.  That  the  administration  of  the  Medicaid  pro- 
gram in  New  York  State  be  transferred  from  govern- 
mental to  nongovernmental  agencies  serving  as  fiscal 
intermediaries,  similar  to  the  Medicare  arrangement, 
with  an  indemnity  provision  to  encourage  and  broad- 
en the  base  of  participating  physicians; 

3.  That  MSSNY  offer  its  services  to  the  advisory 
committees  on  Medicaid  programs  to  establish  peer 
review  criteria  to  insure  the  quality  of  medical  care 
to  Medicaid  patients. 

Resolution  73-83  (Medicaid  Action  to  Mandate  Use 
of  Generic  Prescriptions).  This  resolution  addresses 
itself  to  the  problem  created  by  the  New  York  City  De- 
partment of  Social  Welfare  issuing  a Medicaid  formu- 
lary which  restricts  the  physician’s  choice  in  ordering 
the  drugs  which,  in  his  judgment,  are  best  suited  to  the 
patient’s  needs.  The  procedure  to  obtain  authorization 
to  prescribe  a drug  not  included  in  the  formulary  is  so 
cumbersome  as  to  be  practically  inoperative.  The 
committee  is  in  agreement  with  the  resolution  and  rec- 
ommends that  the  Council  take  all  measures  possible 
to  seek  modification  of  the  objectionable  features  of  the 
formulary. 

Resolution  it 73-92  (Establishment  of  Universal 
Standard,  or  Master  Form  for  Physician’s  Reports 
to  Third  Parties).  The  committee  had  previously  de- 
ferred action  on  a similar  resolution,  being  aware  that 
an  AMA  committee  was  developing  such  a form.  A 
draft  of  the  proposed  AMA  form  has  been  received  but 


it  has  still  not  been  approved.  It  was  expected  that  it 
would  appear  in  its  final  form  in  the  near  future.  Ac- 
cordingly, it  is  recommended  that  this  resolution  be 
held  in  abeyance  pending  the  completion  of  the  AMA 
form. 


New  Born  In-Hospital  Infant  Care.  There  have 
been  many  communications  from  various  pediatric 
groups  asking  that  such  care  be  covered  by  health  in- 
surance policies.  Dr.  Howard  attended  a meeting  held 
with  the  Superintendent  of  Insurance  about  three 
months  ago  in  which  representatives  from  the  Pediatri- 
cians proposed  such  coverage.  The  superintendent 
voiced  concern  that  such  mandated  coverage  would 
unduly  increase  premiums,  with  the  burden  on  the 
pensioned  and  older  groups  who  would  derive  no  bene- 
fit from  such  coverage.  The  committee  approved  a 
recommendation  to  the  Council  that  all  health  insur- 
ance policies,  containing  maternity  coverage,  in  New 
York  State,  be  mandated  to  include  new  bom  inhospi- 
tal infant  care. 


Committee  Organization.  The  letter  of  May  21 
from  the  executive  vice-president,  requesting  reexami- 
nation and  redefinition  of  the  aims  and  purposes  of  the 
Medical  Care  Insurance  Committee,  was  discussed. 
The  members  of  this  committee  were  asked  to  give 
thought  to  this  topic  and  to  forward  their  suggestions 
to  the  Society. 


Blue  Cross  Community  Health  Plan.  The  new  law 
permitting  hospitals  to  operate  as  a health  mainte- 
nance organization  was  discussed.  It  was  noted  that 
the  Blue  Cross-Long  Island  Jewish  Hospital  HMO  has 
been  formed  and  will  be  in  operation  in  the  very  near 
future.  Our  President,  Thomas  F.  McCarthy,  M.D., 
has  emphasized  that  where  the  patient  has  a choice 
between  the  traditional  fee-for-service  physician  and  a 
competitive  HMO  plan,  the  former  must  not  be  penal- 
ized by  subsidizing  the  latter.  For  a meaningful  com- 
parison between  the  various  alternatives  of  health  care 
delivery  systems,  criteria  must  be  established  that  will 
permit  accurate  and  valid  evaluations  as  to  the  quality, 
availability,  and  the  cost  of  these  systems. 
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press his  appreciation  to  the  members  of  the  commit- 
tee for  their  cooperation  and  attendance  at  meetings; 
to  Max  N.  Howard,  M.D.,  director  of  the  division  of 
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Workmen's  Compensation 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Walter  W.  Frederick,  M.D.  Essex 

Francis  J.  Haley,  M.D Erie 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D Oneida 

John  J.  Phelan,  Jr.,  M.D Albany 

Leonard  Weitzman,  M.D Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  one  occasion  to  consider  prob- 
lems relating  to  workmen’s  compensation  matters. 


RESOLUTIONS: 

The  committee  considered  the  following  resolutions 
which  were  referred  to  it  by  the  House  of  Delegates  in 
February  1973. 


73-5  Multiple  Insurance  Coverage  in  Workmen's 
Compensation. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  means  and  initiate  appropriate  ac- 
tion to  make  payments  legally  feasible  to  physicians 
treating  patients  with  multiple  insurance  coverage  in 
excess  of  compensation  rates,  not  to  exceed  usual 
and  customary  fees  from  benefits  available  under 
other  than  workmen’s  compensation  insurance. 

It  was  felt  that  the  instances  where  the  situation 
covered  by  this  resolution  existed  were  very  few  as  al- 
most all  health  policies  contained  an  exclusion  clause  if 
the  illness  or  injury  was  compensable.  Action  on  the 
proposal  was  therefore  deferred  pending  further  inves- 
tigation by  staff. 


73-6  Third  Party  Cases  in  Workmen's  Compensa- 
tion 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  means  and  initiate  appropriate  ac- 
tion to  make  payment  legally  feasible  to  physicians 
treating  patients  with  third  party  coverage  in 
amounts  in  excess  of  compensation  rates,  not  to  ex- 
ceed usual  and  customary  fees. 

The  committee  recommended  that  this  resolution  be 
referred  to  the  Legislation  Committee  to  draft  an  ap- 
propriate bill  to  be  introduced  in  the  Legislature.  A 
position  paper  was  developed  and  submitted  to  the 
Committee  on  State  Legislation  to  accomplish  the  in- 
tent of  the  resolution.  It  is  hoped  that  the  Legislation 
Committee  will  be  successful  in  having  such  an 
amendment  to  the  Law  introduced  and  passed  by  the 
1974  Legislature. 


73-43  Authorization  for  Treatment  of  Patient  in 
Workmen’ 8 Compensation  Cases. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 


to  raise  the  limit  at  which  authorization  for  expendi- 
tures for  examinations  and  treatment  such  as  spe- 
cialist’s consultations,  surgical  procedures,  x-rays, 
physical  therapy,  etc.,  must  be  obtained  from  em- 
ployer, carrier,  or  referee  from  $35.00  to  at  least 
$75.00  to  relate  it  to  present  day  fees. 

The  Medical  Society  of  the  State  of  New  York  was 
successful  in  having  a bill  introduced  into  the  Legisla- 
ture and  passed  by  both  Houses  amending  Section  13- 
a(5)  increasing  from  $35.00  to  $75.00  claims  for  special- 
ist consultations,  surgical  operations  or  physiothera- 
peutic procedures  as  valid  without  prior  authorization 
by  the  employer,  carrier  or  Board.  The  bill  has  been 
signed  by  the  Governor  and  became  effective  on  June 
5,  1973. 

73-45  Workmen’s  Compensation  Board  Hearings. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Workmen’s  Compensation 
Board: 

1.  To  establish  branches  in  the  different 
counties,  so  as  to  make  such  loss  of  travel  time  un- 
necessary and  to  raise  the  fee  for  the  hearing  itself 
to  $100.00, 

2.  To  raise  the  fee  for  attendance  at  the  hear- 
ing to  $150.  minimum  to  compensate  for  the  three 
hours  required  if  the  establishment  of  such 
branches  in  the  different  counties  is  not  feasible, 

3.  That  where  travel  time  of  a considerable  ex- 
tent, is  necessary  for  a physician  to  attend  a hear- 
ing for  workmen’s  compensation,  adequate  com- 
pensation be  paid  to  that  physician  for  the  time 
lost  from  his  practice. 

Action  has  already  been  taken  in  regard  to  the  mat- 
ters covered  in  the  resolution.  The  inconvenience  to 
physicians  by  the  poor  location  of  hearing  sites  was 
brought  to  the  attention  of  the  Advisory  Committee  on 
the  Medical  Fee  Schedule  and  Allied  Problems  of  the 
Workmen’s  Compensation  Board  and  to  the  adminis- 
trative staff  of  the  Board.  As  a result  some  new  hear- 
ing points  have  been  set  up  and  others  are  under  con- 
sideration. The  Medical  Society  of  the  State  of  New 
York  will  continue  to  monitor  this  problem  and  at- 
tempt to  have  the  Workmen’s  Compensation  Board  es- 
tablish more  convenient  hearing  sites  as  warranted. 
Problems  in  this  area  should  be  brought  to  the  atten- 
tion of  the  Council  Committee  on  Workmen’s  Compen- 
sation. 

In  regard  to  part  2 of  this  resolution  it  was  noted 
that  fees  to  physicians  for  attendance  at  hearings  had 
been  increased  from  $20.00  to  $30.00  for  general  practi- 
tioners and  from  $35.00  to  $45.00  for  specialists.  These 
increases  became  effective  January  1,  1973.  The  com- 
mittee noted  that  the  increases  were  a token  rather 
than  adequate  compensation  to  the  physician  for  the 
time  involved  in  attending  such  hearings.  It  was  also 
the  consensus  of  the  committee  that  the  payment 
should  not  differentiate  between  general  practitioners 
and  specialists  hut  be  the  same  for  all  physicians. 
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The  committee  recommends  that  the  Council  in- 
struct its  representatives  on  the  Advisory  Committee  to 
resubmit  its  request  that  the  minimum  fee  for  a physi- 
cian’s attendance  at  a hearing  be  set  at  $100.  with 
higher  fees  allowed  where  the  time  in  travel  warrants 
such. 

73-46  Fees  for  Treatment  of  Multiple  Injuries  in 
Workmen's  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  urge  the  Workmen’s  Compensation  Board 

to  remove  the  present  limitations  on  the  total  fee. 

The  present  fee  schedule  limits  the  total  payments 
for  the  concurrent  care  of  multiple  injuries  to  a maxi- 
mum of  two  times  the  greatest  fee.  The  committee 
was  of  the  opinion  that  such  limitation  was  arbitrary 
and  that  its  abrogation  should  be  sought.  It  was  noted 
that  the  Medical  Society  of  the  State  of  New  York  ex- 
pected that  the  next  revision  of  the  Workmen’s  Com- 
pensation Fee  Schedule  would  be  based  on  our  own 
Relative  Value  Scale  and  the  latter’s  guidelines.  It 
was  also  noted  that  under  the  present  guidelines,  where 
multiple  injuries  are  of  such  nature  as  to  require  un- 
usual time  and  effort,  the  physician  could  resort  to  A & 
A billing.  Where  the  carrier  would  not  recognize  that 
unusual  circumstances  pertained,  the  billing  would  be 
submitted  to  the  arbitration  committee.  The  latter 
has  in  the  past  shown  an  awareness  of  such  circum- 
stances in  determining  the  fees  due  the  physician. 
The  committee  felt  that,  in  many  instances,  if  physi- 
cians would  append  a note  of  explanation  in  justifica- 
tion of  a fee  above  that  established  in  the  workmen’s 
compensation  fee  schedule,  a good  number  of  these 
bills  would  be  paid  without  going  to  arbitration. 

The  problem  attending  the  interpretation  of  the  rule 
“where  therapeutic  procedure  or  treatment  is  of  a 
minor  character  and  the  fee  for  the  procedure  or  treat- 
ment is  in  excess  of  the  fee  for  the  office  visit,  the 
greater  fee  (not  both  fees)  is  payable,”  was  also  dis- 
cussed by  the  committee.  The  varying  interpretations 
of  this  phrase  has  created  many  problems,  and  over  the 
past  two  years  repeated  suggestions  have  been  made  to 
the  carriers  that  to  avert  these  difficulties  a combined 
partial  office  visit  fee  plus  procedure  fee  group  be  es- 
tablished. Before  publication  of  the  fee  schedule  on 
January  1,  1973,  the  carriers  had  appeared  agreeable  to 
such  but  at  the  last  moment  had  withdrawn  their 
agreement  pending  further  evaluation.  The  Medical 
Society  of  the  State  of  New  York  intends  to  urge  the 
adoption  of  its  suggestion. 

Fee  Schedule.  The  new  Workmen’s  Compensation 
Fee  Schedule  was  promulgated  on  January  1,  1973  and 
a copy  was  mailed  to  all  physicians  in  New  York  State 
by  the  Workmen’s  Compensation  Board.  There  have 
been  a few  complimentary  remarks  relative  to  those 
procedures  previously  grossly  underpaid  and  now  con- 
siderably increased,  but  in  the  main  the  comments  re- 
ceived were  of  the  nature  that  fees  were  still  inade- 
quate. Because  of  a typographical  error  in  the  draft 
submitted  by  the  New  York  Chapter  of  the  American 
College  of  Radiology  for  the  unit  value  for  lumbosacral 


x-rays,  the  conversion  factor  for  radiology,  as  it  first 
appeared,  was  erroneous.  As  soon  as  this  error  was  de- 
tected, the  conversion  factor  was  recalculated  and  we 
were  able  to  convince  the  chairman  that  this  sum 
should  be  $13.70  rather  than  $1 1 .90. 

Relative  Value  Scale.  The  Division  of  Medical 
Services  has  spent  an  enormous  amount  of  time  on  the 
problems  involved  in  changing  from  the  comparatively 
simple  format  of  the  previous  workmen’s  compensation 
fee  schedules  to  the  new  schedule  based  on  a relative 
value  scale.  Because  our  Society’s  revision  of  its  1965 
Relative  Value  Scale  was  not  available  at  the  time  ne- 
gotiations commenced,  it  was  voted  to  utilize  the  1969 
California  Relative  Value  Study  for  the  negotiations 
that  lead  to  the  January  1973  schedule.  The  conver- 
sion factors  applicable  on  January  1,  1973  were  arrived 
at  after  an  analysis  of  450  files  in  carriers  offices,  se- 
lected on  a random  basis  and  conducted  in  a manner 
satisfactory  to  a statistician.  It  was  recognized  that 
the  sampling  was  small  and  hence  might  not  be  truly 
representative.  Accordingly,  it  was  stipulated  that  an- 
other study  be  made  in  the  early  part  of  1973  to  test 
whether  the  conversion  factors  would  in  fact  result  in 
an  overall  10  per  cent  increase  in  each  of  the  five  sec- 
tions of  the  schedule,  with  any  corrections  warranted 
by  this  study  to  become  effective  July  1,  1973.  The 
two  sections  in  question  were  those  of  radiology  and 
surgery. 

Because  of  the  differences  of  opinion  as  to  the  meth- 
odology to  be  applied  in  conducting  the  new  study,  the 
latter  was  not  begun  until  the  end  of  June  1973.  Our 
Society  insisted  that  any  changes  be  retroactive  to  July 
1, 1973  and  this  was  agreed  to. 

The  new  study  was  based  on  the  review  of  2,000  files, 
again  randomly  selected.  These  files  were  not  only  an- 
alyzed by  our  Division  Director,  Max  N.  Howard, 
M.D.,  but  also  independently  by  the  New  York  Com- 
pensation Insurance  Rating  Board.  There  was  consid- 
erable difference  in  the  results  between  these  two  stud- 
ies and  when  challenged,  that  made  by  the  Medical 
Society  of  the  State  of  New  York  proved  to  be  more 
valid,  and  the  latter  was  used  as  the  basis  for  correct- 
ing the  conversion  factors.  As  of  July  1,  1973,  the  con- 
version factor  for  surgery  was  corrected  by  raising  it 
from  $27.50  to  $31.00,  and  that  of  radiology  "from  $13.70 
to  $15.00. 

We  had  also  stipulated  in  January  of  1973  that  the 
conversion  factors  would  be  open  for  review  as  of  Janu- 
ary 1,  1974  and  we  will  be  pressing  for  another  increase 
as  of  that  date. 

Physicians  must  keep  in  mind  that  the  above  in- 
creases may  not  be  available  to  them  if  a significant 
portion  of  their  income  derives  from  the  treatment  of 
workmen’s  compensation  claimants  and  if  the  net  re- 
sult is  to  increase  their  income  above  the  guidelines  es- 
tablished by  the  Economic  Stabilization  Program.  Al- 
though the  State  Law  stipulates  that  physicians  may 
not  charge  less  than  the  fee  schedule  for  services  ren- 
dered to  workmen’s  compensation  patients,  the  Federal 
Law  negates  this  if  any  fees  result  in  a greater  income 
increase  than  permitted  by  the  Regulations  of  the  Cost 
of  Living  Council. 
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Family  Physicians.  The  request  of  our  Society  that 
the  Chairman  of  the  Workmen’s  Compensation  Board 
grant  Board  Certified  and  Board  Eligible  family  physi- 
cians a special  designation  (FP)  was  again  denied  in 
spite  of  a presentation  not  only  by  the  physician  mem- 
bers of  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  but  also  by  representa- 
tives from  the  New  York  Chapter  of  the  American 
Acadetny  of  Family  Physicians  and  Edmund  Pellegri- 
no, M.D.,  Vice-President  for  Health  Services,  State 
University  of  New  York  at  Stony  Brook.  Reacting  to 
the  rejection  the  committee  has  again  recommended 
that  our  request  for  such  designation  be  resubmitted 
and  its  adoption  sought  by  all  possible  means. 

The  Advisory  Committee  on  the  Medical  Fee  Sched- 
ule and  Allied  Problems  adopted  the  recommendation 
of  our  Society  that  the  latter  review  all  of  the  present 
special  code  letters  signifying  the  fields  of  expertise  of 
physicians  authorized  to  treat  workmen’s  compensation 
claimants  and  make  recommendations  to  the  Advisory 
Committee  as  to  warranted  revisions.  Obviously,  in 
view  of  the  preceding  paragraph,  the  Council  Commit- 
tee will,  as  part  of  this  revision,  recommend  a FP  des- 
ignation for  qualified  family  physicians. 

Hearings  for  Arbitrations.  There  have  been  in- 
stances where  physicians  have  requested  that  arbitra- 
tion involving  them  and  patients  they  have  treated  be 
held  outside  their  county  medical  society’s  jurisdiction. 
It  was  learned  that  such  requests  in  the  past  have  been 
granted.  This  committee  expressed  its  disapproval  of 
such  transfer  based  on  the  opinion  that  peer  review 
should  be  conducted  at  the  local  regional  level  whenev- 
er feasible  so  that  a representative  of  the  county  medi- 
cal society  will  be  a member  of  the  arbitration  commit- 
tee. Circumstances  that  pertain  in  an  area  are  best 
known  to  the  physicians  practicing  therein.  There 
may  be  instances  where  the  circumstances  are  such  as 
to  justifiably  warrant  a transfer  from  one  county  soci- 
ety’s jurisdiction  to  another,  but  such  have  not  yet 
come  to  the  attention  of  this  committee. 

Chiropractic  Legislation.  As  part  of  the  overall  ef- 
fort by  the  Medical  Society  of  the  State  of  New  York  to 
defeat  the  bill  that  would  permit  chiropractors  to  treat 
workmen’s  compensation  patients,  this  committee 
mounted  an  intensive  campaign.  We  were,  unfortu- 
nately, unsuccessful  and  the  bill  was  passed  and  signed 
by  the  Governor.  We  feel  that  this  action  is  a disser- 
vice to  the  patients  involved. 


Joint  Meeting  of  Chairmen  of  Workmen's  Com- 
pensation Committees.  The  second  joint  meeting  be- 
tween the  members  of  this  committee  and  chairmen  of 
county  medical  society  workmen’s  compensation  com- 
mittees was  held  during  the  Annual  Meeting  of  the 
State  Medical  Society.  It  again  proved  to  be  fruitful 
and  based  on  the  expressions  of  those  attending  this 
practice  will  be  continued.  It  is  hoped  that  more 
chairmen  of  county  medical  society  workmen’s  com- 
pensation committees  will  arrange  to  attend  this  joint 
meeting  so  that  they  can  participate  in  the  discussions 
held. . This  committee  welcomes  such  participation 
and  solicits  notification  of  problems  in  this  area  ad- 
dressed to  the  director  of  the  Division  so  that  the  com- 
mittee can  consider  and  act  on  such. 

In  addition  to  the  major  activities  noted  above,  this 
committee  has  dealt  with  many  individual  problems 
arising  in  the  field  of  workmen’s  compensation,  both  in 
formal  ways  and  by  correspondence  and  telephone  at 
other  times. 

Arbitrations.  During  the  past  year  64  arbitration 
sessions  were  held  throughout  the  state;  the  director 
attended  20  of  these.  Total  cases  submitted  for  arbi- 
tration amounted  to  1286;  214  physicians  appeared  per- 
sonally at  the  arbitrations;  721  were  settled  at  the  time 
of  arbitration;  170  were  settled  without  arbitration; 
and  181  were  postponed. 

Acknowledgments.  The  chairman  hereby  wishes  to 
express  his  thanks  to  the  members  of  the  committee 
who  have  given  so  generously  of  their  time  and  effort. 
The  Director  of  the  Division,  Max  N.  Howard,  M.D., 
and  his  administrative  assistant,  Miss  Alice  E.  Wheel- 
er, deserve  special  commendation  for  the  major  efforts 
they  have  made  in  revising  and  modifying  the  Work- 
men’s Compensation  Fee  Schedule.  They  have  pre- 
sented the  views  of  organized  medicine  in  an  effective 
and  responsible  way  to  the  insurance  industry  and  to 
the  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems.  It  is  impossible  to  indicate  in  a 
brief  report  the  amount  of  time  and  effort  they  have 
expended  on  our  behalf  in  these  deliberations.  The 
entire  committee  recognizes  and  appreciates  the  im- 
portance of  this  work. 


Respectfully  submitted, 

John  H.  Morton,  M.D.,  Chairman 
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Public  Health  and  Education 


Commission  on  Public  Health  and 
Education 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Commission  on  Public  Health 


and  Education  are: 

Keith  O.  Guthrie,  Jr.,  M.D.,  Chairman  New  York 
William  A.  Bauman,  M.D.  New  York 

Marcelle  T.  Bernard,  M.D.  Bronx 

Charles  A.  Bertrand,  M.D.  Westchester 

Stephen  W.  Blatchly,  M.D Tompkins 

Marvin  L.  Bloom,  M.D Erie 

George  F.  Cunningham,  M.D Suffolk 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Stanley  I.  Fishman,  M.D Kings 

Irving  G.  Frohman,  M.D.  Queens 

Stanley  E.  Gitlow,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D.  Onondaga 

David  N.  Kluge,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

Herbert  A.  Laughlin,  M.D Chautauqua 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  III,  M.D Westchester 

Frank  Clay  Maxon,  Jr.,  M.D.  Albany 

Charles  E.  Rogers,  M.D Nassau 

John  D.  States,  M.D Monroe 

Bruce  P.  Webster,  M.D New  York 

Charles  Weller,  M.D Westchester 


These  physicians  have  guided  the  work  of  their  re- 
spective committees  efficiently  during  the  past  year 
and  their  reports  follow  this  introduction.  It  is  recom- 
mended that  the  members  of  the  House  of  Delegates 
read  these  reports  and,  also,  the  comments  the  refer- 
ence committees  present  to  the  House  about  the  work 
of  the  many  committees  that  make  up  the  commission. 

The  annual  meeting  of  the  commission  was  held  July 
19,  1973  in  Room  200  of  the  State  Health  Department 
in  Albany.  The  attendance  was  excellent  and  the  re- 
ports informative.  This  year,  more  than  ever  before, 
interesting  discussion  had  to  be  limited  because  of 
time  restrictions.  This  was  a disappointment  to  many 
committee  chairmen  and  to  their  counterparts  in  the 
State  Department  of  Health.  Following  the  meeting, 
the  Commissioner  of  Health  together  with  the  Chair- 
man of  the  Commission  and  the  Director  of  Scientific 
Activities  decided  to  request  approval  of  the  House  of 
Delegates  to  conduct  two  commission  meetings  each 
year,  grouping  the  committees  with  possible  related  in- 
terests together  for  one  meeting  and  grouping  other 
committees  with  related  interests  for  a second  meeting. 
At  each  of  the  two  meetings,  bureau  and  divjsion  heads 
in  the  State  Health  Department,  whose  interests  are 
pertinent  to  the  committees  of  each  group,  would  be 
invited  to  participate.  One  disadvantage  of  two  meet- 
ings would  be  that  some  members  of  the  commission 
would  be  deprived  of  hearing  about  the  total  work  of 
the  committees  which  make  up  the  commission.  This 
disadvantage  might  be  overcome  if  the  trustees  were 


asked  to  finance  travel  expense  for  all  committee  chair- 
men to  attend  both  meetings.  Each  would  report  for 
his  committee  at  only  one  meeting  but  would  have  the 
advantage  of  hearing  other  committee  reports  and 
would  be  available  as  resource  personnel  during  discus- 
sion. If  this  procedure  is  adopted,  all  Department  of 
Health  division  heads  would  be  invited  to  attend  both 
meetings.  One  point  is  certain,  there  is  insufficient 
time  in  a one-day  meeting  for  all  the  committee  chair- 
men and  State  Department  officials  to  approach  maxi- 
mum efficiency  in  exchanging  points  of  view. 

May  I point  out  that  this  year  some  committees  have 
had  unusual,  complex  assignments.  The  Committee 
on  Continuing  (Postgraduate)  Education  has  been  per- 
fecting its  plans  for  a statewide  system  of  continuing 
education  for  physicians.  What  ultimately  prevails  in 
this  area  could  affect  every  physician  in  the  State  for, 
if  what  the  Medical  Society  of  the  State  of  New  York 
comes  up  with  is  not  satisfactory  to  the  Education  De- 
partment, mandatory  legislation  for  postgraduate  edu- 
cation is  possible  at  any  session  of  the  State  Legisla- 
ture. This  committee  has  asked  to  be  separated  from 
the  Commission  on  Public  Health  and  Education  and 
to  be  placed  in  a division  with  the  Interspecialty  and 
Peer  Review  Committees.  This  request  was  referred 
by  the  Council  on  September  20,  1973  to  the  Deputy 
Executive  Vice-President  who  is  making  a study  of  all 
committees  of  MSSNY. 

Another  complex  problem  faced  the  Committee  on 
Data  Processing  in  Medicine.  A coalition  of  profes- 
sional organizations  is  needed  to  draw  up  guidelines 
which  will  insure  future  confidentiality  of  medical 
histories  when  computer  data  processing  becomes  rou- 
tine. At  its  meeting  in  September,  the  Council  autho- 
rized the  Data  Processing  Committee  to  sponsor  an  or- 
ganizational meeting  for  a Task  Force  on  Data  Process- 
ing and  to  report  back  regarding  estimated  costs  which 
would  be  proportionately  divided  between  participating 
organizations. 

The  Committee  on  Health  Care  Technology  believes 
its  mission  has  been  completed  and  requests  merger 
with  the  Committee  on  Data  Processing  in  medicine 
from  which  it  split  off  two  years  ago. 

The  committees  on  Alcoholism,  Mental  Health,  and 
Drug  Abuse  have  the  problem  of  what  to  do  about  Res- 
olution 73-17,  “Classification  of  physicians  deemed  in- 
competent to  practice  medicine  by  reason  of  mental  ill- 
ness, or  other  incapacitating  patterns  of  behavior.”  It 
is  hoped  that  a combined  statement  on  the  subject  by 
the  above  three  committees  will  be  completed  for  this 
session  of  the  House  of  Delegates. 

The  problem  of  lack  of  guidelines  for  physicians’  as- 
sociates and  specialists’  assistants  has  been  a handicap 
for  the  staff  of  the  Division  of  Scientific  Activities 
when  attempting  to  answer  inquiries  from  physicians. 
A procedure  was  outlined  to  the  Council  in  September 
whereby  the  State  Department  of  Health,  Manpower 
Division,  gave  details  to  inquiring  physicians.  The 
Council,  in  September  1973,  approved  the  manner  in 
which  inquiries  about  physicians’  associates  and  spe- 
cialists’ assistants  were  being  answered  by  the  Division 
of  Scientific  Activities.  After  the  distribution  to  all 
physicians  of  the  State  of  a statement  regarding  Regis- 
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tered  PA’s  signed  by  the  Commissioners  of  Health  and 
Education,  that  statement  will  be  sent  to  all  physicians 
making  inquiries  in  this  area.  The  Council,  on  being 
informed  that  MSSNY  again  would  be  invited  to  have 
input  in  the  development  of  the  PA  program,  voted  to 
refer  to  the  Committee  on  Health  Manpower  any  re- 
quest to  MSSNY  from  either  the  State  Education  or 
Health  Departments  for  assistance  in  developing  fur- 
ther regulations  of  PA’s. 

The  Committee  on  Aging  and  Nursing  Homes  called 
attention  to  weaknesses  in  the  regulations  published  by 
HEW  in  the  Federal  Register  in  July.  There  are  con- 
stant new  regulations  that  must  be  reconciled  with 
older  regulations  and  so  this  committee  has  become  a 
“watchdog”  for  sudden  and  new  changes  in  laws  and/or 
regulations  which  affect  the  aged. 

These  are  but  a few  examples  of  the  complex  prob- 


Accident and  Injury  Prevention 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  In- 


jury Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman  Monroe 

Harold  Brandaleone,  M.D.  New  York 

Caldwell  B.  Esseltyn,  M.D.  Albany 

Francis  J.  Gilroy,  Jr.,  M.D. Broome 

James  E.  Holmblad,  M.D Schenectady 

Donald  C.  Walker,  M.D Albany 

Leslie  Fisher,  M.D.,  Advisor  Albany 


The  committee  met  on  February  12,  1973  in  New 
York  City.  The  committee  chairman  testified  twice  on 
behalf  of  the  committee,  before  the  New  York  State 
Legislature,  and  two  committee  members  met  with  the 
Medical  Consultant  Committee  of  the  State  Depart- 
ment of  Health. 

Mandatory  Usage  Laws.  Testimony  was  presented 
on  February  27  before  the  New  York  State’s  Legisla- 
ture Joint  Committee  on  Transportation,  by  the  com- 
mittee chairman,  in  support  of  mandatory  usage  laws 
for  automobile  restraint  systems.  Briefly,  the  safety 
and  the  effectiveness  of  belt  type  restraint  systems 
were  reviewed.  The  Australian  experience,  with  simi- 
lar legislation,  was  presented.  These  laws  have  re- 
duced Australia’s  death  rate  16  per  cent  in  rural  areas 
and  24  per  cent  in  urban  areas,  and  have  reduced  hos- 
pital admissions  from  automobile  accidents  40  per  cent 
throughout  Australia. 

A mandatory  usage  bill  was  passed  by  the  Assembly, 
but  died  in  committee  in  the  Senate.  Reintroduction 
by  Senator  John  D.  Caemerer  and  Assemblyman 
George  I.  Farrell,  Jr.,  appears  certain  next  year.  Puer- 
to Rico  subsequently  enacted  mandatory  restraint  sys- 
tem usage  legislation,  which  became  effective  on  July 
1,  1973  and  became  the  first  state  to  enact  such  legisla- 
tion. 

School  Bus  Safety.  A statement  concerning  school 
bus  safety  was  presented  by  the  committee  chairman, 
before  Ihe  Assembly  Standing  Committee  on  Transpor- 
tation, on  April  10,  1973.  More  than  20  bills  were  in- 
troduced in  the  New  York  State  Legislature  in  part,  as 
a result  of  fatal  school  bus  accidents  in  Congers,  on 


lems  which  come  to  the  committees  of  the  commission. 
Again,  it  is  recommended  that  all  the  committee  re- 
ports be  read  carefully  in  order  that  delegates  are  in- 
formed of  the  excellent  assistance  the  committees  of 
the  commission  perform  for  the  Medical  Society  of  the 
State  of  New  York. 

As  chairman  of  the  Commission  on  Public  Health 
and  Education  and  on  behalf  of  the  committee  chair- 
men who  make  up  the  commission,  may  I express  our 
appreciation  of  the  assistance  rendered  to  the  commis- 
sion by  the  staff  of  the  Division  of  Scientific  Activities 
of  the  Medical  Society  of  the  State  of  New  York. 


Respectfully  submitted, 

Keith  0.  Guthrie,  Jr.,  M.D.,  Chairman 


March  24,  1972,  and  in  Vestal,  on  January  3,  1973. 
Public  pressure  for  improved  vehicle  design  has  been 
mounting  throughout  the  United  States.  In  spite  of 
this,  the  number  of  deaths  which  occur  each  year  in- 
side school  buses  remain  less  than  25.  A series  of  21 
catastrophic  bus  accidents  occurring  throughout  the 
United  States  from  1967  to  1973  were  reviewed.  This 
revealed  that  ejection  of  occupants  occurred  in  11  acci- 
dents, and  major  compromise  of  the  passenger  space 
occurred  in  17.  It  was  recommended  that  the  New 
York  State  Legislature  pass  a resolution  demanding 
that  the  National  Highway  Traffic  Safety  Administra- 
tion of  the  U.S.  Department  of  Transportation  develop 
vehicle  construction  standards  for  improved  occupant 
protection.  Specifically,  increased  strength  of  the  oc- 
cupant compartment  and  the  installation  of  high  back 
padded  seats  should  be  required.  A pilot  study  to  de- 
termine the  feasibility  of  belt-type  restraint  systems  for 
school  bus  occupants  should  also  be  undertaken. 

Subsequently,  legislation,  requiring  high  seat  backs 
and  a special  training  program  for  school  bus  drivers, 
was  passed  and  signed  by  the  Governor. 

Medical  Consultants  Committee,  NYSDH.  Two 
committee  members  met  with  the  Medical  Consultant 
Committee  of  the  New  York  State  Department  of 
Health  to  review  the  problem  created  by  the  use  of  tel- 
escopic lenses  by  nearly  blind  drivers.  Implementation 
of  the  field  of  vision  testing  for  driver  licensing  was  also 
reviewed.  The  current  driver  licensing  questionnaire 
was  considered  with  respect  to  questions  revealing  drug 
intake  and  mental  illness.  Special  licensing  require- 
ments for  school  bus  and  emergency  vehicle  drivers 
were  also  reviewed. 

Protective  Legislation  for  Physicians  in  Reporting 
Illnesses.  A letter  sent  to  the  Monroe  County  Medi- 
cal Society  from  the  New  York  State  Department  of 
Motor  Vehicles  was  discussed.  The  letter  stated  that 
only  patients  can  report  illnesses  and  injuries  which  are 
disabling  for  driving.  A physician  is  not  protected  if 
he  reports  such  conditions  to  the  Department  of  Motor 
Vehicles.  A resolution,  concerning  enactment  of  pro- 
tective legislation  for  physicians,  is  being  developed  by 
the  committee  for  presentation  to  the  1974  meeting  of 
the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York. 
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Brochure  on  Laws  and  Regulations.  The  Commit- 
tee agreed  to  assist  the  Department  of  Motor  Vehicles 
in  developing  a brochure  for  physicians  on  laws  and 
regulations  governing  the  issuance  of  driver  licenses  to 
disabled  persons. 

AMA's  Committee  on  Medical  Aspects  of  Automo- 
tive Safety.  Discontinuance  of  the  American  Medical 
Association’s  Committee  on  Medical  Aspects  of  Auto- 
motive Safety  was  protested  through  our  AM  A dele- 
gates and  through  AMA  friends  influential  on  a nation- 
al basis,  but  to  no  avail.  In  view  of  the  fact  that  there 


Aging  and  Nursing  Homes 

To  the  House  of  Delegates.  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nurs- 


ing Homes  are  as  follows: 

Marcelle  T.  Bernard,  M.D.,  Chairman  Bronx 

Robert  Collins,  M.D.  Onondaga 

Eli  A.  Leven,  M.D.  Monroe 

Edward  J.  Lorenze,  III,  M.D.  Westchester 

James  A.  Moore,  M.D.  Albany 

Leon  M.  Rothman,  M.D.  Kings 

George  M.  Warner,  M.D.,  Advisor  Albany 


The  function  of  this  committee  is  to  keep  up  to  date 
on  distribution  of  medical  care,  or  the  lack  of  it,  among 
the  elderly  in  nursing  homes  and  health  related  facili- 
ties. It  is  the  responsibility  of  the  committee  to  inform 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  when  support  of  MSSNY  would  improve  and/or 
elevate  the  quality  of  medical  care  for  the  elderly  in 
nursing  homes  and  health  related  facilities.  The  com- 
mittee is  concerned  with  Federal  and  State  regulations 
as  they  affect  medical  practice  in  nursing  homes  and 
quality  patient  care. 

The  committee  recommended  that  a position  or 
white  paper  be  drawn  up  regarding  the  vital  issues  of 
Medicare,  Medicaid,  skilled  nursing  home  services,  in- 
termediate care  facility  services,  and  periodic  medical 
review  and  be  distributed  to  the  membership  so  physi- 
cians may  have  information  readily  available.  Physi- 
cians must  be  made  aware  of  changes  in  law  regarding 
these  issues.  This  will  be  of  help  to  their  patients  and 
will  improve  the  attitude  of  physicians  toward  their 
geriatric  patients.  This  will  be  done  in  conjunction 
with  the  Bureau  of  Chronic  Disease  and  Geriatrics  of 
the  New  York  State  Department  of  Health,  of  which 
George  M.  Warner,  M.D.,  is  director. 

The  Council  has  voted  to  ask  Dr.  Warner,  the  advi- 
sor to  the  Committee  on  Aging  and  Nursing  Homes,  to 
draw  up  an  informational  paper  to  be  presented  to  the 
committee,  and  then  to  the  Council  for  decision  as  to 
whether  an  informational  or  a position  paper  should  be 
drawn  up. 

Resolution  73-63,  “Approval  of  Proprietary  Nurs- 
ing Home  Applications.”  At  the  recommendation  of 
the  committee,  the  Council  voted  to  refer  this  to  the 
Medical  Society  of  the  County  of  Queens  with  a re- 
quest that  a survey  of  the  area  be  made  and  the  results 
submitted  to  the  committee. 


no  longer  exists  a national  focal  point  for  medical  prob- 
lems of  automotive  safety,  it  is  recommended  that  the 
Committee  on  Accident  and  Injury  Prevention  of  the 
MSSNY  continue  its  emphasis  on  problems  of  automo- 
tive safety. 


Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 


Resolution  73-28,  “Custodial  and  Intermediate  Pa- 
tient Care,”  Oneida  County.  The  committee  on 
Aging  and  Nursing  Homes  recommended  that  this  res- 
olution be  referred  by  the  Council  to  the  Midstate 
Comprehensive  Health  Planning  Agency  for  recom- 
mendations. 

The  Council  received  further  information  and  sug- 
gested that  the  Midstate  Comprehensive  Health  Plan- 
ning Agency,  in  consultation  with  the  Central  New 
York  Hospital  and  Review  Planning  Council,  make  rec- 
ommendations that  would  be  helpful  in  solving  the 
Oneida  County  problem. 

Guidelines.  The  Medical  Society  of  the  County  of 
Monroe  submitted  guidelines  for  visits  by  physicians  to 
their  patients.  The  Aging  and  Nursing  Home  Com- 
mittee looks  with  favor  on  the  development  of  suitable 
guidelines  regarding  visits  by  physicians  in  Nursing 
Homes. 

Your  chairman  attended  the  meeting  of  the  Commis- 
sion on  Public  Health  and  Education  in  Albany,  July 
19, 1973.  The  committee  agreed  to: 

1.  Intensify  its  study  and  review  of  details  and 
formulate  proposals  for  Medical  Society  positions  on 
such  issues; 

2.  Refer  back  to  appropriate  facility  planning 
agencies  and  other  bodies  those  resolutions,  com- 
plaints, and  proposals  it  has  received  about  the 
undue  growth  or  inappropriate  location  and  use  of 
long-term  care  and  mental  health  facilities,  particu- 
larly the  use  of  vacant  beds  in  the  latter; 

3.  Collaborate  with  the  Department  of  Health  on 
the  development  of  useful  guidelines  for  physician 
visitation  to  institutionalized  patients; 

4.  Review  the  findings  of  the  State-performed 
medical  review  program  and  develop  Medical  Society 
position  papers  in  which  followup  among  physicians 
and  county  societies  would  be  highlighted;  and 

5.  Consider  and  develop  proposals  for  a year- 
round  continuing  program  of  information  for  physi- 
cians and  others  engaged  in  geriatric  care,  including 
the  possibility  of  a continuing  series  of  institutes  and 
seminars,  possibly  modeled  after,  or  related  to,  the 
series  conducted  by  the  American  Medical  Associa- 
tion for  directors  of  long-term  care  institutions. 

HEW.  On  August  10,  1973  the  committee  sent  a 

letter  to  Casper  Weinberger,  the  Secretary  of  Health, 
Education,  and  Welfare,  regarding  several  proposals 
which  affect  care  by  physicians  of  patients  in  skilled 
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nursing  facilities  and  other  functions  which  physicians 
might  be  required  to  carry  out  in  those  facilities.  The 
Committee  urged  HEW  to  be  “extremely  cautious  in 
its  interpretations  and  policies  on  medical  nursing  ne- 
cessity in  relation  to  certifications,  utilization  review, 
claims  review,  and  payments.”  Excerpts  of  this  letter 
appeared  in  the  News  of  New  York,  September  1973. 

In  summary  the  committee: 

1.  Objected  to  pure  clinical  necessity  for  physi- 
cian and  nursing  services. 

2.  Stated  its  belief  that  full  patient  information 
should  be  available  prior  to  or  at  the  time  of  admis- 
sion. 

3.  Called  for  deletion  of  provisions  which  would 
permit  visits  by  physicians  fewer  than  once  for  30 
days. 

4.  Made  recommendations  regarding  emergency 
coverage. 


Alcoholism 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman New  York 

LeClair  Bissell,  M.D.  New  York 

Sidney  S.  Greenberg,  M.D New  York 

Luther  A.  Cloud,  M.D New  York 

Stephen  M.  Clement,  M.D Erie 

Susan  E.  Hanson,  M.D Monroe 

Gordon  M.  Hemmett,  M.D Monroe 

William  L.  Holt,  Jr.,  M.D Albany 


The  committee  began  its  1973  efforts  by  bringing  to 
fruition  its  educational  program  designed  to  assist  the 
practicing  physician  with  the  management  of  his  alco- 
holic patients.  The  presentation  at  the  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of  New  York  in 
New  York  City  in  February,  1972  was  well  attended 
and  apparently  well  received. 

Following  this,  the  committee  addressed  itself  to  the 
problem  of  health  insurance  coverage  for  alcoholism. 
Third  party  payments  for  such  care  have  been  hin- 
dered by  the  occasional  outright  exclusion  of  coverage 
for  this  illness,  the  frequent  reduction  in  the  number  of 
hospital  days  for  which  the  applicant  may  be  compen- 
sated for  alcoholism,  or  the  reluctance  of  the  insurance 
carriers  to  recognize  the  advantages  of,  and  hence  un- 
derwrite, the  care  of  the  alcoholic  within  residential 
treatment  facilities  RTF  as  opposed  to  acute  care  hos- 
pitals. The  latter,  in  addition  to  their  prohibitive 
costs,  also  fail  to  offer  the  alcoholic  much  more  than 
the  bare  essentials  of  initial  medical  care,  detoxifica- 
tion. Extensive  clinical  experience  in  the  treatment  of 
alcoholism  has  convinced  the  committee  of  the  wisdom 
of  early,  intensive,  and  protracted  rehabilitative  thera- 
py of  the  alcoholic  in  order  to  avoid  the  major  human 


5.  Suggested  that  the  “primary  care”  physician 
should  be  the  one  who  should  not  participate  in  re- 
views on  his  own  patients. 

8.  Regretted  that  there  are  no  requirements  for 
medical  direction  functions  to  be  carried  out  at 
skilled  nursing  facilities  and  urged  that  such  stan- 
dards be  added  to  proposed  rules. 

The  committee  is  extremely  grateful  to  George  M. 
Warner,  M.D.,  Advisor,  for  his  assistance  and  coopera- 
tion throughout  the  year.  My  personal  thanks  to  each 
of  the  committee  members  for  his  help  in  all  our  delib- 
erations. 


Respectfully  submitted, 

Marcelle  T.  Bernard,  M.D.,  Chairman 


and  economic  losses  inherent  in  a prolonged  course  of 
alcoholism  replete  with  its  organic  complications.  Ex- 
tensive rehabilitative  care  for  the  alcoholic  has  been 
inexpensively  delivered  in  numerous  RTF’s  which  uti- 
lize largely  paramedical  personnel.  To  assist  the  car- 
riers in  establishing  guidelines  by  which  payment  may 
be  made  for  care  in  such  facilities,  the  committee  for- 
mulated criteria  by  which  an  RTF  could  be  evaluated, 
entitled  Guidelines  for  Licensure  of  Residential  Treat- 
ment Facilities  for  Alcoholism.  These  Guidelines  were 
evaluated  and  approved  by  the  Council  on  May  24, 
1973.  Shortly  thereafter,  the  committee  became  aware 
of  the  new  rules  and  regulations  drawn  up  by  the  De- 
partment of  Mental  Hygiene  in  response  to  the  recodi- 
fication of  the  Mental  Hygiene  Law.  It  was  apparent 
that  these  could  benefit  from  review  by  experienced 
personnel,  and  the  members  of  the  committee  not  only 
initiated  such  an  evaluation  of  Parts  84,  85,  and  86  pre- 
dominantly but  went  on  record  in  favor  of  representa- 
tion of  the  Medical  Society  of  the  State  of  New  York 
on  the  Advisory  Committee  on  Alcoholism  which  was 
established  by  the  1973  New  York  State  Mental  Hy- 
giene Law. 

A number  of  states  are  presently  considering  bills  le- 
gislating adequate  coverage  for  alcoholism  in  all  health 
insurance  offered  to  their  citizens.  Minnesota  recently 
enacted  such  legislation.  This  committee  is  currently 
studying  similar  legislation  in  order  to  offer  the  Coun- 
cil a detailed  evaluation  of  its  usefulness  in  achieving 
better  health  care  for  alcoholism.  The  committee  will 
shortly  present  to  the  Council  its  position  regarding  the 
unconscionable  absence  of  health  insurance  coverage  in 
several  of  the  group  plans  presently  offered  to  the 
members  of  various  county  medical  societies  within 
New  York  State.  In  fact,  the  inadequate  care  for  alco- 
holism among  physicians  in  this  State  has  proven  to  be 
so  major  a problem  that  the  committee  has  utilized 
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some  six  months  of  its  time  in  formulating  a new 
method  whereby  our  profession  may  augment  the  ther- 
apeutic resources  for  and  initiate  appropriate  public 
safeguards  from  the  alcoholic  physician.  The  initial 
evaluation  of  this  new  method  suggests  that  it  may 
serve  as  a model  for  the  approach  to  the  “sick  physi- 
cian” in  general,  and,  to  that  end,  joint  meetings  with 
both  the  Drug  Abuse  and  Mental  Health  Committees 
have  been  held.  A complete  report  on  this  subject  will 
be  readied  for  MSSNY  during  1974. 


Cancer 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cancer  are  as  fol- 


lows: 

Charles  E.  Rogers,  M.D.,  Chairman  Nassau 

Richard  G.  Choper,  M.D.  Erie 

Daniel  Burdick,  M.D Onondaga 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Sidney  L.  Arje,  M.D.,  Advisor  New  York 

Peter  Greenwald,  M.D.,  Advisor Albany 

Walter  T.  Murphy,  M.D.,  Advisor  Erie 

Guy  F.  Robbins,  M.D..  Advisor New  York 

Charles  D.  Sherman,  Jr..  M.D.,  Advisor  Monroe 


The  committee  met  at  approximately  tri-monthly  in- 
tervals throughout  the  year  to  consider,  implement,  or 
recommend  such  measures  as  may  improve  the  care  of 
the  cancer  patient.  The  areas  of  interest  and  action 
were  in  bringing  about  prevention  and  earlier  diagno- 
sis, earlier  and  proper  treatment,  and  improvement  in 
the  length  and  quality  of  survival. 

As  to  the  first,  prevention,  it  is  the  committee’s  view 
that  educational  programs  must  begin  at  the  earliest 
possible  school  level.  Such  programs  should  be  direct- 
ed at  general  health  and  hygiene  as  well  as  anti  tobac- 
co, drug,  and  alcohol  use.  The  graduated  curriculum, 
beginning  just  after  reading  is  learned,  should  be 
mandated  and  continued  through  high  school.  The 
committee  endorses  the  concept  that  appropriate 
courses  be  required  in  curricula  leading  to  certification 
of  teachers  and  the  granting  of  degrees  concerning 
health  problems,  specifically  alcohol,  drugs,  cancer, 
and  cardiovascular  diseases.  Proper  curricula  should 
be  developed  for  the  health  care  educators  and  the 
committee  has  offered  its  sendees  to  assist  in  the  prep- 
aration of  such  curricula  on  such  topics  as  if  may  have 
expertise.  No  longer  should  the  teaching  of  health  and 
related  matters  be  relegated  to  coaches,  gym  teachers, 
home  economics  teachers,  and  so  forth,  as  “secondary” 
and  at  times  distasteful  assignments  unless  such  teach- 
ers have  completed  courses  designed  to  properly  fit 
them  to  teach  health  topics. 


The  committee  has  continued  to  evaluate  those  bills 
dealing  with  alcoholism  which  are  presented  to  the 
New  York  State  Legislative  bodies.  Recommendations 
regarding  such  legislation  have  been  submitted  to  the 
Council  and  other  appropriate  groups  within  this  orga- 
nization. It  is  anticipated  that  these  efforts  will  con- 
tinue in  1974. 

Respectfully  submitted, 

Stanley  Gitlow,  M.D.,  Chairman 


The  committee  is  deeply  interested  in  Professional 
Standards  Review  Organizations  (PSRO)  and  in  the 
matter  of  the  development  of  criteria  for  the  care  of  the 
cancer  patient.  Some  of  its  members  are  currently 
working  on  or  have  completed  projects  on  the  criteria 
for  care  of  patients  with  certain  cancer  diagnoses.  The 
committee  is  aware  of  the  interest  of  the  State  Depart- 
ment of  Health  and  the  Hospital  Association  in  these 
matters. 

Some  committee  members  have  attended  joint  spon- 
sored institutes  concerning  criteria  development,  and, 
as  the  availability  of  such  instructional  courses  in- 
creases, it  is  intended  that  more  of  the  members  and 
advisors  will  attend. 

Continued  support  and  endorsement  of  the  American 
Cancer  Society’s  Uterine  Task  Force  Program  is  recom- 
mended. In  February  of  this  year,  the  House  of  Dele- 
gates, in  its  wisdom,  passed  a resolution  endorsing  this 
program.  Resolution  73-20  embodied  the  concept  that 
cervical  Papanicolau  smears  could  be  taken  by  properly 
trained  paramedical  personnel  under  proper  supervi- 
sion. 

Cancer  quackery  continues  to  be  of  grave  concern  to 
this  committee.  There  are  some  who  have  said  that 
adequate  laws  now  exist  to  control  quackery  and  others 
who  feel  the  problem  is  of  insufficient  magnitude  to 
deserve  attention.  Both  of  these  assumptions  are  com- 
pletely unfounded  and  are  far  from  the  truth.  The  fol- 
lowing is  an  excerpt  from  a plea  by  a chiropractor 
claiming,  among  other  things,  that  regular  chiropractic 
care  could  reduce  the  incidence  of  cancer  by  50%  in  ten 
years.  “Cancer  takes  years  to  develop  and  expose  it- 
self. If  every  person  were  under  regular  Chiropractic 
care,  it  would  be  reduced  by  50%  in  ten  years.  If  you 
are  really  concerned  about  yourself  and  your  loved 
ones,  be  sure  that  all  are  under  regular  care.  ‘The  life 
you  save  may  be  your  own.  ’ ” 

The  committee  again  entreats  MSSNY  and  its  mem- 
bers to  encourage  our  legislators  to  pass  a strong  Can- 
cer Remedies  Act  such  as  was  offered  last  year  and  the 
year  before.  This  model  act  is  patterned  after  the  Cal- 
ifornia Act  and  is  endorsed  by  the  American  Cancer 
Society. 

The  inclusion  of  mandatory  rectal  examination  and 
occult  blood  testing  in  the  State  Health  Code  are  proj- 
ects the  committee  is  looking  at  for  this  year.  There  is 
little  doubt  about  the  former,  and  it  is  recommended 
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that  inclusion  of  a mandatory  rectal  examination  on  all 
hospitalized  patients,  unless  contraindicated  or  re- 
fused, be  considered  for  inclusion  in  the  State  Health 
Code. 

The  matter  of  the  worth  of  occult  blood  testing  in 
the  stool  is  not  so  clear  as  to  its  yield  and  worth  and  is 
under  study. 

The  committee  again  wishes  to  express  its  thanks  to 
Henry  I.  Fineberg,  M.D.,  Norman  S.  Moore,  M.D., 


Cardiovascular  Disease 

To  the  House  of  Delegates , Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cardiovascular 
Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  Westchester 


Norman  S.  Amer,  M.D Nassau 

Charles  P.  Bailey,  M.D Bronx 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 

Franz  L.  Ebstein,  M.D Queens 


In  the  Spring  of  1972,  Walter  L.  Merscheimer,  M.D., 
professor  and  chairman  of  the  Department  of  Surgery 
of  New  York  Medical  College,  protested  an  action 
taken  by  Peter  Rogatz,  M.D.,  senior  vice-president  of 
Blue  Cross.  The  letter  by  Dr.  Rogatz  was  dated  Feb- 
ruary 2,  1972  and  stated,  “We  call  your  attention  to  the 
enclosed  report  of  the  Inter-Society  Commission  for 
Heart  Disease  Resources  commenting  on  the  optimum 
size  of  the  cardiac  surgery  center.  This  report  states 
that  the  smallest  practical  unit  to  qualify  as  a cardiac 
surgery  center  should  perform  four  to  six  cardiac  opera- 
tions with  extracorporeal  circulation  weekly.”  The  let- 
ter went  on  to  mention  Part  710.1  of  the  State  Hospital 
Code,  and  so  forth,  regarding  reimbursement  by  Asso- 
ciated Hospital  Services  and  in  effect  states  that  the 
hospitals  should  anticipate  this  problem  in  the  year 
1973. 

Dr.  Merscheimer  protested  against  the  setting  up  by 
Blue  Cross  of  standards  in  quality  control.  The  matter 
was  discussed  before  the  Cardiovascular  Disease  Com- 
mittee on  April  10,  1972,  and  later  was  presented  to  the 
Council.  This  was  discussed  in  July  at  the  Public 
Health  Commission  meeting  at  which  time  Hollis  S. 
Ingraham,  M.D.,  New  York  State  Commissioner  of 
Health,  mentioned  that  an  ad  hoc  committee  was  dis- 
cussing the  matter  and  hopefully  would  come  in  with 
some  recommendation  as  to  the  optimum  number  of 
operations  per  year.  It  was  decided  by  the  Council 
that  Edward  Siegel,  M.D.,  then  president  of  the  State 
Society,  should  write  a letter  to  Dr.  Rogatz. 


Hollis  S.  Ingraham,  M.D.,  Peter  Greenwald,  M.D.,  and 
Miss  Dorothy  M.  Smith,  as  well  as  to  others  on  the 
staff  of  the  Medical  Society  of  the  State  of  New  York 
and  the  New  York  State  Health  Department,  for  all  of 
their  assistance  during  this  past  year  and  many  preced- 
ing years. 

Respectfully  Submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 


This  was  done  on  August  3,  1972,  and  the  letter  stat- 
ed that  it  was  the  feeling  of  the  Council  that  “a  fiscal 
intermediary  should  not  set  policy  and  that  such  policy 
should  be  set  by  some  scientific  mechanism  such  as  a 
Department  of  Surgery  or  a Medical  Board.”  After 
due  consideration,  the  Council  did  vote  that  such  poli- 
cy effecting  medical  and  surgical  care  really  does  not 
lie  within  the  jurisdiction  of  the  Associated  Hospital 
Service. 

Dr.  Rogatz  replied,  in  a letter  dated  August  16th, 
and  mentioned  that  Dr.  Siegel’s  statements  suggest 
that  AHS  should  have  no  interest  in  the  quality  of  care 
for  which  it  provides  financial  support  for  more  than 
one-half  million  people,  and  more  importantly,  should 
ignore  the  rules  of  the  State  of  New  York  which  direct 
that  reimbursement  to  hospitals  should  be  made  for 
the  efficient  production  of  hospital  services.  Dr.  Ro- 
gatz also  mentioned  other  items  in  this  letter — in  effect 
this  did  result  in  some  communication  between  both 
parties  but  not  very  much  happened. 

In  the  Spring  of  1973,  it  was  brought  to  the  attention 
of  the  committee  that  five  hospitals  in  the  New  York 
area  were  no  longer  to  receive  reimbursement  from 
Blue  Cross  for  heart  surgery  performed  in  these  institu- 
tions. Two  of  the  hospitals  involved  contacted  the 
Cardiovascular  Committee.  In  general,  the  hospitals 
protested  on  the  basis  of  (1)  community  needs  for  heart 
surgery;  (2)  the  question  of  prerogative  by  which  a 
third  party  can  effect  such  general  policy  practices  ef- 
fecting quality  of  care. 

The  matter  was  discussed  in  great  detail  at  meetings 
of  the  Cardiovascular  Disease  Committee  and  again  at 
the  Public  Health  Commission  meeting  in  Albany  in 
July.  It  would  serve  no  useful  purpose  to  mention 
names  of  hospitals  and  specific  comments  by  specific 
individuals  involved.  Suffice  it  to  say  that  at  this  time 
one  of  the  hospitals  has  had  its  privileges  restored 
(they  should  not  have  been  removed  in  the  first  place 
since  the  hospital  comes  under  the  grandfather  clause, 
having  done  heart  surgery  prior  to  January,  1966;  at 
least  one  other  hospital  is  either  about  to  resume  its 
open-heart  surgical  program  or  has  already  started  it. 

The  Committee  on  Cardiavascular  Disease  would 
like  to  suggest  that  the  ad  hoc  committee  finally  come 
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in  with  a report  with  some  specific  recommendations 
as  to  the  number  of  heart  surgical  procedures  to  be 
done  for  approval.  This  could  represent  a minimum 
number  such  as  perhaps  "a  flexible  50.”  This  would 
have  to  be  flexible  in  that  a new  hospital  starting  an 
open  heart  surgical  program  would  take  several  years 
to  get  going  so  that  one  would  not  expect  fifty  such 
cases  to  be  done  a year  in  the  first  year,  but  the  num- 
ber “50”  seems  to  be  a rather  reasonable  number  for 
the  minimum  requirements. 

The  committee  would  also  suggest  that  the  modus 


Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Chronic  Pulmo- 


nary Diseases  are  as  follows: 

Frank  Clay  Maxon,  Jr.,  M.D.,  Chairman  Albany 

Henry  J.  Brock,  M.D Erie 

Joseph  J.  Fusco,  M.D Columbia 

Marshall  Henry  Williams,  Jr.,  M.D Bronx 

William  C.  Clyne,  M.D Bronx 


Antismoking  Clinics.  In  response  to  the  charge  by 
the  Commission  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  the  first  ac- 
tion of  the  Committee  on  Chronic  Pulmonary  Disease 
of  the  Medical  Society  of  the  State  of  New  York  was  to 
review  the  problem  of  antismoking  clinics.  The  indi- 
vidual members  of  the  committee  reviewed  the  experi- 
ences in  their  respective  areas  of  the  State,  analyzed 
their  effectiveness  and  submitted  findings  and  recom- 
mendations. 

The  following  statement  on  smoking  clinics  was  ap- 
proved by  the  committee  and  presented  to  the  Council 
for  its  consideration.  The  Council,  at  its  meeting  in 
May,  approved  the  statement. 

In  accordance  with  the  charge  received  by  this 
committee  to  look  into  the  matter  of  antismoking 
clinics,  the  members  of  the  committee  have  surveyed 
their  representative  communities  and  present  their 
findings.  Herewith  is  a presentation  of  various 
smoking  clinics  that  have  been  evaluated  along  with 
summaries  of  their  backgrounds,  operations,  and  as- 
sessment of  favorable  results: 

The  Roswell  Park  Memorial  Hospital  smoking 
clinic  included  many  participants  with  medical  or 
emotional  problems  which  required  special  handling. 
The  overall  estimate  in  this  group  indicated  that  80 
per  cent  stopped  smoking  in  three  to  four  weeks  and 
that  20  per  cent  remained  nonsmokers  for  more  than 
one  year.  The  observer  reported  that  in  the  group 
indicated  about  50  per  cent  to  60  per  cent  of  those 
with  no  medical  or  emotional  problems  would  proba- 
bly be  cured  of  the  smoking  habit. 

In  a suburban  high  school  program,  it  was  found 
that  20  per  cent  of  the  participants  had  serious  emo- 
tional problems.  Nevertheless,  50  per  cent  of  occa- 
sional smokers  were  motivated  to  cease  smoking  over 
a four  year  period. 

Antismoking  group  programs  have  been  organized 


operandi  of  United  Medical  Services  might  be  im- 
proved. It  does  not  seem  to  strike  the  right  chord  by 
having  such  press  releases  with  all  attendant  publicity. 
I remember  the  old  adage  of  “praising  in  public  and 
criticising  in  private,”  and  I think  that  we  should  all 
work  together  and  that  there  should  be  more  communi- 
cation between  AHS  and  individual  hospitals  rather 
than  having  press  releases  serve  as  the  major  source  of 
information. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 


by  the  Seventh  Day  Adventist  Church.  These  are  five 
sessions  moderated  by  exsmokers,  social  psycholo- 
gists, and  usually  a physician.  Discussion  of  the 
pathologic  facts  regarding  smoking,  film  strips,  and 
testimonials  are  presented.  Follow  up  at  three-week 
and  five-month  intervals  are  offered  along  with  an 
opportunity  for  reentry  into  the  program.  Donations 
to  cover  expense  for  material,  provision  of  meeting 
area,  and  so  forth,  are  encouraged. 

At  the  Tri-County  Respiratory  Health  Association, 
Inc.,  in  Binghamton,  New  York,  a considerable  expe- 
rience has  been  developed  in  regard  to  smoking  clin- 
ics. The  basic  organization  of  the  program  such  as 
publicity,  enrollment,  provision  of  material,  and  ad- 
ministrative assistance  js  provided  by  the  voluntary 
health  department  and  medical  society  is  obtained. 
The  medical  aspects  of  the  program  have  been  di- 
rected by  John  A.  Manzari,  M.D.,  Chief  of  the  Pul- 
monary Service  at  Charles  E.  Wilson  Memorial  Hos- 
pital in  Johnson  City.  Further  medical  professional 
support  comes  through  the  local  Medical  Society. 
This  program  has  been  conducted  twice  a year  for 
three  to  five  weeks  with  three  meetings  a week.  It  is 
estimated  that  half  of  the  enrollees  remain  in  the 
program  and  that  80  per  cent  of  these  stop  smoking. 
There  is  follow  up  as  to  the  length  of  abstinence 
throughout  the  community  from  other  philanthropic 
organizations  and  schools. 

Smoke  Watchers  International  develops  local 
chapters.  Smoke  Watchers  is  a corporation  partially 
funded  by  the  Kennedy  Foundation.  A specific 
charge  of  $5.00  for  enrollment  and  $5.00  per  session 
is  charged  with  a reimbursement  provision  guaran- 
teed. This  provides  funds  for  material,  meeting 
costs,  and  a fee  for  the  moderator  or  group  leader. 
The  meetings  are  conducted  twice  a week  for  sever- 
al weeks.  The  criteria  by  which  group  leaders  are 
selected  and  the  success  rate  is  not  readily  apparent. 

Smokers  Anonymous  is  a program  originally  devel- 
oped in  Boston  and  now  expanding  in  other  areas. 
Ten  sessions  over  a four  month  period  constitute 
the  formal  program.  Each  program  is  under  the  di- 
rection of  a group  leader.  The  one  we  observed  was 
conducted  by  a well  organized  and  impressive  indi- 
vidual with  an  excellent  group  approach.  It  is  diffi- 
cult to  determine  the  criteria  by  which  the  group 
leader  is  selected  or  to  evaluate  the  experience  as  far 
as  success  in  converting  smokers  into  nonsmokers. 
A minimum  donation,  tax  exempt,  is  requested  for 


Part  II — January  1974  / New  York  State  Journal  of  Medicine  255 


participation  with  the  understanding  that  it  will  be 
reimbursed  if  so  desired. 

It  would  appear  that  the  success  of  smoking  clinics 
is  difficult  to  document.  In  spite  of  this,  there 
seems  to  be  a significant  number  of  people  searching 
for  assistance  in  breaking  the  smoking  habit,  and  the 
enrollment  in  the  various  programs,  regardless  of 
their  background  and  organization,  supports  this. 
All  of  the  programs  are  group  therapy  oriented. 
Scientific  facts  regarding  smoking  are  well  covered 
in  most  programs  and  excellently  in  at  least  one  pro- 
gram. It  does  not  appear  that  contribution  or  spe- 
cific charge  for  enrollment  and  participation  makes  a 
great  difference  in  acceptance.  It  is  felt  by  some 
that  a contribution  or  charge  has  a positive  favorable 
effect  on  the  participant. 

At  the  present  time,  the  effectiveness  of  smoking 
clinics  cannot  be  accurately  assessed  nor  can  any 
specific  program  be  recommended  as  being  superior. 
The  committee  has  learned  that  a research  program 
in  the  study  of  smoking  clinics  is  about  to  start  at 
Bellevue  Hospital.  This  sort  of  approach  is  desirable 
and  may  lead  to  more  effective  programs. 

The  American  College  of  Chest  Physicians  has  ini- 
tiated a program  against  smoking.  The  First  Re- 
gional Conference  on  the  Health  Team  Role  in  Modi- 
fying Smoking  Behavior  was  held  at  the  Sheraton, 
Chicago,  Illinois,  on  February  6 and  7,  1973.  The 
medical,  nursing,  and  allied  health  communities 
were  included  in  the  advisory  committee  and  faculty. 
This  may  eventually  assist  program  development. 

At  this  point  it  would  appear  that  smoking  clinics 
organized  and  publicized  through  appropriate  volun- 
tary health  agencies  with  public  health  support, 
medical  and  health  professional  participation,  exten- 
sion into  school  systems,  as  well  as  general  commu- 
nity endorsement,  are  most  likely  to  have  a favorable 
general  impact  on  the  smoking  habit.  It  would  seem 
that  such  programs,  at  least  for  the  time  being, 
would  justify  the  support  of  the  Medical  Society  of 
the  State  of  New  York  and  its  county  medical  so- 
cieties. 

Although  the  effectiveness  of  the  various  schemes  re- 
viewed cannot  be  accurately  evaluated,  it  would  appear 
that  all  are  well  motivated.  Those  programs  organized 
through  responsible  voluntary  health  groups  integrated 
with  local  public  health  departments  and  organized 
medical  societies  seem  to  have  the  most  to  offer.  Re- 
search is  being  initiated  in  regard  to  smoking  clinics  at 
Bellevue  Hospital,  and  this  committee  hopes  to  keep 
informed  as  to  its  progress. 

Tuberculosis  Hospitals.  With  the  closing  of  the 
last  of  the  New  York  State  Tuberculosis  Hospitals, 
Homer  Folks  Hospital  in  Oneonta,  the  institutional  re- 
sponsibility for  the  care  of  active  tuberculosis  is  now 
definitely  in  the  general  hospital.  As  yet  this  commit- 
tee is  not  aware  of  firm  guidelines  in  this  transition. 
Problems  in  the  area  are  not  anticipated  in  New  York 
City  or  in  other  cities  in  Upstate  New  York  having  uni- 
versity medical  centers.  There  is  considerable  concern 
in  the  smaller  community  hospitals  regarding  the  prob- 
lems of  contagion  and  public  relations  related  thereto 
and  possible  hazard  to  employees.  It  is  still  the  feeling 
of  this  committee  that  general  hospitals  designated  to 
care  for  tuberculosis  within  a specific  area  should  have 
this  function  firmly  integrated  with  the  local  health 


departments.  In  this  manner  the  inpatient  and  outpa- 
tient programs  would  be  coordinated  and  sustained  and 
the  responsibility  of  contact  followup  and  maintenance 
of  essential  records  would  be  insured.  The  tuberculo- 
sis case  load  being  what  it  appears  to  be  today  would 
suggest  that  there  will  never  be  any  significantly  large 
number  of  patients  with  active  tuberculosis  in  any 
community  hospital.  There  is  some  question  as  to 
whether  every  hospital  in  every  community  should  be 
designated  to  take  care  of  tuberculosis  patients,  and  it 
would  seem  that  appropriate  guidance  from  the  New 
York  State  Department  of  Health  would  prevent  this 
from  occurring.  It  must  remain  the  responsibility  of 
the  New  York  State  Department  of  Health  to  provide 
conveniently  accessible  bacteriologic  laboratory  ser- 
vices capable  of  providing  reliable  smears,  cultures, 
and  sensitivity  tests  for  tubercle  bacilli.  The  financial 
problems  for  the  reimbursement  of  hospitals  for  the 
care  of  tuberculosis  are  of  concern  to  hospital  adminis- 
trators. Restrictions  by  third  party  payers  and  a rela- 
tive loss  of  benefits  from  the  rather  prolonged  stay  that 
might  occur  with  a case  of  tuberculosis  are  factors 
which  must  be  faced  realistically.  The  responsibility 
of  the  New  York  State  Department  of  Health  in  reim- 
bursement programs  is  not  yet  clear  to  members  of  this 
committee  and  it  is  urged  that  this  matter  be  explored 
and  hopefully  brought  to  a satisfactory  decision. 

In  relation  to  the  problem  of  tuberculosis  in  general 
the  committee  feels  that  it  would  be  appropriate  for 
the  Medical  Society  of  the  State  of  New  York,  with  the 
approval  and  assistance  of  the  New  York  State  Depart- 
ment of  Health,  to  emphasize  to  family  physicians,  in- 
ternists, and  pediatricians  the  importance  of  the  tuber- 
culin test.  The  best  test  for  screening  and  differential 
diagnosis  of  tuberculosis  is  the  intradermal  (Mantoux) 
test  which  should  be  used  under  technically  ideal  cir- 
cumstances. This  committee  feels  that  the  Tine  test  is 
a very  acceptible  screening  test.  When  there  is  a prob- 
lem that  involves  the  clinical  differential  diagnosis  of 
tuberculosis  it  is  felt  that  the  intradermal  (Mantoux) 
test  should  be  employed.  The  ideal  skin  testing  mate- 
rial for  tuberculosis  is  PPD  (Purified  Protein  Deriva- 
tive) with  Tween  80  added  to  insure  as  much  stability 
of  the  solution  as  possible.  This  comes  in  three 
strengths,  first  strength  PPD  (1  tuberculin  unit),  inter- 
mediate PPD  (5  tuberculin  units),  and  second  strength 
PPD  (250  tuberculin  units).  There  also  is  available  an 
intermediate  strength  which  contains  10  tuberculin 
units.  It  should  also  be  kept  in  mind  that  there  is  a 
PPD  test  for  the  Battey  type  of  mycobacterium.  This 
is  known  as  PPD-3  and  should  be  used  when  there  is 
some  question  of  an  atypical  form  of  pulmonary  disease 
which  simulates  but  is  not  clinically  manifesting  itself 
in  a manner  expected  of  a mycobacterium  tuberculosis 
infection.  The  techniques  for  tuberculin  testing  and 
the  procedures  are  described  in  pamphlets  available 
through  the  American  Thoracic  Society.  It  should  be 
kept  in  mind  that  the  tuberculin  test  when  negative  is 
a very  reliable  “rule-out”  test  for  tuberculosis  except  in 
unusual  circumstances  of  overwhelming  infection  and 
other  situations  where  anergy  might  be  expected  to 
exist. 

In  line  with  the  discussion  of  the  tuberculin  test  is 
the  matter  of  prophylaxis  against  tuberculosis.  At  the 
present  time  in  this  country  there  does  not  seem  to  be 
any  need  for  the  general  use  of  BCG,  and  it  will  not  be 
discussed.  Isoniazid  INH  prophylaxis  is  a well  recog- 
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nized  and  effective  method  for  the  control  of  tuberculo- 
sis. After  evaluation  to  be  certain  there  is  no  evidence 
of  clinical  tuberculosis  it  is  indicated  (1)  in  those  peo- 
ple known  or  suspected  of  having  converted  their  tu- 
berculins from  negative  to  positive  within  a period  of 
two  to  five  years;  (2)  those  under  the  age  of  six  years 
and  most  under  the  age  of  twenty  presenting  a positive 
tuberculin;  (3)  individuals  with  a scar  on  x-ray  sugges- 
tive of  tuberculosis  and  having  positive  tuberculin;  (4) 
individuals  having  been  treated  for  known  tuberculosis 
in  the  days  before  antituberculous  drugs.  The  above 
groups  would  be  eligible  for  INH  therapy,  in  the  case  of 
adults  with  300  mg.  a day  for  one  year.  Indefinite  pro- 
phylaxis with  INH  should  be  provided  to  those  patients 
with  positive  tuberculins  having  (5)  significant  diabe- 
tes mellitus;  (6)  requiring  corticosteroids  or  immuno- 
suppressive drug  therapy;  (7)  silicosis;  or  (8)  extensive 
tuberculosis  with  complicating  situations  threatening 
the  host  defense  status.  Again  it  should  be  pointed 
out  that  the  American  Thoracic  Society  has  guidelines 
regarding  the  prophylaxis  of  tuberculosis  with  INH,  300 
mg.  a day  for  one  year  or  indefinitely  in  above  specified 
conditions. 

Isoniazid  has  recently  been  incriminated  as  causing 
liver  damage.  It  is  well  known  that  in  vitamin  deplet- 
ed individuals  peripheral  neuropathy  will  occur  with 
isoniazid  therapy.  This  is  easily  combated  by  the  use 
of  Pyridoxine,  Vitamin  B6.  It’s  hepatotoxicity  in  large 
doses  has  been  known  for  many  years.  From  the  prac- 
tical point  of  view  it  is  very  rare  indeed  for  patients  on 
INH  to  develop  any  significant  hepatotoxicity  in  the 
usual,  accepted  dose.  The  possibility,  however,  should 
be  kept  in  mind  and  patients  should  be  instructed  to 
report  at  once  any  symptoms  such  as  malaise,  gastroin- 
testinal disturbance,  or  skin,  urine,  or  stool  changes. 
Laboratory  studies  to  detect  liver  abnormalities 
should  then  be  employed.  It  is  the  opinion  of  the  com- 
mittee that  the  benefits  of  INH  prophylaxis  far  out- 
weigh the  possible  hazards. 

Air  Pollution.  This  continues  to  be  a concern  of 
this  committee.  It  is  still  the  suggestion  of  the  com- 
mittee that  the  Medical  Society  of  the  State  of  New 
York  through  its  county  societies  urge  metropolitan 


Continuing  (Postgraduate)  Education 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  committee  on  Continuing  (Post- 


graduate) Education  are  as  follows: 

Marvin  L.  Bloom,  M.D.,  Chairman Erie 

William  C.  Felch,  M.D Westchester 

George  Himler,  M.D New  York 

Philip  I.  Levitan,  M.D Suffolk 

James  A.  Moore,  M.D Albany 

Ward  L.  Oliver,  M.D Albany 

Robert  Lee  Patterson,  Jr.,  M.D .New  York 

Theordore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Morris  Theodore  Tanenhaus,  M.D Kings 

Franklyn  B.  Amos,  M.D Albany 

Edward  C.  Coates,  M.D.,  Advisor Albany 

Thomas  W.  Mou,  M.D.,  Advisor Albany 


areas  of  the  State  to  develop  more  sophisticated  meth- 
ods of  morning  and  evening  commuter  traffic  flow  to 
reduce  the  hazard  of  automotive  pollution.  Enforce- 
ment of  parking  regulations  during  such  periods  would 
make  multiple  lane  traffic  flow  possible  and  enhance 
the  effectiveness  of  public  transportation  as  well.  The 
State  Legislation  Committee  last  year  reviewed  a simi- 
lar suggestion  and  informed  this  Committee  that  this 
suggestion  should  be  sent  to  the  Department  of  Envi- 
ronmental Conservation.  It  does  appear  that  such  a 
move  is  the  prerogative  of  this  committee. 

Continued  regulation  and  enforcement  of  existing 
regulations  to  control  industrial  air  pollution  is  recom- 
mended and  should  be  supported  by  the  Medical  Soci- 
ety. It  is  suggested  that  a specific  authority  with  far 
reaching  powers  may  be  the  answer  and  that  the  Medi- 
cal Society  of  the  State  of  New  York  might  consider 
making  such  a recommendation.  The  Society  might 
also  recommend  that  Highway  Trust  Fund  monies  be 
devoted  to  developing  rapid  transit  in  order  to  reduce 
air  pollution. 

House  Staff  Programs.  It  is  recognized  throughout 
medical  academic  circles  and  supported  by  feedback 
through  the  American  Thoracic  Society  that  there  is  a 
shortage  of  physicians  skilled  in  pulmonary  diseases. 
For  this  reason  it  is  recommended  that  the  Medical 
Society  urge  medical  centers  to  include  in  their  house- 
staff  programs  financial  support  of  residency  training 
in  this  specific  field.  This  is  further  enhanced  by  the 
necessity  in  such  hospitals  of  providing  a nucleus  of 
staff  physicians  concerned  with  the  complexities  in- 
volved with  respiratory  support  in  emergencies.  Fel- 
lowship grants  from  governmental  agencies  are  not 
forthcoming,  and  the  interested  philanthropic  organi- 
zations cannot  meet  the  demand.  Such  supported  res- 
idency training  programs  in  pulmonary  disease  would 
also  provide  an  organized  setting  in  which  physicians 
from  community  hospital  staffs  could  spend  several 
days  to  a few  weeks  to  develop  skills  and  strengthen 
the  capabilities  of  their  community  hospitals. 

Respectfully  submitted, 

Frank  Clay  Maxon,  Jr.,  M.D.,  Chairman 


Clear  issues  have  emerged  during  the  past  year: 
about  mandating  postgraduate  education;  about  what 
would  be  acceptable  in  the  postgraduate  process;  about 
recertification  in  specialties  and  relicensure;  about 
endless  multiple-examination  tracks,  ostensibly  to 
reassure  competence;  and  about  integrating  peer-re- 
view with  postgraduate  education.  The  substance  of 
the  committee’s  deliberations  during  the  past  year  has 
been  devoted  to  these  issues  and  to  the  planning  of  a 
new  statewide,  multiple-sponsor  postgraduate  system. 

To  improve  the  quality  of  medical  care,  the  post- 
graduate process  must  reach  all  physicians  and  have 
the  capability  both  to  provide  immediate  data  for  clin- 
ical problem-solving  and  to  promote  general  profession- 
al competence.  Because  of  the  pace  of  change,  this 
has  become  a tall  order,  too  much  for  the  current  sys- 
tem to  fulfill.  Something  better  must  be  provided. 
The  committee  has  devised  a Statewide  approach 
which  would  recruit  all  available  organizational  re- 
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sources  in  a carefully  planned,  properly  representation- 
al, cooperative  effort.  Having  accepted  this  concept, 
the  Medical  Society  of  the  State  of  New  York  has  em- 
ployed professional  medical  planners  and  begun  the 
work  of  a system -design,  with  representatives  of  the 
professional  specialty  societies,  the  medical  schools, 
the  Department  of  Health,  and  the  Department  of  Ed- 
ucation. Each  of  these  has  a major  stake. 

Therefore,  a beginning  has  been  made  during  the 
past  year  toward  planning  a better  postgraduate  sys- 
tem. What  has  been  accomplished,  and  how  long  will 
it  take  to  complete  a blueprint  so  that  visible  imple- 
mentation can  be  stated?  A clear  concept  has  been 
delineated,  the  Medical  Society  has  allocated  limited 
seed-money  and  proposals  for  further  funding  have 
been  made  to  outside  sources. 

Planning  Costs.  We  are  like  an  industry  with  the 
problem  of  a new  product.  It  can  be  projected  con- 
vincingly that  the  new  system  would  be  selfsupporting. 
But  the  machinery  must  be  blueprinted  before  it  can 
be  built  and  tested  before  it  can  be  operated. 

Such  a crash  program  as  is  needed  would  take  two 
years,  with  small-scale  testing  during  the  third  year. 
This  would  be  costly. 

What  is  contemplated  is  a Statewide  system  which 
would  be  operated  in  a collective  or  cooperative  way 
with  the  Medical  Society  sharing  both  representation 
and  authority  with  governmental  agencies,  professional 
societies,  and  medical  schools.  The  Society  has  under- 
written significant  costs  already  in  several  years’  work 
and  by  retaining  professional  planners  who  are  at  work 
now.  Whereas  the  other  major  partners  could  contrib- 
ute unique  resources  to  an  operative  system,  there 
would  be  no  reasonable  expectation  that  they  could 
ante  up  immediately  and  proportionately  toward  the 
costs  of  planning.  With  this  in  mind,  the  committee 
has  turned  outside  to  look  for  support. 

Reiteration  of  the  Statewide  Postgraduate  System 
Concept.  There  would  be  two  components  in  the 
statewide  system.  One  would  be  a new  centrally  con- 
solidated data  source,  available  to  all  physicians  at  all 
times,  providing  information  and  (when  necessary) 
consultative  advice  for  clinical  problem  solving.  The 
other  would  be  a reorganized  postgraduate  process 
which  would  follow  specialty  lines,  facilitate  study,  and 
stress  opportunities  for  instruction  in  the  context  of 
daily  clinical  work. 

The  emphasis  would  involve  the  kind  of  education 
which  would  affect  medical  care  directly.  Taking  in- 
formation from  peer  review,  defects  in  medical  care 
quality  would  be  identified  and  remediable  programs 
would  be  presented.  At  the  same  time,  it  is  necessary 
to  remind  everyone  concerned,  including  the  public  at 
large,  that  many  medical  care  deficiencies  come  from 
outside  Medicine  and  are  not  susceptible  to  remedy 
from  postgraduate  effort. 

According  to  Statewide  guidelines,  all  physicians 
would  have  the  opportunity  to  affiliate  with  the  post- 
graduate system  and  to  document  participation.  Fol- 
lowing a carefully  specified  annual  protocol,  the  profes- 
sional specialty  societies  would  devise  differentiated 
recommendations  for  study.  This  would  be  carried  out 
under  the  aegis  of  a central  representative  council, 
with  assistance  from  all  of  the  sponsoring  organizations 
involved.  Thereby,  the  recommendations  would  be 
based  on  study  of  new  scientific  advances,  public 
health  data,  observations  of  medical  care  quality,  liai- 


son with  peer  review  and  evaluation  of  previous  post- 
graduate programs.  Along  with  options  for  study  and 
instruction,  these  annual  determinations  would  be 
published  and  circulated  by  the  council.  In  addition, 
the  council  would  have  a responsibility  to  evaluate  the 
impact  of  postgraduate  education  on  clinical  care,  pro- 
mote needed  changes,  and  supervise  the  central  infor- 
mation bank. 

The  following  is  an  outline  of  the  system: 

STATEWIDE  POSTGRADUATE  SYSTEM 

a.  Cooperating  Sponsors.  MSSNY,  Professional 
Specialty  Societies,  Medical  Schools,  Department  of 
Health  b.  Liaison.  Peer  Review  Process,  Depart- 
ment of  Education  c.  Participants.  All  physicians, 
through  registration  and  documentation  of  studies 
along  elected  specialty  lines,  d.  Operations.  Cen- 
tral data  resource  for  clinical  problem  solving  assis- 
tance, programs  for  study  and  instruction,  differen- 
tiated according  to  specialties.  e.  Governance. 
Central  council,  representative  of  cooperating  spon- 
sors and  enlisting  resources  of  all  involved. 

Confronting  Postgraduate  Pressures.  Across  the 
country,  various  legislators  and  licensing  bodies  have 
been  pressing  for  a more  visible  and  mandatory  post- 
graduate system.  In  their  view,  this  would  be  a way 
for  them  to  assure  their  constituents  about  continuing 
competence  of  medical  practitioners  and  access  to 
quality  care.  The  trend  to  this  kind  of  thinking  has 
progressed  to  a point  where  periodic  recertification  of 
specialists  and  periodic  relicensure  procedures  have 
been  proposed  seriously.  The  National  Board  of  Medi- 
cal Examiners,  acting  with  the  medical  schools  and 
other  authorities,  has  advanced  a proposal  for  an  end- 
less, periodic,  multiple-track,  career-duration  system  of 
examinations,  and  reexaminations.  In  this  latter  sys- 
tem, failure  to  comply  or  failture  to  pass  scrutiny 
would  invoke  serious  penalties  and  limitations  on  the 
scope  of  practice  that  would  be  permitted. 

Not  all  of  the  impetus  toward  this  kind  of  obstruc- 
tive-punitive examination  network  has  come  from  out- 
side the  profession.  Some  of  the  inside  participants 
have  included  the  specialty  boards,  many  sectors  of 
academia,  and  organized  medicine  itself.  The  reason 
given  is  usually  that,  if  the  doctors  do  not  impose  new 
regulations  of  their  own,  more  adverse  measures  would 
be  legislated.  This  may  or  may  not  be  true.  Some 
ideas  advanced  from  within  the  profession  have  been 
far  more  obstructive  than  anything  contemplated  out- 
side. 

In  our  own  State,  the  Department  of  Education  has 
recommended  legislation  that  would  mandate  post- 
graduate education,  as  a condition  of  periodic  license 
renewal.  One  of  the  constituent  county  societies  of 
MSSNY  recently  proposed  a resolution,  adopted  as 
amended  and  referred  to  the  Committee  on  Bylaws  by 
the  House  of  Delegates,  which  would  require  accept- 
able documentation  of  continuing  medical  education  as 
a condition  of  society  membership.  Dealing  with  this 
resolution,  the  committee  has  recognized  two  options. 
One  way  to  react  is  to  reiterate  the  longstanding  posi- 
tion of  the  Society  that  continuing  education  should  be 
voluntary,  thus  advising  the  membership  to  reject  any 
such  mandatory  condition.  Another,  quite  different, 
approach  would  be  to  advise  acceptance  of  an  educa- 
tional qualification  for  membership,  but  to  defer  invok- 
ing it  until  the  new  statewide  postgraduate  system 
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being  planned  could  be  made  available.  In  the  con- 
tinuing view  of  the  committee,  the  manner  and  extent 
of  educational  activity  should  remain  an  individual  and 
voluntary  matter.  Nevertheless,  the  fact  that  the  reso- 
lution was  passed  by  the  House  of  Delegates  and  re- 
ferred to  the  Committee  on  Bylaws  must  be  taken  to 
be  a significant  token  of  changing  membership  senti- 
ment. If  that  proves  to  be  the  case,  the  committee 
would  advise  strongly  that  MSSNY  take  the  opportu- 
nity to  speed  up  implementation  of  the  new  postgradu- 
ate system  (instead  of  obliging  the  membership  to  ac- 
cept the  current,  obsolete  “Brownie-point”  approach  to 
continuing  education). 

Some  other  state  societies  have  taken  steps  already 
to  require  continuing  education  for  membership.  Oth- 
ers are  planning  to  follow.  In  those  instances,  it  is  a 
matter  of  documenting  credits  by  attending  approved 
courses.  Because  the  committee  finds  that  this  ap- 
proach has  not  had  demonstrable  impact  on  medical 
care  quality,  it  must  advise  MSSNY  to  avoid  it  and  to 
take  national  leadership  by  providing  its  membership 
with  access  to  a much  more  constructive  alternative. 

The  committee  is  at  least  as  mindful  as  any  other 
group  of  concerned  physicians  that  postgraduate  edu- 
cation should  be  a powerful  instrument  for  improving 
medical  care.  But  it  should  be  kept  in  mind  that  over 
regulation  and  excessive  examination  could  come  about 
readily  in  the  current  climate;  thus  leaving  to  the  fut- 
ure an  obstructive  maze  which  could  only  serve  to  dis- 
courage the  best  clinicians  and  the  new  physicians. 


Data  Processing  in  Medicine 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Data  Processing 


in  Medicine  are  as  follows: 

William  A.  Bauman,  M.D.,  Chairman  . . New  York 

William  J.  Burke,  M.D Westchester 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Michael  Moynahan,  M.D Clinton 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Edward  Vastola,  M.D Kings 

Charles  Weller,  M.D Westchester 

Sheldon  Zimberg,  M.D New  York 

Philip  Aisen,  M.D.,  Advisor Bronx 

Mr.  Allan  C.  Anderson,  Advisor Rochester 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Donald  M.  Shapiro,  M.D.,  Advisor New  York 


The  committee  met  June  5,  1973  at  Memorial  Sloan- 
Kettering  Hospital  in  New  York.  Our  resolution  73-4, 
passed  by  the  House  of  Delegates  at  its  meeting  in 
February,  1973,  is  intended  to  insure  professionalism  in 
the  operation  of  computer-based  patient  data  banks  by 
requiring  confidentiality  of  patient  and  physician  infor- 
mation. The  committee  recommends  that  county 
medical  societies  and  hospitals  develop  appropriate 
procedures,  guided  by  standards  and  principles  estab- 
lished jointly  by  the  Medical  Society  of  the  State  of 
New  York,  the  New  York  State  Health  Department, 
the  Hospital  Association  of  New  York  State,  and  the 


Conclusion.  What  is  needed  is  a crash  program  to 
blueprint  and  test  the  proposed  new  statewide  post- 
graduate system.  The  committee  has  advanced  the 
concept  and  has  tried  to  get  the  planning  funded  main- 
ly from  outside  sources.  We  are  awaiting  answers  from 
three  competent  foundations  at  the  present  time. 
Meanwhile,  the  best  medical  planners  in  the  country 
have  been  retained  with  limited  society  funds  to  do 
some  preliminary  work.  All  of  this  has  been  accom- 
plished during  the  past  year. 

Furthermore,  looking  forward  to  cooperation  with  the 
other  major  statewide  educational  forces,  the  commit- 
tee has  been  meeting  with  representatives  of  the  pro- 
fessional specialty  societies,  the  medical  schools,  and 
the  Departments  of  Health  and  of  Education  of  the 
State  of  New  York.  Therefore,  a basis  for  collective 
operation  of  the  new  system  has  been  created.  At  the 
moment,  planning  cannot  be  accelerated  without  ade- 
quate funds  for  a crash  program.  This  is  a matter 
which  should  be  deliberated  by  MSSNY  membership. 
The  sooner  we  improve  the  postgraduate  process, 
linked  directly  with  peer  review  and  directed  toward 
optimum  care,  the  sooner  that  deserved  criticism  will 
be  terminated,  both  from  within  and  beyond. 


Respectfully  submitted, 

Marvin  L.  Bloom,  M.D.,  Chairman 


New  York  State  Nursing  Association,  and  the  New 
York  State  Medical  Record  Association.  The  proposed 
joint  guidelines  should  require  that  a physician  be 
nominally  responsible  for  the  stored  data  and  the  over- 
all administration  of  computer  based  information  sys- 
tems. Our  committee  recommends  that  the  Medical 
Society  of  the  State  of  New  York  initiate  and  partially 
fund  this  task  force.  The  proposal  for  a task  force  was 
presented  to  the  Commission  on  Public  Health  and 
Education  and  the  New  York  State  Health  Department 
on  July  1973.  The  commission  unanimously  approved 
the  recommendation  of  our  committee. 

The  committee’s  review  of  health  insurance  claim 
forms  used  in  New  York  State  reconfirmed  that  lack  of 
control  in  standardization  of  forms  leads  to  inefficien- 
cies, confusion,  and  unnecessarily  increased  costs  of 
medical  care.  The  committee  requests  that  standard 
claim  forms  for  the  State  be  developed,  and  procedures 
for  their  obligatory  use  be  enforced. 

The  committee  has  agreed  to  help  sponsor  the  pro- 
gram of  the  Section  on  Data  Processing  for  the  1974 
Annual  Convention  of  the  Medical  Society  of  the  State 
of  New  York.  Recent  publications  summarize  the  at- 
tributes of  good  computer  billing  services  for  physi- 
cians. Because  such  billing  systems  may  become  pop- 
ular the  committee  urges  the  Society  to  inform  its 
members  that  we  are  available  to  consult  regarding 
characteristics  of  any  commercial  computer  billing  sys- 
tems. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.  Chairman 
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Disaster  Medical  Care 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman Queens 

William  G.  Abel,  M.I). Suffolk 

Russell  Weaver  Greenhalgh,  M.D Onondaga 

Patrick  E.  O’Hara,  M.D Broome 


As  in  the  past,  the  committee  members  have  carried 
on  related  activities  in  their  areas.  National,  State, 
and  AMA  liaison  continues.  Positive  action  opportu- 
nities are  rare.  It  is  reported,  however,  with  great 
pride  that  a nurse  from  a flooded  upstate  area  request- 
ed advice  on  the  endangered  water  supply. 

The  restoration  of  a State  unified  disaster  capability 
in  the  New  York  State  Division  of  Military  and  Naval 
Affairs,  following  hurricane  Agnes,  is  of  significance. 
Despite  previous  Presidential  expressions  of  increased 


Drug  Abuse 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Drug  Abuse  are 


as  follows: 

Leonard  L.  Heimoff,  M.D.,  Chairman Bronx 

Allison  B.  Landolt,  M.D.  Bronx 

Stephen  Nordlicht,  M.D New  York 

Joseph  B.  Robinson,  M.D Albany 

Donald  C.  Walker,  M.D Albany 

Sidney  S.  Greenberg,  M.D New  York 


Upon  the  sudden  death  of  William  Antopol,  M.D., 
chairman  of  the  Committee  on  Drug  Abuse,  Leonard  L. 
Heimoff,  M.D.,  was  appointed  to  the  chairmanship  of 
the  Committee  on  Drug  Abuse  of  the  Medical  Society 
of  the  State  of  New  York. 

The  committee  met  on  Wednesday,  November  1, 
1972  and  the  following  members  were  present:  Leon- 
ard L.  Heimoff,  M.D.,  Allison  B.  Landolt,  M.D.,  Jo- 
seph B.  Robinson,  M.D.  Norman  S.  Moore,  M.D.  In- 
vited were:  Martin  J.  Tracey,  J.D.,  Frank  J.  McKee, 
J.D.,  Alfred  A.  Angrist,  M.D. 

Much  of  the  activities  in  the  past  were  focused  on 
the  new  Controlled  Substances  Act  which  was  passed 
by  the  New  York  State  Legislature  and  went  into  effect 
on  April  1,  1973.  Your  chairman  submitted  a report 
concerning  the  Controlled  Substances  Act  and  made 


support  and  interest,  the  various  programs  of  Emergen- 
cy Health  Services  of  HEW  have  been  terminated. 

The  impact  of  this  latter  “economy”  measure  will 
surface  in  the  future.  Meanwhile,  the  Soviet  Union, 
while  steadily  increasing  its  offensive  capability,  con- 
commitantly  strengthens  Civil  Defense. 

Your  chairman  was  asked  to  make  a presentation  at 
the  Congressional  Hearing  at  St.  Albans  Naval  Hospi- 
tal on  July  23rd.  A request  from  the  chairman  of  the 
House  Appropriations  Committee  is  in  the  mail  for  an 
appearance  October  1st,  relating  to  the  threatened  clo- 
sure of  this  valuabLe  disaster  resource  in  Southeastern 
Queens.  This  hospital  is  in  immediate  proximity  to 
Kennedy  International  Airport  and  is  the  last  large  De- 
partment of  Defense  Hospital  in  the  State  of  New 
York. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 


recommendations  for  changes  and/or  amendments  to 
this  Act.  As  of  the  present  time,  there  have  been  no 
real  changes  made  in  the  Act  or  further  protecting  the 
confidentiality  of  the  doctor-patient  relationship. 

The  chairman  also  submitted  a position  paper  on 
Methadone  Maintenance  Programs.  This  was  ap- 
proved by  the  Council.  Your  chairman  has  answered 
numerous  queries  from  various  official  agencies,  private 
groups,  and  physicians  concerning  the  many  problems 
with  Drug  Abuse. 

The  chairman  was  asked  to  appear  on  a television 
program  to  discuss  a book  called  the  “Natural  Mind,” 
written  by  a former  drug  addict,  Dr.  Andrew  Weil.  An 
interesting  discussion  was  heard  on  this  television  pro- 
gram. 

At  its  next  meeting  the  committee  will  further  dis- 
cuss the  problems  concerning  the  Controlled  Sub- 
stances Act  and  will  also  discuss  the  problem  of  physi- 
cians who  are  either  addicted  themselves  and/or  abus- 
ing drugs  by  improper  prescribing  and  use  of  them. 

The  committee  will  also  attempt  to  evaluate  the  sta- 
tus of  the  present  ongoing  drug  treatment  programs  in 
the  State  of  New  York. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 
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Emergency  Health  Services 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Emergency 


Health  Services  are  as  follows: 

David  N.  Kluge,  M.D.,  Chairman  Monroe 

Charles  N.  Aswad,  M D Broome 

Francis  F.  Baker,  M.D.  Clinton 

Alexander  E.  Messer,  M.D Otsego 

Donald  C.  Walker,  M.D.,  Advisor  Albany 


Two  orientation  meetings  have  been  held.  The  com- 
mittee has  recommended  that  the  Medical  Society  of 
the  State  of  New  York  support  the  establishment  of 
local  area  emergency  medical  care  committees  because 
it  is  felt  that  this  is  the  only  way  that  any  real  progress 
can  be  made  in  this  rather  complex  field.  Support  is 
also  recommended  for  the  State  Technical  Advisory 
Committee  on  Emergency  Health  Services  which 
makes  recommendations  and  works  out  guidelines  for 
the  Department  of  Health. 

A combined  meeting  of  the  Session  on  Emergency 
Health  Services  and  the  Section  on  Preventive  Medi- 
cine has  been  planned  for  the  next  annual  convention 
of  the  State  Society  in  February  1974.  This  meeting 
will  be  devoted  to  emergency  health  services. 

It  is  estimated  that  this  will  save  money  for  the  Soci- 
ety, prevent  further  splintering  of  activities,  and,  hope- 
fully, provide  a greater  attendance.  It  is  hoped  that 
this  meeting  will  be  recognized  as  the  first  Session  on 
Emergency  Health  Services  and  that  credit  will  be  so 
granted.  It  is  felt  that  emergency  medicine  will  have  a 
greater  impact  on  medicine  in  the  future  and  that  this 
will  be  an  important  section  for  the  State  Medical  So- 
ciety. With  the  emergence  of  the  American  College  of 
Emergency  Physicians,  greater  emphasis  will  be  placed 
on  emergency  departments.  It  was  felt  that  the  pro- 
gram devoted  to  emergency  health  services  should  in- 
clude the  roles  of:  (1)  the  State  Health  Department, 

to  date  in  the  program;  (2)  the  Emergency  Health 
Councils  in  the  communities;  (3)  the  National  STEP 
(Society  for  Total  Emergency  Program,  Inc.)  Council; 
(4)  the  American  College  of  Emergency  Physicians; 
and  (5)  the  mobile  critical  care  units.  It  is  expected 
that  credit  for  three  hours  of  continuing  education  will 
be  granted  by  the  Academy  of  Family  Physicians  and 


Environmental  Quality 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Environmental 


Quality  are  as  follows: 

Stanley  I.  Fishman,  M.D.,  Chairman  Kings 

William  E.  Mosher,  M.D Erie 

Dwight  F.  Metzler,  M.D Albany 


It  may  be  recalled  that  during  World  War  II,  we  were 
exposed  to  training  films  designed  to  convince  us  that 
psychosomatic  medicine  was  indeed  a real  entity  and 
important  to  our  military  practice.  About  twenty 
years  ago,  my  colleagues  and  I found  it  necessary  to 
prepare  a set  of  teaching  slides  to  demonstrate  to  the 
practicing  physician  the  practical  value  of  pulmonary 
function  testing.  I would  hope  that  at  this  late  date  a 


the  Academy  of  Emergency  Physicians  which  will  be 
cosponsor  of  the  afternoon  program. 

The  committee  has  discussed  the  present  status  of 
the  emergency  health  system  and  found  it  to  be  quite 
fragmented.  A plan  must  be  developed  in  New  York 
State  for  improving,  upgrading,  and  especially,  coordi- 
nating emergency  health  services,  including  communi- 
cations, transportation,  ambulance  services,  and  emer- 
gency department  care.  Examples  of  voluntary  coordi- 
nation exist  throughout  the  State  for  various  improve- 
ments in  the  field  of  emergency  health  services.  STEP 
can  be  cited  as  an  outstanding  example  of  voluntary 
cooperation  and  coordination  among  physicians,  emer- 
gency department  nurses,  hospital  administrators,  am- 
bulance operators,  emergency  medical  technicians, 
civil  defense,  the  Red  Cross,  and  local  health  officials 
for  the  improvement  of  emergency  health  services  in 
local  communities.  STEP  has  grown  from  a county- 
based  organization  into  a national  one,  called  the  Na- 
tional STEP  Council  with  headquarters  in  Rochester. 
Another  approach  that  has  been  successful  here  in 
New  York  State  is  that  of  giving  authority  to  the  State 
Health  Department  to  proceed  in  gaining  the  coopera- 
tion of  those  local  groups  involved  in  emergency  health 
care.  Local  voluntary  emergency  health  councils,  co- 
operating with  local  and  State  governmental  officials, 
are  the  key  to  improvements  that  can  be  made. 

The  state  Health  Department  now  has  a communica- 
tions coordinator  and  general  guidelines  are  being  for- 
mulated for  the  development  of  either  a new  communi- 
cations system  or  improvement  of  the  old  system.  The 
committee  sees  some  need  for  the  gradual  phasein  of 
standards  of  staffing,  equipment  (including  communi- 
cations), and  training  of  ambulance  and  emergency  de- 
partment personnel.  The  committee  also  feels  that 
there  is  a need  for  educating  the  public  regarding 
emergency  care.  The  committee  has  also  discussed  the 
Federal  government’s  discontinuance  of  its  program  for 
emergency  medical  stockpiles  in  the  State  and  the 
responsibilities  of  various  agencies  for  emergency  medi- 
cal services  on  a State  and  national  level. 

Respectfully  submitted 

David  N.  Kluge,  M.D.,  Chairman 


similar  “selling  job”  would  be  unnecessary  to  support 
the  concept  that  environmental  quality  and  the  prob- 
lems of  pollution,  litter,  urban  decay,  changing  society, 
etc.  is  of  immediate  and  practical  import  to  every 
member  of  our  profession. 

Physicians,  by  reason  of  their  wide  experience  and 
mature  judgment,  are  particularly  valuable  and  need- 
ed, in  addition  to  the  wide  variety  of  wellmeaning  lay 
organizations  now  active  in  this  field.  Support  from 
every  county  medical  society  and  every  specialty  soci- 
ety in  the  State  is  considered  a necessity.  I,  therefore, 
request  that  appropriate  officials  of  the  Medical  Soci- 
ety of  the  State  of  New  York  seek  views  and  opinions 
from  members  of  their  county  medical  and  specialty 
societies  regarding  the  problems  in  their  area  or  field  of 
endeavor 


Part  II — January  1974  / New  York  State  Journal  of  Medicine  261 


Two  recurring  themes  were  repeatedly  noted  during 
the  meeting  of  the  committee  in  Albany.  One  was  a 
plea  for  wider  law  enforcement,  new  laws,  and  penal- 
ties in  the  approach  to  many  problems  facing  us,  such 
as  accident  prevention,  school  health,  compulsory  tu- 
berculosis treatment,  immunizations,  and  so  forth. 
The  second  theme  was  recognition  of  the  need  to  con- 
dition and  educate  people  as  an  approach  to  solving 
these  and  other  chronic  problems  of  society.  Physi- 
cians certainly  have  little  or  no  place  in  the  field' of  law 
enforcement,  and  in  any  event,  this  approach  has  ade- 
quately proved  itself  inadequate  even  for  the  control  of 
recognized  crime.  By  contrast,  physicians  are  of  para- 
mount importance  to  an  approach  involving  the  condi- 
tioning and  education  of  people  and  must  certainly  be 
involved  in  the  complex  decisions  which  are  required 
concerning  the  ethics  and  desirability  of  various  meth- 
ods proposed.  The  Coordinating  Council  of  the  First 
District  Branch  of  the  Medical  Society  of  the  State  of 
New  York  is  already  exploring  a systems  approach  to 
the  problem  of  pollution  and  litter  utilizing  the  skills  of 
the  behavioral  scientists.  In  1966  the  Rand  Corpora- 
tion forecast  effective  fertility  control  by  oral  contra- 
ception by  1970,  new  organs  through  transplanting  by 
1972,  and  the  general  use  of  nonnarcotic  drugs  to 
change  personality  by  1982.  Physicians  obviously  must 
be  involved  in  such  a program,  and  one  can  envision 
the  complex  problems  which  may  arise  as  a result  of 


Family  Physicians 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Family  Physi- 
cians are  as  follows: 

Herbert  A.  Laughlin,  M.D.,  Chairman  Chautauqua 


Max  Cheplove,  M.D Erie 

G.  Alex  Galvin,  M.D Tompkins 

George  G.  Hart,  M.D Essex 

William  L.  Ladue,  M.D Clinton 

Joseph  F.  Palmieri,  M.D Suffolk 


The  committee  and  the  New  York  State  Academy  of 
Family  Physicians  continue  to  emphasize  the  need  for 
additional  residencies  in  family  practice.  Since  the 
last  report,  three  new  residencies  have  been  developed 
in  New  York  State.  The  need  for  additional  residen- 
cies is  selfevident  in  that  United  States  medical 
schools  currently  graduate  10, (X)0  physicians  per  year. 
By  1980  this  will  increase  to  15,000  and  many  of  these 
graduates  should  be  primary  care  physicians.  As  a 
matter  of  fact,  the  American  Medical  Association  re- 
cently passed  a resolution  indicating  that  50  per  cent  of 
the  students  graduating  should  go  into  primary  care. 
At  this  time,  there  are  only  seven  approved  graduate 
programs  in  New  York  State  out  of  a total  of  153  resi- 
dencies in  the  United  States  which  means  that  New 
York  State,  with  approximately  10  per  cent  of  the  pop- 
ulation, has  approximately  4’^  per  cent  of  the  residen- 
cies now  available  in  family  practice. 

Last  year  the  Academy  introduced  legislation  which 
would  make  appropriations  to  the  New  York  State  De- 
partment of  Health  for  the  purpose  of  establishing 


illconsidered  application  of  this  “quick  cure”  to  other 
problems  of  society.  Moreover,  such  predictions  are 
often  realized  well  in  advance  of  the  predicted  date,  so 
that  our  consideration  and  involvement  should  already 
be  under  way. 

Perhaps  of  even  more  urgent  concern  is  the  continu- 
ing power  problem.  Officials  of  the  power  companies 
have  long  urged,  and  in  May  of  1972  the  legislature 
passed  and  Governor  Rockefeller  approved  a bill  creat- 
ing a State  Board  on  Electric  Generation  Siting  and 
the  Environment.  The  Board  includes  an  appointed 
member  residing  in  the  area  in  which  the  plant  is  pri- 
marily to  be  located.  Our  local  representatives  should 
be  heard,  and  the  committee  should  consider  the  ef- 
fects of  traversing  our  various  communities  by  power 
transmission  lines  and  other  facilities.  The  committee 
should  also  consider  the  concept  of  “total  energy 
plants”  in  which  “relatively  small  fossil-fueled  power 
plants  of  200,000  to  300,000  kilowatts”  would  be  built 
within  city  limits.  How  this  relates  to  the  possible 
shortage  of  fossil  fuels  and  to  plans  for  offshore  con- 
struction of  atomic  plants  is  of  major  importance.  It  is 
expected  that  the  committee  will  be  able  to  present  a 
report  for  action  in  these  matters  for  the  general  con- 
sideration of  the  Medical  Society  of  the  State  of  New 
York. 

Respectfully  submitted, 

Stanley  I.  Fishman,  M.D.,  Chairman 


family  practice  residencies  in  approved  hospitals  in  the 
State,  as  well  as  another  appropriation  to  the  State 
University  of  New  York  for  the  purpose  of  providing 
funds  to  establish  family  practice  residencies  in  hospi- 
tals affiliated  with  State-operated  institutions  in  the 
State  University.  In  addition  to  these  bills,  legislation 
was  introduced  by  Senator  Jeremiah  B.  Bloom  to  ap- 
propriate money  for  the  improvement  of  instruction  in 
family  practice  at  certain  public  institutions.  Unfor- 
tunately, this  legislation  remained  in  committee  but 
will  be  introduced  again  next  year. 

The  New  York  State  Academy  of  Family  Physicians 
is  currently  planning  a legislative  seminar  at  which  20 
to  30  legislators  will  conduct  a workshop  for  physicians 
with  the  avowed  purpose  of  providing  an  opportunity  to 
learn  how  state  government  works,  which,  of  course,  is 
a matter  of  vital  interest  to  well  informed  leadership  in 
the  community. 

Within  the  past  year  the  State  Hospital  Code,  Sec- 
tion 721.7,  was  amended  to  provide  the  mechanism  for 
establishment  of  clinical  departments  of  family  or  gen- 
eral practice  in  hospitals. 

The  membership  of  the  Academy  was  polled  by  mail 
with  reference  to  their  experiences  and  opinions  re- 
garding problems  relative  to  malpractice  coverage. 
This  information  has  proved  quite  helpful  in  estab- 
lishing experience  ratings  for  the  bulk  of  our  member- 
ship. 

We  are  pleased  to  report  the  development  of  plans 
for  a new  Division  of  Family  Practice  at  Albany  Medi- 
cal College. 

Our  long  standing  preceptorship  program,  wherein 
students  spend  six  weeks  with  a family  physician,  is 
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again  fully  developed  and  functioning  for  the  current 
summer  with  30  students  participating  under  the  spon- 
sorship of  the  New  York  State  Academy  of  Family 
Physicians  Research  and  Education  Foundation  and 
the  support  of  Merck  Sharp  & Dohme.  In  addition  to 
these  preceptorships,  several  of  the  medical  schools 
have  individual  preceptorship  programs  which  bring 
the  number  very  close  to  200  students  currently  in- 
volved for  the  summer. 

The  New  York  State  Academy,  with  the  help  of  the 
Medical  Society  of  the  State  of  New  York,  continues  to 
pursue  the  need  for  recognition  of  the  family  physicians 
with  the  designation  of  special  FP  code  letters  from  the 
Workmen’s  Compensation  Board. 


Forensic  Medicine 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  of  Forensic  Medi- 


cine are  as  follows: 

Milton  Helpern,  M.D.,  Chairman  New  York 

John  F.  Edland,  M.D Monroe 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Arthur  A.  Stein,  M.D.  Albany 

Robert  Sullivan,  M.D Schenectady 


Five  hundred  and  fifty  persons  registered  for  the 
Tenth  Annual  Symposium  on  Forensic  Sciences,  spon- 
sored by  the  Institute  of  Forensic  Medicine  of  New 
York  University,  the  City  of  New  York,  the  Depart- 
ment of  Health  of  the  State  of  New  York,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Dental  Soci- 
ety of  the  State  of  New  York,  at  the  New  York  Univer- 
sity Medical  Center  on  April  13  and  14,  1973. 

This  group  included  medical  examiners,  coroners, 
and  physicians  involve  in  the  practice  of  legal  medi- 
cine. There  were  also  some  lawyers,  prosecuting  attor- 
neys, and  law  enforcement  officers.  It  was  a most  suc- 
cessful and  interesting  meeting  followed  by  phone  calls 
and  letters  attesting  to  this  fact.  The  registrants  came 
from  many  cities  in  twenty-three  states,  two  provinces 
in  Canada,  and  three  European  countries.  The  ses- 
sions were  well  attended  and  enthusiastically  received. 
The  consensus  was  that  because  of  the  great  instruc- 
tional value  of  the  Symposium,  credit  should  be  given 
for  these  courses  next  year  as  a part  of  the  continuing 
education  program.  Perhaps  thirteen  to  sixteen  credits 
might  be  awarded  to  each  registrant.  The  Department 
of  Forensic  Medicine  helped  carry  and  limit  the  finan- 
cial cost  of  the  meeting. 

The  social  program  of  the  dinner  party  at  the  Na- 
tional Arts  Club  and  the  cocktail  party  at  the  New 
York  University  Medical  Center  were  supported  by  reg- 
istrants who  attended  these  functions. 

The  ten  annual  symposia,  which  have  be'en  held  with 
sponsorship  and  support  of  the  Medical  Society  of  the 
State  of  New  York,  have  proved  to  be  an  important 
factor  in  improving  the  systems  of  official  medicolegal 
investigation  in  New  York  State  and  also  elsewhere  in 
the  United  States.  What  better  way  can  a medical  so- 
ciety operate  directly  in  the  public  interest. 


We  are  pleased  to  note  that  there  are  now  in  excess 
of  300  members  who  are  board  certified  by  the  Ameri- 
can Board  of  Family  Practice.  In  addition  to  this, 
there  are  in  excess  of  500  members  who  are  Fellows  in 
the  American  Academy  of  Family  Physicians. 

As  a committee  of  the  Medical  Society  of  the  State 
of  New  York,  we  are  grateful  to  its  officers,  council, 
delegates,  and  staff,  as  well  as  the  Commission  on 
Public  Health  and  Education  and  its  chairman,  Rich- 
ard Eberle,  M.D.,  for  the  continued  support  and  coop- 
eration which  enhances  the  viability  of  our  Academy. 

Respectfully  submitted, 

Herbert  A.  Laughlin,  M.D.,  Chairman 


The  following  resolution,  introduced  by  the  New 
York  Delegation,  was  adopted  by  the  House  of  Dele- 
gates of  the  American  Medical  Association,  June  1973: 
Resolution  87,  Improvement  of  Official  Medicole- 
gal Investigation  of  Deaths.  Although  some  state, 
county,  and  city  jurisdictions  throughout  the  country 
have  effected  changes  to  improve  the  system  and 
performance  of  official  medical-legal  investigations 
into  the  circumstances  and  courses  of  unexplained, 
suspicious,  and  violent  deaths,  recent  publicized 
fatal  incidents  in  different  localities  in  which  official 
medical  investigations  of  such  deaths  were  inade- 
quately carried  out  point  up  the  need  for  improve- 
ment in  these  procedures.  Numerous  other  unpubli- 
cized cases  revealing  serious  shortcomings  in  such  in- 
vestigations or  failure  to  investigate  become  glaringly 
evident  during  criminal  and  civil  court  proceedings. 
Many  cases  go  undiscovered  and  unreported  or  are 
not  accepted  for  official  inquiry  and  easy  possibility 
of  miscarriage  of  justice. 

There  is  great  need  in  too  many  jurisdictions  for 
tightening  up  official  procedures  especially  those 
which  are  medical  and  without  which,  the  essential 
purpose  of  the  investigation  is  lost.  These  proce- 
dures must  provide  for  the  recognition  of  deaths 
which  are  reportable,  the  acceptance  of  such  deaths 
for  adequate  postmortem  investigation,  the  inclusion 
of  competently  performed  and  documented  autopsies 
and  ancillary  examinations  when  the  circumstances 
make  it  advisable,  the  preparation  of  adequate  re- 
ports and  their  transmittal  to  other  appropriate 
agencies  for  information  and  action.  There  must  be 
close  rapport  with  the  medical,  legal,  law  enforce- 
ment, public  health,  and  judicial  agencies. 

The  responsibility  of  the  forensic  pathologist, 
whether  in  the  capacity  of  a medical  examiner  or 
under  the  jurisdiction  of  a coroner,  must  be  continu- 
ous and  not  fragmentary.  At  present,  this  overall 
responsibility  is  not  appreciated  by  many  qualified 
pathologists  and  other  physicians  who  are  called 
upon  to  do  this  important  work  and  the  best  results 
are  not  obtained.  This  is  against  the  public  interest. 

In  view  of  the  foregoing  statement  the  following 
resolution  is  proposed  by  the  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York: 

Resolved,  That  the  American  Medical  Association 
in  recognition  of  the  present  unevenness  and  inade- 
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quacy  of  official  medicolegal  investigation  of  deaths 
in  many  jurisdictions  of  the  country,  recommend  to 
state  medical  societies  that  a comprehensive  study  of 
the  problem  in  their  own  state  jurisdictions  and  take 
appropriate  action  to  bring  about  an  improvement  in 
the  present  situation  in  the  public  interest  and  for 
the  fair  administration  of  justice. 

Resolved,  That  copies  of  this  resolution  be  sent  to 
the  presidents  and  secretaries  of  state  medical  so- 
cieties, the  American  Bar  Association,  the  National 
Association  of  Medical  Examiners,  and  the  National 
Association  of  Coroners. 

The  Eleventh  Annual  Symposium  on  Forensic  Sci- 
ences will  be  sponsored  by  the  Institute  of  Forensic 


Health  Manpower 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpow- 


er are  as  follows: 

Stephen  W.  Blatchly,  M.D.,  Chairman  Tompkins 

Myron  E.  Carmer,  M.D Wayne 

Robert  V.  Schatken,  M.D. Delaware 

Leo  J.  Swirsky,  M.D Kings 

Irving  J.  Thorne,  M.D. New  York 

Leonard  Weitzman,  M.D Suffolk 

Robert  B.  Wallace,  M.D.  Oneida 

Franklyn  B.  Amos,  M.D Albany 

Edward  Coates,  M.D.,  Advisor Albany 


The  Committee  on  Health  Manpower  has  had  nu- 
merous meetings  throughout  the  past  year.  It  is  a fair- 
ly new  group,  therefore,  it  required  some  time  for  us  to 
get  acquainted  with  each  other  and  with  the  magni- 
tude of  the  task  placed  before  us.  We  were  also 
charged  by  the  Medical  Society  of  the  State  of  New 
York  President  Thomas  F.  McCarthy  to  act  as  an  ad 
hoc  committee  for  Physicians’  Associates  guidelines. 
The  legalization  for  the  use  of  ancillary  personnel  was 
difficult  for  some  to  adjust  to,  but  our  last  meeting 
proved  very  constructive. 

During  the  Society’s  meeting  in  February,  the  com- 
mittee introduced  supplementary  report  73-Z,  a brief 
summary  of  the  Physicians’  Associates  law  with  some 
broad  guidelines  for  their  use.  Admittedly,  these  were 
not  specific  as  to  malpractice,  pay  scales,  and  contract- 
ual agreements,  but  the  answers  to  these  points  in 


Medicine,  New  York  University,  the  City  of  New  York, 
the  Department  of  Health  of  the  State  of  New  York, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
Dental  Society  of  the  State  of  New  York.  The  pro- 
gram will  be  held  April  13  and  14,  1974  at  the  New 
York  University  Medical  Center,  550  First  Avenue, 
Room  122,  New  York  City. 

The  committee  is  grateful  to  Norman  S.  Moore, 
M.D.,  director  of  the  Division  of  Scientific  Activities 
and  to  Miss  Dorothy  M.  Smith,  for  their  assistance 
throughout  the  year. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 


many  respects  were  not  available  at  that  time.  We  are 
now  getting  some  input  from  the  insurance  companies 
and  hope  to  have  specific  wording  after  our  next  meet- 
ing. At  our  last  meeting,'  the  committee  recommended 
a reduction  of  the  number  of  Physicians’  Associates  per 
physician  from  six  to  two.  I would  like  to  call  to  your 
attention  the  articles  in  the  July  issues  of  Patient  Care 
and  Physicians  Management. 

It  is  impossible  to  discuss  the  Physicians’  Associates 
program  without  bringing  in  the  other  groups  of  ancil- 
lary medical  personnel.  The  nurse  clinician,  nurse 
anesthetist,  pediatric  nurse,  and  so  forth,  none  of 
whom  have  specific  legal  status,  but  all  of  whom  are 
attempting  to  establish  their  own  identity.  It  makes 
for  very  murky  waters  at  times. 

We  have  obtained  the  list  of  medical  students  in 
New  York  State  and  through  the  good  offices  of  Nor- 
man Moore,  M.D.  we  are  collating  and  sending  to  each 
county,  a list  of  students  from  that  county.  It  is  hoped 
that  the  county  societies  will  make  some  contact  with 
these  students. 

It  is  the  feeling  of  the  chairman  that  health  manpow- 
er is  a growing  problem,  both  in  numbers  of  personnel 
and  in  complexity.  The  lack  of  primary  health  care  in 
rural  and  ghetto  areas  is  increasing  and  something 
must  be  done. 

The  committee  would  like  to  thank  Norman  S. 
Moore,  M.D.,  and  Franklyn  B.  Amos,  M.D.,  who  spent 
many  hours  working  with  the  committee. 

Respectfully  submitted, 

Stephen  W.  Blatchly,  M.D.,  Chairman 
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Maternal  and  Child  Welfare 

To  the  House  of  Delegates,  Ladies  and  Gentlemen : 

The  members  of  the  Committee  on  Maternal  and 


Child  Welfare  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Walter  L.  Freedman,  M.D.  Westchester 

Robert  M.  George,  M.D.  Oneida 

George  J.  Lawrence,  Jr.,  M.D Queens 

Jacqueline  A.  Mauro,  M.D Albany 

Clyde  L.  Randall,  M.D Erie 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D.  Kings 

M.  Leon  Tancer,  M.D.  Kings 


The  committee  wishes  to  acknowledge  the  financial 
and  advisory  help  received  from  the  New  York  State 
Department  of  Health  and  the  Upstate  Medical  Center 
for  the  use  of  its  facilities. 

A basic  role  of  the  committee  lies  in  the  area  of  re- 
search. The  committee  for  some  time  has  been  con- 
ducting a study  on  the  effect  of  the  Pill  on  the  endome- 
trium of  the  uterus,  the  uterine  cervix,  and  the  breast. 
These  studies  have  demonstrated  the  adverse  effects  on 
the  generative  organs  by  prolonged  usage  of  contracep- 
tives. A documented  analysis  has  been  published  in 
the  American  Journal  of  Obstetrics  and  Gynecology. 

As  one  of  its  basic  responsibilities  in  the  area  of  re- 
search, the  committee  continues  to  study  all  maternal 
and  perinatal  mortality  in  the  State.  Of  note  is  the  in- 
creasing mortality  resulting  from  malignancy  in  preg- 
nancy. 

Due  to  the  decreased  birth  rate,  which  can  be  attrib- 
uted to  the  Pill,  the  Abortion  Law,  and  so  forth,  many 


Medical  Aspects  of  Sports 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects 


of  Sports  are: 

Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Albert  B.  Accettola,  M.D Richmond 

Joseph  T.  Findaro,  M.D.  Queens 

Frederick  H.  Grabo,  M.D Oneida 

Donald  T.  Kasprzak.  M.D Clinton 

Joseph  J.  Kaufman,  M.D Wayne 

John  L.  Marshall,  M.D New  York 


The  Sixth  Annual  Symposium  on  the  Medical  As- 
pects of  Sports  was  held  on  February  10,  1973  at  the 
Americana  Hotel  in  New  York  City. 

The  program  was  a huge  success  with  attendance  es- 
timated at  over  750.  The  session  opened  with  an  in- 
spiring address  by  the  Honorable  Ewald  B.  Nyquist, 
Commissioner  of  Education  of  the  State  of  New'  York. 
The  morning  joint  session  for  men  and  women  con- 
sisted of  a panel  of  distinguished  experts' in  new  con- 
cepts of  Screening  of  Athletes.  Joseph  N.  Abrahams, 
Ph.D.  of  Hobart  College  and  a staff  of  trainees  from 
the  metropolitan  colleges  and  professional  teams  pre- 
sented a clinical  demonstration  on  taping  before  an  ov- 
erflowing group  of  interested  spectators.  Carmen 
Cozza,  head  football  coach  at  Yale  University,  was  an 


obstetrical  units  are  going  to  be  phased  out.  This,  of 
course,  represents  a very  serious  problem  at  the  com- 
munity level  for  physicians  and  their  patients.  It  is  a 
sensitive  and  emotional  problem  as  well  since  many 
areas  are  unwilling  to  give  them  up.  There  is  a need 
for  development  of  a logical  procedure  for  the  redistri- 
bution of  obstetrical  units  throughout  the  State.  The 
committee  is  working  with  the  Hospital  Association  of 
New  York  State,  District  II  of  the  American  College  of 
Obstetrics  and  Gynecology,  the  Academy  of  Family 
Physicians,  and  the  Academy  of  Pediatrics  to  establish 
a method  of  doing  this  gracefully  and  putting  these 
units  in  their  proper  places.  The  committee  will 
shortly  initiate  a survey  of  hospital  records  in  a 14- 
county  area  to  gather  data.  This  will  serve  to  establish 
high-quality-care  regional  areas  and  will  also  afford  the 
committee  an  opportunity  to  update  maternal  and  per- 
inatal data,  which  has  often  been  lacking  in  the  rural 
areas.  Special  attention  will  be  given  to  locating  the 
high  risk  patient.  It  is  estimated  that  almost  25  per 
cent  of  these  individuals  account  for  87  per  cent  of  all 
complications.  A good  portion  of  these  high  risk  cases 
(classified  as  those  having  two  or  more  unsuccessful 
pregnancies)  can  now  be  determined.  The  committee 
has  been  advising  physicians  to  contact  their  patients 
and  warn  them  of  their  danger  and  ask  them  to  come 
in  for  an  examination.  The  committee  is  considering 
publication  of  a short  article  in  this  regard.  Another 
important  phase  of  this  investigation  will  be  devoted  to 
updating  care  of  the  newborn. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


excellent  speaker.  The  afternoon  session  consisted  of 
separate  programs  for  the  women  and  men  on  a variety 
of  subjects  of  interest.  The  speakers  were  well  pre- 
pared, gave  excellent  presentations,  and  stimulated 
lively  discussions. 

During  the  past  year,  our  committee  members  par- 
ticipated in  many  regional  and  national  programs. 
There  were  four  events  which  should  be  mentioned. 

1.  The  West  Point  Clinical  Day  was  developed  by 
West  Point’s  staff  in  conjunction  with  the  New  York 
State  Public  High  School  Athletic  Association  and 
our  committee.  This  served  as  a dry  run  for  our 
morning  joint  session.  We  are  most  appreciative  of 
the  efforts  of  the  West  Point  Staff. 

2.  Joseph,  T.  Findaro,  M.D.  has  organized  an  ac- 
tive group  from  the  American  Academy  of  Pediatrics 
and  presented  an  excellent  program  at  Shea  Stadium 
in  New  York  City.  The  Academy’s  New  York  State 
Chapter  has  asked  to  be  a cosponsor  of  our  future 
symposia. 

3.  James  A.  Nicholas,  M.D.  has  developed  the 
Institute  of  Sports  Medicine  and  Athletic  Trauma  at 
the  Lenox  Hill  Hospital  in  New  York  City.  This  is  a 
herculean  task  introducing  a long  range  blueprint  for 
sports  medicine  in  future  decades. 

4.  The  Journal  of  Sports  Medicine,  a national 
publication,  arranged  to  have  our  session  taped  and 
has' agreed  to  publish  our  articles. 
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The  usual  critique  was  held  at  the  conclusion  of  our 
February  10,  1973  Symposium  to  review  the  events  of 
the  day  and  to  outline  the  program  for  1974.  The  ten- 
tative program  for  the  Seventh  Annual  Symposium  has 
been  arranged  as  follows: 

A.M.  Session 

1.  Pediatric  paper,  Joseph  T.  Findaro,  M.D. 

2.  The  New  York  Experimental  Project,  Mr.  J. 
K.  Hafner 

3.  Cross  Body  Black,  Tom  Peterson,  M.D. 

4.  Psychology,  Superstitions  and  Myths,  Donald 
Cooper,  M.D. 

P.M.  Session 

Film  and  Workshops  on  “How  To  Do  It”  by  the 
following  panelists: 

Fred  L.  Allman,  M.D.,  James  A.  Nicholas,  M.D., 
Donald  Cooper,  M.D.,  Joseph  Abrahams,  Joan  Sulli- 
van, and  Muriel  Grossfeld. 

Your  chairman  made  an  in  depth  analysis  of  our  pro- 
gram and  presents  the  following  factors: 

1.  The  cost  of  conducting  a program  of  this  mag- 
nitude in  New  York  City  is  becoming  prohibitive. 

2.  Our  program  competes  with  the  annual  Janu- 
ary meeting  of  the  New  York  State  Public  High 
School  Athletic  Association,  the  Health  Physical  Ed- 
ucation and  Recreation  Association,  the  New  York 
State  Girls  Athletic  Association,  and  the  New  York 
State  Coaches  Association.  Restrictive  budgets  of 
school  boards  of  education  limit  expenditure  of  funds 
in  some  schools  to  one  program. 

3.  The  girls  request  us  to  “get  out  of  New  York 
City.” 

4.  Our  1974  program  theme,  How  to  Do  It  re- 
quires multiple  live  demonstrations.  Our  present  fa- 
cilities are  not  appropriate  for  this  type  of  program. 

5.  Our  news  media  coverage  by  sports  medicine 
journals  is  established  which  does  not  necessitate  our 
being  in  New  York  City. 

6.  By  holding  a joint  meeting  in  January  with  the 
above  organizations,  we  would  have  a captive  audi- 
ence of  2000,  decrease  our  expenses  from  $7500  to  an 
estimated  $5000,  and  improve  our  cost  efficiency  by 
a factor  of  5 or  500  per  cent. 


Mental  Health 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health 


are  as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  Bronx 

Gurston  David  Goldin,  M.D New  York 

Abraham  L.  Halpern,  M.D.  Westchester 

Edith  Mila  Jurka,  M.D.  New  York 

John  P.  Lambert,  M.D.  Westchester 

Stephen  Nordlicht,  M.D.  New  York 

Laurence  Loeb,  M.D.  Westchester 


Your  committee  continues  to  maintain  close  rela- 
tionships with  other  mental  health  organizations. 

Your  committee  has  met  several  times  in  the  past 
year  to  discuss  numerous  topics  in  order  to  develop 
concepts  and  recommendations  which  the  Medical  So- 


7. Recommendations.  That  the  1974  Symposium 
be  scheduled  to  coincide  with  the  January  1974  An- 
nual Meeting  of  the  New  York  State  Public  High 
School  Athletic  Association,  the  Health,  Physical 
Education,  and  Recreation  Association,  the  New 
York  State  Girls  Athletic  Association,  and  the  New 
York  State  Coaches  Association  at  the  Concord 
Hotel  in  the  Catskills.  This  program  to  be  reas- 
sessed in  respect  to  continuing  or  staggering  the 
meeting  place  in  future  years. 

At  the  March  22,  1973  Council  meeting  these  recom- 
mendations were  approved,  and  our  1974  Medical  As- 
pects of  Sports  Symposium  will  be  held  in  conjunction 
with  the  NYSPHSAA,  HPE  & R.,  NYSGAA,  and  the 
NYSCA  meeting  in  January  1974  at  the  Concord  Hotel 
in  the  Catskills.  At  the  April  6,  1973  meeting  of  the 
above  combined  associations,  this  change  was  con- 
firmed. 

Mr.  Benjamin  R.  Goode,  the  publisher  of  the  Journal 
of  Sports  Medicine,  has  received  permission  from  the 
Council  to  tape  the  next  Medical  Society  of  the  State 
of  New  York  Sports  Medicine  Synposium  for  publica- 
tion in  the  Journal  of  Sports  Medicine. 

Our  expenses  for  the  1973  symposium  were  $8,614. 
Since  we  expect  to  reduce  our  expenses  in  1974  to 
$5,000,  we  have  requested  this  amount  for  the  1974 
budget. 

1973  was  another  successful  year.  We  hope  future 
meetings  will  equal  or  exceed  our  past  performances. 
We  are  most  appreciative  of  the  fine  cooperation  of 
our  committee  and  advisory  committee  members  and 
our  most  generous  cosponsors  whose  contributions  have 
assured  the  success  of  these  symposia. 

Our  committee  wishes  to  thank  the  staff  of  the  State 
Medical  Society,  especially  Norman  S.  Moore,  M.D., 
director,  Division  of  Scientific  Activities;  Miss  Dorothy 
M.  Smith,  his  secretary,  and  Mr.  Guy  D.  Beaumont 
and  Mr.  Richard  Klemfuss  of  the  Division  of  Public 
Affairs  for  their  invaluable  assistance  during  the  past 
year. 

As  chairman,  I would  like  to  express  my  appreciation 
to  the  members  of  the  committee  and  the  advisory 
committee. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 


ciety  of  the  State  of  New  York,  hopefully,  will  eventu- 
ally be  able  to  act  on.  Subjects  of  interest  were  the  fo- 
rensic problem  of  the  insanity  defense  in  criminal 
cases,  psychosurgery,  quackery  in  the  mental  health 
field,  licensure  of  allied  mental  health  professions,  and 
“the  sick  physician.”  Subsequent  to  the  submission  of 
this  report,  there  will  be  a joint  meeting  of  the  Com- 
mittees on  Alcoholism,  Drug  Abuse,  and  Mental 
Health  to  evaluate  the  problem  of  the  “sick  physician” 
and  suggest  solutions  to  the  Council  for  further  action. 

It  is  the  consensus  of  the  Mental  Health  Committee 
that  it  should  function  as  an  evaluation  organ  to  deter- 
mine the  validity  of  psychiatric  concepts.  We  should 
assume  responsibility  for  opinions  and  recommenda- 
tions and  develop  program  ideas  which  our  State  Soci- 
ety can  encourage  and  support.  Our  scope  of  activities 
should  encompass  all  matters  pertaining  to  mental 
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health.  This  would  include  treatment  innovations, 
evaluation  of  new  ideas,  legislative  proposals,  liaison 
with  other  psychiatric  groups,  and  health  care  delivery 
critiques. 

With  the  rapid  development  of  mental  health,  drug 
abuse,  and  alcoholism  programs  and  with  the  increas- 
ing emphasis  on  community  mental  health  services,  it 
is  more  and  more  evident  that  the  Society  should  re- 
consider its  role  in  this  growing  and  important  field. 
It  is  our  feeling  that  only  a statewide  organization  can 
exert  the  influence  necessary  to  guide  physicians  and 
educate  the  public  in  this  evergrowing  and  primarily 
important  area.  To  encourage  the  type  of  input  essen- 
tial to  healthy  program  development,  we  need  an  arm 
of  the  State  Society  which  is  able  to  act  independently 
with  direct  responsibility  to  the  Council.  With  this  in 


Metabolic  Diseases 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Dis- 


eases are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman Onondaga 

Marshall  Clinton,  M.D.  Erie 

Ann  B.  Wright,  M.D Dutchess 


The  Committee  on  Metabolic  Diseases  met  and  pre- 
pared the  following  statement  on  oral  hypoglycemic 
agents.  This  was  approved  by  the  Council,  Mav  24, 
1973. 

The  oral  hypoglycemic  drugs  for  diabetes  are  the 
sulfonylureas,  which  include  Tolbutamide  (Orinase), 
Chlorpropamide  (Diabinese),  acetohexamide  (Dyme- 
lor),  and  tolazamide  (Tolinase),  and  the  biguanides, 
phenformin,  (DBI).  These  drugs  have  been  used  for 
the  treatment  of  maturity  onset  diabetes  mellitus 
since  the  mid-1950’s.  In  a controlled  study  carried 
out  by  the  University  Diabetes  Group  Project 
(UDGP),  there  was  an  apparent  increase  in  death 
rate  due  to  cardiovascular  disease  for  patients  on 
these  drugs  compared  with  insulin  or  diet  alone. 
Unfortunately,  the  study  itself  has  been  criticized 
for  having  an  unusually  high  number  of  patients  with 
cardiac  disease  in  the  group  treated  with  oral  agents, 
compared  with  the  other  groups  and  for  using  a fixed 
drug  dosage.  At  the  present  time  the  use  of  these 
drugs  is  clouded  by  the  fact  that  we  are  not  sure  of 
their  safety.  On  the  other  hand,  the  vast  experience 
prior  to  the  UDGP  study  over  a long  period  of  time 
would  at  least  assign  a low  level  of  risk  with  these 
drugs. 

At  present,  we  recommend  that  the  oral  agents  be 
used  at  the  lowest  possible  dose  for  maturity  onset 
patients  whose  obesity  has  been  eliminated  and  who 
cannot  be  maintained  normoglycemic.  We  also  feel 
that  they  may  have  a further  use  in  asymptomatic 


mind,  we  would  like  to  suggest  that  the  Council  con- 
sider the  formation  of  a Commission  on  Mental  Health 
Services  to  encompass  all  committees  involved  in  this 
area.  Let  us  anticipate  the  problems  of  the  future  and 
be  ready  when  called  upon. 

As  committee  chairman,  my  gratitude  to  my  col- 
leagues for  their  thought-provoking  dedication  is  un- 
stinting. We  wish  to  thank  Norman  S.  Moore,  M.D. 
Director  of  the  Division  of  Scientific  Activities,  for  his 
invaluable  advice  and  counsel.  As  always,  we  are 
deeply  appreciative  of  the  devoted  assistance  of  Miss 
Dorothy  M.  Smith,  whose  secretarial  labors  have 
helped  us  function  most  effectively. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 


young  patients  with  abnormal  glucose  tolerance  or 
insulin  response.  They  still  have  a limited  role  in 
the  treatment  of  insulin  resistance.  They  should  not 
be  used  in  the  obese  maturity  onset  diabetic  with 
symptoms.  We  favor  initial  use  of  insulin  in  this 
group. 

In  a general  way,  the  committee  agreed  that  these 
drugs  should  be  used  at  the  lowest  possible  dosage  in 
patients  with  maturity  onset  diabetes  whose  obesity 
has  been  corrected  as  much  as  possible  and  who  cannot 
be  kept  at  normoglycemic  levels. 

The  committee  concedes  that  the  problem  of  correct- 
ing obesity  usually  cannot  be  solved.  It  will  be  neces- 
sary’ for  further  exploration  of  the  various  popular  fad 
diets,  i.e..  Weight  WTatchers,  TOPS,  Diet  Workshop, 
and  so  forth,  it  would  not  be  inappropriate  for  the 
Medical  Society  to  investigate  and  report  which  of 
these  diets  and/or  programs  have  merit. 

The  problem  of  patient  education  regarding  many 
diseases  remains  unsettled.  Coronary  and  diabetic 
teaching  programs  have  been  established  in  some  hos- 
pitals, but  many  have  no  program  of  any  kind.  In  ad- 
dition, other  metabolic  and  endocrine  diseases  are 
barely  understood  by  most  patients.  The  increased 
use  of  adrenalectomy  and  hypophysectomy  for  cancer 
and  diabetic  retinopathy  has  created  a reservoir  of  en- 
docrine diseases.  Some  hospitals  have  manuals,  i.e., 
Peter  Bent  Brigham,  for  patients  who  have  had  an  ad- 
renalectomy but  most  do  not.  Home  dialysis  renal 
programs  have  taught  us  how  much  laymen  can  do  in 
caring  for  difficult  medical  problems  if  they  are  proper- 
ly taught.  It  is  suggested  that  the  New  York  State 
Department  of  Health  develop  brief  teaching  manuals 
and  tapes  that  could  be  available  at  hospitals  through- 
out the  State  for  appropriate  metabolic  and  endocrine 
diseases. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 
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Physical  Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  or*  Physical  Medi- 
cine and  Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  III,  M.D.  Chairman  Westchester 


Peter  S.  Battaglia,  M.D Niagara 

William  H.  Georgi,  M.D  Erie 

Milton  Lowenthal,  M.D. New  .York 

Samuel  S.  Sverdik,  M.D.  New  York 

James  D.  Wharton,  M.D Albany 


Physical  Therapists  and  Assistants.  The  Com- 
mittee on  Physical  Medicine  and  Rehabilitation,  at  its 
meeting  July  13,  1973.  had  an  extensive  discussion  with 
Mr.  Robert  C.  Crowie  of  the  New  York  State  Chapter, 
American  Physical  Therapy  Association.  The  point 
was  again  made  that  the  Association  would  present  its 
legislative  program  to  the  committee  for  review  prior  to 
submission  to  the  State  Legislature.  The  discussion 
was  frank  and  meaningful,  as  was  the  original  discus- 
sion with  Mr.  Stanley  D.  Siegelman,  president  of  the 
New  York  State  Chapter  of  APT  A in  November  of 
1972. 

Mr.  Crowie  stated  that  in  New  York  State  there  are 
two  organizations  representing  physical  therapists  and 
that  APTA  had  the  most  members.  Their  code  of  eth- 
ics, which  each  physical  therapist  follows,  calls  for  re- 
ferral of  a patient  by  a physician.  The  therapist  does 
not  diagnose  the  case  and  must  follow  instructions 
given  by  a physician.  Physical  therapists  do  not  ad- 
vertise for  business.  Because  of  malpractice  insurance, 
most  physical  therapists  prefer  to  have  a written  pre- 
scription. 

Mr.  Crowie  also  discussed  the  definition  of  a physical 
therapist’s  assistant.  He  stated  that  there  is  no  law  in 
this  regard  but  that  it  is  defined  only  in  the  State  Hos- 
pital Code,  Section  10.  Mr.  Crowie  mentioned  that 
Willowbrook  has  36  such  assistants.  The  APTA  pro- 
gram is  a two-year  associate  degree  program  which  can 
be  furthered  into  a four-year  course.  He  also  said  that 
they  are  developing  the  functions  and  limitations  of 
such  an  assistant,  including  a change  in  name  from 
physicial  therapy  assistant  to  physical  therapist’s  assis- 
tant. 

The  current  state  of  the  educational  law  in  relation- 
ship to  the  practice  of  the  profession  of  physical  thera- 
py was  reviewed.  Also  reviewed  was  Bill  =6498- A, 
which  was  submitted  to  the  Education  Committee  of 
the  Legislature,  with  certain  recommended  changes, 
including  as  a referral  source,  dentists  and  podiatrists, 
as  well  as  physicians.  It  would  appear  clear  that  walk- 
in  patients,  nonreferred  are  not  included  under  this 
act.  Bill  =6398-A  was  submitted  by  a small  group  of 
therapists  called  Physical  Therapists.  The  State 
APTA  submitted  Bill  =6498,  which  is  slightly  different, 
but  includes  the  referral  from  dentists  and  podiatrists. 
They,  however,  add  the  “assessment  of  physical  capa- 
bilities and  the  identification  of  and  discrimination  of 
actual  or  potential  functional  limitations.”  There  is 
also  the  addition  of  electrical  and  electronic  tests  and 
measurements  which,  presumably,  include  electromy- 
ography. Neither  of  these  bills  got  out  of  committee  as 
there  was  an  argument  as  to  which  society  represented 
the  physical  therapists  of  the  State.  It  should  be 
noted  that  there  are  1,100  members  of  the  New  York 
State  APTA  and  only  90  members  of  the  Council  of 


Licensed  Physical  Therapists  or  New  York  State  Soci- 
ety of  Licensed  Physical  Therapists. 

It  is  the  intention  of  the  APTA  to  file  =6498  again  in 
the  form  of  a prefiling  in  October  and  November  of 
1973. 

It  was  noted  by  the  Executive  Director  of  the  New 
York  State  APTA  that  the  national  body  of  the  APTA 
has  recommended  approval  of  direct  contact  with  pa- 
tients, rather  than  referral.  We  agreed  that  this  was 
contrary  to  the  current  law  of  the  State  of  New  York. 

The  APTA  has  submitted  a bill  in  reference  to  the 
Good  Samaritan  Law,  which  would  specifically  protect 
physical  therapists  who  give  first  aid  or  emergency 
care,  presumably  in  an  accident.  It  was  not  our  view 
on  reading  this  bill  that  it  covered  “walk-in”  patients 
to  the  office  of  a physical  therapist. 

Considerable  discussion  was  held  in  regard  to  the 
physical  therapy  assistant  amendment.  This  category 
is  not  mentioned  anywhere  in  the  State  Law  and,  ap- 
parently, the  APTA  intends  to  try  to  get  this  position 
designated  in  the  Law.  They  seem  to  have  mixed  feel- 
ings about  this,  perceiving  it,  on  the  one  hand,  as  a 
threat  of  cheaper  and  less  qualified  labor  and,  on  the 
other  hand,  as  a group  to  be  included  under  the  APTA 
for  collective  bargaining  and  other  such  purposes. 
There  also  appears  to  be  a fear  that,  since  the  status 
is  not  defined  in  the  Law,  this  will  somehow  permit  the 
nurses  to  further  implement  the  extension  of  their 
practice  law.  The  broadening  of  the  State  Nursing 
Practice  Act  by  the  New  York  State  Nurses  Associa- 
tion is  apparently  a matter  of  considerable  concern  and 
the  basis  for  much  of  their  efforts  to  have  physical 
therapy  specifically  spelled  out  as  a responsibility  of 
the  physical  therapist. 

There  seems  to  be  some  question  that  the  physical 
therapy  assistant  is  only  mentioned  in  the  State  Hospi- 
tal Code  and  specifically  approved  for  governmental 
hospitals.  The  State  Education  Department  was  also 
instrumental  in  setting  up  and  supporting  the  two  or 
three  schools  that  provide  an  associate  degree  program 
for  physical  therapy  assistants.  The  problems  appar- 
ently relate  to  the  fact  that  very  few  job  openings  are 
available  at  this  level,  and  the  reason  for  this  is  some- 
what unclear,  as  there  appears  to  be  an  indication  of 
general  need.  The  Executive  Director  of  the  APTA 
suggested  that  it  possibly  had  something  to  do  with  lia- 
bility, although  it  would  appear  that  these  individuals 
would  be  covered  under  the  routine  employee  coverage 
of  the  hospital.  The  APTA  would  like  to  call  these 
people  physical  therapists’  assistants,  making  it  clear 
that  they  work  directly  under  a physical  therapist,  pre- 
sumably not  a nurse. 

The  State  Education  Department  apparently  did  not 
wish  the  APTA  to  submit  legislation  in  this  area  at 
this  time. 

The  =6498  bill,  submitted  by  the  APTA  March  1, 
1973  in  the  Assembly,  never  got  out  of  the  Education 
Committee  which  specifically  dropped  the  assessment 
of  physical  capabilities.  It  would  be  of  interest  to 
know  what  advice  the  Education  Committee  received 
on  this  particular  point.  This  would  appear  to  be  the 
crucial  aspect  of  the  suggested  legislation,  as  far  as  the 
physician  is  concerned. 

The  committee  decided  that  at  the  next  meeting,  it 
would  be  desirable  to  have  present  a suitable  represen- 
tative of  the  State  Nurses  Association  in  order  to  get 
their  part  of  this  picture,  since  it  appeared  that  many 
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aspects  of  the  physical  therapists’  approach  were  based 
on  acts,  or  alleged  intentions,  of  the  New  York  State 
Nurses  Association.  This  was  approved. 

Quality  of  Medical  Care.  Heinz  I.  Lippman,  M.D., 
a guest  of  the  committee,  and  Dr.  Lowenthal,  a mem- 
ber, both  have  emphasized  the  major  responsibility  of 
the  physician  in  the  quality  of  care  the  patient  will  re- 
ceive. The  question  arises,  which  is  of  more  concern — 
economic  factors  or  patient  care  factor?  With  these 
questions  in  mind,  each  physician  should  visit  aging 
and  nursing  home  facilities  at  least  every  30  days  rath- 
er than  every  four  months.  The  committee  will  await 


Preventive  Medicine 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medi- 


cine are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Nassau 

Thomas  S.  Bumbalo,  M.D.  Erie 

Leonard  L.  Heimoff,  M.D Bronx 

Max  Milberg.'M.D Kings 

Howard  B.  Shookhoff,  M.D New  York 

Harry  A.  Feldman,  M.D Onondaga 

Alan  R.  Hinman,  M.D Albany 

John  A.  Albanese,  M.D Kings 


During  the  past  year  the  Committee  on  Preventive 
Medicine  held  two  meetings  at  the  Headquarters  of  the 
Medical  Society  of  the  State  of  New  York,  the  chair- 
man also  attended  the  annual  meeting  of  the  Commis- 
sion on  Public  Health  and  Education  with  officials  of 
the  New  York  State  Department  of  Health  at  Albany. 

Smallpox  Vaccinations.  At  the  two  meetings  of  the 
committee,  resolutions  were  passed  unanimously  re- 
questing that  the  present  law',  making  Smallpox  Vacci- 
nations an  elective  procedure  upon  admission  to  school, 
be  rescinded.  This  resolution  was  also  presented  to 
the  commission  for  discussion. 

On  September  20,  1973  the  following  resolution  was 
presented  to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York.  It  was  passed  unanimously. 

WHEREAS.  During  the  past  tw'o  years,  the  number 
of  cases  of  smallpox  reported  by  the  World  Health 
Organization  has  increased,  and 

WHEREAS.  The  following  report  appeared  in  the 
New  York  Times  on  September  18,  1973  stating  that 
“There  has  been  a sharp  rise  in  the  incidence  of 
smallpox,  attributable  to  major  epidemics,  in  Ban- 
gladesh and  the  northern  belt  of  India,”  the  report 
said  Dr.  Halfdan  T.  Mahler,  Director  General  of 
W.H.O.,  told  a new's  conference  here  that  80  per  cent 
of  the  smallpox  cases  in  the  world  were  reported 
from  India.  “As  long  as  there  is  smallpox  in  this 
area,  the  whole  world  is  threatened,”  he  said.  In  a 
single  week  324  cases  of  smallpox  were  reported  from 
Calcutta  alone.”  and 

WHEREAS.  A non-immune  child  population  will 
become  a non-immune  adult  population  in  two  dec- 
ades, and 

WHEREAS.  Primary  vaccination  in  adults  will  still 
be  practiced  among  the  non-immune  recruits  of  the 


the  legislative  program  of  APTA  for  the  Fall  session  of 
the  State  Legislature. 

An  invitation  was  extended  to  Dr.  Lippman  to  at- 
tend the  future  meetings  of  the  committee.  He  has 
accepted  this  invitation. 

Unit  Value  System.  It  was  noted  that  the  Unit 
Value  System  for  the  compensation  fee  schedule  at  the 
present  time,  after  a delay  in  getting  reports  from  the 
various  practicing  physicians,  appropriately  includes 
physical  medicine  and  rehabilitation. 

Respectfully  submitted, 

Edward  J.  Lorenze,  III,  M.D.,  Chairman 


armed  forces,  hospital  personnel,  and  those  working 
at  portals  of  entry  to  the  United  States,  and 

WHEREAS.  Primary  vaccination  in  adults  is  more 
dangerous  than  primary  vaccination  in  children  be- 
tween the  ages  of  1 and  2,  therefore  be  it 

Resolved,  That  the  present  law,  namely  the  dis- 
continuance of  smallpox  vaccination,  be  rescinded 
making  it  again  mandatory  for  school  admissions, 
and  be  it  further 

Resolved,  That  this  resolution  be  submitted  to  the 
Governor,  Commissioner  of  Health  of  the  New  York 
State  Department  of  Health,  and  the  Chairman  of 
the  Legislative  Committee,  the  Medical  Society  of 
the  State  of  New  York,  for  presentation  to  the  pres- 
ent legislature  for  action. 

Opinions  on  Legislative  Bills. 

A2422 — An  Act  to  amend  the  domestic  relations 
law,  in  relation  to  requiring  a premarital  test  for  the 
detection  of  gonorrhea. 

Although  at  present  the  problem  of  venereal  diseases 
is  of  great  concern,  this  is  not  the  proper  time  nor 
place  for  screening  of  gonorrhea.  More  selective 
screening  would  yield  a higher  positive  response  and 
fewer  social  complications. 

A5788 — An  Act  to  amend  the  Public  Health  Law, 
in  relation  to  the  immunization  of  school  children 
against  epidemic  parotitis  mumps. 

The  committee  agreed  to  request  such  immunization 
but  not  as  a mandate.  The  request  furtheimore,  is  to 
include  immunization  against  tetanus. 

A5523 — An  Act  to  amend  the  education  law,  in 
relation  to  requiring  an  examination  of  pupils  to  de- 
termine w'hether  they  suffer  from  thalessemia,  com- 
monly referred  to  as  Cooley’s  or  Mediterranean  ane- 
mia. 

The  committee  recommended  the  principle  of  this 
act  but  not  as  a mandate.  Physicians  should  be  aware 
of  hereditary  diseases  indigenous  to  the  particular  seg- 
ment of  the  population  they  are  treating,  whether  it  be 
thalessemia,  sickle  cell  disease,  Tay-Sachs  disease,  or 
any  other  genetically  transmitted  disease. 

A6545 — An  Act  to  amend  the  domestic  relations 
law,  in  relation  to  requiring  a test  to  determine  the 
presence  of  rubella  in  female  applicants  for  marriage 
licenses. 

The  committee  favors  this  legislation  for  female  ap- 
plicants in  the  child-bearing  age. 
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Opinions  on  Submitted  Resolutions 

The  substitute  resolution  for  resolutions  73-50  and 
73-96  concerning  medical  care  in  rural  and  disadvan- 
taged areas  in  New  York  State  was  considered. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  commitment  to  actively  use 
its  resources  and  influence  to  provide  all  residents  of 
the  State  of  New  York  with  necessary  and  proper 
medical  care;  and  be  it  further 

Resolved,  That  immediate  medical  relief  be  sought 
for  individuals  situated  in  rural  and  ghetto  areas  as 
well  as  those  unable  to  pay  for  medical  services;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  its  willingness  and  desire  to  work 
with  community  and  government  in  the  development 
and  implementation  of  public  programs  to  amelio- 
rate the  current  health  care  needs;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  pledge  to  render  cooperative  assistance  in 
planning  for  improved  housing,  sanitation,  educa- 
tional programs  and  facilities,  police  and  fire  protec- 
tion, which  must  also  be  included  in  overall  public 
efforts  to  improve  the  life  and  health  of  the  inhabi- 
tants of  our  State. 

The  committee  agrees  wholeheartedly  with  the  senti- 
ments expressed  in  this  resolution  and  recommends 
that  all  efforts  should  be  made  to  improve  the  life  and 
health  of  the  inhabitants  of  our  State. 

The  following  resolution  was  prepared  by  the  Public 
Health  Committee  of  the  Kings  County  Medical  Soci- 
ety and  presented  to  the  committee  for  its  opinion: 


Quackery 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Quackery  is  composed  of  the  fol- 


lowing: 

John  F.  Spring,  M.D.,  Chairman Broome 

Allison  B.  Landolt,  M.D Westchester 

Charles  E.  Rogers,  M.D Nassau 

M.  Theordore  Tanenhaus,  M.D Kings 

Joseph  G.  Zimring,  M.D Nassau 


During  the  year  1973  your  committee  has  been  en- 
gaged in  several  activities  and  has  responded  to  re- 
quests for  information  and  investigations  of  quackery 
from  individual  members. 

Early  in  the  year  the  committee,  at  the  request  of 
the  Council,  surveyed  the  component  county  medical 
societies  as  to  the  extent  of  the  practice  of  “scientolo- 
gy.”  Although  the  response  was  less  than  anticipated 
from  the  county  societies,  those  who  did  respond  indi- 
cated very  little  activity  in  “scientology”  in  their 
counties.  This,  apparently,  is  not  the  case  in  other 
parts  of  the  United  States.  The  committee  reported 
its  findings  to  the  Council. 

A Society  member  brought  to  our  attention  the 
Trimdex  Corporation  which  was  advertising  and  selling 
an  appetite  depressent  through  the  mails.  Through 
the  cooperative  efforts  of  the  committee  and  the  Unit- 
ed States  Postal  Service,  Trimdex  Corporation  agreed 


WHEREAS,  The  present  law  makes  it  mandatory  to 
obtain  a serological  test  for  syphilis  at  the  first  pre- 
natal visit,  and 

WHEREAS.  The  Treponema  pallidum  can  cross  the 
placenta  from  the  18th  week  of  gestation  to  birth, 
and 

WHEREAS,  A parturient  may  become  infected  with 
syphilis  after  her  first  visit  and  after  her  initial  sero- 
logical test  for  syphilis  during  early  pregnancy, 
therefore,  be  it 

Resolved,  That  the  law  be  amended  to  mandate  a 
retest  of  the  serological  test  for  syphilis  during  the 
seventh  or  eighth  month  of  pregnancy. 

The  committee  recommended  that  a copy  of  the 
above  resolution  be  sent  to  Bruce  P.  Webster,  M.D., 
chairman,  the  Committee  on  Venereal  Disease;  Vernal 
G.  Cave,  M.D.,  Director,  Venereal  Disease  Control, 
New  York  City  Department  of  Health;  and  Alan  R. 
Hinman,  M.D.,  consultant  to  the  committee  and  Assis- 
tant Commissioner,  Division  of  Epidemiology  and  Pre- 
ventive Services,  New  York  State  Department  of 
Health,  for  their  comments  and  opinion. 

Screening  for  Hypertension.  The  committee  would 
endorse  any  medically  controlled  program  for  hyper- 
tension that  would  not  exploit  the  patient.  It  recom- 
mends that  every  physician,  regardless  of  specialty, 
have  the  blood  pressure  of  his  patients  taken  during 
the  examination.  This  applies  to  adults  as  well  as  ad- 
olescents. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.  Chairman 


to  cease  operation,  not  only  in  New  York  State,  but 
Connecticut  as  well. 

The  committee  investigated  and  responded  to  the 
use  of  magnetic  fields  in  the  control  of  intractable 
pain. 

We  also  continued  our  vigilance  on  chiropractic  ac- 
tivities. At  present  the  committee  is  collecting  data 
for  the  Medical  Society  of  the  State  of  New  York  to 
promote  the  sponsorship  of  legislation  that  will  further 
restrict  chiropractic  activity  in  New  York  State.  The 
committee  has  embarked  on  a new  plan  of  action 
which  will  be  carried  out  over  the  next  three  years. 

We  have  enlarged  our  activities  to  include  a number 
of  new  programs.  In  the  Fall  of  1973,  we  contacted 
several  of  the  volunteer  health  agencies  throughout  the 
State  and  scheduled  a meeting  to  develop  a coordinat- 
ed effort  to  combat  medical  quackery.  It  is  our  intent 
to  develop  programs  that  will  meet  the  criteria  of  rele- 
vancy, practicability,  and  permanency.  By  involving 
the  volunteer  agencies,  we  hope  to  develop  effective  ed- 
ucational materials  to  include  among  others,  cancer, 
arthritis,  and  cardiovascular  quackery.  We  will  devel- 
op educational  materials  geared  to  adults  as  well  as  a 
syllabus  to  be  used  in  health  education  in  the  elemen- 
tary and  junior  high  schools.  If  these  efforts  prove  suc- 
cessful, we  intend  to  extend  an  invitation  for  coopera- 
tion to  the  Comprehensive  Health  Planning  agencies, 
Regional  Medical  Programs,  and  other  allied  profes- 
sional societies. 
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We  expect  to  continue  our  work  with  the  voluntary 
health  agencies  as  long  as  there  is  mutual  interest.  We 
are  in  the  process  of  developing  an  educational  demon- 
stration to  be  used  at  public  gatherings  and  in  schools 
throughout  the  State.  Hopefully,  we  will  be  able  to 
include  the  Medical  Society’s  exhibit  van  for  further 
demonstration  projects. 

Members  of  the  committee  attended  the  AMA  Re- 
gional Conference  on  Quackery  on  August  25,  1973. 

I would  like  to  thank  the  members  of  the  Quackery 
Committee  for  their  interest,  enthusiasm,  and  atten- 
dance at  meetings  this  past  year.  I would  also  like  to 


School  Health 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  School  Health 


are  as  follows: 

George  J.  Cunningham,  M.C.,  Chairman  Suffolk 

Edward  M.  DiTolla,  M.D New  York 

Robert  A.  Hoekelman,  Jr.,  M.D Monroe 

Sidney  Leibowitz,  M.D.  New  York 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 


This  committee  held  three  meetings  in  the  past  year, 
October,  January,  and  May  of  1973.  We  plan  to  con- 
tinue this  routine  in  the  future. 

I must  comment  on  the  excellent  attendance  and  the 
very  vigorous  and  stimulating  discussions  for  which  I 
wish  to  publicly  offer  my  profound  thanks  to  the  com- 
mittee since  some  of  the  members  have  to  travel  long 
distances  to  attend. 

At  the  November  8th  meeting,  some  of  the  following 
problems  were  discussed: 

Sex  Education  in  the  Schools.  This  was  discussed 
quite  freely  and  openly  and  we  came  to  the  following 
decision:  The  committee  felt  that  sex  education 

should  be  the  responsibility  of  the  school  PTA  and 
community  school  boards  and  recommended  that  sex 
education  be  mandated  into  the  school  curriculum.  It 
was  also  recommended  that  every  school  district  try  to 
seek  an  individual  teacher  trained  in  the  field  of  sex 
education  to  teach  pupils  after  the  fourth  grade,  and  to 
mandate  sex  education  for  all  teaching  college  curricu- 
la. In  addition,  we  felt  that  guidelines  should  be  de- 
veloped regarding  sex  education  in  the  secondary 
schools  because  of  the  wide  spread  incidence  of  venere- 
al disease  in  the  younger  group. 

Physical  Examinations.  Another  point  discussed 
at  this  meeting  was  the  question  of  school  examina- 
tions. We  came  to  the  conclusions  that  yearly  could 
be  dispensed  with  and  instead  be  performed  at  first, 
third,  fifth,  seventh  and  tenth  grade  levels.  With  the 
huge  school  population  and  the  paucity  of  school  physi- 
cians, it  was  felt  that  mandating  yearly  school  physi- 
cals could  well  lead  to  assembly  line  “tactics.”  I will 
discuss  a possible  solution  to  this  when  I come  to  the 
role  of  nurse  practitioner  in  a short  while.  ' 

Bus  Safety  Standards.  School  bus  safety  standards 
were  discussed.  The  committee  feels  that  the  speed  of 
school  buses  should  be  controlled  and  that  the  health 
of  the  driver  is  a major  problem.  It  was  felt  that  we 
should  correlate  our  work  in  this  regard  with  the  Com- 
mittee on  Accident  and  Injury  Prevention.  This  coin- 


thank  Norman  S.  Moore,  M.D.,  Director,  Division  of 
Scientific  Activities  and  Mr.  Guy  D.  Beaumont,  Direc- 
tor, Division  of  Public  and  Professional  Affairs  for  their 
assistance  to  the  committee  and  leadership  during  the 
past  year. 

The  committee  as  a whole  would  like  to  commend 
Alfred  A.  Angrist,  M.D.,  Editor  of  the  New  York  State 
Journal  of  Medicine  for  his  excellent  and  timely  chiro- 
practic and  quackery  editorials. 

Respectfully  submitted, 

John  F.  Spring,  M.D.,  Chairman 


mittee  agreed  wholeheartedly  with  the  resolution  enti- 
tled “Bus  Safety”  instituted  by  the  Onondaga  and 
Nassau  County  Medical  Societies,  to  wit  that  the  Med- 
ical Society  of  the  State  of  New  York  petition  the  Gov- 
ernor and  Legislature,  particularly  Senator  John  D. 
Cammerer  and  Assemblyman  George  J.  Farrell,  Jr., 
the  appropriate  regulatory  agencies,  ie,  the  Depart- 
ment of  Motor  Vehicles  and  Transportation,  and  the 
New  York  State  Traffic  Safety  Council  to  set  proper 
standards  in  our  State  and/or  to  see  to  it  that  these 
standards  are  set  nationally.  At  our  second  meeting, 
January  8,  1973,  a very  comprehensive  report  prepared 
by  the  Nassau  County  Bus  Safety  Committee  was  pre- 
sented to  us  by  an  invited  guest,  Mr.  Henry  Young, 
County  Director  of  Safety,  Nassau  County. 

School  Physicians.  The  subject  of  school  physi- 
cians was  discussed,  and  the  committee  recommended 
that  courses  be  developed  to  upgrade  qualifications  and 
credentials  of  the  average  school  physician  and  to  get 
endorsement  of  the  American  School  Physicians  Health 
Association.  Rather  than  being  called  a school  physi- 
cian, he  might  be  called  a consultant  and  cover  several 
school  districts.  This  might,  to  a certain  extent,  miti- 
gate some  of  the  financial  squeeze  that  is  ever  present 
in  all  school  systems.  Routine  tests  and  simple  exami- 
nations might  be  performed  by  a school  nurse  practi- 
tioner. The  role  of  a school  physician  should  be  rede- 
fined. It  was  brought  to  the  attention  of  the  commit- 
tee at  this  meeting  that  52  per  cent  of  the  schools  in 
the  United  States  did  not  have  school  physicians. 

In  connection  with  the  preceding  statement,  I would 
like  to  present  a summary  of  an  article  which  appeared 
in  the  Journal  of  School  Health,  January',  1973,  enti- 
tled “School  Physician,  A Weakening  Breed,”  by  Nor- 
man B.  Schell,  a very  valued  member  of  this  commit- 
tee. A short  summary  of  this  article  is  as  follows: 

Review  of  recent  trends  in  school  health  services 
reveals  many  areas  which  have  become  a domain  of 
several  specialized  disciplines  within  the  schools. 
Unless  the  current  school  physician  acquires  deeper 
knowledge  in  these  fields  his  influence  and  value  in 
school  settings  will  diminish. 

Immunization.  The  next  item  taken  up  on  the 
agenda  was  the  problem  of  the  uniform  policy  of  im- 
munizations of  infants  and  children  in  New  York 
State.  This  was  discussed  and  we  decided  to  table  this 
and  present  it  at  a subsequent  meeting,  after  publica- 
tion of  the  forthcoming  Red  Book  of  Pediatrics  which  is 
to  be  updated  shortly.  The  next  meeting  will  be  in 
October  or  November,  1973  and  at  that  and  subsequent 
meetings,  we  plan  to  fully  discuss  and  cover  the  fol- 
lowing problems: 
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1.  School  nurse  practitioner. 

2.  Use  of  drugs  in  sports,  high  school,  college. 

3.  Hearing  and  visual  testing  in  school. 

4.  Dental  needs  of  school  children. 

5.  Early  detection  and  remediation  of  learning 
and  behavior  problems. 


Venereal  Disease 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Venereal  Disease 


are  as  follows: 

Bruce  P.  Webster,  M.D.,  Chairman  . . New  York 

Burton  Allyn,  M.D Rockland 

Louis  E.  Soscia,  M.D Bronx 


No  meetings  of  this  committee  have  been  held  since 
there  appeared  to  be  no  pressing  problems  to  bring  be- 
fore the  committee. 

The  National  Commission  on  Venereal  Disease  of  the 
Department  of  Health,  Education,  and  Welfare  recom- 
mended that  the  Governor  of  each  State  appoint  a VD 
Task  Force  to  correlate  the  work  of  the  state  health  de- 


Nursing and  Allied  Health  Professions 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Nursing  and  Al- 


lied Health  Professions  are  as  follows: 

Lester  J.  Candela,  M.D.,  Chairman Nassau 

Frank  Albert  Baumann,  M.D Broome 

Clarke  T.  Case,  M.D.  Oneida 

Katharine  L.  Friedmann  Westchester 

Frank  C.  Nichols,  M.D.  Nassau 


Nursing.  The  Committee  on  Nursing  and  Allied 
Health  Professions  met  on  April  16th,  1973  in  response 
to  a letter  from  an  upstate  hospital,  which  requested 
advice  in  regard  to  a demand  by  the  Nursing  Depart- 
ment of  an  affiliated  college.  The  hospital  had  been 
requested  to  permit  the  nursing  students  to  take  histo- 
ries of  patients,  utilizing  tape  recorders,  following 
which  the  tapes  could  be  replayed  for  “teaching  pur- 
poses.” It  was  the  intent  of  the  school  to  have  the 
nursing  students  perform  complete  physical  examina- 
tions, including  “mensuration,  inspection,  palpation, 
percussion,  and  auscultation.”  The  committee  dis- 
cussed the  problem  and  voted  disapproval  on  several 
grounds: 

1 There  was  a possiblity  for  independent  judgment 
in  the  absence  of  adequate  training. 

2 There  were  the  posibilities  of  a)  Having  the  tapes 
fall  into  the  wrong  hands;  and  b)  If  the  tapes  were 
destroyed  (as  allegedly  intended)  and  a court  case 
should  evolve  with  the  plaintiff’s  lawyer  requesting 
the  tapes  as  evidence,  other  legal  complications 
might  arise. 

3 Several  legal  counsels  gave  the  opinion  that  the 
procedure  might  be  illegal. 


6.  Hemoglobin  and  hematocrit  studies  in  schools. 

7.  Bacteria  screening  and  early  detection  of  uri- 
nary problems,  especially  in  young  females. 

Respectfully  submitted, 

George  F.  Cunningham,  M.D.,  Chairman 


partment,  the  state  medical  society  and  such  organiza- 
tions as  the  Parent-Teachers  Association  and  others 
concerned  in  the  problem  of  the  venereal  disease  con- 
trol within  the  state.  Many  states  have  already  done 
this  and  preliminary  conversations  have  been  held  with 
the  New  York  State  Health  Department  in  Albany. 

In  my  opinion,  the  instigation  of  such  a task  force  or 
committee  is  one  of  the  important  things  which  the  ve- 
nereal disease  committee  of  the  Medical  Society  of  the 
State  of  New  York  could  do.  I have  been  out  of  the 
country  but  have  now  returned  and  contemplate,  in  the 
immediate  future,  carrying  on  conversations  in  regard 
to  getting  together  the  members  of  the  committee  and 
interested  consultants,  with  this  in  mind. 

Respectfully  submitted, 

Bruce  Webster,  M.D.,  Chairman 


4  There  is  question  of  the  vague  understanding  and 

admissibility  of  “informed  consent.” 

At  the  meeting  of  the  Council,  the  disapproval  of  the 
committee  was  upheld. 

The  committee  also  expressed  the  view  that  if  a 
nurse  merely  observes  and  reports  in  the  traditional 
manner,  she  would  not  be  practicing  medicine,  but  if 
she  attempted  to  evaluate  her  findings  independently 
and  takes  action,  this  would  be  the  practice  of  medi- 
cine. It  was  noted  that  the  nurses’  “action  should 
hinge  on  expressed  orders  and/or  concurrence  in  each 
case.” 

The  committee  also  suggested  that  the  hospital  in 
question  should  consult  its  own  legal  department  and 
that  of  the  Hospital  Association  of  New  York  State. 

The  Council  concurred  and  approved  the  committee 
report  as  a whole  and  the  hospital  was  to  be  so  noti- 
fied. 

Allied  Health.  As  the  chairman  of  the  Nursing  and 
Allied  Health  Professions  Committee,  I attended  a 
meeting  of  the  Public  Health  and  Education  Commis- 
sion in  Albany  on  July  19,  1973.  The  agenda  of  the 
meeting  probably  will  be  detailed  under  that  commis- 
sion’s report,  but  the  undersigned  reported  the  views  of 
the  committee,  and  those  of  the  nursing  profession  as 
related  here. 

The  undersigned  expressed  some  misgivings  about 
the  insidious  introduction  of  insufficiently  trained  per- 
sonnel into  the  profession,  potentially  creating  a situa- 
tion reminiscent  of  the  pre-Flexner  days.  Happily,  it 
is  noted  that  the  State  Publid  and  Professional  Rela- 
tions Committee  shares  similar  concern  and  has  ap- 
proved an  appropriate  resolution  calling  for  action. 

Respectfully  submitted, 

Lester  J.  Candela,  M.D.,  Chairman 
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Scientific  Activities,  Publications,  and  Miscellaneous 


Archives 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  the 


following: 

Joseph  A.  Tamerin,  M.D.,  Chairman  New  York 
Morris  R.  Keen,  M.D.  Suffolk 

Bernard  R.  Margolius,  M.D.  Greene 

Harriet  Northrup,  M.D Chautauqua 


The  Committee  on  Archives  of  the  Medical  Society 
of  the  State  of  New  York  culminates  its  activities  an- 
nually at  the  meeting  of  the  Society  at  the  Americana 
Hotel. 

For  the  past  number  of  years,  with  the  cooperation  of 
a number  of  other  interested  archival  groups,  its  semi- 
nars at  the  annual  meeting  have  been  devoted  to  the 
special  technics  for  the  discovery  and  preservation  of 
medical  archives  in  the  State  of  New  York. 

These  other  archival  groups  are  the  Medical  Archi- 
vists of  New  York,  the  United  Hospital  Fund,  a special 
committee  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  the  Committee  on 
Archives  and  Regional  History  of  the  Medical  Society 
of  the  County  of  New  York,  and  the  Subcommittee  on 
Archives  of  the  New  York  Academy  of  Medicine. 

A very  elaborate  two-day  workshop  on  the  preserva- 
tion of  archives  was  held  last  year  in  advance  of  the 
annual  meeting  at  the  United  Hospital  Fund,  whose 
director,  Mr.  Joseph  Terrenzio,  is  actively  cooperating 
with  our  committee  in  the  effort  to  make  our  work  an 
example  to  the  rest  of  the  country,  particularly  in 
preparation  for  the  Bicentennial  of  Independence  in 
1976. 

We  are  engaged  in  the  microduplication  of  museum 
archives,  with  particular  reference  to  the  archives  of 
the  Medical  Society  of  the  County  of  New  York,  from 
whom  we  have  a grant  to  microform  its  priceless  ar- 
chives dating  from  1806.  Examples  of  these  will  serve 
as  an  example  to  be  followed,  hopefully,  by  the  other 
county  medical  societies  of  the  State.  Samples  of 


these  microforms  have  been  presented  to  the  Medical 
Society  of  the  State  of  New  York,  which  has  purchased 
two  microform  Eastman  Kodak  Readers  that  will  ulti- 
mately be  placed  in  the  Bernstein  Library  for  reference 
and  use. 

The  committee  respectfully  requests  the  use  of  Room 
153  at  the  Lake  Success  headquarters  of  the  Medical 
Society  of  the  State  of  New  York  as  an  archive  and  re- 
gional history  museum.  We  have  already  obtained  a 
tender  of  a gift  of  exhibition  cases  from  the  American 
Museum  of  Natural  History  in  New  York  City.  It  is 
our  hope  that  the  various  county  societies  will  loan  this 
archival  museum  their  historical  archives,  at  least  the 
Finest  examples,  for  display. 

These  historical  archives  are  precious  and  fragile. 
They  are  being,  or  ought  to  be,  microformed  and 
hence  available  in  that  format  to  scholars  who  should 
not  be  permitted  to  handle  the  originals,  some  of  which 
are  as  gracefully  transcribed  as  the  Declaration  of  Inde- 
pendence. 

While  this  suggestion  is  not  within  the  purview  of 
this  committee,  we  would  also  like  to  suggest  that  the 
uses  of  the  Bernstein  Library  be  directed  toward  medi- 
cal history  and  particularly  New  York  State  regional 
history. 

The  collection  need  not  be  the  most  complete  one, 
but  we  are  sure  that  any  number  of  physicians  have 
history  books,  both  medical  and  nonmedical,  that  they 
would  donate  and  that  would  be  illuminating  and  use- 
ful for  students  permitted  to  use  the  facilities  of  the 
Bernstein  Library. 

The  combination  of  a collection  of  microforms  and 
such  books  should  create  a most  interesting  addition  to 
the  usefulness  of  the  Lake  Success  headquarters. 

The  suggestions  and  recommendations  made  by  this 
committee  have  been  referred  by  the  Council  to  the 
Library  Committee. 

Respectfully  submitted, 

Joseph  A.  Tamerin,  M.D.,  Chairman 


Convention 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1973  Convention  Committee  consisted  of  the  fol- 


lowing: 

Bernard  J.  Pisani,  M.D.,  Chairman  .New  York 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

Joseph  G.  Zimring,  M.D Nassau 

Norman  S.  Moore,  M.D.,  ex  officio Tompkins 


The  167th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  took  place  February  11 


through  15,  1973,  at  the  Hotel  Americana  in  New  York 


City. 

The  following  are  the  attendance  figures: 

General  Attendance 

Physicians  2,713 

Allied  Professions 540 

(dentists,  nurses,  medical  students,  and  so  forth) 

Guests  529 

Technical  Exhibitors  600 

Total  4,382 


This  is  an  increase  of  more  than  400  registrants  over 
the  1972  meeting. 
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Section  and  Session  Attendance 
General  Sessions 

Sunday  (all  day) 1,000 

Monday  P.M 225 

Tuesday  P.M 300 

Wednesday  P.M 500+ 

Sections 

Allergy  30 

Anesthesiology  76 

Chest  Diseases  125 

Data  Processing  in  Medicine . 43 

(joint  with  Pathology) 

Dermatology  & Syphilogy  100 

Family  and  General  Practice  90 

(joint  with  Psychiatry) 

Gastroenterology  & Proctology  54 

Internal  Medicine  585 

Medical  Legal  & Workmen’s  Compensation  . . . 50 

(joint  with  Occupational  Medicine) 

Obstetrics  and  Gynecology  35 

Occupational  Medicine  50 

(joint  with  Medical  Legal) 

Ophthalmology 52 

Orthopedic  Surgery  74 

(joint  with  Pediatrics) 

Otolaryngology  100 

Pathology 43 

(joint  with  Data  Processing) 

Pediatrics  74 

(joint  with  Orthopedics) 

Physical  Medicine  40 

Plastic  & Reconstructive  Surgery  63 

(joint  with  Urology) 

Preventive  Medicine  and  Public  Health  58 

Psychiatry  90 

(joint  with  Family  & General  Practice) 

Radiology 25 

School  Health 70 

Space  Medicine  60 

Surgery 44 

Urology 63 

(joint  with  Plastic  Surgery) 

Sessions 

Archives  20 

Neurology  24 

Neurosurgery  24 


Scientific  Program.  Attendance  at  scientific  meet- 
ings seemed  to  be  better  than  in  the  last  few  years. 
Especially  well  attended  and  popular  was  an  all-day 
General  Session  on  Acupuncture,  1,000.  The  Section 
on  Internal  Medicine  in  cooperation  with  the  New  York 
State  Society  of  Internal  Medicine  presented  a panel 
discussion  on  “The  Heart”  that  drew  an  audience  of 
close  to  600.  This  was  part  of  a full  day’s  program  that 
was  continued  that  afternoon  as  a General  Session. 
The  afternoon  segment  of  “Heart  Day”  was  also  very 
well  attended,  about  500  physicians.  The  following 
sections  combined  for  joint  programs  and  meetings: 
Data  Processing  in  Medicine  with  Pathology;  Family 
and  General  Practice  with  Psychiatry;  Medical  Legal 
and  Workmen’s  Compensation  Matters  with  Occupa- 
tional Medicine;  Orthopedic  Surgery  with  Pediatrics; 
and  Plastic  and  Reconstructive  Surgery  with  Urology. 

Scientific  Exhibits.  Albert  H.  Douglas,  M.D., 
chairman,  and  his  committee  chose  44  applications 
from  about  60  that  were  received  A strong  deter- 
mined approach  was  made  to  solicit  exhibits  of  merit. 
There  was  a genera!  curtailment  of  funds  available  for 


exhibits  by  departments  at  universities  and  from  other 
usual  sources  of  support.  We  are  pleased  to  report 
that  there  was  a satisfactory  response  to  this  approach 
and  that  the  exhibits  shown  at  the  1973  Convention 
were  at  least  comparable  in  interest  to  those  previously 
shown. 

The  chairman  thanks  the  members  of  the  Subcom- 
mittee on  Scientific  Exhibits  and  renders  special 
thanks  to  Miss  Mollie  Pesikoff,  without  whose  particu- 
lar efforts  and  intelligent  cooperation,  the  exhibits 
would  not  have  been  successful. 

Scientific  Motion  Pictures.  The  Scientific  Motion 
Picture  program,  under  the  co-chairmanship  of  Ken- 
neth B.  Olson,  M.D.,  and  James  J.  Quinlivan,  M.D., 
began  Sunday  morning  and  continued  daily  through 
Wednesday.  Sixty-five  films  were  shown.  We  are  in- 
debted and  grateful  to  the  New  York  State  Department 
of  Health  for  arranging  the  program  and  sending  well 
trained  personnel  to  the  convention  to  supervise  the 
showing  of  the  many  films.  Following  this  report  is  a 
report  on  the  Medical  Film  Library  by  Dr.  Quinlivan. 

Technical  Exhibits.  William  B.  Rawls,  M.D., 
Chairman  reported  that  again,  due  to  the  “tight” 
money  condition,  pharmaceutical  companies  had  cur- 
tailed and  decreased  many  of  their  exhibits.  Never- 
theless, Mrs.  Camille  Cunningham  reports  that  68  ex- 
hibit booths  were  sold.  All  members  and  guests  of  the 
society  were  urged  to  attend  and  visit  the  technical  ex- 
hibits. The  income  from  these  exhibits  pays  for  a con- 
siderable part  of  the  expenses  of  the  annual  conven- 
tion. 

Scientific  Exhibits  Awards.  The  committee,  under 
the  chairmanship  of  Albert  H.  Douglas,  M.D.,  visited 
and  studied  the  scientific  exhibits  and  selected  the 
award  winning  exhibits.  The  certificates  were  properly 
inscribed  after  the  convention  and  sent  to  each  of  the 
winning  exhibitors. 

Dinner  Dance.  The  annual  meeting  and  dinner 
dance  in  honor  of  the  outgoing  president,  Edward  Sie- 
gel, M.D.,  was  held  on  Wednesday  at  the  Americana 
Hotel  during  convention  week.  A reception  and  cock- 
tail party  was  followed  by  an  excellent  dinner  at  which 
Henry  I.  Fineberg,  M.D.,  served  as  toastmaster.  Ap- 
proximately 300  guests  attended  this  event.  Arthur  H. 
Diedrick,  M.D.  is  chairman  of  this  committee. 

House  of  Delegates.  Over  100  resolutions  were  sub- 
mitted to  the  House  for  action.  Deliberations  and 
final  actions  are  reported  in  detail  in  the  June  1,  1973 
issue  of  the  New  York  State  Journal  of  Medicine. 

1974  Convention.  At  this  writing,  the  Scientific 
Program  Committee,  the  Convention  Committee,  and 
the  Associate  Chairmen  for  General  Sessions  have  met 
on  three  occasions  and  set  into  motion  plans  for  the 
1974  Convention. 

One  of  the  items  suggested  to  the  Council  and  the 
House  of  Delegates  at  the  Convention  Committee 
meeting  was  the  separation  of  the  House  of  Delegates’ 
meeting  from  the  Scientific  meetings  activities.  It  was 
decided  to  divide  the  scientific  exhibits  into  two  areas, 
hoping  that  this  will  encourage  more  attendance  and 
interest  by  our  physicians  in  the  items  displayed  at  the 
technical  booths. 

Thanks  is  expressed  by  the  Convention  chairman 
and  his  committee  to  all  members  of  the  society  and 
especially  to  our  dedicated  staff  who  participated  in  all 
convention  activities. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 
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Medical  Film  Library.  There  was  a one-third  in- 
crease in  medical  film  usage  in  the  past  year  approxi- 
mately the  same  number  of  users.  Most  of  this  in- 
crease in  use  of  the  films  was  by  the  medical  staffs  of 
hospitals,  medical  schools,  and  nursing  schools. 

Three  new  medical  films  and  one  filmstrip  were 
added  to  the  library  during  the  year:  “Postmenopaus- 
al Osteoporosis — Differential  Diagnosis  and  Treat- 
ment”; “Psychohormonal  Aspects  of  the  Menopause”; 
"The  Treatment  of  Acute  Drug  Overdose.” 

The  filmstrip  was  on  Arrvhthmia  Recognition. 

Reviews  of  three  films  were  published  in  the  New 
York  State  Journal  of  Medicine;  i.e.;  The  Case  for  Pop- 
ulation Control  (G.D.  Searle  Company)  Aldosterone: 
Story  of  a Hormone  (G.D.  Searle  Company)  What  Did 
You  Take?  (New  York  State  Department  of  Health). 

Sixty-five  films  were  shown  in  four  days  at  the  last 
State  Medical  Society  Convention.  And,  from  our  ob- 
servation, the  Motion  Picture  Program  remains  a pop- 
ular element  of  the  Scientific  Program  of  the  Conven- 


Public and  Professional  Relations 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Public  and  Professional  Rela- 


tions Committee  are: 

Milton  Rosenberg,  M.D.,  Chairman  Suffolk 

Clement  J.  Boccalini,  M.D Nassau 

Russell  C.  Johnson,  M.D Albany 

Eli  A.  Leven,  M.D Monroe 

James  R.  Nunn,  M.D Erie 

Thomas  D.  Pemrick,  M.D Rensselaer 

John  A.  Root,  M.D.  Onondaga 

John  F.  Spring,  M.D Broome 

William  C.  Stein,  M.D Niagara 


Nineteen-seventy-three  was  a year  of  examination 
and  evaluation,  goal  setting,  restructuring,  planning, 
development  and  progress.  The  Public  and  Profession- 
al Relations  Committee  with  the  assistance  of  the  staff 
of  the  Division  of  Public  and  Professional  Affairs  con- 
tinued to  serve  the  requirements  of  the  membership 
and  the  various  divisions  and  committees  of  the  Medi- 
cal Society  of  the  State  of  New  York.  This  policy  will 
continue  during  1974. 

Structure  of  the  Committee.  Since  the  Commis- 
sion on  Public  and  Professional  Affairs  has  been  phased 
out  through  the  transfer  of  the  Legislation  Committee 
to  the  Commission  on  Governmental  Affairs,  the  Pub- 
lic and  Professional  Relations  Committee  now  reports 
directly  to  the  Council. 

The  committee  was  requested  to  formulate  a struc- 
ture of  operation.  The  following  was  submitted  to  the 
Executive  Vice-President: 

Official  Name:  The  Public  and  Professional  Rela- 

tions Committee 

Purpose:  To  provide  public  and  professional  rela- 

tions support  for  the  activities  and  programs  of 
MSSNY  committees,  divisions,  departments,  officers, 
staff  and  other  bodies  as  and  when  deemed  appropriate 
to  the  best  interest  of  the  membership. 

Composition:  The  committee  shall  be  constructed 

to  meet  the  following  criteria: 


tion.  It  affords  physicians  the  opportunity  to  see  the 
films  that  interest  them  as  well  as  to  rest  their  weary 
feet. 

Below  is  the  data  on  usage  of  medical  films,  by  cate- 
gory of  users,  for  the  past  two  years. 


Shipments  Films  Used 


Category 

1973 

1972 

1973 

1972 

Private  physicians 

95 

83 

138 

151 

Medical  staffs  of  hospitals 

3,182 

3,101 

4,512 

4,028 

Medical  schools 

308 

410 

496 

504 

Pharmacy  schools 

9 

5 

12 

6 

Nursing  schools 

4,726 

4,331 

7,433 

5,913 

Public  health  staffs 

982 

988 

1,418 

1,406 

Voluntary  health  agencies 

438 

489 

664 

627 

Colleges-Bio-Sciences 

1,980 

2,050 

2,846 

2,662 

Total 

11,720 

11,457 

17,519 

15,297 

Respectfully  submitted, 

James  J.  Quinlivan,  M.D.,  Chairman 


a.  The  number  of  members  shall  be  eight  plus 
the  chairman. 

b.  Appointments  to  the  committee  shall  give 
consideration  to  geographical  distribution  so  as  to  in- 
clude representation  from  large  and  small  metropoli- 
tan areas  as  well  as  suburban  and  rural  areas. 

c.  The  tenure  of  members  shall  be  a maximum  of 
two  three-year  consecutive  terms.  Appointments  to 
the  committee  will  be  administered  on  a staggered 
system  so  there  will  be  three  new  members  each  year 
(other  than  replacements).  A committee  member 
may  be  removed  at  the  discretion  of  the  committee 
as  a result  of  being  absent  from  more  than  50  per 
cent  of  the  committee  meetings  in  a calendar  year. 
Report  to  Membership.  The  committee  proposed 

the  concept  of  an  MSSNY  Report  to  the  Membership. 
Approval,  however,  was  received  too  late  for  the  report 
to  be  completed  and  included  in  the  January  1974 
Journal.  The  project  will  be  implemented  during  1974 
and  included  in  the  January  1975  Journal.  The  Report 
to  the  Membership  will  present  MSSNY  member  ben- 
efits, accomplishments  and  services.  The  report  will 
visually  demonstrate  how  MSSNY  dollars  are  spent  to 
provide  the  needed  services.  Unbound  copies  will  be 
included  in  MSSNY  new  member  kits.  Distribution  of 
the  report  to  potential  members  will  concisely  demon- 
strate the  value  of  MSSNY  membership. 

Pamphlets.  Two  highly  successful  MSSNY  pam- 
phlets were  updated  and  modernized.  Three  thousand 
copies  of  “A  Guide  to  Cooperation  for  Doctors,  Hospi- 
tals and  Reporters”  and  five  thousand  copies  of  “Stan- 
dards of  Practice  for  Doctors  and  Lawyers”  were  print- 
ed. 

Workshop.  The  need  for  a workshop  on  public  rela- 
tions techniques  with  particular  emphasis  on  media 
relations  came  to  light  as  a result  of  a survey  of  county 
medical  societies’  public  relations  needs.  This  “com- 
munications” workshop  is  scheduled  to  be  held  in  the 
Spring  of  1974  for  appropriate  incoming  county  officers 
and  chairmen.  The  goal  of  this  project  is  to  assist  the 
county  medical  society  spokesman  in  preparing  to  bet- 
ter meet  the  needs  of  the  news  media. 
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The  committee  stated  that  peer  discipline  would  go 
a long  way  toward  obtaining  public  confidence  in  the 
profession.  The  techniques  of  communications  will  do 
little  if  confidence  is  lacking. 

Physicians'  Associates.  The  following  was  submit- 
ted to  the  Council: 

The  Public  and  Professional  Relations  Committee 
notes  with  concern,  the  trend  toward  Physicians’  As- 
sociates, Nurse  Practitioners,  and  so  forth  becoming 
involved  in  the  practice  of  medicine  and  recom- 
mends that  the  Council  assign  an  ad  hoc  committee 
to  study  and  make  its  recommendations  to  the  ap- 
propriate reference  committee  at  the  next  House  of 
Delegates  meeting. 

The  Council  said  this  problem  would  be  referred  to 
an  existing  committee  “when  the  present  reorganiza- 
tion of  MSSNY  committees  is  completed.” 

Position  Papers.  The  committee  continued  to 
gather  MSSNY  position  papers  on  subjects  of  greatest 
interest  to  the  public,  physicians,  and  the  media.  Pa- 
pers received  by  the  committee  were  disseminated  to 
the  media  with  exceptional  coverage  being  given  to  the 
MSSNY  “right  to  die  with  dignity”  paper.  In  order  to 


Publications 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Publications  Committee  are  as 


follows: 

Albert  H.  Douglas,  M.D.,  Chairman Queens 

Arthur  H.  Diedrick,  M.D Westchester 

Milton  Gordon,  M.D Suffolk 

Warren  A.  Lapp,  M.D Kings 

Alfred  A.  Angrist,  M.D.,  ex-officio Queens 

William  Hammond,  M.D.,  ex-officio  . Westchester 
Julius  E.  Stolfi,  M.D.,  ex-officio  Kings 


During  the  past  year  the  New  York  State  Journal  of 
Medicine  has  maintained  its  leadership  position  among 
similar  publications,  under  the  untiring  direction  of  the 
Editor,  Alfred  A.  Angrist,  M.D.,  who  has  carried  on 
most  effectively  in  the  tradition  of  his  predecessors. 
The  scientific  content  has  been  well  received  by  the 
readers,  as  judged  by  reprint  requests,  which  have  been 
international  in  scope. 

We  are  happy  to  report  the  appointment  of  Julius 
Stolfi,  M.D.,  as  associate  editor.  We  are  fortunate  to 
have  in  this  important  position  a physician  dedicated 
to  the  best  interests  of  both  the  patient  and  his  attend- 
ing physician;  who  has  played  an  active  role  both  in 
academic  medicine  and  in  organized  medicine;  and 
who  has  been  honored  by  high  appointments  in  the 
American  College  of  Physicians,  a body  he  now  serves 
as  vice-president.  Dr.  Stolfi  has  a pragmatic  under- 
standing of  the  problems  which  face  medicine  in  this 
era  of  accelerated  change  and  he  has  already  put  his 
shoulder  to  the  wheel  on  behalf  of  the  Journal. 


extend  this  concept  and  obtain  additional  papers  the 
following  recommendations  were  approved  to  further 
implement  the  program:  (1)  that  a follow-up  should 

be  made  to  those  committees  which  have  not  submit- 
ted position  papers  on  particular  subjects  to  do  so  at 
their  earliest  convenience.  (2)  that  all  such  papers  are 
to  be  referred  to  the  office  of  the  executive  vice-presi- 
dent and  will  be  reviewed  by  the  Division  of  Public  and 
Professional  Affairs  for  judicious  editing  or  further  con- 
sultation with  the  committee  chairman,  if  necessary, 
before  rerouting  to  the  Council  for  approval.  (3)  that 
the  various  divisions  of  MSSNY  are  not  to  distribute 
position  papers  but  are  to  observe  the  procedures  out- 
lined and  (4)  that  additional  position  papers  be  pre- 
pared on  appropriate  subjects. 

The  members  of  the  committee  were  given  specific 
projects  and  liaison  assignments  which  resulted  in  im- 
proved use  of  resource  manpower.  This  restructuring 
will  lead  to  improved  services  for  the  membership  and 
other  MSSNY  committees. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 


The  committee  is  also  pleased  to  report  that  the  As- 
sociate Editorial  Board  has  been  strengthened  by  the 
addition  of  the  following  authorities  in  their  respective 
fields:  Gerald  P.  Murphy,  M.D.,  Roswell  Park;  Lytt  I. 
Gardner,  M.D.,  Syracuse;  Harry  M.  Le  Veen,  M.D., 
Downstate;  Steven  D.  Douglas,  M.D.,  Mt.  Sinai;  Stu- 
art Bondurant,  M.D.,  Albany;  Jeremiah  Barondess, 
M.D.,  Cornell;  Samuel  L.  Kountz,  M.D.,  Downstate; 
Richard  B.  Roberts,  M.D.,  New  York  City;  Edmund 
Pellegrine,  M.D.,  Stony  Brook. 

The  committee  has  been  saddened  by  the  loss  of  Ar- 
thur Master,  M.D.,  who  served  faithfully  for  many 
years.  Several  of  our  loyal  workers  have  retired,  and 
we  wish  to  convey  our  sincere  thanks  on  behalf  of  the 
Society  to:  George  E.  Moore,  M.D.,  Alfred  Gilman, 

M.D.,  Valentino  D.  B.  Mazzia,  M.D. 

Much  discussion  has  been  given  to  the  loss  of  adver- 
tising income  It  is  well  known  that  austerity  has  seri- 
ously affected  all  medical  journals  as  a result  of  in- 
creased difficulties  faced  by  the  pharmaceutical  indus- 
try. This  led  to  the  demise  of  Northwest  Medicine, 
with  the  March  1973  issue.  In  an  effort  to  economize 
without  sacrificing  the  quality  of  the  Journal,  the  com- 
mittee recommended  the  publication  of  the  Journal  be 
changed  from  a semimonthly  to  a monthly  basis,  start- 
ing with  the  January,  1974  issue.  It  is  hoped  that  this 
will  result  in  significant  savings,  and  an  improvement 
in  advertising  and  in  the  number  of  pages  per  issue. 
This  recommendation  was  approved  by  the  Council  at 
its  September  meeting. 

As  has  been  customary,  the  Associate  Editorial 
Board  had  its  annual  dinner  in  December.  The  speak- 
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er  of  the  evening,  Edmund  Fellegrine,  M.D.,  presented 
a provocative  talk  on  the  future  of  medical  education. 

At  the  February,  1973  meeting  of  the  House  of  Dele- 
gates, a Citation  for  Distinguished  Service  to  the  Jour- 
nal was  presented  to  Samuel  Prigal,  M.D.  and  James 
H.  Wall,  M.D.,  who  have  served  faithfully  for  many 
years. 

As  in  previous  years,  the  Journal  had  an  exhibit  at 
the  annual  convention.  Suggestions  from  members  are 
solicited. 


District  Branches 


Fifth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Fifth  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  has  completed  a successful  year. 

Our  insurance  program  under  Charles  J.  Sellers  & 
Co.,  Inc.,  has  continued  to  expand. 

The  Executive  Committee  has  been  active  in  com- 
pleting plans  for  and  conducting  the  joint  Fifth  and 
Sixth  District  meeting  at  the  Southampton  Princess 
Hotel  in  Bermuda  on  September  20-24,  1973.  This 
was  a most  successful  meeting  with  the  largest  atten- 
dance to  a Fifth  and  Sixth  District  meeting.  It  was  so 
successful  that  the  Sixth  District  plans  to  hold  the 
joint  meeting  there  again  next  year. 


Seventh  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Seventh  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  has  had  a busy  and  difficult 
year.  The  passage  of  Public  Law  92-603  formalized 
previous  efforts  to  develop  peer  review  activities.  With 
this  legislative  mandate  we  are  working  to  establish  a 
seven-county  Professional  Standard  Review  Organiza- 
tion with  Thomas  E.  Cardillo,  M.D.,  and  James  G. 
Zimmer,  M.D.,  spearheading  the  effort.  Input  from 
the  district  is  provided  by  David  L.  Koch,  M.D.,  and 
James  Bowen,  M.D.  This  is  a tremendous  job  and  will 
take  a lot  of  cooperation  between  physicians,  hospitals, 


In  concluding  this  report,  your  committee  wishes  to 
express  its  thanks  to  the  editorial  staff,  to  the  business 
staff,  and  to  the  advertising  staff  of  the  Journal  for 
their  loyal  and  conscientious  work;  and,  also,  to  Henry 
I.  Fineberg,  M.D.  and  Edward  Siegel,  M.D.,  for  having 
expedited  the  work  of  the  committee. 

Respectfully  submitted, 

Albert  H.  Douglas,  M.D.,  Chairman 


Plans  are  already  under  way  for  holding  the  1975 
meeting  at  the  Trelawny  Beach  Hotel  in  Jamaica,  W. 
I.  We  hope  that  this  will  be  equally  successful. 

The  District  is  continuing  its  support  of  the  Student 
American  Medical  Association. 

The  District  is  continuing  to  sponsor  vacation  trips 
as  a means  of  raising  extra  funds. 

A nominating  committee  was  appointed  to  select  a 
slate  of  officers  for  next  year’s  election.  The  commit- 
tee consists  of  Bernard  J.  Hartnett,  M.D.,  Past  Presi- 
dent; Marvin  Brown,  M.D.,  and  Richard  D.  Eberle, 
M.D. 

We  hope  to  have  an  active  year  in  1974. 

Respectfully  submitted, 

Robert  B.  Bryant,  M.D.,  President 


third  parties,  and  others.  It  is  fortunate  that  we  have 
such  organizations  as  the  Monroe  Foundation  and  the 
Regional  Utilization  Project  to  assist  us.  We  are  much 
further  ahead  of  other  parts  of  the  country  in  accom- 
plishing this  task  which  the  government  has  put  upon 
us.  A new  organization  has  been  formed  called  the 
Genesee  Region  PSRO,  Inc.  to  comply  with  the  law. 
Initial  meetings  have  been  held  with  hospitals,  Medi- 
care and  Medicaid  Fiscal  Intermediaries,  as  well  as  the 
New  York  State  Health  Department.  A prospective 
admission  and  concurrent  hospital  review  program  has 
been  developed  with  the  Dikewood  Corporation  of  New 
Mexico  (PACER).  Our  seven-county  area  has  been 
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presented  to  the  Department  of  Health,  Education, 
and  Welfare  by  letter  and  hearing  to  be  designated  as 
the  region’s  PSRO.  A grant  request  has  been  submit- 
ted to  the  Bureau  of  Health  Insurance  for  pre-PSRO 
start  up.  A proposal  has  also  been  submitted  and 
meetings  held  with  the  New  York  State  Health  De- 
partment to  have  our  PACER  program  supplant  the 
State’s  in-hospital  utilization  review  programs  for 
Medicaid  surveillance.  We  have  strenuously  objected 
to  the  imposition  of  other  systems  pre-empting  the  pre- 
rogatives of  physician-oriented  PSRO  operation. 

The  peer  review  capacity  of  the  Monroe  Plan  and  the 
utilization  review  knowhow  of  the  Genesee  Valley  Med- 
ical Foundation  bring  considerable  expertise  to  our 
project.  Although  this  is  a difficult  law  to  implement, 
we  are  determined  that  we  will  make  every  effort  to 
succeed. 

Our  delegates  to  the  MSSNY  vigorously  introduced 
and  supported  several  resolutions  with  varying  degrees 
of  success.  Notable  was  the  election  of  Lynn  R.  Callin, 
M.D.,  as  president-elect  and  Charles  D.  Sherman,  Jr., 
M.D.,  as  councilor.  This  year  James  M.  Flanagan, 
M.D.,  will  represent  the  district  on  the  Nominating 
Committee  of  the  MSSNY. 

We  joined  with  the  Monroe  County  Medical  Society 
to  obtain  a class  exception  from  the  Price  Commission 
freeze  on  Blue  Shield  fees.  Although  the  class  excep- 
tion was  not  obtained,  approval  of  a 7.5  per  cent  in- 
crease in  Blue  Shield  fees  was  obtained  from  the  com- 
mission subject  to  the  individual  physician’s  ability  to 
justify  it.  This  brings  the  total  improvement  in  the 
Blue  Shield  benefit  schedule  to  10  per  cent  above  the 
1969  schedule,  which  could  not  be  considered  inflation- 
ary. The  Blue  Shield  Negotiating  Committee  has  pre- 
pared a list  of  items  for  discussion  with  the  Shield,  but 
there  has  been  considerable  delay  in  getting  a date  for 
a meeting  with  Blue  Shield  representatives. 

At  the  request  of  the  New  York  State  Health  De- 
partment, criteria  for  surgical  privileges  in  nonteaching 
and  nonuniversity  affiliated  hospitals  were  developed 
as  follows: 

1.  It  is  most  important  that  the  chief  of  any  ser- 
vice (in  this  instance  Chief  of  Surgery),  be  qualified 
in  training  and  experience  and,  further,  that  he  have 
administrative  ability  for  this  post.  If  board  certifi- 
cation is  not  possible  within  the  staff  members,  other 
acceptable  qualifications  have  • been  outlined  in 
Chapter  V of  the  State  Hospital  Code.  We  feel  that 
the  quality  of  administrative  proficiency  and  execu- 
tive efficiency  is  an  important  feature  in  the  make- 
up of  a chief  of  service. 

2.  We  recommend  that  the  Credentials  Commit- 
tee (as  to  surgical  privileges)  be  composed  of  peers 
who  are  not  only  fair  minded,  but  are  sufficiently 
firm  minded  so  as  to  say  no  to  staff  associates  and 
staff  colleagues  if  such  should  be  in  order. 

3.  If  such  peers  cannot  be  recruited  from  a par- 
ticular hospital  staff,  review  should  be  requested 
from  the  Seventh  District  Branch  or  from  a larger 
hospital  medical  staff. 

4.  Encouragement  of  the  Board  of  Governors  by 


education  and  continuing  flow  of  information,  to  be 
knowledgeable  and  firm  in  approving  staff  requests 
in  areas  of  conferring  privileges. 

5.  We  further  recommend  annual  review  of  each 
individual  member  with  regard  to  his  medical  and 
surgical  privileges. 

A proposal  to  initiate  a public  relations  program,  re- 
sulted in  a survey  of  component  county  societies  in  the 
interest  of  getting  physician  viewpoint  to  the  media. 
A capable  individual  has  been  found  but  more  details 
on  the  program  plus  additional  county  society  support 
is  needed  before  it  can  be  approved.  A Rural  Physi- 
cian Shortage  Committee  chaired  by  Ralph  C.  Parker, 
Jr.,  M.D.,  completed  an  indepth  analysis  of  physicians 
moving  into  the  region  in  the  last  five  years.  This  fol- 
lows a survey  of  physicians  leaving  the  region  and  an 
earlier  survey  in  physician  attitude  towards  small  com- 
munity practice.  Of  the  70  physicians  surveyed,  about 
half  are  in  primary  care  fields.  The  low  replenishment 
of  primary  care  physicians  is  the  major  problem  with 
several  factors  relating  to  it. 

1.  A professional  environment  of  good  community 
hospital,  a nearby  medical  center  and  readily  avail- 
able specialists  is  most  desirable. 

2.  Ability  to  build  a good  practice  quickly  in  a 
prosperous  part  of  the  country  helps  as  well  as  an  in- 
terest in  the  particular  community.  An  established 
physician  who  needs  a partner  is  also  an  attraction. 

3.  Not  unimportant  is  being  from  a small  town 
and  returning  to  familiar  area.  The  influence  of 
teachers  is  another  factor. 

4.  A critical  mass  made  of  components  such  as  a 
good  hospital,  consultants,  a nearby  medical  center 
and  a group  practice  seem  to  be  factors  facilitating 
recruitment  until  economic  factors  slow  it  down. 

A possibility  of  developing  a district  operated  physi- 
cian recruitment  program  with  the  Regional  Medical 
Program  is  under  consideration.  A byproduct  of  the 
shortage  is  the  lack  of  physician  time  from  Yates 
County  to  be  active  in  district  affairs.  A substantial 
increase  in  area  physicians  joining  the  Monroe  Plan  re- 
sulted in  the  district  lending  support  to  this  foundation 
for  medical  care. 

Under  the  trade  name  of  Health  Watch,  Blue  Cross 
and  Blue  Shield  are  underwriting  and  marketing  the 
foundation  sponsored  health  insurance.  It  should  be 
available  to  employer  groups  throughout  the  region  al- 
though initial  selling  has  taken  place  in  Monroe  Coun- 
ty. This  physician-regulated  plan  is  an  answer  to  crit- 
ics of  the  socalled  nonsystem  of  health  care  delivery. 
It  preserves  the  fee-for-service  concept  while  setting 
physician  developed  standards  for  quality  of  care  and 
payment.  The  patient  is  thereby  assured  of  the  quali- 
ty of  care  and  fairness  of  physician  charges. 

Revisions  in  the  Constitution  and  By-laws  were  ap- 
proved by  MSSNY  after-  two  years  of  study  and 
change.  The  changes  were  chiefly  a matter  of  updat- 
ing; however,  election  of  the  Delegate  to  the  MSSNY 
and  clarifying  the  role  of  the  executive  secretary  were 
new  additions. 
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The  Annual  Meeting  and  Scientific  Program  was 
held  at  the  Whiteface  Inn,  Lake  Placid,  New  York, 
September  29  through  October  3,  1973.  During  the  an- 
nual meeting,  the  following  officers  were  elected  to 
serve  until  the  Annual  Meeting  in  October,  1975: 

Past  President  Erich  Hirsch,  M.D. 

President  David  L.  Koch,  M.D. 

1st  Vice  President  James  M.  Flanagan,  M.D. 

2nd  Vice  President  Gerald  L.  Glaser,  M.D. 

Secretary-Treasurer  Dallas  E.  Billman,  M.D. 

Delegate Vincent  I.  Bonafede,  M.D. 

The  Scientific  Program  included  the  following: 

Problem  Oriented  Medical  Records.  Speaker,  Rob- 
ert L.  Dickman,  M.D.,  Director  of  Ambulatory  Ser- 
vices, Buffalo  General  Hospital. 

Organized  Medicine — Who  Needs  It?  Panelists,  Mr. 
Raymond  Sullivan,  Assistant  Director,  AMA  Field  Ser- 
vice; Edward  Siegel,  M.D.,  Deputy  Executive  Vice 
President,  Medical  Society  of  the  State  of  New  York; 
and  Herbert  E.  Joyce,  M.D.,  Past  President,  Erie 
County  Medical  Society  and  President-Elect,  New 
York  State  Association  of  Family  Practice. 

PSRO's.  Speaker,  Mr.  Emory  Bullis,  Department  of 
HEW,  on  special  assignment  to  the  Office  of  Profes- 
sional Standards  Review;  and  Panelists,  Thomas  E. 
Cardillo,  M.D.,  Chairman,  Monroe  County  Medical 
Society,  PSRO  Task  Force;  P.  William  Haake,  M.D., 
Chairman,  Monroe  Plan  Peer  Review  Committee; 
George  Himler,  M.D.,  President  New  York  Institute  for 
Research  and  Development  in  Health  Care;  and  Don- 
ald S.  Raines,  M.D.,  American  Association  of  Founda- 
tions for  Medical  Care. 

Continuing  Education  and  Relicensure.  Speaker, 
John  H.  Morton,  M.D.,  New  York  State  Board  of  Med- 
ical Examiners;  Panelists,  Ralph  C.  Parker,  Jr.,  M.D., 
Chairman,  Momoe  County  Medical  Society  Continuing 
Education  Committee;  Charles  D.  Sherman,  Jr.,  M.D. 
Long  involved  in  educational  activities  at  the  state  and 
national  levels;  and  Marvin  L.  Bloom,  M.D.,  Chair- 
man, MSSNY,  Continuing  Education  Committee. 


Eighth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1973  Annual  Meeting  of  the  Eighth  District 
Branch  of  the  Medical  Society  of  the  State  of  New 
York  was  held  at  the  Whiteface  Inn  and  Golf  Club, 
Lake  Placid,  New  York  with  the  Seventh  District 
Branch,  Medical  Society  of  the  State  of  New  York 
from  Sunday,  September  30,  1973  to  Wednesday,  Octo- 
ber 3,  1973.  On  Monday,  October  1,  1973  there  was  a 
scientific  program  moderated  by  Kenneth  H.  Eckhert, 
M.D.,  President  of  the  Eighth  District  Branch.  The 
members  heard  the  following  panelists  discuss  the 
subject  “Organized  Medicine — Who  Needs  It?”  Mr. 
Raymond  Sullivan.  Assistant  Director,  A.M.A.  Field 


Also,  during  the  Annual  Meeting,  the  following  reso- 
lution was  adopted: 

WHEREAS.  The  Councilors  of  the  New  York  State 
Medical  Society  are  selected  by  the  House  of  Dele- 
gates, and 

WHEREAS.  This  method  does  not  necessarily  insure 
that  the  individual  councilors  truly  represent  their 
constituency,  therefore  be  it 

Resolved  That  the  Seventh  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York  support 
the  democratic  principle  of  having  each  Councilor 
elected  by  the  District  they  represent,  and  be  it  fur- 
ther 

Resolved,  That  the  four  Councilors  at  large  should 
continue  to  be  elected  by  the  House  of  Delegates, 
and  be  it  further 

Resolved,  That  the  Seventh  District’s  delegate  to 
the  State  Society  is  instructed  to  introduce  a motion 
to  this  effect  at  the  next  meeting  of  the  House  of 
Delegates. 

The  scientific  program  held  at  this  annual  meeting  is 
of  high  calibre  and  reflects  the  many  capable  physi- 
cians practicing  in  our  region.  I would  like  to  extend 
my  thanks  to  the  innumerable  members  who  have  par- 
ticipated or  contributed  to  these  major  undertakings 
which  are  only  briefly  reported. 

My  successor,  Dr.  Koch,  and  his  new  officers  will 
provide  the  District  with  topnotch  leadership.  Of  in- 
creasing concern  is  the  regulation  of  medicine  and  the 
maintenance  of  professional  freedom.  This  is  a task 
that  seems  to  require  more  muscle  than  the  profession 
has  mustered  to  date.  We  seem  but  a short  step  from 
complete  government  control. 

I would  also  like  to  express  my  thanks  to  our  staff, 
Mr.  Donald  M.  Irish  and  Mrs.  Patricia  Philpott,  for 
their  support  in  carrying  out  the  District’s  work.  We 
also  appreciate  Mr.  Harry  Dexter’s  generous  assistance 
as  the  MSSNY  local  representative. 

Respectfully  submitted, 

Erich  Hirsch.  M.D.,  President 


Service;  Edward  Siegel,  M.D.,  Deputy  Executive  Vice 
President,  Medical  Society  of  the  State  of  New  York 
and  immediate  Past-President  of  the  Medical  Society 
of  the  State  of  New  York;  and  Herbert  E.  Joyce,  M.D., 
Past  President  of  the  Medical  Society  of  the  County  of 
Erie  and  President-Elect,  New  York  State  Academy  of 
Family  Practice.  Preceding  the  panel  discussion,  the 
AMA  film  “3  Days  in  February”  was  shown.  Also 
heard  on  Monday  was  Robert  L.  Dickman,  M.D.,  Di- 
rector of  Ambulatory  Services  at  Buffalo  General  Hos- 
pital, who  presented  materials  on  “Problem  Oriented 
Medical  Records.” 

On  Tuesday,  October  2,  1973  a panel  on  PSRO’s  and 
a panel  on  “Continuing  Education  and  Relicensure” 
were  presented  by  the  Seventh  District  Branch.  Those 
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panels,  their  participants  and  materials  are  reported 
fully  in  the  Seventh  District  Branch  report. 

Both  scientific  sessions  enjoyed  superb  attendance 
and  active  discussion  followed  each. 

The  business  meeting  of  the  Eighth  District  Branch 
was  held  on  Monday,  October  1,  1973. 

The  following  reports  were  approved: 

a.  Report  of  the  Auditors  (Latham,  Lumsden, 
McCormick  and  Company); 

b.  Report  of  President,  8th  District  Branch, 
Medical  Society  of  the  State  of  New  York  as  pub- 
lished in  the  December  1972  Bulletin; 

c.  Report  of  the  1972  Annual  Meeting  as  pub- 
lished in  the  January  1973  Bulletin; 

d.  Report  of  the  Advisory  Council  Meeting, 
March  8,  1973  as  published  in  the  May  1973  Bulle- 
tin; 

e.  Report  of  Eighth  District  Branch  PSRO  Steer- 
ing Committee  which  met  on  May  10,  1973. 

The  members  received  a report  on  Health,  Educa- 
tion, and  Welfare  sponsored  meeting  on  PSRO’s  in  Al- 
bany (August  21,  1973)  as  information. 

Mr.  Charles  J.  Sellers,  Jr.,  District  Branch  endorsed 
insurance  agent,  presented  his  company’s  report  on  the 
District  Branch  insurance  programs.  He  also  ex- 
plained the  benefits  available  to  the  membership  under 


the  newly  endorsed  program  sponsored  by  the  Medical 
Society  of  the  State  of  New  York. 

There  being  no  further  business,  the  session  ad- 
journed at  12:15  p.m. 

The  three  day  meeting  culminated  with  the  Annual 
Dinner  on  Tuesday  at  which  Thomas  F.  McCarthy, 
M.D.,  President,  Medical  Society  of  the  State  of  New 
York,  was  the  honored  guest  and  principal  speaker. 

Registration  totalled  196. 

I wish  to  acknowledge  the  work  of  the  Program  Com- 
mittees in  arranging  the  excellent  programs.  The 
committees  consisted  of:  Vincent  I.  Bonafede,  M.D., 

Thomas  S.  Bumbalo,  M.D.,  Paul  A.  Bergeson,  M.D., 
James  M.  Flanagan,  M.D.,  Erich  Hirsch,  M.D.,  David 
L.  Koch,  M.D.,  James  R.  Nunn,  M.D.,  James  G. 
Parke,  M.D.,  Ralph  C.  Parker,  Jr.,  M.D.,  William  C. 
Stein,  Jr.,  M.D.,  and  Wayne  C.  Templer,  M.D. 

In  concluding,  I would  like  to  acknowledge  with  grat- 
itude the  assistance  of  our  Executive  Staff,  Mr.  Rich- 
ard F.  Treccase,  Mr.  Warren  A.  Mutz  and  Mr.  Joseph 
J.  Guariglia.  I wish  also  to  acknowledge  the  excellent 
cooperation  extended  to  us  throughout  the  year  by  Mr. 
Harry  J.  Dexter,  Regional  Representative  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  to  the  staff  of 
the  offices  of  the  Medical  Society  of  the  County  of 
Erie. 

Respectfully  submitted, 

Kenneth  H.  Eckhert,  M.D.,  President 


\ 
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Insurance  and  Membership  Benefits 


Professional  Medical  Liability  Insurance  and 
Defense  Board 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  are  as  follows: 


Robert  G.  Hicks,  M.D.,  Chairman  New  York 

Andrew  H.  Patterson,  M.D New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Raymond  S.  McKeeby,  M.D.  Broome 

Arthur  J.  Mannix,  Jr.,  M.D. Westchester 

Joseph  Alper,  M.D Bronx 

Harold  N.  Schwinger,  M.D.  Kings 

Carl  Goldmark,  Jr.,  M.D.,  ex  officio  New  York 

Albert  M.  Schwartz,  M.D.,  ex  officio  New  York 
J.  Richard  Burns,  J.D..  ex  officio  Suffolk 

Mr.  Frank  W.  Appleton,  Secretary New  York 


It  has  become  traditional  to  conclude  annual  reports 
by  thanking  those  who  have  assisted  during  the  past 
year.  I would  like  to  break  tradition  and  begin  this  re- 
port by  thanking  the  other  members  of  this  Board  who 
have  served  with  me  for  the  past  twelve  months.  They 
have  accepted  their  assigned  responsibilities  and  car- 
ried them  out.  We  have  put  in  some  long  work  days 
helping  to  keep  our  Program  the  best  in  the  country. 
We  have  been  working  with  other  echelons  within  the 
State  Society  itself.  We  have  met  with  the  Ad  Hoc 
Committee.  We  have  met  with  the  Society’s  and  the 
Company’s  actuaries;  we  have  made  ourselves  available 
to  other  committees  of  the  Society;  we  have  invited 
members  of  the  Council  to  sit  with  us  to  observe  first- 
hand the  deliberations  of  this  Board.  In  addition,  we 
have  submitted  a written  report  to  the  Council  fol- 
lowing each  meeting,  and  we  understand  these  reports 
have  been  distributed  to  the  presidents  of  the  county 
societies  throughout  the  State. 

In  addition  to  thanking  the  members  of  this  Board,  I 
would  like  to  give  particular  thanks  to  our  carrier,  Em- 
ployers Insurance  of  Wausau,  not  only  for  the  rate  re- 
duction affecting  policies  starting  on  and  after  July  1, 
1973,  but  also  for  their  constructive  attitude  in  facing 
this  malpractice  problem  with  us — their  willingness  to 
add  claim  personnel  and  revise  their  organization  to 
keep  up  with  the  increase  in  frequency  and  severity  of 
our  cases. 

Just  as  a reminder,  let  me  note  a line  or  two  from 
the  latest  report  from  our  independent  actuary. 

“A  rate  increase  indicated  by  calculations  has  been 
waived  by  the  Company. 

“Investment  income  has  been  explicitly  recognized 
for  the  first  time,  yielding  a 5 per  cent  credit  in  the 
rates. 

“The  Company  retention  has  been  reduced  1 per- 
centage point  from  15.5  per  cent  to  14.5  per  cent,  a 
very  low  figure. 

“Classifications  have  been  appropriately  revised 
with  a resulting  aggregate  small-rate  decrease. 

“The  aggregate  result  of  all  1973  rate  changes  is  a 
decrease  of  8 per  cent. 

“Severity  and  frequency  of  claims  continues  to  in- 
crease.” 


This  annual  report  is  being  written  before  the  year 
end  figures  for  1973  are  available,  but  let’s  look  at  some 
trends.  In  our  own  program,  the  average  of  paid 
claims  and  suits  in  1967  was  $8,251.  In  1972,  the  aver- 
age, calculated  in  the  same  manner,  was  $14,193. 

Frequency,  the  actuarial  term  for  numbers  of  cases 
reported  for  insured  physicians,  is  also  substantially  on 
the  increase.  In  1972,  more  actual  lawsuits  were  start- 
ed than  ever  before,  1,011,  compared  to  564  in  1970,  al- 
most double! 

These  trends  are  not  confined  to  New  York  State. 
For  example,  in  the  July  1973  issue  of  Professional  Li- 
ability Newsletter,  edited  and  published  by  a physician 
and  attorney  David  S.  Rubsamen,  we  note: 

“It  is  three  years  this  month  since  Hartford  took 
over  the  Los  Angeles  County  Medical  Association 
group  malpractice  insurance  program.  With  regard 
to  losses,  how  are  they  doing?  . . . Judging  from  past 
experience  of  claims  developed  in  California  ...  a 
premium  increase  for  Hartford  is  inevitable.  Will  it 
be  big  enough  to  push  a number  of  the  preferred  risk 
physicians  over  to  one  of  the  individual  carriers? 
Can  a group  survive  when  there  is  a substantial  dis- 
parity between  their  rates  and  that  of  the  individual 
carriers?” 

Within  our  own  State  many  insurance  companies 
have  entered  the  malpractice  field  but  very  few  endure. 
When  our  carrier  granted  the  rate  decrease  last  July, 
they  were  clearly  taking  a calculated  risk.  They  are 
counting  on  the  membership  of  the  Medical  Society  of 
the  State  of  New  York  to  continue  their  efforts  to  prac- 
tice with  an  eye  toward  malpractice  prophylaxis.  As  I 
stated  in  the  slide  presentation  shown  in  the  1972 
House  of  Delegates  meeting,  “We  are  working  diligent- 
ly and  we  will  continue  to  work  to  keep  costs  down. 
But  in  doing  this,  we  need,  more  than  ever  before, 
your  unified  support.” 

This  clearly  calls  for  the  support  of  our  Board’s  spe- 
cialty subcommittees  and  the  county  advisory  com- 
mittees. Perhaps  a word  about  the  special  subcom- 
mittees of  the  Professional  Medical  Liability  Insurance 
and  Defense  Board  is  in  order.  They  are  urged  to  put 
special  emphasis  on  the  underwriting  aspect  of  com- 
mittee work.  While  the  Board  is  interested  in  the 
overall  program,  the  specialty  subcommittees  are  inter- 
ested in  the  overall  effect  its  members  have  on  the  rate 
for  that  particular  specialty  group.  We,  the  members 
of  the  Medical  Society,  have  the  final  say  as  to  who 
shall  and  shall  not  be  insured  under  our  program. 
This  is  a heavy  responsibility  and  one  which  is  often 
unpleasant  to  carry  out.  We,  on  the  Board,  and  the 
members  of  the  subcommittees,  must  review  each  case 
with  complete  objectivity.  To  do  otherwise  could  re- 
sult in  our  having  all  the  high  risks  left  in  our  program, 
while  the  better  risks  find  other  sources  of  coverage. 

We  must  recognize  that  a doctor  who  continues  to 
have  suits  brought  against  him  should  pay  a higher 
than  average  premium.  We  must  realize  that  addi- 
tional monies  brought  in  by  rated-up  policies  are  cred- 
ited to  the  specialty  involved. 

We  must  realize  that  even  when  a doctor  has  only  a 
single  case  brought  against  him,  if  that  one  case  dem- 
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onstrates  gross  negligence,  we  would  be  justified  in 
asking  that  individual  doctor  to  pay  a higher  premium 
than  his  colleagues. 

Finally,  we  must  realize  that  a doctor  who  has  dem- 
onstrated inability  to  practice  good  medicine  can  and 
should  be  refused  insurance  coverage  entirely. 

A section  of  the  Regulations  for  Professional  Liability 
Insurance  and  Defense,  as  approved  by  the  Council  of 
the  Medical  Society,  bears  repeating. 

“Whenever  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  shall  have  determined  to 
its  satisfaction  that  the  medical  practice,  conduct, 
attitude  or  loss  experience  of  an  insured  member  is 
such  as  to  constitute  an  undue  hazard  to  the  State 
Medical  Society's  program,  the  Board  shall  have  the 
right  to  recommend  that  insurance  be  discontinued, 
or  the  Board  can  recommend  continuation  of  the  in- 
surance providing  the  insured  accepts  a rated-up  pol- 
icy with  or  without  a deductible  clause.  The 
amount  of  additional  premium  shall  be  calculated  by 
the  company  underwriter.  A member  shall  have  the 
right  to  appeal  such  determination  of  the  Profession- 
al Medical  Liability  Insurance  and  Defense  Board  to 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York.” 

This  directive  is  something  to  be  kept  in  mind  by  the 
specialty  subcommittees  and  county  advisory  com- 
mittees as  they  make  their  recommendations  to  the 
Board. 

Specialty  subcommittees  also  have  in  mind  the  over- 
all problem  of  malpractice  prophylaxis.  Following  this 
report  is  a copy  of  a memorandum  developed  by  the 
Orthopedic  Subcommittee,  with  the  assistance  of  the 
office  of  the  indemnity  representative,  which  is  now 
being  enclosed  with  all  renewal  policies  sent  to  ortho- 


MEMORANDUM TO  ORTHOPEDIC 
SURGEONS 

From:  Orthopedic  Subcommittee  of  the  Professional 

Medical  Liability  Insurance  and  Defense  Board 

In  our  review  of  cases  we  note  several  items  that  fre- 
quently occur  and  we  thought  it  would  be  helpful  to 
pass  our  thoughts  along  to  other  Orthopedic  Surgeons. 

Suit  for  Bill.  A surprising  number  of  cases  arise 
through  thoughtless  methods  of  fee  collection.  We 
have  seen  many  cases  where  a patient  probably  has  a 
justifiable  complaint  about  the  service  rendered  and 
yet  the  surgeon  has  persisted  in  actually  bringing  suit 
for  the  collection  of  his  bill.  In  other  cases  where  the 
end  result  has  not  been  everything  one  might  hope  for, 
we  have  seen  bills  go  to  elderly  patients  of  limited  fi- 
nancial means  when  the  Medicaid  fee  should  have  been 
satisfactory.  Our  point:  Care  should  be  taken  to 

avoid  vigorous  methods  of  collection  in  troublesome 
cases. 

Release  of  X-Rays.  X-rays  often  play  an  extremely 
important  part  in  deciding  the  question  of  liability  in 
orthopedic  cases.  We  urge  all  Orthopedic  Surgeons 
not  to  release  their  X-rays  without  first  making  copies. 
If  you  do  not  have  copy  equipment  of  your  own,  we 
suggest  that  you  make  arrangements  with  local  facili- 
ties so  that  you  can  have  copies  made.  Children’s  X- 
rays  taken  at  hospitals  are  often  destroyed  after  a peri- 


pedic surgeons.  The  Neurosurgical  Subcommittee 
formed  this  year  is  deeply  involved  at  this  time  in  the 
increasingly  vexing  problem  of  informed  consent.  At 
their  meeting  on  June  15,  1973,  this  subcommittee 
moved  to  affirmatively  attack  this  problem  and  expects 
to  develop,  with  the  assistance  of  the  New  York  State 
Neurosurgical  Society  and  the  office  of  our  indemnity 
representative,  appropriate  consent  forms  for  several 
major  neurosurgical  procedures. 

In  conclusion,  let  me  say  that  this  Board,  the  county 
committees,  and  the  specialty  subcommittees  are  all 
working  hard  to  unify  and  solidify  your  Professional 
Medical  Liability  Insurance  Program.  As  a reminder, 
I would  like  to  jot  down  a few  key  points  in  our  crite- 
ria. 

1.  Our  tailor-made  policy  fits  the  needs  of  the 
members  of  our  Society  as  a whole,  as  well  as  indi- 
vidual physicians. 

2.  Our  Program  is  self-rated,  that  is,  all  statistics 
are  reviewed  by  an  independent  actuary,  retained  by 
the  Society,  and  his  advice  and  suggestions  are  used 
in  negotiating  with  the  Company. 

3.  We  have  participation  in  the  defense.  Under 
our  present  Program,  no  case  can  be  settled  without 
the  signed  authorization  of  the  individual  insured. 

4.  Our  Program  allows  the  doctors  themselves  to 
decide  who  shall  and  who  shall  not  be  insured.  Our 
Program  has  checks  and  balances  to  protect  the  indi- 
vidual doctor. 

To  be  effective,  we  need  total  participation  in  our 
Program,  participation  which  we  earnestly  solicit. 

Respectfully  submitted, 

Robert  G.  Hicks,  M.D.,  Chairman 


od  of  time.  If  you  have  a case  with  a somewhat  less- 
than-perfect  result,  we  would  suggest  that  you  ask  the 
hospital  to  retain  these  X-rays  or  turn  them  over  to  you 
for  your  safekeeping. 

Record  Keeping.  The  importance  of  keeping  good 
records  becomes  more  and  more  obvious  with  each  case 
this  Subcommittee  reviews.  Each  of  us  should  make 
sure  that  our  office  and  hospital  records  are  clear  and 
complete.  If  we  are  doing  clinic  work,  we  should  see 
that  residents  and  other  personnel  fill  in  complete  rec- 
ords on  any  patients  where  we  are  brought  in  for  con- 
sultation and  that  these  observations  accurately  reflect 
our  judgment. 

One  word  concerning  the  operative  sheet;  we  suggest 
that  you  make  sure  that  this  sheet  contains  the  names 
of  all  people  present  in  the  operating  room.  This  can 
become  extremely  important  when  tracking  down  wit- 
nesses many  years  after  the  operation. 

Informed  Consent.  The  consent  form  itself  is  only  a 
first  step  but  is  a vitally  important  one.  We  should 
not  rely  on  the  hospital  to  get  a signed  consent,  but 
wherever  possible,  we  should  have  one  in  our  own  office 
file,  preferably  witnessed  by  a member  of  our  office 
staff.  In  addition  to  this,  many  cases  call  for  a rather 
complete  discussion  with  the  patient  and  we  should 
make  a note  of  the  names  of  other  nurses  or  doctors 
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who  are  present  when  this  discussion  takes  place. 
Then,  in  the  event  of  litigation,  your  testimony  on  the 
question  of  informed  consent  will  have  tangible  sup- 
port. 

Abandonment.  We  see  many  cases  where  abandon- 
ment is  either  the  main  issue  or  is  brought  in  as  a side 
issue  in  a malpractice  suit.  In  more  than  one  case  we 
have  seen  a situation  where  the  doctor  has  left  on  vaca- 
tion with  the  feeling  that  the  patient  was  safely  in  the 
hands  of  another  doctor,  only  to  find  upon  his  return 
that  there  was  a lack  of  communication  and  his  patient 
was  not  given  proper  care.  A written  note  to  the  cov- 
ering doctor  is  a good  safeguard,  in  addition  to  making 
a notation  on  the  hospital  chart.  Of  course,  the  pa- 
tient should  be  introduced  to  the  covering  physician. 
One  good  rule  is  not  to  perform  major  surgery  requir- 


Research and  Planning 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Research  and  Planning  is  com- 


posed of  the  following  members: 

Lynn  R.  Callin,  M.D.,  Chairman  Monroe 

Edward  A.  Burkardt,  M.D New  York 

Henry  B.  Marshall,  M.D Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

James  F.  Upson,  M.D Erie 

Robert  E.  Westlake,  M.D Onondaga 

Charles  Weller,  M.D Westchester 

Anthony  F.  Fragola,  M.D Suffolk 

Henry  Freedman,  M.D Clinton 

G.  Rehmi  Denton,  M.D.,  Advisor Albany 


The  committee  met  on  several  occasions  since  the 
last  meeting  of  the  House  of  Delegates. 

Foremost  on  the  agenda  was  the  consideration  of  the 
question  of  whether  or  not  the  Medical  Society  of  the 
State  of  New  York  should  undertake  to  sponsor  plans 
of  insurance  for  its  members. 

In  order  to  arrive  at  a conclusion,  the  committee  be- 
lieved that  certain  guidelines  and  criteria  must  be  es- 
tablished. Only  subsequent  to  this  could  the  offers  of 
those  firms  which  would  wish  to  underwrite  such  a pro- 
gram be  examined  and  a decision  reached. 

The  commiteee  agreed  that  no  plan  of  insurance 
should  jeopardize  any  currently  existing  program  spon- 
sored by  a county  society  or  district  branch.  In  addi- 
tion, it  was  decided,  no  such  insurance  plan  could  in 
any  way  compromise  the  tax  exempt  status  of  the 
State  Society. 

Within  this  framework  proposals  were  solicited  from 
various  insurance  brokers.  The  four  which  presented 
the  most  specific  proposals  were  Charles  J.  Sellers  & 
Co.,  Inc.,  Bertholon  Rowland  Corp.,  E & W Blankstein 
and  Co.,  and  Frank  B.  Hall  and  Company. 

A personal  interview  was  held  with  each  broker,  the 
plans  were  studied  in  detail  and  an  analysis  was  pre- 
pared on  each.  At  its  meeting  on  May  23rd  the  com- 
mittee prepared  two  reports  to  the  Council.  The  first 


ing  intensive  follow-up  care  if  you  are  planning  to  im- 
mediately take  off  on  vacation. 

Consultation.  We  are  often  better  able  to  defend  a 
case  where  adequate  consultation  has  been  obtained. 
Certainly,  when  a patient  brings  up  the  subject  of 
consultation,  or  indicates  that  he  would  like  to  have 
another  Orthopedic  Surgeon  look  at  his  case,  we  should 
obtain  one  in  the  patient’s  interests  and  our  own  pro- 
tection. 

Emergency  Rooms.  The  basic  cause  of  most  mal- 
practice cases  is  still  the  lack  of  “good  doctor-patient 
relationship.”  On  the  first  contact  with  any  new  pa- 
tient— such  as  a referral  from  emergency  room  treat- 
ment— take  time  out  to  develop  good  rapport.  Extra 
effort  is  necessary  when  you  are  dealing  with  someone 
not  previously  known  to  you. 


report  endorsed  the  concept  of  providing  a variety  of 
insurance  benefits  to  members  on  the  state  level  and 
the  second  recommended  that  the  Society  endorse 
Charles  J.  Sellers  & Co.,  Inc.  as  administrator.  These 
reports  were  presented  to  the  Council  and  accepted. 
The  program  is  presently  being  prepared  and  will  be 
inaugurated  shortly. 

Other  suggested  programs  such  as  auto  leasing,  office 
equipment  leasing,  auto  rentals,  and  so  forth  were  dis- 
cussed. The  committee  was  of  the  opinion  that  any 
decisions  in  these  matters  should  be  made  by  the  new 
Division  of  Research  and  Planning  when  it  becomes  op- 
erational. 

The  Committee  on  Research  and  Planning  also 
began  to  undertake  a study  of  the  internal  structure  of 
the  society  especially  with  respect  to  the  committee 
system  as  it  presently  exists.  However,  as  of  this  writ- 
ing, no  conclusions  have  as  yet  been  reached  by  the 
committee.  It  was  noted  that  a staff  study  of  the  com- 
mittee structure  was  in  progress  and  that  the  executive 
vice-president  planned  to  make  recommendations  con- 
cerning this  matter  shortly. 

Finally,  over  the  past  year  there  was  much  discus- 
sion with  respect  to  the  purpose  of  this  commiteee.  It 
was  decided  that  the  charge  of  this  committee  should 
specify  the  fact  that  its  purpose  is  a long  range  one 
rather  than  the  resolution  of  specific  issues  or  contro- 
versies. 

Your  chairman  would  like  to  thank  the  members  of 
his  committee  who  have  contributed  a considerable 
amount  of  their  time  and  energy  to  the  work  of  this 
committee. 

In  addition  I would  like  to  thank  J.  Richard  Burns, 
J.D.,  general  counsel  and  his  associate  Francis  J. 
McKee,  J.D.  for  their  legal  assistance  with  many  of  the 
technical  aspects  of  the  insurance  and  other  member 
benefit  programs.  A special  vote  of  thanks  also  goes  to 
Mrs.  Joan  Grimm  and  Miss  Terry  D’Oria  who  acted  as 
secretaries  to  this  committee. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  Chairman 
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Headquarters  Building  at  Lake  Success,  New  York 


168th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  - - STATE  OF  NEW  YORK 

Americana  of  New  York 

February  24-28,  1974  New  York  City 


Highlights  . . . General  Sessions:  The  Thyroid;  PSRO  (Professional  Standards  Review 
Organization);  Prison  Medicine;  Lung  Day  • 28  Scientific  Sections  • Symposia  • Panel  Discussions  • 
Annual  Meeting  of  House  of  Delegates  • President's  Reception  and  Dinner  Dance  • Scientific  and 

Technical  Exhibits  • Scientific  Motion  Pictures 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York 

americana  of  new  york  seventh 


Please  make  reservations  for 

persons 


NAME(S). 


Address. 
City 


State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 
TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  Stale  Taxes) 


SINGLE  BEDROOM 

□ $26  □ $28  □ $30 

□ $32 

□ $34 

DOUBLE  FOR  2: 

□ $32  □ $34 

□ $36 

□ $38 

□ $40 

TWIN  FOR  2: 

□ $34  □ $36 

□ $38 

□ $40 

□ $42 

STUDIO  FOR  1: 

□ $32  □ $34 

STUDIO  FOR  2: 

□ $34  Q $36 

□ $38 

PARLOR  & 1 BEDROOM: 

□ $65  & Up 

PARLOR  & 2 BEDROOMS: 

□ $95  & Up 
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Please  see  last  page  for  prescribing  information. 


Lilly 

introduces 

anew 

cephalosporin 


Kefzol 

cefazolin  sodium 


Ampoules,  equivalent  to  250  mg.,  500  mg.,  and  1 Cm.  of  cefazolin 


Its  major 

areas  of  indication: 

respiratory  tract  infections 

due  to  susceptible  strains  of  Diplococcus 
pneumoniae,  Klebsiella  species,  Hemophilus 
influenzae,  Staphylococcus  aureus  (penicillin- 
sensitive  and  penicillin-resistant),  and  group  A 
beta-hemolytic  streptococci  (Injectable 
benzathine  penicillin  is  considered  to  be  the 
drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  infections,  including  the 
prophylaxis  of  rheumatic  fever.) 

genito-urinary  tract  infections 

due  to  susceptible  strains  of  Escherichia  coli, 
Proteus  mirabilis,  Klebsiella  species,  and  some 
strains  of  Enterobacter  and  enterococci 

skin  and  soft-tissue  infections 

due  to  susceptible  strains  of  Staph,  aureus 
(penicillin-sensitive  and  penicillin-resistant)  and 
group  A beta-hemolytic  streptococci  and  other 
strains  of  streptococci 

See  prescribing  information  for  additional 
indications  and  susceptible  organisms. 


Some  of  its 
major  features: 

therapeutic  serum  levels 

peak  serum  levels  of  37.9  and  63.8  mcg./ml. 
respectively  were  obtained  one  to  two  hours 
following  500-mg.  and  1-Gm.  I.M.  doses  of 
cefazolin 

antibacterial  urinary  concentrations 

peak  urine  concentrations  of  approximately  2,400 
and  4,000  mcg./ml.  respectively  were  obtained 
following  I.M.  doses  of  500  mg.  and  1 Gm. 

bile  and  synovial-fluid  levels 

levels  approximately  one-half  those  of  serum 
concentrations 

flexibility  of  administration 


usual  adult  dosage— 500  mg.  to  1 Gm.  t.i.d.  or  q.i.d 


Kefzol  is  contraindicated  in  patients  with  known  allergy 
to  cephalosporins  and  should  be  given  with  great  caution  to 
penicillin-allergic  patients 

Please  see  following  page  for  summary  of  prescribing  information. 
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Kefzol 

cefazolin  sodium 

a new  injectable  antibiotic 


Description:  Kefzol™  (cefazolin  sodium, 
Lilly)  is  a sernisynthetic  cephalosporin  for 
parenteral  administration.  It  is  the  sodium 
salt  of  3- 1 f(5-methyl-1,3,4-thiadiazol-2-yl) 
thio] methyl  | -8-oxo7-[2-(1  H-tetrazol-1-yl) 
acetamido)-5-thia-1  -azabicyclo[4.2.0] 
oct-2-ene-2-carboxylic  acid.  The  sodium 
content  is  46  mg  per  gram  of  cefazolin. 

Actions:  Microbiology—  In-vitro  tests 
demonstrate  that  the  bactericidal  action  of 
cephalosporins  results  from  inhibition  of 
cell-wall  synthesis  Kefzol  is  active  against 
the  following  organisms  in  vitro: 
Staphylococcus  aureus  (penicillin- 
sensitive  and  penicillin-resistant) 

Croup  A beta-hemolytic  streptococci 
and  other  strains  of  streptococci  (many 
strains  of  enterococci  are  resistant) 
Diplococcu s pneumoniae 
Escherichia  coli 
Proteus  mirabilis 
Klebsiella  species 
Enterobacter  aerogenes 
Hemophilus  influenzae 
Most  strains  of  Enterobacter  cloacae  and 
indole-positive  Proteus  (Pr.  vulgaris, 

Pr  morganii,  Pr  rettgeri)  are  resistant. 
Methicill in-resistant  staphylococci, 

Serratia,  Pseudomonas,  Mima,  and 
Herellea  species  are  almost  uniformly 
resistant  to  cefazolin. 

Indications:  Kefzol  is  indicated  in  the 
treatment  of  the  following  serious  infections 
due  to  susceptible  organisms: 

Respiratory  tract  infections  due  to 
D pneumoniae,  Klebsiella  species, 

H influenzae,  Staph  aureus  (penicillin- 
sensitive  and  penicillin-resistant),  and  group 
A beta-hemolytic  streptococci 
Injectable  benzathine  penicillin  is 
considered  to  be  the  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of 
rheumatic  fever. 

Kefzol  is  effective  in  the  eradiction  of 
streptococci  from  the  nasopharynx; 
however,  data  establishing  theefficacy  of 
Kefzol  in  the  subsequent  prevention  of 
rheumatic  fever  are  not  available  at  present. 

Esch  coli,  Pr  mirabilis,  Klebsiella  species, 


and  some  strains  of  Enterobacter  and 
enterococci 

Skin  and  soft-tissue  infections  due  to 
Staph  aureus  (penicillin-sensitive  and 
penicillin-resistant)  and  group  A beta- 
hemolytic  streptococci  and  other  strains 
of  streptococci 

Bone  and  joint  infections  due  to 
Staph  aureus 

Septicemia  due  to  D pneumoniae, 

Staph  aureus  (penicillin-sensitive  and 
penicillin-resistant),  Pr  mirabilis,  Esch  coli, 
and  Klebsiella  species 

Endocarditis  due  to  Staph  aureus 
(penicillin-sensitive  and  penicillin-resistant) 
and  group  A beta-hemolytic  streptococci 

Appropriate  culture  and  susceptibility 
studies  should  be  performed  to  determine 
susceptibility  of  the  causative  organism 
to  Kefzol™  (cefazolin  sodium,  Lilly). 
Contraindication:  KEFZOL  IS  CONTRAIN- 
DICATED IN  PATIENTS  WITH  KNOWN  ALLERGY  TO 
THE  CEPHALOSPORIN  CROUP  OF  ANTIBIOTICS 
Warnings:  IN  PENICILLIN-ALLERGIC  PATIENTS, 
CEPHALOSPORINS  SHOULD  BE  USED  WITH 
GREAT  CAUTION.  THERE  IS  CLINICAL  AND 
LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES 
OF  PATIENTS  WHO  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE). 

Any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs,  should 
receive  antibiotics,  including  Kefzol, 
cautiously  and  then  only  when  absolutely 
necessary.  Serious  anaphylactoid  reactions 
require  immediate  emergency  treatment 
with  epinephrine.  Oxygen,  intravenous 
steroids,  and  airway  management,  including 
intubation,  shouid  also  be  administered 
as  indicated. 

Usage  in  Pregnancy—  Safety  of  this 
product  for  use  during  pregnancy  has  not 
been  established. 

Usage  in  Infants  — Safety  for  use  in 
prematures  and  infants  under  one  month  of 
age  has  not  been  established 
Precautions:  Prolonged  use  of  Kefzol  may 
result  in  the  overgrowth  of  nonsusceptible 
organisms  Careful  clinical  observation  of 
the  patient  is  essential. 
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Abstracts 


Cohnen,  G.,  Douglas,  S.  D.,  and  Brittingqr,  G.: 

Blood  lymphocytes  and  immune  alterations  in  Hodg- 
kin’s disease,  New  York  State  J.  Med.  74:  325  (Feb.) 
1974. 

Reduced  total  lymphocyte  counts,  diminished  num- 
bers of  T lymphocytes,  the  emergence  of  large  lymphoid 
cells,  and  a diminished  in  vitro  reactivity  of  lymphocytes 
are  known  to  occur  in  patients  with  Hodgkin’s  disease. 
Though  these  quantitative  and  qualitative  changes  of 
blood  lymphoctyes  may  be  related  to  the  immune  alter- 
ations in  this  disease,  available  evidence  suggests  that 
they  represent  nonspecific  phenomena  which  are  the 
consequence  of  disease  progression.  Further  studies  are 
required  to  clarify  the  precise  nature  of  the  lymphocyte 
abnormalities  and  their  possible  role  in  the  pathogenesis 
of  Hodgkin’s  disease. 

Lubart,  J.:  Chronic  headache,  New  York  State  J. 

Med.  74:  332  (Feb.)  1974. 

The  cause  of  chronic  headache  is  for  the  most  part  an 
unsolved  problem.  The  pain  or  headache  producing 
areas  of  the  nose,  as  shown  by  the  work  of  McAuliffe, 
Goodell  and  Wolff,  are  detailed.  A plea  is  made  for 
thorough  investigation  of  the  nose  in  every  case  of  head- 
ache, and  minimum  standards  for  nasal  examination  are 
set  forth.  My  clinical  experience  has  been  that  there  is 
a far  greater  association  between  nasal  conditions  and 
headache  than  statistics  on  the  subject  would  indicate. 
The  complexity  of  the  intranasal  structures,  taken  to- 
gether with  the  frequently  latent  nature  of  localizing 
symptoms  in  sinusitis,  is  the  reason  that  this  cause  of 
headache  is  often  overlooked.  Illustrations  are  used  to 
demonstrate  the  diversity  of  nasal  conditions  that  could 
make  an  individual  prone  to  headaches,  and  case  histo- 
ries are  presented  to  develop  the  clinical  aspects  of  the 
subject. 

Gururaj,  V.  J.,  Russo,  R.  M.,  Reddy,  H.  V.,  and  Allen, 

J.  E.:  Health  care  for  day-care  children,  New  York 

State  J.  Med.  74:  340  (Feb.)  1974. 

The  City  of  New  York  Department  of  Health  is  re- 
sponsible for  formulating  and  supervising  the  health 


care  program  of  the  day-care  centers.  Although  the  de- 
partment’s guidelines  for  providing  meaningful  health 
care  are  adequate,  the  implementation  of  programs  that 
could  conform  to  these  guidelines  has  become  difficult 
due  to  the  lack  of  sufficient  funds  and  other  resources. 
A pilot  health  program,  conducted  under  the  auspices  of 
the  pediatric  ambulatory  services  at  Kings  County  Hos- 
pital, is  described  here  as  a model  that  could  provide 
well-rounded  health  services  and  health  supervision  for 
the  day-care  children. 

Arlen,  M.:  Clinical  spectrum  of  tumors  of  fibrous  tis- 
sue origin,  New  York  State  J.  Med.  74:  344  (Feb.)  1974. 

The  prognosis  of  tumors  of  fibrous  tissue  origin  de- 
pends on  their  position  in  a spectrum  of  fibroblastic  re- 
sponses beginning  with  the  keloid  and  extending  to  the 
fully  malignant  fibrosarcoma.  The  nature  of  the  lesion 
must  be  decided  on,  not  only  by  histologic  means  but 
also  by  site  of  origin  and  clinical  behavior.  Lesions 
other  than  the  fully  malignant  fibrosarcoma  should  be 
treated  by  wide,  yet  somewhat  conservative  resection. 
Fully  malignant  fibrosarcomas  must  be  handled  more 
aggressively,  since  recurrence  is  high,  and  chances  for 
cure  following  recurrence  rapidly  diminish. 

Burrascano,  J.  J.:  Current  concepts  in  lung  carcino- 
genesis, New  York  State  J.  Med.  74:  350  (Feb.)  1974. 

Certain  chemical  and  physical  agents  and  viruses 
have  been  found  to  possess  cancer-producing  properties; 
the  carcinogenic  activity  of  these  agents  on  lungs  is  con- 
firmed by  biologic  experimentation.  There  is  abundant 
evidence  to  show  that  host  genetic  factors  and  the  im- 
mune system  both  play  a most  important  role  in  the  de- 
velopment and  progression  of  malignant  growths.  Vari- 
ous hypotheses  have  been  advanced  to  explain  the 
mechanism  by  which  viruses  and  other  carcinogens  may 
cause  heritable,  neoplastic  transformation.  It  is  plausi- 
ble to  assume  that  often  a combination  of  specific  in- 
born and  exogenous  factors  are  needed  for  cancers  to  de- 
velop; as  an  example,  the  presence  of  cigarette  smoke 
and  other  incriminating  environmental  agents  may 
trigger  the  process. 
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Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


297 


after  taking  a , 
potent  analgesic 


360  times! 

in  3 months 


how  big  a dose  will  now 
bring  relief  if  it  is  a narcotic? 

“Tolerance  is  an  ever-present  hazard  to  continued 
use  of  narcotics. . . .The  very  first  dose  diminishes  the 
effects  of  subsequent  doses."1  And,  as  increasing 
amounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects— lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

l.Sadove.  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics,  Postgrad. 

Med.  49:102,  June  1971. 

how  big  a dose  will  now 
bring  relief  if  it  is  Talwin  ? 

Chances  are,  the  same  50  mg.  Talwin  Tablet  you 
prescribe  originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  anal- 
gesic efficacy:  one  50  mg.  tablet  appears  equivalent 
in  analgesic  effect  to  60  mg.  (1  gr.)  of  codeine.  How- 
ever, patients  receiving  Talwin  Tablets  for  prolonged 
periods  face  fewer  of  the  consequences  you’ve  come 
to  expect  with  narcotics.  There  should  be  fewer 
“adverse  effects”  on  her  way  of  life. 

Tolerance  not  a problem:  Tolerance  to  the  analgesic  effect  of 
Talwin  Tablets  is  unlikely. 

Dependence  rare:  During  three  years  of  wide  clinical  use,  there 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history 
of  drug  dependence  should  be  under  close  supervision  while 
receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient  and 
to  prevent  the  use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain. 

Generally  well  tolerated  by  most  patients*:  Infrequently  causes 
decrease  in  blood  pressure  or  tachycardia;  rarely  causes  respi- 
ratory depression  or  urinary  retention;  seldom  causes  diarrhea 
or  constipation.  Acute,  transient  CNS  effects,  described  in 
product  information  on  following  page,  have  occurred  in  rare 
instances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea  or  vomiting  are  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses.* 

‘See  important  product  information  on  next  page  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 
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Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use 

Indication:  For  the  relief  of  moderate  to  severe  pain. 
Contraindication:  Talwin  should  not  be  administered  to  patients 
who  are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psy- 
chological and  physical  dependence  on  parenteral  Talwin  in  pa- 
tients with  a history  of  drug  abuse  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  withdrawal  symptoms.  There 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history  of 
drug  dependence  should  be  under  close  supervision  while  receiv- 
ing Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take 
precautions  to  avoid  increases  in  dose  by  the  patient  and  to  pre- 
vent the  use  of  the  drug  in  anticipation  of  pain  rather  than  for  the 
relief  of  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  Talwin  and  its  potential  for  elevating  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore,  Talwin  can  pro- 
duce effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses 
of  Talwin  have  experienced,  in  rare  instances,  hallucinations  (usu- 
ally visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should  be  very  closely  ob- 
served and  vital  signs  checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severely  limited  res- 
piratory reserve,  severe  bronchial  asthma  and  other  obstructive 
respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to 
accentuation  of  side  effects.  Although  laboratory  tests  have  not 
indicated  that  Talwin  causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  given  narcotics,  including  methadone  for 
the  daily  treatment  of  narcotic  dependence,  have  experienced 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause 
and  effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syn- 
cope, visual  blurring  and  focusing  difficulty,  hallucinations  (see 
Acute  CNS  Manifestations  under  WARNINGS);  and  rarely  tremor, 
irritability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic.-  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequently  de- 
crease in  blood  pressure,  tachycardia.  Hematologic:  rarely  de- 
pression of  white  blood  cells  (especially  granulocytes),  usually 
reversible  and  usually  associated  with  diseases  or  other  drugs 
which  are  known  to  cause  such  changes,  moderate  transient 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  reten- 
tion, toxic  epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin 
in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted 
or  controlled  ventilation  should  also  be  considered.  Although 
nalorphine  and  levallorphan  are  not  effective  antidotes  for  respira- 
tory depression  due  to  overdosage  or  unusual  sensitivity  to 
Talwin,  parenteral  naloxone  (Narcan®,  available  through  Endo 
Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to 
50  mg.  base.  Bottles  of  100. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  i/i//nfhrop \ 
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Abstracts  in  Interlingua 


Cohnen,  G.,  Douglas,  S.  D.,  e Brittinger,  G.:  Lym- 
phocytos  sanguine  e alterationes  immunitari  in  le  morbo 
de  Hodgkin,  New  York  State  J.  Med.  74:  325  (Februar- 
io)  1974. 

Le  reduction  del  contage  total  de  lymphocytos,  le 
diminution  del  numero  del  lymphocytos  T,  le  emergen- 
tia  de  cellulas  lymphocytic  grande  e le  diminution,  in 
vitro,  del  reactivitate  lymphocytic  es  un  occurrentia  cog- 
noscite  in  le  patientes  con  morbo  de  Hodgkin.  Ben  que 
le  cambios  quantitative  e qualitative  del  lymphocytos 
sanguine  pote  esser  relationate  con  le  alterationes  im- 
munitari in  iste  morbo,  existe  un  evidentia  que  suggiere 
que  iste  cambios  representa  phenomenos  non  specific 
que  es  le  consequentia  del  progresso  del  morbo.  Plus 
studios  es  requerite  pro  classificar  le  natura  precise  del 
abnormalitates  lymphocytic  e su  possibile  rolo  in  le 
pathogenesis  del  morbo  de  Hodgkin. 

Lubart,  J.:  Cephalea  chronic,  New  York  State  J.  Med. 
74:  332  (Februario)  1974. 

Le  causa  del  cephalea  chronic  es,  in  le  plus  parte,  un 
problema  non  solvite.  Le  dolor  del  capita  originate  in 
areas  nasal,  como  esseva  describite  per  McAuliffe,  Goo- 
dell,  e Wolff,  es  discutite.  Es  recommendate  un  exami- 
nation complete  del  naso,  in  omne  caso  de  cephalea,  e 
etiam  le  preparation  de  un  standard  pro  un  examination 
minime  es  describite.  Le  experientia  clinic  del  autor  es 
que  existe  un  association  major  inter  le  conditiones 
nasal  e le  cephalea  que  lo  indicate  in  le  statisticas  supra 
iste  materia.  Le  complexitate  del  structura  intranasal, 
juncto  con  le  frequente  natura  latente  del  localisation 
symptomatic  del  sinusitis,  es  le  ration  de  que  iste  ce- 
phalea (de  causa  nasal)  sia  omittite.  Illustrationes  es 
usate  pro  demonstrar  le  diversitate  de  morbos  nasal  que 
pote  facer  que  un  individuo  tome  se  un  candidato  al  ce- 
phalea. Historias  clinic  es  presentate  pro  describer  le 
aspectos  clinic  de  iste  thema. 

Gururaj,  V.  J.,  Russo,  R.  M.,  Reddy,  H.  V.,  e Allen,  J. 

E.:  Attention  sanitari  durante  le  attention  dime  de  pu- 
eros,  New  York  State  J.  Med.  74:  340  (Februario)  1974. 

Le  Departamento  de  Salubritate  del  Citate  de  Nove 
York  es  responsibile  per  le  formulation  e vigilantia  del 
Programma  de  Attention  Sanitari  del  Centros  de  Atten- 
tion Diurne  de  Pueros.  Ben  que  le  guidas  de  iste  De- 


partamento pro  proporcionar  un  significative  attentio 
sanitari  es  adequate,  le  implementation  de  iste  program- 
mas  que  satisface  le  guidas  ha  devenite  difficile  debite  al 
carentia  de  fondos  sufficiente  o le  falta  de  altere  ressour- 
ces.  Un  programma  piloto  de  attention  sanitari,  condu- 
cite  sub  le  auspicios  del  Servicios  Pediatric  Ambulatori 
del  Hospital  Kings  County,  es  describite  in  iste  reporto 
como  un  modelo  que  pote  proporcionar  servicios  ben 
complete  e de  vigilantia  sanitari  mediante  le  attention 
diurne  del  pueros. 

Arlen,  M.:  Spectrum  clinic  de  tumores  originate  de 

texito  fibrose,  New  York  State  J.  Med.  74:  344  (Fe- 
bruario) 1974. 

Le  prognose  del  tumores  originate  del  texito  fibrose 
depende  de  su  position  in  un  spectrum  de  responsas  fi- 
broblastic comenciante  con  le  keloide  e extendite  al  fi- 
brosarcoma maligne  complete.  Le  natura  del  lesion 
debe  esser  establite  non  solmente  per  medios  histologic 
mais  etiam  per  le  sito  originari  e le  comportamento  clin- 
ic. Le  lesiones,  foras  del  fibrosarcoma  maligne  com- 
plete, debe  esser  tractate  con  resection  ample  mais  in 
certe  modo  conservative.  Le  fibrosarcoma  maligne 
complete  debe  esser  tractate  plus  aggressivemente  per- 
que  le  recurrentia  es  elevate,  e perque  le  possibilitate  de 
curation  diminue  rapidemente  depost  le  recurrentia. 

Burrascano,  J.  J.:  Conceptos  currente  in  le  carcino- 
genesis pulmonari,  New  York  State  J.  Med.  74:  350  (Fe- 
bruario) 1974. 

Ha  essite  trovato  que  certe  agentes  chimic  e physic  e 
alicun  viruses  possede  proprietates  carcinogenetic.  Le 
activitate  carcinogenetic  de  iste  agentes  supra  le  pul- 
mones  ha  essite  confirmate  per  experimentos  biologic. 
Existe  abundante  evidentia  que  demonstra  que  le  fac- 
tores  genetic  del  hoste  e le  systema  immunitari  ha  un 
rolo  importante  in  le  disvelopamento  e progresso  del  tu- 
mores maligne.  Varie  hypotheses  ha  essite  avanciate 
pro  explicar  le  machanismos  per  le  cual  le  viruses  e al- 
tere agentes  carcinogenetic  pote  causar  transforma- 
tiones  neoplastic  hereditabile.  Es  plausibile  presumer 
que,  con  frequentia,  es  necessari  un  combination  de  fac- 
tores  specific  congenital  e exogene  pro  le  disvelopamen- 
to del  cancer.  Un  exemplo  es  le  presentia  del  fumar  ci- 
garettas  o de  altere  agentes  ambiental  incriminatori  que 
pote  dar  origine  al  processo  neoplastic. 
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Letters  to  the  Editor 


The  lawyers  and  nationalization 

To  the  Editor:  Attending  a quite  excellent  symposium 
at  Syracuse  University  Law  School  on  the  topic  of  Law 
and  the  Aging,  held  on  March  29  and  30,  it  became  ev- 
ident that  while  there  is  real  concern  about  the  matter 
of  providing  legal  aid  for  the  aged  poor  (or  other  poor), 
on  the  other  hand,  it  was  also  made  quite  clear  that 
there  is  no  ready  army  of  young  lawyers  willing  to  pro- 
vide this  service. 

It  was  interesting  when  this  was  explored  further  in 
the  discussions,  which  followed  the  presentations,  that 
the  speakers  were  able  to  give  very  practical  and  realis- 
tic reasons  as  to  why,  for  example,  a pensioner  not  get- 
ting fair  play  from  his  pension  plan  could  not  readily 
expect  some  lawyer  to  take  his  case.  “It  would  take, 
even  for  five  days  of  legal  services,  much  of  what  the 
pensioner  might  get,  even  if  he  won  his  legal  battle!” 

This  led  this  participant,  himself  a self-designated 
“refugee”  from  the  Labor  Government’s  (1948)  Nation- 
al Health  Service,  to  point  out  that  in  Great  Britain, 
the  legal  profession  is  not  “nationalised,”  and  is  un- 
likely to  be,  just  so  long  as  lawyers  outnumber  others 
as  the  legislators  who  make  these  decisions,  in  the 
British  Parliament. 

Suggesting  that  Senator  Edward  Kennedy,  a lawyer, 
is  ready  enough  to  “nationalise”  American  Medicine, 
the  writer  asked  if  it  was  fair  that  lawyers,  who  literal- 
ly have  “control”  of  the  legislatures  and  would  use  the 
same  arguments  to  avoid  nationalisation  themselves, 
should  be  so  vociferous  and  dogmatic  when  it  comes  to 
their  opposite  numbers  in  the  medical  profession? 

But  we  can  be  sure,  because  they  are  not  at  risk, 
that  these  same  lawyers  will  not  lift  a finger  “to  save” 
the  medical  profession  from  their  machinations,  if  and 
when  the  voters  make  their  clamor  for  a national 
health  service.  It  is  the  votes  they  will  count,  and  not 
the  letters  they  may  receive  from  resistant  physicians. 

We  live,  but  let  us  hope  that  we  learn. 

KENNETH  I.  E.  MACLEOD,  M.D. 

Cortland  County  Department  of  Health 
Court  House 
Cortland,  New  York 


Paramedical  ophthalmic  surgical  training 

To  the  Editor:  During  the  period  August,  1969, 

through  August,  1970,  I served  in  the  United  States 
Army  as  Chief  of  Ophthalmology  at  the  71st  Evacua- 
tion Hospital  in  Pleiku,  South  Vietnam.  This  hospital 
primarily  served  the  United  States  Military,  and  treat- 
ed approximately  500  military  casualties  per  month. 
Pleiku  is  the  provincial  capital  of  the  Central  High- 


lands of  South  Vietnam.  The  indigenous  population  is 
composed  of  Montagnards,  a primitive  highland  people 
who  compose  4 per  cent  of  the  South  Vietnamese  popu- 
lation and  historically  have  been  a despised  and  back- 
ward minority.  They  speak  a separate  language  from 
Vietnamese,  and  have  been  little  affected  culturally  by 
either  the  French  or  American  presence. 

Partially  because  of  their  minority  status;  partially 
because  of  their  geographic  remoteness;  and  partially 
because  of  Vietnamese  prejudice  they  have  never  had 
adequate  medical  facilities,  or  indeed  any  medical  care 
at  all. 

As  the  sole  practicing  ophthalmologist  in  the  area,  I 
became  rapidly  aware  that  hundreds  of  Montagnards 
were  afflicted  with  eye  diseases  such  as  trachoma, 
glaucoma,  corneal  ulcers,  and  cataracts;  that  would 
normally  either  go  completely  untreated,  be  treated  in- 
adequately, or  with  witchcraft.  No  Montagnard  had 
yet  ever  attended  a medical  school  much  less  become 
an  eye  specialist.  During  the  period  I served  at  Pleiku, 
United  States  Army  Medical  teams  were  sent  into  vari- 
ous villages  to  initiate  malaria,  TBC,  smallpox,  and 
other  preventative  programs.  My  own  trips  to  the  vil- 
lages, the  local  provincial  hospital,  the  leprosy  center, 
and  other  regions  produced  an  over-whelming  patient 
load.  In  addition  to  my  assigned  duties  caring  for 
Army  casualties,  I found  myself  treating  thousands  of 
Montagnards  for  whom  no  other  medical  facilities  ex- 
isted. I operated  daily,  mainly  on  cataracts,  glaucoma, 
and  the  sequelae  of  trachoma.  It  was  soon  obvious  to 
me  that  on  my  departure,  there  would  be  no  replace- 
ment. In  Pleiku  there  was  a Christian  Evangelical 
clinic  run  by  a volunteer  civilian  American  physician. 
Many  of  my  patients  were  referred  by  this  clinic. 

Working  there  in  the  position  of  both  interpreter  and 
doctors’  assistant  was  a twenty-six-year-old  Montag- 
nard man,  Mr.  Young,  who  struck  me  as  intelligent, 
quick  to  learn,  and  quite  dextrous  with  his  hands.  In 
addition  he  spoke  English  and  seven  dialects  of  Mon- 
tagnard. At  some  point  I inquired  whether  he’d  be  in- 
terested in  learning  eye  surgery.  Initially  he  de- 
murred, but  finally  entered  into  an  apprenticeship 
wholeheartedly.  He  spent  the  following  eleven  months 
in  the  eye  clinic  and  in  the  operating  room.  He  read 
basic  ophthalmology  textbooks  but  learned  primarily 
from  observing  and  performing.  In  effect,  he  became  a 
full-time  apprentice  in  ophthalmology.  When  I left 
the  country  he  was  performing  cataract  surgery  beauti- 
fully, utilizing  a forcep  or  an  erysiphake  sliding  extrac- 
tion as  well  as  other  surgical  procedures.  Since  most 
eye  surgery  is  done  under  lotal  anesthesia,  he  was  able 
to  operate  almost  without  any  assistance.  Surgical  in- 
struments were  provided  by  the  author  and  through 
donations  from  the  United  States.  Aphakic  lenses 
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Choloxin 

(sodium  dextrothyroxine) 

Once-a-day  dosage 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


See  reverse  side  for  full  prescribing 
information  and  dosage  schedule. 


Choloxin  (sodium  dextrothyroxine) 


The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1 , 2,  4,  and  6 mg are  available  making 

the  scored  tablet  regimen  a flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN"  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Increased  by 

Usual 

Maximal 

Dosage 

Increments  of 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1 .0-2.0  mg. 

monthly  1 .0-2.0  mg. 

4. 0-8.0  mg. 

4. 0-8.0  mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg  body  weight 

monthly  0.05  mg. /kg. 

0.1  mg. /kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac  Patients 

0. 5-1.0  mg. 

monthly  1.0  mg. 

4.0  mg. 

4.0  mg. 

Choloxin8 

(sodium  dextrothyroxine) 


Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc- 
tion of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro- 
tein and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indi- 
cates that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre- 
tion of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in- 
hibited and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica- 
tions and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad- 
junct to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho- 
lesterol (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi- 
dence of  organic  heart  disease 
The  drug  is  also  indicated  in  the  treat- 
ment of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler- 
ate other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a randomized  clinical 
study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a patient  receiving  a digitalis  prep- 
aration. There  may  be  an  additive 
effect.  This  additive  effect  may  possi- 
bly stimulate  the  myocardium  exces- 
sively in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos- 
age should  not  exceed  4 mg  per  day 
when  the  patient  is  receiving  a digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a detri- 
mental, beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero- 
sclerosis or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 
dium dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol- 
lowing conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in- 
cluding angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar- 
rhythmia or  tachycardia,  either 
active  or  in  patients  with  demon- 
strated propensity  for  arrhyth- 
mias; rheumatic  heart  disease; 
history  of  congestive  heart  fail- 
ure; and  decompensated  or  bor- 
derline compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico- 
agulants on  prothrombin  time.  Reduc- 
tions of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos- 
age of  anticoagulants  should  be  re- 
duced by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub- 
sequently readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu- 
lant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con- 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar- 
dial infarction)  or  other  cardiac  dis- 
ease, treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re- 
quired. This  drug  may  increase  the 
oxygen  requirements  of  the  myocar- 
dium, especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinically  significant  ar- 
rhythmia develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon- 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a given 
dose  of  CHOLOXIN  than  euthyroid  pa- 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi- 
tate an  episode  of  coronary  insuffi- 
ciency. This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa- 
tients, and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro- 
thyroxine in  diabetic  patients  is  capa- 
ble of  increasing  blood  sugar  levels 
with  a resultant  increase  in  require- 
ments of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro- 
thyroxine is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan- 
tages of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del- 
eterious results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  famil- 
ial hypercholesterolemia  or  hyperlipe- 
mia should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro- 
cedures, administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene- 
fits to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro- 
thyroxine therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper- 
metabolism; similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

A few  children  with  familial  hypercho- 
lesterolemia have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro- 
thyroxine therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad- 
verse effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in- 
creased in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy- 
roxine therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra- 
ventricular tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob- 
served. Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in- 
farcts were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in- 
somnia, nervousness,  palpitations, 


tremors,  loss  of  weight,  lid  lag,  sweat- 
ing, flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau- 
sea and  vomiting,  constipation,  diar- 
rhea, and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse- 
ness, tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis- 
turbances, psychic  changes,  paresthe- 
sia, muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in- 
cluding a few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap- 
peared to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis- 
ease, sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextro- 
thyroxine therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol- 
emic  patients,  the  recommended  main- 
tenance dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4 to  8 mg  per  day. 
The  initial  daily  dose  should  be  1 to  2 
mg  to  be  increased  in  1 to  2 mg  incre- 
ments at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 
mg  daily,  if  that  dosage  level  is  indi- 
cated to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub- 
stitution therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1 mg  to  be  increased 
in  1 mg  increments  at  intervals  of  not 
less  than  one  month  to  a maximum 
level  of  4 to  8 mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  pa- 
tients, the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos- 
age should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  fo  effect  the  de- 
sired lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6 mg  tablets. 
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Deerfield.  Illinois  ftoois 


Month  in  Washington 


Little  noticed  amid  congressional  confusion  in  at- 
tempting to  deal  with  the  energy  crisis  was  the  passage 
of  a major  health  bill  shortly  before  adjournment.  The 
bill  provides  $375  million  over  a period  of  five  years  to 
support  the  development  of  HMOs  (Health  Mainte- 
nance Organizations)  across  the  country. 

If  signed  into  law  by  the  President,  the  HMO  legisla- 
tion will  go  far  in  determining  both  consumer  and  pro- 
vider acceptance  of  prepaid  group  health  care.  Despite 
a substantial  flow  of  Federal  dollars  into  the  experimen- 
tal program,  HMOs  are  not  expected  to  encounter  easy 
sailing.  Ardent  supporters  of  the  program  admit  the 
trial  period  will  be  a rough  one,  and  they  caution  against 
overoptimism. 

The  speculation  is  that  the  President  will  sign  the  bill 
inasmuch  as  the  money  provided  is  not  far  over  what  the 
Administration  originally  requested,  although  the  bill  is 
much  broader  in  scope  than  the  President  wished. 

Two  key  provisions  of  the  $805  million  bill  first  ap- 
proved by  the  Senate  earlier  this  year  were  deleted  or 
watered  down  in  conference  enough  to  make  the  mea- 
sure more  palatable  to  the  Administration.  One  would 
have  authorized  Federal  subsidization  of  HMO  premi- 
um costs  for  people  who  could  not  afford  all  or  part  of 
the  cost.  The  other  controversial  Senate  section  would 
have  created  an  independent  Commission  on  Quality 
Health  Care  Assurance  to  supervise  the  HMO  program. 
The  compromise  bill  vests  this  responsibility  with  the 
assistant  secretary  of  HEW  (Health,  Education,  and 
Welfare)  for  health. 

To  qualify  for  Federal  aid,  HMOs  must  meet  a long 
list  of  Federal  standards  of  minimum  benefits,  stay  open 
twenty-four  hours  a day,  provide  open  enrollment,  and 
conform  to  numerous  other  requirements.  Induce- 
ments are  provided  to  attract  people  from  poor  and 
rural  areas. 

The  Senate  provision,  authorizing  grants  to  assist 
HMOs  in  meeting  operating  deficits  during  the  initial 
three  years  of  operation,  was  knocked  out  of  the  final 
bill,  but  a loan  fund  was  retained  to  aid  HMOs  in  meet- 
ing “a  portion  of  initial  operating  costs  in  excess  of  gross 
revenues.” 

Copayments  were  barred  under  the  Senate  bill. 
However  the  conference  agreed  to  allow  HMOs  to 
charge  nominal  copayments  but  not  to  the  extent  that 
they  could  be  considered  a barrier  to  seeking  treatment. 
The  conference  committee  said  that  the  copayments  are 
aimed  at  enabling  an  HMO  “to  market  its  benefit  pack- 
age at  a competitive  price.” 

The  final  bill  requires  employers  of  larger  organiza- 
tions to  offer  workers  an  HMO  option  when  existing 
contracts  for  health  insurance  expire,  provided  that  a 
qualified  HMO  is  operating  in  the  area. 

The  bill  does  not  provide  a specific  number  of  HMOs, 
but  the  bill’s  legislative  history  indicates  the  Congress 
had  about  100  programs  in  mind. 

* * * 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Rep.  John  Rarick  (D.,La.),  principal  congressional 
sponsor  of  legislation  to  repeal  the  PSRO  (Professional 
Standards  Review  Organization)  program,  has  dis- 
patched a letter  to  all  members  of  the  House  urging 
their  support. 

In  his  letter,  Rarick  said  PSRO  “is  the  hottest  contro- 
versy facing  physicians  and  their  patients.  The  Ameri- 
can Medical  Association’s  prestigious  House  of  Dele- 
gates yesterday  voted  to  seek  congressional  repeal  of 
this  controversial  peer-review  law  that  goes  into  effect 
on  1 January  1974.” 

Rarick  quoted  AMA  President-elect  Malcolm  C. 
Tood,  M.D.,  as  calling  PSRO  “. . . the  greatest  threat  to 
the  private  practice  of  medicine  of  any  piece  of  legisla- 
tion ever  passed  by  Congress.” 

The  PSRO  section  of  Medicare  was  added  by  the  Sen- 
ate and  was  never  adequately  debated,  the  lawmaker 
said.  “The  House  did  not  even  hold  public  hearings  on 
this  issue.” 

Rarick  cited  the  Wall  Street  Journal  statement  on 
PSRO — which  points  out  that, 

The  controversial  legislation  is  laced  with  pointed  ref- 
erences to  “new  obligations  imposed  on”  medical 
practitioners.  It  requires  physicians  to  open  their 
private  files  and  hospital  records  to  outside  inspec- 
tors. Strong  financial  sanctions  are  provided  for  phy- 
sicians who  fail  to  comply. 

Rarick  wrote  that  he  is  concerned  about  the  effect  of 
the  legislation  on  private  medical  practice  in  this  coun- 
try. He  stated, 

I am  convinced  that  the  medical  profession  has  done 
an  outstanding  job  of  policing  its  own  profession  and  es- 
tablishing a high  code  of  ethics.  It  simply  does  not 
make  sense  to  bog  down  the  medical  profession  with  fur- 
ther government  intervention  that  threatens  the  rela- 
tionship between  doctor  and  patient. 

* * * 

The  first  round  of  congressional  hearings  on  NHI 
(National  Health  Insurance)  concluded  following  a week 
of  testimony  from  experts  in  the  health-economic  field 
who  laid  a general  philosophic  foundation  for  full-scale 
legislative  sessions  early  in  the  new  year. 

The  hearings  by  the  House  health  subcommittee  were 
the  opening  gun  in  what  promises  to  be  a busy  1974  in 
Congress  on  the  issue  of  a NHI  bill. 

The  subcommittee,  headed  by  Rep.  Paul  Rogers 
(D.,Fla.),  has  charted  six  weeks  of  further  testimony  in 
January  and  February  that  will  consider  specific  legisla- 
tive proposals.  The  House  Ways  and  Means  Commit- 
tee also  is  slated  to  explore  NHI  sometime  next  year. 
Senate  sessions  are  expected  to  open  during  the  winter 
or  spring  by  both  Senate  Finance  and  Senate  Labor  and 
Public  Welfare  Committees. 

The  next  major  development  in  the  field  will  be  the 
formal  disclosure  of  the  details  of  the  Administration’s 
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new  plan,  expected  to  be  unveiled  in  President  Nixon’s 
January  State  of  the  Union  speech  to  Congress  and 
probably  in  a special  message  to  Congress  on  health. 

The  new  Administration  plan  will  be  more  liberal 
than  the  previous  one,  but  it  will  continue  to  be  based 
on  the  principle  of  requiring  employers  to  furnish  com- 
prehensive health  insurance  to  their  workers.  The 
major  changes  are  a broad  catastrophic  provision  tied  to 
income  and  Federal  subsidization  of  premiums  for  all 
poor  people.  Medicare  and  Medicaid,  apparently, 
would  lose  their  separate  identities  and  become  part  of 
the  new  program  under  the  jurisdiction  of  the  Public 
Health  Service. 

According  to  budget  director,  Roy  Ash,  NHI  should 
be  kept  to  a size  that  will  avoid  creating  more  demands 
for  health  services  than  can  be  met  with  existing  re- 
sources. Otherwise,  he  said  in  an  interview  with  the 
New  York  Times,  there  is  a danger  that  the  sole  accom- 
plishment would  be  an  increase  in  the  prices  of  health 
services. 

Many  of  the  witnesses  before  Representative  Roger’s 
subcommittee  predicted  that  a financing  mechanism  for 
NHI  without  other  provisions  would  add  to  inflation  of 
health  care  costs  without  much  impact,  if  any,  on  the 
health  of  Americans.  Other  experts  questioned  whether 
or  not  any  type  of  NHI  would  improve  health,  contend- 
ing that  environment,  life  styles,  poverty,  and  so  forth, 
are  to  blame  for  poor  health  conditions. 

The  closest  approach  to  a consensus  was  that  too 
much  hope  should  not  be  placed  in  a NHI  program  to 
solve  the  health  care  problems  of  the  nation. 

One  of  the  final  witnesses,  Robert  J.  Myers,  former 
chief  actuary  of  the  Social  Security  Administration,  de- 
nied that  there  has  been  any  crisis  in  health  care  costs, 
asserting  that  health  has  simply  been  caught  up  in  the 
“general  price  and  wage  inflation  resulting  from  the  Viet 
Nam  war  plus  the  more  rapid  wage  increases  of  hospital 
personnel  . . . plus  the  historical  trend  of  medical  care 
costs  rising  more  rapidly  than  the  general  price  level 

Myers  said  there  is  “far  too  much”  first-dollar  cover- 
age in  private  health  insurance  and  not  enough  cata- 
strophic coverage.  Catastrophic,  he  said,  “is  sorely 
needed  by  most  Americans”  and  should  vary  with  in- 
come and  assets.  He  further  stated, 

I am  convinced  that  cost-sharing  provisions,  prop- 
erly designed,  can  have  a beneficial  effect  in  prevent- 
ing overutilization  without  being  an  unjust  economic 
barrier  that  will  result  in  preventing  the  insured  from 
receiving  necessary  medical  care. . . . 

Under  a sweeping  NHI,  such  as  proposed  by  Sen.  Ed- 
ward Kennedy  (D.,Mass.)  and  labor,  “the  providers  of 
services  might  rebel  if  the  financial  screws  on  them  are 
tightened  too  rapidly  or  too  much,  or  the  beneficiaries 
might  rebel  if  they  are  regimented  or  controlled  too 
much  as  to  their  desires  for  medical  services,”  Myers 
told  the  subcommittee. 

Herbert  Denenberg,  Pennsylvania  commissioner  of 
insurance,  asked  for  strict  cost  and  quality  controls  in 
any  NHI  program.  “Pumping  more  dollars  into  a 
health  care  system  with  serious  structural  shortcomings 
will  aggravate  present  problems.” 

Earl  Brian,  M.D.,  California  secretary  of  health, 
stressed  that  the  cooperation  of  organized  medicine  and 
other  health  providers  is  necessary  for  a NHI  program 


to  work.  Otherwise,  the  nation’s  health  care  system  will 
deteriorate,  he  said.  As  many  responsibilities  as  possi- 
ble should  be  left  to  the  providers,  according  to  Dr. 
Brian.  He  cited  the  cooperation  of  organized  health 
groups  in  California  despite  state  controls  that  have  “al- 
ienated the  health  care  community.”  The  demand  for 
medical  care  will  always  exceed  the  dollars  available,  he 
said,  so  any  program  must  contain  restrictions  which  re- 
late it  to  the  free  market  system.  The  present  concern 
over  Professional  Standards  Review  Organizations  is 
only  a harbinger  of  what  would  happen  if  a bureaucratic 
NHI  were  enacted  and  demonstrates  the  “imprudence 
of  permanent  government  controls,”  he  asserted. 

* * * 

Sen.  Edward  Kennedy’s  health  subcommittee  hear- 
ings on  the  drug  industry  lived  up  to  their  explosive  ex- 
pectations with  HEW  Secy.  Casper  Weinberger  throw- 
ing the  first  bomb  by  announcing  that  the  Administra- 
tion would  propose  a cost-saving  drug  plan  for  Medicare 
and  Medicaid  patients  under  which  reimbursement 
would  be  limited  to  “the  lowest  cost  at  which  the  drug  is 
generally  available.” 

Estimating  the  savings  at  from  $25  to  $60  million  a 
year,  the  HEW  proposal  was  a blow  to  the  pharmaceuti- 
cal industry  which  viewed  it  as  a step  toward  generic 
prescribing  and  a set  back  to  the  brand  name  concept. 
Congress  would  have  to  approve  the  proposal,  however. 

Under  questioning  from  subcommittee  members, 
Weinberger  was  vague  about  how  the  program  would 
work  but  emphasized  that  physicians  would  remain  free 
to  prescribe  as  they  choose.  Senator  Kennedy  praised 
the  proposal.  Sen.  Gaylord  Nelson  (D.,  Wis.)  said  the 
HEW  recommendation  “must  be  only  the  first  step  in  a 
massive  intrusion  by  the  Federal  government  into  the 
prescribing  habits  of  physicians.” 

The  first  day’s  session  featured  charges  that  drug 
companies  are  monopolistic,  keep  prices  jacked  high, 
and  spend  huge  amounts  on  advertising.  Physicians 
were  described  as  inept  and  too-generous  prescribers  of 
drugs  influenced  inordinately  by  advertising  and  drug 
detail  men.  It  was  implied  that  100  deaths  a day  due  to 
adverse  drug  reactions  were  the  fault  of  the  drug  indus- 
try and  the  prescribing  physicians. 

Senator  Nelson,  a subcommittee  member,  urged  that 
prescription-drug  advertising  be  banned  and  trade 
names  eliminated.  Consumer  advocate  Ralph  Nader 
agreed  and  recommended  patent  restriction. 

In  an  opening  statement  Kennedy  said  that  the  hear- 
ings are  designed  to  “search  for  legislative  solutions  to 
the  problems  surrounding  the  way  drugs  were  devel- 
oped, marketed,  and  used  in  this  country.”  He  said, 
“Too  many  physicians  are  prescribing  too  many  drugs 
on  the  basis  of  too  little  information  . . . such  irrational 
prescribing  is  a product  of  physician  ignorance,  not  mal- 
ice . . .” 

Senator  Kennedy’s  subcommittee  had  never  before 
asserted  broad  jurisdiction  in  the  drug  field.  The  hear- 
ings were  viewed  as  a stake  out  to  this  aspect  of  health 
and  government  and  also  as  a bow  to  Senator  Nelson 
who  has  been  investigating  the  drug  industry  for  years 
and  is  its  strongest  critic  on  Capitol  Hill.  Nelson  is  a 
new  member  of  the  Kennedy,  subcommittee.  His  previ- 
ous forum  was  a senate  small  business  subcommittee. 

James  H.  Sammons,  M.D.,  chairman  of  the  Board  of 
the  American  Medical  Association,  told  the  subcommit- 

continucd  on  page  310 
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Needed  By  Our  Medical  Schools  — 
MONEY  NOT  "TIED  DOWN”! 

Our  medical  schools  need  flexible  financial  aid  - the 
kind  that  AMA  Education  and  Research  Founda- 
tion funds  provide.  Medical  schools  receive 
AMA-EllF  money  WITHOUT  STRINGS  AT- 
TACHED. It  may  be  used  as  they  see  fit  to 
solve  their  most  pressing  financial  problems. 


LOAN  GUARANTEE  FUND 

Have  you  tried  to  borrow  money  lately?  More  specifically,  a long-term  un- 
secured loan?  Most  lending  institutions  do  not  make  that  kind  of  loan,  even  for  a 
worthy  reason  like  medical  education.  The  Loan  Guarantee  Fund  was  established 
to  aid  medical  students,  interns  and  residents.  If  all  other  resources  are  exhausted, 
they  can  borrow  up  to  SI, 500  a year  (S10,000  maximum).  AMA-ERF  guarantees 
repayment  of  both  principal  and  interest  to  the  participating  banks,  who  make 
students  loans  as  a public  service.  Contributions  to  AMA-ERF  are  tax  deductible. 


AMA-ERF  DONATION  FORM 

Name  of  person  to  be  honored  or  memorialized:  

Name  and  address  of  member  of  family  to  be  notified: 


Amount  of  gift: 

Designated  for:  Q Loan  Guarantee  Fund 

□ . Name  of  Medical  School 

0 Fund  for  Medical  Schools  (to  be  divided  equally  among  all 
medical  schools) 

Contributor 

Address , 

Mail  donation  to  your  AMA-ERF  N.Y.  State  Chairman, 

Mrs.  William  E.  Homan,  73  Heatherbloom  Road,  White  Plains,  N.Y.  10605 
Make  checks  payable  to  AMA-ERF . 
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Opinion 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the  . 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 
The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


e 

e 
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Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tions and  professional  traditions  which 
prohibit  the  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
| of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
As  a practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 
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tee  that  in  the  heat  of  controversy  it  should  be  empha- 
sized that, 

Today  there  are  a large  number  of  drug  prepara- 
tions available  through  a complex  delivery  system  re- 
plete with  checks  and  balances  provided  by  industry, 
the  FDA  (Food  and  Drug  Administration),  physicians, 
pharmacists,  and,  in  some  instances,  allied  health  per- 
sonnel. 

It  is  not  surprising  that  this  complex  and  important 
system  carries  with  it  complex  problems  that  differ- 
ent groups  within  the  system  perceive  differently  . . . 
simple  solutions  for  the  management  of  our  problems 
are  not  realistic. 

The  AMA  official  said  the  reduction  in  funding  for  re- 
search investigators  could  have  an  adverse  effect  on  de- 
velopment of  improved  drugs.  The  complexity  of  FDA 
procedures  “is  becoming  self-defeating,  and  some  new 
approaches  are  required  if  we  are  to  be  able  to  provide 
new  and  useful  therapeutic  agents  to  alleviate  existing 
maladies.” 

Dr.  Sammons  said, 

Whatever  is  done  the  physician  must  be  able  to 
prescribe  the  drug  in  dosage  and  strength  deemed  ap- 
propriate for  his  patient . . . 

Where  appropriate,  we  believe  the  physician  should 
prescribe  the  least  expensive  product.  But  the  gener- 
ic name  on  the  bottle  is  not  a guarantee  of  equivalence 
nor,  for  that  matter,  does  a generic  prescription  even 
guarantee  to  the  patient  that  he  will  receive  the  least 
expensive  product 

C.  Joseph  Stetler,  president  of  the  Pharmaceutical 
Manufacturers  Association,  testified  that, 

What  the  secretary  is  proposing  represents  an  ex- 
traordinarily radical  approach  to  health  care,  one 
which  may  give  the  appearance  of  providing  first-class 
medical  care  at  less  cost  but  which  will  either  require 
Medicare  and  Medicaid  beneficiaries  to  accept  inferi- 
or products  or  force  them  to  pay  the  cost  of  first-class 
medicines  from  their  own  household  budgets. 

Stetler  said  the  proposal  might  have  some  merit  if 
therapeutic  equivalence  of  drugs  could  be  assured,  “but 
the  published  evidence  is  almost  entirely  on  the  other 
side.  Reports  of  the  clinical  inequivalence  of  drugs  sold 
under  the  same  generic  name  are  increasing  as  are  quali- 
ty control  failures.” 

On  another  track,  Stetler  said  that  new  drug  discov- 
eries have  been  a major  contributor  to  improving  health 
care  and  that  drug  prices  have  held  stability  in  a period 
of  soaring  inflation. 

But,  he  warned,  America  is  falling  behind  foreign 
competitors  in  the  rate  of  pharmaceutical  innovation, 
adding  that  the  industry’s  pattern  of  discovery  of  new 
drugs  and  the  stable  prices  of  medicines  are  threatened 
by  proposals  to  reduce  incentives  for  drug  producers  to 
continue  their  massive  research  programs. 

“Price  setting,  dilution  of  patent  rights,  or  a govern- 
ment take-over  of  research  and  development  or  promo- 
tional activities,”  suggested  by  some,  would  be  self-de- 


feating and  lead  to  higher  prices  and  lower  productivity, 
Stetler  said. 

Although  the  industry’s  dollar  investment  in  research 
is  continuing  to  climb,  Stetler  testified  that  fewer  Amer- 
ican pharmaceutical  firms  are  sponsoring  such  activities 
owing,  in  part,  to  the  tangle  of  government  delays  and 
regulations. 

In  his  slashing  testimony,  Senator  Nelson  said  the 
AMA  “has  cooperated  in  creating  confusion”  and  has 
been  “disastrous  in  this  field  because  the  custodians  of 
health  care  in  this  country  are  the  guide  to  us  as  to  what 
good  medical  practice  is.”  The  AMA  “has  done  more 
damage  to  the  good  practice  of  drug  prescribing  than  if 
it  did  not  exist  at  all,”  Nelson  said.  The  AMA’s  drug 
manual  was  “degraded”  owing  to  pressure  from  drug 
companies.  . . . “For  money!  It  is  as  simple  as  that,”  he 
asserted. 

Nader  accused  the  industry  of  “price  gouging  and 
causing  serious  harm  to  tens  of  thousands  of  people  that 
is  unparalleled  in  history.” 

The  hearings  will  resume  later  this  winter  and  con- 
tinue through  to  summer. 

* * * 

The  Administration  has  moved  to  set  clear  fuel  priori- 
ties in  the  health  field  as  Congress  was  warned  by  health 
leaders  that  emergency  care,  drugs  and  devices,  and  hos- 
pital care  could  be  severely  affected  unless  sufficient 
fuel  is  made  available  this  winter. 

Immediately  following  a hastily  scheduled  one-day 
hearing  before  the  Senate  Health  Subcommittee,  Wil- 
liam E.  Simon,  head  of  the  Federal  Energy  Office,  said 
that  the  pharmaceutical  industry  will  get  all  the  fuel  it 
needs  for  production  and  research  to  maintain  adequate 
supplies  of  essential  drugs  and  medical  supplies. 

A spokesman  for  the  American  Medical  Association 
testified  that  there  is  a critical  need  to  make  special  pro- 
visions for  an  adequate  supply  of  motor  fuel  to  meet  the 
needs  of  medicine.  J.  Cuthbert  Owens,  M.D.,  a member 
of  the  AMA’s  Commission  on  Emergency  Medical  Ser- 
vices, said, 

Physicians,  nurses,  life-support  personnel,  rescue 
workers,  and  ambulances  and  other  emergency  motor 
vehicles  must  have  a sufficient  and  continuous  supply 
of  gasoline  to  insure  the  provision  of  prompt  care  for 
the  ill  and  injured.  In  addition,  adequate  fuel  must 
be  available  to  health  care  institutions,  as  well  as  to 
suppliers  of  necessary  medical  equipment  and 
supplies. 

Leo  J.  Gehrig,  M.D.,  vice  president  of  the  American 
Hospital  Association,  said  there  is  no  Federal  natural 
gas  allocation  program  for  health  care  institutions. 

“This  substantial  area  of  potential  energy  shortages 
significantly  magnifies  the  effect  of  shortages  of  other 
fossil  fuels  on  hospitals,”  Dr.  Gehrig  told  the  subcom- 
mittee. The  proposed  regulations  published  on  Decem- 
ber 13,  1973,  providing  for  mandatory  allocation  of  mid- 
dle distillates,  allow  hospitals  only  100  per  cent  of  their 
1972  base-period  volume,  he  pointed  out.  “With  in- 
creasing natural  gas  interruptions  there  is  need  for  hos- 
pitals to  receive  100  per  cent  of  current  fuel  require- 
ments, Dr.  Gehrig  said. 

“The  hospitals  of  this  country  must  be  provided  the 
priority  and  supply  of  energy  sources  to  permit  them  to 
deliver  vital  services  to  patients,”  Gehrig  said. 
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Sign  of  a cold  sufferer 
Time  for  Ornade 


Fast  relief  of 

upper  respiratory  congestion 

and  hypersecretion 

with  convenient  b.i.d.  dosage. 


Each  capsule  contains  8 mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate). 

50  mg.  phenylpropanolamine  hydrochloride; 
2.5  mg.  isopropamide.  as  the  iodide. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hypersecretion  associated 
with  the  common  cold,  acute  and  chronic  sinusitis,  vasomotor  rhinitis; 
allergic  rhinitis  (hay  fever,  "rose  fever."'  etc ) 

Contraindications:  Hypersensitivity  to  any  component;  concurrent 
MAO  inhibitor  therapy,  severe  hypertension,  bronchial  asthma,  coronary 
artery  disease;  stenosing  peptic  ulcer,  pyloroduodenal  or  bladder  neck 
obstruction  Children  under  6 

Warnings:  Caution  patients  about  activities  requmng  alertness  (e  g. 
operating  vehicles  or  machinery).  Warn  patients  of  possible  additive 
effects  with  alcohol  and  other  CNS  depressants 
Usage  in  Pregnancy  In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards  Inhibition 
of  lactation  may  occur. 

Effect  on  PBl  Determination  and  1 151  Uptake:  Isopropamide  iodide  may 
alter  PBl  test  results  and  will  suppress  1 131  uptake.  Substitute  thyroid  tests 
unaffected  by  exogenous  iodides 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or 
mouth,  nervousness;  or  insomnia  Also,  nausea,  vomiting,  epigastnc 
distress,  diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain, 
abdominal  pain,  irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria.  difficulty  in  urination,  thrombocytopenia,  leukopenia,  convul- 
sions. hypertension,  hypotension,  anorexia,  constipation,  visual  distur 
bances.  iodine  toxicity  (acne,  parotitis) 

Supplied:  Bottles  of  50  capsules 
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Practical  problems  in 
clinical  cardiology 

The  most  difficult  problems  commonly  encountered 
in  the  modern  practice  of  cardiology  will  be  the  topic  of 
the  postgraduate  course  entitled,  “Practical  Problems  in 
Clinical  Cardiology.”  The  course  will  be  at  the  Playboy 
Plaza  Hotel,  Miami  Beach,  Florida,  on  February  25  to 
March  1,  1974.  Sponsors  for  this  course  are  the  Ameri- 
can College  of  Chest  Physicians  and  the  Mount  Sinai 
Medical  Center. 

Three-day  program 

Physicians  with  a special  interest  in  the  treatment  of 
respiratory  distress  are  encouraged  to  attend  the  post- 
graduate course,  “Respiratory  Care  in  Shock  Syn- 
dromes.” This  course  is  sponsored  by  the  American 
College  of  Chest  Physicians  and  the  University  of  Ha- 
waii School  of  Medicine.  Location  and  dates  for  this 
program  will  be  the  Hilton  Hawaiian  Village  Hotel, 
Honolulu,  Hawaii,  March  4 to  6,  1974. 

Tuberculosis:  a problem  for 
every  physician 

“Tuberculosis:  a Problem  for  Every  Physician”  will 
be  presented  on  March  12,  9 a.m.  to  5 p.m.,  Terrace  on 
the  Park,  52-11  111  Street,  Flushing  Meadow,  New  York 
11368  (parking  available)  by  the  Downstate  Medical 
Center.  Participants  in  the  morning  session  include 
Harold  A.  Lyons,  M.D.,  William  W.  Stead,  M.D.,  John  J. 
Rooney,  M.D.,  and  Jack  G.  Rabinowitz,  M.D.  At  the  af- 
ternoon session  the  participants  will  be  Vernon  N. 
Houk,  M.D.,  Raymond  F.  Corpe,  M.D.,  John  A.  Crocco, 
M.D.,  and  William  Lester,  M.D. 

For  registration  and  information  write  to  or  call  Saul 
B.  Wilen,  M.D.,  State  University  of  New  York-Down- 
state  Medical  Center,  Box  19,  450  Clarkson  Avenue, 
Brooklyn,  New  York  11203  (212)  270-1332. 

Symposium  on  Sickle  Cell  Anemia 
and  Other  Hemoglobinopathies 

“Symposium  on  Sickle  Cell  Anemia  and  Other  Hemo- 
globinopathies— Teaching  Day  in  Hematology”  will  be 
held  on  Wednesday,  March  13  from  9 a.m.  to  5 p.m., 
First  Floor  Lecture  Hall,  Basic  Sciences  Building, 
Downstate  Medical  Center,  450  Clarkson  Avenue, 
Brooklyn,  New  York.  The  program  is  acceptable  for 
seven  prescribed  hours  by  the  American  Academy  of 
Family  Physicians.  To  register,  contact  Miss  Bertha 
Kearney,  Box  20,  Downstate  Medical  Center,  450  Clark- 
son Avenue,  Brooklyn,  New  York  1 1203  (212-270-1097). 

Three-day  physician  seminar 

A three-day  physician  seminar  on  “Care  of  Injured” 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 
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will  be  held  March  27  to  30,  in  Tampa,  Florida.  The 
program  is  sponsored  by  the  American  College  of  Sur- 
geons’ committee  on  trauma  and  the  Department  of 
Surgery,  University  of  South  Florida.  For  further  infor- 
mation contact:  Roger  T.  Sherman,  M.D.,  F.A.C.S., 

University  of  South  Florida  College  of  Medicine,  (813) 
251-7411, 13,  or  17. 

Annual  scientific  meeting 

The  55th  Annual  Session  of  the  American  College  of 
Physicians  will  be  held  in  New  York  City,  April  1 to  4, 
with  scientific  sessions  at  the  New  York  Hilton  and 
Americana  Hotels. 

The  College,  an  international  organization  of  some 
26,000  specialists  in  internal  medicine  and  related  fields, 
expects  6,000  physicians  to  attend  the  four  days  of  sci- 
entific lectures,  panel  discussions,  and  other  events 
aimed  at  helping  clinicians  keep  informed  of  new  knowl- 
edge and  treatment  of  diseases. 

Theme  of  the  1974  Annual  Session  will  be-“Humoral 
and  Chemical  Mediators  in  Human  Biological  Systems.” 
Special  lectures,  panel  discussions,  and  informal,  un- 
structured “Meet  the  Professor”  sessions  will  be  held 
throughout  the  week,  with  emphasis  on  the  theme 
subject. 

Public  and  private  medical 
health  care 

The  American  Medical  Association-Southeast  Re- 
gional Mental  Health  Conference  will  be  held  at  the 
Marriott  Hotel,  Atlanta,  Georgia,  April  5 to  6.  The 
theme  of  the  conference  will  be  “Public  and  Private 
Mental  Health  Care-QuoVadis?” 

The  conference  is  the  first  to  be  jointly  sponsored  by 
the  AMA  Council  on  Mental  Health  and  the  committees 
responsible  for  mental  health  in  the  state  medical  asso- 
ciations of  Florida,  Georgia,  Kentucky,  North  Carolina, 
South  Carolina,  and  Tennessee.  Coordinator  is  Philip 
Nelson,  M.D.,  chairman.  North  Carolina  Medical  Soci- 
ety Committee  on  Mental  Health. 

Those  attending  the  conference  will  be  eligible  for 
eight  hours  of  Category  I credit  toward  the  American 
Medical  Association’s  Physician  Recognition  Award  and 
eight  prescribed  hours  of  credit  by  the  American  Acade- 
my of  Family  Physicians. 

For  further  information  write  to:  Department  of 

Mental  Health,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois,  60610. 

Pediatrics  annual  spring  session 

The  annual  spring  session  of  the  American  Academy 
of  Pediatrics  wTill  be  held  at  the  Americana  Hotel,  Bal 
Harbour,  Florida,  April  22  to  25.  For  further  informa- 
tion contact:  Department  of  Communications,  1801 


Hinman  Avenue,  Evanston,  Illinois  60204,  (312)  869- 
4255. 

Physical  therapy  chest  symposium 

The  annual  “Physical  Therapy  Chest  Symposium” 
will  be  held  at  the  Institute  of  Rehabilitation  Medicine, 
May  20  to  22,  at  the  Institute.  The  course  is  entitled 
“Physical  Therapy  in  Chronic  and  Acute  Pulmonary 
Disorder,”  and  will  be  particularly  appropriate  for  phys- 
ical therapists,  nurses,  and  respiratory  therapists.  For 
further  information  write:  Joseph  Goodgold,  M.D., 

Room  RR  617,  Institute  of  Rehabilitation  Medicine,  400 
East  34th  Street,  New  York,  New  York  10016. 

Medical  Society  of  New  Jersey 
annual  meeting 

The  annual  meeting  of  The  Medical  Society  of  New 
Jersey  will  be  held  May  11  to  14  in  Haddon  Hall,  Atlan- 
tic City.  Interested  members  of  the  Medical  Society  of 
the  State  of  New  York  may  submit  applications  for 
space  in  the  Scientific  Exhibits. 

Postgraduate  and  ongoing 
postgraduate  programs  for  1974 

The  New  York  State  Surgical  Division  of  the  Interna- 
tional College  of  Surgeons  announces  the  following  post- 
graduate and  ongoing  education  programs  for  1974: 
Cancer  Teaching  Day,  Saturday,  May  25,  Plattsburgh, 
New  York,  8:30  a.m.  to  4:30  p.m.;  Midsummer  Meeting, 
June  30  to  July  4,  Stevensville  Country  Club,  Swan 
Lake,  New  York;  Labor  Day  weekend  meeting,  August 
30  to  September  3,  Otesaga  Hotel,  Cooperstown,  New 
York. 

For  further  information  contact  Hugh  R.  K.  Barber, 
M.D.,  chairman,  132  East  76th  Street,  New  York,  New 
York  10021  (212)  734-6555,  or  Nicholas  Scors,  M.D., 
president,  New  York  State  Surgical  Division,  52  Court 
Street,  Plattsburgh,  New  York,  (518)  563-2277. 

Programs  sponsored  by  the  International  College  of 
Surgeons  have  received  Category  I accreditation  from 
the  American  Medical  Association  on  an  hour  per  hour 
basis. 

Dermatopathology  symposium 

A three-day  “Dermatopathology”  symposium,  direct- 
ed by  A.  Bernard  Ackerman,  M.D.,  and  sponsored  by 
the  Department  of  Dermatology  and  Pathology,  New 
York  University  School  of  Medicine,  will  be  held  on  Oc- 
tober 7,  8,  and  9 in  Alumni  Hall,  New  York  University 
Medical  Center,  550  First  Avenue,  New  York,  New  York 
10016. 

For  detailed  information  inquire  at  the  Office  of  the 
Recorder,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York,  New  York  10016. 
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Report:  EE  (C-73) 

AS  AMENDED  AND  ADOPTED  BY  THE  HOUSE  OF  DELEGATES 


REPORT  OF  THE  BOARD  OF  TRUSTEES 
AND 

THE  COUNCIL  ON  MEDICAL  SERVICE 

Report:  EE 
(C-73) 

Subject:  American  Medical  Association  Policy  of  Professional  Standards  Review  Organizations 

Presented  by:  James  H.  Sammons,  M.D.,  Chairman,  Board  of  Trustees,  William  B.  Hildebrand,  M.D.,  Chairman, 
Council  on  Medical  Service 
Referred  to:  Reference  Committee  A 

(Bernard  J.  Pisani,  M.D.,  Chairman ) 

In  the  Report  of  the  Board  of  Trustees  and  the  Council  on  Medical  Service  on  “Professional  Standards  Review  Or- 
ganizations,” Report  Z (C-72),  the  Association’s  concern  over  the  PSRO  program  prior  to  its  passage  was  noted.  It 
should  be  recalled  that  the  law  was  passed  over  the  objections  of  the  AMA  and  its  spokesmen  before  Congress.  How- 
ever, the  report  noted  that,  since  PL  92-603  has  been  adopted,  the  Council  and  the  Board  believed  “that  the  Ameri- 
can Medical  Association  should  provide  a dominant  role  of  leadership  in  the  implementation  of  the  PSRO  program  to 
assure  that  the  best  interests  of  the  public  and  the  profession  are  preserved.” 

In  line  with  this  leadership  role,  specific  responsibilities  were  assigned  to  the  Advisory  Committee  created  by 
House  adoption  of  that  Report,  including  development  of  rules  and  regulations,  assisting  state  and  county  associa- 
tions in  developing  PSROs,  and  furnishing  material  for  the  Council  on  Legislation  in  its  development  of  future  peer 
review  legislation. 

At  the  1973  Annual  Convention,  in  adopting  substitute  Resolution  49,  the  House  recognized  that  repeal  or  modifi- 
cation of  PSRO  legislation  “ultimately  may  be  required  to  preserve  the  high  quality  of  patient  care,”  but  instructed 
the  Association  to  place  “highest  priority  on  developing  and  pursuing  appropriate  amendments  to  preserve  the  high 
quality  of  patient  care.”  Board  of  Trustees  Report  A (C-73)  at  this  session  indicates  that  possible  changes  in  the  law 
are  under  study;  information  concerning  this  activity  is  incorporated  with  this  report. 

It  is  stressed  that  at  all  times  the  House  of  Delegates  determines  Association  policy  and  that  it  is  the  role  of  the 
councils,  committees,  and  the  Board  of  Trustees  to  implement  this  policy. 

For  the  information  of  the  House  of  Delegates,  the  Board  of  Trustees  and  the  Council  on  Medical  Service  feel  obli- 
gated to  make  the  following  observations: 

Past  House  Action:  A-73:331;  C-72:116-117 

(1)  Our  very  best  information  from  Washington  and  bipartisan  Congressional  leadership  is  that  there  is  no  current 
political  viability  in  an  effort  to  repeal  PSRO. 

(2)  Similar  exploration  suggests  that  there  is  Congressional  receptivity  to  consideration  of  amendments  to  the  law. 

(3)  “Non-participation”  can  be  interpreted  in  several  ways.  Nonparticipation  by  constituent  and  component 
medical  societies  refers  to  the  unwillingness  of  such  societies  to  cooperate  in  the  development  of  PSROs.  Non- 
participation by  individual  physicians  implies  unwillingness  to  provide  professional  reimbursable  services  for 
Medicare  and  Medicaid  beneficiaries.  In  general,  non-participation  by  organized  medicine  in  the  development 
of  PSROs  would  be  an  abrogation  by  the  profession  of  its  responsibility  to  the  public  and  the  profession  to  as- 
sure that  monitoring  of  the  quality  and  cost  of  medical  care  is  professionally  oriented.  Regardless  of  participa- 
tion or  non  participation  by  physicians  or  medical  organizations,  no  physician  can  escape  review  of  his  Medi- 
care and  Medicaid  services  as  long  as  the  law  remains  in  force. 

(4)  A significant  proportion  of  the  profession  appears  to  agree  that  amendments  to  the  law  can  improve  it.  The 
Board  of  Trustees  and  its  Council  on  Legislation  are  currently  preparing  a series  of  amendments. 

(5)  Experience  in  developing  the  mandated  AMA  leadership  role  in  PSRO  implementation  has  identified  many 
areas  where  such  amendments  may  be  necessary. 

(6)  Government  resistance  to  Association  recommendations  in  some  areas  indicates  that,  for  certain  facets  of  the 
program,  amendment  may  be  a more  effective  approach  than  attempts  to  influence  regulations  and  directives. 

(7)  The  PSRO  law  is  widely  interpreted  as  a cost  control  measure.  However,  there  is  reason  to  believe  that  it  may 
generate  costs  in  excess  of  savings. 

(8)  If  PSRO  legislation  were  to  be  repealed,  other  cost  control  measures  now  existing  in  law  would  be  applied. 
Other  legislative  measures  for  cost  containment  would  certainly  be  introduced. 

In  the  light  of  the  observations  noted  above,  the  options  available  to  the  Association  are: 

(A)  To  improve  the  law  through  development  of  regulations  and  administrative  practices; 

(B)  To  seek  amendments  to  the  law  which  would  remove  the  undesirable  features  of  the  present  statute; 

(C)  To  promote  repeal  of  the  law; 

(D)  To  suggest  non-participation  by  all  constituent  and  component  societies.  Such  non-participation  would  spe- 
cifically refer  to  the  establishment  of  a PSRO  by  a unit  of  organized  medicine. 

Finally,  it  should  be  recognized  that  these  options  are  not  necessarily  mutually  exclusive. 

( continued  on  page  418) 
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Butisol 

(SODIUM  BUTABARBITAL) 


The  Rx  that  says 
*^l  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster”  nor  a ‘"hangover"'  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that  s needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs. 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  orq.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © McN  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Keflex  /makes 

cephalexin  monohydrate / SCYlse 


Oral  Suspension 

250  mg.*/5  m3. 
100-ml.  size 


125  mg.*/5  ml. 
60  and  100-ml. 
sizes 


Pediatric  Drops 


^Equivalent  to  cephalexin. 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  * Indianapolis,  Indiana  46206 
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Editorials 


Senior  medical  consultants 

The  right  men  in  the  right  places  at  the  right  time 


One  of  the  sad,  senseless  errors  of  the  modern 
era,  in  this  country  particularly,  is  the  compulsory 
retirement  of  capable  teachers  on  the  arbitrary 
basis  of  age,  and  age  alone.  Chronology  replaces 
the  values  of  maturity,  judgment,  and  experience. 
We  have  become  unmindful  of  the  zestful  unique 
ability  of  stimulating  teachers  to  meet  a specific 
need.  This  is  sheer  waste;  the  need  is  there,  and 
this  static  negative  policy  yields  no  benefit  to  any- 
body; considerable  harm  can  follow  for  those  will- 
ing and  able  to  carry  on.  Many  teachers  prefer  to 
teach  and  to  make  their  teaching  creative,  their 
“doing,”  quite  contrary  to  Shaw’s  simplistic  apho- 
rism “Those  who  can,  do,  those  who  can’t,  teach.” 
Our  rigid  social  patterns,  static  mores,  and  crass 
materialism  shelve  these  proved  teachers  and  com- 
pel them  to  “play  or  decay,”  even  though  they  may 
prefer  to  work  rather  than  to  golf. 

A new  nonprofit  organization  has  been  formed, 
now  supported  by  grants  and  donations  only,  the 
Senior  Medical  Consultants  (SMC),  to  correct  this 
error  and  has  been  quite  successful;  we  all  should 
support  its  endeavors.  Detlev  W.  Bronk,  Ph.D., 
president  emeritus  of  Rockefeller  University,  is 
now  president  of  this  group,  and  it  has  an  out- 
standing board  of  trustees,  including  Irving  S. 
Wright,  M.D.,  George  H.  Humphreys,  II,  M.D., 
Harry  M.  Zimmerman,  M.D.,  and  Joseph  Moldav- 
er,  M.D.,  as  vice-presidents,  with  Norman  Miles, 
Esq.,  as  secretary-treasurer.  There  is  also  an  ad- 
visory council  of  eminent  physicians  and  other 
professionals. 

The  detailed  nature  of  the  organization  is  given 
here  at  the  outset  to  enlist  your  active  support. 
Your  personal  donation  or  your  stimulation  of  fi- 
nancial contributions  by  others  will  help.  More 
important  still,  however,  would  be  an  individual 
appeal  for  the  participation  by  community  hospi- 
tals in  your  area.  Surely  some  could  use  such  ser- 
vices gratis  in  their  continuing  educational  pro- 
grams. Also  you  could  solicit  teachers  whom  you 
found  stimulating  to  volunteer  in  the  effort.  The 
teaching  programs  can  be  “cut  to  suit”;  they  can 
take  the  form  of  lectures,  ward  rounds,  review  of 
autopsies,  presentations  of  new  techniques,  both 
clinical  and  laboratory,  conferences,  clinical  ses- 
sions, assistance  with  planning  for  the  future,  and 
even  promotion  of  research  efforts  in  the  institu- 


tion. Such  educational  activities  can  only  help  to 
benefit  the  staff  and  the  patients  directly  and  im- 
prove patient  care  generally. 

Teachers  and  other  experts  who  are  about  to 
enter  retirement  can  benefit  considerably  psy- 
chologically from  this  program.  SMC  offers  an 
opportunity  for  gain  by  all  and  loss  to  none.  Let 
us  all  promote  the  continuation  of  its  success. 

The  terms  “increasing  demands”  and  “increas- 
ing needs”  are  frequently  used  today  to  describe 
many  of  the  operations  of  our  modern  society  and 
are  certainly  applicable  to  the  medical  educational 
system.  Because  of  the  information  explosion,  the 
constant  development  of  new  methods  and  tech- 
niques, and  the  increasing  number  of  people  both 
seeking  medical  care  and  providing  it,  it  is  no 
small  wonder  that  our  medical  schools  are  being 
severely  strained  to  fulfill  their  teaching  mission. 
Whereas  the  medical  schools  have  organized  facul- 
ties, the  nonmedical  school-affiliated  community 
hospitals,  which  in  fact,  do  provide  the  major  por- 
tion of  patient-care  services,  do  not  have  this  re- 
source. The  educational  programs  at  these  nonaf- 
filiated  institutions  are  hampered  by  many  factors 
which  include  only  part-time  or  volunteer  teaching 
staffs,  inadequate  numbers  of  teachers  to  cover  all 
of  the  medical  disciplines,  and  a house  staff,  usual- 
ly foreign-trained,  which  is  disadvantaged  in  lan- 
guage, cultural  adjustment,  and  in  basic  medical 
science  background.  Although  the  extent  of  these 
handicaps  varies  from  hospital  to  hospital,  almost 
all  admit  the  need  for  the  betterment  of  their  con- 
tinuing medical  educational  program  and  the  im- 
provement of  their  health  care  delivery. 

In  the  face  of  this  need,  there  exists  a substan- 
tial number  of  highly  qualified,  but  frequently  un- 
derutilized, physicians  who  have  demonstrated 
their  ability  as  teachers  of  medicine.  These  men 
and  women,  recently  retired  or  soon-to-be  retired 
members  of  medical  school  faculties,  often  have 
time  available  for  teaching  sessions  and  are  highly 
qualified  and  motivated,  and  willing — in  fact,  desi- 
rous of  continuing  their  professional  activity.  It 
was  the  vision  of  one  of  these  physicians,  Dr. 
Moldaver,  clinical  professor  of  neurology  at  the 
Columbia  University  College  of  Physicians  and 
Surgeons,  which  led  to  the  establishment  of  the 
Senior  Medical  Consultants  project.  As  Dr. 
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Moldaver  approached  the  university’s  mandatory 
retirement  age,  his  desire  to  continue  teaching, 
coupled  with  a perception  of  the  needs  of  the  com- 
munity hospitals,  stimulated  him  to  investigate 
the  use  of  retired  medical  school  faculty  members 
as  a resource. 

In  July,  1970,  the  Bureau  of  Health  Manpower 
of  the  National  Institutes  of  Health  agreed  to  fund 
this  program.  In  that  year,  a pilot  study  was  per- 
formed in  the  metropolitan  area  of  New  York, 
New  Jersey,  and  southern  Connecticut,  which  re- 
vealed that,  to  meet  the  considerable  need  for 
teaching  assistance  by  many  nonaffiliated  commu- 
nity hospitals,  there  existed  a large  reservoir  of  re- 
tired or  soon-to-be  retired  medical  school  physi- 
cian-teachers. In  this  survey  many  retirees  indi- 
cated that  they  would  be  happy  to  participate  in 
the  teaching  programs  of  community  hospitals. 

After  one  year,  the  findings  were  analyzed. 
With  the  completion  of  this  study  the  National  In- 
stitutes of  Health  funded  the  second  phase  of  the 
project,  in  which  the  services  of  the  physician- 
teachers  were  offered  to  participating  hospitals 
with  a token  $100  honorarium  for  each  clinical  in- 
struction session.  This  activity  which  commenced 
in  September,  1971,  took  place  in  more  than  30 
hospitals  in  the  tristate  area  over  the  last  two 
years,  with  the  frequency  of  visits  to  a given  insti- 
tution varying  from  an  occasional  guest  lecturer  to 
hours  of  bedside  teaching  and/or  clinical  confer- 
ences per  week.  During  the  first  nine  months  of 
1973,  Senior  Medical  Consultants’  physician- 
teachers  have  visited  more  than  20  hospitals,  con- 
ducted 242  clinical  teaching  sessions  in  all  of  the 
subspecialties  of  internal  medicine,  general  sur- 
gery, obstetrics  and  gynecology,  neurology,  psychi- 
atry, orthopedics,  ophthalmology,  forensic  medi- 
cine, pathology,  rehabilitation,  and  genetics.  Al- 
though the  attendance  at  the  various  programs 
varied  widely,  it  is  estimated  that  there  was  an 
overall  audience  of  between  6,000  and  10,000 
house  staff  and  attending  physicians.  The  re- 
sponses from  the  hospitals  to  follow-up  evaluation 
inquiries  and  their  increasing  demand  for  sessions 
is  the  best  testimony  to  the  utility  of  the  program. 

While  medical  education  has  traditionally  em- 
phasized the  study  of  inpatients  at  bedside  rounds 
and  clinical  conferences  as  has  been  described,  the 
outpatient  clinics  and  ambulatory  care  programs 
have  usually  been  underutilized  for  clinical  teach- 
ing. With  an  increasing  awareness  of  the  clinic’s 
potential  as  a less  expensive  alternative  for  inpa- 
tient care,  many  of  the  community  hospitals  have 
attempted  to  improve  the  performance  of  their 
outpatient  departments  with  a view  toward  avoid- 
ing unnecessary  hospitalizations  and  diminishing 
use  of  inapplicable  expensive  diagnostic  tests. 
During  the  past  year,  the  staff  of  SMC  met  with 
representatives  of  more  than  30  hospitals  to  dis- 
cuss the  use  of  physician -teachers  as  instructors  of 
comprehensive  ambulatory  care.  These  contacts 


have  been  revealing  as  they  have  demonstrated  the 
highly  diverse  needs  of  the  various  institutions. 
Of  particular  interest  has  been  the  discovery  that 
there  is  actually  little  difference  in  this  particular 
area  between  the  nonaffiliated  and  some  of  the 
medical  school-affiliated  clinics  in  their  require- 
ments for  assistance.  SMC  has  initiated  working 
agreements  with  nine  hospitals  in  New  York  and 
New  Jersey  to  provide  physician-teachers  for  a 
number  of  different  outpatient  clinics  and  ambu- 
latory care  programs.  In  one  instance,  a physi- 
cian-teacher has  organized  the  only  comprehensive 
arthritis  clinic  in  a three-county  area  in  Upstate 
New  York. 

In  addition  to  these  local  activities,  SMC  has 
also  developed  inpatient  conference  programs  in 
California  and  Arizona.  The  California  project  is 
directed  by  Seymour  M.  Farber,  M.D.,  vice  chan- 
cellor for  public  programs  and  continuing  educa- 
tion at  the  University  of  California,  San  Francisco. 
Physician-teachers  from  this  institution  travel 
monthly  to  a semirural  community  hospital  locat- 
ed 135  miles  from  the  medical  school  and  partici- 
pate in  an  afternoon  clinical  conference  and  a for- 
mal talk  in  the  evening  to  the  hospital’s  medical 
staff.  The  specific  topics  covered  and  the  formats 
for  the  program  have  been  determined  by  ex- 
pressed needs  of  the  local  medical  community.  A 
similar  program  has  been  launched  in  Phoenix,  Ar- 
izona, and  the  Maricopa  County  General  Hospital 
under  the  direction  of  H.  F.  Lenhardt,  M.D.,  their 
director  of  medical  education.  It  is  worthy  of  note 
that  in  these  two  states  continuing  medical  educa- 
tion is  now  compulsory.  In  addition,  numerous 
inquiries  have  been  received  from  different  regions 
of  the  country  including  Florida!  Virginia,  Michi- 
gan, Minnesota,  Chicago,  Buffalo,  and  Boston  and 
from  local  groups  asking  for  assistance  in  setting 
up  their  own  programs,  with  the  Senior  Medical 
Consultants’  plan  as  a model.  In  Florida,  Leon 
Schiff,  M.D.,  professor  of  medicine  at  the  Univer- 
sity of  Miami,  is  starting  an  SMC  project  in  Miami 
and  the  surrounding  area. 

In  September,  1972,  with  the  termination  of  the 
contract  with  the  National  Institutes  of  Health, 
Senior  Medical  Consultants  was  incorporated  as  a 
nonprofit  organization  with  tax  exemption  status, 
so  that  funding  might  be  obtained  from  private 
sources.  All  donations  are  used  to  provide  for 
clinical  sessions  at  the  participating  hospitals  and 
for  administrative  expenses. 

On  September  20,  1973,  Senior  Medical  Consul- 
tants was  the  recipient  of  one  of  the  Gerard  B. 
Lambert  Awards.  From  a total  of  1,718  medical 
care  program  ideas  that  were  submitted  through- 
out the  country,  ten  were  selected  for  presenting 
“innovative  ideas  that  improve  patient  care  and/or 
reduce  costs.”  On  presenting  the  award  at  Prince- 
ton, New  Jersey,  Dr.  George  Gallup  stated  the  fol- 
lowing: “An  award  to  an  organization  utilizing  re- 
cently retired  and  soon-to-be  retired  medical 
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school  faculty  members  who,  instead  of  resting  on 
their  laurels,  continue  to  work  and  provide  con- 
tinuing medical  education  at  community  hospitals 
not  affiliated  with  medical  colleges.  This  organi- 
zation was  formed  in  the  Greater  New  York  City 
area  and  has  provided  “faculty”  in  Connecticut, 
New  Jersey,  and  New  York  State.  They  have 
aided  in  establishing  similar  organizations  in  Ari- 
zona and  California.  The  man  whose  original  idea 
this  was,  and  its  guiding  spirit,  is  here  to  accept 
the  award — Dr.  Joseph  Moldaver,  for  the  Senior 
Medical  Consultants.” 

In  a previously  published  article,  Castle  and 
Storey  have  written  that  “the  modern  mandate  . . . 
is  to  mobilize  all  the  resources  in  the  educational 
community  to  assist  the  physician  to  identify, 
objectively,  his  own  individual  needs  in  continuing 
medical  education  in  the  context  of  his  own  prac- 


tice in  order  to  improve  the  quality  and  quantity 
of  health  care.”  The  goal  of  SMC  is,  basically,  the 
utilization  of  one  of  major  untapped  resources. 

The  organization  is  looking  for  additional  quali- 
fied physician-teachers  in  all  specialties  to  join  the 
program,  and  for  institutions  that  can  utilize  such 
talent. 

“Mutat  quadratus  rotundus” 

(“He  changes  squares  into  circles”) 

Horace,  Epistles 
Bk.  1,  Epis.  1,  1.  100. 

Inquiries  and  suggestions  may  be  sent  to: 

Senior  Medical  Consultants,  Inc. 

30  East  60th  Street  Suite  301 
New  York,  N.Y.  10022 

A.  A.  A. 


Repeal  Public  Law  92-603? 


Citizens  of  the  United  States  are  not  accus- 
tomed to  being  told  what  to  do,  or  exactly  how  to 
do  it.  Least  of  all  physicians,  who  are  often  and 
aptly  called  rugged  individualists.  Most  of  us  ac- 
cept this  description  with  great  pride,  for  one  of 
the  fine  characteristics  of  the  good  doctor  of  medi- 
cine is  his  ability  to  make  decisions  alone  and  as- 
sume sole  responsibility  for  the  care  of  patients. 
Dedication  to  this  purpose  makes  it  difficult  for 
him  to  accept  the  shackles  placed  on  his  judgment 
by  Public  Law  92-603.  It  isn’t  surprising,  there- 
fore, that  many  of  us  rebel  to  some  degree  (more  or 
less).  After  spending  a life  time  in  the  delivery  of 
medical  services,  how  can  we  be  expected  to  listen 
to  the  “Johnny-Come-Lately”  politicians  who  are 
now,  by  innuendo,  presuming  to  tell  us  how  we 
ought  to  diagnose  and  treat  our  patients;  whom  we 
should  hospitalize  and  when  we  should  discharge 
them.  One  wonders  what  their  reaction  would  be 
if  we,  as  physicians,  dared  to  impose  a similar  pro- 
gram on  the  legal  profession. 

The  above  notwithstanding,  wisely  or  unwisely, 
the  Congress  of  the  United  States  has  passed  a law 
mandating  the  establishment  of  Professional  Stan- 
dard Review  Organizations.  We  are  being  asked 
to  cooperate  by  organizing  local  and  statewide 
groups  to  implement  it.  I submit  that  this  is  not 
the  time  to  call  for  repeal  or  strongly  oppose  a law 
that  is  untried.  To  argue  at  this  time,  admittedly 
with  justification,  that  the  Legislative  body  should 
have  consulted  us  first  and  should  have  started 
with  a pilot  project  or  have  given  more  consider- 
ation to  the  cost  of  the  program  will  arouse  the 
public  against  us.  The  impression  so  created  will 
support  the  idea  that  physicians  don’t  want  to  be 
monitored  and  are  against,  “as  usual,”  all  attempts 
to  uniformly  improve  the  Quality  of  Medical  Care. 


I propose  that  we  accept  the  law  as  passed  and 
point  out  the  reasons  for  our  concern  by  listing 
those  aspects  of  the  statute  that  we  consider  posi- 
tive and  those  that  are  obviously  negative.  We 
should  then  cooperate  as  much  as  possible  to  im- 
plement this  “law  of  the  land”  in  the  most  effi- 
cient and  economical  manner.  Time,  as  always, 
will  determine  its  success  or  failure,  and  the  call 
for  a change  or  repeal,  if  warranted,  will  then  fall 
on  more  receptive  ears. 

The  positive  facets  of  the  “PSRO”  law  include 
an  attempt  to  establish  standardized  patterns  or 
norms*  for  the  diagnosis  and  treatment  of  diseas- 
es. They  must,  of  course,  be  flexible  and  allow  for 
differences  dictated  by  local  factors.  Monitoring 
will  compel  all  of  us  to  be  more  careful  and  precise 
in  setting  down  our  reasons  for  admitting  patients 
to  hospitals;  for  planning  hospital  work-ups;  in 
writing  discharge  summaries;  in  listing  final  re- 
sults; and  providing  aftercare.  It  will  make  us 
think  in  terms  of  proper  hospital  utilization,  par- 
ticularly length  of  stay.  We  will  have  to  be  more 
specific  in  writing  orders  for  inhospital  diagnosis 
and  treatment.  We  will  have  to  plan  early  for  dis- 
charges and  abide  by  rules  promulgated  to  foster 
efficiency  and  economy  in  hospital  care.  Incom- 
petence in  physicians  will  stand  out  like  beacons  in 

* There  are  several  excellent  organizations  already  ad- 
dressing themselves  to  the  difficult  problem  of  establishing  ac- 
ceptable and  flexible  norms.  For  your  information,  they  are: 

1.  The  Commission  on  Professional  and  Hospital  Activities. 

2.  The  AMA  Task  Force  c n Setting  Standards. 

3.  The  American  College  of  Physician?  \ — Model  Treatment 

San  Joaquin  Foundations  ’ Criteria 

4.  Medical  Society  of  the  State  of  New  York. 

There  are  probably  more.  I have  listed  only  those  known  to 
me. 

Julius  E.  Stolfi,  M.D. 
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the  dark,  and  self-policing  will  be  relatively  sim- 
ple. 

On  the  negative  side,  there  will  be  a definite  in- 
crease in  the  spending  of  health  dollars.  The  phy- 
sician’s time  will  be  used  and  often  wasted  in  the 
administration  of  the  PSROs,  from  preadmission 
surveillance  to  monitoring  admission  diagnoses;  to 
setting  standards  for  inhospital  diagnostic  and 
treatment  procedures;  to  reviewing  charts;  and  so 
forth.  For  efficiency  and  productivity,  reimburse- 
ment for  physician  hours  spent  in  performing 
these  tasks  will  have  to  be  provided.  Under-utili- 
zation may  be  one  of  the  results  and  that  could  be 
dangerous  for  the  sick.  The  entire  program  may 
have  an  adverse  effect  on  malpractice  litigation. 
The  volume  of  work  involved  in  reviews,  screening, 
and  monitoring  will  take  us  away  from  patients 
and  force  the  use  of  expensive  data  processing 
equipment.  The  public  should  be  made  aware 
that  privileged  communication  and  patient-physi- 
cian confidentiality  may  be  violated. 

Fee  controls  will  follow  and  when  added  to  other 
factors,  its  effect  on  the  recruitment  of  young  peo- 


ple, for  a career  in  Medicine,  will  not  be  favorable. 
The  burden  of  paper  work,  now  more  than  most  of 
us  can  bear,  will  increase  and  administrative  costs, 
both  in  private  offices  and  hospitals  will  rise. 
Paradoxically,  the  rising  cost  of  medical  care  was 
the  major  stimulus  for  the  birth  of  the  new  law. 

Most  legislators,  I fear,  do  not  recognize  the  fact 
that  conscientiousness,  competence,  dedication, 
respect,  and  productivity  never  evolve  by  fiat, 
laws,  rules,  or  regulations.  The  seeds  are  present 
at  birth  and  are  extinguished  or  are  fertilized  by 
the  personal  characteristics,  religious  beliefs,  edu- 
cation, and  family  practices  instilled  in  each  of  us 
by  heredity,  clergy,  teachers,  parents,  and  friends. 

The  success  or  failure  of  Public  Law  92-603  is 
now  in  our  hands;  let’s  give  it  a fair  trial.  It  may 
be  worth  the  effort  and  expense— time  alone  will 
tell.  This  country  has  wasted  its  resources  on  pro- 
grams with  much  less  potential  for  the  general 
good  than  the  PSROs. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Regent,  American  College  of  Physicians 
Associate  Editor 


PSRO  demonstration  and  operational 
study  funded* 


Preliminary  planning  is  underway  to  implement 
a two-year  demonstration  and  operational  study 
designed  to  improve  the  quality  of  health  care  in 
America.  The  project  is  funded  by  a $1,013,376 
grant  from  the  W.  K.  Kellogg  Foundation  of  Battle 
Creek,  Mich.,  and  is  co-sponsored  and  conducted 
jointly  by  the  American  Association  of  Founda- 
tions for  Medical  Care,  the  American  College  of 
Physicians,  the  American  Hospital  Association, 
and  the  American  Society  of  Internal  Medicine. 

At  the  first  meeting  of  the  Management  Com- 
mittee— consisting  of  representatives  of  the  spon- 
soring organizations,  John  R.  Gamble,  F.A.C.P., 
San  Francisco,  Calif.,  a member  of  the  American 
College  of  Physicians’  Board  of  Regents,  was  elect- 
ed chairman. 

In  a statement  on  the  purpose  of  the  project,  Dr. 
Gamble  said:  “This  is  a major  private  initiative 
that  will  complement  the  implementation  of  Pro- 
fessional Standards  Review  Organization  legisla- 
tion by  the  Department  of  Health,  Education,  and 
Welfare.  Our  intent  is  to  develop  and  test  alter- 
nate approaches  to  incorporating  a greater  empha- 
sis on  quality  assessment  and  assurance  in  PSRO.” 

The  project  will  involve  six  demonstration  and 
study  areas  to  be  designated  through  close  coordi- 


nation with  HEW’s  Office  of  Professional  Stan- 
dards Review. 

The  conditional  PSROs  will  be  distributed  geo- 
graphically in  different  regions  of  the  U.S.  Tenta- 
tive plans  call  for  two  statewide  PSROs,  two  in 
medium-to-large  metropolitan  areas  up  to  one  mil- 
lion in  population,  and  two  primarily  rural. 

Project  staff  will  work  closely  with  each  PSRO 
to  assist  in  planning  the  organization  and  relation- 
ships of  the  PSRO  in  each  area,  defining  existing 
needed  capabilities  for  data  processing,  establish- 
ing agreements  with  fiscal  intermediaries,  and  de- 
signing the  operation  of  PSRO  so  as  to  emphasize 
quality  assessment  and  assurance. 

In  response  to  the  growing  demands  for  greater 
public  accountability,  the  local  projects  will  ex- 
plore means  of  involving  the  public  more  directly 
yet  appropriately  in  assessing  the  quality  of  care. 

In  addition  to  documenting  these  steps  for  the 
future  guidance  of  other  PSROs,  the  project  will 
evaluate  the  relative  costs  of  quality  and  utiliza- 
tion review  and  compare  these  with  the  total  costs 
of  care  in  the  patients  under  surveillance. 

♦Reprinted  with  permission  of  Edward  C.  Rosenow,  Jr., 
M.D.,  F.A.C.P.,  Editor,  77ic  Bulletin  (of  the  American  College 
of  Physicians,  January,  1974,  p.  19).  continued  on  page  397 
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Ayerst  Laboratories 
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The  12-14  hour  fasting  blood  samplest 
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Blood  Lymphocytes 
and  Immune 


Alterations  in 


Hodgkin’s  Disease 


GEORG  COHNEN,  M.D.* 

Essen,  Germany 

STEVEN  D.  DOUGLAS,  M.D.t 

New  York  City 

GUNTER  BRITTINGER,  M.D.* 

Essen,  Germany 

From  the  Division  of  Hematology,  Department  of  Medicine, 
University  of  Essen  (Dr.  Cohnen  and  Dr.  Brittinger);  and  The 
Laboratory  of  Cellular  and  Subcellular  Immunology.  Department 
of  Medicine,  the  Mount  Sinai  School  of  Medicine,  The  City 
University  of  New  York  (Dr.  Douglas) 


It  is  now  apparent  that  by  analogy  with  results 
from  animal  experiments,  human  peripheral  blood 
lymphocytes  represent  a heterogeneous  population 
and  can  be  divided  into  T (thymus-dependent) 
lymphocytes  and  B (bone  marrow-dependent) 
lymphocytes.  Since  “resting”  T and  B cells  are 
morphologically  indistinguishable,1  it  has  been  es- 
sential to  find  certain  membrane  markers  to  classi- 
fy these  lymphocyte  populations.  Spontaneous 
rosette  formation  with  SRBC  (sheep  red  blood 
cells)  is  a characteristic  marker  for  T cells,2-6 
whereas  lymphocytes  which  have  easily  detectable 
membrane-bound  Ig  (immunoglobulin)  determi- 
nants are  regarded  as  B cells.4  6-9 

The  role  of  lymphocytes  in  both  cellular  and  hu- 
moral immune  responses  has  been  extensively  re- 
viewed.1,10,11  T cells  are  thought  to  mediate  cellu- 
lar immunity,  whereas  B cells  have  the  potential  to 
differentiate  into  cells  which  are  capable  of  humo- 

* Supported  by  the  Alfred  and  Clare  Pott-Stiftung,  Essen, 
Germany. 

t Supported  by  grants  from  The  National  Leukemia  Associ- 
ated and  The  Chemotherapy  Foundation  of  New  York,  Inc. 
Recipient  of  USPHS  Research  Career  Development  Award  1 
K04  HL  42575-05  from  the  National  Heart  and  Lung  Institute. 


Reduced  total  lymphocyte  counts,  diminished 
numbers  of  T lymphocytes,  the  emergence  of  large 
lymphoid  cells,  and  a diminished  in  vitro  reactivity 
of  lymphocytes  are  known  to  occur  in  patients  with 
Hodgkin’s  disease.  Though  these  quantitative 
and  qualitative  changes  of  blood  lymphoctyes  may 
be  related  to  the  immune  alterations  in  this  dis- 
ease, available  evidence  suggests  that  they  repre- 
sent nonspecific  phenomena  which  are  the  conse- 
quence of  disease  progression.  Further  studies  are 
required  to  clarify  the  precise  nature  of  the  lym- 
phocyte abnormalities  and  their  possible  role  in 
the  pathogenesis  of  Hodgkin’s  disease. 


ral  antibody  synthesis.  Besides  these  distinctive 
functional  properties,  T-B  cell  cooperation  may  be 
involved  in  antibody  responses  to  many  antigens. 

Cellular  and  humoral  immunity 

Hodgkin’s  disease  may  be  associated  with  cer- 
tain abnormalities  of  immunologic  function. 
These  are  mainly  characterized  by  cutaneous  aner- 
gy  to  various  microbial  antigens,  by  inability  to  ac- 
quire contact  sensitivity,  and  by  prolonged  homo- 
graft rejection.12,13  In  previous  studies  impaired 
delayed  hypersensitivity  was  observed  in  45  to  90 
per  cent  of  patients  with  active  disease.14  17  How- 
ever, many  of  these  patients  had  prolonged  peri  - 
ods of  disease  and  had  received  radio-  and/or  che- 
motherapy. Aisenberg18  indicated  that  immune 
responsiveness  was  normal  in  30  to  40  per  cent  of 
untreated  patients  with  Stage  II,  III,  and  IV  and  in 
patients  with  prolonged  clinical  remission,  and 
that  profound  immune  depression  was  generally 
observed  in  patients  with  far-advanced  disease. 
Recently,  Brown  et  al .19  and  Young  et  a/.20,21  dem- 
onstrated that  only  12  to  16  per  cent  of  untreated 
Hodgkin’s-disease  patients  failed  to  react  to  any  of 
the  six  different  skin-test  antigens  applied.  The 
incidence  of  anergy  varied  with  the  stage  of  the 
disease  and  correlated  with  peripheral  lymphocy- 
topenia and  lymphocyte-depleted  histopathology. 
No  patient  with  Stage  I was  anergic,  and  only 
about  27  per  cent  of  untreated  patients  with  Stage 
IV  had  cutaneous  anergy.  Thus,  cellular  immune 
deficiency  was  less  frequent  than  previously  re- 
ported. 

Humoral  immunity  appears  to  become  abnor- 
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TABLE  I.  Absolute  peripheral  blood  lymphocyte  count 
related  to  stage  in  68  patients  with  Hodgkin’s  disease 
(normal  range:  1,000  to  3,500  per  microliter) 

Stage ' 

Measurement  I and  II  III  and  IV 

Mean  1,500  1,110 

Standard  540  530 

Deviation 

Range  620  to  3,070  130  to  2,400 


TABLE  II.  Relative  distribution  of  peripheral  blood 
lymphocyte  counts  related  to  stage  in  68  patients 
with  Hodgkin's  disease  (per  cent) 

Lymphocyte  Count  Stage 


(Per  Microliter) 

I and  II 

III  and  IV 

<1,000 

22 

46 

1 , 000  to  1 , 500 

36 

32 

>1,500 

42 

22 

mal  in  advanced  stages,12  as  indicated  by  a dimin- 
ished antibody  response,22  an  inability  to  sustain 
antibody  titers  in  the  normal  manner,22’23  and  re- 
duced serum  concentrations  of  IgM.24  Further- 
more, a decreased  antibody  formation  after  pri- 
mary immunization  was  found,25-27  whereas  the 
secondary  immune  response  was  similar  to  that  in 
normal  control  studies.25 

In  view  of  these  alterations  of  the  immune  sys- 
tem, it  is  of  interest  to  summarize  the  findings 
concerning  quantitative  and  qualitative  changes  of 
blood  lymphocytes  in  patients  with  Hodgkin’s  dis- 
ease. 

Blood  lymphocyte  findings 

Blood  lymphocyte  count.  Tables  I and  II 
show  that  in  most  patients  with  early  stages  of 
Hodgkin’s  disease  the  absolute  peripheral  blood 
lymphocyte  counts  are  within  the  normal  range 
and  that  the  frequency  and  the  extent  of  lympho- 
cytopenia increase  in  patients  with  advanced  and 
generalized  disease.  Similar  results  have  pre- 
viously been  described  and  have  been  related  to 
the  impairment  of  delayed  hypersensitivity  and 
to  lymphocyte-depleted  histopathology.19’21,28’29 
The  question  of  whether  or  not  lymphocytopenia 
is  caused  by  lymphocytotoxins  present  in  the 
serum  of  many  patients  or  by  other  factors  related 
to  the  disease  and  therapy  has  to  be  resolved.30’31 

Morphology  of  blood  lymphocytes.  Our  elec- 
tron microscopic  studies  revealed  that  the  majori- 
ty of  blood  lymphocytes  from  patients  with  Hodg- 
kin’s disease  have  ultrastructural  features  which 
are  similar  to  those  described  for  resting  normal 
lymphocytes.1’32’33  The  nucleus  is  predominantly 
heterochromatic,  and  nucleoli  are  frequently  ob- 
served. The  cytoplasm  contains  many  free  ribo- 
somes, a small  Golgi  zone,  several  mitochondria, 
few  lysosomes,  and  occasional  strands  of  rough - 
surfaced  endoplasmic  reticulum  (HER). 


Figure  1.  Electron  micrograph  of  large  lymphoid  cell 
from  peripheral  blood  of  patient  with  Hodgkin’s  disease. 
Euchromatic  nucleus,  prominent  nucleoli,  well-developed 
Golgi  zone,  several  mitochondria  and  lysosomes,  polyribo- 
somes, and  cytoplasmic  fibrils  present  (magnification  X 
17,900). 


In  addition  to  these  lymphocytes  with  normal 
morphology,  varying  numbers  of  large  lymphoid 
cells  have  been  observed  in  the  peripheral  blood  of 
many  patients.34-38  The  percentage  of  these  cells 
which  actively  synthesize  DNA  (deoxyribonucleic 
acid)  correlated  with  the  activity  but  not  with  the 
stage  of  the  disease.34-35  Figure  1 shows  that  the 
nucleus  of  these  lymphoid  cells  is  characterized  by 
an  abundance  of  euchromatin  and  prominent  nu- 
cleoli. In  the  cytoplasm  a well-developed  Golgi 
zone,  many  mitochondria,  granules,  and  numerous 
ribosomal  aggregates  are  seen.  Furthermore,  the 
cells  contain  cytoplasmic  fibrils  located  parallel  to 
the  nuclear  membrane  or  in  proximity  to  mito- 
chondria as  previously  reported  by  Wakasa,  Par- 
ker, and  Lukes.38  Whereas  these  large  lymphoid 
cells  show  only  short  strands  of  rough-surfaced  en- 
doplasmic reticulum  (Fig.  1),  Crowther,  Fairley, 
and  Sewell34  also  described  medium-sized  cells 
with  basophilic  cytoplasm  which,  at  electron  mi- 
croscopic examination,  had  extensively  developed 
rough-surfaced  endoplasmic  reticulum. 

The  significance  of  the  presence  of  these  lym- 
phoid cells  in  the  circulation  of  patients  with 
Hodgkin’s  disease  is  not  yet  clear.  Since  similar 
changes  have  been  observed  in  patients  with  bac- 
terial and  viral  infections,  autoimmune  diseases, 
and  after  immunization,34  they  may  be  the  expres- 
sion of  an  immune  response  to  tumor-associated 
antigens  which  have  recently  been  demonstrated 
in  tumor-bearing  regions  of  spleens  from  patients 
with  Hodgkin’s  disease.39  Furthermore,  they  may 
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be  interpreted  as  an  indication  of  an  interaction 
between  normal  immunocompetent  T cells  and 
virus-transformed  T cells  or  of  hematogenous  dis- 
semination of  the  disease.37-40 

T lymphocytes.  For  the  identification  of  T 
cells,  we  studied  purified  blood  lymphocytes  de- 
rived from  patients  with  Hodgkin’s  disease  for 
spontaneous  rosette  formation  with  SRBC.41  In 
several  cases  the  relative  and/or  the  absolute  num- 
bers of  rosette-forming  lymphocytes  (RFL)  were 
diminished.  No  correlation  was  observed  between 
the  number  of  rosette-forming  lymphocytes  and 
the  therapy  or  stage  and  activity  of  the  disease. 
Using  a different  method,  Froland2  found  a nor- 
mal percentage  of  rosette-forming  lymphocytes  in 
patients  with  Hodgkin’s  disease.  Aiuti  and  VVig- 
zell42  reported  a decreased  proportion  of  lympho- 
cytes responding  to  antihuman  T-cell  sera  in  a cy- 
totoxic assay.  These  and  our  findings  indicate 
that  a T-cell  depletion  may  occur  in  Hodgkin’s 
disease. 

B lymphocytes.  After  incubation  of  blood 
lymphocytes  from  patients  with  Hodgkin’s  disease 
with  a fluorescein-conjugated  goat  antihuman  Ig- 
IgG  preparation,  we  demonstrated  that  a normal 
or  increased  percentage  of  cells  stained  for  surface 
Ig  determinants.43  Normal  or  increased  propor- 
tions of  Ig-positive  lymphocytes  have  also  been  re- 
ported by  other  investigators.2’44-45  In  some  pa- 
tients with  active  disease,  however,  the  percentage 
of  B cells  was  reduced.41-44  Grifoni  et  al.A&  found 
an  increased  number  of  IgG-bearing  lymphocytes 
and  a diminished  percentage  of  cells  with  IgM  de- 
terminants on  the  surface.  From  the  control  ex- 
periments with  normal  lymphocytes  it  could  be  as- 
sumed that  the  high  percentage  of  IgG-bearing 
lymphocytes  in  these  cases  was  not  caused  by  a net 
increase  in  B cells  but  rather  by  the  presence  of 
IgG  cytotoxins  coating  both  B and  T lymphocytes. 

The  sum  of  the  percentages  of  rosette-forming 
lymphocytes  and  Ig-positive  cells  amounted  to 
about  80  to  90  per  cent  in  some  cases,  whereas  in 
other  cases  only  about  50  per  cent  of  the  blood 
lymphocytes  could  be  classified  as  T or  B cells  by 
these  criteria.41  Further  studies  are  necessary  for 
the  identification  of  these  unclassifiable  cells 
which  may  correspond  to  the  large  lymphoid  cells 
occurring  in  the  circulation  of  patients  with  active 
Hodgkin’s  disease. 

Lymphocyte  transformation  by  phytohem- 
agglutinin. The  ability  of  lymphocytes  to  trans- 
form in  vitro  may  be  regarded  as  a reflection  of  in 
vivo  lymphocyte  function.  There  have  been  nu- 
merous reports  on  the  in  vitro  response  to  PHA 
(phytohemagglutinin)  of  lymphocytes  from  pa- 
tients with  Hodgkin’s  disease.  As  evaluated  by 
blast  transformation19-20-47  54  or  DNA  synthe- 
sis,32o2-o5_57  there  was  a wide  scatter  of  responses 
to  this  phytomitogen  with  a mean  transformation 
index  below  that  of  normal  control  subjects.  The 
results  indicated  a suggestive  correlation  of  the 


PHA  response  with  the  stage  and  activity  of  the 
disease.  Thus,  the  mean  transformation  rate  was 
significantly  lower  in  patients  with  generalized 
disease  than  in  normal  individuals  and  patients 
with  localized  disease.19-20-47  52,57  In  active  dis- 
ease with  systemic  symptoms  lymphocyte  activa- 
tion by  PHA  was  diminished,  whereas  in  remission 
it  returned  to  normal.48,49,54,57  Furthermore,  an 
impaired  lymphocyte  response  was  observed  in  pa- 
tients with  lymphocyte-depleted  histopatholo- 
gy, 19,48  defective  delayed  hypersensitivity,19-48-49-54 
and  extreme  lymphocytopenia.48  Han  and 
Sokal48  have  shown  that  radiation  therapy  and 
chemotherapy  induce  a depression  of  lymphocyte 
reactivity.  Therefore,  these  authors  doubted  that 
measurement  of  lymphocyte  response  to  PHA  pro- 
vides an  assessment  of  the  patient’s  immunologic 
competence.  Indeed,  as  demonstrated  by  Corder 
et  al.  1 and  Young  et  al.,20  PHA-induced  lym- 
phocyte transformation  has  not  proved  of  value  as 
a prognostic  sign  in  Hodgkin’s  disease. 

Since  lymphocyte  reactivity  to  PHA  in  Hodg- 
kin’s disease  appears  to  be  influenced  by  a variety 
of  factors,48  the  interpretation  of  the  significance 
of  an  individual  response  is  difficult,  and  the  pri- 
mary cause  of  impaired  transformation  still  is  ob- 
scure. Trubowitz,  Masek,  and  Del  Rosario54  re- 
ported evidence  for  the  presence  of  a plasma  factor 
inhibiting  PHA-induced  lymphocyte  activation, 
but  Hersh  and  Oppenheim49  did  not  confirm  this 
finding.  Thus,  the  impaired  lymphocyte  reactivi- 
ty has  been  related  to  the  emergence  of  abnormal 
lymphocytes, 12-49-51-52, 57  although  the  etiology  and 
the  precise  nature  of  the  defect  are  not  known.  If 
PHA  selectively  stimulates  human  T lymphocytes, 
then  the  abnormality  would  concern  only  the  T 
cells.  However,  besides  the  impaired  functional 
capacity,  there  may  also  be  a reduced  number  of 
PHA-reactive  cells  as  suggested  by  the  diminished 
proportion  of  rosette-forming  lymphocytes.  An- 
other possibility  which  has  to  be  considered  is  that 
the  impaired  response  to  PHA  is  due  to  the  occur- 
rence of  the  large  lymphoid  cells  which  are  in  an 
activated  state  and  do  not  react  to  further  stimula- 
tion. Moreover,  a reduced  survival  of  Hodgkin 
lymphocytes  in  unstimulated  control  cultures  has 
been  demonstrated.49  Similar  “fast-turnover” 
lymphocytes  with  spontaneously  accelerated  nu- 
cleic acid  synthesis,  shortened  in  vitro  survival, 
and  refractoriness  to  PHA-stimulation  have  been 
found  in  various  conditions  and  have  been  related 
to  lymphocytopenia  and  impaired  cellular  immu- 
nity.58-59 

Morphology  of  PHA-transformed  lympho- 
cytes. The  ultrastructural  features  of  PHA- 
transformed  lymphocytes  from  patients  with 
Hodgkin’s  disease  were  similar  to  those  observed 
in  transformed  normal  cells  and  included  an  in- 
crease nuclear  and  cytoplasmic  size,  a euchromatic 
nucleus,  large  nucleoli,  many  polyribosomes,  a 
large  Golgi  zone,  numerous  mitochondria,  and 
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granules.1,32,33  Furthermore,  cytoplasmic  fibrillar 
material  was  frequently  present. 

Lymphocyte  transformation  by  pokeweed 
mitogen.  Our  studies  have  shown  that  the  activa- 
tion of  Hodgkin  lymphocytes  by  pokeweed  mito- 
gen was  either  normal  or  diminished  in.magnitude 
and/or  delayed  in  time.32,60  The  response  to  this 
mitogen  always  closely  paralleled  the  response  to 
PHA.  There  was  no  correlation  between  the  per- 
centage of  Ig-positive  lymphocytes  in  the  periph- 
eral blood  and  the  magnitude  and  time  course  of 
the  in  vitro  response  to  pokeweed  mito- 

gen  32,43,44,60 

Morphology  of  pokeweed  mitogen-trans- 
formed lymphocytes.  When  cells  from  patients 
with  Hodgkin’s  disease  were  transformed  with 
pokeweed  mitogen,  PHA-like  blast  cells  and  plas- 
macytoid  cells  were  observed,32  as  in  pokeweed 
mitogen-stimulated  cultures  of  normal  lympho- 
cytes.1,61 The  blast  cells  could  not  be  distin- 
guished from  PHA-transformed  normal  and  Hodg- 
kin lymphocytes  and  frequently  contained  cyto- 
plasmic fibrils.  The  plasmacytoid  cells  comprised 
about  10  to  15  per  cent  of  the  cells  present  in  five- 
day  cultures  with  normal  response  to  pokeweed 
mitogen.  They  were  characterized  by  extensively 
developed  rough-surfaced  endoplasmic  reticulum 
with  varying  stages  of  dilatation  of  the  intracister- 
nal  spaces.  In  cultures  with  impaired  response 
the  percentage  of  both  PHA-like  blast  cells  and 
plasmacytoid  cells  was  diminished.  Although  the 
evidence  for  the  selectivity  of  pokeweed  mitogen 
for  human  T and  B cells  still  is  circumstantial,61 
these  results  suggest  a functional  impairment 
which  in  some  patients  may  involve  both  lympho- 
cyte populations. 

Mixed  lymphocyte  reaction.  In  previous 
studies  an  impaired  response  to  allogeneic  normal 
lymphocytes  of  cells  from  patients  with  advanced 
Hodgkin’s  disease  was  found.55,62  In  some  pa- 
tients the  negative  mixed  lymphocyte  reaction  re- 
turned to  normal  during  remission.62  Recently,  it 
has  been  reported  that  the  response  was  positive 
in  the  majority  of  untreated  patients  and  that  lit- 
tle stimulation  was  noted  only  in  a patient  with 
Stage  IV  and  lymphocyte-depleted  histopatholo- 

gy-63 

In  vitro  cytotoxicity.  As  compared  with  nor- 
mal lymphocytes,  PHA-induced  cytotoxicity  to 
Chang  liver  cells56  and  L-strain  fibroblasts64  in 
vitro  of  lymphocytes  from  patients  with  Hodgkin’s 
disease  was  diminished  corresponding  to  the  re- 
duced blast  transformation  and  DNA  synthesis 
alter  PHA  stimulation.  However,  lymphocytes 
from  some  patients  showed  normal  cell-damaging 
activity.56 

Lymphocyte  transfer  reaction.  After  intra- 
cutaneous  injection  of  normal  lymphocytes  the 
local  reaction  was  abnormally  protracted  in  some 
patients  with  Hodgkin’s  disease  possibly  owing  to 
delayed  rejection  of  the  grafted  cells.65  Further- 


more, a depressed  reactivity  of  transferred  Hodg- 
kin lymphocytes  was  observed  in  both  normal  and 
Hodgkin  recipients  which  was  interpreted  as  re- 
flecting the  anergy  of  the  lymphocyte  donor  65 

Lysosomal  enzymes.  Biochemical  studies 
have  shown  that,  in  contrast  to  chronic  lymphocy- 
tic leukemia,  the  activities  of  the  lysosomal  en- 
zymes acid  phosphatase  and  beta-glucuronidase 
were  within  the  normal  range  in  purified  lympho- 
cyte preparations  from  most  patients  with  Hodg- 
kin’s disease.66  In  single  cases,  however,  reduced 
enzyme  activities  were  observed.  No  correlation 
was  found  between  the  enzyme  activities  present 
in  unstimulated  lymphocytes  and  the  degree  of 
blast  transformation  after  three  days  of  incubation 
with  PHA. 

HL-A  antigens.  The  results  of  the  determina- 
tions of  HL-A  antigens  in  patients  with  Hodgkin’s 
disease  have  been  controversial.  Whereas  some 
authors  found  an  increased  frequency  of  HL-A  11 
and  W 5, 67  others  observed  an  association  of 
Hodgkin’s  disease  with  HL-A  1,  HL-A  5,  and  HL- 
A 8 and  related  these  findings  to  the  histologic 
type  and  the  duration  of  the  disease  68  In  another 
study  no  significant  differences  were  noted  be- 
tween the  HL-A  antigens  on  lymphocytes  from  pa- 
tients with  Hodgkin’s  disease  and  those  on  normal 
lymphocytes.69 

Comment 

The  findings  indicate  that  in  a number  of  pa- 
tients with  Hodgkin’s  disease  both  quantitative 
and  qualitative  alterations  of  blood  lymphocytes 
are  detectable  which  include  a reduced  total  lym- 
phocyte count,  the  occurrence  of  large  lymphoid 
cells,  a diminished  number  of  T cells,  and  an  im- 
paired lymphocyte  reactivity  to  various  mitogenic 
agents  in  vitro.  The  extent  of  these  changes 
varies  from  patient  to  patient  and  appears  to  be 
influenced  by  a variety  of  factors,  for  example, 
stage,  activity,  and  histopathology  of  the  disease 
and  the  kind  of  therapy.  In  general,  the  diminu- 
tion and  functional  inability  of  lymphocytes  are 
most  pronounced  in  patients  with  advanced  and 
generalized  disease  and  lymphocyte-depleted  his- 
tologic type  and,  thus,  parallel  the  derangement  of 
the  immune  system.  Therefore,  it  may  be  sug- 
gested that  the  impairment  of  cellular  immunity  is 
caused  by  a depletion  and  functional  defect  of  T 
cells.  The  diminished  antibody  formation  may  be 
explained  by  a defective  helper  cell  function  of  T 
lymphocytes  or  by  an  impaired  functional  capacity 
of  B cells. 

Although  several  theories  have  related  Hodg- 
kin’s disease  to  (probably  virus-induced)  immuno- 
logic disturbances,40,70,71  the  relevance  of  the  alter- 
ations of  lymphocytes  and  the  immune  system  for 
the  pathogenesis  of  Hodgkin’s  disease  remains  to 
be  clarified.  Since  these  changes  mainly  occur  in 
later  stages  of  the  disease  and  are  less  frequent 
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than  previously  reported,  it  seems  likely  that  they 
are  the  consequence  of  disease  progression  rather 
than  the  cause  of  the  disease.  Furthermore,  the 
available  evidence  suggests  that  these  alterations 
are  not  specific  features  of  Hodgkin’s  disease  but 
seem  to  represent  nonspecific  phenomena  accom- 
panying many  viral  infections  and  neoplastic  dis- 
eases. Therefore,  further  studies  are  required  to 
elucidate  the  precise  nature  of  the  lymphocyte  ab- 
normalities and  their  possible  role  in  the  patho- 
genesis of  Hodgkin’s  disease. 
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Chronic  Headache 


JOSEPH  LUBART,  M.D.,  F.A.C.S. 

New  York  City 

Senior  Associate  Attending  Otolaryngologist,  St.  Clare's  Hospital 
and  Health  Center 

Headache,  like  the  common  cold,  is  a very  preva- 
lent ailment  of  man.  In  spite  of  vast  research,  and 
with  relatively  few  exceptions,  all  that  can  be  of- 
fered to  the  headache  sufferer  at  the  present  time 
is  palliative  therapy  which  must  be  continued  in- 
definitely and  often  only  with  partial  relief  and 
with  the  use  of  increasing  amounts  of  analgesics. 
On  any  given  day,  600,000  individuals  in  New 
York  City  are  incapacitated  by  headaches  which 
throb,  split,  burn,  bore,  squeeze,  or  just  ache  with 
a maddeningly  dull  pain.  Figures  show  that  8 per 
cent  of  absenteeism  from  work  or  school  is  caused 
by  headaches.  It  has  been  estimated  that  in  this 
country  every  day  50  million  aspirin  tablets  are 
gulped  down  and  that  almost  one-half  billion  dol- 
lars are  spent  every  year  for  over-the-counter 
headache  remedies.  However,  for  every  200  or  300 
individuals  who  undergo  examination  for  head- 
aches, in  only  one  case  will  the  cause  of  the  head- 
ache be  determined;  true  migraine  sufferers  are 
also  relatively  few  in  number.  It  is  unfortunate 
that  the  term  migraine  has  become  synonymous 
with  headache,  because  it  confuses  the  issue. 
True  migraine  is  an  independent  type  of  headache 
with  specific  clinical  symptoms  which  are  amena- 
ble to  treatment  with  ergotamine  tartrate  (Gyner- 
gen)  or  similar  preparations.  For  the  overwhelm- 
ing majority  of  individuals  affected  by  chronic  re- 
curring headaches,  no  specific  cause  is  uncovered 


arfd  no  effective  therapy  has  been  found.  For 
many  years,  as  a rhinologist  I have  been  impressed 
by  the  frequency  with  which  patients  under  treat- 
ment for  nasal  and  sinus  conditions  have  volun- 
teered unsolicited  information  that  concomitant 
recurring  headaches  of  long  standing  became  re- 
lieved when  the  local  nasal  or  sinus  condition 
under  treatment  was  controlled.  A study  of  the 
literature,  however,  will  show  that  the  role  of  nasal 
infection  as  a cause  of  headache  is  receiving  in- 
creasingly diminishing  rating  in  present-day  sta- 
tistics. Further  investigation  will  reveal  that  the 
statistics  are  unreliable  because  they  are  based  on 
case  histories  in  which  examination  of  the  nose 
and  paranasal  sinuses  has  been  either  inadequate 
or  has  been  omitted. 

Essentials  of  complete  nasal  examination 

A thorough  rhinologic  investigation  should  form 
part  of  the  examination  of  every  patient  suffering 
from  headache.  It  must  include  anterior  rhinosco- 
py with  good  illumination  furnished  by  a head 
mirror  or  by  one  of  the  many  headlights  that  are 
on  the  market.  The  nasal  passages  should  then  be 
reexamined  after  the  use  of  an  astringent  to  open 
the  deeper  recesses  of  the  nose  for  inspection. 
Not  infrequently,  posterior  deflections  of  the  sep- 
tum and  septal  spurs  obstructing  the  middle  me- 
atus and  the  spheno-ethmoidal  passages  will  be 
found  that  otherwise  would  be  overlooked  if  the 
examination  is  confined  merely  to  casual  inspec- 
tion of  the  nose.  With  reference  to  deformity  of 
the  nasal  septum,  while  there  are  few  individuals 
in  whom  the  septum  is  entirely  in  the  midline,  a 
septal  deformity  becomes  clinically  significant  if  it 
is  obstructive  to  sinus  drainage  (Fig.  1A)  or  if  it 
causes  sharp  pressure  on  the  nasal  mucosa  at  one 
or  other  area  of  the  nose  (Fig.  IB).  Ordinarily, 
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The  cause  of  chronic  headache  is  for  the  most  part 
an  unsolved  problem.  The  pain  or  headache  pro- 
ducing areas  of  the  nose,  as  shown  by  the  work  of 
McAuliffe,  Goodell  and  Wolff,  are  detailed.  A 
plea  is  made  for  thorough  investigation  of  the  nose 
in  every  case  of  headache,  and  minimum  standards 
for  nasal  examination  are  set  forth.  Clinical  expe- 
rience has  been  that  there  is  a far  greater  associa- 
tion between  nasal  conditions  and  headache  than 
statistics  on  the  subject  would  indicate.  The  com- 
plexity of  the  intranasal  structures,  taken  together 
with  the  frequently  latent  nature  of  localizing 
symptoms  in  sinusitis,  is  the  reason  that  this  cause 
of  headache  is  often  overlooked.  Illustrations  are 
used  to  demonstrate  the  diversity  of  nasal  condi- 
tions that  could  make  an  individual  prone  to  head- 
aches, and  case  histories  are  presented  to  develop 
the  clinical  aspects  of  the  subject. 


septal  ridges  or  spurs,  unless  impacted,  do  not 
cause  symptoms.  It  is  the  buckling  of  the  septum 
and  the  contact  with  lateral  nasal  structures  over  a 
considerable  area  that  will  cause  the  symptoms 


(Fig.  IC).  Upper-half  obstruction  of  the  nasal 
passages  is  of  more  clinical  importance  than  is  any 
other,  because  the  middle  turbinate,  due  to  cystic 
enlargement  is  often  involved.  Figure  ID  shows 
an  expanded  middle  turbinate  removed  during 
surgery.  An  arrow  points  to  the  cystic  interior. 
The  Figure  IE  arrow  points  to  the  added  pressure 
of  septal  deviation  to  the  right  with  a wide  septum. 
Figure  IF  shows  a septal  deformity  which  com- 
bines a spur  obstructing  the  left  middle  meatus 
and  a wide  upper  septum  causing  pressure  on  the 
lateral  nasal  walls.  Deviation  of  the  nasal  septum 
in  this  area  can  become  more  clinically  significant 


E fj 


FIGURE  1.  (A)  Nasal  septal  deformity  obstructive  to  sinus  drainage.  (B)  Nasal  septal  deformity  causing  sharp  pressure 

on  nasal  mucosa.  (C)  Buckled  septum,  contact  with  lateral  nasal  structures  over  large  area  causing  symptoms.  (D)  Ex- 
panded middle  turbinate  surgically  removed;  arrow  designates  cystic  interior.  (E)  Arrow  shows  pressure  of  septal  devia- 
tion to  right  added  to  wide  septum.  (F)  Septal  deformity  which  combines  spur  obstructing  left  middle  meatus  and  wide 
upper  septum  pressing  on  lateral  nasal  walls. 
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FIGURE  2.  (A)  Original  dissection  shows  extension  of  large,  right  sphenoid  sinus  (arrow)  under  small,  left  sphenoid.  (B) 

Cystic  disease  of  maxillary  sinus,  previously  reported  as  radiographically  negative,  demonstrated  by  roentgenogram  taken 
after  iodized  oil  instillation.  Arrows  designate  filling  defects  caused  by  cysts  in  sinus  mucosa. 


if  the  nasofrontal  duct  follows  the  more  devious 
route  and  unites  with  the  ethmoidal  infundibu- 
lum, both  emptying  first  into  the  hiatus  semilu- 
nare  and  then  into  the  maxillary  sinus  as  it  does  in 
50  per  cent  of  individuals,  instead  of  emptying  di- 
rectly into  the  nose  anterior  to  it.  Also,  the  naso- 
frontal duct  empties  into  the  ostium  maxillare 
which  often  occupies  the  deepest  part  of  the  hiatus 
and  thus  can  become  a cesspool,  catching  the 
drainage  from  both  the  frontal  sinus  and  the  ante- 
rior ethmoidal  cells.1 

Sinus  radiography 

As  to  roentgenograms,  if  the  symptoms  and 
nasal  examination  of  a sinus  condition  do  not  per- 
mit a clear  diagnosis,  radiography  is  of  consider- 
able value;  but  if  a symptom  is  of  possible  sinus  or- 
igin and  a search  is  being  made  for  a latent  sinus 
disease,  then  radiography  is  of  decisive  impor- 
tance. However,  it  is  not  possible  to  make  a diag- 
nosis on  the  basis  of  a sinus  film  alone.  If  the  ra- 
diograms show  positive  findings,  there  is  no  sure 
way  to  determine  whether  or  not  the  disease  is 
past  or  present.  Normal  findings  on  x-ray  films 
do  not  always  rule  out  the  presence  of  sinus  dis- 
ease. Johnson,2  among  others,  found  in  a high 
percentage  of  patients  with  positive  clinical  and 
normal  x-ray  findings  that  the  maxillary  sinus 
contained  thick  mucus  and  mucopurulent  materi- 
al. Semenov:f  has  stated,  “A  latent  sinusitis  may 
have  nothing  more  to  offer  in  the  way  of  symptoms 
and  signs  than  a history  of  nasal  obstruction.  The 
radiographic  findings  may  be  minimal,  and  yet 
when  such  a cavity  is  irrigated  and  a relatively 
small  amount  of  mucopus  is  removed,  the  clinical 
improvement  is  striking.”  These  statements  were 
made  with  reference  to  the  maxillary  sinuses 
which  are  of  relatively  simple  construction;  the 
problem  is  much  more  complex  in  the  rest  of  the 
cranial  sinus  labyrinth.  Radiogram  findings  of 
the  ethmoidal  sinuses  can  be  especially  deceptive. 
In  well-pneumatized  ethmoid  sinuses,  cells  from 


the  anterior  and  posterior  ethmoidal  groups  may 
grow  into  the  middle  turbinate,  the  agger  nasi 
cells,  and  the  uncinate  process.  Ethmoid  cells 
may  involve  the  orbital  roof  or  floor,  or  migrate 
into  the  perisphenoid  or  episphenoid  regions, 
where  the  radiographic  appearance  is  modified  by 
adjacent  soft  tissues  and  bone.4-5  Figure  2A  shows 
an  original  dissection  with  extension  of  a large, 
right  sphenoid  sinus,  indicated  by  an  arrow,  under 
a small,  left  sphenoid.  In  such  a case,  the  head- 
ache of  right  sphenoiditis  could  be  referred  to  the 
contralateral  side,  or  even  affect  both  sides  of  the 
head.  In  case  of  any  doubt,  iodized  oil  (Lipiodol) 
instilled  into  the  sinuses  followed  by  radiography 
has  been  of  great  value  in  reaching  a diagnosis 
especially  in  the  case  of  the  maxillary  sinuses  (Fig. 
2B). 

Symptomatology  of  nasal  sinusitis 

Usually,  sinusitis,  by  causing  swelling  of  the 
nasal  mucosa,  is  characterized  by  a nasal  obstruc- 
tion. The  discharge  in  sinusitis  may  be  slight  and 
manifested  only  as  a postnasal  drip,  or  it  may  be 
very  profuse  and  cause  frequent  cleaning  of  the 
nose.  When  the  discharge  is  foul  smelling,  it  is 
usually  due  to  maxillary  sinusitis  of  dental  origin 
or  to  nasal  sinusitis  with  slow  or  intermittent 
drainage  caused  by  nasal  polyps  or  other  intrana- 
sal obstructions.  Although  dull  headache  or  pain 
over  the  involved  sinus  may  occur  in  certain  pa- 
tients, the  headache  in  others  is  referred  to  an  ad- 
jacent area.  In  general,  the  headache  of  frontal  si- 
nusitis begins  over  the  frontal  sinus,  radiates  up- 
ward, and  may  become  very  severe.  The  headache 
usually  begins  about  midmorning,  reaches  a maxi- 
mum by  noon,  and  slowly  recedes  and  is  gone  by 
late  afternoon,  to  reappear  again  the  next  morn- 
ing. There  is  tenderness  on  pressure  over  the  an- 
terior wall  of  the  frontal  sinus,  elicited  by  percus- 
sion with  the  middle  fingertip,  and  the  floor  of  the 
frontal  sinus  at  Ewing’s  point  is  exquisitely  tender. 
Ewing’s  sign  may  be  elicited  by  pressing  the  tip  of 
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the  index  finger  upward  and  inward  against  the  or- 
bital roof  internal  to  the  supraorbital  notch  and 
nerve.  The  pain  of  maxillary  sinusitis  is  felt  in  the 
cheek  and  upper  posterior  teeth,  or  it  is  referred  to 
the  forehead  of  the  same  side,  or  to  the  region  of 
the  ascending  ramus  of  the  inferior  maxilla,  and  is 
increased  on  stooping.  The  headache  of  maxillary 
sinusitis  usually  starts  in  the  morning,  but  unlike 
that  of  frontal  sinusitis,  increases  in  intensity  dur- 
ing the  afternoon.  The  headache  of  sphenoid  in- 
fection is  localized  at  the  vertex  on  the  same  side 
of  the  head,  or  in  the  forehead  and  the  eye  of  the 
same  side;  there  also  may  be  a reflex  otologic  pain 
condition  with  sphenoid  sinus  infection.  Ethmoid 
sinusitis  is  characterized  by  headache  between  and 
behind  the  eyes  or  in  the  temporal  region.  Use  of 
the  eyes  makes  the  pain  worse,  and  slight  pressure 
on  the  eyeball  may  be  painful.  Swelling  of  the 
middle  turbinate  mucosa  causes  a tight  feeling 
across  the  nasal  bridge. 

Sinus  headache  is  generally  intermittent,  de- 
pending as  it  does  on  the  drainage.  With  frontal 
and  ethmoid  sinusitis,  the  headache  diminishes  in 
its  intensity  toward  the  afternoon,  because  in  the 
waking,  upright  individual  the  dependent  position 
of  the  ostia  facilitates  drainage,  while  with  maxil- 
lary sinusitis  the  drainage  is  better  in  the  recum- 
bent position.  In  the  upright  position  drainage  is 
retarded,  because  the  ostium  of  the  antrum  is 
above  the  level  of  the  floor.  The  morning  occipi- 
tal headache  of  sphenoiditis  increases  in  intensity 
during  the  day  because,  here  again,  the  ostium  of 
the  sinus  is  above  the  level  of  the  floor  of  the  sphe- 
noid. In  children,  sinus  headache  may  be  mani- 
fested in  crying  and  general  irritability.  Sinusitis 
is  more  frequently  present  in  children  than  is  gen- 
erally thought.6-10  Furthermore,  it  is  in  this  age 
group  that  the  seeds  are  planted,  those  of  repeated 
attacks  of  sinusitis,  which  in  adult  life  gives  rise  to 
the  sequelae  of  chronic  sinusitis.11 

Sensitive  areas  in  nose  and  sinuses 

As  a result  of  extended  investigations  by  McAu- 
liffe,  Goodell,  and  Wolff,12  in  which  nasal  and 
sinus  pain  were  tested  by  applying  various  types  of 
stimulation  to  the  nasal  and  sinus  mucosa  without 
anesthesia,  it  was  found  that  the  mucosa  covering 
the  approaches  to  the  nasal  sinuses  is  much  more 
sensitive  to  pain  than  the  sinus  mucosa  itself. 
When  a given  faradic  stiumulus  applied  to  the 
tongue  was  rated  as  1 plus  pain,  the  same  stimulus 
applied  to  the  nasal  septum  elicited  1 or  2 plus 
pain,  to  the  maxillary  ostium  6 to  9 plus  pain,  and 
to  the  mucosal  lining  of  the  frontal,  sphenoid,  or 
maxillary  sinuses  only  1 or  2 plus  pain;  rated  as 
unbearable  was  10  plus  pain.  What  is  significant 
in  these  studies  is  that  most  of  the  pain  caused  by 
stimulation  of  the  mucosa  of  the  nose  and  nasal  si- 
nuses was  referred  and  was  felt  at  a site  other  than 
that  stimulated.  It  was  referred  chiefly  to  the  re- 
gions of  the  head  supplied  by  the  second  division 
of  the  fifth  nerve  and,  to  a lesser  extent,  to  that 


supplied  by  the  first  division.  When  severe  and 
prolonged,  the  pain  spread  over  most  of  the  region 
supplied  by  the  division  of  the  nerve  to  which  it 
was  first  referred,  but  spread  to  the  other  division 
did  occur.  Stimulation  of  the  interior  of  the  sphe- 
noid sinus  gave  rise  to  pain  in  the  vertex  of  the 
head.  These  investigators  concluded  that  inflam- 
mation of  the  nasal  turbinates,  the  ostia  of  the 
maxillary  sinuses,  the  nasofrontal  duct,  the  face  of 
the  sphenoid  sinus,  and  the  most  superior  parts  of 
the  nasal  cavities  is  responsible  for  most  of  the’ 
head  pains  arising  from  the  nasal  and  paranasal 
sinus  structures. 

The  implication  of  the  foregoing  is  clear.  Re- 
move significant  intransasal  obstructions  and 
pressure  points,  thus  eliminating  inflammation, 
congestion,  and  swelling  of  the  nasal  mucosa  and 
irritating,  stagnant,  and  purulent  material  from 
around  the  approaches  of  the  sinus  ostia,  and  the 
major  source  of  the  stimuli  that  brings  on  many 
headaches  would  be  eliminated.  This  requires  re- 
construction of  the  nasal  septum  and  the  nasal 
passages  and  the  management  of  existing  sinusitis. 
By  following  these  principles,  in  my  practice, 
headaches  were  controlled  in  a high  percentage  of 
patients  who  were  not  migrainous.  As  to  the  lat- 
ter, not  infrequently  migraine  headache  may  be 
combined  with  headache  of  a nonmigrainous  type, 
and  individuals  with  these  have  reported  that  they 
were  able  to  cope  with  the  migraine,  “now  that  the 
main  headache”  had  been  eliminated. 

A few  case  histories  will  serve  to  illustrate  the 
principles  involved. 

Case  reports 

Case  1.  A male,  forty-nine  years  of  age,  gave  a histo- 
ry of  headaches  of  six  years’  duration.  The  headaches 
usually  began  with  an  ache  in  the  teeth  of  the  right 
upper  jaw,  followed  by  pain  in  the  right  temporal  region 
which  radiates  to  the  right  eye;  the  right  eye  became  red 
and  painful.  The  pain  then  radiated  to  the  right  ear 
and  to  the  right  occipital  region  down  the  right  side  of 
the  neck;  the  entire  right  side  of  the  nose  became 
blocked  at  the  time  of  the  attack.  The  pain  usually 
lasted  fifteen  minutes;  this  was  of  longer  or  of  shorter 
duration,  but  always  very  severe  and  was  made  worse  by 
warm,  humid  weather.  A sharp  spur  formation  going 
into  and  creating  pressure  in  the  right  middle  meatus 
was  corrected  surgically  with  no  further  recurrence  of 
the  attacks  to  date  (Fig.  3). 

Case  2.  A female,  twenty-six  years  of  age,  gave  a his- 
tory of  severe  headaches  involving  mostly  the  right  fron- 
tal area  with  accompanying  gastric  discomfort.  This 
apparently  had  followed  an  attack  of  virus  infection  four 
and  one-half  years  previously.  The  headaches  would 
begin  on  arising,  but  also  could  occur  at  any  time  of  the 
day,  and  at  times  would  awaken  the  patient  during  the 
night.  General  physical  examination  findings,  includ- 
ing all  neurologic  tests  and  a pneumoencephalogram, 
were  normal  except  for  an  x-ray  film  report  of  a possible 
frontal  sinus  tumor;  exploratory  bilateral  frontal  sinuso- 
tomies were  done,  with  normal  findings.  For  the  past 
several  months,  the  headaches  had  become  very  severe 
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FIGURE  3.  Sharp  spur  formation  going  into  and  creating 
pressure  in  right  middle  meatus. 

and  recurred  daily.  After  preliminary  treatment  of  a si- 
nusitis, corrective  surgery  was  performed  on  the  nasal 
septum  which  resulted  in  complete  subsidence  of  the 
headaches  and  there  has  been  no  recurrence  to  date. 
Figure  4 shows  tomographic  sections  of  the  nasal  sep- 
tum and  demonstrates  pressure  on  the  lateral  nasal  wall 
by  a high  widening  of  the  septum  which  becomes  ex- 
treme at  2.50  cm.  from  the  nasal  spine  as  shown  by 
arrow. 

Case  3.  A female,  forty-five  years  of  age,  gave  a his- 
tory of  headaches  for  the  past  fifteen  years.  The  pain, 
throbbing  in  nature,  is  accompanied  by  vomiting,  starts 
in  the  frontal  region  over  the  eyes,  alternates  from  one 
side  to  the  other,  and  there  is  a prodromol  blurring  of 
the  eye  on  the  side  in  which  the  headache  starts.  The 
pain  in  the  left  frontal  region  is  more  severe,  but  does 
not  last  as  long  as  that  in  the  right  frontal  area.  The 
patient  says  that  after  a time,  the  throbbing  is  so  severe 
that  she  is  ready  to  “climb  walls”  and  she  gets  chalk 
white.  A grandfather  was  said  to  have  suffered  from 
migraine  headaches.  She  has  been  examined  on  numer- 
ous occasions  and  has  been  in  attendance  at  a number  of 
headache  centers.  Some  relief  is  derived  from  the  use 
of  ergot  derivatives,  but  not  enough  of  them  can  be  used 
to  get  sufficient  relief  for  any  length  of  time.  Following 
corrective  nasal  surgery,  the  headaches  promptly  sub- 


sided. The  patient  reports  occasional  recurrence  of 
headaches  of  a much  more  moderate  nature  which,  how- 
ever, can  be  controlled  with  ergot  derivative  medication, 
evidently  the  combined  type  of  headache  referred  to 
previously.  During  surgery,  this  patient  showed  a high 
widening  of  the  nasal  septum,  but  here  the  more  signifi- 
cant finding  was  that  the  pressure  of  the  septum  against 
the  right  lateral  nasal  wall  was  markedly  accentuated  by 
a prominent  ethmoid  bulla. 

Case  4.  A female,  twenty-four  years  of  age,  com- 
plained of  headaches  since  early  childhood,  located  over 
the  left  supraorbital  and  left  temporal  regions  which  oc- 
casionally spread  to  the  right  side.  The  pain,  throbbing 
in  nature,  may  come  on  at  any  time,  and  frequently 
awakens  the  patient  during  the  night.  The  headache  is 
aggravated  by  any  quick  movement  and  by  using  her 
eyes  for  any  length  of  time,  even  with  glasses  which  have 
been  prescribed;  lying  down  may  at  times  lessen  the 
pain,  but  at  other  times  may  aggravate  it.  For  the  past 
ten  years  the  headaches  have  become  increasingly  se- 
vere; the  nose  becomes  obstructed  occasionally,  usually 
on  the  left  side.  A series  of  sinus  treatments  were  given 
with  some  relief  from  the  headaches.  When  corrective 
surgery  of  the  nasal  septum  was  performed,  the  result 
was  complete  relief  from  the  headaches.  During  sur- 
gery, a spur  was  found  corking  the  ostium  of  the  sphe- 
noid sinus  (Fig.  5).  Arrow  in  the  upper  part  of  the  pho- 
tograph points  to  the  spur  taking  the  shape  of  the 
spheno-ethmoidal  recess.  The  lower  part  of  the  photo- 
graph shows  a cast  of  the  mucosa  of  the  left  sphenoid 
sinus  removed  “en  masse.”  The  sinus  mucosa  had  be- 
come very  much  thickened  by  repeated  infections. 

Case  5.  A male,  forty-nine  years  of  age,  had  a fif- 
teen-year history  of  headaches  in  the  right  side  of  the 
head.  The  pain  diminishes  at  times  for  a week  or  two, 
but  is  always  present  and  awakens  the  patient  during 
the  night.  There  is  blocking  of  the  right  side  of  the 
nose,  which  becomes  worse  when  the  headaches  occur. 
All  the  routine  examinations  and  neurologic  tests  had 
been  performed,  and  several  headache  clinics  had  been 
attended,  where  treatment  for  migraine  had  little  effect 
on  the  headaches.  Preliminary  treatment  of  an  existing 
sinusitis  gave  no  relief  from  the  headaches.  When  cor- 
rective nasal  and  sinus  surgery  was  performed,  the  head- 
aches gradually  subsided  and  there  has  been  no  recur- 
rence since.  In  this  case,  there  was  an  S-shaped  defor- 
mity of  the  nasal  septum,  markedly  deviated  to  the  left 
anteriorly  and  below,  and  to  the  right  posteriorly  and 
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FIGURE  4.  Tomographic  sections  of  deformed  nasal  septum  demonstrating  pressure  on  lateral  nasal  wall  by  high  wid- 
ening of  septum,  extreme  at  2.5  cm.  as  shown  by  arrow. 
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FIGURE  5.  Removal  during  surgery,  spur  corking  ostium 
of  sphenoid  sinus.  Arrow  designates  spur  taking  shape  of 
spheno-ethmoidal  recess.  Cast  of  mucosa  of  left  sphe- 
noid sinus  removed  "en  masse"  visible  in  lower  part  of  fig- 
ure. 


above,  where  it  also  was  thickened  with  sinus  disease 
mainly  of  the  right  side  (Fig.  IF).  The  right  lower  nasal 
passage  was  extremely  hyperventilated,  tending  to  con- 
stantly expose  the  face  of  the  right  sphenoid  to  outside 
sources  of  irritation  and  drying;  this  created  an  area  that 
probably  “triggered”  the  onset  of  the  headaches. 

Case  6.  A male,  forty-seven  years  of  age,  complained 
of  headaches  of  eighteen  years’  duration.  Pains  start  in 
the  eyes  and  go  down  the  neck;  the  eyes  burn  and  feel  ir- 
ritated. Between  attacks,  the  eyes  feel  very  tender, 
with  marked  photophobia.  When  the  headache  is  very 
severe,  it  is  accompanied  by  stabbing  pains  over  the 
middle  of  the  frontal  region.  The  patient  had  been  in 
bed  for  three  weeks  the  previous  month  because  of  the 
headaches.  A submucous  resection  of  the  nasal  septum 
and  all  manner  of  tests  during  several  hospitalizations 
for  this  condition  had  been  performed  with  negative 
findings;  the  headaches  were  attributed  to  tension,  and 
the  patient  was  advised  to  consult  a phsychiatrist,  which 
he  did  for  one  year,  all  to  no  avail.  Several  months  pre- 
viously he  had  had  intranasal  surgery,  with  an  apparent 
increase  in  the  severity  of  the  headaches.  After  removal 
of  residual  deformity  of  the  nasal  septum  and  complete 
ventilation  of  the  paranasal  sinuses,  the  headaches  grad- 
ually subsided,  and  the  patient  was  able  to  return  to  full 
employment  after  years  of  total  disability. 


Case  7.  A male,  Fifty-seven  years  of  age,  presented  a 
history  of  headaches  which  had  started  twenty-five 
years  ago.  The  headaches  were  relieved  only  partially 
by  medication;  it  was  difficult  to  breathe  through  the 
nose.  A submucous  resection  had  been  performed  eight 
years  ago,  and  a revision  of  the  submucous  resection 
eighteen  months  ago,  with  no  relief  from  the  headaches. 
Following  removal  of  a residual  spur  formation  on  the 
right  side  of  the  nasal  septum  and  complete  ventilation 
of  the  paranasal  sinuses,  the  headaches  subsided  and 
have  not  recurred  since. 


During  surgery  in  Cases  6 and  7,  deep-seated 
sinus  disease  and  extension  of  sinuses  from  one 
side  to  the  other,  as  in  Figure  2A,  made  necessary 
complete  ventilation  of  the  sinuses  to  facilitate  ad- 
equate sinus  drainage. 


Summary 

The  causes  of  headache  still  are  among  the  most 


baffling  problems  in  medicine  in  spite  of  a vast 
amount  of  research  being  devoted  to  this  ailment. 
The  rapid  growth  of  headache  centers  all  over  the 
world  attests  to  the  increasing  number  of  individu- 
als seeking  relief  from  the  torment  of  recurring 
headaches.  With  the  exception  of  the  relatively 
small  number  of  patients  with  intracranial  disor- 
ders and  those  with  true  migraine,  the  great  ma- 
jority of  headache  sufferers  has  neither  the  assur- 
ance of  a definitive  diagnosis  or  the  relief  made 
possible  by  specific  therapy.  It  is  unfortunate 
that  the  term  migraine  has  become  synonymous 
with  headache,  leading  to  acceptance  by  the  head- 
ache sufferer  of  a state  of  hopeless  resignation. 
For  many  years,  my  clinical  observation  has  been 
that  the  nose,  and  to  some  extent  the  paranasal  si- 
nuses, are  very  important  factors  in  the  causation 
of  headache.  Statistics  of  the  possible  causes  of 
headaches  rate  rhinologic  disorders  near  the  bot- 
tom of  the  list,  but  an  analysis  of  the  evidence  pre- 
sented shows  that  examination  of  the  nose  is  ei- 
ther omitted  or  done  in  a very  perfunctory  man- 
ner. The  investigations  of  McAuliffe,  Goodell, 
and  Wolff12  showing  the  areas  of  sensitivity  in  the 
nose  are  detailed.  The  complexity  of  the  intrana- 
sal structures  and  the  frequently  latent  nature  or 
absence  of  localizing  symptoms  in  sinusitis  are  the 
reasons  that  this  factor  in  the  production  of  head- 
aches is  not  often  considered.  The  importance  of 
an  adequate  investigation  of  the  nose  and  parana- 
sal sinuses  in  every  case  of  chronic  headache  is  em- 
phasized, and  minimal  standards  for  such  an  ex- 
amination are  set  forth.  The  illustrations  show 
the  various  intranasal  conditions  that  make  an  in- 
dividual prone  to  headache.  Case  histories  are 
used  to  develop  the  clinical  aspects  of  the  subject. 

960  Park  Avenue 
New  York,  N.Y.  10028 
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with  an  unwilling  colon 

A diagnosis  of  irritable  bowel  syndrome  has  not  changed  her  temperament  one  iota.  She  still 
suffers  exacerbations  of  the  condition  whenever  she  experiences  excessive  anxiety  that  is  added  to 
increased  responsibility.  Yet  she  continues  to  accept  more  responsibilities  that  require  more  time 
and  energy  and  build  up  more  anxiety  and  tension. 

The  need  to  reduce  G.I. 
hypermotility  and  undue  anxiety 

The  need  to  reduce  G.  I . hypermotility  is  apparent  in  treating  the  irritable  bowel  syndrome.  But 
overanxiety  is  often  perceived  as  one  of  the  related  factors  which  can  contribute  to  an  abnormal 
increase  in  motor  activity  in  the  colon.  When  both  factors  are  present,  Librax  may  be  a valuable 
adjunct  in  therapy. 

The  dual  nature  of  Librax 

As  an  adjunct  to  a therapeutic  regimen,  Librax  may  help  relieve  the  undue  anxiety  and  associated 
somatic  factors  that  can  contribute  to  the  exacerbation  of  irritable  bowel  syndrome.  Only  Librax 
combines  in  one  capsule  the  dependable  antispasmodic  action  of  Quarzan  * (clidinium  Br)  and 
the  well-known  antianxiety  action  of  Librium  “ (chlqrdiazepoxide  HC1). 

Up  to  8 capsules  daily  in  divided  doses 

According  to  individual  requirements,  1 or  2 capsules,  3 or  4 times  daily. 

Rx:  Librax  #35  for  initial  evaluation  of  patient  response  to  therapy. 

Rx:  Librax  # 1 00  for  follow-up  therapy— this  prescription  for  2 to  3 weeks’  medication  can  help 
maintain  patient  gains  while  permitting  less  frequent  visits. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states  associated 
with  organic  or  functional  gastrointestinal  disorders; 
and  as  adjunctive  therapy  in  the  management  of  peptic 
ulcer,  gastritis,  duodenitis,  irritable  bowel  syndrome, 
spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar 
to  those  seen  w ith  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation  or  m women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psychiatric 
patients.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  nec- 
essary. Vqfiable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 


Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with 
chlordiazepoxide  hydrochloride,  making  periodic  blood 
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A meaningful  health-care  program  is  an  essen- 
tial component  of  day-care  services.1-3  The 
health  services  currently  available  to  the  majority 
of  day-care  children  are  inadequate;  the  recent 
cutbacks  in  Federal  funding  of  day-care  programs 
may  limit  further  the  availability  of  this  much- 
needed  care.  Established  medical  facilities  that 
are  the  principal  providers  of  health  care  in  the 
communities  can  help  develop  coordinated  pro- 
grams that  could  provide  well-rounded  health  ser- 
vices and  health  supervision  for  these  children  and 
their  siblings.  The  evaluation  of  a pilot  health 
program,  conducted  under  the  auspices  of  the  pe- 
diatric ambulatory  services  at  Kings  County  Hos- 
pital-Downstate  Medical  Center,  forms  the  basis 
for  this  report. 

Background  and  description  of  program 

The  pediatric  outpatient  department  of  Kings 
County  Hospital,  one  of  the  largest  in  the  nation, 
serves  a predominantly  black  and  Puerto-Rican 
population  from  the  lower  socioeconomic  sectors 
of  Brooklyn.  There  are  approximately  70  day- 
care centers  in  Brooklyn,  of  which  40  are  located  in 
the  hospital  community.  Many  of  the  children 
from  these  centers  depend  on  Kings  County  Hos- 
pital for  their  health-care  services. 

The  center  selected  for  the  pilot  project,  Flat- 
bush  Action  Community  Day  Care  Center,  is  lo- 
cated three  blocks  from  Kings  County  Hospital. 
Nearly  50  per  cent  of  the  children  registered  at  the 


center  during  the  study  year  were  already  receiv- 
ing episodic  health  care  at  Kings  County  Hospital. 
The  principal  staff  of  the  center,  many  of  whom 
had  experience  in  other  day-care  programs,  readily 
saw  a need  for  organized  health  care  for  their  chil- 
dren and  were  anxious  to  participate  in  the  pro- 
gram. 

The  two  educational  directors  of  the  day-care 
center,  along  with  two  family  counselors,  comple- 
mented the  health-care  team  from  Kings  County 
Hospital;  the  team  consisted  of  a fellow  in  ambula- 
tory pediatrics  (project  primary  physician),  a pub- 
lic-health nurse,  and  a social  worker.  The  Agency 
for  Child  Development  made  its  contribution  by 
providing  a registered  nurse  to  work  with  the  phy- 
sician. Finally,  from  funds  raised  in  the  commu- 
nity, a part-time  laboratory  technician  was  hired 
to  complete  the  team. 

The  team’s  nonmedical  personnel  were  trained 
to  administer  the  Denver  Developmental,  vision 
and  hearing  screening  tests.  The  program  was 
coordinated  by  the  family  counselors  from  the 
day-care  center  on  the  one  hand  and  by  the  pub- 
lic-health nurse  from  the  hospital  on  the  other. 

Children  in  the  program  were  given  identifica- 
tion cards  that  enabled  the  hospital  screening 
team  to  identify  the  child  readily  and  promptly 
refer  him  to  the  project  primary  physician  or,  if  he 
was  unavailable,  to  a substitute  physician.  Also, 
the  physician’s  hospital  and  home  telephone  num- 
bers were  made  available  to  the  parents.  Thus  the 
parents  had  access  to  the  physician  throughout  the 
twenty-four  hours  of  the  day. 

The  physical  facilities  of  the  day-care  center 
consisted  of  an  examining  room,  adjoining  labora- 
tory, and  a conference  room  for  counseling  ses- 
sions. The  medical  team  met  one-half  day  a week 
for  eight  months  under  the  leadership  of  the  proj- 
ect primary  physician.  The  program  emphasized 
the  preventive  aspects  of  pediatric  health  care. 
Special  attention  was  given  to  the  developmental 
deviations.  In  addition,  acute  care  for  the  com- 
mon pediatric  illnesses  was  provided. 

Each  child  received  a complete  evaluation  at 
least  once  during  the  study  period.  The  following 
screening  tests  were  done  on  all  children  and  re- 
peated as  necessary: 

1.  Complete  blood  count 

2.  Urinalysis 

3.  Sicklemia  testing 

4.  Lead  poisoning  screening 

5.  Auditory  screening 

6.  Visual  screening 

7.  Developmental  screening 

8.  Dental  screening 

9.  Tine  test  screening. 

Routine  immunizations  were  carried  out  and  pe- 
riodic health-education  sessions  were  held  with 
the  parents  and  the  staff;  children  needing  more 
elaborate  consultative  service  were  referred  to 
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The  City  of  New  York  Department  of  Health  is  re- 
sponsible for  formulating  and  supervising  the 
health  care  program  of  the  day-care  centers.  Al- 
though the  department’s  guidelines  for  providing 
meaningful  health  care  are  adequate,  the  imple- 
mentation of  programs  that  could  conform  to  these 
guidelines  has  become  difficult  due  to  the  lack  of 
sufficient  funds  and  other  resources.  A pilot 
health  program,  conducted  under  the  auspices  of 
the  pediatric  ambulatory  services  at  Kings  County 
Hospital,  is  described  here  as  a model  that  could 
provide  well-rounded  health  services  and  health 
supervision  for  the  day-care  children. 


TABLE  I.  General  health  care  data  on  children 


enrolled  in 

the  program 

Number 

Pre- 
school * 

After 
School  f 

Total 

Children 

113 

35 

148 

Physician  visits 

248 

40 

288 

Immunizations 

60 

0 

60 

Referrals  to  Kings  County 

Hospital  for  work-up 

32 

4 

36 

Hospitalized 

8 

0 

8 

* Children  between  ages  of  two 

to  six  years  not 

in  school. 

Period  of 

stay  in  day-care  center  between  7.00  A.M.  to  6:30  P.M. 

t Children  between  the  ages  of  six  to  twelve  years  attending  school. 
Period  of  stay  in  day-care  center  between  3:00  to  6:30  P.M. 

TABLE  II.  Problems  discovered  and/or  managed  in  the 
program  during  the  study  period 

Number  of 

Problems  Episodes  Managed 


Upper  respiratory  infection  47 

Chickenpox  18 

Eczema  dermatitis  12 

Asthma  10 

Viral  syndrome  10 

Dental  caries  9 

Obesity  8 

Mumps  7 

Speech  and  hearing  problems  6 

Functional  murmur  and  congenital 

heart  disease  6 

Plumbum  level  >0.05  mg.  per  100 

ml.  5 

Tonsillitis  5 

Sickle-cell  trait  4 

Skin  infection  3 

Conjunctivitis  3 

Strabismus  2 

Orthopedic  problems  2 

Seizure  disorder  2 

Sickle-cell  disease  1 

Emotional  problems  and  hyperac- 
tivity 4 

Inguinal  and  umbilical  hernia  4 

Hemophilia  1 

Cerebral  palsy  1 

Tinea  capitis  1 

Phimosis  1 

Enuresis  1 

Undescended  testicles  1 

Herpes  simplex  1 

Hepatomegaly  1 

Pityriasis  rosea  1 

Miscellaneous  12 

Total  189 


Kings  County  Hospital,  and  the  necessary  liaison 
to  provide  those  services  was  established  at  the 
hospital. 

Table  I shows  the  general  health-care  data  on 
children  enrolled  in  the  program  during  the  study 
period;  60  preschool  children  needed  updating  of 
their  immunization  schedule.  Table  II  lists  all  the 
problems  managed  by  the  health-care  team;  prob- 
lems discovered  for  the  first  time  among  the  cen- 
ter’s children  are  listed  in  Table  III.  All  these 
children  were  referred  to  Kings  County  Hospital 
for  more  detailed  work-up.  It  may  be  pointed  out 


TABLE  III.  Problems  needing  referral  to  Kings  County 
Hospital  discovered  among  children  in  the  program 


Diagnosis 

Number  of  Children 

Dental  caries 

9 

Cardiac  murmurs 

6 

Speech  and  hearing  problems 

6 

Emotional  problems 

4 

Sickle-cell  hemoglobinopathy 

3 

Inguinal  and  umbilical  hernia 

2 

Orthopedic  problems 

2 

Strabismus 

1 

Cryptorchidism 

1 

Febrile  convulsion 

1 

Hepatomegaly 

1 

Total 

36 

TABLE  IV.  Children  from  the  health  program  hospitalized 


during  the  study  period 

Diagnosis 

Number  of  Children 

Asthma 

3 

F or  observation 

2 

Sickle-cell  crisis 

1 

Seizure  disorder 

1 

Hemophilia 

1 

Total 

8 

that  the  diagnosis  of  many  of  these  problems  re- 
quiring early  intervention  and  management  was 
possible  through  the  comprehensive  screening  pro- 
gram. Table  IV  shows  the  number  and  the  diag- 
noses of  children  who  required  hospitalization 
during  the  study  period. 

Existing  health-care  facilities  for  day-care 
children  in  New  York  City 

The  health  department  of  New  York  City  is  re- 
sponsible for  formulating  and  supervising  the 
health-care  program  in  the  day-care  centers.  Al- 
though this  program  as  envisioned  by  the  depart- 
ment encompasses  all  aspects  relevant  to  health  in 
the  center,  attention  is  drawn  here  only  to  that  as- 
pect of  the  program  dealing  with  the  basic  person- 
al health  services  of  the  children  in  the  center. 
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The  Department  of  Health  recommends  com- 
prehensive pediatric  care  for  all  children  in  the 
day-care  centers,  with  emphasis  on  continuity  of 
care.4  The  department  provides  the  consultant 
services  of  a pediatrician  and  a public-health  nurse 
whose  principal  roles  are  to  acquaint  the  center  of 
the  department’s  guidelines  for  providing  ade- 
quate health  care.  The  arrangements  made  to 
conform  to  these  laudable  guidelines  are  extremely 
inadequate  because  of  the  lack  of  sufficient  funds 
and  other  resources.  In  about  60  to  70  per  cent  of 
the  centers,  the  services  of  a pediatrician,  on  a 
part-time  basis,  are  provided  for  an  on-premises 
preventive-health  program.  The  number  of  hours 
the  pediatrician  may  spend  per  month  to  provide 
his  services  to  the  program  are  severely  limited 
and  are  dictated  by  the  number  of  children  in  each 
day-care  center.  Approximately  two  and  one-half 
hours  of  the  pediatrician’s  services  are  provided 
per  50  children  per  month.  Centers  having  a 
small  number  of  children,  usually  fewer  than  50, 
do  not  become  qualified  for  the  service  of  a pedia- 
trician. 

The  ACD  (Agency  for  Child  Development) 
funds  the  center  to  obtain  the  services  of  a regis- 
tered nurse  who  may  or  may  not  work  with  the 
center’s  pediatrician.  Even  here  the  number  of 
hours  of  service  the  nurse  may  provide  is  depen- 
dent on  the  number  of  children  in  the  center. 
Roughly  six  hours  of  nursing  services  are  provided 
per  month  for  a center  with  55  children  with  a ceil- 
ing of  eighteen  hours. 

The  total  annual  budget  provided  for  each  day- 
care center  by  the  ACD  includes  a small  sum  of 
money  toward  the  purchase  of  necessary  medical 
supplies.  Also,  the  agency  helps  meet  the  initial 
expenditure  involved  in  setting  up  a modest  medi- 
cal facility,  consisting  of  an  examining  table,  a 
scale,  and  so  forth,  in  the  center. 

Comment 

In  a recent  survey  of  health  programs  in  the 
day-care  centers  located  in  the  Kings  County  Hos- 
pital community,  it  was  noted  by  the  administra- 
tors of  all  the  centers  who  were  questioned  that 
their  health  programs  were  unsatisfactory  for  one 
reason  or  another.  The  inability' to  provide  com- 
prehensive health  care  for  their  children,  the  lack 
of  continuity  of  care,  and  the  inability  to  obtain 
backup  and  consultative  services  were  some  of  the 
main  concerns  expressed  by  these  administrators; 
that  these  are  some  of  the  real  problems  should  be 
no  surprise,  considering  the  existing  structure  of 
the  health  team.  Part-time  pediatricians  and 
nurses  visit  the  center,  sometimes  independently 
and  only  for  a brief  period  of  time  each  month, 
and  have  no  real  system  for  utilizing  backup  and 
consultative  services.  These  inadequacies  are  dis- 
turbing to  the  sponsors  of  the  day-care  centers  and 
frustrating  to  the  personnel  of  the  health-care 


team,  resulting  in  difficulties  in  the  recruitment  of 
well-motivated  personnel,  particularly  pediatri- 
cians, to  work  in  the  program.  Pediatricians 
available  to  work  in  the  centers  tend  to  be  tran- 
sients with  limited  commitment  to  the  programs. 
Because  of  these  difficulties  it  is  not  unusual  to  see 
a center’s  health  program  without  a physician  for 
varying  lengths  of  time. 

Providing  comprehensive  pediatric  care  should 
be  the  goal  set  for  the  children  involved  in  a day- 
care center;  emphasis  should  be  on  preventive  ser- 
vices and  continuity  of  care.  The  former  service 
becomes  particularly  pertinent  to  the  day-care 
center  programs,  since  these  predominantly  enroll 
preschool  children.  Furthermore,  such  a medical- 
care  service  should  be  able  to  provide  for  simple 
diagnostic  and  screening  procedures  and  for  treat- 
ment of  minor  illnesses.  Extension  of  the  system 
into  locally  established  medical  facilities  should 
assure  adequate  backup  and  consultative  services; 
none  of  these  is  possible  under  the  present  system. 
However,  by  reinforcing  the  provision  in  the  exist- 
ing system  with  additional  resources  in  the  com- 
munity, most  of  these  objectives  can  be  accom- 
plished, as  demonstrated  by  the  pilot  project.  It 
was  a question  of  streamlining  the  medical  care  of 
an  indigenous  population  in  a community  program 
by  pooling  resources,  most  of  which  were  there  but 
were  being  used  independently  and  ineffectively. 

It  has  been  suggested  that  arrangements  can  be 
made  to  obtain  comprehensive  care  through  the 
hospital  in  the  district.4  This  has  several  draw- 
backs. Such  an  arrangement  imposes  additional 
burdens  on  the  provider  hospital,  while  letting  the 
resources,  provided  by  the  ACD  and  Department 
of  Health,  however  limited  they  may  be,  go  un- 
used. Another  resource  that  might  go  untapped 
under  the  system  is  the  personnel  of  the  day-care 
center  itself,  composed,  in  most  instances,  of  capa- 
ble and  conscientious  people  with  the  right  con- 
cern for  the  overall  optimal  development  of  the 
children  they  serve.  In  our  experience,  they  were 
found  to  be  particularly  well  suited  to  perform  de- 
velopmental auditory  and  visual  screening  tests, 
since  they  had  the  needed  rapport  with  the  chil- 
dren, as  well  as  the  advantage  of  flexible  sched- 
uling. If  screening  is  attempted  off  the  premises, 
the  logistics  of  working  out  a satisfactory  mecha- 
nism with  a community  hospital,  private  or  munic- 
ipal, are  extremely  difficult.  This  is  especially 
true  when  large  overcrowded  municipal  hospitals 
are  utilized. 

For  the  future,  one  can  visualize  a useful  collab- 
oration among  the  various  agencies  and  communi- 
ty groups  interested  in  health  care  to  bring  about 
organized  health  care  to  the  children  and  their  sib- 
lings in  day-care  centers  (D.C.C.).  The  program 
can  be  made  to  function  as  a self-standing  opera- 
tion by  harnessing  all  the  available  resources  (Fig. 
1). 

While  such  a program  would  understandably 
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FIGURE  1.  Agency  and  community  resources  for  day- 
care centers 


The  community  appreciation  of  such  a service  can 
have  only  a favorable  effect  on  the  public  relations 
effort  of  the  hospital  in  the  community. 
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tance in  compiling  the  health-care  data  presented  in  this  re- 
port. 


benefit  from  the  backup  services  available  at  the 
community  medical  center,  the  program  in  turn 
can  be  a useful  setting  for  the  education  of  any 
child  health-care  provider,  such  as  nurse  practi- 
tioners, medical  students,  house  staff,  and  fellows 
in  ambulatory  pediatrics.  Inasmuch  as  the  pro- 
gram envisages  a self-help  approach,  the  medical 
center  will  be  burdened  to  the  minimum  insofar  as 
concerns  the  utilization  of  its  resources.  On  the 
other  hand,  an  affiliation  with  the  major  medical 
center  in  the  community  can  be  a valuable  asset. 
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International  symposium  to  be  held 

International  symposium  on  Parkinson’s  disease  will 
be  held  at  Maimonides  Medical  Center,  Division  of 
Neurology,  Department  of  Medicine,  May  17,  1974  1-6 
p.m. 

Guest  speakers  will  be:  Dr.  Walter  Birkmayer: 

(Austria)  Biochemical  postmortem  findings  in  L-Dopa 
psychosis;  Dr.  Andre  Barbeau:  (Canada)  Implications 

of  long-term  treatment  of  Parkinson’s  disease;  Melvin 
Yahr,  M.D.:  (New  York)  Long-term  results  of  the  use 

of  levodopa  in  Parkinson’s  disease;  Fletcher  McDowell, 
M.D.,  and  Richard  Sweet,  M.D.:  (New  York)  L-Dopa 


absorption  and  metabolism  after  chronic  therapy;  Roger 
* Duvoisin,  M.D.:  (New  York)  Relative  role  of  dopamin- 
ergic and  noradrenergic  receptors  in  the  treatment  of 
Parkinson’s  disease;  George  Cotzias,  M.D.:  (Brook- 

haven,  L.I.)  Parkinsonism;  New  aspects;  and  Abraham 
Lieberman,  M.D.:  (New  York)  Levodopa  and  melano- 

ma. 

There  will  be  a reception  following  the  meeting. 

The  Symposium  will  be  held  at  the  Saltzman  Audito- 
rium, Maimonides  Medical  Center,  4802  10th  Avenue, 
Brooklyn,  N.Y. 

Because  of  limited  space,  R.S.V.P.  to  Dr.  Edith  Mil- 
ler, Department  of  Neurology,  Maimonides  Medical 
Center. 
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In  considering  the  clinical  behavior  of  tumors  of 
fibrous  tissue  origin  it  is  apparent  that  there  is  a 
wide  spectrum  of  fibroblastic  responses  beginning 
with  the  well-known  keloid,  progressing  on  to  the 
palmar  and  plantar  fibromatosis  and  then  to  the 
desmoid  tumor,  dermatofibrosarcoma,  and  even- 
tually to  the  fully  malignant  fibrosarcoma.  The 
clinical  pattern  set  by  any  of  these  lesions  does  not 
appear  to  be  wholly  related  to  an  existing  micro- 
scopic pattern;  rather,  activity  for  the  tumor  tends 
to  be  associated  with  the  relative  position  that  it 
occupies  within  this  spectrum  of  fibrous  tissue  re- 
sponses. Knowledge,  therefore,  of  the  relation- 
ships that  exist  within  this  spectrum  is  important 
in  predicting  clinical  behavior  of  any  particular 
tumor. 

In  the  past  the  significance  of  cellular  activity 
has  often  been  misinterpreted  with  early  invasive- 
ness or  metastasis  predicted,  yet  never  occurring. 
Similarly,  a histologically  benign-appearing  lesion 
may  have  already  invaded  locally  or  metastasized. 
In  a case  reported  by  Prior  and  Sisson,1  amputa- 
tion was  carried  out  for  a fibroma  of  the  thumb. 
A lung  lesion  subsequently  removed  by  pneumo- 
nectomy proved  to  be  a fibroma  similar  to  the  le- 
sion of  the  thumb.  Touraine  and  Ruel2  reaf- 
firmed the  existence  of  this  clinical  spectrum  of 
tumors,  suggesting  that  the  lesions  should  be 
linked  together  under  the  label  “hereditary  polyfi- 
bromatosis.” 

Keloid 

The  simplest  and  least  reactive  fibrous  tissue 
tumor  occurs  at  the  lower  end  of  the  spectrum; 
this  lesion,  the  keloid,  represents  an  overproduc- 
tion of  fibrous  tissue  usually  resulting  from  trau- 
ma to  the  skin.  While  the  response  may  vary, 
most  keloids  remain  confined  to  the  site  of  injury 
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FIGURE  1.  Extensive  keloids  resulting  from  minor  skin  ir- 
ritation due  to  mosquito  bites. 


and  produce,  at  maximum,  a cosmetic  problem. 
Microscopically,  a large  amount  of  collagen  char- 
acterizes the  lesion.  In  rare  instances  massive  pro- 
liferation of  tumor  tissue  occurs,  failing  to  respond 
to  steroid  or  radiation  therapy  (Fig.  1). 

When  this  fibroblastic  response  develops  within 
palmar  fascia,  flexion  deformity  occurs  in  the  fin- 
gers which  is  known  as  Dupuytren’s  contracture. 
This  process  originates  as  an  area  of  localized  fi- 
broblastic overgrowth,  gradually  spreading  to  in- 
volve the  entire  palmar  aponeurosis  with  eventual 
infiltration  of  subcutaneous  fat  and  skin.3  Ade- 
quate therapy  requires  complete  excision  of  the  in- 
volved fascia.  The  counterpart  of  this  tumor  aris- 
ing within  plantar  fascia  is  known  as  plantar  fibro- 
matosis (Fig.  2).  Interest  in  this  lesion  pertains  to 
frequent  misinterpretation  of  its  pathologic  char- 
acteristics. More  often  than  not,  this  lesion  is 
classified  as  a sarcoma,  especially  when  recurrence 
is  noted  following  surgery.  In  spite  of  microscopic 
findings  suggesting  malignancy,  conservative  ther- 
apy is  essential  for  most  fibrous  tumors  arising  in 
plantar  fascia.  Clinically,  a close  relationship  with 
other  fibrous  disorders,  exists;  one  notes  frequent 
association  of  epilepsy,  periarthrosis  humeri,  Pey- 
ronie’s disease,  and  Dupuytren’s  contracture. 
True  fibrosarcoma  occurring  in  plantar  aponeur- 
osis is  extremely  rare;  2 cases  having  been  reported 
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FIGURE  2.  Left  foot  with  scar  from  excision  primary 
plantar  fibromatosis.  Arrow  points  to  new  lesion  in  right 
foot. 


by  Pack  and  Ariel.4  The  high  incidence  of  recur- 
rence noted  following  surgery  for  plantar  fibroma- 
tosis is  related  to  incomplete  removal  of  plantar 


FIGURE  3.  (A)  Interosseous  lesion  invading  radius  and 

ulna.  (B)  Exposure  of  interosseous  tumor. 


The  prognosis  of  tumors  of  fibrous  tissue  origin  de- 
pends on  their  position  in  a spectrum  of  fibroblas- 
tic responses  beginning  with  the  keloid  and  ex- 
tending to  the  fully  malignant  fibrosarcoma.  The 
nature  of  the  lesion  must  be  decided  on,  not  only 
by  histologic  means  but  also  by  site  of  origin  and 
clinical  behavior.  Lesions  other  than  the  fully  ma- 
lignant fibrosarcoma  should  be  treated  by  wide,  yet 
somewhat  conservative  resection.  Fully  malignant 
fibrosarcomas  must  be  handled  more  aggressively, 
since  recurrence  is  high,  and  chances  for  cure  fol- 
lowing recurrences  rapidly  diminish. 


fascia.  Wide  excision  and  skin  grafting  is  usually 
required  to  eliminate  all  possibilities  of  recurrence. 
Among  22  cases  reported  by  Aviles,  Arlen,  and 
Miller,5  there  was  a 57  per  cent  incidence  of  recur- 
rence when  local  excision  was  employed,  compared 
with  8 per  cent  recurrence  when  wide  excision  with 
fasciectomy  was  the  treatment  of  choice. 

Fibromatosis 

Fibromatosis  is  often  seen  in  the  neonate.  It  is 
frequently  associated  with  torticollis  which  is  fi- 
bromatosis of  the  sternomastoid  muscle,  or  may 
diffusely  involve  the  extremities  with  invasion  of 


February  1974  / New  York  State  Journal  of  Medicine  345 


FIGURE  4.  Muscle  bundles  surrounded  by  infiltrating  des- 
moid tumor. 


long  bone,  such  as  radius  and  ulna  (Fig.  3). 
Twelve  cases  of  aggressive  juvenile  fibromatosis 
have  been  reported  by  the  Armed  Forces  Institute 
of  Pathology.6  In  each  case  the  possibility  of  fi- 
brosarcoma was  raised,  but  the  benign  clinical  be- 
havior and  lack  of  metastasis  led  to  reconsidera- 
tion of  the  diagnosis.  There  are  indications  that 
when  these  lesions  appear  in  early  childhood  they 
undergo  a process  of  maturation.  In  the  case  re- 
ported by  Arlen,  Koven,  and  Frieder7  of  a three- 
year-old  boy,  spontaneous  regression  of  destruc- 
tive osseous  lesions  of  radius  and  ulna  occurred 
over  a two-year  period  of  time.  Keasbey8  noted 
this  spontaneous  regression  in  the  diffuse  form  of 
juvenile  aponeurotic  fibroma;  circumscribed  fibro- 
ma was  found  at  an  older-age  level  and  was  consid- 
ered to  have  resulted  from  a process  of  maturation. 
Conservative  therapy  is  considered  essential  in  all 
of  these  cases. 

Desmoid  tumor 

The  desmoid  tumor  lies  midway  in  the  clinical 
spectrum  of  invasiveness.  It  arises  from  the  mus- 
cular aponeurotic  structures  found  throughout  t he 
body  and  has  the  peculiar  characteristics  of  local 
invasion  into  adjacent  tissues.9  Histologically, 
one  might  consider  this  tumor  to  be  benign,  but 
engulfment  of  striated  muscle  fibers  and  develop- 


FIGURE 5.  Scapulectomy  specimen.  Biopsy  sites  had 
revealed  tumor  extending  up  arm  to  shoulder  girdle. 


FIGURE  6.  Characteristic  appearance  of  desmoid  tumor 
of  abdominal  wall. 


ment  of  giant  cells  suggest  that  the  tumor  is  more 
aggressive  than  might  be  suspected  (Fig.  4). 

In  1856,  Paget  described  the  microscopic  char- 
acteristics of  the  desmoid  tumor  and  its  extra-ab- 
dominal counterpart,  showing  an  identical  struc- 
ture for  both.  When  the  tumor  appears  in  the 
shoulder  girdle,  diffuse  infiltration  of  muscle  and 
centripetal  extension  predominate.  Forequarter 
amputation  is  usually  essential  to  control  the  dis- 
ease (Fig.  5).  Microscopically,  the  desmoid  tumor 
forms  a hard  mass  in  contrast  to  the  fibrosarcoma 
which  tends  to  become  fleshy  (Fig.  6).  Encapsula- 
tion is  frequent  with  the  fibrosarcoma  but  uncom- 
mon with  the  desmoid  tumor.  The  differential  di- 
agnosis between  desmoid  tumor  and  fibrosarcoma 
is  based  on  the  degree  of  cellularity,  the  number  ol 
mitotic  figures,  and  variation  in  size,  shape,  and 
staining  of  nuclei.  The  desmoid  tumor  may  pre- 
sent a picture  ranging  from  acellularity  to  that  of  a 
fairly  cellular  fibroma  incorporating  surrounding 
muscle  fibers.  The  most  deeply  placed  musclt 
cells  are  usually  multinucleated  and  are  consid 
ered  to  have  obtained  primitive  metamorphosis 
due  to  loss  of  formation  of  cell  structure.  Clinical 
ly,  this  tumor  must  be  managed  as  a low-grade  fi 
brosarcoma. 
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FIGURE  7. 


(A)  Dermatofibrosarcoma 


upper 


A 

midline  of  back.  (B)  Cut  section  through  dermatofibrosarcoma. 


FIGURE  8.  (A)  Fibrosarcoma  under  left  eyelid  in  three- 

year-old  boy.  (B)  Fibrosarcoma  of  back  invading  scapula. 


Das  Gupta,  Brasfield,  and  O’Hara10  reviewed 
the  records  of  72  patients  with  extra-abdominal 
desmoid  tumors,  finding  that  the  most  successful 
method  of  treatment  necessitated  wide  radical 
excision  and,  where  necessary,  major  amputation. 
Only  8 of  their  42  patients  seen  with  intact  pri- 
mary tumors  developed  any  evidence  of  local  re- 
currence. 

Pseudosarcomatous  fasciitis  occasionally  enters 


into  the  differential  diagnosis  and  may  histologi- 
cally be  interpreted  as  fibrosarcoma  or  even  an- 
giosarcoma. This  benign  lesion  has  distinguishing 
features,  such  as  a myxoid  matrix  and  a giant  and 
round-cell  infiltrate. 

Dermatofibrosarcoma 

When  a firm  fibrous  tissue  mass  arises  in  the 
dermis  producing  elevation  in  overlying  skin,  der- 
matofibrosarcoma should  be  considered  (Fig.  7). 
This  tumor  begins  as  a firm,  fibrous  plaque  under- 
going little  change  for  many  years;  eventually,  it 
enters  into  a phase  of  rapid  growth  with  formation 
of  multiple  nodules.  Metastases  are  rare.  His- 
tologically, this  lesion  is  more  active  than  the  des- 
moid tumor  and  has  a high  recurrence  rate  unless 
managed  by  a very  wide  excision.  Taylor  and  Hel- 
wig11  reported  a series  of  115  cases.  They  noted 
that  a cartwheel  pattern  was  consistent  and  per- 
mitted the  diagnosis  to  be  made  more  objectively. 
Condensation  of  connective  tissue  at  the  periphery 
of  the  tumor  gave  the  appearance  of  a pseudocap- 
sule. Recurrence  in  their  series  represented  fail- 
ure to  obtain  adequate  margins  of  resection.  In 
rare  instances  metastases  have  been  reported. 
McPeak,  Cruz,  and  Nicastri12  analyzed  a series  of 
86  cases,  in  5 of  which  metastasis  occurred.  Histo- 
logic evaluation  failed  to  disclose  any  distin- 
guishing characteristics  among  the  latter  group  of 
patients.  It  was  felt  that  the  minimal  surgical 
procedure  to  be  employed  should  be  wide  resection 
including  a margin  of  at  least  3 cm.  with  the 
underlying  fascia  included  as  part  of  the  specimen. 

Malignant  fibrosarcoma 

Fully  malignant  fibrosarcoma  occurring  at  the 
far  end  of  the  spectrum  of  activity  is  characterized 
by  an  infiltrative  growth  pattern  that  makes  com- 
plete extirpation  difficult.  This  tumor  can  occur 
in  any  age  group  and  in  any  location  (Fig.  8). 
Local  recurrence  is  a common  problem  in  manage- 
ment of  this  tumor.  As  in  the  case  of  lesions  of 
lesser  activity,  this  is  due  to  the  reappearance  of 
disease  and  failure  to  obtain  adequate  margins  of 
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FIGURE  9.  Primary  fibrosarcoma  of  bone. 

resection.  Distant  metastases  are  usually  rare. 
While  this  particular  lesion  is  most  frequently 
found  in  the  lower  extremity  as  well  as  shoulder 
girdle,  it  will  occur  wherever  fibroblastic  tissue  ap- 
pears, that  is,  hone,  diaphragm,  retroperitoneum, 
and  spermatic  cord.13  Once  the  diagnosis  of  fibro- 
sarcoma is  established,  histologic  grading  becomes 
important.  The  low-grade  tumors  respond  best  to 
surgical  extirpation  and  show  the  lowest  incidence 
of  recurrence;  the  more  anaplastic  lesions  are  al- 
most uniformly  fatal.  This  fact  holds  true  for 
both  soft-part  fibrosarcomas  and  those  lesions  or 
fibrosarcomas  occurring  in  hone.  Radiation  ap- 
pears to  have  no  role  in  the  treatment  of  this  dis- 
ease. 


When  fibrosarcoma  arises  in  the  skeletal  system, 
it  appears  to  act  as  a distinct  entity  and  is  fre- 
quently referred  to  as  medullary  fibrosarcoma  of 
bone  (Fig.  9). 14  Therapeutic  response  to  surgical 
treatment  appears  to  lie  midway  between  what  can 
be  achieved  for  soft-part  fibrosarcoma  (50  to  60 
pdr  cent  five-year  survival)  and  that  for  osteogenic 
sarcoma  (13  per  cent  five-year  survival). 

Aggressive  surgical  treatment  is  essential  in 
managing  all  of  the  stages  of  malignant  fibrosarco- 
ma, since  prognosis  depends  entirely  on  the  suc- 
cess achieved  at  extirpation  of  the  primary 
tumor.15  The  appearance  of  recurrence  markedly 
diminishes  any  chance  for  long-term  survival. 

555  Prospect  Place 
Brooklyn,  New  York  11238 
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In  recent  years,  a myriad  of  agents  have  been 
shown  to  possess  cancer-producing  properties:  ir- 
radiation, viruses,  hormones,  and  chemicals  in  the 
air,  soil,  water,  food,  and  so  forth;  it  appears  that 
we  are  living  in  a sea  of  carcinogens.  Several  hy- 
potheses have  been  advanced  to  explain  how  host 
genetic  factors,  and  chemical,  physical,  and  viral 
agents  are  capable  of  transforming  normal  or  la- 
tent inborn  cancer  cells  into  overt  malignant  cells. 
Let  us  take  a closer  look  at  carcinogens,  dividing 
them  into  three  major  classes:  chemical,  physical, 
and  viral. 

Three  major  classes  of  carcinogens 

Chemical.  There  are  a great  number  of  chemi- 
cal compounds  that  have  been  tested  for  carcino- 
genic activity.  As  far  back  as  1775,  it  was  ob- 
served that  there  was  an  association  between  expo- 
sure to  the  soot  present  in  chimney  sweepings  and 
the  development  of  scrotal  cancer,1  but  the  first  to 
demonstrate  chemical  carcinogenesis  were  Yamag- 
iwa  and  Ichikawa,2  who  during  1915  to  1918  were 
able  to  induce  skin  cancer  in  rabbits  by  protracted 
application  of  coal  tar.  Subsequently  during  1928 
to  1929,  the  first  pure  chemical  carcinogen,  diben- 
z(a,h)anthracene,  was  synthesized.  A similar 
compound,  7,12-dimethylbenzanthracene,  recently 
was  found  to  be  capable  of  transforming  virus-in- 
fected rat  cells  into  cancer  cells.3,4  Other  chemi- 
cals, however,  can  cause  transformation  in  cell  cul- 
ture in  the  absence  of  a virus.  The  polynuclear 
hydrocarbons,  due  to  their  cancer-producing  prop- 
erties, have  aroused  much  interest  and  have  been 
used  extensively  for  biologic  experimentation. 
One  of  these  compounds,  benzo(a)pyrene,  was  iso- 
lated from  coal  tar  in  1933  and  from  tobacco  tar 
during  1954  to  1955.  Identified  in  cigarette  smoke 
in  1972  is  another  potent  carcinogen,  nitrosodi- 
methylamine,  which  is  a nitrosamine.  While  it  is 
felt  that  nitrosamines  are  formed  as  products  of 
the  interaction  of  nitrogen  oxides  and  secondary 
amines,  no  one  knows  for  sure  how  the  nitrosodi- 
methylamine  in  cigarette  smoke  is  formed.5  Auer- 
bach et  al.(i  were  able  to  induce  lung  cancer  in  bea- 
gles that  were  made  to  inhale  cigarette  smoke,  and 
these  two  agents  are  conceivably  the  responsible 
carcinogens.  Benzo(a)pyrene  is  found  also  in  air 
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pollution,  and  Epstein,7  and  Asahina  et  al.8  pro- 
duced cancer  in  mice’s  lungs  by  injecting  them 
with  extracts  from  air  pollutants.  The  incriminat- 
ing role  of  air  pollution  is  further  suggested  by  the 
fact  that  the  incidence  of  lung  cancer  is  approxi- 
mately twice  as  high  in  the  cities  as  it  is  in  the 
rural  areas.  Nitrosamines  are  regarded  by  many 
researchers  as  extremely  potent  cancer-causing 
agents.  Lijinsky,  and  Epstein,9  in  describing  the 
effects  of  food  additives  in  the  diet,  recently 
served  notice  that  nitrites,  used  widely  as  preser- 
vative and  curing  agents  for  meats  and  fish,  may 
cause  lung  cancer  when  combined  with  certain 
amino  compounds  similar  to  those  found  in  ciga- 
rettes. A high  incidence  of  squamous  carcinoma 
in  the  lungs  of  rats  fed  a nitrosamine  was  re- 
ported.10,11 Greenblatt,  Mirvish,  and  So12  pro- 
duced lung  tumors  in  65  to  90  per  cent  of  mice  fed 
large  amounts  of  nitrites  and  amines,  and  15  per 
cent  of  the  tumors  were  cancerous.  They  felt  that 
these  substances  combined  in  the  animals’  stom- 
achs to  form  nitrosamine.  Inasmuch  as  nitrites 
are  used  as  preservatives  and  the  secondary 
amines  are  ingested  as  food  constituents,  it  ap- 
pears that  another  method  for  preserving  food 
should  be  employed,  because  discontinuing  preser- 
vatives altogether  could  lead  to  botulism.  A proj- 
ect sponsored  by  the  International  Atomic  Agency 
in  Canada  found  irradiation  of  food  to  be  safe  and 
effective  in  a study  conducted  over  a period  of 
three  years;  this  requires  additional  study,  how- 
ever. 

As  experimentation  continues,  more  and  more 
chemical  carcinogens  are  being  uncovered.  A re- 
port from  Italy  in  1971  described  induction  of  lung 
cancer  in  rats  after  exposure  to  vinylchloride  va- 
pors for  a period  of  one  year.  A news  item  from 
Stockholm,  Sweden,  in  February,  1972,  stated  that 
an  unusually  high  number  of  state  railway  work- 
ers, who  used  a herbicide  to  clear  brush  and  weeds 
along  Swedish  railroads,  were  dying  of  lung  cancer. 
The  head  of  the  spraying  team,  who  studied  the  ef- 
fects of  the  herbicide  and  tried  to  get  the  facts  to 
the  University  of  Umea,  also  died  of  cancer;  the 
story  made  headline  news  at  the  time.  Since  then, 
the  state  railway  has  stopped  all  chemical  sprays. 

Nonradioactive  metals  also  have  been  implicat- 
ed as  carcinogens  for  man.  Sunderman13  was  able 
to  produce  pulmonary  carcinomas  in  rats  by  inha- 
lation of  nickel  carbonyl  and  reported  that  35  pei 
cent  of  all  deaths  among  nickel  workers  in  an  eigh- 
teen-year period  were  due  to  cancer  of  the  lungs. 

Physical.  The  carcinogenicity  of  ionizing  irra 
diation  was  first  recognized  soon  after  the  discov 
ery  of  roentgen  rays  in  1895.  Before  that,  in  1878 
when  a great  number  of  German  miners  in  tht 
Joachimsthal  area  were  found  to  have  died  of  lunj 
cancer,  it  was  established  that  they  had  been  ex 
posed  to  radioactive  ores,  such  as  cobalt  and  othei 
suspect  metals.  More  recently,  thyroid  carcinoma 
was  produced  incidentally  by  radiation  therapy  fo 
adolescent  acne  vulgaris  and  enlarged  thymus,  am 
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an  increased  incidence  of  cancer  was  detected 
among  the  survivors  of  the  atomic  explosions  in 
Hiroshima.14,15  In  1970,  the  Pennsylvania  Health 
Department  conducted  a survey  of  cancer  and  in- 
fant mortality  rates  in  communities  surrounding  a 
Pennsylvania  nuclear  power  plant.  The  study  dis- 
closed that  cancer  cases  increased  31  per  cent  in 
Beaver  County,  where  the  plant  was  located,  while 
increasing  9 per  cent  in  the  rest  of  the  state.  In 
addition,  a tremendous  increase  in  infant  mortali- 
ty rates  was  noted  in  a nearby  community,  Mid- 
land Township,  since  the  plant  was  constructed. 
These  studies  were  carried  out  by  E.  J.  Sternglass, 
Ph.D.,  professor  of  radiological  physics,  University 
of  Pittsburgh,  and  were  aired  at  hearings  held  in 
August,  1973.  They  were  hotly  disputed,  however, 
by  G.  K.  Tokuhata,  Ph.D.,  director  of  the  bureau 
of  program  evaluation,  Pennsylvania  Health  De- 
partment. He  felt  that  the  claims  and  conclusions 
were  based  on  fallible  statistics  and  has  in  the 
meantime  finalized  a special  report  for  the  Gover- 
nor’s fact-finding  committee.  Thus,  the  nuclear 
power  plant  controversy  goes  on! 

With  respect  to  animal  experimentation, 
Reeves,  Deitch,  and  Vorwald16  exposed  150  rats  to 
inhalation  of  beryllium  sulfate  aerosol.  After  a 
thirteen-months’  exposure,  all  developed  lung  tu- 
mors, adenocarcinomas,  which  showed  a high  de- 
gree of  local  invasiveness  and  metastatic  spread  to 
the  tracheobronchial  lymph  nodes  and  the  pleura. 

Viral.  Evidence  that  viruses  are  directly  in- 
volved and  play  a key  role  in  the  genesis  of  human 
cancer  continues  to  mount.  As  far  back  as  1910, 
Nobel  prize  laureate  Peyton  Rous  discovered  that 
a virus  caused  a chicken  cancer;  the  medical  pro- 
fession was  skeptical  of  his  findings  and  conclu- 
sions at  the  time.  More  recently,  a mammary 
tumor  virus,  a mouse-leukemia  virus,  and  a mouse- 
sarcoma  virus  have  been  isolated.  Results  of  stud- 
ies implicating  viruses  as  a cause  of  leukemia  were 
reported  recently  by  a research  epidemiologist  at 
the  University  of  Oxford,  England.17  Mothers 
who  contracted  influenza  during  their  pregnancy 
were  followed  for  a period  of  eleven  years;  the  inci- 
dence of  leukemia  in  their  children  was  about  four 
times  greater  than  that  in  a control  group.  Furv 
ther  follow-up  should  be  even  more  revealing. 

A search  for  a human  cancer  virus  has  been 
going  on  unceasingly  for  years.  A few  years  ago,  a 
team  of  researchers  from  the  University  of  Okla- 
homa was  able  to  detect  the  presence  of  virus-like 
particles  in  cells  cultured  from  three  patients  with 
alveolar-cell  carcinoma.18  Cell-free  media  from 
these  three  tumor  cultures  contained  virus-like 
particles  and  produced  cytopathic  effects  and  in- 
creased growth  rate  in  mammalian  indicator  cell 
lines.  These  experiments  tend  to  show  that  the 
viruses  are  capable  of  transforming  normal  cells 
into  cancer  cells.  The  opposite  also  may  be  possi- 
ble according  to  Puck,  Waldren,  and  Hsie,19  and 
Hsie,  Jones,  and  Puck20  by  a method  they  term 
“reverse  transformation.”  They  and  coworkers 


Certain  chemical  and  physical  agents  and  viruses 
have  been  found  to  possess  cancer-producing  prop- 
erties; the  carcinogenic  activity  of  these  agents  on 
lungs  is  confirmed  by  biologic  experimentation. 
There  is  abundant  evidence  to  show  that  host  ge- 
netic factors  and  the  immune  system  both  play  a 
most  important  role  in  the  development  and  pro- 
gression of  malignant  growths.  Various  hypothe- 
ses have  been  advanced  to  explain  the  mechanism 
by  which  viruses  and  other  carcinogens  may  cause 
heritable,  neoplastic  transformation.  It  is  plausi- 
ble to  assume  that  often  a combination  of  specific 
inborn  and  exogenous  factors  are  needed  for  can- 
cers to  develop;  as  an  example,  the  presence  of  cig- 
arette smoke  or  other  incriminating  environmental 
agents  may  trigger  the  process. 


have  been  able  to  reversibly  transform,  in  vitro, 
epithelium-like  cells  into  fibroblast-like  cells,  me- 
diated by  cyclic  monophosphate.  The  changes 
produced  are  consistent  with  the  conversion  from 
a malignant  to  a normal  fibroblast  state.  These 
findings  would  suggest  that  carcinogens  alter  gene 
activity  rather  than  cause  gene  damage.  In  late 
1971  and  early  1972,  researchers  from  across  the 
country,  at  Children’s  Hospital,  Los  Angeles,  the 
Tumor  Institute,  Houston,  and  Georgetown  Uni- 
versity, Washington,  had  reported  finding  viruses 
thought  to  be  human  cancer  viruses,  type  C vi- 
ruses. However,  the  group  in  Los  Angeles  found 
they  were  working  with  a cat  virus,  while  the  group 
in  Houston  had  a mouse  virus.  Nonetheless,  re- 
search moved  on.  Virus  particles  were  isolated 
from  urine  of  patients  with  kidney  transplanta- 
tion21,22; they  resembled  the  papovavirus  type, 
known  to  be  potentially  oncogenic.  Quite  recent- 
ly, Frenkel  et  al.23  reported  finding  fragments  of 
viral  DNA  (deoxyribonucleic  acid)  integrated  in 
human  cervical  cancer;  Fraley  et  al.24  were  able  to 
isolate  an  RNA  (ribonucleic  acid)  virus  directly 
from  specimens  of  patients  with  papillary  carcino- 
ma of  the  renal  pelvis.  Proof  of  a viral  etiology  of 
human  breast  cancer  appears  imminent.  Thus,  if 
specific  viral  strains  for  specific  types  of  cancer 
can  be  isolated,  then  hope  will  be  raised  that  im- 
munization against  such  cancers  could  be  accom- 
plished. Nevertheless,  the  discovery  of  a virus 
does  not  necessarily  mean  a vaccine  can  be  devel- 
oped. The  virus  could  be  passed  vertically  as  the 
RNA  tumor  viruses  are,  that  is,  genetic  transmis- 
sion, or  there  could  be  many  serotypes. 

Immune  system 

When  normal  cells  are  transformed  into  cancer- 
ous ones,  antigens  are  formed  that  stimulate  anti- 
body production;  an  immune  response  is  thus  pro- 
voked. This  immune  response  then  will  destroy 
the  cancer  cells  as  long  as  the  immunologic  de- 
fenses are  intact.  Individuals  who  develop  cancer 
do  so  because  their  immune  response  has  been  im- 
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paired  by  age,  illness,  chemical  and  physical 
agents,  viruses,  or  other  factors.  Normal  cells  pos- 
sess regulatory  mechanisms,  which  permit  bal- 
anced growth  and  function.  It  is  felt  that  a virus 
impairs  the  control  mechanism  and  transforms  the 
cell,  which  then  must  divide  rapidly  and  proli- 
ferate before  it  can  become  malignant.  The  trans- 
formed cell  usually  will  not  become  neoplastic  un- 
less continued  cell  division  occurs.  It  is  up  to  the 
immune  system  to  stop  this  malignant  process  in 
its  track  and  destroy  the  transformed  cells  before 
multiplication  takes  place.  In  summation,  an  in- 
dividual may  be  born  with  the  seeds  of  cancer 
within  him  or  may  contract  the  disease,  but  devel- 
opment and/or  progress  of  the  disease  thereafter 
will  be  dependent  on  the  effectiveness  of  his  im- 
mune system.  This  concept  may  be  applicable  to 
almost  all  diseases. 

The  immune  status  of  patients  can  he  evaluated 
by  the  use  of  tests  of  phagocytic  function,  anti- 
body function,  and  by  tests  of  cell-mediated  im- 
munity. In  lung  cancer,  tests  of  cell-mediated  im- 
munity show  no  defect  when  the  disease  is  local- 
ized, but  disclose  evidence  of  immune  deficiency 
when  the  disease  is  far  advanced.  Thus  it  appears 
that  the  immune  status  of  these  patients  is  a deci- 
sive factor  in  the  behavior  of  the  disease.25  The 
usefulness  of  such  studies  in  the  pre-  and  postop- 
erative evaluation  of  cancer  patients  was  illus- 
trated and  a correlation  was  found  between  the 
patients’  immunologic  competence  and  progno- 
sis.26,27 

Attempts  to  strengthen  the  body’s  immune  sys- 
tem are  illustrated  by  the  use  of  repeated  Bacillus 
Calmette-Guerin  (BCG)  vaccination,28-30  by  the 
use  of  a double-stranded  compound  polyribonu- 
cleotide (Poly  I:C)  to  stimulate  the  production  of 
interferon,  an  antiviral  protein,  and  by  the  use  of 
neuraminidase,  an  enzyme  that  alters  the  surface 
of  the  tumor  cell  membrane  and  renders  it  vulner- 
able to  the  action  of  the  lymphocytes.31-34  It  cer- 
tainly is  exciting  to  find  that  agents  used  to  stimu- 
late cellular  immunity  are  effective  also  in  pro- 
tecting against  cancer.  Conversely,  a breakdown 
in  an  individual’s  immune  system  results  in  a high 
incidence  of  cancer.  This  apparently  is  due  to  the 
fact  that  cancer  viruses,  other  oncogenic  agents,  or 
malignant  cells,  as  the  case  may  be,  are  no  longer 
suppressed  in  a weakened  immune  system.  In  ex- 
perimental animals,  immunosuppressive  therapy 
was  found  to  potentiate  the  development  of  spon- 
taneous or  induced  tumors.35  In  man,  a high  cor- 
relation has  been  observed  between  cancer  and 
congenital  immune  deficiency  diseases.36  In 
organ  transplantation,  the  recipients  are  treated 
with  immunosuppressive  drugs  to  inhibit  the 
body’s  rejection  mechanism;  in  so  doing,  the  recip- 
ients acquire  an  increased  tendency  to  develop 
cancer.  At  the  present  time,  methods  are  being 
studied  to  overcome  the  rejection  phenomenon  by 
“neutralizing”  the  tissue  before  transplant. 


There  are  several  reasons  why  the  immune  sys- 
tem is  often  defenseless  in  its  attack  against  can- 
cer. One  is  believed  to  be  due  to  the  presence,  in 
the  serum  of  some  patients,  of  inhibitory  (cytotox- 
ic) humoral  antibodies,  or  so-called  “blocking  anti- 
bodies,” that  permit  the  tumor  cells  to  grow  unmo- 
lested.37-39 In  the  early  1970s,  studies  were  di- 
rected toward  finding  methods  of  neutralizing 
these  blocking  antibodies.  The  other  reason  is  re- 
lated to  the  strength  of  the  cellular  immunity  and 
to  the  size  of  the  tumor.40,41  The  immune  cells 
may  not  be  sufficient  in  number  to  stop  the  growth 
of  an  established  tumor;  on  the  other  hand,  the 
smaller  the  tumor,  the  fewer  the  cancer  cells  and 
the  more  effective  the  immune  response.  Mar- 
tin42 advocated  a combined  approach  in  cancer 
therapy  and  suggested  surgery  and/or  radiothera- 
py, followed  in  proper  sequence  by  chemotherapy 
and  immunotherapy.  The  cancer  cells  thus  would 
be  reduced  to  a low  level,  more  easily  conquerable 
by  the  immune  mechanism. 

Genetics 

Heredity  plays  an  important  role  in  the  develop- 
ment of  cancer  for  the  following  reasons:  (1) 

There  is  abundant  evidence  that  the  immune  re- 
sponse is  under  genetic  control:  a goodly  number 
of  genes  have  been  identified  in  experimental  ani- 
mals, immune  response  genes,  that  are  directly  im- 
plicated in  controlling  some  aspect  of  the  immune 
response,  and  the  host’s  immune  response  against 
tumor-specific  antigens  is  admittedly  significant 
in  the  development  and  progression  of  cancer.43,44 
(2)  There  is  a fairly  large  number  of  deficiency  dis-  . I 
orders  that  are  genetically  determined,  and  it  is 
well  recognized  that  the  incidence  of  cancer  is  in- 
creased in  these  deficiency  states.45  (3)  The  con-  | 
cept  that  cancer  arises  as  a result  of  chromosome 
mutation  is  a popular  one,  but  is  still  a matter  of 
debate.46-48  A relationship  exists  between  chro- 
mosomal abnormalities  and  cancer,  since  errors  in 
chromosome  structure  and  number  often  have 
been  detected  in  cancer  cells  by  cytogenetic  analy- 
sis; however,  the  mechanism  involved  remains  to 
be  elucidated.  The  possibilities  are  diverse:  (1) 
Mutation  is  directly  responsible  for  the  initiation 
of  malignant  transformation,  in  that  the  affected 
cell  fails  to  respond  to  the  normal  regulatory 
mechanisms  that  control  cell  replication  and  be- 
havior. This  results  in  inappropriate  cell  division 
and  invasive  growth.  (2)  Mutation  develops  only 
later  during  and  as  a result  of  the  cancerous  pro- 
cess. (3)  Mutation  affects  the  cell  in  such  a way 
that  the  cell  merely  becomes  more  receptive  to  the 
action  of  viruses  or  other  environmental  stimuli. 

Most  of  this  information  on  genetic  mechanisms 
responsible  for  malignant  conditions  in  man  has 
been  gathered  through  the  study  of  leukemia 
The  Philadelphia- 1 chromosome  is  an  example  of 
a chromosomal  aberration  in  chronic  myelocytic 
leukemia.  Although  there  is  no  doubt  that  some 
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solid  tumors  are  associated  with  chromosomal  ab- 
errations, the  techniques  are  not  as  easy  or  as  reli- 
able as  those  for  studying  leukemias. 

Most  diseases  have  both  a genetic  and  an  envi- 
ronmental component.  For  example,  there  is  a 
strictly  genetic  disease,  phenylketonuria,  which  re- 
quires the  combination  of  an  exogenous  factor, 
phenylamine  in  the  diet,  before  it  can  develop. 
On  the  other  extreme,  there  is  an  essentially  exog- 
enous disease,  tuberculosis,  that  requires  exposure 
to  an  external  organism,  tubercle  bacillus,  before  it 
can  unfold;  nevertheless,  it  is  dependent  on  genet- 
ic and  constitutional  factors  for  development  since 
obviously  not  all  persons  exposed  to  the  disease 
contract  it,  and  not  all  persons  who  contract  it  run 
the  same  clinical  course. 

Numerous  studies  have  been  reported  that  pro- 
vide evidence  that  genetic  factors  play  a part  in 
the  etiology  of  lung  cancer.49  51  Moreover,  lung 
cancer  should  be  no  exception  to  the  concept  that 
diseases  often  require  the  interaction  of  genetic 
and  environmental  factors  before  they  can  express 
themselves.  As  a matter  of  fact,  it  has  been  ob- 
served that  the  risk  of  a smoker  developing  lung 
cancer  increases  threefold  if  there  is  a positive  his- 
tory of  lung  cancer  in  the  family.52  Similarly,  a 
higher  incidence  was  shown  by  Tokuhata53  who 
made  the  following  observations:  both  familial 

and  smoking  factors  were  important  in  the  devel- 
opment of  lung  cancer,  but  the  risk  was  14  times  as 
great  in  those  individuals  who  possessed  both  fac- 
tors; the  risks  diminished  sharply  when  either  fac- 
tor alone,  or  none  of  the  factors,  was  present. 
However,  the  effect  of  cigarette  smoking  was  more 
important  than  that  of  the  familial  factor. 

Working  hypotheses 

Various  hypotheses  have  been  advanced  to  ex- 
plain the  mechanism  by  which  carcinogens  may 
cause  heritable,  neoplastic  transformation.  Brief- 
ly, one  states  that  normal  cells  contain  repressor 
substances  which  regulate  cell  development  and 
division.  Carcinogens  may  somehow  inactivate 
these  repressors,  thus  disrupting  the  regulatory 
mechanisms  of  the  cells,  causing  them  to  multiply 
rapidly  in  an  uncontrolled  way  and  to  become  neo- 
plastic. Huebner  and  Todaro54-55  theorize  that  all 
individuals  possess  a heritable  virus  within  their 
chromosomal  genes,  a C-type  RNA  virus  genome, 
and  that  included  in  this  genome  is  a viral  gene  ca- 
pable of  transforming  a normal  cell  into  a tumor 
cell,  an  oncogene.  These  viral  genes  are  transmit- 
ted in  a latent  form  and  are  ordinarily  and  normal- 
ly repressed. 

Derepression  of  the  viral  oncogene,  the  switch- 
ing on  of  the  viral  genome,  and  subsequent  tumor 
formation  are  dependent  on  host  genetic  factors, 
spontaneous  cancer,  but  are  influenced  by  chemi- 
cal and  physical  agents  or  by  other  viruses.  This 
theory  deals  with  demonstrable  viral  expressions 
that  can  be  modified  by  antiviral  agents  and  anti- 


sera. Temin56,57  postulates  that  normal  chromo- 
somes contain  nucleic  acid  sequences,  protovirus- 
es, capable  of  undergoing  evolution  during  devel- 
opment and  so  altering  a cell’s  genome.  At  times, 
this  alteration  could  form  the  genes  for  neoplasia. 
These  two  hypotheses  are  genetic  hypotheses 
which  imply  vertical,  or  congenital,  transmission 
in  contrast  to  the  concept  of  horizontal,  or  ac- 
quired, transmission  upheld  by  some  other  investi- 
gators. We  finally  have  a unifying  hypothesis, 
which  is  not  a genetic  theory  but  discusses  the  na- 
ture of  the  phenotype.58  It  states  “that  the  crucial 
change  in  a malignant  cell  is  an  alteration  in  the 
cell  surface  membrane,  that  results  in  increased 
internal  concentrations  of  nutrients  that  regulate 
cell  growth.”  Carcinogens  somehow  produce  such 
an  alteration,  thereby  causing  malignant  growth. 
How  can  these  hypotheses  be  applied  clinically? 

Sunderman,13  in  his  extensive  experiments  on 
nickel  carcinogenesis  and  respiratory  cancer,  dem- 
onstrated that  nickel  carbonyl  inhibited  DNA- 
dependent  RNA  synthesis  and  speculated  that  it 
thereby  subverted  the  genetic  machinery  and  pro- 
moted virus  expression,  leading  to  development  of 
cancer,  in  accordance  with  Huebner  and  Toda- 
ro’s54  theory. 

Comment 

Today’s  society  is  surrounded  by  and  is  in  con- 
tact with  a wide  variety  of  agents  capable  of  induc- 
ing lung  cancer,  but  many  questions  remain  unan- 
swered. Chiefly,  why  do  individuals  react  differ- 
ently to  carcinogens?  Apropos  of  smoking,  Auer- 
bach et  al.e  reported  finding  lung  tumors  in  36  out 
of  86  beagles  exposed  to  prolonged  smoke  inhala- 
tion, only  12  of  which  were  invasive  tumors.  How- 
ever, noninvasive  lung  tumors  also  were  found  in  2 
out  of  8 controls,  nonsmoking  dogs.  Additionally, 
it  is  a known  fact  that  the  peak  incidence  of  lung 
cancer  occurs  after  the  age  of  sixty,  whereas  only  5 
per  cent  of  the  total  cases  occur  in  persons  under 
forty.  People  who  have  smoked  for  fifteen  to 
twenty  years  and  are  under  forty  show  a much 
lower  incidence  of  the  disease  than  those  over  sixty 
who  also  have  smoked  for  fifteen  to  twenty  years; 
this  clearly  tells  us  that  there  must  be  factors 
other  than  smoking  that  cause  lung  cancer.  More- 
over, among  the  50  million  smokers  in  the  United 
States,  approximately  25  per  cent,  or  12.5  million, 
may  be  called  heavy  smokers;  yet  only  60,000  to 
70,000,  or  one  half  of  1 per  cent,  contract  lung  can- 
cer each  year.  Realizing  that  these  cancer  pa- 
tients have  been  smoking  for  fifteen  to  twenty 
years,  the  overall  incidence  of  cancer  in  heavy 
smokers  may  approach  only  about  10  per  cent. 
However,  while  it  is  true  that  only  a small  percent- 
age of  inveterate  smokers  develop  lung  cancer,  the 
important  fact  is  that  lung  cancer  is  rarely  found 
in  nonsmokers.  We,  too,  must  consider  that  these 
smokers  also  are  exposed  to  other  carcinogens  in 
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the  air,  soil,  food,  and  so  forth,  which  potentiate 
the  effects  of  cigarette  smoke.  It  has  been  esti- 
mated that  an  individual,  in  a heavily  polluted 
city,  is  exposed  to  the  same  amount  of  carcinogen 
as  the  pack-a-day  cigarette  smoker.59  Spain  et 
al.eo  studied  the  results  of  500  autopsies  of  pre- 
viously healthy  adults  who  died  unexpectedly  in 
the  New  York  City  area.  They  discovered  that 
while  70  per  cent  of  the  smokers  had  metaplastic 
changes  in  their  bronchial  tubes,  50  per  cent  of  the 
nonsmokers  had  similar  changes,  indistinguishable 
from  those  observed  in  the  smokers!  Individual 
variation  may  be  explained  best  on  the  basis  of  the 
synergistic  effect  of  carcinogens,  cocarcinogens, 
decreased  immunity  with  aging,  host  genetic  fac- 
tors, and  on  the  interaction  of  genetic  and  environ- 
mental factors.  The  high  percentage  of  lung  can- 
cer among  asbestos  workers  has  been  well  docu- 
mented, but  Selikoff,  Hammond,  and  Churg61 
showed  that  this  percentage  became  considerably 
greater  when  the  asbestos  workers  also  smoked. 
Lung  neoplasms  have  been  induced  experimental- 
ly by  the  administration  of  a systemic  carcinogen; 
however,  induction  of  such  tumors  can  be  en- 
hanced significantly  by  chronic  respiratory  infec- 
tion.62 Genetic  and  exogenous  factors  may  com- 
plement each  other.  As  mentioned  previously,  a 
smoker  has  an  increased  risk  of  developing  lung 
cancer  if  there  is  a positive  history  of  lung  cancer 
in  the  family.  Freeman  et  al ,63  clearly  established 
synergism  between  carcinogens  and  viruses.  In 
their  work  with  diethylnitrosamine  and  murine 
leukemia  viruses,  they  demonstrated  that  while 
neither  the  chemical  carcinogen  alone  nor  the  mu- 
rine leukemia  viruses  alone  were  able  to  transform 
rat  embryo  cells,  cultures  exposed  to  both  induced 
a marked  morphologic  alteration.  In  a series  of 
other  studies,  in  press  at  the  time  of  this  report, 
they  showed  that  this  was  true  transformation. 
Another  study  involved  exposure  of  mice  to  hydro- 
carbons and  influenza  virus,  singly  and  in  combi- 
nation.64 Exposure  to  either  alone  failed  to  in- 
duce human-type  lung  cancer,  whereas  exposure  to 
both  resulted  in  the  production  of  the  human-type 
pulmonary  neoplasm.  Other  experiments  have 
disclosed  that  the  administration  of  a small 
amount  of  carcinogen  resulted  in  a subclinical  or 
latent  tumor,  which  subsequently  became  overt 
with  the  addition  of  a secondary  agent,  not  itself 
carcinogenic,  a cocarcinogen.  Thus,  development 
of  lung  cancer  may  not  only  be  enhanced  by  the 
synergistic  effect  of  cigarette  smoking  and  other 
secondary  factors,  such  as  genetic,  environmental, 
and  so  forth,  but  also  may  depend  as  much  on  ex- 
posure to  cocarcinogens  as  on  exposure  to  true  car- 
cinogens. 

Conclusions 

While  less  than  a decade  ago  cancer  research 
failed  to  fulfill  expectations,  new  and  startling  de- 


velopments in  the  field  of  virology,  molecular  biol- 
ogy, and  immunology  have  raised  hopes  of  immi- 
nent success.  Basic  to  the  problem  of  cancer  con- 
trol is  an  understanding  of  the  mechanism  of 
transmission.  The  two  modes  of  transmission, 
horizontal  (acquired)  and  vertical  (genetic),  have 
their  advocates.  If  the  carcinogens  are  acquired 
and  infection  occurs  postnataily,  then  the  vaccine 
approach  becomes  feasible,  whereas,  if  the  viro- 
genes  are  endogenous  (inherited),  then  the  preven- 
tion of  cancer  would  be  faced  with  the  most  diffi- 
cult task  of  genetic  engineering  and  with  the  need 
for  a better  understanding  of  the  regulatory  mech- 
anism of  cell  reproduction  and  of  the  mode  of  acti- 
vation of  the  viral  oncogene.  Other  possibilities 
include:  reappraising  the  immunologic  approach 

to  Cancer  control;  finding  new  and  better  ways  of 
fortifying  the  body’s  immune  system;  searching  for 
drugs,  such  as  rifamycin,  capable  of  blocking  re- 
verse transcriptase,  the  enzyme  of  the  RNA  tumor 
viruses;  discovering  inhibitors  to  counteract  the 
action  of  the  cancer  cell  factor;  and  finding  the 
factor  that  would  block  the  effect  of  the  tumor  an- 
giogenesis factor  (TAF),  and  so  forth.  New  dis- 
coveries are  taking  place  literally  every  day;  by  the 
time  this  report  is  published,  it  is  probable  that 
additional  new  claims  will  have  been  made.  How- 
ever, while  it  is  plausible  to  assume  that  often  a 
combination  of  specific  inborn  and  exogenous  fac- 
tors are  needed  for  cancers  to  develop,  it  is  also 
clear  that  the  presence  of  incriminating  environ- 
mental agents  generally  is  required  to  trigger  off 
the  process. 

As  industries  proliferate  and  as  urbanization 
grows,  air  pollution  increases.  The  rate  of  in- 
crease of  lung  cancer  in  the  past  forty  years  has 
been  tremendous,  15  times.  It  has  been  ascribed 
to  such  factors  as  greater  longevity,  better  means 
of  detection,  and  so  forth.  Nevertheless,  it  is  clear 
that  it  is  largely  the  result  of  personal  pollution, 
such  as  smoking,  and  the  increasing  contamination 
of  our  environment.  Thus,  we  can  conclude  that 
the  increase  in  the  incidence  of  lung  cancer  and 
lung  cancer  itself  is  actually  caused  and  produced 
by  man. 
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Tumor  Program  and 
Registry  in  a 
Fifty-Bed  Hospital 

ROBERT  V.  SCHATKEN,  M.D. 

Walton,  New  York 

From  the  Walton  Medical  Group 


Walton,  New  York,  is  a village  of  4,000  people 
situated  in  Delaware  County  in  the  southern  part 
of  New  York  State,  130  miles  northwest  of  New 
York  City,  and  approximately  100  miles  south  of 
Albany.  Delaware  County  itself  is  completely 
rural  with  a number  of  relatively  small  villages,  the 
largest  of  which  has  a population  of  5,000  people. 
The  entire  population  of  the  county  is  approxi- 
mately 45,000  people,  and  the  surrounding  area 
about  Walton  comprises  another  8,000  or  9,000 
people  who  use  the  facilities  of  this  village,  includ- 
ing its  physicians  and  hospital. 

The  Delaware  Valley  Hospital  is  a 50-bed  com- 
munity hospital  which  was  built  in  1952  to  serve 
the  needs  of  a community  which  up  to  that  time 
had  no  modern  hospital.  At  the  present  time  it 
has  a staff  of  nine  active  physicians. 

It  became  apparent  a relatively  short  time  after 
the  hospital  opened  that  because  of  its  geographic 
position,  and  the  difficulty  encountered  in  ob- 
taining consultative  services  in  some  of  the  spe- 
cialty fields,  that  some  effort  would  have  to  be 
made  to  acquire  these  services  to  at  least  a reason- 
able degree.  With  the  great  strides  in  medicine, 
surgery,  and  their  subspecialties  over  the  last 
number  of  years,  the  fact  was  appreciated  that  the 
total  fund  of  knowledge  available  had  become  so 
complex  that  it  was  not  within  the  ken  of  the  aver- 
age physician  to  encompass  this  body  of  knowl- 
edge, thereby  rendering  him  not  completely  capa- 
ble of  offering  the  very  best  and  most  modern 
treatment  to  patients  caught  in  the  net  of  major 
disease  of  one  type  or  another,  particularly  in 
those  diseases  in  the  more  narrow  subspecialties. 

Therefore,  it  was  decided  to  set  up  a number  of 
clinics  serviced  by  specialists  in  their  respective 
fields  and  offering  the  type  of  specialty  knowledge 


not  completely  obtainable  in  the  area  in  question. 
It  was  particularly  felt,  in  view  of  the  rather  great 
strides  made  in  the  field  of  oncology,  and  particu- 
larly in  such  subdivisions  as  chemotherapy,  that  a 
clinic  of  this  type  would  be  of  great  importance 
and  would  permit  a modern  type  of  treatment  not 
completely  obtainable  without  the  expertise  and 
the  experience  of  a qualified  oncologist.  Accord- 
ingly, the  department  of  oncology  of  the  Albany 
Medical  Center  was  contacted,  and  a tumor  clinic 
and  registry  were  set  up  with  the  help  of  this  de- 
partment which  has  been  functioning  for  the  past 
sixteen  years. 

Method 

The  clinics  are  held  on  a monthly  basis  and  are 
attended  by  the  visiting  oncologist  along  with 
members  of  the  staff  of  this  hospital  from  the  de- 
partments of  radiology,  pathology,  medicine,  and 
surgery.  This  is  not  a tumor  diagnostic  clinic  and 
only  problem  cases  are  referred  in  for  consultation. 
The  patients  seen  at  the  clinic  have  been  fully 
worked  up,  and  many  of  them  have  had  definitive 
treatment.  In  addition,  and  particularly  because 
the  clinics  are  held  on  a monthly  basis,  there  is 
very  close  liaison  among  the  members  of  the  hospi- 
tal staff  and  Kenneth  Olson,  M.D.,  chief  of  the  Di- 
vision of  Oncology  at  the  Albany  Medical  College, 
who  attends  the  clinics,  so  that  in  the  interim 
there  is  much  consultation  via  the  telephone  con- 
cerning some  of  these  problem  cases.*  The  clinic 
is  a teaching  clinic  and  Fellows  in  oncology  from 
the  university  center,  as  well  as  medical  students, 
accompany  the  oncologist  who  has  serviced  this 
clinic  since  its  inception  sixteen  years  ago. 

All  patients  discharged  from  the  hospital  with  a 
diagnosis  of  cancer  are  automatically  placed  in  the 
tumor  registry.  In  addition,  any  patient  with  a di- 
agnosis of  cancer  who  is  treated  in  the  emergency 
room,  and  who  is  not  admitted  to  the  hospital,  is 
also  placed  in  the  tumor  registry.  Skin  cancer 
would  come  under  this  category.  Any  patient  re- 
ferred to  the  tumor  clinic  by  outside  physicians, 
who  have  not  been  admited  to  the  Delaware  Valley 
Hospital,  are  also  registered. 

It  is  interesting  to  note  that  using  the  registry  as 
a guide  along  with  the  index  system,  that  the  fol- 
low-up is  close  to  98  per  cent. 

A few  years  after  the  clinic  began  functioning,  it 
* I)r.  Olson  has  recently  joined  the  staff  of  the  National  Can- 
cer Institute.  The  clinic  is  now  being  serviced  by  John  Horton, 
M.D.,  head  of  t he  Department  of  Oncology  at  the  Albany  Medi- 
cal Center. 
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was  inspected  by  the  committee  on  cancer  of  the 
American  College  of  Surgeons,  and  the  tumor  pro- 
gram and  registry  were  granted  accreditation  and 
have  been  continuously  accredited  ever  since.  For 
the  past  number  of  years  the  expenses  of  the  clinic 
and  tumor  registry  have  been  underwritten  by  the 
American  Cancer  Society. 

A summary  of  the  activities  of  the  tumor  clinic 
is  published  yearly,  and  at  least  once  yearly  is  pre- 
sented to  the  medical  staff  for  discussion.  Cases 
presented  are  of  necessity  in  fairly  small  numbers, 
although  as  the  years  go  by  the  numbers  increase 
and  become  statistically  more  valid.  The  ultimate 
cure  rates  in  the  tumor  registry  are  compared  to 
similar  statistics  from  cancer  registries  around  the 
country  and  from  larger  centers.  In  general,  the 
percentage  of  cure  rates  are  remarkably  similar. 
If  there  are  obvious  discrepancies  statistically,  a 
review  is  done,  and  an  attempt  made  to  find  out 
wherein  lies  the  fault,  if  one  is  present.  It  is  ob- 
vious that  there  is  no  other  way  to  determine 
whether  cancer  at  a particular  site  is  being  proper- 
ly treated  in  this  community  and  whether  all 
modalities  are  being  taken  advantage  of.  In  this 
way  one  is  able  to  self-assess  the  hospital  and  the 
treatment  offered  to  the  patients  by  the  medical 
staff  of  the  hospital.  It  is  felt  by  all  members  of 
the  medical  staff  that  the  tumor  clinic  and  tumor 
registry  have  been  of  enormous  help  in  bettering 
the  treatment  of  patients  with  malignant  condi- 
tions. 


Annual  clinical  meeting  data 

Medical  meeting  highlights.  The  22nd  Annual  Clini- 
cal Meeting  of  The  American  College  of  Obstetricians 
and  Gynecologists  will  be  held  April  29  through  May  2, 
1974,  Las  Vegas,  Nevada. 

Highlights:  Fifty  papers  on  current  clinical  and  basic 
investigation.  The  President’s  Program,  “The  Con- 
quest of  Breast  Cancer.”  One  panel  will  discuss  the 
management  of  breast  cancer  (diagnosis,  treatment,  re- 
habilitation). In  a second  panel  current  concepts,  etiol- 


At  the  present  time  673  patients  with  cancer  are 
registered  in  the  tumor  registry.  There  have  been 
over  100  clinics  held  and  over  1,300  patient  visits. 
It  is  the  feeling  of  all  members  of  the  medical  staff 
of  this  relatively  small  hospital  that  the  tumor 
clinic  and  registry  have  been  of  real  value  and  that 
all  the  members  of  the  hospital  staff  have  profited 
from  the  teaching  aspect  of  the  program  as  well  as 
from  the  promotion  of  good  oncologic  practice  to 
this  community. 

Comment 

In  summary,  it  has  seemed  to  us  that  the  fact 
that  a hospital  is  small  should  in  no  way  alter  the 
caliber  of  treatment  offered  to  patients  with  any 
type  of  disease  and  particularly  malignant  disease. 
It  is  felt  that  it  is  only  through  a system  of  self-as- 
sessment that  one  can  better  the  results  of  treat- 
ment in  these  patients,  and  it  is  also  felt  that  the 
only  means  of  self-assessment  is  by  statistically 
surveying,  on  an  annual  basis,  the  results  of  treat- 
ments and  comparing  them  with  other  institutions 
and  the  national  average.  This  is  only  possible 
through  a well-kept  tumor  registry.  Smallness 
must  not  necessarily  indicate  lesser  treatment. 

130  North  Street 
Walton,  New  York  13856 
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ogy,  pathology,  and  research  will  each  be  a focus  of  an 
expert.  Parade  of  Professors:  These  are  15  position 

papers  with  current  thinking  on  the  more  common  and 
important  problems  in  the  specialty  as  seen  by  promi- 
nent authorities.  New  films,  special  interest  meetings 
(in  six  subspecialty  areas),  luncheon  conferences,  round 
tables,  and  PG  courses  comprise  the  rest  of  the  program. 

For  more  information  contact:  Mr.  Donald  F.  Rich- 
ardson, Associate  Director,  The  American  College  of 
Obstetricians  and  Gynecologists,  One  East  Wacker 
Drive,  Chicago,  Illinois  60601. 
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In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapyofuncomplicatedgonorrheaisaqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  ievels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G ,—N.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia) 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin. 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins, and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g .pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  mtradermally 
0 1 cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used. 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptibie 
organisms  Constant  observation  ot  the  patient  is  essential.  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria:  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings”) 

As  with  other  antisy philitics , Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  intramus- 
cular injection,  in  upper  outer  quadrant  of  buttock  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site.  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Venereal 
Disease  Branch,  U S.  Dept.  H E W recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive:  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive  Follow-up  treatment  consists  of  4.8  million  units  I.M 
divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae . Follow-up  treatment  consists  of  4.8  million  units  daily  on 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  foi 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0 7%  lecithin,  0 4%  carboxymethylcellulose,  0.4%  polyvinylpyrro 
lidone,  0.01%  propylparaben  and  0.09%  methylparaben  The  mul  j 
tiple-dose  10-cc.  vial  contains  per  cc  300,000  units  procaine  pern 
cillm  G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffe  j 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose,  .'J 
mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg] 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg  propylparabeil 
and  1 2 mg  methylparaben 


Denise  hasVD 

Let’s  keep  it  from  getting  around. 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


Syphilis 

Injection 

BICILLIN  Long -Acting 

( sterile  benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually*cures  most  cases  of  primary,  secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
( longed  serum  levels  common  to  this  particular  dosage  form  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
, tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
' of  intramuscular  benzathine  penicillin  G —Venereal  infections 
Syphilis,  yaws,  bejel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins  These  reactions  are  more  apt  to  occur  in  individuals  with 
history  of  sensitivity  to  multiple  allergens 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism,  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia.  thromoocytopema,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2 4 million  units 
(i  dose) 

Late  (tertiary  and  neurosyphilis)  — 2 4 million  units  at  7 day 
intervals  for  three  doses 

Congenital  — under  2 years  of  age,  50.000  umts/Kg  body  weight, 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable  When  doses  are 
repeated,  vary  the  injection  site  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  If  blood  appears, 
remove  the  needle  and  inject  in  another  site 

Composition:  2,400  000  units  in  4-cc  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0 5% 
lecithin.  0 4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0 01%  propylparaben  and  0 09%  methylparaben  Units  benzathine 
penicillin  G (as  active  ingredient);  300,000  units  per  cc  — 10-cc 
multi-dose  vial.  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg  lecithin.  3 mg  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose.  0 5 mg  sorbitan  monopalmitate.  0 5 mg 
polyoxyethylene  sorbitan  monopalmitate,  0 14  mg  propylparaben 
and  1 2 mg  methylparaben 

Laboratories  • Philadelphia.  Pa  19101 
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Psychotropic 
Drugs  in 
Clinical 
Practice 


Pharmacologic  Basis 
for  Use  of 
Psychotropic  Drugs 

An  overview 

DAVID  M.  ENGELHARDT,  M.D. 

Brooklyn,  New  York 

Professor  of  Psychiatry,  State  University  of 
New  York  Downstate  Medical  Center 


In  presenting  an  overview  of  psychotropic  drugs 
in  clinical  practice  it  is  my  intention  to  assess  the 
present  state  of  the  art  of  psychopharmacotherapy 
of  adults,  touching,  in  passing,  on  some  recent  de- 
velopments which  have  relevance  for  the  practi- 
tioner. I will  not  go  into  the  details  of  the  every- 
day practice  of  pharmacotherapy  which  I am  sure 
will  be  amply  covered  by  my  colleagues  on  the 
panel. 

I might  add  that  I am  particularly  delighted  to 
he  addressing  a joint  section  of  psychiatry  and 
general  practice.  Pharmacotherapy  has  proved  a 
happy  meeting  ground  for  the  psychiatrist  and 
general  practitioner.  As  far  as  t he  private  practice 
of  medicine  is  concerned,  I would  venture  to  say 
that  a higher  percentage  of  general  practitioners 
and  internists  are  prescribing  psychotropic  drugs 
to  their  patients  than  are  my  psychotherapy-ori- 
ented colleagues.  I look  forward  to  hearing  about 
your  experiences  during  the  discussion  period. 

Presented  at  the  167th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Fami- 
ly and  Ceneral  Practice,  February  13,  1973. 


Antipsychotic  agents 

Pharmacotherapy  of  psychiatric  disorders  has 
become  so  universal  a practice  that  it  is  hard  to  be- 
lieve that  chlorpromazine  and  reserpine,  the  first 
of  the  new  breed  of  psychopharmaceutical  drugs, 
were  introduced  a mere  twenty  years  ago.  The 
impact  of  the  introduction  of  these  new  “mind- 
acting” drugs  into  medical  practice  has  been  far 
reaching.  They  have  altered,  in  significant  ways, 
both  the  inpatient  and  outpatient  practice  of  psy- 
chiatry. They  have  shifted  the  emphasis  from  in- 
stitutional to  community  care  of  the  chronically 
mentally  ill  with  resultant  emptying  of  state  men- 
tal institutions.  They  have  made  available,  not 
only  to  the  psychiatric  but  also  to  the  nonpsychia- 
tric physician,  an  economical  and  effective  treat- 
ment form  which  corresponds  much  more  closely 
to  the  classical  medical  model,  and  they  have  led 
to  intensive  multidisciplinary  research  into  the  na- 
ture and  etiology  of  the  major  psychiatric  disor- 
ders which  are  giving  us  new  insights  into  the  bio- 
chemical bases  of  mental  illness.  While  the  pres- 
ent group  of  psychotropic  drugs  falls  short  of  the 
desired  level  of  specificity,  their  widespread  accep- 
tance and  use  leave  no  doubt  as  to  their  utility. 

Today,  psychotropic  drugs  are  classified  on  the 
basis  of  the  target  symptoms  or  syndromes  that 
they  are  presumed  to  attack.  Three  major  groups 
are  differentiated:  (1)  the  antipsychotic  or  neuro- 
leptic agents,  formerly  referred  to  as  the  major 
tranquilizers,  (2)  the  antidepressant  or  thymolep- 
tic  agents  and  (3)  and  the  antianxiety  or  anxiolytic 
agents,  previously  referred  to  as  the  minor  tran- 
quilizers. 

Probably  best  known  and  most  widely  used  are 
the  antipsychotic  drugs  of  which  chlorpromazine 
(Thorazine)  is  the  prototype.  While  reserpine  is 
only  rarely  used  in  the  treatment  of  schizophrenia, 
there  are  today  close  to  a dozen  phenothiazine  de- 
rivatives in  common  use  in  the  United  States  as 
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well  as  two  thioxanthene  derivatives,  chlorprothix- 
ene  (Taractan)  and  thiothixene  (Navane),  and  one 
buterophenone,  haloperidol  (Haldol).  Actually, 
10  different  classes  of  chemical  agents  have  now 
been  developed  that  possess  antipsychotic  proper- 
ties. 

One  of  the  interesting  facts  that  has  emerged 
during  this  period  of  drug  proliferation  is  that,  de- 
spite significant  differences  in  chemical  structure, 
the  antipsychotic  drugs  are  remarkably  similar  in 
their  pharmacologic  and  clinical  properties.  The 
drugs  do  differ,  however,  with  respect  to  side-ef- 
fects. The  so-called  more  sedating  “high-dose” 
drugs,  such  as  chlorpromazine  and  thioridazine 
(Mellaril),  are  more  likely  to  induce  autonomic 
and  allergic  side-effects  and  a minimum  of  extra- 
pyramidal  symptoms,  while  the  so-called  stimulat- 
ing or  “low-dose”  drugs,  such  as  trifluoperazine 
(Stelazine),  fluphenazine  (Prolixin),  haloperidol, 
and  thiothixene,  induce  fewer  autonomic  effects 
but  more  extrapyramidal  symptoms.  However,  one 
must  be  careful  not  to  take  such  terms  as  sedating 
or  stimulating  too  literally.  Chlorpromazine  and 
thioridazine  are  quite  effective  in  reducing  with- 
drawal and  inactivity  in  a chronic  schizophrenic 
patient,  while  the  stimulating  drugs,  previously 
mentioned,  will  effectively  quiet  an  agitated  schi- 
zophreniac  and  give  him  a good  night’s  sleep. 

Twenty  years  of  experience  with  the  antipsycho- 
tic drugs  permit  us  to  make  some  judgments  as  to 
their  efficacy  and  safety.  They  are  by  far  the 
most  effective  and  safe  drugs  used  so  far  in  psychi- 
atric practice.  The  clinical  actions  of  the  antipsy- 
chotic drugs  are  best  divided  into  acute  and  chron- 
ic effects.  For  the  acutely  agitated  psychotic  pa- 
tient immediate  and  energetic  intervention  with 
any  of  the  existing  antipsychotic  agents  will  con- 
trol the  patient’s  agitation,  psychomotor  activity, 
and  belligerence  promptly,  often  within  hours  and 
certainly  within  forty-eight  to  seventy-two  hours, 
regardless  of  the  basic  underlying  condition,  that 
is,  whether  the  psychotic  disorganization  occurs  in 
a patient  suffering  from  schizophrenia,  manic  de- 
pressive psychosis,  mental  retardation,  or  an  acute 
toxic  psychosis.  Dosages  during  the  acute  episode 
are  generally  high,  the  equivalent  of  800  to  1,500 
mg.  a day  of  chlorpromazine.  Slow  drug  buildup 
and  inadequate  dosage  level  are  the  most  frequent 
causes  of  drug  failure  in  the  acutely  psychotic  pa- 
tient. 

Chronic  administration  of  antipsychotic  drugs  is 
primarily  restricted  to  the  schizophrenic  patient. 
As  the  acute  psychotic  disorganization  subsides 
daily  dosage  can  be  gradually  reduced,  usually  to  a 
level  approximating  400  to  800  mg.  a day  of  chlor- 
promazine or  its  equivalent.  With  ' continued 
treatment,  most  patients  become  cooperative  and 
amenable  to  psychotherapy  and  group  participa- 
tion. Patients  become  less  anxious  and  suspi- 
cious, psychotic  ideation  declines,  and  eventually 
hallucinations  and  delusions  will  be  suppressed. 


Paranoid  symptoms  and  disordered  thinking  will 
decrease,  and  the  patient  will  become  less  apathet- 
ic and  withdrawn. 

There  is  no  way  to  predict  in  what  areas  of 
schizophrenic  pathology  a patient  will  improve  or 
to  what  extent.  However,  a large  proportion  of 
patients  treated  with  drugs  and  minimally  sup- 
portive psycho-  or  milieu  therapy  will  improve  sig- 
nificantly in  some  relevant  area,  generally  in  from 
four  to  twelve  weeks.  How  much  further  improve- 
ment continued  pharmacotherapy  will  produce  is 
hard  to  predict.  There  is  evidence  that  symptom 
abatement  may  continue  for  some  patients,  albeit 
at  a reduced  rate  and  intensity,  for  up  to  twelve 
months.  What  is  noteworthy  is  that  continued 
pharmacotherapy  greatly  increases  the  likelihood 
that  the  patient  will  maintain  the  improvement 
gained  early  in  the  treatment. 

Pharmacotherapy,  in  the  hands  of  a skilled  phy- 
sician, offers  the  schizophrenic  patient  more  than 
just  symptom  relief  over  months  or  years.  For 
those  patients  who  are  prone  to  hospitalization, 
pharmacotherapy  may  materially  reduce  the  like- 
lihood that  they  will  need  to  be  hospitalized. 
Analyses  of  emergency  admissions  to  psychiatric 
institutions  have  shown  that  many  such  admis- 
sions might  have  been  avoided  if  patients  had  re- 
ceived intensive  pharmacotherapy. 

Well-controlled  experiments  have  demonstrated 
that  the  incidence  of  hospitalization  is  much  lower 
in  patients  receiving  pharmacotherapy  than  in 
those  receiving  a placebo.  It  is  now  well  estab- 
lished that  symptoms  are  likely  to  recur,  with  or 
without  hospitalization,  if  pharmacotherapy  is 
prematurely  discontinued  or  interrupted.  Recent 
controlled  studies  on  schizophrenic  inpatients  in- 
dicate that  if  drug  treatment  is  discontinued,  40 
per  cent  of  the  patients  will  suffer  clinical  relapse 
within  six  months. 

Unfortunately,  we  have  no  way  of  predicting 
when  or  if  an  outpatient  will  relapse  after  drug 
treatment  is  stopped.  Until  more  precise  guide- 
lines are  available,  it  is  reasonable  to  continue 
drug  treatment  for  at  least  one  to  two  years  after 
an  acute  episode.  Dosages  during  maintenance 
therapy  are  generally  low,  the  equivalent  of  100  to 
400  mg.  a day  of  chlorpromazine,  and  often  may  be 
given  as  a single  dose  at  bedtime.  The  low  main- 
tenance dose  allows  ample  room  for  dosage  in- 
crease if  the  patient  shows  signs  of  relapse. 

Since  it  has  been  shown  that  one  of  the  most 
frequent  causes  for  relapse  in  outpatient  schizo- 
phreniacs  is  the  patient’s  failure  to  take  his  medi- 
cation regularly,  effective  maintenance  therapy  re- 
quires that  the  treating  physician  maintain  regular 
contact  with  the  patient  and  his  family.  In  poorly 
cooperative  patients  the  injectable  depot  forms  of 
fluphenazine  should  be  tried. 

When  the  patient  is  “stabilized”  the  physician 
may  experiment  with  “drug  holidays,”  but  he  must 
be  ready  to  reinstitute  drug  treatment  at  the  first 
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sign  of  relapse.  A recent,  as  yet  unpublished 
study  by  the  Veteran’s  Administration,  involving 
375  inpatient  schizophreniacs,  compared  relapse 
rates  in  patients  receiving  daily  pharmacotherapy 
with  patients  receiving  a placebo  instead  of  their 
regular  medication  on  two  or  three  days  each 
week.  At  the  end  of  sixteen  weeks  “there  was  no 
significant  difference  in  relapse  rates  between  the 
continued  treatment  and  intermittent  treatment 
groups.”  Those  of  you  who  have  schizophrenic 
patients  receiving  pharmacotherapy  under  long- 
term care  might  wish  to  consider  placing  your  pa- 
tient on  weekend  drug  holidays.  In  terms  of  re- 
duced drug  ingestion,  with  its  consequent  reduc- 
tion of  cost  to  the  patient,  reduced  side-effects, 
and  decrease  of  potential  for  chronic  toxicity,  the 
experiment  deserves  serious  consideration. 

Despite  their  safety,  the  antipsychotic  drugs  are 
potent  ones  capable  of  inducing  many  side-effects 
as  well  as  physical  and  behavioral  toxicity  in  sensi- 
tive individuals  or  when  improperly  prescribed.  I 
will  not  review  the  many  side-effects  and  occasion- 
al more  serious  toxic  effects  occurring  during  neu- 
roleptic therapy  which,  I am  sure,  the  audience  is 
familiar  with  except  to  re-emphasize  that  failure 
to  take  seriously  the  patient’s  complaints  about 
such  “nuisance”  side-effects  as  dry  mouth,  blurred 
vision,  excessive  drowsiness,  or  weight  gain  often 
results  in  patients  discontinuing  drug  taking  with 
consequent  premature  clinical  relapse. 

I will  limit  this  discussion  to  the  neurologic  side- 
effects  of  antipsychotic  medications  because  re- 
cent investigations  have  shed  some  additional  light 
on  this  area.  While  prevalent  data  on  extrapyra- 
midal  symptoms  have  not  been  gathered  systemat- 
ically, the  mass  of  available  data  suggest  that  only 
30  to  40  per  cent  of  patiefits  undergoing  neurolep- 
tic therapy  develop  such  symptoms.  Recent  con- 
trolled studies  of  the  effect  of  abrupt  total  with- 
drawal of  antiparkinsonian  medication  in  patients 
receiving  such  medication  for  three  months  or 
longer  have  demonstrated  that  extrapyramidal 
symptoms  will  recur  in  only  10  to  20  per  cent  of 
the  patients,  despite  continuation  of  neuroleptic 
therapy  at  the  preexisting  dosage.  It  would  ap- 
pear, then,  that  adaptation  to  the  central  nervous 
system  effects  of  antipsychotic  medication  devel- 
ops in  most  patients  within  a relatively  short  peri- 
od of  time.  Based  on  these  data,  it  would  seem 
medically  rational  to  administer  antiparkinsonian 
agents  symptomatically  rather  than  prophylacti- 
cally  and,  when  they  are  given,  to  institute  gradual 
antiparkinsonian  drug  withdrawal  after  three 
months. 

In  recent  years  a late  neurologic  manifestation 
of  neuroleptic  therapy,  TI)  (tardive  dyskinesia), 
has  attracted  considerable  attention.  This  syn- 
drome, which  was  first  described  by  Sigwald1  in 
1959,  has  also  been  called  “terminal  extrapyram- 
idal insufficiency,”  “complex  dyskinesia,”  and 
“persistent  dyskinesia.”  In  adults  TD  usually  ap- 


pears after  prolonged  administration  of  antipsy- 
chotic drugs  either  in  the  course  of  treatment  or, 
more  frequently,  on  discontinuation  of  neuroleptic 
therapy.  Typically,  TD  is  characterized  by  persis- 
tent oral  dyskinesia,  that  is,  involuntary  move- 
ments of  the  mouth,  lips,  and  tongue  at  times  ac- 
companied by  choreal  movements  of  the  extremi- 
ties or  trunk  which  do  not  respond  to  antiparkin- 
sonian medications. 

Persistent  severe  oral  dyskinesia  can  result  in 
marked  enlargement  of  the  tongue  and  serious  in- 
terference with  eating,  speaking,  and  breathing. 

The  choreiform  movements  of  the  extremities 
and  the  trunk  are  very  similar  to  those  observed  in 
Huntington’s  and  Sydenham’s  chorea.  Not  infre- 
quently, athetoid  movements  of  the  distal  part  of 
the  limbs  may  also  be  noted.  Occasionally  rhyth- 
mic swaying  of  the  body  from  side  to  side  or  rock- 
ing motions  while  sitting  are  observed.  Finally, 
some  patients  may  exhibit  akathisia  which  differs 
from  that  observed  early  during  active  treatment 
in  that  in  the  late  manifestation  the  patient  does 
not  experience  any  subjective  discomfort  related 
to  his  motor  restlessness. 

The  prevalence  of  TD  among  adult  schizophre- 
nic inpatients  has  been  variously  reported  as  oc- 
curring as  infrequently  as  V2  per  cent  and  as  high 
as  60  per  cent.  Reliable  figures  are  hard  to  come 
by.  True  incidence  figures  would  require  system- 
atic drug  withdrawal  since  antipsychotic  agents 
tend  to  mask  the  symptoms  of  TD.  However, 
there  is  no  longer  any  doubt  that  prolonged  ad- 
ministration of  antipsychotic  drugs  to  adults, 
especially  at  high-dosage  levels,  carries  with  it  the 
dangers  of  inducing  TD,  quite  possibly  of  an  irre- 
versible nature.  It  would  seem  that  patients  over 
fifty  years  of  age  with  some  organic  brain  damage 
are  most  likely  to  develop  TD,  and  females  pre- 
dominate. So  far,  I am  not  aware  of  any  reports  of 
TD  as  a significant  complication  in  the  outpatient 
treatment  of  adult  chronic  schizophreniacs  proba- 
bly because  dosages  are  lower,  patients  are  youn- 
ger, and  prolonged  drug  administration,  over 
years,  is  unlikely  to  occur. 

There  are  several  biochemical  theories  extant  as 
to  the  mechanisms  underlying  the  development  of 
extrapyramidal  symptoms  and  TD.  Recent  stud- 
ies have  suggested  that  abnormalities  of  biogenetic 
amines,  in  particular  dopamine,  in  the  basal  gan- 
glia may  play  a critical  role  in  producing  extrapy- 
ramidal motor  disturbances.  Parkinsonism  is  be- 
lieved to  be  produced  by  a decrease  of  dopamine  in 
the  striatum.  The  striking  therapeutic  effect  of  1- 
dopa,  a precursor  of  dopamine,  in  the  treatment  of 
parkinsonism  strongly  supports  this  hypothesis. 
On  the  other  hand,  an  excess  of  dopamine  is  likely 
to  induce  dyskinetic  phenomena.  Abnormal 
movements  similar  to  those  seen  in  TD  have,  in 
fact,  been  observed  in  parkinsonian  patients  under 
high-dosage  1-dopa  therapy.  It  is  generally  as- 
sumed that  the  antipsychotic  drugs  block  dopami- 
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nergic  receptors  in  the  central  nervous  system. 
The  effect  is  comparable  to  a reduction  of  dop- 
amine and  accounts  for  the  emergence  of  parkin- 
sonian symptoms  during  antipsychotic  pharma- 
cotherapy. It  has  been  postulated  that  prolonged 
blockade  of  the  dopaminergic  receptors  in  the 
course  of  antipsychotic  therapy  may  result  in  a 
“chemical  denervation”  of  the  dopaminergic  re- 
ceptors resulting  in  hypersensitivity  to  dopamine 
with  the  consequent  appearance  of  dvskinetic  phe- 
nomena. It  is  assumed  that  prolonged  blockade  of 
the  dopaminergic  receptors  may  lead  to  a rebound 
synthesis  of  dopamine  which  overrides  the  pheno- 
thiazine  blockade  of  the  receptors. 

The  seemingly  paradoxic  effects  of  the  antipsy- 
chotic drugs  on  extrapvramidal  function  might  be 
attributable  to  their  ability  to  depress  dopaminer- 
gic activity  in  the  basal  ganglia  bv  receptor  block- 
ade while  augmenting  dopaminergic  transmission 
by  either  accelerating  synthesis  or  retarding  cellu- 
lar uptake.  The  tendency  for  drug  withdrawal  to 
temporarily  aggravate  TD  might  reflect  the  loss  of 
receptor  blocking  activity  at  a time  of  persisting 
acceleration  of  dopamine  synthesis  or  blockade  of 
cellular  uptake. 

While  many  treatments  have  been  suggested  for 
the  amelioration  of  persistent  TD,  none  has  yet 
proved  itself  sufficiently  effective  to  warrant  its 
general  use.  In  practice,  the  most  effective  treat- 
ment of  persistent  TD  has  been  reinstitution  of 
neuroleptic  therapy.  A proper  concern  for  pre- 
scribing the  lowest  optimal  dose  during  mainte- 
nance therapy  and  introduction  of  drug  holidays 
should  materially  reduce  the  risk  of  TD  devel- 
oping. 

The  manner  in  which  the  antipsychotic  drugs 
act  to  modify  psychotic  behavior  is  poorly  under- 
stood. It  is  believed  that  their  basic  action  is  to 
depress  the  reticular  activating  system  and  thala- 
mus. More  recently,  it  has  been  postulated  that 
their  antipsychotic  action  is  linked  to  their  capaci- 
ty to  block  dopaminergic  receptors. 

Based  on  the  hypothesis  that  schizophrenia  re- 
sults from  aberrant  metabolism  of  biogenetic 
amines  leading  to  the  endogenous  production  of 
psychotomimetic  substances  and  on  the  assump- 
tion that  nicotinic  acid  blocks  the  production  of 
psychotoxic  substances  in  the  brain,  it  has  been 
suggested  that  daily  administration  of  3,000  mg. 
per  day  or  more  of  nicotinamide  has  a specific  an- 
tipsychotic effect  in  schizophrenia.  Ongoing, 
well-designed,  controlled  studies  do  not  bear  out 
this  claim.2-5 

To  date,  the  only  drug  that  may  qualify  as  a spe- 
cific antipsychotic  one  is  lithium  carbonate  in  the 
treatment  of  manic  depressive  psychosis.  Repeat- 
ed studies  have  shown  this  drug  to  be  highly  effec- 
tive in  the  treatment  of  acute  mania.  Estimates  of 
recovery  range  from  70  to  100  per  cent.  Compari- 
sons of  lithium  carbonate  with  chlorpromazine 
favor  the  latter  only  for  the  initial  treatment  of  the 


highly  agitated  and  hyperactive  manic  patients  be- 
cause of  chlorpromazine’s  more  rapid  and  potent 
effect  in  controlling  motor  activity.  Otherwise, 
lithium  is  the  preferred  drug  being  superior  in  nor- 
malizing mood  and  ideation  with  significantly  less 
sluggishness  and  drowsiness.  Thus,  for  the  hypo- 
manic  patient  lithium  carbonate  is  the  treatment 
of  choice,  while  for  the  highly  disturbed  manic  pa- 
tient initial  treatment  with  chlorpromazine  or 
haloperidol  is  recommended  combined  with  lithi- 
um which  is  then  continued  as  the  sole  treatment 
as  soon  as  the  patient  has  quieted  down. 

There  is  a strong  suggestion  that  lithium  car- 
bonate is  a specific,  modifying  the  underlying 
manic  process  without  inducing  sedation.  That 
lithium  may  in  fact  be  a specific  against  affective 
psychoses  is  further  supported  by  several  reports 
which  indicate  that  lithium  therapy  is  a prophy- 
lactic against  manic  or  depressive  attacks  in  bipo- 
lar manic  depressive  illness.6-8 

The  therapeutic  effect  of  lithium  carbonate  in 
acute  depressions  is  still  under  investigation. 
Some  authors  have  reported  that  lithium  is  as  ef- 
fective as  imipramine  (Tofranil)  in  acute  endoge- 
nous depressions;  others  have  failed  to  confirm 
these  findings.  At  present,  the  most  reasonable 
course  is  to  try  lithium  carbonate  when  tricyclic 
drugs  have  failed,  especially  in  patients  suffering 
from  recurrent  depressions. 

Despite  some  reports  that  lithium  is  effective  in 
schizophrenia,  especially  the  schizo-affective  type, 
most  investigators  question  the  utility  or  wisdom 
of  using  lithium  in  schizophrenia.9  However,  it 
must  be  remembered  that  the  differential  diagno- 
sis between  rqanic  depressive  and  schizophrenic 
psychosis  can  be  difficult  at  times.  Thus,  it  has 
been  documented  that  10  to  20  per  cent  of  the  pa- 
tients diagnosed  as  being  schizophrenic  in  the 
United  States  are  diagnosed  as  manic  depressive 
on  the  continent.  It  may  very  well  be  that  the 
schizophrenic  patients,  reported  as  responding  to 
lithium,  may  have  been  misdiagnosed  as  manic  de- 
pressives. 

Antidepressants 

While  the  antidepressants  have  been  generally 
accepted  as  the  preferred  treatment  for  depres- 
sion, pharmacotherapy  of  depression  leaves  much 
to  be  desired. 

Today  four  classes  of  drugs  are  presumed  to 
have  antidepressant  properties:  the  MAO  (mono- 
amine oxidase)  inhibitors,  such  as  tranylcyprom- 
ine (Parnate),  isocarboxazid  (Marplan),  phenel- 
zine (Nardil),  and  nialamide  (Niamid);  the  tricy- 
clic antidepressants,  such  as  imipramine,  ami- 
triptyline (Elavil),  and  doxepin  (Sinequan);  the 
central  nervous  system  stimulants,  such  as  dextro- 
amphetamine (Dexedrine)  or  dextroamphetamine 
and  amobarbital  (Dexamyl).  methylphenidate 
(Ritalin),  and  pipradrol  (Meratran);  and  lithium 
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carbonate.  While  there  is  still  a group  of  diehards 
who  maintain  that  the  MAO  inhibitors  are  superi- 
or to  the  tricyclic  antidepressants,  there  is  no  evi- 
dence to  support  this  claim,  and,  considering  the 
greater  safety  of  the  tricyclic  drugs,  there  is  little 
justification  for  the  general  use  of  the  MAO  inhibi- 
tors. 

How  effective  are  the  tricyclic  antidepressants? 
Most  controlled  studies  indicate  that,  while  these 
agents  are  effective  in  the  treatment  of  endoge- 
nous depressions,  a sizable  number  of  patients, 
roughly  one-third,  fail  to  respond  adequately. 
Best  results  are  obtained  in  the  treatment  of  re- 
tarded depressions.  In  the  case  of  agitated  de- 
pressions it  has  been  suggested  that  the  antipsy- 
chotic drugs  are  equally  effective.  It  is  the  latter 
group  of  depressions  that  are  often  treated  with 
both  antidepressants  and  antipsychotic  medica- 
tions in  ratios  determined  by  the  physicians  or  in 
fixed  combinations  such  as  perphenazine  and  ami- 
triptyline hydrochloride  (Triavil  or  Etrafon). 
When  anxiety  is  a prominent  symptom,  the  anti- 
depressants are  often  combined  with  antianxiety 
agents,  such  as  chlordiazepoxide  (Librium)  or  di- 
azepam (Valium).  Presumably,  doxepin,  which 
was  introduced  in  1969,  has  both  antianxiety  and 
antidepressant  action. 

Based  on  animal  experimentation  it  had  been 
hoped  that  parenteral  administration  of  antide- 
pressants would  reduce  the  extended  latency  peri- 
od characteristic  of  these  drugs.  This  has  not 
proved  to  be  the  case,  and  nothing  is  gained  by  the 
use  of  injectable  imipramine  or  amitriptyline.  It 
was  also  hoped  that  using  the  demethylated  active 
metabolite  of  imipramine  which  is  desipramine 
(Norpramine  or  Pertofrane)  or  amitriptyline 
which  is  nortriptyline  (Aventyl)  would  speed  up 
the  antidepressant  action.  While  this  is  true  in 
animals,  it  is  not  so  in  man. 

The  antidepressant  drugs  continue  to  be  slow  in 
onset  of  action,  taking  anywhere  from  one  to  four 
weeks  before  improvement  is  noted.  This  is  a se- 
rious deficiency  in  these  medications  in  view  of  the 
need  for  rapid  action,  particularly  in  suicidal  pa- 
tients. Thus,  while  the  depressed  patient  is  enti- 
tled to  a drug  trial  before  electric  convulsive  thera- 
py is  instituted,  the  practitioner  must  be  particu- 
larly careful  in  the  outpatient  treatment  of  severe- 
ly depressed  patients  not  to  endanger  the  patient 
by  prolonging  the  drug  trial  in  the  hope  of  avoid- 
ing electroshock  therapy.  Assuming  the  use  of 
maximal  dosage  levels,  and  even  in  the  absence  of 
suicidal  danger,  failure  to  achieve  significant  im- 
provement within  three  to  six  weeks  with  a given 
antidepressant  is  an  indication  for  a change  of 
drug  or  use  of  electroshock. 

While  the  antidepressant  drugs  have  obviously 
failed  to  live  up  to  our  expectations,  they  have 
nonetheless  offered  some  depressed  patients  an  ef- 
fective substitute  for  electric  convulsive  therapy, 
reducing  the  cost  of  treatment  and  what  is  more 


important,  avoiding  the  neurologic  consequences 
of  electroshock.  When  electroshock  therapy  is 
given,  post-electroshock  treatment  with  antide- 
pressant drugs  has  been  shown  to  delay  relapse, 
especially  in  patients  with  recurrent  depressions. 

Few  refinements  in  treatment  have  taken  place 
since  imipramine  was  introduced  for  the  treatment 
of  depression.  It  has  been  demonstrated  that 
many  patients  can  tolerate  the  full  daily  dose  as  a 
single  dose  at  bedtime  simplifying  the  treatment 
regimen  and  reducing  side-effects.  Except  for  the 
fact  that  amitriptyline  is  more  sedating  than  im- 
ipramine, there  is  very  little  difference  between 
the  two  drugs  and  their  metabolites. 

The  effectiveness  of  the  current  group  of  antide- 
pressant drugs  in  neurotic  depressive  reactions 
continues  to  be  equivocal.  The  same  applies  to 
their  effectiveness  in  schizophrenic  reactions  with 
depression.  They  should  be  used  cautiously  in 
schizophrenic  patients  and  preferably  with  con- 
joint neuroleptic  therapy  to  avoid  the  danger  of 
exacerbation  of  the  psychosis.  While  their  safety 
when  properly  used  is  well  established,  the  practi- 
tioner must  keep  in  mind  that  overdoses  of  antide- 
pressant drugs,  as  opposed  to  antipsychotic  drugs, 
are  much  more  dangerous  and  may  prove  lethal. 
Antidepressants  should  be  used  cautiously  in  the 
elderly  because  the  combined  autonomic  and  anti- 
cholinergic effects  may  lead  to  urinary  retention  in 
males,  adynamic  ileus,  and  glaucoma.  High  doses 
may  also  lead  to  ataxia.  When  tricyclic  antide- 
pressants are  used  in  combination  with  antipsy- 
chotic agents,  antiparkinsonian  agents  should  be 
avoided  because  of  intensification  of  anticholiner- 
gic effects.  The  antidepressants  have  antiparkin- 
sonian effects  in  their  own  right. 

A recent  development  in  the  use  of  antidepres- 
sants is  particularly  worthy  of  note  since  it  promis- 
es to  increase  the  effectiveness  of  the  antidepres- 
sant agents.  Controlled  experiments,  combining 
antidepressants  with  thyroid  hormone,  T:!-liothy- 
ronine  (Cytomel)  in  the  amount  of  25  micrograms, 
have  resulted  in  a reduction  of  latency  in  onset  of 
the  action  of  imipramine  by  40  per  cent.  In  addi- 
tion, 50  per  cent  of  the  previous  treatment  failures 
with  imipramine  responded  favorably,  regardless 
of  whether  or  not  they  exhibited  a retarded  or  agi- 
tated depression.  So  far,  the  effect  has  been 
noted  to  occur  more  frequently  in  females  than  in 
males. 

The  central  nervous  system  stimulants,  in  par- 
ticular dextroamphetamine  (Dexedrine)  and 
methylphenidate  (Ritalin),  have  long  been  pre- 
sumed to  be  helpful  in  mild  depressions  of  a neu- 
rotic or  reactive  nature.  Convincing  evidence  for 
this  is  lacking  because  of  the  difficulty  of  ruling 
out  spontaneous  remissions  as  well  as  the  effect  of 
a host  of  nonspecific  factors  which  may  favorably 
influence  reactive  depressions.  Considering  the 
inconclusive  evidence  for  the  effectiveness  of  the 
central  nervous  system  stimulants  in  depression 
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and  recognizing  the  serious  hazards  of  prolonged 
administration,  current  medical  opinion  is  that 
these  stimulants  should  not  be  used  for  the  treat- 
ment of  depression.  The  use  of  central  nervous 
system  stimulants  in  endogenous  depressions  is 
contraindicated  because  they  make  the  patient 
more  tense  and  irritable  without  alleviating  his  de- 
pressed mood. 

As  1 have  previously  indicated,  there  is  some  ev- 
idence that  lithium  carbonate  may  be  effective  in 
the  treatment  of  depression.  In  patients  suffering 
from  recurrent  depression  a trial  with  lithium  car- 
bonate is  indicated,  particularly  if  the  patient  is 
not  responding  adequately  to  tricyclic  antidepres- 
sant therapy.  There  is  no  contraindication  to  the 
concurrent  use  of  antidepressants  and  lithium. 

The  antidepressants  are  a unique  group  of 
drugs.  In  addition  to  their  usefulness  in  the  treat- 
ment of  depressions  of  psychotic  proportions  and 
possibly  in  some  neurotic  depressions,  they  have 
proved  useful  in  a number  of  other  disorders 
which  may  or  may  not  be  variants  of  depression. 
Imipramine  and  other  tricyclic  drugs  have  been  ef- 
fective in  the  treatment  of  enuresis,  school  pho- 
bias, classical  phobias,  and  the  hyperkinetic  syn- 
drome of  childhood.  Recently,  it  has  been  found 
that  phenelzine,  a MAO  inhibitor,  may  be  more  ef- 
fective than  dextroamphetamine  or  methylphen- 
idate  in  the  treatment  of  narcolepsy. 

An  important  by-product  of  the  introduction  of 
antidepressant  drugs  is  the  research  it  has  stimu- 
lated into  the  biochemistry  of  depression.  The  re- 
sult has  been  the  formulation  of  the  so-called  cate- 
cholamine hypothesis  of  depression.  This  hy- 
pothesis states,  in  oversimplified  terms,  that  de- 
pression is  the  result  of  a reduction  of  available 
catecholamines,  particularly  norepinephrine  in  the 
brain.  One  of  the  two  metabolic  pathways  for 
degradation  or  inactivation  of  catecholamine  is  by 
the  enzyme  monoamine  oxidase.  The  MAO  inhib- 
itors interfere  with  this  process  leading  to  an  in- 
crease in  the  amount  of  functional  norepinephrine 
in  the  brain.  It  has  been  found  that  the  tricyclic 
antidepressants  also  increase  available  norepi- 
nephrine in  the  brain  albeit  by  a different  mecha- 
nism, namely,  by  inhibiting  uptake  inactivation  of 
norepinephrine  and  thereby  elevating  the  amount 
of  it  at  the  synapse.  It  has  been  theorized  that 
Ta-liothyronine  acts  by  enhancing  the  sensitivity 
of  the  receptors  to  norepinephrine.  Thus  the  in- 
teraction of  imipramine  and  T3-liothyronine  tends 
to  heighten  central  adrenergic  activity. 

Antianxiety  agents 

The  antianxiety  agents  are  probably  the  most 
frequently  prescribed  medications  in  psychiatric 
and  general  practice.  They  are  also  most  fre- 
quently “self-prescribed”  by  patients.  The  most 
popular  are  meprobamate  (Miltown),  chlordia- 
zepoxide,  diazepam,  oxazepam  (Serax),  and  hy- 


droxyzine (Atarax).  The  first  four  of  these  com- 
pounds share  in  common  three  characteristics: 
(1)  they  are  anxiolytic,  that  is,  they  reduce  anxiety 
and  tension;  (2)  they  have  muscle-relaxant  quali- 
ties; and  (3)  they  have  anticonvulsant  properties. 
As  you  no  doubt  know,  parenteral  diazepam  is 
highly  effective  in  the  treatment  of  status  epilepti- 
cus. 

The  efficacy  of  the  antianxiety  agents  in  the 
treatment  of  acute  and  chronic  anxiety  states  is 
still  a controversial  subject.  While  controlled  ex- 
periments have  established  their  superiority  over  a 
placebo,  their  overall  value  in  the  management  of 
the  chronically  anxious  patient  is  not  clear.  Anxi- 
ety is  a difficult  symptom  to  study;  it  is  difficult  to 
measure  precisely,  it  can  he  easily  modified  by  a 
host  of  nonspecific  factors,  and  it  is  a ubiquitous 
symptom  present  in  the  normal,  neurotic,  and  psy- 
chotic individual.  Because  anxiety  is  so  ubiqui- 
tous, the  antianxiety  agents  are  often  taken  or  pre- 
scribed to  ameliorate  the  tensions  and  anxieties  of 
everyday  living.  The  merit  of  their  use  for  such 
indications  is  questionable. 

In  a way,  the  antianxiety  drugs  have  inherited 
both  the  indications  and  complications  of  their 
predecessors,  the  barbiturates.  They  represent  an 
advance  over  the  barbiturates  in  that  they  have  a 
much  wider  margin  of  safety  when  taken  in  over- 
dose, but  they  share  with  the  barbiturates  the  po- 
tential for  physical  and  psychic  dependence  and 
the  potential  for  withdrawal  symptoms  after  pro- 
longed high-dose  therapy.  Patients  who  have 
been  on  high  doses  of  antianxiety  agents  over  pro- 
longed periods  of  time  should  therefore  be  with- 
drawn slowly  from  the  drug.  Abrupt  withdrawal 
may  lead  to  marked  anxiety  and  irritability,  deliri- 
um, and  convulsions.  It  should  be  kept  in  mind 
that  while  abrupt  withdrawal  from  meprobamate 
results  in  the  appearance  of  withdrawal  symptoms 
within  twenty-four  hours,  withdrawal  symptoms  in 
the  case  of  chlordiazepoxide  or  diazepam  may  not 
appear  for  four  or  five  days. 

Because  of  the  potential  for  physical  and  psy- 
chic dependence,  the  physician  has  a responsibili- 
ty to  exercise  the  same  caution  in  prescribing  the 
antianxiety  agents  as  he  should  exercise  in  pre- 
scribing barbiturates.  Meprobamate  has  already 
been  designated  as  a class  IV  controlled  substance, 
and  I am  sure  it  will  not  be  long  before  chlordia- 
zepoxide and  diazepam  will  join  the  list.  Physi- 
cians may  argue  the  merit  of  such  a step,  but,  in 
view  of  the  frequent  misuse  and  abuse  of  these 
drugs,  the  action  is  understandable. 

In  terms  of  choice  of  antianxiety  agents,  the 
benzodiazepine  derivatives  chlordiazepoxide,  di- 
azepam, and  oxazepam  are  presumed  to  have  more 
potent  antianxiety  action  than  meprobamate  or 
hydroxyzine.  The  use  of  the  antianxiety  agents  in 
psychosis  is  of  questionable  merit.  While  they  do 
reduce  anxiety  when  given  in  appropriate  dosage, 
they  have  no  antipsychotic  properties.  As  pre- 
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viously  mentioned,  antianxiety  agents  are  often 
combined  with  antidepressants  in  the  treatment  of 
severe  depression  when  anxiety  is  a prominent 
symptom. 

Summary 

The  present  state  of  the  art  leaves  the  antianx- 
iety agents  in  a highly  equivocal  position.  While 
many  patients  seem  to  be  helped  by  them,  the  in- 
dications for  their  use  are  poorly  spelled  out. 
While  they  are  safer  than  the  barbiturates,  they 
are  still  potential  carriers  of  major  toxicity.  Their 
clearest  indication  and  utility  lies  in  the  allaying  of 
acute  anxiety  as  a psychologic  manifestation  of 
inner  or  environmental  stress,  when  anxiety  is  a 
concomitant  of  somatic  illness  or  as  pretreatment 
for  various  medical  and  surgical  procedures. 

Side-effects  occurring  during  antianxiety  drug 
therapy  are  generally  less  troublesome  than  those 
present  with  antipsychotic  or  antidepressant 
drugs.  Autonomic  side-effects  are  relatively  mild. 
Drowsiness  is  the  most  common  side-effect,  proba- 
bly greatest  with  diazepam  which  is  being  increas- 
ingly used  by  patients  as  a bedtime  hypnotic. 
Caution  must  be  used  in  prescribing  antianxiety 
agents  for  the  elderly  where  even  small  doses  may 
induce  dizziness  and  ataxia.  Occasionally,  pa- 
tients receiving  antianxiety  agents  may  react  para- 
doxically with  increased  anxiety  and  irritability 
and  insomnia. 

Little  is  known  about  the  precise  nature  of  the 
action  of  the  antianxiety  agents.  It  is  believed 
that  their  primary  action  is  based  on  depression  of 
the  limbic  system  which  no  doubt  accounts  for 
their  anticonvulsant  properties. 

Conclusion 

What  new  developments  may  we  expect  in  the 
field  of  psychopharmacology  in  the  years  ahead? 
Obviously  the  search  for  the  etiology  of  the  major 
psychiatric  disorders  will  continue,  especially  into 
the  role  of  biogenetic  amines  in  the  genesis  of  dis- 
ordered behavior.  These  researches,  combined 
with  ongoing  research  into  genetic  and  environ- 
mental factors,  may  bring  us  somewhat  closer  to  a 
holistic  view  of  the  psychoses  and  more  rational 
and  effective  multidisciplinary  treatment  ap- 
proaches. 

In  the  next  few  years  the  thrust  will  be  to  devel- 
op long-acting  oral  antipsychotic  medications; 
work  in  this  area  is  already  ongoing  in  Europe  and 
the  United  States  (penfluridol).*  There  will  be 
increasing  concern  with  chronic  toxicity  attending 
long-term  pharmacotherapy  with  special  emphasis 
on  developing  a more  effective  treatment  of  TD. 


We  will  be  seeing  more  reports  on  the  advantages 
and  disadvantages  of  different  drug-holiday 
schedules.  Further  progress  in  the  development 
of  more  rapid  and  effective  antidepressant  phar- 
macotherapy is  certain  to  take  place.  Increasing 
restrictions  on  the  prescription  of  antianxiety 
agents  will,  of  necessity,  lead  to  a more  intensive 
search  for  an  anxiolytic  agent  with  less  potential 
for  physical  and  psychologic  dependence. 

Last,  as  we  become  more  and  more  oriented  to 
pharmacotherapy  of  schizophrenia,  we  are  likely  to 
suffer  from  progressive  disillusionment,  not  be- 
cause these  drugs  have  not  paid  their  way,  but  be- 
cause they  are  not  doing  enough. 

The  schizophrenic  patient  has  made  impressive 
gains  since  the  advent  of  pharmacotherapy  with 
respect  to  symptom  modification,  prevention  of 
relapse,  and  reduction  of  frequency  and  length  of 
hospitalization.  But  there  is  little  evidence  that 
the  new  drugs  have  in  any  way  affected  the  under- 
lying process  of  schizophrenia.  Nor  has  the  quali- 
ty of  the  patient’s  life  been  modified;  he  continues 
to  suffer  from  serious  social,  sexual,  and  vocational 
handicaps  even  during  his  periods  of  remission. 
His  problems  cannot  be  resolved  by  drugs  alone. 

Modern  drug  treatment  has  removed  a major 
roadblock  to  the  resocialization  of  the  schizophre- 
nic patient.  It  is  now  up  to  the  community  to  de- 
velop effective  programs  for  improving  the  pa- 
tient’s social  and  vocational  skills  and  to  help  him 
find  a useful  place  within  the  community. 
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This  report  records  some  observations  and  expe- 
riences, including  my  own  and  those  of  my  col- 
leagues, in  the  management  of  depressed  patients. 
I am  a general  psychiatrist  with  a biosocial  orien- 
tation to  mental  disorders.  About  half  my  case 
load  of  depressive  patients,  ranging  in  age  from 
sixteen  to  eighty-six,  consists  of  those  for  whom  I 
have  been  the  first  consultant;  the  other  half  com- 
prises the  therapeutic  failures  of  others  such  as 
psychiatrists,  nonpsychiatrists,  and  nonphysician 
therapists.  I am  hopeful  that  the  reasons  for  the 
success  or  failure  of  treatment,  as  I see  them,  will 
provide  the  reader  with  some  insights  for  his  own 
treatment  of  the  depressed  person. 

The  initial  hurdle  is  to  diagnose  the  depression 
as  well  as  its  type  and  the  process  involved.  All 
physicians  recognize  obvious,  overt  retarded  de- 
pressions; most  will  detect  this  illness  when  agita- 
tion, as  in  involutional  melancholia,  dominates  the 
clinical  picture,  although  the  anxiety  and  paranoia 
may  mislead  some;  many  will  pinpoint  the  moder- 
ate depressions.  However,  only  a few  will  be  cer- 
tain of  their  diagnosis  in  the  atypical  or  masked 
depressions.  Almost  all  physicians  spot  the  anxie- 
ty of  neurotic  depression  but  not  the  depression  as 
such,  even  when  the  person  is  bordering  on  a de- 
termined suicide  gesture.  This  is  akin  to  recogniz- 
ing fever  but  not  the  infection.  With  these  dif- 
ficulties in  mind.  I will  discuss  first  some  of  the 
subtleties  of  diagnosis  that  lead  to  error  and  en- 
sure treatment  failure. 

Subtleties  of  diagnosis 

One  of  the  most  common  errors  of  diagnosis  is  to 
misinterpret  an  episode  of  stress,  one  that  triggers 
a depression  as  the  cause  of  the  depression.  This 
error  will  automatically  categorize  every  diagnosis 
as  a reactive  depression.  Presumably  the  treat- 
ment would  then  consist  of  helping  the  patient 
compensate  for  or  eliminate  the  offending  stress. 
However,  this  does  not  work  because  the  basic 
pathologic  process  is  overlooked.  For  example, 
among  the  typical  patients  referred  to  me  with  an 
incorrect  diagnosis  of  reactive  depression  based  on 
a precipitating  event  were  a seventy-four-year-old 
senile  man  with  a chronic  brain  syndrome  whose 
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psychotic  depression  was  set  in  motion  when  his 
son  rejected  one  of  his  demands;  a fifty-four-year- 
old  compulsive  woman  in  her  menopause  whose 
agitated  involutional  melancholia  was  provoked  by 
a move  to  a new  community;  a forty-six-year-old 
manufacturer  with  a history  of  three  depressions 
whose  fourth  recurrence  of  a unipolar  manic-de- 
pressive episode  was  kindled  by  a moderate  busi- 
ness reversal;  and,  very  recently,  a nineteen-year- 
old  college  freshman  dropout  whose  depression 
within  a paranoid  schizophrenia  seemed  to  appear 
after  a series  of  social  and  sexual  failures  in  his 
dating  experiences  at  school.  Each  of  these  de- 
pressions was  the  result  of  malignant  processes,  all 
treatable,  but  not  by  correcting  the  precipitating 
stresses  or  prescribing  a treatment  regimen  aimed 
at  a reactive  depression. 

By  definition,  reactive  depression  is  the  re- 
sponse to  a specific,  meaningful  loss  either  of  a 
loved  one,  of  material  things,  or  an  opportunity, 
and  so  on.  In  this  category  depression  is  im- 
proved on  as  the  loss  is  compensated.1  Such  per- 
sons may  get  well  with  minimal  psychiatric  assis- 
tance. In  brief,  reactive  depression  is  treated  by 
empathetic  social  and  economic  support  at  the 
hands  of  friends,  relatives,  or  community  agents. 
The  typical  reactive  depression  is  expressed  as 
grief  while  the  person  mourns  his  loss.  However, 
the  diagnosis  will  be  missed,  and  treatment  will 
come  to  naught  if  expressions  of  guilt,  failure,  self- 
depreciation, nervousness  and  agitation,  plus  ob- 
sessional preoccupations  with  the  past  and  the 
lowered  self-esteem  that  also  accompany  a psy- 
chotic depression  are  mistakenly  seen  as  reactive 
distress  over  some  precipitating  event. 

The  consequences  of  a casual  diagnosis  of  neu- 
rotic depression  or  one  that  implies  that  the  pa- 
tient is  immature  or  simply  has  not  learned  to  as- 
sume responsibility  for  his  or  her  mental  hygiene 
can  be  quite  frightening.  I have  seen  patients  suf- 
fering from  severe  postpartum  depression  bor- 
dering on  psychotic  disintegration  who  were  forced 
into  activity  when  their  nervous  system  function 
could  not  tolerate  this  pressure.  Untold  damage 
can  be  inflicted  when  the  illness  is  minimized  or, 
worse,  denied  by  the  attending  physician  as  well  as 
the  patient’s  family.  There  is  just  no  one  there  to 
understand  why  the  mother  is  rejecting  a child 
whom  she  wanted  so  desperately.  Similarly,  we 
see  borderline  schizophreniacs  who  are  forced  to 
treat  themselves.  They  “freak  out”  on  speed  (am- 
phetamines), pot  (marihuana),  and  acid  (lysergic 
acid  diethylamine)  and  are  diagnosed  as  adoles- 
cent behavioral  problems.  Yet  the  mounting  ten- 
sion within  their  depression  is  driving  them  to  sui- 
cidal behavior.  Or,  again,  when  the  obsessive- 
compulsive,  the  chronically  hostile,  or  the  anxiety- 
ridden  neurotic  person  exhausts  his  adaptive  re- 
serve and  slides  into  an  immobilizing  depression, 
he  or  she  may  be  sent  home  with  a diagnosis  of 
anxiety  state  and  told  that  a prescription  for  a 
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minor  tranquilizer  will  take  care  of  the  difficulty.2 
Yes,  it  may  provide  twenty-four  hours  of  relief 
from  the  depression  but  little  more.  Should  this 
person  be  married,  it  is  probable  that  the  depres- 
sion will  intensify  as  the  condition  aggravates  mar- 
ital conflicts  that  in  most  cases  already  exist.  A 
cycle  of  intensified  depression  with  severe  guilt 
and  self-depreciation  ensues.  The  social  conse- 
quences are  equally  devastating. 

A subtle  intruder  into  the  diagnosis  and  the 
management  of  depression  is  the  patient’s  desire 
to  have  the  insurance  carrier  pay  the  costs  of  an 
excluded  psychiatric  illness.  Thus,  all  too  often, 
the  diagnosis  and  treatment  are  skewed  to  the  lim- 
iting clauses  of  the  insurance  contract,  and  at- 
tempts are  made  to  establish  the  existence  of  a 
physical  disorder  or  some  nosologic  euphemism  for 
a psychiatric  disorder.  The  findings  of  unneces- 
sary laboratory  and  other  diagnostic  procedures 
can,  at  times,  successfully  cloud  the  correct  diag- 
nosis and  treatment  of  depression.  But  what  pur- 
pose is  served?  I have  known  patients  to  occupy 
beds  in  general  hospitals  for  days  and  weeks  while 
the  internist  pursues  further  investigations  of 
minor  elevations  of  the  blood  urea  nitrogen,  pro- 
tein-bound iodine,  serum  glutamic  pyruvic  trans- 
aminase, or  some  other  metabolic  variable.  All 
the  while,  the  patient  is  obviously  depressed — agi- 
tated, tearful,  complaining,  anguished,  self-depre- 
ciatory, and  weak.  And  when  the  diagnosis  of  de- 
pression is  finally  acknowledged  as  the  primary 
disorder,  and  the  patient  recovers  with  proper 
treatment,  the  question  can  be  asked  quite  justi- 
fiably: could  not  the  diagnosis  have  been  arrived 
at  sooner  and  the  patient  spared  unnecessary  suf- 
fering and  hospitalization? 

Other  ramifications  of  the  diagnosis  are  condi- 
tioned by  pressure  from  relatives  who  want  to 
deny  or  minimize  the  existence  of  the  illness. 
They  prevail  on  the  physician  to  pursue  less  stig- 
matizing approaches  to  depression.  They  do  this 
with  other  mental  disorders,  too.  In  many  in- 
stances, the  attitude  of  the  relative  can  help  estab- 
lish the  diagnosis.3  For  example,  an  empathetic 
family  attitude  suggests  that  the  person  is  suffer- 
ing from  grief  and  that  the  family  fully  under- 
stands the  loss.  They  cooperate  in  helping  the 
person  to  recover.  However,  should  the  family  be 
hostile,  confused,  and  impatient  with  their  de- 
pressed relative,  it  is  likely  that  the  latter  is  suffer- 
ing from  an  endogenous  depression,  and  the  fami- 
ly’s impatience  is  with  a condition  that  they  can- 
not perceive  or  contend  with.  Finally,  if  the  fami- 
ly is  sympathetic,  yet  ambivalent  and  confused,  it 
is  probable  that  the  depressed  person  is  showing  a 
neurotic  depression,  or,  as  I noted  previously,  an 
exhaustion  of  adaptive  reserve. 

Subtleties  of  goals  in  treatment 

It,  is  a fallacy  that  all  physicians,  all  patients, 
and  all  relatives  set  their  goals  in  treatment  for 


maximum  improvement  or  recovery.  Apart  from 
the  obvious  obstacles  to  treatment  such  as  limited 
access  to  facilities,  the  economics  of  medical  care, 
and  religious,  legal,  geographic,  and  similar  restric- 
tions which  modify  treatment  goals,  a variety  of 
social,  psychologic,  and  intellectual  factors  enter 
every  treatment  program.  Each  forces  some  com- 
promise in  the  goals  of  treatment. 

To  evaluate  these  goals  I may  ask  of  myself:  is 
the  depression  a target  symptom  of  another  disor- 
der requiring  one  treatment  regimen,  or  is  it  an  ill- 
ness with  its  own  target  symptoms  such  as  fatigue, 
insomnia,  loss  of  libido  and  impotence  in  the  male, 
agitation  or  anxiety,  or  sadness  with  crying  that 
requires  a different  approach?  Is  a projected 
treatment  directed  at  correcting  organ  and  system 
pathologic  conditions  or  at  overcoming  the  per- 
son’s disequilibrium  in  function  as  a biosocial  unit 
in  society?  Are  our  goals  set  to  satisfy  the  pa- 
tient’s expectation  of  results,  to  exceed  these  ex- 
pectations, to  satisfy  the  relatives’  expectations,  or 
to  accord  with  the  physician’s  ideals  or  perhaps  an 
employer’s  demands?  Is  treatment  to  provide 
minimal,  optimal,  or  maximal  results?  Many 
more  questions  present  themselves,  but,  first,  I 
will  discuss  some  of  those  just  mentioned. 

While  much  is  known  about  depressive  disorder 
and  its  processes,  the  actual  pathology  as  a brain 
science  is  not  fully  understood.  On  the  other 
hand,  the  psychologic  processes  that  explain  de- 
pression, although  containing  many  validated  con- 
cepts and  much  common  sense,  are  extensively 
loaded  with  dogma,  hypotheses,  and  metaphysical 
speculations.  For  example,  in  psychiatry  some  of 
my  colleagues  make  a diagnosis  of  each  depressed 
patient  to  conform  with  their  own  superspecialized 
approach  to  psychopathology.  They  ring  up  many 
therapeutic  failures.  Some  of  these  failures  have 
occurred  in  patients  who  were  later  successfully 
given  specific  treatment  directed  at  the  disease 
process.  These  patients  include:  a sixty-eight- 

year-old  man  in  a psychotic  depression  who  pre- 
viously spent  five  hours  a week  for  eight  months 
with  a psychoanalyst  attempting  to  resolve  the  oe- 
dipal  ties  to  his  deceased  mother;  a fifty-year-old 
chronic  undifferentiated  schizophreniac  with  se- 
vere depression  who  spent  five  fruitless  years  in 
“psychoanalytically  oriented  psychodynamic  ther- 
apy” while  receiving  homeopathic  doses  of  antide- 
pressant drugs;  a passive-dependent  immature 
housewife  with  a chronic  neurotic  depression  who 
was  subjected  to  repeated  courses  of  electroshock 
treatment  within  a few  months;  a manic-depres- 
sive factory  worker  in  his  forties  who  was  treated 
with  combinations  of  drugs  in  such  high  doses  that 
I had  to  detoxify  him  over  a three-day  period  be- 
fore I could  orient  him  and  overcome  his  akathisia 
and  pseudoparkinsonism;  and  a compulsive  lawyer 
who  kept  slipping  into  repeated  depressions  and 
spent  two  nights  a week  for  ten  years  in  a variety 
of  group  therapies  with  the  hope  of  discovering  his 
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true  self.  None  of  these  treatment  programs,  with 
each  directed  at  some  constricted  view  of  the  pa- 
thology of  depression,  could  he  truly  effective. 

Rational  treatment  is  equally  compromised 
when  one  special  symptom  complex  is  modified 
but  the  others  neglected.  True,  a patient  may 
sound  convincing  when  she  says,  “1  know  I’m  de- 
pressed but  if  1 could  only  get  one  good  night’s 
sleep  I’d  be  fine.”  Yet,  the  prescription  for  an  ef- 
fective hypnogogue  does  not  relieve  the  depres- 
sion. The  patient  continues  to  complain:  “Well, 
I sleep  now,  but  I’m  still  nervous  and  cry  and  can’t 
get  my  work  done.”  Fatigue  is  another  dominant 
symptom  complex.  This  can  often  be  overcome 
with  stimulants.  However,  stimulants  aggravate 
most  endogenous  depressions  by  increasing  the  ag- 
itation. In  still  another  instance  involutional  mel- 
ancholia may  be  treated  with  hormones.  The  lat- 
ter may  in  fact  improve  genital  tissue  atrophy,  but 
they  do  nothing  for  depression.  It  can  be  seen 
then  that  depression  must  not  be  treated  in  bits 
and  parts. 

Assuming  that  a physician  recognizes  the  de- 
pression in  all  of  its  extensions  and  wants  to  set  a 
more  realistic  goal  for  optimal  improvement,  he 
often  finds  that  many  oddities  intervene  to  modify 
his  goal.  For  example,  he  may  have  to  contend 
with  the  saboteurs  of  treatment.  It  is  a common- 
place that  certain  mothers  will  interfere  with 
treatment  of  their  grown  children,  usually  those 
who  are  single,  at  the  point  where  improvement 
becomes  apparent.  These  mothers  have  an  inor- 
dinate need  to  be  needed;  they  want  to  nurse  their 
moderately  depressed  child  themselves  to  ensure 
dependence  on  them.  Full  recovery  may  send  the 
mother  back  to  being  lonely  and  unneeded. 
Among  older  couples  the  need  to  care  for  one  an- 
other is  often  the  main  preoccupation  of  living. 
One  man  of  seventy-five  stated  it  plainly:  “If  you 
get  my  wife  well  I won’t  have  anything  to  do.”  His 
formula  for  keeping  her  sick  was  easy.  If  three  an- 
tidepressant pills  a day  made  her  feel  euphoric  he 
gave  her  only  one,  perhaps  two.  In  another  in- 
stance I was  confronted  by  a wealthy  sixty-five- 
year-old  woman  who  always  recovered  well  from 
her  recurring  depressions  with  electroshock  treat- 
ment. Her  son,  excessively  attached  to  her,  wel- 
comed her  illness  because  he  could  give  her  all  his 
devotion.  He  invariably,  even  hysterically,  object- 
ed to  electric  convulsive  therapy. 

Finally,  in  desperation,  she  would  feign  health, 
assure  him  that  she  was  fine,  send  him  on  an  ex- 
tended trip,  and  promptly  take  treatment  in  his 
absence. 

Sometimes  patients  themselves  sabotage  treat- 
ment. One  could  label  them  as  masochistic  or 
simply  hypochondriacal.  However,  their  illness 
may  be  a coping  defense  for  the  stress  of  living 
when  it  becomes  excessive  for  them.  It  is  a para- 
dox that  to  get  them  well  is  to  remove  their  de- 
fense without  providing  an  alternative  to  their 


mode  of  survival.  Hence,  they  quit  treatment  at  a 
point  near  improvement.  Despite  their  continued 
complaints  of  distress  and  demands  for  relief  they 
cannot  tolerate  the  goals  of  better  health  set  by 
the  physician. 

Occasionally,  physicians  sabotage  their  own 
treatment  goals.  Sometimes  they  undertreat  be- 
cause of  timidity  or  ambivalence  about  “losing” 
the  patient,  even  with  an  overloaded  practice;  or, 
overtreatment  may  result  from  excessive  zeal  to 
cure  every  symptom  and  all  distress  at  the  same 
time.  Thereby  the  treatment  program  gets  into  a 
muddle.  However,  I find  that  when  physicians 
sabotage  their  goal  it  is  mostly  because  of  impa- 
tience, a lack  of  confidence  in  their  diagnosis,  or, 
commonly,  because  of  inexperience.  They  expect 
too  much  too  soon  and  find  themselves  bouncing 
from  one  treatment  regimen  to  another  without  al- 
lowing any  one  plan  to  do  its  job. 

I will  digress  at  this  point  for  a pertinent  obser- 
vation of  the  physician-patient  relationship  in  the 
treatment  of  depression.  Assuming  that  the  phy- 
sician, nonpsychiatrist  as  well  as  psychiatrist,  can 
recognize  and  diagnose  depression,  what  then  ac- 
counts for  his  treatment  failures?  Has  he  a need 
to  deny  or  exaggerate  the  intensity  of  the  disorder 
and  the  suicidal  threat?  Does  he  lack  the  kind  of 
empathy  required  for  persistence  in  treatment 
whether  with  psychotherapy,  drugs,  electric  con- 
vulsive therapy,  social  therapy,  or  any  combina- 
tion of  these?  Is  he  unable  to  resolve  problems 
about  fees  and  the  diagnosis  to  be  entered  on  the 
insurance  form,  which  may  possibly  ensure  his 
fee?  Has  he  insufficient  medical  authority  or 
emotional  competence  to  deal  with  the  patient’s 
family  and  employers  as  well  as  the  patient?  Is  he 
impatient  with  chronic  illnesses  and  unable  to 
stick  to  his  goal  or  to  modify  it  when  necessary? 

Goals  in  treatment  are  sometimes  set  by  the 
physician’s  treatment  bias,  his  access  to  various 
modalities  in  treatment,  and  his  experience  and 
general  sophistication  about  human  function,  par- 
ticularly psychologic  function.  The  high  degree  of 
objectivity  in  medical  practice  does  highlight  the 
instances  of  intense  bias  that  I sometimes  notice. 
For  example,  a physician  I know  prescribed  a tri- 
cyclic antidepressant  for  a patient.  The  patient 
became  drowsy  while  driving  a car  and  had  a se- 
vere accident.  This  physician  never  prescribed 
another  psychotropic  drug.  Another  physician 
who  has  supported  twelve  years  of  psychiatric  care 
for  his  hysterically  compulsive  and  phobic  wife 
never  makes  a referral  to  a psychiatrist  and  does 
his  “own  psychiatry”  by  overtreating  his  patients 
with  psychotropic  drugs.  I have  noted  an  opposite 
kind  of  bias  in  a physician  whose  depression  I 
treated  successfully  with  electric  convulsive  thera- 
py. He  referred  every  patient  to  me  for  this  thera- 
py who  showed  even  the  faintest  suggestion  of  a 
depressive  mood.  Whenever  I used  other  methods 
he  was  disappointed.  I finally  taught  him  to  rec- 
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ognize  the  difference  between  endogenous,  reac- 
tive, and  neurotic  depressions. 

Subtleties  of  referral  in  treatment  of  depression 

I have  learned  to  predict  the  prognosis  for  suc- 
cessful management  of  a case  with  reasonable  ac- 
curacy in  relation  to  the  source  of  the  referral. 
For  instance,  I know  that  almost  all  of  the  patients 
that  a certain  physician  refers  get  well.  They  have 
been  properly  worked  up,  the  diagnosis  is  well  es- 
tablished, and  the  patient  has  been  told  of  my  ex- 
perience in  the  field.  Therefore,  this  physician 
will  abide  fully  by  my  judgment  about  treatment 
and  its  administration.  I receive  full  and  unquali- 
fied support  from  him  should  his  patient  seek  his 
assurance  as  I proceed  with  my  work.  However,  I 
usually  anticipate  a poor  prognosis  for  another 
physician’s  patients  because  he  reinforces  his  con- 
tinued rapport  with  the  patient  by  undermining 
my  authority.  He  feels  free  to  modify  my  pre- 
scriptions, directives,  or  counsel  without  informing 
me.  It  is  subtle  but  effective.  He  says,  “If  the  pill 
Dr.  Cammer  prescribed  is  causing  your  mouth  to 
be  dry,  I’m  sure  he  won’t  mind  if  you  reduce  the 
antidepressant  to  two  a day  instead  of  four.” 
Then  there  is  a third  physician,  and  I call  him  the 
yo-yo  referrer.  He  never  lets  go  of  his  end  of  the 
string,  and  he  always  gets  the  yo-yo  back.  He 
phones  me  to  complain  that  the  patient  is  “bug- 
ging” him  about  the  headache  after  electric  con- 
vulsive therapy,  and,  anyway,  he  says,  “she  seems 
improved  after  five  treatments,”  and  he’ll  pick  up 
the  case  from  there  and  prescribe  “some  medica- 
tion.” Of  course,  when  there  is  a relapse  I am  ac- 
cused of  undertreating  the  patient.  Again,  he  re- 
fers the  patient  to  me,  this  time  with  admonition 
to  treat  the  patient  fully.  However,  the  pattern 
repeats  itself,  and  I know  it  will  from  the  start.  I 
sometimes  hope  that  the  yo-yo  string  will  break  so 
that  I can  complete  my  job. 

The  fourth  physician  I will  tell  you  about  is  the 
“dumper.”  Occasionally  I have  luck  with  his  pa- 
tients. In  his  chummy  way  the  conversation  goes 
something  like  this.  “Hello,  Doc.  I’m  sending 
you  one  of  my  patients  who  has  become  a real  psy- 
cho. He’s  seventy-five.  I’ve  treated  him  for  many 
years — nothing  very  serious.  But  now  he’s  gone 
senile,  he  has  cerebral  arteriosclerosis,  he’s  para- 
noid, and  giving  the  family  a hard  time.  I wish 
you’d  take  care  of  him  for  me.”  I then  anticipate 
having  to  deal  with  the  common  problem  of  chron- 
ic brain  syndrome  or  psychotic  depression.  Yet 
when  I see  the  patient  I get  a totally  different  im- 
pression. There  is  no  organicity.  Rather,  I meet 
a gentle  older  man  displaced  by  society,  rejected 
by  his  family,  and  suffering  from  a lowering  of  so- 
cial status.  He  has  a simple,  truly  reactive  depres- 
sion. It  is  easily  improved  with  medication  and 
the  assistance  of  a competent  social  worker  who 
arranges  for  satisfactory  living  quarters  in  an  ac- 


ceptable community.  The  patient  now  functions 
well. 

A physician’s  practice  is  established  also  on  re- 
ferrals from  other  patients.  Here  too  I find  many 
built-in  supports  for  treatment  success.  The  pa- 
tient who  gets  well  is  the  physician’s  best  testimo- 
nial to  his  competence  and  methods  of  treatment. 
When  a certain  patient  overcomes  her  involutional 
melancholia  with  electric  convulsive  therapy  in  a 
few  weeks,  she  refers  her  peers  and  friends  in  her 
community  circle.  All  goes  well  if  I prescribe  the 
same  treatment  and  obtain  the  same  results. 
However,  if  I prescribe  drugs  and  psychotherapy 
for  one  of  her  friends  I may  get  into  a trouble  spot. 
I expect  and  receive  a call  from  my  referring  pa- 
tient for  disappointing  her  in  her  enthusiastic  re- 
ferral. It  is  easy  enough  to  explain  how  her  case 
was  different.  However,  not  to  leave  any  loop- 
holes for  successful  treatment  I go  to  some  lengths 
to  ensure  that  she  understands  and  will  help  but- 
tress my  program  for  her  friend’s  treatment.  It 
may  be  a minor  factor  but  I prefer  garnering  every 
therapeutic  support  that  friends,  referring  physi- 
cians, and  family  may  contribute  in  treating  de- 
pressed persons. 

Subtleties  of  treatment  methods 

Each  primary  physician  who  is  responsible  for 
his  patient’s  care  should  have  a working  familiari- 
ty with  psychotropic  drugs,  electric  convulsive 
therapy,  and  different  kinds  of  psychotherapy  or  a 
satisfactory  arrangement  with  specialists  and  con- 
sultants who  can  provide  these  services  for  the  pa- 
tient. He  is  then  in  a position  to  manage  his  pa- 
tient effectively,  assuming  that  he  has  made  a cor- 
rect diagnosis. 

However,  despite  his  competence,  he  should  an- 
ticipate difficulties.  Prescribing  psychotropic 
drugs  is  more  complicated  than  prescribing  other 
kinds  of  indicated  medicines.  Depressed  persons 
accumulate  pills  for  suicidal  purposes  and  doubly 
defeat  the  attempt  to  get  them  well;  or  they  refuse 
to  take  medication  because  their  feelings  of  guilt 
and  unworthiness  dictate  the  need  for  self-punish- 
ment. Should  paranoia  be  part  of  the  depressed 
syndrome  they  may  believe  that  the  medicine  is 
poison  and  refuse  it.  Compulsive  persons  freely 
state  that  they  hate  to  take  pills  of  any  kind. 
Their  rigidity  does  not  permit  the  use  of  a crutch, 
and  they  disdain  any  hint  of  personal  weakness. 
Other  patients  have  genetic  intolerances  to  some 
or  many  drugs;  and  in  some  minimal  doses  pro- 
duce either  no  effect  or  severe  side-effects.  And 
there  is  the  paradoxic  patient  who  shows  all  the 
side-effects  but  none  of  the  effect  or,  more  dismay- 
ing, opposite  effects  from  the  ones  sought. 

These  problems  may  be  dealt  with  by  viewing 
“side-effects”  as  potentially  useful.  Thus,  if  an 
antidepressant  drug  also  induces  drowsiness,  have 
the  patient  take  his  medication  at  bedtime.  The 
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therapeutic  advantage  is  to  eliminate  a nighttime 
sedative  and  obtain  maximum  antidepressant  ac- 
tivity at  the  same  time.  For  compulsive  persons 
who  will  not  take  two  pills  I try  to  use  combined 
medication  or  find  one  that  will  serve  two  pur- 
poses. Also,  to  reduce  the  frequency  of  intake  1 
prescribe  medication  in  double  dosage  and  half  the 
frequency.  Thus,  one  50-mg.  tablet  twice  a day 
will  be  more  acceptable  than  one  25-mg.  tablet 
four  times  a day.  The  potential  suicide  patient, 
who  may  accumulate  his  pills,  should  be  given 
small  quantities  on  a prescription  that  requires 
frequent  renewals. 

Such  patients  as  well  as  the  severely  guilt-rid- 
den ones  must  be  monitored  by  the  family  or  phy- 
sician to  ensure  their  intake.  Paranoid  patients 
who  will  not  take  medication  by  mouth  can  be 
given  the  drug  intramuscularly. 

For  the  pill-popper,  the  hypochondriac,  and 
those  patients  who  exceed  their  prescriptions  on 
the  theory  that  if  one  pill  is  good,  two  are  better,  it 
is  wise  to  review  all  their  prescriptions  every  few 
weeks,  especially  if  they  are  being  treated  by  two 
or  more  different  specialists.  One  of  my  favorite 
suggestions  is  to  have  such  patients  stop  all  medi- 
cations on  Wednesdays.  This  allows  the  pill-pop- 
per to  detoxify  partially  each  week  from  excessive 
drug  intake.  I pick  Wednesdays  because  it  is  mid- 
week, a time  when  patients  are  usually  busy 
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We  recognize  that  there  is  a large  area  of  overlap 
between  the  role  of  the  general  practitioner  and 
that  of  the  psychiatric  practitioner.  Today  the 
physician  assumes  many  of  the  roles  that  formerly 
were  in  the  realm  of  the  religious  counselor,  the 
wise  family  member,  or  the  friend.  The  patient 
with  a psychiatric  problem  often  turns  to  the  phy- 
sician for  advice.  The  patient  may  or  may  not  fol- 
low that  advice,  and  he  may  or  may  not  get  better. 
The  logical  characteristics  of  this  chain  of  events 
will  be  left  to  another  discussion. 

Psychiatric  patients  consulting  a general  practi- 
tioner may  present  psychosomatic  symptoms  or, 
while  seeking  care  for  an  organic  complaint,  may 
express,  verbally  or  nonverbally,  psychiatric  symp- 
toms. A patient  with  the  same  symptoms  consult- 
ing a psychiatric  practitioner  will  probably  be 
more  open  to  a psychiatric  interpretation  of  his 
problems. 

After  a psychiatric  diagnosis  has  been  estab- 
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enough  to  be  distracted  from  any  urgent  need  for 
medication. 

The  subtleties  surrounding  physical  treatment, 
especially  modified  electric  treatments,  psycho- 
therapy, and  hospitalization  for  depressive  illness, 
are  too  extensive  to  be  discussed  in  this  report. 
They  are  fully  presented  in  my  book  Up  From  De- 
pression.1 

Depression  is  a real,  anguishing,  extensive,  dis- 
abling, and,  above  all,  possibly  fatal  illness.  To 
defer  treatment  while  searching  for  a more  palpa- 
ble organic  disorder  is  to  err  on  the  side  of  timidi- 
ty. When  depression  is  suspected,  be  bold  and 
treat  it  intensively.  At  worst,  the  patient  may  re- 
cover while  the  “work-up”  for  other  illness  is  in 
progress.  One  final  thought  we  can  all  keep  in 
mind:  in  addition  to  antidepressant  medication, 

electric  convulsive  therapy,  and  formal  psycho- 
therapy, the  patient  may  desperately  require  gen- 
erous doses  of  hope,  much  faith,  and  still  more 
charity. 

1 10  East  82nd  Street 
New  York,  New  York  10028 
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lished,  the  practitioner  will  have  to  decide:  (1)  if 

psychotropic  drugs  are  indicated;  and  (2)  the  par- 
ticular drug  and  dosage.  The  decision  to  prescribe 
a psychotropic  drug  involves  a weighing  of  the  pos- 
sible advantages  against  the  possible  hazards.  For 
purposes  of  this  discussion,  we  will  define  abuse  in 
terms  of  available  relevant  factors  that  are  not 
weighed  in  making  this  determination. 

Research  shows  that  psychotropic  medications 
are  effective  when  they  are  used,  as  the  physician 
directed,  by  patients  with  specific  symptoms.  We 
have  found  a major  causal  factor  in  the  misuse  of 
psychotropic  drugs  to  be  the  patient’s  inability  to 
take  the  medication  as  directed.  This  phenome- 
non has  numerous  causes,  and  the  physician  can 
take  steps  to  prevent  its  occurrence. 

The  patient  may  not  understand  the  directions 
of  the  prescription.  The  expression  “one  three 
times  a day  as  needed”  is  open  to  multiple  inter- 
pretations by  a disoriented  or  confused  patient. 
Biochemical  factors 

The  patient  may  experience  feelings  or  changes 
that  he  interprets  as  side-effects,  or  he  may  have 
ideas  about  the  medications  that  cause  him  to  dis- 
continue their  use.  A thirty-four-year-old  de- 
pressed female  patient  of  mine  did  not  seem  to  be 
responding  to  antidepressant  medication.  I asked 
her  if  she  had  been  taking  the  medication,  and  she 
revealed  that  she  was  afraid  that  she  might  be- 
come pregnant,  and  that  the  medication  might 
have  adverse  effects  on  a possible  child.  Birth 
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control  counseling  resolved  her  fear,  and  she  re- 
sponded well  to  the  antidepressant  medication. 

Another  patient  was  not  taking  his  diazepam 
(Valium)  as  prescribed,  and  on  inquiry  he  stated 
that  he  was  afraid  to  take  the  medication  because 
it  might  somehow  conflict  with  the  bottle  of  beer 
he  had  with  his  evening  meal. 

The  patient  should  have  an  opportunity  to  ex- 
press his  concerns  about  the  medication  that  he 
will  be  receiving.  If  the  patient  can  ask  questions 
about  the  medication  and  have  some  idea  of  the 
effects  that  he  will  be  experiencing,  he  will  be 
more  likely  to  take  the  medication  as  prescribed. 
We  must  recognize  that  some  patients  view  the 
medication  as  a magic  potion.  One  patient  called 
me  to  ask  permission  to  take  a medication  at  12:30 
P.M.  instead  of  12:00  noon  because  of  a luncheon 
that  she  would  be  attending. 

I prefer  to  reevaluate  patients  within  five  to 
fourteen  days  after  they  have  started  psychotropic 
medication.  This  evaluation  can  verify  the  pres- 
ence of  side-effects  and  give  the  patient  an  oppor- 
tunity to  express  his  concerns  and  questions. 

Some  of  the  concerns  in  taking  psychotropic 
medicine  include  the  following:  use  of  mono- 

amine oxidase  (MAO)  inhibitors  plus  tricyclic  an- 
tidepressants, use  for  children  under  twelve,  use  in 
pregnant  or  potentially  pregnant  women,  combi- 
nation with  other  drugs,  alcohol  taken  with  psy- 
chotropic drugs,  and  medical  management  of  side- 
effects. 

A complete  psychiatric  history  should  be  ob- 
tained to  determine  the  presence  of  an  underlying 
psychosis  which  may  be  exacerbated  by  the  use  of 
antidepressants  or  psychostimulants.  The  history 
should  also  be  used  to  verify  the  presence  of  a 
manic  depressive  psychiatric  disorder  to  preclude 
the  possibility  of  a patient  being  sent  into  a manic 
episode  by  a psychotropic  medication. 

Certain  possibilities  should  be  taken  into  con- 
sideration; psychotropic  drugs  may  mask  the 
symptoms  of  neurologic  defects  or  tumors;  they 
may  lower  seizure  threshold;  or  they  may  cause 
long-term  medical  effects. 

Psychologic  factors 

In  addition  to  biochemical  factors  there  are 
many  psychologic  factors  that  should  be  weighed 
before  the  physician  can  evaluate  the  appropriate- 
ness of  a psychotropic  medication.  The  patient 
with  a drug-dependent  personality  disorder  may 
exhibit  the  appropriate  symptoms  for  the  drug 
that  he  seeks  to  obtain.  This  patient  will  often  go 
from  physician  to  physician  until  his  drug  habit  is 
supported.  He  usually  requests  drugs  by  their 
brand  names.  Many  drugs  on  the  “street  market” 
originate  by  prescription,  and  quantities  are  pre- 
scribed with  no  limit  for  refills. 

Occupational  factors  can  be  extremely  impor- 
tant as  contraindications  of  various  psychotropic 
drugs.  If  a patient  lists  his  occupation  as  con- 
struction worker,  it  is  important  for  the  physician 


to  know  whether  this  patient  is  working  on  a steel 
frame  ten  stories  above  the  ground  or  if  he  is  or- 
dering construction  supplies  in  an  office. 

Often  the  psychiatric  symptoms  are  genuine  and 
fit  the  indications  for  a particular  group  of  psycho- 
tropic drugs.  However,  the  causes  of  the  symp- 
toms are  external  factors.  In  this  situation  it  is 
much  more  appropriate  to  alter  the  causes  than  to 
treat  the  symptoms  with  medication.  It  is  easier 
for  the  patient  to  talk  about  his  anxiety  than  it  is 
for  him  to  examine  the  problems  that  he  encoun- 
ters. I often  find  that  marital  problems,  occupa- 
tional stress  factors,  interpersonal  crises,  or  aca- 
demic pressures  can  be  causal  factors  for  psychiat- 
ric symptoms.  A brief  problem-solving  discussion 
with  the  patient  and  appropriate  suggestions  by 
the  physician  can  sometimes  bring  about  more 
“cure”  than  any  medication. 

In  other  cases,  where  discernible  environmental 
factors  precipitate  psychiatric  symptoms,  the  psy- 
chotropic drug  may  not  be  the  treatmertt  of  choice. 
Phobic  reactions  and  anxiety  attacks  can  be  elimi- 
nated by  desensitization  or  some  other  behavioral- 
ly  oriented  therapy.  Our  profession  has  been 
somewhat  reluctant  to  recognize  the  appropriate- 
ness of  behavioral  approaches,  but  we  cannot  deny 
the  empirically  demonstrated  effectiveness  of 
these  techniques  in  the  treatment  of  anxiety  and 
nonorganic  sexual  problems. 

I have  been  seeing  a thirty-seven-year-old  fe- 
male with  anxiety  related  to  specific  situations. 
She  did  not  respond  to  psychotherapy  or  to  anti- 
depressant or  anti-anxiety  medication.  Eventual- 
ly I referred  her  to  a colleague  who  was  able  suc- 
cessfully to  desensitize  her  anxiety.  Instead  of  al- 
ternate symptoms  emerging,  she  reported  a gener- 
alized improvement  toward  most  areas  of  her  life. 

Because  the  presence  of  depression  always  indi- 
cates the  possibility  of  suicide  or  a suicidal  gesture, 
it  is  important  that  the  physician  not  give  the  pa- 
tient a means  to  this  end.  This  can  be  accom- 
plished by  prescribing  small  doses  of  medication 
and  seeing  the  patient  frequently. 

Adolescent  abusers 

Adolescent  drug  abusers  are  a particularly  diffi- 
cult population  to  treat.  Unfortunately,  we  have 
seen  serious  persistent  neurologic  disorders  that 
seem  related  to  illegal  drug  use  in  this  popula- 
tion.* These  patients  typically  reject  the  authori- 
ty of  the  physician.  They  are  often  brought  to 
treatment  against  their  will  and  have  many  resis- 
tances to  treatment.  They  are  usually  medically 
sophisticated  in  that  they  are  familar  with  the  ac- 
tions of  psychotropic  medications.  Unfortunately, 
they  do  not  recognize  the  difference  between  ille- 
gal drug  use  and  appropriate  medication.  The  ad- 
olescent who  is  treated  with  an  anti-anxiety  medi- 
cation for  physiologic  and  psychologic  withdrawal 

* Marshall,  M.  H.:  Persistent  dyskinesias  in  drug  users, 

-J.A.M.A.  221:86  (.July  8)  1972. 
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symptoms  may  perceive  this  as  the  substitution  of 
one  drug  for  another  and  use  this  as  a rationaliza- 
tion for  further  illegal  drug  use.  It  is  important 
for  his  physician  to  establish  a genuine  relation- 
ship with  the  patient  and  discuss  the  rationale  be- 
hind any  psychotropic  medication. 

In  conclusion,  the  likelihood  of  psychotropic 
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Depression  can  be  open,  overt,  and  spotted  at  a 
glance;  it  can  also  be  well  hidden,  completely 
masked,  and  well  covered  by  a variety  of  signs  and 
symptoms.  Acting-out  behavior,  excessive  alcohol 
intake,  somatic  symptoms,  and  even  proved  soma- 
tic disease  can  all  veil  and  help  obscure  a serious 
depression. 

When  the  depression  is  overt  and  the  patient  is 
capable  of  communication,  whether  by  verbal  or 
nonverbal  routes,  the  loss  of  self-esteem  as  well  as 
the  feelings  of  helplessness  and  hopelessness 
quickly  emerge.  When  it  is  covert,  yet  suspected, 
definite  inquiry  must  be  made  to  pick  up  the  sig- 
nificant cues  and  clues  that  help  point  to  a defini- 
tive diagnosis  of  depression.  This  can  be  accom- 
plished despite  the  fact  that  the  existence  of  de- 
pression is  often  vehemently  denied  and  that  this 
denial  is  frequently  accompanied  by  a beguiling 
smile. 

Acting-out  behavior,  whether  it  be  at  the  advent 
of  adolescence,  in  the  midst  of  middle  age,  or  in 
the  prime  of  senility,  can  cover  up  a depression. 
In  the  young  it  is  quite  possible  that  at  least  some 
of  the  deviant  behavior,  in  a few,  can  thus  be  expli- 
cable. It  is  this  author’s  experience  that  when  a 
depression  is  suspected,  the  physician  is  most  ca- 
pable of  relating  to  this  most  difficult  problem  pa- 
tient. It  will  enable  him  to  listen  with  some  de- 
gree of  empathy  to  the  long  list  of  parental  mis- 
takes, misunderstandings,  and  misconceptions. 
Unfortunately,  most  of  these  youngsters  cannot  be 
reached  for  a meaningful  patient-physician  rela- 
tionship, especially  when  drugs  produce  the  “in- 
stant pleasure”  that  daily  living  or  weekly  visits 
for  therapy  cannot  possibly  provide. 

As  for  the  older-age  groups,  it  is  also  unfortu- 
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drug  abuse  is  lowered  if  the  physician  is  aware  of 
the  particular  effects  of  the  medications,  the  psy- 
chiatric characteristics  of  his  patients,  and  his  own 
personal  needs. 
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nate  that  aspirations  and  expectations,  which  too 
often  are  not  achieved  at  middle  age  and  certainly 
become  even  more  unattainable  as  the  aging  pro- 
cess proceeds,  will  often  result  in  depression.  Act- 
ing-out behavior  in  these  age  groups  often  releases 
sexual  fantasies  from  their  subterranean  existence 
and  can  become  vivid  realities  if  they  conflict  with 
long-ingrained  concepts  of  morality  and  fidelity. 
Additional  trauma  is  provided  if  these  sexual  en- 
counters should  result  in  less  than  adequate  per- 
formance or  satisfaction.  Guilt  is  now  not  only 
added  but  multiplied  by  an  inflamed  and  hyper- 
trophied superego.  But  perhaps  more  important 
from  a clinical  point  of  view  is  that  the  sexual  in- 
adequacy which  accompanies  depression  can  no 
longer  be  projected  on  the  spouse;  it  is  now  finally 
recognized  to  be  within  oneself,  an  event  which  is 
hardly  therapeutic  for  the  depression. 

Alcoholism  is  not  always  of  the  “skid-row”  type. 
Many  successful  executives  can  perform  their 
duties  quite  well,  fortified  by  a double  martini  at 
lunch  and  a 5:00  P.M.  supplement.  They  can  re- 
turn home  without  any  discernible  difficulties  in 
navigation,  but  then,  after  a hearty  dinner  and  a 
bit  of  television,  some  gradually  begin  to  believe 
that  alcohol  is  really  the  best  tranquilizer  and  an- 
tidepressant on  the  market.  This  is  easy  to  ratio- 
nalize since  alcohol  is  still  approved  by  the  Food 
and  Drug  Administration,  and  this  should  signify 
that  it  is  not  only  safe  but  has  proved  efficacy.  All 
of  this  is  truly  an  endorsement  when  most  of  us 
wonder  whether  aspirin  will  survive  the  most  care- 
ful and  vigilant  scrutiny  that  is  now'  current.  To 
get  back  to  our  patient:  he  has  had  enough  to 

stagger  off  to  sleep,  yet  he  is  sufficiently  alert  to 
get  to  work  the  next  morning.  Weekends  may  be 
a bit  different  in  that  the  blood-alcohol  level  may 
be  higher;  however,  he  can  still  get  to  work  and 
perform  fairly  adequately  on  Monday  morning. 
Unfortunately,  this  state  of  affairs  does  not  always 
remain  static.  Increasing  tolerance  leads  to  in- 
creased dosage  and  the  well-known  consequences 
of  alcoholism.  The  fact  that  alcohol  is  basically  a 
depressant  and  not  an  antidepressant  must  also  be 
noted  here  since  the  remedy  once  again  proves  to 
be  hardly  therapeutic. 

Somatic  symptoms,  especially  when  they  are  bi- 
zarre and  follow  no  known  anatomic  or  physiologic 
pathways,  are  often  symptoms  of  a hidden  depres- 
sion. Somatic  symptoms  that  are  not  unusual  and 
are  easily  removed  in  others,  yet  consistently  fail 
to  respond  to  the  usual  specific  as  well  as  nonspe- 
cific remedies  that  are  helpful  to  others,  might  also 


February  1974  / New  York  State  Journal  of  Medicine  373 


be  depressive  equivalents.  Even  proved  somatic 
disease  may  be  accompanied  by  depression.  This 
is  understandable  when  the  physician  remains 
aware  of  the  obvious  fact  that  body  and  mind  are 
not  only  fairly  well  attached  but  well  intertwined 
* and  interwoven. 

Recognizing  depression 

What  are  some  of  the  cues  and  clues  that  will 
help  alert  the  physician  to  the  presence  of  a de- 
pression despite  its  denial? 

The  family  and  personal  history  are  certainly 
important  since  some  depressive  diseases  have  a 
definitive  genetic  background.  This  is  certainly 
true  for  manic-depressive  illness  and  for  cyclothy- 
mia, its  milder  counterpart.  A history  of  suicide 
in  the  family  is  indeed  significant.  Previous  at- 
tacks of  depression  should  be  evaluated  to  ascer- 
tain whether  they  seem  to  “have  come  from  the 
blue”  or  were  precipitated  by  events  to  which  this 
particular  patient  is  markedly  vulnerable.  Too 
often,  however,  he  is  unaware  of  his  areas  of  vul- 
nerability. 

Target  symptoms  are  important  in  aiding  evalu- 
ation. The  diagnostic  labeling  as  to  whether  a pa- 
tient is  neurotic,  schizo-affective,  involutional,  cy- 
clothymic, or  manic  depressive  is  equally  impor- 
tant as  is  the  decision  whether  or  not  psychosis  is 
present.  All  aid  in  deciding  whether  the  manage- 
ment should  be  by  the  primary  physician  or 
whether  psychiatric  referral  is  best.  If  referred, 
the  psychiatrist  should  then  decide  whether  the 
treatment  should  be  accented  toward  psychothera- 
py and  drug  therapy  or  whether  electroshock  ther- 
apy is  indicated.  It  should  be  clearly  evident  that 
the  modality  of  treatment  chosen  should  meet  the 
patient’s  needs  rather  than  those  of  the  physician. 
Too  frequently  treatment  is  decided  and  based  on 
philosophic  blind  spots  in  the  physician  rather 
than  an  evaluation  of  the  individual  patient. 
These  blind  spots  in  the  physician  can  be  either 
somatic  or  psychodynamically  induced. 

Other  cues  and  clues  to  the  presence  of  a 
masked  depression  may  emerge  by  the  discovery  of 
a recent  loss,  such  as  by  death,  fire,  theft,  or  a sub- 
stantial loss  in  the  stock  market.  Most  important, 
yet  most  difficult  to  pick  out,  is  a recent  loss  in 
self-esteem.  The  patient’s  need  for  denial,  which 
too  often  exists  at  unconscious  levels,  may  make  it 
impossible  to  ascertain  any  event  or  circumstance 
which  lowered  self-esteem  and  triggered  the  de- 
pressive spell. 

Somatic  symptoms  include  dryness  of  the 
mouth,  difficulties  with  dentures,  constipation, 
anorexia,  and  an  otherwise  inexplicable  loss  of 
weight  in  one  who  has  no  proved  organic  disease, 
especially  if  there  has  been  difficulty  in  losing 
weight  for  many  years.  Early  morning  awakening 
and  diurnal  variations,  which  are  worse  in  the 
morning  and  better  at  night,  are  characteristic 
signs  of  an  endogenous  depression  coming  from 


within.  Neurotic  types  do  not  usually  show  this 
differential. 

Treatment 

The  modality  of  treatment  must  be  individual- 
ized. Electroshock  therapy,  with  or  without  hos- 
pitalization, is  still  the  treatment  of  choice  in  pa- 
tients who  are  suicidal  risks.  This  therapy,  on  an 
outpatient  basis,  may  become  necessary  when  at- 
tempts to  treat  an  endogenous  depression  through 
drugs  and  psychotherapy  fail  after  a reasonable 
trial  of  four  to  six  weeks.  Imipramine  (Tofranil) 
and  its  desmethyl  derivative  desipramine  (Perto- 
frane  and  Norpramin)  are  preferable  in  retarded 
depressions  while  doxepin  (Sinequan),  amitripty- 
line (Elavil),  and  the  combination  of  amitriptyline 
and  perphenazine  (Trilafon,  as  Triavil  and  Etra- 
fon)  in  varying  dosages  are  preferable  when  there 
is  concomitant  anxiety  along  with  the  depression. 
Recent  reports  indicate  that  lithium,  Federal  Drug 
Administration  acceptable  for  manic  states,  may 
also  be  of  value  in  some  depressions,  especially 
where  a cyclothymic  background  is  suspected. 

Comment 

Drug  therapy  of  depression  is  an  exciting  ad- 
vance when  one  realizes  that  much  has  been  ac- 
complished in  a relatively  short  period  of  time.  A 
major  difficulty  lies  in  the  obvious  fact  that  drugs 
cannot  solve  the  problems  of  daily  living;  never- 
theless, in  some  depressions,  especially  endoge- 
nous ones,  correction  of  the  biochemistry  plus 
minimal  psychotherapy  suffices.  Neurotic  pa- 
tients do  not  do  as  well  as  those  with  endogenous 
difficulties.  It  does  seem  clear  that  a biochemical 
factor  is  present  in  at  least  some  depressions;  per- 
haps the  future  will  witness  a fulfillment  of  Sig- 
mund Freud’s  prediction  that  biochemistry  will 
some  day  overtake  psychoanalysis.  At  present 
this  seems  distant  indeed.  Nevertheless,  the  use 
of  antidepressant  drugs  may  make  the  neurotic 
patient  more  accessible  to  psychotherapy  and  may 
even  reduce  the  time  required  to  get  the  patient 
back  into  emotional  homeostasis.  It  is  important 
to  realize,  however,  that  in  the  management  of  a 
masked  depression,  where  denial  is  pathognomon- 
ic, it  is  frequently  difficult  for  a patient  to  accept 
psychotherapy,  unless  he  can  be  adequately  moti- 
vated by  an  equally  well-motivated  psychiatrist. 

It  does  appear  that,  especially  in  the  neurotic 
patient,  the  most  important  modality  of  treatment 
is  the  physician  himself.  Here  “dosage”  is  not 
only  important,  but  there  are  side-effects,  placebo 
effects,  and  also  the  possibility  of  “habituation” 
produced  hv  dependency  and  the  transference  sit- 
uation. This  is  the  area  in  which  orthodox  psy- 
choanalytic treatment  must  make  suitable  changes 
in  technique  so  that  “addiction”  to  the  therapist 
does  not  occur.  The  use  of  short-term  maneuvers, 
a wider  spacing  of  visits,  a constant  change  in  the 
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day  and  hour  for  appointments,  and  the  concomi- 
tant use  of  psychopharmaceutic  drugs  are  all  help- 
ful in  this  goal.  Most  important,  however,  is  the 
need  for  the  psychiatrist  to  reexamine  his  own 
goals  and  techniques  in  view  of  his  ever-increasing 
need  to  treat  more  than  a mere  handful  of  pa- 
tients. His  own  aspirations  for  the  individual  pa- 
tient should  perhaps  become  more  modest  and  at 
least  approach  the  medical  model  rather  than  the 
one  envisioned  by  the  early  pioneers  in  psycho- 
analysis. This  is  especially  so  in  patients  with  en- 
dogenous rather  than  neurotic  depressions,  where 
genetic  and  biochemical  factors  as  well  as  the  fre- 
quent response  to  somatic  therapy  warrant  a less- 
ened attempt  to  reconstruct  a personality  which 
cannot  be  reconstructed  by  the  best  attempts  at 
analytic  dissection.  Neurotic  depressions  in  well- 
motivated  patients  are  a different  story;  they  still 
require  more  psychotherapy  than  drugs  at  this 
time. 

In  some  instances  a change  in  physician  is  indi- 
cated rather  than  a change  in  dosage,  the  use  of  a 
different  drug,  or  a shift  to  a different  modality  of 
treatment.  A warm,  outgoing,  active  therapist, 
who  believes  in  drug  therapy,  will  unquestionably 
obtain  better  results  with  the  use  of  drugs  than  a 
colleague  who  is  basically  opposed  to  the  use  of 
medication.  Any  improvement,  to  the  latter’s 
mind,  is  better  labeled  as  a “flight  into  health” 
and  not  a “real  cure.”  It  is  interesting  to  note  that 
many  of  these  psychiatrists  who  fit  into  this  cate- 

Discussion 

Norman  R.  Loomis,  M.D.,  Ontario,  New 
York*  We  have  discussed  the  ethical  prescribing 
resulting  from  rose-colored  glasses  and  the  charac- 
teristics and  dangers  of  abuse  of  such  psychotropic 
agents.  When  asked  to  function  in  the  role  of  dis- 
cussant, initially  I conceived  the  idea  of  a presen- 
tation based  on  the  game  Monopoly,  but  called 
Psychopoly,  tracing  the  courses  of  different  types 
of  problems  through  a therapeutic  and  referral 
maze  as  perceived  by  the  patient  and  his  family 
physician. 

Instead,  I wish  to  develop  for  you  the  real  world 
of  family  practice  as  it  pertains  to  mental  illness. 
What  is  the  incidence  of  these  disorders  on  a day- 
to-day  basis?  I intend  to  document  what  many  of 
you  may  already  know. 

Morbidity  rate  study 

The  Family  Medicine  Program  of  the  University 
of  Rochester  over  two  years  ago  set  out  to  study 
the  morbidity  rate  of  disease  in  primary  Care,  with 
the  help  of  the  regional  medical  program  and  ten 
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gory  frequently  utilize  tranquilizers  instead  of  an- 
tidepressants, and,  when  they  do  use  the  latter, 
they  too  often  employ  homeopathic  doses. 

Sober  psychiatric  clinical  judgment  by  many  au- 
thorities indicates  that  many  patients  can  get  well 
without  complete  insight  and  that  frequently  nei- 
ther the  patient  nor  the  physician  really  knows 
how  it  happened.  The  patient  is  puzzled  because 
many  other  physicians  have  tried  and  failed.  The 
psychiatrist  is  in  no  better  shape,  since  he  realizes 
he  tried  just  as  hard  with  others  who  were  no  sick- 
er than  this  particular  patient,  yet  to  no  avail. 

It  is  evident  that,  despite  the  advances  in  bio- 
chemistry, neurophysiology,  and  psychopharma- 
cology, that  the  basic  therapeutic  weapon  is  the 
physician-patient  relationship.  Many  excellent 
drugs  thus  fail  to  be  effective,  and  placebos  can  at 
times  produce  wonderful  results.  Double-blind 
studies  often  help  to  elucidate  the  truth  of  the 
matter,  but  even  these  supposedly  precise  and  ob- 
jective studies  have  their  limitations.  Results  too 
frequently  are  still  better  related  to  the  particular 
physician  than  to  the  drug  itself. 

The  era  of  psychopharmacology  has  been  a most 
significant  advance  in  the  long  and  troubled  histo- 
ry of  psychiatry.  Hopefully  the  future  will  witness 
a more  complete  merging  of  biochemical,  neuro- 
physiologic, psychodynamic,  and  sociocultural 
considerations  in  the  management  of  the  individu- 
al patient. 

1921  Newkirk  Avenue 
Brooklyn,  New  York  11226 

private  practices  of  which  we  are  one.  The  group 
was  made  up  of  the  model  family  practice  unit  at 
Highland  Hospital,  a four-man  group  of  pediatri- 
cians, and  the  rest  solo  or  small-group  family  prac- 
tices, all  with  unselected  patients,  in  other  words, 
those  who  walked  through  the  door  or  who  in  some 
other  way  came  under  our  care.  I have  compared 
the  incidence  of  common  problems  in  mental  ill- 
ness to  the  total  patient  population  in  the  light  of 
our  practice  in  Ontario,  a small  town  twenty  miles 
from  Rochester. 

Charles  Smith,  M.D.,  of  the  Family  Practice  De- 
partment of  the  University  of  Washington  believes 
that  the  family  physician  should  expect  to  spend 
at  least  25  per  cent  of  his  time  treating  patients 
with  mental  problems.  In  actual  practice  we  are 
being  asked  to  cope  effectively  with  a large  volume 
of  annoying,  at  times  disabling,  and  almost  invari- 
ably time-consuming  problems  in  the  areas  of 
mental  health. 

The  easiest  approach  is,  of  course,  to  give  the 
patient  a pill  and  hope  that  his  psyche  will  recon- 
stitute itself  given  a little  relief  from  anxiety. 
Fortunately  this  does  occur  at  times.  A second 
approach  is  to  dump  the  patient  by  referral  to  a 
mental  health  clinic  or  psychiatrist.  Unfortunate- 
ly, as  a rule,  neither  are  particularly  interested  or 
able  to  ciare  for  the  demand. 
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A third  approach  is  to  attempt  to  use  one’s  own 
relationship  with  the  patient  as  a therapeutic  tool 
and  attempt  to  counsel  the  patient  oneself.  It  ap- 
pears that  we  in  family  practice  are  quite  liberal 
with  the  use  of  the  psychotropic  drugs  as  tools, 
writing  40  per  cent  of  the  scripts  for  these  agents 
whereas  psychiatrists  and  neurologists  only  write 
17  per  cent.  In  our  own  practice  I was  slightly  a- 
bashed  to  find  that  two  thirds  of  the  patients  with 
the  diagnosis  “anxiety  without  somatic  symptoms” 
had  received  this  group  of  drugs  at  one  time  or  an- 
other. I would  have  guessed  less.  If  we  are  to  be 
expected  to  care  for  this  large  group  of  patients  ef- 
fectively, we  need  very  practical  tools  with  which 
to  work  and  need  the  help  of  the  psychiatrist,  both 
in  the  educational  role  and  as  a refuge  if  things  get 
out  of  hand. 

Unanswered  questions 

The  bulk  of  our  problems  are  in  the  areas  of 
neuroses  and  situational  depressions.  How  do  we 
really  help  the  poor  soul  who  is  “just  nervous”  and 
failing  at  home  or  on  the  job  with  or  without  soma- 
tic symptoms.  These  include  the  large  pool  of  pa- 
tients who  hurt  and  who  are  waiting  to  devour 
large  blocks  of  time,  a commodity  we  have  in  very 
limited  supply.  In  our  area  we  believe  that  fluo- 
ride should  be  removed  from  the  water  in  March 
and  April  and  the  tricyclic  drugs  substituted. 
When  do  we  give  up  and  resign  ourselves  to  life- 
long drug  therapy?  How  do  we  assess  our  success- 
es or  failures? 

Our  psychotic  patients  may  be  more  dramatic  in 
their  manifestations  and  anxiety-producing  poten- 
tial for  the  physician.  Many  of  us  are  afraid  to  use 
the  dosages  of  major  tranquilizers  that  you  psychi- 
atrists use  and  yet  are  frequently  called  on  by  fam- 
ily or  police  to  control  a patient  until  the  next 
morning  when  our  institutions  are  more  receptive 
for  admission.  What  do  we  do  with  the  manic  de- 
pressive who  is  about  to  destroy  his  reputation  or 
his  family’s  finances,  who  rejects  medication,  and 
who  has  committed  no  crime  or  the  paranoid  pa- 
tient who  is  well  compensated  except  with  those 
with  whom  he  is  familiar. 

Education 

We  in  family  practice  need  better  educational 
opportunities  if  we  are  to  become  more  effective  in 
the  treatment  of  the  mentally  ill.  Didactic  ses- 
sions have  value,  but  this  value  is  limited  and  may 
be  analogous  to  the  psychotropic  agent,  a tool  with 
limited  usefulness.  What  better  model  for  teach- 
ing is  there  than  our  own  patient?  Usually  we  get 
no  feedback  whatsoever  from  a psychiatric  refer- 
ral, particularly  from  a mental  health  clinic. 
Maybe  what  we  need  is  more  consultations  with 
physicians  communicating  with  each  other;  we  are 
continuing  interest  in  the  patient,  and  the  psychi 
atrist  has  the  understanding  of  what  is  going  on 


and  where  we  went  wrong,  if  we  did.  If  any  group 
should  excel  in  human  relationships,  it  should  be 
the  psychiatrist. 

I would  suggest  the  development  of  psychoso- 
matic problem  solving  seminars  led  by  a psychia- 
trist interested  not  only  in  the  anxieties  but  also  in 
primary  practice;  such  a seminar  would  be  open  to 
a limited  number  of  primary  physicians,  for  inter- 
nists and  pediatricians  have  their  problems  in  this 
area  also.  Such  a seminar  would  discuss  particu- 
lar problems  of  patients  under  the  participants’ 
care,  methods  of  handling  by  the  physician,  anx- 
ieties produced  for  and  by  the  physician,  and  the 
practical  problems  of  finding  enough  time  and  ap- 
propriate methods  of  compensation.  We  need 
guidance  in  bridging  the  gap  between  the  active 
treatment  orientation  of  organic  disease  and  the 
passive  role  of  interested  listener  and  counselor  in 
the  tension  states. 

One  of  the  hallmarks  of  success  of  family  prac- 
tice will  be  when  we  are  as  comfortable  in  the 
treatment  of  the  common  forms  of  mental  illness 
as  we  are  in  the  sphere  of  organic  disease.  I be- 
lieve that  we  can  help  the  discipline  of  psychiatry 
come  to  grips  with  the  very  real  problems  of  men- 
tal health  and  illness,  and  that  this  can  develop 
only  from  a meaningful  relationship  between  these 
two  specialties. 

David  L.  Dunner,  M.D.,  New  York  City*  I 
would  first  like  to  say  how  much  I appreciate  your 
inviting  me  to  participate  on  this  panel.  I would 
like  to  use  my  allotted  time  in  three  ways:  (1)  to 
present  data  from  some  of  the  ongoing  studies  of 
lithium  prophylaxis  by  Ronald  R.  Fieve’s,  M.D.,  at 
the  New  York  State  Psychiatric  Institute;  (2)  to 
discuss  these  talks  from  a psychiatric  viewpoint; 
and  (3)  to  share  with  you  my  concern  about  a point 
made  by  the  previous  discussant,  Dr.  Loomis. 

Lithium  carbonate  has  been  used  in  the  United 
States  for  about  eight  years  and  in  Europe  for  al- 
most twenty  years  for  the  treatment  of  acute 
manic  states.  The  effectiveness  of  lithium  has 
been  sufficiently  documented  so  that  the  FDA 
(Food  and  Drug  Administration)  approved  its  use 
for  the  treatment  of  acute  mania  two  years  ago. 
What  I will  discuss  with  you  is  the  use  of  lithium 
to  prevent  the  recurrence  of  manic  and  depressive 
mood  swings,  that  is,  the  prophylactic  use  of  lithi- 
um. 

These  studies  were  initiated  by  Fieve1  at  the 
New  York  State  Psychiatric  Institute  over  five 
years  ago.  The  studies  involved  double-blind  ad- 
ministration of  lithium  carbonate  or  a placebo  to 
patients  with  manic  depressive  bipolar  illness. 
Details  of  methodology  have  been  reported  else- 
where.2 The  results  indicate  that  lithium  carbon- 
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ate  administered  to  bipolar  patients  is  more  effec- 
tive than  the  placebo  in  reducing  the  number  of 
subsequent  manic  episodes  and  depressive  epi- 
sodes. Thus,  lithium  carbonate  is  of  benefit  as  a 
prophylactic  agent. 

We  have  recently  been  interested  in  studying 
those  bipolar  patients  who  do  not  have  a prophy- 
lactic response  to  lithium.  The  research  records 
of  all  bipolar  patients  in  the  randomized  study 
were  reviewed,  and  it  was  found  that  a subgroup  of 
patients  accounted  for  most  of  the  poor  responses 
to  lithium.  This  subgroup  could  be  characterized 
as  “rapid  cyclers”  or  patients  who,  prior  to  their 
entrance  to  the  study,  had  four  or  more  affective 
episodes  per  year.  Whereas  82  per  cent  of  rapid 
cyclers  had  episodes  of  depression  or  mania  during 
lithium  treatment,  only  41  per  cent  of  bipolar  pa- 
tients who  were  not  rapid  cyclers  were  lithium  fail- 
ures (Table  I).  Other  factors,  such  as  age,  sex,  or 
classification  into  bipolar  subtypes  did  not  distin- 
guish the  lithium  failures  from  the  responders. 
Thus,  the  majority  of  bipolar  patients  appear  to 
have  a prophylactic  response  to  lithium.  The 
nonresponders  are  disproportionally  represented 
by  a group  of  rapid-cycling  manic  depressive  pa- 
tients. We  are  continuing  our  studies  of  this  very 
interesting  population. 

In  the  second  part  of  my  discussion  I would  like 
to  summarize  what  was  said  from  a psychiatric 
point  of  view.  Dr.  Engelhardt  has  given  us  an  ex- 
cellent overview  of  psychotropic  drugs.  He  pre- 
sented the  current  classification  of  drugs  and  dis- 
cussed their  usage  patterns  in  some  detail.  As  Dr. 
Engelhardt  noted,  the  side-effects  associated  with 
long-term  administration  of  phenothiazines  has 
become  of  concern  to  psychiatrists.  Dr.  Cammer 
presented  several  practical  tips  of  drug  prescrib- 
ing. I agree  with  Dr.  Cammer  that  many  patients 
who  seemingly  do  not  respond  to  medication  are 
being  treated  with  the  wrong  drug  or  too  low  a 
dose  of  a proper  drug. 

Dr.  Marshall  discussed  the  misuse  of  psychotro- 
pic drugs.  As  he  noted,  the  physician  should 
make  great  effort  to  be  certain  his  directions  are 
understood  by  the  patient.  Many  misuses  of 
drugs  could  be  prevented  by  going  over  this  infor- 
mation with  the  patient.  Dr.  Dorfman  has  dis- 
cussed with  us  the  psychosomatic  aspects  of  de- 
pression. He  also  stressed  the  importance  of  the 
physician  in  the  therapy  of  psychosomatic  ail- 
ments. 

A common  thread  runs  through  these  four  talks 
— that  thread  being  that  most  psychiatric  patients 
will  respond  to  medication  if  the  medication  is 
chosen  well  and  if  the  physician  is  confident  in  its 
effect.  To  me,  the  best  way  to  develop  this  confi- 
dence would  be  to  select  only  a few  of  each  class  of 
drugs  and  to  learn  all  you  can  about  them.  Most 
of  the  time  my  prescriptions  are  limited  to  about 
eight  drugs.  I know  when  to  use  them,  w'hat  time 


TABLE  I.  Clinical  characteristics  of  bipolar  lithium  failures* 


Clinically 

Failure 

Cyclers 

Well 

Failure 

(Per  Cent) 

Rapid  t 

2 

9 

82 

Nonrapid 

26 

18 

41 

* Chi-Square  = 4.37  (Yates  correction);  P < 0.05. 
t Rapid  cyclers  were  defined  as  those  patients  who  had  four  or  more 
episodes  of  mania,  depression,  or  both  in  the  year  prior  to  their  entrance 
to  the  study. 


they  should  be  taken,  their  clinical  effects,  and 
their  side-effects.  My  confidence  in  these  drugs 
will  be  imparted  to  my  patients;  there  is  nothing 
wrong  with  the  physician  being  part  of  therapy,  as 
was  stated  by  Dr.  Dorfman. 

One  of  the  problems  facing  the  family  practi- 
tioner is  that  he  not  only  has  to  know  “my  eight 
drugs”  but  also  those  medications  preferred  by 
physicians  of  other  specialities.  I am  concerned, 
with  Dr.  Loomis,  as  to  the  most  effective  ways  to 
teach  physicians  about  the  use  of  drugs  and  to 
keep  them  apprised  of  recent  advances.  For  ex- 
ample, several  of  the  speakers  of  this  symposium 
discussed  the  use  of  lithium  in  acute  depression.  I 
would  like  to  elaborate  on  this  point  as  one  of  the 
authors  of  these  studies.  Lithium  has  not  been 
approved  by  the  FDA  for  use  other  than  in  acute 
mania.  The  prophylactic  data  presented  earlier 
are  part  of  the  information  on  which  the  FDA  will 
eventually  approve  the  use  of  lithium  for  prophy- 
laxis. However,  lithium  has  not  been  approved 
for  depression,  and  its  use  in  acute  depression  is 
controversial.  These  studies  suggesting  that  lithi- 
um has  an  effect  in  acute  depression  all  took  place 
on  specialized  research  wards.3-5  In  our  study 
lithium  was  of  some  benefit  in  depression,4  but  it 
was  not  as  good  an  antidepressant  as  imipramine.'1 
Thus,  at  this  time,  I would  not  recommend  that 
lithium  be  used  in  acute  depression  except  under 
controlled  research  conditions. 

722  West  168th  Street 
New  York,  New  York  10032 
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acute  . 
gonorrhe 


This  patient 

just  received 

an  effective,  private, 

physician-controlled 

treatment. 

It  took  just  one  short  visit. . 


^Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin  — The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly';  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andlFobicin 

sterile  spectinomycin  hydrochloride 


2 gm  and  4 gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
— For  Intramuscular  Injection: 

2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent. 

4 gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 

and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa- 
tients previously  found  hypersensitive  to  spec- 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance,-  elevation  of 
alkalinev phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2 and  4 grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


1 For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 
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Vague  Abdominal  Pain 
and  Pneumaturia 


Case  history 

Farhad  Azimi,  M.D.*:  A male  age  thirty-one 
years  was  admitted  to  the  Upstate  Medical  Center, 
Syracuse,  New  York,  on  February  27,  1973.  His 
chief  complaint  was  repeated  attacks  of  abdominal 
pain  located  in  the  right  lower  quadrant,  usually 
during  his  twice-yearly  hunting  trips.  The  onset 
of  his  symptoms  could  be  traced  back  to  four  years 
prior  to  the  present  admission,  but  because  they 
were  vague,  infrequent,  and  not  disabling,  the  pa- 
tient had  not  sought  medical  advice  except  once  in 
1971  when  tests  performed  elsewhere  were  said  to 
show  normal  results.  On  careful  questioning  the 
patient  admitted  to  the  recent  onset  of  dysuria, 
nocturia,  and  multiple  episodes  of  pneumaturia. 
His  bowel  habits  had  been  normal  except  during 
the  attacks  of  abdominal  pain  when  he  had  up  to 
three  loose  bowel  movements  per  day. 

General  physical  examination  demonstrated  a 
pale,  thin  male  in  no  acute  distress.  The  only  ab- 
normal physical  finding  was  tenderness  to  palpa- 
tion limited  to  the  right  lower  quadrant  of  the 
abdomen.  No  abdominal  masses  could  be  palpat- 
ed. 

A chest  radiograph,  electrocardiogram,  and  all 
laboratory  tests  including  blood  counts,  blood 
chemistries,  urinalysis,  and  multiple  urine  cultures 
were  reported  as  showing  normal  findings.  Fur- 
ther investigations  included  cystoscopy,  abdomi- 
nal ultrasonography,  intravenous  urography,  ret- 
rograde cystography,  a barium  enema,  and  an 
upper  gastrointestinal  series  with  small-bowel  fol- 
low-through. 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy, Upstate  Medical  Center. 


Linda  K.  Pier,  M.D.f:  The  first  radiograph  in- 
cluded for  review  shows  the  inferior  one  half  of  the 
abdomen  in  the  anteroposterior  projection  (Fig.  1). 
There  is  a soft-tissue  mass  about  5 cm.  in  diameter 
in  the  right  hemipelvis,  obliterating  the  perivesical 
fat  line  of  the  superior  surface  of  the  bladder  on 
the  right  side.  The  fat  line  is  clearly  seen  on  the 
left  side.  No  other  abnormality  is  noted. 

The  intravenous  urogram  and  the  retrograde 
cystogram  show  an  external  mass  impression  on 
the  right  superior  surface  of  the  bladder  (Fig.  2). 
There  is  a pelvic  kidney  on  the  right  side  which 
seems  to  be  separate  from  the  soft-tissue  mass. 
The  left  kidney  is  normal.  I believe  the  results  of 
ultrasonography  and  cystoscopy  would  be  helpful 
at  this  time. 

Dr.  Azimi:  B-mode  ultrasonography  demon- 

strated a mass  lesion  4 to  5 cm.  in  diameter  inter- 
posed between  the  inferior  pole  of  the  pelvic  right 
kidney  and  urine-filled  bladder.  The  mass  was 
predominantly  solid  with  some  centrally  located 
cystic  areas.  It  was  clearly  separated  from  the  ec- 
topic kidney,  while  indenting  the  posterosuperior 
aspect  of  the  bladder  on  the  right  side. 

Cystoscopy  showed  a hypoplastic  trigone  but 
normally  sized  ureteral  orifices  out  of  which  clear 
urine  squirted.  An  extrinsic  pressure  defect  was 
noted  on  the  right  posterosuperior  bladder  wall. 
There  was  a lesion  arranged  in  a rosette  pattern 
situated  about  1 cm.  posterior  to  the  right  ureteral 
orifice.  The  mucosa  surrounding  this  lesion  was 
reddened  and  edematous.  Multiple  biopsies  were 
obtained  from  this  area.  The  rest  of  the  bladder 
mucosa  appeared  normal. 

Dr.  Pier:  The  colon  is  normal  on  barium 

enema.  No  external  mass  effect  is  seen  on  the 
cecum  to  indicate  a pericecal  lesion.  Barium  did 
not  reflux  into  the  terminal  ileum  or  the  appendix. 

The  esophagus,  stomach,  and  duodenum  are 
normal.  The  anteroposterior  radiograph  of  the 
abdomen  shows  a markedly  abnormal  terminal 
ileum  (Fig.  3).  The  distal  20  cm.  of  the  ileum 
demonstrate  the  string  sign  thought  to  be  a 

t Instructor,  Department  of  Radiology,  Upstate  Medical 
Center. 
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FIGURE  1.  Anteroposterior  abdominal  radiograph  shows 
perivesical  fat  line  on  right  side  of  bladder  obliterated  by 
soft-tissue  mass  above  bladder  shadow  Left  side  of  blad- 
der well  delineated  by  this  fat  line. 

pathognomonic  radiographic  sign  of  regional  en- 
teritis. A large  ulcer  is  seen  at  the  proximal  end  of 
the  diseased  segment  of  the  terminal  ileum.  The 
terminal  ileum  appears  separated  from  the  rest  of 
the  loops  of  small  bowel  by  extensive  thickening  of 
its  mesentery. 

Regional  enteritis  is  frequently  complicated  by 
internal  fistulas.  The  history  of  pneumaturia  in 
this  patient  suggests  the  presence  of  at  least  one 
ileovesical  fistula,  although  none  is  demonstrated. 

Dr.  Pier’s  diagnosis 

Regional  enteritis  involving  the  distal  segment 
of  ileum  with  ileovesical  fistula;  pelvic  kidney 

Dr.  Azimi:  Treatment  in  this  patient  was  sur- 
gical. At  laparotomy,  the  distal  20  cm.  of  ileum 
and  its  mesentery  were  thickened  and  edematous. 
The  terminal  ileum  was  kinked,  partially  obstruct- 
ed, and  fixed  to  the  right  half  of  the  bladder  wall. 
This  kinked  segment  of  the  terminal  ileum  corre- 
lated well  with  the  mass  lesion  detected  on  the  ra- 
diographs and  at  ultrasonography.  Following  lysis 
of  these  adhesions,  a fistulous  tract  was  noted  ex- 
tending from  the  terminal  ileum  to  the  bladder. 
The  cecum  and  the  appendix  were  uninvolved. 
The  diseased  segment  of  the  ileum  and  part  of  the 
right  colon  were  removed  surgically.  Bowel  conti- 
nuity was  preserved  by  an  end-to-end  ileoascend- 
ing  colostomy.  The  pelvic  right  kidney  was  com- 
pletely normal. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  surgical  spec- 
imen consisted  of  the  distal  41  cm.  of  ileum  and 
approximately  10  cm.  of  the  cecum  and  ascending 
colon.  At  a point  17  cm.  from  the  ileocecal  valve, 

* Assistant  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 


FIGURE  2.  (A)  Anteroposterior  radiograph  of  abdomen 

during  intravenous  urography  demonstrates  true  pelvic  kid- 
ney on  right  side;  normai  left  kidney  and  external  mass  im- 
pression on  right  half  of  superior  wall  of  bladder.  (B)  Blad- 
der is  well  visualized  by  retrograde  cystogram.  There  is 
external  mass  impression  on  right  side  of  bladder  dome 
with  some  marginal  irregularities. 

there  was  an  area  of  dense  serosal  adhesions  of  ad- 
jacent portions  of  the  small  intestine,  creating  a 
small  aberrant  loop  of  bowel.  The  bowel  mucosa 
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FIGURE  3.  Anteroposterior  radiograph  of  abdomen  dur- 
ing small-bowel  follow-through  examination  demonstrates 
markedly  abnormal  distal  ileum  with  ulceration  and  exten- 
sive thickening  of  its  mesentery. 

in  the  region  of  this  distorted  loop  was  grossly  flat- 
tened, had  a cobblestone  appearance,  and  showed 
superficial  ulcerations.  The  bowel  wall  was  thick- 
ened to  0.5  cm.  The  proximal  small  bowel,  the 
cecum,  appendix,  and  proximal  ascending  colon 
were  free  of  disease. 

Microscopic  examination  of  the  small  bowel 
from  the  aforementioned  grossly  involved  areas 
showed  submucosal  fibrosis  with  overlying  acute 
and  chronic  mucosal  ulceration  and  a transmural 
mixed  acute  and  chronic  cellular  exudate  (Fig.  4). 
There  were  many  focal  lymphoid  aggregates  in  the 
bowel  wall.  The  remainder  of  the  resected  bowel 
was  free  of  involvement.  These  findings  are  diag- 
nostic of  regional  enteritis  (Crohn’s  disease).  The 
exact  biologic  mechanisms  in  this  disease  are  un- 
known, but  much  of  the  current  evidence  would 
seem  to  point  to  an  immunologic  basis  for  its  etiol- 
ogy.1 

Comment 

Dr.  Azimi:  In  1932,  Crohn,  Ginzburg,  and  Op- 
penheimer,2  described  a disease  of  the  bowel 
which  they  termed  “regional  enteritis.”  In  spite 
of  extensive  research,  the  etiology  and  pathogene- 
sis of  regional  enteritis  remains  unknown.  It  can 
involve  any  segment  of  the  stomach  or  small  or 
large  bowel,  but  the  most  frequent  site  of  involve- 
ment is  the  terminal  ileum.2  4 The  clinical  and 


FIGURE  4.  Low-power  photomicrograph  shows  necrotic 
mucosal  mass  with  extension  of  inflammatory  process  into 
submucosa  (hematoxylin  and  eosin). 


radiologic  features  of  regional  enterocolitis  depend 
largely  on  the  anatomic  site,  extent  of  involve- 
ment, and  stage  of  structural  tissue  change  pro- 
duced by  the  disease.  These  features  are  well  de- 
scribed in  the  medical  literature  and  require  no 
further  comment  here.2-4 

Since  the  recognition  of  this  entity  by  Crohn, 
Ginzburg,  and  Oppenheimer  in  1932, 2 a variety  of 
common  and  uncommon  complications  have  been 
reported.  These  include  confined  bowel  perfora- 
tions with  resultant  abscess  formation3,5;  sinus 
tracts3,5;  internal  and  external  fistulas3,5;  rarely, 
free  perforation6;  arthritis7;  spondylitis8;  periosti- 
tis7; osteomyelitis  of  the  ileum8;  various  derma- 
tologic and  ophthalmologic  manifestations3;  ade- 
nocarcinoma of  the  bowel9;  and  last  but  not  least 
genitourinary  complications.3,5,10-13 

Urologic  complications  of  regional  enteritis  were 
reported  shortly  after  1932  and  are  thought  to 
occur  in  1 out  of  10  patients  with  regional  entero- 
colitis.5,11 Abscess  formation,  a common  compli- 
cation of  regional  enteritis,  may  appear  in  close 
proximity  to  the  kidney,  the  ureter,  or  the  bladder, 
resulting  in  a perinephric  abscess,  deviation  or  ob- 
struction of  the  ureters,  or  bladder  deformity.5 
The  incidence  of  nephrolithiasis  is  also  higher  in 
patients  with  Crohn’s  disease.5,10 

Enterourinary  tract  fistulas  are  frequent  urolog- 
ic complications  of  regional  enteritis.  Of  these, 
ileovesical  fistulas  are  the  commonest.3,5,11  In  one 
series,  2 per  cent  of  all  patients  with  regional  en- 
teritis developed  such  fistulas.12 

Attempts  to  visualize  these  enterovesical  fistu- 
las with  either  positive  or  negative  contrast  media 
are  usually  unsuccessful  because  they  are  fre- 
quently very  narrow  and  tortuous.  Bagby  et  al.h 
reported  an  equal  male-to-female  ratio  in  patients 
with  ileovesical  fistulas. 

Differential  diagnostic  considerations  of  pneu- 
maturia  include  emphysematous  cystitis,  entero- 
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vesical  fistulas  secondary  to  peridiverticular  ab- 
scess, chronic  appendiceal  abscess,  regional  en- 
terocolitis, bowel  cancers  invading  the  bladder, 
and  iatrogenic  cancers  following  bladder  catheter- 
ization or  surgery.  Genitourinary  involvement  in 
regional  enteritis  usually  signifies  severe  disease 
necessitating  surgery.  The  surgical  treatment  in 
this  case  consisted  of  resection  of  the  involved  seg- 
ment followed  by  ileoascending  colostomy.  There 
was  spontaneous  healing  of  the  ileovesical  fistula 
following  surgery. 

Final  diagnosis 

Regional  enteritis  complicated  by  ileovesical 
fistula;  localized  cystitis  cystica;  true  pelvic  kid- 
ney on  right  side 
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rium,  765  Commonwealth  Avenue  in  Boston  and  is 
being  co-sponsored  by  the  University’s  Center  for  Law 
and  Health  Sciences. 

The  purpose  of  the  “mock  trial”  is  to  demonstrate  to 
physicians,  lawyers,  students,  and  other  professionals  in 
the  medical,  legal  and  insurance  fields  the  important 
issues  and  practical  aspects  raised  in  potential  medical- 
maipractice  litigation. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 

Congenital  Heart 
Disease 

Case  presentation 

Young  Hui  Kim,  M.D.:  A thirty-nine-year-old 
white  male  office  clerk  was  seen  in  the  emergency 
department  because  of  syncope  followed  by  a 
grand  mal  seizure. 

The  patient’s  mother  was  forty-four  years  old  at 
the  time  of  his  birth;  following  a difficult  breech 
presentation,  the  patient  was  noted  to  be  cyanotic 
at  birth  and  thereafter.  At  age  six  he  was  first  ob- 
served to  have  a heart  murmur  and  was  always 
short  of  breath  with  activity. 

At  age  thirty-three,  he  developed  acute  gout  and 
shortly  thereafter  the  symptoms  of  congestive 
heart  failure;  despite  general  improvement  with 
digitalis  and  diuretics,  dyspnea  on  exertion  per- 
sisted. Examination  in  a major  medical  center  at 
that  time  revealed  a blood  pressure  of  120/60,  gen- 
eralized cyanosis,  clubbing  of  the  fingers,  enlarge- 
ment of  the  heart  to  the  left  with  a Grade  II/VI 
blowing  systolic  murmur  over  the  entire  precor- 
dium,  and  a Grade  IV/VI  mid-diastolic  rumble  at 
the  apex.  At  times,  a high-pitched  blowing  dia- 
stolic murmur  was  heard  over  the  left  third  inter- 
space. Chest  x-ray  films  revealed  an  enlarged 
right  auricle  and  ventricle  and  an  enlarged  left 
ventricle;  there  were  increased  vascular  markings 
throughout  the  lungs.  The  hemoglobin  was  21.4 
Gm.,  the  hematocrit  was  68,  and  the  total  bilirubin 
was  2.6  mg.  per  100  ml.  Electrocardiogram 
showed  extreme  right  axis  deviation  and  occasion- 
al ventricular  premature  contractions;  the  findings 
were  compatible  with  right  ventricular  hypertro- 
phy and  right  atrial  enlargement.  Cardiac  cathe- 
terization studies  were  carried  out  (Tables  I and 
II).  During  the  subsequent  six  years  he  remained 
on  medication  of  diuretics  and  digitalis. 

Two  months  before  final  hospital  admission  he 
developed  an  attack  of  gout;  on  the  day  of  admis- 
sion he  developed  syncope  and  a grand  mal  sei- 
zure. 

On  admission  to  the  hospital  the  physical  exam- 


Beekman-Downtown  Hospital 
New  York  City 
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Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
SOLANGE  ABU-NASSAR,  M.D. 

Discussed  by  GRACE  CHENG,  M.D. 


TABLE  I.  Blood  oxygen  content  at  various  locations  within 
cardiovascular  system 

Blood-Gas  Analysis 
(Volumes  Per  Cent 


Location  Oxygen)  * 


Superior  vena  cava  16.88 

Inferior  vena  cava  18.12 

Right  atrium 

Low  17 . 37 

Middle  17.42 

High  17 . 37 

Right  Ventricle 

Inflow  21.14 

Middle  21.90 

Outflow  22.75 

Pulmonary  Artery  Truncus  21 . 03 

Arterial  (brachial) 

Content  23.40 

Capacity  28.27 

Saturation  84 . 00 

Aorta  23 . 40 

Mixed  venous  oxygen  content  17.56 

Arteriovenous  oxygen  difference  5.07 


* Cardiac  output  (liters  per  minute),  4.69;  and  cardiac  index  (liter  per 
minute  per  square  millimeter  body  surface  area),  2.88. 


TABLE  II.  Pressure  values  at  various  locations  within 
cardiovascular  system 


Pressure  Analysis — 

Patient 


Normal  Values  Values 
Location  (mm.Hg)  (mm.Hg) 


Right  atrium  5 to  10  4 

Right  ventricle 

Middle  25  to  30/0  to  10  124/4 

Outflow  25  to  30/0  to  10  124/6 

Pulmonary  artery 

truncus  25  to  30/10  to  15  108/50 

Right  pulmonary  artery  25  to  30/10  to  15  122/64 

“Pulmonary  capillary” 

pressure  5 to  8 8 

Artery:  brachial  120/80  124/62 

Aorta  . . 129/64 


ination  revealed  a blood  pressure  of  150/90  i 
mm.Hg,  a pulse  rate  of  100,  and  a respiratory  rate 
of  20  per  minute;  the  temperature  was  98°F. 
There  was  clubbing  of  the  fingers  and  generalized 
cyanosis.  The  lungs  were  clear.  The  point  of  | 
maximal  cardiac  impulse  was  in  the  sixth  inter- 
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FIGURE  1.  Electrocardiogram  compatible  with  right  au- 
ricular and  biventricular  hypertrophy  with  clockwise  rota- 
tion of  heart. 


space  in  the  left  midclavicular  line;  there  was  occa- 
sional premature  ventricular  contractions.  The 
second  heart  sound  was  louder  in  the  pulmonic 
area  than  in  the  aortic  area;  a high-pitched  blow- 
ing systolic  murmur  was  located  at  the  left  sternal 
border  in  the  third  interspace;  a third  heart  sound 
and  a low-pitched  rumbling  diastolic  murmur  were 
present  at  the  apex.  The  abdomen  findings  were 
negative;  there  was  no  peripheral  edema. 


The  urinalysis  revealed  a 2 plus  positive  test  re- 
sult for  protein.  The  hemoglobin  was  22  Gm.,  the 
hematocrit  was  71,  and  the  white  blood  count  was 
9,300  with  87  per  cent  polymorphonuclear  forms. 
The  electrocardiogram  revealed  Q waves  and  nega- 
tive QRS  complexes  in  the  three  standard  leads, 
aVR,  V5,  and  Vg  (Fig.  1).  Deep  S waves  were  pres- 
ent in  V‘2  through  V4  with  elevated  R-T  segments 
and  upright  T waves;  the  P waves  in  leads  I,  11, 
and  Vi  through  V4  were  increased  in  amplitude 
and  prolonged. 

The  chest  x-ray  film  showed  increased  pulmo- 
nary vascular  markings,  marked  cardiac  enlarge- 
ment, and  prominent  right  auricular  and  right 
ventricular  contours  (Fig.  2). 

The  lumbar  puncture  revealed  clear  spinal  fluid 
with  normal  pressure  and  normal  findings  on 
chemical  examination.  The  electroencephalogram 
revealed  a diffuse  abnormality  with  left-sided  pre- 
ponderance and  focal  accentuation  in  the  left  syl- 
vian area.  The  skull  x-ray  film  showed  negative 
findings;  the  brain  scan  revealed  an  area  of  in- 
creased uptake  in  the  left  frontal  region. 

On  the  second  hospital  day  the  temperature  was 
102°  F.  but  returned  to  normal  two  days  later; 
three  blood  cultures  showed  negative  findings. 

However,  a week  after  admission  fever  recurred 
and  persisted  in  spite  of  ampicillin,  streptomycin, 
and  penicillin;  the  patient  remained  confused, 
disoriented,  and  aphasic. 

On  the  fourteenth  hospital  day  a left  carotid  an- 


FIGURE  2.  Views  of  chest  showing  marked  cardiac  enlargement  with  prominent  right  auricular  and  right  ventricular  con- 
tours. (A)  Posterior-anterior.  (B)  Left  lateral. 
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giogram  revealed  a mass  effect  in  the  left  frontal 
lobe  with  suggestions  of  a tumor  stain;  an  abscess 
could  not  be  excluded.  On  the  same  day  recurrent 
epileptic  seizures  and  one  episode  of  cardiac  arrest 
responding  to  resuscitation  developed;  subsequent 
episodes  of  ventricular  fibrillation  were  electrically 
converted  to  normal  sinus  rhythm.  The  patient 
lapsed  into  deep  coma  with  bilateral  Babinski 
signs  and  a suspected  right  hemiparesis.  The 
blood  urea  nitrogen  was  66  mg.  per  100  ml.;  the  he- 
moglobin 19.6  Gm.,  and  the  white  blood  count 
17,900  with  78  mature  polymorphonuclear  leuko- 
cytes and  12  band  forms.  On  the  same  day  15  cc. 
of  brownish  purulent  material  was  evacuated  from 
a left  frontal  lobe  abscess;  culture  of  this  material 
showed  no  growth.  The  patient  was  treated  with 
penicillin,  cephalothin,  streptomycin,  digoxin, 
prednisolone,  and  diphenylhydantoin  (Dilantin). 

During  the  subsequent  final  hospital  week,  the 
patient  remained  in  a coma  with  an  elevated  tem- 
perature and  scattered  rales  over  both  lung  fields. 
Eight  blood  cultures  showed  negative  findings;  the 
white  blood  count  remained  elevated  at  18,800 
with  90  per  cent  mature  polymorphonuclear  forms. 
The  blood  urea  nitrogen  had  decreased  to  22  mg. 
per  100  ml.  The  repeat  spinal  tap  revealed  a 
slightly  yellowish  hazy  fluid  without  white  cells; 
fluid  culture  showed  no  growth.  Culture  of  the 
drainage  fluid  from  the  brain  abscess  cavity 
showed  only  anaerobic  nonhemolytic  streptococ- 
cus. The  electrocardiogram  showed  no  change  ex- 
cept for  occasional  premature  atrial  and  ventricu- 
lar contractions  and,  at  times,  an  incomplete  right 
bundle-branch  block  and  first  degree  atrioventric- 
ular block. 

On  the  twentieth  hospital  day  the  patient  devel- 
oped marked  bradycardia  and  respiratory  arrest 
from  which  he  could  not  be  resuscitated. 

Discussion 

Grace  Cheng,  M.D.*:  This  thirty-nine-year- 

old  office  worker  was  known  to  be  cyanotic  at 
birth,  raising  the  question  at  that  time  of  respira- 
tory distress  syndrome  of  the  newborn  or  congeni- 
tal heart  disease.  Of  course,  a cyanosis  which  per- 
sists throughout  thirty-nine  years  of  life  is  most 
likely  due  to  congenital  heart  disease  which  may 
develop  a murmur  only  some  years  after  birth.  In 
spite  of  mild  exercise  intolerance  this  patient  did 
remarkably  well  until  age  thirty-three  when  he  de- 
veloped arthritis  due  to  gout;  hyperuricemia  is  a 
well-recognized  concomitant  of  cyanotic  congeni- 
tal heart  disease  due  to  prolonged  oxygen  desatu- 
ration and  polycythemia  over  many  years.  In  ad- 
dition, at  age  thirty-three  the  patient  developed 
failure  of  the  right  side  of  the  heart  and  pulmo- 
nary venous  congestion.  The  hemoptyses  may 
have  resulted  from  pulmonary  hypertension  and 

* Associate  Attending  Physician,  Beekman-Downtown  Hos- 
pital; Clinical  Assistant  Professor,  Pediatrics,  Albert  Einstein 
College  of  Medicine. 


pulmonary  vascular  disease.  An  increased  pulmo- 
nary vascular  resistance  could  have  prevented  an 
excessively  large  pulmonary  blood  flow  in  this  pa- 
tient and  thus  forestalled  left  ventricular  heart 
failure  for  many  years. 

Six  years  before  admission  to  this  hospital  the 
patient  did  respond  well  to  the  treatment  for  heart 
failure;  at  that  time  he  was  noticed  to  have  club- 
bing of  the  fingers  which  of  course  is  related  to  ar- 
terial oxygen  desaturation,  but  there  is  no  mention 
of  differential  cyanosis.  The  latter  condition 
would  occur  with  a patent  ductus  arteriosus  with  a 
right-to-left  shunt  from  the  pulmonary  artery  into 
the  descending  aorta,  giving  rise  to  pink  fingers 
and  blue  toes.  Where  the  fingers  are  blue  and  the 
toes  are  less  blue  or  are  not  cyanotic  we  must  raise 
the  possibility  of  transposition  of  the  great  vessels 
associated  with  a patent  ductus  arteriosus. 

During  that  same  hospital  admission,  the  most 
important  clinical  finding  was  the  high-pitched 
blowing  diastolic  murmur  over  the  left  third  inter- 
costal space  which  was  probably  related  to  pulmo- 
nary hypertension  and  pulmonary  valvular  insuffi- 
ciency rather  than  to  aortic  insufficiency.  A dia- 
stolic murmur,  however,  can  be  found  in  the  pres- 
ence of  a truncus  arteriosus  malformation  where  a 
single  great  vessel,  combining  the  ascending  aorta 
and  the  pulmonary  artery,  arise  above  a ventricu- 
loseptal  defect.  The  mid-diastolic  rumble  at  the 
apex  could  be  due  to  a simultaneous  mitral  valvu- 
lar dysfunction  or  to  a relative  mitral  stenosis  with 
increased  blood  flow  across  the  mitral  valve.  I do 
not  believe  the  Grade  II/VI  blowing  systolic  mur- 
mur over  the  precordium  was  important. 

May  we  review  the  chest  x-ray  films? 

John  Batillas,  M.D.:  The  chest  x-ray  films  in 
question  are  posteroanterior  and  left  lateral  views; 
the  enlargement  of  the  cardiac  silhouette  is  gener- 
alized but  predominantly  involves  the  right  atrium 
and  the  right  ventricle  (Fig.  2).  The  pulmonary 
vasculature  is  accentuated  bilaterally,  probably 
because  of  an  increased  blood  flow  through  a shunt 
of  some  sort  rather  than  because  of  congestive 
heart  failure. 

Dr.  Cheng:  As  Dr.  Batillas  says,  the  right  atri- 
um and  right  ventricle  are  enlarged;  the  left  supe- 
rior cardiac  border  is  convex  in  the  area  normally 
occupied  by  the  pulmonary  artery.  Clearly  there 
is  an  increase  in  the  pulmonary  blood  flow.  I do 
not  see  the  normal  shadow  of  an  aorta,  so  it  is  dif- 
ficult to  locate  either  the  aorta  or  the  pulmonary 
artery.  In  many  instances  of  congenital  heart  dis- 
ease the  x-ray  film  will  demonstrate  a cardiac  con- 
figuration or  silhouette  characteristic  of  a specific 
lesion,  except  where  hypoplasia  of  a chamber  may 
alter  the  radiologic  picture. 

This  patient’s  electrocardiograms  showed  evi- 
dence of  right  atrial  and  right  ventricular  enlarge- 
ment with  extreme  right-axis  deviation;  such  find- 
ings tend  to  exclude  atrioventricular  canal  or  en- 
docardial cushion  defect,  as  well  as  type  I truncus 
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FIGURE  3.  Common  types  of  truncus  arteriosus  illustrat- 
ing various  sites  of  origin  of  pulmonary  (or  bronchial)  arte- 
ries. 


arteriosus  (Fig.  3).  In  the  latter  condition  the  axis 
is  usually  plus  60  to  plus  100  degrees  with  biventri- 
cular enlargement. 

At  the  time  of  cardiac  catheterization  the  possi- 
bility of  Eisenmenger’s  syndrome  with  dextroposi- 
tion of  the  aorta  and  a high  ventricular  septal  de- 
fect was  suggested.  In  that  condition  cyanosis  is 
not  present  at  birth  but  develops  usually  in  the 
second  decade  of  life  with  progressive  pulmonary 
hypertension. 

I do  not  know  the  angiocardiographic  findings  in 
this  case,  but  from  the  catheterization  data  I am 
impressed  that  there  was  an  abnormal  course  of 
the  catheter  through  the  right  ventricle  directly 
into  the  ascending  aorta.  In  the  absence  of  fur- 
ther information  I am  assuming  some  form  of 
transposition  of  the  great  vessels.  I note  that  the 
catheter  passed  from  the  right  ventricle  into  the 
right  pulmonary  artery,  an  event  which  is  usually 
difficult  to  maneuver  and  therefore  quite  unusual 
in  truncus  arteriosus.  The  fact  that  the  pressure 
was  the  same  in  the  right  ventricle,  aorta,  and  pul- 
monary artery  suggests  a very  large  ventriculosep- 
tal  defect  or  a single  ventricle.  The  same  level  of 
oxygen  saturation  in  the  superior  vena  cava  and 
the  right  atrium  rules  out  a left-to-right  shunt  at 
the  atrial  level  and  rules  out  a total  anomalous 
pulmonary  venous  return  into  the  right  side  of  the 
heart.  The  large  oxygen  increment  of  20  per  cent 
at  the  right  ventricular  level  indicates  a large  ad- 
mixture of  left  ventricular  blood  with  that  of  the 
right  ventricle.  The  aortic  sample  was  desaturat- 
ed  to  84  per  cent,  close  to  that  of  the  saturation  in 
the  right  ventricle  and  in  the  pulmonary  artery; 
this  suggests  a common  filling  chamber  for  both 


great  vessels,  either  a single  ventricle  or  at  least  a 
large  ventriculoseptal  defect.  The  same  data  also 
suggest  the  possibility  of  the  Taussig-Bing  type  of 
malformation,  that  is,  the  origin  of  the  aorta  and 
pulmonary  artery  from  the  right  ventricle,  the  so- 
called  double  outlet  right  ventricle.1  In  any  event 
it  would  appear  that  this  patient  had  a small  pul- 
monary blood  flow,  long-standing  pulmonary  hy- 
pertension with  pulmonary  vascular  obstructive 
disease,  and  marked  elevation  of  the  pulmonary 
vascular  resistance. 

Between  the  ages  of  thirty-three  and  thirty-nine 
the  patient  did  remarkably  well  until  he  was  ad- 
mitted here  with  syncope  and  grand  mal  seizures. 
At  this  time  the  cardiac  murmur  was  less  conspic- 
uous than  that  reported  six  years  earlier.  The 
electrocardiogram  at  this  time  showed  normal 
sinus  rhythm  with  occasional  ventricular  prema- 
ture contractions;  the  QRS  axis  in  the  frontal 
plane  is  manifested  mainly  by  a deep  S in  leads  I, 
II,  and  aVL  with  extreme  right  deviation  probably 
similar  to  that  reported  six  years  earlier.  In  Vi 
there  is  no  evidence  of  right  ventricular  hypertro- 
phy which  would  usually  be  manifested  by  a tall  R 
wave  over  the  right  precordium;  it  is  not  clear  to 
me  why  the  cardiogram  six  years  ago  should  have 
indicated  right  ventricular  hypertrophy,  and  the 
present  one  does  not.  This  current  tracing  would 
make  Eisenmenger’s  syndrome  with  a large  ventri- 
culoseptal defect  unlikely. 

The  final  admission  to  this  hospital  was  clearly 
related  to  the  occurrence  of  brain  abscess,  a well- 
recognized  complication  in  children  with  congeni- 
tal heart  disease,  especially  the  cyanotic  forms  in 
older  children.  Under  two  years  of  age  children 
with  this  type  of  cardiac  lesion  will  more  often  de- 
velop cerebral  thrombosis  than  abscess.2  The  ab- 
scess can  be  secondary  to  embolization  from  bacte- 
rial endocarditis;  in  the  presence  of  transposition 
complexes  bacteremia  in  the  venous  circulation 
can  easily  be  projected  into  the  arterial  circulation 
and  thence  to  many  systemic  organs.  In  addition 
to  antibiotics  craniotomy  and  an  evacuation  of  the 
brain  abscess  were  carried  out  in  this  patient,  and 
he  was  not  able  to  survive. 

In  summary  this  patient  had  congenital  cyanotic 
heart  disease  with  pulmonary  hypertension;  the 
high  right  ventricular  oxygen  saturation  suggests 
the  possibility  of  a large  ventriculoseptal  defect  or 
a single  ventricle.  The  aorta  and  pulmonary  ar- 
tery were  entered  from  one  ventricle  with  the  cath- 
eter, and  consequently  I tend  to  favor  the  Taussig- 
Bing  form  of  malformation  in  which  the  ventricu- 
loseptal defect  is  subpulmonic.  Such  patients 
have  minimal  cyanosis  during  infancy  and  more 
severe  cyanosis  only  in  later  years  when  pulmo- 
nary vessel  sclerosis  and  obstruction  become  pro- 
gressive. The  cause  of  death  in  this  instance  was 
brain  abscess. 

John  T.  Flynn,  M.D.:  Dr.  Cheng,  how  did  this 
man  survive  for  so  many  years? 
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Dr.  Cheng:  He  did  well  for  the  first  thirty- 

three  years  of  his  life  owing  to  high  pulmonary 
vascular  resistance  from  birth  which  prevented  ex- 
cessive blood  flow  to  the  lungs  and  thus  prevented 
the  development  of  congestive  heart  failure. 
Those  individuals  in  whom  the  pulmonary  vascu- 
lar resistance  is  not  high  in  early  life  usually  devel- 
op congestive  heart  failure  in  the  first  six  months, 
and  death  occurs  at  a very  early  age,  often  after  re- 
peated respiratory  infections.  Sometimes  pa- 
tients with  favorably  regulated  pulmonary  circula- 
tion may  live  into  the  second,  third,  or  fourth  dec- 
ade. 

Harold  H.  Coppersmith,  M.D.:  How  do  you 

explain  the  diastolic  murmur,  Dr.  Cheng? 

Dr.  Cheng:  From  the  description  of  this  Grade 
IV/VI  mid-diastolic  murmur,  one  would  imagine  a 
high  pulmonary  blood  flow;  even  where  there  is  a 
3:1  or  a 4:1  pulmonary-to-arterial  flow,  the  diastol- 
ic murmur  may  be  of  a Grade  II  to  III/VI  intensity. 
It  is  possible  that  the  apical  mid-diastolic  murmur 
was  due  to  marked  dilatation  of  the  ventricular 
chamber. 

Basil  Moumgis,  M.D.:  Are  you  ruling  out  the 
possibility  of  a variant  of  truncus  arteriosus  entire- 
ly, Dr.  Cheng? 

Dr.  Cheng:  I have  very  little  reason  to  rule  out 
truncus  arteriosus.  The  absence  of  a systolic  ejec- 
tion click  on  auscultation,  cyanosis  present  at 
birth,  and  the  absence  of  right  ventricular  hyper- 
trophy in  the  electrocardiogram  all  make  truncus 
arteriosus  less  likely.  Still,  it  should  be  very  high 
on  the  list  of  differential  diagnoses,  since  the  chest 
x-ray  film  does  not  clearly  separate  two  great  ves- 
sels in  the  mediastinum.  With  truncus  arteriosus, 
one  would  expect  the  pulmonary  artery  segment  to 
be  flat  or  concave  rather  than  convex  as  in  this  in- 
stance; and  a right  aortic  arch  is  present  in  about 
one  fifth  of  the  cases  of  truncus  arteriosus.  The 
dominant  clinical  features  in  truncus  arteriosus 
are  left-  and  right-sided  failure  without  severe  cya- 
nosis. Admittedly  though,  the  hemodynamics  of 
Taussig-Bing  malformation  and  truncus  arteriosus 
are  not  significantly  different. 

Norman  S.  Blackman,  M.D.:  Dr.  Cheng,  do 

you  think  that  more  electrocardiogram  leads  from 
the  right  precordium  or  the  right  posterior  chest 
might  have  uncovered  large  R waves  compatible 
with  right  ventricular  hypertrophy? 

Dr.  Cheng:  The  patient’s  electrocardiogram 

did  show  a prominent  R wave  in  aVR,  the  only 
suggestion  of  right  ventricular  hypertrophy  in  this 
tracing.  I doubt  that  more  leads  over  the  right 
side  of  the  chest  would  be  very  different  from  that 
recorded  in  the  Vi  position;  and  an  R wave  from 
the  posterior  chest  usually  represents  left  ventric- 
ular depolarization,  while  right  ventricular  depo- 
larization is  shown  by  S waves.  At  the  same  time 
a prominent  R over  the  back  with  a QS  or  a deep  S 
in  V]  and  V2  is  compatible  with  myocardial  isch- 
emia. 


Dr.  Blackman:  Is  not  a life  span  of  thirty-nine 
years  entirely  incompatible  with  a single  ventricle 
malformation? 

Dr.  Cheng:  The  prognosis  of  a single  ventricle 
is  very  variable  depending  on  its  combination  with 
other  lesions.  It  would  be  unique  and  extremely 
uncommon  for  patients  with  a single  ventricle  to 
live  to  thirty-nine  years,  even  under  the  best  con- 
ditions, since  most  such  patients  succumb  to  pul- 
monary hypertension,  repeated  pneumonias,  or  in- 
tractable heart  failure  in  childhood.  Some  such 
patients  have  mitral  valve  atresia,  stenosis,  or  a 
single  atrioventricular  valve  which  further  compli- 
cates the  prognosis. 

Stanley  S.  Yormak,  M.D.:  As  far  as  the  ab- 
sence of  a large  R wave  in  Vi  is  concerned,  I sup- 
pose it  is  possible  that  some  element  of  pulmonary 
disease  might  have  interposed  lung  tissue  in  front 
of  the  heart  border.  I would  have  considered  that 
this  electrocardiogram  gave  evidence  of  right  ven- 
tricular hypertrophy  in  spite  of  the  absence  of  a 
tall  R wave  in  Vi. 

In  viewing  the  entire  clinical  picture  we  are 
probably  dealing  with  a sizable  shunt  at  the  ven- 
tricular level,  an  overriding  aorta,  or  a double  out- 
let type  of  deformity.  Certainly  there  was  nothing 
to  suggest  pulmonary  stenosis,  as  we  might  expect 
with  tetralogy  of  Fallot. 

Dr.  Cheng:  In  individuals  with  double-outlet 

right  ventricle,  where  both  great  vessels  arise  from 
one  ventricular  chamber,  the  absence  of  pulmo- 
nary stenosis  may  lead  to  a misdiagnosis  of  isolat- 
ed ventriculoseptal  defect.  The  degree  of  cyanosis 
where  both  great  vessels  arise  from  one  chamber  is 
directly  proportional  to  the  resistance  of  the  blood 
flow  in  the  lungs;  very  often  there  is  a preferential 
blood  flow  from  the  left  ventricle  directly  into  the 
aorta  and  very  little  mixing  with  blood  from  the 
right  ventricular  chamber. 

In  tetralogy  of  Fallot  the  patient  commonly  does 
not  present  symptoms  of  cyanosis  at  birth,  but 
rather  it  appears  as  though  there  is  only  a large 
ventriculoseptal  defect;  after  six  months  of  age 
sufficient  pulmonary  stenosis  may  develop  so  that 
the  blood  flow  to  the  lungs  is  reduced,  and  a right- 
to-left  shunt  develops. 

I believe  that  our  patient,  who  was  cyanotic 
from  birth,  had  something  more  than  merely  a 
septal  defect  alone. 

Clinical  diagnoses 

1.  Congenital  heart  disease;  ? Truncus  arteri- 
osus; ? Eisenmenger’s  complex;  possible  bacterial 
endocarditis  or  endaortitis 

2.  Brain  abscess  or  abscesses,  left  frontal  lobe, 
associated  with  congenital  heart  disease  and/or 
bacterial  endocarditis  or  endaortitis 

Dr.  Cheng’s  diagnoses 

1 . Cyanotic  congenital  heart  disease;  Taussig- 
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FIGURE  4.  Hypertrophied  globular  heart  showing  com- 
mon truncus  and  origin  of  small  pulmonary  artery. 

Bing  malformation  (aorta  in  posterior  position, 
pulmonary  artery  in  anterior  position , overriding 
an  intraventricular  septal  defect  with  pulmonary 
hypertension) 

2.  Terminal  brain  abscess  or  abscesses,  secon- 
dary to  cyanotic  congenital  heart  disease 

Pathologic  discussion 

Dr.  Flynn:  I would  like  to  review  the  cinean- 

giographic  findings  which  I had  previously  with- 
held from  Dr.  Cheng. 

Fifty  cc.  of  diatrizoate  (Hvpaque)  were  injected 
directly  into  the  right  ventricle  and  demonstrated 
a common  origin  of  the  aorta  and  pulmonary  trunk 
from  the  right  ventricle,  together  with  a high  ven- 
triculoseptal  defect.  The  dye  passed  from  the 
right  ventricle  into  the  left.  The  aorta  and  pulmo- 
nary artery  shadows  appeared  to  be  almost  super- 
imposed, there  was  regurgitation  of  dye  from  the 
aorta  into  the  ventricle,  the  pulmonary  trunk  and 
branches  were  less  well  visualized  than  the  aorta 
suggesting  a smaller  blood  flow,  and  there  was  no 
pulmonary  stenosis. 

Solange  Abu-Nassar,  M.D.:  The  heart  was 

globular,  enlarged,  and  twice  normal  in  weight 
(Fig.  4).  The  auricles  and  atria  were  moderately 
dilated,  and  the  tricuspid  and  mitral  valves  were 
normal.  The  superior  and  inferior  venae  cavae, 
coronary  sinus,  and  pulmonary  veins  entered  the 
heart  in  the  usual  manner.  The  right  ventricle 
was  hypertrophied,  moderately  dilated,  and  equal 
in  thickness  near  the  base  to  that  of  the  left  ventri- 
cle (Fig.  5).  The  trabeculae  carneae  cordis  and 


FIGURE  5.  Interior  of  right  ventricle  showing  thickening  of 
wall  and  marked  hypertrophy  of  trabeculae  carnae. 

papillary  muscles  in  both  ventricles  were  hypertro- 
phied; the  contour  of  the  right  ventricle  was  a mir- 
ror image  of  the  left.  A high  interventricular  sep- 
tal defect  measured  2 by  1.8  cm.  The  outflow 
tract  consisted  of  but  one  large  arterial  trunk  with 
no  remnant  of  the  pulmonary  artery.  This  single 
vessel  overrode  the  interventricular  septal  defect 
and  appeared  to  arise  equally  from  both  ventricles. 
The  truncus  had  four  semilunar  cusps;  the  pulmo- 
nary artery  took  its  origin  from  the  dorsal  aspect 
of  the  truncus,  about  1 cm.  above  the  valve  ring, 
and  immediately  branched  into  the  right  and  left 
pulmonary  arteries  (Fig.  6).  The  coronary  arteries 
arose  from  the  common  trunk  and  followed  normal 
anatomic  patterns.  The  truncus  then  continued 
as  the  aorta  in  the  usual  manner  with  the  arch  to 
the  left  and  with  the  usual  main  aortic  branches. 
By  definition  then  this  was  a persistent  truncus  ar- 
teriosus type  1 which  is  the  most  common  tvpe 
(Fig.  3). 

In  the  early  weeks  of  embryonic  development 
when  the  heart  is  a tubular  organ,  the  growth  of 
septa  gradually  divides  the  atria  and  ventricles 
into  right  and  left  chambers;  the  growth  of  the  en- 
docardial cushion  separates  the  atria  from  the  ven- 
tricles. At  the  same  time,  opposing  truncoconal 
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FIGURE  6.  (A)  Root  of  common  truncus,  anatomic  details  as  per  diagram.  (B)  Numerals  1 to  4 indicate  valve  cusps;  nu- 

meral 5,  upper  edge  of  interventricular  septum  forming  lower  margin  of  intravenous  septal  defect;  numerals  6 and  7,  ostia 
of  coronary  arteries;  numeral  8,  orifice  of  main  pulmonary  artery. 


ridges  appear  that  will  ultimately  divide  the  single 
truncus  into  aorta  and  pulmonary  artery,  so  that  a 
defect  in  these  ridges  is  responsible  for  the  persis- 
tence of  the  truncus.  The  closure  of  the  upper 
part  of  the  muscular  interventricular  septum  re- 
quires growth  from  three  directions;  (1)  upward 
from  the  crest  of  the  ventricular  septum;  (2)  down- 
ward from  the  truncoconal  ridges;  and  (3)  from  the 
endocardial  cushion.  In  the  absence  of  the  ridge 
separating  the  aorta  and  the  pulmonary  artery  the 
interventricular  septum  will  not  close  completely, 
so  that  ventricular  septal  defects  (VSD)  necessari- 
ly result  in  persistent  truncus.3-6  Cases  of  persis- 
tent truncus  arteriosus  without  ventricular  septal 
defects  are  extremely  rare;  the  literature  reports 
only  2 such  cases.7 

Among  the  other  variants  of  truncus  arteriosus, 
type  II  is  characterized  by  the  presence  of  two  pul- 
monary arteries  which  arise  close  together  from 
the  dorsal  aspect  of  the  truncus;  in  type  III  these 
arteries  arise  one  from  each  side  of  the  truncus, 
and  sometimes  one  is  absent.  In  type  IV  no  actual 
pulmonary  arteries  per  se  are  present,  hut  rather 
two  or  more  bronchial  arteries  of  varying  size  arise 
from  the  descending  aorta  (Fig.  3).  These  four 
types  of  truncus  represent  stages  of  arrested  devel- 
opment of  the  aortic  arches,  type  IV  being  due  to 
early  malformation  and  type  I being  secondary  to 
later  interference  with  development.  Other  varia- 
tions can  occur  including  a right  aortic  arch,  a dou- 
ble aortic  arch,  or  interruption  of  the  arch  in  the 
aorta.3  ' Clinically,  types  I,  II,  and  III  are  indis- 
tinguishable, one  from  the  other;  type  IV  is  indis- 
tinguishable clinically  from  tetralogy  of  Fallot 
with  pulmonary  atresia.8  Cyanosis  occurs  most 
prominently  in  type  IV,  especially  when  the  bron- 
chial arteries  are  small.  Types  II  and  IV  have  the 


best  prognosis;  when  the  amount  of  blood  reaching 
the  lungs  is  too  much  or  too  little,  however,  the 
prognosis  is  generally  poor  and  is  also  related  to 
the  degree  of  vascular  resistance  which  develops  in 
the  lung.  As  Dr.  Cheng  mentioned,  a high  resis- 
tance tends  to  protect  the  lungs  from  overflooding. 
When  there  is  excessive  blood  flow  to  the  lungs, 
death  occurs  usually  prior  to  six  months  of  age; 
less  than  10  per  cent  survive  up  to  age  twenty,3 
and  I have  been  unable  to  find  a case  of  persistent 
truncus  arteriosus  of  any  of  the  four  main  types 
who  survived  to  the  age  of  our  patient.  The  lon- 
gest surviving  patient  I have  been  able  to  find  in 
the  literature  reached  the  age  of  thirty-six  years 
and  two  months.9 

Truncus  arteriosus  usually  arises  from  both  ven- 
tricles superior  to  a ventricular  septal  defect;  occa- 
sionally it  arises  from  the  right  ventricle  and  less 
often  from  the  left  ventricle  alone.3  The  total  cir- 
cumference of  the  truncus  is  commonly  that  of  the 
aorta  or  of  the  pulmonary  artery  but  never  to  the 
sum  of  the  two.  In  the  majority  of  cases  the  valve 
cusps  are  three  in  number;  but  when  four  cusps  are 
present,  as  in  this  case,  all  such  cases  have  been  re- 
ported to  be  type  I truncus.3  Some  of  the  cusps  in 
the  present  case  had  irregular  thickenings  and  oc- 
casional fibrous  nodules,  small  perforations,  and 
hair-like  projections;  these  may  represent  the  end 
result  of  a nonbacterial  thrombotic  accumulation 
of  vegetations  which  can  occur  in  50  per  cent  of 
children  with  congenital  heart  disease  or  may  rep- 
resent Lambl’s  excrescences.10  A valve  that  has 
more  than  three  cusps  often  gives  rise  to  a murmur 
of  regurgitation. 1 1 1 3 

In  persistent  truncus  arteriosus  the  most  com- 
mon number  of  coronary  arteries  is  two,  as  we 
have  normally  and  as  we  have  in  this  case. 
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It  is  not  unusual  to  find  an  intact  myocardium 
in  truncus  arteriosus;  in  fact,  only  about  10  per 
cent  of  cases  are  reported  to  have  myocardial  le- 
sions.14 In  this  case  microscopically  it  was  hard  to 
find  evidence  of  ischemic  changes,  old  or  new,  and 
at  most  they  were  patchy  and  minute.  In  congeni- 
tal heart  disease  myocardial  ischemic  changes  are 
more  common  with  diminished  quantities  of 
blood,  even  though  well  oxygenated,  rather  than 
large  amounts  of  less  well-oxygenated  blood. 

This  patient  showed  evidences  of  pulmonary  hy- 
pertension with  arteriosclerotic  plaques  in  the 
major  pulmonary  arteries;  the  smaller  pulmonary 
arteries  and  arterioles  were  either  normal,  slightly 
arteriosclerotic,  or  almost  completely  obliterated 
by  sclerosis.  The  lungs  were  moderately  congest- 
ed and  showed  areas  of  recent  hemorrhage  togeth- 
er with  a terminal  pneumonia  which  appeared  to 
be  healing. 

The  thyroid  gland  showed  acute  inflammation 
extending  from  the  tracheostomy  incision  with 
many  gram-negative  bacilli  and  masses  of  fungi 
compatible  with  Candida. 

The  brain  showed  edema  of  the  left  cerebral 
hemisphere,  and  in  the  left  frontal  lobe  there  were 
three  nearly  Confluent  hemorrhagic  cystic  ab- 
scesses up  to  3 cm.  in  diameter.  The  abscesses, 
however,  did  not  contain  visible  bacteria,  fungi,  or 
other  organisms.  The  only  obvious  sources  of 
metastatic  infection  to  the  brain  were  the  trache- 
ostomy site  and  the  pneumonic  process,  but  the 
cerebral  abscess  had  been  present  long  before  the 
tracheostomy.  Often,  in  congenital  heart  disease 
when  signs  of  cerebral  abscess  appear,  the  original 
focus  of  infection  has  already  disappeared.  The 
compensatory  polycythemia  which  occurs  in  cya- 
notic congenital  heart  disease  tends  to  slow  the  ce- 
rebral circulation  and  encourages  bacterial  growth 
in  the  presence  of  a transient  bacteremia.15-16 

Other  autopsy  findings  include  chronic  passive 
congestion  of  the  liver  and  superficial  ulcerations 
of  the  stomach. 

In  summary  this  is  a case  of  persistent  type  I 
truncus  arteriosus  with  four  valve  cusps,  a ventric- 
ular septal  defect,  hypertrophy  and  dilatation  of 
the  heart,  pulmonary  arteriosclerosis,  and  a termi- 
nal cerebral  abscess.  Survival  to  age  thirty-nine 
of  a patient  with  type  I truncus  arteriosus  makes 
this  a unique  case,  probably  related  to  the  small 
size  of  the  main  pulmonary  arterial  orifice  from 
the  time  of  birth  onward. 

Dr.  Yormak:  Are  specific  areas  of  the  lungs 

likely  to  be  protected  in  this  situation? 

Dr.  Abu-Nassar:  The  atherosclerotic  process 
in  this  case  varies  in  degree  in  different  locations 
but  was  found  in  all  lobes  of  the  lung&.  If  the 
brain  abscess  had  not  developed,  it  is  quite  possi- 
ble that  the  pulmonary  vascular  disease  would  still 
have  permitted  him  to  survive  for  a few  years  at 
least. 

Dr.  Moumgis:  Is  it  possible  that  there  was  a 


bronchial  artery  component  in  the  pulmonary 
blood  supply  which  in  some  way  might  have  pro- 
tected the  lung? 

Dr.  Abu-Nassar:  I would  have  seen  some  evi- 
dence of  enlarged  bronchial  arteries  when  I opened 
the  aorta  dorsally,  but  I did  not. 

Dr.  Flynn:  Could  one  say  that  the  pulmonary 
artery  was  small  to  begin  with  in  early  life,  and 
this  by  itself  might  have  cut  down  the  flow  to  the 
lungs  over  a long  period  of  years? 

Dr.  Cheng:  My  guess  would  be  that  the  small- 
sized pulmonary  artery  was  secondary  to  the  small 
flow  in  the  truncus  arteriosus.  It  is  hard  to  under- 
stand why  the  blood  coming  into  a single  trunk 
should  preferentially  go  to  the  aorta  and  result  in 
its  enlargement,  yet  leave  the  pulmonary  artery  so 
small.  Perhaps  the  resistance  in  the  lungs  was 
higher  than  in  the  aorta  and  this  determined  how 
much  flow  would  go  into  the  lung  and  how  much 
would  go  into  the  arterial  systemic  circulation. 

Final  diagnoses 

1.  Congenital  heart  disease 

A.  Persistent  truncus  arteriosus,  type  I, 
arising  from  both  ventricles,  with  sin- 
gle pulmonary  artery  arising  from  the 
truncus 

B.  High  membranous  ventricular  septal 
defect 

C.  Hypertrophy  and  dilatation  of  the 
heart 

D.  Mild  patchy  myocardial  fibrosis 

2.  Pulmonary  defects 

A.  Atherosclerosis  of  the  pulmonary  ar- 
teries, mild  to  moderate 

B.  Bilateral  mild  patchy  pulmonary  fi- 
brosis 

C.  Marked  chronic  passive  congestion 
of  the  lungs  with  recent  focal  hemor- 
rhages 

3.  Status  post  left  frontal  craniotomy  for  ab- 
scess of  the  left  frontal  lobe  of  the  brain 

4.  Chronic  passive  congestion  of  the  liver 

5.  Status  post-tracheostomy,  with  acute  tra- 
cheitis with  abscess  formation  (bacterial  and  fun- 
gal), involving  the  tracheostomy  site  and  adja- 
cent thyroid  gland 

6.  Acute  superficial  ulcers  of  the  stomach 
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Symposium  Chairman,  Ronald  L.  Krome,  M.D.,  has 
defined  the  purpose  of  the  Symposium  as  being  an  at- 
tempt to  provide  an  overview  of  the  “environment” 
within  which  emergency  medicine  is  currently  being 
practiced.  Theme  for  the  Symposium  is  “Current 
Trends  in  Health  Care.” 

Persons  interested  in  the  symposium  should  write 
The  American  College  of  Emergency  physicians,  241  E. 
Saginaw,  East  Lansing,  Michigan  48823  or  telephone 
517-332-6541  for  registration  information. 
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From  the  Department  of  Pediatrics.  University  of  California  at 
Los  Angeles 

The  nephrotic  syndrome  occurring  simultaneous- 
ly in  members  of  the  same  family  is  not  com- 
mon.1-3 When  it  occurs  there  is  frequent  associa- 
tion with  poststreptococcal  or  other  infectious  dis- 
ease, exposure  to  toxins,  or  a form  of  infantile  ne- 
phrosis. This  report  describes  clinical,  immuno- 
logic, morphologic,  immunohistologic,  and  toxi- 
cologic studies  on  2 siblings  who  developed  the 
nephrotic  syndrome  simultaneously,  following  the 
occurrence  of  the  disease  in  the  family  dog.  The 
nephrotic  syndrome  in  these  patients  was  accom- 
panied by  elevated  serum  and  urinary  mercury 
levels  in  the  patients  and  family  members. 

Case  reports 

Case  1.  A thirteen-year-old  Caucasian  female 
was  admitted  to  the  UCLA  (University  of  Califor- 
nia at  Los  Angeles)  Medical  Center  for  Health 
Sciences  on  February  23,  1971,  with  the  nephrotic 
syndrome.  She  was  well  until  twenty-two  days 
prior  to  admission  when  she  and  her  sister  both 
developed  anasarca,  proteinuria,  oliguria,  hypo- 

* Supported  in  part  by  a Grant  in  Aid  from  the  American 
Heart  Association  and  the  Southern  California  Kidney  Foun- 
dation. 

t Present  address:  Associate  Professor  of  Pediatrics  (Head, 

Division  of  Nephrology)  and  Medicine  (Division  of  Clinical 
Immunology),  The  H.  F.  Stolinsky  Research  Laboratories,  De- 
partment of  Pediatrics,  University  of  Colorado  Medical  Cen- 
ter, 4200  Hast  Ninth  Avenue,  Denver,  Colorado 80220. 


proteinemia,  and  hypercholesterolemia.  She  was 
treated  at  a community  hospital  in  Las  Vegas, 
Nevada,  with  prednisone,  2 mg.  per  kilogram 
daily,  and  diuretics.  Because  of  persistence  of 
symptoms,  she  and  her  sibling  were  transferred  to 
the  UCLA  Medical  Center. 

The  family  dog  had  a history  of  recurrent  hema- 
turia, proteinuria,  and  edema  since  1969  and  was 
treated  with  tetracvline  and  prednisone  intermit- 
tently. The  last  episode  was  two  months  prior  to 
the  onset  of  disease  in  the  children. 

There  was  no  antecedent  history  of  streptococ- 
cal infection  or  febrile  illness,  and  throat  cultures 
and  antistreptolysin  O (ASO)  titers  performed 
prior  to  admission  to  UCLA  were  normal.  Re- 
peated Leptospira  agglutination  titers  on  the  dog 
were  normal. 

On  admission  to  the  UCLA  Medical  Center  the 
patient  was  edematous.  Blood  pressure  was  100/ 
60  mm.  Hg,  pulse  rate  was  88  per  minute,  respira- 
tory rate  was  20  per  minute,  and  temperature  was 
37°C. 

The  liver  was  slightly  enlarged.  Physical  exam- 
ination was  otherwise  normal. 

The  laboratory  studies  are  summarized  in  Table 
I.  The  patient  was  able  to  acidify  and  concen- 
trate urine.  Glomerular  filtration  rate  was  nor- 
mal. Liver  function  findings  were  abnormal,  and 
serum  Ig  (immunoglobulin)  levels  were  decreased. 
All  study  results  for  infectious  agents  were  nega- 
tive. Amino  acid  chromatographic  finding  was 
normal.  Ferric  chloride  and  dinitrophenylhydra- 
zine  test  results  were  negative.  LJrine  levels  of 
arsenic  and  lead  were  repeatedly  normal.  Urine- 
mercury  levels  on  the  patient,  sibling,  and  other 
family  members  are  summarized  in  Table  II.  Ra- 
diologic examination  of  the  chest  and  kidneys 
gave  normal  results.  Electrocardiogram  findings 
were  repeatedly  normal. 

Percutaneous  renal  biopsy  was  performed  on 
February  25,  1971,  twenty-four  days  after  the 
onset  of  symptoms.  Light  microscopy  showed 
slight  hyaline  thickening  of  Bowman’s  capsule, 
focal  mesangial  hypercellularity  with  fibrinoid 
change,  and  patchy  glomerular  basement  mem- 
brane thickening.  There  was  slight  dilation  and 
vacuolation  of  the  proximal  tubules,  and  protein 
droplets  were  noted  in  the  tubules.  Immunohis- 
tologic studies  utilizing  fluorescein  isothiocyanate 
(FITC)  conjugated  rabbit  antisera  to  human  IgG, 
IgM,  C3  component  of  complement,  and  fibrino- 
gen showed  negative  findings. 
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TABLE  I.  Laboratory  data  on  patients 


Data  Case  1 Case  2 


Urine 


urine 

Specific  gravity 

1.016 

1.020 

YVhite  blood  cell  count  (high  power  field) 

3 to  10 

1 to  3 

Red  blood  cell  count  (high  power  field) 

1 to  2 

0 

Glucose  (qualitative) 

negative 

negative 

pH 

6 

6 

Culture 

Routine 

negative 

negative 

Leptospira 

negative 

negative 

Coxsackie  B Virus 

negative 

negative 

Echo  virus 

negative 

negative 

Cytomegalic  inclusion  disease  virus 

negative 

negative 

Protein  grams  per  twenty-four  hours 

3.8 

3.6 

Creatine  clearance 

135 

120 

(.cubic  centimeter  per  millimeter  per  1.73  square  millimeters) 
Serum 

Protein  grams  per  100  ml. 

3.5 

3.8 

Albumin  grams  per  100  ml. 

1.5 

0.8 

Globulin  grams  per  100  ml. 

2.0 

3.0 

Cholesterol  milligrams  per  100  ml. 

441 

476 

Creatinine  milligrams  per  100  ml. 

0.8 

0.7 

Serology 

Antistreptolysin  O titer  X 2 (Todd  units) 

50,  50 

125,  50 

Antihyaluronidase  titer  normal  > 128 

32,  32 

32,  32 

Leptospira  agglutination  5 species  X 3 

negative 

negative 

Coxsackie  B virus  titers 

negative 

negative 

Echo  virus  titers 

negative 

negative 

Liver  function , 

Amylase  (normal  60  to  180  mg.  per  100  ml.) 

97 

77 

Total  bilirubin  milligrams  per  100  ml. 

1.2 

0.8 

Direct  bilirubin 

0.5 

0.02 

Lactic  dehydrogenase  (normal  100  to  250) 

600 

1,010 

Serum  glutanic  oxaloacetic  acid  (normal  10  to  40  units) 

134 

92 

Serum  pyruvic  transaminase  (normal  3 to  5 karmen  units) 

728 

267 

Immunologic  (serum)  (milligrams  per  100  ml.) 

IgG 

420 

302 

IgM 

233 

215 

IgA 

134 

58 

/31C  (normal  140  to  195) 

190 

110 

Total  hemolytic  complement  (normal  20  to  25  hyperemia  units) 

22 

22 

Antinuclear  antibody 

negative 

negative 

TABLE  II.  Urinary  mercury  levels  in  patients  and  relatives* 


Subject 

Quantitative  Urinary 
Mercury  Levels  in  Micrograms 
per  Twenty-Four  Hours f 

Case  1 

160 

Case  2 

70 

Mother 

109 

Father 

105 

Sibling  A 

56 

Sibling  B 

63 

* Normal  = 10  micrograms  per  twenty-four  hours  (based  on  several 
hundred  determinations  on  normal  patients  and  patients  with  renal 
disease  of  known  etiology). 

t None  of  the  subjects  had  mercurial  diuretic  therapy  or  other  mercu- 
rials at  the  time  of  the  study  (A  and  B are  2 other  siblings  of  Case  1 and 
2). 

Diuretic  and  corticosteroid  therapy  were  contin- 
ued, and  the  patient  experienced  diuresis  and  be- 
came protein  free  eighteen  days  after  admission  to 
UCLA.  The  patient  has  remained  edema  free 
and  protein  free. 

Case  2.  A nine-year-old  Caucasian  female  was 


admitted  to  UCLA  Medical  Center  with  her  sib- 
ling (Case  1)  on  February  23,  1971,  because  of 
persistent  nephrotic  syndrome  which  she  devel- 
oped simultaneously  with  her  sister.  After  receiv- 
ing similar  therapy,  corticosteroids  and  diuretics, 
in  Las  Vagas,  Nevada,  she  was  transferred  to 
UCLA  Medical  Center  because  of  persistence  of 
symptoms. 

On  admission  she  was  edematous,  blood  pres- 
sure was  100/60  mm.  Hg.  pulse  rate  was  88  per 
minute,  respirations  24  per  minute,  and  tempera- 
ture was  37°C.  Physical  examination  was  other- 
wise normal.  As  in  Case  1,  no  history  of  febrile 
illness,  streptococcal  or  other  infectious  disease,  or 
exposure  to  toxins  could  be  obtained. 

The  laboratory  studies  are  summarized  in  Table 

I.  Amino  acid  chromatography  and  ferric  chlo- 
ride and  dinitrophenylhydrazine  test  results  were 
normal  as  were  urinary  arsenic  and  lead  levels. 
Urinary  mercury  levels  are  summarized  in  Table 

II.  A liver  scan  showed  marked  hepatomegaly. 

A percutaneous  renal  biopsy  performed  twenty- 
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four  days  after  the  onset  of  symptoms  showed 
patchy  basement  membrane  thickening  and  nor- 
mal tubules.  Immunohistologic  study  findings 
were  negative.  Diuretic  and  corticosteroid  thera- 
py was  continued.  During  hospitalization  she  de- 
veloped pleural  effusion,  marked  hepatomegaly, 
and  liver-function  study  results  were  abnormal. 
Twenty  days  after  the  onset  of  therapy  the  pa- 
tient experienced  diuresis  and  became  protein 
free.  She  has  remained  in  good  health. 

Six  months  following  the  onset  of  illness,  uri- 
nary mercury  levels  were  normal  in  all  family 
members. 

Comment 

The  simultaneous  occurrence  of  nephrotic  syn- 
drome in  siblings  may  be  an  incidental  observa- 
tion. The  age  group  of  the  patients  described  and 
the  morphologic  and  immunohistologic  findings 
are  consistent  with  lipoid  nephrosis.4  however,  in 
view  of  the  paucity  of  documentation  of  such  ob- 
servations and  the  unusually  long  period  of  time 
required  to  induce  diuresis  with  conventional 
therapy,  other  causes  of  the  nephrotic  syndrome 
have  to  be  considered. 

Poststreptococcal  glomerulonephritis  and  acute 
glomerulonephritis  following  infections  with  other 
infectious  agents  may  occur  in  epidemic  forms, 
may  affect  several  members  of  the  same  family, 
and  may  be  accompanied  by  the  nephrotic  syn- 
drome.5 9 Also  chronic  infections  may  be  accom- 
panied by  nephritis  and  the  nephrotic  syndrome.10 
However,  these  acute  and  chronic  infectious  ne- 
phritides  are  accompanied  by  glomerular  localiza- 
tion of  immunoglobulins.  Also,  there  is  no  history 
or  laboratory  data  suggesting  streptococcus,  Cox- 
sackie  B virus,  Brucella,  malaria,  or  syphilis  in 
these  patients.  The  history  of  nephritis  in  the 
dog  suggests  the  possibility  of  leptospirosis,  but 
this  was  not  confirmed  by  repeated  laboratory 
studies. 

The  syndrome  of  diffuse  familial  nephropat  hy  is 
very  rarely  accompanied  by  the  nephrotic  syn- 
drome, and  these  patients  had  neither  the  family 
history  nor  clinical  stigmata  of  this  disease.11 
Congenital  nephrotic  syndrome,  familial  ne- 
phrotic syndrome,  and  infantile  nephrosis,  all 
present  at  an  earlier  age,  have  a poor  prognosis 
and  are  resistant  to  steroid  therapy.12  Malignant 
diseases  may  occur  in  families  and  be  accompa- 
nied by  the  nephrotic  syndrome;  however  there  is 
no  evidence  of  such  in  these  patients. 

The  possibility  of  exposure  to  toxins  should  be 
entertained  when  members  of  a household  simul- 
taneously develop  nephrotic  syndrome.  The  high 
urinary  mercury  levels  in  the  patients  and  family 
members  suggest  the  possibility  of  nephrosis  sec- 
ondary to  mercury  exposure.  This  is  further  em- 
phasized by  t he  fact  that  mercury  levels  were  ob- 
tained late  in  the  course  of  the  disease.  One  may 


speculate  that  the  dog  was  more  susceptible, 
hence  the  earlier  development  of  nephrosis  in  the 
animal. 

The  effects  of  mercury  on  the  kidney  are  well 
summarized  by  Kazantzis.13  Renal  lesions  de- 
scribed include  proximal  tubular  nephropathy  and 
Fanconi  syndrome  due  to  mercurial  diuretics,  cal- 
omel, and  ammoniated  mercury  ointment;  hyper- 
cellular  glomerulonephritis  due  to  mercurial  tee- 
thing powders,  ammoniated  mercury  ointment, 
and  mercury  paint  additives;  albuminuria  and 
basement  membrane  thickening  due  to  inorganic 
or  phenyl  mercuries;  and  nephrotic  syndrome 
from  seed  disinfectant.14-17 

Jacobs,  Ladd,  and  Goldwater18  have  clarified 
much  of  the  ignorance  surrounding  the  signifi- 
cance of  mercury  in  the  urine.  In  a study  of  1,000 
samples  of  normal  subjects  from  15  countries  with 
no  known  exposure,  they  found  that  95  per  cent 
had  levels  of  0 to  20  micrograms  per  liter  and  the 
highest  level  was  220  micrograms  per  liter.  There 
is  a great  variability  between  symptomatic  and 
asymptomatic  daily  levels.  The  variety  of  symp- 
tomatology observed  with  inorganic  and  organic 
mercury  compounds  adds  to  the  dilemma. 

The  levels  of  mercury  in  the  urine  of  our  2 pa- 
tients are  higher  than  those  of  well  documented 
mercurial  nephrosis  in  our  other  patients  and 
compatible  with  several  reported  cases.  Although 
a source  of  mercury  exposure  could  not  be  ob- 
tained, the  elevated  levels  (normal  values  based 
on  several  hundred  determinations  on  normal  in- 
dividuals and  patients  with  renal  disease  from 
known  causes)  suggest  that  mercurial  nephrosis  is 
a likely  possibility  in  these  cases.  The  morpho- 
logic alterations  and  clinical  course  are  not  in- 
consistent with  the  reported  literature.  Immuno- 
histologic studies  have  not  previously  been  re- 
ported; however  we  have  performed  immunofluo- 
rescent  studies  on  renal  biopsies  of  3 other  pa- 
tients with  well-documented  mercurial  nephrosis 
and  found  the  results  to  be  negat  ive. 

The  liver  damage  and  decreased  immunoglobu- 
lin levels  in  these  patients  are  more  likely  due  to 
the  nephrotic  syndrome  than  direct  toxicity  of 
mercury. 

The  physician  should  be  aware  of  numerous 
sources  of  inorganic  mercury  salts  and  vapors, 
(such  as  in  chemicals,  drugs,  paper,  and  chloride 
production)  and  organic  mercury  compounds, 
which  are  used  in  the  chemical  industry,  agricul- 
tural fungicides,  electrical  equipment,  and  found 
in  fish,  since  ease  of  absorption,  transport  in  the 
body,  and  distribution  of  these  substances  in  a va- 
riety of  tissues  may  lead  to  diseases  of  numerous 
organs. 

We  cannot  conclude  that  mercury  was  the  cause 
of  the  nephrotic  syndrome  in  these  patients. 
Mercury  has  not  been  shown  to  be  associated 
with  the  nephrotic  syndrome  in  experimental  ani- 
mals, and  the  mechanism  hy  which  mercury  caus- 
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es  the  nephrotic  syndrome  in  man  is  not  known. 
However  the  unusual  circumstances  and  the  ele- 
vated mercury  levels  arouse  enough  suspicion  to 
cause  the  physician  to  search  for  similar  associa- 
tions even  though  the  role  played  by  mercury  is 
unproved.  It  is  of  interest  also  that,  in  the  large 
surveys  performed  around  the  world,  urine-mercu- 
iy  levels  are  not  detectable  in  primitive  cultures. 
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public  at  the  appropriate  levels  of  review. 

The  project  will  include  definitive  analyses  and 
planning  for  the  adding  of  ambulatory  care  re- 
view, including  the  monitoring  of  drug  prescrib- 
ing. The  results  will  be  promptly  and  widely  dis- 
tributed for  use  by  other  PSROs  still  in  the  devel- 
opment stage. 


February  1974  / New  York  State  Journal  of  Medicine  397 


Psychotherapy  Prior 
to  Open-Heart 
Surgery 


ALLEN  REICHMAN,  M.D. 

Mineola,  New  York 

Former  Chief  Psychiatrist,  Institute  for  the  Crippled  and  Disabled, 
New  York,  New  York 


In  recent  years,  the  medical  community  has  wit- 
nessed a dramatic  acceleration  of  progress  in  surgi- 
cal techniques.  As  more  definitive  and  far-reach- 
ing procedures  are  successfully  undertaken,  a 
greater  number  of  patients  are  accepted  for  sur- 
gery. An  outgrowth  of  this  process  has  been  the 
increasing  awareness  of  psychiatric  complications 
associated  with  surgery.  Nowhere  is  this  more  rel- 
evant than  in  open-heart  surgery. 

However,  a review  of  the  literature  reveals  that 
most  emphasis  has  been  placed  on  the  complica- 
tions brought  about  by,  or  becoming  evident  fol- 
lowing, surgery.  Little  attention  has  been  given 
preexisting  psychic  variables  and  their  potential 
influence  on  the  outcome  of  surgery.  The  case  de- 
scribed here  demonstrates  the  effectiveness  of  psy- 
chotherapy before  open-heart  surgery. 

Kornfeld,  Zimberg,  and  Malm1  reported  a psy- 
chosis of  an  acute  organic  variety,  clinically  resem- 
bling the  syndrome  evident  in  sensory  and  sleep- 
deprivation  experiments,  in  38  per  cent  of  99  pa- 
tients who  had  undergone  open-heart  surgery.  Al- 
though they  note  that  anxiety  is  an  important  fac- 
tor in  reactions  to  sensory  deprivation,  such  as 
that  experienced  in  an  open-heart  recovery  room, 
they  concluded  that  the  major  factor  contributing 
to  postoperative  psychosis  was  the  environment. 

Egerton  and  Kay2  found  that  25  of  60  patients 
who  underwent  open-heart  surgery  experienced 
delirium,  including  impairment  of  consciousness 
with  motor  restlessness,  disordered  thinking,  and 
sensory  disturbances.  Visual  and  auditory  illu- 
sions, hallucinations,  and  disorientation  were  fre- 
quent and  some  patients  exhibited  obvious  para- 
noid ideation. 

Stressful  personal  problems,  not  directly  related 
to  hospitalization  or  to  surgery,  existed  in  60  per 
cent  of  the  patients  suffering  delirium,  but  in  only 


6 per  cent  of  the  nondelirious  patients.  It  was 
concluded  that  apparently  the  patient  with  a pre- 
disposition toward  developing  delirium  following 
surgery  is  one  with  a family  history  of  schizophre- 
nia, lacking  secure  emotional  relationships,  in- 
volved with  serious  personal  problems,  or  with 
previous  brain  damage.  However,  having  de- 
scribed these  predisposing  factors,  these  authors 
also  concluded  that  the  recovery  room  situation 
was  largely  responsible  for  the  production  of  delir- 
ium. 

The  research  of  Kennedy  and  Bakst,3  however, 
emphasized  the  preoperative  state  of  their  subjects 
as  a significant  determinant  of  reactions  to  surgery 
and  to  postoperative  psychologic  disturbances. 
They  divided  a group  of  136  open-heart  surgical 
candidates  into  6 psychodynamic  categories  as  to 
those  who: 

1.  Recognize  the  risks  of  surgery  but  want  to  get 
well. 

2.  Are  addicted  to  a “disease-dependent”  life; 
often  refuse  surgery. 

3.  Have  a conflict  between  the  desire  to  recover 
and  the  dread  of  surgery  and  helplessness. 

4.  Have  a conflict  between  the  freedom  of  recov- 
ery and  the  relinquishing  of  the  secondary  gain  of  ill- 
ness. 

5.  “Sanction  suicide,”  the  wish  to  die  being  great- 
er than  the  fear  of  surgery. 

6.  Have  a primary  illness  that  is  of  psychiatric  ori- 
gin. 

Each  group  was  followed  pre-  and  postopera- 
tively,  and  medical  and  psychiatric  complications 
were  noted. 

The  greatest  number  of  patients  fell  into  the 
third  and  fourth  categories.  Groups  2 and  4 had 
much  higher  mortality  rates,  and  Groups  2,  3,  and 
4 had  more  psychiatric  morbidity  postoperatively 
than  did  the  other  groups.  It  was  concluded  that 
the  emotional  state  of  the  patient  directly  influ- 
ences the  outcome  of  cardiac  surgery.  Therefore, 
psychiatric  intervention  may  improve  the  pros- 
pects for  a favorable  outcome. 

Also  described  was  “somatic  emergency,”  a ther- 
apeutic race  against  time  due  to  the  exigencies  of 
the  cardiac  situation.  The  limitations  of  time  and 
the  more  immediate  and  ultimate  anxiety  present 
in  the  cardiac  patient  make  this  therapy  situation 
quite  different  from  most  psychoanalytically  ori- 
ented therapy  in  which  temporal  factors  are  less 
pressing  or  can  be  avoided. 

The  case  history  presented  here  represents  a 
middle  ground  between  these  two  types  of  therapy 
situations.  Although  time  was  a factor  in  terms  of 
progressive  cardiac  decompensation,  death  was 
not  an  immediate  threat. 

Case  report 

The  patient  was  referred  for  therapy  by  his  car- 
diologist before  any  date  or  surgical  technique  had 
been  decided  on.  Furthermore,  his  cardiac  abnor- 
mality was  a rare  congenital  one  that  had  not  been 
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diagnosed  until  relatively  late  in  life  and  for  which 
no  surgical  approach  was  available  until  recently. 

This  case  history  is  particularly  relevant  since 
the  patient’s  emotional  disturbances  were  among 
the  Kennedy  and  Bakst:<  classifications  that  were 
most  likely  to  experience  postoperative  medical 
and  psychologic  complications.  The  patient  was  a 
twenty-six-year-old  single  man  with  cardiac 
enlargment  and  decompensation  of  such  a degree 
that  surgery  would  be  required  within  two  years. 
The  referring  physician  believed  that  the  patient’s 
emotional  problems  prevented  his  acceptance  of 
surgery  and.  perhaps,  were  interfering  with  his  de- 
sire to  get  well. 

Although  the  patient  had  been  advised  of  a 
heart  murmur  when  he  was  six  years  of  age,  no  di- 
agnosis was  made  until  he  was  thirteen  when,  fol- 
lowing an  attack  of  subacute  bacterial  endocardi- 
tis, a cardiac  catheterization  revealed  a congenital 
condition  known  as  Ebstein’s  malformation.  This 
consists  of  tricuspid  insufficiency  due  to  misplaced 
leaflets,  usually  accompanied  by  a compensatory 
atrial  septal  defect. 

At  the  initial  interview  the  patient  was  visibly 
ill.  In  addition  to  marked  cyanosis,  dyspnea  on 
the  slightest  exertion,  clubbed  fingers,  and  depen- 
dent edema,  he  was  extremely  tense  and  obviously 
depressed.  Following  the  subacute  bacterial  en- 
docarditis when  he  was  thirteen  years  old,  he  had 
become  chronically  cyanotic,  unfortunately  at  a 
point  in  adolescence  when  he  was  particularly  vul- 
nerable to  feelings  of  self-consciousness  because  of 
his  appearance.  Both  the  physical  signs  and  the 
emotional  reactions  had  persisted  until  his  refer- 
ral. 

In  addition  to  a lack  of  confidence  due  to  his 
physical  appearance,  the  patient  expressed  self- 
deprecatory  feelings  by  stating  that  he  was  a bur- 
den on  his  family  and  that  they  would  be  better  off 
without  him.  He  also  related  numerous  unpleas- 
ant memories  of  his  youth,  the  period  during 
which  his  handicap  gradually  had  grown  increas- 
ingly severe. 

One  of  the  most  vivid  and  terrifying  of  these  rec- 
ollections was  overhearing  a conversation  in 
which  an  intern  remarked  that  the  patient  would 
not  live  past  the  age  of  twenty.  Although  well 
past  that  age  when  he  entered  therapy,  the  preced- 
ing year  had  been  a particularly  difficult  one  for 
him,  with  increasing  cardiomegaly,  right-  and  left- 
sided  congestive  failure,  persistent  dyspnea,  and 
polycythemia  requiring  repeated  phlebotomies. 
The  patient  interpreted  these  complications  as  ev- 
idence that  the  gloomy  prophecy  was  being  bela- 
tedly fulfilled. 

The  patient  denied  an  active  interest  iri  suicide, 
but  stated  the  case  clearly  when  he  said,  “If  1 want 
to  kill  myself  I can  go  ahead  and  have  the  opera- 
tion.” His  passive  involvement  with  suicidal 
wishes,  the  inherent  self-fulfilling  and  prophetic 
elements  in  his  illness,  and  his  low  self-esteem 


clearly  made  him  a poor  candidate  for  the  surgery 
necessary  for  him  to  stay  alive. 

As  he  continued  in  therapy,  the  patient  elabo- 
rated his  feelings  about  surgery.  In  addition  to 
the  predictable  fears  of  anesthesia  and  not  surviv- 
ing the  operation,  this  patient  suffered  an  even 
more  compelling  anxiety.  He  dreaded  surviving 
only  to  find  himself  worse  off,  an  invalid,  totally 
dependent  on  his  family.  Furthermore,  he  be- 
lieved he  was  jinxed  and  cited  numerous  examples 
of  catheterizations  and  other  procedures  in  which 
something  “just  happened”  to  go  wrong.  Accord- 
ing to  the  patient,  the  endocarditis  was  misdiag- 
nosed at  first  and,  he  believed,  not  treated  proper- 
ly at  the  outset,  resulting  in  the  cyanosis  and  the 
present  need  for  surgery. 

However,  on  the  positive  side,  there  was  no  evi- 
dence of  schizophrenic  thought  disorder,  and  the 
patient  appeared  motivated  for  therapy  by  a sin- 
cere desire  to  eliminate  the  blocks  that  prevented 
his  acceptance  of  surgery.  In  addition,  he  had 
managed  to  complete  a two-year  business  course  at 
a community  college,  although  he  had  never 
worked. 

The  personal  and  family  history  developed 
readily  and  is  significant.  The  patient  was  the  el- 
dest of  three  siblings;  the  others  were  sisters  one 
and  three  years  younger,  and  free  of  cardiac  abnor- 
mality. When  the  patient  was  four  years  old,  his 
father  died  of  liver  cirrhosis,  not  associated  with 
alcoholism;  he  was  reared  by  his  mother  and  ma- 
ternal grandparents. 

The  mother  was  a high-strung  woman  who,  in 
recent  years,  developed  phobic  tendencies  includ- 
ing fears  of  heights,  crowds,  and  elevators.  Her 
relationship  with  the  patient  had  been  protective 
and  symbiotic,  and  she  used  his  illness  as  a means 
of  keeping  him  infantilized.  The  patient’s  at- 
tempts to  develop  a social  life  met  with  the  moth- 
er’s condemnation  of  his  friends,  particularly  girls. 
Despite  this,  she  often  spoke  of  her  wish  that  he 
would  meet  a nice  girl.  She  herself  was  content  in 
her  role  as  his  caretaker  and  considered  it  part  of 
her  “duty”  to  him  never  to  remarry;  this  contrib- 
uted to  strong  guilt  feelings  in  the  patient.  Re- 
garding the  operation,  she  felt  that  “perhaps  the 
heart  condition  will  get  better  by  itself  and  it 
won’t  be  necessary.” 

The  grandmother,  a domineering  woman  in  her 
mid-seventies,  also  had  a profound  influence  on 
the  patient.  She  was  born  in  a remote  area  of  Fin- 
land in  a culture  that  held  strong  beliefs  in  omens, 
premonitions,  and  superstitions;  she  considered 
herself  something  of  a seeress,  and  had  been  out- 
spoken in  her  distrust  of  physicians.  She  was  con- 
fident that  an  operation  would  bring  about  her 
grandson’s  death.  The  patient  was  impressed  by 
the  accuracy  of  her  earlier  prognostications  and 
was  fearful  of  rejecting  this  one.  The  grandfather, 
a mild-mannered,  passive  individual,  had  been 
content  with  a secondary  role  in  the  family  and 
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was  not  a strong  male  figure  with  whom  the  pa- 
tient could  identify. 

The  elder  of  his  sisters,  now  married,  had  a 
warm,  maternal  relationship  with  the  patient. 
The  other,  a hostile,  somewhat  masculine  girl,  with 
an  active  interest  in  athletics  and  physical  culture, 
appeared  to  have  condemned  the  patient  for  his 
handicap. 

From  the  outset  in  therapy,  the  patient  seemed 
eager  to  establish  a working  relationship  with  a 
male  figure.  He  displayed  increasing  resentment 
toward  the  domineering  women  in  his  family  and 
became  aware  of  his  mother’s  overprotectiveness 
and  its  strongly  symbiotic  element.  Her  restrain- 
ing him,  socially,  for  example,  became  equated 
with  “she  needs  me,”  and  calling  his  girl  friend  a 
“tramp”  was  seen  as  a way  of  controlling  him. 

On  the  other  hand,  he  was  able  to  view  his  own 
rationalization  of  his  needs  to  maintain  this  sym- 
biosis. These  usually  involved  the  excuse  that 
“girls  will  only  turn  me  down  anyway  because  of 
my  cyanosis.”  In  other  areas  he  was  quick  to  use 
his  cardiac  status  to  explain  his  inactivity,  and,  be- 
cause of  its  plausibility,  it  was  difficult  to  get  past 
the  defense  and  get  at  his  underlying  fears  of  sepa- 
ration. As  this  area  came  into  awareness,  the  pa- 
tient was  able  to  see  that  his  fear  was  not  so  much 
that  of  becoming  worse  but  actually  was  related  to 
being  well,  with  all  its  implied  responsibility  and 
independence.  Thus,  as  he  came  to  terms  with  his 
hostility,  an  interesting  phenomenon  took  place; 
his  faith  in  the  omnipotence  of  his  mother  and  the 
omniscience  of  his  grandmother  crumbled. 

As  he  assumed  a more  and  more  active  role,  his 
self-reliance  and  trust  in  his  own  judgment  in- 
creased so  that  he  eventually  was  able  to  say,  “I’m 
tired  of  living  this  way.  I’m  going  to  accept  sur- 
gery in  spite  of  the  risk.”  He  seemed,  for  the  first 
time,  comfortable  in  assuming  this  posture  and 
made  the  decision  for  surgery  despite  the  strong 
protests  of  his  family.  However,  no  attempt  was 
made  by  the  therapist  to  influence  the  patient,  in 
either  direction,  regarding  surgery. 

Once  the  patient  reached  this  decision,  very  lit- 
tle support  seemed  necessary  during  the  two  and 
one-half-month  period  of  preparation  for  the  oper- 
ation. To  be  sure,  the  patient  had  considerable 
apprehension  about  it,  but  he  discussed  it  openly, 
and  the  precarious  indecisions  of  the  suicidal  pa- 
tient became  a realistic  concern  about  the  high 
risk.  Nevertheless,  he  remained  determined,  and 
after  one  year  of  psychotherapy  underwent  a 
three-part  operation:  replacement  of  the  mal- 

aligned  and  insufficient  tricuspid  valve  with  a 
prosthesis;  repair  of  an  interatrial  septal  defect; 
and  pinching-off  of  a dilated,  nonfunctional  por- 
tion of  the  right  ventricle. 

Apparently,  it  was  the  first  time  that  this  com- 
bination of  surgical  procedures  had  been  done  at 
one  time.  In  spite  of  unexpected  difficulties,  a 
ten-hour  operation,  and  the  patient’s  poor  cardiac 


condition,  for  example,  cardiac  shadow  enlarged  to 
75  per  cent  on  the  chest  x-ray,  he  withstood  the 
operation  in  a manner  described  as  miraculous  by 
the  surgical  team.  He  awoke  from  anesthesia  on 
the  way  to  the  recovery  room  and  was  alert  and  re- 
sponsive shortly  afterwards.  A relatively  minor 
cardiac  complication,  a partial  block,  necessitated 
the  insertion  of  a permanent  pacemaker  about  two 
weeks  postoperatively. 

There  were  none  of  the  psychiatric  complica- 
tions following  open-heart  surgery  that  were  noted 
in  the  studies  already  mentioned,  that  is,  disorien- 
tation, agitation  and  depression,  or  paranoid 
thinking.  According  to  the  study  by  Freyhan,  Gi- 
anelli,  and  O’Connell,4  at  St.  Vincent’s  Hospital, 
one  factor  that  shows  high  correlation  with  psychi- 
atric symptoms  is  the  length  of  time  on  the  cardio- 
pulmonary bypass.  The  patient  was  perfused  for 
seven  and  one-half  hours,  three  times  longer  than 
the  average  of  patients  in  their  study  who  devel- 
oped psychiatric  sequelae.  It  may  be  inferred, 
therefore,  that  some  emotional  factors  were  quite 
favorable  at  the  time  of  surgery.  The  patient  was 
followed  psychiatrically  almost  daily  in  the  inten- 
sive care  unit  and  displayed  no  psychiatric  seque- 
lae, although  these  are  frequent,  particularly  fol- 
lowing multiple  procedures  of  this  sort. 

A consideration  of  the  reality  of  this  patient’s 
situation  is  crucial  since  psychotherapy  was  liter- 
ally a matter  of  life  and  death.  Fortunately,  time 
permitted  a more  direct  approach  to  his  conflicts 
than  has  been  evident  in  many  other  cases.  The 
“somatic  emergency”  described  by  Kennedy  and 
Bakst3  did  not  exist  in  the  immediate,  acute  sense 
which  they  noted.  However,  this  patient’s  emo- 
tional problems  included  elements  of  the  psycho- 
dynamic categories  mentioned  in  that  report. 

The  patient  was  an  individual  in  whom  castra- 
tion anxiety  was  prominent  long  before  the  ques- 
tion of  surgery  arose.  Having  lost  his  father  when 
he  was  only  four,  he  became  regent  to  his  clinging, 
demanding  mother.  His  mother,  grandmother, 
and  sister  placed  little  value  on  his  assuming  a 
masculine  role.  Furthermore,  his  cardiac  illness 
compounded  his  position  of  weakness  and  inef- 
fectuality by  imposing  new  limitations  and  rein- 
forcing old  ones. 

It  also  added  a new  dimension  of  the  type  which 
Deutsch5  referred  to  as  organ  cathexis.  She  notes 
that  a residue  of  castration  anxiety,  marked  in  this 
patient,  is  an  anxiety  about  all  the  parts  of  the 
body.  An  organ  that  has  been  diseased  for  a long 
time  becomes  the  focus  of  the  patient’s  psychic  en- 
ergy and  has  a unique  role  in  the  distribution  of 
anxiety.  This  role  determines  how  the  patient  will 
react  to  the  threat  to  t he  organ,  namely  the  opera- 
tion, and  how  the  old  fears  of  castration  will  be 
called  into  play. 

In  this  patient,  a chronic  depressive  process  de- 
veloped, complicated  by  introjection  of  rage 
toward  his  deceased  father  for  leaving  him  prey  to 
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the  stifling  influences  in  his  youth.  There  was 
also  the  rage  he  felt  toward  both  his  parents  for  his 
“compromised  birthright.”  It  is  significant  that 
the  death  of  his  father  occurred  at  a time  when  oe- 
dipal  strivings  were  still  active.  This  ill-timed 
event  helped  to  establish  the  fixation  in  the  sym- 
biotic role  of  “mother’s  confidant”  and  “little 
man.”  In  this  context  it  is  no  surprise  that  sur- 
gery became  a suicidal  equivalent,  almost  accept- 
able to  this  type  of  passive  individual. 

On  the  other  hand,  taking  the  calculated  risk  of 
surgery  represented  the  abandonment  of  the  child- 
hood role,  a striking  out  on  his  own,  despite  the 
strenuous  and  sometimes  threatening  objections  of 
his  mother  and  grandmother.  In  regard  to  the  lat- 
ter, he  was  able  to  relinquish  the  infantile  need  to 
see  her  as  supernatural  or  omnipotent;  this  may 
have  been  a desperate  attempt  at  restitution  of  a 
father  figure.  It  appears,  then,  that  the  therapeu- 
tic relationship,  the  first  consistent  influence 
toward  healthy  male  identification,  was  in  a classi- 
cal sense  the  onset  of  the  resolution  of  the  oedipal 
conflict. 

Exploration  of  this  young  man’s  conflicts  was  a 
crucial  factor  in  his  acceptance  of  surgery  as  well 
as  in  influencing  certain  attitudes  that  seem  to 
have  been  involved  with  its  outcome.  There  ap- 
pears to  be  little  doubt  that  for  this  patient  to 
have  undergone  surgery  in  his  depressed  state 
would  have  been  disastrous.  He  clearly  fitted  into 
the  Kennedy  and  Bakst3  category  that  alluded  to 
surgery  as  “sanctioned  suicide.”  Fortunately,  his 
fear  of  surgery  at  the  time  was  greater  than  his 
wish  to  die.  His  increasing  depression  was  in- 
volved with  the  worsening  of  the  cardiac  status 
and  the  growing  inevitability  of  making  a decision 
of  which  he  was  incapable.  If  he  had  reacted  with 
his  usual  passivity  and  been  influenced  by  his  fam- 
ily to  refuse  surgery,  the  outcome  would  have  been 
fatal  just  as  surely,  although  less  abruptly,  as  it 
would  have  been  had  he  undergone  surgery  during 
his  depressed  state. 

Therapy  afforded  him  the  opportunity  to  make 
his  own  decision,  without  guilt,  by  enabling  him  to 
recognize  and  define  his  rage,  seeking  a healthier 
male  identity,  and  relinquishing  dependency  and 
symbiosis  in  favor  of  a more  positive  self-image. 
The  recognition  of  his  fear  of  becoming  well,  and 
the  macabre  blessing  his  illness  represented  to 
him,  also  seem  to  have  been  crucial. 

Most  research  has  stressed  postoperative  psy- 
chiatric syndromes,  usually  transient,  and  treat- 
ment by  brief  supportive  therapy,  drugs,  and  occa- 
sionally, environmental  manipulation  has  been 
successful.  One  study,  that  of  Kennedy  and 
Bakst,3  has  dealt  with  routine  preoperative  evalua- 
tion as  a means  of  predicting  emotional  prepared- 
ness for  surgery  and  for  possible  postoperative 


complications,  as  well  as  providing  short-term 
therapeutic  contacts  to  enhance  the  patients’  abili- 
ty to  survive  the  various  traumas  inherent  in  sur- 
gery. Prolonged  psychotherapy,  with  a more  de- 
finitive approach  to  uncovering  neurotic  defenses 
is,  perhaps,  a less  frequent  occurrence  in  this  type 
of  situation.  Nevertheless,  there  may  be  consider- 
able value  in  this  approach,  from  a prophylactic 
standpoint,  in  a greater  number  of  patients,  if 
early  referral  can  be  facilitated.  It  is  evident  from 
the  studies  now  available  that  the  trend  is  toward 
greater  involvement  of  psychiatric  services  with 
cardiac  surgery,  hopefully  to  the  point  of  its  rou- 
tine use. 

Since  this  is  a situation  frequently  occurring  in 
other  branches  of  medicine  but  rare  in  psychiatric 
practice,  in  which  therapy  is  a direct,  life-saving 
procedure,  its  use  would  often  seem  indicated. 

Summary 

This  report  illustrates,  with  the  case  of  a young 
man  with  a severe  congenital  cardiac  anomaly,  the 
profound  effect  on  surgery  of  emotional  factors. 
Studies  have  indicated  that  the  outcome  of  sur- 
gery, including  the  probability  of  survival,  is  relat- 
ed to  emotional  as  well  as  physical  elements  and 
can  be  drastically  worsened  when  the  patient  is 
beset  by  serious  conflicts. 

Unfortunately,  most  patients  do  not  have  the 
time  prior  to  surgery  for  protracted  psychothera- 
py. This  man  did  and  was  involved  in  therapy  for 
one  year;  this  enabled  him  to  accept  surgery  and 
materially  affected  the  result,  in  the  author’s  opin- 
ion. 

The  nature  of  the  patient’s  conflicts  is  explored, 
and  the  factors  influencing  his  attitude  toward 
surgery  are  considered.  Since  open-heart  surgery 
is  often  essential  for  a patient’s  survival,  and  since 
time  is  so  frequently  an  important  consideration, 
the  most  regular  and  earliest  possible  psychiatric 
referral  is  recommended. 

222  Station  Plaza  North 
Mineola,  New  York  11501 
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Hepatic  cirrhosis  and  portacaval  shunts  are  fre- 
quently associated  with  acute  and  recurrent  epi- 
sodes of  cerebral  dysfunction,  which  are  usually 
reversible  but  may  be  fatal.1  Occasionally,  pa- 
tients with  such  hepatic  encephalopathy  may  also 
exhibit  evidence  of  spinal  cord  damage  which  is 
permanent  and  progressive.2-12  The  patient  de- 
scribed here  developed  progressive  and  permanent 
paraplegia  three  years  after  portacaval  shunt,  and 
died  seven  years  after  the  onset  of  myelopathy 
without  any  prior  clinical  or  electroencephalogra- 
phic  evidence  of  cerebral  dysfunction. 

Case  report 

The  patient  was  a forty-six-year-old  woman  who 
had  been  well  until  the  delivery  of  her  second  child 
in  1947.  Severe  postpartum  hemorrhage  necessi- 
tated several  blood  transfusions.  In  1948  because 
of  constant  aching  in  the  right  upper  quadrant  a 
diagnosis  of  “liver  disease”  was  made. 

On  March  9,  1953,  she  vomited  a large  amount 
of  red  blood  and  was  hospitalized  by  one  of  us 
(G.Z.).  The  liver  was  1 fingerbreadth  below  the 
costal  margin  and  slightly  tender;  the  spleen  was 
not  felt.  A few  spider  angiomata  were  present  on 
the  neck  and  upper  chest.  Laboratory  tests  on  ad- 
mission revealed  total  bilirubin  1.1  mg.  per  100 
ml.,  thymol  turbidity  7.7,  cephalin  flocculation  3 
plus,  total  protein  9.5  Cm.  per  100  ml.,  albumin  4.5 
Gm.  per  100  ml.,  globulin  5 Gm.  per  100  ml.,  and 


sulfobromophthalein  30  per  cent  retained  at  thirty 
minutes.  Barium  esophagram  disclosed  many 
varices  in  the  lower  third  of  the  esophagus.  The 
bleeding  stopped  after  transfusion  of  2,500  cc.  of 
whole  blood.  A diagnosis  was  Ynade  of  cirrhosis  of 
the  liver  secondary  to  homologous  serum  hepatitis. 

On  April  6,  1954,  end-to-side  portacaval  shunt 
was  performed  by  Arthur  H.  Blakemore,  M.D. 
The  liver  was  moderately  enlarged,  exceedingly 
firm,  and  presented  on  its  surface  nodules  up  to  2 
cm.  in  diameter.  The  postoperative  course  was 
uneventful. 

During  the  next  three  years  she  was  well  enough 
to  perform  her  household  duties  and  to  tolerate  a 
therapeutic  abortion  and  dental  surgery  without 
incident.  Her  only  complaints  were  of  persistent 
jaundice,  dryness  and  itching  of  the  skin,  and  right 
upper  quadrant  aching.  Treatment  consisted  of 
regular  diet,  high-potency  multivitamins,  and  vita- 
min B12  1,000  micrograms  intramuscularly  twice 
weekly. 

On  November  16,  1957,  she  was  admitted  to 
Beth  Israel  Hospital  with  a four-day  history  of 
sudden  onset  of  numbness  of  the  fingers  and  both 
lower  extremities,  heaviness  and  weakness  of  her 
legs,  and  unsteady  gait.  Examination  showed 
moderate  icterus;  dry,  thickened,  and  brownish 
skin;  many  spider  angiomata  on  face,  neck,  and 
upper  extremities;  firm,  nodular  liver  2 finger- 
breadths  below  the  costal  margin;  normal  cranial 
nerves  and  sensorium;  hypesthesia  and  hypalgesia 
in  the  fingers  and  in  both  lower  extremities  up  to 
midthigh;  diminished  vibratory  sensation  from  the 
hips  down;  impaired  position  sense  in  the  toes; 
weakness  in  both  lower  extremities;  hyperactive 
knee  and  ankle  jerks;  and  no  Babinski  or  abdomi- 
nal reflexes.  Spinal  tap  disclosed  normal  pressure 
and  manometries,  clear  fluid,  2 white  blood  cells 
per  cubic  millimeter,  total  protein  69.5  mg.  per  100 
ml.,  and  sugar  79  mg.  per  100  ml.  Serum  bilirubin 
was  8.68  mg.  per  100  ml.,  thymol  turbidity  18, 
serum  glutamic  oxaloacetic  transaminase  110,  cho- 
lesterol 304  mg.,  esters  162  mg.,  alkaline  phospha- 
tase 36.4  Bodansky  units,  and  serum  ammonia  4.5 
micrograms.  Treatment  consisted  of  tetracycline 
250  mg.  four  times  a day,  40-Gm.  protein  diet, 
high-potency  vitamins,  thiamine  chloride  100  mg., 
and  vitamin  Bi2  1,000  micrograms  intramuscularly 
three  times  a week,  daily  catharsis  with  milk  of 
magnesia,  and  tap-water  enema.  Improvement 
was  progressive  during  the  twenty-six  days  in  the 
hospital.  Subjective  sensory  changes  disappeared 
except  for  some  “tightness”  in  the  distal  half  of 
the  feet.  Pinprick,  touch,  and  temperature  were 
perceived  normally.  Knee  and  ankle  jerks  re- 
mained hyperactive  and  gait  slight  ly  unsteady. 

From  1958  to  1964  the  patient  ingested  a 30  to 
40-Gm.  protein  diet  most  of  the  time  and  took 
daily  enemas  and  intermittent  courses  of  intestinal 
antibiotics.  No  cerebral  or  cerebellar  signs  ap- 
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FIGURE  1.  Spinal  cord.  (A)  With  demyelinated  lesions  in  dorsal  and  ventrolateral  white  matter  (Mahon  stain).  (B)  With 
demyelinated  lesion  in  lateral  white  matter,  and  small  focus  of  demyelinization  in  dorsal  white  matter  (Luxol  blue-periodic 
acid-Schiff  stain). 


peared,  but  the  lower  extremities  became  weaker 
and  more  spastic  and  the  gait  wide-based  and  un- 
steady. Bilateral  Babinski  reflexes  appeared.  Vi- 
bration and  position  sense  and  cutaneous  sensa- 
tion remained  normal.  Jaundice  and  pruritus 
were  persistent,  the  latter  relieved  partially  by 
cholestyramine  3.3  Gm.  twice  a day  for  ten  days 
every  month.  Xanthomatous  deposits  appeared 
in  the  eyelids  and  tendons  of  the  fingers.  The 
liver  enlarged  to  5 fingerbreadths  below  the  costal 
margin,  and  the  legs  became  edematous.  Ascites 
appeared.  Electroencephalogram  findings  were 
normal  in  March,  1961,  May,  1962,  and  May  and 
December,  1963. 

Her  twelfth  and  final  hospital  admission  was  on 
March  31,  1964.  Pertinent  positive  findings  w-ere 
stupor,  disorientation,  tremor  of  tongue  and  fin- 
gers, nodular  liver  3 fingerbreadths  below  the  cos- 
tal margin,  ascites,  marked  edema  of  both  legs  and 
feet,  weakness,  spasticity  and  hyperreflexia  in 
both  lower  extremities,  bilateral  Babinski  reflexes, 
deeply  icteric  sclerae,  and  greenish-brown  discol- 
oration of  the  skin.  Blood  ammonia  was  normal. 
Serum  sodium  was  115  mEq.,  potassium  2.8  mEq., 
and  chlorides  96.8  mEq.  per  liter;  bilirubin  18.2 
mg.,  cholesterol  60  mg.,  and  esters  18  mg.  Elec- 
troencephalogram showed  moderately  severe  dif- 
fuse abnormality  but  no  triphasic  waves.  Correc- 
tion of  the  hyponatremia  by  intravenous  hyper- 
tonic saline  improved  the  mental  state  promptly. 
However,  the  patient  lapsed  into  coma  several 
days  later,  as  the  liver  decreased  in  size  rapidly. 
She  died  on  the  twenty-fourth  day  in  the  hospital. 

Pathologic  findings 

The  liver  weighed  1,420  Gm.  and  was  intensely 
bile  stained.  The  surface  revealed  numerous  nod- 
ules of  varying  size  interspersed  with  depressed 
scarred  areas.  The  cut  surface  revealed  broad 
zones  of  scarring  and  bile-stained  nodules  measur- 
ing up  to  1.5  cm.  in  diameter.  Histologically,  the 


liver  showed  typical  regenerative  nodules  with 
thickened  liver  plates,  intense  cholestasis  with  nu- 
merous bile  thrombi,  and  inspissated  bile  in  the 
larger  biliary  ducts.  Many  nodules  showed  hyper- 
regenerative  features  with  nodules  within  nodules. 
Most  of  the  nodules  showed  extensive  necrosis, 
most  prominent  in  the  central  zones.  Mononucle- 
ar and  polymorphonuclear  inflammatory  cells 
were  noted  on  the  periphery  of  the  nodules,  where 
ductular  proliferation  was  also  prominent.  The 
scars  were  broad  and  in  many  areas  contained 
three  or  more  approximated  portal  triads. 

The  spleen  weighed  281  Gm.  and  was  firm  and 
congested.  Microscopically,  the  connective  tissue 
in  the  red  pulp  was  increased  and  the  reticuloen- 
dothelial cells  lining  the  sinusoids  were  prominent. 

The  portal  vein  was  anastomosed  end-to-side  to 
the  inferior  vena  cava.  The  anastamosis  was 
widely  patent  and  measured  2.5  cm.  in  circumfer- 
ence. 

Esophageal  varices  were  not  demonstrated. 
The  intestinal  mucosa  appeared  congested,  and 
black  stool  was  found  in  the  colon.  The  dura  was 
bile  stained.  The  brain  itself  appeared  normal  ex- 
ternally and  on  serial  coronal  section.  The  ventri- 
cles were  normal,  but  the  choroid  plexus  was  bile 
stained.  The  spinal  cord  was  grossly  normal. 

The  tissues  were  studied  microscopically  in  par- 
affin sections  stained  with  hematoxylin  and  eosin, 
the  Luxol  blue-periodic  acid-Schiff  and  Mahon 
stains  for  myelin,  and  with  axon  stains.13  The  ce- 
rebrum, cerebellum,  and  brain  stem  were  micro- 
scopically normal,  except  for  the  astrocytes  partic- 
ularly in  the  corpus  striatum.  These  contained 
enlarged,  pale,  somewhat  irregular  nuclei;  the  cy- 
toplasm was  not  stained.  The  nerve  roots  ap- 
peared normal,  as  did  a section  of  the  sciatic  nerve. 

Sections  of  the  spinal  cord  revealed  a series  of 
focal  lesions  involving  the  dorsal,  lateral,  and  ven- 
trolateral portions  of  the  white  matter  (Fig.  1). 
The  changes  were  most  prominent  at  the  thoracic 
level.  The  gray  matter  appeared  normal.  One  le- 
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FIGURE  2.  Lesion  in  lateral  white  matter  of  spinal  cord,  il- 
lustrated in  1 (B).  Tissues  are  spongy  (hematoxylin  and 
eosin  X 1 10). 


FIGURE  4.  Center  of  lesion  in  dorsal  column  of  cord,  il- 


lustrated in  1 (A)  and  3.  Axons  largely  preserved  in 
demyelinated  area  (axon  stain  X 110). 


FIGURE  3.  Edge  of  lesion  in  dorsal  column  of  cord,  illus- 
trated in  1 (A).  Many  myelin  sheaths  are  lost  (Luxol  blue- 
periodic  acid-Schiff  stain  X 110). 

sion  in  the  dorsal  column  appeared  dense,  contain- 
ing closely  packed  glial  fibers,  while  most  of  the  le- 
sions in  the  lateral  and  ventral  columns  were  rare- 
fied in  places  and  even  markedly  spongy  in  some 
zones  (Fig.  2).  The  vessels  tended  to  be  thickened 
and  hyalinized.  A generally  severe  decrease  in  the 
number  of  myelinated  fibers  was  evident  in  all  le- 
sions. In  the  dense  dorsal  lesion,  intact  myelinat- 
ed fibers  were  scattered  in  small  numbers  in  the 
central  part  of  the  lesion,  and  in  lesser  numbers 
near  the  periphery,  so  that  the  margins  of  the  le- 
sion were  not  sharply  delineated  (Fig.  3).  In  other 
lesions,  the  loss  of  myelin  was  more  nearly  total, 
and  the  margin  was  sharply  delineated.  Some  of 
these  lesions  extended  to  the  pial  surface,  while  in 
others,  a thin  surface  rim  was  partially  or  com- 
pletely preserved.  Some  lesions  in  both  the  later- 
al and  dorsal  columns  were  incomplete,  with  only  a 
slight  to  moderate  myelin  loss  being  evident.  In 
one  of  the  lesions  in  the  lateral  column,  in  which 
demyelination  was  severe  and  the  tissues  rarefied, 
a few  scattered  myelinated  fibers  were  seen,  the 
myelin  of  which  was  tinctorially  that  of  peripheral 
myelin,  staining  deep  blue  with  Luxol  blue-period- 
ic acid-Schiff  technique  instead  of  the  blue-green 


FIGURE  5.  Edge  of  lesion  in  spinal  cord,  illustrated  in  1 
(B)  and  2.  Distorted  argyrophilic  materials,  presumably 
swollen  axons,  present  in  demyelinated  area  (axon  stain  X 
110). 

color  of  central  myelin.  The  spongy  areas  con- 
tained a moderate  quantity  of  periodic  acid-Schiff 
positive  granules,  often  clustered  together  as  if 
within  phagocytic  cells.  These  remained  essen- 
tially unchanged  when  the  sections  were  pretreat- 
ed with  diastase  before  staining. 

In  all  lesions,  the  degree  of  axon  injury  was  con- 
siderably less  than  the  degree  of  myelin  loss.  In 
the  dense  lesions  of  the  dorsal  columns,  the  axons 
were  judged  to  be  essentially  normal  in  number 
and  appearance,  although  they  were  more  closely 
packed  as  a result  of  the  myelin  loss  (Fig.  4).  At  I 
higher  cervical  levels,  the  dorsal  columns  appeared  1 
essentially  normal  with  axon  and  myelin  stains. 
In  some  portions  of  the  lesions  in  the  ventral  and  | 
lateral  columns,  the  axons  appeared  normal  as  did 
those  in  the  dorsal  lesions.  In  other  areas,  how- 
ever, the  axons  were  swollen,  in  places  to  a marked  « 
degree.  Indeed,  in  some  areas,  the  swelling  and 
distortion  of  axons  resulted  in  the  formation  of  ir- 
regular masses  of  argyrophilic  material  not  mor- 
phologically recognizable  as  fibers  (Fig.  5).  None-  I 
theless,  sections  of  the  cord  at  higher  levels  re-  I 
vealed  no  evidence  of  ascending  tract  degeneration 
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with  axon  or  myelin  stains,  while  sections  of  the 
cord  at  lower,  lumbar  levels  revealed  only  slight 
pallor  in  the  pyramidal  areas.  The  axonal  swell- 
ing occurred  only  in  areas  in  which  marked  spongy 
changes  were  evident. 


Comment 

The  patient  described  developed  clinical  evi- 
dence of  spinal  cord  disease  three  years  after  por- 
tacaval shunt,  but  during  a subsequent  period  of 
seven  years,  failed  to  exhibit  any  clinical  symp- 
toms of  cerebral  dysfunction.  Onset  was  with  pe- 
ripheral neuropathy  of  stocking-glove  type  and 
posterior  column  signs,  both  of  which  disappeared 
after  vigorous  treatment  with  low-protein  diet,  in- 
testinal antibiotics,  and  daily  enemas.  However, 
the  spasticity,  hyperreflexia,  and  ataxia  were  pro- 
gressive and  permanent. 

It  is  generally  accepted  that  the  neurologic  in- 
volvement in  cirrhotic  liver  disease  and  portacaval 
shunts  is  related  to  products  of  protein  breakdown 
in  the  intestines.  The  precise  causative  factor  or 
factors  are  not  known,  nor  is  it  certain  that  the 
same  factors  produce  both  the  cerebral  dysfunc- 
tion and  the  myelopathy.  The  former  is  frequent- 
ly reversible  and  is  not  associated  with  structural 
degenerative  changes  in  the  brain.  The  latter  is 
permanent  and  progressive  and  associated  with  a 
variety  of  degenerative  changes.  Most  reports  of 
patients  having  hepatic  myelopathy  indicate  the 
presence  of  episodes  of  encephalopathy  as  well. 
This  absence  of  cerebral  dysfunction  during  the 
seven  years  that  our  patient  exhibited  progressive 
myelopathy  may  be  attributed  to  strict  treatment 
with  low-protein  diet,  catharsis,  enemas,  and  anti- 
biotics. A report  by  Pant  et  al.s  would  support 
this  thesis.  They  described  the  case  of  a vegetari- 
an who  regularly  ingested  only  20  Gm.  of  protein 
daily  and  who  developed  myelopathy  one  year 
after  portacaval  shunt.  He  developed  hepatic  pre- 
coma only  after  protein  intake  was  raised  to  60 
Gm.  daily. 

Pathologically,  the  relationship  between  liver 
disease  and  disease  of  the  brain  has  been  known 
for  many  decades.13-16  Our  current  interest  cen- 
ters on  changes  in  the  spinal  cord  associated  with 
liver  disease.  These  have  been  described  patholo- 
gically in  a small  group  of  cases,2’4,6-8’12  most  often 
as  a tract  degeneration  involving  the  dorsal  col- 
umns, the  pyramidal  tracts,  or  both.  Leigh  and 
Card2  described  a degeneration  of  the  lateral  col- 
umns at  thoracic  and  lumbar  levels,  and  a degen- 
eration of  the  entire  column  of  Goll.  There  was  no 
specific  reference  to  the  axons.  Zieve,  Mendelson, 
and  Goepfert6  described  demyelination  of  the  py- 
ramidal tracts  up  to  cervical  levels,  most  severe 
caudally,  and  stated  that  the  axons  were  intact. 
Jones,  Witts,  and  Andrews'  described  demyelina- 
tion of  the  posterior  parts  of  the  “lateral  horns” 
(probably  the  lateral  columns).  Baltzan,  Olszews- 


ki, and  Zervas4  described  demyelination  of  the  py- 
ramidal tracts  which  they  interpreted  as  secondary 
to  the  cerebral  lesions,  so  that  one  would  assume 
that  the  axons  were  not  present,  although  this  is 
not  stated  specifically.  Liversedge  and  Rawson12 
described  an  instance  in  which  the  pyramidal 
tracts  showed  a pronounced  loss  of  axons  with  gli- 
osis, while  other  pathways  showed  moderate  de- 
grees of  demyelination  without  loss  of  axon.  Pant, 
Roberg,  and  Richardson17  described  2 cases  associ- 
ated with  severe  loss  of  the  Betz  cells  in  the  motor 
cortex.  A loss  of  the  pyramidal  fibers  was  also 
present,  most  severe  at  lower  levels,  less  severe  at 
cervical  levels;  in  one  case,  the  fibers  were  normal 
in  the  brain  stem  and  above. 

The  case  being  reported  appears  to  differ  funda- 
mentally from  most  others  in  that  the  lesions  were 
focal,  demyelinated  lesions,  rather  than  lesions 
representing  a degeneration  of  both  axons  and  my- 
elin sheaths  of  a fiber  tract.  In  consequence, 
demyelinated  lesions  at  one  cord  level  are  not 
present  at  other  levels  (Fig.  1).  However,  refer- 
ence to  “moderate  degrees  of  demyelination  with- 
out loss  of  axons”  in  some  pathways  in  the  report 
by  Liversedge  and  Rawson12  and  to  “intact  axons” 
in  the  demyelinated  pyramidal  tracts  in  the  case  of 
Zieve,  Mendelson,  and  Goepfert6  raises  the  possi- 
bility that  these  lesions  may  have  been  like  those 
in  the  case  being  reported.  It  should  be  recalled 
that  destruction  of  an  axon  at  any  level  results  in 
destruction  of  the  entire  distal  segment  of  that 
axon,  that  portion  separated  from  the  neuronal 
cell  body.  The  myelin  sheath  about  such  a distal 
segment  will  also  degenerate.  These  changes  are 
termed  wallerian  degeneration.  When  the  myelin 
about  an  axon  degenerates,  but  the  axon  remains 
essentially  intact,  a change  noted  in  multiple  scle- 
rosis and  similar  disease  states,  the  distal  seg- 
ments of  the  axon  remain  intact,  as  does  the  my- 
elin about  these  distal  segments,  so  that  the  tract 
itself  appears  normal.  If  the  axon  preservation  is 
incomplete,  so  that  a few  axons  are  lost  in  a pro- 
foundly demyelinated  area,  then  the  distal  seg- 
ments of  these  fibers  are  lost  throughout  its 
length.  If  cumulative,  this  might  result  in  a slight 
degree  of  tract  degeneration  secondary  to  the  focal 
lesion.  This  too  is  observed  in  multiple  sclerosis. 

In  the  presence  of  focal,  demyelinated  lesions, 
consideration  must  be  given  to  the  possibility  that 
the  case  being  reported  may  actually  represent 
multiple  sclerosis  and  that  the  relationship  to  the 
liver  dysfunction  may  be  entirely  fortuitous.  This 
is  considered  most  unlikely  because  of  the  com- 
plete absence  of  such  lesions  in  the  cerebrum,  cer- 
ebellum, and  brain  stem,  although  search  for  such 
lesions  was  particularly  thorough.  Multiple  scle- 
rosis completely  limited  to  the  spinal  cord  must  be 
rare,  if  it  ever  occurs.  In  addition,  the  lesions 
themselves  differed  in  some  respects  from  those 
characteristic  of  multiple  sclerosis.  Some  lesions, 
particularly  in  the  dorsal  column,  showed  poorly 
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defined  margins  (Fig.  3).  Some  lesions,  in  dorsal 
and  lateral  columns,  showed  only  a slight  degree  of 
myelin  loss.  The  severe  spongy  changes  in  some 
lesions  in  the  lateral  and  ventral  columns  is  un- 
common in  multiple  sclerosis  (Fig.  2).  The  very 
marked  swelling  of  axons  and  the  formation  of  bi- 
zarre argyrophilic  masses  seen  in  some  such  lesions 
(Fig.  5)  has  not  been  observed  in  multiple  sclero- 
sis. 

Spongy  changes,  such  as  those  observed  in  some 
of  the  lesions,  are  of  heterogeneous  character. 
Those  present  in  the  case  being  reported  resemble, 
to  some  degree,  those  analyzed  in  an  earlier  study 
and  considered  to  be  a postmortem  phenome- 
non.18 This  type  of  spongy  change  is  attributed  to 
a postmortem  evolution  of  carbon  dioxide  gas  from 
a glycogen  reservoir,  due  to  the  persistence  of  de- 
carboxvlating  mechanisms  for  a very  short  time 
following  death.  In  these  the  normal  appearance 
of  axons  rendered  artifactually  discontinuous  by 
the  postmortem  process  is  the  most  important  as- 
pect of  the  lesion.  In  the  spongy  lesions  of  the 
present  case  no  glycogen  was  demonstrated,  and 
the  axons  tended  to  be  very  markedly  swollen  and 
distended.  They  were  not  destroyed,  however, 
and  were  not  discontinuous,  at  least  not  for  a sig- 
nificant premortem  period  of  time,  since  the  wal- 
lerian  degeneration  appropriate  to  such  change 
was  not  present.  While  it  is  not  proved  that  the 
same  mechanism  applies  in  this  instance,  this  pos- 
sibility warrants  consideration.  The  axonal  swell- 
ings would  be  unrelated  to  the  spongy  artifact  and 
more  closely  related  to  the  basic  pathogenetic 
mechanisms  causing  the  lesions,  whatever  these 
might  be.  The  bizarre  distortions  of  the  swollen 
axonal  materials,  with  the  formation  of  bizarre  ar- 
gyrophilic masses,  may  be  the  effect  of  the  carbon 
dioxide  gas  pressing  on  the  swollen,  and  possibly 
more  malleable,  axons. 

The  peripheral  myelin  observed  in  one  lesion  is 
interpreted  as  a regenerative  phenomenon,  in- 
duced by  mesenchymal  Schwann  cells  about  pre- 
served axons  that  had  earlier  lost  their  original 
central  myelin.  This  would  parallel  the  situation 
observed  in  multiple  sclerosis  and  reflect  t he  pres- 
ervation of  axons  common  to  both  conditions.19 

Summary 

A patient  with  postnecrotic  cirrhosis  and  bleed- 
ing esophageal  varices  developed  suddenly  pro- 
gressive and  permanent  spastic  paraplegia  three 
years  after  a portacaval  shunt.  The  myelopathy 
was  slowly  progressive  for  seven  years  during 


which  period  there  never  were  any  clinical  or  elec- 
troencephalographic  signs  of  encephalopathy.  It 
is  suggested  that  different  factors  may  be  respon- 
sible for  the  disturbances  occurring  in  the  brain 
and  spinal  cord  in  patients  with  cirrhosis  of  the 
liver  and  portacaval  shunt.  The  microscopic  ex- 
amination of  the  spinal  cord  demonstrated  focal 
demyelinating  lesions,  associated  with  spongy 
changes  and  axon  swellings,  but  no  significant 
tract  degeneration. 

993  Park  Avenue 
New  York,  New  York  10028  (DR.  ZUCKER) 
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peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
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patches,  clumps  or  coating  in  the  antrum  and  the 
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adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
ofCamaloxSuspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  120 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needsCamalox,  the  antacid  with  hour  power. 

Longer- acting 

Camalox 


® 


magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
antacid 


o 

RORER 

E 

R 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 


Actinomycosis  of 
Female  Genital  Tract 


FOUAD  SURUR,  M.D. 

New  York  City 

Assistant  Attending,  Obstetrics  and  Gynecology, 
Roosevelt  Hospital;  and  Associate,  Obstetrics  and 
Gynecology,  Columbia  University 


Actinomycosis  of  the  female  genital  tract,  al- 
though relatively  rare,  constitutes  an  interesting 
clinical  entity.  Known  since  Lemann’s  first  re- 
ported case  from  Austria  in  1883,  its  diagnosis  is 
invariably  still  made  only  after  surgery.  A review 
of  the  literature  revealed  213  cases  of  actinomyco- 
sis of  the  female  genital  organs  reported  up  to 
1970.1-17 

The  incidence  of  this  disease  is  difficult  to  as- 
certain because  of  the  difficulty  in  growing  the  or- 
ganism and  the  frequently  used  “waste-paper-bas- 
ket” diagnosis  of  pelvic  inflammatory  disease 
treated  with  antibiotics.  Daniel  and  Mavrodin2 
reviewed  1,204  laparotomies  done  for  pelvic  in- 
flammatory disease  of  which  36  had  tuberculosis 
and  1 had  actinomycosis. 

Most  authors  agree  with  Cope18  that  63  per  cent 
of  actinomycosis  affects  the  cervicofacial  area,  15 
per  cent  the  thorax,  and  22  per  cent  the  abdomen. 
Of  the  latter,  a small  percentage  affects  the  female 
pelvic  organs.  The  ovary  is  the  most  commonly 
affected  organ.  Next  in  frequency  are  the  tubes 
and  ovaries  combined,  corpus  uteri,  vulva,  cervix, 
and,  last,  the  tubes  alone.2  The  majority  of  cases 
affect  women  from  twenty-five  to  forty  years  of 
age,  the  average  age  being  thirty-four  years.2’3 
However,  cases  have  ranged  in  age  from  fifteen  to 
seventy-two  years.  Contrary  to  prior  belief,  there 
is  no  association  with  environmental  or  socioeco- 
nomic conditions. 

Characteristics 

The  organism,  Actinomyces  bovis  or  Actinomy- 
ces israelii,  “the  ray  fungus,”  is  a delicate  thermo- 
labile  anaerobic  fungus  found  all  over  the  world 
which  affects  cattle  as  well  as  human  beings.  It  is 
a gram-positive,  nonacid  fast,  sulfur  granule-form- 
ing organism  with  a prolonged  incubation  period. 


It  is  a normal  inhabitant  of  the  mouth  and  the  in- 
testines but  not  of  the  vagina.  It  is  unable  to  in- 
vade the  intact  mucous  membrane  and  thus  re- 
quires favorable  circumstances  such  as  trauma.2-4 
It  has  never  been  cultured  or  found  in  any  source 
in  nature.18,19 

Grossly,  it  forms  a granulomatous  mass,  invari- 
ably tubo-ovarian,  of  any  size  adherent  to  sur- 
rounding tissue  with  or  without  sinus  formation. 
It  rarely  takes  the  form  of  an  acute  abscess  but 
commonly  leads  to  a hard,  fibrous,  avascular  tissue 
mass.  On  section  it  may  simulate  carcinoma  with 
small  abscesses.10’11’18  Ultimately,  the  center 
softens  and  is  replaced  by  abscess  formation. 

Microscopically,  the  center  is  formed  of  lique- 
faction necrosis  of  polymorphonuclear  neutrophils 
surrounded  by  a zone  of  lymphocytes  and  plasma 
cells.  These,  in  turn,  are  surrounded  by  granula- 
tion tissue  and  thick  fibrous  tissue.3’19,20 

It  is  the  consensus  that  the  majority  of  pelvic  ac- 
tinomycosis originates  endogenously  from  the  gas- 
trointestinal tract.  As  a result  of  some  mechanism 
as  yet  unexplained,  the  organism  passes  through 
an  injured,  microscopically  or  macroscopically, 
bowel  wall  leaving  behind,  in  most  cases,  either  a 
well-healed  wall  or  a nonvisible  lesion.  The  cecum 
and  appendix  are  the  most  common  sites  of  gas- 
trointestinal actinomycosis.  Paalman,  Dockerty, 
and  Mussey,3  in  their  excellent  review  of  109  cases, 
note  that  37.8  per  cent  affect  the  right  adnexa, 
17.8  per  cent  affect  the  left  adnexa,  and  44.4  per 
cent  affect  bilaterally.  Thus,  the  cecum  and  ap- 
pendix may  rightly  be  the  major  source  of  pelvic 
infection.  Eleven  of  the  47  cases  reviewed  by  Ego- 
rova14 had  appendicitis.  Hematogenous  transmis- 
sion in  a small  number  of  cases  has  been  docu- 
mented. Direct  primary  infection  from  trauma  to 
the  external  genitalia  is  the  only  explanation  of- 
fered for  the  3 vulvar  cases  reported  as  well  as  the 
vaginal  cases  from  pessary  trauma.2,3’13  Similarly, 
a few  postpartum  and  postabortal  cases  have  been 
mentioned,2,14  together  with  1 case  at  thirty-two 
weeks’  gestation.2 

Not  much  can  be  said  to  distinguish  pelvic  acti- 
nomycosis clinically  from  any  “pelvic  inflammato- 
ry disease.”  The  incubation  period  is  anywhere 
between  six  days  to  several  months.2  It  may  pre- 
sent symptoms  of  an  acute  form  of  pelvic  inflam- 
matory disease  with  abscess  formation  but  gener- 
ally assumes  the  subacute  or  chronic  variety  with 
any  combination  of  the  following:  pelvic  pain; 

leukorrhea;  metrorrhagia;  amenorrhea;  gastroin- 
testinal symptoms,  mostly  constipation  but  may 
alternate  with  diarrhea;  dysuria;  low-grade  fever 
with  bouts  of  elevation;  general  fatigue;  malaise; 
and  loss  of  weight.  The  patient  is  generally  ane- 
mic; leukocytosis  may  be  minimal  or  pronounced. 
The  sedimentation  rate  is  always  high.2’3,5,18  Si- 
nuses or  fistulas  may  form  to  the  abdominal  wall, 
vagina,  or  bowel.  Clinical  duration  is  from  a few 
months  to  a few  years. 
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Diagnosis  is  always  very  difficult.  Repeated 
cultures  from  a sinus  exudate  showing  the  radial 
filaments  or  the  sulfur  granules  would  he  the  only 
clue.  Usually  the  diagnosis  is  made  postsurgery 
by  pathologists  and/or  bacteriologists.  Immuno- 
logic tests  have  been  tried  in  the  past  but  proved 
unreliable.18  However,  Egorova,  in  1967, 14  as  well 
as  other  Russian  authors,  claim  80  per  cent  accura- 
cy with  a complement  fixation  test  using  serum  ac- 
tinolysate  (filtered  bouillon  culture  of  lysed  acti- 
nomvcin  organism)  as  the  antigen.  Two  other 
skin  tests  are  also  mentioned  in  his  report  either 
using  actinolysate  in  the  amount  of  0.3  ml.  or  0.1 
ml.  of  actinomycin  polyvalent  vaccine. 

Prior  to  antibiotics,  a 60  to  80  per  cent  mortality 
rate  was  reported.  Treatment  then  was  by  sur- 
gery, potassium  iodide,  chiniofon  (Yatren),  gold 
vaccine,  thymol,  and  radiation  therapy.  With  the 
advent  of  antibiotics,  the  mortality  rate  from  acti- 
nomycosis has  been  reduced  to  less  than  5 per 
cent.  The  Johns  Hopkins  series  runs  88  per  cent 
cure  of  37  cases  of  all  actinomycosis  varieties.8 
Sixty  deaths  per  year  in  the  United  States  are  at- 
tributed to  some  form  of  actinomycosis.16 

In  vitro,  Garrod,  in  1952, 21  found  12  strains  to 
be  most  sensitive  to  penicillin  and  also  adequately 
sensitive  to  chlortetracycline  (Aureomycin),22,23 
chloramphenicol  (Chloromycetin),619,20  tetracy- 
cline,19 and  streptomycin,  in  that  order.  Holm,  in 
1948,  cultured  29  strains,  and  all  were  sensitive  to 
penicillin.19  Yet,  in  vivo,  certain  cases  proved  to 
be  resistant  to  the  latter.  However,  penicillin  is 
still  the  drug  of  choice.6,8,18,19,21  Nichols  and  Her- 
rell,  in  1948,  were  the  first  to  advocate  massive 
doses  for  prolonged  periods.7  The  present  recom- 
mended dosage  is  2 to  10  million  units  intrave- 
nously daily  for  two  to  eighteen  months. 

Surgical  treatment  still  plays  a cardinal  role. 
Most  authors  agree  that  wide  excision  of  the  fi- 
brous mass  combined  with  a total  abdominal  hys- 
terectomy and  bilateral  salpingo-oophorectomy  is 
the  treatment  of  choice.  This  should  be  supple- 
mented with  appropriate  antibiotics.  Conserva- 
tism may  be  in  order  in  a young  woman  desiring 
children  if  the  disease  is  not  extensive  and  re- 
sponds well.  Most  cases,  however,  have  ended 
with  infertility. 

Egorova14  notes  that  immunologic  therapy  is  as 
important  as  the  administration  of  antibiotics  and 
is  practiced  widely  in  the  Soviet  Union  with  suc- 
cess. It  consists  of  injecting  actinolysate  twice 
weekly  until  20  to  25  injections  are  given.  This 
course  is  repeated  at  monthly  intervals  5 to  30 
times  or  until  all  signs  and  symptoms  disappear. 

Recurrence  is  very  frequent  in  spite  of  pro- 
longed antibiotic  treatment  and  surgery.  The 
lowest  rate  of  recurrence,  however,  is  in  those  pa- 
tients treated  for  at  ieast  two  months  with  antibi- 
otics. Recurrences  or  exacerbations  are  treated 
with  antibiotics;  rarely  is  surgery  needed  a second 
or  third  time.'  Farrior  and  Rathbun16  reported  a 


recurrence  that  required  a hysterectomy  thirteen 
years  after  apparent  cure  with  prolonged  massive 
penicillin  treatment! 

A review  of  the  Roosevelt  Hospital  records  from 
1957  to  1970  revealed  44  cases  of  actinomycosis 
documented  by  pathology  and/or  bacteriology.  Of 
these,  41  were  incidental  pathologic  findings  post- 
tonsillectomy. One  of  the  remaining  3 was  chron- 
ic sialadenitis  revealing  actinomycosis  with  stones 
in  the  excised  salivary  gland.  The  second  case  was 
an  enlarged  lymph  node  below  the  jaw  that  re- 
vealed actinomycosis  on  biopsy;  the  patient  died  of 
metastatic  cancer.  The  third  case,  which  is  of  pel- 
vic actinomycosis  was  as  follows: 

Case  report 

A twenty-nine  year-old-white  female,  gravida 
III,  Para  3,  was  known  to  us  since  1966.  In  De- 
cember, 1968,  one  month  postpartum,  a Majzlin 
spring,  number  16,  was  inserted  for  contraception. 
Pelvic  examination  and  laboratory  work  findings 
at  that  time  were  normal.  Ten  months  later  she 
started  to  complain  of  left  and/or  right  lower  ab- 
dominal pain.  Temperature,  white  blood  count, 
and  urinalysis  were  normal  and  cervical  culture 
not  helpful.  Moderate  lower  quadrant  tenderness 
was  the  only  persistent  finding  on  pelvic  examina- 
tion. 

She  was  repeatedly  treated  for  “chronic  pelvic 
inflammatory  disease”  with  courses  of  ampicillin. 
But  because  of  persistent  pain,  irregular  bleeding, 
low-grade  temperature,  and  bilateral  pelvic  full- 
ness, the  intrauterine  contraceptive  device  was  re- 
moved in  April,  1970,  sixteen  months  after  its  in- 
sertion. 

The  patient  was  first  hospitalized  on  May  25, 
1970,  with  sharp  lower  abdominal  pain  of  one- 
week  duration,  constant  loss  of  weight,  and  a tem- 
perature of  101°F.  Hematocrit  dropped  to  33; 
erythrocyte  sedimentation  rate,  57;  white  blood 
count,  23,500;  and  cervical  culture  grew  only  diph- 
theroids. Pelvic  examination  revealed  an  8 by  10 
cm.  tender  cystic  mass  on  the  left  side  adherent  to 
the  left  uterosacral  ligament.  Because  of  a macu- 
lopapular  sensitivity  reaction  to  penicillin,  she  was 
given  cephalothin  (Keflin)  intravenously,  4 Gm. 
per  day  and  kanamycin  intramuscularly,  1 Gm. 
per  day,  for  one  week  with  no  response.  The  anti- 
biotics were  changed  and  chloramphenicol,  3 Gm. 
per  day,  was  given  intravenously  with  excellent  re- 
sponse in  less  than  one  week.  She  was  discharged 
afebrile  and  free  of  symptoms  with  no  detectable 
pelvic  disease  after  two  weeks  of  chloramphenicol. 

One  week  later  she  was  readmitted  with  a tem- 
perature of  101°F.;  white  blood  count,  14,200;  neg- 
ative blood  and  cervix  cultures;  and  bilateral  pel- 
vic fullness  and  tenderness.  At  this  time  a right 
adnexal  mass,  5 by  5 cm.,  was  felt.  Chlorampheni- 
col, 2 Gm.  per  day  intravenously,  was  again  admin- 
istered but  with  little  response  and  switched  to 
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tetracycline  intravenously,  1.5  Gm.  per  day.  The 
latter  gave  an  immediate  excellent  response,  and 
two  weeks  later  the  patient  was  discharged  on  July 
20,  1970,  with  a normal  pelvic  examination;  white 
blood  count,  12,000;  and  a normal  differential;  but 
her  erythrocyte  sedimentation  rate  remained  at 
47. 

One  month  later  the  patient  was  readmitted  for 
the  third  time  with  a temperature  of  100  to  102°F.; 
white  blood  count,  15,000;  erythrocyte  sedimenta- 
tion rate,  48;  and  bilateral  tender  5 by  5-cm.  pelvic 
masses  palpated.  After  one  week  of  antibiotic 
therapy  a laparotomy  was  performed  revealing  a 
bilateral,  5 by  5-cm.,  tubo-ovarian  abscess  with 
very  thick  walls  and  purulent  cavities  adherent  to 
the  posterior  wall  of  the  uterus  and  to  the  rectosig- 
moid. Separate  ovarian  tissue  could  not  be  recog- 
nized. The  gastrointestinal  tract  appeared  nor- 
mal. The  masses  were  mobilized  and  removed, 
and  a supracervical  hysterectomy  was  performed. 
Since  the  appendix  was  retrocecal  and  appeared 
normal,  it  was  left  in  place.  Pus  from  the  cavities 
grew  only  bacteroids.  The  pathologic  findings 
from  the  specimen  revealed  a bilateral  tubo-ovari- 
an abscess  showing  sulfur  granules  and  organisms 
morphologically  consistent  with  actinomycosis. 

Postoperatively  the  patient  did  very  well  and 
was  placed  on  tetracycline,  2 Gm.  per  day  orally,  to 
be  continued  for  two  months.  She  was  discharged 
after  two  weeks,  free  of  symptoms  with  no  pelvic 
masses.  Barium  enema  showed  no  diverticulitis, 
and  the  cecum  and  appendix  appeared  normal. 
For  one  month  postoperatively  the  patient  took 
tetracycline  but  discontinued  them  on  her  own  be- 
cause of  nausea.  Her  erythrocyte  sedimentation 
rate  dropped  to  37.  Three  years  postsurgery,  the 
patient  was  free  of  symptoms;  she  regained  her  ap- 
petite and  weight,  and  her  pelvis  was  free  of  any 
tenderness  or  masses.  She  was  given  conjugated 
estrogens  (Premarin)  replacement  therapy  and 
was  leading  a normal  life  with  no  evidence  of  re- 
currence. 

Comment 

Three  cases  of  actinomycosis  of  the  female  geni- 
tal tract  with  contraceptive  devices  have  been  pre- 
viously described.  Barth,  in  1928,  was  the  first  to 
report  a case  of  tubo-ovarian  actinomycosis  in  a 
patient  who  had  a “sterilett”  contraceptive  for 
three  years.2,24  Tietze,  in  1929,  reported  a similar 
case  with  the  sterilett  for  sixteen  years.2,24  Re- 
cently, Brenner  and  Gehring,  in  1967, 12  described 
a case  of  tubal  actinomycosis  with  a “uterector” 
spiral-type  metallic  cervical  contraceptive  device 
in  position  since  1939.  These  cases,  together  with 
our  case,  may  raise  the  question  whether  or  not 
any  association  exists  between  metal  devices  and 
primary  actinomycotic  infection  of  the  female  gen- 
ital tract. 

The  presented  case  clearly  demonstrates  the 


challenging  difficulty  in  diagnosing  pelvic  actino- 
mycosis preoperatively.  On  the  other  hand,  if  the 
diagnosis  was  known,  would  the  prolonged  admin- 
istration of  the  antibiotic  to  which  it  primarily  re- 
sponded (chloramphenicol  or  tetracycline  in  this 
case)  have  eradicated  the  infection  or  prevented 
its  recurrence  without  surgery? 

Even  though  little  or  no  response  resulted  from 
cephalothin  and  kanamycin  treatment,  it  is  hardly 
appropriate  to  use  1 case  for  judgment,  and  fur- 
ther evaluation  of  these  drugs  is  necessary  in  this 
disorder. 

It  is  clear  that  surgical  treatment  of  pelvic  acti- 
nomycosis is  complementary  to  antibiotic  treat- 
ment; both  are  essential  in  most  cases. 

Last,  but  not  least,  prolonged  follow-up  is  essen- 
tial since  late  recurrences  have  been  reported.16 

Summary 

A review  of  the  literature  on  actinomycosis  of 
the  female  genital  tract  revealed  213  reported 
cases.  Caused  by  Actinomycosis  bovis,  its  clinical 
picture  is  invariably  that  of  chronic  recurrent  pel- 
vic inflammatory  disease,  and  its  diagnosis  preop- 
eratively is  still  a challenge.  Penicillin,  for  at  least 
two  months,  is  still  the  drug  of  choice  with  or  with- 
out surgery.  Presented  is  a case  report  of  a pa- 
tient with  bilateral  tubo-ovarian  abscesses  due  to 
actinomycosis.  It  was  treated  with  chlorampheni- 
col, tetracycline,  and  ultimately  supracervical  hys- 
terectomy and  bilateral  salpingo-oophorectomy. 

428  West  59th  Street 
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Medical  briefs 

Two  rule  changes  on  who  can  donate  blood  have 
opened  up  a new  field  of  potential  donors.  The  permis- 
sible age  has  been  lowered  to  seventeen  by  the  American 
Red  Cross  and  American  Association  of  Blood  Banks  (it 
previously  was  eighteen)  and  persons  with  a history  of 
malaria  can  donate  blood  for  use  as  plasma,  three  years 
after  recovery  from  the  disease.  Before,  they  were  per- 
manently barred  from  donating  blood.  This  change  is 
based  on  the  fact  that  malaria  is  transmitted  only  by 
cellular  components  of  blood,  such  as  red  cells,  and  not 
plasma.  Any  seventeen-year-old  donor  still  will  require 
consent  of  his  parents  or  guardian,  unless  the  donor  is 
married,  self-supporting  or  in  the  armed  forces. 

David  Kindig,  M.D.,  of  New  York  City  has  been  cited 
by  the  American  Medical  Association  for  his  role  in  de- 
veloping the  National  Health  Service  Corps.  The  feder- 
al program  puts  doctors  into  physician-short  areas,  ev- 
erywhere from  big  cities  to  rural  migrant  worker  camps. 
The  AMA  helps  by  recruiting  replacements  for  NHSC 
doctors  when  they  take  vacations  or  attend  educational 
courses.  Dr.  Kindig  is  co-director  of  the  Health  Team 
Development  Project  at  Montefiore  Hospital. 

Infectious  syphilis  rates  have  shown  a leveling  off,  the 
Center  for  Disease  Control  reports.  State  health  de- 
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partments  reported  5.8  per  cent  fewer  cases  in  Septem- 
ber, 1973,  than  in  the  same  month  a year  earlier.  For 
the  April  to  September  period,  reported  cases  totaled 
12,580,  up  only  0.1  per  cent  over  the  number  reported 
for  that  period  in  1972. 

The  American  Medical  Association  recently  reported 
dues-paying  membership  of  more  than  160,000,  after  the 
sharpest  one-year  increase  in  membership  in  a decade. 

A planning  committee  has  been  named  for  the  Ameri- 
can Medical  Association  program  aimed  at  improving 
health  care  in  jails  and  prisons.  Paul  W.  Burleson, 
M.D.,  of  Birmingham,  Ala.,  heads  the  panel.  In  a na- 
tional survey  conducted  with  the  American  Bar  Associa- 
tion, the  AMA  found  that  medical  care  is  nonexistent  in 
many  jails  and  seriously  inadequate  in  others. 

A way  of  assessing  the  extent  of  dead  heart  tissue  re- 
sulting from  a heart  attack  has  been  described  by  Uni- 
versity of  Chicago  investigators.  Paul  V.  Harper,  M.D., 
professor  of  surgery  and  radiology,  said  the  method  in- 
volves injecting  radioactive  ammonia  into  a vein.  The 
ammonia  seeks  out  the  undamaged  part  of  the  heart, 
and  radiation  is  detected  outside  the  body  with  a nucle- 
ar camera,  which  outlines  the  damaged  portion.  Extent 
of  damage  is  a factor  in  determining  whether  surgery  is 
necessary. 
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The  heart  and  major  vessels  are  frequently  cath- 
eterized  for  diagnostic  and  therapeutic  proce- 
dures. These  catheterizations  are  accompanied 
bv  complications,  local  or  general,  immediate  or 
delayed.  The  incidence  and  severity  of  complica- 
tions vary  among  catheterization  procedures. 
Neurosurgical  procedures  designed  for  the  alle- 
viation of  hydrocephalus  have  become  increasingly 
common  since  Pudenz  et  al . 1 described  the  tech- 
nique of  ventriculoatriostomy  for  shunting  cere- 
brospinal fluid  into  the  right  atrium.  This  is 
achieved  with  the  use  of  a one-way  valve  incorpo- 
rated into  a series  of  catheters  that  allows  cere- 
brospinal fluid  to  pass  from  a cerebral  ventricle  to 
the  right  atrium. 

In  a series  of  36  cases  reported  by  Anderson-  8 
of  12  deaths  were  associated  with  infection,  and  a 
staphylococcus  was  incriminated  in  4 of  the  6 
cases  where  an  organism  was  isolated.  Since  then 
other  reports  have  demonstrated  that  a significant 
complication  has  been  an  indolent  postoperative 
bacteremia  of  either  Staphylococcus  albus  or 
Staphylococcus  aureus. 3,4  In  the  series  reported 
by  Schimke  et  al .4  the  2 patients  whose  bacter- 
emia was  S.  aureus  died,  while  the  9 patients 
whose  organim  was  S.  albus  survived.  In  the  re- 
port by  Callaghan,  Cohen,  and  Stewart  * no  deaths 
are  reported  in  the  5 cases,  2 of  which  had  isolated 
S.  aureus. 

The  complication  of  breakage  and  subsequent 
embolization  of  parts  of  the  ventriculoatrial  or 
vent riculovenous  shunt  has  been  reported.  ’-7  In 

* At  present:  Assistant  Clinical  Professor  of  Anesthesiolo- 

gy, the  Mount  Sinai  School  of  Medicine;  and  Adjunct  Assis- 
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t At  present:  Attending  Anesthesiologist,  Ramapo  General 

Hospital,  Spring  Valley,  New  York. 


these  cases  the  lost  catheter  was  located  and  re- 
moved shortly  after  its  loss  was  appreciated.  In 
the  case  reported  here  the  catheter  was  not  locat- 
ed after  its  loss  was  discovered  since  it  was  radi- 
olucent.  The  patient  remained  asymptomatic 
until  approximately  six  years  later  when  septice- 
mia developed. 

Case  report 

A six  and  a half-year-old  female  was  transferred 
for  evaluation  of  a cardiac  murmur.  This  child 
had  been  known  to  have  hydrocephalus  since  she 
was  two  weeks  of  age.  A ventriculoatrial  shunt 
was  done  at  the  age  of  one  and  a half  months. 
Seven  months  later  the  shunt  became  obstruct- 
ed, and  exploration  of  the  valve  site  revealed  that 
the  portion  of  the  atrial  catheter  below  the  valve 
was  missing.  Exploration  for  the  catheter  was 
not  carried  out  because  it  was  radiolucent  and 
could  not  be  localized  by  x-ray  films.  The  ventri-  | 
culopleural  shunt  functioning  on  admission  was 
accomplished  four  years  prior  to  admission. 

The  patient  had  had  a history  of  chronic  consti- 
pation and  chronic  urinary  tract  infections.  An 
intravenous  pyelogram  and  voiding  cystourethro- 
gram  done  five  years  prior  to  admission  demon- 
strated megalobladder,  bilateral  hydronephrosis, 
and  ureteral  reflux.  A barium  enema  demon- 
strated megalocolon,  but  a bowel  biopsy  done 
subsequently  ruled  out  Hirschsprung’s  disease. 

One  and  one-half  months  before  admission  the 
child  developed  intermittent  high  fevers.  Penicil- 
lin therapy  was  initiated  at  home,  but  the  fevers 
persisted.  At  that  time  a heart  murmur  was 
heard,  and  the  child  was  admitted  to  the  referring 
hospital  for  treatment  of  a possible  subacute  bac- 
terial endocarditis.  S.  aureus  coagulase  positive 
grew  from  blood  cultures  done  at  admission.  The 
organism  was  reported  to  be  sensitive  to  oxacillin 
sodium  (Prostaphlin).  Therapy  with  700  mg.  of 
oxacillin  sodium  given  intravenously  every  six 
hours  was  begun,  and  the  fever  disappeared. 
After  the  oxacillin  sodium  was  discontinued  the 
temperature  again  spiked.  S.  aureus  coagulase 
positive  which  was  sensitive  to  cephalothin  grew 
from  blood  cultures.  Cephalothin  in  the  dosage  of 
450  mg.  given  intravenously  every  six  hours  was 
started,  and  there  was  a return  to  a normal  tem- 
perature. When  the  cephalothin  was  discontin- 
ued the  spiking  temperatures  returned,  and  the 
cephalothin  was  restarted  and  continued  through- 
out the  hospital  transfer. 

Cardiac  catheterization,  performed  at  the  refer- 
ring hospital  one  month  prior  to  admission,  re- 
vealed an  area  of  filling  defect  along  the  right  ven- 
tricular outflow  tract,  and  pulmonary  valve  insuf- 
ficiency was  suspected.  The  missing  catheter  was 
considered  to  be  the  origin  of  the  septicemia  and 
was  probably  located  in  the  right  ventricle,  main 
pulmonary  artery,  and  left  pulmonary  artery. 

On  transfer  the  child  appeared  to  be  a poorly 
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developed  and  poorly  nourished  female.  The 
temperature  was  98.6F.,  the  pulse  was  100  per 
minute,  the  respirations  were  24  per  minute,  the 
weight  was  38  pounds,  and  the  blood  pressure  was 
100/62  torr.  The  head  was  normocephalic. 
There  was  a subcutaneous  shunt  valve  located 
behind  the  right  ear  with  subcutaneous  tubing 
running  in  the  right  posterior  neck.  The  cardiac 
point  of  maximal  impulse  was  in  the  fifth  inter- 
costal space  at  the  left  midclavicular  line.  A 
Grade  II /VI  systolic  ejection  murmur  was  heard 
at  the  left  sternal  border  and  at  the  apex.  A 
Grade  I/VI  early  diastolic  murmur  was  heard  at 
the  left  sternal  border.  The  abdomen  was  nor- 
mal; the  spleen  was  not  palpable.  There  was  no 
peripheral  edema  or  cyanosis. 

After  admission  the  patient  was  continued  on 
intravenous  cephalothin  therapy  until  the  third 
hospital  day.  On  the  seventh  hospital  day  the 
patient  again  spiked  fevers,  and  blood  cultures 
were  taken  which  eventually  grew  out  S.  aureus 
coagulase  positive,  sensitive  to  cephalothin.  On 
the  eleventh  hospital  day  850  mg.  of  nafcillin  and 
850  mg.  of  ampicillin  were  started  intravenously 
every  six  hours.  These  antibiotics  were  continued 
post  operatively. 

On  the  twelfth  hospital  day  a median  sternot- 
omy was  performed.  A catheter  was  palpable  in 
the  main  pulmonary  artery  extending  into  the  left 
pulmonary  artery  and  the  right  ventricle.  The 
catheter  was  removed  through  an  arteriotomy  in 
the  left  main  pulmonary  artery.  The  catheter 
was  40  cm.  in  length.  2 mm.  in  diameter,  and  was 
made  of  silastic  rubber.  The  operation  was  well 
tolerated  and  uncomplicated.  A culture  of  the 
catheter  revealed  S.  aureus  coagulase  positive 
with  the  same  antibiotic  sensitivities  as  had  been 
present  preoperatively. 

After  an  uncomplicated  immediate  postopera- 
tive course,  the  ampicillin  was  discontinued  on 
the  fifth  postoperative  day.  The  child  developed 
a maculopapular  rash  on  the  eleventh  postopera- 
tive day.  The  rash  was  thought  to  represent  an 
allergic  reaction  to  the  nafcillin,  and  it  was  dis- 
continued. The  rash  disappeared  on  the  nine- 
teenth postoperative  day.  The  patient  was  dis- 
charged home  on  the  twenty-fifth  postoperative 
day. 

Comment 

In  a patient  with  a ventriculoatrial  shunt  or  a 
patient  with  an  embolized  portion  of  the  shunt,  an 
extensive  foreign  body  is  present  in  the  blood 
stream.  The  presence  of  a foreign  body  has  been 
demonstrated  to  increase  the  pathogenicity  of 


bacteria.8  The  sequence  of  events  in  all  the  re- 
ported cases  of  bacteremia  secondary  to  ventricu- 
loatrial shunt  is  similar  to  this  reported  case. 
The  septicemia  could  be  controlled  by  the  anti- 
biotics, but  it  recurred  when  the  therapy  was  dis- 
continued. The  organisms  showed  no  change  in 
antibiotic  sensitivities.  The  removal  of  the  com- 
plete foreign  body  was  necessary  to  effect  a cure. 
The  consistent  finding  of  positive  cultures  from 
the  foreign  body  point  to  the  catheters  and  valve 
as  the  source  of  organisms.  The  difficulty  of  era- 
dicating infection  from  the  shunting  apparatus  is 
in  part  due  to  the  inability  of  the  inflammatory 
response  and  immune  mechanism  of  the  host  to 
come  into  contact  within  the  organisms  residing 
within  the  lumen  of  the  valve  and  catheters  or 
embedded  in  the  interstices  of  the  thrombi  on  the 
surface  of  the  foreign  body. 

Summary 

In  1946  Harken  and  Zoll9  recommended  that  in- 
tracardiac or  vascular  foreign  bodies  should  be  re- 
moved to  reduce  the  danger  of  bacterial  endocar- 
ditis. Holder  and  Crow5  recommended  removal  of 
any  shunt  fragments  that  may  embolize  to  the 
right  side  of  the  heart.  While  long-term  survival 
has  been  reported  with  vascular  foreign  bodies,  re- 
cent experience  seems  to  demonstrate  that  the  re- 
tention of  unnecessary’  foreign  bodies  represents  a 
greater  risk  to  the  patient  than  surgical  removal 
at  the  earliest  possible  time. 
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Obituaries 


Harry  Bakwin,  M.D.,  of  New  York  City,  died  on  De- 
cember 24,  1973,  at  the  age  of  seventy-nine.  Dr.  Bakwin 
graduated  in  1917  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  attending  pedia- 
trician at  Bellevue  Hospital  and  a consulting  pediatri- 
cian at  New  York  Infirmary,  Phelps  Memorial  Hospital 
Association  (North  Tarrytown),  the  Elizabeth  A.  Horton 
Memorial  Hospital  (Middletown),  and  Mount  Vernon 
Hospital.  Dr.  Bakwin  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American  Pe- 
diatric Society,  the  American  Academy  of  Pediatrics, 
the  American  Public  Health  Association,  the  Society  for 
Experimental  Biology  and  Medicine,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Dominic  George  Bodkin,  Jr.,  M.D.,  of  Sayville,  died 
on  December  26,  1973,  at  the  age  of  sixty-four.  Dr. 
Bodkin  graduated  in  1932  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a Fellow  of 
the  American  College  of  Surgeons  and  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Paul  Harold  Breuning,  M.D.,  of  San  Antonio,  Texas, 
formerly  of  New  York  City,  died  on  December  23,  1973, 
at  the  age  of  eighty.  Dr.  Breuning  graduated  in  1920 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine. He  had  been  a consulting  otolaryngologist  at  St. 
Luke’s  Hospital.  Dr.  Breuning  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Fritz  Brunn,  M.D.,  of  Lugano,  Switzerland,  formerly  of 
New  York  City,  died  on  December  14,  1973,  at  the  age  of 
eighty-five.  Dr.  Brunn  received  his  medical  degree 
from  the  University  of  Vienna  in  1912.  He  was  a Fellow 
of  the  American  College  of  Cardiology  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Henry  Dennen,  M.D.,  of  Rowayton,  Connecti- 
cut, formerly  of  New  York  City,  died  on  December  5, 
1973,  at  the  age  of  seventy-seven.  Dr.  Dennen  gradu- 
ated in  1919  from  Tufts  University  School  of  Medicine. 
He  had  been  a consulting  obstetrician  and  gynecologist 
at  The  New  York,  Polyclinic,  and  Mount  Vernon  Hospi- 
tals and  a consulting  obstetrician  at  United  (Port  Ches- 
ter) and  Harlem  Hospitals.  Dr.  Dennen  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, a Fellow  of  the  American  College  of  Surgeons,  a 


Fellow  of  the  American  College  of  Obstetricians  and  Gy- 
necologists, and  a member  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  Obstetrical  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ernest  Paul  De  Santo,  M.D.,  of  New  York  City,  died 
on  December  7,  1973,  at  the  age  of  seventy-two.  Dr.  De 
Santo  graduated  in  1924  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

David  Droutman,  M.D.,  of  New  York  City,  died  on  De- 
cember 7,  1973,  at  the  age  of  seventy-seven.  Dr.  Drout- 
man graduated  in  1930  from  the  University  of  Michigan 
Medical  School.  He  was  an  assistant  attending  physi- 
cian at  the  New  York  Infirmary.  Dr.  Droutman  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  F.  Faigle,  Sr.,  M.D.,  of  Stony  Brook,  died  on  No- 
vember 23,  1973,  at  the  age  of  seventy-eight.  Dr.  Faigle 
graduated  in  1920  from  Syracuse  University  College  of 
Medicine.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  S.  Glickman,  M.D.,  of  New  York  City,  died  on 
November  19,  1973,  at  the  age  of  eighty-four.  Dr. 
Glickman  graduated  in  1914  from  Long  Island  College 
Hospital.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

S.  N.  Goldberg,  M.D.,  of  Yonkers,  died  on  December 
23,  1973,  at  the  age  of  seventy-one.  Dr.  Goldberg  grad- 
uated in  1925  from  Dalhousie  University  Faculty  of 
Medicine,  Halifax,  Nova  Scotia.  He  was  a consulting 
otolaryngologist  at  Bronx-Lebanon  Hospital  Center  and 
Morrisania  City  Hospital,  and  an  attending  otolaryngol- 
ogist at  Royal  Hospital.  Dr.  Goldberg  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and  a member 
of  the  Bronx  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Myron  Anderson  Hays,  M.D.,  of  Ithaca,  died  on  De- 
cember 10,  1973,  at  the  age  of  thirty-five.  Dr.  Hays 
graduated  in  1964  from  the  University  of  Cincinnati 
College  of  Medicine.  He  was  an  attending  obstetrician 
and  gynecologist  at  Tompkins  County  Hospital.  Dr. 
Hays  was  a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  and  a member  of  the 
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American  Fertility  Society,  the  Tompkins  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hildegard  Heim,  M.D.,  of  New  York  City,  died  on  De- 
cember 30,  1973,  at  the  age  of  eighty-nine.  Dr.  Heim  re- 
ceived her  medical  degree  from  the  University  of  Mu- 
nich in  1914.  She  was  a clinical  assistant  cardiologist  at 
Jewish  Memorial  Hospital.  Dr.  Heim  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Edward  George  Hixson,  M.D.,  of  Oneida,  died  on  De- 
cember 21,  1973,  at  the  age  of  sixty-one.  Dr.  Hixson 
graduated  in  1937  from  the  Syracuse  University  College 
of  Medicine.  He  was  chief  and  an  attending  surgeon  at 
Oneida  City  Hospital.  Dr.  Hixson  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Oneida  Academy  of  Medicine,  the  Madison  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jacob  Juskowitz,  M.D.,  of  Miami,  Florida,  formerly  of 
The  Bronx,  died  on  December  11,  1973,  at  the  age  of 
eighty-one.  Dr.  Juskowitz  graduated  in  1915  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  attending  obstetrician  at  Jewish  Memorial 
Hospital.  Dr.  Juskowitz  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

S.  Georg  Lasch,  M.D.,  of  New  York  City,  died  on  De- 
cember 2,  1973,  at  the  age  of  seventy-three.  Dr.  Lasch 
received  his  medical  degree  from  the  University  of  Got- 
tingen in  1924.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Leavitt,  M.D.,  of  New  York  City,  died  on  Jan- 
uary 11  at  the  age  of  eighty-six.  Dr.  Leavitt  graduated 
in  1908  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of  the  Ameri- 
can Psychiatric  Association,  the  New  York  Neurological 
Association,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Maurice  Lenz,  M.D.,  of  Edgewater,  New  Jersey,  for- 
merly of  New  Rochelle,  died  on  January  4 at  the  age  of 
eighty-three.  Dr.  Lenz  graduated  in  1913  from  Colum- 
bia University  College  of  Physicians  and  Surgeons.  He 
was  a consulting  radiotherapist  at  The  Presbyterian  and 
Francis  Delafield  Hospitals  and  at  Montefiore  Hospital 
and  Medical  Center.  Dr.  Lenz  was  a Diplomate  of  the 
American  Board  of  Radiology  (Therapeutic  Radiology), 
a Fellow  of  the  American  College  of  Radiology,  and  a 
member  of  the  American  Roentgen  Ray  Society,  the 
American  Radium  Society,  the  Radiological  Society  of 
North  American,  Inc.,  the  American  Society  for  Cancer 
Research,  the  New  York  Academy  of  Medicine,  the  New 
York  Roentgen  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Charles  Morris  Levin,  M.D.,  of  Jamaica,  died  on  De- 
cember 6,  1973,  at  the  age  of  seventy-nine.  Dr.  Levin 
graduated  in  1920  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a consulting  physician  in 
medicine  at  Mary  Immaculate  Hospital.  Dr.  Levin  was 
a Diplomate  of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  Clinical  Society,  New  York  Diabe- 
tes Association,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sydney  M.  Lilienfcld,  M.D.,  of  Woodmere,  died  on  De- 
cember 3,  1973,  at  the  age  of  fifty-seven.  Dr.  Lilienfeld 
graduated  in  1943  from  Chicago  Medical  School.  He 
was  an  honorary  staff  general  practitioner  at  Peninsular 
General  Hospital.  Dr.  Lilienfeld  was  a member  of  the 
American  Academy  of  Family  Practice,  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Maximillian  Lowenthal,  M.D.,  of  The  Bronx,  died  on 
December  18,  1973,  at  the  age  of  eighty-one.  Dr.  Low- 
enthal received  his  medical  degree  from  the  University 
of  Vienna  in  1922.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Aildred  MacDonald,  M.D.,  of  New  York  City,  died  on 
October  18,  1973.  Dr.  MacDonald  graduated  in  1924 
from  McGill  University  Faculty  of  Medicine.  He  wras 
an  assistant  attending  (inactive)  pediatrician  at  The 
Presbyterian  Hospital. 

Cedric  L.  Mather,  M.D.,  of  Olean,  died  in  October, 
1973,  at  the  age  of  fifty-five.  Dr.  Mather  graduated  in 
1952  from  the  University  of  Vermont  College  of  Medi- 
cine. He  was  a member  of  medical  staff  at  Olean  Gen- 
eral and  St.  Francis  Hospitals.  Dr.  Mather  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine,  a Fel- 
low of  the  American  College  of  Physicians,  and  a mem- 
ber of  the  Cattaraugus  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Winford  McCormick,  M.D.,  of  Staten  Island, 
died  on  December  24,  1973,  at  fhe  age  of  sixty-nine.  Dr. 
McCormick  graduated  in  1935  from  McGill  University 
Faculty  of  Medicine.  He  was  director  emeritus  of  pedi- 
atrics at  St.  Vincent’s  Medical  Center  of  Richmond  and 
a consulting  pediatrician  at  Richmond  Memorial  Hospi- 
tal. Dr.  McCormick  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  Richmond  County  Medical 
Society  (and  a past  president),  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Richard  O’Brien  Monahan,  M.D.,  of  Elmira,  died  on 
December  24,  1973,  at  the  age  of  sixty-eight.  Dr.  Mona- 
han graduated  in  1933  from  Dalhousie  University  Facul- 
ty of  Medicine.  He  was  an  honorary  member  of  the 
medical  staff  at  St.  Joseph’s  Hospital.  Dr.  Monahan 
was  a Diplomate  of  the  American  Board  of  Otolaryngol- 
ogy and  a member  of  the  American  Academy  of  Oph- 
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thalmology  and  Otolaryngology,  the  Chemung  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Thomas  A.  Morrissey,  M.D.,  of  New  York  City,  died 
on  December  14,  1973,  at  the  age  of  seventy-two.  Dr. 
Morrissey  graduated  in  1928  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a consult- 
ing urologist  at  St.  John’s  Queens  Hospital,  an  attending 
urologist  at  Doctors  Hospital,  and  an  emeritus  urologist 
at  The  Hospital  for  Special  Surgery.  Dr.  Morrissey  was 
a Diplomate  of  the  American  Board  of  Urology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Urological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Louis  Neubert,  M.D.,  of  Roslyn  Heights,  died  on 
December  17,  1973,  at  the  age  of  seventy-six.  Dr.  Neu- 
bert graduated  in  1925  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a senior  assistant  surgeon 
at  St.  Clare’s  Hospital.  Dr.  Neubert  was  a member  of 
the  Nassau  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Abraham  J.  Orfuss,  M.D.,  of  New  York  City,  died  on 
January  15  at  the  age  of  sixty-three.  Dr.  Orfuss  gradu- 
ated in  1937  from  Long  Island  College  of  Medicine.  He 
was  an  assistant  attending  dermatologist  at  Bellevue 
Hospital  and  an  attending  dermatologist  at  University 
and  Veterans  Administration  Hospitals.  Dr.  Orfuss  was 
a Diplomate  of  the  American  Board  of  Dermatology, 
Inc.,  and  a member  of  the  American  Academy  of  Derma- 
tology, the  Society  for  Investigative  Dermatology,  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Ferdinand  Theodore  Reid,  M.D.,  of  New  York  City, 
died  on  December  27,  1973,  at  the  age  of  eighty-two. 
Dr.  Reid  graduated  in  1918  from  McGill  University  Fac- 
ulty of  Medicine.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Martin  Schreiber,  M.D.,  of  New  York  City,  died  on 
January  13  at  the  age  of  seventy-five.  Dr.  Schreiber 
graduated  in  1922  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  psychia- 
trist at  Long  Island  Jewish-Hillside  Hospital,  an  assis- 
tant (off  service)  psychiatrist  at  The  Mount  Sinai  Hos- 
pital, and  an  honorary  psychiatrist  at  Grasslands  Hospi- 
tal. Dr.  Schreiber  was  a member  of  the  American  Psy- 
chiatric Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leander  Howard  Shearer,  M.I).,  of  Princeton,  New 
Jersey,  died  on  December  31,  1973,  at  the  age  of  ninety- 
seven.  Dr.  Shearer  graduated  in  1901  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a consulting  physician  at  Lincoln  Hospital.  Dr.  Shearer 


was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Melitta  Sperling,  M.D.,  of  New  York  City,  died  on  De- 
cember 28,  1973,  at  the  age  of  seventy-four.  Dr.  Sperl- 
ing received  her  medical  degree  from  the  University  of 
Vienna  in  1924.  She  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Child  Psychiatry) 
and  a member  of  the  American  Academy  of  Child  Psy- 
chiatry, the  American  Psychoanalytic  Association,  the 
American  Psychiatric  Association,  the  New  York  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Ruth  Stone  Stelle,  M.D.,  of  Arlington,  Massachusetts, 
formerly  of  Albany,  died  on  December  23,  1973,  at  the 
age  of  seventy.  Dr.  Stelle  graduated  in  1923  from  the 
University  of  Michigan  School  of  Medicine.  She  was  a 
member  of  the  American  Psychiatric  Association,  the 
Albany  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Vincent  F.  Tuzio,  M.D.,  of  Albany,  died  on  December 
20,  1973,  at  the  age  of  sixty-two.  Dr.  Tuzio  received  his 
medical  degree  from  the  University  of  Naples  in  1935. 
He  was  a staff  psychiatrist  at  Albany  Veterans  Adminis- 
tration Hospital.  Dr.  Tuzio  was  a member  of  the  Alba- 
ny County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Vladimir  W.  Weinberg,  M.D.,  of  New  York  City,  died 
on  January  2 at  the  age  of  eighty-one.  Dr.  Weinberg  re- 
ceived his  medical  degree  from  the  University  of  Zurich 
in  1916. 

Sigmund  L.  Wilens,  M.D.,  of  New  York  City,  died  on 
December  20,  1973,  at  the  age  of  sixty-eight.  Dr.  W ilens 
graduated  in  1929  from  Yale  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Pathologic  Anatomy),  a Fellow  of  the  College  of 
American  Pathologists,  and  a member  of  the  American 
Association  of  Pathologists  and  Bacteriologists,  the 
American  Society  for  Experimental  Pathology,  the 
American  Society  of  Clinical  Pathologists,  and  the  New 
York  Academy  of  Medicine. 

Memorial  to  Robert  F.  Loeb,  M.D. — 1895-1973,  by  a 

colleague  and  friend,  Dana  W.  Atchley,  M.D.  Assem- 
bling a memorial  to  a long  standing  and  intimate  friend 
is  a poignant  affair;  the  pleasure  of  recalling  happy  mo- 
ments is  quickly  erased  by  the  sharp  sense  of  loss.  Dr. 
Loeb  after  graduating  with  high  honors  from  Harvard 
Medical  School  was  brought  by  Dr.  Palmer  to  join  his 
staff  at  Johns  Hopkins  in  1920.  1 was  fortunate  in  his 
being  assigned  as  my  research  assistant  and  we  had  a 
year  of  untrammeled  pure  research  together.  It  was 
great  fun. 

Then  we  followed  Dr.  Palmer  to  Presbyterian  Hospi- 
tal and  all  worked  together  to  create  the  first  “Medical 
Center  ...”  a designation  generally  adopted  now.  Bob 
rose  rapidly  in  affection  and  influence  and,  of  course, 
rank  until  he  succeeded  Dr.  Palmer  as  Chief  of  Medicine 
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in  1947.  For  many  years  we  met  daily;  exchanged  ideas 
and  feelings;  reassured  each  other  by  our  constant 
agreement;  and  were  mutually  stimulated  by  the  impact 
of  our  imaginations.  Until  he  retired  in  1960,  we  spent 
an  hour  together  at  eight  o’clock  each  morning,  talking 
about  research,  teaching,  and  hospital  affairs  with  many 
comments  about  life  in  general.  When  that  ceased  with 
his  retirement,  I felt  that  no  day  every  really  began. 
The  intellectual  activity  was  always  seasoned  with 
humor  and  often  sparks  flew  as  we  agreed  on  something 
we  considered  terrible,  or  we  clashed  on  opinions,  hut  we 
always  came  away  close  to  agreeing  on  true  fundamen- 
tals. 

Bob  was  a gentle  friend,  generous  and  kind  to  all  his 
associates.  His  knowledge  and  his  accurate  recall  as- 
tonished us  as  did  his  clear  interpretations.  He  was  a 
joy  to  he  with,  which  was  true  even  in  his  last  days. 

There  are  so  many  facets  to  his  productive  life  that  1 
can  present  only  a brief  sample.  His  creative  research 
pushed  our  knowledge  rapidly  ahead  and  contributed  to 
many  advances  in  the  care  of  the  sick.  An  outstanding 
example  was  his  alteration  of  the  health  and  prognosis 
of  the  hitherto  fatal  Addison’s  disease.  He  was  a popu- 
lar teacher,  not  due  to  showmanship,  but  due  to  bound- 
less knowledge,  a rare  memory,  and  brilliant  lucidity. 
Students  and  staff  were  spellbound  as  he  related  things 
we  had  all  forgotten.  He  was  a spirited  teacher,  react- 
ing vigorously  and  sharply  to  careless  thinking,  reac- 
tions that  left  an  indelible  impression,  emotionally  as 
well  as  in  meaning. 

Bob’s  patients  loved  him.  He  never  passed  a bed 
without  leaving  warmth  behind  him.  He  was  a superb 
clinician,  he  knew  the  facts  but  he  also  added  rare  intu- 
ition in  assembling  the  data.  But  it  was  always  the  per- 
son that  interested  him,  not  just  the  diagnosis;  he  was 


not  an  anecdotal  consultant;  he  never  forgot  an  individ- 
ual, calling  out  their  names  after  many  years.  He  was  a 
critical  scientist  with  a warm  heart. 

There  never  was  a finer  administrator.  He  knew 
what  was  needed  and  his  honesty,  tact,  and  well-disci- 
plined firmness  led  to  steady  progress  with  great  harm- 
ony and  negligible  jealousy.  He  delegated  authority 
without  suspicious  reservations,  the  Department’s  loyal- 
ty was  always  suffused  with  gaiety,  never  with  pomposi- 
ty. It  was  a notable  collection  of  talent  and  good  feel- 
ing. 

My  next  paragraph  would  have  to  be  omitted  if  Bob’s 
modesty  were  alive  among  us.  He  was  the  greatest  man 
in  American  Medicine.  Every  award,  at  home  and 
abroad,  came  his  way.  Prestigious  institutions  came  to 
him  for  advice;  Harvard,  Rockefeller  Foundation,  Gov- 
ernment commissions  (malaria  program).  He  received 
many  honorary  degrees  here  and  in  Europe.  An  ex- 
traordinary fact  was  his  widespread  influence  among 
men  as  well  as  with  institutions.  His  advice  was  con- 
stantly sought  and  usually  accepted.  People  believed  in 
his  disinterestedness,  his  objectivity,  and  his  thoughtful 
good  will.  The  quality  and  fame  of  The  Presbyterian 
Hospital  grew  to  unbounded  heights  under  his  guidance, 
the  momentum  he  created  will  last  a long  time,  surviv- 
ing far  beyond  the  lives  of  those  he  so  highly  inspired. 

We  are  fortunate  in  having  his  two  brilliant  children, 
John  and  Betsy,  on  our  staff  to  carry  on  his  tradition. 
His  wife,  Emily,  has  been  a constant  inspiration  both  in- 
tellectually and  emotionally.  She  was  Bob’s  rock  of  Gi- 
braltar. 

Daily  I suffer  when  my  instinct  in  relation  to  a prob- 
lem suggests  “I  must  ask  Bob.”  We  laughed  together 
and  cursed  together,  we  loved  to  be  together;  his  loss 
creates  an  unrefillable  gap  in  my  joy  of  living. 


Apology  to  Thomas  S.  Walsh,  Jr.,  M.D. 

Owing  to  an  inadvertent  error.  Thomas  S.  Walsh,  Jr..  M.D.,  of  Albany,  was  erroneously  listed  in  this  Depart- 
ment in  the  issue  of  January'  1974,  page  117.  The  Journal  sincerely  regrets  this  error  and  apologizes  herewith 
to  Dr.  Walsh. 
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( continued  from  page  314 ) 

The  Board  of  Trustees  and  the  Council  on  Medical  Service  are  aware  of  the  possibility  that  the  House  of  Delegates 
could  elect  to  support  the  idea  of  repeal  of  the  law.  However,  the  practical  considerations  indicate  that  this  may  be 
impossible  to  achieve,  so  that  there  should  be  a policy  position  which  would  prevail  so  long  as  the  law  remains  in 
force. 

The  AMA  affirms  the  following  principles: 

1.  That  the  medical  profession  remains  firmly  committed  to  the  principle  of  peer  review,  under  professional  di- 
rection, and 

2.  That  medical  society  programs  of  proven  effectiveness  should  not  be  dismantled  by  PSRO  implementation, 
and 

3.  That  the  Association  suggests  that  each  hospital  medical  staff,  working  with  the  local  medical  society,  continue 
to  develop  its  own  peer  review,  based  upon  principles  of  sound  medical  practice  and  documentable  objective 
criteria,  so  as  to  certify  that  objective  review  of  quality  and  utilization  does  take  place;  to  make  these  review 
procedures  sufficiently  strong  as  to  be  unassailable  by  any  outside  party  or  parties;  and  that  the  local  and  state 
medical  societies  take  all  legal  steps  to  resist  the  intrusion  of  any  third  party  into  the  practice  of  medicine,  and 

4.  That  this  House  of  Delegates,  as  individual  physicians  and  through  the  Board  of  Trustees  and  its  Council  on 
Legislation,  work  to  inform  the  public  and  legislators  as  to  the  potential  deleterious  effects  of  this  law  on  the 
quality,  confidentiality  and  cost  of  medical  care;  and  the  hope  that  the  Congress  in  their  wisdom  will  respond 
by  either  repeal,  modification,  or  interpretation  of  rules  which  will  protect  the  public. 

The  considered  opinion  of  this  House  of  Delegates  is  that  the  best  interests  of  the  American  people,  our  patients, 
would  be  served  by  the  repeal  of  the  present  PSRO  legislation.  It  is  also  believed  that  this  is  consistent  with  our 
long-standing  policy  and  opposition  to  this  legislation  prior  to  passage. 

The  considered  opinion  of  the  Board  of  Trustees  and  the  Council  on  Medical  Service  is  to  recommend  to  the  House 
of  Delegates  that  the  AMA  continue  to  exert  its  leadership  and  support  constructive  amendments  to  the  PSRO  law, 
coupled  with  continuation  of  the  effort  to  develop  appropriate  rules  and  regulations. 


continued  from  page  302 

were  purchased  in  Hong  Kong  for  a minimal  price. 
The  ophthalmologist  who  replaced  the  author  at  the 
Pleiku  hospital  continued  training  Mr.  Young  for  sev- 
eral months.  Although  Mr.  Young  has  had  only  ten 
years  of  formal  schooling  he  was  efficiently  and  effec- 
tively performing  a crucial  and  neglected  role  for  his 
people.  Initially,  the  Montagnards  were  reluctant  to 
undergo  surgery  given  the  magico-religious  nature  of 
their  native  medicine.  Cataractous  lenses  removed  in 
the  hospital  were  brought  to  native  villages  where  they 
were  displayed  and  explained  as  the  cause  of  blindness. 
Word  spread,  and  in  increasing  numbers  Montagnards 
came  to  the  hospital  from  remote  outlying  districts  to 
have  their  eyes  examined. 

In  addition  to  cataract  extractions,  Mr.  Young  per- 
formed lid  surgery  (entropion),  glaucoma  surgery,  enu- 
cleation, and  other  basic  procedures.  At  the  present 
time  he  is  formally  studying  medicine  at  Saigon  Uni- 
versity, and  will  presumably  return  to  the  Highlands 
on  completion  of  his  degree. 

My  experience  with  Mr.  Young  has  confirmed  my 
belief  in  the  wisdom,  indeed  the  necessity  of  training 
paramedics  in  as  many  specialized  fields  as  are  needed, 
to  deal  with  the  overwhelming  problems  of  disease  and 
medical  neglect  in  underdeveloped  countries,  which 
have  neither  the  resources  nor  the  facilities  to  train 
their  own  in  sufficient  numbers. 

Specifically,  I would  envision  a program  in  which  a 


physician  working  in  an  under  developed  area,  would 
personally  train  and  supervise,  over  an  extended  period 
of  about  a year,  a single  paramedic.  Basically,  it 
would  be  on  the  basis  of  an  on-the-job  apprenticeship, 
which  would  enable  the  person  to  ultimately  take  on  at 
least  a part  of  a medical  problem  that  would  otherwise 
be  totally  neglected.  In  remote  and  primitive  areas  of 
Asia,  Africa,  South  East  Asia,  and  other  such  places, 
any  form  of  medicine  would  fill  a vacuum  that  will  not 
conceivably  be  filled  in  orthodox  ways  for  many  dec- 
ades, if  at  all. 

These  regions,  where  much  medicine  remains  almost 
in  the  stone  age,  cannot  afford  the  luxury  of  formally 
trained  physicians.  Moreover,  it  is  a common  phe- 
nomenon in  the  “third  world,”  excepting  China,  for 
university-trained  physicians  to  remain  in  the  cities 
where  they  have  received  their  training  and  not  to  re- 
turn to  their  native  regions  where  they  are  so  badly 
needed.  Training  local  people  means  that  they  will  re- 
main where  they  are  needed  and  will,  in  turn,  com- 
municate their  knowledge.  Despite  the  tremendous 
problems  involved  in  teaching  eye  surgery — surely  as 
sophisticated  and  technical  a discipline  as  any — it 
could  be  done.  How  much  easier  then  it  would  be  to 
train  a midwife  or  a general  practitioner. 

ALBERT  HORNBLASS,  M.D. 

565  Park  Avenue 
New  York,  New  York  10021 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  Z5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  lessthan-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied.-  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

© 1973  HEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


13th  Annual  Medical 
Communications  Day 

Friday 

March  1, 1974 
THE  AMERICANA 
New  York  City 

Sponsored  by  the  New  York 
State  Journal  of  Medicine 
and 

American  Medical  Writers  Assn., 
Metropolitan  New  York  Chapter 

* * * 

Symposium  on  Socio-Political 
Aspects  of  Medical  Prescribing 
& Medical  Product  Advertising 

Morning  & afternoon  sessions, 
and  luncheon 

*** 

For  reservations  and  information,  contact 

Dr.  Jerome  Harris,  Schering  Corp.,  Kenil- 
worth, New  Jersey  07033.  Phone  (201)  245-5000 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


Index  to  Advertised  Products 


Antacids 

Camalox  (William  H.  Rorer) 407 

Antibiotics 

Bicillin  (Wyeth  Laboratories) 359 

Keflex  (Eli  Lilly  & Company)  316 

Kefzol  (Eli  Lilly  & Company) 286,  287,  288 

Neosporin  (Burroughs  Wellcome  & Company) 349 

Trobicin  (Upjohn  Company) 378,  379 

Wycillin  (Wyeth  Laboratories) 358 

Antidiarrheal  antispasmotics 

Donnagel  (A.  H.  Robins  Company) 293 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 291 

Automobile  leasing 

Waldorf  Auto  Leasing 421 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Robitussin  (A.  H.  Robins  Company) 294.  295 

Cholesterol  lowering  agents 

Choloxin  (Flint  Laboratories) 303,  304 

Laboratory  tests 

Atromid-S  (Ayerst  Laboratories) 324 

Laxatives 

Stimulax  (Geriatric  Pharmaceutical  Corp.) 297 

Nasal  decongestants 

Ornade  (Smith  Kline  & French  Laboratories) 311 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 298,  299,  300 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories) 315 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 419 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories) 338,  339 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 393 

Cevi  Bid  (Geriatric  Pharmaceutical  Corp.) 331 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene- 
fits. Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


ilUIPMENT 


R SALE:  KELEKET  X RAY  WITH  FLOOR-CEILING  TUBE  STAND, 
ilting  table,  Ille  stainless  steel  whirlpool  and  chair.  Naugahvde,  up- 
olstered  examining  table,  built-in  cabinet  and  drawers,  matching  treatment 
land,  chair  and  partitions.  L.  S.  Weinstein.  M.D.,  1606  Peoples  Ave., 
'rov.  N.Y.  12180. 


LEASE  A 
NEW 


who  lease  their  cars  from  us. 

Whatever  your  special  needs  are  in  your  car,  we’ll  get  it  . . . 
any  make,  any  model,  any  equipment.  And  at  a special  price, 
too.  And  we  don’t  waste  time  when  you  need  service.  Just 
ask  any  of  the  doctors  who  lease  from  us.  We  know  you’re 
busy.  Give  us  a call  and  we’ll  handle  most  of  the  details  on 
the  phone. 

AUTO  LEASING,  INC. 

.,  Brooklyn  (212)  336-6767 


POSITIONS  WANTED 


HSCELLANEOUS 


LLS  COLLECTED— ABUSE  IS  RULED  OUT-TACTFUL  YET  SUC- 
ressful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
tetails.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5- 2943 


YEARLY  GAINS  OF  17  TO  30%  APPEAL  TO  YOU.  LET  ME  HELP  YOU 
ivest  in  rare  coins.  I will  select  coins  for  growth  potential  and  place  in  your 
ands  for  appreciation.  I will  advise  you  all  the  way.  Vincent  Iacobelli,  M.D.. 
ive  David  Court.  Port  Jefferson.  N.Y.  11777. 


RADIOLOGIST.  CERTIFIED,  WELL  TRAINED  AND  IN  PERFECT 
health,  seeks  association  part  or  full  time  with  hospital,  group  or  individual 
in  Manhattan  Retirement  January  1,  1974.  Licensed  in  N.Y.  Available 
immediately.  Dept.  376,  c/o  NYSJM. 


ANESTHESIOLOGIST.  F.A.C.A.,  SEEKS  POSITION  FULL  OR  PART  TIME 
in  New  York  City  (Manhattan,  Bronx,  Queens,  or  Brooklyn)  or  Long  Island. 
Many  years  of  experience,  references.  Dept.  381,  c/o  NYSJM. 


RADIOLOGIST.  CERTIFIED:  MANY  YEARS  HOSPITAL  AND  PRIVATE 
practice.  Healthy,  competent,  part  or  full  time.  Has  300  MA  135  KV  X-ray 
with  tilt  table,  spot  film  and  all  accessories  if  desired.  Dept.  379,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


NOUNCING:  INTERNATIONAL  SEMINAR  ON  UROLOGY  AND  RA- 
iology  and  advances  in  nephrourology.  in  Belgrade.  Yugoslavia,  March  21  to 
ipril  1.  1974.  Sponsored  by  the  Departments  of  Urology  and  Radiology,  New- 
ark Medical  College  and  the  Urologic  Clinic  of  the  Medical  School,  Uni- 
ersity  of  Belgrade.  For  further  information,  please  contact:  Joseph  E. 

)avis.  M.D..  Professor  and  Chairman.  Department  of  Urology.  New  York 
Jedieal  College.  Flower  & Fifth  Avenue  Hospitals,  Fifth  Ave.  at  106  St.. 
Cew  York.  N.Y.  10029.  Call  (212)  867-5500,  ext.  531. 


RMAN  SHEPHERD  PUPPIES  FOR  SALE:  AT  KLARBACK  KENNELS: 
line  German  Shepherd  puppies  on  12/20/73.  Dam:  Bess  of  Klarbach; 

aughter  of  Ch.  Lahngold’s  Maedchen,  C D.  and  Ch.  Falco  of  Thunder-Rock, 
tud:  Ranko  von  der  Ulmerfelswand.  Scheutzen  H 1.  Ad;  son  of  Marko  vom 
ellarland.  world  Sieger  and  Scheutzen  H2.  Sire  of  Maedchen  and  Falco: 
h.  Bemd  vom  Kaliengarten.  R O M Great -grand-sire  of  Bess:  Klodo  aus 
er  Erimitenklaus.  Sieger  & R.O.M.  May  30,  1969  New  Haven,  Conn  Mrs. 
luth  Stone  received  cash  and  trophy  awards  as  ‘The  Breeder  of  Best  of 
)pposite  Sex  in  the  1969  Futurity"  from  the  German  Shepherd  Dog  Club  of 
vmerica,  when  3 dogs,  same  litter,  were  judged:  Best  of  Show,  1st  Senior,  and 
rd  Senior  dog  all  "In  the  Ribbons"  & Trophies,  Ladentown,  N.Y.  Nov.  17, 
973  Alex  of  Klarbach  adjudged  Highest  Scoring  Dog,  4 Trophies  and  1st 
Jace  Ribbon  . Litter-Brother:  Arco  of  Klarbach  American  Champion  1973. 
explanation  of  Terms:  CHlAmerican  Champion);  CDlCompanion  Dog); 

'iegeriGerman  Champion);  R.O.M  . I Register  of  Merit.  . begetting  a required 
.umber  of  Champions);  Scheutzen  H 1,2.3  . . . grades  of  Proficiency  in  Protec - 
on  of  Sheep.  Humans,  Property  . . . ADIEndurance  on  long  trips  as  for  Search 
i Rescue  Missions).  Note:  These  dogs  have  been  bred  for  good  tempera- 
aent.  heavy-boned,  dark  pigment.  Inquiries:  Mail  to  Dr.  & Mrs.  Maurice 
Stone.  615  West  246  St.,  Bronx.  N.Y.  10471.  Phone:  KI  9-9397,  no  answer 
all  (212)  TR  8-0400. 


DISCONTINUING  FAMILY  PRACTICE  ESTABLISHED  38  YEARS,  DUE  TO 
recent  disabling  injury.  Lease  office  if  desired.  Accredited  open  staff  hospital 
in  town.  Rotate  emergencies,  weekends  with  two  other  physicians  in  area. 
Excellent  schools,  recreation,  Western  Adirondacks.  Send  curriculum  vitae 
and  background  first  letter.  Need  is  now.  Excellent  opportunity.  Dept.  372, 
c/o  NYSJM. 


NOTICE  OF  RELOCATION 

THE  BRONX  EYE  INFIRMARY  DIVISION  of 
THE  BRONX-LEBANON  HOSPITAL  CENTER 
has  moved  to  the 

BRONX-MORRISIANIA  AMBULATORY  CARE 
UNIT 

at  1309  Fulton  Avenue 

The  clinic  will  operate  from  8 A.  M.  to  4 P.  M. 
Monday  through  Friday.  Emergency  cases  will  be 
seen  at  either  the  Concourse  or  Fulton  Divisions 
Emergency  Room  at  other  times. 

Initial  visits  are  processed  between  8 A.  M.  and  3 
P.  M.  during  clinic  working  hours. 
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PHYSICIANS  WANTED— CONT  D 


PLANT 

PHYSICIAN 

Large  industrial  complex  in  sub- 
urban New  York  City  area  has  open- 
ing for  licensed  physician  with  in- 
terest in  training  or  experience  in 
occupational  medicine.  Our  mod- 
ern medical  facility  is  equipped  to 
handle  a well-rounded  program  for 
employee  health.  Should  have  3 to 
5 years  experience  beyond  residency 
in  practice  or  industrial  medicine. 
Certification  in  Internal  Medicine 
preferred.  We  offer  competitive  sal- 
ary and  attractive  fringe  benefits 
package.  Send  complete  resume 
including  salary  requirements  in  con- 
fidence to: 

Dept.  383 , c/o  NYSJM 

An  equal  opportunity  employer,  M/F 


PHYSICIANS  WANTED 


INTERNISTS  (2),  CERTIFIED  OR  ELIGIBLE,  FOR  17-MAN  MULTISPE- 
cialty  group.  Need  acute.  Small  university  city  in  southwestern  New  York 
State.  Urban  area  35,000;  drawing  area  of  150,000.  Modern  facilities. 
Excellent  skiing,  sailing,  hunting  and  other  recreational  and  cultural  facilities. 
Relaxed,  safe  family  living,  but  easy  driving  distance  to  four  metropolitan 
centers.  Starting  salary  $40,000  and  early,  full  partnership.  Fee  for  service 
group.  Dept.  370,  c/o  NYSJM. 


PHYSICIANS— MEDICAL  DIRECTORS 

PARTIAL  LISTING  FOR  HOSPITALS,  MEDICAL  GROUP, 

INDUSTRY  & PHARMACEUTICAL 

MD-Emergency  Room  Specialists. 

MD-Psychiatrists  for  community  mental  health  service. 

MD-Med  Dir,  Community  health  services,  responsible  for 
ambulatory,  emergency,  etc.  Good  Supervision  exp., 
clinical  oriented.  Responsible  for  good  patient  care. 

Additional  positions  available  for  all  other  specialities. 

No  fee  to  candidate.  INTERVIEW  by  appointment  only. 
(212)  RH  4-3615,  3466. 

LEE  TODD 

Consultant /Executive  Search — “The  specialists  in  Recruitment." 

85  East  End  Ave.,  NYC  10028  (Mailing  address  only). 


PHYSICIANS:  OPENINGS  FOR  INTERNISTS,  PEDIATRICIANS,  A 1 

obstetricians  in  comprehensive  health  care  plan  which  features  prepayn  t 
and  fee  for  service  Opportunities  for  teaching  and  continued  educa  n 
while  deriving  benefits  of  active  practice,  community  service,  and  affilia  n 
with  a large,  first  quality  private  hospital.  Salary  and  benefits  fully  c - 
petitive.  Send  curriculum  vitae  to  William  J.  Klein,  Jr.,  M.D.,  Direc 
Northeast  Health  Center,  Rochester  General  Hospital,  1425  Portland  A 
Rochester,  N.Y.  14621,  or  call  collect  (716)  482-4300. 


CHIEF  OF  MEDICINE:  FULL  TIME  POSITION  IN  GROWING  HOSPH  _ 
in  metropolitan  area  between  New  York  and  Philadelphia.  Affiliated  \ i 
Rutgers  Medical  School.  Board  certification  or  eligibility  required.  Excel  t 
salary,  fringe  benefits  and  career  opportunity.  Send  resume  to  Dept.  371,  j 
NYSJM. 


DERMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  FIFTEEN  RO>  l 
office,  best  location,  wishes  associate.  Salary  to  partnership,  prefers 
skilled  in  dermatologic  surgery.  Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  I ; 
York,  N.Y.  10022.  Tel.  (212)  753-6033. 


PRACTICE  OPPORTUNITIES  IN  BEAUTIFUL  VERMONT,  IN  GENEI  , - 
practice,  internal  medicine  and  obstetrics.  Modern,  70-bed,  accredited  ho 
tal  serves  population  of  17,000.  Office  space  in  new  professional  builc ; 
and  financial  assistance  available.  Reply  including  curriculum  vitae  to: 
ministrator,  Rockingham  Memorial  Hospital,  Bellows  Falls,  Vermont  05101 


CAMP  DOCTOR,  FOR  CO-ED  CAMP  IN  PA.  POCONO  MTS.  FO 
weeks  (July  27-August  23).  Bungalow  provided.  Two  R.N.s  on  staff.  W 
to  Camp  Tioga,  65  Westwood  Drive,  Westbury,  N.Y.  11590,  or  call  (516)  (•  I 
8560. 


PHYSICIAN  DURING  JULY  AND  AUGUST.  1974  FOR  CHILDREN’S  CA. 
located  at  Beach  Lake,  Pa.;  accommodates  350  campers,  ages  6-16;  comp 
modern  Health  Center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  e 
month;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  June  28  i , 
closes  August  23.  Private  room  and  facilities.  Write,  including  your  ph 
number,  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Bro 
lyn,  N.Y.  11201. 


ORTHOPEDIC  SURGEON:  PLEASANT  WESTERN  NEW  YORK  CC' 

munity  seeks  qualified  orthopedic  surgeon;  excellent  opportunity;  safe  livi  i 
fine  school  systems;  new  office  building  adjacent  to  fully  accredited  hosp 
available — 6 months.  Dept.  380,  c/o  NYSJM. 


FAMILY  PHYSICIANS:  MOST  UNUSUAL,  ATTRACTIVE  OPENING  F 
family  practice  in  Community  of  Hamilton,  New  York.  Fully  equipped,  l 
man  office  available  with  2500  typed  problem-oriented,  active  charts  nexl 
an  accredited  100  bed  community  hospital  with  a CCU  and  a new  materr 
suite.  Delightful  central  New  York  rural  community,  home  of  Colgate  L 
versity  and  American  Management  Association.  Recreational  and  diversif 
social  opportunities  are  excellent.  Practice  is  unlimited  and  a new  inova 
aggressive  approach  to  health  care  by  the  community  most  attractive.  J | 
move  in  and  work  in  a ready-made  practice.  Ideal  for  two.  Recruitin'  i 
Committee  prepared  to  make  attractive  offer  including  travel,  first  y It 
guarantee,  and  office  help  to  qualified  family  physicians.  Direct  inquiries 
Mr.  Alfred  M.  Helbach,  Administrator,  Community  Memorial  Hospil 
Hamilton,  N.Y.  13346,  or  call  collect  (315)  824-1100. 


WANTED:  ANESTHESIOLOGIST  TO  JOIN  ONE  OTHER,  ON  PERV 
nent  part  time  basis.  Small  hospital  in  Queens;  easy  hours,  adequate  sale 
Must  be  licensed.  Send  curriculum  vitae.  Dept.  382,  c/o  NYSJM. 


EMERGENCY  DEPARTMENT;  FULL  TIME  PHYSICIANS  TO  STA 
emergency  department  of  busy,  300  bed  hospital;  26,000  yearly  visits.  Ex< 
lent  new  emergency  department  facility.  Pleasant  upstate  New  York  co  j 
munity  of  100,000  population  $35,000  to  $40,000  commensurate  with  expi  • 
ence.  Good  fringe  benefits.  Reply  to  David  Kaplan,  M.D.,  St.  Josep 
Hospital,  Elmira,  N.Y.  14902. 


PHYSICIAN  WANTED— CAMP  KEWANEE,  NEVERSINK,  N.Y.  (P.1 
Parksville,  N.Y.),  100  miles  from  New  York  City.  Co-ed,  ages  6-17;  i *.| 
campers;  member  A.C.A.  & A.P.C.  Modern  well-equipped,  heated  infirma  | 
assisted  by  two  nurses;  living  quarters  for  family;  U.S.  citizenship  requiri  j 
July  or  August . Salary  plus.  Call  collect  (212)  276-6868,  or  write  Camp  1 
wanee,  128-55  234th  St.,  Laurelton,  L.I.,  N.Y.  11422. 
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4YSICI ANS  WANTED— CONT  D 


1)  DIRECTOR  OF  THE  LIFE  MEDICAL  OFFICE  FOR  AETNA  LIFE  & 
asualty  in  New  York  City.  Duties  include:  1)  selecting  and  monitoring 

nedical  examiners  in  N.Y.C.,  2)  performing  medical  examinations  and  special 
tudies  on  insurance  applicants  and  employees,  3)  maintaining  necessary 
|aedical  information  on  applicants,  4|  giving  medical  judgments  on  cases,  5) 
upervising  two  employees.  Must  have  MD,  New  York  medical  license, 
nowledge  of  electrocardiography,  public  relations  ability.  Some  travel  re- 
uired.  An  Equal  Opportunity  Employer.  Send  resume  and  salary’  require- 
ients  to  C.  E.  Terry,  Employment  Office,  151  Farmington  Ave.,  Hartford, 
onn  06115. 


\!LL  ESTABLISHED  INTERNIST-GASTROENTEROLOGIST  NEEDS 
ssociate  internist  with  cardiology  background  for  large,  growing  practice  in 
ne  of  the  best  vacation  lands  in  the  country  Percentage  at  first,  with  full 
artnership  within  a year.  Prefer  man  in  40-55  year  age  group.  Florida 
cense  necessary.  Don't  wait  until  it's  too  late  to  retire,  come-on  down  now 
nd  enjoy  it  while  you  can.  Send  c.v.  to:  Stanley  Stark.  M.D.,  FACP.  2537 
'keechobee  Blvd  . West  Palm  Beach,  Fla.  33401. 


f AL  ESTATE  FOR  SALE  OR  RENT 


M THE  PROFESSIONAL  WHO  WISHES  TO  PUT  HIS  MONEY  TO 
ork,  we  offer  several  options:  Income  producing  properties  of  all  nature  for 
i ivestment  groups;  land  or  tax  shelters  for  the  individual  investor;  real  estate 
ndicates  which  we  originate  and  offer  shares  to  other  investors;  professional 
fice  locations  in  growing  areas  for  medical  groups.  Borden  Realtv  (914) 
•>6-3130. 


SISSET,  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE.  IDEAL  LO- 
tion  on  '4  acre  in  thriving  suburb.  Close  to  hospitals.  Four  bedrooms.  2 
iths.  huge  living-dining  room,  fireplace.  Additional  800  sq.  ft.  office  with 
parate  entrance.  Easy  access  to  Parkways.  Inquire  (516)  921-2110. 


FCEPORT,  L.I.  BEAUTIFUL  SPLIT  LEVEL  HOME,  5*4  RM.  OFFICE 
:tension,  air  conditioned;  corner  73'  X 135',  one  block  from  school  on  bus 
ute.  4 bedrooms,  modern  kitchen,  2'A  baths,  fireplace;  2 porches,  cellar, 
car  garage;  all  appliances.  Ideal  for  M.D.  FR  8-1560. 


0'ICE  AVAILABLE.  NORTH  YONKERS.  SPACIOUS,  ELEGANT  HOME 
■ing  converted  to  professional  bldg.  Off-street  parking.  Two  suites  already 
cupied  by  internist,  general  surgeon.  Two  additional  suites,  almost  2,000 
ft.,  available  X-ray  equipment  on  premises.  Call  anytime  (914)  969- 


KrONAH,  N Y.  WESTCHESTER,  COUNTY.  LONG  ESTABLISHED 
edical  practice  and  fully  equipped  building,  plus  2-story  garage  with  4-room 
come  apartment.  Central  location,  2 blocks  from  Penn  Central  Railroad, 
tnple  off-street  parking.  Brochure  on  request.  $125,000.  A.E.C.  Realty, 
rute  35,  South  Salem,  N.Y.  (914)  763-3149. 


I 'FALO.  N.Y.  DOCTOR’S  OFFICE.  AVAILABLE  FOR  IMMEDIATE 
cupancy  (less  equipment);  furnished  personal  office;  three  (3)  examining 
oms;  laboratory;  lavatory;  spacious,  furnished  waiting  room;  and  central 
■ating/air  conditioning.  Contact:  Robert  F.  Sullivan,  145  McKinley  Pkwv., 
uffalo.  N.Y.  Call  (716)  824-8690,  or  824-9883. 


P IRTO  RICO  BEACH  HOUSE,  COSTA  AZUL  AT  LUQUILLO.  3 BED- 
oms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine, 
omfortable,  private,  convenient  to  other  resort  areas.  For  reVit  weekly, 
dward  Pinnev.  M.D.,  148  East  78th  St.,  New  York  City  10021.  (212)  879- 
: >70. 


F ,LY  EQUIPPED.  4 ROOM  MEDICAL  OFFICE  IN  NORTHERN  WEST- 
lester  for  rent.  Ideal  for  all  specialties,  except  pediatrics.  For  details,  call 
ter  9 p.m.  weekdays  (914)  941-0202,  or  anytime  weekends. 


Are  You  Happy  with  Your  Investments? 

Have  you  thought  about  Real  Estate? 

Land  Investments  • Building  Development  • Rental  Properties 

A specialist  working  with  physicians  and  dentists 
Contact:  Renard  A.  Pelloni,  Real  Estate 

580  Fifth  Ave.  212-265-5077 

New  York,  N.  Y.  10036  516-883-7174 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


WHITESTONE.  QUEENS:  UNIQUE  RAISED  RANCH  HOUSE,  8 ROOMS, 
2 baths  for  living,  plus  two  professional  apartments  (4  rooms  & 4 plus  rooms; 
formerly  dental  office;  all  lines  in,  dark  room,  etc.).  Excellent  young  area, 
convenient  to  transportation  (bus  stop  at  door,  1 block  from  major  highway) 
and  near  hospitals  and  nursing  homes  (approx.  10  blocks  away).  Existing 
high  mortgage  at  71*%.  Good  for  someone  starting  out.  $94,500.  (516) 

488-6100,  Ext.  232. 


FIFTH  AVE.  AT  90’S,  MANHATTAN.  RECENTLY  FURNISHED  AND 
equipped  medical  office,  41*  rooms.  Will  share  or  rent.  Call  after  7 p.m. 
(212)  628-0556. 


NEW  JERSEY:  PROFESSIONAL  BUILDING  FOR  SALE  ON  ROUTE  9, 
near  Freehold,  in  one  of  fastest  growing  communities.  Partially  renovated  for 
suites,  2,000  sq.  ft.  on  each  level.  Commercially  zoned,  with  ample  parking; 
fronting  on  highway.  Call  (212)  351-3331. 


STONY  BROOK,  HOME-OFFICE  ADJACENT  TO  UNIVERSITY  MEDICAL 
Center;  6 room  office  wing,  separate  drive  and  entrance  off  6 car  blacktop 
parking  area,  bath.  Ideal  location  for  GP  or  specialist  in  beautiful  residential 
area,  with  large  surrounding  population  in  need  of  services.  Within  minutes 
of  4 main  community  hospitals.  House  is  2 story  Colonial,  8 rooms,  2^ 
baths,  2 car  garage,  full  basement,  on  wooded  and  fully  landscaped  L acre. 
$68,000.  (516)473-1512,941-4973. 


BEAUTIFULLY  FURNISHED.  OR  UNFURNISHED  OFFICE  SUITE  FOR 
rent  in  Briarwood  section  of  Queens.  Convenient  to  all  transportation.  Call 
Dr.  Ince  (days)  (212)  688-3500,  ext.  363,  or  eves  and  weekends  (212)  969-0060. 


HEMPSTEAD,  N.Y.  PROFESSIONAL  HOME;  FOUR  BEDROOMS,  2 54 
baths,  maids  room  & bath.  Finished  basement;  2-car  garage;  '/■>  acre 
corner  plot.  Five  room  separate  office  suite,  a/c.  Minutes  from  5 hospitals; 
close  to  beaches,  golf  & fishing.  Retiring;  active  family  practice  of  34  yrs. 
Hyman  Geller,  M.D.,  531  Front  St.,  Hempstead,  N.Y'.  (516)  481-1110. 


STATEN  ISLAND:  ELTINGVILLE  MEDICAL  ARTS  BUILDING.  FAST- 
est  growing  area.  Excellent  opportunity  for  all  medical  specialties.  Custom 
designed  suites.  Spring  1974  occupancy.  Dr.  Charles  Tager  (212)  356-1477. 


SUTTON  PLACE— MANHATTAN 

Elegant  Medical/Professional  Suite.  2500  sq.  ft.  with  fine 
qual.  carpeting,  cent.  A/C,  mirrored  walls,  drapes,  24  hr. 
doorman.  Prestigious  residential  building. 

CALL  212-759-2320 
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13th  Annual 

Medical  Communications  Day 

Friday,  March  1,  1974 

THE  AMERICANA, 

New  York  City 

Sponsored  by  the 

New  York  State  Journal  of  Medicine 
and 

American  Medical  Writers  Association 
Metropolitan  New  York  Chapter 

* * * 

SYMPOSIUM  ON  SOCIO-POLITICAL  ASPECTS  OF 
MEDICAL  PRESCRIBING  & 

MEDICAL  PRODUCT  ADVERTISING 

9.00  A.M.  Registration,  Royal  Ballroom  B,  2nd  floor 

9:30  A.M.  Panel:  Package  Insert  and  Prescribing 

Independence 

12.00  Noon  Cocktails,  cash  bar,  Royal  Ballroom  A,  2nd  floor 

12:30  P.M.  Luncheon,  Royal  Ballroom  A,  2nd  floor 

Luncheon  Speaker:  Julius  E.  Stolfi,  M.D.,  Associate  Editor 

New  York  State  Journal  of  Medicine 

2.00  P.M.  Royal  Ballroom  B,  2nd  floor 

Panel:  Role  & Regulation  of  Medical  Product 

Advertising 


* * * 


Panelists  will  represent  the  FDA,  AMA,  PMA,  and  Industry 


**  * 

REGISTRATION:  Advance  registration  at  reduced  fee  of 

$12.00  for  members  (Medical  Society  of  the  State  of  New 
York,  or  American  Medical  Writers  Association);  $13.00  for 
nonmembers  if  received  by  February  27th,  ($14.00  and  $15.00 
after  this  date).  Registration  fee  includes  morning  and  after- 
noon sessions,  and  luncheon.  Tickets  will  be  held  at  door. 

Please  make  checks  payable  to  AMWA-NY,  and  mail  to: 
Dr.  Jerome  Harris,  Schering  Corp.,  Kenilworth,  New  Jersey 
07033.  Phone  (201)  245-5000. 
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ARTHRITIS  AND  RELATED  DISORDERS 

EDWARD  C.  FRANKLIN,  M.D.,  Program  Director 
FEE:  $175 


March  2 / April  1,  1974 

9:00  a.m.,  Saturdays 

7:00  p.m.,  Mondays  and  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Bronx  V.A.  Hospital 

BASIC  OCULAR  PHARMACOLOGY 
A Course  for  Residents 

JOEL  MINDEL,  M.D. 

Mount  Sinai  School  of  Medicine 


March  2 / 16,  1974 

10:00  a.m. -12:00  noon 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Auditorium 

424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

H.  RANDALL  TOLLEFSEN,  M.D. 

March  2 

I.  Carotid  Body  Tumor.  Schwanoma. 
Esophageal  Diverticulum 

2.  Endoscopy.  Cancer  of  the  Larynx: 
Partial  Laryngectomy:  Total 
Laryngectomy:  Radical  Neck  Dissection 
Plus  Larynx:  Tracheal  Stoma 
Construction:  Statistics 

March  9 

1.  Benign  Parotid  Tumors:  Superficial 
Parotidectomy  with  Facial  Nerve 
Dissection 

2.  Cancer  of  the  Parotid:  Total 
Parotidectomy  with  and  without  Neck 
Dissection 

March  16 

1.  Pre-Operative  Xray  Therapy. 
Keratoacanthoma.  Desmoid. 
Lymphangioma 

2.  Median  Labiomandibular  Glossotomy 

3.  Surgical  Technique  of  Transantral 
Sphenoidal  Hypophysectomy 

4.  Indications  for  Hypophysectomy 

E.  GREENBERG,  M.D. 


March  4/8,  1974 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 
Five-Day  Symposium  on 


Address  the  Office  of  the  Recorder,  Room  4-44-N,  Arnold  and 
Marie  Schwartz  Lecture  Hall,  N.Y.U.  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York,  N.Y.  10016. 

March  4 / May  27,  1974 
Cabrini  Health  Care  Center 

Columbus  Hospital 
227  East  19th 

MEDICAL  REVIEW  COURSE  FOR 

GENERAL  PRACTITIONERS 

(50  hours  of  lectures  on  medical  and  surgical 

topics) 

CREDIT:  AAFP  50  hours  Prescribed 

Co-sponsored  by  the  New  York  County  Chapter  of  AAFP 

MONDAY,  MARCH  4 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  New  Developments  in  Contraceptive 
Technology 

HANS  LEHFELDT,  M.D. 

2.  Present  Therapy  of  Prostatic  Pathology 

GEORGE  W.  SLAUGHTER,  M.D. 

N.Y.U.  Bellevue  Medical  Center 

March5  / May  28,  1974 

French  and  Polyclinic  Medical  School 

The  Postgraduate  Medical  School 
481  Eighth  Avenue 

MEDICAL  REVIEW  COURSE  FOR 

GENERAL  PRACTITIONERS 

(50  hours  of  lectures  on  medical  and  surgical 

topics) 

CREDIT:  AAFP  50  hours  Prescribed 
Co-sponsored  by  the  New  York  County  Chapter  AAFP 

March  1974 

French  and  Polyclinic  Medical  School 

481  Eighth  Avenue 

Two-hour  sessions  on  each  of  the  following: 

1.  Current  Procedures  in  Nuclear  Medicine 

2.  Treatment  of  Disorders  of  the  Thyroid 
Gland 

Write  or  call  212/563-1010 
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March  5 / 31,  1974 

8:00  a m.,  Tuesdays 

Richmond  County  Chapter  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

Family  Practice  Lectures 

March  5 

Chest  Xray  Review  I (Workshop) 

R.  HOURI.  M.D. 

March  12 

Chest  Xray  Review  II  (Workshop) 

R HOURI,  M.D. 

March  19 

Common  GYN  Emergencies 

J.  ZICARELLI,  M.D. 

March  26 

Tomometry  Application  in  General  Practice 

G.  EVANS.  M.D. 

March  31 

Diabetic  Teaching  Day  (4  hours) 

New  York  State  Diabetes  Association 


TUESDAY,  MARCH  5 

4:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 
2 East  103rd  Street 

Presentation  of  Cases 

Members:  4:30-5:00  p.m. 

Non-members:  5:00-5:45  p.m. 

From  the  Departments  of  Dermatology  of: 
Columbia-Presbyterian  Medical  Center 
LEONARD  HARBER,  M.D. 

Roosevelt  Hospital 
WILBUR  HURLBUT,  M.D. 

St.  Luke’s  Hospital 
ALEX  YOUNG,  JR.,  M.D. 

U.S.P.H.S.  Hospital,  Staten  Island 
JAMES  FIELDS.  M.D. 

General  Discussion  of  Cases 


March  5 / for  five  weekly  sessions 

8:30  p.m.,  Tuesdays 

The  American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

ORIENTATION  COURSE  IN  KAREN 
HORNEY  S HOLISTIC  APPROACH  TO 
THE  THEORY  AND  PRACTICE  OF 
PSYCHOANALYSIS 


March  5 / 20,  1974 
Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

March  5 — 8:30  p.m. 

P.N.A.  Tumor  Viruses  and  Human  Cancer 

SOL  SPIEGELMAN.  M.D. 

Columbia  University  P & S 

March  7 — 8:00  p.m. 

Esthetics  in  Complete  and  Partial  Dentures 

SIDNEY  SILVERMAN.  M.D.S. 

N Y U.  College  of  Dentistry 

March  20 — 11:00  a.m. 

Recent  Advances  in  Diagnosis  and 
Management  of  Metabolic  Disorders 

HAROLD  M.  NITOWSKY,  M.D. 

Albert  Einstein  College  of  Medicine 


March  6 and  20,  1974 

4:00-5:00  p.m.,  Wednesdays 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lectures 

March  6 

Autoimmune  Disease — Juvenile 
Rheumatoid  Arthritis 

MICHAEL  HOFFMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

March  20 

Malabsorption  Syndrome 

MERVIN  SILVERBERG,  M.D. 

North  Shore  Hospital 


WEDNESDAY,  MARCH  6 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  Collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

HEMORRHOIDS 

EFRON  GERSHON,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  I1/?  hours 


8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Physical  Medicine  and  Rehabilitation  with  the  New 
York  Society  of  Physical  Medicine  and  Rehabilitation 
2 East  103rd  Street 

ARE  MUSCULAR  DYSTROPHIES 
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NEUROGENIC? 

LOUIS  T.  ROLAND,  M.D. 
Columbia  University  P & S 

(Preceded  by  Subscription  Dinner) 


THURSDAY,  MARCH  7 

8:30  a. m. -5:00  p.m. 

The  New  York  Academy  of  Medicine  and  the 
International  Association  for  the  Study  of  the 
Liver 

Hosack  Hall,  2 East  103rd  Street 

A DAY  ON  THE  LIVER 

Scientific  Program 

1.  Jaundice 

Moderator:  IRWIN  M.  ARIAS,  M.D. 

Albert  Einstein  College  of  Medicine 

(a)  Regulation  of  Bile  Secretion 

GUSTAV  PAUMGARTNER,  M.D. 

University  of  Berne,  Switzerland 

(b)  Pathology  of  Cholestasis 

PETER  J.  SCHEUER,  M.D. 

Royal  Free  Hospital,  London,  England 

(c)  Non-Cholestatic  Jaundice  of  Hepatic 
Origin 

SERGE  ERLINGER,  M.D. 

Hospital  Beaujon,  Clichy,  France 

(d)  Endoscopic  Cholangiography 

LEENDERT  SCHALM,  M.D. 

Municipal  Hospital,  Arnhem,  The  Netherlands 

2.  Viral  Hepatitis 

Moderator:  FENTON  SCHAFFNER,  M.D. 

Mount  Sinai  School  of  Medicine 

(a)  Pathology  of  Viral  Hepatitis 

HERIBERT  THALER,  M.D. 

Wilhelminenspital,  Vienna,  Austria 

(b)  Pathogenesis  of  Hepatitis 

SHEILA  SHERLOCK,  M.D. 

Royal  Free  Hospital,  London,  England 

(c)  The  Hepatitis  Virus 

A.  J.  ZUCKERMAN,  M.D. 

University  of  London,  England 

(d)  Epidemiology  of  Hepatitis  in  the 
Tropics 

THEODORE  FRANCIS,  M.D. 

University  Hospital,  Ibadan,  Nigeria 

(e)  Management  of  Fulminant  Hepatitis 

STUART  J.  SAUNDERS,  M.D. 

University  of  Capetown  Medical  School 
Observatory  Cape,  South  Africa 

(f)  Liver  Support  Systems  for  Fulminant 
Hepatic  Jaundice 

ROGER  WILLIAMS,  M.D. 

University  of  London,  England 

Afternoon  Program 

1.  The  Liver  and  Immunology 


Moderator:  HANS  POPPER,  M.D. 

Mount  Sinai  School  of  Medicine 

(a)  Immunologic  Reaction  in  Viral 
Hepatitis 

SHEILA  SHERLOCK,  M.D. 

(b)  Immunity  in  Drug-Induced  Liver  Injury 

DEBORAH  DONIACH,  M.D. 

Middlesex  Hospital  Medical  School,  London, 
England 

(c)  The  Concept  of  Autoimmune  Liver 
Disease 

IAN  R.  MACKAY,  M.D. 

Royal  Melbourne  Hospital 
Victoria,  Australia 

(d)  Immunity  and  Parasitic  Infestations 
Involving  Liver 

LUIS  LANDA,  M.D. 

University  of  Mexico,  Mexico  City 

2.  The  Hepatic  Circulation  and  Portal 
Hypertension 

Moderator:  CARROLL  M.  LEEVY,  M.D. 

New  Jersey  Medical  School,  Newark,  N.J. 

(a)  Extrahepatic  Manifestations  of  Portal 
Hypertension 

GUSTAV  ADOLF  MARTINI,  M.D. 

Medizinische  Klinik  der  Universitat,  Marburg, 
Germany 

(b)  Hepatic  Oxygen  Metabolism  in  Liver 
Disease 

NIELS  TYGSTRUP,  M.D. 

University  Hospital  of  Copenhagen,  Denmark 

(c)  Clinical-Physiologic  Approach  to  the 
Patient  with  Portal  Hypertension 

ANDRE  VIALLET,  M.D. 

Hopital  Saint-Luc,  Montreal,  Canada 
LIVIO  CHIANDUSSI,  M.D. 

Dell’  Universito  Di  Torino,  Italy 

(d)  Physiologic  and  Pathologic 
Consequences 

JEAN-PIERRE  BENHAMOU,  M.D. 

Hopital  Beaujon,  Clichy,  France 

FEE:  $4.50  (includes  Luncheon) 

Registration  before  March  1,  1974 


New  York  Surgical  Society 

Philadelphia 

JOINT  MEETING  WITH  THE 
PHILADELPHIA  ACADEMY  OF  SURGERY 


March  7 / 28,  1974 

1 1:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

March  7 
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Functional  Anatomy  of  Hand 

J.  KOSTECKI,  M D. 

March  14 

Fractures  of  Forearm  and  Hand 

S.  ROSS,  M.D. 

March  21 

Breast  Diagnosis  and  Surgical  Treatment  and 
Cobalt 

J.  MANDEL,  M.D. 

March  28 

Breast  Chemical  Treatment  of  Metastatic 
Disease 

S.  CORT,  M.D. 

THURSDAY,  MARCH  7 

9:00-11:00  p.m. 

The  Bronx  County  Medical  Society 

American  Academy  of  Family  Physicians 

Albert  Einstein  College  of  Medicine 

The  Forchheimer  Building,  1st  Floor  Lecture  Hall 

1300  Morris  Park  Avenue 

Bronx 

MESSAGES  FROM  THE  BABY’S  CRYING 

NATHAN  GREENSTEIN,  M.D. 

Write  or  Phone:  Mrs.  Frieda  Fagin,  above  address;  212/ 

430-2822. 

FRIDAY,  MARCH  8 

8:00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

PSYCHIATRIC  ASPECTS  OF  HUMAN 
SEXUALITY 

I.  EMERY  BREITNER,  M.D. 

Institute  of  Human  Relations 

NO  FEE 

Contact:  Sid  Herling,  MSW,  Dir.,  Staten  Island  Family  Ser- 

vice, above  address. 


SUNDAY,  MARCH  10 

9:00  a.m. 

American  Association  of  Medical  Assistants 

Kings  Chapter 
The  Brooklyn  Hospital 
121  DeKalb  Avenue 
Brooklyn 

THE  NEW  YORK  HEART  ASSOCIATION 
COURSE  IN  CARDIOPULMONARY 
RESUSCITATION  FOR  CERTIFICATION  IN 
EMERGENCY  MEASURES 

JAY  HELFGOTT,  CPR  INSTRUCTOR 


FEES:  $10  Members 

12  Non-members 
8 Students 

Write:  Lorraine  Warren,  CMA,  86-11  151st  Avenue,  Howard 
Beach,  N Y.  11414 


March  11  / 15,  1974 

9:30  a m. -5:00  p.m.,  Monday  / Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

CLINICAL  NEUROLOGY 

MORRIS  B BENDER,  M.D, 

Mount  Sinai  School  of  Medicine 

FEE:  $200 


March  11  and  25,  1974 

1:00  p.m.,  Mondays 

Downstate  Medical  Center 

Basic  Science  Building,  Lecture  Hall  4 

450  Clarkson  Avenue 

Brooklyn 

Ft  Janet  Watson  Hematology  Lectures 

March  11 

Immunological  Properties  of  Anti-Hemophilic 
Factor 

LEON  HOYER,  M.D. 

University  of  Connecticut  School  of  Medicine 

March  25 

Synthesis  of  Factor  VIII  by  Cultured  Human 
Endothelial  Cells 

ERIC  JAFFE,  M.D. 

Cornell  University  Medical  College 

March  11  / 25,  1974 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 
79-01  Broadway — Auditorium 
Elmhurst 

March  11 

Hyponatremia 

SEYMOUR  GLICK,  M.D. 

Downstate  Medical  Center 

March  18 

Abnormalities  of  Platelet  Function 

HARVEY  WEISS,  M.D. 

Columbia  University  P & S 

March  25 

Pathophysiology  of  Increased  Intracranial 
Pressure 

NICHOLAS  CHRISTOFF,  M.D. 

Mount  Sinai  School  of  Medicine 
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TUESDAY,  MARCH  12 

9:00  a. m. -5:00  p.m. 

Downstate  Medical  Center 

Terrace  on  the  Park 
52-11  111th  Street 
Flushing  Meadow 

TUBERCULOSIS:  A PROBLEM  FOR 
EVERY  PHYSICIAN 

1.  The  Epidemiology  of  Tuberculosis 

WILLIAM  W.  STEAD,  M.D. 

Arkansas  State  Department  of  Health 

2.  Techniques  Used  in  the  Diagnosis  of 
Tuberculosis 

JOHN  J.  ROONEY,  M.D. 

Kings  County  Hospital  Center 

3.  Roentgenologic  Manifestations  of 
Tuberculosis 

JACK  G.  RABINOWITZ,  M.D. 

The  University  of  Tennessee 
College  of  Medicine 

Afternoon  Session 

1.  Treatment  of  Pulmonary  Tuberculosis 

VERNON  N.  HOUK,  M.D. 

Tuberculosis  Branch  Center  for  Disease  Control 

2.  Management  of  the  Patient  with  Drug 
Resistant  Tuberculosis 

RAYMOND  F.  CORPE,  M.D. 

Northwest  Georgia  Regional  Hospital 

3.  Extrapulmonary  Tuberculosis 

John  A.  CROCCO,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center 

4.  Summary  Address — Tuberculosis:  A 
Problem  for  Every  Physician 

WILLIAM  LESTER,  M.D. 

The  University  of  Chicago 
The  Pritzker  School  of  Medicine 

FEE:  $10 

Write  or  call  Saul  B.  Wilen,  M.D.,  Downstate  Medical  Center, 
Box  19,  450  Clarkson  Avenue,  Brooklyn.  N Y.  11203;  212/ 
270-1332. 


1:15-2:15  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

USE  OF  CYCLIC  NUCLEOTIDE 
MEASUREMENTS  IN  DISEASE 

ALTON  STEINER,  M.D. 

University  of  North  Carolina,  Chapel  Hill,  N.C. 


WEDNESDAY,  MARCH  13 

9:00  a m. -5:00  p.m. 

Downstate  Medical  Center 


Basic  Sciences  Building 
Teaching  Day  in  Hematology 

SICKLE  CELL  ANEMIA  AND  OTHER 
HEMOGLOBINOPATHIES 

NO  FEE  CREDIT:  7 Prescribed  hours  AAFP 

To  register,  contact  Miss  Bertha  Kearney,  Box  20  at  the 
above  address.  Tel.  212/270-1097 


Bronx  Pediatric  Society 

Jacobi  Hospital 
Bronx 

HOSPITAL  NIGHT  AT  JACOBI  HOSPITAL 


8:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Plastic  and  Reconstructive  Surgery  with  the  New  York 
Regional  Society  of  Plastic  and  Reconstructive  Surgery 
2 East  103rd  Street 

RESIDENT  S NIGHT 

1.  The  Axillary  Approach  to  Augmentation 
Mammoplasty 

DAVID  ROSS,  M.D. 

Long  Island  Plastic  Surgical  Group 

2.  Bone  Graft  Physiology 

DAVID  M.  KNIZE,  M.D. 

N.Y.U.  Medical  Center 

3.  A Survey  Report  on  the  Use  of  Cocaine 
as  A Topical  Anesthetic  in  Nasal  Surgery 

ROBERT  F.  FEEHAN,  M.D. 

St.  Barnabas  Medical  Center, 

Livingston,  New  Jersey 

4.  Results  Following  Abdominal  Lipectomy — 
Favorable  and  Untoward 

SOMSAK  TACHAJOPONG,  M.D. 

St.  Luke's  Hospital 

5.  Cleft  Palate  Speech  Following  Free 
Muscle  Transplant — Pharyngo-Palato 
Plasty 

JAMES  SONSIRE,  M.D. 

State  University,  Kings  County  Hospital  Center 

6.  Experimental  Transplantation  of 
Epiphyses 

STEVEN  HERMAN,  M.D. 

Mount  Sinai  Hospital 

7.  Experience  in  Israeli-Arab  War 

LOUIS  KORNGOLD,  M.D. 

Montefiore  Hospital  and  Medical  Center 

8.  Application  of  Mowlem  Method  of  Bone 
Grafts 

NORMAN  SCHULMAN,  M.D. 

Lenox  Hill  Hospital 

9.  Non-Surgical  Mobilization  of  Stiff  Hand 

CHARLES  GIANNETTI,  M.D. 

New  Jersey  College  of  Medicine 
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10.  Metastatic  Basal  Cell  Carcinoma — A 
Review  and  Case  Report 

P.  T.  SWAMV,  M.D. 

The  Methodist  Hospital 

11.  Scanning  Electromicroscopic  Study  of  the 
Intima  of  Surgically  Traumatized 
Microvessals  in  Experimentally  Animals 

ROBERT  G.  SCHWAGER,  M.D 

New  York  Hospital — Cornell  Medical  Center 

(Preceded  by  Subscription  Dinner) 


March  14  and  15,  1974 

9:00  a. m. -4:00  p.m.,  Thursday  and  Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

PELVIC  ENDOSCOPY— LAPAROSCOPY 
AND  CULDOSCOPY 

MARTIN  J.  CLYMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200 


March  14  / 16,  1974 

College  of  Physicians  and  Surgeons 

Columbia  University 

Alumni  Auditorium 
630  West  168th  Street 

RADIOLOGY  OF  THE  HEAD  AND  NECK 

Directed  by: 

GUY  D.  POTTER,  M.D. 

FEE:  $125 

For  further  information  please  contact:  Jose  Ferrer,  M.D., 
Associate  Dean,  above  address. 


THURSDAY,  MARCH  14 

7:30-9:30  p.m. 

New  York  Society  of  Nephrology 

N.Y.U.  School  of  Medicine 
Alumni  Hall 

550  First  Avenue  at  33rd  Street 

HEMODIALYSIS  1974— STATUS  REPORT 

1.  The  National  Picture 

BELDING  SCRIBNER,  M.D. 

University  of  Washington 

2.  When  to  Transplant 

SAMUEL  KOUNTZ,  M.D. 

State  University  of  New  York 

3.  The  Impact  of  Surgical  Interventions 

ALVIN  GOODMAN,  M.D. 

New  York  Medical  College 


4.  The  Patient  with  Other  Diseases 

ELI  FRIEDMAN,  M.D. 

State  University  of  New  York 

5.  Special  Problems  in  Children 

IRA  GREIFER,  M.D. 

Albert  Einstein  College  of  Medicine 

6.  The  Problem  of  Hypertension  in 
Hemodialysis 

JOHN  SULLIVAN,  M.D. 

Cornell  University  Medical  College 

7.  Unusual  Complications 

M.  M.  AVRAM,  M.D. 

Long  Island  College  Hospital 

Panel  Discussion:  All  Participants 
M.  M.  AVRAM,  M.D.,  Moderator 


FRIDAY,  MARCH  15 

8:30  p.m. 

Semmelweis  Scientific  Society 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street — room  441 

1.  Modern  Concepts  in  the  Management  of 
Acute  and  Chronic  Renai  Failure 

ZOLTAN  ZARDAY,  M.D. 

Albert  Einstein  College  of  Medicine 

2.  Prostaglandin  Biotransport  and  its  Clinical 
Implications 

LASZLO  Z.  BIRO,  Ph.D. 

Columbia  University  P & S 

3.  Tapping  the  Fetal  World.  Prenatal 
Diagnosis  for  Chromosome  Abnormalities 

DESIDER  J.  ROTHE,  M.D. 

Cornell  University  Medical  College 


MONDAY,  MARCH  18 

The  New  York  Academy  of  Medicine  Section 

on  Radiology  with  the 

New  York  Roentgen  Society 

2 East  103rd  Street 
4:30  p.m. 

Afternoon  Teaching  Session 

Selected  Topics  in  Genito-Urinary  Tract 
Radiology 

Moderator: 

MORTON  A.  BOSNIAK,  M.D. 

N.Y.U.  School  of  Medicine 

Panelists: 

1.  Reflux  Nephropathy  vs.  Chronic  Atrophic 
Pyelonephritis — New  Concepts 

WALTER  E.  BERDON,  M.D. 

N.Y.U.  School  of  Medicine 

2.  Radiology  of  the  Interior  Vena  Cava 
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MANUEL  A.  MADAYAG,  M.D. 

N.Y.U.  School  of  Medicine 

3.  Pelvic  Venography 

GILBERT  MELNICK,  M.D. 

New  Jersey  College  of  Medicine 

4.  The  Place  of  Angiography  in  Renal 
Bleeding 

HAROLD  MITTY,  M.D. 

Mount  Sinai  Medical  Center 

7:00-  7:45  p.m. 

Residents’  Quiz 

Quizmaster: 

GUSTAV  SELIGER,  M.D. 

N.Y.U.  School  of  Medicine 

7:30-8:00  p.m. 

Radiation  Therapy 
Resident  Seminar 

7:45  p.m. 

Review  of  Quiz  Films 

8:00  p.m. 

Evening  Diagnostic  Lecture 

Patterns  of  Renal  Neoplasia 

MORTON  A.  BOSNIAK,  M.D. 

Section  on  Radiotherapy 

The  Role  of  Radiotherapy  in  Gastrointestinal 
Malignancies 

ROBERT  LEAMING,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 


8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Ophthalmology 
Scientific  Session 

1.  The  Pigment  Epithelium-Choroid 
Complex:  The  Choroid  Plexus  of  the 
Ocular  Brain 

ADOLPH  I.  COHEN,  Ph  D. 

Washington  University  School  of  Medicine,  St.  Louis, 
Missouri 

2.  Fluorescein  Angiography  as  an  Aid  in 
Diseases  of  the  Pigment  Epithelium 

MUNRO  J.  LEVITZKY,  M.D. 

N.Y.U.  Medical  Center 

3.  Pathology  of  Diseases  of  the  Pigment 
Epithelium 

JERRY  A.  SHIELDS,  M.D. 

Temple  University  School  of  Medicine,  Philadelphia,  Pa. 
(Preceded  by  a Subscription  Dinner) 


TUESDAY,  MARCH  19 

9:00  a. m. -5:00  p.m. 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

DIAGNOSIS  AND  TREATMENT  OF 
PERINATAL  DISORDERS 

KARLIS  ADAMSONS,  JR.,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75 


WEDNESDAY,  MARCH  20 

9:30  a. m. -5:00  p.m. 

Richmond  County  Medical  Society  and  Lederle 
Laboratories 

Tavern  on  the  Green 
2566  Hylan  Boulevard 
New  Dorp,  S.l. 

All  Day  Symposium  on 

RECENT  ADVANCES  IN  CARDIOLOGY 

The  Panelists: 

LENORE  R.  ZOHMAN,  M.D. 

Montefiore  Hospital  and  Medical  Center 
LESLIE  A.  KUHN,  M.D. 

Mount  Sinai  School  of  Medicine 
PAUL  A.  EBERT,  M.D. 

New  York  Hospital 

Topics: 

Unstable  Angina — Diagnosis  and  Treatment 
Medical  Management  of  Coronary  Artery  Disease 
Surgical  Treatment  of  Coronary  Artery  Disease 
Surgical  Treatment  of  the  Complications  of  Myocardial 
Infarction 

Exercise  and  its  Relation  to  Cardiac  Disease 
Rehabilitation  of  the  Post  Coronary  Patient 

CREDIT:  6 hours  AAFP 

NOTE:  Auxiliary  Program  for  Physicians’  Wives 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  Collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Conference  Room 
Bronx 

IMPOTENCE 

JOHN  R.  HERMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  lV2  hours  AAFP 


8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Carnegie  International  Center 
345  East  46th  Street 
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22nd  Annual  Karen  Homey  Lecture 

WILL  AND  THE  THERAPEUTIC  PROCESS 

LEON  SALZMAN,  M.D. 

Bronx  State  Hospital 


THURSDAY,  MARCH  21 

5:00-6:30  p.m 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
210  East  64th  Street 

ENTROPION-ECTROPION  AND 
PHOTOGRAPHY  FOR  THE  EYE  PLASTIC 
SURGEON 

BERND  SILVER.  M.D. 

Missouri 


8:00  p.m. 

The  Harvey  Society  in  Affiliation  with  The  New 
York  Academy  of  Medicine 

Rockefeller  University 
Caspary  Hall 

York  Avenue  and  66th  Street 

RNA-DIRECTED  DNA  SYNTHESIS, 
VIRUSES  AND  CANCER 

HOWARD  M.  TEMIN,  Ph  D. 

Wisconsin  Alumni  Research  Foundation 

McArdle  Laboratory,  University  of  Wisconsin,  Madison, 

Wisconsin 


FRIDAY,  MARCH  22 

8:45  a. m. -4:45  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

COMMUNICATION  DISORDERS 

ASHER  BAR,  Ph.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $10 


March  23  / 26,  1974 

9:00  a. m. -5:00  p.m.,  Saturday  / Tuesday 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

OPHTHALMIC  MICROSURGERY 

RICHARD  C.  TROUTMAN,  M.D.  and  GUNTER  MACKENSEN 
(Freiburg,  Germany)  with  PAUL  B.  BEDROSSIAN,  AUSTIN  I. 
FINK,  JOSEPH  H.  GOLDSTEIN,  GEORGE  M.  GOMBOS, 
FERNANDO  LOSADA,  MURRAY  A.  MELTZER,  AND  DONALD 
E.  WILLARD,  M.D.'s 

FEE:  $500  (Limited  to  24  practicing  ophthalmic  surgeons) 


To  register,  contact:  Mrs.  Sylvia  Baer,  Div.  of  Ophthalmolo- 
gy, Box  58,  above  address.  Tel.  212/270-1961. 


March  25  / 29,  1974 

9:00  a. m. -3:30  p.m.,  Monday  / Friday 

Columbia  University  P & S 

St.  Luke's  Hospital  Center 
Amsterdam  Avenue  at  1 14th  Street 

7th  Annual  Postgraduate  Course  in 

RECENT  ADVANCES  IN  GENERAL 
SURGERY 

HUGH  F.  Fitzpatrick,  M.D 
and  Guest  Speakers 

Shock  Symposium 

H.  F.  Fitzpatrick,  M.D.,  and  Panelists 

Biliary  Tract  Surgery 

FRANK  GLENN,  M.D, 

Cornell  University  Medical  Center 

Management  of  Polyps  and  Carcinoma  of 
Colo-Rectum 

FREDERICK  P.  HERTER  and  NATHAN  LANE,  M.D.'s 
Columbia  University  P & S 

Symposium  of  Management  of  Breast 
Carcinoma 

HUGH  AUCHINCLOSS,  C.  S.  OAKMAN,  R.  E.  MILLER, 
M.D.'s 

Treatment  of  Surgically  Correctable 
Hypertension 

I.  Renal  Artery  Stenosis 

FERDINAND  F.  McALLISTER,  M.D. 

2.  Adrenal  Gland 

R.  E.  MILLER,  M.D. 

Etiology  and  Therapy  of  Inflammatory 
Disease  of  Small  and  Large  Bowel 

ROBERT  B.  HIATT  and  P.  R.  HOLT,  M.D.'s 

Current  Therapy  of  Esophageal  Carcinoma 

WILLIAM  E.  NEVILLE,  M.D. 

New  Jersey  Medical  School 

Short  Bowel  Syndrome  and  its  Treatment 

S.  A.  HASHIM,  M.D. 

Surgery  of  the  Pancreas 

MILTON  R.  PORTER,  M.D. 

Columbia  University  P & S 

Surgical  Emergencies  in  the  Newly  Born 

E.  G.  STANLEY-BROWN,  M.D.,  and  Panelists 

Aspects  of  Thyroid  and  Parathyroid  Surgery 

L.  E.  STEVENS,  C.  S.  OAKMAN,  P.  B.  CINELLI,  M.D.’s 

Gastrointestinal  Bleeding 

P.  A.  BOSSART,  R.  S.  McCRAY,  M.D.'s,  and  Panelists 

Treatment  of  Protal  Hypertension  and  its 
Complications 

H.  R.  NAY,  M.D.,  et  al. 
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FRIDAY,  MARCH  29 


Vascular  Surgery  and  its  Complications 

W.  G.  KNOX,  M.D. 

Respiratory  Problems  in  the  Pre  and 
Postoperative  Period 

C.  R.  BARRETT,  M.D. 

Renal  Transplantation 

L.  E.  STEVENS,  R.  E.  McCABE,  C.  G.  LATTES,  M.D.'s 

Hand  Surgery 

N.  A.  HILL,  M.D. 

New  Trends  in  Cardiac  Surgery 

C.  E.  GREEN,  J.  E.  HUTCHINSON,  M.D.'s 

Treatment  of  Trauma 

1.  Orthopedics 

R.  E.  ZICKEL,  M.D. 

2.  Neurosurgical 

R.  W.  SCHICK,  M.D. 

3.  Thoracic 

J.  E.  HUTCHINSON,  M.D. 

4.  Urological 

J.  W.  WARD,  M.D. 

5.  Abdominal 

S.  D.  WINNER,  M.D. 

Moderator:  C.  R.  BLAIR,  M.D. 

FEE:  $200 

Write:  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate  Dean,  Columbia 
University  P & S,  630  West  168th  Street,  New  York,  N.Y. 
10032. 


March  25  / 29,  1974 

9:00  a. m. -5:00  p.m.,  Monday  / Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

LABORATORY  METHODS  IN  BLOOD 
BANKS 

RICHARD  E.  ROSENFIELD,  M.D. 

FEE:  $150 

WEDNESDAY,  MARCH  27 

8: 15  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Historical  Medicine 
2 East  103rd  Street 

THE  DISEASE  OF  THE  SOUL:  A 
DISCUSSION  OF  THE  MEDIEVAL 
ORIGINS  OF  THE  LEPROSY  STIGMA 

PROFESSOR  SAUL  N.  BRODY 
The  City  College 

(Preceded  by  a Subscription  Dinner) 


9:00  a. m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

HUMAN  GENETICS 

KURT  HIRSCHORN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


SATURDAY,  MARCH  30 

9:30  a.m. 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 
Podell  Auditorium 

DOCTORS  ALUMNI  DAY 


BUFFALO  AREA 


March  7 / 28,  1974 

7:30-9:30  p.m.,  Thursdays 

Continuing  Medical  Education 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 
Sisters  of  Charity  Hospital — Palmer  Hall 

CLINICS  IN  PHYSICAL  EXAMINATION 
OF  THE  CARDIAC  PATIENT  AND 
ARRHYTHMIA  WORKSHOPS 

March  7 

Auscultation — The  S3 

Nomenclature,  Mechanism,  Quality, 
Timing,  Effect  of  Respiration  and 
Loudness 

Physiologic  vs.  Pathologic  in  Constriction 
Arrhythmias 

March  14 

Auscultation — The  S4 
Nomenclature 
Timing  of  Atrial  Contraction 
Mechanism  of  S4  Including  Associated 
Etiologies 

Differentiation  from  the  S3 
Arrhythmias 

March  21 

Auscultation — The  S4  and  SI 
Summation  Gallops 
Quadruple  Rhythm 
The  Components  of  SI 
The  Loudness  of  SI 
Arrhythmias 
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March  28 

Auscultation — The  SI 

Aortic  and  Pulmonary  Ejection  Sounds 
Arrhythmias 

Watch  for  future  Workshops  in  WHAT  GOES  ON 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 

Winter-Spring,  1974 
Continuing  Medical  Education 

Lecture  Conference  Programs 

The  School  of  Medicine  of  the  State  University  of  New  York  at 
Buffalo  offers  a variety  of  programs  including  disease-oriented 
programs  for  all  physicians,  specialized  programs  for  specialists 
and  multidiscipline  programs  for  physicians,  nurses  and  other 
health  professionals.  All  offer  the  chance  for  direct  interchange 
of  information  and  opinion  among  participants  and  faculty  in  for- 
mal and  informal  settings 

Sites 

Programs  are  presented  at  hotels  and  at  hospitals. 

Fees 

The  fee  for  each  program  is  determined  by  its  content,  dura- 
tion and  location,  vyhen  a prograrti  is  funded  by  a sponsoring 
organization  the  fee  is  nominal. 

Accreditation 

The  programs  are  accredited  by  the  Council  on  Medical  Edu- 
cation of  the  American  Medical  Association.  Most  of  the  pro- 
grams will  also  have  the  approval  of  the  American  Academy  of 
Family  Physicians.  A certificate  of  attendance  is  issued  for  each 
program. 

March  9 

Vascular  Malformations  of  the  Central 
Nervous  System  and  Their  Treatment 

March  15-16 

Modern  Concepts  in  Coronary  Care 
March  23-24 

Anesthesiology  and  Intensive  Care 

April  3 / 5 
Laparoscopy 

April  26 

Control  of  Behavior 

May  3-4 

Ophthalmology 

May  9 (College  of  Surgeons) 

Difficult  Problems  in  the  Management  of 
Human  Shock  and  Trauma 

May  10-11 

UB  Alumni  Spring  Clinical  Days:  37th 
Annual  Program 

May  14-15 

Fetal  Intensive  Care:  High  Risk  Pregnancy 
and  Fetal  Monitoring 


May  16 

The  Problem-Oriented  Medical  Record  in 
Office  Practice 

May  17-18 

Current  Trends  in  Primary  Health  Care: 
53rd  Annual  Program 

May  23-24 

Office  Surgery  for  the  Pediatrician  and 
Family  Physician 

June  3-7 

Refresher  Seminar  in  Pediatrics 
June  10-11 

Pediatric  Pharmacology  and  Therapeutics 


March  23  and  24,  1974 

Department  of  Anesthesiology 

School  of  Medicine,  SUNYAB 
Sheraton  Inn-Buffalo  East 

ANESTHESIOLOGY  AND  INTENSIVE 
CARE 

Saturday 

1.  Anesthesia  for  Eye  Surgery 

HERMAN  TURNDORF,  M.D. 

West  Virginia  Medical  Center,  Morgantown 

2.  Pre-Anesthetic  Considerations  in  Patients 
with  Ischemic  Heart  Disease 

ROBERT  G.  MERIN,  M.D. 

University  of  Rochester  School  of  Medicine 

3.  Considerations  in  Blood  Replacement 

CHARLES  E.  HUGGINS,  M.D. 

Harvard  Medical  School 

4.  What  Constitutes  Adequate  Pre-Operative 
Work-Up 

PETER  CHODOFF,  M.D. 

Baltimore  City  Hospital 

Saturday  Evening 

Speculations  About  the  Future  of  the 
American  Anesthesiologist 

RICHARD  AMENT,  M.D.,  Chairman 

American  Society  of  Anesthesiologists  Committee  on 

Manpower 

Sunday  Morning 

1.  Current  Thoughts  on  the  Management  of 
Patients  with  Acute  and  Chronic 
Respiratory  Failure 

JOHN  W.  VANCE,  M.D. 

2.  Laboratory  Assessment  of  the  Adequacy 
of  Ventilation 

ROSS  MARKELLO,  M.D. 

Note:  Unless  otherwise  mentioned,  the  Faculty  Speakers 

are  from' the  University  of  New  York  at  Buffalo. 
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FEE:  $60 

Apply:  Continuing  Medical  Education,  2211  Main  Street,  Buf- 
falo, N Y.  14214.  Tel.  716/831-5526. 


JEFFERSON  COUNTY 


THURSDAY,  MARCH  28 

2:00-5:00  p.m. 

American  Cancer  Society,  Jefferson  County 
Unit;  New  York  State  Department  of  Health, 
Cancer  Control  Bureau 

State  Office  Building 
Watertown 

RECOGNITION  AND  DIAGNOSIS  OF 
TUMORS  OF  THE  HEAD  AND  NECK 

Contact:  Mrs.  Mary  Gallagher,  Ex.  Dir.,  104  Paddock  Street, 
Watertown,  N.Y.  Tel.  315/788-4210 


NASSAU  COUNTY 


TUESDAY,  MARCH  26 

7:30  p.m. 

Long  Island  Dermatological  Society 

North  Shore  Hospital 
Manhasset 

PRESENTATION  OF  CASES  AND 
DISCUSSION  OF  DERMATOLOGICAL 
PROBLEMS 

Moderator:  EUGENE  BODIAN,  M.D. 


ONONDAGA  COUNTY 


March  27  and  28,  1974 

8:30  a. m. -4:00  p.m.,  Wednesday 
9:00  a.m.-4:00  p.m.,  Thursday 

American  Cancer  Society,  Onondaga  County 
Unit  and  Central  New  York  Laryngectomy  Club 

Sheraton  Motor  Inn 
Electronics  Parkway 
Liverpool 

LARYNGECTOMEE  WORKSHOP 

Speakers  include  the  following: 

LEWIS  DeCAFSLO,  Ph  D. 

V. A.  Hospital,  Syracuse 
WALTER  W.  AMSTER,  Ph  D. 

Miami  V.A.  Hospital,  Florida 
DAVID  BREWER.  M.D. 

Upstate  Medical  Center,  Syracuse 
JAMES  C.  SHANKS,  Ph  D. 

Indiana  Medical  Center,  Indianapolis 


MARSHALL  DUGAY,  Ph  D. 

SUNY  at  Buffalo 
and  others 

Contact:  Lewis  DeCarlo,  Ph.D.,  V.A.  Hospital,  Syracuse, 

N.Y.  Tel.  315/476-7461 


SCHENECTADY  AREA 


THURSDAY,  MARCH  21 

8:30  a. m. -4:00  p.m. 

American  Cancer  Society,  Schenectady 
County  Unit;  N.Y.S.  Department  of  Health, 
Cancer  Control  Bureau;  Schenectady  County 
Health  Department;  Capital  District  #9  Nurses; 
County  of  Schenectady,  Medical  and  Dental 
Societies 

Edison  Club 
Riverview  Road 
Rexford 

HEAD  AND  NECK  CANCER 

Key  Speakers  include  the  following: 

GEORGE  W.  GREENE,  JR.,  D.D.S. 

SUNY  at  Buffalo 
NORMAN  SCHAAF,  D.D.S. 

Roswell  Park  Memorial  Institute,  Buffalo 
ELLIOT  STRONG,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases,  New  York 
City 

MISS  ALICE  COSTELLO,  R.N. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 
COLIN  POULTER,  M.D. 

Strong  Memorial  Hospital,  Rochester 

Contact:  Eleanor  Kenyon,  Ex.  Dir.,  Schenectady  County  Unit, 
1354  Union  Street,  Schenectady,  N.Y.  12308.  Tel.  518/ 
377-2241 


PHYSICIANS’  PLACEMENT 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and  Anesthesi- 
ologist needed. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 

Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Associate  in  Internal  Medicine 
wanted. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 

Elmira,  N.Y.  14901.  Tel.  607/734-8624. 


FULTON,  N.Y.,  Oswego  County.  F.P.  Group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton.  N.Y.  13069.  Tel.  315/ 

592-2224. 
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HAMILTON,  N.Y.,  Madison  County.  F.P.  or  generalist. 

CONTACT:  Alfred  Hellbach.  Adm.,  Community  Memorial  Hospi- 
tal. Broad  Street,  Hamilton,  N Y.  13346  Tel.  315/824-1100 


POTSDAM,  N.Y.,  St.  Lawrence  County.  ENT  and  Family  Physi- 
cians wanted 

CONTACT:  Henry  Vinicor,  M D , Chief  of  Staff  Potsdam  Hospi- 
tal. Potsdam,  N Y.  13676.  Tel.  315/353-2341. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N Y.  13143. 


RIGA,  N.Y.,  Monroe  County,  needs  a Family  Physician.  Fast 
growing  area  near  Rochester. 

CONTACT:  Mr  Edgar  E.  Moore,  Supervisor,  The  Town  of  Riga, 
39  Gilman  Road,  Churchville.  N Y.  14428  Tel.  716/293- 
3252. 

— 

ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists,  Pedia- 
tricians and  Ob/Gyn’s  for  health  center  (a  comprehensive 
health  care  plan  featuring  prepayment  and  fee  for  service) 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.,  Northeast  Health 

Center,  1171  Culver  Road,  Rochester,  N Y.  14609.  Tel. 
716/482-4300. 


SODUS,  N.Y.,  Wayne  County.  General  Practitioner,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  F.  Fisher,  D.D.S.,  Adm.,  Myers  Community 

Hospital,  Sodus,  N. Y.  1 455 1 . Tel.  3 1 5/483-9 161. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist/F.P.  for  Ambula- 
tory Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic.  103  Allen  Street,  Jamestown,  N.Y.  14701.  Tel.  716/ 
664-3706. 


EVENTS  RECEIVED  AFTER 
DEADLINE 


March  1 / 26,  1974 
Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

March  1—10:30-1 1:30  a m. 

Thermal  Balance 

BRUCE  ACKERMAN,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

March  5 — 10:00- 1 1:00  a.m. 

Viral  Neoplasia  and  Immuno  Therapy 

JOSEPH  NEWMAN,  M.D. 

Downstate  Medical  Center 


March  12— 10:00-1 1:00  a m. 

Dysproteinemias 

JOSEPH  NEWMAN,  M.D. 

March  13 — 1 1:00- 12:00  a m. 

Chorio-Carcinoma  and  Hydatidiform  Mole 

THERESA  LU,  M.D. 

Downstate  Medical  Center 

March  19 — 10:00- 1 1:00  a m 

Lymphoma 

JOSEPH  NEWMAN,  M.D. 

March  20— 10:00- 1 1:00  a m. 

“T”  Cell  Function  in  Immunologic  Disease 

ALAN  JOSEPHSON,  M.D. 

Downstate  Medical  Center 

March  26 — 10:00-  1 1:00  a m 

Acute  Leukemia 

JOSEPH  NEWMAN,  M.D. 


March  6 / 27,  1974 

8:00-10:00  p.m.,  Wednesdays 

Department  of  Pediatrics,  Long  Island  Jewish- 
Hillside  Medical  Center  and  the  Health  Sci- 
ences Center  of  the  State  University  of  New 
York  at  Stony  Brook  Teaching  Center  of  the 
Hospital 

New  Hyde  Park 
3rd  Annual 

SPRING  PEDIATRIC  POSTGRADUATE 
EDUCATIONAL  PROGRAM 

Topics  will  include: 

1.  The  Pediatrician’s  Role  in  School  Failure 

2.  Developmental  Respiratory  Distress 
Syndrome 

3.  Adolescent  Sexuality 

4.  Interpreting  Psychological  Testing  for  the 
Pediatrician 

Long  Island  Jewish-Hillside  Medical  Center  Faculty  Speakers 
Include  the  following: 

PHILIP  LANZKOWSKY,  M.D. 

I.  RONALD  SHENKER,  M.D. 

MARVIN  KLEIN,  M.D. 

PHILIP  LIPSITZ,  M.D.,  South  Shore  Division 
DAVID  McWHIRTER,  M.D. 

MARSHA  SONNENBLICK,  M.S. 

FEE:  $25  CREDIT:  8 hours  Cat.  1 AMA 
8 hours  Elective  AAFP 

For  further  information,  contact:  Philip  Lanzkowsky,  M.D., 

Department  of  Pediatrics,  LIJ-HMC,  New  Hyde  Park,  N.Y. 
11040  Telephone:  212/343-6700  or  516/437-6700,  x 

2431. 
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MONDAY,  MARCH  11 


WEDNESDAY,  MARCH  20 


4:00  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building,  1st  Floor 
450  Clarkson  Avenue 
Brooklyn 

Annual  Lecture  of  DMC  Chapter  of  the  Society  of  the  Sigma  Xi 

NUTRITION  AND  MENTAL  DEVELOPMENT 

MYRON  WINICK,  ROBERT  R.  WILLIAMS,  M.D.'s 
Columbia  University  P & S 


THURSDAY,  MARCH  14 

8:30  p.m. 

The  New  York  Cardiological  Society 

Waldorf-Astoria  Hotel 
Hilton  Room 

Park  Avenue  at  50th  Street 

1.  Clinical  and  Radiographic  Detection  of 
Incipient  Heart  Failure 

BRUCE  LOGUE,  M.D. 

Emory  University  School  of  Medicine 

2.  The  Clinical  Significance  of 
Echocardiography 

HARVEY  FEIGENBAUM,  M.D. 

Indiana  University  Medical  School 

3.  Current  Status  of  Enzyme  Therapy  for 
Pulmonary  Embolism 

SOL  SHERRY,  M.D. 

Temple  University  School  of  Medicine 

NO  FEE 


MONDAY,  MARCH  18 

8:00  p.m. 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 
Dazian  Pavilion,  10th  Floor 

Medical  Surgical  Thoracic  Conference 

THE  ROLE  OF  THE  RESPIRATORY 
MUSCLES  IN  RESPIRATORY  FAILURE 

DUDLEY  ROCHESTER,  M.D. 

Columbia  University  P & S 


8:30-10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

SPECIALTY  TRAINING  PROGRAM  IN 
PSYCHOANALYTIC  MEDICINE— WHO  IS 
NORMAL? 

BENJAMIN  B.  WOLMAN,  Ph.D. 

Long  Island  University 

Discussants: 

WILSON  MEADERS,  Ph.D. 

HAROLD  KELMAN,  M.D. 

NO  FEE 


March  27  and  28,  1974 

American  Academy  of  Compensation  Medicine 

Summit  Hotel 

Lexington  Avenue  at  51st  Street 
Annual  Symposium 

MEDICAL  AND  SURGICAL  ASPECTS  OF 
WORKMEN  S COMPENSATION 

Subjects  to  be  covered  in  the  four  half-day  sessions  are: 

1.  Pain  as  a Problem  in  Compensation 
Medicine 

2.  Trunk  Injuries 

3.  Impotence  in  Compensation  Medicine 

NOTE:  The  March  27th  luncheon  will  feature  a prominent 

speaker  and  the  March  28th  luncheon  will  feature  an  open 
discussion  of  compensation  medicine  issues. 

Please  write:  The  American  Academy  of  Compensation 

Medicine,  Box  336,  Murray  Hill  Station,  New  York,  N.Y. 
10016. 

FEE:  $11  for  luncheon  each  day. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine,  starting  January  1st,  1974. 
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BUFFALO  AREA 

March  15  and  16,  1974 

School  of  Medicine,  Department  of  Medicine 

State  University  of  New  York  at  Buffalo  and  the  Heart  Associa- 
tion of  Western  New  York 
Sisters  of  Charity  Hospital 
Buffalo 

A Symposium  in  Continuing  Medical  Education 

MODERN  CONCEPTS  IN  CORONARY 
CARE 

Friday  Morning — 8:30  a m. 

1.  The  Treatment  of  Uncomplicated 
Myocardial  Infarction 

Workshop  Discussion — HENRY  E.  BLACK,  M.D. 

2.  Cardiac  Drugs  in  Myocardial  Infarction 

Workshop  Discussion — JOSEPH  WANKA,  M.D. 

3.  Arrhythmias — Mechanisms  and 
Treatment 

Workshop  Discussion— STEPHEN  M WITTENBERG.  M.D. 
Friday  Afternoon — 2:00  p.m. 

1.  Artificial  Pacemakers  in 
Bradyarrhythmias 

Workshop  Discussion — DAVID  C.  DEAN,  M.D. 

2.  Unstable  Angina 

Workshop  Discussion— LAWRENCE  H.  GOLDEN,  M.D. 

3.  Exercise  Testing 

Worshop  Discussion — MILFORD  C.  MALONEY,  M.D. 
Saturday  Morning — 9:00  a.m. 

1.  Indications  for  Angiographic  Study 

Workshop  Discussion — JOSEPH  A.  ZIZZI,  M.D. 

2.  Coronary  Angiography 

Workshop  Discussion — IVAN  L.  BUNNELL.  M.D. 

3.  Coronary  Flow  Measurements 

Workshop  Discussion — FRANCIS  J.  KLOCKE,  M.D. 
Saturday  Afternoon — 1:30  p.m. 

1.  Medical  Management  of  Angina 

Workshop  Discussion^ JULES  CONSTANT,  M.D. 

2.  Indications  for  Surgical  Revascularization 
and  Results 

Workshop  Discussion — DAVID  G.  GREENE,  M.D. 

3.  Rehabilitation  in  Coronary  Artery  Disease 

Workshop  Discussion — to  be  announced 

FEE:  $60  CREDIT:  14  Hours  AM  A and  A AFP 

Write:  Continuing  Medical  Education,  2211  Main  Street.  Buf- 
falo, N.Y.  14214.  Tel.  716/831-5526. 


UTICA  AREA 


THURSDAY,  MARCH  21 

2:00-10:00  p.m. 

Central  New  York  Academy  of  Medicine 

Auditorium 
210  Clinton  Road 
New  Hartford 

16th  ANNUAL  POSTGRADUATE 
TEACHING  DAY 

Topics  include: 

1.  Inflammatory  Bowel  Disease — Medical 
Aspects 

ROBERT  A.  LEVINE,  M.D. 

JOHN  Q.  STAUFFER,  M.D. 

2.  Inflammatory  Bowel  Disease — Surgical 
Aspects 

ARTHUR  VERCILLO,  M.D. 

3.  Inflammatory  Bowel  Disease — Radiologic 
Aspects 

RICHARD  D.  GERLE,  M.D. 

4.  Clinical  Update  on  Bilirubin  Metabolism 

ROBERT  A.  LEVINE.  M.D. 

All  Speakers  are  from  the  State  University  Hospital  of  the  Up- 
state Medical  Center  at  Syracuse,  New  York 


DEADLINE  DATES 

Meeting  Dates  Deadline  Dates 

April  1-30,  1974  February  11,  1974 

May  1-31,  1974  March  11,  1974 

June  1-30,  1974  April  10,  1974 

July  1-31,  1974  May  10,  1974 

August  1-31,  1974  June  10,  1974 

September  1-30,  1974 July  10,  1974 

October  1-31,  1974  August  12,  1974 

November  1-30,  1974  September  10,  1974 

December  1-31,  1974  October  10,  1974 

January  1-31,  1975  November  11,  1974 

February  1-28,  1975  December  10,  1974 
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ROCHESTER  AREA 

March  27  and  28,  1974 
University  of  Rochester 

Highland  Hospital 

335  Mount  Vernon  Avenue 

Rochester 

SYMPOSIUM  ON  THE  FAMILY  MEDICINE 
PROGRAM 

FEE:  $100  (includes  luncheons) 

Please  contact:  Jack  Froom,  M.D.,  Director  of  Research, 

Family  Medicine  Training  Program,  Highland  Hospital,  above 
address.  Telephone:  716/442-7470. 


SUFFOLK  COUNTY 


WEDNESDAY,  MARCH  13 

8:00  a.m./4:00  p.m. 

Suffolk  Heart  Association 

Huntington  YMCA  Family  Life  Center 

Park  Avenue 

Huntington 

STRESS  TESTING  AND  CARDIAC 
REHABILITATION 

FEE:  $10  (plus  $6.50  for  lunch) 

Contact:  Suffolk  Heart  Association,  127  Atlantic  Avenue, 

Bluepoint,  N.Y.  11715.  Tel.  516/EM  3-6200. 


OTHER  PLACES 


FRIDAY,  MARCH  8 

Southern  Ontario  Surgical  Society  and  the 
Programme  in  Continuing  Medical  Education  of 
McMaster  University  Medical  Center 

1200  Main  Street  West 
Hamilton,  Ontario 
Canada 

DAY  IN  SURGERY  FOR  GENERAL 
SURGEONS 

Please  write  for  further  information:  J.  E.  Mullens,  Associate 
Professor,  Dept,  of  Surgery,  McMaster  University  Medical 
Center,  above  address. 


March  14  / 16  and  March  26  / 27,  1974 
University  of  Kentucky  Medical  Center 

Lexington,  Kentucky 
March  14  / 16 

Current  Concepts  in  Obstetrics  and 
Gynecology 

FEE:  $125 

March  26  and  27 

Colposcopy  Seminar 

FEE:  $200 

Please  contact:  Ronald  D.  Hamilton,  M.D.,  Dir.,  Continuing 

Education,  College  of  Medicine,  U.  of  K.,  Lexington,  Ky. 
40506. 


WHATGOESON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road,  Lake  Success,  N.  Y.  1 1040  Date 

Name No.  of  Subscriptions_ 

Attention Title 

Address 

City State Zip 

□ $3.00  check  enclosed  for  ‘WHAT  GOES  ON 
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The  malpractice  menace: 
It  strikes  3 out  of  4 doctors. 


That's  right.  Three  out  of  four  doctors  get  hit 
with  a malpractice  suit  during  their  medical  careers. 

It  can  happen  anytime.  And  to  any  doctor  at 
any  stage  of  his  professional  life. 

That’s  why  no  doctor  can  afford  to  ignore  the 
malpractice  menace.  Not  only  because  the  financial 
losses  can  be  shattering.  But  also  because  the 
stigma  attached  to  a malpractice  action  can  be  so 
damaging. 

Now  there  s a survival  kit 

Medical  Economics  has  a special  survival  kit 
to  help  you  with  this  problem.  It’s  our  cassette  series 
on  "Malpractice:  What  you  must  know  and  do!’ 

With  this  series,  you  get  1 0 one-hour  cassettes 
that  are  loaded  with  advice  from  the  finest  medico- 
legal minds,  insurance  and  medical  experts,  plus 
defendant  and  plaintiff  attorneys. 

A series  just  for  you 

This  series  is  designed  especially  for  busy 
doctors  like  yourself.  All  it  takes  is  a press  of  the 
button  and  you  can  listen  anywhere  (in  your  car,  in 
your  office,  or  at  home)  to  what  experts  feel  you 
must  know  and  do  about  the  malpractice  menace. 

Each  cassette  is  an  exclusive  and  personal 
presentation,  too.  These  are  not  our  magazine 
articles  recorded  on  tape.  And  not  something  taken 
from  lectures  or  extracts  of  meetings. 

You’ll  listen  and  learn  what  you  must  know 
about  current  malpractice  law  to  avoid  suit,  how  to 
guard  against  liability  for  the  acts  of  others, 


techniques  to  obtain  informed  consent  that  stands 
up  in  court,  what  to  do  (and  not  to  do)  if  you’re  sued. 
Plus  many  more  things  to  help  protect  your  practice 
and  resources  from  a malpractice  action. 


$75  for  the  package 


And  you  can't  beat  the  price,  either.  You  pay 
only  $75.  And  you  get  10  cassettes  packaged 
in  a handsome  album  filled  with 
practical,  on-target  advice. 

Just  complete 
the  coupon  below. 

Order  your  survival 
kit  and  learn  how 
to  protect  yourself 
against  the 
malpractice  menace. 


Medical  Economics  Cassette  Service 
Oradell,  New  Jersey  07649 


Tell  me  what  I must  know  and  do  to  protect  myself  against 
the  malpractice  menace. 

□ Bill  me  $75  for  your  10  cassette  series. 

□ Also,  send  a Panasonic  Recorder/Player  and  bill  me  $44.95. 

□ Send  me  information  on  your  other  cassette  services. 


Name 

Add  ress 

City State Zip 

| Medical  Specialty 

I I 
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Tbfranil-PM 

imipramine  pamoate 

Capsules*  of  75  mg. 
and  150  mg. 

Provides  the  therapeutic 
effectiveness  of  divided  daily 
doses  with  no  loss  of  safety. 


*Each  capsule  contains  imipramine  pamoate  equivalent 
to  75  mg.  or  150  mg.  of  imipramine  hydrochloride. 
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One  dose  lasts  from  bedtime  to  bedtime. 


For  single-dose  therapy  in  depression 

when  the  dosage  is  established. 

• facilitates  optimal  daily  dosage  with 
the  150-mg.  capsule— for  many  pa- 
tients the  dosage  needed  for  optimal 
relief. 

• may  markedly  reduce  the  probability 
of  missed  doses. 

• offers  dosage  convenience  that  as- 
sures greater  patient  cooperation. 

• becomes  part  of  the  regular  bedtime 
routine  — making  it  easier  to  establish 
a more  reliable  pattern  of  self-med- 
ication. 


• offers  the  therapeutic  equivalency  of 
divided  daily  doses  of  Tofranil®, 
imipramine  hydrochloride,  with  no 
loss  of  efficacy  or  safety. 

• has  the  convenience  and  flexibility 
of  single  daily  dosage  strengths. 

• saves  time  and  cost  of  dosage  admin- 
istration in  the  hospital. 


Please  read  the  prescribing  information 
for  details  of  usage,  precautions,  warn- 
ings, contraindications,  adverse  expe- 
riences, and  dosage  recommendations. 
A summary  of  this  information  appears 
on  the  following  page. 
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Tofranil-PM  Geigy 

imipramine  pamoate 

Capsules*  of  75  mg. 
and  150  mg. 

'Each  capsule  contains  Imipramine  pamoate  equivalent 
to  75  mg.  or  150  mg.  of  imipramine  hydrochloride. 

One  dose  lasts  from  bedtime  to  bedtime. 


Totranil-PM ' 

brand  of  imipramine  pamoate 
Tofranil " 

brand  of  imipramine  hydrochloride USP 

Indications:  For  the  relief  of  symptoms  of 
depression.  Endogenous  depression  is  more 
likely  to  be  alleviated  than  other  depressive 
states. 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is 
contraindicated  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations  The  potentiation 
of  adverse  effects  can  be  serious,  or  even 
fatal  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  1 4 days 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind 
Warnings:  Usage  in  Pregnancy:  Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established;  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards  Animal  repro- 
duction studies  have  yielded  inconclusive 
results  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  of  this  drug,  but  a causal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to: 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects, arrhythmias,  myocardial  infarction, 
strokes  and  tachycardia; 

— patients  with  increased  intraocular  pres- 
sure. history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug  s anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity, 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold. 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs 

Usage  in  Children:  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children.  Tofranil, 
brand  of  imipramine  hydrochloride,  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM,  brand  of  imipramine  pamoate, 
should  not  be  used  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  and  150  mg  ) Each  capsule  contains 
imipramine  pamoate  equivalent  to  75  mg  or 
150  mg  imipramine  hydrochloride 
Since  imipramine  may  impair  the  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks,  such  as 
operating  an  automobile  or  machinery,  the 
patient  should  be  cautioned  accordingly 


Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur, 
particularly  in  patients  with  cyclic  disorders 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug  If  needed,  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes 
Prior  to  elective  surgery,  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g , paralytic  ileus).  Close  super- 
vision and  careful  adjustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics,  which  contain 
any  sympathomimetic  amine  (e  g . adrenalin, 
noradrenalin),  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 
Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects 
Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported 
Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  haz- 
ards; such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered 
Cardiovascular : Hypotension,  hypertension, 
tachycardia,  palpitation,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke,  falls 
Psychiatric:  Confusional  states  (especially  in 
the  elderly)  with  hallucinations,  disorienta- 
tion, delusions;  anxiety,  restlessness,  agita- 
tion, insomnia  and  nightmares,  hypomania, 
exacerbation  of  psychosis 
Neurological:  Numbness,  tingling,  paresihe- 
sias  of  extremities,  incoordination,  ataxia, 
tremors,  peripheral  neuropathy,  extrapyram- 
idal  symptoms  seizures,  alterations  in  EEG 
patterns,  tinnitus 

Anticholinergic:  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis,  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis,  con- 
stipation, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the  urinary 
tract 


Allergic:  Skin  rash,  petechiae.  urticaria,  itch- 
ing, photosensitization  (avoid  excessive  expo- 
sure to  sunlight);  edema  (general  or  of  face 
and  tongue),  drug  fever;  cross-sensitivity  with 
desipramine 

Hematologic:  Bone  marrow  depression  includ- 
ing agranulocytosis;  eosinophilia;  purpura, 
thrombocytopenia  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal:  Nausea  and  vomiting,  ano- 
rexia, epigastric  distress,  diarrhea;  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine:  Gynecomastia  in  the  male,  breast 
enlargement  and  galactorrhea  in  the  female; 
increased  or  decreased  libido,  impotence; 
testicular  swelling;  elevation  or  depression  of 
blood  sugar  levels 

Other:  Jaundice  (simulating  obstructive); 
altered  liver  function,  weight  gain  or  loss; 
perspiration;  flushing,  urinary  frequency, 
drowsiness,  dizziness,  weakness  and  fatigue; 
headache;  parotid  swelling;  alopecia 
Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil, brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission 
Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM,  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above.  This  dose 
may  be  given  at  bedtime.  For  the  occasional 
patient  who  manifests  stimulation  and  insom- 
nia with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning 
Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  injectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride  Round  tablets  of  25  and 
50  mg  , triangular  tablets  of  10  mg  ; and  am- 
puls. each  containing  25  mg  in  2 cc  for  I M 
administration 

Tofranil-PM,  brand  of  imipramine  pamoate 
Capsules  of  75  and  150  mg  (Each  capsule 
contains  imipramine  pamoate  equivalent  to 
75  or  150  mg  of  imipramine  hydrochloride  ) 
(B)  98-14.6-850-0  (12/73) 

For  complete  details,  including  dosage  and 
administration,  please  refer  to  the  full  pre- 
scribing information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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Abstracts 


Seneca,  H.,  Zinsser,  H.  H.,  and  Uson,  A.:  Chronic  uri- 
nary tract  infections;  remission  rates  with  trimethoprim 
and/or  sulfamethoxazole  or  indanyl  carbenicillin,  New 
York  State  J.  Med.  74:  494  (March)  1974. 

In  chronic  recurrent  urinary  tract  infections,  tri- 
methoprim, sulfamethoxazole,  and  trimethoprim  plus 
sulfamethoxazole  were  evaluated  in  a double-blind  in- 
vestigation in  a dozen  patients  with  each  drug.  All  36 
patients  tolerated  the  drug  quite  well,  and  no  serious 
side-effects  were  observed.  During  a six  weeks’  follow- 
up, 4 of  11  sulfamethoxazole  patients,  7 of  13  trimetho- 
prim, and  1 of  12  sulfamethoxazole-plus-trimethoprim 
cases  had  sterile  urine  cultures.  In  30  patients  suffering 
from  chronic  urinary  tract  infections,  indanyl  carbenicil- 
lin orally  sterilized  the  urine  cultures  in  18  of  30  pa- 
tients. Seven  of  8 patients  were  cured  of  Escherichia,  4 
of  6 of  Pseudomonas,  3 of  3 of  Serratia,  2 of  5 of  Entero- 
bacteriaceae,  and  2 of  2 of  indole-positive  Proteus; 
mixed  infections  failed  to  respond.  All  patients  tolerat- 
ed the  drug  quite  well  except  for  mild  gastrointestinal 
disturbances  and  1 case  of  bloody  diarrhea.  In  vitro 
and  in  vivo  drug  resistance  was  observed  in  instances 
with  all  three  drugs. 


Vorisek,  R.  E.,  Quinn,  E.  J.,  and  Mesches,  D.  N.: 

Vulvovaginal  symptoms;  study  of  152  patients,  New 
York  State  J.  Med.  74:  499  (March)  1974. 

The  most  common  cause  of  vulvovaginal  symptoms  in 
the  sexually  active  young  college  woman  is  Candida.  A 
i significant  number  of  patients  tested,  however,  have  no 
i specific  findings.  A fresh-mount  microscopic  examina- 
tion, plus  a Nickerson’s  culture,  were  found  to  be  most 
helpful  in  making  a diagnosis. 


Rook,  G.  D.:  “Simple”  upper  respiratory  infection, 

New  York  State  J.  Med.  74:  504  (March)  1974. 

Upper  respiratory  infections  occupy  a good  part  of  the 


pediatricians’  time.  The  fact  that  the  majority  of  these 
infections  is  viral  should  always  be  kept  in  mind.  A 
complete  history  and  physical  examination  will  often 
elucidate  the  diagnosis  and  will  avoid  unnecessary  labo- 
ratory studies  and  therapy. 

Shoji,  H.,  Sakai,  S.,  Granda,  J.  L.:  Chondromalacia 
patellae;  histologic  and  biochemical  aspects,  New  York 
State  J Med.  74:  507  (March)  1974. 

The  malacic  area  of  the  patellar  articular  cartilage  in 
11  patients  with  chondromalacia  patellae  was  examined 
histologically  and  biochemically  to  determine  whether 
or  not  it  is  identical  to  the  malacic  area  seen  in  patients 
with  osteoarthritis.  Biochemical  analysis  revealed  a 
slight  increase  in  DNA  (deoxyribonucleic  acid)  and  beta 
glucuronidase,  a slight  decrease  of  hexosamine,  a signifi- 
cant increase  of  cathepsin  D,  and  no  change  in  acid 
phosphatase  or  noncollagenous  protein.  Histologic 
analysis  showed  that  the  distribution  of  chondrocytes 
was  quite  normal,  although  there  was  some  mild  chon- 
drocytic  cloning  in  areas  where  there  were  also  fibrilla- 
tions. There  was  less  cloning  than  in  osteoarthritic  car- 
tilage. This  study  suggests:  (1)  that  chondromalacia 

patellae  is  probably  an  early  phase  of  osteoarthritis,  and 
(2)  that  one  of  the  major  lysosomal  enzymes  causing  this 
degenerative  process  is  cathepsin  D;  one  of  the  less  im- 
portant ones  is  beta  glucuronidase. 


Gombos,  G.:  Vitrectomy  in  aphakia,  New  York  State 
J.  Med.  74:  514  (March)  1974. 

Indications  for  vitrectomy  in  aphakia  are  classified 
into  two  main  groups,  simple  cases  and  complicated 
cases,  and  the  surgical  procedure  is  described.  The  im- 
portance of  postoperative  administration  of  drugs  is 
stressed,  and  the  disadvantages  of  other  techniques  are 
discussed.  The  immediate  and  late  complications  of 
vitreous  surgery  are  indicated,  and  suggestions  are  made 
on  how  to  avoid  them. 
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When  cardiac 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  heart  function 

Excessive  anxiety  is  one  of  a combina- 
tion  of  factors  that  may  trigger  a series  of 
maladaptive  functional  reactions  which  can 
generate  further  anxiety.  Often  involved  in 
this  vicious  circle  are  some  cardiac  arrhytlv 
mias,  paroxysmal  supraventricular  tachycan 
dia  and  premature  systoles.  When  these 
symptoms  resemble  those  associated  with 
actual  organic  disease,  the  overanxious 
patient  needs  reassurance  that  they  have  no 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (^..oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
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organic  basis  and  that  reduction  of  exces- 
sive anxiety  and  emotional  overreaction 
would  be  medically  beneficial. 
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The  benefits  of  antianxiety  therapy 

Antianxiety  medication,  when  used  to 
complement  counseling  and  reassurance, 
should  be  both  effective  and  comparatively 
free  from  undesirable  side  effects.  More  than 
13  years  of  extensive  clinical  experience  has 
demonstrated  that  Librium  (chlordiazepox- 
ide  HC1)  fulfills  these  requirements  with  a 
high  degree  of  consistency.  Because  of  its 
wide  margin  of  safety,  Librium  may  generally 
be  administered  for  extended  periods,  at  the 
physician’s  discretion,  without  diminution 
of  effect  or  need  for  increase  in  dosage.  (See 
summary  of  prescribing  information.)  If 
cardiovascular  drugs  are  necessary,  Librium 
is  used  concomitantly  whenever  anxiety  is  a 
clinically  significant  factor.  (See  Pre- 
cautions.) Librium  should  be  discontinued 
when  anxiety  has  been  reduced  to  appropri- 
ate levels. 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
( e.g .,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  iricreased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide  HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


For  relief  of 
excessive  anxiety 

adjunctive 

LibriumTOnig 

(chlordiazepoxide  HC1) 


lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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after  taking  a , 
potent  analgesic! 
360  times  1 
in  3 months... 


how  big  a dose  will  now 
bring  reliefif  it  is  a narcotic? 


"Tolerance  is  an  ever-present  hazard  to  continued 
use  of  narcotics. . . . The  very  first  dose  diminishes  the 
effects  of  subsequent  doses.”1  And,  as  increasing 
amounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects  — lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

l.Sadove,  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics,  Postgrad. 

Med.  49:102,  June  1971. 

how  big  a dose  will  now 
bring  relief  if  it  is  Talwin  ? 

Chances  are,  the  same  50  mg.  Talwin  Tablet  you 
prescribe  originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  anal- 
gesic efficacy:  one  50  mg.  tablet  appears  equivalent 
in  analgesic  effect  to  60  mg.  (1  gr.)  of  codeine.  How- 
ever, patients  receiving  Talwin  Tablets  for  prolonged 
periods  face  fewer  of  the  consequences  you’ve  come 
to  expect  with  narcotics.  There  should  be  fewer 
"adverse  effects”  on  her  way  of  life. 

Tolerance  rare:  Tolerance  to  the  analgesic  effect  of 
TalwinTablets  is  rare. 

Dependence  rare:  During  three  years  of  wide  clinical  use,  there 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history 
of  drug  dependence  should  be  under  close  supervision  while 
receiving  Talwin  orally. 


In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient  and 
to  prevent  the  use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain.* 


Generally  well  tolerated  by  most  patients*:  Infrequently  causes 
decrease  in  blood  pressure  or  tachycardia;  rarely  causes  respi- 
ratory depression  or  urinary  retention;  seldom  causes  diarrhea 
or  constipation.  Acute,  transient  CNS  effects,  described  in 
product  information  on  following  page,  have  occurred  in  rare 
instances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea  or  vomiting  are  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses. 

•See  important  product  information  on  next  page  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 


in  chronic  pain 

of  moderate  to  severe  intensity 


Talwin  =, 

brand  of  ^ « 

pentazocine 

• (as  hydrochloride) 


in  chronic 
pain  of 
moderate  to 
severe 
intensity 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use 

Indication:  For  the  relief  of  moderate  to  severe  pain. 
Contraindication:  Talwin  should  not  be  administered  to  patients 
who  are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psy- 
chological and  physical  dependence  on  parenteral  Talwin  in  pa- 
tients with  a history  of  drug  abuse  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  withdrawal  symptoms.  There 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history  of 
drug  dependence  should  be  under  close  supervision  while  receiv- 
ing Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take 
precautions  to  avoid  increases  in  dose  by  the  patient  and  to  pre- 
vent the  use  of  the  drug  in  anticipation  of  pain  rather  than  for  the 
relief  of  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  Talwin  and  its  potential  for  elevating  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore,  Talwin  can  pro- 
duce effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses 
of  Talwin  have  experienced,  in  rare  instances,  hallucinations  (usu- 
ally visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should  be  very  closely  ob- 
served and  vital  signs  checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severely  limited  res- 
piratory reserve,  severe  bronchial  asthma  and  other  obstructive 
respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to 
accentuation  of  side  effects.  Although  laboratory  tests  have  not 
indicated  that  Talwin  causes  or  increases  renal  or  hepatic  impair 
ment,  the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau 
sea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  wit 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  trac 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonis 
Some  patients  previously  given  narcotics,  including  methadone  fc  i 
the  daily  treatment  of  narcotic  dependence,  have  experience 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administere  j 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  sue  ; 
patients  in  association  with  the  use  of  Talwin  although  no  caus  ■ 
and  effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  c i 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequentl 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea  | 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  heac 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syr  . 
cope,  visual  blurring  and  focusing  difficulty,  hallucinations  (se 
Acute  CNS  Manifestations  under  WARNINGS);  and  rarely  tremoi 
irritability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequentl 
flushing;  and  rarely  chills.  Allergic.-  infrequently  rash;  and  rarel 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequently  de 
crease  in  blood  pressure,  tachycardia.  Hematologic:  rarely  de 
pression  of  white  blood  cells  (especially  granulocytes),  usuall 
reversible  and  usually  associated  with  diseases  or  other  drug 
which  are  known  to  cause  such  changes,  moderate  transier 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  reter  ' 
tion,  toxic  epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  i | 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increase'  I 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  nc 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  add  i 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  witi 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil 
dren  under  12  years  of  age  is  limited,  administration  of  Talwii 
in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receive; 
Talwin  orally  for  prolonged  periods  have  not  experienced  with 
drawal  symptoms  even  when  administration  was  abruptly  discon 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  ha 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  an;  ) 
kidney  function  have  revealed  no  significant  abnormalities  afte  I 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  over  | 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition  ! 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  othe  ! 
supportive  measures  should  be  employed  as  indicated.  Assistec  ' 
or  controlled  ventilation  should  also  be  considered.  Althougt 
nalorphine  and  levallorphan  are  not  effective  antidotes  for  respira  : 
tory  depression  due  to  overdosage  or  unusual  sensitivity  tc  i 
Talwin,  parenteral  naloxone  (Narcan®,  available  through  Erdi  j 
Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contain:  ; 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  t< 
50  mg.  base.  Bottles  of  100. 
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Abstracts  in  Interlingua 


Seneca,  H.,  Zinsser,  H.  H.,  e Uson,  A.:  Infectiones  ur- 
inari  chronic;  proportion  de  remissiones  con  trimetho- 
prime  e/o  sulfamethoxazole  o indenyl-carbenicilline, 
New  York  State  J.  Med.  74:  494  (Martio)  1974. 

Le  trimethoprime,  le  sulfamethoxazole  e le  trimetho- 
prime  plus  sulfamethoxazole  esseva  evalutate  mediante 
un  investigation  duplemente  cec  in  12  patientes  (pro 
cata  composto)  con  infectiones  urinari  chronic  recur- 
rente.  Le  36  patientes  tolerate  le  drogas  ben  e non  ef- 
fectos  collateral  seriose  esseva  observate.  Durante  un 
periodo  de  observation  de  6 septimanas,  4 de  11  pa- 
tientes tractate  con  sulfamethoxazole,  7 de  13  tractate 
con  trimethoprime  e 1 de  12  tractate  con  sulfamethoxa- 
zole plus  trimethoprime  habeva  culturas  del  urina  ster- 
ile (negative).  De  30  patientes  con  infectiones  urinari 
chronic,  le  administration  oral  de  indanyl-carbenicilline 
produceva  culturas  urinari  negative  in  18.  Septe  (7)  de 
8 patientes  esseva  curate  del  infection  per  Escherichia 
coli,  4 de  6 curate  de  infection  per  Pseudomonas,  3 de  3 
curate  de  infection  per  Serratia,  2 de  5 curate  de  infec- 
tion per  Enterobacteriaceae,  e 2 de  2 curate  de  infection 
per  Proteus  indole-positive.  Le  infectiones  mixte  non 
respondeva  al  tractamento.  Omne  patientes  tolerate 
ben  le  drogas,  alicune  habeva  manifestationes  gastroin- 
testinal leve  e un  habeva  diarrhea  con  sanguine.  Resist- 
entia  in  vivo  e in  vitro  esseva  observate. 

Vorisek,  R.  E.,  Quinn,  E.  J.,  e Mesches,  D.  N.: 

Symptomas  vulvovaginal;  studio  in  152  patientes,  New 
York  State  J.  Med.  74:  499  (Martio)  1974. 

Le  causa  plus  commun  del  symptomas  vulvovaginal  in 
le  juvene  femina  de  collegio  e sexualmente  active  es  le 
Candida.  Nonobstante,  un  numero  significative  de  pa- 
tientes studiate  non  habeva  manifestationes  specific. 
Le  examination  microscopic  del  secretion  vulvovaginal 
fresc,  plus  un  cultura  in  medio  de  Nickerson,  esseva  tro- 
vate  le  plus  utile  elementos  pro  facer  le  diagnose. 

Rook,  G.  D.:  Infection  respiratori  superior  “unic,”  New 
York  State  J.  Med.  74:  504  (Martio)  1974. 

Le  infectiones  del  vias  respiratori  superior  absorbe  un 


bon  parte  del  tempore  del  pediatric.  Le  facto  que  le 
majoritate  de  iste  infectiones  es  viral  debe  semper  tener 
se  in  mente.  Un  historia  complete  e examinationes 
physic  frequente  elucida  le  diagnose  e evita  studios  de 
laboratorio  e tractamentos  non  necessari. 


Shoji,  H.,  Sakai,  S.,  Granda,  J.  L.:  Chondromalacia 
patellar;  aspectos  histologic  e biochimic,  New  York 
State  J.  Med.  74:  507  (Martio)  1974. 

Le  area  malacic  del  cartilago  articulari  del  patella  de 
11  patientes  con  condromalacia  patellar  esseva  exami- 
nate  histologic  e biochimicmente  pro  determinar  si  es 
identic  al  area  malacic  de  patientes  con  osteoarthritis. 
Le  analyse  biochimic  revelava  un  leve  augmento  del  acid 
deoxyribonucleic  e del  glucuronidase  beta,  etiam  un 
parve  diminution  del  hexosamina,  un  significative  aug- 
mento del  cathepsina  D e non  cambios  del  phosphatase 
acid  o del  proteina  noncollagenose.  Le  analyse  histolog- 
ic demostrava  que  le  distribution  del  chondrocytos  esse- 
va normal,  ben  que  habeva  leve  conglomerates  de  chon- 
drocytos in  areas  etiam  con  fibrillationes.  Habeva 
minus  “cloning”  (multiplication  de  un  sol  cellula)  que  in 
le  cartilage  osteoarthritic.  Iste  studio  suggiere  que  (1) 
le  chondromalacia  patellar  probabilemente  es  un  phase 
temporari  del  osteoarthritis,  e (2)  un  del  plus  impor- 
tante  enzyma  lysosomic  causante  de  iste  processo  es  le 
cathepsina  D.  Un  del  minus  importante  enzyma  es  le 
glucuronidase  beta. 


Gombos,  G.:  Vitrectomia  in  aphakia,  New  York  State 
J.  Med.  74:  514  (Martio)  1974. 

Le  indicationes  per  le  vitrectomia  in  aphakia  es  classi- 
ficate  in  duo  gruppos  principal:  casos  simple  e compli- 
cate. Le  procedimento  chirurgic  es  describite.  Le  im- 
portantia  del  tractamento  medicamentose  postoperatori 
es  stressate  e le  disvantages  de  altere  technicas  es  discu- 
tite.  Le  complicationes  immediate  e tardive  del  chirur- 
gia  del  vitreo  es  indicate,  e suggestiones  es  facite  pro  evi- 
tar  le. 
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Month  I in  Washington 


The  American  Medical  Association  has  branded  as 
“wrong  medically,  wrong  morally,  and  wrong  legally” 
the  HEW’s  (Health,  Education,  and  Welfare  Depart- 
ment’s) proposed  regulation  requiring  prehospital-ad- 
mission certification  for  Medicare  and  Medicaid  pa- 
tients. 

In  what  appeared  as  an  ending  to  a “deliberate  effort 
on  the  part  of  the  AMA  over  tie  past  four  or  five  years  to 
cooperate  with  HEW,”  the  Association  announced  that 
if  the  preadmission  certification  regulation  and  the 
PSROs’  (Professional  Standards  Review  Organizations’) 
area  designations  were  placed  into  effect,  HEW  Secy. 
Caspar  Weinberger  would  be  taken  into  court. 

AMA  president  Russell  B.  Roth,  M.D.,  and  board 
chairman  James  H.  Sammons,  M.D.,  made  the  following 
statement  at  a press  conference  in  Chicago: 

We  are  here  today  to  serve  notice  on  Secretary 
Weinberger  that  if  he  proceeds  with  two  proposed  ac- 
tions, we  are  going  to  take  him  to  court. 

Earlier  this  month,  the  Secretary  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  issued  a set 
of  proposed  regulations  that  would  require  preadmis- 
sion certification  for  Medicare  and  Medicaid.  If 
adopted  as  proposed  they  would  require  that  every 
Medicare  and  Medicaid  patient  be  cleared  by  a Utili- 
zation Review  Committee  before  admission  to  a hos- 
pital. The  only  exception  would  be  emergency  cases. 

These  regulations  are  a direct  threat  to  the  medical 
care  of  the  35  million  or  so  patients  who  are  served  by 
Medicare  and  Medicaid.  For  most  of  them,  the  with- 
holding of  Medicare  or  Medicaid  hospital  benefits  will 
mean  that  the  individual  will  be  denied  hospitaliza- 
tion because  they  have  no  other  means  to  pay  for  their 
care. 

Furthermore,  such  decisions  would  not  be  made  on 
the  basis  of  an  examination  of  the  patient  by  physi- 
cians. Rather,  they  would  be  paper  decisions.  The 
verdict  would  be  rendered  on  the  basis  of  what  the  pa- 
tient’s doctor  put  down  on  the  record.  It  is  likely 
that,  as  a practical  matter  in  many  instances,  the  deci- 
sion would  not  be  made  by  a committee  of  physicians 
or  even  a single  physician  but  by  an  admitting  nurse 
or  other  hospital  administrative  personnel. 

Any  such  denial  of  medical  care  represents  a clear 
violation  of  both  the  spirit  and  the  letter  of  the  Medi- 
care-Medicaid law.  Congress  clearly  established  the 
programs  to  provide  medical  care  for  the  elderly  and 
the  poor.  What  the  Congress  has  given,  the  Secretary 
now  seeks  to  take  away.  The  Secretary  has  no  au- 
thority under  the  guise  of  regulations  to  amend  the 
law  and  reduce  benefits.  He  has  no  moral  or  legal 
right  or  authority  to  do  so.  Indeed,  his  action  is  as  il- 
legal as  it  is  reprehensible.  The  Medicare-Medicaid 
law  provides  for  preadmission  certification  by  the  pa- 
tient’s physician  and  for  postadmission  review  by  hos- 
pital utilization  review  committees.  The  Congress 
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did  not  intend  that  a committee  substitute  a paper 
decision  for  the  judgment  of  a patient’s  physician. 
The  Secretary’s  proposal  is  a direct  and  clear  viola- 
tion of  Section  1801  of  the  Medicare-Medicaid  law. 

We  intend  to  fight  Mr.  Weinberger  on  this.  His 
proposed  regulations  are  wrong  medically,  wrong  mo- 
rally, and  wrong  legally.  We  are  here  to  serve  notice 
on  the  Secretary  that  if  he  persists  in  putting  the  reg- 
ulations into  effect,  the  AMA  will  seek  an  injunction 
on  that  very  same  day  to  stop  him. 

We  Would  welcome  support  from  all  interested 
parties,  such  as  senior  citizen  organizations  and  con- 
sumer groups.  We  would  hope  they  would  join  in  our 
action.  But  with  them  or  without  them,  we  will  be  in 
court  on  the  day  those  regulations  are  promulgated. 

While  we  are  in  a suing  mood,  let  me  mention  that 
we  are  also  going  to  take  on  Mr.  Weinberger  in  anoth- 
er area. 

This  involves  his  gerrymandering  of  the  PSRO  dis- 
trict. Without  getting  too  involved,  let  me  say  for 
those  of  you  who  don’t  know,  PSRO  stands  for  Pro- 
fessional Standards  Review  Organizations.  These  are 
supposed  to  be  groups  of  doctors  set  up  to  review  the 
quality  and  medical  necessity  of  care  given  under 
Medicare  and  Medicaid. 

The  AMA  originally  opposed  PSRO.  But  once  it 
became  law,  we  decided  that  if  such  review  was  going 
to  be  done  it  would  be  better  for  all  concerned  if  it 
were  done  by  physicians. 

We  decided  to  cooperate  with  HEW  in  the  imple- 
mentation of  the  law.  I can  tell  you,  we’ve  had  very 
little  cooperation  in  return. 

Peer  review — the  concept  on  which  PSRO  is  based — 
was  invented  by  the  medical  profession  and  was  in  ex- 
istence long  before  the  government  ever  heard  of  the 
idea.  There  are  many  excellent  and  functioning  peer 
review  programs  now  in  effect  in  this  country,  and  we 
asked  the  Secretary  to  set  up  the  PSRO  designated 
areas  (regional  units)  so  as  not  to  disturb  them. 

This  plea  apparently  fell  on  deaf  ears.  I won’t  haz- 
ard a guess  as  to  the  reason  behind  the  Secretary’s 
area  designations.  I don’t  think  there  were  any.  I 
think  the  decision  was  simply  capricious  and  arbi- 
trary. 

Our  Board  of  Trustees  has  voted  to  join  with  any  of 
our  state  organizations  who  want  to  go  to  court  to 
upset  the  area  designation  in  their  state.  Our  prelim- 
inary indications  are  that  seven  or  eight  may  do  so. 

Let  me  say  in  closing  that  over  the  past  four  or  five 
years  we  have  made  a deliberate  effort  to  cooperate 
with  HEW  in  implementing  government  programs  for 
the  benefit  of  the  people.  I think  for  a while  there 
was  good  communication  and  good  cooperation. 

That  day  apparently  has  passed.  Of  late  we’ve  had 
nothing  but  rebuff  after  rebuff.  We’ve  now  been  left 
with  no  recourse  but  to  fight  in  our  own  best  interests 
and,  we  believe,  in  the  best  interests  of  our  patients. 

* * * 

continued  on  page  459 
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HELPS  PROVIDE 
EARLY  CONTROL 
OF  DEPRESSIVE 
SYMPTOMS... 


A 

IXnxiety  is  an  invidious  symptom.  It  feeds  upon 
sickness,  gnaws,  grows  and  invades  every  cranny 
of  psychic  pathology  adding  intensity  to 
torment.  Anxiety  as  a symptom  secondary  to 
depression  may  he  so  dominant  that  it  obscures 
the  primary  diagnosis.  It  may  suggest  treatment 

with  tranquilizers  which  often  help.  But  as  the 
vampire  of  legend  had  to  have  a laurel  stake 
driven  through  its  heart  to  truly  die,  so  anxiety 
secondary  to  depression  ivill  not  cease  to  nibble  and 
bite  until  an  antidepressant  eradicates  the 
primary  illness — and  symptomatic  anxiety  starves. 


IN  BRIEF: 

Indications:  Norpramin?  (desipramine 

hydrochloride)  is  indicated  for  the  relief 
of  depressive  symptoms.  Endogenous 
depressions  are  more  likely  to  be  alle- 
viated than  others. 

Contraindications:  Desipramine  hydro- 
chloride should  not  be  given  within  two 
weeks  of  treatment  with  a monoamine 
oxidase  inhibitor.  Contraindications  in- 
clude the  acute  recovery  period  follow- 
ing myocardial  infarction  and  hypersen- 
sitivity to  the  drug.  Cross  sensitivity 
with  other  dibenzazepines  is  a possi- 
bility. 

Warnings:  1 Extreme  caution  should  be 
used  in  patients:  (a)  with  cardiovascular 
disease,  (b)  with  a history  of  urinarv  re- 
tention or  glaucoma,  (c)  with  thyroid 
disease  or  those  on  thyroid  medication, 
(d)  with  a history  of  seizure  disorder.  2 
This  drug  is  capable  of  blocking  the 
antihypertensive  effect  of  guanethidine 
and  similarly  acting  compounds  3 Use 
in  Pregnancy:  Safe  use  during  pregnan- 
cy and  lactation  has  not  been  estab- 
lished 4.  Use  in  Children:  Norpramin" 
(desipramine  hydrochloride)  is  not  rec- 
ommended for  use  in  children  5 This 
drug  may  impair  the  mental  and/or  phy- 
sical abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery 
Therefore,  the  patient  should  be  cau- 
tioned accordingly 

Precautions:  This  drug  should  be  dis- 
pensed in  the  least  possible  quantities 
to  depressed  outpatients,  since  suicide 
has  been  accomplished  with  drugs  of 
this  class.  If  possible,  dispense  in  child- 
resistant  containers.  It  should  be  kept 
out  of  reach  of  children  Reduce  dos- 
age. or  alter  treatment,  if  serious  ad- 
verse effects  occur.  Norpramin'81 
(desipramine  hydrochloride)  therapy  in 
patients  with  manic-depressive  illness 
may  induce  a hypomanic  state  after  the 
depressive  phase  terminates  and  may 
cause  exacerbation  of  phychosis  in 
schizophrenic  patients.  Use  cautiously 
with  anticholinergic  or  sympathomimetic 
drugs  Response  to  alcoholic  beverages 
may  be  exaggerated.  In  the  concurrent 
administration  of  ECT  and  antidepres- 
sant drugs  one  should  consider  the 
possibility  of  increased  risk  relative  to 
benefits.  Discontinue  as  soon  as  pos- 
sible prior  to  elective  surgery  because 
of  possible  cardiovascular  effects  Hy- 
pertensive episodes  have  been  observed 
during  surgery  in  patients  on  desipra- 
mine hydrochloride.  Leukocyte  and  dif- 
ferential counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  neutropenia. 
Adverse  Reactions:  Cardiovascular  hy- 
potension, hypertension,  tachycardia, 
palpitation,  arrhythmias,  heart  block, 
myocardial  infarction,  stroke  Psychi- 
atric: confusional  states  (especially  in 
the  elderly),  hallucinations,  disorienta- 
tion, delusions;  anxiety,  agitation;  in- 
somnia and  nightmares;  hypomania;  ex- 
acerbation of  phychosis.  Neurological 
paresthesias  of  extremities;  incoordina- 
tion, ataxia,  tremors,  peripheral  neuro- 
pathy; extrapyramidal  symptoms;  sei- 
zures; alteration  in  EEG  patterns;  tinni- 
tus. Anticholinergic:  dry  mouth,  and 
rarely  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommo- 
dation. mydriasis;  constipation,  paraly- 
tic ileus;  urinary  retention,  delayed  mic- 
turition, hypotonic  bladder  Allergic 
skin  rash,  petechiae,  urticaria,  itching, 
photosensitization,  edema  (of  face  and 
tongue  or  general),  drug  fever.  Hema- 
tologic agranulocytosis,  eosinophilia, 
purpura,  thrombocytopenia  Gastrointes- 
tinal: anorexia,  nausea  and  vomiting, 
epigastric  distress,  peculiar  taste,  ab- 
dominal cramps,  diarrhea,  stomatitis, 
black  tongue.  Endocrine:  gynecomastia; 
breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libi- 
do, impotence,  testicular  swelling,  ele- 
vation or  depression  of  blood  sugar 
levels.  Other  Jaundice  (simulating  ob- 
structive), altered  liver  function;  weight 
gain  or  loss;  perspiration,  flushing;  uri- 
nary frequency,  nocturia;  parotid  swell- 
ing; drowsiness,  dizziness,  weakness 
and  fatigue,  headache;  alopecia  With- 
drawal Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  after  pro- 
longed therapy  may  produce  nausea, 
headache  and  malaise. 

Dosage  and  Administration:  The  usual 
adult  dose  50  mg.  three  times  daily;  in 
crease  if  necessary  after  7 to  10  days  to 
maximum  of  200  mg.  daily  Dosages 
above  200  mg.  per  day  are  not  recom- 
mended. Maintenance:  At  a lower  dose 
adequate  to  maintain  remission.  Adoles- 
cent and  geriatric  patient  dose  25  to  50 
mg.  daily  If  necessary. 

Overdosage:  There  is  no  specific  anti- 
dote for  desipramine,  nor  are  there 
specific  phenomena  of  diagnostic  value 
characterizing  poisoning  by  the  drug. 
The  principles  of  management  of  coma 
and  shock  by  means  of  the  mechanical 
respirator,  cardiac  pacemaker,  monitor- 
ing of  central  venous  pressure  and  regu-  i 
lation  of  fluid-  and  acid-base  balance  j 
are  well  known  in  most  medical  centers  i 
If  heart  failure  is  imminent,  digitalize  I 
promptly 
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Physician  fees  in  1974  have  been  ordered  held  to  a 4 
per  cent  increase  by  the  Cost  of  Living  Council. 

Despite  strong  arguments  from  physician  groups  in- 
cluding the  AMA  for  an  exemption  from  all  wage  and 
price  controls  for  the  medical  profession,  the  Council  re- 
fused to  step  back  from  its  November  proposal  to  im- 
pose the  4 per  cent  ceiling. 

As  in  November  regulations,  physicians  under  Phase 
IV  will  be  permitted  an  annual  aggregate  fee  increase  of 
4 per  cent.  A 10  per  cent  maximum  fee  increase  is  al- 
lowed for  specific  charge  items;  fees  under  $10  can  be 
raised  by  $1.00. 

The  limits  were  effective  as  of  the  first  of  this  year. 
They  remain  legally  in  effect  until  April  30,  1974,  by 
which  time  Congress  must  authorize  an  extension  of  the 
President’s  powers  to  impose  wage-price  controls,  or 
they  will  expire.  There  is  growing  sentiment  in  the  Sen- 
ate and  the  House  to  terminate  the  program. 

The  regulations  in  the  health  field  have  been  under 
court  attack.  Nursing  homes  have  won  a preliminary 
legal  battle  in  their  suit  against  the  Phase  111  controls. 
The  American  Hospital  Association  has  threatened  to 
challenge  the  controls  in  court. 

Hospitals  were  restricted  to  a 7.5  per  cent  increase  per 
inpatient  stay  with  adjustments  for  volume  changes. 

Under  the  final  regulations,  all  physicians  must  main- 
tain a schedule  showing  prices  in  effect  on  December  28, 
1973,  which  comprise  90  per  cent  of  their  revenues,  and 
the  subsequent  changes  and  dates.  “A  conspicuous  and 
easily  readable  sign”  must  be  posted  stating  the  avail- 
ability and  location  of  the  price  schedule.  The  require- 
ment applies  whether  or  not  fees  have  been  increased. 

The  Council  said  that  physicians  and  medical  labora- 

(tories  that  have  not  raised  charges  as  allowed  in  the  past 
will  be  allowed  to  apply  the  unused  portion  of  increase 
up  to  a maximum  of  five  per  cent. 

* * * 

President  Nixon  is  enthusiastically  endorsing  the 
HMO’s  (Health  Maintenance  Organization’s)  program 
effort  getting  underway  at  the  HEW  Department,  ac- 
cording to  Federal  health  officials. 

The  government  is  “going  all  out”  to  implement  the 
new  law  “as  rapidly  as  possible,”  Charles  Edwards, 
M.D.,  assistant  HEW  secretary  for  health,  said. 

Proposed  regulations  to  carry  out  the  HMO  program 
will  be  issued  by  the  end  of  March. 

At  a briefing  of  health  reporters,  Dr.  Edwards  an- 
nounced that  the  director  of  the  HMO  program  is  Frank 
Seubold  who  has  been  serving  as  deputy  director  of  the 
old  HMO  office  as  well  as  associate  director  of  the  Bu- 
reau of  Community  Health.  Seubold,  fifty-one,  is  a 
Ph.D.  chemist  who  came  to  HEW  in  1971  after  a career 
in  the  aerospace  industry  in  California  during  which  he 
became  increasingly  involved  in  space  medicine  and 
medical  systems  management  work. 

With  respect  to  the  new  HMO  law  that  authorizes 
$375  million  over  the  next  five  years,  Dr.  Edwards  said 
that  for  the  first  time  the  government  is  going  to  be 
making  changes  in  the  economic  base  of  health  care  de- 
livery in  this  country.  The  HMO  concept  attains  added 
importance,  he  told  reporters,  as  the  Administration 
and  Congress  move  on  national  health  insurance  propos- 
als. 

* * * 

Health  outlays  during  the  last  fiscal  year  for  the  na- 


tion reached  $94.1  billion,  an  11  per  cent  increase,  the 
lowest  rate  in  several  years.  The  proportion  of  total 
health  spending  to  the  Gross  National  Product  re- 
mained at  the  1972  level — 7.7  per  cent.  Per  capita  ex- 
penditures rose  $41  to  $441,  including  private  and  gov- 
ernment spending. 

The  Social  Security  Administration’s  preliminary  fig- 
ures for  the  fiscal  year  that  ended  last  July  showed  per 
capita  private  spending  on  health  of  $265  and  govern- 
ment spending  of  $176  per  person  for  the  year. 

The  ratio  of  public  versus  private  health  spending 
continued  the  trend  of  two  decades  toward  more  govern- 
ment spending.  The  ratio  for  fiscal  1973  was  60.1  per 
cent  private  and  39.9  per  cent  public.  In  1928,  the  cor- 
responding ratio  was  86.7  per  cent  and  13.3  per  cent. 

Of  the  $94  billion  total,  $36  billion  went  for  hospital 
care  and  $18  billion  for  physicians’  services,  compared 
with  $32.6  billion  and  $16.6  billion  the  previous  year. 

Federal  spending  was  estimated  at  $24.6  billion,  up 
almost  $2  billion;  state  and  local,  $12.9  billion,  up  more 
than  $1.5  billion. 

Expenses  for  prepayment  and  administration,  largely 
private  health  insurance  expenses,  rose  from  $2.4  billion 
in  fiscal  1972  to  $3.3  billion  in  fiscal  1973. 

♦ * * 

The  American  Medical  Association  recognizes  that 
supplemental  printed  information  given  to  the  patient 
by  the  pharmacist  at  the  physician’s  discretion  would  be 
valuable  for  certain  classes  of  drugs. 

However,  the  AMA  stated  at  a Washington,  D.C.,  con- 
ference on  patient  drug  information  that  the  prepara- 
tion and  distribution  of  such  information  material  pose 
a number  of  problems. 

Patients  differ  in  their  drug  requirements  with  re- 
spect to  dose,  duration  of  therapy,  and  adjunct  medi- 
cation. They  also  differ  in  therapeutic  response,  ad- 
verse side-effects,  and  toxic  reactions.  The  informa- 
tion in  a “patient  package  insert”  might  be  helpful  to 
some  patients  but  might  confuse,  frighten,  or  even 
harm  other  patients. 

The  meeting  of  medical,  drug,  and  consumer  rep- 
resentatives was  told  by  an  AMA  spokesman  that  the 
usefulness  of  a patient  package  insert  should  be  ex- 
plored for  a limited  number  of  drugs.  The  AMA,  the 
FDA  (Food  and  Drug  Administration),  and  the  manu- 
facturer could  cooperate  in  preparing  informational  ma- 
terial on  a limited  number  of  drugs,  selected  because 
they  are  used  over  a long  period  of  time  or  have  a high 
incidence  of  interaction  with  other  drugs. 

The  acceptance  of  such  material  by  patients  and  phy- 
sicians and  the  impact  it  might  have  on  the  way  in 
which  patients  used  drugs  should  be  assessed  before  en- 
compassing a large  number  of  therapeutic  agents  in  the 
program,  according  to  the  AMA. 

The  FDA  has  been  considering  steps  to  broaden  the 
package  insert  to  assure  that  it  reaches  patients  for 
many  drugs. 

* * * 

John  Zapp,  D.D.S.,  deputy  assistant  secretary  for  leg- 
islation of  the  HEW  Department  is  resigning  to  join  the 
Washington  office  of  the  AMA  as  director  of  the  Depart- 
ment of  Congressional  Relations. 

continued  on  page  460 
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Dr.  Zapp  has  been  at  HEW  since  1969.  He  held  a va- 
riety of  posts  including  deputy  assistant  secretary  for 
health  manpower.  The  forty-one-year-old  official  has 
been  involved  with  health  legislation  for  several  years 
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and  has  served  as  Federal  representative  to  the  AMA- 
American  Medical  College  Liaison  Committee  on  Medi- 
cal Education. 

Dr.  Zapp  will  replace  William  Colley  as  the  head  of 
AMA’s  Congressional  Relations  Department. 
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Letters  to  the  Editor 


Neurologists  and  psychiatrists 

To  the  Editor:  I read  with  great  interest  the  address  by 
David  Green,  M.B.,  B.S.  (Melb.),  entitled  “Hippocrates, 
Plato  and  Neurology”  (New  York  State  J.  Med.  73:  957 
(Apr.  15)  1973).  For  years  1 have  been  bewildered  by 
the  continuing  association  between  neurologists  and 
psychiatrists,  when,  quite  obviously,  they  look  at  the 
world  through  such  differently  colored  specs.  That  that 
which  is  perfectly  clear  to  one  discipline  is  utterly  invisi- 
ble to  the  other.  And  so  I assumed  that  Dr.  Green  was 
applauding  the  recognition  of  realities  by  the  State 
Medical  Society  in  finally  arranging  separate  meetings 
for  the  specialties.  Even  when  he  went  on  talking  of  the 
role  of  the  physician  as  the  man  concerned  with  the 
total  patient  (that  melange  of  physical,  social,  and  psy- 
chologic material),  I did  not  anticipate  his  conclusion. 
He  said — “I  regret  the  departure  of  the  psychiatrists 
from  this  section  of  the  MSSNY  conference.  I regret  it 
because  it  is  one  more  step  down  the  gloomy  road  of  spe- 
cialization and  the  insulation  of  neurology  from  the  rest 
of  medicine.”  Then,  as  chairman,  he  tries  to  make  am- 
ends and  simply  alienates  the  psychiatrists  still  more  by 
asking  internists  to  speak  on  topics  bordering  on  neurol- 
ogy. The  Journal  then  prints  the  five  succeeding  pa- 
pers— by  an  hematologist,  a cardiologist,  a gastroenter- 
ologist, a dermatologist,  and  an  expert  in  connective-tis- 
sue disease. 

Now,  really,  Dr.  Green,  those  papers  certainly  had 
some  significance  for  psychiatrists  but  the  vocabulary  of 
the  laboratory  is  pretty  rusty  to  most  psychiatrists.  I 
think  most  psychiatrists  would  be  bored  to  death  and 
would  be  justifiably  angry  at  the  total  failure  of  any  of 
the  doctors  to  mention  even  once  the  psychologic  factors 
which  must  have  been  of  horrendous  significance  to  the 
individuals  whose  case  histories  were  summarized. 

The  problem  is  not  just  a matter  of  time — not  having 
time  enough  to  take  into  consideration  the  likes  and  dis- 
likes of  the  patient — but  it  is  a matter  of  tuning.  The 
doctor  attuned  to  one  station  cannot  pick  up  the  signals 
of  another  wave  length.  The  signs  of  Cryptococcal 
meningitis,  hemophilia,  meningeal  leukemia,  brain  ab- 
scess, chronic  hepatic  encephalopathy,  mycosis  fun- 
goides  with  metastases  to  the  brain,  cranial  arteritis, 
and  so  forth,  all  so  emphasize  the  importance  of  labora- 
tory work  that  psychologic  factors  are  necessarily  ig- 
nored, obscured,  and  downgraded. 

Back  in  the  thirties  I went  to  medical  school  to  obtain 
the  required  background  for  psychiatry.  However,  I 
switched  to  pediatrics  and  my  attentions  have  vacillated 
ever  since  between  the  organic  and  functional  dauses  of 
illness.  Emphasis  on  one  approach  always  seems  to  be 
at  the  expense  of  the  other,  however,  much  we  wish  this 
not  to  be  the  case.  Right  now  I am  thinking  that  atten- 
dance at  medical  school  is  a big  waste  of  time  for  future 
psychiatrists.  A medical  diagnostician  must  master  the 
art  of  ignoring  psychologic  factors  which  are  obscuring 


the  physical  factors.  The  hopes  and  fears — the  friends 
and  enemies,  the  parents  and  children  of  his  patients 
must  be  brushed  aside  in  favor  of  consideration  of  the 
blood  urea  nitrogen;  the  interpretation  of  the  angiogra- 
phy; the  electroencephalogram,  and  so  forth.  The  pa- 
tients’ conceptions  and  preconceptions,  habits  and  jokes 
and  ideals,  their  fantasies,  dreams,  hang  ups  and  frus- 
trations are  important  to  the  psychiatrist,  but  not  to  the 
neurologist. 

The  requirement  of  future  psychiatrists’  attendance 
at  medical  school  is  like  the  demanding  of  television 
programmers  expertise  in  electronics.  It  is  putting  the 
future  psychiatrist  on  the  wrong  trolley  entirely — one 
that  goes  in  the  opposite  direction. 

Just  what  should  be  the  professional  requirements  for 
a licensed  psychiatrist  I shouldn’t  like  to  have  to  say. 
But  aside  from  courses  in  psychology,  sociology,  and  ge- 
netics, I suggest  that  all  psychiatrists  be  required  to  be 
familiar  with  100  cases  of  encephalopathy  mistakenly 
treated  psychologically.  It  is  only  theoretically  that  the 
medical  background  prevents  such  mistakes.  Practical- 
ly it  doesn’t.  Once  the  medical  studies  are  well  behind 
the  psychiatrist  he  will  have  traded  off  his  M-polarized 
specs  for  P-polarized  specs  and  will  be  unlikely  to  order 
probing  laboratory  studies.  Perhaps  all  psychiatric  pa- 
tients should  be  screened  by  a neurologist  at  six-month 
intervals,  or  something  like  that.  I am  quite  sure  that 
asking  neurologic  expertise  of  a psychiatrist  and  psychi- 
atric expertise  of  a neurologist  tends  to  thwart  effective 
behavior  in  either  field. 

PATRICIA  E.  WANNING,  M.D. 

Box  124  RD  4 
Saugerties,  New  York  12477 

Brachial  plexus  reply 

To  the  Editor:  I would  like  to  call  to  the  attention  of 
your  readers  what  I consider  a serious  error  and  danger- 
ous misinformation  contained  in  the  comment  of  the 
Clinical  Anesthesia  Conference,  “Brachial-Plexus  Palsy 
Following  Brachial-Plexus  Blockade”  (New  York  State 
J.  Med.  73:  2478  (Oct.  15)  1973).  To  quote:  “It  is  rec- 
ommended that  when  neurologic  complications  occur 
. . . and  if  the  hand  function  is  involved  that  it  be  immo- 
bilized in  a position  of  optimum  function.  Physiothera- 
py should  be  carried  out  in  the  late  management.” 

This  is  contrary  to  all  accepted  practice  which  would 
emphasize  early  mobilization  consisting  of  active  and 
passive  range  of  motion  to  the  hand  and  wrist  with 
stretching  of  intrinsic  musculature  to  prevent  irrevers- 
ible changes.  “Physiotherapy”  in  the  “late  manage- 
ment” will  undoubtedly  be  too  late. 

EDWARD  F.  DELAGI,  M.D. 

Professor,  Albert  Einstein  College  of  Medicine 
Rehabilitation  Medicine 
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If  there’s  good  reasor 

to  prescribe 
for  psychic  tension... 


When,  for  example,  reassurance  and  counseling 
on  repeated  visits  are  not  enough. 


<^roche) 


Effectiveness 
is  a good  reason  to 

considerValium 

(diazepam) 

After  you've  decided  that  the  tense,  anxious 
patient  can  benefit  from  antianxiety  medication, 
the  question  remains:  which  one? 

Valium  is  one  to  consider  closely.  One  that 
can  help  to  relieve  the  excessive  psychic  tension 
and  anxiety.  One  that  can  minimize  the  patient’s 
overreaction  to  stress.  One  that  is  useful  when 
somatic  complaints  accompany  tension  and 
anxiety.  In  short,  one  that  can  work  and  work 
well  to  help  you  manage  the  patient's  anxiety- 
related  symptoms. 

Effectiveness.  One  good  reason  to 
consider  Valium  (diazepam). 

And  should  you  choose  to  prescribe 
Valium,  you  should  also  keep  this  information  in 
mind.  It  is  usually  well  tolerated;  side  effects 
most  commonly  reported  have  been  drowsiness, 
fatigue  and  ataxia.  Patients  taking  Valium 
should  be  cautioned  against  operating  dangerous 
machinery  or  driving. 

Please  turn  page  for  a summary  of  product 
information. 


Valium 

(diazepam) 

2 -mg.  5 -mg.  10-mg  tablets 


Other  good  reasons 
to  considerValium 

(diazepam) 


Dependable  response 

The  psychotherapeutic 
effect  of  Valium  (diazepam), 
characterized  by  symptomatic 
relief  of  tension  and  anxiety, 
is  generally  reliable  and 
predictable. 


Before  prescribing,  please  con- 
sult complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fa- 
tigue, depressive  symptoms  or  agita- 
tion; symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  ath- 
etosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are 
receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness.  When  used 
adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise 


Prompt  action 

Significant  improvement 
usually  becomes  apparent 
during  the  first  few  days  of 
Valium  (diazepam)  therapy. 
Some  patients  may,  however, 
require  more  time  to  establish 
a clear-cut  response. 


against  simultaneous  ingestion  of  al- 
cohol and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  dis- 
continuance (convulsions,  tremor,  ab- 
dominal and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with 
other  psychotrcpics  or  anticonvul- 
sants, consider  carefully  pharmacol- 
ogy of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  bar- 
biturates, MAO  inhibitors  and  other 
antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confu- 
sion, diplopia,  hypotension,  changes 
in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention, 


Titratable  dosage 

With  Valium  (diazepam), 
adjustments  in  dosage  can 
alter  the  clinical  response. 

This  titratability  enables  you 
to  tailor  your  therapy  for 
maximum  efficiency.  There 
are  three  convenient  tablet 
strengths  to  choose  from: 

2 mg,  5 mg  and  10  mg. 


blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  ad- 
visable during  long-term  therapy. 

Dosage:  Individualize  for  maxi- 
mum beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic 
states.  2 to  10  mg  b.i.d.  to  q.i.d.;  al- 
coholism, 10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  adjunctively  in  skeletal  mus- 
cle spasm,  2 to  10  mg  t.i.d.  or  q.i.d.; 
adjunctively  in  convulsive  disorders, 

2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2Vi  mg,  1 or 
2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precau- 
tions.) Children:  1 to  2Vi  mg  t.i.d.  or 
q.i.d.  initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 
months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  1 0 mg;  bot- 
tles of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J.  07110 


464 


continued  from  page  461 


1300  Morris  Park  Avenue 
The  Bronx,  N.  Y.  10461 

Comment:  Brachial-plexus  palsy  following 
brachial-plexus  blockade 

To  the  Editor:  Paralysis  of  the  brachial  plexus  fol- 

lowing anesthesia  and  surgery  is  presently  believed  to  be 
a form  of  traumatic  neuritis1  due  to  traction  or  stretch- 
ing of  the  brachial  plexus.2'4  Compression  of  the  bra- 
chial plexus  is  not  considered  to  be  a significant  factor 
in  the  production  of  brachial  plexus  palsy.2-5  Reports 
on  postoperative  brachial  plexus  injury  most  frequently 
involved  the  upper  motor  nerve  roots  which  support 
traction  rather  than  compression  as  the  mechanism  of 
the  paralysis.  Thus,  early  mobilization  and  treatment, 
in  the  form  of  active  and  passive  exercises  of  the  in- 
volved extremity,  might  result  in  more  traction  on  the 
plexus.  It  is  hoped  that  a short  period  of  immobiliza- 
tion in  the  early  management  of  this  complication  would 
prevent  traction  and  further  injury  to  the  brachial  plex- 
us and  result  in  recovery. 
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Continuing  education 

To  the  Editor:  With  regard  to  Dr.  London’s  letter  to 
the  editor  in  the  September  15,  1973,  edition  of  the 
Journal  (page  2276),  it’s  a pleasure  to  see  that  column 
including  this  vital  issue  of  continuing  education. 

It’s  a pleasure,  too,  to  see  Dr.  London’s  concern  for 
lapses  in  quality  care  that  he  comes  across.  But  what 
was  most  gratifying  is  his  recognition  that  “Physicians 
generally  are  dedicated  men  and  surely  want  to  offer 
their  patients  the  best.”  For  there  is  implied  in  that 
statement  that  any  man  so  dedicated  is  generally  of- 
fering good  medical  care. 

With  such  acknowledgment,  it  is  difficult  to  follow  his 
solution  to  take  care  of  the  not  general,  the  few,  col- 
leagues who  are  not  conscientious,  mismanage,  and  mis- 
understand the  ill  patient.  As  a psychiatrist,  he  must 
know  that  if  it’s  “dedication”  that’s  making  the  differ- 
ence, a week’s  course  once  a year  can’t  produce  'dedica- 
tion. 

As  a psychiatrist,  he  more  than  anybody,  knows  that 
in  our  imperfect  world,  in  our  imperfect  occupations, 
there  are  in  every  walk  of  life  some  with  various  degrees 
of  efficiency,  various  degrees  of  incompetency,  and  vary- 
ing degrees  of  ethicalness.  It’s  common  knowledge  with 


the  statement,  “There  are  lawyers  and  there  are  lawyers; 
. . . .”  With  Watergate,  it’s  all  too  evident.  But  nobody 
is  proposing  a week’s  refresher  course  for  lawyers;  nor 
PSRO  for  lawyers;  nor  51  per  cent  consumer  councils  to 
review  and  pass  on  the  working  of  our  courts.  Everyone 
already  knows  that  there  are  doctors  and  there  are  doc- 
tors. 

And  for  200  years,  in  this  country,  everyone  has  cho- 
sen, to  suffer,  YES,  TO  SUFFER,  such  inefficiencies, 
such  incompetencies,  such  mismanagements  if  the  alter- 
native is  to  set  up  a police  state  to  see  that  everybody  is 
working  up  to  snuff.  As  a psychiatrist,  he  should  know 
that  the  damage  to  people  living  in  a regimented  exis- 
tence far  outweighs  the  few  incompetents  that  are  al- 
lowed to  operate  in  a free  society.  And  compulsory  con- 
tinuing education  is  police  tactics. 

Let  us  indeed  offer  numerous  opportunities  to  the 
generally  dedicated  physician  to  implement  his  dedica- 
tion through  continuing  education  facilities.  And  let 
our  psychiatrists  work  at  ways  at  promoting  dedication 
and  refrain  from  attempting  to  destroy  our  mental 
health-promoting  free  society. 

GORDON  R.  MEYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  N.Y.  11577 


Dr.  London’s  reply 

To  the  Editor:  Dr.  Meyerhoff,  in  his  reply  to  my  letter, 
accurately  realized  that  the  subject  in  question  is  “the 
vital  issue  of  continuing  education.”  However,  he  failed 
to  comprehend  that  the  purpose  of  proposed  compulso- 
ry postgraduate  courses  is  not  to  teach  dedication  but  to 
provide  basic  reviews  and  interchanges  of  ideas  among 
physicians  whose  daily  work  places  them  on  the  “front 
lines”  of  medical  care. 

The  equating  of  compulsory  continuing  education  to 
police  state  tactics  is  a line  of  logic  that  is  pointless  to 
pursue.  Finally,  to  presume  that  the  propagation  of 
mismanagement,  inefficiencies,  and  incompetency  is 
beneficial  to  mental  or  physical  health  and  accepted 
readily  by  the  public  is  a statement  that  should  be  ar- 
gued between  Dr.  Meyerhoff  and  the  Gods  and  not  in  a 
serious,  intelligent  medical  journal. 

ROBERT  T.  LONDON,  M.D. 

145  East  16th  Street 
New  York,  New  York  10003 


Mishaps  with  amitriptyline-HCI 

To  the  Editor:  Increased  use  of  Elavil  (amitriptyline- 
HCI)  as  an  antidepressant  mood-elevator  has  been 
fraught  with  concern  lest  the  combination  of  psychic 
heightening  and  tranquilizadon  produce  a dichotomy  in 
cerebral-cerebellar  function.  Indeed,  the  PDR  reports 
that  “this  drug  may  impair  mental  and/or  physical  abili- 
ties required  for  performance  of  hazardous  tasks  such  as 
operating  machinery  or  driving  a motor  vehicle.”  This 
is  to  note  less  specialized  activities  resulting  in  severe 
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injury,  despite  the  success  in  desired  psychologic  im-  ji 
provement. 

This  report  of  five  injuries  in  about  15  patients  receiv-  I 
ing  continuation  of  Elavil  therapy  constitutes  an  inci- 
dence of  about  25  to  35  per  cent  and  involves  primarily 
the  twenty  to  thirty-five-year  age  group.  Four  of  the 
five  were  also  receiving  diazepam  10  mg.,  and  several 
had  been  treated  for  insomnia. 

A twenty-year-old  Puerto  Rican  male  turned  in  bed 
and  found  his  right  wrist  “bent”  under  him.  After  a 
short  while,  he  moved  his  wrist  and  it  became  painful. 
X-ray  films  showed  two  broken  wrist  bones.  He  recov-  ft 
ered  uneventfully. 

A twenty-four  year-old  Caucasian  male  was  perform-  ft 
ing  a minor  task  on  his  car  and  turned  his  wrist.  It  was 
found  to  have  a partial  fracture  and  was  placed  in  a cast 
with  uneventful  healing. 

A young  Caucasian  man  in  his  twenties  went  to  the 
racetrack  and  while  taking  his  seat  missed  a step  and 
suffered  a contusion  and,  clinically,  a possible  fracture 
of  an  ankle,  with  gradual  recovery. 

A thirty-year-old  man  hit  his  great  toe  while  walking. 
X-ray  films  showed  a linear  fracture  of  the  toe,  which 
was  swollen  and  painful.  Healing  was  uneventful. 

A man  in  his  thirties  was  descending  the  subway 
stairs  and  fell  a distance  of  several  stairs.  He  suffered 
contusions  of  the  ribs  and  a painful  knee,  which  persist- 
ed for  some  time. 

These  injuries  occurred  in  fair  summer  weather  and 
indicate  either  a coordination  difficulty  while  medicated 
or  an  inattentiveness  to  detail  with  vacant  thought  and 
unawareness  of  surroundings  which  are  clearly  frequent  >' 
in  this  group.  This  is  not  to  deny  the  clear  antidepres-  | 
sive  results  with  the  drug  but  suggests  that  where  oppo-  i 
site  effects  of  sedation  and  elevation  are  found,  consis-  I 
tent  use  and  higher  dosages  are  unwarranted. 

HOWARD  S.  ZUCKER,  M.D.  If 
302  Avenue  N it 
Brooklyn,  N.Y.  11230  I 
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Bill  of  Rights  for  the  Doctor 

To  the  Editor:  The  editorial  entitled  “Bill  of  Rights  for 
the  Doctor”  in  the  January  1974  issue  of  the  New  York 
State  Journal  of  Medicine,  page  40,  was  timely,  provoc- 
ative, and  profound.  It  gave  form  and  substance  to 
dimly  perceived  needs  too  long  submerged  in  the  na- 
tional consciousness. 

The  increasing  and  cumulative  pressures  on  the  medi- 
cal profession  will  inevitably  produce  on  the  national 
scene  a leader  who  will  speak  for  us  with  a voice  as 
strong  as  the  pressures  that  create  him. 

Your  “Bill  of  Rights  for  the  Doctor”  may  well  turn  out 
to  be  a beacon  to  which  the  inchoate  and  inarticulate 
masses  of  the  medical  profession  will  be  drawn  in  the 
stormy  days  that  lie  ahead. 

GEORGE  M.  ROSEN,  M.D. 

368  Commack  Road 
Commack,  N.Y.  11725 
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(See  next  page) 

See  last  page  for  full  prescribing  information. 

^Robins 


The  Results : 


Mean  Cumulative  Weight  Changes  (Pounds) 


Favorable  to  fenfluramine  at  the  1 % level. 


Mean  Cumulative  Weight  Changes  (Pounds) 


-61 1 1 1 

Favorable  to  fenfluramine  at  the  1%  level. 


260  case  histories,  9 investigators.  Patients  having  mature 
onset,  non-endocrine  obesity — 1 5 to  75  pounds  heavier  than 
their  “desirable”  weight. 

Elliott.  Billie  W A collaborative  investigation  ot  fenfluramine  anorexigemc  with  sedative 
properties  Curr.  Ther  Res  12  (8)502-15  August,  1970 


307  case  histories,  17  investigators.  Patients  having  mature 
onset,  non-endocrine  obesity— at  least  10%  but  not  greater 
than  40%  heavier  than  their  “desirable”  weight. 

Reports  on  file  A.  H.  Robins  Company 


Evaluating  an  anorectic:  a special  problem 


The  main  consideration  in  structuring  a clinical  study  on  an  anti 
obesity  agent  is  to  eliminate  the  effects  of  the  regimen.  In  othe 
words,  to  be  certain  it  is  the  drug -not  the  regimen -that  pro- 
duces the  weight  loss. 

By  (1)  using  identical  protocol,  multi-investigator  studies  undei 
double-blind  placebo  conditions,  (2)  not  selecting  patients  or 
the  basis  of  their  self  motivation  to  lose  weight,  (3)  recording 
mean  cumulative  weight  losses,  and  (4)  providing  only  genera 
dietary  advice  (no  calorically  restricted  diets),  the  clinical  inves- 
tigators were  able  to  rule  out  for  the  most  part  those  factors 
which  might  prejudice  the  studies  and  were  able  to  establish 
that  weight  losses  resulted  from  the  appetite  suppressant  effects 
of  Pondimin.  All  dosages  were  within  the  range  employed  b\ 
the  practicing  physician  for  the  treatment  of  obesity. 


POnd  i minw-nne  hydrochloride) 

and  Your 

Overweight  Patients: 


/our  regimen  for  treating  obesity  is  probably  quite  differ- 
ent from  the  one  used  in  the  clinical  studies.  Most  of 
/our  patients  are  probably  motivated  to  lose  weight.  You 
may  use  a strict,  low-calorie  diet.  Hence,  you  may  very 
/veil  get  greater  weight  losses  with  Pondimin  than  those 
ecorded  in  these  studies. 


Advantages: 

\lot  only  is  Pondimin  an  effective  appetite  suppressant, 
)ut  it  also  has  some  important  advantages  over  the  tradi- 
ional  anorectics: 


Pondimin  is  not  stimulating.  In  fact,  it  more  often  pro- 
iucesa  slight  sedative  effect  (in  2 or  3 patients  out  of  10). 
r'ou  can  prescribe  Pondimin  before  dinner  without  being 
'.oncerned  about  stimulating  the  patient.  Since  his 
appetite  is  suppressed,  he’ll  be  less  likely  to  snack 
)etween  dinner  and  bedtime. 

Pondimin  is  not  contraindicated  in  mild-to-moderate 
lypertension.  Use  with  caution.  ( See  prescribing  infor- 
nation). 

Pondimin  may  be  used  for  the  diabetic  and  for  the  obese 
9enager. 

Pondimin  has  a low  potential  for  social  abuse.  Classified 
i Schedule  IV. 

Pondimin  has  a flexible  dosage — one  tablet  t.i.d.  and 
nay  be  adjusted. 


Von’t  you  make  use  of  the  special  advantages  of 
'ondimin  in  your  practice,  Doctor. 


Brief  Summary 

Indication : In  exogenous  obesity  as  short-term  (a  tew  weeks) 
adjunct  in  weight  reduction  regimen  based  on  caloric  restnc- 
tion  Limited  usefulness  of  agents  of  this  class  should  be 
measured  vs.  possible  risks  Contraindications:  Glaucoma, 
hypersensitivity  to  this  or  other  sympathomimetic  amines: 
during  or  within  14  days  after  the  administration  of  MAO 
inhibitors  (hypertensive  cnses  may  result);  history  of  drug 
abuse  Warnings:  When  tolerance  to  the  'anorectic"  effect 
develops,  do  not  exceed  maximum  recommended  dose  in 
attempt  to  Increase  effect;  rather,  discontinue  drug  May 
impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  motor  vehicle;  caution 
patient  accordingly  Drug  Dependence:  Fenfluramine  is 
related  chemically  to  amphetamines;  differs  somewhat  phar- 
macologically. Amphetamines  and  related  stimulant  drugs 
have  been  extensively  abused  and  can  produce  tolerance, 
severe  psychological  dependence,  and  other  adverse  organic 
and  mental  changes.  There  is  a recent  report  of  abuse  of 
fenfluramine  by  subjects  with  a history  of  abuse  of  other 
drugs  Abuse  of  80  to  400  mg  of  the  drug  was  reportedly 
associated  with  euphoria,  derealization,  perceptual  changes. 
Fenfluramine  did  not  produce  signs  of  dependence  in 
animals;  appeared  to  produce  sedation  more  often  than  CNS 
stimulation  at  therapeutic  doses  Its  abuse  potential  appears 
qualitatively  different  from  that  of  amphetamines.  Keep  in 
mind  the  possibility  that  fenfluramine  may  induce  dependence 
when  evaluating  desirability  of  including  it  in  individual  weight 
reduction  programs.  Usage  in  Pregnancy:  Safe  use  in  preg- 
nancy not  established  Reproduction  studies  in  rats  sug- 
gested embryotoxic  potential;  in  rabbits,  mice  and  monkeys 
yielded  negative  results.  Use  in  women  who  are  or  may 
become  pregnant  requires  that  potential  benefit  be  weighed 
vs.  possible  hazard  to  mother  and  infant.  Usage  in  Children: 
Safety  and  efficacy  in  children  under  1 2 years  not  established . 
Precautions:  Differs  in  pharmacologic  profile  from  other 
anorectic  drugs  familiar  to  prescnbing  practitioner  Corres- 
pondingly, there  are  possible  adverse  effects  not  associated 
with  other  anorectics ",  including  diarrhea,  sedation,  depres- 
sion Weigh  possibility  of  these  effects  vs.  possible  advantage 
of  less  CNS  stimulation  and/or  abuse  potential.  Use  other 
CNS  depressant  drugs  cautiously  with  fenfluramine:  effects 
may  be  additive.  Use  only  with  caution  in  hypertension 
(monitor  blood  pressure);  evidence  insufficient  to  rule  out 
possible  adverse  effect  on  BP  in  some  hypertensives.  Not 
recommended  in  severe  hypertensives  or  in  patients  with 
symptomatic  cardiovascular  disease  including  arrhythmias. 
May  increase  slightly  the  effect  of  antihypertensive  drugs, 
e g.,  guanethidine,  methyldopa,  reserpine.  Exercise  caution 
in  prescribing  for  patients  with  history  of  mental  depression. 
Further  depression  of  mood  may  occur  while  on  fenfluramine 
or  after  withdrawal.  Adverse  Reactions:  Commonest 
adverse  reactions  are  drowsiness,  diarrhea,  dry  mouth.  Less 
frequently  reported  adverse  reactions  include:  C N S Diz- 
ziness; confusion;  incoordination;  headache;  elevated  mood: 
depression;  anxiety,  nervousness,  tension;  insomnia: 
weakness,  fatigue:  increased  or  decreased  libido;  agitation, 
dysarthria.  Gl:  Constipation,  abdominal  pain:  nausea 
Autonomic:  Sweating;  chills;  blurred  vision.  GU:  Dysuna;  un- 
nary  frequency  C-V:  Palpitation;  hypotension;  hypertension; 
fainting  Skin:  Pash:  urticaria:  burning  sensation.  Miscel- 
laneous: Eye  irritation;  myalgia;  fever;  chest  pain;  bad  taste 
Dosage  and  Administration:  Initiate  dosage  at  one  20  mg 
tablet  t.i.d  before  meals;  adjust  to  need  and  response  of 
patient  Depending  on  effectiveness  and  side  effects, 
increase  dosage  weekly  by  one  tablet  daily  to  maximum  dos- 
age of  two  tablets  t.i.d.  If  initial  dosage  not  well  tolerated, 
reduce  to  two  tablets  daily  and  thereafter  gradually  increase 
to  minimize  chance  of  side  effects  How  Supplied:  20  mg 
orange  tablets.  Before  prescribing  or  administering,  see  full 
prescribing  information 

4-H-DOBINS  A.  H.  Robins  Company,  Richmond,  Virginia  23220 


Medical  News 


Methaqualone — a new  publication 

The  Federal  Government  has  announced  publication 
of  a report  on  “methaqualone,”  one  of  the  latest  entries 
on  the  roster  of  drugs  of  abuse. 

Recently,  there  has  been  a dramatic  rise  in  abuse  by 
young  people  of  this  prescription  sedative,  often  re- 
ferred to  on  the  street  as  “soapers”  and  frequently  used 
in  a practice  called  “luding  out.”  Misconceptions — and 
facts — about  the  drug  are  discussed  in  Methaqualone, 
Report  Series  18,  from  the  National  Clearinghouse  for 
Drug  Abuse  Information,  (NCDAI),  the  Federal  Govern- 
ment’s central  source  of  drug  abuse  information. 
NCDAI  is  part  of  the  new  National  Institute  on  Drug 
Abuse  in  the  Public  Health  Service’s  Alcohol,  Drug 
Abuse,  and  Mental  Health  Administration. 

Methaqualone  became  popular  in  young  age  groups 
because  it  had  the  reputation  of  being  a safe  and  nonad- 
dictive  sedative.  It  was  thought  to  be  a risk-free 
“downer”  and  a “love  drug”  with  aphrodisiac  qualities. 
However,  as  street  abuse,  overdoses,  and  addiction  have 
been  reported,  the  abuse  potential  and  harmful  effects 
of  methaqualone  have  become  known.  In  response,  the 
drug’s  legal  status  recently  has  been  changed  by  the 
Drug  Enforcement  Agency  to  a more  restricted  category. 

The  new  report  covers  patterns  of  use,  chemical  and 
pharmacologic  properties  of  the  drug,  physiologic  ef- 
fects, therapeutic  use,  and  treatment  of  overdose,  and 
includes  a list  of  selected  literature  references  to  further 
scientific  data  on  methaqualone. 

Alcohol  and  stress  combined 
result  in  severe  gastric  erosions 

Alcohol  in  a concentration  equivalent  to  70  to  100 
proof  liquor  produces  severe  gastric  erosion  in  mice,  ac- 
cording to  a study  conducted  by  researchers  at  New 
York  Medical  College.  The  development  of  these  ero- 
sions, which  represent  small  superficial  erosions  and  are 
characterized  by  bleeding  of  the  stomach  lining,  is  in- 
tensified by  stress,  especially  if  a stress  situation  follows 
the  intake  of  alcohol.  The  research  was  conducted  by 
George  B.  Jerzy  Glass,  M.D.,  professor  of  medicine  and 
pharmacology,  and  Koichiro  Kawashima,  M.D.,  research 
fellow  in  gastroenterology. 

There  were  three  conclusions.  First,  the  more  con- 
centrated the  alcohol  solution  (at  the  same  total  alcohol 
dose)  the  greater  were  the  incidence,  number,  and  sever- 
ity of  the  gastric  erosions.  Second,  the  incidence  of  gas- 
tric erosions  increased  dramatically  when  alcohol  inges- 
tion was  combined  with  stress.  Third,  alcohol  intake 
followed  by  stress  was  much  more  injurious  to  the  stom- 
ach than  stress  followed  by  alcohol. 

The  severity  of  the  erosions  correlated  with  the  con- 
centration of  alcohol  and  its  total  dose:  the  higher  the 
concentration  or  the  higher  the  dose,  the  more  severe 
the  erosion.  In  all  mice  examined,  the  gastric  erosions 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


developed  rapidly  (within  six  to  twenty-four  hours),  had 
a tendency  to  bleed,  to  develop  in  the  upper  portions  of 
the  stomach,  and  to  heal  rapidly. 

Although  the  results  of  animal  experiments  in  general 
cannot  be  applied  directly  to  humans,  in  this  case  the 
implications  of  the  animal  study  are  self-evident  and  the 
similarity  between  the  stress  erosions  after  alcohol 
abuse  in  the  experimental  animals  and  similar  condi- 
tions in  man  is  striking. 

The  research  project  is  one  of  several  laboratory  stud- 
ies related  to  alcoholism  and  drug  abuse  being  conduct- 
ed at  New  York  Medical  College.  It  is  supported  by  a 
research  grant  from  the  Division  of  Alcohol  Abuse  and 
Alcoholism  of  the  National  Institute  of  Mental  Health. 

CPSC  requires  crib  labeling 

Baby  cribs  manufactured  in  accordance  with  new 
mandatory  Federal  safety  regulations  must  be  conspi- 
cuously labeled,  the  U.S.  Consumer  Product  Safety 
Commission  announced  December  28,  1973. 

All  full  size  baby  cribs  introduced  into  interstate  com- 
merce after  January  31,  1974,  are  required  to  comply 
with  safety  requirements  designed  to  protect  infants 
from  the  dangers  of  strangulation,  suffocation,  falls,  and 
various  hazards. 

Community  program  of 
services  to  be  assessed 

A project  to  assess  the  effectiveness  of  a community 
program  of  services  for  physically  abused  and  neglected 
children  and  their  parents  will  be  undertaken  in  Los  An- 
geles, California,  under  an  HEW  grant  was  announced 
recently  by  Secretary  Caspar  W.  Weinberger. 

The  project  will  be  funded  over  a five-year  period  by 
the  National  Institute  of  Mental  Health  of  HEW’s  Alco- 
hol, Drug  Abuse,  and  Mental  Health  Administration, 
one  of  the  six  Public  Health  Service  agencies.  The  first 
year’s  grant  totals  $93,643. 

The  program  will  assess  the  impact  of  making  avail- 
able to  the  children  and  their  parents  extensive  medical, 
legal,  and  social  assistance.  A wide  range  of  community 
resources  will  be  used,  including  self-help  groups  such  as 
Parents  Anonymous.  This  particular  group  stresses 
“reaching  out,”  and  provides  parents  with  an  opportuni- 
ty to  share  their  feeling  and  fears  with  others  who  have 
the  same  problems. 

James  T.  Kent,  Ph.D.,  Director  of  Psychological  Ser 
vices  at  the  University  of  Southern  California  School  of 
Medicine  in  Los  Angeles,  will  head  the  project. 

New  handbook  available 

The  first  in  a series  of  handbooks  providing  usable 
methodologic  information  for  drug  program  planners 
and  administrators  has  recently  been  published  hy  the 
independent  Drug  Abuse  Council.  The  handbook,  Ac- 
countability in  Drug  FJducation,  is  designed  to  address 
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the  private  sector  need  for  assistance  in  its  consider- 
ation of  methods,  techniques  and  approaches  necessary 
for  effective  local  program  implementation  and  evalua- 
tion. 

Orders  and  inquiries  regarding  Accountability  in 
Drug  Education  and  other  publications  should  be  di- 
rected to  Publications,  The  Drug  Abuse  Council,  Inc., 
1828  L Street,  N.W.,  Washington,  D.C.  20036.  Prepaid 
orders  only  for  the  handbook  are  $2.25  per  copy,  plus 
25c  for  postage  and  handling. 

Measles,  mumps  exonerated 
as  cause  of  birth  defects 

Medicine  and  the  general  public  long  have  thought 
that  expectant  mothers  who  contract  measles,  mumps, 
chickenpox,  and  certain  other  virus  diseases  run  a high 
risk  of  giving  birth  to  malformed  infants. 

Now,  a study  reported  in  the  December  24  to  31  issue 
of  the  Journal  of  the  American  Medical  Association  re- 
ports that  this  may  not  be  true. 

In  a study  of  some  400  expectant  mothers  in  New 
York  City  who  contracted  one  of  the  infectious  diseases, 
the  researchers  found  that  cases  of  malformed  infants 
were  no  more  common  than  among  a control  group  of 
mothers  who  were  not  sick  during  pregnancy. 

“There  was  no  apparent  difference  in  the  incidence  of 
congenital  defects  among  virus-affected  and  control 
subjects.  Their  total  rates  were  2.2  per  cent  and  2.3  per 
cent,  respectively,”  reports  Morris  Siegel,  M.D.,  of  the 
Downstate  Medical  Center,  Brooklyn,  N.Y. 


Personal  mention 

Dean  Eleanor  Lambertsen,  Cornell  Nursing  School, 
elected  to  the  Institute  of  Medicine  in  the  National 
Academy  of  Sciences  . . . Downstate  appointments: 
James  Jackson  Nora,  M.D.,  associate  professor  of  pedi- 
atrics and  director  of  pediatric  cardiology  and  of  the  car- 
diopulmonary training  center,  University  of  Colorado 
School  of  Medicine,  Denver,  as  chairman  of  the  Depart- 
ment of  Pediatrics;  Lloyd  R.  Goldson,  M.D.,  clinical  as- 
sistant professor  in  Family  Practice  . . . Roger  Cracco, 
M.D.,  and  Henry  S.  Schutta,  M.D.,  professors;  Joan  B. 
Cracco,  M.D.,  assistant  professor;  Victor  B.  Robert, 
M.D.,  instructor,  in  Neurology;  Michael  L.  Howe,  Ph.D., 
associate  professor  in  Microbiology  and  Immunology  . . . 
Vincent  J.  Fontana,  M.D.,  full-time  medical  director, 
pediatrician-in-chief,  and  special  assistant  on  medical 
affairs  to  the  executive  director  at  The  New  York 
Foundling  Hospital  . . . Michael  E.  Lamm,  M.D.,  pro- 
moted to  professor  of  pathology;  Murray  Alpert,  Ph.D., 
promoted  to  professor  of  psychiatry  (psychology);  Mil- 
ton  Lessa  Bastos,  Ph.D.,  promoted  to  professor  of  toxi- 
cology in  the  Department  of  Forensic  Medicine;  Irwin 
M.  Siegel,  Ph.D.,  promoted  to  professor  of  experimental 
ophthalmology;  and  Jan  T.  Vilcek,  M.D.,  promoted  to 
professor  of  microbiology — New  York  University  School 
of  Medicine  . . . Joseph  T.  English,  M.D.,  appointed  di- 
rector, Department  of  Psychiatry,  St.  Vincent’s  Hospital 
and  Medical  Center;  and  Arthur  R.  Clemett,  M.D.,  ap- 
pointed director,  Department  of  Radiology,  also  at  St. 
Vincent’s,  with  Howard  R.  Gould,  M.D.,  named  asso- 
ciate director  there. 


Medical  Meetings 


Eleventh  symposium  on  forensic  medicine 

The  eleventh  symposium  on  “Forensic  Medicine”  for 
physicians,  coroners,  medical  examiners,  and  forensic 
pathologists  throughout  the  State  of  New  York  and 
medical  examiners  and  investigators  in  the  City  of  New 
York  has  been  changed  to  April  19  and  20,  1974  (Friday 
and  Saturday). 

This  symposium  is  sponsored  by  the  Institute  of  Fo- 
rensic Medicine  of  New  York  University  and  the  City  of 
New  York,  the  Medical  Society  of  the  State  of  New 
York,  the  New  York  State  Department  of  Health,  and 
the  Dental  Society  of  the  State  of  New  York. 

It  will  be  held  at  New  York  University  Medical  Cen- 
ter, 550  First  Avenue,  New  York  City,  10016.  % 

Memorial  lecture 

William  F.  Friedman,  M.D.,  professor  of  pediatrics 
and  medicine,  and  chief,  Pediatric  Cardiology,  Universi- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


ty  of  California  at  San  Diego,  will  be  the  Leo  M.  Taran 
Memorial  Visiting  Professor  in  Pediatric  Cardiology  at 
the  New  York  University  Medical  Center,  New  York 
City,  from  April  1 to  3,  1974. 

Dr.  Friedman  will  discuss  “Noninvasive  Aids  in  the 
Diagnosis  and  Management  of  Congenital  Heart  Dis- 
ease.” The  lecture  will  be  held  in  Classroom  B,  Alumni 
Hall,  550  First  Avenue,  New  York  City,  April  2,  1974,  at 
11  a.m. 


Twenty-seventh  Gibson  II  Lecture 

The  twenty-seventh  Gibson  II  Lecture  will  be  given 
on  Tuesday,  April  2,  1974,  4 to  5 p.m.,  in  the  amphithea- 
tre #1,  first  floor,  630  West  168th  Street,  New  York, 
New  York  10032.  The  lecturer  will  be  Richard  K.  Ger- 
shon,  M.D.,  associate  professor  of  pathology,  Yale  Uni- 
versity School  of  Medicine,  New  Haven,  Connecticut. 
Dr.  Gershon  will  discuss  “Regulation  of  the  Immune  Re- 
sponse by  T Cells.” 
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Thirtieth  annual  congress  Scientific  Conference,  to  be  held  in  Denver,  Colorado, 

. _ ....  . . April  28  to  May  3.  The  conference  is  cosponsored  by 

The  American  College  of  Allergists  will  hold  its  thirti-  the  University  of  Colorado  School  of  Medicine  and  will 

eth  annual  congress  from  April  15  to  22,  1974,  at  the  new  be  an  international  symposium,  serving  also  as  a Re- 

Paris  convention  center,  Centre  International  de  Paris  gional  Conference  of  the  International  Council  on  Alco- 

(CIP),  and  Hotel  Concorde-Lafayette,  Paris,  France.  hoi  and  Addictions 

The  meeting  marks  the  opening  of  the  new  Paris  Con-  For  further  information  contact:  Frank  Seizas,  M.D., 
vention  Center  Complex.  i Walter  J.  Murphy,  Sally  Rothkopf,  National  Council  on 

The  congress  keynoter  will  be  Robert  Good,  M.D.,  Alcoholism  Inc.,  Suite  1720,  2 Park  Avenue,  New  York, 

Ph.D.,  president  and  director,  Sloan-Kettering  Institute  New  York  10016  (212-899-3160) 

for  Cancer  Research,  New  York  City. 

For  information  about  registration  and  travel,  includ- 
ing a selection  of  four  post-congress  tours,  contact  Jerry 
Hassler,  Albany  Four  Star  Travel,  Box  U,  Brookline, 

Massachusetts  02146,  or  phone  (617)  232-6726.  Brooklyn  Doctors’  Symphony 


New  York  State  Academy  of  Family  Physicians 

The  New  York  State  Academy  of  Family  Physicians 
will  hold  its  annual  convention  from  May  5 to  9,  1974,  at 
the  Concord  Hotel,  Kiamesha  Lake,  New  York.  The 
Congress  of  Delegates  will  convene  on  May  5 to  6,  and 
the  scientific  assembly  will  be  held  on  May  7,  8,  and  9. 

Rehabilitation  medicine 

A continuing  education  course  on  “Rehabilitation 
Medicine,”  will  be  held  in  six  sessions,  on  Wednesdays, 
May  8 to  June  12,  1974.  This  course  is  a comprehensive 
presentation  of  the  concepts  and  techniques  used  in  re- 
habilitation for  general  practitioners  and  specialists  of 
related  disciplines.  The  program  is  acceptable  for  nine 
elective  hours  by  the  American  Academy  of  Family  Phy- 
sicians. 

For  more  information  and  to  register,  contact  Charles 
M.  Plotz,  M.D.,  Director  of  Continuing  Education, 
Downstate  Medical  Center,  450  Clarkson  Avenue, 
Brooklyn,  New  York  11203  (212-270-2421). 

Medical  consequences  of  alcoholism 

The  National  Council  on  Alcoholism  will  feature 
“Medical  Consequences  of  Alcoholism”  at  the  Medical- 


The  sources  of  hospital  infection 

J.  M.  Matsen  (Medicine  52:  271  (July)  1973)  reported 
that  the  most  common  source  of  bacteria  causing  the 
hospital  acquired  infections  affecting  5 per  cent  of  hos- 
pitalized patients  is  the  urinary  catheter.  Ninety-five 
per  cent  of  the  patients  with  a urinary  catheter  in  place 
for  five  days  become  infected,  and  approximately  40  per 
cent  of  patients  with  gram-negative  bacteremia  give  a 


The  Brooklyn  Doctors’  Symphony  will  present  a 
spring  concert  at  8:30  p.m.,  Wednesday,  April  24,  1974, 
in  the  auditorium  of  the  nurses’  residence,  Kings  County 
Hospital  Center,  at  Clarkson  and  New  York  Avenues, 
Brooklyn,  New  York,  to  benefit  the  student  nurses’ 
scholarship  fund.  The  program  will  be  varied,  consist- 
ing of  classical,  semiclassical,  and  chamber  music  and 
Dixieland  selections. 


Certification  Examination 

The  American  Board  of  Family  Practice  announces 
that  it  will  gives  its  next  two-day  written  certification 
examination  on  October  19  and  20,  1974.  It  will  be  held 
in  five  centers  geographically  distributed  throughout 
the  United  States.  Information  regarding  the  examina- 
tion may  be  obtained  by  writing:  Nicholas  J.  Piscacano, 
M.D.,  secretary,  American  Board  of  Family  Practice, 
Inc.,  University  of  Kentucky  Medical  Center,  Annex 
#2,  Room  229,  Lexington,  Kentucky  40506. 

Please  note.  It  is  necessary  for  each  physician  desir- 
ing to  take  the  examination  to  file  a completed  applica- 
tion with  Board  office.  Deadline  for  receipt  of  applica- 
tions in  this  office  is  June  15,  1974. 


history  of  urinary  tract  manipulation.  Intravenous 
catheters  are  another  source,  and  15  per  cent  of  cathe-  1 
ters  are  contaminated  when  removed  from  patients,  and 
there  appears  to  be  selective  susceptibility  to  C.  albicans 
when  hyperalimentation  solutions  are  used  in  these 
catheters.  Another  source  of  infection  is  the  blood  of 
patients  with  viral  hepatitis,  and  patients  receiving  dial-  i 
ysis  for  kidney  failure  are  at  an  especially  high  risk.  Fi-  ! 
nally,  the  most  important  means  of  transmission  is  the 
hands  of  hospital  personnel. 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone 1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid 12  5 mg 

Iron  (from  Ferrous  Sulfate) 2 82  mg 

Vitamin  A 2.500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0 1 mg. 

Vitamin  B-12 1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol 10  mg. 

Calcium  Pantothenate 2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg.' 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 
Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICAT IONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND-B  INJECTABLE:  Vials  of  10  cc. 

Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 

ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg.  erythromycin  per  5-ml.  teaspoonful) 

Additional  information  available  to  the  profession  on  request. 
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Editorials 


Incursions  into  medicine 

I 

During  the  past  few  years  we  have  witnessed  a 
series  of  onslaughts  on  traditional  medical  care. 
Many  of  these  may  seem  unimportant  to  practic- 
ing internists  since  all  are  so  busy.  The  loss  of  a 
few  of  their  prerogatives  hardly  seems  worthy  of  a 
complaint. 

Those  of  us  who  studied  or  practiced  during  the 
great  depression  of  1929  to  1936  know  full  well 
that  the  practitioners  can  lose  their  patients. 
Physician’s  services  can  go  begging  and  many  of 
our  colleagues  survived  only  by  going  on  relief,  or 
taking  made-up  jobs  in  various  government  ser- 
vices such  as  W.P.A.  projects. 

Liberty  must  always  be  protected.  Every  effort 
to  take  any  of  this  most  precious  commodity  must 
be  resisted.  Should  one  fail  to  do  this  one  may 
discover  rather  belatedly  that  one’s  liberty  to  prac- 
tice traditional  medicine  which  has  served  the 
public  so  well  throughout  the  centuries  may  have 
disappeared. 

Let’s  review  a few  of  these  invasions  into  medi- 
cine which  have  diminished  it,  much  as  John 
Donne  wrote  so  well  so  many  years  ago.  “If  a clod 
be  washed  away  by  the  sea,  Europe  is  less,  as  well 
if  a promontory  were,  as  if  a manor  of  thy  friends 
of  thy  own  were.” 

Clinical  psychologists  now  practice  psychiatry, 
many  of  them  with  only  a B.S.  degree,  and  yet 
they  attempt  to  manage  this  most  difficult  area  of 
medicine. 

Insurance  companies  may  now  operate  hospitals 
and  practice  medicine.  One  has  recently  pur- 
chased a hospital  in  Queens. 

Physicians’  assistants  are  a veritable  cancer. 
Who  will  define  their  areas  of  competence?  They 
are  organizing  already  to  enter  into  more  and  more 
areas  of  medical  care.  We  have  encouraged  this 
“medicine  in  five  easy  lessons.”  I am  sure  we  shall 
live  to  regret  it. 

Chiropractors  were  licensed  to  practice  medi- 
cine in  most  states. 

Insurance  plans  in  New  York  State  must  now 
pay  for  chiropractic  services. 

And  this  year  the  government  of  New,  York 
State  permitted  chiropractors  to  treat  Workmen’s 
Compensation  cases. 

Were  chiropractic  something  other  than  a cult, 
such  practitioners  would  be  expected  to  first  se- 
cure a degree  of  medicine,  and  then,  armed  with 
that  kind  of  competence,  might  enter  into  chiro- 


practic as  a specialty,  if  ..  . he  could  see  any  merit 
in  it  after  having  an  adequate  medical  education. 
This  is  the  least  that  the  medical  practice  act  in  an 
intelligent  State  should  do,  and  implement  that 
kind  of  legislation. 

Finally,  only  a few  days  ago  the  hospital  corpo- 
ration bill  was  signed  into  law  in  New  York  State. 
Now,  what  we  have  all  recognized  for  years  as  the 
illegal  practice  of  medicine  by  hospitals,  has  been 
sanctified  by  the  Legislators  of  this  State  and  the 
Governor.  And  how  did  this  happen?  Because 
too  many  of  us  were  satisfied  to  work  for  hospitals 
and  permit  this  kind  of  practice. 

You  have  heard  so  much  about  the  crisis  in 
American  medicine  that  even  physicians  are  be- 
ginning to  believe  there  is  one.  It  exists  in  the 
words,  and  in  the  minds  of  legislators.  It  makes  a 
good  vote-getting  device  and  promotes  the  need 
for  more  government  medicine,  which  is  usually 
initiated  only  at  enormous  expense  to  the  public. 
This  is  for  the  crass  purpose  of  securing  reelection. 
Watergate  has  given  us  some  inkling  of  what  is 
done  by  people  even  in  the  highest  places  to  secure 
the  election  of  their  candidate.  The  fact  that  gov- 
ernment medicine  can  be  introduced  only  at  such 
large  cost  to  further  devalue  the  dollar  and  cost  ev- 
eryone more  and  more  by  this  cruel  hidden  tax  of 
inflation,  worries  our  legislators  not  at  all.  The 
results  of  further  government  intrusions  into  the 
practice  of  medicine  can  only  increase  the  cost  to 
the  patient;  provide  him  with  impersonalized  ser- 
vice; and  place  him  in  the  care  of  a physician  who 
must  no  longer  be  loyal  to  his  patient  but  rather  to 
the  government  which  employs  him. 

Would  that  our  legislators  would  take  a close 
look  at  England  whose  thirty  years  of  experience 
with  national  health  schemes  might  serve  as  a 
warning  of  what  will  happen  here.  The  British 
United  Provident  Association  is  an  English  version 
of  the  Blue  Shield.  In  only  a few  years  it  has  ac- 
quired 2 million  members  who  already  pay  dearly 
for  government  medical  services  which  they  won’t 
use.  Private  practice  in  the  United  Kingdom  is 
booming  as  people  are  forced  to  pay  twice  for  med- 
ical care,  because  this  is  the  only  way  they  can  se- 
cure good  care  that  satisfies  them. 

If  this  is  “viewing  with  alarm”  I plead  guilty. 
Medicine,  as  we  know  it,  cannot  survive  many 
more  such  incursions  by  legislators. 

HERBERT  BERGER,  M.D.,  F.A.C.P. 
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The  paper  shortage 


Most  publishers  of  magazines,  including  medical 
and  scientific  publications,  are  feeling  the  paper 
pinch.  The  New  York  State  Journal  of  Medicine 
is  no  exception.  Paper  supplies  have  been  dwin- 
dling over  the  past  months,  and  now  we  have 
reached  a critical  state.  The  current  shortage 
caused  a delay  in  printing  of  our  January  issue. 

There  are  a number  of  reasons  for  the  paper 
shortage.  Paper  for  books  and  magazines  repre- 
sents a small  percentage  of  the  total  tonnage  man- 
ufactured each  year,  since  it  is  the  least  profitable 
to  manufacture,  the  mills  now  offer  fewer  grades  of 


paper  at  a higher  price.  Paper  mills  have  had  the 
extra  expenditure  required  for  pollution  control. 
Because  of  these  added  expenditures  and  the  low- 
profit  in  publishing  grades,  many  surplus  mills 
have  been  closed,  thus  creating  a shortage. 

Hopefully,  the  Journal  will  continue  to  receive 
adequate  paper  shipments  during  the  coming 
months,  thereby  eliminating  the  necessity  of  de- 
creasing the  number  of  pages  in  each  issue. 

ROBERT  W.  MILLER 


Inherent  danger  in  new  JCAH  medical  staff 
standard 


The  editorial  in  the  January  issue  of  the  New 
York  State  Journal  of  Medicine  on  “Bill  of  Rights 
For  The  Doctor,  Without  Consent  or  Due  Process, 
It  is  Rape!”*  was  most  timely.  A new  standard 
has  been  promulgated  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  (JCAH)  dealing  with 
the  relationship  between  the  governing  bodies  and 
the  medical  staffs  of  hospitals  which  is  a further 
threat  to  the  stature  and  independence  of  physi- 
cians. Inasmuch  as  so  much  of  modern  medicine 
is  hospital  based,  the  problem  is  a practical  one 
and  most  serious.  The  phraseology  quoted  below 
is  also  threatening  to  patient  care.  Therefore,  one 
hopes  that  the  Medical  Society  of  the  State  of  New 
York  will  protest  this  unilateral  action  by  the 
Joint  Commission  and  obtain  the  interest  and  co- 
operation of  the  American  Medical  Association  in 
forestalling  final  acceptance  of  this  new  regulation 
by  the  Joint  Commission  on  Accreditation.  Thus 
far  this  standard  has  not  yet  been  published  in  the 
new  JCAH  Accreditation  Manual  and  the  lan- 
guage could  be  revised  to  prevent  its  dire  implica- 
tions prior  to  its  appearance  in  final  form  in  print. 

The  following  is  a quote  from  the  recent  release 
on  the  proposed  new  regulation  as  revealed  in  the 
publication  entitled  “Joint  Commission  Actions  of 
the  Board.” 

“In  a major  decision  concerning  governing  body 
and  medical  staff  relationships,  the  Board  ap- 
proved and  adopted  the  following  new  language  to 
be  added  at  the  conclusion  of  the  Interpretation  of 
Standard  VIII  of  the  “Governing  Body  and  Man- 
agement” section  of  the  Accreditation  Manual  for 
Hospitals  (1970,  updated  1973;  section  pages  6 and 
7). 

* Page  40. 


Physicians  and  dentists  employed  by  the  hospital 
in  a purely  administrative  capacity  with  no  clinical 
duties  are  subject  to  the  regular  personnel  policies  of 
the  hospital  and  their  contract  or  other  terms  of  em- 
ployment, and  need  not  be  members  of  the  medical 
staff. 

Physicians  and  dentists  employed  by  the  hospital, 
either  full  or  part-time,  whose  duties  are  medico-ad- 
ministrative in  nature  and  include  clinical  responsi- 
bilities or  functions  with  the  medical  staff  involving 
their  professional  capability  as  physicians  or  dentists, 
must  be  members  of  the  medical  staff,  achieving  this 
status  by  the  same  procedure  provided  for  other  med- 
ical staff  members.  Their  privileges  should  be  delin- 
eated in  terms  of  their  education,  training,  compe- 
tence and  character,  and,  as  well,  in  terms  of  their  em- 
ployment. Medical  staff  membership  and  clinical 
privileges  may  or  may  not  be  made  contingent  on  con- 
tinued employment. 

Hospital  and  medical  staff  bylaws  should  provide 
that  termination  of  employment  of  a physician  or 
dentist  in  a medico-administrative  position  shall  be 
subject  to  review  by  a Joint  Conference  of  hospital 
governing  board  representatives  and  representatives 
elected  by  the  medical  staff  as  a whole  to  determine 
the  nature  of  the  reason  for  the  action  and  whether 
both  his  administrative  position  and  medical  staff 
membership  and  privileges  or  either  shall  be  affected. 

When  the  reason  for  the  action  is  determined  by 
the  joint  conference  to  be  purely  administrative  in  na- 
ture and  does  not  involve  the  individual’s  medical 
competence,  the  governing  board  shall  follow  its 
usual  personnel  policies,  or  the  terms  of  the  contract, 
if  there  be  one.” 


The  Board  also  approved  and  adopted  the  same 
language  to  be  added  at  the  conclusion  of  the 
“Medical  Staff  Selection”  portion  of  the  Interpre- 
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tation  of  Standard  III  of  the  “Medical  Staff’  sec- 
tion of  the  Accreditation  Manual  for  Hospitals 
(1970,  updated  1973;  section  pages  6 and  7). 

The  practice  of  medicine  by  hospitals  began  by 
employing  full-time  pathologists,  and  others,  and 
this  initiated  the  present  control  of  medicine  by 
hospitals.  This  could  have  been  forestalled  by  the 
action  requested  by  pathologists  at  that  time,  but 
their  plea  was  disregarded  by  their  colleagues. 
Now  it  is  too  late  to  do  anything  further  about  it 
and  all  full-  or  part-time  hospital  physicians  find 
themselves  in  the  same  predicament.  Organized 
medicine  is  losing  its  strength  by  the  many 
specialties  and  other  subdivisions  that  exist.  We 
must  literally  join  together  and  work  together  to 
forestall  the  ever-increasing  encroachments  on  our 
professional  status  and  individual  statures.  All 
that  is  necessary  is  for  us  to  remain  divided  and  do 
nothing  to  achieve  total  defeat  in  due  course. 

The  new  JCAH  addition  to  their  standards 
makes  it  permissible  for  the  hospital  administrator 
to  summarily  remove  the  medico-administrative 
leadership  position,  such  as  chief  of  a clinical  de- 
partment, held  by  a physician.  Since  these  men 
are  the  leaders  of  the  medical  staff,  this  JCAH  ad- 
dition can  now  effectively  accomplish  the  subjuga- 
tion of  the  entire  medical  staff  to  the  hospital  ad- 
ministrator. Further,  since  hospital  administra- 
tors are  so  often  laymen,  this  JCAH  action  now 
subordinates  the  quality  of  patient  care  to  the  de- 
cisions of  lay  individuals.  Although  members  of 
the  board  of  trustees  are  for  the  most  part  lay  indi- 
viduals, they  are  not  in  the  same  conflict  of  inter- 
est position  as  the  lay  hospital  administrator  in 
terms  of  occupying  an  adversary  position  vis-a-vis 
the  medical  staff  in  regard  to  financial  expendi- 
tures and  other  policy  decisions  in  the  hospital; 
this  JCAH  addition  now  subjugates  medical  staff 
opinion  to  the  governing  body  and  to  the  will  of 
the  hospital  administrator. 

This  opportunity  for  “legitimatizing”  summary 
dismissal  of  medical  staff  leaders  by  the  hospital 
administrator  can  thus  be  accomplished  by  two 
devices,  as  follows:  (a)  There  is  no  requirement 

that  “the  reason  for  the  action”  must  be  related  to 
patient  care,  patient  welfare,  and  other  criteria  of 
professional  justification.  The  chief  of  a clinical 
department  is  not  a management-type  administra- 
tor; his  administrative  activities  are  really  only  in- 
cidental to  his  professional  responsibilities  in  rela- 
tionship to  patient  care  in  his  department,  (a) 
Thus,  he  does  not  carry  responsibility  for  house- 
hold chores  of  his  clinical  department  nor  for  the 
meeting  the  financial  requirements  of  the  clinical 
department  in  a fund-acquiring  manner.  (b) 
There  is  in  the  new  regulation  a deletion  of  the  re- 
quirement for  due  process  to  prove  the  validity  of 
“the  reason  for  the  action.” 

The  aforementioned  two  deletions  are  replaced 
with  the  charge  to  an  established  Joint  Conference 
Committee  merely  (a)  “to  determine  the  nature 


of’’  the  reason  for  the  action,  and  to  determine  and 
to  decide  (b)  “whether  both  his  administrative  po- 
sition and  medical  staff  membership  and  privi- 
leges or  either  shall  be  affected.” 

As  far  as  the  charge  to  the  Joint  Conference 
Committee — ”to  determine  the  nature  of  the  rea- 
son”— there  is  only  the  specific  choice  allowed  of 
either  “purely  administrative  in  nature,”  or  “in- 
volving the  individual’s  medical  competence.” 
This  limited  choice  allows  such  wide  latitude  for 
nonprofessional  related  criteria  as  to  make  it  ex- 
ceedingly easy  for  the  hospital  administrator  to  ar- 
bitrarily and  capriciously  remove  a clinical  chief 
who,  although  professionally  effective  as  a leader 
of  his  department,  is  deemed  by  the  hospital  ad- 
ministrator to  be  personally  unsatisfactory.  In 
such  an  instance,  the  hospital  administrator  can 
give  as  “reason  for  the  action,”  some  such  terse 
statement  as:  “I  am  the  chief  administrator,  and  I 
have  lost  confidence  in  this  individual,  and  a chief 
administrator  should  have  confidence  in  the  per- 
sonnel he  has  to  work  with.”  While  this  may  su- 
perficially appear  to  be  a reasonable  objection,  the 
absence  of  a clear  due  process  requirement  (left 
out  of  the  new  JCAH  statement)  does  not  compel 
the  hospital  administrator  to  either  explain  or  de- 
fend his  reasons  for  this  statement  or  relate  it  to 
patient  care,  which  is  the  raison  d’etre  for  the 
hospital.  Instead,  the  only  guide  for  the  Joint 
Conference  Committee  is  to  “determine  the  nature 
of’  the  reason.  It  is  relatively  easy,  as  in  the 
above  example  cited,  for  such  an  ill-defined  basis 
to  fall  into  the  vague  category  of  “administrative.” 
This  “administrative”  determination  by  the  Joint 
Conference  Committee  thus  obviates  a hearing,  or 
due  process,  and  merely  requires  that  what  is  to  be 
followed  next  is  only  the  hospital’s  “usual  person- 
nel policies.”  The  latter  phrase,  of  course,  is  or 
can  be  merely  a euphemism  for  the  hospital  ad- 
ministrator who  has,  under  such  circumstances, 
probably  already  decided  to  discharge  the  clinical 
chief  as  his  personal  personnel  policy. 

The  paragraph  in  the  JCAH  statement  that  re- 
fers to  a requirement  for  a “hearing”  when  the  rea- 
son for  the  action  is  determined  by  the  Joint  Con- 
ference Committee  “to  involve  the  individual’s 
medical  competence”  adds  no  protection  what- 
soever to  the  security  of  a clinical  chiefs  position 
on  the  basis  that  the  reason  is  not  related  to  the 
accountability  for  patient  care.  The  clinical  chief 
is  a physician,  and  any  contemplated  removal  of 
his  clinical  privileges  already  has  a JCAH  require- 
ment for  a due  process  procedure  before  the  medi- 
cal staff. 

This  newly  proposed  addition  to  the  Standards 
destroys  the  independence  and  integrity  of  the 
medical  staff  which  is  finally  accountable  for  qual- 
ity patient  care.  After  all,  the  medical  staff  of 
each  department  is  monitored  regarding  its  perfor- 
mance for  patient  care  by  the  professional  integri- 
ty of  each  clinical  chief,  who  is  judged  also  by  his 
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peers,  that  is,  the  other  chiefs  of  service  and  the 
medical  board.  If  the  latter  physician  can  now  be 
fired  on  a basis  other  than  his  professional  compe- 
tency in  the  performance  of  his  clinical  responsi- 
bilities as  chief  and  his  duties  in  that  clinical  de- 
partment, this  is  equivalent  to  being  arbitrarily  re- 
moved without  due  process  by  the  lay  hospital  ad- 
ministrator. Then  the  “patient  care  purpose”  of 
the  hospital  has  been  removed  as  the  primary 
guide  for  hospital  action  and  has  been  replaced  by 
hospital  politics. 

The  physician’s  rights  to  due  process  are  really 
the  patient’s  rights  to  protections  against  the  loss 
of  the  services  of  a competent  physician  from  his 
community  hospital  for  the  wrong  reasons.  The 
due  process  requirement  for  the  removal  of  clinical 
privileges  safeguards  competent  physicians’  being 
retained  in  the  hospital  for  the  benefit  of  the  com- 
munity’s patients  and  excludes  the  arbitrary  re- 
moval of  such  good  physicians  based  on  extrane- 
ous power  politics.  And,  if  it  is  important  for 
quality  patient  care  that  each  physician’s  clinical 
privileges  be  protected  by  due  process,  should  it 
then  not  be  equally  important  to  quality  patient 
care  that  the  physician-in-charge,  that  is,  the  clini- 
cal chief,  who  monitors  (with  professional  knowl- 
edge and  integrity)  the  adequate  performance  by 
other  physicians,  to  be  protected  also  by  a due 
process  requirement,  including  the  stipulation 
that  the  reasons  for  any  “removal  action”  be  relat- 
ed strictly  to  professional  criteria  applicable  to 
patient  care  and  patient  welfare,  assuming  he  is 
ethical  and  moral. 

This  latest  JCAH  addition  destroys  any  illusion 
of  “self-government”  of  the  medical  staff — for  how 
can  the  clinical  chief  be  accountable  realistically  to 
the  medical  board  when  he  can  so  easily  be  re- 
moved by  the  hospital  administrator?  Obviously, 
his  job  security  will  then  depend  on  pleasing  the 
administrator.  Since  the  latter  has  no  training  for 


making  clinical  judgments  or  evaluating  the  per- 
formance of  the  chief,  politics  alone  can  be  the  cri- 
teria for  job  loss  or  retention.  Such  decisions  will 
necessarily  be  based  on  the  opinions  of  layman, 
rather  than  on  medical  knowledge  of  patient  care. 
The  result  must  be  a medically  uninformed  gov- 
erning body  making  policy  decisions  unknowingly 
based  on  the  dictates  of  one  individual,  the  hospi- 
tal administrator,  rather  than  on  the  collective  un- 
fettered judgments  of  all  in  the  hospital.  The  re- 
sult will  be  “quiet”  in  the  hospital,  for  there  will  be 
no  honest  differences  of  opinion  expressed,  but  be- 
neath this  “quiet,”  patient  care  may  well  suffer. 

Since  hospitals  are  now  allowed  to  enter  the  cor- 
porate practice  of  medicine,  and  hence  all  physi- 
cians will  increasingly  be  employees  (servants?)  of 
the  hospital  administrator,  the  “quiet”  will  be 
unanimously  consistent  with  the  “personnel  poli- 
cies” of  the  governing  board — merely  a euphe- 
mism for  one-man,  usually  the  administrator,  lay 
rule  of  patient  care,  acquiesced  in  by  the  medical 
staff  through  puppet  “yes-men”  M.D.s,  that  is, 
staff,  holding  medico-administrative  positions, 
who  will  be  voicing  what  to  the  unknowing  and  un- 
discerning will  ostensibly  be  independent  medical 
recommendations  on  policy.  The  form  of  proper 
hospital  governance  will  be  there,  but  there  will  be 
no  substance.  Patient  care  can  severely  suffer, 
and  this  is  a grave  ultimate  danger. 

It  is  imperative  then  that  due  and  formal  objec- 
tion be  made  by  organized  medicine  to  this  new 
standard  before  it  is  promulgated.  There  is  still 
time  to  add  to  or  change  the  present  format  of  the 
proposed  regulation  by  including  the  stipulation 
that  the  reasons  for  removal  of  a physician,  includ- 
ing a director  of  services,  must  relate  particularly 
to  standards  of  patient  care  and  patient  welfare. 
Let  us  proceed  and  do  so  before  it  is  too  late. 


A.  A.  A. 


continued  from  page  466 

Clinic  care 

To  the  Editor:  Julius  E.  Stolfi,  M.D.,  recommends  ex- 
panded clinic  care  to  help  solve  the  problem  of  hospital 
costs.*  The  unique  and  indispensable  quality  of  the 
hospital  is  nonambulatory  inhospital  care,  ambulatory 
in  clinic  care,  is  provided  by  physicians  in  their  offices 
and  does  not  require  a hospital.  The  cost  of  ambulatory 
care  in  hospital-attached  clinics  is  much  greater  than 

* Stolfi,  J.  E.:  Explosive  hospital  costs;  Part  II — Solutions, 
New  York  State  J.  Med.  73:  2653  (Nov.  15)  1973. 
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that  of  equivalent  care  in  the  private  office  of  the  clinic 
doctor.  Third  party  payments — medicaid,  medicare, 
and  such — has  virtually  eliminated  from  the  clinic  that 
free  medical  care,  which  was  the  original  purpose  of  the 
hospital  clinic. 

The  cost  of  inhospital  care  is  one  problem,  and  its  so-  jt 
lution  should  not  be  attached  to  expanding  clinic  care, 
which  we  all  know  is  just  another  arm  of  government  or 
group  control. 

SAUL  B.  GILSON,  M.D.  || 
469  Fort  Washington  Avenue 
New  York,  New  York  10033  j 


The  Rx  that  says 

kA,  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. ..yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster"  nor  a "hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs. 
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Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates:  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment:  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  1-9034  ® mcn  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Sign  of  a cold  sufferer 
Time  for  Omade 


Fast  relief  of  nasal  congestion 

and  hypersecretion" 

with  convenient  b.i.d.  dosage. 


Each  Spansule®  capsule  contains  8 mg.  Teldrin® 
(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 

2.5  mg.  isopropamide,  as  the  iodide. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR.  The  following  is  a brief  summary. 


Contraindications:  Hypersensitivity  to  any  component;  concurrent  MAO 
inhibitor  therapy;  severe  hypertension;  bronchial  asthma;  coronary  artery 
disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 


Warnings:  Caution  patients  about  activities  requiring  alertness  (e  g., 
operating  vehicles  or  machinery).  Warn  patients  of  possible  additive  effects 
with  alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards.  Inhibition  of 
lactation  may  occur. 

Effect  on  PBI  Determination  and  f131  Uptake  Isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
unaffected  by  exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth ; 
nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress, 
diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal 
pain,  irritability,  palpitation,  headache,  incoordination,  tremor,  dysuria, 
difficulty  in  urination,  thrombocytopenia,  leukopenia,  convulsions,  hyper- 
tension, hypotension,  anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 

Division  of  SmithKline  Corporation.  Philadelphia, 


Indications 

Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — 
National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and 
hypersecretion  associated  with  vasomotor  rhinitis  and  allergic  rhinitis, 
and  for  prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal 
congestion  and  hypersecretion  associated  with  the  common  cold  and 
sinusitis. 

Final  classification  of  the  less  than-effective  indications  requires  further 
investigation. 
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Temporal  Arteritis 

MARTIN  V.  BONVENTRE,  M.D.* 

Brooklyn,  New  York 

Director  of  Medicine,  The  Brooklyn  Hospital;  Executive  Officer, 
Department  of  Internal  Medicine,  The  Brooklyn-Cumberland  Medical 
Center,  Director  of  Hereditary  Diseases.  Lutheran  Medical  Center;  and 
Assistant  Clinical  Professor,  Downstate  Medical  Center 

“A  peculiar  form  of  thrombotic  arteritis  of  the 
aged,  sometimes  productive  of  gangrene,”  was 
commented  on  by  Hutchinson  in  1890.1  In  1934, 
Horton,  Magath,  and  Brown2  delineated  the  clini- 
cal features  and  the  characteristic  histopathologic 
signs  of  temporal  arteritis.  Gilmour  in  1941, 2 and 
Cooke  et  al.  in  19464  emphasized  that  the  disease 
was  not  necessarily  a localized  vasculitis  of  the 
temporal  artery  and  that  significant  involvement 
of  extracranial  arteries  could  be  anticipated  in  an 
appreciable  number  of  cases. 

The  term  “temporal  arteritis”  is  hardly  satisfac- 
tory in  a disease  with  systemic  potential  and  with 
frequent  ill-defined  constitutional  manifestations. 
Nevertheless,  it  acknowledges  the  extraordinary 
frequency  of  overt  inflammatory  swelling  of  the 
temporal  arteries.  Interestingly,  most  authorities 
are  convinced  that  one  or  both  arteries  are  invari- 
ably involved;  even  in  vessels  that  seem  soft,  pul- 
satile, and  apparently  uninflamed,  if  a generous 
length  of  temporal  artery  is  secured  as  a biopsy, 
and  if  multiple  sections  are  taken  and  examined, 
small  patches  of  specific  arteritis  will  probably  be 
found  in  all  cases.  The  choice  of  the  asymptomat- 
ic temporal  artery,  as  a source  for  histologic  exami- 
nation, becomes  of  major  importance  in  obscure 
cases,  and  especially  in  the  syndrome  of  polymyal- 
gia rheumatica,  which  is  intimately  related  to  tem- 
poral arteritis,  and  which  will  be  given  special  at- 
tention later  in  this  report. 

There  are  several  synonyms  for  temporal  arteri- 
tis: Horton’s  disease,  the  Horton-Magath-Brown 
syndrome,  cranial  arteritis,  granulomatous  arteri- 
tis, giant-cell  arteritis,  and  senile  arteritis.  All 
have  some  merit.  Like  temporal  arteritis,  none  is 
entirely  satisfactory.  From  force  of  habit,  the 
term  temporal  arteritis  will  appear  most  frequent- 
ly in  this  report. 

Essentially,  then,  the  disease  is  a granulomatous 
angiitis,  with  a notable  predilection  for  the  arteries 
in  the  temporal  area.  It  may  be  entirely  localized, 
*By  invitation. 


with  pain,  swelling,  and  redness  of  a temporal  ar- 
tery as  the  only  clinical  manifestation.  More 
often,  it  is  associated  with  headaches,  visual  dis- 
turbances, and  a host  of  vague  systemic  symptoms 
which  can,  on  occasion,  be  far  more  debilitating 
than  the  local  disease.  The  occipital  arteries  are 
often  involved,  sometimes  alone,  usually  with  the 
temporals  and  other  arteries.  In  a widely  dissemi- 
nated form,  large  vessels,  including  the  aorta  and 
its  major  branches,  may  be  seriously  compromised. 

The  disease  is  ordinarily  self-limited.  It  may 
run  its  course  in  several  weeks,  or  persist  for  many 
years.  The  death  rate,  directly  attributable  to  the 
disease,  is  usually  quoted  as  10  to  15  per  cent;  the 
incidence  of  severe,  permanent  disability  is  proba- 
bly higher.  It  is  said  to  be  exclusively  a disease  of 
the  aged;  invariably  it  occurs  above  the  age  of  fifty 
and  predominantly  over  the  age  of  sixty.  But 
since  there  are  no  immutable  rules  in  the  entire 
panorama  of  man’s  afflictions,  Bethlenfalvy  and 
Nusynowitz,5  in  reviewing  250  cases  of  temporal 
arteritis,  found  6 “undocumented”  cases  below  the 
age  of  forty-eight.  Their  own  case  was  a thirty- 
five-year-old  Caucasian  male  consecutively  identi- 
fied by  biopsy  examination  of  the  left  temporal  ar- 
tery. 

The  disease  is  found  in  both  sexes,  with  a mod- 
estly higher  incidence  in  females.  There  are  no 
detectable  familial  patterns,  no  obvious  etiologic 
or  predisposing  factors.  The  exact  role  of  advanc- 
ing age,  in  a disease  that  so  often  strikes  the  tem- 
poral artery  and  bears  not  the  slightest  histologic 
resemblance  to  arteriosclerosis,  cannot  be  ex- 
plained. 

Pathologically,  the  disease  is  a panarteritis  with 
the  most  pronounced  changes  in  the  medial  layer 
where  areas  of  necrosis,  fragmentation  of  elastic  fi- 
bers, and  generous  infiltrates  of  mononuclear  cells, 
especially  lymphocytes  and  histiocytes,  are  seen. 
Such  findings  are  obviously  nonspecific.  Charac- 
teristic are:  (1)  the  clusters  of  giant  cells  span- 

gling the  arterial  wall,  particularly  in  the  intima  or 
at  the  junction  of  the  intima  and  media,  and  (2) 
the  very  marked  tendency  to  thrombus  formation, 
with  complete  or  incomplete  occlusions  of  the  ar- 
terial lumen.  Perhaps  equally  characteristic  is  the 
segmental  distribution  of  the  disease,  so  that  small 
patches  of  disease  are  often  separated  by  short  or 
long  stretches  of  a perfectly  normal  artery.  Aneu- 
rysms are  infrequent,  and  dissections  are  rare.  As 
commented  on  previously,  the  temporal  artery, 
even  when  asymptomatic,  probably  is  involved  in 
all  cases.  Disseminated  disease,  with  significant 
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aortic  involvement,  is  no  longer  considered  a rari- 
ty. 

No  single  pathologic  feature,  if  viewed  as  a soli- 
tary phenomenon,  can  be  regarded  as  pathogno- 
monic of  temporal  arteritis.  Giant  cells  are  noted 
in  Takayasu’s  disease,  and  thrombus  formation  in 
atheromatous  disease.  But  in  temporal  arteritis, 
as  in  many  arterial  diseases,  if  several  aspects  of 
the  disease  are  properly  synthesized,  a kind  of  in- 
dividuality begins  to  emerge;  this  enables  the  pa- 
thologist, and  the  clinician,  to  arrive  at  a specific 
diagnosis.  The  following  features  are  reiterated 
briefly: 

1.  The  curious  predilection  for  the  temporal  arte- 
ries 

2.  The  marked  tendency  to  thrombotic  occlusions 

3.  The  microscopic  resemblance  to  a noncaseating 
granuloma,  but  with  a conspicuously  large  number  of 
giant  cells,  and  with  a preference  for  the  junctional 
area  between  the  intima  and  the  media 

4.  The  segmental  and  patchy  nature  of  the  arteri- 
tis, except  in  the  occasional  aggressive  or  florid  forms, 
where  long  stretches  of  panarteritis  are  quite  appar- 
ent 

5.  The  advanced  age  of  the  vast  majority  of  pa- 
tients 

The  response  of  this  disease  to  adrenocortico- 
steroids  is  characteristically  favorable  and  may 
well  constitute  a diagnostic  feature  as  critically 
important  as  any  of  those  recounted.  Certainly, 
there  are  few  diseases  in  medicine,  probably  none 
in  the  aged,  that  react  to  steroids  more  rapidly  and 
more  dramatically  than  does  temporal  arteritis. 
Most  therapeutic  efforts  in  the  illnesses  of  the  el- 
derly are  hopeless  and  frustrating;  not  so  in  tem- 
poral arteritis.  In  twelve  to  thirty-six  hours,  the 
signs  and  symptoms  may  literally  melt  away. 
There  are,  to  be  sure,  exceptional  cases  that  are 
quite  stubborn.  But  on  the  whole,  the  effects  of 
steroids  are  quick  and  gratifying.  The  point  is 
crucial.  Armed  with  a powerful  therapeutic  weap- 
on against  an  acute  disease  which  is  potentially  le- 
thal and  often  crippling,  the  clinician  cannot  per- 
mit himself  a leisurely  pace  in  arriving  at  a diagno- 
sis. If  tragic  disabilities  such  as  blindness, 
strokes,  mesenteric  thrombi,  and,  perhaps,  who 
knows,  coronary  occlusions  are  to  be  avoided,  the 
disease  must  be  recognized  early,  and  adrenocort- 
icosteroids  must  be  started  without  delay. 

It  seems  inappropriate  to  mention  therapy  be- 
fore exploring  the  diagnostic  hallmarks  of  a dis- 
ease. In  the  ensuing  paragraphs,  it  will  become 
obvious  that,  in  temporal  arteritis,  therapeutic  and 
diagnostic  matters  are  often  inseparable. 

The  clinical  picture  of  temporal  arteritis  may  be 
somewhat  variable.  It  is  presented  in  six  aspects: 

1.  Constitutional  symptoms 

2.  Temporal  and  occipital  arteritis 

3.  Ophthalmic  and  carotid  arteritis,  with  visual 
disturbances 


4.  Arteritis  of  other  cranial  and  extracranial  ves- 
sels 

5.  The  syndrome  of  polymyalgia  rheumatica 

6.  The  aortic-arch  syndrome 

Constitutional  symptoms 

The  number  of  complaints  may  be  almost  inter- 
minable. It  is  not  unusual  for  1 patient  to  com- 
plain of  weakness,  anorexia,  malaise,  fever,  sweats, 
headaches,  weight  loss,  arthralgia,  myalgia,  pallor, 
anxiety,  severe  depression,  and  insomnia.  Unfor- 
tunately, the  entire  potful  does  not  give  the  slight- 
est clue  as  to  the  serious  inflammatory  process 
smoldering  in  the  arteries.  Too  often  the  case  is 
dismissed  as  senility  or  a neuropsychiatric  prob- 
lem, and  the  patient  is  abandoned  to  sedatives, 
tranquilizers,  vitamins,  or  stimulants.  Frequently 
the  case  is  mistaken  for  that  of  an  occult  cancer; 
this  is  quite  understandable  in  the  age  group  in- 
volved, but  usually  after  a fruitless  investigation 
the  same  puzzling  symptoms  remain  for  weeks, 
and  sometimes  for  months,  thereafter  As  a rule, 
the  first  significant  complaint  is  unilateral  or  bi- 
lateral temporal  headache.  More  definitive,  of 
course,  is  swelling  and  pain  along  a temporal  ar- 
tery. Unfortunately,  there  are  cases  in  which  sud- 
den blindness  or  a major  stroke  precede  all  other 
localizing  findings,  but  without  the  diagnostic  ben- 
efit of  overt  inflammation  in  the  temporal  artery, 
the  true  nature  of  the  disease  may  go  unrecog- 
nized. The  ultimate  tragedy  of  such  occurrences 
is  that  they  might  have  been  avoided  with  steroid 
therapy  if  the  cryptic  meaning  of  the  constitution- 
al symptoms  had  been  suspected  from  the  outset. 
Admittedly,  early  diagnosis  without  signs  or  symp- 
toms over  the  temporal  area  is  difficult.  But  then, 
perhaps  the  clinician  should  train  himself  to  con- 
sider temporal  arteritis,  habitually,  in  the  differen- 
tial diagnosis  of  diseases  of  the  aged,  particularly 
when  confronted  with  patients  who  are  in  the  sev- 
enth decade  of  life,  or  beyond,  and  who  present 
themselves  with  depressive  states  or  fever  of  un- 
known origin,  or  puzzling  myalgias,  or  indefinable 
headaches,  or  plain,  relentless,  unshakable  ma- 
laise. 

Temporal  and  occipital  arteritis 

The  predilection  for  the  temporal  artery  has 
been  mentioned  repeatedly.  At  the  beginning,  be- 
fore the  inflammatory  process  becomes  manifest, 
pain  in  the  region  of  the  temporal  artery  may  be 
intense  and  throbbing;  it  often  is  mistaken  for 
neuralgia.  When  the  artery  becomes  swollen,  in- 
durated, painful,  and  tender,  the  diagnosis  of  oc- 
cipital arteritis  is  simple  and  definitive.  The  oc- 
cipital artery  also  may  be  involved,  either  alone,  or 
in  company  with  the  temporal  artery.  In  occipital 
arteritis,  severe  discomfort  in  the  posterior  half  of 
the  head,  associated  with  painful,  tender  patches 
or  cords  of  thrombosed  vessels,  either  over  the  cal- 
varium, or  behind  the  ears,  or  in  the  occipital  area 
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itself,  is  the  usual  clinical  picture.  Since  the  con- 
dition is  characterized  by  segmental  disease,  and 
since  the  most  intense  disease  is  sometimes  seen 
distributed  capriciously  along  the  course  of  the 
temporal  or  occipital  arteries,  to  find  a solitary, 
painful  area,  or  several  such  areas,  oddly  located, 
somewhere,  anywhere,  in  the  rich  distribution  of 
scalp  vessels,  should  not  be  surprising.  A corol- 
lary, it  is  important  in  securing  a biopsy  to  pick 
out  the  most  overtly  inflamed  part  of  a vessel.  In 
patients  without  patent  arteritis,  but  in  whom  the 
disease  is  suspected  because  of  constitutional 
symptoms  or  temporal  headaches,  the  richest  har- 
vest of  positive  biopsies  is  gathered,  as  emphasized 
previously,  from  the  temporal  artery. 

Ophthalmic  and  carotid  arteritis  with 
visual  disturbances 

All  visual  disturbances,  no  matter  how  seeming- 
ly trivial,  are  of  serious  importance.  Some  degree 
of  permanent  visual  loss  occurs  in  approximately 
50  per  cent  of  all  cases,  and  15  to  20  per  cent  of 
these  become  totally  blind.  These  disabilities  are 
the  direct  result  of  carotid  or  ophthalmic  arteritis 
and  are  most  often  associated  with  manifest  dis- 
ease of  the  temporal  artery,  but  occasionally  pre- 
t cede,  or  follow  it,  or  even  occur  alone.  Impair- 
ment of  vision  may  be  unilateral  or  bilateral,  com- 
plete or  incomplete,  permanent  or  transient. 
Once  the  eyes  are  involved,  some  compromise  in 
* vision  is  inevitable.  There  are  reports  of  excep- 
; tional  cases  in  which,  despite  total  blindness,  re- 
markable degrees  of  recovery  ensued  when  steroid 
therapy  was  given  early  and  energetically.  In  the 
majority,  however,  when  blindness  occurs,  it  is 
rapid,  complete,  and  irreversible,  and,  in  about  30 
per  cent  of  cases,  bilateral.  It  is  of  practical  inter- 
est that  rarely,  if  ever,  does  blindness  proceed  in 
both  eyes  simultaneously;  first,  vision  is  extin- 
guished in  one  eye;  then,  within  the  span  of  a few 
days  or  a few  weeks,  the  second  eye  becomes  in- 
volved. Regrettably,  there  are  no  ophthalmologic 
e signs  that  can  predict  blindness,  nor  is  there  any 
predictable  relationship  between  the  degree  of 
temporal  artery  inflammation  and  the  occurrence 
of  ocular  complications.  Hence,  in  temporal  arte- 
ritis, if  vision  is  to  be  protected,  it  is  urgent,  no 
- matter  how  modest  the  pain  or  how  mild  the  indu- 
ration, to  start  therapy  as  soon  as  possible.  Im- 
pressive in  this  regard  is  the  report  by  Palm  in 
e 19586:  a series  of  31  cases  of  suspected  temporal 
arteritis  with  varying  degrees  of  visual  impairment 
were  reviewed;  in  11  cases,  positive  biopsies  were 
obtained  from  temporal  arteries  without  the 
slightest  exhibition  of  local  disease. 

The  loss  of  vision  is  predicated  on  occlusive  ar- 
terial disease  of  the  optic  nerve,  the  retina,  or 
| both.  Sometimes,  despite  marked  compromise  in 
vision,  the  funduscopic  findings  are  unrevealing 
and  the  retina  may  appear  perfectly  normal. 
More  often,  swelling  and  blurring  of  the  disk,  reti- 


nal hemorrhages,  cotton-wool  exudates,  and  seg- 
mental defects  in  the  visual  fields  may  be  ob- 
served. If  the  optic  nerve  has  been  infarcted, 
optic  atrophy  follows.  Interestingly,  it  is  rare  to 
find  the  classical  pale,  edematous  retina  of  a cen- 
tral retinal  artery  thrombosis.  But  then,  for  some 
strange  reason,  the  site  of  occlusion  in  the  retinal 
artery  is  rarely  close  enough  to  the  retina  to  pro- 
duce it.  The  papilledema,  and  the  retinal  hemor- 
rhages and  the  retinal  exudates,  are  due  to  isch- 
emic neuritis  and  ischemic  retinitis.  The  active 
ischemic  process,  with  new  crops  of  hemorrhages 
and  exudates,  and  with  continued  swelling  of  the 
optic  nerve,  may  persist  for  weeks  before  subsid- 
ing. In  counting  the  scars  when  the  battle  is  over, 
the  final  score  may  be  terribly  disconcerting  in  the 
untreated  patient. 

Ophthalmoplegia  with  diplopia,  as  a result  of 
ischemia  of  the  extraocular  muscles,  or  as  a result 
of  ischemic  neuritis  of  the  third,  fourth,  or  sixth 
cranial  nerves,  occurs  less  frequently  than  does  vi- 
sual impairment.  The  prognosis  is  better,  and  the 
paralysis  may  disappear  completely  in  a few 
months. 

It  has  become  quite  fashionable  to  diagnose  the 
basilar-artery  syndrome  in  patients  with  recur- 
rent, transient  episodes  of  blindness,  especially  if 
associated  with  ophthalmoplegia  and  diplopia. 
The  possibility  of  temporal  arteritis  should  not  es- 
cape the  clinician.  The  choice  between  steroids 
and  anticoagulants  may  have  momentous  conse- 
quences on  the  life  and  vision  of  the  patient. 

Arteritis  of  other  cranial  and  extra- 
cranial vessels 

Inflammatory  changes  involving  vessels  other 
than  the  temporal,  occipital,  and  ophthalmic  arte- 
ries also  may  occur,  and  probably  with  a frequency 
far  greater  than  suspected.  Any  branch  of  the  ca- 
rotid artery  may  be  prominently  diseased.  In- 
flammation of  the  lingual  artery  can  give  rise  to  a 
number  of  clinical  manifestations,  some  quite 
spectacular.  Pain,  swelling,  and  weakness  of  the 
tongue  are  common.  Intermittent  claudication  of 
the  tongue  has  been  described,  and  in  rare  cases, 
gangrene. 

A case  of  recurrent  blanching  of  the  tongue,  a 
kind  of  lingual  Raynaud’s  phenomenon,  was  re- 
ported by  Grahame,  Bluestone,  and  Holt.7  The 
patient  was  a seventy-five-year-old  female  with 
pains  in  the  shoulders  and  hips,  associated  with  bi- 
temporal and  occipital  headaches.  The  lingual 
blanching  attacks  occurred  four  to  five  times  per 
day  over  a period  of  three  weeks.  During  the  at- 
tacks, which  lasted  for  several  minutes  and  which 
were  exquisitely  painful,  the  tongue  was  described 
as  being  cadaverously  pale.  Furthermore,  at 
mealtime,  apart  from  her  lingual  symptoms,  the 
patient  experienced  severe  crampy  discomfort  in 
the  muscles  of  mastication,  which  the  authors  re- 
ferred to,  quite  appropriately,  as  masticatory  angi- 
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na.  Examination  revealed  a tender,  pulseless 
right  temporal  artery  with  an  overlying  patch  of 
inflammation  and  “incipient  gangrene”  of  the 
skin.  The  biopsy  showed  typical  giant-cell  arteri- 
tis, and  oral  prednisone  promptly  reversed  all 
symptoms. 

Missen8  reported  a suprisinglv  high  frequency  of 
lingual  artery  involvement  in  autopsy  material. 
Gangrene  of  the  anterior  two  thirds  of  the  tongue 
has  been  described  in  articles  by  Brearley  and 
MacDonald  in  1961, 9 and  by  Reed  and  Inglis  in 
1965. 10  The  patients,  unfortunately,  were  un- 
treated. Either  intermittent  claudication  of  the 
tongue,  or  episodic  blanching,  or  masticatory  angi- 
na, as  reported  in  the  case  previously  summarized, 
might  be  excellent  clues  to  the  early  diagnosis  of 
giant-cell  arteritis,  before  the  disease  advances  to 
the  devastating  level  of  lingual  gangrene  and  other 
equally  irreparable  complications. 

In  1969,  Desser11  reported  an  unusual  syn- 
drome, in  a seventy-nine-year-old  white  male  with 
a two-week  history  of  miosis,  trismus,  hoarseness, 
and  dysphagia.  On  admission  to  the  hospital,  the 
diagnosis  was  focused  on  cancer,  and  the  possibili- 
ties of  nasopharyngeal,  laryngeal,  or  esophageal 
carcinoma  were  seriously  considered.  It  was  not 
until  the  patient  began  to  complain  of  bitemporal 
headache  that  the  diagnosis  of  inflammatory  vas- 
cular disease  was  also  entertained.  On  the  fif- 
teenth hospital  day,  four  weeks  after  the  onset  of 
symptoms,  a slightly  tender  cord  could  be  felt  in 
the  area  of  the  left  temporal  artery.  Biopsy  re- 
vealed an  inflamed  arterial  wall  with  the  histologic 
features  of  giant-cell  arteritis.  Steroid  therapy 
achieved  a dramatic  response;  in  twenty-four 
hours,  the  patient  was  totally  asymtomatic,  and,  in 
less  than  a week,  the  pupils  were  regular  and 
equal,  and  normally  responsive.  The  author  sug- 
gested, quite  plausibly,  that  the  syndrome  was  due 
to  arteritis  of  the  branches  of  the  external  carotid 
arteries  that  supply  blood  (1)  to  the  pharyngeal, 
laryngeal,  and  masseter  muscles  (hence,  dyspha- 
gia, hoarseness,  and  trismus),  and  (2)  to  the  supe- 
rior cervical  sympathetic  ganglia  (hence,  miosis). 

If  one  considers  that  not  only  the  carotids,  but 
the  vertebral  and  basilar  arteries  can  be  involved 
in  exactly  the  same  pathologic  process,  the  broad 
spectrum  of  neurologic  manifestations  should  not 
be  difficult  to  imagine.  Hollenhorst  et  al ,12  have 
written  an  excellent  survey  of  the  neurologic  as- 
pects of  this  disease.  Major  or  minor  strokes,  ver- 
tigo, grand-mal  seizures,  depressions,  psychoses, 
ptosis  of  the  eyelids,  ophthalmoplegias,  blindness, 
deafness,  dysphagia,  and  mioses  are  only  some  of 
the  many  problems  encountered.  Recently,  War- 
rell,  Godfrey,  and  Olsen13  have  drawn  attention  to 
a severe,  peripheral  polyneuropathy  as  a major 
clinical  sign  of  temporal  arteritis.  This  is  not  alto- 
gether unexpected  when  one  recalls  the  irksome 
neuritides  in  other  vascular  disorders,  such  as  dia- 
betes rnellitus  and  polyarteritis  nodosa. 


When  the  disease  attacks  major  vessels  in  other 
areas,  angina  pectoris,  aortic  arch  syndromes,  in- 
termittent claudication,  gangrene  of  the  extremi- 
ties, mesenteric  occlusion,  and  renal  artery  ob- 
struction with  severe  hypertension  have  all  been 
observed.  The  case  of  myocardial  infarction  with 
“granulomatous  arteritis”  of  the  coronary  arteries, 
reported  by  Morrison  and  Abitol,14  is  particularly 
interesting  and  is  well  documented  by  necropsy 
studies. 

Syndrome  of  polymyalgia  rheumatica 

The  suspicion  that  there  is  an  intimate  relation- 
ship between  polymyalgia  rheumatica  and  tempo- 
ral arteritis  was  first  suggested  by  Paulley  in 
195615  when  he  noticed  certain  clinical  similari- 
ties between  the  2 diseases.  Systemic  expressions, 
such  as  low-grade  fever,  anorexia,  weakness,  achi- 
ness,  and  malaise,  present  in  both  diseases,  werd  in 
themselves  nondiagnostic  and  could  be  found  in 
literally  hundreds  of  other  human  disorders. 
However,  if  in  addition  one  considered  four  other 
common  denominators,  namely,  severe  depression, 
severe  myalgia,  an  extremely  rapid  sedimentation 
rate,  and  a spectacular  response  to  adrenocorticos- 
teroids,  it  became  obvious  that  the  kinship  of 
these  diseases  should  at  least  be  explored.  Such 
exploration  was  conducted  by  Alestig  and  Barr,16 
and  published  in  the  British  literature  in  1963.  In 
brief,  these  investigators  biopsied  the  temporal  ar- 
teries of  patients  with  polymyalgia  rheumatica  and 
found  the  characteristic  giant-cell  granulomas  in  a 
very  large  number  of  cases.  In  many,  there  was  no 
apparent  temporal  arteritis  at  the  time  the  speci-  • 
mens  were  obtained.  Prolonged  observation  in 
these  patients  failed  to  reveal  occult  cancer,  im- 
munologic disoders,  tuberculosis,  brucellosis,  sero- 
positive or  seronegative  syphilis,  or  any  other 
chronic  or  cryptic  disease. 

In  most  reports  on  polymyalgia  rheumatica,  it 
has  long  been  noted  that  muscle  biopsies,  elec- 
tromyographic studies,  and  serum  levels  of  muscle 
enzymes  are  entirely  normal.  A thorough  review 
of  the  subject  is  given  by  Wilske  and  Healey17  who 
present  convincing  evidence  that  polymyalgia 
rheumatica  is  not  an  intrinsic  muscle  disease,  but 
that  it  is,  in  fact,  a manifestation  of  giant-cell  arte- 
ritis, and  that  the  muscle  pain  is  due  to  a chronic 
and  unrelenting  ischemia  from  the  inflammatory 
narrowing  of  large-  and  middle-sized  arteries. 

Aortic  arch  syndromes 

One  of  the  more  fascinating  aspects  of  this  dis-  I 
ease,  and  of  particular  interest,  is  the  involvement 
of  the  aorta  and  its  main  branches.  Allusions  to 
the  neurologic,  mesenteric,  renal,  and  peripheral 
vascular  manifestations  of  temporal  arteritis  have 
already  been  made.  That  segmental  aortitis,  if 
strategically  placed,  can  explain  many  of  the  signs 
and  symptoms  of  this  disease  as  easily  and  ration-  | 
ally  as  isolated  disease  of  individual  aortic  branch-  I 
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es,  is  understandable.  This  discussion  will  be  di- 
rected chiefly  to  giant -cell  disease  of  the  aortic 
arch  and  its  brachiocephalic  vessels. 

The  case  of  Alestig  and  Barr16  is  both  inter- 
esting and  instructive.  The  patient  was  a sixty- 
four-year-old  white  female  with  generalized  myal- 
gia, periodic  headaches,  and  bilateral  absence  of 
radial  pulses.  The  essential  laboratory  finding 
was  an  extremely  rapid  sedimentation  rate.  Aor- 
tography revealed  advanced  occlusive  disease  of 
both  subclavian  and  both  axillary  arteries.  A bi- 
opsy was  taken  from  the  temporal  artery,  which  at 
no  time  was  grossly  inflamed,  and  the  characteris- 
tic histologic  picture  of  giant -cell  arteritis  was  un- 
covered. With  oral  steroid  therapy,  the  patient’s 
symptoms  subsided  and  her  radial  pulses  returned 
to  normal.  For  a brief  period,  treatment  was  dis- 
continued and  the  signs  and  symptoms  promptly 
returned,  but  subsided  again  when  the  steroids 
were  resumed;  therapy  was  continued  for  months 
thereafter.  The  return  of  peripheral  pulsations  is 
remarkable,  but  not  unique.  The  case  is  an  excel- 
lent example  of  (1)  the  association  of  temporal  ar- 
teritis and  polymyalgia  rheumatica,  (2)  the  associ- 
ation of  temporal  arteritis  and  the  aortic  arch  syn- 
drome, (3)  the  diagnostic  importance  of  the  tem- 
poral artery  as  a biopsy  site,  even  when  the  vessel 
is  clinically  quiescent,  (4)  the  extraordinary  thera- 
peutic effects  of  corticosteroids,  and  (5)  the  need 
for  persistent  and  unremitting  drug  ingestion, 
sometimes  for  months,  sometimes  for  years,  each 
case  displaying  its  own  individuality  as  to  mini- 
mum dose  and  duration  of  therapy. 

Duthie  and  Chalmers18  described  a sixty-two- 
year-old  white  female  with  the  classical  features  of 
polymyalgia  rheumatica,  absent  radial  pulses,  a 
harsh  systolic  murmur  over  both  clavicles,  and 
aortographic  evidence  of  occlusive  disease  of  both 
subclavian  arteries.  She  was  given  prednisolone, 
40  mg.  per  day.  The  pain  and  stiffness  of  the 
muscles  receded  rapidly,  the  sedimentation  rate 
• returned  to  normal,  and  the  radial  pulses  became 
palpable. 

Hamrin,  Jonsson,  and  Landberg,19  in  an  exten- 
sive study  of  temporal  arteritis  and  its  complica- 
tions, noted  the  presence  of  the  aortic-arch  syn- 
drome in  4 of  the  52  cases  reviewed.  Apparently, 
the  aortic-arch  syndrome  is  not  a rare  complica- 
tion of  temporal  arteritis. 

Hunder,  Ward,  and  Burbank20  reported  the  case 
of  a sixty-five-year-old  white  female  with  multiple 
systemic  complaints  and  impaired  arterial  pulsa- 
tions in  all  extremities.  Slurred  speech  and  un- 
steadiness of  gait  were  probably  related  to  demon- 
strable stenotic  changes  in  the  right  vertebral,  the 
left  common  carotid,  and  the  left  subclavian  arte- 
ries. Notable  in  the  case  was  the  aortographic 
findings  of  severe  thickening  and  narrowing  of  the 
entire  length  of  the  thoracic  aorta.  As  in  so  many 
other  cases,  a positive  biopsy  was  obtained  from  an 
apparently  normal  right  temporal  artery.  “Im- 


provement of  peripheral  pulses  followed  treatment 
with  prednisone.” 

Positive  microscopic  findings,  without  apparent 
clinical  manifestations,  are  extremely  common  in 
the  aortas  of  patients  with  proved  temporal  arteri- 
tis. Less  common  are  the  clinically  significant 
aortic  disabilities,  such  as  the  aortic-arch  syn- 
drome reviewed  in  the  previous  paragraphs. 
Least  common  are  aortic  aneurysms,  with  or  with- 
out catastrophic  events  such  as  dissections  or  rup- 
tures. Harrison,  Harrison,  and  Kopelman21  gave 
an  interesting  account  of  “giant-cell  aneurysms”  in 
a case  with  multiple  artery  involvement.  Reid22 
described  dilatation  of  the  aorta  “due  to  granulo- 
matous (giant-cell)  aortitis.”  In  the  case  of  Au- 
sten and  Blennerhassett,23  a severe  aortitis  of  the 
same  histologic  type  caused  aneurysm  of  the  as- 
cending aorta,  with  the  added  burden  of  aortic  re- 
gurgitation. Magarey24  reported  a dissecting  an- 
eurysm, and  Ainsworth  and  Gresham,25  an  aortic 
rupture. 

Summary 

The  subject  of  temporal  arteritis,  in  its  several 
aspects,  has  been  presented;  it  is  predominantly  a 
disease  of  the  aged.  One  wonders  how  many  cases 
of  stroke,  blindness,  hypertension,  angina,  coro- 
nary occlusion,  peripheral  vascular  disease,  and 
aortic-arch  syndrome  have  been  summarily  dis- 
missed, either  through  carelessness  or  ignorance, 
into  the  hopeless  receptacle  of  arteriosclerosis, 
without  even  a wisp  of  suspicion  that  the  real  etio- 
logic  culprit  might  have  been  temporal  arteritis. 
Add  to  this  list  myalgia,  arthralgia,  depression, 
and  senility,  and  one  begins  to  glimpse  the  scope 
of  our  possible  mistakes.  Obviously,  the  enthusi- 
asm of  some  writers  notwithstanding,  not  all  dis- 
eases of  the  aged  are  temporal  arteritis,  although 
some  are.  It  is  only  by  awareness  that  the  disease 
can  be  diagnosed.  That  it  is  suppressible  by  ste- 
roid therapy,  before  the  occurrence  of  crippling 
and  irreversible  disease,  renders  the  diagnosis  all 
the  more  imperative.  It  is  hoped  that  temporal 
arteritis  will  become  a more  common  suspect  in 
the  etiology  of  the  many  discomforts  and  disabili- 
ties that  beset  the  aged. 

121  DeKalb  Avenue 
Brooklyn,  N.Y.  11201 
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The  heterogeneity  of  immunoglobulin  mole- 
cules has  been  appreciated  for  many  years.  Some 
of  this  is  due  to  differences  in  molecular  structure 
that  provide  for  the  various  antigen-binding 
potentialities  that  the  immunoglobulin  protein 
family  possesses.  Another  part  is  due  to  the  exis- 
tence of  the  different  classes  of  immunoglobulin 
molecules  that  have  been  characterized  mainly  on 
the  basis  of  their  physical  and  antigenic  proper- 
ties. Five  distinct  classes,  termed  IgG,  IgM,  IgA, 
IgD,  and  IgE,  have  been  identified  in  man.1-2 
Careful  serologic  and  structural  studies,  espe- 
cially of  pure  myeloma  paraproteins,  have  estab- 
lished that  four  subclasses  of  the  human  IgG  class 
c and  two  of  the  human  IgA  class  exist.  Other  stud- 
ies have  shown  that  IgG  and  IgA  subclasses  also 
3 exist  in  various  lower  animals.  Subclass  variants 
of  the  other  immunoglobulin  classes  also  may  exist 
as  well  in  many,  or  all,  species,  but  this  has  not  yet 
J been  unequivocally  demonstrated. 

■ 

General  functional  aspects  of  immunoglobulins 

Because  of  their  importance  in  medicine,  and 
because  they  have  been  studied  most  intensively 
at  the  fundamental  research  level,  immunoglobu- 
lins of  the  IgG  class  are  currently  the  best  under- 
stood members  of  the  immunoglobulin  family.  A 
prototype  IgG  molecule,  the  features  of  which  are 
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FIGURE  1.  Overall  molecular  structure  of  prototype  IgG 
molecule.  Basic  molecule  composed  of  four  polypeptide 
chains,  two  light  and  two  heavy.  (Illustration  reprinted  with 
permission  from  Fractions,  publication  of  Beckman  Instru- 
ments, Inc.,  no.  1,  1972,  p.  1.) 

derived  from  a collation  of  many  studies  of  the  last 
ten  to  fifteen  years,  is  shown  in  Figure  1.  In  an 
overall  sense,  the  structural  and  functional  charac- 
teristics of  the  IgG  class  are  indicative  of  the  pat- 
tern shown  by  all  immunoglobulins. 

Nature  of  immunoglobulin  subclasses 

The  homogeneous  immunoglobulin  proteins 
that  appear  during  certain  neoplastic  conditions  in 
man  and  animals  have  been  of  enormous  benefit  in 
increasing  our  understanding  of  the  nature  of  im- 
munoglobulin heterogeneity.  In  man,  a study  of  a 
number  of  such  proteins  has  shown  that  four  sub- 
classes of  the  IgG  class  exist.3  These  subclasses 
have  been  termed  IgGl,  IgG2,  IgG3,  and  IgG4. 
The  distinctions  among  subclasses  were  made  on 
the  basis  of  subclass-specific  antigenic  determi- 
nants which  were  demonstrable  by  the  preparation 
of  antisera  to  various  individual  human  myeloma 
proteins.  Recent  research  has  shown  that  there 
are  differences  in  amino-acid  sequences  in  the  con- 
stant region  of  the  heavy  chains  which  correlate 
with  the  different  subclasses.4’5  Such  sequence 
differences  presumably  are  responsible  for  the  an- 


March  1 974/  New  York  State  Journal  of  Medicine  489 


tigenic  differences  detected  in  the  serologic  stud- 
ies. 

A hallmark  of  immunoglobulin  subclasses,  as  for 
classes,  is  the  presence  of  representatives  of  all  the 
subclasses  in  the  serum  of  normal  individuals.  In 
man,  the  percentage  distribution  for  the  IgG  class 
is  approximately:  IgGl — 63  per  cent,  IgG2 — 28 

per  cent,  IgG3 — 6 per  cent,  and  IgG4 — 3 per  cent. 

Immunoglobulin  functions 

Immunoglobulins  clearly  possess  two  general 
categories  of  function.  The  first  is  the  capacity  to 
combine  with  an  antigen,  the  antigen-binding 
function.  The  second  is  the  biologic-property  or 
effector-function  group.4  The  mediation  of  these 
effector  properties  may  or  may  not  be  related  in 
some  way  to  the  specific  binding  of  antigens. 

Antigen  binding.  A primary  requirement  of 
the  humoral  immune  response  is  the  generation  of 
thousands  of  antibody  molecules  with  specificities 
for  different  antigens.  This  now  is  understood  to 
be  accomplished  by  the  synthesis  of  immunoglob- 
ulin molecules  with  different  amino-acid  se- 
quences in  the  variable  regions  of  their  heavy  and 
light  polypeptide  chains.  The  antigen-binding 
function  thus  is  provided  for  selectively,  rather 
than  instructively,  by  the  generation  within  the  in- 
dividual of  an  adequate  array  of  different  anti- 
bodies to  allow  for  the  recognition  of  most,  or  ail, 
of  the  different  antigens  in  one’s  individual  envi- 
ronment. The  physiologic  consequences  of  the  in- 
teraction of  these  antibodies  with  their  respective 
antigens,  and  thus  the  medical  significance  of  this 
interaction,  very  often  depend  on  the  structure  of 
the  constant  region  of  the  heavy  chain  of  the  im- 
munoglobulin in  question.  It  is  at  this  level  that 
the  functional  significance  of  immunoglobulin 
subclasses  for  clinical  medicine  becomes  manifest. 

Biologic  or  effector.  The  so-called  biologic 
properties,  or  effector  functions,  of  immunoglobu- 
lin molecules  are  known  to  be  mediated  by  the  Fc 
(crystalline  fragment)  region.  A partial  listing  of 
such  functions  includes: 

I.  Complement  fixation 

II.  Fixation  to  skin  (for  passive  cutaneous  anaphy- 
laxis) 

III.  Fixation  to  macrophages 

IV.  Membrane  transmission  (placenta,  intestine) 

V.  Regulation  of  immunoglobulin  catabolism 

VI.  Interaction  with  Staphylococcal  protein  “A” 

VII.  Opsonic  activity 

The  precise  regions  of  the  Fc  segment  involved 
in  the  various  functions  have  not  yet  been  clearly 
defined,  but  there  is  evidence,  for  example,  that 
the  amino-terminal  half  of  the  IgG  Fc  region  par- 
ticipates in  activation  of  the  complement  system.6 
Attempts  to  localize  sites  specifically  for  other  im- 
munoglobulin effector  functions  form  a very  active 
area  of  contemporary  immunochemical  research 


and  should  lead  to  additional  functional  assign- 
ments in  the  near  future. 

Functional  differences  among  subclasses 

Since  immunoglobulin  subclasses  differ  in  the 
structure  of  their  Fc  regions,  and  since  the  Fc  re- 
gion mediates  the  effector  functions,  different  sub- 
classes might  be  expected  to  differ  in  their  capaci- 
ty for  certain  effector  functions;  this  has  indeed 
been  found  to  be  the  case.  For  example,  of  the 
known  human  IgG  subclasses,  IgGl,  IgG2,  and 
IgG3  have  been  shown  to  bind  complement  ac- 
cording to  the  “classical”  complement  pathway 
while  the  IgG4  subclass  does  not.7  Also,  the  IgGl, 
IgG3,  and  IgG4  subclasses  are  capable  of  binding 
to  skin  cells  under  appropriate  conditions  while 
the  IgG2  subclass  does  not.  Such  differing  func- 
tional capacities  presumably  are  due  to  subclass- 
specific  structural  differences  in  the  Fc  region. 
To  date,  precise  identifications  of  the  responsible 
region(s)  have  not  been  obtained,  however. 


Significance  of  differences  in  subclass  function 


The  identity  of  the  subclass  of  a particular  anti- 
body could  have  a marked  impact  on  the  conse- 
quences of  a union  of  a given  antigen  with  an  anti- 
body. For  example,  a number  of  immunologically 
mediated  diseases  are  known  to  involve  the  inter- 
vention of  the  complement  system;  certain  forms 
of  glomerulonephritis  are  an  example.8  Since 
variable  regions  are  shared  by  different  classes  and 
subclasses  of  immunoglobulins,  a given  antigen, 
for  example,  a glomerular  basement  membrane, 
could,  in  principle,  react  with  an  IgG  of  any  sub- 
class. However,  whether  or  not  complement-me- 
diated glomerular  damage  would  occur  would  de- 
pend on  whether  or  not  the  antibodies  were  capa- 
ble of  activating  the  complement  system.  That  is, 
if  the  anti-basement  membrane  antibody  were  of 
the  IgG  1,  2,  or  3 subclass,  glomerular  damage 
most  likely  would  occur.  However,  if  the  antibody 
were  of  the  IgG4  noncomplement-fixing  subclass, 
such  damage  might  not  occur.  Thus,  the  subclass 
of  the  antibody  in  question  can  have  a specific  ef- 
fect on  the  nature  of  the  physiologic  consequences 
that  follow  antigen-antibody  union.  It  should  be 
obvious  that  such  differences  in  antibody  selection 
can  have  salutory  effects  as  well,  as  when,  for  ex- 
ample, complement  activation  is  useful  in  lysing 
an  invading  bacterial  cell.  In  this  case,  the  IgG4 
antibodies  most  likely  would  be  less  effective  in 
ameliorating  the  infection  than  would  members  of 
the  other  three  IgG  subclasses. 

A potential,  and  even  probable,  unifying  theme 
in  differences  in  subclass  biologic  property  media- 
tion is  a difference  in  the  capacity  of  the  various 
immunoglobulins  to  interact  with  different  recep- 
tor sites,  either  of  other  molecules,  as  in  comple- 
ment fixation,  or  of  different  cells,  as  in  skin  fixa- 
tion or  placental  passage.  'I’his  emphasizes  the 
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role  of  antibodies  as  intermediary  molecules  acting 
between  the  incursion  of  antigenic  stimulation  and 
the  individual’s  physiologic  response  to  such  in- 
cursions. 

Specific  clinical  syndromes  dependent  on 
immunoglobulin  subclasses 

The  potential  relationship  of  certain  forms  of 
glomerulonephritis  to  antibodies  of  particular  sub- 
classes has  already  been  mentioned.  Another 
clinical  syndrome,  the  nature  of  which  is  even 
more  intimately  associated  with  the  particular 
subclass  involved,  is  a certain  form  of  the  hyper- 
viscosity syndrome  that  has  been  studied  by  Capra 
and  Kunkel.9  These  investigators  showed  that 
the  hyperviscosity  syndrome  seen  in  human  pa- 
tients with  IgG3  myeloma  differed  from  that  seen 
in  IgGl  myeloma  patients  in  that  the  hyperviscos- 
ity syndrome  appeared  at  much  lower  protein  con- 
centrations in  the  IgG3  patients  Further  studies 
showed  that  the  IgG3  hyperviscosity  was  a conse- 
quence of  a subclass-specific  protein  aggregation 
phenomenon  that  occurred  at  unusually  low  pro- 
tein concentrations.  Thus,  this  is  an  example  of  a 
clinical  condition,  the  essential  features  of  which 
are  evidently  dependent  on  some  as  yet  undeter- 
mined structural  peculiarities  of  the  human  IgG3 
subclass. 

Evolutionary  relationships  of  subclasses 

Since  different  subclasses  have  different  func- 
tions, it  is  of  interest  to  know  whether  or  not  dif- 
ferent species — for  example,  man,  cat,  dog,  cow, 
and  horse — share  the  same  subclasses,  or  whether 
or  not  each  species  has  evolved  its  own.  Some  re- 
cent basic  research  involving  amino  acid  sequence 
analysis  of  pure  representatives  of  different  IgG 
subclasses  suggests  that  the  latter  is  the  case. 
Pink  et  al ,5  sequenced  the  major  part  of  the  con- 
stant region  of  a human  IgG4  molecule.  These  se- 
quences were  90  per  cent  identical  to  the  corre- 
sponding region  of  the  IgGl  protein  Eu  that  has 
been  put  in  sequence  by  Edelman  et  al.4  When 
these  human  sequences  were  compared  with  avail- 
able data  from  various  animals,  distinct  differ- 
ences were  found.  Furthermore,  the  data  suggest- 
ed that  the  subclass  sequences  within  a given 


species  are  related  more  closely  to  each  other  than 
are  those  between  different  species.  The  com- 
bined evidence  indicates  that  different  subclasses 
have  evolved  subsequent  to  speciation,  at  least  for 
the  IgG  class.  The  driving  force  for  this  presum- 
ably is  the  selective  advantage  conferred  by  the 
presence  of  new  subclasses  which  possess  addition- 
al, and  useful,  biologic  properties. 

Summary 

Antibody  molecules  are  divisible  into  various 
classes  and  subclasses,  representatives  of  which 
are  present  in  all  normal  sera.  Subclass  distinc- 
tions are  due  to  differences  in  amino  acid  se- 
quences in  the  constant  portion  of  the  heavy 
chains  of  the  various  proteins.  The  structure  dif- 
ferences lead  to  different  functional  potentialities, 
for  example,  the  presence  or  absence  of  the  com- 
plement-fixing property,  which  evidently  have 
survival  value  for  the  host,  for  example,  in  the 
presence  of  infectious  disease  or  cancer.  Various 
species,  including  man,  evidently  have  evolved 
their  own  subclasses,  at  least  for  the  IgG  class,  and 
it  is  reasonable  to  assume  that  they  will  continue 
to  do  so  in  response  to  the  various  selection  pres- 
sures to  which  they  are  exposed. 
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BRIEF  SUMMARY 

(for  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Con jugatcd  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad 
emv  of  Sciences-Nalional  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  slopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
lodynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomala  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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In  the  course  of  the  last  fifteen  years,  resistant, 
recurrent,  and  relapsing  urinary  tract  infections 
have  become  an  albatross  in  antibiotic  therapy. 
Each  new  agent  is  clutched  at  in  the  hope  that  yet 
one  more  avenue  of  attack  may  prove  successful. 

Trimethoprim,  a broad-spectrum  antimicrobial 
drug,  is  about  twenty  times  as  effective,  milligram 
for  milligram,  as  sulfonamide.  It  is  a powerful  in- 
hibitor of  bacterial  dihydrofolate  reductase. 
Whereas  sulfonamide  prevents  folic  acid  produc- 
tion, trimethoprim  inhibits  competitively  the  ac- 
tion of  dihydrofolate  reductase  in  the  conversion 
of  dihydrofolic  acid  to  tetrahydrofolic  acid.  In 
other  words,  sulfonamide  prevents  bacterial  syn- 
thesis of  folic  acid  while  trimethoprim  prevents  its 
utilization.  Trimethoprim  has  much  less  affinity 
for  dihydrofolate  reductase  than  bacterial  reduc- 
tase.1 The  sequential  blocking  of  folic-acid  me- 
tabolism of  bacteria  by  sulfonamide  and  trimetho- 
prim has  been  demonstrated  in  vitro  and  in  vivo  in 
microbial  infections  involving  gram-negative  and 
-positive  bacteria.  Pseudomonas  aeruginosa  is  an 
exception,  due  to  a cell-wall  barrier  to  trimetho- 
prim. 

Trimethoprim  and  sulfamethoxazole  have  a 
similar  half-life.  A combination  of  one  part  tri- 
methoprim to  five  parts  sulfamethoxazole,  in  in- 
duced infections  in  mice,  gives  a more  powerful 
therapeutic  effect  than  does  either  drug  alone. 

Presented  at  the  Annual  Convention  of  the  American  Medi- 
cal Association,  New  York  City,  June,  1973. 


Such  a combination  is  equal  to  or  superior  in  its 
intrinsic  activity  to  many  antibiotics.  A tablet  of 
either  Septra  or  Bactrim  contains  80  mg.  of  trim- 
ethoprim, plus  400  mg.  of  sulfamethoxazole.  In 
clinical  medicine,  this  combination  has  been  quite 
effective  in  acute  and  chronic  infections  of  the  re- 
spiratory and  genitourinary  tracts,  and  in  soft-tis- 
sue infections,  gonorrhea,  lymphogranuloma  ven- 
ereum, typhoid  fever,  typhoid  carriers,  staphylo- 
coccic infections,  and  ulcerative  colitis.1’2 

Indanyl  carbenicillin  (Geocillin),  an  acid  ester  of 
carbenicillin,  chemically  6-(2  phenyl-2-(5-indanyl- 
oxycarbonyl)  acetamido  penicillanic  acid),  unlike 
carbenicillin  itself,  is  satisfactorily  absorbed  from 
the  intestinal  tract,  giving  therapeutic  levels  that 
are  adequate  in  the  management  of  urinary  tract 
infections  but  usually  inadequate  in  the  treatment 
of  other  systemic  infections  and  bacteremias.3-7 
Soon  after  adsorption,  indanyl  carbinicillin  is  hy- 
drolyzed by  an  enzyme  produced  by  the  liver  to 
carbenicillin,  while  the  indanyl  fraction  is  convert- 
ed to  indanol  sufate  ester  and  indanol  glucuronide, 
and  are  finally  eliminated  in  the  urine.8 

One  hour  following  the  oral  administration  of  1 
gm.  of  indanyl  carbenicillin,  the  reported  serum 
levels  were  8.9  micrograms,  at  two  hours  10.4  mi- 
crograms,  and  at  four  hours  7.5  micrograms  per 
milliliter.  At  six  hours,  the  urinary  concentration 
was  117  micrograms  per  milliliter  with  a total  ex- 
cretion of  361  mg.  Probenecid  doubles  the  uri- 
nary levels  of  carbenicillin.9 

Indanyl  carbenicillin  gives  adequate  urinary  lev- 
els and  is  indicated  in  urinary  tract  infections,  but 
in  bacteremia  and  other  systemic  infections  higher 
blood  levels  are  needed;  therefore,  carbenicillin 
must  be  used  parenterally  in  higher  doses.8,9 

Indanyl  carbinicillin  has  been  used  successfully 
by  others  in  the  treatment  of  urinary  tract  infec- 
tions.9-11 

Materials  and  Methods 

Trimethoprim  investigation.  Since  the  con- 
traindications for  this  investigation  were  very 
strict,  over  700  patients  were  screened  before  36 
were  found  who  met  the  requirements  of  the  pro- 
tocol. 

Types  of  cases.  All  patients  had  chronic  recur- 
rent urinary  tract  infections.  Previously,  all  had 
had  unsuccessful  antimicrobial  therapy,  but  the 
infection  was  not  eradicated.  Prior  to  this  investi- 
gation, no  antimicrobial  therapy  was  administered 
for  two  to  four  weeks.  Most  of  these  patients  had. 
in  addition  to  urinary  tract  infections,  hypertro- 
phy of  the  prostate,  carcinoma  of  the  prostate,  cal- 
culus disease,  congenital  malformations  of  the  uri- 
nary tract,  reflux,  neurogenic  bladder,  and  so 
forth. 

Thirteen  patients  had  had  trimethoprim  medi- 
cation, 1 1 sulfamethoxazole,  and  12  sulfamethoxa- 
zole plus  trimethoprim.  Before  medication,  all 
patients  had  routine  physical  examinations  and 
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In  chronic  recurrent  urinary  tract  infections,  tri- 
methoprim, sulfamethoxazole,  and  trimethoprim 
plus  sulfamethoxazole  were  evaluated  in  a double- 
blind investigation  in  a dozen  patients  with  each 
drug.  All  36  patients  tolerated  the  drug  quite 
well,  and  no  serious  side-effects  were  observed. 
During  a six  weeks’  follow-up,  4 of  11  sulfamethox- 
azole patients,  7 of  13  trimethoprim,  and  1 of  12 
sulfamethoxazole-plus-trimethoprim  cases  had 
sterile  urine  cultures.  In  30  patients  suffering 
from  chronic  urinary  tract  infections,  indanyl  car- 
benicillin  orally,  sterilized  the  urine  cultures  in  18 
of  30  patients.  Seven  of  8 patients  were  cured  of 
Escherichia,  4 of  6 of  Pseudomonas,  3 of  3 of  Serra- 
tia,  2 of  5 of  Enterobacter,  and  2 of  2 of  indole-pos- 
itive Proteus;  mixed  infections  failed  to  respond. 
All  patients  tolerated  the  drug  quite  well  except 
for  mild  gastrointestinal  disturbances  and  1 case  of 
bloody  diarrhea.  In  vitro  and  in  vivo  drug  resis- 
tance was  observed  in  instances  with  all  three 
drugs. 


urologic  and  radiologic  work-ups  with  other  rou- 
tine and  special  examinations  as  indicated.  The 
urine  was  examined  for  specific  gravity,  pH,  pro- 
tein, glucose,  bilirubin,  acetone,  and  occult  blood. 
The  sediment  was  examined  for  white  blood  count, 
red  blood  count,  casts,  crystals,  and  bacteria. 
Routine  hematologic  examinations  included  a 
white  blood  count  and  the  differential  count,  an 
erythrocyte  sedimentation  rate,  and  hemoglobin, 
platelet,  and  reticulocyte  counts. 

Glucose-6- phosphate  dehydrogenase.  In  case  a 
patient  had  a glucose-6-phosphate  dehydrogenase 
count  longer  than  thirty  minutes,  medication  was 
withheld. 

Blood  was  tested  quantitatively  for  calcium,  in- 
organic phosphorus,  blood  urea  nitrogen,  uric  acid, 
glucose,  cholesterol,  total  protein,  albumin,  biliru- 
bin, alkaline  phosphatase,  lactic  acid  dehydroge- 
nase, serum  glutamic  oxaloacetic  transaminase, 
creatinine,  sodium,  potassium,  and  chlorides. 

Initial  bacterial  urine  cultures  were  done  on  two 
successive  days;  all  patients  had  to  meet  the  proto- 
col criteria,  for  example,  greater  than  100,000  colo- 
nies per  milliliter.  The  urine  was  collected  mid- 
stream, following  cleansing  of  the  urethral  meatus 
with  an  antibacterial  drug;  it  was  immediately  cul- 
tured by  streaking  eosin  methylene  blue  and 
brain-heart-blood  agar  plates.  The  colony  count 
was  performed  by  making  pour  dilution  plates. 
Simultaneously,  Seneca-Avakian  culture  media  in 
Petri  dishes  containing  four  different  media  in 
four  compartments  were  inoculated  by  flooding;  it 
takes  exactly  0.5  ml.  of  urine  to  flood  the  surface  of 
this  medium,  on  which  most  urinary  pathogens 
can  be  identified  and  a colony  count  can  be  esti- 
mated.12 

The  drug  susceptibility  was  done  on  Mueller 
Hinton  medium  using  the  Bauer-Kirby  proce- 
dure13; routinely,  we  used  about  30  drugs.  The 
trimethoprim  disk  contains  1.25  micrograms,  sul- 
famethoxazole 23.75  micrograms,  and  the  Septra 
disk  1.25  micrograms  of  trimethoprim,  plus  23.5 
micrograms  of  sulfamethoxazole.  During  medica- 
tion, urinalyses  and  urine  cultures  were  repeated. 

Immediately  following  medication,  the  following 
tests  were  repeated:  urinalysis,  white  blood  count 
and  differential,  erythrocyte  sedimentation  rate, 
hemoglobin,  hematocrit,  platelet  and  reticulocyte 
counts,  clinical  blood  chemistries,  urine  cultures, 
colony  count,  and  drug  susceptibility. 

Urine  culture,  colony  count,  and  drug  suscepti- 
bility tests  were  repeated  two,  four,  six,  eight,  ten, 
twelve,  and  fifteen  weeks  following  medication. 
An  intravenous  pyelogram  was  repeated  six 
months  following  medication  if  there  was  any  indi- 
cation of  infection;  all  patients  were  checked  for 
adverse  side-effects. 

The  ages  of  these  patients  ranged  from  twenty- 
one  to  seventy-five  years;  there  were  11  males  and 
25  females.  Female  patients  of  childbearing  age 
and  children  under  twelve  years  of  age  were  ex- 


cluded from  this  investigation. 

Indanyl  carbenicillin  investigations.  Thirty 
cases  have  been  thoroughly  documented  in  this 
group;  all  had  the  same  types  of  urinary  tract  in- 
fections and  coexisting  urologic  complications  as 
did  those  in  the  trimethoprim  group.  The  same 
routine  examinations  were  done  on  these  patients 
before,  during,  and  after  medication.  Urine  cul- 
tures, blood  chemistries,  urinalysis,  blood  count, 
erythrocyte  sedimentation  rate,  hematocrit,  and 
hemoglobin  counts  were  done  routinely;  however, 
glucose-6-phosphate  dehydrogenase,  platelet,  and 
reticulocyte  counts  were  not  done. 

There  were  20  females  and  10  males,  ranging  in 
age  from  eighteen  to  seventy-five  years.  Four  pa- 
tients had  elevated  glucose-6-phosphate  dehydro- 
genase counts,  and  8 patients  previously  had  failed 
to  respond  to  trimethoprim  and/or  sulfamethoxaz- 
ole chemotherapy;  there  were  very  few  restrictions 
concerning  medication  in  this  group.  It  was  not 
administered  to  patients  who  had  a history  of  pen- 
icillin sensitivity,  and  children  were  not  included; 
however,  pregnant  females  or  females  of  childbear- 
ing age  were  included.  Two  Pseudomonas  pa- 
tients previously  had  failed  to  respond  to  gentam- 
ycin  sulfate  therapy  but  were  cured  by  indanyl 
carbenicillin. 

Medication.  Trimethoprim  patients  were  given 
2 tablets,  twice  a day,  for  ten  days;  each  tablet  con- 
tains 100  mg.  of  trimethoprim.  A sulfamethoxaz- 
ole tablet  contains  500  mg.  of  the  drug,  given  in  a 
dosage  of  2 tablets,  twice  a day,  for  ten  days. 
Each  tablet  of  Septra  contains  80  mg.  of  trimetho- 
prim plus  400  mg.  of  sulfamethoxazole;  the  dosage 
was  two  tablets,  twice  a day,  for  ten  days. 

Indanyl  carbenicillin  tablets  contain  500  mg.  of 
the  drug,  the  equivalent  of  382  mg.  of  carbenicillin. 
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TABLE  I.  Thirty  six  cases  of  chronic  recurrent  urinary  tract 
infections  treated  with  trimethoprim,  sulfamethoxazole  or 
trimethoprim  plus  sulfamethoxazole 


Sterile  Urine 
Culture  After 
(weeks) 

Tri- 

methoprim 

Sulfa- 

methoxazole 

Tri- 

methorprim 

plus 

Sulfa- 

methoxazole 

Two 

11  of  13 

6 of  11 

6 of  12 

Four 

5 of  13 

5 of  11 

2 of  12 

Six 

7 of  13 

4 of  11 

1 of  12 

The  dosage  was  two  tablets,  four  times  a day,  for 
ten  days.  In  case  the  urine  was  not  sterilized,  but 
there  was  a drop  in  the  colony  count,  the  medica- 
tion was  repeated.  For  prophylactic  therapy,  the 
dosage  was  500  mg.,  four  times  a day,  for  ten  days. 

During  the  ten-day  therapy,  at  the  end  of  thera- 
py, and  two,  four,  six,  eight,  and  ten  weeks  fol- 
lowing therapy,  urine  cultures  were  repeated. 
Blood  chemistries,  including  liver  and  kidney 
function  tests,  hematologic  examinations,  and  uri- 
nalyses, were  repeated  at  the  end  of  medication. 
All  patients  were  watched  for  adverse  side-effects 
during  and  following  medication. 

Results 

Trimethoprim  group.  Table  I shows  the  re- 
sults of  medication  of  chronic  urinary  tract  infec- 
tion with  the  trimethoprim  group. 

Thirteen  trimethoprim  patients  had  the  fol- 
lowing pathogens:  8 Escherichia,  2 Klebsiella,  2 

Proteus  mirabilis,  and  1 Enterobacter.  At  the  end 
of  two  weeks,  11  had  sterile  urine  cultures,  at  the 
end  of  four  weeks,  5 had  sterile  cultures,  and  at  the 
end  of  six  weeks,  7 had  sterile  urine  cultures.  Of 
the  13  pathogens  at  the  end  of  six  weeks,  5 Esche- 
richia and  2 Klebsiella  were  eradicated. 

Eleven  sulfamethoxazole  patients  had  12  uropa- 
thogens:  8 had  Escherichia,  1 P.  mirabilis,  1 

Klebsiella,  and  1 Escherichia  plus  Proteus  vulga- 
ris. At  the  end  of  two  weeks,  6 had  sterile  cul- 
tures. At  the  end  of  four  weeks,  5 had  sterile  cul- 
tures, and  at  the  end  of  six  weeks,  4 had  sterile 
urine  cultures.  Four  Escherichia  were  eradicated 
at  the  end  of  six  weeks. 

Twelve  trimethoprim  plus  sulfamethoxazole  pa- 
tients had  15  pathogens:  5 Escherichia,  1 P.  vul- 
garis, 1 P.  mirabilis,  1 Klebsiella,  1 Enterobacter,  1 
Klebsiella  plus  Escherichia,  1 Klebsiella  plus  P. 
mirabilis,  and  1 P.  vulgaris  plus  Pseudomonas.  At 
the  end  of  two  weeks,  6 of  12  patients  had  sterile 
urine  cultures;  at  the  end  of  four  weeks,  2 of  12 
had  sterile  urine  cultures,  and  at  the  end  of  six 
weeks,  1 of  12  had  sterile  urine.  One  hlscherichia 
was  eradicated  at  the  end  of  six  weeks. 

Side-effects.  A few  patients  had  some  gastric 
complaints  such  as  epigastric  heaviness,  a bitter 
taste  in  the  mouth,  and  sour  eructations.  No  seri- 


TABLE  II.  Result  of  treatment  of  30  cases  of  chronic 
recurrent  urinary  tract  infections  with  indanyl  carbenicillin 


Pathogens 

Number 

of 

Patho- 

gens 

Cured 

Failed 

Reinfected 

Escherichia  coli 

8 

7 

1 

Pseudomonas  aeruginosa 

6 

4 

2 

Enterobacter  aerogenes 

5 

2 

2 

Proteus  plus 

Serratia  marcescens 

3 

3 

E.  coli 

Proteus  (indole  positive) 

2 

2 

Klebsiella  pneumoniae 

2 

2 

Mixed  infections 
Pseudomonas  plus 

E.  coli 

1 

1 

Klebsiella  plus 

E.  coli  plus  Proteus 

1 

1 

Enterobacter  plus 

Klebsiella  plus 
Proteus 

1 

1 

Pseudomonas  plus  E. 

coli  plus  Proteus 

1 

1 

— 

— 

— 

— 

Totals 

30 

18 

11 

i 

ous  gastrointestinal  complaints,  no  hematologic 
changes,  no  skin  rashes  or  allergies,  no  renal  and 
no  hepatic  malfunctions  were  observed,  either 
clinically  or  on  the  basis  of  blood  examinations. 
All  patients  tolerated  the  drugs  very  well,  and 
completed  the  medication.  Those  patients  who 
did  not  respond  to  chemotherapy  on  the  basis  of 
sterile  urine  cultures,  on  which  our  criterion  of 
cure  is  based,  showed  clinical  improvement. 

Indanyl  carbenicillin.  Prior  to  medication,  no 
patient  had  any  significant  laboratory  abnormality 
in  either  blood  chemistries  or  hematologic  tests; 
many  had  protein,  white  blood  cells,  and  a few  red 
cells  in  the  urinary  sediment.  Four  patients  had 
prolongation  of  glucose-6-phosphate  dehydroge- 
nase, and  3 had  diabetes.  Following  medication, 
there  were  no  significant  changes  in  either  blood 
chemistries  or  hematologic  tests.  Elevated  blood 
urea  levels  dropped  to  normal  following  medica- 
tion, and  blood  sugar  levels  also  were  reduced,  but 
hypoglycemia  persisted. 

Table  II  shows  the  effects  of  indanyl  carbenicil- 
lin in  30  patients  with  urinary  tract  infections  on 
the  basis  of  tests  for  uropathogens.  Among  the 
uropathogens  were  8 Escherichia,  6 Pseudomonas, 
5 Enterobacter,  3 Serratia,  2 indole  positive  Pro- 
teus, and  2 Klebsiella;  4 mixed  infections,  one  of 
Pseudomonas  plus  Escherichia,  Klebsiella  plus 
Escherichia  plus  Proteus,  Enterobacter  plus 
Klebsiella  plus  Proteus,  and  Pseudomonas  plus 
Escherichia  plus  Proteus.  Among  18  bacteriologic 
cures  were  7 of  8 Escherichia,  4 of  6 Pseudomonas, 
all  3 Serratia,  2 of  5 Enterobacter,  2 indole  plus 
Proteus.  Among  7 failures  were  1 Escherichia,  2 
Pseudomonas,  2 Enterobacter,  and  2 Klebsiella; 
the  4 mixed  infections  failed  to  respond  to  thera- 
py. Our  criterion  of  cure  was  sterile  urine  cultures 
during  six  weeks  of  follow-up.  All  these  patients 
were  clinically  cured,  and  those  patients  who  still 
had  positive  urine  cultures  showed  clinical  im- 
provement. 
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Adverse  side-effects.  Most  patients  complained 
of  the  bitter  taste  of  the  drug.  When  it  was  used 
in  tablet  form,  this  most  undesirable  side-effect 
was  practically  absent.  Two  patients  had  epigas- 
tric discomfort  with  nausea  hut  completed  ten 
days  of  therapy.  Another  2 patients  developed  di- 
arrhea but  could  complete  the  therapy.  One  pa- 
tient had  bloody  diarrhea,  but  a barium  enema  re- 
vealed no  pathologic  findings.  He  then  had  a 
transurethral  resection  of  the  prostate  and  again 
was  given  indanyl  carbenicillin  with  no  bloody  di- 
arrhea following.  There  were  no  hematologic 
changes,  and  blood  chemistries  did  not  reveal  any 
renal  or  hepatic  dysfunction.  If  anything,  there 
was  a drop  to  normal  of  blood  urea  level  and  a re- 
duction in  blood  glucose  in  diabetic  patients;  no 
penicillin  allergies  were  observed.  It  must  be  stat- 
ed that  any  patient  who  gave  the  least  suspicion 
that  he  had  a penicillin  allergy  was  not  given  car- 
benicillin. 

Comment 

The  in  vitro  and  in  vivo  synergism  of  trimetho- 
prim and  sulfamethoxazole  has  been  thoroughly 
reviewed  by  Garrod.1-2  Brumfitt  and  Pursell14  re- 
ported a 69  per  cent  rate  of  cures  with  cephalexin, 
73  per  cent  with  ampicillin,  and  83  per  cent  with 
trimethoprim  plus  sulfamethoxazole.  Among  do- 
miciliary patients  with  symptomatic  infections,  ce- 
phalexin cures  were  62  per  cent,  ampicillin  88  per 
cent,  trimethoprim  plus  sulfamethoxazole  91  per 
cent,  and  trimethoprim  alone  100  per  cent. 

At  the  November,  1972,  International  Congress 
on  Urinary  Tract  Infections15  in  Madrid,  Europe- 
an investigators  gave  a favorable  report  on  trim- 
ethoprim plus  sulfamethoxazole  in  acute  urinary 
tract  infections,  but  in  chronic  recurrent  infections 
the  results  were  not  dramatic.  Our  observations 
on  treating  chronic  urinary  tract  infections  with 
trimethoprim  plus  sulfamethoxazole  are  discour- 
aging. During  a six-weeks’  follow-up  period,  trim- 
ethoprim kept  7 of  13  cultures  sterile,  and  trim- 
ethoprim plus  sulfamethoxazole  1 of  12,  while  sul- 
famethoxazole alone  kept  4 of  11  sterile. 

It  may  be  speculated  that  by  increasing  the 
daily  dose  of  sulfamethoxazole  from  1.6  Gm.  to  3 
to  6 Gm.  and  maintaining  320  mg.  trimethoprim, 
the  efficacy  of  combination  therapy  may  be  im- 
proved. Ten  days  of  therapy  should  be  prolonged 
to  twenty  days,  and  repeated  when  indicated. 

It  is  claimed  that  the  optimum  concentration  is 
1 part  trimethoprim  to  5 of  sulfamethoxazole.  We 
believe  that  trimethoprim  should  be  available  in 
100-mg.,  dented-tablet  form  and  should  be  used 
three  times  a day  for  ten  to  twenty  days.  ,If  the 
physician  feels  it  should  be  combined  with  a sul- 
fonamide, he  should  feel  free  to  do  so.  Although 
we  have  observed  no  hematologic  changes  in  our 
patients,  the  sequential  blocking  of  folic  acid  by 
sulfamethoxazole  and  trimethoprim  may  adversely 
affect  the  mammalian  (host)  as  well  as  the  bacteri- 


al  folic  acid,  thus  depressing  the  bone  marrow  and 
causing  reversible  or  irreversible  hematologic  com- 
plications. 

We  believe  that  sulfachlorpyridazine  (Sonilyn), 
sulfisoxazole  (Gantrisin),  sulfamethizole  (Thiosul- 
fil),  and  sulfisomidine  (Elkosin)  are  just  as  good 
and  may  be  even  more  effective  antimicrobial  sul- 
fonamides than  sulfamethoxazole.  Therefore,  tri- 
methoprim should  be  available  alone,  and  the  phy- 
sician should  choose  the  sulfonamide  he  wishes, 
and  decide  on  the  dosage  he  wishes  to  administer; 
we  believe  trimethoprim  is  a very  potent  antimi- 
crobial drug.  Similarly,  Brumfitt  and  Pursell14 
have  observed  a 100  per  cent  cure  rate  with  trim- 
ethoprim and  only  a 91  per  cent  cure  rate  with  tri- 
methoprim plus  sulfamethoxazole.  Since  this 
combination  does  not  prevent  any  evolution  of 
drug  resistance,  is  not  superior  to  trimethoprim 
alone,  and  theoretically  may  adversely  affect 
mammalian  folic-acid  metabolism  we  believe  that 
this  powerful  antimicrobial  drug  should  be  avail- 
able to  the  physician  as  a single  drug  in  100-mg. 
tablet  form. 

Indanyl  carbenicillin  in  1 Gm.,  four  times  a day 
for  ten  days,  was  as  effective  as  oral  ampicillin  and 
cephaloglycin  in  selected  acute  urinary  tract  infec- 
tions. For  Pseudomonas,  indole-positive  Proteus, 
and  Enterobacter  the  cure  rate  is  about  50  per 
cent. 

The  disks  used  in  the  Bauer-Kirby  procedure 
contain  50  micrograms  of  carbenicillin.  A zone  of 
17  mm.  or  less  of  inhibition  is  claimed  to  be  car- 
benicillin resistant,  18  to  22  mm.  intermediate, 
and  over  23  mm.  is  genuine  susceptibility.  In  our 
experience,  there  is  poor  correlation  between  in 
vitro  observation  and  clinical  response.  We  also 
observed  an  evolution  of  drug  resistance  both  in 
vitro  and  in  vivo  among  patients.  Indanyl  carben- 
icillin must  not  be  used  indiscriminately  or  there 
will  be  an  evolution  of  resistance  to  carbenicillin 
among  gram-negative  bacteria,  including  Pseu- 
domonas and  Serratia.  If  we  want  good  mileage 
out  of  carbenicillin  in  clinical  medicine,  it  must  be 
used  only  in  selected  cases  of  urinary  tract  infec- 
tions where  other  drugs  have  failed.  Since  the 
drug  has  almost  no  renal  toxicity,  it  can  be  used 
safely  in  patients  with  renal  malfunction  where 
other  drugs  are  contraindicated. 

Tremendous  energy  and  effort  are  being  spent 
by  drug  firms  and  the  Food  and  Drug  Administra- 
tion for  evaluation  of  antimicrobial  agents.  Their 
therapeutic  effectiveness  can  be  demonstrated 
easily  by  these  experiments,  which  amount  to  the 
in-vivo  reaffirmation  of  disk-sensitivity  testing. 
We  seriously  question  whether  or  not  this  is  an  ap- 
propriate approach  to  the  therapy  of  this  group  of 
patients.  Proof  of  successful  therapy  should  lean 
not  to  further  clinical  trials  on  new  patients,  but 
rather  to  continuation  of  therapy  in  a group  of  pa- 
tients shown  to  respond  favorably  to  it.  Clinical 
trials  of  recurrent  urinary  tract  infections  should 
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TABLE  III.  Short-term  response  to  four  antibacterial  drugs:  percentage  of  positive  urine  cultures 


Carbenicillin 


Sulfamethoxazole 


Trimethoprim 


Total  of 

Trimethoprim  plus  Trimethoprim 

Sulfamethoxazole  - — and  Sulfa. — - 


Treatment  Per  Per  Per  Per  Per 


Period 

Cases 

Cent 

Cases 

Cent 

Cases 

Cent 

Cases 

Cent 

Cases 

Cent 

Pretreatment 

30  of  30 

100 

11  of  11 

100 

13  of  13 

100 

12  of  12 

100 

35  of  35 

100 

Eleven  days 

10  of  30 

33 

4 of  11 

36 

1 of  13 

8 

5 of  12 

42 

10  of  35 

29 

Two  weeks 

9 of  30 

30 

5 of  11 

46 

3 of  13 

16 

6 of  12 

50 

13  of  35 

37 

Four  weeks 

11  of  30 

37 

7 of  11 

64 

8 of  13 

62 

10  of  12 

83 

24  of  35 

69 

Six  weeks 

12  of  30 

40 

7 of  11 

64 

6 of  13 

46 

10  of  12* 

83 

22  of  35 

63 

* One  patient  had  a count  of  4,000  staphylocci — not  included. 


FIGURE  I.  Short-term  response  to  4 antibacterial  drugs; 
percentage  of  positive  urine  cultures. 

be  based  on  therapy  with  1 or  multiple  drugs,  used 
either  in  combination  or  in  sequence  to  maintain 
bacteria-free  urine  for  a period  of  at  least  two 
years. 

Table  III  and  Figure  1 show  the  effect  of  short- 
term (six  weeks)  response  in  chronic  urinary  tract 
infections  to  four  antimicrobial  drugs.  Two  weeks 
after  medication  with  carbenicillin,  30  per  cent  of 
patients  had  infected  urine,  37  per  cent  in  four 
weeks,  and  40  per  cent  in  six  weeks;  with  trimetho- 
prim, 16  per  cent  in  two  weeks,  62  per  cent  in  four 
weeks,  and  46  per  cent  in  six  weeks  had  infected 
urines.  With  sulfamethoxazole,  46  per  cent  had 
infected  urines  in  two  weeks,  and  64  per  cent  in 
four  and  six  weeks.  With  trimethoprim  plus  sul- 
famethoxazole, 50  per  cent  of  patients  had  infect- 
ed urines  in  two  weeks  and  83  per  cent  in  four  and 
six  weeks.  Of  the  total  number  of  patients  treated 


in  the  trimethoprim  group,  37  per  cent  had  infect- 
ed urines  in  two  weeks,  69  per  cent  in  four  weeks, 
and  63  per  cent  in  six  weeks.  In  case  we  had  to 
carry  urine  cultures  in  this  group  of  patients  as 
long  as  fifteen  to  eighteen  weeks,  many  additional 
patients  manifested  infected  urine. 
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• 

Vulvovaginal  symptoms  are  common  among  our 
sexually  active  young  women.  At  our  health  cen- 
ter they  account  for  20  to  25  cases  each  week  and 
total  over  7 per  cent  of  female  appointments. 

The  fact  that  many  patients  had  been  treated 
repeatedly  for  “yeast”  and  “trich”  infections, 
often  without  the  benefit  of  a pelvic  examination, 
microscopic  examination  of  the  vaginal  secretions, 
or  vaginal  cultures,  was  impressive.  Interest  was 
evoked  in  doing  a survey  to  determine  the  relative 
incidence  of  each  etiologic  finding  and  to  develop 
an  efficient,  simple,  and  economic  system  of  dif- 
ferential diagnosis. 

Vulvovaginitis,  while  not  generally  serious,  can 
be  quite  distressing  and  has  been  referred  to  as 
“the  woman’s  curse.”  Herpes  vulvovaginitis,  in 
particular,  can  be  severe  enough  to  cause  fever,  ex- 
treme pain  and  discomfort,  and  may  be  disabling 
for  weeks. 

Method 

This  study  was  conducted  during  the  spring  se- 
mester of  1973.  Included  were  152  women  with 
symptoms  of  vulvovaginitis:  leukorrhea,  pruritus, 
and  dyspareunia.  Ten  to  fifteen  minutes,  twice  a 
week,  were  allotted  for  each  appointment  made  at 
a vaginitis  clinic.  A brief  history  was  taken,  a pel- 
vic examination  was  performed  using  a speculum 
without  lubrication,  and  appropriate  cultures  were 
taken  of  vaginal  contents  with  sterile,  cotton- 
tipped  applicators.  A separate  specimen  of  vagi- 
nal contents  was  taken  with  a sterile,  cotton- 


The  most  common  cause  of  vulvovaginal  symptoms 
in  the  sexually  active  young  college  woman  is  Can- 
dida. A significant  number  of  patients  tested, 
however,  have  no  specific  findings.  A fresh-mount 
microscopic  examination,  plus  a Nickerson’s  cul- 
ture, were  found  to  be  most  helpful  in  making  a di- 
agnosis. 


tipped  applicator  for  immediate  microscopic  fresh- 
mount  study.  Finally,  the  pH  was  determined 
with  Hydrion  tape  from  the  forward  edge  of  the 
removed  speculum. 

A specimen  was  taken  from  the  cervical  os  for 
gonococci,  placed  on  Thayer-Martin  type  medium, 
and  incubated  in  10  per  cent  carbon  dioxide.  A 
specimen  was  taken  for  Haemophilus  vaginalis, 
placed  immediately  in  thioglycolate  hroth,  incu- 
bated for  three  to  four  hours,  and  then  streaked  on 
Casman’s  (rabbit)  blood  agar  base  and  incubated 
in  10  per  cent  carbon  dioxide  according  to  the 
method  of  Gardner  and  Dukes.1-5  A third  culture 
was  taken  for  Candida  on  Sabouraud’s  agar  medi- 
um with  later  transfer  to  chlamydospore  or  corn 
meal  agar,  or  directly  on  to  Nickerson’s  agar  medi- 
um.6-8 This  was  incubated  at  room  temperature. 

A specimen  for  fresh-mount  study  was  taken  by 
the  examining  physician  to  the  microscope  imme- 
diately after  the  pelvic  examination,  mixed  on  a 
glass  slide  with  a large  drop  of  normal  saline,  cov- 
ered with  a cover  slip,  and  examined  under  low 
and  high  power.5  Note  was  made  of  the  presence 
or  absence  of  lactobacilli,  leukocytes,  live  flagellat- 
ed protozoa,  Candida  filaments  or  pseudohyphae, 
and  masses  of  short-rod  bacilli  both  floating  free 
or  adherent  to  epithelial  cells  as  “clue  cells.”  5 

Treatment 

Candidiasis:  Nightly  insertion  of  nystatin  (My- 
costatin)  vaginal  tablets,  100,000  units  for  two 
weeks. 

Trichomoniasis:  Metronidazole  (Flagyl),  250 

mg.,  one  tablet  orally  three  times  a day,  for  ten 
days.9  For  the  male  sex  partner,  one  tablet,  twice 
a day,  for  ten  days  concomitantly. 

H.  vaginalis  vaginitis:  A sulfanilamide-contain- 
ing vaginal  cream  (AVC— applicatorful  inserted 
vaginally,  nightly,  for  two  weeks). 

Other  treatment  as  indicated. 

Patients  were  encouraged  to  report  back  on 
their  progress  one  week  after  the  completion  of 
treatment. 

Results 

Cultures  for  gonococci  were  all  negative.  Pa- 
tients with  venereal  disease  exposure  or  acute 
symptoms  of  possible  venereal  disease  were  seen 
promptly  in  the  regular  medical  clinic  rather  than 
being  scheduled  for  the  vaginitis  clinic. 
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TABLE  I.  152  Patients  with  vulvovaginal  symptoms 


Diagnosis 

Number 

of 

Cases 

Per 

cent 

Candidiasis 

59 

37 

Normal  findings 

41 

27 

Chronic  cervicitis 

22 

15 

H.  vaginalis  vaginitis 

20 

13 

Trichomoniasis 

9 

5 

Herpes  simplex 

7 

5 

Vaginitis,  cause  undetermined 

6 

4 

Condylomata 

4 

3 

“Lost”  tampon 

1 

Cervical  polyp 

1 

Trauma 

1 

Contact  dermatitis 
Total 

1 

172 

Several  recent  surveys  among  the  symptomatic 
and  asymptomatic  sexually  active  college  students 
have  yielded,  contrary  to  popular  belief,  a low  rate 
of  gonorrheal  infection.10-12  We  do,  however,  rec- 
ommend taking  routine  cultures  for  gonorrhea  so 
as  not  to  miss  the  occasional  positive  case. 

The  pH  ranged  from  4 to  6.5.  We  would  agree 
that  it  does  not  contribute  significantly  to  a differ- 
ential diagnosis.13 

Table  I lists  the  diagnoses  giving  a total  of  172 
cases  among  the  152  patients.  There  were  20 
cases  of  Candida  plus  a concomitant  condition. 

A final  diagnosis  of  Candida  was  made  only  with 
a positive  culture,  since  it  is  a most  difficult  diag- 
nosis to  make  without  a culture.6  7’14  The  pelvic 
examination  is  most  often  not  revealing  except  in 
severe  infections.  Thrush  patches  were  rare.  The 
fresh  microscopic  mount  findings  were  similar  to 
the  normal.  Findings  of  filamentous  or  pseudohy- 
phae  forms  made  a positive  diagnosis  more  cer- 
tain; however,  search  for  them  was  quite  tedious 
and  they  often  were  not  found. 

Of  those  59  patients  with  positive  Candida  cul- 
tures, 31  (53  per  cent)  were  diagnosed  clinically;  11 
per  cent  had  recently  taken  antibiotics.  However, 
of  those  41  patients  diagnosed  as  normal,  18  per 
cent  also  had  recently  taken  antibiotics. 

Of  those  same  59  cases,  39  (66  per  cent)  had 
used  oral  (non-sequential)  contraceptives;  20  (34 
per  cent)  had  used  either  intrauterine  contracep- 
tive devices,  condoms,  diaphragms,  foams,  or  no 
contraceptives  at  all. 

A diagnosis  of  normal  was  made  in  those  cases 
in  which  the  pelvic  examination  was  essentially 
normal,  the  microscopic  fresh-mount  findings  were 
normal,  and  the  cultures  were  negative.  This 
group  was  most  difficult  to  differentiate  from  Can- 
dida infections  without  a culture.6’714  Of  the  41 
normal  cases,  26  (63  per  cent)  were  clinically  mis- 
diagnosed as  Candida.  Reassurance  of  many  of 
these  patients  was  the  only  necessary  treatment. 

A diagnosis  of  chronic  cervicitis  was  made  on 
the  clinical  appearance  of  the  cervix;  it  was  the 


sole  diagnosis  in  15  cases  and  a concomitant  diag- 
nosis in  7 cases. 

Cultures  taken  for  H.  vaginalis  did  not  reveal 
any  that  were  definitely  positive.  Diagnosis  by 
examination  of  the  fresh  vaginal  specimen  has 
been  well  described:  findings  of  absent  or  few  lac- 
tobacilli,  few  or  no  pus  cells,  the  presence  of  large 
numbers  of  short  rod  shaped  bacilli,  and  “clue 
cells.”  2,5  Our  diagnosis  was  made  almost  entirely 
on  the  examination  of  the  fresh-mount  findings. 

It  is  agreed  that  the  culture  for  this  organism  is  too 
complex  for  routine  use. 

A diagnosis  of  trichomoniasis  was  made  easily 
with  the  finding  of  live  flagellated  protozoa  in  the 
fresh  microscopic  mounting.  Culture  is  not 
thought  necessary  for  office  diagnosis.6’15 

A diagnosis  of  herpes  simplex  was  made  on  the 
clinical  findings  of  a painful,  swollen  vulva  and  va- 
gina, with  a typical  grouping  of  vesicles,  often  ul- 
cerated and  secondarily  infected.  Several  cases 
were  confined  to  the  infirmary  because  of  the  se- 
verity of  the  symptoms. 

A diagnosis  of  vaginitis,  cause  undetermined, 
was  made  in  those  cases  having  negative  cultures 
and  the  finding  of  many  pus  cells  in  the  fresh 
mount  in  contradistinction  to  H.  vaginalis.  These 
were  treated  as  bacterial  infections. 

I- 

Comment 

A vast  majority  of  our  patients  were  young  and 
sexually  active.  Over  50  per  cent  had  received 
previous  treatment  for  vaginitis.  The  symptoms 
were  mainly  mild  to  moderate,  the  most  frequent 
being  itching,  burning,  discharge,  and  dyspareun- 
ia.  If  a patient  complained  of  vaginal  discharge,  it 
must  be  assumed  that,  to  her,  it  was  a change  from 
her  normal.  From  a diagnostic  point  of  view,  it 
proved  of  little  assistance,  however,  except  per- 
haps for  the  foamy,  greenish  malodorous  type  as- 
sociated with  trichomonas  infection. 

In  addition  to  the  usual  history  and  pelvic  ex- 
amination, a microscopic  fresh-mount  study  is 
most  helpful.  The  finding  of  live  trichomonads 
makes  the  diagnosis  certain.  The  typical  finding 
of  absent  lactobacilli,  absent  pus  cells,  and  the 
presence  of  many  clumps  of  short-rod  bacilli  and 
“clue  cells”  indicates  a diagnosis  of  H.  vaginalis. 

A culture  for  this  organism  is  complex  and  was  un- 
successful in  our  study;  it  is  not  deemed  necessary 
for  an  office  diagnosis.5  A diagnosis  of  Candida  is 
most  accurately  made  by  a culture.  Nickerson’s 
agar  medium  is  most  specific  and  at  room  temper-  ,, 
ature  the  brownish-to-black  colonies  may  be  found 
after  twenty-four  to  forty-eight  hours.6'7,13’14 

All  that  itches  is  not  a yeast  infection.  Vaginal 
itching  was  a common  symptom  in  our  series  and 
it  was  felt  that  a high  percentage  of  patients  had 
no  discernible  infection.  It  is  agreed  that  the  clin- 
ical diagnosis  of  Candida  infection  carries  a high 
incidence  of  error.6,7,14  Often  it  might  be  best  to 
wait  several  days  for  the  Candida  culture  before 


500  New  York  State  Journal  of  Medicine/  March  1 974 


prescribing  treatment  in  doubtful  cases. 

It  is  well  known  that  many  women  with  vaginal 
pathogens  are  asymptomatic  and  many  women 
with  vulvovaginal  symptoms  have  normal  find- 
ings813141 what  is  responsible  for  the  symptoms  is 
far  from  clear.  The  association  of  antibiotics  was 
not  significant  in  our  series.  Also,  the  role  of  the 
oral  contraceptive  is  far  from  settled.161.  Several 
factors — increased  vaginal  secretion  due  to  sexual 
stimulation,  wearing  of  snug  nylon  panties,  and 
anxiety  over  getting  vaginitis — are  suggested. 

Vulvovaginal  symptoms  tend  to  be  recurrent 
and  often  are  not  due  to  the  same  cause.  It  would 
seem  wise  to  repeat  the  pelvic  examination,  fresh- 
mount  studies,  and  Candida  culture  with  each  re- 
currence. 

Treatment  of  the  male  partner  is  mandatory  in 
trichomonas  but  also  should  be  considered  in  re- 
sistant Candida  and  H.  vaginalis  infections.13 

Summary 

A series  of  152  patients  with  vulvovaginal  symp- 
toms among  a group  of  predominantly  young,  sex- 
ually active  college  women  is  presented.  An  im- 
mediate microscopic  fresh-mount  study,  plus  a 
Candida  culture  on  Nickerson’s  medium,  is  most 
helpful  in  diagnosis.  Without  a culture,  a diagno- 
sis of  candidiasis  carries  a high  incidence  of  error. 
A significant  number  of  patients  with  symptoms 
have  normal  findings. 
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An  acute  effect  of  cigarette 
smoking  on  platelet  function 

According  to  “An  Acute  Effect  of  Cigarette  Smoking 
on  Platelet  Function:  A possible  link  between  smoking 
and  arterial  thrombosis,”  which  appeared  in  Circulation 
48:  619,  September,  1973,  research  has  demonstrated 
that  nicotine  may  be  associated  with  alteration  of  plate- 
let function.  The  author,  P.  H.  Levine,  describes  the  ef- 
fects of  platelet  aggregation  after  smoking  a single  ciga- 


biology,  who  was  responsible  for  the  preparation  of  the  media 
and  the  bacteriologic  material. 
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rette,  compared  to  smoking  a lettuce  leaf  cigarette. 
After  smoking  a single  cigarette,  patients  demonstrated 
a marked  increase  in  platelet  aggregation,  compared  to 
no  significant  effect  after  smoking  a lettuce  leaf  filled 
cigarette.  This  increase  in  platelet  function  could  be 
observed  as  early  as  ten  minutes  after  smoking.  Such 
changes  may  be  mediated  by  nicotine-induced  epineph- 
rine release,  but  was  not  related  to  the  increase  in  free 
fatty  acids.  The  data  presented  a suggestive  possible 
direct  causative  association  between  cigarette  smoking 
and  arterial  thrombotic  disease. 
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It’s  time  for  action  to  defend  the  law 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulation 

The  American  Academy  of  Dermatol 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associa  n 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


int  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
affirm  the  support  of  the  participat- 
g organizations  for  the  laws,  regula- 

■ nsand  professionaltraditionswhich 
, Dhibit  the  unauthorized  substitution 
i drug  products. 

Traditionally,  physicians,  den- 
ts and  pharmacists  have  worked 

■ operatively  to  serve  the  best  inter- 
ns of  patients.  Productive  coopera- 
; n has  been  achieved  through 
utual  respect  as  well  as  a common 
<ncern  for  the  ideals  of  public 
rvice.  This  mutual  respect  has  been 

i lected,  in  part,  by  joint  support 
or  the  years  for  the  adoption  and 
(forcement  of  laws  and  regulations 
ocifically  prohibiting  unauthorized 
s DStitution  and  encouraging  joint 
c.cussion  and  selection  of  the 

s jrce  of  supply  of  drug  products. 

"ie  basic  principles  of  medical,  den- 
t and  pharmacy  practice  are  thus 
Uized  and  preserved  in  the  interest 
c oatient  welfare. 

The  antisubstitution  laws  have 
r:  obstructed  enhancement  of  the 
pfessional  status  of  pharmacy  any 
r >re  than  they  have  in  and  of  them- 
sves  guaranteed  absolute  protec- 
t t from  unsafe  drugs,  or  freed 
P/sicians,  dentists  and  pharmacists 
f m their  responsibilities  to  patients, 
^a  practical  matter,  however,  such 
li's  and  regulations  encourage  inter- 
r Sessional  communications  regard- 

ii  drug  product  selection  and  assure 
e:h  profession  the  opportunity  to 
excise  fully  its  expertise  in  drug 
uige,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
b urged  to  increase  the  frequency 
a i regularity  of  their  contacts  with 
Pirmacists  in  selection  of  quality 
d g products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
iaws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1 1 55  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 
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After  well-baby  care,  the  pediatrician’s  time  is 
occupied  most  with  that  frequent  and  ubiquitous 
illness,  the  upper  respiratory  infection.  Yet  the 
aphorism  “the  majority  of  respiratory  illness  is  of 
viral  etiology”  is  forgotten  in  the  rush  of  everyday 
practice.1  Perhaps  this  important  fact  has  not 
been  emphasized  enough  in  early  training,  for 
Weller,2  in  the  E.  Cannon  Eley  lecture,  has  noted  a 
surprising  degree  of  ignorance  among  house  staff 
concerning  respiratory  infections  and  rheumatic 
fever.  This  inevitably  leads  to  inappropriate 
treatment  and  to  the  possibility  of  iatrogenic  dis- 
ease. 

Diagnosis 

It  then  follows  that  the  primary  question  to  be 
answered  when  examining  a child  with  upper  re- 
spiratory infection  is,  “Is  the  causative  agent  viral 
or  streptococcal?”  If  we  proceed  in  this  manner, 
the  correct  treatment  is  then  more  likely  to  follow. 
On  the  one  hand,  we  should  see  less  drug  sensitiza- 
tion, while  on  the  other  the  incidence  of  rheumatic 
fever  and  perhaps  glomerulonephritis  should  de- 
crease. Routine  nose  and  throat  cultures,  fre- 
quently recommended,  are  not  always  feasible  for 
many  reasons.  Furthermore,  the  thoughtless  reli- 
ance on  laboratory  work  has  not  always  been  of 
value  to  either  the  patient  or  the  physician.  How- 
ever, total  dependence  on  clinical  impression  also 
may  lead  to  further  difficulties.  How  then  to  pro- 
ceed when  faced  with  this  daily  “simple”  problem? 
This  illness  should  be  accorded  the  very  same 
careful  history  and  physical  examination  as  are 
other  medical  problems. 


Upper  respiratory  infections  occupy  a good  part  of 
the  pediatricians’  time.  The  fact  that  the  majori- 
ty of  these  infections  is  viral  should  always  be  kept 
in  mind.  A complete  history  and  physical  exami- 
nation will  often  elucidate  the  diagnosis  and  will 
avoid  unnecessary  laboratory  studies  and  therapy. 


History 

In  taking  the  history  of  a child  with  a sore 
throat,  special  attention  should  be  paid  to  certain 
specific  symptoms  and  signs.  If  there  is  much  rhi- 
norrhea,  the  illness  is  probably  viral.  However, 
infants  may  have  a purulent  rhinitis  of  streptococ- 
cal origin  rather  than  the  habitual  pharyngitis  of 
older  children.3  Hoarseness  is  practically  always 
due  to  viral  infection  as  is  an  upper  respiratory  in- 
fection associated  with  much  coughing.  The  his- 
tory of  an  upper  respiratory  infection,  combined 
with  diarrhea  or  conjunctivitis,  should  weight  the 
decision  heavily  in  favor  of  a viral  cause;  the  tem- 
perature curve  may  be  of  some  aid  in  diagnosis. 
Both  viral  and  bacterial  infections  may  give  high 
fever  at  the  onset,  but  if  the  temperature  has  been 
low  for  two  or  three  days  and  then  rises,  one  is 
probably  dealing  with  a bacterial  infection.  The 
severity  of  the  sore  throat,  vomiting,  and  headache 
are  of  no  great  value  for  differential  diagnosis; 
they  may  be  found  alone  or  in  combination  in  ei- 
ther viral  or  streptococcal  infections. 

The  immunizations  which  the  child  has  received 
are  an  important  part  of  the  past  history.  Al- 
though diphtheria  is  rarely  seen  today,  it  is  com- 
forting to  know  that  toxoid  has  been  given. 

Although  awareness  of  what  is  “going  around” 
in  any  area  is  of  value,  more  important  is  the  im- 
mediate  family  history.  If  a sibling  has  been  ill, 
then  it  often  is  possible  to  predict  the  exact  course 
the  patient  will  follow. 

Physical  examination 

The  widely  held  impression  that  streptococcal 
throats  are  always  edematous,  beefy  red,  covered 
with  exudate,  and  also  at  times  with  petechiae, 
leads  to  errors  in  diagnosis  and,  therefore,  in  treat- 
ment. At  least  30  per  cent  of  streptococcal  throats 
are  mildly  to  moderately  congested  and,  therefore, 
resemble  viral  pharyngitis.4  On  the  other  hand,  !j 
viral  infections  such  as  infectious  mononucleosis, 
early  herpetic  gingivostomatitis,  and  those  caused 
by  certain  adenoviruses  may  mimic  a “strep 
throat.” 

Cervical  adenopathy  may  be  found  in  both  viral 
and  streptococcal  infections.  However,  large  ten- 
der nodes,  especially  the  so-called  “tonsillar” 
nodes,  usually  narrow  the  differential  diagnosis  to 
either  streptococcal  infection  or  infectious  mono- 
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nucleosis.  The  findings  associated  with  the  latter 
condition  should  make  throat  cultures  unneces- 
sary in  the  majority  of  these  cases. 

The  location  of  herpetic  ulcers  on  tonsillar  pil- 
lars, the  soft  palate,  and  the  posterior  pharynx  in- 
dicates the  diagnosis  of  herpangina.  The  more 
widespread  eruption  of  herpetic  lesions  on  the 
buccal  mucosa,  gums,  and  tongue  permits  the  easy 
recognition  of  herpetic  ulcerative  gingivostomati- 
tis. 

Leukemia  and  agranulocytosis  must  be  ruled 
out  if  ulcerations  of  any  type  persist. 

If,  by  chance,  the  child  has  never  received  diph- 
theria toxoid,  this  diagnosis  cannot  be  entirely  ig- 
nored. As  demonstrated  by  the  recent  Texas  epi- 
demic, this  disease  still  occurs  in  the  United 
States.  The  exudate  may  be  more  widespread 
than  in  other  illnesses,  covering  the  uvula;  a 
“mousy”  odor  may  be  noted.  The  adenopathy  can 
be  extensive,  giving  the  so-called  “bull”  neck. 
However,  even  in  the  cases  with  severe  toxicity, 
paralyses,  and  myocarditis,  the  temperature  rarely 
goes  above  102°. 

Of  course,  if  diphtheria  is  suspected,  a throat 
culture  is  mandatory. 

Special  conditions 

Acute  epiglottiditis  with  its  explosive  onset, 
chills,  high  fever,  extreme  toxicity,  respiratory  dif- 
ficulty, muffled  voice,  and  cherry-like  epiglottis,  is 
usually  easily  recognizable  and  calls  for  immediate 
hospitalization  for  institution  of  ampicillin  thera- 
py and  very  often  for  a tracheostomy.  Many  pedi- 
atricians consider  this  latter  procedure  a conserva- 
tive rather  than  a radical  one  when  faced  with  a 
child  stricken  by  this  disease.  Haemophilus  in- 
fluenzae type  B can  be  cultured  from  both  blood 
and  throat. 

Peritonsillar  abscess,  a rare  occurrence  in  chil- 
dren, is  characterized  by  a septic  fever,  severe  pain 
with  associated  trismus,  and  swelling  and  redness 
of  the  tonsillar  pillars  with  displacement  of  the 
uvula.  Incision  and  drainage,  in  addition  to  anti- 
biotics, are  necessary,  followed  several  weeks  later 
by  a tonsillectomy  that  will  avoid  the  recurrences 
characteristic  of  this  illness. 

Otitis  media  is  frequently  associated  with  upper 
respiratory  infection  in  children.  Acute  catarrhal 
otitis  media  (OMCA)  requires  only  symptomatic 
care.  Acute  purulent  otitis  media  (OMPA),  de- 
spite the  suggestion  in  a recent  article  of  a viral 
agent  as  the  causative  factor  in  many  cases,5  must 
still  be  treated  as  a bacterial  infection.  Nose  and 
throat  cultures  correlate  poorly  with  those  taken 
by  puncture  of  the  intact  tympanic  membrane.6 
Diplococcus  pneumonia  is  the  causative  organism 
found  most  frequently  in  all  age  groups,  although 
in  children  under  four  years  of  age  the  possibility 
of  H.  influenzae  type  B must  be  considered  since  it 
has  been  found  in  about  30  per  cent  of  cases  in  this 
age  group.7 


Management 

The  main  thesis  of  this  article  is  the  proposition 
that  the  physician  is  first  and  foremost  a clinician 
and  that  his  first  thought  should  not  be  directed 
toward  the  making  of  nose  and  throat  cultures  in 
every  case  of  upper  respiratory  infection.  If  the 
history  and  physical  examination  point  to  a viral 
infection,  the  treatment  should  be  supportive.  If 
there  are  findings  strongly  suggestive  of  a strepto- 
coccal infection,  penicillin  should  be  given  in  such 
a manner  that  an  appropriate  blood  level  is  main- 
tained for  ten  days.  If  this  is  in  the  form  of  oral 
therapy,  an  explanation  must  be  given  to  the 
mother  concerning  the  apparently  benign  course 
with  great  clinical  improvement  after  forty-eight 
hours  of  treatment.  She  should  be  warned  of  the 
possible  problems  that  might  arise  if  the  antibiotic 
is  not  continued  for  the  full  ten  days.  On  the 
other  hand,  a lack  of  response  after  forty-eight 
hours  of  appropriate  therapy  is  strong  evidence 
against  streptococcal  infection.  Therefore,  main- 
taining communication  with  the  mother  is  neces- 
sary. A reexamination  at  that  time  will  usually 
elucidate  the  diagnosis. 

If  the  child  is  allergic  to  penicillin,  erythromycin 
should  be  used;  but  here,  because  of  rare  strepto- 
coccal resistance,  a culture  should  be  made  and 
sensitivity  studies  done.8  Sulfonamides  and  te- 
tracyclines should  never  by  prescribed  for  this  ill- 
ness. 

All  this  is  not  meant  to  deny  the  great  value  of 
throat  cultures.  As  already  noted,  about  30  per 
cent  of  streptococcal  infections  cannot  be  differen- 
tiated clinically  from  infections  caused  by  viruses. 
If  there  is  nothing  in  the  history  or  the  physical  ex- 
amination to  aid  in  establishing  a diagnosis,  a 
throat  culture  is  mandatory.  Whether  treatment 
is  started  before  culture  results  are  known  should 
depend  on  the  degree  of  patient  discomfort.  If  the 
pharyngitis  should  be  of  streptococcal  origin,  and 
treatment  is  started,  he  will  be  much  improved  by 
the  time  the  culture  results  are  read;  if  it  is  caused 
by  a virus,  the  antibiotic  can  be  discontinued. 

If  the  mother  has  started  antibiotic  therapy  for 
a sore  throat  before  the  child  is  seen,  a culture  may 
be  misleading.9  Ten  days  of  treatment  become 
obligatory. 

Conclusion 

There  are  many  physicians  who  make  throat 
cultures  on  all  patients  with  respiratory  infections; 
it  is  difficult  to  be  critical  of  this  procedure.  How- 
ever, is  this  “mechanization”  the  ideal  way  to 
practice  medicine?  It  is  customary  these  days  to 
talk  about  “total”  care  of  the  child.  Probably  an 
analytic  approach  to  all  problems,  even  to  the 
“simple”  respiratory  infection,  rather  than  too 
much  reliance  placed  on  laboratory  tests,  will  lead 
to  better  overall  pediatric  care. 
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Chondromalacia  patellae,  while  generally  ac- 
cepted as  a clinical  entity,  is  often  difficult  to  diag- 
nose clinically.  It  is  sometimes,  but  hot  always, 
associated  with  patella  alta  and  patella  subluxa- 
tion. Various  signs  and  radiographic  findings 
have  been  suggested  to  establish  a clinical  diagno- 
sis, but  none  are  pathognomonic.1,2  Because  of 
this  difficulty  in  diagnosis,  chondromalacia  patel- 
lae is  often  used  as  a “waste  basket”  diagnosis. 
By  definition,  however,  it  is  softening  of  the  artic- 
ular cartilage  of  the  patella.  This  softening  is  al- 
ways observed  histologically. 

Chondromalacia  patellae  frequently  occurs  in 
young  persons.  Whether  or  not  it  is  a precursor  of 
patellofemoral  osteoarthritis  is  not  known,  and  it 
is  usually  difficult  to  obtain  a history  suggestive  of 
chondromalacia  patellae  in  patients  with  patello- 
femoral osteoarthritis.  Only  a well-planned  pro- 
spective long-term  follow-up  study  of  the  patients 
with  chondromalacia  patellae  would  settle  this 
question. 

There  have  been  numerous  histologic  and  bio- 
chemical studies  of  osteoarthritic  cartilage.  In 
some  of  these  studies  the  term  chondromalacia  has 
been  used  to  denote  a softened  area  of  osteoarthri- 
tic articular  cartilage.  This  terminology  is  confus- 
ing. The  present  histologic  and  biochemical' study 
was  done  to  determine  whether  or  not  the  softened 
cartilage  of  chondromalacia  patellae  is  the  same  as 
that  seen  in  patients  with  osteoarthritis. 

‘Present  address:  Division  of  Orthopedic  Surgery,  Bowman 
Gray  School  of  Medicine  of  Wake  Forest  University,  Winston- 
Salem,  North  Carolina  27103. 


FIGURE  1.  Microphotograph  of  malacic  area  of  chondro- 
malacia patellae  showing  rough  surface  with  fibrillation 
(hematoxylin-eosin  stain). 


Materials  and  methods 

Samples  were  obtained  from  the  malacic  areas 
of  the  patellar  articular  cartilages  of  11  patients 
with  chondromalacia  patellae  diagnosed  at  opera- 
tion by  shaving.  The  patients’  ages  averaged  21.7 
years.  Five  normal  control  samples  were  obtained 
from  either  freshly  amputated  legs  or  fresh  cadav- 
ers. The  average  age  of  the  control  samples  was 
32.2  years. 

The  samples  were  processed  routinely  for  histo- 
logic examination,  stained  with  hematoxylin-eosin 
and  safranin  O stains,  and  prepared  for  biochemi- 
cal examination  in  the  following  manner.  Each 
specimen  was  kept  frozen  in  normal  saline  until 
time  for  analysis.  No  specimen  was  kept  frozen 
for  more  than  four  days.  After  being  minced  and 
weighed,  the  specimen  was  thoroughly  homoge- 
nized in  ice-cold  0.34-molar  sucrose  in  a Virtus-45 
homogenizer  at  low  to  middle  speed.  The  homog- 
enate was  used  for  the  determination  of  DNA 
(deoxyribonucleic  acid),  noncollagenous  protein, 
and  hexosamine  content  according  to  the  methods 
of  Bonting  and  Jones,3  Lowry  et  al.,4  and  Rondle 
and  Morgan5  respectively.  The  rest  of  the  homog- 
enate was  centrifuged  at  4°  C.  for  fifteen  minutes 
at  10,000  revolutions  per  minute.  The  superna- 
tant was  analyzed  for  acid  phosphatase,  beta  glu- 
curonidase, and  cathepsin  D according  to  the 
methods  of  Bessey,  Lowry,  and  Brock,6  Fishman, 
Springer,  and  Brunetti,"  and  Gianetto  and  de- 
Duve8  respectively. 

Results 

Histologic.  Fibrillations  occurred  in  many 
parts  of  the  softened  area,  sometimes  concomi- 
tantly with  scarring  of  the  matrix  (Fig.  1).  In  saf- 
ranin O-stained  specimens  these  areas  and  areas 
superficial  to  transitional  zones  of  the  cartilage 
showed  poor  red-dye  fixation  and  were  stained 
bluish  (Fig.  2).  The  overall  pattern  of  distribution 
of  the  chondrocytes  was  relatively  undistorted 
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FIGURE  2.  Microphotograph  showing  scarring  of  fibrilla- 
tion (safranin  O stain). 


FIGURE  3.  Microphotograph  showing  fibrillated  area  as- 
sociated with  occasional  mild  chondrocyte  cloning  (safran- 
in O stain). 

since  it  is  similar  to  the  pattern  seen  in  normal 
cartilage,  but  mild  chondrocyte  cloning  could  be 
seen  near  some  fibrillated  areas  (Fig.  3).  The  de- 
gree of  cloning  was  not  as  significant  as  that  often 
seen  in  osteoarthritic  cartilage,  since  there  is  less 
hypercellularity  and  collagen  disorientation. 
Generally,  all  zones  of  articular  cartilage  were 
present,  and  the  deeper  zones  beyond  the  radial 
zone  were  stained  a deep  red  in  safranin  O-stained 
specimens.  There  was  no  focal  area  of  scanty 
chondrocyte  population  unlike  osteoarthritic  carti- 
lage where  such  an  area  is  often  observed.  Fre- 
quently, there  were  areas  of  abrasion  of  the  articu- 
lar surface,  and  in  these  areas  the  red-dye  fixation 
was  poor  in  safranin  O-stained  specimens  (Fig.  4). 

Biochemical.  The  results  of  the  biochemical 
analysis  are  shown  in  Tables  I and  II.  DNA,  non- 
collagenous  protein,  and  hexosamine  content  were 
expressed  in  relation  to  sample  wet  weight.  The 
lysosomal  enzyme  levels  were  expressed  in  relation 
to  DNA.  Each  category  was  subjected  to  statisti- 
cal comparison  by  the  student’s  “t”  test.  In  chon- 
dromalacia DNA  content  was  elevated  although 
not  to  levels  of  statistical  significance.  Noncol- 
lagenous  protein  levels  were  the  same  in  both 


The  malacic  area  of  the  patella  articular  cartilage 
in  11  patients  with  chondromalacia  patellae  was 
examined  histologically  and  biochemically  to  de- 
termine whether  or  not  it  is  identical  to  the  malac- 
ic areas  seen  in  patients  with  osteoarthritis.  Bio- 
chemical analysis  revealed  a slight  increase  in 
DNA  (deoxyribonucleic  acid)  and  beta  glucuroni- 
dase, a slight  decrease  of  hexosamine,  a significant 
increase  of  cathepsin  D,  and  no  change  in  acid 
phosphatase  or  noncollagenous  protein.  Histolog- 
ic analysis  showed  that  the  distribution  of  chon- 
drocytes was  quite  normal,  although  there  was 
some  mijd  chondrocytic  cloning  in  areas  where 
there  were  also  fibrillations.  There  was  less  clon- 
ing than  in  osteoarthritic  cartilage.  This  study 
suggests:  (1)  that  chondromalacia  patellae  is 

probably  an  early  phase  of  osteoarthritis,  and  (2) 
that  one  of  the  major  lysosomal  enzymes  causing 
this  degenerative  process  is  cathepsin  D;  one  of  the 
less  important  ones  is  beta  glucuronidase. 


groups.  Hexosamine  content  was  decreased  in 
chondromalacia  but  again  not  to  levels  of  statisti- 
cal significance.  Acid  phosphatase  levels  were  the 
same  in  both  groups.  In  chondromalacia  beta  glu- 
curonidase was  elevated  but  not  significantly,  and 
cathepsin  D was  significantly  increased. 


is 


FIGURE  4.  Microphotograph  showing  area  of  abrasion  of 
articular  surface  (safranin  O stain). 
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TABLE  I.  Biochemical  findings  in  chondromalacic  and  normal  patellar  cartilage 


. DNA 

Number  micrograms  per  milligram 
Tissue  of  Cases  wet  weight 


Normal  5 1.507  ±0.199 

Chondromalacia  11  1.997  ±0.625 

“T”  test  ...  0.2  < p < 0.3 


Noncollagenous 

Protein » Hexosamine • 

— 10*  mg.  micrograms  per  milligram 

per  milligram  wet  weight  wet  weight 

3 .84  ± 1.12  14.40  ± 3.50 

3 .91  ± 1.36  12.74  ± 3 .93 

0 .3  < p < 0.4 


TABLE  II.  Biochemical  findings  in  chondromalacic  and  normal  patellar  cartilage 

—Acid  Phosphatase—  —Beta  Glucuronidase — — — Cathepsin  D 

Number  Enzyme  Activity  Enzyme  Activity  Enzyme  Activity 

Tissue  of  Cases  per  Milligrams  DNA*  per  Milligrams  DNA  per  Milligrams  DNA 

Normal  5 12.31  ± 4 05  1.754  ± 0.569  0.328  ±0.147 

Chondromalacia  11  12.16  ± 6.03  2.316  ± 1.611  1.043  ±0.666 

“T”  test  ...  0 . 1 < p < 0 .2  0.5  < p <0.1 

♦Enzyme  activity:  microequivalent  of  substrate  per  hour  incubation  at  37°  C. 


Comment 

Osteoarthritic  cartilage  is  known  to  show  a wide 
range  of  histologic  spectra  depending  on  the  area 
examined.  Some  areas  may  be  similar  histologi- 
cally to  the  malacic  area  of  chondromalacia  patel- 
lae; other  areas  may  show  varying  degrees  of  mac- 
roscopic and  microscopic  cartilaginous  degrada- 
tion, from  mild  degradation  to  complete  disap- 
pearance of  a whole  cartilaginous  zone.  There 
may  be  extensive  areas  of  roughened  surface  and 
of  fibrillation  with  significant  loss  of  glycosamino- 
glycans.  Severe  chondrocyte  cloning  with  marked 
collagen  disorientation  may  be  present  in  these 
areas,  or  there  may  be  scanty  cell  population  with 
marked  distortion  of  the  cartilaginous  matrix.9’10 
This  diversity  of  focal  morphology  limits  the  inter- 
pretation that  can  be  placed  on  quantitative  bio- 
chemical data  derived  from  osteoarthritic  carti- 
lage. To  overcome  these  limitations,  a combined 
microbiochemical  and  histologic  study  of  the  adja- 
cent area  may  be  done.  The  microbiochemical 
process  carries  with  it,  however,  a higher  possibili- 
ty of  technical  error  than  the  usual  biochemical 
processes.  Because  the  malacic  area  of  chondro- 
malacia patellae  is  less  varied,  such  problems  are 
relatively  less  serious. 

In  the  biochemical  part  of  this  study  we  noted  a 
slight  increase  in  DNA,  a slight  decrease  in  hexos- 
amine, and  little  change  in  the  noncollagenous 
protein  level.  There  was  a significant  increase  in 
cathepsin  D,  a slight  increase  in  beta  glucuroni- 
dase, and  no  essential  change  in  the  acid  phospha- 
tase level.  Although  extracellular  lysosomal  en- 
zyme activity  has  been  demonstrated  histochemi- 
cally  in  osteoarthritic  cartilage,11,12  in  our  stqdy  all 
lysosomal  enzyme  activity  was  reviewed  quantita- 
tively. Therefore  it  was  more  reasonable  to  ex- 
press such  enzyme  activity  in  relation  to  DNA 
than  to  other  parameters. 

It  has  been  generally  accepted  that  the  de- 
creased red  stain  with  safranin  0 stain  is  primarily 


due  to  a loss  of  glycosaminoglycans  from  chondro- 
malacic tissue.  Rosenberg,13  however,  showed 
that  safranin  O stain  binds  with  negatively 
charged  groups  of  polysaccharides.  Thus,  some  of 
the  poor  red  staining  might  have  been  due  to  loss 
of  the  negatively  charged  group.  This  second 
cause  of  poor  staining  was  supported  by  Thomp- 
son’s14 report  that  aryl  sulfatase  (one  of  the  lysoso- 
mal enzymes  related  to  the  sulfation  bond  in  poly- 
saccharides) is  elevated  in  osteoarthritic  cartilage 
in  the  early  stages  of  experimental  arthritis.  Mea- 
surement of  hexosamine  content  should  give  an  in- 
dication of  how  much  of  the  poor  staining  is  due  to 
loss  of  glycosaminoglycans  content. 

It  has  been  suggested  that  in  osteoarthritic  car- 
tilage chondroblastic  function  causes  the  increased 
DNA  synthesis  that  has  been  recorded.9  In  view 
of  the  overall  cell  population  pattern  in  the  articu- 
lar cartilage  of  chondromalacia,  it  seems  likely 
that  the  increased  DNA  content  is  a relative  in- 
crease due  to  decreased  glycosaminoglycans  rather 
than  cell  proliferation.  It  is  interesting  to  note 
that  the  noncollagenous  protein  level  was  essen- 
tially unchanged  in  chondromalacia.  The  split- 
ting of  the  proteoglycans  complex  at  various  possi- 
ble levels  by  lysosomal  enzymes  has  been  consid- 
ered to  be  responsible,  at  least  in  part,  for  the  deg- 
radation of  that  complex.  Cathepsin  has  been 
considered  one  of  the  most  important  enzymes  in- 
volved.10,11,15-18  It  has  been  suggested  that  the 
major  cleavage  point  attacked  by  this  enzyme  is  at 
or  near  the  binding  of  protein  to  polysaccha- 
rides.11,15,16 The  evidence  that  there  is  essentially 
no  change  in  protein  content,  a tendency  toward 
decreased  hexosamine  level,  a significant  increase 
in  cathepsin  D,  and  a slight  increase  in  beta  glucu- 
ronidase (one  of  the  enzymes  involved  in  polysac- 
charide catabolism)  support,  but  cannot  confirm, 
the  validity  of  such  a suggestion.  Confirmation 
must  await  detailed  studies  of  not  only  synthetic 
and  catabolic  aspects  of  protein  and  polysaccha- 
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ride  but  also  of  the  disappearance  rate  of  the  cata- 
bolite. 

Acid  phosphatase  has  been  considered  an  index 
of  lysosomal  enzyme  activity  and  has  been  used 
frequently  in  histochemical  studies  of  cartilagi- 
nous degeneration.16’19  The  present  study  showed 
that  the  various  lysosomal  enzymes  do  not  become 
significantly  active  at  the  same  time  and  thus  indi- 
cate that  acid  phosphatase  may  not  be  the  best  pa- 
rameter for  evaluating  cartilaginous  degeneration. 

The  overall  observations  in  this  study  suggest 
that  chondromalacia  patellae  is  probably  histologi- 
cally and  biochemically  an  early  phase  of  osteoar- 
thritis. They  also  suggest  that  one  of  the  main  ly- 
sosomal enzymes  involved  in  this  degenerative 
process  is  cathepsin  D and  one  of  the  lesser  ones, 
beta  glucuronidase. 
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gives  only  short-term  protection  however,  and  control  of 
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epidemics  depends  on  the  provision  of  simple  sanitary 
facilities  to  prevent  fecal/oral  transmission  of  Vibrio 
cholerae.  Unfortunately,  carriage  of  the  pathogen  is  not 
prevented  by  vaccination,  and  unvaccinated  contacts  of 
travels  from  endemic  countries  are  at  risk.  Improve- 
ment of  man’s  environment  is  a primary  requisite  for  in- 
ternational disease  prevention,  and  vaccination  plays  a 
vital  role  in  individual  protection.  (Cholera  Vaccine 
and  International  Travel  (Editorial):  Lancet  1:  1369 

(June  16)  1973). 
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QUESTION  145.  Lead  II— What  is  the  rhythm? 


QUESTION  146.  The  patient  is  a fifty-two  year-old  female  known  to  have  had  rheumatic  heart  disease,  atrial  fibril- 
lation, and  congestive  failure,  who  is  receiving  diuretics  and  digitalis.  She  was  admitted  for  increasing  heart  failure. 
Lead  II  was  taken  on  admission.  What  is  the  diagnosis? 
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ELUCIDATION 


Question  145.  The  P waves  are  regular  at 
a rate  of  75  per  minute.  Not  all  P waves  are 
followed  by  R waves.  The  R-R  interval  is  ir- 
regular. The  interval  between  the  QRS  com- 
plexes of  beats  2 and  3,  4 and  5,  5 and  6,  and  7 
and  8 is  the  same  at  1.4  seconds.  The  second, 
fourth,  and  seventh  QRS  complexes  occur 
earlier,  and  all  have  a P wave  preceding  them 
at  an  interval  of  0.14  second.  The  rhythm  is 


high  grade  atrioventricular  block  with  inter- 
mittent capture  of  the  ventricle  by  the  atri- 
um. 

Question  146.  The  ventricular  rate  is  reg- 
ular and  rapid,  at  a rate  of  118  per  minute. 
Atrial  activity  is  not  discernible.  The  QRS 
complex  alternates  in  form  from  beat  to  beat. 
This  rhythm  is  called  bidirectional  junctional 
tachycardia.  It  is  almost  always  due  to  digi- 
talis toxicity. 

When  a patient  with  atrial  fibrillation  on 
digitalis  develops  a regular  rhythm,  the  drug 
must  be  stopped  and  an  electrocardiogram 
taken  to  determine  the  nature  of  the  new 
rhythm. 


Intensive  care  unit  on  wheels 

Doris  H.  Milman,  M.D.,  acting  chairman  of  the  De- 
partment of  Pediatrics  announced  in  December,  1973 
that  a new  “intensive  care  unit  on  wheels,”  designed  for 
emergency  treatment  of  pediatric  patients  during  trans- 
fers between  hospitals  or  within  a hospital,  has  been  put 
into  service  by  Downstate  Medical  Center  (State  Uni- 
versity of  New  York)  in  Brooklyn. 

The  transportable  intensive  care  unit  (ICU)  comes 
complete  with  its  own  monitoring  and  oxygen-supply  in- 
struments, heating  system,  and  other  equipment  needed 
for  a variety  of  medical  emergencies  ranging  from  heart 
resuscitation  to  surgery. 

It  provides  round-the-clock  emergency  pickup  includ- 
ing transfers  of  critically  ill  children  from  neighboring 


hospitals  to  Downstate ’s  specialized  intensive  care  facil- 
ities at  State  University  Hospital  and  Kings  County 
Hospital  Center.  Members  of  the  faculty  of  Down- 
state’s  clinical  departments  serve  on  the  staffs  of  both 
State  University  Hospital  and  the  New  York  City-oper- 
ated Kings  County,  which  are  opposite  each  other  on 
Clarkson  Avenue. 

Although  designed  to  fit  any  standard  ambulance,  the 
transportable  ICU  is  usually  conveyed  in  Mervan,  a 30- 
foot  mobile  emergency  room  van  donated  to  the  New 
York  City  Health  and  Hospitals  Corporation  by  the  Ju- 
lius E.  Stolfi  Medical  Foundation.  Mervan,  which  is 
based  at  Kings  County  Hospital  Center,  is  equipped 
with  its  own  electrical  generator,  water  supply,  and  car- 
diac defibrillator  in  addition  to  the  usual  emergency 
room  supplies. 
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Camalox 
> fights 
acid  longer 


Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
\ one  hour  post-ingestion— and  in  the  form  of  flecks, 

\ patches,  clumps  or  coating  in  the  antrum  and  the 
\ body  of  the  stomach,  depending  on  the  time 
\ interval  and  the  dosage.  Only  very  spotty 
V adherence  of  the  competitive  antacid  was 
\ observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

\ These  findings  come  as  no  surprise,  for 

they  correlate  with  earlier  in  vitro  test  results 
' of  CamaloxSuspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  120 
I minutes,  versus  93  minutes  for  its  nearest 
C ' / competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needs  Camalox,  the  antacid  with  hour  power. 

Longer- acting 

Camalox 


magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
antacid 
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Vitrectomy 
in  Aphakia 
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York  Downstate  Medical  Center 


The  first  surgical  procedure  on  the  vitreous  was 
performed  in  the  late  nineteenth  century.  These 
pioneer  procedures  were  tried  to  confirm  the  theo- 
ry of  Leber  concerning  retinal  detachment.  Leber 
theorized  that  the  condensation  of  vitreous  fibers 
is  the  cause  of  retinal  detachment  as  these  fibers 
pull  on  the  retina  and  tear  it. 

The  modern  techniques  of  vitreous  surgery 
began  in  the  late  fifties  of  this  century  with  a new 
method  to  manage  vitreous  loss  after  cataract  ex- 
traction.1’2 Based  on  clinical  experience,  a new 
philosophy  evolved  which  seems  to  be  accepted  by 
more  and  more  ophthalmologists.  The  basic  con- 
cept of  this  philosophy  is  that  the  eye  can  function 
without  any  vitreous,  and,  when  necessary,  the  vit- 
reous can  be  removed  and  replaced  by  physiologic 
solutions.3,4 

There  are  many  indications  for  vitrectomy  in 
the  aphakic  eye.  They  can  be  classified  into  two 
main  groups:  (1)  “simple”  cases  and  (2)  “compli- 
cated” cases.  In  the  simple  case  no  other  ocular 
tissue  is  seriously  affected  by  the  vitreous  patho- 
logic condition.  The  group  of  complicated  cases 
includes  irreversible  changes  in  the  cornea  or  a 
pathologic  condition  of  the  retina,  such  as  holes  or 
detachment,  caused  by  the  vitreous.  Clinical  ex- 
perience indicates  that  delay  of  surgery  in  these 
cases  causes  serious  complications  which  sooner  or 
later  lead  to  the  loss  of  useful  vision. 

Materials  and  methods 

At  present,  the  radical  surgical  management  of 
the  vitreous  by  the  “open-sky”  method  seems  to 
offer  good  results.  Use  of  the  surgical  microscope 
is  necessary,  since  vitreous  surgery  cannot  be  han- 
dled properly  without  sufficient  magnification  and 
good  illumination.  The  suturing  of  a Flieringa 
ring  on  the  globe  and  a large  corneal  incision  facili- 
tate the  actual  vitrectomy  which  is  performed  by 


Indications  for  vitrectomy  in  aphakia  are  classi- 
fied into  two  main  groups,  simple  cases  and  com- 
plicated cases,  and  the  surgical  procedure  is  de- 
scribed. The  importance  of  postoperative  admin- 
istrations of  drugs  is  stressed,  and  the  disadvan- 
tages of  other  techniques  are  discussed.  The  im- 
mediate and  late  complications  of  vitreous  surgery 
are  indicated,  and  suggestions  are  made  on  how  to 
avoid  them. 


blotting  Week-cell  sponges  into  the  vitreous  and 
cutting  the  vitreous  fibers  with  de  Wecker’s  scis- 
sors under  the  sponge.  The  vitreous  should  be 
handled  gently.  Fibrous  bands  should  be  cut  close 
to  the  point  of  attachment  to  the  retina.  Traction 
on  the  vitreous  fibers  should  be  kept  to  an  abso- 
lute minimum,  because  such  pulling  may  cause 
hemorrhages,  retinal  detachment,  or  both. 

Aspiration  of  liquid  vitreous  by  a needle 
through  the  pars  plana  or  by  a cannula  through 
the  pupil,  methods  used  by  others,5,6  are  not  rec- 
ommended since  these  approaches  can  cause  seri- 
ous complications  such  as  hemorrhage  of  the  cho- 
roid, the  retina,  or  into  the  vitreous.  Other  seri- 
ous complications  are  hole  formation  at  the  ora 
serrata  and  perforation  of  the  retina. 

Comment 

Complications  of  vitreous  surgery  may  occur 
during  surgery  or  postoperatively.  In  most  cases 
some  of  the  complications  which  may  occur  during  . 
surgery,  such  as  hemorrhage  and  perforation  of  the 
retina,  can  be  prevented  by  proper  administration 
of  anesthesia  and  careful  surgical  management. 
Postoperative  complications  such  as  infection,  de- 
layed wound  healing,  and  choroidal  detachment 
can  be  minimized  or  eliminated  by  careful  closure 
of  the  wound  and  liberal  administration  of  antibi- 
otics and  corticosteroids.  The  use  of  corticoste- 
roids is  especially  helpful  in  postoperative  vitreitis 
which  is  mainly  an  acute  swelling  of  the  collagen 
fibers  remaining  in  the  vitreous  after  its  partial  re- 
moval. 

The  results  of  surgical  treatment  of  pathologic 
vitreous  in  aphakia  are  promising.  This  is  only  a 
clinical  impression  since,  at  present,  no  large  series 
of  vitrectomies  which  have  been  followed  postop- 
eratively for  periods  of  time  has  been  reported. 
Vitrectomy  in  aphakia  is  indicated  only  in  selected 
cases,  and  careful  evaluation  of  each  case  is  very 
important.  However,  one  should  remember  also 
that,  in  most  cases,  the  eye  with  a serious  vitreous 
pathologic  condition  would  be  practically  blind 
within  a short  period  of  time  without  surgical  in- 
tervention. 

450  Clarkson  Avenue 
Brooklyn,  New  York  1 1203 
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Harry  Golembe,  M.D. 

1895-1974 

It  is  with  deep  sorrow  and  with  a sense  of  personal  loss  that  the  Medical  Society  of  the  State  of  New  York  and 
the  Section  on  Diseases  of  the  Chest  record  the  sudden  and  untimely  death  on  January  6 of  one  of  its  distin- 
guished members,  Harry  Golembe,  M.D.,  of  Liberty,  New  York.  For  those  of  us  who  knew  this  gracious  and 
highly  esteemed  gentleman,  his  passing  was  like  a brilliant  light  suddenly  gone.  Dr.  Golembe  died  as  he  would 
have  preferred,  active  to  the  end  in  the  interest  of  the  Society. 

Eminent  in  his  chosen  field  of  pulmonary  diseases,  he,  yet,  found  time  throughout  his  life  of  a busy  schedule 
to  participate  in  the  affairs  of  his  community.  His  loss  is  irreparable,  but  his  influence  for  the  good  of  medicine 
will  always  live.  The  memory  of  his  life  and  achievements  will  always  remain  bright  in  the  hearts  of  his  col- 
leagues and  of  his  patients  he  so  well  served. 

Dr.  Golembe  exemplified  the  highest  tradition  of  the  medical  profession  and  was  held  in  esteem  by  all  of  his 
associates.  He  was  modest,  unassuming,  and  always  believed  that  the  duty  of  man  should  be  one  of  kindness 
and  compassion  towards  his  fellow  men.  As  one  who  sought  to  benefit  mankind,  throughout  his  life  made 
many  personal  contributions  to  various  youth  and  charitable  organizations.  To  his  many  friends  and  asso- 
ciates he  will  long  be  remembered  for  his  humanistic  qualities,  his  integrity,  and  for  his  kindness  and  courtesy 
to  all  who  knew  him. 

Dr.  Golembe  was  born  in  Russia  on  December  25,  1895.  He  graduated  from  Columbia  College  in  1917  and 
from  the  Columbia  University  College  of  Physicians  and  Surgeons  in  1919.  An  Army  veteran  of  World  War  I, 
Dr.  Golembe  served  as  president  of  the  Sullivan  County  Medical  Society,  and  also  served  as  vice-president  of 
the  Medical  Society  of  the  State  of  New  York.  He  was  a member  of  the  American  Clinical  Society  of  Radiolo- 
gy, the  American  College  of  Chest  Physicians,  the  American  Thoracic  and  Trudeau  Society.  For  the  past 
twenty-five  years  he  served  as  secretary  of  the  New  York  State  Chapter  of  the  American  College  of  Chest  Phy- 
sicians and  of  the  Section  on  Diseases  of  the  Chest  of  the  State  Society.  He  was  a pioneer  in  the  Catskill  region 
in  the  treatment  of  pulmonary  tuberculosis. 

Arthur  Q.  Penta,  M.D.,  Delegate, 
Section  on  Diseases  of  the  Chest, 
Medical  Society  of  the  State  of 
New  York. 


March  1 974/  New  York  State  Journal  of  Medicine 


515 


A series  of  review  articles 
dealing  with  medical  progress 


Recent  Advances  in 
Medicine  and  Surgery 

ROBERT  TURELL.  M D . Editor 


Mechanical 

Circulatory 

Assistance 

Present  status 
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Despite  careful  pharmacologic  management  of 
patients  with  cardiogenic  shock,  the  high  hospital 
mortality  rate  of  this  syndrome  probably  ap- 
proaches that  of  managing  such  patients  at  home 
with  bed  rest.1  Because  of  this,  pursuit  of  a 
means  of  supporting  the  circulation  with  a me- 
chanical energy-producing  device  has  continued 
over  the  past  twenty  years.  The  impetus  for  the 
further  exploration  of  these  methods  has  recently 


FIGURE  1.  Schematic  illustration  of  methods  and  tech- 
niques of  mechanical  circulatory  assistance.25 


increased  as  a result  of  the  realization  that  40  to  70 
per  cent  or  more  of  left  ventricular  mass  is  usually 
involved  in  patients  with  cardiogenic  shock.2’3 
Necessarily,  the  goals  of  mechanical  circulatory 
assistance  were  ill  defined  during  early  investiga- 
tions. Such  devices  could  postpone  death  and 
allow  time  for  natural  recovery  of  the  ischemic 
muscle,  cardiac  allotransplantation,4  or  definitive 
cardiac  surgery,5-7  such  as  infarctectomy  or  aneur- 
ysmectomy,8-11 revascularization,12-17  mitral  valve 
replacement,  or  repair  of  a ruptured  intraventricu- 
lar septum.  At  present,  human  cardiac  transplan- 
tation is  not  being  performed,  so  concern  has  fo- 
cused on  cardiac  surgery  for  the  complications  of 
myocardial  infarction  leading  to  cardiogenic  shock. 
The  merits  of  the  aforementioned  surgical  proce- 
dures are  beyond  the  scope  of  this  review,  and  con- 
troversy continues.18-21  Mechanical  cardiac  assis- 
tance is  a temporary  measure  and  must  be  viewed 
as  a short-term  procedure.  Total  cardiac  replace- 
ment will  not  be  considered.22-24 


f 


Devices  and  methods  used  for 
assisted  circulation 

Initially,  the  cardiopulmonary  bypass  machine 
was  used  for  circulatory  support,  since  it  had  been 
widely  employed  for  open-heart  surgery.  Many 
devices  have  subsequently  been  constructed  and 
studied  for  use  in  man.  Most  of  the  machinery 
currently  available  may  be  divided  into  four 
classes:  cardiopulmonary  bypass,  bypass  of  the 

left  side  of  the  heart,  diastolic  augmentation,  and 
cardiac  compression.  In  Figure  1 techniques  are 
classified  according  to  the  four  basic  methods.  In 
addition,  cardiac  assistance  devices  may  be  classi- 
fied according  to  whether  the  basic  principle  in- 
volves diminished  preload,  afterload,  or  cardiac 
compression.  They  are  as  follows: 

I.  Diminished  afterload 

A.  Intra  aortic  balloon  pumping 

B.  Arterio-arterial  pumping 

C.  Sequenced  regional  pressure  reduction 

II.  Diminished  preload 

A.  Total  cardiopulmonary  bypass 

B.  Left  atrial-arterial  bypass 

1.  DeBakey  pump 

2.  Left  ventricular  bypass 

III.  Cardiac  compression 
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FIGURE  2.  Components  of  total  cardiopulmonary  bypass 
system:  AD,  aorta;  BT,  bubble  trap;  FEM.  A.,  femoral  ar- 
tery; FEM.  V.,  femoral  vein;  HX,  heat  exchanges;  IVC,  in- 
ferior vena  cava;  OX,  oxygenator;  P,  pump;  RA,  right  atri- 
um; RL,  recirculation  line;  SVC,  superior  vena  cava;  VR, 
venous  reservoir.25 

The  pump  of  a mechanical  circulatory  device  is 
usually  located  outside  the  body  and  transfers  me- 
chanical energy  to  the  blood  received  from  a major 
great  vessel  or  cardiac  chamber  on  its  way  back  to 
the  patient’s  arterial  system.  The  particular  loca- 
tion of  blood  withdrawal  and  reinfusion  from  and 
to  the  patient,  as  well  as  characteristics  of  the 
pump,  are  responsible  for  the  differences  among 
the  systems  available. 

Mechanical  assistance  devices  may  deliver  ei- 
ther pulsatile  or  nonpulsatile  linear  flow,  may  in- 
volve an  invasive  or  noninvasive  technique,  and/or 
may  pump  synchronously  or  asynchronously  with 
a given  interval  during  the  cardiac  cycle.  It  fol- 
lows that  linear  pumps  are  all  asynchronous,  but  a 
pulsatile  pump  may  be  asynchronous  or  synchro- 
nous. Nonpulsatile  flow  pumps  are  frequently 
used  in  extracorporeal  bypass  and  have  the  disad- 
vantage of  increasing  afterload  and  hence  myocar- 
dial oxygen  consumption.  Synchronous  pulsatile 
delivery  during  diastole  may  improve  diastolic 
perfusion  pressure  without  necessarily  altering 
myocardial  oxygen  consumption.  As  will  be  dis- 
cussed, coronary  blood  flow  may  also  be  increased, 
thereby  making  the  relation  between  coronary 
blood  flow  and  myocardial  oxygen  consumption 
more  favorable. 

Diastolic  augmentation,  using  the  principle  of 
counterpulsation  by  intra-aortic  balloon  pumping, 
has  been  most  extensively  studied  and  has  been 
applied  most  successfully  clinically.  In  this  report 
several  of  the  available  techniques  will  be  de- 
scribed, the  physiology  of  mechanical  circulatory 
assistance  will  be  discussed,  and  finally  the  clinical 
trials  now  available  will  be  reviewed. 

The  heart-lung  machine:  decreased  pre- 

load. The  heart-lung  machine,  used  for  cardio- 
pulmonary or  extracorporeal  bypass,  has  elements 
similar  to  the  pump  oxygenator  used  for  open- 
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FIGURE  3.  Counterpulsation.  Blood  removed  from  aorta 
during  systole  and  returned  during  diastole.25 

heart  procedures  (Fig.  2).  All  blood  from  the  right 
atrium  or  from  the  vena  cava  is  routed  to  a venous 
reservoir,  pump,  oxygenator,  and  through  another 
pump  to  return  arterialized  blood  to  the  patient. 
Total  bypass  requires  thoracotomy,  whereas  par- 
tial bypass  may  be  achieved  by  cannulating  the 
femoral  artery  and  vein.26-27  Unfortunately,  pro- 
longed perfusion  with  bypass  oxygenator  pumps  is 
associated  with  significant  hemolysis  and  inactiva- 
tion of  coagulation  factors,  except  for  the  mem- 
brane oxygenator  which  has  been  employed  for 
several  days  in  laboratory  animals.28-29  While  car- 
diopulmonary bypass  has  the  advantage  of  being 
effective  in  asystole,  it  requires  a competent  aortic 
valve  since  retrograde  aortic  pressure  is  increased. 

The  use  of  extracorporeal  bypass  for  cardiogenic 
shock  has  been  neither  extensively  nor  successfully 
employed.  Oxygenator  pumps  are  of  greatest  use 
both  pre-  and  postoperative  cardiac  surgery  when 
circulatory  support  becomes  necessary.30 

Left  atrial-arterial  bypass:  decreased  pre- 
load. Left  ventricular  bypass  involves  withdraw- 
ing blood  from  the  left  atrium  and  pumping  it  into 
the  arterial  tree.  The  left  atrial  cannulation  re- 
quires thoracotomy,  and,  therefore,  this  method 
has  been  used  chiefly  in  conjunction  with  open- 
heart  surgery.  Total  bypass  of  the  left  side  of  the 
heart  is  probably  necessary  to  improve  patients 
with  left  ventricular  power  failure. 

The  method  of  Dennis  et  al ,31-32  drains  the  left 
atrium  via  a cannula  introduced  into  the  jugular 
vein  and  advanced  through  the  intra-atrial  sep- 
tum. Blood  flows  to  a trap  by  gravity  and  is  rein- 
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FIGURE  4.  Tracings  from  laboratory  animals  showing  ef- 
fect of  Soroff/Birtwell  noninvasive  external  counterpulsa- 
tor.  Left  ventricular  pressure  peak  is  decreased  while 
aortic  flow  increases.51 


fused  by  a roller  pump  into  the  femoral  artery. 
Although  this  technique  does  not  require  thoracot- 
omy and  yet  may  achieve  total  bypass  of  the  left 
side  of  the  heart,  its  use  is  restricted;  none  of  these 
investigators’  12  patients  survived  to  leave  the 
hospital. 

The  DeBakey  pump  is  a left  ventricular  bypass 
device  requiring  thoracotomy  used  for  temporary 
bypass  of  the  left  side  of  the  heart  in  conjunction 
with  open-heart  procedures.33-35  A gas-powered 
single  chamber  or  auxiliary  ventricle  receives 
blood  from  the  left  atrium  and  pumps  it  into  the 
axillary  artery.  Synchronization  with  the  QRS 
enables  the  major  pumping  to  occur  in  diastole, 
thus  sharing  this  property  with  counterpulsation 
methods.  This  pump  is  apparently  best  employed 
in  patients  having  difficulty  coming  off  cardiopul- 
monary bypass  and,  although  effective,  is  not 
widely  used.35 

Other  methods  of  left  ventricular  bypass  are 
being  studied  but  remain  experimental.  A unidi- 
rectional pump  has  been  employed  between  the 
left  ventricle  and  aorta  but  requires  thoracoto- 
my.36 Retrograde  catheterization  of  the  left  ven- 
tricle via  the  axillary  artery  and  withdrawal  of 
blood  during  diastole  and  reinfusion,  also  during 
diastole,  into  a femoral  artery  has  also  been  at- 
tempted.37 

Direct  cardiac  compression.  The  ventricles 
may  be  compressed  mechanically  by  direct  appli- 
cation of  a cup-shaped  device  after  thoracoto- 
my  i8,.'J9  The  method  is  hemodynamically  effec- 
tive, simple,  avoids  blood  element  destruction,  and 
may  be  used  for  cardiac  standstill.  Again,  how- 
ever, the  need  for  thoracotomy  restricts  the  useful- 
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FIGURE  5.  Intra-aortic  balloon  pump.  Augmentation  of 
coronary  blood  flow  attained  by  raising  ascending  aortic 
pressure  by  rapid  inflation  of  balloon  during  diastole.  Dur- 
ing subsequent  systolic  deflation  of  balloon,  afterload  and 
hence  myocardial  oxygen  needs  are  reduced.25 

ness  of  cardiac  compression  to  cadaver  organ  pres- 
ervation prior  to  transplantation. 

Counterpulsation:  diminished  afterload. 

The  original  concept  of  counterpulsation  as  de- 
scribed by  Clauss  et  al.40  and  by  Moulopoulos, 
Topaz,  and  Kolff41  involves  blood  withdrawal  from 
the  aorta  during  systole  and  its  return  during  dias- 
tole by  a reciprocating  pump  (Fig.  3).  This  type  of 
circulatory  assistance  is  in  series  with  the  heart 
and  thus  requires  a regular  rhythm  to  be  effective. 
The  R wave  of  the  electrocardiogram  (ECG)  sig- 
nals the  pump  to  express  blood  back  into  the  aorta 
under  pressure.  Aortic  and  left  ventricular  systol- 
ic pressures  are  reduced,  and  intramyocardial  ten- 
sion and  myocardial  oxygen  consumption  are  low- 
ered as  well.  The  sudden  increase  in  intraluminal 
aortic  volume  during  diastole  raises  perfusion 
pressure,  and  hence  blood  flow  usually  increases  in 
the  coronary  and  cerebral  pressure-dependent  vas- 
cular beds,  although  inconsistently.42  However, 
peripheral  blood  flow  is  impaired  because  pressure 
fronts  from  the  outputs  of  the  left  ventricle  and 
from  the  pump  travel  in  opposite  directions  and 
meet  in  the  descending  aorta.  Thus  measured 
cardiac  output  and  carotid  and  renal  blood  flows 
may  be  lower  than  anticipated. 

Perhaps,  because  the  other  available  counter- 
pulsers  are  inferior  to  intra-aortic  balloon  pump- 
ing as  a means  of  reducing  afterload,  clinical  expe- 
rience has  been  restricted.  However,  Rosensweig 
et  a/.43-44  have  treated  a number  of  patients  with 
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the  use  of  this  technique.  Jacobey  et  al.45*4,  use  a 
single  aortic  cannula  introduced  through  a left 
subclavian  cutdown  and  positioned  near  the  coro- 
nary ostia  which  is  pneumatically  powered  and 
synchronized.  Based  on  studies  in  laboratory  ani- 
mals, the  benefits  of  counterpulsation  are  said  to 
include  expansion  of  dormant  coronary  collateral 
channels  because  of  the  improved  perfusion  pres- 
sure head.43,48,49 

Kantrowitz  et  al.50  have  implanted  “in-series” 
auxiliary  left  ventricles  in  patients  with  limited 
success.  The  unit  consists  of  a pneumatically 
powered  pump  under  the  control  of  an  extracorpo- 
really  located  console.  Two  air  pipes  run  from  the 
control  console  to  the  pump  in  the  thoracic 
aorta.51  Triggered  by  the  R wave,  mechanical  en- 
ergy is  imparted  to  the  auxiliary  ventricle  in  puls- 
es. 

Dennis  et  al.5 2 first  reported  achievement  of  ex- 
ternal counterpulsation  by  regional  pressure  varia- 
tion of  the  extremities.  Later  confirmed  by  Os- 
borne et  a/.,53,54  this  technique  was  modified  by 
Birtwell  et  al.,55  Soroff  et  al.,56  Giron  et  al.,5"  and 
Soroff  et  a/.58,59  An  inflatable  body  enclosure 
compresses  the  lower  extremities  and  trunk  during 
diastole,  increasing  venous  return  and  aortic  pres- 
sure (Fig.  4).  Compression  of  all  four  limbs  may 
also  result  in  effective  counterpulsation.60  Disad- 
vantages of  the  system  include  pain  produced  by 
the  high  external  pressures  necessary  and  the  need 
for  a heart  beat,  since  control  of  the  inflate-deflate 
cycle  is  synchronized  to  the  electrocardiogram. 
On  the  other  hand,  the  data  available  from  labora- 
tory animals  show  that  cardiac  output  and  coro- 
nary blood  flow  are  improved  while  left  ventricular 
work  is  reduced.  Since  this  method  is  noninva- 
sive,  the  need  for  cannulation,  anticoagulants,  and 
anesthesia  are  obviated.  While  the  simplicity  of 
the  system  is  attractive  and  it  is  commercially 
available,  more  experience  is  necessary  before  any 
conclusion  can  be  reached  concerning  its  efficacy 
in  the  management  of  cardiogenic  shock. 

A device  was  recently  demonstrated  by  Arutzen- 
ius  et  al 61  which  accelerates  a patient  cephalad 
during  systole,  forcing  the  blood  in  the  thoracic 
and  lumbar  aorta  distally.  In  diastole  the  elastic 
recoil  of  the  arterial  tree  in  this  setting  raises  dia- 
stolic aortic  pressure. 

Intra-aortic  balloon  pumping.  Of  all  the 

techniques  used  for  diastolic  augmentation  incor- 
porating counterpulsation,  intra-aortic  balloon 
pumping  has  been  the  most  widely  investigated 
and  employed.42  In  one  available  system  a flexi- 
ble balioon  catheter  is  threaded  into  the  descend- 
ing thoracic  aorta  through  the  femoral  artery  (Fig. 
5).  The  inflated  balloon  volume  is  approximately 
30  ml.  but  occupies  85  per  cent  of  the  aorta  during 
inflation  and  hence  is  nonocclusive.  The  balloon 
is  connected  to  a solenoid  valve  externally  which 
regulates  the  flow  of  gas,  carbon  dioxide  or  helium, 
between  the  balloon  and  the  pneumatic  pump 


FIGURE  6.  Schematic  diagram  of  balloon  action  in  aorta. 


o 


FIGURE  7.  Hemodynamics  of  intra-aortic  balloon  pump- 


(Fig.  5).  While  carbon  dioxide  is  soluble  in  blood, 
in  case  of  balloon  leakage  it  also  diffuses  out  of  the 
balloon,  resulting  in  partial  balloon  collapse.  The 
control  console,  synchronized  to  the  electrocardio- 
gram, triggers  the  solenoid  valve  to  emit  gas  for 
balloon  inflation  during  diastole  (Fig.  6).  Control 
consoles  vary  depending  on  the  type  used,  but  all 
use  either  the  R wave  of  the  electrocardiogram  or 
aortic  pressure-pulse  wave  data  as  the  input  signal 
to  initiate  balloon  inflation. 

The  sequence  of  events  in  intra-aortic  balloon 
pumping  are  diagrammed  in  Figure  7.  The  R 
wave  is  sensed  (point  2)  and  deflates  the  balloon 
rapidly  (point  1)  before  the  end  of  isovolumic  con- 
traction, reducing  peak  systolic  left  ventricular 
and  proximal  aortic  pressures.  After  the  dicrotic 
notch  of  the  aortic  pressure  curve  (point  4),  the 
control  triggers  the  solenoid  to  inflate  the  balloon 
to  raise  mean  aortic  diastolic  pressure.  The  phys- 
iology of  intra-aortic  balloon  pumping  will  be  fur- 
ther discussed  later  in  this  report. 

The  advantages  of  intra-aortic  balloon  pumping 
include  the  relative  ease  with  which  treatment 
may  be  initiated  without  the  need  for  thoracoto- 
my. Problems  associated  with  balloon  implemen- 
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FIGURE  8.  “Vicious  cycles"  which  perpetuate  cardi- 
ogenic shock.  Cardiac  assistance  devices  interrupt  these 
by  restoring  coronary  blood  flow,  correcting  hypotension, 
and  by  making  myocardial  oxygen  balance  more  favor- 
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tation  have  been  few.  A central  aortic  pressure 
line  ensures  accurate  timing  of  inflation,  since  pre- 
mature balloon  filling  before  the  aortic  valve  closes 
is  undesirable.  Most  patients  are  anticoagulated, 
so  the  true  incidence  of  thrombotic  complications 
is  unknown.  Difficulty  may  be  encountered  when 
passing  the  catheter  through  a tortuous  athero- 
sclerotic aorta.  Placement  of  the  tip  radiographi- 
cally ensures  that  the  catheter  will  not  damage  the 
aorta  or  decrease  cerebral  circulation.  Significant 
hemolysis  has  not  been  encountered.  Placement 
of  a Dacron  T graft  at  the  femoral  arteriotomy  site 
prevents  complications  distal  to  the  incision.62 

Physiology  of  assisted  circulation 
and  intra-aortic  balloon  pumping 

Generally  there  are  two  goals  of  assisted  circula- 
tion: (1)  to  unload  the  heart  and  allow  sufficient 

time  for  recovery  and  (2)  to  maintain  an  adequate 
peripheral  perfusion  in  critical  organs  to  prevent 
• disorders  of  cell  metabolism.6364  This  implies 
that  the  processes  leading  to  cardiogenic  shock  are 
reversible,  the  assistance  may  be  maintained  for 
the  period  required  for  such  recovery,  or  the  assis- 
tance device  may  support  circulation  through  cor- 
rective surgery. 
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FIGURE  9.  Simplified  form  of  input  to  output  feedback. 
“Additional  regulating  systems”  includes  important  vari- 
ables  omitted  for  clarity.66 

Evidence  is  accumulating  that  there  is  indeed  a 
significant  and  potentially  reversible  zone  of 
jeopardized  myocardium  surrounding  a myocar- 
dial infarction.65  The  ultimate  fate  of  the  patient 
may  well  be  determined  by  the  fate  of  this  endan- 
gered myocardium.  Therefore  it  is  not  surprising 
that  mechanical  attempts  to  halt  the  positive  feed- 
back loops  or  “vicious  cycles”  responsible  for  the 
continuation  of  cardiogenic  shock  have  been  made 
(Fig.  8). 

Theory  of  assisted  circulation:  mechanics. 

Viewing  the  heart  as  an  autoregulatory  machine 
serves  as  a useful  beginning  for  discussion  (Fig. 
9). 66  The  two  elements  of  the  servomechanism  se- 
lected for  expansion  are  the  bias  and  amplifier 
which  regulate  the  relationship  between  input, 
here  represented  as  filling  pressure  rather  than 
filling  volume,  and  output.  The  poorly  perform- 
ing left  ventricle  operates  on  a ventricular  function 
curve  which  has  a low  slope  displaced  to  the  right 
and  an  increase  in  bias  and  decrease  in  gain  re- 
spectively (Fig.  10).  A mechanical  assistance  de- 
vice may  be  added  to  the  servomechanism  under 
consideration  with  operating  characteristics  de- 
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FIGURE  10.  (A)  Poor  left  ventricular  performance  has  negative  effect  on  gain  and  positive  effect  on  bias.67  (B)  Poor 

ventricular  function  may  be  regarded  as  displacement  of  length-tension  curve  to  right,  increase  in  bias,  and  down,  de- 
crease in  gain.67 
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FIGURE  11.  Schematic  representation  of  principle  of  au- 
tomatically controlled  supplementary  device.  Function 
curves  of  natural  heart  and  failing  heart  (heavy  line) 
shown;  F.C.  = function  curve.68 

signed  to  normalize  the  length-tension  curve  and 
performance  (Figs.  11  and  12).  Such  a means  of 
continuously  supplementing  the  poorly  function- 
ing heart  has  been  studied  by  Wildevuur  et  al.6*~70 
whose  data  confirm  both  the  defect  in  bias  and 
gain  in  compromised  sheep  heart  and  its  correc- 
tion by  continuously  complementing  bias  and  gain 
(Fig.  13). 

Theory  of  assisted  circulation:  intra-aortic 

balloon.  The  peculiarities  and  characteristics  of 
intra-aortic  balloon  inflation  and  deflation  result 
in  single  balloon  inflation  at  the  ends  first  tending 
to  trap  fluid  in  the  center.  If  the  balloon  occludes 
the  aorta,  pumping  efficiency  is  reduced.71-72  This 
so-called  “bubble  blowing”  tendency  is  associated 
with  a pressure  gradient  from  10  to  35  mm.  Hg 
higher  proximal  to  the  single  balloon  as  compared 
with  distal  pressures.  The  pressure  fields  which 
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FIGURE  12.  Mechanical  assist  device  may  correct  poor 
myocardial  function  by  supplementing  gain  and  bias.  In 
this  instance  “in  parallel”  unit  illustrated.66 

are  responsible  for  this  phenomenon  are  propor- 
tional to  the  square  of  the  volume  inflation  rate. 
For  the  three-segmented  balloon  of  fixed  total  vol- 
ume, this  tendency  is  inversely  proportional  to  the 
square  of  the  length  of  each  segment.  Holes  of 
different  diameters  are  used  to  control  the  infla- 
tion rate  of  each  segment  from  the  common  cathe- 
ter lumen  and  thus  compensate  for  this  inequi- 
ty.73-74 

Unlike  other  assistance  devices,  intra-aortic  bal- 
loon effectiveness  is  limited  by  the  volume  of 
blood  within  the  proximal  aorta  at  the  time  of  in- 
flation. Once  the  balloon  volume  equals  this  pre- 
inflation proximal  aortic  volume,  further  increases 
in  balloon  volume  only  result  in  more  distention  of 
the  aorta  rather  than  augmentation  of  blood  flow. 

Mechanical  effects  of  intra-aortic  balloon 
pumping  in  laboratory  animal  models.  The 
principle  effects  of  intra-aortic  balloon  counter- 
pulsation include  increased  cardiac  output,  lower 
left  ventricular  end-diastolic  pressure,  and  en- 
hanced coronary  blood  flow  (Fig.  14). 75  Urschel  et 


FIGURE  13.  (A)  Function  curves  of  same  sheep  heart  under  different  experimental  conditions.  Pressure-flow  relation- 

ship of  overloaded  and  failing  heart  characterized  by  electrical  analogs  in  terms  of  bias  and  amplitude.62  (B)  Hemody- 
namic effects  of  a pump  placed  in  parallel  with  left  side  of  heart  and  driven  by  computerized  system  with  given  function 
curve  to  supplement  degree  of  heart  failure  obtained  by  ligating  coronary  artery  of  sheep.  Broken  line,  which  represents 
sum  of  function  curves  of  bypass  pump  and  failing  heart,  duplicates  functipn  curve  of  natural  sheep  heart  before  ligation 
of  coronary  artery.  F.C.  = function  curve.68 
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FIGURE  14.  Four  main  effects  of  intra-aortic  balloon 
pumping  (IABP):  (1)  increase  in  aortic  flow,  (2)  reduction 
of  systolic  left  ventricular  pressure  due  to  phasic  deflation 
of  balloon;  (3)  diastolic  aortic  pressure  augmentation  with 
(4)  increase  in  coronary  flow  due  to  inflation  of  balloon.75 

a/.76  and  Tyberg  et  al.77  have  documented  the  re- 
verse relationship  between  improved  external 
myocardial  function,  as  evaluated  by  increased 
peak  flow,  stroke  volume,  and  output,  and  dimin- 
ished ejection  impedance  in  a canine  myocardial 
infarction  model  treated  with  intra-aortic  balloon 
counterpulsation.  Also,  in  intact  conscious  dogs 
with  experimental  myocardial  infarctions  and  de- 
pressed hearts,  Hood  et  al.78  noted  lowered  end- 
diastolic  pressures,  increased  stroke  volume,  and 
uniformly  lowered  heart  rates,  the  latter  presum- 
ably reflex-induced.  Increases  in  arterial  pressure 
and  cardiac  output  and  reductions  in  left  ventricu- 
lar end-diastolic  pressure  and  systemic  vascular 
resistance  produced  by  aortic  balloon  counterpul- 
sation in  canine  cardiogenic  shock  were  accentuat- 
ed in  conjunction  with  glucagon  therapy.79  Im- 
provement in  numerous  indices  of  “external”  left 
ventricular  function  were  also  recorded  by  Corday 
et  al.,80  as  well  as  diminished  peak,  left  ventricu- 
lar, and  aortic-systolic  pressures  together  with  a 
reduction  in  left  ventricular  work  and  tension-time 
index. 

Feola,  Haiderer,  and  Kennedy75  and  Feola  et 
a/.81  take  exception  to  the  majority  of  investigators 
in  that  they  reported  that  intra-aortic  balloon 
pumping  was  beneficial  in  animals  with  moderate 
congestive  heart  failure  but  not  in  those  with  myo- 
cardial infarction  and  shock. 

Effects  on  coronary  blood  flow.  Coronary 
blood  flow  is  increased  by  intra-aortic  balloon 
pumping  under  given  experimental  situa- 
tions.77,80 82  In  addition  to  being  a monotone 
function  of  balloon  volume  below  a critical  occlu- 
sion volume,81  the  observed  increase  in  coronary 
blood  flow  is  dependent  on  the  original  cardiac 
output  and  on  diastolic  aortic  pressure.  While 
there  is  normally  little  change  in  coronary  blood 
flow  for  perfusion  pressures  between  70  to  144 
mm.  Hg,  below  70  mm.  Hg  coronary  blood  flow  is 
pressure  dependent.83  Since  balloon  effectiveness 
is  expected  to  be  dependent  on  the  pre-inflation 
proximal  aortic  volume,  the  improvement  in  coro- 
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FIGURE  15.  Relation  of  coronary  blood  flow  to  mean  dia- 
stolic aortic  pressure  at  different  low  cardiac  outputs  in 
control  state  and  with  balloon  counterpulsation.  At  each 
range  of  cardiac  output,  mean  values  of  coronary  blood 
flow  and  diastolic  aortic  pressure  given  by  points  with 
brackets.  During  counterpulsation,  increases  in  mean  di- 
astolic aortic  pressure  associated  with  increase  in  coro- 
nary blood  flow  as  indicated  by  regression  lines  for  each 
range  of  cardiac  output.77  Dotted  line  drawn  through  av- 
erage values  given  by  Mosher  et  al ,83 

nary  blood  flow  in  the  low  cardiac  output  state  was 
of  concern.  Tyberg  et  al  77  recently  confirmed  the 
effectiveness  of  intra-aortic  balloon  pumping  ac- 
cording to  the  diastolic  pressure  achieved  (Fig.  15). 
Thus,  the  relation  between  coronary  blood  flow 
and  perfusion  pressure  derived  from  the  normal 
heart  also  tend  to  describe  that  between  the  bal- 
loon-assisted heart  in  acutely  hypotensive  animals. 

The  efficacy  of  balloon  pumping  during  moder-  | 
ate  hypotension  has  also  been  confirmed  by 
Kuhn.84  Based  on  their  earlier  work  showing  that  i 
postcanine  myocardial  infarction,  coronary  blood 
flow  increased  sufficiently  to  meet  myocardial  oxy 
gen  consumption  after  abdominal  aortic  obstruc- 
tion with  a balloon,  Kuhn  et  al 85  have  employed 
an  additional  balloon  distal  to  the  main  pumping 
balloon  in  extreme  hypotension.  By  compartmen- 
talization  of  additional  blood  with  a second  bal- 
loon, or  even  with  placement  of  a valve  distally,  ' 
perfusion  of  proximal  vascular  beds,  coronary  and 
cerebral,  may  selectively  be  augmented.  A similar 
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approach  has  been  used  successfully  by  Kantro- 
witz  et  al.62 

Powell  et  al.s 2 have  reported  that  the  reduction 
in  left  ventricular  end-diastolic  pressure  and  im- 
proved cardiac  output  are  more  prominent  when 
counterpulsation  is  done  in  the  coronary  flow-lim- 
ited preparation.  However,  balloon  pumping  is 
capable  of  decreasing  left  ventricular  peak  systolic 
and  end-diastolic  pressures  independent  of 
changes  in  coronary  flow. 

Increases  in  coronary  blood  flow  have  not  neces- 
sarily been  accompanied  by  simultaneous  reduc- 
tions in  myocardial  oxygen  consumption  in  all  re- 
ported series.  In  fact,  in  Powell  et  al.’s 82  work 
mentioned  previously  myocardial  oxygen  con- 
sumption increased  in  the  face  of  a lower  time-ten- 
sion index  and  left  ventricular  end-diastolic  pres- 
sure. The  resolution  of  this  apparent  inconsisten- 
cy may  be  found  in  the  following  observations. 
Some  years  ago  Kahler  et  al.86  noted  that  raising 
coronary  blood  flow  above  critically  low  levels  ac- 
tually raised  myocardial  oxygen  consumption. 
Possibly,  in  part  because  the  critical  opening  pres- 
sure of  closed  small  coronary  artery  ramifications 
was  then  exceeded,  oxygen  delivery  to  newly  per- 
fused areas  of  myocardium  was  enhanced.  These 
views  are  supported  by  the  observation  that  poten- 
tial coronary  collateral  vessels  may  be  opened  dur- 
ing counterpulsation-induced  elevations  in  coro- 
nary perfusion  pressure.48,50  Hirsch.  Lluch,  and 
Katy87  reported  that  counterpulsation  in  dogs 
with  normal  arterial  pressures  reduced  myocardial 
oxygen  consumption  without  significant  changes 
in  coronary  blood  flow.  However,  in  dogs  with 
compromised  hearts  and  low  systemic  arterial 
pressures,  myocardial  oxygen  consumption  be- 
came coronary  flow  dependent.  Under  those  cir- 
cumstances, counterpulsation  augmented  coronary 
blood  flow  but  with  it  increased  myocardial  oxygen 
consumption  secondarily.  Finally,  the  observed 
variation  in  coronary  blood  flow  during  balloon 
pumping  is  a multifactorial  function  of  the  experi- 
mental preparation,  not  only  of  the  particular  he- 
modynamic profile  at  the  given  time  the  assist  de- 
vice is  begun,  but  also  of  the  engineering  of  the 
equipment  and  experimental  design  employed.88 

After  counterpulsation  is  discontinued,  several 
of  the  improvements  noted  in  hemodynamic  vari- 
ables may  continue.75  While  the  mechanism  for 
this  phenomenon  is  unknown,  continuation  of  en- 
hanced coronary  blood  flow  after  mechanical  car- 
diac assistance  is  removed  and  after  myocardial 
oxygen  consumption  returns  to  precounterpulsa- 
tion levels  has  been  observed.89  These  data  may 
imply  that  myocardial  oxygen  extraction  is  re- 
duced, coronary  vascular  resistance  is  reduced,  or 
collateral  channels  are  opened,  as  mentioned  pre- 
viously. 

Effect  of  intra-aortic  balloon  pumping  on 
myocardial  oxygen  consumption.  The  expect- 
ed net  improvement  in  balance  between  myocar- 


dial oxygen  supply  and  demand,  based  on  a reduc- 
tion in  afterload  and  raised  coronary  blood  flow,  is 
one  frequently  mentioned  benefit  of  intra-aortic 
balloon  counterpulsation.80,84,88,90,91  The  tech- 
nique has  been  used  in  conjunction  with  glucagon 
to  reduce  the  oxygen  cost  of  this  agent.79  Gold- 
farb  et  al ,92  reported  an  elevation  in  oxygen  ten- 
sion in  areas  supplied  by  a ligated  coronary  cir- 
cumflex artery  in  association  with  counterpulsa- 
tion. Hemodynamic  improvement  attends  a rise 
in  tissue  oxygen  tension  during  assisted  circulation 
generally.64  A more  favorable  myocardial  oxygen 
balance  may  also  help  explain  the  decreased  fre- 
quency of  postinfarction  arrhythmias  encountered 
after  the  initiation  of  counterpulsation,76,92-94  and 
the  reduced  mortality  rate  following  experimental- 
ly produced  cardiogenic  shock  treated  with  balloon 
pumping.95 

Following  acute  myocardial  infarction,  in  addi- 
tion to  necrotic  and  uninvolved  zones,  there  are  in- 
termediate zones  divided  by  Sobel  and  Shell91  into 
“jeopardized”  and  “blighted”  myocardium.96 
•Jeopardized  muscle  may  recover  in  the  face  of  sub- 
sequent favorable  alterations  in  myocardial  oxy- 
gen balance,  whereas  blighted  areas  are  doomed  to 
become  necrotic  regardless  of  any  subsequent  in- 
tervention. Irreversible  myocardial  cell  damage 
after  experimental  coronary  occlusion  occurs  in 
some  cells  within  forty-five  minutes,97,98  and  some 
workers  have  stated  that  the  bulk  of  damage  is  ir- 
reversible after  one  to  two  hours  99  Using  an  epi- 
cardial  mapping  technique,  Maroko  et  al.100  have 
shown  that  reversibility  in  the  “twilight”  zone  is 
possible  even  many  hours  after  the  acute  insult. 
The  administration  of  propranolol  and  glucose- 
insulin-potassium,101,102  practolol,103  hyaluron- 
idase,104  glucocorticoids,105  and  coronary  reperfu- 
sion106,107 may  reduce  infarct  size  when  treatment 
is  initiated  up  to  six  hours  after  acute  ischemia. 

As  was  predicted,  based  on  the  favorable  myo- 
cardial oxygen  balance  induced  by  intra-aortic  bal- 
loon pumping,108  counterpulsation  also  reduced 
the  size  of  myocardial  ischemic  injury.  In  19  dogs 
epicardial  electrocardiograms  were  taken  from  10 
to  14  sites  on  the  anterior  surface  of  the  left  ventri- 
cle after  left  anterior  descending  coronary  artery 
occlusion.  The  average  S-T  segment  elevation, 
proportional  to  the  magnitude  of  myocardial  inju- 
ry, was  significantly  decreased  by  intra-aortic  bal- 
loon pumping  up  to  three  hours  following  occlu- 
sion.109 The  additional  ischemic  injury  effected 
by  isoproterenol  infusion  was  also  ameliorated  by 
counterpulsation.  These  actions  were  also  con- 
firmed in  man.109  Improved  myocardial  contrac- 
tility follows  a decrease  in  ischemia.110 

Effect  on  cardiac  metabolism.  Vasku  et 

111-113  reported  that  experimental  myocardial 
infarction  was  accompanied  by  net  muscle  loss  of 
potassium  and  magnesium  and  uptake  of  calcium 
and  sodium.  Loss  of  intracellular  magnesium  oc- 
curs early  and  is  replaced  by  calcium  influx.  Like- 
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wise,  intracellular  potassium  is  replaced  by  sodium 
moving  into  the  cell.  These  investigators  use  a 
combined  pump  for  bypass  and  counterpulsation, 
theorizing  that  the  former  relieves  myocardial  vol- 
ume work  and  reduces  preload;  the  latter  relieves 
the  pressure  work  or  reduces  the  afterload  of  the 
heart.  After  ligation  of  the  left  circumflex  coro- 
nary artery  in  the  dog,  application  of  either  com- 
ponent, bypass  or  counterpulsation,  alone  was  un- 
able to  normalize  the  pathologic  ion  changes  re- 
corded, as  mentioned  previously.  The  maximal 
biochemical  improvement  occurred  when  both 
parts  of  their  pump  were  employed.  Ziegelhoffer 
et  a/.114  also  reported  the  biochemical  effects  of 
myocardial  anoxia  after  coronary  artery  ligation  in 
the  dog.  Oxygen  extraction  by  the  myocardium 
increased,  accompanied  by  lactate  production  and 
a negative  myocardial  redox  potential.115  In- 
creased glucose  utilization  also  accompanied  an- 
aerobic predominance. 

The  levels  of  creatine  phosphate,  adenosine  tri- 
phosphate, and  glycogen  decreased,  while  adeno- 
sine diphosphate  concentrations  increased  in  re- 
sponse to  myocardial  infarction.  Improved  myo- 
cardial oxygen  balance,  presumably  through  appli- 
cation of  assisted  circulation,  resulted  in  a de- 
crease of  the  negative  redox  potential,  in  spite  of 
the  persistence  of  lactate  production.  Assisted 
circulation  also  restored  creatine-phosphate  levels 
to  preinfarction  values,  but  stores  of  adenosine  tri- 
phosphate and  glycogen  were  only  partially  re- 
plenished. 

Problems  of  intra-aortic  balloon  pumping. 

Several  difficulties,  some  presently  unsolved,  are 
associated  with  the  use  of  intra-aortic  balloon 
pumping.  The  problems  include  safety,  volume 
relationships,  position  of  the  balloon,  triggering 
(arrhythmias),  synchronization,  driving  system 
(rate  of  inflation-deflation),  modality  of  actuation 
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from  inflated  or  deflated  position,  physical  proper- 
ties of  aortic  wall,  status  of  peripheral  arteries,  and 
timing  and  duration  of  application.  Feola,  Haid- 
erer,  and  Kennedy75  stress  the  meager  benefit 
when  applied  in  dogs  with  cardiogenic  shock  rath- 
er than  left  ventricular  failure  in  their  series.  The 
effects  of  balloon  assistance  also  depend  on  shift- 
ing heart  rates  and  presence  of  arrhythmias  as  well 
as  intra-aortic  blood  volume,  as  mentioned  pre- 
viously.82 Although  some  investigators  explain 
the  subsidence  of  postinfarction  arrhythmias  after 
counterpulsation  on  the  basis  of  improved  myocar- 
dial oxygen  balance, 76>93'94  Feola,  Haiderer,  and 
Kennedy75  found  it  necessary  to  pretreat  with  re- 
serpine  and  propranolol  to  prevent  mistriggering 
from  arrhythmias. 

The  ratio  of  inflated  balloon  volume  to  central 
aortic  and  stroke  volumes,  relation  of  balloon  in- 
flation/deflation to  rate  of  left  ventricular  ejection, 
and  timing  also  determine  balloon  effectiveness. 
Mean  coronary  blood  flow  increases  with  balloon 
volume  to  a given  point,  beyond  which  the  balloon 
becomes  occlusive.  In  the  occlusive  position, 
while  mean  proximal  aortic  pressure  is  elevated, 
mean  aortic  pressure  distal  to  the  balloon  is  re- 
duced, impairing  renal  blood  flow.80  Further- 
more, due  to  an  unequal  match  between  balloon 
volume  and  stroke  volume,  deflation  of  the  balloon 
may  produce  a negative  pressure  gradient  in  the 
central  aorta  with  respect  to  the  proximal  great 
vessels  leading  to  retrograde  flow  in  the  carotid  ar- 
tery. 

The  lack  of  a foolproof  fail-safe  device  is  at  pres- 
ent another  objection  to  the  use  of  intra-aortic  bal- 
loon assistance. 


FIGURE  16.  (A)  Systemic  flow-pressure  relationships  in  coronary  shock  and  response  to  therapeutic  interventions.  Iso- 

pleths  drawn  for  1,300  and  2,000  dynes-sec-cm-5.  Systemic  vascular  resistance  decreased  uniformly  with  isoproterenol 
(ISO),  increased  with  l-norepinephrine  (L-NE)  and  varied  during  intra-aortic  counterpulsation  (IACP).  (B)  Summary  of  ther- 
apeutic induced  changes  on  cardiac  performance  and  metabolism  in  coronary  shock.  Both  ISO  and  IACP  improved  cardi- 
ac index  (Cl).  While  isoproterenol  increased  coronary  blood  flow  (CBF)  inadequately  and  myocardial  lactate  metabolism 
deteriorated,  intra-aortic  counterpulsation  improved  perfusion  and  metabolism.  Similar  beneficial  effects  on  coronary 
blood  flow  and  lactate  metabolism  produced  by  l-norepinephrine  (L-NE),  but  at  cost  of  increased  cardiac  work  and  un- 
changed peripheral  perfusion.120 
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FIGURE  17.  Relationship  between  myocardial  oxygen 
and  lactate  metabolism.  In  acute  shock  state  high  extrac- 
tion ratios  of  oxygen  (EX02)  were  associated  with  produc- 
tion of  lactate  (EXL).  Intra-aortic  counterpulsation  (IACP) 
decreased  oxygen  extraction  toward  normal  and  shifted 
lactate  production  to  extraction  (left  figure);  l-norepineph- 
rine  (L-NE)  also  changed  lactate  production  to  extraction, 
but  oxygen  extraction  remained  abnormally  high  (right  fig- 
ure). Isoproterenol  (ISO)  uniformly  led  to  lactate  produc- 
tion, unrelated  to  oxygen  extraction.120 


Intra-aortic  balloon  pumping  in  man 

The  application  of  intra-aortic  balloon  counter- 
pulsation in  patients  with  cardiogenic  shock  usual- 
ly reverses  the  shock  syndrome,  improves  cardiac 
output,  and  decreases  left  ventricular  filling  pres- 
sure owing  to  the  combined  benefits  of  diminished 
afterload  and  probable  increase  in  coronary  blood 
flow  during  diastole.  However,  the  precise  identi- 
fication of  clinical  subsets  of  patients  who  might 
respond  more  favorably  to  specific  modes  of  thera- 
py has  been  difficult.  Two  aspects  of  this  problem 
exist:  what  clinical  criteria  should  be  applied  for 
the  use  of  intra-aortic  balloon  pumping,  and  what 
might  be  expected  from  the  use  of  this  technique? 
Early  reports  stressed  the  need  for  criteria  to  se- 
lect patients  for  mechanical  circulatory  support  in- 
cluding failure  of  pharmacologic  methods,116  de- 
creasing cardiac  output,  or  widening  arteriovenous 
oxygen  gradient.117  Although  hemodynamic  im- 
provement can  be  anticipated,118  whether  or  not 
the  overall  mortality  rate  of  cardiogenic  shock  may 
be  altered  by  intra-aortic  balloon  pumping  is  un- 
known. The  clinical  data  summarized  in  this  re- 
view attempt  to  provide  answers  to  these  ques- 
tions. 

Effect  on  myocardial  performance  and  ener- 
getics in  man.  Mueller  et  a/.119-121  reported  the 
effects  of  intra-aortic  counterpulsation  in  10  of  21 
patients  with  shock  due  to  acute  myocardial  in- 
farction and  compared  these  with  changes  induced 
by  cathecholamine  therapy.  The  baseline  hemo- 
dynamic deficiencies  included  a low  cardiac  index, 
(average  1.35  L.  per  minute  per  square  millimeter), 
mean  aortic  pressure,  and  left  ventricular  work 
index.  Decreased  coronary  blood  flow  (mean,  68 
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FIGURE  18.  Interrelationship  between  coronary  blood 
flow  (CBF)  and  myocardial  metabolism.  Isoproterenol 
(ISO)  increased  coronary  blood  flow  inadequately  to  need. 
Myocardial  lactate  extraction  (EXL)  shifted  to  production  or 
rate  of  lactate  production  increased;  l-norepinephrine  (L- 
NE)  and  intra-aortic  counterpulsation  (IACP)  both  improved 
coronary  blood  flow  and  myocardial  lactate  metabolism. 
Myocardial  oxygen  extraction  (EX02)  changed  toward  nor- 
mal during  counterpulsation  but  remained  abnormally  high 
with  l-norepinephrine.120 

ml.  per  100  Gm.  per  minute)  and  myocardial  oxy- 
gen consumption  (mean  8.11  ml.  per  100  Gm.  per 
minute)  were  accompanied  by  high  myocardial 
oxygen  extraction  (mean,  78  per  cent)  and  net  lac- 
tate production  (mean,  9 per  cent). 

Use  of  intra-aortic  counterpulsation  increased 
cardiac  index  and  mean  arterial  pressure  an  aver- 
age of  0.48  L.  per  minute  per  square  meter  and  14 

mm.  Hg  respectively  (Fig.  16).  Systemic  vascular 
resistance  was  unchanged  in  4 patients,  decreased 
in  5,  and  increased  in  1.  The  time-tension  index 
per  minute  was  lowered  owing  to  diminished  sys- 
tolic pressure  and  heart  rate.  Left  ventricular 
work  index,  however,  was  unchanged  by  intra-aor- 
tic balloon  pumping,  because  the  decrease  in  sys- 
tolic arterial  pressure  was  balanced  by  an  increase 
in  cardiac  output.  In  contrast  with  norepineph- 
rine, which  raised  afterload,  intra-aortic  counter- 
pulsation and  isoproterenol  decreased  afterload  to 
increase  both  stroke  volume  and  systolic  ejection 
rate. 

Intra-aortic  counterpulsation  .lowered  myocar- 
dial oxygen  extraction  and  promoted  lactate  up- 
take to  approach  normal  values,  61  per  cent  and*  14 
per  cent  respectively  (Fig.  17).  Norepinephrine 
improved  oxygen  extraction  but  did  not  reduce 
oxygen  extraction,  whereas  isoproterenol  effected 
lactate  production  unrelated  to  oxygen  extraction. 
Coronary  blood  flow  increased  an  average  of  23  ml. 
per  100  Gm.  per  minute  during  cardiac  assistance 
and  was  increased  an  average  of  27  ml.  per  100 
Gm.  per  minute  by  norepinephrine  (Fig.  18). 
Myocardial  oxygen  consumption  remained  un- 
changed. 

Clinical  trials  in  man.  Kantrowitz  et 
al.,e 2,122,123  Lacy,124  Kantrowitz  et  al.,125  and  Kra- 
kauer126  studied  30  patients  with  cardiogenic 
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FIGURE  19.  Clinical  experience  with  AVCO-MGH  pump. 
Of  35  patients,  13  survived,  and  of  26  who  failed  to  come 
off  bypass,  11  were  salvaged.1333 


shock  refractory  to  medical  therapy  and  treated 
with  intra-aortic  balloon  pumping.  Patients  were 
divided  into  those  with  early  shock,  within  thirty- 
six  hours  of  the  onset  of  myocardial  infarction,  and 
delayed  shock,  after  thirty-six  hours  since  their 
episode  began.  Of  20  patients  classified  as  “early” 
shock,  3 died  owing  to  procedural  difficulties,  15 
improved  to  be  “weaned”  off  the  device,  and  9 
were  long-term  survivors.  Of  10  patients  with  de- 
layed onset  of  shock,  only  4 improved,  .and  none 
survived.  Myocardial  rupture  was  shown  in  5 of 
the  “delayed”  group  and  was  suspected  clinically 
in  an  additional  patient. 

These  data  imply  that  the  interval  from  myocar- 
dial infarction  to  the  onset  of  shock  is  an  impor- 
tant determinant  of  prognosis.  While  the  inci- 
dence of  myocardial  rupture  was  high  in  the  de- 
layed group,  it  was  felt  not  to  be  attributable  to 
the  procedure  itself  but  may  be  the  result  of  longer 
survival  of  patients  with  massive  myocardial  ne- 
crosis. 

Summers  et  a/.127  treated  5 patients  with  intra- 
aortic balloon  pumping  refractory  to  medical  man- 
agement of  cardiogenic  shock.  Each  had  severe 
three-vessel  disease  and  poor  left  ventricular  func- 
tion due  to  a large  dyssynergistic  area  as  shown 
during  coronary  angiography.  Although  short- 
term hemodynamic  improvement  was  observed, 
none  of  their  patients  survived. 

Using  the  AVCO-MGH  pump,  the  Harvard 
group7’12,13,88,128-133  treated  over  40  patients  with 
cardiogenic  shock.  While  inhospital  benefit  was 
effected  by  the  balloon,  overall  survival  of  patients 
remained  low.  Accordingly,  these  investigators  al- 
lowed the  patient  to  stabilize  during  counterpulsa- 
tion and  then  perform  coronary  angiography  in 
search  of  a surgically  correctable  lesion.131-133  Of 
35  patients  on  balloon  assistance,  13  survived 
when  this  was  combined  with  surgery:  coronary 

bypass,  valve  replacement,  or  resection  (Fig.  19). 
In  addition,  of  26  patients  who  failed  to  come  off 
bypass  after  elective  procedures,  11  were  saved. 

Bregman  et  a/.,134-136  Goetz  et  al ,,137  and  Breg- 
man  and  Goetz138  designed  a dual-chambered  bal- 
loon mounted  on  a single  lumen  catheter  which 
pumps  blood  unilaterally  toward  the  aortic  root  to 
maximize  coronary  and  cerebral  blood  flows.  The 
smaller  distal  spherical  balloon  inflates  slightly 
earlier  in  diastole  and  obstructs  peripheral  aortic 


FIGURE  20.  (A)  “Unidirectional”  pumping  of  dual-cham- 

bered balloon  versus  "omnidirectional"  pumping  of  single 
chambered  balloon.  (B)  Pumping  action  of  dual-cham- 
bered intra-aortic  balloon.  Smaller  spherical  balloon  in- 
flates slightly  earlier  and  obstructs  peripheral  flow  in  the 
aorta.  Larger  cylindrical  balloon  then  pumps  blood  effec- 
tively toward  root  of  aorta.137 

flow.  The  proximal  larger  cylindrical  balloon  then 
pumps  blood  toward  the  aortic  root  (Fig.  20). 
Their  balloon  is  inflated  by  gas  (carbon  dioxide) 
transfer  from  a slave  balloon  in  a safety  chamber, 
interposed  between  the  intra-aortic  balloon  and 
the  driving  unit.  The  possibility  of  overdistention 
is  eliminated,  minimizing  the  chance  of  balloon 
rupture. 

In  addition  to  consistently  increased  coronary 
blood  flow  60  to  100  per  cent  above  that  achieved 
with  the  single  balloon,  these  investigators  noted  a 
maximum  average  per  cent  increase  in  rate  of  rise 
in  left  ventricular  pressure  development  of  88.7 
per  cent  during  unidirectional  assist,  and  increases 
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FIGURE  21.  Mean  arterial-pressure  changes  during  intra- 
aortic balloon  counterpulsation  in  patients  who  survived  at 
least  four  hours  of  circulatory  assistance.  Systolic  arterial 
pressure  (A)  falls  significantly,  diastolic  arterial  pressure 
(V)  rises  significantly,  and  mean  arterial  pressure  (O)  does 
not  change  as  compared  with  control  values  obtained  just 
before  onset  of  counterpulsation.  There  is  no  difference 
in  response  of  patients  who  survived  (open  symbols)  and 
those  who  died  during  assistance  (closed  symbols).139 


in  cardiac  index  (from  1.03  L.  per  square  meter  be- 
forehand to  1.41  L.  per  square  meter  afterwards), 
stroke  volume  (18.5  ml.  to  28.7  ml.),  stroke  index 
(9.8  ml.  to  12.8  ml.  per  beat),  and  stroke  work  (17.5 
Gm. -meter  to  27.2  Gm. -meter).  Total  peripheral 
resistance  fell  from  a base  line  of  2,806  dynes  per 
second  per  centimeter-5  to  2,258  dynes  per  second 
per  centimeter-5  which  correlated  well  with  the 
improvement  in  peripheral  perfusion  noted.  The 
speed  with  which  the  sensorium  cleared  was  nota- 
ble. Adverse  changes  in  renal  flow  were  not  sig- 
nificant, borne  out  by  the  reversal  of  anuria  in  as- 
sisted patients.  Glucagon  was  felt  to  be  particu- 
larly valuable  in  conjunction  with  intra-aortic  bal- 
loon pumping,  as  was  observed  in  laboratory  ani- 
mals.79 


Plasma-growth  hormone  levels  and  plasma-cor- 
tisol levels,  markedly  elevated  in  patients  with  car- 
diogenic shock,  were  significantly  reduced  during 
unidirectional  intra-aortic  counterpulsation.137 
This  was  felt  to  be  a consequence  of  normalized 
cerebral  blood  flow. 

Cooperative  study.  Recently  the  results  of 
intra-aortic  balloon  counterpulsation  in  87  pa- 
tients from  10  institutions  were  reported.139  The 
protocol  followed  was  similar  in  all  groups:  the  di- 
agnosis of  acute  myocardial  infarction  was  based 
on  the  presence  of  new  Q waves  or  by  a character- 
istic history  and  significant  enzyme  changes. 
Shock  was  defined  as  arterial  systolic  pressure  less 
than  80  mm.  Hg,  urine  flow  less  than  20  ml.  per 
hour,  impaired  mental  status,  and/or  previous  car- 
diopulmonary arrest.  Hypovolemia  was  excluded 


BEFORE  DURING 

ASSIST  ASSIST 


FIGURE  22.  Changes  in  cardiac  output  with  intra-aortic 
balloon  counterpulsation.  There  is  mean  increase  of  500 
ml.  per  minute  with  mechanical  circulatory  assistance.139 

by  a trial  of  intravascular  volume  expansion  in  pa- 
tients, unless  pulmonary  artery  diastolic  or  capil- 
lary “wedge”  pressure  was  in  excess  of  12  mm.  Hg, 
pulmonary  edema  was  present,  or  central  venous 
pressure  was  over  10  cm.  of  water.  After  correc- 
tion of  serious  arrhythmias,  hypoxia,  hypoventila- 
tion, and  acid-base  disorders,  “standard”  medical 
therapy  was  attempted.  This  consisted  of  1-nor- 
epinephrine  administration  to  73  patients,  isopro- 
terenol to  22,  metaraminol  to  17,  and  glucagon  to 
13  patients.  Unresponsiveness  of  arterial  pres- 
sure, urine  output,  and  mental  status  to  these 
measures  constituted  “refractory”  cardiogenic 
shock;  a single-chambered  intra-aortic  balloon  was 
introduced  through  an  end-to-side  graft  into  a 
femoral  artery,68  and  counterpulsation  was  initiat- 
ed. Most  patients  were  anticoagulated  with  hepa- 
rin, phentolamine  or  chlorpromazine  was  given  to 
53  patients,  and  corticosteroids  were  given  to  45 
patients.  The  protocol  for  “weaning”  patients 
from  balloon  assistance  varied.  In  21  patients,  in 
whom  at  least  one  attempt  failed,  balloon  assis- 
tance supported  the  circulation  through  coronary 
angiography  and  in  11  patients  through  definitive 
cardiac  surgery. 

After  four  hours  of  balloon  pumping,  arterial 
systolic  pressure  fell  from  76  ± 22  mm.  Hg  to  57  ± 
17  mm.  Hg,  and  diastolic  pressure  increased  from 
53  ± 12  mm.  Hg  to  83  ± 19  mm.  Hg  without  a sig- 
nificant change  in  mean  arterial  pressure  (Fig.  21). 
Mean  heart  rate  fell  from  110  ± 24  to  103  ± 21 
beats  per  minute  and  remained  lower  after  assis- 
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FIGURE  23.  Myocardial  lactate  extraction  before  and 
during  intra-aortic  balloon  counterpulsation.  Lactate  ex- 
traction improved  in  18  of  19  patients  studied,  with  mean 
value  of  —9  per  cent  (production)  before  counterpulsation 
shifting  to  +12  per  cent  during  mechanical  circulatory  as- 
sistance.139 

tance  was  discontinued  but  was  statistically  insig- 
nificant. Urine  output  increased  from  11+21  ml. 
per  hour  before  assistance  to  37  ± 34  ml.  per  hour 
after  four  hours  of  assistance  but  was  also  main- 
tained after  discontinuance  (61  ± 36  ml.  per  hour 
one  hour  afterwards).  Cardiac  output  was  mea- 
sured in  patients  and  rose  from  a mean  2.4  L.  per 
minute  before  to  2.9  L.  per  minute  after  support 
(Fig.  22).  In  19  patients  coronary  sinus  cannula- 
tion  permitted  the  demonstration  of  a rise  in  lac- 
tate extraction  from  9 per  cent  before  to  12  per 
cent  after  (Fig.  23). 

Clinically,  52  patients  could  not  be  weaned  from 
the  balloon.  Of  the  35  who  survived  discontin- 
uance of  the  support  device,  15  left  the  hospital 
(Table  I).  Analysis  of  physiologic  data  prior  to 
initiation  of  balloon  assistance  could  not  predict 
likely  survivors  (Table  II). 

The  complications  of  intra-aortic  balloon  pump- 
ing were  enumerated  previously.  Frequently 
mentioned  contraindications  to  this  form  of  assis- 
tance in  man  are:  incompetent  aortic  valve,  un- 


TABLE  I.  Clinical  effects  of  intra-aortic  balloon  pumping139 


Abnormality 

Patients 

Improvement  to 

BEFORE 

WITH 

Normal  during 

Assistance 

Abnormality" 

Assistance* 

no. 

% 

Oliguria  (urine  flow  < 20  ml/hr) 

46 

32 

70 

Acidemia  (arterial  pH  < 7.35) 

32 

22 

69 

Cardiac  arrhythmia 

34 

23 

68 

Need  for  pressor  agents 

59 

38 

64 

Cold,  clammy  skin 

48 

28 

58 

Abnormal  mental  status 

57 

25 

44 

Need  for  antiarrhythmic  agents 

21 

9 

43 

Pulmonary  congestion 

47 

16 

34 

•Includes  only  patients  with  cc 

implete  data 

before  & after  at  least  1 hr  of  balloon 

assistance. 

’Does  not  include  patients  who  showed  improvement  but  not  com 

pletely  to  normal. 

TABLE  II.  Physiologic  data  (group  mean)  just  before  intra- 

aortic  balloon  counterpulsation139 

Group  No.  of  Heart 

Systolic 

Diastolic 

Central 

Cardiac 

Urine 

Patients  Rate 

Arterial 

Arterial 

Venous 

Output 

Flow 

Pressure* 

Pressure* 

Pressure 

beats/ 

mm  Hg 

mm  Hg 

mm  Hg 

tilers/ 

ml/ 

mm 

mm 

hr 

Hospital  15  96 

82 

59 

12 

— 

9 

discharge 

Short-term  20  115 

74 

53 

14 

2.7 

17 

survivor 

Died  during  52  108 

74 

49 

15 

2.5 

22 

assistance 

p value*  NS* 

<0.025 

<0.025 

NS 

NS 

NS 

•During  administration  of  “pressor"  agents,  in  most  cases.  ‘Not  significant. 

f Ability  to  predict  long-term  or  short-term  survival. 


TABLE  III.  Intra-aortic  balloon  pumping;  Massachusetts 
General  Hospital  clinical  experience141 


Survival 

>2 


Patients 

(no.) 

Months 

(no.) 

Mortality 

(.%) 

IABP  alone 

31 

7 

77.4 

IABP  and  surgery  (after  failure 

29 

7 

75.8 

to  maintain  pressure  when 
IABP  was  withdrawn) 

Total 

60 

14 

76.5 

TABLE  IV.  Clinical  experience  of  intra-aortic  balloon  treat- 
ment of  cardiogenic  shock141 


Study  Group 

Patients 

(no.) 

Survival 
(>2  mo.) 
(no.) 

Mortality 

(%) 

Cooperative  Investigators 

87 

14 

83.9 

Massachusetts 

31 

7 

77.4 

General  Hospital 

Total 

118 

21 

82.2 

correctable  arrhythmias,  aortic  aneurysm,  severe 
aorto-ilial  occlusive  disease,  contraindication  to 
anticoagulation,  and  coexisting  terminal  disease.! 
In  the  cooperative  study,  1 patient  died  of  balloon 
rupture  and  another  from  improper  insertion.) 
Another  patient  who  was  not  anticoagulated  died 
of  renal  emboli  associated  with  a thrombus  on  the 
surface  of  the  balloon.  Although  the  aorta  was 
closely  examined  in  43  autopsied  patients,  only  1 
instance  of  aortic  damage,  a subadventitial  hema- 
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toma  with  dissecting  fusiform  aneurysm,  was 
noted.  Ischemic  injury  of  the  leg  in  which  the  bal- 
loon was  inserted  was  apparent  in  13  patients. 
Left  ventricular  rupture  occurred  in  5 patients  (10 
per  cent  of  deaths). 

Since  the  incidence  of  left  ventricular  rupture 
depends  on  the  systolic  pressure,140  and  intra-aor- 
tic  counterpulsation  reduces  the  arterial  systolic 
pressure,  a contribution  of  balloon  pumping  to  this 
complication  was  considered  unlikely. 

Conclusion 

The  data  available  indicate  that  intra-aortic  bal- 
loon pumping  is  safe,  since  the  incidence  of  death 
due  to  the  procedure  is  2 per  cent.  This  technique 
also  provides  effective  circulatory  support.  From 
the  improvement  in  lactate  extraction  reported, 
one  may  conclude  that  myocardial  oxygen  balance 
is  made  more  favorable.  This  is  further  supported 
by  the  reduction  in  myocardial  infarct  size 
achieved  by  counterpulsation  in  laboratory  ani- 
mals. 

Despite  these  impressive  and  desirable  actions, 
the  clinical  effectiveness  remains  unclear.  Dunk- 
man  et  a/.133  and  the  cooperative  study  observed 
survival  rates  of  16  to  17  per  cent  in  subsets  of  pa- 
tients who  would  otherwise  have  died.  In  a recent 
analysis  of  this  problem,  Corday,  Meerbaum,  and 
Lang141  reviewed  the  overall  mortality  rate  of  the 
Massachusetts  General  Hospital  series  together 
with  the  results  of  the  cooperative  study  and 
stressed  the  disappointing  overall  survival  (Tables 
HI  and  IV). 

Most  investigators  agree  that  earlier  application 
if  circulatory  support  is  necessary.  Delay  may 
illow  the  transition  from  jeopardized  to  blighted 
myocardium  and  further  diminish  the  potential  ef- 
fectiveness of  intra-aortic  balloon  pumping.  Since 
circulatory  support  is  a temporary  measure,  it  ap- 
lears  there  are  at  least  two  subsets  of  patients  who 
will  segregate  after  the  passage  of  time.  Some  pa- 

. cients  will  be  unable  to  survive  without  further  de- 
initive  surgical  intervention.  In  a second  group 
)f  patients  myocardial  necrosis  is  so  extensive  no 
herapy  short  of  total  cardiac  replacement  will  suf- 

- ice.  The  particular  subset  of  patients  in  whom 
ntra-aortic  balloon  pumping  will  be  most  helpful 
emains  to  be  found. 

1 Westchester  Avenue 
Pound  Ridge,  New  York  10576 
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In  Gonorrhea 


Injection  WYCILLIN9 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 


Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapy  of  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  bv  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G — N.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins, and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g . pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  Sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine.  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  mtradermally 
0 1 cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  be  j| 
biturates,  and  procaine  penicillin  preparations  should  not  be  use  U 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reactio1® 
The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptit 
organisms  Constant  observation  of  the  patient  is  essential.  If  ni'S 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  disco 
tinue  penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  op 
ion  of  the  physician,  the  condition  being  treated  is  life  threaten! 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary 
secondary  syphilis,  perform  proper  diagnostic  procedures,  mcludi 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis 
suspected,  perform  monthly  serological  tests  for  at  least  four  montl 
Adverse  Reactions:  (Penicillin  has  significant  index  of  sensiti 
tion)  skin  rashes,  ranging  from  maculopapular  eruptions  to  exfol 
five  dermatitis;  urticaria;  serum  sickness-like  reactions,  includ 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  off 
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fatal  anaphylaxis  has  been  reported  (See  “Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  f 


been  reported 

Administration  and  Dosage:  Administer  only  by  deep  mtran 
cular  in/ection,  in  upper  outer  quadrant  of  buttock.  In  infants 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  Wt 
doses  are  repeated,  vary  injection  site.  Before  injection,  aspirate 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remr 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decrea: 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absoli 
and  penicillin  in  large  doses  remains  the  drug  of  choice.  Physici; 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4 8 1 
lion  units  intramuscularly  divided  into  at  least  two  doses  and  injec 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenei 
preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  shoulc 
individualized  using  large  amounts  of  short-acting  penicillin.  Gor 
rheal  endocarditis  should  be  treated  intensively  with  aqueous  pi 
ciliin  G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (it 
and  female)  is  accomplished  with  same  treatment  schedules  as 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene 
Disease  Branch,  U S.  Dept.  H E W recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherw 
a culture  specimen  should  be  obtained  from  the  anterior  urethra 
the  female,  culture  specimens  should  be  obtained  from  both 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persis 
or  more  days  following  initial  therapy  and  smear  or  culture  rem; 
positive  Follow-up  treatment  consists  of  4.8  million  units, 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  ind 
ted  if  foliow-up  cervical  or  rectal  cultures  remain  positive  fo 
gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units  dail1 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  tes 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
have  syphilis  should  be  given  additional  treatment  appropriate  tc 
stage  of  syphilis 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  l 
(4-cc  size)  contains  procaine  penicillin  G in  a stabilized  aqut 
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tiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  procaine  J 
ciliin  G in  a stabilized  aqueous  suspension  with  sodium  citrate  bi| 
and  approximately  7 mg  lecithin,  2 mg.  carboxymethylcellulos| 
mg.  polyvinylpyrrolidone,  0 5 mg.  sorbitan  monopalmitate,  0.5 1 
polyoxvethylene  sorbitan  monopalmitate,  0.14  mg.  propylpar;|| 
and  1 z mg  methylparaben 


Denise  has 


Let’s  keep  it  from  getting  around! 


Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


In  Syphilis 

ijection 

JICILLIN®  Long -Acting 

sterile  benzathine  penicillin  G 
;uspension ) Wyeth 

Benzathine  penicillin  G ...a  drug  of  choice 
ecommended  by  the  national  Center  for 
isease  Control  in  all  stages  of  syphilis  and  in 
reventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
on  in  each  buttock)  of  benzathine  penicillin  G 
sually*cures  most  cases  of  primary,  secondary 
id  latent  syphilis  with  negative  spinal  fluid  • 
elps  break  chain  of  infection  • minimizes 
lance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
e microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
nged serum  levels  common  to  this  particular  dosage  form  Therapy 
ould  be  guided  by  bacteriological  studies  (including  sensitivity 
sts)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 

intramuscular  benzathine  penicillin  G - Venereal  infections 
Iphilis.  yaws,  bejel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
nicillm 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
ylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
quent  following  parenteral  therapy  but  has  occurred  with  oral 
mcillins  These  reactions  are  more  apt  to  occur  in  individuals  with 
■tory  of  sensitivity  to  multiple  allergens 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
II  documented  in  patients  with  history  of  penicillin  hypersensi- 
ity.  Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
'nsitivity  to  penicillins,  cephalosporins  and  other  allergens  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  toeliminate 
the  organism,  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopema,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics.  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  - Primary,  secondary  and  latent  — 2 4 million  units 
(1  dose) 

Late  (tertiary  and  neurosyphilis)  — 2 4 million  units  at  7 day 
intervals  for  three  doses 

Congenital  under2  years  of  age.  50.000  umts/Kg  body  weight, 
aaes  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable  When  doses  are 
repeated,  vary  the  injection  site  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel  If  blood  appears, 
remove  fhe  needle  and  inject  in  another  site 

Composition:  2,400.000  units  in  4-cc  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0 5% 
lecithin,  0 4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0 01%  propylparaben  and  0 09%  methylparaben  Units  benzathine 
penicillin  G (as  active  ingredient);  300,000  units  per  cc  — 10-cc 
multi-dose  vial.  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg  lecithin.  3 mg  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose.  0 5 mg  sorbitan  monopalmitate,  0 5 mg 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg  propylparaben 
and  1 2 mg  methylparaben 

Laboratories  ■ Philadelphia,  Pa  19101 


Drug  Information  * 


Questions  and  Answers 


Do  you  have  any  information  concerning  teratogenic 
effects  associated  with  salicylates? 

Side  Effects  of  Drugs 1 states  “the  teratogenicity  of 
salicylates  in  laboratory  animals  is  beyond  doubt,  but 
the  significance  of  these  findings  in  relation  to  the  con- 
sumption of  salicylates  in  humans  is  difficult  to  assess.” 

Nora  et  al.2  in  a study  of  240  pregnant  women  deter- 
mined their  exposure  to  potentially  teratogenic  agents 
and  the  incidence  of  major  anomalies  that  occurred  in 
their  offspring.  Two  out  of  12  women  who  ingested  sali- 
cylates alone  or  in  combination  with  other  drugs  during 
the  first  trimester,  and  3 out  of  155  women  taking  salicy- 
lates later  in  pregnancy  had  infants  with  major  anoma- 
lies. In  a retrospective  controlled  study  of  383  birth  de- 
fects, Richards3  demonstrated  an  association  between 
congenital  malformations  and  the  consumption  of  sali- 
cylates during  the  first  trimester  of  pregnancy. 

Published  studies  do  not  permit  definite  conclusions 
to  be  drawn  concerning  the  effects  of  salicylate  con- 
sumption by  human  beings  on  the  incidence  of  teratoge- 
nicity, but  they  certainly  indicate  that  great  caution 
must  be  exercised  in  using  such  drugs  during  pregnancy. 

1.  Meyler,  L.,  and  Herxheimer,  A.:  Side  Effects  of  Drugs, 
Amsterdam,  Excerpta  Medica,  1972,  vol.  7,  p.  151. 

2.  Nora,  J.  J.,  et  al.:  Maternal  exposure  to  potential  tera- 
togens, J.A.M.A.  202:  1065  (1967). 

3.  Richards,  I.  D.  G.:  Congenital  malformations  and  envi- 
ronmental influences  in  pregnancy,  Brit.  J.  Prev.  & Social  Med. 
23:218(1969). 

Do  you  have  any  information  regarding  the  use  of 
pyridoxine  (vitamin  B-6)  to  suppress  lactation? 

Foukas1  recently  reported  the  results  of  a 254-patient 
double-blind  study  that  compared  the  efficacy  of  di- 
ethylstibestrol,  pyridoxine,  and  placebo  to  suppress  lac- 
tation in  postpartum  patients. 

A course  of  treatment  consisted  of  one  tablet  three 
times  a day  for  six  days  beginning  on  the  second  or  third 
day  after  delivery  to  rule  out  women  with  deficiency  or 
failure  of  lactation.  Identically  appearing  tablets  were 
used,  each  containing  either  5 mg.  diethylstilbestrol,  200 
mg.  pyridoxine,  or  placebo. 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Pharma- 
ceutic and  Therapeutic  Drug  Information  Center,  the  Valley 
Hospital,  Ridgewood,  New  Jersey.  The  centers  provide  thera- 
peutic and  pharmaceutic  information  not  readily  available  to 
physicians,  pharmacists,  and  related  health  professionals  at  no 
charge  and  with  minimal  time  involvement.  Walter  Model!, 
M.D.,  Emeritus  Professor  of  Pharmacology  at  Cornell  Universi- 
ty Medical  College,  is  pharmacologist  consultant.  The  service 
is  available  from  9:00  A.M.  to  4:30  P.M.,  Monday  through  Fri- 
day, at  (212)  622-8989  or  (201)  445-4900,  extension  304. 


Ninety-five  per  cent  of  the  women  treated  with  pyri- 
doxine had  their  lactation  successfully  suppressed  with- 
in one  week,  compared  with  83  per  cent  for  diethylstil- 
bestrol and  17  per  cent  for  the  placebo.  The  speed  with 
which  symptoms  were  relieved  also  differed  con- 
spicuously: ten  hours  for  pyridoxine,  over  twenty-four 
hours  for  patients  on  diethylstilbestrol,  and  several  days 
for  those  given  placebo. 

The  exact  mechanism  of  how  pyridoxine  suppresses 
lactation  is  not  known.  It  is  postulated,  however,  that 
pyridoxine  promotes  the  natural  conversion  of  dopa  to 
dopamine  in  the  hypothalamus.  It  has  previously  been 
observed  that  increased  hypothalamic  concentrations  of 
dopamine  markedly  inhibited  the  secretion  of  the  hor- 
mone prolactin  which  is  responsible  for  milk  secretion.2 

1.  Foukas,  M.  D.:  An  antilactogenic  effect  of  pyridoxine,  J. 
Obst.  & Gynaec.  Brit.  Commonw.  80:  718  (Aug.)  1973. 

2.  Kamberi,  I.  A.,  Mical,  R.  S.,  and  Porter,  J.  C.:  Effect  of 
anterior  pituitary  perfusion  and  intraventricular  injection  of 
catecholamines  on  prolactin  release,  Endocrinology  88:  1012 
(1970). 

Do  you  have  information  concerning  the  depen- 
dence-producing potential  of  pentazocine  (Talwin)? 

A recent  review  published  by  the  Council  on  Drugs  of 
the  American  Medical  Association  indicates  263  pub- 
lished and  unpublished  cases  of  alleged  dependence  on 
pentazocine  have,  been  reported.1  The  information  on 
72  of  these  cases  lacked  sufficient  evidence  or  indicated 
lack  of  dependence.  Of  the  other  191  cases,  116  could 
be  classified  as  instances  of  definite  dependence.  The 
report  indicates  that  the  information  obtained  frorr 
these  cases  is  similar  to  that  found  earlier,  in  that  75  pei 
cent  of  the  patients  who  had  become  dependent  on  pen 
tazocine  could  be  classified  as  “dependence  prone.” 

In  direct  addiction  studies,  physical  dependence  die 
develop  with  prolonged  administration  of  pentazocine 
When  it  was  discontinued  abruptly,  definite  abstinence 
signs  appeared  which  were  much  milder  and  differec 
somewhat  in  type  from  morphine  abstinence  signs.2 

Swanson  et  al .3  have  analyzed  the  chief  features  o 
pentazocine  abuse  in  a review  of  30  patients  referred  t< 
a psychiatric  service  for  management  of  drug  abuse.  Ii 
this  specific  population,  pentazocine  dependency  wa: 
manifested  by  psychologic  dependence,  tolerance,  phys 
ical  dependence  with  mild  abstinence  symptoms,  an( 
drug-seeking  behavior. 

Although  the  abuse  liability  is  low,  continued  contro 
of  pentazocine  by  physicians  and  pharmacists  througl 
conscientious  prescribing  and  monitoring  is  necessary  t 
prevent  misuse. 

1.  Department  of  Drugs:  Use  and  misuse  of  pentazocine 
drug  commentary,  J.A.M.A.  225:  1530  (Sept.  17)  1973. 
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2.  Council  on  Drugs:  The  misuse  of  pentazocine,  ibid.  209: 
1518  (1969). 

3.  Swanson,  D.  W.,  et  al .:  Hospitalized  pentazocine  abus- 

ers, Mayo  Clin.  Proc.  48:  85  (Feb.)  1973. 

Do  you  have  any  reports  of  birth  defects  or  other  ad- 
verse effects  associated  with  the  use  of  oral  contracep- 
tives or  other  sex-hormone  preparations  during  preg- 
nancy? 

The  possible  side-effects  of  progestogens  regarding 
masculinization  of  the  female  fetus  and  underviriliza- 
tion of  the  male  fetus,1  and  the  possible  association  of 
maternal  diethylstilbestrol  (an  estrogen)  therapy  to  sub- 
sequent development  of  adenocarcinoma  of  the  vagina 
in  young  women  are  known.2 

Lately,  attention  has  been  drawn  to  the  fact  that 
there  may  be  an  increase  in  congenital  abnormalities  re- 
sulting from  prenatal  exposure  to  oral  contraceptives 
(progestogen-estrogen  compounds  or  progestogens)  dur- 
ing vulnerable  periods  of  embryogenics.  One  such 
group  of  multiple  anomalies  are  described  by  the  acro- 
nym VACTERL  (vertebral,  anal,  cardiac,  tracheal, 
esophageal,  renal,  and  linjb).3  4 

A study  of  10  patients  with  VACTERL  and  2 patients 
with  other  type  defects  revealed  exposure  at  the  vulner- 
able period  of  embryogenesis  to  a progestogen-estrogen 
compound  or  a progestogen  alone  in  8 of  these  patients. 
These  hormones  were  taken  either  as  a pregnancy  test 
or  mistakenly  without  realizing  that  pregnancy  already 
existed.5 

A retrospective  study  of  224  patients  with  congenital 
heart  disease  disclosed  that  20  patients  received  proges- 
togen-estrogen drugs  at  a vulnerable  period  of  cardio- 
genesis  compared  with  4 of  262  controls.  This  differ- 
ence is  highly  significant  from  a statistical  standpoint. 

During  a study  of  etiologic  factors  in  congenital  heart 
disease  it  was  noted  that  10  of  76  mothers  of  babies  with 
transposition  of  great  vessels  had  been  treated  with 
some  hormone  during  the  first  trimester  of  pregnancy. 
(Six  out  of  the  10  were  treated  with  sex-hormone  prepa- 
rations for  threatened  abortion,  and  1 was  given  a preg- 
nancy test  which  uses  a progestational  hormone.)  The 
incidence  of  congenital  defects  in  the  hormone-exposed 
groups  was  statistically  significant.6 

Until  there  is  more  definitive  data  available,  it  may  be 
prudent  to  emphasize  the  need  to  document  the  absence 
of  pregnancy  before  undertaking  oral  contraception  and 
to  reconsider  the  risk-benefit  ratio  of  pregnancy  testing 
with  hormonal  agents. 

1.  Aarskog,  D.:  Birth  Defects,  Original  Article  Series  7, 

No.  6,  Part  X,  122, 1971. 

2.  Herbst,  A.  L.:  Adenocarcinoma  of  the  vagina,  New  En- 
gland J.  Med.  284:  878  (Apr.  22)  1971. 

3.  Kaufman,  R.  L.:  Birth  defects  and  oral  contraceptives, 
Lancet  1: 1396  (June  16)  1973. 

4.  Kaufman,  R.  L.,  et  al.:  Birth  Defects,  Original  Article 
Series  8,  No.  2,  Part  XIII,  85,  1972 

5.  Nora,  J.  J.,  et  al.:  Birth  defects  and  oral  contraceptives 
Lancet  1:  941  (Apr.  28)  1973. 

6.  Levy,  E.  P.,  et  al.:  Hormone  treatment  during  pregnan- 
cy and  congenital  heart  defects,  ibid.  1:  611  (Mar.  17)  1973. 

Is  it  considered  rational  drug  therapy  to  use  tetracy- 
cline and  penicillin  concomitantly? 

5 

The  clinical  significance  of  the  empirical  observation 
that  certain  bacteriostatic  drugs,  such  as  tetracycline, 
may  antagonize  the  bactericidal  action  of  penicillin  is 
debatable. 


A recent  article  by  Rahal1  describes  various  mecha- 
nisms of  antibiotic  activity.  The  article  indicates  that 
once  cell-wall  synthesis  has  been  successfully  interrupt- 
ed by  penicillin,  a lytic  substance  naturally  present 
within  the  organism  must  be  active  to  disrupt  the 
underlying  cell  membrane.  This  results  in  death  of  the 
microorganism.  Since  the  lytic  substance  is  an  enzyme, 
an  antibiotic  such  as  tetracycline  which  inhibits  protein 
synthesis,  prevents  its  formation  and  thus  antagonizes 
the  lethal  effect  of  penicillin. 

Kagan2  indicates  that  it  appears  unlikely  that  antimi- 
crobial antagonism  accounts  for  a significant  proportion 
of  therapeutic  failures  encountered  in  current  practice. 
Nevertheless,  combinations  of  bacteriostatic  and  bacte- 
ricidal drugs  remain  theoretically  objectionable  and  cer- 
tainly increase  the  likelihood  of  adverse  drug  reactions. 

1.  Rahal,  J.  J.:  Mechanisms  of  antibiotic  activity,  Bergen 

Pines  M.  Staff  Rep.  (Oct.)  1973. 

2.  Kagan,  B.  M.:  Antimicrobial  Therapy,  Philadelphia,  W. 
B.  Saunders  Company,  1970,  p.  9. 

Is  there  any  reason  why  pentazocine  (Talwin)  should 
not  be  used  as  an  analgesic  for  narcotic  addicts  or  for 
patients  receiving  narcotics? 

The  AHFS1  indicates  that  pentazocine,  a weak  nar- 
cotic antagonist,  should  be  administered  with  caution  to 
patients  dependent  on  narcotics  or  to  patients  receiving 
them.  Pentazocine  may  produce  acute  withdrawal 
symptoms  in  some  patients  when  substituted  for  narcot- 
ics. 

Goodman  and  Gilman2  indicate  that  patients  who 
have  been  receiving  opioids  on  a regular  basis  may  expe- 
rience withdrawal  symptoms  when  given  pentazocine. 
After  an  opioid-free  interval  of  one  or  two  days,  it  is  pos- 
sible to  administer  pentazocine  without  producing  such 
withdrawal  effects. 

A recent  review  published  in  J A M.  A .3  indicates  that 
physicians  must  be  aware  of  the  fact  that  the  pentazo- 
cine may  precipitate  withdrawal  symptoms  in  patients 
who  have  been  receiving  narcotics  repeatedly.  Because 
there  is  an  increasing  number  of  patients  receiving 
methadone  regularly  for  the  treatment  of  narcotic  de- 
pendence, this  precaution  is  of  particular  importance 
when  such  patients  need  a drug  for  relief  of  pain.  In 
these  cases,  analgesics  other  than  pentazocine  should  be 
used. 

1.  American  Hospital  Formulary  Service,  American  Society 
of  Hospital  Pharmacists,  Washington,  D.  C.,  1972,  p.  28:08. 

2.  Goodman,  L.,  and  Gilman,  A : The  Pharmacological 

Basis  of  Therapeutics,  4th  ed.,  London,  The  Macmillan  Com- 
pany, 1970,  p.  270. 

3.  Department  of  Drugs:  Use  and  misuse  of  pentazocine, 
drug  commentary,  J.A.M.A.  225: 1530  (Sept.  17)  1973. 

Are  there  any  reports  of  a drug  interaction  between 
tolbutamide  and  sulfisoxazole?. 

Evaluations  of  Drug  Interaction — 19731  indicates 
that  the  possibility  of  an  interaction  occurring  between 
any  sulfonylurea*  and  sulfonamidef  combination 
should  be  considered  prior  to  administration  of  such  a 
combination. 

* The  sulfonylureas  in  common  use  are  as  follows:  acetohex- 
amide  (Dymelor),  chlorpropamide  (Diabinese),  tolazamide 
(Tolinase),  and  tolbutamide  (Orinase). 

t The  sulfonamides  in  common  use  are  as  follows:  sulfadia- 
zine (various  manufacturers),  sulfamethizole  (Thiosulfil),  sulfa- 
phenazole  (Orisul,  Sulfabid),  and  sulfisoxazole  (Gantrisin,  Sod- 
izole,  Sosol,  Unisulf). 
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Hansten2  noted  that  sulfisoxazole  has  been  reported 
to  potentiate  the  effect  of  tolbutamide,  resulting  in  se- 
vere hypoglycemia. 

Christensen  and  coworkers3  conducted  experiments 
that  led  to  the  conclusion  that  sulfaphenazole  signifi- 
cantly enhances  the  hypoglycemic  response  in  tolbutam- 
ide-treated diabetics  by  displacing  tolbutamide  from  its 
plasma  protein-binding  sites. 

Tucker  and  Hirsch4  and  Dali  et  al.5  indicated  that 
when  sulfonamides  are  administered  in  addition  to  a 
sulfonylurea,  the  latter  will  be  displaced  from  its  plasma 
protein-binding  sites.  This  displacement  may  result  in 
severe  hypoglycemia. 

1.  Evaluation  of  Drug  Interactions — 1973,  1st  ed.,  Wash- 
ington, D.  C.,  American  Pharmaceutical  Association,  1973,  p. 
147. 

2.  Hansten,  P.:  Drug  Interactions,  2nd  ed.,  Philadelphia, 
Lea  & Febiger,  1973,  p.  78. 

3.  Christensen,  L.  K.,  et  al .:  Sulfaphenazole-induced  hy- 
poglycemia attacks  in  tolbutamide-treated  diabetics,  Lancet  2: 
1298(1963). 

4.  Tucker,  H.  S.  G.,  and  Hirsch,  J.  I.:  Sulfonamide-sulfon- 
ylurea interaction,  New  England  J.  Med.  286:  110  (Jan.  13) 
1972. 

5.  Dali,  J.  L.  C.,  et  al.:  Hypoglycemia  due  to  chlorpropam- 
ide, Scottish  M.  J.  12:  403  (1967). 

Is  it  safe  to  use  anticonvulsant  therapy  in  pregnant 
women ? 

Reports  have  associated  the  administration  of  anti- 
convulsants during  pregnancy  with  greatly  increased  in- 
cidence of  congenital  malformations.1-3 

Common  reference  sources,  such  as  the  American 
Hospital  Formulary  Service,4  indicate  that  diphenylhy- 
dantoin  (Dilantin)  should  not  be  administered  to  preg- 
nant women,  to  women  of  childbearing  age  who  might 
become  pregnant,  or  to  nursing  mothers  unless  the  po- 
tential benefit  to  the  patient  outweighs  the  possible  risk 
to  the  infant.  This  reference  also  notes  that  fetal  ab- 
normalities have  been  reported  in  animals  receiving  di- 
phenylhydantoin. 

Monson  et  al.5  in  a retrospective  study  of  50,897 
pregnancies,  indicate  that  the  difference  in  the  malfor- 
mation rates  between  children  exposed  regularly  to  di- 
phenylhydantoin  during  early  gestation  and  children 
born  to  nonepileptic  mothers  could  reflect  the  terato- 
genic effect  of  the  drug,  of  epilepsy  itself,  or  of  both  fac- 
tors. 

Millar  and  Nevin6  studied  110  infants  born  to  57  epi- 
leptic mothers  taking  anticonvulsants  and  found  a con- 
siderably smaller  incidence  of  teratogenicity  than  had 
been  documented  or  estimated  in  other  reports.  The 
authors  conclude  that  when  anticonvulsant  therapy  is 
necessary  during  pregnancy,  withholding  such  drugs 
cannot  be  recommended,  and  on  the  evidence  available 
for  the  individual  mother  with  epilepsy,  the  risk  of  an 
abnormal  baby  is  small. 

1.  Meadow,  S.  R.:  Anticonvulsant  drugs  and  congenital 

abnormalities,  Lancet  2:  1296  (1968). 

2.  South,  J.:  Teratogenic  effects  of  anticonvulsants,  ibid. 
2:  1154  (Nov.  25)  1972. 

3.  Mirkin,  B.  L.:  Diphenylhydantoin:  Placental  trans- 

port, fetal  localization,  neonatal  metabolism,  and  possible  tera- 
togenic effects,  J.  Pediat.  78:  329  (Feb.)  1971. 


4.  American  Hospital  Formulary  Service,  American  Society  , 
of  Hospital  Pharmacists,  Washington,  D.  C.,  1973,  p.  28:  12. 

5.  Monson,  R.  R.,  et  al.:  Diphenylhydantoin  and  selected 
congenital  malformations,  New  England  J.  Med  289:  1049 
(Nov.  15)  1973. 

6.  Millar,  J.  D.  H.,  and  Nevin,  N.  C.:  Congenital  malfor- 
mations and  anticonvulsant  drugs,  Lancet  1:  328  (Feb.  1)  1973. 

What  reports  do  you  have  regarding  increased  acid 
secretions  in  patients  taking  antacids  containing  calci- 
um carbonate?* 

Recently  the  effects  of  a single  small  dose  of  oral  cal- 
cium  carbonate,  0.5  or  2 Gm.,  on  gastric  acid  secretion 
and  serum  gastrin  concentrations  were  investigated  in 
fasting  subjects.  The  oral  administration  of  both  2C 
and  0.5  Gm.  produced  an  increase  in  gastric  acid  secre- 
tion; in  addition,  the  2-Gm.  dose  of  antacid  was  associ-i 
ated  with  increased  serum  gastric  level.1’2  The  mecha- 
nism of  calcium  carbonate-induced  stimulation  of  gas- 
tric secretion  is  not  known. 

In  other  studies,  increased  gastric  acid  secretion  has 
been  demonstrated  in  patients  receiving  calcium  car 
bonate  as  an  antacid  for  the  management  of  peptic  ulcei 
disease.  Although  the  long-term  management  and/o: 
high  dose  administration  of  calcium  carbonate  increasec 
gastric  secretion,  no  increase  was  seen  when  aluminum 
magnesium  hydroxide  or  magnesium  hydroxide  and  so ; 
dium  bicarbonate  were  used  to  treat  patients.3-4 

Several  questions  have  been  proposed  by  Barreras 
concerning  the  use  of  calcium  carbonate  that  should  b 
answered  by  clinical  study.  Should  calcium  carbonat' 
be  used  in  the  management  of  peptic  ulcer?  Does  thi 
antacid  delay  ulcer  healing?  Have  ulcers  been  labelei 
as  intractable — in  spite  or  because  of  calcium  carbonat 
administration? 


1.  Drug  Information  Service  Newsletter,  Alta  Bates  Hosp 
tal  5:  35  (1973). 

2.  Levant,  J.  A.,  et  al.:  Stimulation  of  gastric  secretion  an 
gastrin  release  by  single  oral  doses  of  calcium  carbonate  in  mai 
New  England  J.  Med.  289:  555  (Sept.  13)  1973. 

3.  Fordtran,  J.  S.:  Acid  rebound,  ibid.  279:  900  (1968). 

4.  Barreras,  R.  F.:  Acid  secretion  after  calcium  carbonat 
in  patients  with  duodenal  ulcer,  ibid.  282: 1402  (1970) 

5.  Idem:  The  carbonate  affair — is  calcium  indictable 

ibid.  289:  587  (1973). 
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* Well-known  calcium  carbonate-containing  antacids  are 
follows:  Alkets,  Amitone,  Bisodol,  Camalox,  Cremo  Carbo 

ates,  Dicarbosil,  Ducon,  Eugel,  Equilets,  Gel-Kote,  Glycogel, 
omel,  Krem,  Marblen,  Ratio,  Syntrogel,  Titralac,  Trevidal,  ai 
Turns. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 

(ISOXSUPRINE  HC!) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

' the  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
-'-vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertenstve, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator, 
/asodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
nas  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNS6N  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


Case  Reports 


Unusual  Cause  of 
Bronchial  Asthma 

Cacoon  seed  used  for  decorative  pur- 
poses 
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Bronchial  asthma  induced  as  a result  of  indus- 
trial exposure  is  a widespread  phenomenon.1-3 
Our  patient  experienced  bronchial  asthma  after 
occupational  exposure  to  the  seed  of  the  Entada 
gigas  known  as  the  cacoon  seed. 

Case  report 

A fifty-seven-year-old  female  first  presented 
herself  on  June  25,  1970,  with  sneezing,  rhinor- 
rhea,  and  red  itchy  eyes  of  thirty-six  hours’  dura- 
tion. A diagnosis  of  allergic  rhinitis  and  conjunc- 
tivitis was  made  by  her  family  physician  who 
treated  her  with  chlorpheniramine  4 mg.  four 
times  a day.  Five  days  later,  she  developed  a 
cough  and  increasing  respiratory  symptoms. 
Physical  examination,  at  that  time,  revealed  nor- 
mal temperature  and  bilateral  rhonchi  with  expir- 
atory wheezing.  Ephedrine,  theophylline,  and 
phenobarbital  compound  tablet  (Tedral)  was  pre- 
scribed. After  four  days  of  this  therapy,  the  pa- 
tient continued  to  wheeze  and  theophylline  elixir, 
30  cc.  four  times  a day  was  substituted.  The  fol- 
lowing day  the  patient  exhibited  only  minimal 
rhonchi  and  no  wheezing. 

She  was  well  until  September  10,  1970,  when  she 
again  presented  symptomatic  wheezing.  No  histo- 
ry of  atopy  was  elicited.  However,  pertinent  is  the 
fact  that  prior  to  each  episode  of  wheezing  the  pa- 
tient was  stringing  cacoon  seeds  to  be  used  for  dec- 
orative purposes.  The  physical  examination  on 
September  10  revealed  pale,  boggy  nasal  mucosa, 
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conjunctival  injection,  and  bilateral  expiratory 
wheezing.  Treatment  consisted  of  theophylline 
elixir  and  avoidance  of  exposure  to  the  seeds.  The 
patient  remained  symptom-free  up  to  and  includ- 
ing her  last  visit  on  June  7,  1971. 

An  aqueous  extract  of  cacoon  seed  was  prepared 
according  to  the  technique  of  Cooke.  This  extract 
was  diluted  to  1:1,000.  The  patient  received  an 
intradermal  skin  test  with  the  1:1,000  solution.  , 
Within  fifteen  minutes,  a wheal  and  flare  reaction 
with  pseudopods  was  noted.  The  test  was  read  as 
a marked  reaction.  To  rule  out  the  possibility 
that  we  are  dealing  with  an  irritating  solution,  10 
nonatopic  individuals  were  tested  with  the  same 
dilution,  and  8 gave  no  reaction,  while  2 had  slight 
erythema.  Five  nonatopic  individuals  were  titrat-  » 
ed  up  to  full  strength  with  no  skin  reactions. 
Three  atopic  individuals  were  tested  with  the  1: 
1,000  dilution  with  no  significant  reactions  noted. 


Comment 


The  evidence  indicates  that  our  patient  devel- 
oped classical  signs  and  symptoms  of  allergic  rhi- 
nitis, conjunctivitis,  and  bronchial  asthma  associ- 
ated with  industrial  exposure  to  cacoon  seeds 
Our  review  of  the  literature  does  not  reveal  an> 
prior  cases  of  cacoon-induced  allergic  reactions 
It  is  interesting  to  note  that  this  patient  developec 
a classical  atopic  type  reaction  associated  wit! 
skin-sensitizing  reaginic-type  antibodies  to  ca 
coon.  However,  she  denied  a past  or  family  histo 
ry  of  allergic  disease.  The  patient  responded  wel 
to  bronchodilators  and  withdrawal  of  the  offend 
ing  agent. 

The  cacoon  plant,  Entada  gigas,  is  a botanica 
curiosity  because  it  produces  the  largest  pods  o 
any  known  plant,  commonly  1 M.  long  and  12  cm 
wide.  There  are  5 to  15  seeds  per  pod  and  eacl 
seed  is  4 or  5 cm.  wide  with  a mahogany-colore< 
coat.4-6  The  plant  grows  in  tropical  areas  of  th( 
world,  namely,  Jamaica,  tropical  South  America 
West  Africa,  and  Cuba.  Our  seeds  were  importe< 
from  Jamaica,  British  West  Indies,  and  had  beei 
drilled  for  stringing  prior  to  import.  A white  pow 
dery  substance  representing  the  dried  fleshy  inne 
part  of  the  cotyledon  was  emitted  through  th 
drilled  holes  and  is  presumed  to  be  the  inciting  in 
halational  allergenic  agent. 

We  are  presenting  this  case  not  only  because  c 
its  uniqueness,  but  also  because  of  a possible  wide 
spread  exposure  of  the  population  to  this  sut 
stance.  The  cacoon  seeds  are  being  introduce' 
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into  this  country  for  decorative  purposes.  It  is 
conceivable,  therefore,  that  as  more  and  more  al- 
lergically predisposed  individuals  come  in  contact 
with  the  seeds  and  their  emitted  powdery  cotyle- 
dons, we  will  see  increasing  numbers  of  patients 
with  allergic  symptoms  secondary  to  this  exposure. 

Department  of  Medicine.  Allergy  Division 
Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  New  York  10000  (DR.  RUBIN) 
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Voluntary  hospitals  face  bankruptcy 

Charles  A.  Ragan,  Jr.,  M.D.,  Lambert  Professor  of 
Medicine,  and  chairman,  Department  of  Medicine,  Co- 
lumbia University  College  of  Physicians  and  Surgeons; 
director,  Medical  Service,  The  Presbyterian  Hospital, 
New  York  City,  in  the  editorial  for  Medical  Times,  vol. 
101,  no.  12,  page  15,  December  1973,  wrote  the  fol- 
lowing: 

The  plight  of  the  voluntary  hospitals  in  large  metro- 
politan centers  is  truly  becoming  desperate.  My  knowl- 
edge relates  particularly  to  New  York  City,  but  the  same 
principles  seem  to  apply  nationwide. 

The  most  severe  strains  have  developed  in  ambulato- 
ry care.  The  roots  of  the  problem  are  many.  A great 
number  of  these  hospitals  are  close  to  underprivileged 
areas  from  which,  for  various  reasons,  there  has  been  a 
mass  exodus  of  practicing  physicians,  leaving  the  outpa- 
tient department  as  the  sole  provider  of  primary  and 
first-contact  care.  This  has  led  to  severe  strains  of  fa- 
cilities and  personnel.  Not  infrequently  as  many  as  500 
unscheduled  visits  are  recorded  daily  at  our  front  door. 
In  New  York  City,  the  patients  have  gradually  been 
abandoning  the  municipal  hospital  system  for  the  vol- 
untary, although  this  is  not  a total  abandonment  since 
the  city  hospital  clinics  remain  overcrowded.  In  recent 
years,  however,  more  than  50  per  cent  of  OPD  visits 
have  been  made  to  voluntary  clinics  in  contrast  to  the 
past,  when  the  majority  visited  city  clinics.  The  over- 
crowding leads  to  long  waits,  frayed  tempers  of  both  pa- 
tients and  physicians,  and  a general  atmosphere  of  hos- 
tility, which  makes  recruitment  of  health  personnel  a 
difficult  task. 

Financing  such  an  operation  in  the  present  climate  of 
cost-consciousness  is  also  difficult.  The  paperwork 
needed  for  collections  is  monumental  and  for  a signifi- 
cant number  of  patients  no  collection  is  possible.  The 
number  who  have  no  coverage  for  this  type  of  care — a 
Blue  Cross  card  limited  to  inpatient  care,  inability  of 
Medicare  patients  to  pay  the  20  per  cent  deductible,  or 
people  with  incomes  too  limited  to  pay,  but  over  the 
Medicaid  minimum — is  estimated  at  between  30  to  40 
per  cent.  It  is  said  that  even  full  Medicaid  coverage 
pays  only  a bit  more  than  50  per  cent  of  the  cost-ac- 
counted rate.  The  deficit  for  20  bellwether  voluntary 
hospitals  in  New  York  City  for  ambulatory  care  has 
been  estimated  for  1972  at  $40  million.  Endowments 
have  been  eroded  and  contributions  cannot  offset  this 
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loss. 

Cost  consciousness  on  the  part  of  Medicaid  has 
reached  heights  which  are  hardly  justified.  Many  pa- 
tients are  eligible  for  Medicaid.  At  one  time,  a card 
could  be  issued  at  the  hospital,  but  this  was  abandoned. 
Then,  community  offices  were  set  up  and  these  were 
abandoned.  Now  in  Manhattan,  one  office  alone  can 
issue  a Medicaid  card.  This  office  is  situated  in  mid- 
town, two  long  blocks  from  the  nearest  subway.  One 
must  conclude  that  every  effort  is  being  made  to  keep 
the  cost  of  Medicaid  down. 

Since  the  hospitals  are  faced  with  bankruptcy,  they 
have  attempted  to  increase  their  income.  Some  have 
refused  to  accept  patients  who  have  no  coverage.  Some 
have  raised  their  minimum  charge.  Some  have  made 
efforts  to  obtain  Medicaid  coverage  for  their  patients  by 
bussing  them  to  the  central  office.  All  these  efforts 
have  caused  distress  to  patients  and  staff;  it  is  impossi- 
ble to  refuse  care  to  a sick  individual. 

Cost  of  cutting  has  become  popular.  Careful  scrutiny 
of  the  need  for  tests  and  procedures  is  widely  favored. 
In  this  day  of  the  SMA  12  to  60  which  runs  twenty-four 
hours  a day  whether  fully  utilized  or  not,  these  efforts 
probably  will  not  lead  to  much  saving.  In  all  health  af- 
fairs, the  major  cost  is  personnel.  In  a busy  clinic  where 
everyone  is  overworked  it  is  not  very  practical  to  cut 
personnel.  Automation — particularly  of  record  keep- 
ing— is  now  receiving  considerable  attention,  as  is  the 
use  of  physician  assistants  and  nurse  practitioners. 

All  these  efforts  are  crisis  motivated  and  probably  will 
have  little  long-range  effect.  We  must,  however,  make  a 
concerted  effort  to  understand  the  problem,  obtain 
some  conception  of  the  nature  of  the  population  served, 
their  needs  and  how  best  to  meet  them.  The  most  im- 
portant move  might  well  be  a massive  program  of  health 
education.  As  Anne  Somers1  has  said,  the  right  to 
health  care  involves  first  the  responsibility  of  the  indi- 
vidual to  take  the  best  possible  care  of  his  own  health. 

These,  however,  are  long-term  goals,  which  in  no  way 
can  help  the  immediate  financial  crisis  of  the  metropoli- 
tan voluntary  hospitals.  The  only  reasonable  approach 
is  an  infusion  of  public  money  to  keep  them  afloat. 
Barring  this,  they  may  well  have  to  close  their  doors  to 
ambulatory  care.  Since  this  alone  would  be  impossible, 
they  have  to  close  down  completely. 

1.  Medical  Education  and  the  Community:  A Consumer 
Point  of  View. ' The  Pharos,  October  1972,  p.  149. 
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Priapism  is  a rare  complication  of  leukemia  in 
childhood  that  has  been  reported  in  only  4 chil- 
dren with  chronic  granulocytic  leukemia.1-4  How- 
ever, priapism  is  much  more  common  in  adults 
with  chronic  granulocytic  leukemia.5-7  Only  1 
case  of  priapism  has  been  reported  in  a child  with 
acute  leukemia.8  We  recently  observed  priapism 
in  a child  with  hyperacute  stem-cell  leukemia. 

Case  report 

A six-year-old  white  boy  was  admitted  to  the 
Nassau  County  Medical  Center  with  priapism  of 
twenty-four  hours’  duration.  Nausea,  vomiting, 
abdominal  pain,  and  fever  had  begun  four  days 
prior  to  admission.  On  examination,  the  child  ap- 
peared acutely  ill  and  complained  of  severe  pain 
due  to  priapism  (Fig.  1).  His  conjunctivas  were 
pale  and  there  was  slight  enlargement  of  the  cervi- 
cal axillary  and  inguinal  lymph  nodes.  His  tem- 
perature was  102°F.,  the  pulse  count  110  per  min- 
ute, and  the  blood  pressure  reading  140/70  mm. 
Hg.  The  spleen  was  8 cm.  and  the  liver  7 cm. 
below  the  costal  margins.  A funduscopic  exami- 
nation revealed  marked  papilledema;  there  were 
also  multiple  white  leukemic  exudates,  a few  reti- 
nal hemorrhages,  and  petechiae  on  the  face  and 
neck. 

The  hemoglobin  was  5.2  Gm.  per  100  ml.,  the 
hematocrit  17  per  cent,  and  the  white  cell  count 
1.2  million  per  cubic  millimeter.  On  the  blood 
smear,  95  per  cent  of  the  nucleated  cells  were 
“blasts.”  The  platelet  count  was  10,000  per  cubic 
millimeter,  and  a urinalysis  showed  40  to  50  red 
cells  per  high-power  field.  The  spinal  fluid  pres- 
sure was  360  per  millimeter  of  water;  the  cerebro- 
spinal fluid  (C.S.F.)  sugar  was  112  mg.  per  100  ml., 
and  the  protein  12  mg.  per  100  ml.;  there  were  150 
red  cells  per  cubic  millimeter,  but  no  leukocytes. 
The  serum  calcium,  phosphorus,  electrolytes,  cre- 
atinine, glucose,  and  the  blood  urea  nitrogen 
(BUN)  were  all  normal.  The  serum  uric  acid  was 


FIGURE  1.  Penis  showing  venous  engorgement. 

9.8  mg.  per  100  ml.,  and  the  total  bilirubin  0.8  mg.  : 
per  100  ml.  The  serum  alkaline  phosphatase,  lac-  J 
tic  acid  dehydrogenase  (LDH),  and  the  serum  glu-  | 
tamic  pyruvic  transaminase  (SGOT)  were  all  : 
markedly  elevated.  The  prothrombin  time  was 
seventeen  seconds  (control  fourteen  seconds).  ! 
Multiple  specimens  were  obtained  for  cultures  but 
no  pathogens  were  found.  The  bone  marrow 
smear  revealed  “blasts”  which  could  not  be  identi- 
fied as  myeloblasts  or  lymphoblasts  (Fig.  2).  Spe- 
cial stains  with  periodic  acid-Schiff  stain  and  per- 
oxidase stain  showed  negative  findings. 

An  intravenous  electrolyte  solution  was  given 
because  of  the  persistent  vomiting;  later,  mannitol 
was  administered.  The  patient  was  given  allopur-1 
inol,  100  mg.  three  times  a day,  hydrocortisone  15C 
mg.  every  six  hours,  and  sodium  cephalothin  (Ke-  > 
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FIGURE  2.  Bone  marrow  smear  showing  undifferentiated 
stem  cells. 


flin),  500  mg.  every  six  hours.  An  ice  pack  was  put 
on  the  penis;  the  bladder  distention  required  cath- 
eterization. The  child  was  given  4 units  of  whole 
blood  and  12  units  of  platelets  during  a period  of 
thirty-six  hours.  In  spite  of  this,  he  continued  to 
have  hematemesis,  melena,  and  hematuria.  There 
was  persistent  oozing  from  needle  puncture  sites, 
and  numerous  spontaneous  ecchymoses  appeared. 
Examination  of  the  optic  fundi  eighteen  hours 
after  admission  revealed  considerable  increase  of 
the  retinal  hemorrhages,  and  the  child  complained 
to  his  mother  of  being  unable  to  see;  shortly  there- 
after, he  became  comatose.  Thirty-six  hours  after 
admission  he  had  respiratory  arrest  and  was  main- 
tained on  assisted  ventilation.  His  condition  de- 
teriorated steadily  and  he  expired  twelve  hours 
later. 

On  postmortem  examination,  the  penis  was 
erect  and  showed  bluish  discoloration.  There  was 
a moderate  amount  of  hemopericardium,  marked 
bilateral  pulmonary  hemorrhage,  acute  hemor- 
■ rhagic  esophagitis,  hemorrhagic  gastroenteritis, 
hemorrhagic  cystitis,  and  marked  cerebral  edema, 
with  multiple  focal  hemorrhages  and  leukemic  in- 
filtrates in  the  brain  (Fig.  3).  On  histologic  exami- 
nation, there  were  leukemic  infiltrates  into  the 
liver,  spleen,  lymph  nodes,  bone  marrow,  and 

a!  brain. 

.nr 

Comment 

£•[ 

The  mechanism  for  the  development  of  pri- 
apism is  thought  to  be  impaired  venous  outflow 
with  stasis.  There  is  a sludging  of  leukemic  cells 
in  the  corpora  caverosa  and  dorsal  veins  of  the 
. penis.  This  leads  to  an  increase  in  the  viscosity 
yj  and  a decrease  in  the  pH  which  inflames  the  deli- 
cate septa.  The  resulting  inflammation  compress- 


FIGURE  3.  Coronal  section  of  brain  showing  multiple 
focal  hemorrhages.  Histologic  examination  revealed  nu- 
merous dense  leukemic  infiltrates. 


es  the  venules  and  thus  perpetuates  itself.6 
Sickle-cell  disease  also  produces  priapism  by  in- 
creased viscosity  and  sludging  of  blood  secondary 
to  sickled  erythrocytes.2'5-7  Since  the  leukocyte 
count  in  our  case  was  1.2  million  per  cubic  milli- 
meter, a sludging  of  leukocytes  could  have  oc- 
curred. The  marked  thrombocytopenia  of  our 
case  argues  against  an  elevated  platelet  count 
being  a causative  factor  in  priapism,  as  others  have 
suggested.5,6  No  uniformly  effective  therapy  is 
available  for  priapism  in  leukemia.  Appropriate 
leukemia  chemotherapy  and  x-ray  therapy  to  the 
penis  should  be  tried.6’7 

Summary 

The  case  of  a six-year-old  boy  with  hyperacute 
stem-cell  leukemia  and  priapism  is  reported.  The 
leukocyte  count  was  1.2  million  per  cubic  millime- 
ter, and  the  duration  from  the  onset  of  illness  to 
death  was  only  five  days.  This  is  the  first  re- 
ported case  of  priapism  in  a child  with  stem-cell 
leukemia. 
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physician-controlled 

treatment. 

It  took  just  one  short  visit. 
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^Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin  — The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin  — The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin  — Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly*;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


...andliobiein 

sterile  spectinomycin  hydrochloride 


2 gm  and  4 gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
— For  Intramuscular  Injection: 

2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent. 

4 gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 

and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa- 
tients previously  found  hypersensitive  to  spec- 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance;  elevation  of 
alkaline'  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2 and  4 grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 
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*For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 
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A symptom  complex  of  amenorrhea,  galactor- 
rhea, and  utero-ovarian  atrophy  occurring  post- 
partum in  otherwise  normal  women  has  become 
known  as  the  Chiari-Frommel  syndrome  (From- 
mel’s  disease)  since  the  original  report  by  Chiari  in 
1855. 

The  exact  incidence  of  this  syndrome  is  un- 
known. The  availability  of  ovulation-induction 
regimens  changed  the  previously  hopeless  progno- 
sis as  to  the  future  fertility  of  women  so  affected. 

Case  report 

A thirty-two-year-old  gravida  1,  para  1,  was  seen 
first  on  January  8,  1970;  her  chief  complaint  was 
amenorrhea,  galactorrhea,  and  secondary  infertili- 
ty since  her  delivery  on  June  15,  1967. 

The  patient’s  medical,  surgical,  and  metabolic 
histories  were  essentially  normal.  Her  gynecologic 
history  included  menarche  at  the  age  of  thirteen, 
and  regular  cycles  at  twenty-eight  to  thirty-two- 
day  intervals  until  her  conception  in  1966;  only  a 
mechanical  contraceptive,  a diaphragm,  had  been 
used  in  the  past.  Following  an  uneventful  preg- 
nancy, normal  spontaneous  delivery,  and  a post- 
partum course  without  attempts  at  breast  feeding, 
the  patient  developed  profuse  galactorrhea  and  re- 
mained amenorrheic.  She  consulted  her  obstetri- 
cian in  August,  1969,  and  a progesterone  challenge 
dose  failed  to  produce  withdrawal  bleeding  at  that 
time.  She  then  was  given  cyclic  therapy  and,  as  a 
result,  experienced  cyclic  bleeding  for  three 
months  during  this  treatment. 

On  the  initial  examination  in  our  office,  the 


physical  and  pelvic  examination  findings  were 
within  normal  limits,  except  for  the  presence  of 
profuse  milky  secretions  of  the  breasts.  A vaginal 
cytology  revealed  a relative  estrogen  deficiency,  a 
maturation  index  of  0-100-0,  and  an  endometrial 
biopsy  showed  an  inactive,  resting  endometrium. 
The  radiologic  evaluation  of  the  sella  turcica  re- 
gion was  normal  and  so  was  the  visual-field  deter- 
mination. Total  urinary  gonadotropins  were  re- 
ported at  less  than  5 mouse  units  per  twenty-four 
hours;  total  estrogen  counts  were  11  micrograms 
per  twenty-four  hours;  the  17-ketosteroids,  17- 
hydroxysteroids,  and  protein  bound  iodine  (PBI) 
findings  were  within  the  range  of  normal. 

Four  courses  of  clomiphene  citrate  (Clomid), 
initially  50  mg.  a day  for  five  days  and  increased  to 
100  and  150  mg.  a day  for  each  subsequent  cycle, 
were  given,  with  no  ovulatory  response  as  evalu- 
ated by  the  basal  body  temperature  record  and  the 
vaginal  cytology.  Spontaneous  menses  did  not 
occur;  however,  the  patient  responded  readily  with 
withdrawal  bleeding  to  intramuscular  progester- 
one, 100  mg.,  administered  each  cycle  on  the 
twenty-eighth  day.  Interestingly,  the  galactor- 
rhea decreased  during  the  third  and  disappeared 
during  the  fourth  course  of  clomiphene  citrate.  In 
June,  1970,  during  the  fifth  clomiphene  citrate 
course,  a single  injection  of  10,000  I.U.  of  human 
chorionic  gonadotropin  was  given  on  the  fifteenth 
cycle  day,  resulting  in  ovulation.  Conception  oc- 
curred during  this  treatment  cycle. 

The  patient’s  prenatal  course  was  uneventful. 
The  twin  gestation  was  diagnosed  both  clinically 
and  radiologically  at  the  twentieth  gestation  week.  . 
On  March  22,  1971,  the  patient  had  an  uneventful 
delivery  of  normal  twin  infants  in  good  condition. 

During  her  postpartum  course,  the  galactorrhea 
recurred  and  the  patient  remained  amenorrheic. 

In  a follow-up  examination  in  February,  1972,  re-  : 
peated  radiologic  studies  of  the  sella  turcica  region 
revealed  no  abnormalities.  The  vaginal  smear 
showed  moderate  atrophy,  a maturation  index  of 
5-95-0,  and  currently  the  patient  receives  cyclic  es- 
trogen replacement  therapy. 

Comment 

The  etiology  of  the  Chiari-Frommel  syndrome  is 
not  clearly  understood.  Although  the  symptoms 
are  suggestive  of  a pituitary  or  a parasellar  tumor, 
organic  disease  of  this  region  is  absent  in  these  pa- 
tients. It  has  been  suggested  that  an  excessive 
output  of  luteotropic  hormones  (LTH),  with  the 
corresponding  deficiency  of  the  secretion  of  folli- 
cle-stimulating hormones  (FSH)  and  luteinizing 
hormones  (LH),  results  from  disturbances  in  the 
hypothalamus.  The  theory  of  primary  hypothala- 
mic disorder  is  supported  by  clinical  observations 
of  excellent  therapeutic  response  to  clomiphene  ci- 
trate in  such  patients.  As  illustrated  by  our  case 
and  as  reported  by  others,  ovulation  induction  and 
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subsequent  pregnancy  do  not  affect  the  ultimate 
recovery,  since  the  symptoms  recur  after  delivery 
and  tend  to  persist  for  the  remainder  of  the  pa- 
tient’s life. 1 

Since  the  original  case  report  of  successful  ovu- 
lation induction  and  pregnancy  in  a patient  with 
the  Chiari-Frommel  syndrome  and  treated  with 
clomiphene  citrate,2  several  additional  publica- 
tions stressed  the  altered  prognosis  as  to  the  fertil- 
ity potential  in  this  syndrome,  treated  with  either 
clomiphene  citrate  or  with  exogenous  gonadotro- 
pins. Kistner3  reported  a 67  per  cent  ovulation 
rate  in  43  cases  of  this  syndrome  and,  in  addition, 
pointed  to  the  advantage  of  combining  such  thera- 
py with  the  administration  of  human  chorionic  go- 
nadotropin.4 Greenblatt  et  al ,5  described  10  cases 
of  Chiari-Frommel  syndrome,  treated  with  clomi- 
phene citrate  or  gonadotropins,  resulting  in  5 
pregnancies. 

A long-term  follow-up  of  17  cases  was  reported 
by  Rankin,  Goldfarb,  and  Rakoff1;  they  described 
a significant  percentage  of  spontaneous  remissions 
within  ten  years  of  observation.  In  13  of  their  pa- 
tients, treated  with  various  regimens  of  ovulation 
induction,  5 pregnancies  occurred.  The  authors 
stressed,  however,  that  following  termination  of 
these  pregnancies,  all  patients  had  a recurrence  of 
symptoms. 

With  the  various  ovulation-induction  regimens 
available,  the  fertility  of  women  with  Chiari-From- 
mel syndrome  can  be  restored.  Induced  ovulation 
and  pregnancy,  however,  seem  to  have  no  effect  on 


What’s  new? 

Robert  R.  Kierland,  M.D.,  has  effectively  condensed 
many  recent  developments  in  dermatology  in  “What’s 
New?”  (Internat.  J.  Dermat.  12:  186  (May-June')  1973). 
Guidelines  for  methotrexate  in  psoriasis  are  included. 
Other  items  are:  cytotoxic  agents  in  Wegener’s  granulo- 
matosis, fibrinolytic  agents  in  vasculitis,  prenatal  diag- 
nosis in  xeroderma  pigmentosum,  role  of  yeasts  as  caus- 
al agents  in  chronic  urticaria,  azathioprine  in  bullous 
pemphigoid,  fluorocytosine  in  cryptococcal  and  candidal 


full  recovery.  With  the  recent  synthesis  of  hy- 
pothalamic-releasing factors,  a new  approach  to 
the  therapy  of  this  syndrome  may  evolve.6 

Summary 

A case  report  of  a patient  with  Chiari-Frommel 
syndrome,  in  whom  ovulation  induction  was 
achieved  with  the  use  of  Clomiphene  citrate  and 
human  chorionic  gonadotropin,  is  presented. 
Conception,  pregnancy,  and  delivery  of  normal 
twin  infants  was  followed  by  a recurrence  of  the 
syndrome.  A review  of  the  pertinent  literature  is 
made. 
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New  York,  N.Y.  10029 

References 

1.  Rankin,  J.  S.,  Goldfarb,  A.  F.,  and  Rakoff,  A.  E.:  Galac- 
torrhea-amenorrhea syndromes:  postpartum  galactorrhea- 

amenorrhea  in  the  absence  of  intracranial  neoplasm,  Obst.  & 
Gynec.  33:  1 (1969). 

2.  Kaiser,  I.  H.:  Pregnancy  following  clomiphene-induced 
ovulation  in  Chiari-Frommel  Syndrome,  Am.  J.  Obst.  & Gynec. 
87:  149  (1963). 

3.  Kistner,  R.  W.:  Induction  of  ovulation  with  clomiphene 
citrate  (Clomid),  Obst.  & Gynec.  Surv.  20:  873  (1965). 

4.  Kistner,  R.  W.:  Use  of  clomiphene  citrate,  human  cho- 
rionic gonadotropin,  and  human  menopausal  gonadotropin  for 
induction  of  ovulation  in  the  human  female,  Fert.  & Steril.  17: 
569  (1966). 

5.  Greenblatt,  R.  B.,  et  al.:  Ovulation  and  pregnancy  in 
the  Chiari-Frommel  syndrome.  Report  of  10  cases,  ibid.  17: 
742(1966). 

6.  Schally,  A.  V.,  and  Kastin,  A.  J.:  Stimulation  and  inhi- 
bition of  fertility  through  hypothalamic  agents,  Drug  Therapy 
11:  29  (Nov.)  1971. 


mycoses,  Felber’s  neutral  red  or  proflavine  dye  plus 
light  for  cutaneous  herpes  simplex,  vitamin  E in  por- 
phyria, folic  acid  for  angular  cheilosis,  tetracycline  in  es- 
sential progressive  telangiectasia.  Mentioned  are  stud- 
ies showing  2.4  million  units  in  men  and  4.8  million 
units  in  women,  of  aqueous  procaine  penicillin  in  one  in- 
jection (standard  treatment  for  gonorrhea)  will  abort 
syphilis  in  patients  exposed  in  preceding  thirty  days, 
and  a study  showing  incidence  of  malignancy  in  patients 
with  immunologic  deficiencies  is  roughly  10,000  times 
that  in  normal  age-matched  population. 
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In  the  last  ten  years  clinical  trials  of  the  fibrinoly- 
tic agents  streptokinase  and  urokinase  have  been 
performed  in  various  centers,  especially  in  Europe. 
These  two  agents,  when  used  in  appropriate  dos- 
ages, have  been  shown  to  produce,  in  vivo,  an  ac- 
tive thrombolytic  state.  In  the  earlier  years  of  the 
clinical  trials  these  agents  were  used  mostly  for 
acute  arterial  and  venous  occlusions,  especially 
within  three  to  five  days.  Recently,  there  have 
been  some  reports  of  treatment  of  chronic  arterial 
occlusion  with  streptokinase.  In  July,  1971,  we 
had  an  opportunity  to  treat  a case  of  acute  femoral 
arterial  occlusion  successfully  with  a fibrinolytic 
agent. 

Case  report 

A sixty-year-old  white  male  hearing-aid  sales- 
man was  admitted  to  Deaconess  Hospital  of  Buffa- 
lo on  June  27,  1971,  for  precordial  pain  and  short- 
ness of  breath,  unrelieved  by  pentaerythritol  tetra- 
nitrate  (Peritrate)  which  had  always  relieved  his 
angina  pain  in  the  two  months  prior  to  admission. 

Physical  examination  revealed  essentially  nega- 
tive findings  including  the  presence  of  bilateral 
dorsalis  pedis  and  posterior  tibial  pulses.  Electro- 
cardiogram showed  inferior  wall  infarction  and  oc- 
casional premature  ventricular  contraction. 

The  patient  was  treated  with  250  mg.  of  pro- 
cainamide (Pronestyl)  every  four  hours  and  10  mg. 
of  isosorbide  dinitrate  (Isordil)  four  times  a day. 
He  recovered  from  the  myocardial  infarction  grad- 
ually and  satisfactorily  until,  on  July  13,  1971,  he 
suffered  from  a dull  ache,  numbness,  and  coldness 
of  the  right  lower  extremity  when  he  was  moving 
to  his  bed  from  a chair  after  having  sat  there  for 
one  to  two  hours.  Initially  the  pain  started  in  the 
thigh  and  spread  to  the  right  upper  leg  and  foot. 


Three  to  four  hours  later,  he  had  only  numbness  in 
the  right  foot.  Six  hours  after  the  onset,  the 
numbness  was  localized  in  the  right  big  toe. 

Physical  examination  at  this  time  showed  that 
the  right  leg  was  dusky,  had  proprioceptic  sensa- 
tion, and  that  femoral  popliteal,  dorsalis  pedis, 
and  posterior  tibial  pulses  were  all  absent.  The 
external  iliac  artery  pulse  was  present. 

Aortogram  and  right  femoral  arteriogram 
showed  occlusion  of  the  distal  common  femoral  ar- 
tery below  the  origin  of  the  lateral  femoral  circum- 
flex. A short  segment  of  the  deep  and  superficial 
femoral  arteries  were  visualized  (Fig.  1.). 

The  patient  was  given  an  epidural  block  with 
150  mg.  of  mepivacaine  (Carbocaine)  injected 
through  the  catheter  every  four  hours  for  two  days. 
Fibrinolysin,  50,000  units,  was  given  intra-arterial- 
ly through  the  catheter  into  the  common  femoral 
artery  during  the  procedure  of  arteriogram. 
Then,  fibrinolysin,  50,000  units,  was  given  every 
two  hours  intravenously  for  four  doses  a day  for 
four  days.  In  addition  to  this,  the  patient  was  an- 
ticoagulated with  heparin  and  then  warfarin 
(Coumadin).  One  day  after  treatment  with  fibri- 
nolysin the  dorsalis  pedis  pulse  was  palpable,  and 
the  right  leg  was  warm.  On  the  third  day,  both 
the  dorsalis  pedis  and  posterior  tibial  pulses  were 
all  present  and  strong. 

An  aortogram  and  femoral  arteriogram  were  re- 
peated on  July  19,  1971,  and  showed  that  the  arte- 
ries of  the  right  leg  were  patent  with  disappear- 
ance of  the  previously  reported  blocks  (Fig.  2). 
There  were  two  small  residual  negative  defects  in 
the  proximal  portion  of  the  superficial  femoral  ar- 
tery just  below  the  level  of  the  origin  of  the  pro- 
fundus. One  measured  about  6 mm.  and  the  other 
1 cm.  in  diameter.  They  did  not  appear  to  be  oc- 
cluding the  lumen,  and  they  were  producing  no 
delay  in  circulation. 

Because  of  the  patient’s  original  heart  disease, 
he  was  kept  in  the  hospital  until  September  4, 
1971.  He  was  discharged  with  a maintenance  dos- 
age of  warfarin.  The  patient  has  been  followed  up 
periodically  and  has  had  no  problem  whatsoever 
with  the  circulation  in  his  right  leg.  In  December, 
1973,  he  was  still  asymptomatic  with  foot  pulses 
present. 

Comment 

The  dosage  of  streptokinase  varies  with  various 
investigators.  Verstraete,  Vermylen,  and  Donati1 
use  250,000  units  of  streptokinase  as  a loading 
dose  followed  by  100,000  units  per  hour  for  two  to 
three  days  and  then  followed  by  an  anticoagulant. 
Poliwoda  et.  al.2  use  125,000  units  per  hour  for  six-  : 
teen  hours  a day  for  two  to  three  days.  After  the 
third  day,  heparin  is  given.  The  duration  of  treat- 
ment depends  on  the  clinical  response.  In  periph- 
eral vessel  lesion,  usually  two  to  three  days  of 
treatment  is  enough.  If  it  does  not  improve  after 
four  to  five  days,  the  treatment  should  be  termi- 
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FIGURE  1.  (A)  Right  femoral  arteriogram  shows  occlu- 

sion of  distal  common  femoral  artery  below  origin  of  later- 
al femoral  circumflex.  Short  segment  of  deep  femoral  ar- 
tery visualized.  (B)  Short  segment  of  distal  superficial 
femoral  artery  visualized  through  collaterals. 


nated  because  further  treatment  is  not  valid. 

The  most  sensitive  mechanism  of  streptokinase 
involves  the  diffusion  of  the  activator  into  the 
thrombus  and  activates  the  conversion  of  plasmi- 
nogen into  plasmin.  Therefore,  the  question 
arises  of  whether  or  not  local  perfusion  of  the  oc- 
cluded vessels  with  streptokinase  would  have  bet- 
ter therapeutic  results  than  if  given  systemically. 
This  is  difficult  to  evaluate  clinically.  Most  of  the 
investigators  believe  that  systemic  intravenous  ad- 
ministration can  accomplish  just  as  good  a result 
as  local  perfusion. 

Complications 

Bleeding  is  a major  complication  of  fibrinolytic 
treatment.  In  most  medical  centers  it  is  a con- 
traindication to  give  fibrinolytic  agents  within  ten 
days  after  an  operation.  Other  side-effects  of 
streptokinase  include  fever,  malaise,  skin  rash, 
joint  pain,  and  so  forth.  The  allergic  symptoms 
and  signs  can  be  treated  and  alleviated  with  anti- 
histaminic  drugs  and  steroids. 

Previous  experiences 

Previously,  fibrinolytic  therapy  with  streptoki- 


nase was  thought  to  be  only  effective  in  acute  arte- 
rial occlusion.  Gottlob  and  Bluemel’s3  in  vitro  ex- 
periments demonstrated  lysis  of  thrombi  removed 
from  patients  with  chronic  arterial  disease.  In 
1968,  Schoop,  Martin,  and  Zeitler4  reported 
marked  improvement  in  a series  of  patients  with 
chronic  arterial  occlusion  after  treatment  with 
streptokinase. 

In  1969,  Poliwoda  et  al.2  reported  their  experi- 
ences of  27  patients  with  chronic  arterial  occlusion 
treated  with  streptokinase.  In  their  studies  they 
noticed  that  all  the  patients  who  responded  favor- 
ably to  therapy  had  had  an  exacerbation  of  symp- 
toms within  the  last  four  months  before  therapy 
was  begun.  None  of  the  patients  who  had  long- 
standing clinical  symptoms  of  arterial  occlusion 
without  any  recent  acute  episode  gave  evidence  of 
resolution  on  arteriography  after  streptokinase 
therapy. 

Most  of  the  patients  experienced  improvement 
of  the  coldness  and  numbness  of  their  limbs  and  in 
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FIGURE  2.  (A)  Repeated  femoral  arteriogram  shows  res- 

toration of  blood  flow  through  deep  and  superficial  femo- 
rals.  Small  residual  thrombus  sitting  on  origin  of  superfi- 
cial femoral  noted.  (B)  Distal  superficial  femoral  artery 
shown  is  patent. 


walking  distances,  even  in  those  patients  where  re- 
peated angiography  did  not  show  any  improve- 
ment. 

Verstraete,  Vermylen,  and  Donati,1  from  the 
University  of  Leuven,  Belgium,  reported  23  pa- 
tients with  chronic  arterial  occlusive  disease  with- 
out recent  exacerbation  of  symptoms  three  weeks 
prior  to  treatment.  Twenty-eight  of  35  arterial  le- 
sions were  not  modified  by  the  thrombolytic  thera- 
py. Three  were  totally  lysed,  and  4 were  partially 
lysed.  These  facts  indicate  the  importance  in  se- 
lecting the  patient  for  fibrinolytic  therapy  in 
chronic  arterial  occlusive  disease. 

Martin,  Schoop,  and  Zeitler5  reported  their 
other  study  and  showed  the  success  rate  of  52  per 
cent  in  arterial  stenosis  and  21  per  cent  in  arterial 
occlusion. 

Streptokinase  has  been  used  to  treat  cerebral 
thrombosis  and  ophthalmic  arterial  thrombosis. 
In  the  literature  the  prospective  studies  of  the  ef- 
fectiveness of  streptokinase  in  pulmonary  embo- 
lism and  acute  myocardial  infarction  are  being  car- 
ried out  in  some  centers  in  Europe  and  the  United 
States.  Preliminary  results  showed  that  this 
mode  of  therapy  is  promising. 

Summary 

A case  of  acute  femoral  occlusion  has  been  suc- 
cessfully treated  with  a fibrinolytic  agent,  al- 
though acute  peripheral  vascular  thromboembolic 
disease  remains  mainly  to  be  treated  surgically. 
However,  if  the  patient’s  medical  condition  does 
not  allow  surgical  intervention  or  if  there  is  no 
danger  of  immediate  gangrene,  fibrinolytic  thera- 
py should  be  tried.  In  some  selective  chronic  arte- 


rial occlusive  diseases,  fibrinolytic  therapy  has 
been  shown  to  be  satisfactory.  Although  much 
more  work  and  study  have  yet  to  be  done,  the  pre- 
liminary study  showed  that  fibrinolytic  therapy 
had  a favorable  result  on  pulmonary  embolism  and 
acute  coronary  thrombosis  also. 
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A premature  infant,  the  product  of  a thirty- 
seven-week  gestation,  was  born  on  June  16,  1970, 
with  a birth  weight  of  4 pounds  13.5  ounces  (2,200 
Gm.).  There  was  no  evidence  of  maternal  infec- 


smear  showed  10  per  cent  Barr  bodies.  The  fami- 
ly history  was  noncontributory,  and  there  was  no 
evidence  of  consanguinity.  No  parental  or  sibling 
abnormalities  were  noted. 

Comment 

Although  humero-ulnar  synostosis  is  quite  fre- 
quent, a humeroradial  synostosis  is  exceedingly 
rare.  In  the  Japanese  literature,  4 cases  of  unilat- 
eral humeroradial  synostosis  have  been  re- 
ported.1 Most  authors  agree  that  it  is  during  the 
second  month  of  gestation  that  limb  formation 
takes  place.2-5  Asnes  and  Moreheadfi  reported  uni- 
lateral humeroradial  synostosis  in  a patient  with 
Pfeiffer’s  syndrome.  Karyo-type  determinations 
may  lend  additional  information  as  to  the  etiology 
of  the  humeroradial  synostosis. 


FIGURE  1.  Bilateral  humeroradial  synostosis.  (A)  Obtuse  angle  measuring  110  degrees  right.  (B)  Obtuse  angle  mea- 
suring 100  degrees  left. 


tion  or  history  of  antepartum  drug  ingestion  or  x- 
ray  exposure.  The  labor  and  delivery  were  un- 
complicated. The  Apgar  score  was  10.  At  birth, 
physical  examination  revealed  limitation  of  mo- 
tion involving  both  elbows.  An  enlarged  clitoris 
and  labial  hypertrophy  were  present.  In  addition, 
a simian  line  was  noted  on  the  right  hand.  The  re- 
sult of  the  remaining  physical  examination  was  es- 
sentially normal. 

The  complete  blood  count,  hematocrit,  and  uri- 
nalysis were  within  the  limits  of  normal.  Radio- 
graphic  studies  (Fig.  1)  revealed  a bilateral  hum- 
eroradial synostosis  with  obtuse  angles  measuring 
110  degrees  and  100  degrees,  right  and  left  respec- 
tively. 

The  fusion  was  solid  at  birth.  X-ray  film  study 
results  of  the  skull  and  hands  were  normal  (Fig.  2). 
A pelvic  bone  anomaly  was  present  insofar  as  the 
ischial  rami  were  as  yet  not  opacified.  The  buccal 


FIGURE  2.  X-ray  film  studies  of  skull  and  hands. 
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Summary 

A unique  case  of  congenital  bilateral  humerora- 
dial synostosis  is  presented.  This  unusual  synos- 
tosis is  the  first  bilateral  congenital  humeroradial 
synostosis  as  yet  described  in  the  English  litera- 
ture. 

2201  Hempstead  Turnpike 
East  Meadow,  N.Y.  11554 
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Cholesterol  and  the  law 

The  basic  premise  of  Richard  N.  Podell,  M.D.,  (Circu- 
lation 48:  225  (Aug.)  1973)  in  his  editorial  is  that  federal 
legislation  is  pro  cholesterol.  National  food  policy  does 
not  require  manufacturers  to  state  cholesterol  or  satu- 
rated fat  content  of  any  food.  Furthermore,  the  fat  con- 
tent of  milk  may  be  replaced  by  vegetable  oil,  and  this 
form  of  milk  is  called  filled  milk.  Unfortunately,  this 
cholesterol  lowering  form  of  milk  has  been  declared  ille- 
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gal  according  to  a 1923  act.  Similarly,  cheese  contains  a 
high  saturated  fat  which  may  be  replaced  with  unsatu- 
rated fats,  but  federal  legislation  requires  unusual  taxa- 
tion in  administrative  procedures,  making  more  difficult 
the  sale  of  such  cheese.  If  vegetable  fat  is  replaced  for 
animal  fat  in  a frankfurter,  it  may  not  be  sold  under  this 
name,  again  resulting  in  federal  intervention  favoring  a 
procholesterol  diet.  Dr.  Podell  concludes  that  our  pres- 
ent governmental  policies  unnecessarily  encourage  eat- 
ing patterns  which  favor  high  cholesterol  intakes. 
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County:  1971* 
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From  the  Westchester  County  Mental  Health  Board,  Methadone 
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Westchester  County,  directly  north  of  New  York 
City,  with  a population  of  900,000  and  an  estimat- 
ed 8,000  heroin  addicts,  has  had  a methadone 
maintenance  treatment  program  (MMTP)  since 
August,  1970.  Treatment  clinics  have  been  orga- 
nized by  the  Community  Mental  Health  Board 
and  funded  by  Westchester  County  by  contract 
with  the  New  York  State  Narcotic  Addiction  Con- 
trol Commission(NACC).  Beginning  with  a bud- 
get of  $954,800,  covering  the  period  April  1,  1970, 
to  March  31,  1971,  and  continuing  with  one  for 
$1.3  million  covering  the  period  April  1,  1971,  to 
March  31,  1972,  it  was  possible  to  establish  a 
countywide  network  of  treatment  clinics  which  by 
December  31,  1970,  were  treating  421  patients  and 
by  December  31,  1971,  had  expanded  to  accommo- 
date 1,114  patients  (Fig.  1). 

Overall  program  expenditures  in  1971  were 
$1.24  million  for  an  average  cost  of  $1,115  per  pa- 
tient. Medicaid  payments  are  now  being  received 
for  nonworking  patients  under  rates  established  by 
the  State  of  New  York  Department  of  Health,  and 
working  patients  are  charged  fees  which  vary  ac- 
cording to  earnings. 

History  of  the  program 

Early  in  1970  various  indicators  of  opiate  addic- 
tion (hepatitis  rates,  numbers  of  addicts  known  to 

‘Supported  under  Contract  59121  from  New  York  State 
Narcotic  Addiction  Control  Commission. 


the  county  penitentiary,  crime  rates,  and  death 
rates)  showed  that  the  problem  of  heroin  addiction 
had  become  sufficiently  widespread  to  require  a 
coordinated  countywide  treatment  program. 
Based  on  these  estimators  of  opiate  addiction,  it 
was  conservatively  estimated  that  there  were  then 
2,000  to  3,000  opiate  addicts  in  the  county.  Al- 
though there  were  self-help  and  residential  facili- 
ties available  to  addicts  residing  in  Westchester 
County,  their  capacity  was  insufficient  to  meet  the 
growing  problem.  Therefore,  a proposal  was  sub- 
mitted to  the  Narcotic  Addiction  Control  Commis- 
sion to  establish  a coordinated  group  of  metha- 
done treatment  clinics  operated  by  community 
hospitals  and  mental  health  clinics. 

When  this  was  approved  in  August,  1970,  the 
existing  City  of  Yonkers-Yonkers  General  Hospi- 
tal Clinic  was  accepted  into  the  program  as  the 
Yonkers  General  Hospital  Clinic  and  expanded. 
Three  additional  clinics  were  opened  during  1970, 
providing  treatment  facilities  in  White  Plains, 
Yonkers,  and  New  Rochelle.  During  1971,  these 
clinics  filled,  and  additional  clinics  were  opened  by 
Grasslands  Hospital,  Peekskill  Community  Hospi- 
tal, Mount  Vernon  Hospital,  and  the  Guidance 
Center  of  New  Rochelle. 

As  a result  of  these  expansions,  the  number  of 
patients  in  treatment  during  1971  increased  from 
421  on  January  1 to  1,114  on  December  31.  De- 
spite this,  on  December  31,  the  waiting  list  con- 
tained the  names  of  457  patients  awaiting  treat- 
ment (Fig.  2,  Table  I). 

Coordination 

To  organize  and  coordinate  treatment  through- 
out the  county,  the  mental  health  board  and  its  di- 
rector of  community  mental  health  services  orga- 
nized a staff  consisting  of  a psychiatrist,  a social 
worker,  and  a research  director.  It  was  decided  to 
organize  treatment  services  according  to  the  men- 
tal health  districts  already  existing  in  the  county. 
Staff  members  contacted  community  hospitals 
and  other  treatment  agencies  to  elicit  their  cooper- 
ation in  establishing  and  maintaining  methadone 
treatment  clinics  in  their  mental  health  districts. 
The  facilities  would  be  staffed  and  operated  in  ac- 
cordance with  directives  of  the  mental  health 
board  in  the  name  of  its  director  of  methadone 
maintenance  treatment,  and  the  Food  and  Drug 
Administration  allowed  this  IND*  to  apply  to 
these  contract  clinics,  whose  directors  then  be- 

‘Investigat'ional  New  Drug  license. 
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★ = Existing  clinics 
= Planned  clinics 
Jan.  1,1972 


FIGURE  1.  Methadone  maintenance  treatment  clinics  in  Westchester  County, 


came  “associate  investigators.”  All  cooperating 
clinics  agreed  to  admit  patients  according  to  iden- 
tical criteria  and  to  provide  information  regularly 
to  a data  system  run  by  Rockefeller  University 
both  on  patients  accepted  and  on  the  progress  of 


all  patients  in  treatment.  One  function  of  this 
data  system  is  to  provide  a data  bank  to  screen  pa- 
tients admitted  to  the  Westchester  County  pro- 
gram against  those  admitted  by  cooperating  meth- 
adone programs  in  New  York  City,  effectively  pre- 
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TABLE  I.  Westchester  County  clinic  population 


Totol 

potients 


1970  1971 

FIGURE  2.  Westchester  County  methadone  maintenance 
treatment  program;  total  patients  in  treatment  and  on  wait- 
ing list. 

venting  duplicate  registry.  All  data  are  available 
to  an  independent  evaluation  committee  headed 
by  Frances  R.  Gearing,  M.D.,  at  the  Columbia 
University  School  of  Public  Health.  Since  1965, 
this  committee  has  been  responsible  for  ongoing 
evaluation  of  all  local  methadone  treatment  pro- 
grams except  those  operated  by  the  Narcotic  Ad- 
diction Control  Commission.  Established  to  eval- 
uate other  treatment  programs  as  well,  it  has  been 
unable  to  obtain  data  from  other  than  methadone 
treatment  programs.  In  addition,  the  data  system 
provides  numerous  supportive  services  to  clinics, 
such  as  medication  labels,  pharmacy  lists,  and  pe- 
riodic patient-status  reports.1 

A central  coordinating  staff  has  facilitated  the 
rapid  establishment  and  expansion  of  methadone 
treatment  within  Westchester  County  and  has 
provided  assistance  to  agencies  and  hospitals  oth- 
erwise inexperienced  in  the  treatment  of  addicts 
by  this  modality.  In  addition,  clinics  have  been 
relieved  of  many  administrative  functions  which 
have  been  assumed  by  the  central  supervisory  of- 
fice. The  use  of  a single  system  for  collecting  data 
and  registering  patients  and  regular  meetings  of 
clinic  directors  have  made  it  possible  for  patients 
to  transfer  from  one  clinic  to  another  and  for  clin- 
ics to  cooperate  in  the  treatment  of  families  whose 
members  reside  in  several  districts.  These  clinics 
have  been  generally  well  accepted  in  the  communi- 
ties in  which  they  are  established,  although  there 
has  been  some  opposition  by  individuals  opposed 
to  maintenance  therapy. 

Program  description 

To  be  admitted  to  the  program,  a patient  must 
be  eighteen  years  of  age  (those  under  twenty-one 


Clinic 

Opening 

Date 

Patients 

- — in  Treatment — - 
1/1/71  12/31/71 

Yonkers  General 

Hospital 

4/1/70 

98 

179 

St.  Joseph’s  Hospital 

(Yonkers) 

9/1/70 

76 

97 

White  Plains  Hospital 

10/19/70 

98 

196 

Guidance  Center  of 

New  Rochelle  #1 

11/9/70 

112 

118 

St.  Vincent’s  Hospital 

12/21/70 

37 

108 

Grasslands  Hospital 

3/31/71 

82 

Peekskill  Hospital 

4/15/71 

99 

Mount  Vernon  Hospital 

4/26/71 

148 

Guidance  Center  of 

New  Rochelle  #2 

9/20/71 

87 

Totals 

421 

1,114 

must  have  parental  consent)  and  must  have  been 
an  opiate  addict  for  a minimum  of  two  years. 
Those  patients  presenting  multiple  addictions 
may  first  be  detoxified  on  an  inpatient  basis  if  in 
the  opinion  of  the  clinic  staff  this  is  necessary,  but 
multiple-addicted  individuals  are  not  excluded 
from  the  program. 

On  being  accepted  for  treatment,  the  patient  is 
given  a complete  physical  examination,  which  will 
be  repeated  annually.  This  examination  includes 
a chest  roentgenogram  and  laboratory  work-up. 
Based  on  this  examination,  arrangements  may  be 
made  for  further  medical  and  dental  treatment. 
Psychologic  and  social  evaluations  will  be  used  in 
later  counseling.  A urine  sample  is  taken  for  anal- 
ysis for  heroin  and  other  abused  drugs.  The  re- 
sults of  these  various  tests  are  then  evaluated  by 
the  clinic,  and,  if  eligible  for  the  program,  the  pa- 
tient is  admitted.  The  initial  methadone  dose 
varies  with  the  extent  of  addiction  and  ranges 
from  20  to  60  mg.  of  methadone.  Methadone,  dis- 
solved in  Tang,  is  administered  orally  and  during 
the  stabilization  phase  is  always  taken  in  the  pres- 
ence of  clinic  personnel,  excepting  the  weekend 
take-home  dose.  The  patient  is  further  instructed 
as  to  the  possible  dangers  of  methadone  to  chil- 
dren or  nontolerant  individuals  and  instructed  to 
keep  his  take-home  medication  in  a locked  metal 
box,  which  is  presented  for  approval. 

From  this  point,  his  dosage  is  gradually  in- 
creased until  the  blockade  level  of  80  to  120  mg. 
per  day  is  reached  after  about  six  weeks.  Patients 
who  do  well,  are  employed  or  in  school,  pay  their 
clinic  fee,  and  are  considered  reliable  may  expect 
to  be  permitted  to  attend  the  clinic  less  frequently. 
Successful  patients  will  eventually  attend  the  clin- 
ic only  twice  weekly.  Intensive  counseling  direct- 
ed at  changing  behavior  and  increasing  productivi- 
ty begins  immediately  and  continues  throughout 
treatment  in  amounts  proportionate  to  need. 

Detoxification  services 

In  addition  to  providing  methadone  mainte- 
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TABLE  II.  Retention  by  clinics  (to  September  30,  1971)* 

Clinic 

Retention 
(Per  Cent) 

Yonkers  General  Hospital 

89 

St.  Joseph’s  Hospital 

84 

White  Plains  Hospital 

80 

Guidance  Center  of  New  Rochelle  #1 

88 

St.  Vincent’s  Hospital 

86 

Grasslands  Hospital 

89 

Peekskill  Community  Hospital 

87 

Mount  Vernon  Hospital 

89 

Average 

86 

* The  data  presented  are  derived  from  several  sources.  The  latest 
information  available  has  been  used  in  all  cases.  Since  some  charts  are 
presented  as  of  September  30,  while  others  are  calculated  as  of  January  1, 
apparent  inconsistencies  have  resulted,  for  which  we  apologize. 

TABLE  III.  Expected  retention  in  program 
(as  of  January  1,  1972)* 

Months 

Cumu- 

Discharges 

Patients 

in 

lative 

per  Month 

Remaining 

Treatment 

Discharges 

(Per  Cent) 

(Per  Cent) 

0 to  1 

31 

2.2 

97.8 

1 to  2 

76 

3.2 

94.7 

2 to  3 

118 

3.0 

91.7 

3 to  4 

160 

3.0 

88.8 

4 to  5 

201 

2.9 

85.9 

5 to  6 

228 

1.9 

84.0 

6 to  9 

258 

0.7 

81.9 

9 to  12 

281 

0.5 

80.2 

12  to  15 

281 

0.0 

80.2 

15  to  18 

282 

0.0 

80.2 

18  to  54 

295 

0.3 

79.3 

* Total  admissions:  1,422;  population:  1,114. 


nance  for  those  patients  who  qualify,  most  clinics 
in  the  Westchester  system  provide  outpatient  de- 
toxification services  for  those  patients  who  do  not 
meet  the  age  or  addiction  criteria  for  methadone 
maintenance  or  who  will  be  better  served  by  de- 
toxification from  heroin  than  by  maintenance.  In 
addition,  detoxification  services  are  provided  for 
other  community  resources.  Detoxification  is  car- 
ried out  at  the  various  Westchester  clinics  on  an 


FIGURE  3.  Westchester  County  methadone  maintenance 
treatment  program;  retention  in  program. 


outpatient  basis,  while  Grasslands,  the  only  county 
hospital,  has  a number  of  beds  available  for  inpa- 
tient detoxification. 

Retention  in  treatment 

The  rapid  growth  of  the  Westchester  County 
methadone  maintenance  program  is  an  indication 
of  the  urgent  need  for  treatment  facilities  in  the 
county.  However,  despite  the  marked  expansion, 
the  number  awaiting  treatment  on  December  31 
was  457  as  compared  with  221  on  January  1,  1971. 

Retention  percentages  were  remarkably  similar 
from  one  clinic  to  another  with  variations  resulting 
largely  from  differences  in  the  length  of  time  each 
clinic  had  been  in  operation.  Of  1,182  patients 
who  had  been  admitted  by  September  30,  1971, 
1,017,  or  86  per  cent,  remained  in  treatment 
(Table  II). 

It  is  notable  that  the  Westchester  program,  in 
spite  of  considerably  more  lenient  criteria  for  ad- 
mission than  the  Beth  Israel  program,  still  main- 
tains an  overall  retention  rate  comparable  to  that 


TABLE  IV.  Months  in  treatment  prior  to  discharge  (as  of  January  1,  1972) 


Clinic 

Ad- 

mis- 

sions 

0-1 

1-2 

2-3 

3-4 

4-5 

5-6 

6-9 

9- 

12 

12-  15- 

15  18 

18- 

54 

Clinic 
Dis-  Popu- 
charged  lation* 

Per 

Cent 

Re- 

ten- 

tion) 

Yonkers  General 

250 

4 

9 

9 

6 

12 

7 

4 

7 

1 

12 

71 

179 

72 

White  Plains 

263 

7 

11 

9 

15 

4 

4 

8 

9 

67 

196 

75 

St.  Vincent’s 

133 

1 

7 

3 

0 

2 

2 

8 

2 

25 

108 

81 

St.  Joseph’s 

139 

4 

9 

5 

3 

8 

4 

6 

3 

42 

97 

70 

New  Rochelle  #1 

149 

4 

5 

4 

4 

8 

3 

2 

1 

31 

118 

79 

New  Rochelle  H2 

93 

0 

3 

2 

1 

6 

87 

94 

Graaslands 

101 

6 

1 

5 

4 

2 

1 

19 

82 

81 

Mount  Vernon 

179 

5 

3 

4 

8 

4 

5 

2 

31 

148 

83 

Peekskill 

115 

1 

7 

3 

3 

1 

1 

16 

99 

86 

Totals 

1,422 

32 

55 

44 

44 

41 

27 

30 

22 

0 1 

13 

308 

1,114 

Per  cent 

10  9 

17.9 

14.3 

14.3 

13.3 

8.8 

9.7 

7.1 

0 0.3 

3.9 

100 

* Ah  of  December  31,  1971. 

1,114 

t Overall  retention:  ’ 78  per  cent. 

1,422 
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FIGURE  4.  Westchester  County  methadone  maintenance 
treatment  program;  age  distribution. 


reported  by  Gearing2  in  her  1970  evaluation  of 
that  program;  Gearing  reported  a retention  rate 
for  ambulatory  facilities  of  slightly  over  80  per 
cent  for  a nine-month  period.  It  is  to  be  noted 
that  this  retention  rate  represents  the  number  of 
patients  remaining  in  treatment  at  the  end  of  Sep- 
tember as  compared  with  the  number  admitted 
and  is  not  the  same  as  a life  expectancy.  Expect- 
ed retention  figures  to  January  1,  1972,  show  a 
percentage  of  patients  discharged  which  is  rela- 
tively constant  for  the  first  five  months  in  treat- 
ment, and  which  varies  around  3 per  cent  dis- 
charged per  month,  but  decreases  so  that  only  0.5 
per  cent  are  discharged  during  each  of  the  ninth  to 
twelfth  months  of  treatment  (Table  III,  Fig.  3). 

Although  discharges  continue  in  succeeding 
months,  there  are  few  after  one  year  in  treatment, 
paralleling  other  methadone  programs. 

A look  at  discharges  by  clinic  shows  some  varia- 
tion in  retention  between  clinics,  but  the  general 
pattern  is  for  newer  or  rapidly  expanding  clinics 
which  have  a higher  percentage  of  recently  admit- 
ted patients  to  show  a higher  retention  and  for 
older  clinics  to  show  a lower  retention  as  patients 
are  discharged  over  time.  Table  IV  is  presented 
as  an  example  of  one  way  in  which  comparative  in- 
formation concerning  different  clinics  within  a 
program  can  assist  in  the  evaluation  of  individual 
clinics.  In  addition  to  variation  in  clinic  staffing 
patterns,  patient  population  characteristics  also 
vary  from  one  geographic  area  to  another,  and  a 
knowledge  of  these  variations  is  necessary  to  eval- 
uate and  compare  efficiently  the  true  effectiveness 
of  different  clinics. 

Information  about  patients  who  remain  in  treat- 
ment is  presented  in  the  rest  of  this  report.  Dis- 
charge is  not  equivalent  to  failure,  but  patients 
discharged  are  generally  lost  to  contact,  and  fol- 
low-up information  is  seldom  available.  Several 
follow-up  studies  of  patients  discharged  from  the 
Beth  Israel  program  indicate  a higher  rate  of 


FIGURE  5.  Westchester  County  methadone  maintenance 
treatment  program;  age  distribution  by  race. 


TABLE  V.  Racial  distribution  (per  cent) 


Source 

White 

Black 

Puerto 

Rican 

Other 

Westchester  County 
MMTP 

57.7 

39 

3.1 

0.1 

New  York  City 
MMTP 

38.8 

41.3 

18.8 

1.3 

New  York  City 
Narcotics  Register 

25 

47.5 

27.5 

NACC  facilities 

25.1 

45.6 

28.4 

0.9 

Westchester  County 
population 
(1970  Census) 

89.8 

9 5 

unavailable 

0.7 

deaths,  arrests,  and  convictions,  and  a lower  em- 
ployment rate  among  patients  discharged  from 
methadone  programs  than  in  those  who  remain  in 
treatment,  and  an  improvement  in  these  criteria 
during  treatment  as  compared  with  the  period  be- 
fore treatment.3-5 

Characteristics  of  patient  population 
on  admission 

In  looking  at  the  demographic  and  social  charac- 
teristics of  patients  in  the  Westchester  program,  it 
is  fruitful  to  view  them  in  juxtaposition  to  similar 
populations  (Table  V,  Figs.  4 and  5).  Thus,  it  is 
evident  that  the  average  age  of  Westchester  pa- 
tients is  considerably  less  than  their  counterparts 
in  the  New  York  City  program  and  the  New  York 
City  Narcotics  Register.  The  mean  age  of  pa- 
tients in  years  at  the  time  of  admission  was: 
Westchester  County  program  25.5,  New  York  City 
program  33.1,  and  New  York  City  Narcotics  Regis- 
ter 27.9. 

At  least  part  of  the  greater  age  of  New  York  City 
patients  may  be  accounted  for  by  the  fact  that  be- 
fore 1970,  when  it  was  reduced  to  eighteen,  the 
minimum  age  for  admission  to  methadone  mainte- 
nance treatment  was  twenty  years. 

The  proportion  of  blacks  in  the  Westchester 
program  is  roughly  the  same  as  that  for  both  the 
New  York  City  program  and  the  New  York  City 
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Narcotics  Register.  The  proportion  of  whites  in 
the  Westchester  program  is  considerably  higher 
than  in  New  York  City.  By  contrast,  the  West- 
chester County  population  is  90  per  cent  white  and 
10  per  cent  black,  indicating  admission  of  blacks  at 
four  times  their  representation  in  the  general  pop- 
ulation. Methadone  patients  in  Westchester  are 
86  per  cent  male  and  14  per  cent  female,  closely 
paralleling  the  sex  ratio  among  New  York  City  ad- 
dicts.3 

Social  characteristics 

On  admission,  52  per  cent  of  our  patients  were 
single,  26  per  cent  married,  13  per  cent  separated, 
5 per  cent  divorced,  1 per  cent  widowed,  and  3 per 
cent  living  in  common  law  relations;  37.1  per  cent 
of  applicants  were  on  Welfare  at  the  time  of  ad- 
mission, while  an  additional  15  per  cent  had  been 
on  Welfare  previously  but  were  not  on  Welfare  at 
the  time  of  admission. 

The  picture  which  emerges  is  one  of  a popula- 
tion which  is  predominantly  young  and  unskilled; 
70  per  cent  are  either  unmarried,  divorced,  or  sep- 
arated. Their  educational  level  is  low:  52  per 

cent  have  never  completed  high  school  and  6 per 
cent  have  only  a grade  school  education  or  less. 
On  the  other  end  of  the  educational  spectrum, 
fewer  than  1 per  cent  are  college  graduates. 

Their  vocational  skills  are  similarly  limited:  62 
per  cent  classified  as  less  than  skilled  workers, 
while  fewer  than  1 per  cent  are  professionals;  17 
per  cent  were  classified  as  laborers,  25  per  cent 
semiskilled,  and  22  per  cent  skilled;  10  per  cent  of 
our  patients  were  qualified  for  clerical  positions,  6 
per  cent  for  sales;  7 per  cent  had  no  vocational 
skill  on  admission  to  treatment;  and  13  per  cent 
listed  some  other  combination  not  already  men- 
tioned. 

These  limited  educational  and  vocational  skills 
are  reflected  in  the  work  histories  presented  by  pa- 
tients entering  the  program:  2 per  cent  of  our  pa- 
tients had  never  worked  and  65  per  cent  had 
worked  in  the  past  but  were  not  working  at  the 
time  of  admission.  Only  34  per  cent  were  working 
at  the  time  of  admission.  Of  those  who  had 
worked  or  were  working  at  the  time  of  admission, 
22.7  months  was  the  mean  longest  employment. 
Of  those  not  working  on  admission,  13.3  months 
was  the  mean  length  of  time  since  last  employ- 
ment. We  see,  therefore,  that  66  per  cent  were 
unemployed  on  admission  and  were  so  on  average 
for  over  a year. 

Drug  history 

The  low  educational  and  skill  level  of  patients 
on  admission  is  related  to  their  long-standing  ad- 
diction. It  would  have  been  impossible  for  them 
to  acquire,  by  working,  the  money  necessary  to 
support  drug  habits  which  averaged  $27  per  day 
and  ranged  up  to  over  $100  per  day.  The  average 


patient  started  using  drugs  at  age  18.8  years  with 
an  average  length  of  drug  use,  on  admission,  of  6.7 
years. 

The  average  patient  in  methadone  maintenance 
has  been  in  treatment  for  his  addiction  (and  has 
been  unsuccessful)  twice.  A minority  of  patients 
have  had  no  previous  treatment,  while  others  have 
been  in  treatment  several  times. 

Of  these  patients  79  per  cent  reported  use  of  no 
other  drugs  than  heroin,  7 per  cent  reported  using 
barbiturates,  0.2  per  cent  reported  using  amphe- 
tamines, and  14  per  cent  reported  using  other 
drugs  in  addition  to  heroin.  Over  8 per  cent  re- 
port a problem  with  alcohol  either  currently  or  in 
the  past. 

Convictions  prior  to  treatment 

Patients  admitted  to  treatment  had  been  con- 
victed a mean  of  2.2  times,  with  a median  of  1. 

Special  groups  served 

Within  the  overall  population  of  the  methadone 
program  are  various  subpopulations  of  special  in- 
terest. One  such  group  is  those  people  under  cer- 
tification to  the  Narcotics  Addiction  Control  Com- 
mission. These  are  individuals,  adjudicated  as  ad- 
dicts, who  are  certified  to  the  care  and  custody  of 
the  Commission  as  a treatment  alternative  to  con- 
victions for  certain  felonies  and  misdemeanors.6 
The  Westchester  program  accepts  all  Commission 
referrals  of  Westchester  residents  who  have  been 
previously  stabilized  on  methadone  at  a Commis-  j 
sion  facility.  In  addition  to  this  Commission-re- 
ferred group,  there  are  those  Commission  aftercare  i 
patients  who  come  to  the  program  on  a voluntary 
basis.  Quarterly  reports  are  submitted  on  all  j 
Commission  patients. 

Veterans 

Because  of  the  concern  with  the  problem  of  ad- 
diction in  returning  veterans,  a survey  was  made  of 
the  veterans  in  our  program  to  see  whether  or  not 
there  was  a relationship  to  Vietnam  service.  On 
August  1,  1971,  there  were  99  veterans  of  the  Viet- 
nam era  in  treatment,  of  whom  50  were  working. 
This  represented  12  per  cent  of  our  patients.  An 
analysis  of  the  proportion  of  Vietnam  era  veterans 
(veterans  aged  eighteen  to  twenty-five)  in  treat- 
ment which  compares  them  to  a similar  group  of 
nonveteran  males  in  treatment  shows  no  signifi- 
cant statistical  difference  between  the  two 
groups.7  We  can  conclude,  therefore,  that  Viet- 
nam era  veterans  are  not  overrepresented  in  the 
program. 

Urinalysis  and  its  relationship  to 
clinical  effectiveness 

One  of  the  most  expensive  continuing  costs  of 
methadone  treatment  as  required  by  Federal  regu- 
lations is  the  cost  of  urinalysis.  Federal  regula- 
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tions  and  good  medical  practice  prescribe  that  uri- 
nalysis be  performed  from  time  to  time  to  detect 
intake  of  specific  drugs.  Drugs  which  can  be  test- 
ed for  by  thin-layer  chromatography  are  metha- 
done, morphine,  quinine,  barbiturates,  amphetam- 
ines, glutethimide  (Doriden),  some  tranquilizers, 
and,  with  less  reliability,  cocaine.  During  1971, 
urinalysis  cost  us  an  average  of  $2.34  per  test.  If 
urinalysis  had  been  performed  weekly  on  each  pa- 
tient in  treatment,  the  total  cost  would  have  been 
over  $100,000,  an  annual  per  patient  cost  of  over 
$120,  representing  11  per  cent  of  the  total  cost  of 
treating  our  patients.  Moreover,  from  a clinical 
point  of  view,  urinalysis  is  of  limited  value  in  de- 
tecting drug  abuse  or  in  treating  patients  who  can 
be  effectively  rehabilitated  with  much  less  fre- 
quent urinalysis  than  is  prescribed  by  Federal  reg- 
ulations. Moreover,  excessive  use  of  urinalysis  to 
evaluate  patients  is  harmful  to  the  clinic-patient 
relationship  and  tends  to  encourage  poor  treat- 
ment. Some  counselors,  when  confronted  with 
computer-printed  lists  of  urinalysis  trends,  will 
make  clinical  decisions  based  on  the  urinalysis  re- 
port rather  than  on  the  progress  and  attitudes  of 
the  patient,  thus  treating  urines  and  not  patients. 
In  our  judgment,  urinalysis  should  be  used  from 
time  to  time  to  evaluate  overall  program  effective- 
ness, but  should  be  used  in  the  treatment  of  indi- 
vidual patients  only  as  a screening  device  (as  any 
other  laboratory  test)  or  in  response  to  specific 
clinical  indications  or  specific  problems. 

Therefore,  on  May  10,  1971,  we  requested  of  the 
Food  and  Drug  Administration  an  amendment  to 
the  standard  procedure.  In  the  absence  of  nega- 
tive response  from  the  FDA,  we  assumed  this  had 
been  approved  (their  usual  procedure).  As  a re- 
sult, we  are  able  to  present  here  the  results  of  an 
unplanned  experiment  on  the  effect  of  less-fre- 
quent urinalysis  on  patient  progress.  The  re- 
quested amendment  was  as  follows. 

Urine  specimens  will  be  analyzed  for  methadone, 
morphine,  quinine,  barbiturates,  amphetamines,  glu- 
tethimide, and  other  tranquilizers  on  admission.  Ad- 
ditional tests  may  be  ordered  as  determined  by  the 
patients’  clinical  state  of  progress,  after  they  have 
been  in  treatment  for  one  month,  six  months,  and 
twelve  months,  and  thereafter  at  intervals  not  exceed- 
ing twelve  months.  Patients  will  not  be  forewarned 
of  the  date  on  which  urine  samples  are  to  be  request- 
ed. Urinalysis  intervals  which  are  more  frequent  serve 
no  important  clinical  function,  are  expensive,  and 
tend  to  focus  staff  and  patient  attitudes  on  urine  re- 
sults rather  than  on  clinical  improvement. 

Largely  because  of  a reduction  in  the  frequency 
of  urine  testing,  we  actually  performed  an  aVerage 
of  18.7  tests  per  patient  during  the  year  for  an  av- 
erage cost  of  $43.70  per  patient  per  year.  That 
our  program  is  not  less  effective  clinically  is  shown 
by  the  outcome  of  treatment  as  reported  elsewhere 
and  in  this  report.8  In  all  respects,  our  patients 


TABLE  VI.  Drug  use:  self  report  vs.  laboratory  report* 


Amphet- 

Barbit- 

Num- 

Report 

Heroin 

amines 

urates 

Other 

ber 

Self 

8 

0.6 

3.6 

5.4 

813 

Laboratory 

5 

1.0 

1.0 

1.5 

620 

* Self  report  from  urinalysis  detection  report  summary  July  31,  1971; 
laboratory  report  from  spot  check  July  19,  1971. 


can  be  seen  to  have  done  as  well  as  in  other  pro- 
grams which  place  more  emphasis  on  urinalysis 
testing.  These  programs  by  this  emphasis  often 
foster  patient-staff  distance  and  distrust  which  is, 
of  course,  antitherapeutic.  Our  patients  frequent- 
ly report,  in  discussions  with  counselors,  incidents 
of  drug  use.  An  analysis  of  these  self-reported  in- 
cidents, as  compared  with  a July  urinalysis  spot 
check,  indicates  that  in  most  cases  self-reports  ex- 
ceeded urinalysis-detected  abuse  (Table  VI). 
During  July,  8 per  cent  of  patients  reported  having 
used  heroin  during  the  month,  while  on  July  19,  5 
per  cent  positive  morphine  findings  were  detected; 
6 per  cent  reported  use  of  amphetamines,  while  1 
per  cent  positive  amphetamine  results  were  re- 
ported by  the  laboratory;  3.6  per  cent  reported  the 
use  of  barbiturates,  while  1 per  cent  barbiturate 
findings  were  detected;  and  5.4  per  cent  reported 
the  use  of  other  drugs,  while  1.5  per  cent  of  other 
drugs  were  detected  in  the  laboratory  testing.  In 
clinics  whose  patients  see  the  staff  as  aligned  in 
the  patients’  self-interest,  patients  will  eventually 
report  drug  use,  often  expressing  guilt,  in  a way 
which  permits  additional  therapeutic  benefits. 

Response  to  treatment 

On  admission,  34  per  cent  of  patients  were 
working,  37  per  cent  on  Welfare.  Of  those  pa- 
tients in  treatment  longer  than  six  months,  53  per 
cent  were  working,  31  per  cent  were  on  Welfare,  7 
per  cent  were  in  school,  and  59  per  cent  were  con- 
sidered to  be  productive.  Productivity  is  a cate- 
gory which  includes  those  patients  working  full 
time,  as  well  as  patients  in  school  full  or  part  time, 
and  full-time  homemakers.  On  September  30, 
1971,  the  date  for  which  a total  summary  is  avail- 
able, 46  per  cent  of  all  patients  then  in  treatment 
were  working,  33  per  cent  of  all  patients  were  on 
Welfare,  and  64  per  cent  were  productive,  of  which 
8 per  cent  were  in  school  full  or  part  time  (Fig.  6). 

Convictions 

Data  provided  on  admission  interview  indicate 
that  the  conviction  rate  was  32.8  per  100  patient 
years  of  drug  use.  This  rate  dropped  during  the 
first  three  months  of  treatment  to  31  per  cent  of 
the  preadmission  rate,  and  continued  to  drop  fur- 
ther so  that  the  conviction  rate  for  patients  re- 
maining in  treatment  longer  than  six  months  was 
down  97  per  cent  compared  with  the  preadmission 
rate  During  the  nine  months  to  September  30, 
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Time  in  treatment 

FIGURE  6.  Westchester  County  methadone  maintenance 
treatment  program;  status  changeover  time,  January  1, 
1972. 

1971,  there  were  a total  of  29  convictions  (Table 
VII). 

Continuing  drug  use 

In  an  attempt  to  evaluate  the  amount  of  drug 
use  which  continued  despite  attendance  in  the 
methadone  program,  a urinalysis  study  was  made 
on  Monday,  July  19,  when  all  clinics  collected 
samples  of  urine  from  their  patients.  Some  pa- 
tients were  not  in  on  that  day,  and  the  number  of 
specimens  examined  was  620.  Analysis  demon- 
strated quinine  present  in  96  (15  per  cent),  mor- 
phine in  29  (5  per  cent),  barbiturates  in  8 (1  per 
cent),  amphetamines  in  7 (1  per  cent),  and  a total 
of  9 other  substances  were  detected  in  the  urine  of 
these  patients.  Fifteen  samples  showed  no  meth- 
adone. This  study  demonstrated  that,  on  the 
Monday,  a day  when  urines  might  be  expected  to 
show  a maximum  of  abuse,  few  illegal  substances 
were  in  fact  detected  in  the  urines  of  those  exam- 
ined. However,  the  presence  of  quinine  raises  a 
question  about  the  use  of  heroin  unless  quinine 
water  or  medicinals  containing  quinine  have  been 
used.  Careful  evaluation  of  urinalysis  reports  is  of 
assistance  in  evaluating  the  effectiveness  of  any 
program,  and  this  study  will  be  repeated  periodi- 
cally. 

Impact 

This  program  has  had  an  immediate  positive 
impact  on  the  Westchester  community.  For  the 
patients,  there  is  less  risk  of  arrest,  of  death  from 


TABLE  VII.  Convictions  before  and  after  treatment 
(to  September  30,  1971) 


Time  in  Treatment 

Conviction 

Rate* 

Reduction 
(Per  Cent) 

On  admission 

32.8 

Less  than  three  months 

10.3 

69 

Three  to  six  months 

9.2 

72 

Over  six  months 

1.9 

97 

Total  population 
(1,017) 

6.7 

80 

* 


* Convictions  per  hundred  patient  years  of  drug  use,  assuming 
convictions  occurred  after  drug  use  began. 


k 


let 


overdose,  and  an  opportunity  to  change  the  direc- 
tion of  their  lives.  For  other  residents  of  the 
county,  there  has  been  a decrease  in  addiction-re- 
lated crime. 

Arrests  and  convictions  of  addicts  showed  a 
marked  decrease.  Thus,  while  in  1970  there  were 
a total  of  2,308  admissions  to  the  penitentiary,  in 
1971  there  were  1,791,  a decrease  of  22  per  cent. 
During  the  first  six  months  of  1972,  only  711  in- 
mates were  admitted  compared  with  942  and  1,247 
admitted  during  the  comparable  periods  of  1971 
and  1970.9  The  Westchester  County  sheriffs  of- 
fice, comparing  arrests  during  1970  and  1971,  re- 
vealed a decrease  in  burglaries  from  7,466  to  7,038; 
in  narcotic  felonies  from  665  to  451;  and  in  narcot- 
ic misdemeanors  from  1,502  to  1,171. 10  Thus,  we 
see  a significant  decrease  in  narcotic-related  con- 
victions associated  with  the  expansion  of  a major 
treatment  effort. 

However,  not  all  of  the  effects  of  methadone 
treatment  have  been  as  positive  as  those  we  have 
outlined.  Of  great  concern  during  the  year  (and 
since)  was  the  problem  of  medication  diversion 
and  sale.  The  black  market  in  methadone  ex- 
panded during  1971.  Nine  deaths  were  reported 
from  methadone  overdose  during  1971  (none  were 
patients  enrolled  in  our  program),  and  methadone 
was  detected  among  other  drugs  in  the  body  fluids 
of  5 others,  out  of  a total  of  48  who  died  of  drug 
abuse  during  the  year.11  Because  of  long  waiting 
lists,  many  addicts  awaiting  treatment  attempt  tc 
maintain  themselves  with  illicitly  obtained  metha- 
done. These  addicts  require  treatment,  and  this 
source  of  demand  for  illegal  sale  will  be  reduced 
only  by  expansion  of  our  capacity.  While  much  of 
the  black  market  supply  of  methadone  was  un- 
doubtedly diverted  from  nearby  New  York  City, 
clinic  patients  were  arrested  in  connection  with 
several  deaths. 

To  protect  the  community  better  from  diversion 
of  methadone  while  at  the  same  time  attempting 
to  improve  our  treatment  program,  we  instituted 
new  procedures  in  February,  1972,  which  required 
that  all  new  patients  and  those  not  showing  evi- 
dence of  reliability  receive  their  medication  only  al 
their  clinics,  which  began  seven-day  operations 
After  three  months  of  satisfactory  clinic  atten 
dance,  patients  could  be  permitted  to  take  home  e 
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single  dose,  and  with  continued  evidence  of  reha- 
bilitation such  as  employment,  discontinued  drug 
use,  regular  attendance,  further  increases  in  the 
number  of  take-home  doses  could  be  permitted. 
This  had  the  immediate  effect  of  increasing  the 
amount  of  medication  dispensed  at  clinics  to  80 
per  cent  of  all  doses  (from  60  per  cent)  and  of  re- 
quiring 70  per  cent  of  all  patients  to  receive  their 
medication  only  at  their  clinics. 

The  effects  of  these  restrictions  soon  became  ap- 
parent. During  the  second  quarter  of  1972,  out  of 
7 narcotic  deaths,  only  2 involved  methadone 
alone  or  in  combination  with  other  drugs  as  com- 
pared with  the  first  quarter  of  1972  (4  of  the  14 
deaths)  and  the  last  quarter  of  1971  (7  of  8 deaths 
involving  methadone).10  Thus,  a distinct  down- 
ward trend  beginning  in  the  first  quarter  of  1972 
coincident  with  restrictions  on  medication  dis- 
pensing is  evident. 

Summary 

Westchester  County,  directly  north  of  New  York 
City,  with  a population  of  900,000  and  an  estimat- 
ed 8,000  heroin  addicts,  has  had  a coordinated 
methadone  maintenance  treatment  program  since 
August,  1970.  Clinics  in  six  mental  health  dis- 
tricts have  been  operated  by  voluntary  hospitals 
and  nonprofit  agencies  under  contract  with  West- 
chester County.  The  program  was  organized  by 
and  is  coordinated  and  supervised  by  a staff  under 
the  director  of  community  mental  health  services. 

By  the  end  of  1971,  1,114  patients  were  in  treat- 
ment and  the  combined  waiting  lists  numbered 
457.  All  clinics  provided  methadone  maintenance 
to  eligible  patients  and  outpatient  detoxification 
(in  cooperation  with  community  agencies  and 
school)  to  those  either  refusing  maintenance  or  in- 
eligible for  it.  Clinic  staffs  consist  of  professional 
and  nonprofessional  members,  and  a variety  of 
counseling  services  are  available  at  all  clinics. 
Cost  figures  presented  indicate  expected  treat- 
ment costs  of  about  $1,100  per  patient.  Commu- 
nity response  to  these  programs  has  been  generally 
enthusiastic.  Of  all  patients  admitted,  78  per  cent 
remained  in  treatment  at  the  end  of  the  year.  Pa- 
tient employment  increased  from  34  per  cent  on 
admission  to  53  per  cent  after  six  months  of  treat- 
ment, while  the  number  on  Welfare  dropped  from 


37  to  31  per  cent.  Criminality  as  measured  by 
convictions  dropped  97  per  cent  for  those  in  treat- 
ment over  six  months.  Crime  rates  and  peniten- 
tiary admissions  have  already  begun  to  drop.  The 
report  discusses  the  necessity  for  central  organiza- 
tion and  coordination  as  well  as  supervision  in  the 
rapid  introduction  and  expansion  of  methadone 
treatment  services.  However,  during  1971,  West- 
chester County  saw  the  development  of  a black 
market  in  methadone  with  9 dead  from  methadone 
overdose.  Restrictions  on  take-home  medication 
were  imposed,  which  appear  to  have  greatly  re- 
duced the  illegal  diversion  of  methadone,  and  dur- 
ing the  first  half  of  1972,  there  was  a greatly  de- 
creased rate  of  fatal  overdose  in  which  methadone 
was  implicated.  Frequency  of  urinalysis  was  felt 
to  be  largely  unrelated  to  clinical  effectiveness. 
Excessive  urinalysis  is  both  expensive  and  clinical- 
ly unproductive  since  it  encourages  distrust  and 
poor  case  management. 
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with  an  unwilling  colon 

A diagnosis  of  irritable  bowel  syndrome  has  not  changed  her  temperament  one  iota.  She  still 
suffers  exacerbations  of  the  condition  whenever  she  experiences  excessive  anxiety  that  is  added  to 
increased  responsibility.  Yet  she  continues  to  accept  more  responsibilities  that  require  more  time 
and  energy  and  build  up  more  anxiety  and  tension. 

The  need  to  reduce  G.I. 
hypermotility  and  undue  anxiety 

The  need  to  reduce  G.I.  hypermotility  is  apparent  in  treating  the  irritable  bowel  syndrome.  But 
overanxiety  is  often  perceived  as  one  of  the  related  factors  which  can  contribute  to  an  abnormal 
increase  in  motor  activity  in  the  colon.  When  both  factors  are  present,  Librax  may  be  a valuable 

adjunct  in  therapy. 


The  dual  nature  of  Lihrax 


As  an  adjunct  to  a therapeutic  regimen,  Librax  may  help  relieve  the  undue  anxiety  and  associated 
somatic  factors  that  can  contribute  to  the  exacerbation  of  irritable  bowel  syndrome.  Only  Librax 
combines  in  one  capsule  the  dependable  antispasmodic  action  of  Quarzan ® (clidinium  Br)  and 
the  well-known  antianxiety  action  of  Librium*  (chlordiazepoxide  HC1). 


Up  to  8 capsules  daily  in  divided  doses 

According  to  individual  requirements,  1 or  2 capsules,  3 or  4 times  daily. 

Rx:  Librax  #35  for  initial  evaluation  of  patient  response  to  therapy. 

Rx:  Librax  # 1 00  for  follow-up  therapy— this  prescription  for  2 to  3 weeks’  medication  can  help 
maintain  patient  gains  while  permitting  less  frequent  visits. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states  associated 
with  organic  or  functional  gastrointestinal  disorders; 
and  as  adjunctive  therapy  in  the  management  of  peptic 
ulcer,  gastritis,  duodenitis,  irritable  bowel  syndrome, 
spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction:  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psychiatric 
patients.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  nec- 
essarv.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 


Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with 
chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


For  the  anxiety-linked 
symptoms  of  irritable 
bowel  syndrome 

Litirax* 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Impact  of  changing  concepts 
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Within  the  last  few  years,  Federal  and  state 
health  legislation  has  incorporated  and  imple- 
mented many  new  concepts  for  the  delivery  of  am- 
bulatory care.  Issues,  once  considered  highly  con- 
troversial, such  as  the  role  of  the  consumer  in 
planning  and  operation  of  ambulatory  care  pro- 
grams, are  now  debatable  only  in  theory. 
Theories  about  community  participation  in  health 
policy,  new  ways  of  utilizing  allied  health  profes- 
sionals and  paraprofessionals,  the  importance  of 
preventive  care  and  continuity  of  care,  and  the 
emergence  of  group  prepayment  health  practices 
are  becoming  realities  due  to  legislative  mandates, 
official  guidelines,  and  administrative  regulations. 
In  many  instances,  public  funds  for  construction 
and/or  operation  of  ambulatory  care  programs  are 
unavailable,  unless  specific  criteria  in  the  areas 
mentioned  are  met. 

Many  of  these  new  concepts  in  the  delivery  of 
ambulatory  care,  which  are  now  law,  directly  affect 
the  architectural  design  and  functional  program 
for  the  facility.  The  purpose  of  this  article  is  to 
cite  legislation  which  institutionalizes  these  new 
concepts  and  to  point  out  some  of  the  concomitant 
changes  in  facilities  planning. 

Consumer  participation  in  planning, 
implementation,  and  operation  of 
ambulatory  care  facilities 

One  of  the  first  legal  mandates  for  consumer 
participation  in  planning,  implementation,  and 
operation  of  neighborhood  health  centers  occurred 

Presented  at  a seminar  on  ambulatory  care  centers,  State 
University  of  New  York,  Albany,  New  York,  by  the  Hospitals 
and  Health  Committee  of  the  New  York  State  Association  of 
Architects,  American  Institute  of  Architects,  and  the  New  York 
State  Department  of  Health  on  April  27,  1972. 


with  the  1964  O.E.O.  (Office  of  Economic  Oppor- 
tunity) legislation.1  The  1968  guidelines  for 
O.E.O.  Neighborhood  Health  Centers2  called  for 
involvement 

. . . from  the  beginning  of  planning  and  throughout 
the  conduct  of  the  project,  all  appropriate  elements  of 
the  community  that  share  the  program’s  objectives 
and  interests. 

Arrangements  must  be  made  so  that  the  neighbor- 
hood residents  served  by  the  project  have  a substan- 
tial voice  in  policy  making.  This  can  be  accomplished 
by  one  or  both  the  following  actions: 

A.  The  governing  board  of  the  administrative 
agency  is  structured  so  that  at  least  one- 
third  of  its  members  are  persons  eligible  to 
receive  services  from  the  project  and  at  least 
one-half  of  its  members  are  either  persons 
eligible  to  receive  services  or  are  representa- 
tives of  community  groups,  such  as  social 
service  oganizations  and  labor  or  business 
organizations. 

B.  A Neighborhood  Health  Council  which  acts 
as  a policy  advisory  board  to  the  administra- 
tive agency,  and  is  structured  so  that  at  least 
one-half  of  its  members  are  persons  eligible 
to  receive  services  from  the  project.  Such  a 
council  may  be  either  an  existing  group  in- 
volved in  anti-poverty  efforts  or  a group 
especially  organized  for  this  purpose. 

The  neighborhood  residents  selected  for  the  gov- 
erning board  and  health  council  shall  be  democrati- 
cally selected.2 

In  1966  the  Model  Cities  legislation3  was  passed, 
which  also  mandated  consumer  participation  in 
planning  for  urban  housing,  health,  and  education 
programs. 

In  1966  P.L.  S9-7494  created  the  Partnership  for 
Health  program.  This  comprehensive  health- 
planning legislation  created  a mechanism  for  es- 
tablishment of  councils  and  boards  in  each  state, 
and  in  the  various  regions  of  a state,  whose  func- 
tion is  to  plan  for  personal  health  services,  mental 
health,  and  environmental  health.  These  councils 
or  boards  are  composed  of  consumers  and  provid- 
ers of  health  services.  The  law  mandates  that 
consumers  be  in  a majority,  or  at  least  51  per  cent. 
The  comprehensive  health-planning  agencies  pos- 
sess certain  regulatory  functions — such  as  review 
and  comment  on  Federal  grant  applications  for 
health  programs  for  their  region,  and  in  many 
states  a review  and  advise  power  on  the  need  for 
health  facilities  construction,  modernization,  and 
expansion. 

The  Comprehensive  Health  Planning  law  is  the 
first  legislation  which  mandates  joint  participatior 
of  consumers  and  providers  in  decision  making  for 
health  planning.  This  is  an  important  concept 
In  previous  legislation  either  consumers  alone,  oi 
providers  alone,  were  given  legislative  mandate  foi 
planning,  implementation,  and  operation  of  healtl 
programs.  Neither  group  can  be  effective  alone 
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and  the  chance  of  success  is  enhanced  when  policy 
is  formulated  jointly  with  consensus  of  both  the 
consumer  and  the  provider  of  health  services. 

The  Partnership  for  Health  law  also  appro- 
priates funds  for  projects  designed  to  deliver  com- 
prehensive ambulatory  health  services  to  medical- 
ly underserved  communities.  This  is  the  first  U.S. 
Department  of  Health,  Education,  and  Welfare 
funding  mechanism  in  which  preference  is  given  to 
community  and  consumer  groups  as  the  grantee 
agency  rather  than  to  provider  institutions. 

One  of  the  provisions  of  the  New  York  State  law 
creating  the  Health  and  Hospitals  Corporation  of 
New  York  City6  mandates  the  establishment  of  a 
community  board  for  each  of  the  18  municipal 
hospitals  in  New  York  City.  The  interim  policy 
guidelines  define  the  functions  of  the  community 
boards.6  They  are  to  participate  in  the  following 
important  decisions  affecting  the  hospital: 

1.  The  establishment  of  priorities  in  relationship  to 
planning. 

2.  The  allocation  of  funds  within  the  hospital  bud- 
get. 

3.  Judgment  as  to  the  acceptability  of  services  ren- 
dered to  patients. 

4.  Area-wide  planning  through  appropriate  agencies 
and  mechanisms. 

5.  Selection  of  the  chief  executive  officer  of  the  hos- 
pital. 

The  1965  amendment  to  the  Community  Mental 
Health  Construction  Act  and  the  New  York  City 
guidelines  for  implementation  of  this  Act"  state 
that  each  community  mental  health  center  shall 
assume  responsibility  for  the  development  of  a 
local  community-based  mental  health  council. 

The  Hill-Burton  Amendment  of  1970  gave  pri- 
ority to  the  construction  of  outpatient  facilities 
rather  than  inpatient  facilities,  and  states  that 
“these  outpatient  facilities  will  provide  to  its  pa- 
tients a reasonably  full  range  of  diagnostic  and 
treatment  services.”8  The  Hill-Burton  1970 
amendment  also  provides  for  the  designation  of  a 
state  advisory  council  which  shall  include  rep- 
resentatives of  nongovernmental  provider  groups 
and  representatives  of  consumers  familiar  with  the 
need  for  the  services  provided  by  such  facilities. 

The  Federal  guidelines  for  the  establishment  of 
family  health  centers  programs  state  that  each 
family  health  center  shall  establish  within  thirty 
days  of  its  initial  funding  a mechanism  for  com- 
munity planning  which  will  include  involvement  of 
basic  consumer  interests.9  Residents  of  the  target 
area  and  public  and  private  providers  of  service 
must  be  represented  on  the  policy  board. 

The  1968  Ghetto  Medicine  law  of  New  York 
State10  provides  financial  support  for  hospital  and 
health  department  ambulatory  care  programs.  A 
major  purpose  of  this  law  is  to  furnish  funds  to 
hospitals  serving  ghetto  communities  which  will 
cover  their  fiscal  deficits,  incurred  in  the  delivery 


of  ambulatory  care  services.  The  guidelines  for 
implementation  promulgated  by  the  City  of  New 
York,  Department  of  Health11  mandate  the  estab- 
lishment of  an  ambulatory  service  advisory  com- 
mittee at  each  institution  receiving  ghetto  medi- 
cine funds.  This  committee  represents  the  inter- 
est and  concern  of  the  patients  and  consults  with 
the  commissioner  of  health  and  with  the  hospital 
on  the  following  items,  as  they  relate  to  ambulato- 
ry care. 

1.  Physical  plant  standards. 

2.  Maintenance  of  facilities. 

3.  Patient  registration. 

4.  Patient  eligibility. 

5.  Fee  schedules. 

6.  Billing  for  self-pay  patients. 

7.  Staffing  patterns. 

8.  Hours  of  service. 

9.  Review  and  follow-up  of  patient  grievances. 

10.  Methods  of  handling  patient  admissions  from 
outpatient  department  and  emergency  room. 

11.  Complying  with  the  terms  of  the  contract. 

In  summary,  community  and  consumer  boards 
are  concerned  with  many  areas  in  the  delivery  of 
ambulatory  care  which  affect  architectural  plan- 
ning, such  as  the  provision  of  personalized  health 
care,  the  availability  and  accessibility  of  services  to 
the  community,  and  consideration  for  patients’ 
amenities. 

Personalized  health  care  means  ongoing  patient 
contact  with  the  same  health  professional:  physi- 
cian, nurse,  community  aide,  or  health  team.  Ad- 
equate space,  privacy,  and  comfort  for  both  the 
full-time  staff  and  the  patients  are  necessary. 
Availability  and  accessibility  of  services  require 
careful  site  selection.  A location  convenient  to  the 
population,  served  with  adequate  and  inexpensive 
transportation,  is  essential.  The  trend  today  is  for 
community-based  rather  than  hospital-based  fa- 
cilities. The  facility  should  operate  five  and  one- 
half  days  a week,  and  evening  and  weekend  ses- 
sions should  be  available  in  the  general  medical, 
pediatric,  dental,  and  walk-in  clinics.  Regard  for 
patient  amenities  includes  privacy,  courtesy,  com- 
fort, and  cleanliness  in  all  work  areas:  registra- 

tion, appointment,  waiting,  examination,  treat- 
ment, programming,  and  conference  areas.  Space 
must  be  made  available  for  meetings  of  the  com- 
munity boards  and  councils. 

Delivery  of  comprehensive  health  services 

The  importance  of  comprehensive  health  care, 
for  example,  the  availability  of  preventive,  diag- 
nostic, therapeutic,  and  rehabilitative  ambulatory 
services  under  the  same  roof,  has  been  recognized 
in  recent  legislation.  The  concept  of  continuity  of 
patient  care,  which  means  that  a patient  has  the 
opportunity  for  ongoing  contact  with  a single 
health  professional  or  with  the  same  team  of 
health  professionals,  is  also  being  incorporated 
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into  Federal  and  state  legislation  and  regulations. 

The  O.E.O.  legislation  appropriated  funds  for 
operation  of  neighborhood  health  centers  and 
Title  II  of  the  1967  amendment  to  the  Social  Secu- 
rity Act  allocated  monies  to  the  Children’s  Bureau 
for  the  establishment  of  comprehensive  health 
care  programs  for  children.1’12  Several  new  con- 
cepts of  care  are,  for  the  first  time,  spelled  out  in 
the  guidelines  for  implementation  of  this  legisla- 
tion, such  as  health  maintenance  rather  than  cri- 
sis-oriented medical  care,  continuity  of  health  care 
and  personalized  services,  training  and  employ- 
ment of  indigenous  people  as  health  paraprofes- 
sionals,  and  increased  access  to  services  by  estab- 
lishment of  community-based  neighborhood 
health  centers. 

The  Federal  guidelines  for  the  establishment 
and  operation  of  family  health  centers  and  the 
New  York  City  health  department’s  guidelines  for 
implementation  of  the  ghetto  medicine  legislation 
further  define  the  range  and  scope  of  services  nec- 
essary to  provide  adequate  primary  ambulatory 
care.9,13  This  includes  emergency  care,  health 
maintenance,  preventive  care,  appropriate  screen- 
ing and  diagnostic  procedures,  treatment  of  acute 
and  chronic  disease,  and  availability  of  supporting 
services,  for  example,  laboratory,  x-ray,  health  ed- 
ucation, social  service,  and  home  health  services. 

The  comprehensive  health  planning  agencies  of 
which  there  are  now  approximately  150  in  the 
United  States  have  legislative  responsibility  for 
comprehensive  health  planning  in  communities 
ranging  in  size  from  100,000  to  8 million  people. 
The  agencies  have  received  an  administrative 
mandate  for  review  and  comment  on  many  Federal 
and  state  grant  applications  for  health  and  health- 
related  programs  and  facilities.14  The  appraisal  is 
usually  made  by  a committee  of  the  regional  com- 
prehensive health-planning  council,  composed  of 
consumers  and  providers  familiar  with  the  health 
needs  of  the  community  in  which  the  project  will 
be  located.  The  primary  focus  is  on  the  need  for 
the  project;  its  acceptability  and  accessibility  to 
consumers,  and  considerations  of  economy  and 
quality. 

In  addition  to  concern  for  consumer  participa- 
tion in  planning,  implementation  and  operation  of 
projects,  the  review  includes: 

The  harmony  of  the  project  with  the  general  objec- 
tives of  comprehensive  health  planning. 

Relative  need  of  the  population  to  be  served  by  the 
project  and  the  potential  of  the  project  to  meet  this 
need. 

Extent  to  which  alternative  methods  have  been 
considered  by  the  applicant. 

Availability  of  resources  for  the  project,  and  the  ap- 
propriateness of  their  utilization. 

The  range  and  extent  of  the  health  services  provid- 
ed by  the  project.  This  includes  the  project’s  poten- 
tial to  deliver  comprehensive  health  services  and  con- 
tinuity of  patient  care. 


Extent  of  cooperation  and  linkages  with  other 
health-related  institutions. 

Applicants’  demonstrated  or  otherwise  evident  will- 
ingness to  cooperate  with  other  systems  serving  the 
area,  for  example,  data  collection  and  analysis.  The 
environmental  impact  of  the  project  on  the  communi- 
ty in  which  it  is  located. 

Costs,  to  include  budgeting  and  financing.14-15 

Comprehensive  health  care  and  continuity  of 
patient  care  will  necessitate  new  kinds  of  staffing 
patterns  which  require  changes  in  the  functional 
programs  traditional  for  outpatient  departments. 
Full-time  professional  and  paraprofessional  staff 
is  a must.  Many  ambulatory-care  centers  have 
found  the  team  approach  to  be  most  effective.  A 
health  team  for  the  provision  of  adequate  primary 
care  would  include  a physician,  a dentist,  a social 
worker,  a public  health  nurse,  a community  aide, 
and  perhaps  a nurse-midwife.  This  type  of  pro- 
gram functions  best  with  a modular  arrangement 
for  the  facility.  Such  a module  could  consist  of 
two  examination-treatment  rooms;  two  to  three 
rooms  for  the  nurse,  social  worker,  and  community 
aide;  one  dental  operatory;  and  a waiting  room 
shared  with  other  teams. 

The  delivery  of  personalized  health  services  re- 
quires changes  in  the  internal  organization  of  the 
clinic  system  which  will  require  modifications  ir 
architectural  design.  General  medical  and  pediat 
ric  clinics,  rather  than  many  fragmented  specialty 
clinics,  must  be  established.  An  individual  ap 
pointment  system  whereby,  whenever  possible,  the 
patient  sees  the  same  health  professional  must  be 
organized.  In  addition,  a nonappointment  walk 
in  clinic  should  be  available  for  individuals  need 
ing  immediate  medical  attention.  A unit  recorc 
system  which  ensures  chart  availability  and  acces 
sibility,  a follow-up  system  for  broken  appoint 
ments  and  abnormal  laboratory  findings,  and  peri 
odic  patient  chart  review  and  chart  confereces — al 
require  spatial  configurations  which  differ  fron 
that  of  the  traditiemal  outpatient  department  o 
emergency  room. 

A patient  telephone  service  manned  by  an  indi 
vidual  who  can  give  information  and  advice,  mak> 
appropriate  appointments,  and  decide  on  the  nee< 
for  immediate  visits  to  the  walk-in  clinic,  is  a ne\ 
function  which  an  ambulatory  care  program  cai 
assume. 

Construction  of  an  ambulatory  care  facility  witl 
a modular  structure  and  flexible  multipurpose  ex 
amination-treatment  rooms  does  not  cost  mor 
than  building  a traditional  outpatient  departmen 
with  the  large  waiting  area  and  many  individus 
specialty  clinics  which  frequently  are  not  multi 
purpose.  Consequently,  the  areas  are  underutil 
ized.  For  example,  with  thoughtful  facilitie 
planning,  the  dental,  ear,  nose,  and  throat,  and  ey 
units  can  all  function  in  the  same  space.  In  add; 
tion,  adherence  to  the  principle  of  shared  services  ' 
a concept  strongly  advocated  by  official  reviewin  j 
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agencies,  can  reduce  the  costs  of  construction  and 
operation.  Highly  specialized  components  of  am- 
bulatory care,  such  as  cobalt  therapy  and  rehabili- 
tation units,  can  be  utilized  by  several  hospitals  in 
the  community. 

Provision  of  personalized  health  services  with 
continuity  of  care  need  not  be  more  expensive 
than  the  delivery  of  crisis-oriented  care.  In  12 
states  clinics  and  neighborhood  health  centers 
have  developed  H.M.O.  (Health  Maintenance  Or- 
ganization) type  contractual  arrangements  with 
the  local  government  to  provide  preventive,  diag- 
nostic, and  therapeutic  health  care  to  an  enrolled 
Medicaid  population.  The  cost  for  minimum 
comprehensive  care,  including  ambulatory  and 
acute  inpatient  services,  averages  about  $360  per 
individual  per  year.16  The  average  cost  to  the  tax- 
payer for  crisis-oriented  medical  care  for  an  indi- 
vidual on  Medicaid  is  approximately  the  same. 

Forward-looking  community-based  facilities  are 
planning  and  operating  small  outreach  centers 
scattered  throughout  the  community  they  serve. 
Immediate  problem  solving  in  health  and  health- 
related  areas  is  the  primary  function  of  these  satel- 
lite centers.  Many  day-to-day  socioeconomic,  ed- 
ucational, employment,  and  housing  problems,  as 
they  relate  to  health  needs,  can  be  solved  at  the 
outreach  center.  Staff  might  be  a public  health 
nurse  and/or  a social  case  worker  and  one  or  two 
(Community  aides  familiar  with  the  cultural  pat- 
tern and  life  style  of  the  community.  There  would 
be  direct  telephone  communication  with  the  am- 
bulatory care  facility  in  order  that  the  patient  rec- 
ords be  available  and  appropriate  immediate  or 
uture  appointments  be  made.  The  space  might 
be  a waiting  space  and  several  private  offices  for 
conferring  and  triage,  a maximum  of  three  to  four 
rooms.  This  type  of  outreach  facility  should  be 
small,  comfortable,  and  structured  toward  gener- 
ating an  atmosphere  of  warmth,  privacy,  and  con- 
fidence. 

Employment  of  allied  health 
arofessionals  and  paraprofessionals 

The  amount  of  Federal  and  state  appropriations 
or  training  of  allied  health  professionals  and  para- 
arofessionals  has  increased  greatly  in  recent  years. 
Education  and  employment  of  allied  health  pro- 
essionals  who  perform  many  of  the  functions  for- 
nerly  considered  the  sole  responsibility  of  physi- 
ians  have  received  legislative  sanctions. 

In  1971,  New  York  State17  approved  legislation 
or  training  and  employment  of  registered  physi- 
ian’s  associates  anti  registered  specialist’s  assis- 
ant  to  increase  and  improve  medical  care  for 
itate  residents.  Both  types  of  allied  health  pro- 
essionals  will  serve  under  the  direction  and  super- 
vision of  licensed  physicians  and  will  themselves 
)e  registered  by  the  State  of  New  York.  The  phy- 
.icians’  associate  will  perform  a basic  patient 
vorkup  which  includes  patient  history,  perfor- 


mance of  a physical  examination,  and  laboratory 
and  diagnostic  tests. 

In  1972,  New  York  State  legislation  incorporat- 
ed a new  concept  of  nursing  care.  The  expanded 
functions  of  the  registered  nurse  include  “diagnos- 
ing and  treating  human  response  to  actual  or  po- 
tential health  problems  through  such  services  as 
case  finding,  health  teaching,  health  counseling, 
and  provision  of  care  supportive  or  restorative  of 
life  and  well-being  and  executing  medical  regi- 
mens prescribed  by  a licensed  or  otherwise  legally 
authorized  physician  or  dentist.”18  These  new 
State  laws  are  a forward  and  necessary  action  in 
legalizing  duties  of  allied  health  personnel  to  con- 
form with  changing  patterns  in  the  delivery  of  am- 
bulatory care. 

Social  case  aides,  community  aides,  and  nurses 
aides  can  take  patient  histories,  perform  diag- 
nostic screening  procedures,  make  home  visits,  and 
frequently  accomplish  more  than  the  health  pro- 
fessional because  of  their  awareness  of  the  life- 
style and  cultural  pattern  of  the  community.  One 
of  their  chief  functions  is  outreach,  for  example, 
informing  the  community  about  the  availability  of 
ambulatory  care  services,  urging  people  to  utilize 
the  programs,  and  assisting  with  solutions  for  the 
many  psychosocial,  economic,  occupational,  and 
educational  problems  of  individuals  and  families. 

Again,  the  broadened  concepts  of  ambulatory 
health  service  require  changes  in  the  functional 
program  for  the  facility.  Adequate  space  and  fa- 
cilities must  be  provided  to  carry  out  these  ex- 
panded services.  For  example,  a health  profes- 
sional assigned  to  man  a patient  telephone  service 
requires  space  which  is  private,  comfortable,  ac- 
cessible to  the  patients’  charts,  and  convenient  to 
the  appointment  system.  A physician’s  assistant 
or  a nurse-clinician  will  require  an  examination- 
treatment  room  similar  to  that  of  a physician.  In 
addition,  many  allied  health  professional  and 
paraprofessionals  are  trained  on  the  job.  This  re- 
quires space  for  conferences,  classroom  study,  and 
a library. 

Prepayment  capitation  system 
for  enrolled  population 

Recent  Federal  guidelines  for  planning  of 
HMOs  and  establishment  of  family  health  centers 
encourage  the  development  of  health  maintenance 
organizations  for  an  enrolled  population,  with  an 
all-inclusive  prepayment  capitation  rate  which  in- 
cludes ambulatory  care  and  inpatient  care.9>19 
The  definition  of  an  HMO  is  generally  accepted  as, 
“a  public  or  private  organization  which  provides 
either  directly  or  through  arrangements  with  oth- 
ers, health  services  to  individuals  enrolled  with 
such  organizations  on  a per  capita  basis.”  Some 
essential  components  of  an  HMO  are  stipulated 
benefits,  payment  on  a prospective  per  capita 
basis,  a system  for  the  provision  of  comprehensive 
care,  and  a voluntarily  enrolled  membership.20 
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Article  44  of  the  New  York  State  Health  Code21 
encourages  prepayment  group  health  practices.  It 
states  “prepaid  comprehensive  health  care  plans, 
wherein  the  consumer  receives  comprehensive 
health  services  for  a periodic  charge  and  the  pro- 
viders are  paid  on  a fixed  per  capita  basis,  repre- 
sent a promising  system  for  delivering  a full-range 
of  health  care  services  at  a reasonable  cost.” 

Conversion  of  an  ambulatory  care  facility  into  a 
group  prepayment  health  program  requires  addi- 
tional staff  experienced  in  marketing,  public  infor- 
mation, community  education,  and  actuarial  tech- 
niques. Probably  the  majority  of  the  family 
health  centers  will  initially  be  a mix  of  enrolled 
Medicaid-Medicare  and  self-insured  groups  in  ad- 
dition to  individuals  on  a fee-for-services  basis. 

The  socioeconomic  mix  requires  careful  plan- 
ning for  both  patient  and  staff  amenities,  comfort, 
and  privacy.  Also,  spatial  configuration  of  the 
traditional  outpatient  and  emergency  room  will  be 
very  different,  and  this  requires  a new  type  of  hos- 
pital planning.  In  addition,  ample  space  with  pri- 
vacy and  comfort  for  the  determination  of  patient 
eligibility  and  registration,  and  for  preparation  of 
reimbursement  forms  and  schedules,  must  be  in- 
cluded in  architectural  plans. 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica,  N.Y.  11418 
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osceles  in  which  a milder  syndrome  was  noted  of  loc; 
erythema  and  urticaria  with  a generalized  morbillih  n 
eruption  that  resolved  within  a few  days.  Both  cas< 
were  documented  by  recovery  of  the  spider  at  the  tirr 
of  the  bite  for  identification  and  the  conversion  of  lyir 
phocyte  transformation  studies  in  response  to  Ioxosceh 
venom  from  negative  acutely  to  positive  two  montl 
later.  The  diagnosis  would  prohahly  have  been  misse 
had  the  spiders  not  been  recovered.  Had  the  patien 
been  treated  with  systemic  steroids  the  value  of  tl 
therapy  might  have  been  over-estimated. 
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A Dual-action  therapy 
JDf  to  enhance  mental 
*5  and  physical  activity 
m ZJ  in  the  elderly. 


MENIC 

PENTYLENETETRAZOL  100  mg  . NICOTINIC  ACID  50  mg 


Menic  combines  the  proven 
effectiveness  of  cortical  stimulation 
and  cerebral  vasodilation,  reducing 
mental  confusion,  faulty  memory  and 
negative  social  behavior  often 
associated  with  the  senility  syndrome. 


DOSAGE:  Two  tablets  after  each  meal. 

SIDE  EFFECTS:  Occasionally  flushing  and 
pruritus  associated  with  niacin  administration. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  low  convulsive  threshold,  focal  brain 
lesions,  severely  impaired  liver  function, 


peptic  ulcer,  diabetes,  and  gall  bladder  or  liver 
diseases.  Niacin  may  potentiate  hypotensive 
drugs,  phenothiazine  derivatives  and 
inactivate  fibrinolysin. 

CONTRAINDICATIONS:  There  are  no  known 
contraindications  to  Menic. 
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History  of  Medicine 


Medical  Advertising 

1800  to  1850 


WESLEY  DRAPER 

Brooklyn,  New  York 

Librarian,  The  Academy  of  Medicine  of  Brooklyn 

Early  medical  history  indicates  that  the  most 
usual  method  of  dispensing  drugs  for  medical 
practitioners  was  for  them  to  compound  their  own 
medicines  and  administer  them  to  their  patients. 
Later,  a group  of  citizens  arose  into  whose  care  was 
given  the  preparation  of  medicines  as  ordered  by 
attending  physicians.  This  developed  into  a class 
of  medical  compounders  whose  operations  were 
limited  mainly  to  the  preparation  of  such  remedies 
as  experience  or  current  rumor  suggested  to  be  the 
most  suitable  for  popular  merchandise.  They  of- 
fered their  wares  on  benches  or  stalls  in  booths  di- 
rectly for  public  sale.  Physicians  usually  pur- 
chased their  supplies  from  these  sources. 

Although  some  knowledge  of  chemical  composi- 
tions was  available  at  that  time,  the  use  of  simple 
remedies,  generally  from  herbs,  was  the  common 
practice.  Advertising  was  mostly  by  word  of 
mouth  as  physicians  exchanged  ideas  among 
themselves  or  reported  what  they  had  found  to  be 
most  effective  for  the  cure  of  certain  diseases. 

From  this  early  beginning  advertising  developed 
into  the  testimonial,  in  which  names  of  ministers, 
lawyers,  and  physicians  were  often  used.  No 
doubt  many  of  these  were  fictitious,  although  at 
that  time  it  was  not  considered  unethical  or  even 
in  poor  taste  to  give  such  a testimonial.  Many 
persons  may  have  written  the  testimonials  as- 
cribed to  them,  but  it  also  seems  likely  that  the  ad- 
vertisers wrote  statements  and  used  names,  some- 
times without  the  knowledge  or  consent  of  the 
owner.  Some  may  have  been  paid,  but  who 
doesn’t  like  to  see  his  name  in  print,  especially  if  it 
appears  in  the  right  place.  However,  a nationally 
known  minister  must  have  been  embarrassed  to 
see  his  name  attached  to  what  was  supposed  to  be 
a quotation  from  the  Scriptures:  “If  cleanliness  is 
next  to  godliness  use  Fairy  Soap.” 

Sir  John  Hill  and  his  balsam  of  honey 

Sir  John  Hill,  born  about  1761,  was  one  of  the 


English  physicians  to  use  the  testimonial  form  of 
advertising.  He  was  a rather  curious  character 
but  had  considerable  ability.  Beginning  as  an  ap- 
prentice to  an  apothecary,  he  later  held  a promi- 
nent position  in  the  fashionable  world  of  his  day. 
He  had  unusual  literary  talent  and  wrote  a work 
on  botany  consisting  of  26  folio  volumes  and  con- 
taining 16,000  plates.  He  was  the  author  of  sever- 
al books  on  history  and  romance  and  wrote  a num- 
ber of  plays  and  poems.  Since  he  was  not  paid  too 
well  for  his  literary  contributions  he  started  a jour- 
nal called  the  Inspector  in  which  he  advertised  his 
medicines  and  once  a week  contributed  to  it  a “la> 
sermon.”  The  reason  for  this  sermon  might  have 
been  to  convince  his  readers  that  he  was  an  honesl 
and  upright  man  and  fair  in  all  his  dealings. 

By  the  standards  of  today  he  would  undoubted 
ly  be  considered  a quack,  since  he  soon  became 
quite  wealthy  through  the  sale  of  his  herbal  rem 
edies  which  consisted  chiefly  of  tinctures  preparee 
from  certain  herbs  such  as  sage  and  water  dock 
which  he  declared  were  infallible  panaceas  for  al 
diseases. 

Someone  once  sent  him  these  lines: 

Thou  essence  of  dock,  valerian  and  sage, 

At  once  the  disgrace  and  pest  of  this  age. 

The  worst  that  we  wish  for  thee,  for  all  thy  crimes, 

Is  to  take  thy  own  physic  and  read  thy  own  rhymes. 

Hill’s  reply  was: 

I’ll  take  neither  sage,  dock,  nor  balsam  of  honey, 

Do  you  take  the  Physic  and  I’ll  take  the  money.1 

Hill  advertised  his  “balsam  of  honey”  with 
48-page  pamphlet  containing  38  cases,  some  c 
which  were  “Singular  Cases,”  the  most  interestin 
being  “Of  a Clergyman”  (Fig.  I).2 

A Clergyman  of  great  merit,  but  greater  modest} 
was  thrown  into  sad  confusion,  by  waking  so  hoars 
one  Sunday  morning,  that  he  could  not  speak  to  b 
heard.  It  was  in  the  country  where  he  could  not  ge 
anybody  to  supply  his  place  at  so  short  notice;  and  hi 
natural  bashfulness,  with  this  additional  incapa(  it 
threw  him  into  the  utmost  terror.  He  took  a tei  I 
spoonful  of  Balsam  of  Honey  at  seven  o’clock;  an 
finding  some  good,  he  repeated  the  dose  a little  befoi 
ten;  and  went  to  the  church  in  some  spirits.  H 
began  with  moderation  and  raised  his  voice  by  d< 
grees  as  far  as  it  would  bear.  He  found  himself  vei 
much  at  ease,  and  ascended  the  pulpit  with  a degn 
of  unconcern  never  known  to  him  before. 

He  finished  his  sermon  on  time  and  delivered  it  s i 
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FIGURE  1.  Sir  John  Hill’s  pamphlet  advertising  his  “Pec- 
toral Balsam  of  Honey.” 


well  that  the  leading  citizen  of  the  town  was  very 
much  impressed  and  invited  him  to  dinner.  His  host 
was  a member  of  an  august  assembly  and  often 
wished  to  speak,  but  never  had  the  courage.  Many 
times  when  he  knew  more  than  those  who  spoke,  he 
rose  to  reply  to  them,  and  more  than  once  had  got  so 

far  as  “Mr. “ but  a flash  of  fire  was  before  his 

eyes;  he  forgot  what  he  was  going  to  say  and  sat  down 
again  with  confusion. 

At  the  next  meeting  he  had  his  Balsam  of  Honey 
with  him  and  after  one  dose  was  completely  trans- 
formed, no  flash  appeared  before  his  eyes;  he  looked 
upon  the  assembly  with  a decent  composure.  He 
began  to  speak;  he  found  his  ideas  clear  and  ready  and 
his  voice  more  free  and  sonorous  than  he  had  known 
before.  He  spoke  more  than  half  an  hour  very  much 
to  his  own  honor  and  the  public  good. 

A lawyer  friend  who  happened  to  be  present  com- 
plimented him  on  his  speech  and  wanted  to  know 
what  had  happened  to  him,  and  learning  the  reason 
for  it  decided  to  try  the  same  remedy  the  next  time  he 
spoke.  Although  he  did  not  want  assurance,  he  had 
no  objection  to  a clearer  voice,  and  when  it  came  his 
turn  he  spoke  with  an  ease  to  himself  and  a force  that 
charmed  his  client.  From  that  time  he  never  omits 
his  preparatory  orgeat,  and  the  success  with  which  he 
speaks  more  than  justifies  all  that  had  been  said  of 
the  Balsam. 


Elisha  Perkins  and  his  magnetic  tractors 

While  John  Hill  was  dispensing  his  balsam  of 
honey  in  England,  Elisha  Perkins,  M.D.,  was  sell- 
ing “magnetic  tractors”  in  America.  At  that  time 
little  was  known  about  electricity  and  magnetism. 
As  a student  at  Yale,  Perkins  undoubtedly  would 
have  known  of  Benjamin  Franklin’s  work  and  how 
with  a kite  in  1752  he  had  even  brought  electricity 
from  the  clouds.  He  also  would  have  heard  of 
Galvan  and  Volta  and  their  experiments.  He 
would  have  been  familiar  with  the  work  being 
done  on  animal  magnetism.  Being  a physician  he 
probably  would  have  known  that  in  1767,  ma- 
chines for  making  static  electricity  had  been  in- 
stalled in  the  Middlesex  Hospital  and  ten  years 
later  in  St.  Bartholomew’s  Hospital  in  London. 

Yet  a news  item  appearing  in  the  Gazette  des 
Hopitaux  as  recently  as  1873  shows  how  little  was 
really  known  about  electricity  at  that  time: 


An  Electric  Woman — An  account  of  a remarkable 
female  patient,  who  suffers  from  electric  charges  from 
her  hair — her  physician,  who  was  somewhat  sceptical 
at  First,  acknowledged  the  genuineness  of  her  case,  by 
having  himself  received  the  charge  while  touching  her 
hair.3 

Perkins  had  the  idea  that  magnetism  had  an  in- 
fluence on  the  body  if  applied  externally.  He  ex- 
perimented and  made  his  metallic  tractors.  They 
were  about  three  inches  long,  rounded  at  one  end 
and  pointed  at  the  other.  He  described  them  as 
one  being  made  of  copper  and  zinc  and  gold  and 
the  other  of  iron  mixed  with  silver.  He  thought 
that  the  body  could  be  freed  from  disease  without 
any  other  treatment.  However,  they  should  al- 
ways be  drawn  downward,  and  in  difficult  cases 
friction  was  used  “until  the  skin  became  red.” 
Although  Elisha  Perkins  may  have  thought  he 
had  a cure-all,  the  local  medical  society  did  not  see 
it  that  way,  and  were  skeptical  of  his  claims.  As  a 
result  he  left  Norwich  for  Philadelphia,  where  he 
was  received  with  enthusiasm  at  the  various  hospi- 
tals and  infirmaries  where  he  visited  to  demon- 
strate his  “wonderful”  appliances.  Congress  was 
then  in  session  there,  and  the  members  fully  be- 
lieved his  story.  George  Washington,  himself, 
purchased  a pair  for  his  family.  One  might  won- 
der, if  Benjamin  Franklin  had  been  living  at  that 
time,  whether  or  not  he  too  would  have  had  a pair. 

Even  though  Perkins  was  very  successful  in  sell- 
ing his  tractors,  his  associates  in  Connecticut  did 
not  believe  that  they  were  of  value.  He  was  asked 
to  appear  before  the  medical  society  for  an  exami- 
nation and  shortly  thereafter  was  expelled. 

Since  his  popularity  in  America  was  waning,  he 
sent  his  son  Benjamin  to  England  to  introduce  the 
tractors  there.  His  son  was  even  more  successful 
then  he  had  been  and  sold  them  by  the  hundreds. 
Clergymen,  including  the  chaplain  to  the  Prince  of 
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FIGURE  2.  Benjamin  Perkins  and  work  refuting  claims  of 
Dr.  Haygarth  concerning  “metallic  tractors.” 

Wales,  as  well  as  other  influential  people  testified 
to  their  “marvelous”  power. 

However,  this  did  not  last  too  long.  Dr.  John 
Haygarth,  a medical  practitioner  of  Bath,  was  sus- 
picious of  their  value  and  made  a pair  out  of  two 
pieces  of  wood  and  painted  them  to  appear  like  the 
metal  appliances.  With  them  he  produced  even 
greater  cures  than  with  the  originals.  These  cop- 
ies were  sent  to  other  physicians  who  obtained  the 
same  results. 

To  refute  the  claims  of  Dr.  Haygarth,  Benjamin 
Perkins  published  his  work  on  The  Efficacy  of 
Perkins’s  Patent  Metallic  Tractors,  in  Topical 
Diseases,  on  the  Human  Body  and  Animals  in 
1800  (Fig.  2).  Animals  may  have  been  included  to 
prove  that  his  cures  were  not  due  to  the  influence 
of  mind  over  body,  or  he  might  have  thought  that 
what  is  good  for  man  is  also  good  for  his  horse. 

Included  among  the  250  cases  of  reputed  cures 
was  that  of  a horse  reported  by  a “character  of 
great  respectability.”  On  entering  his  stable  one 
morning  he  discovered  that  his  horse  had  broken 
one  of  the  reins  belonging  to  her  halter.  She  was 
bruised  about  the  head.  In  many  places  the  hair 
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was  rubbed  off.  Several  areas  were  swollen,  an< 
she  was  very  stiff  and  lame.  He  decided  that  ii 
rubbing  her  head  with  her  hind  foot,  one  of  tb 
reins  had  been  caught,  so  as  to  draw  her  legs  to 
gether,  and  “that  from  the  natural  exertions  of  th 
animal  to  liberate  herself,  the  rein  which  was  ne\ 
and  strong  broke,  and  that  in  consequence  she  fel 
with  great  violence  against  the  pillar  of  the  stall. 
Evidently,  the  writer  of  this  tale  did  not  kno\ 
horses  very  well.  When  tied  in  a stall  it  would  b 
very  difficult,  if  not  impossible,  for  a horse  to  rul 
his  head  with  a hind  foot.  Even  if  he  could  h 
would  have  simply  rubbed  it  on  the  side  of  th 
stall. 

Bleeding  and  other  remedies  were  tried  but  wer 
of  no  value;  the  horse  only  grew  worse.  Then  th 
miracle  happened.  “Having  witnessed  the  goo< 
effects  of  the  Tractors  on  the  human  body  in  case 
of  inflammation,  I determined  to  try  them  on  thi 
animal.  They  were  accordingly  applied  to  the  dis 
eased  parts  and  drawn  to  the  extremities;  in  th 
course  of  twenty-four  hours  we  observed  a ver; 
great  reduction  of  the  swellings.  On  the  seconi 
day  I attended  the  operations  myself  twenty  min 
utes  during  which  time  I could  perceive  the  swell 
ings  subside  and  the  parts  become  cooler.” 

The  horse  continued  to  improve  and  in  thre 
weeks  after  the  accident  “performed  a journey  0 
one  hundred  and  fifty  miles  in  four  days  and  ha 
been  perfectly  well  ever  since.  It  may  be  proper  t 
observe,  that  from  the  time  the  Tractors  were  firs 
used,  all  other  remedies  were  laid  aside.”  The  tes 
timonial  was  signed,  “John  Dickensen,  Leighton 
House,  18th  Nov.  1798.” 

Although  the  tractors  were  well  advertised,  if 
the  end  the  medical  profession  won,  but  Benjamii 
Perkins  was  not  entirely  unsuccessful.  When  th 
bubble  burst  he  returned  to  America  with  a re 
ported  harvest  of  about  $50,000. 

Galvanism  and  magnetism 

The  use  of  magnetism  in  healing  may  hav 
waned  after  Elisha  and  Benjamin  Perkins,  but  i 
did  not  disappear.  About  1847  Dr.  A.  Trask  wa 
advertising  a magnetic  ointment  for  the  cure  of  in 
flammatory  diseases  (Fig.  3).  Whoever  wrote  th 
advertisement  described  the  remedy  in  such  glow 
ing  terms  one  wonders  how  much  of  it  he  really  be 
lieved. 

Dr.  Trask  has  been  engaged  for  the  last  twent 
years  in  a course  of  experiments  upon  the  medics 
properties  and  powers  of  vegetables,  separate  am 
combined.  And  now,  at  nearly  the  age  of  70  years,  h 
has  succeeded  in  presenting  to  the  world,  as  the  resul 
of  one  of  his  experiments,  a combination  of  Vegetabl 
Extracts,  the  power  of  which  in  removing  diseases  i 
unequalled  in  the  annals  of  Medicine.  The  Proprie  t 
tor  and  discoverer  of  this  sovereign  remedy  challenge  j 
the  world  to  furnish  anything  from  the  days  of  Escu 
lapius  down  to  the  present  time,  in  the  Archana  0 1 
Medicine  which  can  vie  with  or  excel  the  intrinsi  i 
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FIGURE  3.  Dr.  Trask  demonstrated  how  he  made  his 
“magnetic  ointment"  from  vegetables.  There  is  no  “A” 
in  picture  and  "F”  and  "G"  are  missing  in  explanation. 

properties  of  this  Ointment.  It  is  fast  superseding  all 
other  remedies  where  its  efficience  is  known.4 
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FIGURE  4.  Advertising  concerning  galvanism  by  A.  H. 
Christie,  M.D. 

To  alleviate  the  ills  of  human  kind. 


While  Dr.  Trask  was  advertising  his  magnetic 
ointment,  A.  H.  Christie,  M.D.,  was  selling  a mag- 
netic fluid,  a galvanic  necklace  and  bracelets,  as 
well  as  a galvanic  belt.  He  also  had  magnetic 
rings,  but  they  were  discontinued  because  they, 
“contain  comparatively  feeble  power  and  there- 
fore, they  cannot  be  depended  on  in  severe  or 
chronic  cases.”  The  real  reason  for  their  discon- 
tinuance was  probably  that  they  were  not  selling 
too  well  or  that  more  money  could  be  made  on  the 
pther  items.  Furthermore,  how  much  hardware 
could  one  person  wear  at  the  same  time? 

As  in  many  advertisements,  diagnosis  did  not 
matter;  the  idea  seemed  to  be  “You  name  it;  the 
treatment  will  cure  it.”  Dr.  Christie  evidently 
iked  his  poetry  and  used  it  in  his  introduction: 

What  though  the  causes  may  not  be  explained. 

Since  their  effects  are  duly  ascertained, 

Let  not  delusion,  prejudice  or  pride, 

Induce  mankind  to  set  the  means  aside; 

Means  which  though  simple,  are  by  Heaven  designed 


Christie5  advertised  his  cures  well,  claiming  for 
them  a universal  reputation  among  the  most  intel- 
ligent of  all  classes,  not  only  in  England  but  over 
most  of  Europe  as  well  (Fig  4).  “Clergymen,  law- 
yers, merchants,  manufacturers,  mechanics,  ladies 
of  the  highest  standing  and  even  physicians  ac- 
knowledged the  wondrous  and  often  unexpected 
benefits  they  received.” 

The  most  extraordinary  case  reported  was  that 
of  a minister  which  “proved  conclusively  that 
truth  is  stranger  than  fiction.”  For  twenty  years 
he  had  been  suffering  from  dyspepsia  and  chronic 
rheumatism  from  which  he  could  not  obtain  per- 
manent relief  from  any  medical  treatment  whatev- 
er. His  physicians  were  skillful  and  excellent  men 
but  their  prescriptions  did  not  help.  To  make 
matters  worse  during  the  winter  he  came  down 
with  bronchitis  and  had  to  give  up  all  of  his  work. 
His  entire  nervous  system  failed.  In  the  whole 
pharmacopoeia  there  seemed  to  be  no  effective  re- 
medial agent  of  any  kind.  Everything  was  worth- 
less. 
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which  thousands  ar«  Itorcrin?  on  the  rerge  of  the  grave,  without  knoW.nc  thrlr  danger,  or  hope  of  relict 

RocJuttcr,  Mterh  J3d.  1MI 

To  THE  PaoERIEToa  OF  ••  BRaJCt’S  PflMnNAHT  BaISAM,"  BbOOKT  I’M,  K Y. 

Sir — Haring  been  greatly  benefited  In  iny  health  by  the  u**j  of  " Brant  * Indian  Balaam,"  1 feci  it  to  be  a dufT  I ow« 
to  you  and  the  afflicted,  as  I bare  been,  to  inform  you  bow  effectually  it  has  restored  mo  to  health,  knowing  and  !»  lev- 
Ing  that  nothing  else  has  restored  me  hut  the  use  of  the  * Balaam."  I therefore  hereby  certify  that  lor  two  y*-«r*  >i><J 
more  my  health  woe  very  burl;  I was  very  much  debilitated,  With  a severe,  dry,  h ifd  cough,  pain  !n  rny  side,  b " -v 
complaint,  and  other  weoknesaoa. — so  much  *o  as  to  be  unable  to  do  any  work  ; and  th>  pby*i<  i ma  who  nth  filed  me 
said  they  could  do  no  more  for  me,  and  th;it  I could  not  live  long.  1 was  then  persuaded  by  Mr.  OirUtupher,  ""  '*m*w 
family  fam  living,)  to  t»dcn  " Brouf  a Indian  Balaam  and  1 do  nseure  you, astritil.dilnf  as  U l*.  vet  it  J*  true.  that  I v .-na 
to  get  better  soon  after  I began  to  Ulic  It,  and  alter  taking  about  three  bottle*  I was  able  to  do  h-vrd  work ; u •-  cough 
and  pad.  iu  my  sido  Lave  left  .me,  and  also  my  liver  complaint,  and  I am  restored  to  good  health,  whirl,  I w*«  mu  fear- 
fu!  I iit-v,  r would  enjoy  again  MARY  HKTBKHT 

We,  the  Rubai rtbera.  bring  well  acquainted  with  Mary  Seibert,  know  Rod  believe  the  above  st*b-tneut»  u be  strictly 
true-  Joskph  Cm RtsToruER,  R.  D.  HoarutL, 

W,  W.  Huwm,  Wb  McI.atbMUM 

These  gentlemen  are  as  well  and  favorubly  known  In  Rochester  n*  the  mayor  or  rooordw. 

State  or  Nkw  York,  > 

Orr  or  Rochester  J 

Mary  Soibcrt,  of  the  city  of  Rochester,  being  duly  sworn,  any#  that  the  foregoing  statement  subscribed  by  her  Is  tru*. 

Sworn  to  this  23J  day  of  March.  ItM-L  before  me.  S MATTHEVVS.  Renerdec  of  tin  city  of  fr.c\,*tn. 

THESE  MEDICINES  AFFORD  IMMEDIATE  RELIEF  IN  ALL  DIFFICULTIES  IN  THE  CHANCE 
OF  THE  G'RL  TO  WOMANHOOO. 

A gentleman  In  Rochester,  N.  Y.,  told  us  that  bis  daughter,  about  After n years  old,  experienced  the  not  un!tc/|osatt 
difficulties  of  the  tea  at  that  ago  8bo  took  truly  one  boUlt  of  front  t Balt  tun,  which  regulated  nature,  and  «l>c  "fu* 
Wfu-da  enjoyed  good  health. 

A gentleman  in  Palmyra,  Wnyne  Co  , N Y.,  mnde  a alinllar  stutemetit  to  the  above,  and  eaid  that  h‘»  daughter,  from 
home  pate,  tetak,  and  richly,  wilh  apparently  no  blood  to  circulate  became,  uXtt'r  taking  a boUlt  or  t tr»>  ot  Bi  ant’s  m.-dt 
nines  hearty  and  healthy, 

We  could  give  many  such  cases,  but  tho  above  must  suffice,  ns  we  have  not  room  for  alL 

go  well  is  tne  f»it  established  that  these  medicine*  will  excite  a return  of  the  periodical  awretien*  whi  n suppress.-d 
tti»t  some  elderly  ladles  in  Rochester,  nnd  elsewhere,  arc  afraid  to  tako  tho  medicine*  to  any  considerable  extent  f of 
taught  or  coldt,  lest  the  periodical  secretions  (which  had  cessed  with  themi  might  be  excit'  d to  return  again.  T l* 
Idea,  however,  it  not  in  the  lea»t  eorrtn  or  true  ; for  these  otedleltu*  never  forre  nature  out  of  li*  krtt'ral  end  hpai  tut 
court* — tliey  only  regulate  and  rettore  to  health  morbid  and  unhealthy  aetoo— they  never  Interfere  witli  or  derange  any 
of  the  healthy  efleuts  of  nature's  operations. 

CHANGE  OF  LIFE. 

lYu-ae  medlctoos  also  have  the  moat  happy  effect  in  preventing  nil  those  alarming  and  often  IiiIa’  disease*  which  re 
suit  from  the  changes  that  usually  take  place  at  tho  age  of  lortv  fiv,  wr  thereat  ,nu  They  keep  tin  »y*t<jm  and  the 
s«c re noas  so  regulated,  thnt  the  change  takes  placo  so  gradually  »«  acarceiy  Uj  lnromme.le  the  p'-rnou  In  v,r  r».-e 

Mrs  Readi  iei-O’s  case,  under  the  head  of  Conntmptlernt  Mic  look  the  Ralsam  to  cure  lirr  lum:»  . t ut  she  wiy* 

• Brant’s  medicine  had  more  difftenltot  than  tuy  lungt  to  contend  tetih,  for  I on  forty  .five  years  old,  and  w/,a  tr<-  ;a 
with  thote  change*  in  life  that  afflict  our  so*  ut  tliot  ago , but  Hr  mat  mtdulnt  bat  nobly  triumphed  orer  lAu  to,  o:t  «*» 
eared  me  of  all  my  afjlutitmt  " • 

NURSING  SORE  MOUTH. 

TV*r  medlctiKW  have  -never  failed  to  cure  ,Vu rtrng  H-er*  Month,  after  all  other  remedies  bnve  failed. 

l»r  Komjian,  );i»  Henry  *t„  city  of  Brooklyn.  R.  Y.'  <r physician  of  ns  large  and  ruepcctabb.  pra  -tiev  as  aoy  »u*-r  i» 
the  city.)  reconimrndetl  Brant’s  Balsam  to  a female  patieut  w ho  bad  been  long  troubled  with  Nursing  Bora  Month 
wnji’li  proved  difficult  to  mannci'  with  other  r«j[n«iL;,:e,  and  onn  bottle  perfectly  cured  it 

Efus eindt  of  other  cat*  lUu  Uu  abort  could  be  named. 

11,1011  AI.niA,  AND  OTHFU  W K AKNK  SNF  *t . 

Those  trodfefnc*  are  Invaluable  (n  Fluor  Albua.  Their  good  effect*  In  this  complaint  may  be  *itiril>i»^-d  to  to,  n j» 
tcrgeti!  'Hid  dcobslruvul  effect  on  tho  sterns,  removing  or  restoring  u<  h>  di,  ..  i dmurd  v,:d  « .vo.oi.  >>,,  «>;  , i . , -t 

Which  <ire  the  -•>«».'-•,  route  of  Fluor  AWu*,  Aborttan.  < • l SurlUty  1 , v .,rr  to  lie  highly  e*t«vn  i •<  ■<*  oingn'-  m 
the  cntttr-ai.pmod  termed  the  t»;rn  of  l.r»«,  ui  ndrepi*  ftmaU*;  and.  by  l.irir  dcobst/ueut  eSccfA  on  ti  c uj  r i . s 
omy  peered  the  loo  midden  ce*, at  ton  o l the  moot  My  eearcbons./rw*  toluch  many  diMn*et  art**,  lait  also  tbv  ».r  ;nn«:  c,  is 
enieis  which  are  apt  to  take  pbioe  to  tha  u torus  or  glands  of  tbebreasta.  after  Uh-  monthly  HC.retmn*  ^i»v  reeved  n> return 


FIGURE  5.  Advertisement  describing  female  complaints 
and  cures. 


Some  friends  recommended  the  galvanic  belt  to- 
gether with  the  necklace  and  magnetic  fluid  which 
he  decided  to  try.  To  his  great  astonishment,  in 
two  days  the  dyspepsia  had  gone;  in  eight  days  he 
was  able  to  resume  his  pastoral  labors.  His  bron- 
chitis and  rheumatism  ceased  to  trouble  him.  His 
dyspepsia  never  returned,  and  his  bronchial  affec- 
tion was  entirely  cured. 

Another  advertiser  had  a little  different  ap- 
proach: He  used  a charge  of  forgery. 

ONE  HUNDRED  DOLLARS  REWARD  will  be 
paid  for  the  apprehension  and  conviction  of  the  per- 
son guilty  of  forging  the  name  of  the  Rev.  J.  S.  Swan, 
recent  pastor  of  the  First  Baptist  Church  in  this  city. 
Having  recently  seen  a certificate  published  by  Com- 
stock & Company  of  New  York  purporting  to  have 
been  given  by  me  in  favor  of  Mrs.  Brown’s  Pain  Killer, 
I deem  it  my  imperative  duty  to  inform  all  persons 
that  may  be  induced  to  purchase  the  article  through 
that  statement  that  the  certificate  referred  to  is  a 
FORGERY  in  every  particular.  I never  heard  of  the 
article  until  I saw  my  name  on  the  certificate,  and  I 
would  hereby  CAUTION  any  and  every  person  NOT 
TO  PURCHASE  THE  ARTICLE  by  reason  of  seeing 
my  name  attached  to  it.  Jabez  S.  Swan,  Recent  Pas- 


tor of  the  First  Baptist  Church,  New  London,  Conn. 

P.S.  One  word  in  regard  to  Perry  Davis’s  Pain 
Killer.  I have  used  that  in  my  family  for  some  two 
years,  and  take  great  pleasure  in  recommending  it  as  a 
valuable  medicine  that  should  be  kept  in  every  family. 
I have  witnessed  wonderful  speedy  cures  by  its  use — 
recently,  within  the  last  week  I have  known  a very  se- 
vere case  of  rheumatism  soon  relieved  and  promising 
a speedy  cure  by  this  INVALUABLE  REMEDY.6 


Female  remedies 


Although  women  may  no  longer  be  considered 
the  weaker  sex,  they  have  had  more  than  their 
share  of  publicity  in  medical  advertisements  (Fig. 
5).  Andrews7  had  the  solution  for  all  their  ills 
which  he  described  with  a real  tear  jerker. 


No  subject  at  the  present  time  excites  more  atten- 
tion among,  or  sympathy  from  Medical  men,  than  the 
present  feeble  Constitution  of  the  Ladies  of  this 
Country.  Should  their  present  condition  continue,  or 
rather  should  they  continue  to  decline,  as  they  have 
done  for  the  past  few  years,  we  might  almost  look  for- 
ward to  a day  when  the  world  would  be  depopulated 
But  we  should  rather  look  forward  to  a brighter  and 
better  day,  when  men  shall  have  learned  that  the> 
have  within  their  reach  the  means  of  eradicating  dis- 


eases peculiar  to  the  Female  Constitution. 

Look  at  that  young  lady,  pale,  weak,  and  perhaps  . 
emaciated  to  a skeleton — She  becomes  a bride — Per 
haps  ere  long  a mother — Soon  disease  fastens  mor< 
firmly  on  her  vitals — she  droops  and  dies.  The  weep 
ing  husband  mourns  his  loss  and  wonders  that  th< 
providence  of  God  was  such  as  to  rob  him  of  his  near 
est  and  dearest  earthly  treasure. 

Thus  we  behold  one  scene  after  another  and  won 


der  that  the  monster  disease  cannot  be  stayed!  Anc 


with  propriety  may  it  not  be  asked,  “Is  there  no  bain 
in  Gilead?”  Or  in  other  words,  is  there  no  relief  fo 
the  hundreds  and  thousands  of  females  now  sufferinf 
from  diseases  which  sooner  or  later  destroy  and  lay  ii 
premature  graves  so  many  unhappy  victims? 

Females  need  not  despair,  neither  is  it  necessary  fo 
them  to  suffer  with  those  loathsome  diseases  of  whicl 
it  has  truly  been  said,  “Death  would  be  a welcomi 
guest  to  relieve  them  from  their  sufferings.” 


Andrews’  cures  were  based  on  the  principle  o 
truth,  philosophy,  and  common  sense.  Hi 
claimed  remarkable  results,  saving  the  lives  o 
hundreds  of  women  with  his  health-restoring  med 
icines  when  all  other  methods  of  treatment  failei 
to  give  even  temporary  relief. 


Purging 

Purging  has  long  been  a popular  medicine.  Ii 
fact,  the  first  medical  publication,  consisting  o 
one  page  only,  was  the  Gutenberg  Laxierkalenda 
of  1457.  There  are  still  those  who  can  remembe 
the  old  family  doctor,  who  after  examining  the  pa 
tient,  left  the  medicine,  thoughtfully  stroked  hi 
beard,  and  gave  parting  instructions  for  the  care  o 
the  patient,  concluding  with  a solemn,  “Keep  th 
bowels  open.”  These  remedies  were  well  adver 
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tised  and  sometimes  inspired  humorous  doggerel, 
such  as: 

Mary  had  a little  watch. 

She  swallowed  it  one  day, 

And  now  she’s  taking  castor  oil 
To  pass  the  time  away. 

Purging  was  used  for  about  everything,  and  the 
advertiser  usually  was  not  especially  concerned 
about  the  diagnosis.  His  medicine  was  the  best 
and  would  cure  anything.  However,  one  manufac- 
turer was  not  satisfied  with  this  idea.  Dr.  Benja- 
min Brandreth  had  several  medicines  to  sell.  In 
his  opinion  some  diseases  required  a different  kind 
of  laxative  from  others.  In  1845  he  made  a proph- 
ecy: “Ten  years  from  this  time  no  man  will  think 
of  using  other  remedies  when  sickness  assails  his 
frame,  than  those  which  cleanse  and  purify.” 

He  was  advertising  the  Brandreth  pills.  To 
make  sure  that  no  one  would  counterfeit  them, 
each  box  had  six  signatures,  three  as  Dr.  B.  Bran- 
dreth and  three  as  Dr.  Benjamin  Brandreth.  Evi- 
dently he  believed  his  readers  would  think  that  it 
was  so  much  more  difficult  to  make  six  copies  of 
his  signature  than  to  make  only  one  that  nobody 
would  ever  attempt  it. 

He  believed  that  diseases  were  caused  by  dep- 
raved humors.  He  was  not  concerned  with  how  or 
why  they  became  that  way,  but  to  obtain  a perfect 
cure  not  a particle  of  the  humors  which  were  dep- 
raved in  the  sick  body  must  remain.  New  humors 
must  be  supplied  when  the  old  ones  were  removed. 
To  him  this  was  common  sense. 

The  length  of  the  treatment  depended  on  the 
degree  of  the  illness.  This  was  determined  by  the 
color  of  the  evacuations,  bile  being  the  coloring 
matter.  In  health  they  are  a peculiar  brown,  in 
the  first  degree  of  sickness  a greenish  yellow,  the 
second  a darker  green,  the  third  a dark  brown, 
nearly  black,  and  in  the  fourth  entirely  black. 

In  those  days  it  was  customary  for  editors  to 
sneak  advertisements  into  their  publications  as 
editorials,  news  items,  or  as  regular  reading  matter 
so  that  the  reader  would  not  recognize  them  as  ad- 
vertisements. Brandreth8  used  this  method  in  the 
Veic  York  Argus  of  March  8,  1845. 

There  has  been  ever  since  the  election  in  November 
last,  a continued  political  excitement;  if  we  were  to 
form  our  opinion  from  the  excellent  article  in  Thurs- 
day’s Herald  of  their  doings  in  Washington,  it  has 
now  reached  its  climax.  But  such  appears  to  be  any- 
thing but  the  case  with  Dr.  Brandreth’s  Pills;  that 
they  have  been  before  the  public  for  years  is  piost 
true,  and  that  they  bear  out  the  character  of  good 
Wine  (The  older  it  gets  the  better  it  is.)  for  the  longer 
they  are  known  the  more  their  beneficial  effects  seem 
to  be  appreciated  by  the  great  mass  of  the  people. 
We  have,  it  is  true,  been  constantly  in  the  habit  of 
hearing  them  spoken  well  of  in  private  society,  but 
have  seldom  heard  their  good  effect  upon  the  system 


FIGURE  6.  "Klamath,”  a famous  medicine  man,  eighty- 
two  years  old. 


more  ably  descanted  on  or  more  clearly  proved  to  the 
satisfaction  of  all  present,  than  we  did  a few  nights 
since  at  the  Shades  in  our  sister  city  of  Brooklyn,  and 
by  one  so  fully  competent  to  the  task,  being  no  less  a 
personage  than  the  well  known  and  respected  Aider- 
man  of  the  4th.  He  alluded  during  his  remarks  to  the 
benefits  he  himself  had  derived  from  the  use  of  them, 
as  well  as  numerous  cases  that  had  come  to  his  knowl- 
edge and  suggested  in  conclusion,  that  his  hearers 
would  for  the  future,  when  they  felt  unwell,  first  try 
Dr.  B.’s  Pills,  and  he  would  venture  to  assert  that  they 
would  in  every  case  supersede  the  necessity  of  apply- 
ing to  an  M.D.  From  our  experience  we  would  most 
cordially  agree  with  the  worthy  Alderman. 

Indian  remedies 

Among  the  wonders  of  advertising  were  the 
amazing  results  obtained  through  the  use  of  Indi- 
an names  for  remedies  supposed  to  have  been  dis- 
covered by  the  American  Indian  (Fig.  6).  They 
are  seldom  used  today,  since  it  is  known  to  the 
general  public  that  investigations  have  proved  that 
even  though  some  tribes  had  a meager  knowledge 
of  the  value  of  herbs,  most  of  their  remedies  were 
useless.  Furthermore,  it  is  well  known  that  the 
Indian  medicine  man  generally  used  other  means 
of  curing  his  patients.  His  diagnosis  was  simple. 
After  learning  the  location  of  his  patient’s  distress, 
the  medicine  man  would  squat  by  the  head  of  the 
couch  and  begin  to  chant  threats  and  invocations 
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FIGURE  7.  A North  American  Indian  medicine  man  at 
work. 


to  the  disease  to  leave  the  body  of  his  patient,  ac- 
companying his  chant  by  beating  vigorously  on  his 
drum  (Fig.  7).  If  this  treatment  was  not  effective, 
several  other  medicine  men  were  called  in,  who 
formed  a circle  around  the  sufferer,  sang  songs, 
rattled  their  pendant  ornaments,  beat  on  their 
drums,  and  leaped  into  the  air  in  time  with  the 
noise.  The  prime  qualifications  of  an  American 
Indian  medicine  man  were  an  ability  to  yell  and 
jump  up  and  down,  and  the  man  who  could  yell 
the  loudest  and  jump  the  longest  was  the  most 
highly  respected  in  his  profession. 

One  of  the  most  interesting  as  well  as  fantastic 
advertisements  for  Indian  medicines  was  by  a 
Brooklyn  firm,  M.  T.  Wallace  & Company,  who 
about  1850  issued  a pamphlet  of  sixteen  pages  con- 
taining a remarkable  story  titled,  An  Indian  Tra- 
dition. The  History  of  a Narrow  Escape  of  some 
White  Men  From  Being  Tomahawked  Scalped 
and  Robbed  by  Indians.  Four  of  these  pages  con- 
tain the  tale,  a “true  story”  in  type  so  small  that  it 
is  almost  impossible  to  read  even  with  a lens.  The 
lines  are  four  and  a half  inches  long,  each  line  con- 
taining 114  letters  and  spaces.9 

The  plot  of  the  tradition  was:  William  Wallace, 
a relative  of  one  of  the  signers  of  the  Declaration 
of  Independence,  in  1790  was  living  in  Niagara, 
New  York,  and  with  three  other  men  was  driving  a 
herd  of  cattle  to  Detroit,  which  was  then  a mere 
fortress  garrisoned  by  a few  British  soldiers.  The 
only  route  they  had  to  follow  for  300  miles  was  an 
Indian  foot  path.  On  the  way  they  met  a friendly 
and  bright  Indian  youth  who  spoke  in  broken  En- 
glish, and  who  was  hungry  because  a spell  of  en- 


chantment had  been  placed  on  his  gun  so  that  il 
would  no  longer  kill  game.  His  name  was  Bi§ 
Tree,  and,  of  course,  he  was  the  son  of  an  Indiar 
chief. 

Smart  as  the  Indian  was  he  did  not  notice  thai 
the  barrel  of  his  gun  had  been  bent.  But  this  was 
no  problem  for  Mr.  Wallace.  In  true  Swiss  Fami 
ly  Robinson  style,  whose  hero  always  just  hap 
pened  to  have  whatever  was  needed,  he  found  tw( 
trees  growing  so  close  together  in  the  forest  thai 
without  heat  or  tools  of  any  kind  he  pried  and  ben) 
the  gun  until  the  barrel  was  straight.  One  woulc 
think  that  it  would  have  been  easier  to  find  t 
crotched  tree.  However,  when  the  Indian  triec 
the  gun  there  just  happened  to  be  a squirrel  sitting 
up  in  a high  tree  waiting  to  be  shot,  which  the  In 
dian  did,  much  to  his  delight.  As  a result  the  mer 
became  good  friends,  and  the  Indian  saved  th< 
lives  of  the  group  by  warning  them  of  a tribe  of  un 
friendly  Indians  ahead  who  were  going  to  rob  then 
and  get  their  scalps. 

Romance  and  color  were  added  to  the  tale  when 
after  safely  leading  the  group  past  the  warrinj 
tribe,  Big  Tree  told  them  that  he  had  to  leave  be 
cause  of  his  errand.  He  had  been  gone  three 
months  to  see  an  old  medicine  man  who  lived  fa 
beyond  the  Great  Lakes  to  get  some  medicine  fo 
the  girl  he  expected  to  marry.  She  was  the  daugh 
ter  of  a chief,  only  fifteen  years  old,  but  the  mos 
beautiful  squaw  in  the  nation.  She  was  very  sicl 
with  consumption  and  was  not  expected  to  live. 

The  old  medicine  man  Big  Tree  had  visited  hac 
gone  through  the  fields  and  forest  collecting  roots 
barks,  plants,  grass,  and  flowers  to  put  into  hi 
medicine,  which  Big  Tree  had  in  his  pack.  T< 
make  the  medicine  he  was  to  put  a handful  of  eacl 
into  a brass  kettle,  make  a tea  of  it,  and  sweeten  i 
with  maple  sugar. 

In  addition  to  a blood  cleanser  root  which  h 
said  would  always  cure  cancer,  scrofula,  and  rattl 
snake  bites,  he  used  a great  cough  root,  liver  rool  j 
kidney  plant,  gravel  weed,  sweating  bark,  squa\ 
root,  moccasin  flower,  cherry  bark,  and  sassafra 
along  with  other  medicines.  This  great  medicin 
was  supposed  to  run  all  through  the  body  ant 
make  one  as  “strong  as  a buffalo  and  as  nimble  a 
a deer.” 

After  a much  detailed  account  of  the  rest  of  th 
trip  to  Detroit  and  the  return  to  Niagara  by  India) 
canoe,  the  tale  finally  ends  a year  later,  the  set 
ting  for  the  closing  scene  is  at  Niagara  where  abou 
2,000  Indians  from  various  tribes  had  gathered  fo 
competitive  ball  games. 

The  bugle  sounded  and  a band  of  music  com 
menced  playing  a lively  air,  when  as  by  magic,  a mos 
beautiful  maiden  came  with  a light  hurried  step,  lik 
the  bounding  of  a fawn  into  the  center  between  th  ) 
players,  with  the  ball  which  she  held  in  her  righ 
hand — her  arm  bared  and  shining  with  jewels  am 
bracelets.  She  stopped  a moment  when  she  reachei 
the  center,  with  one  foot  advanced  and  the  other  oi  1 
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tiptoe,  and  then  with  a graceful  flourish,  placed  the 
ball  on  the  ground.  Instantly  a shout  went  up  from 
the  multitude  which  made  the  whole  sky  ring,  and 
then  the  beautiful  young  Mohawk  maid  danced  and 
bounded  to  the  place  whence  she  came  but  a moment 
before.  This  beautiful  young  forest  queen  had  shot 
across  the  sight  like  a bright  vision,  and  as  soon  disap- 
peared among  the  multitude  of  her  own  sex  who  were 
spectators  of  the  play. 

Of  course,  this  was  the  girl  who  a year  before 
had  been  dying  of  tuberculosis.  The  story  ends 
when  she  and  Big  Tree  are  married,  the  wedding 
ceremony  being  attended  by  hundreds  of  Indians 
and  whites. 

Although  only  two  remedies  were  advertised  in 
the  12  remaining  pages  of  the  pamphlet,  the  read- 
er could  easily  believe  he  was  reading  about  the 
adventures  of  Baron  Munchausen  who,  when 
being  pursued  by  a bear,  thrust  his  arm  down  the 
brute’s  throat,  caught  hold  of  his  tail,  and  turned 
the  beast  inside  out.  It  contains  such  statements 
as,  “A  dying  woman  cured  after  the  shroud  and 
other  burial  clothes  were  prepared  for  her  burial. 
It  was  thought  impossible  to  live  another  day. 
She  was  raised  from  the  grave.” 

One  statement  was  even  supposed  to  have  been 
given  under  oath: 

Only  twelve  bottles  cured  twenty  ulcers 

When  I commenced  taking  your  medicine  I had 
twenty  running  ulcers  on  me.  I had  one  on  each  leg, 
two  on  my  left  arm  which  destroyed  the  use  of  the 
arm  entirely;  but  your  medicine  cured  that,  so  that  I 
have  the  use  of  it  again.  My  throat  was  all  eaten  off 
from  ear  to  ear  and  my  windpipe  was  so  eaten 
through  that  the  wind  came  out  of  a hole  in  it  below 
my  chin,  which  prevented  me  from  speaking,  but  your 
medicine  has  cured  and  healed  that  all  up,  and  now  I 
can  talk  again.  My  ear  was  so  eaten  out  all  around  it 


Bell’s  palsy  in 
infectious  mononucleosis 

Previous  authors  have  questioned  the  accuracy  of  dif- 
ferentiating between  facial  palsy  of  a polyneuritis,  idio- 
pathic facial  diplegia,  and  unilateral  facial  palsy.  All 
these  disorders  of  the  facial  innervation  occur  in  neuro- 
pathies associated  with  infectious  mononucleosis  of 
which  the  Guillain-Barre  syndrome  is  one  feature.  C. 


that  I could  lift  it  out  of  my  head,  it  only  holding  by  a 

small  place  but  your  medicine  has  cured  that.” 

Shades  of  Munchausen!  Could  the  Baron  have 
done  much  better? 

This  kind  of  advertising  is  not  so  prevalent 
today,  but  not  too  long  ago  the  advertiser  of  a can- 
cer cure  stated  that  his  remedy  was  handed  down 
from  his  grandfather  who  noticed  that  when  his 
horses  were  turned  out  to  pasture  they  always 
went  to  a certain  area  where  they  ate  herbs  that 
cured  them  of  their  cancers.  From  these  herbs  his 
medicine  was  made  by  a secret  process.  He  did 
not  explain  how  the  horse  knew  he  had  cancer. 

Anyone  who  has  had  experience  with  working 
horses  knows  that  cancer  among  them  is  not  com- 
mon. He  also  knows  that  a horse  working  day 
after  day  in  harness  may  develop  shoulder  sores  if 
his  collar  does  not  happen  to  fit  properly.  These 
sores  are  not  serious,  and  a few  days  in  the  pasture 
cures  them  without  medication. 

1313  Bedford  Avenue 
Brooklyn,  New  York  11226 
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E.  Grose,  et  ai,  in  “Bell’s  Palsy  in  Infectious  Mononu- 
cleosis” (Lancet,  p.  231,  August  4,  1973),  report  3 young 
adults  with  Bell’s  palsy  who  had  evidence  of  infectious 
mononucleosis.  In  1 of  them,  a latent  Epstein-Barr 
virus  infection  with  atypical  lymphocytes  and  splenome- 
galy was  present,  and  suggests  that  unilateral  paralysis 
of  the  face  may  represent  a mononeuropathy  which  oc- 
curs in  infectious  mononucleosis.  The  occurrence  of 
Bell’s  palsy  in  young  subjects  should  therefore  lead  to  a 
search  for  infectious  mononucleosis. 
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Obituaries 


Frank  Appel,  M.D.,  El  Paso,  Texas,  formerly  of  the 
Bronx,  died  on  December  25,  1973,  at  the  age  of  seventy- 
nine.  Dr.  Appel  graduated  in  1918  from  University  and 
Bellevue  Hospital  Medical  College.  Retired,  he  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alfred  A.  Barish,  M.D.,  of  Brooklyn,  died  on  January  1 
at  the  age  of  sixty-four.  Dr.  Barish  received  his  medical 
degree  from  the  University  of  Lausanne  in  1935.  He 
was  a member  of  the  American  Academy  of  Family 
Practice,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Julius  G.  Baron,  M.D.,  of  Rye,  died  on  July  22,  1973. 
Dr.  Baron  received  his  medical  degree  from  the  Univer- 
sity of  Budapest  in  1914.  Dr.  Baron  was  a Diplomate  of 
the  American  Board  of  Radiology. 

Rose  Berest,  M.D.,  of  Brooklyn,  died  on  January  4 at 
the  age  of  sixty.  Dr.  Berest  graduated  in  1937  from 
Boston  University  School  of  Medicine.  She  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  Frank  Berlin,  M.D.,  of  Bay  Shore,  died  on  Janu- 
ary 24  at  the  age  of  fifty-one.  Dr.  Berlin  graduated  in 
1945  from  New  York  University  College  of  Medicine. 
He  was  an  attending  senior  obstetrician  at  Southside 
Hospital.  Dr.  Berlin  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  a mem- 
ber of  the  Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Luke  Howard  Boyd,  M.D.,  of  Bemus  Point,  died  on 
December  19,  1973,  at  the  age  of  sixty-five.  Dr.  Boyd 
graduated  in  1934  from  Georgetown  University  School 
of  Medicine.  He  was  on  the  medical  staff  at  Jamestown 
General  Hospital,  an  attending  physician  at  Woman’s 
Christian  Association  Hospital  as  well  as  an  attending 
surgeon  there.  Dr.  Boyd  was  a member  of  the  American 
Academy  of  Family  Practice,  the  Chautauqua  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  S.  Clemans,  M.D.,  of  Gloversville,  died  on  Janu- 
ary 6 at  the  age  of  sixty-seven.  Dr.  Clemans  graduated 
in  1932  from  Albany  Medical  College.  He  was  a mem- 
ber of  the  Fulton  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Oscar  Gelbart,  M.D.,  of  Ossining,  died  in  July,  1973,  at 
the  age  of  sixty-eight.  Dr.  Gelbart  received  his  medical 
degree  from  the  University  of  Basel  in  1939.  He  was  an 
attending  physician  in  general  practice  at  Phelps  Me- 
morial Hospital  Association  (North  Tarrytown).  Dr. 
Gelbart  was  a member  of  the  American  Academy  of 
General  Practice,  the  Westchester  Academy  of  Medi-  1 
cine,  the  Westchester  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Avram  Graham,  M.D.,  of  Jamaica,  died  on 
January  9 at  the  age  of  seventy-four.  Dr.  Graham  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1926.  He  was  an  assistant  (affiliate)  physician  in 
medicine  at  Queens  Hospital  Center.  Dr.  Graham  was  a 
member  of  the  Clinical  Society,  New  York  Diabetes  As- 
sociation, the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Corydon  B.  Ireland,  M.D.,  of  Clarence,  died  on  De- 
cember 4,  1973,  at  the  age  of  sixty-one.  Dr.  Ireland 
graduated  in  1940  from  the  University  of  Buffalo  School  i 
of  Medicine.  He  was  a member  of  the  Buffalo  Academy  i 
of  Medicine,  the  Erie  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

i |t 

Theodore  Lemmerz  Lytle,  M.D.,  of  Rochester,  died  on 
November  29,  1973,  at  the  age  of  sixty.  Dr.  Lytle  grad- 
uated in  1940  from  Harvard  University  Medical  School. 

He  was  an  honorary  surgeon  at  Park  Avenue  Hospital. 

Dr.  Lytle  was  a Diplomate  of  the  American  Board  ol 
Surgery,  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Rochester  Academy  of  Medicine 
the  Monroe  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

I 

William  Joseph  Mahar,  M.D.,  of  White  Plains,  died  or 
December  29,  1973,  at  the  age  of  seventy-three.  Dr 
Mahar  graduated  in  1926  from  Long  Island  College  Hos 
pital.  He  was  an  honorary  member  of  the  medical  staff 
at  St.  Agnes  Hospital.  Dr.  Mahar  was  a member  of  th< 
Westchester  County  Medical  Society,  the  Medical  Soci 
ety  of  the  State  of  New  York,  and  the  American  Mediea 
Association. 

Edward  Pecora,  M.D.,  of  Pompano  Beach,  Florida 
formerly  of  Yonkers,  died  on  October  15,  1973,  at  th< 
age  of  seventy-seven.  Dr.  Pecora  received  his  mediea 
degree  from  the  University  of  Naples  in  1923.  He  wa; 
an  honorary  surgeon  at  Yonkers  Professional  Hospital 
Dr.  Pecora  was  a member  of  the  Yonkers  Academy  o 
Medicine,  the  Westchester  County  Medical  Society,  th< 
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Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Perrotti,  M.D.,  of  Flushing  and  Rego  Park, 
died  on  January  17  at  the  age  of  sixty.  Dr.  Perrotti  re- 
ceived his  medical  degree  from  the  University  of  Rome 
in  1942.  He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Rodolfo  T.  Quebral,  M.D.,  of  Buffalo,  died  on  Decem- 
ber 30,  1973,  at  the  age  of  forty-six.  Dr.  Quehral  gradu- 
ated in  1953  from  the  University  of  Philippines  College 
of  Medicine.  He  was  an  attending  pathologist  at  Sisters 
of  Charity  Hospital  of  Buffalo  and  a consult  ing  patholo- 
gist at  Emergency  Hospital  of  the  Diocese  of  Buffalo. 
Dr.  Quebral  was  a Diplomate  of  the  American  Board  of 
Pathology,  a Fellow  of  the  College  of  American  Patholo- 
gists, and  a member  of  the  New  York  State  Society  of 
Pathologists,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

i) 

Robert  F.  Shaw,  M.D.,  of  Forest  Hills,  died  on  Decem- 
ber 31,  1973,  at  the  age  of  seventy-three.  Dr.  Shaw  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1925.  He  was  an  attending  general  practitioner  on 
the  medical  staff  at  Parkway  Hospital.  Dr.  Shaw  was  a 
member  of  the  American  Academy  of  Family  Practice, 
he  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacob  Joseph  Silverman,  M.D.,  of  Staten  Island,  died 
m January  27  at  the  age  of  sixty-five.  Dr.  Silverman 
graduated  in  1932  from  Tufts  University  School  of  Med- 
cine.  He  was  a consulting  cardiologist  at  Staten  Island 
dospital,  St.  Vincent’s  Medical  Center,  and  Doctors’ 
dospital  of  Staten  Island.  Dr.  Silverman  was  a Diplo- 
nate  of  the  American  Board  of  Internal  Medicine  (Car- 
liovascular  Diseases),  a Fellow  of  the  American  College 
)f  Physicians,  and  a member  of  the  Richmond  County 
Medical  Society  (and  former  treasurer),  the  Medical  So- 
:iety  of  the  State  of  New  York,  and  the  American  Medi- 
al Association. 

lamuel  Silverman,  M.D.,  of  New  Rochelle,  died  on 
November  23,  1973,  at  the  age  of  sixty.  Dr.  Silverman 

. ;raduated  in  1937  from  New  York  University  College  of 
dedicine.  He  was  an  attending  anesthesiologist  at  New 
tochelle  Hospital.  Dr.  Silverman  was  a Diplomate  of 

. he  American  Board  of  Anesthesiology,  a Fellow  of  the 
American  College  of  Anesthesiologists,  and  a member  of 
he  American  Society  of  Anesthesiologists,  Inc.,  the  New 
;ork  State  Society  of  Anesthesiologists,  the  Westches- 
er  Academy  of  Medicine,  the  Westchester  County  Med- 
ial Society,  the  Medical  Society  of  the  State  of  New 
ork,  and  the  American  Medical  Association. 

' harles  Simon,  M.D.,  of  Buffalo,  died  on  December  28, 

1 973,  at  the  age  of  eight-two.  Dr.  Simon  graduated  in 
914  from  the  University  of  Buffalo  School  of  Medicine. 


He  was  a member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Sklar,  M.D.,  of  Hempstead,  died  on  January  5. 
Dr.  Sklar  graduated  in  1928  from  the  University  of 
Michigan  School  of  Medicine.  He  was  an  attending 
dermatologist  at  Nassau  County  Medical  Center.  Dr. 
Sklar  was  a Diplomate  of  the  American  Board  of  Der- 
matology, Inc.,  and  a member  of  the  American  Academy 
of  Dermatology. 

Thomas  Murray  Steele,  M.D.,  of  Batavia,  died  on  No- 
vember 18,  1973,  at  the  age  of  seventy-six.  Dr.  Steele 
graduated  in  1925  from  the  University  of  Toronto  Fac- 
ulty of  Medicine.  He  was  an  attending  surgeon  at  Gen- 
esee Memorial  and  St.  Jerome  Hospitals.  Dr.  Steele 
was  a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Genesee  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irving  A.  Tarasuk,  M.D.,  of  Miami  Beach,  Florida,  for- 
merly of  Brooklyn,  died  on  December  31,  1973,  at  the 
age  of  sixty-seven.  Dr.  Tarasuk  graduated  in  1935  from 
George  Washington  University  School  of  Medicine.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  Vina,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 2 at  the  age  of  ninety-three.  Dr.  Vina  graduated  in 
1909  from  Columbia  University  College  of  Physicians 
and  Surgeons.  Retired,  he  was  a member  of  the  Pan 
American  Medical  Association,  the  American  Academy 
of  Allergy,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Helen  I.  Walbridge,  M.D.,  of  Babylon,  died  on  January 
21  at  the  age  of  ninety-three,  Dr.  Walbridge  graduated 
in  1918  from  Cornell  University  Medical  College. 

Thomas  E.  Walsh,  M.D.,  of  Syracuse,  died  on  July  6, 
1973,  at  the  age  of  seventy-nine.  Dr.  Walsh  graduated 
in  1920  from  Syracuse  University  College  of  Medicine. 
He  was  an  attending  physician  in  physical  medicine  and 
rehabilitation  at  the  Veterans  Administration  Hospital, 
Syracuse,  a consulting  physician  in  physical  medicine 
and  rehabilitation  at  Rome  Hospital  and  Murphy  Me- 
morial Hospital,  and  a senior  attending  physician  in 
physical  medicine  and  rehabilitation  at  Crouse-Irving 
Memorial  Hospital.  Dr.  Walsh  was  a Diplomate  of  the 
American  Board  of  Physical  Medicine  and  Rehabilita- 
tion and  a member  of  the  American  Academy  of  Physi- 
cal Medicine  and  Rehabilitation. 

Herbert  E.  Wells,  M.D.,  of  Lackawanna,  died  on  Janu- 
ary 7 at  the  age  of  eighty-six.  Dr.  Wells  graduated  in 
1915  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  member  of  the  medical  staff  at 
Mercy  Hospital.  Dr.  Wells  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Congress  of  Delegates May  5,  6,  1974 

Scientific  Assembly May  7,  8,  9,  1974 

President’s  Dinner May  8,  1974 


• Scientific  Program  • Breakfast  Conferences 
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pulmonary 
infarction 
or  pneumonia*? 


In  any  case... 
when  nutritional 
supplementation 
is  indicated 


Berocca  is  therapy 

tablets 


With  balanced,  high  potency  B-complex 
and  C vitamins. ..Virtually  no  odor 
or  aftertaste... Low  priced  Rx  formula. 


Please  see  complete  product  information, 
a summary  of  which  follows: 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  (Vitamin  B, ) 1 5 mg 

Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HCI  (Vitamin  B6) 5 mg 

Niacinamide.  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (Vitamin  Bi2) 5 meg 

Folic  acid 0 5 mg 

Ascorbic  acid  (Vitamin  C) 500  mg  , 


Indications:  Nutritional  supplementation  in  condi- 
tions in  which  water-soluble  vitamins  are  required 
prophylactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias. 
Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients 
with  pernicious  anemia  who  receive  more  than  0.1 
mg  of  folic  acid  per  day  and  who  are  inadequately 
treated  with  vitamin  Bi2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  100. 
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ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 
t / Nutley,  New  Jersey  07110 
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Medi-scan  Q&A 


PEOPLE  WITH  HOPE 

On  four  continents,  the  men  and  women 
of  Project  HOPE  have  left  behind 
the  legacy  of  HOPE  — 
a legacy  of  better  health 
through  medical  teaching  and  treatment. 

Help  HOPE  reach  out. 


PROJECT 


Dept.  A,  Washington,  D.  C.  20007 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

Issue  Date:  1 5th  of  each  month 

Closing  Date:  25  days  preceding  issue  date 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less.  $10  00  per  insertion;  additional  words  are 

10c  each  Dept  numbers.  50c  extra,  per  insertion  (On 
request.  Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N .Y . 1 1 040  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50e  per  insertion) 
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We're  specialists  in 

flCJTO  LEASING 


When  you’re  a specialist  in  your  field,  people 
depend  on  you.  And  when  it  comes  to  leasing  a 
car,  doctors  have  been  depending  on  us  for 
years.  Maybe  it’s  because  we  lease  any  car,  any 
make,  any  model,  any  equipment ...  at  the  right 
prices  too.  And  we  don’t  waste  time  discussing 
service  ...  we  do  it! 

We  know  you’re  busy,  so  why  not  give  us  a call. 
We  can  handle  most  of  the  details  on  the  phone. 


AUTO  LEASING,  INC 

1712  E.  9th  St,  Brooklyn  (212)  336-6767 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  th e New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

4-20  Lakeville  Road 
Lake  Success,  New  York  11040 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene- 
fits. Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


Index  to  Advertised  Products 


Antacids 

Camalox  (William  H Rorer) 513 

Anorectics 

Pondimin  (A  H Robins  Company) 467.  468,  469 

Antibiotics 

llosone  (Eli  Lilly  & Company) 474 

Bicillm  (Wyeth  Laboratories) 533 

Trobicin  (Upjohn  Company) 542.  543 

Wycillin  (Wyeth  Laboratories) 532 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 457,  458 

Automobile  leasing 

Waldorf  Auto  Leasing  582 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Cerebrovascular  dilators 

Menic  (Geriatric  Pharmaceutical  Corp.) 567 

Cassette  services 

Medical  Economics  441 

Diagnostic  laboratory  services 

Bio-Science  Laboratories 447 

Estrogenic  hormones 

Premarm  (Ayerst  Laboratories) 492,493  . 

Hormonal  nutritional  supplements 

Testand-B  (Geriatric  Pharmaceutical  Corp  ) 473 

Mood  elevators 

Tofranil  (Geigy  Pharmaceuticals) .443,  444 

Nasal  decongestants 

Ornade  (Smith  Kline  & French  Laboratories) 482 

Non-addicting  analgesics 

Talwin  (Wmthrop  Laboratories)  ..  452.453.454 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories)  . 481 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  . 537 

Tranquilizers 

Librium  (Roche  Laboratories)  450.  451 

Valium  (Roche  Laboratories)  . .462,  463.  464 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  . .560.  561 

Vitamin  supplements 

Berocca  (Roche  Laboratories)  579 
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'(1ITI0NS  WANTED 


AOLOGIST.  BOARD  CERTIFIED  IN  1960,  MEDICAL  EDUCATION  AT 
l versitv  of  Pennsylvania,  and  with  experience  in  academic  center,  private 
c e and  community  hospital,  recently  returned  to  metropolitan  area,  now 
s;s  permanent  part  time  association,  group,  industrial,  health  center,  or 
i t.  Dept.  384,  c/o  NYSJM. 


T ARYNGOLOGIST,  CERTIFIED.  WELL  TRAINED  AND  IN  PERFECT 
Hth,  seeks  association,  part  or  full  time,  with  hospital,  group  or  individual 
i Manhattan  or  Brooklyn.  Retirement  March  1,  1974.  Licensed  in  New 
H.  Available  immediately.  Dept.  385,  c/o  NYSJM 


F CTICES  AVAILABLE 


)1  ESTABLISHED  GENERAL  & COMPENSATION  PRACTICE  LO- 
c d in  the  theatre  district.  Midtown  Manhattan.  Fully  equipped  office 
imding  complete  X-ray  facilities,  3 examination  rooms,  waiting  room,  re- 
c ion  area  and  waiting  pool.  Good  rental  terms.  Equitable  terms  nego- 
ti  le.  Dept.  386,  c/o  NYSJM. 


I!  RAL  PRACTICE,  BEAUTIFUL  FINGER  LAKES  CITY,  IN  MODERN, 
ti  onditioned  office,  fully  equipped.  Grossing  in  6 figures.  No  house  calls; 
v 'bs.  Office  hours  4 days  weekly.  Minor  surgery' two  open  staff  hospitals. 
T i over  lease.  Onlv  expense,  minimal  deferred  cost  of  equipment.  Dept. 
If  c/o  NYSJM. 


I 2ELLAN  EOUS 


* COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC- 
e ul — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
f Is.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
3 -2943 


J’  LESSONS.  AN  IN  DEPTH  APPROACH.  HOLLANDER,  NEW 
t City.  Call  (212)  866-5652. 


UNIVERSITY  OF  TORONTO 
FACULTY  OF  MEDICINE 

POSTGRADUATE  DAY  ON  CLINICAL  PHARMACOLOGY 
CARDIOVASCULAR  DRUGS 
April  20,  1974 

TORONTO  WESTERN  HOSPITAL 

FEE:  $35.00 

r information  contact 
te  Director, 

vision  of  Postgraduate  Medical  Education, 
adicai  Sciences  Building, 
tiversity  of  Toronto, 

•ronto,  Ontario.  M5S  1A8 
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SAMUEL  A.  RAMIREZ  &CO. 


the  Odd  Lot  Municipal  Bond  Firm 
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PHYSICIANS  WANTED 


INTERNISTS  (2),  CERTIFIED  OR  ELIGIBLE,  FOR  17-MAN  MULTISPE- 
cialty  group.  Need  acute.  Small  university  city  in  southwestern  New  York 
State.  Urban  area  35,000;  drawing  area  of  150,000.  Modern  facilities. 
Excellent  skiing,  sailing,  hunting  and  other  recreational  and  cultural  facilities. 
Relaxed,  safe  family  living,  but  easy  driving  distance  to  four  metropolitan 
centers.  Starting  salary  $40,000  and  early,  full  partnership.  Fee  for  service 
group.  Dept.  370,  c/o  NYSJM. 


PHYSICIANS:  OPENINGS  FOR  INTERNISTS,  PEDIATRICIANS,  AND 

obstetricians  in  comprehensive  health  care  plan  which  features  prepayment 
and  fee  for  service.  Opportunities  for  teaching  and  continued  education 
while  deriving  benefits  of  active  practice,  community  service,  and  affiliation 
with  a large,  first  quality  private  hospital.  Salary  and  benefits  fully  com- 
petitive. Send  curriculum  vitae  to  William  J.  Klein,  Jr.,  M.D.,  Director, 
Northeast  Health  Center,  Rochester  General  Hospital,  1425  Portland  Ave., 
Rochester,  N.Y.  14621,  or  call  collect  (716)  482-4300. 


DERMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  FIFTEEN  ROOM 
office,  best  location,  wishes  associate.  Salary  to  partnership,  preferably 
skilled  in  dermatologic  surgery.  Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.Y.  10022.  Tel.  (212)  753-6033. 


CAMP  DOCTOR,  FOR  CO-ED  CAMP  IN  PA.  POCONO  MTS.  FOUR 
weeks  (July  27-August  23).  Bungalow  provided.  Two  R.N.s  on  staff.  Write 
to  Camp  Tioga,  65  Westwood  Drive,  Westbury,  N.Y.  11590,  or  call  (516)  997- 
8560. 


PHYSICIAN  DURING  JULY  AND  AUGUST.  1974  FOR  CHILDREN’S  CAMP 
located  at  Beach  Lake,  Pa.;  accommodates  350  campers,  ages  6-16;  complete 
modern  Health  Center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each 
month;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  June  28  and 
closes  August  23.  Private  room  and  facilities.  Write,  including  your  phone 
number,  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brook- 
lyn, N.Y.  11201. 


ORTHOPEDIC  SURGEON:  PLEASANT  WESTERN  NEW  YORK  COM- 
munity  seeks  qualified  orthopedic  surgeon;  excellent  opportunity;  safe  living; 
fine  school  systems;  new  office  building  adjacent  to  fully  accredited  hospital 
available — 6 months.  Dept.  380,  c/o  NYSJM. 


FAMILY  PHYSICIANS:  MOST  UNUSUAL,  ATTRACTIVE  OPENING  FOR 
family  practice  in  Community  of  Hamilton,  New  York.  Fully  equipped,  two 
man  office  available  with  2500  typed  problem-oriented,  active  charts  next  to 
an  accredited  100  bed  community  hospital  with  a CCU  and  a new  maternity 
suite.  Delightful  central  New  York  rural  community,  home  of  Colgate  Uni- 
versity and  American  Management  Association.  Recreational  and  diversified 
social  opportunities  are  excellent.  Practice  is  unlimited  and  a new  inovated 
aggressive  approach  to  health  care  by  the  community  most  attractive.  Just 
move  in  and  work  in  a ready-made  practice.  Ideal  for  two.  Recruitment 
Committee  prepared  to  make  attractive  offer  including  travel,  first  year 
guarantee,  and  office  help  to  qualified  family  physicians.  Direct  inquiries  to 
Mr.  Alfred  M.  Helbach,  Administrator,  Community  Memorial  Hospital, 
Hamilton,  N.Y.  13346,  or  call  collect  (315)  824-1100. 


WANTED:  ANESTHESIOLOGIST  TO  JOIN  ONE  OTHER,  ON  PART 

time  basis.  Small  hospital  in  Queens;  easy  hours,  adequate  salary.  Must  be 
licensed.  Send  curriculum  vitae.  Dept.  382,  c/o  NYSJM. 


EMERGENCY  DEPARTMENT;  FULL  TIME  PHYSICIANS  TO  STAFF 
emergency  department  of  busy,  300  bed  hospital;  26,000  yearly  visits.  Excel- 
lent new  emergency  department  facility.  Pleasant  upstate  New  York  com- 
munity of  100, (XX)  population.  $35,000  to  $40,000  commensurate  with  experi- 
ence Good  fringe  benefits.  Reply  to  David  Kaplan,  M.D.,  St.  Joseph’s 
Hospital,  Elmira,  N.Y.  14902. 


PHYSICIAN  WANTED— CAMP  KEWANEE,  NEVERSINK,  N.Y.  (P.O., 
Parksville,  N.Y  ),  100  miles  from  New  York  City.  Co-ed,  ages  6-17;  200 
campers;  member  A. C. A & A. P C.  Modern  well  equipped,  heated  infirmary; 
assisted  by  two  nurses;  living  quarters  for  family;  U.S.  citizenship  required; 
July  or  August.  Salary  plus  Call  collect  (212)  276-6868,  or  write  Camp  Ke- 
wanee,  128-55  234th  St  . Laurelton,  L.I.,  N.Y.  11422. 


PHYSICIANS  WANTED— CONT  D 


PSYCHIATRIST:  1200  BED.  PREDOMINENTLY  PSYCHIATRIC  H< 

tal  affiliated  with  University  of  Rochester  Medical  School.  Salary  m- 
mensurate  with  education  and  experience.  Excellent  fringe  benefits;  -k 
week  generally  40  hours;  located  in  beautiful  resort  area;  excellent  schot 
tern;  equal  opportunity  employer.  For  further  information  and  applic  a 
forms,  please  contact  Chief  of  Staff,  Veterans  Administration  Hot  s , 
Canandaigua,  New  York  14424  by  mail  or  phone  area  code  (315)  394-2000 


UNIVERSITY  MEDICAL  DIRECTOR:  SYRACUSE  UNIVERSITY  IS  S K 
ing  a medical  director  whose  primary  role  will  be  the  responsibility  for  m ;al 
care  provided  at  the  Syracuse  University  Health  Service,  located  in  the  tt 
VanArsdale  Henry  Health  Center  and  Hospital  of  the  Good  Shephert  11 
Waverly  Ave.  The  Health  Center  is  in  close  proximity  to  the  Ustate  'd- 
ical  Center  and  major  hospitals.  Specifically,  this  will  involve  the  conti  ng 
review  and  establishment  of  medical  guidelines  for  the  treatment  of  stu  id 
and  limited  services  to  certain  university  personnel,  effecting  these  guid  ie; 
through  carefully  supervised  health  care  programs,  and  the  supervis  i! 
medical  personnel.  The  medical  director  in  concert  with  the  Health  S lcr 
Administrator  will  be  responsible  for  annual  budgeting  and  planning  f hs 
Health  Service.  The  medical  director  will  also  be  responsible  for  the 
supervision  of  specialized  services  made  available  at  the  Health  St  :e. 
The  medical  director  will  be  expected  to  participate  actively  in  the  trea  nt 
of  students  in  a clinic  role  in  order  to  maintain  direct  contact  with  m :ai 
problems  at  the  Health  Service.  The  director  will  be  available  in  liasoi  itb 
the  university  administration  as  well  as  with  parents  groups  in  a publii  la- 
tions  capacity.  The  medical  director  reports  directly  to  the  vice  char  lor 
for  student  programs.  Preferably,  a specialist  in  internal  medicine,  a tr- 
alist  with  prior  health  service  and  administrative  experience  and/or  a p bit 
director  of  another  health  service  comprise  the  guidelines  for  select  of 
candidates.  Syracuse  University  is  an  affirmative  action  employer  i L< 
actively  seeking  applications  from  minorities  and  from  women.  Salary  ge; < 
$30,006-$40,000.  Resumes  should  be  sent  to:  Audrey  P.  Demarest,  D.. 

Ruth  VanArsdale  Henry  Health  Center,  111  Waverly  Ave.,  Syracust  m 
versity,  Syracuse,  N.Y.  13210. 


COLLEGE  HEALTH  PHYSICIAN  URGENTLY  NEEDED,  SYRACUSE  M 
versity  Student  Health  Center.  Salary:  $26,500;  30  days  vacation;  ex>  em 
fringe  benefits;  Lab,  X-Rav,  in-patient.  Curriculum  vitae  to:  A.  Den  est 
M.D.,  111  Waverly  Ave.,  Syracuse,  N.Y.  13210. 


ASSISTANT  DIRECTOR,  AMBULATORY  CARE.  IMMEDIATE  OPE  N! 
for  full  time  assistant  director  of  ambulatory  care  in  large  teaching  h ini 
with  approved  residency  programs  and  medical  school  affiliation.  A s 
responsibility  include  emergency  service,  employee  health  service  * 
patient  division  and  activities  with  community  based  health  serv  s it 
Westchester  County.  Applicants  must  have  completed  approved  res  nc 
program  in  internal  medicine  or  other  major  specialty;  competitive  la!)l 
scale  and  liberal  fringe  benefits.  An  Equal  Opportunity  Employer. 
contact  Mr.  Pasquale,  Personnel,  Grasslands  Hospital,  Valhalla  «.« 
10595.  Tel.  (914)  LY  2-8500,  ext.  2466. 


FAMILY  PRACTICE,  OPHTHALMOLOGIST,  NEEDED  IN  COI  SGf; 
town  with  drawing  population  of  25,000,  located  at  intersection  of  1-79  IdH 
80.  Growing  area,  clean  air,  good  schools  in  Western  Pennsyw 
Guarantee  negotiable.  Contact  Mr.  J.  A.  Colaizzi,  Administrator.  ’W 
City  Hospital,  Grove  City,  Pa.  16127.  Phone  (412)  458-7132. 


HOUSE  PHYSICIAN  FOR  JULY  1974.  INTERNAL  MEDICINE  OH pj 
Gyn  preferred.  Completion  of  residency  required  and  ECFMG  if 
graduate.  342-bed  hospital  located  Mid-Hudson  Valley.  Excellent  |i*I 
and  benefits.  Send  inquires  and  curriculum  vitae  to  Dennis  H.  C ifl 
Assistant  Administrator,  Vassar  Brothers  Hospital,  Poughkeepsie 
12601. 


PHYSICIAN  FOR  CO-ED  RESIDENT  CHILDRENS  CAMP  NEAR 
stock,  N.Y.  E'amilies  accommodated.  Dates:  June  29th-July  26th  W 
July  27th  August  23rd,  Two  RNs  for  full  season  each.  J.  P.  SaphireMi 
Woodcliff,  62  Howard  Ave.,  Tuckahoe,  N.Y.  10707.  (914)  961-3786. 
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PVSICIANS  WANTED  — CONT  D 


V.  TED:  ESTABLISHED  GENERAL  PRACTITIONER  OR  GENERAL 

i*rnist  to  merge  with  flourishing  internal  medicine  and  preventative  medical 
i ce  in  Midtown  Manhattan.  Office  space.  X-ray,  laboratory  and  EKG 
I lilies  available  on  premises.  Dept.  387,  c/o  NYSJM. 


ILL  ESTATE  FOR  SALE  OR  RENT 


IH  AVE  AT  90’S,  MANHATTAN  RECENTLY  FURNISHED  AND 
tipped  medical  office,  4fs  rooms.  Will  share  or  rent.  Call  after  7 p.m. 
(!)  628-0556. 


EPSTEAD.  N Y.  PROFESSIONAL  HOME;  FOUR  BEDROOMS,  2', 
bis,  maids  room  & bath.  Finished  basement;  2-car  garage;  V.  acre 
tier  plot.  Five  room  separate  office  suite,  a/c.  Minutes  from  5 hospitals; 
ce  to  beaches,  golf  & fishing.  Retiring;  active  family  practice  of  34  yrs. 
1-nan  Geller,  M.D.,  531  Front  St.,  Hempstead,  N.Y.  (516)  481-1110. 


3 SALE:  SMITHTOWN,  SUFFOLK  COUNTY.  COLONIAL  HOME, 

4 edrooms,  2L  baths;  1/3  ticre.  Office,  private  entrance;  Six  rooms, 
c ral  air  conditioning;  beautifully  landscaped,  swimming  pool  in  ground, 
lte  patio  and  barbeque,  many  extras.  §74.000.  Retiring.  Call  (516) 

7 6563 


F E SPACE  AVAILABLE,  1500  SQ.  FT.  NEW,  BRICK  BUILDING; 
■ ';  elevator.  Opposite  village  hall,  Freeport,  L.I.  (516)  378-4949. 


- NY  AREA:  MAGNIFICENT.  BRICK  VICTORIAN  HOME  PLUS 

n ical  office  space  (reception  room,  lab.  2 offices).  Registered  historical 
s beautifully  restored.  Charming  small  town  location.  Present  owner  will 
h finance  qualified  buyer.  $55,000.  Address  all  inquiries  to:  Welbourne 
& lrdy  Realty,  Inc.,  129  Lakehill  Rd.,  Burnt  Hills,  N.Y.  12027. 


CRSIE  AREA,  BROOKLYN.  DUE  TO  DEATH,  COMPLETELY 
xpped  medical  G.P.  office,  4k>  rooms,  A/C.  33  year  practice.  8L 
■cis,  3 baths.  A/C  home.  Will  negotiate.  Call  12-4  (212)  563-5356;  after 
L p.m.  (212)241-9660. 


P VIEW.  LONG  ISLAND.  NEW  BUILDING.  189  OLD  COUNTRY 
u 2,200  sq.  ft.  available  on  first  floor  with  private  entrance.  Will  custom 
u le  to  doctor’s  requirements;  500  sq.  ft.  minimum.  Ample  parking. 
I'iing  in  built-up  residential  area.  Close  to  Central  General  Hospital, 
days  (212)  359-9014;  eves.  (516)  484-5273. 


TOMAS,  U.S.  VIRGIN  ISLANDS.  ENCHANTED  SEASIDE  VILLA 
1 >wpet  Bay  Village  with  luxurious  interior  offers  perfect  escape  from  world 
r 'ems.  Private  beach,  snorkeling,  scuba,  sailing,  fishing,  tennis,  friendly 
e ibors.  Most  refreshing  vacation  in  the  Caribbean!  Call  (516)  487-1115, 
r iteG.  Norton,  M.D.,  Box  134,  Endicott,  N.Y.  13760. 


1 1ATTAN— EAST  80S.  TWO  SEPARATE  ROOMS  AVAILABLE  FOR 
ijsive  use  in  doctor’s  modern  office.  Luxury  building,  private  street 
vjnce,  vour  own  consultation  and  exam  rooms;  share  waiting  room. 
- 9 a.m.  to  5 p.m.  (212)879-3820. 


SUTTON  PLACE— MANHATTAN 

Elegant  Medical/Professional  Suite.  2500  sq.  ft.  with  fine 
qual.  carpeting,  cent.  A/C,  mirrored  walls,  drapes,  24  hr. 
doorman.  Prestigious  residential  building. 

CALL  212-759-2320 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


DOCTOR  S COMPLEX:  BLOCKFRONT  17  TO  18  STS  3RD  AVE.,  ONE 

block  from  5 hospitals.  Professional  offices  in  newly  erected  31-story  building, 
9500  sq.  ft.,  perfect  for  medical  group.  Will  build  to  suit.  Goodstein  Man- 
agement Co.,  4 Park  Ave.,  N.Y.C.  10016.  Martin  Goodstein  (212)  532- 
9550. 


FOR  A FAST  GROWING  PRACTICE  AND  BEAUTIFUL  HOME;  AREA 
needs  internist,  ophthalmologist,  or  G.P.  Outstandingly  successful  dental 
practice  located  here  for  18  years.  Extraordinary  lay-out.  Three  bedroom 
corner  ranch  house  in  Farmingdale,  Long  Island,  with  separate  office  and 
entrances.  Call  (516)  CH  9-4170. 


SAN  JUAN,  PUERTO  RICO:  RENT  MY  LUXURIOUS  OCEANFRONT 
apartment  with  20  foot  terrace.  Beautifully  furnished  and  fully  equipped. 
Separate  kitchen,  two  pools,  tennis  courts,  private  beach  at  doorstep,  under- 
ground parking  free.  Located  in  exclusive  Condado  section,  near  all  hotels. 
Available  weekly,  monthly  and  seasonally.  For  information,  call:  after  3 

p.m.  (212)  592-8635 


FIFTH  AVENUE  AND  69TH  STREET  OFFICE  TO  SHARE  FULL  OR  PART 
time.  Suitable  for  psychiatrist  or  other.  For  information,  call:  (212)  288- 
5411. 


UTICA.  N.Y.  LOCAL  DOCTOR  RETIRING  AND  OFFERING  CORNER 
location  in  desirable,  heavily  populated  area.  Brick  building  in  excellent 
condition  provides  furnished  office  suite  plus  2 attractive,  well  furnished 
apartments  for  residence  or  income.  Well  built,  moderate  taxes,  and  econom- 
ical operation.  Offered  at  $29,500.  Harold  R.  Leonard,  Realtors,  collect  (315) 
732-5183. 


BROOKVILLE  COLONIAL:  WOODED,  PRIVATE  RETREAT  ON  A PRI- 
vate  lane.  Five  bedrooms  with  master  suite,  plus  five  baths.  French  country 
kitchen,  2 fireplaces,  and  dining  room  overlooking  vista  gardens.  Three  patios 
with  unusual  heated  pool,  salt  or  fresh  water.  Cabana  with  bar;  bridle  path. 
Low  taxes.  Previously  offered  $225,000,  now  $160,000.  (516)  626-2794. 


Are  You  Happy  with  Your  Investments? 

Have  you  thought  about  Real  Estate? 

Land  Investments  • Building  Development  • Rental  Properties 

A specialist  working  with  physicians  and  dentists 
Contact:  Renard  A.  Pelloni,  Real  Estate 

580  Fifth  Ave.  212-265-5077 

New  York,  N.  Y.  10036  516-883-7174 
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Montauk  Point  Offers  Unique  Life  Style 
for  Physician  in  Family  Practice 

Through  retirement,  this  famed  fishing  and  boating 
community  on  the  eastern  tip  of  Long  Island  has  lost 
its  practicing  physician.  To  attract  his 
replacement,  the  town  has  purchased  a building 
and  is  refurbishing  it  as  a clinic.  The  building  will 
be  mortgage-free  and  the  incoming 
physician  will  have  the  opportunity  of  free  rent  while 
establishing  himself  in  the  community  and 
the  ultimate  purchase  of  the  clinic  from  the  town. 

For  a physician,  Montauk  has  a dual  personality.  In 
the  summer  months  it  is  a bustling  resort 
town  while  in  the  Spring,  Fall  and  Winter  the 
population  tapers  off  to  three  thousand  residents. 

Montauk  offers  to  a physician  a unique  life  style 
with  an  important  role  in  a prosperous 
community.  A Family  Physician  would  find  this  a 
rewarding  opportunity.  If  you  are  that  person,  write 


for  further  details  to  L.  M.  Jarmain,  United 
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Staten  Island 


NEW  YORK  CITY  AREA 


April  1/4,  1974 
American  College  of  Physicians 

New  York  Hilton  and  Americana  Hotels  in  New  York  City 
55th  Annual  Session 

HUMORAL  AND  CHEMICAL  MEDIATORS 
IN  HUMAN  BIOLOGICAL  SYSTEMS 

Special  lectures,  panel  discussions  and  informal,  unstructured 
"Meet  the  Professor”  sessions  will  be  held  throughout  the 
week,  with  emphasis  on  the  theme  subject.  Some  of  the 
topics  include  allergy  and  immunology;  endocrinology  and 
metabolism;  gastroenterology;  heart;  circulation;  hematology; 
infectious  diseases;  kidney,  electrolytes  and  hypertension; 
neurology;  oncology;  psychiatry;  pulmonary  diseases; 
rheumatology;  nutrition  and  delivery  of  health  care.  Twelve 
distinguished  medical  scientists  are  scheduled  to  present 
State  of  the  Art  lectures  and  six  programs  will  be  telecast  via 
closed  circuit  from  Cornell  Medical  College  to  the  Americana 
Hotel. 

Address:  American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 

April  1/3,  1974 

Long  Island  Jewish-Hillside  Medical  Center 

Department  of  Community  Medicine 
New  Hyde  Park 

SEX  THERAPY:  AN  EXTENSION  OF  THE 
PROFESSIONAL’S  ROLE 

Faculty  includes:  Drs.  Sallie  Schumacher,  Shirley  Zussman, 
Leon  Zussman  and  David  McWhirter,  all  of  the  Staff  of  the 
Center 

FEE;  $200 


MONDAY,  APRIL  1 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  About  the  Regulation  of  Water  and  Food 
Intake  in  the  Central  Nervous  System 

DAVID  LEHR,  M.D. 

New  York  Medical  College 

2.  Practical  Help  for  the  Physician,  Family 
and  the  Patient  in  Alcoholism 

DONALD  DOUGLAS,  M.D. 

Lenox  Hill  Hospital 


April  2 / 30,  1974 

8:00  a.m.,  Tuesdays 

Richmond  Chapter  of  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 


April  2 
Diabetes  I 

R.  HOFFMAN,  M.D. 

April  9 

Diabetes  II 

R.  HOFFMAN,  M.D. 

April  16 

Common  Skin  Lesions  Photoclinic 

L.  GIANVITO,  M.D. 

April  30 

Neurosis  vs.  Psychosis 

M.  EDELMAN,  M.D. 


TUESDAY,  APRIL  2 

4:00-5:00  p.m. 

The  Presbyterian  Hospital 

Amphitheatre  #1  First  Floor 
630  West  168th  Street 

27th  Gibson  II  Lecture 

REGULATION  OF  THE  IMMUNE 
RESPONSE  BY  T CELLS 

RICHARD  K.  GERSHON,  M.D. 

Yale  University  School  of  Medicine 


April  2 / 24,  1974 

The  New  York  Academy  of  Medicine 

Section  Meetings 
2 East  103rd  Street 

April  2 — 4:30  p.m. 

Section  on  Dermatology  and  Syphiloiogy 

1.  Presentation  of  Cases 

Members:  4:30-5:00 
Non-members:  5:00-5:45 

From  the  Departments  of  Dermatology  of: 

Albert  Einstein  Hospital 
Michael  Fisher 

Beth  Israel  Hospital 
Jesse  Tolmach 

Lenox  Hill  Hospital 
John  T.  McCarthy 

Montefiore  Hospital 
Milton  Reisch 

Mount  Sinai  Hospital 
Arthur  W.  Glick 

2.  EXECUTIVE  SESSION  5:00-5:30 

3.  GENERAL  DISCUSSION  OF  CASES 
5:45-7:00 
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April  9 — 8:00  p.m. 

Section  on  Bio-Medical  Engineering 

Moderator:  Erwin  R.  Tichauer 

Professor  & Director  of  Biomechanics 
Center  for  Safety 
Institute  of  Rehabilitation  Medicine 
New  York  University 

Speakers:  Three  Award  Winning  Papers  by  Young 

Physicians  and  Engineers  on  Subjects 
Combining  Medicine  and  Engineering 

Cocktails  and  Subscription  Dinner  will  follow  scientific 

session. 


April  15 — 8:00  p.m. 

Section  on  Ophthalmology 

I.  Executive  Session: 

Election  of  Officers  for  1974-1975 

II.  Scientific  Session: 

PROBLEMS  IN  THE  MANAGEMENT  OF 
RETINOBLASTOMA 

Robert  M Ellsworth 

Assistant  Professor  of  Ophthalmology 

Columbia-Presbyterian  Medical  Center 

THE  CHARLES  H.  MAY  MEMORIAL  LECTURE 

ASPECTS  OF  CRANIO-FACIAL 
ANOMALIES 

Goodwin  M.  Breinin 
Professor  of  Ophthalmology 
N.Y.U.  Medical  Center 

Followed  by  Cocktails  and  Subscription  Dinner 


April  24 — 8: 15  p.m. 

Section  on  Historical  Medicine 

GUSTAV  MAHLER  AND  HIS  ILLNESSES 

NICHOLAS  P.  CHRISTY,  M.D. 

Columbia  University 

Followed  by  Cocktails  and  Subscription  Dinner 


April  2 / 17,  1974 
Jewish  Memorial  Hospital 

Broadway  and  1 96th  Street 
April  2 — 8:30  p.m. 

Psychiatric  Diagnosis  and  Treatment  of  the 
Adolescent 

ROLAND  FORESTE,  M.D. 

Cornell  University  Medical  College 

April  4 — 8:00  p.m. 

Updating  Concepts  in  Dentofacial 


Orthopedics  and  their  Application  to 
Treatment  of  Facial  Anomolies  and  Vertical 
Dimension  Discrepancies 

ABRAHAM  I.  FINGEROTH,  D.D.S. 

Jewish  Memorial  Hospital 
MURRAY  M.  FINGEROTH,  D.D.S. 

Montefiore  Hospital 

April  17 — 11:00  a.m. 

Acute  Rheumatic  Fever 

SYLVIA  P.  GRIFFITHS.  M.D. 

Babies  Hospital,  Columbia 


WEDNESDAY,  APRIL  3 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Conference  Room 
Bronx 

TREATMENT  OF  ARRHYTHMIAS 
ASSOCIATED  WITH  INFARCTION 

MARTIN  N.  COHEN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDITS:  1’/2  hours 


April  4 / 25,  1974 

1 1:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

575  Bushwick  Avenue 
Brooklyn 

April  4 

Clinical  Pathological  Conference 

A.  COBLENZ,  M.  MALKO,  J.  CARLEO,  M.D.'s 

April  11 

Lesion  of  Large  Bowel  and  Rectum 

O.  CARTAYA,  M.D. 

April  18 

Malabsorption  Syndrome  and  Sprue 

S.  CORT 

April  25 

Medical  Staff  Conference 


THURSDAY,  APRIL  4 

9:00-11:00  p.m. 

The  Bronx  County  Medical  Society,  AAFP  and 
The  Albert  Einstein  College  of  Medicine 

The  Forchheimer  Building — 1st  floor  Lecture  Halt 

1300  Morris  Park  Avenue 

Bronx 

HYPERTENSION:  NEW  ROLE  FOR  THE 
FAMILY  M.D. 
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HAROLD  ADEL,  M.D. 

Contact:  Mrs.  Frieda  Fagin,  Office  of  Continuing  Education, 
at  the  above  address.  Tel.  212/430-2822 


April  8 / 10,  1974 

8:00  a. m. -5:00  p.m.,  Monday-Wednesday 

Columbia  University  P & S 

Columbia  Presbyterian  Medical  Center 

HEAD  AND  NECK  SURGERY 

JOHN  CONLEY,  M.D.,  and  Associates 

Write:  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate  Dean,  630  West 
168th  Street,  New  York,  N.Y.  10032. 


April  10  and  17,  1974 

4:00-5:00  p.m.,  Wednesdays 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  avenue 
Flushing 

Pediatric  Guest  Lectures 

April  10 

Perinatology 

LEON  MANN,  M.D. 

Nassau  County  Medical  Center 

April  17 

Neonatal  Intensive  Care 

RITA  HARPER,  M.D. 

Cornell  University  Medical  College 


WEDNESDAY,  APRIL  10 
Bronx  Pediatric  Society 

1 1 1 East  210th  Street 
Bronx 

RESIDENT  S NIGHT  AT  MONTEFIORE 
HOSPITAL 


7:30  p.m. 

New  York  Surgical  Society 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

Case  Report: 

The  High  Flyer — Survival  After  a 17  Story 
Fall 

KIRK  K.  KAZARIAN,  M.D.;  PRAFULL  V.  BOLE,  M.D.;  and 
WALTER  L.  MERSHEIMER,  M.D. 

Papers: 

1.  An  Analysis  of  62  Cases  of  Primary 
Gastric  Lymphoma 

D.  W.  KINNE,  A.  G.  HUVOS,  M.  J.  LACHER,  L. 

NISCE,  P.  SHERLOCK,  and  J.  G.  FORTNER,  M.D 's 

2.  Autogenous  Venous  Mesocaval  “H” 
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Grafts  in  the  Treatment  of  Portal 
Hypertension 

HOWARD  R.  NAY,  JOHN  G.  SULLIVAN,  and  HUGH 
F.  FITZPATRICK,  M.D.’s 

3.  Serum  Albumin  Changes  Secondary  to 
Sepsis 

MAXIMO  DEYSINE,  NEIL  LIEBLICH,  ROY 
RUBENSTEIN,  JANE  SCHERER,  (B.S.),  HENRY 
ISENBERG,  (Ph.D.),  and  ARTHUR  H.  AUFSES,  JR., 
M.D.’s 


THURSDAY,  APRIL  11 


8:00  p.m. 

The  Harvey  Society  in  affiliation  with  The  New 
York  Academy  of  Medicine 

Rockefeller  University 
York  Avenue  at  66th  Street 

MEMBRANES,  CELL  INTERACTIONS  AND 
TRANSPORT  BY  THE  INTESTINE 

KURT  ISSELBACHER,  M.D. 

Harvard  Medical  School 


April  15  / 19,  1974 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

A Five-Day  Course  on 

TYMPANOPLASTY 

Under  the  Direction  of:  ADOLPH  WOLFERMAN,  M.D. 
FEE:  $350 

Write:  Mrs.  Wendy  Perchick,  above  address 


WEDNESDAY,  APRIL  17 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 

1625  St.  Peters  Avenue,  Bronx 

MANAGEMENT  OF  OCCLUSIVE 
ARTERIAL  DISEASE 

HENRY  HAIMOVICI,  M.D. 

Montefiore  Hospital 

NO  FEE  CREDIT:  V/2  AAFP 


April  18  and  19,  1974 

9:00  a. m. -3:00  p.m.,  Thursday  and  Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

RETINAL  DETACHMENT  SURGERY 


if 


DAVID  B.  KARLIN,  M.D. 
Mount  Sinai  School  of  Medicine 

FEE:  $50 


April  18  and  19,  1974 

9:00  a m. -5:00  p.m.,  Thursday  and  Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

PEDIATRIC  AND  ADOLESCENT 
GYNECOLOGY 

ALBERT  ALTCHECK,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 

THURSDAY,  APRIL  18 

5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
210  East  64th  Street 

UNUSUAL  OCULOPLASTIC  CASES 

ROBERT  WILKENS,  M.D.,  Texas 

April  19  and  20,  1974 

9:30  a. m. -5:30  p.m.,  Friday  and  Saturday 

Institute  of  Forensic  Medicine  of  New  York 
University 

550  First  Avenue 

11th  Annual  Symposium  on 
FORENSIC  SCIENCES  1974 

MILTON  HELPERN,  M.D.,  Chairman 

Sponsored  by:  Office  of  Chief  Medical  Examiner,  City  of 

New  York  and  Department  of  Forensic  Medicine,  N.Y.U., 
Medical  Society  of  the  State  of  New  York,  The  New  York 
State  Department  of  Health  and  The  Dental  Society  of  the 
State  of  New  York 

Write:  Milton  Helpern,  M.D.,  above  address. 


April  22  / 25,  1974 
Department  of  Radiology,  Columbia 

University  P & S 
530  West  168th  Street 

RADIOLOGY  OF  THE 
GASTROINTESTINAL  TRACT 
(A  Systematic  Review  of  Gastrointestinal 
Radiology  plus  the  latest  in  New  Techniques 
and  Concepts) 

Mjest  Faculty  includes:  STANLEY  BAUM,  SCOTT  BOLEY, 
'HOMAS  BENEVENTANO,  ARTHUR  CLEMETT,  SIDNEY  COHEN, 
IOSEPH  FERRUCCI,  RICHARD  MARSHAK,  MORTON  MEYERS, 


HIROMI  SHINYA,  BERNARD  WOLF,  M.D.’s 

Faculty  from  Columbia  includes:  DAVID  BAKER,  WALTER 
BERDON,  WILLIAM  CAMPBELL.  WILLIAM  CASARELLA,  SHELBY 
GALLOWAY.  NATHAN  LANE.  JOHN  NOSHER,  RALPH 
SCHLAEGER,  PHILIP  SORABELLA,  WILLIAM  SEAMAN,  M.D.  s 

FEE:  $150  (Residents  $74) 

Contact:  Jose  M Ferrer,  M.D.,  Associate  Dean,  Post-Gradu- 
ate Education,  above  address. 

MONDAY,  APRIL  22 

1:00  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building,  4th  Floor  Lecture  Hall 
450  Clarkson  Avenue,  Brooklyn 

R Janet  Watson  Hematology  Lecture 

ERYTHROID  DIFFERENTIATION  IN 
MURINE  ERYTHROLEUKEMIA 

JOSEPH  LO  BUE,  Ph  D. 

New  York  University 

April  24  / 26,  1974 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

GRADUATE  COURSE  IN  OPHTHALMIC 
PLASTIC  SURGERY 

MARTIN  BODIAN,  M.D.,  Members  of  the  Staff  and  invited 
Guest  Speakers 

FEE:  $150  CREDIT:  24  Category  1 AMA 

Please  contact  Mr.  Vernon  Dressier,  Adm.,  at  the  above  ad- 
dress. 

April  24  / 26,  1974 

The  Behaviorial  Science  Department  of  the 
Institute  of  Rehabilitation  Medicine  at  N.Y.U. 
Medical  Center 

400  East  34th  Street 
4th  Annual  Course 

REMEDIAL  TECHNIQUES  FOR 
COGNITIVE  AND  PERCEPTUAL 
DIFFICULTIES  IN  BRAIN-DAMAGED 
PERSONS 

FEE:  $150 

Write:  Joseph  Goodgold,  M.D.,  above  address. 

WEDNESDAY,  APRIL  24 

8:30  p.m 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

VICTIMS  OF  VIOLENCE— THE 
PSYCHOLOGICAL  EFFECTS  AND  AFTER 
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EFFECTS 

MARTIN  SYMONDS,  M.D. 

Discussant: 

ABE  FENSTER,  Ph.D. 

John  Jay  College  of  Criminal  Justice 


April  26  / 30,  1974 

9:00  a. m. -5:00  p.m.,  Friday  / Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

CELL  PATHOLOGY  AND  SYSTEMIC 
NUCLEAR  MALIGNANCY  ASSOCIATED 
CHANGES  (MAC) 

HERBERT  E.  NIEBURGS,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200 


SATURDAY,  APRIL  27 


9:00  a. m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

PSYCHOTHERAPY  OF  THE  ELDERLY 

ALVIN  I.  GOLDFARB,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


April  29  / May  2,  1974 

8:00  a.m.-5:00  p.m.,  Monday  / Thursday 

Albert  Einstein  College  of  Medicine 

Waldorf-Astoria  Hotel 
Park  Avenue  and  50th  Street 

Nuclear  Medicine  Symposium 

NUCLEAR  MEDICINE— 1974 
(Complete  Post  Graduate  Course  in  Nuclear 
Medicine;  including  workshops) 

FEE:  $175  ($75  for  residents  and  technicians) 

CREDIT:  24  hours  towards  AMA  physicians  recognition 
award. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine,  starting  January  1st,  1974. 


BUFFALO  AREA 


April  4 / 25,  1974 


7:30-9:30  p.m.,  Thursdays 


State  University  of  New  York  at  Buffalo 


School  of  Medicine — Continuing  Medical  Education 
Heart  Association  of  Western  New  York 
Sisters  of  Charity  Hospital 
Palmer  Hall 

CLINICS  IN  THE  PHYSICAL 

EXAMINATION  OF  THE  CARDIAC 

PATIENT  AND  ARRHYTHMIA 

WORKSHOPS 

April  4 

Auscultation — Systolic  Ejection  Murmurs 
Definition  and  Recognition 
The  Innocent  Murmur 
The  ASD  Murmur 
Arrhythmias 

April  18 

Auscultation — Systolic  Ejection  Murmurs 
The  Aortic  Systolic  Murmur  in  the  Elderly 
The  Aortic  Stenosis  Murmur 
Valvular 

Hypertrophic  Subaortic  Stenosis 
The  Pulmonary  Stenosis  Murmur 
(Effect  of  Amyl  Nitrite) 

Arrhythmias 

April  25 

Auscultation — Systolic  Regurgitant  Murmur 
Rheumatic  Mitral 
Papillary  Muscle 
Ruptured  Chordae  Murmurs 
Ballooned  Valves 
The  VSD  Murmur 
Arrhythmias 

Faculty:  JULES  CONSTANT,  DAVID  C.  DEAN,  ROBERT 

M.  KOHN,  MILFORD  C.  MALONEY,  PHILIP  D.  MOREY, 

M.D.'s 


School  of  Medicine 

State  University  of  New  York  at  Buffalo 

Schedule  for  April  and  May 

April  3/5 
Laparoscopy 

April  26 

Control  of  Behavior 

May  3 & 4 

Ophthalmology 

May  9 (College  of  Surgeons) 
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Difficult  Problems  in  the  Management  of 
Human  Shock  and  Trauma 

May  10  & 11 

UB  Alumni  Spring  Clinical  Days: 

37th  Annual  Program 

May  14  & 15 

Fetal  Intensive  Care:  High  Risk  Pregnancy 
and  Fetal  Monitoring 

May  16 

The  Problem-Oriented  Medical  Record  in 
Office  Practice 

May  17  & 18 

Current  Trends  in  Primary  Health  Care: 

53rd  Annual  Program 

May  23  & 24 

Office  Surgery  for  the  Pediatrician  and 
Family  Physician 

Contact:  Continuing  Medical  Education,  2211  Main  Street, 

Buffalo,  N Y.  13214.  Tel.  716/831-5526. 


TELEPHONE  LECTURE  NETWORK 


Programs  on  the  Telephone  Lecture  Network  of 
Ihe  Lakes  Area  Regional  Medical  Program 

The  Program  in  Continuing  Medical  Education  sponsors  The 
^ysicians  General  Interest  Series  of  programs  broadcast  on  the 
Telephone  Lecture  Network  of  the  Lakes  Area  Regional  Medical 
Program.  The  Network  reaches  hospitals  and  other  facilities  in 
he  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chautauqua, 
Cattaraugus,  Allegany  and  Steuben  in  New  York  State  and  the 
:ounties  of  Erie,  McKean  and  Crawford  in  the  Commonwealth  of 
’ennsylvania.  Currently  the  Network  also  reaches  some  hospi- 
als  in  the  peninsula  area  of  Ontario. 

The  Physicians  Series  is  presented  at  11:30  on  Tuesdays, 
'he  series  started  January  8. 

A monthly  series  of  programs  on  Cancer  sponsored  by  the  Ro- 
well Park  Memorial  Institute  is  presented  the  third  Wednesday  of 
>ach  month  under  the  direction  of  Dr.  Gerald  P.  Murphy.  The  se- 
ies  started  January  16. 


’receptorships 

General 

Preceptorships  arranged  on  request  are  available  in  a wide  va- 
ety  of  fields  including  anesthesiology,  dermatology,  family  medi- 
ine,  fiberoptic  gastrointestinal  endoscopy,  general  surgery, 
ynecology-obstetrics,  nuclear  medicine,  ophthalmology,  ortho- 
edics,  otolaryngology,  radiology,  psychiatry,  urology  and  pediat- 
c urology. 

Those  interested  should  write  to  Continuing  Medical  Education 
dicating  their  field  of  interest,  time  available  for  study,  preferred 
ates  and  phone  number.  A faculty  member  skilled  in  the  topic 
ill  then  contact  the  applicant  directly  to  arrange  a mutually  sat- 
factory  schedule. 

receptorship  in  Clinical  Cardiology 


A more  intensive  preceptorship  is  offered  in  cardiology  with 
emphasis  on  the  cardiac  patient,  electrocardiography  and  the 
management  of  patients  with  heart  disease,  including  acute  cor- 
onary care. 

This  program,  for  which  there  is  a fee  of  $10.00  a day  or 
$200.00  a month,  is  directed  by  Dr  Jules  Constant,  of  the  Buffa- 
lo General  Hospital. 

For  information  on  the  above  preceptorships,  write: 

Continuing  Medical  Education 
2211  Main  Street 
Buffalo,  New  York  14214 


NIAGARA  COUNTY 


SATURDAY,  MARCH  30 

Niagara  Falls  Academy  of  Medicine 

International  Convention  Center 
Niagara  Falls 

ONE  DAY  PROGRAM  ON  INFECTIONS 

Speakers  include  the  following: 

GEORGE  A.  PANKEY,  M.D. 

Ochsner  Clinic,  New  Orleans,  La. 

JOSEPH  MICHAEL  LETTERI,  M.D. 

Nassau  County  Medical  Center, 

East  Meadow,  New  York 
STUART  LEVIN,  M.D. 

Rush  Medical  College,  Chicago,  III. 

CHIEN  LIU,  M.D. 

University  of  Kansas,  School  of  Medicine 
MARTIN  E.  PLAUT,  M.D. 

Buffalo  General  Hospital 

Attendance  at  the  Niagara  Falls  Academy  of  Medicine  28th 
Annual  Clinic  Day  has  regularly  been  approved  for  credit  by 
the  American  Academy  of  Family  Physicians.  Registration 
and  program  information  may  be  obtained  from  Niagara  Falls 
Academy  of  Medicine,  530 — 12th  Street,  Niagara  Falls,  N Y. 
14301.  Tel.  716/284-2895. 


NASSAU  COUNTY 


MONDAY,  APRIL  22 

All  Day 

The  Long  Island  Ophthalmological  Society 

Nassau  County  Medical  Center 
Meadowbrook  Hospital 
East  Meadow 

CLINICAL  CONFERENCE  ON  OCULAR 
TRAUMA 

Honorary  Chairman: 

WENDELL  HUGHES,  M.D. 

Guest  Speakers  include: 

ARTHUR  DeVOE,  BYRON  SMITH,  STEPHEN  TROKEL, 
JACKSON  COLEMAN,  NATHANIEL  BRONSON,  CLAS 
DOHLMAN  and  CHARLES  SCHEPENS,  M.D.'s. 
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FEES:  $25  Non-Members 

20  Members 

(In  addition  to  the  all  day  meeting,  a dinner  meeting  is  planned 
at  Carl  Hopple’s  Restaurant  in  Westbury  on  Jericho  Turnpike 
at  5:30  p.m.  Dr.  Arthur  DeVoe  will  be  the  speaker.  An  addi- 
tional charge  of  $15  will  be  requested  of  non-members.) 

Contact:  M.  G.  Bruno,  M.D.,  737  Front  Street,  Hempstead, 

N.Y.  11550. 


OTSEGO,  CHENANGO  AND 
DELAWARE  COUNTIES 


TUESDAY,  APRIL  30 


8:30  a.m. 

American  Cancer  Society 

Otsego,  Chenango  and  Delaware  County  Units  and  the  N.Y. 
State  Department  of  Health,  Cancer  Control  Bureau 
Holiday  Inn 
Oneonta 

LYMPHOMAS  TODAY 

Speakers  will  be  from  the  University  of  Rochester  School  of 
Medicine  and  Roswell  Park  Memorial  Institute,  Buffalo 

FEE:  $4.50  (includes  luncheon) 

Write  or  Phone:  Marylyn  Tenney,  Ex.  Dir.,  Otsego  County 

Unit,  5 Elm  Street,  Oneonfa,  N.Y.  13820.  607/432-1871. 


ROCHESTER  AREA 


April  4 / 6,  1974 

American  Society  for  Colposcopy  and 
Colpomicroscopy 

Highland  Hospital  and  the  University  of  Rochester  School  of 
Medicine 

BASIC  COLPOSCOPY  COURSE 

All  inquiries  should  be  addressed  to:  George  C.  Trombetta, 
M.D.,  Highland  Hospital,  Rochester,  New  York  14620 


WESTCHESTER  COUNTY 


‘THURSDAY,  FEBRUARY  21 


2:00-5:30  p.m. 

Grasslands  Hospital 

Eastview  Hall 


COMPLICATIONS  OF  DIABETES 
MELLITUS— MECHANISMS  AND 
TREATMENT 


Moderator: 


2. 


BARRY  M.  SEGAL,  M.D. 

New  York  Medical  College 

1.  Diabetic  Neuropathy 

MAX  ELLENBERG,  M.D. 

New  York  Medical  College 

Pathogenesis  of  Early  Diabetic 
Microangiopathy 

RAFAEL  A.  CAMERINI-DAVALOS,  M.D. 

New  York  Medical  College 

Newer  Concepts  Relating  Diabetic 
Control  to  the  Development  of  Vascular 
Disease 


3. 


HAROLD  RIFKIN,  M.D. 

Albert  Einstein  College  of  Medicine 


4. 


New  Therapeutic  Approaches  in  Diabetic 
Retinopathy 

FRANCIS  L’ESPERANCE,  M.D. 

Columbia  University  P & S 


Evening  Session — 8:30  p.m.  at  Carl  & Lily  Pforzheimer  Building, 
Purchase 


DIFFERENTIATION  OF  BETA  CELLS  IN 
ORGAN  CULTURE  AND  THEIR 
TRANSPLANTATION  (An  Approach  to  the 
Treatment  of  Diabetes) 


ARNOLD  LAZAROW,  M.D. 
University  of  Minnesota 


'We  regret  that  the  notice  of  this  meeting  was  received  too 
late  to  be  included  in  the  February  issue  of  “What  Goes  On.” 
We  publish  it  as  information  only. 


EVENTS  RECEIVED  AFTER 
DEADLINE 


MONDAY,  MARCH  25 


1:00-5:00  p.m. 

The  Institute  of  Forensic  Medicine  of  N.Y.U. 
and  the  City  of  New  York 

550  First  Avenue 


r 


Symposium  on 

THE  HEMODYNAMIC  BASIS  OF 
ATHEROSCLEROSIS 


I 


Write:  Meyer  Texon,  M.D.,  Chm.,  Symposium,  Institute  o 

Forensic  Medicine,  520  First  Avenue,  New  York,  N.Y.  10006. 


MONDAY,  MARCH  25 


4:00  p.m. 

The  Mount  Sinai  School  of  Medicine 


Uni 

til 

Jt 

ita 


Guggenheim  Hall  Auditorium 
5 East  98th  Street 


Oncology  Seminar 
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PLASMA  CELL  MYELOMA:  THE  EFFECT 
OF  CHEMOTHERAPY  ON  THE  COURSE 
OF  THE  DISEASE 

PROFESSOR  DANIEL  E.  BERGSAGEL 
University  of  Toronto 


March  25  / June  30,  1974 
French  and  Polyclinic  Medical  School 

The  Postgraduate  Medical  School 
48 1 Eighth  Avenue 

CLINICAL  MEDICINE  CURRICULUM 

NOTE:  This  course  is  primarily  intended  for  candidates  for 
ECFMG,  State  Board  and  FLEX  examinations. 

Contact  the  Dean,  at  the  above  address. 


FRIDAY,  MARCH  29 

8:30  p.m. 

The  Annual  William  S.  Paley  Lecture  of  The 
New  York  Hospital-Cornell  Medical  Center 

Caspary  Auditorium 
Rockefeller  University 
York  Avenue  at  66th  Street 

SCIENTIFIC  METHOD  IN  SCIENCE  AND 
CLINICAL  MEDICINE 

SIR  PETER  MEDAWAR,  F.R.S. 

The  Medical  Public  is  Invited. 


April  2 / 25,  1974 
Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

April  2 — 10:00- 1 1:00  a.m. 

Purine  Metabolism  and  Gout 

HERBERT  DIAMOND,  M.D. 

Downstate  Medical  Center 

April  5— 10:30- 1 1:30  a.m. 

Understamd  PC02’s  and  Acid  Base  Therapy 

HERBERT  GOLDMAN.  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

April  10-11:00-12:00  a.m. 

Anomaly  of  Autosomal  Chromosomes 

CARLO  VALENTI,  M.D. 

Downstate  Medical  Center 


April  11-8:45-9:45  a.m. 

Cushings  Syndrome 

ANNE  CARTER.  M.D. 

Downstate  Medical  Center 

April  17-10:00-11:00  a.m. 

Choice  of  Antibiotics  in  Treatment  of 
Infection 

STEPHEN  J.  SELIGMAN.  M.D. 

Downstate  Medical  Center 

April  18 — 8:45  / 9:45  a.m. 

Pituitary  Functions 

ANNE  CARTER.  M.D. 

April  25 — 8:45-9:45  a.m. 

Treatment  of  Breast  Carcinoma 

ANNE  CARTER,  M.D. 


April  8 / 29,  1974 

3:30  p.m  , Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

April  8 

Breast  Carcinoma 

MANUEL  OCHOA,  JR.,  M.D. 

Memorial  Hospital 

April  15 

Myasthenia  Gravis 

GABRIEL  GENKINS,  M.D. 

The  Mount  Sinai  Hospital 

April  22 

Acute  Renal  Failure 

RICHARD  STEIN,  M.D. 

Bronx  VA  Hospital 

April  29 

Recent  Advances  in  Rheumatoid  Arthritis 

HARRY  SPIERA,  M.D. 

The  Mount  Sinai  Hospital 


THURSDAY,  APRIL  18 

3:00-4:30  p.m. 

Long  Island  Jewish-Hillside  Medical  Center 

Lecture  Room  20 IB 
New  Hyde  Park 

Surgical  Conference 

FLEXOR  TENDON  INJURIES  OF  THE 
HAND 
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RICHARD  J.  SMITH,  M.D. 
Harvard  Medical  School 


11.  Differential  Diagnosis  of  the  White  Pupil 

WILLIAM  TASMAN,  M.D. 

9:00  a.m.-12:00  noon — Otolaryngology 

Classification  of  Oral  Carcinoma  Poly- 
Tomography  of  the  Temporal  Bone  Thyroid 
Carcinoma 

ALI  AGARABI,  M.D.,  Moderator 

FEES:  $35  (includes  lunch) 

50  per  couple  for  Dinner 

Please  contact:  Mrs.  Ruth  Pattenden,  29  Greene  Avenue, 
Brooklyn,  N.Y.  11238 


SATURDAY,  APRIL  27 

Brooklyn  Eye  and  Ear  Hospital  Alumni 
Association 

International  Hotel 
Kennedy  Airport 
Jamaica 

23rd  Annual  Scientific  Session  and  Dinner  Dance 

9:00  a.m.-12:00  noon — Ophthalmology 
Medical  Diseases  of  the  Posterior  Segment 

MARVIN  F.  KRAUSHAR,  M.D.,  Moderator 

1.  Senile  Macular  Degeneration 

THOMAS  M.  AABERG,  M.D. 

2.  Central  Serous  Retinopathy 

WILLIAM  H.  ANNESLEY,  JR.,  M.D. 

3.  Diagnosis  and  Management  of  Optic 
Nerve  Disease 

MYLES  M.  BEHRENS,  M.D. 

4.  Diagnosis  and  Treatment  of  Retinal 
Venous  Occlusion 

ISAAC  BONIUK,  M.D. 

5.  Ophthalmoscopic  Manifestations  of 
Metabolic  Disorders 

HAROLD  F.  FALLS,  M.D. 

6.  Diagnosis  and  Treatment  of  Diseases  of 
the  Choroid 

TIBOR  G.  FARKAS,  M.D. 

7.  Differential  Diagnosis  of  Posterior 
Segment  Masses 

FRED  GOTTLIEB,  M.D. 

8.  Diagnosis  and  Treatment  of  Retinal 
Arterial  Occlusive  Disease 

ROBERT  W.  HOLLENHORST,  M.D. 

9.  Diagnosis  and  Treatment  of 
Toxoplasmosis 

DAVID  L.  KNOX,  M.D. 

10.  Simplified  Binocular  Indirect 
Ophthalmoscopy 

MARVIN  F.  KRAUSHAR,  M.D. 


SUFFOLK  COUNTY 


April  4 and  5,  1974 
South  Oaks  Hospital 

Amityville 

THE  EMOTIONALLY  TROUBLED 
EMPLOYEE— INDUSTRY’S  CHALLENGE 
(two-day  conference) 

8:30-4:00  p.m.,  Thursday 

1.  Labor  Looks  at  the  Emotionally  Troubled 
Employee 

MR.  GERALD  R.  WATERS,  SR. 

Central  Labor  Rehabilitation  Council  of  New  York 

2.  Industry  Looks  at  the  Emotionally 
Troubled  Employee 

MR.  JOHN  L.  FLEMING 
Aluminum  Company  of  America 

3.  The  Psychiatrist  Looks  at  the  Emotionally 
Troubled  Employee 

ALAN  A.  McLEAN,  M.D. 

International  Business  Machines  Corp. 

4.  The  Medical  World  Looks  at  the 
Emotionally  Troubled  Employee 

GERALD  D.  DORMAN,  M.D.,  Past  President 
American  Medical  Association 

5.  Luncheon  Address 

THE  HON.  RALPH  G.  CASO 
Nassau  County  Executive 

6.  Panel  Discussions 
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9:15  a. m. -6:00  p.m.,  Friday 

1.  Government  Looks  at  the  Emotionally 
Troubled  Employee 

THE  HON  RICHARD  F.  SCHUBERT 
Under  Secretary  of  Labor 
Washington,  D C. 

2.  The  Status  of  Third  Party  Payment  for 
Emotionally  Troubled  Employees 

MR.  MELVIN  HERMAN 
National  Association  of  Private 
Psychiatric  Hospitals 

3.  The  Psychiatric  Hospital  Looks  at  the 
Emotionally  Troubled  Employee 

J.  MARTIN  MYERS.  M.D. 

Institute  of  the  Pennsylvania  Hospital 

4.  The  Academic  World  Looks  at  the 
Emotionally  Troubled  Employee 

MR  SANFORD  LENZ 
Cornell  University  School  of 
Industrial  and  Labor  Relations 

5.  Closing  Remarks 

STANLEY  F.  YOLLES.  M.D. 

State  University  of  New  York 
at  Stony  Brook 

6.  Luncheon  Address 

THE  HON.  JOHN  V,  N.  KLEIN 
Suffolk  County  Executive 

7.  Panel  Discussions 


:UTURE  EVENTS 


Way  2 / June  6,  1974 

5:00-6:30  p.m.,  Thursdays 

"he  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

he  Mount  Sinai  Medical  Center 

IMMUNOLOGY  IN  CLINICAL  PRACTICE 

HARRY  SPIERA,  M.D. 

Mount  Sinai  School  of  Medicine 
FEE:  $50 


lay  6 / May  10,  1974 

9:00  a. m. -5:00  p.m. 

ong  Island  Jewish-Hillside  Medical  Center 

ueens  Hospital  Center 
irnaica 


A REFRESHER  COURSE  IN  RADIATION 
THERAPY  AND  PHYSICS 

FEES:  $150  (includes  luncheons) 

100  for  Residents  (with  letters  of  certification  from  Director) 

Please  apply  to:  Jan  J.  Smulewicz,  M.D.,  Dir.,  Department  of 
Radiology,  Queens  Hospital  Center  Affilitate/LIJ-HMC,  82-68 
164th  Street,  Jamaica,  N Y.  11432. 


May  8 and  9,  1974 

New  York  Eye  and  Ear  Infirmary 

Marriott's  Essex  House 

47th  ANNUAL  CLINICAL  CONFERENCE- 
OPHTHALMOLOGY— 1974 

Topics: 

1.  Pharmacology 

2.  Traumatic  Lesions  and  Tumors  of  the 
Orbit 

3.  Pitfalls  and  Innovations  in  Surgery 

4.  Lesions  of  the  Optic  Nerve 

5.  Vitreous  Surgery 

6.  Valuable  Techniques  in  Muscle  Re- 
Operations 

7.  Genetics 

8.  “How  I Do  It”  Clinic 

FEE:  $100  (includes  luncheon) 

25  for  Residents 

Please  write:  Jane  Stark,  Conference  Registrar,  New  York 
Eye  and  Ear  Infirmary,  310  East  14th  Street,  New  York,  N.Y. 
10003. 


BUFFALO  FUTURE  EVENT 


May  3 and  4,  1974 

Department  of  Ophthalmology, 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 

Statler  Hilton  Hotel 

Buffalo 

OPHTHALMOLOGY 

FEE:  $50 

Please  contact:  Continuing  Medical  Education,  2211  Main 
Street,  Buffalo,  N.Y.  14214.  Tel.  716/831-5526. 
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SUFFOLK  COUNTY  FUTURE  EVENT 


THURSDAY,  MAY  2 

9:00  a.m. 

South  Oaks  Foundation 

Amityville,  Long  Island 

SOULS  AND  PSYCHES— 

ARE  MINISTERS  TO  BOTH  IN 
OPPOSITION? 

(Clergymen  and  Mental  Health  Professionals 
frankly  discuss  how  they  view  each  other) 


PHYSICIANS’  PLACEMENT 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunities  for  private  referrals  from  Pediatric  staff. 

CONTACT:  GERALD  M.  BLUM,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel.  212/240- 
1701. 


SWAN  LAKE,  N.Y.,  Catskill  area.  Camp  physician  needed  for 
July  and  August  1974. 

CONTACT:  Mr.  Stanley  Rubin,  1728  James  Street,  Merrick, 

N.Y.  11566.  Tel.  516/FR  8-4730,  or  212/895-3937. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area.  Village  Health  Officer  and  School  Physician  posi- 
tions open. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of  Rush- 
ford,  RFD  3,  Cuba,  N.Y.  14727.  Tel.  716/437-2768. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 

9W,  Saugerties,  N.Y.  12477.  Tel.  914/246-4551. 


SIDNEY,  N.Y.,  Delaware  County,  is  recruiting  physicians  for  out- 
patient clinic. 

CONTACT:  Mr.  Edwin  B.  Watson,  The  Hospital,  Pearl  Street, 

Sidney,  N.Y.  13838.  Tel.  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  General  Practitioner,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  F.  Fisher,  D.D.S.,  Adm.,  Myers  Community 

Hospital,  Sodus,  N.Y.  14551.  Tel.  315/483-9161. 


STANFORDVILLE,  N.Y.,  Dutchess  County,  needs  a Family  Physi- 
cian. 

CONTACT:  Walter  G.  Thorpe,  Stanfordville,  N.Y.  12581.  Tel. 

914/266-5542. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  Tel.  315/848-2428  ...  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel.  315/848-3551. 


SUFFOLK  COUNTY,  N.Y.  (Long  Island).  Qualified  Family 

Physicians.  Openings  in  solo,  group;  or  in  association  and/or 
partnership  with  established  family  physicians. 

CONTACT:  Herman  Saltz,  M.D.,  Pres.,  Suffolk  County  Chapter 
of  AAFP,  333  Main  Street,  Northport,  N.Y.  11768.  Tel.  516/ 
AN  1-5566. 


SYRACUSE,  N.Y.,  Onondaga  County.  Expanding  group  needs 
Board  Cert/Elig.  Anesthetist. 

CONTACT:  John  Bertrand,  M.D.,  Crouse  Irving  Memorial 
Hospital,  736  Irving  Avenue,  Syracuse,  N.Y.  13210.  Tel. 
315/476-6611. 


SYRACUSE,  N.Y.,  Onondaga  County.  Neighborhood  Health 
Center  needs  one  Internist  or  Generalist  for  adult  medicine. 

CONTACT:  Robert  E.  Long,  M.D.,  819  So.  Salina  Street, 
Syracuse,  N.Y.  13202.  Tel.  315/476-7921. 


UTICA,  N.Y.,  Oneida  County,  needs  F.P.’s,  Pediatricians  and 
Internists. 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 
Utica,  N.Y.  13502. 


WALTON,  N.Y.,  Catskill  Mountain  area.  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel.  607/856-4101. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon  and 
Urologist. 

CONTACT:  Mr.  William  H.  Ransom  III,  Chief  of  Recruiting,  Tioga 
General  Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  Tel. 
607/565-2861. 
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The  kx  tnat  says 
*‘A  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  aosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. ..yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster”  nor  a " hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower  Its  gentle  daytime  sedative  action  is  often 
all  that  s needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

‘Based  on  surveys  of  average  dally  prescription  costs. 


Butiisol 

(SODIUM  BUTABARBITAL) 


SODIUM' 


| Me  NEIL  | 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © mcn  1971 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as;  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 
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the  more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
ally maintained  with  nocardiac 
acceleration,'  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Some  patients  on  continuous 
methyldopa  therapy  may  de- 
velop a positive  direct  Coombs 
test.  For  more  details,  see  the 
brief  summary  of  prescribing 
information. 

Contraindicated  in  active  he- 
patic disease  and  known  sensi- 
tivity to  the  drug.  Not  recom- 
mended in  pheochromocytoma 
or  pregnancy.  It  should  be  used 
with  caution  in  patients  with  a 
history  of  liver  disease  or  dys- 
function. Discontinue  the  drug 
if  fever,  abnormal  liver  func- 
tion, jaundice,  or  acquired 
hemolytic  anemia  occurs. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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In  most  cases  of 

sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  known  sen- 
sitivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  Acquired  hemolytic  anemia  has  occurred 
rarely  in  association  with  therapy  with  methyldopa. 
Should  clinical  symptoms  indicate  the  possibility 
of  anemia,  hemoglobin  and/or  hematocrit  deter- 
minations should  be  performed.  If  anemia  is  pres- 
ent, appropriate  laboratory  studies  should  be  done 
to  determine  if  hemolysis  is  present.  Evidence 
of  hemolytic  anemia  is  an  indication  for  discontin- 
uation of  the  drug.  Discontinuation  of  methyldopa 
alone  or  the  initiation  of  adrenocortical  steroids 
usually  results  in  a prompt  remission  of  the  ane- 
mia. Rarely,  however,  fatalities  have  occurred. 

Some  patients  on  continued  therapy  with  methyl- 
dopa develop  a positive  direct  Coombs  test;  inci- 
dence reported  has  averaged  between  10%  and 
20%.  It  rarely  occurs  in  first  six  months  of  ther- 
apy, and  if  not  seen  within  twelve  months,  is  un- 
likely to  develop  with  continued  administration. 
Positive  Coombs  test  is  dose-related;  lowest  in- 
cidence occurs  in  patients  on  1 g methyldopa  or 
less  per  day.  Reversal  of  the  positive  Coombs  test 
occurs  within  weeks  to  months  after  discontinua- 
tion of  methyldopa.  Prior  knowledge  of  a positive 
Coombs  reaction  aids  in  evaluation  of  cross  match 
for  transfusions.  Patients  with  positive  Coombs 
tests  at  time  of  cross  match  may  exhibit  incom- 
patible minor  cross  match.  When  this  occurs,  an 
indirect  Coombs  test  should  be  performed.  If  nega- 
tive, transfusion  with  blood  otherwise  compatible 
in  the  major  cross  match  may  be  carried  out.  If 
positive,  advisability  of  transfusion  with  blood 
compatible  in  major  cross  match  should  be  deter- 
mined by  hematologist  or  expert  in  transfusion 
problems. 

Fever  has  occurred  within  first  three  weeks  of  ther- 
apy, sometimes  with  eosinophilia  or  abnormalities 
in  liver  function  tests,  such  as  serum  alkaline 
phosphatase,  serum  transaminases  (SGOT,  SGPT), 
bilirubin,  cephalin  cholesterol  flocculation,  pro- 
thrombin time,  and  bromsulphalein  retention.  Jaun- 
dice, with  or  without  fever,  may  occur,  with  onset 
usually  in  the  first  two  to  three  months  of  therapy. 
Rare  cases  of  fatal  hepatic  necrosis  have  been  re- 
ported. Liver  biopsy  in  several  patients  with  liver 
dysfunction  has  shown  microscopic  focal  necrosis 
compatible  with  drug  hypersensitivity.  Rarely,  re- 
versible reduction  in  leukocyte  count  with  primary 
effect  on  granulocytes  has  been  seen;  reversible 
agranulocytosis  has  been  reported.  Methyldopa 
may  interfere  with  measurement  of  creatinine  by 
alkaline  picrate  method  and  of  uric  acid  by  phos- 
photungstate  method.  When  used  with  other  anti- 
hypertensive drugs,  potentiation  of  antihyperten- 
sive action  may  occur. 

Usage  in  Pregnancy  and  Childbearing  xl^e-Not 


recommended  in  pregnancy.  In  women  of  child- 
bearing age,  weigh  potential  benefits  against  pos- 
sible fetal  hazards. 

Precautions:  Perform  periodic  hepatic  function 
tests  and  white  cell  and  differential  blood  counts 
during  first  six  to  twelve  weeks  of  therapy  or  in 
unexplained  fever.  Discontinue  if  fever,  abnormal- 
ities in  liver  function  tests,  or  jaundice  appears. 
Since  methyldopa  causes  fluorescence  in  urine  sam- 
ples at  the  same  wavelengths  as  catecholamines, 
spuriously  high  levels  of  urinary  catecholamines 
may  be  reported.  This  will  interfere  with  the  diag- 
nosis of  pheochromocytoma.  Discontinue  drug  if 
involuntary  choreoathetotic  movements  occur  in 
patients  with  severe  bilateral  cerebrovascular  dis- 
ease. Anesthetics  requirements  may  be  reduced; 
hypotension  occurring  during  anesthesia  usually 
can  be  controlled  with  vasopressors.  Hypertension 
may  occur  after  dialysis  because  methyldopa  is 
removed  by  this  procedure. 

Dosage  should  be  limited  initially  to  500  mg  daily 
when  following  previous  antihypertensive  agents 
other  than  thiazides.  Do  not  exceed  recommended 
daily  dose  of  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sen- 
sitivity in  those  with  advanced  arteriosclerotic 
vascular  disease;  this  may  be  avoided  by  lower 
doses.  Tolerance  occasionally  seen  either  early  or 
late,  but  more  likely  between  second  and  third 
month  after  initiation  of  therapy;  increased  dos- 
age or  combined  therapy  with  a thiazide  frequently 
restores  effective  control. 

Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure, including  dizziness,  lightheadedness,  and 
symptoms  of  cerebrovascular  insufficiency,  are 
seen  occasionally.  Angina  pectoris  may  be  aggra- 
vated. Symptoms  of  orthostatic  and  exercise  hypo- 
tension may  occur;  if  symptoms  occur,  reduce 
dosage.  Bradycardia,  nasal  stuffiness,  mild  dry- 
ness of  mouth,  and  gastrointestinal  symptoms  in- 
cluding distension,  constipation,  flatus,  and  diarrhea 
occur  occasionally;  these  can  be  relieved  by  reduc- 
ing dosage.  Nausea  and  vomiting  have  been  re- 
ported in  only  a few  patients.  Sore  tongue  or 
“black  tongue,’’  pancreatitis,  and  inflammation 
of  salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  Rarely,  urine  ex- 
posed to  air  may  darken  due  to  breakdown  of 
methyldopa  or  its  metabolites.  Other  rare  reac- 
tions include  breast  enlargement,  lactation,  impo- 
tence, decreased  libido,  skin  rash,  mild  arthralgia, 
myalgia,  paresthesias,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression,  reversible  thrombocyto- 
penia, drug-related  fever  and  abnormal  liver  func- 
tion studies  with  jaundice  and  hepatocellular 
damage  (see  Warnings  and  Precautions),  rise  in 
BUN,  and  a single  case  of  bilateral  Bell's  palsy. 

Supplied:  Tablets,  containing  250  mg  methyldopa 
each,  in  single-unit  packages  of  100  and  bottles 
of  100  and  1000. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC., 
West  Point,  Pa.  19486 
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Let's  make 
blood  pressure 
“required 
reading” 
for  all 
physicians. 


With  recent  estimates  that  about 
23  million  Americans  have  high 
blood  pressure— and  that  half  of 
them  are  not  even  aware  of  it— 
detection  of  the  problem  in 
asymptomatic  persons  has  be- 
come an  issue  of  national 
importance. 

Family  physicians  are  being 
urged  to  take  blood  pressure 
readings  as  a matter  of  office 
routine,  regardless  of  the  pre- 
senting complaint  or  the  reason 
for  the  visit.  And  because  many 
people  do  not  see  a family 
physician  for  relatively  long 
periods  of  time,  some  experts 
are  suggesting  that  ophthalmolo- 
gists, gynecologists,  derma- 
tologists, orthopedists,  psy- 
chiatrists, dentists,  school 
nurses,  family  planning  coun- 
selors, and  other  health-care 
personnel  make  blood  pressure 
reading  a routine  part  of  every 
examination  or  consultation. 

Of  course,  a diagnosis  of  hyper- 
tension cannot  be  made  on  the 
basis  of  a single  reading,  but 
routine  blood  pressure  readings 
can  uncover  potential  trouble  in 
a certain  proportion  of  patients. 
Ahd  when  trouble  is  suggested, 
further  evaluation  can  be  pur- 
sued more  effectively. 


Blood  pressure - 
“required  reading’' 
for  all  physicians. 
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T.  Breckenridge,  M.D. 
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introducing 

B-complex  with  C 

an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 


Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 


DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

FLORAL  PARK,  NEW  YORK  11001 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
neart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
xlema;  edema  resistant  to  other  diuretic  therapy. 
Mso.  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
xitassium.  Hypersensitivity  to  either  com- 
x>nent.  Continued  use  in  progressive  renal  or 
lepatic  dysfunction  or  developing  hyperkalemia. 
Varnings:  Do  not  use  dietary  potassium  supple- 
nents  or  potassium  salts  unless  hypokalemia 
fevelops  or  dietary  potassium  intake  is  markedly 
mpaired.  Enteric-coated  potassium  salts  may 
;ause  small  bowel  stenosis  with  or  without 
dceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
aeen  reported  in  4%  of  patients  under  60  years, 
n 12%  of  patients  over  60  years,  and  in  less 
han  8%  of  patients  overall.  Rarely,  cases  have 
aeen  associated  with  cardiac  irregularities. 
\ccordingly.  check  serum  potassium  during 
herapy,  particularly  in  patients  with  suspected 
>r  confirmed  renal  insufficiency  (e.g..  elderly  or 
liabetics).  If  hyperkalemia  develops,  substitute 
i thiazide  alone.  If  spironolactone  is  used 
oncomitantly  with  ‘Dyazide!  check  serum 
0 totassium  frequently — both  can  cause  potassium 
etention  and  sometimes  hyperkalemia.  Two 
leaths  have  been  reported  in  patients  on  such 
ombined  therapy  (in  one.  recommended 
losage  was  exceeded;  in  the  other,  serum  elec- 
rolytes  were  not  properly  monitored).  Observe 
latients  on  Dyazide’  regularly  for  possible 
>lood  dyscrasias,  liver  damage  or  other  idio- 
it  yncratic  reactions.  Blood  dyscrasias  have  been 
eported  in  patients  receiving  Dyrenium 
triamterene.  SK&F).  Rarely,  leukopenia. 
3/jhrombocytopenia.  agranulocytosis,  and  aplastic 
if  nemia  have  been  reported  with  the  thiazides. 
Vatch  for  signs  of  impending  coma  in  acutely 
11  cirrhotics.  Thiazides  are  reported  to  cross  the 
ilaeental  barrier  and  appear  in  breast  milk. 

Tiis  may  result  in  fetal  or  neonatal  hvperbili- 
^ ubinemia.  thrombocytopenia,  altered  carbo- 
£ vdrate  metabolism  and  possibly  other  adverse 
eactions  that  have  occurred  in  the  adult.  When 
sed  during  pregnancy  or  in  women  who  might 
0.  ear  children,  weigh  potential  benefits  against 
ossible  hazards  to  fetus. 

'recautions:  Do  periodic  serum  electrolyte  and 
laft-iUN  determinations.  Do  periodic  hematologic 
tudies  in  cirrhotics  with  splenomegaly.  Anti- 
ypertensive  effects  may  be  enhanced  in  post- 
- ympathectomy  patients.  The  following  may 
ccur:  hyperuricemia  and  gout,  reversible 
^itrogen  retention,  descreasing  alkali  reserve 
, &'ith  possible  metabolic  acidosis,  hyperglycemia 
nd  glycosuria  (diabetic  insulin  requirements 
-jgpay  be  altered),  digitalis  intoxication  (in 
vpokalemia).  Use  cautiously  in  surgical 
atients.  Concomitant  use  with  antihypertensive 
niigents  may  result  in  an  additive  hypotensive 
ffect. 

dverse  Reactions:  Muscle  cramps,  weakness, 
"'•'uzziness.  headache,  dry  mouth;  anaphylaxis; 
vjsh.  urticaria,  photosensitivity,  purpura,  other 
ermatological  conditions;  nausea  and  vomiting 
nay  indicate  electrolyte  imbalance),  diarrhea, 
mstipation.  other  gastrointestinal  distur- 
ances.  Rarely,  necrotizing  vasculitis,  pares- 
tesias.  icterus,  pancreatitis,  and  xanthopsia 
ave  occurred  with  thiazides  alone, 
applied:  Bottles  and  Single  Unit  Packages  of 
X)  capsules. 

K&F  CO. 

• arolina,  P R.  00630 
ubsidiary  of  SmithKline  Corp. 


WHEN  VOUR  DIGITALIZED 
R6J1ENT  NEEDS  A DIURETIC, 
SHE  NEEDS  DYAZIDE 


• relieves  edema* 


• conserves  potassium 

• reduces  the  risk  of  digitalis  intoxication  due  to  potassium 
depletion.  Potassium  depletion  sensitizes  the  myocardium 
to  the  toxic  effects  of  digitalis,  and  reduces  its  inotropic 
effect. 


^ _ Trademark 

DYAZIDE 


Each  capsule  contains  50  mg.  of  Dyrenium*  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


MEETS  THE  HEARTFELT  HEED 
OF  THE  DIGITALIZED  PATIENT 
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Letters  to  the  Editor 


Gastric  leiomyosarcoma 

To  the  Editor:  This  comment  is  offered  with  reference 
to  the  interesting  case  of  a large  gastric  leiomyosarcoma 
discussed  in  the  “Correlation  Conference  in  Radiology 
and  Pathology”  in  the  November  15,  1973,  page  2699, 
issue  of  the  Journal. 

The  lesion  presented  radiographically  as  a large  retro- 
gastric  focally  calcified  and  air-containing  mass.  Dr.  S. 
K.  Kim’s  final  comment  indicating  that  there  is  no  pre- 
vious report  of  calcification  in  a gastric  leiomyosarcoma 
(in  contrast  to  the  more  common  leiomyoma)  deserves 
correction.  An  extensive  review  of  gastrointestinal 
smooth  muscle  tumors  by  Skandalakis  and  Gray1  gives 
references  citing  2 cases.  More  recently,  an  unusual 
case  which  presented  with  prominent  peripheral  calcifi- 
cation in  multiple,  centrally  cystic  nodules  simulating 
the  appearance  of  echinococcus  cysts  radiographically 
and  at  laparotomy,  was  documented  in  a clinicopatholo- 
gical  conference  at  The  City  Hospital  at  Elmhurst.2 
The  latter  patient  had  a leiomyosarcoma  of  the  fundus 
of  the  stomach  with  intraperitoneal  and  hepatic  metas- 
tases  as  well  as  a single  pulmonary  metastatic  nodule. 
The  clinical  course,  which  extended  over  two  years  at 
last  follow-up,  indicated  the  biologic  low  grade  of  this 
malignant  smooth  muscle  tumor  of  the  stomach. 

IRA  S.  SCHWARTZ,  M.D. 
Attending  Pathologist 
Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 
79-01  Broadway 
Elmhurst,  N.Y.  11373 

1.  Skandalakis,  J.  E.,  and  Gray,  S.  W.:  Smooth  Muscle  Tu- 
mors of  the  Alimentary  Tract,  Charles  C Thomas,  Springfield, 
111.,  1962,  refs.  174  and  293. 

2.  Klion,  F.  M.,  Ed.:  Calcifying  abdominal  masses,  J.  Mt. 
Sinai  Hosp.  37:710  (1970). 


Ileocecal  tuberculosis 

To  the  Editor:  A case  report  from  St.  Lukes  Hospital 
Center  titled  “Ileocecal  Tuberculosis”  was  published  in 
the  February  15,  1973,  issue  of  the  Journal,  page  564. 
In  the  discussion,  the  opinion  was  given  that  the  intesti- 
nal condition  resulted  from  the  ingestion  of  bacilliferous 
sputum  originating  in  the  lungs.  We  believe  that  this 
explanation  is  not  valid  and  wish  to  offer  an  alternate 
one. 

The  patient  was  a male,  aged  fourteen,  who  first  had 
been  observed  because  of  contact  with  a case  of  tubercu- 
losis. The  tuberculin  skin  test  was  negative  and  the 
chest  x-ray  film  was  normal.  Six  months  later  he  devel- 
oped a pleural  effusion  and  the  skin  test  was  strongly 
positive.  These  findings  indicate  that  an  initial  (pri- 
mary) tuberculous  infection  had  occurred  some  time 


during  the  previous  six  months.  Owing  to  poor  patient 
cooperation,  no  antituberculosis  drugs  were  given. 

Later,  at  an  unstated  date,  he  developed  symptoms 
which  ultimately  led  to  the  diagnosis  of  intestinal  tuber- 
culosis. Judging  from  the  dates  given  for  the  earlier 
events,  and  from  the  date  of  publication  of  the  article, 
the  interval  between  the  appearance  of  the  pleural  effu- 
sion and  of  the  intestinal  condition  was  not  more  than  a 
year.  Simultaneously,  tuberculosis  infiltrations  were 
seen  in  the  lungs.  These  were  neither  extensive  nor  ca- 
vitary. The  result  of  sputum  tests  is  not  given. 

In  the  pre-antimicrobial  era,  intestinal  involvement 
was  a frequent  complication  of  pulmonary  tuberculosis. 
However,  it  occurred  mostly  in  far-advanced  cases  with 
extensive  cavitation  from  which  large  numbers  of  tuber- 
cle bacilli  constantly  were  discharged,  and  then  only 
after  the  pulmonary  disease  had  been  present  for  at 
least  several  years.  These  conditions  did  not  exist  in 
the  reported  cases. 

Second,  the  development  of  an  extra-pulmonary  tu- 
berculous lesion  within  less  than  two  years  of  a dated 
initial  (primary)  tuberculous  infection  speaks  strongly 
for  an  hematogenous  origin.1  We  suggest  that  this  is 
the  most  likely  explanation  of  the  pathogenesis  of  the 
intestinal  lesion. 

ABRAHAM  G.  COHEN,  M.D. 

STUART  C.  ALEXANDER,  M.D. 
Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  New  York  10003 

1.  Wallgren,  A:  The  time-table  of  tuberculosis,  Tubercle 

29:  245  (1948). 


Difficulties  encountered  in  reading  prescriptions 
or  in  understanding  prescriptions  given  over  the 
telephone 

To  the  Editor:  Prescribing  drugs  properly  is  of  the  ut- 
most importance.  In  the  physician’s  office  and  else- 
where, where  possible,  the  use  of  a typewriter  is  the  best 
way.  On  house  calls,  or  when  writing  a prescription  on 
the  patient’s  record’s  order  sheet  in  the  hospital,  the 
physician  will  do  well  by  printing  the  words  of  his  pre- 
scription on  his  prescription  blank  or  on  the  order  sheet 
of  the  patient’s  hospital  record.  When  the  physician 
has  to  order  a prescription  over  the  telephone,  it  will  be 
advisable  to  have  the  person  at  the  other  end  of  the  tele- 
phone line  repeat  the  dictated  prescription,  accurately, 
including  the  spelling. 

In  the  copy  of  December  1,  1973,  of  the  New  York 
State  Journal  of  Medicine,  on  pages  2812  and  2813,  a 
“Letter  to  the  Editor”  by  Mr.  Benjamin  Teplitzky, 
R.PH.,  is  published  which  refers  to  “Drugs  whose  names 
look  alike  or  sound  alike.” 
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TABLE  I.  Description  of  50  drugs 


Drug 

Description  of  Drug  or 
Indication  for  Its  Use 

Drug 

Description  of  Drug  or 
Indication  for  Its  Use 

Drug 

Description  of  Drug  or 
Indication  for  Its  Use 

Aerolone 

broncholytic 

Aralen 

antimalarial 

Arlidin 

vasodilator 

Ananase 

anti-inflammatory 

Orinase 

hypoglycemic 

Tolinase 

hypoglycemic 

Anavar 

anabolic  steroid 

Anavac 

gentle  evacuant 

Antepar 

anthelmintic 

Arfonad 

ganglionic  blocking  agent 

Afrin 

nasal  spray 

aspirin 

analgesic,  antipyretic 

Asminyl 

broncholytic 

Asmolin 

adrenergic  agent 

Esimil 

hypotensive 

Benadryl 

antihistaminic 

benylin 

expectorant 

Bentyl 

antispasmodic 

Butisol 

sedative 

Butibel 

antispasmodic 

Butabell 

antispasmodic* 

Capla 

hypotensive 

Keflin 

antibiotic 

keflex 

antibacterial 

chlorambucil 

antineoplastic 

Chloromycetin 

antibiotic 

Chlor-trimeton 

antihistaminic 

Coramine 

respiratory  stimulant 

calamine 

adstringent,  antiseptic 

calomel 

cathartic 

Cordex 

analgesic 

Cord  ran 

topical  antidermatotic 

codeine 

narcotic,  antitussive, 
analgesic 

Demerol 

narcotic  analgesic 

Dicumarol 

anticoagulant 

Deprol 

antianxiety  agent 

Digoxin 

arrhythmia,  congestive 
heart  failure 

Digitoxin 

arrhythmia,  congestive  heart 
failure 

Desoxyn 

antidepressant 

Dilantin 

anticonvulsive 

Phelantin 

anticonvulsive 

Delalutin 

progestational  steroid 
ester 

Disipal 

parkinsonism 

Disophrol 

antihistaminic,  decongestant 

Stilphostrol 

estrogen  synthetic 

Donnatal 

antispasmodic 

Dianabol 

anabolic  steroid 

Donnagel 

adsorbent,  detoxifying 

Dopar 

Parkinson’s  disease 

Dopram 

respiratory  stimulant 

Dorana 

antihemorrhoidal, 
antipruritic  agent 

Doriden 

hypnotic 

Loridine 

in  severe  infection 

Doxidan 

laxative 

Elavil 

antidepressant 

Aldoril 

hypotensive 

Mellaril 

sedative 

Empirin 

analgesic,  antipyretic 

Empiral 

analgesic,  antipyretic 

Emprazil 

analgesic,  antipyretic 
antitussive 

Endurom 

diuretic  hypotensive 

Imuran 

prevention  of  rejection  of 
renal  homotransplant 

Eutron 

hypotensive 

Esimil 

hypotensive 

Estinyl 

estrogen  deficiency 

Ismelin 

hypotensive 

Estomul 

peptic  ulcer 

Ilomel 

peptic  ulcer 

I. so  me  1 

sedative 

Ethamide 

reduction  of  intraocular 
pressure 

Ethionamide 

antimycobacterial  drug 

Ethinamate 

sedative,  hypnotic 

Feosol 

iron  deficiency 

Feostat 

iron  deficiency 

Festal 

enzyme  deficiency 

Haldrone 

anti-inflammatory  steroid 

Halodrin 

estrogen -androgen 
preparation 

Haldol 

tranquilizer 

Harmonyl 

hypotensive 

Hormonin 

relief  of  menopausal 
symptoms 

Homapin 

anticholinergic 

Isordil 

muscle  relaxant 

Isuprel 

expectorant,  bronchodilator 

Isomel 

sedative 

Kaomin 

intestinal  disturbances 

Kao-Con 

antidiarrheal 

Kaon 

potassium  supplement 

Kelex 

anemia 

Keflex 

infection 

Keflin 

severe  infection 

Maalox 

antacid 

Maolate 

inflammatory  and  traumatic 
conditions  of  skeletal 
muscle 

Marax 

bron  chospasmoly  t ic 

Mebaral 

antiepileptic,  sedative 

Mellaril 

sedative 

Medrol 

adrenocortico  deficiency 

meprobamate 

central  nervous  system 
depressant 

meperidine 

analgesic 

Mepergan 

strong  analgesic 

Mesantoin 

antiepileptic 

Mestinon 

cholesterinase  inhibitor 

Metatensin 

hypotensive 

Modane 

laxative 

Matulane 

anti-neoplastic 

Mudrane 

bronchodilator 

Omex 

nasal  decongestant 

Orinase 

hypoglycemic 

Omade 

respiratory  decongestant 

Pantopon 

opiate,  analgesic,  sedative 

Protopam 

cholesterinase  reactivator 

Farafon 

in  skeletal  muscle  pain 

Pathocil 

infection 

Pathilon 

anticholinergic 

Pitocin 

smooth  muscle  relaxant 

Peritrate 

angina  pectoris 

Lotusate 

hypnotic 

Pentryate 

angina  pectoris 

Persantine 

coronary  vasodilator 

Persistin 

analgesic 

Trasentine 

antispasmodic 

Sansert 

headache,  migraine 

Cenasert 

vaginitis 

Singoserp 

hypotensive 

Sterazolidin 

antiarthritic 

Butazoiidin 

antiarthritic 

Stelazine 

psychotic  disorders 

Temaril 

oral  antipruritic 

Demerol 

narcotic  analgesic 

Tepanil 

anorexic 

Thyrar 

thyroid  preparation 

Thyrolar 

hypothyroidism 

Tryptar 

enzyme 

Urised 

urinary  antiseptic 

Urestrin 

estrogens 

Uracel 

analgesic 

Urithol 

cystitis 

Uritral 

urinary  antiseptic 

Uritone 

antibacterial  agent 

Valadol 

analgesic,  antipyretic 

Vallestril 

nonsteroid  estrogen 

Vistaril 

antianxiety  agent 

Valmid 

hypnotic 

Velban 

palliative  in  neoplastic 
disease 

Valpin 

smooth  muscle  relaxant 

Vontrol 

vertigo 

Vastran 

vasodilator 

Vo-Sol 

external  otitis  due  to 
bacterial  or  fungal 
infection 

Zactrin 

analgesic 

saccharin 

substitute  for  sugar 

Zentron 

hematinic 

* Information  obtained  from  manufacturer  Saron  Pharmacal  Corporation,  St.  Petersburg,  Florida. 


With  the  permission  of  Mr.  Teplitzky  and  with  that  of 
the  New  York  State  Journal  of  Medicine,  copyright  by 
the  Medical  Society  of  the  State  of  New  York,  the  list  of 
drugs  presented  in  Mr.  Teplitzky ’s  letter  will  be  used  in 
my  planned  “Manual  on  Clinical  Management  and  Con- 
trol of  Tuberculosis,”  with  the  addition  to  each  quoted 
drug  of  a description  of  the  drug  or  of  the  indication  for 
its  use,  to  impress  the  reader  with  the  urgency  of  avoid- 
ing pitfalls  presented  by  wrong  interpretation  of  the 
written  or  dictated  prescription. 

Information  on  the  description  of  drugs  or  of  the  indi- 
cation for  their  use  was  taken  from  the  Physician’s  Desk 
Reference  1973,  and  from  the  AMA  Drug  Evaluation 
1973.  Details  that  could  not  be  obtained  from  either 
one  of  these  reference  books,  were  most  gratifyingly  sup- 


plied by  Mr.  Teplitzky. 

It  should  be  understood  and  accepted  that,  in  case  of 
any  doubt  or  uncertainty  on  the  part  of  the  dispensing 
pharmacist,  the  latter  should  feel  free  to  call  the  pre- 
scribing physician  for  complete  clarification  of  his  pre- 
scription. 

Mr.  Teplitzky  presents  the  following  list  (Table  I)  as  a 
sample  of  drugs  with  names  which  look  or  sound  alike. 
In  all  probability,  every  practitioner  will  be  able  to  add 
several  drugs  which  would  fall  in  the  same  line. 

ROBERT  GLASS,  M.D. 

Public  Health  Physician 
New  York  City  Department  of  Health 
Bureau  of  Tuberculosis 
93  Worth  Street 
New  York , N.Y.  10013 
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after  taki 
potent  ana 
360  times 
in  3 months 


how  big  a dose  will  now 
bring  relief  if  it  is  a narcotic? 

"Tolerance  is  an  ever-present  hazard  to  continued 
use  of  narcotics.  ...The  very  first  dose  diminishes  the 
effects  of  subsequent  doses.’’1  And,  as  increasing 
amounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects— lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

l.Sadove.  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics,  Postgrad. 

Med.  A 9:102,  June  1971. 

how  big  a dose  will  now 
bring  relief  if  it  is  Talwin  ? 

Chances  are,  the  same  50  mg.  Talwin  Tablet  you 
prescribe  originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  anal- 
gesic efficacy:  one  50  mg.  tablet  appears  equivalent 
in  analgesic  effect  to  60  mg.  (1  gr.)  of  codeine.  How- 
ever, patients  receiving  Talwin  Tablets  for  prolonged 
periods  face  fewer  of  the  consequences  you’ve  come 
to  expect  with  narcotics.  There  should  be  fewer 
"adverse  effects”  on  her  way  of  life. 

Tolerance  rare:  Tolerance  to  the  analgesic  effect  of 
TalwinTablets  is  rare. 

Dependence  rare:  During  three  years  of  wide  clinical  use,  there 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history 
of  drug  dependence  should  be  under  close  supervision  while 
receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient  and 
to  prevent  the  use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain* 

Generally  well  tolerated  by  most  patients*:  Infrequently  causes 
decrease  in  blood  pressure  or  tachycardia;  rareiy  causes  respi- 
ratory depression  or  urinary  retention;  seldom  causes  diarrhea 
or  constipation.  Acute,  transient  CNS  effects,  described  in 
product  information  on  following  page,  have  occurred  in  rare 
instances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea  or  vomiting  are  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses. 

•See  important  product  information  on  next  page  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 


in  chronic  pain 

of  moderate  to  severe  intensity 


Talwin  =, 

brand  of  ^ 

pentazocine 

• (as  hydrochloride) 


in  chronic 
pain  of 
moderate  to 
severe 
intensity 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use 

Indication:  For  the  relief  of  moderate  to  severe  pain. 
Contraindication:  Talwin  should  not  be  administered  to  patients 
who  are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psy- 
chological and  physical  dependence  on  parenteral  Talwin  in  pa- 
tients with  a history  of  drug  abuse  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  withdrawal  symptoms.  There 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history  of 
drug  dependence  should  be  under  close  supervision  while  receiv- 
ing Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take 
precautions  to  avoid  increases  in  dose  by  the  patient  and  to  pre- 
vent the  use  of  the  drug  in  anticipation  of  pain  rather  than  for  the 
relief  of  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  Talwin  and  its  potential  for  elevating  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore,  Talwin  can  pro- 
duce effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses 
of  Talwin  have  experienced,  in  rare  instances,  hallucinations  (usu- 
ally visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should  be  very  closely  ob- 
served and  vital  signs  checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severely  limited  res- 
piratory reserve,  severe  bronchial  asthma  and  other  obstructive 
respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to 
accentuation  of  side  effects.  Although  laboratory  tests  have  not 
indicated  that  Talwin  causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  v/ith  caution  to  patients 
with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  \ i 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tr ; 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagor;. 
Some  patients  previously  given  narcotics,  including  methadone  r 
the  daily  treatment  of  narcotic  dependence,  have  experiend 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administea 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  s h 
patients  in  association  with  the  use  of  Talwin  although  no  ca?. 
and  effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administratio  r 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infreque  y 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrh. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  hi  j- 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  S 
cope,  visual  blurring  and  focusing  difficulty,  hallucinations 
Acute  CNS  Manifestations  under  WARNINGS);  and  rarely  trerr 
irritability,  excitement,  tinnitus.  Autonomic:  sweating;  infreque  ly 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rely 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequently  s- 
crease  in  blood  pressure,  tachycardia.  Hematologic:  rarely  e- 
pression  of  white  blood  cells  (especially  granulocytes),  usilly 
reversible  and  usually  associated  with  diseases  or  other  d is 
which  are  known  to  cause  such  changes,  moderate  transit 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  ren- 
tion,  toxic  epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  do:  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  incre;  :d 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  shoulco! 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  ci: 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  tr 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  il- 
dren  under  12  years  of  age  is  limited,  administration  of  Tc  in 
in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receeo 
Talwin  orally  for  prolonged  periods  have  not  experienced  ' h- 
drawal  symptoms  even  when  administration  was  abruptly  dis  n 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  as 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  livend 
kidney  function  have  revealed  no  significant  abnormalities  . e; 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  <;r 
dosage  has  been  insufficient  to  define  the  signs  of  this  condi  >n 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  c er 
supportive  measures  should  be  employed  as  indicated.  Ass'ec 
or  controlled  ventilation  should  also  be  considered.  Alth(gh 
nalorphine  and  levallorphan  are  not  effective  antidotes  for  res'a 
tory  depression  due  to  overdosage  or  unusual  sensitivit  tc 
Talwin,  parenteral  naloxone  (Narcan®,  available  through  do 
Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  cc  n n 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalei  to 
50  mg.  base.  Bottles  of  100. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  g 

SO  mg. Tablets 

Talwin 

brand  of  ^ m 

IlCIlloZOvlIlv  (as  hydrochloride)  (16  ^' 


Books  Received* 


Law  and  Ethics  of  A.I.D.  and  Embryo  Transfer. 
Edited  by  G.  E.  W.  Wolstenholme  and  David  W.  Fitz- 
simons.  Ciba  Foundation  Symposium  17  (New  Series), 
110  pages.  Associated  Scientific  Publishers,  Amster- 
dam, London,  New  York,  1973,  Cloth. 

Texas  Reports  on  Biology  and  Medicine,  Fall  1973, 
Volume  31,  Number  3.  Edited  by  James  Guckian,  Ed- 
itor in  Chief.  The  University  of  Texas  Medical  Branch, 
Galveston,  Texas.  608  pages,  illustrated.  Cloth. 

The  External  and  Internal  Morphology  of  the  Com- 
mon Squid.  William  Walter  Goodhue,  Jr.,  M.D.  74 
pages,  illustrated.  Vantage  Press,  Inc.,  New  York  City. 
Cloth,  $5.00. 

Faith  Healing:  Finder  of  God?  or  Scientific  Curi- 
osity? Compiled  by  Claude  A.  Frazier,  M.D.  192 
pages.  New  York  and  Nashville,  Thomas  Nelson,  Inc., 
1973.  Cloth,  $5.95. 

Preventing  V.D.  and  Cancer  by  Circumcision. 
Abraham  Ravich,  M.D.  211  pages.  New  York,  N.Y., 
Philosophical  Library,  Inc.,  1973.  Cloth,  $9.95. 

A Handbook  of  Human  Service  Organizations. 
Edited  by  Harold  W.  Demone,  Jr.,  Ph.D.,  and  Dwight 
Harshbarger,  Ph.D.  600  pages.  New  York,  N.Y.,  Beha- 
viorial  Publications,  1974.  Cloth,  $19.95. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Annual  Review  of  Allergy  1973.  Edited  by  Claude 
Albee  Frazier,  M.D.  535  pages,  illustrated.  New  York, 
N.Y.,  Medical  Examination  Publishing  Company,  Inc., 
1974.  Cloth,  $15. 

Parents’  Guide  to  Allergy  in  Children.  Claude  A. 
Frazier,  M.D.  338  pages,  Garden  City,  N.Y.,  Doubleday 
& Company,  Inc.,  1973.  Cloth,  $7.95. 

Practical  Spanish  for  Medical  and  Hospital  Person- 
nel. Marguerite  D.  Bomse  and  Julian  H.  Alfaro.  176 
pages.  New  York,  Pergamon  Press,  Inc.,  1974.  Paper, 
$4.50. 

Duncan’s  Diseases  of  Metabolism.  7th  edition. 
Volume  I.  Genetics  and  Metabolism.  Edited  by 
Philip  K.  Bondy,  M.D.,  and  Leon  E.  Rosenberg,  M.D. 
948  pages,  illustrated.  Philadelphia,  London,  Toronto, 
W.  B.  Saunders  Company,  1974.  Cloth,  $26. 

Duncan’s  Diseases  of  Metabolism.  7th  edition. 
Volume  II.  Endocrinology.  Edited  by  Philip  K. 
Bondy,  M.D.,  and  Leon  E.  Rosenberg,  M.D.  736  pages, 
illustrated.  Philadelphia,  London,  Toronto,  W.  B. 
Saunders  Company,  1974.  Cloth,  $26. 

Emergency  Medical  Services,  Behavioral  and  Plan- 
ning Perspectives.  Edited  by  John  H.  Noble,  Jr., 
Ph.D.,  Henry  Wechsler,  Ph.D.,  Margaret  E.  LaMon- 
tagne,  M.S.N.,  and  Mary  Anne  Noble,  D.N.Sc.  595 
pages.  New  York,  Behavioral  Publications,  1973. 
Cloth;  $24.95. 


Books  Reviewed 


Podiatric  Medicine.  Irving  Yale,  D P.M.,  Ed.D. 
(Hon.).  Quarto  of  288  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1974. 
Cloth,  $18.50. 

This  volume  by  an  aggressive  leader  in  clinical  podia- 
try should  satisfy  the  needs  of  students  and  practition- 
ers of  podiatry.  The  diagnosis  and  treatment  of  podi- 
atric problems  are  given.  More  conservative  nonsurgi- 
cal  measures  in  such  conditions  as  ingrown  toenails  and 
bursitis  should  be  encouraged.  A more  detailed  evalua- 
tion of  gangrene  of  the  feet  in  the  diabetic  individual 
would  improve  the  value  of  this  tome.  Care  and  atten- 
tion to  pharmaceutical  dressings,  adherents,  rubber 


compounds,  plaster,  leather,  plates,  and  other  materials 
are  meticulously  portrayed  and  could  serve  to  stimulate 
the  resourcefulness  of  podiatrists  and  their  staffs.  Sys- 
temic conditions  of  neurogenic,  nutritional,  and  circula- 
tory systems  are  mentioned. 

The  format,  easy  reading,  radiograms,  and  other  visu- 
al aids  deserve  complimentary  respect.  The  book  also  is 
recommended  for  the  edification  of  physicians  and 
could  serve  as  a valuable  reference  in  the  libraries. 
Bernard  Seligman,  M.D. 

Poetry  the  Healer.  Jack  J.  Leedy,  M.D.  Octavo  of 

continued  on  page  713 
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MEDI-SCAN  Q&A 


What’s  wrong  with  this  "patient”? 


Vitamins  in  Chronic 
Disease  Therapy 


Diet,  alone  or  in  association  with  oral  hypo- 
glycemics  or  insulin,  can  usually  lower  blood 
sugar.  But  high  blood  sugar  is  only  part  of 
the  diabetic  patient's  problem.  Because  if  he 
fails  to  adhere  to  the  prescribed  diet  and 
limits  his  diet  too  strictly,  vitamin  deficiency 
may  result.  In  fact,  any  patient  with  chronic 
disease,  poor  diet  and  insufficient  appetite 
— including  the  geriatric  patient  — may  be 
heir  to  vitamin  deficiency. 

Therapeutic  Berocca  Tablets,  when 
indicated, can  supplement  inadequate  die- 
tary supplies  of  essential  B-complex  and  C 
vitamins  in  prolonged  or  wasting  diseases. 
The  500  mg  vitamin  C in  each  tablet  can 
help  make  certain  the  patient  is  getting  an 
adequate  supply  of  this  agent,  a substance 
involved  in  tissue  repair  and  collagen 
formation,  among  other  actions. 


When  nutritional 
supplementation  is  indicated 
in  chronic  disease 


BEROCGALtableis 

IS  THERAPY 

With  balanced,  high  potency 
vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  aftertaste  or  unpleasant  odor 
Low  priced  Rx  formula 


* Diagnosis  appears  on  next  page. 

Please  see  next  page  for  a summary  of 
product  information. 


Month  in  Washington 


DIAGNOSIS:  Certain  manifesta- 
tions of  diabetes  mellitus  are 
revealed  in  these  photographs: 

(A)  fundus  shows  neovasculariza- 
tion and  marked  retinal  scarring 
(male,  age  23);  ( B)  biopsy  of  kidney 
shows  early  diabetic  intercapillary 
glomerulosclerosis  (male,  age  35); 
(C)  photos  1 & 2 show  edema  and 
loss  of  the  plantar  arch  ( female, 
age  59 ) ; ( D ) lateral  x-ray  ( same 
patient)  shows  dropped  arch  and 
hypertrophic  and  destructive 
changes  of  tarsal  and  metatarsal 
joints  (Charcot’s  arthropathy); 

(E)  AP  confirms  hypertrophic  and 
destructive  changes  in  (D). 


Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  Bi)  15  mg 

Riboflavin  (Vitamin  B2).  15  mg 

Pyridoxine  HC1  ( Vitamin  B6 ) 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  B12)  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  ( Vitamin  C ) 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress. despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 


The  American  Medical  Association  has  announced 
the  filing  of  a law  suit  against  the  CLC  (Cost  of  Living 
Council)  to  seek  an  end  to  all  economic  controls  on  med- 
icine. 

At  a news  conference  in  the  AMA  Washington  office, 
the  organization  disclosed  that  it  is  seeking  an  injunc- 
tion against  the  Phase  IV  regulations  on  physicians  and 
hospitals.  It  charged  that  the  rules  are  “confiscatory, 
arbitrary,  and  capricious,”  that  they  violate  the  “gener- 
ally fair  and  equitable”  standard  established  by  Con- 
gress, and  that  they  violate  the  fifth  amendment  of  the 
U.S.  Constitution. 

Announcement  of  the  legal  action  was  made  by  Rus- 
sell B.  Roth,  M.D.,  president  of  the  AMA,  and  James  H. 
Sammons,  M.D.,  chairman  of  the  AMA  Board  of  Trust- 
ees. 

In  its  complaint  stating  its  legal  action  the  AMA 
pointed  out  that  the  Phase  IV  regulations  represent  an 
“attempt  to  mold  the  health  care  delivery  system  to 
comport  with  the  CLC’s  concepts  for  health  care”  and 
are  specifically  designed  “to  curb  the  quantity  and  qual- 
ity of  health  care  services  as  an  integral  part  of  the  legis- 
lative program  to  induce  Congress  to  enact  national 
health  insurance.” 

The  AMA  asked  that  the  court  declare  these  Phase  IV 
regulations  invalid  and  enjoin  the  Cost  of  Living  Council 
from  enforcing  them. 

In  his  statement  Dr.  Roth  said  the  AMA  was  filing  in 
U.S.  District  Court,  District  of  Columbia,  a suit  seeking 
an  injunction  against  the  Cost  of  Living  Council. 

We  are  asking  the  court  to  declare  invalid  the 
Phase  Four  regulations  as  applied  to  physicians  and 
hospitals  on  the  grounds  that  they  are  confiscatory, 
arbitrary,  capricious,  and  discriminatory. 

We  further  believe  that  they  violate  the  very  law  on 
which  they  are  based  in  that  they  do  not  conform  to 
the  “generally  fair  and  equitable”  standard  written 
into  the  law  by  the  Congress. 

Finally,  we  believe  that  they  violate  the  most  fun- 
damental law  of  the  land — the  Constitution  of  the 
United  States — in  that  they  confiscate  the  property  of 
physicians  and  hospitals  without  due  process  of  law,  a 
clear  infringement  of  the  fifth  amendment. 

Those  are  the  legal  tenets  on  which  we  are  basing 
our  case.  We  are  convinced  that  they  are  valid  and 
sound  and  that  they  will  prevail  in  the  courts. 

But  while  we  proceed  on  legal  grounds,  I think  it  is 
important  to  point  out  that  we  believe  the  issues  in- 
volved are  far  broader  than  mere  legalisms  and  that 
they  cast  their  shadows  far  beyond  the  limited  scope 
of  Phase  IV. 

They  are  issues  of  principle,  and  they  have  pro- 
found implications  for  the  future  of  health  care  in  this 
country. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La Roche  Inc 
Nutley,  New  Jersey  07110 
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...  It  is  patently  unfair  and  unreasonable  for  the 
services  of  some  working  people — namely,  us  physi- 
cians— to  be  subject  to  severe  price  controls  while 
permitting  other  working  people  to  function  in  a free 
market.  That  is  not  fair  play;  it  is  an  act  of  discrimi- 
nation. 

It  is  patently  unfair  to  apply  a revenue  margin  limi- 
tation to  physicians  in  private  practice  so  that  they 
are  penalized  if  they  work  longer  hours  and  see  more 
patients.  That  is  not  fair  play;  it  is  an  act  of  capri- 
ciousness— not  to  mention  that  it  is  also  short-sighted 
as  hell. 

It  is  patently  unfair  when  physicians  are  subject  to 
controls  but  chiropractors  and  naturopaths  are  not . . . 
when  ophthalmologists  are  subject  to  controls  but  op- 
tometrists and  opticians  are  not  . . . when  psychia- 
trists are  subject  to  controls  but  clinical  psychologists 
and  psychiatric  social  workers  are  not.  That  is  not 
fair  play;  rather  it  is  an  act  so  arbitrary  as  to  be  vin- 
dictive. 

Any  one  of  these  would  be  good  and  sufficient  rea- 
son to  end  the  controls,  in  and  of  itself.  For  a law 
that  is  applied  arbitrarily,  capriciously,  and  vindic- 
tively is  a bad  law  and  ought  to  be  abolished. 

But  there  are  even  more  compelling  reasons  why 
the  controls  should  be  abolished — not  just  from 
health  care  but  from  the  entire  economy. 

Perhaps  the  best  reason  for  getting  rid  of  them  is 
that  they  just  don’t  work  . . . 

Dr.  Sammons’  statement  noted  that  the  AMA  did  not 
stand  alone  in  its  call  for  an  end  to  all  controls.  “No 
less  a person  than  C.  Jackson  Grayson — chairman  of  the 
Price  Commission  during  Phase  II — has  adopted  the 
same  stance,”  Dr.  Sammons  said,  adding  “he  has  been 
echoed  by  the  Wall  Street  Journal  and  others.” 

In  the  face  of  this  advice  and  the  evidence  that  con- 
trols don’t  work,  why  does  the  Cost  of  Living  Council 
persist  in  continuing  the  controls? 

CLC  officials  have  made  no  secret  of  the  fact  that 
they  intend  to  control  far  more  than  costs  in  the 
health  care  field  through  their  regulations.  The  press 
release  from  the  CLC  announcing  Phase  IV  estab- 
lished these  goals: 

1.  Reduce  the  inflationary  rate  of  increase  in  the 
cost  of  hospital  stay. 

2.  Provide  economic  incentives  for  the  substitu- 
tion of  less  expensive  ambulatory  care  in  place  of 
inpatient  hospital  care  where  possible. 

3.  Maximize  internal  flexibility  and  incentives 
for  health  care  managers  to  improve  productivity. 

4.  Be  responsive  to  cost  saving  innovations,  such 
as  health  maintenance  organizations  and  prospec- 
tive reimbursement  plans.  . . 

Further,  to  enforce  the  last  of  these  goals,  the  Phase 
IV  regulations  were  drawn  to  confer  outright  favorit- 
ism on  physicians  under  contract  with  an  HMO. 
They  have  been  exempted  from  the  revenue  margin 
limitation  that  is  applied  to  physicians  in  private 
practice. 

This  is  not  economic  stabilization.  This  is  not  in- 
flation control. 
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This  is  nothing  less  than  a blatant  attempt  by  the 
social  schemers  at  CLC  to  impose  their  will  on  the 
physicians  and  patients  of  America. 

What  right  have  they  to  tell  us  how  to  practice 
medicine? 

What  right  have  they  to  tell  the  American  people 
where  and  how  they  shall  receive  their  medical  care? 

These  are  not  economic  controls  . . . they  are  politi- 
cal controls.  We  intend  to  fight  them  right  down  the 
line ...  . 

We  recognize  how  appealing  it  is  to  try — through 
controls — to  keep  the  lid  on  at  least  some  costs  during 
this  period  of  astronomical  inflation.  We  certainly 
recognize  and  are  sensitive  to  the  plight  of  the  great 
majority  of  wage  earners  who  have  been  caught  in  this 
terrible  squeeze.  We  have  tried  to  do  our  share  to 
keep  costs  down. 

Since  the  beginning  of  Phase  I in  August,  1971, 
physicians’  fees  have  risen  but  7.3  per  cent  while  the 
cost  of  living  generally  has  risen  by  13.3  per  cent,  and 
legal  fees,  by  contrast,  have  risen  by  26  per  cent. 

We  have  cooperated — the  figures  prove  that.  But 
now  the  time  has  come  to  call  a halt. 

For  the  simple  truth  is  that  unless  the  controls  are 
removed — and  soon — the  quality  of  health  care — par- 
ticularly in  the  hospitals — is  going  to  suffer. 

. . . And  that  is  precisely  what  is  going  to  happen 
very  soon  if  the  controls  continue. 

We  believe  the  American  people  had  better  know 
and  understand  that. 

One  day  after  the  AMA  filed  its  suit  against  the  Cost  j 
of  Living  Council  President  Nixon  reaffirmed  the  Ad-  I 
ministration’s  intention  to  keep  cost  controls  on  hospi-  j 
tals  and  physicians  until  a national  health  insurance  h 
program  is  approved. 

In  a second  message  on  health  submitted  to  Congress  S 
the  President  also  emphasized  a shift  in  policy  on  health 
education  from  operating  subsidies  to  direct  assistance 
to  students.  Nixon  said,  “The  nation’s  total  supply  of 
health  professionals  is  becoming  sufficient  to  meet  our 
needs  during  the  next  decade.  In  fact,  oversupply  in 
the  aggregate  could  possibly  become  a problem.” 

On  controlling  health  costs,  the  President  said,  “We 
must  avoid  the  cost  inflation  which  followed  the  intro-  < 
duction  of  Medicare  and  Medicaid.  Our  health  insur-  " 
ance  proposal  would  call  for  states  to  oversee  the  opera-  I 
tion  of  insurance  carriers  and  establish  sound  procedure  i 
for  cost  control.  Until  these  or  other  controls  are  in  • 
place,  I recommend  that  our  present  authorities  to  con-  I 
trol  health  care  costs  be  continued.  I am  asking  the  > 
Congress  for  such  authority.”  Inflationary  pressures  « 
are  still  strong  in  the  medical  field,  he  said,  “so  that  we  ■■ 
must  maintain  Federal  controls  until  other  measures  are 
adopted  under  comprehensive  health  insurance.” 

* * * 

Shortly  after  an  AMA  delegation  met  separately  with  l 
President  Nixon  and  Health,  Education,  and  Welfare  j' 
Department  Secy.  Casper  Weinberger,  the  latter  an-  t 
nounced  he  would  drop  the  hotly  contested  proposed  i » 
regulations  that  would  have  required  pre-admission  cer-  1* 
tification  for  the  hospitalization  of  Medicare  and  Medi-  t 
caid  patients. 

The  President  had  assured  the  AMA  delegation  ear- 
lier in  the  day  that  serious  consideration  would  be  given 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  % 'oz.  and  Vh  oz.  (approx.)  foil  packets. 
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It’s  time  for  action  to  defend  the  law 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations 

The  American  Academy  of  Dermatolo 
The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 
The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associat  i 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


• I 


oint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
o affirm  the  support  of  the  participat- 
• ng  organizations  for  the  laws,  regula- 
.ionsand  professional  traditions  which 
! irohibit  the  unauthorized  substitution 
f drug  products. 

Traditionally,  physicians,  den- 
ists  and  pharmacists  have  worked 
ooperatively  to  serve  the  best  inter- 
;sts  of  patients.  Productive  coopera- 
ion  has  been  achieved  through 
nutual  respect  as  well  as  a common 
•.oncern  for  the  ideals  of  public 
■ervice.  This  mutual  respect  has  been 
eflected,  in  part,  by  joint  support 
>ver  the  years  for  the  adoption  and 
mforcement  of  laws  and  regulations 
pecifically  prohibiting  unauthorized 
■ubstitution  and  encouraging  joint 
iiscussion  and  selection  of  the 
■ource  of  supply  of  drug  products. 

'he  basic  principles  of  medical,  den- 
al  and  pharmacy  practice  are  thus 
Jtilized  and  preserved  in  the  interest 
)f  patient  welfare. 

The  antisubstitution  laws  have 
lot  obstructed  enhancement  of  the 
irofessional  status  of  pharmacy  any 
nore  than  they  have  in  and  of  them- 
elves  guaranteed  absolute  protec- 
ion  from  unsafe  drugs,  or  freed 
ihysicians,  dentists  and  pharmacists 
rom  their  responsibilities  to  patients. 
\sa  practical  matter,  however,  such 
aws  and  regulations  encourage  inter- 
professional communications  regard- 
ng  drug  product  selection  and  assure 
:ach  profession  the  opportunity  to 
ixercise  fully  its  expertise  in  drug 
•'sage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
pe  urged  to  increase  the  frequency 
ind  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
frug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 
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to  changing  the  controversial  pre-admission  certification 
plan. 

Those  visiting  the  President  were  Russell  Roth,  M.D., 
AMA  president;  James  Sammons,  M.D.,  chairman  of  the 
AMA  Board  of  Trustees;  Malcolm  Todd,  M.D.,  AMA 
president-elect;  Ernest  B.  Howard,  M.D.,  AMA  execu- 
tive vice  president,  and  Joseph  Miller,  assistant  execu- 
tive vice  president. 

Other  topics  discussed  by  the  President  and  the  AMA 
group  included  the  Administration’s  plan  for  statewide 
fee  schedules  in  its  NHI  (national  health  insurance)  pro- 
posal and  area  designations  for  PSROs  (Professional 
Standards  Review  Organizations). 

The  AMA  delegation  told  the  President  of  their 
strong  opposition  to  the  pre-admission  certification  plan 
as  an  unwarranted  interference  with  medical  and  hospi- 
tal judgments,  contended  that  continuation  of  fee  con- 
trols on  physicians  would  be  unfair  and  punitive,  de- 
clared that  fee  schedules  in  a NHI  program  would  be 
government  regimentation,  and  suggested  that  the 
PSRO  program  needed  regrouping  and  a new  start  after 
encountering  stiff  resistance  from  physician  groups  and 
much  controversy  and  confusion. 

The  Chief  Executive,  according  to  participants, 
warmly  received  the  delegation  and  declared  he  was 
aware  of  the  problems  physicians  face  in  the  area  of  ex- 
panded Federal  supervision.  President  Nixon  indicated 
serious  consideration  would  be  given  to  changing  the  re- 
quirement of  area  or  statewide  fee  schedules  in  his  NHI 
plan.  He  stressed  that  he  wished  to  avoid  saddling  phy- 
sicians with  unnecessary  paper  work  that  would  take 
time  away  from  patient  care. 

The  President  also  talked  of  his  desire  that  high  level 
quality  care  be  maintained.  Physicians  should  work  for 
patients  and  not  the  Federal  government,  he  told  the 


National  conference 
on  childhood  cancer 

The  American  Cancer  Society’s  national  conference 
on  childhood  cancer  will  he  held  May  16  to  18,  1974,  at 
the  Fairmont  Hotel,  Dallas,  Texas. 

The  purpose  of  this  conference  is  to  alert  the  medical 
community  to  the  progress  being  made  in  the  diagnosis 
and  treatment  of  childhood  cancer  and  to  emphasize  the 
need  for  early  diagnosis  and  the  importance  of  prompt 
treatment  by  a team  of  medical  specialists  and  allied 


delegation.  He  outlined  his  NHI  program  and  his  oppo- 
sition to  a bill  of  the  scope  of  the  Labor-Kennedy  plan. 

Conceding  that  the  Administration’s  programs  might 
well  be  amended  by  Congress,  he  invited  the  AMA  to 
recommend  changes  in  the  NHI  program. 

* * * 

The  Federal  government  will  spend  more  than  $26 
billion  next  fiscal  year  on  civilian  health  programs  if  the 
Administration’s  proposed  budget  is  approved  by  Con- 
gress. 

The  budget  reflects  the  Administration’s  desire  to 
hold  health  spending  in  the  fiscal  year  that  begins  July 
1,  1974,  to  about  the  level  Congress  approved  for  the 
current  fiscal  year,  considerably  more  than  requested. 
The  exception  is  an  unavoidable  $3  billion  hike  in  Medi- 
care and  Medicaid  outlays. 

The  new  health  budget  is  almost  $8  billion  over  the 
spending  in  the  fiscal  year  1973  that  ended  last  June. 

HEW  Secy.  Caspar  Weinberger  conceded  that  the 
budget  reflects  “in  a number  of  ways  the  results  of  that 
give  and  take”  involved  in  the  battle  with  Congress  last 
year  over  HEW  appropriations. 

No  funds  are  sought  for  the  Administration’s  new  na- 
tional health  insurance  program;  even  if  Congress  acted 
this  year,  Weinberger  noted,  it  would  take  another  year 
or  longer  to  gear  up  for  the  program  which  carries  a $5.8 
billion  price  tag. 

The  budget  emphasized  two  controversial  HEW  pro- 
grams of  special  interest  to  the  medical  profession.  To 
carry  out  the  Health  Maintenance  Organization  (HMO) 
program,  $65  million  was  recommended  for  the  remain- 
der of  this  fiscal  year  and  $65  million  for  next  year.  The 
Professional  Standards  Review  Organization  (PSRO) 
program  was  put  down  for  $34  million  through  the  re- 
mainder of  the  current  fiscal  year;  $58  million,  next 
year. 


health  personnel  capable  of  rendering  optimal  care. 

Sessions  are  open  to  all  members  of  the  medical  and 
related  health  professions.  Preregistration  is  requested. 
There  is  no  registration  fee. 

This  program  is  acceptable  for:  Fifteen  (15)  Credit 

Hours  in  Category  I for  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association  and  fifteen 
(15)  elective  hours  by  the  American  Academy  of  Family 
Physicians. 

For  further  information  write:  American  Cancer  So- 
ciety’s National  Conference  on  Childhood  Cancer,  219 
blast  42nd  Street,  New  York,  New  York  10017. 
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Camalox 
fights 


acid  longer 


Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
of  Camalox  Suspension  effectiveness.  Camalox 
Suspension  ke  A the  pH  above  3.5  for  1 20 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needs  Camalox,  the  antacid  with  hour  power. 
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Longer- acting 

Camalox* 

magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
antacid 


R 

O 

RORER 

E 

R 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 


Abstracts 


King,  R.  B.,  and  Saba,  M.  I.:  Forewarnings  of  major 
subarachnoid  hemorrhage;  due  to  congenital  berry  aneu- 
rysm, New  York  State  J.  Med.  74:  638  (April)  1974. 

Spontaneous  subarachnoid  hemorrhage  carries  a high 
mortality  rate  when  the  diagnosis  is  made  using  custom- 
ary criteria.  Forewarnings  of  a major  bleed,  however, 
occur  in  many  patients.  They  are  such  that  the  diagno- 
sis can  often  be  suspected  and  confirmed  by  lumbar 
puncture  before  a major  ictus.  This  review  of  175  pa- 
tients suggests  that  these  forewarnings  were  recorded 
for  at  least  60  per  cent  of  the  patients  and  form  a con- 
stellation of  complaints  which  are  sufficient  to  lead  to 
their  diagnosis  and  management  at  a time  when  the  pa- 
tient is  still  in  good  clinical  condition.  The  mortality 
rate  in  such  circumstances  may  be  less  than  10  per  cent 
compared  with  40  per  cent  after  a major  subarachnoid 
hemorrhage. 

Matz,  R.:  Diabetic  coma;  guidelines  in  therapy,  New 
York  State  J.  Med.  74:  642  (April)  1974. 

An  annotated  step-by-step  guide  to  the  treatment  of 
diabetic  ketoacidosis  and  hyperosmolar  coma  is  present- 
ed. Emphasis  has  been  placed  on  the  prompt  restora- 
tion of  intravascular  volume,  the  use  of  small  doses  of 
regular  insulin  at  frequent  intervals,  initiation  of  treat- 
ment with  hypotonic  multielectrolyte  solutions  and  the 
early  replacement  of  potassium.  More  controversial, 
but  nevertheless  recommended,  is  restraint  in  the  use  of 
bicarbonates.  A number  of  the  problems  which  may 
occur  at  the  outset  or  during  treatment  of  diabetic  coma 
are  discussed.  These  include  hypothermia,  other  causes 
of  coma,  hyponatremia,  hyperamylasemia,  lactic  acido- 
sis, and  cerebral  edema. 

O’Connell,  R.  A.:  Lithium  carbonate;  psychiatric  indi- 
cations and  medical  complications,  New  York  State  J. 
Med.  74:  649  (April)  1974. 

This  article  reviews  the  psychiatric  indications  for  the 
medical  complications  of  lithium  carbonate.  A five- 
year  experience  with  over  75  patients  on  lithium  carbon- 
ate and  the  pertinent  reports  from  the  world  literature 
are  included.  Lithium  is  indicated  for  the  treatment 
and  prevention  of  manic-depressive  psychoses.  The 
acute  toxic  reactions  and  long-term  complications  are 
described. 

Murphy,  G.  P.,  and  Merrin,  C.  E.:  Metastatic  testicu- 
lar carcinoma;  single-agent  chemotherapy  (actinomycin 


D)  in  treatment,  New  York  State  J.  Med.  74:  654  (April) 
1974. 

At  Roswell  Park  Memorial  Institute  (RPMI)  we  have, 
since  1968,  evaluated  sustained  actinomycin  D as  a sin- 
gle agent  in  the  treatment  of  nonseminomatous  testicu- 
lar carcinoma.  Twenty-six  patients  received  single- 
agent cyclic  therapy  with  actinomycin  D.  We  are  im- 
pressed with  actinomycin  D employed  as  adjuvant  ther- 
apy in  stage  II  disease  previously  treated  by  orchiec- 
tomy, retroperitoneal  lymphadenectomy  and/or  radio- 
therapy. Treatment  in  stage  III  metastatic  testicular 
carcinoma  with  actinomycin  D is  encouraging.  Our  re- 
sponse rate  of  37.5  per  cent  is  noteworthy. 

Mohr,  R.  R.,  and  Murphy,  G.  P.:  Wilms’  tumor; 

thirty-year  review  of  cases  in  Buffalo,  New  York  State  : 
J.  Med.  74:  660  (April)  1974. 

A hospital  record  study  of  68  cases  with  diagnosed  i 
Wilms’  tumor  between  the  years  of  1943  and  1973  was 
conducted  from  institutions  in  the  Buffalo,  New  York 
area.  Each  case  was  summarized  for  24  factors.  The 
factors  were  studied  for  statistically  significant  interre- 
lationships. Distributions  listed  were  those  that  con-  I 
curred  with  known  factors  such  as  age,  sex,  origin  of 
tumor,  presenting  signs  and  symptoms,  and  stage.  The 
results  obtained  showed  that  within  the  last  decade  the 
prognosis  for  Wilms’  tumor  is  much  more  favorable.  : 
The  more  recent  patients  who  have  undergone  a combi- 
nation treatment  of  surgery,  radiation  therapy,  and  che-  I 
motherapy  are  very  likely  to  be  alive  without  cancer. 
Also  the  duration  of  the  symptoms  and  length  of  time 
before  performing  therapeutic  surgery  have  proved  criti-  1 
cal.  With  the  advent  of  shorter  time  intervals  there  is  a 
direct  increase  in  the  length  of  survival  time.  Addition- 
al notable  observations  included  the  incidence  of  Wilms’ 
tumor  in  the  first  cousin  of  1 of  the  cases  and  the  confir- 
mation of  certain  of  the  correlations  of  seven  congenital 
defects,  previously  established  as  being  unequivocally 
linked  to  Wilms’  tumor.  This  study  confirms  the  validi-  I 
ty  of  the  currently  used  staging  system  as  a prognostic 
guide.  Almost  all  patients  who  died  with  Wilms’  tumor 
did  so  within  five  years  of  diagnosis.  Conversely,  pa- 
tients living  free  of  cancer  for  over  five  years  have  the 
highest  probability  for  survival.  Patients  in  Stages  I 
and  II  had  a survival  time  which  was  significantly  longer 
than  those  in  Stage  III.  This  supports  the  observation 
that  metastases,  indicative  of  Stage  III,  greatly  decrease 
chances  of  survival. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRiNE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat lonal  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less  than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


Abstracts  in  Interlingua 


King,  R.  B.,  e Saba,  M.  I Advertentias  premonitori 
del  hemorrhagia  subarachnoide  de  importantia  debite  al 
aneurysma  congenital  in  baca  (“berry”),  New  York 
State  J.  Med.  74:  638  (April)  1974. 

Le  hemorrhagia  subarachnoide  spontanee  ha  un  ele- 
vate indice  de  mortalitate  quando  le  diagnose  es  facite 
usante  le  criterio  currente.  Nonobstante,  le  adverten- 
tias premonitori  de  un  hemorrhagia  importante  occurre 
in  multe  patientes.  Iste  advertentias  es  tal  que  frequen- 
temente  le  diagnose  pote  esser  suspectate  e confirmate 
con  le  punctura  lumbari  facite  ante  de  un  ictus  de  im- 
portantia. Le  revision  de  175  patientes  suggiere  que  le 
advertentias  premonitori  esseva  observate  in,  al  minus, 
60  pro  cento  del  patientes  e que  illes  forma  un  constella- 
tion de  symptomas  que  es  sufficiente  verso  le  diagnose  e 
tractamento  al  tempore  in  que  le  patiente  es  totevia  in 
bon  condition  clinic.  Le  indice  de  mortalitate  in  tal  cir- 
cumstantias  pote  esser  inferior  al  10  pro  cento,  compar- 
ate  con  le  40  pro  cento  depost  un  hemorrhagia  subarach- 
noide de  importantia. 

Matz,  R.:  Coma  diabetic;  guidas  therapeutic,  New 

York  State  J.  Med.  74:  642  (April)  1974. 

Lin  annotate  guida,  passo  a passo,  per  le  tractamento 
del  coma  diabetic  ketoacidotic  e hyperosmolar  es  pre- 
sentate.  Le  emphase  es  sito  in  le  restoration  rapide  del 
volumen  intravasculari,  le  uso  de  dosis  parve  de  insulina 
regular  a intervalos  frequente,  le  initiation  del  tractam- 
ento con  solutiones  hypotonic  multi-electrolytic  e le  ad- 
ministration temprane  de  potassio.  Plus  controversial, 
mais  recommendate,  es  le  limitation  del  uso  de  bicarbo- 
natos.  Varie  problemas  que  pote  ocurrer  al  initio  o du- 
rante le  tractamento  del  coma  diabetic  es  discutite. 
Inter  iste  problemas  es  includite  le  hypothermia,  altere 
causas  de  coma,  le  hyponatremia,  le  hyperamylasemia, 
le  acidosis  lactic  e le  edema  cerebral. 

O’Connell,  R.  A.:  Carbonato  de  lithium;  indicationes 
psychiatric  e complicationes  medical,  New  York  State  J. 
Med.  74:  649  (April)  1974. 

In  iste  articulo  es  revisate  le  indicationes  psychiatric  e 
le  complicationes  medical  del  carbonato  de  lithium.  Le 
experientia  de  5 annos  con  75  patientes  tractate  con  iste 
composto,  e el  reportos  pertinente  del  litteratura  mun- 
dial  es  includite.  Le  lithium  es  indicate  pro  le  tractam- 
ento del  psychosis  manic  depressive.  Le  reactiones 
toxic  acute  e le  complicationes  a longe  tempore  es  des- 
cribite. 


Murphy,  G.  P.,  e Merrin,  C.  E.:  Carcinoma  testiculari 
metastatic;  chimiotherapia  con  un  unic  agente  (actino- 
mycina  D),  New  York  State  J.  Med.  74:  654  (April) 
1974. 

In  le  Institute  Roswell  Park  Memorial  (“RPMI”)  nos 
ha  evalutate,  desde  1968,  le  actinomycina  D de  activi- 
tate  prolongate  como  le  unic  agente  therapeutic  del  car- 
cinoma testiculari  non  seminomatose.  Vinti-cinque 
(25)  patientes  esseva  tractate  cyclicmente  con  actinomy- 
cina D como  le  agente  therapeutic  unic.  Nos  esseva  im- 
pressionate  con  le  resultatos  obtenite  con  le  actinomyci- 
na D usate  como  therapia  adjuvante  in  le  phase  II  del 
morbo  previemente  tractate  con  orchidectomia,  lym- 
phadenectomia  retroperitoneal  e/o  radiotherapia.  Le 
tractamento  del  phase  III  del  carcinoma  testiculari  met- 
astatic con  actinomycina  D es  incouriagante.  Le  res- 
ponsa  therapeutic  que  nos  ha  obtenite,  37.5  pro  cento,  es 
digne  de  notar. 

Mohr,  R.  R.,  e Murphy,  G.  P.:  Tumor  de  Wilms;  revi- 
sion de  casos  in  30  annos,  in  Buffalo,  New  York  State  J. 
Med.  74:  660  (April)  1974. 

Le  registros  hospitalari  de  68  casos  de  tumor  de 
Wilms  observate  in  le  institutiones  de  Buffalo,  area  de 
Nove  York,  esseva  studiate  desde  1943  a 1973.  Cata 
caso  esseva  summarisate  in  24  factores  que  esseva  stu- 
diate pro  le  inter-relationes  que  poteva  esser  statistic- 
mente  significative.  Le  distribution  del  factores  corres- 
pondeva  a etate,  sexo,  origine  del  tumor,  signos  e symp- 
tomas, e stadio  o phase  evolutive.  Le  resultatos  obten- 
ite indicava  que,  in  le  ultime  decada,  le  prognosis  del 
tumor  de  Wilms  esseva  plus  favorabile  . Le  ultime  pa- 
tientes tractate  combinatemente  con  chirurgia  e radio  e 
chimiotherapia  habeva  plus  probabilitates  de  viver  sin 
cancer.  Etiam,  le  duration  del  symptomas  e del  tempore 
prechirurgic  esseva  probate  critical.  Con  intervalos  plus 
breve,  le  duration  del  superviventia  esseva  plus  longe. 
Altere  observationes  notabile  esseva  la  presentia  del 
tumor  de  Wilms  in  un  cosino  prime  de  un  del  patientes, 
e le  confirmation  de  co-relationes  con  7 defectos  congen- 
ital previemente  relationate  con  iste  tumor.  In  iste  stu- 
dio es  confirmate  le  validitate  del  actual  systema  de  sta- 
dios  usate  como  guida  pronostic.  Quasi  omne  patientes 
moreva  de  tumor  de  Wilms  durante  le  5 annos  sequente 
al  diagnose.  Contrarimente,  le  patientes  liberate  del  can- 
cer durante  plus  que  5 annos,  habeva  le  plus  elevate 
probabilitate  de  superviventia.  Le  patientes  in  stadio  I 
e II  habeva  un  superviventia  significativemente  plus 
longe  que  illos  in  stadio  III.  Isto  supporta  le  observation 
que  le  metastases,  indicative  del  phase  III,  reduce  gran- 
demente  le  probabilitate  de  superviventia. 
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Medical  News 


American  College  of  Cardiology  elects  new 
officers 

Charles  Fisch,  M.D.,  Indianapolis,  Indiana,  was  cho- 
sen President-Elect  of  the  5,800-member  American  Col- 
lege of  Cardiology  at  the  23rd  Annual  Scientific  Session 
of  the  medical  specialty  society  held  February  11  to  14 
in  New  York  City.  He  will  take  office  in  1975,  succeed- 
ing Henry  D.  McIntosh,  M.D.,  Houston,  Texas,  who  was 
inducted  as  President  at  the  Annual  Convocation  cere- 
mony. 

Dr.  Fisch  is  professor  of  medicine  and  director  of  the 
Cardiovascular  Division  at  Indiana  University  School  of 
Medicine.  He  is  a former  President  of  the  Indiana 
Heart  Association. 

Medicare  prevailing  charges  standards 

Medicare  prevailing  charges  standards  will  be  re- 
leased to  the  public  under  an  interim  procedure  set  up 
by  HEW’s  Bureau  of  Health  Insurance.  Under  the  pro- 
cedure, which  will  remain  in  force  while  HEW  officials 
work  out  a permanent  format  for  requesting  and  releas- 
ing prevailing  charge  figures,  news  reporters  and  the 
public  can  get  the  physicians’  “screens”  as  computed  in 
each  region  or  state.  “Screens”  are  the  amounts  judged 
to  be  the  maximum  acceptable  fee  for  each  medical  pro- 
cedure for  which  Medicare  will  pay  its  80  per  cent  reim- 
bursement. The  interim  procedure  will  not  apply  to 
“ customary  charge”  data  for  individual  physicians. 
Medicare  Part  B carriers  have  been  told  to  open  their 
prevailing  charge  files  and  code  translation  books.  Cop- 
ies will  be  made  for  those  who  request  the  information 
in  writing  and  inspect  the  “screens”  in  person,  but  no 
figures  will  be  given  over  the  phone.  Prevailing  charges 
compilations  will  be  available  at  all  Medicare  regional 
offices  and  in  offices  of  all  Medicare  carriers.  The  ac- 
tion by  HEW  is  the  result  of  a U.S.  District  Court  ruling 
that  keeping  the  “screens”  secret  violated  the  Freedom 
of  Information  law. 

Ratio  of  male-to-female  offspring  altered 
artificially  in  laboratory  mice 

An  immunologist  from  Memorial  Sloan-Kettering 
Cancer  Center  and  a geneticist  from  Cornell  University 
Medical  College  reported  recently  that  they  have  been 
able  to  alter  artificially  the  normal  ratio  of  male-to-fe- 
male  offspring  in  laboratory  mice. 

The  scientists  found  that  while  a control  series  of  nat- 
ural litters  yielded  a 53  per  cent  proportion  of  males  (a 
slight  excess  of  male  births  is  the  norm  among  mam- 
mals), artificial  insemination  with  sperm  previously 
treated  with  antiserum  produced  litters  with  45  per  cent 
males. 

In  an  article  in  Nature  (246:  308  [1973]),  Edward  A. 
Boyse,  M.D.,  Member  of  Sloan-Kettering  Institute,  and 
Dorothea  Bennett,  Ph.D.,  professor  of  anatomy  at  Cor- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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Editorial 


The  malpractice  dilemma 


Much  has  been  said  and  written  about  the 
cause,  prevention,  and  cure  of  the  medical  mal- 
practice problem;  but  little  has  been  accomplished 
by  organized  medicine  in  attempting  to  solve  it. 
None  will  deny  the  relative  importance  of  each  of 
its  facets,  and  attention  to  all  is  basic  for  long- 
range  planning;  but  the  climate,  now,  is  such  that 
time  is  of  the  essence,  and  solutions  must  be  de- 
vised quickly.  The  writer  thought  it  might  be  of 
interest  to  our  readers  to  list  the  “cures”  that  have 
been  suggested  for  your  study  and  consideration. 

Although  we  have  been  assured  by  Wausau  that 
liability  coverage  will  continue  beyond  April,  1974, 
the  reprieve  is  limited,  and  we  need  a permanent 
plan  quickly  to  relieve  the  anxiety  of  our  members. 
There  is  comfort  to  be  derived  from  the  report 
that  a consortium  of  companies  is  planning  to  ac- 
commodate us,  but  there  is  very  little  hope  that 
our  premiums,  already  too  high,  will  remain  at 
their  present  level. 

Those  long  interested  in  this  important  phase  of 
medical  economics  have  accumulated  information 
that  is  available  to  those  involved  in  the  search  for 
an  equitable  resolution  of  our  medical  liability  cri- 
sis. A brief  review  is  as  follows: 

(1)  Self-insurance.  Appears  attractive  to 
many  of  our  members.  The  AMA  considered  but 
never  accepted  the  idea.  We  physicians  spend 
huge  sums  of  money  for  premiums,  and  I believe 
that  many  of  us  would  be  willing  to  substitute  an 
annual  assessment  of  $1,000  or  more  to  initiate  a 
self-insurance  program.  In  round  figures,  the 
sums  that  may  be  collected  could  reach 
$20,000,000  in  New  York  State,  based  on  a conser- 
vative estimate  of  20,000  participants  and 
$300,000,000  nationally,  based  on  300,000  poten- 
tial contributors. 

Of  course,  we  would  have  to  set  up  our  own  com- 
pany with  all  the  administrative  and  personnel 
problems  and  expenses  thereto  pertaining.  The 
initial  step  would  be  difficult  and  expensive,  but 
each  subsequent  one  progressively  easier.  The 
actuarial  data  needed  is  available,  and  the  plan  de- 
serves very  serious  consideration.  The  English 
have  self-insurance  plans  in  operation,  and  their 
experience  could  be  helpful  to  us. 

(2)  Mediation  panels.  New  York  County  was 
among  the  first  to  propose  this  device.  California 
and  New  Jersey  were  experimenting  with  similar 
programs.  In  Kings  County,  an  interprofessional 


committee  of  doctors  and  lawyers  reviewed  the 
available  data  in  1966  and  decided  against  it.  The 
representatives  of  the  Brooklyn  Bar  Association 
objected  to  the  nonbinding  aspects  of  the  panel’s 
decisions,  and  I believe  that  they  still  feel  strongly 
about  it.  To  the  uninformed,  it  seems  appropriate 
to  have  an  unbiased  physician,  lawyer,  and  su- 
preme court  judge  review  malpractice  claims  and 
render  an  opinion.  If  both  parties,  through  their 
legal  representatives,  act  in  good  faith,  many  cases 
can  be  successfully  terminated  without  going  to 
trial  and,  consequently,  costs  would  be  reduced. 
However,  the  findings  of  the  panels — and  the  new 
law  now  being  proposed  will  not  change  it — does 
not  prevent  the  plaintiff  from  hiring  a second  law- 
yer and  bringing  the  case  to  trial  by  jury.  This 
privilege  discriminates  against  the  physicians  in- 
volved; only  binding  arbitration  would  block  it. 
The  constitutionality  of  the  latter  is  questionable, 
but  the  program  does  represent  a step  in  the  right 
direction,  and  it  deserves  the  support  of  the  medi- 
cal profession,  particularly  at  this  time. 

(3)  Governmental  underwriting.  This  is  the 
least  desirable.  It  matters  not  whether  the  State 
or  Federal  government  subsidizes  medical  liability 
coverage;  their  agents  will  soon  feel  free  to  dictate, 
more  than  ever  before,  how,  when,  and  where  phy- 
sicians should  practice  their  profession. 

(4)  No  fault.  This,  too,  is  attractive,  but 
again,  its  constitutionality  is  moot.  Some  govern- 
mental limitations  over  insurance  companies  and 
the  parties  involved  may  be  necessary,  but  the 
right  to  sue  would  remain  in  force,  and  the  level  of 
the  judgments  sought  might  interfere  with  the  op- 
eration of  the  plan.  New  Zealand  is  embarking  on 
an  ambitious  no  fault  insurance  plan  for  injuries 
sustained  anywhere  in  the  country.  It  should  be 
carefully  monitored  by  us  for  possible  future  ap- 
plication in  the  United  States. 

(5)  Hospital  admission  insurance.  This 
would  be  similar  to  flight  insurance,  and  each  pa- 
tient would  pay  a small  premium  and  be  insured 
against  a poor  result  on  admission  to  any  hospital. 
It  is  not  particularly  attractive  nor  practical  and 
would  not  prevent  the  insured  from  seeking  addi- 
tional redress,  whether  or  not  he  obtains  compen- 
sation for  injuries  sustained,  as  provided  for  in  the 
policy  purchased. 

(6)  Deductible  clauses.  These  provisions  may 
bring  premiums  into  more  reasonable  ranges. 
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They  allow  for  protection  against  large  judgments 
at  a relatively  low  cost.  Legal  liability  contracts 
have  them,  and  they  deserve  our  consideration. 
For  example,  under  this  plan,  physicians  might  ac- 
cept responsibility  for  the  first  $5,000  and  obtain 
coverage  with  that  as  the  lower  limit  up  to  $1  to 
3,000,000  for  a much  smaller  premium  than  we  pay 
at  the  present  time.  Individuals  with  bad  experi- 
ences may  object  to  this,  but  most  physicians,  in 
my  opinion,  would  accept  the  small  amount  of  risk 
for  the  greater  amount  of  protection  it  affords. 
The  majority  of  our  colleagues  have  never  been  in- 
volved in  litigation.  This  type  of  policy  would 
allow  them  to  practice  with  complete  peace  of 
mind. 

(7)  Nonjury  trials.  The  average  individuals 
who  serve  on  juries  have  little  or  no  knowledge  of 
medicine  as  an  art  and  science.  They  are  often  in- 
fluenced by  emotion,  and  their  judgments  in  medi- 
cal injury  cases  are  biased  by  it.  The  presumed 
affluence  of  the  physician  and  the  assets  of  insur- 
ers have  evoked  multimillion  dollar  judgments 
that  continue  to  rise  each  year  to  unprecedented 
levels  (4,000,000  in  one  case  in  California).  The 


Postgraduate  and  ongoing 
postgraduate  programs  for  1974 

The  New  York  State  Surgical  Division  of  the  Interna- 
tional College  of  Surgeons  announces  the  following  post- 
graduate and  ongoing  education  programs  for  1974: 
Cancer  Teaching  Day,  Saturday,  May  25,  Plattsburgh, 
New  York,  8:30  a.m.  to  4:30  p.m.;  Midsummer  Meeting, 
.June  30  to  July  4,  Stevensville  Country  Club,  Swan 
Lake,  New  York;  Labor  Day  weekend  meeting,  August 
30  to  September  3,  Otesaga  Hotel,  Cooperstown,  New 
York. 

The  New  York  State  Surgical  Division  is  willing  to 


fear  of  involvement  has  influenced  medical  prac- 
tice adversely  and  affected  the  cost  of  health  care. 
Some  believe  that  the  elimination  of  juries  in  med- 
ical malpractice  cases  would  end  this  trend.  A 
knowledgeable  judge  or  a small,  well  informed 
panel  may  serve  justice  better.  Implementing 
changes  of  this  nature  in  our  jury  system  may  re- 
quire amendments  to  the  law  and,  perhaps,  final 
interpretation  by  the  Supreme  Court. 

Obviously,  physicians  cannot  practice  in  the 
United  States  today  without  malpractice  insur- 
ance coverage.  While  searching  for  an  appropri- 
ate answer,  we  must  educate  the  public  and  gain 
their  goodwill  and  cooperation,  as  well  as  that  of 
the  legal  profession,  legislators,  and  of  all  those 
who  sit  in  judgment. 

In  concluding,  it  is  worth  reiterating  that  “an  in- 
jury, supposed  or  real,  is  the  cause  of  all  litiga- 
tion.” Accepting  this  fact,  and  striving  to  prevent 
its  occurrence,  is  the  responsibility  of  every  prac- 
ticing physician,  all  medical  educators  and  orga- 
nized medicine. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


sponsor  speakers  of  national  reputation  for  hospitals 
outside  the  metropolitan  centers  at  request  of  their 
medical  staff.  Expenses  incurred  will  be  absorbed  by 
the  International  College  of  Surgeons. 

For  further  information  contact  Hugh  R.  K.  Barber, 
M.D.,  chairman,  132  East  76th  Street,  New  York,  New 
York  10021  (212)  734-6555,  or  Nicholas  Scors,  M.D., 
president,  New  York  State  Surgical  Division,  52  Court 
Street,  Plattsburgh,  New  York,  (518)  563-2277. 

Programs  sponsored  by  the  International  College  of 
Surgeons  have  received  Category  I accreditation  from 
the  American  Medical  Association  on  an  hour  per  hour 
basis. 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cob  1.  II  ay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  DlMETAPP 
Exte.n tabs  . They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
\ our  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Cotd  or 


Allergy? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs-  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 


quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 

drip. 


CONTRAINDICATIONS:  Hypersensitivity 
' > antihistamines  of  the  same  chemical 
ss.  Dimetapp  Extentabs  are  contrain- 
cated  during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  bn  the  lower 
respiratory  secretions,  Dimetapp  is  not 
commended  in  the  treatment  of  bron- 
iial  asthma.  Also,  Dimetapp  Extentabs 
"e  contraindicated  in  concurrent  MAO 
lhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


.and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring'  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

Dimetapp 
iJ.  tie  a tabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.:  phenylephrine  HCi,  15  mg.': 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia:  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,- nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 

AH-pOBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2 3.  or  4 contains-  Phenobarbital  ('/«  gr).  16  2 mg  (warning 
may  be  habit  forming);  Aspirin  (2 Va  gr  ).  162  0 mg  ; Phenacetin  (3  gr ).  194  0 mg  : Codeine 
phosphate.  '/»  gr.  (No  2).  Va  gr  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed  For  further  details 
see  product  literature 

/jr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
vlL*  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law 
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Lathyrism  is  a disease  occurring  chiefly  in  Ethio- 
pia, Algeria,  and  India,  caused  in  man  and  other 
mammals  by  the  continued  consumption  of  sweet 
peas  (Lathyrus  odoratus).  It  is  manifested  clini- 
cally by  tremor,  progressive  weakness,  and  spastic 
paraplegia,  and  characterized  pathologically  by  se- 
vere degenerative  changes  in  the  lateral  pyramidal 
tracts  of  the  spinal  cord.  The  name  is  derived 
from  a Greek  word,  lathyros,  meaning  vetch,  which 
is  a general  term  for  any  leafy,  climbing  plant  of 
the  pea  family. 

In  cattle  and  horses,  the  clinical  and  histologic 
aspects  of  the  disease  resemble  those  in  man.  In 
rats  fed  large  quantities  of  sweet  peas,  neurologic 
features  are  lacking;  instead,  the  more  common 
presenting  findings  are  severe  osteoporosis  with 
bone  deformities,  and  either  aneurysm,  hemor- 
rhage, or  rupture  of  the  aorta,  which  is  probably 
the  most  frequent  cause  of  death. 

Although  lathyrism  in  rats  is  often  mentioned  as 
the  experimental  counterpart  of  human  cystic  me- 
dial necrosis,  and  although  a variety  of  “lathyro- 
genic  toxins”  that  produce  a clinical  syndrome 
similar  to  the  classical  lathyrism  of  sweet  peas 
have  been  suggested  as  the  cause  of  cystic  aorto- 
pathic  conditions  in  man,  it  should  be  emphasized 
that  the  pathologic  factors  of  human  disease  and 
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animal  disease  are  not  identical.  This,  of  course, 
does  not  exclude  the  possibility  that  there  are 
some  common  denominators  between  lathyrism 
and  human  aortic  disease. 

The  most  noticeable  biochemical  abnormality  in 
lathyrism  is  the  increased  extractability  of  colla- 
gen from  connective  tissue.  Investigations  indi- 
cate that  the  synthesis  of  collagen  fibers  is  perfect- 
ly normal,  but  that  the  stabilization  of  these  fibers 
into  packs  by  means  of  cross-linkages  is  apparent- 
ly defective.  The  hypothesis  is  that  certain  toxins 
in  sweet  peas  prevent  the  formation  of  aldehyde 
groups,  crucially  important  in  the  cross-linking  of 
protein  fibers.  This  is  supported  by  the  finding 
that  the  collagen  in  lathyritic  animals  is  aldehyde 
deficient.  There  is  strong  evidence  that  the  cross- 
linking  of  elastic  fibers  in  these  animals  is  also  ab- 
normal. 

Beta-aminopropionitrile,  isolated  from  sweet 
peas,  reproduces  all  the  features  of  lathyrism,  in- 
cluding aldehyde-deficient  connective  tissue,  in- 
creased extractability  of  collagen,  and  extensive 
aortic  disease,  including  hemorrhage  and  rupture. 

In  an  article  by  Nimni  and  Bavetta,1  and  in  an- 
other by  Harris  and  Sjoerdsma,2  penicillamine,  a 
copper-chelating  agent  used  extensively  in  the 
therapy  of  Wilson’s  disease,  is  shown  to  induce 
large  accumulations  of  soluble,  extractable  colla- 
gen in  the  skin  of  both  men  and  animals.  Inter- 
estingly, the  collagen  is  not  aldehyde  deficient  as 
in  the  lathyrism  syndrome.  It  is  postulated  that 
the  penicillamine  blocks  the  condensation  of  alde- 
hyde groups,  probably  a preliminary  and  essential 
step  before  the  aldehyde  can  act  as  links,  but  it 
does  not  block  the  formation  of  aldehyde  groups, 
the  basic  biochemical  defect  in  lathyrogenic  intox- 
ication. 

The  literature  does  not  describe  the  histologic 
appearance  of  the  aortas  of  penicillamine-treated 
patients.  Two  lines  of  investigation  might  be  of 
practical  clinical  interest:  (1)  the  direct  effect  of 

penicillamine  on  the  collagen  of  the  aorta  and 
other  arteries,  and  (2)  the  indirect  hypocupremic 
effects  of  penicillamine  on  the  arteries  of  patients 
treated  energetically  and  over  a long  period  of 
time.  Since  aneurysm,  hemorrhage,  and  rupture 
of  the  aortic  wall  are  well  known  in  copper-defi- 
cient animals,  the  possible  copper-depleting  ef- 
fects of  penicillamine  are  of  more  than  academic 
interest.  More  will  be  said  on  this  subject  in  a 
later  section. 

Levene3  carefully  reviewed  a number  of  com- 
pounds with  lathyrogenic  properties.  Prominent 
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in  the  list  was  isonicotinic  acid  hydrazide,  better 
known  as  isoniazid.  Of  interest  would  be  a careful 
gross  and  microscopic  study  of  the  aortas  of  pa- 
tients who  have  received  long-term  therapy  with 
this  aldehyde-blocking  agent,  used  so  extensively 
in  the  treatment  of  tuberculosis. 

Pregnancy  and  pills 

In  1950,  Muller4  reported  that  the  administra- 
tion of  estrogen  to  normal  rats  increased  the 
spreading  action  of  hyalqronidase  in  connective 
tissue,  cartilage,  and  blood  vessels.  In  1963,  Beall 
et  al.h  reported  on  “Aortic  rupture  in  turkeys  in- 
duced by  diethylstilbestrol.”  The  disease  was  said 
to  resemble  that  of  cystic  medial  necrosis.  Since 
the  turkey  has  a species  predilection  for  spontane- 
ous dilatations  of  the  aorta,  it  probably  was  chosen 
deliberately  as  an  experimental  target.  The  facts 
that  emerged  are  quite  interesting:  the  frequency 
of  aneurysms  intensified  by  dissections  and  rup- 
tures if  the  animals  were  given  diethylstilbestrol 
and  maintained  on  a low-protein  diet.  Reduction 
in  dietary  protein  alone  did  not  give  comparable 
results. 

Manalo-Estrella  and  Barker6  described  the  his- 
topathologic findings  in  the  aortas  of  women  who 
died  of  a variety  of  causes  during  the  last  trimester 
of  pregnancy.  Control  aortas  from  necropsy  ma- 
terial on  nonpregnant  women  of  equivalent  age 
groups  were  also  studied.  Striking  and  specific 
changes,  both  morphologic  and  histochemical, 
were  noted  in  the  mesoaortas  of  every  pregnant 
woman.  The  aortic  alterations  consisted  essen- 
tially of:  (1)  marked  fragmentation  of  the  reticu- 
lum fibers,  (2)  loss  of  the  normal  corrugation  of 
elastic  fibers,  (3)  hypertrophy  and  hyperplasia  of 
smooth  muscle  cells,  and  (4)  a significant  decrease 
in  the  concentration  of  mucopolysaccharides. 
The  most  profound  changes  were  found  toward 
the  end  of  pregnancy.  Similar  observations  in 
pregnant  rabbits  were  made  by  the  same  authors. 

That  the  pregnant  state,  with  all  it  implies  from 
a biochemical  point  of  view,  can  influence  the  con- 
nective tissue  of  the  aorta  is  well  known,  but  the 
inference  that  elevated  levels  of  estrogen  alone  ac- 
count entirely  for  the  structural  and  chemical 
changes  in  the  aortic  wall  remains  conjectural. 

The  old  clinical  impression  that  pregnancy 
predisposes  to  dissecting  aneurysm  of  the  aorta  is 
now  a well-documented  fact.  Schnitker  and 
Bayer'  reviewed  the  literature  on  aortic  dissec- 
tions in  young  individuals,  particularly  in  associa- 
tion with  the  pregnant  state.  Approximately  50 
per  cent  of  49  dissecting  aneurysms  in  women 
under  the  age  of  forty  occurred  during  pregnancy. 

In  a more  extensive  review,  the  findings  of  Hirst, 
Johns,  and  Kime8  were  almost  exactly  the  same. 
That  hypertension,  Marfan’s  syndrome,  coarcta- 
tion of  the  aorta,  and  Erdheim’s  cystic  medial  ne- 
crosis are  high-risk  factors  for  such  occurrences  is 
statistically  true,  but  the  startling  and  appalling 
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fact  remains  that  one  half  of  these  catastrophes 
occur  during  the  pregnant  state. 

It  is  difficult  not  to  suspect  some  analogy  be- 
tween diethylstilbestrolized  turkeys  and  pregnant 
females  of  the  human  species.  The  suspicion 
seems  inescapable  that  in  pregnancy  the  aorta  is  a 
vulnerable  organ. 

Accumulated  evidence  indicates  that  the  aorta 
is  not  the  only  artery  affected  by  pregnancy. 
Splenic-artery  aneurysms,  with  or  without  preg- 
nancy, show  a distinct  female  predilection,  rather 
surprising  in  view  of  the  male  predominance  in  all 
other  types  of  arterial  aneurysms.  Furthermore, 
there  seems  to  be  a distinct  relationship  between 
pregnancy  and  rupture  of  the  splenic  artery.  That 
such  an  event  is  a rare  complication  of  pregnancy 
is  hardly  debatable.  The  fact  is  that  if  a splenic 
artery  aneurysm  does  exist  in  a gravid  female,  it 
constitutes  a hazard  to  life.  Culver  and  Pirson9 
reported  on  a group  of  17  cases  of  aneurysm  of  the 
splenic  artery.  They  emphasized  the  following  di- 
agnostic criteria:  (1)  the  radiologic  demonstration 
of  oval  or  annular  calcifications  in  the  left  upper 
quadrant  of  the  abdomen,  (2)  the  frequent  pres- 
ence of  splenomegaly,  and  (3)  the  extraordinary 
association  between  pregnancy  and  rupture  of  the 
aneurysmal  sac. 

Owens  and  Coffey,10  in  a collective  review  of  204 
cases  of  splenic-artery  aneurysms,  noted  that  fe- 
male predilection  encompassed  both  pre-  and 
postmenopausal  females,  that  pregnant  females 
were  particularly  vulnerable  to  ruptures,  and  that 
most  ruptures  occurred  either  in  the  third  trimes- 
ter of  pregnancy  or  in  the  early  postpartum  period. 
Cassel  et  a/.11  reported  a case  of  arteriovenous  fis- 
tula of  the  splenic  vessels,  which  produced  ascites 
in  a patient  two  months  postpartum,  presumably 
as  a result  of  a splenic-artery  aneurysm  rupturing 
into  a splenic  vein  during  pregnancy  or  shortly 
thereafter.  In  a series  of  19  cases,  Spittel  et  a/.,12 
evaluating  splenic-artery  aneurysm  as  a surgical 
entity,  commented  on  the  particular  gravity  of  the 
problem  in  the  gravid  female;  Owen,  Holmes,  and 
Scanned13  emphasized  the  critical  importance  of 
diagnostic  awareness  and  prompt  surgical  inter- 
vention, if  death  from  “Massive  spontaneous  in- 
traperitoneal  hemorrhage  in  late  pregnancy”  is  to 
be  avoided. 

Obviously,  in  any  patient  with  abdominal  or 
shoulder  pain,  with  anemia  or  tachycardia,  or  with 
any  other  hint  of  intraabdominal  bleeding,  if  a 
scout  film  of  the  abdomen  reveals  annular  calcifi- 
cation in  the  left  upper  quadrant,  ruptured  aneu- 
rysm of  the  splenic  artery  is  a prime  possibility, 
particularly  in  a pregnant  female. 

Danforth,  Manalo-Estrella,  and  Buckingham,14 
reporting  on  the  blood  vessels  of  nonpregnant  rab- 
bits receiving  contraceptive  steroids,  specifically 
the  estrogen  and  progestin  contained  in  norethyn- 
odrel  with  mestranol  (Enovid),  described  frag- 
mented reticulum,  uncorrugated  elastica,  smooth 


muscle,  hyperplasia,  and  a marked  decrease  in  al- 
j cian  blue-staining  material,  the  latter  indicating 
presumably  a decrease  in  acid  mucopolysacchar- 
ides. In  brief,  the  alterations  were  qualitatively 
the  same  as  those  described  in  the  pregnant  ani- 
mal. 

The  norethynodrel  with  mestranol  was  adminis- 
tered intramuscularly,  in  sesame  oil,  0.2  mg.  each 
day  for  six  days.  On  the  seventh  day,  the  animals 
were  sacrificed  and  prepared  for  histologic  study. 
The  findings  were  especially  notable  in  the  aorta, 
but  the  cerebral,  the  splenic,  and  the  femoral  arte- 
ries shared  in  a similar  pathologic  condition.  Re- 
ported in  the  same  article  were  the  microscopic 
changes  noted  in  the  human  aortas  taken  from  pa- 
tients in  the  seventh  and  eighth  months  of  gesta- 
tion. The  similarity  to  the  histologic  findings  in 
the  pregnant  or  the  norethynodrel-with-mestra- 
nol-prepared  rabbits  was  striking.  The  same  ob- 
servations are  made  and  commented  on,  but  more 
extensively,  in  a later  article  bv  Manalo-Estrella 
and  Barker.6 

Of  interest  is  the  proposition  of  Danforth,  Man- 
alo-Estrella, and  Buckingham14:  “With  regard  to 
the  (norethynodrel  w'ith  mestranol)  results,  it  is 
reasonable  to  predict  that  similar  effects  should  be 
produced  by  progesterone  or  by  any  of  the  other 
progestational  agents.” 

Bleakney15  pointed  out  that  in  pregnancy  there 
■ is  an  exceptionally  high  incidence  of  hemorrhage 
in  intracranial  aneurysms,  a situation  which  paral- 
lels that  recounted  in  aneurysmal  splenic  arteries; 
Bryans,16  quoting  from  a statistical  survey,  com- 
mented that  10  to  20  per  cent  of  all  maternal 
deaths  are  due  to  vascular  accidents.  These  clini- 
cal observations  are  all  the  more  interesting  when 
’ correlated  with  the  arterial  histopathology  of  preg- 
nancy, diethylstilbestrolized  turkeys,  and  rabbits 
injected  with  norethynodrel  with  mestranol. 

The  exact  and  total  effects  of  oral  contraceptive 
drugs  on  the  human  aorta  and  other  large  arteries 
are,  as  yet,  not  clearly  defined.  The  arteriopathic 
condition  in  the  injected  rabbit,  if  translatable  to 
the  human  species,  brings  up  a number  of  fascinat- 
ing problems.  Of  importance,  beyond  the  direct 
effects  on  the  mesoaorta  and  the  middle  coat  of 
other  large  arteries,  are  factors  such  as  hyperten- 
sion and  hypertriglyceridemia  which  have  already 
been  reported  as  a complication  of  oral  contracep- 
tive agents. 

Elgee,17  in  an  extensive  review  on  the  many  un- 
desirable effects  of  these  drugs,  noted  that  the  rise 
in  plasma  triglycerides,  although  modest  in 
amount,  usually  not  exceeding  40  to  50  mg.  per  100 
ml.,  is  nevertheless  persistent  for  as  long  as  the  pa- 
tient continues  to  use  the  drugs  chronically.  Fur- 
thermore, in  patients  with  preexisting  hypertri- 
glyceridemia, the  rise  induced  by  the  same  drugs, 
at  the  same  dosage,  may  be  startlingly  high,  far  be- 
yond that  observed  with  normal  base-line  levels. 
A modest  rise  in  blood  pressure  also  has  been 


noted,  although  not  as  consistent  and  universal  as 
in  hypertriglyceridemia.  In  exceptional  cases,  the 
hypertensive  effects  have  been  extraordinary. 
Obviously,  in  patients  whose  lipid  profile  is  abnor- 
mal, as  well  as  in  those  with  known  hypertensive 
disease,  the  use  of  oral  contraceptive  drugs  is  con- 
traindicated. In  the  average  patient  the  effects  of 
these  drugs  may  indeed  be  modest,  but  modest  hy- 
pertension and  modest  hypertriglyceridemia  may 
perhaps  be  associated  with  histopathologic  effects 
that  are  not  so  modest.  The  question  arises,  par- 
ticularly in  chronic  users,  as  to  what  the  implica- 
tions are  for  the  poor  aortas  and  other  large  arte- 
ries in  the  future.  And  in  those  who  decide  on 
pregnancy  after  years  of  pill  consumpfion,  what 
will  be  the  cumulative  effects,  if  any,  on  the  vascu- 
lar complications  of  the  gravid  state? 

Schleicher  in  1968, 18  and  Bole,  Friedlander,  and 
Smith  in  1969, 19  reported  cases  of  rheumatic  syn- 
dromes in  w'hich  synovitis,  Raynaud’s  phenome- 
non, and  serologic  abnormalities  had  been  precipi- 
tated by  the  use  of  oral  contraceptive  drugs. 
Whether  or  not  disseminated  lupus  erythematosus 
and  related  collagenosis  can  be  provoked  directly 
by  contraceptive  drugs,  or  by  any  other  drugs,  is 
not  at  all  clear.  Some  have  suggested  that  the 
compounds  in  question  may  act  indirectly  by  ig- 
niting a preexisting,  quiescent,  connective-tissue 
abnormality.  Others  are  convinced  that  all  drug- 
induced  rheumatic  syndromes  are  hypersensitivity 
phenomena  in  which  the  vascular  system  is  the 
shock  organ  most  seriously  involved.  But  directly 
or  indirectly,  allergic  or  nonallergic,  the  drug  in- 
duction of  vascular  disease  is  real.  Hydralazine 
hydrochloride  NF  (Apresoline),  sulfonamides, 
penicillin,  isoniazid,  procainamide  hydrochloride 
(Pronestyl),  iodides,  and  thiouracil  is  but  a partial 
list  of  the  many  drugs  which  have  been  incriminat- 
ed as  inducers  of  collagen-like  diseases.  What  is 
the  role  of  the  oral  contraceptive  agents  in  this  re- 
gard? A precise  answer  is  impossible,  but  Tum- 
ulty’s comment  is  rather  interesting:  “The  chron- 
ic administration  of  estrogen  to  rats  is  said  to  in- 
duce an  arteritis,  and  the  disease  has  been  de- 
scribed in  a female  impersonator  who  took  stilbes- 
trol  chronically.” 

Copper  deficiency 

The  serious  effects  of  copper  deficiency  in  ani- 
mals are  well  known  to  the  Australian  rancher.  In 
1930,  a lethal  disease  of  lambs,  known  as  “sway- 
back,”  literally  threatened  an  entire  industry. 
The  disorder  exhibited  a severe  and  progressive 
neurologic  derangement,  characterized  pathologi- 
cally by  a lack  of  myelination.  But  there  was  an- 
other matter  almost  equally  disconcerting  to  the 
ranchers:  the  disease  was  associated  with  a con- 
spicuous change  in  the  quality  and  pigmentation 
of  the  wool.  The  problem  was  resolved  by  the  dis- 
covery that  copper  was  lacking  in  the  pastures 
where  swayback  was  seen.  By  enriching  the  soil 
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with  copper  sulfate,  swayback  disappeared.  The 
aorta,  at  the  time,  was  not  carefully  studied. 

Copper  is  essential  for  the  normal  cross-linking 
of  both  collagen  and  elastic  fibers.  Shields  et  al.20 
have  shown  a marked  diminution  in  the  tensile 
strength  of  the  aorta  in  copper-deficient  swine. 
Utilizing  copper-depletion  studies,  also  in  swine, 
Coulson  and  Carnes21  described  an  aortopathic 
condition  indistinguishable  from  classical  cystic 
medial  necrosis  in  man,  with  similar  complications 
of  aneurysm,  dissection,  hemorrhage,  and  rupture. 
The  pathologic  factors  in  the  aorta  of  the  copper- 
deficient  chick,  as  reported  by  Simpson  and 
Harms,22  and  in  the  copper-deficient  guinea  pig,  as 
reported  by  Everson,  Isai,  and  Wang,23  are  virtual- 
ly the  same. 

With  only  the  modest  spectrum  of  swine,  chick, 
and  guinea  pig  in  the  animal  kingdom,  it  is  of 
course  presumptive  to  consider  that  a derange- 
ment of  copper  metabolism  is  the  operative  factor 
in  the  cystic  medial  necrosis  of  the  human  species, 
but  it  cannot  be  discounted.  The  possibility  is 
bolstered  by  the  findings  of  Maier  and  Haimovi- 
ci24  whose  investigations  of  the  oxidative  metabo- 
lism of  the  media  of  large  arteries  reveal  that  cyto- 
chrome C has  its  greatest  concentration  in  the  de- 
scending thoracic  aorta  and  its  least  concentration 
in  the  ascending  aorta  and  aortic  arch.  Since  cy- 
tochrome C is  a copper-dependent  enzyme,  and 
since  cystic  medial  necrosis  occurs  most  prevalent- 
ly in  the  areas  of  the  aorta  least  endowed  with  it, 
the  hypothesis  that  even  mild  deficits  or  mild  ab- 
errations of  copper  chemistry  might  constitute  a 
severe  metabolic  disadvantage  in  these  areas  is  not 
farfetched.  Studies  encompassing  respiratory  en- 
zymes and  copper  in  cystic  medial  necrosis  and 
other  human  aortic  diseases  are  yet  to  be  done. 

In  a report  by  Schenker,  Jungreis,  and  Pol- 
ishuk,25  the  average  serum-copper  value  of  a nor- 
mal nonpregnant  female  is  129  micrograms  per  100 
ml.  Of  interest  is  the  occasional  finding  of  an  in- 
tensely green  plasma  in  the  blood  of  donors  who 
are  either  pregnant  or  having  oral  contraceptive 
therapy.  In  these  individuals,  the  serum  levels  of 
copper  and  ceruloplasmin  may  be  exceedingly 
high.  In  some  of  these  patients,  the  syndrome  of 
intrahepatic  cholestasis  of  pregnancy  occurs,  pre- 
luded by  a rising  serum  copper  and  an  intense  gen- 
eralized pruritus.  The  latter  may  appear  long  be- 
fore the  jaundice  becomes  manifest,  which 
suggests  that  copper,  not  bile,  is  the  cause  for  itch- 
ing in  these  patients.  Indeed,  in  cases  with  ex- 
traordinary hypercupremia  (300  micrograms  or 
more),  itching  may  occur  without  overt  signs  of  he- 
patic dysfunction. 

He  that  as  it  may,  with  or  without  green  plasma, 
hypercupremia  of  some  degree  is  seen  in  all  cases 
of  normal  pregnancy,  as  well  as  in  patients  receiv- 
ing antifertility  drugs.  Whatever  its  cause,  it  is  a 
comforting  speculation  that  increased  serum  cop- 
per keeps  the  cytochrome  C at  maximum  efficien- 


cy, acting  as  a sort  of  compensatory  mechanism  for 
the  somewhat  disconcerting  histologic  effects  visit- 
ed on  the  aorta  during  pregnancy  and  probably 
during  oral  contraceptive  therapy. 

Headaches  and  the  aorta 

Methysergide  (Sansert)  is  a congener  of  ergono- 
vine  and  this  closely  relates  to  lysergic  acid  diethy- 
lamide. As  a potent  serotonin  antagonist,  it  has 
been  used  occasionally,  with  varying  degrees  of 
success,  to  suppress  the  abdominal  cramps,  diar- 
rhea, and  malabsorption  problems  of  the  carcinoid 
syndrome.  Its  outstanding  place,  however,  has 
been  as  a prophylaxis  against  migraine  headaches, 
and  in  this  area  its  usefulness  is  well  established. 
Unfortunately,  in  chronic  users  the  drug  has  pro- 
duced some  rather  curious  and  remarkable  side- 
effects.  Extensive  retroperitoneal  fibrosis,  with 
bilateral  ureteral  obstruction,  hydronephrosis, 
uremia,  and  death,  is  now  a well-documented  com- 
plication. Graham  et  al.,2e  in  a single  report,  pre- 
sented 27  cases  of  retroperitoneal  fibrosis  fol- 
lowing methysergide  therapy.  Reports  by  Utz  and 
Henry27  and  by  Carr  and  Biswas28  continued  their 
conclusions.  Pleural  fibrosis  and  pulmonary  fi- 
brosis, although  less  frequent,  also  have  been  no- 
ticed. 

Katz  and  Vogel29  described  a classical  case  of 
abdominal  angina,  attributed  by  the  authors  to 
long-term  methysergide  ingestion.  Celiac  and  su- 
perior mesenteric  arteriogram  findings  were  nor- 
mal. The  article  suggests  that  the  episodes  of  ab- 
dominal pain  were  due  either  to  mesenteric  vessel 
spasm  or  to  mesenteric  angiitis.  At  the  present 
writing,  histologic  evidence  for  inflammatory  vas- 
cular disease  due  to  methysergide  therapy  has  not 
been  reported.  Rather  surprising  is  a lack  of  de- 
finitive studies  revealing  periarterial  cicatrization 
with  stenotic  lesions  of  the  abdominal  aorta  and 
its  major  branches.  With  florid  fibrosis  in  the  re- 
troperitoneal space,  such  findings  in  the  future 
should  not  be  difficult  to  predict. 

In  1966,  Graham  et  al.26  presented  2 fascinating 
cases  with  aortic  and  cardiovascular  disease  as 
manifestations  of  methysergide  “toxicity.”  In  1 
patient,  a fibrotic  band  surrounded  the  aortic  root 
and  occluded  the  orifice  of  the  left  coronary  artery; 
in  addition,  the  cusps  of  the  aortic  valve  were 
thickened,  retracted,  and  incompetent.  The  other 
patient  exhibited  plaques  of  young  fibrous  tissue 
which  involved  the  aortic  and  mitral  valves  and 
the  chordae  tendineae  cordis  and  which  bore  a 
striking  histologic  resemblance  to  that  observed  in 
the  carcinoid  syndrome.  That  the  valvular  dis- 
ease, presumably  precipitated  by  an  antiserotonin 
drug,  should  display  a similarity,  or  identity,  to 
that  seen  in  a disease  characterized  by  hypersero- 
tonemia  is  both  interesting  and  unexpected.  The 
explanation  is  not  clear,  hut  the  evidence  seems  to 
indicate  that  the  ravages  of  methysergide  therapy 
extend  beyond  the  retroperitoneal  and  pleuropul- 
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monary  areas.  Certainly,  in  a migrainous  patient 
receiving  this  drug,  the  appearance  of  a precordial 
murmur,  no  matter  how  soft,  or  brief,  or  seemingly 
innocuous,  cannot  be  regarded  with  indifference. 


Summary 

In  summary: 

"The  time  has  come,”  the  Walrus  said, 

"To  talk  of  many  things: 

Of  shoes — and  ships — and  sealing  wax 
Of  cabbages — and  Kings — 

And  why  the  sea  is  boiling  hot — 

And  whether  pigs  have  wings.” 

Like  Lewis  Carroll,  the  author  has  presented  a 
disarray  of  sweet  peas,  turkeys,  copper,  pregnancy, 
and  pills.  Included  in  the  motley  collection  were 
oral  contraceptive  agents  and  headache  medica- 
tion. An  attempt  was  made  to  string  them  togeth- 
er with  the  common  thread  of  aortic  disease;  the 
discussion  was  an  admixture  of  facts  and  specula- 
tions. Plausibly,  the  poetry  might  have  anteceded 
the  chapter,  but  then  it  could  not  have  been  used 
as  a summary.  Ridiculous?  Not  at  all.  Not  if 
one  employs  one  of  those  marvelous,  illogical  in- 
versions so  often  encountered  in  Alice  in  Wonder- 
land: 

“You  are  old,  Father  William,”  the  young  man  said, 
“And  your  hair  has  become  very  white; 

And  yet  you  incessantly  stand  on  your  head — 

Do  you  think,  at  your  age,  it  is  right?” 

121  DeKalb  Avenue 
Brooklyn,  N.Y.  11201 
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A ruptured  intracranial  aneurysm  has  been  re- 
ported as  the  cause  of  death  in  28  per  cent  of  pa- 
tients who  succumb  to  a cerebrovascular  accident 
under  the  age  of  sixty.1  Operative  mortality  rates 
of  5 to  10  per  cent  in  patients  in  good  clinical  con- 
dition following  a subarachnoid  hemorrhage  have 
been  attained.  However,  30  to  40  per  cent  of  pa- 
tients with  subarachnoid  hemorrhage  still  suc- 
cumb to  a major  ictus  without  reentering  a clinical 
state  conducive  to  operative  care.  During  the  past 
several  years  we  have  become  increasingly  aware 
of  clinical  events  which  preceded  a major  sub- 
arachnoid hemorrhage  from  congenital  berry  an- 
eurysm. In  many  instances  it  seemed  that  if  these 
clinical  events  had  been  accurately  assessed  at  the 
time  of  their  occurrence,  they  could  have  led  to  the 
patient’s  definitive  diagnosis  before  a major  sub- 
arachnoid hemorrhage  occurred. 

For  this  reason  the  records  of  175  patients  with 
proved  berry  aneurysm  were  reviewed  to  deter- 
mine the  incidence  and  clinical  features  of  fore- 
warning signs  which  might  have  led  to  their  earlier 
diagnosis.  While  in  some  instances  forewarnings 
occurred  and  cleared  within  one  week  of  a major 
ictus,  it  was  often  difficult  for  us  to  be  sure  that, 
there  had  been  an  avoidable  delay  in  their  man- 
agement. Therefore,  only  those  clinical  events 
which  preceded  an  effort  to  establish  the  diagnosis 
of  congenital  berry  aneurysm  by  more  than  one 
week  have  been  included  in  this  review. 

Presented  at  the  167th  Annua!  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Session  on  Neu- 
rosurgery, February  14,  1973. 
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Spontaneous  subarachnoid  hemorrhage  carries  a 
high  mortality  rate  when  the  diagnosis  is  made 
using  customary  criteria.  Forewarnings  of  a major 
bleed,  however,  occur  in  many  patients.  They  are 
such  that  the  diagnosis  can  often  be  suspected  and 
confirmed  by  lumbar  puncture  before  a major 
ictus.  This  review  of  175  patients  suggests  that 
these  forewarnings  were  recorded  for  at  least  60 
per  cent  of  the  patients  and  form  a constellation  of 
complaints  which  are  sufficient  to  lead  to  their  di- 
agnosis and  management  at  a time  when  the  pa- 
tient is  still  in  good  clinical  condition.  The  mor- 
tality rate  in  such  circumstances  may  be  less  than 
10  per  cent  compared  with  40  per  cent  after  a 
major  subarachnoid  hemorrhage. 


The  characteristics  of  the  patient  group  under 
consideration  were  similar  to  others  which  have 
been  reported.2  Sixty-two  per  cent  were  female, 
and  38  per  cent  were  male;  ages  ranged  from  ten  to 
seventy-nine  years  with  a mean  and  average  age  in 
the  fifth  decade;  83  per  cent  had  a single  aneu- 
rysm. The  aneurysm  was  located  on  the  anterior 
communicating  artery  in  38  per  cent,  internal  ca- 
rotid artery  in  38  per  cent,  middle  cerebral  artery 
in  16  per  cent,  and  the  vertebral  basilar  system  in 
8 per  cent. 

There  were  165  patients  with  ruptured  aneu- 
rysm determined  by  evidence  of  free  blood  in  the 
cerebrospinal  fluid  or  inspection  of  the  aneurysm 
at  the  time  of  surgery  or  autopsy.  Ten  patients 
had  unruptured  aneurysm  at  the  time  of  admis- 
sion. Thirty-five  patients  (20  per  cent)  had  a his- 
tory of  hypertension. 

Sixty-nine  patients  with  ruptured  aneurysm  had 
no  recorded  history  which  might  indicate  that  they 
had  had  any  forewarning.  Many  of  these,  how- 
ever, were  severely  ill  and  unable  to  give  detailed 
clinical  information.  Some  were  comatose  and 
died  without  regaining  consciousness.  However, 
106  patients,  or  60  per  cent  of  the  entire  group,  re- 
ported unusual  clinical  events  antecedent  to  the 
preadmission  rupture  or  diagnosis  of  aneurysm. 

What,  then,  were  the  clinical  characteristics  of 
this  forewarned  group?  An  unusual  headache  oc- 
curred as  a forewarning  symptom  in  95  per  cent  of 
the  patients,  and  its  specific  clinical  features  were 
recorded  in  more  than  half.  It  was  often  de- 
scribed as  being  unlike  any  headache  the  patient 
had  otherwise  experienced.  Usually  sudden  in 
onset,  it  struck  as  a severe  or  disabling  pain.  It 
was  frontal  in  26  per  cent,  retro-orbital  in  14  per 
cent,  or  bilateral  occipital  in  31  per  cent,  often  be- 
coming both  occipital  and  bifrontal  within  an  hour 
or  two  of  the  onset.  It  usually  subsided  over  sev- 
eral hours  or  days.  The  headache  was  a poor  lo- 
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calizing  symptom  with  regard  to  the  site  of  the  an- 
eurysm, with  the  exception  of  internal  carotid-pos^ 
terior  communicating  aneurysm  where  headache 
was  often  ipsilateral  and  retro-orbital. 

Recurrent  acute  and  intense  headaches  for  more 
than  six  months  were  reported  by  40  per  cent,  for 
one  to  six  months  by  21  per  cent,  and  for  one  to 
four  weeks  prior  to  admission  by  33  per  cent. 

An  attempt  was  made  to  correlate  the  rupture 
with  known  precipitating  factors.  Eleven  per  cent 
occurred  during  quiet  sleep  and  43  per  cent  were 
temporally  related  to  some  physical  activity.  The 
records  revealed  the  occurrence  of  ruptured  aneu- 
rysm in  immediate  family  members  of  3 patients. 

Two  thirds  of  the  patients  with  this  forewarning 
headache  had  associated  signs  and  symptoms.  It 
was  concurrent  with  nausea  and  vomiting  in  19  per 
cent,  meningism  or  neck  pain  in  35  per  cent,  a syn- 
copal attack  or  brief  coma  in  26  per  cent,  visual 
disturbances  in  17  per  cent,  and  motor  or  sensory 
disturbances  in  20  per  cent.  It  occurred  without 
associated  symptoms  in  very  few. 

Meningism  or  neck  pain  was  most  frequently  as- 
sociated with  suboccipital  headache.  It  occurred 
in  35  per  cent  of  the  forewarned  group  and  was  as- 
sociated most  frequently  with  headache,  loss  of 
consciousness,  or  both. 

Loss  of  consciousness,  often  transitory,  occurred 
in  26  per  cent  of  the  forewarned  group.  It  had  oc- 
curred as  a forewarning  primary  event  in  20  per 
cent  without  antecedent  headache.  On  awak- 
ening, however,  all  of  these  patients  complained  of 
severe  headache  similar  in  nature  to  that  which  we 
have  already  described.  It  was  usually  accompa- 
nied by  a stiff  or  sore  neck.  It  was  associated  writh 
43  per  cent  of  the  ruptured  middle  cerebral  artery 
aneurysm  and  27  per  cent  of  the  anterior  commun- 
icating artery  aneurysm. 

Seizures  occurred  in  only  4 per  cent  of  the  fore- 
warned group.  Although  it  is  generally  accepted 
as  a poor  localizing  sign,  half  of  the  patients  with 
seizures  harbored  a ruptured  internal  carotid-ar- 
tery aneurysm.  Hemiparesis,  again  often  transito- 
ry, occurred  in  20  per  cent  and  most  often  with  a 
middle  cerebral  artery  aneurysm. 

Visual  disturbances  were  recorded  for  12  per 
cent  of  the  forewarned  group.  Blurred  or  de- 
creased vision  and  visual-field  defects  occurred 
with  an  equal  incidence. 

Complaints  of  transitory  vertigo  and  light-head- 
edness were  occasionally  described  by  these  pa- 
tients but  were  never  a prominent  feature  of  their 
illness. 

Comment 

Forewarnings  of  subarachnoid  hemorrhage  have 
received  little  attention  in  the  literature.3-5  There 
is  no  detailed  account  of  their  incidence  or  of  asso- 
ciated events.  We  would  not  wish  to  infer  the 
location  of  an  aneurysm  from  the  prodromal 


symptoms.  But  the  incidence  and  patterns  of 
symptoms  which  may  have  indicated  forewarning 
of  minor  bleeding  episodes  long  before  a major 
subarachnoid  hemorrhage  occurred  seemed  strik- 
ing in  the  material  we  have  reviewed. 

One  fifth  of  the  patients,  34,  with  forewarnings 
had  been  treated  for  an  erroneous  diagnosis  for 
more  than  one  week  before  the  diagnosis  of  sub- 
arachnoid hemorrhage  was  considered  in  their 
management.  Meningitis,  viral  infection,  mi- 
graine, sinusitis,  tension,  or  nervous  headache 
were  among  those  commonly  recorded.  A review 
of  the  records  of  these  34  patients  indicated  in 
each  instance  that  indicators  suggesting  the  pres- 
ence of  an  aneurysm  or  subarachnoid  hemorrhage 
were  evident  but  had  been  misinterpreted. 

In  51  patients  with  prodromata  who  were  admit- 
ted as  grade  I or  II  the  mortality  rate  from  recur- 
rent hemorrhage  before  treatment  was  6 per  cent. 
The  55  patients  who  were  admitted  as  grade  III  to 
IV  had  a mortality  rate  of  41  per  cent  before  oper- 
ative care  was  undertaken.  The  duration  of  the 
forewarnings  in  these  two  groups  was  similar. 

When  these  forewarning  events  are  recognized 
as  suggesting  a subarachnoid  hemorrhage,  a lum- 
bar puncture  should  be  done  for  confirmation. 
Those  patients  with  blood  in  the  cerebrospinal 
fluid  should  then  be  considered  as  candidates  for 
more  definitive  studies  designed  to  identify  the  le- 
sion responsible  for  the  subarachnoid  hemorrhage. 

In  conclusion  we  suggest  that  significant  fore- 
warnings of  a confirmed  subarachnoid  hemorrhage 
occurred  in  at  least  60  per  cent  of  the  patients 
whose  records  we  have  reviewed.  The  forewarn- 
ings occurred  over  extended  periods  of  time  before 
a major  subarachnoid  hemorrhage  developed. 
They  had  clinical  characteristics  which  were  often 
reasonably  precise  and  suggest  that  their  real  clini- 
cal significance  can  be  determined. 

The  low  presurgical  and  operative  mortality  rate 
(5  to  10  per  cent)  in  patients  with  forewarnings 
who  can  be  admitted  at  grades  I and  II  compared 
with  the  much  higher  mortality  rate  (30  to  40  per 
cent)  in  those  admitted  as  grade  III  to  IV  suggest 
that  further  major  reduction  in  the  mortality  rate 
of  subarachnoid  hemorrhage  due  to  congenital 
berry  aneurysm  may  depend  heavily  on  their  ear- 
lier diagnosis  based  primarily  on  the  appropriate 
identification  of  the  patients'  forewarning  signs. 
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Trobicin  — Indication  and  dosage. 
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proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
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intramuscularly1;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 
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gm  vials  containing  10  ml  when  reconstituted 
ith  diluent. 

>n  aminocyclitol  antibiotic  active  in  vitro  against 
iost  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
o 20  mcg/ml).  Definitive  in  vitro  studies  have 
hown  no  cross  resistance  of  N.  gonorrhoeae 
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ndications:  Acute  gonorrheal  urethritis 
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o susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa- 
tents previously  found  hypersensitive  to  spec- 
inomycin. 

arnings:  Not  indicated  for  the  treatment  of 
yphilis.  Antibiotics  used  to  treat  gonorrhea 
nay  mask  or  delay  the  symptoms  of  incubating 
iyphilis.  Patients  should  be  carefully  examined 
tnd  monthly  serological  follow-up  for  at  least 
3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
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trials:  soreness  at  the  injection  site,  urticaria, 
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During  multiple-dose  subchronic  tolerance  stud- 
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were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 
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treatment  with  4 grams  (10  ml)  intramuscularly 
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with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
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ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 
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In  the  past  ten  years  a series  of  guidelines  for  the 
treatment  of  severe  uncontrolled  diabetes  mellitus 
has  evolved  at  Morrisania  City  Hospital.  Adher- 
ing to  it,  as  it  evolved,  in  the  treatment  of  some 
750  obtunded-to-comatose,  severely  ketoacidotic 
patients  and  more  than  100  equally  ill  hyperosmo- 
lar, nonketotic  patients  has  resulted  in  a current 
mortality  rate  of  less  than  2 per  cent  in  ketoacidot- 
ic patients  and  less  than  20  per  cent  in  hyperosmo- 
lar, nonketotic  patients.  Because  these  guidelines 
share  many  features  with  many  isolated  recent  re- 
ports in  the  literature,  it  was  felt  worth  while  to 
present  them  in  their  entirety. 

Guidelines  in  the  therapy  of  diabetic  coma 

I.  A.  Establish  the  diagnosis.  If  uncertain,  give 
50  per  cent  dextrose  in  water  after  collect- 
ing blood  to  obtain  initial  blood  glucose  and 
chemistries.  Dextrostix  determination  of 
blood  glucose  may  be  a useful,  albeit  rough, 
guide. 

B.  Draw  initial  blood  tests  and  establish  an  in- 
travenous line.  If  the  patient  is  hypo-  or 
hypertensive,  a cardiac,  or  in  the  older-age 
group,  insert  a long,  central  venous  cathe- 
ter. Obtain: 

1.  Serum  acetone  (method  of  Nabarro).1 
Using  powdered  or  crushed  Acetest 
tablet,  record  only  the  highest  dilution 
at  which  a 4 plus  or  “large”  reaction  is 
present  after  three  minutes.  If  the  ac- 
idosis is  all  due  to  “ketoacidosis”  and 
if  normal  “ketone-body”  ratios  prevail, 
a large  reaction  in  undiluted  serum 
will  be  associated  with  the  depression 
of  venous  bicarbonate  of  7 to  8 mEq. 
per  liter;  a large  in  a 1:1  dilution  will 
be  associated  with  depression  of  ve- 
nous bicarbonate  of  14  to  16  mEq.  per 
liter,  and  so  forth. 

While  under  normal  circumstances 
the  ratio  in  serum  of  acetoacetate  de- 
carboxylase to  3-hydroxybutyrate  is 


1:2  or  1:3,  the  basis  for  Nabarro’s1  esti- 
mation of  total  ketone  bodies,  in  ke- 
toacidosis recent  evidence  demon- 
strates an  increased  ratio  of  3-hy- 
droxybutyrate  to  acetoacetate,  ranging 
from  4:1  to  as  much  as  15:1.  There- 
fore, some  instances  of  diabetic  acido- 
sis will  occur  without  significant  “ke- 
tosis” by  Acetest  (the  Rothera  reaction 
will  measure  acetoacetate  but  not  3- 
hydroxybutyrate),  with  a large  anion 
gap,  but  without  excess  lactate  (see 
VIII-G).  These  patients  have  3-hy- 
droxybutyrate  as  the  predominant  un- 
measured anion,  and  as  therapy  pro- 
ceeds this  is  usually  converted  to  ace- 
toacetate decarboxylase  with  the  de- 
layed appearance  or  apparent  wors- 
ening of  ketonemia  and  ketonuria  as 
measured  by  Acetest.  The  treatment 
is  the  same  as  for  ketoacidosis  with 
strongly  positive  serum  acetone  test 
results. 

Acetone  will  also  give  a positive  Ace- 
test finding.  Since  it  is  metabolically 
inert,  volatile,  and  fat  soluble,  it  thus 
may  be  expired  in  the  air  many  hours 
after  the  blood  ketones  have  returned 
to  normal,  and  in  the  same  manner  re- 
sult in  persistent  ketonuria  so  that  this 
cannot  be  used  as  a safe  guide  to  fur- 
ther therapy. 

2.  Blood  (serum)  glucose,  venous  bicar- 
bonate, K+  (potassium  positive),  NA+ 
(sodium  positive),  Cl-  (chlorine  nega- 
tive), BUN  (blood  urea  nitrogen), 
hematocrit,  and  white  blood  cell  count. 

3.  Blood  culture,  and  other  appropriate 
cultures  such  as  sputum,  urine,  cere- 
brospinal fluid,  nose  and  throat, 
should  be  obtained  and  so  forth. 
Look  for  abscesses,  and  other  sites  of 
infection,  and  culture  them  since  in- 
fection is  a precipitant  of  diabetic 
coma  in  20  to  25  per  cent  of  cases. 

4.  Arterial  pH,  carbon  dioxide  pressure, 
and  oxygen  pressure;  may  leave  arteri- 
al needle  indwelling  for  further  deter- 
minations. 

5.  Serum  osmolality. 

6.  Serum  amylase. 

7.  If  available,  serum  lactate  and  pyr- 
uvate; quantitative  determination  of 

serum  ketones. 

8.  Freeze  5 ml.  of  whole  blood  and  5 ml. 
of  serum  for  any  other  subsequent  de- 
termination. 

C.  If  the  patient  is  a known  diabetic,  establish: 

1.  Prior  insulin  dosage,  date,  time,  and 
amount  last  given. 

2.  Prior  episodes  of  ketoacidosis-coma 
and  the  amount  of  insulin  required  for 
treatment.  Episodes  often  tend  to  be 
similar,  and  one  may  be  able  to  judge 
requirements  from  prior  information. 

3.  Precipitating  factors  in  the  current  ad- 
mission, such  as,  omission  of  insulin, 
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infection,  stroke,  myocardial  infarc- 
tion, psychogenic  stress,  first  episode, 
onset  of  disease,  and  so  forth. 

4.  Duration  of  coma — the  longer  the  du- 
ration of  coma,  the  poorer  the  progno- 
sis. 

II.  A.  Establish  a flow  sheet 

1.  Urine  glucose  and  acetone  every  hour. 

2.  Bloods  (glucose,  carbon  dioxide,  BUN, 
K+,  pH)  every  two  to  four  hours. 

3.  Serum  acetone,  every  two  hours,  if  ar- 
terial pH  not  available. 

4.  Intake  and  output,  every  hour. 

5.  Vital  signs,  every  hour  as  necessary. 

B.  Insert  Foley  catheter  only  if  essential,  hut 
inability  to  void  is  never  an  excuse  for  not 
obtaining  urine  in  an  acutely  ill  patient  in 
whom  diabetic  ketoacidosis  may  be  present. 
Urine  glucose  concentrations  can  best  be 
followed  by  the  “2-drop”  method,  using 
Clinitest  (color  chart  for  2-drop  method 
supplied  by  Ames  Co.).  Only  personnel 
trained  in  this  method  should  use  it,  other- 
wise confusion  with  the  standard  5-drop 
method  will  result.  Results  should  be  re- 
ported in  “per  cent”  rather  than  by  “0  to  4 
plus.” 

In  the  absence  of  the  2-drop  method,  the 
standard  5-drop  measurement  of  urinary 
glucose  is  equally  effective  and  should  be 
used. 

Obtain  a complete  urinalysis,  and  culture, 
and  repeat  after  the  osmotic  diuresis  has 
been  corrected.  A suprapubic  puncture,  if 
you  know  how,  is  superior  to  Foley  catheter- 
ization. 

III.  A.  Fluids  and  electrolytes 

1.  If  hypotension  or  shock  is  present, 
rapidly  administer  a volume  expander, 
such  as  dextran,  plasma  protein  frac- 
tion (Plasmanate),  albumin,  whole 
blood  and,  if  necessary,  pressors,  such 
as  metaraminol  (Aramine),  norepi- 
nephrine (see  VIII— J). 

2.  If  there  is  no  hypotension,  and  de- 
pending on  the  degree  of  dehydration, 
age,  and  cardiovascular  status,  begin 
infusion  of  hypotonic  electrolyte  solu- 
tions, such  as  one-half  normal  mul- 
tielectrolyte, balanced  electrolyte  in- 
jection replacement  formulas  (Isolyte 
S or  Normosol  R),  or  0.45  per  cent  sa- 
line if  these  others  are  not  available  (in 
severe  acidosis,  88  to  132  mEq.  sodium 
bicarbonate  per  liter  in  distilled  water 
may  be  used),  at  a rate  of  500  to  1,500 
ml.  per  hour,  in  an  average-sized  adult, 
for  the  first  two  to  five  hours.  Prefer- 
ably, begin  with  1,500  ml.  in  the  first 
hour  and  500  to  1,000  ml.  per  hour 
thereafter.2  The  preferred  solution  is 
one-half  normal  multielectrolyte  solu- 
tion or  its  equivalent  without  added 
glucose.  Unless  contraindicated,  the 
first  1,000  ml.  should  be  given  in  thirty 
minutes  or  less. 

3.  Once  the  initial  blood  chemistry  re- 


An annotated  step-by-step  guide  to  the  treatment 
of  diabetic  ketoacidosis  and  hyperosmolar  coma  is 
presented.  Emphasis  has  been  placed  on  the 
prompt  restoration  of  intravascular  volume,  the 
use  of  small  doses  of  regular  insulin  at  frequent  in- 
tervals, initiation  of  treatment  with  hypotonic 
multielectrolyte  solutions  and  the  early  replace- 
ment of  potassium.  More  controversial,  but  never- 
theless recommended,  is  restraint  in  the  use  of  bi- 
carbonates. A number  of  the  problems  which  may 
occur  at  the  outset  or  during  treatment  of  diabetic 
coma  are  discussed.  These  include  hypothermia, 
other  causes  of  coma,  hyponatremia,  hyperamy- 
lasemia,  lactic  acidosis,  and  cerebral  edema. 


suits  are  known,  alter  the  fluid  pre- 
scription accordingly.  If  hyperosmo- 
larity  is  not  present,  isosmolar  fluids 
should  be  substituted  for  hypoosmo- 
lar.  (Normal  osmolarity  is  280  ± 10 
mOsm.  per  liter.  Milliosmol  per  liter 
= 2(Na+  + K+)  + blood  sugar  (mg.  per 
100  ml.)/18  + BUN/1.4  (can  usually 
ignore  the  BUN  in  the  calculation)). 
Preferably,  measure  serum  osmolality 
directly. 

4.  Alkali  usually  is  not  necessary  in  the 
treatment  of  ketoacidosis.  However, 
it  may  be  given  for  severe  ketoacidosis, 
pH — 6.9-7;  in  the  presence  of  lactic 
acidosis;  if  severe  hyperkalemia  is 
present;  or  if  the  patient  has  deep 
coma,  severe  hypotension,  or  shock 
unresponsive  to  treatment.  One  rea- 
son for  caution  in  the  administration 
of  alkali  is  the  paradoxic  spinal  fluid 
acidosis  associated  with  further  de- 
pression of  the  state  of  consciousness 
occasionally  seen  following  the  admin- 
istration of  alkali  to  patients  with  met- 
abolic acidosis.3  With  further  experi- 
ence it  appears  that  alkali  is  rarely 
needed  or  useful,  even  in  severe  ketoa- 
cidosis or  lactic  acidosis. 

There  is  currently  a growing  body  of 
information  that  demonstrates  a sig- 
nificant reduction  of  red  blood  cell  2,3 
DPG  (diphosphoglyceric  acid)  in  met- 
abolic acidosis.  Below  a pH  of  7.15, 
levels  are  less  than  one-half  normal. 
A rise  in  red  blood  cell  2,  3 DPG  causes 
a decrease  in  hemoglobin  affinity  for 
oxygen,  while  a decrease  in  2,  3 DPG 
increases  hemoglobin  affinity  for  oxy- 
gen; acidosis  causes  a decrease  in  he- 
moglobin affinity  for  oxygen,  the  Bohr 
effect.  Thus,  in  diabetic  ketoacidosis, 
oxygen  dissociation  from  hemoglobin 
is  normal  and  the  decrease  in  2,  3 DPG 
is  a protective  mechanism  against  the 
deleterious  effects  of  a fall  in  pH. 
Treatment,  especially  the  hasty  use  of 
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bicarbonate,  creates  an  imbalance  be- 
tween 2,  3 DPG  and  pH.  It  may  take 
up  to  ninety-six  hours  for  2,  3 DPG 
levels  to  return  to  normal  in  the  red 
blood  cells,  while  the  pH  is  generally 
normal  by  twenty-four  hours — usually 
sooner.  Despite  the  increase  in  pH, 
lactate:pyruvate  ratios  remain  high, 
possibly  because  of  decreased  tissue 
delivery  of  oxygen.4 

Additionally,  bicarbonate  infusion 
may  abruptly  lower  serum  K+  and 
precipitate  hypokalemic  arrhythmias; 
respiratory  paralysis;  weak,  flaccid, 
and  areflexic  muscles;  and  abdominal 
distention  with  paralytic  ileus.  The 
use  of  bicarbonate  increases  potassium 
replacement  requirements.  Alkalosis 
may  induce  arrhythmias  in  a manner 
other  than  by  causing  a decreased  K+. 
The  danger  of  alkalosis-induced  ar- 
rhythmias was  pointed  out  by  Ayres 
and  Grace.5 

5.  If  congestive  heart  failure  develops, 
the  central  venous  pressure  rises  ex- 
cessively, or  anuria  supervenes,  the 
volume  infused  should  be  reduced.  In 
some  patients  who  are  very  dehy- 
drated, when  the  blood  sugar  level  be- 
gins to  fall  into  the  200  to  300  mg.  per 
100  ml.  range,  despite  the  infusion  of 
what  has  been  considered  to  be  ade- 
quate fluids,  hypotension  and  oliguria 
may  occur.  This  is  merely  an  un- 
masking of  the  “latent  shock  of  dehy- 
dration” and  is  corrected  by  the  infu- 
sion of  colloid  or  a volume  expander. 

6.  If  hyperkalemia  is  present,  the  early 
infusion  of  K+  is  to  be  avoided. 

7.  Indications  for  K+  infusion,  predicat- 
ed on  an  adequate  urinary  flow:  (a) 

normal  serum  K+  on  admission,  (b) 
low  serum  K+  (c)  serial  decrease  in 
size  and  degree  of  peaking  of  T-waves 
on  electrocardiograms  or  the  appear- 
ance of  positive  U-waves,  (d)  muscle 
weakness,  especially  respiratory  mus- 
cles, (e)  arbitrarily  by  the  end  of  the 
second  to  the  fourth  hour  of  adequate 
therapy,  (f)  as  soon  as  the  blood  glu- 
cose shows  a clear  cut  fall,  or  (g)  glu- 
cosuria  decreases. 

Recent  information  has  emphasized 
the  enormous  loss  of  K+  in  diabetic 
ketoacidosis  and  hyperosmolar  nonke- 
totic coma  and  the  frequency  with 
which  hypokalemia  develops.  Even  as 
treatment  progresses,  further  massive 
losses  may  occur.  Earlier  use  of  K+  is 
becoming  an  accepted  mode  of  thera- 
py. It  is  suggested  that  if  the  initial 
serum  K+  is  4 to  5 mEq.  per  liter, 
administer  20  mEq.  K+  per  hour;  if  K+ 
is  less  than  4 mEq.  per  liter  initially, 
infuse  K+  as  acetate  at  rate  of  40  mEq. 
per  hour  for  two  hours  and  then  20 
mEq.  per  hour,  depending  on  subse- 
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quent  serum  K plus  determinations;  if 
K+  falls  to  less  than  3.5  mEq.  per  liter 
by  the  end  of  the  first  hour  of  treat- 
ment, give  at  least  40  mEq.  K+  per 
hour,  with  60  mEq.  K+  per  hour  if  the 
serum  K+  is  less  than  2.5  mEq.  per 
liter. 

The  preference  here  is  for  avoiding 
the  use  of  potassium  chloride  and 
using  potassium  acetate  or  phosphate, 
if  available,  because  of  the  not-infre- 
quent  development  of  hyperchloremia 
in  these  patients  after  ketoacidosis  has 
been  corrected,  due  to  the  infusion  of 
excessive  amounts  of  chloride.  For 
every  rise  or  fall  of  0.1  pH  unit,  there 
is  an  average  fall  or  rise  of  0.63  mEq. 
of  K+  per  liter  of  plasma. 

8.  Magnesium  is  contained  in  balanced 
electrolyte  injection  maintenance  for- 
mulas (Plasma-Lyte,  Isolyte,  or  Nor- 
mosol),  and  in  other  multielectrolyte 
solutions  commercially  available. 

Significant  deficits  may  occur  and 
may  be  associated  with  hypocalcemia. 
It  is  available  as  magnesium  sulfate,  50 
per  cent  solution,  but  only  very  rarely 
is  it  needed  in  therapy  (see  VIII-M). 

9.  Phosphate,  if  available,  can  be  given  as 
the  K+  salt.  Deficits  may  have  clini- 
cal implications  regarding  intracellular 
high-energy  phosphates,  and  so  forth. 
Hemolysis  may  occur  secondary  to 
phosphate  depletion,6  and  phosphate 
is  needed  to  restore  the  red  blood  cell 
2,  3 DPG.  Potassium  phosphate  is 
available  as  an  intravenous  supple- 
ment in  the  form  of  dibasic  and  mono- 
basic potassium  phosphate  (see  VIII— 
M).  A phosphate  depletion  syndrome 
has  also  been  described,  associated 
with  weakness,  anorexia,  and  malaise, 
although  not  everyone  agrees  that 
phosphate  deficiency  is  causal  in  ei- 
ther these  symptoms  or  in  hemolysis.7 
Early  in  ketoacidosis  the  serum  phos- 
phate often  is  elevated  and  falls  only 
after  insulin  and  fluids  have  had  an  ef- 
fect. 

10.  Five  per  cent  dextrose  in  water  usually 
can  be  begun  by  the  third  to  the  fifth 
hour,  whenever  clear  evidence  of  a 
progressive  fall  in  blood  sugar  occurs, 
when  the  blood  sugar  is  250  to  300  mg. 
per  100  ml.,  or  when  glucosuria  is  pro- 
gressively declining. 

IV.  Insulin  (crystalline) 

A.  With  hypotension  or  shock  all,  or  two  thirds 
to  three  quarters  of  the  initial  dose  of  crys- 
talline insulin  and,  if  necessary,  subsequent 
doses  should  be  given  intravenously.  When 
given  intravenously,  the  individual  dose  and 
subsequent  doses  may  have  to  be  larger, 
and  the  interval  between  doses  shorter,  to 
achieve  results  comparable  to  subcutaneous 
or  intramuscular  injection.  The  half-life  of 
intravenous  insulin  is  considerably  shorter 
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than  is  the  effective  half-life  of  subcuta- 
neous or  intramuscular  doses.  Otherwise, 
in  the  absence  of  hypotension  or  shock,  in- 
sulin should  be  given  subcutaneously  or  in- 
tramuscularly since  this  gives  a smoother 
curve  of  insulin  action  than  do  the  intrave- 
nous pulse  doses.  Since  insulin  adheres  in 
a variable  degree  to  glass  and  plastic,  we 
have  not  used  the  continuous  infusion 
method  with  small  doses  as  has  Genuth,8 
but  this  method  offers  an  effective  alterna- 
tive plan  of  therapy. 

B.  If  the  daily  insulin  dose  is  known  and  has 
been  omitted,  this  amount  can  be  given  as 
crystalline  insulin  with  safety. 

C.  Suggested  dosage: 

1.  Administer  0.25  to  1.5  units  per  kilo- 
gram of  ideal  body  weight  initially. 
The  lower  doses  are  reserved  for  the 
milder  ketotic,  more  alert  patients  and 
for  those  with  nonketotic  hyperosmo- 
lar states.  The  larger  doses  may  be 
reserved  for  severely  acidotic  comatose 
patients  who  require  the  dose  intrave- 
nously. An  acceptable  average  initial 
dose  is  0.5  units  per  kilogram. 

2.  Depending  on  the  response,  as  indicat- 
ed by  the  state  of  consciousness,  blood 
pressure,  pH,  serum  acetone,  blood 
sugar  level,  and  so  forth,  subsequent 
doses  of  0.25  to  0.5  units  per  kilogram 
may  be  given,  as  indicated  every  one  to 
four  hours.  Usually,  0.25  units  per 
kilogram  every  two  hours  for  the  first 
four  to  six  hours  is  satisfactory,  mod- 
eled after  Shaw  et  al .9  Other  low-dose 
insulin  regimens  have  been  reported 
recently — the  one  by  Genuth8  for  con- 
tinuous low-dose  intravenous  insulin, 
and  one  for  intramuscular  insulin  on 
an  hourly  basis  by  Alberti,  Hockaday, 
and  Turner.10 

3.  If  the  response  is  very  rapid,  further 
insulin  should  be  temporarily  withheld 
and  5 to  10  per  cent  dextrose  in  water 
infused  until  the  blood  sugar  level 
rises  or  glucosuria  is  increasing.  How- 
ever, at  this  time,  insulin  again  should 
be  instituted  with  an  infusion  of  glu- 
cose to  maintain  the  anabolic  state  al- 
ready achieved  and  to  prevent  a re- 
lapse into  a catabolic-ketotic  status. 

4.  If  “resistance”  is  evident  by  the  fourth 
to  sixth  hour,  the  interval  between 
doses  of  insulin  can  be  shortened  to 
one  half  to  one  hour,  and  the  amount 
of  insulin  administered  can  be  doubled 
on  every  subsequent  dose  until  im- 
provement begins.  However,  there  is 
no  convincing  evidence  that  increasing 
the  dose  of  insulin  in  this  situation  re- 
sults in  a beneficial  response.  This 
situation  differs  from  the  self-fulfilling 
prophecy  of  “insulin  resistance”  as  de- 
termined by  giving  high  doses  of  insu- 
lin from  the  outset,  plus  large  subse- 
quent doses  at  frequent  intervals.  A 


major  caution  is  necessary!!  The  pa- 
tient receiving  increasing  doses  of  in- 
sulin must  be  observed  very  carefully 
for  abrupt  loss  of  resistance  and  for 
the  precipitous  development  of  hypo- 
glycemia. Dextrostix  may  be  useful 
guides  to  possible  hypoglycemia.  Re- 
member that  hypoglycemia,  by  in- 
creasing the  secretion  of  epinephrine, 
growth  hormone,  glucagon,  and  adre- 
nocorticotropic hormone  will  stimulate 
lipolysis'  and,  therefore,  ketogenesis, 
with  the  resultant  return  or  worsening 
of  ketosis  and  resistance  to  the  effects 
of  further  insulin. 

V.  Gastric  lavage  should  be  performed  on  all  keto- 
acidotic,  comatose,  or  hyperosmolar  diabetic  pa- 
tients; they  may  require  endotracheal  intubation 
first,  if  comatose,  to  prevent  aspiration.  Naso- 
gastric suction  is  useful  for  gastric  dilation;  it 
prevents  later  aspiration  of  gastric  contents,  pre- 
vents respiratory  embarrassment,  may  prevent 
gastric  hemorrhage,  may  provide  a route  for  sub- 
sequent fluid  administration,  and  may  provide 
symptomatic  relief  from  the  common  presenting 
symptoms  of  nausea  and  vomiting,  ileus,  and 
gastroparesis  diabeticorum.  By  the  time  gastric 
intubation  is  performed,  as  many  as  50  per  cent 
of  patients  already  have  guaiac-positive  stomach 
contents.  If  the  stomach  is  found  to  be  empty 
on  intubation,  the  nasogastric  tube  should  be  re- 
moved. 

VI.  Hypothermia,  or  a normal  temperature,  is  the 
rule  in  diabetic  ketoacidosis-coma. 11  Thus,  slight 
temperature  elevations  warrant  a vigorous  search 
for  infection,  including  a lumbar  puncture. 
Once  appropriate  cultures  are  obtained,  if  infec- 
tion is  suspected  it  is  probably  wisest  to  proceed 
to  treat  it,  preferably  with  penicillin.  If  a specif- 
ic infection  is  found,  appropriate  antibiotic  ther- 
apy should  be  used.  Some  physicians  feel  that 
older  diabetic  patients  with  unexplained  ketoaci- 
dosis should  receive  antibiotics  regardless  of  the 
findings  on  examination.  Meningitis  especially 
must  be  considered  in  the  comatose  diabetic  pa- 
tient. It  is  well  to  remember  that  a number  of 
unusual  infections  and  unusual  manifestations  of 
common  infections  may  occur  in  the  uncon- 
trolled diabetic  state  or  might  precipitate  it. 
Some  of  these  include  mucormycosis,  Friedlan- 
der’s  meningitis,  and  unusual  gram-negative  in- 
fections. A roentgenogram  of  the  chest,  porta- 
ble, if  necessary,  is  a mandatory  part  of  the  ini- 
tial work-up. 

VII.  Once  the  patient  is  awake  and  able  to  take  fluids, 
remove: 

A.  The  nasogastric  tube. 

B.  The  intravenous  tubes,  when  able  to  do  so 
safely,  and  the  (central  venous  pressure) 

C.V.P. catheter. 

C.  The  urinary  catheter,  if  present,  and  culture 
the  catheter.  If  a urinary  catheter  must  be 
left  indwelling,  a 3-way  Foley  catheter 
should  be  used;  all  connections  should  be 
kept  inviolate  and  sterile,  a genitourinary 
antiseptic  irrigant  or  acetic  acid  solution  at 
the  rate  of  40  ml.  per  hour  should  be  in- 
stilled into  the  bladder. 
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VIII. 


D.  Once  “broken,”  the  patient  should  be  start- 
ed on  an  intermediate-acting  insulin  prepa- 
ration, if  needed.  Coverage  by  a “sliding  or 
rainbow  scale”  is  to  be  deplored.  These  pa- 
tients require  a “broad  cover,”  rather  than 
periodic  “pulse”  doses  of  insulin.  If  control 
slips,  this  should  be  treated  acutely  by  the 
physician  and  not  by  the  nurse  on  a cover- 
age basis. 

Pitfalls  to  be  considered: 

A.  Coma  in  diabetic  patients  can  be  caused  by 
all  the  usual  etiologies  of  coma  seen  in  non- 
diabetic patients,  for  example,  hypoglyce- 
mia, uremia,  stroke,  overdose,  skull  trauma, 
and  so  forth. 

B.  Abdominal  pain  in  the  diabetic  patient  in 
ketoacidosis  may  mimic  an  acute  condition 
of  the  abdomen  requiring  surgery.  Usually 
the  pain  due  to  ketoacidosis  develops  after 
the  diabetic  patient  has  become  ill  from  loss 
of  diabetic  control,  and  usually  decreases 
markedly  once  several  liters  of  fluid  have 
been  rapidly  infused.  However,  an  acute 
abdominal  condition  can  occur  in  the  dia- 
betic patient,  and  missing  the  diagnosis 
could  be  disastrous.  Especially  consider 
acute  appendicitis,  empyema  of  the  gall- 
bladder, and  acute  pancreatitis. 

C.  Pleural,  pleuropericardial,  and  pericardial 
friction  rubs  and  pain  may  occur  in  the  se- 
verely dehydrated  ketoacidotic  patient. 
Transient  S-T  segment  changes  compatible 
with  pericarditis  may  be  seen  on  the  elec- 
trocardiogram; these  findings  disappear  fol- 
lowing hydration.  However,  uremic  peri- 
carditis, viral  pericarditis,  myocardial  in- 
farction, and  pleurisy  also  require  consider- 
ation if  these  findings  do  not  resolve  quick- 
ly- 

D.  On  the  other  hand,  in  the  severely  dehy- 
drated patient,  the  rales  and  other  physical 
findings  of  pneumonia  may  not  be  evident 
until  rehydration  has  been  accomplished. 
Therefore,  a repeat  physical  examination  at 
this  time  is  indicated. 

E.  Urinary  tract  infections  are  frequent  pre- 
cipitants  of  ketoacidosis,  and  these  fre- 
quently occur  with  a background  of  atonic 
bladder.  Renal  papillary  necrosis  should 
always  be  considered  in  these  patients. 

F.  In  patients  with  extensive  infected  gan- 
grene of  a lower  extremity,  it  may  be  impos- 
sible to  correct  the  diabetic  state,  lower  the 
fever,  or  alleviate  coma  until  the  involved 
extremity  is  surgically  removed  or  packed 
in  ice  with  an  occlusive  tourniquet  at  the 
level  of  demarcation. 

G.  Lactic  acidosis  may  occur  in  diabetic  pa- 
tients on  phenformin  (DBI),  on  insulin,  or 
on  diet  alone.  It  usually  occurs  in  the  set- 
ting of  renal  insufficiency,  hepatic  disease, 
or  another  disease  that  leads  to  tissue  hy- 
poxia and/or  hypoperfusion;  it  may  be  pres- 
ent together  with  ketoacidosis.  In  lactic  ac- 
idosis there  is  an  increase  in  the  concentra- 
tion of  “unmeasured  anions,”  or  the  “anion 
gap”  not  explained  by  the  concentration  of 


ketones  and  exceeding  the  upper  limits  of 
the  normal  anion  gap,  12  mEq.  per  liter. 
The  anion  gap  = Na+  — (Cl-  + HCO3-)  = 
12  or  less  mEq.  per  liter.12 

H.  Occasionally,  after  adequate  therapy  has 
been  initiated,  the  patient  may  lapse 
abruptly  into  deep  coma,  and  this  may  ter- 
minate fatally.  This  may  be  due  to  cerebral 
edema  which  in  turn  may  be  related  to 
rapid  shifts  in  osmotic  gradients  between 
the  central  nervous  system  and  peripheral 
blood  resulting  from  either  the  rapid  infu-| 
sion  of  hypotonic  fluid  or  from  a rapid  de- 
crease in  blood  glucose.13  The  rate  of  infu- 
sion of  hypotonic  fluid  and  the  use  of  insu- 
lin should  be  slowed  in  such  patients  and 
oxygen  should  be  given,  even  though  these 
alterations  in  treatment  have  not  been 
shown  to  alter  the  course  of  cerebral  edema, 
which  may  occur  transiently  in  most  ade-i 
quately  treated  patients.  Another  explana- ; 
tion  that  has  not  been  evaluated  adequately 
in  diabetic  patients  is  that  the  decrease  in 
the  state  of  consciousness  is  due  to  hypo- 
phosphatemia.14 

I.  Although  the  electrocardiographic  findings 
are  a useful  guide  to  the  level  of  potassium 
and  its  intra-  to  extracellular  ratio,  they  are 
nonetheless  nonspecific.  Acidosis,  perhaps 
by  altering  the  intra-  to  extracellular  K+ 
ratio,  may  result  in  electrocardiographic 
findings  resembling  hyperkalemia,  while  an 
increase  in  serum  Na+  concentration  may 
mimic  hypokalemia.  Serial  tracings,  how- 
ever, are  a useful  guard  against  hyperkale- 
mia during  K+  infusion. 

J.  Sustained  hypotension  after  the  use  of  plas- 
ma volume  expanders  and  pressors  may. 
point  to  a number  of  complicating  factors: 

While  the  evidence  is  weak,  acidosis  may 
be  associated  with  persistent  peripheral  va- 
sodilation or  impaired  cardiac  contractility. 
Therefore,  in  persistent  hypotension,  cau- 
tious use  of  bicarbonate,  usually  with  K+. 
may  be  indicated. 

Other  factors  to  be  considered  include 
myocardial  infarction,  gram-negative  septi- 
cemia, staphylococcal  or  pneumococcal  in- 
fection, renal-papillary  necrosis,  hemor- 
rhagic pancreatitis,  gastrointestinal  hemor- 
rhage, or  acute  adrenal  or  pituitary  insuffi- 
ciency. 

K.  Low  serum  Na+  concentrations  in  diabetic 
coma  may  be  secondary  to: 

1.  Markedly  elevated  blood  sugar  with  its 
osmotically  obligated  water,  resulting 
in  relative  dilution  of  the  Na+. 

2.  “Pseudohyponatremia”  due  to  a 
marked  elevation  of  the  serum  lipids 
usually  with  grossly  lactescent  serurr 
and  a type  V or  IV  pattern  on  lipopro- 
tein electrophoresis,  with  displace- 
ment of  serum  water.  Since  the  serurr 
Na+  is  a volumetric  determination,  ii 
will  be  recorded  as  low,  although  the 
concentration  in  serum  water  may  be 
normal  or  high. 
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5.  In  the  absence  of  these  causes,  how- 
ever, a number  of  patients  with  diabet- 
ic ketoacidosis  develop  edema  when 
treated  with  insulin.  This  may  be  due 
to  a Na+-retaining  effect  of  enhanced 
carbohydrate  metabolism  induced  by 
insulin  replacement,16  or  to  a direct 
Na+-retaining  effect  of  insulin. 

P.  The  serum  amylase  may  be  elevated,  at 
times  to  very  high  levels,  in  ketoacidosis 
without  other  evidences  of  pancreatitis. 
The  decision  as  to  whether  or  not  acute 
pancreatitis  is  present  then  must  depend  on 
other  findings,  such  as,  elevated  serum  li- 
pase, methemealbuminemia,  the  clinical 
findings,  and  the  course. 17 

Q.  Recent  data  confirm  our  clinical  observa- 
tion that  the  level  of  consciousness  in  ketoa- 
cidosis does  not  parallel  the  degree  of  aci- 
demia but  rather  correlates  with  hypergly- 
cemia and  hyperosmolality.18  This  adds  to 
the  injunction  against  rapid  correction  of 
acidosis  and  to  the  urgency  for  correcting 
hyperosmolality. 

R.  Another  cause  of  abdominal  pain  in  diabet- 
ic coma  may  be  an  enlarged  liver  secondary 
to  prolonged,  uncontrolled  diabetes.  The 
liver  is  usually  infiltrated  with  fat  and  some 
glycogen,  and  the  presumed  cause  of  pain 
and  hepatic  tenderness  is  distention  of  the 
liver  capsule.  Liver  function  test  results 
may  be  mildly  to  grossly  abnormal,  and 
bpth  hepatic  function  and  size  may  return 
to  normal  only  gradually  after  therapy. 

Summary 


3.  Combinations  of  (1)  and  (2). 

4.  Rarely,  true  hyponatremia  with  exces- 
sive water  intake  or  Na+  loss  in  excess 
of  water.  Situations  (1),  (2),  and  (3) 
are  not  indications  for  fluid  restric- 
tion. 

L.  Alcoholic  ketoacidosis.  Ketoacidosis,  often 
severe,  may  occur  following  heavy  ethanol 
intake  and  probably  occurs  primarily  in 
mild-to-moderate  diabetic  patients.  The 
blood  sugar  may  range  from  moderately  ele- 
vated levels  to  frankly  hypoglycemic  levels; 
this  entity  tends  to  he  repetitive  in  the  same 
patient.  It  usually  occurs  in  women,  re- 
sponds very  well  to  intravenous  electrolyte 
solutions,  usually  doesn’t  require  alkali,  in- 
sulin, and,  unless  the  blood  sugar  level  is 
low,  probably  doesn’t  require  glucose.  If 
intravenous  glucose  is  given,  one  should  he 
prepared  to  give  crystalline  insulin  as 
well.15 

M.  Caution:  When  adding  K+  phosphate  to 

solutions,  proportionally  decrease  the  dose 
of  the  other  K + , containing  salts  added,  and 
do  not  add  phosphate  to  incompatible  solu- 
tions, for  instance,  calcium  containing  solu- 
tions. Phosphate  loss  can  exceed  50  mM. 
in  diabetic  ketoacidosis.  Potassium  phos- 
phate contains  2 mEq.  of  phosphate  per 
milliliter,  and  after  the  first  few  hours  of 
therapy  may  be  added  to  each  1,000  ml.  of 
intravenous  fluids  in  a dosage  of  10  to  20 
mEq.  per  liter  for  2 to  4 L.  This,  of  course, 
depends  on  the  serum  phosphate,  and  state 
of  renal  function.  Phosphate  infusion  may 
cause  hypocalcemia  and  may  precipitate  te- 
tany. Do  not  use  phosphate  if  the  patient 
is  hypocalcemic. 

If  necessary,  when  there  is  a low  serum 
magnesium,  plus  compatible  symptoms, 
magnesium  sulfate,  50  per  cent,  may  rarely 
be  used  in  doses  up  to  10  ml.  intramuscular- 
ly if  the  patient  is  not  obtunded  and  not  hy- 
potensive, reflexes  are  not  depressed,  and 
renal  function  is  adequate.  This  usually  is 
not  necessary  since  balanced  electrolyte  in- 
jection replacement  formulas  and  other 
multielectrolyte  solutions  contain  magne- 
sium. 

N.  The  problems  seen  early  in  the  treatment  of 
diabetic  coma  are  related  primarily  to  dehy- 
dration and  shock,  and  less  so  to  acidosis. 
The  late  problems  relate  primarily  to  hypo- 
glycemia, which  is  much  less  common  with 
the  low-dose  insulin  regimen  outlined. 

O.  Edema,  or  excessive  weight  gain  due  to  fluid 
retention,  may  occur  during  the  vigorous 
treatment  of  diabetic  ketoacidosis  or  hy- 
perosmolar coma.  This  may  be  due  to: 

1.  Excessive  fluid  and  electrolyte  re- 
placement. 

2.  Cardiac,  hepatic,  or  renal  failure. 

3.  Peripheral  vascular  insufficiency, 
which  is  common  in  diabetic  patients. 

4.  Other  causes,  such  as  hypoalbuminem- 
ia,  local  obstruction  to  lymphatic  or 
venous  return,  and  so  forth. 


An  annotated  guideline  to  the  therapy  of  uncon- 
trolled diabetes  mellitus  is  presented.  In  a large 
number  of  uncontrolled  diabetic  patients  treated 
at  a city  hospital,  it  has  proved  its  effectiveness 
both  clinically  and  as  a teaching  tool. 
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Yale research  group  urges  testing 
of  newborns  for  sickle  cell  trait 

Routine  screening  of  blood  samples  from  umbilical 
cords  of  infants  immediately  after  birth  to  detect  sickle 
cell  diseases  is  recommended  by  a medical  research 
team  from  Yale  University  School  of  Medicine  in  a re- 
port in  the  January  28  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association. 

Sickle  cell  anemia  occurs  with  an  estimated  frequency 
of  1 in  600  births  among  black  Americans. 

In  a research  study  conducted  at  Yale-New  Haven 
Hospital,  eight  of  756  black  and  Puerto  Rican  newborns 
screened  during  one  year  had  major  sickling  blood  prob- 
lems, the  doctors  report. 

“Identification  of  affected  infants  should  permit  an- 
ticipation and,  hopefully,  prevention  of  major  cata- 
strophic complications  that  contribute  to  the  high  mor- 
tality for  sickle  cell  diseases  in  the  first  years  of  life.” 
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The  tests  cost  only  $3.50  each,  taking  less  than  two 
hours  to  complete,  requiring  simple  and  inexpensive 
equipment  and  can  he  performed  by  individuals  with 
little  technical  training. 

“Early  recognition  of  sickle  cell  anemia  is  a valid  med- 
ical goal.  There  is  as  yet  no  specific  therapy  for  sickle 
cell  anemia,  but  many  of  the  complications,  including 
life-threatening  episodes  of  over-whelming  infection  cri- 
ses, can  be  minimized  by  early  medical  intervention. 

“Diagnosis  at  birth  permits  utilization  of  the  first  few 
months  of  life  for  parental  education  and  counseling  and 
for  ensuring  that  direct  access  to  prompt  and  competent 
medical  and  social  resources  is  provided.  Genetic  coun- 
seling of  the  family  concerning  future  pregnancies  can 
also  be  given.” 

The  research  study  was  conducted  by  Howard  A. 
Pearson,  M.D.,  Richard  T.  O’Brien,  M.D.,  Sue  McIn- 
tosh, M.D.,  Gregg  T.  Aspnes,  M.D.,  and  Mei-Mei  Yang, 
M.S. 
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Lithium  carbonate  now  has  an  established  place 
in  psychiatric  treatment.  In  1949,  Cade1  reported 
its  usefulness  in  agitated  psychiatric  patients. 
Following  this,  lithium  carbonate  was  extensively 
studied  in  Scandinavia,  Switzerland,  Great  Brit- 
ain, and  the  United  States.  It  has  proved  to  be  a 
major  new  treatment  in  manic-depressive  disease 
for  both  acute  manic  episodes  and  the  prevention 
of  recurrent  psychoses.  The  availability  of  this 
drug  has  focused  attention  on  the  problem  of  dif- 
ferential diagnosis  in  psychiatry.  Prior  to  lithium 
carbonate,  the  neuroleptic  drugs  and  electrocon- 
vulsive therapy  were  effective  in  both  manic  and 
schizophrenic  psychoses.  Since  lithium  carbonate 
is  specific  for  manic-depressive  illness,  the  need 
for  precise  diagnosis  has  been  highlighted.  An- 
other spin-off  has  been  increased  awareness  of  the 
benefits  of  blood  drug  levels  in  monitoring  treat- 
ment. Lithium  carbonate  was  the  first  psychiatric 
drug  for  which  serum  levels  were  necessary  and 
readily  available.  Blood  levels  of  antidepressant 
drugs  will  soon  become  standard  practice  in  psy- 
chiatry. 

A program  for  the  treatment  and  prevention  of 
manic-depressive  illness  with  lithium  carbonate 
began  at  St.  Vincent’s  Hospital  and  Medical  Cen- 
ter of  New  York  in  1968.  An  initial  report  has 
been  published.2  We  now  have  five  years’  experi- 
ence with  over  75  patients,  and  this  report  will  at- 
tempt to  review  the  psychiatric  indications  and 
medical  complications  of  lithium  carbonate.  The 
material  presented  will  be  a combination  of  our  ex- 
perience and  a review  of  the  pertinent  literature. 

Psychiatric  indications 

Lithium  carbonate  has  been  approved  by  the 
FDA  (Federal  Drug  Administration)  for  the  con- 


This  article  reviews  the  psychiatric  indications  for 
the  medical  complications  of  lithium  carbonate.  A 
five-year  experience  with  over  75  patients  on  lithi- 
um carbonate  and  the  pertinent  reports  from  the 
world  literature  are  included.  Lithium  is  indicat- 
ed for  the  treatment  and  prevention  of  manic-de- 
pressive psychoses.  The  acute  toxic  reactions  and 
lona-term  complications  are  described. 


trol  of  manic  episodes  in  manic-depressive  psycho- 
sis. Its  use  in  acute  mania  differs  from  that  of 
long-term  prevention.  The  standard  dose  in  acute 
mania  is  600  mg.  three  times  a day.  This  usually 
controls  manic  symptoms  within  a matter  of  days 
as  serum  lithium  levels  reach  1 mEq.  per  liter  or 
higher.  Since  there  is  a delay  in  arriving  at  opti- 
mal therapeutic  response,  we  often  use  phenothi- 
azines  concomitantly  with  lithium  carbonate  for 
the  first  few  days.  It  is  essential  during  the  period 
of  stabilization  to  monitor  serum  lithium  levels 
closely.  Once  therapeutic  levels  have  been 
reached,  dosage  should  be  reduced  to  300  mg. 
three  or  four  times  a day  to  avoid  toxicity.  Toxic 
signs  begin  when  serum  levels  approach  2 mEq. 
per  liter.  Lithium  carbonate  seems  to  have  an  ad- 
vantage over  neuroleptic  drugs  in  manic-depres- 
sive illness.  Many  patients  who  have  experienced 
both  medications  have  commented  on  this.  There 
is  less  sedation  on  lithium  carbonate,  no  extrapy- 
ramidal  effects,  and  mood  is  not  depressed. 

Lithium  carbonate  is  not  indicated  in  acute 
schizophrenia.  The  neuroleptic  drugs  are  superi- 
or. Although  lithium  carbonate  may  control  the 
hyperactivity  and  affective  symptoms  in  the 
schizophrenic  patient,  a toxic  confusional  state 
and  worsening  of  schizophrenic  symptomatology 
may  occur.2  Lithium  carbonate  appears  to  have 
specificity  for  affective  symptoms  but  not  for  pri- 
mary thinking  disorders.  A problem  arises  when 
both  affective  and  associative  symptoms  exist  si- 
multaneously in  a patient.  Such  patients  are 
often  diagnosed  as  schizo-affective.  Lithium  car- 
bonate may  have  some  benefit  in  such  patients, 
especially  if  affective  symptoms  predominate. 
The  results  of  the  VA  (Veterans  Administration) 
and  NIMH  (National  Institute  of  Mental  Health) 
Collaborative  Study  Group  showed  that  lithium 
carbonate  was  less  effective  than  chlorpromazine 
in  treating  highly  active  schizo-affective  patients.4 
This  was  primarily  owing  to  lithium  carbonate’s 
poor  control  of  hostile,  excited  behavior.  As  an 
antidepressant  drug,  lithium  carbonate  has  little  if 
any  effect.5 

The  standard  treatments  of  depression  are  indi- 
cated during  the  depressed  phase  of  manic-depres- 
sive illness.  Early  reports,  using  the  patient  as  his 
own  control,  demonstrated  a prophylactic  effect  of 
lithium  carbonate  on  recurrent  episodes  of  psycho- 
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sis.6,7  However,  there  was  severe  criticism  con- 
cerning the  methodology  of  these  studies.8  Re- 
cent well-controlled  double-blind  studies  have 
confirmed  a prophylactic  effect.9,10  The  collabo- 
rative study  from  the  VA-NIMH  group  involving 
18  hospitals  with  205  patients  showed  that  lithium 
carbonate  was  significantly  more  effective  than  a 
placebo  in  preventing  relapses.11  This  was  due 
mainly  to  the  lower  incidence  of  manic  episodes. 

The  question  of  prevention  of  recurrent  depres- 
sive episodes  is  more  complex.  Phase  3 of  the  VA- 
NIMH  study  has  recently  been  published.12  This 
was  a two-year  comparison  of  lithium  carbonate, 
imipramine,  and  a placebo  in  patients  with  recur- 
rent depression.  With  bipolar  manic-depressive 
patients,  lithium  carbonate  was  more  effective 
than  imipramine  or  placebo  in  preventing  episodes 
of  both  mania  and  depression.  Lithium  carbonate 
and  imipramine  were  equally  effective  in  prevent- 
ing recurrent  depressions  in  unipolar  patients, 
that  is,  those  with  no  history  of  mania.  A signifi- 
cant difference  in  family  history  has  been  found 
between  lithium  carbonate  responders  and  nonre- 
sponders.13 Patients  who  experienced  a preven- 
tive effect  from  lithium  carbonate  were  far  more 
likely  to  have  a family  history  of  bipolar  manic- 
depressive  illness.  It  is  becoming  evident,  as  good 
studies  accumulate,  that  lithium  carbonate  has 
significant  effect  in  preventing  recurrences  of  both 
mania  and  depression  in  bipolar  manic-depressive 
illness. 

Two  problems  arise  in  the  decision  to  place  a 
patient  on  long-term  preventive  lithium  carbonate 
therapy.  The  first  is  the  problem  of  diagnosis. 
The  clinical  picture  at  any  one  episode  may  be  de- 
ceptive. An  acute  manic  psychosis,  especially  in 
the  younger  patient,  may  appear  as  a schizophre- 
nic episode.  Hallucinations  and  paranoid  symp- 
toms may  be  present.  It  is  essential  to  develop  a 
longitudinal  picture  of  the  illness  and  to  obtain  a 
detailed  family  history.  The  presence  of  major  af- 
fective psychoses  or  alcoholism  in  blood  relatives 
would  raise  the  probability  of  a diagnosis  of 
manic-depressive  illness.  Second,  the  decision  of 
when  to  place  a manic-depressive  patient  on  a 
long-term  treatment  program  is  also  difficult. 
The  medication  must  be  taken  three  times  a day 
and  the  patient  evaluated,  and  blood  samples 
must  be  obtained  at  least  once  a month.  There 
are  also  possible  long-term  side-effects  which  must 
be  weighed  in  the  prescription  of  treatment.  The 
patient  must  be  reliable  and  capable  of  coopera- 
ting with  such  a program.  In  general  we  feel  that 
two  separate  episodes  of  manic-depressive  illness 
should  be  required  before  placing  the  patient  on  a 
long-term  preventive  treatment  program. 

Our  experience  at  St.  Vincent’s  Hospital  and 
Medical  Center  has  confirmed  the  efficacy  of  lithi- 
um carbonate  in  preventing  recurrences  of  bipolar 
manic-depressive  illness.  In  our  initial  report 
there  were  28  bipolar  patients,  and  exactly  half 


were  male  and  half  were  female.2  Their  mean  age 
was  forty-four  years,  and  the  median  age  of  the 
onset  of  illness  was  twenty-eight.  Among  them 
they  had  accumulated  a total  of  136  separate  psy- 
chiatric hospitalizations.  Prior  to  lithium  carbon- 
ate they  were  hospitalized  at  a rate  of  0.41  per 
year.  During  the  period  on  lithium  carbonate 
therapy,  this  rate  was  reduced  to  0.08.  Another 
statistical  technique,  a method  of  covariant  analy- 
sis, was  applied  to  a linear  regression  model.  The 
frequency  of  hospitalization  was  expressed  as  a 
linear  regression  on  time.  Using  this  method  the 
frequency  of  hospitalizations  prior  to  lithium  car- 
bonate was  0.82  and  during  it  was  0.34.  Both  of 
these  results  were  statistically  significant.  Our 
experience  with  recurrent  depressions  is  not  yet 
extensive  enough  to  draw  firm  conclusions,  al- 
though our  recent  experience  indicates  a preven- 
tive effect. 

Contraindications 

Lithium  carbonate  is  almost  totally  eliminated 
through  the  kidneys.  It  is  a salt,  LUC03,  which  is 
not  metabolized.  The  main  contraindications  are 
significant  cardiovascular  or  renal  disease  which 
would  compromise  its  excretion.  In  the  event  of 
impaired  excretion  serum  levels  rise,  and  toxic 
symptoms  develop.  It  is  also  contraindicated 
where  there  is  evidence  of  brain  damage. 

Medical  complications 

The  side-effects  of  lithium  carbonate  can  be  di- 
vided into  acute  toxic  symptoms  related  to  serum- 
lithium  levels  and  long-term  complications  unre- 
lated to  toxic  blood  levels.  In  the  initial  phase  of 
lithium  carbonate  treatment  the  patient  may  com- 
plain of  nausea  and  mild  tremors.  However,  these 
are  transient  and  usually  disappear.  As  blood  lev- 
els approach  2 mEq.  per  liter,  toxic  symptoms  ap- 
pear. These  toxic  symptoms  are  potentiated 
when  sodium  is  low.  It  is  important  to  maintain  a 
normal  salt  and  and  fluid  intake.  Diuretics 
should  be  used  cautiously  with  lithium  carbonate. 
The  prodrome  of  the  drug’s  toxicity  is  a picture  of 
increasing  drowsiness,  coarse  tremors,  nausea  and 
vomiting,  diarrhea,  and  muscle  twitching,  followed 
by  increasing  signs  of  neurologic  impairment  lead- 
ing to  impaired  consciousness,  ataxia,  visual  dif- 
ficulties, and,  finally,  coma.  On  neurologic  exami- 
nation there  is  increased  muscle  tone  and  hyperre- 
flexia.  Usually  early  symptoms  of  toxicity  can  be 
treated  by  a reduction  of  dosage.  If  no  further 
lithium  is  given,  a 50  per  cent  decrease  in  serum 
levels  is  expected  within  twenty-four  hours.  Urea, 
sodium  bicarbonate,  acetazolamide,  and  amino- 
phylline  are  reported  to  increase  lithium  excre- 
tion.14 Dialysis  has  also  been  used  effectively  in  a 
few  patients. 

Long-term  complications  of  lithium  carbonate 
treatment  are  relatively  rare.  As  lithium  is  an 
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easily  diffusible  ion  affecting  basic  biologic  mecha- 
nisms, it  is  not  surprising  that  side-effects  have 
been  reported  in  multiple  organ  systems.  A re- 
cent review  of  mechanisms  of  lithium  carbonate 
action  suggests  two  nonindependent  possibilities: 
(1)  an  imperfect  substitution  for  other  cations  in 
basic  ion  transport  mechanisms  thus  affecting  cel- 
lular membrane  properties  or  (2)  changing  cellular 
microenvironment  by  interfering  with  basic  trans- 
port systems  and  processes  such  as  adenyl  cyclase 
activation  or  cyclic  adenosine  monophosphate 
(AMP)  production.15  The  basic  therapeutic 
mechanism  of  lithium  carbonate  in  preventing 
mania  is  unknown,  and  neither  are  the  causes  of 
its  side-effects  known.  However,  it  is  not  surpris- 
ing that  side-effects  are  seen  in  many  systems  con- 
sidering the  broad  implications  of  changes  mediat- 
ed by  a cation  so  similar  to  sodium  and  potassium. 

Electrocardiographic  changes  have  been  re- 
ported in  patients  on  therapeutic  doses  of  lithium 
carbonate.  T-wave  depression  was  noted  in  all  9 
patients  in  one  study  at  some  point  during  treat- 
ment.16 These  changes  were  reversible  when  lithi- 
um carbonate  was  discontinued.  It  is  suggested 
that  the  changes  may  be  related  to  lithium-in- 
duced intracellular-extracellular  alterations  in 
electrolytes.  Possibly  decreased  intracellular  po- 
tassium is  the  cause.  These  changes  are  seen  in 
the  presence  of  normal  serum  electrolytes.  High 
dosage  of  lithium  carbonate  in  patients  with  arte- 
riosclerotic cardiovascular  disease  on  low-salt  diets 
may  be  dangerous.  Prior  medical  experience  with 
lithium  carbonate  as  a salt  substitute  was  disas- 
trous. This  was  probably  owing  to  uncontrolled 
dosage  and  no  monitoring  of  serum  levels.  There 
is  an  interesting  relationship  reported  in  the  liter- 
ature between  low  lithium  levels  in  drinking  water 
and  increased  incidence  of  atherosclerosis.1.  This 
provides  interesting  food  for  thought,  especially  in 
view  of  long-standing  clinical  observations  of  the 
relationship  between  hypertension,  heart  disease, 
diabetes  mellitus,  gout,  and  manic-depressive  dis- 
ease. 

After  initiating  lithium  carbonate  treatment, 
there  is  a sodium  and  water  diuresis  for  one  or  two 
days.  For  the  next  four  or  five  days  sodium  reten- 
tion, associated  with  increasing  aldosterone  levels, 
has  been  reported.18  These  changes  gradually  re- 
turn to  normal.  Pretibial  edema  has  been  ob- 
served especially  during  periods  of  high  sodium  in- 
take.19 Lithium  carbonate  is  thought  to  cause  so- 
dium retention  due  to  changes  in  renal  tubular 
mechanisms.  The  edema  disappears  with  spiro- 
nolactone, suggesting  that  the  mechanisms  may  be 
aldosterone-stimulated  renal  tubular  reabsorption 
of  sodium.  We  have  observed  and  the  literature 
has  reported  a diabetes  insipidus-like  syn- 
drome.20,21 The  patients  develop  marked  poly- 
dipsia and  polyuria.  The  symptoms  are  not  re- 
versed by  vasopressin.  Twenty-four  hour  urine 
volumes  approach  5 L.  with  a specific  gravity  of 


1.005.  In  some  cases  the  symptoms  spontaneously 
disappear  without  stopping  lithium  carbonate 
treatment. 

Hypothyroidism,  with  or  without  goiter,  occurs 
in  a small  percentage  of  patients.  One  study  re- 
ported 12  out  of  330  patients  developing  goiter.22 
It  has  been  suggested  that  lithium  causes  goiter  in 
patients  who  are  subclinically  hypothyroid.23  Be- 
sides clinical  hypothyroidism,  significant  de- 
creases in  protein-bound  iodine  and  thyroxine 
have  been  reported  within  the  euthyroid 
range.24,25  The  postulated  mechanism  is  a block 
at  the  level  of  the  thyroid  gland.26  In  patients  de- 
veloping this  problem  we  have  continued  lithium 
carbonate  treatment  with  the  addition  of  thyroid 
medication. 

Lithium  carbonate  also  seems  to  affect  glucose 
metabolism.  One  study  has  shown  that  older 
manic  depressive  patients  have  a high  incidence  of 
increased  glucose  tolerance.2.  Diabetes  mellitus  is 
associated  with  manic-depressive  illness.  The  ad- 
ministration of  lithium  carbonate  is  followed  by 
increased  glucose  tolerance.  This  may  well  be  due 
to  its  effect  on  adrenocortical  hormones.  How- 
ever, speculations  in  this  area  are  very  tenuous  be- 
cause of  the  known  lability  of  cortisol  metabolism 
in  psychiatric  patients.  We  have  noted  random 
glycosuria  in  patients  on  long-term  lithium  car- 
bonate treatment. 

Seizures  have  been  reported  during  lithium  car- 
bonate treatment.28  Electroencephalogram  stud- 
ies done  on  patients  taking  lithium  carbonate 
showed  increasingly  abnormal  records  as  serum- 
lithium  levels  rose.29  Changes  include  slow  wave 
activity,  3 to  7 hertzian  waves,  increased  ampli- 
tude, and  occasional  paroxysmal  bilateral  synchro- 
nous delta  activity.  However,  another  report 
found  that  lithium  carbonate  had  no  epileptogenic 
qualities  and  even  the  suggestion  of  an  anticonvul- 
sant effect.30  We  have  noted  seizures  in  1 patient 
during  lithium  carbonate  treatment.  However, 
she  had  been  a known  epileptic  patient  prior  to 
starting  the  treatment. 

Animal  studies  have  shown  teratogenic  effects 
of  high-dose  lithium  in  mice.31,32  The  doses  were 
in  excess  of  those  used  therapeutically  in  man.  By 
November,  1972,  118  “lithium  babies’’  had  been 
collected  in  the  Register  of  Lithium  Babies  in 
Scandinavia,  Canada,  and  the  United  States.33  A 
lithium  baby  was  defined  as  a child  whose  mother 
had  received  lithium  carbonate  during  the  first  tri- 
mester of  her  pregnancy.  Five  of  these  babies 
were  stillborn,  and  7 died  in  the  first  week.  There 
were  9 malformed  children.  The  conclusions 
reached  were  that  the  question  of  teratogenicity  in 
man  was  not  answered,  but  the  risk  was  lower  than 
suggested  in  animal  studies.  The  decision  to  use 
lithium  carbonate  during  pregnancy  is  obviously  a 
difficult  one,  and  the  implications  of  uncontrolled 
mania  must  be  heavily  weighed  against  possible 
damage  to  the  fetus.  One  article  reports  the  de- 
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velopment  of  lithium  toxicity  during  the  delivery 
process  of  a carefully  monitored  woman  who  was 
taking  lithium  carbonate  during  pregnancy.34 
The  infant  on  delivery  had  high  serum-lithium 
levels  and  clinical  signs  of  cyanosis  and  flaccid 
muscle  tone.  This  would  question  the  wisdom  of 
continuing  lithium  carbonate  therapy  up  to  deliv- 
ery. 

Skin  changes  related  to  lithium  carbonate  treat- 
ment have  been  reported.35-37  We  have  noted 
these  changes  in  our  own  patients.  Lesions  have 
been  described  as  pruritic  maculopapular,  acnei- 
form,  and  folliculitis.  They  do  not  appear  to  be  a 
hypersensitive  reaction  and  remit  spontaneously 
with  reduction  in  dosage.  These  skin  changes 
may  be  connected  with  lithium-induced  alter- 
ations in  hormone  balance. 

An  intermittent  leukocytosis  has  been  observed 
in  patients  on  lithium  carbonate  therapy.38’39 
This  periodic  leukocytosis  was  statistically  signifi- 
cant when  compared  with  pretreatment  levels  and 
with  control  groups.  The  overall  rise  in  leuko- 
cytes is  attributed  to  neutrophils.  It  is  hypothe- 
sized that  the  mechanism  is  a change  in  steroid 
metabolism. 

Comment 

The  rather  extensive  list  of  medical  complica- 
tions should  be  counterbalanced  by  some  thera- 
peutic optimism.  In  the  many  patients  who  have 
responded  to  prophylactic  lithium  carbonate 
treatment  the  effects  have  been  really  dramatic. 
Although  it  is  possible  for  the  astute  observer  to 
detect  minor  mood  swings,  many  patients  with 
long  histories  of  debilitating  illness  have  func- 
tioned well  during  five  years  on  lithium  carbonate. 
Families  have  remarked  about  the  difference. 
With  the  elimination  of  recurrent  psychoses  there 
has  been  a reduction  of  the  social  and  economic  se- 
quelae of  the  illness.  Patients  have  been  able  to 
complete  educational  programs,  advance  in  their 
jobs,  and  again  interact  positively  with  their  fami- 
lies and  friends.  Such  results  had  not  previously 
been  obtained  with  other  pharmacologic  and  psy- 
chotherapeutic treatments. 

There  are  of  course  difficult  patients.  People 
are  notoriously  poor  at  taking  medications  as  pre- 
scribed. This  presents  a particular  problem  in 
long-term  lithium  carbonate  treatment  because  of 
the  narrow  margin  between  therapeutic  and  toxic 
serum  levels.  To  warrant  taking  a prophylactic 
drug  over  a prolonged  period  of  time,  the  physi- 
cian must  be  satisfied  that  the  patient  maintains 
an  adequate  drug  level.  On  the  other  hand,  toxic 
effects  must  be  avoided.  It  is  extremely  impor- 
tant to  establish  a dosage  adequate  to  maintain 
therapeutic  levels  and  still  remain  below  toxicity. 
Serum-lithium  levels  are  easily  done  in  a clinical 
laboratory  and  allow  the  physician  to  monitor  the 
patient  closely.  We  feel  this  should  be  done  week- 
ly at  first  and  eventually  at  least  once  a month 


when  the  patient’s  condition  is  well  known.  The 
clinician  should  be  continuously  aware  of  changes 
in  the  patient’s  general  medical  condition  which 
may  affect  the  excretion  of  lithium  carbonate,  for 
example,  renal  or  cardiovascular  disease.  A daily 
dose  of  lithium  carbonate  which  has  been  ade- 
quate and  safe  for  years  can  cause  toxicity  if  excre- 
tion is  reduced.  Aged  patients  need  very  close  ob- 
servation. If  these  precautions  are  taken,  medical 
complications  are  rare. 

144  West  12th  Street 
New  York,  New  York  10011 
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Student  trend  to  family  practice  confirmed  by 
survey 


A survey  of  1974  graduating  medical  students  by  the 
American  Academy  of  Family  Physicians  shows  that  (1) 
more  medical  students  than  ever  before  are  choosing 
family  practice  as  their  specialty,  and  (2)  that  the  de- 
mand for  first-year  spaces  in  family  practice  residencies 
exceeds  the  number  of  spaces  available  by  almost  two  to 
one. 

The  purpose  of  the  study,  conducted  by  the  Acade- 
my’s Education  Division,  was  to  determine  what  deficit — 
if  any — existed  in  first-year  spaces  before  the  National 
Intern  and  Resident  Matching  Program  (NIRMP)  re- 
sults are  released. 

One  hundred  and  sixty  of  the  191  approved  residen- 
cies have  responded  so  far.  As  of  February  4,  these 
training  units  reported  2,014  graduates  seeking  first- 
year  spaces.  Estimated  spaces  available  stand  at  about 
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1,170,  leaving  a deficit  of  844  graduates  desiring  first- 
year  spaces. 

Dr.  Robert  Graham,  assistant  director  of  the  AAFP 
Education  Division,  said  residency  directors  have  indi- 
cated to  him  that  if  enough  financial  and  faculty  sup- 
port could  be  obtained,  extra  spaces  might  be  created  to 
absorb  at  least  some  of  this  deficit. 

Dr.  Graham  also  estimated  that  approved  family 
practice  residency  training  programs  will  probably  reach 
the  230  mark  by  January  1,  1975.  This,  he  says,  cou- 
pled with  program  expansion,  hopefully  will  create 
enough  second-year  spaces  to  allow  some  of  the  unsuc- 
cessful 1974  applicants  to  transfer  from  interim  training 
of  another  tvpe  to  family  practice  residency  training  in 
1975. 

Dr.  Graham  anticipated  that  family  practice  pro- 
grams will  graduate  more  than  350  family  physicians 
this  year.  This  increase,  and  future  estimates,  indicate 
healthy  progress  toward  the  Academy’s  announced  goal 
of  having  at  least  25  per  cent  of  the  nation’s  medical 
school  graduates  enter  family  practice. 
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During  the  last  two  decades,  gratifying  advances 
have  been  made  in  the  management  of  testicular 
carcinoma.  Patients  with  pure  seminoma  have  ex- 
perienced cure  rates  greater  than  90  per  cent  with 
radiotherapy  treatment.1  Improved  surgical  tech- 
niques in  retroperitoneal  lymphadenectomy  have 
increased  five-year  survival  of  nonseminomatous 
lesions  to  a range  of  60  to  80  per  cent  when  treated 
early.2,3  However,  chemotherapy  for  disease  in 
the  advanced  stages  has  not  been  as  successful  in 
achieving  improved  survival  rates. 

In  1960,  Li,  et  al.4  reported  their  improved  re- 
sults with  the  triple-therapy  regimen  of  chloram- 
bucil, antinomycin  D,  and  methotrexate;  an  initial 
response  rate  of  52  per  cent  was  noted.  However, 
at  that  time  only  3 patients  were  considered  pro- 
longed survivors.  In  1966,  Mackenzie5  thoroughly 
studied  22  chemotherapeutic  drugs.  Using  actino- 
mycin D alone,  he  achieved  results  comparable  to 
the  triple-therapy  regimen.  More  recently,  Ken- 
nedy6 and  Hill  et  al.,1  in  separate  series,  have  pro- 
vided results  using  mithramycin  in  metastatic  dis- 
ease states.  Here  again,  early  response  rates  were 
encouraging,  but  prolonged  survivals  were  few, 
and  drug  toxicity  appeared  a major  hindrance  in 
therapy. 

* Supported  in  part  by  National  Institutes  of  Health  Grant 
RR-00262-08. 
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At  Roswell  Park  Memorial  Institute  (RPMI)  we  ' 
have  since  1968  evaluated  sustained  actinomycin  » 
D as  a single  agent  in  the  treatment  of  nonsemino-  I 
matous  testicular  carcinoma.  Mackenzie,5  in  his  f 
large  series  of  154  patients,  had  concluded  that 
this  drug  was  the  most  effective  agent  against  met-  .s 
astatic  testicular  disease.  Good  results  have  also  j 
been  achieved  with  antinomycin  D in  the  treat-  « 
ment  of  Wilms’  tumor,  a known  tumor  of  embryo-  ' 
nal  origin.8  It  therefore  was  hoped  that  in  select-  •. 
ed  patients  with  metastatic  testicular  tumors  im-  4 
proved  results  could  be  obtained. 

Materials  and  methods 

A suitable  actinomycin  D dosage  schedule  of  0.5  t 
mg.  given  intravenously  daily  for  five  days  was  em- 1 
ployed.9  This  schedule  was  then  repeated  every  > 
six  to  eight  weeks.  Therapy  was  discontinued  if  I; 
the  disease  showed  progression  in  the  initial  three  \ 
months  of  treatment.  Pretreatment  bone-marrow 
examinations  were  obtained  in  all  cases.  Prior  to 
each  dose,  a white  blood  count  and  a platelet  count 
were  obtained.  If  the  white  count  was  below  3,000 
per  cubic  centimeter,  or  the  platelets  were  below 
100,000  per  cubic  centimeter,  the  drug  was  to  be 
withheld  until  recovery  of  the  bone  marrow.  Most 
patients  were  treated  while  hospitalized,  but  out- 
patient therapy  was  employed  when  considered 
convenient  and  desirous.  Patients  were  classified 
in  three  stages:  Stage  I,  tumor  limited  to  the  tes-J 
tis  without  metastases;  Stage  II,  retroperitoneal  ! 
metastases  below  the  diaphragm;  and  Stage  III 
metastases  above  the  diaphragm.  A clinical  as- 
sessment of  the  status  of  disease  was  made  during, 
each  course  of  therapy.  This  consisted  of  physical jl 
examination  and  chest  roentgenograms.  In  some 
instances,  intravenous  pyelography,  liver  scan,  and 
twenty-four-hour  chorionic  gonadotropins  were 
helpful  in  assessing  results  of  therapy. 

Results 

Twenty-six  patients  received  single-agent  cyclic 
therapy  with  actinomycin  D.  One  patient  died  al 
two  months  from  brain  hemorrhage  secondary  tc  > 
metastatic  choriocarcinoma.  He  received  only  one 
course  of  therapy  and  therefore  was  not  considerec 
evaluable  in  this  series.  The  remaining  25  pa 
tients  have  been  observed  from  four  to  fifty-sever 
months.  Arbitrarily,  at  three  months  from  initia 
tion  of  treatment,  all  patients  received  an  initia 
assessment  of  therapeutic  response.  Therapy  was 
altered  only  in  those  cases  who  showed  objective 
progression. 

Nine  patients  were  considered  to  be  at  Stage  II 
at  the  initiation  of  treatment.  All  had  prior  radi 
cal  orchiectomy  and  retroperitoneal  lymphadenec 
tomy  confirming  positive  regional  lymph  nodes 
(Table  I).  Eight  of  these  9 patients  are  currently 
alive  and  well.  Patient  5 was  alive  and  well  ai 
twelve  months  when  lost  to  follow-up.  Patients  1 


At  Roswell  Park  Memorial  Institute  ( RPMI ) we 
have,  since  1968,  evaluated  sustained  actinomycin 
I)  as  a single  agent  in  the  treatment  of  nonsemino- 
matous  testicular  carcinoma.  Twenty-six  patients 
received  single-agent  cyclic  therapy  with  actino- 
mycin D.  We  are  impressed  with  actinomycin  D 
employed  as  adjuvant  therapy  in  Stage  II  disease 
previously  treated  by  orchiectomy,  retroperitoneal 
lymphadenectomy,  and/or  radiotherapy.  Treat- 
ment in  Stage  III  metastatic  testicular  carcinoma 
with  actinomycin  D is  encouraging.  Our  response 
rate  of  37.5  per  cent  is  noteworthy. 


4,  and  6 developed  solitary  metastases  at  eighteen 
months,  seven  months,  and  two  months,  respec- 
tively. In  each,  the  localized  lesion,  usually  a pul- 
monary one,  was  excised,  and  actinomycin  D ther- 
apy was  continued  uninterrupted.  They  currently 
remain  alive  and  well  without  evidence  of  new  pro- 
gression. 

Sixteen  patients  had  Stage  III  testicular  carci- 
noma when  therapy  was  instituted.  Six,  37.5  per 
cent,  showed  an  objective  remission  (Table  II). 
All  are  currently  alive  from  fifteen  to  fifty-seven 
months.  Patient  13  had  unresectable  metastatic 
teratocarcinoma  involving  lymph  nodes  above  the 
renal  pedicles.  Silver  clips  were  placed  at  the 
time  of  abdominal  exploration,  and  actinomycin  I) 
was  instituted  in  the  early  postoperative  period. 
At  nineteen  months,  there  is  measurable  regres- 
sion of  the  lymph  nodes  on  the  plain  film  of  the 
abdomen  and  no  clinical  evidence  of  distant 
spread. 

Patient  14  was  comatose  with  brain  metastases 
from  choriocarcinoma  of  the  testis.  Craniotomy 
and  evacuation  of  the  necrotic  tumor  relieved  the 
coma.  In  the  immediate  postoperative  period,  he 
developed  massive  abdominal  bleeding  with  shock. 
Abdominal  exploration  revealed  retroperitoneal 
hemorrhage  requiring  nephrectomy.  Choriocarci- 
noma metastatic  to  the  renal  cortex  had  been  de- 


termined to  be  the  source  of  bleeding.  An  admis- 
sion chest  roentgenogram  demonstrated  a large 
metastatic  lesion  in  the  right  lung  field;  this  re- 
gressed markedly  after  one  source  of  adriamycin, 
but  toxicity  precluded  further  administration  of 
this  drug.  Further  regression  of  the  lung  lesion 
was  produced  by  intermittent  administration  of 
actinomycin  D;  the  patient  is  currently  alive  and 
active. 

Three  patients,  (cases  16,  17,  and  18),  showed  no 
progression  of  their  disease  for  twelve  months, 
seven  months,  and  six  months,  respectively.  They 


TABLE  I.  Stage  il  nonseminoma  testicular  carcinoma  treated  with  sustained  intermittent  actinomycin  D 


Patient 

Number 

Histology 

Prior  Therapy 

Duration 
of  Actino- 
mycin D 
Treatment 
(Months) 

Response 

Survival 

from 

Date 

Primary 

Tumor 

Diagnosed 

(Months) 

Status 

1 

Embryonal  cell 
carcinoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion, R.T.* 

24 

Solitary  lung  metas- 
tases excised  at 
eighteen  months 

31 

Alive  and 

well 

2 

Embryonal  terato- 
choriocarcinoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion, R.T.* 

21 

No  progression 

30 

Alive  and 

well 

3 

Embryonal  terato- 
carcinoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion. 

24 

No  progression 

24 

Alive  and 

well 

4 

Embryonal  chorio- 
carcinoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion. 

19 

Supraclavicular  node 
metastasis  excised 
at  seven  months 

19 

Alive  and  well 

5 

T eratocarcinoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion, R.T.* 

12 

No  progression 

12 

Lost  to  follow- 
up 

6 

Embryonal  cell 
carcinoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion. 

6 

Solitary  lung  metas- 
tasis, excised  at 
two  months 

9 

Alive  and 

well 

7 

Embryonal  cell 
carcinoma 

Orchiectomy,  retroperi- 
toneal node  dis- 
section. 

4 

No  progression 

4 

Alive  and 

well 

8 

Embryonal  cell 
carcinoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion. 

4 

No  progression 

4 

Alive  and 

well 

9 

Embryonal  cell 
carcinoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion. 

4 

No  progression 

4 

Alive  and 

well 

* R.T.  = radiation  therapy. 
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TABLE  II.  Stage  III  nonseminoma  testicular  carcinoma  responders  to  sustained  actinomycin  D 


Patient 

Number 

Histology 

Prior  Therapy 

Duration 
of  Actino- 
mycin D 
Treatment 
(Months) 

Response 

Survival 

from 

Date 

Primary 

Tumor 

Diagnosed 

(Months) 

Status 

10 

Embryonal  semin- 
oma 

Orchiectomy,  R.T.* 

57 

Complete  regression 
abdominal  and 
supraclavicular 
metastases 

57 

Alive  and  well 

11 

Embryonal,  terato- 
seminoma 

Orchiectomy,  retroperi- 
toneal node  dissec- 
tion, R.T.*  triple 
prescription,  one 
course 

32 

A complete  regres- 
sion supraclavicu- 
lar metastases 

40 

Alive  and  well 

12 

Embryonal,  terato- 
carcinoma 

Orchiectomy,  R.T.* 

28 

Complete  regression 
abdominal  and 
supraclavicular 
metastases 

28 

Alive  and  well 

13 

T eratocarcinoma 

Orchiectomy 

19 

Regression  abdomi- 
nal metastases 

19 

Alive  with 
disease 

14 

Embryonal,  terato- 
choriocarcinoma 

Orchiectomy,  craniot- 
omy, nephrectomy 
adriamycin,  one 
course 

7 

Partial  regression 
lung  metastases 

15 

Alive  with 
disease 

15 

Embryonal,  terato- 
carcinoma 

Orchiectomy 

5 

Partial  regression 
lung  metastases 
then  progression 

19 

Alive  with 
disease 

* R.T.  = radiation  therapy. 


TABLE  III.  Failures  to  actinomycin  D:  stage  III  nonseminoma  testicular  carcinoma 


Patient 

Number 

Histology 

Prior  Therapy 

Duration  of 
Actinomycin 

D 

Treatment 

(Months) 

Response 

Survival 

from 

Date 

Primary 

Tumor 

Diagnosed 

(Months) 

Status 

16 

Teratocarcinoma 

Radiation  therapy 
triple  therapy, 
one  course 

12 

No  progression  for 
twelve  months, 
abdominal  mass 

25 

Dead 

17 

Embryonal,  terato- 
seminoma 

Radiation  therapy 

7 

No  progression  for 
seven  months, 
abdominal  mass 

15 

Dead 

18 

Embryonal  cell 
carcinoma 

Orchiectomy,  retro- 
peritoneal node 
dissection 

6 

No  progression  for  six 
months,  lung  me- 
tastases 

15 

Dead 

19 

Embryonal,  terato- 
carcinoma 

Orchiectomy,  R.T.* 

3 

Progression,  abdomi- 
nal mass  at  three 
months 

14 

Alive  with 
disease 

20 

Embryonal,  semi- 
noma 

Orchiectomy 

3 

Progression,  lung  metas- 
tases three  months 

7 

Dead 

21 

Embryonal  seminoma 

Orchiectomy,  R.T.* 

3 

Progression,  lung  metas- 
tases three  months 

13 

Alive  with 
disease 

22 

Teratocarcinoma 

seminoma 

Orchiectomy 

3 

Progression,  lung  metas- 
tases three  months 

11 

Dead 

23 

T eratocarcinoma 
seminoma 

Orchiectomy,  R.T.* 

3 

Progression,  lung  metas- 
tases three  months 

8 

Dead 

24 

Embryonal  seminoma 

Orchiectomy,  R.T.* 

3 

Progression,  neck  mass 
three  months 

18 

Dead 

25 

T eratocarcinoma 

Orchiectomy 

3 

Progression,  lung  metas- 
tases three  months 

5 

Dead 

* R.T.  = radiation  therapy. 


ultimately  succumbed  to  their  disease  and  are  not  III).  Five  are  dead  and  2 are  alive  with  progres-  I 

considered  responders.  Seven  patients  were  oh-  sive  disease. 

jective  failures  to  therapy  at  three  months  (Table  Twelve  patients  had  previous  treatment  with  ra- 
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diotherapy;  they  had  evidence  of  residual  disease 
when  started  on  actinomycin  D.  Five  are  alive 
and  well,  2 are  alive  with  disease,  and  5 are  dead. 
The  interval  between  radiotherapy  and  chemo- 
therapy is  variable;  2 patients  received  both  forms 
of  treatment  at  the  same  time,  and  in  the  others 
the  time  varied  from  between  three  months  to 
twelve  months.  The  relationship  between  radio- 
therapy and  chemotherapy  is  diffucult  to  assess. 
The  interval  between  the  administration  of  the 
two  modalities  of  treatment  in  our  series  does  not 
seem  to  bear  importance  to  the  final  results  of  the 
treatment. 

Throughout  the  period  of  therapy,  drug  toxicity 
was  minimal.  In  no  instance  was  therapy  inter- 
rupted because  of  leukopenia  or  thrombocytopen- 
ia. Three  patients  predictably  experienced 
marked  nausea  within  one  to  four  hours  after  each 
dose  was  administered.  Stomatitis  and  oral  ulcer- 
ations were  not  encountered. 

Comment 

Many  factors  must  be  considered  when  inter- 
preting the  clinical  effectiveness  of  chemothera- 
peutic agents.  Obviously,  the  agent  employed 
must  show  antitumor  effect.  It  should  manifest 
minimal  toxicity,  and  simplicity  of  its  administra- 
tion is  desirous.  Actinomycin  D employed  in  met- 
astatic testicular  carcinoma  approaches  these 
capabilities. 

We  are  impressed  with  actinomycin  D employed 
as  adjuvant  therapy  in  Stage  II  disease  previously 
treated  by  orchiectomy,  retroperitoneal  lymphade- 
nectomy,  and/or  radiotherapy.  Its  ability  to  im- 
prove long-term  survival  figures  compared  with  a 
control  group  of  Stage  II  patients  who  received  no 
chemotherapy  cannot  as  yet  be  reported.  Retro- 
spective review  of  the  literature  and  of  previous 
cases  at  this  institution  provides  some  justification 
for  our  current  enthusiasm.2-3  Eight  of  9 patients 
in  our  present  series  are  alive  and  well  with  follow- 
up for  as  long  as  thirty-one  months.  We  feel  that 
if  a lesion  is  surgically  accessible  it  should  be  re- 
moved promptly  and  actinomycin  D therapy  con- 
tinued uninterrupted. 

Treatment  in  Stage  III  metastatic  testicular  car- 
cinoma with  actinomycin  D is  encouraging.  Our 
response  rate  of  37.5  per  cent  is  noteworthy. 
More  important,  all  the  responders  can  be  consid- 
ered prolonged  survivals.  All  are  alive  for  from 


fifteen  to  fifty-seven  months.  As  well,  3 addition- 
al patients  who  were  not  considered  responders  re- 
ceived palliation  for  up  to  twelve  months. 

In  this  series,  correlation  with  therapeutic  re- 
sponse and  histology  of  the  primary  tumor  is  not 
clearly  established.  It  is  of  importance  to  note, 
however,  that  5 of  6 Stage  III  responders  had  em- 
bryonal cell  components  and  all  8 of  the  Stage  II 
patients  currently  being  followed  had  embryonal 
cell  carcinoma  either  pure  or  mixed  in  the  primary 
tumor. 

Finally,  the  lack  of  drug  toxicity  must  be  reiter- 
ated. In  this  series,  no  definable  drug  deaths  oc- 
curred. 

Summary 

Single-agent  therapy,  actinomycin  D,  was  ad- 
ministered in  cyclic  regimens  to  26  patients  with 
metastatic  nonseminomatous  testicular  carcinoma. 
Twenty-five  patients  were  evaluate,  9 with  Stage 
II  disease  and  16  with  Stage  III  disease.  A 37  per 
cent  response  rate  in  Stage  II  disease  is  reported, 
and  all  are  prolonged  survivals.  All  8 Stage  II  pa- 
tients currently  being  followed  are  alive  and  well; 
drug  toxicity  was  negligible.  The  use  of  actinomy- 
cin D alone  as  the  initial  drug  of  choice  for  sus- 
tained or  cyclic  therapy  for  metastatic  nonsemino- 
matous testicular  carcinoma  is  recommended. 
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In  Gonorrhea 

Injection  WYCILLIN9 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapyof  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—  N gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins, and  otherallergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g .pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine.  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  mtradermally 
0 1 cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity 


Sensitivity  should  be  treated  by  the  usual  methods,  including  ba 
biturates,  and  procaine  penicillin  preparations  should  not  be  use 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reactio 
The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptit 
organisms  Constant  observation  of  the  patient  is  essential  If  nr 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  disco 
tmue  penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  op 
ion  of  the  physician,  the  condition  being  treated  is  life  threaten! 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary 
secondary  syphilis,  perform  proper  diagnostic  procedures,  includi 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis 
suspected,  perform  monthly  serological  tests  for  at  least  four  montf 
Adverse  Reactions:  (Penicillin  has  significant  index  of  sensiti. 
tion)  skin  rashes,  ranging  from  maculopapular  eruptions  to  exfol 
five  dermatitis:  urticaria,  serum  sickness-like  reactions,  includi 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  oft 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Flerxheimer  reaction 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  mtran 
cular  injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  Wh 
doses  are  repeated,  vary  injection  site  Before  injection,  aspirate 
be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood  appears,  remc 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decrea: 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolu 
and  penicillin  in  large  doses  remains  the  drug  of  choice  Physicic 
are  cautioned  not  to  use  less  than  recommended  doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4 8 r 
lion  units  intramuscularly  divided  into  at  least  two  doses  and  mjec 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probener 
preferably  given  at  least  30  minutes  prior  to  injection 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
individualized  using  large  amounts  of  short-acting  penicillin.  Gon 
rheal  endocarditis  should  be  treated  intensively  with  aqueous  pr 
cillm  G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (m 
and  female)  is  accomplished  with  same  treatment  schedules  as 
uncomplicated  gonorrhea 

Retreatment:  The  National  Center  for  Disease  Control,  Venei 
Disease  Branch,  U S.  Dept.  H E W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherw 
a culture  specimen  should  be  obtained  from  the  anterior  urethra 
the  female,  culture  specimens  should  be  obtained  from  both 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persis’ 
or  more  days  following  initial  therapy  and  smear  or  culture  remz 
positive  Follow-up  treatment  consists  of  4.8  million  units.  I 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  ind 
ted  if  follow-up  cervical  or  rectal  cultures  remain  positive  fo 
gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units  daily 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who  ; 
have  syphilis  should  be  given  additional  treatment  appropriate  to 
stage  of  syphilis 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  u 
(4-cc.  size)  contains  procaine  penicillin  G in  a stabilized  aque 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approxima 
0 7%  lecithin,  0 4%  carboxymethylcellulose,  0.4%  polyvinylpy 
lidone,  0.01%  propylparaben  and  0.09%  methylparaben  The  i 
tiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  procaine  p 
cillm  G in  a stabilized  aqueous  suspension  with  sodium  citrate  bt 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulos 
mg.  polyvinylpyrrolidone,  0 5 mg.  sorbitan  monopalmitate,  0.5 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg.  propylpa ra| 
and  1.2  mg  methylparaben 


Denise  has 

Let’s  keep  it  from  getting  around 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


In  Syphilis 

ijection 

3ICILLIN  Long -Acting 

sterile  benzathine  penicillin  G 
;uspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
scommended  by  the  national  Center  for 
•isease  Control  in  all  stages  of  syphilis  and  in 
reventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
on  in  each  buttock)  of  benzathine  penicillin  G 
sually*cures  most  cases  of  primary,  secondary 
nd  latent  syphilis  with  negative  spinal  fluid  • 
elps  break  chain  of  infection  • minimizes 
hance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
/e  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
nged serum  levels  common  to  this  particular  dosage  form  Therapy 
lould  be  guided  by  bacteriological  studies  (including  sensitivity 
sts)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
intramuscular  benzathine  penicillin  6 —Venereal  infections 
rphilis.  yaws,  bejel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
“nicillin 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
lylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
equent  following  parenteral  therapy  but  has  occurred  with  oral 
.■nicillms  These  reactions  are  more  apt  to  occur  in  individuals  with 
story  of  sensitivity  to  multiple  allergens 
Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
ell  documented  in  patients  with  history  of  penicillin  hypersensi- 
/ity  Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
rnsitivity  to  penicillins,  cephalosporins  and  other  allergens  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  oniy  reaction  observed 
Hemolytic  anemia,  leucopema,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics.  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections 

Syphilis  Primary,  secondary  and  latent  — 2 4 million  units 

(i  dose) 

Late  (tertiary  and  neurosyphilis)  — 2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital  under2  years  of  age.  50.000  umts/Kg  body  weight, 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable  When  doses  are 
repeated,  vary  the  injection  site  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel  If  blood  appears, 
remove  the  needle  and  inject  in  another  site 

Composition:  2,400,000  units  in  4-cc  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0 5% 
lecithin,  0 4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone 
0 01%  propylparaben  and  0 09%  methylparaben  Units  benzathine 
penicillin  G (as  active  ingredient).  300,000  units  per  cc  — 10-cc. 
multi-dose  vial  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg  lecithin.  3 mg  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose  0 5 mg  sorbitan  monopalmitate.  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate.  0 14  mg  propylparaben 
and  1 2 mg  methylparaben 
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The  treatment  of  Wilms’  tumor  has  represented 
one  of  the  important  areas  in  the  progressive  de- 
velopment of  cures  in  cancer.1’2  This  report  re- 
views the  progress  in  cancer  cure  and  important 
associated  clinical  factors  for  a thirty-year  period 
in  Buffalo,  New  York.  In  this  area  community 
hospitals,  a university  medical  school,  and  a com- 
prehensive cancer  center  have  long  been  devoted 
to  cooperative  and  intensive  efforts  in  the  diagno- 
sis and  treatment  of  Wilms’  tumor  patients. 
Thus,  the  report  represents  a unique  opportunity 
to  review  the  clinical  experience  for  the  treatment 
of  Wilms’  tumors. 

Materials  and  methods 

Sixty-eight  cases  of  Wilms’  tumor  were  reported 
at  the  following  institutions  between  1943  and 
1973:  Roswell  Park  Memorial  Institute,  Buffalo 

Children’s  Hospital,  Meyer  Memorial  Hospital, 
and  Millard  Fillmore  Hospital.  These  institutions 
compose  the  major  hospitals  diagnosing  pediatric 
neoplasms  in  the  Buffalo  area.  Each  case  was 
summarized  for  24  factors  which  were  investi- 
gated. The  factors  were  as  follows: 

* Supported  in  part  by  Public  Health  Service  training  grant 
^CAO-5016-17  from  the  National  Institutes  of  Health  in  par- 
tial fulfillment  of  requirements  for  the  M.S.  program  at  Ros- 
well Park  Memorial  Institute. 


1.  Chronologic  date  of  case  discovery. 

2.  Age  at  time  of  diagnosis. 

3.  Sex  and  side  of  lesion. 

4.  Maternal  birth  defects. 

5.  Congenital  defects. 

6.  Familial  history  of  Wilms’  Tumor  and  other  can- 
cers. 

7.  Siblings’  health  (history  of  illness). 

8.  Patient’s  health  (history  of  illness). 

9.  Symptoms  presented. 

10.  Duration  of  symptoms  prior  to  presentation  for 
diagnosis. 

11.  Clinical  method  by  which  diagnosis  was  estab- 
lished. 

12.  Form  of  treatment  given. 

13.  Time  from  diagnosis  of  cancer  to  performance  of 
operation. 

14.  Location  of  tumor  in  kidney. 

15.  Size  of  primary  tumor. 

16.  Degree  of  vascular  involvement. 

17.  Degree  of  local  extension. 

18.  Clinical  staging  of  the  tumors. 

19.  Presence  or  absence  of  metastases  at  time  of  dis- 
covery. 

20.  Organs  affected  by  metastases. 

21.  Organs  affected  by  metastases  that  appear  later 
after  diagnosis. 

22.  Incidence  of  other  tumors. 

23.  Status  of  patient  at  last  follow-up. 

24.  Length  of  survival  from  time  of  diagnosis. 

An  I.B.M.  punchcard  containing  these  24  cate- 
gories was  made  for  each  individual  patient  in  a 
manner  such  that  subsequent  electronic  data  pro- 
cessing could  be  performed.  The  24  factors  were 
studied  for  statistically  significant  interrelation-  j 
ships.  The  method  used  has  been  described  else- 
where.1 

Results  and  comment 

Chronologic  date  of  case  discovery.  In  the 

study  of  Wilms’  tumor  28  cases  were  reported  from 
1940  to  1961,  and  40  cases  were  reported  from  1962 
to  the  present. 

The  nature  and  background  of  the  patient  pop- 
ulation  was  unremarkable  in  the  68  cases  recorded, 


TABLE  I.  Form  of  treatment  versus  length  of  survival  time  and  status  of  patient* 


Form  of  Treatment 

0 to  1 
Month 
Df  A** 

1 to  6 
Months 
D A 

6 to  12 
M onths 
D A 

1 to  3 
Y ears 
D A 

3 to  5 
Y ears 
D A 

5 to  10 
Years 
D A 

10  to  20 
Years 
D A 

20 

Years 
D A 

Total! 

Nephrectomy 

Surgery  with  postoperative 

0 

0 

0 

0 

1 

0 

1 

0 

0 

0 

0 

0 

0 

1 

0 

0 

3 

radiation  therapy 

0 

0 

1 

0 

0 

4 

0 

0 

1 

0 

1 

0 

0 

1 

0 

1 

9 

Radiation  therapy 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

Surgery  with  pre-  and  post- 

operative  radiation  therapy 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

Surgery,  radiation,  and 

chemotherapy 

0 

0 

4 

0 

6 

0 

6 

6 

2 

3 

1 

16 

0 

6 

0 

0 

50 

Chemotherapy  and  radiation 

therapy 

0 

0 

1 

0 

1 

0 

1 

0 

1 

0 

0 

0 

0 

0 

0 

0 

4 

Totals 

1 

0 

7 

0 

8 

4 

8 

6 

4 

3 

2 

16 

0 

8 

0 

1 

68 

* Relationship  comparing  form  of  treatment  given  with  status  of  patient  (as  of  September,  1973)  and  the  length  of  survival  time, 
t D Died  with  Wilms’  tumor. 

**  A *s  Alive  with  no  cancer. 
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AGE  (IN  YEARS)  AT  DIAGNOSIS  OF  WILMS'  TUMOR 

FIGURE  1.  Age  distribution  for  Wilms'  tumor  at  time  of  di- 
agnosis in  68  patients  (mean  age  4.5  years). 

but  a difference  was  observed  in  a comparison  be- 
tween the  date  of  the  case  discovery  and  the  age  of 
the  patient  diagnosed.  The  relationship  between 
the  date  of  case  discovery  and  status  of  the  patient 
at  the  last  follow-up  was  illustrated  by  the  finding 
that  discovery  of  Wilms’  tumor  tends  to  allow  for  a 
more  favorable  prognosis  in  patients  diagnosed 
after  1960.  This  longer  life  expectancy  in  patients 
of  more  recent  years  with  Wilms’  tumor  likely  re- 

t suits  from  two  factors:  (1)  earlier  diagnosis  at  a 

lower  stage  and  (2)  the  additional  techniques  such 
as  chemotherapy  and  radiotherapy  which  are  more 
recently  available  for  treatment.  However,  even 
with  the  longer  life  expectancy  apparent  in  more 
recent  patients,  no  statistical  significance  could  be 
shown  from  the  study  of  68  cases. 

Age  at  time  of  diagnosis.  The  age  distribution 
of  Wilms’  tumor  in  this  study  was  similar  to  other 
studies  seen  in  the  literature  (Fig.  1).3~5  The  ma- 
jority of  the  cases  are  seen  before  the  mean  age 
date.  In  this  study  the  mean  age  was  4.5  years  of 
age.  Of  68  cases  1 was  an  adult,  a female  fifty- 
seven  years  of  age. 

Sex  and  side  with  lesion.  Little  difference 
was  noted  in  incidence  when  reference  is  made  to 
sex  of  patient.  There  were  30  male  cases  and  38 
female  cases.  Neither  was  there  a significant  dif- 
ference in  incidence  of  lesions  occurring  on  left  or 
right  side.  The  study  found  33  lesions  of  the  right 
side  and  34  lesions  of  the  left  side.  There  was  1 
case  reported,  a one-year-old  female,  who  initially 
presented  bilateral  Wilms’  tumor.  This  cage  ap- 
pears comparable  to  one  other  reported  by  Exelby6 
in  that  this  case  was  also  a female.  On  examina- 
tion for  parallelism,  she  presented  a history  of  uri- 
nary tract  infection,  complete  involvement  of  the 
left  kidney,  and  partial  involvement  of  the  right 
kidney.  The  form  of  treatment  provided  for  the 
patient  at  Roswell  Park  Memorial  Institute  was  a 
complete  left  nephrectomy  and  partial  right  ne- 
phrectomy followed  by  radiation  therapy  and  che- 
motherapy with  actinomycin  D and  vincristine. 
The  patient  at  last  foll'ow-up  was  alive  and  asymp- 
tomatic for  five  years. 

Maternal  birth  defects.  We  were  unable  to 


A hospital  record  study  of  68  cases  with  diagnosed 
Wilms'  tumor  between  the  years  of  1943  and  1973 
was  conducted  from  institutions  in  the  Buffalo, 
New  York  area.  Each  case  was  summarized  for  24 
factors.  The  factors  were  studied  for  statistically 
significant  interrelationships.  Distributions  listed 
were  those  that  concurred  with  known  factors  such 
as  age,  sex,  origin  of  tumor,  presenting  signs  and 
symptoms,  and  stage.  The  results  obtained 
showed  that  within  the  last  decade  the  prognosis 
for  Wilms’  tumor  is  much  more  favorable.  The 
more  recent  patients  who  have  undergone  a combi- 
nation treatment  of  surgery,  radiation  therapy, 
and  chemotherapy  are  very  likely  to  be  alive  with- 
out cancer.  Also  the  duration  of  the  symptoms 
and  length  of  time  before  performing  therapeutic 
surgery  have  proved  critical.  With  the  advent  of 
shorter  time  intervals  there  is  a direct  increase  in 
the  length  of  survival  time.  Additional  notable  ob- 
servations included  the  incidence  of  Wilms’  tumor 
in  the  first  cousin  of  1 of  the  cases  and  the  confir- 
mation of  certain  of  the  correlations  of  seven  con- 
genital defects,  previously  established  as  being 
unequivocally  linked  to  Wilms'  tumor.  This  study 
confirms  the  validity  of  the  currently  used  staging 
system  as  a prognostic  guide.  Almost  all  patients 
who  died  with  Wilms’  tumor  did  so  within  five 
years  of  diagnosis.  Conversely,  patients  living  free 
of  cancer  for  over  five  years  have  the  highest  prob- 
ability for  survival.  Patients  in  Stages  I and  II 
had  a survival  time  which  was  significantly  longer 
than  those  in  Stage  III.  This  supports  the  obser- 
vation that  metastases,  indicative  of  Stage  III, 
greatly  decrease  chances  of  survival. 


establish  any  statistical  significance  connecting 
maternal  complications  before  conception,  during 
pregnancy,  or  at  parturition  with  the  incidence  of 
discovered  Wilms’  tumor  in  any  of  our  cases.  This 
may  in  part  reflect  some  lack  of  detailed  informa- 
tion in  some  of  the  charts.  Our  observations  are 
described  as  follows:  63  cases  exhibited  no  mater- 
nal birth  problems,  and  5 cases  depicted  five  com- 
mon complications  providing  no  consistent  conclu- 
sions. 

Congenital  defects.  When,  through  epidem- 
iologic study  of  a person  or  families,  diseases  are 
found  to  be  associated  with  these  factors,  the  op- 
portunity for  determining  their  etiology  may  be  in- 
creased. The  association  between  leukemia  and 
mongolism  is  but  one  example.7  Several  other 
studies  now  suggest  a correlation  between  certain 
congenital  defects  and  the  occurrence  of  Wilms’ 
tumor.8”11 

In  this  study  of  68  cases,  3 had  congenital  de- 
fects. One  was  a female,  and  the  other  2 cases 
were  males.  All  were  under  three  years  of  age. 
The  female  patient  presented  an  ABO  incompati- 
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bility  as  a neonate.  Both  males  had  bilateral  un- 
descended testes.  One  of  the  male  patients 
showed  multiple  congenital  defects  including 
pseudohermaphroditism,  bilateral  congenita!  cata- 
racts, bilateral  congenital  glaucoma,  micrognathia, 
hypospadias,  horseshoe  kidney,  and  left  aniridia. 
A definite  correlation  between  certain  congenital 
abnormalities  and  Wilms’  tumor  has  been  pre- 
viously reported  in  the  literature. 8~12  This  study 
confirms  certain  of  the  correlations  of  the  seven 
congenital  defects  established  as  being  unequivo- 
cally linked  to  Wilms’  tumor.  Six  defects  includ- 
ing congenital  cataracts,  congenital  glaucoma,  mi- 
crognathia, hypospadias,  pseudohermaphroditism, 
and  aniridia  were  noted  in  studies  by  Miller,8  Mil- 
ler, Fraumeni,  and  Manning,9  and  Fraumeni  and 
Miller.11  The  seventh  congenital  abnormality 
confirmed  in  our  studies  is  the  presence  of  a horse- 
shoe kidney  as  described  by  Lathem  and  Smith.12 

Familial  history  of  Wilms’  tumor  and  other 
cancers.  There  was  but  one  incidence  of  Wilms’ 
tumor  reported  in  familial  history  in  this  study, 
that  of  a first  cousin.  Brown  et  a/.13  reported  a 
case  of  Wilms’  tumor  in  three  directly  successive 
generations,  attributing  a possible  etiologic  role 
via  heredity.  As  patients  of  Wilms’  tumor  benefit 
from  therapy  and  survive  to  adulthood,  additional 
instances  of  occurrence  in  multigenerations  may 
possibly  occur.  Thus,  the  children  from  Wilms’ 
tumor-diagnosed  parentage,  and  their  succeeding 
generations,  may  possibly  have  an  increased  liabil- 
ity for  Wilms’  tumor.  The  incidence  of  cancer  in  a 
patient’s  family  other  than  Wilms’  tumor  was  also 
studied.  Of  68  cases,  52  had  no  family  history  of 
cancer,  but  these  findings  provided  no  significant 
conclusions. 

Siblings’  health  (history).  This  study  of  sib- 
lings’ health  could  not  elucidate  any  statistical  sig- 
nificance. In  6 cases  siblings’  health  was  cited  as 
abnormal.  Fourteen  cases  were  observed  in  which 
the  affected  patient  was  an  only  child.  In  the  re- 
maining 47  cases  of  Wilms’  tumor  the  patients  had 
consanguineous  brothers  and  sisters,  all  of  whom 
were  alive  and  well.  The  6 cases  are  listed  as  fol- 
lows: histories  of  convulsions,  2 with  mongolism, 

frequent  respiratory  diseases,  hyperthyroidism, 
and  a sibling  dying  from  a neuroblastoma. 

Patients’  health  (history).  The  investigation 
revealed  that  29  cases  had  no  significant  prior 
health  history,  and  1 case  was  not  evaluated  since 
the  child  was  adopted.  For  the  remaining  38  cases 
there  are  notable  past  health  histories  which  were 
recorded.  In  16.2  per  cent  of  the  cases  a history  of 
frequent  urinary  tract  infections  was  diagnosed. 
No  other  significant  conclusions  could  be  drawn. 

Symptoms  presented.  The  majority  of  cases 
were  discovered  by  palpation  of  a flank  mass  (57 
cases).  A significant  although  smaller  number  of 
cases  discovered  exhibited  flank  pain  (22  cases), 
and  a considerably  lesser  number  of  cases  (10 
cases)  were  discovered  presenting  symptoms  of  he- 


TABLE  II.  Duration  of  time  before  operation  from  diagnosis 
versus  status  of  patient* 


Duration  of  Time 
Before  Operation 

Status  of  Patient 

Died  of 

Wilms’  Alive 

Tumor  (No  Cancer) 

Total 

0 to  3 days 

15 

21 

36 

3 to  7 days 

9 

9 

18 

7 to  14  days 

1 

2 

3 

14  to  21  days 

1 

1 

2 

21  to  28  days 

0 

0 

0 

1 to  3 months 

4 

0 

4 

No  surgery 

5 

0 

5 

Total 

35 

33 

68 

* Relationship  between  the  duration  of  time  from  diagnosis  to  per- 
formance of  operation  and  the  status  of  patient  (as  of  September,  1973). 

maturia.  This  final  group  is  demonstrably  small 
and  illustrates  the  proclivity  of  Wilms’  tumor  to 
grow  to  considerable  size  and  not  frequently  give 
rise  to  gross  hematuria. 

Duration  of  symptoms  prior  to  presentation 
for  diagnosis.  The  majority  of  cases  presented 
symptoms  less  than  a month  before  discovery.  An 
additional  group  of  20  cases  appeared  to  have  had 
symptoms  between  one  to  three  months  before 
discovery.  The  relationship  between  duration  of 
symptoms  prior  to  diagnosis  compared  with  status 
of  patient  and  the  length  of  survival  was  explored, 
but  no  statistical  significance  could  be  noted. 
When  the  duration  of  symptoms  is  compared  with 
the  presence  of  metastases,  patients  with  the 
shorter  duration  of  symptoms  were  less  likely  to 
have  metastases  present.  It  should  be  noted  that 
this  was  statistically  significant  only  at  the  10  per 
cent  level  and  not,  however,  at  the  commonly  ac- 
cepted 5 per  cent  level  of  significance. 

Clinical  method  by  which  diagnosis  was  es- 
tablished. Over  a period  of  time,  various  meth- 
ods were  used  to  establish  diagnosis.  Intravenous 
pyelogram  was  the  most  widely  used  method  (57 
cases).  In  10  cases  a simple  x-ray  film  (flat  plate) 
was  utilized.  In  5 cases  an  exploratory  laparot- 
omy was  utilized  to  establish  diagnosis.  There 
were  5 cases  in  which  cystoscopic  findings  were 
thought  diagnostic  of  Wilms’  tumor.  Three  cases 
were  discovered  accidentally  during  appendecto- 
my. The  other  methods  used  were  retrograde 
pyelography  (4),  tomography  (1),  inferior  vena 
cava  roentgenography  (3),  femoral  arteriography 
(1),  and  renal  and  arteriography  (1).  Kenny  et  \ 
a/.14  recently  found  when  faced  with  similar  diag- 
nostic problems  that  arteriography  and  venogra- 
phy proved  very  beneficial  for  both  diagnosis  and 
clinical  staging  of  the  tumor  in  these  patients. 

Form  of  treatment  given.  The  treatment  for 
Wilms’  tumor  entails  the  combined  efforts  of  the 
urologic  surgeon,  radiotherapist  and  chemotherap- 
ist,  as  well  as  the  pediatrician.14  Early  and  effi- 
cient surgical  removal  of  the  kidney  is  paramount. 
Whenever  possible,  a nephrectomy  was  performed 
(63  cases)  in  this  series.  Five  cases  were  inopera- 
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TABLE  III.  Size  of  primary  tumor  at  time  of  operation 


Size  of  Primary  Tumor 
(Centimeters) 

Number  of 
Patients 

0 to  3 

2 

3 to  6 

0 

6 to  9 

5 

9 to  12 

8 

12  or  more 

34 

Not  stated 

19 

ble,  1 case  utilized  radiation  therapy  alone,  and  in 
the  other  4 cases  a combination  of  radiation  thera- 
py and  chemotherapy  was  used.  The  prognosis 
without  surgery,  as  previously  stated,14  is  poor;  in 
fact,  all  5 patients  died  within  three  years. 

The  most  widely  used  treatment  (50  cases)  was 
the  combination  of  surgery,  radiation  therapy,  and 
chemotherapy  with  actinomycin  D and  vincristine. 
The  other  forms  of  treatment  observed  were  ne- 
phrectomy only  in  3 cases,  surgery  with  postopera- 
tive x-ray  therapy  in  9 cases,  and  surgery  with  pre- 
postoperative x-ray  therapy  in  1 case.  Table  1 
shows  the  relationship  between  the  form  of  treat- 
ment versus  the  length  of  survival  and  status  of 
the  patient.  This  table  illustrates  that  those  pa- 
tients who  underwent  surgery  with  radiation  and 
chemotherapy  were  more  likely  to  be  alive  without 
cancer. 

Duration  of  time  from  diagnosis  of  cancer  to 
performance  of  operation.  Only  4 patients  in 
the  study  underwent  surgery  more  than  one  month 
after  diagnosis.  In  these  cases  delay  was  occa- 
sioned by  selected  preoperative  therapy,  that  is, 
x-ray  therapy  or  chemotherapy.  Table  II  reflects 
the  observation  that  the  time  involved  in  perform- 
ing surgery  and  the  final  status  of  the  patient  was 
critical.  It  was  found  that  the  shorter  the  time 
duration  between  diagnosis  and  operation,  the 
greater  the  likelihood  that  the  patient  would  re- 
main alive  without  cancer.  As  stated  previously,  5 
cases  were  inoperable. 

Location  of  tumor  in  kidney.  Fifty-five  tu- 
mors involved  the  whole  kidney,  8 tumors  involved 
the  lower  pole  of  the  kidney,  3 tumors  involved  the 
upper  pole  of  the  kidney,  1 tumor  involved  the 
upper  and  middle  pole,  and  1 tumor  only  the  outer 
cortex  of  the  kidney.  This  variation  between  por- 
tions of  the  kidney  affected  neither  the  form  of 
treatment  offered  nor  the  outcome  of  the  case. 

Size  of  primary  tumor  at  time  of  operation. 
In  49  cases  the  exact  size  of  the  tumor  in  centime- 
ters was  stated  in  the  pathologic  notes  (Table  III). 
The  size  of  the  tumor  did  not  affect  the  type  of 
treatment  undertaken  except  in  1 case  where  pre- 
operative x-ray  therapy  was  employed  to  shrink 
the  size  of  the  tumor.  The  size  of  the  tumor 
showed  a direct  relationship  with  the  patient’s  age. 
This  study  thus  demonstrated  that  older  patients 
had  significantly  larger  tumors. 

Degree  of  vascular  involvement  and  local 


TABLE  IV.  Concomitant  metastasis  detected  at  time  of 
diagnosis  of  Wilms'  tumor 


Site  of 
Metastasis 

Number  of 
Patients 

Lungs 

20 

Liver 

11 

Diaphragm 

3 

Mesentery 

3 

Brain 

2 

Omentum 

2 

Pancreas 

2 

Vagina 

1 

Groins 

1 

Skeleton 

1 

Spleen 

1 

extension.  Vascular  involvement  at  the  time  of 
operation  was  found  in  10  cases  in  this  study. 
There  was  a more  frequent  vascular  invasion  in 
the  larger  tumors  and  large  vessel  involvement  in 
almost  all  of  the  inoperable  lesions.  Any  vascular 
invasion  caused  an  overall  less  favorable  prognosis 
with  a decreased  length  of  survival.  There  were 
21  cases  in  which  transcapsular  extension  was 
noted  at  the  time  of  operation.  The  larger  tumors 
were  most  often  those  that  extended  outside  the 
capsule.  Transcapsular  extension  of  the  tumor 
was  found  proportionately  more  often  among 
those  presenting  symptoms  of  hematuria.  As  seen 
with  vascular  involvement,  transcapsular  exten- 
sion of  the  tumor  also  decreased  chances  of  surviv- 
al. 

Clinical  staging.  Evaluation  of  the  various 
forms  of  therapy  employed  depend  on  proper  and 
uniform  staging  of  the  disease.  The  operative 
findings  are  best  staged  according  to  the  criteria  of 
Garcia,  Douglass,  and  Schlosser15  outlined  as  fol- 
lows. 

Stage  I.  Tumor  is  encapsulated  and  measures  less 
than  550  cc.  in  volume.  The  kidney  is 
movable,  and  there  is  no  demonstrable  ex- 
trarenal spread. 

Stage  II. 

A.  Tumor  shows  no  clear  demarcation  from  the 
renal  parenchyma,  or  it  invades  the  collecting 
system. 

B.  The  kidney  is  adherent  to  adjacent  structures 
without  infiltration  by  tumor.  The  dissection 
may  be  difficult  enough  to  precipitate  rupture 
of  the  renal  mass. 

C.  On  microscopic  examination,  tumor  thrombi 
are  found  in  the  vessels. 

Stage  III. 

A.  Tumor  is  encapsulated  but  massive  (more  than 
550  cc.  in  volume;  mean  diameter  more  than  10 
cm.) 

B.  There  is  gross  or  microscopic  neoplastic  exten- 
sion beyond  the  kidney.  Complete  excision  of 
the  tumor  and  its  local  metastases  may  not  be 
possible. 

C.  Distant  metastases  are  present. 

We  have  compared  tumor  stage  with  both  the 


April  1974  / New  York  State  Journal  of  Medicine  663 


TABLE  V.  Patient  status  versus  clinical  tumor  staging  in 
Wilms’  tumor* 


Patient  Status 

Tumor  Staging . 

Stage  Stage  Stage 

I II  III 

Total 

Died  of  Wilms’  tumor 

0 

1 

34 

35 

Alive  (no  cancer) 

6 

18 

9 

33 

Total 

6 

19 

43 

68 

* The  relationship  between  the  patient  status  (as  of  September,  1973) 
and  the  clinical  staging  of  the  disease. 


form  of  treatment  and  the  duration  of  symptoms 
prior  to  diagnosis.  Although  statistical  signifi- 
cance could  be  shown  in  all  instances,  we  observed 
that  in  Stage  III  patients  there  was  a longer  dura- 
tion of  symptoms  prior  to  clinical  diagnosis. 

Presence  or  absence  of  metastases  at  time  of 
diagnosis.  Our  results  showed  that  at  the  time  of 
clinical  diagnosis  there  were  30  cases  with  metas- 
tases and  38  cases  without.  Those  who  had  symp- 
toms less  than  one  month  prior  to  diagnosis  were 
less  likely  to  have  metastases  at  the  time  of  inves- 
tigation. The  relationship  between  the  presence 
of  metastases  in  relation  to  both  the  status  of  the 
patient  and  the  length  of  survival  was  studied. 
The  results  demonstrated  that  the  presence  of  me- 
tastases yielded  a significantly  lower  survival  rate 
than  the  absence  of  them. 

Organs  affected  by  metastases.  As  in  any 
neoplastic  disease,  the  presence  of  metastases  is  of 
major  concern.  Approximately  50  per  cent  of  our 
patients  had  metastases  at  time  of  diagnosis. 
Table  IV  illustrates  the  common  sites  of  metasta- 
ses in  this  study.  The  lungs  were  shown  to  be  the 
most  common  site  (20  cases)  with  the  liver  being 
the  second  (11  cases).  These  observations  were 
similar  to  previous  studies.14 

Organs  affected  by  later  metastases.  In  16 
cases,  almost  50  per  cent  of  the  patients  not  having 
metastases  at  time  of  diagnosis,  the  patient  ap- 
peared later  with  recurrence  of  the  tumor.  The 
distribution  of  organs  affected  by  these  metastases 
was  again  most  frequently  the  lungs  (16  cases)  and 
the  liver  (4  cases).  Four  patients  had  both  liver 
and  lung  metastases. 

Incidence  of  other  tumors.  Three  of  our  68 
cases  of  Wilms’  tumor  also  had  a coincidence  of 
neuroblastoma,  osteochondroma,  and  chondrosar- 
coma. To  our  knowledge  there  are  no  previous 
observations  suggesting  any  correlation  between 
these  tumors  and  the  incidence  of  Wilms’  tumor. 

Status  of  patient  as  of  September,  1973. 
Thirty-five  of  the  68  patients  in  our  study  have 
had  cause  of  death  ascribed  to  Wilms’  tumor.  The 
remaining  33  were  alive  and  appeared  asymptom- 
atic. The  relationship  between  patient  status  and 
clinical  staging  of  the  disease  has  been  observed  by 
many. 141  ' This  relationship  proved  to  be  highly 
significant  in  the  present  study  (Table  V).  Pa- 
tients in  Stages  1 and  II  were  likely  to  remain  alive, 


whereas  patients  in  Stage  III  were  likely  to  die  of 
Wilms’  tumor. 

These  results  confirm  the  validity  of  the  cur- 
rently used  staging  system,  mentioned  previously, 
as  a prognostic  guide. 

Length  of  survival  since  diagnosis.  We  have 
compared  the  clinical  status  of  each  patient  with 
length  of  survival.  Thirty-five  patients,  of  68, 
eventually  died  of  Wilms’  tumor.  Twenty  pa- 
tients  died  within  a year  of  diagnosis,  10  between 
one  and  three  years,  and  5 after  three  years.  The 
remaining  33  patients  were  alive  at  the  time  of  the 
study  and  free  of  Wilms’  tumor.  Twenty-three 
patients  have  been  free  from  the  tumor  and 
asymptomatic  for  over  five  years,  9 for  over  ten 
years,  and  1 for  over  twenty-one  years.  These  sta- 
tistics infer  that  the  length  of  survival  from  clini- 
cal diagnosis  varies  directly  with  the  status  of  the 
patient.  Almost  all  patients  who  died  with  Wilms’ 
tumor  did  so  within  5 years  of  diagnosis.  Inverse- 
ly, patients  living  free  of  cancer  for  over  five  years  1 
have  the  highest  probability  for  survival.  The  pa- 
tients’ survival  time  was  also  compared  with  tumor 
stages.  This  comparison  proved  highly  germane 
in  that  patients  in  tumor  Stages  I and  II  survived  a 
substantially  longer  time  period  than  those  pa- 
tients in  Stage  III.  This  finding  further  supports  •; 
the  viewpoint  that  the  presence  of  metastases  sig-  j 
nifies  a poor  prognosis. 

Summary 

In  this  study  of  68  patients  with  Wilms’  tumor, 

24  factors  on  each  individual  case  were  studied  for 
statistically  significant  interrelationships.  The  re- 
sults show  that  within  the  last  decade  the  progno- 
sis for  Wilms’  tumor  appears  more  favorable.  The 
more  recent  patients  who  underwent  a combina- 
tion treatment  of  surgery,  radiation  therapy,  and 
chemotherapy  are  more  likely  to  be  alive  without 
cancer.  Also,  the  duration  of  the  symptoms  and 
length  of  time  before  performing  therapeutic  sur- 
gery have  proved  critical.  With  the  advent  of 
these  shorter  time  intervals  there  is  a direct  in- 
crease  in  the  length  of  survival  time.  Of  the  nota- 
ble observations  were  the  incidence  of  Wilms’  j 
tumor  in  the  first  cousin  of  1 of  the  cases  and  the 
confirmation  of  certain  of  the  correlations  of  seven 
congenital  defects  established  as  being  unequivo- 
cally associated  with  Wilms’  tumor.  This  study 
confirms  the  validity  of  the  currently  used  staging 
system  as  a prognostic  guide.  Almost  all  patients 
who  died  with  Wilms’  tumor  did  so  within  five 
years  of  diagnosis.  Inversely,  patients  living  free 
of  cancer  for  over  five  years  have  the  highest  prob- 
ability for  survival.  Patients  in  Stages  I and  II 
have  a survival  time  which  is  significantly  longer 
than  those  in  Stage  III.  This  supports  the  obser-  ■ 
vation  that  metastases,  indicative  of  Stage  III,  j 
greatly  decrease  chances  of  survival.  Early  diag-  ! 
nosis  and  prompt  comprehensive  treatment  offer 
the  best  hope  to  all  patients. 
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Many  patients  misinterpret  directions  for  taking 
medicines 

The  label  on  your  bottle  of  prescription  pills  reads 
“Take  three  times  a day,  with  meals.’’ 

The  question  is — Would  you  take  these  pills  before 
each  meal,  in  the  middle  of  each  meal,  or  after  each 
meal?  And  does  it  really  make  any  difference? 

Yes,  it  does  make  a difference.  Some  medicines  are 
best  taken  on  a full  stomach  to  minimize  gastric  irrita- 
tion. Others  are  best  taken  on  an  empty  stomach  to  fa- 
cilitate absorption. 

The  prescription  label  should  have  been  more  specif- 
ic. Such  as  “Take  30  minutes  before  mealtimes.” 

In  a study  at  a hospital  in  Rochester,  New  York,  67 
patients  were  asked  to  interpret  instructions  on  each  of 
ten  prescription  labels. 

“Not  once  was  a label  uniformly  interpreted  by  all  pa- 
tients," the  study  found.  The  report  is  in  the  February 
25  issue  of  the  Journal  of  the  American  Medical  Associ- 
ation. 

It’s  not  difficult  to  understand  why  imprecise  instruc- 
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tions,  such  as  those  cited  above,  would  not  be  correctly 
understood.  However,  with  five  prescriptions  whose  in- 
structions were  not  ambiguous,  the  frequency  of  inter- 
pretive errors  ranged  from  9 per  cent  to  64  per  cent. 

The  lesson  is  clear  for  the  physician,  the  research 
group  declares.  He  must  be  explicit  in  his  prescription 
labels. 

“These  observations  illustrate  the  need  for  physicians 
to  provide  medication  instructions  that  are  consistent 
with  the  patient’s  daily  activities  and  to  review  these  in- 
structions with  the  patient,”  they  say. 

There  also  is  a lesson  for  the  patient.  If  the  label  is  not 
specific  on  some  part  of  the  instructions,  such  as  wheth- 
er the  pill  should  be  taken  before  or  after  the  meal,  ask 
your  doctor.  Don’t  guess  at  it.  If  taken  improperly,  the 
medicine  might  not  be  effective.  Or  it  might  cause  a 
toxic  reaction. 

The  report  is  by  John  M.  Massullo,  III,  M.D.;  Louis 
Lasagna,  M.D.,  and  Paul  F.  Griner,  M.D. 
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Until  recent  years  the  consequences  of  myocar- 
dial infarction  were  weighed  almost  wholly  in  mor- 
phologic terms.  Increasingly,  the  center  of  atten- 
tion has  shifted  to  the  functional  alterations  per- 
petrated by  infarction,  so  that  nowadays  physio- 
logic considerations  rank  on  a par  or  even  surpass 
anatomic  ones.  The  instrumentation  method  of 
angiography  has  spurred  this  contemporary  preoc- 
cupation with  abnormalities  of  myocardial  func- 
tion more  than  any  other  method. 

The  scattered  observations  of  a couple  of  dec- 
ades ago  that  segmental  myocardial  deficits  from 
either  ischemia  or  infarction  ultimately  entail  glo- 
bal rather  than  strictly  local  upsets  in  cardiac  per- 
formance have  been  amply  verified.  Of  even 
greater  moment  has  been  the  recognition  that  un- 
relieved segmental  malfunction  so  handicaps  the 
heart  as  to  in  turn  vitiate  hitherto  sound  myocar- 
dium by  overstressing  it.  Also,  since  the  cause 
and  aggregate  effects  of  ischemia  cannot  he  di- 
vorced, other  portions  of  muscle  subsisting  on  me- 
diocre blood  flow  from  narrowed  coronary  arteries 
may  be  pushed  over  the  brink  to  infarction. 
Against  a constant  background  of  coronary  arterial 


insufficiency,  clinical  stability  is  contingent  on  a 
physiologic  equilibrium  between  cardiovascular  ki- 
netic and  hemodynamic  mechanisms. 

Clinical  stability 

When  myocardial  infarction  kills  outright,  elec- 
trical or  physical  unhinging  of  cardiac  activity  has  j 
taken  place  with  such  suddenness  or  severity  as  to 
be  insuperable.  The  quality  of  clinical  stability  in 
people  who  survive  myocardial  infarction  is 
gauged  according  to  whether  or  not  one  or  more  of 
these  difficulties  is  instigated:  shock,  congestive 

failure,  angina  pectoris,  thromboembolism,  dys- 
rhythmias, endocarditis,  or  iterative  myocardial 
infarction. 

Some  survivors  of  infarction  are  entirely  spared  i 
from  any  of  these  untoward  developments.  The 
connotations  of  such  a state  of  early  and  late  clini-  i 
cal  stability  are  that: 

1.  A noncritical  mass  of  muscle  was  affected. 

2.  The  infarct  was  not  in  a critical  location,  topo- 
graphic (for  example,  posteromedial  papillary  mus- 
cle), or  stratal  (namely,  transmural). 

3.  Adaptive  and  compensatory  mechanisms  were 
successful  in  sustaining  overall  cardiac  performance  i 
in  the  face  of  the  segmental  myocardial  deficit. 

Other  persons  who  do  not  succumb  at  once  tc 
myocardial  infarction  are  nevertheless  dogged  re 
lentlessly  by  the  menace  of  death  or  invalidisrr 
from  the  complications  mentioned.  Their  clinica 
instability  or  clinical  stability  maintained  with  dif- 
ficulty, early  or  late  after  infarction,  connotes  anj 
of  the  following: 

1.  A critical  mass  of  muscle  was  affected. 

2.  The  infarct  was  in  a critical  topographic  o 
stratal  location. 

3.  Cardiovascular  adaptive  and  compensatory  re 
sponses  were  inadequate  or  marginal. 

4.  Cardiac  reserve  was  inadequate  or  borderline. 

5.  Cardiac  reserve  declined,  that  is,  myocardia 
ischemia  advanced. 

6.  The  segmental  cardiac  deficit  grew  worse. 

To  repeat,  the  victims  of  infarction  whose  clini 


1 


666  New  York  State  Journal  of  Medicine  / Aprill  974 


cal  state  becomes  unstable  at  any  time  owing  to 
these  reasons  have  their  well-being  or  life  itself  se- 
riously challenged.  Supervening  on  the  formidable 
toll  at  the  outset  from  myocardial  infarction,  then, 
is  yet  another  population  who  die  gradually  or 
abruptly  from  the  inexorable  march  of  ischemia. 

Infarct,  scar,  and  aneurysm1-27 

Ischemia  proper  harms  the  heart  at  its  infra- 
structure. Whatever  architectural  derangements 
occur  are  cellular  and  reflect  disturbed  myocardial 
metabolism.  They  seldom  provoke  rhythm  per- 
turbations or  congestive  failure.  When  muscle  ne- 
crosis supersedes  ischemia  it  unsettles  the  physical 
integrity  of  the  entire  heart.  Electrical,  biochemi- 
cal, and  mechanical  abnormalities  ensue  invari- 
ably. The  wellsprings  of  most  infarction  compli- 
cations are  the  mechanical  abnormalities  which 
are  derived  from  the  affected  myocardial  segment 
not  contracting  in  concert  with  the  rest  of  the 
heart  muscle. 

Much  latitude  is  currently  allowed  to  the  mean- 
ing of  the  words:  myocardial  infarct,  scar,  and  an- 
eurysm. Instead  of  sharper  precision  there  is 
more  semantic  adulteration,  and  the  issue  is  far 
from  settled.  It  is  not  uncommon  for  myocardial 
scars  of  long  standing  to  be  alluded  to  as  chronic 
infarcts.  The  roentgenographic  verisimilitude  of 
an  aneurysm  being,  perforce,  a bulge  in  the  stilled 
heart  silhouette  is  slowly  falling  into  desuetude, 
replaced  by  descriptions  of  motion  characteristics. 
Some  observers  speak  of  fixed  contour  protrusions 
as  anatomic  aneurysms  and  of  those  occurring  only 
during  systole  as  functional  aneurysms;  other  au- 
thors refer  to  the  same  conditions  as  major  and 
minor  aneurysms,  respectively.  In  the  surgical  lit- 
erature one  encounters  the  designations  infarctec- 
tomy  and  aneurysmectomy  employed  almost  in- 
terchangeably, as  well  as  the  infelicitous  expres- 
sions “segmentectomy,”  “myomectomy,”  and 
“scartectomy.” 

This  seeming  linguistic  quagmire  is  the  out- 
growth of  different  medical  specialties  affixing 
definitions  of  convenience  to  etymologically  re- 
strictive traditional  terms.  But  while  defying  so- 
lution for  the  time  being,  the  situation  is  not  all 
that  bad;  for  it  is  not  the  name  accorded  to  the 
myocardial  lesion  but  the  effect  of  the  lesion  on 
cardiac  activity  that  deserves  to  be  kept  in  mind. 
In  the  main,  the  fairly  good  correlation  between 
histologic  tableau  and  clinical  evolvement  is 
leaned  on  for  a working  classification  (Table  I). 

The  outcome  of  myocardial  infarction  is  unpre- 
dictable, chiefly  because  it  hinges  on  so  many  vari- 
ables. The  myocardial  structural  changes  which 
eventuate  may  therefore  be  considered  only  in 
broad  generalities.  The  first  of  these  is  that,  all 
other  conditions  remaining  equal,  infarction  nas- 
cent at  the  subendocardium  and  staying  localized 
at  that  terrain  is  followed  by  few  adverse  sequels 
of  structure  or  function.  The  corollary  proposi- 


TABLE  I.  Correlation  between  histologic  tableau 
and  clinical  evolvement 

Clinical  Morphologic  Histologic 

Designation  Structure  Composition 


Acute  (up  to  two 
weeks) 


Subacute  (third  to 
sixth  week) 


Chronic  (after 
sixth  week) 


Fresh  infarct; 
coagulation 
necrosis 

Healing  infarct;  soft 
sclerosis;  early 
scar;  early  true 
aneurysm 


Healed  infarct; 
chronic  infarct; 
old  infarct;  myo- 
cardial scar;  true 
aneurysm 


Leukocytes,  erythrocytes; 
myocytolysis;  minimal 
or  no  granulation  tissue; 
fibrin;  platelet  clumps 
Fibroblasts  become  domi- 
nant, but  interspersed 
islands  of  both  sound 
and  atrophic  muscle  still 
recognizable;  hemosiderin 
deposits;  clot 

Exclusively  or  virtually  all 
collagen;  viable  myo- 
fibrils sparse  or  absent; 
thrombus;  occasionally 
calcium;  rarely  bone 


tion  is,  of  course,  that  infarction  which  originally  is 
transmural,  or  becomes  transmural  from  extension 
of  necrosis  which  began  at  the  subendocardial 
stratum,  predisposes  to  graver  aftermaths. 

Healing  of  infarcts  is  governed  by  myriad  fac- 
tors, of  which  we  need  mention  here  just  some  of 
the  mechanical  forces  that  sculpt  the  formative 
scar  (Figs.  1 and  2).  Immediately  after  infarction 
the  necrotic  matrix  retains  some  tensile  strength 
and  hence  is  malleable  before  the  differential  forc- 
es of  mural  tension  and  intracavitary  pressure  dur- 
ing diastole  and  systole.  As  the  muscle  deliques- 
ces, its  tensile  strength  ebbs,  and  it  exhibits  the  in- 
compressibility characteristic  of  all  liquids.  Dur- 
ing the  next  phase  of  healing,  when  granulation 
sets  in  and  water  resorption  occurs,  tensile 
strength  is  on  the  ascendancy  once  again;  but  plia- 
bility of  the  infarcted  segment  from  mural  tension 
and  intracavitary  pressure  is  partly  opposed  by 
shrinkage  and  also  by  the  granulation  tissue  exer- 
cising its  contractile  property  similar  to  smooth 
muscle.  The  combined  effect  of  dehydration  and 
conversion  of  granulation  tissue  to  mature  fibro- 
cytes  results  in  an  indurated  but  flattened  scar. 

The  last  phase  of  healing  differs  according  to 
the  epicenter  of  the  inceptive  infarct.  In  the  in- 
stance of  a subendocardial  lesion,  deformity  of  the 
ventricular  wall  will,  for  the  most  part,  be  at  the 
inside  because  of  the  interposition  between  the 
outer  and  inner  mural  territories  of  a new  strip  of 
tissue  with  considerable  tensile  qualities  (Fig.  1). 
In  the  case  of  a transmural  lesion,  on  the  other 
hand,  the  lack  of  a supportive  subepicardial  cush- 
ion will  result  in  both  inner  and  outer  surfaces 
moving  away  from  the  hub  of  the  ventricle  (Fig.  2). 
Whether  this  process  ends  in  an  immobile  scar,  a 
scar  exhibiting  paradoxic  protrusion  during  sys- 
tole, or  outright  rupture  depends  on  the  angle  sub- 
tended by  the  transmural  infarct,  that  is  to  say,  its 
expanse  (Fig.  3). 

Dyssynergy  (asynergy)28-59 

The  normal  heart  works  with  maximum  effi- 
ciency at  minimum  energy  cost  through  coopera- 
tive, vigorous,  and  sequential  contraction  of  its 
muscle  bundles.  All  portions  of  the  left  ventricle 
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NORMAL 


SUBENDOCARDIAL  INFARCT 


PHASE  / 


FRESH  INFARCT;  LITTLE  TENSILE  STRENGTH; 
BEGINNING  DEFORMITY  OF  INNER  PART 


QUASI- LIQUID  INFARCT;  NO  TENSILE  STRENGTH;  INCOMPRESSIBLE 


PHASE  2 


BEGINNING  COLL AGENIZ ATION  AND  DEHYDRATION; 
INCREASING  TENSILE  STRENGTH;  DEFORMITY 
LESS  BECAUSE  OF  TISSUE  SHRINKAGE 


PHASE  3 


THINNING  OF  SCAR  AND  ADJACENT  AREAS; 
EARLY  ANEURYSM;  INCREASED  DEFORMITY 
OF  INNER  PART;  LITTLE  OR  NO  DEFORMITY 
OF  OUTER  PART 


PROGRESSION  TO  TRANSMURAL  INFARCTION  FROM 
PRESSURE  ON  SUBEPICARDIAL  LAYER 


FIGURE  1.  Effect  of  gradient  between  mural  tension  and  intracavitary  pressure  on  healing  of  subendocardial  infarc 
Formative  scar  does  not  distort  outer  surface  of  heart  unless  infarct  becomes  transmural. 


contract  synchronously  and  with  uniform  force  to 
create  a mean  ejection  vector  aimed  through  the 
ventricular  outflow  tract  to  the  aortic  root.  This 
orderly  process  is  called  myocardial  synergy. 

Ischemic,  degenerating,  or  cicatrixed  sections  of 
myocardium  all  display  uncoordinated  movements 
with  respect  to  the  rest  of  the  organ.  This  dise- 
quilibrium, or  lack  of  integrated  contraction,  is 
known  as  dyssynergy  or  asynergy.  It  is  manifest 
under  diverse  guises,  varies  in  intensity,  and  has 
both  spatial  and  temporal  attributes. 

Dyssynergy  is  categorized  according  to  angio- 
graphically  documented  ventricular  wall  distor- 
tions during  systole: 

1.  Dyskinesia  = paradoxic  bulging  (zonal). 

2.  Akinesia  = utter  motionlessness  (zonal). 

3.  Hypokinesis  = sluggish  and  subtotal  contrac- 
tility (global). 

4.  Asyneresis  = attenuated  mobility  with  com- 
pensatory hyperdynamism  of  neighboring  areas 
(zonal). 

5.  Asynchrony  = chaotic  temporal  succession  of 
contraction  (zonal  and  global). 

These  definitions  are  useful  mainly  for  impart- 
ing a mechanistic  view  of  the  problem  of  regional 
myocardial  dysfunction,  but  the  conditions  which 


they  describe  should  not  be  thought  of  as  immuta 
ble.  Thus,  with  ischemia  alone  or  with  infarctioi 
of  the  subendocardial  stratum,  dyssynergy  is  ordi 
narily  transient  and  intermittent.  It  may  resolvi 
spontaneously  during  healing.  At  times,  it  may  b<  i 
abolished  pharmacologically  or  by  myocardial  re 
vascularization.  Beta-adrenergic  stimulation  b’ 
means  of  epinephrine  tends  to  curb  dyssynergy 
whereas  beta-adrenergic  blockade  with  propranol 
ol  hydrochloride  tends  to  amplify  it.  Atrial  elec 
tropacing  may  elicit  or  exaggerate  dyssynergy. 

Either  solitary,  multiple,  or  summated  forms  o 
dyssynergy  may  coexist  at  separate  loci  of  th< 
same  heart,  especially  when  it  has  been  the  seat  o 
infarction  before.  Episodic  mixed  dyssynergf 
phenomena  may  be  entrained  by  paroxysmal  dys  j 
rhythmias,  particularly  those  from  ectopic  foci  | 
An  akinetic  or  an  asyneretic  segment  may  in  du> 
course  become  dyskinetic  because  of  stretching 
Conversely,  the  ballooning  of  a dyskinetic  zoni 
may  be  reined  when  the  lesion  is  splinted  by  fibro 
sis,  thrombus,  or  calcium. 

Key  aspects  regarding  dyssynergy  are  that:  (1 
the  regional  malfunction  corresponds  in  general  ti 
the  geographic  layout  of  coronary  arterial  obstruc 
tion  or  occlusion,  but  the  latter  may,  in  some  in 
stances,  exist  without  overt  dyssynergy;  (2)  neithe 
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NORMAL 


TRANS  MURAL  INFARCT 


PHASE  / 


FRCSNMURCT,  LITTlf  T|  NSILI  STRrNGTM. 
Bf  GINNING  Df»ORMlTT  O*  fNTiRf  WALL 


QUAGl  l HAff  INFARCT,  NO  TINSHC  S TR|  NGT  H,  INC  OMPRf  SSIBl  ( 


PHASE  2 


LESS  BECAUSE  Of  SHRINKAGE 


PHASE  3 


FIGURE  2.  Effect  of  gradient  between  mural  tension  and  intracavitary  pressure  on  healing  of  transmural  infarct.  Forma- 
tive scar  distorts  both  inner  and  outer  surfaces  of  heart. 


FIGURE  3.  Outcome  of  transmurai  infarction  influenced 
by  its  expanse. 

the  species  nor  the  gradation  of  dyssynergy  can  be 
foretold  by  the  degree  or  diffuseness  of  coronary 
arterial  involvement;  and  (3)  when  a locus  of  dys- 
synergy exceeds  a given  ratio  of  myocardial  mass 
the  work  of  the  heart  becomes  inefficient,  and  fail- 
ici  ure  sets  in. 

Just  what  constitutes  liminal  dyssynergy  de- 
pends on  a multiplicity  of  variables.  Calculations 


garnered  from  assorted  clinical  investigations  and 
simulation  models  indicate  that  physiologic  toler- 
ance is  exceeded  when  the  dyssynergic  zone  is 
bigger  than  25  to  40  per  cent  of  left  ventricular 
surface  area.  This  figure  appertains  to  the  free 
wall  of  the  ventricle  and  therefore  is  by  no  means 
absolute.  For  instance,  a greater  likelihood  of 
synergy  being  thrown  into  disarray  would  exist 
with  an  infarct  or  scar  encompassing  septal  or  pa- 
pillary musculature  than  with  injuries  of  compara- 
ble bulk  at  the  anterior  apex,  the  contractile  force 
of  which  is  relatively  passive  anyway. 

Naturally,  the  performance  of  surrounding  myo- 
cardium is  paramount  to  the  issue  of  kinetic  disor- 
ganization, so  that  this  tends  to  be  aggrandized  in 
a milieu  of  prior  myopathy  of  any  sort.  Indeed, 
one  reason  that  dyssynergy  is  so  hard  to  reproduce 
experimentally  is  difficulty  in  imitating  the  pre- 
requisite setting  of  chronic  ischemic  changes  in 
myocardium  around  the  induced  infarct. 

Myocardial  energetics60- 135 

The  adversities  of  dyssynergy  are  translated 
into  hemodynamic  handicaps  which  ultimately  im- 
pair cardiac  function  further.  The  pathways  lead- 
ing to  heart  failure  are  manifold.  They  may  be 
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END -DIASTOLE 


AKINETIC 

SEGMENT 


PomIv*  movamanf  of  oil 
•agmant*  away  from  cantar 


OTSKINETIC 

SEGMENT 


Poaalva  movamanf  of  all 
•agmantt  away  from  cantar 


END-SYSTOLE 


Victor  of  forca* 
dlractad  to  cantar 


Vactor  of  forca*  of 
dyaklnatlc  and  pora- 
dyaklnatic  oogmonU 
dlractad  away  from  cantar 


END -SYSTOLE  Of 
DILATED  VENTRICLE 


dlractad  cbaar  to  cantar 


Victor  of  forca*  of  dyaklnatlc 
and  para-dyakinatk  sagmanta 
dlractad  cloaar  to  cantar 


FIGURE  4.  Varieties  of  dyssynergy.  Within  limits  of  fiber 
stretch,  ventricular  dilation  compensates  for  regional  ki- 
netic deficits  by  realigning  ejection  vectors. 


surveyed  in  simplified  fashion  by  considering  how 
ischemia  and  infarction  upset  myocardial  energet- 
ics. 

Well-orchestrated  myocardial  contraction  deter- 
mines normal  cardiac  output  which  fundamentally 
is  left  ventricular  stroke  volume — the  difference 
between  end-diastolic  and  end-systolic  volumes. 
Among  the  interplays  governing  contraction,  the 
components  of  fiber-shortening  force  and  velocity 
are  foremost.  When  there  is  regional  contractile 
inadequacy,  ejection  of  a normal  quantity  of  blood 
initially  is  predicated  on  joint-increased  intracam- 
eral  volume  and  pressure,  in  accordance  with  the 
Frank-Starling  phenomenon.  Dilation  of  the 
crippled  ventricle  is  beneficial  at  first;  it  reduces 
the  debit  of  stroke  volume,  and  it  reorients  the 
vectors  of  myocardial  ejection  to  a semblance  of 
normalcy  (Figs.  4 and  5).  If  the  augmented  dia- 
stolic dimensions  necessary  for  adequate  filling  fall 
within  physiologic  limits  of  fiber  stretch,  homeo- 
stasis is  achieved;  but  if  the  heart  overdistends  be- 
yond those  limits  the  benefits  of  dilation  are  abro- 
gated, and  decompensation  ensues. 

The  maintenance  of  stroke  volume  by  the  two 
options  of  ventricular  dilation  and/or  increased 
contractile  force  is  lost  progressively  as  successive 
increments  of  myocardium  are  inactivated  by  isch- 
emia or  infarction.  This  comes  about  because  for 
the  same  pressure  to  be  engendered  in  the  en- 
larged ventricle  with  a piece  that  is  either  idle  or 
abnormally  compliant,  a corresponding  elevation 
in  tension  is  required  of  the  remainder  of  the  mus- 
cle. The  less  tensile  myocardium  is  able  to  be  re- 
cruited the  more  accentuated  is  work  expenditure 
to  sustain  contractile  speed  and  strength. 


END -DIASTOLE  END- SYSTOLE 


FIGURE  5.  Within  limits  of  fiber  stretch,  ventricular  dila- 
tion improves  cardiac  output  by  decreasing  volumic  deficit 
in  dyssynergic  segment. 


Tachycardia,  at  first  a compensatory  reaction, 
eventually  deals  yet  another  blow  to  the  faltering 
heart  by  depleting  endogenous  catecholamine 
stores  and  by  stultifying  the  completeness  of  con- 
traction so  that  end-systolic  volume  is  augmented 
without  tangible  amelioration  in  forward  stroke 
volume.  And,  of  course,  systemic  arterial  hyper- 
tension taxes  the  heart  greatly  by  making  it  neces- 
sary that  a higher  ventricular  peak  systolic  pres- 
sure be  generated  by  the  propulsion  of  blood 
through  the  aortic  valve. 

As  fiber-shortening  capabilities  are  outstripped 
the  delivery  of  effective  cardiac  output  falls,  unin- 
demnified even  by  augmented  intramyocardial 
tension  or  by  larger  intracavitary  volume.  On  the 
contrary,  the  latter  become  hardships  and  foster 
the  installation  and  perpetuation  of  congestive 
heart  failure.  To  a varying  extent  the  spiral  of 
heart  failure  is  also  compounded  by  mitral  incom- 
petence secondary  to  dilation  of  the  ventricle.  In 
the  presence  of  myocardial  depression  and  an  ele- 
vated ventricular  filling  pressure,  isometric  con- 
traction may  decelerate  so  much  that  the  low-re- 
sistance mitral  orifice  competes  favorably  or  even 
preferentially  with  the  aortic  orifice  during  systole. 
This  disequilibrium  in  pressure  gradients  likely 
accounts  for  delayed  closure  of  the  aortic  valve, 
manifested  clinically  and  phonocardiographically 
by  reversed  splitting  of  the  second  heart  sound. 
The  deficiency  of  ventricular  emptying  may  be 
quantified  in  terms  of  a falling  ejection  fraction 
which  is  the  ratio  of  stroke  volume  to  end -systolic 
volume.  With  that  perspective  in  view,  the  dele- 
teriousness of  various  classes  of  dyssynergy  can  be 
understood  readily  (Figs.  4 and  5). 

In  dyskinesia  the  submissive  segment  imposes 
hemodynamic  arrears  which  mimic  those  of  mitral 
regurgitation  during  both  systole  and  diastole 
since  the  outpouching  robs  the  ventricle  of  volume 
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during  each  phase  of  the  heart  cycle.  (In  this  con- 
nection it  should  be  underscored  that  the  notion  of 
the  segment  recoiling  during  diastole  is  patently 
incorrect.)  The  transference  to  the  elastic  out- 
pouching of  a certain  moiety  of  blood  belonging  to 
stroke  output  can  only  be  redressed  by:  (1)  ex- 

panding intracameral  capacity,  that  is,  ventricular 
dilation;  and  (2)  other  portions  of  the  ventricle  in- 
creasing contraction  power  and  velocity  so  as  to 
generate  enough  tension  during  isovolumic  systole 
to  actuate  ejection  and  to  make  up  for  pressure 
and  volume  lost  to  the  slack  dyskinetic  part. 

With  small  infarcts  surrounded  by  health  mus- 
cle, the  success  of  these  mechanisms  is  enhanced 
during  later  stages  of  healing  when  the  dyskinetic 
segment  may  harden  to  such  a consistency  that  its 
paradoxic  excursions  cease,  and  it  is  converted  to 
an  akinetic  one.  On  the  other  hand,  with  large  in- 
farcts or  those  bounded  by  substantial  hypoxemic 
muscle,  dyskinesia  is  likely  to  be  aggravated  by  in- 
cessant stretching  during  systole  of  the  viable  but 
ischemic  myocardial  fibers,  the  outcome  then 
being  a gross  aneurysm. 

In  akinesia,  the  most  prevalent  subgroup  of  dys- 
synergy,  the  insolvent  contractile  activity  of  the 
stiff  segment  makes  it  necessary  for  other  portions 
of  myocardium  to  preserve  normalcy  of  cardiac 
output  by  increasing  fiber  shortening  and  tension 
development.  Adaptation  to  these  demands  is 
mostly  by  muscle  hypertrophy.  There  may  in 
those  instances  be  a considerable  rise  in  left  ven- 
tricular end-diastolic  pressure  with  only  a modest 
or  trival  increase  of  end-diastolic  volume,  implying 
diminished  compliance  of  the  ventricle. 

Circumstances  are  analogous  in  the  rest  of  the 
dyssynergies  where  the  generation  of  tension  is  nil, 
delayed,  or  dissipated  in  infarcted  or  fibrosed 
muscle  and  indolent  in  hypoxemic  areas,  so  that 
only  the  net  residue  of  really  healthy  myocardium 
can  be  counted  on  to  muster  sufficient  energy  for 
the  task  of  supplying  blood  in  an  amount  and  at  a 
rate  adequate  for  bodily  requirements.  As  alluded 
to  previously,  and  in  accordance  with  the  Laplace 
principle,  the  healthy  myocardium  strives  to  ad- 
just to  the  heightened  wall  stress  from  ventricular 
dilation  by  hypertrophying.  But  the  thicker  mus- 
cle boosts  myocardial  oxygen  demand.  In  the  long 
run,  therefore,  the  adaptability  by  hypertrophying 
of  even  sound  myocardium  is  straitened  because  of 
the  omnipresent  coronary  arterial  insufficiency. 

The  inescapable  conclusion  from  these  observa- 
tions is  that  whenever  a dyssynergic  segment  is  so 
situated  or  of  such  proportions  as  to  incept  heart 
failure,  prompt  subjugation  of  the  latter  is  impera- 
tive, be  it  by  medicinal  or  surgical  means.  Else,  a 
vicious  cycle  becomes  entrenched,  inclining  isch- 
emic myocardium  to  frank  infarction,  and  ex- 
hausting or  rendering  nugatory  hitherto  healthy 
muscle. 

But  the  pivotal  warning  factor  of  heart  failure 
may  be  subclinical  and  elude  recognition  by  physi- 


cal examination,  electrocardiography,  or  ordinary 
x-ray  film  screening.  Likewise,  these  same  means 
by  themselves  are  very  fallible  for  making  the  dis- 
tinction in  evolving  myocardial  infarction  between 
completed  necrosis,  blighted  tissue  destined  to  be- 
come necrotic,  and  jeopardized  but  potentially  sal- 
vageable muscle.  Again,  since  crippling  of  the  left 
ventricle  need  not  be  accompanied  by  measurable 
alteration  of  right  ventricular  kinetics,  customary 
determinants  of  clinical  heart  failure,  such  as  right 
atrial  pressure,  cannot  be  relied  on  to  accurately 
reflect  hemodynamic  changes  at  the  left  chambers. 
Here,  as  in  other  circumstances,  the  pulmonary 
capillary  wedge  pressure  is  a far  more  satisfactory 
index  of  what  is  happening  to  function  on  the  left 
side  of  the  heart  and  that  measurement  necessi- 
tates conducting  more  than  merely  the  office  pro- 
cedures cited  previously.  In  brief,  then,  recom- 
mendations about  making  more  commonplace  rou- 
tine arteriographic,  hemodynamic,  and  biochemi- 
cal studies  of  persons  afflicted  by  any  presentation 
of  myocardial  ischemia  are  reasonable  for  progno- 
sis as  well  as  for  diagnosis. 

Documentation  of  ventricular  malfunction136-341 

Formerly,  evidence  of  myocardial  contractile  in- 
coordination was  circumstantial  and  prone  to  ob- 
server bias.  It  was  founded  on  subjective  impres- 
sions from  physical  examination  or  from  fluo- 
roscopic, electrokymographic,  and  roentgenoky- 
mographic  inspection  of  the  heart.  Currently,  its 
verification  is  chiefly  by  cinematoangiographic  re- 
cording of  chamber  configuration  during  the  cardi- 
ac cycle.  However,  the  utility  of  other  approaches 
for  seeking  qualitative  and/or  quantitative  values 
about  ventricular  malfunction  should  not  be  over- 
looked. They  are  briefly  surveyed  in  this  report. 

Cardiac  output  has  been  determined  conven- 
tionally by  Fick,  thermal,  or  dye  dilution  tech- 
niques which  require  catheterization.  The  mensu- 
ration of  ventricular  volumes  revolves  around  the 
indicator  washout  curve  which  defines  end-dia- 
stolic volume  but  gives  no  information  whatsoever 
about  localized  defects  in  wall  motion.  Along  kin- 
dred lines  is  the  determination  of  left  ventricular 
filling  pressure  and  stroke  volume  by  a flow-di- 
rected catheter  wedged  into  a peripheral  branch  of 
the  pulmonary  artery. 

Methods  used  to  document  precordial  move- 
ments externally  are  several.  They  include  apex- 
cardiography,  kinetocardiography,  focal  displace- 
ment cardiography,  vibrocardiography,  impulse 
cardiography,  impedance  cardiography,  ballisto- 
cardiography, magnetocardiography,  systolic  time 
intervals,  echocardiography,  cardiac  ultrasonogra- 
phy, radar  kymography,  fiberoptics,  and  cineangi- 
ography. Just  a few  of  these  will  be  considered. 

Apexcardiography.  Apexcardiography  rec- 
ords, by  means  of  a microphone-transducer  assem- 
bly, low-frequency  vibrations  from  a point  on  the 
precordium  and  compares  them  with  displacement 
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of  adjacent  areas  on  the  chest  wall.  It  is  a nonin- 
vasive  but  indirect  method  for  studying  cardiac  ac- 
tion. There  is  close  correspondence  between  the 
interval  from  the  onset  of  ventricular  depolariza- 
tion to  the  pre-ejection  peak  of  the  first  derivative 
of  the  apexcardiogram  and  the  interval  from  onset 
of  ventricular  depolarization  to  the  summit  of  the 
first  derivative  of  the  left  ventricular  pulse  pres- 
sure. The  apexcardiogram  therefore  can  furnish 
some  qualitative  and  semiquantitative  informa- 
tion about  the  functional  status  of  the  myocar- 
dium without,  however,  localizing  the  site  or  kind 
of  dyssynergy.  Apex  tracings  are  unobtainable  or 
uninterpretable  in  patients  with  obesity,  pleural 
effusion,  mediastinal  disease,  or  pulmonary  em- 
physema producing  thoracic  hyperexpansion.  By 
and  large,  the  measurements  obtained  from  apex- 
cardiography  are  crude  and  analysis  of  results 
often  difficult  or  empirical,  so  that  little  depen- 
dence can  be  placed  on  the  method  by  itself  for 
clarifying  the  nature  of  ventricular  malfunction. 

Kinetocardiography.  Kinetocardiography  is  a 
noninvasive  technique  for  indirectly  plotting  car- 
diac movements  by  enregistering  the  absolute  dis- 
placement of  the  chest  wall  with  respect  to  a fixed 
point  in  space  away  from  the  thorax.  Unlike  nor- 
mal subjects,  in  whom  all  parts  of  the  precordium 
except  the  apex  retract  uniformly  during  the  peri- 
od of  ventricular  ejection,  patients  with  certain 
dyssynergies  display  a rapid,  sustained,  outward 
deflection  during  some  or  all  of  systole. 

Focal  displacement  cardiography.  Focal  dis- 
placement cardiography  is  a refined  variant  of  ki- 
netocardiography that  may  be  useful  for  detecting 
dyssynergy  even  at  inferior  or  posterior  locations 
in  the  ventricle.  Although  limited  from  the  stand- 
point of  furnishing  quantitative  information,  kine- 
tocardiography and  focal  displacement  cardiogra- 
phy are  relatively  simple  bedside  procedures 
whereby  ventricular  malfunction  may  be  uncov- 
ered even  ahead  of  the  inception  of  congestive 
heart  failure. 

Systolic  time  intervals.  Indirect  measure- 
ment of  the  systolic  time  intervals  of  the  cardiac 
cycle  is  another  means  for  atraumatic  quantitative 
evaluation  of  left  ventricular  function.  It  requires 
simultaneous  electrocardiography,  high-frequency 
phonocardiography,  and  indirect  carotid  arterial 
pulse  tracing  on  a multichannel  recorder  at  rapid 
paper  speed.  The  pre-ejection  period  expresses 
tension  generation,  the  ventricular  ejection  time 
expresses  rate  of  myocardial  fiber  shortening,  and 
their  ratio  correlates  closely  with  ejection  fraction. 
Systolic  time  intervals  are  influenced  by  drugs 
such  as  digitalis  and  isoproterenol  and  by  diurnal 
variation  in  catecholamine  secretion,  heart  rate, 
left  ventricular  filling  pressure  and  volume,  arteri- 
al blood  pressure,  and  other  factors.  The  method 
neither  localizes  nor  delineates  dyssynergy. 

Echocardiography.  Another  noninvasive  bed- 
side technique  for  defining  ventricular  chamber 


size  and  speed  of  contraction  is  echocardiography, 
variously  known  also  as  ultrasonic  reflectoscopy, 
pulsed  reflected  ultrasound,  or  sonocardiometry. 

It  is  particularly  helpful  for  tracing  motion  disor- 
ders of  the  posterior  wall  or  ventricular  septum 
but  does  not  satisfactorily  detect  anterior  or  apical 
dyssynergy.  Waveform  data  give  estimates  of 
myocardial  mass,  left  ventricular  stroke  volume, 
systolic  and  diastolic  volumes,  ejection  fraction, 
and  systolic  time  intervals.  They  may  also  be  ap- 
plied for  calculating  the  mean  rate  of  circumferen- 
tial fiber  shortening,  expressed  as  mean  Vcf,  which 
is  one  index  of  overall  ventricular  performance,  . 
Echoes  are  distorted  or  drowned  when  interfaces 
of  greater  density  than  air-filled  lung  intrude  be- 
tween the  transducer  and  the  heart.  Spurious 
wall-thickness  values  may  be  recorded  by  echocar- 
diography with  conditions  such  as  pericardial 
thickening  or  endocavitary  thrombus. 

Cardiac  ultrasonography.  Cardiac  ultrasono- 
graphy differs  from  conventional  echocardiogra- 
phy in  that  two-dimensional,  stop-action  images  of 
sections  through  the  heart  are  obtained  instead  of 
unidimensional  time-motion  pictures. 

Radarkymography.  Radarkymography  is  a 
noninvasive  technique  for  monitoring  and  record- 
ing horizontal  movements  of  the  televised  cardiac 
silhouette.  A tracking  system  translates  the  oscil- 
lations of  multiple  points  along  the  heart  border 
into  an  analogue  signal  which  may  be  displayed 
linearly  on  an  oscilloscope  and  conserved  on  video- 
tape. By  appropriate  positioning  of  the  patient  or 
of  the  tracker,  a cameo  image  of  the  heart  may  be 
constructed  with  the  pulsations  of  all  ventricular 
surfaces  except  the  diaphragmatic  wall  visualized.  . 
Artifactual  or  distorted  pictures  result  when  the 
relief  of  the  heart  contour  is  obscured  by  obstacles 
such  as  pleural  effusion,  pulmonary  fibrosis,  pul- 
monary edema,  or  deformities  of  the  chest  cage. 

Pressure-pulse  tracings.  For  precise  charac-  | 
terization  of  the  inotropic  state  of  the  entire  ven- 
tricle, without  specific  regard  to  the  dyssynergic 
segment,  analysis  may  be  made  of  high-fidelity 
pressure-pulse  tracings.  Ventricular  pressure  is 
recorded  with  a micromanometer  inserted  into  the 
chamber  via  a peripheral  vessel  or  by  direct  needle 
puncture  of  the  wall  of  the  heart.  After  making 
suitable  corrections  for  preload  (end-diastolic 
pressure,  end-diastolic  circumferential  fiber  length 
given  as  volume),  and  afterload  (aortic  pressure,  j 
peripheral  vascular  impedance),  force-velocity  re-  i 
lationships  are  computed.  The  rate  at  which  ven-  i 
tricular  pressure  is  generated,  expressed  as  dp/dt  j 
(double  pull,  double  throw),  and  the  maximal  in 
trinsic  velocity  of  isotonic  shortening,  expressed  as 
Vmax,  are  two  of  the  important  indexes  used  to 
appraise  mean  myocardial  contractility.  It  is  em- 
phasized that  particulars  thus  gathered  pertain  to 
overall  efficiency  of  a ventricle  constituted  of  a 
mixture  of  healthy,  ischemic,  infarcted,  and 
scarred  muscle  fibers. 
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Cineangiocardiography.  In  quantitative 
| cineangiocardiographv  contrast  medium  is  inject - 
[ ed  directly  into  the  left  ventricle  through  a cathe- 
[ ter  passed  retrograde.  Single-plane  filming  in  the 
right  anterior  oblique  position  is  the  most  popular 
method.  Biplanar  studies  in  frontal  and  lateral 
projections,  albeit  more  complex  and  tedious,  give 
a spatial  perspective  of  greater  fidelity.  Superim- 
posed serial  frames  reveal  where  dyssvnergy  is  sit- 
uated and  what  kind  is  present.  The  hemody- 
namic and  kinetic  consequences  of  dyssynergy  are 
i assessed  by  planimetric  mensuration  of  total 
I chamber  size  and  of  equatorial  and  perimetric  dif- 
i ferentials  between  end  diastole  and  end  systole. 
The  equations  in  greatest  usage  are  based  on 
mathematical  models  that  consider  the  chamber 
; on  the  left  side  of  the  heart  to  be  a prolate  spher- 
oid or  ellipsoid  of  revolution  so  that  ventricular 
volumes  tend  to  be  overestimated.  Since  the  left 
| ventricle  resembles  an  ellipsoid  figure  only  when  it 
is  normal  and  more  closely  approaches  sphericity 
when  it  is  dilated,  formulas  based  on  spheroid 
models  harmonize  somewhat  better  with  actual 
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AMA  warns  against 
siphoning  of  gasoline 

Warning!  Siphoning  gasoline  may  be  dangerous  to 
your  health!  It  might  even  kill  you! 

With  the  advent  of  gasoline  shortages,  motorists  are 
resorting  to  any  number  of  improvisations  to  keep  their 
wheels  moving.  Siphoning  of  fuel  may  be  one  of  them. 

If  you  must  transfer  fuel  by  siphon,  use  a device  that 
is  self-priming — do  not  attempt  to  draw  a vacuum  by 
mouth,  warns  Asher  J.  Finkel,  M.D.,  director  of  the  Di- 
vision of  Scientific  Activities  of  the  American  Medical 
Association. 

Gasoline  swallowed  or  inhaled  can  cause  severe  health 
problems;  in  extreme  cases,  motor  fuel  can  cause  death, 
if  the  amount  consumed  is  sufficiently  large,  Dr.  Finkel 
said. 


anatomic  dimensions  in  the  clinical  setting.  Con- 
tractile element  velocity,  expressed  as  Vce,  is  an 
important  criterion  of  myocardial  performance 
measured  angiographically. 

Because  left  ventriculography  necessitates  di- 
rect heart  catheterization  and  the  infusion  of  hy- 
pertonic contrast  media  tend  to  depress  myocar- 
dial function,  it  may  be  unsuitable  for  serial  stud- 
ies or  in  gravely  ill  patients.  In  those  situations 
ventricular  performance  may  be  analyzed  just  as 
satisfactorily  by  radioisotope  cineangiocardiogra- 
phy.  When  the  method  is  kept  noninvasive,  the 
isotope  bolus  is  administered  through  a peripheral 
venous  route.  Alternately,  the  tracer  may  be  in- 
jected into  the  pulmonary  artery.  The  angiogram 
is  captured  with  a scintillation  camera  and  trans- 
mitted onto  a videotape  for  replay  and  computer 
analysis.  The  method  is  atraumatic  and  therefore 
freely  repeatable. 

General  Motors  Building 
767  Fifth  Avenue 
New  York,  New  York  10022 


Part  II  will  appear  in  the  May  issue  of  the  Journal. 


“Above  all,  have  an  adequate  means  of  ventilation, 
not  only  to  forestall  a possible  fire  or  explosion,  but  also 
to  prevent  asphyxiation  and/or  intoxication  by  aromatic 
hydrocarbon  components  of  gasoline,”  he  said. 

The  greatest  danger  in  swallowing  a significant 
amount  of  gasoline  is  that  the  fuel  may  reach  the  lungs, 
either  by  inhalation  or  via  the  blood  stream.  The  effect 
will  be  a form  of  pneumonia  and  possible  lung  damage. 

First  aid  is  limited  when  gasoline  is  swallowed  or  in- 
haled. Oxygen  may  help  relieve  breathing  distress. 
DO  NOT  induce  vomiting  or  drink  large  quantities  of 
water.  If  breathing  problems  develop,  it  is  important  to 
get  medical  attention  promptly. 

Inexpensive  devices  are  on  the  market — a length  of 
tubing  with  attached  squeeze  bulb — that  take  the  worry 
out  of  siphoning.  So  if  you  are  forced  to  borrow  from 
one  tank  to  supply  another,  use  one  of  these  gadgets,  not 
your  mouth! 
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State  of  the  Art 


Treating  People 
with  Peptic  Ulcers 

WILLIAM  DOCK,  M.D.,  M.A.C.P.* 

New  York  City 

Consultant,  Veterans  Administration  Hospital,  Outpatient  Clinic 


Peptic  ulcers  include  the  superficial  erosions  of 
the  lower  end  of  the  esophagus  and  the  nonpene- 
trating lesions  of  stomach  and  duodenum  which 
cause  repeated  small  hemorrhages  with  anemia  or 
rapid  blood  loss  leading  to  hematemesis  or  shock. 
None  of  these  were  fully  appreciated  before  fiber- 
optic inspection  and  biopsies  were  performed  in 
patients  with  normal  roentgen  study  findings  after 
barium  meals.1  The  group  of  patients  to  be  dis- 
cussed here  are  those  with  the  classic  syndrome  of 
chronic  or  recurrent  epigastric  discomfort  and  pos- 
itive roentgen  evidence  of  gastric  or  duodenal 
ulcer.  Those  who  have  blood  loss  with  minimal 
distress,  with  a history  of  substernal  discomfort 
associated  with  esophageal  reflux,  and  many  with 
hiatal  hernia  are  not  considered  as  having  a “pep- 
tic ulcer,”  although  esophagitis  may  be  present  in 
those  who  also  have  true  chronic  ulceration  below 
the  cardia.2 

Causes 

The  causation  of  peptic  ulcers  is  generally 
thought  to  be  related  to  excessive  production,  or 
defective  neutralization,  of  the  acid  and  proteolyt- 
ic secretion  of  the  fundic  portion  of  the  stomach. 
Fasting  hypersecretion  is  demonstrable  in  most 
cases  of  duodenal  and  pyloric  ulcer.  Patients  with 
adenoma  of  the  pancreas  or  an  upper  gastrointes- 
tinal tract  that  stimulates  hypersecretion  and  hy- 
pertrophy of  the  fundic  mucosa  often  have  severe 
and  intractable  ulceration  of  the  antral  or  duo- 
denal mucosa.  Duodenal  ulcers  are  unknown,  and 
ulcers  of  the  antrum  or  cardia  very  rare,  in  pa- 
tients with  achylia,  even  though  the  mucosa  in 
these  areas,  as  well  as  in  the  fundus,  is  often  thin 
and  atrophic.  When  acute  ulceration  does  occur 
in  achylia;  it  is  usually  associated  with  unusual  re- 
flux of  duodenal  juice  and  bile  into  the  stomach. 1 

* By  invitation 


The  medications  which  cause  gastric  erosion  and 
bleeding,  such  as  aspirin  or  corticosteroids,  rarely 
seem  to  produce  the  classic  picture  of  postprandial 
and  nocturnal  distress.  Perforation  may  occur  in 
such  cases  without  premonitory  symptoms.  Peo- 
ple with  fasting  secretion  of  free  acid,  even  with  no 
history  of  indigestion,  are  more  likely  to  develop 
brisk  bleeding  from  aspirin  and  bleeding  or  perfo- 
rating ulcers  from  corticosteroid. 

Diagnosis 

In  diagnosing  peptic  ulcer  and  before  planning 
treatment,  a thorough  history  of  the  patient,  his 
diet,  and  an  evaluation  of  his  family  and  job  prob- 
lems are  essential.  While  women  have  fewer  pep- 
tic ulcers  and  a higher  ratio  of  gastric  to  duodenal 
ulcers  than  men,  they  present  similar  etiologic,  di- 
agnostic, and  therapeutic  problems.  As  in  coro- 
nary disease,  the  variation  in  incidence  of  peptic 
ulcers  in  different  populations  is  very  great.  In 
both  disorders  rural  populations  and  those  in  un- 
derdeveloped countries  are  at  an  advantage. 
Hard-working  aggressive  urban  citizens,  and  par- 
ticularly middle-aged  men,  show  a relatively  high 
risk.  The  character  of  food  consumed  is  of  great 
importance  in  accounting  for  the  incidence  of  cor- 
onary disease  and  of  peptic  ulcer,  but  the  way  food 
is  consumed  probably  is  far  more  important  in 
those  with  ulcer.  Vegetarians  who  eat  a good  deal 
of  roughage  and  who  take  time  to  chew  their  food 
have  a low  incidence  of  many  disorders:  appendi- 
citis, colonic  diverticula,  gallstones,  and  peptic 
ulcer,  as  well  as  thromboembolic  episodes  and  vas- 
cular obstruction.  In  the  patient  with  gallstones 
and  vascular  disease,  the  food  absorbed  causes 
trouble,  but  in  peptic  ulcer  and  bowel  disease,  the 
bulk  of  unabsorbed  cellulose  and  pectin  and  the 
time  required  for  production  and  secretion  of  sali- 
va during  ingestion  probably  are  directly  related  to 
the  onset  and  relief  of  symptoms. 

Treatment 

In  treating  people  with  proved  peptic  ulcer,  sur- 
gical intervention  is  essential  when  hypersecretion 
is  present  due  to  pancreatic  or  enteric  adenomas 
which  produce  excessive  gastrin,  the  Zollinger-El- 
lison  syndrome;  when  pyloric  or  duodenal  stenosis 
develops;  or  when  patients  are  disabled  in  spite  of 
the  best  dietary  control  they  can  manage  together 
with  the  conscientious  use  of  the  drugs  usually 
used  to  decrease  or  buffer  gastric  secretion.  Sur- 
gery may  also  be  necessary  in  some  patients  for 
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uncontrolled  bleeding,  although  such  cases  have 
become  infrequent  with  improved  management 
and  the  use  of  vasopressin  (Pitressin)  infusion  into 
the  artery  supplying  the  bleeding  site.4,5  The 
quality  of  surgery  available  is  an  important  factor 
to  consider  when  deciding  whether  or  not  elective 
gastric  resection  is  to  be  done  on  a patient  with 
chronic,  intractable  symptoms  without  gastric  re- 
tention. A surgical  service  where  operative  mor- 
tality is  low,  postoperative  hospital  stay  short,  and 
dumping  syndrome  unusual,  helps  make  elective 
surgery  the  ideal  solution  for  those  with  chronic 
distress.  Patients  who  dread  operation  because  of 
its  cost  or  hazards  are  more  likely  to  follow  medi- 
cal regimens. 

It  is  essential  that  patients  be  thoroughly  stud- 
ied and  treatment  begun  early  in  the  course  of  the 
disease.  When  medical  management  is  advised,  it 
should  be  explained  to  the  patient  and  spouse  (or 
cook)  that  it  probably  will  need  to  be  followed  for 
years.  They  must  be  told  that  the  full  regimen 
must  be  resumed  at  once  if  symptoms  recur  on  re- 
verting to  the  previous  way  of  life.  Sources  of 
emotional  stress  should  be  evaluated.  They  can 
be  elicited  in  answer  to  such  simple  questions  as 
“Do  you  lie  awake  at  night?  What  do  you  think 
about  then?”  or  “Do  you  have  any  arguments  or 
annoyance  at  mealtimes?”  Whether  the  main 
frustrations  are  at  home  or  at  work,  the  ulcer  pa- 
tient must  cultivate  the  philosophy  that  what  can’t 
be  cured  should  be  cheerfully  endured — “the  sit- 
uation is  hopeless  but  not  serious.”  Constant  fret- 
ting and  anger  is  a far  more  important  factor  in 
people  with  peptic  ulcer  than  in  those  with  coro- 
nary disease,  and  its  control,  by  education  or  by 
sedation,  must  be  given  high  priority. 

Alcohol  is  a poor  sedative  for  these  patients, 
since  it  evokes  gastric  secretion  and  provides  no 
buffer.  Ulcer  patients  should  limit  alcohol  intake 
to  wine  or  beer  at  mealtimes.  They  should  elimi- 
nate coffee,  nicotine,  and  in  some  cases  orange 
juice,  chocolate,  wheat,  or  other  common  sources 
of  food  allergy.  Foods  which  produce  even  mini- 
mal allergic  response  may  evoke  histamine  and 
thus  increase  acid  secretion  when  they  are  in  con- 
tact with  the  gastric  mucosa.  Such  foods  can  be 
tested  during  remissions.  In  such  instances  cof- 
fee, including  the  decaffeinated  brands,  are  most 
likely  to  cause  distress.  Tea  seems  to  be  harmless. 
Cooked  fruit  and  vegetables,  meat,  and  fish  are  in- 
nocuous, and  the  more  the  patient  chews,  and 
hence  salivates,  the  better  these  foods  will  buffer 
the  peptic  juices.  For  this  reason  sandwiches 
made  of  toast  are  better  than  of  soft  bread.  Sal- 
ads may  be  eaten,  but  for  some  patients  lettuce, 
celery,  tomatoes,  and  so  on,  must  be  cooked  in  a 
pressure  utensil  before  use. 

One  advantage  of  the  high-residue  diet  is  that  it 
relieves  constipation  and  prevents  diverticulitis, 
often  associated  with  peptic  ulceration.  There  is 
no  particular  virtue  in  the  classic  foods,  such  as 


milk  and  cream,  which  evoke  little  salivation  and 
may  elicit  symptoms  from  lactose  intolerance  or 
food  allergy.  If  cream  is  used,  in  tea  or  on  cooked 
fruit,  it  is  best  to  use  the  richest  (“pastry,”  40  per 
cent  fat),  so  as  to  give  minimal  lactose  and  milk 
protein  per  calorie.  Eggs  should  be  well  cooked; 
chopped-up  hard-boiled  eggs  with  butter  are  most 
digestible  but  also  are  atherogenic  in  patients  with 
blood  cholesterol  over  200  mg.  per  100  ml.  Corn 
oil  may  be  used  in  place  of  butter  on  toast,  vegeta- 
bles, or  other  foods  for  those  with  high  blood  lip- 
ids. 

The  most  important  factor  in  dietary  manage- 
ment is  frequent  small  feedings,  with  sandwiches 
between  meals.  The  main  meals  should  be  con- 
sumed slowly  and  at  peace.  A snack  before  going 
to  bed  and  the  use  of  aluminum-magnesium  antac- 
ids whenever  the  patient  awakens  at  night  com- 
pletes the  program  of  controlling  acidity.  Sodium 
and  calcium-free  powders  may  also  be  taken  when 
between-meal  snacks  are  inconvenient.  Sodium 
bicarbonate  raises  arterial  pressure  in  hyperten- 
sive patients.  Calcium  carbonate  stimulates  gas- 
tric secretion,6  and  all  antacids  increase  constipa- 
tion when  patients  are  on  low-residue  diets. 

The  ideal,  ulcer-forming  diet  is  a low-residue 
diet,  with  tender  meat,  nearly  raw  eggs,  mashed 
potatoes,  and  soft  bread  wolfed  down  without 
much  salivation.  Saliva,  like  antral  and  duodenal 
juice,  provides  buffer.  While  nicotine  does  not  in- 
crease peptic  secretion,  it  does  cause  visceral  as 
well  as  dermal  ischemia,  and  decreases  secretion  of 
buffer  while  reducing  resistance  to  erosion.  The 
man  who  eats  only  low-residue  foods  and  smokes 
before,  after,  and  even  during  the  meal  is  most 
likely  to  have  intractable  ulceration  with  deeply 
scarred  lesions.  If  the  lesions  are  located  in  the 
antrum  or  near  the  cardia,  they  may  look  like  can- 
cer to  the  radiologist  and  endoscopist. 

The  role  of  the  enteric  hormones,  gastrin  and  se- 
cretin, and  the  relation  of  these  to  cholinergic 
stimulation  of  secretion  of  hydrochloric  acid  is 
being  actively  and  effectively  explored.  Secretin, 
which  is  evoked  by  antral  and  duodenal  stimula- 
tion, tends  to  suppress  antral  production  of  gastrin 
but  does  not  diminish  the  activity  of  the  adenomas 
in  the  Zollinger-Ellison  syndrome.  Meals  which 
pass  swiftly  through  the  stomach  and  duodenum 
evoke  little  and  short-lasting  secretin  production, 
whereas  meals  which  are  bulky  are  far  more  effec- 
tive. 

As  it  did  fifty  years  ago,  the  Sippy  regimen  with 
milk,  cream,  or  antacid  every  hour,  administered 
in  a hospital,  will  produce  symptomatic  relief  and 
radiologic  regression  of  most  peptic  ulcers.  Hos- 
pitalization in  1920  forced  patients  to  stop  smok- 
ing and  chewing  tobacco  and  separated  them  from 
coffee  as  well  as  the  stresses  at  home  or  on  the  job. 
However,  the  relapse  rate  after  “cure”  was  very 
high,  and  it  still  is  too  high  to  be  acceptable.  Gas- 
tric aspiration  with  an  Ewald  tube  performed  at 
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11:00  A.M.  and  11:00  P.M.  resulted  in  a “cure”  of 
pyloric  stenosis  due  to  ulcer  in  most  of  Dr.  Sippy’s 
patients.  But  his  interns  were  lonely  young  men 
who  were  constantly  with  their  patients  and  took  a 
heavy  workload,  and  no  pay,  as  part  of  their  edu- 
cational experience. 

Today  patients  in  hospitals  stroll  about,  smoke, 
and  get  coffee  at  the  snack  bar.  Continuous  aspi- 
ration with  nasogastric  suction,  alternating  with 
drip  feeding  of  alkaline  fluid  and  cream,  will  allow 
the  pylorus  to  recover  in  some  cases.  But  unless 
the  patient  and  his  family  can  accept  the  Hippo- 
cratic program  for  life,  relapse  after  hospital 
“cure”  is  still  so  high  that  surgical  intervention  is 
usually  the  best  treatment  for  pyloric  stenosis. 
For  some  patients,  a week  or  two  in  the  hospital 
may  be  the  best  way  to  get  them  started  on  a prop- 
er dietary  regimen  after  an  episode  of  mild  blood 
loss  or  uncomplicated  preprandial  and  nocturnal 
distress.  Ideally  in  these  people  the  diagnostic 
studies  should  be  completed  and  management 
started  with  minimal  or  no  hospitalization. 

Conclusion 

Success  over  the  years  depends  on  a smoothly 
working  team,  made  up  of  the  physician,  patient, 
and  spouse,  or  a substitute  for  the  latter:  a devot- 


Public  education  drive  to  halt  unnecessary 
medication  urged 

A call  for  a vast  program  to  educate  the  public  that 
they  do  not  need  a shot  or  a pill  every  time  they  see  a 
doctor  is  voiced  in  the  March  4 issue  of  the  Journal  of 
the  American  Medical  Association. 

“The  simple  truth  is  this — many  patients  seen  in  the 
office  of  the  general  practitioner  or  internist  need  little, 
sometimes  no,  medication,”  says  JAMA  Editor  Robert 
H.  Moser,  M.D. 

Overmedication  occurs  in  the  hospitals  as  well  as  in 
doctors  offices,  and  Authors  Henry  L.  Simmons,  M.D., 


ed  godmother,  for  example,  who  serves  as  cook  and 
housekeeper.  Each  member  of  the  team  must 
have  sympathy  and  respect  for  each  other.  The 
key  to  the  medical  management  of  the  patient 
with  a peptic  ulcer  is  a physician  who  inspires  and 
deserves  confidence,  as  did  Sippy,  Alvarez,  Jordan, 
and  others. 

252  Seventh  Avenue 
New  York,  New  York  10001 
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and  Paul  D.  Stolley,  M.D.,  call  for  more  stringent  review 
and  control  programs  in  hospitals  to  make  certain  that  [ 
penicillin  and  other  antibiotics  are  used  properly. 

Most  people  who  go  to  the  doctor  expect  some  medi-  .j 
cation,  Dr.  Moser  says.  They  do  not  feel  the  doctor  has  I 
completed  his  treatment  until  he  gives  them  a shot  or 
hands  them  a prescription  to  be  filled  at  the  drug  store. 
The  doctor  is  busy,  other  patients  are  waiting,  and  the 
quickest  way  for  him  to  terminate  the  visit  is  to  write  a 
prescription  and  hand  it  to  the  patient. 

This  combination  of  circumstances  has  resulted  in  the 
overuse  of  medications,  especially  penicillin  and  other 
antibiotics,  JAMA  declares. 
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QUESTION  147.  What  is  the  rhythm  on  long  lead  II?  The  patient  is  a sixty-seven-year  old  man  admitted  to  the 
hospital  with  a history  of  having  fainted  suddenly. 


QUESTION  148.  Continuous  strip  lead  II.  What  is  the  rhythm? 
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ELUCIDATION 


Question  147.  The  first  five  beats  are  sinus 
beats  with  nonspecific  S-T  depressions.  Beat  6 is 
late,  preceded  by  a P wave,  and  has  a different 
QRS  configuration.  Beats  7 and  8 are  not  preced- 
ed by  P waves,  have  a very  aberrant  QRS,  and  are 
ventricular  escape  beats.  Beats  9 and  10  repre- 
sent resumption  of  sinus  rhythm.  The  altered 
configuration  of  beat  6 and  the  fact  that  it  is  pre- 
ceded by  a P wave  suggests  that  this  is  a fusion 
beat,  fusing  the  normally  conducted  QRS  with  the 
patient’s  ventricular  escape  mechanism.  Further 
evidence  that  beat  6 is  a fusion  beat  is  the  precise 
regularity  of  the  R-R  intervals  between  beats  6,  7, 
and  8.  The  marked  slowing  of  the  sinus  rate  with 
cessation  of  atrial  activity  indicates  disease  of  the 
sinoatrial  node.  In  view  of  the  history  of  syncope, 
a permanent  pacemaker  is  indicated. 


Question  148.  The  first  beat  is  sinus  in  origin 
with  a P-R  interval  of  0.30  second.  The  second 
QRS  is  preceded  by  an  inverted  P wave.  This  is 
an  atrial  premature  beat,  also  with  P-R  prolonga- 
Training  millions  of  Americans 
to  save  heart  attack  victims  urged 

Training  of  millions  of  Americans  in  the  latest  tech- 
niques of  saving  lives  of  heart  attack  victims  is  advocat- 
ed in  a supplement  to  the  February  18  issue  of  the  Jour- 
nal of  the  American  Medical  Association. 

The  supplement  was  prepared  by  the  American  Heart 
Association  and  the  National  Academy  of  Sciences-Na- 
tional  Research  Council  as  the  outgrowth  of  a national 
conference  on  cardiopulmonary  resuscitation  (CPR) 
held  last  summer.  It  updates  an  earlier  report  pub- 
lished in  1967,  also  as  a supplement  to  JAMA. 

“Sudden  death  from  heart  attack  is  the  most  impor- 
tant medical  emergency  today,”  the  supplement  de- 
clares. 

About  one  million  persons  in  the  United  States  each 
year  have  heart  attacks.  More  than  650,000  die  annual- 
ly of  heart  disease.  About  350,000  of  these  deaths  occur 
outside  the  hospital,  usually  within  two  hours  following 
the  attack. 

Among  many  important  considerations  in  saving  lives 
of  heart  attack  victims  is  for  the  public  as  a whole  to 
know  the  symptoms — persistent  chest-shoulder-arm 
pain,  sweating,  nausea  and  vomiting,  palpitation  of  the 
heart,  and  fatigue,  the  report  says. 

If  you  recognize  the  symptoms  and  know  that  you 
probably  are  having  a heart  attack,  it  is  then  highly  im- 
portant to  know  how  to  get  into  the  emergency  medical 
system  promptly.  Each  individual  in  the  nation  is 
urged  to  have  a well-formulated  plan  for  seeking  help 
immediately.  This  plan  will  vary  with  the  available  fa- 
cilities in  his  community. 

The  report  recommends  that  Basic  Life  Support 
(BLS)  training  programs  be  extended  to  the  general 
public,  starting  with  groups  such  as  policemen,  firemen, 
lifeguards,  rescue  workers,  high-risk  industry  workers, 
and  families  of  heart  disease  patients.  Training  should 


tion.  There  are  then  three  sinus  beats  at  a rate  of 
52,  with  a prolonged  P-R  interval.  After  the  fifth 
QRS  complex  the  atrial  rate  accelerates  to  165 
beats  per  minute  with  2 to  1 atrioventricular  block. 
During  the  tachycardia  all  T waves  appear  peaked 
suggesting  that  a P wave  is  superimposed.  This 
can  be  confirmed  by  the  regular  atrial  rate  of  165 
beats  per  minute.  The  last  three  beats  in  the  sec- 
ond strip  show  sinus  bradycardia  at  a rate  of  47 
beats  per  minute  with  a prolonged  P-R  interval. 

The  fifth  QRS  in  strip  2 is  followed  by  a T wave 
resembling  the  T wave  of  beats  6,  7,  and  8.  The  P 
wave  preceding  beat  5 is  superimposed  on  the  T 
wave  of  beat  4 and  is  conducted  with  a P-R  inter- 
val of  0.46  second.  This  proves  that  during  the 
tachycardia  the  P wave  immediately  preceding  the 
QRS  is  not  the  conducted  one. 

A slow  supraventricular  rhythm  alternating  with 
a rapid  one  is  called  a bradytachyarrhythmia.  It 
is  often  associated  with  atrioventricular  conduc- 
tion disturbances,  manifested  in  this  case  by  pro- 
longation of  the  P-R  interval.  Treatment  to  speed 
the  sinus  rhythm  is  rarely  effective.  Often  a pace- 
maker is  needed  to  prevent  recurrent  tachycardia. 

If  bouts  of  rapid  rhythm  persist,  agents  such  as 
digitalis,  quinidine,  or  propranolol  may  then  be 
used  safely. 

then  be  expanded  to  include  school  children  and  other 
segments  of  the  general  public.  Training  should  be  ac- 
cording to  standards  of  the  American  Heart  Association. 

BLS  is  emergency  first  aid.  This  consists  of  knowing 
how  to  recognize  airway  obstructions,  breathing  arrest 
and  heart  arrest,  and  how  to  cope  with  these  conditions. 
Advanced  Life  Support  includes  BLS  but  also  encom- 
passes the  use  of  advanced  equipment,  drugs  and  other 
activities  that  must  be  done  by  highly  trained  units 
under  the  supervision  of  a physician. 

It  still  is  possible  to  reduce  the  risk  of  heart  attack  by 
changes  in  basic  life  style,  but  many  people  refuse  to  do 
so. 

“A  low  animal  fat  diet,  regular  exercise,  and  cessation 
of  cigarette  smoking  will  never  become  very  popular,”  j 
says  Robert  H.  Moser,  M.D.,  editor  of  JAMA,  in  an  ac- 
companying editorial. 

“In  the  meantime,  there  is  hope  in  the  fact  that  the 
American  Heart  Association  and  the  National  Academy 
of  Sciences-National  Research  Council  have  assumed  a 
realistic  posture.  They  have  not  given  up  on  the  public — | 
they  continue  to  propagandize  about  the  advantages  of  a 
return  to  a more  spartan  way  of  life,  but  they  have  di-  ' 
rected  their  major  energies  in  a direction  more  likely  to 
get  pragamatic  results. 

“They  are  out  to  train  a vast  cadre  of  physicians,  phy-  1 
sician’s  assistants,  and  the  public  at  large,  in  the  tech- 
niques of  rapidly  instituted,  intelligently  delivered  car 
diopulmonary  resuscitation.” 

Many  physicians  are  untrained  or  poorly  trained  in 
CPR  and  increased  efforts  are  called  for  in  the  area  of 
physician  education,  says  Stephen  Carveth,  M.D.,  of  the 
AHA  Committee,  in  another  editorial.  The  Council  on 
Scientific  Assembly  of  the  AMA  has  planned  a formal 
educational  program,  offering  to  physicians  courses  in 
both  Basic  and  Advanced  Life  Support  at  the  AMA  an- 
nual convention  next  June  in  Chicago. 


ii 
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rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
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The  following  is  a case  report  of  a patient  with 
documented  gastric  reticulum-cell  sarcoma,  who 
was  alive,  well,  and  apparently  free  of  tumor  five 
years  after  diagnosis.  No  specific  therapy  was 
given  for  this  malignant  neoplasm. 

Case  report 

A sixty-year-old  Puerto  Rican  female  came  to 
the  clinic  with  a one-month  history  of  epigastric 
pain,  a 20-pound  weight  loss,  and  nausea.  Ab- 
dominal examination  revealed  a fixed,  slightly  ten- 
der, 5-cm.  round  mass  in  the  right  upper  quadrant. 
Laboratory  data  revealed  a hematocrit  of  35  per 
cent,  normal  liver-function  tests,  and  normal  rou- 
tine blood  chemistry.  Cine  upper  gastrointestinal 
examination  revealed  a large,  irregular,  lobulated 
mass  in  the  antrum  with  ulceration  on  the  greater 
curvature,  radiologically  interpreted  as  gastric  car- 
cinoma (Fig.  1). 

At  laparotomy  on  July  14,  1965,  there  was  a 
large,  firm  tumor  in  the  antrum  which  extended 
distally  into  the  duodenum  6 cm.  distal  to  the  py- 
lorus and  extended  into  the  transverse  mesocolon. 
The  tumor  was  considered  unresectable.  A biopsy 
of  the  tumor  was  taken  where  it  extended  into  the 
mesocolon,  and  the  frozen-section  diagnosis  was 
undifferentiated  carcinoma.  A gastroenterostomy 
was  constructed.  The  permanent  slides  were  also 
interpreted  as  showing  undifferentiated  carcino- 
ma, probably  of  gastric  origin.  The  patient  made 

This  study  was  supported  in  part  by  Grant  375-3070-3116  of 
the  Mary  Evelyn  Townsend  Fund. 
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FIGURE  1.  Upper  gastrointestinal  series  in  1965  showing 
large  irregular  filling  defect  in  the  antrum. 


an  uneventful  recovery  and  was  discharged.  It 
was  planned  to  employ  radiotherapy  and/or  che- 
motherapy as  indicated  by  the  patient’s  clinical 
course. 

In  1968,  the  patient  was  well,  had  no  weight  loss, ; 
and  was  asymptomatic.  Because  of  her  unusual 
course,  the  pathologic  slides  were  reviewed  by  the 
senior  members  of  the  department  of  surgical  pa- 
thology. The  biopsy  specimen  was  noted  to  be  in- 
filtrated with  cords  and  strands  of  neoplastic  cells 
with  enlarged,  hyperchromatic  nuclei,  and  with  a 
coarse  chromatin  network.  The  mitotic  rate  was 
brisk  (Fig.  2).  There  were  no  signet  ring  cells  oi 
gland  formation,  and  stains  for  mucin  gave  nega- 
tive results.  An  epithelial  type  of  reticulum  net- 
work was  revealed  on  Laidlaw  silver  stain.  The 
diagnosis  at  the  time  was  changed  to  reticulum- 
cell sarcoma,  gastric  origin. 

Because  of  her  benign  clinical  course  for  twc 
years,  no  therapy  was  given.  X-ray  film  examina- 
tion of  the  stomach  in  1968  revealed  some  stiffness 
in  the  distal  antrum,  but  no  mass  defect  (Fig.  3). 
Repeat  x-ray  films  in  1970  and  1971  showed  essen-l 
tially  normal  findings,  with  most  of  the  contrast 
material  emptying  by  way  of  the  duodenum  (Fig. 
4).  In  March,  1971,  the  patient  remained  asymp-.l 
tomatic.  Physical  examination,  hemoglobin,  liver- 
function  tests,  skeletal  survey,  barium  enema,  in-  I 


FIGURE  2.  (A  and  B)  Photomicrographs  of  biopsy  specimen  from  transverse  mesocolon.  Specimen  is  infiltrated  with 
cords  and  strands  of  neoplastic  cells  with  enlarged  nuclei  and  with  brisk  mitotic  rate.  (B  X 425) 


travenous  pyelography,  and  gastroscopy,  revealed 
normal  findings. 

Comment 

Malignant  lymphomatous  disease  of  the  stom- 
ach is  generally  classified  as  a group  and  includes 
lymphoma,  lymphosarcoma,  reticulum-cell  sarco- 
ma, and  Hodgkin’s  disease.  It  represents  about  2 
per  cent  of  all  gastric  neoplasms,1  and  generally  in- 
volves more  males  than  females.1-3  The  age  of 
onset  varies  more  widely  than  in  carcinoma.1 

The  presenting  symptoms  are  usually  pain  and 
weight  loss.1,4  One  third  of  the  patients  have  a 
palpable  mass  and  one  third  are  anemic.  Patients 
may  give  a history  of  previous  peptic  disease.1 

A diagnosis  of  carcinoma  is  usually  made  by 
conventional  x-ray  film  examination.1’5  Although 
not  diagnostic,  typically  these  tumors  appear  on 
x-ray  films  as  gastric  masses,  frequently  ulcerated. 
The  stomach  may  be  noted  to  have  thickened 
walls,  enlarged  rugae,  and  loss  of  pliability.5 

On  gross  pathologic  examination,  these  tumors 
are  frequently  large,  over  10  cm.  in  50  per  cent  of 
patients,5  and  occupy  the  distal  one  half  of  the 
stomach.  The  peripheral  edge  of  the  tumor  is 
sharply  defined.  Fibrosis  tends  to  be  minimal. 
Quite  often,  the  tumors  are  noted  to  grow  in  a 
sleevelike  pattern  into  the  duodenum.4-5 


Microscopically,  three  or  four  types  are  known, 
and  the  histopathology  varies  from  predominantly 
mature  lymphocytes  to  predominantly  large,  bias- 
tic  lymphocytes,  to  a mixture  of  mature  and  bias- 
tic  forms,  and  to  undifferentiated  reticulum 
cells.1,3  Some  centers  identify  Hodgkin’s  disease 
as  another  type.1  Lymphoblastic  and  reticulum- 
cell types  are  the  most  frequently  seen  types  in 
gastric  lesions. 

Jacobs,  in  19636  defined  an  entity  referred  to  as 
pseudolymphoma  of  the  stomach,  which  repre- 
sents lymphoid  hyperplasia  in  response  to  a be- 
nign, inflammatory  process.  He  argued  that  many 
patients  with  this  entity  are  erroneously  diagnosed 
as  having  malignant  lymphoma.  Patients  with 
pseudolymphoma  do  not  have  extragastric  spread 
and  have  a benign  course  following  conservation 
therapy  or  gastric  resection.  Histologically,  these 
patients  can  be  distinguished  from  those  with  neo- 
plasm by  the  presence  of  inflammatory  cells,  neo- 
vascularization, fibrosis,  and  absent  extragastric 
spread  in  the  pseudolymphoma  group. 

Survival  rates  following  therapy  in  most  series 
average  about  50  per  cent.1-4,7  The  prognosis  is 
related  to  the  size  of  the  gastric  lesion,  the  extent 
of  spread,  and  less  strongly  to  the  histologic  type.8 
When  the  lesion  is  small  and  localized  to  the  stom- 
ach and  when  curative  resection  can  be  performed, 
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FIGURE  3.  Conventional  upper  gastrointestinal  series  in 
1968  showing  stiffness  in  the  distal  antrum  but  no  mass 
defect.  Functioning  gastroenterostomy  is  seen. 


a five-year  survival  rate  of  70  per  cent  is  obtained 
which  parallels  the  survival  curve  of  the  normal 
population. 

The  current  therapy  is  surgical  resection  of  as 
much  disease  as  feasible,  followed  by  radiotherapy 
of  3,000  to  4,000  r to  the  remaining  disease.  It  has 
not  been  established  that  routine  radiotherapy, 
following  apparent  total  resection,  is  of  value. 

In  recent  years,  experimental  data  have  suggest- 
ed the  role  of  viral  agents  as  etiologic  factors  in 
malignant  lymphomatous  disease.  Spiers  and 
Baikie9  noted  identical  chromosomal  changes  in 
cells  in  a patient  with  reticulum-cell  sarcoma  to 
viral  transformed  human  cells.  Fieldsteel  and 
Kurahara,  in  196910  were  able  to  induce  reticulum- 
cell  sarcoma  in  animals  with  Freund’s  virus.  This 
virus  became  recoverable  from  culture  when  a 
helper  virus  was  added. 

Spontaneous  regression  of  cancer  is  a well- 
known  entity.11  14  Everson  and  Cole,15’16  re- 
viewed 1,000  case  reports  since  1900  and  have 
found  137  cases  with  good  documentation,  most 
frequently  neuroblastoma,  hypernephroma,  cho- 
riocarcinoma, and  melanoma.  A few  sarcomas, 
breast,  bladder,  colon,  stomach,  and  ovarian  tu- 
mors are  listed.  They  note  several  possible  mech- 
anisms including  unusual  tumor  sensitivity  to  in- 


FIGURE 4.  Conventional  upper  gastrointestinal  series  in 
1971  showing  normal  stomach  and  duodenum,  with  most 
of  contrast  material  emptying  by  way  of  duodenum. 


adequate  therapy,  immune  response,  and  interfer- 
ence with  the  hormonal  or  nutritional  environ- 
ment to  cancer.  Immune  response  is  thought  to 
play  a predominant  role  in  regression  of  neuro- 
blastoma,17 since  those  tumors  which  regress  are 
often  infiltrated  with  lymphocytes.  Polyoma 
virus  can  induce  fibrous  tumors  in  animals  which, 
after  six  to  twelve  weeks,  will  regress  in  size  and 
characteristically  show  marked  lymphocytic  infil-  U 
tration.18 

It  is  our  feeling  that  the  patient  now  presented 
represents  a true  and  documented  case  of  sponta- 
neous regression  of  a malignant  neoplasm.  To  our 
knowledge,  this  is  the  first  report  of  spontaneous 
regression  of  a malignant  lymphomatous  tumor  of 
the  stomach. 

Summary 

A case  is  reported  of  a sixty-year-old  female  who  I 
was  alive,  well,  and  apparently  free  of  tumor,  five 
years  after  the  diagnosis  of  reticulum-cell  sarcoma 
of  gastric  origin  was  made.  She  received  no  thera- 
py other  than  gastroenterostomy.  We  believe  this 
is  the  first  report  of  spontaneous  regression  of  a 
malignant  lymphomatous  tumor  of  the  stomach. 

A review  of  some  pertinent  literature  is  presented. 
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Acute  phenothiazine  toxicity  is  frequently  ob- 
served in  children  following  the  ingestion  of  such 
drugs  prescribed  for  nausea  and  vomiting  as  an  an- 
tiemetic. Extrapyramidal  symptoms  are  the  most 
marked.  Prochlorperazine  (Compazine)  and 
chlorpromazine  (Thorazine)  are  the  usual  offend- 
ers. These  reactions  may  be  due  to  overdosage 
and  also  to  idiosyncrasy.1  These  symptoms  are 
completely  and  rapidly  reversible  when  diphenhy- 
dramine hydrochloride  (Benadryl)  therapy  is  ini- 
tiated. In  contrast,  the  neonate  receiving  these 
toxic  drugs  by  placental  transfer  from  the  mother 
has  a more  prolonged  episode  of  symptoms.  In 
some  instances  the  mothers  are  also  symptomatic. 

We  recently  had  the  opportunity  of  following  an 
infant  with  extrapyramidal  symptoms  induced  by 
maternal  ingestion  of  chlorpromazine. 

Case  report 

On  September  15,  1970,  a male  infant  was  deliv- 
ered by  cesarean  section  to  a primigravida  after  a 
forty-week  gestation.  The  infant  weighed  3,150 
Gm.  The  indication  for  the  cesarean  section  was 
prolonged  labor  with  fetal  distress.  The  Apgar 
score  was  6 after  one  minute,  and  respiratory  dis- 
tress, poor  muscle  tone,  and  depressed  reflexes 
were  noted.  Oxygen  by  mask  and  positive  pres- 
sure resuscitation  were  initiated  with  improve- 
ment resulting  in  an  Apgar  score  after  five  min- 
utes, of  9.  Receiving  thirty  per  cent  oxygen  and 
high  humidity  in  the  isolette,  the  ala  nasi  were 
flaring,  and  sternal  retraction  with  cyanosis  were 
noted.  In  addition  opisthotonus,  torticollis  on  the 
right  side,  and  edema  with  asymmetry  of  the  right 
facial  region  were  observed.  The  respiratory  and 
heart  rates  were  68  and  130  per  minute  respective- 
ly. Twenty  minutes  after  birth  the  extremities 
were  in  flexion  position.  No  focal  neurologic  signs 
could  be  elicited.  The  Moro  reflex  was  associated 
with  increased  tremors  of  the  upper  extremities. 
The  grasp  and  rooting  reflexes  were  normal.  No 
other  abnormal  findings  were  detected. 

The  mother  received  400  to  600  mg.  of  chlorpro- 
mazine daily  during  her  pregnancy  as  therapy  for 


psychosis.  Her  condition  during  pregnancy  was 
otherwise  unremarkable. 

Penicillin  100,000  units  and  kanamycin  sulphate 
(Kantrex)  25  mg.  were  both  given  twice  daily  by 
intramuscular  injection  for  five  days.  X-ray  film 
examination  of  the  lungs  revealed  no  disease. 

After  twenty-four  hours  tremors  of  all  extremi- 
ties, increased  muscle  tone  with  spasticity,  and  hy- 
peractive deep-tendon  reflexes  were  observed.  1 
The  respiratory  distress  had  disappeared.  Slight 
icterus  was  noted  at  forty-eight  hours  of  age. 

Because  of  the  tremor,  hyperreflexia,  and  mus- 
cle rigidity  (parkinsonian-like  syndrome)  di- 
phenhydramine hydrochloride  5 mg.  per  kilogram 
per  twenty-four  hours  was  administered  orally.  1 
After  seventy-two  hours  the  extrapyramidal  signs 
were  still  observed,  but  the  edema  of  the  face  had 
almost  completely  disappeared.  The  tremors 
were  fine  and  generally  rhythmic,  persistent  at  ; 
rest,  and  exaggerated  by  stimulation.  Cogwheel 
rigidity  was  seen  in  the  limbs.  These  extrapyram- 
idal symptoms  were  less  marked  after  ninety-six 
hours,  but  persisted  for  six  months  during  which 
time  the  infant  received  diphenhydramine  hydro- 
chloride therapy,  one  teaspoon  three  times  a day. 
The  infant  was  discharged  from  the  nursery  ser- 
vice after  nine  days.  The  child  was  developing 
normally,  mentally,  and  physically,  after  six 
months  of  age.  Complete  blood  count,  urinalysis,  i : 
blood  electrolytes,  and  carbon  dioxide  were  all 
within  normal  limits. 

Comment 

Moya  and  Thorndike1  have  recorded  that  phe- 
nothiazine drugs  pass  across  the  placenta  and  may  ' 
be  found  in  the  tissues  and  urine  for  several 
months  in  infants  whose  mothers  have  been  in- 
gesting these  products.  Hill,  Desmond,  and  Kay2  ; 
reported  2 infants  born  to  a schizophrenic  mother 
receiving  phenothiazine,  both  of  whom  had  extra- ; | 
pyramidal  dysfunction  lasting  for  ten  months  and 
six  months.  Tamer,  et  al.3  reported  an  additional 
2 cases.  The  mother  of  Hill,  Desmond,  and  Kay’s 
infants  demonstrated  extrapyramidal  symptoms 
before  delivery,  whereas  the  mothers  of  Tamer  et 
al.’s  2 infants  did  not  reveal  any  abnormal  neuro- 
logic findings.  Hill,  Desmond,  and  Kay’s  report 
suggested  that  there  might  be  a possible  familial 
predisposition  to  drug-induced  Parkinsonism. 
Hammond  and  Toseland’s4  case  followed  chlor-n 
promazine  toxicity. 

Phenothiazine-induced  extrapyramidal  dys- 
function is  frequently  associated  with  parkin- 
sonian-type symptoms  in  the  neonate.  The  mam 
symptoms  are  tremor,  facial  grimacing,  increased 
muscle  tone,  cogwheel  rigidity,  increased  reflexes,) 
and  torticollis.2 

The  influence  of  chlorpromazine  on  cerebral 
turnover  of  catecholamine  in  the  basal  ganglia  has 
been  well  established.  Chlorpromazine  increased 
the  level  of  endogenous  methylated  catecholamine 


684  New  York  State  Journal  of  Medicine  / April  1974 


as  well  as  homovanillic  acid  in  the  brain.  Good 
evidence  exists  that  chlorpromazine  enhances  the 
turnover  of  striatal  dopamine  and  accelerates  the 
alfa  methyl  p-tyrosine  and  induces  a decrease  of 
endogenous  dopamine.  Inhibition  of  uptake  of 
biogenic  amines  are  at  the  level  of  cytoplasmic 
membranes.  Blockade  of  dopamine  receptors  in 
the  striato-nigral  system  accounts  for  the  extrapv- 
ramidal  side-effects,  since  the  symptoms  of  idio- 
pathic Parkinson’s  disease  are  attributable  to  dop- 
amine deficiency  in  these  regions.5'10 

Ayd11  in  an  extensive  review  in  1961,  reported 
that  chlorpromazine  produced  parkinsonian  symp- 
toms in  30  to  40  per  cent  of  cases  when  it  was  used 
in  full  doses  for  psychiatric  treatment. 

Loizou12  suggested  that  the  catecholamine-con- 
taining neurones  of  the  newborn  are  biochemically 
as  well  as  functionally  differentiated  before  com- 
pletion of  morphologic  differentiation.  With  the 
maturation  of  the  central  nervous  system,  the  cat- 
echolamine turnover  and  the  levels  are  increased. 

Golden13  showed  development  of  catecholamine 
\ and  serotonin  in  mice  on  the  thirteenth  day  of  ges- 
tation; Lamprecht  and  Coyle14  demonstrated  the 
same  findings  in  the  brain  of  the  rat  fetus  on  the 
fifteenth  day  of  gestation.  The  largest  increase  in 
. specific  activity  occurred  early  in  the  development 
j with  a 3.5-fold  increase  between  fifteen  to  twenty 
• days  of  gestation;  during  the  remainder  of  matura- 
tion the  specific  activity  increased  almost  2.5-fold. 

Dopamine-containing  neurones  are  depleted 
faster  and  more  completely  than  the  neuroadrena- 
line-containing neurones  in  developing  rats.14  It 
is  interesting  that  the  extrapyramidal  symptoms 
;v  in  newborn  infants  of  a mother  taking  chlorproma- 
zine during  pregnancy  persists  anywhere  from  a 
few  weeks  to  a few  months  after  delivery.  This  is 
most  likely  secondary  to  pathologic  changes  which 
occur  in  the  early  stages  of  development  of  cate- 
cholamine pathways  and  the  presumable  tissue 
storage  of  chlorpromazine  are  released  slowly. 

Prenatal  administration  of  chlorpromazine  also 
. affects  other  important  functions  such  as  the  butyl 
. cholinesterase  activity15;  inhibition  of  brain  ribo- 
somal  ribonucleic  acid  synthesis16;  alteration  of 
the  5-hydroxyindole,  5-hydroxytryptamine  con- 
.•  centration1 ';  and  modification  of  a large  number 
of  metabolic  processes.18 

Diphenhydramine  hydrochloride  used  in  our 
case  as  well  as  by  Gupta  and  Lovejoy19  has  a bene- 
ficial effect  most  likely  because  of  some  anticholin- 
. ergic  activity.  It  is  well  known  that  there  are  two 
cholinergic  systems  which  seem  to  be  involved  in 
the  regulation  of  dopamine  turnover  in  the  nigro- 
^ striatal  neurones.  The  inhibitory  cholinergic 
. input,  on  the  other  hand,  might  act  at  the  level  of 
the  dopaminergic  cell  bodies  in  the  substantia 
nigra.  The  excitatory  cholinergic  system  which  is 
. inhibited  by  systemic  administration  of  anticho- 
linergic drugs  might  be  connected  with  other  brain 
. regions.7 


Summary 

A neonate  with  Parkinsonism  following  mater- 
nal ingestion  of  chlorpromazine  is  presented.  The 
extrapyramidal  symptoms  persisted  for  six 
months.  Diphenhydramine  hydrochloride  was  ad- 
ministered for  six  months  before  the  symptoms 
subsided.  The  pharmacologic  action  of  thorazine 
and  benadryl  on  the  central  nervous  system  is  re- 
viewed. Caution  should  be  exerted  in  dispensing 
the  phenothiazine  drugs  to  pregnant  women  since 
toxicity  in  the  infant  with  persistent  extrapyram- 
idal symptoms  may  ensue. 

12  East  88th  Street 
New  York,  New  York  10028 
(DR.  LEVY) 
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Erythrocytes  may  undergo  fragmentation  if 

they  are  subjected  to  excessive  trauma  within  the 
circulation,  and  many  examples  of  intravascular 
hemolysis  have  been  reported  in  patients  with  in- 
tracardiac prosthesis  or  valvular  heart  disease.18 
This  hemolytic  state  has  been  characterized  by  the 
presence  of  bizarre  fragmented  red  blood  cells  sim- 
ilar to  those  described  by  Brain,  Dacie,  and  Houri- 
hane9  as  a microangiopathic  hemolytic  anemia. 
Mechanical  damage  to  the  erythrocyte  by  turbu- 
lent blood  flow,  crushing  collision,  and  shearing 
stress  has  been  suggested  as  the  pathogenic  mech- 
anism.9-12 

In  the  case  to  be  reported,  intravascular  red 
blood  cell  fragmentation  occurred  in  association 
with  a traumatic  arteriovenous  fistula.  Following 
surgical  repair,  anemia,  poikilocytosis,  and  evi- 
dence of  intravascular  hemolysis  rapidly  disap- 
peared. 

Supported  in  part  by  training  grant  AM-05113  and  grant 
HE-04 167- 1 1 from  the  National  Institutes  of  Health  and  an  op- 
erational grant  of  the  Rochester  Regional  Medical  Program 
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FIGURE  1.  Peripheral  blood  smears.  (A)  During  pres- 
ence of  arteriovenous  fistula.  (B)  After  its  surgical  correc- 
tion. 
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FIGURE  2.  Angiogram  one  second  after  complete  filling 
of  right  femoral  artery.  Femoral  vein  on  right  can  be 
seen,  but  only  femoral  artery  on  left  is  visualized.  Arrow 
designates  fistula. 


Case  Report 

An  eighty-two-year-old  male  was  admitted  on 
November  11,  1970,  w'ith  a six-hour  history  of  he- 
maturia. 

He  had  been  previously  admitted  on  November 
I 2,  1970,  with  signs  and  symptoms  of  left  middle  ce- 
rebral-artery thrombosis.  He  improved  rapidly 
and  was  discharged  on  November  4,  1970,  with 
mild  residual  weakness  of  the  right  leg,  only  to  be 
admitted  two  days  later  with  increasing  right- 
) sided  weakness  and  confusion.  At  this  time  a left 
» carotid  bruit  was  heard,  and  therefore,  an  aortic 
I arch  study  was  done  utilizing  right  femoral  artery 
approach.  This  study  demonstrated  normal  ca- 
rotid bifurcations.  During  the  procedure  the  pa- 
tient developed  transient  bradycardia  and  hypo- 
tension w'hich  responded  to  atropine  after  removal 
of  the  catheter;  no  bleeding  was  noted  at  the  site  of 
the  arterial  puncture,  and  distal  pulses  were  nor- 
mal. He  was  subsequently  anticoagulated  with 
sodium  warfarin  (Coumadin)  and  was  discharged 
on  November  10,  1970.  Asymptomatic  pigmentu- 
1 ria  began  on  the  morning  of  November  11,  1970, 

I and  he  was  therefore  readmitted  for  investigation. 

Physical  examination  revealed  a confused  and 
mildly  icteric  elderly  man  with  a right  hemiparesis 
and  a right  Babinski  sign.  Examination  of  the  ex- 
tremities revealed  an  inguinal  mass  at  the  site  of 
the  previous  angiogram.  A continuous  murmur 
with  systolic  accentuation  was  heard  in  the  .same 
area. 

Laboratory  findings.  The  urine  was  dark  red 
with  4 plus  benzidine  test  result  and  negative  mi- 
croscopic examination.  A simultaneous  plasma 
sample  was  also  red.  The  plasma  hemoglobin  was 


42  mg.  per  100  ml.,  and  the  haptoglobin  was  less 
than  1 mg.  per  100  ml. 

The  hematocrit  was  28,  the  white  cell  count  was 
11,500  per  cubic  millimeter,  the  platelets  were 
225,000  per  cubic  millimeter,  and  the  reticulocyte 
count  was  3 per  cent.  A blood  smear  showed  a 
moderate  number  of  fragmented  and  distorted 
erythrocytes  (Fig.  1A).  Serum  lactic  dehydroge- 
nase was  1,225  units,  and  blood  urea  nitrogen  was 
50  mg.  per  100  ml.  Subsequent  studies  such  as 
hemoglobin  electrophoresis,  tests  for  acid  and  cold 
hemolysis,  Coombs’  test,  and  glucose-6-phosphate 
dehydrogenase  assays  all  gave  normal  results. 

Clinical  course.  Because  of  the  clinical  im- 
pression of  intravascular  hemolysis  on  the  basis  of 
a traumatic  arteriovenous  fistula,  a left  retrofemo- 
ral  aortoiliac  angiogram  was  performed  and  con- 
firmed the  presence  of  the  arteriovenous  commu- 
nication (Fig.  2). 

This  fistula  was  surgically  repaired  on  Novem- 
ber 23,  1970.  Hemoglohinemia  and  hemoglobinu- 
ria cleared  within  forty-eight  hours,  as  did  the  ab- 
normalities of  the  peripheral  blood  smear  (Fig. 
IB). 

His  subsequent  hospital  course  was  one  of  con- 
tinuing improvement,  and  the  patient  was  dis- 
charged on  December  5,  1970.  By  March  19,  1971, 
the  hematocrit  was  40,  the  reticulocyte  count  0.6 
per  cent,  and  the  urinalysis  findings  within  normal 
limits. 

Comment 

The  patient  described  here  developed  intravas- 
cular hemolysis  with  a microangiopathic  peripher- 
al blood  smear  as  a complication  of  an  iatrogenic 
arteriovenous  fistula.  This  syndrome  was  entirely 
corrected  following  reconstruction  of  the  normal 
anatomy  of  the  arterial  and  venous  system. 

Bull  et  a/.10  called  attention  to  the  multiple 
etiologies  of  this  type  of  hemolysis  and  suggested 
that  the  erythrocytes  may  be  fragmented  by  a va- 
riety of  stresses,  resulting  in  cells  with  a shortened 
life  span.  The  mechanism  of  fragmentation  and 
subsequent  hemolysis  in  our  patient  would  appear 
to  be  the  stretching  and  subsequent  alterations  of 
the  red  cell  membrane  by  the  shearing  forces  in- 
duced by  turbulent  flow  through  the  shunt  since 
Rand  and  Burton13,14  have  shown  that  the  red-cell 
membrane  is  intolerant  of  stretch  greater  than  110 
per  cent  of  its  area.  It  is  of  interest  that  Nevaril 
et  a/.15  have  shown  that  shearing  stresses  resulting 
from  a pressure  gradient  of  50  mg.  Hg  cause  he- 
molysis of  red  cells,  and  such  a gradient  undoubt- 
edly was  present  in  our  case. 

The  presence  of  intravascular  hemolysis  in  a 
previously  normal  individual  limits  the  diagnostic 
possibilities.  Once  transfusion  reactions,  drug 
reactions,  valvular  abnormalities,  red-cell  enzyme 
deficiencies,  and  paroxysmal  cold  or  nocturnal  he- 
moglobinuria are  excluded,  one  must  consider  an 
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arteriovenous  fistula  since  this  condition  is  revers- 
ible. 
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Hepatitis caused  by  nonsterile 
ear  piercing  instruments 

Use  of  improperly  sterilized  instruments  in  piercing 
ear  lobes  for  earrings  sometimes  transmits  hepatitis,  a 
serious  illness  that  affects  the  liver,  says  a report  in  the 
March  11  issue  of  the  Journal  of  the  American  Medical 
Association. 

JAMA  reports  on  an  investigation  in  the  Seattle, 
Washington,  area  that  uncovered  seven  young  women 
with  viral  hepatitis  who  acquired  the  disease  following 
earlobe  piercing. 

The  investigation  was  launched  after  the  mother  of  a 
girl  who  had  her  ear  lobes  pierced  in  a jewelry  store 
complained  that  the  jeweler  had  used  soiled  instru- 
ments. The  jeweler  was  found,  on  investigation,  to  he 
using  blood-stained  instruments.  He  said  that  he 
soaked  the  instruments  in  a strong  alcohol  solution  be- 
tween procedures  and  had  done  many  hundreds  without 
incident.  The  alcohol  solution  does  not  destroy  the 
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hepatitis  virus. 

Further  investigation  into  the  relationship  of  hepati 
tis  to  earlobe  piercing  also  revealed  that  some  physician 
doing  the  procedure  were  still  using  “cold  sterilization 
with  a solution  for  instruments  used  in  minor  surger} 
such  as  piercing  ear  lobes.  The  solution  does  not  ki 
the  hepatitis  virus. 

The  authors  advise  sterilizing  of  earlobe  piercing  ir 
struments  in  an  autoclave,  or  by  boiling  for  twenty  mir  ( 
utes  to  destroy  the  dangerous  virus.  Or  disposable  ir  j 
struments  could  be  used. 

“It  seems  likely  that  this  procedure  (lobe  piercing 
may  be  an  important  means  of  transmission  of  serur  '■ 
and  infectious  hepatitis  both  in  the  United  States  an 
elsewhere,”  they  conclude. 

The  report  is  by  Carl  J.  Johnson,  M.D.,  Herb  Andei 
son,  Jean  Spearman,  R.N.,  and  Julia  Madson,  R.N.  D 
Johnson  is  from  the  Jefferson  County  Health  Depari  i 
ment,  Lakewood,  Colorado,  and  the  others  are  from  th 
Seattle-King  County  Health  Department. 
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A lot  of  people  don’t 
buy  U.S.  Savings  Bonds 
because  they  think  it 
takes  them  10  years 
to  mature.  Take  another 
look.  The  old  green  Bond 
ain’t  what  it  used  to  be. 
Now  Bonds  mature  in 
less  than  6 years. 

That’s  one  reason 
Bonds  are  so  popular 
nowadays.  They’re 
simple  to  buy,  and  one 
of  the  surest  ways  to 
build  a nest  egg  for 
something  (or  someone) 
special. 

U.S.  Savings  Bonds. 
Maturity  at  5 years, 

10  months.  If  you  don’t 


want  to  use  that  money 
right  away,  there’s 
a 10-year  extension 
privilege.  Either  way, 
you’ll  find  that  Bonds 
mature  at  just  the  right 
age  for  you. 


in^nerica. 


Bonds  mature  in  less  than  six  years. 

Now  E Bonds  pay  5H%  interest  when  held  to  maturity 
of  5 years.  10  months  (4%  the  first  year).  Bonds  are 
replaced  if  lost,  stolen,  or  destroyed.  When  needed  they 
can  be  cashed  at  your  bank.  Interest  is  not  subject  to 
state  or  local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption. 


The  U S.  Government  does  not  pay  for  this  advertisement, 
frj*  M is  presented  as  a public  service  in  cooperation  with  The 
Department  ot  the  Treasury  and  The  Advertising  Council. 
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Comprehensive  Alcoholism 
Program  in 
New  York  City 

A year’s  experience 


ARCANGELO  CALOBRISI,  M.D. 

New  York  City 

Director  of  Psychiatry,  Columbus  Hospital 


Treatment  of  alcoholic  persons  over  the 
years,  because  of  complex  resistances  and  frag- 
mentation of  effort,  yielded  limited  results. 
Agreeing  that  alcoholism  is  a disease  of  multiple 


etiologies,  some  known,  some  unknown,  best  man- 
aged in  a comprehensive  manner  by  the  utilization 
of  different  human  systems,  in  1971  the  depart- 
ment of  psychiatry  at  Columbus  Hospital  merged 
with  the  clinic  of  the  New  York  Council  on  Alco- 
holism, a group  of  concerned  private  citizens,  and 
formed  the  ACCEPT  (Alcoholism  Center  Coordi- 
nating Education,  Prevention  and  Treatment) 
program. 

Method 

The  fusion  of  these  two  agencies  was  strength- 
ened by  a close  relationship  with  the  New  York  in-  [ 
tergroup  office  of  Alcoholics  Anonymous  and  an 
affiliation  with  the  New  York  City  Police  Depart-! 
ment  alcoholism  program.  A 20-bed  detoxifica- 
tion unit  was  organized  under  the  department  of 
medicine  at  Columbus  Hospital.  The  outpatient 
services  were  supported  by  New  York  City  and 
New  York  State  funds. 

Since  previous  projects  had  been  aimed  at  the 


FIGURE  1.  ACCEPT  program  of  Columbus  Hospital,  patient  flow  chart. 
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TABLE  I.  1972  ACCEPT  outpatient  census 


TABLE  II.  1972  ACCEPT  inpatient  census 


Consideration 

Number  of 
Patients 

Per  Cent 

Clinic  population 

Y early 

1,580 

100 . 0 

Males 

1,155 

73.1 

Females 

425 

26  9 

Age  breakdown  (years) 

Under  20 

5 

0.3 

21  to  25 

38 

2.4 

26  to  30 

130 

8.2 

31  to  35 

215 

13.6 

36  to  40 

224 

14.2 

41  to  45 

346 

21  9 

46  to  50 

251 

15.9 

51  to  60 

268 

17.0 

61  and  over 

103 

6.5 

Ethnic  composition 

White 

1,037 

65  6 

Black 

461 

29.2 

Puerto  Rican 

76 

4.8 

Other 

6 

0.4 

Religion 

Catholic 

720 

45  6 

Protestant 

493 

31.2 

Jewish 

76 

4.8 

Other 

98 

6.2 

None 

193 

12.2 

Job  status 

Employed 

780 

49.4 

Housewives 

70 

4.4 

Part-time  workers 

14 

0.9 

Students 

5 

0.3 

Unemployed 

711 

45.0 

Residence 

Manhattan 

950 

60.1 

The  Bronx 

213 

13.5 

Brooklyn 

179 

11.3 

Queens 

156 

9.9 

Staten  Island 

28 

1.8 

No  permanent  address 

54 

3.4 

Marital  status 

Married 

563 

35.6 

Single 

433 

27.4 

Separated  or  divorced 

414 

26.2 

Widowed 

88 

5.6 

Unknown 

82 

5.2 

treatment  and  rehabilitation  of  the  skid-row  pa- 
tient, who  constitutes  only  3 to  5 per  cent  of  alco- 
holic patients,  attention  was  now  focused  on  the 
treatment  of  the  socially-intact  alcoholic,  who  con- 
stitutes two  thirds  of  an  estimated  300,000  alco- 
holics in  New  York  City.* 

Patients  requiring  care  are  screened  at  the  AC- 
CEPT clinic  and,  if  in  need  of  hospitalization,  re- 
ferred to  the  detoxification  unit  at  Columbus  Hos- 
pital. The  patient  is  treated  symptomatically, 
and  the  withdrawal  procedure  usually  takes  from 
five  to  seven  days.  It  is  of  medical  interest  that 
the  results  achieved  by  the  aid  of  a wide  variety  of 
psychotropic  drugs  are  uniformly  favorable.  Dur- 
ing this  period,  the  patient  is  exposed  to  a number 
of  services  including  educational,  counselling,  and 
motivational  therapy,  to  begin  a therapeutic  pro- 

* Report  on  Alcoholism,  Health  Services  Administration  of 
New  York  City,  March,  1971. 


Number  of 


Consideration 

Patients 

Per  Cent 

Unit  population 

Y early 

1,005 

100.0 

Males 

805 

80.1 

Females 

200 

19.9 

Age  breakdown  (years) 

Under  20 

2 

0.2 

21  to  25 

8 

0.8 

26  to  30 

46 

4.6 

31  to  35 

110 

10.9 

36  to  40 

142 

14.1 

41  to  45 

222 

22.1 

46  to  50 

187 

18.6 

51  to  60 

197 

19.6 

61  and  over 

91 

9.1 

Ethnic  composition 

White 

678 

67  5 

Black 

256 

25.5 

Puerto  Rican 

65 

6.4 

Other 

6 

0.6 

Religion 

Catholic 

633 

62.9 

Protestant 

266 

26  5 

Jewish 

18 

1.8 

None 

88 

8.8 

Job  status 

Employed 

484 

48.2 

Housewives 

19 

1.9 

Part-time  workers 

1 

0.1 

Students 

1 

0.1 

Unemployed 

500 

49  7 

Residence 

Manhattan 

594 

59.1 

The  Bronx 

140 

13.9 

Brooklyn 

106 

10.5 

Queens 

68 

6.8 

Staten  Island 

16 

1.6 

No  permanent  address 

81 

8.1 

Marital  status 

Married 

370 

36.8 

Single 

271 

26.9 

Separated  or  divorced 

287 

28.6 

Widowed 

57 

5.7 

Unknown 

20 

2.0 

Source  of  referral 

ACCEPT 

304 

30.3 

Alcoholics  Anonymous 

585 

58  2 

New  York  City  Police 

116 

11.5 

Department 

Total 

1,005 

100.0 

gram,  which  will  be  continued  after  discharge  from 
the  hospital,  either  by  the  referring  agency  or  the 
ACCEPT  program.  Disulfiram  (Antabuse)  thera- 
py is  offered,  and,  when  clinically  feasible,  patients 
are  released  from  the  unit  free  from  psychotropic 
medication,  to  deter  epidemic  cross-addiction  to 
minor  tranquillizers. 

The  psychologic  approach  at  the  ACCEPT  clin- 
ic stresses  individual,  group,  family,  and  spouse 
therapy  as  well  as  vocational  rehabilitation  (Fig. 
1). 

Results 

During  1972,  1,580  outpatients  utilized  the  ser- 
vices at  ACCEPT  (Table  I).  Many  clinic  services 
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were  offered  during  the  evenings  to  facilitate  the 
particular  needs  of  the  working  population.  The 
viability  of  the  program  has  been  demonstrated  by 
the  very  high  occupancy  of  the  ACCEPT  inpatient 
unit  where,  during  the  year,  1,005  patients  have 
been  treated  without  incurring  any  major  compli- 
cations (Table  II).  The  diagnoses  ranged  from 
acute  intoxification  to  delirium  tremens. 

Our  figures  indicate  that  the  typical  patient  is  a 
white  male  aged  thirty-five  to  fifty-five  years;  mar- 
ried, separated,  or  divorced;  of  Christian  religious 
preference;  employed  or  recently  unemployed;  and 
this  profile  is  more  or  less  in  keeping  with  the 
scope  of  the  program. 

To  evaluate  the  treatment  modalities  and  the 
results,  the  patient  population  was  divided  into 
the  following  groups: 

Group  A.  Patients  who  attend  therapy  regularly,  are  ac- 
tive in  Alcoholics  Anonymous,  and  use  di- 
sulfiram 

Group  B.  Patients  who  attend  therapy  regularly,  are  ac- 
tive in  Alcoholics  Anonymous,  and  do  not 
use  disulfiram 

Group  C.  Patients  who  attend  therapy  regularly,  use  di- 
sulfiram, but  are  not  active  in  Alcoholics 
Anonymous 

Group  D.  Patients  who  attend  therapy  only. 

Although  the  data  will  be  analyzed  at  the  end  of 
a two-year  study  period,  preliminary  findings  indi- 
cate that  favorable  results  are  associated  only  with 
absolute  sobriety  and  an  intensive  follow-up  pro- 
gram. It  is  of  interest  to  note  that  of  the  1,005  pa- 
tients treated  during  1972  in  the  hospital’s  detoxi- 
fication unit,  initially  30  per  cent  indicated  a de- 
sire for  psychologic  care,  and  the  remaining  70  per 
cent  of  the  patients  expressed  a preference  for  a 
nonpsychiatric  follow-up  program.  Of  this  latter 
group,  20  per  cent  however  subsequently  ex- 
pressed a need  for  additional  psychologic  care  pre- 
sumably after  being  motivated.  During  the  study 


period  60  psychiatric  evaluations  were  done  on  the 
inpatient  unit,  at  the  request  of  the  medical  staff. 
In  all  but  7 cases  the  predominant  clinical  syn- 
drome was  one  of  severe  depression. 

Trained  counsellors,  some  of  them  recovered  al- 
coholics, have  been  a valuable  asset  to  the  pro- 
gram. Their  effective  use  of  a here-and-now  be- 
havioral approach  has  further  challenged  the  prac- 
tical usefulness  in  therapy  of  the  orally  dependent 
psychoanalytic  formulation.  Alcoholics  Anony- 
mous sponsorship  has  been  responsible  for  the  pa- 
tient’s meaningful  involvement  through  the  vari- 
ous phases  of  the  program  in  a majority  of  cases. 

In  conclusion,  our  experience  indicates  the  value 
of  a working  partnership  between  the  professional 
and  the  paraprofessional  sectors,  which  adds  a 
much-needed  broad  spectrum  of  social  dimensions 
to  the  obviously  limited  medical  model.  Coordi- 
nation of  the  various  human  systems  was  facilitat- 
ed by  sharing  the  same  goal:  the  delivery  of  effec- 
tive services  to  the  patient  nobody  wanted. 

Summary 

In  1971,  the  department  of  psychiatry  of  Colum- 
bus Hospital,  the  ACCEPT  (Alcoholism  Center 
Coordinating  Education,  Prevention  and  Treat- 
ment) clinic  of  the  New  York  Council  on  Alcohol- 
ism, the  New  York  intergroup  office  of  Alcoholics 
Anonymous,  and  the  New  York  City  Police  De- 
partment alcoholism  program  pooled  their  re- 
sources to  establish  a comprehensive  program  for 
the  socially  intact  alcoholic  patient.  An  average  of 
1,200  patients  per  year  have  been  treated  with  en- 
couraging results.  The  experience  pointed  out  the 
value  of  utilizing  different  human  systems  and  a 
partnership  between  the  professional  and  parapro- 
fessional sections,  which  adds  a much-needed 
broad  spectrum  of  social  dimensions  to  the  ob- 
viously limited  medical  model. 

Columbus  Hospital 
227  East  19th  Street 
New  York,  N.Y.  10003 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 

€ prescribing  convenience: 

up  to  5 refills  in6months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2)] 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


COMPOUND 


c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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United  Way  Medical 
Research  and 
Training 

What  are  we  getting  for  our  money? 


HERBERT  s.  RABINOWITZ 

Buffalo,  New  York 

Executive  Director,  Community  Services  Group,  United  Way  of 
Buffalo  and  Erie  County 

Medical  research  and  educational  activities  are  a 
core  program  of  the  UHF  (United  Health  Founda- 
tion of  Western  New  York,  Inc.).  Since  1961, 
UHF  has  offered  “seed-money”  awards  to  quali- 
fied physicians  and  health  experts  through  a high- 
ly competitive  scientific  review  process.  In  a dec- 
ade financial  support  totaling  over  $3  million  has 
been  provided  by  the  United  Fund  of  Buffalo  and 
Erie  County. 

United  Way  leaders  and  local  physicians  initial- 
ly created  this  program  to  serve  several  purposes, 
principally  the  alleviation  of  a felt  shortage  of  phy- 
sicians and  other  scarce  health  personnel  in  West- 
ern New  York.  Metropolitan  Buffalo  was  thought 
of  as  the  “health  hub”  of  the  region,  and  it  was 
therefore  only  natural  that  initiative  should  begin 
there.  Also  basic  was  the  advocacy  of  a general- 
ized, noncategorical  or  “whole  man”  approach  to 
medical  research  and  training,  analogous  to  the 
United  Way’s  flexible  commitment  for  the  plan- 
ning and  delivery  of  a wide  range  of  personal 
health  services.* 

Strong  UHF  staff  work  undergirded  the  pro- 
gram in  support  of  more  than  60  volunteers,  medi- 
cal persons,  and  health  authorities  who  served  as 
consultants  and  reviewers.  Of  the  latter,  a num- 
ber functioned  year-round  as  a coordinating  and 
administrative  body. 

The  program  was  warmly  anticipated  by  many 
of  the  area’s  senior  physicians  and  health  workers 

* Categorical  grants  are  those  frequently  limited  in  use  to 
training  for  a single  specialty  or  for  laboratory-type  research  on 
a circumscribed  disease  entity.  UHF  awards  do  not  exclude 
such  possibilities  hut  tend  to  emphasize  student  exposure  and 
research  applications  to  health  concerns  or  problems  as  they 
occur  in  the  community  and  may  be  encountered  in  daily  pro- 
fessional practice. 


who  saw  in  it  the  chance  to  attract  and  retain 
younger  people  for  specialized  practice  and  study. 

In  the  early  1960s,  too,  laboratory  research  and 
medical  training  were  favorably  seen  by  the  busi- 
ness and  industrial  sectors. 

By  the  late  1960s,  however,  new  and  complex 
questions  were  coming  to  the  fore.  Concern  for 
the  delivery  of  care  to  the  medically  underserved 
and  for  new  methods  of  treating  or  counteracting 
dread  diseases  began  to  overshadow  the  earlier 
focus  on  producing  biomedical  knowledge.  Dis- 
cussions of  health  manpower  continued  to  empha- 
size the  central  situation  of  medicine,  but  evolving 
roles  and  importance  of  other  essential  disciplines 
were  accorded  greater  recognition.  The  uncertain 
economic  picture  contributed  to  the  feeling  that  it 
was  time  to  take  stock  and  that  the  future  course 
should  be  partly  based  on  systematic  follow-up  of 
“graduates”  to  find  out  if  their  subsequent  profes- 
sional endeavors  could  be  related  to  their  experi- 
ences with  the  program. 

Study  aims 

Three  target  areas  were  identified  as  central  to 
the  entire  program: 

1.  Did  the  program  have  a perceptible  effect  on 
the  local  health  manpower  supply,  that  is,  what  was 
the  “retention  rate”  for  participants? 

2.  Were  there  tangible  outcomes  for  the  commu- 
nity in  relation  to  services  and/or  health  research? 

3.  Did  the  program  achieve  noncategorical,  that 
is,  diversified  coverage  as  to  the  research  and  educa-  i 
tional  activities  funded  and  the  health  vocations  en- 
couraged? 

Procedures 

The  study  population  consisted  of  388  individu-  j 
als  at  the  postgraduate  level,  of  whom  260  (67  per 
cent)  returned  scoreable  replies  by  September,  f 
1971,  to  a relatively  brief  mailed  questionnaire 
originally  sent  to  them  in  June,  1971  (Fig.  l).f  In 
many  cases  completed  questionnaires  were  accom-  r 
panied  by  added  pages  of  comments,  extensive  i 
vitae,  publications,  and  so  forth.  Informants  were 
not  reluctant  to  express  themselves  freely  on  ques- 
tions of  personal  opinion  and  fact. 

The  260  respondents  were  compared  with  the 
total  group  in  age,  sex,  and  occupation  and  were  ' 
found  to  be  almost  identical.  It  was  understood 
from  these  findings  that  the  individuals  who  did 
reply  were  similar  in  these  characteristics  to  the 
group  as  a whole  and  could  be  considered  repre- 
sentative. 

Results 

According  to  information  furnished  by  the  260 

t While  questionnaires  were  the  primary  data  source  for  this 
account,  background  use  was  also  made  of  application  forms 
and  progress  reports  previously  submitted  by  respondents. 
Details  are  available  from  the  author. 
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G»ANT  NUH8ER($) 

CURRENT 
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pi' . . mu  c *r*c  ions- iT^Tece^N^rTl 

1 It's  not  *n  uncorwon  practice  among  health  professionals  to  change  areas  of 
concentration  of  study  and/or  work  in  the  course  of  their  careers. 

A.  Have  you: 

1.  Continued  your  work  In  the  special  field  under  which  your  UHF  grant  was  used? 

2 Branched  out  Into  another  specialty? 

B If  your  work  has  changed  in  any  way.  are  you: 

I.  In  the  same  occupation  but  a different  special  nation? 

2.  In  a different  health  occupation? 

3.  Out  of  the  health  field  entirely? 

C.  If  your  career  activities  have  changed,  what  specific  factors  led  to  your  decision 
to  change? 


I.  A Since  . the  expiration  date  of  your  UHF  award,  have  you  changed  your 

place  of  residence  more  than  once?  YES  HO. 

B If  yes,  how  many  times  have  you  changed?  Please  circle  one. 

1 2 3 4 5 6 7 8 9 

C When  did  the  first  change  occur?  Please  Indicate  the  year.  

It  Is  important  for  UHF  to  establish  the  professional  activities  of  former  awardees 
through  publications,  grants,  academic  or  occupational  promotion  and/or  recognition. 
Therefore,  would  you  please  furnish  the  following  information.  (A  cooy  of  your 
curriculum  vitae  wl  11  suffice.  If  sufficiently  detailed  and  available). 

A.  Number  of  publications  resulting  or  related  to  your  UHF  grant.  

B.  Amount  of  funds  received  In  awards  and  grants  (all  types)  since 

expiration  of  UHF  support  (to  nearest  $500)  In  . $ 

C Academic  and/or  occupational  promotions  since  UHF  support  ended  in  . 


D.  Any  other  honors  you  have  subsequently  received. 


f.  A Did  receipt  of  UHF  support  make  a significant  difference  In  your  occupational 
life?  YES  NO  (If  NO,  skip  on  to  Question  V.) 

B If  YES,  to  what  degree?  Please  Indicate  on  the  scale  below. 

Strong  positive  moderate  neutral  slightly  strong 

influence  influence  negative  negative  Influence 

C.  Why  do  you  think  UHF  support  affected  your  career  situation? 


V.  A.  Do  you  think  that  any  contributed  community  funds  should  be  used  to  support  the 

kind  of  program  that  you  participated  in?  YES  NO 

PLEASE  EXPLAIN: 


B.  Each  of  the  following  has  been  raised  as  a possible  area  for  UHF  funding.  Please 
rank,  in  order  of  felt  importance,  the  various  possibilities  presented  below. 

(1  = highest  priority;  4 = lowest  priority) 

a.  seed  money  for  beginning  investigators. 

b.  emergency  money  for  established  investigators. 

C.  continuing  support  for  long-term  projects. 

d-  support  of  basic  lab  research,  over  and  against  clinical  work,  connunity  health 

projects  or  manpower  training. 

C.  Should  UHF  extend  financial  support  to  potential  Investigators  who  are  employees  of 

tax-supported  organizations,  such  as  universities,  hospitals,  etc?  YES  NO. 

PLEASE  EXPLAIN:  


D-  Any  comments  regarding  the  Research  and  Professional  Education  Program,  the  ques- 
tionnaire, etc.,  are  welcome.  (Please  use  reverse  page'lf  necessary) 

FIGURE  1.  Questionnaire  sent  to  the  study  population 
which  consisted  of  388  individuals  at  the  postgraduate 
level,  of  whom  260  (67  per  cent)  returned  scoreable 
replies  by  September,  1971. 

respondents,  what  had  UHF  accomplished  in  rela- 
tion to  the  three  target  areas? 

Health  manpower  shortage.  The  program 
was  apparently  helpful  in  coping  with  the  region’s 
perceived  health  manpower  shortage.  Although 


“hard  data”  were  not  available  for  exact  compari- 
son, officials  at  local  health  science-training  facili- 
ties indicated  their  impression  that  a high  percent- 
age of  students  in  medicine,  and  so  forth,  was  leav- 
ing the  area  once  technical  training  had  been  com- 
pleted. This  was  not  true  of  UHF  “alumni.” 
Some  78  per  cent  remained  in  Western  New  York 
however  else  they  might  have  differed  in  age,  spe- 
cialization, or  place  of  origin  and  were  actively  en- 
gaged here  as  health  practitioners,  educators,  and 
researchers.  About  75  per  cent  had  continued 
along  the  lines  of  special  interest  they  had  origi- 
nally pursued  as  recipients  of  UHF  support. 

UHF’s  seed-money  grants  apparently  played  a 
genuine  role  in  the  career  thinking  of  a high  pro- 
portion of  awardees.  Seventy-two  per  cent  felt 
that  UHF  support  was  instrumental  in  allowing 
them,  and  others  like  themselves,  to  begin  or  to 
continue  their  own  work  as  junior  professionals  be- 
fore they  could  attract  permanent  funding.  Ob- 
taining a UHF  grant  gave  many  confidence  in  their 
personal  abilities  to  handle  more  demanding  tasks. 
In  some  cases  it  opened  their  eyes  to  hitherto  un- 
noticed aspects  of  community  health  care. 

Most  were  personally  appreciative,  and 
awardees  of  all  ages  and  technical  backgrounds 
hailed  the  seed-money  concept  for  new  health  pro- 
fessionals as  sufficient  justification  for  the  pro- 
gram. 

Community  benefits.  Various  community 
benefits  were  produced.  Over  600  scientific  publi- 
cations were  listed,  and  in  addition  more  than  400 
instances  of  special  recognition  and  honors  were 
cited.  A number  of  respondents  pointed  to  new  or 
improved  treatment  methods  developed  by  them- 
selves or  in  relation  to  their  original  studies. 
Some  awardees  had  since  emerged  as  outstanding 
research  workers  in  such  fields  such  as  cancer  and 
kidney  studies,  neurology,  mental  health,  dentist- 
ry, and  blood  disease  studies.  A visible  proportion 
had  become  prominent  health  practitioners  and 
teachers  within  and  beyond  this  region.  Numer- 
ous examples  were  offered  of  hospital  treatment 
programs,  professional  curriculum  changes,  and 
research  studies  to  bear  out  this  conclusion.  As  a 
group,  awardees  had  attracted  over  $16  million  in 
additional  grant  support  or  over  five  dollars  in 
outside  funding  secured  for  each  local  United  Way 
dollar  provided.* 

The  $3  million  investment  seemed  to  have  paid 
off  handsomely  in  health  care  knowledge,  tech- 
nique, and  scientific  prestige.  Possibly  it  also  in- 
directly created  more  jobs  and  even  new  United 
Way  contributors  and  friends. 

Noncategorical  approach.  The  noncategori- 
cal  approach  was  successfully  implemented  and 
was  well  received.  When  UHF’s  program  was  in- 
stituted in  1961,  financial  aid  was  directed  to  post- 

* About  half  of  the  $3  million  used  in  the  program  was  for  re- 
search and  the  rest  for  training.  According  to  available  infor- 
mation, the  ratio  for  research  grants  per  se  was  therefore  higher 
than  5:1. 
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doctoral  students  from  medicine  and  one  or  two 
other  disciplines.  The  funding  thrust  was  toward 
biomedical  studies,  scientifically  excellent  but 
usually  remote  from  clinical  or  community  health 
care  situations. 

Ten  years  later,  and  with  no  increase  in  expen- 
ditures, over  a dozen  health  professions,  including 
medicine,  and  20  related  occupations  were  includ- 
ed. Many  of  these  career  avenues  were  opened  for 
their  special  relevance  to  young  people  who  were 
not  college  bound  and/or  academically  minded. 
Areas  of  investigation  and  training  had  widened 
significantly,  and  emphasis  had  been  shifted  to 
high-priority  manpower  development,  especially 
through  clinical  work  and  service-delivery  proj- 
ects. Participants  now  varied  from  high  school 
and  college  students  exploring  health  careers  to 
deeply  committed  young  men  and  women  com- 
pleting their  clinical  and/or  research  preparation 
as  postdoctoral  workers.*  Included  also  were  a 
few  older  members  of  the  “health  establishment” 
who  had  embarked  on  small-scale  innovative  proj- 
ects outside  their  usual  fields  of  competence. 

The  great  majority  of  recipients  felt  that  the 

* This  analysis  excludes  individuals  below  the  preprofession- 
al level;  they  are  being  studied  separately. 


move  toward  a community  practice-oriented 
“whole-man”  concept  and  away  from  the  laborato- 
ry was  proper  for  a service-geared  agency  like 
UHF.  This  reaction  was  common  to  researchers, 
educators,  and  practitioners  alike. 

Conclusions 

Members  of  the  medical  and  health  disciplines 
often  play  active  roles  as  volunteers  in  their  local 
united  funds.  They  are  typically  generous  con- 
tributors for  health  purposes.  Moreover,  they 
have  a natural  affinity  for  that  aspect  of  private 
community  health  effort  which  most  nearly  resem- 
bles their  professional  responsibilities. 

As  both  citizens  and  professionals,  therefore, 
they  have  a unique  interest  in  how  United  Way 
funds  are  spent  for  health  services,  research,  and 
education.  They  expect  full  accountability.  This 
project  has  surveyed  one  facet  of  one  community’s 
investment  in  health.  Thanks  to  dedicated  medi- 
cal and  health  experts,  UHF’s  research  and  profes- 
sional education  program  has  made  progress  in 
achieving  the  “bread-and-butter”  goals  it  was  in- 
tended to  reach. 

742  Delaware  Avenue 
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The  proctologist  is  not  called  on  to  appraise 
sex  problems  but  rather  to  evaluate  the  ravages  or 
complications  of  one  of  the  sexual  practices,  name- 
ly, anal  or  rectal  intercourse  (pederasty  or  sod- 
omy). The  following  are  impressions  formed  over 
a period  of  many  years  and  are  based  on  observa- 
tions of  the  unfolding  of  this  aberrant  sexual  ano- 
rectocolonic  problem. 

We  are  now  witnessing  a sexual  revolution 
where  anything  and  everything  is  acceptable  by 
certain  individuals  or  groups,  some  of  whom  not 
infrequently  turn  out  to  be  sexual  deviants  and 
drug  abusers.  The  exact  role  of  drug  use  in  this 
sexual  problem  is  still  controversial  and  inconclu- 
sive, a conclusion  wherein  nothing  is  concluded. 
Some  liberationist  women  are  in  effect  trying  to 
convert  women  into  nonfemale  females  and  have 
indirectly  and  inadvertently  contributed  to  this  di- 
lemma. The  anus,  by  all  accounts,  has  become  a 
favorite  passage  and  the  rectum  a cavity  for  penile 
deposition  or  sexual  pleasure.  For  such  deviants 
there  is  hardly  a need  for  the  vagina  anymore. 
The  proctologist,  although  not  especially  trained 
in  psychiatry,  is  nevertheless  constantly  aware 
that  around  the  anal  orifice,  vulgarly  called  anoth- 
er “hole,”  there  is  a whole  patient. 

Some  of  the  anatomic  and  physiologic  barriers 
must  be  overcome  to  accomplish  successful  pene- 
tration into  the  rectum  by  foreign  bodies,  be  they 
bottles,  dilators,  vibrators,  fingers,  penises,  and  so 
forth.  As  a result  of  repeated  abusive  penetrating 
maneuvers,  the  competent  normal  physiologic  anal 
tonic  state  weakens  or  gives  way,  producing  grad- 
ual relaxation  until  it  reaches  a stage  of  physiolog- 
ic exhaustion  or  decompensation.  At  this  stage 
even  large  foreign  bodies  may  be  inserted  into  the 
anorectum  with  the  utmost  of  ease. 

However,  during  the  process  of  anal  dilation,  su- 
perficial abrasions  may  be  produced,  which  in 
some  cases  heal  spontaneously,  but  in  other  in- 
stances are  the  harbingers  of  acute  abscesses 


which  in  turn  eventuate  in  chronic  abscesses — anal 
fistulas.  Anal  fissures,  with  adjacent  and  subja- 
cent induration  causing  severe  pain  and  bleeding 
at  or  after  defecation,  frequently  require  surgical 
intervention.  Existing  small,  but  clinically  unim- 
portant, internal  hemorrhoids  may  assume  large 
size  when  they  protrude,  with  or  without  accompa- 
nying pain  and  bleeding.  In  fact,  in  sodomists, 
this  may  be  a forerunner  of  massive  rectal  prolapse 
as  well  as  of  other  related  lesions,  such  as  hemato- 
mas. 

Anal  intercourse  or  anal  manipulation  of  any 
kind  changes  the  regional  physiopathologic  pro- 
cesses, and  the  anorectum  becomes  the  site  of 
some  diseases  which  are  not  always  indigenous  to 
this  anatomic  region.  Condylomas,  particularly 
the  acuminata  type,  are  of  more  frequent  occur- 
rence. This  lesion  tends  to  recur  following  all 
modes  of  therapy,  such  as  chemical  or  surgical. 
Condylomas  may  grow  to  enormous  size  and,  on 
occasion,  may  be  the  seat  of  an  infiltrating  epider- 
moid cancer.  Polyps  and  all  venereal  diseases  also 
occur  quite  frequently,  as  does  dermatitis  and 
herpes  of  varying  degrees  of  severity.  The  venere- 
al diseases  include  gonorrhea,  syphilis — especially 
the  chancre  stage,  donovanosis  with  severe  anal 
contractures,  and  venereal  lymphogranuloma  with 
severe  tubular  or  diaphragmatic  rectal  strictures. 
In  the  latter  two  disease  entities,  the  occurrence  of 
infiltrating  cancer  occurs  more  often  than  in  the 
general  population  or  in  heterosexuals.  Proctocol- 
itis in  the  acute,  subacute,  and  chronic  stages  is 
frequently  encountered  in  sodomists  as  is  the  syn- 
drome of  irritable  or  spastic  colon.  The  latter  is 
very  refractory  to  therapy.  When  these  disorders 
occur  concomitantly  with  any  degree  of  anal  relax- 
ation or  patulousness,  direct  inquiry  should  be 
made  concerning  the  possibility  or  practice  of  ped- 
erasty. Extreme  anal  patulousness  as  a result  of 
severe  decompensation  of  the  anal  sphincter  mus- 
cle may  necessitate  surgical  intervention  such  as 
the  Thiersch  operation. 

Sodomy 

Some  believe  that  sodomy  is  most  often  prac- 
ticed by  male  homosexuals,  but  this  is  questioned 
by  other  authors  who  agree  and  disagree  alternate- 
ly. Male  homosexuals  frequently  hedge  about  re- 
leasing the  information  during  the  initial  inter- 
view, but  invariably  do  so  at  the  conclusion  of  the 
physical  or  regional  examination.  The  female 
sodomist  is  more  difficult  to  identify  because  she 
frequently  withholds  this  information  until  a rap- 
port is  established  between  the  patient  and  the 
clinician,  or  unless  a venereal  disease  is  suspected 
or  discovered.  However,  if  pain  occurs  during  the 
sexual  act,  she  is  more  prone  to  seek  medical  ad- 
vice and  tells  the  true  story  at  the  very  beginning 
of  the  interview  more  readily  than  the  male  sod- 
omist. As  alluded  to  before,  the  pain  usually 
caused  by  an  anal  abrasion  or  a superficial  fissure, 
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with  or  without  bleeding,  is  produced  by  the  forci- 
ble entry  of  the  penis  particularly  in  the  presence 
of  a spastic  anal  sphincter  muscle. 

In  proctocolitis  and  the  irritable  colon  syn- 
drome, both  sexes  are  reluctant  to  admit  sodomy 
during  the  initial  interview.  In  the  concomitant 
presence  of  anal  relaxation  I frequently  tell  the  pa- 
tient that  instrumentation  of  sorts  could  cause  the 
lesion.  In  most  cases,  the  patient  tells  the  true 
story  forthwith.  As  a rule,  women  are  very  secre- 
tive about  all  phases  of  pederasty. 

Sodomy  in  the  male  homosexual  is  more  fre- 
quently encountered.  To  many  of  these  individu- 
als any  orifice  other  than  the  vagina,  even  a hole  in 
the  wall  as  expressed  by  several,  is  acceptable,  in 
fact,  desirable.  The  old  fashioned  vagina  appears 
to  be  taboo  or  outmoded.  Many  male  and  female 
sodomists  also  practice  oral  intercourse.  In  the 
occasional  instance,  brothers  practice  sodomy. 

The  motivation  in  the  female  sodomist  varies 
more  than  that  in  the  male.  Most  state  that  they 
have  been  driven  to  this  practice  in  order  to  satisfy 
or  please  their  male  partners.  Most  have  prac- 
ticed oral  intercourse  for  some  time  prior  to  the 
initiation  of  anal  intercourse.  However,  many 
state  that  they  resent  the  anus,  preferring  the  va- 
ginal or  oral  routes.  Most  of  the  female  sodomists 
appear  to  be  psychologically  more  disturbed  than 
the  male  sodomists.  They  are  more  secretive. 
Some  have  a deep  sense  of  guilt  and  invariably 
blame  their  boyfriends  for  this  practice  even 
though  a few  admit  to  enjoying  and  desiring  this 
alternate  route.  They  procrastinate  about  treat- 
ment longer  than  the  males  do  because  they  hate 
to  face  ugly  facts. 

The  call  girls  feelings  about  anal  intercourse 
parallels  that  of  the  amateur.  They  are  more 
frank  however  and  believe  that  although  anal  in- 
tercourse is  here  to  stay  they  despise  it.  Prosti- 
tutes use  enemas  in  anticipation  of  anal  inter- 
course. Preliminary  enemas  are  said  to  dissipate 
or  diminish  the  offensive  colon  bacillus  odor.  To 


some  homosexuals  the  enema  symbolizes  the 
douche  and  may  invoke  an  erogenous  response  or 
sexual  act. 

Conclusion 

In  recent  years  I have  observed  a number  of  suc- 
cessful business  or  professional  married  family 
men  who  practice  sodomy.  Conversations  with 
them  revealed  a conventional  and  satisfactory 
family  life,  and  yet  they  resort  to  pederasty,  usual- 
ly with  a business  associate,  and  probably  as  a con- 
tinuation of  a premarital  practice.  To  me,  bisex- 
uality now  appears  to  be  on  the  increase,  or  I may 
have  developed  a higher  index  of  suspicion  or 
awareness  of  this  practice  or  both.  There  is  no 
doubt  that  trained  psychiatrists  could  more  readi- 
ly detect  the  underlying  psychopathologic  factors 
or  causes.  However,  on  the  basis  of  my  psycholog- 
ically untrained  observation,  I have  placed  these 
individuals  on  a par  with  what  I have  learned  to 
regard  as  normal.  Recently  in  one  city  hospital,  in 
a very  short  period  of  time  2 instances  of  epider- 
moid anal  cancer  were  encountered  in  2 homosex- 
uals of  long  standing.  It  is  not  known  whether  the 
incidence  of  anal  cancer  in  homosexuals  is  greater 
than  in  heterosexuals,  or  in  the  general  population. 

More  women  than  men  expressed  a desire  to  be 
cured  of  the  underlying  cause  of  this  dirty  business 
but  procrastinated  in  accepting  psychotherapy. 
In  some  instances  procrastination  appeared  to  be  a 
lame  excuse,  a sort  of  frontal  lobotomy,  or  putting 
the  problem  under  the  rug.  They  would  rather 
not  talk  or  hear  about  their  problems.  My  ap- 
proach to  the  management  of  these  patients  is  to 
encourage  psychotherapy.  Many  psychiatrists 
view  homosexuality  as  a behavior  pattern.  Cure 
in  male  or  female  homosexuals  depends  on  their 
will  or  desire  to  change,  and  many  eventually 
marry  heterosexual  partners. 
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Moses  Maimonides  was  born  in  Cordova,  Spain, 
on  March  30,  1135.  His  ancestry  could  be  traced 
back  to  the  royal  house  of  King  David  of  Israel. 
Maimonides’  mother  died  in  childbirth,  and  conse- 
quently his  father  Dayan  (judge)  Maimon  reared 
him.  Persecution  by  the  Almohades,  a fanatical 
group  from  North  Africa,  forced  the  Maimon  fami- 
ly to  flee  Cordova  in  the  year  1148.  Maimonides 
was  thirteen  years  old.  The  family  wandered 
i through  southern  Spain  and  northern  Africa  for 
the  next  ten  years  and  finally  settled  in  Fez,  Mo- 
rocco, in  1158. 

Little  is  known  of  Maimonides’  early  life  and 
medical  education.  It  is  likely  that  he  studied 
medicine  in  Morocco.  Maimonides  must  have 
been  an  avid  reader  since  his  medical  writings 
show  a profound  knowledge  of  Greek  and  Moslem 
medical  works.  Hippocrates,  Galen,  and  Aristotle 
were  his  Greek  medical  inspirations,  and  Rhazes  of 
Persia,  A1  Farabi  of  Turkey,  and  Avenzoar  are 
Moslem  authors  frequently  quoted  by  Maimon- 
ides. 

The  Maimon  family  left  Morocco  in  1165,  trav- 
eled to  Palestine,  and  from  there  to  Egypt  where 
they  settled  in  Fostat  (old  Cairo).  In  1174,  at  age 
thirty-nine,  Maimonides  was  appointed  court  phy- 
sician to  Vizier  Alfadhal,  regent  of  Egypt  during 
the  absence  of  the  sultan,  Saladin  the  Great,  who 
was  fighting  in  the  Crusades  in  Palestine.  It  was 
at  this  time  that  Richard  the  Lion-Hearted,  also 
fighting  in  the  Crusades,  is  reported  to  have  invit- 
ed Maimonides  to  become  his  personal  physician, 
an  offer  which  Maimonides  declined.  His  reputa- 

The  opinions  expressed  are  those  of  the  author  and  do  not 
necessarily  reflect  those  of  the  Long  Island  Jewish-Hillside 
Medical  Center  or  the  State  University  of  New  York. 


tion  as  a physician  grew  in  Egypt  and  neighboring 
countries,  and  his  fame  as  theologian  and  philoso- 
pher became  worldwide. 

Maimonides  was  also  the  spiritual  leader  of  the 
Jewish  community  of  Egypt.  At  age  thirty-three, 
in  the  year  1168,  shortly  after  settling  in  Fostat 
(old  Cairo),  he  completed  his  first  major  work,  the 
Commentary  on  the  Mishnah.  In  1178,  ten  years 
later,  his  magnum  opus,  the  Mishneh  Torah,  was 
finished.  This  monumental  work  is  a 14-book 
compilation  of  all  Biblical  and  Talmudic  law  and 
remains  a classic  to  this  day.  In  1190,  Maimon- 
ides’ great  philosophical  masterpiece,  the  Guide 
for  the  Perplexed,  was  completed. 

Maimonides  died  on  December  13,  1204,  and 
was  buried  in  Tiberias.  Legend  relates  that 
Maimonides’  body  was  placed  on  a donkey  and  the 
animal  set  loose.  The  donkey  wandered  and  wan- 
dered and  finally  stopped  in  Tiberias.  That  is  the 
site  where  Maimonides  was  buried. 

Maimonides  was  a prolific  writer.  Already 
mentioned  is  his  famous  trilogy,  the  Commentary 
on  the  Mishnah,  the  Mishneh  Torah,  and  the 
Guide  for  the  Perplexed.  Each  of  these  works 
alone  would  have  indelibly  recorded  Maimonides’ 
name  for  posterity.  However,  in  addition  to  these, 
he  also  wrote  a Book  on  Logic  (Ma’amar  Hahi- 
gayon),  a Book  of  Commandments  (Sefer  Hamitz- 
voth),  an  Epistle  to  Yemen  (Iggereth  Hashmad) , a 
Treatise  on  Resurrection  (Ma'amar  Techiyath 
Hamethim),  commentaries  on  several  tractates  of 
the  Talmud,  and  over  600  responsa.  Several  addi- 
tional works  including  the  so-called  Prayer  of 
Maimonides 1 are  attributed  to  him  but  are  in  fact 
spurious. 

Medical  works 

Over  and  above  all  the  books  we  have  just  enu- 
merated, Maimonides  also  wrote  ten  medical 
works.2  These  medical  writings  are  varied,  com- 
prising extracts  from  Greek  medicine,  a series  of 
monographs  on  health  in  general  and  several  dis- 
eases in  particular,  and  a recently  discovered  phar- 
macopoeia demonstrating  Maimonides’  extensive 
knowledge  of  Arabic  medical  literature  and  his  fa- 
miliarity with  several  languages.  Some  people  feel 
that  Maimonides’  medical  writings  are  not  as  orig- 
inal as  his  theological  and  philosophical  writings. 
However,  his  medical  works  demonstrate  the  same 
lucidity,  conciseness,  and  formidable  powers  of 
systematization  and  organization  as  are  so  charac- 
teristic of  all  his  writings.  The  Book  on  Poisons, 
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FIGURE  1.  Sample  page  from  Arabic  manuscript  number 
1937  in  Gotha  (East  Germany)  library.  This  is  only  com- 
plete Arabic  manuscript  in  existence  of  Maimonides’  Aph- 
orisms and  dates  to  middle  of  thirteenth  century. 

the  Regimen  of  Health,  and  the  Medical  Apho- 
risms of  Maimonides  became  classics  in  their 
fields  in  medieval  times. 

The  most  voluminous  and  famous  of  Maimon- 
ides’ medical  writings  is  the  Medical  Aphorisms  of 
Moses  Maimonides  (Pirke  Moshe  Birefuah). 
This  book  is  comprised  of  1,500  aphorisms  based 
mainly  on  Greek  medical  writers.  There  are  25 
chapters  each  dealing  with  a different  area  of  med- 
icine including  anatomy,  physiology,  pathology, 
symptomatology  and  diagnosis,  etiology  of  disease 
and  therapeutics,  fevers,  blood-letting  or  phlebo- 
tomy, laxatives  and  emetics,  surgery,  gynecology, 
hygiene,  exercise,  bathing,  diet,  drugs,  and  medical 
curiosities.  A complete  Arabic  original  manu- 
script exists  in  the  Gotha  library  in  East  Germany 
(Fig.  1).  A Hebrew  translation  was  made  in  the 
thirteenth  century  and  published  in  Lemberg,  Po- 
land, in  1834  and  again  in  Vilna  in  1888.3  The  de- 
finitive Hebrew  edition  is  that  of  Muntner  dated 
1959. 4 Maimonides’  aphorisms  were  also  trans- 
lated into  Latin  in  the  thirteenth  century  and  ap- 
peared as  an  incunabulum  in  Bologne  in  1489  and 
again  in  Venice  in  1497  followed  by  numerous 
printed  Latin  editions  (Fig.  2).  Only  small  frag- 
ments of  this  work  have  ever  appeared  in  a West- 
ern language.'1  8 A complete  English  version  by 


Rosner  and  Muntner  based  mainly  on  Muntner’s4 
Hebrew  edition  was  recently  published  in  two  vol- 
umes.9 

Most  of  the  aphorisms  cited  by  Maimonides  are 
culled  from  the  works  of  Galen,  Aristotle,  Hippoc- 
rates, Rhazes,  A1  Farabi,  and  Avenzoar.  Some 
aphorisms  are  original  with  him,  and  these  he  al- 
ways prefaces  with  the  phrase  “Moses  says  . . . .” 
The  source  on  which  each  aphorism  is  based  is 
given  at  the  conclusion  of  the  aphorism.  Maimon- 
ides’ aphorisms  on  ophthalmology,  based  primari- 
ly on  Greek  and  Moslem  writers,  are,  therefore, 
not  original  with  him.  His  originality  in  medical 
writing  is  clearly  evident  in  his  other  medical 
works,  however.  The  following  aphorisms  dealing 
specifically  with  ophthalmology  are  presented  here 
for  historical  interest  to  the  modern  ophthalmolo- 
gist. 

The  reader  is  asked  to  take  into  consideration 
that  the  English  translation  of  this  twelfth  century 
work  was  performed  by  a twentieth  century  physi- 
cian. Hence,  due  to  the  modern  medical  outlook 
of  the  translator,  certain  interpretations  may  not 
necessarily  coincide  with  Maimonides’  under- 
standing and  knowledge  of  ophthalmology. 
Words  in  parentheses  are  additions  of  the  transla- 
tor and  are  meant  to  help  clarify  the  meaning  of  a 
particular  phrase  or  aphorism.  Maimonides’  pro- 
lific writings  include  considerable  information  on 
numerous  aspects  of  medicine,  and  ophthalmology 
is  no  exception. 

Aphorisms 

Chap.  1 :48.  The  inner  part  of  the  covering  of  the 
eyeball  (choroid)  has  soft  and  moist  hairs  (cilia)  to  gath- 
er the  fine  liquid  (aqueous),  similar  to  the  soaking  of  a 
sponge.  It  is  covered  by  a moist  thin  (membrane),  the 
albuginea,  which  lies  flat  on  the  fine  liquid.  The  cov- 
ering of  the  eyeball  (cornea)  is  shiny  and  transparent  as 
a mirror  as  it  covers  the  fine  liquid  on  the  outside,  origi- 
nating from  the  fluid  of  the  glass  (vitreous).  De  Usa 
Partium  X 

Chap.  3:52.  There  are  no  vessels  whatever  in  the 
crystalline,  albugineous,  and  vitreous  humors  (of  the 
eye),  as  well  as  in  the  corneal  tunica.  Even  so,  the  crys- 
talline humor  is  nourished  from  the  vitreous  humor 
through  osmosis,  and  the  vitreous  (receives  its  nourish- 
ment) from  the  retinal  tunica  which  has  abundant  arte- 
ries and  veins.  The  cornea,  too,  is  nourished  by  osmosis 
from  the  uveal  covering  because  the  uvea  also  contains 
an  abundant  vasculature.  De  Usa  Partium  X 

Chap.  3:78.  If  the  covering  of  the  uvea  (of  the  eye)  is 
severely  torn,  the  albugineous  humor  will  escape  and  eg- 
ress outside  the  uveal  tunica  and  meet  the  corneal  tuni- 
ca. ’Through  this,  afflictions  will  occur:  one  of  these  is 
that  the  uveal  tunica  will  fall  on  the  crystalline  humor, 
and  another  is  that  air  will  penetrate  and  escape 
through  this  wound.  De  Morbis  et  Symptnmis  IV 

Chap.  6:13.  If  a scale  forms  on  the  face  from  con- 
junctival secretions  or  sweat  which  has  evaporated  and 
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:iGURE  2.  Maimonides’  Aphorisms.  (A)  First  page  of  a Latin  incunabulum  dated  October  7,  1497,  and  printed  in 
B)  Title  page  from  a Latin  edition  published  in  Basel,  Switzerland,  in  1579. 
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3ecome  like  dust,  this  is  a bad  sign.  Similarly,  darken- 
ng  of  vision  in  acute  illnesses  signifies  the  death  of  the 
oower  of  vision.  Comment.  Epidemiarum  III 

Chap.  6:18.  The  eyes  reflect  a true  picture  of  the 
neasure  of  body  strength,  providing  that  vision  and  lid 
ipening  are  normal.  Comment.  Epidemiarum  VI,  4 

Chap.  6:34.  The  vision  of  someone  who  suffers  from 
ertigo  and  confusion  in  the  head  will  become  darkened 
scotomata)  and  lost,  and  he  will  vomit  from  the  slight- 
est stimuli.  He  who  suffers  from  vertigo  and  confusion 
n the  head  secondary  to  a stomach  ailment  will  primari- 
y have  palpitations  and  nausea.  De  Locis  Affectis  III 

Chap.  7:69.  If  the  albugineous  humor  of  the  eye  is 
present  in  greater  or  lesser  than  normal  amounts,  vision 
becomes  damaged.  If  it  becomes  thick,  then  outgoing 
vision  (vision  was  thought  to  “go  out”  from  the  eye  rath- 
er than  light  rays  “coming  into”  the  eyes)  is  diminished, 
-o  that  objects  at  a distance  can  no  longer  be  seen,  and 
wen  close  objects  cannot  be  clearly  differentiated.  If 
his  humor  becomes  extremely  thick,  such  as  occurs  in 
he  loss  of  the  liquid  which  gives  rise  to  vision  (aqueous 
rumor  opacifies  to  form  a cataract),  and  if  because  of 


this  thickness  a part  of  the  eye  near  the  pupil  becomes 
covered  and  only  a small  opening  remains,  then  one  only 
sees  every  item  through  that  opening,  but  cannot  see 
many  objects  simultaneously  (?  tubular  vision).  If  only 
a small  amount  of  thick  liquid  accumulates  in  the  center 
of  the  pupil  and  everything  surrounding  it  remains 
clear,  then  one  sees  everything  (opaque)  as  if  one  were 
looking  through  a focusing  screen.  If  the  substances  are 
massive,  spread  out,  and  separated  in  that  place  (pupil), 
then  the  affected  individual  seems  to  imagine  that  he 
sees  a mosquito  flying  about  (“mouches  volantes”  secon- 
dary to  vitreous  opacities).  This  occurs  to  many  people 
upon  awakening  from  sleep  and  appears  as  (dancing) 
figures.  This  often  occurs  to  young  people  (deliriums) 
and  in  them  whose  head  is  filled  with  wine  or  another 
similar  type  of  (intoxicating)  beverage.  De  Morbis  et 
Symptomis  IV 

Chap.  9:8.  Sparks  and  lightning  which  a man  sees 
before  his  eyes  are  due  to  liquids  whose  substance  and 
appearance  are  transformed  into  albugineous  liquids 
which  gather  between  the  crystalline  and  vitreous  hu- 
mors of  the  cornea.  Comment.  Peri  Chymon  I 

Chap.  9:22.  For  eye  pain,  it  is  appropriate  to  apply 
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to  the  eye  a sponge  soaked  in  water  in  which  melilot  and 
buckshorn  clover  have  already  been  cooked.  If  the  pain 
is  mild,  this  should  be  applied  only  once  or  twice  a day, 
whereas  if  the  pain  is  severe,  it  should  be  applied  many 
times,  especially  in  the  long  (summer)  days.  Miamir  IV 

Chap.  9:26.  It  is  important  that  all  ocular  medica- 
tions should  be  of  an  even  luke-warmness;  for  this  we 
use  breast  milk  and  separate  egg  whites.  Regarding 
medications  to  tranquilize  earache  produced  by  irritat- 
ing liquids,  we  customarily  use  the  same  as  for  eye  pain. 
Miamir  III 

Chap.  9:30.  (Eleventh  century  Arabic  physician)  Al- 
Tamini  says:  Elbalach  Elsini,  a white,  round,  glittering 
stone,  zinc  oxide  (cadmium),  gold  and  silver  (cadmium), 
(the  dried  milk  substance  of)  convulvulus  scammonia, 
types  of  vitriol  of  cyper,  tortoise  excrement,  shells  of 
turtle  dove  eggs,  and  terra  rubra  (silicates  and  iron  ox- 
ides)— all  these  ingredients  should  be  in  specific  doses 
(finely  pulverized).  One  takes  (and  uses)  this  as  (eye) 
powder  because  it  purifies  the  white  of  the  eye  (conjunc- 
tiva) extremely  well,  and  when  dissolved  in  liquid,  it 
cleanses  (the  eye)  without  irritation  and  without  dam- 
age. 

Chap.  9:31.  People  who  live  in  warm  countries  often 
suffer  from  ophthalmia  which  is  rapidly  cured.  People 
who  live  in  cold  lands  seldom  suffer  from  ophthalmia, 
but  when  it  does  occur,  it  is  strong  and  hard  and  pro- 
duces ulcers  in  the  eye.  So,  too,  is  the  analogy  regarding 
the  ophthalmia  which  occurs  in  the  summer  versus  that 
which  occurs  in  the  winter.  Comment,  de  Vintis  I 

Chap.  12:38.  For  illnesses  of  the  head,  or  chronic  ail- 
ments of  the  eyes,  one  sometimes  bleeds  the  pulsating 
vessels  of  the  temples  and  those  behind  the  ears  (tempo- 
ral or  occipital  arteries).  This  is  done  if  the  cause  of  the 
illness  is  a warm,  soft  material,  especially  if  they  origi- 
nate in  the  membranes  (meninges).  The  patient  feels  as 
if  he  was  stabbed,  after  which  the  pain  spreads  out,  but 
the  stabbing  (sensation)  remains  in  the  center  of  that 
site.  However,  bloodletting  from  pulsating  vessels  (that 
is,  arteries)  entails  great  danger  because  sometimes  one 
cannot  stop  the  (flow  of)  blood,  or  heat  might  occur  with 
the  blood.  For  this  reason,  physicians  are  very  reluc- 
tant to  phlebotomize  a large  or  even  small  (artery).  A 
small  incision  into  them  is  of  little  benefit.  If  a vein  is 
severed  in  its  width  into  two  halves,  there  is  no  danger 
since  each  end  will  constrict  to  the  side  it  is  in.  De 
Phlebotomia  (VI) 

Chap.  15:24.  Cornification  of  the  eye  (lids),  as  long 
as  it  is  small,  (can  be  treated)  with  warming  medications 
that  liquefy,  just  as  the  remedies  for  at  garab  of  the  eye. 
If  this  (cornification)  increases  and  hardens,  then  it 
should  be  treated  with  the  scalpel  (by  excision). 

Chap.  15:25.  Hail  in  the  eye  (chalazion)  requires 
excision.  The  same  applies  to  pus  collected  in  the  (an- 
terior chamber  of  the)  eye  in  the  illness  hypopion. 
Most  of  this  should  be  treated  with  dissolving  medica- 
tions, not  with  something  that  will  effect  a strong  drying 
action.  When  the  major  portion  (of  the  pus)  will  have 
been  expelled,  the  remainder  will  congeal.  It  will  also 
be  eliminated  (eventually)  by  (outward)  movement  (out 
of  the  eye),  just  as  occurs  in  head  illnesses,  until  the  en- 


tire pus  will  have  descended  downward  (out  of  the  eye). 
Finis  Megatechne 

Chap.  15:28.  The  eye  is  the  most  sensitive  of  organs. 
Therefore,  it  is  proper  that  one  drip  medications  into  it 
extremely  gently,  after  having  slightly  raised  the  upper 
eyelid.  One  should  dissolve  these  medications  in  liq- 
uids that  are  usually  non-irritating.  Ancient  physicians 
found  egg  albumen  to  be  of  great  benefit  (as  a base  for 
eyedrops).  Megatechne  XIII 

Chap.  15:29.  A moistening  medication  that  flows 
(drops)  has  no  effect  (on  the  eye),  unless  a bandage  is 
applied.  Therefore,  for  eye  diseases,  one  should  use 
medications  as  dry  pastes,  because  a bandage  has  tc 
cover  the  entire  eye  (preventing  vision).  The  eye  can- 
not tolerate  being  bound  with  a bandage  that  is  not  re- 
moved for  many  days,  because  a fistula  will  develop 
Miamir  V 

Chap.  15:30.  If  the  liquid  (eye  medicine)  trickles 
down  the  face  of  the  patient,  then  one  should  hold  a ves 
sel  (eye  cup)  for  a long  time  over  the  place  where  onr 
wants  the  washing,  so  that  (the  liquid)  can  be  reab 
sorbed  into  the  eye.  Katagenes  I 

Chap.  15:31.  If  the  horny  tunic  (cornea)  bursts,  thei 
a thin,  clear  liquid  will  pour  and  flow  out,  and  will  firs 
cause  softening  (of  the  eye).  This  is  the  liquid  that  on* 
sees  in  many  people,  flowing  out  from  a hole  where  om 
punctured  the  eye  (ocular  paracentesis)  in  order  to  re 
move  the  (excess)  water  therefrom  (?  early  therapy  o 
glaucoma).  Following  this,  a generalized  contraction  o 
the  eye  occurs,  and  it  becomes  constricted  and  sunken 
De  Usu  Partium  X 

Chap.  19:16.  When  ophthalmia  of  the  eye  begins  ti 
ripen,  and  when  its  ripening  terminates,  if  the  body  i 
pure,  then  bathing  is  one  of  the  best  remedies  for  thes  ' 
(patients).  That  is,  the  pain  will  subside  immediately 
the  deposition  of  (bad)  liquids  that  heretofore  flowed  t 
the  eye  will  cease,  and  the  liquids  will  distribute  them 
selves  and  mix  equally  (throughout  the  body).  Mega 
techne  XIII 

Chap.  21:9.  In  barley  we  find  a cooling  force  for  a 
(inflammed)  eye,  if  it  (the  barley)  is  consumed  in  th 
form  of  bread,  or  gruel,  or  roasted  kernels.  Even  if  on 
doesn’t  remove  the  outer  shell,  the  gruel  made  there 
from  is  still  useful  for  its  cleansing  effect  which  cannc 
be  attained  in  any  other  manner.  Indeed,  it  is  becaus 
the  power  of  barley  gruel  counteracts  the  strength  c J i 
lentils,  so  that  if  one  mixes  equal  quantities  (of  these 
together,  then  between  them  a food  is  produced  which 
among  the  most  nutritious  of  all  foods.  De  Alimentc , 
rum  Virtutibus  III 

Chap.  22:4.  The  brain  of  a bat,  prepared  with  hone; 
is  valuable  against  ophthalmia.  The  same  is  acccn 
plished  with  the  brain  of  Etaia  (lamb  or  sheep). 

Chap.  22:5.  Bile  of  the  ostrich,  the  al  adaga,  mixe  i 
with  honey  and  applied  to  the  eye,  is  of  value  for  opl 
thalmia.  If  it  is  cooked  in  oil  of  lilies,  however,  it  is  her 
eficial  for  weakness  of  vision.  De  Theriako  ad  Pisonen 

Chap.  22:37.  Staring  at  the  eyes  of  a wild  donke 
permanently  (guarantees)  healthy  vision,  and  helj 
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against  tearing  of  the  eyes.  He  (Ibn  Zohr),  further 
states  that  this  is  absolutely  true,  and  without  douht. 

Chap.  22:39.  If  one  paints  (the  eyes)  with  a gold  lo- 
tion, one’s  vision  is  strengthened  .... 

(Chap.  22:69.  Kidney  and  bladder  stones  should  be 
burned  (and  pulverized),  and  if  (they  are  then  prepared 
as  a liquid)  and  painted  (on  the  eyes),  liquefy  a cataract 
| (literally:  white  in  the  eye),  whether  the  latter  is  old  or 
i recent.  Similarly,  shiny-white  porcelain,  burned  and 
pulverized  and  dried  (that  is,  used  as  a powder)  and 
i mixed  with  some  dissolving  drugs  (liquefies  a cataract). 

Chap.  23:69.  The  waters  which  accumulate  in  the 
' eye  (aqueous  humor)  (produce)  what  physicians  call  (oc- 
ular) “tension.”  These  accumulate  between  the  crystal- 
line lens  and  the  corneal  membrane.  De  Usu  Partium 
X 

Chap.  23:70.  If  a hemorrhagic  inflammation  occurs 
to  the  membrane  known  as  scleraconjunctiva,  which  is 
the  white  of  the  eye,  this  is  called  conjunctivitis.  This 
inflammation  damages  one’s  visual  ability,  and  hinders 
its  normal  use.  However,  if  (ophthalmia)  due  to  red  bile 
develops  therein,  then,  because  of  its  burning,  it  leads  to 
“darkening  of  the  vision”  (blindness).  This  is  not  just 
possible,  (but  is  the  general  rule).  De  Morbis  et  Symp- 

■ tomis  IV 
i 

Chap.  23:71.  If  a site  on  the  cornea  becomes  corrod- 
ed, and  part  of  the  uveal  tunic  protrudes,  then  this  is 
called  a staphyloma.  The  pus  that  develops  beneath 
the  corneal  membrane  is  called  “hypopyon.”  If  the  eye- 
lids become  thickened  and  hardened  on  their  inner 
sides,  then  this  is  the  illness  called  “grape  scab”  (?  tra- 
choma). Eyelids  whose  appearance  is  red,  and  whose 
cilia  are  lacking,  (occur  in)  the  illness  called  “blephari- 
tis” (sulak  in  Arabic),  meaning  swelling  of  the  lids.  A 
lack  of  flesh  on  the  large  corner  of  the  eye  (medial  can- 
thus)  which  is  also  called  the  large  canthus,  is  an  illness 
■ spoken  of  as  “epiphora”  (?  dacryocystitis).  Miamir  IV 

Chap.  23:72.  A fistula  in  the  canthus  of  the  eye  is 
: called  a lacrimal  fistula  (gharab  in  Arabic).  The  hard 
membrane  which  is  on  the  inner  aspect  is  called  nabi- 
lath.  Miamir  V 

Chap.  24:35.  I have  already  observed  an  exceptional 
situation,  which  is  not  usual,  and  which  is  as  follows:  A 
young  boy  received  a blow  with  the  end  of  a knife,  near 
the  pupil.  Liquids  and  fluids  flowed  out  from  the  open- 
ing, and  the  pupil  of  his  eye  became  smaller,  and  the 
corneal  membrane  contracted  completely.  After  one 
had  engaged  in  his  therapy,  he  saw  well  again,  because 
■ those  liquids  which  had  suddenly  flowed  out  all  at  once, 
reaccumulated  slowly.  Such  a situation  occurs  only  sel- 
domly.  De  Morbis  et  Symptomis  IV 

Chap.  24:20.  If  one  observes  a man  who  has  conjunc- 
■ tivitis,  and  if  one  is  not  accustomed  to  seeing  this,  then 


e:r 


one’s  eyes  will  at  first  begin  to  fill  with  liquid  (tears).  If 
one  continues  to  stare,  then  conjunctivitis  will  also  occur 
in  oneself.  Similarly,  sometimes  a man  sees  his  friend 
urinating  or  defecating  or  yawning  or  eructating,  and 
this  seems  to  force  him  to  perform  the  same  activity. 
De  Motu  Liquidis 

Conclusion 

Maimonides  died  on  December  13,  1204,  and 
was  buried  in  Tiberias,  Palestine.  The  Christian, 
Moslem,  and  Jewish  worlds  mourned  him.  His  lit- 
erary ability  was  incredible  and  his  knowledge  en- 
cyclopedic. He  mastered  nearly  everything  known 
in  the  fields  of  theology,  mathematics,  law,  philos- 
ophy, astronomy,  ethics,  and,  of  course,  medicine. 
As  a physician,  he  treated  disease  by  the  scientific 
method,  not  by  guesswork,  superstition,  or  rule  of 
thumb.  His  attitude  toward  the  practice  of  medi- 
cine came  from  his  deep  religious  background, 
which  made  the  preservation  of  health  and  life  a 
divine  commandment.  His  inspiration  lives  on 
through  the  years,  and  his  position  as  one  of  the 
medical  giants  of  history  is  indelibly  recorded.  He 
was  physician  to  sultans  and  princes,  and,  as  Sir 
William  Osier  said,  “He  was  Prince  of  Physicians.” 
The  heritage  of  his  great  medical  writings  is  being 
more  and  more  appreciated.  To  the  Jewish  peo- 
ple he  symbolized  the  highest  spiritual  and  intel- 
lectual achievement  of  man  on  this  earth;  as  so 
aptly  stated,  “From  Moses  to  Moses  there  never 
arose  a man  like  Moses,”  and  none  has  since. 

Acknowledgment.  The  author  is  indebted  to  Mrs.  Sophie 
Falk  for  typing  the  manuscript. 
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Questions  and  Answers 

Is  propoxyphene  ( Daruon ) addictive? 

Propoxyphene  was  introduced  into  therapeutics  as  a 
substitute  for  codeine  in  1957.  Early  studies  suggested 
that  the  drug  had  few  addictive  qualities,  although  it 
was  known  that  propoxyphene  can  partially  suppress 
the  morphine  abstinence  syndrome  in  both  monkeys 
and  man.1 

The  first  case  report  of  propoxyphene  dependence  ap- 
peared in  the  literature  in  1963. 1 A twenty-eight-year- 
old  male  patient  with  a history  of  multiple-drug  addic- 
tion was  taking  between  960  and  1,950  mg.  per  day.  He 
was  successfully  detoxified  over  a fifteen-day  period, 
but  approximately  two  months  after  discharge  he  re- 
gressed to  abuse  of  the  drug  once  again.  Claghorn  and 
Schoolar2  published  a report  of  3 further  cases  of  pro- 
poxyphene abuse  in  1966.  Among  these  cases  was  the 
first  published  report  of  “shooting”  propoxyphene  pel- 
lets, dissolved  in  water,  intravenously.  Thrombophlebi- 
tis was  a common  complication  of  this  practice. 

Further  case  reports  of  propoxyphene  abuse  have 
been  published  by  Kane  and  Norton,3  Salguero  et  al.,4 
Collins  and  Mathes,5  and  Wolfe  et  al ,6  Owen7  claimed 
that  propoxyphene,  administered  principally  orally,  was 
reportedly  the  most  commonly  abused  drug  in  the  Mil- 
waukee area  among  the  younger  drug  users.  In  a study 
of  41  deaths  in  which  propoxyphene  was  involved  over  a 
two-year  period,  4 of  the  patients  were  categorized  as 
“drug  abusers”  due  to  historical  circumstances.8  The 
high  levels  of  propoxyphene  present  in  these  patients 
suggested  habituation  in  3 instances. 

Based  on  these  reports  it  is  clear  that  propoxyphene 
can  cause  dependence. 

1.  Elson,  A.,  and  Domino,  E.:  Dextro  propoxyphene  addic- 
tion, J.A.M.A.  183:  482  (1963). 

2.  Claghorn,  J.  L.,  and  Schoolar,  J.  C.:  Propoxyphene  hy- 
drochloride, a drug  of  abuse,  ibid.  196:  137  (1966). 

3.  Kane,  F.,  and  Norton,  J.:  Addiction  to  propoxyphene, 

ibid.  211:300  (1970). 

4.  Salguero,  C.,  et  al.:  Propoxyphene  dependence,  ibid.  210: 
135  (1969). 

5.  Collins,  M.,  and  Mathis,  J.:  Addiction  to  intravenous 

Darvon,  Oklahoma  M.  A.  J.  60:  609  (1967). 

6.  Wolfe,  R.,  et  al.:  Propoxyphene  (Darvon)  addiction  and 
withdrawal  syndrome,  Ann.  Int.  Med.  70:  773  (1969). 

7.  Owen,  N.:  Abuse  of  propoxyphene,  J.A.M.A.  216:  2016 
(1971). 
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Walter  Modell,  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
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extension  131. 
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What  reports  do  you  have  regarding  the  use  of  pro-  5 
pranolol  (Inderal)  in  the  treatment  of  anxiety? 

Anxiety  affects  the  human  organism  in  part  by  beta 
adrenergic  stimulation,  and  for  this  reason  the  beta- 
blocking drugs  have  antianxiety  properties.  Tachycar- 
dia, tremor,  sweating,  and  palpitations  are  commor 
manifestations  of  anxiety  which  may  be  diminished  b} 
beta  blockade.1  In  a controlled  trial  administered  tc 
anxious  outpatients,  propanolol  was  shown  to  be  as  ef 
fective  as  chlordiazepoxide  (Librium)  in  alleviating  tht 
somatic  manifestations  of  anxiety.2 

The  short-term  effects  of  propranolol  on  a smal 
group  of  schizophrenic  patients  was  described  by  Ats 
mon  et  al.3  All  patients  exhibited  a decrease  in  mani< 
behavior,  amelioration  of  thought  disorder,  subjectivi 
reduction  in  hallucinations,  and  relief  of  anxiety.  Or 
withdrawal  of  propranolol  therapy  these  symptoms  re 
turned. 

In  a controlled  study  in  chronic  alcoholic  patients  wh< 
presented  symptoms  of  anxiety  and  tension,  propranolo 
did  not  show  any  clear  trends  of  superiority  over  a pla 
cebo.4  Linken5  provided  a brief  report  of  3 patients  ii 
anxiety  states  subsequent  to  LSD  (lysergic  acid  dieth 
ylamide)  ingestion  whose  symptoms  were  relieved  oi 
the  addition  of  propranolol  to  their  drug  regimen. 

Brewer6  reported  on  the  beneficial  effects  of  beta  ad 
renergic  blockade  on  “exam  nerves.”  His  results  clearl;  i 
showed  that  propranolol  caused  no  impairment  of  exam  j 
ination  performance  and  may  actually  have  improve* 
performance  in  those  who  would  otherwise  have  beei 
handicapped  by  severe  anxiety,  especially  when  cardio 
vascular  symptoms  were  prominent. 
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Recently  an  article  appeared  in  the  New  York  Time: 
December  14,  1973,  concerning  severe  colitis  associates 
with  lincomycin  and  clindamycin  therapy.  Do  yo  | 
have  any  information  concerning  severe  colitis  associ | 
ated  with  these  drugs? 

Diarrhea  often  develops  in  patients  receiving  lincomj 
cin  (Lincocin)  therapy;  however,  it  also  has  been  rt 
ported  that  conditions  resembling  acute  ulcerative  col 
tis  and  pseudomembranous  colitis  have  been  associate 
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with  lincomycin  and  clindamycin  (Cleocin)  therapy. 
Severe  diarrhea,  sometimes  tainted  with  blood  or  mucus 
and  pus,  has  been  observed  during  lincomycin  therapy 
and,  less  frequently,  with  clindamycin.  The  diarrhea  is 
more  common  after  oral  administration  than  after  par- 
enteral use  and  can  result  in  acute  colitis.1 

Kaplan  and  Weinstein2  indicate  that  with  lincomycin 
administration,  a clinical  picture  simulating  acute  ulcer- 
ative colitis  may  appear  with  fever,  severe  abdominal 
cramps,  intestinal  distention,  leukocytosis,  and  blood 
and  mucus  in  the  stool. 

Scott  et  al.3  have  recently  described  8 patients  with 
pseudomembranous  colitis,  a disease  with  an  apprecia- 
ble mortality  rate.  In  7 of  the  8,  the  administration  of 
lincomycin  preceded  the  illness;  3 of  the  7 received  only 
parenteral  lincomycin.  The  authors  indicate  that  it  ap- 
pears likely  that  lincomycin  is  a cause  of  pseudomem- 
branous colitis,  and  they  anticipate  that  the  related 
drug  clindamycin  will  also  be  associated  with  the  dis- 
ease. Benner  et  al .*  and  Ecker  et  al  .5  also  have  reported 
pseudomembranous  colitis  associated  with  lincomycin. 

In  conclusion,  whether  lincomycin  and  clindamycin 
are  a common  cause  of  certain  forms  of  colitis  remains 
to  be  determined.  One  should  be  aware  that  such  ef- 
fects have  been  associated  with  this  therapy. 
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Do  you  have  information  concerning  the  use  of  propox- 
yphene napsylate  (Darvon-N)  in  treating  heroin  addic- 
tion? 

Our  search  revealed  one  reference  concerning  the  use 
of  propoxyphene  napsylate  for  heroin  addiction.1 

First,  it  should  be  noted  that  propoxyphene  napsylate 
is  not  approved  by  the  Food  and  Drug  Administration 
for  use  in  heroin  detoxification  or  maintenance  pro- 
grams. Furthermore,  Eli  Lilly  and  Company  does  not 
recommend  its  utilization  for  these  purposes,  since  safe- 


ty and  efficacy  data  are  not  sufficient  to  support  such 
use.2 

Tennant  et  al.1  have  recently  reported  preliminary  re- 
sults of  treatment  of  heroin  addicts  with  propoxyphene 
napsylate.  The  report  states  that  as  of  August  1,  1973, 
three  Los  Angeles  programs  had  detoxified  280  heroin 
addicts,  and  an  additional  92  addicts  have  been  main- 
tained on  an  outpatient  basis  with  propoxyphene  napsy- 
late for  periods  ranging  up  to  three  hundred  days. 
Daily  maintenance  doses  of  70  current  patients  ranged 
from  400  mg.  to  1,500  mg.  per  day,  with  a mean  dose  of 
800  mg.  per  day.  Tennant1  has  indicated  that  subse- 
quently, numerous  reports  have  reached  him  that  indi- 
cate propoxyphene  napsylate  treatment  is  spreading  at 
a faster  rate  than  current  data  on  effectiveness  and  safe- 
ty may  warrant.3  Compared  to  methadone  mainte- 
nance, the  effectiveness  of  propoxyphene  napsylate 
maintenance  is  unknown. 

The  report  concluded  that  despite  initial  indications 
of  relative  safety,  caution  with  propoxyphene  napsylate 
treatment  appears  necessary  until  further  studies  are 
completed. 

1.  Tennant,  F.  S.,  Jr.,  et  al.:  Treatment  of  heroin  addicts 
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19)  1973. 
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19)  1973. 

JACK  M.  ROSENBERG,  M.S.,  Pharm.D. 

Associate  Professor  of  Pharmacy 
Director  of  Clinical  Pharmacy  and  Drug  Information  Services 
Brooklyn  College  of  Pharmacy,  Long  Island  University, 

and  Project  Director,  New  Jersey  Regional  Medical  Program 
Pharmaceutic  and  Therapeutic  Drug  Information  Center, 
The  Valley  Hospital,  Ridgewood,  New  Jersey 
PETER  J.  GUZZETTI,  B.S.,  Pharm. 

Assistant  Director  of  Drug  Information  Services 
Brooklyn  College  of  Pharmacy 
SALVATORE  P.  PERITORE,  M.S. 
Director  of  Pharmacy  Services 
The  Valley  Hospital 
Ridgewood,  New  Jersey 
KENNETH  A.  ANDERSON,  B.S.,  Pharm. 

Associate  Director  of  Pharmacy  Services 
The  Valley  Hospital 
Ridgewood,  New  Jersey 


April  1974  / New  York  State  Journal  of  Medicine  705 


Obituaries 


Fritz  W.  Ackermann,  M.D.,  of  Forest  Hills,  died  on 
February  2 at  the  age  of  eighty-four.  Dr.  Ackermann 
received  his  medical  degree  from  the  University  of 
Freiburg  in  1914.  Retired,  he  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nathaniel  Appelbaum,  M.D.,  of  Brooklyn,  died  on 
January  20.  Dr.  Appelbaum  graduated  in  1914  from 
Long  Island  College  Hospital. 

Charles  Beck,  M.D.,  of  New  York  City,  died  on  Febru- 
ary 19  at  the  age  of  fifty-eight.  Dr.  Beck  graduated  in 
1939  from  New  York  University  School  of  Medicine. 
He  was  an  assistant  attending  (special  service)  psychia- 
trist at  The  Mount  Sinai  Hospital.  Dr.  Beck  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alexander  Nahum  Bick,  M.D.,  of  Albany,  died  on 
February  19  at  the  age  of  seventy-two.  Dr.  Bick  re- 
ceived his  medical  degree  from  the  University  of  Padova 
in  1927.  He  was  a member  of  the  American  Academy  of 
Family  Practice,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hobart  M.  Brockway,  Jr.,  M.D.,  of  Fishkill,  died  on 
August  23,  1973,  at  the  age  of  fifty-three.  Dr.  Brockway 
graduated  in  1953  from  the  University  of  Rochester 
School  of  Medicine  and  Dentistry.  He  was  an  assistant 
attending  obstetrican  and  gynecologist  at  Vassar  Broth- 
ers Hospital.  Dr.  Brockway  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists, 
and  a member  of  the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  J.  Cicero,  M.D.,  of  Bronxville,  died  on  May  4, 
1973.  Dr.  Cicero  graduated  in  1942  from  Creighton 
University  School  of  Medicine.  He  was  an  attending 
anesthesiologist  at  Pelham  Bay  General  Hospital. 

John  Isaac  Cotter,  M.D.,  of  Poughkeepsie,  died  on 
January  17  at  the  age  of  ninety-two.  Dr.  Cotter  gradu- 
ated in  1904  from  Albany  Medical  College.  He  was  a 
member  of  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  Francis  Duggan,  M.I).,  of  Utica,  died  on  Feb- 
ruary 12  at  the  age  of  seventy-two.  Dr.  Duggan  gradu- 


ated in  1927  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a senior  ophthalmologist  at 
St.  Elizabeth  Hospital.  Dr.  Duggan  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a member  of 
the  American  Ophthalmological  Society,  the  Utica 
Academy  of  Medicine,  the  Oneida  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Saul  Freedman,  M.D.,  of  Port  Chester,  died  on  March 
1 at  the  age  of  seventy-four.  Dr.  Freedman  graduated 
in  1927  from  Boston  University  School  of  Medicine.  He 
was  chief  of  emergency  medicine  at  Nyack  Hospital. 
Dr.  Freedman  was  a Fellow  of  the  International  College 
of  Surgeons  and  a member  of  the  International  Acade- 
my of  Proctology,  the  Westchester  Academy  of  Medi- 
cine, the  Westchester  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Irving  Friedenreich,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  The  Bronx,  died  on  June  11,  1973,  at  the  age 
of  eighty-four.  Dr.  Friedenreich  graduated  in  1911 
from  Cornell  University  Medical  College.  He  had  been 
an  assistant  adjunct  radiologist  (off  service)  at  the 
Bronx-Lebanon  Hospital  Center.  Dr.  Friedenreich  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Emanuel  Glass,  M.D.,  of  Dennis,  Massachusetts,  for- 
merly of  New  Rochelle,  died  on  January  23  at  the  age  of 
seventy-seven.  Dr.  Glass  graduated  in  1930  from  Long 
Island  College  Hospital.  He  had  been  a consultant  in 
medicine  at  New  Rochelle  Hospital.  Dr.  Glass  was  a 
member  of  the  American  Geriatrics  Society,  the  Clinical 
Society,  New  York  Diabetes  Association,  the  New  York 
State  Society  of  Internal  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harold  William  Grosselfinger,  M.D.,  of  Suffern,  died 
on  January  23  at  the  age  of  sixty-two.  Dr.  Grosselfinger 
graduated  in  1936  from  the  University  of  Rochester 
School  of  Medicine  and  Dentistry.  He  was  an  attending 
orthopedic  surgeon  at  Good  Samaritan  and  Nyack  Hos- 
pitals and  a consultant  orthopedist  at  Tuxedo  Memorial 
Hospital,  Letchworth  Village,  and  Summit  Park  Hospi- 
tal. Dr.  Grosselfinger  was  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Rock- 
land County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Arno  David  Gurewitsch,  M.D.,  of  New  York  City,  died 
on  January  30  at  the  age  of  seventy-one.  Dr.  Gure- 
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witsch  received  his  medical  degree  from  the  University 
of  Basel  in  1933.  He  was  director  emeritus  of  medicine 
at  Blythedale  Children’s  Hospital.  Dr.  Gurewitsch  was 
a Diplomate  of  the  American  Board  of  Physical  Medi- 
cine and  Rehabilitation  and  a member  of  the  American 
Academy  of  Physical  Medicine  and  Rehabilitation,  the 
Pan  American  Medical  Association,  the  New  York  Soci- 
ety for  Physical  Medicine  and  Rehabilitation,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Henry  Keutmann,  M.D.,  of  Rochester,  died  on  January 
28  at  the  age  of  seventy-seven.  Dr.  Keutmann  gradu- 
ated in  1928  from  Harvard  University  Medical  School. 
He  was  a Fellow  of  the  American  College  of  Physicians 
and  a member  of  the  Endocrine  Society,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Francis  Dunn  Maloney,  M.D.,  of  Garden  City,  died  on 
February  26  at  the  age  of  sixty-seven.  Dr.  Maloney 
graduated  in  1932  from  Jefferson  Medical  College  of 
Philadelphia.  He  was  consulting  obstetrician  and  gyne- 
cologist at  Mercy  Hospital  (Rockville  Centre),  a consult- 
ing obstetrician  at  Good  Samaritan  Hospital  (West 
Islip),  a consulting  obstetrician  and  gynecologist  at 
Southside  Hospital  (Bay  Shore),  and  an  attending  ob- 
stetrician and  gynecologist  at  Nassau  County  Medical 
Center.  Dr.  Maloney  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Gastroenterology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  a mem- 
ber of  the  Aerospace  Medical  Association,  the  Nassau 
County  Medical  Society  (and  a former  president),  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Burton  Peek  Me  Hugh,  M.D.,  of  New  York  City,  died 
on  February  17  at  the  age  of  forty-one.  Dr.  Me  Hugh 
graduated  in  1959  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  assistant  attend- 
ing physician  at  St.  Luke’s  Hospital  Center.  Dr.  Me 
Hugh  was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  W.  McKeever,  M.D.,  of  Newburgh,  died  on  Au- 
gust 17,  1973,  at  the  age  of  seventy-nine.  Dr.  McKeever 
graduated  in  1916  from  Albany  Medical  College.  He 
was  a member  of  the  Orange  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Byrd  Farmer  Merrill,  M.D.,  of  New  York  City,  died 
on  January  10  at  the  age  of  forty-three.  Dr.  Merrill 
graduated  in  1944  from  Jefferson  Medical  College  of 
Philadelphia.  He  was  a member  of  the  Industrial  Medi- 
cal Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 

Marina  P.  Meyers,  M.D.,  of  Glen  Cove,  died  on  Janu- 
ary 27  at  the  age  of  forty-nine.  Dr.  Meyers  graduated  in 


1950  from  Yale  University  School  of  Medicine.  She  was 
an  associate  attending  ophthalmologist  at  Community 
Hospital  at  Glen  Cove.  Dr.  Meyers  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otlaryn- 
gology,  the  Pan  American  Medical  Association,  the  New 
York  Ophthalmology  Society,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Miller,  M.D.,  of  New  York  City,  died  on  January 
11.  Dr.  Miller  graduated  in  1922  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

David  L.  Milliken,  M.D.,  of  New  York  City,  died  on 
November  17,  1973,  at  the  age  of  seventy-four.  Dr.  Mil- 
liken graduated  in  1926  from  Tufts  University  School  of 
Medicine.  He  was  an  associate  attending  pediatrician 
at  Bronx  Municipal  Hospital  Center.  Dr.  Milliken  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Howard  Addison  Plank,  M.D.,  of  Islip,  died  on  Febru- 
ary 14.  Dr.  Plank  graduated  in  1919  from  Washington 
University  School  of  Medicine,  St.  Louis.  He  was  a con- 
sulting surgeon  at  French  and  Polyclinic  Medical  School 
and  Health  Center.  Dr.  Plank  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a Fellow  of  the  Ameri- 
can College  of  Surgeons. 

John  Louis  Sengstack,  M.D.,  of  Huntington,  died  on 
January  29  at  the  age  of  seventy-nine.  Dr.  Sengstack 
graduated  in  1917  from  New  York  Medical  College.  He 
was  an  emeritus  member  of  the  medical  staff  at  Hun- 
tington Hospital.  Dr.  Sengstack  was  a member  of  the 
American  Academy  of  Family  Practice,  the  Pan  Ameri- 
can Medical  Association,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Samuel  Slovak,  M.D.,  of  Far  Rockaway  and  West 
Hempstead,  died  on  December  25,  1973,  at  the  age  of 
sixty-five.  Dr.  Slovak  graduated  in  1932  from  Universi- 
ty and  Bellevue  Hospital  Medical  College.  He  was  an 
associate  attending  physician  in  medicine  at  La  Guardia 
Hospital  and  an  oncologist  at  Montefiore  Hospital  and 
Medical  Center.  Dr.  Slovak  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Cardiology  and  a member  of  the 
New  York  Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Sabato-Vincent  Sordillo,  M.D.,  of  Whitestone,  died  on 
February  27  at  the  age  of  fifty-six.  Dr.  Sordillo  gradu- 
ated in  1942  from  Cornell  University  Medical  College. 
He  was  an  attending  neurosurgeon  at  St.  John’s  Queens 
Hospital  and  an  associate  attending  neurosurgeon  at 
Lenox  Hill  Hospital.  Dr.  Sordillo  was  a Diplomate  of 
the  American  Board  of  Neurological  Surgery  and  a 
member  of  the  American  Association  of  Neurological 
Surgeons,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Eric  W.  Stern,  M.D.,  of  Corning,  died  on  February  7 at 
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the  age  of  fifty-nine.  Dr.  Stern  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1938.  He  was  a 
staff  anesthesiologist  at  Corning  Hospital.  Dr.  Stern 
was  a member  of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  American  Academy  of  Family  Practice, 
the  New  York  State  Society  of  Anesthesiologists,  the 
Steuben  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Oscar  Tanne,  M.D.,  of  Maspeth,  died  on  January  5 at 
the  age  of  sixty-eight.  Dr.  Tanne  received  his  medical 
degree  from  the  University  of  Bratislava  in  1932.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Franklin  Babbitt  Theis,  M.D.,  of  Nyack,  died  on  Feb- 
ruary 17  at  the  age  of  sixty-nine.  Dr.  Theis  graduated 


Spontaneous  regression  of  cancer  symposium 


in  1930  from  New  York  Medical  College.  He  was  a con- 
sulting ophthalmologist  at  Nyack  Hospital.  Dr.  Theis 
was  a Diplomate  of  the  American  Board  of  Ophthalmol- 
ogy, a Diplomate  of  the  American  Board  of  Otolaryngol- 
ogy, a Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Rockland  County  Medical  Soci- 
ety (and  a former  president),  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Fanny  Alesker  Zadeh,  M.D.,  of  New  York  City,  died 
on  January  19  at  the  age  of  seventy-six.  Dr.  Zadeh  re- 
ceived her  degree  from  the  University  of  Baku.  She  was 
a member  of  the  American  Medical  Women’s  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


A symposium  on  “Spontaneous  Regression  of  Cancer”  will  be  held  May  9 and  10,  1974,  at  J.  H.  M.  I.,  Turner  Audi- 
torium, Baltimore,  Maryland. 

The  symposium  is  sponsored  by  the  Johns  Hopkins  Medical  Institutions  and  the  American  Cancer  Society.  An 
outstanding  international  faculty  will  address  themselves  to  both  the  clinical  and  research  aspects  of  this  most  impor- 
tant topic. 

The  chairman  is  Kdward  F.  Lewison,  M.I).  Attendance  is  limited  to  the  first  500  applications. 

For  details  please  write:  Ms.  Maria  M.  Heyssel,  Turner  19,  The  Johns  Hopkins  Hospital,  Baltimore,  Maryland 
21205. 


708  New  York  State  Journal  of  Medicine  / April  1974 


Free  and  Clear ! 


The  New 
10th  Edition 
of  the  Bio- Science 


Handbook 


Send  for  your  free  copy  of  the  new  10th  edition  of  the  Bio- 
Science  Laboratories  Handbook  of  Specialized  Diagnostic 
Laboratory  Tests.  Written  in  clear,  concise  language,  this  handy 
200-page  reference  guide  objectively  discusses  both  advantages 
and  limitations  of  important  specialized  diagnostic  tests. 

Used  by  many  teaching  institutions  for  training  of  medical  and 
laboratory  personnel,  it  is  a valuable  and  handy  reference  full 
of  information  hard  to  find  else- 
where. This  is  a one  of  a kind  lll(||  RiruQripnCP 

offer  and  is  available  only  from  111111  i 'u~ ZrJl’ 

Bio-Science  Laboratories,  with-  ^ ^ L3DO’*3TOn0S 

out  charge,  to  physicians  and  Van  Nuys,  California 

laboratory  personnel.  Branches: 

Philadelphia  • New  York 
Beverly  Hills  • Century  City 


Bio-Science  Laboratories 


Main  Laboratory,  Dept.  W W 

7600  Tyrone  Avenue,  Van  Nuys,  California  91405 


□ Please  send  me  your  complimentary 
Handbook  of  Specialized  Diagnostic 
Laboratory  Tests. 


□ I may  have  need  for  your  services. 

Send  me  a fee  schedule  and  a small  supply  of  postage- 
paid  mailing  containers. 


1 


NAME  (please  print) 


ADDRESS 


CITY  STATE  ZIP 


709 


continued  from  page  625 

nell,  explained  that  the  antiserum,  which  contains  anti- 
bodies against  a component  found  on  the  surface  of  all 
male  cells,  was  obtained  by  grafting  female  mice  with 
male  mouse  tissues.  This  had  the  effect  of  immunizing 
the  females  against  the  male  factor.  Antiserum  pre- 
pared from  the  blood  of  such  immunized  females  con- 
tains antibody  to  this  male  factor. 

AAP  offers  model  newborn  insurance  bill 

A model  law  requiring  health  insurance  coverage  for 
newborn  infants  from  the  moment  of  birth  has  been  de- 
veloped by  the  American  Academy  of  Pediatrics’  Com- 
mittee on  Third  Party  Payment  Plans. 

The  model  bill,  developed  with  the  assistance  of  the 
Health  Insurance  Association  of  America,  is  designed  to 
help  AAP  chapters  and  other  groups  seeking  to  change 
insurance  statutes  in  the  dozens  of  states  where  cover- 
age now  excludes  the  newborn  for  periods  ranging  from 
fourteen  to  ninety  days. 

Regional  medical  program  gets  new  $200,686 

Central  New  York  Regional  Medical  Program  which 
at  one  point  was  scheduled  to  die  in  December,  1973, 
has  received  a grant  of  $200,686  for  the  first  six  months 
of  1974  from  Regional  Medical  Program  Service  of  the 
U.S.  Department  of  Health,  Education,  and  Welfare  and 
sees  the  possibility  of  as  much  as  $350,000  more  this 
spring  and  $800,000  for  fiscal  1975,  John  Murray, 
CNYRMP  director  has  announced. 

The  chance  of  additional  funds  is  due  to  final  signing 
of  the  fiscal  1974  appropriation  bill  and  the  Administra- 
tion’s release  of  $1.5  billion  in  HEW  funds  impounded 
during  fiscal  1973  of  which  $89  million  is  earmarked  for 
regional  medical  programs  nationally.  Until  last  sum- 
mer, all  regional  medical  programs  had  been  scheduled 
for  December  phase-out,  but  Congress  reversed  the  cur- 
tailment plan. 

Critics  of  medicine  unfair  to  public 

In  a speech  to  the  Kings  County  Medical  Society  on 
January  15,  Columbia  University  Professor  Harry 
Schwartz  berated  the  members  for  allowing  the  current 
“barrage  of  hate  propaganda  against  American  medi- 
cine” to  continue  unanswered.  A former  editor  of  the 
New  York  Times  and  author  of  “The  Case  For  Ameri- 
can Medicine,”  Professor  Schwartz  feels  it  is  time  for 
the  profession  to  stand  up  to  its  critics. 

“All  the  focus  recently  has  been  on  what  is  wrong,”  he 
said.  “No  one  mentions  all  the  miracles  that  doctors 
perform  every  single  day.  Not  just  technical  miracles,” 
he  explained,  “but  miracles  of  compassionate  treatment 
as  well.” 

Professor  Schwartz  was  quick  to  admit  that  American 
Medicine  isn’t  perfect;  that  there  are  abuses  which  must 
be  cleaned  up.  “But  why  do  we  hear  only  of  the  Medi- 
caid scandal  or  an  unnecessary  operation,”  he  asked. 
“Why  don’t  we  ever  hear  how  the  infant  mortality  rate 
has  dropped  by  30  per  cent  since  1965;  or  about  Louie 
Russell,  the  Black  Man  from  Indianapolis  who  was  liter- 
ally rescued  from  the  grave  by  means  of  a heart  trans- 
plant five  years  ago?” 

By  not  answering  the  vitriolic  attacks  by  critics,  Pro- 
fessor Schwartz  feels  that  American  Medicine  is  not 
being  fair  to  itself  or  to  the  public. 


Leprosy  still  a world-wide  disease 

On  the  occasion  of  WORLD  LEPROSY  DAY,  Janu- 
ary 27,  Reverend  Joseph  J.  Walter,  S.J.,  Director  of  the 
Catholic  Medical  Mission  Board,  Inc.,  10  West  17th 
Street,  New  York  City  10011,  announced  that  its  Board 
had  included  a total  of  over  18  million  and  a-half 
(18,700,000)  tablets  of  the  leprosy-arresting  drug,  DDS 
(diaminodiphenyl  sulfone)  with  its  free  medical  ship- 
ments for  mission  hospitals  and  dispensaries  in  27 
countries  during  1973. 

Countries  in  Africa,  Asia,  South  and  Central  America, 
and  the  South  Pacific  have  been  the  recipients  of  this 
still  drug  of  choice  in  the  treatment  of  leprosy,  with  the 
Cameroons,  India,  Laos,  Sierra  Leone,  and  Zaire  receiv- 
ing the  largest  quantities. 

Radically  new  kind  of  x-ray  machine 

The  New  York  Hospital-Cornell  Medical  Center  re- 
cently acquired  and  put  into  clinical  operation  a radical- 
ly new  kind  of  x-ray  machine  for  the  investigation  and 
diagnosis  of  a wide  variety  of  brain  disorders.  The 
Medical  Center  is  the  first  in  this  area,  and  the  seventh 
in  the  U.S.,  to  introduce  and  put  into  operation  the 
giant  2 \ ton,  $350,000  machine.  “It  represents  the 
most  revolutionary  advance  in  radiological  diagnostic 
equipment  to  have  been  developed  in  the  past  half  cen- 
tury,” said  John  A.  Evans,  M.D.,  Radiologi'st-in-Chief  at 
The  New  York  Hospital  and  Chairman  of  the  Depart- 
ment of  Radiology  at  Cornell  University  Medical  Col- 
lege. 

Called  the  EMI-SCANNER  system,  after  the  British 
firm  EMI  Ltd.,  which  developed  it,  the  device  which  is 
painless  and  safe  to  patients,  permits  doctors  for  the 
first  time  to  peer  through  dense  skull  bones  to  see  the 
brain  in  cross  section,  thus  providing  information  that 
was  previously  impossible  to  obtain.  The  scanner 
makes  it  possible  for  the  first  time  to  produce  accurate 
and  detailed  pictures  of  brain  tissue.  Details  of  healthy 
and  diseased  brain  tissue,  which  have  very  minor  differ- 
ences in  absorptive  characteristics,  are  masked  in  con- 
ventional x-ray  pictures  by  the  surrounding  denser  bone 
of  the  skull. 

“The  new  computer-aided  brain  scanner,  which  great- 
ly increases  our  capability  to  diagnose,  rapidly  and  pre- 
cisely, many  different  diseases  of  the  brain  without  any 
risk  or  discomfort  to  the  patient,  represents  a major 
breakthrough  in  the  investigation  of  brain  disease,”  said 
Fred  Plum,  M.D.,  Neurologist-in-Chief  at  the  Hospital 
and  Chairman  of  the  Department  of  Neurology  in  the 
Medical  College. 

Major  City  hospital  renamed  in  honor  of  black 
physician,  Dr.  Arthur  C.  Logan 

Knickerbocker  Hospital,  which  serves  a community  of 
approximately  one-half  million  people,  was  formally 
dedicated  recently  as  the  Arthur  C.  Logan  Memorial 
Hospital.  It  is  the  first  major  hospital  in  the  City  to  be 
named  in  honor  of  a black  physician. 

Dr.  Logan,  who  died  November  25,  1973,  was  associ- 
ated with  the  hospital  for  many  years.  He  originated 
the  plan  to  build  Manhattanville  Health  Park,  a com- 
munity health  project  which  will  include  a new  physical 
plant  for  the  former  Knickerbocker  Hospital,  and  re- 
place Sydenham  Hospital,  a municipal  hospital  in  Har- 
lem, where  Dr.  Logan  was  a visiting  surgeon. 
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Medical  Meetings 


National  conference  on  rural  health 

The  27th  national  conference  on  rural  health  will  he 
I held  at  the  Detroit  Hilton  Hotel,  Detroit,  Michigan, 

I April  25  to  26,  1974.  The  program  is  acceptable  for  ten 

1(10)  prescribed  hours  by  the  American  Academy  of 
Family  Physicians. 

For  further  information,  write  or  telephone:  Bond  L. 
( Bible,  Ph.D.,  Secretary,  American  Medical  Association, 

I 535  North  Dearborn  Street,  Chicago,  Illinois  60610;  tele- 
phone (312) 751-6000. 

Refresher  course  in 
radiation  therapy  and  physics 

A refresher  course  in  radiation  therapy  and  physics 
will  be  held  May  6 through  10,  1974  (9  a.m.  to  5 p.m.),  at 
Queens  Hospital  Center,  Jamaica,  New  York.  A com- 
I prehensive  review  of  the  principles  of  radiation  therapy, 

, radiation  physics,  and  radiology  will  be  offered  by  the 
Radiation  Medicine  Department. 

The  course  is  designed  for  practicing  physicians  in  ra- 
diation therapy  and  special  attention  to  residents  pre- 
paring for  radiology  Boards.  The  course  is  acceptable 
! for  forty  (40)  credit  hours  in  Category  1 for  the  Physi- 
■ cian's  Recognition  Award  of  the  American  Medical  As- 
| sociation. 

The  program  chairmen  will  be:  James  H.  Davenport, 
M.D.,  Physician-in-Charge,  Radiation  Medicine  Depart- 
ment, and  Gerald  Shapiro,  senior  physicist. 

For  further  information  write  to:  Jan  J.  Smulewicz, 
M.D.,  Director.  Department  of  Radiology,  Queens  Hos- 
pital Center  Affiliate/Long  Island  Jewish-Hillside  Medi- 
cal Center,  82-68  164th  Street,  Jamaica,  New  York 
11432. 

Cancer  Society  funds  detection,  prevention 
workshop  for  dentists 

The  Dental  Society  of  the  State  of  New  York  has  re- 
ceived a $1,500  grant  from  the  American  Cancer  Society, 
New  York  City  Division,  to  conduct  a one-day  profes- 
» sional  workshop  on  the  detection  and  prevention  of  oral 
cancer. 

Announcement  of  the  grant  was  made  jointly  by  the 
cancer  and  dental  societies. 

The  workshop  will  be  conducted  Wednesday,  May  22, 
during  the  annual  meeting  of  The  Dental  Society  of  the 
State  of  New  York.  The  society’s  sessions  will  extend 
from  May  18  through  May  23  at  the  Concord  Hotel  with 
an  expected  registration  of  more  than  2,000  dentists. 

Dr.  Andrew-  Linz,  professor  of  clinical  dentistry  at  Co- 
lumbia University,  will  chair  the  workshop  program. 
Dr.  Linz  is  chairman  of  the  dental  society’s  Committee 
on  Oral  Cancer  and  is  president  of  the  First  District 

Material  for  inclusion  in  the  medical  meetings  section  must 
De  received  six  weeks  prior  to  publication  date. 


Dental  Society,  a component  of  the  state  organization  in 
Manhattan  and  The  Bronx. 

Two  physicians  and  two  dentists  are  on  the  panel. 
The  physicians  are  Henry  Clement  Pitot,  M.D.,  director 
of  the  University  of  Wisconsin’s  McArdle  Laboratory  for 
Cancer  Research,  and  Stephen  J.  Alderman,  M.D.,  di- 
rector of  the  division  of  radiation  therapy  at  Roosevelt 
Hospital  here.  The  dentists  are  Dr.  George  W.  Greene, 
Jr.,  of  the  dental  school  of  the  State  University  at  Buffa- 
lo and  consultant  on  oral  tumors  to  the  American  Medi- 
cal Association,  and  Dr.  John  B.  Stoll,  attending  dentist 
at  Memorial  Hospital  for  Cancer  and  Allied  Diseases. 

Refresher  course  in  pediatrics 

An  intensive  refresher  course  in  pediatrics  is  being  of- 
fered at  the  State  University  of  New  York  at  Buffalo 
School  of  Medicine  under  the  sponsorship  of  the  Bureau 
of  Maternal  and  Child  Health,  New  York  State  Depart- 
ment of  Health.  It  is  intended  primarily  for  general 
practitioners  but  pediatricians  will  also  find  the  course 
of  value.  The  course  will  be  from  June  3 through  7, 
1974. 

The  fresher  course  will  include  a review  of  principles 
and  recent  advances  in  diagnosis  and  treatment  of  pedi- 
atric disorders  and  in  the  care  of  the  well  child.  All 
teaching  will  be  done  by  the  faculty  of  the  School  of 
Medicine  under  the  supervision  of  Jean  A.  Cortner, 
M.D.,  Head  of  the  Department  of  Pediatrics. 

The  course  has  been  approved  for  thirty-two  (32) 
credit  hours  by  the  American  Academy  of  Family  Physi- 
cians. 

Application  for  enrollment  must  be  made  prior  to 
May  13,  1974  to  the  Bureau  of  Maternal  and  Child 
Health,  162  Washington  Avenue,  Albany,  New  York 
12210.  Applications  are  obtainable  from  full-time 
health  officers,  the  Department  of  Continuing  Medical 
Education,  School  of  Medicine,  State  University  of  New 
York  at  Buffalo,  2211  Main  Street,  Buffalo  14214  or  the 
Bureau  of  Maternal  and  Child  Health,  162  Washington 
Avenue,  Albany  12210. 

Symposium  on  gynecologic  endoscopy 

The  1974  symposium  on  “Gynecologic  Endoscopy” 
will  be  held  at  Disneyland  Hotel,  Anaheim,  California, 
November  22,  23,  24,  and  25,  1974.  The  program  will 
include  workshops  on  basic  and  advanced  laparoscopy, 
hysteroscopy,  and  culdoscopy  and  nurses’  training.  In 
addition,  there  will  be  general  sessions,  closed  circuit 
TV,  and  audiovisual  presentations  of  films,  slides,  pan- 
els, and  operative  care,  as  well  as  scientific  and  commer- 
cial exhibits,  round  table  discussions,  and  an  opportuni- 
ty to  “Meet  the  Experts.” 

For  further  information,  please  contact:  Jordan  M. 

Phillips,  M.D.,  11239  South  Lakewood  Boulevard,  Dow- 
ney, California,  U.S.A.  90241  (213)  862-8181. 
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Each  capsule  or  tablespoon  (IS  ml.)  elixir  contains:  theophylline 
(anhydrous)  150  mg.,  glyceryl  guaiacolate  100  mg.,  ephedrine  HCI 
25  mg.,  and  butabarbital  20  mg.  ( Warning : may  be  habit-formiiig). 
Elixir:  alcohol  15% 
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Quibron  Pius  provides  a balance  of 
bronchodilation,  sedation,  and  expec- 
torant activity  in  a unique  formulation 

theophylline  PLUS  ephedrine  for  relief 
of  bronchiolar  constriction 


expectoration 

PLUS  butabarbital,  the  mild, 
intermediate-acting  sedative 
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For  brief  summary,  please  see  facing  page. 


QUIBRON  PUIS 

Each  capsule  or  tablespoon  (IS  ml.)  elixir  contains: 
theophylline  (anhydrous)  150  mg.,  glyceryl  guaia- 
colate  100  mg.,  ephedrine  HCI  25  mg.,  and  butabar- 
bital  20  mg.  (Warning:  mar  be  habil  lorming).  Elixir: 
alcohol  15% 


for  comprehensive  relief 
in  manybronchospastic  disorders 


Indications:  Based  on  a review  of  a 
similar  drug  by  the  National  Acad- 
emy of  Sciences— National  Research 
Council  and/or  other  information, 
FDA  has  classified  the  indications 
as  follows: 

"Possibly”  effective:  bronchial 
asthma;  bronchitis,  bronchiectasis, 
and  emphysema  in  which  broncho- 
spasm  is  present;  the  relief  of  bron- 
chospasm;  hay  fever;  nasal  allergy; 
or  for  use  as  an  expectorant. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


Dosage:  Adults:  1-2  capsules  or  1-2 
tablespoons  elixir  2-3  times  daily.  Chil- 
dren 8 to  12:  1 capsule  or  1 tablespoon 
elixir  (15  ml.)  2-3  times  daily.  Children 
under  8:  Up  to  xh.  teaspoon  (2.5  ml.) 
elixir  per  10  lb.  body  weight,  2-3  times 
daily.  Dosage  should  be  adjusted  on 
an  individual  basis. 

Contraindications:  Contraindicated  in 
patients  who  are  sensitive  to  any  in- 
gredient of  the  formulation. 
Precautions:  Do  not  administer  more 
frequently  than  every  6 hours,  or  within 
12  hours  after  rectal  dose  of  any  prep- 
aration containing  theophylline  or 
aminophylline.  Do  not  give  other  com- 
pounds containing  xanthine  deriva- 
tives concurrently.  Use  cautiously  in 
patients  with  cardiovascular  disease, 
hypertension,  hyperthyroidism,  pros- 
tatic hypertrophy,  hepatic  disease,  im- 
paired renal  function,  glaucoma,  dia- 
betes. Do  not  exceed  recommended 
dose.  Be  aware  of  the  possible  effects 
from  concomitant  doses  of  other  sym- 
pathomimetic amines.  Caution  parents 
against  overdosage  in  children. 
Adverse  Reactions:  Theophylline  may 
exert  some  stimulating  effect  on  the 
central  nervous  system.  Its  adminis- 
tration may  cause  local  irritation  of  the 
gastric  mucosa,  with  possible  gastric 
discomfort,  nausea,  and  vomiting.  Tak- 
ing Quibron  Plus  after  meals  may  help 
avoid  such  disturbances.  Central  Ner- 
vous System:  Nervousness,  jitteriness, 
vertigo,  and  sedation;  Cardiovascular: 
Tachycardia  (palpitation);  Miscellane- 
ous: Precordial  pain. 

How  Supplied:  Elixir  in  bottles  of  1 pint; 
capsules  in  bottles  of  100. 
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220  pages.  Philadelphia,  Pa.,  J.  B.  Lippincott  Compa- 
ny,  1973.  Cloth,  $8.95. 

The  author  edited  Poetry  Therapy  (Lippincott, 
1969),  is  an  MD,  that  is,  man  of  determination.  He  is 
determined  to  have  people  working  in  the  healing  arts  to 
get  to  the  psyche  (soul)  of  the  human,  and  to  aid  them 
to  return  to  that  feeling  of  allness  (Dorsey),  or  oneness, 
inwardly  and  not  cerebrally.  Leedy  appreciates  “There 
is  no  progress  save  in  the  Humanities.” 

The  contributing  authors  show  how  poetry  has  been 
used  as  another  modality  in  different  settings  treating 
humans.  The  dynamics  of  the  poetic  process  in  the  var- 
ious poets  is  shown.  How  the  poet  in  writing  poetry,  or 
after  the  creative  ejaculation  receives  his  own  sermon 
and  changes  in  the  experience  inwardly,  and  receives 
more  insights.  J.  Stephens  wrote  “I  took  my  grief  and 
cared  it  into  song.”  The  poet  does  this  in  the  process, 
or  the  one  reading  the  poem,  identifies  with  the  poem 
and  thus  works  through  the  suffering,  tension,  or  resolu- 
tion of  the  conflict.  The  primary  function  of  art  is  to 
provide  a catharsis  of  pain  or  distress  for  both  the  artist 
and  audience.  Poetic  dumping  is  an  act  of  creativity;  it 
is  an  overflow  of  emotions;  it  is  an  internal  biography;  it 
is  self  help  and  self  understanding  for  the  reader  and  the 
poet.  “The  poets  are  the  unacknowledged  legislators  of 
the  world”  (Shelley).  The  authors  attempt  to  move 
people  to  the  stage  of  living  poetically  and  appreciate 
with  Plato  that  “the  reason  doctors  have  so  many  fail- 
ures in  the  practice  of  medicine  is  that  they  do  not  care 
for  the  patient,  body,  mind  and  soul.  Poetry  does  not 
only  consist  of  the  written  word  . . . there  is  the  poetic 
dancer  artist,  musician,  human,  pantomimist,  comedian, 
et  al.  ...  the  poetic  process  is  that  which  comes  from 
non-being  into  being  (Plato). 

J.  S.  Mills  spoke  of  Wordsworth’s  poetry  as  medicine. 
Graves  referred  to  a well-chosen  anthology  of  poems  as  a 
complete  dispensary  for  the  more  common  dis-ease  that 
may  be  used  as  much  for  prevention  as  for  cure.  Poetry 
is  therapy.  Keble  (before  Freud)  says  that  literature  is 
unconscious  autobiography  and  disguised  wish  fulfill- 
ment. Leedy  states  that  no  one  ever  died  of  an  over- 
dose of  poetry. 

This  book  is  needed  both  for  the  doctor  (all  branches 
of  medicine)  and  the  patient.  Maybe  after  the  doctors 
become  oriented  and  have  the  feeling  of  literature,  they 
perhaps  will  diminish  the  sciences  in  premedicine  and 
require  poetry,  music,  comparative  religion,  and  other  of 
the  humanities;  have  the  sciences  in  medical  school. 
Poetry  has  always  been  here  before  medicine  became  or- 
ganized into  the  specialities.  The  shamans,  witch  doc- 
tors, et  al.,  used  poems,  incantations,  invocations,  and 
songs  to  aid  people  in  their  dis-eased  state. 

The  book  has  been  written  for  everyone.  Doctors  in 
all  branches  of  medicine  should  read  it  and  start  reading 
some  poems  for  their  own  psyche  (soul)  and  in  turn  can 
prescribe  poems  for  the  patient  with  (or  instead  of)  the 
pill,  needle,  or  some  surgery.  In  the  future  we  can  de- 
velop real  doctors,  and  not  have  them  act  as  reel  doc- 
tors. Hospital  patients,  surgical  or  medical,  can  have 
groups  led  by  a nurse  instead  of  the  patients  walking  up 
and  down  the  halls.  “Poems  are  small  miracles” 
(Frost).  Maybe  some  day  the  doctors  and  patients  may 
be  psyche  satisfied,  and  not  only  orally  or  physically  . . . 
because  . . . “we  dance  around  in  a circle  and  suppose, 
but  the  secret  sits  in  the  middle  and  knows”  (Frost). 
Samuel  A.  Greenberg,  M.D. 
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Gender  Differences:  Their  Ontogeny  and  Signifi- 
cance. Edited  by  Christopher  Ounsted,  M.D.,  and 
David  C.  Taylor,  M.D.  Octavo  of  272  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Co., 
1972.  Cloth,  $17. 

This  volume  makes  fascinating  reading.  This  book 
was  bred  from  a meeting  held  at  Oxford  in  1970.  The 
contributors  were  then  asked  to  write  their  communica- 
tions on  this  subject.  It  is  scientifically  full,  practical, 
and  well  oriented.  The  need  for  information  in  this 
field  of  gender  differences,  where  no  one  is  master,  is 
filled  by  psychologically  oriented,  distinguished  re- 
search Oxford  authors.  An  American,  Mensh,  is  includ- 
ed. Several  pediatricians,  C.  Ounsted,  D.  Taylor,  C. 
Carter,  P.  Polani;  a gynecologist,  Margaret  Ounsted;  M. 
Vessey,  an  epidemiologist,  all  have  a full  bibliography 
attesting  to  their  skill.  They  offer  their  work  as  eirenic 
in  a field  considered  a battleground  between  biologists 
and  psychosocial  students. 

The  attempt,  not  a novel  but  a biologically  radical  ap- 
proach to  the  subject,  assures  that  the  Y chromosome  is 
a modifier  of  any  genome.  Genetic  to  psychic  messages 
are  studied.  The  “pace”  and  extent  of  growth,  sex  dif- 
ferentiation, as  well  as  gender  rearing  from  conception 
to  senility  are  evaluated.  Maturity  for  age,  growth, 
stature,  secondary  sex  characters,  verbal  vs  performance 
achievement,  delicate  social  behavior,  size  of  cerebral 
hemispheres,  emotional  and  psychosexual  development, 
and  erotocism  are  discussed.  The  tables  of  heterogo- 
nadal  and  other  errors  of  sex  differentiation  are  reveal- 
ing. This  tome  is  a contribution  for  those  interested  in 
the  field.  Bernard  Seligman,  M.D. 

Practical  Points  in  Pediatrics.  John  E.  Allen,  M.D., 
Vymutt  J.  Gururaj,  M.D.,  and  Raymond  M.  Russo,  M.D. 
Illustrated,  307  pp.  New  York,  N.Y.,  Medical  Examina- 
tion Publishing  Company,  1973.  Cloth,  $10. 

This  book  is  written  by  three  pediatricians  who  are 
involved  in  the  administration  of  a large  and  busy  out- 
patient department.  They  are  well  aware  of  the  needs 
of  the  medical  and  paramedical  personnel  working  in 
such  an  area.  They  have  attempted  to  put  together  in- 
formation that  will  be  valuable  to  such  a group.  The 
pediatric  nurse,  physician’s  assistant,  as  well  as  the 
medical  student  and  the  resident,  will  find  sources  for 
quick  reference  in  this  book.  As  such,  it  is  a very  valu- 
able addition  to  the  pediatric  library. 

The  book  is  organized  into  20  chapters  and  has  an  ap- 
pendix that  includes  growth  charts,  drug  formulary,  and 
normal  laboratory  values  for  common  tests.  Among  the 
organized  chapters  the  practical  guide  to  emergency 
care,  accidental  poisoning,  the  abused  child,  practical 
guide  to  management  of  drug  abuse,  and  common  diag- 
nostic problems  are  especially  helpful.  On  the  other 
hand,  long  term  management  problems,  cardiac  prob- 
lems, fluid  and  electrolyte  therapy  is  best  left  to  a more 
comprehensive  book. 

The  book  as  such  achieves  its  limited  objectives  and 
will  be  a helpful  reference  for  those  in  the  ambulatory 
care  field.  Senih  Fikrig,  M.D. 

Comments  in  Sports  Medicine.  Edited  by  Timothy  T. 
Craig,  Ph.D.  230  pages,  illustrated.  Chicago,  American 
Medical  Association,  1973.  Paper,  $5.00. 

Comments  on  Sports  Medicine  is  an  extremely  valu- 


able and  needed  treatise.  The  book  serves  to  discuss  in 
simple  fashion,  so  that  it  can  be  read  by  paraprofession- 
als  with  an  understanding  of  the  germane  principles  of 
sports  and  what  constitutes  sports  medicine.  In  dealing 
with  accident  prevention,  athletic  injury,  athletic  equip- 
ment, as  well  as  common  diseases  found  in  athletes  and 
in  many  other  areas  in  which  guidelines  are  necessary, 
the  book  provides  a very  general  summary  of  the  pres- 
ent knowledge  that  a coach,  trainer,  and  a sports  physi- 
cian should  have  on  hand. 

In  each  of  these  areas  it  should  be  pointed  out,  of 
course,  that  there  are  very  specific  areas  that  could  be 
developed  but,  in  the  reviewer’s  opinion,  it  is  not  the 
function  of  this  particular  book  to  do  this.  Basically,  it 
serves  as  an  introductory  primer  to  sports  medicine  for 
interested  personnel  and  tends  to  cross  specialties  so 
that  the  internist,  general  practitioner,  and  the  special- 
ist all  can  find  valuable  information  in  it. 

Using  the  standard  nomenclature  put  out  by  the 
AMA,  this  publication,  in  my  opinion,  should  be  on  the 
shelf  of  every  individual  who  is  concerned  with  recrea- 
tional activity  and  has  to  organize  programs  for  the  60 
million  people  who  engage  in  sports  on  a regular  basis. 

If  there  is  one  area  that  can  be  said  to  be  lacking  and 
requires  further  evaluation,  the  book  seems  basically 
oriented  toward  the  young,  school-age  and  adult  athlete. 
It  would  have  been  extremely  important  to  have  an  ad- 
ditional section  on  athletics  in  the  elderly  and  middle 
age  groups,  for  many  individuals  in  these  age  groupings 
indulge  in  sports  on  a regular  basis.  The  problems  in 
the  middle  aged  and  aged  individuals  in  recreational  ac- 
tivity has  not  been  defined  in  an  organized  and  system- 
atic way  as  Comments  on  Sports  Medicine  has  ap- 
proached in  younger  groups. 

This  book  is  a must  reading  and  should  be  revised  and 
enlarged  on  at  three-year  intervals  to  keep  up  with  the 
vast  explosion  of  knowledge  in  this  field  of  social  medi- 
cine. Like  drug  addiction  and  alcoholism,  sports  medi- 
cine touches  society  and  brings  the  physician  in  touch 
by  means  of  combating  some  of  the  problems  of  youth 
and  older  individuals  which  are  encountered  in  leisure 
time  activities.  Basic  comments  in  this  book  are  be- 
yond criticism  and  have  been  well  thought  out.  I highly 
endorse  it  without  reservation.  James  A.  Nicholas, 
M.D. 

Exercise  in  Diagnostic  Radiology.  Nuclear  Radiol- 
ogy. Volume  6.  A.  Everette  James,  Jr.,  Sc.M.,  M.D., 
and  Lucy  Frank  Squire,  M.D.  218  pages,  illustrated. 
Philadelphia,  Pa.,  W.  B.  Saunders  Company,  1973. 
Paper,  $5.95. 

Drs.  James  and  Squire,  outstanding  specialists  in  the 
field  of  radiology  and  nuclear  medicine,  have  written 
this  book  with  the  authority  that  characterizes  their 
knowledge  in  this  specialty.  They  succeeded  very  well, 
indeed,  in  making  the  reader  think  physiologically  about 
altered  anatomical  structures.  In  so  doing  they  have 
written  a book  that  surely  fills  the  needs  in  a difficult 
field  of  medicine. 

This  excellent  book  should  be  read  by  specialists  and 
nonspecialists  alike  since  it  is  clear,  concise,  and  thor- 
ough in  the  topics  discussed.  I am  sure  that  it  will  occu- 
py a preferred  place  on  the  bookshelves  of  physicians 
anxious  to  keep  up  to  date  in  modern  medicine.  Jo- 
seph F.  Bohorquez,  M.D.,  D.M.R.T.,  F.F.R. 
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Whatever  the  medical  specialty,  the  best  way 
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te:  Thomas  J Higgins.  Esq.,  attorney  for  estate.  '200  South  Service  Rd  . 
jlyn  Heights.  N.Y.  11577,  or  call  (516)  484-2500. 


iLl’ME  GENERAL  PRACTICE,  EST  18  YEARS.  IN  SLAVIC  AREA 
kers,  N.Y.  Fully  equipped  including  X-ray  and  physical  therapy.  For 
or  lease  due  to  disability.  Inquire  7-8  a m.  (914)763-3335. 


and  join 
the  staff  of  over 
100  satisfied  doctors 
who  lease  their  cars  from  us. 


Whatever  your  special  needs  are  in  your  car,  we'll  get  it  . . . 
any  make,  any  model,  any  equipment.  And  at  a special  price, 
too.  And  we  don't  waste  time  when  you  need  service.  Just 
ask  any  of  the  doctors  who  lease  from  us.  We  know  you're 
busy.  Give  us  a call  and  we'll  handle  most  of  the  details  on 
the  phone. 


TA/aLDORF 

VW  1712  E.  9th  St 


AUTO  LEASING,  INC. 

.,  Brooklyn  (212)  336-6767 


RING  G.P.:  FULLY  EQUIPPED  OFFICE  G.P..  INTERNIST;  X-RAY, 
>ratory  facilities.  Practice  Franklin  Square  46  years.  Office  entirely 
irate  from  home.  Secretary  licensed  X-Ray  technician.  Home:  6 rooms, 
tdrooms,  2 baths,  fireplace.  No  fee  for  practice.  Harry  S.  Rosenberg. 
).,  986  Benris  Ave..  Franklin  Square.  N.Y.  11010.  Tel:  (oi6)  FL  2-2803. 


ITIONS  WANTED 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene- 
fits. Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


i JLOGIST.  BOARD  CERTIFIED  IN  1960.  MEDICAL  EDUCATION  AT 
.ersity  of  Pennsylvania,  and  with  experience  in  academic  center,  private 
e and  community  hospital,  recently  returned  to  metropolitan  area,  now 
s permanent  part  time  association,  group,  industrial,  health  center,  or 
r Dept.  384.  c oNYSJM. 


METRIST  DESIRES  EMPLOYMENT  WITH  OPHTHALMOLOGIST 
'here  in  New  York  State  or  Connecticut.  Extensive  refraction  and  contact 
experience.  Contact  Dept.  393.  c/o  NYSJM. 


THESIOLOGIST.  BOARD  CERTIFIED.  NEW  YORK,  NEW  JERSEY 
isure,  many  years  of  experience,  seeks  part  time  position,  daytime  only  in 
York  City  (Manhattan  or  Queens),  or  Bergen  County.  New  Jersey. 
°.0.  Box  1216.  Fort  Lee.  New  Jersey  07024. 


AGE  61.  HEALTHY.  WISHES  TO  SEMI-RETIRE  IN  NEW  YORK 
, preferably  Manhattan  or  Forest  Hills,  starting  any  time.  Would  take 
time  job  or  would  work  with  anv  other  doctor  alternate  months.  Dept, 
c/o  NYSJM. 


CELLANEOUS 


S COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC- 
Jul  40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
ails.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
5-2943 


OU  PREPARED  FOR  1974?  LOOK  FOR  MORE  INFLATION — GOV- 
tent  controls — high  gold  prices — higher  silver  prices — chaotic  stock  mar- 
severe  case  of  inflationary  recession.  Invest  now  in  hard  assets, 
entlv  building  coin  investment  portfolios.  Will  advise  what  to  buy  and 
a to  sell.  Vincent  Iacobelli.  M.D.,  5 David  Court.  Port  Jefferson,  N.Y. 


UNIVERSITY  OF  TORONTO 

Faculty  of  Medicine 

DIVISION  OF 

POSTGRADUATE  MEDICAL  EDUCATION 

will  offer 

ADVANCES  IN  NEPHROLOGY 

May  15th— 17th,  1974 

MEDICAL  SCIENCES  BUILDING 

University  of  Toronto 

Co-Sponsors  are — Faculty  of  Medicine,  McMaster 
University 
and 

The  Ontario  Branch,  Kidney  Foundation  of  Canada 
Major  Themes  Include: 

— Fluid  and  Electrolyte  Balance 
— Glomerulonephritis 
— Urinary  Tract  Infections 
— Acute  and  Chronic  Renal  Failure 

Small  group  discussions  daily;  also 
Panel  Discussions  and  Workshops 
on  Diversified  Topics. 

FEE— $75.00 

$25.00  each  day 

For  information  write 

The  Director,  Division  of  Postgraduate  Medical 
Education,  Medical  Sciences  Building,  University  of 
Toronto,  Toronto,  Ontario  M5S  1 A8 
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PHYSICIANS  WANTED— CONT  D 


MEDICAL  DIRECTOR 

To  develop  medical  program  and  recruit  staff  for  new 
primary  physician  group  in  attractive  central  N.Y. 
community.  $20,000  salary  plus  fee  for  service  and 
fringe  benefits.  Hospital  privileges. , Associated 
with  Family  Practice  teaching  program.  New  medical 
center  under  construction  to  serve  24,000  population. 
X-Ray,  lab  ambulance  service.  Nurse  clinician  on 
site.  Should  have  several  years  experience  in  private 
practice  and/or  administration. 

Contact:  W.  T.  Prescott,  8103  Harwood  Drive,  Sandy 
Creek,  N.Y.  13145.  Tel.  (315)  387-3441. 


PHYSICIANS  WANTED 


INTERNISTS  (2),  CERTIFIED  OR  ELIGIBLE,  FOR  17-MAN  MULTISPE- 
cialty  group.  Need  acute.  Small  university  city  in  southwestern  New  York 
State.  Urban  area  35,000;  drawing  area  of  150,000.  Modern  facilities. 
Excellent  skiing,  sailing,  hunting  and  other  recreational  and  cultural  facilities. 
Relaxed,  safe  family  living,  but  easy  driving  distance  to  four  metropolitan 
centers.  Starting  salary  $40,000  and  early,  full  partnership.  Fee  for  service 
group.  Dept.  370,  c/o NYSJM. 


PHYSICIANS:  OPENINGS  FOR  INTERNISTS,  PEDIATRICIANS,  AND 

obstetricians  in  comprehensive  health  care  plan  which  features  prepayment 
and  fee  for  service.  Opportunities  for  teaching  and  continued  education 
while  deriving  benefits  of  active  practice,  community  service,  and  affiliation 
with  a large,  first  quality  private  hospital.  Salary  and  benefits  fully  com- 
petitive. Send  curriculum  vitae  to  William  J.  Klein,  Jr.,  M.D.,  Director, 
Northeast  Health  Center,  Rochester  General  Hospital,  1425  Portland  Ave., 
Rochester,  N.Y.  14621,  or  call  collect  (716)  482-4300. 


DERMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  FIFTEEN  ROOM 
office,  best  location,  wishes  associate.  Salary  to  partnership,  preferably 
skilled  in  dermatologic  surgerv.  Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.Y.  10022.  Tel.  (212)  753-6033. 


PHYSICIAN  DURING  JULY  AND  AUGUST.  1974  FOR  CHILDREN’S  CAMP 
located  at  Beach  Lake,  Pa.;  accommodates  350  campers,  ages  6-16;  complete 
modern  Health  Center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each 
month;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  June  28  and 
closes  August  23.  Private  room  and  facilities.  Write,  including  your  phone 
number,  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brook- 
lyn, N.Y.  11201. 


PHYSICIANS  — MEDICAL  DIRECTORS 

PARTIAL  LISTING  FOR  HOSPITALS,  MEDICAL  GROUP, 
INDUSTRY  & PHARMACEUTICAL 

• MD-Emergency  Room  Specialists. 

• MD-Psychiatrists  for  community  mental  health  service. 

• MD-Med  Dir,  Community  health  services,  responsible  for 
ambulatory,  emergency,  etc.  Good  Supervision  exp.,  clinical 
oriented.  Responsible  for  good  patient  care. 

• MD-GP  & Surgeon,  join  another  physician  in  a small  commu- 
nity hospital. 

Additional  positions  available  for  all  other  specialities.  Various 
Locations. 

No  fee  to  candidate.  INTERVIEW  by  appointment  only. 
(212)  RH  4-3615,  3466. 

LEE  TODD  INC. 

Consultant /Executive  Search  — “The  Specialists  in  Recruitment" 

85  East  End  Ave.,  NYC  10028  (Mailing  address  only). 


ORTHOPEDIC  SURGEON:  PLEASANT  WESTERN  NEW  YORK  tt 

munity  seeks  qualified  orthopedic  surgeon;  excellent  opportunity;  safe  ■ 
fine  school  systems;  new  office  building  adjacent  to  fully  accredited  h £ 
available — 6 months.  Dept.  380,  c/o  NYSJM. 


FAMILY  PHYSICIANS:  MOST  UNUSUAL,  ATTRACTIVE  OPENINl  J 
family  practice  in  Community  of  Hamilton,  New  York.  Fully  equippi  t« 
man  office  available  with  2500  typed  problem-oriented,  active  charts  .ta 
an  accredited  100  bed  community  hospital  with  a CCU  and  a new  ma  rr 
suite.  Delightful  central  New  York  rural  community,  home  of  Colgai 
versity  and  American  Management  Association.  Recreational  and  diviHf 
social  opportunities  are  excellent.  Practice  is  unlimited  and  a new  inlfe 
aggressive  approach  to  health  care  by  the  community  most  attractive)# 
move  in  and  work  in  a ready-made  practice.  Ideal  for  two.  Recru  ifi 
Committee  prepared  to  make  attractive  offer  including  travel,  fir:  # 
guarantee,  and  office  help  to  qualified  family  physicians.  Direct  inqu  -st 
Mr.  Alfred  M.  Helbach,  Administrator,  Community  Memorial  H<  it* 
Hamilton,  N.Y.  13346,  or  call  collect  (315)  824-1100. 


EMERGENCY  DEPARTMENT;  FULL  TIME  PHYSICIANS  TO  At 
emergency  department  of  busy,  300  bed  hospital;  26,000  yearly  visits,  tee 
lent  new  emergency  department  facility.  Pleasant  upstate  New  Yor  nffi 
munity  of  100,000  population.  $35,000  to  $40,000  commensurate  with  » 
ence.  Good  fringe  benefits.  Reply  to  David  Kaplan,  M.D.,  St.  Jjfl 
Hospital,  Elmira,  N.Y.  14902. 


PHYSICIAN  WANTED— CAMP  KEWANEE,  NEVERSINK,  N.Y.  M 
Parksville,  N.Y.),  100  miles  from  New  York  City.  Co-ed,  ages  6- . 2 
campers;  member  A.C.A  & A.P.C.  Modern  well-equipped,  heated  ini  Mg 
assisted  by  two  nurses;  living  quarters  for  family;  U.S.  citizenship  ri  iiw 
July  or  August.  Salary  plus.  Call  collect  (212)  276-6868,  or  write  Caifc 
wanee,  128-55  234th  St.,  Laurelton,  L.I.,  N.Y.  11422. 


UNIVERSITY  MEDICAL  DIRECTOR:  SYRACUSE  UNIVERSITY  IS  ® 
ing  a medical  director  whose  primary  role  will  be  the  responsibility  for  H 
care  provided  at  the  Syracuse  University  Health  Service,  located  in  t 1L 
VanArsdale  Henry  Health  Center  and  Hospital  of  the  Good  Sheph  ,1 
W'averly  Ave.  The  Health  Center  is  in  close  proximity  to  the  Usta  Mi 
ical  Center  and  major  hospitals.  Specifically,  this  will  involve  the  coi  tUi 
review  and  establishment  of  medical  guidelines  for  the  treatment  of  i dflt — 
and  limited  services  to  certain  university  personnel,  effecting  these  gi  iW 
through  carefully  supervised  health  care  programs,  and  the  super\D(L" 
medical  personnel.  The  medical  director  in  concert  with  the  Health  n 
Administrator  will  be  responsible  for  annual  budgeting  and  planning 
Health  Service.  The  medical  director  will  also  be  responsible  for  t ck 
supervision  of  specialized  services  made  available  at  the  Health  m 
The  medical  director  will  be  expected  to  participate  actively  in  the  tr,«| 
of  students  in  a clinic  role  in  order  to  maintain  direct  contact  with  tfl 
problems  at  the  Health  Service.  The  director  will  be  available  in  liaifl 
the  university  administration  as  well  as  with  parents  groups  in  a pul  rti 
tions  capacity.  The  medical  director  reports  directly  to  the  vice  cLep 
for  student  programs.  Preferably,  a specialist  in  internal  medicine.  tf(| 
alist  with  prior  health  service  and  administrative  experience  and/or 
director  of  another  health  service  comprise  the  guidelines  for  sell* 
candidates.  Syracuse  University  is  an  affirmative  action  employe® 
actively  seeking  applications  from  minorities  and  from  women.  Sala  an 
$30,000-$40,000.  Resumes  should  be  sent  to:  Audrey  P.  Demares  M 

Ruth  VanArsdale  Henry  Health  Center,  111  Waverly  Ave.,  SyracH 
versity,  Syracuse,  N.Y.  13210. 


ASSISTANT  DIRECTOR,  AMBULATORY  CARE.  IMMEDIATE  0'i*| 
for  full  time  assistant  director  of  ambulatory  care  in  large  teaching)# 
with  approved  residency  programs  and  medical  school  atliliation.  '*•) 
responsibility  include  emergency  service,  employee  health  servW 
patient  division  and  activities  with  community  based  health  seWt 
Westchester  County.  Applicants  must  have  completed  approved  M 
program  in  internal  medicine  or  other  major  specialty;  compel .ti  M 
scale  and  liberal  fringe  benefits.  An  Equal  Opportunity  Employer H 
contact  Mr.  Pasquale,  Personnel,  Grasslands  Hospital,  ValhalH 
10595.  Tel.  (914)  LY  2-8500,  ext.  2466. 


WANTED:  ESTABLISHED  GENERAL  PRACTITIONER  OR  G [9 

internist  to  merge  with  flourishing  internal  medicine  and  preventativ  j# 
office  in  Midtown  Manhattan.  Office  space.  X-ray,  laboratory 
facilities  available  on  premises.  Dept.  387,  c/o  NYSJM. 
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•musicians  wanted— contd 


; DEPARTMENT  OF  PSYCHIATRY  OF  THE  NEW  JERSEY  MEDICAL 
100I  announces  the  availability  of  2 residencies  for  physicians  who  have  been 
iractice  2 to  15  years,  and  who  are  interested  in  studying  psychiatry.  Con- 
|t  Mvron  S.  Denholtz,  M l)  . Director  of  Residency  Training.  College  of 
jdicine  and  Dentistry  of  New  Jersey,  88  Ross  St.,  East  Orange,  New  Jersey 
* 18. 


I ilCIAN  INTERESTED  IN  DOING  INDUSTRIAL  WORK,  MAINLY 
r or  surgical  compensation  in  downtown  office  N.Y.C.;  ably  supported  by  3 
o.'e  help;  over  40  years  at  location.  Offering  suggested  for  semi-retired 

(sicians  and  those  desirous  of  this  phase  of  medical  practice.  No  home 
“s;  no  Sundays;  one  half  day  Saturdays;  no  holidays.  N.Y.  State  license 

t" tired  Excellent,  stable  income,  salary,  partnership  or  ownership  No 
■stment  necessary.  Dept.  390,  c/o  NYSjM. 


DR  INTERNIST  WANTED  AS  ASSOCIATE  TO  PROMINENT  ORES 
■ specialist  in  Westchester  County.  Must  be  available  Monday,  Tuesday 
a Wednesday  evenings.  Salary  leading  to  partnership.  Dept.  392,  c/o 

f$JM 


frRNIST— PEDIATRICIAN  FULL  TIME  GENERAL  PRACTITIONER 
5 time  and  part  time  for  rapidly  growing,  pre  paid  group  practice,  L.L.  N.Y. 
Eellent  fringe  benefits.  Call  Mrs.  Bernstein  (516)  938-0216. 


I ICIAN  WANTED:  UROLOGIST  TO  JOIN  WELL  ESTABLISHED, 
i stive  partnership.  Central  New  York  Dept.  389,  c/o  NYSJM. 


I CAL  CLINIC  FOR  SALE:  DEPOSIT.  N.Y.,  NEAR  BINGHAMTON, 
f Modern,  brick,  medical  building  fully  equipped  and  furnished.  Suit- 
a for  one  or  more  physicians.  Adjoining  it  is  a modern  4 bedroom,  split  - 
k I home.  Five  hospitals  nearby.  Attractive  financing  terms  available. 
t e $165,000.  For  further  details  contact  Gruver  Realty,  3)02  Vestal  Pkwy., 
it.  Vestal.  N.Y.  13850.  or  call  (607)  729-1533. 


— 

EL  ESTATE  FOR  SALE  OR  RENT 


I E SPACE  AVAILABLE,  1500  SQ.  FT.  NEW.  BRICK  BUILDING; 
' : elevator.  Opposite  village  hall,  Freeport,  L.L  (516)  378-4949. 


. HOMAS,  U.S.  VIRGIN  ISLANDS.  ENCHANTED  SEASIDE  VILLA 
tiowpet  Bay  Village  with  luxurious  interior  offers  perfect  escape  from  world 
> Jems.  Private  beach,  snorkeling,  scuba,  sailing,  fishing,  tennis,  friendly 
fhbors.  Most  refreshing  vacation  in  the  Caribbean!  Call  (516)  487-1115, 
8 rite  G.  Norton,  M.D.,  Box  134,  Endicott,  N.Y.  13760. 


I \ FAST  GROWING  PRACTICE  AND  BEAUTIFUL  HOME;  AREA 
< s internist,  ophthalmologist,  or  G.P.  Outstandingly  successful  dental 
• tice  located  here  for  18  years.  Extraordinary  lay-out.  Three  bedroom 
•er  ranch  house  in  Farmingdale,  Long  Island,  with  separate  office  and 
rtnces.  Call  (516)  CH  9-4170. 


AVENUE  AND  69TH  STREET  OFFICE  TO  SHARE  FULL  OR  PART 
® Suitable  for  psychiatrist  or  other.  For  information,  call:  (212)  288- 


; KVILLE  COLONIAL:  WOODED.  PRIVATE  RETREAT  ON  A PRI- 
1 ane.  Five  bedrooms  with  master  suite,  plus  five  baths.  French  country 
en,  2 fireplaces,  and  dining  room  overlooking  vista  gardens.  Three  patios 
i unusual  heated  pool,  salt  or  fresh  water.  Cabana  with  bar;  bridle  path. 
: taxes.  Previously  offered  $225,000,  now  $160,000.  (516)626-2794. 


Are  You  Happy  with  Your  Investments? 

Have  you  thought  about  Real  Estate? 

Land  Investments  • Building  Development  • Rental  Properties 

A specialist  working  with  physicians  and  dentists 
Contact:  Renard  A.  Pelloni,  Real  Estate 

580  Fifth  Ave.  212-265-5077 

New  York,  N.  Y.  10036  516-883-7174 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


SYOSSET,  L.L  HOME-OFFICE  COMBINATION  FOR  SALE.  IDEAL  Lo- 
cation on  '<  acre  in  thriving  suburb  Close  to  hospitals.  Four  bedrooms,  2 
baths,  huge  living-dining  room,  fireplace.  Additional  800  sq.  ft.  office  with 
separate  entrance.  Easy  access  to  Parkways.  Inquire  (516)  921-2110. 


FOR  RENT  MEDIUM  SIZED,  MODERN,  EAST  SIDE  PROFESSIONAL 
office  on  76th  Street,  Manhattan.  Excellent  for  all  specialties.  Reception 
and  consultation  room.  Three  examination  rooms  with  two  lavoratories  and 
kitchen.  Private  ground  floor  entrance.  Further  details,  contact  (212)  249- 
5550. 


BIRCH  POINT  CAMPS.  ADIRONDACK  MOUNTAINS,  UPPER  SARANAC 
Lake.  Modern  conveniences  in  rustic  setting.  Excellent  fishing,  swimming. 
Canoeing  on  Fulton  Chain.  Bi-monthly,  monthly,  season.  Major  Day, 
Tupper  Lake,  N.Y.  12986. 


NEW  JAMAICAN  SEASIDE  VILLA  FOR  RENT  ON  THE  FABULOUS 
Northcoast.  Four  air  conditioned  bedrooms  and  4 baths,  large,  36  ft.  living- 
dining room;  breath-taking  view  of  Caribbean  from  large  patio;  excellent  cook 
and  maid;  adjoins  private  beach  club.  Special  rates  for  spring  and  summer. 
Contact  owner  (516)  483-7034. 


FLOWER  HILL  COLONIAL  HOME  ON  PORT  WASHINGTON  BLVD.: 
4 bedrooms,  2‘2  baths,  maid  & laundry  room,  formal  dining  room,  den  with 
fireplace,  eat-in  kitchen,  2-car  garage,  circular  driveway  with  additional  park- 
ing area;  airconditioners;  fully  landscaped;  125  x 125;  convenient  to  all  shop- 
ping areas,  Manhasset,  Munsey  Park,  Great  Neck,  Garden  City.  Principals 
only  weekdays  after  6 or  weekends  (516)  MA  7-9395. 


ROCKLAND  COUNTY— GROWTH  AREA.  MODERN  OFFICE  FOR  RENT. 
Brick,  steel  structure.  Suites  from  800-2500  sq.  ft.  Parking.  A/C,  etc.;  1,000 
ft.  from  new  Suffern  Thruway  exchange.  All  specialties.  (914)  357-8555,  or 
evenings (914)  357-8114. 


FLUSHING:  MODERN  MEDICAL  OFFICES  FOR  RENT;  EQUIPPED; 

laboratory;  X-rays;  parking  available.  Call  539-8800. 


FOR  RENT:  NEWLY  DECORATED  OFFICE  IN  PRESTIGE  AND  SECURE 
Fifth  Avenue  building.  Full  or  part  time.  Furnished  or  unfurnished.  Share 
furnished  waiting  room  with  psychiatrist.  One  or  two  large  rooms  available 
with  large  private  bath.  Suitable  most  professionals.  Call  Seymour  Rosen- 
blatt, M.D.  (212)831-1641. 


RURAL  ORANGE  COUNTY,  60  MILES  FROM  N.Y.C.  FULLY  EQUIPPED 
office  for  rent.  Spacious  furnished  waiting  room,  consulting  and  three  exam- 
ining rooms.  Accredited  hospitals — nearest  6 miles.  Active  family  practice, 
specializing.  Opportunity  unlimited.  Excellent  schools,  golf,  tennis,  fishing 
and  skiing  immediate  vicinity.  Contact:  S.  M.  Schoenholz,  M.D.,  Campbell 
Hall,  N.Y.  10916.  (914)  427-2711. 
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Montauk  Point  Offers  Unique  Life  Style 
for  Physician  in  Family  Practice 

Through  retirement,  this  famed  fishing  and  boating 
community  on  the  eastern  tip  of  Long  Island  has  lost 
its  practicing  physician.  To  attract  his 
replacement,  the  town  has  purchased  a building 
and  is  refurbishing  it  as  a clinic.  The  building  will 
be  mortgage-free  and  the  incoming 
physician  will  have  the  opportunity  of  free  rent  while 
establishing  himself  in  the  community  and 
the  ultimate  purchase  of  the  clinic  from  the  town. 

For  a physician,  Montauk  has  a dual  personality.  In 
the  summer  months  it  is  a bustling  resort 
town  while  in  the  Spring,  Fall  and  Winter  the 
population  tapers  off  to  three  thousand  residents. 

Montauk  offers  to  a physician  a unique  life  style 
with  an  important  role  in  a prosperous 
community.  A Family  Physician  would  find  this  a 
rewarding  opportunity.  If  you  are  that  person,  write 
for  further  details  to  L.  M.  Jarmain,  United 
Medical  Group,  c/o  Box  CC,  Montauk,  N.Y.  11954. 
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NEW  YORK  CITY  AREA 


May  1 / 15,  1974 

9:30  a.m.,  Wednesdays 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis,  Queens 

RECENT  ADVANCES  IN  INTERNAL 
MEDICINE 

May  1 

Gastro-Enterology:  Recent  Advances  in 
Liver  Disease 

GILBERT  CHERRICK,  M.D. 

St.  Luke's  Hospital 

May  8 

Problems  in  Acid-Base  Balance 

RICHARD  M.  STEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

May  15 

Recent  Advances  in  Chemotherapy 

LI  MIN  CHIN,  M.D. 

Nassau  Hospital 


WEDNESDAY,  MAY  1 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

CHRONIC  OBSTRUCTIVE  PULMONARY 
DISEASE 

HAROLD  KELTZ,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 V2  AAFP 


6:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Anesthesiology  and  Resuscitation 
2 East  103rd  Street 

RESIDENTS  NIGHT 

1.  Local  Cortical  Cerebral  Blood  Flow 
During  Various  General  Anesthetics 

JAIME  M.  CACERES,  and  LEONARDO  SVARBEIN, 
M.D.'s 

Albert  Einstein  College  of  Medicine 

2.  Monitoring  of  Core  Temperature  through 
the  Skin:  A Comparison  with  Esophageal 
and  Tympanic  Temperatures 

BELLA  SINGER,  M.D. 

Mount  Sinai  Hospital  Center 


3.  Lorazepam  (Wyeth-4036) — A New 
Concept 

MARTIN  C.  SHEEHY,  M.D. 

New  York  Medical  College 

4.  Ocular  Obsorption  of  Naloxone  in 
Narcotic  Addicts 

CHELLANPANDIAN  JEYARAM,  M.D. 

Montefiore  Hospital  Medical  Center 

5.  Methohexital  in  Obstetric  Anesthesia 

ROBERT  HODGKINSON,  M.D. 

Albert  Einstein  College  of  Medicine 

6.  Pharmacologic  Testing  of  New  Narcotic 
Antagonists 

HONGKIE  YUN,  M.D. 

Montefiore  Hospital  Medical  Center 


May  2 / 30,  1974 

1 1:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

May  2 

The  Diabetic  Patient:  Children — Pregnancy 

N.  SCHLOSSMAN,  M.D. 

May  9 

Parenteral  Feeding 

L.  NADROWSKI  and  A.  SMITH,  M.D.’s 

May  16 

Tumors  of  Ovaries — Classification  Diagnosis 
and  Treatment 

I.  TERAN,  M.D. 

May  23  * 

Functional  Disorders  of  Female  Genital 
Organs  and  Tract 

B.  SICURANZA,  M.D. 

May  30 

Burns — Types  and  Diagnosis 
Pathological  Physiology  Emergency 
Treatment 

A.  COBLENZ,  A.  SMITH  and  J.  CALTAGIRONE,  M.D.'s 


May  2 / June  6,  1974 

5:00-6:30  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

IMMUNOLOGY  IN  CLINICAL  PRACTICE 

HARRY  SPIERA,  M.D.  ' 

Mount  Sinai  School  of  Medicine 

FEE:  $50 
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THURSDAY,  MAY  2 

9:00-11:00  p.m. 

The  Bronx  County  Medical  Society,  Bronx 
Chapter  AAFP  and  The  Albert  Einstein  College 
of  Medicine 

The  Forchheimer  Building 
1300  Morris  Park  Avenue 
Bronx 

EMERGENCY  MANAGEMENT  OF 
ARRHYTHMIAS  AND  FAILURE 

IRA  L.  RUBIN,  M.D. 

CREDIT:  AAFP  and  AMA 

Contact:  Mrs.  Frieda  Fagin,  at  the  above  address.  Zip: 

10461.  Tel.  212/430-2822. 


May  6,  7 and  10,  1974 

8:00  a m. -12:00  noon,  Monday.  Tuesday  & Friday 

New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

Annual  Dr.  George  K.  Higgins  Memorial  Seminar 

HISTOLOGY  AND  HISTOPATHOLOGY  OF 
THE  TEMPORAL  BONE 

KARL  MORGENSTEIN,  M.D. 

Contact:  Dr.  Gregory  L.  Kole,  at  above  address. 


SUNDAY,  MAY  5 

9:30  a m. -4:30  p.m. 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

Downstate  Medical  Center 
Lecture  Flail  No.  1,  Main  Floor 
450  Clarkson  Avenue 
Brooklyn 

7th  Annual  Symposium 

VENEREAL  DISEASE  IN  ADOLESCENCE 

Morning  Session 

1.  Contemporary  Trends  in  Adolescent 
Sexual  Behavior 

ADELE  D.  HOFMANN,  M.D. 

N.Y.U.  Medical  Center — Bellevue 

2.  The  Epidemiology  of  Venereal  Disease  in 
Adolescence 

KENNETH  P.  LATIMER,  M.D. 

Venereal  Disease  Control  Division,  H.E.W. 

Atlanta,  Georgia 

3.  Use  of  Contraceptive  Devices  in  the 
Prevention  of  Venereal  Disease  in 
Adolescence 

WILLIAM  W.  DARROW,  Ph.D. 

Behavioral  Research  Activities  Unit,  Center  for  Disease 
Control,  HEW.  Atlanta 


Afternoon  Session 

1.  Diagnosis  of  Venereal  Disease 

VERNAL  G.  CAVE,  M.D, 

Bureau  of  Venereal  Disease  Control,  N Y.  Health 
Department 

2.  Treatment  of  Gonorrhea 

HANS  H.  NEUMANN,  M.D. 

Department  of  Health,  New  Haven,  Conn. 

3.  Chronic  Pelvic  Complications  Secondary 
to  Gonorrhea  in  the  Female  Adolescent 

RALPH  M.  SCHWARTZ,  M.D. 

Greenpoint  Hospital,  Div.  of  J H.M.C.B 

FEE:  $7.50  (includes  Luncheon) 

Write:  Harold  Klein,  M.D.,  Chief,  Adolescent  Clinic,  The  Jew- 
ish Hospital  and  Medical  Center  of  Brooklyn,  555  Prospect 
Place.  Brooklyn,  N Y.  11238 


May  6 / 10,  1974 

9:00  a m. -5:00  p.m.,  Monday  / Friday 

Queens  Hospital  Center  Affiliate/Long  Island 
Jewish — Hillside  Medical  Center 

82-68  164th  Street 
Jamaica 

A REFRESHER  COURSE  IN  RADIATION 
THERAPY  AND  PHYSICS 

Program  Chairmen: 

JAMES  H.  DAVENPORT,  M.D. 

GERALD  SHAPIRO,  Senior  Physicist 

FEES:  $150  (includes  lunches) 

$100  for  Residents  (with  letters  of  certification 
from  Director) 

Please  apply  to:  Jan  J.  Smulewicz,  M.D.,  Dir.,  Department  of 
Radiology,  at  the  above  address. 

MONDAY,  MAY  6 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  Management  of  Intractable  Heart  Failure 

JOHN  J.  ROTHSCHILD,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Early  Skin  Manifestations  of  Internal 
Diseases 

IRWIN  KANTOR,  M.D. 

Mount  Sinai  School  of  Medicine 


May  7 / 28,  1974 

8:00  a.m.,  Tuesdays 

Richmond  County  Chapter  of  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 
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Continuing  Postgraduate  Medical  Lectures 

May  7 

Pulmonary  Function  I 

M.  CASTELLANO,  M.D. 

May  14 

Pulmonary  Function  II 

DR.  CASTELLANO 

May  21 

The  Pediatric  Exam 

M.  MEDRANO,  M.D. 

May  28 

Differential  Diagnosis  of  Abdominal  Pain 

A.  GORETSKY,  M.D. 


May  7/9,  1974 

9:00  a. m. -4:00  p.m.,  Tuesday  / Thursday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

ELECTROMYOGRAPHY 

JOSEPH  B.  ROGOFF,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


TUESDAY,  MAY  7 

4:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 
2 East  103rd  Street 

RESIDENT’S  NIGHT 

I.  Presentation  of  Cases: 

Members:  4:30-5:00 
Non-members:  5:00-5:30 

From  the  Departments  of  Dermatology  of: 

a.  Albert  Einstein  College  of  Medicine 

b.  Bellevue  Hospital 

c.  Bronx  V.A.  Hospital 

d.  Brooklyn  V.A.  Hospital 

e.  Columbia-Presbyterian  Medical  Center 

f.  Kings  County  Hospital 

g.  Manhattan  V.A.  Hospital 

h.  Metropolitan  Hospital 

i.  Mount  Sinai  Hospital 

j.  New  York  Hospital 

k.  St.  Luke’s  Hospital 

l.  University  Hospital 

m.  USPHS  Hospital-Staten  Island 

II.  Executive  Session  5:00-5:30 

III.  Presentation  by  Residents  5:30-7:00 

May  7 and  15,  1974 
Jewish  Memorial  Hospital 

Broadway  and  196th  Street 


May  7-8:30  p.m. 

The  Measurement  of  Human  Chorionic 
Gonadatropin  in  Male  and  Female 

DONALD  GOLDSTEIN,  M.D. 

Peter  Bent  Brigham  Hospital,  Boston 

May  15-11:00  a.m. 

Adolescent  Medicine 

MICHAEL  I.  COHEN,  M.D. 

Albert  Einstein  College  of  Medicine 


May  8 and  9,  1974 

New  York  Eye  and  Ear  Infirmary 

Marriott’s  Essex  House 

47th  ANNUAL  CLINICAL  CONFERENCE- 
OPHTHALMOLOGY— 1974 

Topics: 

1.  Pharmacology 

2.  Traumatic  Lesions  and  Tumors  of  the  Orbit 

3.  Pitfalls  and  Innovations  in  Surgery 

4.  Lesions  of  the  Optic  Nerve 

5.  Vitreous  Surgery 

6.  Valuable  Techniques  in  Muscle  Re-Operations 

7.  Genetics 

8.  “How  I Do  It"  Clinic 

FEE:  $100  (includes  luncheon) 

25  for  Residents 

Please  write:  Jane  Stark,  Conference  Registrar,  New  York 
Eye  and  Ear  Infirmary,  310  East  14th  Street,  New  York,  N.Y. 
10003. 


May  8 / June  12,  1974 

2:30-4:00  p.m.,  Wednesdays 

Downstate  Medical  Center 

Kings  County  Hospital  Center 
E Building,  8th  Floor 
451  Clarkson  Avenue 
Brooklyn 

REHABILITATION  MEDICINE 

JOSEPH  G.  BENTON,  M.D.,  with  HERBERT  I.  J.  BERNER, 
JULIUS  FELDMAN,  KYUNG  H.  KANG,  GEORGE  D. 
LABMER,  HERMAN  E.  MAUTNER,  GIOVANNA  RASILE, 
RAUL  SALA,  YOLAINE  A.  SINADY,  and  VOJIN  N. 
SMODLAKA,  M.D.’s 

FEE:  $20  CREDIT:  9 AAFP  Elective 

To  register,  contact  Charles  M.  Plot,  M.D.,  Dir.  of  Continuing 
Education,  Downstate  Medical  Center,  450  Clarkson  Avenue, 
Brooklyn,  N.Y.  11203.  Tel.  212/270-2421. 


WEDNESDAY,  MAY  8 

6:00  p.m. 

Bronx  Pediatric  Society 

ANNUAL  DINNER  MEETING 
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7:30  p.m. 

New  York  Surgical  Society 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

Case  Report: 

A Proven  Case  of  Cogan's  Syndrome  with 
Mesenteric  Vascular  Insufficiency 

RAYMOND  D.  LARAJA,  M.D.,  and  LOUIS  M ROSATI. 
M.D. 

Papers: 

1.  Intravenous  Feeding  in  the  Management 
of  Renal  Insufficiency 

MOHAMAD  H.  PARSA,  DAVID  V HABIF.  and  JOSE 
M FERRER,  M.D.'s 

2.  Abdominoperineal  Resection  for  Cancer 
of  the  Rectum 

MAUS  W.  STEARNS,  JR.,  M.D 

3.  Endocarditis  in  the  Addict  Population — 
The  Result  in  15  Patients  Following  Open 
Heart  Surgery 

P.  D.  HARRIS  and  C.  B.  YEOH,  M.D.'s 


THURSDAY,  MAY  9 

5:00  p.m. 

The  New  York  Academy  of  Medicine 

Committee  on  Medical  Education 
2 East  103rd  Street 

THE  RESIDENT  PHYSICIAN 

Graduate  Student  and  Provider  of  Medical 

Care 

PETER  ROGATZ,  M.D. 

Blue  Cross  of  Greater  New  York  City 


SATURDAY,  MAY  11 

8:30  a. m. -4:00  p.m. 

Memorial  Sloan-Kettering  Cancer  Center 

1275  York  Avenue 

NURSING  CARE  SYMPOSIUM- 
RECOVERY  ROOM 

Department  of  Anesthesiology  and  Department  of  Nursing 
Memorial  Hospital  for  Cancer  and  Allied  Diseases 
FEE:  $15 


May  13  / 20,  1974 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

May  13 

Possible  Role  of  Viruses  in  Chronic  and 
Subacute  Human  CNS  Diseases 


TERESITA  S.  ELIZAN,  M.D. 

Mount  Sinai  Medical  Center 

May  20 

Recent  Advances  in  Human  Cytogenetics 

KURT  HIRSCHHORN,  M.D. 

Mount  Sinai  Medical  Center 


WEDNESDAY,  MAY  15 

9:00  a m. -1:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

Mount  Sinai  Medical  Center 

REHABILITATION  IN  ARTHRITIS 

LAWRENCE  WISHAN  and  FRANCES  DWORECKA,  M.D.'s 
Mount  Sinai  School  of  Medicine 

FEE:  $10 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

ASTHMA 

ARTHUR  S.  BANNER,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  lY2  AAFP 


4:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Otolaryngology 
2 East  103rd  Street 

1.  Mucoepidermoid  Carcinoma  of  Salivary 
Gland  Origin  with  Clinical-Pathological 
Correlations 

KARL  PERZIN,  M.D. 

Columbia  University  P & S 

2.  A Pathologist  Looks  at  the  Inner  Ear — 
Some  Rarer  Types  of  Deafness  and 
Menier’s  Disease 

PROFESSOR  IMRICH  FRIEDMANN 
Northwick  Park  Hospital,  Middlesex,  England 


7:00  p.m. 

New  York  Allergy  Society 

Commodore  Hotel 

Lexington  Avenue  at  42nd  Street 

PROSPECTIVES  IN  CANCER  THERAPY 

ROBERT  GOOD,  M.D. 

Sioan-Kettering  Institute  for  Cancer  Research 
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THURSDAY,  MAY  16 

3:00  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

ORTHOPEDIC  INFECTIONS:  A 
BIOLOGICAL  APPROACH  TO  DIAGNOSIS 
AND  TREATMENT 

LEROY  S.  LAVINE  and  HENRY  D.  ISENBERG,  M.D.'s 

To  register,  contact  Charles  M.  Plotz.,  Dir.  of  Continuing  Edu- 
cation, at  the  above  address.  Tel.  212/270-2421. 


May  17  and  18,  1974 

8:00  a. m. -5:00  p.m.,  Friday 
8:30  a. m. -12:30  p.m.,  Saturday 

Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

CORTICOSTEROIDS  AS 
IMMUNOSUPPRESSIVE  DRUGS 

ELI  A.  FRIEDMAN,  DAVID  KAPLAN,  SAMUEL  L. 

KOUNTZ  and  CHARLES  M.  PLOTZ,  M.D.'s  with  Invited 
Participants 

FEE:  $90  (including  lunches) 

To  register,  contact  Ms.  Carolina  Leto,  c/o  Eli  A.  Friedman, 
M.D.,  Box  52,  Downstate  Medical  Center,  450  Clarkson  Ave- 
nue, Brooklyn,  N.Y.  11203.  Tel.  212/270-1710. 


MONDAY,  MAY  20 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Ophthalmology 
2 East  103rd  Street 

ANNUAL  RESIDENT’S  NIGHT 

1.  The  Retrospective  Study  of  the  50 
Cases  of  Glaucoma;  The  Diagnosis, 
Treatment  and  Response  in  Blacks 

GEORGE  STUBBS,  M.D. 

Bronx  Eye  and  Ear  Infirmary 

2.  Changes  in  Light  Scatter  and  Protein 
Biochemistry  of  the  Lens  in  Aging  and 
Opacification 

JESSE  L.  SIGELMAN,  M.D. 

Columbia-Presbyterian  Medical  Center 

3.  The  Tolosa-Hunt  Syndrome 

FRANK  SPRIN,  M.D. 

Downstate  Medical  Center 

4.  Re-Active  Conjunctival  Hyperplasia 
Secondary  to  Anticonvulsive  Therapy 

BRUCE  A.  MAZOR,  M.D. 

Long  Island  Jewish  Hospital 


5.  Phakoemulsification  Intracapsular 
Cataract  Extraction:  Resident 
Surgeons  Early  Training  Experience 

BRUCE  HYMAN,  M.D. 

Manhattan  Eye  and  Ear  Infirmary 

6.  The  Diurnal  Curve  in  Glaucoma 

MARK  LEITMAN,  M.D. 

Montefiore  and  Albert  Einstein  Hospitals 

7.  The  Intraocular  Penetration  of 
Amoxicillin  in  Rabbits 

STEVEN  FAIGENBAUM,  M.D. 

Mount  Sinai  School  of  Medicine 

8.  Detachment  of  Descement’s  Membrane 

S.  JEROME  HOLTZ,  M.D. 

New  York  Eye  and  Ear  Infirmary 

9.  An  Unusual  Type  of  Heredo-Retinal 
Degeneration 

KENNETH  G.  NPBLE,  M.D. 

N.Y.U.  Medical  Center 

10.  Auto-Regulation  of  Ocular  Blood  Flow 

DAVID  GERSTEIN,  M.D. 

New  York  Medical  College 


WEDNESDAY,  MAY  22 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Bio-Medical  Engineering  with  the  Section  on  Historical 
Medicine  and  the  New  York  Cardiological  Society 
2 East  103rd  Street 

THE  CHINESE  LEGACY  IN  MEDICINE, 
SCIENCE,  TECHNOLOGY  AND  THE 
EXPLORATION  OF  SPACE  WITH 
CERTAIN  ANALOGIES  BETWEEN 
ANCIENT  CHINA  AND  ANCIENT  GREECE 

CONSTANTINE  D.  J.  GENERALES,  M.D. 

Mount  Sinai  Medical  Center 


8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Orthopedic  Surgery  and  the  Section  on  Plastic  and 
Reconstructive  Surgery  with  the  New  York  Society  For  Surgery 
of  the  Hand  and  the  New  York  Regional  Society  of  Plastic  and 
Reconstructive  Surgery 
2 East  1 03rd  Street 

Panel  Discussion: 

NEUROPATHIES  OF  THE  UPPER 
EXTREMITY 

Presented  by  the  New  York  Society  for  Surgery  of  the  Hand 
Panelists  to  be  announced 


5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
210  East  64th  Street 
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MODERN  PTOSIS  SURGERY 

ORKAN  STASIOR,  M.D.,  Albany 

May  20  / 22,  1974 

Institute  of  Rehabilitation  Medicine 

400  East  34th  Street 

THE  ANNUAL  PHYSICAL  THERAPY 
CHEST  SYMPOSIUM 

PHYSICAL  THERAPY  IN  CHRONIC  AND 
ACUTE  PULMONARY  DISORDER 

FEE:  $150 

Write:  Dr.  Joseph  Goodgold,  Room  RR617,  at  the  Institute 


May  20  / 23,  1974 

1:00-5:00  p.m. 

Queens  Hospital  Center  Affiliate/Long  Island 
Jewish-Hillside  Medical  Center 

82-68  164th  Street 
Jamaica 

A REFRESHER  COURSE  IN  RADIATION 
PHYSICS  AND  RADIOBIOLOGY 
(An  intensive  review  and  refresher  course 
for  residents  in  Radiology  who  are  preparing 
for  examination  by  the  American  Board  of 
Radiology) 

Program  Chairman: 

GERALD  SHAPIRO,  M S. 

FEE:  $50 

Write:  Jan  J.  Smulewicz,  M.D.,  Dir.,  Department  of  Radiolo- 

gy 


MONDAY,  MAY  20 

8:30  p.m. 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 
Dazian  Pavilion 

Medical-Surgical  Thoracic  Conference 

PRESENT  STATUS  OF  THE  LUNG 
TRANSPLANT 

FRANK  J.  VEITH,  M.D. 

Montefiore  Hospital  and  Medical  Center 

WEDNESDAY,  MAY  22 

4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 


BLEEDING  IN  THE  NEWBORN 

ARTURO  J.  ABALLI,  M.D. 

Queens  Hospital  Center 


8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

THE  PSYCHOLOGY  OF  LAUGHTER 
A Panel 

DOUGLAS  INGRAM,  M.D. 

Beth  Israel  Hospital 
LUIS  R.  MARCOS.  M.D. 

N.Y.U.  School  of  Medicine 

HOWIE  SCHNEIDER 

The  Newspaper  Comics  Council 

Moderator: 

ARNALDO  APOLITO,  M.D. 

American  Institute  for  Psychoanalysis 


FUTURE  EVENTS 


June5  / 7,  1974 
Columbia  University  P & S 

Department  of  Pediatrics 
Barbizon  Plaza  Hotel 
Central  Park  South 

POSTGRADUATE  COURSE  IN  PEDIATRIC 
THERAPY 

FEE:  $175  (Residents  $100) 

Write:  Jose  M.  Ferrer,  Jr.,  M.D.,  Assoc.  Dean,  Columbia  Uni- 
versity P & S,  630  West  168th  Street,  New  York,  N.Y.  10032. 


June  7 / 11,  1974 

9:00  a. m. -5:00  p.m.,  Friday  / Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

CELL  PATHOLOGY  AND  SYSTEMIC 
NUCLEAR  MALIGNANCY  ASSOCIATED 
CHANGES  (MAC)  IN  TISSUES  AND 
SMEARS 

HERBERT  E.  NIEBURGS,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200 


The  deadline  date  for  June  meetings  is  April  10th.  Send  copy 
to  the  Editor. 
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June  7 and  8,  1974 

Columbia  University  P & S and  The  Edward  S. 
Harkness  Eye  Institute 

630  West  168th  Street 
Postgraduate  Course 

ULTRASONIC  TOMOGRAPHY  OF  THE 
EYE  AND  ORBIT 

Under  the  Direction  of 

D.  JACKSON  COLEMAN,  M.D. 

Faculty 

RICHARD  DALLOW,  M.D. 

ROBERT  JACK,  M.D. 

FREDERIC  LIZZI,  D.  Eng.  Sci. 

DAVID  ABRAMSON,  M.D. 

FEE:  $150  (Residents  $100)  CREDIT:  AMA 

WRITE:  Jose  M.  Ferrer,  Jr.,  M.D.,  above  address,  or  call 

212/579-3682. 


BUFFALO  AREA 


May  2 / 16,  1974 

7:30-9:30  p.m.,  Thursdays 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 
Sisters  of  Charity  Hospital — Palmer  Hall 

Continuing  Medical  Education 

CLINICS  IN  PHYSICAL  EXAMINATION  IF 
THE  CARDIAC  PATIENT  AND 
ARRHYTHMIA  WORKSHOPS 

May  2 

Auscultation — Systolic  Regurgitant  Murmur 
The  Tricuspid  Regurgitation  Murmur 
Continuous  Murmurs 
PDA 

Venous  Hums 
Arrhythmias 

May  9 

Auscultation — Diastolic  A-V  Valve  Murmurs 
The  Mitral  Stenosis  Murmur 
The  Tricuspid  Stenosis  Murmur 
Arrhythmias 

May  16 

Diastolic  Semilunar  Valve  Murmurs 

Aortic  Regurgitation  Murmur  and  Austin  Flint 

Murmur 

Pulmonary  Regurgitation  Murmur 
Graham  Steell 
Pericardial  Friction  Rubs 
Arrhythmias 
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May  3 and  4,  1974 
Department  of  Ophthalmology 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 
Statler  Hilton  Hotel 

A Symposium 

OPHTHALMOLOGY 

Friday  Morning 

1.  The  Management  of  Oculorotary  Muscle 
Paralysis 

ARTHUR  J.  JAMPOLSKY,  M.D. 

Smith-Keatlewell  Institute  of  Visual  Sciences,  San 
Francisco,  California 

2.  Malposition  of  the  Lids 

MERRILL  J.  REEH,  M.D. 

Devers  Memorial  Eye  Clinic,  Portland,  Oregon 

3.  Diagnosis  and  Treatment  of  Choroidal 
Hemangioma 

RUTH  STODDARD  LONG,  M.D. 

New  York  Medical  College 

4.  Endothelial  Dystrophy  of  the  Cornea: 

— Clinical  and  Histopathological  Findings 

ROBERT  A.  D'AMICO,  M.D. 

St.  Vincent’s  Medical  Center  of  N.Y.C. 

5.  Spectacles  for  Aphakia:  — Practical 
Tips  in  Design,  Dispensing  and  Newer 
Exciting  Improvements 

ROBERT  C.  WELSH,  M.D. 

University  of  Miami  School  of  Medicine 

Friday  Afternoon 

1.  Adjustable  Strabismus  Surgical 
Procedures 

ARTHUR  J.  JAMPOLSKY,  M.D. 

2.  Treatment  of  Lid  Tumors 

MERRILL  J.  REEH,  M.D. 

3.  Fluorescein  Angiographic  Techniques  as 
an  Adjunct  in  Diagnosis  and  Treatment  of 
Retinal  Disease 

RUTH  STODDARD  LONG,  M.D. 

4.  Keratoconus  and  Acute  Hydrops 

ROBERT  A.  D'AMICO,  M.D, 

Friday  Evening 

Reception  and  Dinner  in  the  Georgeian  Room 
(Spouses  most  cordially  welcome) 

Saturday  Morning 

1.  Modern  Trends  and  Improvements  in 
Conventional  Cataract  Surgery 

ROBERT  C.  WELSH,  M.D. 

2.  Pediatric  Symposium 

3.  Surgical  Overcorrections:  Indications 
and  Contra-Indications 

ARTHUR  J.  JAMPOLSKY,  M.D. 


4.  Congenital  Ptosis 

MERRILL  J.  REEH,  M.O. 

5.  Differential  Diagnosis  of  Macular  Lesions 
in  the  Pediatric  Age  Group 

RUTH  STODDARD  LONG.  M.D. 

6.  Developmental  Congenital  Corneal 
Anomalies 

ROBERT  A.  D'AMICO,  M.D. 

FEE:  $50  ($12.50  Reception  and  Dinner) 

Write:  Continuing  Medical  Education  2211  Main  Street.  Buf- 
falo. N Y.  14214.  Tel.  716/831-5526 


School  of  Medicine 

State  University  of  New  York  at  Buffalo 

SCHEDULE  FOR  MAY  AND  JUNE 

May  3 & 4 

Ophthalmology 

May  9 (College  of  Surgeons) 

Difficult  Problems  in  the  Management  of 
Human  Shock  and  Trauma 

May  10  & 11 

UB  Alumni  Spring  Clinical  Days: 

37th  Annual  Program 

May  14  & 15 

Fetal  Intensive  Care:  High  Risk  Pregnancy 
and  Fetal  Monitoring 

May  16 

The  Problem-Oriented  Medical  Record  in 
Office  Practice 

May  17  & 18 

Current  Trends  in  Primary  Health  Care: 

53rd  Annual  Program 

; May  23  & 24 

Office  Surgery  for  the  Pediatrician  and 
Family  Physician 

June  3-7 

Refresher  Seminar  in  Pediatrics 
June  10-11 

Pediatric  Pharmacology  and  Therapeutics 

A 

Contact:  Continuing  Medical  Education.  2211  Main  Street, 

Buffalo.  N.Y.  13214.  Tel.  716/831-5526. 


CATSKILL  AREA 

May  18  and  19,  1974 

9:00  a. m. -1:30  p.m.,  Saturday  and  Sunday 

Maimonides  Medical  Center  and  Coney  Island 


Hospital  Affiliate,  in  cooperation  with  the 
Downstate  Medical  Center  and  the  Kings 
County  Chapter  of  AAFP 
Grossinger’s  Hotel 
Grossinger 

PERINATAL  NEONATOLOGY 

PETER  AULD,  M.D. 

New  York  Hospital-Cornell  Medical  Center 
JAMES  BARRY  HANSHAW.  M.D. 

The  University  of  Rochester 
FRANK  A.  OSKI,  M.D. 

Upstate  Medical  Center.  Syracuse 
IAN  PORTER.  M.D. 

Albany  Medical  College 
LEO  STERN,  M.D. 

Brown  University,  Providence 
CARLO  VITTORIO  VALENTI.  M.D. 

Downstate  Medical  Center,  Brooklyn 

FEE:  $75  CREDIT:  9 Elective  hours  AAFP 


JOHNSON  CITY 


May  2 / 30,  1974 

1 1:00  a m.,  Thursdays 

Wilson  Memorial  Hospital 

Redwood  Room 
Johnson  City 

CLINICAL  SEMINARS  CONDUCTED  BY 
UPSTATE  MEDICAL  CENTER,  SYRACUSE 

May  2 

Clinical  Approach  to  the  Patient  with  Joint 
Disease 

ROBERT  PINALS,  M.D. 

May  9 

Management  of  Colon  Polyps 

JOHN  Q.  STAUFFER,  M.D. 

May  16 

Obesity  Management 

JAY  TEPPERMAN,  M.D. 

May  23 

Diseases  of  Altered  Immunologic  Mechanism 

RUSSELL  H.  TOMAR,  M.D. 

May  30 

Treatment  of  Infectious  Diseases  of  the  Lung 

DONALD  L.  BORNSTEIN,  M.D. 

CREDIT:  Category  1 (Prescribed)  AAFP 

Medical  Grand  Rounds  will  be  held  at  10:00  a.m.,  preceding 

each  of  the  above  sessions. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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ONEIDA  COUNTY 


NASSAU  COUNTY 


May  1 / 29,  1974 

4:00  p.m. 

Nassau  County  Medical  Center 

Dynamic  Care  Building,  X-ray  Classroom 
2201  Hempstead  Turnpike 
East  Meadow 

Radiology  Guest  Lectures 

May  1 

Neuroanatomy  for  Radiologists  II 

JAMES  N.  MACRI,  Ph.D. 

May  8 

Third  Annual  Radiology  Teaching  Day 
Ultrasound 

May  16 

Percutaneous  Cholangiography 

ROBERT  MEISEL,  M.D. 

Booth  Memorial  Hospital 

May  22 

Present  Outlook  for  Patients  with  Lung 
Carcinoma 

BERNARD  ROSWIT,  M.D. 

Bronx  V.A.  Hospital 

May  29 

Present  Outlook  for  Patients  with  Colo-rectal 
Carcinoma 

DR.  BERNARD  ROSWIT 


WEDNESDAY,  MAY  8 

8:30  a.m.-5:00  p.m. 

Nassau  County  Medical  Center 

Amphitheatre,  Dynamic  Care  Building 
East  Meadow 

3rd  Annual  Radiology  Teaching  Day 

ULTRASONOGRAPHY  FOR  CLINICAL 
PROBLEMS 

FEE:  $10  (includes  luncheon) 

Contact  Gerald  A.  L.  Irwin,  M.D.,  Chairman,  Department  of 
Radiology,  above  address. 


TUESDAY,  MAY  29 

Evening  Meeting 

Long  Island  Dermatological  Society 
Meadowbrook  Hospital 

Topic  to  be  announced 

RALPH  GROVER,  M.D. 


WEDNESDAY,  MAY  15 

7:30  a.m.-3:30  p.m. 

American  Cancer  Society,  Oneida  County  Unit; 
New  York  State  Department  of  Health,  Cancer 
Control  Bureau  and  Oneida  County  Health 
Department 

Hart’s  Hill  Inn 
Utica 

CANCER  OF  THE  CENTRAL  NERVOUS 
SYSTEM 

Keynote  Speakers: 

MRS.  ELEANOR  BERGER 
SUNY  at  Buffalo 
MISS  ANNE  CIOPPA 
SUNY  at  Albany 
WILLIAM  GEORGI,  M.D. 

Buffalo  General  Hospital 
MISS  SUE  BARR 
Roswell  Park  Memorial  Institute 
ROBERT  BOURKE,  M.D. 

Roswell  Park  Memorial  Institute 
ALFONSO  BREMER,  M.D. 

R.P.M.I. 

JOHN  WEBSTER,  M.D. 

R.P.M.I. 

FEES:  $1  Registration  and  Coffee 

$4  Lunch,  Registration  and  Coffee 
$3  Students  staying  for  Lunch 

Contact  Mr.  David  Bell,  Executive  Director,  Oneida  County 
Unit,  800  Charlotte  Street,  Utica,  N.Y.  Tel.  315/724-1071 

1 


PLATTSBURGH  AREA 


SATURDAY,  MAY  25 

8:30  a. m. -4:45  p.m. 

International  College  of  Surgeons;  New  York 
State  Cancer  Society,  Clinton  County  Unit; 
CV-PH  Medical  Center 

100  Beekman  Street 
Plattsburgh 

CANCER  TEACHING  DAY 

1.  New  Concepts  in  the  Etiology  of  Cancer 

MARTIN  LEWIS,  M.D. 

2.  Immunology  and  Cancer 

PHIL  GOLD,  M.D. 

3.  Diagnosis  and  Management  of  Pre- 
Cancerous  Lesions  of  the  Breast 

HENRY  P.  LEU,  JR.,  M.D. 
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4.  Management  of  Operative  Breast 
Cancer 

JEROME  A.  URBAN,  M.D. 

5.  Nursing  of  the  Patient  with  Cancer 

LYNN  NICHOLS,  R.N. 

6.  Newer  Diagnostic  Techniques  in 
Evaluation  of  Gastro-lntestinal 
Malignancy 

ROBERT  W.  CRICHLOW,  M.D. 

7.  Pre-Malignant  Lesions  of  the  Gastro- 
intestinal Tract 

JOHN  DAVIS,  M.D. 

8.  Management  of  Colo-Rectal  Neoplasia 

MARVIN  L.  CORMAN.  M.D. 

9.  Radiotherapy  in  Management  of  Cancer 
of  the  Breast  and  Colo-Rectum 

G.  STEPHEN  BROWN,  M.D. 

10.  Practical  Approaches  to  Chemotherapy 
in  Cancer  of  the  Breast  and  Colon 

CREDIT : 5 hours  Category  1 AMA 

Contact:  Nicholas  Scors,  M.D.,  52  Court  Street,  Plattsburgh, 
N.Y.  12901.  Tel.  518/563-2277. 


SUFFOLK  COUNTY 


THURSDAY,  MAY  2 

9:00  a.m.  Registration 

The  South  Oaks  Foundation 

South  Oaks  Hospital 

Sunrise  Highway  and  County  Line  Road 

Amityville 

SOULS  AND  PSYCHES— ARE  MINISTERS 
TO  BOTH  IN  OPPOSITION? 

(Clergymen  and  Mental  Health  Professionals 
frankly  discuss  how  they  view  each  other) 

Please  contact  Lynn  S.  Black,  Director,  Community  Relations, 
at  the  above  address.  Tel.  516/264-4000. 


SUNDAY,  MAY  26 

9:00-11:00  a.m. 

Massapequa  General  Hospital 

Seaford 

XANTHOMATOSIS  AND  LIPOPROTEINS 

RICHARD  K.  SCHER,  M.D. 

N.Y.U.  School  of  Medicine  ' 


Summer  issues  contain  notices  of  Fall  courses  and  meetings. 
Please  send  copy  to  the  Editor  as  soon  as  possible. 


EVENTS  RECEIVED  AFTER 
DEADLINE 


SUNDAY,  MARCH  31 

2:00-5:00  p.m. 

The  Westchester  Chapter  of  the  American 
Association  of  Medical  Assistants 

Winslow  Hall 
White  Plains 

“MEDICAL  ASSISTANTS  WEEK” 

To  be  Proclaimed  at  the  meeting  by  Westchester  County 
Executive 

ALFRED  B.  DEL  BELLO 


TUESDAY,  APRIL  2 

3:30  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

SOME  RIGID  CONVICTIONS  OF  AN 
OPEN  MIND 

ANN  LANDERS 
Human  Relations  Columnist 


April  3 / 24,  1974 
9:30  a.m.,  Wednesdays 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis 

RECENT  ADVANCES  IN  INTERNAL 
MEDICINE 

April  3 

Recent  Advances  in  Hypertension 

JEROME  PORUSH,  M.D. 

N.Y.U.  School  of  Medicine 

April  10 

Recent  Advances  in  Collagen  Diseases 

WILLIAM  D'ANGELO,  M.D. 

Queens  General  Hospital 

April  17 

Recent  Advances  in  Pulmonary  Diseases 

NATHAN  SERIFF,  M.D. 

Queens  Hospital  Center 

April  24 

Gastro-Enterology,  Including  Recent 
Advances  in  Gastro-lntestinal  Hormones 

PHILIP  A.  LOPRESTI,  M.D. 

Catholic  Medical  Center 


MONDAY,  APRIL  15 

8:30  p.m. 
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Beth  Israel  Medical  Center 

Dazian  Pavilion,  10th  Floor 
10  Nathan  D.  Perlman  Place 

Medical-Surgical  Thoracic  Conference 

PROBLEM  OF  MASSIVE  HEMOPTYSIS 

JOHN  A.  CROCCO,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center 

TUESDAY,  APRIL  16 

4:00  p.m. 

Mount  Sinai  School  of  Medicine 

Guggenheim  Hall  Auditorium 
5 East  98th  Street 

Oncology  Seminar 

CHEMOTHERAPY  AS  AN  ADJUVANT  TO 
BREAST  CANCER  SURGERY 


PHYSICIANS’  PLACEMENT 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  JAMES  D.  ROSE,  M.D.  or  ROBERT  E.  LUBANSKI, 
M.D.,  88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/ 
252-7742 


BRONX,  N.Y.  Vice  President  for  Medical  Affairs. 

CONTACT:  MR.  KENNETH  F.  ADAMEC,  Pres.,  Misericordia  Hos- 
pital and  Medical  Center,  600  East  233rd  Street,  Bronx,  N.Y. 
10466.  Tel.  212/653-3000,  x 277-8 


BROOKLYN,  N.Y.  Internist  with  geriatric  background  wanted  for 
four  hour  day,  Monday-Friday. 

CONTACT:  LEON  ROTHMAN,  M.D.,  Med.  Dir.,  Brookdale  Hospi- 
tal Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


RICHARD  G.  COOPER,  M.D. 
Buffalo  General  Hospital 


WEDNESDAY,  APRIL  17 


10:30  a.m. 

(New  York  State  Department  of  Mental 
Hygiene) 

Kings  Park  State  Hospital  Auditorium 
Rehabilitation  Center 
Kings  Park 

DEPRESSION 

HEINZ  E.  LEHMANN,  M.D. 

James  Douglas  Hospital 
Verdun,  Montreal,  Canada 


April  18/21,  1974 

American  Association  of  Medical  Assistants 

New  York  State  Society 
Parkway  Ramada  Inn 
Niagara  Falls 

15th  Annual  Convention 

AGE  OF  AWARENESS 

Please  contact  Mrs.  Mary  S.  Kankolenski,  723  Main  Street, 
Niagara  Falls,  N.Y.  14301. 


THURSDAY,  APRIL  18 


9:00  a.m. 

New  York  Medical  College 

Metropolitan  Hospital 
97th  Street  and  2nd  Avenue 
6th  Floor  Auditorium 

Chaiken  Lecture  in  Gastroenterology 

JERRY  S.  TRIER,  M.D. 

Peter  Bent  Brigham  Hospital 


CARMEL,  N.Y.,  Putnam  County.  Emergency  Room  physician 
wanted. 

CONTACT:  S.  BUCHBINDER,  M.D.,  Putnam  Community  Hospi- 

tal, Carmel,  N.Y.  10512.  Tel.  914/279-6111. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  MR.  DON  BOZZI,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel.  518/783-5571. 


MASTIC  BEACH,  N.Y.,  Suffolk  County.  Family  Physician  needed 
for  neighborhood  health  center. 

CONTACT:  MORTON  JAGUST,  M.D.,  South  Brookhaven  Health 
Center,  Mastic  Beach,  N.Y.  11951.  Tel.  516/281-1830. 


STAMFORD,  N.Y.,  Delaware  County.  G.P.,  F.P.  or  Internist  As- 
sociate. 

CONTACT:  EVERETT  FORMAN,  M.D.,  Stamford,  N.Y.  12167. 

Tel.  607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certifed  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  MR.  STEWART  REDMAN,  Adm.,  Community  Hospi- 
tal, Stamford,  N.Y.  12167.  Tel.  607/652-7312. 


WARWICK,  N.Y.,  Orange  County.  Pediatrician  wanted. 

CONTACT:  JAMES  A.  WRYNN,  Adm.,  St.  Anthony  Community! 
Hospital,  15-19  Maple  Avenue,  Warwick,  N.Y.  10990.  Tel. 
914/986-2276. 


CARE-MEDICO.  F.P.  to  work  in  Choluteca,  Honduras;  Patholo-1 
gist  or  General  Surgeon  or  Internist,  with  full  or  associate  pro-| 
fessorial  rank,  to  teach  medical  students  in  Hue,  South  Viet-fl 
nam  Also  needed  immediately  is  a public  health  doctor  toj 
work  in  Kontum,  S.V. 

CONTACT:  LEONARD  COPPOLD,  Dir.  of  Contract  Personnel,)! 

MEDICO,  660  First  Avenue,  New  York,  N.Y.  10016.  Tel.j 
212/686-3110. 
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y^-H-DOBINS 


Pondimin 

(fenfluramine  hydrochloride) 


and  the 


Fourth  Meal” 


12  oz  beer  = 170  calories 


10  potato  chips  = 100  calories 
50  potato  chips  = 500  calories 


10  peanuts  = 50  calories 
50  peanuts  = 250  calories 


See  last  page  for  full  prescribing  information. 


For  the  overweight  patient  who 


A 


Your  dieting  patients  are 
especially  vulnerable  to  high 
calorie  snack  foods  during  the 
evening  hours.  Their  relaxed 
association  with  family  members 
who  are  snacking  makes  it  easy 
to  depart  from  the  strict  diet  they 
followed  so  carefully  throughou 
the  day.  One  potato  chip  leads  tcf 
another  until  during  the  course  c 
an  evening  of  TV  viewing,  they’ve 
consumed  enough  calories  to 
add  up  to  a “fourth  meal.” 


Dedal  problem  is  the  evening  snack- 


unique,  non-stimulating 
>roperties  of  Pondimin® 
lenfluramine  HCI)  make  it 
He  ideal  anorectic 

lost  patients  can’t  take  the  traditional  anorectics 
9fore  dinner  because  their  stimulating  effects  persist 
ntil  long  after  bedtime.  For  this  reason  they  are 
protected  against  snacking  during  the  very  period 
hen  appetite  suppression  is  most  needed. 

ondimin  provides  a big  advantage  over  the  traditional 
Dpetite  suppressants  because  it  is  not  stimulating.  In 
ict,  it  more  often  produces  slight  sedation  (in  2 or  3 
atients  out  of  1 0).  Hence,  you  can  prescribe  Pondimin 
afore  dinner  or  later  in  the  evening  without  keeping 
aur  patient  awake  and  on  edge.  Since  his  appetite  is 
jppressed,  he’ll  be  less  likely  to  snack  in  front  of  the 
V set  and  at  bedtime. 

)ther  Pondimin  Patient  Benefits 


Not  contraindicated  in  mild-to-moderate  hyper- 
tension. Use  with  caution.  (See  prescribing  information). 
May  be  used  for  the  diabetic  and  for  the  obese 
teenager. 

Low  potential  for  social  abuse.  Classified  in 
Schedule  IV. 


Pondimin® 

(fenfluramine  hydrochloride) 


20  mg  tablets 


A H Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220  /\’  Hf^OBINS 


Brief  Summary 

Indication : In  exogenous  obesity  as  short-term  (a  few  weeks) 
adjunct  in  weight  reduction  regimen  based  on  caloric  restric- 
tion Limited  usefulness  of  agents  of  this  class  should  be 
measured  vs  possible  risks  Contraindications:  Glaucoma, 
hypersensitivity  to  this  or  other  sympathomimetic  amines, 
during  or  within  14  days  after  the  administration  of  MAO 
inhibitors  (hypertensive  crises  may  result);  history  of  drug  j 
abuse  Warnings:  When  tolerance  to  the  anorectic"  effect 
develops,  do  not  exceed  maximum  recommended  dose  in 
attempt  to  increase  effect  rather,  discontinue  drug  May 
impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  motor  vehicle;  caution 
patient  accordingly  Drug  Dependence  Fenfluramine  is 
related  chemically  to  amphetamines  differs  somewhat  phar- 
macologically Amphetamines  and  related  stimulant  drugs 
have  been  extensively  abused  and  can  produce  tolerance, 
severe  psychological  dependence,  and  other  adverse  organic 
and  mental  changes  There  is  a recent  report  of  abuse  of 
fenfluramine  by  subjects  with  a history  of  abuse  of  other 
drugs  Abuse  of  80  to  400  mg  of  the  drug  was  reportedly 
associated  with  euphoria,  derealization,  perceptual  changes. 
Fenfluramine  did  not  produce  signs  of  dependence  in 
animals  appeared  to  produce  sedation  more  often  than  CNS 
stimulation  at  therapeutic  doses  Its  abuse  potential  appears 
qualitatively  different  from  that  of  amphetamines  Keep  in 
mind  the  possibility  that  fenfluramine  may  induce  dependence 
when  evaluating  desirability  of  including  it  in  individual  weight 
reduction  programs  Usage  in  Pregnancy  Safe  use  in  preg- 
nancy not  established  Reproduction  studies  in  rats  sug- 
gested embryotoxic  potential  in  rabbits,  mice  and  monkeys 
yielded  negative  results  Use  in  women  who  are  or  may 
become  pregnant  requires  that  potential  benefit  be  weighed 
vs  possible  hazard  to  mother  and  infant.  Usage  in  Children: 
Safety  and  efficacy  in  children  under  1 2 years  not  established. 
Precautions:  Differs  in  pharmacologic  profile  from  other 
anorectic  drugs  familiar  to  prescribing  practitioner.  Corres- 
pondingly, there  are  possible  adverse  effects  not  associated 
with  other  anorectics ",  including  diarrhea,  sedation,  depres- 
sion Weigh  possibility  of  these  effects  vs.  possible  advantage 
of  less  CNS  stimulation  and/or  abuse  potential  Use  other 
CNS  depressant  drugs  cautiously  with  fenfluramine;  effects 
may  be  additive  Use  only  with  caution  in  hypertension 
(monitor  blood  pressure)  evidence  insufficient  to  rule  out 
possible  adverse  effect  on  BP  in  some  hypertensives.  Not 
recommended  in  severe  hypertensives  or  in  patients  with 
symptomatic  cardiovascular  disease  including  arrhythmias. 
May  increase  slightly  the  effect  of  antihypertensive  drugs, 
eg.  guanethidine.  methyldopa,  reserpine  Exercise  caution 
in  prescribing  for  patients  with  history  of  mental  depression. 
Further  depression  of  mood  may  occur  while  on  fenfluramine 
or  after  withdrawal  Adverse  Reactions:  Commonest 
adverse  reactions  are  drowsiness,  diarrhea,  dry  mouth  Less 
frequently  reported  adverse  reactions  include  C N S Diz- 
ziness confusion,  incoordination  headache,  elevated  mood; 
depression  anxiety,  nervousness,  tension;  insomnia; 
weakness,  fatigue  increased  or  decreased  libido:  agitation, 
dysarthria  G/  Constipation  abdominal  pain;  nausea. 
Autonomic  Sweating;  chills,  blurred  vision,  GU:  Dysuria;  uri- 
nary frequency  C-V  Palpitation;  hypotension,  hypertension; 
fainting  Skin:  Rash;  urticaria:  burning  sensation.  Miscel- 
laneous Eye  irritation,  myalgia,  fever,  chest  pain;  bad  taste. 
Dosage  and  Administration:  Initiate  dosage  at  one  20  mg 
tablet  t.i.d.  before  meals,  adjust  to  need  and  response  of 
patient  Depending  on  effectiveness  and  side  effects, 
increase  dosage  weekly  by  one  tablet  daily  to  maximum  dos- 
age of  two  tablets  1 1 d If  initial  dosage  not  well  tolerated, 
reduce  to  two  tablets  daily  and  thereafter  gradually  increase 
to  minimize  chance  of  side  effects  How  Supplied:  20  mg 
orange  tablets  Before  prescribing  or  administering,  see  full 
prescribing  information 
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Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


012345678  houYs 
Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  ‘Adaptation 

DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


’■  Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 

856 

858 

860 

865 

868 

873 

875 

884 

887 


777 

778 

779 

782 


740 

741 
748 
752 
760 


CONTINUED 


Common  Hepatic  Duct  Obstruction  by  Hepatoma;  Technique  for  successful  palliation 
Manuel  R.  Lagmay,  M.D.,  and  Robert  B.  Malcolm,  M.D.,  F.A.C.S. 

Intrauterine  Torsion  of  the  Spermatic  Cord 

Dennis  N.  Lusignan,  M.D.,  Harold  E.  Marden,  Jr.,  M.D.,  and  Marvin  W.  Woodruff, 
M.D. 

Depressive  Reactions  Associated  with  Reserpine 
Salvatore  V.  Ambrosino,  M.D.,  F.A.P.A. 

Cystadenocarcinoma  of  Pancreas  with  Staged  Pancreatoduodenectomy 
Robert  R.  Johnson,  M.D.,  F.A.C.S. 

Permanent  Transvenous  Pacemaker  Infection  with  Septicemia 
A.  Sedaghat,  M.R.C.P. 

Coronary  Artery  Vasculitis  and  Myocardial  Infarction  with  Systemic  Lupus  Erythematosus 
Barry  M.  Benisch,  M.D.,  and  Nina  Pervez,  M.D. 

Special  Articles 

Maldistribution  of  Physicians;  National  problem  studied  locally 
Clive  Caplan,  M B.,  B.S.,  D.F.P. 

Psychiatric  Administration;  Reason  and  experience 
Joseph  J.  Friedman,  M.D.,  F.A.C.P.,  F.A.P.A. 

Snowblower  Injuries 

Leo  V.  Gould,  M.D.,  Edward  C.  Hughes,  Jr.,  M.D.,  and  Arthur  Lehrman,  M.D. 


Editorials 

765 

Instructions  for  Witnesses 

767 

Medical  News 

Masthead 

774 

Medical  Meetings 

Information  for  Authors 

890 

Obituaries 

Malpractice;  Medicolegal 

jujitsu  but  not  justice 

To  contributing  authors  and 
our  readers 


General 

Index  to  Advertising 

State  Society  Officers 

766 

Index  to  Advertisers 

Month  in  Washington 

893 

Index  to  Products 

Books  Reviewed 

894 

Classified  Advertising 

Abstracts  in  Interlingua 
Abstracts 

897 

WHAT  GOES  ON 

738 


New  York  State  Journal  of  Medicine  / May  1974 


“Send  it  out  to 
Bio-Science. 

It’s  important!’ 


Yes,  it  happens.  Some  of  our 
clients  tell  us  they  send  only  the  important 
specimens,  or  the  important  tests  to 
Bio-Science. 

But... are  there  any  unimportant 
patients?  Of  course  not.  If  a test  is  worth 
running  at  all,  if  a result  is  worth  entering  in  the  chart,  it’s 
worth  the  best  care  and  attention  you  can  get  from  a 
referral  laboratory— and  that  means  sending  it  to  Bio-Science. 

Whether  sent  to  our  Main  Laboratory  in  Van  Nuys, 
or  to  our  Branch  Laboratories  in  Philadelphia  or  in 
New  York,  you  are  assured  of  the  same  quality  control, 
the  same  methods,  the  same  normals— all  backed 
by  the  name  and  reputation  of  Bio-Science  Laboratories. 


Bio-Science 

Laboratories 

Main  Lab:  7600  Tyrone  Ave., 

Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 

New  York  Branch:  5 Nassau  St., 
Rockville  Centre,  N Y.  11570 


r 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 

Van  Nuys,  California  91405  Dept  WW 

5 Nassau  St., 

Rockville  Centre,  N Y.  11570 

116  So.  Eighteenth  St., 

Philadelphia,  Pa  19103 


Gentlemen:  Please  send  me,  without  obligation: 

□ A copy  of  your  Handbook  of  Specialized  Diagnostic 
Laboratory  Tests 

□ A lab  pack  containing  a small  supply  of  postage-paid 
mailing  containers  and  Fee  Schedule 

Name - 


Address 


City. 


State 


Zip 


"1 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to-date 
on  the  newer  laboratory  tests, 
many  of  which  are  not  yet 
in  the  textbooks,  but  are  now 
available  to  all  clinicians  from 
Bio-Science  Laboratories.  You 
will  find  it  a handy  reference 
guide  for  normal  values  and  quick 
summations  on  tests  which  can 
aid  in  your  diagnostic  problems. 
Copies  are  available  to  physicians 
and  lab  personnel  without  obligation. 
Simply  fill  out  and  mail  this  coupon 
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Month  in  Washington 


The  American  Medical  Association  is  playing  a guid- 
ing role  in  an  attempt  to  establish  an  American  blood 
commission  that  would  assure  a national,  all-volunteer 
supply  of  blood  for  transfusions  and  medical  emergen- 
cies by  December  31,  1975. 

The  plan  was  made  public  by  Richard  E.  Palmer, 
M.D.,  now  chairman  of  the  AMA  Board  of  Trustees  and 
spokesman  for  the  major  groups  involved  in  collecting, 
distributing,  and  using  blood,  at  a press  conference  in 
the  AMA  Washington  office. 

Other  major  sponsors  of  the  proposed  American 
Blood  Commission  include  the  American  National  Red 
Cross,  the  American  Association  of  Blood  Banks,  and 
the  Council  of  Community  Blood  Centers. 

The  proposed  plan  is  for  a volunteer  program  con- 
trolled at  the  local  level  with  medical  societies  playing  a 
major  role.  Some  150  national  groups  with  an  interest 
in  a safe  blood  supply  would  be  members  of  a commis- 
sion that  would  oversee  each  regional  program.  The  re- 
gional programs  in  turn  would  guide  the  activities  of 
blood  banks  and  transfusion  facilities  in  their  own  areas. 

Last  fall  the  Administration  warned  that  if  the  pri- 
vate sector  could  not  reach  agreement  on  a national  pro- 
gram, a Federally-mandated  program  would  be  sought 
from  the  Congress.  The  AMA  stepped  in  and  mediated 
the  sharply  different  approaches  advocated  by  the 
major  blood  groups. 

The  major  difference  had  pitted  a for-profit  against- 
nonprofit  blood  supply.  In  the  nonprofit  field  the 
American  Association  of  Blood  Banks  (AABB)  and  the 
American  National  Red  Cross  have  vied  for  the  leader- 
ship role.  The  nonprofit  blood  banks,  largely  hospital 
units,  chiefly  have  favored  a nonreplacement  fee  for 
blood  as  the  most  dramatic  way  of  attracting  donors, 
whereas  the  Red  Cross  traditionally  has  relied  on  strict- 
ly volunteer  blood. 

Under  the  proposed  plan,  the  for-profit  advocators 
would  be  out  in  the  cold.  The  hope  is  that  a nonre- 
placement fee  system  will  not  be  needed,  although  it 
would  be  permitted. 

The  AMA-proposed  plan  has  been  published  in  the 
Federal  Register  to  give  interested  groups  time  to  com- 
ment. At  a later  date  HEW  (Health,  Education,  and 
Welfare)  will  sponsor  a conference  to  consider  com- 
ments and  decide  a course  of  action. 

Commenting  on  the  proposal,  Dr.  Palmer  told  the 
news  conference  that  it  “builds  on  the  strengths  of  the 
pluralistic  system.”  He  continued, 

These  partners  in  the  American  Blood  Commission 
can  communicate  the  medical  necessity  of  a depend- 
able blood  supply  to  the  general  public  from  which 
volunteer  donors  must  come.  The  systematic  coordi- 
nated recruitment  of  volunteer  donors  called  for  by 
this  plan  depends  on  a receptive  public  attitude. 

By  the  end  of  1975,  every  blood  bank  associated 
with  one  of  the  three  major  blood  banking  organiza- 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


tions  expects  to  be  drawing  100  per  cent  of  their  blood 
supply  from  volunteer  donors. 

* * * 

The  American  Medical  Association  has  warned  Con- 
gress that  legislation  before  it  would  treat  the  health 
sector  as  “one  vast,  monolithic  public  utility”  with  the 
secretary  of  Health,  Education,  and  Welfare  “a  health 
care  czar.” 

Testifying  before  the  Senate  health  subcommittee  on 
a bill  sponsored  by  Sen.  Edward  M.  Kennedy,  (D., 
Mass.),  AMA  president  Russell  B.  Roth,  M.D.,  termed 
the  bill  “one  of  the  gravest  steps  to  be  proposed  con- 
cerning health  care  delivery.”  The  measure  calls  for  re- 
placement of  comprehensive  health  planning  and  re- 
gional medical  programs  by  a formal  planning  system 
coupled  with  public  utility  regulations  by  state  health 
commissions  under  HEW'  supervision.  “We  are  op- 
posed to  the  creation  of  public  utility-type  regulatory 
controls  and  the  planning  mechanisms  in  this  and  simi- 
lar measures,”  Dr.  Roth  said. 

The  bill  before  the  Senate  health  subcommittee  calls 
for  a formal  system  of  planning  coupled  with  public  util- 
ity regulation  by  state  health  commissions  under  the  su- 
pervision of  the  HEW  department.  It  is  part  of  a com- 
prehensive measure  extending  certain  public  health  ser- 
vice programs  and  making  sweeping  changes  in  the  na- 
ture of  the  present  comprehensive  health  planning  and 
regional  medical  programs. 

“In  our  view  this  extreme  measure  is  unwarranted, 
without  justification  based  on  either  experience  or  need. 
It  carries  serious  potential  for  impeding  a beneficial  de- 
velopment of  medical  care,”  Dr.  Roth  said. 

He  termed  the  bill  an  “unprecedented  Federal  in- 
volvement in  matters  which,  under  our  Federal  system, 
have  traditionally  resided  in  state  and  local  govern- 
ments.” He  said, 

W'e  must  caution  against  the  imposition  of  a mas- 
sive bureaucratic  control  of  the  health  care  system. 
The  expertise  within  governmental  bureaucracy  must 
be  questioned.  W'e  cannot  afford  to  institute  a sys- 
tem which  can  stifle  meaningful  competition,  innova- 
tion, and  development  of  appropriate  health  care  ser- 
vices and  facilities.  The  economic  forces  inherent  in 
this  proposal  could  defeat  the  intention  of  this  com- 
mittee to  foster  the  developments  of  improvements  in 
our  health  care  delivery  system. 

A major  provision  of  the  legislation  would  require  the 
state  health  commissions  “to  determine  prospectively 
rates  used  for  reimbursement  purposes  for  health  ser- 
vices of  health  care  providers  within  the  state  and  regu- 
late all  reimbursements  if  such  health  care  providers 
made  on  either  a charge,  cost,  negotiated,  or  other  basis 
and  review  such  rates  at  least  once  a year.” 

All  of  the  authority  ostensibly  vested  in  the  state  bod- 
ies can  ultimately  rest  in  the  HEW  secretary,  Dr.  Roth 

continued  on  page  747 
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When  cardiac 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  heart  function 

Excessive  anxiety  is  one  of  a combina- 
tion  of  factors  that  may  trigger  a series  of 
maladaptive  functional  reactions  which  can 
generate  further  anxiety.  Often  involved  in 
this  vicious  circle  are  some  cardiac  arrhyth- 
mias, paroxysmal  supraventricular  tachycar- 
dia and  premature  systoles.  When  these 
symptoms  resemble  those  associated  with 
actual  organic  disease,  the  overanxious 
patient  needs  reassurance  that  they  have  no 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
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organic  basis  and  that  reduction  of  exces^ 
sive  anxiety  and  emotional  overreaction 
would  be  medically  beneficial. 


The  benefits  of  antianxiety  therapy 

Antianxiety’  medication,  when  used  to 
complement  counseling  and  reassurance,  should 
be  both  effective  and  comparatively  free  from 
undesirable  side  effects.  More  than  13  years  of 
extensive  clinical  experience  has  demonstrated 
that  Librium  (chlordiazepoxide  HC1)  fulfills 
these  requirements  with  a high  degree  of  con- 
sistency.  Because  of  its  wide  margin  of  safety, 
Librium  may  generally  be  administered  for  ex- 
tended  periods,  at  the  physician’s  discretion, 
without  diminution  of  effect  or  need  for  increase 
in  dosage.  If  cardiovascular  drugs  are  necessary, 
Librium  is  used  concomitantly  whenever  anxiety 
is  a clinically  significant  factor.  Librium  should 
be  discontinued  when  anxiety  has  been  reduced 
to  appropriate  levels. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium*  iomg 

(chlordiazepoxide  HCl) 


lor  2 capsules  t.i.d./q.i.cl 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
( e.g .,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment, blood  dvscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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after  taking  a 
potent  analgesic! 


360 times! 
in  3 months 


how  big  a dose  will  now 
bring  reliefif  it  is  a narcotic? 

"Tolerance  is  an  ever-present  hazard  to  continued 
use  of  narcotics. . . .The  very  first  dose  diminishes  the 
effects  of  subsequent  doses.’’1  And,  as  increasing 
amounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects— lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

l.Sadove,  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics,  Postgrad . 

Med.  49:102,  June  1971. 

how  big  a dose  will  now 
bring  relief  if  it  is  Talwin  ? 

Chances  are,  the  same  50  mg.  Talwin  Tablet  you 
prescribe  originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  anal- 
gesic efficacy:  one  50  mg.  tablet  appears  equivalent 
in  analgesic  effect  to  60  mg.  (1  gr.)  of  codeine.  How- 
ever, patients  receiving  Talwin  Tablets  for  prolonged 
periods  face  fewer  of  the  consequences  you’ve  come 
to  expect  with  narcotics.  There  should  be  fewer 
"adverse  effects”  on  her  way  of  life. 

Tolerance  rare:  Tolerance  to  the  analgesic  effect  of 
TalwinTablets  is  rare. 

Dependence  rare:  During  three  years  of  wide  clinical  use,  there 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history 
of  drug  dependence  should  be  under  close  supervision  while 
receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient  and 
to  prevent  the  use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain.* 

Generally  well  tolerated  by  most  patients*:  Infrequently  causes 
decrease  in  blood  pressure  or  tachycardia;  rarely  causes  respi- 
ratory depression  or  urinary  retention;  seldom  causes  diarrhea 
or  constipation.  Acute,  transient  CNS  effects,  described  in 
product  information  on  following  page,  have  occurred  in  rare 
instances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea  or  vomitmg  are  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses. 

•See  important  product  information  on  next  page  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 
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in  chronic 
pain  of 
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intensity 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use 

Indication:  For  the  relief  of  moderate  to  severe  pain. 
Contraindication:  Talwin  should  not  be  administered  to  patients 
who  are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psy- 
chological and  physical  dependence  on  parenteral  Talwin  in  pa- 
tients with  a history  of  drug  abuse  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  withdrawal  symptoms.  There 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history  of 
drug  dependence  should  be  under  close  supervision  while  receiv- 
ing Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take 
precautions  to  avoid  increases  in  dose  by  the  patient  and  to  pre- 
vent the  use  of  the  drug  in  anticipation  of  pain  rather  than  for  the 
relief  of  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  Talwin  and  its  potential  for  elevating  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore,  Talwin  can  pro- 
duce effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries,  in  such  patients,  Talwin  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses 
of  Talwin  have  experienced,  in  rare  instances,  hallucinations  (usu- 
ally visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should  be  very  closely  ob- 
served and  vital  signs  checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severely  limited  res 
piratory  reserve,  severe  bronchial  asthma  and  other  obstructive 
respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to 
accentuation  of  side  effects.  Although  laboratory  tests  have  not 
indicated  that  Talwin  causes  or  increases  renal  or  hepatic  impair 
ment,  the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  w 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tra 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagoni 
Some  patients  previously  given  narcotics,  including  methadone 
the  daily  treatment  of  narcotic  dependence,  have  experienc 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administer 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  si 
patients  in  association  with  the  use  of  Talwin  although  no  cai 
and  effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration'' 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequer 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrh  . 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  he. 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  si 
cope,  visual  blurring  and  focusing  difficulty,  hallucinations  (:> 
Acute  CNS  Manifestations  under  WARNINGS);  and  rarely  trem , ' 
irritability,  excitement,  tinnitus.  Autonomic.-  sweating;  infrequer1 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rar / 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequently  - 
crease  in  blood  pressure,  tachycardia.  Hematologic.-  rarely  - 
pression  of  white  blood  cells  (especially  granulocytes),  usu;| 
reversible  and  usually  associated  with  diseases  or  other  dri; 
which  are  known  to  cause  such  changes,  moderate  transi  t 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  ret  • 
tion,  toxic  epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dostn 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increaH 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  t 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  ac- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  vi 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  c 
dren  under  12  years  of  age  is  limited,  administration  of  Tal'  nlf 
in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  recei  f 
Talwin  orally  for  prolonged  periods  have  not  experienced  w • 
drawal  symptoms  even  when  administration  was  abruptly  disci-' 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  s 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver ; j 
kidney  function  have  revealed  no  significant  abnormalities  a r 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  o1'-  i 
dosage  has  been  insufficient  to  define  the  signs  of  this  conditii. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  ot ;r 
supportive  measures  should  be  employed  as  indicated.  Assisd 
or  controlled  ventilation  should  also  be  considered.  Althoi h 
nalorphine  and  levallorphan  are  not  effective  antidotes  for  resp  i- 
tory  depression  due  to  overdosage  or  unusual  sensitivity  o 
Talwin,  parenteral  naloxone  (Narcan®,  available  through  E o 
Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  cont.is 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent :c 
50  mg.  base.  Bottles  of  100.  _i 

Winthrop  Laboratories,  New  York,  N.Y.  10016  \l/l//nthri 
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noted.  He  asked  whether  or  not  this  means  the  Federal 
government  could: 

1.  Close  down  private  health  care  institutions  and 
even  Federal  facilities? 

2.  Shut  a municipal  or  state  hospital? 

3.  Regulate  salaries,  wages,  and  collective  bargain- 
ing agreements  of  health  care  workers? 

“Is  the  performance  of  the  secretary  of  HEW  and  the 
Administration  so  exemplary  and  so  unquestionable 
that  he  should  be  the  ultimate  repository  of  the  total  au- 
thority over  the  entire  health  care  delivery  system?” 
Dr.  Roth  asked. 

The  strengths  of  the  present  system  which  have  de- 
veloped in  the  absence  of  structured  planning  should 
not  be  overlooked,  testified  Dr.  Roth. 

He  continued, 

In  our  view  the  contemplated  formal  system  of 
planning  coupled  with  the  public  utility  regulation 
cannot  be  justified.  Nor  should  the  extreme  govern- 
mentally  mandated  system  of  planning  and  regulation 
be  adopted  without  evidence  that  such  a plan  can  rea- 
sonably be  expected  to  succeed.  We  believe  it  is  pru- 
dent to  proceed  on  an  experimental  basis  so  as  to  de- 
termine what  mix  of  voluntary  planning  together  with 
governmentally  required  planning  proves  to  be  the 
most  effective  in  specific  regions  of  the  country. 

...  In  view  of  the  potentially  irreversible  harmful 
effects  of  the  proposed  system  upon  our  health  care 
delivery  system,  we  urge  this  committee  to  reject  any 
such  proposal. 

Dr.  Roth  was  accompanied  by  James  Sammons,  M.D., 
then  chairman  of  the  AMA  Board  of  Trustees  and  now 
executive  vice-president  designate. 

* * * 

Congress  has  dealt  a mortal  blow  to  the  Administra- 
tion’s plan  to  continue  wage-price  controls  on  physi- 
cians, hospitals,  and  nursing  homes  after  April  30,  1974. 

The  Senate  Banking  Committee  voted  11  to  4 against 
a compromise  plan  that  would  give  the  Administration 
standby  authority  to  keep  controls  on  some  industries 
after  the  April  30  cut-off  date  when  the  controls  pro- 
gram expires.  The  committee  then  unanimously  voted 
to  kill  the  Administration  program  to  keep  the  lids  on 
health  while  freeing  the  rest  of  the  economy. 

House  Banking  Committee  chairman  Wright  Patman, 
(D.,  Texas),  previously  had  predicted  that  his  panel 
would  not  move  to  continue  controls. 

Barring  an  unexpected  shift  in  Congressional  senti- 
ment, the  control  program  is  dead.  Health  providers, 
led  by  the  AMA,  waged  a determined  assault  on  the  Ad- 
ministration’s program  to  extend  controls  in  health, 
promising  legal  action,  and  urging  lawmakers  to  drop 
the  entire  controls  apparatus. 

Although  Cost  of  Living  Council  director  John  Dun- 
lop refused  to  concede  defeat,  talking  bravely  pf  “other 
options  . . . being  explored  through  appropriate  legisla- 
tive channels,”  most  lawmakers  agreed  that  the  Banking 
Committee  had  sounded  the  death  knell  to  the  Adminis- 
tration’s unusually  insistent  drive  to  control  the  health 
segment  of  the  economy. 

Sen.  John  Tower  (R.,  Texas),  a member  of  the  Bank- 


ing Committee,  said  most  committee  senators  believed 
that  it  is  "time  to  let  the  marketplace  be  allowed  to 
work.” 

* * * 

Despite  a strong  labor-backed  move  to  the  contrary, 
the  House  easily  approved  legislation  allowing  self-em- 
ployed people  such  as  lawyers  and  physicians  to  deduct 
up  to  $7,500  a year  from  Federal  income  taxes,  provided 
it  is  placed  in  a qualified  pension  plan. 

The  Senate  had  already  approved  the  provision,  part 
of  an  overall  pension  reform  bill,  making  chances  of 
final  Congressional  enactment  and  signing  into  law  al- 
most certain. 

The  current  Keogh  program  limitation  on  tax  defer- 
rals for  retirement  is  $2,500,  not  to  exceed  10  per  cent  of 
income.  The  new  provision  allows  $7,500,  not  to  exceed 
15  per  cent  of  income. 

Spokesmen  for  the  provision,  including  the  AMA, 
urged  lawmakers  to  approve  on  grounds  that  the  cost  of 
living  has  increased  dramatically  since  the  Keogh  Law 
was  last  liberalized. 

The  legislation  for  the  first  time  imposes  certain  limi- 
tations on  corporate  retirement  programs  including 
those  for  so-called  professional  service  corporations. 
Tax  deferrals  will  not  be  allowed  on  savings  which 
would  exceed  a pension  that  brings  in  more  than  75  per 
cent  of  highest  earnings  over  a three-year  period  or 
$75,000  a year,  subject  to  cost-of-living  allowances  in  the 
future.  A “grandfather  clause”  exempts  people  eligible 
for  more  than  $75,000  based  on  current  compensation 
and  additional  period  of  employment. 

* * * 

A total  of  203  areas  have  been  designated  for  PSROs 
(Professional  Standards  Review  Organizations)  by  the 
HEW  department,  21  more  areas  than  tentatively  pro- 
posed last  December.  Major  change  was  allowing  two 
larger  states,  Georgia  and  Washington,  to  operate  as  sin- 
gle PSRO  areas. 

The  final  area  designations,  published  in  the  Federal 
Register,  were  handed  down  after  a month-long  review 
of  hundreds  of  comments  from  physicians’  groups. 

“We  have  now  reached  an  important  milestone  in 
implementing  the  PSRO  program,”  commented  HEW 
secretary  Caspar  Weinberger.  “Local  physician  groups 
can  now  take  the  lead  role  in  establishing  PSROs  for  the 
areas  we  have  designated.” 

The  most  significant  change  in  the  final  regulation 
was  naming  Georgia  and  Washington  as  single  PSRO 
areas.  Both  states  have  more  than  5,000  physicians  and 
had  been  divided  into  three  PSRO  sections  each.  In  the 
earlier  proposed  regulations  HEW  had  indicated  it 
would  hew  to  the  2,500  to  3,000  physician  limit  for  a 
PSRO  area.  Many  states  and  the  AMA  had  urged 
HEW  to  permit  some  states  with  higher  physician  popu- 
lations to  serve  as  single  PSROs. 

Other  changes  included  designating  Hawaii,  American 
Samoa,  Guam,  and  the  trust  territories  as  single  areas. 
These  Pacific  areas  had  been  proposed  for  two  PSROs. 

Increases  or  decreases  in  the  number  of  PSRO  areas 
within  states  accounted  for  the  remainder  of  the 
changes.  Texas  was  increased  from  8 to  9 areas,  Michi- 
gan from  8 to  10,  Florida  from  8 to  12,  and  California 
from  21  to  28;  Wisconsin  was  decreased  from  4 to  2. 

In  addition  Illinois  from  7 to  8,  Indiana  from  5 to  7, 
Maryland  from  5 to  7,  New  York  from  14  to  17,  North 
Carolina  from  4 to  8,  and  Ohio.  9 to  12. 
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All  told,  31  states  and  territories  will  serve  as  single 
PSROs  and  22  as  multiple  PSROs. 

HEW  invited  applications  for  contracts  from  quali- 
fied physician  organizations  to  plan  PSROs,  to  begin  op- 
eration of  PSROs  on  a conditional  basis,  or  to  establish 
statewide  organizations  to  provide  support  services  to 
local  PSROs.  Weinberger  said, 

We  believe  that  PSROs  which  are  to  be  planned, 
operated,  and  controlled  by  private  physicians  can 
significantly  improve  the  quality  of  medical  care  ren- 
dered in  institutions  to  beneficiaries  of  government 
health  programs. 

For  this  reason,  we  have  proposed  that  PSROs  be 
expanded  to  monitor  the  quality  of  all  services  pro- 
vided under  the  Comprehensive  Health  Insurance 
Plan  which  President  Nixon  recently  submitted  to 
Congress. 

The  head  of  the  PSRO  program  said  the  new  state- 
wide Support  Center  Plan  would  give  large  state  medi- 
cal societies  essentially  what  they  sought  in  their  fight 
for  single-state  PSRO  status. 

Henry  Simmons,  M.D.,  told  AM  News  that  the  larger 
states  never  intended  to  do  the  review  and  standard  set- 
ting on  a statewide  basis.  According  to  Dr.  Simmons, 
those  states  wished  to  provide  the  leadership  and  sup- 
port for  PSRO  in  their  states.  “Now  that  makes  a good 
deal  of  sense,”  the  deputy  assistant  secretary  of  health 
said.  He  continued, 

We  see  it  (the  statewide  support  center)  as  a way  in 
which  state  organizations  can  provide  very  important 
leadership  and  very  important  services  centrally,  and 
that  makes  a lot  of  sense  from  our  standpoint,  the 
standpoint  of  efficiency.  We  see  them  as  providing  a 
very  important  role  in  getting  the  PSRO  program 
started  in  their  states,  using  goodwill  and  leadership 
in  educating  the  profession  . . . 

The  Statewide  Support  Center  idea  was  one  of  the 
major  new  announcements  in  the  final  PSRO  area  desig- 
nation rules. 


Dr.  Simmons  was  asked  why  Texas  and  other  states’ 
societies  from  large  population  states  were  turned  down 
in  their  bid  for  single  PSRO  area  designations  and  why 
Georgia  and  Washington  were  picked. 

He  said  Texas  is  too  big  and  diverse.  “There  are  too 
many  major  areas  in  that  state  which  just  do  not  relate 
to  one  area  for  medical  services — thus  (it)  cannot  be 
designated  as  a single-state  area.” 

By  contrast,  according  to  Dr.  Simmons,  in  both  Geor- 
gia and  Washington  “there  is  a concentration  of  special- 
ists and  a majority  of  physicians  in  one  particular  area 
. . . in  Georgia,  the  Atlanta  area;  in  Washington,  the 
Seattle-Tacoma-Bremerton  area.” 

Although  present  PSRO  areas  might  be  changed  in 
the  future,  Dr.  Simmons  indicated  there  was  little 
chance  any  of  the  larger  states  would  qualify  to  join 
Georgia  and  Washington  as  single-state  PSRO  areas. 
He  said  those  two  states,  with  more  than  5,000  physi- 
cians each,  were  at  “the  upper  limit”  of  physician  popu- 
lation for  a PSRO  area. 

* * * 

Within  hours  after  Dr.  Sammons  and  Dr.  Palmer,  rep- 
resenting the  AMA  board  of  trustees,  pressed  a call  on 
energy  czar  William  Simon  with  respect  to  the  effect  of 
gasoline  shortages  on  physicians  and  their  care  of  pa- 
tients, Simon  wired  a statement  to  all  state  governors 
suggesting  that  they  establish  a special  rule  to  assure 
adequate  gas  for  medical  personnel  and  other  essential 
public  services. 

The  statement  read  in  part: 

State  and  local  governments  may  want  to  consider 
establishing  such  a procedure  where  long  lines  or 
early  gas  station  closings  could  limit  the  mobility  of 
physicians,  nurses,  and  other  medical  personnel  in 
providing  medical  services.  Special  accommodations 
also  might  be  considered  for  those  who  provide  other 
vital  public  services. 

I urge  your  consideration  of  need  for  special  ar- 
rangement to  assure  gas  to  all  those  who  perform 
these  essential  public  services  when  it  is  necessary  to 
their  work. 


Books  Reviewed 


Human  Reproduction:  Conception  and  Contracep- 
tion. Edited  by  E.  S.  E.  Hafez,  Ph.D.,  and  T.  N.  Evans, 
M.D.  Quarto  of  800  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1973.  Cloth, 
$26.95. 

This  century’s  ‘population  explosion’  has  been 
matched  by  an  exponential  accumulation  of  information 
about  human  reproduction.  Although  this  book’s  major 
focus  is  fertility  control,  it  serves  a broader  and  more 
important  function:  it  brings  together  in  one  volume 

(albeit  a large  one)  a distillation  of  current  knowledge  of 
reproductive  function,  contraceptive  techniques,  and 


management  of  infertility.  Particularly  useful  are  the 
sections  devoted  to  the  potentially  adverse  effects  of  the 
steroidal  contraceptives.  All  of  the  chapters  have  been 
written  by  experts  in  their  fields;  some  are  excellent  in 
their  clarity  and  the  illustrations  and  figures  are  abun- 
dant and  helpful.  Eleanor  Z.  Wallace,  M.D. 

Progress  in  Cardiology  2.  Edited  by  Paul  N.  Yu, 
M.D.,  and  John  F.  Goodwin,  M.D.  290  pages,  illustrated. 
Philadelphia,  Pa.,  Lea  & Febiger,  1973.  Cloth,  $15. 

Is  there  the  need  or  the  room  for  another  ‘Progress’ 
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series  in  a field  mushrooming  with  new  journals  and 
textbooks  and  already  replete  with  a monthly  pamphlet 
and  a quarterly  volume  on  recent  advances  in  cardiolo- 
gy? The  second  volume  in  this  series  leaves  the  answer 
in  more  doubt  than  the  first  volume.  With  a few  minor 
exceptions  the  initial  issue  presented  topics  of  current 
concern  written  by  leading  authorities  in  the  field  and  of 
interest  to  clinicians  at  all  levels  of  cardiovascular  com- 
petence. It  set  a very  high  standard  which  is  not  quite 
matched  by  the  present  issue.  This  second  volume 
deals  with  topics  of  somewhat  less  importance;  is  less  co- 
hesive as  a single  book,  and  will  appeal  to  a smaller  and 
more  scattered  audience.  However,  this  does  not  di- 
minish the  excellence  of  the  individual  contributions. 

The  book  opens  with  a thorough  discussion  of  the  ge- 
netic aspects  of  cardiovascular  disease,  detailing  the  ge- 
netic influence  on  responses  to  cardiac  drugs  and  the 
contribution  to  common  cardiac  disorders.  Heart  dis- 
eases with  major  genetic  input  and  those  with  cardiac 
involvement  as  part  of  genetically  determined  systemic 
pathology  are  detailed.  The  following  chapter  on  the 
types  of  immunologic  mechanisms  discusses  specific  car- 
diologic diseases  and  transplantation  within  this  frame- 
work and  is  equally  effective.  Two  chapters  dealing  with 
congenital  heart  disease  and  pediatric  dysrhythmias  are 
clear,  concise,  and  well  illustrated. 

Chapters  on  glycoside  assay  techniques  and  His  bun- 
dle electrocardiography  are  authoritative  and  detailed, 
and  of  all  the  topics  in  this  issue  they  are  of  the  most 
current  interest  to  the  widest  audience.  In  summariz- 
ing the  vast  (previously  published)  literature,  both 
chapters  suffer  from  the  relative  emphasis  on  technical 
detail  and  neglect  of  practical  discussion  on  when  and 


why  to  perform  the  test  and  how  to  clinically  apply  the 
results. 

Chapters  on  glycoside  assay  techniques  and  His  bun- 
dle electrocardiography  are  authoritative  and  detailed, 
and  of  all  the  topics  in  this  issue  they  are  of  the  most 
current  interest  to  the  widest  audience.  In  summariz- 
ing the  vast  (previously  published)  literature,  both 
chapters  suffer  from  the  relative  emphasis  on  technical 
detail  and  neglect  of  practical  discussion  on  when  and 
why  to  perform  the  test  and  how  to  clinically  apply  the 
results. 

The  final  two  chapters  on  substrate  utilization  by  ex- 
ercising muscle  and  the  effects  of  physical  training  on 
the  heart  are  technical  and  would  be  of  value  to  a limit- 
ed audience.  The  volume  has  a fully  descriptive  table 
of  contents  but  the  absence  of  an  index  reduces  its  use 
as  a reference  text. 

This  book  follows  the  same  pattern  laid  down  for  its 
predecessor,  with  eminent  contributors  and  thoughtful, 
effective  presentation.  However,  the  number  of  “current 
vital  issues”  may  be  too  limited  to  sustain  a continuing 
series  appealing  to  all  levels  of  cardiovascular  compe- 
tence. 

Nevertheless,  this  second  volume  can  be  strongly  rec- 
ommended to  join  the  first  on  the  bookshelves  of  clinical 
and  laboratory  cardiologists.  It  is  possibly  not  as  suited 
to  students  and  general  internists  as  was  the  first  vol- 
ume. Dennis  A.  Bloomfield,  M.D. 


Modern  Thin-Section  Tomography.  Edited  by  Ar- 
nold Berrett,  M.D.,  Sam  Brunner,  and  Galdino  E.  Val- 
vassori  with  a foreword  by  Solve  Welin,  M.D.  337 
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pages,  illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  1973.  Cloth. 

Drs.  Berrett,  Brunner,  and  Valvassori’s  book  Modern 
Thin-Section  Tomography  is  truly  an  excellent  one  on 
this  subject.  The  authors  are  well-known  specialists  in 
this  area  of  radiology  and,  together,  they  have  written  a 
thorough  review.  Outstanding  indeed  are  the  sections 


on  tomography  of  the  temporal  bone,  hypoglossal  canal, 
and  the  base  of  skull.  The  book  makes  a worthy  contri- 
bution on  the  subject  and  will  certainly  reach  a large 
number  of  readers,  mostly  among  the  specialized  radiol- 
ogists, although  general  radiologists  will  find  it  a great 
source  of  information.  Joseph  F.  Bohorquez,  M.D., 
D.M.R.T.,  F.F.R. 


Abstracts  in  Interlingua 


Deibel,  R.,  Smith,  R.,  Clarke,  L.  M.,  Decher,  W.,  e 
Jacobs,  J.:  Infectiones  per  cytomegalovirus  in  le  Stato 
de  Nove  York;  Studios  de  laboratorio  in  patientes  e indi- 
viduos  san,  New  York  State  J.  Med.  74:  785  (Maio) 
1974. 

In  iste  studio  supra  le  infectiones  per  le  virus  cytome- 
galic (“CMV”)  in  le  homine  es  demonstrate  serologic- 
mente  que  plus  del  90  pro  cento  del  population  disvelop- 
pa  iste  infection  durante  le  vita.  Nonobstante,  le  infec- 
tion primari  pote  presentar  se  relativemente  tardive  in 
le  vita.  Solmente  un  tertio  del  individuos  san  ha  le  evi- 
dentia  de  un  infection  previe  per  le  CMV  al  etate  de  25 
annos.  Depost  chirurgia  o hemodyalisis,  le  incidentia 
del  infection  CMV  currente  o recente  esseva  30  pro 
cento;  un  incidentia  del  24  pro  cento  esseva  observate  en 
casos  de  immunodeficientia  secondari;  18  pro  cento  in 
hepatitis;  8,7  pro  cento  in  lymphadenopathia  e/o  sple- 
nomegalia,  e 2 pro  cento  in  infectiones  respiratori.  Le 
CMV  esseva  eliminate  hasta  durante  3 annos  per  pa- 
tientes con  immunosuppression  natural  o per  drogas, 
per  exemplo,  in  casos  de  infection  congenital  per  CMV  e 
de  leukemia,  e depost  de  transplantes.  Iste  patientes  es 
un  risco  per  le  contactos  susceptibile.  Le  test  diagnostic 
per  virus  debe  esser  usate  in  casos  suspectate  pro  guidar 
le  medico  en  su  decision  medicotherapeutic. 

Ferenczy,  A.,  e Richart,  R.  M.:  Microscopia  electron- 
ic selective  del  tracto  genital  del  feminas,  New  York 
State  J.  Med.  74:  794  (Maio)  1974. 

Le  microscopia  electronic  selective,  al  proportionar  un 
elevate  resolution  tri-dimensional  topographic  del  visu- 
alisation del  epithelium  de  copertura  del  tracto  genital 
feminin,  contribue  con  un  information  nove  e unic  a 
nostre  comprension  del  anatomia  reproductive,  e su 
physiologia  e pathologia.  Le  varie  modificationes  ultra- 
structural  del  superficie  epithelial  in  differente  segmen- 


tos  del  tracto  reproductive,  tanto  in  conditiones  normal 
como  pathologic  relationate  al  function  e influentia  hor- 
monal, es  describite  e illustrate. 

Catz,  C.:  Le  puero  jalne  (“yellow  baby”),  New  York 
State  J.  Med.  74:  804  (Maio)  1974. 

Le  proposito  de  iste  reporto  es  revider  brevemente  le 
metabolismo  del  bilirubina  e su  relation  con  le  jalnessa 
(ictericia)  neonatal.  Le  cognoscentia  del  relation  inter 
le  hyperbilirubinemia  e le  injuria  cerebral  specific  des- 
cribite como  kernicterus  conduceva  al  disveloppamento 
de  caminos  pro  discrecer  le  concentration  del  pigmento 
in  le  sero.  Le  prime  modo  successose  de  tractamento 
esseva  dirigite  verso  le  elimination  del  excesso  de  biliru- 
bina mediante  transfusiones  de  recambio  sanguine. 
Plus  avantiate  intendimento  del  biochimia  del  bilirubi- 
na permiteva  le  disveloppamento  de  approches  thera- 
peutic plus  nove,  como  le  uso  de  drogas,  como  le  pheno- 
barbital,  e de  lumines,  como  le  phototherapia.  Isto  es 
describite  in  detalio.  Debe  emphatisar  se  que,  como  in 
omne  problema  medical,  le  selection  del  appropriate  re- 
gime therapeutic  debe  esser  adaptate  a cata  patiente. 
In  consequentia,  non  es  possibile  recommendar  schemas 
general  pro  le  tractamento  del  puero  jalne. 

Simon,  N.:  Status  actual  del  radium,  New  York  State 
J.  Med.  74:  822  (Maio)  1974. 

Debite  al  periculos  del  radium,  durante  annos  ha  ess- 
ite  studiate  substitutes  plus  secur  e effective.  Actual- 
mente,  le  Cesium137  es  le  plus  acceptabile  substituto  per 
le  tractamento  del  cancer,  particularmente  del  uterus. 
Postcarga  (“afterloading”)  es  un  importante  character- 
istic del  therapia  moderne.  Le  radionuclidos  de  substi- 
tution, como  le  Cesium137,  pote  esser  miniaturate  per 
plus  securitate.  Ben  que  le  radium  totavia  es  utile,  ille 

continued  on  page  757 
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Well  tolerated  significant  reactions  have 

Drowsiness  appears  to  be  the  been  reported;  please.refer  to 
most  common  reaction.  Other  more  the  package  insert. 

New 


Emetecon 

(benzquinamide  HC1) 

Usual  adult  dose:  IM-50  mg.,  IV-25  mg. 


IM 


IV 


For  prescribing  information,  including  adverse  reactions  and 
bibliography  of  clinical  studies.  contraindications,  please  see  following  page. 


Roerig  introduces  NEW 

Emetecon 

(benzquinamide  HCI)% 


PRESCRIBING  INFORMATION 
Emete-con™  (Benzquinamide-Hydrochloride) 
For  Intramuscular  and  Intravenous  Use 
Description.  Benzquinamide  is  a non-amine-de- 
pleting  benzoquinolizine  derivative,  chemically 
unrelated  to  the  phenothiazines  and  to  other 
antiemetics. 

Chemically,  Emete-con  (benzquinamide-hydro- 
chloride)  is  N,  N-diethyl-l,3,4,6,7,llb-hexahydro- 
2-hydroxy-9,  10-dimethoxy-2H-benzo(a)quinoli- 
zine-3-carboxamide  acetate  hydrochloride.  The 
empirical  formula  is  C22H32N2O5.  HC1  and  the 
molecular  weight  is  441. 

Emete-con  for  infection  contains:  Benzquina- 
mide HC1  equivalent  to  benzquinamide  50  mg/ 
vial  and  citric  acid  1%.  When  reconstituted  with 
2.2  ml  of  sterile  water  for  injection,  each  vial 
yields  2 ml  of  a solution  containing  benzquina- 
mide, 25  mg/ml.  When  reconstituted,  this  prod- 
uct maintains  its  potency  for  14  days  at  room 
temperature.  DO  NOT  REFRIGERATE. 

Actions.  Benzquinamide  HC1  exhibited  anti- 
emetic, antihistaminic,  mild  anticholinergic  and 
sedative  action  in  animals.  Studies  conducted  in 
dogs  and  human  volunteers  have  demonstrated 
suppression  of  apomorphine-induced  vomiting; 
however,  relevance  to  clinical  efficacy  has  not 
been  established.  The  mechanism  of  action  in 
humans  is  unknown.  The  onset  of  antiemetic  ac- 
tivity in  humans  usually  occurs  within  15  minutes. 

Benzquinamide  metabolism  has  been  studied 
in  animals  and  in  man.  In  both  species,  5-10% 
of  an  administered  dose  is  excreted  unchanged 
in  the  urine.  The  remaining  drug  undergoes 
metabolic  transformation  in  the  liver  by  at  least 
three  pathways  to  a spectrum  of  metabolites 
which  are  excreted  in  the  urine  and  in  the  bile, 
from  which  the  more  polar  metabolites  are  not 
reabsorbed  but  are  excreted  in  the  feces.  The 
half-life  in  plasma  of  Emete-con  is  about  40  min- 
utes. More  than  95%  of  an  administered  dose 
was  excreted  within  72  hours  in  animal  studies 
using  C14-labcled  benzquinamide.  In  blood, 
benzquinamide  is  about  58%  bound  to  plasma 
protein. 

Indications.  Emete-con  is  indicated  for  the  pre- 
vention and  treatment  of  nausea  and  vomiting 
associated  with  anesthesia  and  surgery. 

Since  the  incidence  of  postoperative  and  post- 
anesthetic vomiting  has  decreased  with  the 
adoption  of  modern  techniques  and  agents,  the 
prophylactic  use  of  Emete-con  should  be  re- 
stricted to  those  patients  in  whom  emesis  would 
endanger  the  results  of  surgery  or  result  in 
harm  to  the  patient. 

Contraindications.  Emete-con  is  contraindicated 
in  individuals  who  have  demonstrated  hyper- 
sensitivity to  the  drug. 

Warnings.  Use  in  Pregnancy:  No  teratogenic  ef- 
fects of  benzquinamide  were  demonstrated  in 
reproduction  studies  in  chick  embryos,  mice, 
rats  and  rabbits.  The  relevance  of  these  data  to 
the  human  is  not  known.  However,  safe  use  of 
this  drug  in  pregnancy  has  not  been  established 
and  Its  use  in  pregnancy  is  not  recommended. 


Use  in  Children  : As  the  data  available  at  pres- 
ent are  insufficient  to  establish  proper  dosage 
in  children,  the  use  of  Emete-con  in  children  is 
not  recommended. 

Intravenous  use:  Sudden  increase  in  blood 
pressure  and  transient  arrhythmias  (premature 
ventricular  and  auricular  contractions)  have 
been  reported  following  intravenous  administra- 
tion of  benzquinamide.  Until  a more  predictable 
pattern  of  the  effect  of  intravenous  benzquina- 
mide has  been  established,  the  intramuscular 
route  of  administration  is  considered  preferable. 
The  intravenous  route  of  administration  should 
be  restricted  to  patients  without  cardiovascular 
disease  and  receiving  no  pre-anesthetic  and/or 
concomitant  cardiovascular  drugs. 

Precautions.  Benzquinamide,  like  other  anti- 
emetics, may  mask  signs  of  overdosage  of  toxic 
drugs  or  may  obscure  diagnosis  of  such  condi- 
tions as  intestinal  obstruction  and  brain  tumor. 
Adverse  Reactions.  The  following  adverse  reac- 
tions have  been  reported  in  subjects  who  have 
received  benzquinamide.  Because  of  the  multi- 
plicity of  medications  commonly  used  in  the 
practice  of  anesthesia,  unequivocal  relationship 
to  a specific  drug  administered  usually  cannot 
be  established.  However,  drowsiness  appears  to 
be  the  most  common  reaction.  One  case  of  pro- 
nounced allergic  reaction  has  been  encountered, 
characterized  by  pyrexia  and  urticaria. 

System  Affected  Autonomic  Nervous  System: 
Dry  mouth,  shivering,  sweating,  hiccoughs, 
flushing,  salivation,  blurred  vision. 

Cardiovascular  System:  Hypertension,  hypo- 
tension, dizziness,  atrial  fibrillation,  premature 
auricular  and  ventricular  contractions. 

Central  Nervous  System:  Drowsiness,  insom- 
nia, restlessness,  headache,  excitement,  nervous- 
ness. 

Gastrointestinal  System  : Anorexia,  nausea. 

Musculoskeletal  System:  Twitching,  shaking/ 
tremors,  weakness. 

Skin : Hives/rash. 

Other  Systems:  Fatigue,  chills,  increased  tem- 
perature. 

Dosage  and  Administration.  Intramuscular:  50 
mg  (0.5  mg/kg— 1.0  mg/kg) 

First  dose  may  be  repeated  in  one  hour  with 
subsequent  doses  every  3-4  hours,  as  necessary. 
The  precautions  applicable  to  all  intramuscular 
injections  should  be  observed.  Emete-con  should 
be  injected  well  within  the  mass  of  a larger 
muscle.  The  deltoid  area  should  be  used  only  if 
well  developed.  Injections  should  not  be  made 
into  the  lower  and  mid-thirds  of  the  upper  arm. 
Aspiration  of  the  syringe  should  be  carried  out 
to  avoid  inadvertent  intravascular  injection. 

Therapeutic  blood  levels  and  demonstrable 
antiemetic  activity  appear  within  fifteen  min- 
utes of  intramuscular  administration.  When  the 
objective  of  therapy  is  the  prevention  of  nausea 
and  vomiting,  intramuscular  administration  is 


recommended  at  least  fifteen  minutes  prior  to 
emergence  from  anesthesia. 

Intravenous:  25  mg  (0.2  mg/kg— 0.4  mg/kg  as 
a single  dose)  administered  slowly  (1  ml  per 
0.5  to  1 minute).  Subsequent  doses  should  be 
given  intramuscularly. 

The  intravenous  route  of  administration 
should  be  restricted  to  patients  without  car- 
diovascular disease  (See  WARNINGS).  If  it  is 
necessary  to  use  Emete-con  intravenously  in 
elderly  or  debilitated  patients,  benzquinamide 
should  be  administered  cautiously  and  the  lower 
dose  range  is  recommended. 

This  preparation  must  be  initially  reconsti- 
tuted with  2.2  ml  of  sterile  water.  This  procedure 
yields  2 ml  of  a solution  equivalent  to  25  mg 
benzquinamide/ml,  which  maintains  its  potency 
for  14  days  at  room  temperature. 

DO  NOT  REFRIGERATE. 

Overdosage.  Manifestations : On  the  basis  of 
acute  animal  toxicology  studies,  gross  Emete- 
con  overdosage  in  humans  might  be  expected 
to  manifest  itself  as  a combination  of  Central 
Nervous  System  stimulant  and  depressant 
effects.  This  speculation  is  derived  from  experi- 
mental studies  in  which  intravenous  doses  of 
benzquinamide,  at  least  150  times  the  human 
therapeutic  dose,  were  administered  to  dogs. 

Treatment:  There  is  no  specific  antidote  for 
Emete-con  overdosage.  General  supportive  mea- 
sures should  be  instituted,  as  indicated.  Atro- 
pine may  be  helpful.  Although  there  has  been 
no  direct  experience  with  dialysis,  it  is  not 
likely  to  be  of  value,  since  benzquinamide  is 
extensively  bound  to  plasma  protein. 

How  Supplied.  Emete-con  for  IM/IV  use  is 
available  in  a vial  containing  benzquinamide 
HC1  equivalent  to  50  mg  of  benzquinamide  in 
packages  of  10  vials. 

Caution.  Federal  law  prohibits  dispensing  with- 
out prescription. 
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es  gradualmente  reimplaciate  per  le  radionuclidos  de 
substitution  que  es  plus  avantagiose. 

Tessler,  A.  N.,  Johanson,  K.-E.,  Morales,  P.,  e 

Plaine,  L.:  Reparation  transvesical  suprapubic  del  fist- 
ulae  vesicovaginal,  New  York  State  J.  Med.  74:  825 
(Maio)  1974. 

Le  etiologia,  symptomas,  diagnose,  e technicas  de  rep- 
aration chirurgic  es  revistite.  Le  technica  transvesical 
suprapubic  es  illustrate  e,  particularmente,  le  uso  de 
pendiculos  (“flaps”)  rotational  del  vesica  pro  occluder 
defectos  grande,  es  emphatisate. 

McVicar,  M.,  Nicastri,  A.  D.,  e Gauthier,  B.:  Tech- 
nica meliorate  del  biopsia  renal  in  pueros,  New  York 
State  J.  Med.  74:  830  (Maio)  1974. 

Biopsias  renal  successose  ha  essite  facite  in  322  pueros 
con  morbo  renal  mediante  un  technica  que  assecura  que 
le  texito  cortical  plus  que  le  medullarri  es  obtenite.  Le 
visualisation  immediate  del  specimen  del  biopsia  renal 
infra  le  microscopio  dissectante  confirma  le  monstra. 
Le  glomeruli  es  rapidemente  recognoscite  como  spheras 
vasculari  protuberante,  lo  que  elimina  le  necessitate  de 
altere  puncturas  quando  un  sufficiente  quantitate  de 


Aortocoronary  saphenous 
vein  bypass 

D.  A.  Cooley,  M.D.,  et  al.,  wrote  in  Ann.  Thor.  Surg. 
16:  380  (Oct.)  1973,  that  during  a thirty-three  month  pe- 
riod ending  June,  1972,  1,492  patients  underwent  aorto- 
coronary saphenous  vein  bypass  (ACB).  The  early  mor- 
tality with  ACB  alone  was  7.1  per  cent,  while  mortality 
was  more  than  double  (14  of  86  patients  died)  when 
ACB  was  combined  with  resection  or  plication  of  a ven- 
tricular aneurysm.  Twenty  of  84  patients  died  in  the 
early  period  following  combined  ACB  and  valve  resec- 
tion. Factors  that  increased  mortality  in  this  series 


cortex  ha  essite  obtenite.  Le  multo  basse  proportion  de 
complicationes  del  biopsias  es  attributate  a iste  evalua- 
tion immediate  del  specimen,  al  localisation  renal  me- 
diante le  radioisotope  (“scan”),  e al  preparation  ade- 
quate e sedation  del  pueros  ante  le  biopsia. 

Decker,  R.  E.:  Complicationes  non  usual  del  trauma 
del  capite,  New  York  State  J.  Med  74:  832  (Maio)  1974. 

Duo  sequelae  pauc  commun  del  trauma  cranial  es  pre- 
sentate.  Le  hematoma  subdural  calcificate  esseva  divi- 
dite  in  duo  categorias.  Illes  con  hematoma  occupante 
de  spatio  grande  e con  manifestationes  clinic  de  pression 
intracranial  augmentate  contrastava  con  le  membranas 
calcificate  in  forma  de  folia  tenue,  sin  formation  de  un 
massa.  Le  chirurgia  esseva  recommendate  pro  le  typo 
prime;  le  resultatos  dependeva  del  chronicitate  del  le- 
sion e del  injuria  cerebral  subjacente.  Le  diagnose  del 
massas  avasculari  localisate  interhemisphericmente  de- 
pende  del  recognoscimento  del  displaciamento  arterio- 
graphic  del  arterias  calloso-marginal  separate  del  linea 
media,  con  pauc  cambios  del  arterias  pericallosal.  Le 
diagnose  differential  del  meningioma  falx  pote  esser 
eliminate  per  le  absentia  de  maculas  e de  suministro  de 
sanguine  al  meninges.  Le  craniotomia,  plus  que  le  tre- 
panation (trephination)  de  drenage,  esseva  le  therapia 
preferite. 


were  advanced  age,  female  sex,  high  coronary  artery 
scores,  left  main  coronary  artery  lesions,  high  left  ven- 
tricular end-diastolic  pressure,  left  ventricular  dysfunc- 
tion, congestive  heart  failure,  the  requirement  for  endar- 
terectomy to  perform  the  anastomosis,  and  recent  acute 
myocardial  infarction.  Patients  who  underwent  ACB 
without  concomitant  procedures  had  an  annual  attrition 
rate  of  2.7  per  cent  per  year.  In  311  men  and  women 
under  the  age  of  seventy,  who  had  a coronary  artery 
score  below  13  and  none  of  the  other  risk  factors,  the 
early  mortality  was  1.6  per  cent  and  the  late  mortality 
was  1.0  per  cent. 
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MEDI-SCAN  Q&A 


What’s  wrong  with  this  "patient”? 


Supplementary 
Vitamins  in  Chronic 
Disease  Therapy 


NOTE: 

a variety  of  typical  diagnostic 
signs  from  three  patients  are 
combined 


Diet,  alone  or  in  association  with  oral  hypo- 
glycemics  or  insulin,  can  usually  lower  blood 
sugar.  But  high  blood  sugar  is  only  part  of 
the  diabetic  patient’s  problem.  Because  if  he 
fails  to  adhere  to  the  prescribed  diet  and 
limits  his  diet  too  strictly,  vitamin  deficiency 
may  result.  In  fact,  any  patient  with  chronic 
disease,  poor  diet  and  insufficient  appetite 
including  the  geriatric  patient—  may  be 
heir  to  vitamin  deficiency. 

Therapeutic  Berocca  Tablets,  when 
indicated, can  supplement  inadequate  die- 
tary supplies  of  essential  B-complex  and  C 
vitamins  in  prolonged  or  wasting  diseases. 
The  500  mg  vitamin  C in  each  tablet  can 
help  make  certain  the  patient  is  getting  an 
adequate  supply  of  this  agent,  a substance 
involved  in  tissue  repair  and  collagen 
formation,  among  other  actions. 


When  nutritional 
supplementation  is  indicated 
in  chronic  disease 


BEROCCAtb  t 
IS  THERAPY 

With  balanced,  high  potency 
vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  aftertaste  or  unpleasant  odor 
Low  priced  Rx  formula 


* Diagnosis  appears  on  next  page. 

Please  see  next  page  for  a summary  of 
product  information. 


DIAGNOSIS:  Certain  manifesta- 
tions of  diabetes  mellitus  are 
revealed  in  these  photographs: 

(A)  fundus  shows  neovasculariza- 
tion and  marked  retinal  scarring 
( male,  age  23);  ( B)  biopsy  of  kidney 
show's  early  diabetic  intercapillary 
glomerulosclerosis  ( male,  age  35); 

(C)  photos  1 & 2 show  edema  and 
loss  of  the  plantar  arch  (female, 
age  59);  ( D)  lateral  x-ray  (same 
patient)  shows  dropped  arch  and 
hypertrophic  and  destructive 
changes  of  tarsal  and  metatarsal 
joints  (Charcots  arthropathy); 

( FI ) AP  confirms  hypertrophic  and 
destructive  changes  in  ( D ). 

Please  see  complete  product  information, 
a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 
( Vitamin  Bi ) 

Riboflavin  (Vitamin  Bo) 

Pyridoxine  HC1  (Vitamin  Bb) 

Niacinamide 
Calcium  pantothenate 
Cyanocobalamin  ( Vitamin  Bjo)  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C)  500  mg 

Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress, despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B 12. 

Dosage:  1 or  2 tablets  daily,  as  indi-  % 
cated  by  clinical  need. 

Available:  In  bottles  of  100. 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  New  Jersey  07110 


15  mg 
15  mg 
5 mg 
100  mg 
20  mg 


American  Medical  Association  seeking 
to  upgrade  prison  health  care 

Health  care  in  many  American  jails  and  prisons  is  so 
wretched  it  becomes  a form  of  brutality,  says  a report  in 
a March  issue  of  American  Medical  News,  a publication 
of  the  American  Medical  Association. 

It  isn’t  easy  to  pin  the  blame  on  anyone,  the  article 
declares.  Concerned  administrators  are  often 
hamstrung  by  financial,  legal,  and  political  complica- 
tions. It  isn’t  easy  to  remedy  the  situation.  But  the 
AMA  is  trying. 

Trying  to  fit  the  ideals  of  comprehensive  health  care 
into  the  peculiar  realities  of  a county  jail  is  the  goal  of 
the  AMA’s  Planning  Committee  to  Improve  Medical 
Care  in  the  Nation’s  Correctional  Institutions,  estab- 
lished earlier  this  winter  in  cooperation  with  the  Ameri- 
can Bar  Association. 

The  interdisciplinary  group,  with  members  repre- 
senting medicine,  law,  law  enforcement,  legislators,  and 
rehabilitation  professions,  held  its  first  formal  meeting 
at  AMA  headquarters  in  Chicago  on  March  29.  The 
committee  will  work  to  implement  the  AMA  proposal 
for  improving  prison  health  care. 

The  AMA  Plan  is  a three-year  project  to  develop  a 
certification  process  for  all  prison  and  jail  health  care  fa- 
cilities. Hopefully,  such  certification  would  eventually 
carry  with  it  the  same  quasi-legal  status  now  held  by 
certifying  processes  for  medical  schools  and  hospitals. 

The  first-year  phase  already  is  underway.  The  first 
national  survey,  to  identify  the  problem  areas,  has  been 
conducted.  The  planning  committee  will  evaluate  sur- 
vey results  and  set  up  tentative  priorities  for  improve- 
ment. 

The  second  year  of  the  plan  calls  for  testing  of  priori- 
ties and  tentative  standards  in  selected  locations. 
Then,  formal  standards  for  certification  will  be  devel- 
oped. 

In  the  third  year,  certification  would  be  instituted, 
gradually  to  encompass  jails  and  prisons  of  all  types  and 
sizes.  A national  conference  would  be  called  to  estab- 
lish a permanent  mechanism  for  certification  and  a pro- 
cess for  periodic  reexamination. 

The  AMA  survey  showed  that  some  65.5  per  cent  of 
penal  institutions  had  only  basic  first-aid  facilities. 
Some  16.7  per  cent  had  no  health  care  at  all.  Physi- 
cians were  available  on  a regular  basis  in  only  38  per 
cent  of  the  jails.  Only  49  per  cent  provided  sanitary  in- 
spections once  a month  or  more.  A majority  of  county 
jail  inmates  are  incarcerated  for  charges  related  to  alco- 
holism and  drunkeness,  yet  only  19.6  per  cent  had  facili- 
ties for  treating  alcoholics.  Very  few  jails  have  pro- 
grams or  facilities  for  drug  addicts. 

The  tragic  situation  was  pointed  up  two  years  ago  by 
a lawsuit  in  Alabama  in  which  an  inmate  of  the  Alabama 
Penal  System  won  a decision  that  lack  of  medical  care 
facilities  constituted  cruel  and  unusual  punishment,  a 
violation  of  the  Eighth  Amendment  to  the  Constitution. 
Alabama  still  has  been  unable  to  correct  the  situation, 
due  to  lack  of  money. 
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Abstracts 


Deibel,  R.,  Smith,  R.,  Clarke,  L.  M.,  Decher,  W.,  and 
Jacobs,  J.:  Cytomegalovirus  infections  in  New  York 

State;  Laboratory  studies  of  patients  and  healthy  indi- 
viduals, New  York  State  J.  Med.  74:  785  (May)  1974. 

In  this  study  of  (CMV)  cytomegalovirus  in  man,  sero- 
logic evidence  was  obtained  that  over  90  per  cent  of  the 
population  acquire  a CMV  infection  during  their  life- 
span. Primary  infection,  however,  may  occur  relatively 
late  in  life;  only  one  third  of  healthy  individuals  had  evi- 
dence of  a past  CMV  infection  at  age  twenty-five.  In 
patients  the  incidence  of  current  or  recent  CMV  infec- 
tion was  30  per  cent  after  surgery  or  hemodialysis,  24 
per  cent  in  secondary  immunodeficiency,  18  per  cent  in 
hepatitis,  8.7  per  cent  in  lymphadenopathy  and/or  sple- 
nomegaly, and  2 per  cent  in  respiratory  infections. 
CMV  was  shed  for  up  to  three  years  by  patients  with 
natural  or  drug-mediated  immunosuppression,  for  ex- 
ample, in  cases  of  congenital  CMV  infection  or  leukemia 
and  after  transplants.  Such  patients  represent  a risk  to 
susceptible  contacts.  Virus  diagnostic  tests  should  be 
used  in  suspected  cases  to  guide  the  physician  in  his 
medical-management  decisions. 


Ferenczy,  A.,  and  Richart,  R.  M.:  Scanning  electron 
microscopy  of  human  female  genital  tract,  New  York 
State  J.  Med.  74:  794  (May)  1974. 

The  scanning  electron  microscope,  by  providing  a 
high  resolution  three-dimensional  topographic  visualiza- 
tion of  the  lining  epithelium  of  the  female  genital  tract, 
contributes  new  and  unique  data  to  our  understanding 
of  reproductive  anatomy,  physiology,  and  pathology. 
The  various  ultrastructural  modifications  in  epithelial 
surfaces  in  different  segments  of  the  reproductive  tract 
in  both  normal  and  pathologic  conditions  as  related  to 
function  and  hormonal  influence  are  described  and  il- 
lustrated. 


Catz,  C.:  The  yellow  baby,  New  York  State  J.  Med.  74: 
804  (May)  1974. 

It  is  the  purpose  of  this  report  to  review  briefly  biliru- 
bin metabolism/and  its  relationship  to  neonatal  jaun- 
dice. Knowledge  of  the  correlation  between  hyper- 
bilirubinemia and  the  specific  brain  damage  described 
as  kernicterus  led  to  the  development  of  ways  for  de- 
creasing the  concentration  of  the  pigment  in  serum. 
The  first  successful  mode  of  therapy  was  directed 
toward  removal  of  the  excess  bilirubin  by  exchange 
transfusion.  Further  understanding  of  bilirubin  bio- 
chemistry permitted  the  development  of  newer  thera- 
peutic approaches,  such  as  the  use  of  drugs,  phenobarbi- 
tal  and  lights,  phototherapy;  these  will  be  discussed  in 
detail.  It  must  be  emphasized  that  as  in  any  medical 
problem  the  selection  of  the  appropriate  therapeutic  re- 
gime must  be  suited  to  each  patient.  Therefore,  no  gen- 
eralized schemes  can  be  recommended  for  the  treatment 
of  “the  yellow  baby.” 


Simon,  N.:  Present  status  of  radium,  New  York  State 
J.  Med.  74:  822  (May)  1974. 

Because  of  the  hazards  of  radium,  safer  and  effective 
substitutes  have  been  studied  for  years.  At  this  point  of 
time,  cesium-137  is  the  most  acceptable  substitute  for 
the  treatment  of  cancer,  particularly  in  the  uterus.  Af- 
terloading is  an  important  feature  of  modern  therapy. 
Substitute  radionuclides  like  cesium-137  can  be  mini- 
aturized for  greater  safety.  Although  radium  is  still 
useful,  it  is  gradually  being  replaced  by  more  advanta- 
geous substitute  radionuclides. 

Tessler,  A.  N.,  Johanson,  K.-E.,  Morales,  P.,  and 
Plaine,  L.:  Suprapubic  transvesical  repair  of  vesicova- 
ginal fistulae,  New  York  State  J.  Med.  74:  825  (May) 
1974. 

The  etiology,  symptoms,  diagnosis,  and  techniques  of 
surgical  repair  are  reviewed.  The  suprapubic  transvesi- 
cal technique  is  illustrated  and,  in  particular,  the  use  of 
rotational  flaps  of  bladder  to  close  large  defects  is  em- 
phasized. 

McVicar,  M.,  Nicastri,  A.  D.,  and  Gauthier,  B.:  Im- 
proved renal  biopsy  technique  in  children,  New  York 
State  J.  Med.  74:  830  (May)  1974. 

Three  hundred  and  twenty-two  children  with  kidney 
disease  have  had  successful  kidney  biopsies  by  a tech- 
nique which  assures  that  cortical  rather  than  medullary 
tissue  is  obtained.  Visualization  of  the  kidney  biopsy 
specimen  under  the  dissecting  microscope  immediately 
confirms  the  sampling.  Glomeruli  are  readily  recog- 
nized as  protuberant  vascular  spheres  eliminating  the 
need  for  further  punctures  when  sufficient  cortex  is  ob- 
tained. A very  low  biopsy  complication  rate  is  attrib- 
uted to  this  immediate  specimen  evaluation,  kidney  lo- 
calization by  renal  scan,  and  proper  preparation  and 
sedation  of  children  prior  to  biopsy. 

Decker,  R.  E.:  Unusual  intracranial  complications  of 
head  trauma,  New  York  State  J.  Med.  74:  832  (May) 
1974. 

Two  rather  uncommon  sequelae  of  cranial  trauma 
were  presented.  Calcified  subdural  hematomas  were  di- 
vided into  two  categories.  Those  with  large  space-oc- 
cupying hematomas  and  clinical  evidence  of  increased 
intracranial  pressure,  contrasted  with  thin  sheet-like 
calcified  membranes  without  a mass  effect.  Surgery 
was  recommended  for  the  former  type  with  results  de- 
pending on  the  chronicity  of  the  lesion  and  the  underly- 
ing cerebral  damage.  The  diagnosis  of  interhemispheri- 
cally  located  avascular  masses  is  dependent  on  recogni- 
tion of  arteriographic  displacement  of  the  calloso  mar- 
ginal arteries  away  from  the  midline  with  little  change 
in  the  pericallosal  arteries.  The  differential  diagnosis  of 
falx  meningioma  can  be  eliminated  by  the  absence  of 
stain  and  meningeal  blood  supply.  Craniotomy  rather 
than  burr  hole  drainage  was  the  preferred  therapy. 
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The  Rx  that  says 
V “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  formj 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. ..yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a roller-coaster''  nor  a hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihoc 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers.' 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower  Its  gentle  daytime  sedative  action  is  often 
all  that  s needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs. 


BlltiiSOl!oou« 

(SODIUM  BUTABARBITAL) 


( McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © McN  1971 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Tbfranil-PM 

imipramine  pamoate 

Capsules*  of  150, 125, 100 
and  75  mg. 

Provides  the  therapeutic 
effectiveness  of  divided  daily 
doses  with  no  loss  of  safety. 


*Each  capsule  contains  imipramine  pamoate  equivalent  to 
150,  125,  100  or  75  mg.  of  imipramine  hydrochloride. 


Dne  dose  lasts  from  bedtime  to  bedtime. 


ror  single-dose  therapy  in  depression 
A/hen  the  dosage  is  established. 

for  many  patients,  the  1 50-mg.  capsule 
may  be  the  most  effective  single 
daily  dose. 

1 may  markedly  reduce  the  probability 
of  missed  doses. 

’ offers  dosage  convenience  that 
assures  greater  patient  cooperation, 

becomes  part  of  the  regular  bedtime 
routine  — making  it  easier  to  establish 
a more  reliable  pattern  of  self-med- 
ication. 


• offers  the  therapeutic  equivalency  of 
divided  daily  doses  of  Tofranil® 
imipramine  hydrochloride,  with  no 
loss  of  efficacy  or  safety. 

• has  the  convenience  and  flexibility 
of  a full  range  of  single  daily  dosage 
strengths. 

• saves  time  and  cost  of  dosage  admin- 
istration in  the  hospital. 

Please  read  the  prescribing  information 
for  details  of  usage,  precautions,  warn- 
ings, contraindications,  adverse  experi- 
ences, and  dosage  recommendations.  A 
summary  appears  on  the  following  page. 
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Tofranil-PM  Geigy 

imipramine  pamoate 

Capsules*  of  150, 

125, 100  and  75  mg. 

*Each  capsule  contains  imipramine  pamoate 
equivalent  to  150.  1 25,  100  or  75  mg  of  imipra- 
mine hydrochloride 

One  dose  lasts  from  bedtime  to  bedtime. 


Tofranil-PM 

brand  of  imipramine  pamoate 
Tofranil ' 

brand  of  imipramine  hydrochloride  USP 

Indications:  For  the  relief  of  symptoms  of 
depression  Endogenous  depression  is  more 
likely  to  be  alleviated  than  other  depressive 
states 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is 
contraindicated  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  potentiation 
of  adverse  effects  can  be  serious,  or  even 
fatal  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind 
Warnings:  Usage  in  Pregnancy:  Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established;  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards  Animal  repro- 
duction studies  have  yielded  inconclusive 
results  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  of  this  drug,  but  a causal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects, arrhythmias,  myocardial  infarction, 
strokes  and  tachycardia: 

— patients  with  increased  intraocular  pres- 
sure, history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug  s anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold: 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs 

Usage  in  Children  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children,  Tofranil, 
brand  of  imipramine  hydrochloride,  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM  brand  of  imipramine  pamoate, 
should  not  be  used  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  100  mg  125  mg  and  150  mg  ) Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75  mg  , 100  mg  . 125  mg  or  150  mg 
imipramine  hydrochloride 
Since  imipramine  may  impair  the  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks  such  as 
operatino  an  automobile  or  machinery  the 


patient  should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranil  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur 
particularly  in  patients  with  cyclic  disorders 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug  If  needed,  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes 
Prior  to  elective  surgery  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g , paralytic  ileus).  Close  super- 
vision and  careful  adjustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics  which  contain 
any  sympathomimetic  amine  (e  g . adrenalin, 
noradrenalin),  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 
Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects 
Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported 
Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  haz- 
ards, such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essential  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered 
Cardiovascular  Hypotension  hypertension, 
tachycardia,  palpitation  myocardial  infarction 
arrhythmias,  heart  block,  stroke,  falls 
Psychiatric  Confusional  states  (especially  in 
the  elderly)  with  hallucinations,  disorienta- 
tion delusions,  anxiety  restlessness,  agita- 
tion insomnia  and  nightmares,  hypomania, 
exacerbation  of  psychosis 
Neurological  Numbness  tingling,  paresthe- 
sias of  extremities,  incoordination,  ataxia, 
tremors;  peripheral  neuropathy,  extrapyram- 
idal  symptoms,  seizures,  alterations  in  EEG 
patterns,  tinnitus 

Anticholinergic  Dry  mouth  and  rarely  asso- 
ciated sublingual  adenitis;  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis;  con- 
stipation. paralytic  ileus,  urinary  retention, 
delayed  micturition,  dilation  of  the  urinary  tract 


Allergic:  Skin  rash  petechiae.  urticaria,  itch- 
ing, photosensitization  (avoid  excessive  expo- 
sure to  sunlight);  edema  (general  or  of  face 
and  tongue);  drug  fever,  cross-sensitivity  with 
desipramine 

Hematologic  Bone  marrow  depression  includ- 
ing agranulocytdsis,  eosinophilia.  purpura, 
thrombocytopenia  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy,  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal:  Nausea  and  vomiting,  ano- 
rexia. epigastric  distress,  diarrhea,  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine  Gynecomastia  in  the  male,  breast 
enlargement  and  galactorrhea  in  the  female, 
increased  or  decreased  libido,  impotence, 
testicular  swelling,  elevation  or  depression  of 
blood  sugar  levels 

Other:  Jaundice  (simulating  obstructive), 
altered  liver  function,  weight  gain  or  loss, 
perspiration,  flushing;  urinary  frequency, 
drowsiness,  dizziness,  weakness  and  fatigue, 
headache  parotid  swelling,  alopecia 
Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission 
Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM.  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above  This  dose 
may  be  given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and  insom- 
nia with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning 
Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  injectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride  Rdund  tablets  of  25  and 
50  mg  , triangular  tabletsof  10  mg  , and  am- 
puls each  containing  25  mg  in  2 cc  for  I M 
administration 

Tofranil-PM  brand  of  imipramine  pamoate: 
Capsules  of  75.  100,  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75,  100,  125  or  150  mg  of  imipramine 
hydrochloride  ) (B)  98-146-850-P  (2/74) 

For  complete  details,  including  dosage  and 
administration,  please  refer  to  the  full  pre- 
scribing information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley.  New  York  10502 
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Instructions  for  witnesses* 

You,  as  a witness  in  a lawsuit,  have  a very  important 
job  to  do,  since,  in  order  for  a jury  to  make  a correct  and 
wise  decision,  it  must  have  all  of  the  evidence  put  before 
it  truthfully. 

You  already  know  that  you  take  an  oath  in  court  to 
tell  nothing  but  the  truth.  But  there  are  two  ways  to 
tell  the  truth:  one  is  in  a halting,  stumbling,  hesitant 
manner,  which  makes  the  jury  doubt  that  you  are  telling 
all  of  the  facts  in  a truthful  way;  the  other  is  confident 
and  straightforward,  which  makes  the  jury  have  more 
faith  in  what  you  are  saying.  You  help  yourself,  the 
party  you  are  testifying  for,  the  judge  and  jury  by  giving 
your  testimony  in  this  last  way. 

To  assist  you,  here  is  a list  of  time-proven  hints  and 
aids  which,  if  followed,  will  make  your  testimony  much 
more  effective. 

Suggestions  to  a witness 

1.  As  a witness  to  an  accident,  try  to  visit  the  scene 
before  the  trial.  Stand  on  all  corners  and  become  famil- 
iar w'ith  the  place.  Close  your  eyes  and  try  to  picture 
the  scene,  the  objects  there,  and  the  distances. 

2.  Before  you  testify,  visit  a court  and  listen  to  other 
witnesses.  This  will  make  you  familiar  with  a court, 
and  help  you  to  understand  what  will  happen  when  you 
give  your  testimony. 

3.  Wear  clean  clothes  in  court.  Dress  conservative- 
ly- 

4.  Do  not  chew  gum  while  testifying  or  taking  the 
oath. 

5.  Stand  upright  when  taking  the  oath.  Pay  atten- 
tion and  say  “I  do”  clearly. 

6.  Don’t  memorize  what  you  are  going  to  say. 

7.  Be  serious  at  all  times.  Avoid  laughing  and  talk- 
ing about  the  case  in  the  halls,  restrooms,  or  any  place  in 
the  courthouse. 

8.  Talk  to  the  members  of  the  jury.  Look  at  them 
most  of  the  time  and  speak  to  them  frankly  and  openly 
as  you  would  to  any  friend  or  neighbor.  Do  not  cover 
your  mouth  with  your  hand.  Speak  clearly  and  loudly 
enough  so  that  the  farthest  juror  can  hear  you  easily. 

9.  Listen  carefully  to  the  questions  asked  of  you. 
No  matter  how  nice  the  other  attorney  may  seem  on 
cross-examination,  he  may  be  trying  to  hurt  you  as  a 
witness.  Understand  the  question.  Have  it  repeated  if 
necessary;  then  give  a thoughtful,  considered  answer. 
Do  not  offer  a snap  answer  without  thinking.  You  can’t 
be  rushed  into  answering,  although,  of  course,  it  would 
look  bad  to  take  so  much  time  on  each  question  that  the 
jury  would  think  you  were  making  up  an  answer. 

10.  Explain  your  answers  if  necessary.  This  is  bet- 
ter than  a simple  “Yes”  or  “No.”  Give  an  answer  in 
your  own  words.  If  a question  can’t  be  truthfully  an- 
swered with  a “Yes”  or  “No,”  you  have  a right  to  explain 
the  answer. 

11.  Answer  directly  and  simply  only  the  question 
asked,  and  then  stop.  Do  not  volunteer  information  not 
actually  asked. 

* The  "Instructions  for  Witnesses"  are  of  assistance  for  phy- 
sicians testifying  in  court.  The  original  text  has  been, reprinted 
in  full,  although  some  of  the  suggestions  obviously  do  not  apply 
to  physicians  testifying  as  experts.  Reprinted  with  the  permis- 
sion of  The  Practical  Lawyer,  4025  Chestnut  Street,  Philadel- 
phia, Pa.  19104.  Subscription  rates:  S12  a year,  $2  a single 
issue.  “Instructions  for  Witnesses,”  by  Payne  H.  Ratner,  Jr., 
444  North  Market,  Wichita,  Kansas,  appeared  in  the  April  1956 
issue,  Volume  2,  Number  4,  pp.  44-48. 


12.  If  your  answer  was  wrong,  correct  it  immediate- 
ly. 

13.  If  your  answer  was  not  clear,  clarify  it  immedi- 
ately. 

14.  The  court  and  jury  only  want  facts;  not  hearsay, 
or  your  conclusions  or  opinions.  You  usually  can’t  testi- 
fy about  what  someone  else  told  you. 

15.  Don’t  say,  “That’s  all  of  the  conversation,”  or 
“Nothing  else  happened.”  Say  instead  “That’s  all  I re- 
call,” or  "That’s  all  I remember  happening.”  It  may  be 
that  after  more  thought  or  another  question  you  will  re- 
member something  important. 

16.  Be  polite  always,  even  to  the  other  attorney. 

17.  Don’t  be  a smart  aleck  or  a cocky  witness!  This 
will  lose  you  the  respect  of  the  judge  and  jury. 

18.  You  are  sworn  to  tell  the  truth.  Tell  it.  Every 
material  truth  should  be  readily  admitted,  even  if  not  to 
the  advantage  of  the  party  for  whom  you  testify.  Do 
not  stop  to  figure  out  whether  your  answer  will  help  or 
hurt  your  side.  Just  answer  the  questions  to  the  best  of 
your  memory. 

19.  Don’t  try  to  think  back  to  what  was  said  in  a 
statement  you  made.  When  a question  is  asked,  visual- 
ize what  you  actually  saw  and  answer  from  that.  The 
jury  thinks  a witness  is  lying  if  his  story  seems  too  “pat” 
or  memorized,  or  if  he  answers  several  questions  in  the 
same  language. 

20.  Do  not  exaggerate. 

21.  Stop  instantly  when  the  judge  interrupts  you,  or 
when  the  other  attorney  objects  to  what  you  say.  Do 
not  try  to  sneak  your  answer  in. 

22.  Give  positive,  definite  answers  when  at  all  possi- 
ble. Avoid  saying  “I  think,  “I  believe,”  “In  my  opin- 
ion.” If  you  do  not  know,  say  so;  don’t  make  up  an  an- 
swer. You  can  be  positive  about  the  important  things 
that  you  naturally  would  remember.  If  asked  about  lit- 
tle details  that  a person  naturally  would  not  remember, 
it  is  best  to  just  say  that  you  don’t  remember.  But 
don’t  let  the  cross-examiner  get  you  in  the  trap  of  an- 
swering question  after  question  with  “I  don’t  know.” 

23.  Don’t  act  nervous.  Avoid  mannerisms  which 
will  make  the  jury  think  you  are  scared,  or  not  telling 
the  truth  or  all  you  know. 

24.  Above  all — this  is  most  important — do  not  lose 
your  temper.  Testifying  for  a length  of  time  is  tiring. 
It  causes  fatigue.  You  will  recognize  fatigue  by  certain 
svmptons:  (a)  tiredness,  (b)  crossness,  (c)  nervousness, 
(d)  anger,  (e)  careless  answers,  and  (f)  the  willingness  to 
say  anything  or  answer  any  questions  in  order  to  leave 
the  witness  stand.  When  you  feel  these  symptoms,  rec- 
ognize them  and  strive  to  overcome  fatigue.  Remember 
that  some  attorneys  on  cross-examination  will  try  to 
wear  you  out  until  you  will  lose  your  temper  and  say 
things  that  are  incorrect  or  that  will  hurt  you  or  your 
testimony.  Do  not  let  this  happen. 

25.  If  you  do  not  want  to  answer  a question,  do  not 
ask  the  judge  whether  you  must  answer  it.  If  it  is  an 
improper  question,  youi  attorney  will  take  it  up  with  the 
judge  for  you.  Don’t  ask  the  judge  for  advice. 

26.  Don’t  look  at  your  attorney  or  at  the  judge  for 
help  in  answering  a question.  You  are  on  your  own.  If 
the  question  is  improper,  your  attorney  will  object.  If 
the  judge  then  says  to  answer  it,  do  so. 

27.  Do  not  “hedge”  or  argue  with  the  other  attorney. 

28.  Do  not  nod  your  head  for  a “Yes”  or  “No”  an- 
swer. Speak  out  clearly.  The  court  reporter  must  hear. 

29.  If  the  question  is  about  distances  or  time  and 
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your  answer  is  only  an  estimate,  be  sure  that  you  say  it 
is  only  an  estimate.  Be  sure  to  think  about  speeds,  dis- 
tances, and  intervals  of  time  before  testifying,  and  dis- 
cuss the  matter  with  your  attorney  so  that  your  memory 
is  reasonable. 

30.  When  you  leave  the  witness  stand  after  testi- 
fying, wear  a confident  expression,  not  a downcast  one. 

31.  There  are  several  questions  that  are  known  as 

“trick  questions.”  If  you  answer  them  the  way  the 
other  attorney  hopes  you  will,  he  can  make  your  answer 
sound  bad  to  the  jury.  Here  are  two  of  them:  (a) 

“Have  you  talked  to  anybody  about  this  case?”  If  you 
say  “No,”  the  jury  knows  that  is  not  right  because  good 
lawyers  always  talk  to  a witness  before  they  testify.  If 
you  say  “Yes,”  the  lawyer  may  try  to  infer  that  you  were 
told  what  to  say.  The  best  thing  to  do  is  to  say  very 
frankly  that  you  talked  to  whomever  you  have — lawyer, 
party  to  suit,  police,  etc. — and  that  you  were  just  asked 
what  the  facts  were.  All  you  do  is  tell  the  truth,  (b) 
“Are  you  getting  paid  to  testify  in  this  case?”  The  law- 
yer asking  this  hopes  your  answer  will  be  “Yes,”  thereby 
inferring  that  you  are  being  paid  to  say  what  your  side 
wants.  Your  answer  should  be  something  like:  “No,  I 
am  not  getting  paid  to  testify.  I am  only  getting  com- 
pensation for  my  time  off  from  work,  and  the  expense  (if 
any)  it  is  costing  me.” 

32.  Except  in  a few  situations,  an  insurance  compa- 
ny cannot  be  joined  as  a defendant,  and  if  anything  is 
said  that  will  let  the  jury  know  that  an  insurance  compa- 
ny is  actually  defending  the  case,  the  judge  will  declare  a 
mistrial.  The  jury  will  be  discharged,  and  the  case 
started  all  over.  Therefore,  be  careful  not  to  mention 
insurance. 

33.  Go  back,  now,  and  reread  these  suggestions  so 
you  will  have  them  firmly  in  your  mind.  We  hope  they 
won’t  confuse  you.  We  hope  they  will  help.  They 
aren’t  to  be  memorized.  Ask  us  about  anything  you 
don’t  understand.  You  will  find  there  is  really  no  rea- 
son why  you  should  be  nervous  while  testifying.  If  you 
relax  and  remember  that  you  are  just  talking  to  some 
neighbors  on  the  jury,  you  will  get  along  fine. 


Gallium-67  for  localization 
of  septic  lesions 

This  article  (Littenberg,  R.  L.,  et  al.:  Ann.  Int.  Med. 
79:  403  [Sept.]  1973)  describes  a new  method  for  locating 
abscess  lesions.  Intravenous  gallium-67  which  has  been 
used  for  several  years  for  tumor  location  was  shown  to 
rapidly  accumulate  in  active  inflammatory  lesions 
(within  two  hours  after  injection).  This  method  was 
used  to  help  determine  location  of  abscesses  in  12  septic 
patients.  Active  abscesses  were  found  in  areas  of  accu- 
mulation of  gallium-67  in  11  of  these  patients,  and  sur- 
gery confirmed  the  diagnosis  of  septic  abscess.  The 
twelfth  patient  had  typhoid  fever,  and  there  was  no  lo- 
calization of  gallium-67  in  this  patient.  There  is  accu- 
mulation of  gallium-67  in  tumors  as  well  as  inflammato- 
ry lesions,  so  other  diagnostic  criteria  have  to  be  used. 
The  procedure  is  safe  and  diagnostically  helpful  in  se- 
lected patients. 
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Most  students  believe  health-related  TV 
messages 

Nearly  half  of  the  elementary  school  students  partici- 
pating in  a recent  survey  accepted  all  television  com- 
mercials for  health-related  products  as  true,  two  re- 
searchers reported  in  the  March  issue  of  Pediatrics,  the 
monthly  scientific  journal  of  the  American  Academy  of 
Pediatrics. 

Overall,  the  researchers  reported,  the  281  students 
surveyed  believed  70  per  cent  of  the  781  commercials 
viewed.  The  survey  was  undertaken  to  determine  how 
much  television  influenced  the  health  practices  of  chil- 
dren. 

The  study  was  conducted  by  Charles  E.  Lewis,  M.D., 
and  Mary  Ann  Lewis,  R.N.,  M.S.,  of  the  University  of 
California  at  Los  Angeles.  Two  different  schools  were 
used  in  the  survey.  School  A was  a university  laborato- 
ry school,  while  school  B was  an  elementary  school  serv- 
ing a disadvantaged  population. 

For  each  commercial  watched,  students  were  asked  to 
record  their  conclusions  (inferences),  if  they  believed 
the  message,  and  if  either  they  or  their  parents  used  the 
product  advertised. 

The  results  showed  that  “over  90  per  cent  of  the  stu- 
dents in  both  schools  made  inferences  from  their  de- 
scription of  the  message  exactly  as  intended  by  the 
sponsors  of  the  advertisement.” 

Whether  their  parents  had  used  the  products  made  a 
significant  difference  in  whether  or  not  the  children  be- 
lieved the  commercial.  For  example,  the  lowest  level  of 
credibility  (51  per  cent)  occurred  when  neither  the  chil- 
dren nor  the  parents  had  tried  the  product.  There  was 
a little  difference  in  the  degree  of  credibility  for  com- 
mercials advertising  products  aimed  at  children  versus 
adults,  the  survey  showed. 

Referring  to  earlier  studies  in  which  70  per  cent  of  all 
health  messages  viewed  by  a panel  of  experts  were 
judged  inaccurate,  misleading  or  both,  the  report  con- 
cluded: “Television  has  been  viewed  with  both  alarm 

and  pleasure.  There  is  no  doubt  that  it  represents  a 
powerful,  ubiquitous  cultural  force.  If,  however,  70  per 
cent  of  all  health  messages  on  television  are  not  true, 
and  70  per  cent  of  these  messages  are  believed  by  chil- 
dren, then  television  viewing,  as  presently  programmed, 
might  be  labeled  as  hazardous  to  the  health  of  future 
adults.” 

AMA/AAMA  accreditation  given  governmental 
recognition 

The  Council  on  Medical  Education  of  the  American 
Medical  Association,  in  collaboration  with  the  American 
Association  of  Medical  Assistants,  has  been  recognized 
by  the  U.S.  Commissioner  of  Education  as  an  official 
agency  to  accredit  educational  programs  for  the  medical 
assistant. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


MEDICO  needs  doctors  to  serve  overseas 

Doctors  are  urgently  needed  for  overseas  posts  in  pro- 
grams conducted  by  MEDICO,  a service  of  CARE. 

A general  practitioner  is  needed  shortly  to  work  in 
Choluteca,  Honduras.  Needed  immediately  is  a pathol- 
ogist or  a general  surgeon  or  an  internist,  with  full  or  as- 
sociate professorial  rank,  to  teach  medical  students  in 
Hue,  South  Vietnam.  Also  needed  immediately  is  a 
public  health  doctor  to  work  in  Kontum,  South  Viet- 
nam. 

These  are  two-year  contract  posts.  Applicants  must 
have  received  at  least  part  of  their  training  in  the  Unit- 
ed States  or  Canada  and  must  be  certified  and/or  li- 
censed by  same.  Qualified  physicians  have  a unique  op- 
portunity to  help  save  the  lives  of  the  impoverished  ill  in 
foreign  lands,  and  to  train  local  doctors  to  tend  their 
own  people  in  the  years  ahead. 

For  details  on  salary,  fringe  benefits  and  other  infor- 
mation write  to:  Leonard  Coppold,  Director  of  Con- 

tract Personnel,  MEDICO,  a service  of  CARE,  660  First 
Ave.,  New  York,  N.Y.  10016,  or  phone  Mr.  Coppold  at 
(212)  686-3110.  CARE-MEDICO  is  an  equal  opportu- 
nity employer  (m/f). 

Phase  four  controls  regulations  being  followed 

About  100  physicians  will  be  checked  by  agents  of  the 
Cost  of  Living  Council  to  see  if  Phase  4 controls  regula- 
tions are  being  followed.  Physicians  in  Maryland  and 
Wisconsin  have  already  reported  “inspection”  visits.  A 
COLC  spokesman  said  physicians  in  ten  or  15  cities 
would  be  checked.  The  regulations  require  that  physi- 
cians maintain  a list  of  fees  to  show,  on  request,  to  pa- 
tients or  COLC  representatives.  A sign  stating  the 
availability  of  the  list  must  be  posted  in  the  office. 

Two  bills  to  repeal  PSRO 

Two  bills  to  repeal  PSRO  are  now  before  Congress. 
HR  9375,  introduced  last  year  by  Representative  John 
R.  Rarick  (D-La.),  has  25  sponsors.  Another  bill,  re- 
cently introduced  by  Representative  Henry  B.  Gonzalez 
(D-Tex.),  would  repeal  PSRO  and  substitute  a provision 
authorizing  the  General  Accounting  Office  to  audit  hos- 
pitals and  other  health  care  institutions  to  determine  if 
Medicare  and  Medicaid  services  and  fees  are  unneces- 
sary or  excessive.  The  Gonzalez  bill,  HR  12304,  has  no 
other  sponsors  at  this  time. 

Voluntary  periodic  recertification  exams 

Voluntary  periodic  recertification  exams  have  been 
formally  approved  by  19  out  of  22  specialty  boards,  ac- 
cording to  a survey  by  the  American  Board  of  Medical 
Specialties.  The  American  Board  of  Neurological  Sur- 
gery opposed  the  concept,  the  ABMS  said,  and  the 
American  Board  of  Allergy  and  Immunology  and  the 

continued  on  page  769 
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the  balanced  bronchodilator 


• Quibron  Plus  provides  a balance  of 
bronchodilation,  sedation,  and  expec- 
torant activity  in  a unique  formulation 


• PLUS  glyceryl  guaiacolate  to  facilitate 
expectoration 

• PLUS  butabarbital,  the  mild, 
intermediate-acting  sedative 


second  wind  for  ' 
bronchospasfics 

QUIBRON  PLUS’ 

Each  capsule  or  tablespoon  (15  ml.)  elixir  contains:  theophylline 
(anhydrous)  150  me.,  glyceryl  guaiacolate  100  mg.,  ephedrine  HCI 
25  mg.,  and  butabarbital  20  mg.  (Warning:  may  be  habit-forming). 
Elixir:  alcohol  15% 


QUIBRON  PUIS 

Each  capsule  or  tablespoon  (IS  ml.)  elixir  contains: 
theophylline  (anhydrous)  150  mg.,  glyceryl  guaia- 
colate  100  mg.,  ephedrine  HCI  25  mg.,  and  butabar- 
bital  20  mg.  IWirnini  may  be  habit  forming).  Elixir: 
alcohol  15% 


for  comprehensive  relief 
in  many  bronchospastic  disorders 


Indications:  Based  on  a review  of  a 
similar  drug  by  the  National  Acad- 
emy of  Sciences— National  Research 
Council  and/or  other  information, 
FDA  has  classified  the  indications 
as  follows: 

“Possibly"  effective:  bronchial 
asthma:  bronchitis,  bronchiectasis, 
and  emphysema  in  which  broncho- 
spasm  is  present;  the  relief  of  bron- 
chospasm;  hay  fever;  nasal  allergy; 
or  for  use  as  an  expectorant. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


Dosage:  Adults:  1-2  capsules  or  1-2 
tablespoons  elixir  2-3  times  daily.  Chil- 
dren 8 to  12:  1 capsule  or  1 tablespoon 
elixir  (15  ml.)  2-3  times  daily.  Children 
under  8:  Up  to  teaspoon  (2.5  ml.) 
elixir  per  10  lb.  body  weight,  2-3  times 
daily.  Dosage  should  be  adjusted  on 
an  individual  basis. 

Contraindications:  Contraindicated  in 
patients  who  are  sensitive  to  any  in- 
gredient of  the  formulation. 
Precautions:  Do  not  administer  more 
frequently  than  every6  hours,  or  within 
12  hours  after  rectal  dose  of  any  prep- 
aration containing  theophylline  or 
aminophylline.  Do  not  give  other  com- 
pounds containing  xanthine  deriva- 
tives concurrently.  Use  cautiously  in 
patients  with  cardiovascular  disease, 
hypertension,  hyperthyroidism,  pros- 
tatic hypertrophy,  hepatic  disease,  im- 
paired renal  function,  glaucoma,  dia- 
betes. Do  not  exceed  recommended 
dose.  Be  aware  of  the  possible  effects 
from  concomitant  doses  of  other  sym- 
pathomimetic amines.  Caution  parents 
against  overdosage  in  children. 
Adverse  Reactions:  Theophylline  may 
exert  some  stimulating  effect  on  the 
central  nervous  system.  Its  adminis- 
tration may  cause  local  irritation  of  the 
gastric  mucosa,  with  possible  gastric 
discomfort,  nausea,  and  vomiting.  Tak- 
ing Quibron  Plus  after  meals  may  help 
avoid  such  disturbances.  Central  Ner- 
vous System:  Nervousness,  jitteriness, 
vertigo,  and  sedation;  Cardiovascular: 
Tachycardia  (palpitation);  Miscellane •' 
o us:  Precordial  pain. 

How  Supplied:  Elixir  in  bottles  of  1 pint; 
capsules  in  bottles  of  100. 
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American  Board  of  Nuclear  Medicine  have  taken  no  of- 
ficial stand.  A deadline  for  implementing  recertifica- 
tion programs  may  be  taken  up  by  the  ARMS  at  its  an- 
nual meeting  March  28  to  29  in  Chicago.  One  member 
board,  the  American  Board  of  Family  Practice,  will 
make  periodic  recertification  mandatory. 

Resuscitating  heart  attack  victims  urged 

A supplement  to  the  February  18  issue  of  JAMA  calls 
for  the  training  of  millions  of  Americans  in  methods  of 
resuscitating  heart  attack  victims.  Prepared  by  the 
American  Heart  Association  and  the  National  Academy 
of  Sciences-National  Research  Council,  the  JAMA  sup- 
plement describes  the  proper  techniques  of  resuscita- 
tion, the  levels  of  institutional  care  needed  in  communi- 
ties, and  the  legislation  required  to  permit  communities 
to  provide  emergency  cardiac  care.  The  standards  were 
recommended  last  year  by  the  National  Conference  on 
Cardiopulmonary  Resuscitation  and  Emergency  Cardiac 
Care.  The  need  to  establish  first  aid  training  programs 
for  large  numbers  of  laymen  was  pointed  out  by  the 
AMA’s  Committee  on  Community  Emergency  Services 
in  a report  of  the  Board  of  Trustees  that  was  approved 
by  the  House  of  Delegates  at  the  1971  Clinical  Conven- 
tion. The  AMA  report  urged  medical  societies  to  devel- 
op action  programs  in  emergency  care.  The  JAMA  sup- 
plement should  prove  valuable  as  a handbook  in  these 
programs.  Reprints  of  the  supplement  are  available 
from  local  Heart  Association’s  or  from  American  Heart 
Association,  Distribution  Department,  44  E.  23rd  St., 
New  York  10010.  The  publication  was  made  possible 
by  a grant  from  Asmund  S.  Laerdal. 

New  hope  for  Reye’s  syndrome  patients 

A new  use  for  a familiar  technique,  peritoneal  dialysis, 
is  saving  the  lives  of  an  unprecedented  number  of  Reye’s 
syndrome  patients,  according  to  an  article  in  the  March 
issue  of  Pediatrics,  the  official  publication  of  the  Ameri- 
can Academy  of  Pediatrics. 

Frederick  J.  Samaha,  M.D.,  primary  author,  reported 
that  in  24  cases  of  Reye’s  syndrome  seen  between  1968 
and  1972,  82  per  cent  of  those  treated  with  peritoneal 
dialysis  in  addition  to  standard  therapy  lived;  only  15 
per  cent  of  those  treated  with  standard  therapy  alone 
survived. 

Reye’s  syndrome  is  a relatively  rare  disease  that  was 
discovered  only  ten  years  ago.  In  the  past  year,  the  U.S. 
Center  for  Disease  Control  has  reported  90  cases  from 
Colorado  to  New  England.  The  syndrome  affects  chil- 
dren up  to  seventeen  years  of  age  and  has  a mortality 
rate  of  50  to  100  per  cent.  It  commonly  follows  a mild 
viral  infection  like  the  flu.  First  sign  of  the  syndrome  is 
persistent  vomiting,  followed  by  serious  liver  involve- 
ment, delirium  or  seizures.  Frequently  the  patient  slips 
into  a hepatic  coma  from  which  he  never  recovers. 

Peritoneal  dialysis  reverses  the  coma  in  many  cases  by 
cleaning  the  blood  of  certain  impurities  such  as  ammo- 
nia, normally  removed  by  the  healthy  liver.  The  proce- 
dure consists  of  injecting  fluid  into  the  abdominal  cavity 
where,  through  osmosis,  the  fluid  cleans  the  blood  and  is 
drained  out  after  fifteen  to  twenty  minutes.  Then  the 
whole  process  is  repeated.  When  performed  by  experi- 
enced personnel,  it  is  safe,  effective,  and  can  be  carried 
out  in  most  hospitals. 
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When  reassurance  and 
counseling  during  repeated 
visits  are  not  enou 


When  the  patient’s  pattern 
of  overreaction  to  stress 
impairs  his  ability 
to  function. 


When  tension  and  anxiety 
continue  to  produce 
^stressing  somatic  symptoms. 


Good  reasons  to  consider 

Vilium  (diazepam). 


Effectiveness 

The  efficacy  of  Valium  has  been  demonstrated  in  clinical  trials  and  ex- 
ensive  clinical  use.  Valium  can  provide  effective  relief  of  excessive  psy- 
|:hic  tension  and  anxiety  for  the  psychoneurotic  patient  and  the  patient 
' who  overreacts  to  stress.  Accompanying  somatic  symptoms  — attributed 
■to  anxiety  and  tension— can  be  subsequently  minimized. 


Prompt  action 

Valium,  when  used  as  an  adjunct  to  supportive  measures  and  counsel- 
ling, can  produce  prompt  psychotherapeutic  effects.  Significant  improve- 
ment is  usually  apparent  within  the  first  few  days  of  therapy.  With  some 
patients,  however,  more  time  may  be  required  before  evidence  of  a clear- 
I cut  response  is  gained.  Therapy  with  Valium  may  normally  be  discon- 
tinued when  the  patient's  psychic  tension  symptoms  have  been  reduced 
i to  tolerable  levels. 

Dependable  response 

A major  consideration  in  choosing  an  antianxiety  agent  is  the 
reliability  of  its  performance.  The  psychotherapeutic  effect  of  Valium  is 
characterized  by  prompt,  symptomatic  relief  of  anxiety  and  tension. 

With  a safety  profile  characterized  by  excellent  tolerance  and  a relatively 
low  incidence  of  adverse  reactions,  patient  response  is  generally 
predictable.  While  drowsiness,  fatigue  and  ataxia  are  most  frequently 
reported,  physicians  should  be  aware' of  the  possibility  of  more  serious 
reactions.  Before  prescribing,  consult  complete  product  information. 


Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 


For  summary  of  product  information,  see  next  page. 


If  there’s  good  reason 
to  prescribe  for  psych  ic  tension, 
there’s  good  reason 
to  consider 

Val  iuni 

(diazepam) 

2-mg,  5-tng,  10-mg  tablets 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Tension  and  anxiety  states, 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneu- 
rotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  sympto- 
matic relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spastic- 
ity caused  by  upper  motor  neuron  dis- 
orders, athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 


seizures.  Advise  against  simultaneous 
ingestion  of  alcohol  and  other  C'NS 
depressants.  Withdrawal  symptoms 
(similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addic- 
tion-prone individuals  under  careful 
surveillance  because  of  their  predis- 
position to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed:  drugs  such  as  phenothi- 
azines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants 
may  potentiate  its  action.  Usual  precau- 
tions indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or 
with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
ellective  amount  in  elderly  and  debili- 
tated to  preclude  ataxia  or  oversedation. 
Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipa- 
tion, headache,  incontinence,  changes 
in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hal- 
lucinations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension, 
anxiety  and  psychoneurotic  states,  2 to 
10  mg  b.i.d.  to  q . i d . ; alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then 

5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunc- 
tively in  skeletal  muscle  spasm,  2 to 
10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d. 
to  q.i.d. 

Geriatric  or  debilitated  patients:  2 to 
2Vi  mg,  1|  or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children:  1 to2'/2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 

6 months). 

Supplied:  Valium®  (diazepam)  Tablets, 

2 mg,  5 mg  and  1 0 mg;  bottles  of  1 00 
and  500.  All  strengths  also  available  in 
Tel-E-Dose s packages  of  100. 


\ Roche  Laboratories 

ROCHE  7 Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley.  New  Jersey  07110 
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In  the  opinion  of  Dr.  Samaha,  “Peritoneal  dialysis  is  a 
therapy  which  may  offer  hope  in  reversing  the  high  mor- 
tality of  Reye’s  syndrome  when  used  before  there  is  evi- 
dence of  irreversible  brain  stem  damage.” 

The  24  patients  seen  ranged  in  age  from  two  months 
to  thirteen  years.  Twenty-three  were  admitted  to  Chil- 
dren’s Hospital  of  Pittsburgh,  and  one  to  Babies  Hospi- 
tal in  New  York  City.  All  children  had  a mild  infection, 
seemingly  viral,  which  occurred  about  one  week  before 
admission.  Every  patient  but  one  had  repetitive  vomit- 
ing, delirium,  disorientation,  or  seizures  before  coma  en- 
sued. 

Dialysis  was  performed  for  twenty-four  to  seventy- 
two  hours  until  patients  were  awake,  alert,  and  oriented. 
The  two  patients  who  died  in  spite  of  dialysis  were  al- 
ready in  deep  coma  and  had  suffered  brain  stem  damage 
before  dialysis  was  started. 

Additional  authors  of  the  article  are  Edward  Blau, 
M.D.,  and  John  Berardinelli,  M.D.,  from  the  Depart- 
ments of  Pediatrics  and  Neurology,  University  of  Pitts- 
burgh School  of  Medicine  and  Children’s  Hospital  of 
Pittsburgh,  Pittsburgh,  Pennsylvania. 

Hospital  transferred 

The  Lexington,  Kentucky  hospital  for  the  treatment 
and  rehabilitation  of  drug  addicts  was  transferred  on 
February  27,  1974,  from  Public  Health  Service  auspices 
to  the  Department  of  Justice  where  the  Bureau  of  Pris- 
ons will  use  it  to  treat  narcotic  addicts  who  have  been 
convicted  of  crimes. 

Dr.  Charles  C.  Edwards,  Assistant  Secretary  for 
Health,  said  the  turnover  of  the  Lexington  treatment  fa- 
cility had  been  made  possible  by  the  network  of  treat- 
ment programs  developed  across  the  nation  with  Feder- 
al assistance.  “These  programs,”  he  said,  “permit  ad- 
dicts to  receive  care  close  to  or  in  their  own  hometowns, 
which  narcotics  authorities  feel  is  a much  more  efficient 
method  than  institutionalization.” 

Approximately  100,000  admissions  have  been  made  to 
Lexington  during  its  lifetime,  more  than  half  of  them 
"repeaters.”  Congress  originally  authorized  establish- 
ment of  two  “narcotics  farms” — the  second  was  at  Fort 
Worth,  Texas — in  1929,  with  the  goal  of  treating  and 
studying  addiction  and  isolating  addicts  from  other 
Federal  prisoners.  Lexington  opened  in  1935  and  Fort 
Worth  in  1938.  The  latter  was  discontinued  as  a Public 
Health  Service  Hospital  in  1971,  as  the  number  of  com- 
munity-based programs  began  to  expand  rapidly. 

Although  the  first  Lexington  admissions  were  prison- 
ers, volunteer  patients — addicts  eager  to  obtain  the  only 
treatment  then  available  in  the  U.S. — soon  accounted 
for  more  than  75  per  cent  of  the  total.  Some  believed 
they  would  be  cured  simply  by  withdrawal;  others  only 
wanted  to  reduce  costly  heroin  habits,  not  give  up  the 
drug  altogether.  More  than  two  thirds  left  “against 
medical  advice”  after  withdrawal.  For  many,  the  hospi- 
tal became  a “revolving  door”  through  which  they 
passed  repeatedly. 

In  1966,  the  Narcotic  Addict  Rehabilitation,  Act  was 
enacted  to  overcome  this  futile  process.  It  had  become 
apparent  that  supportive  rehabilitation  after  release 
from  inpatient  care  was  a critical  factor  in  preventing  a 
return  to  drug  use.  The  administration  of  Lexington 
was  transferred  to  the  National  Institute  of  Mental 
Health.  Under  the  new  law,  up  to  six  months  of  inpa- 


tient treatment  is  provided  to  addicts  committed  by  a 
Federal  Court,  followed  by  three  years  of  supervised  af- 
tercare in  the  addict’s  own  community.  Patients  may 
be  committed  in  lieu  of  prosecution  for  certain  Federal 
offenses,  or  they  may  seek  commitment  voluntarily. 
They  may  not  withdraw  from  the  program  voluntarily. 
Since  1967,  Lexington  has  treated  more  than  7,000  of 
the  11,000  NARA  patients  to  date,  from  every  state  ex- 
cept Maine  and  North  Dakota. 

Both  inpatient  and  aftercare  phases  can  now  be  pro- 
vided to  NARA  patients  in  community  treatment  pro- 
grams. This  is  the  result  of  three  years  of  intensive 
Federal  and  state  effort  to  make  enough  services  avail- 
able so  that  any  addict  who  needs  and  wants  care  can 
find  it.  Federally  funded  community  programs  are  now 
legally  required  to  accept  NARA  patients;  the  1,000  men 
and  women  currently  in  the  program  are  being  served  by 
108  community  agencies. 

Under  the  Bureau  of  Prisons,  Lexington  will  be  used 
to  treat  addicts  who  have  been  convicted  of  crimes. 
The  Addiction  Research  Center  at  the  facility  will  con- 
tinue to  operate  as  a program  of  the  Public  Health  Ser- 
vice’s new  National  Institute  on  Drug  Abuse.  And  650 
of  the  1,000  acres  of  hospital  grounds,  once  “farmed”  by 
addicts,  will  become  a State  park. 

The  American  Medical  Writers  Association 
announces  its  1974  annual  awards 

An  award  will  be  given  in  each  of  four  categories: 

1.  Best  Book  on  a Medical  Subject  for  Lay  Reader- 
ship  by  an  Individual  Author 

2.  Best  Book  on  a Medical  Subject  for  Lay  Reader- 
ship  by  Multiple  Authors 

3.  Best  Book  for  the  Medical  Profession  by  an  Indi- 
vidual Author  or  Coauthors 

4.  Best  Book  for  the  Medical  Profession  by  Multiple 
Authors 

Date  of  publication  must  be  between  June  1,  1973, 
and  June  1,  1974. 

Entries  need  not  be  the  work  of  members  of  the  Asso- 
ciation. Published  copies  of  entries  or  letters  of  com- 
mendation for  specific  works  should  be  sent  to:  Ameri- 
can Medical  Writers  Association,  9650  Rockville  Pike, 
Bethesda,  Maryland  20014,  before  June  1,  1974. 

The  annual  meeting  will  be  held  at  Los  Angeles,  Octo- 
ber 2 to  5,  1974. 

Public  Broadcasting  Service  to  televise  major 
new  weekly  series  for  adu'ts 

During  the  1974  to  75  season,  the  250  stations  of  the 
Public  Broadcasting  Service  will  televise  a major  new 
weekly  series  for  viewing  in  prime-time  evening  hours. 
It  will  be  aimed  at  adults  and  designed  to  help  improve 
their  physical  and  mental  health  and  that  of  their  chil- 
dren. 

The  development  of  a major  television  series  on  a 
subject  as  complex  as  health  is  costly  and  time  consum- 
ing. Television  itself  is  an  expensive  medium,  although 
with  its  large  potential  audience,  the  cost  of  program- 
ming on  a per  viewer  basis  can  be  miniscule.  An  exam- 
ple is  Sesame  Street  which  is  produced  at  an  annual 
cost  of  more  than  $4  million,  but  because  of  its  vast  au- 
dience costs  less  than  one  cent  per  viewer,  per  episode. 

The  three-year  budget  for  the  health  series,  covering 
the  more  than  two  years  of  development  and  the  actual 
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broadcast  season,  is  $7  million. 

The  bulk  of  initial  funding  has  come  from  these  un- 
derwriters: Corporation  for  Public  Broadcasting;  The 

Robert  Wood  Johnson  Foundation;  Aetna  Life  & Casu- 
alty Company;  Exxon  Corporation;  The  Edna  McCon- 
nell Clark  Foundation;  The  Commonwealth  Fund;  The 
John  and  Mary  R.  Markle  Foundation;  van  Ameringen 
Foundation;  Ittleson  Family  Foundation;  and  The 
Grant  Foundation. 

Additional  support  to  finance  production,  community 
outreach  projects  and  specialized  research  related  to  the 
series,  is  now  being  sought. 

American  Medical  Record  Association  adopts 
statement  on  preserving  patient  medical 
records 

The  American  Medical  Record  Association  House  of 
Delegates  at  its  45th  Annual  Meeting  in  Boston,  adopt- 
ed a Statement  on  the  Preservation  of  Patient  Medical 
Records  in  Health  Care  Institutions.  The  statement 
was  also  adopted  by  the  Board  of  Trustees,  American 
Hospital  Association. 

The  statement  recommends  that  complete  patient 
medical  records  in  health  care  institutions  usually  be  re- 
tained either  in  the  original  or  reproduced  form,  for  a 
period  of  ten  (10)  years  after  the  most  recent  patient 
care  usage.  After  this  period,  such  records  may  be  de- 
stroyed unless  destruction  is  specifically  prohibited  by 
statute,  ordinance,  regulation  or  law,  provided  that  the 
institution: 

1.  retains  basic  information  such  as  dates  of  admis- 
sion and  discharge,  names  of  responsible  physicians, 
record  of  diagnoses  and  operations,  operative  reports, 
pathology  reports,  and  discharge  resumes  for  all  rec- 
ords so  destroyed; 

2.  retains  complete  medical  records  of  minors  for  the 
period  of  minority  plus  the  applicable  statute  of  limi- 
tations as  prescribed  by  statute  in  the  state  in  which 
the  health  care  institution  is  located; 

3.  retains  complete  medical  records  of  patients  under 
mental  disability  in  like  manner  as  those  of  patients 
under  disability  of  minority;  and 

4.  retains  complete  patient  medical  records  for  long- 
er periods  of  time  when  requested  in  writing  by  one  of 
the  following: 

a.  an  attending  or  consultant  physicians  of  the  pa- 
tient, 

Five-day  seminar 

A five-day  seminar  on  “Life-Saving  Measures  for  the 
Critically  Injured,”  sponsored  by  the  American  College 
of  Surgeons’  Committee  on  Trauma,  and  the  Depart- 
ment of  Surgery,  Yale  University  School  of  Medicine, 
will  be  held  June  17  to  21  at  the  Harkness  Auditorium, 
333  Cedar  Street,  New  Haven,  Connecticut. 

For  further  information,  contact:  Jack  W.  Cole, 

M.D.,  F.A.C.S,  telephone  number  203-436-3235. 

Parkinsonism: 

Levodopa  and  beyond 

An  international  symposium  on  “Parkinsonism:  Le- 
vodopa and  Beyond”  will  he  held  at  Maimonides  Medi- 
cal Center,  Division  of  Neurology,  Depart  ment,  of  Medi- 


b.  the  patient  or  someone  acting  legally  in  his  behalf, 
or 

c.  legal  counsel  for  a party  having  an  interest  af- 
fected by  the  patient  medical  records. 

The  statement  recommends  if  the  adoption  of  a rec- 
ord retention  policy  as  suggested  would  reduce  the  pre- 
vious period  of  retention  by  a health  care  institution, 
any  new  policy  be  developed  with  the  full  knowledge 
and  participation  of  the  medical  staff,  legal  counsel  for 
the  institution  and  any  past  or  present  liability  insur- 
ance carrier  affording  coverage  during  any  time  in  which 
the  affected  records  were  made.  Further  recommenda- 
tions made  by  the  statement  are: 

1.  notice  of  the  new  policy  of  retention  be  given  by 
written  notice  to  state  and  local  medical  societies  and 
bar  associations  and  by  announcement  in  any  other 
media  suggested  by  the  institution’s  legal  counsel 

2.  the  lesser  period  of  retention  either  be  restricted 
to  subsequently  completed  patient  medical  records  or 
that  general  application  be  deferred  for  a reasonable 
length  of  time  until  requests  for  deferred  destruction 
may  be  received 

3.  various  state  and  regulatory  bodies  adopt  appro- 
priate legislation  or  regulations  to  implement  the  pro- 
visions of  this  statement  or  such  modifications  thereof 
as  local  conditions  may  indicate  to  be  appropriate. 

Appointments,  Promotions 

Clifford  J.  Sager,  M.D.,  recently  joined  the  staff  of 
Jewish  Family  Service  as  director  of  psychiatry.  The 
following  promotions  have  been  made  at  New  York  Uni- 
versity School  of  Medicine:  Michel  Rabinovitch,  M.D., 
to  professor  of  cell  biology;  John  E.  Sarno,  M.D.,  to  pro- 
fessor of  clinical  rehabilitation  medicine;  Albert  Gross- 
man,  Ph.D.,  to  professor  of  pharmacology;  Mathew  H. 
M.  Lee,  M.D.,  director  of  rehabilitation  medicine  and 
president  of  the  medical  board  at  Goldwater  Memorial 
Hospital,  to  professor  of  clinical  rehabilitation  medicine; 
and  named  as  the  first  Jules  Leonard  Whitehill,  profes- 
sor of  surgery,  Allan  E.  Dumont,  M.D.,  professor  of  sur- 
gery. At  St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York,  Ralph  A.  O’Connell,  M.D.,  has  been  appoint- 
ed associate  director,  Department  of  Psychiatry.  At 
Upstate  Medical  Center  at  Syracuse,  Marshall  D. 
Schechter,  M.D.,  was  recently  named  professor  of  psy- 
chiatry and  director  of  the  Division  of  Child  Psychiatry; 
Charles  F.  Calligaris,  appointed  associate  administrator 
of  the  State  University  Hospital. 


cine,  Friday,  May  17,  1974,  1 to  6 p.m.,  4802  Tenth  Ave- 
nue, Brooklyn,  New  York  11219,  area  code  212  UL3- 
1200,  extension  2452. 

The  Symposium  will  be  held  at  the  Saltzman  Audito- 
rium. Because  of  limited  space  reservations  should  be 
made  to  Edith  Miller,  M.D.,  at  the  above  telephone 
number. 

Participants  will  be  Dr.  Walther  Birkmayer,  from 
Austria;  Nathan  Kline,  M.D.,  New  York,  and  William 
Bunney,  Jr.,  M.D.,  Bethesda;  Dr.  Andre  Barbeau,  from 
Canada;  Abraham  Lieberman,  M.D.,  from  New  York; 
Dr.  George  Cotzias,  from  Brookhaven,  Long  Island; 
Roger  Duvoisin,  M.D.,  from  New  York;  Fletcher 
McDowell,  M.D.,  and  Richard  Sweet,  M.D.,  from  New 
York;  and  Dr.  Melvin  Yahr,  New  York. 

There  will  be  a reception  following  the  meeting. 
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Editorials 


Malpractice 

Medicolegal  jujitsu  but  not  justice 

In  the  December,  1973,  issue  of  the  Suffolk 
! County  Medical  Society  Bulletin,  Bloom*  detailed 
a grim,  personal  experience  with  a malpractice 
suit.  It  is  worth  reading.  Every  physician  can 
find  himself  in  that  position;  in  California,  where 
we  have  the  data,  more  than  one  in  every  five  do. 

, The  average  “closing  cost”  per  claim  for  today’s 
jj  cases  in  California  will  be  from  $14,000  to  $35,000 
I compared  with  $4,500  in  1969,  which  explains  why 
so  many  physicians  are  “throwing  in  the  sponge” 
and  retiring  as  soon  as  they  can  or  just  getting  out 
| of  the  state. 

The  consideration  of  the  termination  by  our  un- 
derwriters, the  Employers  Mutual  Insurance  of 
Wausau  (Wisconsin),  of  further  malpractice  cover- 
r age  for  Medical  Society  of  the  State  of  New  York 
members  just  crystallizes  the  growing  magnitude 
[ of  the  malpractice  problem  for  all  physicians. 
| The  increase  in  the  frequency  and  the  skyrocket- 
ing costs  of  claims  have  caused  an  exponential  rise 
i in  premium  rates.  The  average  premium  in- 
I creased  400  per  cent  for  the  two-year  period  be- 
tween 1967  and  1969  in  California.  In  that  state 
premiums  are  expected  to  jump  75  per  cent  this 
year.  One  in  every  five  of  California’s  physicians 
can  be  expected  to  be  sued  every  five  years. 

Bloom  stresses  the  evils  of  the  contingency-fee 
I system  and  the  greed  that  it  encourages.  He  notes 
the  ignorance  of  our  State  legislators  regarding 
medicine's  malpractice  problems  and  stresses  that 
insurance  companies  spend  millions  fighting  un- 
warranted claims.  This  money  must  come  ulti- 
mately from  the  physician’s  malpractice  insurance 
premiums,  and  that  in  turn  must  be  supported  by 
his  practice,  so  that  the  patient  is  the  one  who 
pays  in  the  final  analysis.  Finally,  it  calls  atten- 
tion to  the  fact  that  really  nothing  fundamental  is 
being  done  to  correct  the  archaic  system  that  sup- 
ports this  monster  on  the  back  of  medicine,  with 
• such  dire  results  for  both  physicians  and  medical 
care.  Canada  and  England  allow  no  contingency 
litigation.  The  increase  in  alleged  malpractice 
perpetuates  the  erroneous  myth  of  today’s  “bad 
doctor”  and  “poorer  medical  care,”  as  compared 
with  the  past.  It  is  a mistake  to  equate  “increase 
in  claims”  with  “increase  in  negligence.” 

*Bloom,  W.  H.:  An  unforgettable  expedience,  Suffolk  Coun- 
ty M.Soc.  Bull.  51:  12  (Dec.)  1973. 


Malpractice  problem — national  crisis 

Mass  communication  media  have  disseminated 
knowledge  about  medical  advances,  and  sensation- 
al medical  fiction  has  created  in  the  minds  of  pa- 
tients an  unreasonable  and  unrealistic  expectation 
as  to  total  cure  and  absolute  perfection  and  infalli- 
bility in  the  physician.  Further,  more  patients  are 
now  more  aware  of  legal  remedies.  Patients  un- 
derestimate the  complexities  and  difficulties  of 
modern  potent  medical  therapy  and  of  today’s  in- 
vestigative and  curative  procedures,  all  with  more 
hazard  and  increased  opportunity  for  mishap,  and 
overestimate  the  anticipated  results.  Patients 
also  overestimate  the  “get-rich-quick”  opportunity 
in  the  availability  of  compensation  and  its  amount, 
irrespective  of  reasons,  with  or  without  liability 
being  present.  It  is  “some  rich”  insurance  compa- 
ny w'ith  inexhaustible  funds,  not  their  physician, 
who  will  pay! 

It  is  becoming  overwhelmingly  clear  that  our 
State  Medical  Society  must  insist  on  remedial  leg- 
islation. Our  insurance  carriers  are  not  about  to 
fight  this  one  for  us,  and  the  legal  fraternity  is  not 
about  to  commit  hara-kiri  by  eliminating  the  con- 
tingency-fee system,  on  which  so  many  lawyers  de- 
pend for  a livelihood,  and  a better  living  too.  The 
legal  profession  predominates  in  all  legislatures. 
Here  we  must  struggle  alone. 

With  no-fault  automobile  accident  personal  lia- 
bility insurance  becoming  a fact  in  New  York 
State,  we  can  anticipate  a distinct  increase  in  med- 
ical malpractice  claims.  Lawyers  will  now  fill  the 
void  with  medical  malpractice  suits.  This  promis- 
es to  make  the  situation  that  much  worse  in  the 
immediate  future  and  for  some  time  to  come.  The 
magnitude  of  the  problem  is  attested  by  the  fact 
that  just  recently  a 4 million  dollar  award  was 
given  in  California,  and  large  awards  are  now  not 
uncommon. 


Drastic  basic  reform  programs  needed 

A drastic  basic  reform  in  the  whole  process  of 
claims  for  malpractice  is  imperative.  New  ideas 
are  in  order.  A more  specific  limitation  on  the 
percentage  of  awards  that  can  be  given  to  the  law- 
yer of  the  claimant  must  be  instituted,  as  in  New 
Jersey  today.  Thus  far  no  carrier  has  been  willing 
to  consider  a lower  premium  for  those  physicians 
who  are  less  of  a risk  because  they  are  doing  less 
work  than  their  colleagues  (beginners  in  medicine 
and  those  who  are  retrenching  and  wishing  to  re- 
tire gradually);  all  of  these  devices  and  others  too 
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must  be  reconsidered.  A reduction  in  premium 
for  those  having  no  cases  or  no  suits  after  ten  years 
is  in  order.  Deterrents  for  those  who  have  more 
than  one  suit  and  rewards  for  those  with  none  is 
fair. 

No-fault  malpractice  insurance 

Above  all,  consideration  must  be  given  to  devel- 
oping a no-fault  equivalent  to  malpractice,  similar 
to  the  no-fault  automobile  insurance  system,  for 
bad  results  in  medicine,  with  or  without  misfeas- 
ance, malfeasance,  or  real  malpractice,  much  as  in 
Workmen’s  Compensation  practice.  This  can 
take  the  form  of  a new  social  advance  for  what  is  a 
social  evil:  an  overall  compulsory  insurance  cov- 

erage for  unfortunate,  often  unavoidable,  bad  re- 
sults of  therapy  or  lack  of  therapy.  With  such  no- 
fault “bad-result”  insurance,  payment  would  be 
made  for  the  natural  consequences  or  complica- 
tions of  a disease,  without  fault  playing  any  role 
whatsoever.  In  this  way  the  actual  negligence  or 
“below  standard”  practice  can  be  isolated  as  the 
true  responsibility  and  the  real  basis  for  liability  of 
the  physician.  With  Peer  Review  and  PSRO 
(Professional  Standards  Review  Organization)  it 
would  seem  to  be  a natural  evolutionary  process 
for  us  to  go  into  no-fault  insurance.  The  unpre- 
dictable aspects  and  unavoidable  complications 
and  bad  results  of  medical  care  should  be  sepa- 
rated from  real  negligence  and  malpractice.  At 
present  all  inherent  hazards  of  a disease  are  added 
to  neglect  or  harm  by  the  physician  in  a potpourri. 
Today  real  error,  unavoidable  error  made  in  good 
faith,  and  that  trouble  due  to  the  natural  “guilt- 
less” sequence  of  the  disease  process  are  all  con- 
fused, one  with  the  other.  Under  the  present  sys- 
tem the  emotional  appeal  clouds  the  realities  of 
causal  relation  and  the  truly  blameworthy  role  of 
the  physician,  if  any  does  exist. 

In  any  alleged  malpractice  claim,  the  poor  result 
only  per  se  should  not  be  the  basis  of  claim;  yet  in 
practice,  this  is  exactly  what  happens  so  often. 
Some  legal  talent  proclaims,  “show  me  the  damage 
and  I will  create  the  liability.”  The  physician 
should  be  liable  only  for  failure  to  meet  the  local 
standards  of  care  or  for  neglect;  poor  results  fol- 
lowing therefrom,  and  therefrom  only,  should  be 
his  liability.  Medicine  is  not  a mathematical 
science  with  absolutes  and  solutions  in  round  dig- 
its. Results  are  not  just  good  or  bad  with  no  over- 
lapping. There  exists  a wide  range  of  intermedi- 
ate gradings  and  shadings  between  the  best  result 
and  the  poorest.  The  results  can  vary  a great  deal 
on  their  own,  with  no  relationship  to  what  the  phy- 
sician did  or  did  not  do.  For  that  matter,  it  is 
worth  noting  that  today  the  worst  medical  care 
may  have  good  results  and  then  never  beget  a mal- 
practice suit.  Maybe  there  should  be  some  pro- 
phylactic punitive  action  for  such  deficiencies;  Ibis 
would  be  the  proper  role  of  Peer  Review  and 
PSRO  to  help  correct  this  situation. 


Comment 

Human  judgment  has  its  foibles,  particularly  is 
this  true  in  medicine.  Physicians  are  fallible;  phy- 
sicians can  disagree  and  can  err  honestly;  this  is  an 
allowable,  understandable  range  of  error  in  judg- 
ment. Such  an  error  in  judgment  is  not  malprac- 
tice, and  yet  today  the  suit  is  initiated  and  pur- 
sued on  the  basis  of  the  bad  result,  not  particularly 
by  the  poor  care  by  the  physician  as  noted.  All 
physicians  at  present  are  being  saddled  with  what  i 
should  be  a general  social  responsibility  for  any  : 
poor  result  when  the  difficulty  that  the  patient  en- 
counters following  therapy  is  inherent  in  the  dis- 
ease itself.  We  are  now  actually  using  the  negli- 
gence system  to  resolve  a social  problem;  the  trou- 
ble is  this  has  great  tangible,  and  greater  intangi- 
ble, harm  for  physician  and  patient. 

Six  good  men  and  true  surely  cannot  be  expect- 
ed to  separate  the  aspect  of  the  poor  result  which 
is  due  to  the  physician  from  that  which  is  a natural 
outcome  of  the  progress  of  the  pathology  of  the 
disease.  This  can  be  a very  complex  problem,  and 
proper  analysis  requires  the  best  minds,  fully  pre- 
pared by  study  and  knowledge  of  the  processes  in- 1 
volved.  Six  good  men  and  true  are  not  always! 
equipped  to  evaluate  properly  the  subtleties  in 
such  cases,  nor  should  they  be  saddled  with  the  re- 
sponsibility of  determining  the  specific  money'] 
value  of  the  final  award  or  damages.  This  is  a 
most  difficult  task  for  even  the  most  qualified  ex- 1 
perts. 

We  now  depend  on  paid  expert  testimony  to 
evaluate  these  complex  issues  at  a trial.  More 
likely  than  not,  opposing  experts  are  not  equal  in 
knowledge,  ability,  past  experience  in  testimony, 
and,  it  must  be  said  frankly,  even  in  adherence  tel 
the  truth.  The  jury  is  thus  confused  by  freelance 
purchased  testimony  or,  put  less  drastically,  by  the 
shopping  around  to  find  an  expert  who  will  sayi 
what  the  litigant  wants.  The  adversary  system  in 
our  courts  can  fall  short  here,  far  short,  of  our  goalll 
of  justice. 

Grave  hazards 

Malpractice  suits  are  destroying  the  trust  be- 
tween patient  and  physician,  with  subtle  but  seri-  ] 
ous  psychotherapeutic  effect.  An  adversary  as- 
saultive condition  has  evolved  between  the  physi  j 
cian  and  his  patient,  to  replace  faith,  so  importanl 
in  the  healing  process  and  psychotherapy;  instead 
we  have  doubt  and  suspicion.  Today  “defensive’  I 
expensive  medical  care  is  encouraged,  for  the  phy 
sician  feels  he  must  protect  himself.  He  feel.1 
compelled,  therefore,  to  order  and  reorder  expen 
sive  tests  excessively,  and  have  consultations  fre 
quently,  again  to  protect  himself  more  than  to  can 
for  the  patient.  Defensive  medicine  represents  i | 
change  in  the  mode  of  practice,  to  forestall  th< 
possibility  of  lawsuits  by  patients  and  to  provide  *;!  1 
good  basis  for  legal  defense,  all  over  and  abov( 
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considerations  of  the  care  and  welfare  of  the  pa- 
tient. The  rationalization  that  all  this  does  no 
harm  is  hardly  a justification  for  the  added  cost  in- 
1 volved.  Defensive  medicine  also  can  do  harm: 
when  a physician  limits  his  therapy  or  procedure 
to  avoid  a death  or  a distressful  more  prolonged 
morbidity,  even  though  the  disease  process  calls 
for  a more  aggressive  approach,  that  “self-protec- 
tion” by  the  physician  can  preclude  a chance  for  a 
possible  cure;  the  physician  just  refuses  to  treat 
high-risk  patients! 

Recommendations 

We  require  a thorough  legislative  study  of  the 
subject,  and  legislative  action  now,  to  correct  this 
serious  abuse;  nothing  less  will  do.  There  must  he 
a radically  new  approach. 

An  initial  review  by  a panel  to  eliminate  “nui- 
sance-value litigation”  could  cut  down  drastically 
on  the  number  of  cases.  -Justice  would  be  served 
by  having  proper  representation  on  such  a panel. 
We  should  require  that  all  cases  with  some  justifi- 
able basis  for  suit  be  submitted  to  voluntary  and 
then  binding  or  compulsory  arbitration  if  the 
panel  so  directs.  The  judge  should  separate  the 
- issue  of  negligence  as  a distinct  consideration  in 
charging  the  jury.  All  technical  questions  should 
be  left  to  impartial  experts.  Medical  malpractice 
award  commissions  should  deal  with  such  ques- 
tions as  “causal  relation,”  and  such  award  commis- 
sions should  be  empowered  to  place  some  restric- 
tions on  the  measure  of  damage  and  amount  of  re- 
ward and  to  increase  amounts  and  create  trust 
t funds  for  an  injured  party  when  indicated  as  ap- 
propriate and  proper. 

The  recent  expansion  of  common  law  doctrines 
of  tort  liability  has  helped  create  the  present  crisis 
t of  malpractice  in  medicine.  These  include  the 
i limitless  expansion  of  the  doctrine  of  “res  ipsa  lo- 
. quitor”  which  effectively  shifts  the  burden  of 
proof  from  claimant  to  physician.  This  makes  de- 
; fense  more  difficult.  Required  proof  of  “informed 
consent”  and  the  impact  of  “locality  rule”  all  favor 
the  claimant,  and  sometimes  quite  unreasonably. 
Legislative  relief  is  essential  for  these  serious  ham- 
stringing dilemmas. 

Things  to  do  now  and  ultimately 

The  gravity  of  the  situation  confronting  all  med- 
ical care — not  just  the  physicians  alone — is  so 
great  as  to  justify  the  creation  of  a national  com- 
mission, much  like  the  royal  commissions  in  En- 
. gland,  to  make  an  unbiased  study  of  the  whole 
problem  and  come  up  with  fundamental  recom- 
. mendations.  The  public,  the  legal  and  medical 
professions,  hospitals,  jurors  associations,  the  in- 
surance industry,  and  the  National  Research 
Council  should  be  represented  on  such  a commis- 
sion, and  such  others  as  can  make  a contribution 
to  this  serious  problem.  This  commission  would 


make  final  long-term  administrative  and  legisla- 
tive recommendations. 

More  immediate  steps  can  and  must  be  taken. 
A priority  should  be  given  to  the  development  of 
prior  malpractice  mediation  screening  panels  such 
as  are  called  for  in  the  Lombardi  (S3599)  and 
-Jonas  Bills  (A502  8B).  This  can  be  attained  by 
active  support  of  such  measures,  but  also  can  be 
achieved  in  each  judicial  district  by  actions  of  the 
justices  of  the  State  Supreme  Court,  or  the  indi- 
vidual justices  by  administrative  fiat;  the  latter 
has  the  potential  of  immediacy  and  requires  no 
new  legislation.  It  can  be  achieved  here  and  now. 

Other  measures  include  provision  for  voluntary 
or  compulsory  arbitration  to  take  the  place  of  a 
jury  trial  for  settlement  of  malpractice  cases.  The 
fuller  use  of  unbiased  panels  of  experts  for  judg- 
ment and  evaluation  of  facts  and  issues  like  causal 
relation,  unavoidable  complications,  and  the  like, 
would  then  be  more  appropriate  than  can  obtain 
with  six  good  men  and  true  who  are  untrained,  de- 
void of  technical  knowledge,  and  completely  inex- 
perienced. 

'Phis  does  not  exhaust  the  list  of  possible  steps 
to  be  taken  now  in  this  emergency.  Other  bills 
being  supported  by  the  MSSNY  include  a mal- 
practice statute  of  limitations  for  foreign  bodies 
and  the  like  and  also  a bill  to  give  immunity  to 
physicians  rendering  emergency  treatment.  Our 
own  ad  hoc  committee  should  proceed  with  the  de- 
velopment of  satisfactory  compulsory  no-fault  leg- 
islation, noting  full  well  that  the  situation  with  the 
healthy  driver  is  quite  different  from  that  which 
prevails  with  the  patient  who  consults  his  physi- 
cian because  he  is  sick  in  the  first  place.  The  pros 
and  cons  of  a State  malpractice  program  like,  but 
superior  to,  compensation  medicine,  with  its  bu- 
reaucracy and  many  faults  and  inequities,  should 
be  explored.  Inadequate  payments  which  exclude 
interest  of  many,  if  not  most,  practitioners  in  the 
State  should  be  corrected.  This  does  not  include 
all  possibilities  to  help  the  malpractice  situation; 
all  should  be  explored;  the  dire  state  of  medicine 
because  of  the  present  scandalous  medicolegal  ju- 
jitsu malpractice  debacle  compels  us  to  explore 
every  possible  solution. 

We  should  create  the  machinery  so  that  all  can 
obtain  select  impartial  experts  of  established  va- 
lidity for  opinion  and  testimony.  Binding  arbitra- 
tion can  be  successful;  this  contention  is  based  on 
the  experience  with  mediation  panels  made  up  of  a 
physician,  a lawyer,  and  a judge  now  operative  in 
New  York  County.  As  many  as  half  of  the  pend- 
ing cases  of  litigation  have  been  removed  from  the 
long  trial  calendars  as  a result  of  the  efforts  of 
such  a panel.  We  must  strive  to  eliminate  the 
long  period  of  delay  that  now  prevails.  Justice  de- 
layed is  justice  denied.  It  may  be  too  much  for 
the  time  being  to  hope  that  we  can  now  repeat  the 
performance  of  England  where  malpractice  cases 
are  tried  by  a judge  only,  who  uses  experts  as  re- 
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quired.  There  is  then  none  of  the  emotional  input 
and  trial  skill  of  the  attorney  to  confuse  the  issues 
of  the  case. 

Summary 

Burgeoning  malpractice  has  initiated  a vicious 
cycle,  and  it  is  affecting  the  care  of  the  patient  ad- 
versely. Fear  of  the  prevailing  situation  as  to  mal- 
practice and  the  increasing  cost  of  protection  are 
driving  physicians  out  of  private  practice;  this  is 
the  reason  why  more  younger  men  in  medicine, 
particularly  recent  graduates,  are  attracted  to  full- 
time hospital  and  other  positions.  This  is  why 
men  are  retiring  earlier  and  why  more  physicians 
are  leaving  the  State.  All  of  this  aggravates  the 


shortage  in  all  fields  of  medicine,  particularly  the 
private  care  of  patients. 

The  overwhelming  tide  of  malpractice,  with  its 
many  secondary  serious  consequences,  is  engulfing 
us;  malpractice  is  paralyzing  and  destroying  medi- 
cine. Correcting  this  evil  is  not  just  a necessity  for 
the  physicians  but  is  essential  for  good  and  proper 
patient  care.  Fundamentally,  patient  care  is  what 
is  at  issue  here.  Let  us  bring  pressure  on  the  legis- 
lature to  correct  the  scandal  of  modern  medical 
malpractice;  it  is  today  a pernicious  parasite  on 
the  back  of  medicine — no  mere  canker  sore  but  a 
real  cancer! 

A.  A.  A.,  Editor  M.D.,  Editor 


To  contributing  authors  and  our  readers 


A careful  review  of  our  experience  during  the 
last  year  indicates  that  many  of  those  who  contrib- 
ute material  for  publication  do  not  follow  the 
suggestions  made  in  the  article  “Information  for 
Authors”  which  is  included  among  the  early  pages 
of  each  issue.  The  following  are  reemphasized: 

1.  All  copy,  including  references  and  case  reports, 
must  be  double-spaced. 

2.  Reference  lists  must  be  accurate.  Each  of  them  is 
checked,  and  the  absence  of  essential  facts  makes  it 
difficult  to  locate  the  article  and  delays  publication. 
The  details  required  on  the  reference  must  include 
the  year,  month  (and  day)  of  publication  (if  within 
two  years),  as  well  as  the  supplement  and/or  volume 
numbers.  The  names  of  authors  must  be  spelled  cor- 
rectly. When  these  and  other  essential  facts  are 
omitted,  our  staff  wastes  valuable  time  attempting  to 
confirm  the  reference  in  the  Index  Medicus  and  other 
sources. 


3.  Abstracts  must  accompany  every  scientific  article 
submitted  for  publication. 

4.  Galleys  must  be  returned  within  the  time  limit  in- 
dicated on  the  author’s  notification  slip. 

5.  All  questions  on  the  galley  must  be  answered. 

6.  Material  reproduced  and  included  in  the  manu- 
script must  be  accompanied  by  written  permission 
from  the  author  and  publication. 

Manuscripts  submitted  without  all  the  require- 
ments outlined  above  will  be  returned  to  the  au- 
thors. 

We  welcome  your  suggestions  and  would  appre- 
ciate your  comments,  criticisms,  and  advice.  It 
would  be  helpful  to  have  your  views  regarding  the 
type  of  articles  that  should  be  included  in  the 
Journal. 

THE  EDITORS 


782  New  York  State  Journal  of  Medicine/May  1974 


HELPS  PROVIDE 
EARLY  CONTROL 
OF  DEPRESSIVE 


A 

M \nxiety  is  an  invidious  symptom.  It  feeds  upon 
sickness,  gnaws,  grows  and  invades  every  cranny 
of  psychic  pathology  adding  intensity  to 
torment.  Anxiety  as  a symptom  secondary  to 
depression  may  he  so  dominant  that  it  obscures 
the  primary  diagnosis.  It  may  suggest  treatment 

with  tranquilizers  which  often  help.  But  as  the 
vampire  of  legend  had  to  have  a laurel  stake 
driven  through  its  heart  to  truly  die,  so  anxiety 
secondary  to  depression  will  not  cease  to  nibble  and 
bite  until  an  antidepressant  eradicates  the 
primary  illness — and  symptomatic  anxiety  starves. 


IN  BRIEF: 

Indications:  Norpramin"  (desipramine 

hydrochloride)  is  indicated  for  the  relief 
of  depressive  symptoms.  Endogenous 
depressions  are  more  likely  to  be  alle- 
viated than  others 

Contraindications:  Desipramine  hydro- 
chloride should  not  be  given  within  two 
weeks  of  treatment  with  a monoamine 
oxidase  inhibitor.  Contraindications  in- 
clude the  acute  recovery  period  follow- 
ing myocardial  infarction  and  hypersen- 
sitivity to  the  drug  Cross  sensitivity 
with  other  dibenzazepines  is  a possi- 
bility. 

Warnings:  1 Extreme  caution  should  be 
used  in  patients:  (a)  with  cardiovascular 
disease,  (b)  with  a history  of  urinary  re- 
tention or  glaucoma,  (c)  with  thyroid 
disease  or  those  on  thyroid  medication, 
(d)  with  a history  of  seizure  disorder  2 
This  drug  is  capable  of  blocking  the 
antihypertensive  effect  of  guanethidine 
and  similarly  acting  compounds.  3 Use 
in  Pregnancy:  Safe  use  during  pregnan- 
cy and  lactation  has  not  been  estab- 
lished. 4 Use  in  Children:  Norpramin" 
(desipramine  hydrochloride)  is  not  rec- 
ommended for  use  in  children.  5.  This 
drug  may  impair  the  mental  and/or  phy- 
sical abilities  reguired  for  the  perform- 
ance of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery 
Therefore,  the  patient  should  be  cau- 
tioned accordingly 

Precautions:  This  drug  should  be  dis- 
pensed in  the  least  possible  guantities 
to  depressed  outpatients,  since  suicide 
has  been  accomplished  with  drugs  of 
this  class  If  possible,  dispense  in  child- 
resistant  containers.  It  should  be  kept 
out  of  reach  of  children  Reduce  dos- 
age, or  alter  treatment,  if  serious  ad- 
verse effects  occur.  Norpramin" 
(desipramine  hydrochloride)  therapy  in 
patients  with  manic-depressive  illness 
may  induce  a hypomanic  state  after  the 
depressive  phase  terminates  and  may 
cause  exacerbation  of  phychosis  in 
schizophrenic  patients  Use  cautiously 
with  anticholinergic  or  sympathomimetic 
drugs  Response  to  alcoholic  beverages 
may  be  exaggerated.  In  the  concurrent 
administration  of  ECT  and  antidepres- 
sant drugs  one  should  consider  the 
possibility  of  increased  risk  relative  to 
benefits.  Discontinue  as  soon  as  pos- 
sible prior  to  elective  surgery  because 
of  possible  cardiovascular  effects.  Hy- 
pertensive episodes  have  been  observed 
during  surgery  in  patients  on  desipra- 
mine hydrochloride.  Leukocyte  and  dif- 
ferential counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  neutropenia 
Adverse  Reactions:  Cardiovascular  hy- 
potension, hypertension,  tachycardia, 
palpitation,  arrhythmias,  heart  block, 
myocardial  infarction,  stroke  Psychi- 
atric confusional  states  (especially  in 
the  elderly),  hallucinations,  disorienta- 
tion, delusions;  anxiety,  agitation;  in- 
somnia and  nightmares;  hypomama;  ex- 
acerbation of  phychosis.  Neurological 
paresthesias  of  extremities;  incoordina- 
tion, ataxia,  tremors,  peripheral  neuro- 
pathy; extrapyramidal  symptoms;  sei- 
zures; alteration  in  EEG  patterns;  tinni- 
tus. Anticholinergic  dry  mouth,  and 
rarely  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommo- 
dation, mydriasis;  constipation,  paraly- 
tic ileus;  urinary  retention,  delayed  mic- 
turition, hypotonic  bladder.  Allergic 
skin  rash,  petechiae,  urticaria,  itching, 
photosensitization,  edema  (of  face  and 
tongue  or  general),  drug  fever.  Hema- 
tologic: agranulocytosis,  eosinophilia, 
purpura,  thrombocytopenia.  Gastrointes- 
tinal anorexia,  nausea  and  vomiting, 
epigastric  distress,  peculiar  taste,  ab- 
dominal cramps,  diarrhea,  stomatitis, 
black  tongue.  Endocrine  gynecomastia; 
breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libi- 
do, impotence,  testicular  swelling;  ele- 
vation or  depression  of  blood  sugar 
levels.  Other  Jaundice  (simulating  ob- 
structive), altered  liver  function;  weight 
gain  or  loss;  perspiration,  flushing;  uri- 
nary frequency,  nocturia;  parotid  swell- 
ing; drowsiness,  dizziness,  weakness 
and  fatigue,  headache;  alopecia  With- 
drawal Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  after  pro- 
longed therapy  may  produce  nausea 
headache  and  malaise 
Dosage  and  Administration:  The  usua ; 
adult  dose  50  mg.  three  times  daily;  in- 
crease if  necessary  after  7 to  10  days  to 
maximum  of  200  mg.  daily.  Dosages 
above  200  mg.  per  day  are  not  recom- 
mended. Maintenance  At  a lower  dose 
adequate  to  maintain  remission.  Adoles- 
cent and  geriatric  patient  dose:  25  to  50 
mg.  daily  if  necessary 
Overdosage:  There  is  no  specific  anti- 
dote for  desipramine,  nor  are  there 
specific  phenomena  of  diagnostic  value 
characterizing  poisoning  by  the  drug. 
The  principles  of  management  of  coma 
and  shock  by  means  of  the  mechanical 
respirator,  cardiac  pacemaker,  monitor- 
ing of  central  venous  pressure  and  regu- 
lation of  fluid-  and  acid-base  balance 
are  well  known  in  most  medical  centers 
If  heart  failure  is  imminent,  digitalize 
promptly. 
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CMV  (cytomegalovirus)  is  a herpes  group  virus, 
and  its  biologic,  physical,  and  chemical  character- 
istics resemble  those  of  the  other  members  of  this 
group.1  Like  the  others,  it  appears  to  remain  la- 
tent in  target  organs  for  years,  and  it  becomes  acti- 
vated through  mechanisms  that  are  not  fully  un- 
derstood. However,  CMV  has  a broader  range  of 
targets  in  the  host  body.  In  contrast  to  herpes 
simplex  and  varicella-zoster  viruses,  which  in  ac- 
quired postnatal  infections  are  mainly  dermatro- 
phic  and  occasionally  neurotrophic,  and  to  Ep- 
stein-Barr  virus,  which  primarily  affects  the  lym- 
phatic system,  CMV  attacks  peripheral  leuko- 
cytes, lymphoid  and  glandular  tissues,  and  visceral 
parenchymatous  organs. 

Chemotherapy  with  agents  which  are  known  to 
have  immunosuppressive  properties  and  which  are 
administered  in  patients  with  leukemia,  Hodgkin’s 
disease,  malignant  tumors,  chronic  inflammatory 


In  this  study  of  CMV  (cytomegalovirus)  in  man, 
serologic  evidence  was  obtained  that  over  90  per 
cent  of  the  population  acquire  a CMV  infection 
during  their  lifespan.  Primary  infection,  however, 
may  occur  relatively  late  in  life;  only  one  third  of 
healthy  individuals  had  evidence  of  a past  CMV 
infection  at  age  twenty-five.  In  patients  the  inci- 
dence of  current  or  recent  CMV  infection  was  30 
per  cent  after  surgery  or  hemodialysis,  24  per  cent 
in  secondary  immunodeficiency,  18  per  cent  in 
hepatitis,  8.7  per  cent  in  lymphadenopathy  and/or 
splenomegaly,  and  2 per  cent  in  respiratory  infec- 
tions. CMV  was  shed  for  up  to  three  years  by  pa- 
tients with  natural  or  drug-mediated  immunosup- 
pression, for  example,  in  cases  of  congenital  CMV 
infection  or  leukemia  and  after  transplants.  Such 
patients  represent  a risk  to  susceptible  contacts. 
Virus  diagnostic  tests  should  be  used  in  suspected 
cases  to  guide  the  physician  in  his  medical-man- 
agement decisions. 


disease,  and  organ  transplants  is  suspected  to  play 
a role  in  activation  of  latent  CMV.2-5  Hormonal 
changes  in  pregnancy  and  stress  of  medical  proce- 
dures, for  example,  surgery  and  hemodialysis,  have 
also  been  incriminated.6-8  However,  since  these 
two  procedures  are  associated  with  blood  transfu- 
sions, transmission  of  CMV  may  result  from  trans- 
fused blood.8,9 

Activation  of  latent  cytomegalovirus  may  pro- 
duce medical  consequences  similar  to  those  pro- 
duced by  exogenous  primary  CMV  infection. 
These  sequelae  may  include  upper  and  lower  re- 
spiratory tract  infections,10-12  hepatitis,13  and 
atypical  heterophil-negative  mononucleosis.14-17 
Laboratory  findings  implicating  CMV  have  occa- 
sionally been  observed  in  patients  with  a wide  va- 
riety of  other  manifestations,  including  rash,  gas- 
troenteritis, polyneuritis,  pericarditis,  otitis  media, 
and  fever  of  unknown  origin.  The  causal  relation- 
ship between  CMV  infections  and  these  disorders 
remains  in  doubt  since  adequate  control  studies  of 
healthy  individuals  are  lacking.  During  pregnan- 
cy CMV  can  invade  the  fetus  and  cause  jaundice, 
petechiae,  hepatomegaly,  splenomegaly,  microce- 
phaly, chorioretinitis,  and  mental  and/or  motor  re- 
tardation.18 

During  the  last  decade,  techniques  for  isolation 
and  identification  of  CMV  and  assays  for  CMV 
antibody  have  been  sufficiently  improved  to  make 
their  inclusion  in  a diagnostic  service  feasible. 
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The  following  report  discusses  the  experience  of 
the  laboratories  for  virology  of  the  State  of  New 
York  Department  of  Health  from  January,  1970, 
to  June,  1973. 

Laboratory  procedures 

Virus.  Antigens  for  CF  (complement  fixation), 
indirect  hemagglutination  (IHA),  and  indirect  im- 
munofluorescent  antibody  (IFA)  tests  were  pre- 
pared with  strain  AD-169  of  cytomegalovirus. 
Commercially  available  CF  antigens  prepared  with 
the  same  strain  were  used  in  some  experiments. 

Test  sera  and  isolation  specimens.  The  sera 
and  specimens  were  from  patients  and  healthy  in- 
dividuals residing  in  New  York  State  exclusive  of 
New  York  City.  Isolation  specimens  were  sent  in 
crushed  ice  or  frozen  on  dry  ice. 

Control  sera.  Pools  of  human  sera  with  or 
without  CMV  antibody  were  the  positive  and  neg- 
ative controls  in  the  assays  for  CMV  antibody. 
They  also  served  as  reference  sera  for  virus  identi- 
fication. Sera  selected  for  these  pools  had  no  CF 
reactivity  for  herpes  simplex  and  varicella-zoster 
virus  antigens  at  the  dilutions  used  in  the  test. 

Tissue  culture.  A strain  of  diploid  HEL 
(human  embryonic  lung)  cells  established  by  Law- 
rence Sturman,  M.D.,  of  our  laboratories  was 
grown  and  maintained  in  Eagle’s  minimum  essen- 
tial medium  with  fetal  bovine  serum  (10  per  cent 
for  growth,  3 to  5 per  cent  for  maintenance).  All 
media  contained  penicillin  (100  units  per  millili- 
ter) and  streptomycin  (100  micrograms  per  millili- 
ter). 

Antigen  preparation.  Human  embryonic  lung 
cells  were  grown  in  disposable  half-gallon  roller 
bottles  for  inoculation  with  0.1  to  0.2  TCID50  (tis- 
sue culture  infective  dose)  per  cell  of  the  AD- 169 
strain.  Antigens  from  patients’  isolates  were  pre- 
pared in  HEL  cell  cultures  in  screw-capped  125  by 
15-mm.  tubes  and  kept  in  a roller  drum. 

To  produce  CF  antigen,  cells  were  harvested 
when  approximately  50  to  90  per  cent  showed  cy- 
topathic  effects  (CPE)  after  inoculation  with  the 
virus.  Cells  and  supernatant  medium  were  centri- 
fuged at  1,500  g for  ten  minutes.  Two  thirds  of 
the  supernatant  was  discarded.  The  sediment  was 
resuspended  in  the  remaining  fluid  and  frozen  and 
thawed  three  times,  followed  by  centrifugation  at 
1,500  g for  ten  minutes.  The  sediment  was  then 
discarded,  and  the  supernatant  was  used  as  anti- 
gen. Control  CF  antigen  was  prepared  in  the 
same  manner  from  cells  of  uninoculated  HEL  cul- 
tures. 

To  prepare  indirect  hemagglutination  antigen, 
the  supernatant  medium  was  removed  when  90  per 
cent  of  the  cells  showed  cytopathic  effects  after 
virus  inoculation.  The  cell  monolayer  was  rinsed 
with  30  ml.  of  phosphate-buffered  saline  (PBS), 
pH  7.2.  The  fluid  was  drained  and  another  10  ml. 
of  phosphate-buffered  saline  added  to  each  bottle. 
The  bottles  were  then  swirled  in  a dry  ice-alcohol 


bath  so  that  the  cell  sheets  were  covered  with  a 
frozen  layer  of  phosphate-buffered  saline.  The 
bottles  were  stored  at  — 90°c.  overnight.  After 
thawing,  the  fluid  was  removed  and  clarified  by 
centrifugation  at  34,800  g for  three  hours  at  4°C. 
The  supernatant  fluid  was  then  dispensed  and 
stored  at  — 90°C.  in  an  electric  freezer  or  in  the 
vapor  phase  of  a liquid  nitrogen  refrigerator. 

To  prepare  immunofluorescent  antibody  anti- 
gen, HEL  cell  cultures  were  harvested  when  ap- 
proximately 50  per  cent  of  the  cell  sheet  showed 
cytopathic  effects  after  virus  inoculation.  Cells  of 
infected  and  uninfected  control  cultures  were  re- 
moved by  treatment  with  0.25  per  cent  trypsin  at 
35°C.  The  trypsinization  was  stopped  after  ten 
minutes  by  addition  of  cold  growth  medium,  and 
the  cells  were  washed  three  times  in  phosphate- 
buffered  saline,  pH  7.6.  The  pellet  of  the  final 
wash  was  resuspended  in  phosphate-buffered  sa- 
line, spread  on  slides,  dried  in  air,  and  fixed  in  cold 
acetone  for  ten  minutes.  The  slides  were  then 
dried  and  stored  at  — 70°C. 

Serologic  procedures.  Sera  for  antibody  as- 
says were  diluted  serially  in  twofold  steps.  Serum 
titers  are  expressed  as  the  reciprocals  of  the  high- 
est serum  dilutions  reacting  in  the  test. 

The  CF  test  for  antibody  assay  and  identifica- 
tion of  virus  was  performed  as  described  by  Kent 
and  Fife19  except  that  four  50  per  cent  hemolysis 
units  of  complement  and  microtiter  U plates  were 
used.20  For  identification  the  unknown  virus  an- 
tigen, the  control  antigen,  and  the  prototype  CMV 
antigen  were  tested  undiluted  and  in  serial  twofold 
dilutions  (1:2  to  1:16)  against  serial  twofold  dilu- 
tions of  the  reference  CMV  serum  pool  (1:4  to  1: 
512)  and  against  the  negative  serum  pool.  Con- 
trols for  anticomplementary  activity  of  all  sera  and 
antigens  were  included.  An  antigen  was  identified 
as  CMV  when  reactions  were  observed  only  be- 
tween the  virus  antigens  and  the  positive  reference 
serum  pool. 

The  indirect  hemagglutination  test,  introduced 
late  in  1972,  was  used  to  determine  the  immune 
status  in  healthy  individuals.  Sera  from  a few  pa- 
tients were  also  tested  by  indirect  hemagglutina- 
tion. The  procedure  described  by  Bernstein  and 
Stewart21  was  followed  except  that  microtiter  V 
plates  were  used.  For  the  test,  sheep  red  blood 
cells  were  aged  for  three  to  six  weeks,  treated  with 
0.005  per  cent  tannic  acid,  and  sensitized  with 
CMV  antigen.21 

For  the  indirect  immunofluorescent  antibody 
test,  the  Ig  (immunoglobulin)  G fraction  of  rabbit 
antihuman  gamma  globulin  was  conjugated  with 
fluorescein  isothiocyanate  following  Goldman’s22 
adaptation  of  the  procedure  described  by  Clark 
and  Shepard.22  Sera  and  conjugates  were  not  ab- 
sorbed since  no  difficulty  was  encountered  with 
nonspecific  staining.  Sera  were  diluted  with  0.8 
per  cent  beef-brain-heart  infusion  broth  in  phos- 
phate-buffered saline,  pH  7.6,  and  the  conjugated 
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TABLE  I.  Incidence  of  cytomegalovirus  IHA  antibody  in 
residents  of  New  York  State 


Age  Group 
(Y  ears) 

Total 

Studied 

Patients  With 
-—CMV  Antibody— 
Number  Per  Cent 

0 to  0 5* 

21 

6 

29 

0 . 6 to  2* 

13 

1 

13 

3 to  5* 

38 

2 

5 

6 to  11* 

38 

6 

16 

12  to  18f 

457 

126 

28 

19  to  25 1 

2,476 

818 

33 

26  to  35t 

1,600 

682 

43 

36  to  50 1 

188 

125 

66 

>50* 

38 

35 

92 

* Patients  with  diaffnosis  other  than  suspected  CM  V. 

t Healthy  individuals  whose  bloods  were  submitted  for  immune  status 
tests. 


sera  with  distilled  water  containing  1 mg.  of  rhoda- 
mine  B per  milliliter.  The  cell  films  were  treated 
with  diluted  serum  and  subsequently  with  labeled 
globulin,  and  the  slides  were  incubated  for  twenty 
minutes  at  room  temperature  in  a moist  chamber. 
Washing  after  each  treatment  consisted  of  a quick 
rinse  in  saline,  pH  7.6,  followed  by  two  five-minute 
washes  each  time  with  fresh  saline.  The  films 
were  finally  rinsed  in  distilled  water  and  mounted 
in  90  per  cent  glycerol  in  saline. 

Virus  isolation.  Fluid  specimens  (urine, 
throat  swab  extracts,  and  cerebrospinal  fluid)  were 
treated  with  1,000  units  of  penicillin  and  1,000  mi- 
crograms of  streptomycin  per  milliliter.  Eight 
tubes  of  HEL  cells,  each  tube  containing  1 ml.  of 
maintenance  medium,  were  each  inoculated  with 
0.2  ml.  of  the  specimen.  If  necessary,  the  pH  of 
the  medium  was  readjusted  to  7.4  with  a 1.4  per 
cent  sodium  bicarbonate  after  inoculation.  Solid 
specimens  (autopsy  and  biopsy  tissues)  were  pre- 
pared as  10  per  cent  suspensions  in  Hanks’  buff- 
ered saline  solution  with  0.5  per  cent  gelatin.  The 
suspension  was  cultured  in  the  same  manner  as 
fluid  specimens. 

Inoculated  tubes  were  incubated  at  35°C.  in  a 
roller  drum  and  were  examined  for  cytopathic  ef- 
fects twice  a week.  Maintenance  medium  was  re- 
placed on  the  same  schedule.  Initial  cytopathic 
effects  often  appeared  as  early  as  the  seventh  day, 
but  the  progress  thereafter  was  slow.  An  incuba- 
tion of  several  weeks  and  sometimes  of  two  months 
was  necessary  before  half  of  the  cell  sheet  showed 
cytopathic  effects,  at  which  time  the  infected  cells 
were  harvested  for  identification  by  complement 
fixation  and  indirect  immunofluorescent  antibody 
tests.  Tubes  were  discarded  as  negative  after 
twenty-eight  days  if  they  showed  no  evidence  of 
cytopathic  effects. 

Incidence 

The  incidence  of  CMV  infection  in  New  York 
State  was  estimated  primarily  by  determination  of 
CMV-indirect  hemagglutination  antibody  in  4,721 
healthy  individuals,  twelve  to  fifty  years  of  age. 


TABLE  II.  Comparison  of  IHA  and  CF  levels  to  CMV  in  sera 
of  523  healthy  females,  nineteen  to  thirty  years  of  age 


IHA 

Titers 

Per  cent 
Sera 

Reacting 
in  CF 

<4 

4 

8 

16  32 

64  Tests 

2?  1,024 

1 

1 

20 

10  ... 

97 

512 

6 

2 

16 

4 

1 74 

256 

13 

6 

20 

1 

68 

128 

19 

6 

9 

3 ... 

49 

64 

9 

3 

3 

2 ... 

50 

32 

9 

2 

1 

33 

16 

8 

8 

1 

1 ... 

<8 

346 

Sera  were  rarely  submitted  for  CMV  determina- 
tion from  healthy  persons  under  twelve  and  over 
fifty  years.  For  those  age  groups,  sera  from  148 
patients  with  other  diagnoses  but  without  clinical 
evidence  of  current  or  recent  CMV  infection  were 
utilized  (Table  I). 

Twenty-nine  per  cent  of  the  infants  up  to  six 
months  had  antibody.  This  may  be  of  maternal 
origin  because  a similar  antibody  incidence  was 
noted  in  females  of  childbearing  age.  Preschool 
children,  seven  months  to  five  years  of  age,  rarely 
had  CMV  antibody.  The  incidence  thereafter  in- 
creased with  age  to  92  per  cent  in  the  group  over 
fifty  years  old.  These  figures  are  higher  than  the 
ones  obtained  in  a previous  study  with  the  CF 
technique.24 

The  rising  incidence  of  CMV  antibody  with  age 
suggests  that  nearly  all  residents  of  New  York 
State  acquire  the  infection  sometime  during  their 
lifespan.  Primary  infection  does  not  appear  to  be 
associated  with  a particular  age  group,  although 
infection  in  preschool  children  is  apparently  rare. 
Indirect  hemagglutination  antibody  is  either  per- 
sistent or  boosted  by  repeated  infections  or  endog- 
enous activation  of  latent  CMV  virus. 


Comparison  of  CF,  indirect  hemagglutination, 
and  indirect  immunofluorescent  antibody  tests 

Both  the  CF  and  indirect  hemagglutination  as- 
says were  performed  on  sera  of  523  healthy  fe- 
males (Table  II).  With  few  exceptions  indirect 
hemagglutination  titers  were  at  least  sixteenfold 
higher  than  CF  titers.  In  only  1 woman  was  the 
level  of  CF  antibody  higher  than  16.  All  sera  that 
reacted  in  CF  tests  also  did  so  in  indirect  hemag- 
glutination tests,  although  the  converse  was  not 
true.  Complement-fixing  antibody  was  found  in 
20  per  cent  and  indirect  hemagglutination  anti- 
body in  34  per  cent  of  the  healthy  women. 

Some  patients  with  diagnostic  titer  rises  of 
CMV  antibody  in  CF  tests  and  some  with  virus 
isolation  without  significant  antibody  were  also 
tested  by  indirect  hemagglutination.  In  a few  pa- 
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TABLE  III.  Virus  diagnostic  findings  in  10  patients  with  CMV  infection 


Time  After  Collection  of  First  Specimen 


Case 

Clinical 

Information 

VIethod 

Day 

1 

Week 
2 to  4 

2 

3 

4 

M 

5 

Dnth 

6 

7 to  9 

10  to  12 

, Year- 

2 

3 

i 

Congenital  CMV  in- 

CF 

32 

8 

<4 

<4 

NB 

fection;  apparently 
normal;  bom  day  2 

I 

+ 

+ 

2 

Mother  of  Case  1;  glo- 

CF 

8 

8 

16,  8 

16 

merulonephritis; 

I 

+ + 

+ 

steroid  therapy 

D 

3 

Congenital  CMV  infec- 

CF 

64 

64 

32 

+ 

NB 

tion;  apparently 

normal 

I 

— 

_L 

+ 

+ 

+ 

+ 

4 

Congenital  or  perinatal 

CF 

<4 

8 

NB 

CMV  infection;  men- 

I 

+ 

tal  retardation  noted 
in  second  year 

5 

Leukemia;  total  body 

CF 

256 

>512 

512 

64 

8 

128 

64 

radiation  week  4; 
bone  marrow  trans- 
plant; expired  month 
6 

I 

+ 

+ 

- 

+ 

J- 

+ 

6 

Renal  transplant;  doing 

CF 

8 

8,  32 

<4 

16 

32,  64 

well 

IHA 

1,024 

2,048 

2,048,  2,048 

I 

+ + 

- 

+ 

+ + 

7 

Renal  failure,  hemodi- 

CF 

8 

<4 

<4 

<4 

alysis 

IHA 

64 

64 

I 

+ 

+ 

8 

Renal  transplant; 

CF 

32 

16 

64,64 

16 

32,  16 

doing  well 

IHA 

I 

CF 

4,096 

68,192 

68,192 

68,192,  68,192 

9 

Renal  transplant 

32 

32 

32 

16  32 

32 

64  16 

512,  64 

IHA 

2,048 

2,048, 2,048 

2,048 

2,048 

68,192 

I 

+ 

+ 

-(HS) 

-(Ad) 

-(Ad) 

— (Ad' 

-1- 

10 

Renal  transplant;  no 

CF 

<4 

<4 

8,  4 

8 

16 

complication  from 

IHA 

16 

128 

128,  64 

64 

256 

CMV  infection 

I 

~ 

+ - (HS) 

-(HS) 

NB  = newborn;  CF  = complement-fixing  antibody  titers;  I = isolation  of  CMV  (positive  or  negative);  D = delivery;  IHA  = indirect  hemag- 
glutinating  antibody  titers;  (HS):  herpes  simplex  virus  isolated;  (Ad);  adenovirus  isolated. 


tients  indirect  hemagglutination  antibody  ap- 
peared sooner  than  CF  antibody.  High  levels  of  in- 
direct hemagglutination  antibody  were  observed  in 
several  patients  who  showed  a fourfold  or  greater 
antibody  rise  or  decline  by  CF. 

In  a study  of  30  sera  the  indirect  hemagglutina- 
tion test  was  also  compared  with  the  indirect  im- 
munofluorescent  antibody  procedure.  Indirect 
hemagglutination  antibody  titers  were  usually 
two-  to  sixteenfold  higher  than  indirect  immu- 
nofluorescent  antibody  titers.  The  incidence  of 
indirect  hemagglutination  and  of  indirect  immu- 
nofluorescent  antibody  findings  was,  however, 
similar.  Eight  sera  reacted  in  both  tests,  although 
with  different  titers.  Two  sera  with  indirect  hem- 
agglutination antibody  were  negative  in  indirect 
immunofluorescent  antibody  tests,  and  three  sera 
reacting  in  indirect  immunofluorescent  tests  had 
no  detectable  indirect  hemagglutination  antibody. 
The  remaining  17  sera  showed  no  detectable  anti- 
body by  either  technique. 

A comparison  of  the  three  procedures  shows  a 
superior  sensitivity  for  the  indirect  hemagglutina- 
tion test.  However,  observations  on  patients  indi- 
cate that  the  CP1  technique  may  be  better  able  to 
detect  changes  when  specimens  from  the  early 
phase  of  infection  are  not  available  (Table  III). 
Constant  indirect  hemagglutination  antibody  lev- 
els in  sera  with  fourfold  or  greater  titer  changes  of 
CF  antibody  suggest  that  these  assays  measure 


different  antibodies.  This  assumption  is  also  sup- 
ported by  the  observation  that  indirect  hemagglu- 
tination antibody  may  vary  greatly  in  sera  with 
identical  CF  antibody  titers  (Table  II).  The  occa- 
sional finding  of  indirect  hemagglutination  anti- 
body in  sera  without  indirect  immunofluorescent 
antibody,  and  vice  versa,  emphasizes  the  need  to 
apply  both  techniques  for  definitive  determination 
of  serologic  evidence  of  past  CMV  infection. 
However,  for  screening  programs  the  indirect  hem- 
agglutination test  alone  is  the  method  of  choice 
because  of  its  sensitivity  and  economy. 

Diagnostic  categories 

From  January,  1970,  to  June,  1973,  specimens 
from  1,171  patients  were  submitted  for  diagnostic 
tests  to  establish  a cytomegalovirus  etiology  for  a 
clinical  illness  or  syndrome.  The  major  categories 
are  listed  in  Table  IV.  Each  case  was  included  in 
the  category  most  likely  to  have  been  the  clinical 
situation  when  the  CMV  infection  became  mani- 
fest. Infants  and  children  with  suspected  congen- 
ital infection  were  the  largest  group  studied. 

The  immune  deficiency  category  was  subdivided 
into  primary  and  secondary  forms.  The  primary 
deficiency  group  included  patients  with  suspected 
genetic  defects  in  cellular  and/or  humoral  immuni- 
ty. One  fatal  case  of  Wiskott-Aldrich  syndrome 
was  followed.  In  the  secondary  deficiency  group 
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TABLE  IV.  Summary  of  laboratory  diagnostic  findings  for  CMV  in  1,171  patients 


Number  of  Individuals  Studied » Per  Cent 

CF 

I sola-  Diag- 

tion  CMV  Isolated — * , CMV  CF  Antibody  Titer s noetic 


Primary  Diagnostic 
Category 

Total 

At- 

tempted 

Number 

Per 

Cent 

Se- 

rology 

4 to 
16 

32 

£64 

£=4x 

rise 

£4x 

decline 

Find- 

ings 

Suspected  congenital 
infection 

364 

78 

10 

13 

311 

42 

3 

2 

i 

0 

2 

I mmunodeficiency 
Primary 

50 

22 

1 

4.5 

44 

20 

1 

0 

0 

0 

2 

Secondary 

77 

62 

11 

17.7 

37 

12 

2 

4 

1 

2 

24 

Postoperative 

201 

147 

29 

19.7 

108 

25 

9 

8 

15 

1 

30 

Lymphadenopathy 
and  or  splenomegaly 

94 

6 

i 

92 

29 

2 

1 

3 

2 

8.7 

Respiratory  infection 

59 

49 

1 

2 

51 

13 

0 

0 

1 

0 

2 

Hepatitis 

34 

7 

0 

28 

7 

1 

2 

1 

1 

18 

Fever  unknown  origin 

56 

5 

0 

52 

14 

1 

1 

0 

1 

6 

Other 

140 

24 

i 

4 

123 

44 

0 

1 

0 

0 

0.8 

No  history  supplied 

18 

5 

0 

13 

6 

0 

0 

2 

0 

Healthy 

78 

8 

0 

71 

22 

2 

1 

0 

0 

4.3 

- 

- - ■ 

— 

— 

■ 

— 

— 

— 

— 

— 

— 

Totals 

1,171 

373* 

54 

14.5 

930* 

234 

21 

20 

24  t 

7 

7.8 

* 132  of  these  were  studied  by  both  isolation  and  serology. 

t Includes  5 patients  with  antibody  rises  by  IHA  only  (3  postoperative,  1 respiratory  infection,  and  1 no  history). 


were  patients  with  malignant  conditions  who  may 
have  had  lowered  immunity  or  who  may  have  re- 
ceived immunosuppressive  therapy  with  steroid 
hormones,  cytotoxic  agents,  or  radiation. 

Included  in  the  postoperative  group  were  kid- 
ney-transplant patients,  those  having  cardiac  sur- 
gery, and  others  with  surgical  procedures  requiring 
blood  transfusions.  Specimens  were  frequently 
submitted  as  a routine  follow-up  procedure  in  the 
absence  of  clinical  signs  of  a CMV  infection.  Of 
the  51  renal-transplant  patients  in  this  category, 
20  had  had  chronic  renal  failure  treated  with  regu- 
lar hemodialysis,  and  several  had  had  immunosup- 
pressive drugs  for  preexisting  renal  disease.  All 
received  postoperative  immunodepressive  therapy. 
Post-transfusion  mononucleosis  was  included  in 
this  category.  The  patients  ranged  in  age  from 
ten  to  fifty-five  years,  but  the  majority  were  in 
their  third  and  fourth  decades. 

Patients  with  enlarged  lymph  nodes  with  or 
without  enlarged  spleens  made  up  the  next  group, 
as  well  as  some  patients  with  heterophil-negative 
mononucleosis  syndromes  without  prior  blood 
transfusions;  ages  ranged  from  sixteen  to  sixty-five 
years.  The  respiratory  group  consisted  mainly  of 
patients  over  fifty  years  of  age  clinically  present- 
ing pulmonary  symptoms  and  radiologic  pulmo- 
nary infiltrations  and  with  no  other  obvious 
underlying  disease;  influenza  was  often  the  sus- 
pected illness.  The  group  with  fevers  of  unknown 
origin  covered  a wide  range  of  ages. 

The  category  classified  “other”  included  such 
diverse  clinical  diagnoses  as  hypertension,  viral 
meningitis,  meningoencephalitis,  pericarditis,  ker- 
atitis, retinitis,  uveitis,  thalassemia,  sickle-cell 
anemia,  cystitis,  stomatitis,  skin  rashes,  myalgia, 
crib  deaths,  stillbirths,  Reye’s  syndrome,  and  diar- 
rhea. 

Isolation 

The  isolation  ratio  was  14.5  per  cent  in  all  pa- 
tients studied.  There  was  little  difference  in  inci- 


TABLE  V.  Results  of  isolation  attempts  for 
cytomegalovirus  on  506  specimens 


Type  of 
Specimen 

Total 

Number 

Tested 

— CMV  Isolation — . 

Incidence 
Number  Per  Cent 

Urine 

326 

63 

19.4 

Throat  swab 

58 

2 

3.5 

Lung* 

20 

9 

45 

Blood 

15 

3t 

20 

Kidney 

13 

7** 

54 

Sputum 

8 

i 

Liver* 

7 

3 

Saliva 

5 

2 

Spleen* 

3 

1 

Salivary  gland* 

1 

1 

Urethral  swab 

1 

1 

Othertf 

49 

0 

Total 

506 

93 

* Postmortem. 

t 2 heparinized,  1 clotted. 

**  4 postmortem,  3 removed  kidney  transplants. 

ft  No  CMV  was  isolated  from  brain  (7),  CSF  (7),  bronchial  aspirate 
• 6),  lymph  node  * (5),  eye  swab  (5),  rectal  swab  (3),  lung  biopsy  (3), 
liver  biopsy  (2),  bone  marrow  (2),  or  bladder,  cervical  swab,  gut,  lens, 
mediastinal  mass,  placenta,  pleural  fluid,  skin,  or  thigh  abscess  (1  each). 

dence  of  virus  isolation  among  the  three  major 
categories:  suspected  congenital  infection,  secon- 
dary immune  deficiency,  and  postoperative. 

Cytomegalovirus  was  isolated  from  a wide  vari- 
ety of  specimens  (Table  V).  Urine  and  postmor- 
tem tissue  samples  gave  the  highest  isolation  ra- 
tios. These  results  indicate  that  during  life  urine 
is  a satisfactory  specimen  to  examine  for  the  diag- 
nosis of  CMV  infection.  For  confirmation  of  viral 
etiology  in  fatal  cases,  CMV  can  readily  be  isolated 
from  various  postmortem  tissues. 

CMV  is  known  to  persist  for  extended  periods  of 
time.  Thirty  patients  with  laboratory  diagnostic 
findings  were  followed  from  three  months  to  three 
years.  Thirteen  patients  excreted  virus  for  ten  to 
twelve  months  (7  renal  transplants,  3 renal  fail- 
ures, 1 suspected  congenital  CMV  infection,  1 leu- 
kemia, and  1 immune  deficiency).  Five  additional 
patients  shed  virus  for  one  to  three  years  (2  renal 
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transplants,  2 suspected  congenital  CMV  infec- 
tions, and  1 glomerulonephritis  with  steroid  thera- 
py). In  one  congenital  infection  virus  excretion  in 
the  urine  was  on  the  order  of  103  TCID50  per  mil- 
liliter. In  all  of  these  patients  the  natural  course 
of  the  disease  and  the  treatments  given  would 
cause  suppression  of  the  immune  system. 

Complement-fixing  titers  and  isolations. 
Complement-fixing  antibody  titers  of  32  or  greater 
and  fourfold  or  greater  antibody  rises  or  declines 
were  relatively  less  frequently  observed  than  virus 
isolations  (Table  IV).  Sera  of  only  72  of  930  pa- 
tients (7.8  per  cent)  gave  diagnostic  results  that 
suggest  a recent  or  indicate  a current  infection. 

On  66  occasions  CF  antibody  was  determined  on 
the  same  day  that  a specimen  was  collected  for  iso- 
lation attempts.  CMV  was  isolated  from  48  of 
these  specimens,  and  42  of  the  isolates  were  associ- 
ated with  findings  of  CF  antibody  in  the  blood. 
On  23  occasions  CF  titers  were  significant  (32  to 
512).  The  simultaneous  finding  of  antibody  and 
virus  isolation  is  further  illustrated  in  Table  III, 
which  gives  data  on  laboratory  studies  of  10  select- 
ed patients  of  special  interest  for  periods  of  up  to 
three  years.  Virus  was  shed  after  CF  antibody 
had  disappeared  (Cases  1 and  7),  while  antibody, 
sometimes  at  a high  level,  was  present  in  the  blood 
(Cases  2,  3,  and  5)  and  associated  with  fourfold  or 
greater  antibody  rises  (Cases  4,  6,  and  10).  In  1 
patient  (Case  8)  with  significant  CF  antibody  lev- 
els suggesting  a recent  or  current  CMV  infection, 
there  was  no  detectable  virus  shedding.  Virologic 
and  serologic  evidence  of  repeated  CMV  infection 
was  observed  in  Case  6.  Indirect  hemagglutination 
antibody  appeared  earlier  than  CF  antibody  (Case 
10)  and  was  present  at  constant  high  levels  in  pa- 
tients receiving  immunodepressant  drugs  (Cases  6, 
8,  and  9).  Total  body  radiation  was  associated 
with  a significant  decline  of  CF  antibody  (Case  5). 
Infections  with  other  viruses  may  possibly  mask 
CMV  excretion  (as  perhaps  in  Cases  9 and  10). 

A fatal  course  occurred  in  14  of  the  patients  in 
Table  IV  with  CMV  infection  confirmed  by  virus 
isolation  or  serology  or  both:  6 renal  transplant 

patients,  1 who  had  undergone  cardiac  surgery,  1 
adult  with  Hodgkin’s  disease,  2 children  with 
acute  leukemia,  2 children  with  primary  immune 
deficiency,  and  2 infants  with  congenital  infection. 
Respiratory  symptoms  were  observed  in  7 and 
liver  signs  in  1 of  these  patients  prior  to  death. 
Fight  had  a necropsy,  at  which  CMV  was  isolated 
from  7 lung  and  1 liver  specimen.  The  data 
strongly  suggest  that  the  virus  infection  played  a 
major  role  in  the  fatal  outcome.  The  remaining  6 
patients  did  not  have  necropsies  performed,  hut  all 
had  evidence  of  CMV  infection  before  their 
deaths. 

The  CF  antibody  findings  in  preschool  children 
with  suspected  congenital  virus  infection  indicate 
that  a substantial  portion  of  this  group  experi- 
enced a CMV  infection  (’Fable  VI).  Among  such 


TABLE  VI.  Incidence  of  cytomegalovirus  CF  antibody  in  306 
infants  and  children  with  suspected  congenital  infection 

Number  Patients  with 

Age  Group  Patients  - — CMV  Antibody — - 

(Years)  Studied  Number  Per  Cent 


0 to  0 . 5 

187 

30 

16 

0 . 6 to  2 

64 

9 

14 

3 to  5 

36 

6 

17 

6 to  11 

19 

3 

16 

infants  six  months  or  younger  16  per  cent  had  CF 
antibody,  but  maternal  antibody  may  be  present 
in  those  months,  and  the  incidence  is  less  than 
that  in  healthy  females  nineteen  to  thirty  years  old 
(Table  II).  In  children  age  seven  months  to  five 
years,  however,  the  incidence  of  CF  antibody 
among  those  with  suspected  congenital  infection 
(15  of  100)  was  similar  to  the  incidence  of  CMV 
isolation  for  this  primary  diagnostic  category  (13 
per  cent,  Table  IV)  and  was  distinctly  higher  than 
that  of  indirect  hemagglutination  antibody  among 
children  without  signs  of  CMV  infection  (3  of  51, 
Table  I).  Since  the  latter  technique  is  more  sensi- 
tive, the  difference  is  quite  significant. 

The  high  incidence  of  diagnostic  findings  in  pa- 
tients with  primary  and  secondary  immune  defi- 
ciency (isolation,  14  per  cent;  serologic,  12  per 
cent)  and  in  postoperative  patients  (isolation,  20 
per  cent;  serologic,  30  per  cent)  is  in  agreement 
with  observations  by  others.  In  these  patients  a 
depression  of  the  immune  system  by  medical  pro- 
cedures may  cause  increased  susceptibility  to 
CMV  infection.  The  data  do  not  show  whether 
these  infections  were  of  exogenous  origin  or  a con- 
sequence of  activation  of  latent  CMV  virus. 

Comment 

The  diagnostic  findings  emphasize  that  cytome- 
galovirus infection  should  be  considered  in  the  dif- 
ferential diagnosis  in  patients  with  hepatitis,  sple- 
nomegaly, lymphadenopathy,  or  mononucleosis. 

The  frequent  observation  of  high  levels  of  blood 
antibody  in  patients  with  continuing  CMV  excre- 
tion is  evidence  that  failure  of  the  cellular  rather 
than  the  humoral  immune  response  contributes  to 
the  chronic  CMV  infection. 

In  patients  with  immune  deficiency  or  undergo- 
ing surgery  CMV  infection  apparently  does  not 
necessarily  aggravate  the  clinical  course  of  the  dis- 
order. We  could  confirm  chronic  CMV  infections 
of  up  to  three  years’  duration  in  patients  who  had 
no  clinical  signs  of  such  infection.  Some  other  pa- 
tients had  minor  illnesses,  usually  respiratory- 
tract  infections,  that  may  have  been  caused  by 
CMV.  Some  cases  with  a fatal  course  were  ob- 
served, however,  in  which  the  clinical,  pathologic, 
and  virologic  findings  indicate  CMV  as  a major 
cause  of  death.  Nevertheless,  our  three  years  of 
experience  with  laboratory-confirmed  chronic 
CMV  infection  indicates  that  a harmless  host-par- 
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asite  relationship  is  more  frequent  than  an  aggra- 
vation of  the  course  of  the  disease. 

The  extent  and  duration  of  CMV  excretion  from 
patients  in  whom  the  infection  is  either  congenital 
or  complicated  by  immune  deficiencies  present  a 
risk  to  susceptible  contacts,  particularly  in  hospi- 
tals in  which  such  patients  are  cared  for.  Appro- 
priate hygienic  measures,  isolation  of  the  patient, 
selection  of  immune  nurses,  and  education  not 
only  of  the  nursing  staff  but  also  of  the  patient 
himself  should  be  considered  essential. 

The  interpretation  of  serologic  results  is  made 
difficult  by  two  peculiarities:  (1)  the  ability  of 

CMV  to  cause  chronic  infection  often  with  insidi- 
ous onset  of  clinically  inapparent  infection  and  (2) 
virus  excretion  of  long  duration  in  the  presence  of 
blood  antibody.  Fourfold  or  greater  antibody 
rises  were  rarely  demonstrated  in  our  patients  and 
were  most  frequent  in  the  postoperative  group  in 
which,  by  the  nature  of  the  medical  management, 
baseline  bloods  were  more  commonly  available. 
Elevated  CMV-CF  antibody  titers  of  32  or  greater 
were  more  frequently  found  in  patients  than 
among  healthy  females.  Such  titer  findings  are 
therefore  considered  to  be  presumptive  evidence 
of  a recent  infection  as  are  fourfold  or  greater  anti- 
body declines.  In  contrast  high  levels  of  indirect 
hemagglutination  antibody  were  frequent  among 
the  healthy  individuals.  Therefore,  the  finding  of 
CMV-indirect  hemagglutination  antibody  of  any 
level  in  a single  serum  can  only  be  interpreted  as 
evidence  of  infection  at  an  undetermined  time.  In 
healthy  individuals  this  interpretation  implies  ac- 
quired immunity  to  exogenous  infection. 

Serologic  studies  do  not  permit  accurate  assess- 
ment of  the  presence  or  absence  of  latent  CMV 
and  of  the  chance  of  its  endogenous  activation. 
This  limitation  should  be  kept  in  mind  when  re- 
sults of  serologic  screening  programs  for  CMV 
antibody  in  healthy  persons  are  evaluated. 
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Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
arc  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases.  and  this  usually  indicates  progression  of 
bone  mctastascs.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  dicthylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

I he  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  w hom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion If  test  results  arc  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  w ithdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficienrv-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P.) 

No.  805— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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The  scanning  electron  microscope  (SEM)  has 
been  utilized  as  an  investigative  tool  in  the  metal- 
lurgic  field  for  some  years  but  has  only  recently 
been  applied  to  the  biologic  and  medical  sciences. 
It  is  an  instrument  which,  by  virtue  of  its  great 
depth  of  focus,  provides  a high  resolution,  three- 
dimensional  image  of  cell  and  tissue  surfaces,  and 
has  the  potential  not  only  for  the  examination  of 
specimens  following  fixation  but  for  increasing  the 
resolution  and  enhancing  the  topographic  visual- 
ization of  unfixed  or  uncoated  material  as  well  as 
latex-injected,  corrosion,  vascular  casts.  The  use 
of  the  scanning  microscope  appears  to  be  particu- 
larly promising  in  the  study  of  cell  surfaces  of  the 
reproductive  tract  in  which  structural  modifica- 
tions reflect  changes  in  function,  usually  endocrine 
related.  In  addition,  the  high  resolution  capabili- 
ty of  scanning  electron  microscopy  provides  an  ap- 
proach to  the  study  of  ultrastructural  surface 
modifications  occurring  in  a variety  of  benign  and 
malignant  neoplasms. 

This  report  will  include  a description  of  the  to- 
pography of  tissue  and  cell  surfaces  in  different 

Presented  at  the  lf>7th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Obstetrics  and  Gynecology,  February  13,  1973. 


FIGURE  1.  Fallopian  tube  (ampulla),  eighth  day  of  cycle. 
Electron  micrograph  illustrates  summit  of  two  adjacent  i 
tubal  plicae,  covered  by  groups  of  ciliated  and  dome-  1 
shaped  nonciliated  cells  (X  600).  Insert:  higher  magnifi-  I 
cation  of  well-developed  ciliary  shafts  (X  8,000). 

segments  of  the  human  female  genital  tract  and  an  i 
evaluation  of  these  observations  in  relation  to  cel-  I 
lular  function  and,  when  applicable,  to  hormonal  1 
influence. 

Materials  and  methods 

Fresh  specimens  obtained  in  the  operating  room 
from  women  ranging  from  eighteen  to  eighty-two  I 
years  of  age,  were  immediately  washed  in  normal 
saline  and  fixed  in  10  per  cent  phosphate-buffered 
formalin  for  light  microscopy  and  in  2.5  per  cent  j 
phosphate-buffered  (pH  7.3)  glutaraldehyde  for 
scanning  electron  microscopy.  For  scanning  elec- 
tron microscopy,  specimens  were  prepared  as  pre-  | 
viously  described,1"4  and  they  were  then  examined 
with  a JSM-U3  scanning  electron  microscope  at  25  [I 
kv. 

Results 

Fallopian  tube.  In  the  proliferative  phase  of  I 
the  cycle  the  luminal  tubal  surface  contains  groups  |j 
of  ciliated  and  microvillose  nonciliated  cells  in  an 
approximately  equal  ratio  in  the  isthmic,  ampulla- 
ry,  and  fimbriated  segments  (Fig.  1).  Focal  cyto-  i] 
plasmic  protrusions  in  secretory  cells  representing 
apocrine  secretory  activity  were  prominent  find- 
ings in  the  late  proliferative  and  early  secretory  i 
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FIGURE  2.  Fallopian  tube  (fimbria).  In  late  proliferative 
phase  apocrine  secretory  activity  occurs  by  prominent 
focal  cytoplasmic  protrusions  (arrow)  in  microvillose  se- 
cretory cells.  Neighboring  cilia  partly  agglutinated  by  se- 
cretory granules  (X  4,000). 


FIGURE  3.  Fallopian  tube  (isthmus).  In  advanced  meno- 
pause epithelial  atrophy  manifested  by  presence  of  flat- 
surface  cells  covered  by  short  microvilli  and  devoid  of  se- 
cretory activity.  A few  poorly  developed  ciliated  cells 
seen  (X  2,000). 

period  and  occurred  in  all  portions  of  the  oviduct 
(Fig.  2).  Protruding,  nonciliated  cells  with  wrin- 
kled cytoplasmic  membranes  devoid  of  microvilli 
were  interpreted  as  degenerating  secretory  cells  or 
peg  cells  and  occurred  in  a random  distribution 
throughout  the  menstrual  cycle.  During  the  mid 
and  late  luteal  phase,  as  well  as  during  menstrua- 
tion, no  significant  changes  were  observed  in  the 
morphology,  geographic  distribution,  and  propor- 
tion of  ciliated  and  nonciliated  cells. 

The  tubes  in  postmenopausal  women  differed 
strikingly  from  the  oviducts  in  women  of  repro- 
ductive age  in  that  a gradual  decrease  and  eventu- 
al disappearance  of  ciliary  tufts  and  of  secretory 
activity  occurred  coincidentally  with  the  progres- 
sive decrease  of  ovarian  sex  hormone  production 
(Fig.  3). 


The  scanning  electron  microscope,  by  providing  a high 
resolution  three-dimensional  topographic  visualization 
of  the  lining  epithelium  of  the  female  genital  tract, 
contributes  new  and  unique  data  to  our  understanding 
of  reproductive  anatomy,  physiology,  and  pathology. 
The  various  ultrastructural  modifications  in  epithelial 
surfaces  in  different  segments  of  the  reproductive  tract 
in  both  normal  and  pathologic  conditions  as  related  to 
function  and  hormonal  influence  are  described  and  il- 
lustrated. 


Marked  but  focal  loss  of  ciliated  cells,  not  relat- 
ed to  epithelial  degeneration,  was  observed  in  ovi- 
ducts with  severe  and  long-standing  inflammatory 
conditions  such  as  pyosalpinx  and  appeared  di- 
rectly related  to  the  presence  and  extent  of  the  in- 


FIGURE  4.  Fallopian  tube  (ampulla),  pyosalpinx.  Tubal 
lining  cells  adjacent  to  clusters  of  adherent  leukocytes 
(arrow)  appear  intact  but,  characteristically,  surface  mi- 
crovilli are  short  and  cilia  are  absent  (X  1,500). 


FIGURE  5.  Endometrium;  midmenstrual  (second  to  third 
day)  endometrium.  Gland  of  basal  layer  contains  several 
ciliated  cells  (arrow)  suggesting  early  ciliary  regeneration 
(X  850). 
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FIGURE  6.  Proliferative  phase  of  endometrium.  (A)  Early  proliferative  phase  of  cycle.  Surface  contains  two  circular 
gland  openings  characteristically  surrounded  by  numerous  ciliated  cells  (X  300).  (B)  In  Iwe  proliferative  phase  ciliated 
cells  are  numerous  and  nonciliated  cells  have  well-developed  surface  microvillosity  with  occasional  microvillose  promon- 
tories (arrows)  (X  2,500). 


FIGURE  7.  Endometrium;  twenty-seven-day  secretory 
endometrium.  Ciliated  cells  remain  abundant  and  sur- 
rounding dome-shaped  secretory  cells  have  well-pre- 
served microvilli  (X  850). 

flammation  (Fig.  4).  Similar  ciliary  loss  was  not 
observed  in  acute  salpingitis  or  hydrosalpinx.5 

Endometrium.  In  the  midmenstrual  period, 
on  the  second  to  third  menstrual  day,  the  basal  en- 
dometrial gland  necks  contained  epithelial  exten- 
sions onto  the  surrounding  stroma  suggesting  that 
endometrial  regeneration  begins  in  the  second  half 
of  the  menstrual  period.  Similarly,  the  occasional 
finding  of  ciliated  cells  in  these  glands  during  the 
menstrual  phase  suggests  an  early  stage  of  endo- 
metrial ciliogenesis  (Fig.  5). 

By  the  early  postmenstrual  period,  from  the 
fourth  to  the  eighth  day  of  the  cycle,  the  endome- 
trial surface  is  completely  reepithelialized  and 
contains  randomly  distributed  gland  openings 
characteristically  surrounded  by  well-developed 
ciliated  cells  (Fig.  6A).  By  the  mid  to  late  prolif- 
erative phase  of  the  cycle,  the  interglandular  sur- 


FIGURE 8.  Endometrium  (atrophic);  cells  have  flat  apices 
with  short  and  sparse  microvillose  projections.  Secretory 
activity  and  ciliated  cells  absent  (X  2,000). 


face  also  contains  clusters  of  ciliated  cells  inter- 
mingled  with  dome-shaped,  nonciliated  cells  in  a 
ratio  of  about  30  to  1 (Fig.  6B).  Endometrial  cil- 
iated cells  have  surface  characteristics  which  are 
morphologically  identical  to  their  tubal  counter- 
parts. Coinciding  with  the  maximum  apocrine  se- 
cretory activity,  from  the  twentieth  to  the  twenty- 
fourth  day  of  the  cycle,  the  number  of  ciliated  cells 
decreases  slightly  as  does  the  length  of  the  micro-  I 
villi  in  the  secretory  cells,  but  both  surface  special-  | 
izations  remain  unchanged  thereafter  until  the  im-  j 
mediate  premenstrual  period  (Fig.  7). 

Endometria  recovered  from  advanced  post-  J 
menopausal  women  were  composed  of  a uniform 
cell  population  with  a cobblestone  pattern  covered 
by  short  sparse  microvilli  and  were  devoid  of  cil- 
iated  cells  or  secretory  activity  (Fig.  8). 

Specimens  containing  cystic  glandular  and  ade-  I 
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FIGURE  9.  Endometrial  surface  in  adenomatous  hyper- 
plasia contains  large  number  of  ciliated  cells.  Nonciliated 
cells  have  numerous  microvillose  promontories  (arrow)  (X 
1,100). 


10).  No  ciliated  cells  were  found  in  poorly  differen- 
tiated carcinomas  (Fig.  10B). 

Placenta.  The  terminal,  or  free,  chorionic  villi 
in  both  the  young  and  term  placentas  appeared  as 
voluminous  cylinders  with  a complex  interlacing 
pattern  and  were  comparatively  larger  in  the  im- 
mature than  in  the  mature  placenta  (Fig.  11). 4 
Trophoblastic  sprouts  or  buddings  in  various  stag- 
es of  development  were  considerably  more  numer- 
ous in  the  early  placenta  than  in  its  mature  coun- 
terpart in  which  focal  atrophic  changes  were  often 
observed  (Fig.  II).4  The  syncytial  surface  of  the 
immature  placenta  was  covered  by  a profusion  of 
multibranching,  hair-like,  microvillose  projections 
with  prominent,  bulbous,  microvillose  apices  (F'ig 
12).  Although  the  length  of  individual  microvilli 
did  not  seem  to  be  significantly  altered  in  the  ma- 
ture syncytial  cells,  interbranching  and  bulbous 
promontories  were  comparatively  less  conspicu- 
ous.4 


FIGURE  10.  Endometrium.  (A)  In  well-differentiated  adenocarcinoma  there  is  minimal  cellular  pleomorphism,  and  single 
ciliated  cells  intermingle  with  degenerating  cells  with  bulging  surface  plasma  membranes  (X  850).  (B)  In  poorly  differen- 
tiated adenocarcinoma  cellular  pleomorphism  and  loss  of  cohesiveness  are  prominent  features.  Ciliated  cells  absent  (X 
600). 


nomatous  hyperplasia  possessed  a considerably  in- 
creased number  of  ciliated  cells  and  better-devel- 
oped microvillose  processes  than  that  observed  in 
the  normal  proliferative  endometrium,  with  a cil- 
iated-nonciliated  cell  ratio  of  approximately  10  to 
1 (Fig.  9).  Both  the  ciliated  cells  and  surface  mi- 
crovilli were  more  numerous  and  more  highly 
branched  in  adenomatous  hyperplasia  than  in  cys- 
tic glandular  hyperplasia.  In  addition  there  was 
an  increase  in  the  length  of  the  microvilli.  The 
length  of  the  individual  cilia,  however,  was  similar 
to  that  of  cilia  recovered  from  normal  endometrial 
lining  epithelium. 

In  the  neoplastic  endometria  (adenocarcinoma 
with  and  without  squamous  metaplasia)  there  was 
cellular  pleomorphism,  a decrease  in  cellular  cohe- 
sion, and  a decrease  in  the  number  of  ciliated  cells 
as  the  lesion  lost  histologic  differentiation  (Fig. 


The  trophoblast  of  molar  vesicles  had  numerous 
trophoblastic  sprouts  which  appeared  as  flat  rath- 
er than  cylindrical  syncytial  protrusions  and  were 
considerably  more  abundant  in  the  moles  than  in 
the  normal  immature  placenta  (Fig.  13A).  Al- 
though the  molar  syncytial  microvilli  contained 
geographic  differences  in  their  number  and  config- 
uration, they  were  generally  arranged  in  complexly 
branching  cytoplasmic  processes,  and  the  degree 
of  microvillose  arborization  exceeded  that  found  in 
either  the  mature  or  immature  trophoblast  (Fig. 
13B). 

Ovary.  The  ovarian  surface  was  lined  by  cells 
having  flattened  or  dome-shaped  apices  with  fine 
hair-like  microvilli  characteristic  of  coelomic  or 
mesothelial  epithelium  (Fig.  14).  Although  ciliat- 
ed cells  were  absent,  cells  with  single  cilia  were  oc- 
casionally' observed.  Deep  indentations  of  the 
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FIGURE  11.  Placenta;  prominent  chorionic  villi  give  rise 
to  multitude  of  trophoblastic  sprouts  varying  from  minute 
(small  arrow)  to  large,  cylindrical,  villose  structures  (large 
arrow).  Note  wide  intervillose  spaces  and  short,  noninter- 
digitating  trophoblastic  villosity  (X  150). 4 (Reproduced 
with  permission  of  Academic  Press.) 


FIGURE  12.  Immature  placenta  (eighth  week  of  gesta- 
tion) has  abundant  syncytial  microvillose  surface  pattern 
characterized  by  multibranching,  bulbous  promontories 
(arrow)  (X  8, 000). 4 (Reproduced  with  permission  of  Aca- 
demic Press.) 


FIGURE  13.  Placenta,  hydatidiform  mole.  (A)  Vesicular  surface  slightly  undulative  and  contains  several  varying-sized, 
flat,  syncytial  protrusions  (X  150).  (B)  Molar  syncytial  surface  contains  profusion  of  complexly  branching  microvillose 

processes  (X  8, 000). 4 (Reproduced  with  permission  of  Academic  Press.) 


surface  epithelium  into  the  cortical  substance  oc- 
curred and  were  numerous  in  advanced  postmeno- 
pausal age  groups.  The  lining  epithelium  of  these 
invaginations  was  tall,  cuboidal,  and  often  became 
columnar  in  the  coelomic  inclusion  cysts.  In  the 
latter  clusters  of  ciliated  cells  commonly  inter- 
mingled with  nonciliated  cells,  the  microvillose 
processes  of  which  were  devoid  of  microvillose  ar- 
borization, and  appeared  shorter  than  those  on  the 
surface  epithelium. 

Benign  serous  neoplasms,  including  serous  cys- 
tadenofibromas  and  simple  serous  cystadenomas 
(nonpapillary),  were  lined  by  groups  of  ciliated 
and  nonciliated  cells  which,  in  all  respects  includ- 
ing proportion,  distribution,  and  morphology,  were 
similar  to  that  of  the  fallopian  tube  mucosa  (Fig. 
15). 1 


Apocrine  secretory  activity  and  peg  cells  were 
commonly  found.  In  the  papillary  serous  cystade-  ( 
noma,  however,  ciliated  cells  were  slightly  de-  I 
creased  in  number  and  the  characteristic  clus- 
tering  observed  in  the  tube,  as  well  as  in  the  non-  | 
papillary  serous  cystadenomas,  was  less  evident. 

In  low-grade,  well-differentiated,  papillary  se- 
rous cystadenocarcinomas,  surface  morphologic  li 
deviations  from  the  benign  variety  included  a fur 
ther  decrease  in  ciliated  cells  with  a more  haphaz- 
ard distribution  (Fig.  16).  Cellular  cohesion,  sur- 
face microvilli,  and  secretory  activity,  however,  re-  | 
mained  unchanged.  Profound  surface  changes  | 
were  observed  in  moderately  and  poorly  differen- 
tiated  lesions  in  which  marked  variations  in  cell 
size,  with  cellular  disorganization  and  foci  of  de- 
generation, were  the  most  prominent  findings  (Fig.  , 
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FIGURE  14.  Ovary  (reproductive  period);  surface  epitheli- 
um of  normal  ovary  contains  varying  sized,  dome-shaped 
cells  covered  by  abundant  microvilli  (X  1,500).  Insert: 
slender  and  branching  configuration  of  microvillose  pro- 
cesses (X  7,000). 


FIGURE  15.  Ovary;  serous  cystadenofibroma;  lining  epi- 
thelium composed  of  intermixture  of  ciliated  and  nonciliat- 
ed  cells  indistinguishable  from  oviductal  mucosa  (X  850). 


FIGURE  16.  Ovary;  well-differentiated  papillary  serous 
cystadenocarcinoma;  ciliated  cells  comparatively  reduced 
in  number  but  general  cellular  organization  appears  un- 
changed from  that  of  benign  serous  neoplasms  (X  850). 


FIGURE  17.  Ovary;  moderately  to  poorly  differentiated 
serous  cystadenocarcinoma;  cells  appear  markedly  pleo- 
morphic and  are  devoid  of  ciliated  cells  (X  650). 


17).  Ciliated  cells  were  uniformly  lacking  in  these 
neoplasms,  and  the  surface  microvillose  processes 
appeared  short  and  sparse. 

In  the  nonpapillary  mucinous  cystadenomas  the 
lining  epithelium  had  large  fields  containing  both 
ciliated  and  flat-surfaced  nonciliated  cells  with  an 
approximately  1 to  50  ratio  (Fig.  18).  The  cilia,  as 
well  as  the  microvilli,  are  shorter  and  more  sparse 
than  in  the  tubal  ciliated  cells  or  in  the  benign  se- 
rous neoplasms.  The  epithelia  of  these  mucinous 
cystadenomas  resembled  endocervical  epithelium, 
although  in  the  normal  endocervix  cilia  and  sur- 
face cystoplasmic  projections  are  comparatively 
better  developed.  Prominent  surface  cytoplasmic 
protrusions  representing  an  apocrine,  rather  than 
holocrine,  type  of  mucous  secretion  were  found  fo- 
cally  in  a random  distribution  throughout  this 


type  of  epithelium  (Fig.  21).  Freely  intermingled 
with  these  areas  was  a morphologically  different 
population  which  was  characterized  by  cells  with  a 
large  polygonal  surface-cytoplasmic  membrane 
covered  by  a multitude  of  tightly  packed,  short 
and  stubby,  microvillose  processes.  Many  of  these 
cells  had  prominent  granular  protrusions  of  all 
stages  of  holocrine  secretory  activity  and  were  rec- 
ognizable as  goblet  cells.  The  overall  topographic 
characteristic  of  this  type  of  epithelium  was  iden- 
tical to  that  of  the  normal  intestinal  mucous  mem- 
brane.6 Clusters  of  goblet  cells  with  secretory  ex- 
haustion had  a peculiar  honeycombed  surface  pat- 
tern in  which  only  the  cellular  shell  remained  in- 
tact. Characteristically,  in  the  papillary  mucinous 
cystadenomas  the  lining  epithelium  was  of  the  in- 
testinal type,  and  ciliated  and  microvillose  secreto- 
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FIGURE  18.  Ovary;  nonpapillary  mucinous  cystadenoma; 
neoplasm  lined  by  endocervical  type  of  epithelium.  Se- 
cretory cells  with  prominent  apocrine  cytoplasmic  bud- 
dings intermingle  with  ciliated  cells.  Both  cilia  and  micro- 
villi appear  shorter  than  in  normal  endocervical  lining  epi- 
thelium (X  2,300). 

ry  cells  of  the  endocervical  type  were  uniformly 
lacking. 

In  the  well-differentiated  mucinous  cystadeno- 
carcinomas,  the  papillae  were  slender  and  multi- 
hranching  with  cone-shaped  apices  (Fig  19A). 
The  cells  were  arranged  as  voluminous  club- 
shaped  epithelial  protuberances  in  mucinous  car- 
cinomas with  lesser  differentiation. 

As  in  the  benign  papillary  lesions,  the  well-dif- 
ferentiated and  moderately  well-differentiated  pa- 
pillary mucinous  cystadenocarcinomas  were  cov- 
ered exclusively  by  an  intestinal  type  of  epitheli- 
um in  which  the  number  of  functioning  goblet  cells 
progressively  decreased  with  decreasing  differen- 
tiation (Fig.  19  B and  C). 


Comment 

The  human  oviduct  contains  secretory  cells 
which  have  a peak  of  apocrine  activity  at  the  time 
of  ovulation  suggesting  that  tubal  secretory  mate- 
rial (glycoprotein)  is  under  the  influence  of  ovari- 
an hormones.1,7'8  That  estrogen  is  primarily  re- 
sponsible for  the  control  of  tubal  secretion  is  sug- 
gested by  the  absence  of  secretory  activity  in  the 
advanced  postmenopausal  period  associated  with 
marked  ovarian  atrophy  as  well  as  in  ovariecto- 
mized  monkeys  in  which  exogenous  estrogen  stim- 
ulates secretion,  whereas  progesterone  inhibits 
it.1,9  Unlike  tubal  secretory  activity,  ciliated  cells 
in  the  human  oviduct  do  not  seem  to  undergo 
major  cyclic  changes.1,10  Tubal  ciliogenesis,  how- 
ever, is  also  under  estrogenic  control,  since  the  es- 
tablishment of  physiologic  and  experimental  ovar- 
ian atrophy  is  followed  by  progressive  decilia- 
tion.1’11  Estrogen  administration  initiates  the  de- 
velopment of  ciliary  apparatuses,  whereas  proges- 
terone inhibits  it.11  In  contrast  to  the  diffuse  dis- 
appearance of  ciliated  cells  in  atrophic  conditions, 
the  focal  loss  of  cilia  associated  with  prominent 
collections  of  inflammatory  cells,  as  in  pyosalpinx, 
suggests  that  acute  inflammation  may  lead  to  di- 
rect destruction  of  ciliary  shafts  or  may  cause  pro- 
found alterations  in  the  response  of  ciliated  cells  to 
hormonal  stimuli  which  result  in  the  indirect  inhi- 
bition of  active  ciliary  regeneration.  This  de- 
crease in  ciliated  cells  may  contribute  to  the  agglu- 
tination of  tubal  plicae  and  to  the  subsequent  de- 
velopment of  follicular  salpingitis. 

The  topographic  characteristics  of  the  endome- 
trial surface  include  a striking  abundance  of  ciliat- 
ed cells  and  a relatively  scant,  but  constant,  secre- 
tory activity  throughout  the  menstrual  cycle.2,3 
These  surprising  features  are  in  contrast  to  the 
uterine  glandular  epithelium,  in  which  the  maxi- 


FIGURE  19.  Ovary;  well-differentiated,  papillary  mucinous  cystadenocarcinoma.  (A)  Complex  network  of  papillae  be- 
come increasingly  branching  and  delicate  (right  upper  corner)  toward  free  intracystic  space  (X  60).  (B)  Fligh-power  view 
illustrating  intestinal  type  of  epithelium  lining  papillae.  Several  goblet  cells  of  different  stages  of  secretory  activity  seen. 
While  one  contains  protuberant  granular  secretory  material  (small  arrow),  others  appear  as  empty  cellular  craters  (large 
arrow)  exhibiting  holocrine  secretory  exhaustion  (X  1,100).  (C)  Detail  of  neoplastic  goblet  cell  prior  to  expulsion  of  secre- 
tory content.  Several  small  secretory  droplets  recognized  in  top  of  micrograph.  Note  stubby  appearance  of  surface  mi- 
crovilli (brush  border)  (X  3,200). 
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mum  number  of  ciliated  cells  occurs  during  the 
preovulatory  period,  after  which  they  decrease 
strikingly  in  the  luteal  phase  and  are  absent  under 
conditions  of  atrophy.12-13  These  observations 
suggest  that  endometrial  ciliogenesis  is  chiefly  in- 
fluenced by  endogenous  estrogens.  Since  morpho- 
logic changes  in  the  mullerian-derived  epithelia 
are  under  hormonal  influence,  our  scanning  and 
transmission  electron  microscopic  observations 
that  the  surface  epithelium  differs  morphological- 
ly from  its  glandular  counterpart  indicate  that  the 
uterine  lining  has  a different  sensitivity  to  cyclic 
hormonal  stimuli  than  the  glandular  epithelium.2-3 
These  characteristic  features  bear  a close  resem- 
blance to  the  changes  noted  in  tubal  epithelium 
and  are  most  likely  related  to  similar  cellular  func- 
tions, such  as  mobilization,  inhibition,  and  recep- 
tion of  the  sperm  and  blastocyst.1-10  In  this  re- 
spect the  great  concentration  of  ciliated  cells 
around  the  gland  orifices  related  to  glandular  se- 
cretion distribution,  the  comparative  decrease  in 
the  length  of  the  microvilli,14-15  and  the  peak  of  se- 
cretory activity  in  the  midluteal  phase  are  impor- 
tant features  related  to  the  preparation  of  an  opti- 
mal environment  for  ovum  implantation. 

Additional  evidence  indicating  that  surface  spe- 
cializations, such  as  the  formation  of  microvilli 
and  cilia,  are  predominantly  under  estrogenic  in- 
fluence is  provided  by  the  comparatively  better 
developed  microvillose  processes  and  the  increased 
number  of  ciliated  cells  in  the  endometria  in  con- 
ditions associated  with  hyperestrogenism.  Both 
the  cilia  and  microvillose  arborizations  are  more 
pronounced  in  adenomatous  than  in  cystic  glandu- 
lar hyperplasia;  morphologic  changes  are  consis- 
tent with  a higher  level  and  a prolongation  of  es- 
trogenic stimulation. 

In  contrast  to  the  hyperplastic  endometrial  le- 
sions, in  the  well-differentiated  endometrial  ade- 
nocarcinomas ciliated  cells  were  decreased,  partic- 
ularly in  neoplasms  with  a lesser  degree  of  differ- 
entiation. Loss  of  cilia  in  poorly  differentiated  le- 
sions seems  to  indicate  that  ciliogenesis,  a highly 
complex  cellular  function,  is  lost  in  dedifferentiat- 
ed neoplasms. 

The  chorionic  villi  of  early  gestations  contain 
numerous  trophoblastic  sprouts,  whereas  in  the 
mature  placenta  these  appear  inconspicuous. 
These  trophoblastic  buddings  are  considered  to  be 
developing  terminal  villi,16-17  and  their  abundance 
in  the  early  placenta,  as  well  as  in  hydatidiform 
moles,  reflects  accelerated  trophoblastic  prolifera- 
tion.418 The  surface  of  the  molar  syncytium  has 
prominent  branching  microvilli  which  were  com- 
paratively less  pronounced  in  the  normal  imma- 
ture trophoblast  and  considerably  reduced  in  ma- 
ture placentas.4  The  comparative  evaluation  of 
these  special  surface  characteristics,  the  function 
of  which  is  apparently  to  increase  the  cell  surface 
and  therefore  its  absorptive  area,16-19-20  seems  im- 
portant because  morphologic  changes  in  syncytial 


microvilli  are  thought  to  reflect  the  functional  sta- 
tus of  the  trophoblastic  membrane.  The  abun- 
dant microvillose  surface  of  the  young  placen- 
ta,4-19-20  associated  with  pinocytosis,16-19  reflects 
an  increase  in  absorptive  functions  which,  accord- 
ing to  the  complexity  of  the  molar  syncytial  micro- 
villi,4 may  be  related  partly  to  the  imbibition  and 
accumulation  of  fluids  within  the  vesicles.21 

The  human  ovarian  coelomic  surface  contains 
both  topographically  and  fine-structurally  similar 
cells  to  those  found  in  extragenital  mesothelial 
surface  membranes.5  Unlike  the  latter,  however, 
the  ovarian  surface  lining  is  believed  to  possess  a 
remarkable  multipotential  growth  capacity  leading 
to  the  formation  of  several  types  of  metaplastic  ep- 
ithelia. The  most  common  of  these,  the  serous  or 
tubal  type  of  epithelium,  is  recognized  primarily  in 
the  coelomic  epithelial  inclusion  cysts  of  the  ovari- 
an cortex  and  appears  fully  developed  in  benign 
serous  cystadenomas.  It  is  identical  in  all  respects 
to  the  normal  oviductal  mucosa.1  The  abundant 
ciliated  cells,  a characteristic  feature  of  the  benign 
lesions,  are  comparatively  decreased  in  the  well- 
differentiated  papillary  cystadenocarcinomas  and 
are  virtually  absent  in  neoplasms  with  a lesser  de- 
gree of  differentiation.  Similarly,  an  increase  in 
cellular  pleomorphism  is  accompanied  by  a de- 
crease in  secretory  activity,  and  microvillose  pro- 
cesses become  poorly  developed. 

The  benign  mucinous  cystadenoma,  another 
ovarian  neoplasm  generally  believed  to  arise  by 
coelomic  metaplasia,  is  lined  by  two  distinct  cell 
populations:  endocervical  and  intestinal  type  epi- 
thelium. The  former  has  ciliated  and  microvillose 
secretory  cells  with  apocrine  secretion,  whereas  the 
latter  contains  numerous  goblet  cells  exhibiting  a 
holocrine  type  of  secretion,  a surface  brush  border, 
and  occasional  argentaffin  cells  at  the  transmis- 
sion electron  microscope  level.6  The  intermixture 
of  these  epithelia  may  be  responsible  for  the  dif- 
ferent chemical  properties  of  mucinous  fluid  in 
ovarian  mucinous  neoplasms.  Coinciding  with  the 
appearance  of  papillae  in  cystadenomas,  only  the 
intestinal  type  of  epithelium  has  conspicuous  se- 
cretory activity  as  evidenced  by  the  large  number 
of  goblet  cells.  The  intestinal  type  of  epithelium 
alone  lined  the  well  and  moderately  well-differen- 
tiated papillary  lesions  with  a sharp  decrease  in 
goblet  cells  and,  consequently,  in  secretory  activity 
in  the  poorly  differentiated  neoplasms. 

It  is  of  interest  to  note  that  the  intestinal  type  of 
epithelium  found  in  these  ovarian  lesions  bears  a 
close  ultrastructural  resemblance  to  normal  rather 
than  to  neoplastic  colonic  mucosa,  as  evidenced  by 
the  large  number  of  goblet  cells.  In  contrast  to 
the  ovarian  lesions,  however,  goblet  cells  are  rarely 
found  in  primary  neoplasms  of  gastrointestinal  or- 
igin. The  conspicuous  presence,  or  absence,  of 
goblet  cells  may  be  useful  as  a diagnostic  criterion 
in  distinguishing  between  primary  and  secondary 
ovarian  mucinous  neoplasms,  especially  when  both 
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ovarian  and  intestinal  lesions  occur  simultaneous- 
ly. This  diagnostic  criterion,  however,  seems  to  be 
of  little  help  in  the  poorly  differentiated  mucinous 
cystadenocarcinomas,  since  both  neoplasms  con- 
tain very  few  goblet  cells. 

630  West  168th  Street 
New  York,  New  York  10032 
(DR.  RICHART) 
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Current  management  of 
acne  vulgaris 
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cated for  grades  III  and  IV  (subacute  chronic  pustules  or 
cysts  which  may  scar.  Derek  J.  Cripps,  M.D.,  Universi- 
ty of  Wisconsin  Medical  Center,  Madison,  in  the  Wis- 
consin Medical  Journal  72:  189  (Sept.)  1973,  describes 
some  traditional  as  well  as  newer  therapies.  He  says 
that  if  he  were  to  choose  a single  program  for  mild  corne- 
done  and  papular  acnes  (grades  I and  II),  it  would  be  the 
topical  application  of  vitamin  A acid  (Retin-A)  daily  or 
on  alternate  days.  If  there  were  associated  cystic  acne 
(grades  III  and  IV),  he  would  add  an  antibiotic  usually 
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clindamycin  hydrochloride  (Cleocin),  150  mg.  once  or 
twice  daily. 

In  addition  to  the  modalities  employed  in  treating  the 
milder  forms  of  acne  (vitamin  A acid,  drying  agents, 
soaps,  ultraviolet  light,  and  so  forth),  therapy  for  cystic 
acne  may  include  antibiotics,  surgery,  corticosteroids, 
and  such.  Dr.  Cripps  also  appends  notes  on  general 
management  including  diet.  He  notes  that  while  the 
place  of  diet  in  treating  acne  is  debatable,  weight  gain 
should  he  avoided  and,  if  acne  is  exacerbated  after  eat- 
ing chocolate,  nuts,  or  coco  cola,  these  should  be  avoid- 
ed. Dermabrasion  or  topical  use  of  trichloracetic  acid 
to  remove  scars  is  now  regarded  with  less  favor.  The  ef- 
fect of  the  tincture  of  time  (five  to  ten  years)  is  probably 
worth  one  dermabrasion.  The  cosmetic  result  may  be 
complicated  by  pigmentation.  Estrogens  appear  to  he 
effective  only  during  the  first  few  months  and  discon- 
tinuing them  may  exacerbate  the  acne. 
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This  report  will  present  a general  overview  of 
neonatal  jaundice  or  hyperbilirubinemia  of  the 
newborn,  with  emphasis  on  treatment  rather  than 
on  diagnosis.  A brief  historic  summary  is  of  inter- 
est since  the  sign  jaundice  was  known  in  antiquity, 
but  only  vague  references  can  be  found  in  medical 
writings  prior  to  1750.  At  the  beginning  of  this 
century,  several  authors  published  clinical  descrip- 
tions of  neonatal  jaundice  and  remarked  that  the 
disease  could  progress  in  inter  sity,  leading  to  the 
appearance  of  neurologic  signs,  and  ending  in 
death.  In  1916,  Holmes1  referred  to  icterus  as  a 
common  phenomenon  during  the  first  few  weeks 
of  life,  present  in  30  to  80  per  cent  of  all  newborn 
infants.  The  development  of  more  accurate  labo- 
ratory techniques  over  the  last  two  decades  has  re- 
sulted in  major  advances  in  the  subject  of  bilirubin 
metabolism. 

A short  review  of  the  metabolism  of  bilirubin 
will  facilitate  the  understanding  of  the  new  thera- 
peutic approaches  in  use.  Bilirubin  is  a waste 
product  of  heme  catabolism,  and  prior  to  excretion 
must  undergo  metabolic  transformations  and  be 
transported  in  and  out  of  cells.  This  complex 
scheme  may  be  deficient  or  inadequate  at  one  or 
several  steps,  resulting  in  the  production  of  the 
sign  jaundice.  Approximately  80  per  cent  of 
formed  bilirubin  originates  from  the  breakdown  of 
old  red  blood  cells,  which  liberate  hemoglobin. 
The  globin  moiety  is  degraded  and  returned  to  the 
aminoacid  pool,  and  from  the  heme  moiety  the 
iron  is  reutilized.  The  protoporphyrin  component 
is  converted  to  bilirubin,  presumably  through  the 
action  of  a microsomal  enzyme,  heme  oxygenase, 
with  the  intermediate  formation  of  biliverdin.2 
These  steps  take  place  in  the  reticuloendothelial 
cells.  Fifteen  per  cent  of  bilirubin  originates  from 
other  sources,  for  instance  heme  or  porphyrins  not 
used  during  the  synthesis  of  hemoglobin,  destruc- 
tion of  new  red  blood  cells  in  the  bone  marrow,  or 
turnover  of  nonhemoglobin  heme-containing  pro- 
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It  is  the  purpose  of  this  report  to  review  briefly  bi- 
lirubin metabolism  and  its  relationship  to  neona- 
tal jaundice.  Knowledge  of  the  correlation  be- 
tween hyperbilirubinemia  and  the  specific  brain 
damage  described  as  kernicterus  led  to  the  devel- 
opment of  ways  for  decreasing  the  concentration  of 
the  pigment  in  serum.  The  first  successful  mode 
of  therapy  was  directed  toward  removal  of  the  ex- 
cess bilirubin  by  exchange  transfusion.  Further 
understanding  of  bilirubin  biochemistry  permitted 
the  development  of  newer  therapeutic  approaches, 
such  as  the  use  of  drugs,  phenobarbital,  and  lights, 
phototherapy;  these  will  be  discussed  in  detail.  It 
must  be  emphasized  that  as  in  any  medical  prob- 
lem the  selection  of  the  appropriate  therapeutic 
regime  must  be  suited  to  each  patient.  Therefore, 
no  generalized  schemes  can  be  recommended  for 
the  treatment  of  “the  yellow  baby.” 


teins,  such  as  myoglobin,  cytochromes,  catalases, 
and  so  forth.  The  resulting  unconjugated  biliru- 
bin is  lipid  soluble  and  bound  by  albumin  in  the 
plasma.  This  binding  is  influenced  by  many  fac- 
tors and  competition  of  fatty  acids,  drugs,  and  so 
forth,  and  has  resulted  in  the  displacement  of  bili- 
rubin, its  transport  into  the  central  nervous  sys- 
tem, and  the  appearance  of  neurologic  complica- 
tions, such  as  kernicterus.3  Therefore,  the  devel- 
opment of  techniques  to  measure  in  vitro  the  bind- 
ing capacity  of  albumin  in  jaundiced  infants  is  of 
prime  importance  since  it  would  be  a more  physio- 
logic index  than  the  mere  knowledge  of  the  con- 
centration of  unconjugated  bilirubin  in  serum. 
Indirect  measurements  have  been  devised  utilizing 
dyes  that  bind  to  albumin,  but  their  reliability  is 
questionable.  At  present,  a fluorometric  tech- 
nique is  being  developed  that  measures  directly 
the  bilirubin-albumin  binding  capacity.4  Biliru- 
bin bound  to  albumin  fluoresces,  and  when  a small 
aliquot  of  a patient’s  serum,  10  to  20,  is  added  to  a 
cuvette  containing  phosphate  buffer,  the  fluores- 
cence can  be  recorded  and  is  due  to  bilirubin  pres- 
ent in  the  serum.  Small  aliquots  of  a dilute  aque- 
ous solution  of  bilirubin  can  then  be  added  to  the 
cuvette  and  gently  mixed,  and  fluorescence  read- 
ings can  be  obtained  until  either  a decrease,  a 
quench,  or  a plateau  is  observed.  The  reserve 
binding  capacity  of  the  serum  is  calculated  from 
the  difference  between  the  initial  bilirubin  value 
and  the  amount  added  at  maximum  fluorescence, 
the  peak  or  plateau  value.  The  latter  corresponds 
with  the  amount  of  bilirubin  that  can  be  bound  at 
that  particular  site  on  the  albumin  present  in  the 
serum.  The  unconjugated  bilirubin  is  taken  up 
preferentially  by  the  liver,  and  this  selectivity 
seems  to  be  related  to  the  presence  of  intracellular 
acceptors.  Indeed,  two  cytoplasmic  proteins, 
named  Y and  Z,  have  been  isolated  from  liver  cells 
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: and  have  binding  capacity  for  bilirubin  and  sulfo- 
bromophthalein  (BSP).5  In  the  parenchymal  cells 
of  the  liver,  a conjugated  reaction  involving  the 
transfer  of  an  active  glucuronide  moiety  from  uri- 
dine di-phospho  glucuronic  acid  to  bilirubin  oc- 
I curs,  with  the  formation  of  bilirubin  glucuronide,  a 
reaction  mediated  by  the  microsomal  enzyme  uri- 
dine di-phosphoglucuronyl-transferase.  The  ac- 
I tivity  of  this  enzyme  as  measured  in  vitro  is  low  in 
the  newborn  of  many  species,  in  human  beings  as 
well.6  The  water-soluble  bilirubin  glucuronide- 
| formed  or  -conjugated  bilirubin  is  then  excreted 
i into  bile  by  an  active  process. 

Therapeutic  treatment 

Pediatricians  have  participated  actively  in  labo- 
ratory studies  relating  to  bilirubin  metabolism. 
I Justifiably  so,  since  by  simple  observation  in  new- 
I born  nurseries,  about  50  per  cent  of  the  full-term 
and  80  per  cent  of  the  premature  infants  appear 
I jaundiced,  hardly  an  unnoticeable  phenomenon. 

| Moreover,  a direct  relationship  was  found  between 
the  concentration  of  unconjugated  bilirubin  in 
plasma  and  the  incidence  of  such  bilirubin  enceph- 
f alopathy  as  kernicterus.  An  “immature”  blood- 
I brain  barrier  in  this  age  group  has  been  considered 
I the  culprit,  permitting  the  penetration  of  the  pig- 
ment into  the  central  nervous  system.  Presum- 
' ably,  by  seventy-two  hours  of  age  the  barrier  has 
reached  full  impermeability.  Nevertheless,  there 
are  a few'  isolated  reports  in  the  literature  that  are 
the  exception  to  this  latter  concept,  with  kernic- 
terus developing  at  later  ages,  three  and  sixteen 
> years,  respectively.7  This  correlation  led  to  the 
first  therapeutic  approach,  that  is,  exchange  trans- 
fusion. It  proved  to  be  a very  effective  means  of 
lowering  bilirubin  concentrations  to  safer  levels, 
and  kernicterus  as  a complication  virtually  disap- 
peared. Exchange  transfusions  wrere  recommend- 
ed for  concentrations  of  unconjugated  bilirubin  at 
or  above  20  to  25  mg.  per  100  ml.  serum.  But  this 
procedure  carries  a true  risk,  although  some  dis- 
agreements may  exist  among  authors  regarding  ac- 
tual mortality  and  morbidity  rates.  On  the  other 
hand,  the  question  of  hyperbilirubinemia  causing 
minor  degrees  of  neurologic  damage  remains. 
Data  accumulated  in  a collaborative  project  on 
I 23,000  infants  concluded  that  when  tested  at  eight 
months  of  age,  there  was  “a  positive  relationship 
between  increasing  neonatal  hyperbilirubinemia 
and  the  incidence  of  lower  motor  and/or  mental 
scores.”  8 A four-year  follow-up  of  405  neonatal 
patients  demonstrated  a significant  association  be- 
tween early  high  bilirubinemia  and  the  presence  of 
sensorineural  hearing  loss  and  athetosis.9  Some  of 
these  infants  had  a bilirubinemia  below  the  magic 
number  of  20  mg.  per  100  ml.  serum,  whereas  oth- 
ers could  be  cited  with  no  detectable  sequelae,  al- 
though a higher  concentration  of  bilirubin  existed 
at  some  time  during  the  course  of  jaundice.  In- 
deed, 23  cases  of  kernicterus  were  documented  in 


premature  infants  without  hemolytic  disease  who 
had  a hyperbilirubinemia  ranging  from  11  to  23 
mg.  per  100  ml.  The  promoting  factors  were  aci- 
dosis, hypoxia,  and  in  18  patients  hypothermia,  all 
common  signs  in  premature  infants.10 

As  in  any  other  disease,  the  ultimate  aim  is  not 
the  treatment  of  illness  but  its  prevention;  this  has 
been  attained  for  erythroblastosis  due  to  Rh-factor 
incompatibility,  when  jaundice  is  caused  by  in- 
creased hemolysis.  The  Rh  antibody  in  a woman’s 
blood,  for  instance,  from  a previous  incompatible 
pregnancy,  remains  as  a threat  to  any  subsequent 
Rh-positive  baby  and  will  destroy  the  red  blood 
cells  of  the  fetus.  Anti-Rh  gamma  globulin,  pre- 
pared from  the  serum  of  male  volunteers,  and  in- 
jected to  Rh-negative  mothers  within  forty-eight 
hours  after  delivery,  is  able  to  prevent  the  produc- 
tion of  antibodies.11  This  mode  of  therapy  counts 
for  but  a limited  number  of  neonatal  hyperbiliru- 
binemia cases. 

If  prevention  cannot  be  accomplished,  then  the 
emphasis  is  directed  toward  decreasing  the  inci- 
dence and  seriousness  of  the  disease.  Obstetri- 
cians are  actively  engaged  in  diagnosing  the  severi- 
ty of  the  condition  in  utero  by  repeated  amniocen- 
tesis when  indicated  and  by  treating  the  fetal  ane- 
mia by  intrauterine  transfusions.  This  procedure, 
at  some  medical  centers,  has  proved  dramatically 
successful.12  Exchange  transfusions  in  the  new- 
born have  already  been  mentioned. 

Recent  research 

Although  further  developments  in  therapy  were 
begun  in  the  laboratory  animal,  they  culminated  in 
possible  usage  in  the  human  being.  Indeed,  the 
possibility  of  inducing  the  activity  of  the  enzyme 
glucuronyl  transferase  in  the  mouse  has  been  stud- 
ied. Newborn  mice  have  a low  activity  in  the  first 
twenty-four  hours  of  life;  when  injected  for  three 
days  with  sodium  barbital,  50  or  100  mg.  per  kilo- 
gram per  day,  the  bilirubin  conjugation  by  liver 
homogenates  in  four-day-old  mice  was  increased 
significantly  over  control  animals  receiving  saline 
injections.13  The  next  step  was  to  investigate 
whether  or  not  fetal  enzyme  could  be  induced, 
since  barbital  administered  to  the  pregnant  animal 
crosses  the  placenta.  Pregnant  mice  were  injected 
intraperitoneally  for  four  to  six  consecutive  days 
prior  to  delivery,  and  livers  of  the  infant  mice  were 
assayed  in  the  first  twenty-four  hours  of  life.  The 
mice  pretreated  in  utero  had  significant  increases 
in  enzymic  activity,  reaching  almost  normal  adult 
values.  Since  these  measurements  were  done  in 
vitro  an  in  vivo  evaluation  was  needed,  and  clear- 
ance studies  were  performed  in  rabbits  who  have 
inducible  enzymes  as  well.  The  barbital-pretreat- 
ed  rabbits  demonstrated  a lower  concentration  of 
bilirubin  in  serum,  following  an  intravenous  injec- 
tion of  bilirubin-albumin  complex,  and  an  in- 
creased excretion  of  bilirubin  into  bile,  which  is  a 
greater  clearance.  Finding  that  bile  flow  itself  was 
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augmented  as  well  was  significant.  Other  authors 
have  shown  under  similar  experimental  conditions 
an  increase  in  the  total  bilirubin  content  in  liver. 
Therefore,  barbiturates  could  be  acting  on  three 
different  steps  in  the  transfer  of  bilirubin  from 
blood  to  bile:  (1)  uptake  by  the  liver,  since  Y pro- 
tein is  known  to  increase  following  administration 
of  phenobarbital,  (2)  conjugation,  and  (3)  excre- 
tion into  the  bile.  The  use  of  barbiturates  for 
therapy  of  jaundice  in  man  was  initiated.  The 
first  trial  involved  an  eight-month-old  female  in- 
fant who  was  clinically  jaundiced  and  developing 
normally.14  Her  total  serum  bilirubin  was  8 to  10 
mg.  per  100  ml.,  but  the  conjugated  component 
was  less  than  1 mg.  per  100  ml.  The  patient  could 
be  classified  as  having  Crigler-Najjar  syndrome,  in 
which  condition  an  inherited  deficiency  of  glucu- 
ronyl  transferase  activity  exists.  Phenobarbital 
administration,  15  mg.,  three  times  a day,  began  at 
thirty-nine  weeks  of  age,  and  after  a lag  of  time  of 
two  to  three  weeks,  the  concentration  of  bilirubin 
in  serum  decreased  to  about  3 mg.  per  100  ml.  On 
discontinuation  of  therapy,  bilirubin  rose  to  the 
original  high  levels  but  was  reduced  again  when 
the  patient  was  given  phenobarbital.  This  mode 
of  therapy  is  not  always  successful,  and  patients 
with  Crigler-Najjar  syndrome  can  be  divided  into 
2 groups,  type  I nonresponsive  and  type  II  respon- 
sive to  phenobarbital  treatment.  A controlled 
study  was  performed  in  newborns  with  a dual  pur- 
pose: (1)  to  determine  whether  or  not  phenobar- 

bital could  prevent  the  rise  of  bilirubin  in  the  first 
five  days  of  life,  and  (2)  whether  or  not  it  could 
lower  an  already  elevated  level  between  ages  five 
and  ten  days.15  Forty  infants  were  included  in 
each  group;  they  were  full-term,  free  of  hemolytic 
disease,  with  no  history  of  asphyxia  or  distress, 
and  were  not  breast-fed.  Twenty  infants  received 
phenobarbital  in  a dose  of  8 mg.  per  kilogram  per 
day;  the  other  20  were  control  subjects.  In  the 
group  ages  one  to  five  days,  the  phenobarbital- 
treated  infants  had  an  earlier  and  lower  peak  for 
bilirubin  concentrations.  The  group  of  infants 
started  on  phenobarbital  at  age  five  days  had  a 
faster  fall  in  bilirubin  concentration  than  in  con- 
trols. Phenobarbital  was  administered  to  preg- 
nant women  during  the  last  month  of  pregnancy  in 
two  areas  of  Greece  known  to  have  a high  inci- 
dence of  unspecific  neonatal  hyperbilirubinemia.16 
Compared  with  control  subjects,  the  infants  of 
treated  mothers  had  significantly  lower  mean 
serum  bilirubin  concentrations.  The  medical  lit- 
erature has  seen  a multiplication  of  articles  from 
various  sources  and  authors  concluding  that  barbi- 
turates may  or  may  not  be  effective  in  the  lowering 
of  bilirubin  concentrations  in  the  serum  of  new- 
born infants.  Some  of  the  negative  studies  have 
given  either  insufficient  data  to  draw  meaningful 
conclusions,  or  it  was  found  that  the  medication 
was  discontinued  too  early  for  a claim  of  no  re- 
sponse. However,  in  spite  of  the  effectiveness  of 


this  therapeutic  approach,  a word  of  caution  is 
needed  because  too  many  unknown  factors  exist.17 
Phenobarbital  may  cause  other  effects  that  may  be 
deleterious  at  a “critical  period”  of  development, 
and  it  should  not  be  used  indiscriminately. 

Low-birth-weight  infants  constitute  a high-risk 
group  prone  to  develop  kernicterus  at  lower  con- 
centrations of  circulating  bilirubin,  and  a cutoff 
point  of  15  mg.  per  100  ml.  has  been  recommend- 
ed. Interesting  to  note  is  the  lower  incidence  of 
hyperbilirubinemia  in  these  infants  noticed  during 
the  last  decade;  this  may  be  due  to  the  early  feed- 
ing schedules  instituted  in  nurseries. 

At  present  another  therapeutic  tool  is  being  uti- 
lized in  many  institutions  and  looked  on  with 
skepticism  in  others.  The  original  observation  in 
1958  demonstrated  that  phototherapy  produced  a 
decrease  in  the  concentration  of  circulating  biliru- 
bin.18 Cradles  with  a bank  of  fluorescent  lamps 
have  been  used  over  incubators,  exposing  infants 
to  variable  intensity  of  light,  varying  from  between 
100  to  500  foot-candle,  depending  on  the  investiga- 
tor. Following  light  exposure,  a drop  in  bilirubin 
concentrations  occurs  in  jaundiced  infants,  prov- 
ing the  effectiveness  of  this  treatment.  Therefore, 
the  icteric  infant  exposed  to  fluorescent  lights  will 
become  less  jaundiced,  but  not  only  in  the  new- 
born period.  This  same  therapy  was  utilized  to 
treat  a four-month-old  infant  with  a congenital 
nonhemolytic  hyperbilirubinemia  that  did  not  re- 
spond to  phenobarbital.19  A dramatic  fall  in  bili- 
rubin concentration  was  recorded  when  he  was 
started  on  phototherapy  treatment,  and  a concom- 
itant rise  was  evidenced  when  lights  were  discon- 
tinued. Increasing  evidence  indicates  that  the 
photodecomposition  products  are  nontoxic  to  the 
infant,  although  definitive  identification  has  not 
been  achieved.  Also,  recent  studies  state  that  the 
concentration  of  unconjugated  bilirubin  in  the  bile 
was  increased  in  infants  treated  with  photothera- 
py.20 Important  to  note  is  that  during  light  expo- 
sure infants  must  be  blindfolded,  since  similar  illu- 
mination produced  irreversible  retinal  changes  in 
animals.21  Important  questions  must  be  raised 
regarding  the  growth  and  development  of  these 
light-treated  neonates.  Controlled  series  by  sev- 
eral investigators  have  shown  no  differences  in  de- 
velopmental and  neurologic  findings  at  thirty-one 
and  sixty-eight  weeks  of  age.  For  approximately 
ten  years,  phototherapy  has  been  used  in  several 
countries,  but  unfortunately  no  organized  follow- 
up studies  are  available  except  for  general  state- 
ments regarding  the  lack  of  complications.  Pho 
totherapy  must  be  considered  a new  form  of  treat- 
ment, a new  drug,  and  therefore  intensive  studies 
must  precede  any  generalized  recommendation  of 
usage.  At  present  we  are  embarked  on  a compre- 
hensive follow-up  to  determine  whether  or  not  the 
appearance  of  circadian  rhythms  is  modified,  and 
changes  in  the  physical,  mental,  or  behavioral  de- 
velopment of  these  children  can  he  detected.  A 
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brief  reference  to  the  occurrence  of  prolonged 
jaundice  associated  with  breast  feeding  is  in  order. 
The  cause  has  been  attributed  to  the  presence  of 
an  inhibitor,  3 20/d-diol  pregnane,  in  the  breast 
milk  of  mothers  of  affected  infants.  This  steroid 
would  prevent  the  maturation  of  the  enzyme  glu- 
curonyl  transferase.  Recent  studies  question  the 
true  nature  of  the  inhibitor,  although  the  fact  is 
that  milk  of  certain  mothers  inhibits  bilirubin  con- 
jugation. 

It  must  be  emphasized  that  no  definitive  thera- 
peutic regimen  can  be  stated  in  a simple  diagram. 
Individualized  diagnosis  and  treatment  must  be 
continued,  since  no  routine  recommendation  is 
suitable  for  therapy  of  “the  yellow  baby.” 

Department  of  Pediatrics 
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the  Marcus-Gunn  phenomenon,  oropharyngeal  move- 
ments elicit  lid  elevation,  so  called  “jaw-winking.” 
Apart  from  trauma,  the  differential  of  acquired  ptosis  is 
between  oculomotor  palsy  and  ocular  myop- 
athy. The  former  may  occur  in  brain-stem  gliomas,  vas- 
cular malformations,  cavernous  sinus  compression,  in- 
flammatory or  neoplasmic  encroachment  on  the  superi- 
or orbital  fissure,  occasionally  in  ophthalmoplegic  mi- 
graine, diabetic  neuropathy,  or  in  hereditary  degenera- 
tive diseases  such  as  hereditary  ataxias,  or  tapeto-retinal 
degenerations.  Myopathies  include  oculopharyngeal 
dystrophy  (with  interference  of  ocular  movements,  dys- 
phagia, and  widespread  weakness). 
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Recent  technologic  advances  have  enabled  man 
to  descend  deeper  into  the  earth’s  hydrospace  and 
to  climb  higher  into  the  atmosphere  and  the  space 
beyond.  Scientific  curiosity,  socioeconomic  needs, 
newer  developments  in  air  travel,  and  the  increas- 
ing popularity  of  scuba  diving  are  some  of  the  rea- 
sons responsible  for  more  people  getting  farther 
away  from  the  surface  of  our  planet  more  often. 
But  as  man  leaves  his  natural  environment  on  the 
surface  of  the  earth  he  exposes  himself  to  poten- 
tially dangerous  alien  conditions,  including 
changes  in  atmospheric  pressure.  Such  changes 
have  ill  effects  on  the  human  body  which,  in  ex- 
treme situations,  may  be  fatal. 

Because  of  our  accelerated  aerospace  and  under- 
water activities,  physiologic  problems  related  to 
the  effects  of  pressure  changes  have  assumed 
greater  importance,  and  renewed  attention  is 
being  focused  on  the  etiology,  mechanism,  preven- 
tion, and  treatment  of  the  pathologic  conditions 
which  may  be  caused  by  such  pressure  changes. 
One  of  these  pathologic  conditions  is  dysbarism. 
Dysbarism  is  a syndrome,  exclusive  of  hypoxia,  re- 
sulting from  the  existence  of  a pressure  differen- 
tial between  the  total  ambient  barometric  pressure 
and  the  total  pressures  of  dissolved  and  free  gases 
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within  the  body  tissues,  fluids,  and  cavities.  The 
term  hyperbarism  applies  to  the  condition  devel- 
oping when  the  ambient  gas  pressure  exceeds  that 
of  the  gas  within  the  body.  Conversely,  hypobar- 
ism  applies  to  the  condition  resulting  from  an  ex- 
cess of  the  gas  pressure  within  the  body  over  the 
ambient  gas  pressure.  Often  the  term  dysbarism 
is  used  to  refer  to  the  latter  condition,  the  patho- 
genesis and  treatment  of  which  is  the  subject  of 
this  report.  This  condition  is  also  known  by  sev- 
eral other  names  which  have  created  some  confu- 
sion and  controversy  regarding  the  proper  termi- 
nology. The  most  popular,  but  maybe  the  least 
appropriate,  term  is  “the  bends.”  Although  this 
term  denotes  only  one  of  the  symptoms,  namely 
pain  in  the  joints,  it  is  often  used  to  characterize 
the  overall  syndrome.  Other  terms  implying  caus- 
es, mechanism,  or  circumstances  of  development 
of  the  disorder  include  aeroembolism,  caisson  dis- 
ease, divers’  disease,  aviators’  disease,  and  decom- 
pression sickness.  The  term  decompression  sick- 
ness, being  more  inclusive  and  having  a broader 
use,  will  be  employed  in  this  presentation.  It  will  . 
refer  to  the  syndrome  which  results  from  a reduc- 
tion in  barometric  pressure  and  which  is  charac- 
terized by  a variety  of  symptoms  including  joint 
pains  (bends),  cough,  chest  pain  and  dyspnea 
(chokes),  vertigo,  skin  disturbances  such  as  rash 
and  pruritus  (itch),  and  central  nervous  system 
symptoms  such  as  visual  disturbances,  aphasias, 
paralyses,  and  so  forth.  Shock  and  long-delayed 
effects,  such  as  aseptic  bone  necrosis,  may  compli- 
cate the  syndrome. 

Historic  aspects 

The  signs  of  decompression  sickness  were  first 
noted  in  1659  by  Boyle1  in  animals  subjected  to  re- 
duced atmospheric  pressure.  He  observed  convul- 
sions preceding  the  death  of  the  animal  and  postu- 
lated that  air-bubble  formation  in  the  blood  and 
tissues  of  the  body  contributed  to  the  premortal 
agony.  Speculating  on  the  effects  of  intravascular 
bubbles,  he  says:  “.  . . and  so  by  choaking  up 

some  passages,  and  vitiating  the  figure  of  others, 
disturb  and  or  hinder  the  due  circulation  of  the 
Bloud.  Not  to  mention  the  pains  that  such  dis- 
tensions (of  blood  vessels)  may  cause  in  some 
Nerves,  and  membranous  parts  . . 

Following  Boyle’s  observations  and  prophetic  ! 
remarks,  the  subject  remained  almost  untouched 
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until  the  ninteenth  century  when  Pol  and  Watelle2 
gave  the  first  account  of  “compressed  air  illness” 
(caisson  disease)  and  came  to  the  remarkable  con- 
clusion that  the  danger  was  proportional  to  the  de- 
gree and  period  of  compression  and  especially  to 
the  rapidity  of  decompression.  They  also  indicat- 
ed that  if  symptoms  of  the  disease  occurred,  the 
treatment  should  be  recompression  followed  by 
even  slower  decompression.  A more  systematic- 
study  was  published  in  1878  by  Bert3  who  indicat- 
ed that  the  cause  of  the  symptoms  of  caisson  dis- 
ease was  the  liberation  of  nitrogen  bubbles  and 
demonstrated  that  if  animals  were  placed  in  an 
oxygen-rich  atmosphere  for  some  time  before 
being  rapidly  decompressed,  no  bubbles  were 
formed. 

The  first  report  of  air  bubbles  in  animals  ex- 
posed to  altitude  (62,000  feet)  was  given  by 
Hoppe-Seyler  in  1857, 1 and  Henderson,5  sixty 
years  later,  considered  the  possibility  of  decom- 
pression sickness  in  flying  personnel,  but  he  com- 
mented that  airplanes  at  that  time  were  not  get- 
ting high  enough  and  fast  enough  for  the  disorder 
to  develop.  Bends  at  simulated  altitudes  were  re- 
ported by  Jongbloed  in  1930, 8 and  a year  later  by 
Barcroft  et  al.~  Several  other  investigators,  in- 
cluding Heller,  Mager,  and  von  Schrotter,8  who 
made  the  first  and  maybe  most  detailed  study  on 
divers’  bends,  Boycott  and  Damant,9  and  Hill10 
made  essential  contributions  to  our  knowledge  of 
decompression  sickness.  Finally,  the  work  of 
Armstrong,11  and  later  that  of  Behnke,12  provided 
a basis  for  many  more  recent  developments  in  un- 
derwater and  aerospace  physiology  which  have  im- 
proved our  understanding  of  decompression  sick- 
ness. 

Etiology  and  pathogenesis 

Disorders  associated  with  changes  in  barometric 
pressure  are  better  understood  when  one  considers 
certain  simple  laws  of  physics.  Dalton's  law  states 
that  the  total  pressure  of  a mixture  of  gases  is  the 
sum  of  the  partial  pressures  of  each  gas.  Henry’s 
law  states  that  the  amount  of  gas  dissolved  in  a 
liquid  is  proportional  to  the  partial  pressure  of 
that  gas.  Accordingly,  at  sea  level  a certain 
amount  of  nitrogen  is  dissolved  in  the  blood  and 
tissues  of  the  body,  that  amount  corresponding  to 
the  partial  pressure  of  nitrogen  at  sea  level.  Solu- 
bility of  nitrogen,  or  of  any  other  substitution  gas, 

[in  various  tissues  is  another  factor  which  influ- 
ences the  amount  and  site  of  gas  concentration. 
When  the  ambient  air  pressure  increases  the  par- 
tial pressure  of  nitrogen  also  increases,  and  thus 
more  gas  will  be  dissolved  in  the  fluids  and  tissues, 
and  a new  equilibrium  will  be  established,  provid- 

[ing  that  exposure  to  the  hyperbaric  environment 
has  been  given  sufficient  time. 

When  one  is  exposed  to  an  environment  of  lower 
barometric  pressure,  the  nitrogen  already  dis- 


solved in  the  blood  and  tissues  will  be  in  disequili- 
brium with  the  environment.  This  will  occur 
when  one  returns  to  sea  level  from  a higher  pres- 
sure, as  in  the  case  of  an  ascending  diver,  or  when 
one  leaves  the  surface  of  the  earth  and  exposes 
oneself  to  the  reduced  pressure  of  high  altitudes 
and,  of  course,  to  the  lack  of  pressure  in  space.  In 
both  situations  the  gas  dissolved  in  blood  and 
tissues  of  the  body,  having  a partial  pressure  high- 
er than  that  in  the  environment,  tends  to  leave  the 
liquid  phase.  If  the  rate  of  the  reduction  of  the 
ambient  pressure  is  slow  enough  to  permit  gradual 
elimination  of  the  “excess”  nitrogen  through  the 
lungs,  in  all  probability  no  ill  effects  will  be  ob- 
served. But  if  the  fall  in  barometric  pressure  is 
rapid,  the  blood  and  tissues  will  become  super- 
saturated with  nitrogen  which  will  tend  to  “precip- 
itate” as  bubbles. 

The  AP  (differential  pressure)  or  tendency  for  a 
gas  to  leave  the  liquid  phase  is  given  in  the  equa- 
tion introduced  by  Harvey  in  which  AP  = t — P, 
where  t is  the  total  tension  of  the  dissolved  gas(es) 
in  the  medium,  and  P is  the  ambient  pressure  con- 
sisting of  the  total  pressure  of  gases  in  the  environ- 
ment plus  the  hydrostatic  pressure  of  the  blood  or 
tissue.  It  is  apparent  that  when  the  P decreases, 
as  during  exposure  to  an  environment  of  lower 
barometric  pressure,  the  AP,  that  is  the  tendency 
of  gas  to  come  out  of  solution,  increases. 

It  is  not  difficult  to  appreciate  the  fact  that  de- 
compression sickness  of  caisson  workers,  divers,  or 
aviators,  although  differing  in  the  circumstances  of 
its  development  and  progression  of  the  process,  in- 
volves the  same  fundamental  mechanism  and  thus 
exhibits  many  similarities  in  its  manifestation. 
Despite  uncertainties  regarding  the  origin,  site, 
and  mode  of  action,  gas  bubbles  are  generally  ac- 
cepted as  the  basic  initiating  factor  in  the  produc- 
tion of  the  disorder. 

The  gas  bubbles  are  formed  first  in  tissues  and 
the  venous  circulation,  appearing  later  in  the  arte- 
ries. The  formation  and  growth  of  gas  bubbles  in 
tissues  and  blood  have  several  direct,  as  well  as  in- 
direct, potentially  detrimental  effects.  They  may 
obstruct  blood  flow  and  resuk  in  ischemia  and  in- 
farction. Expanding  bubbles  in  muscles  and  ten- 
dons may  cause  pain  by  distorting  and  deforming 
nerve  endings.13  Ischemia  and  release  or  activa- 
tion of  humoral  agents  may  also  contribute  to  the 
production  of  pain.  Gas  bubbles  arising  in  the 
vessels  and  lipid-rich  tissues  of  the  brain  and  spi- 
nal cord  or  air  embolization  of  the  central  nervous 
system  could  be  responsible  for  neurologic  mani- 
festations, and  embolization  to  the  lung  could  con- 
tribute to  the  respiratory  signs  of  the  disease. 

The  bubble  theory,  however,  is  not  all-inclusive 
and  leaves  an  appreciable  deficit  in  our  under 
standing  of  various  phenomena  and  problems  in 
decompression  sickness.  Signs  of  the  sickness 
may  develop  without  evidence  of  circulatory  ob- 
struction by  gas  bubbles,  and  gas  bubbles  can  exist 
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without  manifestation  of  the  disease  (the  so-called 
“silent”  bubbles).  Furthermore,  gas  bubbles,  or  at 
least  their  direct  effects,  cannot  explain  certain 
complications. 

It  seems  plausible  that  gas  bubbles  only  initiate 
a complex  and  self-propagating  disease  process, 
the  development  and  seriousness  of  which  depend 
more  on  the  involvement  of  biohumoral  and  other 
factors  than  on  the  gas  bubble  itself. 

Fat  emboli  produced  by  decompression  injury  to 
bone  marrow  and  adipose  tissue  or  resulting  from 
a gas-induced  disruption  of  lipoprotein  linkages  in 
the  blood,  have  been  implicated  in  the  pathogene- 
sis of  the  syndrome.14"16  Clumping  of  red  blood 
cells  was  considered  a secondary  complicating  fac- 
tor as  early  as  1938. 1 ' Disseminated  intravascular 
coagulation  associated  with  a fall  in  the  circulating 
platelet  count  may  also  play  an  important  patho- 
genetic role.18 

Many  of  the  previously  mentioned  complicating 
factors  may  be  the  result  of  surface  activity  of  the 
bubbles.19  Intravascular  gas  bubbles  may  act  as 
foreign  surfaces  to  cause  denaturation  of  plasma 
proteins,  clumping  of  red  blood  cells,  platelet  ad- 
hesion and  aggregation,  coalescence  of  plasma  lip- 
ids, and  activation  of  the  Hageman  factor,  which 
in  turn  could  result  in  activation  of  the  coagulation 
mechanism,  of  the  kinin  system,  and  of  other  hu- 
moral agents.15’19"23  Gas-induced  osmosis  result- 
ing in  changes  of  water  concentration  in  certain 
tissues  has  also  been  recently  considered  as  a fac- 
tor in  decompression  sickness  and  in  aseptic  bone 
necrosis  produced  by  exposure  to  dysbaric  condi- 
tions.24 

Prevention  and  treatment 

Susceptibility  to  decompression  sickness  and  se- 
verity of  the  pathologic  changes  depend  on  many 
predisposing  factors,  including  species,  age,  sex, 
amount  of  adipose  tissue  (obesity),  and  prior  expo- 
sure to  dysbaric  conditions.  For  example,  diving 
preceding  exposure  to  altitude  predisposes  one  to 
decompression  sickness,  and  obesity  increases  sus- 
ceptibility to  the  disease.  Preoxygenation  for  sev- 
eral hours  at  ground  level  by  removing  nitrogen 
(denitrogenation)  reduces  the  potential  of  bubble 
formation  and  serves  to  protect  against  the  dis- 
ease. Heparin,  with  its  anticoagulant  and  lipid- 
clearing effect,  has  been  used  for  both  prophylaxis 
and  treatment  of  decompression  sickness. 20,25,26 
Plasma  expanders,  such  as  dext.ran,  have  been  em- 
ployed in  the  treatment  of  the  disease,  particularly 
to  counteract  the  hemoconcentration  and  hypovo- 
lemic shock  that  often  complicate  the  syn- 
drome.14,2' Dextran,  in  addition  to  compensat  ing 
for  the  plasma  deficit,  may  also  act  by  means  of  its 
anticoagulant  effect  and  its  inhibition  of  platelet 
adhesiveness. 

Several  other  pharmacologic  agents  have  been 
used  for  the  prevention  and  treatment  of  decom- 


pression sickness.  Some  of  them  appeared  prom- 
ising; others  generated  skepticism.  Many  did  not 
prove  commensurate  with  the  expectations  and 
were  abandoned.  Research  is  in  progress  on  new 
pharmacologic  approaches.  However,  until  more 
light  is  shed  on  the  obscure  pathogenesis  of  de- 
compression sickness  and  the  effectiveness  of  new 
treatments  is  established,  conventional  prophylac- 
tic and  therapeutic  measures  will  still  prevail. 
These  include  gradual  safe  decompression  and 
breathing  of  oxygen  or  oxygen  and  inert  gas 
mixtures  as  a prophylactic  procedure  and  immedi- 
ate oxygen  or  air  recompression  followed  by  grad- 
ual decompression  as  a therapeutic  method.  Be-  i 
cause  these  procedures  are  neither  foolproof  nor 
their  application  always  possible,  the  need  for  al- 
ternative or  supplementary  treatments  is  evident. 

Studies  conducted  in  our  laboratories 

Our  work  on  the  mechanism  and  prevention  of 
decompression  sickness  led  us  to  theorize  that 
smooth  muscle-stimulating  substances  are  impli- 
cated in  the  pathogenesis  of  the  disease.  This 
concept  is  based  on  the  following  observations: 
(1)  bradykinin  intensifies  pathologic  alterations 
and  increases  the  mortality  rate  in  decompression 
sickness; 28  (2)  compounds  such  as  PPCH  (2-(4-  i 
phenyl-  1 -piperazinylmethyl)cyclohexanone)28,29 
and  dimethothiazine  (Migristene)30  with  activities  1 
against  smooth  muscle-stimulating  substances  (for  , 
example,  bradykinin,  histamine,  5-hydroxytryp- 
tamine)  ameliorate  and  even  prevent  decompres- 
sion sickness;  (3)  the  activity  of  a new  humoral. 
SMAF  (smooth  muscle  acting  factor)  increases  in 
decompression  sickness;22  (4)  SMAF  potentiates  : 
bradykinin  and  other  smooth  muscle  stimulants, 
causes  bronchoconstriction,  and  increases  vascular 
permeability;23,31  and  (5)  SMAF  increases  suscep- 
tibility to  decompression  sickness.29 

Decompression  sickness  was  produced  in  obese 
mice  by  subjecting  the  animals  to  90  psi  (absolute) 
air  pressure  for  six  hours  and  then  decompressing 
them  within  one  minute  to  sea  level.  The  various 
groups  of  control  and  drug-treated  animals  were 
all  simultaneously  exposed  to  identical  pressure 
conditions.  Soon  after  decompression  the  control 
animals  exhibited  scratching,  respiratory  distress 
with  choking,  hiccup,  convulsions,  and  most  ol 
them  expired  within  thirty  minutes  following  de- 
compression. Gross  and  microscopic  examination 
revealed  gaseous  distention  of  the  gastrointestinal 
tract,  accumulation  of  gas  in  the  adipose  tissue, 
and  presence  of  gas  bubbles  in  the  bone  marrow 
spleen,  adrenals,  vena  cava,  right  side  of  the  heart, 
and  in  pulmonary  and  other  vessels.  Among  other 
findings  there  was  an  increase  in  the  perivascular 
space  in  the  lung  (edema?),  bronchoconstriction 
and  pronounced  hyperemia  and  hemorrhagic  foci 
in  the  bone  marrow. 

Administration  of  bradykinin  immediately  after 
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TABLE  I.  Effect  of  "anti-inflammatory"  drugs  on  mortality 
rate  of  obese  mice  in  decompression  sickness 


Drug 

Mortality 

Hate 

(Per  Cent) 

Statistical 

Significance 

Control 

78  (31/40) 

PPCH  (60  mg.  per 

kilogram 

43  (12/28) 

0.001  < P < 0 .01 

PPCH  (120  mg.  per 

kilogram) 

19  (3/16) 

P < 0.001 

Control 

70  (23/33) 

dimethothiazine 

21  (7/33) 

P <0.001 

decompression  exaggerated  many  of  these  patho- 
logic alterations  and  increased  the  number  of 
deaths.  In  contrast  in  animals  treated  with  PPCH 
or  dimethothiazine  prior  to  compression  clinical 
manifestations  were  ameliorated,  pathologic 
changes  were  minimal  or  absent,  and  the  mortality 
rate  was  significantly  reduced  (Table  I).  The  de- 
compression sickness-preventing  effect  of  PPCH 
has  recently  been  confirmed  by  other  investigators 
in  experiments  with  rats  and  hamsters.32 

Seeking  additional  support  for  the  hypothesis 
that  smooth  muscle-stimulating  substances  play  a 
role  in  the  mechanism  of  decompression  sickness, 
we  explored  the  possibility  that  bradykinin  is  acti- 
vated in  animals  exposed  to  compression-decom- 
pression. We  extracted  tissues  from  control  and 
decompressed  mice,  but  we  found  no  evidence  of 
bradykinin  activation.  We  did.  however,  come 
across  a new’  smooth  muscle-stimulating  factor  in 
the  lung  extract,  the  activity  of  which  increases  in 
decompression  sickness.  This  previously  uniden- 
tified factor  was  called  SMAF,  which  is  the  acro- 
nym derived  from  smooth  muscle  acting  factor. 
SMAF  is  probably  a polypeptide  which  elicits  slow 
weak  contractions  of  smooth  muscle,  causes  bron- 
choconstriction,  increases  vascular  permeability, 
and  potentiates  bradykinin  and  other  smooth- 
muscle  stimulants.22-31  SMAF  was  subsequently 
also  found  in  blood,  kidney,  and  other  organs  of 
several  species  including  human  beings.  The 
physical,  chemical,  biologic,  and  pharmacologic 
properties  of  SMAF  distinguish  it  from  similar 
substances,  such  as  bradykinin,  substance  P,  pros- 
taglandin, and  various  other  factors  w’hich  either 
stimulate  smooth  muscle  or  increase  its  respon- 
siveness to  stimulants. 

The  increase  of  SMAF  activity  in  decompres- 
sion sickness  strengthens  the  theory  that  smooth 
muscle-stimulating  substances  are  involved  in  the 
pathogenesis  of  the  disease.  According  to  this 
theory,  bradykinin,  SMAF,  and  other  smooth 
muscle-stimulating  substances  released  or  activat- 
ed in  decompression  sickness  induce  several  tissue 
responses  w’hich  contribute  to  the  production  of 
the  syndrome.  For  example,  bradykinin  and 
SMAF,  by  causing  bronchoconstriction,  could  in- 
terfere with  the  elimination  of  nitrogen.  This 
could  also  contribute  to  the  respiratory  distress 


observed  in  decompressed  animals.  These  agents 
could  also  induce  circulatory  changes  favoring  nu- 
cleation  and  growth  of  gas  bubbles.  Furthermore, 
they  may  increase  vascular  permeability  which 
could  contribute  to  the  production  of  hemoconcen- 
t rat  ion  and  hypovolemic  shock  that  often  compli- 
cates decompression  sickness.  The  mechanism  by 
which  SMAF,  bradykinin,  and/or  other  smooth 
muscle-stimulating  agents  are  activated  or  re- 
leased is  at  present  a matter  of  speculation.  Gas 
bubbles  may  cause  cellular  injury  or  alteration  re- 
sulting in  the  release  of  such  agents  or  of  their  ac- 
tivators. Or,  surface  activity  of  bubbles  may  acti- 
vate plasma  components  such  as  the  Hageman  fac- 
tor which  in  turn  may,  directly  or  indirectly,  cause 
release  or  activation  of  humoral  agents. 

Exposure  to  the  pressure  conditions  described 
previously  produces  decompression  sickness  in 
obese  but  not  in  thin  mice.33  Even  when  decom- 
pression from  90  psi  to  sea  level  is  followed  by  ex- 
posure to  simulated  altitude  only  a small  percent- 
age of  thin  mice  developed  decompression  sick- 

90 

ness. 

In  view’  of  these  observations,  the  possibility 
that  administration  of  SMAF  could  render  thin 
mice  susceptible  to  decompression  sickness  and 
that  PPCH  could  counteract  this  effect  of  SMAF 
was  entertained. 

Thin  mice  were  subjected  to  90  psi  air  pressure 
for  five  hours,  decompressed  to  sea  level,  and  after 
a short  surface  interval  further  decompressed  to  a 
simulated  altitude  of  26,000  to  28,000  feet.  Clini- 
cal manifestations  of  decompression  sickness  and 
pathologic  alterations  were  observed  in  a few  ani- 
mals, and  the  mortality  rate  was  only  12.5  per 
cent.  When,  however,  SMAF  was  administered 
before  exposure  to  altitude  most  of  the  animals  de- 
veloped symptoms  and  pathologic  changes  as  seen 
in  the  susceptible  obese  mice,  and  the  mortality 
rate  reached  45  per  cent.  Treatment  of  the  ani- 
mals w’ith  PPCH  before  compression  counteracted 
the  effect  of  SMAF  and  prevented  decompression 
sickness.  All  of  the  animals  survived,  and  none 
exhibited  any  pathologic  alterations.29  Consid- 
ering the  postulated  implication  of  smooth  mus- 
cle-stimulating factors  in  the  mechanism  of  de- 
compression sickness  it  is  hypothesized  that 
SMAF  increases  the  susceptibility  of  thin  mice  to 
the  sickness  by  its  direct  action  on  smooth  muscle 
and/or  by  its  ability  to  increase  responsiveness  of 
smooth  muscle  organs  to  bradykinin  and  other 
stimulants. 

The  striking  decompression  sickness-preventing 
effect  of  PPCH  and  dimethothiazine  is  considered 
to  be  primarily  due  to  the  ability  of  these  com- 
pounds to  block  the  action  of  smooth  muscle-stim- 
ulating substances.  Other  mechanisms,  however, 
cannot  be  ruled  out.  The  findings  of  these  inves- 
tigations are  consistent  with  the  postulate  that  hu- 
moral factors  are  involved  in  the  mechanism  of  de- 
compression sickness.  This  pathogenetic  concept 
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provides  the  basis  for  a new  pharmacologic  ap- 
proach to  the  prevention  or  amelioration  of  the 
disease. 
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Inert  Gases 
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Veterans  Administration  Hospital 

Working  at  pressures  ditferent  from  the  custom- 
ary atmosphere  offers  a variety  of  problems,  some 

I of  which  are  quite  old.  The  Brooklyn  Bridge  was 
finished  in  1883,  after  fourteen  years  of  construc- 
tion. Many  men  suffered  terribly  from  the  bends, 
and  some  died  because  they  had  to  work  under 
pressure  to  complete  the  foundations.  The  story 
is  related  in  a fascinating  manner  in  a new  book  by 
McCullough.1  More  recently  problems  have  be- 
come well-known  not  only  in  people  who  work  in 
compressed  caissons  but  also  in  the  case  of  divers, 
men  escaping  from  submarines  at  great  depth, 
persons  undergoing  medical  hyperbaria,  and  pilots 
and  others  flying  at  high  altitudes. 

The  most  visible  aspect  of  the  problem  is  related 
to  the  poor  solubility  of  the  inert  gas  nitrogen  and 
its  release  in  bubble  form  when  reduced  pressure 
causes  body  fluids  to  become  supersaturated.  We 
will  soon  see,  however,  that  many  other  factors  be- 
come involved  as  we  extend  our  exploration  to 
great  depths  in  the  ocean  for  scientific  and  com- 
mercial reasons.  This  short  report  will  touch 
lightly  on  some  more  obvious  problems,  but  there 
are  many  aspects  of  the  subject,  each  of  which 
could  easily  be  the  basis  for  an  entire  symposium 
(Fig.  1). 

Problems  of  air  diving 

The  three  cardinal  problems  of  air  diving  are 
dysequilibrium  phenomena,  nitrogen  narcosis,  and 
need  for  decompression.  Their  recognition  has 
led  to  carefully  prepared  rules  of  diving.  The  ba- 
sics can  be  learned  by  anyone  who  will  enroll  in 
one  of  the  popular  scuba  diving  schools  of  this 
city.2  It  is  of  interest,  however,  that  most  scuba 
diving  deaths  occur  when  certified  or  expert  divers 
deliberately  bend  or  disobey  the  rules. 

Dysequilibrium  phenomena.  During  com- 
pression, nitrogen  equilibrates  slowly  in  body 
fluids  because  its  diffusion  rate  is  proportional  to 
its  low  solubility  (Table  I).  Since  the  body  con- 
sists of  multiple  tissues  and  organs  with  v'ery  dif- 
ferent blood  flows  and  affinities  for  nitrogen  (lipid 
five  times  greater  than  water),  there  are  slow  and 

Presented  at  the  167th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Space 
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fast  compartments.  Concentration  gradients,  per- 
haps because  of  osmotic  effects, :i  produce  stresses 
that  may  be  the  cause  of  such  problems  as  aseptic 
bone  necrosis  and  vestibular  dysfunction.  These 
things  are  not  generally  perceived  by  the  diver  in 
air  diving  because  changes  in  the  size  of  air  pock- 
ets in  the  middle  ear,  sinuses,  or  gastrointestinal 
tract  produce  discomforts  that  cause  the  diver  vol- 
untarily to  limit  the  rate  of  pressure  change. 
These  minor  dysequilibria  or  “squeezes”  are  im- 
portant and  may  result  in  such  things  as  ruptured 
tympanic  membranes  in  unconscious  patients  ur- 
gently compressed  for  hyperbaric  therapy  without 
bilateral  myringotomy.  Dysequilibrium  problems 
become  more  complex  and  important  during  com- 
pression to  high  pressures. 

During  decompression  there  are  not  only  “re- 
verse squeezes”  but  the  rather  protean  manifesta- 
tions of  decompression  sickness,  all  due  to  pres- 
sure dysequilibrium  of  either  gas  pockets  on  the 
one  hand  or  body  fluids  supersaturated  with  nitro- 
gen on  the  other.  Boycott,  Damant,  and  Haldane, 
in  1908, 4 provided  the  basis  for  the  Royal  Navy 
rule  of  thumb  that  a pressure  decrease  of  one-half 
was  safe.  Although  not  precisely  followed  today, 
this  is  the  basis  for  most  modern  decompression 
schedules  because  it  has  prevented  most  complica- 
tions when  pressures  are  not  too  high.  This  rule 
very  simply  means  that  “safe”  diving,  which  is  div- 
ing without  decompression,  is  limited  to  about  33 
feet  of  water  or  2 ATA  (atmospheres  absolute). 
The  rule  also  works  fairly  well  for  flying.  There 
have  been  very  few  cases  of  decompression  sick- 
ness in  persons  ascending  quickly  to  heights  of 
18,000  feet  (0.5  ATA)  or  less.5  When  the  ascent  is 
to  35,000  feet  or  more,  at  least  50  per  cent  develop 
clinical  decompression  sickness  if  the  cabin  is  un- 
pressurized. For  this  reason,  it  is  standard  prac- 
tice for  aircraft  personnel  to  start  breathing  oxy- 
gen when  they  first  come  aboard.  This  purges  the 
nitrogen  before  the  ascent  is  started. 

Nitrogen  narcosis.  At  depths  greater  than 
100  feet  (4  ATA)  there  is  some  euphoria,  and  at 
about  225  feet  (7.8  ATA)  there  is  impairment  of 
cerebral  function  due  to  the  narcotic  effect  of  ni- 
trogen. This  phenomenon  has  been  described  as 
the  “rapture  of  the  deep.”  It  is  dangerous  since  it 
impairs  a diver’s  judgment.  Oxygen  significantly 
potentiates  nitrogen  narcosis.  With  training,  air 
dives  have  been  carried  out  to  at  least  325  feet 
without  accident.  Important  work  on  inert  gas 
narcosis  is  being  carried  out  under  Lambertsen6 
for  the  Navy.  By  substituting  one  gas  for  another 
in  each  simulated  dive,  the  relative  narcotic  effect 
of  a gas  can  be  studied  at  different  pressures  under 
controlled  circumstances,  where  usual  vital  signs 
and  the  electroencephalogram  can  be  monitored, 
and  tests  of  motor  skill,  cerebration,  and  so  forth 
can  be  administered.  This  work  is  very  inter- 
esting and  has  shown  that  pressure  moderates  ni- 
trogen narcosis,  possibly  by  changing  the  spatial 
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tom  fish  are  known  to  live  at  extreme  depths.  All  scales  logarithmic,  representing  pressure  range  of  1 to  10,000.  ATA 
= atmospheres  absolute,  PSIA  = pounds  per  square  inch  absolute,  PSIG  = pounds  per  square  inch  gauge.  At  sea  level 
pressure  is  1 ATA  or  14.7  PSIA,  but  0 PSIG.  Air  pressure  760  torr.  (mm.  Hg)  and  oxygen  about  152  torr.  Hypoxia  on  air 
occurs  above  18,000  feet  (0.5  ATA),  and  if  ascent  is  rapid  bends  may  result.  On  oxygen  one  could  theoretically  go  about 
twice  as  high  as  Mt.  Everest  unpressurized,  but  this  would  require  perfect  oxygen  delivery.  Such  ascents  are  made  in 
sealed  gondolas.  A pressurized  balloon  ascent  has  been  made  to  113,000  feet  (about  0.01  ATA).  Pulmonary  oxygen 
toxicity  may  occur  in  six  to  eighteen  hours  at  sea  level  but  short  periods  of  pure  oxygen  breathing  used  for  military  pur- 
poses to  25  feet  (1.7  ATA)  and  for  medical  purposes  to  3 ATA  (66  feet).  At  this  pressure  there  is  always  some  risk  of 
convulsions.  Since  decompression  is  only  safe  to  less  than  one-half  the  initial  pressure,  scuba  diving  at  more  than  33 
feet  entails  increasing  risk  of  decompression  sickness.  Nitrogen  narcosis  makes  air  diving  to  more  than  225  feet  (7.5 
ATA)  unsafe.  Reducing  oxygen  and  exchanging  helium  for  nitrogen  has  permitted  actual  dives  to  1,000  feet  and  simulat- 
ed dives  to  2,000  feet.  The  HPNS  (high  pressure  nervous  syndrome)  is  helium  dysequilibrium  syndrome  that  limits  rate  of 
descent.  Theoretic  limit  where  gas  density  would  reduce  activity  to  rest,  because  of  difficulty  in  breathing,  is  5,000  feet 
(150  ATA).  Effects  of  pressure  alone  would  probably  limit  open  descent  to  about  7,500  feet  (225  ATA)  because  of  mo- 
lecular compression  and  distortion  even  if  breathing  problems  were  overcome.  Some  diving  limits  shown  under  Signifi- 
cance. Auguste  Piccard  was  able  to  descend  more  than  35,000  feet  to  bottom  of  Mariana  Trench  in  a Bathyscaph  in 
1960.  There  he  saw  flat  fish  resembling  flounder. 


TABLE  I.  Solubility  of  gases  at  37°  C. 


Gas 

Water* 

Lipid 

Lipid/ 

Water 

Oxygen 

0.024 

0.120 

5.0 

Carbon  dioxide 

0.568 

1.20 

2.1 

Nitrogen 

0.0125 

0.069 

5.5 

* a absorption  coefficient 

— milliliters 

gas  (STSP)/mi 

lliliter  water 

at  ga«  pressure  of  760  torr. 


arrangement,  of  molecular  components  of  the  cell 
wall. 


Need  for  decompression.  The  supersatura- 
tion of  body  fluid  with  nitrogen  that  occurs  with 
air  diving  must  be  treated  with  respect  to  avoid 
discomfort,  serious  complications,  and  even  death. 
Although  30  feet  (1.8  ATA)  is  a safe  rule  for  an 
amateur  diving  limit,  greater  depths  are  generally 
possible  if  a one-tank-a-day  stricture  is  followed. 
The  rapidity  with  which  the  air  is  used  decreases 
with  training  as  breathing  control  develops,  but 
for  each  person  it  is  roughly  proportional  to  the 
depth  of  the  dive.  Thus  a standard  tank  that  lasts 
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an  hour  at  30  feet  can  he  expected  to  become 
empty  in  about  twenty  minutes  at  90  feet,  and  this 
is  too  short  a time  for  nitrogen  saturation  to  occur. 
Too  rapid  an  ascent  (faster  than  the  small  air  bub- 
bles) will  still  be  dangerous,  but  decompression 
sickness  will  rarely  develop.  This  is  not  to  say 
that  no  nitrogen  bubbles  are  formed.  Ultrasonic 
detectors  can  monitor  venous  bubbles  forming  on 
decompression  under  circumstances  considered 
“safe”  and  where  there  are  absolutely  no  symp- 
toms.7 The  presence  of  symptoms  as  well  as  their 
pattern  is  again  a matter  of  biologic  variation. 
Animal  studies  of  decompression  sickness  fre- 
quently require  that  the  tolerance  of  individual 
subjects  be  carefully  determined.  Otherwise,  con- 
trols will  not  be  valid.8 

Nitrogen  bubbles  are  believed  to  form  first  in 
tissues  with  a high  lipid  content  since  the  amount 
of  dissolved  nitrogen  is  greater.  This  accounts  for 
frequent  involvement  of  the  liver  and  early  ap- 
pearance of  bubbles  in  the  venous  blood.9  When 
bubbles  reach  a supercritical  size  of  1 micron  the 
surface  stress  exceeds  the  surface  tension,  and 
there  is  explosive  bubble  growth. 7 Other  available 
gases  take  part  in  this  so  that  high  carbon  dioxide 
tensions  may  make  bubbles  larger.  As  we  will  see, 
pathologic  effects  greatly  exceed  the  mere  me- 
chanical effects  of  the  bubbles,  as  important  as 
these  are. 

Prevention  is  much  easier  than  treatment  of  de- 
compression sickness.  Controlled  decompression 
can  greatly  reduce  its  incidence.  Schedules  need 
to  be  enforced  rigorously,  and  if  this  is  done  com- 
plication will  be  rare.  In  ten  years  of  use  this  poli- 
cy has  been  followed  for  the  large  Mount  Sinai  hy- 
perbaric chamber,  and  there  have  been  no  major 
decompression  problems.  The  use  of  knowledge- 
able ex-Navy  personnel  as  chamber  engineers  has 
insured  enforcement  of  the  schedules. 

Other  diving  problems 

Psychologic  problems.  Psychologic  problems 
range  from  simple  panic  states  in  untrained  indi- 
viduals to  serious  lapses  of  judgment  or  even  frank 
antisocial  behavior  in  trained  divers.  All  such 
reactions  must  be  considered  potentially  life 
threatening.  The  stresses  encountered  in  diving 
are  enormous,  and  symptoms  of  serious  strains 
are,  therefore,  not  surprising  in  prolonged  high- 
pressure  situations  such  as  are  encountered  in  un- 
derwater habitats. 

Carbon  dioxide  toxicity.  The  density  of  air 
increases  the  work  of  breathing  in  deep  dives  and 
tends  to  cause  an  increase  in  arterial  carbon  diox- 
ide tension  (PaCC^).  In  most  individuals  this 
stimulates  breathing,  but  many  professional  divers 
show  adaptation  to  carbon  dioxide  and  have  an  in- 
adequate response  to  an  increase  in  carbon  dioxide 
tension.  This  is  especially  true  of  those  working 
in  helmets.  A diver  will  seldom  stop  work  because 
he  cannot  keep  his  carbon  dioxide  tension  at  40. 10 


Evidence  of  adaptation  may  persist  for  several 
months  during  nondiving  periods  but  is  seldom 
seen  in  amateurs.  Increases  in  arterial  carbon 
dioxide  tension  may  reach  70  torr.  with  minimal 
symptoms  so  that  a rather  marked  decrease  in  ar- 
terial pH  occurs.  Adaptation  to  carbon  dioxide 
increases  breath-holding  ability  in  free  dives,  and 
arterial  oxygen  tension  may  fall  so  low  that  there 
is  increased  danger  of  shallow  water  blackout.  An 
increase  in  arterial  carbon  dioxide  tension  also  has 
two  additional  risks:  (1)  an  enhanced  danger  of 

neurogenic  oxygen  toxicity  and  (2)  an  increased 
incidence  of  decompression  sickness.  There  does 
not  appear  to  be  any  definite  potentiation  of  nitro- 
gen narcosis.10 

Carbon  monoxide  poisoning.  Carbon  monox- 
ide is  always  a serious  threat  unless  air  has  been 
compressed  from  a clean  source.  The  presence  of 
exhaust  fumes  from  internal  combustion  engines, 
including  compressors,  is  very  dangerous.  Divers 
should  never  use  air  from  gasoline  stations  to  fill 
tanks.  Carbon  monoxide  poisoning  is  insidious 
under  the  best  of  circumstances,  and  early  signs 
and  symptoms  are  especially  difficult  to  detect  in 
divers.  Carbon  monoxide  poisoning  decreases  the 
ability  of  hemoglobin  to  transport  oxygen,  but, 
more  importantly,  it  causes  severe  “affinity  hypox- 
ia” by  binding  the  oxygen  that  is  carried  more 
tightly  so  that  less  is  available  to  the  tissue.  The 
P-,o  (pressure  in  mm.  Hg  that  produces  50  per  cent 
saturation  of  hemoglobin)  of  oxygen  is  markedly 
shifted  to  the  left.  Fifty  per  cent  carbon  monox- 
ide binding,  which  can  occur  with  less  than  0.1  per 
cent  carbon  monoxide,  shifts  the  P50  from  26  torr. 
to  13.3  torr.  and  reduces  available  oxygen  by  more 
than  75  per  cent.  In  addition,  there  is  probably  an 
important  tissue  toxicity.11 

Oxygen  toxicity.  Central  nervous  system  oxy- 
gen toxicity  or  neurotoxicity  resulting  in  uncon- 
sciousness and  convulsions  was  first  described  by 
Bert  in  1878, 12  and  is  now  called  the  Paul  Bert  ef- 
fect. The  Navy  oxygen  tolerance  test,  used  in  div- 
ing training,  consists  of  breathing  pure  oxygen  at 
2.8  ATA  for  thirty  minutes  at  rest. 

Convulsions  occur  in  approximately  2 per  cent 
of  trainees,  and  the  onset  may  be  in  as  little  as  fif- 
teen minutes.13 

Less  acute  in  onset  is  pulmonary  oxygen  toxici- 
ty, the  Lorrain  Smith  effect.  The  dominant 
symptom  is  usually  substernal  distress,  and  the 
time  of  onset  is  inversely  proportional  to  the  par- 
tial pressure  of  oxygen.14  At  1 ATA  onset  varies 
from  extremes  of  six  to  eighteen  hours.  Symp- 
toms progress  slowly  to  severe  painful  dyspnea 
and  uncontrollable  coughing  at  rest.  Decrease  in 
vital  capacity  correlates  with  the  distress.  In 
medical  and  experimental  situations  of  prolonged 
oxygen  exposures  there  may  be  progressive  edema, 
hemorrhage,  hyaline  membrane  formation,  and 
eventually  pulmonary  fibrosis.  Death  may  result. 
In  military  applications  pure  oxygen  breathing  has 
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been  used  to  depths  of  25  feet,  but  this  is  not  with- 
out danger. 

Shallow  water  blackout.  Blackout  occurs  in 
skin  diving,  without  scuba  gear,  especially  where 
breath  holding  is  employed  after  hyperventilation. 
Hypoxia  is  a much  weaker  stimulus  to  respiration 
than  hypercapnia  so  that  unconsciousness  can 
occur  in  a determined  diver  who  has  hyperventi- 
lated before  submerging.  This  problem  has  been 
the  cause  of  many  pool  deaths  where  strongly  mo- 
tivated adolescents  have  tried  to  swim  a record 
distance  underwater.  Apparently  purposeful 
swimming  motion  may  actually  continue  after  the 
onset  of  unconsciousness.  All  swimmers,  and 
especially  persons  responsible  for  children,  should 
be  aware  of  this  danger. 

Submarine  escape 

Successful  escape  at  great  depths  requires  rapid 
compression  and  controlled  ascent  while  exhaling. 
The  optimal  rate  from  640  feet  (20  ATA)  to  avoid 
nitrogen  narcosis,  decompression  sickness,  carbon 
dioxide  intoxication,  and  hypoxia  would  be  340 
feet  per  minute.  At  this  depth  a potentially  lethal 
amount  of  nitrogen  can  be  dissolved  in  little  more 
than  one  minute,  and  any  degree  of  breath  holding 
may  result  in  a lethal  surface  lung  volume,  (in  this 
instance  potentially  20  times  the  starting  vol- 
ume).15 Actual  escape  techniques  are  taught  to  all 
submarine  crewmen  at  such  installations  as  the 
Navy  School  in  New  London,  Connecticut. 

Varieties  and  causes  of 
decompression  sickness 

The  major  categories  of  decompression  sickness 
are: 

I.  “Reverse  squeezes” 

II.  Nitrogen  dysequilibrium 

A.  Cutaneous 

B.  Musculoskeletal  “bends” 

C.  Respiratory  “chokes” 

D.  Central  nervous  system  (especially  cord) 

E.  Labyrinth  (or  central)  “staggers” 

F.  Circulatory  “shock” 

III.  Lung  rupture 

A.  Pneumothorax 

B.  Gas  embolus 

Reverse  squeezes  have  been  mentioned  already 
and  are  well  known  to  scuba  divers  and  many  air- 
line passengers. 

Lung  rupture  is  a serious  danger  of  ascent  espe- 
cially with  breath  holding.  It  causes  tension 
pneumothorax  and  predisposes  to  direct  air  em- 
bolization, a circumstance  which  is  usually  fatal. 
In  two  thirds  of  cases,  embolization  occurs  at  the 
moment  of  surfacing  and  is  rare  when  more  than 
thirty  minutes  have  elapsed.16 

Nitrogen  dysequilibrium  causes  a very  large  va- 
riety of  conditions.  Nitrogen  is  five  times  as  solu- 


ble in  lipid  as  in  water,  so  fat  depots  and  paren- 
chymal organs  may  be  especially  involved.  Bub- 
bles form  in  tissues  and  usually  gain  access  to  the 
venous  circulation.7  Gas  bubbles  once  formed 
may  be  adsorbed  very  slowly.  The  persistence  of 
small  asymptomatic  bubbles  is  probably  a major 
factor  in  the  increased  risk  of  sequential  diving. 
Cutaneous  manifestations  with  itching,  urticaria, 
cyanosis,  pain,  gas  blebs,  or  small  areas  of  fat  ne- 
crosis are  not  uncommon  especially  with  chronic 
exposure  and  may  be  seen  occasionally  in  person- 
nel working  in  medical  hyperbaric  chambers. 
This  suggests  that  the  subcutaneous  compartment 
may  be  a slow  one  or  that  the  pressure  of  clothing 
or  of  a chair  in  which  a person  is  sitting  may  im- 
pede the  removal  of  nitrogen  by  the  circulation. 

Musculoskeletal  problems,  commonly  called  the 
bends,  are  best  known.  Deep  boring  pains,  local- 
ized especially  to  shoulders  or  knees,  fatigue,  and 
chills  are  common.  Symptoms  are  usually  fairly 
prompt  in  onset  and  almost  always  begin  within 
six  hours.  They  are  aggravated  by  exercise. 
When  limited  to  musculoskeletal  manifestations, 
nitrogen  dysequilibrium  may  be  very  unpleasant 
but  is  not  very  serious.  Unfortunately,  other  life- 
threatening  manifestations,  such  as  circulatory 
failure,  may  develop  slowly  enough  to  be  over- 
looked. For  this  reason,  the  occurrence  of  the 
bends  must  be  considered  a matter  of  gravity. 

Respiratory  symptoms  or  chokes  result  from  rel- 
atively massive  pulmonary  embolization  of  gas  and 
are  fortunately  infrequent  in  man  since  their  oc- 
currence is  very  grave.  Victims  exhibit  substernal 
pain  and  paroxysmal  cough.  Cyanosis  is  frequent, 
and  shock  may  be  present.  There  is  undoubtedly 
a decrease  in  cardiac  output.  Chest  auscultation 
may  reveal  a very  loud  “mill  wheel”  or  “machine- 
ry” murmur  over  the  precordium  indicating  that 
gas  and  foam  have  collected  in  the  heart,  princi- 
pally the  right  ventricle. 

Nervous  system  symptoms  are  quite  variable 
and  include:  (1)  cord:  paralyses,  anesthesias,  and 
paresthesias  and  (2)  central:  headache,  blurred 

vision,  alterations  in  the  state  of  consciousness, 
weakness,  dizziness  (nonlabyrinthine),  and  convul- 
sions. Manifestations  may  be  rapid  or  slow  in 
onset  and  once  present  may  be  very  persistent. 
Late  symptoms  may  actually  be  due  to  fat  emboli- 
zation.9 

Labyrinthine  staggers  may  result  from  osmotic 
dysequilibrium  or  may  be  due  to  gas  bubbles.  In 
the  first  instance  they  may  be  transient.  The 
inner  ear  is  a series  of  very  slow  compartments. 
Persistent  vertigo  has  been  assumed  to  be  the  re- 
sult of  gas  bubbles  in  the  cochlea,  regio  vestibu- 
laris, or  in  the  endolymph.1 ' 

The  principle  circulatory  manifestation  of  nitro- 
gen dysequilibrium  is  shock.  There  may,  how- 
ever, be  a wide  variety  of  localized  arterial  occlu- 
sive phenomena  including  loss  of  pulse  in  a major 
artery,5  blotchy  pallor  of  the  tongue,  Liebmaster’s 
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TABLE  II.  Relative  narcotic  potency  at  37°C. 


Gas 

Molec- 

ular 

Weight 

Lipid 

Solubil- 

ity 

Potency 

ATA* 

Helium 

4 

0.015 

0.23 

190 

Neon 

20 

0.019 

0.28 

110 

Hydrogen 

2 

0.036 

0.55 

85 

Nitrogen 

28 

0.067 

1 .0 

35 

Argon 

40 

0.14 

2.3 

24 

Krypton 

84 

0.43 

7.2 

4 

Nitrous  oxide 

44 

1 .6 

20.0 

1 .5 

Xenon 

131 

1 .7 

25.6 

1 

* Loss  of  righting  reflex  mice.24 


I sign,16  and  a variety  of  visual  defects.  These  last 
are  among  the  most  serious  complications  reported 
i from  hyperbaric  facilities.  At  Duke  University, 
i where  a rigid  decompression  protocol  was  followed 
I for  safety,  there  were  3 cases  of  homonymous  hem- 
l ianopia  in  1,700  compressions,  and  one  permanent 
I visual  defect  resulted.18 

Classically,  all  of  these  things  have  been  thought 
to  be  due  to  the  mechanical  effects  of  gas  emboli, 
but  there  is  now  reason  to  believe  that  the  etiology 
: is  far  more  complex.  It  is  difficult,  for  instance,  to 
account  for  deep  shock  in  a young  man  after  de- 
compression with  hemoconcentration  to  70  per 
cent  on  a purely  mechanical  basis.  Interestingly, 

; this  is  probably  a common  area  of  pathophysiology 
► for  perfusion  and  for  hyperbaria.  Perfusionists 
have  long  known  of  the  blood-denaturing  effects  of 
direct  gas  exposure.  Common  clinical  oxygenators 
with  raw  blood-gas  interfaces  produce  serious 
damage  to  proteins  and  formed  elements  and  can 
be  safely  used  for  only  a few  hours.19  Clinically 
significant  fat  embolization  is  also  known  to  result 
from  perfusion  when  gas  directly  contacts  blood.20 
Membrane  lungs,  where  blood  and  gas  are  sepa- 
rated, avoid  these  problems  and  have  now  been 
used  for  perfusions  of  up  to  ten  days.21  Since  di- 
rect exposure  of  gas  to  blood  is  a prominent  fea- 
ture of  decompression  sickness,  it  is  not  surprising 
that  erythrocyte  aggregation,  increase  in  blood  vis- 
cosity, platelet  destruction,  coagulation  distur- 
bances, and  fat  embolization  have  been  described. 
Wells  et  al.22  studied  the  mesenteric  microvascu- 
lature and  found  serious  blood  sludging  with  capil- 
lary obstruction.  Gas  bubbles  passed  without 
trouble,  and  no  occlusive  bubble  emboli  were  seen. 
Shock  resulting  from  decompression  is  now 
thought  by  some  to  represent  a variety  of  dissemi- 
nated intravascular  coagulation.  The  long  latent 
period  for  many  cases  of  fat  embolization  after  de- 
compression would  support  this.  Treatment 
based  on  this  assumption  has  not,  however,  been 
fully  accepted,  and  there  are  dissenting  opinions. 
Reeves  and  Workman8  were  not  able  to  demon- 
strate either  therapeutic  or  prophylactic  benefit  of 
heparin  in  controlled  decompression  sickness  in 
dogs.  Loss  of  circulating  blood  volume  with  he- 
moconcentration is  a prominent  feature  of  the 
shock  of  decompression  sickness.  The  careful 


studies  by  Arthurson  and  Grotte,23  using  the  siev- 
ing ratio  of  dextran  molecules  of  different  sizes, 
were  unahle  to  show  an  increase  in  the  vascular 
permeability  for  large  molecules.  They  believed 
that  lymphatic  obstruction  by  bubbles  is  an  im- 
portant feature  of  the  shock  syndrome  and  is  the 
cause  of  the  edema  formation  so  frequently  seen. 
It  seems  probable  that  the  circulatory  manifesta- 
tions of  decompression  sickness  are  partly  me- 
chanical and  partly  due  to  blood  denaturation  and, 
therefore,  akin  to  disseminated  intravascular  coag- 
ulation. This  is  currently  an  exciting  area  of 
work. 

Aseptic  bone  necrosis 

Although  certainly  a dysequilibrium  disease  oc- 
curring with  disturbing  frequency  after  repeated 
pressurization  as  occurs  in  caisson  workers,  aseptic 
bone  necrosis  may  not  be  caused  by  decompres- 
sion. Its  incidence  is  not  correlated  with  the 
bends,  and  improved  decompression  had  not  re- 
duced its  frequency.  Harrelson  and  Hills3  have 
suggested  that  this  is  a compression  disease. 
They  have  recorded  distinct  pressure  changes  in 
the  marrow  cavity  on  both  compression  and  de- 
compression. These  effects  may  result  from  gas- 
induced  osmosis  secondary  to  partial  pressure  gra- 
dients. During  the  compression  phase,  the  partial 
pressures  of  all  inspired  gases  would  be  higher  on 
the  intravascular  side  of  the  capillaries,  and  this 
would  cause  water  to  move  into  the  vessels.  In  a 
closed  space  there  would  be  a reduction  in  pres- 
sure and,  the  authors  believe,  decreased  blood 
flow.  Whether  or  not  slower  compression  will  re- 
duce the  incidence  of  aseptic  bone  necrosis  re- 
mains to  be  studied. 

Treatment  of  decompression  sickness 

Recompression  to  the  original  pressure,  to  a 
point  where  symptoms  disappear,  or  on  a fixed 
schedule  to  a predetermined  level  (for  example,  3 
ATA,  where  100  per  cent  oxygen  may  be  given 
safely)  all  have  advocates.16  Recompression  is  the 
principal  form  of  treatment  for  decompression 
sickness.  Most  therapy  is  controlled  by  the  Navy 
and  has  been  on  a fixed  schedule  basis.  At  3 ATA 
oxygen  causes  bubbles  to  decrease  in  size  about 
five  times  as  fast  as  air.  With  symptoms  of  em- 
bolization. rapid  compression  to  levels  as  great  as  7 
ATA  may  be  life  saving,  but  oxygen  cannot  be 
used  because  of  its  toxicity.  Early  recompression 
is  considered  to  be  much  more  effective  than  de- 
layed recompression  and  is  a major  reason  for  hav- 
ing facilities  widely  distributed. 

Where  recompression  is  not  possible  or  must  be 
delayed,  100  per  cent  oxygen  should  be  adminis- 
tered. Additional  treatment  may  be  necessary 
with  or  without  early  recompression.  Air  in  the 
pleural  space  or  in  the  heart  must  be  aspirated. 
Shock  should  be  anticipated.  Vital  signs,  urine 
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volume,  and  the  hematocrit  should  be  closely  mon- 
itored. Fluids,  especially  plasma  and  albumin, 
should  be  given  generously.  Heparin  has  been  ad- 
vocated to  combat  sludging  of  blood  and  promote 
clearing  of  fat.  Low-molecular-weight  dextran, 
vasodilators,  isoproterenol,  and  aminophylline  also 
may  be  useful.  Central  nervous  system  signs  are 
generally  considered  an  indication  for  steroid  ad- 
ministration.16 All  of  these  drugs  are  controver- 
sial, however,  and  decidedly  a second  line  of  de- 
fense. Hypothermia  has  been  recommended  to 
reduce  metabolic  needs  and  to  increase  gas  solubil- 
ity, while  hyperthermia  has  been  advocated  to 
cause  vasodilatation.  Both  must  be  considered 
experimental. 

Helium-oxygen  diving 

Difficulties  posed  by  the  high  density  and  nar- 
cotic properties  of  nitrogen  have  stimulated  exten- 
sive studies  of  possible  substitutes  for  use  in  deep 
dives.  Pure  oxygen  was  used  for  the  astronauts  at 
about  0.4  ATA  without  toxicity  problems  but  can- 
not be  used  safely  for  long  periods  at  even  1 ATA. 
Narcotic  potencies  appear  to  be  well  correlated 
only  with  lipid  solubility  (Table  II).24>25  Xenon  is 
an  anesthetic  at  normal  pressure,  while  nitrogen, 
argon,  and  krypton  require  increased  pressure  to 
produce  narcosis.  Nitrous  oxide  usually  will  not 
produce  anesthesia  at  normal  pressure  unless  ac- 
companied by  hypoxia.  It  has  been  called  “laugh- 
ing gas”  because  excitation  is  conspicuous  when  it 
is  used  for  analgesia.  This  effect  is  very  similar  to 
early  narcotic  effects  of  nitrogen  under  pressure. 
Hydrogen,  neon,  and  helium  may  not  actually 
have  true  narcotic  effects.  Very  high  pressures 
are  required  before  effects  are  noted,  and  these 
may  be  due  to  pressure  alone  rather  than  to  any 
narcotic  action. 

There  are  many  theories  of  action  of  these  gases. 
Pauling26  developed  an  aqueous  phase  theory 
based  on  the  hypothetical  formation  of  hydrated 
crystalline  cages  or  clathrates  in  which  gas  mole- 
cules are  trapped  thereby  increasing  the  imped- 
ance of  nervous  tissue.  Clathrates  apparently 
cannot  be  formed  by  hydrogen,  neon,  or  helium, 
gases  which  have  little  demonstrable  anesthetic  ef- 
fect. Smith25  failed  to  find  uniform  correlation 
between  anesthetic  potency  and  hydrate  stability, 
however,  whereas  there  is  excellent  correlation 
with  lipid  solubility  lending  support  to  the 
theories  of  Meyer27  and  Overton28  promulgated 
more  than  seventy  years  ago.  Whether  an  aque- 
ous or  a lipid  theory  is  sound,  the  site  of  action  ap- 
pears to  correspond  to  the  lipid  phase.  The  mech- 
anism of  action,  however,  has  not  been  explained. 

By  substituting  helium  for  nitrogen  and  reduc- 
ing the  concentration  of  oxygen,  acute  hyperoxia 
and  nitrogen  narcosis  have  been  avoided  in  deep 
dives.  Helium  may  have  no  narcotic  effect  even  at 
very  high  pressures.  It  diffuses  much  more  readi- 
ly than  nitrogen  and  increases  the  work  of  breath- 


ing less  because  it  has  a lower  density.  Hydrogen 
has  been  tried  experimentally  as  a substitute  for 
nitrogen  because  of  its  low  lipid  solubility  and  very 
low  density,  but  it  is  not  a serious  contender  for 
ocean  work  with  human  beings. 

A variety  of  new  problems  have  arisen  with  he- 
liox  (helium-oxygen)  mixtures,  and  some  of  these 
include: 

I.  Dysequilibrium  phenomena 

A.  High  pressure  nervous  syndrome 

B.  Acoustic  disorders 

II.  Increased  gas  viscosity  (density) 


A. 

Greater  work  of  breathing 

B. 

Carbon  dioxide  retention 

C. 

Hypoxia  at  P102  (inspiratory  oxygen  pres- 
sure) = 0.20  ATA 

D. 

Humidity 

III. 

Increased  thermal  conductivity 

IV. 

Changes  in  speed  of  sound 

V. 

Effects  of  pressure  alone 

Most  prominent  is  the  HPNS  (high  pressure 
nervous  syndrome)  which  causes  tremors,  poor 
cerebration,  somnolence,  and  distinct  electroence- 
phalographs changes.  It  was  at  first  thought  that 
this  limited  heliox  diving  to  about  1,200  feet  (37.5 
ATA),  but  this  has  now  been  shown  to  be  a dys- 
equilibrium phenomenon  (possibly  osmolar).  It  is 
moderated  or  disappears  when  divers  remain  at  a 
given  pressure  for  a considerable  period  of  time. 
Man  has  now  been  able  to  stay  at  1,500  feet  with 
short  dives  to  2,000  feet  (62  ATA)  without  experi- 
encing the  HPNS.29  Acoustic  disorders  occur 
especially  on  decompression  but  are  temporary. 
Deep  heliox  diving  leads  to  increased  work  of 
breathing  which  causes  a degree  of  carbon  dioxide 
retention  and  hypoxia  unless  the  P102  is  increased 
above  normal.  Humidity  is  an  important  factor  in 
gas  viscosity  and  must  be  limited.  Without  me- 
chanical respiratory  assistance,  the  limit  of  heliox 
diving  is  probably  about  5,000  feet  (150  ATA).6 
Here  the  work  of  breathing  would  prohibit  useful 
activity.  Thermal  conductivity  increases  greatly 
with  high  pressure  and  makes  close  temperature 
control  mandatory  since  heat  loss  or  gain  can  be- 
come enormous.  This  does  not  preclude  useful 
work  at  great  depths.  The  speed  of  sound  is  af-  j 
fected  by  heliox  breathing,  and  voices  become  un-  I 
intelligible  at  high  pressure.  Fortunately,  un- 
scrambling devices  have  been  developed  so  that 
communication  is  now  satisfactory. 

There  may  be  an  absolute  pressure  limit  for 
human  beings  due  to  the  effects  of  pressure  alone.  1 
Sea  animals  that  live  in  shallow  water  become  in 
active,80  and  they  show  a great  reduction  in  me- 
tabolism when  subjected  to  200  ATA  (about  6,600 
feet).81  At  great  pressures  there  is  a significant 
reduction  in  the  volume  of  protoplasm,  and  the  ac- 
tivities of  many  molecules  are  changed,  possibly  by 
alterations  of  the  special  arrangements  of  molecu- 
lar groups.  At  100  ATA  (3,300  feet)  there  is,  for 
example,  a measurable  decrease  in  erythrocyte  vol- 
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ume  associated  with  a skewing  of  the  oxygen  disso- 
ciation curve.  The  upper  portion  of  the  curve  is 
shifted  to  the  right  (decreased  oxygen  affinity), 
and  the  lower  part  of  the  curve  is  shifted  to  the  left 
(greater  oxygen  affinity).32  Ways  may  he  found  to 
overcome  both  gas  viscosity  problems  and  meta- 
bolic changes  due  to  pressure,  but  these  obstacles 
seem  more  formidable  than  any  yet  encountered. 

Summary 

Air  diving  is  limited  by  a variety  of  disequili- 
brium phenomena  resulting  from  the  slow  equili- 
bration of  nitrogen  in  solution.  Decompression 
stages  are  needed  when  the  pressure  is  increased 
more  than  twofold.  At  pressures  greater  than 
about  7.5  atmospheres  absolute  (about  225  feet  of 
water),  nitrogen  narcosis  may  occur  in  air.  The 
various  clinical  states  resulting  from  disequili- 
brium of  nitrogen  are  described,  and  their  etiology 
is  discussed.  Substitution  of  helium  for  nitrogen 
and  reduction  of  the  oxygen  concentration  have 
permitted  man  safely  to  reach  pressures  of  about 
2,000  feet  (about  62  ATA).  New  dysequilibrium 
problems  have  been  met  and  solved.  It  is  suggest- 
ed that  gas  viscosity,  bv  increasing  the  work  of 
breathing  and  pressure  itself,  by  causing  changes 
in  molecular  configuration,  may  eventually  be  ab- 
solute barriers  to  man's  conquest  of  pressures 
above  150  to  225  ATA  (5,000  to  7,500  feet  of 
water). 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 

Indications:  I n treatment  of  moderately  severe  i nfections  d ue  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G ,—N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen  and  intravenous  corti- 
costeroids should  also  be  administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  miection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistammics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis:  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings.") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control.  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends; 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  other- 
wise, a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units. 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remam  positive  for 
N gonorrhoeae  Follow-up  treatment  consists  of  4.8  million  units 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  whc 
also  have  syphilis  should  be  given  additional  treatment  appro 
priate  to  the  stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400.00C 
units  (4-cc.  size)  contains  procaine  penicillin  G in  a stabilized 
aqueous  suspension  with  sodium  citrate  buffer,  and  as  w/v  approx 
imately  0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  poly 
vinylpyrrolidone,  0.01%  propylparaben  and  0.09%  methylparaben 
The  multiple-dose  10-cc.  vial  contains  per  cc.  300.000  units  pro- 
caine penicillin  Gina  stabilized  aqueous  suspension  with  sodiurr 
citrate  buffer  and  approximately  7 mg.  lecithin,  2 mg.  carboxy 
methylcellulose,  3 mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitar 
monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan  monopalmitaffe  I 
0.14  mg.  propylparaben  and  1.2  mg.  methylparaben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 


INJECTION 

Bicillin 


p LONG- 
ACTING 


(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure  Administra- 
I tion  of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  ntections  due  to  penicillin 
; G sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 

(form  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
fections: Syphilis,  yaws,  beiel  and  pinta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
. penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported.  Anaphylaxis  is  more 
■ I frequent  following  parenteral  therapy  but  has  occurred  wth  oral 
penicillins.  These  reactions  are  more  apt  to  occur  m individuals 
with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper- 
. sensitivity.  Before  penicillin  therapy,  carefully  inquire  mto  pre 
!viouS  hypersensitivity  to  penicillins,  cephalpsporms  and  Other 
. allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
j with  usual  agents,  eg.  pressor  amines,  antihistamines  and  corti- 
; costeroids. 


Precautions:  individual 

significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism:  otherwise  the  sequelae  of  streptococcal 
disease  may  occur  Take  cultures  following  completion  of  treat- 
ment to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana- 
phylaxis. Fever  and  eosmophilia  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopenia.  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ- 
ated with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jansch  Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  - 
Syphilis  — Primary,  secondary  and  latent —2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)— 24  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age.  50.000  umts/Kg.  body 
weight:  ages  212  years,  adjust  dosage  based  on  adult  dosage 
schedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable When  dpses  are  repeated,  vary  the  injection  site  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel  If  blood  appears,  remove  the  needle  and  inject  in 
another  site. 

Composition:  2 400.000  units  in  4-cc.  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose.  0.4%  polyvinylpyrrolidone. 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300.000  units  per  cc.  — 10-cc. 
multi  dose  vial  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone.  1 mg. 
carboxymethylcellulose.  0.5  mg.  sorbitan  monopalmitate.  0.5  mg. 
polyoxyethylene  sorbitan  monopalmitate.  0. 1 4 mg.  propylparaben 
and  1.2  mg.  methylparaben. 
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It  is  more  than  three  quarters  of  a century 
since  the  discovery  of  radium,  and  about  seventy 
years  since  it  first  was  used  in  the  treatment  of 
cancer.  In  our  rapidly  changing  world  of  medical 
science,  such  lengthy  survival  of  a method  of  ther- 
apy is  truly  remarkable.  A survey  in  1966  by  the 
Bureau  of  Radiological  Health  of  the  Department 
of  Health,  Education,  and  Welfare  showed  that 
more  than  60,000  patients  were  treated  with  radi- 
um in  a single  year.1  Altogether,  more  than  a mil- 
lion patients  have  been  treated  with  radium  in  the 
United  States,  most  of  them  women  with  cancer  of 
the  uterus,  and  I venture  to  say  that  half  of  them 
have  survived  the  disease  because  of  radium. 

However,  the  use  of  radium  in  this  country  now 
is  waning.  Surgeons  have  taken  over  the  treat- 
ment of  some  tumors  that  formerly  were  treated 
with  radium,  including  tumors  of  the  head  and 
neck,  and  are  even  operating  on  patients  with  can- 
cer of  the  cervix  of  the  uterus.  There  is  a decrease 
in  the  incidence  of  some  lesions  that  once  were 
treated  with  radium,  particularly  cancer  of  the 
tongue,  and  when  this  disease  occurs,  the  surgeons 
seem  to  have  taken  over  its  treatment. 

Another  important  factor  in  the  declining  use  of 
radium  is  the  growing  reluctance  of  members  of 
the  medical  profession  to  expose  themselves  to  ra- 
diation in  the  course  of  treatments.  This  applies 
to  surgeons  as  well  as  to  radiotherapists.  Indeed, 
it  appears  that  a whole  generation  of  radiothera- 
pists has  been  so  influenced  by  (1)  the  hazards  of 
radium  exposure,  and  (2)  the  presumed  advan- 
tages of  megavoltage  external  radiotherapy  that 
they  have  failed  to  develop  the  surgical  skills  of 
their  predecessors  in  the  interstitial  and  intracavi- 
tary use  of  radium. 

The  less  than  ideal  nature  of  radium  itself  con- 
tributes considerably  to  professional  reluctance  to 
its  use;  the  principal  problem  is  difficulty  of  con- 

* This  work  was  supported  by  Radiation  Research  Funds 
85-9900  and  G8-4820. 


Because  of  the  hazards  of  radium,  safer  and  effec- 
tive substitutes  have  been  studied  for  years.  At 
this  point  of  time,  cesium-137  is  the  most  accept- 
able substitute  for  the  treatment  of  cancer,  partic- 
ularly in  the  uterus.  Afterloading  is  an  important 
feature  of  modern  therapy.  Substitute  radionu- 
clides like  cesium-137  can  be  miniaturized  for 
greater  safety.  Although  radium  is  still  useful,  it 
is  gradually  being  replaced  by  more  advantageous 
substitute  radionuclides. 


tainment.  Sources  of  large  dimension  are  neces- 
sary to  maintain  the  integrity  of  a radium  source 
and  to  keep  it  from  leaking.  When  radium  does 
leak,  radon  gas  may  contaminate  the  environs,  and 
the  ingested  radium  may  be  irretrievably  incorpo- 
rated into  body  metabolism. 

Radium  substitutes 

There  are  many  groups  interested  in  finding 
suitable  substitutes  for  radium.  Particularly  ac- 
tive are  the  Groupe  Europeen  de  Curietherapie, 
the  Working  Party  on  the  Use  of  Radionuclides, 
and  the  British  Institute  of  Radiology.  A commit- 
tee of  the  British  Institute  may  soon  recommend 
the  replacement  of  radium  in  the  United  Kingdom 
with  Cs137  (cesium-137),  despite  the  great  cost  of 
the  change.  Like  us,  the  French  are  less  regulated, 
but  by  progressive  investigation  they  are  acquiring 
experience  with  Cs137  and.  Ir192  (iridium-192).  An 
international  Working  Party  on  the  Use  of  Radi- 
onuclides in  the  Treatment  of  Cancer  has  advocat- 
ed afterloading,  and  it  too  has  recognized  the  ad- 
vantages of  Cs137  over  radium.  At  its  meeting  in 
Brazil  in  May,  1973,  this  international  group  dis- 
cussed the  problem  of  substitute  radionuclides, 
and  a report  is  forthcoming.2 

From  a clinical  radiotherapist’s  viewpoint  there 
are  other  problems  associated  with  radium.  De- 
spite its  widespread  use  for  over  fifty  years,  we  still 
have  no  satisfactory  standard  of  dosimetry.  For 
interstitial  implants,  the  system  devised  by  Pater- 
son and  Parker2®  in  the  1930s  is  still  regarded  as 
the  most  useful  and  reproducible  dosimetry.  In 
cancer  of  the  uterus,  dose  determination  varies 
from  a simple  expression  of  milligram  hours  of  ex- 
posure to  direct  measurement  of  dose  by  means  of 
a probe  in  the  rectum.  Some  express  the  dose  at 
point  A or  B,  others  make  a computerized  display 
of  dose  rates  throughout  the  pelvis.  Even  deter- 
mination of  the  size  and  shape  of  the  volume  re- 
ceiving a defined  dose  such  as  7,000  rads  is  consid- 
ered. The  master  dosimetrist  now  must  be  an 
amalgam  of  artist,  computer  specialist,  anatomist, 
and  clinical  radiotherapist. 

The  jumbled  state  of  radium  dosimetry  only 
slightly  complicates  the  consideration  of  substi- 
tutes. More  important  in  the  change  to  other  ra- 
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TABLE  I.  Comparisons  of  RBE  variation  using  cobalt-60 
as  RBE  of  1.00* 


Source 

Energy 

MeV 

RBE 

Cobalt-60 

1 .25 

1 .00 

Radium-226 

0.78 

1 .02 

Cesium-137 

0.66 

1 .03 

Gold-198 

0.42 

1 .06 

Iridium- 192 

0.38 

1 .06 

“Ideal”  source 

0.20 

1.10 

Iodine- 125 

0.03 

1 .21 

* Based  on  Cohen,  1973,s  and  Kirk.  Gray,  and  Watson,  1972.7 


dionuclides  is  consideration  of  differences  in  dose 
rate  and  in  RBE  (relative  biologic  effectiveness). 

Variation  in  dose  rates  means  variation  in  time, 
and  consequently  a difference  in  biologic  effect. 
We  owe  a debt  of  gratitude  to  Ellis3  4 for  promul- 
gating mathematical  formulas  that  help  us  to  eval- 
uate appropriate  dosage  in  brachytherapy  when 
we  veer  from  the  standard  6,000  rads  in  a week. 
He  utilized  data  from  his  own  clinical  experience 
as  well  as  from  that  of  other  radiotherapists,  for 
example,  Paterson,  Fowler,  Friedman,  Jolles,  and 
so  forth,  to  devise  his  useful  concept  of  a nominal 
standard  dose. 3,4  Now  that  we  are  using  radionu- 
clides with  differing  energy  we  must  take  into  ac- 
count variations  in  RBE  as  well.  Cohen"1  has  ana- 
lyzed the  work  of  Kirk,  Gray,  and  Watson6'  to 
consider  this  variation  in  RBE  with  energy  of  the 
gamma  ray  of  the  isotope;  Table  I shows  their 
comparisons  using  Co60  (cobalt-60)  as  RBE  of  1.00. 

It  is  evident  from  this  comparison  that  the  dif- 
ference in  RBE  of  radium  and  Cs137  is  so  close  as 
to  be  clinically  undetectable.  This  probably  is 
also  true  of  Co60,  but  its  higher  energy  requires 
thicker  shielding  and  its  short  half-life,  five  years, 
makes  bookkeeping  a problem.  As  for  I125,  the 
combination  of  a high  RBE  and  a half-life  of  sev- 
enty-five days  are  so  unlike  those  of  radium  that 
these  two  elements  cannot  be  used  interchange- 
ably without  prior  sophisticated  clinical  research 
for  evaluation. 

The  half-life  of  a satisfactory  substitute  for  radi- 
um must  be  sufficiently  long  to  produce  no  appre- 
ciable change  in  dose  rate  during  the  course  of 
treatment,  and  to  be  practical  as  far  as  frequency 
of  replacement  is  concerned.  To  make  use  of  the 
large  body  of  empirical  experience  in  the  treat- 
ment of  cancer  with  radium,  Cs137  seems  most  sat- 
isfactory so  far  as  RBE  and  half-life  are  concerned. 

As  for  the  other  radionuclides,  the  clinician  hes- 
itates to  use  one  with  characteristics  too  different 
from  those  of  radium  on  a curable  patient.  This 
accounts  for  the  general  hesitancy  to  use  I125,  with 
its  long  half-life  and  extremely  low  energy'.  Simi- 
larly, there  should  be  hesitancy  to  use  californium- 
252  until  such  time  as  we  are  able  to  compare  the 
effect  of  a combined  neutron  and  gamma  emitter 
with  gamma  emitters  we  already  know.  Ir192  has 
been  quite  practical.  Although  successfully  used 


and  reported  during  the  1950s,  it  now  is  used  only 
in  a handful  of  institutions  in  the  United  States 
and  in  Europe.  It  is  extremely  flexible  and  highly 
adaptable  for  surgical  implantation  of  tumors,  but 
its  short  half-life  of  seventy-five  days  makes  fre- 
quent replenishing  necessary.  There  are  presently 
very  few  commercial  suppliers  of  Ir192,  perhaps 
none  in  the  United  States.  The  market  in  the 
United  States  which  decided  that  Ir192  is  quite  un- 
satisfactory for  the  general  radiotherapist  also  de- 
termines which  substitute  we  will  use.  As  an  ex- 
ample, Cs137  is  commercially  available  for  bra- 
chytherapy sources  and  has  found  general  accep- 
tance in  the  form  and  strength  of  classical  radium 
sources. 

Miniaturization 

Now  it  is  time  to  examine  another  characteristic 
of  substitutes  for  radium  which  we  have  not  yet 
considered,  miniaturization.  Because  of  the  large 
body  of  experience  in  the  treatment  of  cancer  with 
radium,  it  is  natural  that  the  form  of  Cs137  first 
used  as  a radium  substitute  should  be  exactly  that 
of  radium.  However,  one  of  the  principal  failings 
of  radium  has  been  the  clumsiness  of  the  sources; 
large  sources  are  necessary  to  assure  integrity  and 
prevent  leakage.  One  of  the  desirable  characteris- 
tics of  a universally  accepted  radium  substitute  is 
its  adaptability  for  afterloading.  Large  sources  of 
radium  may  be  afterloaded,  but  only  in  cervix  sys- 
tems, not  as  an  interstitial  agent,  and  certainly  not 
as  a multiple  packing  unit  for  the  treatment  of  car- 
cinoma of  the  corpus  of  the  uterus. 

Now  commercially  available  are  small  sources  of 
Cs137  that  satisfy  the  strict  standards  of  the  Amer- 
ican National  Standards  Institute,  Committee 
N44.3.  These  sources  are  fashioned  by  concen- 
trating Cs137  solution  in  Vycor  glass  in  a porous 
glass  cylinder  measuring  less  than  1 mm.  in  diame- 
ter, or  by  incorporating  it  in  a ceramic  and  metal 
miniature  source.  Miniaturization  allows  the  uni- 
versal use  of  Cs137  sources  for  insertion  into  any 
device  that  a radiotherapist  may  be  using  for  the 
treatment  of  cancer  of  the  cervix  or  corpus  of  the 
uterus. 

Miniaturization  is  essential  in  the  treatment  of 
carcinoma  of  the  endometrium  with  the  multiple 
packing  technique  of  Heyman.8’9  Furthermore,  it 
is  highly  practical  to  be  able  to  use  the  same 
sources  for  treatment  of  cancer  of  the  cervix  and 
for  interstitial  implantation.10 

Summary 

Although  still  useful,  radium  should,  in  princi- 
ple, be  replaced  by  a substitute  radionuclide  with 
more  advantageous  features.  At  this  point  of 
time,  Cs137  is  the  substitute  of  choice.  After- 
loading is  advisable,  and  radium  can  be  used  for 
afterloading,  but  only  in  cancer  of  the  cervix. 
Furthermore,  radium  is  not  ideal  or  suitable  for 
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other  brachytherapy  uses  where  afterloading 
should  be  used. 

For  practical  universal  afterloading,  intracavita- 
ry and  interstitial,  miniaturized  sources  of  Cs137 
are  the  most  practical  substitute. 

Mount  Sinai  School  of  Medicine 
Fifth  Ave.  and  100th  St. 

New  York,  N.Y.  10029 
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preliminary  study  involving  12  treated  patients  and  12 
controls.  The  numbers  were  too  small  for  conclusions, 
hut  the  rate  of  complete  healing  was  about  the  same  as 
that  initially  reported  by  Doll.  In  the  small  study  re- 
ported, all  patients  were  hospitalized  for  the  first  three 
weeks.  While  complete  healing  was  4 to  2 in  favor  of 
the  treated  patients,  there  were  7 in  the  control  group 
who  had  a more  than  50  per  cent  reduction  in  ulcer  size 
as  against  6 in  the  carbenoxolone  group.  It  is  pointed 
out,  however,  that  Doll’s  patients  had  not  been  hospital- 
ized. If  these  results  were  statistically  valid,  they  might 
lend  support  to  F.  A.  Jones’  statement,  “Carbenoxolone 
has  the  effect  of  healing  in  outpatients  to  the  level  they 
would  have  achieved  with  bed  rest  in  the  hospital” 
(symposium,  Tokyo,  1972). 
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Vesicovaginal  fistulas  remain  among  the  com- 
mon urinary  fistulas,  but  there  is  continuing  con- 
troversy concerning  the  surgical  approach  and 
techniques  to  be  used  in  repairing  them.  Our  ex- 
perience with  the  suprapubic  transvesical  ap- 
proach and  variations  in  the  technique  used  in  the 
repair  are  presented  in  this  report.  No  one  tech- 
nique seems  adaptable  to  the  repair  of  all  vesico- 
vaginal fistulas,  but  the  suprapubic  transvesical 
approach  with  bivalving  of  the  bladder  and,  on  oc- 
casion, utilizing  rotational  flaps  of  bladder  tissue 
will  probably  facilitate  the  repair  of  the  usual  vesi- 
covaginal fistulas  encountered  in  modern  urologic 
practice. 

In  the  past  the  majority  of  such  fistulas  resulted 
from  difficult  labors  and  obstetric  trauma.  But, 
at  present,  the  etiology  of  such  fistulas  may  be 
classified  into  five  major  groups: 

1.  Trauma,  whether  obstetric,  surgical,  or  acci- 

dental. 

2.  The  sequelae  of  radiation  therapy. 

3.  Infection. 


4.  Tumor. 

5.  Congenital. 

Chassar  Moir’s1 2 3  review  of  over  250  cases  of  vesi- 
covaginal fistula  in  1961  reveals  that  76  per  cent 
were  secondary  to  gynecologic  surgery.  Obstetric 
trauma  accounted  for  less  than  one  third  of  the 
total  and  may  be  the  result  of  two  very  different 
forms  of  trauma.  The  direct  injury  with  tearing  of 
tissue  owing  to  difficult  labor  is  of  decreasing  inci- 
dence as  obstetric  skills  have  increased,  but  there 
may  be  pressure  necrosis  which  may  not  be  evi- 
dent for  several  days  after  a prolonged  and  diffi- 
cult labor.  The  compressed  tissues  lie  between 
the  fetal  head  and  the  posterior  surface  of  the 
pubic  bone  and  include  the  trigone  area  of  the 
bladder.  It  is  characteristic  of  this  type  of  fistula 
that  the  urinary  leakage  is  delayed  until  the  sev- 
enth to  tenth  day,  at  which  time  the  necrotic  tissue 
sloughs  leaving  a hole  at  the  bladder  base.  Vesi- 
covaginal fistulas  complicating  gynecologic  and 
urologic  surgical  procedures  are  well  known  to  any 
experienced  surgeon.  This  serious  complication, 
following  transurethral  surgery  on  the  female 
bladder  neck,  has  resulted  in  a decreasing  popular- 
ity of  this  technique  to  correct  bladder  neck  ob- 
struction in  the  female.  Accidental  vesicovaginal 
fistulas  have  been  reported  following  the  acciden- 
tal or  purposeful  introduction  of  foreign  bodies 
into  the  vagina.  One  of  our  cases  resulted  from 
the  necrosis  secondary  to  the  continuous  use  of  a 
vaginal  pessary  to  support  prolapsing  organs. 
Vesicovaginal  fistulas  following  radiation  necrosis 
have  been  most  difficult  to  correct  surgically  and 
characteristically  develop  many  months,  and  even 
years,  following  such  therapy. 

Infectious  causes  of  vesicovaginal  fistula  are  of 
decreasing  significance  but  can  result  from  un- 
treated tuberculous  infections  and  have  been  seen 
in  association  with  lymphopathia  venereum  and 
severe  cases  of  schistosomiasis  haematobium.  Con- 
genital vesicovaginal  fistulas  have  been  seen  in  as- 
sociation with  major  malformations  of  the  geni- 
tourinary tract. 

Fistulas  resulting  from  advanced  tumor  arising 
either  in  the  bladder  or  genital  tract  are  usually 
easily  recognized  as  such,  but  treatment  is  not  gen- 
erally directed  to  correction  of  the  fistula  since  ex- 
tirpation of  the  lesion  usually  requires  that  urinary 
diversion  be  performed. 

Symptoms 

The  involuntary  loss  of  urine  is  the  major  symp- 
tom of  vesicovaginal  fistula.  There  is  generally  a 
continuous  loss  of  urine  independent  of  the  pa- 
tient’s position  or  activity,  but  this  is  not  invari- 
ably the  case  since  even  large  fistulas  may  be  tem- 
porarily occluded  by  folds  of  vaginal  tissue,  and 
the  patient  experiences  only  intermittent  inconti- 
nence. Nonspecific  associated  symptoms  include 
frequency,'  urgency,  dysuria,  and  eventually  pa- 
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FIGURE  1.  Summary  of  reported  case  material. 


tients  develop  ammoniacal  dermatitis  and  the  re- 
sulting discomforts  and  irritations  of  the  vulva  and 
thigh.  The  local  tissues  almost  invariably  become 
inflamed,  erythematous,  and  not  infrequently  a lo- 
calized furunculosis  results. 

Diagnosis 

The  diagnosis  of  vesicovaginal  fistula  is  usually 
not  difficult  since  the  fistulous  opening  can  gener- 
ally be  visualized  on  vaginal  examination  with 
proper  positioning  of  the  patient.  The  examina- 
tion of  the  anterior  vaginal  wall  is  best  performed 
with  the  patient  in  the  knee-chest  position  rather 
than  the  lithotomy  position.  Adequate  retraction 
with  a speculum  and  adequate  illumination  are  es- 
sential for  visualization  of  the  vaginal  opening  or 
openings.  The  use  of  methylene  blue  or  milk  as  a 
contrast  material  will  aid  in  the  visualization  of 
such  fistulas,  but  the  complete  urologic  work-up  of 
these  patients  must  include  pyelography  and  cys- 
toscopy to  be  certain  of  the  number  of  fistulas 
present,  their  location,  their  relationship  to  the 
ureteral  meatus,  and  to  exclude  other  than  vesico- 
vaginal fistulas. 

The  choice  of  treatment  and  surgical  approach 
for  the  repair  of  vesicovaginal  fistula  depends  in 
large  measure  on  the  surgeon’s  preference,  in  addi- 
tion to  the  etiology,  location,  and  size  of  the  fistu- 
la. This  report  will  concern  our  experience  and 
results  with  the  suprapubic  transvesical  repair  in  9 
patients  seen  between  1970  and  1972.  Seven  fis- 
tulas developed  after  hysterectomy,  1 following  a 
cesarean  section,  and  1 after  the  prolonged  use  of  a 
vaginal  pessary.  Figure  1 summarizes  our  case 
material  and  operative  results. 

Surgical  repair 

'Treatment  commences  once  the  diagnosis  is  es- 
tablished by  providing  catheter  drainage  and  com- 


The etiology,  symptoms,  diagnosis,  and  techniques 
of  surgical  repair  are  reviewed.  The  suprapubic 
transvesical  technique  is  illustrated  and,  in  partic- 
ular, the  use  of  rotational  flaps  of  bladder  to  close 
large  defects  is  emphasized. 


bating  and  preventing  infection.  Case  reports  of 
spontaneous  closure  with  catheter  drainage  alone 
following  both  obstetric  and  surgical  trauma  are 
well  known,  but  most  surgical  literature  on  the 
subject  devotes  itself  to  those  cases  which  do  not 
respond  to  such  conservative  measures.  Although 
no  exact  figures  can  be  given,  the  percentage  of 
recognized  fistulas  that  close  spontaneously  is 
probably  low.  One  recent  case,  seen  at  our  insti- 
tution following  a total  abdominal  hysterectomy 
for  benign  disease,  ceased  to  drain  shortly  after  in- 
serting a Foley  catheter  and  has  healed  sponta- 
neously. 

The  etiology,  size,  and  location  of  the  fistula 
quite  evidently  affect  therapy.  The  bladders  in- 
volved with  advanced  malignant  conditions,  tuber- 
culosis, or  parasitic  infections  cannot  be  expected 
to  heal  as  well  as  those  following  surgical  or  obstet- 
ric trauma.  Fistulas  associated  with  radiation  ne- 
crosis along  with  the  fistulas  of  advanced  cancer  of 
either  the  bladder  or  vaginal  tissues  require  more 
radical  approaches,  often  urinary  diversion  rather 
than  attempts  at  local  repairs.  Fistulas  associated 
with  congenital  anomalies  require,  in  addition  to 
repair  of  the  fistula,  reconstructive  surgery  to  cor- 
rect the  anomaly,  and  these  too  are  often  associ- 
ated with  neurogenic  dysfunction  and  require  uri- 
nary diversion.  The  large  fistulas  associated  with 
significant  loss  of  either  bladder  or  vaginal  wall 
may  require  rotational  flaps  of  tissue  to  be  re- 
paired. The  modern  history  of  surgical  repair  of 
vesicovaginal  fistula  begins  with  J.  Marion  Sims, 
M.D.,  in  1845.  He  devoted  many  years  and  re- 
quired multiple  operations  on  each  of  his  patients 
to  close  successfully  vesicovaginal  fistulas  result- 
ing from  trauma  of  prolonged  and  difficult  labors. 
This  epic  surgical  history  is  now  well  known,  and 
his  contributions  included  the  employment  of  the 
knee-chest  position  to  permit  greater  visualization 
and  the  use  of  silver  wire  sutures  in  the  preanti- 
biotic era. 

Chassar  Moir,1  in  his  monograph,  lists  the  fol 
lowing  requirements  for  successful  surgical  repair 
of  vesicovaginal  fistula: 

1.  Freedom  from  local  sepsis. 

2.  Adequate  exposure  during  operation. 

3.  Excision  of  fibrous  tissue  from  the  edges  of  the 

fistula. 

4.  Approximation  of  the  edges  without  tension. 

5.  Use  of  suitable  suture  material. 
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Vesicovaginal  Fistula 


FIGURE  2.  Bladder  shown  open  through  vertical  suprapu- 
bic incision.  Vesicovaginal  fistula  seen  on  floor  of  bladder 
just  proximal  to  ureteral  orifices. 


6.  Efficient  drainage  of  the  bladder  during  the 
postoperative  period. 

At  present,  two  principal  avenues  of  approach  to 
such  surgical  repairs  in  general  use  are  the  vaginal 
and  suprapubic.  The  optimum  time  interval  be- 
tween occurrences  and  attempted  repair  of  vesico- 
vaginal fistula  cannot  be  stated  dogmatically. 
Fearl  and  Keizur2  demonstrated  that  closure  in  a 
period  shorter  than  the  accepted  minimum  of 
three  to  six  months  is  feasible.  Collins,  Pent,  and 
Jones3  have  used  corticoid  preoperatively  to  short- 
en the  waiting  period  between  onset  and  repair, 
and  we  believe  it  reasonable  to  state  that  repair 
may  be  attempted  once  the  initial  edema  has  sub- 
sided and  infection  controlled.  This,  we  believe, 
requires  approximately  three  months. 

The  choice  of  surgical  route  is  determined  in 
large  measure  by  the  surgeon’s  past  experience 
and  preferences.  The  vaginal  route  avoids  an  ab- 
dominal incision  and  enjoys  a high  success  rate  in 
the  hands  of  those  familiar  with  this  approach.  At 
present,  the  suprapubic  transvesical  approach  is 
utilized  primarily  by  urologists  called  on  to  close 
fistulas  that  failed  to  heal  after  vaginal  repair  or 
those  located  high  in  the  vault  of  the  vagina. 

The  approach  we  have  adopted  is  essentially 
that  described  by  O’Connor  and  Sokol4  and  may 
be  described  as  a suprapubic  transvesical  ap- 
proach. The  urologist  quite  naturally  approaches 
this  problem  suprapubically  since  he  is,  by  train- 
ing, familiar  with  the  suprapubic  approach  to  the 
bladder  and  conversely  less  familiar  with  surgical 
procedure  per  vagina.  In  addition  to  familiarity 
with  the  surgical  techniques  the  suprapubic  ap- 


Line of  Incision 


Exposure  of  Vaginal  Fistula 


Closure  of  Vaginal  Fistula 


Closure  of  Bladder 


FIGURE  3.  Steps  in  operative  technique  of  bivalving  blad- 
der, exposing  and  excising  vesicovaginal  fistula,  and  finally 
closing  bladder. 


proach  permits  the  urologist  to  identify  and  pro- 
tect the  ureters  during  the  dissection  of  the  fistula 
and,  if  necessary,  to  perform  a ureteroneocystot- 
omy  in  those  cases  associated  with  trauma  to  the 
lower  ureter.  The  patient  is  prepared  in  the  usual 
manner  and  may  either  be  supine  or  in  the 
lithotomy  position.  The  advantages  of  the  latter 
are  that  it  permits  the  initial  prepping  of  the  pa- 
tient for  both  a suprapubic  and  later  vaginal  ex- 
amination of  the  operative  area.  The  bladder  is 
catheterized  and  distended  with  saline.  A vertical 
midline  skin  incision  is  made  from  the  umbilicus 
to  the  symphysis  pubis.  The  rectus  fascia  is  in- 
cised in  the  same  direction,  and  the  peritoneum  is 
retracted  from  the  bladder.  By  blunt  dissection 
the  bladder  is  mobilized  laterally  and  superiorly  as 
much  as  possible  without  compromising  its  vascu- 
lar pedicles  laterally.  This  can  usually  be  accom- 
plished without  entering  the  peritoneum,  but  it  is 
of  little  moment  if  the  peritoneum  is  entered  and 
we  simply  wall  off  the  intestinal  content  until  the 
completion  of  the  procedure  when  the  peritoneum 
is  closed.  After  grasping  the  bladder,  it  is  opened 
superiorly  and  the  bladder  retractor  introduced. 
This  permits  identification  of  the  fistula  or  fistulas 
before  bisecting  the  bladder  (Fig.  2).  If  necessary, 
ureteral  catheters  are  passed  up  either  ureter  to 
prevent  inadvertent  injury.  The  operative  tech- 
niques described  as  follows  are  represented  in  Fig- 
ure 3.  Bisection  of  the  posterior  wall  of  the  blad- 
der to  the  fistulous  site  is  then  performed.  The 
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FIGURE  4.  Rotating  flap  of  bladder  to  close  large  defects 
after  excising  fistula  and  preventing  undue  pressure  at  line 
of  closure. 

bladder,  having  been  freed  from  the  underlying 
fistula  to  the  fistulous  site,  can  then  be  circum- 
cised and  excised.  Adequate  mobilization  of  the 
bladder  permitting  closure  of  both  the  vagina  and 
bladder  without  tension  is  essential  if  this  stan- 
dard technique  is  followed.  The  vaginal  defect  is 
closed  transversely,  and  an  attempt  is  made  to 
evert  the  mucosa  into  the  vagina.  Usually  number 
2-0  chromic  sutures  are  used,  and  a second  layer  is 
used  to  reinforce  this  closure.  When  available  ad- 
jacent fat,  fibrous  tissue,  or  a flap  of  peritoneum 
may  be  interspersed  between  this  and  the  bladder. 
The  bladder  closure  is  begun  at  the  apex  of  the 
incision,  and  we  generally  use  interrupted  number 
2-0  chromic  sutures  through  the  full  thickness  of 
the  bladder  wall.  When  possible,  a second  layer 
through  the  muscular  coat  of  the  bladder  alone  is 
used,  imbricating  and  reinforcing  the  bladder  clo- 
sure. Drainage  is  provided  by  using  a number  28 
French  or  larger  suprapubic  tube.  A number  20 
French  5-cc.  Foley-type  catheter  is  left  indwelling 
per  urethra.  If  the  patient  is  in  the  lithotomy  po- 
sition, the  vaginal  closure  is  then  examined  and,  if 
necessary,  reinforced.  Postoperatively,  the  pa- 
tient is  maintained  on  catheter  drainage  and  anti- 
biotics. The  choice  of  antibiotic  is,  of  course,  de- 
pendent on  the  culture  findings.  The  suprapubic 
tube  is  removed  after  five  to  seven  days  and  the 
urethral  catheter  after  fourteen  to  twenty-one 
days  of  leakage-free  healing. 

Two  of  our  recent  cases  developed  fistulas  fol- 
lowing hysterectomy  and  radiation.  In  the  first 


case  ureteral  catheters  were  passed  after  it  was 
recognized  that  the  line  of  closure  might  jeopar- 
dize the  ureteral  orifices.  Following  removal  of 
the  ureteral  catheters,  the  patient  developed  tem- 
porary obstructive  anuria  requiring  temporary  ne- 
phrostomy drainage.  The  fistula  healed,  and  the 
ureters  drained  spontaneously  before  the  nephros- 
tomy tubes  were  removed.  The  second  case  had 
three  separate  fistulas,  and  the  rotation  of  a blad- 
der flap  into  the  defect  created,  avoided  undue 
tension  on  the  suture  line  and  permitted  success- 
ful closure.  The  operative  steps  in  this  procedure 
are  shown  in  Figure  4.  The  rest  of  the  surgical 
closure  and  postoperative  management  is  essen- 
tially the  same  as  described  previously. 

Conclusion 

Our  experience  with  the  suprapubic  transvesical 
repair  of  vesicovaginal  fistula  has  been  entirely 
satisfactory  in  a limited  series  of  9 cases.  The 
urologist’s  choice  of  this  approach  is  quite  natural, 
but  we  must  recognize  that  other  approaches  have 
also  been  successful,  and  not  all  vesicovaginal  fis- 
tulas are  amenable  to  the  techniques  as  described. 
If  a large  fistula  or  multiple  fistulas  are  present, 
simple  excision  and  closure  by  any  approach  may 
be  inadequate.  In  these  cases,  the  rotation  of  a 
flap  of  bladder  into  the  defect  is  most  desirable, 
and  the  suprapubic  transvesical  approach  permits 
this  decision  to  be  made  at  the  time  of  surgery  if 
its  need  has  not  been  recognized  preoperatively. 
Familiarity  with  the  variations  and  techniques  and 
the  proper  preoperative  evaluation  and  prepara- 
tion of  the  patient  should  result  in  a higher  per- 
centage of  successful  repair  of  vesicovaginal  fistu- 
la. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator- 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  P5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg. -bottles  of  100,  500  and  Unit  Dose. 
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It  is  the  purpose  of  this  report  to  describe  the 
renal  biopsy  technique  which  has  been  used  with 
ease  and  safety  in  over  300  children  at  the  State 
University  of  New  York  Downstate  Medical  Cen- 
ter and  North  Shore  University  Hospital  from 
1967  through  1973.  The  usual  objective  of  the  bi- 
opsy procedure  is  to  obtain  sufficient  cortical  tis- 
sue for  examination  by  light,  electron,  and  fluores- 
cence microscopy  with  a minimum  number  of 
punctures  to  the  kidney.  Occasionally  a single 
puncture  has  been  sufficient  to  achieve  this  objec- 
tive. 

Procedure 

The  procedure  which  distinguishes  our  tech- 
nique from  most  others  is  the  regular  bedside  ex- 
amination of  the  biopsy  specimen  under  the  dis- 
secting microscope  before  it  is  placed  in  fixative 
solution.  This  makes  it  possible  to  determine 
during  the  procedure  whether  the  specimen  is 
mostly  cortex  (glomeruli)  or  medulla  (vasa  recti). 
Figure  1 shows  the  typical  appearance  of  cortical 
tissue  as  seen  through  the  dissecting  microscope. 
Numerous  glomeruli  are  visible.  Such  a specimen 
(2  cm.  of  cortex)  can  be  divided  as  follows:  one 

* Tissue-Tek,  Ames  Co.,  Division  Miles  Laboratories,  Inc., 
HI k hart,  Indiana. 


FIGURE  1.  Cortical  tissue  as  seen  through  dissecting  mi- 
croscope (X  150). 


portion  is  fixed  in  4 per  cent  gluteraldehyde  for 
both  light  and  electron  microscopy;  the  other  re-  cu 
mains  in  a sterile  saline-soaked  gauze  pad  about 
five  minutes,  until  it  is  frozen  in  the  cryostat  with 
O.C.T.  Compound*  as  the  embedding  medium. 
The  tissue  is  examined  under  the  microscope  and 
divided  by  the  technician  who  will  prepare  the  sec-  ■ 
tions. 

This  procedure  assures  experienced  evaluation 
for  adequacy  of  specimens  and  eliminates  unnec-  ‘ 
essary  kidney  punctures  which  jeopardize  the  pa- 
tient without  potential  gain.  Conversely,  when 
tissue  is  insufficient  for  the  desired  examinations,  21,3 
bedside  decisions  can  be  made  as  to  whether  or  not 
additional  punctures  are  indicated. 

The  kidneys  are  localized  by  renal  scan  and 
their  outlines  drawn  on  the  patient’s  back.1  Intra- 
venous pyelography  is  performed  as  indicated  for 
the  renal  problem.  We  have  had  less  success 
using  the  IVP  (intravenous  pyelogram)  for  renal 
localization  during  biopsy  than  with  the  renal 
scan.  This  is  now  the  published  experience  of 
Bolton  et  al2  who  found  a marked  projection  dis- 
tortion on  IVP  compared  with  excellent  localiza- 
tion bv  renal  scan.  In  our  experience  mercuhydrin 
Iodine- 131  scan  has  given  almost  100  per  cent  suc- 
cess in  localization  even  with  the  small  kidneys  of 
chronic  renal  insufficiency  and  young  infants. 
Rarely,  when  the  kidney  is  not  accurately  localized 
during  a procedure,  the  procedure  is  rescheduled 
to  be  performed  under  fluoroscopy  with  the  image 
intensifier.  This  has  occurred  twice  in  the  past 
four  years. 

Infiltration  with  lidocaine  (Xylocaine)  as  well  as 
penetration  with  the  biopsy  needlef  is  done  at  a 
45-degree  angle  so  that  the  kidney  surface  is  en- 
tered tangentially  rather  than  vertically.  This 
seems  to  yield  longer  cores  of  cortex  especially  in 
small  children  or  in  cases  where  the  cortex  is 
t hinned  as  the  result  of  chronic  processes. 

t Travenol  disposable  biopsy  needle,  4'^  or  6 inches;  Traven- 
ol  Laboratories,  200  Wilmot  Road,  Deerfield,  Illinois. 
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Three  hundred  and  twenty-two  children  with  kid- 
ney disease  have  had  successful  kidney  biopsies  by 
a technique  which  assures  that  cortical  rather  than 
medullary  tissue  is  obtained.  Visualization  of  the 
kidney  biopsy  specimen  under  the  dissecting  mi- 
croscope immediately  confirms  the  sampling. 
Glomeruli  are  readily  recognized  as  protuberant 
vascular  spheres  eliminating  the  need  for  further 
punctures  when  sufficient  cortex  is  obtained.  A 
very  low  biopsy  complication  rate  is  attributed  to 
this  immediate  specimen  evaluation,  kidney  local- 
ization by  renal  scan,  and  proper  preparation  and 
sedation  of  children  prior  to  biopsy. 


We  recognize  three  absolute  contraindications 
to  closed  renal  biopsy:  (l)a  solitary  kidney,  (2)  a 
bleeding  disorder,  or  (3)  an  uncooperative  patient. 
The  latter  requires  special  attention  with  children. 
It  is  necessary  to  allay  the  child’s  fears  as  well  as 
provide  adequate  sedation  and  analgesia/1 

The  complications  from  kidney  biopsy  in  our  se- 
ries have  been  relatively  few: 

1.  Gross  hematuria  requiring  blood  transfusions,  2 
cases  (1  had  sickle-cell  anemia  with  papillary  necro- 
sis). 

2.  Subcapsular  hematoma  proved  by  x-ray  find- 
ings, 2 cases. 

3.  Nephrectomy,  none. 

4.  Death,  none. 

We  attribute  this  relatively  low  complication 
rate  to  the  technique  which  has  been  described  in 
this  report. 

Summary 

There  are  two  features  which  distinguish  our  bi- 
opsy technique  from  most  others.  The  first  is  the 
routine  bedside  localization  of  renal  cortex  during 
the  biopsy  procedure  eliminating  unnecessary 
punctures  to  the  kidney.  The  second  is  localiza- 
tion of  the  kidneys  by  renal  scan  with  marking  of 
the  kidney  contours  on  the  patient’s  back.  This 
method  has  been  superior  to  intravenous  pyelogra- 
phy or  fluoroscopy  because  of  accurate  localization 
and  because  the  biopsy  can  be  performed  in  the 


Epistaxis:  a constant  perplexing  problem 

In  children  and  young  adults,  almost  all  nosebleeds 
are  anterior,  usually  due  to  nose  picking,  occasionally 
blunt  trauma,  or  possibly  a foreign  body.  Incidence  of 
posterior  epistaxis  increases  with  age,  especially  the 
group  over  forty.  Particularly  in  the  older  groups  the 
possibility  of  malignancy  should  be  considered,  but 
should  not  be  ignored  in  any  age  group.  Septal  devia- 
tion, congenital  or  traumatic,  can  cause  excess  drying  of 
the  mucosa  by  variation  in  air  flow  patterns.  This  com- 
bined with  an  increase  in  vascular  pressure  by  sneezing. 


more  comforting  and  familiar  surroundings  of  the 
pediatric  ward. 

North  Shore  University  Medical  College 
300  Community  Drive 
Manhasset,  New  York  1 1030 
(DR.  McVICAR) 
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coughing,  or  hypertension  can  cause  rupture  of  some  in- 
tranasal vessels.  Many  mild  cases  of  epistaxis  stop  be- 
fore the  physician  gets  to  the  emergency  room.  David 
M.  Doan,  M.D.,  University  of  Mississippi,  Jackson,  Mis- 
sissippi, outlines  the  common  pitfalls  in  his  article 
which  appeared  in  the  Journal  of  the  Mississippi  State 
Medical  Association  14:  395  (September)  1973:  1.  In- 

adequate prepacking  evaluation  or  treatment;  2.  inade- 
quate or  inaccurate  nasal  packing;  3.  unsubstantiated 
dependence  on  systemic  drugs  to  control  bleeding;  and 
4.  too  much  cauterization. 
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Chronic  subdural  hematomas  can  be  present 
with  a varied  clinical  picture  and,  therefore,  can 
mimic  many  neurologic  entities. 

Calcified  and  interhemispheric  subdural  hema- 
tomas, by  virtue  of  the  pathology  of  the  former 
and  location  of  the  latter,  certainly  contribute  to 
the  diagnostic  confusion. 

Calcified  subdural  hematoma 

Calcified  subdural  hematomas  are  infrequently 
reported  lesions  with  approximately  35  noted  in 
the  literature.  Monro’s1  report  of  1 calcified  sub- 
dural hematoma  out  of  a series  of  310  verified  he- 
matomas supports  the  statistics  of  other  clinics.2,3 
Most  of  the  patients  afflicted  were  in  the  second  to 
fourth  decades  of  life.  Several  had  a history  of 
trauma  which  antedated  the  diagnosis  of  subdural 
hematoma  by  ten  to  twenty  years.4-8 

Case  report.  A fifty-six-year-old  woman  was  admit- 
ted to  City  Hospital  Center  at  Elmhurst  on  May  2,  1967, 
because  of  confusion,  apathy,  incontinence,  and  weak- 
ness on  the  right  side.  In  1937,  after  head  trauma  which 
rendered  her  unconscious,  she  had  a grand  mal  seizure. 
She  was  hospitalized  and  a neurologic  workup,  that  did 
not  include  dye  or  air  studies,  showed  negat  ive  findings. 
There  were  recurrent  grand  mal  seizures  fifteen  and 
three  years  prior  to  admission.  In  1952,  her  gait  distur- 


FIGURE  1.  Plain  skull,  lateral  view,  showing  large  rectan- 
gular-shaped calcified  opacity.  Marked  thinning  of  tables 
of  skull  as  well  as  small  lucent  areas  are  seen. 


bance  became  progressive,  and  for  three  years  prior  to 
admission  she  was  unable  to  walk  without  assistance. 
Later,  her  ability  to  concentrate  appeared  impaired,  and 
then  there  was  a slow,  progressive  loss  of  interest  in  all 
activities.  In  1964,  she  stopped  work  and  afterward 
gradually  became  bedridden.  Three  months  prior  to 
admission  she  was  unable  to  use  her  right  arm  and  leg, 
and  this  was  followed  by  continued  apathy  and  depres- 
sion. Shortly  before  admission,  urinary  incontinence 
was  noted,  and  her  speech  became  unintelligible.  Rela- 
tives asserted  that  the  patient  had  been  under  constant 
medical  care  with  a diagnosis  of  multiple  sclerosis. 

Physical  examination.  At  the  time  of  admission  the 
patient  moaned  incoherently  in  a monotonous  voice. 
There  was  hemiplegia  and  generalized  hyperreflexia  on 
the  right.  Some  withdrawal  of  the  extremities  on  the 
left  side  was  noted.  There  was  evidence  of  expressive 
aphasia,  and  concentration  was  poor.  Pallor  of  the  left 
optic  disk  and  right  Babinski  and  Hoffmann  signs  were 
noted.  There  was  bony  prominence  of  the  skull  in  the 
left  temporoparietal  region  and  a round  2-cm.  diameter 
bony  defect  in  the  left  temporal  region.  She  appeared 
dehydrated  and  malnourished,  and  there  were  many  pe- 
techiae  and  areas  of  ecchymosis  on  her  arms  and  shoul- 
ders. 

Skull  x-rays  revealed  a large  rectangular  calcified 
mass  under  the  calvarium  of  the  frontal  and  parietal  re- 
gions (Fig.  1).  It  appeared  almost  cylindrical  in  the  an- 
terior-posterior projection.  The  posterior  clinoid  pro- 
cess was  eroded,  and  there  was  demineralization  at  the 
base.  Lumbar  puncture  showed  slightly  xanthochromic 
fluid  with  an  opening  pressure  of  40  mm.  of  water.  Ce- 
rebrospinal fluid  chemistries  were  within  normal  limits. 
The  electroencephalogram  showed  almost  continuous  4 
to  6 cycles  per  second  activity  up  to  50  microvolts  occur- 
ring diffusely,  occasionally  more  prominent  on  the  right 
side.  Brain  scan  showed  a large  area  of  decreased  activ- 
ity in  the  left  temporoparietal  region.  A left  carotid  ar- 
teriogram demonstrated  a large  avascular  zone  in  the 
frontoparietal  region  corresponding  to  the  shape  of  the 


FIG 

we 

no! 

Will 

Of! 

call 
die 
pla 
[ ngl 

ceri 

1 

| in 
tta 

60i 

SOI 

I S 

mo 

jrai 

I Eis 

I fair 
I Dae 
An 
pro: 
lie 
pan 


lab 


obe 

dens 

®k 

sail' 

cssi 

and 

did  i 
fail 

appe 

ate 

siiilf 

tatec 


832  New  York  State  Journal  of  Medicine/May  1974 


I 


FIGURE  2.  Left  carotid  arteriogram,  anteroposterior 
view,  showing  marked  shift  of  anterior  cerebral  artery  to 
right,  and  depression  of  sylvian  triangle  by  calcified  mass 
which  has  eroded  and  expanded  frontoparietal  convexity 
of  skull. 

calcified  mass  (Fig.  2).  The  sylvian  triangle  and  mid- 
dle-cerebral artery  were  markedly  depressed  and  dis- 
placed medially.  There  was  a significant  shift  to  the 
right  of  the  pericallosal  arteries  as  well  as  the  internal- 
cerebral  vein. 

Hematologic  evaluation  revealed  a mild  normochrom- 
ic anemia  with  a hemoglobin  of  13  Gm.  There  was  a 
thrombocytopenia  with  platelet  counts  ranging  between 
60,000  and  100,000.  Bone  marrow'  and  coagulation 
workup  findings  were  normal. 

Since  the  patient’s  hemiplegia  was  of  recent  origin 
and  significant  midline  shift  was  noted  on  the  arterio- 
gram, it  was  elected  to  remove  this  calcified  hematoma. 
Eight  days  after  admission  the  patient  underwent  a left 
frontoparietal  craniotomy.  The  dura  overlying  the 
mass  was  noted  to  be  paper-thin  and  nonyielding. 
After  opening  the  dura,  the  firm  subdural  mass  was  ap- 
proximately 6 cm.  in  depth  and  12  cm.  in  length.  Both 
the  inner  and  outer  membranes  were  0.5  cm.  thick  and 
partially  calcified.  The  enclosed  cavity  contained 
brown-black  clotted  blood  which,  on  microscopic  exami- 
nation, was  found  to  be  partially  organized  and  con- 
tained numerous  calcium  flecks  and  cholesterol  clefts. 
Many  pigmented  macrophages  and  giant  cells  were  also 
observed.  The  subdural  membranes  were  composed  of 
dense  laminated  collagenous  tissue  with  areas  of  calcifi- 
cation. After  removal  of  the  hematoma  there  was  con- 
stant oozing  of  blood  from  the  underlying  pia  mater  ne- 
cessitating transfusion  with  four  units  of  fresh  blood 
and  two  units  of  fresh  frozen  plasma.  Brain  expansion 
did  not  occur,  and  the  wound  was  closed  with  external 
drainage. 

Within  three  or  four  days  postoperatively,  the  patient 
appeared  to  achieve  her  preoperative  neurologic  status 
but  showed  no  further  improvement.  A few  weeks  later, 
while  being  fed  with  tube  feedings,  she  apparently  aspi- 
rated and  was  found  dead. 


Two  rather  uncommon  sequelae  of  cranial  trauma 
are  presented.  Calcified  subdural  hematomas 
were  divided  into  two  categories.  Those  with  large 
space-occupying  hematomas  and  clinical  evidence 
of  increased  intracranial  pressure,  contrasted  with 
thin  sheet-like  calcified  membranes  without  a 
mass  effect.  Surgery  was  recommended  for  the 
former  type  with  results  depending  on  the  chroni- 
city  of  the  lesion  and  the  underlying  cerebral  dam- 
age. The  diagnosis  of  interhemispherically  locat- 
ed avascular  masses  is  dependent  on  recognition  of 
arteriographic  displacement  of  the  calloso  margin- 
al arteries  away  from  the  midline  with  little 
change  in  the  pericallosal  arteries.  The  differen- 
tial diagnosis  of  falx  meningioma  can  be  eliminat- 
ed by  the  absence  of  stain  and  meningeal  blood 
supply.  Craniotomy  rather  than  burr  hole  drain- 
age was  the  preferred  therapy. 


Postmortem  studies  of  the  left  frontal  lobe  showed  ev- 
idence of  microcystic  change  and  moderate  microglial 
and  astrocytic  reaction.  The  area  was  poorly  circum- 
scribed from  surrounding  parenchyma.  The  remainder 
of  the  cortex  and  white  matter  showed  no  significant 
changes.  Cause  of  death  was  reported  to  be  pulmonary 
edema  and  aspiration  pneumonitis. 

Comments.  The  presence  of  bony  erosion  and 
enlargement  of  the  hemicranium  on  the  pathologic 
side  of  the  head  certainly  gave  evidence  that  the 
hematoma  was  present  for  many  years.  These 
findings  of  chronic  increased  intracranial  pressure 
were  typical  of  those  reported  by  Meredith  and 
Gish9  in  1952.  They  discussed  a case  of  a thirty- 
two-year-old  patient  with  bilateral  frontal  chronic 
subdural  hematomas  which  eroded  through  dura 
and  bone.  This  long-standing  increased  intracra- 
nial pressure  and  thinning  of  the  skull  as  well  as 
dorsum  sella,  contrasts  markedly  with  some  of  the 
reported  cases  of  Dyke  and  Davidoff.10  They  con- 
structed an  x-ray  syndrome  after  studying  the 
skull  films  of  patients  with  very  long-standing  sub- 
dural hematomas,  the  result  of  injury  at  birth  or 
early  childhood.  The  findings  in  these  patients 
were  enlargement  of  the  vault,  widening  of  the 
middle  fossa,  enlargement  of  the  ethnoid  sinuses, 
and  increase  in  the  number  of  mastoid  air  cells  on 
the  side  of  the  lesion.  These  findings  pointed  to  a 
transient  period  of  increased  intracranial  pressure, 
followed  by  compensatory  bony  changes  to  fill  the 
increased  volume  of  the  cranium.  There  also  was 
a shift  of  the  ventricular  system  to  the  side  of  the 
calcified  subdural.  This  shift  indicated  localized 
atrophy  of  the  brain  on  the  side  of  the  lesion.  The 
x-ray  findings  in  the  case  reported  indicated  a 
long-standing  increase  of  intracranial  pressure 
with  probable  episodes  of  rebleeding  into  the  origi- 
nal hematoma. 
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After  a review  of  the  literature,  it  was  apparent 
that  the  clinical  findings  in  the  adult  patients  were 
similar  in  that  pronounced  seizure  disorders,  fol- 
lowed by  mental  deterioration,  and,  at  times,  a 
psychotic  picture,  preceded  that  of  hemiplegia.4  7 
In  children,  mental  retardation,  optic  atrophy,  and 
seizures,  followed  by  focal  neurologic  deficits,  have 
been  noted.  In  the  6 cases  reported  by  McLaurin 
and  McLaurin11  ranging  in  age  from  seven  to  fif- 
teen years,  all  were  mentally  retarded  or  had  be- 
havioral disorders.  There  was  no  evidence  of 
intracranial  hypertension  or  a progressive  focal 
neurologic  deficit.  In  each  case  the  calcification 
was  recognized  unexpectedly  and  was  crescentic  in 
form,  located  adjacent  to  the  inner  table  of  the 
skull.  Three  of  these  patients  had  previous  sur- 
gery in  infancy  for  bilateral  subdural  hematomas. 

Electroencephalography.  In  1960,  Jasper12 
reported  a very  specific  electroencephalographic 
finding  of  a silent  area  of  decreased  voltage  over  a 
subdural  hematoma.  Slow  dysrhythmias  of  a gen- 
eralized nature  with  occasional  focal  changes  con- 
sistent with  one  of  the  hematomas  has  been  re- 
ported by  McLaurin  and  McLaurin.11  Nonspecific 
abnormalities,  however,  are  more  commonly  seen 
in  these  patients.13,14 

Pathophysiology.  There  seem  to  be  two  dif- 
ferent types  of  cases  involved.  In  one  group  there 
was  long-standing  evidence  of  a chronic  subdural 
hematoma  which  had  been  responsible  for  in- 
creased intracranial  pressure.  The  clinical  state 
worsened  over  the  years,  and  the  size  of  the  hema- 
tomas either  stayed  unchanged  or  further  bleeding 
occurred  into  the  region.  The  other  cases  appear 
to  be  burned-out  hematomas,  where  only  a few 
millimeters  of  fibrous  and  calcified  membranes  are 
found  in  the  subdural  space,  without  any  increase 
of  intracranial  pressure. 

The  calcification  of  subdural  hematomas  would 
seem  to  evolve  from  thickened  membranes  in 
which  degenerative  changes  occur.  Afra”  has 
shown  histologically  the  occurrence  of  gradual  de- 
generation and  transformation  of  the  connective 
tissue  into  a calcified  mass.  Ossification  of  the  he- 
matoma may  occur  if  the  appropriate  cells  are  pro- 
duced in  the  tissue  reaction  and  would  be  consid- 
ered to  be  a terminal  phase  in  the  organization  of 
the  chronic  subdural  hematoma.5  The  nonreex- 
pansion of  the  brain  following  removal  or  conser- 
vative care  of  a subdural  hematoma  would  seem  to 
enhance  fibrous  reaction  and  possibly  calcifica- 
tion. The  McLaurins,11  however,  believe  that  the 
calcification  is  dependent  on  the  damage  to  the 
underlying  brain  tissue.  Other  theories  are  con- 
cerned with  an  inherent  metabolic  tendency  to  cal- 
cify where  other  calcific  deposits,  pleura  and 
bursa,  are  seen.4  The  poorer  circulation  and  ab- 
sorption in  the  subdural  space  may  also  lead  to  de- 
position of  calcium.2 

Treatment.  In  a review  of  the  literature,  there 
were  a few  instances  of  improvement  following  the 


removal  of  calcified  subdural  hematomas.7,8  The 
McLaurins11  found  no  evidence  of  improvement  in 
6 patients  after  surgery,  and  felt  that  the  underly- 
ing brain  damage  was  responsible  for  the  clinical 
manifestations  and  the  presence  of  a calcified 
membrane  did  not  contribute  to  the  problem.  It 
would  seem  that  therapy  of  calcified  subdural  he- 
matomas should  depend  on  the  presence  of  in- 
creased intracranial  pressure  and  recent  progres- 
sion of  neurologic  signs.  Obviously,  a hematoma 
that  has  been  present  for  twenty  years  with  signifi- 
cant neurologic  findings  would  most  certainly  be 
associated  with  irreversible  changes  in  the  under- 
lying brain.  In  selecting  those  patients  with  in- 
creased pressure  and  recent  deterioration  as  possi- 
ble candidates  for  surgery,  one  has  in  mind  re- 
bleeding into  the  region  and,  therefore,  a chance  to 
reverse  some  of  the  neurologic  findings.  In  the 
case  presented  here,  the  patient  was  in  poor  gener- 
al medical  condition,  but  surgery  was  undertaken 
because  of  the  recent  onset  of  hemiplegia  and  the 
presence  of  shift  of  the  midline  structures  to  the 
contralateral  side. 

Interhemispheric  chronic  subdural  hematoma 

There  are  infrequent  reports  of  subdural  hema- 
tomas confined  to  the  interhemispheric  fis- 
sure. 15~19  Most  authors  reported  small  volume  le- 
sions, of  15  to  20  cc.,  with  profound  neurologic  def- 
icits, presumably  because  of  location.  The  fol- 
lowing case  exhibited  unusual  chronicity  of  symp- 
toms, lesion  size,  and  angiographic  configuration, 
which  hindered  the  diagnosis. 

Case  report:  The  patient  was  admitted  to  the  Nas- 
sau County  Medical  Center  in  December,  1970.  His 
neurologic  disturbance  began  four  years  prior  to  admis- 
sion when  he  was  struck  on  the  head  by  an  electrical 
cable  while  working.  He  was  hospitalized  briefly  after  a 
transient  period  of  loss  of  consciousness.  During  the 
next  six  months,  he  was  bothered  by  headaches  and 
some  memory  disturbances.  In  June,  1970,  a neurologic 
workup  revealed  mild  paresis  of  the  left  upper  extremity 
and  continued  cephalalgia.  A technesium  brain  scan 
was  thought  to  show  minimally  increased  uptake  par- 
asagittally  on  the  right.  In  September,  1970,  the  pa- 
tient was  struck  by  another  cable  and  received  a scalp 
laceration  requiring  four  sutures  and  a subgaleal  hema- 
toma in  the  right  parietal  region. 

Examination  on  admission  to  the  hospital  disclosed 
an  alert  male  with  minimal  organic  mental  syndrome. 
There  was  mild  paresis  of  the  left  upper  extremity  and 
profound  paresis  of  the  left  lower  extremity.  A Babin- 
ski  sign  was  noted  on  the  left,  but  no  sensory  loss  could 
he  elicited. 

A repeat  brain  scan  was  positive  in  the  right  falx  re- 
gion (Fig.  3),  and  the  electroencephalogram  showed  mild 
asymmetrical  slowing  on  the  right.  Bilateral  cerebral 
arteriography  disclosed  a right  falx  interhemispheric 
mass  with  an  associated  subfrontal  component.  The 
right  callosomarginal  artery  was  shifted  from  the  mid- 
line toward  the  ipsilateral  hemisphere,  while  the  proxi- 
mal pericallosal  artery  (A2)  portion  of  the  anterior  cere- 
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FIGURE  3.  Technesium  brain  scan,  anteroposterior  view, 
showing  increased  uptake  in  right  falx  region. 


J bral  was  shifted  markedly  to  the  left  (Fig.  4).  The  right 
I pericallosal  artery  appeared  to  be  depressed  (Fig.  5). 
j The  lesions  appeared  relatively  avascular,  but  there  was 
I an  abnormally  appearing  meningeal  branch  running 
I toward  the  midline.  Most  of  the  anterior-posterior  ex- 
) tent  of  the  interhemispheric  fissure  was  deformed.  Be- 
I cause  of  the  history  and  studies,  diagnoses  of  multiple 
^ meningiomas,  hematomas,  or  cysts  were  considered. 

Surgery.  On  January  12,  1971,  a right  frontoparietal 
i craniotomy  was  carried  3 cm.  across  the  midline.  On 
► opening  the  dura,  the  right  hemisphere  was  noted  to  be 
: tense  despite  the  use  of  osmotic  diuretics.  There  was 
'•  no  evidence  of  subdural  hematoma  over  the  convexity, 
i but,  on  retracting  the  medial  surface  of  the  hemisphere 
from  the  falx,  about  30  cc.  of  old  liquid  blood  were  re- 
j leased.  Thick  membranes  were  identified,  and  the  cavi- 
I ty  was  completely  emptied.  The  hematoma  occupied 
t the  entire  visible  interhemispheric  fissure  and  extended 
interiorly  to  the  right  subfrontal  region. 

Postoperative  course.  The  patient  made  a fairly 
rapid  recovery  and  returned  to  work  two  months  fol- 
lowing surgery  without  neurologic  abnormalities. 

Comments:  When  one  considers  the  number  of 
1 venous  channels  bordering  the  interhemispheric 
fissure,  the  low  reported  incidence  of  subdural  he- 
matoma in  this  region  is  surprising.  Anatomic 
features  that  could  explain  this  discrepancy  might 
include  the  following: 

1.  Less  mobility  of  the  medial  portions  of  the  hemi- 
sphere compared  to  the  frontoparietal  convexity 
since  fewer  pial  dural  vascular  connections  are 
present  in  the  latter  region. 

2.  Forces  applied  to  the  skull  are  more  apt  to  be  in 
the  direction  of  the  low-convexity  or  parasagittal 
portions. 

3.  The  potential  subdural  space  is  much  greater  over 


FIGURE  4.  Left  carotid  arteriogram  with  contralateral 
compression  showing  marked  displacement  proximal  A2 
portion  of  anterior  cerebral  artery  to  left  (long  single  arrow) 
and  displacement  of  right  callosomarginal  artery  away 
from  midline  to  right  (double  arrows). 

the  convexity,  and  spillage  of  blood  to  this  region, 
aided  by  gravity,  may  occur  even  with  tears  of  the 
medial  veins. 

The  history  of  patients  with  interhemispheric 
subdural  hematomas  does  not  differ  from  the  clas- 
sic convexity  type.  Acute  to  chronic  forms  have 
been  noted.16’19  Clinical  findings  have  ranged 
from  stupor  to  focal  abnormalities  of  hemiparesis 
and  hemiplegia  with  the  lower  extremity  maximal- 
ly involved.1,18 

The  diagnosis  of  this  entity  is  based  on  clinical 
suspicion  and  angiography.  The  echoencephalo- 
gram  has  not  been  useful,  but,  in  one  case,  one  to 
three  cycles  per  second  activity  with  phase  rever- 
sal over  the  vertex  was  demonstrated  by  electroen- 
cephalography.18 Brain-scanning  may  reveal  in- 
creased uptake  off  the  midline  if  the  lesion  is  large 
and  extends  laterally.  The  presence  or  location  of 
skull  fractures  did  not  appear  to  be  helpful  in 
making  the  diagnosis. 

In  1955,  Jacobsen15  first  reported  the  angio- 
graphic diagnosis  of  a hematoma  between  the 
hemispheres.  He  noted  the  displacement  of  the 
central  and  posterior  portions  of  the  pericallosal 
artery  away  from  the  midline,  creating  an  avascu- 
lar area  along  the  falx  cerebri  on  one  side.  The 
hematoma  is  usually  located  superior  to  the  sulcus 
of  the  corpus  callosum,  and  the  more  usual  angio- 
graphic picture  shows  displacement  of  the  internal 
branches  of  the  callosal  marginal  artery  with  the 
pericallosal  remaining  in  the  midline.17-20  This 
angiographic  picture  has  also  been  seen  in  subdu- 
ral empyema  and  subarachnoid  hemorrhage  from 
ruptured  anterior  communicating  aneurysm.21 
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FIGURE  5.  Right  brachial  arteriogram,  lateral  view.  Pericallosal  artery  displaced  interiorly  (arrow)  and  distal  branches 
above  appear  stretched. 


Treatment.  The  surgical  removal  of  the  hema- 
toma can  be  achieved  by  parasagittal  burr 
holes1617  or  by  craniotomy.18-19  The  authors  pre- 
fer this  latter  method  since  it  provides  better  visu- 
alization and  thorough  decompression  of  the  in- 
terhemispheric  fissure.  It  seems  preferable  to 
open  the  parasagittal  dura  while  visualizing  the 
position  of  the  draining  veins.  This  can  only  be 
achieved  by  craniotomy. 

In  the  case  presented,  the  long  history  and  pro- 
gressive focal  neurologic  findings  favored  benign 
tumor  despite  the  multiple  cranial  traumas  re- 
ported. The  presence  of  an  enlarged  meningeal 
vessel  and  associated  subfrontal  angiographic  de- 
formity delayed  the  diagnosis  of  this  entity. 

Summary 

Two  categories  of  calcified  hematomas  are  sug- 
gested, based  on  clinical  and  radiologic  differ- 
ences. Surgery  was  recommended  for  the  few 
cases  with  progressive  neurologic  disturbances  and 
increased  intracranial  pressure. 

The  diagnosis  of  an  interhemispheric  subdural 
hematoma  can  be  made  by  familiarization  with  the 
classic  angiographic  picture,  an  avascular  space- 
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occupying  lesion  displacing  the  callosomarginal  ar- 
tery from  the  falx  cerebri.  The  differential  diag- 
nosis of  falx  meningioma  can  usually  be  eliminated 
by  vascular  stain,  meningeal  blood  supply,  and 
history.  Therapy  is  surgical,  with  craniotomy  pre- 
ferred. 

1300  Union  Turnpike 
Lake  Success,  N.Y.  11040  i 
(DR.  DECKER) 
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Management  of  severe  hypertension 

Priscilla  Kincaid-Smith,  M.D.,  in  her  article  which 
appeared  in  the  American  Journal  of  Cardiology  (32: 
575  [Sept.]  1973)  presents  both  a review  of  the  literature 
as  well  as  experience  in  321  patients  with  severe' hypo- 
tension. It  introduces  a clinical  study  dealing  with  po- 
tent vasodilator  drugs  including  diazoxide  which  is  felt 
to  be  a dramatic,  effective  hypotensive  agent  that  is 
both  sodium  retaining  as  well  as  a vasodilator.  Beta  ad- 
renergic blocking  agents  are  also  effective  agents  which 
show  a continuing  dose  response  curve  up  to  2 Gm.  and 
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more.  It  is  effective  in  the  1 to  3 Gm.  range.  In  the  se- 
vere hypertension  due  to  renal  disease  arising  conse- 
quent to  analgesic  agents,  sodium  administration  may 
reduce  the  blood  pressure  as  well  as  decrease  the 
amounts  of  hypotensive  agents  required.  The  author 
discusses  such  a case,  and  demonstrates  that  uncon- 
trolled hypertension  was  correlated  w-ith  increasing  so- 
dium restriction,  and  was  reversed  by  administration  of 
salt,  thus  restoring  a glomerular  filtration  rate.  Other 
hypotensive  agents  such  as  the  benzothiadiazines,  spiro- 
nolactone, and  methyldopa  are  discussed. 
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^Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin  — The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete,- 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin  — The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin  — Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly*;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andlrobicin 

sterile  spectinomycin  hydrochloride 


2 gm  and  4 gm  vials 


terile  Trobicin 

terile  Trobicin  (spectinomycin  hydrochloride) 
- For  Intramuscular  Injection-. 
gm  vials  containing  5 ml  when  reconstituted 
ith  diluent. 

gm  vials  containing  10  ml  when  reconstituted 
ith  diluent. 

n aminocyclitol  antibiotic  active  in  vitro  against 
ost  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
d 20  mcg/ml).  Definitive  in  vitro  studies  have 
hown  no  cross  resistance  of  N.  gonorrhoeae 
letween  spectinomycin  and  penicillin, 
ndications:  Acute  gonorrheal  urethritis 

nd  proctitis  in  the  male  and  acute  gonorrheal 
ervicitis  and  proctitis  in  the  female  when  due 
3 susceptible  strains  of  N.  gonorrhoeae. 
ontraindications:  Contraindicated  in  po- 
ints previously  found  hypersensitive  to  spec- 
nomycin. 

Varnings:  Not  indicated  for  the  treatment  of 
yphilis.  Antibiotics  used  to  treat  gonorrhea 
nay  mask  or  delay  the  symptoms  of  incubating 
yphilis.  Patients  should  be  carefully  examined 
ind  monthly  serological  follow-up  for  at  least 
I months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
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In  Part  I of  this  review,  which  appeared  in  the 
April  issue  of  the  Journal,  the  author  discussed 
dyssynergy  which  he  defined  as  a disequilibrium 
or  lack  of  integrated  contraction.  Dyssynergy  is 
categorized  according  to  angiographically  docu- 
mented ventricular  wall  distortions  during  systole. 
The  author  discussed  myocardial  energetics  and 
described  some  of  the  methods  used  to  externally 
document  precordial  movements. 

As  was  discussed  previously,  the  designation 
“aneurysm”  has  been  attached  traditionally  to  any 
deformity  of  the  cardiovascular  system  character- 
ized by  circumscribed  or  diffuse  dilation  of  a vessel 
wall.  With  improved  understanding  of  the  func- 
tional implications  of  such  lesions  and  better 
methods  of  delineating  them  intra  vitam  has  come 
recognition  that  the  term  merits  a physiologic  as 
well  as  an  anatomic  definition. 

Specifically  with  regard  to  the  heart,  most  scars 
ensuing  from  major  myocardial  infarction  (and,  for 
that  matter,  the  parent  infarcts  themselves)  can  be 
shown  to  exhibit  expansile  or  other  movements 
which  are  not  in  concert  with  the  contractile  de- 
sign of  the  rest  of  the  organ.  And  yet  only  a rela- 


tively small  fraction  of  them,  less  than  one-fourth, 
display  the  fixed  contour  bulge  which  is  the  classi- 
cal radiographic  emblem  of  aneurysm.  Ordinary 
x-ray  techniques,  including  fluoroscopy,  miss  cer- 
tain aneurysms;  for  example,  diaphragmatic,  true 
posterior,  and  septal.  Currently,  no  meaningful 
assessment  of  an  aneurysm  can  be  made  without 
cineangiography,  which  localizes  it,  maps  its  endo- 
cardial boundaries,  outlines  its  contents,  and  trac- 
es the  play  of  its  walls.  What  angiography  does 
not  do  is  qualitate  the  cellular  composition  of  the 
aneurysmal  shell,  but  this  is  not  of  moment  from  a 
practical  standpoint. 

Until  it  became  appreciated  in  recent  years  that 
the  differences  between  true  and  false  cardiac  an- 
eurysms went  far  beyond  mere  architectural  dis- 
tortions, they  were  not  viewed  as  distinct  entities. 
Also,  aneurysms  resulting  from  trauma  were  often 
grouped  willy-nilly  with  those  accompanying  myo- 
cardial infarction  in  spite  of  their  several  dissimi- 
larities. These  are  a couple  of  the  myriad  difficul- 
ties facing  a reviewer  who  attempts  to  analyze  data 
on  the  subject.  Another  is  perfunctory  mensura- 
tion based  on  subjective  criteria,  typified  by  the 
statement  in  a publication  by  a pair  of  distin- 
guished cardiologists  that  “a  small  aneurysm  has 
the  dimensions  of  a nut,  a medium  one  those  of  a 
tangerine,  and  a large  one  ranges  from  a grapefruit 
to  nigh  monstrous  transformation  of  the  heart.” 
Others  have  referred  to  nonbulging  scars  as  “small 
aneurysms,”  and  bulging  ones  as  “large  aneu- 
rysms.” 

Unequivocally,  dependable  knowledge  about 
cardiac  aneurysms  will  be  garnered  only  from  pro- 
spective studies.  However,  for  all  of  its  shortcom- 
ings and  ambiguities,  such  retrospective  informa- 
tion as  is  yielded  by  the  literature  still  provides  a 
useful  yardstick  for  estimating  the  importance  of 
those  lesions. 

Of  the  diverse  kinds  of  cardiac  aneurysms,  only 
those  consequent  to  myocardial  infarction  from 
coronary  atherosclerosis  will  be  considered  here, 
this  being  the  cause  in.  over  85  per  cent  of  cases. 
True  parietal  aneurysms  will  be  surveyed  sepa- 
rately from  false  aneurysms  to  which,  as  will  be 
pointed  out  later  in  this  report,  they  bear  hardly 
any  resemblance  at  all. 
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True  cardiac  parietal  aneurysms 

Incidence.342-374  Description  has  been  made 
I of  permanent  protrusion  of  a portion  of  the  surface 
I of  the  heart  in  3 to  38  per  cent  of  cases  after  myo- 
I cardial  infarction.  Significantly,  in  practically  all 
I instances  when  the  diagnosis  was  made  by  simple 
i radiographic  means,  the  aneurysms  were  left  ven- 
I tricular,  whereas  a greater  share  of  lesions  situated 
I elsewhere  were  discovered  at  necropsy. 

A few  series  in  which  more  sophisticated  criteria 
were  utilized  have  pointed  to  infarct  segments 
1 with  either  transient  or  abiding  aneurysmal  char- 
acteristics of  some  degree  in  up  to  70  per  cent  of 
cases.  Other  series  have  underscored  the  progres- 
sive enlargement  of  aneurysms,  the  inference 
clearly  being  that  the  diagnostic  yield  rises  with 
the  passage  of  time. 

A convenient,  albeit  admittedly  simplistic,  way 
of  resolving  the  issue  of  semantics  is  to  categorize 
as  aneurysms  any  stage  of  the  healing  or  healed  in- 
farct beyond  the  third  month  of  its  inception. 
Under  this  scheme  either  an  akinetic  or  dyskinetic 
scar  would  qualify  as  being  an  aneurysm. 

Pathogenesis.'575-631  The  topographic  distri- 
bution of  aneurysms  corresponds  perforce  to 
where  their  parent  infarcts  are  situated.  The 
overwhelming  propensity  of  aneurysms  for  the  left 
ventricle  is  therefore  readily  explained.  They  are 
usually  confined  to  an  independent  portion  of  the 
outer  parietes;  often,  however,  they  merge  with 
devitalized  or  ruptured  papillary  muscle  or  ven- 
tricular septum.  Exceptionally,  two  or  more  an- 
eurysms, either  confluent  or  discrete,  may  reside 
at  the  ventricle. 

Only  1 to  2 per  cent  of  cardiac  aneurysms  are 
right  ventricular.  Biventricular  aneurysms  are  ex- 
tremely rare;  when  present  they  coexist  with  a 
ventricular  septal  tear.  Rarer  still  are  isolated 
atrial  parietal,  atrial  septal,  ventricular  septal,  and 
atrioventricular  aneurysms. 

As  would  be  predicted,  there  is  fairly  close  cor- 
respondence between  where  an  aneurysm  is  situat- 
ed and  the  derivative  coronary  arterial  obstruc- 
tion: 

1.  Left  anterior  or  apical:  left  anterior  descend- 
ing coronary  artery  or  its  diagonal  tributary. 

2.  Posterobasal:  left  circumflex  and  right  coro- 

nary arteries. 

3.  Right  ventricular:  right  coronary  artery. 

4.  Basal  septal:  branches  of  either  right  or  left 

coronary  arteries. 

The  locations  of  aneurysms  at  the  left  ventricle 
are,  in  decreasing  order  of  frequency:  anterior, 

apical,  anterolateral,  posterobasal,  and  ventricular 
septal.  The  first  three  account  for  85  to  90  per 
cent,  the  fourth  for  5 to  10  per  cent,  and  instances 
isolated  to  the  last  for  less  than  5 per  cent.  The 
infrequency  of  posterior  aneurysms  is  related  not 
only  to  the  lesser  incidence  of  occlusion  of  the  cir- 


cumflex coronary  artery  but  also  to  the  greater  se- 
riousness of  diaphragmatic  wall  infarctions;  these 
are  more  apt  to  be  lethal  sooner  from  involvement 
of  the  conduction  system  or  of  mitral  valve  attach- 
ments. 

That  freshly  infarcted  myocardium  should  dis- 
play motion  abnormalities  comes  as  no  surprise. 
If  the  necrosed  muscle  can  withstand  the  stresses 
of  intraventricular  pressure  and  myocardial  ten- 
sion without  rupturing  them,  it  heals  by  fibrosis 
(Fig.  6).  The  conversion  of  a flat  scar  into  an  out- 
pouching is  presumably  determined  by  several  fac- 
tors: 

1.  High  intraventricular  pressure,  thinning  and 
stretching  the  infarct  during  cicatrization.  (One  os- 
tensible reason  why  right  ventricular  aneurysms  are 
so  scarce  is  that  intracameral  pressure  is  low  on  that 
side.) 

2.  Prevention  of  rupture  of  the  attenuated  wall 
because  of  buttressing  by  adherent  pericardium  and 
its  development  into  an  aneurysm  instead. 

3.  A greater  predisposition  for  a transmural  in- 
farct to  rupture;  and,  conversely,  more  time  for  a sub- 
endocardial one  to  fibrose  and  become  transformed 
into  an  aneurysm  in  due  course. 

4.  A plentiful  collateral  circulation  allowing  sur- 
vival despite  the  deprivation  of  a large  piece  of  myo- 
cardium which  eventually  gives  way  and  sags  in  re- 
sponse to  constant  intraluminal  pressure. 

Whatever  the  purported  process,  it  is  evidently 
multifactorial.  In  the  past  it  was  held  that  vigor- 
ous physical  activity  and  arterial  hypertension 
predisposed  to  and  accelerated  aneurysm  forma- 
tion. But  data  supporting  that  belief  are  some- 
what unconvincing,  and  aneurysms  arise  just  as 
well  in  patients  who  are  normotensive  and  are  kept 
bedfast.  More  plausible,  since  widespread  coro- 
nary atherosclerosis  and  pericarditic  adherences 
are  such  prevalent  companions  of  aneurysms,  is 
the  surmisal  that  chronic,  although  sometimes 
clinically  silent,  myocardial  ischemia  is  the  terrain 
most  favorable  for  aneurysm  formation. 

The  preponderance  of  aneurysms  at  the  anterior 
or  apical  walls  of  the  left  ventricle  is  probably  be- 
cause these  parts  contribute  little,  if  anything,  to 
valve  support  or  conduction  pathways,  so  that 
their  infarction  is  less  likely  to  precipitate  death. 
In  contrast,  since  the  diaphragmatic  and  lateral 
walls  of  the  ventricle  moor  the  papillary  muscles, 
massive  infarction  in  those  areas,  entailing  sever- 
ance of  the  mitral  valve  suspensory  apparatus, 
may  hardly  leave  time  for  an  aneurysm  to  form. 
Another  possible  explanation  might  be  found  in 
disparate  wall  thickness  and  strength,  which  in 
turn  has  to  do  with  muscular  makeup.  The  lower 
anterior  and  apical  regions  are  built  almost  wholly 
of  just  the  superficial  bulbospiral  and  superficial 
sinospiral  muscles,  whereas  the  back  and  subaortic 
ones  are  braced  additionally  by  the  deep  counter- 
parts of  these  muscles. 
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FIGURE  6.  Relationship  between  development  of  true  parietal  aneurysm  and  parent  infarct. 


However  large  or  small  a true  aneurysm  is,  it  is 
always  in  series  or  tandem  with  the  cardiac  skele- 
ton, and  its  wall  is  of  myocardial  derivation.  This 
is  in  contradistinction  to  pseudoaneurysm  which, 
as  will  be  discussed  later,  is  in  parallel  with  the 
ventricle  and  has  a wall  of  epicardial  and/or  peri- 
cardial origin.  A recognizable  zone  of  demarca- 
tion exists  between  the  devitalized  and  adjacent 
sound  myocardium,  but  it  is  not  a homogeneously 
sharp  transition  line. 

The  aneurysmal  wall  itself  is  composed  largely 
of  sheets  of  collagenous  or  hyaline  connective  tis- 
sue, always  admixed  with  varying  proportions  of 
either  viable  or  vestigial  myofibril  strands.  If  in- 
farction was  subendocardial,  there  is  likely  to  be 
appreciably  more  muscle  than  if  it  was  transmural. 
Interspersed  may  be  iron-laden  macrophages,  lym- 
phocytes, and  islands  of  calcium  or  even  bone.  Its 
exterior  is  nearly  always  plastered  with  a cohesion 
of  visceral  and  parietal  pericardium  which  renders 
it  particularly  resistant  to  tearing.  The  clot  paves 
its  inner  surface  in  the  form  of  lamellae  of  differ- 
ent age  or  sometimes  as  particles  scattered  within 
crevices  in  the  lining.  The  outermost  matting  of 
old  thrombus  may  become  calcified  or  even  ossi- 
fied. Thrombus  deposition  is  peculiarly  scarce  in 
aneurysms  coexisting  with  ventricular  septal  per- 
foration, probably  because  the  clot  is  propelled 
through  the  latter. 

Pathophysiology.632-656  Heart  failure,  the  car- 
dinal adversity  from  aneurysm,  is  mediated 
through  dyssynergy.  The  detrimental  influence  of 
the  aneurysm  in  this  respect  is  self-perpetuating. 
As  dysfunction  mounts  the  less  tractable  does  the 
heart  failure  become.  Because  it  is  so  common- 
place with  aneurysm,  lingering  heart  failure  after 
myocardial  infarction  is  a compelling  reason  for 
investigating  the  possibility  of  a concealed  cardiac 
aneurysm. 

The  most  prevalent  mode  of  dyssynergy  exhib- 
ited by  true  parietal  aneurysms  is  akinesia,  hut  the 
most  important  from  an  hemodynamic  standpoint 
is  dyskinesia  (Figs.  4 and  5).  Independent  of 


where  it  is  situated,  a dyskinetic  aneurysm  by  its 
centrifugal  expansion  during  both  diastole  and 
systole  retains,  and  hence  deducts,  a substantial 
amount  of  blood  that  should  go  to  cardiac  output. 
The  still  prevalent  teaching  that  aneurysms  empty 
during  diastole  is  unconvincing  and  has  not  been 
corroborated  by  angiography  or  any  other  study. 
Thus,  with  an  atrial  aneurysm,  there  is  incomplete 
ventricular  filling;  with  a ventricular  parietal  one, 
some  of  the  stroke  volume  is  sequestered  into  the 
aneurysmal  sac;  with  a ventricular  septal  aneu- 
rysm, not  only  is  part  of  the  stroke  volume  with- 
held, but  also  encroachment  by  the  slack  septum 
into  the  right  ventricle  straitens  the  capacity  of 
that  chamber  for  receiving  inflow — the  so-called 
Bernheim  syndrome. 

A relatively  sparse  quantity  of  blood  will  be 
trapped  if  the  aneurysmal  pocket  is  heavily  car- 
peted with  the  clot  or  is  intrinsically  small.  The 
coagulum,  whose  genesis  stems  from  conditions  of 
nonlaminar  surface,  eddying  or  gyrating  streams, 
and  other  hydraulic  disturbances,  presumably  ac- 
cretes faster  but  also  breaks  loose  easier  in  the 
presence  of  dysrhythmias.  Organized  thrombus 
splints  the  aneurysm,  so  that  as  the  clot  accumu- 
lates the  paradoxic  motions,  that  is,  dyskinesia, 
may  be  superseded  by  immobility,  that  is,  akin- 
esia. The  same  is  true  of  calcification,  whether  it 
be  in  the  wall  of  the  aneurysms  or  in  that  of  the 
leathery  pericarditic  sheath  tightly  bound  to  the 
aneurysm.  Since  heart  failure  is  appreciably  more 
pronounced  in  general  with  dyskinesia  than  with 
akinesia,  the  fortuitous  supervention  of  rigidifica- 
tion  of  the  aneurysmal  wall  by  organized  throm- 
bus, calcium,  or  bone  may  effectively  procure  a 
“self-cure”  and  favor  longevity  (Fig.  7). 

In  contrast,  should  the  aneurysm  be  allied  with 
another  cardiac  structural  deformity,  the  deleteri- 
ous effects  on  cardiac  output  may  verge  on  the  in- 
superable. Exemplary  of  that  situation  are  torn 
papillary  muscle  or  ventricular  septum.  Very  seri- 
ous, although  not  quite  as  nefarious,  is  mitral  re- 
gurgitation from  aneurysm-incited  papillary  mus- 
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FIGURE  7.  Dyssynergic  consequences  of  true  parietal 
aneurysm  mitigated  by  clot  accretion  and  splinting  of  wall 
by  calcification  and  pericardial  adhesion. 


an  aneurysm  was  usually  revealed  accidentally 
from  ordinary  roentgenograms  or  at  necropsy  and 
rather  seldom  from  physical  findings  elicited  be- 
cause of  a fortuitous  anterolateral  location  or  large 
hulk.  During  the  last  decade,  coincident  with  an- 
giographic and  surgical  advances,  aneurysms  have 
been  uncovered  more  often  in  the  course  of  inves- 
tigations directed  at  the  complications  produced 
by  them  and  which  are  essentially  identical  to 
those  of  myocardial  infarction.  These  are: 


cle  dysfunction.  Here  it  is  primarily  antagonistic 
movements  of  the  juxtapapillary  aneurysm  which 
pervert  papillary  muscle  activity,  with  morpholog- 
ic malfunction  of  the  muscle  proper  playing  a sub- 
ordinate role.  Mitral  incompetence  is  a frequent 
concomitant  of  diaphragmatic  ventricular  aneu- 
rysms which  displace  the  posteromedial  papillary 
muscle  and,  less  frequently,  of  lateral  parietal  an- 
eurysms which  similarly  misshape  the  floor  of  the 
anterolateral  papillary  muscle  group. 

The  fibrous  barriers  which  normally  surround 
the  aortic  valve  tend  to  shelter  it  from  structural 
distortion  by  any  neighboring  aneurysm.  Occa- 
sionally, however,  the  aneurysmal  pouch  is  so 
proximate  that  the  valve  orifice  cannot  escape 
from  becoming  patulous. 

Besides  causing  volumic  deficits,  an  aneurysm  is 
responsible  for  kinetic  ones  which  further  aggra- 
vate myocardial  ischemia  and  potentially  compro- 
mise hitherto  healthy  muscle.  Because  the  aneu- 
rysm is  noncontractile  and  ectopic,  it  dissipates 
and  subverts  ventricular  ejection  force.  A consid- 
erable amount  of  radial  thrust  generated  by  sound 
muscle  flanking  it  is  wasted  in  swelling  the  com- 
pliant aneurysmal  sac  instead  of  contracting  the 
rest  of  the  ventricle  effectively  in  centripetal  fash- 
ion (Figs.  4 and  5). 

Translated  into  hemodynamic  terms,  the  net 
handicaps  on  myocardial  energetics  are: 

1.  Lowered  time-tension  index. 

2.  Increased  left  ventricular  minute  work. 

3.  Elevated  left  ventricular  end-diastolic  filling. 

4.  Increased  resistance  to  diastolic  filling. 

5.  Decreased  left  ventricular  ejection  fraction. 

6.  Decreased  rate  of  myocardial  fiber  shortening. 

7.  Raised  myocardial  oxygen  requirement. 

All  of  these  effects  are  accentuated  during  phys- 
ical effort.  Ventricular  dilation,  compensating 
initially  for  reduced  cardiac  output,  ultimately 
surpasses  the  limits  of  fiber  shortening,  acerbates 
catecholamine  depletion  and  myocardial  ischemia, 
and  hurries  the  spiral  of  heart  failure. 

Semeiology.6a,~845  True  parietal  anetirysms 
have  been  discovered  from  as  early  as  two  days  to 
as  late  as  nineteen  years  after  acute  myocardial  in- 
farction, the  average  being  three  months. 

There  are  no  symptoms  purely  characteristic  of 
ventricular  aneurysm.  In  the  past,  the  presence  of 


1.  Angina  pectoris. 

2.  Cardiac  decompensation. 

3.  Dysrhythmias. 

4.  Thromboembolism. 

5.  Recurrent  effusive  pericarditis. 

6.  Septic  endocarditis. 

7.  Rupture  of  the  aneurysmal  shell. 

Ventricular  aneurysm  supercedent  on  myocar- 
dial infarction  abbreviates  life  expectancy  more 
than  myocardial  infarction  alone.  Formerly, 
about  75  per  cent  of  its  victims  died  within  three 
years,  and  80  to  90  per  cent  within  five  years.  The 
causes  were:  heart  failure,  15  to  70  per  cent;  sud- 
den death,  10  to  15  per  cent;  ventricular  tachydys- 
rhythmia,  10  to  15  per  cent;  iterative  myocardial 
infarction,  10  to  50  per  cent;  thromboembolism,  4 
to  20  per  cent;  and  rupture,  1 to  2 per  cent.  Lon- 
gevity has  improved  in  the  past  decade,  but  the 
toll  is  still  higher  than  after  uncomplicated  myo- 
cardial infarction. 

The  chest  pain  sensed  by  the  bearer  of  an  aneu- 
rysm is  typically  angina  pectoris,  and  does  not  de- 
rive from  pressure  against  or  tugging  on  neigh- 
boring organs.  Thus  dysphagia  is,  for  all  practical 
purposes,  nonexistent  with  posterior  aneurysms, 
regardless  of  their  size.  Angina  pectoris  is  roughly 
twice  as  common  after  myocardial  infarction  in 
people  with  aneurysms  as  in  those  without,  doubt- 
less because  of  the  magnified  myocardial  oxygen 
requirement  in  the  former.  Because  it  stresses 
marginally  perfused  muscle,  aneurysm  heightens 
liability  to  iterative  myocardial  infarction.  In  70 
to  75  per  cent  of  infarctions  superimposed  on  an- 
eurysm the  new7  infarct  is  found  juxtaposed  to  the 
old  infarct  and  aneurysm. 

After  angina  pectoris,  congestive  heart  failure  is 
the  foremost  clinical  presentation  of  cardiac  aneu- 
rysm, striking  about  75  per  cent  of  patients  at 
some  time  of  their  illness  and  being  the  direct 
cause  of  death  in  half  of  them.  Ordinarily  it  is 
global,  but  pulmonary  congestion  may  preponder- 
ate because  of  either  actual  or  relative  mitral  re- 
gurgitation. Failure  usually  does  not  wax  and 
wane  but  is  ingravescent  instead,  seldom  fully 
subjugated  by  medication  and  often  surging  out  of 
control  when  dysrhythmias  intrude.  Cardiac  tam- 
ponade is  not  a feature  of  heart  failure  because  of 
extreme  infrequency  of  either  recrudescent  peri- 
cardial effusion  or  aneurysmal  wall  rupture. 
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From  40  to  70  per  cent  of  patients  with  ventricu- 
lar aneurysm  have  dysrhythmias,  especially  during 
their  terminal  illness.  The  exact  ratio  of  dys- 
rhythmias emanating  from  the  aneurysm  itself  and 
from  other  sites  that  are  not  aneurysmal  is  not  as- 
certainable. Nevertheless,  there  is  no  doubt  that 
dysrhythmias  are  more  frequent  after  myocardial 
infarction  with  aneurysm  than  without  aneurysm, 
and  some  are  abolished  only  by  aneurysmectomy. 

Dysrhythmias  are  believed  to  be  the  product  of 
irritability  reactions  which  have  their  source  in 
multiple  foci  at  the  junctional  tissue  circumscrib- 
ing the  aneurysm  and  also  possibly  in  other  areas 
that  bear  the  brunt  of  functional  debit.  Either 
circus  and  reentry  phenomena  are  established  be- 
cause of  the  zone  of  relative  refractoriness  and  de- 
cremental  conduction,  or  the  para-aneurysmal  tis- 
sue may  act  as  an  autonomously  firing  ectopic 
pacemaker  locus  by  being  protected  from  depolar- 
ization owing  to  entrance  block. 

The  main  dysrhythmias  are  supraventricular; 
the  more  sinister  ventricular  ones  are  infrequent. 
All  tend  to  be  paroxysmal  and  relapsing.  Sporad- 
ic volleys  of  ventricular  tachycardia,  which  occur 
in  about  one  fifth  of  patients  observed,  may  be  a 
prelude  to  ventricular  fibrillation  and  death. 
Close  to  two  thirds  of  persons  die  within  six 
months  of  the  first  bout  of  recurrent  ventricular 
tachydysrhythmia.  In  this  connection  antidys- 
rhythmic  drugs  given  with  prophylactic  intent  are 
of  equivocal  worth. 

Without  the  long-term  administration  of  anti- 
coagulants, thromboembolism  has  afflicted  as 
many  as  25  per  cent  of  patients  after  myocardial 
infarction  uncomplicated  by  aneurysm;  in  those 
with  aneurysm  the  risk  of  thromboembolic  acci- 
dents is  doubled.  Thrombotic  concretions  at  dif- 
ferent stages  of  organization  are  found  in  a plurali- 
ty of  aneurysms,  although  in  only  one  fourth  of 
cases  is  thrombus  suggested  by  angiographic  ap- 
pearance. Neither,  the  absence  of  dysrhythmias 
nor  advanced  maturity  of  an  aneurysm  grants  any 
assurance  against  fragmentation  and  embolization 
of  thrombus.  In  fact,  embolism  occurring  beyond 
three  weeks  from  the  onset  of  myocardial  infarc- 
tion should  arouse  suspicion  of  aneurysm.  A mea- 
sure of  security  is  provided  by  anticoagulant 
agents,  but  embolic  accidents  may  occur  irrespec- 
tive of  that  therapy. 

Approximately  one  half  of  embolic  episodes  are 
multiple,  but  successive  ones  affect  different  sites. 
At  least  50  per  cent  of  emboli  are  transported  to 
the  aortic  bifurcation  and  lower  limbs,  15  per  cent 
to  the  upper  limbs,  and  the  remainder  to  cerebral 
and  abdominal  visceral  arteries.  The  morbidity 
rate  is  high,  but  death  from  thromboembolism  per 
se  is  uncommon.  Coronary  embolism  is  doubtless 
frequent  and  causative  of  instant  death,  but  its  ac- 
tual incidence  is  a mystery,  and  it  offers  no  clues 
for  unraveling  it  from  progression  of  the  primary 
coronary  occlusive  process. 


The  thrombus  and  comparatively  stagnant  flow 
in  aneurysms  encourage  bacterial  nidation.  Endo- 
carditis of  that  sort  fortunately  is  a rarity,  for  it  is 
exceedingly  difficult  to  trace  and  has  been  uni- 
formly fatal  to  date. 

Effusive  pericarditis  is  an  uncommon  accompa- 
niment of  true  aneurysms  except  during  their  for- 
mative stages  when  the  attendant  pain  may  mas- 
querade as  angina  pectoris.  The  effusion  ordinar- 
ily is  serosanguineous;  when  frankly  bloody  and 
voluminous  it  may  suggest  impending  aneurysmal 
rupture  but  more  often  infers  evolving  or  widening 
myocardial  infarction.  The  accumulation  of  fluid 
is  seldom  so  fast  or  large  as  to  produce  cardiac 
tamponade  or  incite  congestive  heart  failure.  Per- 
icarditis may  recur  with  diminishing  effusion  until 
the  pericardial  space  is  obliterated  by  the  pericar- 
dium becoming  soldered  to  the  outside  of  the  an- 
eurysm. Hemopericardium  has  been  reported  fol- 
lowing anticoagulant  treatment  of  myocardial  in- 
farction but  occurs  also  without  such  therapy. 

The  symphysis  of  thickened  pericardium  forti- 
fies the  otherwise  thin  and  elastic  aneurysm,  bar- 
ring its  tendency  to  burst.  Of  the  less  than  2 per 
cent  of  true  aneurysms  which  do  rupture  sponta- 
neously the  majority  are  juvenile  and  devoid  of  a 
totally  investing  cicatrized  pericardium,  or  the 
split  is  at  a weak  point  at  the  margin  of  the  aneu- 
rysm and  neighboring  myocardium.  Diffuse  calci- 
fication of  the  aneurysmal  wall,  a very  rare  occur- 
rence, apparently  imparts  a measure  of  strength. 
Of  the  approximately  five  dozen  cases  of  calcified 
aneurysm  documented  in  the  world  literature,  vir- 
tually all  were  characterized  by  longevity,  and  rup- 
ture took  place  in  none. 

Diagnosis846-1009 

Cardiac  aneurysm  should  be  thought  of  whenev- 
er a patient  experiences  disability,  especially  heart 
failure,  which  is  temporally  or  organically  dispro- 
portionate to  the  causal  myocardial  infarct.  Be- 
cause in  as  many  as  50  per  cent  of  cases  no  history 
of  antecedent  myocardial  infarction  may  be  elic- 
ited, a search  for  aneurysm  is  justifiable  in  some- 
one who  without  other  apparent  reason  suddenly 
develops  angina  pectoris,  congestive  heart  failure, 
dysrhythmia,  or  thromboembolism. 

Physical  signs  are  for  the  most  part  elusive  and 
overrated  and  discovery  solely  on  clinical  grounds 
serendipitous.  In  contemporary  practice  angiog- 
raphy is  the  choice  diagnostic  procedure,  other 
methods  being  merely  supplementary. 

Several  physical  signs,  alone  or  combined,  have 
been  described  in  association  with  large  parietal 
aneurysms.  It  is  reiterated  that  they  are  neither 
constant  nor  pathognomonic.  The  signs  include: 

1.  Forceful,  broad  pulsation  of  the  anterior  chest 
wall,  separate  from  the  cardiac  apical  impulse,  from 
the  third  to  the  fifth  intercostal  spaces  between  the 
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left  parasternal  and  midclavicular  lines,  and  propa- 
gated radially. 

2.  Caudad  shift  of  the  left  upper  costal  margin 
and  caudad  movement  of  the  lower  ribs  with  each 
heart  beat,  visible  as  “bifid"  or  “rocking”  heave. 

3.  Palpable  reduplication  of  precordial  thrust  im- 
parting “undulating”  or  “shuddering"  sensation. 

4.  “Stony”  dullness  of  percussion  note  over  the 
left  side  of  the  precordium. 

5.  Muted  heart  sounds. 

6.  Accentuated  first  heart  sound. 

7.  Quadruple  heart  rhythm. 

8.  Persistent  presystolic  or  protodiastolic  gallop 
beyond  the  acute  stage  of  myocardial  infarction. 

9.  A fairly  loud  and  long  murmur,  with  a “cooing,” 
“plaintive,”  or  musical  character,  occupying  the  whole 
of  systole  and  early  part  of  diastole,  best  heard  at  the 
site  of  the  apical  impulse,  and  not  conducted  in  any 
particular  direction. 

10.  Murmurs  of  relative  mitral  and/or  aortic  valve 
regurgitation. 

The  sensitivity  of  examination  is  sharpened  by 
exercising  the  patient  for  a short  while  and  placing 
him  in  the  left  lateral  decubitus  position. 

I Watching  the  vibrations  of  the  lightly  held 
stethoscope  bell  while  listening  to  the  heart  sounds 
is  a useful  technique  for  simultaneously  combining 
; inspection,  palpation,  and  auscultation.  The  signs 
are  nonspecific,  being  dependent  in  part  on  the 
proximity  of  the  aneurysm  to  the  anterior  chest 
wall  and  on  the  absence  of  heart  failure,  hypertro- 
phy, or  dilation. 

Presystolic  gallop,  presumably  expressive  of 
I ventricular  dyssynergy,  has  lately  been  reempha- 
sized as  the  most  faithful  clue  of  aneurysm.  Qua- 
druple rhythm,  although  less  frequent,  is  also  very 
I suggestive  of  the  condition.  Accentuation  of  the 
i first  heart  sound  is  said  to  disappear  when  and  as 
the  aneurysm  becomes  tenanted  by  thrombus. 
Impulse  cardiography  and  apex  cardiography 
l can  be  resorted  to  for  corroborating  the  palpatory 
I finding  of  eccentric  pulsations.  Precordial  trac- 
ings may  show  a slowly  ascending  monophasic 
curve  starting  with  presystole  and  remaining 
throughout  systole.  The  recorded  prominent  “a” 
w'ave  is  that  felt  with  the  hand.  Characteristical- 
ly, systolic  emptying  and  diastolic  filling  compo- 
nents are  short  or  delayed  when  the  aneurysm  con- 
tains little  clot  and  more  conspicuous  when  the  sac 
is  obliterated  with  thrombus.  Para-apical  shock 
waves  may  not  be  sensed  when  aneurysms  are 
small  or  distant  from  the  rib  cage,  such  as  those 
situated  posteriorly. 

Phonocardiography  serves  to  corroborate  aus- 
cultatory findings  and  may  shed  some  light  on  the 
real  nature  of  certain  murmurs. 

There  is  no  typical  or  specific  electrocardiogram 
of  aneurysm.  Electrocardiographic  tracings, 
which  are  said  to  be  suggestive  of  aneurysm,  come 
to  the  fore  after  the  acute  stage  of  myocardial  in- 
farction has  passed  but  may  exist  just  as  well  with- 


out aneurysm.  Of  the  many  inscriptions  de- 
scribed have  been: 

1.  Persistent  surelevation  of  RS-T  segment  and 
cove  plane  inversion  of  the  T wave  in  I,  aVL,  and  one 
or  more  precordial  leads,  without  reciprocal  RS-T  de- 
pression in  the  opposite  leads. 

2.  Prolongation  of  QRS  beyond  0.08. 

3.  Upright  QRS  deflection  in  aVR — the  so-called 
Goldberger-Schwartz  sign. 

4.  Small  Ri  and  deep  S2  and  S3  in  standard  leads. 

5.  Main  QRS  deflection  directed  downward  in 
three  standard  leads. 

6.  Deep  S in  aVF  and  a QS  in  aVL  and  in  one  or 
more  precordial  leads. 

7.  Prominent  R in  aVR. 

These  signs  appertain  to  anterior  wall  aneu- 
rysms. In  the  instance  of  posterior  wall  aneu- 
rysms there  may  appear: 

1.  Persistent  S-T  segment  elevation  in  leads  II, 
III,  and  aVF  with  deep,  wide  Q waves. 

2.  Intraventricular  conduction  defects. 

3.  QRS  upright  or  semi-upright  in  aVR. 

The  persistent  abnormal  RS-T  segment  takeoff 
and  elevation  is  almost  pathognomonic  of  ventric- 
ular aneurysm  and  is  generally  more  conspicuous 
the  bigger  the  aneurysm.  It  presumably  mirrors 
intracavitary  current  production  consequent  to 
lack  of  modifying  potential  from  completely  in- 
farcted  muscle  and  hypertrophy  of  the  opposite 
wall.  This  sign  is  thought  to  be  an  electrical  ex- 
pression of  dyssynergy;  hence  its  presence  with 
large  infarcts  even  before  overt  aneurysm  forma- 
tion. Regrettably,  lingering  RS-T  segment  eleva- 
tion declares  itself  in  only  a minority  of  cases  of 
aneurysm  and  may  even  not  disappear  after  surgi- 
cal extirpation  of  the  lesion.  It  escapes  detection 
in  posterior  aneurysms  unless  esophageal  lead 
electrocardiographic  investigations  are  made.  On 
occasion,  it  may  be  elicited  only  by  stress  testing. 

The  prolonged  duration  and  accentuated  levoro- 
tation  of  the  QRS  are  components  of  related  com- 
plex conduction  disturbances  encompassing  left 
bundle  branch  block,  peri-infarction  block,  and 
intra-infarction  block.  When  conjoined  with  sup- 
pression or  alteration  of  Q waves  and  positivity  of 
T waves  in  leads  facing  the  aneurysm,  they  may 
blot  out  the  typical  indices  of  antecedent  myocar- 
dial infarction. 

Electrocardiograms  generally  correlate  poorly 
with  the  anatomic  location  of  aneurysms  and  the 
distribution  of  coronary  obstructions. 

Spatial  vectorcardiographic  patterns  indicate 
widespread  myocardial  damage  and  have  no  char- 
acteristics pointing  to  aneurysm. 

Aneurysms  are  in  the  minority  of  cardiac  struc- 
tural alterations  after  infarction  which  may  evolve 
surreptitiously  with  belated  emergence  of  life- 
threatening  clinical  jeopardies.  Attesting  to  the 


May  1974/New  York  State  Journal  of  Medicine  845 


wisdom  of  conducting  periodic  thorough  examina- 
tions after  initial  infarction  are  several  studies  an- 
alyzing serial  roentgenograms  in  which  the  diagno- 
sis could  be  made  retrospectively  or  in  which  it 
surfaced  only  with  the  passage  of  time. 

On  plain  frontal  x-ray  films  an  aneurysm  may 
show  up  as  a circumscribed  convexity,  “hump,” 
“ledge,”  or  steplike  protuberance  anywhere  along 
the  left  cardiac  profile  which  gives  the  ventricular 
contour  a square  or  rectangular  look.  When  the 
outpocketing  is  apical,  the  arcuate  shape  of  the 
hemidiaphragm  may  be  blurred  and  the  car- 
diophrenic  junction  become  rectilinear.  These 
appearances  are  lacking  with  small,  diffuse,  dia- 
phragmatic, true  anterior  or  posterior  aneurysms, 
with  apical  aneurysms  buried  in  the  opacity  of  a 
large  left  hepatic  lobe,  or  when  there  is  concomi- 
tant cardiomegaly  of  such  size  that  the  aneurysmal 
cupula  is  obscured  within  the  bloated  heart  shad- 
ow. Indeed,  the  gross  “hunchback  heart”  limned 
in  textbooks  is  seen  in  less  than  10  per  cent  of 
cases,  and  by  the  time  it  makes  its  radiographic 
debut  the  patients  usually  have  ample  hemody- 
namic and  other  troubles  pointing  to  the  possibili- 
ty of  cardiac  aneurysm. 

The  presence  of  calcium  along  the  border  on  the 
left  side  of  the  heart  is  not  necessarily  indicative  of 
aneurysm,  for  its  real  residence  may  be  in  adjoin- 
ing pericardium  or  pleura  rather  than  the  heart. 
Visible  calcification  is  exceptional,  and  in  those  in- 
stances where  there  are  only  flecks  of  calcium  in 
the  aneurysmal  wall  or  organized  thrombus  they 
may  not  be  discoverable  even  with  image  intensifi- 
cation. 

Ordinary  fluoroscopic  inspection  is  a very  useful 
diagnostic  corollary  but  is  subject  to  many  pitfalls. 
Its  primary  purpose  is  to  screen  the  cardiac  pe- 
riphery for  paradoxic  or  contrapulsatile  areas.  On 
rare  occasions  an  incisura  or  notch  marking  the 
mouth  of  the  aneurysm  may  be  seen.  Examina- 
tion is  made  while  slowly  rotating  the  patient  so  as 
to  expose  all  parts  of  the  heart.  Since  visualiza- 
tion of  the  diaphragmatic  surface  and  apex  is 
across  the  gastric  bubble,  the  patient  is  given  an 
effervescent  drink  to  sip  to  fill  the  stomach  with 
air.  Another  helpful  maneuver  is  to  have  the  pa- 
tient in  right  anterior  oblique  position  hold  his 
breath  after  deep  inspiration;  this  clears  the  apex 
but  has  the  disadvantage  of  diminishing  dyskinetic 
oscillations.  A barium  swallow  may  help  to  local- 
ize posterior  aneurysms,  but  these  seldom  displace 
the  esophagus. 

Aneurysms  of  the  anterolateral  wall  are  seen 
most  clearly  in  right  anterior  oblique  and  lateral 
views,  whereas  posterobasal  ones  are  thrown  in  re- 
lief best  in  the  left  anterior  oblique  projection 
which  helps  to  erase  some  overlapping  mediastinal 
shadows. 

Too  much  reliance  on  the  subjective  observation 
of  paradoxic  systolic  pulsations  is  illusory.  Spuri- 
ous paradoxic  excursions  of  the  posterior  wall  of 


the  left  ventricle  may  occur  normally  during  a 
deep  inspiration.  They  may  be  missing  altogether 
when  an  aneurysm  is  filled  to  the  brim  with  a 
blood  clot,  when  it  is  restrained  by  pleuropericar- 
dial adhesions,  when  a greatly  enlarged  ventricle 
also  begins  to  exhibit  odd  contractility,  or  when 
the  aneurysm  is  principally  septal.  More  impor- 
tant should  be  the  realization  that  dyskinesia  is 
but  one  form  of  dyssynergy,  that  aneurysms  may 
display  motion  abnormalities  other  than  that  of 
paradoxic  outward  bulging  during  systole,  and 
that  in  the  same  aneurysmal  ventricle  two  or  more 
different  categories  of  dyssynergy  may  be  seen. 
Contrapulsatile  movements  are  absent  in  akinesia, 
and  this  variety  of  dyssynergy  is  the  most  preva- 
lent companion  of  true  parietal  aneurysms. 

Roentgenkymography  is  a relatively  sensitive 
adjunct  to  fluoroscopy  for  detecting  pulsation  dif- 
ferences, but  it  too  overlooks  lesions  which  are  not 
in  profile  or  which  are  overhung  by  other  struc- 
tures. Using  image-intensification  cinefluorogra- 
phy  alone  or  together  with  roentgenokymography, 
diverse  authors  have  reported  postinfarction  dis- 
orders of  ventricular  pulsation  in  70  to  95  per  cent 
of  cases,  with  paradoxic  systolic  expansion  in  15  to 
50  per  cent.  The  abnormal  pulsations  are  local- 
ized most  commonly  at  the  left  ventricular  apex, 
irrespective  of  the  site  of  infarction  as  documented 
by  electrocardiography  for  the  various  reasons  just 
discussed. 

Proof  of  the  presence  of  an  aneurysm  is  arrived 
at  conclusively  by  cineangiocardiography.  For 
simply  identifying  the  aneurysm,  contrast  medium 
may  be  injected  into  the  pulmonary  artery  or 
through  a transseptal  catheter  into  the  left  atrium. 
But,  ideally,  the  arterial  injection  route  is  utilized 
to  achieve  a complete  and  integrated  study  of 
quantitative  biplane  cineventriculography,  intra- 
cardiac catheterization,  and  selective  coronary  ar- 
teriography. Fear  that  injection  of  contrast  medi- 
um may  dislodge  juxtamural  thrombus  has  not 
materialized  in  actual  practice. 

Angiocardiography  charts  the  location  of  the  an- 
eurysm, its  configuration,  expanse,  contents,  dys- 
synergic  pattern,  association  with  other  structural 
defects  or  functional  derangements,  and  relation- 
ship to  the  coronary  tree  and  subaortic  deep  con- 
strictor muscles.  The  most  characteristic  radio- 
graphic  picture  is  that  of  an  ovoid  or  hemispheric 
sacculation  one-quarter  to  one-half  the  length  of 
the  left  ventricle,  midway  or  at  the  lower  half  of 
the  lateral  border  and  continuous  with  it,  protrud- 
ing and  opacified  during  both  diastole  and  systole 
but  appreciably  more  so  during  the  latter.  A 
dyskinetic  aneurysm  juts  prominently  away  from 
the  cardiac  shadow  during  systole,  an  akinetic  one 
stays  quiescent,  one  that  is  hypokinetic  or  joined 
to  an  enlarged  flaccid  heart  oscillates  limply  in 
unison  with  it,  while  an  asyneretic  or  asynchron- 
ous one  and  the  ventricle  trace  crescentic,  erratic 
undulations.  The  apex  of  the  left  ventricle,  which 
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normally  is  rather  pointed,  looks  blunted  or 
rounded  when  aneurysmal. 

Besides  defining  the  kind  of  dyssynergy,  ven- 
triculography is  rewarding  for  quantitatively  eval- 
uating the  strength  of  ventricular  contractions  at  a 
distance  from  the  aneurysm  itself  and  for  depict- 
ing any  coexisting  valve  regurgitation  or  intracar- 
diac fistula.  These  are  especially  meaningful  from 
a surgical  standpoint.  What  ventriculography  will 
also  furnish  is  measurements  for  estimating  ejec- 
tion fraction,  which  is  a far  more  satisfactory  way 
of  assessing  myocardial  impairment  than  either 
cardiomegaly  or  size  of  the  aneurysm,  neither  of 
these  factors  alone  necessarily  being  a reflection  of 
the  degree  of  clinical  heart  failure. 

The  inner  lining  of  an  aneurysm  ordinarily  is 
smooth  and  nontrabeculated,  so  that  contrast  ma- 
terial occupies  the  sac  as  an  homogeneous  sheet. 
A constant  filling  defect,  streaking,  puddling,  mot- 
tling, or  a “mackerel  sky”  impression  usually  rep- 
resents intracavitary  thrombus,  the  uneven  opaci- 
fication being  presumably  related  to  impeded 
washout  of  contrast  medium.  Bulbous  dilations 


with  serrated  interiors,  occurring  during  only  a 
small  part  of  the  heart  beat,  are  not  aneurysms  but 
rather  artifacts  sometimes  seen  with  ventricular 
extrasystoles  or  with  left  ventricular  outflow  ob- 
struction. Distorted  papillary  muscles  or  hyper- 
trophied trabeculae  may  be  misconstrued  for  in- 
traluminal clot  unless  notice  is  taken  that  the  im- 
ages produced  by  them  fade  during  some  phase  of 
systole,  unlike  genuine  thrombus. 

The  coronary  arteriogram  with  ventricular  an- 
eurysm generally  depicts  wide  separation  between 
wispy  arterial  branches  skirting  the  mouth  of  the 
lesion,  striking  paltriness  of  vasculature  to  the  an- 
eurysm itself,  and  disseminated  occlusive  disease 
of  the  coronary  tree  elsewhere. 

With  regard  to  the  ventricular  intracameral 
pressure  and  flow  characteristics,  these  and  other 
hemodynamic  imbalances  are  as  mentioned  pre- 
viously in  the  section  pertaining  to  pathophysiolo- 
gy- 

General  Motors  Building 
767  Fifth  Avenue 
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Note: 


References  may  be  obtained  from  the  author. 


Part  III  will  appear  in  the  May  issue  of  the  Journal. 


Diagnosis  of  gonorrhea  in  women 

Textbooks  give  conflicting  recommendations  about 
which  sites  should  be  cultured  for  the  bacteriologic  diag- 
nosis of  gonorrhea  in  women.  In  “Diagnosis  of  Gonor- 
rhea in  Women:  Comparison  of  sampling  sites”  (Brit.  M. 
J.  2:  748  [June  30]  1973),  the  results  from  culturing  and 
smear  of  vagina,  endocervix,  and  urethra  were  compared 
in  women  with  gonorrhea.  It  was  found  that  vaginal 
cultures  frequently  gave  negative  results  when  cultures 


from  the  urethra  and  endocervix  were  positive.  Indeed, 
the  diagnosis  would  have  been  missed  in  a third  of  the 
women  if  only  a vaginal  culture  had  been  obtained.  A 
missed  diagnosis  places  the  patient  in  danger  of  serious 
complications  of  gonorrhea,  and  there  are  also  obvious 
public  health  hazards.  M.  N.  Bhattacharxya,  et  al., 
suggest  that  vaginal  cultures  should  be  abandoned,  and 
smear  and  cultures  of  specimens  from  the  urethra  and 
endocervix  should  be  done  on  all  women  suspected  of 
gonorrhea. 
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QUESTION  150.  What  is  the  rhythm?  The  tracing  was  obtained  while  monitoring  a patient  with  acute  myocardial 
infarction  in  the  coronary  care  unit. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  149.  The  fourth  QRS  complex  is  ab- 
errant and  appears  premature.  It  is  preceded  by  a 
P wave  which  is  similar  to  the  usual  P wave  and  is 
precisely  on  time.  In  V2  and  V3  the  initial  slurring 
of  the  QRS  complexes  in  this  beat  resembles  a 
delta  wave.  The  slurring  appears  as  a negative 
wave  in  Vi.  This  aberrantly  conducted  beat  is  ei- 
ther anomalous  conduction  of  a sinus  P wave  of  a 
Wolff-Parkinson-White  variety,  or  a premature 
beat  of  the  ventricle  (or  the  atrioventricular  junc- 
tion with  aberrant  ventricular  conduction).  To 
differentiate  these  two  interpretations,  monitoring 


would  be  necessary.  If  the  aberrant  beat  arises  in 
the  ventricle,  its  relationship  to  the  P wave  will 
vary  when  the  sinus  rate  changes. 

Question  150.  Beat  3 is  premature  and  is  pre- 
ceded by  a T wave  which  is  deformed  and  more 
peaked  than  usual,  owing  to  a superimposed  P 
wave.  Note  that  this  QRS  complex  is  slightly  ab- 
errant. This  is,  therefore,  an  atrial  premature 
contraction  with  aberrant  ventricular  conduction. 
Beat  8 is  a similar  premature  beat,  and  beats  10 
and  11  are  a pair  of  premature  atrial  contractions. 
The  initial  0.04  second  of  premature  beats  10  and 
11  is  negative  and  represents  a Q wave.  This  may 
be  evidence  of  myocardial  infarction  or  may  sim- 
ply represent  aberrant  ventricular  conduction. 
Premature  atrial  beats  are  usually  benign,  but  in 
this  setting  may  be  a precursor  to  a supraventricu- 
lar tachycardia  or  atrial  fibrillation. 


Development  of  arteriosclerosis 

It  has  been  stated  that  arteriosclerosis  is  primarily  a 
pediatric  disease.  The  “Development  of  Arterioscleros- 
is” (McMillan,  G.  C.:  Am.  J.  Cardiol.  31:  542  (May] 
1973)  discusses  types  of  arteriosclerotic  lesions  found  in 
childhood  wherein  fatty  fleets  or  streaks  may  be  found 
in  the  arterial  intima  of  childhood.  It  has  been  stated 
that  these  lesions  may  then  progress  and  be  compatible 
with  or  indistinguishable  from  simple  plaques  or  arterio- 
sclerosis of  adult  form.  If  this  contention  were  true, 


then  the  early  fatty  flecks  or  streaks  might  then  be  ap- 
propriately treated  to  prevent  the  development  of  arte- 
riosclerotic lesions.  However,  the  predictive  signifi 
cance  of  these  early  lesions  is  subject  to  question. 
These  lesions  have  the  same  severity  and  prevalence 
among  all  races  and  countries  studied  during  the  first 
two  decades  of  life,  and  consequently,  poorly  correlate 
with  subsequent  severity  of  aortic  atherosclerosis.  Dr. 
McMillan  concludes  that  atherosclerotic  lesions  do 
occur  in  childhood  but  do  not  necessarily  inevitably 
evolve  into  adult  atherosclerotic  or  arteriosclerotic  le- 
sions. 
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The  occurrence  of  hyperlipemia  in  persons  with 
alcoholism  is  well-known  and  has  been  abundantly 
documented  both  clinically  and  experimentally.1-4 
In  1958,  Zieve1  and  subsequently  other  investiga- 
tors pointed  out  the  simultaneous  occurrence  of 
transient  hyperlipemia  and  transient  hemolytic 
| anemia  in  certain  alcoholic  patients  with  relatively 
| acute  and  reversible  liver  damage.  Although  the 
I foregoing  findings  constitute  what  has  come  to  be 
known  as  Zieve’s  syndrome,  it  is  well-known  that 
hyperlipemia  and  hemolytic  anemia  in  alcoholic 
patients  may  occur  independently  of  each  other.5 
However,  the  mechanisms  causing  hyperlipemia 
and  hemolytic  anemia  in  persons  with  alcoholism 
remain  obscure.  Most  of  the  cases  of  alcoholic  hy- 
perlipemia which  have  been  reported  have  been 
recognized  clinically,  and  postmortem  studies  on 
these  patients  have  been  rare.6  Postmortem  find- 
ings in  a patient  with  alcoholism,  severe  liver  dam- 
age, and  hypercholesterolemia  are  reported. 


Case  report 

A twenty-three-year-old  black  man  with  a histo- 
ry of  consuming  up  to  1 pint  of  alcohol  daily  for 
two  years  was  in  good  health  until  January,  1970, 
when  he  developed  pneumonia.  On  July  4,  1970, 
he  was  hospitalized  for  another  episode  of  pneu- 
monia. On  physical  examination  he  was  febrile, 
normotensive,  and  nonicteric.  Increased  tactile 
fremitus  was  detected  over  the  left  lower  lung 
area.  The  liver  edge  was  sharp  and  palpable  2 fin- 
gerbreadths  below  the  right  costal  margin.  The 
urine  findings  were  negative  for  bile  and  urobilino- 
gen. The  hemoglobin  was  13.7  Gm.  per  100  ml.; 
hematocrit,  38.9;  reticulocyte  count,  0.1  per  cent; 
white  blood  cell  count,  9,700  per  cubic  millimeter 
with  84  per  cent  neutrophils,  2 per  cent  bands,  11 
per  cent  lymphocytes,  2 per  cent  monocytes,  and  1 
per  cent  eosinophils.  The  red  blood  cells  were 
normochromic  and  normocytic.  The  SGOT 
(serum  glutamic  oxaloacetic  transaminase)  was  70 
units;  total  serum  protein,  6.7  Gm.  per  100  ml.;  al- 
bumin, 4.4  Gm.  per  100  ml.;  total  bilirubin,  0.3  mg. 
per  100  ml.;  prothrombin  time,  12.8  seconds  (con- 
trol 12.4  seconds);  alkaline  phosphatase,  14  mU. 
per  milliliter;  and  amylase,  123  Somogyi  units. 
Chest  x-ray  films  revealed  an  infiltrate  in  the  left 
lower  lobe.  Clinical  improvement  followed  peni- 
cillin treatment,  and  the  patient’s  chest  x-ray  find- 
ings were  negative.  He  was  discharged  from  the 
hospital  on  July  31,  1970. 

Subsequent  to  discharge  he  consumed  large 
amounts  of  alcohol.  He  was  hospitalized  again  on 
November  10,  1970,  because  of  chest  pain  and  pro- 
ductive cough  of  two-days’  duration  accompanied 
by  darkening  of  his  urine.  On  admission  he  was 
normotensive,  febrile,  and  icteric  and  was  in  acute 
respiratory  distress  with  a respiratory  rate  of  48 
per  minute.  Inspiratory  rales  and  dullness  to  per- 
cussion were  detected  over  the  right  lower  lung 
area.  A tender  liver  edge  was  palpable  3 finger- 
breadths  below  the  right  costal  margin.  The  urine 
was  positive  for  bile  and  urobilinogen  (1:4  dilu- 
tion). The  hemoglobin  was  9.9  Gm.  per  100  ml.; 
hematocrit,  26;  reticulocyte  count,  0.3  per  cent; 
white  blood  cell  count  4,000  per  cubic  millimeter 
with  35  per  cent  neutrophils,  5 per  cent  bands,  55 
per  cent  lymphocytes,  and  5 per  cent  monocytes. 
The  platelet  count  was  130,000  per  cubic  millime- 
ter. The  SGOT  was  215  units;  total  serum  pro- 
tein, 4.6  Gm.  per  100  ml.;  albumin,  2 Gm.  per  100 
ml.;  total  bilirubin,  over  10  mg.  per  100  ml.  (SMA- 
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FIGURE  1.  Antemortem  bone-marrow  aspirate;  one  of 
many  large  foamy  histiocytes  (Wright  stain  X 300). 


FIGURE  2.  Patient’s  liver  with  severe  fatty  metamorpho- 
sis (hematoxylin-eosin  stain  X 150). 

12);  prothrombin  time,  13.8  seconds  (control  12.6 
seconds);  and  alkaline  phosphatase,  350  mU.  per 
milliliter.  The  total  serum  cholesterol  was  345 
mg.  per  100  ml.  No  other  determinations  of  blood 
lipids  were  performed.  Examination  of  a bone- 
marrow  aspirate  disclosed  numerous  large  foamy 
mononuclear  phagocytic  cells  (Fig.  1).  A chest  x- 
ray  film  showed  an  infiltrate  in  the  right  lower 
lung.  He  was  treated  with  penicillin,  endotracheal 
intubation,  and  ventilatory  assistance.  His  condi- 
tion worsened,  and  he  expired  on  the  second  hos- 
pital day. 

Examination  of  the  lungs  at  autopsy  disclosed 
acute  and  resolving  lobar  pneumonia  involving  all 
lobes  of  both  lungs  with  greatest  severity  in  the 
right  middle  and  right  lower  lobes. 

The  liver  was  enlarged  and  weighed  2,000  Gm. 
Its  cut  surface  was  greasy  and  yellowish-green,  and 
it  exhibited  the  usual  lobular  arrangement.  Mi- 
croscopic examination  disclosed  severe  fatty  meta- 
morphosis with  canalicular  cholestasis,  foci  of  liver 
parenchymal  cell  necrosis,  and  mild  hemosiderosis 
(Fig.  2).  The  Kupffer  cells  were  distended  and 
contained  sudanophilic  material. 

The  spleen  weighed  150  Gm.  Numerous  large 
foamy  histiocytes  were  present  in  the  splenic  sinu- 
soids (Fig.  3).  The  cytoplasm  of  these  cells 


FIGURE  3.  Patient’s  spleen  with  numerous  large  intrasi- 
nusoidal  foamy  histiocytes  (hematoxylin-eosin  X 200). 


FIGURE  4.  Patient’s  bone  marrow  (postmortem)  with  nu- 
merous large  foamy  histiocytes  (hematoxylin-eosin  X 
150). 


stained  with  Sudan  black.  Periodic  acid-Schiff 
and  Luxol  fast  blue  stains  showed  negative  results. 
Mild  hemosiderin  deposition  was  also  present  in 
the  spleen. 

Large  numbers  of  foamy  phagocytes  identical  in 
appearance  and  staining  reactions  to  those  seen  in 
the  spleen  were  identified  in  the  bone  marrow  and 
in  the  sinusoids  in  the  lymph  nodes  (Fig.  4).  In 
addition  the  bone  marrow  exhibited  a decreased 
number  of  megakaryocytes  and  mild  hemosiderin 
deposition. 

The  kidneys  were  unremarkable  except  for  the 
presence  of  sudanophilic  material  in  the  glomeruli. 
The  renal  tubules  gave  a negative  Prussian  blue 
reaction. 

In  an  attempt  to  ascertain  the  nature  of  the 
lipid  material  contained  within  the  foam  cells 
identified  in  the  reticuloendothelial  system,  an 
analysis  of  splenic  lipids  was  performed. 

Materials  and  methods 

The  patient’s  spleen,  4 control  spleens  from 
nonalcoholic  patients  of  similar  age  and  sex  with 
no  hepatic  or  splenic  disease,  and  3 control  spleens 
from  alcoholic  patients  (aged  fifty-seven,  fifty- 
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• TABLE  I.  Lipid  composition  of  patient's  spleen  and  control 
spleens  (per  cent  wet  weight) 


Subject 

Crude 

Lipid 

Extract 

Phospho- 

lipid 

Total 

Choles- 

terol 

Patient 

5.36 

2.04 

1.97 

Normal  controls* 

1.82 

1 30 

0 45 

Alcoholics  with  fatty  liver 
Case  1 

2 36 

0.96 

0.16 

Case  2 

2 36 

0 85 

0 19 

Case  3 

1.42 

1.05 

0 19 

* Represents  pooling  of  four  pieces  of  equal  weight  from  4 different 
subjects. 


identification  was  made  by  reference  to  the  mobil- 
ity of  purified  standard  compoundst  run  simulta- 
neously and  by  spot  staining  following  ninhydrin 
spray.  Individual  spots  were  scraped  and  ana- 
lyzed for  phosphorus  content.  Ascending  thin- 
layer  chromatography  on  Silica  Gel-G*  in  petrole- 
um ether-chloroform  1:1  v/v,  followed  by  spot  cho- 
lesterol quantitation  was  performed  to  arrive  at 
the  free  cholesterol  and  cholesterol-ester  distribu- 
tion. 


TABLE  II.  Percentage  distribution  of  major  splenic  phospholipids* 


Subject 

Total 

Plate 

Origin 

Phospha- 

tidyl- 

serine 

Sphingo- 

myelin 

Phospha- 

tidyl- 

choline 

Phospha- 

tidyl- 

ethanol- 

amine 

Patient 

100 

6.5 

12.6 

27  9 

43.0 

10.0 

Normal  controls! 
Alcoholics  with  fatty  liver 

100 

8.9 

13.1 

22.7 

46.5 

8.8 

Case  1 

100 

5.6 

10.5 

26.5 

51 .0 

6.4 

Case  2 

100 

6.9 

14.4 

22.3 

47.1 

9.3 

Case  3 

100 

6.6 

7.7 

26.3 

52.1 

7.6 

* Phospholipids  expressed  as  the  percentage  of  total  chromatography  plate  phosphorus, 
t Represents  pooling  of  four  pieces  of  equal  weight  from  4 different  subjects. 


TABLE  III.  Distribution  of  splenic  free  and  esterified 
4 cholesterol  expressed  as  the  percentage  of  total  cholesterol 


Subject 

Free 

Cholesterol 

Esterified 

Cholesterol 

Patient 

78.8 

21.2 

Normal  controls* 

85.7 

14.3 

Alcoholics  with  fatty  liver 

Case  1 

74.0 

26.0 

Case  2 

81 .6 

18.4 

Case  3 

93.3 

6.7 

* Represents  pooling  of  four  pieces  of  equal  weight  from  4 different 
* subjects. 


y four,  and  fifty-three  years)  with  fatty  livers  were 
analyzed.  Serum  lipids  were  not  studied  in  the 
latter  group.  Equal  wet  weights  from  the  4 nor- 
mal nonalcoholic  spleens  were  combined  for  the 
analysis  of  that  group.  The  3 alcoholic  spleen 
samples  were  studied  individually.  All  tissue 
studied  had  been  fixed  in  formalin  for  approxi- 
mately one  month  prior  to  study. 

The  spleens  were  first  washed  in  water  for 
1 twenty-four  hours.  They  were  then  homogenized 
in  a Virtis  homogenizer  in  chloroform-methanol, 
; 2:1  v/v  (per  cent  volume  in  volume)  solution,  fol- 
lowed by  extraction  with  one-fifth  volume  water 
and  1 per  cent  concentrated  hydrochloric  acid. 
The  lipid  extract  so  obtained  was  weighed  and 
then  analyzed  for  total  phosphorus  and  cholesterol 
by  standard  methods.7’8  Glycolipid  and  triglycer- 
ide determinations  were  not  undertaken  because 
of  prior  formalin  fixation  of  the  tissues.  Individu- 
al phosphatides  were  determined  by  two-dimen- 
sional thin-layer  chromatography  on  Silica  Gel-H* 
with  spot  localization  by  iodine  vapor.9  Spot 

* Merck  & Co.,  Inc.,  Rahway,  New  Jersey. 

t Applied  Science  Laboratories,  State  College,  Pennsylvania. 


Results 

Table  I shows  total  phospholipid  and  cholesterol 
content  expressed  as  a percentage  of  the  wet  tissue 
weight.  The  alcoholic  fatty  liver  control  group 
contains  the  lowest  and  the  patient  under  study 
the  highest  concentrations  of  these  lipids. 

In  Table  II  the  values  for  the  principal  splenic 
phosphatides  are  expressed  as  a percentage  of 
chromatography  plate  phosphorus.  All  spleens 
contained  phosphatidylserine,  sphingomyelin, 
phosphatidylcholine,  and  phosphatidylethanolam- 
ine.  The  relative  amounts  of  these  major  splenic 
phosphatides  appear  to  be  similar  in  all  spleens 
studied. 

Table  III  expresses  the  free  cholesterol  and  cho- 
lesterol-ester results  as  a percentage  of  total  cho- 
lesterol analyzed  on  the  chromatography  plate. 
The  patient  has  a higher  proportion  of  esterified 
splenic  cholesterol  than  the  normal  control 
spleens.  The  figures  for  the  alcoholic,  fatty  liver 
control  group  are  variable. 

Comment 

A twenty-three-year-old  alcoholic  man  with  a 
history  of  recurrent  episodes  of  pneumonia  was 
admitted  with  pneumonia,  anemia,  and  laboratory 
evidence  of  significant  hepatic  injury.  The  total 
serum  cholesterol  was  elevated  at  345  mg.  per  100 
ml.,  and  numerous  large  foamy  mononuclear  pha- 
gocytes were  seen  in  a bone-marrow  aspirate. 

At  autopsy  the  main  findings  related  to  his 
death  were  bilateral  lobar  pneumonia  and  severe 
fatty  metamorphosis  of  the  liver  with  canalicular 
cholestasis  and  microscopic  foci  of  acute  liver-cell 
necrosis.  His  liver  disease  was  felt  to  be  secon- 
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darv  to  alcoholism.  Of  considerable  interest  was 
the  finding  of  large  foamy  lipid-containing  phago- 
cytes in  the  spleen,  bone  marrow,  and  lymph 
nodes.  The  Kupffer  cells  of  the  liver  were  proba- 
bly similarly  involved,  but  this  was  difficult  to 
evaluate  with  certainty  because  of  the  massive  ac- 
cumulation of  fat  in  the  liver. 

Lipid  analysis  of  the  patient’s  spleen  and  con- 
trol spleens  showed  that  the  patient’s  spleen  con- 
tained elevated  amounts  of  phospholipid,  choles- 
terol, and  cholesterol  ester  when  compared  with 
the  normal  control  spleens.  The  phosphatide  dis- 
tribution was  similar  in  all  spleens  studied.  The 
elevated  splenic  lipid  probably  reflects  sequestra- 
tion of  circulating  lipid  in  this  organ.  This  is  fur- 
ther suggested  by  the  relative  enrichment  of  splen- 
ic lipid  with  esterified  cholesterol  since  this  frac- 
tion is  usually  present  in  significantly  higher  con- 
centration in  the  blood  than  in  tissue. 

Foam  cells  similar  in  appearance  to  those  seen 
in  the  present  case  have  been  described  infre- 
quently in  patients  with  Zieve’s  syndrome.  In  8 
patients  on  whom  bone-marrow  examination  was 
performed  Zieve1  reported  one  instance  in  which 
foam  cells  were  identified  in  the  bone  marrow. 
These  were  present  when  the  serum  cholesterol 
was  656  mg.  per  100  ml.  A repeat  bone-marrow 
examination  several  weeks  later  when  the  serum 
cholesterol  was  normal  (182  mg.  per  100  ml.)  re- 
vealed only  rare  foam  cells.  This  finding  suggests 
that  the  foam  cells  are  formed  by  phagocytosis  of 
circulating  lipids  by  reticuloendothelial  histiocytes 
and  that  this  process  is  reversible.  Kessel2  re- 
ported the  finding  of  foam  cells  in  the  bone  mar- 
row of  2 of  5 patients  with  Zieve’s  syndrome.  In  1 
patient  (Case  1)  serum  fatty  acids,  total  serum 
phospholipids,  and  serum  cholesterol  were  elevat- 
ed at  the  time  of  bone-marrow  examination,  and 
numerous  foam  cells  were  seen  in  the  bone  mar- 
row. In  another  patient  (Case  3)  bone-marrow  ex- 
amination was  performed  as  the  serum-lipid  levels 
were  approaching  normal,  and  only  one  foam  cell 
was  identified.  The  morphology  of  the  foam  cells 
seen  on  hematoxylin-eosin-stained  sections  in  pa- 
tients with  alcoholism  and  hyperlipemia  is  not 
particularly  distinctive  or  diagnostic  and  differs  in 
no  significant  respect  from  foam  cells  which  may 
be  seen  in  other  diseases,  for  example,  Niemann- 
Pick  disease,  Fabry’s  disease,  Tangier  disease,  and 
essential  hyperlipemia. 

In  1967,  Hayashi  and  Stemmermann6  described 
the  autopsy  findings  in  a patient  who  they  consid- 
ered to  have  Zieve’s  syndrome.  In  addition  to 
having  alcoholic  cirrhosis  their  patient  had  pan- 
creatitis and  probably  diabetes  mellitus,  both  of 
which  may  be  associated  with  abnormal  elevation 
of  blood-lipid  fractions.  Laboratory  studies  prior 
to  death  disclosed  anemia,  hypercholesterolemia, 


elevation  of  serum  triglycerides,  hyperbilirubi- 
nemia, (70  per  cent  direct  reacting),  and  elevation 
of  serum  amylase  and  glucose. 

In  the  case  of  Hayashi  and  Stemmermann6 
lipid-filled  histiocytes  were  found  at  autopsy  in 
and  around  the  pancreas  presumably  from  local 
fat  necrosis.  However,  foamy  histiocytes  were 
also  found  in  the  mesangial  region  of  renal  glomer- 
uli, in  renal  scars,  and  in  the  subendothelium  of 
arterioles  of  the  testis,  gallbladder,  pancreas,  and 
heart.  The  Kupffer  cells  of  the  liver  were  distend- 
ed with  vacuoles  containing  sudanophilic  material. 
Rare  foamy  histiocytes  were  identified  in  the  bone 
marrow,  spleen,  and  lymph  nodes.  The  finding  of 
stainable  iron  in  the  epithelium  of  the  proximal 
convoluted  tubules  of  the  kidneys  and  the  eleva- 
tion of  indirect-reacting  bilirubin  indicated  the 
possibility  of  hemolysis. 

The  distribution  of  lipid-laden  histiocytes  in  the 
case  reported  by  Hayashi  and  Stemmermann6  is 
different  from  that  shown  in  the  present  case  since 
reticuloendothelial  involvement  (except  for  hepat- 
ic Kupffer  cells),  although  present,  was  rare, 
whereas  in  our  case  the  lipidosis  appeared  to  be 
limited  to  the  reticuloendothelial  system.  Be- 
cause of  the  marked  difference  in  clinical  and  au- 
topsy findings  it  would  appear  that  these  2 cases  ; 
are  dissimilar. 

Institute  of  Pathology 
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Hepatoma  clinically  presents  symptoms  of 
fever,  right  upper  quadrant  mass,  anorexia,  weight 
loss,  gastrointestinal  disturbances,  and,  least  com- 
monly, spontaneous  hypoglycemia,  portal  vein 
thrombosis,  and  biliary-tract  disease.  Jaundice, 
as  an  initial  symptom,  is  unusual,  commonly  oc- 
curring late  in  the  disease. 

Extrahepatic  obstruction  by  hepatoma  has  been 
described  previously,  and  there  have  been  6 re- 
ported cases  in  the  American  literature  since 
1950.1-6 

Case  report 

A sixty-year-old  white  male  was  admitted  to  the 
hospital  for  the  first  time  because  of  jaundice,  an- 
orexia, and  weakness  of  three  weeks’  duration. 
The  patient  was  previously  in  good  health  and  de- 
nied any  history  of  indigestion  or  exposure  to  hep- 
atotoxic  drugs,  injections,  or  to  viral  hepatitis. 
Pertinent  physical  findings  revealed  a deeply  jaun- 
diced elderly  patient.  An  examination  of  the  head 
and  neck  revealed  no  adenopathy,  and  good  breath 
sounds  were  heard.  The  heart  sounds  were  good, 
with  regular  sinus  rhythm  and  no  murmurs  or 
thrills.  The  abdomen  was  scaphoid,  and  the  liver, 
palpable  2 fingerbreadths  below  the  right  costal 
arch,  had  a sharp,  firm  edge.  There  were  no  other 
palpable  masses,  bowel  sounds  were  audible,  and  a 
rectal  examination  revealed  light-colored  stools 
and  no  masses. 


FIGURE  I (A)  Transhepatic  cholangiogram  showing  dilat-1 
ed  and  tortuous  hepatic  radicles.  There  is  cutoff  of  dye 
probably  in  common  hepatic  duct.  (B)  Highpowered  view 
showing  poorly  differentiated  carcinoma.  There  is  some 
tendency  to  cord  and  trabecular  pattern  simulating  liver  ar 
chitecture.  (C)  Autopsy  findings  showing  extent  of  tumoi 
and  prosthetic  Y-tube  in  place. 

Laboratory  data.  Total  serum  bilirubin  was 
26.4,  alkaline  phosphatase  6.9  Bodansky  units,  al 
bumin  3.5  Gm.,  and  globulin  3 Gm.  Enzyme  stud 
ies  were  within  normal  limits.  A liver  scan  re 
vealed  an  enlarged  liver  with  filling  defect  at  th< 
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porta  hepatis.  Transhepatic  cholangiogram  find- 
ings demonstrated  an  obstruction  of  the  extrahe- 
patic  ductal  system  with  dilatation  of  the  intrahe- 
patic  biliary  radicles  (Fig.  1A). 

Laparotomy  revealed  that  the  liver  was  enlarged 
and  yellow-green  in  appearance;  no  tumor  mass 
was  apparent,  and  the  gallbladder  appeared  nor- 
mal. The  common  duct  was  exposed,  and  the 
proximal  duct  was  found  to  be  firm,  while  the  dis- 
tal duct  was  collapsed.  When  the  proximal  duct 
was  opened,  a grayish  friable  tissue,  extending  to 
both  main  hepatic  ducts,  was  noted.  The  tumor 
mass  was  easily  separated  from  the  wall  of  the 
common  duct;  a frozen  section  of  the  mass  was 
performed  and  reported  as  malignant.  However, 
the  cell  type  was  not  clearly  defined  (Fig.  IB).  A 
prosthetic  plastic  Y-tube  was  then  inserted  to 
keep  both  hepatic  ducts  and  the  common  duct 
open,  and  the  choledochotomy  was  closed.  The 
patient  did  well  postoperatively,  and  by  the  third 
week  the  total  serum  bilirubin  came  down  to  nor- 
mal levels,  as  did  the  alkaline  phosphatase.  The 
paraffin  section  of  the  tumor  mass  was  reported  as 
a possible  carcinoid  and/or  hepatoma.  Repeated 
5'hydroxy-indole  acetic  acid  (HIAA)  and  serum 
serotinin  determinations  were  all  normal. 

On  the  fifth  week  postoperatively,  the  patient 
fell  out  of  bed  and  sustained  an  intertrochanteric 
fracture  of  the  left  hip.  He  was  promptly  oper- 
ated on,  a Smith-Petersen  nail  was  placed,  and  he 
was  then  transferred  to  the  extended  care  facility, 
walking  with  the  aid  of  a walkerette. 

Six  months  later  he  was  readmitted  to  the  hos- 
pital because  of  an  occlusion  of  the  superficial 
femoral  artery  on  the  right  side,  and  a right  femo- 
ropopliteal  bypass,  using  a Dacron  graft,  was  done. 
The  patient  tolerated  the  procedure  well.  All 
along,  the  liver  chemistry  test  findings  were  within 
normal  limits.  The  patient  was  then  returned  to 
the  extended  care  facility. 

On  the  eleventh  month  postoperatively,  the  pa- 
tient was  readmitted  to  the  hospital  because  of 
jaundice  and  vomiting.  The  liver  chemistry  test 
findings  showed  an  obstructive  pattern.  The  pa- 
tient’s general  condition  gradually  deteriorated, 
and  he  died  in  hepatic  coma.  An  autopsy  showed 
a hepatoma  involving  and  replacing  the  extrahe- 
patic  ductal  system.  The  plastic  prosthesis  was 
filled  with  fresh  clots  (Fig.  1C). 


Comment 

In  1950,  Hirsch1  first  reported  an  extrahepatic 
ductal  extension  of  a hepatoma,  causing  jaundice. 
In  1956,  Fisher  and  Creed2  explored  a similar  pa- 
tient and  found  material  similar  to  clotted  blood, 
that  on  frozen  section  showed  malignant  cells  com- 
patible with  tumor  of  the  liver. 

In  1958,  Edmondson3  explored  a patient  with 
obstructive  jaundice  and  described  a greatly  dilat- 
ed common  duct  filled  with  friable  and  partly  ne- 
crotic tissue,  having  the  appearance  of  “chicken 
fat.”  Histologic  examination  of  this  tissue  proved 
it  to  be  a hepatoma.  In  1960,  Dickinson  and  Sant- 
ulli4  reported  a case  of  obstructive  jaundice  secon- 
dary to  intraluminal  growth  of  hepatoma  in  a four 
and  one-half-year-old  boy.  In  the  same  year, 
Johns  and  Zimmerman5  reported  biliary  obstruc- 
tion due  to  hematobilia  caused  by  hepatoma. 

The  tumor  masses  in  each  instance  were  either 
blood  clots  or  necrotic  tissue  or  a tumor  itself,  oc- 
cluding the  extrahepatic  ducts  and  causing  ob- 
structive jaundice. 

In  a case  report  by  Gerson  and  Schinella6  in 
1969,  they  postulated  that  necrosis  of  hepatoma 
may  involve  a large  duct  from  which  necrotic  ma- 
terials may  travel  down  to  obstruct  the  duct  distal- 
ly.  This  seems  to  be  true  in  our  case. 

Summary 

A case  of  obstructive  jaundice  as  a presenting 
symptom  of  hepatoma  was  discussed  and  added  to 
the  6 cases  in  the  literature.  A method  of  success- 
ful palliation  is  described. 
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Neonatal  torsion  of  the  spermatic  cord  was  first 
described  by  Taylor  in  1897. 1 Since  then,  60  cases 
have  been  reported  in  the  literature  with  50  per 
cent  being  recognized  in  the  first  twenty-four 
hours  of  life.2’3  Past  experimental  evidence  indi- 
cates that  animals  subjected  to  complete  occlusion 
of  the  spermatic  cord  for  two  hours  do  not  display 
irreversible  spermatogenic  changes,  although  at  six 
hours  complete  necrosis  is  observed.4  Earlier  wri- 
ters, cognizant  of  this  experimental  data,  have  uni- 
formly recommended  early  diagnosis  and  rapid 
surgical  intervention  as  the  only  possible  way  to 
increase  the  salvage  rate  of  viable  testes.  Still,  re- 
cent reports  of  early  intervention  in  torsion  of  the 
newborn  testis  have  yielded  discouraging  results 
and  point  to  the  possibility  that  clinically  appar- 
ent neonatal  spermatic  cord  torsion,  even  when 
promptly  treated,  may  frequently  result  in  a non- 
salvageable  testicle.5,6  Most  authors  now  feel  that 
neonatal  torsion  is  usually  of  intrauterine  onset,3,6 
although  the  occasional  torsion  secondary  to  birth 
trauma  may  less  frequently  be  observed.7  One  re- 
cent report  indicates  that  the  incidence  of  neona- 
tal spermatic  cord  torsion  may  be  as  high  as  10  per 
cent  of  all  cases  of  torsion.6 

The  following  case  report  concerns  a newborn 
child  without  birth  trauma  operated  on  three 
hours  and  forty-five  minutes  after  birth  with  the 
f inding  of  a nonviable  testis. 

Case  report 

A white  male  infant,  weighing  8 pounds,  10 
ounces,  was  delivered  by  cesarean  section  on  April 
28,  1970,  at  the  Albany  Medical  Center  Hospital  to 
a twenty-five-year-old  gravida  4,  para  3 female. 


; 


CENTIMETERS 

FIGURE  1.  Gross  hemorrhagic  and  necrotic  appearance 
of  left  testicle. 

The  pregnancy  was  full  term  and  uneventful.  The 
mother’s  3 previous  children  had  all  been  deliv- 
ered by  cesarean  section.  At  the  time  of  a routine 
postnatal  examination  by  the  pediatric  staff,  it  was 
noted  that  the  child’s  scrotum  was  tensely  dis- 
tended. A large,  firm,  nontransilluminating  mass 
was  present  in  the  left  side  of  the  scrotum  as  well 
as  a smaller  mass  that  did  transilluminate  light  in 
the  right  side  of  the  scrotum.  A urologic  consulta- 
tion was  obtained,  and  the  patient  was  subse- 
quently subjected  to  scrotal  exploration  three 
hours  and  forty-five  minutes  after  birth. 

At  the  time  of  surgery  the  left  testicle  appeared 
grossly  hemorrhagic  and  necrotic  (Fig.  1).  At  this 
time  an  extravaginal  torsion  of  the  spermatic  cord 
of  360  degrees  was  evident.  After  detorsion  there 
was  no  improvement  in  the  appearance  of  the  tes- 
tis which  was  obviously  nonviable,  and  a left  orchi 
ectomy  was  performed.  A small  hydrocele  was 
found  on  right-scrotal  exploration  which  was  re 
paired.  The  right  testis  was  stabilized  by  suturing 
it  at  three  points  to  the  scrotal  wall.  Subsequen  i 
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microscopic  examination  of  the  excised  left  testis 
disclosed  extensive  hemorrhagic  necrosis  with  no 
viable  testicular  tubules.  The  infant’s  postopera- 
tive course  was  entirely  uneventful,  and  he  was 
discharged  on  the  sixth  postoperative  day. 

Comment 

Very  few  testes  have  been  salvaged  in  the  re- 
ported cases  of  neonatal  torsion  of  the  spermatic 
cord.  Careful  examination  of  the  genitalia  by  the 
obstetrician  immediately  postdelivery  would  ap- 
pear to  offer  the  only  hope  of  improving  this  situa- 
tion. If  the  torsion  has  occured  in  utero,  complete 
necrosis  of  the  testis  is  usually  noted  at  explora- 
tion. This  can  only  be  ascertained  by  prompt  op- 
erative exploration  of  the  scrotum,  since  in  many 
cases  this  has  been  delayed  twenty-four  hours  or 
more  making  the  true  incidence  of  viable  testes  in 
neonatal  torsion  uncertain. 

Fixation  of  the  contralateral  testis  to  prevent 
torsion  should  be  carried  out  in  any  event  and  is 
probably  the  most  important  part  of  the  proce- 
dure. 

In  the  case  presented  torsion  had  certainly  oc- 
curred some  time  before  birth,  since  gangrene  of 


e 

e 


! 

a 

a- 

e- 

Late  prognosis  of  acute 
pulmonary  embolism 

*j 

John  A.  Paraskos,  M.D.,  and  associates,  Peter  Bent 
Brigham  Hospital  and  Harvard  Medical  School,  Boston, 
Massachusetts,  in  the  New  England  Journal  of  Medi- 
cine 289:  55  (July  12)  1973,  in  a seven-year  follow-up  of 
58  patients  surviving  an  acute  pulmonary  embolism,  the 
average  follow-up  period  was  twenty-nine  months.  Of 
these,  39  were  alive  at  the  end  of  the  follow-up  period 
and  19  were  dead.  A comparison  of  the  survivors  and 
nonsurvivors  indicates  that  survival  largely  depended  on 
cardiac  status  before  embolism.  Of  42  patients  without 


the  testis  was  observed  in  less  than  four  hours 
after  delivery.  However,  since  some  testes  have 
been  salvaged,  it  would  appear  prudent  to  explore 
all  cases  as  early  as  possible.  If  the  torsed  testis  is 
not  viable,  it  should  be  removed,  and  the  other  tes- 
tis should  be  protected  from  torsion  by  fixation. 

Summary 

A case  is  presented  of  neonatal  torsion  of  the 
spermatic  cord  with  gangrene  of  the  testis  despite 
early  exploration.  The  pertinent  literature  is  re- 
viewed and  the  management  discussed. 
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left  ventricular  failure,  36  survived,  while  of  16  with  fail- 
ure before  embolism  only  3 survived  the  period  of  fol- 
low-up. Follow-up  lung  scans  and  arterial  blood  gases 
in  the  survivors  and  autopsy  in  those  who  died  demon- 
strated resolution  of  the  embolism  in  most  cases.  Of  43 
with  adequate  follow-up  data,  resolution  was  complete 
in  28  (65  per  cent)  and  partial  in  10  (23  per  cent).  Un- 
resolved embolism  persisted  in  only  5 patients  (12  per 
cent)  with  resultant  chronic  cor  pulmonale  in  1.  In  only 
1 case  was  recurrent  embolism  documented.  The  long- 
term prognosis  of  patients  surviving  acute  pulmonary 
embolism  thus  appears  to  be  dependent  on  presence  or 
absence  of  prior  heart  disease. 
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Since  1954  depressive  reactions  have  been  noted 
in  patients  receiving  Rauwolfia,  reserpine,  and  its 
analogues.1-4  Although  reserpine  plays  a small 
role  in  the  current  psychopharmacologic  arma- 
mentarium, its  effect  on  biogenic  amines  is  of  con- 
siderable theoretical  interest,  and  its  side-effects 
are  still  of  vital  clinical  importance.  The  reser- 
pine effect  in  depleting  brain  pools  of  norepineph- 
rine and  epinephrine  appear  to  shed  some  light  on 
the  catecholamine  theory  as  it  relates  to  affective 
reactions.  Clinically,  deaths  and  much  morbidity 
have  been  caused  by  the  injudicious  use  of  reser- 
pine and  its  analogues. 

For  some  unknown  reason,  the  literature  no 
longer  stresses  clinical  findings  concerning  the  af- 
fective side-effects.  The  purpose  of  this  article  is 
to  alert  clinicians  once  more  to  those  potentially 
dangerous  side-effects  of  reserpine  and  to  discuss 
some  of  the  theoretical  mechanisms  of  these  side- 
effects. 

Case  reports 

Case  1.  A fifty-seven-year-old  married  man 
had  suffered  familial,  economic,  and  operative 
stresses  one  year  prior  to  consultation.  He  com- 
plained of  poor  appetite,  early  morning  awak- 
ening, and  had  many  somatic  complaints. 

Two  months  prior  to  consultation  an  internist 
had  treated  him  for  hypertension  with  antihyper- 
tensive tablets  (Hydropres-25),  1 tablet,  three 
times  a day.  As  psychomotor  activity  was  re- 
duced, his  depression  deepened  and  the  patient 
felt  useless  and  hopeless. 

Medication  was  promptly  discontinued.  The 
patient  responded  in  four  weeks  to  desipramine 
hydrochloride  (Norpramin)  50  mg.  three  times  a 
day  and  diazepam  (Valium)  5 mg.  three  times  a 
day. 
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The  patient  has  done  well  for  nine  months  since 
consultation. 

Case  2.  A fifty-year-old  married  man  had  been 
treated  for  high  blood  pressure  with  Rauwolfia 
serpentina  tablets,  N.F.  (Raudixin)  100  mg.  three 
times  a day  for  six  months.  Prior  to  treatment  for 
hypertension  he  had  been  beset  by  many  familial 
and  economic  problems  which  tended  to  put  his 
future  financial  security  in  jeopardy. 

His  wife  noted  a change  in  him  once  he  was  on 
the  medicine.  Initially  the  patient  felt  drained 
and  unable  to  keep  up  with  his  very  active  life  of 
keeping  two  jobs.  He  gradually  became  obsessed 
with  the  idea  that  he  could  not  work,  was  going  to 
be  poor,  and  then  with  an  obsessive  dread  that  he 
was  going  to  hurt  his  wife.  He  became  increasing- 
ly anergic,  his  appetite  became  poor,  and  he  lost  20 
pounds.  Finally  he  developed  severe  insomnia. 
The  internist  discontinued  the  Rauwolfia  and  sub- 
stituted thioridazine  (Mellaril).  The  patient’s 
condition  worsened. 

After  consultation  the  thioridazine  was  discon- 
tinued, and  the  patient  was  given  desipramine,  50 
mg.  three  times  a day,  and  diazepam,  5 mg.  three 
times  a day.  He  responded  within  four  weeks. 

Apparently  the  thioridazine  aggravated  the  psy- 
chomotor retardation,  making  the  patient  feel 
more  helpless  and  depressed. 

The  patient  has  done  well  for  three  years  since 
consultation.  Hypertension  has  now  been  treated 
with  methyldopa,  MSD  (Aldomet). 

Case  3.  A fifty-seven-year-old  married  woman 
had  been  widowed  four  years  prior  to  her  second 
consultation.  After  her  husband’s  death,  in  her 
first  consultation,  she  had  complained  of  being  de- 
pressed because  she  could  not  live  with  her  mar- 
ried daughter,  and  she  dreaded  living  alone.  So- 
cial manipulation  and  a tranylcypromine-triflu- 
operazine (Parnate-Stelazine)  combination  pro- 
duced marked  changes,  and  the  patient  did  well 
for  three  years. 

Three  months  prior  to  her  second  consultation, 
she  had  been  placed  on  oral  antihypertensive,  (Re- 
groton)  1 tablet  three  times  a day,  for  hyperten- 
sion. During  this  time  a change  in  her  personality 
had  been  noted  by  her  family;  she  could  not  sleep, 
was  agitated,  cried  easily,  lost  her  appetite,  com- 
plained of  not  having  any  energy,  and  became  ■ 
ruminative  about  her  health  and  economic  situa- 
tion. 

All  medication  was  discontinued.  Antidepres- 
sants failed  to  improve  her  condition  and  she  was  j 
hospitalized.  Excellent  recovery  was  experienced 
after  a series  of  6 electroconvulsive  treatments.  Ii . 
For  the  past  five  years  the  patient  has  continued 
to  do  well. 

Case  4.  A fifty-eight-year-old  married  man  had 
married  late  in  life,  fifty  years  of  age,  and  had  dif-l 
ficulty  in  adjusting  to  the  responsibility  of  a four-1  sr 
year-old  son.  He  had  been  severely  depressed  one  j 


month  prior  to  consultation.  He  first  noted  diffi- 
culty with  concentration,  marked  feelings  of  un- 
worthiness, and  marked  guilt  about  past  deeds. 
There  was  marked  disturbance  in  diurnal 
rhythms.  He  became  increasingly  obsessive  about 
suicide  and  his  financial  affairs. 

Four  months  prior  to  consultation,  his  family 
physician  had  treated  him  for  hypertension  with 
reserpine  (Serpasil)  0.25  mg.  three  times  a day. 
The  patient  had  been  on  reserpine  for  four  months 
and  did  not  improve  with  its  discontinuance.  He 
had  to  be  hospitalized  and  improved  after  5 elec- 
troconvulsive treatments  were  administered. 

The  patient  has  done  well  for  the  past  three 
years. 

Case  5.  A fifty-five-year-old  married  man  had 
married  late  in  life,  forty-three  years  of  age,  and 
had  no  children.  The  patient  was  seen  in  emer- 
gency consultation  after  he  had  inflicted  many 
wounds  on  himself  in  a suicidal  attempt. 

The  patient  had  been  taking  reserpine  0.25  mg. 
three  times  a day  for  two  months  prior  to  consulta- 
tion for  severe  sinus  tachycardia.  During  this 
time  he  had  become  preoccupied  with  taking  his 
pulse,  and  he  began  to  doubt  his  abilities  as  a 
printer,  although  he  had  been  notably  successful 
in  this  work  for  many  years.  His  wife  first  noted  a 
change  in  personality  while  he  was  on  the  medica- 
tion. He  expressed  guilt  and  deep  feelings  of  in- 
adequacy and  uselessness. 

Wounds  sutured,  the  patient  was  transferred  to 
a psychiatric  facility,  and  prepared  for  electrocon- 
vulsive treatment. 

After  two  days  of  hospitalization  he  committed 
suicide  by  hanging. 


Comment 

Although  the  number  of  cases  presented  would 
not  permit  statistical  conclusions,  a comparison  of 
these  cases  can  lend  itself  to  clinical  study  and  to 
some  presumptive  conclusions.  All  the  patients  of 
this  study  were  in  their  fifties.  They  had  been  on 
Rauwolfia,  reserpine,  and  several  of  its  analogues 
from  two  to  six  months  with  minimal  dosages 
being  used.  Only  one  patient  had  a history  of  pre- 
vious depressive  reaction.  Four  of  the  patients 
: presented  definite  precipitating  factors,  and  in  all 
cases  the  families  noted  a change  in  personality 
while  the  patient  was  on  medication.  This  change 
had  been  reported  to  the  family  physician  months 
' before  psychiatric  consultation. 

: All  5 patients  were  obsessive  personalities  who 

had  led  rather  constricted  lives  with  strong  perfec- 
; tionistic  attitudes,  chronic  underlying  rage,'  and 
little  joy  in  what  they  did.  Their  principal  de- 
d fense  was  to  suppress  and  to  cope  with  stressful 
. situations  by  getting  lost  in  work  or  activity.  Con- 
•.  ceivably  their  hypertensive  episodes  may  have 
. been  manifestations  of  depressive  somatic  equiva- 


lents as  was  noted  in  Case  5 where  the  patient 
manifested  severe  sinus  tachycardia  rather  than 
hypertensive  disease  itself.  No  reason  had  been 
given  for  the  use  of  reserpine. 

These  5 cases  were  compared  to  10  other  pa- 
tients, not  reported,  who  had  been  seen  in  the 
early  stages  of  over-tranquilization.  These  10  pa- 
tients had  complained  of  being  listless  and  unable 
to  carry  on  their  former  functions.  Almost  all  of 
these  10  patients  reported  feeling  different  within 
two  weeks  of  starting  on  medication,  but  no  true 
depression  had  developed  in  any  of  them.  Imme- 
diate discontinuation  of  the  reserpine  produced  a 
prompt  reversal  of  symptoms.  Again  all  of  these 
10  patients  were  obsessive-compulsive  personali- 
ties, in  their  fifties,  except  for  one  thirty-year-old 
married  man.  Certainly  it  would  appear  that  the 
anatomy  of  the  clinical  course  appears  to  be  an  ini- 
tial phase  of  unpleasant  listlessness  followed  by 
feelings  of  helplessness,  uselessness,  guilt,  and  a 
strange  feeling  of  vulnerability.  True  depression 
appears  to  follow  this  period  of  heightened  vulner- 
ability and  intense  loss  of  self-esteem. 

Review  of  literature 

As  early  as  1955,  Achor,  Hanson,  and  Gifford1  in 
a double  blind  study  reported  on  58  hypertensive 
patients  who  were  treated  with  Rauwolfia  serpen- 
tina and  reserpine:  10  patients  were  thought  to  be 
emotionally  upset,  and  of  these,  3 were  thought  to 
be  suffering  from  true  depression.  This  study 
group  cautioned  against  the  indiscriminate  use  of 
Rauwolfia  preparations. 

Quetsch  et  al.2  compared  depressive  reactions  in 
patients  being  treated  with  Rauwolfia  prepara- 
tions with  those  patients  receiving  no  specific  anti- 
hvpertensive  medication.  Of  the  202  patients 
treated  with  Rauwolfia,  26  per  cent  developed  de- 
pressive reactions  compared  to  a 5 per  cent  inci- 
dence in  185  patients  who  had  received  no  specific 
medication.  In  a similarly  designed  experiment 
Lemieux,  Davignon,  and  Genest3  treated  296  hy- 
pertensive patients:  of  those  195  patients  treated 
with  Rauwolfia,  15  per  cent  developed  depression 
compared  to  no  depression  in  101  patients  treated 
without  Rauwolfia.  Combining  the  two  studies, 
there  appears  to  be  higher  statistical  incidence  of 
depression  in  patients  treated  with  Rauwolfia. 
Both  studies  indicated  that  the  depressions  were 
dose  related,  recommending  dosages  to  be  given  in 
amounts  less  than  0.75  mg.  every  day.  Usually  the 
reactions  described  occurred  within  four  to  six 
months  of  treatment,  some  as  early  as  fifteen  days 
and  some  even  as  late  as  fourteen  months  after  ini- 
tial treatment. 

Muller  et  al.4  used  Rauwolfia  in  larger  dosages, 
1.2  to  4 mg.  per  day,  for  two  to  fourteen  months. 
Only  7 of  93  patients  had  developed  severe  anxiety 
and  depression  on  this  regimen  with  suicidal 
tendencies  described  in  2 of  them.  Five  of  7 pa- 
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FIGURE  1.  Diagram  showing  how  dopa,  crossing  blood- 
brain  barrier,  reverses  reserpine  sedative  effect  in  ani- 
mals. 


tients  had  previous  psychiatric  history.  According 
to  Quetsch  et  al.2  the  absence  of  a history  of  de- 
pression was  no  guarantee  that  a depressive  reac- 
tion would  not  occur.  Although  more  than  50  per 
cent  of  the  patients  who  had  developed  depressive 
reactions  had  a history  of  depression,  about  one- 
fourth  of  the  patients  who  had  developed  reser- 
pine depressive  reactions  had  no  history  of  previ- 
ous psychiatric  disorder. 

The  big  question  has  always  been  the  mecha- 
nism of  action.  Large  neurogenic  concentrations 
of  monoamines  have  been  described  in  the  hypo- 
thalamus and  limbic  system.5-8  Reserpine  has 
been  reported  to  deplete  neuronal  stores  of  norepi- 
nephrine and  epinephrine  in  the  brain  by  interfer- 
ing with  the  binding  mechanism  or  by  interfering 
with  its  synthesis  by  reducing  the  quantity  of  dop- 
amine.9’10 Strangely,  the  sedative  effect  of  reser- 
pine has  not  been  correlated  with  any  level  of 
these  amines  in  the  brain.11  In  fact,  the  behavior- 
al effect  of  reserpine  and  its  analogues  have  been 
much  more  associated  with  the  depletion  of  sero- 
tonin than  the  catecholamines.12  Yet  dopa,  being 
able  to  cross  the  blood-brain  barrier,  was  able  to 
reverse  the  reserpine-sedative  effect  in  animals 
(Fig.  I).13  Reserpine  has  also  been  reported  to 
produce  a greater  excretion  of  MHPG  (methoxy- 
hydroxyphenylglycol),  a reductive  product  of  nor- 
epinephrine and  epinephrine  (Fig.  2). 14  MHPG  is 
supposed  to  originate  in  brain-body  pools,  com- 
pared to  VMA  (vanillylmandelic  acid)  and  NM 
(normetanephrine)  which  are  supposed  to  be 
break  down  products  in  peripheral  body  pools. 
MHPG  concentration  in  the  urine  of  depressed 
patients  was  found  to  be  significantly  smaller  than 
those  of  normal  people.15 

These  studies  certainly  appear  to  involve  the 
biogenic  monoamines  as  a direct  cause  in  reser- 
pine-induced  reactions  and  naturalistic  depressive 
reactions.  Other  clinical  studies  however  have 
raised  the  possibility  that  the  reserpine  effect  on 
affective  responses  was  secondary,  its  physiologic 
effects  weakening  the  patient’s  psychologic  de- 
fenses, and  consequently  leaving  the  bodily  ego 
and  body  image  denuded  to  the  outside  world. 

Lemieux,  Davignon,  and  Genest3  in  their  study, 
indicated  that  in  addition  to  dosage  and  duration 
of  treatment,  reserpine  depressive  reactions  also 
appeared  to  be  related  to  personality  type.  Sar- 
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wer-Foner  and  Ogle16  used  large  doses  of  reser- 
pine, up  to  7 mg.  intramuscularly  or  by  mouth, 
with  an  average  duration  of  treatment  being 
twenty-six  days.  This  group  described  the  reac- 
tions of  13  patients  who  manifested  the  same  gen- 
eral reaction  type  and  common  psychodynamics. 
The  main  contention  of  their  study  was  that  these 
13  patients  were  all  characteristically  overtranqui- 
lized,  and  had  developed  secondary  fears  of  in- 
creased passivity,  of  impaired  body  function,  and 
of  body  image  change.  The  sedative  effect  of  the 
reserpine  was  thought  to  hold  the  patient  down. 
This  physiologic  effect  was  inferred  to  interfere 
with  the  patient’s  ability  to  deal  with  his  conflicts 
and  stress.  According  to  this  group  the  patients 
felt  particularly  vulnerable  to  assault  and  seduc- 
tion. 

Ayd17  in  a study  of  drug-induced  depressions 
characterized  23  of  70  patients  as  having  a pseudo- 
depression, a condition  of  marked  listlessness  with 
no  diurnal  rhythm  changes,  no  obsessive  preoccu- 
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pations,  or  no  self-depreciation.  Forty-seven  pa- 
tients did  manifest  elements  of  an  endogenous  de- 
pression. Ayd  felt  that  even  in  those  patients  with 
true  depressive  reactions,  reserpine  only  aggravat- 
ed an  already  pre-existing  depression.  He  also 
added  that: 

1.  The  duration  of  time  that  the  patients  had  been 
on  medication  before  the  depression  mitigated  against 
the  medication  as  a cause  of  depression. 

2.  A large  number  of  patients  have  been  treated  with 
reserpine  and  its  analogues  as  long  as  three  to  four 
years  without  depression. 

3.  Patients  diagnosed  as  having  drug-induced  de- 
pressions have  been  treated  with  the  same  drug,  after 
their  depression  had  been  treated  by  other  means. 

In  support  of  this  physiologic  effect  concept, 
Bernstein  and  Kaufman,18  in  an  excellent  study, 
had  divided  50  patients  into  hypertensive  and  der- 
matologic groups,  both  groups  being  treated  with 
Rauwolfia  and  reserpine  for  twelve  to  eighteen 
months.  Despite  a middle-aged  population  they 
did  not  observe  one  case  of  depression!  They  cau- 
tioned against  definitive  conclusions  since  the  pa- 
tient population  was  so  small.  This  study,  in  com- 
parison to  many  others,  clearly  defined  that  by  de- 
pression they  meant  dejected  mood,  slowing  down 
in  thinking,  and  inhibition  of  interest  and  will.  In 
their  study  12  patients  did  respond  with  pseudo- 
depression, particularly  with  decreased  psychomo- 
tor activity.  Eleven  of  these  patients  were  from 
the  hypertensive  group  wherein  excessive  psycho- 
motor activity  was  a predominant  symptom  along 
with  chronic  rage  and  obsessional  and  perfection- 
istic  character  traits.  They  experienced  minimal 
joy  in  what  they  did.  Activity  had  been  their  pre- 
dominant defensive  maneuver.  This  study  group 
concluded  that  the  reserpine  side-effects  were 
more  related  to  psychologic  reactions  due  to  physi- 
ologic effects,  rather  than  to  the  direct  biochemical 
effects  of  reserpine. 

Conclusion 

The  5 cases  reported  in  this  study  were  repre- 
sentative of  true  depression.  The  10  cases  not  re- 
ported were  cases  of  overtranquilization  or  pseu- 
dodepression. According  to  the  history  of  the  re- 
ported cases,  there  was  ample  evidence  that  these 
patients  were  anxious  or  depressed  before  the  use 
of  reserpine,  and  that  reserpine  may  have  been 
unknowingly  used  to  treat  symptoms  and  signs  of 
agitated  depression,  such  as  elevated  systolic  pres- 
sure. The  continued  use  of  the  medication  in  a 
vulnerable  population  appeared  to  aggravate  an 
> already  existing  condition  by  removing  a major  de- 
fense, activity  or  work. 

Patients  medicated  with  reserpine  or  its  ana- 
logues must  be  watched  carefully,  especially  mid- 
dle-aged patients  with  histories  of  previous  de- 
pressive reactions  and  with  those  patients  requir- 
ing more  than  1 mg.  each  day.  At  the  first  sign  of 
overtranquilization  or  early  morning  awakening, 


the  medication  should  be  discontinued  or  reduced, 
and  possibly  the  use  of  an  activating  type  of  anti- 
depressant such  as  desipramin  should  be  consid- 
ered. 

Controlled  studies,  using  patients  with  compa- 
rable personalities  and  treating  one  hypertensive 
group  with  reserpine  and  another  group  with  other 
antihypertensive  drugs,  should  attempt  to  corre- 
late behavioral-affective  reactions  to  catechol- 
amine excretion  levels  of  MHPG,  VMA,  NM,  and 
metanephrine.  In  such  a study  one  would  be  deal- 
ing with  total  monoamine  levels  in  the  brain,  and 
yet  one  must  recognize  that  the  physiologic  effects 
may  depend  on  small  localized  pools  which  are  not 
measurable.19,20  Again,  the  mind-body  problem 
manifests  itself,  that  is,  how  much  brain,  namely, 
its  chemistry  in  the  form  of  biogenic  monoamines, 
must  be  altered  to  effect  how  much  change  in 
mind,  or  is  mind  in  the  last  analysis  dependent  on 
the  interactionism  of  social-cultural  factors  with 
brain.  This  problem  has  been  discussed  else- 
where.20,21 Once  more  it  would  seem  that  the 
mind-brain  are  as  closely  interwoven  and  as  insep- 
arable as  the  morphologic-functional  relationships 
between  this  paper  and  my  pen. 

The  theoretical  problems  may  be  knotty,  but 
the  clinical  ones  are  not.  Dire  results  with  pa- 
tients can  be  avoided  if  a physician  follows  his  pa- 
tient’s course  and  uses  clinical  judgment.  I hope 
that  this  article  will  serve  to  accomplish  that  end. 

164-03  33rd  Avenue 
Flushing,  New  York  11358 
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studies  will  be  considered.  The  paper  to  receive  the 
award  will  be  selected  during  the  current  year  for  pre- 
sentation at  the  Society’s  1975  Annual  Meeting  in  San 
Francisco. 
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should  submit  manuscripts  to  Nicholas  J.  Giannestras, 
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Cystadenocarcinoma  of 
Pancreas  with  Staged 
Pancreatoduodenectomy 

ROBERT  R.  JOHNSON,  M.D.,  F.A.C.S. 

Hudson,  New  York 

Attending  Surgeon,  Columbia  Memorial  Hospital 

Cystadenocarcinoma  is  a rare  type  of  pancreatic 
neoplasm  of  which  about  150  cases  are  described 
in  the  medical  literature.  Reviews  from  the  exten- 
sive experience  of  the  Lahey  and  Mayo  clinics  de- 
scribe only  17  proved  cases  from  each  institu- 
tion.1,2 It  is  a less  malignant  tumor  than  the  usual 
pancreatic  adenocarcinoma  and  carries  a better 
prognosis  with  resection.  The  tumor  is  believed  to 
arise  in  the  small  pancreatic  ducts.  Sufficient  his- 
topathologic evidence  exists  to  state  that  cystade- 
noma,  the  more  common  and  benign  counterpart 
of  this  growth,  has  premalignant  tendencies.3 
Certain  consistencies  in  the  clinical  picture  as  de- 
scribed in  the  reported  cases  appear  to  be  valid. 
The  age  range  is  wide.  This  case  is  among  the  old- 
est of  patients  reported,  and  one  of  the  Lahey 
cases  was  only  twenty-three.  Women  are  affected 
more  frequently  than  men  in  at  least  a 2 to  1 ratio. 
Earlier  suggestions  that  the  lesion  occurs  more  fre- 
quently in  the  body  or  tail  of  the  pancreas  now 
seem  to  be  disproved  by  a reported  equal  distribu- 
tion throughout  the  gland  in  the  accumulated  ex- 
perience. Cholelithiasis  is  found  coincidentally  in 
about  one  quarter  of  the  cases.  The  absence  of  a 
previous  history  of  pancreatitis  is  helpful  in  distin- 
guishing the  lesion  from  pseudocysts.  The  symp- 
toms and  signs  are  significant  for  their  lack  of  uni- 
formity as  might  be  expected  with  pathologic  le- 
sions in  this  area.  Vague  abdominal  pain,  weight 
loss,  alteration  of  bowel  habit,  and  the  presence  of 
a soft  mass  on  abdominal  examination  are  the 
most  consistent  findings.  Jaundice  is  present  only 
occasionally  in  contrast  to  other  more  common  tu- 
mors in  the  head  of  the  pancreas.  X-ray  films  are 
sometimes  useful  in  demonstrating  extrinsic  pres- 
sure due  to  the  mass.  Ayella,  Howard,  and  Grot- 
zinger,4  who  reported  3 cases  of  cystadenocarcino- 
ma in  the  head  of  the  pancreas,  stated  that  no 
gross  communication  between  the  tumors  and  the 
main  pancreatic  duct  system  had  been  observed. 
Sawyer,  Sawyer,  and  Spencer5  stated  that  this  was 
also  true  for  cystadenomas.  The  case  described 
here  appears  to  be  unique  regarding  this  point.  In 
this  patient  drainage  of  the  viscid  mucoid  content 
of  the  cyst  into  the  pancreatic  and  common  bile 
ducts  produced  fluctuation  in  the  size  of  the  pal- 
pable mass  and  significant  biliary  obstruction. 
Metastases  from  cystadenocarcinoma  occur  late, 


and  surgical  treatment  produces  long-term  surviv- 
al in  up  to  50  per  cent  of  cases. 

Case  report 

A well  preserved  seventy-six-year-old-white  fe- 
male was  proved  to  have  cholelithiasis  when  vague 
gastrointestinal  complaints  prompted  x-ray-film 
study  of  her  gastrointestinal  tract.  She  was  treat- 
ed medically  but  had  a persistent  mild  diarrhea 
and  lost  28  pounds  of  weight  in  two  years.  She 
was  admitted  to  Columbia  Memorial  Hospital 
complaining  of  upper  abdominal  discomfort,  flatu- 
lence, nausea,  and  diarrhea.  She  was  afebrile  and 
had  no  icterus.  Her  blood  pressure  was  170/80. 
There  was  only  slight  gaseous  distention  and 
upper  abdominal  tenderness  on  admission.  The 
liver  was  palpable  at  the  costal  margin.  Other 
findings  included  a trace  of  ankle  edema  and  pro- 
lapsed bleeding  hemorrhoids.  The  white  blood 
count  was  normal.  Hemoglobin  was  10  Gm.,  and 
red  blood  count  was  3.57.  Corrected  sedimenta- 
tion rate  was  38  with  a hematocrit  of  35.  Voided 
urine,  nonprotein  nitrogen,  fasting  blood  sugar, 
and  alkaline  phosphatase  were  normal.  The 
serum  albumin-globulin  partition  was  4/2.6.  X- 
ray  films  showed  a normal  chest,  diverticulosis  of 
the  colon,  hypertrophic  gastroenteritis,  a small 
esophageal  hiatus  hernia,  and  gallstones.  Electro- 
cardiogram findings  were  normal.  Stool  guaiac 
was  unreliable  because  of  the  bleeding  hemor- 
rhoids. Five  days  after  admission  the  tempera- 
ture spiked  to  101°  F.,  and  a distended  gallbladder 
was  palpated  in  the  right  upper  quadrant;  an  oper- 
ation was  performed. 

At  operation  the  gallbladder  was  thin  walled 
and  dilated.  It  contained  three  stones.  The  com- 
mon duct  was  slightly  dilated  but  contained  no 
stone  on  exploration.  In  the  head  of  the  pancreas 
was  a loculated  cystic  mass  9 cm.  in  diameter 
which  displaced  the  common  duct  but  did  not  ob- 
struct it.  A 7-mm.  dilator  was  passed  easily 
through  the  sphincter  of  Oddi.  Biopsy  of  the 
mass  in  the  head  of  the  pancreas  was  performed, 
and  some  cloudy  mucoid  fluid  oozed  from  the  bi- 
opsy site  prior  to  closure.  The  remainder  of  the 
pancreas  was  normal  to  palpation.  Cholecystecto- 
my was  performed  and  a liver  biopsy  carried  out. 
A T tube  was  left  in  the  common  duct.  Resection 
was  not  felt  to  be  indicated  in  this  aged  patient 
with  probable  pancreatic  cancer.  Pathologic  re- 
ports were  chronic  cholecystitis  and  cholelithiasis, 
chronic  inflammation  of  the  portal  triads  in  the 
liver,  and  cystadenoma  of  the  pancreas.  The  mi- 
croscopic report  on  the  latter  described  consider- 
able hyperplasia,  but  the  growth  was  felt  to  be  be- 
nign on  the  basis  of  the  available  material. 

Postoperatively  the  patient  drained  large 
amounts  of  bile  around  the  T tube  but  none 
through  it.  Her  initial  course  was  otherwise  un- 
complicated except  for  some  ileus  which  re- 
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FIGURE  1.  (A)  Unopened  specimen  with  gastric  antrum  above  right  and  sweep  of  duodenum  below.  (B)  Tumor  opened 

showing  loculated  mucoid  cysts.  Duodenum  runs  under  tumor  and  is  not  obstructed  by  it. 


sponded  to  neostigmine  (Prostigmin).  After  sev- 
eral days,  during  which  the  entire  output  of  bile 
appeared  to  be  on  the  dressing,  a cholangiogram 
was  performed.  This  showed  filling  of  the  upper 
biliary  tract  but  no  passage  into  the  duodenum, 
and  it  was  questioned  whether  or  not  one  limb  of 
the  T tube  might  be  outside  the  common  duct. 
Accordingly,  the  T tube  was  removed  with  the  re- 
sult that,  in  addition  to  bile,  there  was  now  drain- 
age of  a peculiar  gelatinous  mucus.  This  accumu- 
lated in  the  subhepatic  space  producing  some 
symptoms  of  pressure  before  it  oozed  to  the  exteri- 
or. The  patient  was  transfused  because  of  her 
anemia.  She  was  up  and  about,  eating  quite  well, 
and  had  no  jaundice.  However,  the  stool  consis- 
tently showed  negative  findings  for  bile,  and  large 
amounts  of  gelatinous  mucus  and  bile  continued  to 
drain  from  the  wound.  Nearly  five  weeks  from 
the  time  of  her  operation,  the  patient  still  had  a 
heavy  drainage  of  bile  and  mucus  from  the  T tube 
tract  and  no  bile  in  her  stool.  An  iodized  oil  (Lip- 
iodol)  study  done  through  the  tract  again  showed 
no  passage  distally  into  the  gut. 

The  patient  was  finally  returned  to  the  operat- 
ing room  and  reexploration  of  the  biliary  tract  car- 
ried out.  The  cystic  duct  was  found  to  be  firmly 
ligated.  From  the  site  of  the  T-tube  defect  in  the 
common  duct  a mixture  of  bile  and  thick  gelati- 
nous mucus  exuded.  It  was  clearly  ascertained 
that  the  bile  was  coming  from  the  upper  biliary 
tract,  whereas  the  mucus  was  from  the  distal  por- 
tion of  the  common  duct.  The  consistency  of  this 
mucus  was  so  thick  that  it  completely  occluded  the 
glass-tip  suction  system  on  several  occasions.  The 
mass  in  the  head  of  the  pancreas  was  essentially 
unchanged  from  the  findings  at  the  previous  oper- 
ation. It  was  noted  that  compression  of  this  lesion 
caused  the  mucus  to  be  extruded  from  the  chole- 
dochostomy.  An  8-mm.  dilator  was  passed  distal- 
ly in  the  common  duct  and  entered  the  duodenum 
easily.  It  was  therefore  felt  that  the  only  basis  for 
the  persisting  external  biliary  fistula  was  accumu- 


lation of  the  tenacious  mucus  from  the  cystadeno- 
ma  which  was  obviously  in  communication  with 
the  distal  portion  of  the  common  duct.  By  enlarg- 
ing the  choledochostomy  wound,  the  communica- 
tion of  the  pancreatic  duct  with  the  common  duct 
system  could  be  demonstrated.  It  was  over  2 cm. 
above  the  sphincter  of  Oddi,  and  the  common 
channel  showed  marked  enlargement  and  distor- 
tion but  no  distal  obstruction.  After  evaluating 
this  pathologic  situation,  considering  the  reported 
benignity  of  the  tumor,  and  noting  the  fact  that 
the  patient  was  aged  and  debilitated  by  five  weeks 
of  external  biliary  drainage,  it  was  decided  not  to 
attempt  resection  of  the  tumor  itself.  Instead  the 
common  duct  was  divided  just  above  the  pancreas 
and  the  distal  end  firmly  ligated,  leaving  the 
drainage  tract  into  the  duodenum  for  evacuation 
of  the  cystadenoma.  The  proximal  end  of  the 
common  duct  was  anastomosed  to  the  jejunum  via 
a Roux-en-Y  loop.  The  patient  received  two  units 
of  blood  at  surgery.  Her  postoperative  course  was 
complicated  by  staphylococcal  infection  of  the  ab- 
dominal wall.  Levin-tube  drainage  was  required 
for  prolonged  paralytic  ileus.  Finally  she  began  to 
have  loose  stools  containing  bile,  and  her  appetite 
improved.  Pancreatin  was  administered  by 
mouth  with  the  result  that  the  stools  became  more 
formed.  A bladder  infection  and  laryngotracheitis 
were  safely  negotiated.  The  patient  was  finally 
discharged  five  weeks  after  her  second  operation, 
gaining  weight  and  showing  progressive  improve- 
ment. 

There  followed  a period  of  two  years  during 
which  the  patient  remained  essentially  asymptom- 
atic and  well.  An  intertrochanteric  fracture  of  the 
femur  was  sustained.  This  was  treated  by  Smith- 
Petersen  nailing  without  complication.  No  mass 
was  palpable  in  the  abdomen.  Sedimentation  rate 
was  17  with  a hematocrit  of  31.  Albumin-globulin 
partition  was  4.4/2.  The  alkaline  phosphatase  was 
normal.  The  stools  were  guaiac  negative  on  two 
examinations.  There  was  no  jaundice. 
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FIGURE  2.  Opened  second  portion  of  duodenum  showing 
ulceration  at  ampulla. 


Two  years  and  three  months  after  her  original 
surgery,  the  patient  complained  of  persistent  right 
upper  quadrant  pain  following  meals  without  any 
associated  vomiting  or  change  in  bowel  habit.  On 
examination  she  was  now  found  to  have  a palpable 
10-cm.  right  upper  quadrant  mass.  She  was  fe- 
brile to  102°F.  The  temperature  subsided  sponta- 
neously without  treatment  and  reexamination  in 
four  to  five  days  revealed  a definite  reduction  in 
the  size  of  the  mass.  The  bilirubin  was  normal. 
Her  hemoglobin  was  10.6  Gm.,  and  her  white  blood 
cell  count  was  9.2.  It  was  felt  that  the  drainage  of 
the  pancreatic  cystadenoma  into  the  duodenum 
had  become  obstructed.  In  view  of  the  fact  that 
choledochojejunostomy  had  already  been  per- 
formed, resection  of  the  tumor  in  the  pancreas  was 
believed  to  be  less  formidable.  Accordingly,  the 
patient  was  taken  to  the  operating  room  and  pan- 
creatoduodenectomy performed.  At  operation  the 
mass  was  about  the  same  size  as  at  the  previous 
operation  and  of  the  same  consistency,  but  it  now 
involved  the  body  of  the  pancreas  as  well  as  the 
head  and  was  densely  adherent  to  the  splenic  and 
superior  mesenteric  vessels.  The  remainder  of  the 
pancreas  was  firm  and  fibrotic  with  a dilated  duct. 
The  pancreas  was  resected  with  the  stomach,  duo- 
denum, and  the  afferent  limb  of  the  Roux-en-Y  je- 


junal loop.  An  anterior  gastrojejunostomy  was 
performed.  In  view  of  the  fibrotic  condition  of  the 
pancreas  and  the  added  risk  involved  with  another 
anastomosis,  it  was  elected  to  ligate  the  pancreatic 
duct  and  tissue  without  attempting  to  restore  its 
limited  function  to  the  gastrointestinal  tract.  The 
patient  received  two  units  of  blood  at  operation. 
The  pathologic  report  on  the  resected  specimen 
was  cystadenocarcinoma  of  the  pancreas.  There 
was  ulceration  at  the  ampulla  which  was  directly 
in  communication  with  the  major  cyst  (Figs.  1 and 
2). 

On  review  of  the  sections,  it  was  felt  that  there 
was  relatively  little  change  in  the  microscopic  ap- 
pearance as  compared  with  the  previous  biopsy 
specimen,  and  the  pathologist  was  now  of  the 
opinion  that  the  lesion  had  probably  been  malig- 
nant at  the  time  of  previous  surgery.  The  pa- 
tient’s postoperative  course  was  completely  un- 
complicated. No  diabetes  developed,  and  she  was 
discharged  in  good  condition  fifteen  days  postop- 
eratively.  She  was  continued  on  pancreatin  and 
vitamins  after  discharge.  She  lived  another  three 
and  one  half  years  and  then  expired  with  evidence 
of  recurrent  carcinoma  in  the  operative  area.  Au- 
topsy was  not  permitted. 

Comment 

The  rarity  of  this  tumor  and  the  variation  in  po- 
sition within  the  gland  make  it  unwise  to  draw  any 
hard  and  fast  rules  as  to  the  management  of  any 
individual  case.  However,  this  case  is  felt  to  be  in- 
structive from  the  following  aspects: 

1.  The  case  is  an  example  of  an  unusual  type  of 
common  duct  obstruction.  Postcholecystectomy  T- 
tube  drainage  of  the  common  duct  resulted  in  a com- 
plete external  biliary  fistula,  not  because  a stone  or 
tumor  obstructed  the  duct  but  because  of  the  viscid 
and  tenacious  mucoid  secretion  from  the  tumor  which 
drained  into  the  ductal  system.  This  should  be  kept 
in  mind  if  any  internal  type  of  drainage  or  marsupiali- 
zation is  contemplated  in  the  management  of  such  a 
lesion  and  is  an  added  reason  for  excisional  therapy 
wherever  possible. 

2.  A quite  elderly  patient  survived  a pancreatodu- 
odenectomy when  surgery  was  staged  over  a period  of 
two  years.  This  was  not  an  intentional  course  of  ac- 
tion but  was  the  result  of  a probably  mistaken  original 
impression  that  the  tumor  was  benign.  The  low  de- 
gree of  malignancy  is  apparent  from  the  fact  that  a re- 
section was  still  possible  after  two  years  and  that  she 
survived  for  more  than  five  years  after  the  original 
surgery.  Furthermore,  she  had  symptoms  probably 
due  to  her  tumor  for  two  years  before  being  diag- 
nosed. 

3.  It  appears  from  recent  reports  and  literature 
that  cystic  neoplasms  of  the  pancreas  are  at  least  as 
common  in  the  head  as  elsewhere  in  the  organ.  Sur- 
gical treatment  in  this  location  is  necessarily  more  dif- 
ficult technically  and  the  mortality  rate  high.  It  is 
quite  likely  that  the  benignity  or  malignancy  of  such  a 
lesion  cannot  be  ascertained  at  surgery  with  any  de- 
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gree  of  accuracy  in  most  cases.6  Resection  is  therefore 
desirable  but  might  be  done  more  safely  in  stages  con- 
sidering the  low  grade  of  malignancy  usually  involved. 
Shulman,  Lippman,  and  Miller7  described  a five-year 
survival  in  a patient  with  proved  inoperable  cystade- 
nocarcinoma  who  had  only  a simple  internal  drainage 
procedure  for  decompression. 


Summary 

A case  of  cystadenocarcinorna  of  the  pancreas 
treated  by  staged  pancreatoduodenectomy  is  pre- 
sented. The  case  is  remarkable  in  that  it  exhibits 
the  unusual  feature  of  common  duct  obstruction 
due  to  communication  of  the  mucinous  content  of 
the  cyst  with  the  main  pancreatic  drainage  system. 
These  tumors  are  significantly  less  malignant  than 
other  forms  of  pancreatic  cancer  and  deserve  an 
aggressive  surgical  approach.  Staged  resection 
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Permanent  transvenous  pacemakers,  first  used 
by  Chardack  in  1965, la  are  now  frequently  used  in 
the  treatment  of  symptomatic  heart  block. 

Although  infrequent,  complications  still  occur. 
One  of  the  most  common  is  dislodgement  of  the 
pacing  electrode.  Component  failure  and  elec- 
trode fractures  occur  occasionally.1  Perforation  of 
the  right  ventricle,  a rare  occurrence,  has  been  re- 
ported.2 Rarer  still  is  pulmonary  embolism.3 

In  a review  of  the  literature  on  the  complica- 
tions of  pacemaker  therapy,  occasional  brief  men- 
tion is  made  of  infection.4  Spencer  et  nl ,5  re- 
ported on  1 case  in  a series  of  22  patients.  The 
site  of  infection  was  the  area  of  implantation  of 
the  pacemaker  generator.  This  was  treated  by 
excision  of  the  sinus  track  and  reimplantation  of 
the  pacemaker  generator  at  another  site. 
Schwartz  and  Pervez6  recently  reported  a case  of 
bacterial  endocarditis  in  the  right  atrial  wall  adja- 


can  be  considered  in  elderly  and  poor-risk  pa- 
tients. 

146  Green  Street 
Hudson,  New  York  12534 
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cent  to  the  pacemaker  electrode.  Septic  emboli 
were  present  in  the  lungs  and  elsewhere.  Staphy- 
lococci were  probably  the  infecting  organism. 
Gordon,7  reviewing  the  use  of  temporary  bipolar 
catheter  pacemakers  in  58  patients,  reported  one 
case  with  a positive  blood  culture  for  staphyloccus 
aureus.  The  patient  was  treated  successfully  with 
antibiotics. 

Infection  of  the  intravascular  component  of  the 
pacemaker  unit  has  not  received  a great  deal  of  at- 
tention. This  is  a case  report  of  a patient  with  a 
permanent  transvenous  pacemaker  who  developed 
persistent  septicemia  unresponsive  to  high  doses 
of  intravenous  antibiotics.  Disappearance  of  the 
septicemia  was  dramatic  following  removal  of  the 
pacing  unit,  cultures  of  which  grew  the  offending 
organism. 

Case  report 

The  patient  was  an  eighty-two-year-old  man 
who  presented  a three-week  history  of  fever  and 
shaking  chills.  In  January,  1971,  he  had  a 
transvenous  pacemaker  inserted  because  of  atrial 
fibrillation  with  slow  ventricular  response.  In 
June  and  August  of  1971  he  was  admitted  for  repo- 
sitioning of  the  pacemaker  wire.  Following  the 
second  manipulation,  the  pacemaker  battery  site 
became  infected.  Klebsiella  was  grown  from  the 
wound.  This  was  sensitive  to  a variety  of  antibiot- 
ics including  sodium  cephalothin  (Keflin).  He 
was  treated  with  oral  antibiotics  and  discharged. 
On  admission  in  October,  1971,  examination  re- 
vealed an  elderly  man  in  no  obvious  distress.  His 
temperature  was  38°C.,  pulse  60  per  minute,  and 
blood  pressure  150/90  mm.  Hg.  The  heart  was 
clinically  enlarged,  and  an  apical  systolic  murmur 
radiating  to  the  axilla  was  audible.  Rales  were  au- 
dible over  the  lung  bases,  and  the  liver  edge  was 
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palpable  2 cm.  below  the  right  costal  margin.  The 
wound  over  the  pacemaker  unit  was  well  healed 
and  without  tenderness. 

Chest  x-ray  films  showed  cardiac  enlargement 
with  the  pacemaker  in  situ.  Electrocardiogram 
showed  left  bundle  branch  block  with  100  per  cent 
pacemaker  capture.  Hemoglobin  was  13.2  Gm. 
per  100  ml.,  white  blood  count  13,800  per  cubic 
millimeter,  with  80  per  cent  polymorphonuclear 
leukocytes  and  7 per  cent  bands.  The  sedimenta- 
tion rate  was  56  mm.  per  hour.  Urinalysis  showed 
10  white  cells  per  high-power  field.  Culture  was 
sterile.  Blood  culture  was  positive  for  Klebsiella. 
The  antibiotic  sensitivities  were  the  same  as  for 
the  Klebsiella  grown  from  the  pacemaker  wound 
several  weeks  previously.  The  patient  was  treated 
with  sodium  cephalothin  2 Gm.  intravenously 
every  six  hours  for  eight  days.  Blood  cultures 
continued  to  be  positive  intermittently.  The  dose 
of  sodium  cephalothin  was  increased  to  2 Gm. 
every  four  hours,  and  this  was  administered  for  an 
additional  week.  In  spite  of  this,  positive  blood 
cultures  for  Klebsiella  continued.  Removal  of  the 
pacemaker  was  undertaken  in  November,  1971. 
Cultures  of  the  battery  pack  and  from  three  sites 
on  the  pacemaker  wire  were  positive  for  Klebsiella. 
Following  the  procedure,  blood  cultures  became 
negative. 

It  was  felt  the  patient  could  manage  without  in- 
sertion of  a new  pacemaker,  and  on  discharge  he 
was  well  with  a pulse  of  50  per  minute  and  a blood 
pressure  of  130/80  mm.  Hg. 

Comment 

Robboy  et  al.,8  reporting  on  autopsy  findings  in 
patients  with  permanent  pervenous  pacemakers, 
noted  endothelialization  of  the  intracardiac  por- 
tions of  all  pacemaker  electrodes.  On  some,  orga- 
nized thrombi  had  formed  on  these  sheaths.  It  is 
not  inconceivable  that  bacteria  could  gain  a foot- 
hold in  the  pacing  electrode  under  these  circum- 
stances. 

Wheelis  and  Cobb2  described  perforation  of  the 
myocardium  by  a permanent-pacing  catheter  elec- 
trode in  a patient  who  was  febrile  prior  to  death. 
At  autopsy  thrombus  was  found  on  the  catheter 
within  the  right  atrium  and  superior  vena  cava. 
Microscopy  revealed  small  aggregates  of  gram- 
negative bacteria  on  the  surface  of  the  thrombus. 
The  authors  remark  on  the  possibility  of  this  find- 
ing being  responsible  for  the  patient’s  persistent 
pyrexia. 

Harris  et  al,9  reporting  on  causes  of  death  in  pa- 
tients with  complete  heart  block  and  artificial 
pacemakers,  mention  2 fatal  cases  of  septicemia. 
These  occurred  following  ulceration  of  the  pace- 
maker wire  through  the  skin  with  resulting  infec- 
tion passing  along  the  course  of  the  wire.  They 
point  out  that  once  septicemia  has  occurred  the 
endocardial  wire  has  to  be  removed.  Furman10 
noted  infection  in  14  of  115  patients  subjected  to 


transvenous  pacing  for  one  week  or  more.  In  each 
case  treatment  consisted  of  removal  of  the  infected 
catheter,  replacement  of  a catheter  electrode  via 
another  site,  and  intravenous  antibiotics.  Two 
patients  succumbed.  On  the  other  hand,  2 pa- 
tients who  received  only  antibiotics  died.  Berego- 
vich  and  Fenig11  had  2 cases  of  septicemia  with 
positive  blood  cultures  several  months  after  pace- 
maker implantation.  Antibiotics  alone  were  inef- 
fective, and  the  pacing  wire  had  to  be  replaced  to 
achieve  cure. 

The  problem  of  infection  of  transvenous  pace- 
makers and  resulting  septicemia  is  real  and  one 
which  has  not  received  widespread  recognition. 
Review  of  the  literature  reveals  passing  comment 
on  the  incidence  of  this  complication  and,  in  par- 
ticular, its  treatment.  Insufficient  stress  has  been 
laid  on  management  which  calls  for  removal  of  the 
infected  pacemaker  with  replacement  at  another 
site  and  intravenous  antibiotics. 

Summary 

One  of  the  complications  of  permanent  transve- 
nous pacemakers  is  infection.  If  this  is  confined 
to  the  generator  site  it  can  be  treated  by  replacing 
the  generator  in  another  area.  However,  with  the 
advent  of  septicemia  indicating  establishment  of 
infection  on  the  pacing  electrode,  treatment 
should  consist  of  pacemaker  removal,  intravenous 
antibiotics,  and  replacement  of  a pacemaker  at  an- 
other site. 

Avenue  Sepah 
Teheran,  Iran 
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Camalox 
fights 

acid  longer 

Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
of  Camalox  Suspension  effec  fiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  1 20 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needsCamalox,  the  antacid  with  hour  power. 

Longer- acting 

Camalox 


magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
' antacid 
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Breast 

self-examination: 

KEY  ROL 
i PHYSICIAN 


item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 
1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this — 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 
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Involvement  of  the  main  coronary  arteries  is  a 
rare  phenomenon  in  systemic  lupus  erythemato- 
sus. Rarer  still  is  the  subsequent  development  of 
myocardial  infarction  secondary  to  thromboses  of 
the  involved  vessel. 

This  report  describes  such  a sequence  of  events 
in  a twenty-four-year-old  female. 

Case  report 

A twenty-four-year-old  female  with  known  sys- 
temic lupus  erythematosus  of  three  months’  dura- 
tion was  admitted  with  the  chief  complaint  of  left 
upper  quadrant  abdominal  pain.  The  patient 
rapidly  became  obtunded  and  expired  shortly  af- 
terward. 

Pertinent  laboratory  data  included  the  presence 
of  anti-deoxyribonucleic  acid  antibodies,  lupus  er- 
ythematosus cells,  an  elevated  blood  urea  nitrogen 
level,  and  proteinuria;  Australia  antigen  was  ab- 
sent. 

Necropsy  revealed  occlusion  of  the  right  coro- 
nary artery,  1.5  cm.  from  its  ostium.  The  posteri- 
or one  third  of  the  interventricular  septum  showed 
softening  and  foci  of  reddish  discoloration.- 

Histologically,  the  right  coronary  artery  showed 
extensive  destruction  of  its  wall,  with  disruption  of 
both  the  internal  and  external  elastica  and  aneu- 
rysm formation.  The  lumen  contained  an  orga- 
nizing thrombus  with  hemorrhage  into  the  reca- 


FIGURE  1.  Right  coronary  artery  showing  destruction  of 
arterial  wall  and  elastica  with  aneurysm  formation  (ar- 
rows). Recanalized  thrombus  is  seen  in  the  vessel’s 
lumen  (elastica  van  Gieson). 


nalized  spaces  (Fig.  1).  The  myocardium  in  the 
region  of  the  posterior  part  of  the  interventricular 
septum  showed  polymorphonuclear  leukocytic  in- 
filtration and  necrosis. 

The  kidneys  were  decreased  in  size  and  weighed 
80  Gm.  each;  the  cortical  surfaces  showed  numer- 
ous small  hemorrhages.  Histologically,  the  kid- 
neys showed  a focal  glomerulitis.  Immunofluores- 
cence revealed  glomerular  deposition  of  gamma 
globulin,  fibrinogen,  and  complement  in  a granular 
pattern.  “Vasculitis  involving  the  small  vessels  of 
the  kidneys,  periadrenal  fat,  and  spleen  was  also 
present. 

The  spleen  contained  multiple  small  infarcts, 
probably  accounting  for  the  patient’s  initial  com- 
plaint of  abdominal  pain. 

Comment 

The  cardiac  abnormalities  associated  with  sys- 
temic lupus  erythematosus  are  many  and  fre- 
quent.1 Vasculitis  of  the  main  branches  of  the 
coronary  arteries  is,  however,  a rare  event.  Du- 
bois and  Tuffanelli2  in  their  review  of  135  cases 
cite  one  such  instance.  Their  case,  like  this  one, 
developed  myocardial  infarction  from  occlusion  of 
the  affected  vessel.  Taubenhaus,  Eisenstein,  and 
Pick3  described  2 patients  with  angina  pectoris 
and  the  electrocardiographic  pattern  of  acute  myo- 
cardial infarction.  Necropsy  was  not  performed 
on  either  patient,  but  the  possibility  of  coronary 
vasculitis  with  luminal  occlusion  appears  likely. 

The  diagnosis  of  systemic  lupus  erythematosus 
in  this  case  was  documented  by  the  finding  of  anti- 
deoxyribonucleic  acid  antibodies  in  the  serum  and 
the  characteristic  deposition  of  immunoglobulins 
in  glomeruli.  The  right  coronary  artery  showed 
extensive  destruction  of  the  wall,  with  aneurysm 
formation  and  occlusion  1.5  cm.  from  the  right  cor- 
onary ostium. 

In  patients  with  systemic  lupus  erythematosus, 
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the  possibility  of  coronary  vasculitis  should  be 
considered  when  the  clinical  pattern  can  be  ex- 
plained on  the  basis  of  ischemic  heart  disease. 

Summary 

Coronary  artery  vasculitis  with  thromboses  re- 
sulting in  myocardial  infarction  is  described  in  a 
twenty-four-year-old  female  with  systemic  lupus 


Family  practice  review  program 

The  University  of  Florida,  College  of  Medicine,  Divi- 
sion of  Postgraduate  Education,  is  presenting  a program 
on  “Family  Practice  Review,”  June  3 to  8,  1974.  This 
five  and  one-half  day  program  has  been  designed  to  ap- 
peal primarily  to  physicians  in  family  practice.  Appli- 


erythematosus of  short  duration. 
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cation  for  44  credit  hours  has  been  made  to  the  Ameri- 
can Academy  of  Family  Physicians. 

Requests  for  additional  information,  program  con- 
tents, and  such  should  be  addressed  to  Dr.  Bernice  S. 
Scott,  Director,  Continuing  Education,  University  of 
Florida,  807  Seagle  Building,  Gainesville,  Florida  32601. 
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Health  care  in  the  United  States  is  not  being 
supplied  adequately.  Many  sources  have  docu- 
mented the  increasing  demand  for  health  care  and 
the  failure  of  the  delivery  system  to  supply  it. 
There  are  discussions  in  professional  circles  and  in 
the  lay  press.  The  desire  of  the  profession  to 
achieve  health  goals  is  not  being  realized,  and  the 
expectations  of  the  public  are  not  being  met. 

The  increasing  demand  for  health  care  is  attrib- 
uted to  expanding  population,  to  greater  national 
prosperity  with  the  attendant  increase  in  educa- 
tion and  sophistication  of  the  public,  and  to  the  in- 
troduction of  government  and  private  health-care 
plans. 

The  failure  to  meet  the  demand  for  health  care 
was  first  thought  to  be  due  to  a shortage  of  physi- 
cians, but  now  it  has  come  to  be  recognized  that 
the  problem  is  one  of  maldistribution.  The  physi- 
cians in  the  United  States  are  maldistributed  geo- 
graphically, and  they  are  maldistributed  by  spe- 
cialty. 

Geographic  maldistribution 

Even  if  the  nationwide  supply  of  physicians  is 
adequate,  there  are  too  few  in  the  centers  of  the 
large  cities  and  too  few  in  rural  America. 

Physicians  choose  their  own  areas  for  practice 
and  naturally  prefer  pleasant  environments. 
Their  choice  depends  on  educational  and'  cultural 
opportunities,  hospital  facilities,  and  the  availabil- 
ity of  professional  colleagues.  These  factors  are 
related  to  community  purchasing  power. 

Estes1  found  a close  relationship  between  physi- 
cian density  and  per  capita  income.  His  figures 


show  an  approximate  relationship:  per  capita  in- 
come of  a state,  in  thousands  of  dollars,  times  35 
equals  number  of  physicians  in  private  practice 
per  100,000  population.  He  found  this  relation- 
ship also  true  for  the  counties  of  North  Carolina. 

Inner-city  and  rural  communities  have  other  un- 
satisfactory factors  in  their  social  fabric.  All  pro- 
fessional and  technical  personnel  are  in  short  sup- 
ply and  so  are  public  services.  The  socioeconomic 
problems  may  be  greater  than  the  actual  shortage 
of  physicians,  which  is  only  symptomatic. 

Also,  this  unsatisfactory  distribution  of  services 
is  not  peculiar  to  the  United  States,  but  occurs 
worldwide  in  all  nations  in  favor  of  the  urban  area 
and  the  well-to-do  population. 

Maldistribution  by  specialty 

Common  diseases  occur  commonly,  and  care  of 
these  conditions  has  been  the  province  of  those 
physicians  who  give  primary  care.  Primary-care 
physicians  are  those  in  direct  contact  with  the 
public  for  everyday  advice  and  treatment;  they  in- 
clude G.P.s  (general  practitioners),  internists,  and 
pediatricians.  If  the  number  of  such  physicians 
falls,  then  the  public  finds  attention  hard  to  get. 

Such  a fall  has  occurred,  particularly  due  to  a 
precipitous  drop  in  the  number  of  G.P.s,  because 
of  natural  attrition  and  through  lack  of  new  re- 
cruits. G.P.s  give  care  in  an  episodic  or  emergency 
basis,  in  those  areas  rejected  by  the  specialists. 
Naturally,  their  status  and  their  self-esteem  have 
become  low,  their  numbers  have  declined,  and  new 
recruits  have  not  been  attracted. 

Projection  of  current  statistical  trends  has  fore- 
cast the  disappearance  of  the  G.P.  by  the  year 
2000,  with  a catastrophic  fall  in  the  number  of 
those  giving  primary  care.2 

Revival  of  primary  care 

This  projected  crisis  will  not  occur  since  the 
number  of  primary-care  physicians  is  about  to  in- 
crease. 

Family  practice,  the  newest  of  the  20  medical 
specialties,  is  responsible  for  this  revival.  In  the 
active  expansion  of  this  new  discipline  a specialty 
board  has  been  established,  family  practice  resi- 
dencies have  grown  in  numbers  and  in  prestige, 
and  medical  schools  are  founding  departments  of 
family  practice. 

F.P.s  (family  physicians),  who  provide  compre- 
hensive health  care  to  all  members  of  a family  on  a 
continuing  basis,  are  replacing  the  G.P. 
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TABLE  I.  Downstate  New  York  suburban  counties:  populations,  incomes,  and  physicians,  1970 


Area 

Population 

Per 

capita 

income 

All 

Physicians 

(office 

based) 

Physician- 

Population 

ratio 

Number 

of 

G.P.s 

G.P.  per 
Popula- 
tion 
ratio 

Percent- 
age of 
G.P.s 

United  States 

203,485,000 

$3,077 

188,924 

93 

50,816 

25 

27 

Upstate  New  York 

6,684,000 

$3,190 

6,285 

94 

1,503 

23 

24 

Downstate  New  York 

11,773,000 

$3,813 

16,208 

138 

3,065 

26 

19 

Suffolk 

1,096,000 

$3,326 

927 

85 

227 

21 

25 

Nassau 

1,473,000 

$4,587 

2,019 

137 

376 

26 

19 

Westchester 

900,000 

$5,001 

1,577 

175 

233 

26 

15 

Rockland 

224,000 

$3,671 

305 

136 

49 

22 

16 

TABLE  II.  Suffolk  County:  physician  population  ratios  of  the  specialties,  1970 
Primary  care ■> 


Area 

All 

Physicians 

Totals 

G.P.s 

Inter- 

nists 

Pedia- 

tricians 

Sur- 

geons 

Obste- 

tricians 

United  States 

93 

41 

25 

11 

5 

9 

7 

New  York  State 

122 

52 

25 

19 

8 

11 

9 

Suffolk  County 

85 

42 

21 

13 

8 

8 

8 

Most  important,  medical  students  themselves 
show  increasing  social  awareness  and  responsibili- 
ty, and  look  to  family  practice  as  a rewarding  and 
useful  career. 

Progress  in  Suffolk  County,  New  York 

Suffolk  County,  New  York,  is  in  the  forefront  of 
this  current  revival  in  family  practice.  The  coun- 
ty is  home  to  the  medical  school  of  the  State  Uni- 
versity of  New  York  at  Stony  Brook  which  opened 
in  1971  and  has  an  active  family  practice  depart- 
ment. 

A family-practice  residency  program  with  12 
residents  has  just  begun  at  Southside  Hospital  in 
Bay  Shore,  New  York.  The  family-practice  resi- 
dency program  at  Southside  Hospital  is  the  sixth 
to  be  established  in  New  York  State.  Suffolk 
County  also  has  an  active  chapter  of  the  American 
Academy  of  Family  Physicians  with  over  100 
members. 

It  seemed  valuable,  at  this  turning  point,  to  un- 
dertake a survey  of  the  distribution  of  physicians 
in  Suffolk  County  with  particular  reference  to 
family-  and  other  primary-care  physicians  and  to 
their  geographic  distribution.  The  study  supplies 
Suffolk  County  with  a measure  of  its  present  level 
of  medical  manpower  and  is  a contribution  toward 
future  planning  in  health-care  delivery.  Other 
communities  may  find  it  useful  to  conduct  a simi- 
lar study  of  their  own  areas. 

Prior  studies  of  distribution  of  physicians 

The  rural  areas  of  Upstate  New  York  have  been 
surveyed  by  Hughes8  to  determine  the  cause  and 
extent  of  the  physician  shortage.  He  emphasized 
the  need  for  accumulating  data  at  the  local  level 
and  noted  the  population  shifts  from  city  centers 
to  suburbs  in  the  past  decade.  Long  Island  was 
not  included  in  his  study. 


McMillan  et  al.4  studied  physician  manpower  in 
the  Baltimore  metropolitan  area.  Inner-city  areas 
were  found  often  devoid  of  physicians,  and  there 
were  wide  swings  in  distribution  related  to  the  eco- 
nomic state  of  a community. 

National  trends  from  1931  to  1967  were  dis- 
cussed by  Overpeck.5  She  noted  the  decrease  in 
numbers  of  G.P.s  which  were  not  made  up  for  by 
small  increases  in  the  internal  medicine  and  pedi- 
atric specialties. 

Geographic  variations  in  distribution  were  sum- 
marized in  an  American  Medical  Association  pub- 
lication.6 Metropolitan  areas  with  good  medical 
facilities  and  high  per  capita  incomes  tended  to  at- 
tract physicians. 

Methods 

The  distribution  of  physicians  in  Suffolk  Coun- 
ty is  compared  first  with  that  in  neighboring  sub- 
urban counties  and  then  with  New  York  State  and 
the  nation.  The  statistics  concerning  physicians 
are  seen  in  Tables  I and  II  and  are  taken  from  Dis- 
tribution of  Physicians  in  the  United  States  1970, 
an  American  Medical  Association  publication. 

Then  Suffolk  County  itself  is  subdivided  into  its 
constituent  townships  and  these  are  evaluated 
demographically  and  for  distribution  of  physi- 
cians. These  statistics  are  seen  in  Tables  III,  IV, 
and  V and  are  taken  in  part  from  The  Bulletin  of 
the  Suffolk  County  Medical  Society  1971. 

The  yardstick  frequently  used  is  the  P.P.  (phy- 
sician-population) ratio.  This  is  the  number  of 
physicians  in  a given  area  per  100,000  population. 
This  is  abbreviated  as  P.P.  ratio  = x/105. 

The  numbers  of  physicians  in  all  the  tables  are 
(hose  in  office-based  practice,  since  they  are  re- 
sponsible for  patient  care  among  the  general  popu- 
lation. Excluded  are  military  physicians  and 
those  in  hospital  practice,  research,  or  teaching. 
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TABLE  III.  Suffolk  Communities:  demographic  characteristics  and  distribution  of  physicians,  1971 


Area 

Community 

Popula- 

tion 

1971 

Black 

(per- 

centage) 

Area 

(Square 

Miles) 

Density 

popula- 

tion 

per 

square 

mile 

Wel- 

fare 

(per- 

centage) 

Physi- 

cians 

per 

lO1 

popula- 

tion 

Huntington 

North  Shore 
suburban 

205,000 

3 

93 

2,200 

3 

112 

Smithtown 

North  Shore 
suburban 

117,000 

1 

55 

2,100 

3 

91 

Babylon 

South  Shore 
suburban 

209,000 

11 

53 

3,900 

8 

46 

Islip 

South  Shore 
suburban 

291,000 

4 

102 

2,900 

7 

72 

Brookhaven 

Semi- rural 

267,000 

3 

260 

1,000 

8 

82 

Five  eastern  towns 

Rural 

89,000 

10 

342 

260 

8 

119 

All  Suffolk 

1,177,000 

5 

905 

1,300 

6 

83 

TABLE  IV.  Suffolk  Communities:  numbers  of  specialists,  1971 


All 

Physicians 

Except  <■ Primary  Care 


Area 

Psychia- 

trists 

Totals 

G.P.s 

Inter- 

nists 

Pedia- 

tricians 

Sur- 

geons 

Obste- 

tricians 

Psychia- 

trists 

Huntington 

241 

127 

47 

50 

30 

14 

19 

33 

Smithtown 

107 

32 

13 

14 

5 

11 

14 

29 

Babylon 

95 

66 

42 

12 

12 

5 

10 

7 

Islip 

208 

75 

35 

24 

16 

18 

23 

60 

Brookhaven 

220 

116 

53 

39 

24 

19 

19 

5 

Five  eastern  towns 

106 

53 

31 

17 

5 

16 

4 

2 

All  Suffolk 

977 

469 

221 

156 

92 

83 

89 

136 

TABLE  V.  Suffolk  communities:  physician-population  ratios  of  the  specialties,  1971 


All 


-Primary  Care 


Except 

Inter- 

Pedia- 

Sur- 

Obste- 

Area 

Psychiatrists 

Totals 

G.P.s 

nists 

tricians 

geons 

tricians 

Huntington 

112 

63 

23 

25 

15 

7 

9 

Smithtown 

91 

27 

11 

12 

4 

9 

12 

Babylon 

46 

32 

20 

6 

6 

2 

5 

Islip 

72 

26 

12 

8 

6 

6 

8 

Brookhaven 

82 

44 

20 

15 

9 

7 

7 

Five  eastern  towns 

119 

60 

35 

19 

6 

18 

5 

All  Suffolk 

83 

41 

20 

13 

8 

7 

8 

Numbers  and  ratios 

in  the  tables 

are  rounded  out 

physicians  and  GPs,  with  the  P.P.  ratios. 

The  fig- 

to  the  nearest  whole  number  for  the  sake  of  clarity 

ures  show  some 

areas  to  be  well 

supplied  and  some 

and  simplicity. 

Primary-care  physicians  are  considered  to  be 
general  practitioners,  internists,  and  pediatricians. 
The  abbreviated  terms  G.P.  and  F.P.  will  now  be 
used  interchangeably. 

Downstate  New  York:  suburban  counties 

The  State  of  New  York  can  be  divided  into  up- 
state and  downstate  regions.  Downstate  is  de- 
fined as  New  York  City  and  the  four  suburban 
counties  of  Nassau,  Suffolk,  Rockland,  and  West- 
chester (Fig.  1A).  Upstate  is  the  rest  of  the  State. 

In  Table  I,  these  areas  are  listed,  with  popula- 
tions, per  capita  incomes  and  the  number  of  all 


poorly  supplied  with  physicians. 

Downstate  and  the  suburban  counties  other 
than  Suffolk  have  higher  per  capita  incomes  and 
higher  numbers  of  physicians,  from  136  per  105 
population  and  upwards.  The  United  States  and 
the  Upstate  area  have  noticeably  lower  concentra- 
tions of  physicians,  93  and  94  per  10°  and  Suffolk 
least  of  all,  85  per  105.  These  are  the  areas  with  the 
lowest  per  capita  incomes. 

Westchester  County  has  twice  the  concentration 
of  physicians  in  Suffolk,  and  Nassau  County  61 
per  cent  more.  To  raise  Suffolk  to  the  arbitrary 
standard  of  the  national  average,  93  physicians 
would  be  needed. 
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FIGURE  I.  (A)  Downstate  New  York  suburban  counties. 
(B)  The  10  townships  of  Suffolk  County. 


Suffolk  also  has  fewer  G.P.s  (21  per  105)  than 
the  other  areas  listed  in  Table  I,  which  all  have  (22 
to  26  per  105)  and  would  require  43  G.P.s  to  reach 
the  national  average.  These  physicians  still  make 
up  25  per  cent  of  all  those  in  the  county,  while 
other  Downstate  areas  have  15  to  19  per  cent  of 
their  physicians  as  G.P.s. 

Thus,  a large  suburban  county  with  1 million 
population  in  New  York  State,  which  leads  all 
other  states  in  relative  number  of  physicians,  has 
fewer  physicians  than  the  national  average,  an  ex- 
ample of  geographic  maldistribution. 


Optimum  ratio  of  physicians 

A difficulty  in  the  use  of  P.P.  ratios  has  been  the 
absence  of  a norm;  the  level  at  which  there  is  a sur- 
plus or  a shortage  has  not  been  established.  How- 
ever, data  can  be  assembled  to  provide  this  stan- 
dard. 

Group  health  plans.  The  large  group  health 
plans  are  self-contained  health-service  systems. 
Their  P.P.  ratios  have  been  studied  by  Mason7; 


the  Health  Insurance  Plan  of  Greater  New  York 
(HIP)  provides  61  primary-care  physicians  per 

100,000  population  for  its  780,000  enrollees.  The 
largest  prepaid  group,  Kaiser  Permanente  in  Oak- 
land, California,  has  almost  1 million  enrollees  and 
supplies  52  primary-care  physicians  per  105  popu- 
lation. The  figures  for  the  major  specialties  are 
shown  in  Table  VI. 

Frequency  of  patient  visits.  The  general  fre- 
quency of  patient-physician  consultation  is  4.6 
times  per  person  per  year,  including  telephone 
calls8;  White,  Williams,  and  Greenberg9  find  phy- 
sician visits  average  3 annually  per  person,  and 
other  studies  have  given  similar  results.  There- 
fore, 100,000  people  will  generate  300,000  physi- 
cian visits  each  year;  95  per  cent  of  these  will  be  to 
primary-care  physicians  since  the  referral  rate  is  5 
per  cent  or  less.9'10 

Since  F.P.s  see  an  average  of  130  patients  per 
week,  forty-eight  weeks  in  the  year,9-11  or  6,250 
visits  each  annually,  to  care  for  the  primary  health 
needs  of  100,000  people,  48  F.P.s  would  be  needed. 

British  National  Health  Service.  All  primary 
care  in  Britain  is  given  by  G.P.s  with  a P.P.  ratio 
of  45  per  105. 

The  figures  produced  by  these  different  meth- 
ods of  computation  agree;  45  to  48  G.P.s  per 

100,000  population  would  be  the  “ideal”  ratio 
since  the  G.P.  is  trained  for  primary  contact  medi- 
cine and  enjoys  it.  He  can  care  for  95  per  cent  of 
all  initial  consultations.9’10  The  specialized  train- 
ing of  the  internist  is  poorly  utilized  in  caring  for 
these  initial  patient  contacts. 

The  group  health  plans  need  more  physicians 
because  of  their  use  of  internists  who  process  two 
thirds  of  the  volume  of  the  G.P.11 

With  the  present  nationwide  distribution  of 
G.P.s  of  25  per  105,  an  estimated  total  of  60  per  105 
primary-care  physicians  would  be  “ideal,”  a total 
reached  by  the  Health  Insurance  Plan  of  Greater 
New  York. 

Schonfeld,  Heston,  and  Falk12  at  Yale  illustrate 
the  inefficient  use  of  internists  and  pediatricians 
in  primary  care.  They  exclude  G.P.s  and  then  es- 
timate that  133  internists  and  pediatricians  per 

100,000  population  would  be  needed  for  primary 
care.  This  is  three  times  the  number  of  G.P.s,  and 
is  a figure  unlikely  ever  to  be  reached. 

It  should  be  kept  in  mind  that  P.P.  ratio  is  only 
one  factor  in  the  delivery  of  health  care  to  a com- 
munity. Also  important  are  numbers  of  parapro- 
fessionals,  physical  plant,  and  the  efficiency  of  de- 


TABLE  VI.  Group  health  plans:  physician-population  ratios  of  the  specialties 


All  Primary  Care 


Plan 

Physi- 

cians 

Totals 

G.P.s 

Inter- 

nists 

Pedia- 

tricians 

Sur- 

geons 

Obste- 

tricians 

Health  Insurance  Plan 

too 

61 

15 

24 

22 

6 

11 

(HIP) 

Kaiser  Permanente 

102 

52 

12 

24 

16 

8 

10 
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livery.  The  health  needs  of  the  community  also 
may  differ  from  place  to  place. 

Suffolk  County:  the  specialties 

The  major  specialties  as  distributed  in  Suffolk, 
the  State,  and  the  nation  are  shown  in  Table  II. 

Primary-care  physicians.  Primary-care  phy- 
sicians are  present  in  the  county  in  the  same  pro- 
portion as  the  national  average,  41  to  42  per  10\ 
and  this  has  already  been  shown  to  be  inadequate. 
Slightly  more  internists  and  pediatricians  in  the 
county  counterbalance  the  smaller  number  of 
G.P.s.  The  large  concentration  of  the  nation’s 
physicians  in  New  York  State  would  make  primary 
care  almost  adequate  if  distribution  were  better 
among  its  counties. 

Surgeons.  More  surgeons  are  in  practice  than 
those  found  to  be  needed  by  the  group  health 
plans.  This  and  other  factors  have  suggested  that 
the  United  States  has  more  surgeons  than  required 
for  efficient  utilization.13 

Obstetricians.  Obstetric  care  in  all  areas  is 
probably  adequate  (ideal  ratio  10  per  10s)  since  a 
proportion  is  being  performed  by  F.P.s. 

The  shortage  of  physicians  in  Suffolk  County  is 
therefore  demonstrated  to  be  a shortage  of  pri- 
marv-care  physicians.  This  will  now  be  examined 
in  more  detail. 

Suffolk  County:  analysis  by  community 

Suffolk  County  occupies  the  eastern  half  of 
Long  Island  which  it  shares  with  Nassau  County 
and  the  New  York  City  boroughs  of  Brooklyn  and 
Queens  (Fig.  1A). 

Nassau-Suffolk  in  the  decade  1960  to  1970  was 
among  the  top  10  growth  areas  for  population  in 
the  United  States.  Suffolk’s  1971  population  was 
1,177,000,  ranking  second  to  Nassau  in  population 
in  the  57  counties  in  the  State,  excluding  New 
York  City. 

The  county  is  characteristically  diverse,  both  in 
geography  and  in  socioeconomic  composition. 
There  are  10  townships  (Fig.  IB). 

The  four  towns  to  the  west — Huntington, 
Smithtown,  Babylon,  and  Islip — are  suburban  and 
within  commuting  distance  of  New  York  City. 
Their  population  density  is  high,  and  there  are 
urban  problems  of  downtown  decay,  overcrowding, 
and  poverty  and  ghetto  areas;  16  per  cent  of  the 
Suffolk  labor  force  works  in  New  York  City. 

Brookhaven  Township,  in  the  middle  of  the 
county,  is  semirural,  while  the  five  eastern  towns 
of  Riverhead,  Southold,  Shelter  Island,  Southamp- 
ton, and  Easthampton  are  rural. 

For  the  purposes  of  this  study,  the  five  eastern 
towns  are  considered  to  be  one  entity.  Their  com- 
mon rural  nature  makes  this  rational,  and  individ- 
ually they  are  too  small  for  useful  analysis.  These 
towns  have  their  own  rural  problems  of  distance, 
poor  communications,  insufficient  public  services, 

L 


and  migrant  labor.  Thus,  the  county  is  divided 
east-west  into  rural  and  suburban  areas. 

However,  there  is  also  a north-south  division, 
based  on  geography,  and  producing  populations 
with  differing  characteristics.  The  North  Shore 
faces  Connecticut  and  has  a rocky  shoreline  with 
countryside  that  is  undulating  and  scenic.  The 
homes  are  larger,  the  population  less  dense,  and 
there  are  distinctive,  well-to-do  village  communi- 
ties. This  area  includes  Huntington,  Smithtown, 
and  the  northern  portion  of  Brookhaven  Town- 
ship. 

The  South  Shore  is  bordered  by  sandy  beaches 
and  is  flat.  Large  housing  developments  create  a 
higher  population  density  of  lower  socioeconomic 
status  than  on  the  North  Shore.  This  area  in- 
cludes Babylon,  Islip,  and  the  southern  portion  of 
Brookhaven  Township. 

The  townships  of  Suffolk  County  are  shown  in 
Table  III  with  certain  demographic  characteristics, 
including  the  P.P.  ratios.  These  ratios  exclude 
psychiatrists,  since  large  mental  institutions  in  the 
county  draw  psychiatrists  to  certain  areas,  and  in- 
clusion would  distort  the  figures.  Numbers  of 
psychiatrists  are  shown  in  Table  IV. 

In  Table  III,  the  North  Shore  towns  of  Hunting- 
ton  and  Smithtown  have  relatively  low  population 
densities,  a low  proportion  of  welfare  recipients, 
and  high  ratios  of  physicians,  112  and  91  per  105. 

On  the  South  Shore,  Babylon  and  Islip  are  more 
thickly  populated,  have  a higher  proportion  of 
black  residents,  have  a higher  proportion  of  wel- 
fare recipients,  and  have  the  lowest  ratios  of  physi- 
cians, 46  and  72  per  105. 

Huntington  has  three  times  as  many  physicians, 
relatively,  as  has  Babylon,  the  neighboring  town  to 
the  south. 

Babylon  has  the  thickest  population  density  and 
the  thinnest  physician  density. 

In  fact,  the  nationwide  maldistribution  of  physi- 
cians, based  on  socioeconomic  factors,  can  be  fol- 
lowed down  in  Suffolk  to  the  community  level. 

Semirural  Brookhaven  has  an  intermediate 
place  in  Table  III  and  has  the  same  number  of 
physicians  as  the  county  average,  82  to  83  per  105. 

Although  the  rural  towns  in  the  east  have  the 
highest  ratio  of  physicians,  119  per  105,  this  figure 
needs  qualification.  It  is  shown  later  that  these 
physicians  tend  to  be  older  than  those  in  the  rest 
of  the  county,  and  may  have  lower  productivity  or 
be  in  semiretirement. 

Among  the  problems  of  rural  health  are  the  ten- 
dency of  rural  physicians  to  be  older  and  the  dif- 
ficulties they  have  in  running  their  practices  effi- 
ciently.10 

Suffolk  communities:  distribution 
of  specialties 

When  Suffolk  County  is  broken  down  into  its 
constituent  townships,  the  maldistribution  of  phy- 
sicians becomes  clear  and  information,  useful  in 
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TABLE  VII.  Suffolk  County:  family  physicians,  1972 


Area 

Number 

Number 

per 

Popula- 

tions 

Ratio 

Percentage 
under 
Fifty 
Y ears 
of  Age 

Percentage 
over 
Sixty 
Years 
of  Age 

Percentage 
American 
Association 
of  Family 
Physicians 
Members 

Huntington 

37 

17 

51 

29 

60 

Smithtown 

10 

9 

50 

10 

40 

Babylon 

41 

20 

32 

39 

39 

Islip 

32 

11 

34 

25 

63 

Brookhaven 

56 

21 

53 

31 

75 

Five  eastern  towns 

27 

30 

18 

60 

22 

All  Suffolk 

201 

17 

41 

34 

54 

New  York  State,  1970 

4,568 

25 

40 

27 

56 

planning  improvements  in  delivery  of  health  care, 
is  produced. 

The  actual  numbers  of  the  major  specialties  are 
shown  in  Table  IV.  There  are  almost  1,000  physi- 
cians in  the  county  in  office-based  practice,  and 
the  study  of  the  distribution  of  these  large  num- 
bers should  be  significant.  The  concentration  of 
psychiatrists  in  3 out  of  the  10  towns  is  evident. 

In  Table  V,  the  distribution  of  the  major  divi- 
sions of  medical  care  is  displayed.  The  patterns  of 
maldistribution  based  on  economic  factors,  devel- 
oped in  Table  III,  are  again  apparent. 

Primary-care  physicians.  Huntington  leads 
the  suburban  towns  in  numbers  of  primary-care 
physicians,  with  high  concentrations  of  internists 
and  pediatricians  totalling  one  third  of  the  physi- 
cians in  the  county  in  those  two  specialties.  The 
P.P.  ratio  of  63  per  105  adequately  meets  the  sug- 
gested “ideal”  ratio  of  60  per  105,  and  it  can  be 
concluded  that  this  town  is  well  supplied  by  pri- 
mary-care physicians. 

Babylon,  Islip,  and  Smithtown  show  deficiencies 
in  primary  care  (32,  26,  27  per  105)  due  to  an  equal 
lack  of  all  three  of  its  branches.  This  area  of  the 
county  is  where  efforts  at  improving  health-care 
delivery  must  be  concentrated.  The  presence  of 
Smithtown  in  this  group  is  unexpected;  the  rela- 
tively high  ratio  of  all  physicians  there  must  in- 
clude many  members  of  the  subspecialties. 

Brookhaven,  as  shown  in  Table  III,  meets  the 
county  averages,  and  the  five  eastern  towns  have 
again  the  same,  albeit  deceptive,  high  ratios  of 
physicians. 

General  surgeons.  Most  areas  are  adequately 
supplied  with  general  surgeons;  the  suggested  de- 
sirable ratio  is  7 per  105,  but  Babylon  has  not 
enough  surgeons,  2 per  10r>,  while  the  five  eastern 
towns  seem  to  have  the  more  than  adequate  num- 
ber of  18  per  105. 

Obstetricians.  The  North  Shore  communities 
of  Huntington  and  Smithtown  have  more  obstetri- 
cians, 9 and  12  per  l()r>,  than  the  other  towns,  (5 
and  8 per  10r>).  Where  the  suggested  desirable  ratio 
of  10  per  105  is  not  reached,  care  may  still  be  ade- 
quate, owing  to  the  continuing  work  of  F.P.s  in 
this  field. 


In  summary,  a major  proportion  of  the  shortage 
of  physicians  in  the  county  is  narrowed  down  to  a 
shortage  of  primary-care  physicians  in  3 out  of  the 
10  townships. 

Suffolk  County:  family  physicians 

Data  on  F.P.s  in  Suffolk  by  town  are  shown  in 
Table  VII.  The  number  of  physicians  in  this  table 
is  201,  which  is  less  than  the  227  G.P.s  listed  in 
Table  I from  American  Medical  Association  statis- 
tics and  the  221  listed  in  Table  IV  from  the  Suf- 
folk County  Medical  Society  Bulletin.  The 
change  is  due  to  the  exclusion  of  physicians  who 
are  not  F.P.s  in  office-based  practice,  such  as  col- 
lege, institutional,  and  emergency-room  physi- 
cians. 

Ages  of  F.P.s  In  New  York  State,  40  per  cent 
of  F.P.s  are  less  than  fifty  years  old,  and  41  per 
cent  in  Suffolk  County. 

The  North  Shore  towns  of  Huntington,  Smith- 
town,  and  semirural  Brookhaven  have  greater  per- 
centages of  younger  physicians,  51,  50,  53  respec- 
tively, suggesting  that  younger  F.P.s  have  found 
these  more  attractive  communities  in  which  to  es- 
tablish practice. 

The  economically  poorer  Babylon  and  Islip  have 
fewer  F.P.s  under  the  age  of  fifty,  32  to  34  per 
cent.  They  cannot  have  been  attracting  as  many 
new  recruits. 

The  five  eastern  towns  have  only  18  per  cent  of 
their  F.P.s  under  the  age  of  fifty,  and  60  per  cent 
are  over  the  age  of  sixty.  The  inevitable  attrition 
among  these  older  physicians  in  the  next  decade 
must  lead  to  a forthcoming  decline  in  the  numbers 
of  F.P.s  in  the  area. 

This  factor  is  also  present  in  Babylon,  with  39 
per  cent  of  F.P.s  over  the  age  of  sixty.  The  other 
towns  range  from  10  per  cent  to  31  per  cent  of 
older  physicians,  with  the  statewide  average  at  27 
per  cent. 

Membership  in  the  American  Academy  of 
Family  Physicians.  Some  variation  in  member- 
ship in  the  American  Academy  of  Family  Physi- 
cians exists  from  town  to  town.  Brookhaven  has 
the  best  membership  proportionally  and  also  the 
highest  percentage  of  young  physicians.  The  five 
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eastern  towns  with  fewest  young  physicians  have 
the  fewest  members  of  the  Academy. 

The  future 

In  I960  the  population  of  Suffolk  was  670,000, 
and  there  were  46  primary-care  physicians  per 
100,000  population:  G.P.s — 29  per  10r>,  internists — 
11  per  105,  and  pediatricians — 6 per  105. 

In  1970  there  were  42  primary-care  physicians 
per  10s  distributed,  21,  13,  and  8 per  105,  and  the 
population  was  1,096,000  (Table  II).  The  increase 
in  the  number  of  physicians  had  not  kept  pace 
with  the  increase  in  population,  and  small  rises  in 
relative  numbers  of  internists  and  pediatricians 
had  not  compensated  for  the  fall  in  the  number  of 
G.P.s. 

In  1980  the  population  of  Suffolk  will  be 
1,569,000,  estimated  by  Long  Island  Lighting 
Company.  To  keep  pace  with  the  present  distri- 
bution of  physicians,  an  additional  400  physicians 
must  enter  the  county  by  1980,  including  100 
F.P.s,  60  internists,  and  40  pediatricians. 

To  improve  the  delivery  of  health  care  which 
has  been  found  deficient  in  some  areas,  greater 
numbers  would  be  required.  If  a greater  propor- 
tion of  the  new  physicians  were  F.P.s,  then  pri- 
mary care  could  be  delivered  more  efficiently. 
Poor  geographic  distribution  has  been  identified, 
and  needs  have  been  corrected. 

Summary 

There  are  national  problems  in  the  delivery  of 
health  care  due  to  a maldistribution  of  physicians 
by  location  and  by  specialty.  The  revival  of  pri- 
mary care  in  the  form  of  family  practice  is  part  of 
the  solution  to  these  problems.  This  study  has 
suggested  standards  for  desirable  ratios  of  physi- 
cians. 


Use  of  antibiotics 

In  the  “Use  of  Antibiotics:  A brief  exposition  of  the 
problem  and  some  tentative  solutions,”  which  appeared 
in  the  October,  1973,  issue  of  the  Annals  of  Internal 
Medicine,  on  page  555,  the  authors  (C.  M.  Kunin,  et  al.) 
review  the  extent  and  pattern  of  antibiotic  misuse  in  the 
United  States.  Overuse  is  contributing  in  major  ways  to 
rising  medical  costs,  changing  ecology  of  infection,  and 
the  high  frequency  of  adverse  effects  seen  in  hospital- 


Medical manpower  has  been  found  to  be  maldis- 
tributed  in  a large  Downstate  New  York  county. 
Suffolk  County  illustrates  the  national  problems 
in  microcosm. 

Detailed  studies  of  the  present  distribution  of 
physicians,  geographically  and  by  specialty,  are 
helpful  for  rational  planning  for  the  future. 

Ill  Carleton  Avenue 
Islip  Terrace,  N.Y.  1 1752 
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ized  patients.  The  magnitude  of  the  problem  is  exam- 
ined specifically  in  terms  of  data  collected  within  the 
past  two  years,  on  the  use  of  newer  antibiotic  agents  at 
V.A.,  university,  and  community  hospitals  in  Madison, 
Wisconsin.  A detailed  plan  is  suggested,  now  in  effect 
at  the  university  medical  center  to  improve  the  use  of 
these  agents  through  clinical  pharmacologic  education 
of  students  and  physicians,  and  continuous  monitoring 
of  drug  use. 
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there  a need 
for  a drug 
compendium? 

■ a Hri  irr  intolliooni 


Adrugcompendiur 
of  the  type  I envision 
would  fill  a definite 
need  for  the  practic 


ing  physician.  Such 
compendium  woul 


give  him  all  the 
information  nec- 
essary for  usinj  ^ 
a drug  intelligently,  and  it  would 
do  so  in  a clear,  concise,  con- 
venient, objective  and  balanced 
fashion. 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 

Department  of  Health, 


What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use  i 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reaction 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fact 
a complete  compendium  with  con 
plete  and  current  information 
might  even  eliminate  the  necessit 


A drug  compendium,  or 
preferably  compendia,  should, 
believe,  be  private,  not  federal,  in 
sponsorship.  They  should  contain 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  bevsingle,  legibly  printed 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  yea: 


Dialogue 


m 


Function  of  a Compendium 

A compendium  should  fur- 
nish the  following  information  on 
drugs  inthefollowingorder:  indie 
tions  for  use,  side  effects,  advers< 
drug  reactions,  contraindications 
drug  interactions,  drug  dosage  ar 
the  dosage  forms  marketed.  Dru§ 
prices  should  not  be  included  be- 
cause they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  set  Istj 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  pn; 
sician  to  decide,  whether  on  the 
basis  of  the  medical  literature,  hi 
own  clinical  experience,  advice  o 
colleagues,  information  supplied 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  ( 
how  to  use  drugs.  Rather,  it  mi  st 
be  a reference  source  designed  p 
marily  to  refresh  his  memory  as  t 
drugs  he  may  not  use  regularly.  II 
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for  a package  insert  in  many  in- 
stances. This  would  constitute  a 
substantial  saving  for  the  manu- 
facturer. 

By  a complete  compendium, 

I do  not  mean  a volume  of  prohibi- 
tive size.  You  don’t  need  a book 
describing  25,000  products  with 
an  enormous  amount  of  repetition. 
Rather,  drugs  should  be  arranged 
by  class.  Mutually  applicable  infor- 
mation would  be  provided,  along 
with  brief  discussions  pinpointing 
differences  in  specific  drugs  of 
ithat  class.  Listings  would  be  cross- 
indexed  in  a useful  way. 

Other  Available  Documents  as 
Sources  of  Information 

Existing  references  such  as 
[ PDR  and  the  AMA  Drug  Evaluation 
are  obviously  useful  but  they  are 
ncomplete.  Either  they  are  not 
;ross-referenced  by  generic  name 
and  do  not  group  drugs  with  simi- 
ar  characteristics,  or  they  do  not 
ist  all  the  available  and  legally 
marketed  drugs.  And  some  of 
I :hose  omitted  may  be  very  useful. 


| should  in  no  way  imply  control  over 
'the  practitioner’s  prerogatives. 

Why  Another  Compendium? 

A practicable,  single-volume 
compendium  cannot,  nor  is  it 
necessary  to,  include  all  drugs  on 
the  market  today.  From  my  prac- 
tice of  internal  medicine  for  some 
15  years,  my  experience  as  a con- 
sultant, and  as  a faculty  member 
of  four  or  five  medical  schools,  I 
would  estimate  that  a doctor  uses 
only  30  to  35  drugs  regularly.  The 
1972  Physicians’  Desk  Reference, 

; incidentally,  contained  about 
2,500  entries. 

As  to  whether  there  should  be 
a federal  compendium,  in  my  opin- 
r ion,  as  stated  earlier,  the  answer  is 
easy— there  should  not  be  one.  The 
proposal  assumes  that  existing 
: compendia  are  inadequate.  We’re 
not  sure  of  that  at  all.  Whatever  its 
•;  imperfections,  the  present  drug 
• information  system  in  the  U.S.  is 
open,  multifaceted,  pluralistic  and 
extensive.  Good  compendia  exist, 
as  well  as  other  ample  sources  on 
drug  therapy,  ranging  from  journal 
literature  through  AMA  Drug  Evalu- 
ation to  company  materials.  Not 
all  physicians  may  use  such 
? sources  as  often  or  as  well  as  they 
should,  but  that  is  the  fault  of  the 
man,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


On the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compilingand  editinga  particular 
section  would  also  have  to  assess 


duce  another  book,  it  makes  much 
more  sense  to  work  on  improving 
existing  compendia, and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level— a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium— or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally,  outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies  — but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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In  introducing  the  new  National  Institute  of 
Mental  Health  publication,  Administration  in 
Mental  Health,  Saul  Feldman1  pointed  to  the 
marked  changes  occurring  in  mental  health  ser- 
vices and  programs,  their  increasing  size  and  com- 
plexity, the  organizational  mosaics,  and  the  failure 
of  administration  to  grow  apace  with  this  complex 
growth. 

Since  1950,  there  has  been  a revolutionary  de- 
velopment of  mental  health  services  changing  the 
scope  and  dimension  of  administration  in  mental 
health.  The  change  has  affected  the  new  and  the 
old  established  institutions.  Consumerism, 
shared  services  and  staffing,  new  staffing  patterns, 
new  kinds  of  manpower,  and  a new  emphasis  on 
evaluation  to  justify  a continued  existence  and  a 
steady  supply  of  funds  are  the  new  considerations. 

There  is  a need  for  more  literature,  both  theo- 
retic and  demonstrative,  on  administration  in 
mental  health  services,  but  administration  is  so 
broad  a subject  that  it  is  difficult  to  define.  In  es- 
sence, administration  is  the  art  of  decision  and  the 
action  on  that  decision.  There  are  too  few  princi- 
ples for  good  guidelines,  and  these  so-called  “prin- 
ciples” are  too  often  forgotten  in  mental  health  ad- 
ministration, where  decisions  tend  to  be  made  on 
situational,  emergency,  or  emotional  bases. 

Principles  in  mental  health  administration  are 
not  only  few  but  are  often  contradictory  and  con- 
fusing.1 Another  great  fault  of  “principles’  is  that 
they  tend  to  become  entrenched,  and  change  be- 
comes almost  impossible.  Sometimes  hard  and 
fast  rules  for  service  set  a standard  for  minimum 
service  rather  than  for  optimal  service.  For  exam- 
ple, one  of  our  requirements  is  that  each  therapist 
should  spend  at  least  twenty-five  hours  of  each 
thirty-five-hour  week  on  actual  therapy.2  The  re- 
mainder of  his  work  week  may  be  used  for  consul- 
tations, supervision,  conferences,  dictation,  pre- 
sentations, and  so  forth.  The  result  is  that  it  is 
difficult  to  get  more  than  twenty-five  hours  of 
therapy  work  from  staff  members;  this  rule  set  a 


minimum  standard  rather  than  an  optimal  stan- 
dard. Asking  some  of  the  staff  to  do  more  may 
arouse  resentment  and  antagonistic  feelings. 
With  good  reason  and  firmness,  an  administrator 
may  accomplish  more  than  minimum  output. 

Meeting  the  needs 

Since  the  need  for  well-trained  administrators  is  : 
great  and  still  growing,  and  there  are  so  very  few 
places  where  good  training  is  possible,  the  ques-  j 
tion  of  how  this  need  can  be  met  remains.  There 
are  some  good  examples  of  efforts  to  meet  this  j 
need:  (1)  The  New  York  School  of  Psychiatry  in 
New  York  City  does  provide  a good  course  in  hos- 
pital administration,  but  it  is  limited  to  psychia- 
trists employed  in  a few  of  the  State  hospitals  in 
and  around  the  metropolitan  area.  (2)  Training 
centers  and  programs  need  to  be  established.  The 
universities  would  be  a proper  place  to  acquire  a 
better  understanding  and  knowledge  of  mental 
health  administration.  The  National  Institute  of  : 
Mental  Health-sponsored  program  at  the  Univer-  | 
sity  of  North  Carolina  School  of  Public  Health  has  i 
proved  the  efficacy  of  providing  training  to  both 
experienced  professionals  and  new  entrants,  of- 
fering both  program  certificates  and  Master  of 
Public  Health  degrees.  New  York  University  and 
The  New  York  School  of  Psychiatry  are  about  to 
take  this  one  step  further  by  offering  a doctoral-  I 
level  program  of  three  years’  external  study  lead- 
ing to  a Doctor  of  Public  Administration  degree  in 
public  mental  health. 

Local  government  must  encourage  and  enable 
its  mental  health  administrators  to  attend  such 
universities  to  learn  to  improve  their  management 
abilities.  An  attempt  to  do  this  took  place  on  De- 
cember 5,  1972,  when  Sal  Prezioso,  M.D.,  Commis- 
sioner of  the  New  York  State  Office  for  Local  Gov- 
ernment, visited  the  State  University  of  New  York 
at  Binghamton  to  discuss  areas  of  mutual  interest 
between  local  government  and  the  university.  A 
consensus  was  reached  between  university  officials 
and  State  and  county  officials  that  plans  must  be 
developed  to  permit  cross-fertilization  of  govern- 
ment and  the  groves  of  academe.  Not  only  should 
university  students  have  the  opportunity  to  work 
in  the  “real  world”  of  local  government,  but  also 
government  workers  should  have  required  courses 
at  the  university  to  learn  better  ways  of  under-  I 
standing  and  dealing  with  their  administrative 
problems.  The  State  of  New  York  is  starting  to  . 
implement  this  program. 

Good  administrative  practices 

In  these  “immediate  gratification”  days  of  ev- 
erything from  instant  potatoes  to  magic  laundry 
detergents,  we  tend  to  forget  that  historic  modal- 
ity of  self-improvement  through  self-study  of  the 
limited  literature  available  in  mental  health  ad-  I 
ministration.  A number  of  good  studies  are  avail- 
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able,  including  Simon’s3  work  on  administrative 
behavior,  research  on  community  mental-health 
centers  by  Glasscote  et  al.4  and  the  recent  articles 
by  Barton5  on  administrative  psychiatry  and  by 
Foley6  on  models  for  training  in  administration. 
In  addition,  the  National  Institute  of  Mental 
Health  national  clearinghouse  for  mental  health 
information  can  provide  administrators  with  com- 
puter printouts  in  the  form  of  annotated  bibliogra- 
phies. National  organizations,  such  as  the  Associ- 
ation of  Mental  Health  Administrators,  are  now 
trying  to  develop  regional  workshops  and  pro- 
grams to  further  stimulate  self-improvement. 

While  we  develop  training  programs  and  foster 
self-study,  each  administrator  must  resort  to  rea- 
son. Fortunately  for  the  mental-health  system 
and  its  clients,  the  reasonable  administrator  al- 
ways seeks  to  make  a correct  decision,  and  devel- 
ops the  ability  to  select  or  choose  from  several  pos- 
sible alternatives.  In  this  process,  the  administra- 
tor must  be  able  to  think  through  each  alternative 
to  its  consequences,  and  try  to  select  the  most  effi- 
cient alternative. 

Thus,  consequences  become  the  key  to  rational 
choice,  and  good  administration  becomes  a behav- 
ior that  best  facilitates  or  accomplishes  the  most 
efficiency. 

The  administrator  must  conceive  the  goal  he 
seeks,  see  it  in  relation  to  other  possible  goals,  and 
decide  how  best  to  reach  this  goal.  He  must  also 
keep  in  mind  that  this  goal,  when  achieved,  may 
be  the  step  toward  another  goal.  Thus,  several 
goals  may  have  to  be  kept  in  mind,  and  each  deci- 
sion made  must  keep  in  mind  this  hierarchy  of 
goals. 

For  example,  in  our  clinic  about  half  the  pa- 
tients are  under  eighteen  years  of  age.  We  wished 
to  set  up  a child  psychiatry  service,  goal  number  1, 
to  assign  permanent  staff  to  this  service,  goal  num- 
ber 2,  to  separate  this  unit  from  the  adult  psychia- 
try unit  for  greater  efficiency  of  operation,  goal 
number  3,  to  establish  the  children’s  unit  in  a sat- 
ellite clinic  separate  from  the  main  clinic,  goal 
number  4,  and  establish  a westward  move  in  the 
county  where  we  hope  the  entire  clinic  will  some 
day  be  reestablished,  goal  number  5.  In  addition, 
it  is  also  planned  that  when  the  entire  clinic  is  re- 
established in  a new  hospital  center,  more  satellite 
clinics  will  be  set  up  around  the  county,  goal  num- 
ber 6.  Reaching  all  these  goals  will  take  time,  doc- 
umentation of  the  needs  for  each  goal,  new  bud- 
gets and  staff,  and,  finally,  political  expediency. 

This  part  of  administration  is  difficult  because 
it  is  not  always  possible  to  conceive  the  total  chain 
of  goals,  to  integrate  all  decisions  so  that  all  the 
goals  are  achieved  in  a most  efficient  manner,  and 
to  meet  the  budgetary  and  political  needs  of  the 
community.  Patience  and  perseverance  are  essen- 
tial in  such  administrative  efforts,  but  remain  dif- 
ficult to  quantify  in  the  management  systems  now 
being  applied  in  mental  health,  such  as  manage- 


ment by  objectives  and  key  factor  analysis. 

The  total  organizational  structure  may  be  ob- 
scure, ultimate  goals  not  formulated,  and  there 
may  be  often  no  means  to  carry  through  what 
might  appear  to  be  the  best  decisions.  Compro- 
mise becomes  necessary,  and  the  rational  decision- 
making process  is  not  always  possible.  The  end 
result  is  that  the  best  alternative  is  not  chosen, 
consequences  are  different  from  those  desired,  and 
the  most  efficient  result  is  not  achieved. 

A decision  made  at  the  top  of  an  organization 
must  reach  down  to  the  operative  employees  if  it  is 
to  be  effective.  The  employee,  if  well-trained  and 
loyal  to  the  organization,  will  acquire  an  attitude 
or  state  of  mind  that  may  lead  him  to  accept  a de- 
cision he  feels  is  of  advantage  to  the  organization. 
Most,  if  not  all,  employees  respect  authority,  and 
if  a decision  is  handed  down  by  a respected  au- 
thority, and  if  the  information  is  clear  and  reason- 
able, the  decision  will  carry  great  influence. 

The  decision  of  authority  often  carries  with  it 
the  elements  of  obedience,  plus  some  suggestion 
and  persuasion.  The  larger  the  organization,  the 
more  apt  there  is  to  be  an  arbitrary  aspect  to  the 
authoritative  decision.  In  large  organizations,  au- 
thoritative and  arbitrary  decisions  may  act  in  a 
downward  and  sideways  manner.  In  smaller  set- 
tings, such  as  small  mental  health  hospitals  and 
clinics,  decisions  tend  to  be  less  arbitrary  and 
based  more  on  well-trained,  loyal  staff  who  identi- 
fy well  with  the  organization  and  its  director,  un- 
less the  decision  is  handed  down  in  a fiat-like 
manner  by  a distant  state  mental  health  depart- 
ment. 

The  administrator  also  is  bombarded  by  a com- 
plexity of  problems,  each  requiring  a choice  of  de- 
cisions, and  frequently  not  offering  sufficient  time 
to  think  through  all  the  alternatives  and  conse- 
quences. The  result  is  the  formation  of  a strategy 
through  the  pattern  of  several  decisions  over  a 
time  period  where  a set  of  preferred  consequences 
will  be  most  apt  to  occur. 

Since  no  administrator  can  be  sure  what  the  fut- 
ure consequences  of  his  decision  will  be,  he  can 
only  act  on  an  expectation  of  what  the  conse- 
quences might  be,  and  this  expectation  is  built  on 
empirical  knowledge  or  experience.  In  the  mental 
health  field,  where  experience  is  still  limited,  and 
where  decisions  must  take  into  account  the  system 
of  public  or  community  values,  the  consequences 
of  any  decision  cannot  be  more  than  a guess  based 
on  empirical  information. 

Decision  making 

Does  this  mean  that  guess-work  is  the  basis  for 
decisions?  Not  at  all  An  organization  is  made 
up  of  several  or  many  individuals  dealing  with 
many  other  individuals.  The  administrator  of 
such  an  organization  must  be  familiar  with  indi- 
vidual behavior  and  with  group  behavior. 

Although  the  mental  health  administrator  is  a 
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behavioral  scientist  by  training,  he  must  recognize 
the  limitations  of  change  that  can  be  anticipated, 
especially  with  regard  to  his  professional  staff.  By 
setting  up  reasonably  good  routines  and  by  ration- 
ally insisting  that  these  be  respected  and  followed, 
the  administrator  can  line  up  a divergent  staff  into 
a fairly  efficient  team.  Too  rigid  routines  are  no 
better  than  too  flexible  routines.  Yet  routines  are 
essential;  they  must  be  reasonable,  they  must  be 
followed,  and  they  must  allow  for  occasional  ex- 
ceptions. 

The  element  of  value  comes  into  play.  Which 
decision  will  be  of  greater  value,  or  which  set  of  ex- 
pected consequences  will  be  of  greater  value  and 
result  in  greater  efficiency?  The  value  element  is 
also  based  on  past  experience  and  knowledge 
gained  from  research  of  the  community  and  from 
working  in  the  field  of  community  psychiatry. 

Thus,  a decision,  to  be  as  rational  as  possible, 
requires  a consideration  of  goals,  a consideration 
of  expected  consequences,  a consideration  of  be- 
havior, and  a consideration  of  values.  These  con- 
siderations become  a strategy  of  action  in  the  hope 
of  gaining  the  most  efficiency.  All  this  is  based  on 
empirical  knowledge  gained  through  experience 
and  up-to-date  research. 

The  community  must  be  researched.  Studies 
relating  to  ages,  sex,  employment,  housing,  illness, 
hospital  admissions,  transportation,  providers  of 
mental  health  services  and  costs  must  be  made 
and  evaluated  before  effective  long-range  planning 
can  be  undertaken.  Similarly,  linkages  must  be 
established  with  other  relevant  agencies,  including 
the  regional  314-b  comprehensive  health-planning 
agency,  to  provide  both  data  and  supplementary 
research  expertise. 

Experience  is  many  things,  but  it  is  also  a 
knowledge,  a skill,  or  practice  derived  from  direct 
observation  of,  or  a participation  in,  events,  an  ap- 
prehension of  reality.7 

Good  management  in  the  mental  health  field  is 
best  acquired  through  experience  in  the  field. 
With  this  experience,  the  principles  of  manage- 
ment can  be  better  understood  and  used  in  the 
most  rational  manner. 

Thus,  university  study  of  principles  of  manage- 
ment is  not  enough,  and  must  be  coupled  with 
work  in  the  field,  preferably  under  the  guidance  of 
a seasoned  administrator.  In  a sense,  this  says 
that  every  good  administrator  should  have  1 or  2 
assistants  who  can  learn  from  him. 

Does  the  organization  of  mental  health  systems 
warrant  such  a hierarchy  and  can  it  afford  it? 
Will  local  government  permit  such  an  arrangement 
in  its  budget,  or  would  subsidization  by  state,  Fed- 
eral government,  or  private  grant  be  the  answer? 
These  functional  and  political  questions  must  be 
squarely  faced  by  the  profession  if  the  cause  of 
better  mental  health  administration  is  to  be  cham- 
pioned. 

It  may  he  said  that  experience  alone  is  not 


enough  when  dealing  with  both  short-  and  long- 
range  planning  in  mental  health  services  that  in- 
volve the  staff  disciplines  of  psychiatrists,  psychol- 
ogists, social  workers,  and  nonmedical  personnel. 
But,  how  does  one  integrate  them  all  in  policy  for- 
mation and  decision  making?  How  does  one  uti- 
lize these  potential  skills  for  the  greatest  efficien- 
cy? How  does  one  avoid  underestimating  the  dif- 
ficulty of  role-relationship  ambiguity  and  commu- 
nication among  these  disciplines?  The  best  ap- 
proach may  be  to  deal  with  these  professionals  on 
a graduate-school  level  and  on  an  “on-the-job” 
training  through  frequent  staff  meetings,  confer- 
ences, and  supervisory  sessions. 

Theory  and  practice  are  combined  through 
many  case  assignments  and  the  special  problems 
that  grow  out  of  these.  Formal  didactic  lectures 
could  be  of  very  great  help.  The  chief  administra- 
tor must  be  willing  and  able  to  do  this  and  the 
staff  willing  to  accept  this.  The  staff  must  be  able 
to  see  their  professional  goals  and  the  goals  of  the 
administrator,  and  be  willing  to  integrate  these 
two  sets  of  goals. 

Summary 

In  summation,  it  must  be  said  that  there  are 
some  principles  and  practical  considerations, 
based  on  reason  and  on  experience  as  well  as  on 
understanding  and  research,  that  are  very  impor- 
tant to  use  in  psychiatric  administration.  The  de- 
sired goals  are  not  always  attainable.  Alternatives 
must  be  considered,  based  on  the  goals  of  the  di- 
rector, the  goals  of  his  staff,  the  needs  of  the  com- 
munity, the  budgetary  problems,  and  on  political 
expediency.  The  administrator  must  learn  all  he 
can  about  his  community  and  his  staff.  With  this 
knowledge,  with  the  principles  and  practical  con- 
siderations, and  with  what  is  politically  expedient, 
the  administrator  can  bring  his  experience  to  aid 
in  building  a better  sense  of  values  and  a better 
management  of  his  psychiatric  facility. 

Broome  County  Community  Mental  Health  Services 
Broome  County  Mental  Health  Clinic 
97  Chestnut  Street 
Binghamton,  New  York  13905 
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Compound  fractures  3 

Extensor  tendon  injury  1 

Fortunately,  there  was  no  evidence  that  the  ma- 
chine tended  to  draw  the  hand  inward  or  deglove 
the  hand  of  skin  proximal  to  the  site  of  impact. 

In  previous  winters,  we  have  seen  only  occasion- 
al cases  of  similar  injuries.  Local  commercial 
sources  estimate  that  there  are  approximately 

15.000  domestic  snowblowers  in  use  in  Onondaga 
County,  with  present  estimated  annual  sales  of 

5.000  new  machines  and  with  gasoline-powered 
machines  taking  about  90  per  cent  of  the  market. 
These  figures  indicate  a startling  incidence  of  be- 
tween 1 and  2 injuries  per  1,000  machines  during 
this  brief  epidemic. 

Accident  determinants 

Each  patient  was  asked  the  circumstances  of  the 
accident.  Many  who  had  thrust  their  hands  into 
the  escape  chute  commented  that  they  did  not  re- 
alize the  auger  blades  came  so  close  to  the  orifice. 
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The  first  snow  of  the  season  in  the  Syracuse, 
New  York,  area  began  falling  late  in  the  evening  of 
November  5,  1973.  By  the  following  morning, 
Election  Day,  a narrow  belt  off  Lake  Ontario,  in- 
cluding the  city  of  Syracuse  and  Onondaga  Coun- 
ty, was  blanketed  by  a record  10  inches  of  snow. 
Before  10:00  A.M.  on  this  morning,  5 patients 
came  to  the  emergency  room  of  State  University 
Hospital  with  similar  hand  injuries.  Within 
twenty-four  hours,  this  number  had  reached  8,  and 
the  combined  emergency  room  facilities  of  all  Syr- 
acuse hospitals  had  experienced  an  epidemic  of  22 
hand  injuries  ranging  from  lacerations  to  complex 
injuries  of  major  proportions.  Injury  in  each  case 
had  resulted  from  the  patient  inserting  his  hand 
into  the  chute  of  a domestic  snow  blower. 

The  following  injuries  had  been  produced  in  22 
patients  (Fig.  1): 

Soft-tissue  lacerations  22 

Amputations  12 


w 

FIGURE  1.  (A-H)  Illustrations  reveal  hand  injuries  of  6 cases  treated  at  hospital, 

other  case.  C,  F,  G,  and  FI  present  4 other  cases. 


A 


and  B illustrate  1 case,  D and  E an- 
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Two  patients  had  used  a piece  of  wood,  and  one  a 
screwdriver,  to  free  the  blades,  only  to  have  the 
hand  slip  into  the  mechanism  as  the  snow  was  dis- 
lodged. Usually  the  motor  had  been  left  running, 
but  in  some  cases  the  clutch  had  been  disengaged 
before  reaching  in.  However,  momentum  or  resid- 
ual tension  in  the  belt  gave  the  blades  a last  dam- 
aging turn  as  the  snow  was  cleared.  In  one  case 
the  engine  had  been  switched  off,  but  the  blades 
had  not  stopped. 

One  case  involved  an  electric  machine  that  had 
become  choked  with  snow  and  was  silent.  It  did 
not  occur  to  the  patient  to  switch  off  the  motor, 
which  started  again  as  soon  as  the  obstruction  was 
cleared. 

Some  patients  expressed  surprise  that  they  had 
been  so  unwise;  we  wonder  whether  or  not  any  of 
the  operators  of  gasoline-powered  machines  could 
have  inhaled  enough  carbon  monoxide  from  the 
exhaust  fumes  that  drifted  in  their  direction  to 
dull  their  judgment. 


Contributing  factors 

The  common  denominators  associated  with 
these  cases  appear  to  be  as  follows: 

1 . The  most  significant  was  the  wet,  heavy  charac- 
ter of  the  snow  that  was  unusually  prone  to  clog  the 
blades  and  escape  chutes.  Usually  such  heavy  snow- 
falls occur  later  in  the  winter,  when  the  temperature 
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is  lower;  the  temperature  during  this  long  snowfall  did 
not  drop  far  below  freezing  point.  As  a result,  the 
snow  was  wet  and  sticky. 

2.  In  all  cases,  without  exception,  the  patient  had 
inserted  his  dominant  hand  directly  into  a highly  de- 
structive machine  in  clear  violation  of  explicit  manu- 
facturers’ instructions  that  warn  against  putting  the 
hand  or  any  object  into  the  auger  or  snow-discharge 
chute. 

3.  An  additional  factor  thought  to  be  of  signifi- 
cance is  that  this  was  the  first  major  snowfall  of  the 
year,  with  the  population  relatively  unprepared  and 
perhaps  out  of  practice  in  the  use  of  machines  that 
they  had  not  had  occasion  to  use  for  nine  months. 


There  are  commercially  available  silicone  sprays 
that  are  intended  to  minimize  the  risk  of  clogging, 
but  the  authors  are  not  in  a position  to  evaluate 
the  efficacy  of  these  products.  The  domestic 
snowblower,  used  incorrectly,  is  a serious  health 
hazard,  particularly  given  the  right,  or  wrong,  type 
of  snow  in  sufficient  quantity.  On  November  6, 
1973,  the  local  news  media  cooperated  by  fre- 
quently warning  the  public  of  the  dangerous  situa- 
tion, and  without  this  effort  probably  more  than 
22  cases  would  have  occurred. 

Conclusion 

This  short  report  and  its  accompanying  illustra- 
tions should  indicate  to  the  medical  profession  the 
serious  potential  danger  of  outbreaks  of  snowblow- 
er injuries.  It  is  urged  that  the  profession  use  its 
influence  now  and  at  the  beginning  of  the  next 
snow  season  to  disseminate  appropriate  warnings 
to  the  public,  through  the  cooperation  of  the  news 
media,  and  thus  fulfill  its  responsibility  to  try  to 
prevent  injuries. 

750  E.  Adams  Street 
Syracuse,  New  York  13210 
DR.  GOULD 
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Obituaries 


George  Leon  Bastian,  Jr.,  M.D.,  of  Rochester,  died  on 
February  4 at  the  age  of  fifty-seven.  Dr.  Bastian  gradu- 
ated in  1943  from  Georgetown  University  School  of 
Medicine.  He  was  an  assistant  attending  physician  in 
medicine  in  the  Emergency  Department,  St.  Mary’s 
Hospital.  Dr.  Bastian  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jerome  Jacob  Bergida,  M.D.,  of  Brooklyn,  died  on 
March  11  at  the  age  of  sixty-seven.  Dr.  Bergida  gradu- 
ated in  1932  from  Long  Island  College  of  Medicine.  He 
was  a consulting  otolaryngologist  at  Jewish  Hospital  of 
Brooklyn,  Unity  Hospital,  Kingsbrook  Jewish  Medical 
Center,  and  an  attending  otolaryngologist  at  Adelphi 
Hospital.  Dr.  Bergida  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Pan  American  Medical  Association,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

David  M.  Bressler,  M.D.,  of  New  York  City,  died  on 
February  13  at  the  age  of  sixty-six.  Dr.  Bressler  gradu- 
ated in  1934  from  St.  Bartholomew’s  Hospital  Medical 
College,  London,  England.  He  was  an  associate  attend- 
ing psychiatrist  at  Beth  Israel  Hospital  and  an  attending 
psychiatrist  at  Gracie  Square  Hospital.  Dr.  Bressler 
was  a Licentiate  of  the  Royal  College  of  Physicians  of 
London,  a Member  of  the  Royal  College  of  Physicians  of 
London,  a Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  (Psychiatry),  and  a member  of  the 
Academy  of  Psychosomatic  Medicine,  the  American 
Psychiatric  Association,  the  American  Geriatrics  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Isaac  Chassin,  M.D.,  of  Flushing,  died  on  March  17  at 
the  age  of  eighty-eight.  Dr.  Chassin  graduated  in  1919 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  Retired,  he  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Alan  Emanuel,  M.D.,  of  Port  Chester  and  Yorktown 
Heights,  died  on  March  8 at  the  age  of  sixty-two.  Dr. 
Emanuel  received  his  medical  degree  from  the  Universi- 
ty of  Heidelberg  in  1936.  He  was  an  associate  attending 
psychiatrist  at  United  Hospital.  Dr.  Emanuel  was  a 
member  of  the  American  Psychiatric  Association,  the 
Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Finkelstein,  M.D.,  of  New  York  City,  died  on 


December  14,  1973,  at  the  age  of  seventy-two.  Dr.  Fink- 
elstein graduated  in  1925  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the 
American  Academy  of  Family  Practice,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Aaron  Goodman,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 18.  Dr.  Goodman  graduated  in  1918  from  Ford- 
ham  University  School  of  Medicine. 

Alan  Frank  Guttmacher,  M.D.,  of  New  York  City, 
died  on  March  18  at  the  age  of  seventy-five.  Dr.  Gytt- 
macher  graduated  in  1923  from  Johns  Hopkins  Univer- 
sity School  of  Medicine.  He  was  a consulting  obstetri- 
cian and  gynecologist  and  director  emeritus  at  The 
Mount  Sinai  Hospital.  He  had  been  president  of  the 
Planned  Parenthood  Federation  of  America  since  1962. 
Dr.  Guttmacher  was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  a mem- 
ber of  the  American  Association  of  Obstetricians  and 
Gynecologists,  the  American  Fertility  Society,  the  New 
York  Academy  of  Medicine,  and  the  New  York  Obstetri- 
cal Society. 

Sol  E.  Kantor,  M.D.,  of  New  Hartford,  died  on  Febru- 
ary 23  at  the  age  of  sixty-nine.  Dr.  Kantor  graduated  in 
1927  from  Syracuse  University  College  of  Medicine.  He 
was  an  honorary  member  of  the  medical  staff  at  St.  Eliz- 
abeth’s Hospital.  Dr.  Kantor  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New 
York  State  Society  of  Anesthesiologists,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Dorothy  Kirschbaum,  M.D.,  of  Peekskill,  died  on  Jan- 
uary 30.  Dr.  Kirschbaum  graduated  in  1928  from  the 
Medical  College  of  Virginia. 

John  Fitch  Landon,  M.D.,  of  New  York  City,  died  on 
February  23  at  the  age  of  seventy-eight.  Dr.  Landon 
graduated  in  1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  pediatri- 
cian at  The  Roosevelt  Hospital,  an  honorary  member  of 
the  medical  staff  at  Doctors  Hospital,  and  a consulting 
emeritus  pediatrician  at  St.  Luke’s  Hospital  Center. 
Dr.  Landon  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Frank  Mac  Fee,  M.D.,  of  New  York  City,  died 
on  February  16  at  the  age  of  eighty-three.  Dr.  Mac  Fee 
graduated  in  1918  from  Johns  Hopkins  University 
School  of  Medicine.  He  was  a consulting  surgeon  at  St. 
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Luke’s  Hospital  Center,  The  New  York  Hospital,  and 
Community  Hospital  at  Glen  Cove.  Dr.  Mac  Fee  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Diplo- 
mate  of  the  American  Board  of  Plastic  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Surgical  Association,  The  American  Soci- 
ety of  Plastic  and  Reconstructive  Surgery,  the  New 
York  Academy  of  Medicine,  the  New  York  Surgical  So- 
ciety, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Philip  Mertz,  M.D.,  of  New  York  City,  died  on  Febru- 
ary 5 at  the  age  of  sixty-four.  Dr.  Mertz  graduated  in 
1935  from  St.  Louis  University  School  of  Medicine.  He 
was  an  assistant  attending  psychiatrist  at  Flower  and 
Fifth  Avenue  Hospitals  and  an  associate  attending  psy- 
chiatrist at  Vanderbilt  Clinic.  Dr.  Mertz  was  a member 
of  the  American  Psychiatric  Association,  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Sylvern  Mirapaul,  M.D.,  of  Oriskany,  died  on  Febru- 
ary 27  at  the  age  of  sixty-seven.  Dr.  Mirapaul  gradu- 
ated in  1933  from  Tufts  University  School  of  Medicine. 
Retired,  he  was  a member  of  the  American  Geriatrics 
Society,  the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  Harold  Ollswang,  M.D.,  of  New  York  City, 
died  on  October  22,  1973,  at  the  age  of  seventy-one.  Dr. 
Ollswang  graduated  in  1927  from  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Raymond  Joseph  Pieri,  M.D.,  of  Syracuse,  died  on 
February  20  at  the  age  of  seventy-six.  Dr.  Pieri  gradu- 
ated in  1922  from  Syracuse  University  College  of  Medi- 
cine. He  was  a senior  obstetrician  and  gynecologist  at 
Crouse-Irving  Memorial  Hospital  and  a consulting  ob- 
stetrician and  gynecologist  at  Community-General  Hos- 
pital of  Greater  Syracuse.  Dr.  Pieri  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons,  a Fellow  of 
the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical  So- 


ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Frederick  F.  Prausnitz,  M.D.,  of  Larchmont,  died  on 
December  28,  1973,  at  the  age  of  eighty.  Dr.  Prausnitz 
received  his  medical  degree  from  the  University  of  Graz 
in  1918.  He  was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Thomas  Robitscher,  M.D.,  of  New  York  City,  died  on 
January  24  at  the  age  of  forty-nine.  Dr.  Robitscher 
graduated  in  1954  from  Boston  University  School  of 
Medicine.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Kenneth  Thomas  Rowe,  M.D.,  of  Hornell,  died  on 
March  5 at  the  age  of  sixty-seven.  Dr.  Rowe  graduated 
in  1931  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a consulting  urologist  at  St.  James  Mercy, 
Bethesda  Community,  Davenport  Memorial,  and  Dans- 
ville  Memorial  Hospitals.  Dr.  Rowe  was  a Diplomate  of 
the  American  Board  of  Urology,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  American 
Urological  Association,  the  Steuben  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  A.  Schwartz,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 20  at  the  age  of  seventy.  Dr.  Schwartz  graduated 
in  1930  from  Long  Island  College  Hospital. 

Nicholas  D.  Testa,  M.D.,  of  New  York  City,  died  on 
February  27  at  the  age  of  sixty-five.  Dr.  Testa  gradu- 
ated in  1933  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  an  attending  physi- 
cian in  general  practice  at  Columbus  Hospital.  Dr. 
Testa  was  a member  of  the  American  Academy  of  Fami- 
ly Practice,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  G.  Wallenstein,  M.D.,  of  New  York  City,  died 
on  February  7 at  the  age  of  forty-five.  Dr.  Wallenstein 
graduated  in  1955  from  the  University  of  Ottawa  Facul- 
ty of  Medicine.  He  was  an  assistant  attending  psychia- 
trist at  Flower  and  Fifth  Avenue  Hospitals  and  at  Met- 
ropolitan Hospital.  Dr.  Wallenstein  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Academy  of 
Psychoanalysis,  the  American  Psychiatric  Association, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 
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Investment  Specialists 

HIGH  GRADE  UTILITY  STOCKS 

(yielding  over  9%) 

“TAX  FREE”  MUNICIPAL  BONDS 

(yielding  over  6%) 

SILVER  BULLION 

(a  solid  investment) 

Telephone.iiiir  write  for  Free  Information: 

** 

11  BROADWAY  NEW  YORK,  N.  Y.  10004 

TELEPHONE:  212/747-0360 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene- 
fits. Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


We're  specialists  in 

fiCJTO  LEASING 


When  you're  a specialist  in  your  field,  people 
depend  on  you.  And  when  it  comes  to  leasing  a 
car,  doctors  have  been  depending  on  us  for 
years.  Maybe  it's  because  we  lease  any  car,  any 
make,  any  model,  any  equipment  ...  at  the  right 
prices  too.  And  we  don't  waste  time  discussing 
service  ...  we  do  it! 

We  know  you're  busy,  so  why  not  give  us  a call. 
We  can  handle  most  of  the  details  on  the  phone. 


AUTO  LEASING,  INC 

1712  E.  9th  St.,  Brooklyn  (212)  336-6767 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 


EQUIPMENT 


WALL  SYSTEMS,  LEATHER  DISK  CHAIRS,  RECLINERS,  ETC.  THE 
best  at  professional  savings  from  Denmark,  Italy,  Brazil,  U.S.  Design  Imports, 
15  East  32nd  St.,  N.Y.  (212)  889-3362. 


ROYFAX  COPY  MACHINE.  EXCELLENT  CONDITION.  COMPLETELY 
mobile  on  roller  stand.  Easy  to  operate.  Produces  8L  x 11  and  11”  any 
length.  Includes  good  supply  of  paper  and  toner.  Value  $500,  asking  $350. 
Copier  for  sale  from  an  estate.  Call  evenings  after  6 p.m.  (516)  483-1074. 
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PHYSICIANS 

We  have  presently  available  full  time  positions  for  attending  and 
staff  physicians  in  the  area  of  chronic  diseases  and  geriatric 
care.  New  York  State  license  is  required. 

We  are  situated  on  250  acres  of  wooded,  landscaped  ground. 
Parking  space  is  readily  available.  We  offer  excellent  salaries 
and  a full  slate  of  employee  benefits. 

CALL  OR  WRITE: 

Director  of  Medical  Affairs 
212-390-8267 

SEAVIEW  HOSPITAL  AND  HOME 

460  Brielle  Avenue 
Staten  Island,  New  York  10314 
Member  New  York  City  Health  & Hospitals  Corp. 

An  Equal  Opportunity  Employer  M/F 


PHYSICIANS  WANTED 


PHYSICIANS:  OPENINGS  FOR  INTERNISTS,  PEDIATRICIANS,  AND 

obstetricians  in  comprehensive  health  care  plan  which  features  prepayment 
and  fee  for  service.  Opportunities  for  teaching  and  continued  education 
while  deriving  benefits  of  active  practice,  community  service,  and  affiliation 
with  a large,  first  quality  private  hospital.  Salary  and  benefits  fully  com- 
petitive. Send  curriculum  vitae  to  William  J.  Klein,  Jr.,  M.D.,  Director, 
Northeast  Health  Center,  Rochester  General  Hospital,  1425  Portland  Ave., 
Rochester,  N.Y.  14621,  or  call  collect  (716)  482-4300. 


PHYSICIANS  WANTED— CONT  D 


UNIVERSITY  MEDICAL  DIRECTOR:  SYRACUSE  UNIVERSITY  IS  SI 


ing  a medical  director  whose  primary  role  will  be  the  responsibility  for  me 
care  provided  at  the  Syracuse  University  Health  Service,  located  in  the 
VanArsdale  Henry  Health  Center  and  Hospital  of  the  Good  Shepherd 
Waverly  Ave.  The  Health  Center  is  in  close  proximity  to  the  Ustate 
ical  Center  and  major  hospitals.  Specifically,  this  will  involve  the  contii 
review  and  establishment  of  medical  guidelines  for  the  treatment  of  stui 
and  limited  services  to  certain  university  personnel,  effecting  these  guidf 
through  carefully  supervised  health  care  programs,  and  the  supervise 
medical  personnel.  The  medical  director  in  concert  with  the  Health  Se 
Administrator  will  be  responsible  for  annual  budgeting  and  planning  fc 
Health  Service.  The  medical  director  will  also  be  responsible  for  the 
supervision  of  specialized  services  made  available  at  the  Health  Se 
The  medical  director  will  be  expected  to  participate  actively  in  the  treat 
of  students  in  a clinic  role  in  order  to  maintain  direct  contact  with  me 
problems  at  the  Health  Service.  The  director  will  be  available  in  liason 
the  university  administration  as  well  as  with  parents  groups  in  a public 
tions  capacity.  The  medical  director  reports  directly  to  the  vice  chan 
for  student  programs.  Preferably,  a specialist  in  internal  medicine,  a g 
alist  with  prior  health  service  and  administrative  experience  and/or  a pr 
director  of  another  health  service  comprise  the  guidelines  for  select! 
candidates.  Syracuse  University  is  an  affirmative  action  employer  a 
actively  seeking  applications  from  minorities  and  from  women.  Salary  r 
$30,006-$40,000.  Resumes  should  be  sent  to:  Audrey  P.  Demarest,  I 

Ruth  VanArsdale  Henry  Health  Center,  111  Waverly  Ave.,  Syracuse 
versity,  Syracuse,  N.Y.  13210. 
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PHYSICIAN  WANTED.  UROLOGIST  TO  JOIN  WELL  ESTABLIS  TK 
lucrative,  partnership,  Central  New  York.  Address:  Confidential  Dept 
c/oNYSJM. 


FAMILY  PHYSICIANS:  MOST  UNUSUAL,  ATTRACTIVE  OPENING  FOR 
family  practice  in  Community  of  Hamilton,  New  York.  Fully  equipped,  two 
man  office  available  with  2500  typed  problem-oriented,  active  charts  next  to 
an  accredited  100  bed  community  hospital  with  a CCU  and  a new  maternity 
suite.  Delightful  central  New  York  rural  community,  home  of  Colgate  Uni- 
versity and  American  Management  Association.  Recreational  and  diversified 
social  opportunities  are  excellent.  Practice  is  unlimited  and  a new  inovated 
aggressive  approach  to  health  care  by  the  community  most  attractive.  Just 
move  in  and  work  in  a ready-made  practice.  Ideal  for  two.  Recruitment 
Committee  prepared  to  make  attractive  offer  including  travel,  first  year 
guarantee,  and  office  help  to  qualified  family  physicians.  Direct  inquiries  to 
Mr.  Alfred  M.  Helbach,  Administrator,  Community  Memorial  Hospital, 
Hamilton,  N.Y.  13346,  or  call  collect  (315)  824-1100. 


PHYSICIAN  INTERESTED  IN  DOING  INDUSTRIAL  WORK,  MAINLY 
minor  surgical  compensation  in  downtown  office  N.Y.C.;  ably  supported  by  3 
office  help;  over  40  years  at  location.  Offering  suggested  for  semi-retired 
physicians  and  those  desirous  of  this  phase  of  medical  practice.  No  home 
cases;  no  Sundays;  one  half  day  Saturdays;  no  holidays.  N.Y.  State  license 
required.  Excellent,  stable  income,  salary,  partnership  or  ownership.  No 
investment  necessary.  Dept.  390,  c/o  NYSJM. 


FREE:  USE  OF  EIGHT  ROOM  DWELLING,  MEDICAL  CLINIC,  X 
equipment,  golf  course,  yacht  club,  etc.  Summer  resort  island  comm 
needs  a year  round  General  Practitioner.  Contact:  Catherine  Jensser 
Medical  Clinic,  P.O.  Box  344,  Fishers  Island,  New  York  06390. 
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JEWISH  GERIATRIC  CENTER  REQUIRES  SERVICES  OF  OPH1  k~ 
mologist  for  clinic  work.  Dept.  395,  c/o  NYSJM. 

lift. 

I m. 


TWO  PRIMARY  PHYSICIANS  TO  FORM  NEW,  THREE-PHYSI 
group  practice  with  local  physician,  in  new  $L  million  ambulatory  car 
ter  at  Pulaski,  N.Y.  Medical  center  now  under  construction.  Event 
five-man  group  planned,  hospital  privileges,  family  practice  faculty  ap 
ments,  guaranteed  income  with  liberal  fringe  benefits.  Opportunity  t 
your  own  profitable  practice  under  sponsorship  of  local  non-profit  organiz 
Project  has  brought  community  and  health  planning  agency  support, 
munity  offers  healthful  atmosphere,  excellent  school  system,  recreatio 
proximity  to  several  large  cities  over  excellent  road  system  (one-half  houi 
age  travel  time  to  Syracuse,  N.Y.).  Please  contact  Hugh  McChesney, 
7414  James  St.,  Pulaski,  N.Y.  13142,  or  Mr.  Ted  Prescott,  Sandv  Creek 
13145,  or  call  collect  (315)  293-2911,  or  387-3441. 
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WANTED:  ANESTHESIOLOGIST  CERTIFIED  OR  BOARD  ELIGIBLE, 
N.Y.  State  licensed  and  keenly ' interested  in  inhalation  therapy  for  large, 
metropolitan  hospital  N.Y.  City  with  medical  school  affiliation.  Minimum 
guarantee  for  six  months  and  then  full  partnership.  Dept.  398,  c/o  NYSJM. 


FULL-TIME  DIRECTOR  OF  PROFESSIONAL  SERVICES  EXPERIENCED 
in  community  hospital  affairs,  to  assume  chief  of  staff  leadership  in  managing 
education,  staff  development,  in  a 204-bed,  acute,  general  hospital.  Must 
have  outstanding  record  of  achievement  in  his  field.  Dept.  399,  c/o  NYSJM. 


OPHTHALMOLOGIST.  PART-TIME;  STATEN  ISLAND  ME! 
Group.  Please  call  9 to  5;  Mrs.  Lucy  Koch,  (212)  442-6387. 


f D. 


PHYSICIAN  WANTED:  2,  4 OR  8 WEEK  PERIODS  AT  CO-ED  RESIL 
summer  camp  in  the  Berkshires.  Excellent  reputation.  Near  Tangle 
Private  lake;  7 tennis  courts.  Two  R.N.s  on  staff.  Family  accommod 
available.  Call  (914)  SC5-2705,  or  write  One  Vernon  Drive,  Scarsdale, 
10583. 


»!ET 


taper 


Nationwide  Medical  Placement  Specialists 
Serving  the  Health-Care  Industry. 

Physicians  Administrators  Nurses 

Technicians  Secretaries  Med  Assts 


forecast 


PERSONNEL,  INC.  280  Madison  Avenue,  Now  York,  N.Y.  10016  (212)  532-8001 


RADIOLOGIST  SEEKS  FELLOW  RADIOLOGIST  TO  SHARE  (PAR1 
full  time)  and  eventually  take  over  facilities,  equipment  and  person 
favorable  Manhattan  location.  Dept.  404,  c/o  NYSJM. 


i> 


E.N.T.,  UROLOGY,  CHIEF  OF  E.R..  AND  FAMILY  PRACTICE;  SO 
ern  Maine;  near  Portland;  90  mi.  Boston;  55,000  immediate  service 
1 15,000  in  York  County;  great  potential;  delightful  living;  write  Phy 
Search  and  Reception  Committee,  T.  Anton,  M L).  (Chairman);  c/o  Adi 
trator,  Webber  Hospital  Assn.,  Biddeford,  Me.  04005. 
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rSICIANS  WANTED— CONT  D 


LARYNGOLOGIST  WANTED:  CORTLAND.  NEW  YORK  IS  LOSING 
■ of  its  two  otolaryngologists.  Office  available  in  new  medical  building, 
ollege  community  surrounded  bv  many  lakes,  skiing  areas,  good  hunting 
I fishing.  Excellent  hospital  with  an  active,  well  rounded  staff  Contact: 
R.  Mason,  M.D.,  6 Euclid  Ave.,  Cortland,  N.Y.  13045.  Phone:  (607)  756- 
6. 


s.  NOSE,  THROAT  SPECIALIST  NEEDED  AS  A PARTNER  IN  THE 
ger  Lakes  area  in  New  York  Interested  persons  call  collect  607-733-3330 
m 9 A.M.  to  5 P.M.  or  reply  P.O.  Box  3215,  Elmira,  N.Y. 


CTICES  AVAILABLE 


IRING  G.P  : FULLY  EQUIPPED  OFFICE  G.P,  INTERNIST;  X-RAY, 
■oratory  facilities.  Practice  Franklin  Square  46  years.  Office  entirely 
>arate  from  home.  Secretary  licensed  X-Ray  technician.  Home:  6 rooms, 
>edrooms,  2 baths,  fireplace.  No  fee  for  practice.  Harry  S.  Rosenberg, 
D.,  986  Benris  Ave.,  Franklin  Square,  N.Y.  1 1010.  Tel:  (516)  FL  2-2803. 


:TICE  AVAILABLE.  TO  RETIRE  THIS  YEAR  ENOUGH  WORK  FOR 
hysicians.  No  charge  for  practice.  City  needs  G.P.'s;  Pediatricians  and 
ernists.  Office  for  sale  or  rent.  L.  J.  Graham,  M.D  , 271  E.  First  St.,  Corn- 
, N.Y.  14830;  phone:  1-607:962-6515. 


THALMOLOGY  PRACTICE  FOR  SALE.  WOULD  INTRODUCE  PA- 
lts.  Long  established  active,  retiring;  equipment  office  and  waiting  room 
niture.  (212)  793-5919  after  8 P.M. 


SRGY  PRACTICE  (MIXED  ADULT  & PEDIATRIC)— SMITHTOWN. 
lg  Island.  New  York — established  high  net  income  practice — excellent 
ilities  in  fine  medical  building;  lucrative  referral  pattern;  great  opportunity 
trowing  area;  leaving  for  Arizona;  practical  mutual  financial  terms;  will  in- 
duce. Wonderful  opportunity.  Call  (212)  423-1424  or  Dept.  402,  c/o 
SJM. 


G ESTABLISHED,  ACTIVE  SOLO  PEDIATRIC  PRACTICE  AVAIL- 
e.  North  Shore,  Long  Island,  Nassau  County,  New  York.  Retiring.  Fully 
lipped  office.  Coverage  available.  Equitable  terms  negotiable.  Include 
riculum  vitae.  Dept.  403,  c/o  NYSJM. 


ilTIONS  WANTED 


IOLOGIST.  BOARD  CERTIFIED  IN  1960,  MEDICAL  EDUCATION  AT 
Jiiversity  of  Pennsylvania,  and  with  experience  in  academic  center,  private 
ice  and  community  hospital,  recently  returned  to  metropolitan  area,  now 
•ks  permanent  part  time  association,  group,  industrial,  health  center,  or 
ier.  Dept.  384.  c/o  NYSJM. 


fOMETRIST  DESIRES  EMPLOYMENT  WITH  OPHTHALMOLOGIST 
vwhere  in  New  York  State  or  Connecticut  Extensive  refraction  and  contact 
s experience.  Contact  Dept.  393,  c/o  NYSJM. 


iTHESlOLOGIST,  20  YEARS  EXPERIENCE,  HALF  AS  DEPART - 
it  Director  in  community  hospital.  Married,  grown  family,  available  im- 
liately.  Prefer  Manhattan,  but  all  positions  considered  Diplomate 
ional  Boards,  licensed  N.Y.,  N.J.,  Conn.  Dept.  401,  c/o  NYSJM. 


STHESIOLOGIST.  BOARD  CERTIFIED,  N.Y.  LICENSED;  AVAIL- 
e occasional  week-ends  (Fri.-Sun.)  and  vacation  coverage.  L.I.  or  metro- 
itan  area.  Dept.  397,  c/o  NYSJM. 


POSITIONS  WANTED  — CONT'D 


PHYSICIAN  ASSOCIATE— UNIVERSITY  TRAINED  SEEKS  HOSPITAL 
based  position,  Emergency  Room,  House  Officer  or  Family  Practice.  Avail- 
able June.  1974.  Neil  Haynes,  P. A , 209  E.  81st  St. , NYC.  N.Y.  10028.  (212) 
861-5605. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SPACE  AVAILABLE,  1500  SQ.  FT.  NEW.  BRICK  BUILDING; 
A/C;  elevator.  Opposite  village  hall,  Freeport,  L.I.  (516)  378-4949. 


FIFTH  AVENUE  AND  69TH  STREET  OFFICE  TO  SHARE  FULL  OR  PART 
time.  Suitable  for  psychiatrist  or  other.  For  information,  call:  (212)  288- 
5411. 


SYOSSET,  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE.  IDEAL  Lo- 
cation on  '4  acre  in  thriving  suburb.  Close  to  hospitals.  Four  bedrooms,  2 
baths,  huge  living-dining  room,  fireplace.  Additional  800  sq.  ft.  office  with 
separate  entrance.  Easy  access  to  Parkways.  Inquire  (516)  921-2110. 


FLUSHING:  MODERN  MEDICAL  OFFICES  FOR  RENT;  EQUIPPED; 

laboratory;  X-rays;  parking  available.  Call  539-8800. 


FOR  SALE:  SMITHTOWN,  SUFFOLK  COUNTY.  COLONIAL  HOME, 

4 bedrooms,  2Vi  baths;  1/3  acre.  Office,  private  entrance;  Six  rooms, 
central  air  conditioning;  beautifully  landscaped,  swimming  pool  in  ground, 
large  patio  and  barbeque,  many  extras.  $74,000.  Retiring.  Call  (516) 
724-6563. 


MEDICAL  CLINIC  FOR  SALE:  DEPOSIT,  N.Y.,  NEAR  BINGHAMTON, 
N.Y.  Modem,  brick,  medical  building  fully  equipped  and  furnished.  Suit- 
able for  one  or  more  physicians.  Adjoining  it  is  a modern  4 bedroom,  split- 
level  home.  Five  hospitals  nearby  Attractive  financing  terms  available. 
Price  $165,000.  For  further  details  contact  Gruver  Realty,  3102  Vestal  Pkwy., 
East,  Vestal,  N.Y.  13850,  or  call  (607)  729-1533. 


FOR  RENT:  BAYSIDE  TOWNHOUSE  CONDOMINIUM  (26TH  AVE.  & 
210th  St.);  3*02  rooms,  incl.  brand  new  appliances;  self-cleaning  oven,  central 
air  conditioning,  dishwasher,  refrigerator-freezer,  utilities,  wall  to  wall  carpet- 
ing, elevator,  pool  and  recreational  facilities,  terrace  (overlooking  man-made 
lake  and  tennis  courts),  underground  parking;  charter  bus  service  to  NYC  and 
3 minutes  from  LIRR.  Phone  (212)  ST  2-3673. 


SKI  HUNTER  MOUNTAIN.  A NEW  CHALET,  LOCATED  IN  A 4-SEASON 
private  recreational  community.  Includes  4 bedrooms,  2 baths,  fireplace,  full 
carpeting  and  appliances.  3/4  acres  lot,  with  adjacent  acreage.  Private 
tennis  and  heated  pool.  Price  $43,500.  Also  a building  lot,  including  adjacent 
acreage  plus  pool  and  tennis  $12,500.  Call  weekdays  (212)  746-8530;  week- 
ends (914)  688-5525. 


VALLEY  STREAM,  LONG  ISLAND:  NEW  PROFESSIONAL  BUILDING 
being  built.  Will  divide  to  suit  tenant.  Late  1974  occupancy.  Have  addi- 
tional sites  for  doctors  that  are  looking  for  tax  shelter.  Will  build  to  suit. 
Phone  Mr.  Schneider  (516)  561-8920. 


BEEKMAN  PLACE.  MANHATTAN.  EAST  51ST  STREET.  OFFICE  TO 
Rent  or  Share.  3 rooms.  Waiting  room.  Bath.  Kitchen.  Street  level.  Two 
entrances.  Call  (212)  826-6359. 
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Institute  of 
International 
Medical 
Education 


OBJECTIVES: 


1.  Promote,  encourage  and  aid  in  the  international  exchange  of  knowledge,  interchange 
of  ideas  and  personal  contacts  in  the  fields  of  health  and  medical  sciences  and  the 
delivery  of  health  and  medical  services  and  care,  and  to  make  available  information 
and  publications  concerning  the  latest  advances  in  such  fields. 


2.  Sponsor  and  conduct  international  meetings,  lectures,  seminars,  conferences,  sym- 
posia and  courses  in  continuing  education,  and  otherwise,  for  physicians  and  allied 
health  professionals. 


Conduct  courses  and  curricula  for  the  supplemental  education  of  American  students 
attending  foreign  medical  schools  and  for  foreign  medical  graduates. 


4.  Offer  joint  programs  with  established  institutions,  both  in  the  United  States  of 
America  and  abroad. 


INITIAL  PROGRAMS  INCLUDE: 


1.  Courses  for  Foreign  Medical  Graduates  preparing  for  ECFMG  FLEX  and  other  qualifying  examinations ; 

2.  Courses  for  qualified  students  preparing  for  part  1 of  the  National  Board  Examinations  (COTRANS);  and 


3.  Courses,  Seminars,  Lectures  and  Continuing  Education  programs  for  Physicians,  Health  Services 
Administrators  and  Allied  Health  Professionals. 


OFFERED  IN  NEW  YORK,  PARIS  and  ROME 

THE  INSTITUTE  INVITES:  Faculty  participation  of  experienced  educators. 

Affiliation  with  approved  hospitals  for  externships,  internships  and  residencies  for  qualified  selected  candidates. 

For  further  information  address: 

Institute  of  International  Medical  Education 


Via  Boncompagni,  16 
00187  Rome,  Italy 


Provisionally  chartered  by  the  Regents  ot  the  University  ot  the  State  ot  New  York 

40  EAST  54th  STREET,  NEW  YORK,  N.Y.  10022  c/o  Foundation  des  Etats  Unis 


15,  Boulevard  Jourdan 
75690  Paris  Cedex  14,  France 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


STONY  BROOK  W ATERFRONT-  LARGE  LANDMARK  HOME  ON  4 
acres  (more  available).  Near  shopping,  schools,  the  University,  magnificent 
view  and  grounds.  (516)626-1211. 


PORT  JEFFERSON.  LEASE,  WITH  OPTION  TO  BUY,  ALL  OR  PART  OF 
your  own  building  and  land,  in  new  Medical  Arts  Office  Park  Ten,  4,000  sq. 
ft.,  one  story,  brick  colonial  building.  Each  includes:  separate  paved  park- 

ing lot,  landscaping,  individually  controlled  heat  and  air  conditioning,  all 
suite  interiors  completely  finished.  No  cash  required.  One  mile  to  Mather 
Memorial  and  St.  Charles  Hospitals.  Six  miles  to  Stony  Brook  Univ. 
Occupancy  7/1/74.  All  inquiries  invited.  Owner/builder.  Murray  Adler, 
days  (516)  588-4499;  eves  (516)  473-4067. 


SUITE  AVAILABLE  FOR  LEASING,  85  COLD  SPRING  ROAD,  SYOSSET, 
N.Y.,  Nassau  County,  in  professional  building  housing  three  other  physicians. 
Excellent  location  near  Long  Island  Railroad  and  parkways.  Specialized 
physician,  other  than  internal  medicine,  desired.  (516)  921-1240. 


RENT— SUBLET— MEDICAL  OFFICE.  MIAMI,  FLORIDA  FULLY 
equipped  including  x-ray.  Up  to  1,500  sq.  ft.  Phone  (305)  379-5710.  Dept 
400,  c/oNYSJM. 


FOR  SALE:  LOT  IN  BUSINESS  DISTRICT,  SOUTHAMPTON,  NEW 
York  Ideal  location  for  professional  building  for  physicians  & dentists.  Will 
sell  land  or  will  build  to  suit  Will  accomodate  building  approximately  3,500 
sq.  ft.  on  ground  or  7,000  sq.  ft.  on  two  levels.  No  brokers.  Call  appointment 
(516)  283-1839,  or  (516)  283-3070. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


WOODSTOCK-WEST  HURLEY.  SECLUDED  REDW’OOD  RETF 
All  Electric  Sundeck  facing  Hudson  River  Valley;  full  kitchen,  living 
WBF-dining  room.  3 bedrooms-lL  baths.  Fully  Furnished:  $4 

June-September  $1,500.  (212)  246-8748. 


FOR  SALE:  BEAUTIFUL  NEW  RANCH  STYLE  HOME  SHINNEC 

Hills,  Southampton,  on  22,000  sq.  ft.  Beautifully  & completely  furn:  Pi 

air  conditioned,  gas  heat,  one  block  Shinnecock  Bay  & Inlet.  Water  r 
Secluded.  Ideal  retreat  summer,  weekends,  year  round,  for  busy  practit 
Must  be  seen.  Owner  moving  to  Florida.  No  brokers.  Appointment  call 
283-1839. 


SOUTHAMPTON  SHORES:  4 BR,  1)4  BATHS;  FAMILY  ROOM  ( 
place);  living  room;  dining  room;  kitchen;  oil  HW  heat;j 
acre,  trees;  private  beach;  dock  rights;  tennis  courts.  Participants 
No  brokers.  Private  development  since  1938.  Bv  appt.  weekends.  $6 
(516)  283-1611. 


IDEAL  OFFICES  FOR  PSYCHIATRISTS/PSYCHOLOGISTS  TO  SH 
91st  Street  between  Park  Ave.  & Madison  Ave.  Private  ground  floor  thr 
1,000  sq.  ft.,  completely  renovated  brownstone.  Two  entrances  from  s 
two  large  consulting  rooms,  waiting  room,  and  file  office,  central  air  cond 
ing.  $450  per  month.  Tel:  691-6710. 


THERAPIST’S  OFFICE.  TWO  LOCATIONS:  IN  GREENWICH  VILI  J 
(10th  St.  between  Fifth  & Sixth  Aves.),  and  in  the  Columbia  University  y 
(Broadway  & 123rd  St.).  Available  at  $.60  per  hour  for  daytime  use,  $1.1 
hour  for  evening  and  Saturday  use.  Call  222-1101,  or  write  Dept.  40,  f 
NYSJM. 
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NEW  YORK  CITY  AREA 


June  3/6,  1974 

9:00  a. m. -5:00  p.m.,  Monday  / Thursday 

St.  Vincent’s  Hospital  and  Medical  Center 

Dr.  Harold  R.  Cronin  Research  Building 
153  West  1 1th  Street 

Seminar  and  Technical  Workshop 

CLINICAL  APPLICATION  OF  CYTOLOGY  IN 
OBSTETRICS  AND  GYNECOLOGY  (With 
Emphasis  on  Fluorescent  Microscopy) 

FEE:  $150  (Applicants  must  be  certified  or  eligible  for  certifi- 
cation by  the  American  Board  of  Obstetrics  and  Gynecology 
or  the  American  Board  of  Pathology) 

Apply:  H.  L.  Riva,  M.D.,  St.  Vincent’s  Hospital  and  Medical 
Center,  153  West  11th  Street,  New  York,  N.Y.  10011. 


MONDAY,  JUNE  3 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

Nev  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  Keloids 

ADOLPH  A.  APTON,  M.D. 

2.  Mega-Colon  with  Volvulus 

WOLF  ELKAN,  M.D. 

3.  Manic-Depressive  Symptomatology  in  a 
Patient  Treated  for  Hodgkin’s  Disease 

LOTHAR  B.  KALINOWSKY,  M.D. 

4.  Automobile  Accidents  and  Insurance, 

1974 

OTTO  C.  KESTLER,  M.D. 

5.  To  be  announced 

HELLMUTH  NATHAN,  M.D. 

June  3/5,  1974 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

MENTAL  HEALTH  FOR  OCCUPATIONAL 
HEALTH  NURSES 

MARTIN  HAMBURGER,  Ph.D., 

Director  of  Workshop 
DAVID  H.  GOLDSTEIN,  M.D. 

Co-Director  of  the  Workshop 

FEE:  $125 

Apply:  Office  of  the  Recorder,  Room  4-44C-N,  Schwartz 

Lecture  Hall,  above  address. 

June  4 / 20,  1974 
Wyckoff  Heights  Hospital 


374  Stockholm  Street 
Brooklyn 

June  4 — 10:00-11:00  a.m. 

Pulmonary  Circulation 

G.  EMMANUEL,  M.D. 

Downstate  Medical  Center 

June  11-10:00-11:00  a.m. 

Pulmonary  Edema 

G.  EMMANUEL,  M.D. 

June  12 — 11:00-12:00  a.m. 

Prenatal  Diagnosis  of  Hereditary  Conditions 

CARLO  VALENTI,  M.D. 

Downstate  Medical  Center 

June  20 — 8:45-9:45  a.m. 

Treatment  of  Breast  Carcinoma 

ANNE  CARTER,  M.D. 

Downstate  Medical  Center 


June5  / 7,  1974 

Columbia  University  P & S and 
The  Babies  Hospital 

Barbizon  Plaza  Hotel 
Postgraduate  Course  in: 

CURRENT  CONCEPTS  AND  RECENT 
ADVANCES  IN  PEDIATRIC  THERAPY 

FEE:  $175  (Residents  $100) 

Write:  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate  Dean,  Columbia 
University  P & S,  630  West  168th  Street,  New  York,  N.Y. 
10032. 


WEDNESDAY,  JUNE  5 

2:30-10:00  p.m. 

Kings  County  Medical  Society, 

Brooklyn  Psychiatric  Society  and 
Kings  County  Chapter  AAFP 

Downstate  Medical  Center 
Lecture  Hall  #1 
450  Clarkson  Avenue 
Brooklyn 

A Continuous  Colloquium 

PSYCHOLOGICAL  ASPECTS  OF 
MEDICAL  CARE 

1.  Psychopharmacology  and  its 
Complications 

PASQUALE  D.  LOTESTA,  M.D. 

2.  The  Problems  of  Alcoholism 

ABRAHAM  P.  PERLSTEIN,  M.D. 

3.  Depression  and  Somatic  Disease 

WILFRED  DORFMAN,  M.D. 

4.  Drugs — Use  and  Abuse 

LEWIS  S.  GLICKMAN,  M.D. 
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5.  Emotional  Problems  of  Children 

NORMAN  B SHER,  M.D. 

6.  The  Patient  with  Acute  Anxiety 

JERRY  WEISFOGEL,  M.D. 

7.  A Fresh  Look  at  the  Aged 

GEORGE  J.  TRAIN.  M.D. 

8.  The  Chronic  Gambler  and  his  Family 

HARRY  PERLOWITZ.  M D. 

9.  Marital  Problems 

HAROLD  E.  BERSON,  M.D 

10.  The  Troubled  Adolescent 

ALEXANDER  LEVINS.  M.D. 

11.  Psychological  Aspects  of  Physical 
Disease 

RENZO  S.  BASILI,  M.D. 

12.  The  Physician-Patient  Relationship 

ABBOTT  LIPPMAN,  M.D. 

13.  The  Management  of  Sexual  Problems 

JULIUS  BUCHWALD,  M.D. 

14.  A Dynamic  Understanding  of  Depression 

MATTHEW  BRODY.  M.D. 

15.  A Psychiatric  C.PC. 

MORTON  M.  GOLDEN.  M.D. 

NO  FEE  (Supported  by  a grant  from  N.I.M.H.) 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
Bronx 

SURGICAL  ASPECTS  OF  PULMONARY 
DISEASE 

MORRIS  RUBIN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 \ AAFP 


4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

READING  AND  LEARNING  DISABILITIES 

LEON  I.  CHARASH,  M.D. 

Nassau  County  Medical  Center 


THURSDAY,  JUNE  6 

9:00-11:00  p.m. 


The  Bronx  County  Medical  Society,  Bronx 
Chapter  of  AAFP  and  The  Albert  Einstein 
College  of  Medicine 

The  Forchheimer  Building 
1300  Morris  Park  Avenue 
Bronx 

NUTRITION:  FACTS,  FADS,  FALLACIES 

JULIAN  PARKER,  M.D. 

To  register,  please  write  or  phone:  Mrs.  Frieda  Fagin,  Office 
of  Continuing  Education  at  the  above  address.  Tel.  212/ 
430-2822. 


June  6 and  13,  1974 

12:15  p.m.,  Thursdays 

Albert  Einstein  College  of  Medicine 

Department  of  Medicine 
Jacobi  Hospital 
Pelham  Parkway 
Bronx 

"State  of  the  Art"  Lectures 

June  6 

Cigarette  Smoking:  Pathophysiology  and 
Relationship  to  Chronic  Obstructive  Lung 
Disease 

PETER  MACKLEM,  M.D.,  Director 
Meakins-Christie  Laboratory 
McGill  University,  Canada 

June  13 

Iron  Metabolism 

SIMEON  POLLACK,  M.D. 

Albert  Einstein  College  of  Medicine 

June  20 

Pathogenesis,  Prophylaxis,  and  Therapy  of 
Acute  Bacterial  Diarrheas 

GERALD  KEUSCH,  M.D. 

Mount  Sinai  School  of  Medicine 


June  7 / 11,  1974 

9:00  a. m. -5:00  p.m.,  Friday  / Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

CELL  PATHOLOGY  AND  SYSTEMIC 
NUCLEAR  MALIGNANCY  ASSOCIATED 
CHANGES  (MAC) 

HERBERT  E.  NIEBURGS,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200 
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June  7 and  8,  1974 

Columbia  University  P & S and  the  Edward  S. 
Harkness  Eye  Institute 

Postgraduate  Course 

ULTRASONIC  TOMOGRAPHY  OF  THE 
EYE  AND  ORBIT 

Under  the  direction  of 

D.  JACKSON  COLEMAN,  M.D. 

Faculty 

RICHARD  DALLOW,  M.D.;  ROBERT  JACK,  M.D.; 
FREDERICK  LIZZI,  D.  Eng.  Sci.;  and  DAVID  ABRAMSON, 
M.D. 

FEE:  $150  CREDIT:  AMA  Cat.  1-14  hours 

For  information  and  application,  please  write:  Jose  M.  Fer- 
rer, Jr.,  M.D.,  Associate  Dean,  630  West  168th  Street,  New 
York,  N.Y.  10032;  or  call  212/579-3682. 


June  7 and  14,  1974 

1 1:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

June  7 

Burns — Antibiotics 

Fluids  Replacement,  Grafting 

S.  CORT,  J.  KOSTECKI,  A.  SMITH,  M.D.'s 

June  14 

Clinical  Pathological  Conference 

A.  COBLENZ,  E.  SALERNO,  S.  CORT,  M.D.'s 


June  7 and  8,  1974 

1:00  p.m.,  Friday,  8:00  a.m.,  Saturday 

St.  Vincent’s  Hospital  and  Medical  Center 

Dr.  Harold  R.  Cronin  Research  Building 
153  West  11th  Street 

Postgraduate  Course  in 

GYNECOLOGIC  ENDOSCOPY 

FEE:  $200 

Limited  to  Board  Certified  or  Board  Eligible  Physicians  in  Ob- 
stetrics and  Gynecology 

Apply:  H.  L.  Riva,  M.D.,  Department  of  Obstetrics  and  Gyne- 
cology, at  the  above  address.  Tel.  212/620-1762 — 
1440—1477 


June  16  / 20,  1974 

9:00  a.m. -6:00  p.m.,  Sunday  / Thursday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 

RHINOPLASTY  AND  OTOPLASTY 

SIDNEY  S.  FEUERSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $500 


WEDNESDAY,  JUNE  19 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
Bronx 

GLAUCOMA 

DANIEL  WEISS,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 % AAFP 


June  21  and  22,  1974 

9:00  a.m. -5:00  p.m.,  Friday  and  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

COSMETIC  SURGERY  OF  THE  AGING 
EYE 

MORRIS  FELDSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200 


June  24  and  25,  1974 

9:00  a.m. -6:00  p.m.,  Monday  and  Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

FACIAL  PLASTIC  SURGERY 

HUGH  BILLER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $250 


ALBANY  AREA 
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June  3/5,  1974 

The  American  College  of  Physicians  in 
Conjunction  with  Albany  Medical  College 

| Hyatt  House  (morning  sessions) 

IThe  College  (afternoon  sessions) 

CANCER  TREATMENT:  DEVELOPMENTS 
IN  DRUG  AND  IMMUNOLOGICAL  THERAPY 
(for  Specialists  in  Internal  Medicine  and 
Related  Fields) 

NOTE:  The  Course  is  directed  to  Specialists  interested  in  on- 
cology (the  study  of  tumors)  who  wish  to  review  recent  ad- 
vances, especially  in  the  field  of  chemotherapy  and  immu- 
notherapy. In  addition  to  the  faculty  of  the  Albany  Medical 
College,  the  guest  faculty  will  include  distinguished  medical 
experts  from  10  medical  institutions  throughout  the  United 
States  and  Canada 

For  information  and  registration,  write:  Edward  C.  Ftosenow, 
Jr„  M.D.,  Executive  Vice  President,  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadelphia,  Pa.  19104 


BUFFALO  AREA 


June  3 / 7,  1974 

Bureau  of  Maternal  and  Child  Health,  New  York 
State  Department  of  Health 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

REFRESHER  COURSE  IN  PEDIATRICS 

Under  the  Supervision  of 
JEAN  A.  CORTNER,  M.D. 

FEE:  $5  Registration  must  be  made  prior  to  May  13,  1974. 
CREDIT:  32  hours  AAFP 

Apply:  The  Department  of  Continuing  Medical  Education, 

School  of  Medicine,  SUNYAB,  2211  Main  Street,  Buffalo, 
N.Y.  14214  or  the  Bureau  of  Maternal  and  Child  Health,  162 
Washington  Avenue,  Albany  12210. 


June  10  and  11,  1974 
Continuing  Medical  Education 

School  of  Medicine,  State  University  of 
New  York  at  Buffalo 
The  Children's  Hospital 
219  Bryant  Street 

PEDIATRIC  PHARMACOLOGY  AND  , 
THERAPEUTICS 

FEE:  $60  CREDIT:  14  AAFP 

Concept 

This  program  will  review  the  major  drug  disposition  processes 


of  absorption,  distribution,  metabolism  and  excretion.  These 
processes  will  be  affected  by  the  age  of  the  patient  and  by  dis- 
ease and  concurrent  drug  therapy.  Presentations  on  therapy 
with  many  specific  drugs  including  anti-convulsants,  anti-hyper- 
tensives, diuretics,  anti-asthmatics,  etc.  will  be  made  The  inter- 
pretation and  clinical  value  of  measurements  of  plasma  concen- 
tration of  drugs  will  be  discussed.  The  program  is  designed  to 
be  of  practical  value  to  any  physician  or  other  health  profession- 
als employing  drugs  in  the  management  of  sick  infants  and  chil- 
dren 

Write:  Continuing  Medical  Education,  2211  Main  Street,  Buf- 
falo, N.Y.  14214.  Tel.  716/831-5526. 


June  17  / 19,  1974 

Monday  / Wednesday 

Continuing  Medical  Education 

‘State  University  of  New  York  at  Buffalo 
School  of  Medicine 
Ramada  Inn 
Niagara  Falls 

Sixth  Buffalo  Conference  on 

COMPUTERS  IN  CLINICAL  MEDICINE 
COMPUTER-BASED  OBSTETRIC  RECORD 

Organized  by: 

ELEMER  R.  GABRIELI,  M.D. 

FEE:  $75  CREDIT:  21  AAFP 

Concept 

It  has  been  well  demonstrated  that  electronic  data  processing 
technology  has  the  potential  to  upgrade  the  quality  of  medical  de- 
cisions, and  to  increase  the  efficiency  of  health  care  delivery 
....  The  speakers  of  this  Conference  will  compare  some  ob- 
stetric record  systems  currently  being  used  in  computer-based 
programs,  so  that  a national  agreement  for  a uniform  data  base 
can  be  considered.  Another  purpose  of  the  Conference  is  to  ex- 
plicate the  expected  utility  of  the  data  so  that  the  composition  of 
the  data  base  can  serve  as  framework  for  peer  review  purposes 
in  the  obstetric/newborn  area  ....  The  Joint  Task  Group  on 
Ethical  Health  Data  Centers  has  organized  the  third  day  of  this 
Conference  to  consider  the  ethical,  legal  and  technical  aspects 
of  a safe,  "ethical”  health  data  center,  a concept  recently  ap- 
proved by  the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York,  as  "the  only  way"  to  process  medical  infor- 
mation. Thus  the  aim  of  this  Conference  is  to  assist  the  devel- 
opment of  a national  agreement  on  uniform  obstetric  records  and 
to  describe  the  criteria  for  an  ethical  health  data  cemer  which 
can  assure  the  patients  that  the  computerized  clinical  data  will 
remain  confidential. 

‘Co-sponsored  by:  American  Academy  of  Pediatrics,  Buffa- 
lo Gynecologic  and  Obstetric  Society,  Comm,  of  Data  Process- 
ing, Medical  Society  of  the  State  of  New  York,  Medical  Society  of 
the  County  of  Erie,  Lake  Area  Regional  Medical  Program,  Inc., 
National  Foundation — March  of  Dimes,  Royal  College  of  Obstetri- 
cians (Australian  Council),  Western  New  York  Medical  Record 
Association. 


Preceptorships 

General 

Preceptorships  arranged  on  request  are  available  in  a wide  va- 
riety of  fields  including  anesthesiology,  dermatology,  family  medi- 
cine, fiberoptic  gastrointestinal  endoscopy,  general  surgery, 
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gynecology-obstetrics,  nuclear  medicine,  ophthalmology,  ortho- 
pedics, otolaryngology,  radiology,  psychiatry,  urology  and  pediat- 
ric urology. 

Those  interested  should  write  to  Continuing  Medical  Education 
indicating  their  field  of  interest,  time  available  for  study,  preferred 
dates  and  phone  number.  A faculty  member  skilled  in  the  topic 
will  then  contact  the  applicant  directly  to  arrange  a mutually  sat- 
isfactory schedule. 

Preceptorship  in  Clinical  Cardiology 

A more  intensive  preceptorship  is  offered  in  cardiology  with 
emphasis  on  the  cardiac  patient,  electrocardiography  and  the 
management  of  patients  with  heart  disease,  including  acute  cor- 
onary care. 

This  program,  for  which  there  is  a fee  of  $10.00  a day  or 
$200.00  a month,  is  directed  by  Dr.  Jules  Constant,  of  the  Buffa- 
lo General  Hospital. 

For  information  on  the  above  preceptorships,  write: 

Continuing  Medical  Education 
221 1 Main  Street 
Buffalo,  New  York  14214 


Programs  on  the  Telephone  Lecture  Network  of 
the  Lakes  Area  Regional  Medical  Program 

The  Program  in  Continuing  Medical  Education  sponsors  The 
Physicians  General  Interest  Series  of  programs  broadcast  on  the 
Telephone  Lecture  Network  of  the  Lakes  Area  Regional  Medical 
Program.  The  Network  reaches  hospitals  and  other  facilities  in 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chautauqua, 
Cattaraugus,  Allegany  and  Steuben  in  New  York  State  and  the 
Counties  of  Erie,  McKean  and  Crawford  in  the  Commonwealth  of 
Pennsylvania.  Currently  the  Network  also  reaches  some  hospi- 
tals in  the  peninsular  area  of  Ontario. 

The  Physicians  Series  is  presented  at  1 1:30  on  Tuesdays. 

A monthly  series  of  programs  on  Cancer  sponsored  by  the  Ro- 
swell Park  Memorial  Institute  is  presented  the  third  Wednesday  of 
each  month  under  the  direction  of  Dr.  Gerald  P.  Murphy. 


JOHNSON  CITY 


June  6 and  13,  1974 

1 1:00  a.m.,  Thursdays 

Wilson  Memorial  Hospital 

Johnson  City 
Clinical  Seminars 

Conducted  by  Upstate  Medical  Center 

June  6 

Acute  Inhalation  Pulmonary  Disease;  Smoke 
and  Nitrogen  Dioxide 

ROBERT  GILBERT,  M.D. 

June  13 

Diagnosis  of  Hysteria 

JOHN  K.  WOLF,  M.D. 

Medical  Grand  Rounds  will  be  held  at  10:00  a.m.  preceding 
each  of  the  above  sessions. 


NASSAU  COUNTY 


June  5 and  12,  1974 

4:00  p.m.,  Wednesdays 

Nassau  County  Medical  Center 

Dynamic  Care  Building 
2201  Hempstead  Turnpike 
East  Meadow 

Radiology  Guest  Lectures 

June  5 

Experimental  Approaches  to  Lung  Cancer 

MARVIN  KUSHNER,  M.D. 

June  12 

Pathology  of  the  Femoral  Head 

LEON  SOKOLOFF,  M.D. 

Lecturers  are  from  Stony  Brook  SUNY 


THURSDAY,  JUNE  6 

8:15  a.m.  / all  day 

Nassau  Suffolk  Regional  Medical  Program’s 

Renal  Diseases  Education  and  Coordination  Project 
Nassau  Academy  of  Medicine 
Garden  City 

1974  UPDATE:  HYPERTENSION  AND 
RENAL  DISEASE 

LIONEL  U.  MAILLOUX,  M.D.,  Moderator  of  Seminar 

For  further  information,  please  contact:  Dr.  Mailloux  at  North 
Shore  University  Hospital,  300  Community  Drive,  Manhasset, 
N.Y.  11030. 


June  21  and  22,  1974 

The  Nassau  Heart  Association  and  the 
American  Society  of  Cardiograph  and 
Encephalograph  Technologists,  Nassau  County 
Medical  Center  and  State  University  of  Stony 
Brook  College  of  Medicine 

East  Meadow 

ECG  TECHNICIAN  SEMINAR 

1.  Cardiovascular  Anatomy  and  Circulation 

2.  Heart  Disease  in  U.S.A. — 
Cardiovascular  Emergencies 

3.  Cardiac  Physiology  and 
Electrophysiology 

4.  Time  and  Amplitude 

5.  Special  Lead  Configurations  Vectors — 
Exercise 


902  New  York  State  Journal  of  Medicine/May  1974 

WGO-6 


6.  Electrical  Safety 

7.  Technician  Responsibility 

8.  Artifact  and  Electrical  Distortion 

9.  Special  Patients 

10.  Abnormal  ECG — Pacemakers,  Blocks, 
Infarct,  Ischemia 

11.  Effects  of  Medication  on  ECG 

12.  Diagnosis  Ml 

a)  Clinical,  b)  ECG,  c)  Enzymes 

13.  Arrhythmias  Recognition 

14.  CPR 

15.  Telemetry 

FEE:  $12  to  Members  of  A.S.C.E.T. 

$15  to  Non-Members 

Registration  closes  Wednesday,  May  15,  1974.  For  further 
information,  call  the  Nassau  Heart  Association,  PI  1-5522 
(516). 


ROCHESTER  AREA 


THURSDAY,  JUNE  6 

9:00  a.m.  / all  day 

The  Adolescent  Program 

The  University  of  Rochester 
Rochester  Academy  of  Medicine 
1441  East  Avenue 

COMPREHENSIVE  CARE  OF  THE 
TEENAGER 

Morning  Session 

A Behavioral  Overview 

ELIZABETH  R.  McANARNEY,  M.D.,  Moderator 
Afternoon  Session 

Medical  Problems  of  Adolescence 

ROBERT  E.  LONG,  M.D.,  Moderator 
FEE:  $25  CREDIT:  6 AAFP 

Write:  Mrs.  Carole  Thompson,  The  Adolescent  Program, 

Strong  Memorial  Hospital,  260  Crittenden  Boulevard,  Roches- 
ter, NY.  14642. 


June  12  / 15,  1974 

The  American  College  of  Physicians  in 
Conjunction  with  the  University  of  Rochester 
School  of  Medicine  and  Dentistry  and  the 
Strong  Memorial  Hospital 

University’s  Medical  Education  Building  Auditorium  260  Crittenden 


Boulevard 

EMERGENCY  DEPARTMENT  MEDICINE 
FOR  THE  INTERNIST 

For  information  and  Registration,  write:  Edward  C.  Rosenow, 
Jr.,  M.D.,  Executive  Vice  President,  4200  Pine  Street,  Phila- 
delphia, Pa.  19104. 


SUFFOLK  COUNTY 


WEDNESDAY,  JUNE  5 

10:30  a m. 

Kings  Park  State  Hospital 

(Department  of  Mental  Hygiene) 

Auditorium,  Rehabilitation  Center 
Kings  Park 

CURRENT  CONCEPTS  IN  AFFECTIVE 
DISORDERS 

RUSSELL  BARTON,  M.D. 

Rochester  State  Hospital 


WEDNESDAY,  JUNE  12 

7:30  p.m. 

Suffolk  Academy  of  Medicine 

Section  of  Dermatology 
Medical  Society  Building 
Hauppauge 

CASE  PRESENTATION  AND  DISCUSSION 

RICHARD  K.  SCHER,  M.D.,  Chairman 


EVENTS  RECEIVED  AFTER 
DEADLINE 


NOTE:  We  are  publishing  the  May  meetings  which  came  in 
too  late  for  publication  in  last  month’s  issue  of  "What  Goes 
On"  because  our  June  issue  is  published  in  the  May  New 
York  State  Journal  of  Medicine. 


WEDNESDAY,  MAY  1 

9:00  a.m. 

Downstate  Medical  Center,  Division  of 
Dermatology  of  the  Department  of  Medicine 

Kings  County  Hospital — E Building,  6th  floor  451  Clarkson 

Avenue 

Brooklyn 
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CONNECTIVE  TISSUE  METABOLISM  AND 
EPIDERMOLYSIS  BULLOSA 

Guest  Speaker 

GERALD  S.  LAZARUS,  M.D. 

Albert  Einstein  College  of  Medicine 


May  2 / 30,  1974 

12:15  p.m.,  Tuesdays 

Albert  Einstein  College  of  Medicine 

Jacobi  Hospital 
Pelham  Parkway 
Bronx 

“State  of  the  Art " Lectures 

May  2 

Oncogenic  Viruses — Human  Cancer 
Answer  or  Tumor  Rumor 

STEPHEN  G.  BAUM,  M.D. 

Albert  Einstein  College  of  Medicine 

May  16 

Wilson’s  Disease 

I.  H.  SCHEINBERG,  M.D. 

IRMIN  STERNLIEB,  M.D. 

Albert  Einstein  College  of  Medicine 

May  23 

Clinicopathological  Conference 
“Obscure  Cardiac  Disease” 

Discussant:  ANDREW  ROSENBLATT,  M.D. 

Bronx  Municipal  Hospital  Center 

May  30 

Clinical  Application  of  a Radio-Immunoassay 
for  Digoxin 

VINCENT  BUTLER,  M.D. 

Columbia  University  P & S 

May  3 / 28,  1974 
Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

May  3-10:30-11:30  a.m. 

Intestinal  Obstruction  in  the  Newborn 

BURT  BRONSTER,  M.D. 

Nassau  County  Medical  Center 

May  7 — 10:00-11:00  a.m. 

Rehabilitation  in  Selected  Common  Office 
Clinical  Syndromes 

GEORGE  LAMBER,  M.D. 

Downstate  Medical  Center 

May  8 — 11:00-12:00  a.m. 

Anomaly  of  Sex  Chromosomes 

CARLO  VALENTI,  M.D. 

Downstate  Medical  Center 

May  14-10:00-11:00  a.m. 

Rehabilitation  in  Pediatric  Clinical 
Syndromes 


HERBERT  BERNER,  M.D. 

Downstate  Medical  Center 

May  21-10:00-11:00  a.m. 

Lung  Function 

C.  PAPAGEORDIOU,  M.D. 

Downstate  Medical  Center 

May  22 — 10:00-11:00  a.m. 

Acute  Drug  Eruption 

Y.  LYNFIELD,  M.D. 

V.A.  Hospital,  Brooklyn 

May  28-10:00-11:00  a.m. 

Blood  Gas  Exchange,  Respiratory  Failure 

C.  PAPAGEORDIOU,  M.D. 


MONDAY,  MAY  6 

4:00  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building — 1st  floor  lecture  hall 

450  Clarkson  Avenue 

Brooklyn 

Visiting  Scholar  Lecture 

THE  CHILDREN  OF  THE  DREAM: 
COMMUNAL  CHILD  REARING  AND 
PERSONALITY  FORMATION 

BRUNO  BETTELHEIM  AND  STELLA  M.  ROWLEY 
Orthogenic  School  of  the  University  of  Chicago 


May  8 / June  12,  1974 

2:30-4:00  p.m.,  Wednesdays 

Downstate  Medical  Center 

Kings  County  Hospital,  E Building 
451  Clarkson  Avenue 
Brooklyn 

REHABILITATION  MEDICINE 

JOSEPH  G.  BENTON,  M.D.,  with  DRS.  HERBERT  I.  J. 
BERNER,  JULIUS  FELDMAN,  KYUNG  H.  KANG,  GEORGE 
D.  LAMBER,  HERMAN  E.  MAUTNER,  GIOVANNA  RASILE, 
RAUL  SALA,  YOLAINE  A.  SINADY,  AND  VOJIN  N. 
SMODLAKA. 

FEE:  $20  CREDIT:  9 Elective  AAFP 

To  register,  contact  Charles  M.  Plotz,  M.D.,  Dir.  of  Continuing 
Education,  Downstate  Medical  Center,  450  Clarkson  Avenue, 
Brooklyn,  N.Y.  11203.  Tel.  212/270-2421. 


THURSDAY,  MAY  9 

9:00  a.m. -5:30  p.m. 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

A COURSE  IN  BASIC  AND  CLINICAL 
ASPECTS  OF  MODERN  ALLERGY 

1.  Current  Status  of  Allergic  Alveolitis 
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2.  Comparative  Physiology  of  Obstructive 
Pulmonary  Diseases  Including  Asthma 

3.  On  the  Etiologies  of  Asthma 

4.  Current  Concepts  in  Urticaria 

5.  Outpatient  Management  of  Chronic 
Urticaria 

6.  Use  of  Disodium  Chromoglycate  in 
Asthma 

7.  Prevalence  of  Penicillin  Allergy  in  Atopies 
and  Non-Atopies 

8.  Outpatient  Treatment  in  Pediatric  Allergy 

9.  Immunotherapy  with  Transfer  Factor 

Program  Chairmen: 

BERNARD  B.  LEVINE  AND  HOWARD  E.  VOSS,  M.D.’s 
N.Y.U.  School  of  Medicine 

FEE:  $50 

Write:  Office  of  the  Recorder,  Room  4-44N  LHB,  at  the 

above  address. 


SATURDAY,  MAY  11 

8:45  a m. -12  Noon 

Downstate  Medical  Center 

Basic  Sciences  Building — Main  Lobby 

450  Clarkson  Avenue 

Brooklyn 

94th  Annual  Alumni  Reunion  Day 

ADVANCES  IN  MEDICINE  BY  ALUMNI 
CLASS  OF  1949 


THURSDAY,  MAY  16 

1:00-3:00  p.m. 

Downstate  Medical  Center 

Continuing  Education  Conference  Center 
Basic  Sciences  Building 

ORTHOPEDIC  INFECTIONS:  A 
BIOLOGICAL  APPROACH  TO  DIAGNOSIS 
AND  TREATMENT 

LEROY  S.  LAVINE  AND  HENRY  D.  ISENBERG,  M.D.’s 
NO  FEE 

To  register,  contact  Charles  M.  Plotz,  M.D. 


8:00  p.m. 

New  York  Society  for  Thoracic  Surgery 

Memorial  Hospital  Auditorium 
424  East  68th  Street 

1.  Malignant  Degeneration  of  Thoracic 
Neurofibromata 


CHONG  W.  LEE.  KENNETH  SHULMAN,  RACHEL 
MORECKI  and  WILLIAM  A.  COOK.  M.D.’s 

2.  Management  of  Old  “Neglected”  Cases 
of  Lower  Esophageal  Perforation  by 
Combined  Fundal  Patch  Repair  and 
Fundoplication 

FRANK  CIFARELLI  AND  CHOON  S.  SHIN,  M.D.’s 

3.  Cardiovascular  Toxic  Factor  (CVT)  in 
Patients  Undergoing  Cardiopulmonary 
Bypass 

ROBERT  W.  M.  FRATER,  M.D.,  RITA  McCONN, 

Ph  D.,  YASU  OKA,  M.D.,  ARNOLD  NAGLER,  Ph  D. 

4.  Myocardial  Cellular  Response  to  Anoxia 
and  Hypothermia 

CRAIG  BROWN,  PAUL  BOLANOWSKI,  GEORGE 
MACHIEDO,  WILLIAM  E.  NEVILLE,  M.D.’s 

5.  Reversal  of  Increased  Hemoglobin  Affinity 
for  Oxygen  in  Open  Heart  Surgery 
Patients  with  Inosine,  Phosphate  and 
Pyruvate  Solution 

STANLEY  GIANNELLI,  JR.,  JOSEPH  P.  BORDIUK, 
JOSEPH  P.  McKENNA,  M.D.'s 


WEDNESDAY,  MAY  22 

8:15  p.m. 

Society  of  Internal  Medicine  of  the  County  of 
New  York 

The  Lotus  Club 
5 East  66th  Street 

Annual  Meeting 

Panel  Discussion 

PATIENT’S  RIGHTS— SOME  ETHICAL 
PROBLEMS  IN  A CHANGING  MEDICAL 
SCENE 

Moderator: 

WILLIAM  B.  RAWLS,  M.D. 

Chairman,  Committee  on  Health  Care  for  the  Poor,  Medical 
Society  of  the  County  of  New  York 

Speakers: 

AUSTIN  KUTCHER,  M.D.,  President,  Foundation  for 
Thanatology 

CLIFFORD  L.  SPINGARN,  M.D.,  Member,  Board  of  Censors, 
Medical  Society  of  the  County  of  New  York 
JOSEPH  TERENZIO,  M.D.,  Executive  Vice-President,  United 
Hospital  Fund  of  New  York 

DAVID  D.  THOMPSON,  M.D.,  Director,  New  York  Hospital 


BUFFALO  AREA 


May  9 / 31,  1974 
Continuing  Medical  Education 
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State  University  of  New  York  at  Buffalo 
School  of  Medicine 

MAY  MEETINGS 

MAY  9-8:15  / all  day 

The  American  College  of  Surgeons, 

Western  New  York  Chapter 
Wanakah  Country  Club,  Wanakah,  N.Y. 
“Difficult  Problems  in  the  Management  of 
Human  Shock  and  Trauma” 

May  10  and  11 

37th  Annual  Spring  Clinical  Days 
Statler  Hilton  Hotel 
“American  Medicine  Today” 

May  14  and  15 

Fetal  Intensive  Care 

(High  Risk  Pregnancy  and  Fetal  Monitoring) 
Statler  Hilton  Hotel 

May  31-8:15  a.m.  / all  day 

Neurosurgical  Approaches  to 
Neuropsychiatric  Disorder 
Statler  Hilton  Hotel 

Write  for  information  and  Programs:  Continuing  Medical  Edu- 
cation. 2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  716/ 
831-5526. 


May  16  and  17,  1974 

New  York  State  Association  of  Public  Health 
Laboratories 

Roswell  Park  Memorial  Institute 
Buffalo 

ANNUAL  MEETING 

Thursday  Morning  Session 

Workshops  on  Blood  Banking,  Bacteriology, 
Hematology,  Clinical  Chemistry,  and 
Cytology 

Thursday  Afternoon  Session 

Augustus  B.  Wadsworth  Lecture 

Impact  of  Social  Legislation  on  Laboratories 

ELI  GINZBERG,  M.D. 

Colloquium — Pros  and  Cons  of  Multiphasic 

Screening 

Three  Panelists 

Friday  Morning  Session 

Colloquium — Newer  Aspects  of 

Immunotherapy 

Three  Panelists 


Friday  Afternoon  Session 

Schleifstein  Pathology  Conference 

ROBERT  J.  LUKAS,  M.D.,  Conference  Leader 
Tour  of  RPMI 

Contact:  Louis  Jakovic,  M.D.,  Secretary-Treasurer,  New 

York  State  Association  of  Public  Health  Laboratories,  Room  E 
104,  120  New  Scotland  Avenue,  Albany,  N.Y.  12201 


NASSAU  COUNTY 


WEDNESDAY,  MAY  15 

9:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

Special  Conference 

CURRENT  STATUS  OF  ANTIBIOTICS 

CALVIN  M.  KUNIN,  M.D. 

University  of  Wisconsin  School  of  Medicine 


ROCHESTER  AREA 


May  29  and  30,  1974 

University  of  Rochester  School  of  Medicine  and 
Highland  Hospital 

335  Mount  Vernon  Avenue 
Rochester 

UNIVERSITY  OF  ROCHESTER  FAMILY 
MEDICINE  TRAINING  PROGRAM 
(Symposium) 

FEE:  $125 

Apply:  Jack  Froom,  M.D.,  Director  of  Research,  at  the 

above  address.  Tel.  716/442-7470. 


SYRACUSE  AREA 


THURSDAY,  MAY  30 

1:00  p.m. 

Upstate  Medical  Center 

State  University  Hospital 
Department  of  Medicine 
Room  6500 

Last  Lecture  on  Series  of  Immunology 
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SOME  ASPECTS  OF  TUMOR 
IMMUNOLOGY 

WILLIAM  TERRY.  M.D. 
— 


OTHER  PLACES 


June  17  and  18,  1974 

University  of  Kentucky  College  of  Medicine 

Lexington  Hilton  Hotel 

COLPOSCOPY  AND  THE 
CYTOLOGICALLY  SUSPECT  UTERINE 
CERVIX 

FEE:  $250 

For  further  information,  contact:  Ronald  D.  Hamilton,  M.D., 
Director,  Continuing  Education,  University  of  Kentucky,  Lex- 
ington, Kentucky. 


PHYSICIANS’  PLACEMENT 


ALBANY,  N.Y.,  Albany  County.  Emergency  Room  Physician  for 
800  bed  teaching  medical  center. 

CONTACT:  Assistant  Director  for  Outpatient  Services,  Albany 

Medical  Center  Hospital,  Albany,  New  York  12208.  Tel. 
518/445-4378. 


AMSTERDAM,  N.Y.,  Montgomery  County.  Urologist,  Family  Phy- 
sician, I.M. 

CONTACT:  Gustav  E.  Kappler,  III,  M.D.,  7 Mohawk  Place,  Am- 
sterdam, N.Y.  12010.  Tel.  518/842-5131. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians,  Ob/ 
Gyn,  Orthopedic  Surgeon  and  Ophthalmologist  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians  Procure- 
ment Committee,  157  Ross  Street,  Auburn,  N.Y.  13021.  Tel. 
(collect)  315/253-3388. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  Mac  Cool,  Ass't  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  x 211  or  212. 


BRONX,  N.Y.  Full  time  position  at  Fordham  Hospital,  which  is  a 
teaching  institution  affiliated  with  Misericordia  Hospital  (affili- 
ated with  New  York  Medical  College. 

CONTACT:  Seymour  Herschberg,  M.D.,  Chief,  Department  of 

Medicine,  Fordham  Hospital,  Southern  Boulevard  and  Crotona 


Avenue,  Bronx,  N.Y.  10458. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Urgently  needed:  Family 
Physician. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel.  518/624-2111. 


NEW  YORK  CITY.  House  Physicians  (2  Surgeons  and  2 Inter- 
nists). ECFMG's  accepted. 

CONTACT:  Mr.  Richard  Wilson  or  Miss  Quinn,  St.  Elizabeth’s  Di- 
vision of  St.  Clare's  Hospital,  Hospital  Health  Center,  689  Fort 
Washington  Avenue  (cor.  190th  St.)  New  York,  N.Y.  10040 
Tel  212/690-7602  or  7603 


PORT  JERVIS,  N.Y.,  Orange  County.  Board  Certified  Pediatri- 
cian and  F.P. 

CONTACT:  Sister  Mary  Jeanne,  R.S.M.,  Adm.,  St.  Francis  Hos- 
pital, 160  East  Main  St.,  Port  Jervis,  N.Y.  12771.  Tel.  914/ 
856-5351,  ext.  229. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  or  Certified  Inter- 
nists, Pediatricians  and  Ob/Gyn's  for  medical  group  (compre- 
hensive Health  Center  featuring  prepayment  and  fee  for  ser- 
vice) 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  905  Culver  Road,  Roch- 
ester, N.Y.  14609  Tel.  716/482-4300. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of  Or- 
thopedic Education  for  part-time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 

Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel.  716/328-3300. 


SARANAC  LAKE,  N.Y.,  Franklin  County.  F.P.  or  Internist  want- 
ed. 

CONTACT:  Mr.  John  J.  Murphy,  Adm.,  General  Hospital  of  Sara- 
nac Lake,  Saranac  Lake,  N.Y.  12983. 


SODUS,  N.Y.,  Wayne  County.  Familv  Physician,  Internist. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Med.  Dir,  Box  307, 

Sodus,  N.Y.  14551.  Wayne  County  Rural  Comprehensive 
Health  Program.  Tel.  315/483-9136. 


TICONDEROGA,  N.Y.,  Essex  County.  Qualified  Internist  and  Ob/ 
Gyn  Specialist  needed. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 

Hospital,  Ticonderoga,  N.Y.  Tel.  518/585-2831. 


WATERLOO,  N.Y.,  Seneca  County.  Family  Physicians,  as  well 
as  other  Specialists. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  N.Y.  13165.  Tel.  315/539-9204. 
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BROCKPORT,  N.Y.,  Monroe  County,  Family  Physician,  Anesthe- 
siologist and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


MASSENA,  N.Y.,  St.  Lawrence  County.  Internist,  E.N.T.  and 
Family  Physicians. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  Massena  Memorial 

Hospital,  Massena,  N.Y.  13662.  Tel.  315/769-9991 


MEDINA,  N.Y.,  Orleans  County.  One  Pediatrician  to  assume  es- 
tablished practice  in  a medical  group. 


CONTACT:  Mr.  James  H.  Morey,  Adm.,  Medina  Memorial  Hospi- 
tal, Medina,  N.Y.  14103.  Tel.  716/798-2000. 


ONEONTA,  N.Y.,  Otsego  County  (Upper  Catskill  area)  Ob/Gyn — 
Hospital-based  or  partnership.  Full  fringes — salary  or  com- 
pensation negotiable. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial  Hospi- 
tal, 1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel.  607/432- 
2000. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel.  518/346-7748. 


NOTICE  TO  HOSPITALS  AND  MEDICAL  SCHOOLS 


The  Medical  Society  of  the  State  of  New  York  invites  you  to  send  notices  of  continuing  medical  edu- 
cation including  "Teaching  Days,”  important  lectureships,  courses,  and  similar  programs  for  free 
publication  in  WHAT  GOES  ON.  Please  address  all  correspondence  to:  The  Editor,  WHAT  GOES 
ON,  Medical  Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Be 
sure  to  include  the  following  information: 

Day  and  Date  of  Meeting 

Time  of  meeting,  including  length  of  time 

Name  of  Organization  giving  meeting 

Place  of  Meeting 

Topic 

Speaker 

Speaker’s  affiliation 

Fee 

Credit 

The  Deadline  Dates  for  1974  are  as  follows: 

Meeting  Dates  Deadline  Dates 


January  1-31 , 1974  November 

February  1-28,  1974  December 

March  1-31 , 1974  January 

April  1-30,  1974  February 

May  1-31,  1974  March 

June  1-30,  1974  April 

July  1-31,  1974  May 

August  1-31 , 1974  June 

September  1-30,  1974  July 

October  1-31 , 1974  August 

November  1-30,  1974  September 

December  1-31,  1974  October 

January  1-31 , 1975  November 

February  1-28,  1975  December 


12, 

10, 

10, 

11, 

11, 

10, 

10, 

10, 

10, 

12, 

10, 

10, 

11, 

10, 


1973 

1973 

1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 


The  Summer  issues  will  list  Fall  meetings  and  courses.  We  will  try  to  list  September  courses  in  the  July  issue  and  October  courses  in 
the  August  issue.  Please  send  your  notices  in  promptly. 
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Chemically  unique 

Emete-con  (benzquinamide  HC1) 
is  chemically  unrelated  to  the 
phenothiazines  and  to  other  anti 
emetics.  It  is  a non-amine-deplet 
:oquinolizine  derivative. 


Effective 

Efficacy  comparable  to  a 
standard  phenothiazine, 
demonstrated  in  well-controlk 
clinical  studies? 
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Well  tolerated 

Drowsiness  appears  to  be  the 
nost  common  reaction.  Other  more 


significant  reactions  have 
been  reported;  please  refer  to 
the  package  insert. 


TM 


(benzquinamide  H< 

Usual  adult  dose:  IM-50  mg.,  IV-25  mg. 


Please  see  next  page  for  a bibliography  of  dinical  studies. 


Hoerig  introduces  NEW 

Emetecon 

(bcnzqamamide  HCl)IMiv 


PRESCRIBING  INFORMATION 
Emete-con™  (Benzquinamide-Hydrochloride) 
For  Intramuscular  and  Intravenous  Use 
Description.  Benzquinamide  is  a non-amine-de- 
pleting  benzoquinolizine  derivative,  chemically 
unrelated  to  the  phenothiazines  and  to  other 
antiemetics. 

Chemically,  Emete-con  (benzquinamide-hydro- 
chloride)  is  N,  N-diethyl-l,3,4,6,7,llb-hexahydro- 
2-hydroxy-9,  10-dimethoxy-2H-benzo(a)quinoli- 
zine-3-carboxamide  acetate  hydrochloride.  The 
empirical  formula  is  C22H32N2O5.  HC1  and  the 
molecular  weight  is  441. 

Emete-con  for  injection  contains:  Benzquina- 
mide HC1  equivalent  to  benzquinamide  50  mg/ 
vial  and  citric  acid  1%.  When  reconstituted  with 
2.2  ml  of  sterile  water  for  injection,  each  vial 
yields  2 ml  of  a solution  containing  benzquina- 
mide, 25  mg/ml.  When  reconstituted,  this  prod- 
uct maintains  its  potency  for  14  days  at  room 
temperature.  DO  NOT  REFRIGERATE. 

Actions.  Benzquinamide  HC1  exhibited  anti- 
emetic, antihistaminic,  mild  anticholinergic  and 
sedative  action  in  animals.  Studies  conducted  in 
dogs  and  human  volunteers  have  demonstrated 
suppression  of  apomorphine-induced  vomiting; 
however,  relevance  to  clinical  efficacy  has  not 
been  established.  The  mechanism  of  action  in 
humans  is  unknown.  The  onset  of  antiemetic  ac- 
tivity in  humans  usually  occurs  within  15  minutes. 

Benzquinamide  metabolism  has  been  studied 
in  animals  and  in  man.  In  both  species,  5-10% 
of  an  administered  dose  is  excreted  unchanged 
in  the  urine.  The  remaining  drug  undergoes 
metabolic  transformation  in  the  liver  by  at  least 
three  pathways  to  a spectrum  of  metabolites 
which  are  excreted  in  the  urine  and  in  the  bile, 
from  which  the  more  polar  metabolites  are  not 
reabsorbed  but  are  excreted  in  the  feces.  The 
half-life  in  plasma  of  Emete-con  is  about  40  min- 
utes. More  than  95%  of  an  administered  dose 
was  excreted  within  72  hours  in  animal  studies 
using  C14-labeled  benzquinamide.  In  blood, 
benzquinamide  is  about  58%  bound  to  plasma 
protein. 

Indications.  Emete-con  is  indicated  for  the  pre- 
vention and  treatment  of  nausea  and  vomiting 
associated  with  anesthesia  and  surgery. 

Since  the  incidence  of  postoperative  and  post- 
anesthetic vomiting  has  decreased  with  the 
adoption  of  modern  techniques  and  agents,  the 
prophylactic  use  of  Emete-con  should  be  re- 
stricted to  those  patients  in  whom  emesis  would 
endanger  the  results  of  surgery  or  result  in 
harm  to  the  patient. 

Contraindications.  Emete-con  is  contraindicated 
in  individuals  who  have  demonstrated  hyper- 
sensitivity to  the  drug. 

Warnings.  Use  in  Pregnancy:  No  teratogenic  ef- 
fects of  benzquinamide  were  demonstrated  in 
reproduction  studies  in  chick  embryos,  mice, 
rats  and  rabbits.  The  relevunce  of  these  datu  to 
the  human  is  not  known.  However,  safe  use  of 
this  drug  In  pregnancy  has  not  been  established 
and  its  use  in  pregnancy  is  not  recommended. 


Use  in  Children:  As  the  data  available  at  pres- 
ent are  insufficient  to  establish  proper  dosage 
in  children,  the  use  of  Emete-con  in  children  is 
not  recommended. 

Intravenous  use:  Sudden  increase  in  blood 
pressure  and  transient  arrhythmias  (premature 
ventricular  and  auricular  contractions)  have 
been  reported  following  intravenous  administra- 
tion of  benzquinamide.  Until  a more  predictable 
pattern  of  the  effect  of  intravenous  benzquina- 
mide has  been  established,  the  intramuscular 
route  of  administration  is  considered  preferable. 
The  intravenous  route  of  administration  should 
be  restricted  to  patients  without  cardiovascular 
disease  and  receiving  no  pre-anesthetic  and/or 
concomitant  cardiovascular  drugs. 

Precautions.  Benzquinamide,  like  other  anti- 
emetics. may  mask  signs  of  overdosage  of  toxic 
drugs  or  may  obscure  diagnosis  of  such  condi- 
tions as  intestinal  obstruction  and  brain  tumor. 
Adverse  Reactions.  The  following  adverse  reac- 
tions have  been  reported  in  subjects  who  have 
received  benzquinamide.  Because  of  the  multi- 
plicity of  medications  commonly  used  in  the 
practice  of  anesthesia,  unequivocal  relationship 
to  a specific  drug  administered  usually  cannot 
be  established.  However,  drowsiness  appears  to 
be  the  most  common  reaction.  One  case  of  pro- 
nounced allergic  reaction  has  been  encountered, 
characterized  by  pyrexia  and  urticaria. 

System  Affected-Autonomic  Nervous  System: 
Dry  mouth,  shivering,  sweating,  hiccoughs, 
flushing,  salivation,  blurred  vision. 

Cardiovascular  System:  Hypertension,  hypo- 
tension, dizziness,  atrial  fibrillation,  premature 
auricular  and  ventricular  contractions. 

Central  Nervous  System:  Drowsiness,  insom- 
nia, restlessness,  headache,  excitement,  nervous- 
ness. 

Gastrointestinal  System  Anorexia,  nausea. 

Musculoskeletal  System:  Twitching,  shaking/ 
tremors,  weakness. 

Skin : Hives/rash. 

Other  Systems:  Fatigue,  chills,  increased  tem- 
perature. 

Dosage  and  Administration.  Intramuscular:  50 
mg  (0.5  mg/kg— 1.0  mg/kg) 

First  dose  may  be  repeated  in  one  hour  with 
subsequent  doses  every  3-4  hours,  as  necessary. 
The  precautions  applicable  to  all  intramuscular 
injections  should  be  observed.  Emete-con  should 
be  injected  well  within  the  mass  of  a larger 
muscle.  The  deltoid  area  should  be  used  only  if 
well  developed.  Injections  should  not  be  made 
into  the  lower  and  mid-thirds  of  the  upper  arm. 
Aspiration  of  the  syringe  should  be  carried  out 
to  avoid  inadvertent  intravascular  injection. 

Therapeutic  blood  levels  and  demonstrable 
antiemetic  activity  appear  within  fifteen  min- 
utes of  intramuscular  administration.  When  the 
objective  of  therapy  is  the  prevention  of  nausea 
and  vomiting,  intramuscular  administration  is 


recommended  at  least  fifteen  minutes  prior  to 
emergence  from  anesthesia. 

Intravenous:  25  mg  (0.2  mg/kg-0.4  mg/kg  as 
a single  dose)  administered  slowly  (1  ml  per 
0.5  to  1 minute).  Subsequent  doses  should  be 
given  intramuscularly. 

The  intravenous  route  of  administration 
should  be  restricted  to  patients  without  car- 
diovascular disease  (See  WARNINGS).  If  it  is 
necessary  to  use  Emete-con  intravenously  in 
elderly  or  debilitated  patients,  benzquinamide 
should  be  administered  cautiously  and  the  lower 
dose  range  is  recommended. 

This  preparation  must  be  initially  reconsti- 
tuted with  2.2  ml  of  sterile  water.  This  procedure 
yields  2 ml  of  a solution  equivalent  to  25  mg 
benzquinamide/ml,  which  maintains  its  potency 
for  14  days  at  room  temperature. 

DO  NOT  REFRIGERATE. 

Overdosage.  Manifestations:  On  the  basis  of 
acute  animal  toxicology  studies,  gross  Emete- 
con  overdosage  in  humans  might  be  expected 
to  manifest  itself  as  a combination  of  Central 
Nervous  System  stimulant  and  depressant 
effects.  This  speculation  is  derived  from  experi- 
mental studies  in  which  intravenous  doses  of 
benzquinamide,  at  least  150  times  the  human 
therapeutic  dose,  were  administered  to  dogs. 

Treatment:  There  is  no  specific  antidote  for 
Emete-con  overdosage.  General  supportive  mea- 
sures should  be  instituted,  as  indicated.  Atro- 
pine may  be  helpful.  Although  there  has  been 
no  direct  experience  with  dialysis,  it  is  not 
likely  to  be  of  value,  since  benzquinamide  is 
extensively  bound  to  plasma  protein. 

How  Supplied.  Emete-con  for  IM/IV  use  is 
available  in  a vial  containing  benzquinamide 
HC1  equivalent  to  50  mg  of  benzquinamide  in 
packages  of  10  vials. 

Caution.  Federal  law  prohibits  dispensing  with- 
out prescription. 
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rupture  and  pseudoaneurysm 
David  Chas.  Schechter,  M.D. 

Correlation  Conferences  in  Radiology  and  Pathology 

1020  Ascites  and  Fever 

Bronx  Municipal  Hospital  Center 

Case  Reports 

1024  Use  of  Positive  End-Expiratory  Pressure  to  Improve  Oxygenation 

Roman  Y.  DeJesus,  Jr.,  M.D.,  Robert  M.  Oliverio,  Jr.,  M.D.,  Ebrahim  M.  Mojdehi, 
M.D.,  Andrew  Fellini,  M.D.,  and  Alfred  L.  Mauro,  M.D. 

1029  Cytomegalic  Inclusion  Syndrome  with  Thrombocytopenia 

Judith  L.  Salz,  M.D. 

1031  Thrombosis  of  Axillary  and  Subclavian  Veins  with  Thoracic  Outlet  Syndrome 

Theodore  Weinstein,  M.D.,  Lawrence  Gould,  M.D.,  David  Hayt,  M.D.,  Robert  F. 
Gomprecht,  M.D.,  and  Robert  Bernstein,  M.D. 

1035  Leukemic  Changes  of  Gastrointestinal  Tract;  Presenting  symptoms  of  acute  abdomen 
Jacob  D.  Matis,  M.D. 

1038  Postpubertal  Adrenogenital  Syndrome;  Treatable  cause  of  infertility 
Estherann  F.  Grayzel,  M.D. 

1040  Insulin  Sensitivity  in  Renal  Failure;  Fatal  hypoglycemia  following  dialysis 
David  J.  Greenblatt,  M.D. 

1042  Halothane  Anesthesia  Followed  by  Anicteric  Hepatitis  with  Complete  Recovery 
John  S.  Davis,  M.D. 

1046  Symmetrical  Gangrene  Due  to  Cold  Hemagglutinin  Disease  with  Pernicious  Anemia 

Parthasarathy  Narasimhan,  M.D.,  Thayyullathil  Bharathan,  M.D.,  and  W.  John 
Watson- Williams,  M.D. 

1049  Arthroscopy  of  Knee 

Joseph  H.  Dashefsky,  M.D. 

1054  Cogenital  Hepatic  Fibrosis 

A.  Olusegun  Fayemi,  M.Sc.,  M.D.,  and  O.  O.  Ajayi,  M.B.,  F.R.C.S. 

Special  Articles 

1056  Medical  Education  in  the  Decade  of  Violence 
Robert  A.  Moore,  M.D. 

1060  The  Acupuncture  Point;  Study  of  events 

Henry  Fleck,  M.D.,  and  Maxwell  Spring,  M.D. 

History  of  Medicine 

1063  Born  and  Reborn;  Log  book  xf  fifty  years  of  medical  experience 
Ernest  H.  Bettmann,  M.D.,  F.A.O.S. 

1071  Medical  Research  and  Education  of  Nineteenth-Century  America 
Harry  Bloch,  M.D. 

1075  Hu-Tzu;  Ancient  Chinese  ceramic  urinal 

Leon  Goldman,  M.D. 

continued  on  page  916 
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Butisol 

(SODIUM  BUTABARBITAL) 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster"  nor  a 'hangover''  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower  Its  gentle  daytime  sedative  action  is  often 
all  that  s needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

"Based  on  surveys  of  average  daily  prescription  costs. 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  cr  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  1 5 mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg  , 50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © McN  1971  but3barbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


(McNEIL) 


915 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


Editorials 

939  Masthead 

940  Information  for  Authors 

941  Privacy  and  freedom  are  one  in  medicine 
941  New  Fifth  Pathway  program  for  training 

and  licensure  of  foreign  graduates 
941  Awards 

General 

918  State  Society  Officers 

923  Abstracts 

925  Abstracts  in  Interlingua 

930  Month  in  Washington 

1079  Medical  News 


1081 

1082 

1085 

1076 


935 

1088 

1089 


1109 


Books  Received 
Letters  to  the  Editor 
Book  Notes 
Obituaries 


Index  to  Advertising 

Index  to  Advertisers 
Classified  Advertising 
Index  to  Products 


WHAT  GOES  ON 


916  New  York  State  Journal  of  Medicine/June  1974 


Pleural  effusion 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

/ t prescribing  convenience: 


^ up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  Vz ); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2^2, 
caffeine  gr.  Vz. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


flP'jflU 


WHEREVER  IT 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


Osteoarthritis 


HERE 


Biliary  calculi 


Medical  Society  of 
the  State  of  New  York 


Officers 


Lynn  R.  Callin,  M.D.,  Monroe 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Ralph  S.  Emerson,  M.D.,  Nassau 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Albert  M.  Schwartz,  M.D.,  New  York 
Warren  A.  Lapp,  M.D.,  Kings 
George  T.  C.  Way,  M.D.,  Dutchess 
Samuel  Wagreich,  M.D.,  Bronx 


Councilors 

Term  Expires  1975 

Richard  D.  Eberle,  M.D.,  Onondaga 
Keith  O.  Guthrie,  Jr.,  M.D.,  New  York 
Ralph  M.  Schwartz,  M.D.,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 

Term  Expires  1976 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
Abraham  W.  Freireich,  M.D.,  Nassau 

Term  Expires  1977 
G.  Rehmi  Denton,  M.D.,  Albany 
Albert  H.  Douglas,  M.D.,  Queens 
Milton  Gordon,  M.D.,  Suffolk 
Allison  B.  Landolt,  M.D.,  Westchester 


Trustees 

Walter T.  Heldmann,  M.D., Richmond,  Chairman 

Joseph  J.  Kaufman,  M.D.,  Wayne 

Reid  R.  Heffner,  M.D.,  Westchester 

James  M.  Blake,  M.D.,  Schenectady 

Milton  Hei.pern,  M.D.,  New  York 

Walter  Scott  Walls,  M.D.,  Erie 

John  Edward  Lowry,  M.D.,  Queens 

The  Council  is  composed  of  the  officers,  the  council- 
ors, and  the  chairman  of  the  Board  of  Trustees. 


President 
Past- President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 
Speaker 
Vice-Speaker 

Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11040 
Tel.  516-488-6100 

Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine 

Directing  Librarian 

Guy  Beaumont,  Director 

Division  of  Public  and  Professional  Affairs 

J.  Richard  Burns,  J.D.  General  Counsel 

Morton  N.  Chalef,  Director 

Division  of  P.S.R.O. 

Eugene  S.  Dombrowski,  M.B.A.,  Comptroller 

and  Director  of  Business  Division 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Services 

Max  N.  Howard,  M.D.,  Director 

Division  of  Medical  Services 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Norman  S.  Moore,  M.D.,  Consultant 

Division  of  Scientific  Activities 

Ernest  T.  Mattison,  Director 

Division  of  Research  and  Planning 

Eugene  H.  O’Reilly,  Director 

Division  of  Insurance  and  Membership  Benefits 

Martin  J.  Tracey,  J.D.,  Director 

Division  of  Legislation 

Gretchen  Wunsch  Executive  Associate 

Authorized  Indemnity  Representative 

Donald  J.  Fager,  Esq. 

2 Park  Avenue,  New  York,  New  York  10016 
Tel:  212  684-3211 

William  F.  Martin,  Esq.  Legal  Consultant 


918  New  York  State  Journal  of  Medicine/June  1974 


Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
the  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
successful  physicians  are  finding  Air  Force 
medicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
pand your  individual  ability  through  compre- 
hensive educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
vacation  each  year  with  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  offers  physicians  the  opportu- 
nity to  practice  the  most  sophisticated  of  health 
care.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


Air  Force  Health  Care  Opportunities 
Major  Sam  Chapman 
Bedford,  Massachusetts  01730 
Telephone  in  following  areas: 

New  York  City:  (212)  688-3065 
Upstate  New  York:  (716)  263-5738 
New  England:  (617)  861-4351 

Name 

Address 

Citv 

State 

ZiD 

Telephone 

Medicine.  Not  Business. 
Air  Force  Physician 
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after  taking  a 
potent  analgesic 

360  times 
In  3 months... 


how  big  a dose  will  now 
bring  reliefif  it  is  a narcotic? 

"Tolerance  is  an  ever-present  hazard  to  continued 
use  of  narcotics. . . . The  very  first  dose  diminishes  the 
effects  of  subsequent  doses."1  And,  as  increasing 
amountsof  narcoticsare  required  tocontrol  pain,  dis- 
tressing adverse  effects— lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

l.Sadove.  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics,  Postgrad. 

Med.  49:102,  June  1971. 

how  big  a dose  will  now 
bring  relief  if  it  is  Talwin  ? 

Chances  are,  the  same  50  mg.  Talwin  Tablet  you 
prescribe  originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  anal- 
gesic efficacy:  one  50  mg.  tablet  appears  equivalent 
in  analgesic  effect  to  60  mg.  ( 1 gr.)  of  codeine.  How- 
ever, patients  receiving  Talwin  Tablets  for  prolonged 
periods  face  fewer  of  the  consequences  you've  come 
to  expect  with  narcotics.  There  should  be  fewer 
"adverse  effects"  on  her  way  of  life. 

Tolerance  rare:  Tolerance  to  the  analgesic  effect  of 
TalwinTablets  is  rare. 

Dependence  rare:  During  three  years  of  wide  clinical  use,  there 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history 
of  drug  dependence  should  be  under  close  supervision  while 
receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient  and 
to  prevent  the  use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain.* 

Generally  well  tolerated  by  most  patients*:  Infrequently  causes 
decrease  in  blood  pressure  or  tachycardia;  rarely  causes  respi- 
ratory depression  or  urinary  retention;  seldom  causes  diarrhea 
or  constipation.  Acute,  transient  CNS  effects,  described  in 
product  information  on  following  page,  have  occurred  in  rare 
instances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea  or  vomiting  are  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses. 

•See  important  product  information  on  next  page  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 


in  chronic  pain 

of  moderate  to  severe  intensity 


Talwin  =, 

brand  of  ^ « 

pentazocine 

* (as  hydrochloride) 


in  chronic 
pain  of 
moderate  to 
severe 
intensity 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use 

Indication:  For  the  relief  of  moderate  to  severe  pain. 
Contraindication:  Talwin  should  not  be  administered  to  patients 
who  are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psy- 
chological and  physical  dependence  on  parenteral  Talwin  in  pa 
tients  with  a history  of  drug  abuse  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  withdrawal  symptoms.  There 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history  of 
drug  dependence  should  be  under  close  supervision  while  receiv- 
ing Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take 
precautions  to  avoid  increases  in  dose  by  the  patient  and  to  pre- 
vent the  use  of  the  drug  in  anticipation  of  pain  rather  than  for  the 
relief  of  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  Talwin  and  its  potential  for  elevating  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore,  Talwin  can  pro- 
duce effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses 
of  Talwin  have  experienced,  in  rare  instances,  hallucinations  (usu- 
ally visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should  be  very  closely  ob- 
served and  vital  signs  checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severely  limited  res 
piratory  reserve,  severe  bronchial  asthma  and  other  obstructive 
respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to 
accentuation  of  side  effects.  Although  laboratory  tests  have  not 
indicated  that  Talwin  causes  or  increases  renal  or  hepatic  impair 
ment,  the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  wit 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  trac 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonis 
Some  patients  previously  given  narcotics,  including  methadone  fc 
the  daily  treatment  of  narcotic  dependence,  have  experience 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administere 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  sue 
patients  in  association  with  the  use  of  Talwin  although  no  caus 
and  effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  ( 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequent 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhe; 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  heat 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syi 
cope,  visual  blurring  and  focusing  difficulty,  hallucinations  (se 
Acute  CNS  Manifestations  under  WARNINGS);  and  rarely  tremo 
irritability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequent! 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rare! 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequently  dt 
crease  in  blood  pressure,  tachycardia.  Hematologic:  rarely  dt 
pression  of  white  blood  cells  (especially  granulocytes),  usuall 
reversible  and  usually  associated  with  diseases  or  other  drug 
which  are  known  to  cause  such  changes,  moderate  transier 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  reter 
tion,  toxic  epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  i 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increase 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  nc 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  add 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  wit 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chi 
dren  under  12  years  of  age  is  limited,  administration  of  Talwi 
in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receive' 
Talwin  orally  for  prolonged  periods  have  not  experienced  with 
drawal  symptoms  even  when  administration  was  abruptly  discor 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  ha 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  am 
kidney  function  have  revealed  no  significant  abnormalities  afte 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  over 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  othe 
supportive  measures  should  be  employed  as  indicated.  Assistei 
or  controlled  ventilation  should  also  be  considered.  Althougl 
nalorphine  and  levallorphan  are  not  effective  antidotes  for  respira 
tory  depression  due  to  overdosage  or  unusual  sensitivity  ti 
Talwin,  parenteral  naloxone  (Narcan®,  available  through  End 
Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contain 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  t 
50  mg.  base.  Bottles  of  100.  _ 

Winthrop  Laboratories,  New  York,  N.Y.  10016  \IA//n//rro^ 
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Abstracts 


Nash,  D.  T.f  Caldwell,  N.,  and  Ancona,  D.:  Acceler- 
ated coronary  artery  disease  arteriographically  proved; 
analysis  of  risk  factors,  New  York  State  J.  Med.  74:  947 
(June)  1974. 

A retrospective  study  of  80  patients  with  coronary  ar- 
tery disease  who  had  repeated  coronary  arteriography 
was  performed.  The  indication  for  the  repeat  angiogra- 
phy was  primarily  progressive  or  recurrent  chest  pain. 
Group  1 consisted  of  58  patients  (11  females  and  47 
males)  who  showed  definite  progressive  disease  in  the 
interval  between  coronary  arteriograms.  Factors  inves- 
tigated included  sex,  age,  smoking  habits,  diabetes,  hy- 
pertension, cholesterol,  triglycerides,  and  family  history 
of  coronary  artery  disease.  Hyperlipidemia  provided 
the  only  factor  demonstrating  a statistically  significant 
difference  between  the  two  groups.  Group  2 consisted 
of  5 females  and  17  males  without  progression. 

Smodlaka,  V.  N.,  and  Adamovich,  D.  R.:  Recondi- 

tioning of  emphysema  patients  using  interval  training, 
New  York  State  J.  Med.  74:  951  (June)  1974. 

Twenty-seven  patients  suffering  with  chronic  ob- 
structive pulmonary  disease  were  treated  in  the  recondi- 
tioning laboratory  using  interval  training.  Depending 
on  their  degree  of  trainability  a marked  improvement  in 
the  physical  working  capacity  was  noticed  following  the 
reconditioning  program.  Improvement  in  the  Interval 
Work  Capacity  Test  and  Continuous  Work  Capacity 
Test  occurred  even  when  in  most  cases  there  was  no  im- 
provement in  pulmonary  function  studies.  The  interval 
training  program  consisted  of  thirty  seconds  of  work,  in- 
termittent with  sixty  seconds  of  rest,  30  times  per  ses- 
sion, 3 times  per  week.  Resistance  on  the  bicycle  er- 
gometer  was  gradually  increased  to  accommodate  the 
individual  patient’s  improvement.  Reconditioning  and 
stress  test  evaluation  were  performed  in  the  supine  posi- 
tion usually  without  the  aid  of  oxygen. 

Takita,  H.,  and  Vincent,  R.  G.:  Experience  with  flexi- 
ble bronochofiberscopy,  New  York  State  J.  Med.  74:  958 
(June)  1974. 

Experience  with  the  use  of  the  flexible  bronchofiber- 
scope  for  diagnosis  of  malignant  lesions  of  the  tracheo- 
bronchial tree  in  the  past  two  years  is  presented.  The 
primary  carcinoma  of  the  lung  or  its  secondary  changes 
were  visualized  in  63  per  cent  of  the  cases.  Bronchial 
washings  or  brushing  gave  positive  cytology  diagnoses  in 
57  per  cent  of  the  cases.  Sputum  examination  findings 
gave  positive  cytology  diagnoses  in  80  per  cent  of  the 
cases.  Of  15  patients  with  metastatic  lung  lesions,  in- 
trabronchial  lesions  were  visualized  in  2 cases  and  cyto- 
logic examination  findings  were  positive  in  4 cases. 
Generally,  bronchofiberscopy  gave  superior  results  in 
diagnosis  of  malignant  pulmonary  lesions  compared 
with  those  of  conventional  rigid  bronchoscope. 


Cummings,  V.:  Immediate  rigid  dressing  for  am- 

putees; advantages  and  misconceptions,  New  York 
Stah ■ J Med.  74:  980  (June)  1974. 

There  is  continuing  controversy  regarding  the  bene- 
fits of  the  application  of  the  rigid,  plaster  dressing  im- 
mediately after  major  limb  amputation  followed  by 
weight  bearing  and  ambulation  twenty-four  or  forty- 
eight  hours  later.  This  article  discusses  the  history, 
theory,  and  implementation  of  this  program,  and  a se- 
ries of  cases  is  summarized  and  the  results  discussed. 
Advantages  and  certain  misconceptions  are  pointed  out. 

Ostow,  M.,  and  Cholst,  B.:  Unhappiness  and  mental 
illness,  New  York  State  J.  Med.  74:  984  (June)  1974. 

The  population  that  appeals  for  assistance  to  a rab- 
binic counseling  center  differs  from  the  population  that 
consults  psychiatrists.  Few  persons  warrant  a diagnosis 
more  serious  than  personality  disorder.  Yet  most  be- 
tray an  impairment  of  capacity  for  interpersonal  rela- 
tionships that  result  in  much  suffering  by  themselves 
and  their  close  family  members.  Perhaps  most  of  the 
unnecessary  anguish  prevailing  in  the  community  arises 
from  such  “minor”  disorders.  The  willingness  to  ask  for 
professional  assistance  in  the  case  of  these  disorders, 
and  mental  illness  in  general,  is  a function  not  merely  of 
degree  of  suffering,  but  also  of  the  specific  pattern  of  de- 
fenses the  individual  cultivates.  Within  the  disturbed 
family,  there  is  no  necessary  correlation  among  who  it  is 
who  falls  clinically  ill,  who  is  the  pathogenic  agent,  and 
who  asks  for  assistance. 

Lipsitz,  P.  J.,  and  Blatman,  S.:  Newborns  of  mothers 
on  methadone  maintenance,  New  York  State  J.  Med. 
74:994  (June)  1974. 

In  a seven-year  period,  99  narcotic  addicts  who  be- 
came pregnant  and  were  maintained  on  high  “blocking” 
doses  of  methadone  delivered  100  live  newborns.  Meth- 
adone administered  to  the  mother  did  not  cause  depres- 
sion of  the  infant  at  delivery  and  did  not  increase  the  in- 
cidence of  congenital  anomalies.  Twenty-six  newborns 
weighed  less  than  2,500  Gm.;  of  these  10,  39  per  cent, 
were  small  for  gestational  age.  Narcotic  withdrawal 
symptoms  occurred  in  56  newborns.  A numerical  scor- 
ing system  for  narcotic  withdrawal  in  these  infants  is 
proposed.  The  problem  of  poly-drug  abuse  in  such  a 
study  is  emphasized.  It  is  concluded  in  this  study  that 
not  all  symptomatic  newborns  require  treatment. 
Long-term  follow-up  of  the  children  will  be  required  to 
determine  the  effects  of  methadone  on  the  fetus  and  the 
newborn. 

Morganthau,  J.  E.,  Somkin,  S.,  and  Karp,  T.:  Com- 
munity Youth  Program;  drug  abuse  program  of  compre- 
hensive health  care,  New  York  State  J.  Med.  74:  1000 
(June)  1974. 
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Drug  abuse  has  been  identified  as  one  of  the  most  ur- 
gent health  needs  of  the  youth  of  an  inner-city  popula- 
tion. A special  unit  was  accordingly  set  up  within  the 
framework  of  a comprehensive  health  care  service  of  a 
university  medical  center.  Utilization  of  the  team  ap- 
proach to  health  care  and  community  outreach  were 
found  to  be  particularly  useful  in  the  delivery  of  health 
care  to  this  population.  The  demography  of  our  sample 
is  described  and  the  possibility  of  an  endemic  state  is 
postulated.  Our  methodology  for  detoxification  on  an 
outpatient  basis  is  detailed  and  the  criteria  for  "success” 
in  treatment  are  considered. 


Thompson,  J.  B.,  Greenberg,  E.  Pazianos,  A.,  and 


Pearson,  O.:  Hypophysectomy  in  metastatic  prostate 

cancer,  New  York  State  J.  Med  74:  1006  (June)  1974. 

Between  1953  and  1970  transcranial  hypophysectomy 
was  performed  47  times  at  The  New  York  Hospital  for 
metastatic  prostate  cancer.  With  one  exception,  the  pa- 
tients were  suffering  from  severe  pain  secondary  to  mul- 
tiple skeletal  metastasis.  An  initial  remission  of  pain 
was  seen  in  60  per  cent  of  patients  in  the  immediate 
postoperative  period;  20  per  cent  experienced  a pro- 
longed pain-free  period,  lasting  from  six  months  to  three 
years.  A previous  response  to  castration  or  estrogen 
therapy  improved  the  possibility  that  hypophysectomy 
would  produce  a remission  of  pain.  It  is  recommended 
that  hypophysectomy  be  performed  soon  after  the  ef- 
fects of  castration  and  estrogen  therapy  have  come  to  an 
end. 


Abstracts  in  Interlingua 


Nash,  D.  T.,  Caldwell,  N.,  e Ancona,  D.:  Morbo  coro- 
nari  accelerate  demonstrate  arteriographicmente;  analy- 
sis del  factores  riscose.  New  York  State  -J.  Med.  74:  947 
(Junio)  1974. 

Un  studio  retrospective  de  80  patientes  con  morbo  co- 
ronari  e arteriographia  coronari  repetite,  esseva  facite. 
Le  indication  per  le  repetition  del  arteriographia  esseva 
le  dolor  pectoral  progressive  o recurrente.  Le  Gruppo  1 
habeva  58  patientes  (11  feminas  e 47  homines)  que  suf- 
freva  de  morbo  progressive  evidente  durante  le  intervalo 
inter  le  arteriogrammas  coronari.  Le  factores  investi- 
gate includeva  sexo,  etate,  consumo  de  tabaco,  diabetes, 
hypertension,  cholesterol,  triglycerides,  e antecedentes 
familiari  de  morbo  coronari.  Le  hyperlipidemia  propor- 
cionava  le  unic  factor  demonstrante  de  un  differentia 
staticmente  significative  inter  le  duo  gruppos.  Le 
Gruppo  2 habeva  5 feminas  e 17  homines  con  morbo  co- 
ronari non  progressive. 

Smodlaka,  V.  N.,  e Adamovich,  D.  R.:  Reconditi- 


amento  del  patientes  con  emphysema  mediante  traina- 
mento  a intervalos,  New  York  State  J.  Med.  74:  951 
(Junio)  1974. 

Vinti-septe  (27)  patientes  con  morbo  emphysematose 
obstructive  chronic  esseva  tractate  in  le  Laboratorio  de 
Reconditiamento  usante  le  trainamento  a intervalos. 
Dependiente  del  grado  de  conditionabilitate,  un  marcate 
melioration  del  capacitate  de  travalio  physic  esseva  ob- 
servate  depost  le  programma  de  reconditiamento.  Le 
melioration  del  Tests  de  Capacitate  de  Travalio  a Inter- 
valos e del  Capacitate  de  Travalio  Continuo  occurreva 
ben  que  in  le  majoritate  del  casos  non  habeva  meliora- 
tion del  studios  del  function  pulmonari.  Le  programma 
de  trainamento  a intervalos  consisteva  in  30  secundos  de 
travalio  alternante  con  60  secundos  de  reposo,  30  vices 
per  session,  3 vices  per  septimana.  Le  resistentia  in  le 
bicycletta  ergometric  esseva  augmentate  gradualmente 
per  adjustar  le  al  melioration  individual  del  patiente. 
Le  tests  de  evalutation  del  reconditiamento  e del  stress 

continued  on  page  929 
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Dalmane 


(flurazepam  HCI) 

Distinctiveness 
that  begins  with  the 
benzodiazepine 
structure 


Distinctive  sleep  potential 
in  the  flurazepam  HCI 
molecule 


Dalmane  (flurazepam  HCI)  is  a distinctive 

sleep  medication  — a benzodiazepine 
specifically  indicated  for 
insomnia.  It  is  not  a barbiturate 
or  methaqualone,  nor  is  it 
related  chemically 
to  any  other  available 


CH?CH?N  (C?Hs)j 


hypnotic. 

In  the  most  rigorous  course 
of  clinical  evaluation  ever 
accorded  a sleep  medication  in  the  sleep  research 
laboratory,  Dalmane  has  repeatedly  been  shown 
effective  in  helping  patients  fall  asleep  promptly,  stay 
asleep  and  sleep  longer.1'7 


2 HCI 
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Distinctive  efficacy... from  sleep  induction 
throughout  the  night  " 

One  30-mg  capsule  of  Dalmane  (flurazepam  HC1)  induces  sleep  swiftly,  on 
average  within  17  minutes,  and  reduces  nighttime  awakenings.2  4-6  On  average, 
patients  obtain  7 to  8 hours  of  sleep  without  repeat  dosage.2  4-6 


...and  night  after  night 

Dalmane  has  been  shown  to  be  consistently  effective  even  during  consecutive 
nights  of  administration,  without  increasing  dosage.1-3-6-7-9 


...with  infrequent  morning  “hang-over.” 7 9 

Most  of  the  2,010  patients  administered  Dalmane  in  paired-night 
clinical  studies7-8awakened  refreshed  and  alert.  Only  a few  complained 
of  the  morning  drowsiness  or  grogginess  often  produced  by  some 
other  sleep  medications. 


Distinctive  record  of  relative  safety 78 


Dalmane 


Dalmane  is  generally  well  tolerated.  While 
dizziness,  drowsiness,  lightheadedness  and  the 
like  have  been  noted  most  often,  particularly  in 
the  elderly  and  debilitated,  physicians  should 
be  aware  of  the  possibility  of  more  serious 
reactions.  Before  prescribing  consult  Complete 
Product  Information,  a summary  of  which 
appears  on  the  following  page. 

...even  in  patients  on 
warfarin  therapy 7 10 

Dalmane  and  warfarin  may  be  used 
concurrently  without  risk  of  unaccept- 
able fluctuation  in  prothrombin  time. 


(flurazepam  HCI) 


One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

when  restful  sleep 
is  indicated 


Please  see  following  page  for  summary  of  Complete  Product  Information. 


restful  sleep 
is  indicatec 

Dalmane 

(flurazepam  HCI) 


■ induces  sleep  within  17 
minutes,  on  average 

■ reduces  nighttime 
awakenings 

■ provides  7 to  8 hours  of 
sleep,  on  average,  with 
a single  dose 


Before  prescribing  Dalmane  (flurazepam 
HCI ),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 


pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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esseva  facite  in  le  position  supine,  generalmente  sin  le 
adjuta  de  oxygeno. 

Takita,  H.,  e Vincent,  R.  G.:  Experientia  con  le  bron- 
chiofiberscopio  flexibile.  New  York  State  J.  Med.  74: 
958  (Junio)  1974. 

Le  experientia  con  le  uso  del  bronchiofiberscopio  flex- 
ibile per  le  diagnose  de  lesiones  maligne  del  arbore  tra- 
cheobronchial in  le  ultime  2 annos  es  presentate.  La 
carcinoma  primari  del  pulmon  o su  cambios  secondari 
esseva  visualisate  in  63  pro  cento  del  casos.  Le  lavage 
bronchial  o le  brossage  dava  diagnoses  cytologic  positive 
in  57  pro  cento  del  casos.  Le  examination  del  sputum 
dava  diagnoses  cytologic  positive  in  80  pro  cento  del 
casos.  De  15  patientes  con  lesiones  pulmonari  meta- 
static, le  lesion  intrabronchial  esseva  visualisate  in  2 
casos:  le  examination  cytologic  dava  resultatos  positive 
in  4 casos.  In  general,  le  bronchiofiberscopia  dava  re- 
sultatos superior  in  quanto  al  diagnose  de  lesion  pulmo- 
nari maligne,  comparate  con  le  resultatos  obtenite  con  le 
bronchioscopio  rigide  conventional. 

Cummings,  V.:  Curation  rigide  immediate  per  le  am- 
putates; avantages  e errores  de  concepto,  New  York 
State  J.  Med.  74:  980  (Junio)  1974. 

Ha  un  controversia  continua  con  respecto  al  benefi- 
cios  del  application  de  un  emplastro  rigide  immediate 
depost  de  un  amputation  major  de  un  extremitate,  se- 
guite  de  supporte  de  peso  e ambulation  24  o 48  horas 
plus  tarde.  Iste  articulo  commenta  le  historia,  le  theo- 
ria  e le  implementation  de  iste  tractamento.  Un  serie 
de  casos  es  summarisate  e le  resultatos  discutite.  Le  av- 
antages e certe  errores  de  concepto  es  signalate. 

Ostow,  M.,  e Cholst,  B.:  Infelicitate  e morbo  mental, 
New  York  State  J.  Med.  74:  984  (Junio)  1974. 

Le  personas  que  demanda  le  adjuta  de  un  centro 
consiliose  rabinic  differe  de  illes  que  consulta  le  psychia- 
tricos.  Pauc  individuos  ha  un  diagnose  plus  seriose  que 
ille  de  un  disturbamento  del  personalitate.  Nonob- 
stante.  le  majoritate  occulta  un  difficultate  con  respecto 
al  relationes  interpersonal,  lo  que  produce  plus  suffren- 
cia  a illos  mesme  a le  membros  familiari  proxime.  Pro- 
babilimente,  le  plus  parte  del  ansietate  non  necessari 
que  es  prevalente  in  le  communitate  es  originate  in  iste 
disturbamento  “minor.”  Le  desiros  de  demandar  adju- 
ta professional  in  le  caso  de  iste  disturbamento,  o de 
morbo  mental  in  general,  es  un  function  non  solmente 
del  grado  de  suffrencia,  mais  etiam  del  typo  specific  del 
defensas  del  individuo.  Intra  un  familia  disturbate  no 
ha  un  relation  necessari  inter  le  persona  que  disveloppa 
un  morbo  clinic,  le  agente  pathogenic  e ille  que  demanda 
adjuta. 

Lipsitz,  P.  J„  e Blatman,  S.:  Neonatos  de  matres  infra 


tractamento  de  mantenimento  con  methadona,  New 
York  State  J.  Med.  74:  994  (Junio)  1974. 

In  un  periodo  de  7 annos,  99  addictos  a narcoticos  que 
tornava  se  gravide  e que  esseva  tractate  (therapia  de 
mantenimento)  con  doses  elevate  de  “blockage”  de 
methadona,  delivrava  100  neonatos  vive.  Le  methado- 
na administrate  al  matres  non  causava  depression  del 
infante  al  delivrantia,  e non  augmentava  le  frequentia 
de  abnormalitates  congenital.  Vinti-sex  (26)  neonatos 
pesava  minus  de  2,500  g;  de  iste,  10  pro  cento  esseva 
parve  per  su  etate  gestational.  Le  symptomas  de  sup- 
pression del  narcoticos  occurreva  in  56  neonatos.  Un 
systema  numerical  de  punctos  es  proposite  pro  evalutar 
le  grado  de  suppression  in  iste  infantes.  Le  problema 
del  abuso  de  multiple  drogas,  in  iste  studio,  es  emphat- 
isate.  In  iste  studio  es  concludite  que  non  omne  neona- 
tos symptomatic  necessita  tractamento.  Un  observa- 
tion ulterior  prolongate  del  pueros  es  necessari  pro  det- 
erminar  le  effectos  del  methadona  in  le  fetus  e le  neona- 
to. 

Morganthau,  J.  E.,  Somkin,  S.,  e Karp,  T.:  Program- 
ma  juvenile  communitari;  programma  de  abuso  de  dro- 
gas e attention  de  salubritate  complete,  New  York  State 
J.  Med.  74:  1000  (Junio)  1974. 

Le  abuso  de  drogas  ha  essite  identificate  como  un  del 
plus  urgente  necessitate  de  salubritate  in  le  juventute 
intra  le  population  del  citates.  Pro  isto,  un  unitate  spe- 
cial esseva  establite  intra  le  servicios  de  attention  de 
salubritate  complete  de  un  centro  medic  universitari. 
Le  utilisation  del  approche  de  gruppo  (“team”)  pro  le 
attention  del  salubritate  e le  extension  extra  communi- 
tari esseva  trovate  particularmente  utile  in  le  donation 
del  attention  de  salubritate  a iste  population.  Le  demo- 
graphia  de  nostre  monstra  es  describite,  e le  possibilitate 
de  un  stato  endemic  es  postulate.  Nostre  methodologia 
de  detoxification  in  un  base  ambulatori  es  detaliate,  e le 
criterio  pro  le  successo  del  therapia  es  considerate. 

Thompson,  J.  B.,  Greenberg,  E.,  Pazianos,  A.,  e 
Pearson,  O.:  Hypophvsectomia  in  le  cancer  prostatic 

metastatic,  New  York  State  J.  Med.  74:  1006  (Junio) 
1974. 

Inter  1953  e 1970,  le  hypophysectomia  transcranial  es- 
seva facite  47  vices  in  le  Hospital  New  York  in  patientes 
con  cancer  prostatic  metastatic.  Con  un  exception,  le 
patientes  suffreva  de  dolor  intense  causate  per  le  metas- 
tasis skeletal  multiple.  Un  remission  initial  del  dolor 
esseva  observate  in  60  pro  cento  del  patientes  durante  le 
periodo  postoperatori  immediate.  In  20  pro  cento  del 
casos,  le  periodo  sin  dolor  esseva  prolongate  inter  6 
menses  e 3 annos.  Un  resposta  previe  al  castration  o al 
therapia  estrogenic  meliorava  le  possibilitate  de  que  le 
hypophysectomia  produceva  un  remission  del  dolor.  Es 
recommendate  que  le  hypophysectomia  sia  facite  tosto 
depost  le  effectos  del  castration  o del  therapia  estrogenic 
ha  disparete. 
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Month  in  Washington 


Triggered  by  the  surprise  introduction  of  a Kennedy- 
Mills  proposal  for  national  health  insurance  and  a major 
effort  by  the  Nixon  Administration  to  get  its  own  bill 
through  this  year,  the  Congress  has  again  started  a “hot 
and  heavy”  debate  on  the  complex  issues  involved. 

Appearing  before  the  House  Ways  and  Means  Com- 
mittee, Russell  B.  Roth,  M.D.,  president  of  the  Ameri- 
can Medical  Association,  warned  that  most  of  the  con- 
gressional push  for  NHI  (national  health  insurance)  is 
based  on  the  false  premise  that  there  is  a health  care  cri- 
sis. 

Dr.  Roth  told  the  Committee, 

The  fact  is  more  people  are  receiving  more  and  bet- 
ter medical  care  from  more  and  better  trained  physi- 
cians in  more  and  better  equipped  facilities  than  ever 
before  in  history.  These  are  not  elements  of  crisis. 
The  fact  also  is  that  the  public,  as  its  opinion  has  been 
judged  in  various  polls,  does  not  perceive  medical  ser- 
vice to  be  a major  problem  area. 

No  doubt  the  Committee  recalls  a recent  Louis 
Harris  poll,  commissioned  by  a Senate  subcommittee 
which  indicated  that,  whereas  64  per  cent  of  the  sam- 
ple identified  inflation  as  our  nation’s  most  serious 
problem,  health  care  rated  fifteenth  or  next  to  last  on 
the  list,  with  only  3 per  cent  of  the  respondents  put- 
ting emphasis  on  this.  Inasmuch  as  any  of  the  pro- 
posals for  extensions  of  Federal  subsidies  for  medical 
service  are  inevitably  inflationary  to  some  degree,  one 
wonders  about  the  advisability  of  further  aggravating 
this  most  serious  problem  in  order  to  attack  a prob- 
lem of  much  lesser  magnitude. 

Poll  after  poll  confirms  that  people  are  generally 
satisfied  with  the  type  of  health  care  they  personally 
receive.  This  satisfaction  relies  on  wide  experience, 
for  some  2.5  million  people  a day  see  a physician.  A 
1971  University  of  Chicago  study,  based  on  a nation- 
wide sample,  found  84  per  cent  of  the  people  satisfied, 
only  10  per  cent  dissatisfied.  Just  last  month  a sur- 
vey commissioned  by  the  Washington  Post  uncovered 
a virtually  identical  pattern  in  this  area.  According 
to  Mr.  Jay  Mathews’  story,  6 of  every  7 local  residents 
are  at  least  “pretty  satisfied”  with  their  medical  care. 
Only  1 person  in  10  expressed  any  measure  of  discon- 
tent. It  would  be  an  interesting  exercise  to  see  if  you 
could  find  another  issue  or  subject  these  days  upon 
which  Americans  would  voice  85  or  90  per  cent  agree- 
ment. 

Reflected  in  the  results  of  the  polls  is  a record  of  at 
least  ten  years  of  substantial  progress.  During  this 
period  the  number  of  American  medical  schools  and 
the  number  of  physicians  available  to  the  American 
public  have  been  increasing.  Physician  numbers  will 
continue  to  increase  at  a pace  which  exceeds  the  gen- 
eral population  growth  rate. 


Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Speaking  strongly  in  support  of  the  AMA-sponsored 
Medicredit  bill  for  NHI,  Dr.  Roth  urged  the  Committee 
to  follow  the  guiding  principles  developed  by  the  AMA 
in  its  proposed  legislation. 

He  said, 

We  are  convinced,  that  financial  barriers  to  medical 
services  are  as  real  for  middle  income  persons  as  for 
the  poor,  that  there  is  a great  virtue  in  attention  to 
ability  to  pay  deductible  and  coinsurance  amounts, 
and  that  our  graded  tax-credit  approach  is  a superior 
feature  in  adjusting  subsidies  to  needs. 

Lashing  out  at  the  Kennedy-Mills  NHI  proposal,  Dr. 
Roth  said, 

It  is  one  thing  to  mandate  the  purchase  of  private 
insurance  by  employers.  It  is  something  quite  differ- 
ent to  institute  increased  payroll  taxes,  destroy  the 
future  of  private  insurance,  and  shift  a well-regarded 
private  function  into  a Federal  agency. 

The  financing  envisioned  in  the  Kennedy-Mills 
proposal  gives  us  several  problems.  It  creates  a mas- 
sive 4 per  cent  increase  in  the  Social  Security  tax. 
Wage  earners  will  not  be  deluded  by  the  fact  that  3 
per  cent  is  to  be  paid  by  employers  and  1 per  cent  by 
employees.  The  public  is  sophisticated  enough  to 
know  that  there  is  no  free  ride  in  this  respect  and  the 
source  of  the  funds  to  pay  for  such  Federal  programs 
is  from  their  compensation. 

We  would  point  out  further  that  under  Social  Secu- 
rity taxes,  he  who  earns  $20,000  a year  pays  the  same 
as  a person  who  earns  $90  or  $100,000.  In  our  view,  it 
would  be  more  equitable  for  those  who  make  more  to 
pay  more.  We  would  prefer  the  sort  of  consistent 
sliding  scale  approach  that  is  embodied  in  the  Medi- 
credit bill.  Finally,  we  would  seriously  question  the 
proposition  that  by  eliminating  the  profit  factor  So- 
cial Security  handling  of  health  insurance  finances 
will  bring  economies  and  efficiencies. 

The  track  record  of  government — our  own  and  oth- 
ers as  well — provides  scant  historical  evidence  that  its 
capacity  to  manage  surpasses  private  management  in 
terms  of  either  efficiency  or  economy. 

Administrative  control  derives  in  large  part  from  fi- 
nancing mechanisms,  and,  since  we  advise  strongly 
against  control  of  a new  program  by  the  Social  Securi- 
ty Administration,  we  would  avoid  Social  Security  fi- 
nancing. 

There  can  be  no  justification  for  the  establishment 
of  a vast  and  expensive  new  corps  of  clerks  and  bu- 
reaucrats dedicated  to  the.  task  of  complicating  what 
should  be  a relatively  simple  program  for  placing  in 
the  hands  of  the  eligible  beneficiary  a policy  of  insur- 
ance or  a contract  for  service  tailored  to  his  needs. 

continued  on  page  934 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone 1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid 12  5 mg 

Iron  (from  Ferrous  Sulfate) 2 82  mg 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.1  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide)  0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 
Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plusthe  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICAT IONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND-B  INJECTABLE:  Vials  of  10  cc. 

Testand-B  “ble,s 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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foradrug 
compendium? 

■ a rlri  irr  info  I lirr^rH 


Adrugcompendium 
of  the  type  I envision 
would  fill  a definite 
need  for  the  practic- 
ing physician.  Such  a 
compendium  would 
give  him  all  the  f 
information  nec-  - 
essary  for  using 
a drug  intelligently,  and  it  would  Fr 


do  so  in  a clear,  concise,  con- 


venient, objective  and  balanced 
fashion. 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 
Education  and  Welfare 


What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use  it, 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactions 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fact, 
a complete  compendium  with  com- 
plete and  current  information 
might  even  eliminate  the  necessity 
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Maker  of  Medicine 


Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


A drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  in 
sponsorship.  They  should  contain 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  year. 


Why 


comj 

irece 


lice: 

15yi 


Dialogue 


Function  of  a Compendium 

A compendium  should  fur- 
nish the  following  information  on 
drugs  in  the  followingorder:  indica- 
tions for  use,  side  effects,  adverse 
drug  reactions,  contraindications, 
drug  interactions,  drug  dosage  and 
the  dosage  forms  marketed.  Drug 
prices  should  not  be  included  be- 
cause they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  set 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  phy- 
sician to  decide,  whether  on  the 
basis  of  the  medical  literature,  his 
own  clinical  experience,  advice  of 
colleagues,  information  supplied 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  on 
how  to  use  drugs.  Rather,  it  must 
be  a reference  source  designed  pri- 
marily to  refresh  his  memory  as  to 
drugs  he  may  not  use  regularly.  It 
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3r  a package  insert  in  many  in- 
:ances.  This  would  constitute  a 
jbstantial  saving  for  the  manu- 
jcturer. 

By  a complete  compendium, 
do  not  mean  a volume  of  prohibi- 

■ ve  size.  You  don’t  need  a book 
escribing  25,000  products  with 

n enormous  amount  of  repetition, 
ather,  drugs  should  be  arranged 
y class.  Mutually  applicable  infor- 
lation  would  be  provided,  along 
ith  brief  discussions  pinpointing 
ifferences  in  specific  drugs  of 
lat  class.  Listings  would  be  cross- 
ldexed  in  a useful  way. 

ther  Available  Documents  as 
ources  of  Information 

Existing  references  such  as 
DR  and  the  AMA  Drug  Evaluation 

■ re  obviously  useful  but  they  are 
icomplete.  Either  they  are  not 
ross-referenced  by  generic  name 
nd  do  not  group  drugs  with  simi- 

• ir  characteristics,  or  they  do  not 

- st  all  the  available  and  legally 
larketed  drugs.  And  some  of 
lose  omitted  may  be  very  useful. 


hould  in  no  way  imply  control  over 
ie  practitioner’s  prerogatives. 

Vhy  Another  Compendium? 

A practicable,  single-volume 
ompendium  cannot,  nor  is  it 
lecessary  to,  include  all  drugs  on 
he  market  today.  From  my  prac- 
ice  of  internal  medicine  for  some 
5 years,  my  experience  as  a con- 
ultant,  and  as  a faculty  member 
f four  or  five  medical  schools,  I 
^ould  estimate  that  a doctor  uses 
inly  30  to  35  drugs  regularly.  The 
. .972  Physicians’  Desk  Reference, 

, ncidentally,  contained  about 
!, 500  entries. 

As  to  whether  there  should  be 
• i federal  compendium,  in  my  opin- 
on,  as  stated  earlier,  the  answer  is 
;asy— there  should  not  be  one.  The 
>roposal  assumes  that  existing 
:ompendia  are  inadequate.  We’re 
lot  sure  of  that  at  all.  Whatever  its 
mperfections,  the  present  drug 
. nformation  system  in  the  U.S.  is 
>pen,  multifaceted,  pluralistic  and 
; ixtensive.  Good  compendia  exist, 
is  well  as  other  ample  sources  on 
Irug  therapy,  ranging  from  journal 
iterature  through  AMA  Drug  Evalu- 
ition  to  company  materials.  Not 
ill  physicians  may  use  such 
sources  as  often  or  as  well  as  they 
■hould,  but  that  is  the  fault  of  the 
nan,  not  of  the  sources. 

In  any  event,  rather  than  pro- 

. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


duce  another  book,  it  makes  much 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level —a  most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium— or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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* * * 

The  day  before  the  AMA  testimony  before  the  Ways 
and  Means  Committee,  HEW  (Health,  Education,  and 
Welfare)  secretary,  Caspar  Weinberger,  told  committee 
members  that  the  Administration  is  dead  serious  about 
pushing  for  enactment  of  a NHI  program  this  year. 

Secretary  Weinberger  came  down  hard  on  the  Ken- 
nedy-Mills  proposal  that  would  move  toward  the  feder- 
alization of  the  nation’s  health  care. 

Discussing  the  “fundamental  differences”  between 
the  so-called  compromise  plan  sponsored  by  Kennedy 
and  Mills  and  the  Administration’s  CHIP  (Comprehen- 
sive Health  Insurance  Plan),  Weinberger  declared:  “I 

would  be  less  than  candid  if  I did  not  stress  how  strongly 
we  are  committed  to  the  basic  principles  of  the  CHIP 
proposal.” 

The  Secretary  told  the  crowded  hearing  room: 

The  national  climate  has  never  been  more  favorable 
for  the  development  of  a sound  concensus  on  a na- 
tional program  of  health  insurance  ...  I am  here  to 
urge — just  as  strongly  as  I possibly  can,  personally 
and  on  behalf  of  the  Administration — that  this  clear 
chance  at  solid  accomplishment  not  pass  without  the 
nation’s  action. 

We  firmly  reject  the  views  of  those  few  who  counsel 
that  no  action  be  taken  until  some  vague  future  time 
when  they  believe  that  their  own  plan  can  be  enacted. 
Such  a time  will  never  arrive. 

A major  reason  for  prompt  action,  Weinberger  said,  is 
the  prospect  that  “the  American  people  appear  to  be  in 
for  a very  rough  period  indeed  as  far  as  health  care  costs 
are  concerned.”  Congress’  failure  to  approve  continued 
wage-price  controls  on  health  could  lead  to  a $4  to  $5 
billion  increase  in  health  care  costs  next  fiscal  year  and 
$9  billion  the  following  year,  he  cautioned. 

If  this  happens,  all  current  cost  estimates  for  various 
NHI  proposals  “would  be  far  too  low.”  He  said,  “the 
Nation  desperately  needs  measures  to  avoid  such  a 
pocketbook  disaster.” 

In  devising  the  CHIP  plan,  based  on  mandated  em- 
ployer health  insurance  plans  for  employees,  Weinber- 
ger said  the  Administration  believed  “it  is  imperative  to 
improve,  rather  than  demolish,  the  present  system.” 
Although  the  Cabinet  secretary  took  swipes  at  all  the 
major  NHI  competitors  to  CHIP,  he  not  surprisingly  re- 
served most  of  his  fire  for  the  Mills-Kennedy  compro- 
mise. This  bill  calls  for  a Social  Security  NHI  financed 
by  a 4 per  cent  tax  and  administered  by  Social  Security 
as  a virtually  independent  agency. 

Mills-Kennedy,  according  to  Weinberger,  “would  take 
a major  step  down  the  road  toward  complete  Federal  fi- 
nancing and  control  of  all  health  care  in  the  United 
States. 

“If  that  policy  approach  were  to  prevail,  1 feel  there 
would  be  no  turning  back.” 

The  financing  of  health  care  is  too  important  to  the 
people  “to  turn  over  to  a Federal  bureaucracy,”  he  as- 
serted. Noting  the  complexities  of  the  health  system 
and  the  relative  lack  of  knowledge  of  its  workings,  he 
said  “in  these  circumstances  the  dangers  of  turning  fi- 
nancial control  of  this  vital  industry  over  to  an  enor- 
mous new  Federal  bureaucracy  are  considerable.” 

Quashing  speculation  that  the  Administration  might 


try  to  reach  an  accommodation  on  the  Mills-Kennedy 
approach,  Weinberger  hammered  away  at  it,  making  it 
plain  that  he  regarded  the  Mills-Kennedy  plan  as  the 
big  danger.  He  said  it  would  stifle  private  initiative 
“under  piles  of  paperwork  and  Federal  regulations.” 

“We  believe  that  the  Federal  role  in  health  financing 
must  be  clearly  limited,  as  it  is  in  CHIP.  National 
health  insurance  should  not  be  the  nationalization  of  the 
health  system.” 

The  Administration  officer  said  Mills-Kennedy  would 
impose  $40  billion  of  new  Federal  taxes  “on  top  of  a tax 
burden  that  many  Americans  already  believe  is  exces- 
sive.” Furthermore,  Weinberger  said,  “Payroll  taxes 
are  a much  greater  burden  on  the  poor  than  is  general 
revenue  financing.” 

He  said  the  Kennedy-Mills  plan  would  virtually  elim- 
inate privately  administered  health  insurance  and  sub- 
stitute a fully  Federally  financed  and  administered  sys- 
tem. “Our  present  system  should  be  improved  upon 
rather  than  dismantled  in  favor  of  a costly,  inflexible 
Federal  system.” 

“The  budgetary  impact  on  the  Federal  government, 
Weinberger  maintained, ”is  simply  unacceptable.” 

* * * 

The  government’s  procedures  to  assure  that  PSROs 
(Professional  Standards  Review  Organizations)  repre- 
sent physicians  in  their  local  areas  have  been  an- 
nounced. 

The  PSRO  law  requires  that  the  HEW  department, 
before  entering  into  an  agreement  with  an  organization 
to  be  the  PSRO  for  an  area,  must  notify  the  physicians 
of  that  area  of  the  intent.  The  physicians  then  have  the 
opportunity  to  object  to  a specific  organization  being 
named  as  the  PSRO.  The  method  to  be  used  in  noti- 
fying the  nation’s  physicians  of  the  proposed  PSROs 
and  the  subsequent  steps  to  be  taken  in  assuring  that 
the  organizations  are  acceptable  to  the  physicians  are 
detailed  in  the  Federal  Register  of  April  16,  1974. 

HEW  Secretary  Caspar  Weinberger  said,  < 

In  keeping  with  the  PSRO  legislation,  we  have  de- 
veloped procedures  to  assure  that  the  organizations 
established  as  PSROs  throughout  the  country  are 
truly  representative  of  the  physicians  in  each  of  the 
PSRO  areas.  It  is  the  local  physicians  who  will  plan, 
operate,  and  control  the  PSRO  in  each  area,  and, 
therefore,  the  organization  designated  as  the  PSRO 
must  be  their  organization. 

When  the  Secretary  has  determined  that  a local  phy- 
sician organization  is  qualified  to  perform  the  PSRO 
functions  required  by  law,  he  will  notify  the  area’s  phy- 
sicians and  other  health  professionals  by  announce- 
ments in  the  local  press  and  mailed  notices  to  physician 
and  hospital  organizations  active  in  the  area.  The  no- 
tice will  also  be  published  nationally  in  the  Federal  Reg- 
ister. 

The  notice  will  announce  the  Secretary’s  intent  to 
enter  into  a financial  agreement  with  a specific  organi- 
zation, describe  the  organization,  and  indicate  that  ac- 
tive, practicing  physicians  in  the  area  have  thirty  days  in 
which  to  protest  the  proposed  selection.  If  less  than  10 
per  cent  of  the  local  area’s  physicians  object  to  the  pro- 
posed organization,  the  law  provides  that  the  Secretary 
can  designate  and  fund  the  PSRO  that  he  has  chosen. 

continued  on  page  937 
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the  balanced  bronchodilator 

• Quibron  Plus  provides  a balance  of 
bronchodilation,  sedation,  and  expec- 
torant activity  in  a unique  formulation 

• theophylline  PLUS  ephedrine  for  relief 
of  bronchiolar  constriction 


For  brief  summary,  please  see  facing  page. 


• PLUS  glyceryl  guaiacolate  to  facilitate 
expectoration 

• PLUS  butabarbital,  the  mild, 
intermediate-acting  sedative 
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second  wind  for 
bronchospastics 

QUIBRON  PUIS 


Each  capsule  or  tablespoon  (15  ml.)  elixir  contains:  theophylline 
(anhydrous)  150  mg.,  glyceryl  guaiacolate  100  mg.,  ephedrine  HCI 
25  mg.,  and  butabarbital  20  mg.  (Warning:  may  be  habit-formiiig). 
Elixir:  alcohol  15% 


QUIBRON  PUIS 

Each  capsule  or  tablespoon  (15  ml.)  elixir  contains: 
theophylline  (anhydrous)  150  mg.,  glyceryl  guaia- 
colate  100  mg.,  ephedrine  HCI  25  mg.,  and  butabar- 
bital  20  mg.  IWtrnini:  may  bt  habit  forming/  Elixir: 
alcohol  15% 


for  comprehensive  relief 
in  manybronchospastic  disorders 


Indications:  Based  on  a review  of  a 
similar  drug  by  the  National  Acad- 
emy of  Sciences— National  Research 
Council  and/or  other  information, 
FDA  has  classified  the  indications 
as  follows: 

"Possibly”  effective:  bronchial 
asthma:  bronchitis,  bronchiectasis, 
and  emphysema  in  which  broncho- 
spasm  is  present:  the  relief  of  bron- 
chospasm;  hay  fever;  nasal  allergy: 
or  for  use  as  an  expectorant. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


Dosage:  Adults:  1-2  capsules  or  1-2 
tablespoons  elixir  2-3  times  daily.  Chil- 
dren 8 to  12:  1 capsule  or  1 tablespoon 
elixir  (15  ml.)  2-3  times  daily.  Children 
under  8:  Up  to  lh.  teaspoon  (2.5  ml.) 
elixir  per  10  lb.  body  weight,  2-3  times 
daily.  Dosage  should  be  adjusted  on 
an  individual  basis. 

Contraindications:  Contraindicated  in 
patients  who  are  sensitive  to  any  in- 
gredient of  the  formulation. 
Precautions:  Do  not  administer  more 
frequently  than  every  6 hours,  or  within 
12  hours  after  rectal  dose  of  any  prep- 
aration containing  theophylline  or 
aminophylline.  Do  not  give  other  com- 
pounds containing  xanthine  deriva- 
tives concurrently.  Use  cautiously  in 
patients  with  cardiovascular  disease, 
hypertension,  hyperthyroidism,  pros- 
tatic hypertrophy,  hepatic  disease,  im- 
paired renal  function,  glaucoma,  dia- 
betes. Do  not  exceed  recommended 
dose.  Be  aware  of  the  possible  effects 
from  concomitant  doses  of  other  sym- 
pathomimetic amines.  Caution  parents 
against  overdosage  in  children. 
Adverse  Reactions:  Theophylline  may 
exert  some  stimulating  effect  on  the 
central  nervous  system.  Its  adminis- 
tration may  cause  local  irritation  of  the 
gastric  mucosa,  with  possible  gastric 
discomfort,  nausea,  and  vomiting.  Tak- 
ing Quibron  Plus  after  meals  may  help 
avoid  such  disturbances.  Central  Ner- 
vous System:  Nervousness,  jitteriness, 
vertigo,  and  sedation;  Cardiovascular: 
Tachycardia  (palpitation);  Miscellane •' 
ous:  Precordial  pain. 

How  Supplied:  Elixir  in  bottles  of  1 pint; 
capsules  in  bottles  of  100. 
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However,  if  more  than  10  per  cent  do  object,  the  Secre- 
tary will  conduct  polls  of  the  physicians  in  the  area. 
HEW  will  mail  a ballot  to  each  physician  who  practices 
in  the  area  on  which  he  can  indicate  whether  the  organi- 
zation provisionally  selected  by  the  Secretary  does  or 
does  not  represent  him. 

A thirty-day  period  will  be  allowed  for  the  ballots  to 
be  returned.  If  more  than  50  per  cent  of  the  respon- 
dents to  the  poll  indicate  that  the  organization  does  not 
represent  them,  the  Secretary  will  no  longer  consider 
that  organization  for  PSRO  designation.  If  less  than 
half  object,  the  Secretary,  by  law,  can  conclude  his 
agreement  with  the  local  PSRO. 

* * * 

The  government  has  labeled  as  “factually  inaccurate 
and  misleading”  a kit  on  PSROs  prepared  by  the  Ameri- 
can Medical  Association. 

In  a critique  of  the  kit  the  Health,  Education,  and 
Welfare  Department  said  that  many  of  the  PSRO  re- 
view functions  actually  are  embodied  in  the  Social  Secu- 
rity Act’s  Medicare  and  Medicaid  provisions  which  were 
approved  long  before  PSRO. 

The  HEW  report  contends  that  the  purpose  of  PSRO 
“was  to  give  practicing  physicians  priority  in  undertak- 
ing the  review  of  care  provided  rather  than  have  the  re- 
view performed  by  those  outside  the  medical  profes- 
sion.” 

Contents  of  the  kit,  entitled  “PSRO — Deleterious  Ef- 
fects,” have  been  criticized  by  HEW  and  Sen.  Wallace 
Bennett  (R.,  Utah),  chief  Congressional  sponsor  of  the 
PSRO  provision.  The  kit  was  prepared  and  distributed 
by  the  AMA  at  the  behest  of  the  AMA’s  House  of  Dele- 
gates to  alert  the  medical  profession  to  the  dangers  of 
such  a review  system. 

* * * 

Theodore  Cooper,  M.D.,  has  been  appointed  deputy 
to  assistant  HEW  secretary  for  health,  Charles  Ed- 
wards, M.D.  Dr.  Cooper  is  director  of  the  National 
Heart  and  Lung  Institute.  Henry  Simmons,  M.D.,  who 
has  been  serving  as  Dr.  Edwards’  right-hand  man,  will 
continue  to  hold  a deputy  position  but  will  concentrate 
henceforth  most  of  his  efforts  at  directing  the  PSRO 
program.  Dr.  Cooper  is  regarded  as  one  of  the  govern- 
ment’s most  able  health  officers.  One  of  the  first  heart 
transplant  researchers,  he  is  a renowned  expert  on  the 
heart. 

* * * 

John  Chase,  M.D.,  a Veterans  Administration  career 
medical  official  for  twenty-two  years,  has  been  appoint- 
ed Chief  VA  Medical  Director.  VA  administrator,  Don- 
ald Johnson,  also  announced  the  appointment  of  Lau- 
rance  Foye,  Jr.,  M.D.,  as  deputy  chief  medical  director 
of  the  agency.  Dr.  Chase  is  succeeding  Marc  Musser, 
M.D.,  w'ho  resigned.  Foye  replaces  Benjamin  Wells, 
M.D.,  who  retired  January  23,  1974. 


June  1974/New  York  State  Journal  of  Medicine  937 


Ampoules,  equivalent  to  1 Gm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
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Editorials 


Privacy  and  freedom  are  one  in  medicine 


The  news  media  must  respect  the  personal  as- 
pects of  an  individual’s  illness.  Failure  to  do  so 
can  lead  to  unwarranted  embarrassment  and  do 
considerable  harm.  The  pressure  to  obtain  a 
“scoop”  and  release  same  forthwith,  without  prior 
permission,  is  diminishing  the  stature  of  the  news 
gathering  and  distribution  media.  The  scandal- 
ous incident  with  the  illness  of  the  late  Frank 
Hogan,*  shows  the  need  for  reform.  This  error  is 
acquiring  increasing  importance  with  the  comput- 
er making  a permanent  record  of  all  such  facts,  in- 
cluding those  that  can  be  mighty  private  and  per- 
sonal. 

A recent  comic  strip  dealt  with  the  debacle  that 

♦The  nature  of  his  illness  was  established  by  xeroxing  a part 
of  his  hospital  record. 


followed  when  a magazine  appeared  repeatedly 
after  many  requests  were  made  by  the  subscriber 
that  the  subscription  be  cancelled.  In  despera- 
tion, the  recipient  finally  wrote  “deceased”  across 
the  front  of  the  magazine  cover.  The  computer 
got  this  in  the  record,  and  literally  all  hell  broke 
loose!  His  credit  cards  were  cancelled  and  he 
began  receiving  memorial  notices  addressed  to  his 
widow,  and  so  on — most  troublesome  and  persis- 
tent. This  went  on  and  on  with  all  the  dogged  de- 
termination of  the  impersonal  computer  record;  it 
just  got  to  be  a serious  situation.  It  took  consider- 
able effort  to  correct  this  original  bland  error.  It 
is  never  possible  to  reverse  the  harm  done  by  a 
news  release  of  a fatal  illness! 

A. A. A. 


New  Fifth  Pathway  program  for  training  and 
licensure  of  foreign  graduates 


With  no  chauvanism  intended,  one  cannot  but 
be  disturbed  by  noting  the  listing  of  new  members 
in  the  county  medical  society  bulletins  and  the 
noteworthy  absence  of  American  graduates.  Can 
it  be  that  American  graduates  are  all  going  into 
full-time  practice  in  hospitals,  and  therefore  are 
thereby  being  diverted  from  interest  in  organized 
medicine.  If  so,  this  is  an  unhealthy  situation. 

It  seems  sad  that  so  many  of  our  young  men  in- 
terested in  becoming  physicians  cannot  enjoy  such 
an  opportunity  to  meet  their  hopes  and  ambitions 
in  our  own  medical  colleges;  so  many  of  them  are 
compelled  to  go  abroad. 

On  their  return  to  this  country  they  find  consid- 


Awards 


Bernstein  Award.  The  Albion  0.  Bernstein, 
M.D.,  Award  is  given  to  a physician  or  scientist 
who  has  made  a widely  beneficial  scientific  discov- 
ery in  medicine.  This  award,  presented  under  the 
auspices  of  the  Medical  Society  of  the  State  of 
New  York,  was  established  by  the  late  Morris  J. 


erable  difficulty  in  getting  internships  and  appro- 
priate recognition  ultimately  to  become  licensed 
practitioners.  The  new  Fifth  Pathway  promises 
to  do  a great  deal  to  correct  this  sad  situation.  A 
recent  news  release  noting  the  effectiveness  and 
the  great  promise  of  this  new  Fifth  Pathway  pro- 
gram, which  several  hospitals  and  medical  schools 
in  the  State  are  undertaking  to  help  solve  this 
problem.  Such  efforts  deserve  our  every  consider- 
ation and  support  for  American  students  studying 
abroad  as  well  as  foreign  graduates  from  other 
countries. 

A.A.A. 


Bernstein  to  perpetuate  the  memory  of  his  son,  a 
physician  who  tragically  lost  his  life  while  re- 
sponding to  a medical  call. 

The  corecipients  of  the  award  this  year  were  the 
late  Solomon  A.  Berson,  M.D.  (Fig.  1),  and  his  as- 
sociate, Rosalyn  S.  Yalow,  Ph.D.  (Fig.  2),  for  their 
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FIGURE  1.  Solomon  O.  Berson,  M.D. 


outstanding  work  in  developing  immunoassay  of 
hormones  and  other  biological  products,  thus  per- 
mitting further  exploration  in  the  fields  of  endo- 
crinology and  pharmacology  by  this  more  precise 
means  of  study.  This  new  technique  has  expand- 
ed our  understanding  of  a number  of  fields  of  med- 
icine. 

Doctors  Solomon  A.  Berson  and  Rosalyn  Yallow 
made  many  major  revolutionary  contributions  to 
numerous  fields  of  medicine,  and  the  techniques 
they  pioneered  have  been  extended  to  many  disci- 
plines. In  their  fundamental  studies  on  the  kinet- 
ics of  circulating  insulin,  they  appreciated  the  fact 
that  their  discovery  of  insulin  antibodies  could 
form  the  basis  of  the  radioimmunoassay  tech- 
nique. Utilizing  the  basic  principles  of  such  a 
technique  and  their  own  detailed  knowledge  of  the 
physics  and  chemistry  of  this  technique,  they  de- 
veloped such  assays  for  other  hormones,  most 
notably  growth  hormone,  ACTH,  parathormone, 
and  gastrin.  The  development  of  such  techniques 
provided  a means  for  the  initiation  of  studies  de- 
signed to  elucidate  the  physiology  and  chemistry 
of  hormone  secretion.  These  investigators  also 
made  major  contributions  to  classic  studies  in  the 
kinetics  of  albumin  synthesis  and  degradation. 

Redway  Medal  and  Award.  The  Twelfth  An- 
nual Redway  Medal  and  Award  was  given  to  the 
best  article  published  during  1973,  in  the  Journal. 
This  year  this  honor  went  to  Cedric  S.  Raine, 
Ph.D.,  and  Bernard  N.  Fields,  M.D.  (Fig.  3),  for 
their  article  on  “Neurotropic  Viruses  and  the  De- 
veloping Brain,”  which  was  published  in  the  May 
15,  1973,  issue  of  the  Journal.  Their  study  gives  a 


FIGURE  2.  Samuel  Gordon,  attorney,  Rosalyn  Yalow, 
Ph.D.,  and  Thomas  F.  McCarthy,  M.D. 


FIGURE  3.  Cedric  S.  Raine,  Ph.D.,  Thomas  F.  McCarthy, 
M.D.,  and  Bernard  N.  Fields,  M.D. 


FIGURE  4.  Anthony  A.  Albanese,  Ph.D.,  Mary  Kreek, 
M.D.,  Mrs.  William  Flammond,  and  Thomas  F.  McCarthy, 
M.D. 

deeper  understanding  of  the  relation  of  develop- 
ment to  the  mechanisms  involved  in  the  produc- 
tion of  congenital  and  perinatal  defects  of  viral 
cause.  The  detailed,  well-illustrated,  and  tabular 
presentation  of  such  defects  in  man  and  animal 
gives  insight  into  several  forms  of  congenital  de- 
fects and  points  to  measures  for  possible  prophy- 
laxis. 


il 
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Distinguished  Service  Awards.  The  Distin- 
guished Service  Award  is  usually  given  only  to 
members  of  the  Editorial  Board  for  service  to  the 
Journal.  This  year  the  Distinguished  Service 
Award  was  renamed  the  William  Hammond 
Award  for  Distinguished  Service  to  honor  William 
Hammond,  M.D.,  for  his  many  years  of  service  as 
Editor  of  the  Journal.  This  is  in  token  of  our  ap- 
preciation for  what  Dr.  Hammond  did  for  the 
Journal;  Mrs.  Hammond  was  present  at  the  cere- 
mony. 


Medicine  in  review — 1973 

(Prepared  by  the  American  Medical  Association 
Science  News  Section) 

Dominating  the  news  in  American  medicine  during 
1973  were  concrete  advances  in  the  areas  of  cancer  and 
cardiovascular  disease  research,  prevention  and  treat- 
ment, molecular  biology,  and  immunology. 

Medical  activities  during  the  year  included:  (1)  the 

delivery  of  cancer  research  results  to  the  American  peo- 
ple; (2)  findings  that  link  the  common  herpes  simplex 
viruses  with  nine  types  of  cancer;  (3)  creation  of  the  first 
artificial  gene  with  potential  for  life  function;  (5)  the 
development  of  a technique  for  the  enzymatic  dispersal 
of  rabbit  lung  into  individual  viable  cells;  (6)  implanta- 
tion of  about  190  nuclear-powered  pacemakers;  (7)  a nu- 
clear scanning  method  for  identifying  the  damaged  area 


This  year,  the  actual  award  was  given  to  two 
members  of  the  Associate  Editorial  Board,  who 
have  contributed  a great  deal  to  the  reviewing  of 
manuscripts  and  added  their  careful  analyses  and 
criticisms  over  a number  of  years,  Anthony  A.  Al- 
banese,  Ph.D.,  and  Vincent  P.  Dole,  M.D.  Dr. 
Dole  was  out  of  the  country  at  the  time  the  presen- 
tation was  made  and  Mary  Kreek,  M.D.  (Fig.  4), 
was  present  to  accept  the  award  for  him. 

A. A. A. 


of  the  heart  in  coronary  patients;  (8)  blueprints  for  a na- 
tional blood  program;  (9)  new  prosthetic  devices;  and 
(10)  the  opening  of  three  new  medical  schools. 

The  cancer  program.  The  National  Cancer  Insti- 
tute (NCI)  estimates  51  million  Americans  living  today 
will  develop  some  form  of  cancer  and  two-thirds  of  them 
or  34  million  will  die  from  this  disease.  In  fact,  one  of 
every  six  deaths  in  the  United  States  is  due  to  cancer. 

During  1973,  79,000  new  cases  of  lung  cancer  were 
diagnosed.  Some  72,000  died  of  lung  cancer.  Ranking 
second  on  the  cancer  mortality  scale,  colon  and  rectal 
cancer  took  47,000  lives;  23,000  women  died  of  breast 
cancer. 

A major  accomplishment  in  the  second  year  of  the  na- 
tional cancer  program,  the  first  such  coordinated  effort 
organized  by  any  nation  against  a specific  disease,  was 
the  delivery  of  research  results  to  the  American  people. 
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The  Cancer  Control  Program  of  NCI  intensified  its 
efforts  to  apply  recent  research  findings  to  the  preven- 
tion, diagnosis,  treatment,  and  rehabilitation  of  patients 
who  have  all  forms  of  cancer.  Twelve  comprehensive 
cancer  centers,  the  forerunners  of  a national  network, 
engage  in  the  whole  range  of  cancer  biomedical  research 
and  assist  other  medical  institutions  in  their  regions  to 
improve  their  control  programs. 

Also  during  the  past  year,  the  NCI  joined  forces  with 
the  American  Cancer  Society  to  demonstrate  new  detec- 
tion techniques  for  breast  cancer;  collaborated  with 
HEW’s  National  Clearinghouse  for  Smoking  and  Health 
in  an  effort  to  reduce  the  number  of  cancers  that  have 
been  linked  to  smoking;  and  instituted  efforts  to  devel- 
op model  rehabilitation  services  which  can  be  replicated 
throughout  the  country  to  help  effectively  treated  can- 
cer patients  return  to  a normal  life. 

Among  the  major  advances  in  cancer  research  were: 

1.  The  first  evidence  that  some  forms  of  advanced  non- 
Hodgkins  lymphoma  can  be  controlled  for  long  periods. 

2.  Immunological  findings  that  strengthen  the  associa- 
tion between  relatively  common  herpes  simplex  viruses 
and  nine  forms  of  human  cancer.  3.  Development  of  a 
national  program  to  maintain  current  information  on 
cancer  incidence,  cancer  deaths,  and  the  number  of  can- 
cer patients,  how  they  are  being  treated,  and  the  results 
of  treatment.  4.  A preliminary  but  promising  ap- 
proach to  immunotherapy  for  acute  leukemia  patients. 
5.  New  evidence  of  virus  information  in  human  leuke- 
mia cells  which  may  lead  to  improvements  in  under- 
standing, diagnosing,  and  treating  the  disease.  6. 
Creation  of  the  first  artificial  gene  with  potential  for  life 
function. 

The  first  major  indication  that  patients  with  some 
non-Hodgkins  lymphomas  can  achieve  extended  dis- 
ease-free survival  without  continued  treatment  was  re- 
ported by  NCI  scientists.  Eighty  previously  untreated 
patients  with  various  types  of  advanced  non-Hodgkins 
lymphomas  were  given  a six-month  course  of  drug  treat- 
ment using  one  of  three  basic  drug  combination  treat- 
ments. Of  the  study  group,  45  per  cent  achieved  com- 
plete remissions,  with  more  than  half  of  the  patients’  re- 
missions lasting  one  to  seven  years. 

A research  team,  headed  by  Albert  Sabin,  of  polio 
vaccine  fame,  have  identified  the  ordinary  herpes  sim- 
plex viruses — one  of  the  sources  of  man’s  most  common 
viral  infections— as  etiologically  linked  to  nine  human 
cancers  and  ruled  out  as  factors  in  20  others.  The  can- 
cers in  which  HSV  has  been  implicated  are  lip,  mouth, 
oropharynx,  nasopharynx,  kidney,  bladder,  prostate, 
cervix,  and  vulva. 

The  sites  of  noninvolvement  are  the  gum,  tongue,  ton- 
sil, salivary  gland,  accessory  sinus,  epiglottis,  ovary,  tes- 
tis, liver,  thyroid,  uterus,  lung  and  bronchus,  stomach, 
colon,  and  breast. 

A number  of  investigators  have  demonstrated  that 
antiserums  produced  in  heterologous  animals  by  the  in- 
jection of  leukemia  cells  detect  antigens  associated  with 
leukemia.  In  recently  reported  studies,  antiserums 
were  raised  by  injecting  rabbits  with  cell  membrane 
components  from  a lymphoid  tissue  culture  cell  line 
taken  from  a patient  with  Burkitt  lymphoma. 

Clinical  studies  demonstrate  that  this  antigen  appears 
at  the  time  of  the  acute  phase  of  the  disease  and  disap- 
pears from  the  cell  surfaces  as  the  patients  are  induced 
into  remission  with  chemotherapy.  Also,  substances 
blocking  the  reactivity  of  this  antisera  have  been  found 


in  the  serums  of  patients  with  the  acute  phase  of  their 
disease. 

The  ability  to  detect  leukemia-associated  antigens 
may  have  applicability  in  clinical  diagnosis  and  treat- 
ment. The  demonstration  that  this  particular  anti- 
gen(s)  disappeared  with  the  treatment  and  corre- 
sponded with  the  morphologic  criteria  of  remission  may 
prove  of  value  in  following  therapeutic  approaches  to 
this  disease.  For  example,  using  serologic  reactivity  of 
peripheral  cells  from  patients  undergoing  chemothera- 
py, this  technique  could  predict  when  chemotherapy 
should  be  reinstituted.  If  such  a test  proves  to  be  pre- 
dictive of  relapse,  earlier  institution  of  chemotherapy 
may  result  in  less  morbidity  and  longer  remission  of  the 
disease. 

During  1973,  reports  by  NCI  scientists  and  others  re- 
vealed the  presence  of  rather  incomplete  virus  informa- 
tion in  some  human  breast  cancers  and  leukemia.  Dur- 
ing the  same  year,  many  virologists  began  to  reexamine 
the  basic  nature  of  the  RNA  type  C virus,  questioning 
whether  RNA  viruses  of  cancer-causing  potential  occur 
in  latent  form  in  every  individual  at  conception  or 
whether  they  are  introduced  by  external  stimuli  later  in 
life. 

According  to  the  virus  gene  theory  proposed  in  1969, 
RNA  virus  genes  are  present  from  conception  in  every 
living  cell  as  part  of  the  inherited  genetic  material. 
This  theory  purports  that  genes  are  activated  to  produce 
cancer  only  in  certain  individuals  as  a result  of  trigger- 
ing by  radiation,  chemicals,  other  viruses,  hormones,  or 
other  factors. 

Conversely,  studies  conducted  at  Columbia  Universi- 
ty of  the  hereditary  chemicals  found  in  white  blood  cells 
from  two  sets  of  identical  twins  in  which  one  member  of 
each  pair  had  leukemia  suggested  that  the  virus  gene 
theory  may  not  apply  to  all  human  cancers.  Those 
twins  with  leukemia  had  chemical  sequences  in  their 
cells  related  to  leukemia  causing  viruses  of  animals,  but 
each  healthy  twin’s  blood  cells  were  free  of  these  virus 
related  chemical  sequences. 

Since  identical  twins  are  produced  by  the  union  of  one 
sperm  and  one  egg,  each  twin  should  have  the  same  he- 
reditary chemical  characteristics.  This  was  not  the 
case,  suggesting  that  the  chemical  aberration  in  the  leu- 
kemic twin’s  DNA  resulted  from  factors  affecting  the 
cells  after  conception  or  after  birth  rather  than  from  a 
virus  gene  present  from  conception. 

The  first  wholly  artificial  gene  with  the  potential  for 
functioning  inside  a living  cell  was  synthesized  by  Nobel 
laureate  Har  Bobind  Khorana  and  associates  at  the 
Massachusetts  Institute  of  Technology.  The  gene  is  a 
125-unit  DNA  fragment  made  up  of  the  same  chemical 
components  as  human  animal  bacterial  nucleic  acids. 
This  discovery  may  constitute  a major  breakthrough  in 
understanding  human  genes  and  the  gene  abnormalities 
believed  to  be  associated  with  cancer. 

Another  significant  advance  in  experimental  immu- 
notherapy was  the  development  of  a rabbit  antiserum  to 
a mouse  cancer,  which  when  injected  into  cancerous 
mice  not  only  hones  and  binds  to  the  tumor  tissue  but 
also  flags  it  as  “foreign”  so  that  the  mouse’s  host-de- 
fense system  attacks  and  destroys  the  tumor. 

This  experiment  validated  that  mice  given  ovarian 
carcinoma,  and  then  treated  with  the  antiserum  were 
cured  and  remained  disease-free  after  several  months’ 
follow-up.  When  control  animals  were  injected  with  the 
tumor,  but  not  given  the  antiserum,  90  per  cent  died. 
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Camalox 
fights 

acid  longer 

Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
ofCamaloxSuspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  1 20 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needsCamalox,  the  antacid  with  hour  power. 

Longer-acting 

Camalox 


magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
antacid 
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Needed  By  Our  Medical  Schools  — 

MONEY  NOT  "TIED  DOWN”! 

Our  medical  schools  need  flexible  financial  aid  - the 
kind  that  AMA  Education  and  Research  Founda- 
tion funds  provide.  Medical  schools  receive 
AMA-ERF  money  WITHOUT  STRINGS  AT- 
TACHED. It  may  be  used  as  they  see  fit  to 
solve  their  most  pressing  financial  problems. 

LOAN  GUARANTEE  FUND 

Have  you  tried  to  borrow  money  lately?  More  specifically,  a long-term  un- 
secured loan?  Most  lending  institutions  do  not  make  that  kind  of  loan,  even  for  a 
worthy  reason  like  medical  education.  The  Loan  Guarantee  Fund  was  established 
to  aid  medical  students,  interns  and  residents.  If  all  other  resources  are  exhausted, 
they  can  borrow  up  to  SI, 500  a year  ($10,000  maximum).  AMA-ERF  guarantees 
repayment  of  both  principal  and  interest  to  the  participating  banks,  who  make 
students  loans  as  a public  service.  Contributions  to  AMA-ERF  are  tax  deductible. 


AMA-ERF  DONATION  FORM 

Name  of  person  to  be  honored  or  memorialized: 

Name  and  address  of  member  of  family  to  be  notified: 


Amount  of  gift: 

Designated  for:  Q Loan  Guarantee  Fund 

□ Name  of  Medical  School 

Q Fund  for  Medical  Schools  (to  be  divided  equally  among  all 
medical  schools) 

Contributor  

Address 

Mail  donation  to  your  AMA-ERF  N.Y.  State  Chairman, 

Mrs.  William  E.  Homan,  75  Heatherbloom  Road,  White  Plains,  N.Y.  10605 
Make  checks  payable  to  AMA-ERF. 


948  New  York  State  Journal  of  Medicine/June  1974 


Scientific  Articles 


Accelerated 
Coronary  Artery 
Disease 

Arteriographically 

Proved 


Analysis  of  risk  factors 


DAVID  T.  NASH,  M.D.,  F.A.C.P.,  F.A.C.C. 

Syracuse,  New  York 

NATALIE  CALDWELL 

Syracuse,  New  York 

DAVID  ANCONA 

Boston,  Massachusetts 

Clinical  Associate  Professor  of  Medicine,  Upstate  Medical  Center 
(Dr.  Nash);  Medical  student,  Upstate  Medical  Center  (Miss 
Caldwell);  and  Undergraduate,  Boston  University  (Mr.  Ancona) 


Recent  studies  have  shown  high  serum  lipids, 
cigarette  smoking,  hypertension,  and  diabetes  to 
be  common  precursors  of  coronary  atherosclero- 
sis.1 In  managing  cardiac  patients  it  would  be 
useful  to  know  the  relative  importance  of  these 
factors  in  the  progression  of  coronary  artery  dis- 
ease. Therefore,  a retrospective  study  of  the  rec- 
ords of  80  patients  with  coronary  artery  disease 
who  underwent  repeated  coronary  arteriography 
was  undertaken  in  an  attempt  to  relate  these  fac- 
tors to  progression  of  the  atherosclerosis,  as  dem- 
onstrated in  repetitive  coronary  arteriography. 
The  accuracy  of  coronary  arteriography  in  deter- 
mining the  extent  of  coronary  artery  disease  has 
been  established  in  a study  by  Kemp  et  a/.,2  corre- 
lating angiographic  with  postmortem  results. 

Method 

The  records  of  80  patients  with  coronary  artery 
disease,  16  females  and  64  males,  who  had  under- 


A  retrospective  study  of  80  patients  with  coronary 
artery  disease  who  had  repeated  coronary  arteriog- 
raphy was  performed.  The  indication  for  the  re- 
peat angiography  was  primarily  progressive  or  re- 
current chest  pain.  Group  1 consisted  of  58  pa- 
tients (11  females  and  47  males)  who  showed  defi- 
nite progressive  disease  in  the  interval  between 
coronary  arteriograms.  Factors  investigated  in- 
cluded sex,  age,  smoking  habits,  diabetes,  hyper- 
tension, cholesterol,  triglycerides,  and  family  his- 
tory of  coronary  artery  disease.  Hyperlipidemia 
provided  the  only  factor  demonstrating  a statisti- 
cally significant  difference  between  the  two 
groups.  Group  2 consisted  of  5 females  and  17 
males  without  progression. 


gone  repeated  coronary  arteriography  in  the  peri- 
od 1961  to  1972  and  for  whom  blood  lipid  values 
were  available,  were  examined.  These  80  patients 
were  selected  on  the  basis  of  almost  1,000  angio- 
grams and  were  the  only  ones  in  whom  repeat  cor- 
onary arteriography  was  available.  Unfortunately 
complete  lipid  studies  were  not  always  available, 
but  all  had  at  least  a single  cholesterol  and/or  tri- 
glyceride determination.  The  entire  group  was 
studied  by  the  Sones  technique.  The  interval  be- 
tween coronary  arteriographies  ranged  from  a 
minimum  of  three  months  to  a maximum  of  nine 
years.  The  average  interval  was  23.7  months. 

The  patients  were  divided  into  two  groups  ac- 
cording to  whether  or  not  there  was  arteriographic 
evidence  of  progression  of  their  coronary  artery 
disease  between  the  initial  and  the  final  study. 
Group  1 consisted  of  58  patients,  11  females  and 
47  males,  who  showed  progression.  Group  2 con- 
sisted of  5 females  and  17  males  who  did  not.  In 
42  instances  there  was  documented  progression  in 
more  than  one  vessel.  Progression  was  identified 
when  a previously  entirely  normal  single  vessel 
showed  patchy  irregularities,  when  patchy  irregu- 
larities progressed  to  a minimum  of  50  per  cent 
narrowing,  when  a 50  per  cent  narrowing  advanced 
to  75  per  cent,  when  a 75  per  cent  previous  narrow- 
ing became  90  per  cent,  and  finally  when  a 90  per 
cent  narrowing  evolved  into  a total  occlusion. 

The  factors  noted  from  each  patient’s  chart 
were  progression  of  coronary  artery  disease,  sex, 
age,  smoking  habits,  family  history  of  heart  dis- 
ease, history  of  diabetes  or  hypertension,  and 
serum  cholesterol  and  triglyceride  levels.  Ciga- 
rette smoking  was  defined  by  the  maximum  num- 
ber of  packs  per  day  the  patient  reported  having 
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TABLE  I.  Age  and  sex  distribution  of  patients 


- — Group  1 — - - — Group  2 — - 

Num-  Per  Num-  Per 

Sex  and  Age  ber  Cent  ber  Cent 


Sex 

Male 

47 

81 

17 

77 

F emale 

11 

19 

5 

23 

Age  (Y  ears)  * 

30  to  39 

8 

14 

5 

23 

40  to  49 

16 

27 

4 

18 

50  to  59 

26 

45 

8 

36 

60  to  69 

8 

14 

4 

18 

70  to  79 

1 

5 

* Average  age:  Group  1,  51.9  years  and  Group  2,  50.6  years. 


smoked,  even  if  the  patient  stopped  smoking  in 
the  interval  between  coronary  arteriograms. 
Serum  samples  were  collected  after  an  overnight 
fast,  and  cholesterol  levels  were  measured  by  the 
direct  Liebermann-Burchard  method.3  Triglycer- 
ide levels  were  measured  by  the  Dade  colorimetric 
procedure.4  Hypercholesteremia  was  defined  as  a 
cholesterol  level  greater  than  250  mg.  per  100  ml., 
while  hypertriglyceridemia  was  defined  as  a tri- 
glyceride level  greater  than  150  mg.  per  100  ml. 
Hyperlipidemia  was  defined  as  either  hyper- 
cholesteremia or  hypertriglyceridemia  or  both. 
Chi-square  analysis  was  used  to  determine  which 
differences  between  the  two  groups  were  signifi- 
cant. These  patients  had  repeat  coronary  arterio- 
grams primarily  because  of  the  severity  of  their 
chest  pains.  This  selection  process  may  not  be 
representative  of  the  natural  history  of  coronary 
artery  disease  in  asymptomatic  individuals. 

Results 

Age  and  sex  distribution  were  similar  in  the  two 
groups  (Table  I).  The  mean  age  in  Group  1 was 
51.9  years  and  that  in  Group  2 was  50.6  years. 
Fifty-nine  per  cent  of  the  patients  who  showed 
progression  and  50  per  cent  of  those  who  did  not 
had  positive  findings  of  heart  disease  in  their  fami- 
ly histories;  14  per  cent  of  those  with  progression 
and  9 per  cent  of  those  without  it  were  diabetic  pa- 
tients. Sixteen  per  cent  of  those  with  progression 
and  36  per  cent  of  those  without  it  had  a history  of 
hypertension.  There  was  also  no  statistically  sig- 
nificant difference  in  the  smoking  habits  of  the 
two  groups  (Table  II). 

Forty  of  the  58  patients  with  progression  had 
triglyceride  values  available,  and  75  per  cent  of 
these  had  hypertriglyceridemia.  Fifteen  out  of 
the  22  patients  were  without  progression  in  tri- 
glyceride values,  and  67  per  cent  of  these  showed 
high  triglyceride  levels.  Again,  the  difference  in 
prevalence  between  the  groups  was  not  significant. 
Fifty-three  of  the  58  patients  in  Group  1 and  19  of 
the  22  patients  in  Group  2 had  cholesterol  values 
available.  Sixty-four  per  cent  of  the  first  group 
and  37  per  cent  of  the  second  had  hypercholestere- 
mia. For  this  difference  P equals  0.1,  so  that  this 
also  was  not  statistically  significant.  However, 


when  each  group  was  analyzed  for  hyperlipidemia 
(that  is,  either  hypercholesteremia  or  hypertriglyc- 
eridemia) 83  per  cent  of  Group  1 and  55  per  cent  of 
Group  2 had  hyperlipidemia.  Here  the  difference 
between  the  two  groups  was  statistically  signifi- 
cant at  the  2.5  per  cent  level  (P  equals  0.025)  and 
maintained  when  only  the  47  patients  for  whom 
both  lipid  values  were  available  were  considered. 
Four  out  of  5 patients  who  had  both  normal  cho- 
lesterol and  normal  triglyceride  values  were  in  the 
group  that  did  not  progress.  There  was  no  statis- 
tically significant  difference  when  the  incidence  of 
patients  with  both  elevated  cholesterol  and  elevat- 
ed triglycerides  in  the  two  groups  were  compared. 

The  average  interval  between  arteriograms  was 
23.7  months;  the  mean  of  Group  1 was  twenty- 
seven  months  and  that  for  Group  2 was  fifteen 
months.  The  median  interval  for  Group  1 was 
15.5  months  and  that  for  Group  2 was  13.5 
months.  The  range  for  Group  1 was  three  months 
to  nine  years,  that  for  Group  2 was  six  months  to 
forty-five  months.  The  difference  in  the  mean  in- 
tervals between  the  two  groups  was  accounted  for 
by  13  patients  with  intervals  of  more  than  forty- 
eight  months  between  arteriograms.  This  group 
had  an  average  age  of  50.2  years  and  a 92  per  cent 
incidence  of  hyperlipidemia.  The  fact  that  some 
of  the  patients  in  Group  2 might  have  shown  pro- 
gression had  they  been  studied  after  a longer  in- 
terval suggests  the  possibility  that  the  55  per  cent 
incidence  of  hyperlipidemia  in  this  group  may  be 
somewhat  higher  than  that  which  would  occur 
among  patients  who  demonstrate  no  progression 
over  longer  periods. 

To  examine  the  groups  in  a more  quantitative 
fashion,  mean  values  were  obtained  for  cholesterol, 
triglyceride,  physical  activity  on  the  job,  hobby  or 
leisure  activity,  cigarettes,  weight,  and  height. 
The  cholesterol  and  triglyceride  data  were  further 
subgrouped  according  to  the  sex  of  the  patient. 
Chest  pain  was  the  major  indication  for  repeated 
angiograms  (Table  III). 

Table  III  demonstrates  that  the  mean  values  for 
both  cholesterol  and  triglyceride  are  higher  in 
Group  1 whose  members  demonstrated  progres- 
sion of  their  vascular  disease.  No  differences  be- 
tween the  groups  are  seen  when  compared  as  to 
physical  activity  on  the  job  or  at  leisure,  number  of 
cigarettes  smoked,  weight,  or  height. 

Studies  of  the  risk  factors  were  carried  out  re- 
trospectively in  a group  of  212  patients  who  had  a 
single  coronary  arteriogram  which  demonstrated 
coronary  artery  disease.  These  data  are  presented 
in  Table  IV.  These  patients  were  somewhat  youn- 
ger and  had  a slightly  lower  percentage  of  choles- 
terol and  triglyceride  elevation  than  Group  2. 
They  were  similar  in  the  percentage  with  positive 
family  history  findings  and  diabetes.  Frequency 
of  hypertension  fell  between  that  of  Group  1 and 
Group  2.  Cigarette  smoking  was  similar  in  all 
three  groups. 
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TABLE  II.  Differences  in  factors  studied  of  two  groups 


Group  1 Group  2 


Factors  Studied 

Number 

Patients 

Per  Cent 

Number 

Patients 

Per  Cent 

Probability 

Hyperlipidemia 

48 

83 

12 

55 

P = 0.025 

Hypertriglyceridemia 

30/40 

75 

10/15 

67 

n.s.* 

H y percholesterem  ia 

34/53 

64 

7/19 

37 

n.s. 

Positive  family  history  findings 

34 

59 

11 

50 

n.s. 

Diabetes 

8 

14 

2 

9 

n.s. 

Hypertension 

Smoking  habits:  packs  per  day 

9 

16 

8 

36 

n.s. 

None 

16 

28 

7 

32 

n.s. 

Less  than  1 per  day 

8 

14 

2 

9 

n.s. 

1 per  day 

24 

41 

8 

36 

n.s. 

2 per  day 

4 

7 

3 

14 

n.s. 

3 or  more  per  day 

6 

10 

2 

9 

n.s. 

Total  (number  of  patients) 

58 

100 

22 

100 

* n.s.  = not  significant. 


TABLE  III.  Mean  values  for  risk  factors 


Data  Studied 

Group  1 

Group  2 

Mean  cholesterol 

Male 

268 

235 

Female 

335 

241 

Combined 

268 

236 

Mean  triglyceride 

Male 

226 

181 

Female 

161 

192 

Combined 

221 

183 

Sedentary  job 

(no.  patients) 

19 

6 

Sedentary  hobby 

(no.  patients) 

20 

7 

Active  job 

(no.  patients) 

17 

10 

Active  hobby 

(no.  patients) 

14 

10 

Cigarettes  per  day 

20.6 

20 

Weight 

176 

164 

Height 

68.5 

66 

Chest  pain  (per  cent) 

84.5 

82 

The  severity  of  the  coronary  artery  disease  is 
demonstrated  in  Table  V.  In  each  group  the  most 
severe  lesion  was  chosen  when  progression  oc- 
curred. It  is  apparent  that  a larger  percentage  of 
lesions  of  90  per  cent  or  greater  was  seen  in  Group 
1.  Assuming  the  number  of  vessels  at  risk  in 
Group  1 is  3 times  58  or  174,  then  there  is  a 94/174 
(54  per  cent)  prevalence  for  90  per  cent  or  greater 
obstruction.  Similarly,  in  Group  2 there  are  3 
times  22  or  66  vessels  at  risk,  and  31/66  (47  per 
cent)  demonstrate  90  per  cent  or  greater  obstruc- 
tion. 

This  may  be  owing  to  the  selection  process  since 
Group  1 consists  of  angiographically  proved  pro- 
gressive disease,  while  Group  2 did  not  demon- 
strate progression.  Nevertheless,  we  cannot  ex- 
clude the  possibility  that  Group  1 had  moTe  severe 
disease  to  begin  with,  although  the  differences  are 
relatively  small.  Subsequent  follow-up  in  relation 
to  myocardial  infarction  and  changes  in  ventricu- 
lar function  was  not  available  in  this  retrospective 
study. 


TABLE  IV.  Studies  of  risk  factors  in  Group  3 
(single  angiogram) 


Factors 

Number 

Per  Cent 

Hyperlipidemia 

95/212 

45 

Hypertriglyceridemia 

17/35 

49 

Hypercholesteremia 

88/208 

42 

Positive  family  history 

99  212 

47 

Diabetes 

16 

8 

Hypertension 

45 

21 

Number  cigarettes 
smoked  daily 

0 

61/199 

31 

1 to  10 

34/199 

17 

11  to  20 

58/199 

29 

21  to  40 

30/199 

15 

4L  to  60 

16/199 

8 

Age  (Years) 

20  to  29 

1 

0.5 

30  to  39 

19 

9 

40  to  49 

102 

49 

50  to  59 

64 

32 

60  to  69 

18 

9 

70  + 

1 

0.5 

TABLE  V.  Severity  of  lesion  (per  cent  obstruction) 


Location 

<75 

75 

90 

95 

Group  1 

Right  coronary 

17 

6 

11 

24 

Left  anterior  descending 

12 

13 

10 

23 

Circumflex 

26 

6 

9 

17 

Group  2 

Right  coronary 

8 

2 

4 

8 

Left  anterior  descending 

7 

3 

7 

5 

Circumflex 

13 

2 

3 

4 

Comment 

While  the  present  study  was  retrospective  with 
all  the  attendant  problems  and  inadequacies,  nev- 
ertheless it  is  apparent  that  hyperlipidemia  is  fre- 
quently found  in  those  patients  who  have  acceler- 
ated vascular  disease.  Its  prevalence  is  statistical- 
ly greater  in  these  patients  than  in  patients  with 
no  demonstrable  progression.  Accelerated  vascu- 
lar disease  in  this  context  is  the  demonstration  of 


i 
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symptomatically  related  vascular  disease  progres- 
sion in  an  average  of  twenty-seven  months.  Hy- 
perlipidemia was  found  in  83  per  cent  of  patients 
with  accelerated  vascular  disease  and  in  55  per 
cent  of  patients  with  coronary  artery  disease  with 
no  demonstrable  progression. 

It  has  been  shown  previously  by  Heinle  et  al.b 
that  54  per  cent  of  patients  with  angiographically 
proved  coronary  artery  disease  have  an  abnormal 
lipid  pattern  and  that  this  incidence  is  still  higher 
for  patients  under  age  fifty.  In  contrast,  in  a 
group  of  66  patients  in  the  same  study  who  had 
normal  coronary  arteries  only  11  per  cent  had  ab- 
normal lipoprotein  patterns. 

In  another  study  by  Salel  et  al.,6  of  52  patients 
with  documented  coronary  artery  disease  (average 
age,  forty-six),  there  were  42  per  cent  with  Type 
IV  and  21  per  cent  with  Type  III  hyperlipidemia. 
Hypertension  was  present  in  17  per  cent  of  these 
patients. 

A previous  report  by  Bemis  et  al ? demonstrated 
that  hyperlipidemia  and  documented  interval 
myocardial  infarction  were  indicative  of  progres- 
sion of  coronary  artery  disease  as  demonstrated  by 
coronary  arteriography.  These  authors  stated 
that  neither  age,  sex,  severity  and  frequency  of 
pain,  nor  stability  of  electrocardiogram  findings 
were  related  to  subsequent  progression.  However, 
they  reported  on  only  25  patients  with  progression. 

The  significance  of  the  greater  likelihood  of  hy- 
perlipidemia in  patients  with  proved  accelerated 
vascular  disease  is  enhanced  by  the  possibility  of 
reversing  the  lipid  abnormality.  In  the  “Oslo 
Diet-Heart  Study.  Eleven-Year  Report,”  in  1970, 
412  men  were  followed  after  acute  myocardial  in- 
farction, and  it  was  reported  that  after  eleven 
years,  the  group  treated  with  a cholesterol-lower- 
ing diet  experienced  a reduced  mortality  rate  from 
recurrent  myocardial  infarction.8  In  a study  re- 
ported by  Bierenbaum  et  al.9  100  men  between  the 
ages  of  thirty  and  fifty  with  documented  coronary 
artery  disease  and  past  myocardial  infarction  were 
followed  on  a cholesterol-lowering  diet  and  were 
compared  with  100  matched  control  subjects.  The 
group  with  dietary  management  experienced  fewer 
fatal  infarctions  in  men  under  forty-five. 

Evidence  is  not  as  yet  available  which  demon- 


strates definitive  reversal  of  coronary  artery  dis- 
ease in  man  with  control  of  hyperlipidemia. 

However,  a recent  study  has  shown  definite  re- 
gression of  vessel  lesions  and  lipid  depletion  in  the 
atheromatous  coronary  arteries  of  rhesus  mon- 
keys.10 

The  accumulation  of  individual  bits  of  data, 
such  as  the  present  study,  is  part  of  the  continuum 
of  evidence  which  is  evolving  in  the  search  for  the 
causes  of  coronary  artery  disease.  A substantial 
breakthrough  in  the  treatment  of  coronary  artery 
disease  must  await  documentation  of  reversal  of 
disease  which  was  previously  present. 

It  seems  prudent  to  continue  accumulating  data 
on  the  long-term  effect  of  treating  patients  with 
hyperlipidemia.  Long-term  prospective  studies 
measuring  the  effect  on  angiographically  proved 
coronary  artery  lesions  of  treatment  to  reduce  spe- 
cific risk  factors  appear  to  be  advisable. 
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Reconditioning  of 
Emphysema  Patients 

Using  interval  training 


Twenty-seven  patients  suffering  with  chronic  ob- 
structive pulmonary  disease  were  treated  in  the  re- 
conditioning laboratory  using  interval  training. 
Depending  on  their  degree  of  trainability  a marked 
improvement  in  the  physical  working  capacity  was 
noticed  following  the  reconditioning  program.  Im- 
provement in  the  Interval  Work  Capacity  Test  and 
Continuous  Work  Capacity  Test  occurred  even 
when  in  most  cases  there  was  no  improvement  in 
pulmonary  function  studies.  The  interval  train- 
ing program  consisted  of  thirty  seconds  of  work,  in- 
termittent with  sixty  seconds  of  rest,  30  times  per 
session,  3 times  per  week.  Resistance  on  the  bicy- 
cle ergometer  was  gradually  increased  to  accommo- 
date the  individual  patient’s  improvement.  Re- 
conditioning and  stress  test  evaluation  were  per- 
formed in  the  supine  position  usually  without  the 
aid  of  oxygen. 
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The  physical  condition  and  working  capacity  of 
emphysema  patients  decrease  from  day  to  day 
with  the  progress  of  their  disease.  These  patients 
lose  strength  and  endurance,  resulting  in  shortness 
of  breath  quite  easily. 

Using  walking  capacity  as  a measure  of  physical 
condition,  Harris  et  al.1  divided  emphysema  pa- 
tients into  four  grades: 

Grade  1:  Can  keep  pace  walking  with  normal  person 
of  same  age  and  body  build  on  the  level  without 
breathlessness  but  not  on  hills  or  stairs. 

Grade  2:  Can  walk  a mile  at  own  pace  without  dysp- 
nea but  cannot  keep  pace  on  the  level  with  normal 
person. 

Grade  3:  Becomes  breathless  after  walking  100  yards 
or  for  a few  minutes  on  the  level. 

Grade  4:  Becomes  breathless  while  dressing  or  talk- 
ing. 

The  physician,  in  his  daily  practice,  may  evalu- 
ate the  physical  condition  of  his  patient  by  asking, 
“How  many  blocks  are  you  able  to  walk  contin- 
uously before  stopping  to  recover  from  shortness 
of  breath9” 

Patients  of  grades  3 and  4 are  usually  seen  in  the 
Department  of  Rehabilitation  Medicine.  Inter- 
current diseases,  especially  respiratory  infection, 
may  provoke  hospitalization  owing  to  acute  respi- 
ratory insufficiency  and  pulmonary  failure.  After 
recovery  in  the  respiratory  care  unit,  the  patient 
may  be  referred  to  the  Department  of  Rehabilita- 

Presented  at  the  167th  Annual  Meeting  of  the  Medical  Soci- 
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tion  Medicine  for  reconditioning  and  physical 
therapy.  Following  discharge,  some  of  these  pa- 
tients decide  to  continue  treatment  on  an  outpa- 
tient basis.  Those  patients  in  grades  1 and  2 are 
able  to  work  and  feel  that  reconditioning  is  not 
necessary  for  them. 

Patients  with  advanced  emphysema,  grades  3 
and  4,  have  a very  low  pulmonary  reserve,  low 
maximal  working  capacity,  and  poor  ability  to 
maintain  a steady-state  submaximal  work  load. 
Activities  of  daily  living  are  a heavy  load,  near 
maximal,  for  them.  They  fall  easily  into  an  oxy- 
gen debt  with  severe  dyspnea  and  hypercapnea  on 
even  the  slightest  exertion. 

Phenomenon  of  working  in  intervals 

When  a man,  normal  or  with  advanced  emphy- 
sema, has  to  perform  intensive  work  and  to  accom- 
plish a large  total  amount  of  work,  he  will  choose 
to  work  in  short  intervals,  intermittent  with  short 
intervals  of  rest.  For  example,  if  an  emphysema 
patient  or  porter  with  a very  heavy  load  has  to 
walk  to  the  fourth  floor,  they  will  both  walk  the 
stairs  in  short  intervals  of  several  steps  and  stop  to 
recover.  After  several  intervals,  both  will  reach 
the  upper  floor  without  exhaustion  or  dyspnea. 
With  the  progress  of  emphysema  in  the  patient 
and  the  process  of  aging  in  the  normal  porter,  the 
intervals  of  work  will  become  shorter  and  the  in- 
tervals of  rest,  longer. 

To  illustrate  the  phenomenon  of  working  in  in- 
tervals as  compared  with  working  continuously,  2 
cases  will  be  presented. 

Case  1.  A normal  person  was  asked  to  cycle  contin- 
uously an  electronic  bicycle  ergometer  with  a work  load 
of  120  watts  (Fig.  1).  He  was  able  to  cycle  for  three 
minutes  and  thirty  seconds  and  stopped  exhausted  with 
a final  heart  rate  of  175  beats  per  minute  and  blood 
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FIGURE  1.  Interval  and  continuous  work  in  normal  male, 
nineteen  years  old  (Case  1). 

pressure  of  165/60  mm.  Hg,  accomplishing  only  2,570 
kpm.* 


Several  days  later,  he  was  asked  to  cycle  the  ergome- 
ter  in  short  intervals  of  thirty  seconds  of  work  intermit- 
tent with  sixty  seconds  of  rest  with  the  same  work  load 
of  120  watts.  He  was  asked  to  perform  30  intervals  of 
work,  accomplishing  a total  of  11,016  kpm.  His  heart 
rate  at  the  end  of  each  interval  of  work  and  rest  was  sta- 
ble throughout  the  entire  test.  Work  heart  rate  was  ap- 
proximately 150  beats  per  minute  and  the  blood  pres- 
sure at  the  end  of  the  test  was  150/60  mm.  Hg.  He  was 
not  exhausted  but  merely  fatigued. 

Case  2.  The  second  person,  a sixty-seven-year-old 
emphysema  patient,  was  asked  to  cycle  the  ergometer 
continuously  with  a work  load  of  90  watts  (Fig.  2).  He 
was  able  to  cycle  for  only  two  minutes  and  thirty  sec- 
onds, stopped  exhausted  with  severe  shortness  of 
breath,  and  performed  a total  of  only  1,376  kpm.  His 
heart  rate  and  blood  pressure  at  the  end  of  the  last 
working  interval  were  130  beats  per  minute  and  220/100 
mm.  Hg. 

Several  days  later,  he  was  asked  to  cycle  the  ergome- 
ter again  at  90  watts  but  in  short  intervals  of  thirty  sec- 
onds of  work  intermittent  with  sixty  seconds  of  rest. 
He  performed  30  intervals  accomplishing  a total  of  8,262 
kpm.  His  heart  rate  was  stable  throughout  the  test, 
around  110  beats  per  minute.  He  finished  the  test 
unexhausted  and  without  severe  shortness  of  breath. 
His  blood  pressure  was  140/70  mm.  Hg. 

The  interval  training  method,  which  was  intro- 
duced in  athletics  after  World  War  II  and  in  reha- 
bilitation medicine  between  1958  and  1960,  is 
based  on  the  phenomenon  that  intensive  work  may 
be  performed  in  intervals  for  a prolonged  period  of 
time.  Investigations  show  that  working  in  inter- 
vals should  not  be  longer  than  sixty  seconds  and 

the  rest  intervals  not  longer  than  ninety  seconds.2- 

7 

Method  of  reconditioning  program 

The  physical  condition  of  each  patient  referred 
to  the  Department  of  Rehabilitation  Medicine  was 
evaluated  by  two  tests  introduced  in  the  recondi- 
tioning laboratory:  the  interval  work  capacity  test 
(IWCT)4  and  the  continuous  work  capacity  test 

* Kpm  (kilopondmeter):  I kp  is  the  force  acting  on  the  mass 

of  I Kg.  at  normal  acceleration  on  gravity;  10  kpm  = 16.35 
watts  — 723.3  foot-pounds  per  minute. 


FIGURE  2.  Interval  and  continuous  work  in  male  emphy- 
sema patient,  sixty-seven  years  old  (Case  2). 


TABLE 

1.  Classes  of  physical  condition  of  patients 

Maximal 

Work 

Load  in 

Watts 

Class 

Condition 

Male 

Female 

I 

No  condition  to  be 

0 

0 

tested 

II 

Very  poor 

<100 

<50 

III 

Poor 

<150 

<100 

IV 

Fair 

<250 

<150 

V 

Good 

>250 

>150 

VI 

Very  good 

>300 

>200 

VII 

Excellent 

>400 

>300 

TABLE  II. 

IWCT  classification  of 

18  emphysema  cases; 

males,  forty-seven  to  seventy-nine  years  old 

Class 

Watts 

Number 

II 

100 

6 

III 

150 

8 

IV 

250 

4 

(CWCT).6  The  same  two  tests  were  used  several 
months  later  under  identical  conditions  to  reevalu- 
ate the  physical  condition  and  to  measure  the  ef- 
fect of  our  reconditioning  program.  In  addition  to 
the  interval  work  capacity  test  and  continuous 
work  capacity  test  pulmonary  function  and  arteri- 
al blood  studies  were  performed  in  the  cardiopul- 
monary laboratory  of  the  Department  of  Medicine. 

Using  the  interval  work  capacity  test  to  test  nor- 
mal persons  and  patients,  we  have  established  a 
scale  of  physical  condition  on  the  basis  of  the  high- 
est work  load  achieved.  Physical  condition  is  di- 
vided into  seven  classes  (Table  I). 

The  majority  of  our  emphysema  patients  belong 
to  classes  II  or  III  since  they  were  not  able  to  reach 
a maximal  work  load  over  150  watts,  males,  or  100 
watts,  females  (Table  II).  To  illustrate  the  differ- 
ence in  working  capacity  of  normal  forty  to  fifty- 
nine  year-old  males  and  a group  of  emphysema  pa- 
tients, ages  forty-four  to  seventy-nine,  the  interval 
work  capacity  test  results  of  these  two  groups  are 
presented  (Fig.  3). 

The  reconditioning  training  program  lasts  a 
minimum  of  three  months,  six  months  if  possible, 
in  sessions  of  two  or  three  times  a week.  Thereaf- 
ter, the  patient  is  instructed  to  continue  on  a home 
maintenance  program  of  at  least  two  training  ses- 
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WORK  LOAD  IN  WITIS 


FIGURE  3.  Mean  heart  rate  during  thirty  seconds  work 
and  sixty  seconds  rest.  (A)  Up  to  115  watts  in  28  IWCTs 
of  17  male  chronic  obstructive  pulmonary  disease  cases, 
forty-seven  to  seventy-nine  years  of  age.  (B)  Up  to  400 
watts  in  40  IWCTs,  of  males  forty  to  fifty-nine  years  of 
age. 

sions  a week.  Each  daily  reconditioning  session 
lasts  forty-five  minutes,  consisting  of  30  intervals 
of  thirty  seconds  of  work  intermittent  with  sixty 
seconds  of  rest.  The  patient  cycles  a bicycle  er- 
gometer  in  the  supine  position  at  a speed  of  40  to 
50  rpm. 

The  ergometer  resistance  or  work  load  for  the 
first  training  session  is  maintained  at  0 watts. 
The  resistance  is  increased  by  5 watts  during  each 
subsequent  daily  session.  As  the  patient  reaches 
higher  resistance  and  starts  to  show  signs  of  fa- 
tigue, shortness  of  breath,  and  tachycardia,  the 
work  load  is  maintained  at  the  same  level  for 
three,  six,  or  more  sessions  to  build  and  stabilize 
the  strength,  endurance,  and  aerobic  power.  Dur- 
ing the  entire  session,  a Hamilton  Standard  radi- 
otelemetric electrocardiogram  set  is  used  and  the 
heart  action  monitored  on  a heart  scope  and  re- 
corded on  an  electrocardiogram  chart  recorder. 
As  a routine  practice,  oxygen  therapy  is  not  used 
during  regular  training  sessions.  Occasionally, 
oxygen  may  be  given  during  the  recovery  period  if 
requested  by  the  patient. 

Where  recommended,  some  patients  received 
inhalation  therapy  which  consisted  of  intermittent 


TABLE  III.  Chronic  obstructive  pulmonary  disease 
patients  seen  in  reconditioning  laboratory 


Number 

Treatments 

Number 

Patients 

1 to  9 

12 

10  to  19 

4 

20  to  29 

4 

30  to  39 

3 

40  to  49 

50  to  59 

60  to  69 

3 

70  to  79 

1 

positive  pressure  breathing  in  saline  and  broncho- 
dilators  and  physical  therapy  which  consisted  of 
postural  drainage,  clapping,  and  vibration  of  the 
chest  with  coughing  and  breathing  exercises  before 
each  training  session.  The  inhalation  and  physi- 
cal therapy  procedures  were  done  as  recommended 
by  authors  such  as  Barach,8  Bickerman  et  al.,9 
Pierce  et  al.,10  Barach,11  Christie,12  and  Guthrie 
and  Petty.13 

We  have  seen  34  patients  with  emphysema  of 
grades  2,  3,  and  4,  as  per  Harris  et  al.’ s1  classifica- 
tion. They  were  of  both  sexes,  between  forty-four 
and  seventy-nine  years  of  age.  The  duration  of 
treatment  of  some  of  them  varied  and  depended 
on  the  patients’  willingness  to  participate  (Table 
III).  It  was  difficult  for  these  disabled  patients  to 
organize  transportation  and  assistance  by  mem- 
bers of  their  families  to  come  for  treatment  three 
times  a week  for  several  weeks.  In  addition,  the 
economic  problems  confronting  rehabilitation  ex- 
penses were  difficult  for  many  of  them  to  solve. 
Medicare  and  Medicaid  cover  these  expenses  but 
other  insurances  do  not. 

Results 

To  illustrate  the  results  of  our  reconditioning 
program,  the  following  typical  case  is  presented. 

Case  3.  A seventy-six-year-old  male  diagnosed  as 
having  mild  restrictive  and  moderate  obstructive  pul- 
monary insufficiency  not  responsive  to  bronchodilator 
was  tested  with  the  interval  work  capacity  test  and  con- 
tinuous work  capacity  test  in  July,  1970  (Figs.  4 and  5). 
He  belonged  to  Class  III  of  our  classification.  He 
reached  a maximal  work  load  of  120  watts.  He  was 
placed  on  the  reconditioning  program  three  times  a 
week  and  was  retested  in  October,  1970,  and  again  at  the 
end  of  six  months  in  January,  1971. 

In  analyzing  the  results  of  these  two  tests  it  is  obvious 
that  the  patient  was  able  to  reach  a higher  work  load 
and  perform  a larger  amount  of  work  with  a lower  heart 
rate  and  blood  pressure  (Figs.  4 and  5). 

Pulmonary-function  studies  performed  on  three  occa- 
sions (May,  1970,  September,  1970,  and  January,  1971) 
did  not  reveal  any  changes  or  improvement  in  spite  of 
better  performance. 

Comment 

“The. precise  mechanism  by  which  this  improve- 
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FIGURE  4.  Heart  rate  during  first  and  third  IWCT  in  seventy-six-year-old  emphysema  patient  (Case  3). 

ment  occurs  is  unknown  . . stated  Paez  et  al.,14 
reporting  on  the  effect  of  training  in  patients  with 
emphysema.  They  have  found  that  the  ventilato- 
ry function  did  not  improve  after  training  in  spite 
of  improved  working  capacity.  We  have  to  as- 
sume that  better  performance  after  training  was 
the  result  of  a positive  effect  on  other  organs  and 
other  functions  of  the  body.  The  positive  effects 
expressed  by  our  patients,  such  as  lower  heart 
rates  and  lower  blood  pressures,  occur  also  as  a re- 
sult of  athletic  training.  Many  of  the  tests  cur- 
rently in  use  to  measure  and  evaluate  the  physical 
condition  are  based  on  the  phenomenon  of  slowing 
the  heart  rate  following  a training  program. 

Athletic  bradycardia  may  be  very  low.  We  have 
measured  values  of  35  beats  per  minute  in  some 
long-distance  runners  and  cyclists.  The  body  of  a 
highly-trained  athlete  works  very  economically. 

The  principle  of  economy  in  a trained  organism 
was  described  very  well  in  a monograph  by  Meller- 
owicz.15  Through  gradual,  well-dosed  physical  ex- 
ercise and  training,  the  body  adapts  to  overcome 
congenital  or  acquired  disabilities  or  chronic  dis- 
eases affecting  one  organ  or  system,  developing 
functions  of  the  normal,  nonaffected  parts  so  that 
the  entire  body  functions  more  economically. 

Trainability  of  our  patients  and  the  final  results 
achieved  varied  from  person  to  person  and  de- 
pended on  their  age  and  stage  of  disease.  Traina- 
bility declines  with  aging  and  with  the  progress  of 
the  disease.  Several  patients  had  a condition  so 
low,  such  as  in  the  interval  work  capacity  test  clas- 
sification of  Class  I,  that  they  were  not  candidates 
for  the  program. 

Younger  patients  in  earlier  stages  of  emphysema 
had  better  trainability  results.  Therefore,  it  is 
better  to  begin  the  rehabilitation  and  recondition- 
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FIGURE  5.  Heart  rate  during  first  and  third  CWCT  in  sev- 
enty-six-year-old emphysema  patient  (Case  3). 

ing  training  earlier  in  grades  1 and  2,  when  the  po- 
tentials are  higher. 

Most  patients  were  tested  with  both  the  interval 
work  capacity  test  and  continuous  work  capacity 
test.  They  would  complain  that  the  shortness  of 
breath,  general  malaise,  and  terrible  fear  of  suffo- 
cation were  more  expressed  following  the  continu- 
ous work  capacity  test. 

One  of  the  reasons  we  use  and  recommend  the 
interval  training  method  in  the  process  of  recondi- 
tioning patients  with  a low  pulmonary  reserve  is 
that  a patient  who  is  subjected  to  exercise  that 
provokes  dyspnea  and  the  fear  of  suffocation  is  not 
very  likely  to  return  for  more  of  the  same. 

Conclusions 

Working  in  short  intervals  of  work  and  rest  is 
the  way  of  life  of  severely  affected  emphysema  pa- 
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tients.  For  this  reason,  the  interval  training 
method  is  more  appropriate  than  the  classical  con- 
tinuous training  method. 

A group  of  severely  affected  emphysema  pa- 
tients was  trained  using  the  interval  training 
method  consisting  of  short  intervals  of  thirty  sec- 
onds of  work  intermittent  with  sixty  seconds  of 
rest  30  times  in  each  session  three  times  a week. 
The  work  load  was  gradually  increased  on  the 
bicycle  ergometer  from  session  to  session. 

Improvement  in  the  patients’  physical  condition 
and  working  capacity  was  in  proportion  to  their 
trainability. 
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Notice  of  workshops  on 
Federal  diagnostic  x-ray  standard 

A Federal  standard  for  diagnostic  x-ray  equipment 
becomes  effective  August  1 of  this  year.  This  equip- 
ment standard  primarily  applies  to  manufacturers  and 
assemblers  but  users  are  also  affected. 

Because  the  final  standard  was  extensively  revised 
and  amended  since  first  proposed  in  1971,  it  is  not  sur- 
prising that  many  individuals  affected  are  not  yet 
knowledgeable  about  its  full  implications. 

Under  the  standard,  x-ray  manufacturers  are  respon- 
sible for  producing  equipment  and  components  that 
perform  according  to  requirements  of  the  standard.  As- 
sembler’s primary  responsibility  is  to  install  the  system 
according  to  the  manufacturer’s  specifications  and  to 
use  the  type  of  components  called  for  by  the  standard. 
He  must  certify  that  these  two  conditions  have  been  met 
by  filing  specified  forms  with  the  Food  and  Drug  Ad- 
ministration’s Bureau  of  Radiological  Health,  the  State 
Radiation  Control  Agency,  and  the  purchaser. 

One  of  the  principal  protection  provisions  of  the  stan- 
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dard  requires  machines  to  be  capable  of  restricting  the 
x-ray  beam  to  the  size  of  the  film  or  fluoroscopic  image 
receptor.  The  standard  also  contains  provisions  intend- 
ed to  make  it  possible  for  operators  to  reproduce  more 
consistently  a given  image  quality  for  given  voltage,  cur- 
rent, and  time  settings.  This  capability,  in  combination 
with  good  x-ray  examination  techniques,  will  tend  to 
minimize  film  retakes  and  unnecessary  exposure. 

To  familiarize  persons  who  are  affected  by  the  new 
standard,  especially  commercial  installers  and  users  who 
may  perform  their  own  installations,  with  their 
responsibilities  under  the  new  regulations,  workshops 
are  being  conducted  by  the  Food  and  Drug  Administra- 
tion. These  one-day  sessions  are  being  held  in  various 
parts  of  the  U.S.  Persons  interested  in  attending  are 
urged  to  contact  the  FDA  Radiation  Control  Officer  in 
their  region  for  additional  information.  Workshops  will 
also  include  discussions  of  proposed  Federal  require- 
ments involving  resale  of  used  x-ray  equipment. 

Radiation  control  officer  is  James  J.  Cherniack  for 
Region  II  (New  Jersey,  New  York,  Puerto  Rico,  Virgin 
Islands),  850  Third  Avenue,  Brooklyn,  New  York  11232, 
Telephone  212-788-1451. 
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acute  _ 
gonorrne 


This  patient 

just  received 

an  effective,  private, 

physician-controlled 

treatment. 

It  took  just  one  short  visit. . 


^Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoe ae 


Trobicin  — The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin  — The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  kno'w  or  suspect 
the  patient's  problem. 

Trobicin  — Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly*;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


...andlrobkin 

sterile  spectinomycin  hydrochloride 


2 gm  and  4 gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride ) 
— For  Intramuscular  Injection: 

2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent. 

4 gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 

and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa- 
tients previously  found  hypersensitive  to  spec- 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  aftqr  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female — Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2 and  4 grams— with 
ampoule  of  Bacteriostatic  Water  for  injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder  — for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


*For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 


Experience  with 
Flexible 

Bronchofiberscopy 


Experience  with  the  use  of  the  flexible  bronchofi- 
berscope  for  diagnosis  of  malignant  lesions  of  the 
tracheobronchial  tree  in  the  past  two  years  is  pre- 
sented. The  primary  carcinoma  of  the  lung  or  its 
secondary  changes  were  visualized  in  63  per  cent  of 
the  cases.  Bronchial  washings  or  brushing  gave 
positive  cytology  diagnoses  in  57  per  cent  of  the 
cases.  Sputum  examination  findings  gave  positive 
cytology  diagnoses  in  80  per  cent  of  the  cases.  Of 
15  patients  with  metastatic  lung  lesions,  intra- 
bronchial  lesions  were  visualized  in  2 cases  and  cy- 
tologic examination  findings  were  positive  in  4 
cases.  Generally,  bronchofiberscopy  gave  superior 
results  in  diagnosis  of  malignant  pulmonary  le- 
sions compared  with  those  of  conventional  rigid 
bronchoscope. 
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Bronchoscopy  is  indispensable  in  the  diagnosis 
and  evaluation  of  various  pathologic  conditions  of 
the  tracheobronchial  tree,  especially  of  malignant 
lesions. 

It  has  been  almost  one  hundred  years  since  the 
conventional  rigid  bronchoscope  came  into  use, 
but  its  use  is  sometimes  dangerous  and  gives  dis- 
comfort to  the  patient1;  moreover,  visualization  of 
the  lesion  is  limited  to  the  main  bronchi  and  lobar 
bronchial  orifices.  To  improve  the  technique  and 
results,  the  flexible  bronchofiberscope  was  devel- 
oped by  Ikeda,  Yanai,  and  Ishikawa  in  1968. 2 

In  this  report,  our  experience  with  bronchofiber- 
scopy for  the  past  two  years  is  presented. 

Patients  treated 

Bronchofiberscopy  was  performed  on  69  pa- 
tients. Of  the  69  patients,  30  patients  with  pri- 
mary carcinoma  of  the  lung  were  examined  for  di- 
agnostic purposes;  15  other  patients  were  exam- 
ined because  of  metastatic  lung  lesions.  Eleven 
patients  had  inflammatory  lung  lesions,  and  the 
remaining  13  patients  had  nonmalignant  lesions  or 
no  disease. 

Methods 

Most  of  the  procedures  were  done  under  local 
anesthesia;  premedication  was  given  in  a routine 
manner.  Local  anesthesia  using  4 per  cent  lido- 
caine  (Xylocaine)  was  applied,  and  5 to  10  mg.  of 
diazepam  were  given  intravenously  just  prior  to 
the  bronchofiberscopy,  which  was  accomplished  by 
insertion  through  a nostril  into  the  tracheobron- 
chial tree.2  After  inspection  and  photography,  a 


cytologic  specimen  was  obtained  by  either  a bron- 
chial brush  or  by  saline  irrigation. 

Brushing.  After  a suspicious  lesion  was  visual- 
ized, a brush  was  applied  under  direct  vision,  then 
the  brush  was  withdrawn  from  the  bronchofiber- 
scope, and  smears  were  made  on  the  slide  glasses 
and  placed  in  the  fixative  before  they  became  com- 
pletely dry. 

Results 

Bronchogenic  carcinoma  for  diagnosis 

(Table  I).  Thirty  patients  with  primary  carcino- 
ma of  the  lung  were  “scoped.”  In  19  cases,  63  per 
cent,  the  primary  lesion  or  the  secondary  changes 
due  to  tumor  such  as  edema,  inflammation,  ulcer- 
ation, stricture,  or  obstruction  of  the  bronchi  were 
visualized.  In  17  cases,  57  per  cent,  bronchial 
brushing  or  washing  revealed  positive  findings  for 
tumor  cells.  The  sputum  cytologic  findings  in  this 
group  were  positive  in  24  cases,  80  per  cent. 

In  4 cases,  each  of  the  lesions  was  in  the  periph- 
ery of  the  lung  and  measured  less  than  3 cm.  in  di- 
ameter. In  none  of  these  4 cases  was  the  lesion 
visualized,  but  brushing  revealed  the  presence  of 
carcinoma  in  1 case,  and  sputum  was  found  to  be 
positive  for  carcinoma  in  2 other  cases  (Fig.  1). 
The  primary  lesions  or  the  secondary  changes  due 
to  the  tumor  were  visualized  in  14  out  of  21  pa- 


TABLE  I.  Bronchofiberscopy  for  primary  carcinoma  of  lung 
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FIGURE  1.  Squamous-cell  carcinoma  of  lateral  segment 
of  middle  lobe,  diagnosed  by  brushing. 


tients,  67  per  cent,  in  whom  the  lesions  were  either 
in  the  lobar  or  the  segmental  bronchi.  In  5 pa- 
tients, the  lesions  were  in  the  main  bronchi;  all  the 
lesions  were  visualized,  and  the  cytologic  findings 
were  positive. 

Metastatic  lung  lesions  (Table  II).  Fifteen 
patients  with  metastatic  lung  lesions  were  exam- 
ined. In  2 cases,  intrinsic  lesion  was  visualized;  1 
in  the  lingula  and  the  other  in  the  trachea.  Cyto- 
logic examination  findings  were  positive  in  4 cases. 

Other  lung  lesions.  Twenty-four  additional 
patients  underwent  bronchofiberscopy:  11  had 

pneumonitis,  3 had  chronic  bronchitis,  3 had  be- 
nign extrapulmonary  lesions;  there  were  2 cases  of 
granuloma,  a case  of  tracheobronchial  papilloma- 
tosis, and  4 cases  with  no  organic  disease.  In  the 
case  of  tracheobronchial  papillomatosis,  the  bron- 
chofiberscope  was  used  to  photograph  the  lesions 
prior  to  treatment. 

Comment 

By  the  use  of  the  rigid  bronchoscope,  25  to  50 
per  cent  of  primary  carcinomas  of  the  lung  have 
been  visualized.  Positive  biopsy  findings  were  ob- 
tained in  34  per  cent  of  the  cases,  and  positive  cy- 
tologic findings  by  bronchial  washings  were  re- 
ported in  45  to  90  per  cent.4  Because  of  the  flexi- 
bility and  the  small  caliber  of  the  bronchofiber- 
scope,  it  is  expected  that  more  peripheral  lesions, 


Infectious  mononucleosis 

H.  Pullen,  M.D.,  has  presented  a general  description 
of  “Infectious  Mononucleosis’’  (Brit.  Med.  <J.  2:  350 
(May  12)  1973).  From  a dermatologist’s  point  of  view 
the  important  point  is  the  rash  that  almost  invariably 
occurs  when  infectious  mononucleosis  patients  are  given 
ampicillin  inadvertently  (a  recent  series  reports  a figure 
of  85  per  cent).  Apparently  many  physicians  are  in  the 
habit  of  treating  all  febrile  sore  throats  with  ampicillin, 


TABLE  II.  Bronchofiberscopy  for  metastatic  lung  lesions 
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up  to  subsegmental  bronchi,  are  visualized,  and 
the  yield  of  positive  cytologic  findings  should  be 
higher.  Our  results  showed  a significant  increase 
in  the  frequency  of  visualizing  the  tumor  or  its  sec- 
ondary changes.  Our  data  on  bronchial  washings 
and  brushing  were  not  remarkable  at  this  time, 
but  the  results  are  expected  to  improve  by  the  use 
of  a curette,  biopsy  forceps,  for  biopsy  and  by  im- 
proved techniques  of  bronchial  brushing. 

Summary 

Our  experience  with  the  use  of  the  flexible  bron- 
chofiberscope  for  the  diagnosis  of  malignant  le- 
sions of  the  tracheobronchial  tree  in  the  past  two 
years  is  presented.  The  primary  carcinoma  of  the 
lung  or  its  secondary  changes  was  visualized  in  63 
per  cent  of  the  cases.  Bronchial  washings  or 
brushing  gave  positive  cytologic  diagnoses  in  56 
per  cent  of  the  cases;  sputum  examinations  gave 
positive  cytologic  diagnoses  in  80  per  cent  of  the 
cases. 
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and  in  this  way  this  rash  has  become  common.  This  ex- 
tensive rash,  which  is  frequently  accompanied  by  an  ex- 
acerbation of  fever  and  systemic  upset,  occurs  about  a 
week  after  the  ampicillin,  even  if  it  has  been  discontin- 
ued in  the  meantime.  It  is  extensive,  florid,  pruritic, 
maculopapular,  red,  tends  to  become  confluent,  and 
often  has  a purpuric  element.  (Ed.  Note — It  is  not  an 
allergy  to  penicillin  as  these  patients  usually  can  subse- 
quently take  penicillin  and  even  ampicillin  with  impuni- 
ty, and  other  penicillins  do  not  cause  it.) 
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Spring  Session 


The  Spring  meeting  of  the  New  York  Society  for 
Thoracic  Surgery  was  held  on  May  17,  1973,  at 

Subclavian-Coronary 
Artery  Anastomosis 

Proposed  technique  for  definitive 
correction  of  anomalous  origin  of  left 
coronary  artery 

ELLIOT  SENDEROFF,  M.D. 

New  York  City 

ARNOLD  SLOVIS,  M.D. 

New  York  City 

ANITA  GROSS,  M.D. 

New  York  City 

ROBERT  KAHN,  M.D. 

New  York  City 

From  Flower  and  Fifth  Avenue  Hospitals 

A five-year-old  child  was  admitted  to  Flower 
and  Fifth  Avenue  Hospitals  for  investigation  of  a 
continuous  murmur  which  was  heard  at  the  lower 
left  sternal  border.  The  only  positive  finding  in 
the  history  was  some  fatigability.  Cardiac  cathe- 
terization and  retrograde  aortography  revealed  a 
right  coronary  to  left  coronary  flow  which  emptied 
by  way  of  an  anomalous  left  coronary  artery  into 
the  pulmonary  artery.  One  month  later  the  child 
underwent  thoracotomy  with  the  transection  of 
the  left  coronary  artery  at  its  origin  from  the  pul- 
monary artery,  followed  by  an  end-to-end  anasto- 
mosis of  left  subclavian  to  left  coronary  artery. 
Three  months  postoperatively  repeat  catheteriza- 


Memorial  Hospital  for  Cancer  and  Allied  Diseases, 
New  York  City. 

tion  and  aortography  revealed  a marked  diminu- 
tion in  size  of  the  right  coronary  artery,  a de- 
creased number  of  functioning  collateral  arteries, 
and  a functioning  left  subclavian  to  left  coronary 
artery  anastomosis.  Clinically  the  murmur  had 
disappeared,  and  the  heart  size  had  decreased. 
Catheterization  data,  operative  slides  of  the  surgi- 
cal technique,  and  angiographic  findings  were 
studied. 

This  surgical  approach  is  of  interest  since  it 
maintained  the  integrity  of  the  left  coronary  artery 
circulation  to  the  heart  without  necessitating  car- 
diopulmonary bypass  or  prosthetic  or  vein  grafts. 
It  also  allows  for  future  growth  and  development 
without  the  restriction  of  an  interposed  aortocoro- 
nary graft.  Prior  to  1966,  ligation  of  the  anoma- 
lous vessel  at  its  origin  was  the  accepted  surgical 
therapy.  Since  then  aortocoronary  bypass  grafts 
have  been  utilized  to  create  a two-coronary  sys- 
tem. The  operative  technique  conceived  and  suc- 
cessively utilized  in  this  case  was  thought  to  be 
unique.  Review  of  world  literature,  however,  re- 
veals 1 previous  successful  case  report  in  1968,  and 
an  unsuccessful  attempt  reported  in  1957. 

Discussion 

Abul  S.  Aguam,  M.D.,  New  York  City.  My  ex- 
perience with  Roy  Clauss,  M.D.,  et  al.  with  coro- 
nary bypass  using  the  subclavian  artery  is  in 
adults  and  involves  3 cases.  About  two  years  ago, 
I was  a pupil  of  Dr.  Senderoff.  I did  my  first  case 
under  Dr.  Clauss’s  supervision  in  March  of  1971, 
for  a patient  with  persistent  angina  secondary  to 
aortic  valve  prosthesis  impinging  the  left  coronary 
artery.  We  did  a jump-graft,  from  the  subclavian 
artery  to  the  anterior  descending  coronary  artery 
using  a saphenous  vein. 

Subsequently  we  did  2 more  cases;  1 was  in  a pa- 
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tient  who  previously  had  an  operation  for  valve  re- 
placement, and  the  third  case  was  purely  elective. 

The  graft  was  anastomosed  to  the  left  subcla- 
vian artery,  end-to-side  and  to  the  anterior  de- 
scending coronary  artery,  also  end-to-side  anasto- 
mosis. A follow-up  angiogram  of  the  first  patient 
was  done  eighteen  months  later.  You  could  see 

Intralobar 
Sequestration 
Causing  Hemoptysis 
and  Hemothorax 

LEON  M.  OXMAN,  M.D. 

Rockville  Centre,  New  York 

From  Mercy  Hospital 


The  diagnosis  of  pulmonary  sequestration  is 
usually  readily  suspected  and  easily  confirmed. 
In  the  case  reviewed  here  a bizarre  illness  made 
this  diagnosis  a considerable  challenge,  and  he- 
moptysis and  hemothorax  were  added  to  the  possi- 
ble manifestations  of  this  malformation. 

A twenty-vear-old  male  mechanic  was  hospital- 
ized with  the  acute  onset  of  bright  red  hemoptysis, 
dyspnea,  tachypnea,  tachycardia,  low-grade  fever, 
and  excruciating  pain  in  the  abdomen  and  left  side 
of  the  chest.  He  showed  marked  pallor  and  dia- 
phoresis, rhonchi  and  diminished  breath  sounds 
over  the  left  side  of  the  chest,  and  marked  splint- 
ing of  the  chest  and  abdomen.  Recent  past  x-ray 
film  findings  had  been  reported  as  normal,  but  the 
admission  films  revealed  a large  infiltrate  with  a 
honeycomb  pattern  involving  the  entire  lower  left 
hemithorax  with  obliteration  of  the  diaphragmatic 
shadow  and  a prominent  mediastinal  shift  toward 
the  right.  All  serum  chemistry  studies  showed 
normal  results  including  multiple  enzyme  determi- 
nations. There  was  an  initial  significant  drop  in 
the  hematocrit.  A left  thoracocentesis  aspirated 
frank  intrapleural  blood.  A chest  tube  was  inserted 
and  blood  replacement  given. 

Pulmonary  angiograms  demonstrated  normal 
left  upper  lobe  arterial  filling.  Below  the  lingular 
branches  there  was  a complete  cutoff,  and  no  per- 
fusion was  seen  to  the  lower  lobe.  After  some  clin- 
ical improvement  but  no  x-ray  film  change,  bron- 
choscopy revealed  a marked  narrowing  without 
apparent  mucosal  abnormality  of  the  lower-lobe 
bronchus.  Aortic  angiography  confirmed  the  di- 
agnosis of  extensive  intralobar  pulmonary  seques- 
tration, showing  three  arterial  branches  from  the 
descending  thoracic  aorta  supplying  the  left  lower 
lobe. 


that  the  graft  was  still  functioning.  In  the  last  2 
cases  we  do  not  have  follow-up  angiograms  yet. 
But  the  patients  have  been  symptom-free,  and  I 
think  that  this  type  of  bypass  certainly  has  a place 
in  adults,  especially  in  patients  who  have  had  pre- 
vious sternotomy  where  dissection  would  not  be 
very  easy  to  perform. 


The  massive,  firm,  and  virtually  fixed  seques- 
tered lobe  was  removed  at  thoracotomy.  The  re- 
sected specimen  showed  a hemorrhagic  pleural 
surface,  and  the  parenchyma  contained  innumera- 
ble cystic  spaces  filled  with  mucohemorrhagic  ma- 
terial and  a large  blood-filled  cavity.  Only  a small 
area  of  the  superior  segment  appeared  uninvolved. 
The  patient  made  an  uneventful  and  complete  re- 
covery. 

Complete  clinical,  x-ray,  angiographic,  surgical, 
and  pathologic  findings  are  presented  on  slides. 
The  unusual  nature  of  the  pathology  and  the  clini- 
cal manifestations  are  emphasized  by  comparison 
with  other  cases  in  the  medical  and  surgical  litera- 
ture. 

Discussion 

Paul  A.  Kirschner,  M.D.,  New  York  City.  I 
would  like  to  compliment  Dr.  Oxman  on  a very  in- 
teresting presentation  of  an  unusual  manifestation 
of  intralobar  pulmonary  sequestration  and  also  on 
his  skill  in  making  the  diagnosis.  It  is  most  im- 
portant to  keep  the  possibility  of  pulmonary  se- 
questration in  mind  when  dealing  with  lower-lobe 
inflammatory  conditions;  the  late  Eli  Rubin,  M.D., 
suggested  that  all  thoracic  surgeons  be  “sequestra- 
tion-minded.” In  this  way  the  preoperative  diag- 
nosis can  be  substantiated  by  angiography,  or,  at 
the  very  least,  the  surgeon  can  be  alerted  to  the 
possibility  of  finding  the  systemic  arteries  passing 
from  the  aorta  into  the  lower  lobes  to  avoid  what 
may  be  severe  hemorrhage.  I would  like  to  de- 
scribe briefly  three  examples. 

Case  1.  A fifty-seven-year-old  man  presented  the 
symptom  of  abscess  of  the  left  lower  lobe  in  the  posteri- 
or basal  segment  area.  He  had  a history  of  pneumonia 
at  ages  fifteen  and  twenty  and  a chronic  productive 
cough.  A bronchogram  suggested  bronchiectasis,  but  at 
thoracotomy  an  intralobar  sequestration  with  two  sys- 
temic arteries  from  the  thoracic  aorta  were  found,  and 
lobectomy  was  carried  out. 

Case  2.  A four-year -old  boy  had  recurrent  high  fever 
and  a density  in  the  posterior  basal  segment  of  the  left 
lower  lobe.  Aortography  demonstrated  the  systemic  ar- 
teries arising  from  the  lower  thoracic  aorta.  Lobectomy 
was  accomplished  without  difficulty. 

Case  3.  A nineteen-year-old  girl  had  recurrent  fever 
and  an  abnormal  bronchogram  finding  in  the  right  lower 
lobe  posterior  basal  segment.  In  this  case  the  aberrant 
arteries  were  cannulated  at  aortography.  Lobectomy 
was  done  without  difficulty. 
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In  all  3 specimens  the  systemic  vessels  were  can- 
nulated  and  injected  and  showed  anastomosis  with 
the  pulmonary  arterial  tree  and  ultimately  the 
pulmonary  veins. 

The  reason  for  the  hemoptysis  and  hemothorax 

Resection  and  Repair 
of  “Giant”  Left 
Ventricular  Aneurysm 

With  pre-  and  postoperative 
ventriculograms 

JOHN  E.  HUTCHINSON,  III,  M.D. 

New  York  City 

GEORGE  E.  GREEN,  M.D. 

New  York  City 

HAROUTUNE  A.  MEKHJIAN,  M.D. 

New  York  City 

HARVEY  G.  KEMP,  M.D. 

New  York  City 

From  the  Cardiac  Surgical  and  Cardiological 
Services,  St.  Luke's  Hospital  Center 


At  the  St.  Luke’s  Hospital  Center,  we  have  been 
intimately  involved  in  the  surgical  therapy  of  pa- 
tients with  atherosclerotic  heart  disease  and  its 
complications.  Of  822  patients  who  have  had  op- 
erations performed  for  atherosclerotic  heart  dis- 
ease, 35  had  ventricular  aneurysm  resections.  In 
all  but  3 of  these  patients  bypass  grafts  in  addition 
to  ventricular  aneurysm  resections  or  plications 
were  performed  at  the  same  operation.  Of  these 
35  patients  who  had  left  ventricular  aneurysms  re- 
sected, 3 had  what  we  refer  to  as  “giant”  left  ven- 
tricular aneurysms.  Preoperative  and  postopera- 
tive angiograms  as  well  as  the  surgical  technique 
involved  in  the  management  of  such  a patient  are 
described  in  this  case. 

Case  report 

The  patient  was  a forty-four-year-old  male  exec- 
utive. In  December,  1971,  he  developed  his  first 
episode  of  angina.  One  mont  h later  he  sustained 
an  acute  myocardial  infarction  that  was  complicat- 
ed by  a low  cardiac  output  state,  congestive  heart 
failure,  and  ventricular  fibrillation.  After  a hospi- 
tal stay  of  one  month,  he  was  discharged  on  limit- 
ed activity,  free  of  angina,  but  required  digoxin 
and  diuretics. 


in  Dr.  Oxman’s  case  is  probably  direct  systemic  ar- 
terialization  of  the  thin-walled  pulmonary  arterial 
tree  with  subsequent  rupture. 

The  following  report  will  be  given  in  its  entire- 
ty- 

He  had  been  placed  on  long-term  anticoagula- 
tion therapy.  While  at  home  he  had  several  epi- 
sodes of  rapid  heart  action  and  palpations.  Re- 
hospitalization was  required  because  of  arrhyth- 
mias. During  his  second  hospitalization,  ventricu- 
lar tachycardia  occurred  again  requiring  counter- 
shock. The  patient  was  an  habitual  cigarette 
smoker  and  was  obese  before  his  myocardial  in- 
farction. There  were  no  recognized  metabolic 
problems,  but  there  was  a family  history  of  cardiac 
disease.  His  father  died  of  a myocardial  infarc- 
tion at  age  sixty-seven,  and  his  mother  who  was 
still  alive,  had  some  type  of  cardiac  disease.  The 
patient  was  transferred  to  St.  Luke’s  Hospital 
Center  for  the  management  of  his  suspected  left 
ventricular  aneurysm. 

Physical  examination  revealed  a slightly  obese 
but  well-developed  male.  The  blood  pressure  was 
110/70.  Examination  of  the  heart  was  significant 
in  that  the  point  of  maximal  intensity  was  diffuse 
and  heaving.  It  extended  to  the  anterior  axillary 
line  in  the  sixth  intercostal  space  with  a distinct 
double  impulse.  There  was  a loud  gallop  rhythm. 
No  murmurs  were  heard.  The  chest  x-ray  films 
showed  consistent  findings  of  large  left  ventricular 
aneurysm  (Fig.  1). 

The  patient  was  observed  and  treated  for  cardi- 
ac failure  at  St.  Luke’s  Hospital  Center  for  several 
days.  Cardiac  catheterization  was  performed  ap- 
proximately three  months  following  the  original 
infarction.  The  hemodynamic  calculations  indi- 
cated a markedly  reduced  cardiac  index  of  1.4  L. 
per  minute  per  square  meter.  The  systolic  ejec- 
tion rate  was  markedly  reduced  to  52  cc.  per  sec- 
ond per  square  meter.  The  pulmonary  vascular 
resistance  was  elevated  to  300  dynes  per  centime- 
ter per  second5.  The  left  ventricular  end-diastolic 
pressure  was  elevated  to  18  mm.  Hg.  The  pulmo- 
nary capillary  wedge  was  15  mm.  Hg  (mean). 

Comment 

The  cineangiograms  shown  on  movie  footage  re- 
vealed a right  dominant  circulation.  There  was 
diffuse  irregularity  of  the  intima  of  the  right  coro- 
nary artery  with  points  of  mild  stenosis.  No  sig- 
nificant obstructions  were  seen.  The  left  anterior 
descending  artery  was  severely  stenosed  in  its 
proximal  portion  and  continued  on  as  a thin  very 
irregular  vessel  distally  (Fig.  2).  There  was  an 
area  of  proximal  stenosis  in  the  atrioventricular 
groove  branch  of  the  left  circumflex,  estimated  to 
he  50  per  cent,  and  intimal  roughening  of  the  left 
circumflex  marginal.  The  left  ventriculogram 
showed  a huge  thin-walled  paradoxically  pulsating 
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FIGURE  1.  Chest  x-ray  film  showing  large  left  ventricular 
aneurysm.  (A)  Posterioanterior  view.  (B)  Lateral  view. 


aneurysm  involving  the  distal  two  thirds  of  the  left 
ventricle  (Fig.  3).  No  mitral  regurgitation  was 
present.  It  was  noted  that  the  proximal  or  basal 
half  of  the  left  ventricle  contracted  vigorously. 

The  left  ventriculogram  showed  a huge  aneu- 
rysm. It  appeared  that  there  was  very  little  func- 
tioning ventricle  left,  and  it  could  be  noted  that  if 
a normal  left  ventricle  were  superimposed  on  the 
ventriculogram,  there  would  be  at  least  50  per  cent 
of  the  left  ventricular  muscle  that  contracts  vigor- 
ously. It  was  also  noted  that  the  only  hemody- 
namically  significant  obstruction  present  in  a 
major  coronary  vessel  was  in  the  anterior  descend- 
ing coronary  artery  which  supplies  the  part  of  the 
ventricle  that  was  infarcted.  There  was  no  reason 


FIGURE  2.  Right  occipitoanterior  projection  of  left  coro- 
nary arteriogram  which  shows  subtotal  obstruction  of  an- 
terior descending  coronary  artery. 


FIGURE  3.  Left  ventriculogram  shows  large  ventricular 
aneurysm  which  appears  to  involve  distal  two  thirds  of  left 
ventricle. 


to  perform  bypass  grafts  to  the  other  coronary  ves- 
sels. 

The  operation  was  performed  through  a stan- 
dard median  sternotomy.  After  having  opened 
the  sternum,  we  excised  a portion  of  the  anterior 
pericardium  to  use  as  strips  to  baffle  the  left  ven- 
tricular aneurysm  closure.  The  ascending  aorta 
and  the  superior  and  inferior  vena  cava  were  can- 
nulated  for  the  institution  of  total  cardiopulmo- 
nary bypass.  I placed  a catheter  through  the  right 
superior  pulmonary  vein  which  was  being  passed 
through  the  mitral  valve  and  into  the  left  ventricle 
for  decompression.  The  heart  was  fibrillated  with 
an  electrical  fibrillator  to  avoid  dislodgment  of 
thrombus  from  the  left  ventricle.  With  the  pa- 
tient on  total  bypass  and  with  a well-decom- 
pressed heart,  adhesions  between  pericardium  and 
epicardium  over  the  massive  left  ventricular  aneu- 
rysm were  divided.  Then,  when  the  heart  was  re- 
tracted upward,  the  massive  left  ventricular  aneu- 
rysm which  was  quite  thin  walled  collapsed  like  an 
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FIGURE  4.  Early  postoperative  ventriculogram  which 
shows  markedly  reduced  left  ventricular  volume  and  rigid 
wall  along  suture  line. 

empty  scrotum.  Retraction  sutures  were  then 
placed  in  the  aneurysm  wall  and  an  incision  made 
into  the  large  aneurysm  wall  in  its  midportion. 
Large  amounts  of  thrombus  were  scooped  from  the 
left  ventricle,  and  a sponge  was  placed  into  the 
heart  to  avoid  losing  fragments  of  thrombus.  My 
assistant  held  up  the  wall  of  the  aneurysm,  and  we 
excised  aneurysm  wall  back  to  fairly  normal  myo- 
cardium, leaving  enough  of  a cuff  of  scar  tissue  to 
provide  a good  rim  for  sewing.  The  supporting 
apparatus  of  the  mitral  valve  could  be  seen.  The 
papillary  muscles  were  not  involved  in  the  aneu- 
rysm wall.  The  left  anterior  descending  coronary 
artery  coursed  through  the  aneurysm  wall  and  was 
actually  divided  while  aneurysm  wall  was  resected. 

Heavy  mattress  sutures  were  placed  so  as  to  ap- 
proximate the  left  ventricular  wall.  It  was  noted 
that  there  was  plenty  of  volume  left  for  left  ven- 
tricular diastole.  The  mattress  sutures  were  then 
tied,  and  the  suture  line  was  reinforced  by  another 
over-and-over  suture  row.  All  air  was  evacuated 
from  the  heart,  and  the  heart  was  shocked  to  sinus 
rhythm.  After  stable  cardiac  output  was  ob- 
tained, all  cannulae  were  removed  from  the  heart. 

This  patient’s  postoperative  course  was  very 
smooth,  and  on  the  eleventh  postoperative  day,  a 
repeat  catheterization  with  angiograms  was  per- 
formed. Figure  4 shows  the  left  ventricular  size 
and  contractility  in  the  postoperative  state.  The 
volume  of  the  left  ventricle  was  tremendously  re- 
duced by  the  left  ventricular  aneurysm  resection, 
and  although  the  anterior  lateral  wall  along  the 
area  of  the  aneurysm  resection  remained  rigid,  the 
cardiac  output  and  other  hemodynamic  parame- 
ters were  markedly  improved. 

This  patient  was  last  seen  for  follow-up  one  year 
following  operation.  He  had  remained  free  of  an- 
gina during  the  course  of  the  first  postoperative 
year  and  had  been  fully  active  on  no  cardiac  medi- 
cations. 


Conclusion 

This  case  illustrates  the  point  that  a huge  left 
ventricular  aneurysm  may  give  the  optical  illusion 
that  the  left  ventricle  is  almost  all  aneurysm.  If 
the  surgeon  or  cardiologist  visually  ignores  the  an- 
eurysmal portion  of  the  left  ventricle  and  looks 
only  for  contractile  muscle,  he  will  arrive  at  a more 
accurate  assessment  of  the  prognosis  and  result  of 
operation.  The  relation  of  the  aneurysm  to  the  mi- 
tral valve  apparatus  is  very  important. 

The  surgical  technique  of  resecting  a large  ven- 
tricular aneurysm  is  quite  simple  if  appropriate 
measures  are  taken  to  avoid  dislodgment  of  throm- 
bus into  the  circulation  and  if  the  resection  is  done 
in  a manner  that  leaves  behind  a good  sewing  rim 
which  is  separated  from  the  mitral  valve  appara- 
tus. If  there  are  obstructions  of  major  coronary 
arteries  that  supply  residual  good  muscle,  bypass 
grafts  should  be  done  to  improve  myocardial  blood 
flow.  The  early  postoperative  ventriculograms 
will  show  a rigid  ventricular  wall  along  the  suture 
line. 

Discussion 

George  Robinson,  M.D.,  The  Bronx,  New 
York.  This  is  an  enviable  case  because  it  has  the 
rare  features  associated  with  good  results  from  an- 
eurysmectomy. The  good  features  are  that  the  re- 
sidual circulation  is  at  least  adequate  to  carry  the 
myocardium  that  is  not  being  resected.  The  fu- 
ture of  the  patient  is  really  dependent  on  the  qual- 
ity of  the  vascularity  of  what  myocardium  re- 
mains. 

The  second  enviable  thing  is  the  enormous  size 
of  this  isolated  aneurysm.  I think  it  has  been  gen- 
eral experience  that  larger  aneurysms  have  a bet- 
ter prognosis  than  smaller  aneurysms  that  are  re- 
sected. Aside  from  a few  technical  differences 
about  clamping  the  aorta,  which  I would  subscribe 
to  as  a precautionary  measure  while  manipulating 
the  heart,  I think  techniques  used  in  our  institu- 
tion are  virtually  identical.  The  use  of  pericar- 
dium versus  Teflon  buttresses  is  optional.  My 
preference  is  for  the  synthetic  since  it  is  readily 
available,  tailored  to  size,  and  provides  a nice 
cushion  for  the  gross  sutures  that  are  used.  I en- 
joyed the  presentation,  and  I would  have  predicted 
from  the  criteria  that  I set  forth  a very  nice  clinical 
result  with  some  durability.  Some  aneurysmec- 
tomies that  I have  done  have  not  had  a long-term 
good  clinical  result.  While  they  may  survive  the 
operative  procedure,  six  months  or  nine  months  or 
a year  later  the  patient  has  suddenly  ceased.  This 
is  the  kind  of  case  that  I predict  would  do  well  for 
a long  period  of  time  until  perhaps  his  atheroscle- 
rosis acts  up  again  in  one  of  the  remaining  coro- 
nary arteries. 

Robert  Frater,  M.D.,  The  Bronx , New  York.  I 
believe  that  Dr.  Robinson  and  Dr.  Hutchinson 
have  already  made  the  important  points,  hut  I will 
emphasize  them. 


964  New  York  State  Journal  of  Medicine/June  1974 


This  patient  had  a very  large  ventricular  aneu- 
rysm, but  even  though  the  patient  was  in  trouble, 
the  base  of  the  left  ventricle  was  contracting  ex- 
tremely well.  The  left  ventricular  end-diastolic 
pressure  was  only  20,  and  I say  only  deliberately. 
Although  it  is  raised,  it  is  not  raised  too  badly,  and 
if  the  patient  is  surviving  despite  the  large  volume 
that  is  lost  into  the  aneurysm  with  each  systole, 
this  must  indicate  that  the  rest  of  the  ventricle  is 
quite  good.  Dr.  Hutchinson  has  pointed  out  that 
by  the  time  you  have  excised  the  aneurysm,  practi- 
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Myxomas  are  the  most  common  primary  intra- 
cardiac tumors.  A right  atrial  location  is  relative- 
ly rare. 

A fortv-nine-year-old  man  had  an  extensive 
evaluation  for  hepatic  failure  plus  bizarre  symp- 
toms. Because  of  the  presence  of  an  enlarged  car- 
diac silhouette  and  auscultation  of  a varying 
presystolic  murmur,  cardiac  catheterization  was 
performed.  A right  atrial  myxoma  was  found  in 
addition  to  obstructive  lesions  of  the  left  anterior 
descending  and  right  coronary  arteries.  The  right 
atrial  myxoma  was  removed,  and  double  aortocor- 
onary saphenous  vein  bypasses  were  placed.  The 
attachment  of  the  myxoma  was  at  the  level  of  the 
diaphragm.  Total  removal  required  complete  cir- 
culatory arrest. 

Cineangiography  demonstrated  the  myxoma 
and  coronary  disease.  Discussion  of  the  unique 
combination  and  the  desirability  of  simultaneous 
coronary  revascularization  was  presented. 

Discussion 

Arthur  H.  Aufses,  Jr.,  M.D.,  New  Hyde  Park, 
New  York.  I would  like  to  discuss  the  report  pri- 
marily from  the  point  of  view  of  obstruction  of  the 
vena  cava.  In  1846,  Budd  first  described  the  syn- 
drome of  ascites,  liver  enlargement,  and  peripheral 


cally  a normal-size  left  ventricle  remains,  although 
indeed  the  anterior  wall  is  going  to  be  relatively 
immobile  because  of  the  suture  line.  But  this  cer- 
tainly does  represent  a rather  nice  kind  of  case  be- 
cause, as  Dr.  Hutchinson  said,  there  are  many  peo- 
ple who  are  terrified  at  the  sight  of  it;  everybody 
thinks  you  are  doing  something  fantastic,  but,  in 
fact,  it  is  far  easier  than  tackling  a patient  with 
coronary  disease  and  generalized  ventricular  dys- 
function which  is  a more  difficult  kind  of  case  with 
much  less  enviable  results. 


edema,  secondary  to  suppurative  inflammation  of 
the  hepatic  veins.  Fifty-three  years  later,  in  1899, 
Chiari  described  the  course  of  endophlebitis  of  the 
hepatic  veins.  The  symptom  complex  has  been 
known  as  the  Budd-Chiari  syndrome  since  that 
time.  In  1954,  Palmer,  in  a report  on  the  syn- 
drome, listed  some  40  known  or  speculative  causes 
for  this  condition. 

There  are  three  major  categories  of  causes  for 
the  syndrome:  (1)  tumor,  (2)  thrombosis  and/or 
endophlebitis,  and  (3)  membranous  web.  Tumors 
may  be  primary  in  the  vein  itself;  the  most  com- 
mon of  these  is  the  leiomyosarcoma  about  which 
much  has  been  written  lately,  and  there  are  now 
more  than  25  proved  cases.  The  syndrome  may  be 
secondary  to  tumor  involving  the  vein,  either  from 
without,  such  as  carcinoma  of  the  pancreas  or  hep- 
atoma, or  growing  within  the  lumen  of  the  vein, 
such  as  hypernephroma  growing  up  from  below  or 
perhaps,  as  in  this  case,  a myxoma  occluding  the 
mouth  of  the  vena  cava.  Thrombosis  or  endophle- 
bitis is  most  commonly  associated  with  polycythe- 
mia. It  is  well  known  to  most  medical  students  as 
the  end  result  of  drinking  bush  tea,  but  it  has  been 
reported  recently  following  the  use  of  oral  contra- 
ceptives. In  addition,  this  syndrome  may  be 
caused  by  a membranous  web  which  is  probably 
congenital  in  origin,  although  symptoms  usually 
appear  in  adult  life.  I would  like  to  present  such  a 
case. 

The  patient  was  a forty-four-year-old-white  fe- 
male admitted  to  The  Mount  Sinai  Hospital  in 
early  1966  with  ascites,  edema,  hepatosplenomega- 
ly,  esophageal  varices,  and  very  mild  abnormalities 
of  liver  function.  A liver  biopsy  showed  severe 
passive  congestion.  An  inferior  vena  cavagram 
demonstrated  a constriction  in  the  inferior  vena 
cava  just  below  the  entrance  of  the  cava  into  the 
right  atrium.  The  x-ray  films  showed  evidence  of 
collateralization  through  the  intercostal  vessels 
and  the  lumbar  vessels.  This  was  confirmed  by  a 
catheterization  of  the  right  side  of  the  heart  which 
again  demonstrated  the  tapering  within  the  cava 
from  above.  This  patient  was  operated  on  by  the 
late  Howard  Gadboys,  M.D.,  Robert  Litwak,  M.D., 
and  myself  through  a right  thoracico-abdominal 
approach,  and  on  inserting  the  finger  through  the 
atrium  into  the  inferior  vena  cava  one  could  feel 
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this  membrane.  The  membrane  was  first  frac- 
tured with  the  finger;  it  was  then  cut  with  a guillo- 
tine knife  and  dilated  with  a cardiac  valve  dilator. 
Almost  immediately,  the  liver  began  to  decrease  in 
size  on  the  operating  table.  The  postoperative 
course  was  uneventful.  A repeat  roentgenologic 
study  demonstrated  that  the  membrane  and  the 
stricture  were  no  longer  present.  A recent  person- 
al follow-up  by  her  internist,  Fenton  Schaffner, 
M.D.,  reveals  that  the  patient  is  well  some  seven 
years  later. 

In  the  case  presented  by  Dr.  Hartstein,  Dr.  Wi- 
soff,  and  Dr.  Hamby  the  tumor  stalk  arose  in  the 
vena  cava  so  that  we  can  probably  consider  it  as 
belonging  to  the  group  of  patients  just  described. 
In  favor  of  this  is  a liver  biopsy  showing  chronic 
passive  congestion.  However,  the  absence  of  por- 
tal hypertension,  ascites,  or  persistent  edema 
tends  to  negate  the  diagnosis  of  Budd-Chiari  syn- 
drome. It  is  most  likely  that  the  tumor,  in  fact, 
had  a ball-valve  action,  so  that  caval  obstruction 
was  only  intermittent.  The  abnormalities  of  liver 
dysfunction  in  the  case  described  may  not  neces- 
sarily be  related  to  obstruction  of  the  hepatic  vein 
outflow  tract  at  all.  Kluge,  Ullal,  and  Gerbode 
have  reported  liver  dysfunction  in  atrial  myxoma, 
despite  the  fact  that  in  over  90  per  cent  of  their 
cases  the  myxoma  was  in  the  left  side  of  the  heart. 
They  attributed  these  changes  in  liver  function  to 
some  immunologic  reaction  to  the  tumor  frag- 
ments, and  they  quote  the  work  of  Currey  et  al. 
who  suggest  that  myxoma  may  produce  an  auto- 
immune state  similar  to  that  seen  after  myocardial 
infarction  or  after  cardiotomy.  They  point  out 
that  other  auto-immune  diseases,  such  as  lupus  er- 
ythematosus, chronic  ulcerative  colitis,  and 
Crohn’s  disease  are  also  frequently  associated  with 
hepatic  dysfunction. 

Dr.  Hutchinson:  Dr.  Hartstein  asked  me  if  I 

would  make  some  comments  relative  to  combining 
myocardial  revascularization  procedures  with 
open-heart  procedures. 

At  St.  Luke’s  Hospital  Center  my  associates  and 
I have  combined  bypass  grafting  procedures  with 
valve  replacements  in  28  patients  and  with  ven- 
tricular aneurysm  resections  in  35  patients,  and  in 
1 patient  a congenital  ventricular  septal  defect  was 
closed.  The  combination  of  the  two  types  of  pro- 
cedures did  not  significantly  increase  the  operative 
mortality  rate.  It  is  important  to  plan  precisely 
these  combined  operations  to  minimize  myocardial 
ischemia  time  and  to  first  emphasize  and  correct 
the  more  hemodynamically  important  lesions. 

Dr.  Robinson:  In  1966,  an  elderly  woman  pre- 
sented herself  with  edema  of  the  lower  extremities, 
multiple  pulmonary  emboli,  and  an  enlarged  liver. 
I cannot  remember  the  other  clinical  manifesta- 
tions if  there  were  any,  but  her  lesion  was  diag- 
nosed as  a right  atrial  myxoma  for  which  she  was 


operated  on.  The  technical  problems  are  worth 
mentioning.  The  superior  vena  cava  was  easily 
cannulated,  but  the  inferior  vena  cava  was  plugged 
solidly  with  an  intracardiac  tumor.  One  would 
then  naturally  go  to  the  lower  extremities  and  try 
to  cannulate  the  femoral  vein  or  iliac  vein.  These 
were  solidly  plugged  with  thrombus,  so  the  only  al- 
ternative was  to  open  the  right  atrium  without 
having  cannulated  the  inferior  vena  cava.  This 
gave  rise  to  a few  moments  during  which  time 
there  was  rather  frantic  blood  loss.  The  superior 
vena  caval  drainage  was  controllable  of  course,  but 
it  was  necessary  to  scoop  out  as  much  tumor  as 
was  possible,  as  rapidly  as  possible,  to  gain  en- 
trance into  the  inferior  vena  cava  with  a side  arm 
which  was  kept  available  for  inferior  vena  caval 
drainage.  Control  was  then  established  in  the 
conventional  way  for  the  usual  bypass.  This  pa- 
tient additionally  had  myxomatous  pulmonary 
emboli  that  we  knew  about  and  an  additional  pro- 
cedure was  to  open  the  pulmonary  artery  and  re- 
move myxomatous  emboli  from  each  lung.  I do 
not  know  how  well  tolerated  myxoma  emboli  are  in 
the  lung  and  what  the  natural  history  is.  Dr. 
Hartstein,  if  you  know  the  tolerance  of  the  pulmo- 
nary arteries  to  myxoma  emboli,  I would  like  to 
know  for  my  own  information. 

Dr.  Hartstein:  Dr.  Robinson,  we  feel  that  our 
patient  probably  had  two  small  pulmonary  emboli, 
although  we  did  not  document  this.  There  have 
been  reports  in  the  literature  in  which  myxomas 
have  almost  grown  through  the  right  ventricle  and 
into  the  pulmonary  artery,  partially  occluding 
both.  There  have  been  other  documented  reports 
of  pulmonary  emboli  arising  from  myxomas;  how- 
ever, I am  not  aware  of  any  reports  which  state 
that  embolizations  from  these  tumors  are  more  se- 
rious than  those  arising  from  blood  clots. 

We  would  agree  with  what  Dr.  Hutchinson  said 
about  the  combined  approach  to  valvular  and  cor- 
onary artery  disease.  Between  July,  1971,  and 
March,  1973,  at  Long  Island  Jewish-Hillside  Medi- 
cal Center,  we  performed  a total  of  14  valve  re- 
placements combined  with  saphenous  vein  bypass- 
es and  have  lost  2 patients.  In  addition,  we  have 
also  done  another  4 patients  in  which  bypass  pro- 
cedures have  been  performed  in  combination  with 
ventricular  aneurysmectomies  and  have  not  lost 
any  of  these  patients.  The  total  is  now  19  pa- 
tients, including  our  present  case,  in  which  com- 
bined procedures  have  been  carried  out  with  only 
2 deaths.  We  feel  that  if  there  are  indications  for 
performing  both  valvular  and  revascularization 
procedures  in  the  same  patient,  this  should  be 
done. 

Although  our  series  of  combined  procedures  is 
small  in  that  it  now  totals  only  19  patients,  a mor- 
tality rate  of  about  12  per  cent  is  in  keeping  with 
the  severity  of  the  patients’  underlying  conditions. 
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This  is  a report  of  150  consecutive  cases  of  pul- 
monary resection  performed  using  the  U.S.  Surgi- 
cal Corporation  Autosuture  stapling  devices  for  all 
bronchial  and  vascular  closures.  Thirty-eight  of 
these  were  private  patients,  and  112  were  patients 
operated  on  bv  thoracic  surgical  residents  at  The 
Bronx  Municipal  Hospital  Center.  There  were  12 
bullectomies,  24  segmental  or  wedge  resections,  81 
lobectomies  or  bilobectomies,  and  33  pneumonec- 
tomies. 

Pathologic  findings  in  60  of  the  resections  were 
carcinoma.  In  this  group  there  were  6 patients 
who  had  preoperative  irradiation  and  chest  wall 
resection  for  carcinoma  in  the  superior  pulmonary 
sulcus  and  4 who  had  radical  intrapericardial 
pneumonectomy.  Thirty-one  resections  were  per- 
formed for  tuberculosis.  Twenty-four  were  bleed- 
ing massively  at  the  time  of  resection  and  were  not 
under  drug  therapy.  The  majority  had  positive 
culture  findings  for  tuberculosis.  Two  nontuber- 
culous  lung  abscesses  were  also  operated  on  for  se- 
vere pulmonary  hemorrhage.  Other  lesions  in- 
cluded aspergillosis,  lung  cyst,  bronchiectasis,  sar- 
coidosis, emphysematous  bullae,  traumatic  injury, 
and  hamartoma. 

The  instruments  we  have  used  are  the  TA-30, 
the  G.I.A.,  and  the  TA-90.*  The  TA-30  was  used 
for  closure  of  the  bronchus  with  a TA-30-4.8  staple 
cartridge.  For  closure  of  the  pulmonary  artery 
and  veins  we  used  the  TA-30-V  cartridge.  We  use 
the  TA-90-4.8  cartridge  for  closure  of  the  base  of 
large  emphysematous  bullae.  We  have  found  the 
G.I.A.  exceedingly  useful  for  wedge  excision  of  le- 
sions for  diagnosis,  completion  of  incomplete  fis- 
sures, and  excision  of  bullae  with  a multifocal 
base. 

* TA  is  the  thoraco-abdominal  stapling  device,  G.I.A.  is  the 
gastrointestinal  stapling  device,  and  the  numbers  refer  to  the 
size  of  the  instrument  and  the  size  of  the  staples. 


Four  patients  had  complications  that  might  be 
attributed  to  the  technique.  One  had  a persistent 
airspace  after  right  upper  lobectomy  for  carcinoma 
and  was  found  to  be  leaking  from  the  area  of  fis- 
sure development,  not  the  bronchus.  One  had  an 
air  leak  five  days  after  right  lower  lobectomy  for 
carcinoma  which  was  treated  successfully  by 
closed  tube  drainage.  One  had  a leak  from  the 
bronchus  after  right  upper  lobectomy  for  carcino- 
ma with  distal  pneumonitis  and  required  a tailor- 
ing thoracoplasty.  One  developed  a bronchial 
leak  five  weeks  after  right  pneumonectomy  for 
massive  tuberculous  pulmonary  hemorrhage  and 
required  an  1 l-rib  thoracoplasty.  In  none  of  these 
patients  did  the  entire  closure  open.  In  most  their 
disease  may  have  played  a role. 

Even  these  complications  would  have  been 
avoided  by  correct  technique  as  developed  during 
this  experience.  The  speed  of  these  resections  is 
more  important  in  hemorrhage  than  otherwise,  but 
it  is  one  definite  benefit  of  the  technique  for  all 
pulmonary  work.  In  addition,  it  has  been  superior 
for  the  closure  of  emphysematous  lungs  and  in- 
flamed and  infected  bronchi  in  this  series. 

Discussion 

William  I.  Wolff,  M.D.,  New  York  City.  I 
think  we  are  finally  moving  into  the  present  centu- 
ry in  certain  aspects  of  surgery.  With  respect  to 
my  experience  we  have  been  using  the  stapler  in- 
struments for  the  last  four  or  five  years,  and  I have 
had  no  problems  at  all  with  them.  I do  not  use 
them  as  extensively  on  the  vessels  as  Dr.  Cook  has 
done,  but  I see  no  reason  why  they  should  not  be 
used-  in  this  manner.  We  have  been  using  them  on 
the  bronchus  where  they  are  very  effective  and 
very  efficient.  We  have  had  no  bronchial  leaks  at 
all  in  this  respect.  They  are  invaluable  when 
there  is  an  incomplete  fissure,  and  also  in  terms  of 
wedge  resection,  as  Dr.  Cook  mentioned,  and  for 
partial  lobectomies  and  in  difficult  cases  in  which 
there  is  a great  deal  of  inflammation  around  the 
hilus.  I spent  a few  days  last  week  in  Pittsburgh 
with  Mark  Ravitch,  M.D.,  who,  as  you  know,  is  a 
very  staunch  exponent  of  these  instruments,  on 
which  he  has  made  a film.t  It  goes  back  into  the 
history  of  these  various  stapling  devices,  the  devel- 
opments since  the  von  Petz  clamps  which  so  many 
of  us  have  used,  and  on  to  the  modern  stapling  de- 
vices. A very  interesting  phenomenon  that  he 
mentioned  to  me  is  the  fact  that  when  one  goes 
around  to  various  hospitals,  one  finds  that  these 
stapling  devices  are  available.  Physicians  just  are 
not  using  them  as  they  should.  As  a matter  of  cu- 
riosity I would  like  to  ask  how  many  of  the  mem- 
bers in  this  audience  use  these  stapling  devices 
regularly  in  their  pulmonary  resections.  Would 
you  raise  your  hands  please?  Well,  there  appear 
to  be  very  few.  I would  suggest  that  you  try  them. 
It  is  just  a question  of  learning  the  technique;  they 
t Available  through  the  American  College  of  Surgeons. 
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certainly  do  save  a great  deal  of  time,  and  this  is 
not  at  the  expense  of  safety  or  effectiveness.  I 
think  in  these  days  of  rising  costs  anything  that 
can  save  an  hour  or  two  of  operating  time  without 
harming  the  patient  in  any  way  is  worth  consid- 
ering. I regard  Dr.  Cook’s  precautions  as  well 
taken.  Certainly  one  must  be  very  careful  not  to 
apply  a stapler  that  does  not  have  staples  in  it;  this 
has  not  happened  to  us,  but  I have  had  one  or  two 
instances  when  it  may  have  happened  where  a 
nurse  who  was  a little  careless  or  not  too  familiar 
with  the  instruments  handed  such  to  me. 

I am  a little  concerned  or  confused  about  his 
recommendation  of  taking  the  instrument  off  be- 
fore dividing  the  tissue.  We  have  never  done  this, 
and  I have  never  seen  any  adverse  effects  from  not 
doing  it.  I think  there  may  be  some  possible  theo- 
retic disadvantages,  but  again  Dr.  Cook’s  own  ex- 
periences with  a low  rate  of  complications  would 
lead  me  to  believe  that  it  probably  would  not  make 
too  much  difference  if  the  tissues  are  handled 
properly.  This  is  really  a truth  which  applies  to 
all  forms  of  surgery. 

I think  more  people  should  try  these  instru- 
ments. If  you  look  around  you  will  find  they  are 
available  in  your  operating  suites. 


Children  with  migraine 
seen  as  fragile 

Twelve  out  of  13  children  participating  in  a recent 
study  on  migraine  headaches  were  viewed  as  fragile,  “in- 
competent to  deal  with  one  or  more  of  the  ordinary  de- 
mands and  stresses  of  life”  by  parents  and  siblings,  a 
UCLA  researcher  reports  in  the  April  issue  of  Pediat- 
rics, the  monthly  scientific  journal  of  the  American 
Academy  of  Pediatrics. 

This  attitude  may  cause  parents  to  overreact  and  ov- 
erprotect the  child,  contributing  to  the  child’s  frustra- 
tion which  manifests  itself  in  the  migraine,  Miriam  M. 
Menkes,  M.D.,  of  the  Department  of  Pediatrics,  UCLA 
School  of  Medicine,  said. 

The  study  was  designed  to  test  the  clinical  impression 
that  children  suffering  from  migraine  headaches  had 
similar  personalities--  no'nagressive,  quiet,  neat,  getting 
good  grades  in  school.  The  13  children  participating  in 
the  survey  ranged  in  age  from  five  to  seventeen  years, 
with  the  majority  being  between  six  and  ten  years  old. 


Dr.  Cook:  In  answer  to  Dr.  Wolff,  we  had  1 pa- 
tient on  whom  we  were  doing  a left  pneumonec- 
tomy and  had  to  exert  some  traction  on  the  lung  to 
draw  it  out  of  the  mediastinum.  In  many  cases 
and  in  this  particular  case  we  had  shot  home  the 
staples,  still  had  the  instrument  on  the  bronchus, 
and  were  holding  traction  on  the  lung.  We  cut  the 
bronchus  distally,  and  while  we  watched  we  actu- 
ally saw  the  bronchus  recede  through  the  jaws  of 
the  instrument.  Looking  on  the  far  side  we  could 
see  that  three  of  the  staples  had  actually  cut 
through  a little  bit.  This  is  just  as  if  you  were 
doing  the  same  thing  with  a 2-0  or  3-0  silk;  it 
would  also  cut  through.  In  this  case  we  just  put 
another  row  of  staples  proximal  to  the  one  we  had, 
and  there  was  no  problem  in  that  patient.  It  did 
give  us  pause  for  thought,  and  we  decided  on  the 
basis  of  that  experience  and  the  one  experience 
with  the  inferior  pulmonary  vein  that  it  was  prob- 
ably best  to  do  the  stapling  and  look  at  your  staple 
line  and  be  satisfied  with  it  before  cutting  the 
structure. 

It  does  not  take  any  more  time.  So,  it  is  just  a 
precaution;  particularly  in  the  case  of  residents 
who  are  just  starting  to  use  the  instrument;  it 
makes  it  safer  to  use. 


Ten  of  the  13  had  a family  history  positive  for  migraine. 

After  studying  the  children  and  examining  their  role 
within  their  respective  families,  Dr.  Menkes  said:  “It 

appears  justifiable  to  entertain  a working  hypothesis 
that  children  with  migraine  usually  have  the  following 
characteristics:  (1)  a character  structure  forbidding  the 
overt  expression  of  aggressive  hostile  impulses;  (2)  a 
greater  than  usual  load  of  angry  feelings;  (3)  a family 
role  defining  them  as  incompetent,  fragile,  or  vulnera- 
ble.” 

Discussions  with  parents  regarding  the  psychological 
factors  affecting  the  children  resulted  in  definite  im- 
provements in  5 of  the  7 cases  where  it  was  tried. 

“The  role  ascribed  to  a member  of  a group,  such  as  a 
family,  is  a powerful  determinant  of  how  communica- 
tions from  him  are  perceived  and  interpreted,  and  of  the 
communications  he  receives,”  Dr.  Menkes  said. 

“These  examples  illustrate  how  the  patients’  family 
role  determined  that  they  would  be  treated  in  ways  that 
tend  to  produce  feelings  of  inadequacy  and  anger.” 
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For  the  most  part,  the  physical  examination  of 
the  elderly  is  not  exceptional  or  difficult.  It  all 
depends  on  the  patient;  that  is,  if  the  patient  is 
bright,  cheerful,  and  alert,  all  will  go  well  and  the 
examination  can  be  as  complete  and  informative 
as  it  is  in  a younger  person.  However,  if  by  elderly 
we  mean  an  infirm,  somewhat  deaf,  cantankerous, 
suspicious,  opinionated,  garrulous,  arthritic  indi- 
vidual, then  the  physical  examination  will  be  diffi- 
cult and  often  inconclusive.  There  are  times  when 
an  elderly  person  can  be  infuriatingly  condescend- 
ing to  a younger  physician  or  capable  of  drowning 
the  examiner  in  a sea  of  garrulity.  They  seem  to 
take  pride  at  times  in  reciting  lists  of  physicians, 
diagnoses,  and  treatments  they  have  known,  and 
more  than  occasionally  they  delight  in  listing  phy- 
sicians who  are  now  dead.  This  is  similar  to  the 
recitation  of  an  old  soldier  who  lists  battles  and 
campaigns  dimly  remembered  in  which  truth  is 
often  the  first  casualty. 

Here  and  there,  there  is  a pomposity  and  cer- 
tainty of  speech  in  the  elderly  which  evokes  noth- 
ing but  dismay  and  fatigue  in  the  examiner.  El- 
derly patients  tend  to  wander  about  in  their  clini- 
cal history  similar  to  the  ancient  Israelites  in 
Sinai.  At  other  times,  they  say  very  little  and  look 
appealingly  to  a relative  for  help.  Not  infrequent- 
ly, they  are  unaware  as  to  why  they  have  been 
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brought  to  see  a physician,  and  then  the  diagnosis 
will  depend  on  an  amalgam  of  the  relative’s  ver- 
sion of  the  clinical  history  and  the  findings  on 
physical  examination.  This  is  somewhat  similar 
to  the  practice  of  pediatrics  well  diluted  by  time. 
It  is  a very  unsatisfying  and  incomplete  method  of 
practicing  medicine,  but  unfortunately  many 
times  it  is  all  we  have. 

There  is  no  physician  alive  whose  heart  does  not 
sink  and  grow  faint  when  a determined,  loqua- 
cious, strongly  opinionated,  well-dressed,  hard- 
featured,  elderly  woman  sits  down  and,  from  a 
briefcase-like  pocketbook,  fishes  out  three  type- 
written pages  of  clinical  minutiae,  all  somewhat  ir- 
relevant. She  usually  then  fixes  her  glasses  and 
gazes  on  them  and  begins  to  read  without  pause  in 
a stentorian  sandpaper  on  Indian  flint-like  voice. 
This  is  interspersed  with  asides,  smiles,  and  flash- 
es of  faded  beauty  which  were  of  doubtful  charm 
forty  years  ago.  When  she  mentions  her  husband 
thankfully  dead  for  the  past  ten  years  of  enceph- 
alomalacia  of  the  brain  stem  at  the  site  of  the  au- 
ditory nuclei,  it  must  dawn  on  most  physicians 
that  he  is  going  through  that  same  devastating  ex- 
perience which  previously  laid  her  husband  low 
and  that  this  consultation  hour  will  go  on  for  well 
more  than  an  hour  without  coming  to  some  sensi- 
ble end  in  either  diagnosis  or  therapy. 

It  would  be  fine  if  all  the  elderly  patients  we  see 
would  be  similar  to  Justice  Holmes  who,  as  he  re- 
tired, was  asked  what  he  planned  to  do  and  who 
replied  that  he  looked  forward  to  reading  Plato. 
What  a delight  it  would  be  if  we  could  see  2 or  3 
Oliver  Wendell  Holmes,  Jrs.,  on  the  wards  or  in 
our  offices  each  week.  But  this  is  a pipedream, 
and  the  reality  on  the  wards  or  in  the  office  is  en- 
tirely different. 

The  wards  of  a hospital  are  full  of  gloomy  sights, 
and  the  elderly  are  the  most  melancholy.  In  truth 
there  is  not  a more  melancholy  fate  in  this  country 
today  than  to  be  old,  infirm,  alone,  and  alive.  Our 
hospitals  and  nursing  homes  are  mausoleums  for 
the  living  elderly.  Often  somnolence  becomes  a 
way  of  life  for  the  aged  engendered  at  times  by 
drugs  given  to  ensure  docility  and  silence.  There 
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is  a special  pathos  in  the  vacuous,  puzzled,  and  be- 
draggled expression  of  a person  with  senile  demen- 
tia. It  becomes  an  almost  intolerable  sight  to  face 
when  a patient  has  sufficient  insight  to  be  frus- 
trated to  tears,  and  it  is  only  in  hospitals  that  we 
are  hardened  enough  not  to  lose  our  own  self-con- 
trol and  cry  in  desperation.  Life’s  final  irony  is  to 
be  physically  alive  and  mentally  dead.  In  short, 
many  of  us  are  destined  to  end  our  days  eyeless 
and  friendless  in  Gaza  among  medical  Philistines. 

Philosophy 

This  will  never  change  until  we  reshape  the 
thinking  in  our  society  and  somehow  return  to  an 
older  philosophy  in  our  relation  to  the  aged.  We 
must  somehow  return  at  least  in  part  to  the  idea 
that  the  younger  among  us  should  and  must  pro- 
vide a seat  at  the  fireside  in  our  own  homes  for  our 
aged  relatives.  It  is  either  this,  and  few  societies 
have  discovered  anything  better,  or  we  will  con- 
tinue to  file  the  aged  away  in  sterile  cubicles  and 
be  filed  away  ourselves  in  due  time.  They,  and  we 
in  our  turn,  will  then  be  left  to  hobble  about 
among  the  infirm,  deadened  by  drugs  or  deafened 
by  an  infuriating  background  of  senseless  inciden- 
tal music.  If  this  is  our  conjoint  fate,  then  the  Es- 
kimo’s act  of  placing  the  infirm  aged  out  on  the  ice 
away  from  the  igloo  or  the  Spartan  habit  of  setting 
the  incurable  on  a hill  are  gestures  of  kindness  and 
truthfulness  compared  with  our  own. 

Poets  have  seen  aging  at  times  differently  from 
clinicians,  and  Robert  Browning1  at  least  spoke 
glowingly  of  aging  in  his  poem  “Rabbi  Ben  Ezra’’ 
in  the  following  words: 

Grow  old  along  with  me! 

The  best  is  yet  to  be, 

The  last  of  life,  for  which  the  first  was  made: 

Our  times  are  in  his  hand 

Who  saith,  “A  whole  I planned, 

Youth  shows  but  half;  trust  God;  see  all,  nor  be 
afraid!” 

For  the  most  part,  a physician  who  treats  the  ill 
and  the  elderly  would  yawn  at  such  Victorian  en- 
thusiasm. He  would  also  yawn  at  Wordsworth- 
who  in  his  poem  “Resolution  and  Independence” 
celebrated  the  dignity  of  old  age  in  the  old  leech 
gatherer  and  described  him  as:  “The  oldest  man 
he  seemed  that  ever  wore  grey  hairs.”  After  the 
old  man  described  his  solitary,  bitter,  and  some- 
what desperate  existence  of  wandering  from  pool 
to  pool,  stirring  the  water  with  his  feet,  looking  for 
leeches,  alone,  cold,  and  friendless,  Wordsworth 
could  not  help  but  exalt  and  write: 

. . . and  when  he  ended, 

I could  have  laughed  myself  to  scorn  to  find 

In  that  decrepit  Man  so  firm  a mind. 

“God,”  said  I,  “be  my  help  and  stay  secure; 

I’ll  think  of  the  Leech-gatherer  on  the  lonely  moor!” 


Yet  it  was  Carroll3  who  was  far  more  the  realist 
and  clear-eyed  clinician.  He  could  see  life  around 
him  and,  in  his  parody  of  Wordsworth’s  poem, 
drew  a fine  picture  of  senile  dementia  as  we  see  it 
in  a hundred  variations  in  our  practice.  Carroll 
wrote: 

I weep  for  it  reminds  me  so 
Of  that  old  man  I used  to  know — 

Whose  look  was  mild,  whose  speech  was  slow 
Whose  hair  was  whiter  than  the  snow, 

Whose  face  was  very  like  a crow, 

With  eyes,  like  cinders,  all  aglow, 

Who  seemed  distracted  with  his  woe, 

Who  rocked  his  body  to  and  fro. 

And  muttered  mumblingly  and  low, 

As  if  his  mouth  were  full  of  dough, 

Who  snorted  like  a buffalow- 
That  summer  evening  long  ago, 

A-sitting  on  a gate. 

We  often  have  to  examine  and  make  clinical 
judgments  on  just  such  patients  and  human 
beings.  The  analysis  of  the  clinical  history  is  90 
per  cent  of  the  diagnosis.  The  physical  examina- 
tion constitutes  the  remaining  10  per  cent  in  the 
synthesis  of  a diagnosis.  In  the  examination  of 
the  aged  we  must  be  tolerant,  patient,  cheerful,  ca- 
pable of  accepting  much  less  than  perfection,  and 
ready  to  grasp  at  a straw  and  stay  afloat  while  re- 
maining unconcerned  about  the  time  it  takes  to  do 
the  examination.  If  we  seem  to  rush  matters,  act 
indifferently,  or  seem  indifferent  the  elderly  will 
often  retreat  or  become  confused  or  cantankerous. 
We  must  simplify  our  examination  procedure  and 
not  insist  on  every  subtle  nuance  of  the  physical 
examination. 

Findings 

The  following  findings  in  the  physical  examina- 
tion and  fragments  of  clinical  history  in  the  aged 
are  not  uncommon  nor  are  they  critical  indicators 
of  serious  disease: 

1.  Talkativeness  and  vagaries  of  speech. 

2.  Indistinct  pronunciation  to  a modest  degree. 

3.  A hesitant,  staccato  type  of  speech. 

4.  Some  inattention  and  restlessness. 

5.  Poor  vision  and  cataracts. 

6.  Moderate  deafness,  either  unilateral  or  bilat- 
eral. 

7.  Unequal  pupils,  poorly  reactive  to  light. 

8.  An  absence  of  the  convergence  reflex. 

9.  Incomplete  upward  gaze. 

10.  Inadequate  lateral  gaze. 

11.  Tinnitis:  whistles,  hissing  steam,  resident 

bees,  hells,  chimes,  and  dripping  water  are  reported. 
This  symptom  is  rarely  of  diagnostic  significance. 

12.  Neck  stiffness,  usually  reflecting  cervical  os- 
teoarthritis. 

13.  A brief  aortic  systolic  murmur  radiating  into 
both  common  carotid  arteries.  This  murmur  is  prob- 
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ably  the  most  common  incidental  cardiac  bruit  heard 
during  the  examination  of  the  elderly  and  is  pathog- 
nomonic of  atherosclerotic  aortic  stenosis.  It  usually 
is  not  a signal  of  serious  functional  cardiac  disease  or 
a cause  of  Stokes-Adams  attacks,  although  it  can  cer- 
tainly play  this  role  at  times. 

14.  Deep  tendon  reflexes  may  be  hyperactive,  nor- 
mal, or  absent. 

15.  Vibration  sense,  often  said  to  be  absent  at  the 
ankles  at  seventy  years.  I have  found  it  to  be  present 
in  many  patients  well  into  their  eighties. 

16.  Absence  of  ankle  jerk,  always  remarked  on  in 
the  examination  of  the  aged.  However,  the  ankle  re- 
flex as  well  as  the  triceps  reflex  are  the  weak  sisters 
among  reflexes  and  are  often  absent  or  difficult  to 
elicit  in  the  young  while  in  the  usual  recumbent  posi- 
tion. The  ankle  reflex  can  often  be  detected  after 
being  thought  absent  by  having  the  patient  kneel  in  a 
chair,  but  this  is  just  the  sort  of  detail  which  must  be 
avoided  if  we  do  not  want  to  tire  an  older  person.  It 
must  be  searched  for  in  a patient  with  sciatica,  but 
this  is  a special  case.  In  a routine  examination  it  is 
best  to  remain  simple  and  do  routine  tests  gently  and 
gracefully. 

17.  Alternate  motion  rate  test  in  either  of  the 
upper  and  lower  extremities  not  done  as  vigorously  as 
in  the  younger  patient.  One  must  train  oneself  for 
these  nuances  in  the  physical  examination  much  as 
the  neurologist  who  examines  infants  and  young  chil- 
dren. There,  too,  the  examination  must  be  tailored 
and  not  kept  in  a rigid  mold. 

18.  Snout  reflex,  often  found  in  normal  elderly  pa- 
tients. 

19.  Asymmetry  of  strength.  This  is  an  important 
finding  and  indicative  of  disease.  Minimal  general- 
ized weakness  is  frequently  encountered.  An  older 
patient  has  limited  strength,  and  the  examiner  must 
over  the  years  become  accustomed  to  this.  One  must 
test  strength  slowly  and  carefully  explain  what  is 
wanted;  be  prepared  to  mimic  or  act  out  some  of  the 
extremity  movements  to  help  the  patient  understand 
what  is  wanted  before  making  a final  judgment. 

20.  Often  thin  and  generally  wasted.  This  is  not 
as  important  in  neurology  as  is  local  wasting.  One 
must  remember  that  the  intrinsic  hand  muscles  are 
conspicuous  in  their  wasting  during  old  age.  The  in- 
terosseous spaces  are  often  somewhat  hollowed  out. 
If  this  is  not  asymmetrical  and  unassociated  with  a 
complaint  of  recent  hand  weakness,  sensory  loss,  or 
fasciculations,  it  is  probably  benign  and  part  of  the 
price  of  aging. 

21.  Hesitant,  shuffling,  and  short-paced  gait 
which  must  be  distinguished  from  the  gait  of  Parkin- 
son’s disease  or  a minimal  hemiparesis.  The  impor- 
tant thing  to  watch  for  is  associated  movements  of  the 
upper  extremities,  because,  if  these  are  absent  or  di- 
minished and  asymmetrical,  it  is  a fine  clue  toward 
the  diagnosis  of  either  corticospinal-tract  or  extra- 
pyramidal-tract  disease  on  that  side. 

22.  Mild  intention  tremor,  a modest  but  almost 
invariable  price  we  pay  for  longevity. 

23.  A certain  languor  and  deliberativene'ss  in  the 
movements  of  an  older  person’s  extremities.  This 
must  again  be  distinguished  from  the  slow-motion, 
stuck-in-molasses  movements  of  a patient  with  Par- 
kinson’s disease.  Although  an  elderly  persons’s  joints 
are  stiff  and  somewhat  slow  to  move,  there  is  not  any 


cogwheel  rigidity  present  which  is  so  characteristic  of 

Parkinson’s  disease. 

The  mental-status  examination  falls  midway  be- 
tween the  clinical  history  and  physical  examina- 
tion. One  has  an  opportunity  during  this  exami- 
nation to  examine  not  only  intellect  but  also  social 
manner,  emotions,  dress,  speech,  and  mental  agili- 
ty. Patience  and  a capacity  to  tailor  the  questions 
toward  the  patient’s  age  and  educational  and  in- 
tellectual background  are  critical  to  the  success  of 
the  outcome  and  validity  of  the  clinical  inferences 
which  are  gained.  It  is  foolish  for  example  to 
plague  an  elderly  woman  on  details  of  recent  polit- 
ical events  or  a presidential  sequence  in  reviewing 
her  fund  of  general  information.  It  is  far  easier 
and  informative  to  ask  her  to  list  the  ingredients 
she  would  use  in  making  an  apple  pie.  Gaps  in 
thinking  will  be  equally  apparent  in  this  way  with- 
out the  drudgery  of  going  through  prescribed  and 
quite  rigid  routine  questioning.  A man  who  had 
worked  on  a railroad  or  as  a clerk  in  the  civil  ser- 
vice should  be  questioned  on  these  fields. 

Deficits  suggestive  of  organic  brain  disease  may 
be  easily  determined  in  this  way  without  the  bore- 
dom of  almost  endless  questions  on  serial  sevens 
and  digit  memorization.  I think  that  we  must 
learn  to  believe  the  elderly  when  they  often  say 
that  they  have  not  ever  been  good  at  or  interested 
in  even  simple  mathematic  calculations  and  go  on 
to  something  more  interesting  to  them  related  to 
their  long  lifetime.  It  will  also  serve  as  a compli- 
ment and  be  looked  on  as  generous  if  we  speak 
with  interest  of  their  work  and  accomplishments. 

Comment 

In  short,  the  trinity  necessary  in  the  physical  ex- 
amination of  the  elderly  patient  is  patience,  a ca- 
pacity to  repeat  parts  of  the  examination  gently, 
and  a sense  of  humor.  We  must  learn  somehow  to 
be  complete  without  seeming  hurried  and  yet  for- 
giving if  every  request  is  not  carried  out  quickly 
and  as  thoroughly  as  in  the  young. 

Above  all,  the  examination  must  be  deeply 
tinctured  by  a sense  of  compassion.  Without  this 
ingredient  we  will  fail,  and  the  patient  will  look 
through  our  efforts  to  see  us  as  cold  and  unfeeling. 
If  on  a particular  day,  an  elderly  patient  does  not 
do  all  we  wish  during  an  examination,  we  must  re- 
member that  coming  back  after  he  has  been  rested 
may  with  a bit  of  humor,  luck,  and  cajoling  bring 
out  the  physical  sign  remarkably  well.  It  is  well 
worth  remembering  that  we  are  all  on  the  same 
path  and  that,  although  it  may  be  trying  and  diffi- 
cult, we  must  all  offer  the  elderly  patient  the  same 
good,  kind  care  that  we  hope  our  students  will 
offer  us  as  we  age. 
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According  to  the  National  Health  Survey,  heart 
conditions  constitute  the  leading  cause  of  limita- 
tion of  activity  in  people  sixty-five  years  of  age  and 
over.1  Heart  disease  in  this  age  group  is  seldom 
cured  and  usually  consists  of  changes  due  to  aging 
and  one  or  more  conventional  types  of  heart  dis- 
ease. Successful  management  of  geriatric  cardio- 
vascular diseases  requires  attention  not  only  to  the 
effects  of  the  aging  process  and  the  cardiovascular 
condition  but  also  to  skillful  manipulation  of  the 
environmental  and  psychologic  factors.2  Al- 
though at  present  the  natural  processes  of  aging 
cannot  yet  be  significantly  counteracted,  longevity 
may  indeed  be  extended  and  disability  reduced  by 
more  appropriate  medical  and  rehabilitative  care 
which  pays  attention  to  the  patient,  the  aging  pro- 
cess, and  the  special  aspects  of  cardiovascular  dis- 
eases in  elderly  people  outlined  in  this  report. 

Physiologic  and  anatomic  changes 

The  normal  aging  process  reduces  the  older  per- 
son’s physiologic  reserve  so  that  many  older  people 
may  perform  regular  activities  but  tolerate  poorly 
any  sudden  stresses  or  unusual  strains  which 
younger  people  with  heart  disease  often  take  non- 
chalantly in  their  stride.  A summary  of  the  more 
important  physiologic  alterations  of  the  cardiovas- 
cular system  with  age  is  as  follows2; 

1.  Cardiac  output  drops  1 per  cent  per  year 
below  the  normal  5 L.  per  minute  in  younger  persons 
as  a result  of  decreased  stroke  volume  and  slower 
heart  rate. 

2.  Estimated,  left  ventricular  work  declines  at 
rest. 
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3.  Maximum  blood  flow  through  the  coronary  ar- 
tery tree  at  age  sixty  is  about  35  per  cent  lower  than  in 
youth. 

4.  There  is  delay  in  the  recovery  of  contractility 
and  irritability. 

5.  Cardiac  reserve  diminishes,  and  the  heart 
reacts  poorly  to  sudden  stress. 

6.  Normal  vasomotor  tone  decreases;  vagal  influ- 
ence increases. 

7.  Peripheral  vascular  resistance  rises  1 per  cent 
per  year. 

8.  The  heart  is  less  sensitive  to  atropine  and 
more  sensitive  to  carotid  sinus  stimulation. 

9.  There  is  decreased  ability  of  heart  to  utilize 
oxygen. 

10.  Pulse  wave  velocity  increases. 

11.  Cold  pressor  response  increases.2 

The  more  important  anatomic  changes  of  the 
cardiovascular  system  with  age  which  contribute 
to  the  reduced  physiologic  reserve  include2: 

I.  Changes  in  geometric  shape  and  contour. 

A.  Heart  size  same  or  smaller. 

B.  Smaller  left  ventricular  cavity,  dilatation 
of  aorta,  and  rightward  shift  of  aorta. 

II.  Endocardial  changes  such  as  thickened  whitish 
patches  in  endocardium,  left  and  right  atrium,  papil- 
lary muscles,  and  apical  endocardium  of  left  ventricle. 

III.  Greater  rigidity  and  thickening  of  valves. 

IV.  Histologic  changes. 

A.  Increased  collagen  in  valves. 

B.  Increased  lipochrome  pigmentation  in 

cells. 

C.  Increase  in  elastic  fibers  of  pericardium. 

D.  Focal  thickening  of  elastic  and  reticular 
nets  and  infiltration  of  fat  in  and  about  sino-atrial 
node. 

E.  Calcification  of  media  and  elastic  prolif- 
eration of  musculo-elastic  arteries. 

F.  Aging  aorta  and  great  vessels,  increased 
collagen-elastin  ratio  of  aorta  and  great  vessels.2 

These  changes  should  be  kept  in  mind  by  all 
people  treating  the  elderly. 

Goals 

The  practical  goals  of  rehabilitation  for  an  older 
person  are  usually  limited  to  a simple  return  to  ac- 
tivity, social  participation  normal  for  his  age 
group,  and  the  attainment  and  preservation  of  a 
higher  level  of  independence,  including  greater 
mobility,  self  care,  and  independent  living. 

The  basic  principles  for  rehabilitation  of  the 
aged  cardiac  patient  require  attention  to  the  basic 
human  needs  for  physical  health,  self-respect,  so- 
cial acceptance,  a satisfying  occupation,  recre- 
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ation,  freedom  of  choice,  and  a satisfying  exchange 
of  human  affection.  In  addition,  the  geriatric  car- 
diac patient  also  faces  the  problems  of  growing 
old:  decreased  mobility,  fewer  friends,  greater  so- 
cial isolation,  economic  hardship,  more  disease, 
cultural  misconceptions  of  aging,  and  stereotypes 
which  threaten  his  inner  security  and  his  future. 
The  potential  for  social  breakdown  is  increased  in 
a susceptible  patient  when  he  cannot  use  his  pre- 
viously acquired  work  and  social  skills,  when  he 
loses  his  sense  of  self-esteem  or  receives  little  men- 
tal stimulation,  when  he  feels  he  does  not  belong, 
when  he  is  overtreated  with  psychotropic  drugs  for 
sedative  purposes,  when  there  is  enforced  idleness, 
loss  of  contact  with  the  outside  world,  or  loss  of 
possessions  and  friendships,  and  when  there  is  lit- 
tle hope  that  the  future  will  be  better  than  the 
present.3  The  geriatric  cardiac  patient,  therefore, 
must  be  assisted  to  maintain  a worthy  self-image, 
a sense  of  belonging,  and  a secure  and  respected 
place  in  society  despite  the  artificial  limitations 
imposed  on  him  by  disease,  poor  health,  reduced 
physical  capacity,  and  increasing  social  isolation.4 

To  meet  these  needs,  the  physician  must  often 
utilize  the  services  of  the  physiatrist,  psychiatrist, 
dentist,  nurse,  clinical  psychologist,  physical  ther- 
apist, occupational  therapist,  speech  therapist, 
and  other  members  of  the  allied  health  profes- 
sions. Sometimes  the  social  worker,  nursing  home 
administrator,  welfare  worker,  recreational  work- 
er, or  retirement  counselor  will  be  needed  to  assist 
the  geriatric  patient  to  maintain  a worthy  self- 
image,  a sense  of  belonging,  and  a secure  and  re- 
spected place  in  society  despite  the  artificial  limi- 
tations imposed  on  him  by  disease,  poor  health,  re- 
duced physical  capacity,  and  increasing  social  iso- 
lation. 

Successful  rehabilitation  also  requires  that  the 
prevailing  attitude  of  the  physician,  physiatrist, 
and  other  members  of  the  rehabilitation  team 
called  on  to  treat  and  care  for  the  elderly  person 
with  heart  disease  should  be  optimistic  and  posi- 
tive. This  attitude  can  be  genuine  and  real  since 
older  people  often  tolerate  heart  disease  despite 
their  poorer  cardiac  reserve  and  their  extensive 
multiple  pathologic  conditions.5  For  example, 
they  get  along  well  until  extracardiac  stresses  over- 
burden their  hearts  and  precipitate  heart  failure. 
Hypertension  can  exist  for  years  without  disability 
or  cardiomegaly,  particularly  in  women.  Coronary 
artery  diseases  and  small  myocardial  infarctions 
may  be  less  lethal  in  the  aged  who  have  built  up 
extensive  protective  collateral  circulation  over  the 
years.  Angina  pectoris  in  later  life  often  recedes 
under  the  influence  of  reduced  activity  and  richer 
collateral  circulation.  Congestive  heart  failure 
need  not  convey  a bad  prognosis  in  the  aged.  Val- 
vular heart  disease,  with  its  high  mortality  rate  in 
the  young,  can  persist  for  years  without  seriously 
threatening  the  life  of  the  elderly  cardiac  patient. 
Electrocardiographic  abnormalities  in  the  aged  are 


less  important  when  progressive  electrocardio- 
graphic changes  are  absent  and  clinical  symptoms 
are  minimal. 

Management 

The  principles  of  treatment  and  care  require  at- 
tention to  the  fact  that  diminished  physiologic  re- 
serve due  to  aging  affects  not  only  the  cardiovas- 
cular system  but  also  every  other  organ  in  the 
body.  As  a rule,  the  senior  cardiac  patient  toler- 
ates and  adjusts  to  his  heart  disease  better  than 
his  younger  counterpart  and  can  be  successfully 
rehabilitated  with  reassurance  and  skillful  man- 
agement. After  a heart  attack,  the  elderly  patient 
should  be  encouraged  to  pursue  physical  activity 
and  independent  living.  Rarely  is  it  necessary  to 
plan  his  return  to  work,  but  this  possibility  should 
not  be  overlooked  when  income  is  necessary. 

The  treatment  of  the  geriatric  cardiac  patient 
must  include  attention  to  the  total  health  of  the 
person  and  individualized  requirements  for  the 
aged  patient.  It  must  be  more  intensive,  compre- 
hensive, and  selective,6  paying  attention  to  the 
specific  causes  of  underlying  heart  disease  and  to 
the  precipitating  factors.2 

The  specific  causes  of  heart  disease  are  usually 
multiple  and  include: 

1.  Ischemic  heart  disease  (coronary  artery  dis- 
ease). 

2.  Hypertensive  heart  disease. 

3.  Rheumatic  valvular  heart  disease. 

4.  Pulmonary  heart  disease. 

5.  Syphilitic  heart  disease. 

6.  Metabolic  disorders,  especially  myxedema,  hy- 
perthyroidism, and  beriberi  heart  disease. 

7.  Bacterial  endocarditis. 

8.  Pericarditis,  acute  or  chronic. 

9.  Cardiac  arrhythmias  of  functional  or  organic 
origin,  including  extrasystoles,  atrial  arrhythmias, 
nodal  arrhythmias,  ventricular  arrhythmias,  and 
heart  block.  At  times  no  known  cause  may  be  found 
after  study  and  autopsy. 

10.  Presbycardia  (senile  heart  disease)  due  to  cellu- 
lar and  other,  as  yet  not  too  clearly  defined,  changes 
attributed  to  age.7  Not  everyone  accepts  this  classifi- 
cation. 

11.  Calcific  degenerative  aortic  stenosis. 

12.  Senile  cardiac  amyloidosis.8 

13.  Less  well-recognized  conditions. 

A.  Nonbacterial  endocarditis. 

B.  Calcification  of  mitral  valve  ring. 

C.  Mucoid  degeneration  of  atrioventricular 
valves. 

14.  Paget’s  disease  with  high  output  failure. 

15.  Skin  diseases  with  high  output  failure.2 

The  precipitating  factors  of  heart  disease  in- 
clude: 

1.  Infection 

2.  Anemia 

3.  Pneumonia 
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4.  Pulmonary  embolus 

5.  Cardiac  arrhythmias  and  tachycardia,  emotion- 
al, functional,  or  organic 

6.  Trauma 

7.  Surgery 

8.  Emotional  stresses  and  strains 

9.  Fever 

10.  Diarrhea 

11.  Hypoglycemia 

12.  Cerebral  thrombosis 

13.  Paget’s  disease  of  bone 

14.  Skin  disorders 

15.  Effects  of  other  noncardiac  illnesses,  such  as 
renal  diseases  or  prostate  obstruction 

16.  Malnutrition  and  avitaminosis 

17.  Overloading  of  circulation 

18.  Socioeconomic  factors 

19.  Iatrogenic  heart  failure  including  digitalis  tox- 
icity, electrolyte  imbalance,  steroids,  phenylbutazone, 
excessive  water  intake,  excessive  salt  intake,  and  so 
forth. 

20.  Inadequate  restriction  of  physical  activity2 

New  data  on  the  complications  of  congestive 
heart  failure,  cardiac  arrhythmias,  and  shock  dur- 
ing the  course  of  acute  myocardial  infarction  em- 
phasize the  necessity  for  early  detection  and  ag- 
gressive management  to  improve  the  survival  rate 
of  older  people  who  suffer  acute  heart  attacks.9 
The  proper  use  of  digitalis  and  diuretics  and  an 
awareness  of  their  dangers  and  toxicity  in  the  el- 
derly will  also  improve  mortality  rates.  Anticoag- 
ulants, particularly  heparin,  may  reduce  the  com- 
plications in  the  aged  from  thrombophlebitis  and 
emboli,  provided  they  are  given  properly,  as  will  be 
described  in  this  report.  There  is  growing  evi- 
dence that  the  subcutaneous  administration  of 
5,000  units  of  heparin  twice  daily  may  alter  the 
clotting  mechanism  and  prevent  the  complications 
of  thrombophlebitis  and  emboli  without  signifi- 
cantly changing  the  clotting  time. 

Treatment  must  also  include  an  awareness  on 
the  physician’s  part  that  pharmacologic  responses 
of  older  people  to  drugs  also  differ.  For  example, 
older  patients  are  more  sensitive  to  digitalis.  In 
these  patients  digitalis  often  produces  cardiac  ar- 
rhythmias, gastrointestinal  complaints,  nausea 
and  vomiting,  and  even  mental  confusion  and  de- 
lirium simulating  acute  brain  disease.  The  dose  of 
digitalis,  like  any  other  drug,  must  be  individual- 
ized and  generally  reduced  in  the  older  person. 

Age  is  no  longer  an  absolute  contraindication  to 
surgical  intervention.  Many  cardiovascular  dis- 
eases in  the  aged,  hitherto  considered  hopeless,  are 
now  amenable  to  surgery  as  a result  of  improved 
medical  care,  anesthetic  advances,  and  modern 
surgical  techniques.10  Surgical  intervention  may 
he  helpful  in  revascularization  of  the  heart,  repair 
of  arteriosclerotic  arterial  aneurysms,  occlusive 
vascular  disease,  thromboembolic  disease,  varicose 
veins,  postphlebitic  syndrome,  and  control  of  ar- 
rhythmias and  Stokes-Adams  syndrome  by  artifi- 
cial cardiac  pacemakers.  Bypass  operations  for 


segmental  occlusive  disease  of  the  aorta  and  its 
branches,  including  the  extracranial  portions  of 
the  carotid  arteries,  the  vertebral  arteries,  and  the 
iliac  and  femoral  arteries,  have  also  greatly  im- 
proved the  prognosis  and  comfort  of  elderly  pa- 
tients with  these  lesions. 

Pacemaker  therapy  of  cardiac  arrhythmias  in 
the  aged  is  another  flourishing  field.  Improved 
medical  treatment  and  the  introduction  of  artifi- 
cial electrical  cardiac  pacemakers  have  revolution- 
ized the  treatment  of  heart  rhythm  disturbances  in 
the  aged.  In  such  patients  with  Stokes-Adams 
syndrome  due  to  heart  block  or  to  slow  heart  rates, 
transvenous  cardiac  pacemakers  have  proved  life- 
saving, controlling  the  heart  rate  and  improving 
congestive  heart  failure  and  cerebral  circulation  in 
such  patients  with  slow  heart  rates  or  other  distur- 
bances of  heart  rhythm.  Such  pacemakers  have 
substantially  reduced  mortality  rates  from  distur- 
bances of  the  heart  rhythm. 

Physical  exercise 

Properly  supervised  therapeutic  physical  exer- 
cise to  maintain  health  can  develop  better  endur- 
ance and  cardiovascular  fitness,  reduce  fatigue, 
stimulate  metabolism,  aid  digestion,  reduce  consti- 
pation, improve  vigor  and  flexibility  of  the  joints, 
and  enhance  specific  neuromuscular  coordination 
and  skills.  Physical  activity  also  provides  an  emo- 
tional outlet  for  the  worries  of  daily  life  and  en- 
hances the  feeling  of  well-being.  It  reduces  free- 
flowing  tension  and  channels  inhibited  aggression. 
Regular  bodily  exercise  involves  the  release  of  ki- 
nesthetic stimuli  and  in  turn  provides  profound 
emotional  satisfaction.  Appropriately  designed 
muscular  exercise  consumes  “free-flowing  ener- 
gies” and  prevents  internalization  of  aggressive 
tendencies.  Regular  bodily  exercise  breaks  the  vi- 
cious circle  caused  by  distortions  in  body  image 
due  to  prolonged  inactivity  and  reestablishes  a 
feeling  of  security.  Muscular  exercise,  appro- 
priately designed,  improves  sleep  and  relaxes  ten- 
sions. 

Exercise  must  be  prescribed  for  elderly  patients 
as  indicated  by  the  presence  or  absence  of  heart 
disease.  In  most  patients,  with  or  without  heart 
disease,  walking  is  undoubtedly  the  best  exercise. 
Such  patients  may  be  instructed  to  walk  a few 
blocks  daily  and  gradually  increase  their  distance, 
controlling  the  rate  of  walking.  Over  several 
months,  one’s  walking  tolerance  may  be  increased 
to  cover  four  miles  in  an  hour  if  no  untoward  ef- 
fects are  observed  in  heart  rate,  blood  pressure, 
and  other  signs. 

Although  the  best  way  to  improve  strength  and 
physical  conditioning  for  young  and  middle-aged 
people  is  to  increase  the  workload  by  increasing 
gradually  the  amount  of  exercise  performed  or  the 
speed  at  which  it  is  performed,  for  older  people  ex- 
ercise as  a therapeutic  or  prophylactic  modality 


974  New  York  State  Journal  of  Medicine/June  1974 


must  be  approached  more  systematically  and  cau- 
tiously. The  dose-response  relationship  must  he 
considered  with  respect  not  only  to  age,  sex,  and 
physical  fitness  level  but  also  to  intensity,  dura- 
tion, and  frequency  of  an  almost  limitless  variety 
of  types  of  exercise.  The  heart  rate  response  to  an 
exercise  stress  usually  constitutes  a reasonably 
good  criterion  of  the  general  reaction  of  the  orga- 
nism, at  least  in  the  absence  of  cardiovascular  ab- 
normality. 

Exercise  for  older  people  with  or  without  heart 
disease  may  begin  with  mobility  exercises  to  lim- 
ber up  muscles  and  joints.  Data  in  men  aged 
sixty-nine  to  seventy-nine  reveal  that  static- 
stretching  exercises  in  calisthenics  designed  to  im- 
prove muscular  strength,  endurance,  and  flexibili- 
ty can  be  safely  used  with  normal  men  in  this  age 
group  if  they  are  done  with  slow  cadences.  This 
type  of  exercise  can  generally  be  done  without 
subjecting  the  patient  to  ergometric  testing  of  the 
patient’s  ability  to  exercise.  Later,  such  exercises 
can  be  increased  to  improve  cardiovascular  fitness 
and  muscle  strengthening.  Running-jogging  types 
of  exercise  exert  much  greater  demands  on  the  car- 
diovascular system  and  must  be  carefully  moni- 
tored.11 Regular  exercises,  such  as  brisk  walking, 
hiking,  jogging,  bicycling,  and  swimming  which  use 
the  major  muscles  of  the  body  can  also  help  the 
older  person  to  develop  better  cardiovascular  and 
muscular  fitness  and  endurance  provided  it  is 
done  within  the  tolerance  of  the  individual.  It  is 
preferable  to  assess  with  reasonable  accuracy  the 
patient’s  maximal  work  capacity  on  the  basis  of 
tests  performed  during  submaximal  work  stress. 
This  can  be  done  in  the  examination  of  the  older 
person  using  the  bicycle  ergometer,  since  this  al- 
lows for  varying  the  workload  according  to  the  ca- 
pacity of  the  individual. 

Ergometric  testing  of  the  patient’s  ability  to  ex- 
ercise should  be  done  prior  to  writing  the  exercise 
prescription.  For  the  elderly  person,  a bicycle  cal- 
ibrated for  ergometric  testing  is  preferable  to  a 
treadmill.  During  such  testing,  the  blood  pressure 
and  heart  rate  should  be  recorded  every  minute 
and  an  electrocardiogram  taken  intermittently  to 
determine  any  change  in  contour  or  rhythm.  The 
development  of  such  symptoms  as  shortness  of 
breath,  chest  pain,  dizziness,  or  prolonged  fatigue 
or  objective  findings  of  a heart  rate  above  120 
beats  per  minute  or  a blood  pressure  rise  of  more 
than  20  points  systolic  and  10  points  diastolic  indi- 
cate that  the  exercise  may  be  too  much  and  should 
be  curtailed.  The  development  of  significant  ST- 
T wave  changes,  widening  of  QRS  complex,  or  car- 
diac arrhythmias  should  also  terminate  the  testing 
procedure  as  indicating  that  the  exercise'  may  be 
too  much.  A significant  drop  in  blood  pressure  or 
other  complaints  may  also  be  warning  signals  to 
reduce  the  amount  of  exercise. 


Once  these  testing  results  have  been  achieved, 
(he  exercise  prescription  can  be  written  with  the 
help  of  equivalent  activity  charts. 

Summary 

The  elderly  patient  bears  the  double  cross  of 
disease  and  age  and  requires  special  consideration 
and  management  because  of  his  altered  biologic 
responses.  Successful  rehabilitation  and  care  of 
the  geriatric  patient  with  cardiovascular  disease 
require  attention  to  the  effects  of  the  aging  pro- 
cess, the  cardiovascular  condition,  and  the  skillful 
manipulation  of  environmental  and  psychologic 
factors.  Attention  to  these  differences,  the  result 
of  changes  superimposed  by  the  aging  process  on 
the  purely  cardiac  damage  levied  by  disease,  often 
constitutes  the  margin  between  success  and  failure 
in  lengthening  the  life  and  decreasing  the  cardiac 
disability  of  the  elderly  patient.  Cardiac  rehabili- 
tation should  be  available  to  the  older  person  with 
cardiovascular  disease. 

The  goals  of  such  rehabilitation  include  restor- 
ing the  geriatric  patient  to  his  best  ievel  of  physi- 
cal and  mental  activity  within  the  functional  ca- 
pacity of  his  cardiovascular  system,  greater  activi- 
ty, social  participation  normal  for  his  age,  and  the 
attainment  and  preservation  of  a high  level  of  in- 
dependence, including  greater  mobility,  self-care, 
and  independent  living.  Progressive  activity  pro- 
grams and  appropriate  exercise  prove  useful  in  the 
management  of  elderly  cardiac  patients  by  main- 
taining the  strength  and  tone  of  muscles,  increas- 
ing the  flexibility  of  joints,  stimulating  circulation, 
reducing  the  incidence  of  thrombophlebitis  and 
emboli,  and  improving  general  health  and  well- 
being. 
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As  a rule,  an  aged  healthy  person  usually  behaves 
and  has  needs  that  are  not  particularly  different 
from  those  of  younger  persons.  He  has  needs  for 
friendship  and  intimacy  and  generally  desires  to 
keep  busy  with  activities  that  are  within  his  capa- 
bility and  intellectual  endowment.1  In  short,  he 
needs  and  responds  to  all  of  the  inner  tensions  and 
environmental  stimuli  that  one  would  expect  of  a 
person  of  younger  age.  It  is  no  secret  that  with 
aging  an  individual  loses  some  awareness  of  exter- 
nal objects  as  well  as  certain  elements  of  his  own 
physiologic  functioning,  the  latter  generally  due  to 
disease.  Such  external  losses  include  job,  finan- 
cial security,  friends,  family  members,  and  social 
status.  Physiologically,  aging  produces  decreasing 
physical  ability  and  intellectual  prowess  manifest- 
ed by  such  problems  as  poor  retention  and  loss  of 
recent  memory.  These  losses  may  lead  to  de- 
creased self-esteem  and,  frequently,-  depression. 
Such  decrease  of  control  over  one’s  environment 
may  lead  to  frustration,  agitation,  and  explosive 
outbursts  secondary  to  the  resultant  feelings  of 
helplessness.  Therefore,  the  problem  usually  re- 
sults not  from  the  deficits  themselves  so  much  as 
the  person’s  emotional  reactions  to  them.  These 
reactions  are  determined  by  the  individual’s 
preexisting  personality  pattern  and  particularly  by 
his  response  to  stress.2  In  evaluating  the  individ- 
ual patient,  therefore,  consideration  must  be  given 
to  his  particular  history  in  all  its  aspects  as  well  as 
to  the  way  the  individual  has  coped  with  his  envi- 
ronment throughout  his  life.  Similar  problems 
encountered  by  two  persons  of  the  same  age,  re- 
gardless of  whether  they  are  young  or  old,  may  be 
handled  with  ease  by  one  and  represent  a disaster 
to  the  other. 

There  are  some  similarities  between  the  aging 
process  and  early  infancy  and  childhood.  For  in- 
stance, as  a person  becomes  older  he  needs  more 
support  from  his  environment,  and  his  dependen- 
cy on  others  tends  to  increase.  In  the  psychologi- 
cally healthy  individual  this  need  for  increased  de- 
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pendency  is  minimal  and  is  usually  handled  in  a 
relatively  benign  fashion. 

Our  youth-oriented  culture  has  affected  patient- 
physician  relationships  as  well  as  other  aspects  of 
piesent-day  life  in  America.  It  is  certainly  not  un- 
common for  aged  patients  to  be  relatively  neglect- 
ed by  their  physicians,  paramedical  personnel,  and 
family.  In  addition,  physicians  frequently  re- 
spond to  elderly  patients  with  a certain  amount  of 
fear  and  hostility,  usually  of  unconscious  origin, 
which  generally  reflects  their  own  fear  of  aging  and 
ultimate  death.  All  too  frequently,  an  elderly  per- 
son is  given  up  as  hopeless  because  of  emotional 
and/or  physical  illness.  With  respect  to  problems 
of  commission  regarding  patient-physician  rela- 
tionships, it  is  not  an  uncommon  practice  for  phy- 
sicians to  treat  elderly  patients  as  though  they 
were  infants  or  children.  As  mentioned  previous- 
ly, there  are  certain  similarities  in  terms  of  physio- 
logic and  psychologic  regression  during  the  aging 
process  as  compared  with  early  life,  but  it  is  essen- 
tial for  the  older  individual  to  maintain  his  self- 
esteem; after  all,  we  encourage  children  to  grow  up 
and  behave  like  adults.  Referring  to  an  elderly 
patient  by  his  first  name  or  by  terms  such  as 
“Gramps”  is  rightly  construed  as  condescension. 

Senility 

One  of  the  more  difficult  issues  to  deal  with 
among  the  geriatric  population  is  that  of  so-called 
senility.  The  actual  causes  of  senility  remain  un- 
known, and,  unfortunately,  the  emotional  prob- 
lems of  older  persons  are  frequently  incorrectly  in- 
terpreted as  intellectual  loss  secondary  to  organic 
brain  disease.  This  is  particularly  true  of  depres- 
sion with  such  signs  and  symptoms  as  poor  con- 
centration, apathy,  and  psychomotor  retardation. 
In  addition,  decreased  stimulus  input  from  the  en- 
vironment may  produce  an  apparent  loss  of  intel- 
lectual endowment. 

Similar  problems  frequently  occur  when  an  el- 
derly person  is  admitted  to  a hospital.  Being  in  a 
strange  environment,  ill,  and  frightened,  he  may 
respond  with  what  appears  to  be  an  organic  brain 
syndrome  marked  by  confusion,  fearfulness,  and 
disorientation  as  well  as  other  signs  of  apparent 
impaired  cerebral  functioning.  Such  a problem 
can  usually  be  effectively  remedied  by  applying 
more  flexibility  to  hospital  rules  regarding  visiting 
privileges  by.  the  family,  keeping  a calendar  and  a 
clock  in  the  patient’s  room  for  orientation  pur- 
poses, leaving  a small  light  on  at  night,  and  reassu- 
rance by  the  hospital  personnel.  Particular  atten- 
tion should  be  given  to  keeping  the  environment  as 
consistent  as  possible,  including  maintaining  the 
same  persons  as  much  as  possible  who  deal  with 
the  patient  as  well  as  having  some  familiar  object 
brought  from  the  patient’s  home  to  keep  at  his 
bedside. 

There  is  little  correlation  between  the  severity 
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of  organic  brain  changes  and  the  degree  of  mental 
and  emotional  difficulty  which  the  older  person 
displays.3  The  severity  of  the  syndrome,  the  cog- 
nitive deficit,  and  the  behavioral  aberrations  are 
usually  related  in  only  a general  way  to  the  severi- 
ty of  brain  impairment.  Social,  psychologic,  and 
somatic  factors  also  play  an  important  role.4  For 
example,  there  is  usually  seen  an  exaggeration  of 
previous  personality  characteristics  and  the  re- 
lease of  formerly  repressed  conflicts. 

Depression 

It  has  been  mentioned  that  depression  is  one  of 
the  more  common  clinical  entities  of  the  aging  pe- 
riod. At  times  depression  may  be  quite  obvious 
while  at  other  times  it  is  masked.  It  is  not  infre- 
quent for  depression  to  present  itself  almost  en- 
tirely as  a picture  of  organic  illness  manifested  by 
vague  bodily  complaints,  constipation,  loss  of  ap- 
petite, and  difficulty  in  sleeping.  In  any  event, 
and  regardless  of  the  cause,  such  depression  will 
generally  respond  to  the  judicious  use  of  medica- 
tions. Depressions  presenting  somatic  symptoms 
respond  particularly  well  to  the  tricyclic  antide- 
pressant drugs.  The  two  compounds  most  com- 
monly used  are  imipramine  and  amitriptyline. 
Although  these  drugs  are  chemically  similar,  there 
are  definite  indications  for  the  use  of  each.  Im- 
ipramine works  particularly  well  in  the  depressed 
patient  with  psychomotor  retardation,  whereas 
amitriptyline  is  quite  useful  when  agitation  pre- 
sents an  additional  problem.  Nevertheless,  cau- 
tion should  be  exercised  in  the  use  of  these  drugs 
since,  because  they  are  potent  anticholinergic 
agents,  they  may  cause  delirium  in  elderly  persons, 
particularly  women.  Such  a reaction  usually  oc- 
curs almost  immediately  after  the  first  dose,  and  it 
can  be  reversed  quickly  by  merely  discontinuing 
the  medication.  It  may  be  efficacious  to  restart 
the  same  medication  at  a lower  dose  or  to  sw'itch  to 
a different  antidepressant  drug.  In  addition,  the 
atropine-like  effect  of  these  compounds  may  cause 
urinary  retention,  especially  when  benign  prostatic 
hypertrophy  is  present. 

It  has  also  been  found  that  thioridazine  is  a par- 
ticularly useful  drug  in  the  geriatric  population 
and  especially  so  for  severely  agitated  depressions. 
Among  this  population  the  drug  appears  to  have 
some  antidepressant  as  well  as  tranquilizing  ef- 
fects. Again,  caution  should  be  observed  because 
of  the  postural  hypotensive  effects  of  the  drug.  If 
the  depression  is  severe  enough  and  an  adequate 
trial  of  medication  has  been  unsuccessful  or  if  sui- 
cide appears  to  be  imminent,  the  use  of  electrocon- 
vulsive therapy  may  be  indicated.  Even  if  true  or- 
ganic brain  disease  is  present,  the  lifting  of' depres- 
sion by  the  electroconvulsive  treatment  will  often, 
with  time,  improve  the  organic  brain  picture. 

Not  only  may  an  acute  organic  brain  syndrome 
be  precipitated  by  the  strangeness  of  a new  envi- 
ronment, but  it  also  may  be  iatrogenic  following 


the  use  of  hypnotic  agents  such  as  barbiturates. 
Because  of  the  deleterious  effect  that  such  drugs 
have  on  mental  acuity,  many  elderly  people  re- 
spond with  confusion  and  disorientation  to  such 
medications.  In  that  regard  it  would  he  more  effi- 
cacious for  sedative  purposes  to  use  drugs  such  as 
chloral  hydrate  or  flurazepam. 

Impaired  vision  and/or  hearing  are  common 
problems  in  the  aging  period.  Such  difficulties 
may  lead  to  depression,  paranoid  ideation  which  is 
especially  related  to  decreased  hearing  ability,  and 
misidentification  because  of  impaired  visual  acu- 
ity. Often,  these  deficits  are  ignored  or  are  seen  as 
being  irreparable,  when  in  fact  many  of  these  indi- 
viduals may  be  helped  considerably  by  appropri- 
ate management.  A hearing  aid  employed  in 
those  who  will  respond  to  them  often  works  won- 
ders in  terms  of  the  patient’s  ability  to  relate  to 
the  environment  in  a much  more  meaningful  fash- 
ion as  well  as  clearing  up  their  apparent  mental 
disease. 

When  confronted  with  a patient  who  has  im- 
paired hearing,  communication  is  frequently  aided 
by  merely  placing  a stethoscope  in  the  patient’s 
ears  and  speaking  into  the  diaphragm. 

When  true  organic  brain  disease  is  present, 
medication  may  be  of  considerable  help,  especially 
when  marked  agitation  and/or  paranoia  is  part  of 
the  clinical  picture.  Thioridazine  or  haloperidol 
(Haldol),  the  latter  being  particularly  suited  for 
the  assaultive  individual,  may  make  the  patient 
much  more  comfortable  while  facilitating  his  man- 
agement. In  any  event,  the  use  of  physical  re- 
straints should  be  avoided  whenever  possible  since 
it  usually  results  in  exaggerating  the  agitation. 
Paranoid  delusions  may  also  be  present  when  the 
patient  has  lost  control  of  certain  physiologic  func- 
tions. Incontinence,  for  example,  may  be  unac- 
ceptable for  the  patient  on  a conscious  level,  and 
he  therefore  will  blame  others  for  soiling  him. 
Major  tranquilizers  are  extremely  useful  in  the 
management  of  such  thought  disturbances,  regard- 
less of  whether  the  underlying  cause  is  functional 
or  organic. 

The  threat  or  fear  of  death  is  often  present  in 
the  elderly,  especially  when  there  has  been  loss  of 
friends  and  relatives.  As  a rule,  patients  are  not 
nearly  as  fearful  of  death  itself  as  they  are  of  the 
thought  of  being  abandoned  by  others  who  are  sig- 
nificant to  them.  Such  rejecting  behavior  on  the 
part  of  medical  personnel  is  another  outgrowth  of 
our  preoccupation  with  youth  and  fear  of  death. 
Pain  is  often  disregarded  in  elderly  patients,  and 
this  neglect  is  another  element  of  the  aged  being 
“written  off’  by  society.  Analgesic  drugs  are 
often  used  in  homeopathic  doses  with  the  rational- 
ization that  the  patient  may  become  addicted. 
But  adequate  relief  from  pain  is  essential,  and 
morphine  is  still  perhaps  the  best  analgesic  agent. 
It  should  also  be  noted  that  this  drug  has  antide- 
pressant properties  as  well. 
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As  a rule,  emotional  disorders  of  the  aging  peri- 
od are  really  not  very  different  from  those  seen  in 
younger  patients  and  can  usually  be  treated  quite 
effectively.  In  general  the  psychologic  picture 
seen  in  the  elderly  will  depend  more  on  the  pre- 
morbid  personality  of  the  person  and  whether  the 
disease  is  organic  or  functional  than  it  will  on  the 
actual  site  of  the  lesion.5 

Patients  who  have  suffered  strokes  present  a 
particularly  difficult  management  problem,  fre- 
quently because  emotional  reactions  to  the  stroke 
encompass  the  patient’s  basic  personality  charac- 
teristics, the  personality  disturbances  accompa- 
nying the  cerebral  vascular  disease  prior  to  the 
stroke,  and  the  mental  symptoms  resulting  from 
both  the  added  brain  damage  and  the  physical  dis- 
ability.6 

It  is  essential  for  the  elderly  patient  to  under- 
stand all  of  the  procedures  that  are  going  to  be 
done  as  well  as  what  he  can  reasonably  expect 
from  his  treatment.  This  can  only  be  accom- 
plished by  patient  explanation  which  may  often 
have  to  be  repeated  because  of  impaired  memory. 
In  addition,  the  environment  must  be  interesting 
and  varied  for  the  patient  but  not  overwhelming. 
In  any  case  the  individual  should  not  be  allowed  to 
withdraw.  Certainly  he  should  not  be  allowed  to 
become  totally  dependent,  because  this  is  most 
likely  to  lead  to  personality  disorganization  and 
institutionalization.4  The  patient  should  be  made 
to  feel  useful  and,  when  physically  possible,  should 
be  involved  with  occupational  therapy  projects, 
making  beds,  helping  serve,  and  so  forth.  Group 
meetings  for  the  patients  should  also  be  consid- 
ered. 

Summary 

I wish  to  reemphasize  the  following  points.  Ba- 
sically, medicine  is  still  more  art  than  science,  and 
it  is  the  patient-physician  relationship  that  is 
more  often  therapeutic  than  any  treatment  modal- 
ity which  may  be  employed.  In  this  regard  it  is  es- 
sential to  obtain  as  complete  a history  as  possible, 


including  information  from  relatives.  To  ade- 
quately treat  a patient,  the  physician  must  have 
knowledge  concerning  the  patient’s  personality 
and  modes  of  coping  and  adaptation.  This  is  par- 
ticularly true  of  the  geriatric  patient,  and  it  is  only 
with  such  knowledge  that  his  emotional  reactions 
can  be  understood  and  managed.  As  with  all  pa- 
tients, use  should  be  made  of  the  individual’s 
unique  personality  characteristics  in  his  manage- 
ment. In  addition  it  may  be  in  the  patient’s  best 
interests  to  have  the  physician  assess  his  care  with 
the  family,  who  may  otherwise  be  less  under- 
standing. It  should  be  pointed  out  to  the  family 
that  the  patient  may  be  best  managed  at  home  be- 
cause of  the  familiarity  of  the  environment  and 
that  he  most  likely  can  live  at  home  even  in  the 
presence  of  organic  brain  changes  with  appropri- 
ate understanding  and  management,  including  the 
use  of  psychotropic  medication.  Finally,  but  cer- 
tainly no  less  important,  is  the  necessity  for  the 
physician  to  be  aware  of  his  own  attitudes  toward 
the  aging  process,  particularly  as  it  applies  to  him- 
self and  his  own  experience  with  his  family  and 
others,  and  to  appreciate  the  need  for  the  patient 
to  maintain  a sense  of  adequacy  and  self-esteem. 
In  the  final  analysis  perhaps  the  most  important 
therapeutic  agent  in  determining  the  patient’s 
ability  to  get  better  is  the  patient  himself.  Only 
when  the  patient’s  sense  of  integrity  is  maintained 
and  there  is  an  empathic  understanding  between 
the  physician  and  the  patient  can  the  latter  be  ex- 
pected to  do  his  therapeutic  best. 
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Historically,  the  concept  of  fitting  patients  with 
a prosthesis  immediately  after  surgery,  while  the 
patient  is  still  on  the  operating-room  table,  fol- 
lowed by  ambulation  the  day  after,  originated  with 
Berlement,  Weber,  and  Willot1  of  France  in  the 
latter  1950s.  Weiss,  Gielzynski,  and  Wirski2  of 
Poland  modified  the  procedure  and  reported  their 
series  of  cases  at  the  sixth  International  Prosthet- 
ics’ Meeting  in  1963  in  Copenhagen.  Weiss  was 
then  invited  to  visit  and  lecture  here,  and  his  visit 
stimulated  interest  and  led  to  the  start  of  a pro- 
gram in  immediate  fitting  at  the  University  of  Cal- 
ifornia School  of  Medicine  at  San  Francisco  and  at 
Oakland  Naval  Hospital.  Because  of  the  promise 
of  this  procedure,2  the  Veterans  Administration’s 
Prosthetic  and  Sensory  Aids  Service  took  up  the 
challenge,  and  a formal  research  study  was  begun 
at  several  centers,  primarily  in  Seattle,  Washing- 
ton, in  1964,  under  the  direction  of  Ernest  Bur- 
gess, M.D.,  professor  of  orthopedic  surgery  at  the 
University  of  Washington  School  of  Medicine. 
Burgess  and  Romano3  have  been  two  of  the  stron- 
gest advocates  of  this  method  of  care  for  the  am- 
putee and  have  written  extensively  about  it. 
Many  centers  around  the  country  have  adopted 
their  method  of  meticulous  plastic  surgery  ampu- 
tation technique,  followed  by  the  application  of  a 
rigid  dressing  and  weight  bearing  one  day  later. 

Presented  at  the  Westchester  Academy  of  Medicine,  Pur- 
chase, New  York,  Section  on  Physical  Medicine  and  Rehabili- 
tation, December  20,  1973. 

* By  invitation. 


There  is  continuing  controversy  regarding  the  ben- 
efits of  the  application  of  the  rigid,  plaster  dress- 
ing immediately  after  major  limb  amputation  fol- 
lowed by  weight  bearing  and  ambulation  twenty- 
four  or  forty-eight  hours  later.  This  article  dis- 
cusses the  history,  theory,  and  implementation  of 
this  program,  and  a series  of  cases  is  summarized 
and  the  results  discussed.  Advantages  and  certain 
misconceptions  are  pointed  out. 


As  they  point  out,  immediate  postsurgical  fitting 
involves  more  than  a single  technical  addition  to 
the  current  amputation-prosthetic  management. 
A total  system  of  amputee  care  has  developed,  be- 
ginning with  preoperative  evaluation  and  continu- 
ing through  definitive  limb  fit. 

Amputations  are  done  for  five  main  reasons: 
(1)  ischemia  and  irreversible  tissue  damage,  (2) 
trauma,  (3)  uncontrolled  infection,  usually  in  the 
bone,  (4)  tumor,  and  (5)  for  revision  of  preexisting 
deformities.  When  dealing  with  peripheral  vascu- 
lar disease,  there  are  really  no  absolute  criteria  for 
the  level  of  amputation,  that  is,  below  knee  or 
above  knee,  whether  it  be  arteriography,  thermog- 
raphy, plethysmography,  Doppler  recording  trans- 
cutaneously,  radioactive  sodium  or  xenon  clear- 
ance, or  skin  mapping  following  intra-arterial  fluo- 
rescein. Significant  improvement  in  below-knee 
prostheses  and  better  understanding  of  pre-  and 
postoperative  management  of  ischemia  and  infec- 
tion have  enabled  us  to  save  the  knee  joint,  partic- 
ularly in  older  patients.  The  importance  of  the 
knee  joint  in  prosthetic  rehabilitation  cannot  be 
overstated.  Hopefully,  the  present  trend  is 
toward  amputation  at  the  below-knee  level.  Un- 
less it- is  clearly  evident  that  above-knee  amputa- 
tion is  absolutely  necessary,  the  surgeon  should  be 
prepared  to  do  either  an  above-knee  procedure  or 
below-knee  procedure.  Incision  through  the  skin 
and  muscle  will  quickly  demonstrate  tissue  bleed- 
ing and  skin  viability.  It  is  then  that  a final  deci- 
sion as  to  level  can  be  made.  There  is  increasing 
opinion  among  vascular  surgeons  and  peripheral 
vascular  disease  specialists  that  if  the  posterior 
skin  flap  evidences  viability,  a below-knee  ampu- 
tation will  heal  even  if  there  is  no  bleeding  in  the 
muscle.4 

It  is  not  the  purpose  of  this  report  to  describe 
and  discuss  the  techniques  of  amputation  surgery 
or  the  fabrication  of  the  rigid  plaster  dressing. 
These  topics  have  been  amply  covered  in  recent 
literature.5  However,  it  is  important  that  the  sur- 
geon who  performs  the  amputation  adheres  to 
basic  principles  of  modern  amputation  surgery 
and  that  he  understands  how  and  why  the  rigid 
dressing  works. 
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TABLE  1.  Amputations 

in  series  1968  to  1972 

Number  of 

Number  of 

Reasons  for  Amputation 

Patients 

Amputations 

Peripheral  vascular 

disease* 

170 

176 

Trauma 

10 

10 

Malignant  disease 

4 

4 

Osteomyelitis 

2 

3 

Revision  of  old  amputation 

2 

3 

Congenital  deformity 

2 

2 

Neuropathic  joint 

1 

1 

Aneurysm 

1 

1 

Totals 

192 

200 

* Including  arteriosclerosis  obliterans,  diabetes,  and  Buerger’s  disease. 


TABLE  II. 

Age  distribution  of  patients 

Number  of 

Average  Age 

Age  (Years) 

Patients 

( Y ears) 

Over  21 

185 

61 

Under  21 

7 

14 

A rigid  dressing  is  defined  as  a plaster  stump 
wrap,  applied  in  the  operating  room  immediately 
following  amputation.  The  socket  is  shaped  to 
provide  total  contact  and  end  bearing.  It  incorpo- 
rates provision  for  easy  attachment  of  a pylon  and 
foot-ankle  assembly. 

Methods 

Several  months  prior  to  January,  1968,  after 
meetings  between  the  departments  of  rehabilita- 
tion medicine  and  departments  of  surgery  of  the 
major  hospital  affiliations  of  the  Albert  Einstein 
College  of  Medicine,  which  include  the  Bronx  Mu- 
nicipal Hospital  Center,  Hospital  of  the  Albert 
Einstein  College  of  Medicine,  Lincoln  Hospital, 
and  Montefiore  Hospital,  it  was  agreed  that  the  re- 
cently described  method  of  amputee  management 
by  Burgess  and  Romano3  merited  a trial.  Mem- 
bers of  the  departments  of  rehabilitation  medicine 
and  surgery  visited  Seattle  and  observed  and 
learned  the  techniques  of  surgery  and  application 
of  the  rigid  dressing.  Thereafter,  a program  util- 
izing these  techniques  was  begun  at  the  previously 
mentioned  hospitals  on  January  1,  1968. 

For  this  program  to  be  successful,  there  had  to 
be  the  utmost  cooperation  between  the  surgical 
service  and  the  rehabilitation  medicine  service. 
Cases  were  discussed  between  the  surgeons  and 
physiatrists  preoperatively,  and  general  agreement 
was  reached  as  to  level  of  amputation,  suitability 
for  the  application  of  the  rigid  dressing,  and  the 
indication  for  early  ambulation.  Scheduling  of 
cases  was  carried  out  at  mutually  agreed  on  times 
within  the  limits  of  the  operating-room  schedule 
so  that  a technician  was  available  in  the  operating 
room  to  apply  the  rigid  dressing.  Schedules  of 
cast  changes  were  arranged  routinely,  and  techni- 
cian coverage  was  worked  out  by  rehabilitation 
medicine  so  that  if  the  rigid  dressing  was  removed 


TABLE  III.  Level  of  amputation  and  reasons  for 
above-knee  amputation 


Number  of 

Amputation 

Patients 

Per  Cent 

Level 

Below-knee 

186 

93 

Above-knee 

14 

7 

Reason  for  above-knee 

Peripheral  vascular 

disease 

9 

4.5 

Malignant  disease 

3 

1.5 

Trauma 

1 

0.5 

Knee  contracture 

1 

0.5 

TABLE  IV. 

Levels  of  revisions 

Revisions 

Number  of  Patients 

Below-knee  to  above-knee 

9 

Below-knee  to  shorter  below-knee 

3 

Syme’s  to  below-knee 

1 

Total 

13  (6.5  per  cent) 

prematurely  by  the  surgical  service  for  whatever 
reason,  it  could  be  reapplied  immediately  if  so  in- 
dicated. In  addition,  the  prosthetic  vendors 
agreed  to  cooperate  to  the  extent  of  giving  the 
highest  priority  to  the  fabrication  of  prostheses  as 
soon  as  possible  in  those  cases  included  under  the 
immediate-fit  program.  If  they  did  not  agree, 
they  lost  their  turn  in  fabricating  prostheses  for 
those  patients  treated  with  rigid  dressings. 

Results 

The  present  series  consists  of  200  amputations 
carried  out  in  a total  of  192  patients  between  1968 
and  1972.  The  series  is  summarized  in  Table  I, 
and  the  age  distribution  level  of  amputation  are 
summarized  in  Tables  II  and  III.  It  is  interesting 
to  note  that  in  a series  of  elderly  amputees  pre- 
viously reported  on  39  per  cent  of  99  amputations 
were  at  the  above-knee  level.6  Of  the  9 above- 
knee amputations  secondary  to  peripheral  vascu- 
lar disease  in  this  series,  it  was  the  surgeon’s  opin- 
ion at  the  time  of  surgery  that  there  was  not  suffi- 
cient viability  of  the  posterior  skin  flap  to  perform 
a successful  below-knee  amputation. 

Table  IV  summarizes  the  level  of  revisions.  In 
all  cases  revisions  were  due  to  delayed  healing. 
The  state  of  healing  was  so  tenuous  that  in  the 
below-knee  cases  it  was  not  deemed  advisable  to 
bypass  the  stump  using  an  above-knee  type 
weight-bearing  socket.  This  type  of  device  should 
be  used  only  when  eventual  healing  is  definitely 
anticipated.7 

The  number  of  deaths  within  thirty  days  of  am- 
putation was  9,  yielding  a mortality  rate  of  4.5. 
All  deaths  were  due  to  medical  complications  of 
underlying  diseases  and  were  not  directly  related 
to  the  surgery. 

Table  V indicates  the  number  of  prostheses  or- 
dered in  200  amputations.  Of  the  47  prostheses 
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TABLE  V.  Prosthesis  ordered  in  200  amputations 


Prosthesis  Ordered  Number  of  Patients 

Yes 

153 

No 

47 

TABLE  VI.  Reasons  for  not  ordering  prostheses  (permanent 

device  following  definitive  amputation) 

Reason 

Number 

Revision  of  level 

13 

Medical  complications  and 
problems* 

18 

Delayed  healing 

4 

Rigid  dressing  removed  by  surgeon 

2 

Rigid  dressing  removed  by  patient 

1 

Deaths 

9 

Total 

47  (24  per  cent) 

* Cardiovascular  accident,  fracture,  congestive  heart  failure,  and  so 
forth. 


not  ordered,  9 were  in  cases  of  death.  However, 
some  of  the  remaining  38  patients  did  eventually 
receive  prostheses  later  but  are  not  considered 
part  of  this  series  because  of  the  delay. 

Table  VI  indicates  the  reasons  for  not  ordering 
prostheses  in  the  47  cases,  and  a summary  of  the 
duration  of  elapsed  time  between  amputation, 
measurement,  and  delivery  of  finished  prostheses 
is  given  in  Table  VII.  If  one  compares  the  figures 
in  Table  VII  with  the  national  averages,  including 
both  the  traditional  and  immediate  rigid  fit  proce- 
dure. we  compare  quite  favorably.8  The  national 
average  time  under  the  conventional  fit  program 
from  amputation  to  delivery  of  a finished  prosthe- 
sis is  twenty-eight  weeks.  Under  the  immediate 
rigid  fit  program,  the  national  average  time  from 
amputation  to  delivery  of  a finished  prosthesis  is 
seven  weeks.  Theoretically,  the  savings  in  costs  of 
hospitalization  can  be  enormous.  The  impact  on 
psychologic  factors,  such  as  depression,  hopeless- 
ness, and  dependency  on  others  is  incalculable. 

Comment 

The  rationale  for  the  application  of  a rigid 
dressing  immediately  postoperatively  is  based  on 
the  concept  that  optimum  pressure  gradients  can 
be  exerted  on  the  stump  which  will  control  edema, 
support  circulation,  and  minimize  inflammatory 
reaction,  all  of  which  promote  healing.  A rigid 
postsurgical  dressing,  applied  in  such  a way  as  to 
avoid  proximal  constriction  and  fixed  in  its  rela- 
tionship to  the  stump,  permits  controlled  pressure. 
In  1971,  Stolov,  Burgess,  and  Romano9  reported 
that  the  rigid  dressing  itself,  immediately  after 
wrapping,  produces  pressures  between  0 and  21 
mm.  Hg  at  the  stump  end.  In  addition,  pressure 
at  the  stump  end  for  axial  loads  varying  between 
10  and  45  pounds  were  of  the  magnitude  between 
50  and  129  mm.  Hg.  These  measurements  are 
critical  in  light  of  our  knowledge  of  safe  pressure 
applied  to  the  skin  and  underlying  tissues  in  ex- 


TABLE  VII.  Elapsed  time  between  amputation,  measure- 
ment, and  delivery  of  finished  prosthesis 


Average 

Time 

Procedure 

(Days) 

Amputation  to  measurement 

31 

Measurement  to  delivery 

13 

Amputation  to  delivery 

44 

perimental  animals.  We  know  that  it  requires  a 
pressure  of  100  mm.  Hg  applied  steadily  for  two 
hours  to  produce  microscopic  skin  and  muscle 
damage  in  normal  rats.  For  avascular  limbs,  50 
mm.  Hg  applied  for  only  one  hour  is  necessary  be- 
fore microscopic  damage  is  seen.  Further,  we 
know  a pressure  of  260  mm.  Hg  applied  steadily 
for  several  minutes  is  required  to  block  nerve  con- 
duction. 

In  addition  to  enhancing  healing,  there  are  other 
advantages  of  the  rigid  dressing.  It  immobilizes 
the  local  tissue  so  that  the  amputee  can  move 
about  more  freely  and  more  comfortably.  This 
simplifies  nursing  care,  especially  in  older  pa- 
tients. Flexion  contractures  are  avoided.  Fear  of 
pain  on  movement  is  minimized.  The  rigid  dress- 
ing influences  stump  shaping  since  local  pressure 
relationships  are  significant  in  the  shaping  of  a 
stump.  Painful  phantoms  seem  to  be  less  com- 
mon following  this  procedure;  however,  this  is  still 
open  to  question  and  investigation.  The  psy- 
chologic importance  of  the  amputee  “seeing  a 
limb”  and  standing  and  walking  immediately  can- 
not be  overemphasized. 

In  my  experience  there  are  two  contraindica- 
tions to  the  application  of  the  rigid  dressing: 

1.  Local  infection  at  the  site  of  amputation. 

2.  A large,  extremely  edematous  stump  in  which 
technical  application  and  appropriate  anchoring 
would  present  a problem.  This  is  the  type  of  stump 
that  usually  changes  in  shape  and  volume  rapidly  and 
in  which  the  dressing  may  fall  off  and  is  not  secure. 

Our  schedule  for  routine  dressing  change  and 
wound  inspection  varies  slightly  from  the  original 
routine  as  outlined  by  Burgess  and  Romano3  in 
the  early  days  of  their  program.  We  change  the 
dressing  at  two  weeks,  inspect  the  wound,  remove 
alternate  sutures,  and  reapply  the  plaster  wrap  im- 
mediately. This  should  take  no  longer  than  ten 
minutes.  At  the  end  of  three  weeks  we  remove  the 
dressing  permanently,  take  out  the  remaining  su- 
tures, and  measure  the  patient  for  a permanent 
prosthesis.  The  stump  is  thereafter  wrapped  con- 
ventionally. This  requires  scheduling  so  that  the 
prosthetist  is  present  at  the  time  of  the  second 
cast  change. 

In  those  of  our  patients  who  stand  and  bear 
weight  after  the  first  day,  we  start  on  15  pounds 
and  progress  to  25  or  more  pounds  over  forty-five 
days.  Stolov,  Burgess,  and  Romano9  reported  the 
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average  amount  of  weight  bearing  in  their  patients 
with  peripheral  vascular  disease  to  be  15  per  cent 
of  body  weight  initially,  progressing  to  50  per  cent 
of  body  weight  in  forty-five  days.  The  amount  of 
weight  bearing  allowed  is  dependent  on  many  fac- 
tors such  as  tolerance  to  discomfort,  the  general 
overall  physical  condition,  and  the  status  of  the  re- 
maining leg  and  varies  from  program  to  program 
and  patient  to  patient. 

Let  us  return  to  some  of  the  misconceptions  that 
I think  are  prevalent  when  it  comes  to  the  immedi- 
ate rigid-fit  program.  First  of  all,  with  regard  to 
the  necessity  of  having  only  one  surgical  team  per- 
forming the  surgery,  I do  not  think  it  is  absolutely 
vital  to  the  rigid-fit  program  to  have  only  1 or  2 
surgeons  do  all  the  amputations  as  has  been  sug- 
gested by  others.  We  have  had  65  different  surgi- 
cal teams  performing  the  amputations  in  this  se- 
ries; 86  amputations  were  done  by  attending  sur- 
geons, and  114  amputations  were  done  by  resi- 
dents. As  mentioned  previously,  it  requires  a sur- 
geon who  is  knowledgeable  of  and  adheres  to  the 
basic  principles  of  modern  amputation  surgery. 
As  I also  mentioned  previously,  the  rigid-fit  pro- 
gram, if  it  is  to  be  successful,  needs  the  technical 
services  of  someone  to  apply  the  rigid  dressing. 
Usually  this  responsibility  falls  to  a prosthetist  or 
physical  therapist;  but  it  is  a technique  that  can  be 
quickly  learned,  and  with  some  experience  a surgi- 
cal or  rehabilitation  resident  could  be  the  applier 
of  the  dressing  in  or  out  of  the  operating  room. 

The  second  and,  I think,  most  important  mis- 
conception about  the  rigid-fit  program  has  to  do 
with  a false  assumption.  It  is  generally  assumed 
that  the  primary  purpose  of  the  application  of  the 
rigid  dressing  is  to  lead  to  early  weight  bearing, 
early  ambulation,  early  prosthetic  rehabilitation, 
and,  hence,  early  discharge  from  the  hospital.  I 
submit  that  these  factors  might  be  considered 
“fringe  benefits.”  If  we  can  accomplish  them,  so 
much  the  better;  however,  in  my  opinion  the  appli- 
cation of  the  rigid  dressing  immediately  after  sur- 
gery has  as  its  primary  aim  to  enhance  healing  of 
the  amputation  stump.  I should  like  to  stress  that 
the  application  of  the  rigid  dressing  does  not  al- 
ways lead  to  early  weight  bearing  and  ambulation 
and,  in  fact,  may  not  lead  to  ambulation  at  all.  If 
we  agree  that  the  rationale  for  the  application  of  a 
rigid  dressing  is  based  on  sound  physiologic  and 
anatomic  principles  and  edema  control,  to  enhance 
comfort  and  healing,  then  we  must  clearly  separate 


the  application  of  the  rigid  dressing  from  early 
weight  bearing  and  eventual  ambulation.  In  my 
experience  it  may  be  just  the  type  of  patient  who 
will  never  be  able  to  walk  using  a prosthesis  who  is 
the  ideal  candidate  for  the  application  of  the  rigid 
dressing.  The  elderly,  senile,  disoriented,  blind, 
diabetic  patient,  who  may  have  had  a previous  am- 
putation and  never  used  a prosthesis  and  who 
faces  a second  amputation,  is  as  good  a candidate 
for  the  rigid  dressing  as  you  will  find.  It  is  just 
such  a patient  whom  we  want  to  heal  quickly  with 
a minimum  of  discomfort  and  to  move  out  of  bed 
and  out  of  the  hospital  as  soon  as  possible.  Future 
ambulation  should  not  be  a factor  in  deciding  on 
the  application  of  the  rigid  dressing  itself. 

In  conclusion,  I believe  that  the  immediate 
rigid-fit  program  of  amputee  care  merits  strong 
consideration  at  all  hospitals,  large  and  small,  and 
should  become  a routine  procedure  in  the  manage- 
ment of  all  patients  who  face  major  limb  amputa- 
tion. 

Department  of  Rehabilitation  Medicine 
1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
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The  primary  responsibility  of  the  physician  is  to 
combat  disease,  that  is,  to  help  the  patient  con- 
tend with  it  when  he  is  ill  and  to  try  to  prevent  it 
when  preventive  measures  can  be  devised.  The 
patient  is  attended  to  when  he  is  in  pain;  the  phy- 
sician hopes  to  discharge  him  with  his  pain  re- 
lieved. Sometimes  early  detection  methods  make 
it  possible  to  anticipate  pain  and  to  arrest  the  dis- 
ease before  it  has  caused  pain.  In  general  it  is  ac- 
tual or  anticipated  pain  that  brings  the  patient  to 
the  physician,  who  seeks  to  relieve  the  actual  or 
potential  pain.  In  those  situations  in  which  the 
disease  cannot  be  eradicated,  the  physician  must 
content  himself  with  trying  to  eliminate  or  allevi- 
ate the  pain. 

These  considerations  which  apply  to  physical 
illness  and  physical  pain  apply  also  to  mental  ill- 
ness and  mental  anguish.  It  is  the  symptom  of  an- 
guish that  brings  the  patient  to  the  psychiatrist, 
but  the  conscientious  psychiatrist  will  try  to  over- 
come the  disease  that  causes  the  anguish. 

At  present,  however,  there  is  a tendency  among 
some  psychiatrists  to  attend  not  only  to  the  pain 
that  derives  from  mental  illness,  but  to  try  to  deal 
with  personal  misery  regardless  of  its  source;  there 
is  some  scientific  justification  for  this  practice, 
aside  from  its  humanitarian  aspect.  Stress  of  any 
kind,  and  the  secondary  stress  of  the  pain  to  which 
this  stress  gives  rise,  can  trigger  mental  illness  in  a 
predisposed  individual.  Thus,  psychiatrists  have 
taken  an  interest  in  the  deprivations  to  which 
large  segments  of  our  population  have  been 
subjected,  and  to  the  inequalities  and  inequities 
which  prevail  in  our  society.  Our  concern  has 
been  extended  from  mental  illness  itself  to  the  un- 
happiness that  signals  potentially  pathogenic 
stress. 


The  population  that  appeals  for  assistance  to  a 
rabbinic  counseling  center  differs  from  the  popula- 
tion that  consults  psychiatrists.  Few  persons  war- 
rant a diagnosis  more  serious  than  personality  dis- 
order. Yet  most  betray  an  impairment  of  capacity 
for  interpersonal  relationships  that  result  in  much 
suffering  by  themseloes  and  their  close  family 
members.  Perhaps  most  of  the  unnecessary  an- 
guish prevailing  in  the  community  arises  from  such 
“minor”  disorders.  The  willingness  to  ask  for  pro- 
fessional assistance  in  the  case  of  these  disorders, 
and  mental  illness  in  general,  is  a function  not 
merely  of  degree  of  suffering,  but  also  of  the  specif- 
ic pattern  of  defenses  the  individual  cultivates. 
Within  the  disturbed  family,  there  is  no  necessary 
correlation  among  who  it  is  who  falls  clinically  ill, 
who  is  the  pathogenic  agent,  and  who  asks  for  as- 
sistance. 


A prevalent  source  of  unhappiness,  and  one 
commonly  associated  with  mental  illness  as  cause 
or  effect,  is  family  discord.  Yet,  although  psychia- 
trists have  long  seen  implications  of  actual  or  po- 
tential illness  in  such  discord,  their  view  is  shared 
by  only  limited  segments  of  the  lay  public.  To  an- 
ticipate one  finding,  the  combatants  in  family  dis- 
cord reject  more  vigorously  than  others  the  idea 
that  their  belligerence  is  the  result  of  mental  ill- 
ness. 

Because  they  reject  its  association  with  mental 
illness,  and  partly  to  validate  this  rejection,  these 
individuals  involved  in  family  discord,  when  and  if 
they  do  ask  for  assistance,  turn  to  others  for  help 
rather  than  to  psychiatrists;  commonly,  they  turn 
to  clergymen  for  assistance  with  their  problems. 
One  would  expect  therefore  that  the  clergyman 
would  see  a population  of  suffering  persons  that 
differs  from  the  population  the  psychiatrist  sees. 

The  Bernstein  Center  in  the  department  of  pas- 
toral psychiatry  of  the  Jewish  Theological  Semi- 
nary offers  rabbinic  counseling.  Most  of  its 
clients  are  referred  by  their  rabbis;  others  are  re- 
ferred by  their  friends  or  acquaintances.  It  there- 
fore opens  a window  onto  the  population  of  pa- 
tients without  a diagnosis,  that  is,  individuals  who 
are  not  considered  to  be  mentally  ill  by  themselves 
or  their  relatives.  The  purpose  of  this  essay  is  to 
describe  what  may  be  seen  through  this  window. 

Counseling  by  the  clergy  has  become  recognized 
in  recent  years  as  a distinct  discipline  with  its  own 
specific  goals,  techniques,  and  problems.  This 
recognition  has  entailed  an  attempt  to  reduce  to  a 
system  an  activity  that  has  been  pursued  in  an  in- 
formal way  for  millennia.  The  impetus  for  the 
systematization  of  clerical  counseling  derives  from 
the  applicability  of  psychodynamic  analysis  and 
sociologic  analysis  to  the  counseling  process.  Ac- 
cordingly, in  recent  literature  on  clerical  counsel- 
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ing,  we  see  three  kinds  of  approach:  the  psycho- 

dynamic, the  sociologic,  and  the  religious. 

The  psychodynamic  approach  is  seeing  the 
problem  as  a function  of  the  client's  internal  con- 
flicts, and  offering  assistance  in  the  form  of  insight 
into  the  nature  and  origin  of  his  conflicting  mo- 
tives. The  sociologic  approach  is  seeing  the  prob- 
lem as  a function  of  the  client’s  relationship  to  his 
family  and  to  others  in  his  community.  It  offers 
assistance  in  the  form  of  advice  regarding  a revi- 
sion of  these  relationships.  The  traditional  reli- 
gious approach  is  seeing  the  problem  as  an  es- 
trangement from  religious  sources  of  comfort  and 
courage.  It  offers  assistance  by  attempting  to  pro- 
vide these  sources,  or  by  instructing  the  client  on 
how  he  may  become  reunited  with  these  sources. 

At  the  Bernstein  Center  for  Pastoral  Psychiatry, 
a team  of  psychiatrists,  rabbis,  and  social  workers 
reviews  the  problems  brought  by  all  persons  re- 
ferred for  rabbinic  counseling.  During  the  seven 
years  of  our  operation,  we  have  worked  with  about 
350  clients  and  have  attempted  to  view  this  group 
of  individuals  without  preconception,  although  of 
course  we  can  see  only  through  our  own  profes- 
sional spectacles.  Yet  the  interdisciplinary  char- 
acter of  the  team  has  tended  to  prevent  excessive 
bias  in  any  one  direction,  and  the  participation  of 
questioning  students  has  demanded  rigor  in  our 
formulations. 

To  characterize  the  group  with  which  we  have 
worked,  we  can  present  the  following  numerical 
data.  Of  the  first  344  clients,  there  were  87  men 
and  129  women  who  were  counseled  individually, 
with  64  families  involved  in  counseling.  Where 
the  families  were  involved  it  was  either  because 
they  applied  “en  famille,”  or  because  when  1 mem- 
ber of  the  family  applied,  we  attempted  to  engage 
the  other  members. 

There  were  68  marital  problems,  46  parent-child 
problems,  and,  in  most  cases,  we  saw  both  marital 
and  parent-child  problems  in  both  categories.  In 
addition,  31  came  for  personal  assistance,  for  ex- 
ample, help  in  finding  appropriate  psychiatric  or 
medical  care,  and  there  were  98  individuals  who 
applied  simply  for  advice.  In  most  instances, 
what  purported  to  be  a request  for  advice  turned 
out  to  be  the  presenting  surface  of  a family  prob- 
lem. 

Observations 

It  was  noted  that  most  of  the  clients  came  to  the 
rabbi  when  they  wished  to  have  him  influence  the 
behavior  of  individuals  who  were  important  to 
them.  Some  came  to  obtain  direct  assistance  from 
the  rabbi.  Only  a few  thought  it  was  their  own  be- 
havior or  thinking  which  required  correction. 

Let  us  consider  some  characteristic  examples, 
and  let  us  start  with  marital  problems.  In  many 
of  these  it  was  found  that  one  partner  was  subject- 
ed to  inappropriate  and  offensive  behavior  by  the 


other,  such  as  infidelity,  unkindness,  or  indiffer- 
ence. The  victim  applied  for  the  rabbi’s  assis- 
tance. 

Case  reports 

Case  1.  A young  and  handsome  couple  in  their  late 
twenties  came  to  the  center,  referred  by  their  rabbi. 
The  wife  had  complained  to  her  rabbi  about  the  many 
disappointments  in  her  marriage.  She  was  increasingly 
conscious  of  her  husband  as  a playful  little  boy,  frivolous 
and  superficial;  more  recently  she  had  become  aware 
that  he  was  unfaithful.  Her  husband  regarded  these 
acts  of  unfaithfulness  as  unimportant,  casual  affairs  and 
felt  that  his  wife  should  be  able  to  accept  such  acts  with- 
out feeling  any  personal  hurt.  The  wife  threatened  to 
leave  him  if  he  did  not  give  up  his  women  friends,  but,  in 
fact,  when  she  came  to  the  rabbi  she  was  confused  about 
whether  or  not  she  should  divorce  her  husband  or  learn 
to  live  with  him. 

She  had  grown  up  in  an  affluent  home.  Her  father 
was  not  only  a successful  business  man,  but  a brilliant 
scholar  as  well.  Her  mother,  also,  was  seen  by  her  as 
beautiful  and  intelligent;  she  felt  under  constant  pres- 
sure to  be  a beautiful,  brilliant,  and  accomplished  per- 
son with  no  flaws.  Life  for  her  was  very  serious.  Her 
choice  of  a husband  would  seem  to  have  been  her  way  of 
displaying  another  side  of  herself,  a frivolous,  playful, 
childlike  demonstrative  side.  Her  mate  was  a hand- 
some and  glamorous  man  with  a life  style  very  different 
from  that  of  her  father.  Her  choice  of  this  “play-boy” 
man  was  probably,  among  other  things,  a denial  of  in- 
cestuous wishes  toward  her  father.  They  were  good 
playmates  together  and  had  a great  deal  of  fun,  includ- 
ing a good  sexual  relationship  before  marriage.  After 
marriage,  her  husband  was  not  so  interested  in  her  as  a 
sexual  partner;  he  was  more  interested  in  having  a well- 
kept  home  and  in  having  his  food,  clothing,  and  enter- 
tainment taken  care  of.  She,  a well-educated,  intelli- 
gent, young  professional  woman,  resented  this  role  into 
which  he  wanted  to  thrust  her.  Nevertheless,  she  could 
manage  it  since  she  did  obtain  gratification  from  her 
professional  life.  What  she  could  not  manage,  and  what 
was  intolerable  for  her,  was  her  husband’s  sexual  indif- 
ference; he  was  totally  unable  to  understand  his  wife’s 
dissatisfaction.  A childlike  person,  he  was  not  at  all  un- 
comfortable being  childish.  It  seemed  perfectly  reason- 
able to  him  that  his  wife  should  be  content  to  play  at 
housekeeping  with  him  and  overlook  his  involvements 
with  outside  playmates.  Since  his  wife  was  not  content 
to  make  a playhouse  her  entire  life,  and  since  she  saw 
that  neither  she  nor  the  rabbi  could  effect  a change  in 
her  husband,  she  decided  to  obtain  intensive  therapy 
treatment  for  herself. 

In  such  instances,  the  victim  is  too  dependent  to 
leave  the  offending  spouse.  He  has  no  choice;  he 
must  stay.  At  the  same  time,  he  cannot  tolerate 
the  pain  and  humiliation  that  is  the  price  of 
staying.  The  rabbi  is  then  called  on  to  persuade 
the  uncooperative  spouse  to  behave. 

In  other  situations,  when  one  spouse  insists  on 
imposing  inappropriate  and  unacceptable  condi- 
tions on  the  marriage,  the  second  spouse  will  not 
accept  this  condition  and  either  threatens  to  leave 
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or  to  punish  the  spouse.  The  first  spouse  then 
comes  to  ask  the  rabbi  to  require  the  second 
spouse  to  accept  his  conditions.  Sometimes  these 
conditions  seem  outrageous  to  an  outside  observer, 
but  the  individual  who  imposes  them  generally  can 
not  see  them  as  anything  but  reasonable. 

Case  2.  A young  couple  in  their  early  thirties  had 
been  married  eight  years  when  the  husband  came  to  the 
rabbi  who  had  officiated  at  their  wedding,  complaining 
that  his  wife  threatened  to  leave  him.  Although  he  was 
dissatisfied  because  his  wife  was  a poor  housekeeper,  a 
poor  sexual  partner,  and  “no  fun,”  he  did  not  want  to 
dissolve  the  marriage.  He  found  her  a giving  and  for- 
giving person.  He  had  been  an  incorrigible  child,  and  as 
a youngster  had  been  discharged  from  several  schools. 
As  a young  adult,  he  quickly  lost  his  various  jobs  as  a 
salesman  because  he  was  unable  to  accept  the  rules. 
His  mother  was  his  rescuer;  she  stood  by  him  through 
his  escapades  and  finally  persuaded  his  father  to  give 
him  a place  in  the  family  business.  His  impulsive  and 
narcissistic  behavior  continued  after  his  marriage  at  age 
twenty-three.  There  followed  many  sexual  encounters 
which  “meant  nothing.”  Finally,  he  did  meet  a girl  with 
whom  he  had  an  extended  affair  and  made  no  attempt 
to  hide  this  from  his  wife.  He  found  this  girl  sexually 
responsive  and  “a  lot  of  fun.”  He  felt  that  these  two 
women,  each  of  whom  satisfied  a different  need  in  him, 
should  be  able  to  accept  this  situation,  but  it  was  his  girl 
who  finally  demanded  that  he  choose  between  them. 
His  wife  who  sometimes  threatened  to  leave,  as  she  had 
when  her  husband  originally  sought  the  rabbi’s  help, 
was  ready  to  forgive  him;  at  one  point,  she  responded  to 
her  husband’s  request  and  invited  the  girl  to  be  their 
houseguest.  Her  fear  of  being  alone  was  so  enormous 
that  she  was  willing  to  accept  the  outrageous  conditions 
he  imposed,  while  he  saw  nothing  at  all  outrageous  in 
what  he  demanded. 

Case  3.  The  husband  approached  the  rabbi  with  the 
conviction  that  the  rabbi,  on  moral  grounds,  could  be 
persuaded  to  influence  his  wife  to  restore  their  marriage. 
He  and  his  wife  had  been  divorced  for  several  months 
but  were  living  together  at  present;  this  arrangement 
satisfied  his  former  wife.  During  the  fifteen  years  of 
their  marriage  he  had  been  unfaithful  frequently,  pro- 
fessionally unstable,  and  sexually  and  emotionally  indif- 
ferent to  her.  Since  living  with  her  outside  of  marriage, 
he  was  gallant,  courtly,  and  attentive.  Their  sexual  re- 
lationship was  described  as  superb,  characterized  by  fre- 
quent, almost  nightly,  intercourse  that  was  satisfying  to 
both  of  them.  The  wife  seemed  to  recognize  that  out- 
side of  marriage  she  was  in  a better  position  to  manage 
her  husband.  He,  however,  needing  to  be  dependent  on 
her,  wanted  such  dependency  on  his  terms.  Within 
marriage  he  felt  more  dignified,  more  in  control,  and 
particularly  more  able  to  exercise  his  outrageous  de- 
mands. Recognizing  that  the  Jewish  moral  position 
would  be  for  them  to  marry,  he  hoped  that  a rabbi 
would  maneuver  his  wife  into  remarrying  him  so  that  he 
could  then  play  the  game  according  to  his  rules.  In  fact, 
the  wife  attempted  to  show  him  that  the  solution  to 
their  unstable  situation  did  not  lie  in  a change  in  the 
civil  situation  but  rather  in  a change  within  himself;  this 
was  not  what  the  husband  wanted  to  hear.  Follow-up 
revealed  that  he  did  succeed  in  putting  family  pressure 


on  his  wife  to  remarry  him,  but  after  several  months  of 
marriage  the  couple  were  again  divorced. 

Occasionally  both  the  offending  and  the  offend- 
ed spouse  agree  that  outside  help  is  required  and 
they  both  go  to  the  rabbi,  each  trying  to  impose  his 
will  on  the  other  and  on  the  marriage. 

Case  4.  A young  couple  in  their  early  twenties  had 
been  married  a few  months,  following  a courtship  of  one 
and  a half  years.  They  came  to  the  center,  each  deeply 
dissatisfied  with  the  partner,  and  each  seeking  change  in 
the  other.  The  courtship  had  been  characterized  by  the 
young  man’s  lack  of  consideration  for  his  fiancee  and  his 
verbal  and  even  physical  abuse  of  her.  The  abuse  in- 
creased after  marriage,  and  when  it  reached  a point  of 
being  intolerable  for  the  wife,  she  looked  for  outside  in- 
tervention. He  complained  bitterly  about  his  wife;  he 
saw  her  as  his  intellectual  inferior  and  felt  that  she  was 
withdrawn,  sexually  demanding,  excessively  clinging, 
and  dependent  on  him. 

The  husband,  a graduate  student,  was  seen  in  our 
center  as  suffering  from  an  acute  schizophrenic  depres- 
sion. He  was  unable  to  concentrate  on  his  studies,  was 
antagonizing  his  superiors,  had  difficulty  sleeping,  felt 
degraded  and  worthless,  and  was  sexually  impotent.  He 
yearned  for  someone  to  love  him  and  initially  seemed  to 
see  the  counselor  as  someone  who  would  influence  his 
wife  to  care  for  him  in  the  way  he  wanted  to  be  cared 
for.  While  he  projected  his  feelings  of  inadequacy  to  his 
wife,  he  was  in  sufficient  pain  to  want  help  for  himself, 
and  we  arranged  for  him  to  receive  effective  psychiatric 
treatment. 

The  wife  continued  seeing  a rabbi  at  the  center  for 
help  in  understanding  the  life  she  had  chosen  with  her 
husband.  She  was  a deprived  and  suffering  young 
woman,  a victim  of  the  holocaust.  Her  father  was  a bit- 
ter, angry,  and  withdrawn  man;  her  mother,  under  real- 
ity pressures  of  earning  a living,  withdrew  from  her  also. 
She  had  little  opportunity  to  pursue  the  cultural  and  in- 
tellectual interests  she  had  had  in  Europe,  and  saw  her- 
self deprived  in  every  way,  and  depriving  too,  since  her 
presence  in  the  home  added  emotional  and  financial 
burdens  to  the  family.  In  escaping  the  impossible  con- 
ditions at  home  through  marrying,  she  could  not  help 
but  know  that  she  was  perpetuating  a life  of  humiliation 
and  degradation,  for  her  husband  treated  her  with  con- 
tempt even  while  courting  her.  It  seemed  that  the  pun- 
ishment she  received  in  her  parental  home,  and  the  pun- 
ishment she  continued  to  receive,  held  an  attraction  for 
her  which  she  could  not  give  up.  Living  with  her  dis- 
turbed young  husband  gave  her  the  opportunity  to  act 
out  her  need  to  suffer.  She  used  sessions  with  the  rab- 
binic counselor  to  describe  the  quarrels  and  humilia- 
tions to  which  she  was  subjected,  but  made  no  real  effort 
to  move  away  from  the  situation.  Only  when  the  pain 
became  too  intense  did  she  think  of  leaving  the  mar- 
riage. Then  her  husband  would  become  contrite  and 
the  pain  would  subside  just  sufficiently  to  make  the 
marriage  tolerable  again.  It  was  not  possible  for  her  to 
achieve  the  independence  necessary  to  leave  this  painful 
situation,  at  least  not  without  intensive  analytic  therapy 
which  was  not  acceptable  to  her.  While  the  couple 
seemed  to  agree  that  outside  help  was  required  to  bring 
relief  from  the  intolerable  life  they  had  chosen  together, 
the  attraction  of  being  together  in  pain  apparently  out- 
weighed the  pain  of  peaceful  separation. 
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When  each  of  the  partners  struggles  to  impose 
his  own  will  on  the  marriage,  it  frequently  degen- 
erates into  a sadomasochistic  perversion.  Here, 
both  husband  and  wife  obtained  unconscious  grat- 
ification from  exerting  cruelty.  While  they  both 
loudly  complained  about  the  abuse  to  which  they 
were  subjected  and  beseeched  those  around  them 
to  assist,  they  both  angrily  rejected  assistance 
when  it  was  offered.  It  is  difficult  to  pry  apart 
such  a sadomasochistic  couple,  and  almost  impos- 
sible to  assist  either  unless  one  of  them  breaks 
dow-n  into  frank  depressive  or  schizophrenic  ill- 
ness. When  that  happens,  a therapist  may  gain 
entree  into  this  hitherto  closed  unit  and  initiate 
some  remedial  procedure. 

When  we  speak  of  parent-child  problems,  we 
usually  refer  to  difficulties  between  parents  and 
their  older  adolescent  and  young  adult  children. 
Most  parents  in  the  population  from  which  we 
draw  seem  to  recognize  that  problems  of  young 
children  require  psychiatric  help,  or  they  hesitate 
to  admit  that  they  are  not  able  to  cope  with  their 
own  young  children. 

The  most  frequent  parent-child  problem  we  en- 
counter is  that  of  the  parent  confronted  with  a re- 
bellious adolescent  son  or  daughter.  The  situa- 
tion in  a way  resembles  that  of  a spouse  married  to 
an  offending  and  unreasonable  partner.  The  ado- 
lescent is  driven  by  his  own  conflicts,  and  needs  to 
assert  his  independence  of  his  parents  in  ways  that 
often  flout  and  offend  them.  Sometimes  the  ado- 
lescent’s behavior  is  self-destructive.  The  parent 
may  be  hurt  by  the  offensive  behavior  of  his  son  or 
daughter,  or  concerned  for  the  young  person,  or 
both,  and  may  ask  the  rabbi  to  exert  influence  on 
the  young  person.  He  attempts  to  engage  the  rab- 
bi's interest  and  cooperation  by  invoking  some  re- 
ligious aspect  of  the  problem  as  a lever.  For  ex- 
ample, if  it  is  an  intermarriage  he  is  attempting  to 
prevent,  he  feels  that  he  has  a right  to  expect  the 
rabbi  to  support  his  efforts  without  qualification. 

It  is  common  to  find  in  such  cases  much  hostili- 
ty on  the  part  of  the  parents.  For  example,  when 
the  young  person  will  not  comply  with  their  wish- 
es, they  become  angry  and  vituperative;  it  is  diffi- 
cult to  persuade  them  to  remain  open  and  flexible. 
At  the  same  time,  the  young  person  displays  con- 
siderable dependence  and  ambivalence. 

Case  5.  A seventeen-year-old  high  school  senior,  a 
talented  musician  and  a bright  attractive  young  man, 
had  dropped  out  of  school,  had  left  his  parents’  home, 
and  was  living  in  a commune  in  Queens  County,  New 
York  City.  His  leaving  home  was  precipitated  by  his  fa- 
ther’s constant  criticism  of  his  life  style  with  frequent 
outbursts  of  outrage,  anger,  and  physical  beatings.  The 
family  was  a respected,  middle-class  Jewish  family.  An 
older  and  a younger  brother  both  seemed  to  conform 
easily  to  middle-class  standards.  The  son  desperately 
wanted  the  approval  and  acceptance  of  his  family,  but 
felt  that  the  price  he  was  asked  to  pay,  to  give  up  his  life 
style,  was  too  great.  Contact  with  the  Bernstein  Center 


was  made  by  his  mother  who  came  to  the  center  in  the 
hope  that  her  husband  could  be  influenced  to  be  less  pu- 
nitive toward  their  son.  She  seemed  to  recognize  that 
her  husband’s  rigid  position  was  driving  their  son  into 
asserting  himself  in  self-destructive  ways.  While  her 
husband  refused  to  accept  help,  his  wife  felt  that  with 
professional  guidance  she  might  be  able  to  salvage  the 
family.  Her  sympathy  had  always  been  with  her  son’s 
struggle  for  independence,  but  without  encouragement 
she  had  had  difficulty  in  expressing  this.  With  the  sup- 
port of  the  rabbinic  counselor,  she  was  able  to  express 
more  openly  and  strongly  her  acceptance  of  her  son,  and 
also  was  able  to  gain  insight  into  her  husband’s  frustra- 
tion and  disappointment.  With  sympathy  for  her  hus- 
band’s grief  as  well  as  sympathy  for  the  boy’s  struggle, 
she  could  express  both  feelings  without  a sense  of  being 
disloyal  to  either  one.  In  counseling,  the  son  was  able  to 
see  that  his  survival  did  not  necessarily  depend  on  re- 
sisting all  conventional  obligations.  By  taking  a strong- 
er position,  his  mother  was  able  to  influence  her  hus- 
band to  be  less  punitive,  and  the  boy  was  able  to  return 
home  without  fear  that  he  would  be  destroyed  by  his  fa- 
ther physically  and  emotionally;  he  then  entered  into  ef- 
fective therapy. 

Case  6,  A sixty-six-year-old  man  was  referred  to  the 
center  by  his  rabbi.  He  was  deeply  concerned  and 
angry  that  his  only  daughter  was  living  with  and  plan- 
ning to  marry  a non-Jewish  black  man  with  few  virtues 
to  recommend  him.  His  anger  toward  his  daughter  was 
driving  her  more  deeply  into  the  situation  he  abhorred, 
and  his  anger  with  his  wife  for  refusing  to  interfere  with 
her  daughter’s  affair  was  threatening  to  destroy  their 
home.  The  wife  agreed  that  their  daughter  was  allied 
with  an  unsuitable  mate,  but  recognized  that  she  was 
powerless  to  influence  her  daughter  to  give  up  the  man 
of  her  choice.  Her  husband  hoped  earnestly  that  the 
counselor  would  induce  his  daughter  to  return  to  his 
guidance  and  protection.  His  history  revealed  that  he 
had  in  fact  always  yearned  for  a fatherly  relation  with 
his  daughter.  Somehow  his  wife  had  managed  to  keep 
him  on  the  periphery  of  the  family  and  he  had  been  un- 
able to  establish  the  close  relationship  he  wanted.  It 
appeared  that  his  daughter’s  present  alliance  was  an  act 
of  revenge  against  her  father  for  having  been  insuffi- 
ciently involved  with  her  all  of  her  life.  This  affair  had 
not  been  the  first  inappropriate  alliance;  she  had  mar- 
ried at  seventeen  and  divorced  two  years  later.  There 
was  a series  of  affairs  with  older  men.  Each  time,  after 
she  had  been  hurt,  she  came  home  to  seek  out  the  loving 
care  she  had  missed.  In  her  anger  toward  her  father  for 
neglecting  her  when  she  was  growing  up,  she  tried  to  be 
independent  of  him,  but  always  there  seemed  to  be  the 
pull  back  toward  him  in  the  hope  that  he  would  now 
take  care  of  her  as  he  had  not  cared  for  her  earlier.  The 
counselor  focused  on  helping  him  to  cope  with  this 
mounting  depression,  and  helped  him  to  see  that  if  he 
cut  himself  off  from  his  daughter  as  he  threatened,  the 
loss  would  be  unbearable  for  both.  He  also  was  helped 
to  become  aware  of  his  daughter’s  ambivalent  feelings 
and  to  see  that  she  needed  time  and  support  to  work 
through  the  conflict  and  to  make  a constructive  deci- 
sion. 

Occasionally  the  adolescent  will  look  to  the 
rabbi  for  help  in  emancipating  himself  from  unrea- 
sonable and  repressive  parents. 
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Case  7.  A nineteen-year-old  college  student  was  seen 
at  the  center  after  his  parents  had  made  contact  with  us. 
They  were  concerned  because  he  had  dropped  out  of 
school,  was  irritable  at  home  and  used  drugs — marijua- 
na regularly,  hashish,  lysergic  acid  diethylamide 
(L.S.D.),  and  mescaline  experimentally.  He  was  a 
sweet-natured,  gentle,  rather  passive  boy,  and  was  con- 
cerned because  his  attempts  at  independence  were  con- 
stantly thwarted  by  his  overprotective  stepfather.  His 
natural  father  had  died  when  he  was  nine  years  old  and 
his  mother  had  remarried  two  years  later.  The  step- 
father appeared  to  be  kind  and  concerned;  he  hired  tu- 
tors when  the  children  had  academic  problems,  took 
them  on  frequent  outings,  and  was  generous  with 
money.  However,  beneath  this  fatherly  exterior,  he  was 
repressive  and  controlling.  His  relationship  with  the 
children,  indeed  with  everyone,  seemed  to  be  based  on 
the  giving  of  directives.  The  outings  on  which  he  took 
the  children  were  to  places  of  interest  to  him.  At  home, 
the  boy  and  his  sister  had  to  conform  to  the  patterns  the 
stepfather  considered  appropriate  in  dress,  work,  study, 
and  eating  and  sleeping  habits.  The  controls  he  exer- 
cised were  for  the  purpose  of  maintaining  a relationship 
in  the  only  way  he  knew,  by  giving  assignments.  The 
controls  further  served  him  by  making  others  dependent 
on  him  in  the  service  of  denying  his  own  dependence. 
This  worked  fairly  well  while  the  children  were  young, 
but  as  the  son  grew  up  he  struggled  naturally  toward 
more  autonomy.  While  the  parents  consciously  ex- 
pressed their  wish  that  he  achieve  independence,  actual- 
ly they  continually  frustrated  him  by  their  criticism  of 
his  decisions.  Explosive  outbursts  became  more  fre- 
quent, and  he  became  determined  to  move  out.  He  was 
supported  in  this  decision  by  his  mother  who  felt  that 
the  humiliations  to  which  he  was  subjected  were  intol- 
erable. 

In  working  with  his  parents,  no  attempt  was  made  to 
alter  their  defensive  systems.  Rather,  the  rabbinic 
counselor  hoped  that  the  father  could  learn  to  partici- 
pate in  a relationship  based  on  something  other  than  the 
giving  of  directives.  We  showed  him  how  in  the  past  his 
directives  had  failed  to  achieve  the  closeness  he  desired, 
and  that  it  would  be  helpful  to  them  both  to  take  some 
of  the  pressures  off  the  son  who  had  made  several  at- 
tempts to  move  away  from  home,  but  each  time  his  own 
dependency  needs  brought  him  back.  Unconsciously, 
he  yearned  for  a protective  father,  and  doubted  his  ca- 
pacity to  take  proper  care  of  himself.  Having  come 
originally  in  the  hope  that  the  rabbi  would  help  him  to 
emancipate  himself  from  his  family,  he  came  to  see  that 
he  contributed  also  to  his  inability  to  achieve  indepen- 
dence, and  he  decided  to  undertake  intensive  therapy  in 
an  attempt  to  resolve  the  conflict. 

Some  individuals  come  to  us  with  what  might  be 
called  problems  of  solitude.  These  are  the  indi- 
viduals who  fee!  abandoned,  the  widowed,  the 
aged  individual,  the  divorcee.  They  come  to  the 
rabbi  for  support  and  to  obtain  his  help  in  compel- 
ling others  to  look  after  them.  They  feel  victim- 
ized, abused,  and  often  believe  themselves  entitled 
to  some  form  of  restitution. 

Case  8.  A sixty-year-old  man  came  to  the  cepter  re- 
ferred by  his  rabbi;  he  was  lonely,  depressed,  confused, 
and  frightened,  had  recently  lost  his  wife,  and  realized 


that  he  was  about  to  lose  his  job  as  a teacher  as  well. 
During  his  married  life,  he  had  been  excessively  depen- 
dent on  his  wife.  She  took  care  of  his  physical  needs 
and  protected  him  from  the  demands  of  the  world.  It 
was  she  who  wrote  his  school  lesson  plans,  composed  let- 
ters for  him  to  parents  of  pupils,  or  to  school  adminis- 
trators; she  was  his  buffer,  and  her  loss  exposed  his 
weaknesses.  Having  lived  so  long  under  the  protection 
of  a good  “mother,”  he  saw  no  other  possible  way  of  life. 
In  coming  to  the  rabbi,  and  later  to  the  social  worker  at 
the  center,  he  enlisted  their  sympathy  by  his  childlike 
helplessness;  he  wanted  them  to  make  his  life  safe,  and 
was  disappointed  that  they  could  not  make  his  job  se- 
cure for  him.  He  could  not  see  himself  as  being  effec- 
tive in  any  way,  and  it  was  evident  that  his  survival  de- 
pended on  his  being  cared  for  by  others.  He  rather  pet- 
ulantly flaunted  his  inability  to  give  anything  in  return, 
and  wanted  to  be  cared  for  totally  and  unconditionally. 
Such  an  excessive  demand  had  had  the  effect  of  driving 
away  his  brothers  and  his  daughter.  When  community 
resources  were  called  on  and  he  became  involved  with 
the  Golden  Age  Club,  a painting  class,  and  an  adult  edu- 
cation group,  that  is,  when  his  dependency  needs  were 
spread  out,  it  began  to  seem  to  the  daughter  and  son- 
in-law  that  their  father’s  needs  could  be  met  after  all. 
Less  afraid  of  being  swallowed  up  by  him,  they  were  able 
to  show  him  their  concern  and  support.  Since  he  was 
suffering  from  Parkinson’s  disease  and  showed  signs  of 
senility  and  arteriosclerotic  brain  disease,  long-range 
planning  consisted  of  arranging  for  him  to  enter  a home 
for  the  chronically  ill  where  he  would  be  taken  care  of, 
and  where  at  the  same  time  his  resources  would  be  used 
and  his  self-esteem  supported. 

In  the  same  category,  we  may  include  others 
who  have  narcissistically  withdrawn  into  a schizo- 
phrenic state  and  then  suffered  the  anxiety  and 
depression  this  self-imposed  isolation  brings 
about. 

Case  9.  A twenty-one-year-old  young  man  was  re- 
ferred to  the  center  by  the  Jewish  Family  Service  with 
the  expectation  that  through  a relation  with  a young 
rabbinic  counselor  he  could  be  motivated  toward  thera- 
py. He  was  described  as  having  good  intelligence,  but 
since  high  school  he  had  withdrawn  from  any  involve- 
ment with  the  world,  did  not  work,  had  no  friends,  and 
occupied  himself  only  with  jazz  records  of  the  1930s.  In 
counseling  sessions  he  showed  a preoccupation  with 
cleanliness  and  an  anxiety  about  being  contaminated  by 
the  world.  For  example,  he  had  a phobia  about  avoid- 
ing dust,  mosquitoes,  and  dandruff  scales.  His  interest 
in  records  of  the  1930s  probably  arose  out  of  his  convic- 
tion that  the  world  must  have  been  a better  place  before 
he  was  born.  That  he  established  a rapport  with  the 
rabbinic  counselor,  and  came  conscientiously  for  weekly 
appointments  without  ever  missing  any,  seemed  to  indi- 
cate that  he  had  not  entirely  given  up  on  the  present. 
He  came,  of  course,  for  the  affection  and  interest  he  felt 
the  counselor  had  for  him,  rather  than  out  of  any  con- 
viction that  he  could  be  helped.  As  a result  of  this  at- 
tachment, he  came  to  desire  to  be  worthy  of  this  affec- 
tion, and  showed  some  shame  that  he  was  not  a produc- 
tive person.  This  sense  of  shame  was  then  used  to  moti- 
vate him  toward  therapy  and  toward  helping  him  to  ac- 
knowledge that  there  are  some  things  in  his  life  which  he 
would  like  changed  and  which  he  could  change. 
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These  narcissistically  withdrawn  individuals  can 
relate  to  a counselor  or  therapist  who  can  be  de- 
pended on  to  offer  interest,  concern,  and  warmth, 
and  yet  who  will  keep  the  relationship  from  be- 
coming dangerously  close. 

Implications 

Our  observations  are  far  from  unique,  and  they 
are  not  presented  as  novel  discoveries.  What  is 
important  is  that  we  are  engaged  here  in  providing 
service  to  a population  of  individuals  who  are  cer- 
tainly unhappy  but  who  in  many  instances  were 
not  and  would  not  be  considered  mentally  ill. 

Neither  happiness  nor  unhappiness  falls  into 
the  province  of  the  psychiatrist,  or,  for  that  mat- 
ter, into  the  province  of  the  rabbi.  For  the  psychi- 
atrist, these  are  not  the  important  criteria  for  the 
existence  or  absence  of  mental  illness,  and  for  the 
rabbi,  ethics  and  morality  take  precedence  over 
happiness. 

What  is  mental  illness?  A minority  of  the  in- 
dividuals we  see  would  warrant  a clear-cut  diagno- 
sis of  serious  mental  illness.  In  the  case  of  this 
minority,  the  most  frequent  diagnosis  would  prob- 
ably be  depressive  illness,  or  one  of  the  pathologic 
states  associated  with  it.  We  encounter  only  a few 
very  depressed  individuals  because  these  persons 
seldom  ask  for  help,  and  when  they  are  clearly  ill, 
medical,  rather  than  religious,  help  is  sought. 

However,  some  of  the  individuals  we  see  would 
appear  to  be  on  the  brink  of  depression.  They 
weep,  they  beseech,  they  cling,  and  they  subscribe 
to  a pessimistic  point  of  view.  They  come  for  as- 
sistance out  of  a feeling  of  helplessness  and  a need 
to  be  rescued.  The  clergyman,  representing  God, 
the  master  of  fate,  and  symbolically  the  omnipo- 
tent parent,  seems  to  be  a natural  rescuer  for  those 
who,  consciously  or  unconsciously,  live  within  a re- 
ligious universe.  In  these  instances,  for  the  suffer- 
ing individual,  both  the  need  and  the  assistance 
can  easily  be  conceptualized  in  religious  terms. 

Other  individuals  come  with  a clinging  attitude, 
although  they  do  not  seem  to  be  quite  so  fearful 
consciously  of  slipping  into  the  abyss  of  depres- 
sion. Nevertheless,  the  combination  of  clinging 
attitude,  affective  isolation  from  others,  and  ex- 
pressions of  guilt  indicate  that  the  individual  is 
asking  for  protection  against  depression. 

We  have  encountered  two  other  predepressive 
states  among  the  people  who  have  applied  to  us  for 
help.  One  is  a state  of  “acting  out,”  in  which  the 
individual  engages  in  any  number  of  self-indulgent 
excesses,  such  as  infidelity,  promiscuity,  sadoma- 
sochistic behavior,  or  gambling.  One  is  impressed 
by  the  inappropriateness  of  the  behavior,  by  its 
desperation  and  its  destructiveness,  and  by  the  as- 
sociation of  this  behavior  with  the  turning  away 
from  one’s  proper  love  object.  That  these  individ- 
uals are  motivated  by  the  need  to  defend  them- 
selves against  depression  is  betrayed  by  the  fact 
that  when  this  behavior  is  brought  to  an  end, 


whether  by  external  obstacles  or  guilt,  it  is  imme- 
diately followed  by  depression.  The  depression 
that  follows  such  behavior  is  usually  seen  in  analy- 
sis to  be  the  very  same  depression  it  was  intended 
to  ward  off.  The  individual,  struggling  in  this  way 
against  depression,  seldom  comes  for  help,  and, 
when  he  does,  it  is  usually  because  his  spouse  re- 
fuses to  accept  his  behavior.  On  the  other  hand, 
we  have  encountered  such  behavior  not  infre- 
quently in  the  spouse  of  the  individual  who  has 
appealed  to  us  for  assistance.  It  is  the  individual, 
victimized  by  this  predepression  and  by  antide- 
pression acting-out,  who  appeals  for  assistance. 

The  other  state  is  that  of  “angry  withdrawal.” 
This  state  of  mind  often  precedes  actual  depres- 
sive illness,  and  it  is  characterized  by  a general 
inner  irritability,  irascibility,  negativism,  and  nas- 
tiness. Psychiatrists  often  encounter  such  behav- 
ior within  days,  weeks,  or  months  before  an  indi- 
vidual becomes  depressed,  and  it  is  easily  dissipat- 
ed by  the  administration  of  an  antidepressant 
drug.  An  individual  in  this  state  of  mind  is  not 
likely  to  come  for  counseling,  but  members  of  his 
family  may  be  driven  to  do  so  by  his  hostile  behav- 
ior. 

A smaller  number  of  individuals  warrant  a diag- 
nosis of  schizophrenia.  Among  these  persons,  two 
categories  may  be  distinguished.  First,  there  are 
those  who  have  cut  themselves  off  from  most  other 
people  about  them  and  appreciate  the  rabbi’s  con- 
cern. 

Case  10.  An  unmarried  woman,  thirty-nine  years  of 
age,  was  referred  to  the  center  by  her  rabbi  who  recog- 
nized that  he  was  not  equipped  to  handle  her  excessive 
demands  for  advice,  support,  comfort,  and  friendship. 
She  had  been  in  psychiatric  treatment,  off  and  on,  since 
she  was  fifteen  years  old,  and  there  had  been  a number 
of  breakdowns  and  hospitalizations.  She  lived  on  the 
small  income  from  a trust  fund  set  up  for  her  by  her  fa- 
ther, and  worked  intermittently.  She  lived  at  home 
with  her  mother  and  resented  her  own  dependence,  so 
that  there  were  many  quarrels.  She  was  quite  isolated 
and  managed  to  antagonize  most  people  with  whom  she 
came  into  contact  by  her  suspiciousness,  irritability,  and 
intrusiveness.  What  she  sought  from  the  rabbi  was  an 
opportunity  to  complain,  to  spill  out  her  resentment  and 
anger.  She  recognized  that  there  was  safety  in  this  rela- 
tionship for  her  since  the  rabbi  would  not  drive  her  away 
as  others  had  done.  She  also  wanted  to  be  reassured 
about  the  things  that  worried  her;  she  was  self-conscious 
about  not  being  married  and  worried  that  people  would 
think  she  was  homosexual.  She  was  concerned  about 
the  fact  that  she  continued  to  live  with  her  mother  de- 
spite their  bitter  quarrels  and  felt  that  the  community 
would  regard  this  as  strange.  Talking  about  the  things 
that  worried  her  relieved  her  to  some  extent  and  the 
rabbi’s  concern  helped  her  to  feel  somewhat  more 
worthwhile. 

Second,  there  are  others  who  have  only  partially 
departed  from  the  world  of  reality  by  psychotic 
withdrawal.  Although  psychotic,  they  still  at- 
tempt to.  involve  others  in  their  delusional  system; 
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the  wish  to  validate  the  delusion  is  only  a secon- 
dary motive.  More  important  is  the  need  to  over- 
come the  sense  of  isolation  that  results  from  their 
disengagement.  For  example,  a man  may  com- 
plain that  his  wife  is  unfaithful,  without  any  realis- 
tic evidence  that  she  is;  this  is  based  entirely  on  his 
psychotic  thinking.  By  accusing  her  in  public,  he 
engages  her  and  others  in  hostile  relationships, 
when  affectionate  relationships  are  no  longer  open 
to  him.  One  man  approached  the  administration 
of  the  Jewish  Theological  Seminary  of  America  to 
demand  that  its  faculty  eradicate  references  to 
King  David  from  the  Bible  because  King  David 
had  been  guilty  of  unchastity.  The  man’s  history 
suggested  that  he  had  been  struggling  with  his  own 
conflicts  over  incestuous  impulses. 

In  each  case,  the  counselor  is  called  on  to  make 
the  world  comply  with  the  patient’s  needs,  for  ex- 
ample, to  humiliate  the  accused  wife,  or  to  de- 
nounce others  toward  whom  the  schizophrenic 
person  feels  self-righteously  superior  because  he 
has  successfully,  albeit  psychotically,  overcome  his 
immoral  impulses.  In  this  way,  both  the  rejected 
love  object  and  the  counselor  are  engaged  by  the 
patient  in  the  originally  libidinal.  but  now 
“aggressivized,”  relationship. 

Patients  with  classical  neuroses  come  relatively 
infrequently  for  counseling.  We  see  few  individu- 
als who  complain  of  hysterical  symptoms,  obses- 
sions or  compulsions,  and  phobias  or  anxieties. 
These  symptoms  generally  come  about  in  an  at- 
tempt to  resolve  problems  of  affectionate  relation- 
ships with  others,  usually  on  an  unconscious  level, 
and  outsiders  are  seldom  called  on  to  intervene. 
Such  cases  differ  from  depression  and  schizophre- 
nia in  which  the  patient  addresses  to  the  commu- 
nity a problem  that  might  have  arisen  in  personal 
relationships.  In  neurosis,  the  problem  remains 
on  an  interpersonal  level. 

A large  number  of  counseling  clients  exhibit  no 
clinical  symptoms  of  mental  illness,  no  depression, 
schizophrenia,  or  neurosis.  Yet  their  behavior  and 
the  demands  they  make  on  others  are  often  unrea- 
sonable and  in  some  instances  outrageous.  As 
parents,  they  wish  to  exert  excessive  control  over 
their  young  adult  sons  or  daughters.  As  husbands 
or  wives,  they  make  unacceptable  demands  on 
their  partners.  They  tend  to  intrude  “helpfully” 
into  the  lives  of  relatives  and  friends. 

What  may  we  infer?  When  a patient  shows  flo- 
rid symptoms  of  a serious  illness,  such  as  schizo- 
phrenia or  depression,  there  is  little  problem  about 
designating  him  as  mentally  ill.  Similarly,  the 
symptoms  of  neurosis,  even  when  they  are  less  dis 
aiding  and  dramatic,  present  such  a distinctive 
picture  that  there  is  no  problem  about  the  desig- 
nation of  mental  illness.  But  there  remains  a 
group  of  individuals  who  do  not  display  these  dis- 
tinctive aberrations,  but  do  things  we  do  not  ex- 
pect the  “normal”  individual  to  do.  They  may  en- 
gage in  self-destructive  acts  other  than  overt  at- 


tempts at  suicide,  for  example,  dangerous,  thrill- 
seeking activities  such  as  sky  diving,  gambling,  ex- 
ercising consistently  bad  judgment,  or  using  dan- 
gerous methods  to  alleviate  stress.  The  indul- 
gence in  addictive  drug  use  would  illustrate  the 
latter.  They  may  do  things  that  hurt  those  whom 
they  love,  such  as  being  compulsively  unfaithful  in 
marriage,  showing  hostility  to  their  children,  or 
flouting  the  sensitivities  and  standards  of  their 
parents.  They  may  engage  in  antisocial  activities, 
including  both  criminal  acts  and  immoral  or  un- 
ethical conduct  of  more  than  minor  significance. 

Psychoanalytic  theory  tells  us  that  mental  ill- 
ness comes  about  when  conflict  is  not  satisfactorily 
resolved.  When  a satisfactory  resolution  cannot 
be  invoked,  an  unsatisfactory  and  pathologic  one 
appears.  The  latter  may  take  the  form  of  crip- 
pling of  mental  function,  for  example,  schizophre- 
nia; a disturbance  in  intensity  of  activity,  for  ex- 
ample, manic  depressive  illness;  and  the  evolution 
of  specific  symptoms  that  intrude  into  mental  life 
but  seldom  seriously  cripple  it,  for  example,  neu- 
roses or  character  changes.  In  the  last  instance, 
the  needs  of  conflict  resolution  are  met  by  the  pa- 
tient’s imposing  restrictions  and  restraints  on  his 
own  behavior  in  his  relationship  with  other  per- 
sons. 

Therefore,  we  may  entertain  a number  of  differ- 
ent criteria  for  establishing  the  existence  of  mental 
illness.  We  may  ascertain,  for  example,  whether 
or  not  an  individual’s  behavior  complies  with  con- 
ventional, clinical  psychiatric  diagnostic  catego- 
ries. We  may  compare  his  behavior  with  expected 
normal  behavior,  attending  especially  to  the  de- 
gree of  destructiveness  exhibited,  whether  or  not 
to  the  individual  himself,  to  other  individuals,  or 
to  society.  We  may  look  for  distortions  in  person- 
ality function  as  betrayed  by  inhibitions,  restric- 
tions, and  deviant  repetitive  patterns.  These  may 
not  be  evident  as  abnormal  to  gross  observations, 
but  they  may  be  disclosed  by  psychoanalytic  ex- 
ploration. For  example,  the  psychoanalyst  may 
find  a serious  discrepancy  between  the  individual’s 
potential  and  his  performance,  or  he  may  ascertain 
that  the  individual  encounters  more  “hard  luck,” 
that  is,  apparently  fortuitous  disappointments, 
than  one  might  expect;  the  analyst  may  be  able  to 
establish  that  inadvertently  and  invisibly  he 
brings  these  disappointments  about. 

If  we  accept  the  idea  that  a serious  restriction  of 
the  individual’s  behavior  potential,  or  the  exhibi- 
tion of  inappropriate  destructiveness  toward  one- 
self or  others,  indicates  the  existence  of  mental  ill- 
ness, then  it  becomes  clear  that  mental  illness  af- 
fects many  people  other  than  those  who  would 
qualify  for  a diagnosis  by  formal  diagnostic  crite- 
ria. The  hospital  psychiatrist  sees  only  the  gros- 
ser patterns  of  mental  illness;  the  psychiatrist  in 
private  practice  sees  these  and  more  subtle  disor- 
ders. The  psychoanalyst  sees  many  individuals 
whose  crippling  personality  disorders  do  not  fall 
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within  the  categories  of  gross  psychiatric  illness. 
At  the  Bernstein  Center,  most  of  the  people  we  see 
exhibit  the  least  visible  kinds  of  illness.  We  see 
also  individuals  who  display  behavior  patterns 
that  can  be  interpreted  as  a defense  against  gross 
illness,  such  as  those  who  need  the  strong  support 
of  others  in  their  efforts  to  ward  off  illness,  and 
those  who  wish  the  rabbi  to  influence  a spouse,  a 
child,  or  a parent  to  comply  with  their  own  needs. 
These  are  “preclinical”  abnormalities,  insistent 
needs,  in  themselves  not  clinically  abnormal,  but 
evoked  by  the  effort  to  protect  oneself  against  a 
lapse  into  definitive  breakdown. 

Who  is  mentally  ill?  In  many  counseling  sit- 
uations, it  becomes  clear  that  one  member  of  the 
family  at  least  is  grossly  mentally  ill  by  the  usual 
diagnostic  criteria,  while  most  of  the  others  are 
not,  and  seem  to  have  put  up  with  the  distressing 
behavior  of  the  one  who  is  ill.  The  individual  who 
is  ill  may  be  the  one  who  has  initiated  the  counsel- 
ing, or  he  may  be  the  one  about  whom  the  initiator 
complained.  The  counselor  is  usually  alert  for 
manifestations  of  mental  illness  and,  if  he  encoun- 
ters them,  tends  to  assume  that  he  has  thereby 
penetrated  to  the  root  of  the  problem.  He  tries  to 
explain  the  family’s  disturbance  by  the  illness  and 
assumes  that  by  securing  treatment  for  the  illness, 
he  is  making  a major  contribution  toward  solving 
the  problem.  It  has  been  our  experience  that  in 
many  instances  the  mental  illness  that  was  found 
could  be  seen  as  a reaction  to  a stress  imposed  by 
another  family  member.  The  latter,  for  his  own 
mental  equilibrium,  must  demand  special  condi- 
tions, and  these  constitute  the  stress  that  causes 
the  breakdown  in  the  former.  Unjustly,  the  indi- 
vidual who  has  become  clinically  ill  is  usually  con- 
sidered the  source  of  the  difficulty  by  the  others. 

The  assignment  of  the  label  of  mental  illness 
often  becomes  a matter  of  controversy.  In  many 
instances,  one  individual  will  not  come  for  coun- 
seling for  fear  that  he  will  be  labeled  “ill.”  He  de- 
mands that  his  spouse  also  accept  counseling  so 
that  the  spouse  will  not  escape  this  label.  Clinical 
diagnosis  is  used  as  though  it  meant  an  assigning 
of  moral  responsibility,  a decision  about  who  is  vir- 
tuous and  who  is  sinning. 

To  be  able  to  help,  it  is  necessary  to  see  the  mat- 
ter clearly,  to  distinguish  among  clinical  diagnosis, 
pathogenic  influence,  and  moral  responsibility. 
The  individual  with  the  diagnosable  mental  illness 
usually  injures  himself  primarily  and  others  secon- 
darily. The  individual  who,  by  his  insistent  idi- 
osyncratic needs,  exerts  stress  on  others  may  war- 
rant no  clinical  diagnostic  label,  but  his  need  to 
impose  special  conditions  on  the  lives  of  other  per- 
sons must  be  considered  an  indication  of  illness. 
The  primary  source  of  the  family  stress  and  illness 
lies  in  the  insistent  pressures  of  the  demander;  the 
mental  illness  of  his  victim  imposes  only  a secon- 
dary stress. 

Moral  responsibility  is  still  another  matter,  and 


this  requires  separate  discussion.  The  wise  coun- 
selor will  take  a stand  on  this  issue  only  with  re- 
straint and  circumspection  because  such  a stand 
seldom  helps  to  resolve  the  personal  conflicts. 
The  principal  exception  to  this  rule  is  the  situation 
in  which  the  individual  comes  to  the  clergyman 
specifically  to  learn  which  of  the  options  available 
to  him  can  be  approved  by  ethical  and  moral  crite- 
ria, and  which  should  be  rejected  by  these  criteria. 

Who  asks  for  help?  First,  let  us  take  note  of 
the  kinds  of  help  requested.  Some  individuals 
come  to  ask  the  religious  counselor  to  exert  his  in- 
fluence on  others,  usually  family  members.  The 
request  may  be  explicit,  for  example,  “Shouldn’t 
my  wife  be  expected  to  place  my  interests  above 
the  interests  of  her  parents?”  On  the  other  hand, 
the  request  may  be  implicit,  for  example,  “How 
can  I solve  my  problem?”  Some  individuals  seek 
aid  in  the  sense  of  asking  to  be  rescued.  Only  a 
few  individuals  consider  themselves  at  fault  and 
ask  to  be  helped  to  change  themselves. 

Let  us  consider  first  those  who  ask  to  be  res- 
cued. These  are  individuals  who  are  suffering,  but 
see  their  suffering  imposed  by  a hostile  environ- 
ment they  themselves  cannot  escape  or  influence. 
Their  suffering  may  be  either  a realistic  response 
to  external  stress,  or  it  may  result  from  a patholog- 
ic response  to  such  stress,  such  as  the  incipience  of 
mental  illness. 

Those  who  see  themselves  at  fault  sound  like  in- 
dividuals with  insight  and  with  a praiseworthy 
readiness  to  accept  responsibility  and  blame.  Yet 
this  readiness  to  assume  responsibility  may  merely 
signify  incipient  depression  in  which  the  individu- 
al turns  against  himself  the  anger  meant  for  the 
disappointing  love  object.  Therefore,  if  he  does 
make  an  effort  to  improve  himself,  he  seldom 
changes  for  more  than  a brief  period. 

The  largest  group  consists  of  individuals  who 
ask  the  rabbi  to  exert  influence  on  a spouse,  an  ad- 
olescent son  or  daughter,  or  perhaps  on  a parent. 
The  individual  who  makes  this  request  may  be 
normal  and  a victim  of  an  unreasonable  and  de- 
manding relative.  He  may  be  mentally  ill  and  his 
illness  may  be  the  response  to  the  pressure  im- 
posed by  the  other  individual  against  whom  he  re- 
quires protection.  Or,  he  may  be  demanding  that 
his  partner  behave  in  certain  ways  to  satisfy  his 
own  personal  needs,  whether  out  of  clinical  illness 
or  out  of  idiosyncratic  requirements  created  by  his 
individual  personality  disorder,  for  example,  a sa- 
distic or  masochistic  personality.  These  people  do 
not  recognize  that  they  are  the  instigators  of  trou- 
ble, and  believe  that  the  changes  they  ask  the 
rabbi  to  enforce  represent  a correction  of  the  de- 
viant behavior  of  other  persons. 

It  is  clear  that  asking  for  help  has  different 
meanings.  When  an  individual  asks  the  rabbi  to 
influence  another  individual,  he  is  not  asking  for 
rescue,  succor,  or  salvation.  He  is  using  the  rabbi 
as  a tool,  an  instrument  with  which  to  manipulate 
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another  individual.  The  request  to  be  rescued  in- 
cludes two  components,  a recognition  of  the  need 
to  be  rescued  and  the  willingness  to  expose  that 
need  to  another.  To  ask  for  assistance  requires 
overcoming  both  a certain  loss  of  status  and  a 
sense  of  shame.  Not  everyone  in  trouble  is  ready 
to  admit  that  he  cannot  manage  things  himself. 
The  normal  individual,  especially  the  individual 
who  is  normally  self-confident,  will  have  little  dif- 
ficulty in  acknowledging  that  he  requires  assis- 
tance when  he  does.  The  individual  whose  self- 
esteem is  so  low  that  he  cannot  tolerate  the  admis- 
sion that  he  is  not  self-sufficient  will  be  reluctant 
to  concede  that  he  requires  assistance.  However, 
when  he  feels  sufficiently  desperate,  he  may  over- 
come his  pride  and  ask  for  help.  It  follows  that 
the  request  for  help  is  not  always  an  indication  of 
how  much  an  individual  actually  requires  help, 
since  many  who  require  help  will  not  ask  for  it. 
More  generally,  individuals  will  be  inclined  to  ask 
for  help  when  the  mental  disposition  brought 
about  by  either  the  problem  or  by  their  mental  ill- 
ness includes  a component  of  incipient  depression 
or  incipient  schizophrenia. 

It  follows  that  asking  for  help  cannot  be  consid- 
ered the  natural  consequence  of  being  in  trouble. 
In  the  case  of  physical  illness,  we  assume  that  indi- 
viduals will  naturally  ask  for  help  when  they  per- 
ceive disturbance  of  normal  function.  In  fact,  we 
find  that  some  individuals  ask  for  help  only  with 
reluctance,  and  others  ask  for  help  with  too  much 
alacrity.  In  the  case  of  mental  illness,  asking  for 
help  must  be  considered  one  of  the  manifestations 
of  mental  illness,  and  therefore  not  a reliable  indi- 
cator of  the  actual  need  for  help. 

This  observation  informs  us  that  we  err  if  we  as- 
sume that  the  psychiatrist  who  responds  to  pa- 
tients’ requests  for  assistance  sees  a representative 
cross  section  of  mentally  ill  individuals.  He  sees 
primarily  those  individuals  whose  manifestations 
of  illness  include  the  readiness  to  ask  for  help. 
Other  patients  without  this  manifestation  of  ill- 
ness do  not  see  the  psychiatrist.  Some  see  clergy- 
men, some  see  lawyers,  some  see  the  family  physi- 
cian. Many,  perhaps  most,  pursue  the  disturbed 
life  pattern  dictated  to  them  by  their  illness  with- 
out formally  presenting  themselves  as  ill;  they  suf- 
fer and  make  others  suffer,  without  a diagnosis. 

Conclusion 

Because  the  staff  of  the  Bernstein  Center  sees 
individuals  who  try  to  solve  their  problems  by  in- 
voking the  assistance  of  the  clergyman,  and  there- 


by avoid  psychiatric  scrutiny  and  psychiatric  diag- 
nosis, we  observe  many  things  that  usually  elude 
the  psychiatrist.  We  see  the  incipience  of  mental 
illness,  whereas  the  psychiatrist  seldom  sees  any- 
thing but  fully  developed  illness. 

We  see  the  family  and  social  background  within 
which  the  illness  develops  and  a behavior  pattern 
that  must  be  considered  abnormal  even  though  it 
does  not  comply  with  conventional  diagnostic  cri- 
teria. 

We  learn  that  conventional  diagnostic  criteria 
apply  only  to  a minority  of  those  who  suffer  or  who 
cause  others  to  suffer.  The  primary  source  of  dis- 
turbance and  disruption  of  family  life  is  not  always 
the  individual  with  the  diagnosis  of  mental  illness. 
Asking  for  assistance  is  the  result  of  the  special 
frame  of  mind  that  occurs  in  the  case  of  some  men- 
tal disturbances  but  does  not  occur  in  the  case  of 
others,  although  the  latter  may  be  more  severe  or 
presage  a more  serious  outcome. 

We  recommend  that  the  spectrum  of  distur- 
bances acknowledged  to  be  illness  be  broadened  to 
include  conditions  that  compel  an  individual  to 
suffer  or  to  impose  suffering  on  others.  In  treat- 
ing a patient  who  is  mentally  ill,  the  psychiatrist 
should  attempt  to  ascertain  not  only  the  circum- 
stances in  which  he  was  traumatized  in  the  past, 
but  also  the  challenge  to  his  mental  equilibrium  at 
present.  Attempts  should  be  made  to  find  a way 
to  deal  with  those  mentally  ill  individuals  who  will 
not  acknowledge  illness  or  accept  assistance  on 
their  own. 

How  such  individuals  can  be  dealt  with  is  a dif- 
ficult problem,  since  they  will  not  lend  themselves 
to  treatment  and  one  would  not  wish  to  impose 
any  restraint  on  them.  We  can  try  to  recognize 
those  features  of  social  organization  that  facilitate 
mental  illness  and  take  account  of  them  in  formu- 
lating social  and  economic  policy.  We  should,  of 
course,  be  careful  to  avoid  simplistic  cause-and- 
effect  theories,  such  as  that  poverty  and  war  cause 
mental  illness.  We  might  consider  more  subtle 
hypotheses,  such  as,  that  affluence  and  security 
may  facilitate  mental  illness  among  those  predis- 
posed by  defective  heredity  and  traumatic  child- 
hood experience.  Those  who  suffer  at  the  hands 
of  these  intractable  disturbers  of  the  peace  can  be 
helped  to  recognize  the  source  of  their  unhappi- 
ness and  to  make  themselves  independent,  or  at 
least  a little  more  independent.  If  we  cannot  alle- 
viate the  suffering  of  these  “carriers”  of  mental  ill- 
ness, we  can  at  least  protect  their  victims,  and  thus 
reduce  the  vulnerability  of  the  community  to  their 
“virus.” 
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Newborn  Infants  of 
Mothers  on 
Methadone 


bearing  age  to  the  program,  and  in  1967  the  first 
newborn  infant  was  delivered  to  a mother  on 
methadone  maintenance.  In  1968,  Wallach,  Jerez, 
and  Blinick2  reported  on  the  menstrual  function 
and  outcome  of  pregnancy  in  narcotic  addicts 
treated  with  methadone.  We  reported  our  experi- 
ence with  a small  group  of  newborn  infants  of 
methadone-maintenance  mothers  in  1970  and 

1972,  respectively.3’4 

The  present  study  reports  our  experience  with 
the  first  100  live  newborns  of  mothers  on  metha- 
done maintenance  from  January,  1967,  to  January, 

1973.  The  study  is  retrospective  for  the  first  three 
years,  and  prospective  thereafter. 
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The  MMTP  (Methadone  Maintenance  Treatment 
Program)  described  by  Dole  and  Nyswander  in 
19651  was  intended  to  introduce  methadone  grad- 
ually to  the  “hard-core”  addict  to  the  point  of  sat- 
uration or  “blockade”  daily  doses.  This  dosage 
was  intended  to  eliminate  the  addict’s  drug  hunger 
and  to  depress  euphoria  if  he  decided  to  continue 
or  to  revert  to  heroin  in  addition  to  his  methadone. 

In  1966,  the  MMTP  admitted  women  of  child- 


Material  and  methods 

Ninety-nine  women  who  became  pregnant  while 
in  the  MMTP,  or  those  who  were  pregnant  and 
then  enrolled  in  MMTP,  were  referred  to  our  hos- 
pital for  prenatal  care  and  delivery;  they  came 
from  several  of  the  New  York  City  programs. 
Ninety-two  of  the  99  mothers  were  receiving  meth- 
adone in  doses  of  80  to  120  mg.  per  day  from  one  to 
thirty-two  months  prior  to  and  at  the  time  of  de- 
livery. Seven  of  the  99  mothers  were  receiving 
doses  of  50  mg.  per  day  or  less  during  pregnancy 
and  at  the  time  of  delivery.  Labor  and  delivery 
were  conducted  by  the  obstetric  staff  using  analge- 
sic and  anesthetic  agents  similar  to  those  used  in 
any  other  patient. 

The  newborn  infant  was  evaluated  in  the  deliv- 
ery room  and  given  an  Apgar  score  at  one  and  five 
minutes.  In  the  nursery,  the  weight,  head  circum- 
ference, and  length  were  measured.  All  infants 
under  2,500  Gm.  or  those  estimated  to  be  prema- 
ture were  assessed  for  gestational  age  using  the  cri- 
teria of  Dubowitz,  Dubowitz,  and  Goldberg.5 
Careful  examination  of  the  newborn  was  per- 
formed for  evidence  of  congenital  abnormalities. 

At  least  daily,  and  often  more  frequently,  clini- 


TABLE  I.  Neonatal  drug  withdrawal  score 


Signs 

0 

1 

2 

3 

Tremors  (muscle  activity 

Normal 

Minimally  increased 

Moderate  or  marked 

Markedly  increased 

of  limbs) 

when  hungry  or 

when  undisturbed — 

continuous  even 

Irritability  (excessive 

None 

disturbed 
Slightly  increased 

subside  when  fed  or 
held  snugly 

Moderate  to  severe 

when  undisturbed, 
going  on  to  seizure- 
like movements 
Marked  even  when 

crying) 

Reflexes 

Normal 

Increased 

when  disturbed  or 
hungry 

Markedly  increased 

undisturbed 

Stools 

Normal 

Explosive,  but 

Explosive,  more  than 

Muscle  tone 

Normal 

normal  frequency 
Increased 

than  8 per  day 
Rigidity 

Skin  abrasions 

No 

Redness  of  knees 

Breaking  of  the  skin 

Respiratory  rate  per  minute 

<55 

and  elbows 
55  to  75 

76  to  95 

Repetitive  sneezing 

No 

Yes 

Repetitive  yawning 

No 

Yes 

Vomiting 

No 

Yes 

Fever 

No 

Yes 
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In  a seven-year  period,  99  narcotic  addicts  who  be- 
came pregnant  and  were  maintained  on  high 
"blocking”  doses  of  methadone  delivered  100  live 
newborns.  Methadone  administered  to  the  mother 
did  not  cause  depression  of  the  infant  at  delivery 
and  did  not  increase  the  incidence  of  congenital 
anomalies.  Twenty-six  newborns  weighed  less 
than  2,500  Gm.;  of  these  10,  39  per  cent  were  small 
for  gestational  age.  Narcotic  withdrawal  symp- 
toms occurred  in  56  newborns.  A numerical  scor- 
ing system  for  narcotic  withdrawal  in  these  infants 
is  proposed.  The  problem  of  poly-drug  abuse  in 
such  a study  is  emphasized.  It  is  concluded  in  this 
study  that  not  all  symptomatic  newborns  require 
treatment.  Long-term  follow-up  of  the  children 
will  be  required  to  determine  the  effects  of  metha- 
done on  the  fetus  and  the  newborn. 


TABLE  II.  Apgar  score  of  100  newborns  at  one  minute 


Apgar  Score 

Number  of  Newborns 

10 

10 

9 

56 

8 

20 

7 

6 

6 

3 

5 

4 

4 

0 

3 

1 

cal  evaluation  of  the  newborn  was  performed. 
When  noted,  evidence  of  withdrawal  signs  in  the 
infant  was  recorded;  the  major  signs  of  withdrawal 
as  noted  by  Kahn,  Neumann,  and  Polk*’  were 
scored.  Since  October,  1971,  in  addition  to  the 
preceding  scoring  system,  a numerical  scoring  sys- 
tem of  0 to  20  was  used  (Table  I).  Withdrawal 
symptoms  w'ere  correlated  with  the  duration  of 
methadone  maintenance  prior  to  delivery  of  the 
newborn. 

Blood  sugar,  serum  calcium,  and  magnesium  de- 
terminations were  obtained  in  30  symptomatic 
newborns.  In  most  of  these  cases,  blood,  urine, 
and  cerebrospinal  fluid  samples  were  obtained  for 
bacterial  cultures.  Newborns  with  jaundice  had 
bilirubin  level  tests  done  as  required.  Arterialized 
or  arterial  blood  samples  were  obtained  in  23  new- 
borns with  respiratory  rates  of  more  than  60  per 
minute. 

The  newborn  was  observed  in  the  hospital  for  at 
least  ten  days,  until  there  was  no  evidence  of  con- 
tinued weight  loss  and  the  withdrawal  symptoms 
were  insignificant.  The  babies  were  discharged  to 
the  care  of  the  mother  or  held  for  placement  as  de- 
termined by  the  social  worker. 

After  discharge,  contact  was  maintained  with 
the  family,  and  an  attempt  was  made  for  follow-up 
of  all  the  children.  Initially,  weekly  appointments 
were  given  to  a special  high-risk  newborn  follow- 
up clinic.  When  it  was  ascertained  that  the  moth- 
er was  managing  her  baby  well,  less-frequent  ap- 
pointments were  scheduled. 

Results 

There  were  51  males  and  49  females  in  the 
study.  The  Apgar  scores  at  one  minute  were  from 
7 to  10  in  92  per  cent  of  the  newborns  (Table  II);  at 
five  minutes,  they  all  had  Apgar  scores  of  8 to  10. 
Three  had  congenital  anomalies,  2 had  supernum- 
erary digits,  and  1 had  congenital  stridor,  later 
diagnosed  as  being  due  to  a double  aortic  arch  that 
was  surgically  corrected. 

The  gestational  age  of  the  newborns,  obtained 
by  history  and  assessment,  ranged  from  fhirty  to 
forty-one  weeks.  It  should  be  noted  here  that  be- 
cause of  hypertonicity  in  some,  the  neurologic  cri- 
teria of  gestational  assessment  were  often  difficult 
to  interpret.  There  were  no  significant  differences 
in  the  gestational  assessment  of  those  born  to 
mothers  on  MMTP  for  less  or  greater  than  six 


months.  The  birth  weights  ranged  from  1,176  to 
4,338  Gm.,  with  a median  weight  of  2,786  Gm. 

Of  the  100  liveborn  infants,  26  weighed  less  than 
2,500  Gm.  Of  these,  17  were  under  thirty-seven 
weeks’  gestation  by  dates.  On  clinical  evaluation, 
16,  61  per  cent,  of  the  26  newborns  were  appropri- 
ate by  weight  and  head  circumference  for  their 
gestational  ages,  and  10,  39  per  cent,  of  the  26  were 
assessed  as  small  for  gestational  age.  These  latter 
10  plotted  on  the  Lubchenco  fetal-growth  charts 
for  weight  and  head  circumference  correspond  to 
fetal-growth  retardation  similar  to  the  Type  I re- 
ported by  Urrusti  et  al.  • (Fig.  1). 

Three  of  the  newborns  developed  severe  respira- 
tory distress  compatible  with  hyaline  membrane 
disease  in  the  first  twenty-four  hours.  Two  of 
these  expired,  in  spite  of  assisted  ventilation  and 
other  supportive  therapy.  One  was  the  second 
twin  of  a thirty-seven-week  gestation,  with  a birth 
weight  of  2,400  Gm.,  the  other  a thirty-five-week 
premature  infant  of  2,200  Gm.  The  autopsies  re- 
vealed classic  hyaline  membrane  disease.  One 
other  newborn  had  severe  respiratory  distress  due 
to  meconium  aspiration. 

Hyperbilirubinemia  with  serum  bilirubin  levels 
above  13  mg.  per  100  ml.  occurred  in  14  newborns. 
One  had  a urinary  tract  infection  and  one  a possi- 
ble B-0  blood  type  incompatibility.  In  12,  no  ob- 
vious cause  for  the  hyperbilirubinemia  was  de- 
monstrable. None  developed  a level  of  bilirubin 
that  necessitated  an  exchange  transfusion. 

The  signs  of  the  abstinence  syndrome  were  re- 
corded retrospectively  in  13  and  prospectively  in 
85  of  the  98  surviving  newborns.  All  these  signs 
are  subjective  criteria.  Grade  II  symptoms  of 
Kahn,  Neumann,  and  Polk6  were  observed  in  50 
cases  and  Grade  III  in  6.  Three  had  seizure-like 
signs  that  could  be  controlled  by  holding  the  limbs 
and  were,  therefore,  considered  to  be  excessive 
myoclonic  movements.  From  October,  1971,  to 
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FIGURE  1.  Intrauterine  growth  charts  of  10  small-for- 
gestational-age  newborns. 


January,  1973,  62  newborns  had  signs  of  withdraw- 
al graded  prospectively  using  the  proposed  numer- 
ical score.  The  maximum  scores  and  day  of  onset 
of  34  of  62  symptomatic  newborns  recorded  by  this 
system  ranged  from  4 to  16  (Fig.  2).  A score  of  9 
or  greater  was  recorded  in  6 newborns. 

Table  III  compares  the  incidence  of  the  with- 
drawal syndrome  in  relationship  to  the  duration  of 
methadone  maintenance.  There  is  a suggested  re- 
lationship between  the  duration  of  methadone 
maintenance  in  the  mother  and  the  symptomatic 
newborn,  but  statistically  this  is  not  significant. 
In  the  6 newborns  with  the  highest  withdrawal 
scores,  there  was  no  correlation  with  the  duration 
of  the  mother’s  methadone  maintenance. 

The  onset  of  signs  was  noted  to  occur  from  the 
first  through  the  twelfth  day  of  life  (Table  IV). 
Signs  of  withdrawal  were  observed  to  start  in  the 
f irst  four  days  of  life  in  75  per  cent  of  the  symp- 
tomatic cases.  Two  were  readmitted  to  the  hospi- 
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FIGURE  2.  Withdrawal  scores  and  day  of  onset  of  34  of 
62  newborns  who  were  symptomatic  from  October,  1971, 
to  January,  1973. 


TABLE  III.  Duration  of  methadone  maintenance  in  months 
of  99  mothers,  and  incidence  of  symptomatic  newborns 


Months 

Number  of 
Mothers 

Number  of 
Sympto- 
matic Symptomatic 
Newborns  (Per  Cent) 

1 to  6 

39 

19 

49 

7 to  12 

33 

19 

58 

13  to  32 

27 

18 

66 

tal  after  discharge  because  of  withdrawal  signs  at 
fourteen  and  sixteen  days  of  age  retrospectively; 
they  were  symptomatic  in  the  first  few  days  of  life. 
The  majority  showed  maximum  signs  at  the  onset, 
and  very  rarely  did  the  severity  of  the  signs  in- 
crease over  subsequent  days. 

The  serum  calcium,  magnesium,  and  blood 
sugar  values  obtained  in  30  of  the  symptomatic 
newborns  were  all  within  the  normal  range  for  our 
laboratory,  except  in  2 term  infants  who  had  hypo- 
calcemic  levels  on  the  second  day  of  life.  In  spite 
of  correction  of  the  serum  calcium  values  by  the 
addition  of  calcium  gluconate  to  the  diet,  signs 
persisted. 

Blood  gases  from  arterialized  capillary  samples 
in  20  of  23,  and  umbilical  artery  samples  in  3 of  23 
tachypneic  newborns,  who  were  evaluated  from 
the  first  to  the  fifth  days  of  life,  revealed  respirato- 
ry alkalosis — mean:  pH  7.43,  carbon  dioxide  pres- 
sure 30  mm.  Hg — in  10,  and  normal  acid-base  bal- 
ance— mean:  pH  7 .36,  carbon  dioxide  pressure  35 
mm.  Hg — in  13.  Respiratory  alkalosis  was  ob- 
served more  frequently  on  the  first  and  second 
days  of  life.  When  diarrhea  was  a prominent  sign, 
metabolic  acidosis  was  found. 

The  hospital  stay  for  the  study  newborns  was 
ten  to  seventy-eight  days  with  a mean  of  eighteen 
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TABLE  IV.  Day  of  onset  of  withdrawl  syndrome  in  56 
symptomatic  newborns 


Day  of  Life 

Number  of  Newborns 

1 

11 

2 

17 

3 

8 

4 

6 

5 

4 

6 

0 

7 

3 

8 

2 

9 

1 

10 

3 

11 

0 

12 

1 

days;  all  but  8 infants  were  discharged  to  the 
mothers.  The  long  hospital  stay  with  some  was 
related  to  the  problem  of  placement  in  foster 
homes.  The  birth  weight  was  usually  regained  in 
ten  to  twelve  days.  Difficulty  in  consuming  an  ap- 
propriate volume  of  formula  was  noted  frequently 
in  spite  of  vigorous  sucking  efforts  by  the  infants. 
The  use  of  a formula  of  27  calories  per  ounce  could 
achieve  an  adequate  gain  of  weight  in  spite  of  poor 
feeding  habits.  The  mothers  were  carefully  in- 
structed in  the  care  of  the  infants. 

At  follow-up,  the  newborns  were  weighed  and 
measured,  and  a Denver  Developmental  Screening 
evaluation  was  performed  at  each  visit.  Those 
who  had  been  symptomatic  in  the  nurseries  were 
still  noted  to  be  irritable  for  several  weeks,  and  in- 
creased muscle  tone  with  hyperreflexia  was  noted 
for  a period  of  up  to  twelve  weeks  of  age.  Weight 
gain  was  steady,  and  most  mothers  with  encour- 
agement from  and  support  of  the  staff  were  able  to 
manage  their  newborns  satisfactorily.  The  devel- 
opmental assessments  were  also  normal  for  their 
ages. 

Treatment  of  the  newborn 

Because  of  high  mortality  rates  reported  pre- 
viously in  newborn  infants  of  addicted  mothers,  we 
were  inclined  at  first  to  treat  most  symptomatic 
newborns.8  As  we  became  more  familiar  with  the 
problem,  we  tended  to  treat  only  those  who  scored 
greater  than  10  on  the  proposed  scoring  system. 
No  protocol  for  treatment  was  devised,  and  the 
house  staff  selected  the  treatment  modality. 

Phenobarbital,  6 to  8 mg.  per  kilogram  per  day 
in  4 divided  doses,  was  the  most  frequent  medica- 
tion prescribed  and  was  used  for  26  newborns. 
This  therapy  usually  was  given  for  four  to  five 
days,  or  according  to  the  need,  and  then  stopped. 
If  necessary,  treatment  was  prolonged  and  the 
dose  gradually  tapered  over. ten  days. 

Camphorated  opium  tincture  USP  (paregoric),  3 
to  4 drops  per  kilogram  as  needed,  was  used  in  7 
newborns  with  gastrointestinal  symptoms.  After 
cessation  of  the  signs,  the  dose  was  gradually  re- 
duced, as  abrupt  or  too  rapid  discontinuation  fre- 


quently resulted  in  relapse.  It  often  took  three  to 
four  weeks  to  wean  the  infant  from  this  medica- 
tion. 

Diazepam  (Valium),  1 mg.  intramuscularly 
every  eight  hours,  was  given  to  3 symptomatic 
newborns.  This  was  effective  in  controlling  the 
signs,  but  on  3 occasions  after  administration  of 
the  diazepam,  a drop  in  the  heart  rate  from  140  to 
100  per  minute  was  observed  thirty  minutes  after 
the  injection.  The  heart  rate  returned  to  the 
preinjection  level  thirty  minutes  after  the  de- 
crease. In  2 symptomatic  cases  diazepam,  0.5  mg. 
intramuscularly  every  twelve  to  twenty-four  hours, 
was  very  effective  in  controlling  the  signs  and  did 
not  cause  slowing  of  the  heart  rate. 

Comment 

The  clinical  experience  with  newborns  of  moth- 
ers on  methadone  maintenance  in  this  study  is 
similar  to  that  of  other  studies.9-12  Some  little 
differences  are  noted  in  this  study  group  when 
compared  with  the  other  reported  series.  Nearly 
all  mothers  in  our  study  were  on  high  “blocking” 
doses  of  methadone  at  the  time  of  delivery,  which 
was  not  the  trend  of  methadone  therapy  in  the 
other  reports. 

All  published  reports  of  the  withdrawal  syn- 
drome in  newborns  were  based  on  subjective  eval- 
uation and  each  study  employed  its  own  criteria 
for  establishing  the  incidence  of  withdrawal.9-12 
This  encouraged  us  to  devise  the  numerical  scoring 
system  used  in  the  latter  part  of  this  study.  In  a 
study  of  high-risk  newborns  and  those  of  narcotic- 
addicted  mothers  in  our  institution,  the  scoring 
system  was  valid  for  the  recording  of  the  absti- 
nence syndrome  in  the  newborn  of  the  narcotic- 
addicted  mother.  Surprisingly,  there  was  a 77  per 
cent  probability  of  successful  identification  of  a 
newborn  of  a narcotic-addicted  mother  when  the 
score  was  greater  than  4.  We  hope  that  the  scor- 
ing system  is  accepted  by  others  reporting  on  new- 
borns with  narcotic  withdrawal  signs  so  that  this 
proposed  standard  can  be  used  for  comparison  of 
reports.  This  scoring  system  may  also  be  useful  in 
determining  the  need  and  evaluation  of  treatment 
for  newborns  of  drug-addicted  mothers. 

Previous  reports  have  indicated  that  withdrawal 
was  more  severe  and  prolonged  in  the  methadone 
newborn  than  in  newborns  of  heroin  addicts.910’12 
Desmond  et  a/.13  reported  on  the  late  onset  of 
withdrawal  signs  in  newborns  of  mothers  utilizing 
barbiturates.  Our  previous  reports  indicated  an 
incidence  of  26  per  cent,  5 out  of  19,  and  23  per 
cent,  8 out  of  35,  of  significant  withdrawal  signs.3’4 
As  more  newborns  were  added  to  the  study,  a 56 
per  cent  incidence  of  symptomatic  withdrawal  was 
observed.  This  figure  is  still  lower  than  other  re- 
ports of  80  to  90  per  cent  incidence  of  the  absti- 
nence syndrome.10,12 

After  the  data  in  the  present  report  were  ana- 
lyzed, it  appeared  to  us  that  there  could  possibly 
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TABLE  V.  Urine  screening  for  narcotic  drugs  by  ion-ex- 
change paper  extraction  in  30*  newborns  of  mothers  on 
methadone  maintenance 


Day  of  Life 

1 

2 

3 

Methadone 

16/23 

14/25 

8/20 

Amphetamine 

3/23 

0/25 

0/20 

Barbiturate 

4/23 

1/25 

1/20 

Morphine 

0/23 

1/25 

0/20 

* Adequate  volume  of  urine  not  obtained  on  each  day  of  life. 


be  evidence  of  poly-drug  abuse  in  some  of  the 
mothers.  Urine  samples  from  30  newborns  of 
mothers  on  methadone  maintenance,  not  included 
in  this  study,  were  collected  for  the  first  three  days 
of  life  and  screened  by  ion-exchange  paper  extrac- 
tion for  narcotic  drugs.14  These  urine  samples  did 
not  always  indicate  the  presence  of  methadone, 
which  may  be  due  to  the  insensitivity  of  the  meth- 
od for  identifying  low  concentrations  of  metha- 
done. Finding  narcotic  drugs  other  than  metha- 
done in  the  urine  of  the  newborn  can  only  indicate 
maternal  drug  abuse  (Table  V).  These  findings 
suggest  that  poly-drug  abuse  in  mothers  on  metha- 
done maintenance  must  be  considered  an  impor- 
tant factor  when  managing  their  newborns.  This 
problem  of  poly-drug  abuse  has  not  been  consid- 
ered in  the  analysis  of  the  100  newborns  in  this 
study  or  in  other  reports  of  newborns  of  mothers 
on  methadone  maintenance.  Other  reports  may 
include  newborns  of  mothers  on  low  doses  of 
methadone  or  “street”  methadone.  Since  mothers 
on  “high-blocking”  doses  of  methadone  abuse 
other  narcotic  drugs,  it  is  suggested  that  there  pos- 
sibly could  be  a greater  incidence  of  poly-drug 
abuse  when  methadone  is  given  in  lower  doses  or  is 
obtained  from  the  street.  Our  previous  data  may 
reflect  this  fact,  since  we  reported  a 26  and  a 23 
per  cent  incidence  of  significant  withdrawal  in  the 
newborn.3’4  It  is  suggested  that  when  pregnant 
women  first  entered  the  MMTP,  a stricter  surveil-  • 
lance  was  kept.  As  more  pregnant  women  were 
enrolled  in  the  programs,  it  may  have  been  more 
difficult  for  strict  surveillance,  and  the  incidence 
of  the  abstinence  syndrome  in  the  newborn  nearly 
doubled.  It  is  proposed  that  prenatal  screening  of 
the  urine  of  mothers  on  methadone  maintenance 
and  screening  of  the  urine  of  the  newborn  of  these 
mothers  become  mandatory.  Another  factor  to  be 
considered  to  explain  the  differences  is  the  use  of 
different  criteria  to  record  withdrawal  signs.  Our 
scoring  system  is  recommended  for  uniform  re- 
porting. 

Our  observation  that  symptomatic  newborns 
persist  with  withdrawal  signs  up  to  the  age  of 
twelve  weeks  is  difficult  to  explain.  It  is  sugges- 
tive that  “tissue-hound”  methadone  may  be  re- 
leased very  slowly,  or  the  use  of  other  narcotics  by 
the  mother  during  her  pregnancy  may  cause  per- 
sistent signs  in  the  newborn.  Follow-up  in  the 
first  few  months  of  life  indicates  normal,  satisfac- 
tory physical  and  developmental  growth  of  these 


infants.  However,  long-term  follow-up  of  these 
infants  would  be  required  to  determine  the  effect 
of  methadone  on  the  fetus  and  the  newborn. 

Withdrawal  signs  in  newborns  of  heroin  addicts 
were  reported  to  begin  mainly  in  the  first  ninety- 
six  hours.15  Similarly,  in  our  study  group,  75  per 
cent  of  the  symptomatic  cases  were  detected  in  the 
first  ninety-six  hours.  Some  newborns  did  mani- 
fest later  withdrawal  signs,  and  2 symptomatic  in- 
fants were  readmitted.  Late  withdrawal  signs 
could  also  possibly  be  due  to  other  narcotic  drugs 
abused  by  the  mother.  Careful  review  of  the  rec- 
ords of  the  2 newborns  noted  that  they  were  symp- 
tomatic in  the  first  few  days  of  life. 

It  is  conceivable  that  signs  of  withdrawal  could 
be  related  to  metabolic  problems  in  these  infants 
or  even  to  central  nervous-system  infection.  The 
incidence  of  metabolic  abnormalities  was  low  in 
our  group,  and  the  2 term  infants  who  were  found 
to  be  hypocalcemic  did  not  improve  after  correc- 
tion. It  is,  however,  possible  that  low  ionic  calci- 
um levels  may  be  present  in  these  newborns,  and 
with  the  respiratory  alkalosis  that  appears  in  the 
first  few  days  of  life,  this  may  be  significant  as  an 
etiologic  factor.  Some  of  our  newborns  did  show 
respiratory  alkalosis  at  an  early  age,  but  a similar 
number  did  not  demonstrate  evidence  of  this  acid- 
base  disturbance.  None  in  this  study  group  pre- 
sented evidence  of  meningitis  or  septicemia. 

The  incidence  of  low  birth-weight  newborns, 
less  than  2,500  Gm.,  of  mothers  on  methadone  has 
been  reported  to  be  as  high  as  50  per  cent  by  Glass 
and  Evans.16  In  our  study,  the  incidence  of  26  per 
cent  may  be  due  to  differences  in  the  population 
served  by  our  institution  or  to  differences  in  moti- 
vation of  the  pregnant  women  on  high  methadone 
doses.  The  fact  that  only  10  newborns  in  this 
group  were  considered  to  be  small  for  dates  is  in 
keeping  with  the  observation  of  Zelson,12  who 
noted  a lower  incidence  of  small-for-dates  new- 
borns in  methadone-maintained  mothers  than  in 
heroin-addicted  mothers.  These  small-for-dates 
newborns  exhibited  intrauterine  growth  retarda- 
tion, suggestive  of  operative  factors  in  the  last  six 
months  of  gestation.  Three  of  the  10  mothers  had 
been  on  methadone  for  fifteen  to  twenty-four 
months,  4 of  the  10  from  eight  to  nine  months,  and 
3 for  one  and  two  months.  This  does  not  show  a 
tendency  for  prolonged  maintenance  therapy  to  be 
a cause  of  fetal-growth  retardation. 

Methadone  administered  to  the  mother  does  not 
cause  depression  of  the  newborn  at  delivery  as 
evaluated  by  the  Apgar  score  at  one  and  five  min- 
utes. The  incidence  of  congenital  abnormalities 
in  the  100-study  newborns  is  similar  to  the  expect- 
ed rate  of  anomalies  in  the  normal-newborn  nur- 
sery. It  can  be  concluded  that  methadone  does 
not  act  as  a teratogen. 

Glass,  Rajegowda,  and  Evans1,  reported  on  the 
absence  of  the  idiopathic  respiratory  distress  syn- 
drome in  the  newborns  of  heroin-addicted  moth- 


998  New  York  State  Journal  of  Medicine/June  1974 


ers.  Three  newborns  in  our  study  developed  re- 
spiratory distress,  compatible  with  hyaline  mem- 
brane disease,  and  2 expired  as  a result  of  severe 
hyaline  membrane  disease  demonstrated  at  autop- 
sy. This  suggests  that  in  comparison  with  heroin, 
methadone  does  not  enhance  lung  maturation  of 
the  fetus,  and  one  can  anticipate  the  respiratory 
distress  problem  in  the  newborn  infant  who  is  at 
risk  when  the  mother  is  on  MMTP.18 

Zelson12  commented  on  the  greater  incidence  of 
hyperbilirubinemia  in  newborns  of  methadone 
mothers  compared  with  those  of  heroin-addicted 
mothers.  Nathenson  et  a/.19  reported  a low  inci- 
dence of  hyperbilirubinemia  in  newborns  of  her- 
oin-addicted mothers.  In  our  study,  12  per  cent  of 
these  infants  developed  hyperbilirubinemia  of 
unexplained  origin.  Hyperbilirubinemia  may  be  a 
problem  in  the  newborn  of  a mother  receiving 
methadone. 

Feeding  problems  were  obvious  in  some  new- 
borns. Kron,  Litt,  and  Finnegan20  have  reported 
on  decreased  sucking  rates  and  amounts  of  nutri- 
ents consumed  by  newborns  of  drug-addicted 
mothers;  they  have  suggested  that  this  could  be 
abolished  by  administration  of  narcotic  agents  to 
these  infants.  We  feel  that  with  demand  feeding 
and  dedicated  nursing,  caloric  intake  to  provide 
satisfactory  weight  gain  can  be  maintained. 
Swaddling  and  holding  the  newborn  decreases  the 
incidence  of  tremors  and  irritability. 

The  best  treatment  of  the  newborn  with  with- 
drawal signs  is  not  known;  too  many  variables 
exist  to  ensure  an  adequate  study.  Our  experience 
suggests  that  not  all  symptomatic  newborns  need 
to  be  treated.  To  control  signs,  when  the  score  is 
9 or  greater,  we  currently  recommend  diazepam, 
0.5  mg.  every  twelve  to  twenty-four  hours,  only  for 
control  of  severe  withdrawal  symptoms.  This  is 
contrary  to  the  recommendation  of  Nathenson, 
Golden,  and  Litt21  who  prescribed  larger  and  more 
frequent  administration  of  this  drug.  However,  in 
the  presence  of  hyperbilirubinemia,  diazepam 
should  not  be  used. 

Long  Island  Jewish-Hillside  Medical  Center 
South  Shore  Division 
327  Beach  19th  Street 
Far  Rockaway,  New  York  11691 
(DR.  LIPSITZ) 


References 

1.  Dole,  V.  P.,  and  Nyswander,  M.:  A medical  treatment 
for  diacetylmorphine  (heroin)  addiction.  A clinical  trial, 
JAM. A.  193:646  (1965). 

2.  Wallach,  R.  C.,  Jerez,  E.,  and  Blinick,  G.:  Pregnancy 
and  menstrual  function  in  narcotics  addicts  treated  with  meth- 
adone, Am.  J.  Obst.  & Gynec.  105:  1226  (1969). 

3.  Blatman,  S.:  Neonatal  and  follow-up,  proceedings, 

Third  National  Conference  on  Methadone  Treatment,  spon- 
sored by  the  National  Association  for  the  Prevention  of  Addic- 
tion to  Narcotics,  November,  1970,  p.  82. 

4.  Blatman,  S.,  and  Lipsitz,  P.  J.:  Children  of  women 

maintained  on  methadone;  accidental  methadone  poisoning  of 
children,  proceedings,  Fourth  National  Conference  on  Metha- 
done Treatment,  sponsored  by  the  National  Association  for  the 
Prevention  of  Addiction  to  Narcotics,  January,  1972,  p.  175. 

5.  Dubowitz,  L.  M.,  Dubowitz,  V.,  and  Goldberg,  C.:  Clin- 
ical assessment  of  gestational  age  in  the  newborn  infant,  J.  Pe- 
diat.  77:  1 (1970). 

6.  Kahn,  E.  J.,  Neumann,  L.  L.,  and  Polk,  G.  A.:  The 
course  of  the  heroin  withdrawal  syndrome  in  newborn  infants 
treated  with  phenobarbital  or  chlorpromazine,  ibid.  75:  495 
(1969). 

7.  Urrusti,  J.,  et  al.\  Human  fetal  growth  retardation.  I. 
Clinical  features  of  sample  with  intrauterine  growth  retarda- 
tion, Pediatrics  50:  547  (Oct.)  1972. 

8.  Goodfriend,  M.  J.,  Shey,  I.  A.,  and  Milton,  D.  K.:  The 
effects  of  maternal  narcotic  addiction  on  the  newborn  infant, 
Am.  J.  Obst.  & Gynec.  71:  29  (1956). 

9.  Reddy,  A.  M.,  Harper,  R.  G.,  and  Stern,  G.:  Observa- 
tions on  heroin  and  methadone  withdrawal  in  the  newborn.  Pe- 
diatrics 48:  353  (1971). 

10.  Rajegowda,  B.  K.,  et  al .:  Methadone  withdrawal  in 

newborn  infants,  J.  Pediat.  81:  532  (Sept.)  1972. 

1 1.  Annunziato,  D.:  Neonatal  addiction  to  methadone,  Pe- 
diatrics  17:  787  ( 1971  >. 

12.  Zelson,  C.:  Infant  of  the  addicted  mother.  New  En- 

gland J.  Med.  288:  1393  (June  28)  1973. 

13.  Desmond,  M.  M.,  et  al.:  Maternal  barbiturate  utiliza- 
tion and  neonatal  withdrawal  symptomatology,  J.  Pediat.  80: 
190  (Feb.)  1972. 

14.  Dole,  V.  P.,  et  al.:  Detection  of  narcotic  sedative,  and 
amphetamine  drugs  in  urine,  New  York  State  J.  Med.  72:  471 
(Feb.  15)  1972. 

15.  Zelson,  C.,  Rubio,  E.,  and  Wasserman,  E.:  Neonatal 

narcotic  addiction:  10-year  observation,  Pediatrics  48:  178 

(1971). 

16.  Glass,  L.,  and  Evans,  H.  E.:  Narcotic  withdrawal  in  the 
newborn.  Am.  Fam.  Physician  6:  75  (July)  1972. 

17.  Glass,  L.,  Rajegowda,  B.  K.,  and  Evans,  H.  E.:  Absence 
of  respiratory  distress  syndrome  in  premature  infants  of  her- 
oin-addicted mothers,  Lancet  2:  685  (1971). 

18.  Taeusch,  H.  W.,  Carson,  S.  H.,  Wang,  N.  S.,  and  Avery, 
M.  E.:  Heroin  induction  of  lung  maturation  and  growth  retar- 
dation in  fetal  rabbits,  J.  Pediat.  82:  869  (May)  1973. 

19.  Nathenson,  G.,  Cohen,  M.  I.,  Litt,  I.  F.,  and  McNamara, 
H.:  The  effect  of  maternal  heroin  addiction  on  neonatal  jaun- 
dice, ibid.  81:  899  (Nov.)  1972. 

20.  Kron,  R.  E.,  Litt,  M.,  and  Finnegan,  L.  P.:  Behavior  of 
infants  born  to  narcotic-addicted  mothers,  Pediat.  Res.  7:  292 
(Apr.)  1973. 

21.  Nathenson,  G.,  Golden,  G.  S.,  and  Litt,  I.  F.:  Diazepam 
in  the  management  of  the  neonatal  narcotic  withdrawal  syn- 
drome, Pediatrics  48:  523  (1971). 


June  1974/New  York  State  Journal  of  Medicine  999 


Community  Youth 
Program* 

Drug  abuse  program  of  comprehensive 
health  care 

JOAN  E.  MORGENTHAU,  M.D. 

New  York  City 

STEVEN  SOMKIN,  M.D. 

New  York  City 

TOM  KARP,  M.S.W. 

New  York  City 

From  the  Departments  of  Pediatrics  and  Community  Medicine, 
the  Mount  Sinai  School  of  Medicine  of  the  City  University  of  New 
York 


Delivery  of  health  services  in  the  East  Harlem 
community  can  be  characterized  as  chaotic  and 
poorly  organized.  There  is  a striking  lack  of  com- 
prehensive primary  care  and  an  inappropriate  use 
of  existing  hospital  services.  The  approximately 
21,000  teenagers  living  in  this  square-mile  area  use 
the  hospital  emergency  rooms  for  episodic,  frag- 
mented medical  care  which  is  usually  crisis  orient- 
ed. They  consider  themselves  fortunate  if  the  im- 
mediate symptom  is  alleviated;  underlying  disease 
processes  or  social  and  emotional  maladaptive  pat- 
terns seldom  can  be  attended  to  in  this  setting. 

The  traditional  outpatient  clinic,  although 
somewhat  differently  organized,  is  little  better 
suited  to  offer  comprehensive,  patient-oriented 
care.  Historically,  outpatient  care  has  been  given 
short  shrift  by  those  entrusted  with  the  training  of 
the  nation’s  future  physicians.  Medical  students 
and  house  officers  are  quick  to  identify  the  peck- 
ing order  in  a university  hospital.  Clearly,  those 
at  the  top  spend  little  time  dispensing  or  teaching 
outpatient  care.  Rounds  and  conferences  are  ori- 
ented around  the  specialty  clinic  or  the  hospital- 
ized patient,  and  most  of  the  intern’s  time  is  spent 
assigned  to  a ward.  The  time  given  over  to  outpa- 
tient care  is  frequently  allocated  in  such  a way 
that  a house  officer  seldom  has  the  opportunity  to 

* Supported  in  part  by  the  Addiction  Service  Agency  and  the 
Narcotics  Addiction  Control  Commission  (New  York  City  and 
State  programs). 


see  the  same  patient  more  than  once  or  twice, 
which  of  course  reinforces  his  concept  that  outpa- 
tient care  is  an  unrewarding  experience.  Here  at 
The  Mount  Sinai  Medical  Center’s  department  of 
pediatrics,  considerable  effort  and  resources  are 
now  being  put  into  outpatient  clinics  and  the 
emergency  room,  including  full-time  senior  staff 
and  medical  student  teaching  assignments. 

Organization  and  background 

With  these  considerations  in  mind,  a health  care 
program  for  adolescents  was  organized  by  one  of 
the  authors  (J.M.)  with  the  support  of  the  depart- 
ments of  pediatrics  and  community  medicine  of 
The  Mount  Sinai  Medical  Center  in  1968.  The 
service  goals  were:  (1)  to  provide  a walk-in  clinic 

for  the  youth  of  the  neighborhood  where  they 
could  obtain  comprehensive  medical  care,  (2)  to 
provide  continuity  of  care,  (3)  to  conduct  an  out- 
reach program  into  East  Harlem  to  identify  and 
service  some  of  the  unmet  needs  of  adolescents,  (4) 
to  utilize  an  interdisciplinary  team  approach  in 
the  delivery  of  health  care,  and  (5)  to  use  this  as  a 
teaching  model  for  students  of  medicine,  nursing, 
and  social  work. 

It  became  clear  quite  quickly  that  to  service  one 
of  the  most  urgent  health  needs  of  our  target  pop- 
ulation we  would  have  to  develop  a special  pro- 
gram for  the  youthful  drug  abuser.  However, 
since  program  funding  does  not  follow  problem 
identification,  as  does  day  the  night,  it  was  not 
until  November,  1971,  that  we  were  able  to  launch 
the  Community  Youth  Program  as  a major  compo- 
nent of  our  service  for  adolescents  in  East  Harlem. 

This  clinic,  in  particular,  emphasizes  the  team 
approach  with  physicians,  nurses,  social  workers, 
and  paraprofessionals  working  together  to  offer 
quality  health  care.  Their  efforts  are  directed 
toward  any  and  all  important  aspects  of  a patient’s 
life,  including  family  and  peer  relationships  and 
school  and  vocational  problems. 

While  it  is  true  that  no  particular  disease  is  the 
exclusive  property  of  inner-city  youth,  it  would  ap- 
pear that  there  is  an  inverse  relationship  between 
socioeconomic  class  and  major  illness. 

Screening  examinations  at  intake  into  a neigh- 
borhood youth  program  have  turned  up  positive 
physical  findings  in  approximately  one  half  of  the 
youth  examined.1  4 This  included  illness  of  seri- 
ous immediate  and/or  long-term  consequence, 
such  as:  tuberculosis,  cardiac  disease,  asthma,  hy- 
pertension, abnormalities  of  the  skeletal  system, 
major  defects  in  visual  and  auditory  acuity,  and 
dental  caries.  Furthermore,  many  of  these  patho- 
logic conditions  had  gone  unrecognized  and  had 
never  come  to  the  attention  of  the  health  profes- 
sions. In  comparison  a survey  of  some  1,000  white 
middle-class  high  school  students  identified  little 
in  the  way  of  potentially  disabling,  untreated  dis- 
ease/’ 

In  our  own  Community  Youth  Program  we  are 
in  the  process  of  providing  health  screening  for  an 
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Drug  abuse  has  been  identified  as  one  of  the  most 
urgent  health  needs  of  the  youth  of  an  inner-city 
population.  A special  unit  was  accordingly  set  up 
within  the  framework  of  a comprehensive  health 
care  service  of  a university  medical  center  Utili- 
zation of  the  team  approach  to  health  care  and 
community  outreach  were  found  to  be  particularly 
useful  in  the  delivery  of  health  care  to  this  popula- 
tion. The  demography  of  our  sample  is  described 
and  the  possibility  of  an  endemic  state  is  postula- 
ted. Our  methodology  for  detoxification  on  an 
outpatient  basis  is  detailed  and  the  criteria  for 
"success''  in  treatment  are  considered. 


entire  high  school  population.  The  results  of  this 
survey  will  he  forthcoming  in  a future  publication. 
Survey  data  and  personal  observation  do  not  lead 
to  the  conclusion  that  lower-class  youth  are  disin- 
terested in  their  state  of  health.6  On  the  contrary 
when  the  system  is  tailored  to  meet  the  needs  of 
those  it  purports  to  serve,  it  is  often  utilized  with 
enthusiasm. 

From  the  outset,  outreach  was  a very  important 
component  of  the  Community  Youth  Program. 
One  of  the  authors  (T.K.),  a community  organizer, 
was  among  the  first  staff  to  be  hired. 

Community  intervention 

We  discovered  that  the  drug-abuse  scene  in  Fast 
Harlem  runs  counter  to  several  well-established 
beliefs.  First,  there  is  no  lack  of  services  for  drug 
abusers.  Bv  the  fall  of  1971,  there  were  26  well- 
funded  drug  abuse  programs  within  the  one 
square-mile  area  that  is  East  Harlem.  Virtually 
every  church,  block  organization,  and  parents’ 
group  has  an  informal  “expert  or  specialist”  for 
making  drug  referrals.  Without  necessarily  con- 
cluding that  overabundance  of  programs  is  the 
cause,  it  should  be  noted  that  in  the  fall  of  1973, 
almost  all  East  Harlem  drug-abuse  programs  were 
significantly  underutilized.'  Detoxification  pro- 
grams were  operating  at  30  per  cent  of  capacity,  as 
were  day-treatment  programs.  Residential  drug- 
abuse  programs  were  operating  at  60  per  cent  to  70 
per  cent  of  capacity.  Methadone  maintenance 
programs,  many  of  w'hich  had  six-month  waiting 
lists  two  years  ago,  now  have  a 15  per  cent  vacancy 
rate.  The  second  well-held  belief  suggests  that 
the  most  troubled  youth  are  the  ones  to  abuse 
drugs.  One  is  led  to  believe  that  both  the  material 
and  emotional  reality  facing  these  youths  is  so  op- 
pressive that  escape  to  the  nether  world  of  drugs  is 
their  only  out.  Our  experience  supports  the  view 
of  Preble  and  Casey8  that  in  the  inner  city  it  is  fre- 
quently the  bright,  articulate  youngster  without  a 
serious  psychopathologic  condition  who  begins 
using  drugs.  For  these  youths  drug  abuse  repre- 
sents a social  act,  an  escape  from  boredom,  and  a 
career  option  that  requires  certain  skills  and  earns 
the  respect  of  one’s  peers.  A third  misconception 
is  that  youthful  drug  abuse  inevitably  implies  ad- 
diction and  a hard-core  life  style. 

Community  Youth  Program  intervention  priori- 
ties were  determined  by  the  resources  available  to 
the  staff.  The  most  dramatic  gap  in  services  to 
drug  abusers  in  East  Harlem  is  in  the  area  of  med- 
ical care.  Therefore,  we  approached  existing  com- 
munity drug  programs  and  offered  medical  back- 
up. Unlike  any  other  institution  or  program  in 
East  Harlem,  we  are  able  to  offer  free  comprehen- 
sive medical  services  including  outpatient  detoxifi- 
cation and  inpatient  hospitalization  to  this  popu- 
lation. We  are  now  entering  the  third  year  in 
which  this  service  has  been  available.  During  the 
first  year,  most  medical  care  was  done  in  the  hos- 


pital on  a case-by-case  referral.  By  the  second 
year,  we  had  written  “agreements”  for  medical 
back-up  with  10  East  Harlem  drug-abuse  pro- 
grams serving  adolescents.  Before  medical  care 
was  instituted  through  these  agreements,  small 
group  meetings  were  held  at  all  10  drug  programs 
to  discuss  the  importance  of  preventive  health 
with  emphasis  on  the  special  medical  problems  of 
these  youths.  We  feel  these  meetings  were  essen- 
tial to  a successful  outcome.  The  goals  of  the 
meetings  were  to  motivate  and  educate  potential 
consumers  of  our  services  and  to  demystify  health 
care.  Half  of  the  agreements  provided  for  initial 
health  screening  on  the  premises  of  the  communi- 
ty agency.  This  permitted  the  agency  to  become 
actively  involved  through  the  provision  of  space 
and  staff.  Although  it  was  objectively  less  effi- 
cient to  deliver  care  outside  of  the  hospital,  the 
subjective,  value  to  patients  and  programs  over- 
rode other  considerations. 

From  July,  1972,  to  June,  1973,  over  400  pa- 
tients were  seen  through  these  medical  back-up  ar- 
rangements. This  year  similar  arrangements  con- 
tinue; however,  we  are  limiting  the  onsite  medical 
screening  to  those  agencies  that  proved  to  have  the 
internal  discipline  to  make  good  use  of  it.  In  ad- 
dition, we  continue  to  set  aside  “office  hours”  for 
all  agencies  who  request  them,  and  we  still  insist 
on  educational  sessions  on  the  premises  of  the 
local  program  before  any  health  care  program  is 
instituted.  This  entire  concept  of  medical  service 
to  grass-roots  community  agencies  represents  a de- 
cided departure  from  the  usual  consumer-provider 
role  in  the  “health  industry.” 

Once  a role  for  the  Community  Youth  Program 
was  established  in  serving  youths  already  in  treat- 
ment for  drug  abuse,  we  directed  our  outreach  at 
drug-abusing  youths  not  yet  involved  with  a help- 
ing agency.  We  made  a decision  to  try  to  reach 
such  youths  in  the  East  Harlem  secondary  schools. 
During  our  first  year  of  operation,  approximately 
40  heroin-abusing  students  from  a 400-student  ex- 
perimental public  high  school  sought  our  services. 
This  led  us  to  initiate  a health  program  in  conjunc- 
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FIGURE  1.  Age  range  and  sex  distribution  of  patients.  Male,  □;  median  age,  seventeen  years;  total,  172  patients.  Fe- 
male, E3;  median  age,  sixteen  years;  total,  1 15  patients. 


tion  with  this  school.  Now  into  our  third  year  of 
operation,  services  to  this  school  have  been  greatly 
expanded  to  include  comprehensive  health  care 
and  health  education  for  a substantial  percentage 
of  the  student  body.* 

Almost  from  the  outset,  classroom  speaking  en- 
gagements on  medical  aspects  of  drug  abuse  were 
an  important  and  rewarding  aspect  of  the  Commu- 
nity Health  Program.  Speaking  has  always  been 
done  by  teams  consisting  of  medical  and  counsel- 
ing staff,  which  allows  for  broad  educational  input 
and  increases  our  visibility  in  the  community.  We 
find  that  approximately  5 per  cent  of  any  school 
audience  appears  at  the  Community  Youth  Pro- 
gram for  treatment  within  a month  after  each  talk. 
We  assiduously  avoid  scare  tactics  and,  frequently, 
enliven  our  presentations  with  a version  of  televi- 
sion’s College  Bowl  using  lollipops  as  prizes  to 
create  a “controlled  chaos”  in  the  classroom. 
Soon  there  were  more  invitations  to  speak  than  we 
could  fill,  in  schools  heretofore  characterized  by 
classroom  boredom  and  disruption.  By  the  fall  of 
1973,  we  had  spoken  to  over  150  such  classes. 

Last  year  we  established  formal  counseling 
input  with  the  seven  secondary  schools  serving 
East  Harlem.  Plach  Community  Youth  Program 

* Report  to  be  published. 


youth  counselor  spends  one-half  day  per  week  in 
one  of  these  schools  arranging  for  speaking  en- 
gagements, identifying  and  working  with  drug 
abusers,  and  developing  personal  relatinships  with 
students,  faculty,  and  staff.  Behind  the  counselor 
is  the  full  range  of  staff  and  services  of  the  Com- 
munity Youth  Program.  Thus,  we  have  become  a 
part  of  the  local  school  system.  As  we  continue 
into  our  third  year  with  the  schools,  we  think  the 
fact  that  they  are  offering  us  better  liaison  and  ac- 
commodations is  qualitative  proof  of  the  validity 
of  our  service. 

Demography 

Between  November  1,  1971,  when  the  Commu- 
nity Youth  Program  first  opened,  and  February 
28,  1972,  histories  were  obtained  from  patients  in 
accord  with  the  practice  of  the  adolescent  health 
care  unit;  attention  was  given  to  the  social,  family,  ( 
sexual,  legal,  and  drug  usage  aspects  of  the  history,  1 
but  only  after  March  was  uniform  data  collected 
on  all  patients  by  one  of  the  authors  (S.S.).  At  t 
that  time  an  intake  form  was  adopted  to  record 
standard  information  collected  by  the  youth  coun-  n 
selors,  nurses,  and  physicians  as  each  had  contact 
with  the  patient.  From  November  1,  1971,  until 
October  30,  1972,  there  were  343  new  patients  reg- 
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TABLE  I.  Ethnic  background  of  patients 


Ethnic 

Group 

Number 

Per  Cent 

Latin 

164 

57.2 

Negro 

102 

35.5 

White 

16 

5.6 

Other 

3 

1.0 

No  data 

2 

0.7 

Total 

287 

100.0 

TABLE  II. 

Religious  background  of  patients 

Religion 

N umber 

Per  Cent 

Catholic 

178 

62.1 

Protestant 

65 

22.7 

Muslim 

4 

1.3 

Jewish 

3 

1.0 

Other 

2 

0.7 

None 

15 

5.2 

No  data 

20 

7.0 

Total 

287 

100  0 

istered  at  the  Community  Youth  Program.  Of 
these,  information  was  obtained  on  287  (83  per 
cent);  the  other  56  patients,  for  whom  an  intake 
history  was  not  obtained,  either  left  immediately 
after  registration  or  were  seen  only  for  a specific 
purpose  such  as  skin  testing  for  tuberculosis,  blood 
testing  for  syphilis,  or  referral  to  an  agency  more 
appropriate  for  their  needs,  age  group,  or  place  of 
residence. 

Although  the  Community  Youth  Program  ad- 
dresses itself  primarily  to  young  people  under 
twenty,  during  the  period  being  reported  our  fund- 
ing agency  changed  the  age  guideline,  requesting 
us  to  see  patients  up  to  twenty-four  years  old.  Of 
| the  total  287  there  were  172  males  (59.9  per  cent) 
and  115  females  (40.1  per  cent).  For  the  boys  the 
median  age  was  seventeen  years  old  and  for  the 
girls  sixteen  years  old;  the  age  ranges  and  distribu- 
tion are  shown  in  Figure  1.  The  ethnic  and  reli- 
gious backgrounds  of  the  patients  are  presented  in 
Tables  I and  II. 

Excluding  alcohol  and  cigarettes,  the  median 
number  of  drugs  experimented  with  or  used  regu- 
larly was  four.  Sixteen  patients  reported  no  drug 
use,  10  had  experience  with  as  many  as  eight,  and 
1 with  nine.  The  histogram  in  Figure  2 illustrates 
the  wide  variation  in  the  number  of  drugs  used  by 
individuals.  The  drugs  used  are  shown  in  Figure 
3;  heroin,  used  by  84  per  cent  of  those  interviewed, 
edged  out  marijuana  and  hashish  with  82  per  cent 
of  the  group,  and  cocaine  was  a distant  third  with 
60  per  cent.  Tending  to  confirm  our  clinical  im- 
pression and  anecdotal  evidence,  that  the  use  of 
methadone  is  increasing,  Figure  4 shows  the  per- 
centage of  new  patients  reporting  the  use  of  street 
methadone  in  three-month  groupings;  the  percent- 
ages for  the  first  and  second  three-month  groups 
may  be  falsely  lowered  because  a standardized 
data  collection  was  not  begun  until  March  1,  1972. 


% 


FIGURE  2.  Histogram  illustrating  wide  variation  in  number 
of  drugs  used  by  individuals. 
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FIGURE  3.  Percentage  of  patients  using  specific  drugs. 


Another  year  of  observation  should  clarify  this 
point,  although  it  does  seem  that  we  are  observing 
a dramatic  and  alarming  increase  in  the  prevalence 
of  illicit  methadone  use. 

In  this  population  the  median  age  of  first  drug 
use  was  thirteen  years,  and  the  median  age  of  first 
heroin  use  for  the  240  heroin  users  was  fourteen 
years  (Figs.  5 and  6).  The  symmetrical  distribu- 
tions around  these  two  medians  are  striking  and 
suggest  that  we  are  observing  a phenomenon  char- 
acteristic of  the  population.  A significant  influx 
of  drug  users,  possibly  in  epidemic  proportions, 
may  have  occurred  earlier,  or  drug  use  may  be  en- 
demic in  this  population.  Looking  at  the  years 
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FIGURE  4.  Percentage  of  new  patients  reporting  use  of 
street  methadone  in  three-month  groupings. 

1962  to  1971,  no  single  year  stands  out  as  vintage 
for  the  first  use  of  heroin  (Table  III).  This  is  in 
contrast  to  the  findings  of  d’Alarcon9  in  England 
and  of  Levengood,  Lowinger,  and  Schooff10  in 
Michigan  where  the  time  of  the  influx  of  heroin 
could  be  documented.  However,  the  presence  of 
an  endemic  state  can  only  be  tentatively  postula- 
ted because  we  have  been  observing  the  drug  phe- 
nomenon for  just  one  year  and  because  the  referral 
sources  of  our  patients  has  not  yet  stabilized. 
Further  observations  and  comparison  with  a popu- 
lation that  has  not  selected  itself  for  help  with 
drug  use  are  in  progress. 

Detoxification 

Of  the  287  patients  who  stayed  long  enough  for 
an  intake  history  to  he  completed,  ambulatory 
methadone  detoxification  was  begun  in  115  or  40 
per  cent  of  the  total.  The  decision  to  begin  detox- 
ification was  made  individually  and  based  on  the 


IN  yfAP-S 

FIGURE  5.  Age  of  first  drug  use,  March  to  October, 
1972. 


FIGURE  6.  Age  of  first  heroin  use. 

size  of  the  patient’s  habit,  the  amount  of  subjec- 
tive physical  discomfort  from  withdrawal  symp- 
toms, the  presence  of  craving,  and  the  youth  coun- 
selor’s assessment  of  motivation.  Patients  with 
very  large  habits  and  relatively  unmotivated  pa- 
tients were  referred  for  inpatient  detoxification, 
and  those  with  very  small  habits  were  not  detoxi- 
fied at  all.  The  initial  dose  of  oral  methadone  was 
determined  individually,  although  it  was  usually 
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TABLE  III.  Year  of  first  heroin  use 


Year 

Number 

Per  Cent 

Not  known 

5 

2.1 

1965 

8 

3.3 

1966 

17 

7.1 

1967 

26 

10.8 

1968 

41 

17.1 

1969 

50 

20.8 

1970 

37 

15.4 

1971 

46 

19.2 

1972 

10 

4.2 

20  mg.  or  less;  subsequent  dosages  were  daily  re- 
duced by  decrements  of  5 mg.  If  discomfort  oc- 
curred, the  dose  would  be  held  stable  for  up  to  two 
days  before  the  next  decrement.  Methadone  was 
provided  in  predetermined  dosage  by  the  hospital 
pharmacy  over  weekends.  Further,  patients  being 
detoxified  were  required  to  keep  all  scheduled  ap- 
pointments with  their  counselors  and  give  up  a 
daily  urine  for  chemical  analysis;  this  specimen 
was  collected  under  strict  surveillance  by  a staff 
member. 

In  the  year  of  study  37  patients  completed  de- 
toxification (32  per  cent);  the  other  78  (68  per 
cent)  did  not  complete  detoxification  because  they 
failed  to  keep  appointments,  stating  that  they 
were  no  longer  interested,  were  hospitalized  for  in- 
patient detoxification,  or  they  simply  failed  to  re- 
turn. This  is  in  line  with  the  heroin  detoxification 
experience  in  Washington  and  Boston.11’12  Many 
not  completely  detoxified  later  returned  for  other 
health  services,  and  some  of  these  eventually 
stopped  using  drugs  or  entered  other  rehabilita- 
tion programs.  Conversely,  successful  completion 
of  detoxification  does  not  necessarily  imply  thera- 
peutic success;  many  of  these  patients  returned  to 
drug  use  or  were,  in  other  ways,  unable  to  alter 
their  self-destructive  life  styles. 

Conclusions 

A drug-abuse  program  designed  to  treat  youth 
in  an  urban  community  can  be  integrated  into  a 
comprehensive  care  unit  for  adolescents  operating 


out  of  a university  medical  center.  “Success”  has 
a different  meaning  at  various  points  in  treatment. 
Initially,  a patient  is  a success  if  he  keeps  every  ap- 
pointment during  detoxification,  and  his  urines 
are  free  from  drugs;  later  success  may  mean  his 
being  able  to  verbalize  his  problems  and  plan  his 
future;  ultimately  personal  growth  and  achieve- 
ment at  school  or  at  work  is  success. 

Since  October  31,  1972,  when  the  data  collection 
for  this  study  was  completed,  a vigorous  outreach 
effort  combined  with  greater  efficiency  in  provid- 
ing services  has  nearly  tripled  the  number  of  ado- 
lescents seen.  The  demographic  characteristics  of 
the  population  has  altered  as  has  the  pattern  of 
drug  abuse.* 
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Following  the  work  of  Huggins  and  col- 
leagues,1,2 interest  in  endocrine  therapy  for  pros- 
tate cancer  developed  steadily.  Both  estrogens 
and  castration  were  found  to  offer  palliation  in  a 
large  number  of  patients.  Because  of  the  possible 
role  of  the  pituitary  gland,  hypophysectomy  was 
first  attempted  in  19483;  unfortunately,  the  pa- 
tient did  not  survive.  Later,  with  supplemental 
adrenocorticotropic  hormone  (ACTH)  and  corti- 
sone, the  procedure  was  carried  out  successfully  in 
the  early  1950s  by  both  Scott3  and  Luft  and  Olive- 
crona.4  Clinical  improvement  occurred  in  several 
patients  following  hypophysectomy,  and  the  need 
for  evaluation  of  this  treatment  became  evident. 

Patient  selection 

This  report  concerns  the  experience  with 
transcranial  hypophysectomy  for  the  treatment  of 
prostate  cancer  at  The  New  York  Hospital.  Be- 
tween 195.3  and  1970,  47  patients  were  operated  on 
according  to  the  method  of  Ray,5  and  were  sup- 
ported postoperatively  with  cortisone  and  thyroid 
supplements.  The  patients  ranged  in  age  from 
forty-six  to  seventy-eight  years,  and  had  had  the 

* This  work  was  supported  in  part  by  Public  Health  Service 
Research  Grant  CA  08748  from  the  National  Cancer  Institute. 

t Present  address:  Department  of  Endocrinology,  Lahey 

Clinic,  Boston,  Massachusetts. 

**  Present  address:  Case  Western  Reserve  University, 

Cleveland,  Ohio. 


diagnosis  of  prostate  cancer  made  from  seven 
months  to  twelve  years  before  hypophysectomy. 

All  but  1 of  the  patients  were  suffering  from  in- 
tractable pain  secondary  to  metastasis.  The  lone 
patient  was  suffering  from  an  obstructive  uropa- 
thy  even  after  3 transurethral  resections  of  the 
prostate  tumor. 

Selection  of  a patient  for  surgery  was  made  on 
the  basis  of  reasonable  surgical  risk  and  not  on 
previous  response  to  hormone  therapy.  Many  pa- 
tients, however,  were  debilitated  and  in  poor  gen- 
eral condition  at  the  time  of  surgery. 

Results 

Sixty  per  cent  of  47  patients  responded  to  hypo- 
physectomy with  resolution  of  all  or  most  of  their 
pain  for  two  months  to  three  years.  The  single 
patient  with  an  obstructive  uropathy  was  relieved 
following  pituitary  ablation.  Nine  of  the  respond- 
ing patients  showed  objective  improvement  as  was 
evidenced  by  a decrease  in  the  size  of  palpable 
tumor  or  a reduction  in  the  size  of  radiologically 
evident  metastatic  pulmonary  lesions. 

Hormone  dependence.  Hormone  dependence 
of  the  tumors  in  the  47  patients  was  difficult  to 
evaluate  because  estrogens  were  given  or  castra- 
tion was  carried  out  in  most  cases  before  any  bone 
pain  developed.  Thirteen  patients,  however,  did 
not  undergo  orchiectomy  until  pain  was  present, 
and  of  this  group  7 experienced  complete  relief  for 
six  months  to  two  years  following  the  procedure. 
Of  the  7 who  responded  to  orchiectomy  but  later 
relapsed,  4 had  complete  pain  relief  and  1 had 
marked  reduction  in  pain  following  hypophysecto- 
my, a 71  per  cent  response. 

In  9 patients,  estrogens  were  given  with  the 
onset  of  pain  and  7 showed  marked  improvement. 
When  hypophysectomy  was  carried  out  in  those 
who  responded  to  estrogen  therapy  initially  but 
later  relapsed,  remission  occurred  again  in  four  pa- 
tients, a 57  per  cent  response. 

Seven  patients  failed  to  respond  to  both  orchiec- 
tomy and  estrogens.  When  pituitary  ablation  was 
carried  out  in  this  group,  only  1 showed  partial 
resolution  of  his  pain,  and  this  lasted  for  one 
month,  a 14  per  cent  response  (Table  I). 

Laboratory.  Serum  acid  phosphatase  levels 
were  normal  in  29  patients,  62  per  cent,  immedi- 
ately prior  to  hypophysectomy,  although  all  had 
metastatic  tumor.  Of  this  group,  one-third  were 
significantly  relieved  of  their  pain  as  a result  of 
surgery.  Moderate  to  marked  elevation  of  serum 
acid  phosphatase  was  found  in  18  patients.  After 
hypophysectomy,  9 of  these  showed  a reduction  in 
the  enzyme  level,  and  6 of  the  9,  67  per  cent,  expe- 
rienced remission  of  pain. 

Serum  alkaline  phosphatase  levels  were  variable 
both  before  and  after  hypophysectomy.  Ten  pa- 
tients had  normal  serum  levels  preoperatively;  13 
patients  demonstrated  a rise  in  this  serum  enzyme 
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Between  1953  and  1970  transcranial  hypophysec- 
tomy  was  performed  47  times  at  The  New  York 
Hospital  for  metastatic  prostate  cancer.  With  one 
exception , the  patients  were  suffering  from  severe 
pain  secondary  to  multiple  skeletal  metastasis. 
An  initial  remission  of  pain  was  seen  in  60  per  cent 
of  patients  in  the  immediate  postoperative  period; 
20  per  cent  experienced  a prolonged  pain-free  pe- 
riod, lasting  from  six  months  to  three  years.  A 
previous  response  to  castration  or  estrogen  thera- 
py improved  the  possibility  that  hypophysectomy 
would  produce  a remission  of  pain.  It  is  recom- 
mended that  hypophysectomy  be  performed  soon 
after  the  effects  of  castration  and  estrogen  therapy 
have  come  to  an  end. 


TABLE  I.  Significance  of  response  to  hormone  alterations 
prior  to  hypophysectomy 


Previous  Response 
to  Hormones 

Number 

of 

Patients 

Number 
Responding  to 
Hypophysectomy 
(per  cent) 

Decreased  pain  with 

orchiectomy 

7 

5(71) 

Decreased  pain  with 

estrogens 

7 

4(57) 

No  effect  from  orchiectomy 

or  estrogens 

7 

1 (14) 

TABLE  II.  Duration  of  pain 

relief  in 

25  patients  showing 

initial  response  to  hypophysectomy 

Length  of  Pain 

Number  of 

Relief  in  Months 

Patients 

1 to  3 

15 

5 

1 

6 to  12 

5 

12  to  36 

4 

level  after  surgery,  although  a number  of  these  en- 
joyed a clinical  remission. 

Radiology.  Bone  metastasis,  mostly  of  the  os- 
teoblastic type,  was  present  in  all  but  5 patients. 
After  surgery,  only  3 patients  showed  definite  evi- 
dence of  radiographic  improvement  manifested  by 
recalcification  of  the  osteolytic  lesions.  Follow-up 
studies  were  incomplete  in  23  cases,  however. 
Several  patients  demonstrated  an  increase  in  the 
radiologic  extent  of  the  osteoblastic  lesions  during 
a period  when  they  were  in  a state  of  clinical  re- 
mission from  pain. 

Length  of  remission.  The  duration  of  pain  re- 
lief varied  in  those  who  experienced  a clinical  re- 
mission after  hypophysectomy.  Of  25  such  pa- 
tients, 15  had  a return  of  pain  within  three 
months.  One  patient  had  recurrence  of  pain  five 
months  postoperatively.  Five  had  pain  relief  from 
six  months  to  one  year,  and  4 patients  remained 
completely  free  of  pain  until  death  (twelve  to 
thirty-six  months),  although  their  disease  was  pro- 
gressive in  other  ways  (Table  II). 

Complications.  Complications  of  hypophysec- 
tomy occurred  in  11  patients;  8 died  within  thirty 
days  of  surgery,  but  only  4 of  these  deaths  were 
thought  to  be  a direct  result  of  the  operative  pro- 
cedure. Those  dying  as  a result  of  surgery  did  so 
following  the  immediate  postoperative  develop- 
ment of  cerebral  edema  or  intracranial  hematoma. 
The  other  4 patients  seemed  to  tolerate  hypophy- 
sectomy well,  but  showed  signs  of  progressive  liver 
failure  secondary  to  metastasis  in  this  organ.  One 
patient  developed  a cerebrospinal  fluid  leak  that 
required  a secondary  operative  procedure  for  cor- 
rection. Pneumocephalus  was  seen  once,  but  this 
cleared  with  conservative  management.  One  pa- 
tient lost  vision  in  his  left  eye. 

Comment 

The  rationale  for  hypophysectomy  in  metastatic 


prostate  cancer  comes  from  the  known  gonado- 
tropic effect  of  the  pituitary  gland  and  from  the 
influence  of  testosterone  on  the  prostatic  epitheli- 
um.6 Huggins  and  Clark1  and  Huggins,  Stevens, 
and  Hodges2  demonstrated  the  relationship  be- 
tween testosterone  and  prostatic  epithelium  and 
predicted  that  castration  would  be  palliative  in 
prostate  cancer.  Scott ' later  showed  that  the 
prostate  glands  of  hypophysectomized  rats  are  less 
responsive  to  testosterone  than  are  the  prostate 
glands  of  normal  rats.  By  giving  prolactin  to  the 
hypophysectomized  rats,  the  prostatic  response  to 
testosterone  was  restored.  These  observations  in- 
dicate that  the  pituitary  hormones  play  a role  in 
the  relationship  between  the  testes  and  the  pros- 
tate gland  in  lower  animals.  A similar  mechanism 
in  man  can  explain  the  results  obtained  after  hy- 
pophysectomy in  prostate  cancer. 

Pain  relief  after  hypophysectomy  in  60  per  cent 
of  the  patients  in  this  series  was  favorable.  How- 
ever, of  the  28  patients  who  experienced  complete 
or  partial  resolution  of  their  pain,  15  had  recur- 
rence within  three  months  of  surgery,  and  only  9 of 
the  responding  patients  had  prolonged  relief  last- 
ing from  six  months  to  three  years.  Thus,  of  all 
patients  operated  on,  approximately  20  per  cent 
showed  the  prolonged  response.  Perhaps  if  pa- 
tients had  been  chosen  for  hypophysectomy  ac- 
cording to  their  previous  favorable  response  to  es- 
trogens or  castration,  a greater  percentage  would 
have  been  relieved  for  the  longer  period. 

The  patients  with  a prolonged  response  showed 
no  correlation  between  the  response  and  the  pre- 
operative serum  acid  and  alkaline  phosphatase 
levels,  duration  of  disease,  persistent  antidiuretic 
hormone  (ADH)  insufficiency  after  hypophysecto- 
my, or  age.  These  findings  are  in  contrast  to  those 
of  Fergusson  and  Phillips8  who  found  that  younger 
patients  with  short  durations  of  disease  tended  to 
respond  more  favorably  to  hypophysectomy.  Fer- 
gusson and  Phillips  also  concluded  that  a previous 
response  to  estrogens  was  of  no  prognostic  signifi- 
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cance.  In  our  limited  series,  however,  patients 
who  had  resolution  of  bone  pain  following  castra- 
tion or  estrogen  therapy  for  longer  than  three 
months  had  a 64  per  cent  probability  of  respond- 
ing to  hypophysectomy  for  at  least  six  months. 

The  survival  rates  of  our  patients  with  far-ad- 
vanced disease  who  were  subjected  to  hypophysec- 
tomy were  not  greatly  different  from  a series  re- 
ceiving conservative  therapy.  In  327  patients  fol- 
lowed after  reactivation  of  their  disease  following 
hormone  therapy,  Brendler9  reports  50  per  cent  of 
patients  dead  within  seven  months  and  80  per  cent 
dead  in  eighteen  months.  In  the  present  series, 
excluding  those  dying  as  a direct  consequence  of 
surgery,  50  per  cent  were  dead  within  seven 
months  and  90  per  cent  within  eighteen  months. 
Brendler’s  patients,  however,  began  to  be  followed 
somewhat  earlier  than  those  in  this  series,  and  so  a 
strict  comparison  of  figures  may  not  be  reliable. 

If  a comparison  is  made  of  average  survival 
times  of  the  37  patients  chosen  according  to  their 
response  to  hypophysectomy,  a distinct  pattern 
can  be  seen  (Table  III).  Those  patients  showing 
no  response  to  hypophysectomy  lived  an  average 
of  5.4  months  postoperatively,  while  those  showing 
a questionable  response  survived  an  average  of  6.2 
months.  Partial  pain  relief  and  immediate  com- 
plete relief  resulted  in  average  survivals  respec- 
tively of  11.3  and  13.3  months. 

West  and  Murphy10  have  shown  that  even  sub- 
total hypophysectomy  is  adequate  to  achieve  clini- 
cal remission  and  extended  survival  with  prostrate 
cancer.  They  used  growth  hormone  assay  fol- 
lowing insulin-induced  hypoglycemia  to  determine 
the  relative  degree  of  pituitary  ablation  in  their  ' 
patients. 

The  major  clinical  value  of  hypophysectomy  in 
patients  with  prostate  cancer  seems  to  be  the 
marked  immediate  relief  of  pain  which  follows  the 
procedure  in  more  than  50  per  cent  of  cases.11’12 
While  this  cannot  be  classified  as  objective  evi- 
dence of  tumor  regression,  it  does  not  detract  from 
the  value  of  the  operation  in  the  management  of 
selected  patients  affected  by  this  type  of  cancer. 

Schenectady  Neurological  Associates,  P.C. 

1541  Union  Street 
Schenectady,  New  York  12309 
DR.  THOMPSON 


TABLE  III.  Length  of  survival  according  to  hypophysectomy 
response  in  37  patients* 


Subjective  Hypophysectomy 
Response 

Number 

of 

Patients 

Average 
Survival 
in  Months 

None 

9 

5.4 

Questionable 

4 

6.2 

Partial  pain  relief 

12 

11.3 

Immediate  complete  pain  relief 

12 

13.3 

Total 

37 

* Eight  patients  died  within  thirty  days  of  surgery,  and  2 alive  at  the 
time  of  writing  are  not  included  in  these  figures. 
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QUESTION  151.  What  is  the  interpretation  of  this  electrocardiogram  obtained  from  a seventy-eight-year-old  man 
with  a history  of  episodes  of  syncope? 


QUESTION  152.  Lead  The  patient  was  a twenty-eight-year-old  man  complaining  of  palpitations.  There  were 
no  auscultatory  abnormalities,  and  he  had  normal  chest  x-ray  findings.  What  is  the  electrocardiographic  diagnosis? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  151.  The  tracing  shows  regular  sinus 
rhythm  with  right-axis  deviation  (more  than  100 
degrees)  as  indicated  by  a small  r wave  in  lead  I 
and  tall  R waves  in  leads  II,  III,  and  aVF.  There 
are  small  q waves  in  leads  II,  III,  and  aVF.  The 
QRS  measures  0.14  second.  In  Vi,  the  tall  slurred 
R wave  is  evidence  of  right  bundle  branch  block. 
The  patient  has  right-axis  deviation  with  right 
bundle  branch  block.  In  an  elderly  patient  with- 


out right  ventricular  enlargement,  this  pattern  is 
evidence  of  disease  of  the  right  bundle  and  the 
posterior  fascicle  of  the  left  bundle.  This  situa- 
tion is  often  accompanied  by  transient  heart 
block  or  the  development  of  permanent  heart  block 
and,  in  a patient  with  a history  of  syncope,  indi- 
cates the  need  for  a cardiac  pacemaker. 

Question  152.  The  P waves  vary  in  configura- 
tion and  are  grossly  irregular  in  rate.  Beats  4 and 
7 have  a narrow  QRS  but  are  aberrantly  conduct- 
ed. The  rhythm  has  been  termed  chaotic  atrial 
arrhythmia  or  multifocal  atrial  tachycardia.  It  is 
often  seen  in  patients  with  end-stage  pulmonary 
disease  but  occasionally  occurs  in  normal  individu- 
als. 


Prisoner  awarded  $16,000  damages  for 
improper  medical  services 

A judgment  for  $16,000  in  favor  of  a prison  inmate 
who  had  injured  his  right  leg  and  ankle  in  a football 
game  organized  by  prison  authorities  was  sustained  by 
the  evidence,  a Louisiana  appellate  court  ruled. 

The  inmate  had  suffered  severance  of  the  deltoid  liga- 
ment and  a break  of  the  right  fibula  during  the  game. 
He  was  taken  to  the  prison  hospital  for  treatment.  His 
ankle  was  x-rayed  by  an  inmate  technician,  and  he  was 
given  medication  until  the  swelling  subsided. 

His  care  was  supervised  by  the  medical  director,  a 
Cuban  refugee,  who  was  not  licensed  to  practice  medi 
cine  in  Louisiana  and  did  not  have  an  institutional  per- 
mit, but  who  had  been  licensed  to  practice  medicine  in 
Cuba.  A few  days  after  the  inmate  was  admitted  to  the 
hospital,  a full  leg  cast  was  applied  by  an  inmate  techni- 
cian, who  had  acquired  his  experience  from  another  in- 
mate at  the  prison  hospital. 

During  the  next  two  months  the  cast  was  removed, 
the  leg  x-rayed  and  the  cast  reapplied  three  times. 
Each  time  the  inmate’s  ankle  appeared  swollen  and 
bruised.  Because  of  the  condition  of  his  leg,  he  was  fi- 
nally transferred  to  a New  Orleans  hospital,  where  a 
physician  performed  surgery  for  open  reduction  and  in- 
ternal fixation  of  the  right  ankle.  A few  months  later 


the  screw  was  renjoved  from  his  ankle,  and  he  was  dis- 
charged. 

Alleging  that  the  state  had  a duty  under  Louisiana 
law  to  provide  reasonable  medical  treatment  to  state 
prisoners,  the  inmate  brought  an  action  for  damages. 
The  trial  court  awarded  him  $16,000,  and  the  state  ap- 
pealed. 

On  appeal  the  court  quoted  approvingly  from  the  trial 
court’s  opinion.  There  were  no  established  medical 
health  standards  or  procedures  in  effect  at  the  prison 
hospital,  the  court  said.  Two  unlicensed  physicians  and 
various  technicians  were  the  only  medical  personnel 
available  to  the  inmates.  Clearly,  the  state  breached  its 
duty  to  provide  reasonable  medical  treatment  to  the 
prisoners,  the  appellate  court  said. 

Moreover,  according  to  the  expert  testimony  of  a phy- 
sician, the  casting  technique  used  was  improper  and 
would  have  been  condemned  by  all  Louisiana  physi- 
cians. Proper  medical  treatment  would  have  resulted  in 
less  than  the  20  per  cent  permanent  partial  disability  in 
the  inmate’s  ankle.  The  disability  resulted  in  difficulty 
in  walking  on  uneven  ground,  stooping,  or  squatting. 
Consequently,  the  award  of  $16,000  was  not  an  abuse  of 
the  trial  court’s  discretion,  the  appellate  court  said  in  af- 
firming the  judgment. — Dancer  v.  State  of  Louisiana, 
Department  of  Corrections,  282  So.  2d  730  (La.  Ct.  of 
App.,  June  29,  1973) — The  Citation  28:  125  (Feb.  1) 
1974. 
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In  Part  II  of  this  review,  which  appeared  in  the 
May  issue  of  the  Journal,  the  author  discussed 
true  cardiac  parietal  aneurysms,  elaborating  on 
their  incidence,  pathogenesis,  pathophysiology, 
semeiology,  and  diagnosis.  Part  I,  which  appeared 
in  the  April  issue  of  the  Journal,  described  dys- 
synergy. 

Were  it  possible  after  myocardial  infarction  to 
hold  the  heart  in  a state  of  suspended  animation 
until  a strong  cicatrix  formed,  then  presumably 
rupture,  or  cardiorrhexis,  would  not  occur.  How- 
ever, because  it  cannot  “rest,”  so  to  speak,  the  in- 
farcted  heart  must  rely  on  physical  adjustments 
for  its  survival.  As  discussed  previously,  the  det- 
rimental effects  of  segmental  loss  of  function  are 
partly  compensated  for  by  hypertrophy  and  aug- 
mented contractile  activity  of  noninfarcted  mus- 
cle. One  would  think  that  these  compensatory 
mechanisms  might  prove  to  be  the  seeds  of  self- 
destruction  by  placing  added  strains  on  the  infarct 
and  thereby  increasing  the  chances  of  its  tearing. 
In  actuality,  however,  cardiac  rupture  is  a relative- 


ly uncommon,  albeit  highly  deadly,  complication 
of  myocardial  infarction. 

Until  cardiorrhexis  began  to  be  diagnosed  intra 
vitam,  knowledge  about  it  was  strictly  retrospec- 
tive based  on  necropsy  findings.  Observations 
pertaining  to  post-traumatic  cardiac  disruptions 
could  seldom  be  justifiably  extrapolated  to  the 
post  infarction  kind  because  the  former  almost  al- 
ways takes  place  through  healthy  muscle  and  with- 
out the  setting  of  coronary  arterial  insufficiency. 

From  a therapeutic  standpoint  perhaps  the  sin- 
gle most  valuable  piece  of  information  gleaned 
from  investigations  of  the  past  decade  is  that,  ini- 
tially at  least,  the  lethality  of  cardiac  rupture  is 
qualitative.  That  is  to  say,  the  acute  hemodynam- 
ic imbalances  responsible  for  incapacitation  or 
death  are  mediated  by  different  mechanisms  ac- 
cording to  what  anatomic  constituent  of  the  heart 
ruptures. 

Since  their  pathophysiologic  consequences  dif- 
fer— mitral  regurgitation  with  papillary  muscle 
rupture,  tamponade  with  parietal  rupture,  right 
heart  overload  with  ventricular  septal  perforation — 
cardiac  disruptions  need  not  be  considered  collec- 
tively except  for  pointing  out  certain  similarities  in 
etiopathogenesis  or  for  comparing  incidence  rates. 
Otherwise,  it  is  preferable  to  discuss  them  in  the 
context  of  the  specific  infarcted  structure.  This 
particular  essay  will  survey  information  regarding 
rupture  of  the  parietal,  or  free  wall,  of  the  heart 
and  one  of  its  sequelae,  pseudoaneurysm. 

Parietal  rupture 

Incidence.1009-1042  Disruption  of  the  free  wall 
of  the  heart  is  reported  to  occur  in  2 to  24  per  cent 
of  patients  after  acute  myocardial  infarction. 
Making  allowances  for  discrepancies  in  population 
sampling,  a realistic  average  is  10  per  cent.  Rup- 
ture is  accountable  for  4 to  20  per  cent  of  all  fatali- 
ties, again  roughly  10  per  cent,  and  next  to  cardi- 
ogenic shock  and  dysrhythmias  is  a leading  cause 
of  sudden  or  rapid  death.  Parietal  rupture  ac- 
counts for  one  half  of  all  varieties  of  cardiorrhexis 
and  is  roughly  twice  as  common  as  either  papillary 
muscle  or  ventricular  septai  rupture. 

Possibly  the  actual  frequency  rate  of  rupture  is 
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TABLE  I.  Topographic  distribution  of  cardiac  ruptures 


Location 

Incidence 
(Per  Cent) 

Left  ventricle 

87.5  to  93 

Anterior 

45  to  55 

Diaphragmatic 

26 

Anterolateral 

12  to  23 

Right  ventricle 

2.5  to  12.5 

Atria 

5 

slightly  greater  than  these  autopsy  figures  indi- 
cate, for  they  do  not  include  fortuitous  survival 
from  so-called  “incomplete  rupture”  or  from  pseu- 
doaneurysm formation. 

The  familiar  contention  that  women  are  more 
prone  to  cardiac  rupture  than  men  is  not  borne  out 
by  statistical  analysis  of  large  population  samples. 
On  the  other  hand,  most  data  confirm  that  septu- 
agenarians and  older  people  are  at  higher  risk  for 
cardiac  rupture  than  young  individuals  with  com- 
parable infarcts. 

Pathogenesis.1043-1412  The  locations  of  cardiac 
ruptures  coincide  geographically  with  their  caus- 
ative myocardial  infarcts.  The  majority  are  there- 
fore situated  in  territory  irrigated  by  the  left  coro- 
nary artery,  chiefly  the  anterior  descending 
branch.  The  topographic  distribution  is  shown  in 
Table  I. 

The  upper  third  of  the  anterior  wall  of  the  left 
ventricle  is  affected  in  25  per  cent  of  cases,  the 
mid-third  in  35  per  cent,  and  the  lower  third  in  25 
per  cent.  The  relative  infrequency  of  disruption 
at  the  “true”  apex  is  somewhat  surprising  since 
this  is  the  thinnest  part  and,  like  much  of  the  an- 
terior wall,  is  constructed  of  only  the  superficial 
bulbospiral  and  sinospiral  muscles.  On  the  other 
hand,  the  infrequency  of  atrial  and  right  ventricu- 
lar rhexis  is  not  surprising  because,  although  thin- 
walled,  these  chambers  are  rarely  infarcted  pri- 
marily and  are  not  subjected  to  high  pressures. 
Usually,  atrial  and  right  ventricular  ruptures  take 
place  from  extension  of  septal  or  left  ventricular 
dehiscences. 

A high  proportion  of  both  anterior  and  posterior 
ventricular  wall  ruptures  are  situated  adjacent  to 
the  septum  or  near  the  foundation  of  papillary 
muscle.  The  septum  is  incorporated  in  parietal 
rupture  in  6 to  10  per  cent  of  cases,  although  septal 
infarction  exists  twice  as  often. 

As  noted  previously,  atrial  rupture  occurs  in  5 
per  cent  of  cases,  although  the  atria  are  infarcted 
to  some  degree  in  15  to  20  per  cent  of  instances  of 
myocardial  infarction.  The  right  atrium  is  in- 
farcted and  ruptures  more  often  than  the  left  one. 
This  may  be  owing  to  the  lower  oxygen  content  of 
the  blood  on  the  right  and  also  because  thrombosis 
of  the  right  coronary  artery  is  ordinarily  at  its 
proximal  portion,  where  the  branches  which  sup- 
ply the  right  atrium  arise. 

The  prerupture  infarct  is  practically  always 
transmural  (Fig.  2).  Rarely,  hemorrhage  originat- 


FIGURE  8.  Parietal  rhexis  is  usually  associated  with 
transmural  infarction  but  may  originate  in  dissecting  hema- 
toma from  subendocardial  infarct.  Zone  between  fresh 
infarct  and  old  scar  most  susceptible  to  rupture. 

ing  in  a subendocardial  infarct  erodes  a crater  at 
the  epicardium,  and  the  endocardium  is  un- 
breached (Figs.  6 and  8).  The  left  anterior  de- 
scending coronary  artery  is  often  found  to  be  oc- 
cluded down  to  its  terminal  ramifications.  Sel- 
dom are  the  other  coronary  branches  free  of  ath- 
erosclerosis. Collateral  circulation  around  the 
rupture  is  very  mediocre.  Myocardial  scarring 
elsewhere  is  paltry. 

It  is  not  known  for  sure  why  some  ventricles 
rupture  whereas  others  are  spared.  Both  consti- 
tutional and  local  agencies  have  been  incriminat- 
ed. It  was  formerly  believed  that  susceptibility 
was  heightened  by:  arterial  hypertension,  diabe- 

tes mellitus,  anticoagulant  therapy,  digitalis  ad- 
ministration, emotional  strain,  physical  overexer- 
tion, congestive  heart  failure,  and  vasopressors. 
Whether  or  not  these  items  are  indeed  necessary 
for  rupture  is  seriously  doubted  now,  for  it  may 
occur  anyway  without  them.  Nevertheless,  the 
prevailing  consensus  is  that  arterial  hypertension 
ranks  in  the  forefront  of  pathogenetic  factors,  al- 
though only  about  one  third  of  individuals  with 
known  premorbid  hypertension  continue  to  exhib- 
it an  elevated  blood  pressure  after  acute  myocar- 
dial infarction  or  the  prerupture  phase. 

While  the  issue  of  how  exactly  hypertension 
plays  a causative  role  remains  unresolved,  the  like- 
lihood is  of  its  being  less  factorial  in  inverse  rela- 
tionship to  infarct  size.  Hnce,  it  would  be  reason- 
able to  expect  large  infarcts  to  rupture  at  lower 
pressures  than  small  ones,  and  this  supposition 
would  answer  why  a certain  number  of  cases  of 
cardiorrhexis  occur  without  hypertension. 
Whether  or  not  this  hypothesis  is  correct  will  have 
to  be  determined  by  prospectively  studying  the 
correlation  between  dimensions  of  infarcts  and 
levels  of  blood  pressure  in  comparable  samples 
with  and  without  rupture. 

The  factor  of  physical  overexertion,  exemplified 
by  uninterrupted  activity  postinfarction  by  psy- 
chiatric patients,  and  by  the  coincidence  of  so- 
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rupture  on  the  grounds  of  an  hypertensive  influ- 
ence. In 'the  same  vein  is  a body  of  opinion  which 
condemns  raising  blood  pressure  with  vasopressors 
above  preinfarction  levels,  for  fear  that  an  en- 
feebled ventricle  unaccustomed  to  higher  pres- 
sures would  be  more  apt  to  break  under  the  extra 
force. 

These  questions  aside,  two  other  noteworthy  de- 
nominators obtained  from  reviewing  large  series 
are:  (1)  reliable  historical,  graphic,  or  other  docu- 
mentation of  antecedent  angina  pectoris  or  myo- 
cardial infarction  in  less  than  one  fourth  of  cases, 
in  spite  of  widespread  coronary  atherosclerosis; 
and  (2)  the  existence,  in  as  many  as  70  to  90  per 
cent  of  patients,  of  left  ventricular  hypertrophy 
expressive  of  prior  arterial  hypertension  or  arterio- 
sclerotic heart  disease.  Since  the  tensile  pull  of 
contracting  muscle  on  any  unit  area  of  the  infarct 
is  very  much  greater  than  the  outward  thrust  of 
the  intracardiac  pressure,  it  is  quite  possible  there- 
fore that  the  culprit  in  rupture  may  be  hypertro- 
phy rather  than  hypertension. 

It  is  postulated  that  rupture  is  a happenstance 
ensuing  from  a conjuncture  of  local  factors,  such 
as: 

1.  Complete  blockage  of  coronary  arterial  radicles. 

2.  Intense  ischemia  at  a circulatory  terminus  unen- 
dowed with  collateral  blood  supply,  the  outcome 
being  transmural  infarction. 

3.  Disproportionately  dense  concentration  of  poly- 
morphonuclear leukocytes  with  minimal  deposition  of 
granulation  tissue  or  collagen,  resulting  in  a very  soft 
infarct. 

4.  Contractile  inertia  of  the  thinned  myocardial  wall 
because  of  disintegration  of  its  myofibrils  from  per- 
meation by  red  and  white  corpuscles  and  from  disso- 
lution by  proteolytic  enzymes. 

5.  Divergent,  shearing  vectorial  forces  against  the 
necrotic  area  by  the  adjoining  uninvolved  and  hyper- 
trophied ventricle,  fraying  it  further. 

6.  Fracturing  of  arterioluminal  and  arteriosinusoidal 
vessels  bared  of  their  investing  muscle  support  and 
exposed  to  high  intracameral  “forward-driving  force.” 

7.  The  motive  power  of  a dissection  by  a vortex  of 
blood  originating  from  either  intramural  hemorrhage 
or  within  the  ventricular  cavity  which  encounters  lit- 
tle resistance  across  liquefied  myocardium  and  pulpy 
epicardial  fat  (Fig.  8). 

These  mechanisms  can  be  operative  after  myo- 
cardial infarction  in  young  subjects  just  as  well  as 
old  ones.  Therefore,  all  other  factors  being  equal, 
the  preponderance  of  cardiorrhexis  in  the  elderly 
has  to  be  attributed  to  yet  another  variable.  The 
most  attractive,  albeit  as  yet  unproved,  hypothesis 
is  that  rupture  in  old  persons  is  facilitated  by  net 
reduction  in  viable  myocytes  with  increased  depo- 
sition of  fat  and  inherent  weakness  of  muscle  fasc- 
icles consequent  to  degenerative  changes  in 
ground  substance,  intercalated  disks,  cell  mem- 
branes, and  so  forth,  secondary  to  aging  processes. 


As  for  the  perforation  itself,  it  is  unswervingly 
through  necrosed,  blood-engorged  muscle  with 
scant  or  no  granulation  tissue.  Although  absolute 
correlation  is  lacking  between  infarct  size  and  pre- 
disposition to  rupture,  those  infarcts  that  do  break 
down  are  generally  large.  In  85  per  cent  the  in- 
farcts involve  two  thirds  or  greater  of  the  longitu- 
dinal dimensions  of  the  left  ventricle  and  extend 
over  at  least  one  third  of  its  circumference  (Fig.  3). 
However,  rupture  may  occur  as  well  through  in- 
farcts that  are  quite  small.  Since  only  one  fourth 
of  ruptured  hearts  bear  scars,  the  proposition  that 
myocardial  fibrosis  protects  against  rupture  is 
probably  valid.  Where  patches  of  scar  exist,  rup- 
ture is  apt  to  take  place  at  a border  area  between 
old  and  new  infarction  in  what  is  essentially  com- 
promised myocardial  terrain  (Fig.  8). 

As  mentioned  previously,  the  majority  of  tears 
are  located  either  at  the  base  of  a papillary  muscle 
or  at  the  junction  of  the  ventricular  septum  and 
the  outer  wall;  both  sites  are  subjected  to  the 
stress  of  the  divergent  action  of  two  main  muscle 
masses. 

Contrary  to  the  somewhat  fanciful  illustrations 
in  older  textbooks  of  neatly  punched-out  holes, 
factually  lacerations  are  created  by  blood  eroding 
the  wall  along  a serpentine  path.  Both  interior 
and  exterior  apertures  have  asymmetric,  ragged 
edges  and  often  do  not  face  each  other  at  the  same 
level.  The  openings  are  0.5  to  4 cm.  in  diameter. 
The  internal  one  is  ordinarily  a great  deal  smaller 
than  the  epicardial  one  and  may  be  quite  difficult 
to  identify,  especially  if  the  track  is  not  linear. 
Two  or  more  distinct  tears  have  been  observed  in 
approximately  2 per  cent  of  parietal  ruptures. 
The  orientation  of  the  tear  within  the  infarct 
varies  at  different  levels;  on  the  outer  surface  it  is 
either  eccentric  or  central  in  94  per  cent  of  cases 
and  at  the  junction  between  infarcted  and  neigh- 
boring muscle  in  the  rest. 

Some  authors  list  as  “impending  rupture”  histo- 
logic appearances  of  extensive  through-and- 
through  infiltration  of  the  myocardial  wall  by 
blood  without  eruption  at  the  epicardium.  This 
anticipatory  designation,  “impending,”  to  what  in 
essence  are  massive  hemorrhagic  infarcts,  corre- 
sponds only  indirectly  to  clinical  realities.  In  true 
mural  rupture  the  terminal  event  usually  follows 
on  the  heels  of  cardiac  compression  which  in  turn 
depends  on  hemopericardium  of  critical  amount. 
Although  appreciable  pericardial  effusion  does 
occur  in  the  context  of  massive  hemorrhagic  in- 
farction, it  hardly  equals  that  which  is  entrained 
by  frank  parietal  rupture  (Fig.  6).  Nevertheless, 
many  hemorrhagic  infarcts  do  end  by  rupturing, 
the  precursor  process  being  one  of  gradual  leakage 
rather  than  swift  passage  of  blood  across  the  wall 
(Fig.  8).  This  is  one  explanation  for  the  presence 
of  organizing  thrombus  at  or  near  the  site  of  rup- 
ture in  almost  two  thirds  of  cases.  Another  is  that 
free  rupture  may  be  held  temporarily  in  abeyance 
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by  a seal  of  clot  on  the  visceral  surface  or  in  epicar- 
dial  fat  and  then  proceed  unchecked  when  the  clot 
sloughs  off. 

An  extremely  rare  cause  of  rupture  is  abscess 
engrafted  on  a mural  thrombus,  infarct,  or  aneu- 
rysm. The  focus  of  infection  may  lurk  anywhere 
in  the  body;  in  the  dozen  cases  reported  in  the  lit- 
erature it  has  been  traced  to  the  lungs,  urinary 
tract,  gallbladder,  and  skin. 

Pathophysiology.1413-1427  Death  from  mural 
rhexis  is  generally  due  to  acute  cardiac  tampo- 
nade. The  bigger  the  rent  the  more  voluminous 
the  inundation  of  the  pericardial  sac  and  the  fastdr 
the  death.  But  even  minuscule  perforations  and 
effusions  of  as  little  as  100  ml.  are  known  to  have 
stopped  life  at  once,  presumably  because  of  intol- 
erance of  diffusely  diseased  hearts  to  any  further 
hemodynamic  insult  superimposed  on  infarction. 
In  situations  where  the  quantity  of  blood  in  the 
pericardial  sac  is  too  trivial  to  lend  credence  to 
cardiac  tamponade  being  the  cause  of  death, 
“pump  failure”  due  to  the  expansiveness  of  infarc- 
tion or  ventricular  dysrhythmias  attendant  on 
rupture  are  blamed. 

In  general,  however,  the  tinier  the  hole  the  slow- 
er the  efflux  of  blood,  and  the  more  pericardial  ad- 
hesions extant  the  better  the  chances  of  hemoperi- 
cardium  being  contained  partially  for  a short 
while.  These  are  the  circumstances  which  appar- 
ently prevail  in  persons  in  whom  sufficient  time 
elapses  before  death  for  chest  pain  to  be  sensed 
and  for  cardiovascular  collapse  to  become  mani- 
fest. Death  is  usually  slower  after  atrial  rupture 
compared  with  ventricular  rupture,  unless  the 
opening  is  very  big,  because  the  rate  of  extravasa- 
tion is  slower,  and  there  is  greater  opportunity  for 
clot  to  seal  the  rent. 

In  a small  minority  of  patients,  especially  those 
who  have  survived  previous  myocardial  infarction, 
hemopericardium  becomes  converted  into  a false 
or  pseudoaneurysm.  In  those  instances  bleeding 
through  the  vent  is  apparently  self-limited  for  rea- 
sons which  are  unclear  but  may  have  to  do  chiefly 
with  preexisting  pericardial  adhesions  favoring  lo- 
culation.  A false  aneurysm  then  forms,  differing 
from  a true  aneurysm  in  being  extracardiac,  pos- 
sessing a shell  constructed  of  fibrous  tissue  wholly 
devoid  of  myocardial  elements,  and  frequently 
showing  a tendency  to  “collar  stud”  configuration, 
its  fundus  communicating  with  the  ventricular 
chamber  across  a narrow  passage.  Such  a pseu- 
doaneurysm may  offer  a respite  of  weeks  to 
months  from  the  danger  of  rupture,  especially  if 
parietal  pericardium  thickens  and  adheres  firmly 
to  it.  The  pathophysiologic  consequences  of  pseu- 
doaneurysm will  be  discussed  later. 

Semeiology.1428-14' 1 The  most  common  pre- 
sentation of  parietal  rupture  is  death,  instanta- 
neous and  without  premonitory  warning.  The 
time  of  its  appearance  after  the  onset  of  myocar- 
dial infarction  is:  one  day  or  less  in  20  to  33  per 


cent  of  cases,  up  to  three  days  in  50  per  cent,  up  to 
four  days  in  60  per  cent,  up  to  one  week  in  75  to  84 
per  cent,  and  up  to  two  weeks  in  90  per  cent. 
Agreement  between  the  clinical  and  histologic  ages 
of  infarction  is  fair  at  best. 

The  interval  between  clinical  manifestations  of 
rhexis  and  death  is  ordinarily  a few  minutes  and 
seldom  more  than  half  an  hour.  On  unusual  occa- 
sions when  it  lasts  longer  the  onset  is  abrupt,  her- 
alded by  agonizing  precordial  pain  that  is  unre- 
lenting and  aggravated  by  an  overpowering  sense 
of  imminent  dissolution.  Breathing  becomes  la- 
bored. Stupor  supervenes.  Cardiovascular  col- 
lapse, mostly  manifest  as  deep  shock  with  hall- 
marks of  cardiac  compression  and  possibly  of  in- 
fernal hemorrhage,  develops  in  one  third  of  the 
victims.  Congestive  heart  failure  is  an  agonal  de- 
velopment in  fewer  than  that  number.  About  20 
per  cent  of  patients  voice  vague  complaints  or 
none  at  all  while  dying  from  cardiac  rupture  or  are 
comatose  from  the  start. 

Diagnosis.14'2-1491  The  span  between  parietal 
rhexis  and  death  is  usually  so  brief  and  prodromes 
are  so  few  that  there  is  hardly  any  opportunity  for 
relying  on  more  than  bedside  examination  for  di- 
agnosis. Were  there  criteria  for  recognizing  soon- 
er those  instances  of  gradual  perforation,  or  so- 
called  “evolving  rupture,”  then  perhaps  the  insti- 
tution of  some  surgical  treatment  would  be  achiev- 
able more  successfully  than  has  been  heretofore. 

Nonspecific  as  they  are,  chest  pain,  hypoten- 
sion, and  bradycardia  usher  cardiac  rupture  often 
enough  that  their  recurrence  hours  or  days  after 
acute  myocardial  infarction  should  bring  to  mind 
the  possibility  of  that  complication.  More  sub- 
stantive, should  it  appear,  is  the  profile  of  cardiac 
tamponade:  pallor,  cyanosis,  distended  neck 

veins,  feeble  heart  tones,  paradoxic  pulse,  pericar- 
dial friction  rub,  and  so  on. 

Although  hemorrhagic  pericardial  effusion  may 
be  initiated  in  other  clinical  contexts  related  to 
myocardial  infarction,  its  demonstration  by  peri- 
cardiocentesis warrants  a presumption  of  parietal 
rupture,  especially  when  a large  volume  of  blood  is 
aspirated  and  it  is  unarguably  arterial.  When  the 
flow  of  blood  continues  uninterrupted  through  a 
needle  or  catheter  properly  placed  in  the  pericar- 
dial sac  the  diagnosis  is  assured. 

Some  observers  have  described  a continuous, 
low-pitch,  rumbling  systolic  murmur  over  the  pre- 
cordium  or  apex,  louder  during  expiration  than  in- 
spiration, and  accompanied  by  a purring  systolic 
thrill.  Others  have  spoken  of  muffled  “splash- 
ing,” “rustling,”  or  “swishing”  noises  over  the  pre- 
cordium — nothing  other  than  varieties  of  death 
rattle  of  the  heart. 

A few  patients  die  before  any  electrocardio- 
graphic abnormalities  whatsoever  appear,  but  in 
the  vast  majority  the  electrocardiogram  is  charac- 
teristic of  massive  acute  transmural  infarction.  A 
feature  suggestive  of  fresh  hemopericardium  is 
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that  of  towering,  peaked  T waves  in  the  precordial 
leads  despite  depression  of  the  S-T  segments  or 
previous  inversion  of  the  T waves.  Another  is 
slowing  of  sinus  rhythm,  a vagal  reflex  from 
stretching  of  the  pericardium,  without  cessation  of 
QRS  activity  but  accompanied  by  baseline  distur- 
bances in  the  graphic  inscriptions.  The  sinus 
bradycardia  is  followed  by  sinus  captures.  There 
may  occur  incidental  reduction  in  QRS  amplitude 
or  intermittent  nonappearance  of  QRS  complexes 
as  ventricular  activity  becomes  extinguished. 

Inotropic  amines  accelerate  the  heart  rate  with- 
out meaningfully  influencing  electromechanical 
dissociation,  whereas  pericardial  tap  abolishes  the 
bradycardia  and  atrioventricular  junctional 
rhythm.  This  bradydysrhvthmic  sequence  is  held 
to  be  the  most  reliable  sign  of  acute  cardiac  tam- 
ponade. 

Recently  described  as  a discriminative  sign  of 
imminent  or  “ongoing”  cardiac  rupture  is  the  so- 
called  M complex,  namely,  a monophasic  qRST 
wave  with  evolving  increment  in  R-ST  elevation 
and  an  upright  T wave.  This  sign  is  infallibly  as- 
sociated with  a through-and-through  infarct. 

As  for  rhexis  of  the  atria,  it  may  be  suspected 
when  preceding  it  have  been  supraventricular  dys- 
rhythmias accompanied  by  electrocardiographic 
stigmata  of  atrial  infarction,  namely,  depression  of 
the  P-Ta  segment  in  leads  II  and  III  with  antero- 
lateral infarction  and  elevation  of  the  P-Ta  seg- 
ment in  leads  II  and  III  with  posterior  wall  infarc- 
tion. An  abnormally  short  P-R  with  upright  P 
waves  also  may  be  a clue  to  atrial  infarction. 

False  cardiac  parietal  aneurysm 
(pseudoaneurysm) 

It  is  only  in  the  last  decade  that  the  real  impli- 
cations of  false  cardiac  aneurysms  have  been 
grasped,  probably  the  most  important  one  being 
that  they  represent  a second-generation  complica- 
tion of  myocardial  infarction,  the  interim  stage 
being  parietal  rupture.  Formerly  classified  in- 
discriminately with  true  aneurysms,  false  aneu- 
rysms are,  in  fact,  vastly  dissimilar  from  them 
pathogenetically,  morphologically,  semeiologically, 
and  prognostically.  They  do  bear  some  resem- 
blance to  pseudoaneurysms  which  ensue  from 
trauma,  but  these  usually  occur  in  young  people 
who  are  not  beset  by  myocardial  ischemia  from 
coronary  atherosclerosis,  so  that  the  clinical  over- 
tones between  the  two  conditions  are  by  no  means 
identical. 

False  cardiac  aneurysms  are  such  a great  rarity, 
and  until  now  have  so  frequently  eluded  antemor- 
tem diagnosis,  that  knowledge  about  their  natural 
history  has  been  inductive,  by  and  large.  There 
remain  broad  hiatuses  in  information,  particularly 
as  concerns  their  hemodynamic  behavior. 

Incidence.1492-1496  The  actual  incidence  of 
postinfarction  pseudoaneurysms  can  only  be  sur- 


mised. Unlike  many  true  aneurysms,  most  false 
aneurysms  do  not  often  arise  against  a background 
of  multiple  myocardial  infarction  incidents.  Be- 
cause they  usually  terminate  in  rupture  and  have 
an  exclusively  fibrous  wall,  false  aneurysms  have 
often  been  mistakenly  diagnosed,  even  at  necrop- 
sy, as  ordinary  hemopericardium  consequent  to 
perforated  myocardial  infarct,  whereas,  in  fact, 
this  is  the  precursor  lesion  of  pseudoaneurysm. 

Pathogenesis.149'"1’14  A false  aneurysm  is  a 
fortuitous  outcome  of  parietal  myocardial  perfora- 
tion in  which  blood  escaping  into  the  pericardial 
cavity  does  not  produce  tamponade  and  death  hut 
instead  becomes  encased  within  a fibrous  wrap. 

The  topographic  localities  where  pseudoaneu- 
rysms are  harbored  do  not  exactly  parallel  those  of 
true  aneurysms.  In  contrast  to  post-traumatic 
false  aneurysms,  which  develop  anywhere  wound- 
ing has  been  inflicted,  those  consequent  to  myo- 
cardial infarction  predominate  at  posterobasal  or 
diaphragmatic  locations.  Perhaps  the  reason  for 
this  proclivity  is  that,  whereas  bleeding  from  rup- 
ture at  the  anterior  or  lateral  cardiac  parietes  en- 
counters few  obstacles,  bleeding  from  the  back  of 
the  left  ventricle  tends  to  be  barricaded  by  the  dia- 
phragm, spine,  and  aorta. 

There  are  on  record  remarkable  instances  of  a 
false  aneurysm  coexisting  with  a true  one,  each 
alone  or  both  blending  into  a biloculation.  No 
pseudoaneurysms  of  the  right  ventricle  or  of  the 
atria  have  been  observed  as  yet,  but  on  occasion 
these  chambers  have  been  found  compressed  by 
pseudoaneurysms,  resulting  in  interference  with 
inflow  and  with  tricuspid  valve  function.  Very  ex- 
ceptionally, large  locula  have  pushed  against  the 
left  lung,  aorta,  or  esophagus.  In  extremely  rare 
cases  pseudoaneurysms  have  been  discovered  in 
combination  with  rupture  of  intracardiac  struc- 
tures. 

The  consensual  theory  regarding  the  develop- 
ment of  pseudoaneurysm  is  that  the  erosive  pro- 
cess across  the  ventricular  parietes  takes  place 
slowly  or  through  minute  channels  at  the  outset. 
This  presumably  explains  why  several  of  the  pa- 
tients have  sustained  or  ’•ecrudescent  grinding 
chest  pain.  A steady  dribble  rather  than  a huge 
efflux  of  blood  incites  a local  pericarditic  reaction 
which  is  sufficiently  mature  by  the  time  full-thick- 
ness parietal  rupture  eventuates  that  the  accom- 
panying extravasation  is  retained  within  an  al- 
ready established,  well-defined,  parchment-like 
encasement  of  fibrous  tissue.  This  situation  con- 
trasts with  that  in  which  antecedent  myocardial 
infarctions  have  instigated  broader  patches  of  ob- 
literative pericarditis.  Whether  or  not  a free  peri- 
cardial space  exists  beyond  the  immediate  locale 
of  perforation  is  one  of  the  features  helping  to  dif- 
ferentiate false  from  true  aneurysms  which  termi- 
nate in  rupture  (Fig.  9). 

A pseudoaneurysm  is  ectopic,  that  is,  in  parallel 
to  the  heart  proper.  The  canal  between  them  is 
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Localized 


FIGURE  9.  Pericardial  space  present  with  parietal  pseu- 
doaneurysm and  with  unruptured  infarct  but  obliterated 
with  true  aneurysm. 


abrupt  and  narrow,  measuring  as  little  as  0.5  cm. 
in  diameter.  The  breadth  of  the  communication 
is  always  smaller  than  any  circumference  of  the 
sac.  This  differs  from  the  scheme  in  true  aneu- 
rysm where  the  mouth  of  the  aneurysm  is  usually 
wider  than  the  cross  section  of  the  main  chamber. 
Analogies  to  a “collar  stud,”  “hourglass,”  or 
“dumbbell”  configuration  are  therefore  appropri- 
ate to  the  false  variety  (Fig.  10). 

The  aneurysmal  body  is  globose,  crescentic,  or 
hemispheric.  Together  with  the  contained  clot  or 
defibrinated  blood  it  may  weigh  more  than  the 
heart.  The  outside  wall  is  almost  exclusively  of 
pericardial  derivation,  except  in  very  rare  cases 
where  epicardium  is  lifted  away  first  and  then 
amalgamates  with  pericardium  (Fig.  11).  Its  his- 
tologic makeup  is  fibrous  and  rarely  anything  else, 
except  perhaps  for  some  deposits  of  hemosiderin 
and  calcium.  Only  at  the  ostium  do  remnants  of 
myocardial  cells  first  appear,  with  viable  muscle 
elements  occurring  farther  away  from  the  aper- 
ture. The  inside,  or  juxtacardiac,  leaf  of  the  aneu- 
rysm for  a varying  distance  from  the  ostium  is 
composed  of  scarred  myocardium  and  epicardium. 
The  chamber  may  be  unilocular,  or  it  may  be  par- 
titioned by  septa  which  presumably  are  the  vesti- 
ges of  pericardial  adhesions. 

The  fundus  of  the  aneurysm  variously  is  either 
partly  filled  or  completely  stuffed  mostly  with  a 
gelatinous  clot  showing  little  sign  of  organization. 
It  is  thought  that  blood  entrapped  in  the  cul-de- 
sac  remains  fibrin  and  does  not  become  organized 
because  its  surrounding  capsule  is  virtually  avas- 
cular, unlike  coagulum  in  a true  aneurysm  which 
almost  always  settles  in  layers  of  different  ages. 
Perhaps  organized  thrombus  in  a true  aneurysm 
accords  an  extra  modicum  of  protection  against 
tearing,  whereas  its  absence  in  false  aneurysm  may 
he  a factor  that  increases  the  odds  for  rupture. 

Exceptionally,  a false  aneurysm  may  coexist 


TRUE  ANEURYSM  FALSE  ANEURYSM 


FIGURE  10.  True  aneurysm  is  in  series  or  tandem  with 
ventricular  cavity,  whereas  false  aneurysm  is  in  parallel 
with  heart. 


FIGURE  11.  Wall  of  pseudoaneurysm  composed  of  peri- 
cardium or  of  pericardium  fused  with  epicardium. 


with  a true  one.  Specimens  with  such  combined 
lesions  display  to  best  advantage  the  dissimilari- 
ties between  the  two. 

Pseudoaneurysms  may  rupture  anywhere  on 
their  surface  but  do  so  usually  at  or  near  the  cir- 
cumference of  the  communication  with  the  heart. 

Pathophysiology.1514-1516  Angina  pectoris, 
congestive  heart  failure,  dysrhythmias,  and  rup- 
ture which  are  the  clamant  manifestations  of  car- 
diac pseudoaneurysms  doubtless  emanate  from 
physical  imbalance  caused  by  them.  Unfortu- 
nately, the  exact  mechanisms  that  produce  these 
penalties  are  still,  for  the  most  part,  unstudied. 
In  the  handful  of  cases  where  false  aneurysms  were 
delineated  by  angiography,  hemodynamic  investi- 
gations either  were  not  conducted  in  depth  or 
failed  to  disclose  the  true  nature  of  the  lesion. 
Even  when  an  aneurysm  has  been  shown  to  exist, 
its  identity  as  a false  rather  than  a true  one  has 
been  hinted  clinically  just  because  of  the  outcome 
by  rupture. 

It  is  reasonable  to  consider  the  handicaps  im- 
posed by  pseudoaneurysms  in  terms  of  kinetics 
and  function.  Dyssynergy  of  some  sort  must  sure- 
ly be  operative  by  virtue  of  a portion  of  the  myo- 
cardium being  injured.  But,  in  all  likelihood,  the 
mechanical  burdens  leading  to  congestive  heart 
failure  are  not  as  marked  nor  as  progressive  as 
those  associated  with  true  aneurysms.  The  com- 
pliance of  the  latter  and  their  intimate  relation- 
ship to  the  contractile  activity  of  other  parts  of  the 
heart  find  expression  principally  in  response  to 
pressure  loads.  In  false  aneurysms,  on  the  other 
hand,  the  chief  struggle  of  the  heart  is  against  an 
exaggerated  volumic  load,  namely,  the  preserva- 
tion of  an  adequate  cardiac  output  while  a fairly 
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considerable  amount  of  blood  is  diverted  uselessly 
into  the  parasitic  appendage.  True,  because  the 
communication  is  not  large,  much  of  this  seques- 
tered blood  is  somewhat  static. 

The  relative  distensibility  of  the  sac  and  the  de- 
gree to  which  it  is  occupied  by  the  clot  probably 
determine  in  part  how  much  extra  work  the  heart 
must  do  to  maintain  normal  stroke  volume.  At 
any  event,  the  functional  deficit  evolves  gradually, 
and  cardiac  decompensation  evidently  never 
reaches  the  gargantuan  stages  which  not  uncom- 
monly are  seen  with  true  aneurysms. 

Because  the  pericardial  accumulation  is  con- 
fined, tamponade  of  the  entire  heart  does  not 
occur;  but,  as  mentioned  previously,  various  vis- 
cera may  be  compressed  selectively.  Rupture, 
which  is  so  rare  with  true  aneurysms,  is,  by  con- 
trast. a foremost  hazard  with  false  aneurysms. 
The  most  likely  reason  is  found  in  a concentration 
of  stresses  exerting  torque  at  the  mouth  of  pseu- 
doaneurysms, unlike  the  dissipation  of  stresses 
over  the  pouch  of  true  aneurysms  (Fig.  10).  When 
a false  aneurysm  ruptures,  so  little  pericardial 
space  remains  that  even  a relatively  small  efflux  of 
blood  is  enough  to  entrain  cardiac  tamponade  and 
death. 

Semeiology.1 2,151  -1518  False  cardiac  aneu- 
rysms have  been  discovered  from  as  early  as  ten 
days  to  as  late  as  six  years  after  myocardial  infarc- 
tion, the  average  being  tw'o  months.  The  majority 
have  been  found  at  necropsy  following  rupture  or 
recrudescent  myocardial  infarction.  In  the  rest 
there  have  been  retrospective  reconstructions  of 
weeks  or  months  of  disability  from  angina  pecto- 
ris, dysrhythmias,  or  congestive  heart  failure. 
Thromboembolism  has  been  strikingly  inconspicu- 
ous. Findings  through  physical  examination  have 
not  been  significantly  at  variance  from  those  de- 
scribed for  true  parietal  aneurysms  except  for 


some  emphasis  on  the  occurrence  of  fugitive  peri- 
cardial friction  rubs. 

Diagnosis.1475,1519-1521  Essentially  the  same 
methods  are  applicable  to  track  down  pseudoaneu- 
rysms as  are  indicated  for  true  aneurysms.  The 
low  yield  from  electrocardiographic  and  ordinary 
roentgenographic  screening  procedures  is  of  great- 
er concern  with  respect  to  false  aneurysms  because 
the  lesions  clinically  degravesce  much  faster  after 
longer  spans  of  deceptive  silence.  Even  angiocar- 
diography, the  sheet  anchor  for  diagnosing  true 
aneurysms,  may  turn  out  to  be  an  exercise  in  futil- 
ity with  regard  to  pseudoaneurysms,  because  these 
will  fail  to  opacify  sometimes  when  the  communi- 
cation to  the  left  ventricular  chamber  is  very  small 
or  narrow. 

To  the  date  of  this  report,  graphic  observations 
pertaining  to  cardiac  pseudoaneurysms  have  been 
obtained  only  with  reference  to  those  ensuing  after 
trauma,  such  as  that  consequent  to  thoracic  contu- 
sion, penetrating  heart  injuries,  or  cardiotomy, 
and  in  a handful  of  cases  of  false  aneurysms  secon- 
dary to  rupture  after  myocarditis  or  myocardial 
abscess.  Presumably,  similar  ones  will  be  found 
when  prospective  studies  are  made  with  a view  to 
discovering  postinfarction  pseudoaneurysms.  An 
interesting  sign  to  be  looked  for,  which  has  been 
described  in  connection  with  post-traumatic  pseu- 
doaneurysms, is  a systolic  murmur  attenuated 
during  inspiration  and  intensified  with  expiration 
and  abnormal  persistent  splitting  of  the  second 
heart  sound.  Both  phenomena  have  been  attrib- 
uted to  discrepancies  in  right  and  left  ventricular 
ejection  periods.  They  are  yet  to  be  shown  as 
being  either  constant  or  specific. 

General  Motors  Building 
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Note:  References  may  be  obtained  from  the  author. 


Part  IV  will  appear  in  the  June  issue  of  the  Journal. 


Two  new  publications  available  from  HEW 

An  updated  edition  of  The  Voluntary  Agency  and 
Community  Mental  Health  Services  has  been  issued  by 
HEW’s  Alcohol,  Drug  Abuse,  and  Mental  Health  Ad- 
ministration, one  of  the  six  Public  Health  Service  agen- 
cies. 


Increasing  numbers  of  volunteers  ranging  in  age  from 
the  late  teens  to  the  elderly  retired  are  contributing 
their  services  on  behalf  of  the  elderly.  To  help  program 
directors  prepare  these  volunteer  workers  to  function  at 
top  efficiency  in  this  helping  role,  HEW’s  Alcohol,  Drug 
Abuse,  and  Mental  Health  Administration  has  pub- 
lished a booklet  on  Serving  Mental  Health  Needs  of  the 
Aged  Through  Volunteer  Services. 
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IN  GONORRHEA 

INJECTION 

Wycillirl 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G ,—N.  gonorrhoeae : acute 
and  chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen  and  intravenous  corti- 
costeroids should  also  be  administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  mtra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity  Sensitivity  should  be  treated  by  the  usual  methods, 


including  Darbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis:  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings.") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  other- 
wise. a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units. 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  tor 
N gonorrhoeae  Follow-up  treatment  consists  of  4.8  million  units 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000 
units  (4-cc.  size)  contains  procaine  penicillin  G in  a stabilized 
aqueous  suspension  with  sodium  citrate  buffer,  and  as  w/vapprox- 
imately  0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  poly- 
vinylpyrrolidone, 0.01%  propylparaben  and  0.09%  methylparaben. 
The  multiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  pro- 
caine penicillin  Gina  stabilized  aqueous  suspension  with  sodium 
citrate  buffer  and  approximately  7 mg.  lecithin,  2 mg.  carboxy- 
methylcellulose, 3 mg,  polyvinylpyrrolidone,  0.5  mg.  sorbitaj 
monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan  monopalmitafr 
0.14  mg.  propylparaben  and  1.2  mg.  methylparaben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 


INJECTION 

Bicillin 


* LONG- 
ACTING 


(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  ot  infections  due  to  penicillin 
G sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G — Venereal  in 
fections  Syphilis,  yaws,  beiel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
phyiactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenterai  therapy  but  has  occurred  with  oral 
penicillins  These  reactions  are  more  apt  to  occur  m individuals 
with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity. Before  penicillin  therapy,  carefully  inquire  into  pre 
vious  hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e.g.,  pressor  amines,  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and-'or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  miection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
miection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
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Ascites  and  Fever 

Case  history 

David  A.  Epstein,  M.D.*:  The  patient,  a 

twenty-four-year-old  woman,  was  admitted  to  the 
hospital  for  evaluation  of  ascites.  For  several 
weeks  prior  to  admission  the  patient  had  noted  in- 
creasing abdominal  girth  which  was  treated  in  an- 
other hospital  by  paracentesis.  This  yielded 
straw-colored  fluid  negative  for  organisms  or 
tumor  cells.  Following  the  paracentesis,  ascitic 
fluid  rapidly  reaccumulated,  and  the  patient  was 
referred  for  further  evaluation.  Physical  exami- 
nation revealed  a febrile  woman  with  a grossly  dis- 
tended abdomen.  Signs  typical  of  ascites  could  be 
elicited.  Laboratory  values  were  essentially  nor- 
mal. A roentgenogram  of  the  pelvis  was  part  of 
her  initial  evaluation. 

Discussion 

Morton  L.  Moss,  M.D.f:  The  film  of  the  pelvis 
shows  the  bony  structures  to  be  grossly  normal. 
No  bowel  gas  is  seen  within  the  bony  pelvis,  and 
one  gets  the  impression  of  a poorly  defined  soft- 
tissue  density.  In  view  of  the  ascites,  however,  it 
is  hard  to  be  sure  of  the  presence  of  a discrete 
mass.  There  are  vague,  ill-defined  calcifications 
on  the  patient’s  left  side,  extending  beyond  the 
midline  into  the  right  pelvis  as  well.  Is  an  intrave- 
nous urogram  available? 

Dr.  Epstein:  Yes. 

Dr.  Moss:  The  liver  margin  is  not  well  defined, 
which  is  consistent  with  ascites.  The  renal  out- 
lines and  collecting  systems  appear  normal.  Both 
distal  ureters  are  laterally  displaced  within  the 
pelvis  (Fig.  1).  The  dome  of  the  bladder  is  flat- 
tened by  a large  soft  tissue  mass,  and  the  previous- 
ly mentioned  calcifications  are  again  noted,  appar- 
ently within  the  mass. 

The  most  common  cause  of  patchy  calcifications 
in  the  female  pelvis  is  unquestionably  uterine  fi- 

*  Resident  in  Diagnostic  Radiology,  Albert  Rinstein  College 
of  Medicine. 

t Public  Health  Service  Fellow  in  Academic  Radiology,  Al- 
bert Kinstein  College  of  Medicine. 
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FIGURE  1.  Anteroposterior  view  of  pelvis  during  intrave- 
nous urogram.  Both  ureters  laterally  displaced  (|f  ).  Mul- 
tiple small  calcifications  (A)  seen  within  pelvic  mass. 


broids,  but  they  usually  are  better  defined,  more 
radiopaque  calcifications  which  are  virtually  char- 
acteristic in  appearance.  The  present  calcifica- 
tions do  not  appear  to  resemble  this  description.  I 
would  tend  to  classify  these  calcifications  as  psam- 
momatous. This  would  lead  to  consideration  of 
cystadenocarcinoma  of  the  ovary  or  of  a mucin- 
producing  carcinoma  of  the  colon. 

The  barium  enema  shows  narrowing  of  the  sig- 
moid colon  with  areas  of  extrinsic  pressure  but  no 
evidence  of  mucosal  destruction  (Fig.  2).  No  ob- 
struction is  present,  and  the  remainder  of  the 
colon  is  normal  with  slight  reflux  into  the  terminal 
ileum.  My  impression  from  this  study  is  that  we 
are  dealing  with  a process  involving  the  sigmoid 
colon  over  considerable  length  but  arising  extrinsi- 
cal ly. 

In  summary,  we  are  confronted  with  a young 
woman  who  presents  the  symptoms  of  rapidly 
reaccumulating  ascites  and  fever.  Radiologic 
findings  include  psammomatous  calcifications 
seen  largely  in  the  left  side  of  the  pelvis  but  ex- 
tending to  the  midpelvis  and  right  pelvis  as  well. 
A mass  lesion  is  present  in  the  pelvis,  deviating  the 
ureters  laterally  and  flattening  the  bladder.  The 
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FIGURE  2.  Extrinsic  pressure  defects  seen  along  sigmoid 
colon  (t)  during  barium  enema. 


rectosigmoid  is  involved  over  a considerable  length 
by  a process  extrinsic  to  the  bowel  and  appearance 
consistent  with  metastatic  mural  deposits.  I be- 
lieve that  the  barium  enema  examination  effec- 
tively rules  out  a mucin-producing  carcinoma  of 
the  colon.  A cystadenoma  of  the  ovary  may  ex- 
hibit psammomatous  calcifications  while  remain- 
ing histologically  benign,  but  when  the  calcifica- 
tions are  widespread  throughout  the  pelvis  and  the 
pathologic  process  involves,  as  it  does  here,  a con- 
siderable length  of  bowel,  associated  with  ascites, 
the  most  likely  diagnosis  becomes  serous  or  possi- 
bly mucinous  cystadenocarcinoma  wTith  direct  ex- 
tension to  colon.  Although  a malignant  condition 
by  itself  may  account  for  the  patient’s  fever,  the 
possibility  of  superimposed  peritoneal  infection 
should  be  considered.  I do  not  believe,  however, 
that  an  infection  alone  can  account  for  the  radio- 
graphic  findings. 

Dr.  Moss’s  final  diagnosis 

\ 

Serous  cystadenocarcinoma  of  the  ovary  with 
direct  local  spread  to  involve  the  sigmoid  colon 

Dr.  Epstein:  As  a result  of  the  clinical  and  ra- 
diographic findings,  a laparotomy  was  performed 
and  9 L.  of  straw-colored  fluid  were  removed  from 


the  abdomen.  A large  left  ovarian  mass  was  pal- 
pated, and  multiple  solid  nodules  seeding  the  peri- 
toneum and  bowel  were  noted.  Multiloculated 
cystic  areas  and  solid  tumor  were  found  to  be  ad- 
herent to  the  left  kidney.  Multiple  biopsies  were 
taken  and  the  abdomen  closed. 

Pathologic  report 

Eduardo  Zappi,  M.D.*:  The  specimen  consist- 
ed of  implants  from  ovary  and  bowel  wall.  Micro- 
scopically there  are  variably  sized  cells  with  vesic- 
ular nuclei  and  sparse  basophilic  cytoplasm.  The 
cells  are  disposed  in  fronds,  alternating  with  areas 
of  necrosis.  Abundant  psammoma  bodies  are 
present;  mitotic  figures  are  occasionally  seen. 

The  microscopic  features  of  these  implants  are 
consistent  with  metastatic  ovarian  papillary  serous 
cystadenocarcinoma  (Fig.  3). 

The  papillary  type  is  a common  histologic  form 
of  the  serous  cystadenoma  of  the  ovary.  In  the 
classification  of  ovarian  tumors  of  Hertig  and 
Gore,1  the  serous  cystadenoma  belongs,  together 
with  its  mucinous  counterpart  and  two  less-com- 
mon entities,  to  the  group  of  the  cystomas.  These 
neoplasms,  formerly  supposed  to  arise  from  the 
“germinal”  epithelium  of  the  ovary,  derive,  in  fact, 
from  the  same  part  of  the  coelomic  epithelium 
which,  forming  the  Mullerian  duct,  gives  rise  to 
the  female  reproductive  tract.  This  common  em- 
bryologic  origin  explains  why  the  ciliated  epitheli- 
um of  serous  cystadenomas  resembles  that  of  the 
fallopian  tubes,  why  the  mucin-producing  glands 
of  the  mucinous  cystadenoma  look  sometimes  so 
similar  to  those  of  the  cervix  uteri,  and  so  forth. 

Serous  cystadenoma  is  one  of  the  commonest 
ovarian  tumors  accounting  for  about  30  per  cent  of 
such  tumors.  It  is  uni-  or  multilocular,  usually 
filled  with  watery  fluid,  and  does  not  attain  the 
huge  dimensions  occasionally  seen  in  mucinous 
cystadenomas.  In  about  one  third  of  the  cases,  se- 
rous cystadenomas  are  bilateral.  This  feature,  as 
well  as  the  presence  of  solid  areas  at  the  cut  sur- 
face and,  especially,  of  abundant  papillary  buds  in 
the  cyst  walls,  arouses  suspicion  of  malignant  dis- 
ease in  the  tumor.  When  these  papillary  forma- 
tions break  through  the  external  capsule  of  the 
tumor,  they  usually  implant  in  the  peritoneal  sur- 
face, as  in  the  case  referred  to  here,  whose  further 
evolution  is  quite  typical  and  illustrative. 

The  histologic  appearance  of  the  serous  cystade- 
nomas ranges  from  cavities  lined  by  benign-look- 
ing ciliated  cuboidal  epithelium  to  more  or  less 
solid  papillary  formations  which  are  clearly  malig- 
nant. Irrespective  of  their  microscopic  pattern, 
however,  about  20  pei  cent  of  all  cases  display  a 
malignant  behavior.  The  presence  of  psammoma 
bodies  in  metastatic  growths,  particularly  if  they 
are  located  in  the  abdominal  cavity,  is  strongly 

* Pathology  Resident,  Department  Pathology,  Albert  Ein- 
stein College  of  Medicine. 
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FIGURE  3.  Microscopic  features.  (A)  Well-differentiated  papillary  carcinoma  with  psammoma  bodies.  (B)  Features  of 
tumor  shown  here  on  higher  magnification  are  similar  to  those  of  specimen  shown  in  (A).  In  this  case,  however,  adenom- 
atous structure  more  evident.  Note  dark-stained,  concentrically  lamellated  psammoma  bodies  (X  125).  (Flematoxylin 
and  Eosin  Stain.) 


suggestive  of  an  ovarian  serous  cystadenocarcino- 
ma  as  the  primary  tumor. 

Final  pathologic  diagnosis 

Metastatic  ovarian  papillary  serous  cystadeno- 
carcinoma 

Dr.  Epstein:  The  differential  diagnosis  of  pel- 
vic calcification  is  facilitated  by  the  fact  that  in 
many  cases  more  or  less  specific  types  and  local- 
izations of  calcification  are  associated  with  a par- 
ticular etiologic  mechanism.  Thus,  vascular  calci- 
fication tends  to  outline  and  follow  the  course  of 
the  major  arterial  branches;  calculous  disease  of 
the  urinary  tract  can  be  localized  to  the  area  of  the 
ureters  or  bladder;  and  iatrogenic  causes  of  pelvic 
radiopacity,  such  as  previous  hysterosalpingogra- 
phy,  intravaginal  drug  applications,  or  bismuth  in- 
jections in  the  buttocks,  can  frequently  be  identi- 
fied by  their  characteristic  patterns  and  by  the  pa 
tient’s  history.  Parasitic  disease  such  as  schisto- 
somiasis or  cysticercosis  is  known  to  cause  calcifi- 
cation in  the  pelvis  but  is  rarely  a problem  in  this 
country.  Calcified  tuberculous  pyosalpinx  and  tu- 


berculous nodes  should  also  be  evident  by  their 
location  and  by  the  patient’s  history.2 

Although  any  tumor  located  in  the  pelvis  may 
undergo  necrosis  and  subsequent  calcification, 
those  which  do  so  with  relative  frequency  include 
uterine  leiomyomata,  which  form  the  characteris- 
tic pattern  of  calcification  described  as  a barium- 
impregnated  calcified  sponge  appearance,5  der- 
moids, which  may  have  mural  calcification  and 
may  be  definitively  identified  if  dental  or  osseous 
structures  are  present  within  them,  and  ovarian  fi- 
bromas, which  occasionally  calcify  in  a uniform 
manner.  Some  mucinous  adenocarcinomas,  and 
of  these,  colon  lesions  are  most  common.4  Finally, 
papillary  serous  and  mucinous  cystadenocarcino- 
mas  arise  most  often  from  the  ovary  but  rarely 
may  originate  from  the  vermiform  appendix  or 
from  a urachal  cyst.  They  produce  encapsulated 
globular  masses  of  mucin  which  have  an  affinity 
for  calcium.  The  calcium,  appears  dispersed  in  a 
fine  granular  form  and  is  frequently  referred  to  as 
psammomatous.  When  these  tumors  rupture, 
they  implant  all  over  the  abdomen  causing  the 
characteristic  appearance  of  pseudomyxoma  peri- 
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tonei  with  the  psammomatous  calcification  seen 
wherever  the  tumor  implants  occur.3  The  rapid 
malignant  clinical  course  of  the  patient  in  this  case 
serves  to  exclude  the  occasional  benign  cystadeno- 
ma  which  calcifies  in  a similar  fashion.5 
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Medical  schools  can  “desensitize”  students, 
researcher  says 

Many  of  the  experiences  encountered  by  the  medical 
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this  attitude  persists  into  their  years  as  residents. 
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he  said,  was  the  first  confrontation  with  the  cadaver. 
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“In  this  one  act,”  Kimball  said  in  the  interview,  “the 
student  has  overcome  thousands  of  years  of  taboo  in 
terms  of  dissecting  or  desecrating  another  human  form. 
And,  instead  of  bringing  this  up  for  discussion,  or  talk- 
ing about  the  emotions  . . . that  are  generated  by  this  ex- 
perience, the  time-honored  fashion  for  medical  students 
is  to  bear  it  and  grin  or  make  humorous  comments  about 
it.  This  in  itself  tends  to  set  the  model  of  denying  the 
emotions  that  are  related  to  such  an  experience.” 

Kimball  said  medical  schools  should  rely  less  on  un- 
dergraduate grade  averages  in  the  sciences  when  choos- 
ing applicants  for  training.  He  also  suggested  modi- 
fying the  medical  school  curriculum,  offering  students 
earlier  exposure  to  patients,  earlier  emphasis  on  the  psy- 
chological and  social  aspects  of  illness,  and  earlier  inter- 
action with  physician  “models.” 

Kimball  said  students  complained  in  the  study’s  in- 
terviews about  the  heavy  work  load,  alienation  from 
teachers  and  other  students,  and  the  passivity  of  early 
training  in  the  classroom. 

“I  think  medical  schools  have  not  changed  as  quickly 
as  medicine  has,”  Kimball  said.  “The  emphasis  in  med- 
icine today  is  much  more  on  prevention,  on  approaching 
problems  that  are  not  always  pathophysiological  in 
scope. 

“Yet,  we  don’t  convey  that  model  in  medical. school, 
partly  because  there  is  only  a limited  time  to  teach, 
partly  because  the  tradition  has  been  set  largely  in 
terms  of  a pathophysiological  approach  to  disease.  I 
don’t  think  our  medical  schools  have  made  that  transi- 
tion in  looking  at  these  other  aspects  of  illness.” 
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Significant  advancements  in  the  field  of  respira- 
tory care  have  been  made  with  the  use  of  PEEP 
(positive  end-expiratory  pressure).  In  our  inten- 
sive care  unit  we  have  utilized  this  modality  with  a 
good  measure  of  success.  The  purpose  of  this  re- 
port is  to  review  some  of  the  more  dramatic  bene- 
ficial changes  using  PEEP  seen  by  us  during  the 
treatment  of  acute  respiratory  failure,  which  may 
not  be  observed  with  conventional  ventilatory  as- 
sistance. In  the  normal  lung  positive  end-expira- 
tory pressure  may  cause  some  deleterious  effects 
but  may  be  a life-saving  maneuver  in  some  pa- 
tients with  pulmonary  disorders.1’2 

Case  reports 

Case  1.  A fifty-five-year-old-white  male  was 
admitted  on  April  13,  1973,  with  hematemesis. 
The  patient  had  a known  history  of  gastrointesti- 
nal bleeding  and  was  diagnosed  as  having  peptic 
ulcers.  Aside  from  a history  of  “moderate”  alco- 
hol intake  and  smoking  one  pack  of  cigarettes  per 
day,  the  remainder  of  the  medical  history  was  non- 
contributory. 

Physical  examination  on  admission  revealed  an 
asthenic,  “shocky”  patient  with  active  hematem- 
esis. His  blood -pressure  was  80/60,  pulse  rate  was 
120,  respiratory  rate  was  24,  and  his  central  venous 

♦Presently:  Attending  Anesthesiologist,  Beaver  County  Med- 
ical Center,  Rochester,  Pennsylvania. 


pressure  was  0.  The  remainder  of  the  physical  ex- 
amination was  unremarkable.  An  initial  chest  x- 
ray  film  finding  was  interpreted  as  normal. 

An  emergency  subtotal  gastrectomy  was  per- 
formed after  4 units  of  whole  blood  were  given. 
During  surgery,  under  neuroleptic  anesthesia,  an 
additional  2 units  of  whole  blood  and  3 units  of 
packed  cells  were  required.  Postoperatively,  the 
patient  was  taken  to  the  intensive  care  unit,  and 
his  condition  remained  relatively  stable.  Nine 
hours  postoperatively  the  patient  was  extubated 
after  having  satisfied  our  criteria  for  extubation. 
During  this  period  and  after,  Puritan  mist  with  40 
per  cent  oxygen  was  given,  and  2 Gm.  of  cephalo- 
thin  (Keflin)  every  six  hours  intravenously  was 
also  started. 

The  patient  was  relatively  stable  for  the  next 
three  days.  On  April  16,  1973,  the  patient  devel- 
oped increasing  restlessness,  and  cyanosis  was 
noted.  At  this  point  the  patient  was  intubated 
and  given  ventilatory  support.  Arterial  oxygen 
tension  (PaOa)  was  30  mm.  Hg,  arterial  carbon 
dioxide  tension  (PaC02)  was  29  mm.  Hg,  and  pH 
was  7.48.  His  chest  x-ray  film  findings  were  read 
as  pulmonary  edema  of  the  interstitial  type  (Fig. 
1).  The  use  of  corticosteroids  was  entertained  at 
this  time,  but  it  was  decided  against  owing  to  the 
history  of  gastrointestinal  bleeding.  The  patient 
was  tracheostomized,  and  an  arterial  line  was  in- 
serted and  connected  to  a transducer  for  constant 
monitoring  of  blood  pressure  and  arterial  blood 
gases.  During  the  next  twenty-four  hours,  the  pa- 
tient continued  to  exhibit  hypoxia  and  hypercap- 
nia even  with  100  per  cent  oxygen  on  a volume- 
cycled  respirator  (Bennett  MA-1).  No  significant 
improvement  in  oxygenation  was  noted  until  10 
cm.  of  water  PEEP  were  added  (Table  I).  The  as- 
sociated drop  in  blood  pressure  and  central  venous 
pressure  was  interpreted  as  being  related  to  hypo- 
volemia. Gradual  alterations  in  ventilatory  pat- 
tern such  as  reduction  in  the  percentage  of  oxygen, 
PEEP,  and  minute  ventilation  were  done  on  a day- 
to-day  and  on  a trial-and-error  basis. 

A significant  improvement  was  noted  on  chest 
x-ray  film  on  April  21,  1973,  at  which  time  the  pa- 
tient was  weaned  off  the  respirator  (Fig.  1).  The 
tracheostomy  tube  was  removed  five  days  later. 
The  patient  was  transferred  to  the  ward  on  April 
28,  1973,  and  was  subsequently  discharged  from 
the  hospital  ten  days  later. 

Case  2.  A forty-three-year-old-white  male  was 
seen  in  the  emergency  room  primarily  because  of 
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FIGURE  1.  Chest  films  of  Case  1.  (A)  Before  tracheos- 
tomy and  PEEP.  (B)  Five  days  after  MA-1  and  PEEP.  (C) 
Thirteen  days  after  PEEP  was  started. 


TABLE  I.  Blood  study  findings  in  Case  1 with 
respiratory  assistance 


Respiratory 

Assistance 

PaO; 

PaCO. 

pH 

Central 

Venous 

Pressure 

Blood 

Pressure 

100  per  cent  oxygen 
mask  and  IPPB*  (be- 
fore intubation) 

30 

29.0 

7.48 

MA-1  100  per  cent 
oxygen  Vt  1,200  cc. 
twelve  to  sixteen 
minutes 

52 

36.5 

7.53 

10 

140/80 

MA-1  100  per  cent 
oxygen  + 5 cm. 
water  PEEP 

67 

27.0 

7.49 

6.5 

110/70 

MA-1  100  per  cent 
oxygen  4-  10  cm. 
water  PEEP 

116 

26.5 

7.45 

7.5 

100/70 

minor  head  injury  sustained  from  a fall.  On  fur- 
ther evaluation  he  was  noted  to  be  hypotensive, 
and  his  blood  pressure  was  90/50  with  associated 
melena  and  hematemesis. 

The  patient  was  a known  alcoholic  and  had  a 
history  of  gastrointestinal  bleeding  in  the  past. 
Previous  surgical  history  of  a vagotomy  six  years 
prior  to  admission  and  a medical  history  of  cardiac 
disease  were  vaguely  mentioned. 

He  was  admitted  on  December  31,  1972,  and  on 
the  second  hospital  day  he  developed  increasing 
shortness  of  breath  and  became  febrile  and  tachy- 
cardiac.  A chest  x-ray  film  revealed  massive  aspi- 
ration pneumonitis  Arterial  blood  gas  studies 
showed  that  arterial  oxygen  pressure  was  38  mm. 
Hg,  arterial  carbon  dioxide  pressure  was  21  mm. 
Hg,  and  pH  was  7.52. 

He  was  admitted  to  the  intensive  care  unit 


* Intermittent  positive  pressure  breathing. 

where  he  was  intubated  and  placed  on  the  Bennett 
MA-1  volume  respirator  under  sedation.  The  pa- 
tient remained  hypoxic  in  spite  of  a high-volume 
ventilation  of  1,000  to  1,200  cc.  Vt  (tidal  volume) 
and  a high  percentage  of  oxygen  (0.6  to  1).  In 
spite  of  tracheostomy,  intensive  pulmonary  thera- 
py with  the  respirator,  and  the  use  of  100  per  cent 
oxygen  for  more  than  one  week,  the  arterial  oxy- 
gen pressure  remained  below  acceptable  levels. 

An  improvised  PEEP  setup*  was  started;  and  a 
gradual  improvement  was  noted  both  clinically 
and  radiographically  (Fig.  2 and  Table  II).  The 
patient  became  fully  alert,  responsive,  and  tolerat- 
ed clear  liquids  by  mouth.  Oxygen  percentage 

* Exhalation  port  connected  to  an  underwater  sealed  chest 
draining  bottle. 
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FIGURE  2.  Chest  films  of  Case  2.  (A)  Before  PEEP  was 
started.  (B)  Two  weeks  after  PEEP  was  started. 


was  gradually  reduced  to  as  low  as  0.4  and  tolerat- 
ed well. 

The  patient  was  discharged  from  the  intensive 
care  unit  and  returned  to  the  ward.  However,  on 
the  twenty-fourth  hospital  day  the  patient  expired 
following  an  episode  of  anuria  and  renal  shutdown 
(failure). 

Case  3.  A sixty-seven-year-old-white  male  was 
admitted  on  April  30,  1973,  because  of  trauma  to 
the  left  chest  wall  sustained  after  a fall  from  a lad- 
der. He  was  admitted  with  moderate  shortness  of 
breath,  multiple  ecchymosis  of  the  chest  wall,  and 
extensive  hematoma  along  the  left  flank.  Further 
evaluation  revealed  fractures  of  the  eighth,  ninth, 
and  tenth  left  ribs.  Chest  x-ray  films  revealed  no 
evidence  of  pneumohemothorax.  Examination 
and  flat  plate  of  the  abdomen  showed  negative 
findings. 

A past  history  included  chronic  bronchitis  since 


TABLE  II.  Blood  study  findings  in  Case  2 with 
respiratory  assistance 


Respiratory  Assistance 

PaOc 

PaCO? 

pH 

Cen- 

tral 

Venous 

Pres- 

sure 

Blood 

Pressure 

MA-1  100  per  cent 

60 

44 

7 44 

3 

90/60 

MA-1  100  per  cent  PEEP  5 
cm.  water 

97 

50 

7.40 

5 

100/70 

MA-1  80  per  cent  PEEP  10 
cm.  water 

180 

35 

7.46 

4 

90/60 

MA-1  60  per  cent  PEEP  10 
cm.  water 

140 

47 

7.49 

7 

110/80 

MA-1  40  per  cent  PEEP  10 
cm.  water 

80 

37 

7.31 

6 

100/70 

TABLE  III.  Blood  study  findings  in  Case  3 with 
respiratory  assistance 

Cen- 

tral 

Venous 

Pres-  Blood 


Respiratory  Assistance 

PaOi 

PaCO. 

pH 

sure 

Pressure 

Bird  (air  mix) 

MA-1  60  per  cent  Vt 

60 

70 

7.25 

28 

150/100 

1,000  cc. 

MA-1  100  per  cent  Vt 

54 

47 

7.41 

? 

140/100 

1,000  cc. 

MA-1  100  per  cent  Vt 
1,000  cc.  PEEP  5 cm. 

70 

45 

7.47 

10 

90/70 

water 

105 

45 

7.41 

13 

140/80 

1942;  otherwise  the  remainder  of  the  history  was 
noncontributory. 

Shortly  after  admission  he  became  shocky  with 
a blood  pressure  of  70/50  and  pulse  rate  of  140  per 
minute.  Fluids  and  2 units  of  whole  blood  were 
given,  but  he  was  subsequently  digitalized  fol- 
lowing evidence  of  cardiac  failure. 

He  was  admitted  to  the  intensive  care  unit  after 
being  intubated  and  was  placed  on  a Bird  respira- 
tor under  sedation.  Arterial  blood  gas  studies 
with  the  Bird  respirator  (air  mix)  showed  that  ar- 
terial oxygen  tension  was  110  mm.  Hg,  arterial  car- 
bon dioxide  tension  was  55  mm.  Hg,  and  pH  was 
7.42. 

Three  days  after  admission,  increasing  hypoxia 
was  noted  in  spite  of  assisted  ventilation.  He  was 
placed  on  a volume  respirator  (Bennett  MA-1). 
In  spite  of  the  periodic  use  of  100  per  cent  oxygen 
the  patient  remained  hypoxic.  Five  cm.  of  water 
PEEP  were  started  with  immediate  improvement 
in  oxygenation  (Table  III). 

This  case  was  remarkable  for  the  dramatic  im- 
provement in  such  a short  period  of  time,  fifteen 
to  twenty  minutes. 

Case  4.  A fifty-two-year-old-white  male  was 
admitted  on  January  26,  1973,  because  of  hema- 
temesis  and  melena  for  two  days  prior  to  admis- 
sion. Aside  from  the  history  of  a renal  stone,  the 
rest  of  the  medical  history  showed  negative  find- 
ings. 

The  patient  was  managed  medically,  and  a sub- 
total gastrectomy  was  performed  after  transient 
improvement.  He  tolerated  the  operation  well, 
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TABLE  IV.  Blood  study  findings  in  Case  4 with 
respiratory  assistance 


Respiratory  Assistance 

PaO. 

PaCO 

pH 

Cen- 

tral 

Venous 

Pres- 

sure 

Blood 

Pressure 

MA-1  60  per  cent  Vt  1.000 
cc. 

53 

30 

7.39 

6 

80/50 

MA-1  60  per  cent  Vt 
1,000  cc.  PEEP  5 cm. 
water 

127 

35 

7.47 

10 

100/80 

MA-1  *10  i>er  cent  Vt 
1,200  cc.  PEEI*  cm. 
water 

98 

32 

7.55 

7 

110/80 

and  the  immediate  postoperative  course  was  un- 
eventful. 

On  the  seventh  postoperative  day,  abdominal 
distention  was  noted  associated  with  pyrexia  and 
marked  shortness  of  breath.  Arterial  blood  gas 
studies  showed:  arterial  oxygen  tension,  57  mm. 

Hg;  arterial  carbon  dioxide  tension,  49  mm.  Hg; 
and  pH,  7.31.  The  chest  x-ray  film  revealed 
atelectasis.  He  was  admitted  to  the  intensive  care 
unit  where  he  was  intubated  and  placed  on  a respi- 
rator under  sedation.  His  condition  deteriorated, 
a second  exploratory  laparotomy  was  done,  and  a 
leak  in  the  duodenal  stump  was  repaired. 

Because  of  persistent  hypoxia,  the  patient  was 
tracheostomized  on  the  second  postoperative  day 
and  placed  on  a volume-cycled  respirator  (Bennett 
MA-1).  Arterial  blood  gas  studies  revealed  an  ar- 
terial oxygen  tension  of  50  to  55  mm.  Hg.  PEEP 
was  instituted,  and  marked  improvement  in  arteri- 
al oxygen  tension  was  noted  (Table  IV). 

In  spite  of  improvement  in  respiratory  status  for 
which  he  was  subsequently  weaned  from  PEEP 
and  volume  respirator,  the  patient  was  eventually 
overwhelmed  with  sepsis  and  died  of  hepatic 
coma. 

Comment 

Acute  respiratory  failure  has  been  defined  as  a 
state  in  which  the  arterial  oxygen  tension  is  below 
the  predicted  normal  range  for  the  patient’s  age  at 
the  prevalent  barometric  pressure  in  the  absence 
of  intracardiac  right-to-left  shunting  or  carbon 
dioxide  tension  is  above  50  mm.  Hg,  not  due  to  re- 
spiratory compensation  for  metabolic  alkalemia.3 
The  syndrome  of  acute  respiratory  failure  has 
been  synonymously  related  to  various  descriptive 
clinical  entities  as  “shock  lung,”  “wet  lung,”  “oxy- 
gen-toxicity lung,”  and  so  forth.  All  of  these  con- 
ditions are  characterized  by  diffuse  interstitial 
pulmonary  edema.4  For  whatever  the  precipitat- 
ing factor,  be  it  overinfusion,  toxemia,  trauma,  hy- 
povolemia, prolonged  oxygen  therapy,  and  so 
forth,  there  is  marked  hypoxemia  as  expressed  by 
wide  alveolar-arterial  oxygen  tension  difference 
(PA-aDC>2)  and  increased  intrapulmonary  shunt- 
ing.3 Unlike  pulmonary  edema  of  cardiac  origin 
there  is  no  associated  cardiomegaly  and  engorge- 


ment of  pulmonary  vessels  on  x-ray  film.  Fur- 
thermore, pulmonary  artery  and  wedge  pressures 
are  usually  normal,  and  the  pulmonary  edema 
does  not  clear  up  as  rapidly  as  in  cardiac  failure.4’5 

The  basic  pathologic  findings  in  acute  respirato- 
ry failure  are  increased  leakage  of  fluid  into  the  al- 
veolar space  inhibiting  surfactant  and  producing 
alveolar  closure  and  diffuse  micro-atelectasis.3,4 

The  physiologic  alterations  come  in  the  form  of 
reduced  functional  residual  capacity,  decreased 
compliance,  and  mismatching  of  ventilation  and 
perfusion.3-5  Not  until  this  past  decade  have  the 
basic  pathophysiologic  changes  of  acute  respirato- 
ry failure  been  better  understood  and  a rational 
therapeutic  approach  established.  This  accounts 
for  the  considerable  reduction  in  the  mortality 
rate  of  acute  respiratory  failure  during  the  past 
few  years.3,6 

Although  total  care  of  patients  in  acute  respira- 
tory failure  involves  various  factors,  nothing  has 
gained  tremendous  popularity  and  acceptance 
more  than  the  use  of  PEEP.  This  modality  is  now 
established  as  an  effective  means  of  improving  ar- 
terial oxygenation  in  acute  respiratory  failure.4,7,8 

The  term  PEEP  which  stands  for  positive  end- 
expiratory  pressure  was  coined  by  Petty  in  1967.' 
A related  maneuver,  continuous  positive-pressure 
breathing  (CPPB)  was  first  used  by  Barach,  Mar- 
tin, and  Eckman  in  1938.9  However,  its  use  has 
been  limited  to  treatment  of  acute  pulmonary 
edema.  The  basic  effect  of  PEEP  is  improvement 
in  arterial  oxygenation  due  to  increase  in  function- 
al residual  capacity.5,8,10,11 

A general  observation  of  this  effect  is  observed 
in  the  arterial  blood  gas  studies  of  the  cases  pre- 
sented. A significant  improvement  in  the  arterial 
oxygenation  is  achieved  in  all  cases  where  PEEP 
was  added  to  mechanical  ventilation.  Except  in 
Case  1 where  improvement  in  arterial  oxygen  ten- 
sion was  not  seen  until  10  cm.  of  water  PEEP  were 
used,  the  rest  of  the  cases  showed  improvement 
with  just  5 cm.  of  water.  Studies  have  shown  that 
significant  effects  of  PEEP  have  been  noted  as 
early  as  five  minutes  and  reached  a maximum 
within  fifteen  minutes.4 

The  complications  of  PEEP  were  also  reviewed 
in  this  series.  In  all  cases  no  incidence  of  pneumo- 
thorax was  encountered  w'ith  its  use.  According  to 
some  reports  this  complication  is  fairly  common 
but  attributed  primarily  to  the  disease  process 
rather  than  a complication  of  PEEP.8,11  The  ef- 
fect of  central  venous  pressure  and  blood  pressure 
varies,  as  observed  in  this  review.  Sugarman,  01- 
ofsson,  and  Pollock4  and  Sugarman,  Rogers,  and 
Miller5  observed  no  significant  change  in  cardiac 
output  and  a small  rise  in  central  venous  pressure 
and  wedge  pressure  with  the  use  of  PEEP  while 
Downs,  Klein,  and  Modell8  observed  increased 
cardiac  output  with  increasing  levels  of  PEEP.  In 
3 of  our  cases  the  central  venous  pressure  was  ele- 
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vated  and  so  was  the  blood  pressure.  Although  no 
actual  measurement  of  cardiac  output  was  done, 
an  increased  blood  pressure  could  possibly  be  ex- 
plained as  improvement  of  cardiac  output  due  to 
improved  oxygenation  with  PEEP.8 

The  question  of  when  to  start  PEEP  is  still  un- 
resolved. Until  recently,  our  intensive  care  unit 
guidelines  were  based  on  the  “doctrine”  of  60-60- 
60,  that  is,  if  a patient  cannot  maintain  an  arterial 
oxygen  tension  of  60  within  sixty  minutes  with  60 
per  cent  inspired  oxygen,  PEEP  is  started.  The 
amount  of  PEEP  used  and  the  variation  in  venti- 
latory pattern  are  determined  by  trial  and  error  on 
a day-to-day  basis.  It  is  also  a common  observa- 
tion in  our  intensive  care  unit  that  for  PEEP  to  be 
effective,  the  patient  must  either  be  sedated  and/ 
or  paralyzed  with  muscle  relaxants.  Our  choice  of 
morphine  sulfate  and/or  muscle  relaxants,  (d-tu- 
bocurarine  chloride  or  pancuronium)  is  based  on 
other  associated  systemic  involvement  or  disease. 
Between  the  latter  two  drugs,  pancuronium  is  fa- 
vored in  patients  with  associated  cardiovascular 
problems.12  Sugarman,  Olofsson,  and  Pollock4 
observed  that  a patient  on  PEEP  is  not  permitted 
to  assist  or  fight  the  respirator,  since  either  could 
possibly  produce  a negative  intrapulmonary  pres- 
sure and  thus  again  lead  to  closure  of  the  alveoli 
and  reduction  in  functional  residual  capacity. 

Incidental  findings  in  this  review  include  a full 
recovery  of  Case  1 with  a clinical  picture  of  shock 
lung  without  the  benefit  of  corticosteroid  therapy. 
Second,  Case  2 showed  clinical  and  radiologic  im- 
provement after  more  than  one  week  of  mechani- 
cal ventilation  with  100  per  cent  oxygen. 

Summarily,  it  is  well  established  in  this  report 
that  PEEP  does  significantly  improve  oxygenation 
in  acute  respiratory  failure.  Although  one  cannot 
overemphasize  the  importance  of  total  care  in  pa- 
tients with  acute  respiratory  failure,13  PEEP  has 
proved  to  play  a very  important  role. 

Summary 

Four  cases  of  acute  respiratory  failure  were  re- 


viewed with  regard  to  the  use  of  PEEP  (positive 
end-expiratory  pressure).  All  cases  showed  im- 
provement in  arterial  oxygen  tension  with  the  ad- 
dition of  peep  which  allows  reduction  in  the  per- 
centage of  oxygen.  Since  the  early  reporting  of 
the  4 cases,  the  use  of  PEEP  has  become  an  ac- 
cepted routine  modality  in  our  care  of  patients 
with  acute  respiratory  failure,  and  our  results  con- 
tinue, in  most  cases,  to  demonstrate  dramatic  im- 
provement in  oxygenation  with  minimal  complica- 
tions. 
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Reports  of  postperfusion  syndrome  have 
been  appearing  in  the  literature  since  the  intro- 
duction of  cardiopulmonary  bypass  techniques.1  3 
Several  workers  have  noted  the  association  of  the 
cytomegalovirus  with  this  syndrome,9-13  but  to 
date  the  cytomegalovirus  has  not  been  proved  to 
be  the  causative  agent.  The  syndrome,  including 
fever,  lymphadenopathy,  splenomegaly,  and  atypi- 
cal lymphocytosis,  appearing  two  to  six  weeks 
postoperatively,  has  been  well  described.  Neona- 
tal cytomegalic  inclusion  disease  commonly  causes 
thrombocytopenia,14  but  thrombocytopenia  has 
not  been  reported  in  the  postperfusion  syndrome. 
In  the  following  case,  thrombocytopenia  was  a 
prominent  finding. 

Case  report 

A sixty-three-year-old  white  male  with  three- 
vessel  disease  on  coronary  angiography  underwent 
a saphenous  vein  graft  to  his  left  anterior  descend- 
ing artery.  He  had  an  uneventful  recovery  and 
was  discharged  three  weeks  postoperatively  taking 
allopurinol  for  hyperuricemia.  Six  days  later  he 
was  readmitted  with  a temperature  of  103.8°  F. 
rectally.  He  denied  malaise,  cough,  dysuria,  or 
any  other  symptoms.  Physical  examination  re- 
vealed no  exanthem,  no  adenopathy,  no  hepato- 
splenomegaly,  and  revealed  only  a grade  I I/VI  api- 
cal systolic  ejection  murmur  which  had  been  pres- 
ent prior  to  his  surgery  and  was  unchanged.  Lab- 
oratory data  included  a hematocrit  of  34,  white 
blood  count  of  3,050  per  cubic  millimeter  with  77 
per  cent  polymorphonuclear  cells,  1 per  cent  stabs, 
1 per  cent  metamyelocytes,  11  per  cent  monocytes, 
9 per  cent  lymphocytes,  and  1 per  cent  atypical 
cells.  Platelets  were  read  as  adequate  on  smear. 
Chest  x-ray  films  revealed  pleural  reaction  at  the 
left  base.  The  platelet  count  on  the  day  following 
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admission  was  87,000  per  cubic  millimeter. 
Monocyte  slide  test,  heterophil,  lupus  erythemato- 
sus preparation,  antinuclear  antibody,  Coombs’ 
test,  VDRL,  febrile  agglutinins,  cold  agglutinins, 
Australia  antigen,  and  viral  study  results  were  all 
negative.  Cultures  of  blood,  urine,  sputum,  bone 
marrow,  and  spinal  fluid  were  repeatedly  negative 
for  bacteria,  fungi,  and  acid-fast  bacteria.  Tuber- 
culin and  mumps  antigen  skin  test  results  were 
negative. 

Over  the  next  ten  days  the  patient  remained  fe- 
brile. He  was  begun  on  a ten-day  course  of  acetyl- 
salicylic  acid,  but  his  fever  persisted,  and  the  drug 
was  discontinued.  On  the  ninth  hospital  day  he 
complained  of  pleuritic  chest  pain.  Lung  scan  re- 
vealed multiple  filling  defects  and  his  bilirubin, 
serum  glutamic  oxaloacetic  transaminase,  and  lac- 
tic dehydrogenase  rose.  The  patient  was  anti- 
coagulated with  intravenous  heparin  for  eight  days 
and  then  switched  to  oral  warfarin.  On  the 
twenty-third  hospital  day  the  patient  was  still  fe- 
brile, his  hematocrit  was  28  with  a 5 per  cent  retic- 
ulocyte count.  A golf-ball-sized  lymph  node  was 
palpated  in  his  right  axilla.  A bone  marrow  aspi- 
ration done  on  that  day  revealed  a shift  to  the  left, 
erythroid  hyperplasia,  and  normal  megakaryo- 
cytes. On  the  twenty-sixth  hospital  day  his  hema- 
tocrit was  26  with  a serum  haptoglobin  of  10  mg. 
per  100  ml.  His  white  blood  count  was  4,500  per 
cubic  millimeter  with  7 per  cent  polymorphonucle- 
ar leukocytes,  1 per  cent  stabs,  1 per  cent  metamy- 
elocytes, 1 per  cent  eosinophils,  12  per  cent  mono- 
cytes, 77  per  cent  lymphocytes,  and  1 per  cent  ab- 
normal cells.  Platelets  were  44,000  per  cubic  mil- 
limeter. Repeat  sera  for  cytomegalovirus  titers 
were  drawn.  Cytomegalovirus  CF  (citrovorum 
factor)  antibody  titers  which  were  less  than  1:4  on 
admission,  had  risen  to  1:128  on  the  twenty-sixth 
hospital  day.  Over  the  next  eleven  days,  the 
hematocrit  rose  to  32,  his  white  blood  count  was 
4,400,  with  53  per  cent  polymorphonuclear  leuko- 
cytes, 1 per  cent  stabs,  1 per  cent  metamyelocytes, 
1 per  cent  eosinophils,  1 per  cent  monocytes,  and 
43  per  cent  lymphocytes.  Platelets  rose  to  256,000 
per  cubic  millimeter.  He  became  afebrile  on  the 
twenty-eighth  hospital  day  and  remained  afebrile 
until  his  discharge  on  the  fortieth  hospital  day. 
Six  weeks  after  discharge  his  hemogram  was  en- 
tirely within  normal  limits,  and  he  had  remained 
afebrile  and  asymptomatic. 

Comment 

This  patient  presented  symptoms  of  febrile  ill- 
ness one  month  after  cardiac  surgery  necessitating 
cardiopulmonary  bypass.  His  course  was  compli- 
cated by  hemolytic  anemia,  thrombocytopenia, 
and  pulmonary  embolization.  CF  antibody  titers 
of  cytomegalovirus  rose  during  the  course  of  his  ill- 
ness. Hemolytic  anemia  associated  with  the  post- 
perfusion syndrome  has  been  previously  de- 
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scribed.15,16  Heparin  has  been  reported  to  cause 
thrombocytopenia  during  the  time  that  it  is  ac- 
tive.17 This  patient’s  platelet  count  continued  to 
drop  for  seven  days  after  the  heparin  was  discon- 
tinued. There  are  no  reports  of  thrombocytopenia 
caused  by  warfarin.  Acetylsalicylic  acid  has  been 
reported  to  acetylate  platelets  and  thus  decrease 
their  adhesiveness,  but  it  has  not  been  reported  to 
decrease  the  number  of  circulating  platelets. 
Thrombocytopenia  has  not  been  reported  with  al- 
lopurinol.  Pancytopenia  has  been  reported  re- 
cently in  a patient  with  splenomegaly  and  rising 
cytomegalovirus  antibody  titers  after  massive 
blood  transfusions  and  hypersplenism  was  sug- 
gested as  the  cause.18  The  cause  of  this  patient’s 
thrombocytopenia  remains  unclear.  Bone  marrow 
aspiration  revealed  normal  megakaryocytes,  thus 
making  decreased  platelet  production  an  unlikely 
cause.  This  patient  had  no  hemorrhagic  sequelae, 
but  thrombocytopenia  and  bleeding  should  be 
watched  for  in  patients  with  cytomegalovirus-re- 
lated postperfusion  syndrome. 

11850  Riverside  Drive 
North  Hollywood,  California  91607 


References 

1.  Kreel,  I.,  et  al.:  A syndrome  following  total  body  perfu- 
sion, Surg.  Gynec.  & Obst.  Ill:  317  (1960). 

2.  Wheeler,  E.  O.,  Turner,  J.  D.,  and  Scanned,  J.  G.: 
Fever,  splenomegaly  and  atypical  lymphocytes.  A syndrome 
observed  after  cardiac  surgery  utilizing  a pump  oxygenator, 
New  England  J.  Med.  266:  454  (1962). 

3.  Seaman,  A.  J.,  and  Starr,  A.:  Febrile  postcardiotomy 

lymphocytic  splenomegaly:  a new  entity,  Ann.  Surg.  156:  956 
(1962). 

4.  Perillie,  P.  E.,  and  Glenn,  W.  W.:  Fever,  splenomegaly, 


Members  say  “Yes”  to 
SOCIETY  PSRO  sponsorship 

The  .January  Newsletter,  devoted  exclusively  to  the 
subject  of  PSRO,  asked  members  to  indicate  by  an  at- 
tached post  card  whether  they  wanted  the  county  soci- 
ety to  be  sponsor  of  the  PSRO  for  Manhattan.  To  date, 
almost  2,000  MDs  have  answered  “Yes.”  The  Society 


lymphocytosis  and  eosinophilia,  Yale  J.  Biol.  & Med.  34:  625 
(1962). 

5.  Holswade,  G.  R.,  et  al.:  Development  of  viral  diseases 
and  viral  disease-like  syndrome  after  extracorporeal  circula- 
tion, Circulation  27:  812  (1963). 

6.  Smith,  D.  R.:  A syndrome  resembling  infectious  mono- 
nucleosis after  open-heart  surgery,  Brit.  M.  J.  1:  945  (1964). 

7.  Reyman,  T.  A.:  Postperfusion  syndrome.  A review 

and  report  of  21  cases,  Am.  Heart  J.  72:  116  (1966). 

8.  Riemenschneider,  T.  A.,  and  Moss,  A.  J.:  Postperfu- 

sion syndrome.  Report  of  four  cases  and  review  of  the  litera- 
ture, J.  Pediat.  69:  546  (1966). 

9.  Klemola,  E.,  and  Kaariainen,  L.:  Cytomegalovirus  as  a 
possible  cause  of  a disease  resembling  infectious  mononucleo- 
sis, Brit.  M.  J.  2:  1099  (1966). 

10.  Kaariainen,  L.,  Klemola,  E.,  and  Paloheimo,  J.:  Rise  of 
cytomegalovirus  antibodies  in  an  infectious-mononucleosis-like 
syndrome  after  transfusion,  ibid.  1: 1270  (1966). 

11.  Medearis,  D.  N.,  Jr.:  Observations  concerning  human 
cytomegalovirus  infection  and  disease,  Bull.  Johns  Hopkins 
Hosp.  114:  181  (1964). 

12.  Hanshaw,  J.  B.:  Cytomegalovirus  complement-fixing 

antibody  in  microcephaly,  New  England  J.  Med.  275:  476 
(1966). 

13.  Kaariainen,  L.,  et  al.:  Cytomegalo  virus-mononucleo- 
sis. Isolation  of  the  virus  and  demonstration  of  subclinical  in- 
fections after  fresh  blood  transfusion  in  connection  with  open- 
heart  surgery,  Ann.  med.  exper.  et  biol.  Fenniae  44:  297  (1966). 

14.  Nelson,  W.  E.:  Textbook  of  Pediatrics,  Philadelphia, 

W.  B.  Saunders  Company,  1964,  p.  577. 

15.  Coombs,  R.  R.:  Cytomegalic  inclusion-body  disease  as- 
sociated with  acquired  autoimmune  haemolytic  anaemia,  Brit. 
M.  J.  2:  743  (1968). 

16.  Lang,  D.  J.,  and  Hanshaw,  J.  B.:  Cytomegalovirus  in- 
fection and  the  postperfusion  syndrome.  Recognition  of  pri- 
mary infections  in  four  patients,  New  England  J.  Med.  280: 
1145  (1969). 

17.  Natelson,  E.  A.,  Lynch,  E.  C.,  Alfrey,  C.  P.,  Jr.,  and 

Gross,  J.  B.:  Heparin-induced  thrombocytopenia.  An  unex- 

pected response  to  treatment  of  consumption  coagulopathy, 
Ann.  Int.  Med.  71: 1121  (1969). 

18.  Nowakowski,  A.,  et  al.:  Goodpasture’s  syndrome:  re- 
covery from  severe  pulmonary  hemorrhage  after  bilateral  ne- 
phrectomy, ibid.  75:  243  (1971). 


has  also  asked  HEW  for  recognition  as  sponsor  of  the 
PSRO.  The  PSRO  provision  of  Public  Law  92-603 
mandates  the  establishment  of  one  organization  for  each 
designated  area  to  review  inhospital  care  of  Medicaid- 
Medicare  patients.  The  vote  of  approval  seems  to  indi- 
cate that  Manhattan  doctors,  regardless  of  their  feelings 
about  PSRO,  feel  that  if  such  a structure  is  to  be  created 
it  can  best  be  done  by  members  of  organized  medicine. 
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Thrombosis  of  the  axillary  and  subclavian  veins 
is  a rare  entity.  In  the  statistical  compilation  by 
Ochsner,  et  a l.1  of  acute  thrombophlebitis  seen  at 
Charity  Hospital,  upper-extremity  deep  veins  were 
involved  in  only  2 per  cent  of  1,233  cases.  In  a re- 
cent assessment  of  2,400  episodes  of  deep  venous 
thrombosis,  recognized  over  a fifteen-year  period, 
thrombosis  of  the  deep  veins  of  the  arm  consti- 
tuted 1.3  per  cent  of  the  total.2 

Primary  deep-vein  thrombosis  of  an  upper  ex- 
tremity is  characteristically  not  accompanied  by 
compression  of  the  subclavian  artery.  The  latter 
complication  is  seen  in  thoracic-outlet  and  shoul- 
der-girdle neurovascular  compression  syndromes. 

This  report  presents  a patient  with  the  combi- 
nation of  thrombosis  of  the  axillary  and  subclavian 
veins  as  well  as  compression  of  the  subclavian  ar- 
tery. 

Case  report 

A forty-one-year-old  white  man  was  hospital- 
ized because  of  sudden  onset  of  swelling  and  mot- 
tled discoloration  of  his  right  arm.  He  could  not 
relate  these  symptoms  to  any  unusual  activity  or 
injury. 

On  physical  examination,  the  entire  right  arm, 
hand,  and  tissues  about  the  shoulder  and  pectoral 
region  were  swollen.  The  skin  had  a light  purplish 
discoloration,  and  the  superficial  veins  were  prom- 
inent. Temperature  and  blood  pressure  were  nor- 
mal. When  the  patient  performed  the  Adson  ma- 


FIGURE  1.  Venogram  of  right  arm  and  shoulder,  Sep- 
tember 23,  1970,  showed  complete  obstruction  of  subcla- 
vian and  axillary  veins  with  collateral  circulation  primarily 
via  thoracoepigastric  veins. 


neuver,  which  consists  of  turning  the  face  toward 
the  side  being  examined  and  taking  a deep  breath, 
the  right  radial  pulse  became  very  weak.  The  re- 
sults of  the  remainder  of  the  physical  examination 
were  normal. 

Complete  blood  count  was  within  normal  limits, 
and  the  remainder  of  the  results  of  routine  labora- 
tory procedures  were  normal.  A complete  work- 
up for  an  occult  neoplasm  showed  negative  results. 
These  tests  included  normal  chest  x-ray,  intrave- 
nous pyleogram,  barium  enema,  upper  gastrointes- 
tinal series,  small-bowel  series,  and  liver  scan. 

Venous  pressure  in  the  right  antecubital  vein 
was  more  than  300  mm.  of  water;  in  the  left  arm  it 
was  190  mm.  of  water. 

Diagnosis  of  spontaneous  thrombosis  of  the  sub- 
clavian vein,  as  well  as  the  thoracic  outlet  syn- 
drome, was  made.  The  arm  was  elevated  and  cov- 
ered with  warm  dressings.  Anticoagulant  therapy 
with  heparin  and  sodium  warfarin  (Coumadin) 
was  initiated.  Subsequently,  a venous  angiogram 
of  the  right  arm  performed  on  September  23,  1970, 
revealed  complete  obstruction  of  the  subclavian 
and  axillary  veins  with  collateral  circulation  pri- 
marily via  the  thoracoepigastric  veins  (Fig.  1).  A 
thrombosis  was  considered  the  probable  diagnosis 
in  view  of  the  long  length  of  the  involved  vein. 
During  the  ensuing  two  weeks,  the  swelling  subsid- 
ed, and  the  patient  was  discharged  symptom-free 
from  the  hospital.  Eight  months  after  the  onset  of 
the  thrombosis  a repeat  venogram  of  the  right  arm 
and  shoulder  showed  axillary  and  subclavian  veins 
to  be  patent  with  filling  defect  compatible  with  a 
resolving  thrombus  in  tne  subclavian  and  internal 
jugular  veins.  Some  collateral  circulation  via  the 
highest  intercostal  vein  was  noted.  No  difference 
in  venous  flow  was  seen  with  the  head  turned  to 
the  right  (Fig.  2A)  or  to  the  left  (Fig.  2B). 

A Cournand  needle  was  placed  in  the  right  bra- 
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FIGURE  2.  (A)  Right  upper  extremity  venogram,  May  27,  1971,  with  patient’s  head  turned  to  right  showed  axillary  and 

veins.  Some  collateral  circulation  via  highest  intercostal  vein  noted.  (B)  Second  injection  performed  at  same  time  as  (A) 
in  superior  vena  cava  represents  mixture  of  nonopacified  blood  entering  superior  vena  cava  from  left  innominate  vein. 


chial  artery,  and  the  pressure  of  100/70  mm.  Hg 
was  recorded  with  a Statham  P23Db  transducer. 
When  the  patient  moved  his  head  toward  the  right 
side,  the  arterial  pressure  declined  to  80/55  mm. 
Hg  and  returned  to  the  baseline  values  when  he 
looked  straight  ahead  (Fig.  3). 

Comments 

The  clinical  presentation  of  subclavian-axillary- 
vein  thrombosis  is  very  distinctive.  This  disorder 
usually  affects  healthy  young  adult  men  who  rath- 
er abruptly  develop  edema  and  dull  pain  in  the 
upper  arm  and  shoulder  region.3  The  dominant 
arm  is  involved  in  two-thirds  of  the  cases.  Promi- 
nent superficial  collateral  venous  patterns  in  the 
upper  inner  arm,  shoulder,  and  pectoral  region  of 
the  chest  are  invariably  present  and  are  perma- 
nent sequelae  of  the  disorder. 

Although  primary  deep  venous  thrombosis  of 
the  upper  extremity  has  occurred  without  a pre- 
disposing cause,  most  authors  stress  the  impor- 
tance of  local  compression -stasis  factors.  Adams, 
McEvoy,  and  DeWesse4  stated  that  the  clavicle, 


subclavius  muscle,  and  costocoracoid  ligament  are 
the  major  anterior  structures  that  compress  the 
subclavian  and  axillary  vein  against  the  first  rib  in 
primary  thrombosis.  The  subclavian  vein,  unlike 
the  artery,  lies  anterior  to  the  scalenus  anticus 
muscle.  Thus,  venous  thrombosis  is  not  a recog- 
nized complication  of  complete  cervical  ribs.5 
However  rarely,  thrombotic  occlusion  of  the  sub- 
clavian vein  can  occur  in  a patient  with  cervical 
ribs.2 

Our  patient  demonstrated  abnormal  arterial 
thoracic  outlet  and  shoulder-girdle  compression 
maneuvers.  His  right  radial  artery  was  readily 
obliterated  in  the  involved  arm  but  not  in  the  un- 
involved one.  A normal  thoracic  outlet  was  ob- 
served radiographically,  without  the  presence  of 
cervical  ribs.  Thus  the  scalenus  anticus  syndrome 
was  present.  The  usually  held  concept  is  that  in 
the  neurovascular  syndromes  frank  venous  throm- 
bosis is  not  present.  Signs  in  these  patients  are 
usually  related  to  compression  of  the  artery  or 
nerve.2  However,  recently  Swinton,  Edgett,  and 
Hall3  observed  that  6 of  23  patients  with  primary 
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subclavian  veins  to  be  patent  with  a tilling  defect  compatible  with  resolving  thrombus  in  subclavian  vein  and  internal  jugular 
with  head  turned  to  left  showed  no  difference  in  degree  of  venous  circulation  through  subclavian  vein.  Filling  defect  seen 


FIGURE  3.  Brachial  artery  pulse  recording.  Note  decline 
in  arterial  pressure  when  patient  moved  his  head  toward 
right  side. 


subclavian-axillary  thrombosis  had  abnormal  arte- 
rial thoracic  outlet  compressive  maneuvers.  Thus, 
the  combined  arterial  and  venous  involvement 
may  be  more  common  than  previously  realized. 
Swinton,  Edgett,  and  Hall3  concluded  that  pri- 
mary subclavian-axillary  vein  thrombosis  is  a clin- 
ically distinct  venous  complication  of  the  neuro- 
vascular compression  syndrome  of  the  upper  ex- 
tremity. 

Most  physicians  agree  that  bed  rest  with  eleva- 
tion of  the  arm  should  be  accomplished  during  the 
acute  phase  of  the  illness.  Anticoagulation  is  also 
recommended,  particularly  in  view  of  the  danger 


of  pulmonary  embolism.4-6-9  Coon  and  Willis2 
have  been  impressed  with  the  short-term  and 
long-term  results  after  its  use.  They  noted  that 
residual  disability  has  not  been  frequent  in  treated 
cases.  However  Swinton  and  his  co-workers3  felt 
that  anticoagulant  therapy  did  not  appear  to  af- 
fect to  a great  extent  the  symptomatology  or  long- 
term prognosis  of  their  cases.  Unfortunately,  a 
prospective  study  of  alternate  cases  of  this  disease 
treated  with  anticoagulants  has  never  been  per- 
formed. Thrombectomy  has  been  successful  in 
this  condition. 4-10-11  This  operation  should  be 
performed  in  the  first  seventy-two  hours. 

Most  reports  stress  that  functional  recovery 
from  primary  subclavian  axillary  thrombosis  is 
good.  However  Swinton  and  his  associates3  ob- 
served initial  improvement  in  their  23  patients. 
After  the  first  few  months  no  additional  improve- 
ment occurred,  and  residual  symptoms  were  com- 
mon. 

Summary 

A forty-one-year-old  male  spontaneously  devel- 
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oped  thrombosis  of  the  right  axillary  and  subcla- 
vian veins.  In  addition,  he  demonstrated  abnor- 
mal arterial  thoracic  outlet  maneuvers  compatible 
with  the  scalenus  anticus  syndrome.  Eight 
months  after  the  onset  of  the  thrombosis,  a veno- 
gram revealed  patency  of  the  axillary  and  subcla- 
vian veins.  The  patient  remains  completely 
asymptomatic. 

References 

1.  Ochsner,  A.,  DeBakey,  M.  E.,  DeCamp,  P.  T..  and  Da- 

Rocha,  E.:  Thrombo-emboiism:  an  analysis  of  cases  at  the 

Charity  Hospital  in  New  Orleans  over  a 12-year  period,  Ann. 
Surg.  134:  405  (1951). 

2.  Coon,  W.  W.,  and  Willis,  P.  W.,  3d.:  Thrombosis  of  ax- 
illary and  subclavian  veins,  Arch.  Surg.  94:  657  ( 1967). 

3.  Swinton,  N.  W.,  Jr.,  Edgett,  J.  W.,  Jr.,  and  Hall,  R.  J.: 
Primary  subclavian-axillarv  vein  thrombosis.  Circulation  38: 
737  (1968). 


Common  language  urged 
for  medical  procedures 

Almost  no  one  who  goes  to  the  doctor  or  the  hospital 
to  be  treated  for  illness  will  ever  hear  about  CPT-3. 
But  CPT-3  is  an  important  factor  in  the  treatment  he  or 
she  will  receive  and  how  much  will  be  charged  for  it. 

CPT-3  means  Current  Procedural  Terminology-3rd 
Edition. 

It  is  described  as  “a  common  language  that  accurately 
describes  the  kinds  and  levels  of  services  provided  and 
that  can  serve  as  a basis  for  coverage  and  fee  determina- 
tion.” 

CPT-3  was  developed  in  book  form  by  the  American 
Medical  Association  as  a coded  reporting  system  suit- 
able for  computer  handling.  It  has  been  widely  adopted 
across  the  nation. 

The  AMA  system  assigns  a code  number  to  each  of 
the  thousands  of  dif  ferent  medical  procedures  that  may 
be  performed  in  treating  illness.  Each  number  signifies 
a specific  aspect  of  treatment.  These  numbers  can  be 
easily  fed  into  computers  for  purposes  of  record  keeping 
and  compilation  of  hills. 

This  system  is  most  successful  if  it  is  universally  used — 
if  all  doctors  and  hospitals  agree  on  the  same  code. 

What  does  CPT-3  mean  to  the  individual  patient? 

It  means  better  medical  care.  It’s  a check  list  for  doc- 
tors to  insure  that  they  have  done  everything  needed  to 
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insure  rapid  recovery.  It  makes  it  much  easier  to  moni- 
tor costs  of  health  care.  It  speeds  and  simplifies  review 
procedures,  whereby  a medical  committee  can  check  up 
on  the  handling  of  a case. 

CPT-3  made  the  news  again  this  spring  when  the 
AMA  dispatched  a communication  to  the  Social  Securi- 
ty Administration  urging  that  its  terminology  system  be 
adopted  for  Medicare.  Commenting  on  proposed  regu- 
lations to  revise  terminology  and  coding  under  the  So- 
cial Security  Act,  AMA  pointed  out  that  CPT-3  offers 
what  the  proposed  rule  requires,  a common  language. 

CPT-3,  the  AMA  said,  has  the  advantages  of  being 
developed  by  the  medical  profession,  with  cooperation 
from  the  various  medical  specialty  groups,  of  having  the 
support  of  these  groups,  and  of  being  a system  which  is 
flexible  and  allows  for  substantial  addition  of  new  pro- 
cedures. 

Ernest  B.  Howard,  M.D.,  the  AMA’s  executive  vice 
president,  told  the  Social  Security  Administration  that 
“It  is  our  belief  that  CPT-3  will  effectively  meet  the 
present  coding  needs  of  Medicare.  It  is  already  being 
required  for  all  insurance  claims  statewide  in  Oregon;  a 
number  of  Medicaid  programs  are  using  it.  We  strongly 
urge  that  the  proposed  rules  be  modified  to  indicate 
that  Medicare  carriers  be  authorized  to  adopt  the  CPT- 
3 coding  system  without  the  necessity  for  the  detailed 
approval  process  currently  called  for  in  the  proposed 
rules.” 
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While  the  extent  of  leukemic  infiltration  of  the 
gastrointestinal  tract  has  been  described  patholog- 
ically, there  is  no  agreement  about  the  relationship 
of  such  lesions  to  the  clinical  symptoms.  Dam- 
eshek  and  Gunz1  state,  “There  is  little  if  any  rela- 
tionship between  the  anatomical  extent  of  the  gas- 
trointestinal lesions  and  the  clinical  symptoms;  in 
fact,  in  the  great  majority  of  cases,  there  are  no 
symptoms  pointing  to  gastric  or  intestinal  abnor- 
malities.” Another  author  who  has  stressed  the 
pathology  of  the  gastrointestinal  lesions  in  leuke- 
mia, Boikan,2  has  published  an  opinion  directly 
contrary  to  this.  He  states,  “Involvement  of  the 
gastrointestinal  tract  by  the  leukemic  process  is 
not  only  theoretical,  but  also  of  practical  interest, 
as  gastrointestinal  leukemia  may  dominate  the 
clinical  picture.” 

In  view  of  such  opposite  opinions  it  is  not  unex- 
pected that  the  sudden  development  of  acute 
symptoms  due  to  gastrointestinal  lesions  in  a pa- 
tient with  leukemia  may  lead  to  inaccurate  diagno- 
sis. The  following  case  is  presented  as  an  example 
of  an  acute  abdominal  catastrophe  in  a patient 
with  leukemia. 

Case  report 

A sixty-nine-year-old  male  was  readmitted  to 
the  hospital  complaining  of  severe  abdominal  pain 
of  one  day’s  duration. 

One  year  previously,  he  had  been  admitted  for 
diagnostic  studies  and  for  possible  treatment  of  a 
large  and  painful  right  inguinal  hernia.  The  prior 
history  had  been  unremarkable  until  two  months 
prior  to  hospital  admission  w'hen  he  sought  medi- 
cal attention  because  of  the  hernia.  Except  for 
the  hernia,  the  physical  examination  at  that  time 


was  unremarkable  except  for  the  presence  of  large, 
firm,  and  discrete  lymph  nodes  in  the  cervical,  ax- 
illary, and  inguinal  regions.  The  electrocardio- 
gram findings  were  within  normal  limits.  The 
chest  x-ray  film  also  showed  normal  findings  with- 
out hilar  adenopathy.  Urinalysis  results  were  neg- 
ative. Complete  blood  count  showed  a hematocrit 
of  44;  hemoglogin,  14  Cm.;  white  blood  count, 
5,200  with  polymorphonuclear  leukocytes,  60  per 
cent;  lymphocytes,  37  per  cent;  eosinophils,  2 per 
cent;  and  monocytes,  1 per  cent.  Platelets  ap- 
peared adequate  on  the  peripheral  smear.  Eryth- 
rocyte sedimentation  rate  was  12  mm.  per  hour  by 
the  Cutler  method.  Blood  chemistry  study  results 
were  within  normal  ranges  and  the  total  protein 
was  7.7  Cm.;  albumin,  4.8  Cm.;  and  globulin,  2.9 
Cm.  Liver  function  studies  showed  no  abnormali- 
ties. Heterophil  antibody  studies  showed  nega- 
tive findings. 

On  the  first  admission  to  the  hospital,  one  year 
before  the  present  admission,  the  previously  noted 
generalized  adenopathy  was  confirmed,  and  there 
was  no  evidence  of  hepatomegaly  or  splenomegaly. 
Laboratory  values  remained  essentially  un- 
changed: the  hemoglobin  was  13  Cm.  with  hema- 
tocrit 39,  and  the  white  blood  count  was  6,000. 
On  differential  smear,  polymorphonuclear  leuko- 
cytes were  51  per  cent  and  lymphocytes,  49  per 
cent.  Platelets  were  210,000.  Bleeding  and  clot- 
ting times  were  normal  as  were  blood  chemistry 
study  findings  and  prothrombin  time.  Bone  mar- 
row aspiration  showed  a normal  distribution  of 
cells.  Hematologic  consultation  confirmed  the  di- 
agnosis of  chronic  lymphatic  leukemia,  and  no  spe- 
cific antileukemic  therapy  was  recommended.  It 
was  further  felt  that  herniorrhaphy  could  be  per- 
formed without  undue  risk.  Accordingly,  right  in- 
guinal herniorrhaphy  was  performed,  and  a lymph 
node  in  the  right  inguinal  region  was  biopsied. 
Pathologic  examination  of  the  node  showed  lym- 
phoma of  the  lymphocytic  type.  The  patient  had 
a benign  postoperative  course,  and  he  was  dis- 
charged from  the  hospital  on  the  eighth  postopera- 
tive day. 

Thereafter,  the  patient  was  followed  at  monthly 
intervals,  and  there  was  no  basic  change  in  his 
physical  state.  On  a few  occasions,  the  spleen  tip 
could  be  felt.  The  weight  was  stationary.  His 
only  complaint  was  an  occasional  spell  of  weak- 
ness, but  he  continued  at  work  full  time.  The  he- 
matologic picture  remained  unchanged  on  repeat- 
ed examination. 

When  examined  two  weeks  prior  to  the  present 
admission,  the  patient  reported  that  he  had  suf- 
fered a brief  febrile  illness  at  home,  and  since  then 
his  weakness  was  pronounced.  There  had  been  no 
weight  loss  or  chills.  Examination  showed  marked 
changes  as  compared  with  the  prior  month.  The 
previously  observed  lymph  nodes  were  much  larg- 
er, the  liver  was  palpable  3 fingerbreadths  below 
the  costal  margin,  and  the  spleen  reached  the  iliac 
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crest.  The  white  blood  count  was  25,200,  and  the 
differential  show'ed  3 per  cent  polymorphonuclear 
leukocytes,  95  per  cent  lymphocytes,  and  2 per 
cent  eosinophils.  Platelets  were  80,000.  Normal 
results  were  found  on  blood  chemistry  as  well  as 
liver  function  studies.  Hospitalization  was  sug- 
gested for  the  patient,  and  arrangements  for  hos- 
pital admission  were  undertaken. 

The  patient  was  readmitted  to  the  hospital  one 
year  after  the  first  admission  complaining  of  se- 
vere abdominal  pain  of  one  day’s  duration.  There 
had  been  several  loose,  watery  bowel  movements. 
No  melena  had  been  noticed.  Examination 
showed  an  acutely  and  chronically  ill  male  who 
was  in  extreme  pain.  Blood  pressure  was  160/100, 
pulse  130,  respiration  24,  and  temperature,  98.6°F. 
Large  lymph  nodes  were  palpable  bilaterally  in  the 
cervical  region,  axillary  region,  both  groins,  and 
about  both  elbows.  The  chest  was  clear,  and  the 
heart  sounds  were  normal.  Examination  of  the 
abdomen  showed  marked  epigastric  tenderness 
with  lesser  tenderness  throughout  the  abdomen. 
There  was  evidence  of  free  abdominal  fluid.  The 
liver  was  palpable  4 fingerbreadths  below  the  cos- 
tal margin,  and  the  spleen  was  palpable  to  the  iliac 
crest.  No  abdominal  rigidity  was  found.  There 
was  cyanosis  of  the  fingernails.  Rectal  examina- 
tion showed  no  palpable  mass.  Laboratory 
studies  showed  a hemoglobin  of  16  Gm.;  hemato- 
crit, 49;  and  white  blood  count,  43,600.  Serum 
amylase  was  159  Somogyi  units  (normal  60  to  160). 
X-ray  film  of  the  abdomen  showed  the  absence  of 
free  air,  and  there  was  a suggestion  of  peritoneal 
fluid. 

The  patient  continued  to  be  acutely  ill  and  com- 
plained of  intense  abdominal  pain  in  spite  of  injec- 
tions of  meperidine  (Demerol)  and  morphine.  In- 
travenous fluids  were  administered.  It  was 
thought  that  the  patient  might  be  suffering  from 
an  acute  splenic  infarct  or  rupture  of  the  spleen, 
and  the  hope  was  entertained  that  with  improve- 
ment of  the  patient’s  condition,  further  diagnostic 
studies  and  appropriate  therapy  might  be  under- 
taken. A surgical  consultant  found  no  evidence  of 
need  for  abdominal  exploration.  However,  the  pa- 
tient’s condition  deteriorated  rapidly,  and  he  died 
the  next  morning,  some  twelve  hours  after  hospital 
admission. 

Autopsy  showed  marked  generalized  enlarge- 
ment of  all  lymph  nodes  including  cervical,  axil- 
lary, peribronchial,  peritracheal,  periportal,  peri- 
aortic, and  inguinal  nodes.  Nodes  surrounded  the 
abdominal  aorta  from  the  celiac  axis  to  the  lower 
portion  of  the  common  iliac  vessels.  They  pro- 
duced compression  of  the  aorta  as  well  as  compres- 
sion of  the  renal  vessels,  superior  mesenteric,  and 
inferior  mesenteric  arteries.  The  lymph  nodes 
were  matted  together,  and  the  cut  surface  was 
white,  homogeneous,  and  soft  in  consistency.  Mi- 
croscopic examination  of  the  lymph  nodes  showed 
obliteration  of  normal  architecture  by  a massive 


proliferation  of  mature  lymphoid  cells.  In  some 
areas  the  capsule  of  the  lymph  node  was  infiltrated 
by  mature  lymphoid  cells.  Similar  cells  were 
noted  within  the  myocardial  fibers,  alveolar  septa 
of  the  lungs,  and  the  periportal  areas  of  the  liver. 
The  spleen  was  markedly  enlarged  and  weighed 
1,050  Gm.  It  was  firm,  the  capsule  was  intact,  and 
there  was  subcapsular  hemorrhage.  Microscopic 
examination  showed  lymphocytic  proliferation 
with  infiltration  into  the  malpighian  corpuscles, 
the  sinuses,  and  the  pulp  cords. 

The  most  pertinent  findings  were  in  the  gut 
where  several  loops  of  ileum  and  the  ascending 
colon  showed  roughening  and  dark  red  discolora- 
tion of  the  serosa.  The  esophagus,  stomach,  duo- 
denum, and  jejunum  were  unremarkable  showing 
no  ulceration.  Microscopic  examination  showed 
hemorrhagic  necrosis  of  the  submucosa  and,  to  a 
lesser  degree,  in  the  muscular  layer.  Many  of  the 
capillaries  showed  obstruction  due  to  leukocytes. 

The  bone  marrow  was  markedly  hypercellular 
due  to  proliferation  of  mature  lymphocytes  ap- 
pearing as  nodular  aggregates.  Myeloid  cells  and 
megakaryocytes  were  also  seen.  There  were  80  cc. 
of  blood-tinged  fluid  in  the  peritoneal  cavity. 

The  patient  thus  illustrates  the  abrupt  transfor- 
mation of  asymptomatic  chronic  lymphatic  leuke- 
mia into  a symptomatic  form.  Shortly  thereafter 
an  acute  abdominal  catastrophe  developed  which 
was  thought  to  represent  either  an  acute  splenic 
infarction  or  a tear  in  the  spleen  capsule.  Post- 
mortem investigation,  however,  showed  recent  in- 
farction of  the  small  bowel  due  to  infiltration  of 
the  bowel  with  the  leukemic  process  as  well  as 
compression  of  the  superior  and  inferior  mesenter- 
ic arteries  due  to  lymph-node  enlargement. 

Comment 

The  case  cited  demonstrates  that  intestinal 
manifestations  of  leukemia  can  be  important,  dra- 
matic, and  lethal.  Everett,  Haggard,  and  Levin3 
have  stated  that  there  is  a paucity  of  gastrointesti- 
nal symptoms  even  with  massive  gastrointestinal 
lesions  in  leukemia.  They  state  that  the  incidence 
of  gastrointestinal  infiltration  may  vary  from  13  to 
62  per  cent  and  that  the  lesions  are  almost  always 
present  in  cases  of  active  or  relapsing  leukemia. 
They  describe  patients  in  whom  there  was  infiltra- 
tion from  the  cardia  to  the  anal-rectal  region,  with 
the  stomach  as  the  most  common  site.  The  leuke- 
mic infiltrations  involve  only  the  mucosa  and  sub- 
mucosa, sparing  the  muscularis.  Occasionally, 
there  are  massive  gastric  infiltrations  which  re- 
semble carcinoma  on  x-ray  film.  The  lesions  can 
cause  intussusception,  intestinal  obstruction,  and 
ulceration  with  perforation  or  polyp-like  lesions  in 
the  rectum.  Another  pathologic  study  of  the  con- 
dition hy  Cornes  and  Jones4  refers  to  a postmor- 
tem study  of  264  patients  with  leukemia  wherein 
gross  leukemic  lesions  of  the  gastrointestinal  tract 
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were  found  in  14.8  per  cent;  the  incidence  was  18.4 
per  cent  in  acute  leukemia  and  9.6  per  cent  in 
chronic  leukemia.  An  extensive  description  of  the 
site  and  type  of  lesions  of  the  gastrointestinal  tract 
in  leukemia  is  provided.  The  study  indicated  that 
the  gastrointestinal  lesions  in  leukemia  were  the 
most  important  feature  of  the  illness  in  contrast  to 
the  findings  of  Everett,  Haggard,  and  Levin.3  Prol- 
la  and  Kirsner5  have  provided  another  study  in 
which  patients  showed  gastrointestinal  symptoms 
due  to  leukemic  infiltration  of  the  gastrointestinal 
tract  and  stressing  the  importance  of  gastrointesti- 
nal complications  developing  in  the  course  of  leu- 
kemia. They  found  25  per  cent  of  gastrointestinal 
lesions  in  148  cases  of  leukemia.  The  types  of  leu- 
kemia included  acute  and  chronic  forms  and  my- 
elogenous and  lymphatic  types.  The  pathologic 
lesions  found  varied  from  leukemic  infiltrates  to 
necrosis,  hemorrhage,  and  proctologic  complica- 
tions. The  lesions  of  the  large  and  small  bowel 
ranged  from  microscopic  to  gross  lesions.  They 
also  observed  that  the  incidence  of  esophageal  le- 
sions was  relatively  high  in  contrast  to  the  pre- 
viously mentioned  studies  of  Dameshek  and  Gunz1 
and  Everett,  Haggard,  and  Levin.3  The  most 
commonly  found  pathologic  lesion  was  hemorrhag- 
ic necrosis  and  leukemic  infiltration  of  the  tissues. 
The  lesions  were  limited  to  the  mucosa  with  an  in- 
tact muscular  layer.  There  was  no  vascular  occlu- 
sion in  the  major  mesenteric  vessels  on  gross  ex- 
amination or  in  the  small  intramural  branches  on 
microscopic  examination.  Mycotic  infections 
were  noted  especially  in  those  patients  who  had  re- 
ceived chemotherapy.  A number  of  the  patients 
had  surgical  manifestations  of  their  illness,  name- 
ly, gastrointestinal  hemorrhage  and  perforation. 
There  were  4 cases  of  what  they  termed  "pseudo 
acute  abdomen”  with  classical  signs  of  intestinal 
obstruction  or  perforation,  but  no  such  lesions 
were  found  at  operation  or  autopsy.  A study  by 
Wintrobe  and  Mitchel6  also  showed  that  all  organs 
of  the  body  could  be  invaded  by  the  leukemic  infil- 
tration. They  presented  a series  of  patients  with 
leukemia  in  whom  the  symptoms  and  physical 
signs  presented  on  the  first  examination  were 
grossly  atypical  of  leukemia.  Abdominal  symp- 
toms were  usually  seen  late  in  the  disease  and 


rarely  formed  part  of  the  picture  presented  origi- 
nally. 

Summary 

The  patient  is  a sixty-nine-year-old  male  in 
whom  the  original  findings  were  of  asymptomatic 
chronic  lymphatic  leukemia.  The  diagnosis  was 
confirmed  as  a result  of  biopsy  performed  during 
herniorrhaphy.  One  year  later  there  was  a sudden 
transformation  to  symptomatic  chronic  lymphatic 
leukemia  which  was  characterized  by  the  appear- 
ance of  weakness  and  a change  in  the  hematologic 
picture  as  well  as  marked  hepatomegaly,  spleno- 
megaly, and  further  enlargement  of  the  previously 
observed  enlarged  lymph  nodes.  Shortly  thereaf- 
ter, the  patient  experienced  what  appeared  to  be 
an  acute  abdominal  catastrophe  which  caused  his 
death  and  which  on  autopsy  proved  to  be  due  to 
infarction  of  the  small  bowel  secondary  to  leuke- 
mic infiltration  and  hemorrhagic  necrosis  of  the 
small  bowel,  as  well  as  compression  of  the  superior 
and  inferior  mesenteric  arteries  by  massively  en- 
larged lymph  nodes. 

The  patient  discussed  as  well  as  references  in 
the  literature  illustrate  the  fact  that  gastrointesti- 
nal lesions  of  leukemia  may  present  symptoms  of 
an  acute  abdominal  catastrophe  and,  unless  such 
pathologic  lesions  are  kept  in  mind,  other  causes  of 
acute  abdomen  may  be  erroneously  considered. 

25  Central  Park  West 
New  York,  New  York  10023 

Acknowledgment:  The  author  is  indebted  to  N.  P.  Christy, 
M.D.,  Chairman,  Department  of  Medicine,  Roosevelt  Hospital, 
for  his  helpful  criticism  of  the  manuscript. 

References 

1.  Dameshek,  W.,  and  Gunz,  F.:  Leukemia,  New  York, 

Grune  & Stratton,  Inc.,  1958,  p.  185. 

2.  Boikan,  W.  S.:  Leukemic  infiltrations  of  the  gastrointes- 
tinal tract,  Arch  Int.  Med.  47:  42  (1931). 

3.  Everett,  C.  R.,  Haggard,  M.  E.,  and  Levin,  W.  C.:  Ex- 
tensive leukemic  infiltration  of  the  gastrointestinal  tract  during 
apparent  remission  in  acute  leukemia,  Blood  22:  92  (1963). 

4.  Comes,  J.  S.,  and  Jones,  T.  G.:  Leukaemic  lesions  of  the 
gastrointestinal  tract,  J.  Clin.  Path.  15:  305  (1962). 

5.  Prolla,  J.  C.,  and  Kirsner,  J.  B.:  The  gastrointestinal  le- 
sions and  complications  of  the  leukemias,  Ann.  Int.  Med.  61: 
1084  (1964). 

6.  Wintrobe,  M.  M.,  and  Mitchel,  D.  M.:  Atypical  manifes- 
tations of  leukemia,  Quart.  J.  Med.  9:  67  (1940). 


June  1974/New  York  State  Journal  of  Medicine  1037 


Postpubertal 
Adrenogenital  Syndrome 

Treatable  cause  of  infertility 


ESTHERANN  F.  GRAYZEL,  M.D. 

The  Bronx,  New  York 

Assistant  Professor  of  Medicine,  Albert  Einstein  College  of 
Medicine 


The  adult  form  of  the  adrenogenital  syndrome  is 
an  uncommon  but  treatable  endocrine  cause  of  in- 
fertility. This  syndrome  is  related  to  the  overpro- 
duction of  adrenal  androgens  which  cause  altered 
sexual  characteristics  and  virilization.  The  fol- 
lowing case  is  an  example  of  this  syndrome. 

Case  report 

A white  female  social  worker  was  seen  initially 
at  age  twenty-eight  because  of  irregular  menses 
and  severe  premenstrual  tension.  She  had  been 
adopted  and  was  an  only  child.  There  is  no  infor- 
mation as  to  whether  or  not  her  mother  received 
androgens  during  pregnancy. 

The  patient  was  always  tall  for  her  age.  At  age 
eight  she  was  told  of  hypothyroidism.  The  diag- 
nosis was  based  on  low  protein-bound  iodine  and 
basal  metabolic  rate.  Therapy  consisted  of  2 to  3 
gr.  of  dessicated  (Armour)  thyroid  per  day.  Men- 
arche  occurred  at  age  thirteen  with  periods  lasting 
four  days  and  cycles  ranging  from  twelve  to  thirty 
days.  She  never  had  menstrual  cramps,  and  her 
breasts  remained  undeveloped.  Hirsutism  was 
never  a problem,  but  severe  acne  was  present  from 
age  twelve  through  eighteen.  At  age  twenty-six 
she  developed  amenorrhea  for  several  months  and 
did  not  respond  to  estrogen  or  progesterone  thera- 
py- 

Physical  examination  revealed  her  to  be  5 feet 
10  inches  tall,  and  136  pounds  with  poorly  devel- 
oped secondary  sex  characteristics.  Blood  pres- 
sure was  115/70,  pulse  70,  and  respirations  16. 
Fundi  were  benign.  A normal  thyroid  was  palpat- 
ed and  estimated  to  be  15  Gm.  There  were  no 
heart  murmurs.  A small  amount  of  breast  tissue 
was  present  bilaterally.  There  was  minimal  axil- 


lary hair.  She  had  female  escutcheon,  android 
pelvis,  and  normal  clitoris.  The  uterus  was  small, 
and  the  left  ovary  was  slightly  larger  than  the 
right,  although  both  seemed  normal. 

Routine  laboratory  studies,  including  complete 
blood  count,  urinalysis,  plasma  electrolytes,  uric 
acid,  cholesterol,  calcium,  phosphorus,  and  glucose 
tolerance  tests  all  gave  normal  findings.  Thyroid 
resin,  on  3 gr.  thyroid,  was  24  per  cent;  normal  22 
to  35.  Skull  x-rays  showed  a normal  sella  and  her 
electroencephalogram  findings  were  normal.  A 
buccal  smear  was  chromatin  positive.  Follicle- 
stimulating  hormone  was  positive  at  6 mouse  units 
and  negative  at  16  units,  done  on  three  occasions. 
17-hydroxysteroid  10  mg.  per  twenty-four  hours 
and  17-ketosteroids  17  mg.,  normal  5 to  15;  preg- 
nanetriol  was  5.6,  normal  to  2.4  mg.  An  ACTH 
(andrenocorticotropic  hormone)  test,  40  units  in- 
travenously over  an  eight-hour  period,  showed  no 
change  in  17-OH  (hydroxyl  ion)  level  but  an  in- 
crease in  17-ketosteroids  to  30  mg.  per  twenty-four 
hours. 

Based  on  the  patient’s  history,  physical  exami- 
nation, and  confirmed  laboratory  data,  a diagnosis 
of  adult,  postpubertal  acquired,  adrenogenital  syn- 
drome was  first  made  at  age  twenty-eight.  Thera- 
py with  7.5  mg.  prednisone  daily  at  bedtime  was 
instituted.  Two  weeks  later  the  patient  had  her 
first  period  in  five  months.  Basal  body  tempera- 
ture curve  showed  an  anovulatory  pattern  for  the 
next  three  cycles,  but  thereafter  an  ovulatory 
curve  was  present.  For  the  first  time  in  her  life 
the  patient  complained  of  right  lower  quadrant 
pain  at  a time  when  the  basal  body  temperature 
showed  a dip  consistent  with  ovulation.  Breast 
development  then  occurred  so  that  the  patient  re- 
quired a brassiere  for  the  first  time. 

Repeat  17-ketosteroids  on  two  occasions  were 
6.2  and  5 mg.  per  twenty-four  hours  and  pregnane- 
diol  1 and  1.7  mg.  per  twenty-four  hours  respec- 
tively. At  that  point  the  dose  of  prednisone  was 
reduced  to  5 mg.  by  mouth  daily.  The  patient  was 
married  at  age  twenty-nine,  and  three  months 
later  she  became  pregnant.  She  delivered  a nor- 
mal male  infant  weighing  7 pounds. 

Comments 

The  development  of  the  clinical  signs  of  the 
adrenogenital  syndrome  may  be  related  to  puberty 
when  an  increase  in  adrenal  activity  might  reveal  a 
partial  congenital  block.1  These  signs  vary  ac- 
cording to  the  age  at  which  the  excessive  andro- 
gens initially  affect  the  target  organs  and  may  in- 
clude low  voice,  male  habitus  without  breast  devel- 
opment, and  accelerated  growth  but  premature 
epiphyseal  closure.  Some  patients  show  little  or 
no  hirsutism  and  have  a female  escutcheon.  They 
usually  have  a normal  clitoris.  Should  menses 
occur,  they  are  anovulatory.  A vaginal  smear 
shows  minimal  estrogen  effect. 
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The  postulated  defect  in  postpubertal  adreno- 
genital syndrome  is  the  failure  to  convert  17- 
alpha-hydroxyprogesterone  to  1 1-desoxycortisol 
by  hydroxylation  at  the  twenty-first  carboxyl  posi- 
tion; 17-OH  progesterone  accumulates  and  serves 
as  a precursor  of  androgenic  17-ketosteroid  hor- 
mones which  are  produced  in  excess.  One  of  the 
17-ketosteroids,  androstenedione,  can  be  convert- 
ed to  testosterone  resulting  in  virilization  without 
significantly  increasing  17-ketosteroid  excretion.2 
The  remaining  17-OH  progesterone  is  excreted  as 
urinary  pregnanediol. 

Since  these  patients  do  not  demonstrate  adrenal 
insufficiency,  the  block  must  be  incomplete. 
There  is,  however,  some  decrease  in  cortisol  pro- 
duction leading  to  increased  ACTH  via  the  feed- 
back mechanism.  The  effect  of  ACTH  stimula- 
tion is  to  increase  the  amount  of  17-ketosteroids 
often  to  exaggerated  levels.  The  type  and  quanti- 
ty of  17-ketosteroids  produced  determines  the 
clinical  picture.  The  increased  17-ketosteroids 
can  result  in  decreased  luteinizing-hormone  secre- 
tion and  anovulation.  Feedback  inhibition  of  fol- 
licle-stimulating hormone  may  also  occur  resulting 
in  a decreased  ovarian  production  of  estrogens. 
Absence  of  female  secondary  sex  characteristics 
then  follows.  In  spite  of  the  suppression  of  go- 
nadotropic hormone  by  increased  adrenal  andro- 
gens, patients  with  adult  adrenogenital  syndrome 
respond  to  steroid  therapy  by  the  appearance  of 
normal  ovarian  function.  This  is  manifested  by 
decreased  signs  of  virilization,  development  of 
fairly  normal  female  physique,  and  ovulatory 
menses.  This  response  can  occur  even  if  steroid 
treatment  is  started  as  late  as  age  thirty  or  forty. 

Prednisone  in  doses  of  5 to  10  mg.  daily,  is  the 
treatment  of  choice.  The  17-ketosteroids  are  usu- 
ally maintained  at  about  10  mg.  per  twenty-four 
hours  and  the  pregnanediol  at  less  than  2 mg. 
daily.  A single  late-evening  dose  will  provide 
maximum  ACTH  suppression  since  the  diurnal 
peak  of  ACTH  secretion  occurs  about  6 A.M.3  It 
is  important  to  check  17-ketosteroids  and  preg- 
nanediol levels  periodically  so  that  dose  adjust- 
ments may  be  made.  Indefinite  therapy  is  not  al- 
ways required.  Normal  menses  may  persist  after 
steroid  treatment  is  discontinued. 

The  patient  did  not  show  signs  of  virilization 
such  as  hirsutism  or  an  enlarged  clitoris,  nor  did 
she  have  the  hypertension  associated  with  the  con- 


genital 17-OH  or  11-OH  defect  variety  of  adreno- 
genital syndrome.  She  lacked  signs  of  the  salt- 
loosing  21-OH  deficiency  or  18-OH  oxidase  defi- 
ciency. She  did  have  a male  physique  and  an- 
droid pelvis.  Her  chief  complaint  was  irregular 
menses. 

It  is  fascinating  that  prolonged  suppression  of 
ovarian  function  did  not  result  in  permanent  dam- 
age to  the  pituitary-gonadal  axis.  Once  appropri- 
ate therapy  was  instituted,  the  17-ketosteroids  re- 
turned to  normal  levels,  and  ovarian  function  be- 
came normal.  This  resulted  in  signs  and  symp- 
toms of  puberty  including  psychological  behavior 
reminiscent  of  adolescence. 

The  problems  these  patients  encounter  in  preg- 
nancy are  limited  to  labor.  Delivery  may  prove 
difficult  because  of  the  maternal  android  pelvis 
and  cephalopelvic  disproportion.  Patients  may 
require  additional  steroid  medication  during  this 
stressful  period. 

Of  15  pregnancies  in  13  postpubertal  adrenogen- 
ital syndrome  patients  reported  by  Eyton-Jones4 
there  were  11  live  births.  None  of  the  infants 
showed  any  signs  of  the  congenital  adrenogenital 
syndrome.  This  is  more  optimistic  than  Wilkins’5 
data  that  treated  patients  with  adrenogenital  syn- 
drome have  a 1:100  to  1:200  chance  of  bearing  an 
affected  child. 

Since  treatment  of  the  adult  adrenogenital  syn- 
drome is  relatively  simple  and  effective,  an  effort 
to  discover  patients  with  this  syndrome  is  quite  re- 
warding and  should  be  made  in  any  woman  pre- 
senting subtle  signs  of  virilization  or  irregular 
menses. 

1600  Tenbroeck  Avenue 
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Insulin  Sensitivity 
in  Renal  Failure 

Fatal  hypoglycemia  following  dialysis* 
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Boston,  Massachusetts 

From  the  Clinical  Pharmacology  Unit,  Massachusetts  General 
Hospital 

The  following  report  illustrates  the  increased  in- 
sulin sensitivity  of  patients  with  renal  insufficien- 
cy, rendering  them  susceptible  to  severe  and  life- 
threatening  hypoglycemia. 

Case  report 

A sixty-seven-year-old  black  female  came  to  the 
medical  clinic  of  Montefiore  Hospital  and  Medical 
Center,  The  Bronx,  New  York,  in  February,  1970, 
complaining  of  headaches  and  decreased  visual 
acuity.  Eighteen  months  previously  she  had  been 
told  of  having  diabetes  and  hypertension,  and  un- 
derwent an  above-knee  amputation  of  the  left  leg 
because  of  gangrene  of  the  left  foot.  On  initial  ex- 
amination her  blood  pressure  was  210/120,  and  bi- 
lateral immature  cataracts  were  present.  Hemor- 
rhages and  exudates,  consistent  with  diabetic  reti- 
nopathy, were  seen  in  both  fundi.  Blood  study  re- 
sults were  normal.  She  was  lost  to  follow-up  until 
September,  1970,  when  she  again  came  to  the  clin- 
ic, this  time  complaining  of  weakness,  dyspnea,  or- 
thopnea, back  pain,  urinary  frequency,  and  dysur- 
ia.  Blood  pressure  was  200/120.  There  was  sig- 
nificant progression  of  retinopathy  and  diminu- 
tion of  visual  acuity.  Peripheral  edema  and  signs 
of  congestive  heart  failure  were  present.  Urinaly- 
sis revealed  pyuria  and  proteinuria.  The  hemato- 
crit was  27,  the  blood  urea  nitrogen  44,  the  creati- 
nine 4.2,  and  the  glucose  110  mg.  per  100  cc.  She 
was  treated  with  ampicillin,  furosemide,  hydro- 
chlorothiazide, reserpine,  and  tolbutamide,  and 
subsequently  followed  closely  in  medical  clinic. 
One  month  later  the  blood  urea  nitrogen  was  77, 
the  creatinine  5.2,  and  the  glucose  100  mg.  per  100 
cc.  Thereafter  she  rapidly  deteriorated  and  was 
admitted  to  the  hospital  on  November  5. 

On  admission,  the  patient  was  lethargic,  diso- 
riented, and  dehydrated.  Blood  pressure  was 

* Supported  by  a research  fellowship  from  the  Medical 
Foundation,  Inc.,  Boston,  Massachusetts. 


REGULAR 


FIGURE  1.  Blood  urea  nitrogen  and  glucose  values  during 
and  after  peritoneal  dialysis. 

200/100,  and  she  was  afebrile.  The  hematocrit 
was  23,  the  blood  urea  nitrogen  180,  the  creatinine 
7.7,  the  glucose  122,  and  the  albumin  1,500  mg.  per 
100  cc.  The  potassium  was  5.5  and  the  bicarbon- 
ate 18  mEq.  per  liter.  Urinalysis  showed  pyuria, 
bacteruria,  and  albuminuria. 

Parenteral  antibiotics  and  fluids  were  adminis- 
tered over  the  next  three  days,  but  there  was  no 
reduction  of  the  blood  urea  nitrogen.  Blood  glu- 
cose values  ranged  from  122  to  390  mg.  per  100  cc. 
No  insulin  was  given. 

Peritoneal  dialysis  was  instituted  on  the  fourth 
hospital  day,  using  1.5  per  cent  glucose  dialysate. 
Dialysis  proceeded  for  twenty-four  hours  with  pro- 
gressive reduction  of  the  blood  urea  nitrogen  (Fig. 
1).  Severe  hyperglycemia  developed  and  was 
treated  with  40  units  of  subcutaneous  regular  insu- 
lin near  the  end  of  dialysis. 

Twelve  hours  following  termination  of  dialysis 
the  patient  became  completely  unresponsive,  with 
Cheyne-Stokes  respirations.  There  was  a ques- 
tion of  hyperreflexia  in  the  right  upper  extremity, 
but  no  other  focal  signs.  Electrocardiogram  was 
unchanged.  Lumbar  puncture  revealed  a normal 
opening  pressure  and  clear  colorless  fluid  with  no 
cells.  The  trachea  was  intubated  and  assisted 
ventilation  begun. 

Two  hours  later  the  blood  glucose  value  taken  at 
the  onset  of  the  episode  was  reported  at  5 mg.  per 
100  cc.  Fifty  per  cent  glucose  was  administered, 
at  which  time  the  patient  began  breathing  sponta- 
neously and  became  more  responsive.  Over  the 
next  forty-eight  hours  normal  blood  glucose  values 
were  maintained  with  continuous  glucose  infusion, 
but  the  patient  failed  to  regain  normal  mental  sta- 
tus. She  died  of  cardiac  arrest  and  hypotension 
on  the  seventh  hospital  day. 

Postmortem  examination  showed  an  atrophic, 
fibrotic  pancreas,  severe  diabetic  glomeruloscler- 
osis, left  ventricular  hypertrophy,  and  generalized 
arteriosclerosis.  The  adrenals  were  intact. 

Comments 

Seemingly  appropriate  insulin  therapy  for  dialy- 
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sis-induced  hyperglycemia  in  this  azotemic  diabet- 
ic patient  caused  unexpected  profound  hypoglyce- 
mia which  is  implicated  as  the  immediate  cause  of 
death. 

The  kidney  is  a major  site  of  insulin  degrada- 
tion.1 In  normal  subjects,  30  to  40  per  cent  of  ar- 
terial blood  insulin  reaching  the  kidneys  is  detoxi- 
fied there,  regardless  of  whether  the  insulin  is  gen- 
erated endogenously  or  injected  into  the  peripher- 
al circulation.2-4  In  patients  with  azotemia  and 
renal  insufficiency,  insulin  degradation  may  be 
markedly  impaired.  A number  of  studies  have 
demonstrated  delayed  disappearance  of  endoge- 
nous or  exogenous  insulin  in  azotemic  individuals.2 

9 

Dialysis  imparts  a significant  glucose  load,  and 
hyperglycemia  is  a not  infrequent  complication  of 
dialysis.10-12  The  nondiabetic  azotemic  patient 
produces  a normal  or  supranormal  insulin  re- 
sponse to  this  glucose  load,  but  does  not  have 
functioning  renal  tissue  available  for  normal  de- 
toxification of  insulin.  Such  patients  may  develop 
postdialysis  hypoglycemia,  of  which  a number  of 
cases  have  been  reported.13-16  In  one  instance, 
hypoglycemia  proved  fatal.16 

Diabetics  likewise  become  increasingly  insulin 
sensitive  as  renal  failure  develops.  Diminishing  or 
vanishing  requirements  for  insulin  are  well-known 
to  occur  in  diabetics  who  become  azotemic.1’17 
Spontaneous  life-threatening  hypoglycemia,  even 
without  insulin  therapy,  has  been  reported  in  such 
individuals.18 

Summary 

The  case  described  herein  illustrates  that  fatal 
hypoglycemia  may  occur  if  azotemic  patients  are 
treated  with  quantities  of  insulin  appropriate  for 
subjects  with  healthy  kidneys.  Physicians  are 
urged  to  undertake  insulin  therapy  with  great  cau- 
tion in  patients  with  renal  insufficiency  and  to  be 
aware  of  possible  reactive  hypoglycemia.  Confu- 
sion, irritability,  lethargy,  or  obtundation  are  often 
noted  in  patients  following  dialysis,  and  are  usual- 
ly attributed  to  cerebral  edema  associated  with  the 


dialysis  disequilibrium  syndrome.  Such  symp- 
toms, in  fact,  may  sometimes  be  due  to  hypoglyce- 
mia. 

Clinical  Pharmacology  Unit 
Massachusetts  General  Hospital 
Boston,  Massachusetts  02114 
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Halothane  Anesthesia 
Followed  by  Anicteric 
Hepatitis  with 
Complete  Recovery 

JOHN  S.  DAVIS,  M.D. 

Cooperstown,  New  York 

Attending  Physician,  Mary  Imogene  Bassett  Hospital;  Associate 
Professor  of  Clinical  Medicine,  Columbia  University,  New  York 
City 


Halothane  anesthesia  has  now  been  incriminated 
as  an  occasional  cause  of  postoperative  hepatic  cell 
dysfunction,  but  most  studied  case  settings  have 
been  inordinately  complex.1  The  emphasis  in  re- 
porting has  also  been  in  cases  terminating  fatal- 
ly2’3 or  with  chronic  residual  liver  disease.4  Few 
reports  of  patients  who  have  recovered  completely 
have  been  well  documented.5’6  The  incidence  of 
hepatitis  due  to  halothane  remains  incompletely 
defined.7 

Of  2 nonfatal  cases  of  apparent  halothane-in- 
duced  hepatitis  recently  followed  by  the  author, 
one  seems  clear-cut  enough  to  warrant  reporting 
details  of  the  patient’s  course  and  complete  recov- 
ery. Prominent  features  of  his  illness  included  ap- 
parent well-being  and  lack  of  jaundice  throughout 
the  course,  despite  fever  and  alarming  biochemical 
and  histologic  evidence  of  hepatic  cell  dysfunction. 

Case  report 

The  patient  was  a healthy,  fifty-five-year-old, 
white  machinist  admitted  to  the  Mary  Imogene 
Bassett  Hospital  on  April  26,  1972,  for  surgical  ex- 
ploration of  an  asymptomatic  thyroid  nodule. 
Three  years  previously  a correction  of  strabismus 
had  been  carried  out  elsewhere  without  apparent 
complication  and  with  discharge  three  days  after 
operation.  It  was  subsequently  learned  that  halo- 
thane anesthesia  had  been  used  for  that  proce- 
dure, but  this  fact  was  not  elicited  prior  to  the 
present  operation.  The  patient  drank  an  occa- 
sional beer  on  weekends  and  took  no  other  medi- 
cation. Physical  examination  revealed  a pleasant, 
slightly  obese,  middle-aged  male  with  a 6 by  4 by  3 
cm.  nontender,  firm  mass  in  the  left  lobe  of  the 
thyroid.  There  were  no  stigmata  to  suggest  chron- 


ic liver  disease.  Laboratory  data  included  normal 
T-4  results  and  twenty-four  hour  radioiodine  up- 
takes. The  scan  showed  that  the  nodule  was  cold. 
Two  hyperplastic  polyps  were  removed  on  routine 
proctoscopy  with  the  follow-up  barium  enema 
showing  only  diverticulosis.  Other  preoperative 
laboratory  data  were  normal.  Relevant  liver  func- 
tion test  results  are  shown  in  Figure  1. 

Preoperatively  the  patient’s  only  medication 
was  4 bisacodyl  tablets  before  his  barium  enema. 
On  the  third  hospital  day  he  underwent  a left  thy- 
roid lobectomy  and  removal  of  a small  nodule  on 
the  right.  Both  specimens  were  found  to  be  colloid 
nodules.  Preoperative  medication  had  included 
diazepam  5 mg.,  meperidine  50  mg.,  and  atropine 
0.6  mg.  Induction  was  with  sodium  thiopental 
(Pentothal)  and  succinylcholine  (Anectine)  chlo- 
ride after  which  anesthesia  was  maintained  by  hal- 
othane and  nitrous  oxide-oxygen.  The  procedure 
lasted  three  hours  and  thirty-five  minutes,  the  du- 
ration being  related  to  careful  dissection  of  the  re- 
current laryngeal  nerve  and  examination  of  the  re- 
moved tissue  by  frozen  section.  His  vital  signs  re- 
mained stable  throughout  the  procedure,  and  re- 
covery from  anesthesia  was  also  uneventful.  No 
blood,  albumin,  or  other  blood  products  were  ad- 
ministered. 

The  patient’s  hospital  and  further  postoperative 
course  is  illustrated  by  Figure  1.  He  did  well  ex- 
cept for  fever  of  38.5°C.  on  the  evening  of  opera- 
tion which  seemed  to  be  related  to  some  unpro- 
ductive coughing.  The  next  day  his  fever  climbed 
to  39°C.  Chest  film  showed  slight  bilateral  atelec- 
tasis, and  diplococci  and  polymorphonuclear  leu- 
kocytes were  seen  in  a gram  stain  of  the  sputum. 
On  the  presumption  that  the  patient  had  pneu- 
monitis, intravenous  penicillin  G was  begun,  along 
with  measures  to  improve  pulmonary  toilet. 
Streptococcus  pneumoniae  was  subsequently  re- 
covered from  the  injected  mouse  but  not  from  the 
sputum  culture.  Over  the  next  forty-eight  hours 
the  respiratory  symptoms  and  signs  cleared,  but 
his  temperature  remained  between  38°  and  39°C. 
On  the  fourth  postoperative  day  the  serum  glu- 
tamic oxaloacetic  transaminase  (GOT),  lactic  de- 
hydrogenase (LDH),  and  alkaline  phosphatase 
were  found  to  be  elevated,  and  mild  eosinophilia 
with  a normal  total  white  blood  count  had  devel- 
oped. Penicillin  was  stopped,  and  no  further 
medication  was  given  during  the  remainder  of  the 
patient’s  hospitalization.  The  serum  glutamic  ox- 
aloacetic transaminase  rose  to  a maximum  of  1,060 
SMA*  units  on  the  sixth  postoperative  day,  yet  de- 
spite continued  fever  the  patient  was  now  feeling 
well,  eating  heartily,  and  unable  to  understand  the 
concern  of  the  staff.  By  the  seventh  postoperative 
day  he  was  afebrile  and  remained  so  for  the  re- 
mainder of  his  hospitalization.  No  hepatic  ten- 
derness or  enlargement  was  detected,  and  he  never 
became  clinically  jaundiced,  with  the  total  serum 
* SMA  = sequential  multiple  analysis. 
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FIGURE  1.  Temperature  and  laboratory  course  of  patient  with  hepatitis  following  halothane  anesthesia.  Figures  in  pa- 
rentheses under  GOT  and  alkaline  phosphatase  refer  to  normal  ranges  for  SMA  12  autoanalyzer. 


FIGURE  2.  Photomicrograph  of  percutaneous  liver  biopsy 
on  tenth  postoperative  day  showing  hepatic  cell  injury  with 
inflammatory  infiltrate  (X165). 


FIGURE  3.  Photomicrograph  of  percutaneous  liver  biopsy 
on  seventieth  postoperative  day  showing  normal  hepatic 
architecture  and  absence  of  inflammation. 


bilirubin  peaking  at  1.8  mg.  per  100  ml.  on  the 
ninth  postoperative  day. 

Transthoracic  liver  biopsy  with  a Menghini  nee- 
dle on  the  tenth  postoperative  day  revealed  a 
patchy  inflammatory  infiltrate  throughout  the 
liver  parenchyma  and  portal  areas  without  specific 
localization  (Figure  2).  The  infiltrate  consisted  of 
eosinophils,  polymorphonuclear  leukocytes,  and 
plasma  cells.  Some  fatty  vacuolization  and  scat- 
tered eosinophilic  bodies  were  present,  but  the  fre- 
quent mitoses,  typical  of  regeneration  from  mas- 
sive acute  necrosis,  were  absent.  Bridging,  or 
other  abnormalities  suggestive  of  incipient  cirrho- 
sis, were  not  seen.  The  picture  was  felt  to  be  con- 
sistent with  halothane-induced  hepatitis  in  a heal- 
ing phase,  although  viral  hepatitis  could  not  be  ex- 
cluded by  the  biopsy  material  alone.8 


The  patient  was  discharged  on  the  eleventh 
postoperative  day  and  followed  in  the  medical  and 
surgical  clinics.  Convalescence  continued  un 
eventfully,  and  he  returned  to  work  on  June  5, 
1972.  On  July  7,  1972,  he  was  admitted  overnight 
for  a repeat  liver  biopsy.  (Fig.  3)  No  residual 
hepatitis  was  apparent.  Liver  function  test  re- 
sults were  unremarkable  (Fig.  1). 

Comment 

This  report  emphasizes  that  clinically  recogniz- 
able hepatitis  following  halothane  may  be  com- 
pletely reversible.  It  is  concluded  that  halothane 
did  cause  the  patient’s  hepatitis,  despite  some 
clouding  of  the  clinical  picture  by  his  possible  pul- 
monary infection.  The  onset  of  fever  within  the 
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first  three  days  is  consistent  with  his  previous  ex- 
posure to  halothane.2  The  three-year  interval 
after  his  first  exposure  suggests  that  the  concept  of 
a safe  interval  between  exposures  may  need  re- 
evaluation.7’9  However,  since  the  evidence  seems 
clear  that  the  severity  of  the  liver  disease  increases 
with  the  number  of  exposures  to  halothane,  it  is 
important  to  recognize  and  categorize  even  an  ap- 
parently mild  case.2’4  When  halothane-induced 
hepatitis  is  suspected,  a liver  biopsy  should  be 
done,  if  possible  sometime  during  the  acute  phase 
of  the  illness,  and  also  after  the  illness  has  subsid- 
ed. 

This  also  reemphasizes  that  postoperative  fever 
may  be  the  chief  clinical  evidence  of  significant  he- 
patic dysfunction,  and  in  particular,  that  clinical 
jaundice  need  not  appear  at  any  time  during  the 
course  of  the  illness.2,3,6 

Large-scale  prospective  studies  should  provide 
more  definitive  data  about  the  incidence  of  clinical 
and  subclinical  hepatitis  following  halothane  and 
other  anesthetics. 

In  the  meantime,  those  considering  halothane 
for  anesthesia  must  retain  a high  level  of  concern 
about  its  use.  In  taking  the  patient’s  past  history, 
the  clinician  must  find  out  not  only  what  opera- 
tions and  complications  have  taken  place  in  the 
past,  but  also  what  anesthetic  agents  were  used, 
even  if  this  requires  diligent  retrieval  of  data  from 
other  hospitals. 


Order  disciplining  physician  ruled  invalid 

An  order  by  the  state  Board  of  Medical  Examiners 
disciplining  a physician  for  violating  the  state  medical 
practice  act  was  invalid,  a Florida  appellate  court  ruled. 

The  physician  was  charged  with  four  separate  viola- 
tions of  the  medical  practice  act.  Testimony  was  given 
at  a hearing  before  a hearing  examiner,  who  filed  with 
the  Board  of  Medical  Examiners  his  report  containing 
findings  of  fact,  conclusions  of  law  and  recommenda- 
tions for  disposition  of  the  case.  After  hearing  the  phy- 
sician’s objections  to  the  report,  the  Board  issued  its 
final  order  overruling  the  objections  and  confirming  the 
special  examiner’s  recommendations. 

Claiming  that  the  Board’s  order  contained  no  findings 


Summary 

Significant  hepatitis  following  halothane  anes- 
thesia may  produce  no  clinical  icterus,  as  demon- 
strated in  a fifty-five-year-old  male  who  under- 
went operation  for  a thyroid  nodule.  Complete 
biochemical  and  histologic  recovery  occurred  in 
this  patient,  but  the  case  indicates  that  the  physi- 
cian must  remain  alert  for  subclinical,  halothane- 
induced  hepatitis,  to  prevent  more  serious  liver 
disease  from  further  exposure  to  the  anesthetic. 

The  Mary  Imogene  Bassett  Hospital 
Cooperstown,  New  York  13326 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  3re  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg. -bottles  of  100,  500  and  Unit  Dose. 
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A seventy-one-year-old  white  housewife  was 

admitted  to  the  medical  service  of  Methodist  Hos- 
pital because  of  blackish  discoloration  of  both 
hands,  both  heels,  and  the  right  big  toe,  of  about 
four  weeks’  duration.  There  was  no  past  history 
of  cyanosis  of  hands  on  exposure  to  cold  or  of  par- 
esthesia. The  patient  was  born  in  Finland  and  at 
twenty-seven  years  of  age  was  treated  for  pulmo- 
nary tuberculosis  by  repeated  pneumothorax. 
She  was  neither  a cigarette  smoker  nor  addicted  to 
alcohol.  Dietetic  history  revealed  that  she  rarely 
consumed  any  meat  or  meat  byproducts. 

On  physical  examination  it  was  noted  that  the 
patient  was  ill  nourished,  pale,  and  icteric.  Her 
blood  pressure  was  170/90  mm.  Hg,  pulse  78  per 
minute  and  regular,  temperature  97.4°F.,  and  the 
respiratory  rate  16  per  minute.  Neck  veins  were 
flat,  and  thyroid  or  cervical  lymph  nodes  were  not 
felt.  The  trachea  was  deviated  to  the  left,  bron- 
chial breath  sounds  with  coarse  rales  were  heard 
over  the  left  infraclavicular  region,  and  breath 
sounds  were  diminished  at  the  right  lung  base. 
The  apical  impulse  of  the  heart  was  felt  at  the  fifth 
intercostal  space,  and  a grade  1 1/ VI  ejection  systol- 
ic murmur  was  heard  over  the  base  and  was  not 
conducted.  The  abdomen  was  soft,  liver  was  not 
palpable,  but  the  spleen  tip  was  felt.  There  was 
gangrene  of  all  the  fingers,  both  heels,  and  part  of 
the  right  big  toe.  (Fig.  I)1  4 There  was  no  periph- 


FIGURE  1.  Gangrene.  (A)  All  fingers,  (B)  both  heels,  and 
(C)  right  toe. 


eral  edema  and  pulses  were  normal.  Vibration 
sense  was  intact,  and  ankle  jerks  were  uniformly 
diminished  both  sides. 

Laboratory  data 

Urinalysis  gave  normal  findings  except  for  the 
presence  of  urobilinogen  in  1:40  dilutions.  Bence 
Jones  protein  was  negative,  but  hemosiderin  was 
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present  in  the  sediments.  The  hemoglobin  was  7.8 
Gm.  per  100  ml.,  hematocrit  23,  white  cell  count 
13,200  per  cubic  millimeter  with  76  per  cent  neu- 
trophils, 19  per  cent  lymphocytes,  4 per  cent  mo- 
nocytes, and  1 per  cent  eosinophils.  Study  of  red- 
cell morphology  revealed  aniso-  and  poikilocytosis, 
polychromasia,  occasional  spherocytes,  macro- 
cytes, and  hypersegmented  neutrophils.  The  re- 
ticulocyte was  20  per  cent  and  platelet  count 
580,000  per  cubic  millimeter.  Several  blood  cul- 
tures, febrile  and  heterophil  agglutination,  and 
VDRL  test  results  were  all  negative.  Bone-mar- 
row aspirate  was  megaloblastic  with  erythroid  hy- 
perplasia. Megakaryocyte  platelets  were  ade- 
quate, and  plasma  cells  and  lymphocytes  were 
present  in  normal  numbers.  Occasional  macrome- 
tamyelocytes were  seen,  and  iron  stains  showed  3 
plus  stainable  iron. 

The  direct  Coombs’  test  result  was  positive  3 
plus,  indirect  negative,  and  serum  haptoglobins 
were  less  than  25  mg.  per  100  ml.  The  cold  agglut- 
ination titers  at  6°C.  were  1:8,192,  at  18°C.  were 
1:256,  and  at  37°C.  were  1:256.  The  patient’s 
serum  tested  against  cord  blood  cells  (Anti-I)  was 
negative.  The  antibody  was  identified  by  a refer- 
ence laboratory  as  Anti-I  with  wide  thermal  range 
and  complement-fixing  characteristics.  It  was 
present  in  dilutions  of  1:60,000.  Test  results  for 
systemic  lupus  erythematosus  (LE  preparation 
and  ANA*  test)  w'ere  negative,  but  the  latex  fixa- 
tion test  result  was  positive.  Serum  electrophore- 
sis showed  diffuse  elevation  of  globulins  with  albu- 
min of  4 Gm.,  alpha  I 0.1  Gm.,  alpha  II  0.41  Gm., 
betaglobulins  0.60  Gm.,  and  gammaglobulins  1.47 
Gm.  per  100  ml.  On  immunoelectrophoresis,  the 
levels  of  Ig  (immunoglobulin)  G was  1,700  mg. 
(normal  600  to  1,200)  IgA  190  mg.  per  100  ml. 
(normal  167  to  409),  and  IgM  410  mg.  per  100  ml. 
(normal  51  to  101).  Serum  complement  level  was 
93  mg.  (normal  being  123  to  167  mg.  per  100  ml.). 
Serum  vitamin  B12  level  was  30  micromicrograms 
per  100  ml.,  normal  120  to  1,000  by  radioisotope 
dilution  technic. 

Modified  Schilling’s  test  with  plasma  levels  of 
radioactive  B12,  after  oral  dose  of  1 microcurie  of 
57  cobalt-labeled  B12,  was  only  0.3  per  cent  after 
eight  hours  (normal  0.5  to  2.5  per  cent)  and  with 
intrinsic  factor  the  absorption  was  0.56  per  cent. 
There  was  no  free  acid  in  the  gastric  juice  even 
after  maximum  histamine  stimulation.  A chest 
radiograph  film  showed  old  calcific  tuberculosis 
with  organized  fibrosed  thickened  pleura  on  the 
right  side.  Electrocardiogram  findings  were  nor- 
mal. 

Hospital  course 

The  patient  was  placed  in  a room  with  a temper- 
ature of  about  34  to  36°C.  to  prevent  further  he- 
molysis. Prednisone  in  doses  of  60  mg.  daily  and 
isonicotinic  acid  hydrazide  300  mg.  daily  were 
given  in  divided  doses.  Folic  acid  in  doses  of  5 
mg.  twice  a day  was  added  along  with  vitamin  B12 
100  micrograms  daily  by  parenteral  route.  The 
prednisone  was  tapered  off  and  stopped  after  six 
weeks  but  isonicotinic  acid  hydrazide,  folic  acid, 

*ANA  = Antinuclear  antibody  test. 


FIGURE  2.  Dorsal  aspect  of  hand  after  steroid  treatment 
showing  line  of  demarcation. 


and  B12  were  continued.  The  hemoglobin  values 
increased  to  11  Gm.  per  100  ml.,  and  the  reticulo- 
cyte count  fell  to  1.8  per  cent.  Serum  haptoglobin 
levels  continued  to  be  low  and  the  Anti-I  antibody 
titers  remained  high  in  spite  of  high  dose  steroid 
therapy.  The  findings  on  the  Coombs’  test  were 
weak,  and  bilirubin  returned  to  normal. 

The  gangrenous  parts  of  the  fingers  began  to 
shrivel,  leaving  a clear  line  of  demarcation,  (Fig.  2) 
and  they  were  amputated.  The  patient  was  reha- 
bilitated and  transferred  to  a nursing  home. 

Comment 

This  patient  demonstrated  the  rare  complica- 
tion of  cold  agglutinin  disease,  that  is  severe  sym- 
metrical gangrene  for  which  amputation  of  all  her 
fingers  had  to  be  carried  out.  Had  the  patient 
come  to  the  hospital  after  the  development  of  va- 
somotor phenomenon,  the  onset  of  gangrene  could 
have  been  prevented. 

The  findings  of  a macrocytic  anemia  with  mega- 
loblastic bone  marrow  at  first  suggested  the  pres- 
ence of  folic  acid  deficiency  seen  often  in  severe 
hemolytic  anemia.  Subsequently,  pernicious  ane- 
mia was  diagnosed  by  the  findings  of  low  serum  vi- 
tamin B12  levels,  gastric  achlorhydria,  and  positive 
on  Schilling’s  test. 

The  auto-antibody  present  in  this  patient  was 
identified  as  Anti-I  with  wide  thermal  range  and 
complement-fixing  characteristics.  Its  presence  in 
high  dilutions  was  demonstrated  by  an  outside  ref- 
erence laboratory.  Steroid  therapy  and  elevation 
of  room  temperature  to  about  36°C.  helped  in  con- 
trolling the  hemolytic  anemia  without  affecting 
the  levels  of  Anti-I  antibody  and  cold  agglutinins. 

Raynaud’s  phenomenon  with  varying  degrees  of 
gangrene  has  been  reported  in  cold  hemagglutinin 
disease  and  following  viral  atypical  pneumonia.1-7 
It  is  now  believed  that  the  original  case  reported 
by  Raynaud  himself  was  a patient  with  cold  agglu- 
tinin disease  with  vasomotor  phenomenon. 

Hillestad8  studied  the  reaction  of  peripheral  cir- 
culation to  cold  exposure  in  normal  persons  and  in 
patients  with  this  disease,  and  showed  that  the  va- 
somotor phenomenon  was  related  to  the  viscosity 
of  blood,  individual  response  to  cold  temperature, 
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and  the  thermal  amplitude  of  the  cold  agglutinin. 
Peripheral  vascular  spasm  was  ruled  out  in  such 
individuals  by  the  absence  of  blanching  in  cyanotic 
areas  or  failure  of  vasodilatation  to  occur  at  tem- 
peratures above  15°C. 

Our  patient’s  serum  was  tested  against  cord  red 
cells  for  Anti-I  antibodies  and  found  to  be  nega- 
tive. There  was  no  clinical  evidence  of  infectious 
mononucleosis  in  this  patient  and  the  heterophil 
antibodies  were  negative.  The  Anti-I  cold  hemag- 
glutinin disease  has  been  reported  in  patients  with 
infectious  mononucleosis  but  not  with  severe  vaso- 
motor complications.9,10 

The  rare  combination  of  cold  hemagglutinin  dis- 
ease with  pernicious  anemia  in  this  patient  is 
unique. 

Summary 

Symmetrical  gangrene  of  both  upper  extremities 
with  hemolytic  anemia  as  a result  of  cold  hemag- 
glutinin disease  is  described  in  a patient  with  per- 
nicious anemia.  The  specific  antibody  was  identi- 
fied by  a reference  laboratory  as  Anti-I  and  was 
present  in  high  dilutions. 

The  presence  of  pernicious  anemia  was  con- 
firmed by  bone-marrow  studies,  low  serum  vita- 
min B12  values,  histamine-fast  achlorhydria,  and 
characteristic  Schilling  test  results.  Studies  for 
systemic  lupus  erythematosus  lymphomas,  and 
myeloma  all  showed  negative  results.  The  patient 
was  treated  with  steroids,  folic  acid,  and  parenter- 
al vitamin  B12  in  a warm  room  with  temperatures 
ranging  between  32°  to  36°C.  The  hemolytic  ane- 
mia was  controlled,  and  a line  of  demarcation  of 
gangrene  appeared.  The  patient  required  ampu- 
tation of  all  her  gangrenous  fingers.  However  the 
concentration  of  the  cold  agglutinin  and  Anti-I  re- 
mained high  even  at  the  time  of  discharge. 


Lung  cancer  in  women 

“Lung  Cancer  in  Women:  Present  and  Future 

Trends,”  (Wynder,  E.  L.,  et  al.\  J.  Nat.  Cancer  Inst.  51: 
391  (Aug.)  1973)  presents  two  studies.  In  the  first  mul- 
ticenter study,  108  females  with  histologicallly  proved 
carcinoma  (59  epidermoid,  44  adenocarcinoma,  and  5 
anaplastic)  are  compared  with  a control  group  of  women 
patients  matched  for  age,  race,  and  hospital.  The  data 
show  that  in  all  three  types  .of  cancer,  a significantly 
higher  percentage  of  the  women  smoked  than  in  the 


The  association  of  cold  hemagglutinin  disease 
with  gangrene  and  pernicious  anemia  makes  this 
case  unique. 

La  Guardia  Medical  Group  P.C. 
86-15  Queens  Boulevard 
Elmhurst,  New  York  11373 
(DR.  NARASIMHAN) 


Acknowledgment.  We  thank  Mr.  Joseph  Incorvia,  chief 
blood  bank  technician,  Methodist  Hospital  of  Brooklyn,  for 
carrying  out  the  Coombs’  test,  titers  of  cold  agglutinin,  and  ini- 
tially identifying  the  antibody  as  Anti-I. 


References 

1.  Dacie,  J.  V.:  The  Hemolytic  Anemia-Congenital  and 
Acquired  Part  II,  New  York,  Grune  & Stratton,  1962,  p.  372. 

2.  Forbes,  G.  B.:  Autohemmagglutination  and  Raynaud’s 
phenomenon,  Brit.  M.  J.  1:  598  (1947). 

3.  Stats,  D.,  and  Bullova,  J.  O.  H.:  Cold  hemagglutination 
with  symmetrical  gangrene  of  the  tips  of  extremities,  Arch.  Int. 
Med.  72:  506  (1943). 

4.  Gaddy,  C.  G.,  and  Powell,  L.  W.,  Jr.:  Raynaud’s  syn- 
drome associated  with  idiopathic  cryoglobulinemia  and  cold 
agglutinins;  report  of  a case  and  discussion  of  classifications  of 
cryoglobulinemia,  ibid.  102:  468  (1958). 

5.  Nelson,  M.  G.,  and  Marshall,  R.  J.:  The  syndrome  of 
high  titer  cold  hemagglutination,  Brit.  M.  J.  11:  34  (1955). 

6.  Marshall,  R.  J.,  Shepherd,  J.  T.,  and  Thompson,  I.  D.: 
Vascular  responses  in  persons  with  high  serum  titers  of  cold 
agglutinins,  Clin.  Sc.  12:  255  (1953). 

7.  Kumar,  S.,  Singh,  M.  M.,  Bhatia,  B.  B.,  and  Mangalik, 
V.  S.:  Symmetrical  peripheral  gangrene  in  acquired  hemolytic 
anemia,  Acta,  haemat.  19:  369  (1958). 

8.  Hillestad,  L.  K.:  The  peripheral  circulation  during  ex- 
posure to  cold  in  normals  and  in  patients  with  the  syndrome  of 
high-titre  cold  haemagglutination.  I.  The  vascular  response 
to  cold  exposure  in  normal  subjects,  Acta  med.  scandinav.  164: 
203  (1959). 

9.  Calvo,  R.,  Stein,  W.,  Kochwas,  S.,  and  Rosenfeld,  R.  E.: 
Acute  hemolytic  anemia  due  to  anti-i;  frequent  cold  agglutinins 
in  infectious  mononucleosis,  J.  Clin.  Invest.  44:  1033  (1965). 

10.  Schobothie,  H.,  and  Fok,  F.  P.  T.:  The  cold  hemaggluti- 
nin disease.  Seminar  Hemat.  3:  27  (1966). 


control  group.  Those  who  smoked  also  smoked  more 
than  the  controls.  There  was  also  a significantly  higher 
proportion  of  the  cancer  patients  who  had  smoked  more 
than  forty-one  years,  had  smoked  nonfilters,  and  in- 
haled. The  second  study  examines  the  smoking  habits 
of  1,839  male,  and  2,213  female  patients  who  had  nonto- 
bacco-related diseases.  The  data  show  that  women  are 
starting  to  smoke  at  an  earlier  age,  and  are  smoking 
more  in  recent  years,  but  tend  to  use  filter  and  low-tar 
cigarettes  more  then  do  men. 
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Arthroscopy  of  Knee 


JOSEPH  H.  DASHEFSKY,  M.D. 

Massapequa,  New  York 

Staff  member,  Orthopedic  Surgery,  Central  General  Hospital, 
Plainview,  New  York 


The  purpose  of  this  report  is  to  record  my  im- 
pressions gained  from  a two-and-one-half-year  ex- 
perience with  arthroscopy  of  the  knee  joint  during 
which  time  126  examinations  were  performed  on 
116  patients.  At  the  outset  it  should  be  borne  in 
mind  that  arthroscopy  of  the  knee  should  be  re- 
served only  for  problem  cases.  A thorough  history 
and  physical  examination  is  essential  as  well  as  a 
reasonable  period  of  observation.  X-ray  films  of 
the  knee  are  taken  routinely  in  six  views  to  include 
a patellar  view,  a tunnel  view,  and  both  oblique 
views.  In  no  instance  should  arthroscopy  be  con- 
sidered a substitute  for  x-ray  films.  Arthrography 
also  has  been  shown  to  be  a useful  tool  in  experi- 
enced hands.  The  place  of  arthrography  vis-a-vis 
arthroscopy  is,  as  far  as  I can  see,  still  unresolved. 
Arthrography  has  an  advantage  over  arthroscopy 
in  that  it  does  not  require  anesthesia  or  hospitali- 
zation. On  the  other  hand,  arthroscopy  is  a more 
definitive  study  and  a considerable  number  of 
pathologic  findings  are  missed  with  arthrography 
that  can  be  seen  by  direct  visualization.  However, 
the  development  of  a concensus  as  to  the  relative 
indications  for  each  of  these  tests  will  have  to 
await  a larger  experience. 

The  Watanabe  number  21  arthroscope  was  used 
in  all  of  my  examinations,  the  technique  being  es- 
sentially that  described  by  Casscells.1  A one-  or 
two-day  hospital  stay  is  required  inasmuch  as  the 
procedure  is  performed  under  a general  anesthe- 
sia. If  a surgical  indication  is  found,  arthrotomy 
can  be  performed  at  the  same  time  or  alternatively 
at  some  future  elective  date.  If  synovial  patholog- 
ic findings  are  visualized,  it  is  a simple  matter  to 
obtain  synovial  punch  biopsies  through  the  ar- 
throscope using  the  biopsy  forceps.  Postarthros- 
copy disability  per  se  is  minimal  being  limited  to  a 
few  days  of  “stiffness,”  and  the  patient  can  be  am- 
bulated, full  weight  bearing,  following  the  proce- 
dure. I have  had  no  infections  in  this  series  from 
arthroscopy  alone. 

After  an  initial  period  in  gaining  facility  with 
the  use  of  the  instrument  and  experience  in  evalu- 


FIGURE  1.  Case  1.  Posterolateral  portion  of  lateral 
compartment.  A,  lateral  femoral  condyle;  B,  tibial  articu- 
lar surface;  C,  deformed  and  torn  lateral  meniscus  partially 
trapped  under  lateral  femoral  condyle. 


ating  what  was  being  seen,  it  became  possible  to 
perform  the  examination  with  reasonable  confi- 
dence that  any  significant  pathologic  condition 
within  the  knee  joint  would  be  visualized.  Find- 
ings at  arthroscopy  have  been  subject  to  an  ongo- 
ing correlation  with  those  obtained  in  patients  who 
went  on  to  arthrotomy.  It  is  of  interest  that  in 
certain  cases  visualization  of  the  interior  of  the 
knee  was  actually  superior  with  the  arthroscope 
than  with  arthrotomy  as,  for  example,  in  trying  to 
visualize  the  posterior  meniscal  horns.  On  the 
other  hand  there  is  a small  blind  area  for  the  ar- 
throscope in  the  immediate  region  of  the  fat  pad 
and  anterior  attachments  of  the  menisci. 

One  immediate  advantage  stemming  from  the 
use  of  this  technique  has  been  that  the  need  for  an 
“exploratory”  arthrotomy  has  been  virtually  elimi- 
nated. Furthermore,  many  so-called  “problem 
knees”  with  persistent  disability  and  vague  or  un- 
certain findings  are  no  longer  treated  with  equivo- 
cation and  procrastination.  With  the  help  of  ar- 
throscopy a diagnosis  can  be  promptly  established 
in  virtually  every  case  and  treatment  instituted 
which  is  based  on  an  accurate  knowledge  of  the 
pathologic  condition  involved.  A number  of  illus- 
trative cases  follow: 


Case  reports 

Case  1.  A fourteen-year-old  boy  was  seen  on 
August  21,  1970,  with  a history  of  being  unable  to 
“bend  the  right  knee  as  far  back  as  the  other  knee” 
since  a football  injury  the  previous  October  when 
he  was  tackled.  The  patient  stated  that  he  was  hit 
on  the  left  side,  the  cleats  of  the  right  shoe  caught 
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FIGURE  2.  Case  2.  Middle  third  of  lateral  meniscus.  A, 
lateral  femoral  condyle;  B,  tibial  articular  surface;  C,  body 
of  lateral  meniscus  at  middle  third;  arrow,  one  of  a number 
of  pedunculated  tears. 

in  the  ground,  and  he  twisted  to  the  right.  Since 
then  it  hurt  on  the  right  side  of  the  knee,  and  the 
knee  “cracks.”  Examination  revealed  that  knee 
flexion  on  the  right  lacked  15  to  20  degrees  of 
being  complete.  There  was  full  extension.  Tor- 
sion tests  gave  a suggestive  click  at  times.  There 
was  vague  generalized  pain  in  the  right  knee  with 
passive  abduction.  There  was  tenderness  over  the 
lateral  knee-joint  line.  X-ray  films  of  the  knee 
showed  negative  findings.  The  patient  had  ar- 
throscopy of  the  right  knee  on  September  30,  1970, 
which  demonstrated  a torn  lateral  meniscus  (Fig. 
1).  A subsequent  arthrotomy  was  performed  at 
which  time  the  arthroscopic  findings  were  fully 
confirmed,  and  the  patient  had  an  excision  of  the 
torn  lateral  meniscus. 

Case  2.  A fifteen-year-old  boy  was  seen  in  the 
office  on  November  18,  1970,  with  a history  of  per- 
sistent pain  and  swelling  in  the  left  knee  following 
an  injury  on  July  19,  1970,  when  he  jumped  off  a 
ledge  some  3 or  4 feet  high.  The  boy  stated  that 
the  knee  “clicks”  or  “snaps”  and  “goes  out”  on  the 
average  of  once  every  two  or  three  weeks.  Exami- 
nation revealed  that  the  patient  walked  favoring 
the  left  knee.  There  was  a slight  to  moderate 
effusion  within  the  knee.  Extension  lacked  5 or  10 
degrees  with  pain  referred  deep  inside  the  knee 
just  above  the  patella.  There  was  a mild  flexion 
deficit.  Plxternal  rotation  of  the  flexed  knee 
caused  discomfort  which  was  referred  posterolat- 
erally,  “inside.”  There  was  tenderness  over  the 
patellar  articular  surface  as  well  as  over  both  sides 
of  the  knee  joint.  X-ray  films  of  the  knee  showed 


FIGURE  3.  Case  3.  A,  medial  femoral  condyle;  B,  tibial 
articular  surface;  C,  middle  third  medial  meniscus;  D,  small 
flap  torn  and  reflected  from  undersurface  of  meniscus. 


negative  findings.  Arthroscopy  of  the  knee  was 
performed  on  December  4,  1970.  This  revealed 
multiple  pedunculated  tears  involving  the  middle 
third  of  the  lateral  meniscus  (Fig.  2).  The  patient 
had  subsequent  excision  of  the  torn  meniscus  with 
full  recovery. 

Case  3.  A forty-five-year  old  mechanic,  was 
seen  in  the  office  on  October  28,  1970,  with  the  his- 
tory that  the  left  knee  had  been  bothering  him  for 
the  past  two  years  and  was  getting  worse.  There 
was  a questionable  ski  injury  prior  to  onset,  but 
this  was  not  definite.  Pain  was  referred  to  the 
inner  aspect  of  the  knee,  and  “it  gets  stiff”  when 
he  “bends  it.”  It  had  been  “clicking”  and  “catch- 
ing” for  the  past  two  weeks.  Examination  re- 
vealed a full  range  of  motion  in  the  knee.  Exter- 
nal rotation  and  extension  of  the  flexed  knee 
caused  discomfort  referred  to  the  medial  knee 
joint  line,  and  there  was  tenderness  at  the  medial 
knee-joint  line.  The  examination  otherwise 
showed  negative  findings  as  did  the  x-ray  films. 
The  patient  had  arthroscopy  of  the  left  knee  on 
November  6,  1970.  This  revealed  a small  flap  torn 
off  the  medial  meniscus  at  the  mid  third  (Fig.  3). 
The  patient  recovered  following  excision  of  the 
torn  meniscus.  It  is  of  interest  that  this  tear  could 
not  be  seen  at  arthrotomy  until  the  anterior  half  of 
the  meniscus  had  been  detached  and  the  meniscus 
lifted  and  pulled  forward. 

Case  4.  A seventeen-year-old  young  man  was 
seen  on  October  15,  1970,  with  a history  of  an  inju- 
ry sustained  to  the  right  knee  while  playing  foot- 
ball approximately  a week  previously.  Further 
details  could  not  he  elicited  from  this  patient.  He 
stated  that  since  the  injury  he  had  pain  in  the  back 


1030  New  York  State  Journal  of  Medicine/June  1974 


FIGURE  4.  Case  4.  Ruptured  anterior  cruciate  ligament 
lying  in  intercondylar  space.  Note  characteristic  spa- 
ghetti-like  appearance  of  torn,  coiled  fibers.  A,  femoral 
condyle;  B,  femoral  intercondylar  notch  at  point  of  arrow; 
C,  torn  anterior  cruciate;  D,  tibial  articular  surface. 

of  the  knee  when  he  tried  to  extend  it.  Examina- 
tion revealed  that  passive  extension  of  the  knee 
lacked  15  to  20  degrees,  meeting  with  a springy  re- 
sistance and  pain  referred  to  the  popliteal  area. 
Flexion  lacked  15  to  20  degrees  with  pain  antero- 
medially.  There  was  moderate  soft-tissue  swelling 
medially  with  acute  localized  tenderness  at  the 
medial  knee-joint  line.  There  was  slight  sensitivi- 
ty of  the  medial  patellar  articular  surface.  The 
torsion  tests  revealed  negative  results,  and  there 
was  no  instability.  X-ray  films  of  the  knee 
showed  negative  findings.  Arthroscopy  of  the 
knee  was  performed  on  October  21,  1970.  This  re- 
vealed a complete  rupture  of  the  anterior  cruciate 
ligament  (Fig-.  4).  The  menisci  were  intact.  This 
patient  was  treated  conservatively  with  a plaster 
cylinder  followed  by  progressive  resistance  quadri- 
ceps exercises. 

Case  5.  A forty-four-year-old  man  was  seen  on 
January  26,  1971,  with  a history  of  persistent  pain 
referred  to  the  anteromedial  aspect  of  the  left  knee 
following  an  injury  at  work  on  January  22,  1971. 
The  patient  stated  that  he  had  been  coming  up- 
stairs from  a storeroom  when  he  fell,  landing  on 
both  knees.  Examination  revealed  a full  range  of 
motion  in  the  knee.  There  was  sensitivity  over 
the  medial  knee-joint  line,  and  pain  was  referred 
here  with  external  rotation  and  extension  of  the 
flexed  knee.  X-ray  films  of  the  knee  showed  nega- 
tive findings.  The  patient  was  treated  for  a sprain 


FIGURE  5.  Case  5.  A,  medial  femoral  condyle  showing 
advanced  chondromalacia  (note  shaggy,  moth-eaten  ap- 
pearance of  articular  surface);  B,  tibial  articular  surface. 


of  the  medial  collateral  ligament  with  rest,  crutch- 
es, local  heat,  and  phenylbutazone  (Butazolidin) 
but  persisted  with  disability  and  similar  findings 
on  examination.  Arthroscopy  was  performed  on 
April  7,  1971.  This  revealed  advanced  chondro- 
malacia of  the  medial  femoral  condyle.  The  later- 
al femoral  condyle  was  entirely  normal  as  were 
both  menisci  (Fig.  5).  The  patient  was  treated 
conservatively  with  a plaster  cylinder  followed  by 
progressive  resistance  quadriceps  exercises.  Im- 
provement was  slow  and  characterized  by  frequent 
exacerbations. 

Case  6.  A forty-four-year-old  man  had  had  a 
torn  medial  meniscus  removed  from  his  right  knee 
by  me  in  July  of  1958,  and  had  done  well  until  he 
was  seen  by  me  on  August  9,  1971,  with  the  history 
that  “the  knee  was  good  until  this  year  when  it 
began  to  click  out.”  The  last  time  this  had  hap- 
pened was  three  days  previously,  and  this  was  the 
first  time  he  “couldn’t  roll  it  in  right  away.”  The 
following  morning  it  was  swollen  and  painful  over 
the  inner  aspect.  Examination  revealed  tender- 
ness over  the  medial  knee-joint  line.  There  was  a 
slight  to  moderate  flexion  deficit,  the  knee  flexing 
to  about  40  degrees.  There  was  slight  anterior  re- 
laxation. X-ray  films  of  the  knee  showed  normal 
findings.  The  patient  had  arthroscopy  of  the  knee 
on  August  13,  1971.  This  revealed  what  appeared 
to  be  a bucket-handle  tear  of  the  medial  meniscus 
(Fig.  6).  Arthrotom}'  was  performed  on  August 
19,  1971.  A bucket-handle  tear  was  found  with 
the  “handle”  displaced  into  the  intercondylar 
notch  as  was  seen  at  arthroscopy.  Whether  this 
represented  a tear  through  a regenerated  medial 
meniscus  or  through  a retained  posterior  fragment 
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FIGURE  6.  Case  6.  A,  medial  femoral  condyle;  B,*tibial 
articular  surface;  C,  “handle”  of  bucket-handle  tear  of 
medial  meniscus.  Passing  to  left  of  field,  “handle”  frag- 
ment curves  around  lateral  margin  of  condyle  and  then 
posteriorly  to  reattach  to  posterior  extremity  of  main  body 
of  meniscus. 

from  the  previous  surgery  could  not  be  definitely 
decided.  The  handle  seemed  to  be  confined  to  the 
posterior  half  of  the  meniscus  which  was  of  good 
width,  there  being  only  a thin  rim  anteriorly. 
This  seemed  to  support  the  hypothesis  that  this 
was  a bucket-handle  tear  in  a retained  posterior 
fragment. 

Case  7.  A fifteen-year-old,  somewhat  retarded 
girl  was  seen  in  the  office  on  October  4,  1971,  with 
a history  given  by  the  mother  that  the  right  knee 
always  seemed  to  bother  her,  and  it  “goes  out  of 
joint.”  The  mother  also  stated  that  she  kept  fall- 
ing on  it.  Examination  revealed  that  the  patient 
walked  with  a mild  limp  in  the  right  lower  extrem- 
ity. Hyperextensibility  was  extreme  on  the  left 
going  to  30  degrees.  On  the  right  hyperextensibil- 
ity went  only  to  about  10  degrees,  and  there  was 
intermittently  heard  a “cracking”  sound  which 
seemed  to  emanate  from  the  lateral  knee  joint. 
There  was  tenderness  over  the  lateral  knee-joint 
line  as  well  as  over  both  sides  of  the  patellar  artic- 
ular surface.  X-ray  films  of  the  right  knee  re- 
vealed an  old  avulsion  of  the  medial  rim  of  the  pa- 
tella in  the  tangential  view  but  otherwise  showed 
negative  findings.  The  patient  had  arthroscopy  of 
the  knee  on  October  18,  1971.  This  revealed  an 
extremely  shallow  femoral  trochlear  notch  as  well 
as  a discoid  lateral  meniscus  (Figs.  7 and  8).  The 
patient  had  excision  of  the  discoid  lateral  menis- 
cus on  October  26,  1971.  Postoperatively  she  was 
placed  on  a program  of  progressive  resistance  qua- 
driceps exercises.  It  was  felt  that  the  patient’s 


FIGURE  7.  Case  7.  Patellofemoral  joint  tangentially  with 
knee  in  some  30  degrees  of  flexion.  A,  patella;  B,  femur. 
Note  extremely  shallow,  virtually  nonexistent  femoral  tro- 
chlear notch  at  point  of  arrow.  This  commonly  seen  in 
cases  of  patellofemoral  instability. 


FIGURE  8.  Case  7.  Symptomatic,  discoid  lateral  menis- 
cus. A,  lateral  femoral  condyle;  B,  lateral  meniscus. 
Note  that  tibial  articular  surface  cannot  be  seen,  meniscus 
covering  it  completely.  Furthermore,  no  free  margin  of 
meniscus  can  be  seen  either,  meniscus  extending  well 
under  lateral  femoral  condyle.  Several  irregular  lines 
across  meniscus  in  7:00  to  9:00  o’clock  area  suggest  fis- 
suring  or  incomplete  tears.  Discoid  lateral  meniscus  re- 
moved at  surgery. 


problem  with  this  knee  was  due  to  both  a discoid 
lateral  meniscus  and  patellofemoral  joint  instabili- 
ty with  chronic  patellofemoral  derangement. 
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FIGURE  9.  Case  8.  Torn  posterior  horn  of  medial  me- 
niscus with  no  clear-cut  history  of  trauma.  Posterolateral 
portion  of  medial  compartment.  A,  medial  femoral  con- 
dyle; B,  tibial  articular  surface  (medial  tibial  spine  visible  in 
forefront  of  tibial  surface  at  about  5:00  o'clock);  C,  torn, 
displaced  flap  of  posterior  horn  of  medial  meniscus.  Note 
fissure  running  oblique  and  transverse  at  point  of  arrow. 

Case  8.  A fifty-six-year-old  woman  was  seen  in 
the  office  on  November  3,  1972,  with  a history 
stating  that  about  six  months  previously  she 
thought  she  had  twisted  the  left  knee.  It  had  been 
swollen  ever  since,  and  she  had  been  unable  to 
straighten  it  out.  Examination  revealed  that  the 
patient  walked  with  the  left  knee  in  some  20  de- 
grees of  flexion.  Passive  extension  was  limited  to 
this  point  with  a springy  resistance,  and  pain  re- 
ferred to  the  medial  aspect  of  the  knee.  Passive 
flexion  was  restricted  to  70  degrees.  There  was 
slight  puffiness  about  the  knee  and  acute  localized 
tenderness  over  the  medial  knee-joint  line.  X-ray 
films  of  the  knee  showed  negative  findings.  The 
patient  had  arthroscopy  of  the  knee  on  November 
14,  1972.  This  revealed  a tear  of  the  posterior 
horn  of  the  medial  meniscus  (Fig.  9).  Excision  of 
the  torn  meniscus  was  also  performed  at  that  time. 


It  is  of  interest  to  note  that  the  large  flap  torn  off 
the  posterior  horn  could  not  be  visualized  at  all  at 
arthrotomy  until  the  anterior  two  thirds  of  the  me- 
niscus, which  was  entirely  normal,  had  been  de- 
tached and  pulled  forward.  The  tear  however 
could  be  clearly  demonstrated  at  arthroscopy. 

Conclusion 

All  too  often  the  so-called  “problem  knee”  has 
been  subjected  to  either  equivocation  or  “explora- 
tion.” Arthroscopy  has  provided  a more  rational 
and  constructive  approach  in  the  treatment  of  this 
problem.1-4  A number  of  illustrative  cases  are 
presented. 

Addendum 

Since  this  report  was  submitted  for  publication 
I have  converted  from  the  Watanabe  number  21 
arthroscope  to  the  Storz  arthroscope.  This  instru- 
ment uses  a fiberoptic  instead  of  a conventional 
light  source.  It  is  more  compact,  the  telescope 
and  light  carrier  being  a single  unit.  Using  this  in- 
strument it  has  been  possible  to  perform  a satis- 
factory examination  without  tourniquet  under 
local  anesthesia  in  most  cases. 

Second,  I have  found  arthroscopy  to  be  a helpful 
adjunct  immediately  preoperatively  in  many  cases 
even  when  arthrotomy  has  already  been  decided 
on.  Knowing  the  total  pathologic  condition  with- 
in the  knee  in  advance  has  been  helpful  in  the 
choice  of  incision,  and  in  the  case  of  multiple  le- 
sions the  possibility  of  not  recognizing  and  dealing 
with  all  of  the  pathologic  conditions  can  be  avoid- 
ed. In  these  cases  the  arthroscopy  is  added  as  a 
preliminary  fifteen  to  twenty-minute  procedure. 

20  Hicksville  Road 
Massapequa,  New  York  11758 
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A fibrotic  change  in  the  liver,  quite  distinct  clini- 
cally and  morphologically  from  cirrhosis  and  not 
associated  with  pancreatic  disease,  was  first  de- 
scribed by  MacMahan  in  1929. 1 The  characteris- 
tic and  distinguishing  features  were  the  relatively 
normal  hepatic  architecture  in  areas  unaffected  by 
fibrosis,  maturity  of  the  fibrous  tissue,  and  strik- 
ing proliferation  of  interlobular  bile  ducts. 

The  disease  may  be  sporadic  or  familial.2-3  Of 
the  40  cases  that  were  described  in  the  literature 
before  1965,  approximately  one  third  of  the  pa- 
tients had  an  affected  sibling.  More  recently, 
Thorburn,  Miller,  and  Bras4  reported  the  disease 
in  8 Jamaican  children,  and  a few  isolated  cases 
have  been  described.  On  the  other  hand,  Sher- 
lock5 reported  that  the  condition  is  not  as  uncom- 
mon as  it  was  previously  thought;  the  small  num- 
ber of  recorded  cases  probably  reflects  misdiag- 
nosis of  the  disease  as  cirrhosis. 

This  report  concerns  a case  of  congenital  hepatic 
fibrosis  in  a forty-eight-year-old  Nigerian  man. 

Case  report 

A forty-eight-year-old  man  presented  himself  at 
the  University  College  Hospital,  Ibadan,  with  a 
twenty-year  history  of  intermittent  colicky  ab- 
dominal pain  radiating  to  the  sternum  which  was 
relieved  by  vomiting.  He  had  passed  dark  stools 
and  vomited  blood  one  month  previously.  He  de- 
nied alcohol  consumption,  smoking,  and  jaundice. 
Physical  examination  showed  negative  findings  ex- 
cept for  diffuse  epigastric  tenderness  and  palpa- 
tion of  the  liver  1 fingerbreadth  below  the  costal 
margin.  The  spleen  and  kidneys  were  not  palpa- 
ble, and  there  were  no  hemorrhoids. 

* Present  address:  Department  of  Pathology,  The  Mount 

Sinai  Hospital,  Fifth  Avenue  and  100th  Street,  New  York,  New 
York  10029. 


Laboratory  investigations  revealed  normal 
values  for  serum  bilirubin,  alkaline  phosphatase 
activity,  thymol  turbidity,  cholesterol,  glutamic 
pyruvictransaminase,  and  glutamic  oxaloacetic- 
transaminase;  hemoglobin  genotype  was  AS 
(sickle-cell  trait),  total  serum  protein  was  7.2  Gm. 
per  100  ml.,  albumin  was  2.1  Gm.  per  100  ml.,  and 
thymol  flocculation  showed  positive  results. 
Upper  gastrointestinal  radiography  showed  defor- 
mity of  the  duodenal  cap.  Intravenous  pyelogra- 
phy disclosed  normal  kidneys.  A diagnosis  of 
chronic  duodenal  ulcer  was  made. 

On  the  sixth  hospital  day,  the  patient  under- 
went vagotomy  and  pyloroplasty  for  an  anterosu- 
perior  ulcer  found  in  the  second  part  of  the  duo- 
denum. The  liver  was  firm,  smooth,  and  dis- 
played grayish  mottling.  A section  of  liver  ob- 
tained by  open  biopsy  disclosed  irregular  bands  of 
fibrous  tissue  containing  numerous  bile  ducts, 
some  of  which  were  dilated.  Areas  of  fibrosis 
abutted  hepatic  lobules.  There  was  no  evidence  of 
cirrhosis  or  obstruction  to  the  bile  duct.  The  his- 
tologic findings  were  interpreted  as  a congenital 
hepatic  fibrosis  (Fig.  1).  Postoperatively,  the  clin- 
ical course  of  the  patient  was  unremarkable. 

Comment 

The  histopathologic  findings  in  congenital  he- 
patic fibrosis  are  diagnostic,  and  these  have  been 
more  emphasized  than  gross  anatomic  features. 14_ 
7 The  typical  case  exhibits  a normal  lobular  pat- 
tern on  which  is  superimposed  an  irregular  net- 
work of  dense  fibrous  tissue,  usually  containing  an 
excess  of  well-formed  bile  ducts.6  Chronic  inflam- 
matory cells  may  be  present  within  the  fibrous 
septa  but  do  not  seem  to  affect  the  clinical  course 
or  prognosis.  The  morphologic  pattern  is  easily 
distinguishable  from  that  of  cirrhosis. 

A lesion  with  similar  histologic  but  apparently 
different  gross  anatomic  findings  is  that  described 
as  miliary  cholangiomatosis,8,9  an  entity  which  has 
been  variously  called  microhamartoma,  multiple 
bile  duct  harmartoma,  or  von  Meyenburg  com- 
plex.10 Hepatomegaly  is  the  rule,  and  cases  dis- 
play small  raised  “spots”  or  nodular  areas.  The 
histologic  findings  are  similar  to  those  described  in 
congenital  hepatic  fibrosis,  although  the  degree  of 
fibrosis  is  greater  in  the  latter.  Although  bile- 
duct  hamartomas  are  said  to  be  of  no  functional 
significance,10  reports  by  Lindgren,  Hansson,  and 
Nilsson9  and  Willis11  have  described  transforma- 
tion of  these  hamartomas  to  adenocarcinomas. 
Microhamartomas  rarely  give  rise  to  symptoms  or 
disturbances  of  liver  function,  but  occasionally 
portal  hypertension  develops;  these  cases  merge 
imperceptibly  with  cogenital  hepatic  fibrosis. 12~14 

Our  case  offers  a few  points  of  interest  with  re- 
gard to  the  mode  of  presentation,  association  of 
the  disease  with  sickle-cell  trait,  and  its  relative 
rarity  in  indigenous  African  individuals. 
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FIGURE  1.  Histologic  findings  interpreted  as  cogenital  hepatic  fibrosis.  (A)  Low  magnification.  (B)  Higher  magnification. 


The  exact  nature  of  the  process  involved  in  the 
pathogenesis  of  congenital  hepatic  fibrosis  and 
polycystic  kidneys  is  obscure.  Norris  and  Tyson, 
quoted  by  Thornburn,  Miller,  and  Bras,4  showed 
from  reconstruction  studies  that  the  lesions  were 
due  to  segmentation  of  bile  ducts  at  an  early  stage 
of  intrauterine  life,  with  resulting  increase  in  num- 
bers and  dilatation  of  isolated  ducts.  It  has  been 
suggested  that  an  inborn  error  of  metabolism  re- 
sults in  excretion  of  an  abnormal  metabolite 
which,  being  concentrated  in  the  bile  ducts  and 
renal  tubules,  might  cause  local  damage  with  sec- 
ondary and  cystic  change.4 

Summary 

A case  of  congenital  hepatic  fibrosis  in  a forty- 
eight-year-old  Nigerian  man  has  been  reported. 
The  patient  also  had  chronic  duodenal  ulcer  and 
sickle-cell  trait. 

The  pathologic  findings,  clinical  manifestations, 
complications,  and  treatment  of  this  disease  are 
discussed. 
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Special  Articles 


Editor’s  Note.  Robert  Allan  Moore,  M.D.,  was  born  on  July  12,  1901.  His  ancestors 
were  Scot-Irish  Quakers  who  left  Ireland  and  landed  at  New  Castle,  Delaware  in  1723. 

In  1921,  he  began  his  illustrious  career  in  academic  medicine.  He  was  appointed  to 
an  assistantship  in  bacteriology  at  Ohio  State  University  and  was  promoted  progres- 
sively to  a professorship  in  pathology  at  Pittsburgh  and  then  the  State  University  of 
New  York.  His  administrative  experience  began  with  membership  on  the  executive 
committee,  University  Senate,  Washington  University,  in  1943.  He  became  dean  of 
that  University  in  1947,  and  in  1954,  was  named  vice  chancellor  of  health  professions  at 
the  University  of  Pittsburgh.  In  1957,  he  assumed  the  position  of  president,  State  Uni- 
versity of  New  York  Downstate  Medical  Center  and  dean  of  the  College  of  Medicine  in 
Brooklyn. 

He  died  on  September  24,  1971,  after  he  had  written  this  essay  and  before  he  could 
present  it.  It  was  read  by  J.  E.  Stolfi,  M.D.,  before  the  Medical  Club  of  Brooklyn  in  Oc- 
tober, 1972,  and  deemed  worthy  of  reproduction  in  our  Journal.  It  is  published  with 
the  kind  permission  of  his  wife,  Mrs.  Ruth  Moore. 
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In  1970,  over  96  million  men  did  NOT  commit  a 
crime,  4,896,720  college  students  did  NOT  demon- 
strate or  burn  buildings,  and  201,489,710  people 
did  NOT  use  drugs  illegally.  By  themselves  these 
figures  have  little  meaning,  but  in  the  overall  pic- 
ture they  are  highly  significant  and  relevant. 
They  dramatically  illustrate  that  only  a small  mi- 
nority of  people  has  been  responsible  for  the 
events  of  the  last  decade  which  make  it  deserve 
the  appellation  of  “decade  of  violence.” 

I do  not  propose  to  speak  about  the  decade  of  vi- 
olence itself  but  rather  of  what  has  happened  to 
medical  education  in  this  new  form  of  society.  I 
shall  address  my  thoughts  to  three  major  topics: 
relevance,  involvement,  and  participation. 

Relevance 

Increasingly,  we  are  told  that  the  subject  matter 
of  education  must  be  relevant  to  present-day  prob- 

* Presented  at  the  dinner  meeting  of  The  Brooklyn  Medical 
Club,  January  25,  1971, 
t Deceased. 


lems.  Students  must  learn  to  live  in  the  violent 
society  and  help  it  to  move  to  a better  form  than 
that  into  which  they  were  born.  Few  have  any 
concrete  idea  of  what  this  better  form  is. 

Application  of  this  modern  concept  of  relevance 
to  medical  education  means  that  in  the  medical 
school  we  must  concentrate  on  the  actual  practice 
of  medicine  and  not  on  the  science  and  art  of  med- 
icine. 

I have  never  believed,  and  I still  do  not  believe, 
that  the  medical  school  has  the  responsibility  of 
teaching  how  to  practice  medicine.  Many  years 
ago  I visited  a Washington  University  alumnus  in 
Spokane,  Washington.  He  took  me  to  task  be- 
cause there  was  no  course  in  our  schools  on  invest- 
ment in  stocks  and  bonds.  When  I questioned  the 
need  he  said,  “Doctors  earn  money  in  practice,  and 
school  should  prepare  them  for  all  phases  of  prac- 
tice.” 

My  concept  has  always  been  that  it  is  essentially 
the  task  of  the  medical  school  to  create  an  atmo- 
sphere in  which  all  students  may  learn  the  coordi- 
nated facts  and  processes  which  should  be  known 
by  all  physicians.  In  other  words  medical  stu- 
dents are  not  taught,  but  learn;  medical  school  is 
not  for  educating  specialists  of  any  type  including 
general  practitioners  but  is  to  provide  a base  for 
all — for  all  the  specialities  and  family  physicians 
alike;  the  medical  college  should  be  concerned 
more  with  processes  and  coordinated  facts  than 
with  individual  bare  facts.  Undergraduate  medi- 
cal education  must  be  for  the  future  as  well  as  for 
the  present. 

Let  me  tell  you  one  of  my  favorite  stories  to  il- 
lustrate these  points.  In  1955,  a British  surgeon 
came  to  visit  me  in  the  vice  chancellor’s  office  in 
Pittsburgh.  He  had  just  been  to  Western  Reserve 
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University  in  Cleveland  and  said  to  me  with  a cer- 
tain incredulity,  “Do  you  know,  Dr.  Moore,  that  a 
student  may  graduate  at  Western  Reserve  and 
never  have  seen  a patient  with  acute  appendicitis? 
Isn’t  that  terrible?”  My  answer  let  him  down. 
“No,  I do  not  agree  that  it  is  terrible.  I agree  it 
may  occur,  and  if  it  does,  I would  not  be  too  con- 
cerned, because  I am  sure  no  student  graduates 
without  knowledge  of  certain  basic  facts  and  pro- 
cesses: the  anatomy  of  the  right  lower  quadrant 

of  the  abdomen,  the  phenomenon  of  referred  pain, 
the  effect  of  irritation  on  the  peritoneum,  effect  of 
infection  on  the  intestinal  motility,  on  the  body 
temperature,  or  on  the  general  body  state  and  ap- 
petite, and  how  to  question  and  examine  a patient 
to  elicit  critical  information.  With  this  back- 
ground I have  no  doubt  the  Western  Reserve  stu- 
dent could  recognize  a patient  with  acute  appendi- 
citis.” The  British  surgeon  did  not  completely  ac- 
cept this  new,  to  him,  idea  of  education,  and  I 
think  I shook  him  a little. 

Another  favorite  story  is  perhaps  more  relevant 
to  the  topic  of  relevance.  In  1939,  when  I joined 
the  faculty  at  Washington  University  in  St.  Louis, 
Carl  Cori  lectured  to  the  freshman  medical  stu- 
dents on  carbohydrate  metabolism  and  the  work 
which  he  and  his  wife,  Gerty  Cori,  had  done  for 
which  they,  in  the  late  1940s,  were  awarded  the 
Nobel  Prize.  The  last  paragraph  of  the  lecture 
was,  “This  process  apparently  has  nothing  to  do 
with  diabetes,  at  least  we  have  not  been  able  to  es- 
tablish any.”  About  1950,  a connection  was  dem- 
onstrated. Until  1950,  the  Cori  cycle  of  carbohy- 
drate metabolism  was  irrelevant  to  the  practice  of 
medicine  and,  according  to  the  modern  prophets, 
should  not  have  been  included  in  the  educational 
package.  After  1950,  it  was  relevant  and  should 
be  included.  The  Washington  University  gradu- 
ates, prior  to  1950,  were  able  to  assimilate  the  new 
information  easily  and  quickly,  but  if  they  had 
been  on  a relevant  diet  only  the  new  information 
would  have  been  beyond  their  capacity  to  under- 
stand. 

What  kind  of  physicians  do  we  want  in  these 
United  States — men  and  women  who  may  recog- 
nize disease  today  and  who  are  prepared  for  the 
future  as  well  as  the  present  or  men  and  women 
who  practice  by  rote  only  in  the  present,  often 
without  basic  understanding?  I need  not  tell  you 
where  I stand.  I still  believe  there  is  something 
pretty  basic  in  the  words  on  the  seal  of  Harvard: 
“Truth  for  truth’s  sake.” 

Under  the  caption  of  relevance  I shall  also  place 
my  thoughts  on  the  general  practice  of  medicine 
and  the  family  or  general  physician  in  medical  ed- 
ucation. In  the  past  few  years  the  Academy  of 
Family  Practice  has  secured  passage  of  laws  in  sev- 
eral states  mandating  departments  of  family  prac- 
tice in  state-supported  schools.  In  a recently  ad- 
journed Congress,  sine  die,  a law  passed  the  House 
appropriating  $100  million  to  support  education  in 


family  practice  with  scholarships,  “special”  de- 
partments, and  so  forth. 

I am  absolutely  and  completely  opposed  to  these 
laws  and  departments  of  family  practice  in  medi- 
cal schools.  First,  and  foremost,  I do  not  believe 
that  the  legislature  nor  the  Congress  is  the  place  to 
determine  the  organization  and  curriculum  of  the 
medical  school.  Second,  I do  not  believe  that  de- 
partmentalization of  the  medical  school  should  be 
based  on  forms  of  the  practice  of  medicine  rather 
than  on  the  types  of  treatment  (for  example,  sur- 
gery, medicine,  psychiatry,  physical  medicine,  ra- 
diology), the  types  of  patients  (for  example,  pedi- 
atrics, obstetrics),  and  on  the  types  of  knowledge 
(for  example,  anatomy,  biochemistry).  I do  not 
admit  that  we  have  a department  of  surgery  in 
medical  school  because  surgery  is  a specialty  of 
medical  practice  but  rather  because  surgery  has 
developed  distinctive  approaches  and  basic  infor- 
mation to  some  diseases.  For  example,  the  medi- 
cal school  surgeon  is  expert  with  salt  and  water 
metabolism,  but  this  is  applicable  in  all  fields  of 
medicine.  For  the  same  reasons  I opposed  the 
conduct  of  a course  in  dog  surgery  for  students, 
which  was  common  not  so  long  ago.  No  course  or 
any  part  of  a course  in  undergraduate  medical 
school  should  contain  material  which  should  not 
be  known  by  all  physicians.  Third,  I believe  the 
whole  idea  of  family  practice  departments  is  based 
on  a false  premise:  namely,  that  students  are  not 
going  into  general  practice  because  they  have  no 
opportunity  to  observe  family  practitioners  in 
their  school  days.  I graduated  in  1928,  and  over 
half  my  class  went  into  general  practice,  but  all  of 
our  faculty  were  specialists.  We  did  not  have  any 
general  practitioners  to  emulate,  yet  this  area  of 
medicine  attracted  over  half  the  class.  The  trend 
to  specialization  has  grown  progressively  and,  in 
my  opinion,  correctly.  The  trend  cannot  and 
should  not  be  reversed.  Group  practice  centered 
around  internists  is  the  form  of  practice  for  the 
future.  Solo  practice  which  is  integral  to  general 
practice,  alone  and  by  itself,  is  doomed.  But  I 
have  gotten  beyond  my  topic  of  the  evening  into 
problems  of  the  delivery  of  medical  care. 

Involvement 

Now,  let  me  turn  to  my  second  topic,  involve- 
ment. Long  before  the  modern  age  of  slogans,  of 
which  involvement  is  one,  when  every  politician 
and  every  industrial  corporation  were  struggling  to 
prove  to  the  public  that  he  or  it  was  involved, 
medical  schools  were  being  utilized  to  shore  up  all 
sorts  of  other  medical  or  related  institutions.  As 
clinical  instruction  replaced  lectures,  the  affiliated 
hospital  became  a necessity.  I can  remember,  in 
1940,  when  the  committee  on  medical  education  of 
which  I was  chairman  at  Washington  University 
made  the  transition.  We  had  to  seek  additional 
clinical  services  at  the  City  Hospital  and  new  clini- 
cal services  at  the  Homer  Phillips  Hospital,  the 
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city  hospital  for  blacks.  In  both  instances  we  had 
to  recruit  additional  attendings  for  education  and 
service,  strengthen  the  laboratory,  and  adjust 
many  other  departments.  After  World  War  II  the 
medical  schools  were  called  on  by  the  Congress  to 
reorganize  the  professional  services  of  the  Veter- 
ans Administration  Hospitals  through  deans’  com- 
mittees. In  the  1950s,  the  grand  rush  to  have  resi- 
dents in  every  little  hospital  again  led  to  the  door 
of  the  medical  school.  Hospitals  thought  that  if 
they  could  just  say,  “affiliated  with  Johns  Medical 
School,”  they  would  get  interns  and  residents  like 
magic.  A few  years  ago  the  Congress  delegated 
some  responsibility  to  medical  schools  for  the  re- 
gional medical  programs.  Even  more  recently, 
medical  schools  have  undertaken  major  projects  in 
the  delivery  of  medical  care  in  ghetto  areas  or  for 
total  service  to  a new  housing  group.  In  his  1968 
to  1969  report  the  dean  at  the  Harvard  Medical 
School  stated  that  half  the  Boston  residents  hospi- 
talized in  1967  and  1968  entered  hospitals  affili- 
ated with  Harvard. 

My  concept  of  the  primary  task  of  a medical 
school  is  to  conduct  a program  in  education  and 
research  and  give  as  much  service  as  is  needed  to 
support  the  educational  and  research  program.  I 
do  not  believe  that  there  can  or  should  be  full  re- 
sponsibility for  service  programs  for  the  sake  of 
service  only.  I am  not  shirking  my  responsibility 
as  a physician,  but  I am  saying  that  the  organiza- 
tion our  society  has  created  and  called  a medical 
school  cannot  do  its  primary  task  of  educating 
physicians  and  discovering  new  knowledge  and  si- 
multaneously be  required  to  provide  a major  share 
of  medical  care  to  the  American  people.  We  need 
a new  structure  or  organization  to  cope  with  this 
problem. 

In  the  last  few  years  the  students  have  decided 
that  they  must  also  be  involved  and  independently 
of  the  school.  The  student  health  organization  at 
the  University  of  Southern  California  established 
the  first  night  clinics  in  the  ghetto  manned  by  stu- 
dents and  sometimes  faculty.  I greatly  admire 
these  students,  and  I stand  in  awe  of  the  social 
consciousness  it  demonstrates,  but,  as  an  educator 
and  a physician,  I am  opposed  to  their  program.  I 
do  not  believe  that  anyone  should  have  any  part  in 
the  care  of  a sick  human  being  unless  he  has  all  the 
necessary  knowledge  and  skills  to  give  the  proper 
and  best  treatment.  A freshman  student  does  not 
qualify,  in  my  book. 

At  the  annual  conference  of  the  National  Board 
of  Medical  Examiners  in  1966,  I had  occasion  to 
comment  on  clinical  activities  in  the  first  two  years 
as  follows:  “I  dedicated  nineteen  years  and  eight 
months  as  a dean  keeping  the  clinical  departments 
out  of  the  first  two  years,  and  I shall  spend  the  last 
four  months  before  retirement  doing  the  same.”  I 
hope  I have  set  forth  clearly  previously  my  convic- 
tion that  the  basic  sciences  are  fundamental  to 
medical  practice.  The  introduction  of  clinical 


courses  into  the  first  year  at  the  expense  of  basic 
knowledge  of  the  basic  sciences,  with  the  excuse 
that  it  is  needed  to  hold  the  interest  of  the  stu- 
dent, is  an  acknowledgment  of  failure  to  create  an 
intellectually  stimulating  basic  program  in  the 
first  year.  A good  teacher  can  make  the  dullest 
subject  seem  alive  and  interesting. 

Participation 

Let  me  now  go  on  to  my  third  topic,  participa- 
tion. There  have  always  been  appropriate  adviso- 
ry committees,  but  in  the  past  membership  has 
generally  come  from  those  who  were  knowledge- 
able and  skilled  in  the  subject  with  which  they 
were  dealing.  In  the  last  few  years  there  has  been 
a redefinition  of  the  idea  of  knowledgeable  and 
skilled,  and  the  entire  concept  of  advisory  groups 
has  been  reoriented. 

There  have  been  many  examples  of  this  change 
in  medicine.  The  Congress  in  the  laws  establish- 
ing the  Regional  Medical  Program  and  the  Com- 
prehensive Health  Program  specified  that  at  least 
51  per  cent  of  the  regional  advisory  group  (actually 
not  advisory  but  legislative)  must  be  nonprofes- 
sional personnel,  that  is,  not  physicians  or  dentists 
or  other  health  practitioners.  Our  recent  Mayor 
reinforced  this  view  when  he  said  some  years  ago, 
“Health  is  too  important  to  be  left  to  the  doctors.” 
This  attitude  is  widespread.  The  last  legislature 
of  New  York  State  enacted  a law  specifying  that 
the  board  of  directors  of  any  corporation  which 
deals  in  insurance  for  physicians’  fees  may  not 
have  more  than  50  per  cent  physicians  on  the 
board;  this  was  a change  from  the  previous  75  per 
cent. 

This  recognition  that  the  consumer  has  a stake 
in  our  society  as  well  as  the  provider  is  logical,  and 
I recognize  that  it  is  desirable,  although  I do  not 
understand  why  consumers  must  have  a 51  per 
cent  stake  and  providers  49  per  cent.  And  I ac- 
cept it  only  when  the  consumer  appointed  to  com- 
mittees and  boards  is  knowledgeable  in  the  area 
under  consideration. 

More  recently,  we  have  seen  the  concept  of  par- 
ticipation take  a step  in  another  direction.  For 
example,  the  Health  and  Hospital  Corporation  of 
New  York  City  has  announced  that  each  city  hos- 
pital is  to  have  an  advisory  committee  with  con- 
sumers in  the  majority.  And  consumer  is  not  de- 
fined as  a knowledgeable  person,  but  as  an  individ- 
ual who  would  qualify  for  medical  care  in  that  city 
hospital.  We  have  already  seen  some  possibilities 
of  this  form  of  hospital  operation  in  the  South 
Bronx:  complaint  tables,  occupation  of  part  of  a 

building,  securing  appointment  of  an  unqualified 
hospital  superintendent  by  the  Mayor  against  the 
advice  of  his  hospital  commissioner,  accusations  of 
murder  against  a physician  on  the  death  of  a pa- 
tient, and  firing  of  a department  director  by  his  in- 
terns who  were  organized  as  a commune,  to  men- 
tion only  a few  major  events. 
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The  next  step  in  participation  has  already  made 
itself  evident  in  universities  and  medical  schools, 
that  is,  appointment  of  students  and  younger  fac- 
ulty to  committees  with  the  right  to  vote  and,  at 
times,  majority  control.  All  of  a sudden  it  has 
been  decided  that  anyone  over  fifty  years  of  age  is 
not  capable  of  a decision  and  has  lost  his  ability  to 
judge  wisely. 

We,  the  oldsters,  are  to  turn  over  to  two  groups, 
the  students  and  the  young  faculty,  decisions  on 
such  things  as  curriculum,  faculty  appointment 
and  promotions,  and  admissions.  Students  have 
no  background  knowledge  with  which  to  deal  with 
these  problems,  and  younger  faculty  have  limited 
experience.  How  on  earth  can  a person  hoping  to 
be  a physician  determine  what  he  should  learn  to 
be  a physician?  That  is  what  the  curriculum  com- 
mittee determines!  Admission  to  medical  school 
is  one  of  the  most  important  events  in  the  life  of 
young  men  and  women.  Are  we  to  trust  that  to  a 
student?  My  answer  is  no.  This  task  requires 
maturity  of  judgment  and  a keen  knowledge  of 
character.  I want  wise  sympathetic  men  and 
women,  some  young,  some  older,  but  no  students 
on  my  admissions  committee.  Students  on  the 
faculty  appointment  and  promotions  committee 
are  equally,  if  not  more,  ridiculous.  Students  are 
bound  to  be  influenced  by  the  popularity  of  the 
faculty  member  under  consideration,  and  there  are 
many  other  factors  which  should  be  evaluated;  fur- 
ther the  most  popular  teacher  is  not  always  the 
best  inspirer  to  learning. 

Some  tell  us  that  each  generation  must  find  its 


No  one  may  consent  to  transplant  of  retarded 
youth’s  kidney 

Neither  parents  nor  a court  could  authorize  the  re- 
moval of  a retarded  youth’s  kidney  for  a transplant  to 
the  youth's  sister,  a Louisiana  appellate  court  ruled. 

The  seventeen-year-old  retarded  youth  had  a mental 
age  of  three  or  four  years.  His  thirty-two-year-old  sister 
suffered  from  chronic  nephritis  and  systemic  lupus  er- 
ythematosus and  had  renal  function  of  only  7 per  cent  to 
10  per  cent  of  normal.  The  action  was  brought  by  the 
youth’s  father  against  his  mother  merely  as  a procedural 
vehicle  for  placing  the  issue  before  the  court.  The  trial 
court  denied  the  requested  authority,  and  an  appeal  was 
taken. 

The  medical  evidence  indicated  that  the  retarded 
youth  was  the  most  acceptable  kidney  donor  because  he 
was  graphically  identical  to  his  sister.  The  probability 
of  rejection  was  only  4 per  cent  or  5 per  cent  over  a peri- 
od of  three  to  five  years.  Although  a kidney  transplant 
was  the  most  beneficial  remedy,  it  was  not  an  absolute 


way  and  make  mistakes.  I see  no  excuse  for  that. 
What  the  physicians  of  1990  and  2000  learn,  who 
they  will  be,  and  who  will  guide  them  in  their 
learning  are  too  important  decisions  to  arrive  at 
the  answers  by  trial  and  error.  The  first  decision 
must  be  as  near  correct  as  it  is  possible  for  the 
human  brain  with  experience  and  knowledge  to 
make  it. 

Epilogue 

A summary  is  not  needed  since  I am  sure  you 
gather  that  I am  opposed  to  certain  changes  in 
medical  schools  and  medical  education  in  the  dec- 
ade of  violence.  However,  I do  not  want  you  to 
leave  with  the  idea  that  Bob  Moore  is  opposed  to 
everything.  That  is  far  from  the  truth.  There  are 
many  changes  and  trends  in  medical  education  in 
recent  years  of  which  I approve  and  some  about 
which  I am  even  enthusiastic. 

Among  those  on  which  I look  with  favor  are: 
more  elective  time,  more  work  at  the  bedside  and 
in  the  clinic  and  fewer  lectures,  emphasis  on  self- 
learning techniques,  shortening  of  the  years  of 
medical  education,  liberalization  of  the  curricu- 
lum, more  free  time  for  study  and  use  of  library, 
and  courses  for  physician  assistants  and  other 
health  personnel. 

And  finally,  a last  word,  I hope  my  opposition  to 
certain  changes  in  medical  education  does  not  rep- 
resent merely  the  resistance  to  change  but  rather 
represents  application  of  sound  principles  of  peda- 
gogy and  administration  handed  down  over  the 
centuries. 


necessity  to  preserve  the  sister’s  life. 

Noting  that  no  precedent  existed  in  Louisiana,  the 
appellate  court  said  that  the  closest  analogy  to  donation 
of  a bodily  organ  was  donation  of  a minor’s  property. 
Louisiana  law  was  designed  to  protect  and  promote  the 
best  interest  of  a minor,  and  it  prohibited  the  donation 
of  his  property  by  his  guardian,  the  court  said.  If  the 
law  afforded  an  unqualified  protection  against  intrusion 
into  a mere  property  right,  it  surely  afforded  as  much 
protection  to  his  right  to  be  free  from  bodily  intrusion  to 
the  extent  of  loss  of  an  organ,  the  appellate  court  said. 

Nor  was  the  transplant  in  the  youth’s  best  interest, 
the  court  said  in  discarding  as  highly  unlikely  the  argu- 
ment that  the  sister  would  be  able  to  care  for  the  youth 
after  their  parents  died.  In  conclusion,  the  appellate 
court  affirmed  the  decision  and  said  that  neither  his 
parents  nor  the  courts  can  authorize  surgical  intrusion 
on  the  retarded  youth  for  the  purpose  of  donating  one  of 
his  kidneys  to  his  sister. — In  re  Richardson,  284  So.  2d 
185  (La.  Ct.  of  App.,  Oct.  22,  1973) — The  Citation  28: 
115  (Feb.  1)  1974. 
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Acupuncture,  in  strictly  technical  terms,  is  the 
introduction  of  a metallic  body  into  the  subcuta- 
neous or  deeper  tissues.  Subcutaneous  tissue  is 
extremely  rich  in  nerve  structures  and  nerve  fibers 
of  various  sizes  and  shapes  (Fig.  1).  A great  deal 
of  information  about  the  outside  world  is  trans- 
mitted to  our  central  nervous  system  through 
these  structures. 

When  a metallic  body  is  inserted,  the  first  ques- 
tion to  be  asked  is:  what  is  this  effect  of  its  pres- 
ence on  these  nerve  structures?  This  report  is  an 
attempt  to  explore  the. effect  to  facilitate  our  un- 
derstanding of  the  mode  in  which  acupuncture  op- 
erates. 


Presented  at  the  167th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  General  Sessions, 
February  11,  1973. 


FIGURE  1.  Structures  of  skin. 


To  determine  the  proper  location  of  an  acu- 
puncture point,  the  following  current  hypothesis 
was  accepted:  at  the  “point,”  skin  resistance  is  at 
a minimum.  The  instrument  used  was  the 
French-made  punctoscope,  a device  which  in  es- 
sence is  a sensitive  dermometer  and  measures  the 
resistance  between  the  skin  touched  by  a central, 
rigid  stylus  and  that  touched  by  a retractable,  cy- 
lindrical sleeve.  When  skin  resistance  has  reached 
its  lowest  point,  a buzzer  is  triggered  off.  Amplifi- 
cation was  provided  by  the  Teca  TE  4 direct  re- 
cording electromyograph  with  paper  speeds  of 
from  0.5  to  100  cm.  per  second.  The  paper  is  ex- 
posed to  the  luminous  output  of  a second,  small 
cathode  ray  oscilloscope  in  the  camera  and  devel- 
oped by  exposure  to  ordinary  light.  Further  dark- 
ening does  not  occur  for  a long  time,  so  that  it  can 
be  photographed  with  flash  exposure. 

Electrodes 

The  types  of  electrodes  include: 

1.  Microelectrode:  tungsten,  platinum-coated 

tip,  8-micron  tip  diameter  (number  504)  (Fig.  2).* 

2.  Half-inch  long  coaxial  electrode.!  The  central 
core  recording  surface  is  approximately  250  microns 
long  and  100  microns  wide  (Fig.  3). 

Both  electrodes  were  autoclaved  before  use. 
The  microelectrode  was  inserted  into  the  skin 
through  a metallic,  tubular  guide  which  permitted: 
(1)  secure  placement  of  the  electrode  and  (2) 
grounding  out  of  the  skin  surrounding  the  point  to 
eliminate  most  of  the  interference  usually  encoun- 
tered. The  coaxial  electrode  was  inserted  without 
a guide,  its  shaft  being  grounded. 

Results 

When  inserting  the  microelectrode  pain  was  im- 


* Manufactured  by  Transidyne  GNRL  Corporation, 
t Teca  Corporation. 


Nerve  fibers.  (B)  Sense  organs.1 
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FIGURE  2.  Microphotograph  of  acupuncture  needle  (left) 
and  microelectrode. 


FIGURE  3.  Bevel  of  coaxial  electrode. 


I 


FIGURE  5.  Discharges  recorded  with  coaxial  electrode. 


FIGURE  6.  High-frequency  discharges  recorded  from 
muscle  with  coaxial  electrode. 


FIGURE  7.  High-frequency  discharges  recorded  from  hair 
follicle. 


FIGURE  4.  Discharges  recorded  with  microelectrodes. 


after  considerable  probing,  that  is,  moving  the 
electrode  in  the  vertical  direction,  up  and  down, 
and  rotating  it  in  both  directions  (Fig.  4). 

When  inserting  the  coaxial  electrode  the  pain 
felt  was  more  intense,  but  here,  too,  there  was  a 
time  lag  between  insertion  and  appearance  of  ac- 
tion potential  discharges,  and  probing  also  had  to 
be  done  (Fig.  5).  On  numerous  acupuncture 
points  selected  at  random  the  results  obtained 
were  essentially  identical. 


mediately  felt,  the  more  intense  the  greater  the 
force  applied  to  push  it  into  deeper  layers  of  the 
skin. 

During  the  next  five  to  ten  minutes  the  record 
remained  flat  and  action  potentials  appeared  only 


Comment 

We  assume  that  the  activities  recorded  are  the 
output  of  nerve  structures  in  the  skin,  since  we 
have  not  penetrated  into  the  muscle  itself.  With 
respect  to  the  record  of  the  microelectrode,  anoth- 
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FIGURE  8.  Discharges  recorded  from  isolated  skin  fiber 
responding  to  pressure. 

er  interpretation  is  possible.  Its  small  recording 
surface  tends  to  introduce  instability  and  a rapid 
stripping  off  of  the  double  layer  of  ions  at  the  in- 
terface between  metal  and  living  tissue,  giving  rise 
to  repetitive  potentials  of  high  frequency.  This, 
however,  does  not  explain  the  considerable  time 
lag  experienced  in  the  recording  of  the  potentials 
and  tends  to  eliminate  this  interpretation  as  not 
justifiable. 

During  electromyographic  exploration  of  muscle 
with  coaxial  electrodes,  a number  of  authors  have 
observed  what  now  commonly  is  referred  to  as  “bi- 
zarre high-frequency  discharges”  (Fig.  6). 2 The 
current  and  seemingly  dominant  opinion  as  to 
their  origin  implicates  both  the  endplate  zone  and 
nerve  fibers  as  the  generators.  Discharges  from 
the  endplate  zone  are  small,  and  those  from  nerve 
fibers  are  higher  in  amplitudes.  Frequencies  in  ei- 
ther can  be  very  high,  sometimes  reaching  into  the 
neighborhood  of  1,000  per  second.  The  literature 
does  not  state  clearly  whether  the  discharges  of 
nerve  fibers  originate  in  motor  or  sensory  fibers,  in 
spite  of  the  fact  that  their  appearance  very  often 
coincides  with  pain  of  varying  intensities.  Some 
believe  that  they  can  be  found  only  in  endplate 
zones.  We  believe  that  they  can  be  recovered  also 
from  regions  free  from  endplates. 

Similar  discharges  can  be  obtained  by  means  of 
a small  enamel  coated  electrode  inserted  into  a 
hair  follicle.  By  pulling  on  the  hair,  discharges  are 


$300,000  settlement  for  stroke 
after  taking  “pill” 

A woman  who  had  been  taking  an  oral  contraceptive 
suffered  a serious  stroke  and  sued  to  recover  damages 
from  the  manufacturer  of  the  drug.  The  suit  was  set- 
tled for  $300,000. 

The  woman,  who  was  twenty-eight  years  old,  was  tak- 
ing Norinyl-2.  After  the  stroke,  she  was  90  per  cent 
aphasic,  lost  use  of  her  right  hand  and  leg,  and  had  lim- 
ited mental  capacity. 
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provoked,  the  frequency  of  which  is  a function  of 
the  intensity  of  the  pull  (Fig.  7).  Since  there  is  no 
striated  muscle  present  in  the  hair  follicle,  one  is 
justified  in  assuming  that  the  discharges  originate 
in  the  nerve  supply  and  are  sensory  in  nature. 

Similar  sensory  discharges  were  obtained  from  a 
teased  nerve  fiber  of  a cutaneous  nerve  when  pres- 
sure was  exerted  on  the  skin  areole  of  the  fiber;  the 
frequency  was  a function  of  the  intensity  of  pres- 
sure (Fig.  8). 3 

Conclusions 

It  is  possible  to  recover  nerve  fiber  discharges 
from  the  skin.  These  discharges  can  be  provoked 
by  inserting  a metallic  electrode  and  presumably 
an  acupuncture  needle  into  the  acupuncture  point. 
Manipulation  is  required  since  discharges  only  ap- 
pear if  the  inserted  body  has  been  moved.  This 
movement  produces  destruction  or  distortion  of 
nervous  structures  which  then  begin  to  discharge. 
It  might  well  be  that  at  the  acupuncture  point  we 
have  a high  concentration  of  these  structures  and 
that  the  decreased  resistance  of  the  skin  is  due  to 
their  presence. 
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Editor’s  note:  The  Journal  favors  publication  of 

such  basic  studies  without,  however,  endorsing  such 
therapy  at  this  time. 


In  the  suit  against  the  drug  manufacturer,  it  was  con- 
tended that  the  oral  contraceptive  caused  the  woman’s 
stroke.  It  was  also  contended  that  the  manufacturer 
failed  to  warn  the  woman’s  physician  of  the  drug’s  pro- 
pensity to  cause  strokes. 

The  manufacturer  insisted  that  the  drug  did  not  in- 
terfere with  a user’s  hematology  and  that  the  stroke  was 
not  caused  by  the  drug.  The  case  was  settled  after  eight 
weeks  of  trial. — Henard  v.  Syntex  Corporation  (Cal. 
Super.  Ct.,  Kern  Co.,  Docket  No.  107748,  1973) — The 
Citation  28:  79  (Dec.  15)  1973. 


History  of  Medicine 


Born  and  Reborn 

Log  book  of  fifty  years  of  medical 
experience 

ERNEST  H.  BETTMANN,  M.D.,  F.A.O.S. 

White  Plains,  New  York 
Associate  in  Orthopedics,  White  Plains  Hospital 


Only  after  receiving,  most  unexpectedly,  a diplo- 
ma certifying  fifty  years  of  being  an  active  physi- 
cian, accompanied  by  a gracious  letter  from  the 
president  of  the  Medical  Society  of  the  State  of 
New  York,  Edward  Siegel,  M.D.,  did  it  dawn  on 
me  that  five  decades  had  slipped  by  since  I re- 
ceived my  doctorate. 

Born  at  the  turn  of  the  century,  coming  from  an 
orthopedic  paternal  background;  receiving  the 
basic  medical  specialist  training  in  Germany; 
caught  in  Hitler’s  holocaust;  barely  escaping  to  a 
new,  friendly  American  port;  and  reminiscing  with 
great  gratitude  and  wonder  about  how  it  all  hap- 
pened, I trust  my  case  history  will  not  be  too  bor- 
ing for  the  indulgent  reader. 

Father's  career  as  orthopedic 
surgeon,  1880-1935 

My  father,  as  a poor  peasant  boy,  worked  his 
way  through  high  school  and  medical  school  in 
Berlin.  At  that  time  he  had  only  one  cooking  pot 
in  which  he  prepared  coffee,  potatoes,  or,  on  rare 
occasions,  one  egg.  He  studied  at  the  famous 
medical  faculty  in  Berlin  under  Virchow,  Langen- 
beck,  Bergman,  and  Koch  who  at  that  time  discov- 
ered the  tubercle  bacillus  in  his  kitchen  laborato- 
ry. Father  finished  his  medical  training  in 
Wurzburg  under  Roentgen,  Trendelenburg,  and 
Esmarch  and  two  years  later  opened  his  office  in 
Leipzig — a vibrant  town  with  a stimulating  cultur- 
al environment  of  music,  arts,  university,  many 
publishing  houses,  and  the  supreme  court.  He 
started  the  first  private  orthopedic  hospital  ac- 
cording to  the  so-called  Scandinavian  pattern  of 
Zander  as  medico-mechanical,  and  physiotherapy 
departments  (Medico-Mechanical  Institute).  It 
was  connected  with  an  orthopedic  workshop  with  a 
special  wing  for  accident  and  insurance  cases  for 
the  purpose  of  immediate  nonambulatory  treat- 


ment. His  pride  was  the  installation  of  the  first 
x-ray  laboratory  with  induction  coils  emanating 
sparkling  flashes  and  electric  bands  but,  unfortu- 
nately, lacking  the  instruments  for  exact  measure- 
ments, requiring  the  use  of  hands  behind  the  fluo- 
roscope  to  test  bone  density  and  fluorescence. 
There  were  several  therapeutic  gymnasts,  mas- 
seurs, brace  makers,  and  two  nurses;  these  worked 
as  anesthetist  technicians  and  also  had  to  prepare 
plaster  of  paris  by  pouring  plaster  powder  over 
gauze  rolls  which  formed  very  poor  plaster  of  paris 
material.  In  spite  of  the  primitive  setting,  there 
was  a concept  of  “total  orthopedic  care.”  My  fa- 
ther still  found  time  to  make  house  calls,  and  I re- 
member him  jumping  on  his  not-yet  free-wheeling 
bike  to  ride  to  his  hospital  which  consisted  of  two 
and  one-half  floors  in  a dark  apartment  house 
without  an  elevator.  After  dictating  his  examina- 
tions in  the  evening  to  my  mother,  who  took  this 
dictation  in  longhand,  he  still  had  enough  enthusi- 
asm to  go  on  night  calls.  A large  button  on  a 
white  disk  inscribed  “Nachtglocke”  (night  bell) 
was  present  at  the  clinic  entrance.  One  of  his  al- 
leged emergency  night  calls  turned  out  to  be  to  a 
lonely  patient  who  wanted  to  know,  after  my  fa- 
ther had  climbed  up  five  floors,  why  he,  the  pa- 
tient, could  not  sleep! 

He  also  did  general  surgery,  and  once  showed 
his  small  son  a plum-sized  gallstone  that  he  had 
just  delivered  after  using,  as  disinfectants,  only 
corrosive  mercuric  chloride  (Sublimat),  ether,  and 
iodine.  He  was  very  antiseptic  conscious  and  grew 
very  angry  when  he  prepared  my  arm  for  vaccina- 
tion, using  ether,  and  I blew  on  the  area. 

In  his  hospital  there  was  a daily  exercise  appara- 
tus and  a physiotherapy  program  for  the  accident 
and  compensation  patients.  This  policy  short- 
ened the  period  of  the  claimed  disability  to  a mini- 
mum and  forestalled  trends  toward  malingering. 
One  patient  with  a chronic  traumatic  edema  of  his 
hand  was  observed  hitting  his  bedroom  wall  with 
great  dedication.  Even  casting  of  the  hand  did 
not  diminish  the  edema.  A new  cast  was  reap- 
plied with  two  small  microscope  cover  slips 
sneaked  into  the  padding  under  the  cast,  and  he 
was  told,  twenty-four  hours  later,  after  removal  of 
the  cast,  that  he  presented  a rare  case  of  “broken- 
glass  syndrome,”  whereupon  the  edema  soon  sub- 
sided. 

Having  moved  to  a modern  4-story  building 
shortly  before  World  War  I,  my  father  turned  his 
hospital  over  to  the  Red  Cross  at  the  beginning  of 
the  war,  and  this  was  used  over  the  following  four 
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years,  although  it  had  a small  and  poorly  trained 
staff.  He  took  care  of  the  often  hopeless  war  in- 
jured who  frequently  required  amputations  be- 
cause of  osteomyelitis  and  sepsis.  There  was  a 
very  high  mortality  rate  particularly  during  the 
later  war  years,  during  1917,  when  the  so-called 
“Spanish  grippe”  caused  many  complications  in 
the  form  of  pneumonia  and  empyema;  there  was 
no  specific  antibiotic  treatment  available.  My  fa- 
ther was  very  proud  to  wear  his  medical  officer’s 
uniform,  having  been  without  any  previous  mili- 
tary training.  Once  my  mother,  waving  goodbye 
to  him  from  the  veranda,  saw  him  cross  the  street 
in  his  gold-buttoned  uniform  with  a saber  at  his 
waist  but  wearing  a straw  hat! 

The  x-ray  room,  as  already  mentioned,  was  a 
special  pride  to  my  father  since  he  had  attended 
lectures  by  Roentgen  in  1896  and  kept  the  first 
copy  of  his  last  glass  plate  dated  1896,  showing  a 
well-defined  bony  hand  taken  by  Roentgen  him- 
self, a cherished  heritage  to  our  family  (Fig.  1).  I 
gave  it  to  my  son,  a resident  in  radiology  in  Bos- 
ton; he  thus  received  a meaningful  ancestral  trea- 
sure. The  small  dark  room  was  filled  with  ma- 
chine-gun-like noises,  flashing  electric  sparks,  and 
odors  of  sulphur.  I remember  on  my  sixth  birth- 
day how  my  father  acted  as  a magician  for  my 
birthday  party  showing  my  five  friends  the  bones 
of  his  hands  while  he  stood  behind  the  fluoroscope 
and  also  showing  the  wooden  cabinet’s  hidden  mi- 
croscope shadow  and  even  the  coins  in  his  purse. 
He,  as  many  other  x-ray  pioneers,  did  not  realize 
that  he  would  have  to  pay  for  this  exposure  with 
many  serious  radiation  burns  leading  to  amputa- 
tions in  the  following  decades. 

In  the  new  hospital  which  was  designed  by  him- 
self he  also  had  a private  wing  in  which  he  had 
comfortable  living  quarters,  and  I found  myself,  at 
the  age  of  thirteen,  already  intrigued  by  the  vari- 
ous manually  and  electrically  operated  medicome- 
chanical  devices  including  an  electric  horse,  a 
breathing  and  chest  expansion  machine,  various 
vibration  units,  bicycles,  and  many  pulleys  and 
traction  and  pendulum-operated  models  for  cor- 
rection of  stiff  joint  deformities,  scoliosis,  and 
muscle-tone  stimulation. 

He  was  permitted  to  continue  some  reduced  of- 
fice practice  until  1940,  finally  escaped  from  Hitler 
and  found  a haven  in  the  United  States  for  one 
year  of  newly  gained  freedom  after  he  had  paid  for 
his  x-ray  exposure  by  losing  four  fingers. 

Author’s  preparation 

In  1915,  still  in  high  school — the  famous  St. 
Thomas  School  with  a long  music  tradition  dating 
back  to  Johann  Sebastian  Bach — I tried  to  volun- 
teer in  the  Army  but  was  rejected  because  of  phys- 
ical, not  mental,  underdevelopment.  I brought  at 
least  one  piece  of  good  news  home,  telling  my  fa- 
ther that  I was  now  the  second  in  my  class,  after 


FIGURE  1.  X-ray  photograph  of  hand  taken  by  W.  C. 
Roentgen  in  Physical  Institut  of  the  University  of  Wurzburg, 
January  23,  1896. 


having  usually  occupied  the  twenty-eighth  place  of 
29  students. 

Many  in  my  class  lost  their  lives  in  battle  of  the 
Somme,  France,  after  only  six  weeks’  training.  I 
registered  first  in  the  law  school  of  the  four-hun- 
dred-year-old University  of  Leipzig;  at  this  time 
one  could  choose  any  university  he  wished  without 
rejection  or  waiting.  Soon  I changed  to  the  medi- 
cal curriculum,  continuing  my  studies  in  the  lovely 
German  University  of  Freiburg,  with  its  patholo- 
gist, Aschoff,  Lexer  in  surgery,  and  the  famous  Ax- 
enfeld  in  ophthalmology.  In  1921,  after  eight  long 
weeks  of  written  tests,  I passed  the  state  Boards 
under  the  famous  internist,  von  Struempell,  the 
surgeon,  Payr,  and  the  pathologist,  Marchand. 
The  most  benevolent  examiner  was  the  professor 
of  medical  history,  Ernest  Sigerist,  who  lent  me 
the  first  orthopedic  textbook,  written  in  1771  by 
the  French  physician  Andre.  Also  not  to  be  for- 
gotten as  an  examiner  was  Professor  Pfeiffer  who 
discovered  osmosis,  and  Heissenberg,  the  physi- 
cist, who  was  then  a full  professor  at  the  age  of 
twenty-eight  and  later  received  the  Nobel  prize. 
He  stayed  in  the  German  underground  movement 
after  Hitler  came  into  power  and  prevented  the 
manufacture  of  the  atomic  bomb.  He  is  now  con- 
sidered a second  Einstein,  besides  being  a very  fine 
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pianist  with  whom  I was  privileged  to  play  Brahms 
quintets. 

The  student  life  in  those  days  left  enough  time 
for  us  to  indulge  in  the  many  cultural  offerings: 
music,  theater,  and  outings  with  a congenial  circle 
of  friends.  We  did  not  mix  with  the  so-called 
corps  students,  the  proud  Teutonic  specimens  who 
engaged  in  duels,  proud  of  their  saber  cuts  and 
parading  like  peacocks  in  their  colorful  habits, 
carrying  large  Hags  through  the  streets  and  becom- 
ing, consciously  or  unconsciously,  the  forerunners 
of  Hitler’s  superior  race  creed. 

Every  Thursday  morning  we  skipped  lectures  to 
hear  the  rehearsals  of  the  famous  Gewandhaus  Or- 
chestra under  Bruno  Walter,  Wilhelm  Furtwan- 
gler,  or  Sir  Thomas  Beecham.  The  first  conductor 
in  1841  was  Felix  Mendelssohn  who  introduced 
the  indifferent  city  fathers  to  the  genius  of  Johann 
Sebastian  Bach,  at  that  time  considered  an  insig- 
nificant cantor.  The  students  convened  in  small 
coffee  houses  with  beer  gardens  or  in  the  Auerbach 
cellar  mentioned  in  Goethe’s  Faust.  In  one  small 
restaurant,  noted  for  its  cheap  menu,  my  father 
once  found  himself  at  a wooden  table  where  the 
keeper  poured  soup  into  a scooped-out  space  in 
the  table,  expecting  immediate  payment  of  10 
pfennings  (3  cents).  If  this  was  not  done  immedi- 
ately, he  returned  with  a large  syringe  and  aspirat- 
ed the  soup,  leaving  the  surprised  customer  hun- 
gry. 

Becoming  active  in  the  medical  corps  in  1917, 
we  were  permitted  to  finish  our  studies,  serving 
part  time  in  the  military  hospitals  as  uniformed 
orderlies,  chart  keepers,  and  assistant  technicians. 
With  the  collapse  of  the  German  Imperial  Reich 
on  November  9,  1918,  we  were  soon  brainwashed 
by  the  student  body  to  join  a voluntary  army 
countermovement  as  active  soldiers,  reportedly  to 
fight  communists  and  anarchists,  including  the 
liberal  Social  Democratic  forces  of  the  new  Wei- 
mar Republic.  The  socialist  leaders,  Rosa  Lux- 
enburg  and  Liebknecht,  were  murdered  by  a na- 
tionalistic mob  to  set  an  example  for  the  mob’s 
future  program.  My  friends  and  I did  not  realize 
that  we  would  be  stooges  for  a military  junta  in  Hi- 
tler’s reign  of  doom.  Many  of  the  young  physi- 
cians and  students  became  enemies  of  the  flour- 
ishing Weimar  Republic  in  spite  of  its  revival  of 
cultural,  humanistic,  and  social  goals.  I still  re- 
member the  ugly  remark  of  a medical  confrere  of 
mine  in  the  hospital,  saying  “Thank  God  they 
killed  that  Jewish  pig,  Walter  Rathenau”  who  was 
the  newly  appointed  democratic  minister  and  who 
helped  most  successfully  in  trying  to  rebuild  the 
German  economy.  My  initial  ambition  to  become 
an  internist  or  obstetrician  was  changed  later  to 
that  of  an  orthopedist  because  of  the  unusual  op- 
portunity to  become  an  assistant  to  my  father,  who 
had  become  increasingly  handicapped  because  of 
his  x-ray  burns.  After  an  internship  in  surgery 
and  gynecology  (144  babies  delivered  in  three 


months)  I was  often  asked  when  the  doctor  would 
come,  being  regarded — in  spite  of  my  white  coat — 
as  an  orderly.  Our  surgical  chief,  Dr.  Payr,  a very 
original  and  dynamic  surgeon,  performed  the  first 
arthroplasty  using  fascia,  but  he  was  a rather 
feared  examiner.  He  gave  one  of  his  students  a 
stethoscope  to  diagnose  a hydrocele,  expecting  him 
to  ask  for  a flashlight  to  transilluminate  the  scrotal 
area;  but  this  bewildered  ignoramus  put  the  steth- 
oscope to  the  scrotum  and,  when  asked  by  the  pro- 
fessor if  he  heard  anything,  said  “Yes,  1 certainly 
do,  1 hear  the  typical  testicular  crepitations.” 
Just  to  give  him  a last  chance  the  professor  asked 
him  for  the  treatment  of  a patient  with  pain  in  the 
left  seventh  anterior  rib  area  with  x-ray  films 
showing  a small  fracture,  whereupon  this  doomed 
candidate  asked  for  a small  Bandaid  and  proceed- 
ed to  paste  it  carefully  on  the  area  in  question — I 
hope  he  changed  his  profession! 

Another  residency  term  was  spent  at  Eppendor- 
fer  Krankenhaus,  the  Bellevue  of  Hamburg,  with 
the  famous  pathologist,  Eugen  Fraenkel,  and  other 
great  teachers — Nonne,  Sudeck,  Kiimmell,  Schott- 
muller,  Cherny,  and  Schmorl — visiting.  Fraenkel, 
a self-made  pathologist,  originally  was  an  ear, 
nose,  and  throat  practitioner.  He  never  forgave 
me  for  not  accepting  an  academic  assignment  in 
pathology  to  become  a ship’s  physician  for  six 
months.  It  was  the  most  carefree  time  of  my  life: 
one  had  time  to  collect  orchids  in  Brazil;  to  fix  a 
parrot’s  broken  leg  with  matchsticks;  and  to  pull  a 
steward’s  impacted  tooth  by  waiting  for  a storm, 
then  holding  him  down  in  a corner  of  the  sickbay 
on  a couch,  applying  the  forceps,  and  waiting  until 
the  ship  rocked  over,  delivering  the  tooth  prompt- 
ly according  to  the  law  of  antigravitational  forces. 
I had  a young  cabin  boy  who,  five  days  after  the 
ship  had  left  harbor,  the  sailors  having  had  to  re- 
ceive prophylactic  antivenereal  drugs  and  instilla- 
tions, asked  me  to  please  give  him  “preventive 
medicine”  for  his  past  experiences,  now  very 
acutely  painful. 

My  only  intellectual  stimulus  consisted  of  a lot 
of  medical  books  and  my  violin.  While  trying  to 
pay  a visit  to  friends  who  were  chamber  musicians 
in  Rio  de  Janeiro,  the  customs  official  refused  me 
permission  to  leave  the  pier,  intimating  that  I 
would  probably  sell  my  violin  for  a good  price  be- 
fore returning  to  the  boat.  After  much  discussion 
and  reassurance  that  I definitely  would  return 
with  the  same  violin  in  a few  hours,  he  finally 
asked  me  “Is  this  violin  a used  one?”  To  this  I 
could  well  answer  in  the  affirmative.  “Oh,”  he 
said,  ‘ if  this  is  an  old  one  then  you  don’t  have  to 
pay  duty.” 

In  1923  I became  an  assistant  attending  at  the 
University  Clinic  of  Leipzig  under  Prof.  Franz 
Schede  and  also  an  attending  in  the  Home  for 
Crippled  Children,  later  changed  to  the  less  de- 
pressing name  “Humanitas.”  At  that  time,  in 
1924,  the  most  common  orthopedic  problems  were 
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quite  different  from  those  with  which  the  modern 
orthopedic  surgeon  has  to  deal.  We  had  about  3 
patients  with  club  feet  weekly,  with  a long  period 
of  treatment  extending  over  years  or  ending,  some- 
times, in  varying  surgical  corrections;  3 dislocated 
hips,  on  the  average,  weekly;  torticollis,  3 per 
month;  osteomyelitis,  usually  3 or  4 monthly  with 
a 25  per  cent  mortality  rate;  tuberculosis  of  the 
spine,  hips,  knees,  or  ankles,  about  3 per  month; 
poliomyelitis  with  severe  involvement  and  during 
the  epidemics,  up  to  10  in  a month;  rachitic  defor- 
mities, 1 a week;  Legg-Perthes’  disease  about  3 or 
4 per  month;  cerebral  palsy,  1 per  week;  traumatic 
surgery  from  traffic  or  occupational  accidents 
about  1 a week;  and  fractured  hips,  3 a month, 
with  a 35  per  cent  mortality  rate  and  50  per  cent 
inadequate  results,  until  the  introduction  of  the 
Smith-Petersen  nail  after  1926,  at  which  time  the 
mortality  rate  dropped  to  5 per  cent  and  the  com- 
plications to  30  per  cent.  Most  of  the  orthopedic 
procedures  were  nonsurgical  except  for  the  neces- 
sary corrective  operations  in  the  form  of  tenoto- 
mies, tendon  transplants,  osteotomies,  fusions, 
and  amputations. 

Profile  of  a German  professor 

The  professor  had  unlimited  authority  in  his 
hospital,  with  a small  group  of  submissive  house 
assistants  and  the  chief  resident  always  saying 
“Jawohl,  Herr  Professor.”  His  judgment  was  un- 
challenged, his  rounds  and  lectures  were  mono- 
logues with  few  exceptions.  His  words  were  taken 
for  granted  without  much  discussion  or  question- 
ing. There  was  little  personal  contact  between  the 
young  training  physicians  and  the  patients,  and 
the  main  job  was  to  pass  the  examination  and  have 
a good  record.  One  had  to  learn  mostly  from 
books,  more  than  from  experience  with  patients. 
After  state  Boards,  the  young  physician  usually 
had  no  other  choice  but  to  open  his  own  office 
without  the  opportunity  for  further  training  in  a 
hospital  or  in  clinics,  which  was  especially  frus- 
trating for  physicians  planning  a surgical  practice. 
Only  a few  students  were  considered  for  an  aca- 
demic career;  these  stayed  on,  were  required  to  do 
a lot  of  publishing,  and  had  to  have  diplomatic 
skills  to  obtain  social  status  and  success.  For 
these  reasons,  my  father  had  to  create  his  own  pri- 
vate hospital,  having  had  no  opportunity  to  work 
in  the  University  hospital.  The  education  gap  at 
that  time,  which  still  exists  in  the  present  genera- 
tion in  Europe,  caused  difficulties  for  many  physi- 
cians in  trying  to  take  postgraduate  courses  in 
other  countries,  as  with  some  of  the  unfortunate 
students  of  today  who  cannot  he  accepted  in  the 
overcrowded  American  schools  with  their  much 
higher  professional  standards  and  better-trained 
young  American  physicians. 

I was,  therefore,  fortunate  to  find  a position  as  a 
paid  assistant,  senior  chief  resident,  in  the  ortho- 


pedic clinic  of  the  University  in  Leipzig  under  the 
direction  of  a progressive  and  humane  chief,  Pro- 
fessor Schede,  from  the  Lange  Clinic  in  Munich, 
the  center  of  modern  orthopedics.  Fritz  Lange, 
who  in  1914  worked  with  Leo  Meyer  in  the  Hospi- 
tal for  Joint  Diseases,  New  York  City,  published 
the  first  classical  work  about  tendon  transplanta- 
tions. Disfigured  by  facial  saber  marks  Professor 
Schede  was  a stimulating  teacher,  although  not  a 
very  skillful  surgeon.  He  enlarged  the  surgical 
and  mechanical  concept  of  orthopedics  with  study 
of  “total  body  care”  to  prevent  “posture-and-civi- 
lization  damages”  to  our  musculoskeletal  systems, 
particularly  during  childhood  and  school  years. 
He  had  an  elaborate  scoliosis  registry  of  hundreds 
of  patients,  accompanied  by  clinical,  physiologic, 
and  photographic  measurements.  He  encouraged 
his  senior  assistants  to  visit  orthopedic  centers  in 
other  countries. 

My  first  visit  was  to  the  famous  Karolinska  In- 
stitute in  Stockholm  with  the  senior  dean  of  ortho- 
pedics, Patrick  Hagelund,  as  its  director.  One  day 
during  rounds,  Hagelund  asked  me  “What  are  you 
doing  at  your  center  for  scoliotic  patients?”  I an- 
swered, “We  cure  them.”  He  looked  at  me  quite 
benevolently  and  remarked,  “Our  great  country- 
man, Strindberg,  once  said  ‘Everybody  is  the  idiot 
of  his  own  ideas.’  ” That  at  least  cured  my  juve- 
nile arrogance. 

The  next  year  I visited  Jean-Francois  Calot  in 
Paris,  who  wrote  the  now  obsolete  standard  work 
L’Orthopaedie  Indispensable.  He  was  a pioneer 
in  treatment  of  bone  tuberculosis  by  open-air 
method,  together  with  Auguste  Rollier  of  Switzer- 
land. One  of  his  misconceptions,  which  was  con- 
sidered true  for  many  years,  was  a strong  belief 
that  Legg-Perthes’  disease  was  a result  of  an  un- 
recognized subluxation  of  the  hip  (subluxation 
meconnue  de  la  hanche),  and  another  somewhat 
melodramatic  statement  was  his  warning  against 
surgical  treatments  for  psoas  or  paravertebral  ab- 
scess, saying  “c’est  la  porte  par  la  quelle  entre  la 
mort.”  Of  course,  this  was  before  the  blessed  an- 
tibiotics. 

Some  time  was  spent  at  the  first  accident  hospi- 
tal in  Vienna  with  Prof.  Lorenz  Boehler  who  ac- 
quainted us  with  efficient  emergency  care  of  traf- 
fic and  industrial  accidents  and  a total  rehabilita- 
tion program  with  active  daily  exercise  groups. 
The  Boehler  frame  for  skeletal  traction  and,  at 
that  time,  the  original  walking  cast  with  meticu- 
lous technique,  not  permitting  any  modification, 
still  belongs  to  the  essential  orthopedic  armamen- 
tarium of  today,  while  his  anatomic  correction  of 
vertebral  compression  fractures  is  no  longer  con- 
sidered necessary.  He  was  a self-made  orthopedic 
surgeon  who  learned  his  fracture  treatment  by  ex- 
amining and  dissecting  corpses  of  Italian  soldiers 
shot  at  the  Isonzo  front  and  frozen  in  the  icy 
trenches  at  the  Austrian-Italian  border  during 
World  War  I. 
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For  our  scientific  assignments  we  studied  the 
growth  rate  of  rats  exposed  to  different  light 
forms — infrared,  ultraviolet,  and  x-ray — sensitiz- 
ing them  by  painting  them  with  fluorescent  paint 
and  telling  the  inquisitive  head  nurse,  who  won- 
dered about  the  strange-looking  creatures,  that 
they  were  young  antelopes. 

Since  rachitic  deformities  still  prevailed,  we 
studied  the  effect  of  radiated  milk;  we  let  the  chil- 
dren swallow  methylene  blue  tablets  and  expected 
that  the  radiated  milk  would  reduce  the  color  of 
these  tablets,  but  instead  we  received  emergency 
phone  calls  in  the  evening  from  the  bewildered 
nurse  about  the  fact  that  all  the  diapers  had 
turned  blue! 

We  were  given  complete  freedom  in  choosing  re- 
search projects,  often  in  collaboration  with  other 
medical  centers,  which  was  most  helpful  as  well  as 
creative.  One  report  was  on  methods  of  measur- 
ing bone  density  by  x-ray;  another  was  about  the 
use  of  prolonged  local  anesthesia;  others  concerned 
the  use  of  histamine  cataphoresis  in  painful  mus- 
culoskeletal conditions  in  collaboration  with  Hoff- 
mann-La  Roche  Inc.  Another  was  on  the  use  of 
capillary  microscopy  as  a function  test  for  periph- 
eral vascular  diseases.  There  was  one  on  manage- 
ment of  pneumococcus  synovitis;  another  about 
sympathectomy  for  traumatic  edema;  and  a com- 
plete evaluation  and  new  primer  about  the  thera- 
peutic approach  for  decompensated  feet;  and  an- 
other about  the  evaluation  of  all  gymnastic  sys- 
tems and  their  value  for  orthopedics. 

We  also  had  time  to  go  hiking  and  skiing  during 
the  winter  vacations.  On  one  ski  trip  we  became 
snowbound  in  a hut  for  several  days  and  unfortu- 
nately one  of  the  young  gymnastic  teachers  dislo- 
cated her  shoulder.  We  had  no  medication  with 
us  and  nothing  to  alleviate  her  severe  handicap 
and  pain,  and  so  we  filled  an  old  wooden  bathtub 
to  the  brim  with  hot  water,  gave  her  three  glasses 
of  whiskey,  and  then  gently  almost  submerged  her 
in  the  bathtub.  She  relaxed  to  such  a degree  that 
the  shoulder  could  be  reduced. 

On  February  20,  1932,  only  two  months  before 
the  collapse  of  the  Weimar  Republic,  I became  as- 
sistant professor  of  orthopedic  surgery,  lecturing 
about  the  principles  of  orthopedic  surgery  and 
analysis  of  post-traumatic  orthopedic  conditions. 
My  chief,  Professor  Schede,  had  to  overcome  a 
great  deal  of  opposition  from  the  medical  faculty 
to  allow  a Jew  to  become  a professor.  I was  also 
given  the  interesting  position  as  state  consultant 
to  evaluate  crippled  children.  After  my  Universi- 
ty schedule  each  day  I tried,  in  the  evenings,  to 
give  my  ailing  father  some  help  in  his  declining 
clinic  practice. 

Hitler  regimen 

On  April  1,  1932,  after  the  burning  of  the  su- 
preme court  in  Berlin  and  the  imprisonment  or 


killing  of  many  innocent  active  Social  Democrats, 
Hitler  ordered  a general  boycott  against  all  Jews, 
many  of  them  old  war  veterans  with  long  family 
trees  of  German  ancestry  extending  back  to  the 
1500s.  The  list  of  Jewish  physicians  and  business- 
men was  published  in  all  newspapers  warning  the 
readers  to  obey  the  new  Juden  laws  (cleansing 
from  Jews),  and  those  who  did  not  obey  the  order 
faced  imprisonment  or  deportation.  The  compli- 
ance was  illustrated  by  the  reaction  of  a Presbyte- 
rian minister  whom  I called  on  the  phone  to  con- 
firm a string  quartet  date  with  his  viola-playing 
daughter.  His  comment  was,  “Do  you  expect  that 
I would  permit  my  daughter  to  enter  a Jewish 
home  if  our  Fuehrer  asked  us  not  to?” 

Six  months  later  my  teaching  assignment  was 
suspended  by  the  education  minister  of  Saxony,  a 
former  butcher  but  an  old-time  early  National  So- 
cialist Party  member.  Shortly  before,  the  guard 
at  our  hospital  had  refused  me  entrance.  I was  al- 
lowed to  take  out  only  some  of  my  personal  be- 
longings and  books,  and,  on  a last  look  into  our 
laboratory,  I saw  that  my  experimental  setups, 
which  were  on  loan  from  a medical  clinic,  had  been 
destroyed.  My  license  was  revoked,  reducing  my 
activities  to  those  of  an  orderly,  in  which  capacity 
I helped  my  father.  All  my  former  friends,  col- 
leagues, and  patients  kept  aloof  and  quiet.  Even 
employees  of  many  years’  allegiance  to  my  father’s 
hospital  joined  the  party  because  “although  they 
felt  sorry  for  us,  their  economical  and  political  fu- 
tures were  guaranteed  by  their  allegiance  to  the 
Fuehrer.”  Although  my  father  and  I had  received 
w’ar  veterans’  decorations,  any  protest  was  not 
only  futile  but  dangerous,  and  any  efforts  of  the 
“chosen  people”  to  form  a German-Jewish  cultural 
society  were  impossible.  A former  patient  of 
mine,  trying  to  attend  a German  war  veterans’ 
convention,  having  been  an  officer  and  decorated 
with  the  Iron  Cross,  first  class,  was  almost  beaten 
to  death.  Even  the  lives  of  some  of  the  Aryan 
German  liberals  were  in  danger.  Dr.  F.  Kohl,  the 
president  of  the  Saxon  state  broadcasting  system, 
found  himself  without  explanation  in  a cell  next  to 
the  innocent  alleged  arsonist  of  the  German 
Reichstag,  M.  van  der  Lubbe,  who,  after  a mock 
trial  before  Goering  and  Hitler  (who  stated  “we 
have  to  chop  heads  off  and  let  them  be  seen  rolling 
in  the  streets”)  was  hanged  a few  days  later.  Dr. 
Kohl,  through  ministerial  and  international  inter- 
vention, was  then  set  free.  He  took  the  next  plane 
to  reach  England  with  his  wife,  Eleanor  Gerhard, 
an  internationally  known  singer. 

Rebirth 

Many  Jews,  facing  a hopeless  future,  fearing  the 
inevitable  extermination  camps,  were  lucky  to  ob- 
tain affidavits  from  friends  or  relatives  in  the 
United  States  or  other  democratic  countries.  Sir 
Henry  Dale,  of  the  University  of  London,  was  in- 
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terested  in  my  capillary  experiments  and  extended 
an  invitation  to  me.  Arthur  Steindler,  M.D.,  one 
of  the  great  older  pioneers  in  American  orthopedic 
surgery  at  the  orthopedic  clinic  of  the  University 
of  Iowa,  sent  an  affidavit.  Dr.  C.  Gormley,  from 
the  Mayo  Clinic,  and  Dr.  R.  Phemister,  from  the 
Billings  Hospital  in  Chicago,  sent  invitations  as 
also  did  Dr.  V.  Putti,  Bologna,  after  the  German 
chairman  for  the  International  Congress,  Dr.  H. 
Gocht,  in  Berlin,  had  refused  to  let  me  attend  it. 

My  uncle,  Alfred  Bettmann,  of  Cincinnati,  who 
published  the  first  book  from  the  Harvard  Univer- 
sity Press  on  city  planning  and  who  drew  up  the 
renewal  plans  for  Puerto  Rico  at  Roosevelt’s  re- 
quest, helped  my  immigration  to  the  United  States 
in  July,  1937.  I will  never  forget  the  feeling  of 
having  left  a nightmare  after  the  train  crossed  the 
Dutch  border.  The  atmosphere  of  personal  free- 
dom was  great  on  landing  on  American  shores,  ar- 
riving on  the  eve  of  July  Fourth,  and  seeing  the 
brilliant  fireworks  instead  of  burning  houses,  syn- 
agogues, and  books.  I was  welcomed  by  my  broth- 
er, Otto,  the  originator  of  the  well-known  Bettman 
Archives,  who  published  many  books  over  the  past 
three  decades  including  one  on  The  History  of 
Medicine. 

I soon  received  an  appointment  in  the  Hospital 
for  Joint  Diseases,  New  York  City,  through  the  ini- 
tiative and  compassionate  friendship  of  the  chief 
orthopedist,  Leo  Meyer,  M.D.,  who  also  offered  me 
a place  in  his  office  while  I prepared  myself  for  the 
language  and  State  Board  examinations  which  I 
was  fortunate  enough  to  pass  four  months  later.  I 
will  always  be  grateful  for  the  helpful  suggestions 
of  Dr.  Steindler,  Iowa,  and  Dr.  Gormley,  Mayo 
Clinic,  as  well  as  to  Dr.  Freiburg  in  Cincinnati  who 
encouraged  me  to  start  practicing  in  New  York 
after  passing  the  examination.  The  State  Board 
examination  took  place  in  the  former  Mecca  Tem- 
ple, the  site  of  the  present  New  York  City  Art  Cen- 
ter. With  pulses  racing  and  blood  pressures  ris- 
ing, over  a period  of  three  days  most  of  us  passed 
the  examination,  probably  more  owing  to  leniency 
on  the  part  of  the  examiners  than  to  our  scientific 
output. 

During  our  language  examination  we  had  some 
strange  and  humorous  experiences.  One  of  my 
colleagues  had  to  write  about  the  traffic  in  New 
York  and  was  asked  to  read  his  paper  to  the  class. 
He  said,  “The  traffic  in  New  York  is  terrific  hut 
the  most  wonderful  thing  is  how  inexpensive  the 
fares  are — for  example  the  ferries  from  the  Bat- 
tery to  Staten  Island  take  care  of  the  intercourse 
for  only  10<t — cheap,  isn’t  it?” 

In  the  meantime,  living  in  the  uncertainty  and 
fear  of  having  failed  the  examination  I almost  ac- 
cepted an  offer  from  an  agency  as  a company  phy- 
sician for  a large  Cleveland  insurance  company 
where  a license  was  not  required.  At  the  last  min- 
ute I sent  an  older  married  colleague  of  mine  to 
the  appointment  for  interview,  and  he  returned 


somewhat  depressed  after  being  told  by  the  man- 
ager that  he  was  only  interested  in  a nice  refugee 
physician  who  was  single  and  perhaps  would  want 
to  marry  his  daughter  as  part  of  the  deal! 

It  was  my  good  fortune,  with  many  opportuni- 
ties, to  learn  the  American  skill  of  orthopedic  sur- 
gery by  receiving  appointments  at  The  Mount 
Sinai  Hospital  and  Montefiore  Hospital.  The  ex- 
perience of  open  discussions  developed  between 
the  young  resident  and  the  chief,  with  different 
opinions  expressed,  created  a climate  of  personal 
relationship  in  direct  contrast  to  the  German  pro- 
fessors’ monologues  and  the  “Yes,  sir!”  responses. 

I also  became  attending  orthopedic  surgeon  in 
Blythedale,  at  that  time  called  Home  for  Crippled 
Children,  now  changed  to  Orthopedic  Childrens’ 
Hospital,  in  Valhalla.  This  required  two  and  one- 
half  days’  attendance.  However,  after  eleven 
years  of  commuting  between  Valhalla  and  New 
York  City,  I gave  up  two  assignments — although 
they  represented  most  rewarding  appointments — 
to  concentrate  on  office  and  local  hospital  practice. 
Needless  to  say,  the  first  years  of  local  practice  did 
not  show  an  overfilled  waiting  room  although  a 
group  of  my  American  colleagues  were  most  gra- 
cious in  helping  me  to  start. 

My  initial  modest  office  was  in  a two-family 
house  belonging  to  a midwife  whose  sign  “Mrs.  G., 
Graduate  of  Bellevue”  was  lit  up  during  the  night. 
However,  I had  to  change  to  a more  reputable 
quarters  within  a few  weeks  for  the  following  rea- 
son: I got  a call  from  a gentleman  who  wanted  to 
send  his  wife  to  me  because  of  her  severe  back 
pain,  but  after  learning  my  office  address  he  said, 

“I  w'ould  never  send  my  wife  to  a doctor  who  prac-  . 
tices  in  the  home  of  an  abortionist!”  A few  weeks 


later  I moved  out,  and  a month  later  she  went  to 
jail. 

One  of  my  first  patients  in  the  Montefiore  Hos- 
pital on  the  orthopedic  service  was  a gentleman 
who  was  seen  lying  on  his  back  because  of  severe 
sciatica  but  was  resting  quite  comfortably  in  his 
pajamas  in  bed.  After  obtaining  a right  patellar 
reflex,  I tried  to  elicit  the  left  patellar  but  in  spite 
of  repeated  reinforced  attempts  no  response  was 
forthcoming.  He  said  to  me,  “Doc,  you  don’t  have 
to  work  so  hard — my  left  leg  is  wooden.” 

We  still  had  cases  of  osteomyelitis  treated  in  the 
Hospital  for  Joint  Diseases  with  the  not  very  appe- 
tizing maggot  treatment  which  cleaned,  by  proteo- 
lytic action,  the  osteomyelitic  sinuses.  The  se- 
questra of  involved  bones  were  excised,  boiled,  and 
then  replaced  with  sulfanilamide  powder  into  the 
hone  cavity:  so-called  diaphysectomy.  Although 
the  results  were  somewhat  encouraging  we  fortu- 
nately did  not  have  to  continue  this  form  of  treat- 
ment after  antibiotics  arrived  on  the  scene. 

In  the  office  there  were  disappointments,  but  to 
a much  greater  extent  there  were  experiences  with 
devoted  and  grateful  patients  who  outnumbered 
the  never-satisfied  or  some  malingerers  who  were 
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not  infrequently  encouraged  by  their  overzealous 
lawyers. 

I was  also  not  spared  the  specter  of  malpractice 
suits.  One  woman  sued  for  $100  because  a sore  on 
her  leg  resulting  from  diathermy  tore  her  silk 
stockings.  Another  more  depressing  case  was  that 
of  a university  professor  with  a temporary  infec- 
tion after  ruptured  Achilles’  tendon  surgery  with  a 
complete  functional  recovery.  He  pressed  a suc- 
cessful suit,  and  after  receiving  several  thousand 
dollars  sent  me  a letter  of  thanks,  saying  that  he 
did  not  want  to  sue  or  inconvenience  me  but  only 
wanted  to  get  some  money  which  he  needed  be- 
cause his  Blue  Shield  insurance  did  not  pay  the 
full  amount. 

There  were  some  interesting,  and  famous,  pa- 
tients whom  I was  privileged  to  treat.  One  eve- 
ning I was  called  by  a former  patient  to  render 
emergency  treatment  to  a visiting  family  friend  in 
her  home  in  Harrison.  She  showed  me  to  the 
guest  room  where  a heavy  gentleman  was  lying  on 
his  stomach  and  asked  me  to  give  him,  immediate- 
ly, a strong  nerve  block  of  lidocaine  for  an  acutely 
painful  back,  such  treatment  having  given  him  re- 
lief before  from  his  recurrences  of  “slipped  disk.” 
Since  he  had  no  sensory  or  motor  changes  or  local 
paralumbar  spasm,  I obliged  with  his  request. 
Without  turning  his  face,  he  thanked  me  for  the 
injection  and  stated  he  would  now  be  able  to  fly  to 
Italy  the  next  morning.  His  host  accompanied  me 
to  my  car  and  I asked  him  who  this  gentleman  was; 
the  reply  was  that  it  was  Orson  Welles.  A few 
days  later  I learned  that  in  Rome  Mr.  Welles  came 
down  with  a case  of  shingles  in  the  lumbar  area, 
obviously  unresponsive  to  my  nerve  block! 

Another  patient  was  Mrs.  Minnie  Guggenheim, 
a most  enthusiastic  and  sparkling  personality,  the 
originator  and  benefactor  of  the  New  York  Stadi- 
um Concerts.  She  sat  in  my  office  one  day  telling 
my  nurse  that  she  wasn’t  yet  ready  to  see  the  phy- 
sician because  she  was  busy  lifting  several  facial 
wrinkles  with  Scotch  brand  tape. 

Another  personality  was  Fritz  Busch,  the  former 
conductor  of  the  Leipzig  and  Dresden  State  Opera 
and  Symphony  Orchestra,  who  later  became  con- 
ductor at  the  Metropolitan  Opera  and  the  Glynde- 
bourne  Festivals,  England.  I also  had  the  privi- 
lege of  singing  under  his  baton  in  the  chorus  in 
Beethoven’s  Ninth  Symphony  while  a medical 
student.  He  told  me  about  his  escape  from  Ger- 
many although  Hitler  and  Goering  were  most 
eager  that  he  stay  on  his  job  because  there  were 
very  few  good  Aryan  conductors.  He  wrote  to  the 
Minister  of  Art  one  day,  who  insisted  on  strictly 
German,  mostly  Wagnerian,  programs,  saying 
“After  reading  your  Fuehrer’s  Mein  Kampf  I 
learned  that  every  German  should  listen  to  the 
voice  of  his  blood;  knowing  that  you  have  been  a 
successful  manufacturer  of  manure,  will  you  please 
listen  to  your  own  filth  and  let  me  listen  to  my 
inner  voice!”  On  the  same  day  he  escaped  to 


France,  later  to  Argentina  and  then  Sweden,  and 
finally  returned  to  the  Metropolitan  Opera. 

One  other  famous  patient  was  Miss  Freud,  the 
sister  of  Sigmund  Freud.  She  was  a venerable, 
charming  lady  whom  I treated  conservatively  with 
hed  rest  and  nonweightbearing  for  a comminuted 
nondisplaced  hip  fracture.  Her  only  complaint 
was  constipation. 

Emanuel  Feuerman,  the  famous  cellist  who  died 
very  prematurely  at  the  age  of  thirty-seven  at  the 
peak  of  his  career,  called  me  one  day  and  asked  if  I 
would  play  with  him.  1 replied,  “I  am  such  a poor 
violin  player  I don’t  think  you  would  be  interested 
in  incorporating  me  in  your  quartet.”  His  answer 
was  “We  don’t  need  you  as  a violin  player,  we  need 
a fourth  man  for  bridge.” 

Another  cello  player,  Hans  Schuster,  the  first 
cellist  of  the  New  York  Philharmonic,  came  in  one 
day  complaining  of  a very  painful  shoulder.  I told 
him  this  probably  was  the  result  of  so  many  hours 
of  daily  practice.  “No,”  was  his  answer,  “it  only 
started  yesterday  after  I chopped  wood  for  two 
hours  at  my  new  country  home.” 

My  first  patient  after  opening  my  office  in 
Yonkers,  was  a police  officer  with  very  painful 
bursitis  of  his  shoulder.  He  felt  relieved  after  a 
local  injection,  but  toward  evening  his  wife  asked 
me  to  make  a house  call.  I was  so  concerned  with 
curing  him  and  achieving  a good  reputation  with 
the  police  department  that  I slept  in  his  room  to 
be  sure  he  would  be  better  the  next  day.  In  the 
meantime,  I was  almost  given  a ticket  for  over- 
night parking! 

One  patient,  after  receiving  corrective  arches, 
returned  to  the  office  complaining  of  discomfort 
and,  on  checking,  it  was  found  he  had  worn  the 
arch  supports  upside  down  with  the  left  support  in 
the  right  shoe  and  vice  versa.  After  proper  place- 
ment he  appeared  to  be  satisfied  but  called  me  a 
few  days  later  to  say  “Doctor,  I changed  them  back 
to  where  I had  them  before,  because  I felt  much 
more  comfortable  that  way.” 

A six-year-old  boy  with  a greenstick  fracture  of 
his  radius  which  needed  cast  immobilization  was 
told  by  his  mother  who  was  reading  a magazine 
that  he  should  go  into  the  treatment  room  alone. 
While  putting  on  the  cast  I asked  him  if  he  had 
any  pain  and  he  said  “No,  it  doesn’t  hurt  at  all.” 
After  the  cast  was  applied  he  returned  to  the  wait- 
ing room  and,  in  front  of  several  patients,  said 
“You  know,  this  is  a funny  doctor,  he  put  the  cast 
on  the  wrong  arm.”  Fortunately,  the  mother  took 
it  in  good  humor. 

Conclusion 

At  this  point  in  my  professional  life  I say  with 
humility  and  gratitude  that  I have  learned  more  in 
the  past  thirty-five  years  in  this  country  than  dur- 
ing the  first  fifteen  years  in  my  orthopedic  training 
in  Europe,  seeing  younger  colleagues  excelling  in 
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orthopedic  surgical  skills.  It  seems,  however,  that 
the  aspects  of  prevention  of  deformities  and  edu- 
cation for  straightness,  already  described  in  1771 
by  Andre  in  his  first  book  about  orthopedics,  are 
often  overlooked,  particularly  during  critical 
growth  periods,  and  adverse  environmental  influ- 
ences such  as  prolonged  sitting  and  occupational 
hazards  are  often  bypassed. 

The  prevention  of  “wear-and-tear  arthritis”  and 
discopathies,  postural  damages  frequently  causing 
chronic  low-back  syndrome,  and  the  specter  of 
premature  aging  (often  precipitated  by  socioeco- 
nomic restrictions)  are  still  posing  many  orthoped- 
ic problems  for  “Homo  sapiens  erectus  technicus, 
vintage  1974.” 

Epilogue 

I consider  myself  very  lucky  in  that  I was  not 
born  once  but  twice,  and  also  for  having  entered 
the  medical  scene  between  two  world  wars.  I was 
fortunate  in  sharing  the  benefits  of  the  spectacu- 
lar, undreamed-of,  therapeutic  opportunities  in 
general  and  in  orthopedic  practice  in  particular, 
plus  the  advent  of  antibiotics,  insulin,  steroids, 
polio  and  measles  vaccines,  chemotherapy,  blood 
replacement,  and  so  forth.  In  the  orthopedic  field 
I witnessed  the  amazing  results  of  joint  replace- 
ments and  internal  fixation  methods,  all  of  which 
changed  former  many  months-long  confinements 
in  hospital  and  home  to  much  shorter  periods  with 
early  ambulation,  lowering  morbidity  and  marked- 
ly enhancing  life  expectancy. 


Physician’s  staff  privileges 
not  renewed 

A private  hospital  which  refused  to  renew  a physi- 
cian’s staff  privileges  did  not  deny  him  due  process,  a 
federal  trial  court  in  West  Virginia  ruled. 

After  the  physician  had  been  notified  by  letter  that 
the  governing  board  of  the  hospital  had  recommended 
that  he  not  be  reappointed  to  the  hospital’s  medical 
staff  for  the  next  year,  the  physician  obtained  a tempo- 
rary injunction  restraining  the  hospital’s  action.  Later, 
the  injunction  was  vacated  and  the  federal  trial  court  or- 
dered the  hospital  to  grant  him  an  administrative  hear- 
ing. A hearing  was  held  before  a joint  conference  com- 
mittee, composed  of  five  physicians  and  five  laymen,  se- 
lected, organized  and  proceeding  pursuant  to  the  hospi- 
tal’s bylaws. 

The  charges  against  the  physician  involved  gross  er- 
rors in  medical  judgment  and  treatment,  performing 
surgical  procedures  beyond  his  hospital  privileges,  and 
failure  to  complete  required  hospital  data  and  record  in- 
formation as  to  patients  admitted  and  treated  by  him. 
The  committee  unanimously  agreed  that  the  physician’s 
courtesy  staff  privileges  at  the  hospital  not  be  renewed 
and  the  board  of  trustees  of  the  hospital  adopted  a reso- 
lution to  that  effect. 


The  older  physician  is  still  trying  to  discharge 
his  obligations.  Although  the  older  generation 
may  be  surpassed  in  some  respects,  it  is  not  in  atti- 
tude nor  in  personal  relationships  between  the 
physician,  the  patient,  and  the  family.  Here  the 
older  physician  has  to  be  more  sensitive  to  the  par- 
ticular needs  of  the  patient.  It  is  taken  for  grant- 
ed that  the  patient’s  local  condition,  if  treated 
skillfully,  is  considered  repaired;  yet,  it  is  not  to- 
tally healed  unless  he  has  been  given  total  individ- 
ual care.  There  is  also  the  basic  realization  that 
because  of  the  tremendous  increase  in  medical 
needs  and  the  complexity  of  practice,  a specialist 
who  is  working  alone  just  cannot  compete  with  an 
incorporated  group.  In  addition,  financial  and 
technical  benefits  of  group  insurance  are  geared  to 
much  greater  sectors  of  our  population,  with  over- 
all beneficial  results. 

However,  when  the  patient  has  been  checked 
out  and  the  orthopedic  condition  has  been  taken 
care  of,  many  personal  problems  remain  requiring 
complete  rehabilitation  of  the  patient  physically 
as  well  as  mentally. 

This  has  always  been  the  goal  of  the  family  phy- 
sician: his  idealism  and  personal  dedication  to  the 
patient  and  his  family  can  and  must  be  perpetuat- 
ed in  spite  of  the  impressive  results  of  orthopedic 
teamwork  in  an  age  of  advanced  techniques  and 
greater  knowledge. 

1 Greenridge  Avenue 
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The  hospital  then  moved  to  dismiss  the  action,  and 
the  physician  moved  to  file  an  amended  complaint.  Al- 
leging that  the  administrative  hearing  committee  was 
not  a fair  and  impartial  tribunal,  the  physician  said  that 
the  hearing  was  void.  The  trial  court  noted  the  doctrine 
of  necessity  in  administrative  law  and  said  that  it  would 
apply  here.  That  principle  does  not  permit  disqualifi- 
cation of  members  of  a hearing  panel  to  destroy  the  only 
tribunal  with  power  and  authority  to  conduct  the  hear- 
ing. The  record  disclosed  that  the  physician  had  been 
accorded  a lawfully  constituted  hearing  which  adequate- 
ly complied  with  constitutional  requirements,  the  court 
said. 

Moreover,  the  court  stated,  no  physician  has  a consti- 
tutional right  to  practice  medicine  in  a private  hospital. 
The  citizens  of  the  area  served  by  the  hospital  were  enti-  c 
tied  to  have  the  hospital  committee  make  the  sensitive 
and  critical  judgments  as  to  the  medical  competence  of 
the  medical  staff.  Once  that  judgment  was  made  and  > 
supported  by  substantial  evidence,  a court  will  not  sub- 
stitute its  judgment  for  that  of  the  committee. 

The  hospital’s  motion  to  dismiss  was  granted,  and  the 
physician’s  motion  to  amend  the  complaint  was  denied. — 
Duffield  v.  Memorial  Hospital  Association  of  Charles-  p 
ton,  361  F.  Supp.  398  (D.C.,  W.  Va.,  July  17,  1973)— The  , p 
Citation  28:  103  (Jan.  15)  1974. 
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In  colonial  times,  disease  was  the  verdict  of  Prov- 
idence, medicine  was  not  a branch  of  learning,  and 
anyone  could  set  up  as  “doctor”  and  reduce  frac- 
tures, lance  boils,  and  administer  potions.1  Mor- 
gan,2 addressing  the  College  of  Philadelphia  in 
1765,  exposed  the  ignorance  of  American  practi- 
tioners, and  was  the  most  eminent  of  trained  phy- 
sicians to  disapprove  of  the  colonial  healer’s  quali- 
fications and  methods  of  practice.3  Medicine  en- 
tered the  nineteenth  century  burdened  with  artifi- 
cial nosologic  schemes,  bewildering  theories,  and 
the  violent  depletion  therapy  of  eighteenth  centu- 
ry medicine.  Thomas  Jefferson  denounced  its 
fanciful  concepts  and  therapy,  little  different  from 
that  under  which  his  grandparents  had  suffered.4 
John  Stearns,  president  of  the  New  York  Medical 
Society,  in  1818  asserted,  “.  . . with  few  exceptions, 
practitioners  were  ignorant,  degraded,  and  con- 
temptible.” 5 

Formal  medical  instruction  was  conceived  in 
1765  by  John  Morgan,  brilliant  product  of  colonial 
and  European  education.1-2  The  high  standards 
of  admission  and  training  he  advocated  became 
casualties  of  the  American  Revolution  and  were 
not  revived  until  1893  at  the  Johns  Hopkins  Medi- 
cal School.  Europeans,  such  as  John  Fothergill, 
John  Lettsom,  John  Hunter,  and  P.  C.  A.  Louis, 
contributed  to  medical  education  in  America.6 
Medical  practice  regulations  were  rescinded  al- 
most everywhere  by  1850,  and  after  1840  profita- 
ble proprietary  medical  schools  appeared  and  mul- 
tiplied without  restriction.  Any  applicant  who 
paid  his  fees  was  assured  of  a diploma  although 
poorly  educated  and  ill-prepared  for  practice.7-8 
Stewart9  stated:  “Hundreds  become  phvsicians 


and  are  wholly  unfit  to  fulfill  their  duties  due  to  a 
faulty  system  of  education,”  and  there  is  “. . . great 
want  of  respect  and  regard”  by  the  public,  and  by 
the  legislatures  who  “.  . . destroy  every  barrier  of 
protection  essential  to  the  welfare  of  the  people.” 
Chapman10  declared:  “The  profession  once  ven- 
erated . . . has  become  corrupt  and  degenerate  .... 
Many  . . . unworthy  of  the  association,  either  by 
intellectual  culture  or  moral  discipline  . . . .”  Le- 
artus  Connor,  M.D.,  complained  that  the  profes- 
sion teemed  with  “.  . . incompetents  . . . moral  de- 
generates . . . pure  tradesmen,”  and  Happel11  de- 
nounced the  conduct  of  the  medical  department  of 
the  Army  in  the  invasion  of  Cuba  and  Puerto  Rico 
as  “the  disgrace  of  the  generation  and  of  the  civi- 
lized world.”  A guide  to  success  in  practice  went 
through  ten  editions  and  taught  how  to  make  a liv- 
ing rather  than  protection  of  public  health.12  R. 
D.  Arnold,  M.D.,  lamented:  “When  schools  are 

this  way  . . . are  we  not  fallen  upon  evil  ways?”  13 
William  H.  Welch,  M.D.,  appalled  by  contrast  with 
European  schools,  commented:  “Horrible  ...  no 

prospects  for  improvement,”  14  Billings15  wrote: 
“.  . . one-half  of  these  schools  have  no  sufficient 
reason  for  existence.”  The  entire  chapter  should 
be  read  for  an  interesting  interpretation  and  facts. 
Edwards16  wrote  that  anatomic  studies  depended 
on  the  services  of  professional  grave  robbers  until 
the  beginning  of  the  twentieth  century,  and  quot- 
ed an  editorial  published  in  the  Zanesville  Daily 
Courier,  November  18,  1878:  “In  all  parts  of  the 
country  are  established  medical  colleges.  Here 
collect  ignorant  professors  to  lecture  to  . . . igno- 
rant pupils  . . . ignorant  blockheads  who  sail  under 
the  name  of  physicians.”  Rothstein17  summa- 
rized: “No  one  who  has  read  the  comments  of  the 
leaders  of  the  profession  ...  or  who  had  perused 
the  truly  third-rate  journals  of  the  period  . . . can 
avoid  feeling  astonished  at  the  abysmal  ignorance, 
bizarre  practices,  and  general  incompetence  of  the 
lower  ranks  of  the  profession.”  Only  toward  the 
end  of  the  century  was  action  taken  to  purify  the 
medical  press  of  nostrum  advertisements.18  Bill- 
ings19 alone  expressed  moderate  commendation: 
“The  most  important  improvements  . . . have  been 
chiefly  in  surgery  . . . ligation  of  larger  arteries  . . . 
removal  of  abdominal  tumors  . . . diseases  and  in- 
juries peculiar  to  women  ....  Above  all  the  uses  of 
anaesthetics  . . . .”  Not  until  Flexner’s7  dramatic 
Bulletin  number  4 of  the  Carnegie  Fund  for  the 
Advancement  of  Education  was  published  in  1910 
were  these  schools  liquidated  or  elevated. 

Medical  research  in  the  nineteenth  century  was 
practically  nonexistent.  In  1840,  Samuel  Jackson, 
M.D.,  expressed  despair  to  the  graduating  class  of 
the  University  of  Pennsylvania  Medical  School  be- 
cause there  was  no  interest  in  experimentation.20 
Welch  insisted  that  the  teacher  should  be  “an  in- 
vestigator capable  of  importing  the  spirit  of  inves- 
tigation.” 14  Struik21  and  Richmond22  claimed  re- 
search was  done  in  botany,  zoology,  geology,  and 
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astronomy  by  scientists,  one-half  of  whom  were 
physicians  such  as  the  distinguished  botanist  Asa 
Gray.  Sigerist23  believed  that  there  were  some 
isolated  examples  of  individual  research  without 
necessary  equipment.  Holmes8  denied  research  is 
the  business  of  the  physician,  and  insisted  his  duty 
is  to  practice,  heal  the  sick,  prolong  life,  avert  dis- 
ease, and  diminish  suffering. 

In  contrast,  Europe  in  the  nineteenth  century 
made  notable  progress  in  medical  education  and 
laboratory  science:  P.  C.  A.  Louis,  M.D.,  inaugu- 
rated an  era  of  related  clinical,  pathologic,  and  sta- 
tistical studies24;  Leopold  Auenbrugger  and  Rene 
Laennec  invented  diagnostic  tools;  Schleiden  and 
Schwann,  in  1833,  announced  the  Cell  Theory; 
Francis  Bichat  elaborated  tissue  pathology,  and,  in 
1858,  Rudolf  Virchow  developed  cellular  patholo- 
gy. John  Hunter  created  scientific  surgery,  Rob- 
ert Koch  and  Louis  Pasteur  announced  the  “Germ 
theory”  in  1880,  and  Sir  Joseph  Lister  introduced 
antisepsis  soon  after.  American  students  flocked 
to  France  for  clinical  instruction  and  to  Germany 
for  laboratory  and  research  training.  Justus  Von 
Liebig,  who  replaced  romantic  German  medicine, 
Naturphilosophie,  with  experimental  science,  was 
one  of  several  to  accept  American  students  who 
subsequently  returned  to  build  American  science 
and  become  its  teachers  and  researchers.25  Welch 
set  up  the  first  pathology  laboratory  in  1878  at 
Bellevue  Hospital,  and  he  with  T.  Mitchell  Prud- 
den  were  the  only  physicians  working  in  bacteriol- 
ogy. At  Johns  Hopkins  University  Medical 
School,  which  he  joined  in  1884,  he  gave  the  first 
courses  in  pathology  and  bacteriology  in  the  coun- 
try.14 Henry  P.  Bowditch  established  at  Harvard 
Medical  School  the  first  laboratory  of  experimen- 
tal physiology.  Formerly,  physiology  was  taught 
in  the  lecture  room.26 

Secondary  role  of  science 

When  the  nineteenth  century  opened  on  the 
new  nation,  whites  who  were  not  taxpayers  or 
landowners  were  disfranchised,  science  in  feudal- 
agricultural  South  was  in  the  service  of  slavery,27 
and  education  was  unimportant.28  Disease  was  a 
serious  challenge,  malaria  in  the  south  and  frontier 
settlements,  high-mortality  smallpox  until  1870, 
cholera  epidemics,  gastroenteritis  in  the  summer, 
respiratory  disease  in  the  winter,  and  tuberculosis 
in  all  seasons.  The  apathy  in  medical  research  in 
the  nineteenth  century  has  puzzled  medical  histo- 
rians.8,21’25 Sigerist23  had  a simple  explanation: 
“Whoever  gave  up  money-making  to  live  for 
science  was  considered  a crank.”  Shryock5 
thought  a more  complex  explanation  may  be  found 
in  “.  . . changes  in  the  nature  of  science  and  in  the 
composition  of  society,”  implying  a period  of  tran- 
sition. Williams29  wrote  me  a personal  communi- 
cation; “If  you  put  laissez-faire  outlook  in  the  con- 
text of  a continent  to  open,  tame,  and  then  ex- 


plore, I do  not  find  it  particularly  difficult  to  see 
why  basic  research  failed  to  attract  much  inter- 
est.” However,  survey  of  the  social,  economic, 
cultural,  medical,  and  political  forces  of  the  nine- 
teenth century  is  helpful  toward  understanding 
this  barren  era. 

The  Industrial  Revolution,  which  started  when 
a cotton  mill  in  New  England  acquired  a machine 
in  1800  to  replace  manpower,  upset  the  social 
structure  and  transformed  a handicraft  agricultur- 
al economy,  based  on  mercantilism,  into  the  lead- 
ing nation  of  the  twentieth  century.4,30  Its 
achievement  required  limitless  laissez-faire  in  the 
nineteenth  century  and  a civil  war  and  in  its 
course  gave  rise  to  factories,  slums,  health  prob- 
lems, grave  social  disorder,  immense  wealth  to  a 
few,  the  growth  of  giant  corporations,  and  a gov- 
ernment, weak  and  inefficient,  which  became  an 
agent  of  widespread  corruption.  It  introduced  an 
era  of  dollar  values,  sudden  and  corrupt  wealth,  “a 
period  of  deep  moral  decay.”  31  Extensive  rail- 
road construction  which  spanned  a continent  and 
opened  transportation  facilities  for  raw  materials 
and  finished  products,  also  generated  shady  specu- 
lation, ruthless  plunder  of  people  and  government, 
stock  manipulation,  the  Credit  Mobilier  swindle, 
and  bestowal  by  a discredited  congress  of  200  mil- 
lion acres  of  land  in  1873. 

The  administration  of  Andrew  Jackson  extolled 
the  credo  of  individualism,  laissez-faire,  granted 
universal  suffrage  for  white  men,  and  facilitated 
the  practice  of  medicine  without  providing  public 
protection.  Sects  emerged  reflecting  public  disaf- 
fection with  disreputable  medical  education  and 
practices.  Social  reform  movements  sprang  up  for 
human  rights  for  all,  abolition  of  slavery,  and  revo- 
cation of  laws  prejudicial  to  women.5,28  J.  Orville 
Taylor,  an  educator,  reported  that  of  60,000  teach- 
ers in  the  United  States  in  1873,  not  even  100 
qualified,  and  “nothing  is  taught  to  make  a man 
. . . hence  we  have  quacks  in  medicine.”  28  Rev. 
Breckenridge  added  “of  4.5  million  children  in  the 
country,  1 million  were  deprived  of  education.” 
Laissez-faire,  about  1816  to  1898,  exalted  the  self- 
made  man  and  denigrated  education.  The  respect 
for  the  practical  man  was  evident  in  the  attitude 
towards  Welch  who,  striving  for  scientific  respect- 
ability, was  regarded  as  a “lab  man,”  too  incompe- 
tent to  practice.14  We  were  traveling  fast  in  the 
nineteenth  century:  new  frontiers  to  open,  the 

West  to  conquer,  the  vast  unexplored  resources  to 
exploit,  immense  economic  opportunities  to  grasp, 
fortunes  to  be  made,  and  riches  to  gather  in  quick- 
ly. Gold  was  discovered  in  Sacramento,  Califor- 
nia, in  1848,  and  precipitated  a savage  gold  rush.32 

The  Civil  War,  a victory  of  industry  over  an  ag- 
ricultural-slave society,  guaranteed  human  free- 
dom, dignity,  and  justice  with  constitutional 
amendments,  stimulated  mass-production-indus- 
tries, such  as  guns,  war  materials,  and  uniforms, 
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actuated  capital  expansion  with  war  profits,  en- 
couraged industrial  technologic  progress,  and  gave 
birth  to  new  forms  of  business  corporations  in 
which  small  investors  participated.13-16  Rapid  in- 
crease in  the  number  of  factories  gave  rise  to  ur- 
banization, slums,  congested  tenements,  squalor, 
dirt,  and  disease.32  The  five  years  from  1873  to 
1878  was  a dismal  story  of  the  nation’s  first  mod- 
ern depression.33  The  American  Public  Health 
Association,  organized  in  1872  for  the  “cause  of 
humanity  and  the  science  of  public  health,”  was  a 
reaction  to  the  alarming  spread  of  disease  in  tene- 
ment dwellers.34-35 

The  post-Civil-War  period  was  steeped  in  brib- 
ery, corruption,  evils  of  the  spoils  system,  raiding 
of  the  government  treasury,  fraudulent  mining 
schemes,  the  whiskey  and  Tweed  rings  of  New 
York  City,  a period  fatal  to  creative  talent  and  a 
triumph  of  laissez-faire  that  reached  only  for 
money,  power,  and  unchecked  free  enterprise. 
James  Russell  Lowell,  in  1876,  asked,  “Is  ours  a 
government  . . . for  knaves  . . .?”  Mark  Twain  in 
1871  published  the  great  novel  of  the  century,  The 
Gilded  Age,  which  portrayed  the  social  structure, 
new  plutocrats,  corrupt  politicians,  and  congres- 
sional plunderers.  The  Beards31  wrote:  “There 

were  three  millionaires  in  the  United  States  in 
1861  . . . and  thirty-eight  hundred  in  1897;  and  the 
swiftness  of  their  accumulation  outrivaled  all  pre- 
vious achievements  in  the  history  of  lucre.” 

Faculties  and  trustees  of  universities  lacked 
funds,  facilities,  or  interest  in  medical  education 
and  laboratory  training  and  favored  law,  theology, 
and  humanities.21-25  There  was  public  contempt 
for  most  physicians,  opposition  to  vivisection  and 
dissection,  limited  hospital  clinical  facilities,  and 
hostility  of  clergy  who  supported  quacks,  their 
methods,  and  therapy. 4-21-25-30  Science  had  little 
status  and  scientists  meagre  prestige.  The  first 
university-sponsored  biologic  laboratory  was 
equipped  in  1876  for  Newell  Martin  by  Johns 
Hopkins  University,  which  also  inaugurated  re- 
search programs  in  1893. 7-23 

The  government’s  apathy  was  due  to  occupation 
with  expansion.21-25  The  National  Academy  of 
Sciences  was  an  advisory  agency  during  the  Civil 
War  and  remained  largely  inactive.  The  National 
Research  Council  was  founded  in  1916  and  the  Of- 
fice of  Scientific  Research  and  Development  in 
1940. 

Conditions  of  medicine 

Physicians  too  were  guilty  of  indifference.  Per- 
cussion was  neglected  until  recalled  by  Jean  Corvi- 
sart  fifty  years  later,  the  stethoscope  was  first 
mentioned  in  the  1868  catalogue  of  Harvard  Medi- 
cal School,  and  Holmes8  was  ridiculed  when  he 
published  a paper  in  1843,  five  years  before  Sem- 
melweis,  on  the  contagiousness  of  puerperal  fever. 
Billings10  thought  “The  John  Hunter  and  Virchow 
of  the  United  States  had  not  yet  given  any  sign  of 


existence.”  However,  although  there  were  no 
epoch-making  discoveries,  isolated  individuals 
without  laboratory  or  training  made  lasting  contri- 
butions.36 

William  Beaumont  isolated  gastric  juice,  dem- 
onstrated digestion  outside  the  stomach,  showed  it 
functioned  through  action  of  hydrochloric  acid, 
identified  with  assistance  from  Robley  Dunglison 
of  the  University  of  Virginia  and  James  Silliman  of 
Yale.37  Rene  de  Reaumur  and  Lazzara  Spallanza- 
ni removed  gastric  juice  from  birds  and  animals. 
In  1803,  J.  R.  Young  of  Hagerstown,  Maryland, 
first  American  laboratory  worker,  extracted  juice 
from  bullfrogs.  In  1824,  William  Prout  proved  the 
presence  of  hydrochloric  acid,  and  Theodor 
Schwann  isolated  pepsin  in  gastric  juice. 

Daniel  Drake,  tall,  thin,  and  eloquent,  pioneered 
medical  education  in  the  Ohio  Valley.36  He  wrote 
The  Principal  Diseases  of  the  Interior  Valley  of 
North  America  in  1830,  encompassing  history,  to- 
pography, anthropology,  geology,  meteorology, 
oceanography,  botany,  politics,  and  diseases  of  the 
region.  He  believed  “Medicine  is  a physical 
science  but  a social  profession,”  and  all  his  life  the 
social  side  of  medicine  had  the  greatest  appeal. 

The  practice  of  surgery  was  illuminated  by  some 
brilliant  men.  Ephraim  Me  Dowell,  6 feet  tall, 
with  tiny  brilliant  eyes  and  huge  nose,  leading  sur- 
geon of  the  Kentucky  frontier,  performed  the  first 
ovariotomy  in  1809. 36  James  M.  Sims  successfully 
operated  for  vesicovaginal  fistula  in  1852,  and  de- 
scribed a position  to  facilitate  vaginal  expansion 
with  air.  R.  H.  Fitz,  Boston  pathologist  and  pupil 
of  Virchow',  described  acute  pancreatitis  and  ap- 
pendicitis in  1886.  Halsted  introduced  surgical 
gloves  and  developed  neuroregional  anesthesia 
with  cocaine.38  Valentine  Mott  performed  aneu- 
rysm surgery,  and  J.  S.  Bobbs  removed  gallstones. 

The  elimination  of  pain  with  ether,  for  use  in 
surgery,  was  an  historic  contribution  to  medicine 
by  the  United  States.38  Tall,  handsome,  Crawford 
Long  of  Georgia,  in  his  twenties,  was  the  first  to 
use  ether  in  surgery  in  1842,  and  a young  dentist 
and  Harvard  medical  student,  William  Morton, 
successfully  introduced  surgical  anesthesia  to  the 
world  in  1846.  Gas  was  discovered  in  1800,  and 
chloroform  in  1831  by  Samuel  Gutherie,  an  Ameri- 
can. Holmes8  suggested  the  terms  anesthesia  and 
anesthetic. 

Clinical  medicine  was  enriched  with  description 
of  Huntington’s  chorea,  Horner’s  syndrome,  de- 
scribed by  S.  Weir  Mitchell  in  1864, 39  Koplik’s 
spots,  Me  Burney’s  point,  Osier’s  nodes,  and 
Flint’s  murmur.  E.  Rexford  described  coccidioi- 
domycosis in  California,  W.  WT.  Gerhard  in  1837 
differentiated  typhus  from  typhoid,  J.  C.  Otto  rec- 
ognized hereditary  features  of  hemophilia,  John 
Abel  isolated  adrenaline,  and  John  Leidy  discov- 
ered trichinella  spiralis  in  hogs. 

In  the  last  decade  of  the  nineteenth  century,  a 
stronger,-  more  efficient  government  gradually 


June  1974/New  York  State  Journal  of  Medicine  1073 


abandoned  laissez-faire.40,41  Le.Fanu,42  inter- 
estingly, accounts  for  a period  of  stagnation  in  En- 
glish medicine  from  1700  to  1750  because,  . . all 
was  individualism  and  laissez-faire,”  and  Sir 
George  Clark  to  “the  prevailing  political  atmo- 
sphere.” The  American  physician  at  the  century’s 
end  improved  his  diagnostic  and  observational 
skills  with  thermometer,  stethoscope,  opthalmo- 
scope,  laryngoscope,  sphygmomanometer,  chemi- 
cals to  detect  albumin  and  sugar  in  urine,  and  a 
microscope  for  white  count  and  to  identify  malari- 
al parasites. 

American  medicine  was  finally  ready  to  enter  an 
era  of  accelerated  medical  and  scientific  research 
in  the  twentieth  century. 

140  Greenway  North 
Forest  Hills,  New  York  11375 
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FIGURE  1.  Hu-Tzu  or  urinal,  greenware,  Wu  Dynasty  251 
A.D.,  16  by  20.1  cm.  (From  Akiyama,  A.,  et  at.:  Arts  of 
China:  Neolithic  Cultures  to  the  T'ang  Dynasty,  1970. 

Reproduced  with  permission  from  Kodansha  International/ 
U.S.A.,  Ltd.,  Palo  Alto,  California.) 


It  is  of  interest  to  trace  the  antiquity  of  medical 
appliances  to  see  how  little  they  changed  through- 
out the  centuries.  An  excellent  example  is  found 
in  the  everyday  ceramics  of  ancient  China.  The 
example  selected  is  a Hu-Tzu,  a urinal,  which 
dates  from  the  Wu  Dynasty  251  A.D.  (Fig.  1). 
This  colorful  greenware  type  of  ceramic  was  exca- 
vated in  Chao-shih-kang,  a district  of  ancient 
Nanking.  Its  popular  greenware’s  color  was  due 
to  copper  oxide  in  a low  fire  of  lead  glaze.  Be- 
cause of  centuries  of  burial,  the  urinal  acquired  a 
glorious  iridescence.  Although  it  is  much  more 
colorful,  its  shape  is  exactly  like  the  dull  but  ser- 
viceable metal  containers  now  used  throughout 
hospitals.  Its  functional  design,  then,  remains  the 
same  today  and  has  an  added  quality  of  prevent- 
ing nickel  dermatitis  in  nickel-sensitive  patients. 
Nickel  dermatitis  of  the  penis  and  perineal  areas 


as  well  as  bedpan  dermatitis  have  been  observed  in 
nickel-sensitive  patients.  Even  though  this  an- 
cient urinal  had  a lead  glaze,  lead  toxicity  would 
not  be  a factor  unless  the  urine  was  used  for  topi- 
cal medications. 

Summary 

An  ancient  Chinese  ceramic  urinal  is  described 
with  the  same  functional  design  as  today.  This 
ceramic  material  would  not  cause  nickel  dermatitis 
of  the  penis  and  perineal  area  observed  in  nickel- 
sensitive  patients  who  use  the  current  metallic  uri- 
nals. 

Cincinnati  General  Hospital 
Department  of  Dermatology 
Building  A,  Room  301 
Cincinnati,  Ohio  45229 


No  damages  for  cost  of  child 
born  after  unsuccessful  vasectomy 

A man  and  wife  who  sought  $28,000  (the  estimated 
cost  of  rearing  a child)  born  after  an  unsuccessful  vasec- 
tomy were  denied  recovery  of  damages  by  a California 
jury. 

The  man  and  wife  contended  that  a physician  was 
negligent  in  performing  the  operation  and  that  he  did 
not  tell  them  that  recanalization  was  possible.  The 


physician  said  he  used  proper  technique  and  that  the 
husband  and  wife  were  told  of  the  ramifications  of  the 
procedure.  He  said  that  the  husband  failed  to  return 
for  a sperm  check. 

The  man  and  wife  said  that  their  standard  of  living 
was  reduced  because  of  the  new  child.  They  also  al- 
leged that  they  had  emotional  distress.  The  jury  ver- 
dict for  the  physician  was  unanimous. — Westergaard  v. 
Turbow  (Cal.  Super.  Ct.,  Orange  Co.,  Docket  No. 
176011,  May  10,  1973)— The  Citation  28:  65  (Dec.  15) 
1973. 
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Obituaries 


David  Anchel,  M.D.,  of  Hallandale,  formerly  of  Rock- 
ville Centre,  died  on  March  7 at  the  age  of  seventy-two. 
Dr.  Anchel  graduated  in  1926  from  New  York  Homeopa- 
thic Medical  College  and  Flower  Hospital.  Retired,  he 
had  been  a consulting  psychiatrist  at  Long  Beach  Me- 
morial Hospital.  Dr.  Anchel  was  a member  of  the 
American  Psychiatric  Association,  the  Nassau  Academy 
of  Medicine,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herta  Heilborn  Baruch,  M.D.,  of  Forest  Hills,  died  on 
March  3 at  the  age  of  seventy.  Dr.  Baruch  received  her 
medical  degree  from  the  University  of  Bonn  in  1939. 
She  was  an  adjunct  in  anesthesiology  at  Jewish  Hospital 
and  Medical  Center  of  Brooklyn  and  chief  of  anesthesi- 
ology at  Greenpoint  Hospital.  Dr.  Baruch  was  a Diplo- 
mate  of  the  American  Board  of  Anesthesiology,  a Fellow 
of  the  American  College  of  Anesthesiologists,  and  a 
member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  State  Society  of  Anesthesiologists, 
the  New  York  Academy  of  Medicine,  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Max  Bernstein,  M.D.,  of  New  York  City,  died  on 
March  19  at  the  age  of  eighty-eight.  Dr.  Bernstein 
graduated  in  1906  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a member  of  the 
American  Public  Health  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ion  D.  Cocioba,  M.D.,  of  New  York  City  and  North- 
port,  died  on  March  18  at  the  age  of  sixty.  Dr.  Cocioba 
received  his  medical  degree  from  the  University  of  Bu- 
charest in  1937.  He  was  an  attending  physician  in  bac- 
terial genetics  at  Beth  Israel  Medical  Center  and  an  as- 
sistant attending  physician  in  internal  medicine  at 
French  and  Polyclinic  Medical  School  and  Health  Cen- 
ter. Dr.  Cocioba  was  a member  of  the  New  York  Acade- 
my of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Cohen,  M.D.,  of  Schenectady,  died  on  February  9 
at  the  age  of  sixty-seven.  Dr.  Cohen  graduated  in  1932 
from  Tufts  University  School  of  Medicine.  He  was  an 
attending  orthopedic  surgeon  at  Ellis,  and  St.  Clare’s 
Hospitals  and  at  Sunnyview  Hospital  and  Rehabilita- 
tion Center.  Dr.  Cohen  was  a Diplomate  of  the  Ameri- 
can Board  of  Orthopedic  Surgery,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the  Schenectady 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Nathaniel  Copulsky,  M.D.,  of  Brooklyn,  died  on 
March  10  at  the  age  of  seventy-three.  Dr.  Copulsky  re- 
ceived his  medical  degree  from  the  University  of  Bern  in 
1935.  He  was  a member  of  the  American  Academy  of 
Family  Practice,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

George  Linden  Fair,  M.D.,  of  Syosset,  died  on  March 
17  at  the  age  of  seventy-three.  Dr.  Fair  graduated  in 
1925  from  the  University  of  Toronto  Faculty  of  Medi- 
cine. He  was  an  adjunct  surgeon  at  Huntington  Hospi- 
tal. Dr.  Fair  was  a Fellow  of  the  International  College 
of  Surgeons  and  a member  of  the  Aerospace  Medical  As- 
sociation, the  Nassau  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Anthony  Flandina,  M.D.,  of  Buffalo,  died  on  October 
27,  1973.  Dr.  Flandina  graduated  in  1919  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 

Karl  Harpuder,  M.D.,  of  The  Bronx,  died  on  April  5 at 
the  age  of  eighty.  Dr.  Harpuder  received  his  medical 
degree  from  the  University  of  Munich  in  1917.  He  was 
a consulting  physician  in  physical  medicine  and  rehabil- 
itation at  Montefiore  Hospital  and  Medical  Center.  Dr. 
Harpuder  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Diplomate  of  the  American  Board  of 
Physical  Medicine  and  Rehabilitation,  and  a member  of 
the  American  Academy  of  Physical  Medicine  and  Reha- 
bilitation and  the  New  York  Society  for  Physical  Medi- 
cine and  Rehabilitation  (and  a former  president). 

Gerald  B.  Harrigan,  M.D.,  of  Great  Neck,  died  on  Jan- 
uary 18  at  the  age  of  sixty-seven.  Dr.  Harrigan  gradu- 
ated in  1932  from  the  University  of  Wisconsin  Medical 
School.  He  was  a staff  surgeon  at  North  Shore  Hospi- 
tal. Dr.  Harrigan  was  a member  of  the  American  Acad- 
emy of  Family  Practice,  the  American  Public  Health  As- 
sociation, the  Nassau  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Lawrence  E.  Henderson,  M.D.,  of  Watertown,  died  on 
March  25  at  the  age  of  seventy-eight!  Dr.  Henderson 
graduated  in  1920  from  Indiana  University  School  of 
Medicine.  He  was  a consulting  ophthalmologist  at 
Good  Samaritan  and  Mercy  Hospitals.  Dr.  Henderson 
was  a Diplomate  of  the  American  Board  of  Ophthalmol- 
ogy and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Jefferson  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Martin  Francis  Hession,  M.D.,  of  The  Bronx,  died  on 
March  18  at  the  age  of  seventy-nine.  Dr.  Hession  grad- 
uated in  1924  from  Cornell  University  Medical  College. 
He  was  a member  of  the  Bronx  County  Medical  Society, 
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the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Cary  Lambert,  M.D.,  of  Buffalo,  died  on 
March  16  at  the  age  of  fifty-eight.  Dr.  Lambert  gradu- 
ated in  1942  from  Harvard  University  Medical  School. 
He  was  an  attending  pediatrician  at  Children’s  Hospital. 
Dr.  Lambert  was  a Diplomate  of  the  American  Board  of 
Pediatrics  (Pediatric  Cardiology)  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Michael  Lipari,  M.D.,  of  Oneonta,  died  on  July  22, 
1973.  Dr.  Lipari  graduated  in  1937  from  Long  Island 
College  of  Medicine.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Preventive  Medicine,  Inc.  (Public  Health), 
a Fellow  of  the  American  College  of  Preventive  Medi- 
cine, and  a member  of  the  American  Public  Health  As- 
sociation and  the  New  York  State  Academy  of  Preven- 
tive Medicine. 

Benjamin  Joseph  Margolius,  M.D.,  of  The  Bronx, 
died  on  December  20,  1973,  at  the  age  of  eighty.  Dr. 
Margolius  graduated  in  1918  from  University  and  Belle- 
vue Hospital  Medical  College.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Francis  X.  Marinaro,  M.D.,  of  Greenwood  Lake,  died 
on  August  25,  1973,  at  the  age  of  eighty-six.  Dr.  Mari- 
naro graduated  in  1908  from  Long  Island  College  Hospi- 
tal. 

Ruth  M.  Martin,  M.D.,  of  Cohecton  Center,  died  on 
May  7,  1973.  Dr.  Martin  graduated  in  1936  from  the 
University  of  Buffalo  School  of  Medicine. 

Joseph  Franklin  Montague,  M.D.,  of  New  York  City, 
died  on  February  6 at  the  age  of  seventy -eight.  Dr. 
Montague  graduated  in  1917  from  University  and  Belle- 
vue Hospital  Medical  College.  He  was  a Fellow  of  the 
International  College  of  Surgeons,  a Fellow  of  the  Amer- 
ican College  of  Gastroenterology,  and  a member  of  the 
American  Public  Health  Association,  the  American  So- 
ciety of  Tropical  Medicine  and  Hygiene,  the  American 
Geriatrics  Society,  the  Society  of  Nuclear  Medicine,  the 
New  York  Pathological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Irving  W.  Ponemon,  M.D.,  of  Sarasota,  Florida,  for- 
merly of  Jamaica,  died  on  August  22,  1973,  at  the  age  of 
seventy-eight.  Dr.  Ponemon  graduated  in  1919  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. Retired,  he  had  formerly  been  a consulting 
roentgenologist  at  Mary  Immaculate  Hospital.  Dr.  Po- 
nemon was  a Diplomate  of  the  American  Board  of  Radi- 
ology (Roentgenology)  and  a member  of  the  Radiologi- 
cal Society  of  North  America,  Ire.,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Alfred  J.  Raphael,  M.D.,  of  Elmont,  died  on  March  14 


at  the  age  of  sixty-one.  Dr.  Raphael  graduated  in  1940 
from  the  Royal  College  of  Physicians  and  Surgeons  of 
Edinburgh  and  was  also  a Licentiate  of  the  Royal  Facul- 
ty of  Physicians  and  Surgeons  of  Glasgow.  He  was  an 
assistant  (inactive)  physician  at  Queens  Hospital  Cen- 
ter. Dr.  Raphael  was  a member  of  the  American  Acade- 
my of  Family  Practice,  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  F.  Rooney,  Jr.,  M.D.,  of  Flushing,  died  on  March 
17  at  the  age  of  sixty-two.  Dr.  Rooney  graduated  in 
1938  from  Long  Island  College  of  Medicine.  He  was  an 
attending  physician  at  Flushing  Hospital  and  Medical 
Center  and  an  attending  cardiologist  at  Flushing  Hospi- 
tal and  Medical  Center  Outpatient  Department.  Dr. 
Rooney  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Arthur  Abraham  Scheer,  M.D.,  of  New  York  City, 
died  on  March  11  at  the  age  of  seventy-two.  Dr.  Scheer 
graduated  in  1925  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a Fellow  of  the  Inter- 
national College  of  Surgeons  and  a member  of  the 
American  Geriatrics  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Benjamin  Seidenberg,  M.D.,  of  Oswego,  died  on  Sep- 
tember 25,  1973,  at  the  age  of  sixty-one.  Dr.  Seidenberg 
graduated  in  1937  from  Syracuse  University  College  of 
Medicine.  He  was  a Fellow  of  the  American  College  of 
Anesthesiologists  and  a member  of  the  Oswego  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Raymond  Warden  Smith,  M.D.,  of  Hempstead,  died 
on  March  24  at  the  age  of  seventy.  Dr.  Smith  graduated 
in  1930  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  honorary  member  of  the 
medical  staff  at  Nassau  Hospital.  Dr.  Smith  was  a 
member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Soley,  M.D.,  of  New  York  City,  died  on  March  15 
at  the  age  of  eighty-four.  Dr.  Soley  graduated  in  1914 
from  Cornell  University  Medical  College.  He  was  a Fel- 
low of  the  American  College  ot  Chest  Physicians  and  a 
member  of  the  American  Thoracic  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New'  York,  and  the  American  Medical  Asso- 
ciation. 

Samuel  Gordon  Somers  M.D.,  of  Brooklyn,  died  on 
August  10,  1973.  Dr.  Somers  received  his  medical  de- 
gree from  the  University  of  Berlin  in  1934. 

Frederick  Spector,  M.D.,  of  Long  Beach  and  Brook- 
lyn, died  on  March  30  at  the  age  of  fifty-seven.  Dr. 
Spector  graduated  in  1940  from  Chicago  Medical  Col- 
lege. He  was  director  of  pathology  at  Long  Beach  Me- 
morial Hospital  and  an  attending  pathologist  at 
Brookdale  Hospital  Center.  Dr.  Spector  was  a Diplo- 
mate of  the  American  Board  of  Pathology  (Pathologic 
Anatomy);  a Fellow  of  the  College  of  American  Patholo- 
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gists,  and  a member  of  the  American  Society  of  Clinical 
Pathologists,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jeanette  Russell  Stobo,  M.D.,  of  Saranac  Lake,  died 
on  May  19,  1973.  Dr.  Stobo  graduated  in  1918  from 
Cornell  University  Medical  College. 

William  Smith  Tillet,  M.D.,  of  New  York  City,  died  on 
April  4 at  the  age  of  eighty-one.  Dr.  Tillet  graduated  in 
1917  from  Johns  Hopkins  University  School  of  Medi- 
cine. He  was  a consulting  physician  at  Bellevue  and 
University  Hospitals.  Dr.  Tillet  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of 
the  American  Society  for  Clinical  Investigation,  the  So- 
ciety for  Experimental  Medicine  and  Biology,  and  the 
New  York  Academy  of  Medicine. 

Jacob  Urdang,  M.D.,  of  Brooklyn,  died  on  February  26 


at  the  age  of  eighty-five.  Dr.  Urdang  graduated  in  1911 
from  Long  Island  College  Hospital.  He  was  an  honor- 
ary orthopedist  at  Lefferts  General  Hospital.  Dr. 
Urdang  was  a member  of  the  American  Board  of  Legal 
Medicine,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Abraham  Weber,  M.D.,  of  Forest  Hills,  died 
on  October  7,  1973.  Dr.  Weber  graduated  in  1921  from 
the  Long  Island  College  Hospital.  He  was  a member  of 
the  American  Geriatrics  Society. 

Frederick  B.  Weil,  M.D.,  of  Jackson  Heights,  died  on 
January  31  at  the  age  of  eighty-two.  Dr.  Weil  gradu- 
ated in  1917  from  the  University  of  Heidelberg.  He  was 
a Fellow  of  the  American  College  of  Allergists  and  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Ada  Chree  Reid,  M.D. 

Ada  Chree  Reid,  M.D.,  former  member  of  the  Medical  Society  of  the  State  of  New  York  and  former  vice  presi- 
dent of  the  Physicians  Home  of  the  Medical  Society,  died  Thursday,  May  2,  1974,  in  Norwich,  Connecticut,  at 
the  age  of  seventy-nine.  She  had  been  head  of  the  cardiac  clinic  of  the  New  York  Infirmary  and  served  on  the 
medical  staff  of  the  Metropolitan  Life  Insurance  Company  from  1935  to  1956.  A recipient  of  the  Elizabeth 
Blackwell  citation  for  her  work  in  tuberculosis  control,  Dr.  Reid  was  a past  president  of  the  Medical  Women’s 
International  Association,  editor  emeritus  of  the  Journal  of  the  American  Medical  Women's  Association,  and  a 
member  of  the  executive  committee  of  the  American  Women’s  Hospitals  Service.  She  was  a graduate  of  Bar- 
nard College  and  Cornell  University  Medical  College. 


Correction 


In  the  February,  1974  issue  of  the  New  York  State  Journal  of  Medicine,  a Symposium  was  published,  pages  360  to 
377  inclusive.  This  excellent  program  was  presented  under  the  auspices  of  the  Section  of  Psychiatry,  James  E. 
Kappa,  M.D.,  Chairman  and  Moderator,  and  the  Section  on  Family  and  General  Practice,  and  represented  a joint 
meeting. 

In  error,  the  footnote  failed  to  note  the  important  participation  of  the  Section  of  Psychiatry  and  James  E.  Rappa, 
M.D.,  in  particular.  We  wish  to  express  our  regrets  for  this  human  error. 
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Medical  News 


Committee  cites  minibike 
dangers 

The  American  Academy  of  Pediatrics’  Joint  Commit- 
tee on  Physical  Fitness,  Recreation,  and  Sports  Medi- 
cine has  urged  parents  to  “hold  firm  in  their  refusal  to 
allow  their  children  the  inescapable  risk-taking  involved 
in  owning  and/or  operating  a minibike.” 

In  a statement  on  minibike  safety,  the  Joint  Commit- 
tee said:  “The  trend  toward  allowing  underage  children 
to  operate  minibikes  should  be  deplored  and  con- 
demned. This  would  be  indicated  on  general  principles 
even  if  the  minibike  were  a quasi-safe  vehicle,  which  it 
most  emphatically  is  not.” 

Author  needs  help 

“I  am  currently  editing  a book  on  the  personal  testi- 
monies of  Christian  physicians  and  how  they  view  the 
current  medical-ethical  issues  of  today,  i.e.,  abortion, 
euthanasia,  organ  transplants,  when  is  a person  official- 
ly dead,  sterilization,  psycho-surgery,  semen  donors, 
ovum  donors,  host  mothers,  reversed  aging,  artificial  or- 
gans, genetic  counseling,  etc.  I would  be  interested  in 
hearing  from  any  Christian  physician  who  would  be  in- 
terested in  contributing  to  such  a book  or  who  would  be 
able  to  suggest  a Christian  physician  to  write  for  this 
book.  Please  contact  me  at  the  following  address: 
Claude  A.  Frazier,  M.D.,  4-C  Doctor’s  Park,  Asheville, 
NC  28801.” 

Project  HOPE  institutes  new  medical 
teaching-training  program  in  Ethiopia 

Project  HOPE  has  instituted  a new  medical  teaching 
and  training  program  in  Ethiopia.  HOPE’S  founder  and 
President,  Dr.  William  B.  Walsh,  has  reported.  Dr. 
Walsh  commented  also  that  the  Ethiopian  program  will 
be  one  of  HOPE’S  largest,  with  an  eventual  permanent 
staff  of  100.  Physicians  and  dentists  will  be  flown  to 
Ethiopia  to  provide  essential  skills  on  an  abbreviated 
service  basis. 

Project  HOPE  has  begun  to  phase  into  the  activities 
of  the  hospital  and  related  activities  at  Kagnew  Station 
in  Eritrea,  the  northernmost  province  of  Ethiopia. 

The  station  is  being  vacated  by  the  American  mili- 
tary, and  HOPE  will  conduct  an  extensive  teaching  pro- 
gram in  all  fields  of  allied  health  and  support  activities. 
The  purpose  of  the  program  is  to  improve  the  capability 
of  the  Ethiopians  to  provide  better  and  more  adequate 
service  to  the  people  of  northern  Ethiopia. 

1973  CINE  Golden  Eagle 
film  award 

A 1973  CINE  Golden  Eagle  film  award  was  won  by 
“Endotracheal  Intubation,”  a nine  minute  film  for  phy- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


sician  continuing  education.  Certificates  of  the  award 
were  presented  to  the  American  College  of  Physicians 
and  ROCOM,  a division  of  Hoffman-La  Roche,  Inc.,  Nu- 
tley,  New  Jersey,  by  CINE,  the  Council  on  International 
Nontheatrical  Events,  a film-screening  agency  repre- 
senting nontheatrical  film  and  television  leaders  in  the 
United  States. 

The  award-winning  film  is  designed  to  aid  physicians 
and  other  health  care  professionals  in  developing  or  re- 
viewing skills  for  establishing  a temporary  endotracheal 
airway  to  assist  patient  respiration.  It  provides  a step- 
by-step  demonstration  of  the  procedure,  with  a running 
commentary  on  specific  techniques,  instruments  and 
their  use,  and  ways  to  avoid  common  errors.  Primarily 
of  use  to  practicing  physicians,  residents,  interns,  and 
medical  students,  it  is  also  of  value  to  nurses  and  other 
members  of  health  care  teams  who  might  be  called  on  to 
assist  in  the  procedure,  often  under  emergency  condi- 
tions. 

“Endotracheal  Intubation”  is  one  of  ten  films  in  the 
American  College  of  Physicians’  Medical  Skills  Library, 
a multimedia  learning  system  comprised  of  educational 
films  and  supplementary  instructional  booklets.  Pro- 
duced by  Medex  International,  Inc.,  and  distributed  by 
ROCOM,  the  film  program  is  available  in  Super  and 
Regular  8 mm.  continuous  loop  cartridges  and  three- 
quarter  inch  videotape  cassettes. 

For  further  information  about  “Endotracheal  Intuba- 
tion” or  other  films  in  the  Medical  Skills  Library,  write 
to  ROCOM,  One  Sunset  Avenue,  Montclair,  New  Jersey 
07042. 

Computerized  instruction  begins 
in  Downstate’s  medical  library 

The  Medical  Research  Library  of  Brooklyn  at  Down- 
state  Medical  Center  (State  University  of  New  York)  is 
now  offering  computer-assisted  courses  of  instruction. 

On  February  22,  the  library  installed  a computer  ter- 
minal (Hazeltine  2000  video  display  terminal)  which  en- 
ables Downstate  students,  faculty,  and  staff  to  “attend 
classes”  conducted  on  remote  computers,  and  receive 
programmed  instruction  in  the  diagnosis  and  treatment 
of  conditions  ranging  from  jaundice  to  gynecologic  on- 
cology. 

The  $5,000  electronic  “teacher”  is  a gift  from  Down- 
state’s  Alumni  Association,  Ralph  M.  Sussman,  M.D., 
Class  of  1932,  president  of  the  association,  and  Benja- 
min Zohn,  M.D.,  Class  of  1925,  chairman  of  the  board  of 
trustees  of  the  Alumni  Fund,  announced  on  March  14, 
1974. 

Heart  and  cancer  classification  studies 
released  for  comment  by  joint  commission 

The  Joint  Commission  on  Accreditation  of  Hospitals 
(JCAH)  has  announced  the  release,  in  printed  form,  of 
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two  year-long  studies  which  index  hospital-based  capa- 
bilities to  provide  various  levels  of  care  for  patients  with 
heart  disease  or  cancer. 

The  studies,  which  were  contracted  for  by  the  Depart- 
ment of  Health,  Education,  and  Welfare,  Regional  Med- 
ical Programs  Service  (RMPS),  were  undertaken  by  the 
Joint  Commission’s  Listing  Program  for  Specialized 
Clinical  Services  (LP/SCS).  The  heart  and  cancer  stud- 
ies, along  with  previously  completed  studies  on  kidney 
disease  and  stroke,  complete  the  present  contract. 

John  D.  Porterfield,  M.D.,  Director  of  the  Joint  Com- 
mission, said,  “It  is  extremely  important  that  medical 
professionals  who  perform  in  these  areas  of  concern  take 
this  opportunity  to  review  and  comment  on  these  stud- 
ies before  final  approval  and  adoption  of  the  criteria  by 
the  Joint  Commission.  That’s  the  reason  we  are  publi- 
cizing the  availability  of  these  studies.” 

The  first  study,  “Optimal  Criteria  for  Care  of  Heart 
Disease  Patients,”  classifies  the  entities  of  care  available 
in  hospitals  by  these  categories: 

A.  Hospitals  providing  basic  and  limited  services;  B. 
Hospitals  providing  selected,  advanced,  specialized  ser- 
vices; C.  Hospitals  providing  comprehensive  special- 
ized services,  (e.g.,  community  hospitals  and  regional 
heart  centers);  and  S.  (Agrees  with  study  category.) 
Children’s  hospitals  providing  comprehensive  special- 
ized services  to  pediatric  heart  patients. 

The  second  study,  “Optimal  Criteria  for  Care  of  Pa- 
tients with  Cancer,”  classifies  the  entities  of  care  using 
the  following  descriptive  categories:  I.  Hospitals  pro- 
viding comprehensive  specialized  services  and  advanced 
specialty  training  and  research;  II.  Hospitals  providing 
comprehensive  specialized  services;  III- A.  Hospitals 
providing  basic  and  selected  specialized  services;  and 
III-B.  Hospitals  providing  basic  services  primarily. 

Copies  of  the  heart  and  cancer  studies,  as  well  as  the 
kidney  and  stroke  studies,  are  available  at  no  charge 
from  John  D.  Porterfield,  M.D.,  Director,  Joint  Com- 
mission on  Accreditation  of  Hospitals,  875  North  Michi- 
gan Avenue,  Chicago,  Illinois  60611. 

The  Joint  Commission  is  a nongovernmental,  not-for- 
profit  organization.  It  sets  accreditation  standards  and 
provides  survey  services  through  which  health  and  spe- 
cialized service  facilities  can  measure  and  improve  the 
quality  of  care  they  provide  to  consumers.  JCAH  has 
accreditation  programs  for  most  types  of  hospitals,  long 
term  care  facilities,  psychiatric  facilities,  and  facilities 
for  the  mentally  retarded. 

Health  effects  of 
environmental  pollution 

HEALTH  EFFECTS  OF  ENVIRONMENTAL  POL- 
LUTION: Illustrated  24-page  color  booklet  describing 
various  adverse  effects  that  the  pollution  of  the  envi- 
ronment has  on  human  beings.  Particularly  useful  to 
physicians  and  other  medical  practitioners,  the  booklet 
gives  the  reader  some  insight  on  the  role  of  the  environ- 
ment in  “causing”  diseases  like  bronchitis.  Is  the  psy- 
che affected  by  lead,  or  mercury,  or  noise  exposure? 


Can  odors  hurt  you?  How  are  some  chemicals  not  only 
carcinogenic,  but  teratogenic,  or  mutagenic?  These  are 
the  kinds  of  questions  raised  and  discussed.  Available 
free  from  Office  of  Public  Affairs,  Dept.  MED,  U.S.  En- 
vironmental Protection  Agency,  Washington,  D.C. 
20460. 

New  slate  of  officers 

At  the  annual  meeting  of  the  New  York  State  Chapter 
of  the  American  College  of  Radiology,  the  following  slate 
of  Officers  were  elected  for  the  term,  February,  1974  to 
February,  1975: 

President — Samuel  FI.  Madell,  M.D.,  President- 
Elect — Stanley  M.  Rogoff,  M.D.,  Vice-President — John 
J.  Magovern,  M.D.,  Secretary-Treasurer — Albert  F. 
Keegan,  M.D. 

WNET/13  MECOM  Inc.  announce 
distribution  agreement  for 
preventive  health  series  “The  Killers” 

WNET/13,  New  York’s  public  television  channel  and 
a major  producer  of  programming  for  the  Public  Broad- 
casting Service,  has  announced  the  signing  of  an  agree- 
ment with  MEDCOM,  Inc.  for  videocassette  distribu- 
tion of  THE  KILLERS,  a five-part  series  on  preventive 
medicine  the  production  of  which  was  made  possible  by 
a grant  from  Bristol-Myers  Company. 

MEDCOM,  the  leading  developer  and  distributor  of 
health  and  medical  education  media,  will  market  these 
ninety-minute  color  programs  to  the  nonbroadcast  edu- 
cational field.  In  a statement  announcing  the  agree- 
ment, Robert  E.  Fuisz,  M.D.,  President  of  MEDCOM, 
said:  “No  area  of  health  care  is  more  important  than 
that  of  the  prevention  of  disease.  THE  KILLERS  viv- 
idly conveys  essential  base-line  information  about  the 
five  major  causes  of  premature  death.  Through  the 
convenience  of  the  videocassette  we  hope  to  extend  the 
usefulness  of  these  excellent  programs. 

Purchase  information  on  the  videocassette  series, 
THE  KILLERS,  may  be  obtained  from  Mr.  Richard 
Millais  at  MEDCOM,  Inc.,  2 Hamrqarskjold  Plaza,  New 
York,  New  York  (212-832-1400). 

Personalities 

Promoted:  Jack  Sokolow,  M.D.,  director  of  clinical  ser- 
vices of  the  Department  of  Rehabilitation  Medicine, 
Bellevue  Hospital  Center,  to  professor  of  clinical  reha- 
bilitation medicine  at  New  York  University  School  of 
Medicine  . . . Jose  M.  Musacchio,  M.D.,  and  Wendell  W. 
Weber,  M.D.,  to  professors  in  the  Department  of  Phar- 
macology at  New  York  University  School  of  Medicine 
. . . Named:  Paul  A.  Marks,  M.D.,  as  the  first  Frode 
Jensen  professor  of  medicine  at  Columbia  University 
College  of  Physicians  and  Surgeons  . . . George  F.  Reed, 
M.D.,  professor  and  chairman,  Department  of  Otolaryn- 
gology and  Communication  Sciences  as  first  dean  for 
Graduate  Medical  and  Continuing  Education  at  State 
University  of  New  York  Upstate  Medical  Center. 


1080  New  York  State  Journal  of  Medicine/June  1974 


Books  Received* 


Textbook  of  Medical  Treatment.  Edited  by  Stanley 
Alstead  and  Ronald  H.  Girdwood.  785  pages,  illus- 
trated. New  York,  Longman,  Inc,  1974.  Cloth,  $18.50. 

The  Doctor’s  Guide  to  Better  Tennis  & Health.  Edit- 
ed by  Claude  A.  Frazier,  M.D.  126  pages,  illustrated. 
New  York,  Funk  & Wagnalls  Publishing  Company, 
1974.  Cloth,  $5.95. 

The  Human  Lens  in  Relation  to  Cataract.  Ciba 
Foundation  Symposium  19  (new  series).  324  pages,  il- 
lustrated. Amsterdam,  Associated  Scientific  Publish- 
ers, 1973.  Cloth,  $17.75. 

Trypanosomiasis  and  Leishmaniasis  with  Special 
Reference  to  Chagas’  Disease.  Ciba  Foundation 
Symposium  20  (new  series).  353  pages,  illustrated. 
Amsterdam,  Associated  Scientific  Publishers,  1974. 
Cloth,  $19.50. 

Principles  of  Drug  Action:  The  Basis  of  Pharma- 
cology. Second  edition.  Avram  Goldstein,  M.D., 
Lewis  Aronow,  Ph.D.,  and  Sumner  M.  Kalman,  M.D. 
854  pages,  illustrated.  New  York,  John  Wiley  & Sons, 
1974.  Cloth,  $21.50. 

Insect  Allergy — Allergic  and  Toxic  Reactions  to  In- 
sects and  Other  Arthropods.  Claude  A.  Frazier,  M.D. 
439  pages,  illustrated.  St.  Louis,  Missouri,  Warren  H. 
Green,  Inc.,  1969.  Cloth. 

Endocrinology  of  the  Gut.  Edited  by  William  Y. 
Chey,  M.D.,  and  Frank  P.  Brooks,  M.D.  373  pages,  il- 

*  Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Poison  plants 

Plants  of  the  poison  ivy  family  are  likely  the  single 
most  often  encountered  cause  of  painful,  itchy  skin  rash 
in  the  United  States  today. 

This  family  of  plants  can  grow  in  the  great  variety  of 
conditions  of  soil,  water,  and  sun  present  in  all  states  of 
the  nation.  There  are  several  varieties,  all  causing  the 
same  trouble.  v 

Poison  sumac  is  a shrub  or  small  tree.  The  others  are 
vines.  Except  for  the  sumac,  all  are  marked  by  three 
leaflets  arising  from  the  node.  Remember  the  old  saw: 
“Leaflets  three,  let  it  be.” 

Washing  with  soap  and  water  soon  after  exposure 
might  help  reduce  the  skin  rash,  the  American  Medical 


lustrated.  New  Jersey,  Charles  B.  Slack,  Inc.,  1974. 
Cloth,  $20. 

Nomenclature  and  Criteria  for  Diagnosis  of  Diseas- 
es of  the  Heart  and  Great  Vessels.  The  Criteria 
Committee  of  the  New  York  Heart  Association.  Sev- 
enth edition.  374  pages,  illustrated.  Boston,  Little 
Brown  & Co.  Cloth,  $8.95. 

Chest  Roentgenology.  By  Benjamin  Felson,  M.D. 
574  pages,  illustrated.  Philadelphia,  Pa.,  W.  B.  Saun- 
ders Company,  1973.  Cloth,  $17. 

The  Origin  of  the  Alpha  Rhythm.  By  Olaf  Lippold. 
267  pages,  illustrated.  New  York  City,  Longman  Inc., 
1974.  Cloth,  $21. 

Medical  Genetics.  Edited  by  Victor  A.  McKusick  and 
Robert  Claiborne.  320  pages,  illustrated.  New  York 
City,  HP  Publishing  Co.,  1973.  Cloth,  $13.95. 

Progress  in  Nuclear  Medicine — Regional  Pulmo- 
nary Function  in  Health  and  Disease.  Edited  by  B. 
Leonard  Holman  and  John  F.  Lindeman.  203  pages,  il- 
lustrated. Baltimore,  University  Park  Press,  1973. 
Cloth,  $23.50. 

Cardiovascular  Disease.  New  Concepts  in  Diagno- 
sis and  Therapy.  Edited  by  Henry  I.  Russek,  M.D. 
520  pages,  illustrated.  Baltimore,  University  Park, 
1974.  Cloth,  $29.50. 

Drugs:  Volume  4,  1-2  Focus  on  Lactulose,  3-4 

Focus  on  Pancuronium,  5-6  Focus  on  Psychothera- 
peutic Drugs.  Edited  by  G.  S.  Avery,  475  pages. 
Basel,  Switzerland,  S.  Karger,  1972.  Paper,  $15.75  each. 

Drugs,  Volume  3,  1-2  Focus  on  Cephalexin,  3-4 
Focus  on  Pizotifen,  5-6  Focus  on  Peptic  Ulcer. 

Edited  by  G.  S.  Avery,  479  pages,  Basel,  Switzerland,  S. 
Karger,  1972.  Paper,  $15.75  each. 


Association  says.  Cold  water  compresses  will  afford  re- 
lief from  itching  and  reduce  inflammation.  Calamine 
lotion  will  hasten  drying  of  blisters.  Extensive  and  se- 
verely uncomfortable  eruptions  may  require  medica- 
tions prescribed  by  a physician. 

The  only  method  for  preventing  poison  ivy  rash  is 
avoiding  the  plants.  There  is  no  effective  skin  protect- 
ant or  immunizing  techn'que.  The  plants  can  be  dug 
out  by  hand,  or  destroyed  by  herbicides. 

Actually,  poison  ivy  is  misnamed.  It  isn’t  really  a 
poison.  It  is  an  allergen,  which  causes  the  body’s  de- 
fense mechanisms  to  overreact.  First  exposure  might 
not  produce  a rash,  but  later  exposures  will  trigger  the 
reaction. . 
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Letters  to  the  Editor 


Group  psychotherapy 

To  the  Editor:  I read  with  interest  the  report  by  the 
Task  Force  on  Group  Psychotherapy  of  the  New  York 
Society  for  Clinical  Psychiatry  in  the  issue  of  October  1, 
1973.*  I was  puzzled,  however,  by  a possible  conflict 
between  the  first  and  third  recommendations;  the  first 
stating  that  these  sensitivity-encounter  groups  are  not  a 
form  of  medical  treatment,  and  the  third  asking  the 
physician  to  observe  the  same  ethics  that  would  apply  in 
a medical  treatment  situation. 

If  it  is  the  position  of  “organized”  medicine  (as  re- 
flected in  the  positions  of  these  major  medical  associa- 
tions) that  these  groups  are  not  a form  of  medical  treat- 
ment then  it  would  follow  that  participants  in  them  are 
not  patients.  As  we  understand  it  then,  participants 
would  not  be  covered  by  the  doctor-patient  privilege 
statutes  under  New  York  State  law. 

We  should  certainly  anticipate  that  a physician  work- 
ing with  such  groups  would  respect  the  confidential  na- 
ture of  the  content  in  accordance  with  general  medical 
ethics,  but  we  are  attempting  to  conceptualize  changes 
in  the  privilege  statutes  in  the  Civil  Practice  Law  and 
Rules  so  as  to  define  psychiatrist-patient  privilege  more 
clearly. 

We  wonder  if  the  issue  of  “privilege”  has  arisen  and 
been  considered  with  regard  to  sensitivity  groups  and 
whether  there  have  been  any  relevant  judicial  or  other 
interpretations  or  commentary. 

NAOMI  GOLDSTEIN,  M.D. 

15  West  81st  Street 
New  York,  New  York  10024 

* Psychotherapy,  Encounter,  and  Sensitivity-Training 
Groups;  Present  status  of  group  practice,  page  2369. 

Paper  shortage 

To  the  Editor:  In  the  same  mail  delivery  which  includ- 
ed the  issue  of  the  New  York  State  Journal  of  Medicine 
that  contained  your  editorial  on  “The  paper  shortage,”* 
I received  six  “controlled  circulation”  (advertising-sup- 
ported “throw-away”)  publications,  all  of  which  were 
promptly  thrown  away,  a waste  of  paper.  Could  not  the 
publishers  of  these  “controlled  circulation”  publications 
be  required  to  obtain  the  favorable  postage  rates  they 
enjoy,  to  distribute,  on  say  an  annual  basis,  a return 
card  to  each  recipient  of  the  publication  on  which  he  or 
she  can  indicate  a desire  to  be  removed  from  the  mailing 
list?  Every  bit  of  paper  saved  helps  control  the  short- 
age and  the  increasing  cost  of  this  product. 

BERNARD  L.  ALBERT,  M.D. 

67  Tunstall  Road 
Scarsdale  New  York  10583 

* Miller,  R.  W.:  The  paper  shortage  74:  478  (Mar.)  1974. 


Doctors  save  lives 
by  telephone 

To  the  Editor:  MediPhone,  an  innovative  new  medical 
information  and  consultation  service,  is  helping  the  na- 
tion’s doctors  save  lives  and  treat  patients  more  effec- 
tively. Twenty-four  hours  a day,  seven  days  a week, 
MediPhone  responds  to  calls  from  doctors  who  are  con- 
fronted with  perplexing  medical  problems  or  patients 
who  have  failed  to  respond  to  treatment. 

This  nationwide  physicians’  telephone  consultation 
service  immediately  puts  the  inquiring  physician  in 
touch  with  an  expert  in  a medical  specialty.  The  Medi- 
Phone service  offers  the  best  in  consultation  and  breaks 
down  distance  and  time  barriers,  all  at  a fraction  of  the 
usual  consultation  fee. 

MediPhone  performs  educational  and  consultative 
services  for  nonemergency  calls.  A doctor  in  Yuma,  Ar- 
izona, recently  called  MediPhone  to  obtain  advice  and 
recommendations  from  a specialist  in  lung  diseases. 
For  more  than  a week  the  doctor  had  been  treating, 
without  success,  the  fifty-two-year-old  proprietor  of  a 
local  furniture  store.  At  first  the  man  thought  he  had  a 
cold,  but  he  developed  a symptom  complex  consisting  of 
102°  F.  temperature,  cough,  and  pain  in  the  chest.  X- 
rays  disclosed  unfamiliar  patches  in  both  lungs.  The 
physician  was  baffled  by  the  x-rays  so  he  called  on  Me- 
diPhone’s  resources. 

The  practitioner  learned  from  MediPhone’s  lung  spe- 
cialist in  New  York  that  the  condition  was  probably  a 
mycoplasma  pneumonia  caused  by  a minute  bacterium. 
Fortunately,  the  disease  responds  quickly  and  favorably 
to  antibiotics  such  as  tetracyclines  and  erythromycin. 
The  patient  responded  to  the  proposed  treatment  and 
made  a speedy  recovery. 

The  Society  and  MediPhone  are  approved  by  the 
American  Medical  Association  for  continuing  medical 
education.  Therefore,  the  physician  who  uses  Medi- 
Phone not  only  obtains  medical  information  and  consul- 
tation, but  he  also  receives  a certificate  for  credit  hours 
in  continuing  medical  education.  Dr.  Bellows  empha- 
sizes that  the  program  is  not  a substitute  for  the  consul- 
tant who  personally  reviews  the  patient’s  hospital  chart, 
elicits  a medical  history,  and  examines  the  patient. 
Rather,  it  is  intended  to  overcome  barriers  of  distance 
and  allow  doctors  to  consult  readily  with  experts  on 
medical  problems  that  may  be  unusual  and  baffling. 
Frequently  the  caller  has  need  of  information  that  may 
not  yet  have  been  published.  MediPhone  can  provide 
physicians  with  the  latest  treatments  available  long  be- 
fore they  appear  in  printed  form. 

MediPhone  is  available  only  to  physicians.  The 
charge  for  a MediPhone  consultation  is  $25,  from  which 

continued  on  page  1083 
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continued  from  page  1082 

the  consultant  receives  a fee  for  his  services.  The 
charge  for  the  consultation  can  he  included  in  the  pa- 
tient’s bill  and  may  be  covered  by  his  health  insurance 
carrier.  MediPhone  ultimately  should  help  reduce  the 
rising  cost  of  medical  care.  Doctors  who  use  Medi- 
Phone can  provide  better  care  for  their  patients,  and 
better  care  is  usually  cost-saving  in  the  long  run. 

MediPhone,  the  first  and  only  nationwide  physicians’ 
telephone  consultation  service  in  operation,  recently  re- 
ceived a regional  development  grant  from  the  presti- 
gious Robert  Wood  Johnson  Foundation.  This  grant 
will  help  pay  for  the  administration  of  MediPhone  and 
make  its  services  better  known  to  physicians.  Current 
plans  are  to  mail  individual  membership  cards  to  physi- 
cians. It  is  hoped  that  wider  use  of  MediPhone’s  re- 
sources will  enable  physicians  to  administer  better 
health  care  to  the  public. 

JOHN  G.  BELLOWS,  M.D.,  Ph  D. 

University  of  Health  Sciences 
The  Chicago  Medical  School 
Chicago,  Illinois 


Project  HOPE 

To  the  Editor:  For  the  past  fifteen  years,  one  activity 
of  Project  HOPE — a dramatic  one  to  be  sure — has  been 
the  teaching-treatment  missions  of  the  hospital  ship 
S.S.  HOPE. 

In  April  of  1974,  we  made  a hard  decision  based  on 
the  fact  that  our  Project  had  in  effect  outgrown  the  ship. 

For  many  months  before  that  decision  was  made,  I 
had  the  opportunity  to  visit  with  HOPE  supporters  in  a 
variety  of  cities  and  found  virtually  all  in  sympathy  with 
our  aim  to  concentrate  on  the  further  development  of 
land-based  operations.  The  reasons  I gave  to  them  can 
be  summarized  here: 

We  found  it  essential  to  respond,  finally,  to  the  re- 
peated invitations  of  land-locked  nations  equally  in 
need  of  our  teaching  and  training  programs.  Plan- 
ning need  no  longer  be  restricted  to  a ten-month, 
ship-oriented  program.  Several  HOPE  medical  dem- 
onstration units  worldwide  are  now  possible.  In 
many  developing  areas  there  are  hospitals  and  clinics 
with  a real  need  for  the  training  of  personnel  so  that 
these  establishments  can  function  and  deliver  .com- 
prehensive health  care  to  their  own  people. 

Operating  from  a ship  has  limited  the  Project  to 


Position  statement  concerning  health  insurance 
coverage  for  alcoholism  amongst  physicians 
within  the  Medical  Society  of  the  State  of  New 
York 

The  Council  on  Mental  Health's  report  to  the  AMA  in 
Cincinnati  that  was  printed  in  JAMA  in  February,  1973, 
entitled  “The  Sick  Physician,”  addressed  itself  to  the 
problem  of  the  alcoholic  physician  and  urged  us  all  to  be 
more  concerned  with  addictive  illness  in  our  colleagues. 
We  can  take  pride  in  the  Association’s  willingness  to 
recognize  a problem  and  to  take  steps  to  deal  with  it. 
No  other  professional  group  has  shown  equal  candor. 


those  countries  which  possessed  adequate  harbors 
and  docking  facilities. 

No  solution  could  be  found  to  appreciably  lessen 
the  mounting  cost  of  the  ship’s  operation.  This  was 
the  unfortunate  result  of  inflation  compounded  by 
both  the  rise  in  fuel  costs  and,  particularly,  the  short- 
age of  fuel  in  the  countries  which  we  serve.  We  chose 
to  maximize  the  use  under  these  circumstances  of  the 
donated  dollar. 

Finally,  the  ship  itself — a veteran  of  thirty-one 
years’  service — deserved  a dignified  retirement. 
Spare  parts  were  nonexistent  and  their  fabrication 
would  be  costly.  After  equipment  and  supplies  do- 
nated by  American  industry  are  removed,  she  will  be 
turned  over  to  the  Navy  for  their  own  disposition. 
The  equipment  and  supplies  will  be  put  to  good  use  in 
our  land-based  locations. 

Project  HOPE  is  indeed  very  much  alive  and  well  and 
working  all  over  the  world.  Currently  there  are  Project 
HOPE  Schools  of  Health  Sciences  in  Maceio,  Brazil; 
Natal,  Brazil;  Bridgetown,  Barbados;  and  Kingston,  Ja- 
maica. Project  HOPE  has  for  many  years  worked  in  its 
previously  developed  teaching  centers  in  Peru,  Colom- 
bia, and  Tunisia.  Health  education  and  career  training 
programs  continue  in  Laredo,  Texas,  and  Ganado,  Ari- 
zona, with  a new  program  scheduled  to  open  in  El  Paso, 
Texas,  this  summer. 

The  Project  HOPE  Hospital  and  School  of  Health 
Sciences  in  Ethiopia  will  be  one  of  the  most  extensive 
programs  ever  undertaken  by  the  organization.  More 
than  100  medical,  nursing,  and  allied  health  personnel 
will  be  involved  in  that  education  center,  and  work  will 
be  carried  out  in  several  locations  throughout  the  Afri- 
can nation.  The  initial  members  of  the  HOPE  Ethiopi- 
an team  are  already  on  station. 

Requests  for  programs  from  Nigeria,  Paraguay,  and 
Iran  are  currently  being  studied  and  the  final  decisions 
will  be  made  soon.  With  the  growth  of  Project  HOPE 
into  a major  international  health  organization,  more  and 
more  teaching  centers  will  be  established. 

It  began  with  a ship  called  HOPE  and  developed  into 
a Project  which  still  bears  the  name  of  its  most  precious 
gift — HOPE.  HOPE  continues  to  welcome  the  support 
of  concerned  individuals  and  organizations.  HOPE 
continues  to  offer  the  best  opportunity  for  participation 
in  an  effective,  international  self-help  Project. 

WILLIAM  B.  WALSH,  M.D. 

The  People-to-People  Health  Foundation,  Inc. 

2233  Wisconsin  Avenue,  N.W. 

Washington,  D.C.  20007 


In  recent  years,  many  physicians  have  helped  indus- 
try develop  effective  programs  for  alcoholic  employees. 
Unions  and  management  alike  are  moving  rapidly  to  de- 
velop methods  of  identifying  and  treating  the  alcoholic 
employee,  in  a spirit  not  of  witch-hunting,  but  of  of- 
fering help.  Meanwhile,  the  health  care  industry,  col- 
lectively one  of  the  ten  largest  industries  in  the  nation, 
has  lagged  in  developing  programs  in  hospitals  and  for 
medical  professional  groups. 

When  industry  begins  a program,  one  of  the  first  con- 
siderations must  be  that  of  insurance.  Is  alcoholism 
covered  by  a group  insurance  policy?  In  the  basic  plan? 

continued  on  page  1086 
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MEDI-SCAN  Q&A  ^ 


What’s  wrong  with  this  "patient”? 


Supplementary 
Vitamins  in  Chronic 
Disease  Therapy 


NOTE: 

a variety  of  typical  diagnostic 
signs  from  three  patients  are 
combined 


Diet,  alone  or  in  association  with  oral  hypo- 
glycemics  or  insulin,  can  usually  lower  blood 
sugar.  But  high  blood  sugar  is  only  part  of 
the  diabetic  patient's  problem.  Because  if  he 
fails  to  adhere  to  the  prescribed  diet  and 
limits  his  diet  too  strictly,  vitamin  deficiency 
may  result.  In  fact,  any  patient  with  chronic 
disease,  poor  diet  and  insufficient  appetite 
— including  the  geriatric  patient—  may  be 
heir  to  vitamin  deficiency. 

Therapeutic  Berocca  Tablets,  when 
indicated, can  supplement  inadequate  die- 
tary supplies  of  essential  B complex  and  C 
vitamins  in  prolonged  or  wasting  diseases. 
The  500  mg  vitamin  C in  each  tablet  can 
help  make  certain  the  patient  is  getting  an 
adequate  supply  of  this  agent,  a substance 
involved  in  tissue  repair  and  collagen 
formation,  among  other  actions. 


When  nutritional 
supplementation  is  indicated 
in  chronic  disease 


BEROCCAtableis 

IS  THERAPY 

With  balanced,  high  potency 
vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  aftertaste  or  unpleasant  odor 
Low  priced  Rx  formula 


* Diagnosis  appears  on  next  page. 

Please  see  next  page  tor  a summary  of 
product  information. 


Book  Notes 


DIAGNOSIS:  Certain  manifesta- 
tions of  diabetes  mellitus  are 
revealed  in  these  photographs: 

(A)  fundus  shows  neovasculariza- 
tion and  marked  retinal  scarring 
( male,  age  23);  ( B)  biopsy  of  kidney 
shows  early  diabetic  intercapillary 
glomerulosclerosis  ( male,  age  35); 

(C)  photos  1 & 2 show  edema  and 
loss  of  the  plantar  arch  (female, 
age  59);  ( D)  lateral  x-ray  ( same 
patient)  shows  dropped  arch  and 
hypertrophic  and  destructive 
changes  of  tarsal  and  metatarsal 
joints  (Charcot's  arthropathy); 

(E)  AP  confirms  hypertrophic  and 
destructive  changes  in  (D). 

Please  see  complete  product  information, 
a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 
(Vitamin  Bi ) 

Riboflavin  I Vitamin  Bo) 

Pyridoxine  HC1  (Vitamin  BH) 
Niacinamide 
Calcium  pantothenate 
Cyanocobalamin  (Vitamin  B12)  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  ( Vitamin  C ) 500  mg 

Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylaetically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress. despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B 1 2. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Manson’s  Tropical  Diseases.  Seventeenth  edition. 
By  Charles  Wilcocks,  C.M.G.,  M.D.,  and  P.  E.  C.  Man- 
son-Bahr,  M.D.  Octavo  of  1,164  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Compa- 
ny, 1972.  Cloth,  $38. 

In  this  new  edition,  the  authors  have  added  as  much 
new  material  as  was  felt  to  be  consistent  with  their 
object — namely  to  provide  a textbook  for  students  and  a 
reference  book  for  practitioners  working  in  the  field. 
Extensive  alterations  have  been  made  and  large  sections 
have  been  rewritten. 

Resuscitation  of  the  Newborn  Infant  and  related 
emergency  procedures  in  the  perinatal  center  spe- 
cial care  nursery.  Principles  and  Practice.  Third 
edition.  Edited  by  Harold  Abramson,  A.M.,  M.D. 
Quarto  of  461  pages,  illustrated.  St.  Louis,  Mo.,  The  C. 
V.  Mosby  Company,  1973.  Cloth,  $26.95. 

This  new  edition  has  been  updated  by  discussing  the 
rapid  advances  in  many  areas.  All  chapters  have  been 
revised  where  it  was  considered  necessary  to  bring  rec- 
ommended procedures  of  resuscitation  and  diagnosis 
up-to-date  and  to  consider  their  applicability  to  clinical 
practice. 

Roentgenologic  Atlas  of  the  Hand  and  Wrist  in  Sys- 
temic Disease.  Bv  Morrison  E.  Kricun,  M.D.,  and 
Jack  Edeiken,  M.D.  Quarto  of  324  pages,  illustrated. 
Baltimore,  Maryland.  The  Williams  & Wilkins  Compa- 
ny, 1973.  Cloth,  $19.50. 

This  is  an  atlas — not  a textbook.  Therefore,  the  illus- 
trations are  large  and  the  written  text  is  kept  to  a mini- 
mum. Each  illustration  is  supplied  with  a description 
and  each  disease  process  is  supplied  with  a reference 
list.  For  the  convenience  of  the  reader,  a supplementa- 
ry book  reading  list  is  also  presented. 

Mechanisms  in  Drug  Allergy.  A Glaxo  Symposium. 

Edited  by  C.  H.  Dash,  M.B.,  Ch.B.,  and  H.  E.  H.  Jones, 
B.Sc.,  Ph.D.  Octavo  of  208  pages,  illustrated.  Balti- 
more, Maryland.  The  Williams  & Wilkins  Company, 
1972.  Cloth,  $14.75. 

This  symposium,  held  in  April,  1972,  brought  together 
scientists  and  clinicians,  immunologists  and  dermatolo- 
gists to  discuss  the  subject  of  drug  allergy.  The  views 
expressed  often  differed,  and  the  various  opinions  have 
been  preserved  as  far  as  possible  in  the  discussions  in 
this  volume. 

Handbook  of  Pediatrics.  Tenth  edition.  By  Henry 
K.  Silver,  M.D.,  C.  Henry  Kempe,  M.D.,  and  Henry  B. 
Bruyn,  M.D.  Duodecimo  of  693  pages,  illustrated.  Los 
Altos,  California,  Lange  Medical  Publications,  1973. 
Fabricoid,  $6.50. 
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In  major  medical  coverage?  If  so,  will  it  pay  for  care  in 
specialized  alcoholism  treatment  facilities  or  is  care  lim- 
ited to  reimbursement  only  for  hospitalization? 

The  latter  question  is  an  important  one  in  that  many 
of  these  facilities*  offer  more  appropriate  care  than  that 
available  in  a hospital  setting  and  for  a more  reasonable 
price.  Many  insurance  carriers  are  now  offering  this 
kind  of  coverage  at  little  or  no  increase  in  premium. f 

With  the  above  background,  this  committee  decided 
to  look  into  the  major  medical  coverage  offered  to  New 
York  City  physicians  through  their  County  Medical  So- 
ciety. Insurance  brokers  send  mailings  offering  cover- 
age to  the  group  and  use  the  name  of  the  Society  to  sell 
to  us.  It  is  not  unreasonable  to  expect  that  any  such 
policies  carrying  the  Society’s  endorsement  would  have 
been  thoroughly  considered  and  would  in  fact  meet  our 
needs. 

Unfortunately  alcoholism  is  specifically  excluded 
from  the  New  York  County  Society’s  major  medical  pol- 
icy. Not  only  is  there  no  provision  for  the  needed  out- 
of-hospital  facilities,  there  is  no  coverage  for  alcoholism 
at  all. 

Individual  Blue  CrosS-Blue  Shield  Corporations  in 
New  York  State  are,  of  course,  autonomous  but  most  do 
provide  limited  coverage  for  inpatient  care  in  general 
hospitals  only.  Usually  there  are  strict  and  often  un- 

* Examples  are:  Chit-Chat  Farms,  Wernersville,  Penn.,  Ha- 
zelden  Foundation,  Center  City,  Minnesota,  Smithers  Center 
Rehabilitation  Unit,  Roosevelt  Hospital,  New  York  City. 

t Examples  are:  Kemper  Insurance  Co.,  Equitable  Life  As- 
surance Co.,  Prudential  Insurance  Co. 


Eye  drops  for  newborns 
held  sometimes  ineffective 

The  practice  of  using  silver  nitrate  eye  drops  in  new- 
born infants  to  prevent  serious  eye  disease  from  gonor- 
rhea infection  doesn’t  always  work,  and  additional  con- 
trol efforts  should  be  carried  out,  says  a research  report 
in  the  April  8 issue  of  the  Journal  of  the  American 
Medical  Association. 

The  study  reports  on  seven  infants  born  with  gonor- 
rhea-related eye  infections  in  Hackley  Hospital,  Muske- 
gon, Michigan,  during  the  year  ending  August  1,  1972. 

The  mothers  of  the  seven  infants  were  unmarried 
women  between  eighteen  and  twenty-two  years.  One  of 
the  seven  was  stillborn  and  the  other  six  were  live 
births.  One  mother  became  infected  just  twenty-four 
hours  prior  to  delivery.  The  eye  infection  became  ap- 
parent several  days  after  birth  among  the  live  born,  de- 


realistic time  limits  to  this  insurance,  despite  the  fact 
that  individual  corporations**  have  demanded  and  ob- 
tained broader  coverage  to  include  alcoholism  rehabili- 
tation in  residential  treatment  facilities  and  preliminary 
experience  has  been  favorable  in  these  instances.  Alco- 
holism is  not  a disease  that  any  one  of  us  plans  to  have 
or  expects  to  discover  in  our  families,  yet  we  do  develop 
it.  Of  course  we  can  go  on  misrepresenting  the  diagno- 
sis or  treating  late  sequelae  of  this  illness  and  find  our- 
selves adequately  insured  but  this  forces  us  into  unethi- 
cal and  uncomfortable  behavior  and  prevents  us  from 
forthrightly  facing  the  problem  and  securing  treatment 
in  the  most  appropriate  setting. 

This  situation  should  not  be  allowed  to  continue.  As 
physicians,  we  are  not  less  deserving  of  proper  health  in- 
surance and  access  to  treatment  than  workers  in  indus- 
try. 

This  committee  would,  therefore,  like  to  urge  that  the 
Committee  on  Insurance  of  MSSNY  undertake  to  pro- 
vide that  any  medical  insurance  receiving  the  endorse- 
ment of  the  MSSNY  for  its  members,  cover  not  only  in- 
hospital  treatment  when  acute  detoxification  is  neces- 
sary but  also  inpatient  treatment  in  good  quality  reha- 
bilitation settings  such  as  the  examples  given  earlier. 
Moreover,  this  Committee  proposes  that  the  Council  go 
on  record  suggesting  similar  changes  in  any  group  medi- 
cal insurance  endorsed  for  its  members  by  a county  or 
national  medical  society  with  which  MSSNY  is  affili- 
ated. 

**  Examples  are:  Eastman  Kodak,  Merrill,  Lynch,  Pierce, 

Fenner  & Smith,  Inc. 

Approved  by  the  Council  on  January  24,  1974. 


spite  silver  nitrate  eye  drops  administered  at  birth. 

“The  apparent  failure  of  1 per  cent  silver  nitrate  to 
prevent  gonococcal  conjunctivitis  in  the  liveborn  infants 
raises  the  question  of  the  efficacy  of  this  procedure  as 
the  only  mode  of  prophylaxis.” 

The  researchers  recommend  a four-step  procedure  to 
prevent  the  eye  infections:  1.  Testing  for  gonorrhea  at 
the  time  of  prenatal  visits;  2.  Testing  of  cervical  speci- 
mens prior  to  or  at  the  time  of  delivery;  3.  Testing  of 
cultures  from  the  newborns;  4.  Treatment  of  all  sexual 
partners  of  pregnant  patients  with  proved  infection  to 
prevent  exposure  of  the  infant  to  the  disease  in  the 
household. 

The  study  is  by  Theodore  R.  Thompson,  M.D.,  of  the 
Michigan  Department  of  Public  Health;  Raymond  E. 
Swanson,  M.D.,  of  Hackley  Hospital,  and  Paul  J.  Wies- 
ner,  M.D.,  of  the  Center  for  Disease  Control,  Atlanta, 
Georgia. 
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Dual-action  therapy 
to  enhance  mental 
and  physical  activity 
in  the  elderly. 


MENIC 

PENTYLENETETRAZOL  100  mg  . NICOTINIC  ACID  50  mg 


Menic  combines  the  proven 
effectiveness  of  cortical  stimulation 
and  cerebral  vasodilation,  reducing 
mental  confusion,  faulty  memory  and 
negative  social  behavior  often 
associated  with  the  senility  syndrome. 


DOSAGE:  Two  tablets  after  each  meal. 

SIDE  EFFECTS:  Occasionally  flushing  and 
pruritus  associated  with  niacin  administration. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  low  convulsive  threshold,  focal  brain 
lesions,  severely  impaired  liver  function, 


peptic  ulcer,  diabetes,  and  gall  bladder  or  liver 
diseases.  Niacin  may  potentiate  hypotensive 
drugs,  phenothiazine  derivatives  and 
inactivate  fibrinolysin. 

CONTRAINDICATIONS:  There  are  no  known 
contraindications  to  Menic. 


GERIATRIC  PHARMACEUTICAL  CORP.  397  jericho  turnpike,  floral  park,  n.y.  11001 

PIONEERS  IN  GERIATRIC  RESEARCH  . . . DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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In  this  new  edition,  the  authors  have  again  made  exten- 
sive revisions  and  additions,  but  the  format  and  objec- 
tives have  remained  the  same:  to  present  to  the  prac- 
ticing physician  and  medical  student  a concise  and  read- 
ily available  digest  of  the  material  necessary  for  the  di- 
agnosis and  management  of  pediatric  disorders. 

Biomedical  Applications  of  Laminar  Airflow.  By  G. 

Briggs  Phillips,  Ph.D.,  and  Robert  S.  Runkle.  Quarto  of 
180  pages,  illustrated.  Cleveland,  Ohio,  CRC  Press, 
1973.  Cloth,  $18.75. 

In  this  work,  the  reader  will  find  a spattering  and  inte- 
gration of  the  engineering  arts,  together  with  informa- 
tion about  medical  sciences,  microbiology,  and  other  re- 
lated subjects.  These  are  combined  in  an  attempt  to 
describe  the  basic  elements  of  laminar  airflow,  how  it 
may  be  applied  in  the  control  of  environments,  how  it 
can  be  evaluated,  and  how  it  will  be  most  effective 
where  biological  considerations  are  important. 

Roentgen  Diagnosis  of  Diseases  of  Bone,  Second 
edition.  Two  volumes.  Jack  Edeiken,  M.D.,  and  Philip 
J.  Hodes,  M.D.  Quarto,  total  of  1,156  pages,  illustrated. 
Baltimore,  Maryland.  The  Williams  & Wilkins  Compa- 
ny, 1973.  Cloth,  $65.  per  set. 

This  section  has  been  expanded  into  two  volumes  in  this 
new  edition.  New  concepts  have  been  added  and  the 


importance  of  metabolic  and  other  types  of  bone  disease 
are  amply  illustrated.  Many  new  chapters  are  included 
and  the  two  volumes  are  so  presented  that  those  who  are 
interested  primarily  in  metabolic  bone  disease  may  have 
a volume  readily  available;  whereas  those  who  are  more 
interested  in  the  anatomical  approach  may  have  a sepa- 
rate volume  available  to  them. 

Human  Nutrition  and  Dietetics.  Fifth  edition.  By 
Sir  Stanley  Davidson,  B.A.,  M.D.,  R.  Passmore,  M.A., 
and  J.  F.  Brock,  D.M.  Quarto  of  597  pages,  illustrated. 
Baltimore,  Maryland.  The  Williams  & Wilkins  Compa- 
ny, exclusive  U.S.  agents,  1972.  Cloth,  $26. 

This  book  is  intended  for  anyone  interested  in  applying 
modern  scientific  knowledge  to  the  practical  problems 
of  human  nutrition,  both  in  health  and  disease.  The 
bibliography  in  this  latest  edition  includes  over  200  new 
references. 

Agents  of  Bacterial  Disease.  Albert  S.  Klainer,  M.D., 
and  Irving  Geis.  Quarto  of  188  pages,  illustrated. 
Hagerstown,  Maryland,  Harper  & Row,  Publishers,  Inc., 
1973.  Paper,  $9.95. 

This  book  furnishes  the  basic  information  concerning 
bacterial  morphology,  biochemistry,  and  physiology  that 
should  allow  the  reader  to  understand  the  phenomena 
involved  in  the  pathogenesis  and  clinical  behavior  of 
some  infectious  diseases  as  well  as  the  effects  that  an- 
timicrobial agents  have  on  their  etiologic  agents. 
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The  Project 
with  a heart 

One  of  the  world’s  most  valued 
assets  — medical  knowledge  — is 
urgently  needed  today  by  people 
in  developing  areas  at  home 
and  abroad. 

Help  relay  this  precious  gift 
of  HOPE. 


Give  to: 

PROJECT 


/0RGM1IZE  VOIIR  Papers,  Catalogs\ 
Magazines,  Tax  Records,  Journals, 
Manuals,  Reports  and  Directories. 


Stop  Paper  Elutter  with  tidi-files 


ANY  WAY  YOU  TURN  THEM  ...  OR  USE  THEM  . . . 

TIDI-FILES  are  the  fast,  easy  way  of  handling,  organ- 
izing or  storing  papers,  reports,  magazines,  journals, 
etc.  Perfect  in  office,  home  or  library.  Use  on  desks, 
shelves,  in  bookcases.  Attractive  blue-front  panels 
with  white  space  for  identification,  they  look  like 
handsomely  bound  books.  Constructed  of  tough, 
heavy-duty  corrugated  fiberboard.  Inside  dimensions: 

11  Vi"  H.  x 3»A"  W.  x 9"  D.  (Other  sizes  available. 

Send  for  Free  literature).  optional  — Special 

file  folders  for  use 

PRICES:  6 for  SB. 95;  12  for  $16.95;  25  for  $28  95.  in  Tidl-Files.  One 

Free  Delivery.  New  York  State  residents  add  sales  tax.  doz  ■$  120,  12  doz  - 

S 12.50 

FRANK  EASTERN  CO  , DepI  JM  1. 625  Broadway.  N Y 10012  • Tel  (212)  677  9100 


PRACTICES  AVAILABLE 


PRACTICE  AVAILABLE.  TO  RETIRE  THIS  YEAR.  ENOUGH  WORK  FO!  | 
2 physicians.  No  charge  for  practice  City  needs  G.P.’s;  Pediatricians  an 
Internists.  Office  for  sale  or  rent.  L.  J.  Graham,  M.D.,  271  E.  First  St..  Corr  i 
ing,  N.Y.  14830;  phone:  1-607-962-6515. 

OPHTHALMOLOGY  PRACTICE  AVAILABLE.  WOULD  INTRODUCE  P/  ' 
tients.  Long  established  active,  retiring;  equipment  office  and  waiting  rooi 
furniture.  (212)  793-5919  after  8 P.M. 


ALLERGY  PRACTICE  (MIXED  ADULT  & PEDIATRIC)— SMITHTOWI 
Long  Island.  New  York — established  high  net  income  practice — excellei 
facilities  in  fine  medical  building;  lucrative  referral  pattern;  great  opportuni 
in  growing  area;  leaving  for  Arizona;  practical  mutual  financial  terms;  will  i 
troduce.  Wonderful  opportunity.  Call  (212)  423-1424  or  Dept.  402.  c, 
NYS-JM. 


LONG  ESTABLISHED,  ACTIVE  SOLO  PEDIATRIC  PRACTICE  AVAII 
able.  North  Shore,  Long  Island,  Nassau  County,  New  York.  Retiring.  Full 
equipped  office.  Coverage  available.  Equitable  terms  negotiable.  Includ 
curriculum  vitae.  Dept.  403,  c/o  NYSJM. 


INTERNAL  MEDICINE:  SOUTHERN  WESTCHESTER.  FULL 

equipped,  active  office  available.  Location  ideal.  Reply  Dept.  406,  c, 
NYSJM. 


G.P.,  TRYING  TO  GRADUALLY  RETIRE.  WANTS  FAMILY  PHYSICIA 
to  take  over  practice  in  pleasant  suburban  area.  Location  Nassau  Count 
New  York  license  mandatory'.  Only  physicians  interested  in  general  practi 
should  contact  me.  No  fee  for  practice.  Home/office  take-over  complete 
optional.  Dept.  413,  c/o  NYSJM. 


EQUIPMENT 


WALL  SYSTEMS,  LEATHER  DESK  CHAIRS,  RECLINERS.  ETC.  Tf 
best  at  professional  savings  from  Denmark,  Italy,  Brazil,  U.S.  Design  Impori 
15  East  32nd  St.,  N.Y.  (212)  889-3362. 


A RETIRED  MEDICAL  DOCTOR  HAS  HIS  OFFICE  FURNITURE  Ft 
sale.  Write  A.  Alichania,  M.D.,  569  West  184th  St,  New  York,  N.Y.  100.’ 
or  call  WA  3-5591. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SU 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  I 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  1001 
LO  5-2943 


JUNE  17-28,  1974:  INSTITUTE  IN  SCANNING  & TRANSMISSION  ELF 
tron  Microscopy  for  Medical  & Health  Sciences,  State  University  of  New  Yo 
New  Paltz.  Director:  Dr.  B.  L.  Redmond.  An  introductory  course  for  tra 
ing  medical  and  health  science  personnel.  The  course  teaches  all  basic  p 
cedures  for  tissue  preparation  and  examination  of  tissues  in  the  electron  t 
croscopes.  Fee:  $300.  Further  inquiries:  Ms.  Patrician  Allee,  Conferei 

Coordinator  Summer  Institute  in  Science  & Technology,  Coykendall  Sciei 
Bldg.,  SUNY,  New  Paltz,  N.Y.  12561.  (914)  257-2175. 


“MANUAL  OF  ROUTINE  ORDERS  FOR  MEDICAL  AND  SURGIC 
Emergencies.”  New  concept  in  treatment  of  emergencies.  Avoid  malpract 
suits.  Warren  Green  Inc.,  10  South  Brentwood  Blvd.,  St.  Louis,  Missc 
63105. 
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Index  to  Advertised 
Products 


Antacids 

Camalox  (William  H.  Rorer) 945 

Antibiotics 

Bicillin  (Wyeth  Laboratories)  919 

Kefzol  (Eli  Lilly  & Company) 938 

Neosporin  (Burroughs  Wellcome  & Company) 993 

Trobicin  (Upjohn  Company) 956-957 

Wycillin  (Wyeth  Laboratories)  918 

Antiemetics 

Emete-Con  (J.  B.  Roerig  & Company)  909,  910,  911,  912 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 917 

Automobile  leasing 

Waldorf  Auto  Leasing  1089 

Bronchodilators 

Quibron-Plus  (Mead  Johnson  & Company) 936,  937 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Cerebrovascular  dilators 

Menic  (Geriatric  Pharmaceutical  Corp.) 1087 

Hormonal  nutritional  supplements 

Testand-B  (Geriatric  Pharmaceutical  Corp.)  931 

Laboratory  services 

Bio-Science  Laboratories  979 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories)  920,  921,  922 

Physician  recruitment 

United  States  Air  Force  919 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories) 915 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  926,  927,  928 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 1045 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals)  4th  cover 

Vitamin  supplements 

Berocca  (Roche  Laboratories)  1084,  1085 


Whatever  your  special  needs  are  in  your  car,  we’ll  get  it  . . . 
any  make,  any  model,  any  equipment.  And  at  a special  price, 
too.  And  we  don’t  waste  time  when  you  need  service.  Just 
ask  any  of  the  doctors  who  lease  from  us.  We  know  you’re 
busy.  Give  us  a call  and  we’ll  handle  most  of  the  details  on 
the  phone. 


w 


ALDOI^F  auto  leasing,  inc. 

1712  E.  9th  St..  Brooklyn  (212)  336-6767 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

4-20  Lakeville  Road 
Lake  Success,  New  York  11040 


PRACTICES  WANTED 


PLASTIC  SURGEON  WISHES  TO  TAKE  OVER  PLASTIC  SURGERY 
practice.  Dept.  412,  c oNYSJM. 
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Nationwide  Medical  Placement  Specialists 
Serving  the  Health-Care  Industry. 

Physicians  Administrators  Nurses 

Technicians  Secretaries  Med  Assts 


forecast 

PERSONNEL,  INC.  280  Madison  Avenue,  New  York,  N Y.  10016  (212)  532-8001 


PHYSICIANS  WANTED 


PHYSICIANS:  OPENINGS  FOR  INTERNISTS,  PEDIATRICIANS,  AND 
obstetricians  in  comprehensive  health  care  plan  which  features  prepayment 
and  fee  for  service.  Opportunities  for  teaching  and  continued  education 
while  deriving  benefits  of  active  practice,  community  service,  and  affiliation 
with  a large,  first  quality  private  hospital.  Salary  and  benefits  fully  com- 
petitive. Send  curriculum  vitae  to  William  J.  Klein,  Jr.,  M.D.,  Director, 
Northeast  Health  Center,  Rochester  General  Hospital,  1425  Portland  Ave., 
Rochester,  N.Y.  14621,  or  call  collect  (716)  482-4300. 


WANTED:  ANESTHESIOLOGIST  CERTIFIED  OR  BOARD  ELIGIBLE, 
N.Y.  State  licensed  and  keenly  interested  in  inhalation  therapy  for  large, 
metropolitan  hospital  N.Y.  City  with  medical  school  affiliation.  Minimum 
guarantee  for  six  months  and  then  full  partnership.  Dept.  398,  c/o  NYSJM. 


FULL-TIME  DIRECTOR  OF  PROFESSIONAL  SERVICES  EXPERIENCED 
in  community  hospital  affairs,  to  assume  chief  of  staff  leadership  in  managing 
education,  staff  development,  in  a 204-bed,  acute,  general  hospital.  Must 
have  outstanding  record  of  achievement  in  his  field.  Dept.  399,  c/o  NYSJM. 


TWO  PRIMARY  PHYSICIANS  TO  FORM  NEW,  THREE-PHYSICIAN 
group  practice  with  local  physician,  in  new  $'/2  million  ambulatory  care  cen- 
ter at  Pulaski,  N.Y.  Medical  center  now  under  construction.  Eventually, 
five-man  group  planned,  hospital  privileges,  family  practice  faculty  appoint- 
ments, guaranteed  income  with  liberal  fringe  benefits.  Opportunity  to  run 
your  own  profitable  practice  under  sponsorship  of  local  non-profit  organization. 
Project  has  brought  community  and  health  planning  agency  support.  Com- 
munity offers  healthful  atmosphere,  excellent  school  system,  recreation  and 
proximity  to  several  large  cities  over  excellent  road  system  (one-half  hour  aver- 
age travel  time  to  Syracuse,  N.Y.).  Please  contact  Hugh  McChesney,  M.D., 
7414  James  St.,  Pulaski,  N.Y.  13142,  or  Mr.  Ted  Prescott,  Sandy  Creek,  N.Y. 
13145,  or  call  collect  (315)  293-2911,  or  387-3441. 


OPHTHALMOLOGIST.  PART-TIME;  STATEN  ISLAND  MEDICAL 
Group.  Please  call  9 to  5;  Mrs.  Lucy  Koch,  (212)  442-6387. 


OTOLARYNGOLOGIST  WANTED:  CORTLAND.  NEW  YORK  IS  LOSING 
one  of  its  two  otolaryngologists.  Office  available  in  new  medical  building. 
A college  community  surrounded  by  many  lakes,  skiing  areas,  good  hunting 
and  fishing  Excellent  hospital  with  an  active,  well  rounded  staff.  Contact: 
S.  R.  Mason,  M.D.,  6 Euclid  Ave.,  Cortland,  N.Y.  13045.  Phone:  (607)  756- 
7696. 


WANTED:  ESTABLISHED  GENERAL  PRACTITIONER  OR  GENERAL 

internist  to  merge  with  flourishing  internal  medicine  and  preventative  medical 
office  in  Midtown  Manhattan.  Office  space,  X-ray,  laboratory  and  EKG 
facilities  available  on  premises.  Dept.  387,  c/o  NYSJM. 


LEE  TODD  INC. 

‘SPECIALIST  IN  RECRUITMENT" 


85  East  End  Ave,  NY  10028 
(Mailing  address  only) 

(212)  RH  4-3615-3466 


Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice  assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions. 


PHYSIATRIST,  BOARD  CERTIFIED  OR  ELIGIBLE.  PROGRESSIVE,  500  1 
bed  community  teaching  hospital  seeks  innovative  Director  of  Physical  Medi 
cine  for  established  department  with  strong  out-patient  component.  Nev 
physical  therapy  facilities,  and  100-bed  ECF'  addition  now  under  construction 
Pleasant  Upstate  New  York  community  of  250,000  with  local  university.  Idea 
family  environment;  good  schools  and  excellent  travel  connections.  Contac 
R.  A.  Donovan,  Asst.  Administrator,  Wilson  Memorial  Hospital,  Johnson  City  . 
N.Y.  13790. 


PSYCHIATRIST  WANTED;  BOARD  ELIGIBLE,  BOARD  QUALIFIED,  RE 
cent  graduate  for  association  in  private  practice  of  psychiatry.  South  Shore 
Long  Island.  Time  flexible;  salary  to  be  negotiated.  May  lead  to  partnership  1 
Dept.  407.  c/o  NYSJM. 


GENERAL  PRACTITIONER  OR  INTERNIST  WANTED  TO  ASSOCIATI 
with  busy  G.P.  in  upstate  New  York  First  year  substantial  salary  guarante 
leading  to  full  partnership.  Send  curriculum  vitae  to  Dept.  410,  c/o  NYSJM.  II 


L 


GENERAL  PRACTITIONER,  FOR  VILLAGE  OF  2,000  AND  GROWING,  6„ 
miles  from  NYC,  and  11  miles  from  three  hospitals.  Call  Village  Clerk  forap 
pointment.  Village  of  Maybrook,  New  York.  (914)  427-2717. 


INTERNIST,  CERTIFIED  OR  BOARD  ELIGIBLE,  FOR  FIVE  (5)  MAI; 
multispecialty  group.  Our  own  medical  building;  affiliation  with  teachin 
hospital.  Salary  and  benefits  fully  competitive.  Call  collect:  (212)  680-600*  / 
or  send  resume  to:  Donald  M.  Mandel,  M.D.,  369  93rd  St.,  Brooklyn,  NA/ 
11209.  Z 


POSITIONS  WANTED 


*0. 


OPTOMETRIST  DESIRES  EMPLOYMENT  WITH  OPHTHALMOLOGIS 
anywhere  in  New  York  State  or  Connecticut.  Extensive  refraction  and  conta 
lens  experience.  Contact  Dept.  393,  c/o  NYSJM. 


1111 


ANESTHESIOLOGIST,  20  YEARS  EXPERIENCE,  HALF  AS  DEPAFT 
ment  Director  in  community  hospital.  Married,  grown  family,  available  in 
mediately.  Prefer  Manhattan,  but  all  positions  considered.  Diploma 
National  Boards,  licensed  N.Y.,  N.J.,  Conn.  Dept.  401,  c/o  NYSJM. 

lerti 


PHYSICIAN  ASSOCIATE— UNIVERSITY  TRAINED  SEEKS  HOSPITAL 
based  position,  Emergency  Room,  House  Officer  or  Family  Practice.  Ava 
able  June,  1974.  Neil  Haynes,  P.A.,  209  E.  81st  St.,  NYC,  N.Y.  10028.  (21 
861-5605. 


INTERNIST-GASTROENTEROLOGIST,  ABIM,  NEW  YORK  STA1 
licensed,  with  top  university  training,  desires  full  time  position  in  gasti 
enterology,  hospital  based,  or  group  practice.  Dept.  409,  c/o  NYSJM. 


i»ai 


PRIMARY  CARE  PHYSICIAN'S  ASSOCIATE,  REGISTERED  IN  NE 
York  State,  board  certified,  seeking  a hospital  based  position,  or  in  the  offi  4 
of  a general  practitioner.  Experienced  in  internal  medicine,  otolaryngolot 
and  general  surgery.  Peter  Alario,  Jr.,  R.P.A.,  89-28  211th  St.,  Queens  V iir, 
lage,  N.Y.  11427.  Call  (212)  479-7342. 


MEDICAL  TECHNICIAN,  7 YEARS  VARIED  EXPERIENCE.  PRESENT) 
electrocardiogram,  electroencephalogram  and  echoencephalogram  technici  n 
in  hospital,  good  typist,  knowledge  medical  office  procedures;  worked  w 
patients  in  emergency,  operating  room  and  X-ray  departments.  Nass1 
County  preferred.  (516)  538-2164. 


K 


itanii 

itllfj 


Itchb 
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EAL  ESTATE  FOR  SALE  OR  RENT 


F1CE  SPACE  AVAILABLE.  1500  SQ.  FT  NEW,  BRICK  BUILDING; 
\/C:  elevator.  Opposite  village  hall,  Freeport,  L I (516)378-4949. 

TH  AVENUE  AND  69TH  STREET  OFFICE  TO  SHARE  FULL  OR  PART 
ime.  Suitable  for  psychiatrist  or  other.  For  information,  call:  (212  ) 288- 

411. 


OSSET.  L I HOME  OFFICE  COMBINATION  FOR  SALE  IDEAL  LO- 
ation  on  '4  acre  in  thriving  suburb.  Close  to  hospitals.  Four  bedrooms,  2 
aths,  huge  living-dining  room,  fireplace.  Additional  800  sq.  ft.  office  with 
eparate  entrance.  Easy  access  to  Parkways.  Inquire  (516)  921-21 10. 


1 HUNTER  MOUNTAIN.  A NEW  CHALET.  LOCATED  IN  A 4 SEASON 
rivate  recreational  community.  Includes  4 bedrooms,  2 baths,  fireplace,  full 
arpeting  and  appliances  3/4  acres  lot,  with  adjacent  acreage  Private 
•nnis  and  heated  pool  Price  $43,500.  Also  a building  lot.  including  adjacent 

C reage  plus  pool  and  tennis  $12,500.  Call  weekdays  (212)  746-8530;  week- 
ds  (914)  688-5525. 

I 


IT  JEFFERSON.  LEASE,  WITH  OPTION  TO  BUY.  ALL  OR  PART  OF 
, >ur  own  building  and  land,  jn  new  Medical  Arts  Office  Park.  Ten.  4,000  sq. 

..  one  story,  brick  colonial  building.  Each  includes:  separate  paved  park- 

7 g lot,  landscaping,  individually  controlled  heat  and  air  conditioning,  all 
' tite  interiors  completely  finished  No  cash  required  One  mile  to  Mather 
lemorial  and  St.  Charles  Hospitals.  Six  miles  to  Stony  Brook  Univ. 
ccupancy  7/1  74  All  inquiries  invited.  Owner  builder.  Murray  Adler, 
tys  (516)  588-4499;  eves  (516)  473-4067. 


KT-SUBLET— MEDICAL  OFFICE.  MIAMI.  FLORIDA  FULLY 
— luipped  including  x-ray.  Up  to  1,500  sq.  ft.  Phone  (305)  379-5710.  Dept. 
K),  c/oNYSJM. 


ODSTOCK  WEST  HURLEY.  SECLUDED  REDWOOD  RETREAT. 
11  Electric.  Sundeck  facing  Hudson  Riser  Valley:  full  kitchen,  living  room 
'BF-dining  room,  3 bedrooms-14  baths.  Fully  Furnished:  $48,000. 

ine-September  $1,500.  (212)  246-8748. 

A H 

•3| 

'i- 

TLE  NECK.  N Y.  SIX  ROOM  COLONIAL.  BRICK  & SHINGLE,  COR- 
*r  townhouse.  3 bedrooms,  14  baths,  modern  throughout,  panelled  finished 
tsement.  2 patios,  low  taxes,  all  new  appliances,  many  extras.  Close  to  shop- 
ng  and  transportation.  Ideal  for  professional.  $55,000  asking  price.  Call 
—aI  12)  321-3230. 

f]  ' 

RTO  RICO  BEACH  HOUSE:  COSTA  AZUL  AT  LUQUILLO.  3 BED- 
>ms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
- mfortable.  private,  convenient  to  other  resort  areas.  For  rent  weekly. 

ward  Pinnev.  M.D..  148  East  78th  St..  New  York  Citv  10021.  (212) 

"*4-8870. 


tfiST  LOCATION  IN  PRESTIGEOUS  ESTATE  SECTION  OF  GREEN- 
-h.  4.8  acre  homesite  plus  stables,  coop-,  modern  greenhouse  & private 

. id.  Exclusive  park-like  setting.  Liquidation  bargain  $98,500.  Up  to  100% 
Viancing  available.  Owner,  evenings/weekends  (203)  869-8719. 


- L ESTATE  &:  OFFICE  FOR  SALE.  DUE  TO  SUDDEN  ILLNESS.  A 
y large  practice  with  a beautiful,  modern  hospital  nearby.  Excellent  op- 
. •tunity  for  young  doctor:  an  excellent  paying  community  near  a large  city; 
..  ellent  schools  and  churches  of  all  denominations.  The  community  is  of 
tch  background.  Dept.  408,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


WEST  HEMPSTEAD,  L I HOME-OFFICE  COMBINATION  FOR  SALE: 
Six  room  house,  3 bedrooms,  fireplace,  fully  carpeted,  washer,  dryer,  freezer, 
refrigerator,  double  garage;  excellent  location;  fully  landscaped;  near  park- 
ways, hospitals,  schools,  shopping.  Five  room  office:  100  M.A.  X-ray,  furni- 
ture. etc.;  excellent  for  group  or  any  profession.  Large  Medicare  practice 
available.  Call  1 1 1 or  7-8  p.m.  (516)  483-7035. 


BEAUTIFUL  OFFICE  SUITE,  650  SQ.  FT..  IN  EAST  HILLS  MEDICAL 
Building,  164  East  Main  St.,  Huntington,  L I.  Fully  furnished,  large  rooms, 
consultation  room,  two  examining  rooms,  waiting  room,  reception  area,  and 
lab  Call  (516)  423-1212. 


DOCTOR'S  OFFICE  GOOD  LOCATION.  NORTH  WOODMORE,  L.I. 
Large,  attractive;  panelled  and  carpeted  waiting  room;  nurse’s  station  (with 
sinkl.  lavatory.  2 examining  rooms  (with  sinkl;  panelled  consultation  room; 
4 closets  plus  walk-in  closet;  private  entrance.  Call  after  5 p.m.  (516) 
791-6340. 


PLAIN  VIEW  . L.I.  AVAILABLE.  ONE  LARGE  TREATMENT  ROOM  (CAN 
be  divided ).  share  waiting  room,  business  office  and  consultation  room.  Excel- 
lent location  near  hospitals  and  parkwavs.  Julian  G.  Kirchick,  M.D.  (516) 
WE  8-4800. 


ST.  LAWRENCE  ISLAND,  20  MILES  EAST  OF  MONTREAL.  ALL  UTILI- 
ties.  Ideal  vacation  retreat,  boating,  fishing,  skiing,  hunting,  etc.  Good  con- 
nection pre-fab  homes  if  desired.  Five  acres  available,  immediate  sale. 
$10,000  per  acre.  $40,000  buys  all.  terms.  Phone  (516)  799-7080,  or  wTite 
Dept.  411,  c/o  NYSJM. 


NEW.  PRESTIGE  MEDICAL  CENTER  ON  MAJOR  ARTERY.  DEER  PARK 
Ave.  (Rte.  231)  North  Babylon,  L.I  Fully  air  conditioned  and  ample  parking. 
750  sq.  ft.  suite  available  or  1.500  sq.  ft.  suite  available  for  two  associates. 
Call  Carl  Monte  (516)  249-5250. 


GENERAL  PRACTITIONER  RETIRING  AFTER  30  YEARS.  SALE  IN- 
cludes  approx,  one  acre  plot  with  two  dwellings.  Pleasant  setting.  Laboratory 
and  all  medical  equipment  included.  Large  drawing  area.  Excellent  hospital 
facilities  close  by.  Easy  terms.  Agent:  Marquering  Inc.,  Mon.-Fri.  (516) 
785-1301. 


FOR  SALE  OR  RENT  LEVITTOWN.  PROFESSIONAL  BUILDING  ON 
Hempstead  Turnpike,  near  Meadow-brook  Medical  Center,  approx.  7,000  sq. 
ft  : A/C;  modern;  excellent  parking;  3 separate  entrances.  Can  sub-divide. 
Call  owner  (212)  721-9200. 


PROFESSIONAL  OFFICE  FOR  RENT:  DESIRABLE  LOCATION.  HEW:- 
lett.  L.  I.,  N.Y.  Private  entrance,  800  sq.  ft.  Large  waiting  room,  2 consulta- 
tion rooms,  4 examining  rooms.  Office  used  at  present  by  pediatrician.  Ex- 
cellent for  medical  or  dental  profession.  Phone  for  appointment  (516)  FR 
4-1827. 


MONTEGO  BAY.  JAMAICA.  W.I.  LUX..  MEXICAN  DECOR.  3 BEDROOM. 
3 bath  villa,  atop  140  ft.  cliff  overlooking  bay.  Pool,  dining  terraces,  tropical 
gardens,  TV,  telephone.  Includes  services  of  live-in  maid /laundress,  gourmet 
cook,  houseboy.  $450  per  week.  Can  be  shared  by  2 or  3 couples.  Children 
welcome.  Betty  Wynne  (516)  273-2543. 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene 
fits.  Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 
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Plan  now 
to  attend 


123rd  Annual  Convention 
American  Medical  Association 
June  22-26,  1974 
Chicago/McCormick  Place 

Scientific  Sessions.  . .offering  you  new  clinical 
perspectives  on  a broad  range  of  relevant  and 
often  controversial  medical  subjects  presented 
in  multi-disciplinary  symposia.  Sessions  in- 
clude Hypertension/Management  of  Obesity/A 
Practitioner’s  Approach  to  Angina— 1974. 

Postgraduate  Courses. . .a  personalized  continu- 
ing education  experience— your  opportunity  to 
discover  fresh  solutions  to  patient-care  prob- 
lems as  experts  explore  new  treatments  and 
techniques  in  most  major  specialties.  Courses 
include  Cardiopulmonary  Resuscitation/Total 
Parenteral  Nutrition/Physicians  and  Sexuality. 

Fireside  Forums.  . .informal  evening  sessions 
in  a relaxed  setting  designed  to  promote  a 
healthy  dialogue  between  you,  your  colleagues 
and  professors  from  Chicago’s  medical  schools. 

Scientific  Exhibits. ..  featuring  Clinical  Patho- 
logic Conferences/Live  Teaching  Clinic'Fresh 
Tissue  Pathology.  View  or  actively  participate 
in  these  and  over  a hundred  other  exhibits  de- 
signed to  keep  you  knowledgeable  about  new 
techniques  in  your  field. 
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NEW  YORK  CITY  AREA 


July  1 / August  30,  1974 

Institute  of  International  Medical  Education 

222  East  19th  Street 

BASIC  MEDICAL  SCIENCES  CURRICULUM: 
for  candidates  preparing  for  FLEX,  State,  or 
National  Boards,  and  other  examinations. 
Included  in  the  course  contents  are  topics 
listed  in  the  subject  outline  of  the  National 
Board  of  Medical  Examiners  for  candidates 
for  Part  I of  the  Board  examination. 

For  further  information,  please  contact  the  Institute  at  the 
above  address.  Zip  10003. 


NOTE:  As  we  have  done  in  the  past,  "What  Goes  On" 

attempts  to  publish  Fall  events  in  its  Summer  issues; 
September  events  in  July  and  October  events  in  August. 


September  24,  1974  / April  29,  1975 

8:00-10:00  p.m.,  Tuesdays 

Department  of  Psychiatry  of  New  York  Medical 
College 

Flower-Fifth  Avenue  Hospitals 
Fifth  Avenue  at  106th  Street 
Division  of  Continuing  Education 

COMPREHENSIVE  NEUROLOGY  FOR 
PSYCHIATRISTS 

Under  the  direction  of: 

GEOFFREY  F.  OSLER,  M.D. 

Subjects  to  be  covered  include  cerebrovascular  disease,  con- 
vulsive disorders,  electrodiagnostic  procedures,  disorders  of 
the  spinal  cord,  peripheral  nerve,  neuromuscular  function  and 
muscle.  Also  covered  are  the  basic  sciences  of  neurology, 
including  embryology,  brain  stem,  and  basal  ganglia  morphol- 
ogy, the  limbic  system  and  cortical  structure  and  function 
among  others.  Special  attention  will  be  given  to  perfor- 
mance of  the  neurological  examination  and  the  differential  di- 
agnosis of  neurological  disorders  as  they  relate  to  medical 
problems  in  general  and  psychiatric  problems  in  particu- 
lar  This  course  will  be  most  useful  for  candidates 

preparing  for  the  American  Board  of  Psychiatry  and  Neurolo- 
gy- 

FEE:  $500  CREDIT:  Category  I AMA 

Please  contact  Benjamin  J.  Sadock,  M.D.,  Director  of  Con- 
tinuing Education  in  Psychiatry,  New  York  Medical  College, 
Fifth  Avenue  at  106th  Street,  New  York,  N Y.  10029.  Atten- 
dance is  limited. 

September  11,  1974  / April  30,  1975 

8:00-10:00  p.m.,  Wednesdays 

Department  of  Psychiatry  of  New  York  Medical 
College 

Flower  and  Fifth  Avenue  Hospitals 
Fifth  Avenue  at  106th  Street 


Division  of  Continuing  Education 

PSYCHIATRY:  REVIEW  AND  RECENT 

ADVANCES 

Under  the  direction  of: 

ALFRED  M.  FREEDMAN,  HAROLD  I.  KAPLAN,  AND 
BENJAMIN  J.  SADOCK,  M.D.'s 

This  course  in  psychiatry  is  designed  specifically  for  the  psy- 
chiatrist in  practice  who  wishes  to  review  and  update  his 
knowledge  or  who  wishes  to  gain  an  in-depth  and  compre- 
hensive overview  of  the  recent  advances  made  in  various 
areas  about  which  he  requires  more  detailed  information. 
Knowledge  of  the  behavioral  sciences  is  provided  and  ger- 
mane biological  and  psychological  concepts  are  presented. 
The  rapid  advances  made  in  the  areas  of  psychopharmacolo- 
gy, neurophysiology  and  biochemistry  as  applied  to  human 
behavior  are  also  covered.  Additional  attention  will  be  given 
to  the  performance  of  the  psychiatric  examination  and  the 
differential  diagnosis,  treatment  and  management  of  the  full 
range  of  psychiatric  disorders. 

FEE:  $500  CREDIT:  Category  I AMA 

Apply:  Benjamin  J.  Sadock,  M.D.,  Director,  Continuing  Edu- 
cation in  Psychiatry,  at  the  above  address.  Zip  10029. 


BUFFALO  AREA 

Programs  on  the  Telephone  Lecture  Network  of 
the  Lakes  Area  Regional  Medical  Program 

The  Program  in  Continuing  Medical  Education  sponsors  The 
Physicians  General  Interest  Series  of  programs  broadcast  on  the 
Telephone  Lecture  Network  of  the  Lakes  Area  Regional  Medical 
Program.  The  Network  reaches  hospitals  and  other  facilities  in 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chautauqua, 
Cattaraugus,  Allegany  and  Steuben  in  New  York  State  and  the 
counties  of  Erie,  McKean  and  Crawford  in  the  Commonwealth  of 
Pennsylvania.  Currently  the  Network  also  reaches  some  hospi- 
tals in  the  peninsular  area  of  Ontario. 

The  Physicians  Series  is  presented  at  1 1:30  on  Tuesdays. 

A monthly  series  of  programs  on  Cancer  sponsored  by  the  Ro- 
swell Park  Memorial  Institute  is  presented  the  third  Wednesday  of 
each  month  under  the  direction  of  Dr.  Gerald  P.  Murphy. 


Preceptorships 

General 

Preceptorships  arranged  on  request  are  available  in  a wide  va- 
riety of  fields  including  anesthesiology,  dermatology,  family  medi- 
cine, fiberoptic  gastrointestinal  endoscopy,  general  surgery, 
gynecology-obstetrics,  nuclear  medicine,  ophthalmology,  ortho- 
pedics, otolaryngology,  radiology,  psychiatry,  urology  and  pediat- 
ric urology. 

Those  interested  should  write  to  Continuing  Medical  Education 
indicating  their  field  of  interest,  time  available  for  study,  preferred 
dates  and  phone  number.  A faculty  member  skilled  in  the  topic 
will  then  contact  the  applicant  directly  to  arrange  a mutually  sat- 
isfactory schedule. 

Preceptorship  in  Clinical  Cardiology 

A more  intensive  preceptorship  is  offered  in  cardiology  with 
emphasis  on  the  cardiac  patient,  electrocardiography  and  the 
management  of  patients  with  heart  disease,  including  acute  cor- 
onary care. 
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This  program,  for  which  there  is  a fee  of  $10.00  a day  or 
$200.00  a month,  is  directed  by  Dr.  Jules  Constant,  of  the  Buffa- 
lo General  Hospital. 

For  information  on  the  above  preceptorships,  write: 

Continuing  Medical  Education 
2211  Main  Street 
Buffalo.  New  York  14214 
Tel.  (716)  831-5526 


WESTCHESTER  COUNTY 

July  1 / 31,  1974 
St.  Joseph’s  Hospital 

Yonkers 

EXTERNSHIP-INTERNSHIP  JULY 
TEACHING  PROGRAM 

Mondays 

July  1 — 3:00  p.m. 

Anticoagulation 

M.  F.  STEIN,  JR.,  M.D. 

July  8 — 1 1:00  a.m. 

Chronic  Obstructive  Pulmonary  Disease 

T.  CIALONE,  M.D. 

1:30  p.m. 

Urological  Disease  in  General  Practice 

P.  TUCCI,  M.D. 

July  15 — 10:00  a.m. 

Pharmacy 

MISS  P.  O’SULLIVAN 

1 1:00  a.m. 

Myocardial  Infarctions 

R.  COSTABILE,  M.D. 

July  22— 11:00  a.m. 

Heart  Failure 

R.  COSTABILE,  M.D. 

2:00  p.m. 

Malabsorption 

J.  GOLDMAN,  M.D. 

July  29 — 1 1:00  a.m. 

Breast  Carcinoma 

E.  GRAU,  M.D. 

3:00  p.m. 

Neurological  Evaluation 

A.  BROWN,  M.D. 


Tuesdays 
July  2 — 9:30  a.m. 

Medical  Rounds  (every  Tuesday) 

M.  F.  STEIN,  JR.,  M.D. 

1 1:00  a.m. 

Electrocardiography 

F.  B.  FLOOD,  M.D. 

1:30  p.m. 

Plastic  Surgery 

R.  PELZER,  M.D. 

July  9 — 1 1:00  a.m. 

Electrocardiography  II 

F.  B FLOOD,  M.D. 

2:00  p.m. 

Acute  Abdomen 

R.  SANTINI,  M.D. 

July  16 — 12:00  noon 

Movie  “Current  Concepts  in  Urinary  Tract 
Infections 

2:00  p.m. 

Surgical  Emergencies 

R.  SANTINI,  M.D. 

July  23 — 1 1:00  a.m. 

Tissue  and  Mortality  Review  Conference 

J.  RAFFA  and  W.  FINKELSTEIN,  M.D.’s 

1:30  p.m. 

Plastic  Surgery  II 

R.  PELZER,  M.D. 

July  30 — 1:30  p.m. 

Plastic  Surgery  III 

R.  PELZER,  M.D. 

Wednesdays 
July  3 — 1 1:00  a.m. 

Nephrotic  Syndrome 

A.  JOSHI,  M.D. 

1:00  p.m. 

X-Ray  Teaching  Conference 

R.  AVONDA,  M.D. 

July  10 — 1:00  p.m. 

Disease  of  the  Prostate  Gland 

E GURSEL,  M.D. 

July  17 — 11:00  a.m. 

Acute  Renal  Failure 

A.  JOSHI,  M.D. 
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1:00  p.m. 

X-Ray  Teaching  Conference 

R.  AVONDA,  M.D. 

July  24 — 10:00  a.m. 

V.D. — Early  Treatment 

M.  GOLDEN,  M.D. 

1:00  p.m. 

Urolithiasis 

E.  GURSEL,  M.D. 

July  3 1 — 1 1:00  a.m. 

Management  of  Cardiac  Arrest 

R.  ROSENBAUM,  M.D. 

1:00  p.m. 

X-Ray  Teaching  Conference 

R.  AVONDA,  M.D. 

Thursdays 

July  1 1 — 9:00  a.m. 

Hematologic  Emergencies 

B.  LUSTGARTEN,  M.D. 

11:00  a.m. 

Medical  Case  Presentation 

Attending  Medical  Staff 

1:00  p.m. 

Vaginal  Bleeding  and  Pregnancy 

F.  C.  MAGHAK,  M.D. 

July  18 — 1 1:00  a.m. 

Pediatric  Emergencies 

M.  RICE,  M.D. 

July  25 — 9:30  a.m. 

Schizophrenia 

S.  GOTTLIEB,  M.D. 

11:00  a.m. 

Medical  Case  Presentation 

Attending  Medical  Staff 

1:30  p.m. 

Renal  Conference 

M.  F.  STEIN,  JR.,  and  A.  JOSHI,  M.D.’s 

Fridays 

July  5 — 10:00  a.m. 

Addiction 

G.  HOLTZMAN,  M.D. 

July  12 — 1 1:00  a.m. 

Diagnosis  and  Treatment  of  Common  E.N.T. 


Disorders 

G.  CHONKICH,  M.D. 

July  19 — 1 1:00  a.m. 

Common  Orthopaedic  Problems 

E.  DALY,  M.D. 

July  26—2:00  p.m. 

Management  of  Common  Pediatric  Office 
Problems 

R.  RICE,  M.D. 


PARIS,  FRANCE 

July  3/6,  1974 

The  Minister  of  Public  Health  of  France  and  The 
International  Federation  of  Gynecology  and 
Obstetrics 

1st  Worldwide  Conference  on  Medical  Sexology 

INTERNATIONAL  CONGRESS  OF 
MEDICAL  SEXOLOGY 

The  four-day  Congress  will  include  scientific  sessions  and 
round  table  discussions  on  such  topics  as:  Differentiation  of 
gender  identity,  human  sexual  behavior,  male  impotency,  fri- 
gidity, sexuality  and  contraception,  transsexualism,  sex  edu- 
cation, sexuality  and  surgery,  and  other  related  topics.  The 
International  Congress  is  the  first  worldwide  meeting  uniting 
the  resources  in  the  field  of  medical  sexology.  Participants 
will  include  representatives  from  of  distinguished  speakers 
represent  the  fields  of  psychology,  psychiatry,  medicine  and 
education. 

Contact:  Hans  Lehfelt,  M.D.,  Chairman,  International  Con- 

gress Committee,  Society  for  the  Scientific  of  Sex,  784  Park 
Avenue,  New  York,  N.Y.  10021. 


LEXINGTON,  KENTUCKY 

* September  15/21,  1974 

The  University  of  Kentucky  College  of  Medicine 
Lexington,  Kentucky 

FIFTH  FAMILY  MEDICINE  REVIEW 

FRANK  R.  LEMON,  M.D.,  Program  Chairman 

FEE:  $195  CREDIT:  50  hours  AAFP  (requested) 

For  further  information,  contact:  Ronald  D.  Hamilton,  M.D., 
Director,  Continuing  Education,  College  of  Medicine,  Universi- 
ty of  Kentucky,  Lexington,  Kentucky  40506. 

•This  course  will  be  repeated  October  6 / 12,  1974. 


Deadline  Date  for  September  copy  is  July  10,  1974.  Send 
information  to  the  Editor  now. 
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EVENTS  RECEIVED  AFTER 
DEADLINE 

June  10  / 28.  1974 

Columbia  University  School  of  Public  Health 

Program  on  Continuing  Education 
21  Audubon  Avenue 

•June  10  / 12 

Advanced  Communication  and  Consultation 
Skills 

June  17  / 19 

Administrative  Hearings:  The  Role  of  the 
Hearing  Officer 

June  24  / 28 

Executive  Development:  Power,  Politics 
and  Health 

Inquiries  should  be  directed  to:  Program  of  Continuing  Edu- 
cation, Columbia  University  School  of  Public  Health,  21  Audu- 
bon Avenue,  New  York,  N.Y.  10032.  Telephone  212/568- 
4334 

'Basic  Communication  and  Consultation  Skills  was  held  May 
29  / 31. 


SUFFOLK  COUNTY 

WEDNESDAY,  MAY  29 

9:00  a.m. 

Brookhaven  Memorial  Hospital 

Second  Floor  Conference  Room 
101  Hospital  Road 
Patchogue 

PRE-HOSPITAL  EMERGENCY  CARDIAC 
CARE 

COSTAS  LAMBREW,  M.D. 

Nassau  County  Medical  Center 

Please  contact:  Dorothy  S.  Lane,  M.D.,  Director  of  Medical 
Education,  Brookhaven  Memorial  Hospital.  Tel.  516/475- 
5000  ext.  452. 


SYRACUSE  AREA 


June  7 / June  28,  1974 

2:00-3:30  p.m.,  Fridays 

Department  of  Psychiatry 

Upstate  Medical  Center 
Syracuse 

June  7 

Teaching  Considerations  in  the 


Psychotherapy  of  the  Adolescent  Child 

SHERWIN  RADIN,  M.D, 

June  14 

Developing  a “Think  Family  Orientation’’ 

ALBERTO  SERRANO,  M.D. 

University  of  Texas  Health  Sciences  Center 

June  21 

Learning  Disability  in  a Ten-Year-Old  Boy 
A case  presentation  by 

SABITA  ASHUTOSH,  M.D. 

John  Stephens  Clinical  Child  Psychology  Intern 

June  28 

Tea  and  Cakes  (all  invited) 


PHYSICIANS’  PLACEMENT 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen  s Committee  to 
Obtain  a Doctor.  R.D.  1,  Broadalbin,  N.Y.  14025. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Norman  A.  Zober,  Ass't  Adm.,  Arnot-Ogden  Me- 
morial Hospital,  Elmira,  N.Y.  14901.  Tel.  607/737-4100. 


ITHACA,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 

Hospital.  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel. 
607/274-4444. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.’s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr.  Ronald  J.  Fryzel,  Adm.  Ass’t,  Jamestown  Gen- 
eral Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel.  716/484-1161. 


JOHNSTOWN,  N.Y.,  Fulton  County.  Family  Physician  and  Inter- 
nist with  Cardiology  background. 

CONTACT:  Mr.  Thomas  E.  Powers,  Adm.,  Johnstown  Hospital, 
Johnstown,  N.Y.  12905.  Tel.  518/762-3161. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education  Coor- 
dinator wanted. 

CONTACT:  Mr.  Leopold  J.  Tapier,  Dir.  of  Personnel,  St.  Charles 
Hospital,  200  Belle  Terre  Rd.,  Pod  Jefferson,  N.Y.  11777. 
Tel.  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Four  House  Physicians 
(2  Internists  and  2 Ob/Gyn  preferred) 

CONTACT:  Dennis  H.  Collette,  Ass’t  Adm.,  Vassar  Brothers 

Hospital,  Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel. 
914/452-3000. 
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PULASKI,  N.Y.,  Oswego  County.  Two  primary  physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  Inc.  7407  Park  Street,  Pulaski,  N.Y. 
13142. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed. 
Opportunities  available  for  individual  or  group  practice. 

CONTACT:  E.  B.  Watson,  President,  Board  of  Managers,  or  J. 
W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N.Y. 
13838.  Tel.  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician.  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.  Adm.  Myers  Community 

Hospital,  Sodus,  N.Y.  14551.  Tel.  315/483-9161. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.  Board  of  Managers,  Cran- 
berry Lake,  N.Y.  12927.  Tel.  315/848-2428 or  Mrs. 

Doris  Hall,  R.N.  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel.  315/848-3551. 


SUFFOLK  COUNTY,  N.Y.  (Long  Island).  Qualified  Family  Physi- 
cians. Openings  in  solo,  group;  or  in  association  and/or  part- 
nership with  established  family  physicians. 

CONTACT:  Herman  Saltz,  M.D.,  Pres.  Suffolk  County  Chapter 

of  AAFP,  333  Main  Street,  Northport,  N.Y.  11768.  Tel. 
516/AN  1-5566. 


SYRACUSE,  N.Y.,  Onondaga  County.  Expanding  group  need 
Board  Cert/Elig.  Anesthetist. 

CONTACT:  John  Bertrand,  M.D.,  Crouse  Irving  Memorial  Hospi- 
tal, 736  Irving  Avenue,  Syracuse,  N.Y.  13210.  Tel.  315/ 
476-6611. 


SYRACUSE,  N.Y.,  Onondaga  County.  Neighborhood  Health 
Center  needs  one  Internist  or  Generalist  for  adult  medicine. 

CONTACT:  Robert  E.  Long,  M.D.,  819  So.  Salina  Street,  Syra- 
cuse, N.Y.  13202.  Tel.  315/476-7921. 


UTICA,  N.Y.,  Oneida  County  needs  F.P.’s,  Pediatricians  and  Inter- 
nists. 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 

Utica,  N.Y.  13502. 


TO:  Subscribers  to  “What  Goes  On  In  Medicine” 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On"  and  invite  your  suggestions  and  comments. 


“WHAT  GOES  ON” 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On” 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 

(zip) 
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Chiropractic 
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Care 
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Albert  S.  Lyons,  M.D.,  as  an 
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Albert  S.  Lyons,  M.D.,  as  an 
individual 

Albert  S.  Lyons,  M.D.,  as  an 
individual 

John  A.  Finkbeiner,  M.D., 
as  an  individual 
Jason  K.  Moyer,  M.D.,  as  an 
individual 

John  R.  Williams,  Jr.,  M.D., 
as  an  individual 
Leonard  Weitzman,  M.D., 
as  an  individual 
Asa  Ruskin,  M.D., Delegate, 
Section  on  Physical  Medi- 
cine & Rehabilitation 
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cine & Rehabilitation 
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74-62 

Restraint  of  Advertising  for  Self-Medication 

Niagara 

1263 

74-63 

Pre-admission  Applied  Before  Hospitalization  of  Medi- 
care and  Medicaid  Patients 

Niagara 

1290 

74-64 

Confidentiality  of  Medical  Records 

Niagara 

1260 

74  65 

Deactivation  of  Seat  Belt  Mechanisms  and  Non-Use  of 
Head  Rests 

William  C.  Stein,  M.D.,  as  an 
individual 

1263 

74-66 

Continuing  Professional  Education  Programs  on  a Volun- 
tary Basis 

Oneida 

1234 

74-67 

Compulsory  Examination  of  Patients  by  Emergency 
Room  Physicians 

Oneida 

1290 

74-68 

Permission  of  Insured  to  Assign  Benefits  to  Physicians 

Queens 

1264 

74-69 

Tax  Abatement  for  Newly  Graduated  Doctors 

Queens 

1265 

74-70 

Legislation  to  Relieve  Harassment  of  Patients  Caused  by 
N.Y.C.  Department  of  Health  Regulations 

Queens 

1265 

74-71 

Enactment  of  Lien  Law  for  Physicians’  Services 

Queens 

1265 

74-72 

Repeal  of  Education  Law,  Section  6509,  Subsection  2, 
Revocation  of  a Physician’s  License  for  Various  Offenses 
Related  to  Negligence 

Queens 

1266 

74-73 

Physicians’  Bill  of  Rights 

Queens 

1272 

74-74 

Hospital  Medical  Staff  Bylaws  and  the  Selection  and  Re- 
moval of  Physician  Members  of  Hospitals,  Including 
Chiefs  of  Professional  Departments  within  the  Hospital 
Setting,  and  Due  Process  Requirements  for  all  Salaried - 
Physicians  of  the  Hospital 

Queens 

1287 

74-75 

Complete  Maternity  Care  Coverage 

Queens 

1266 

74-76 

Local  Approval  Mandated  for  Projected  Nursing  Homes 
and  Health  Related  Facilities 

Queens 

1265 

74-77 

Relief  from  the  Failure  of  Carriers  to  Follow  the  Guide- 
lines for  Payment  as  Described  in  the  Workmen’s  Com- 
pensation Law 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1266 

74-78 

Failure  of  a Carrier  to  Pursue  Agreed  Arbitration 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1267 

74-79 

Composition  of  Arbitration  Panel  in  Compensation  Cases 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1294 

74-80 

Availability  for  the  Immediate  Authorization  for  the 
Treatment  of  Patients  Under  Compensation  Law 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1291 

74-81 

Mandatory  Assignment  of  Benefits 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual  and  Kings 
County 

1264 

74-82 

The  Use  of  W’ritten  Interrogatories  as  Evidence  in  Com- 
pensation Hearings 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1291 

74-83 

Mechanism  for  Prompt  Evaluation  of  Compensability  of 
Injured  W’orker 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1291 

74  84 

Failure  of  Carriers  to  Follow  the  Fee  Schedules  in  Com- 
pensation Cases 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1292 

74-85 

Continuation  of  Disputed  Patient  Care  in  Compensation 
Cases 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1292 

74-86 

Suspension  of  Corporation  Guidelines  in  Patients  Covered 
by  No-Fault  Insurance 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1267 

74-87 

Impartial  Examination  of  Compensation  Patients  by  an 
approved  Panel  of  Specialists 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1292 

74-88 

Legislation  Relief  Under  Compensation  Law- 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1293 

74-89 

Right  of  Medical  Specialist  to  Interpret  the  X-Rays  Par- 
ticular to  his  Field  of  Practice  as  an  X-Ray  Specialist 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1294 

74-90 

Specialist  Fees  for  Specialists  under  Compensation  Law 

Frederick  Lee  Liebolt,  M.D., 
as  an  individual 

1294 

74-91 

Abrogation  of  Right  of  Assignment 

Kings 

1294 

74-92 

Participation  of  Pathologists  in  Creating  Criteria  for 
Laboratory  Evaluation 

Herbert  Lansky,  M.D.,  Dele- 
gate, Section  on  Pathology 

1235 

74-93 

Ban  on  Smoking  in  the  House  of  Delegates 

Lawrence  S.  Kryle,  M.D., 
as  an  individual 

1235 

74-94 

Improvement  of  Acute  Medical  Care  Services  in  the  Com- 
munity 

Bernard  Seligman,  M.D., 
as  an  individual 

1235 

74-95 

Communication  Between  Board  of  Regents  and  County 
Medical  Societies 

Oneida 

1267 

74-96 

Permanent  Licensure  of  Felipe  Alperovich,  M.D. 

Oneida 

1267 
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74-97 

The  First  District  Branch  as  the  Medical  Society  of  the 
City  of  New  York 

First  District  Branch 

1297 

74-98 

Amendment  to  the  Bylaws  to  Redistribute  First  District 
Branch  Members 

Lester  R.  Tuchman,  M.D., 
as  an  individual 

1298 

74-99 

Legislative  Modification  of  the  Medicaid  Program  in  the 
City  of  New  York 

Coordinating  Council  of  the 
First  District  Branch 

1295 

74-100 

Staff  Allocation  to  Committee  on  Continuing  (Postgrad- 
uate) Education 

George  Himler,  M.D.,. 
as  an  individual 

1178 

74-101 

Medicaid  Payment  for  Office  Laboratory  Tests 

Monroe 

1295 

74-102 

Repeal  of  PSRO  Legislation 

Nassau 

1270 

74-103 

Change  of  Name  of  Section  on  Plastic  and  Reconstructive 
Surgery  to  the  Section  on  Plastic  Reconstructive  and 
Maxillofacial  Surgery 

Howard  B.  Rasi,  M.D.,  Dele- 
gate from  Section  on  Plas- 
tic & Reconstructive 
Surgery 

1189 

74-104 

Memorial  Resolution  to  John  C.  Brady,  M.D. 

Erie 

1120 

74-105 

MSSNY  Sponsorship  of  a Summer  Field  Placement  for 
Medical  Students 

James  K.  Weber,  Medical 
Student  Delegate 

1189 

74-100 

Physicians’  Associates 

Thomas  F.  McCarthy,  M.D., 
as  an  individual 

1268 

74-107 

To  Improve  Communication  among  the  Medical  Students 
of  New  York  State  and  the  MSSNY 

James  K.  Weber,  Medical 
Student  Delegate 

1189 

74-108 

Abolishment  of  Compulsory  Membership  in  the  AMA  by 
Student’s  House  Officers 

James  K.  Weber,  Medical 
Student  Delegate 

1298 

74-109 

Recommendation  to  Medical  Schools  and  Hospitals  limit- 
ing the  maximum  on-call  period  for  medical  students 
and  house  officers  to  24  hours. 

James  K.  Weber,  Medical 
Student  Delegate 

1190 

74-110 

Change  of  Meeting  Place  for  the  House  of  Delegates 

Niagara 

1190 

74-111 

Prompt  and  Complete  Dissemination  of  Actions  of  HOD 

Thomas  F.  McCarthy,  M.D., 
as  an  individual 

1296 

74-112 

Change  of  Name  of  Section  on  Gastroenterology  and 
Proctology 

A.  W.  Martin  Marino,  M.D., 
as  an  individual  and  Ber- 
tram A.  Porter,  M.D., 
Delegate,  Section  on  Gas- 
troenterology and  Proctol- 

1191 

74-113 

Opposition  to  Mandated  Fixed-Salary  Contracts  between 
Hospitals  and  Radiologists 

ogy 

Erie 

1295 

74-114 

Separation  of  House  of  Delegates  for  Annual  Convention 

George  T.  C.  Way,  M.D., 
as  an  individual 

1298 

74-115 

House  of  Delegates  Resolutions 

Schenectady 

1296 

74-116 

House  of  Delegates  Resolutions 

Schenectady 

1299 
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MEDICAL  SOCIETY  OF  THE 


STATE  OF  NEW  YORK 


House  of  Delegates 


Minutes  of  the 


Annual  Meeting 


February  24  through  28,  1974 


The  168th  Annual  Meeting  of  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  convened  at  the  Americana 
Hotel,  Seventh  Avenue  and  5‘2nd  Street,  New  York  City,  on  Sun- 
day, February  24,  1974  at  2:00  p.m.;  on  Tuesday,  February  26, 
1974  at  2:00  p.m.;  on  Wednesday,  February  27 , 1974,  at  9:00  a.m. 
and  2:00  p.m.;  and  on  Thursday,  February  28,  1974,  at  9:00  a.m.; 
George  T.  C.  Way,  M.D.,  Speaker;  Samuel  Wagreich,  M.D.,  Vice- 
Speaker;  Carl  Goldmark,  Jr.,  M.D.,  Secretary;  Joseph  G.  Zimring, 
M.D.,  Assistant  Secretary. 


Opening  Proceedings 


Invocation  and  National  Anthem 

. . . Speaker  Way  introduced  the  Very  Reverend 
Monsignor  James  H.  Fitzpatrick  of  the  Hospital  Associ- 
ation of  New  York  State,  Albany,  who  gave  the  invoca- 
tion. This  was  followed  by  the  National  Anthem  . . . 

Report  of  Reference 
Committee  on  Credentials 

. . . Joseph  F.  Shanaphy,  M.D.,  chairman  of  the  Com- 
mittee on  Credentials,  reported  that  210  delegates  were 
registered;  Secretary  Goldmark  reported  that  a quorum 
was  present.  Speaker  Way  then  declared  the  168th  ses- 
sion of  the  House  of  Delegates  open  for  the  transaction 
of  business  . . . 

Memorial  Tribute 

. . . Speaker  Way  read  the  names  of  the  deceased 
members  of  the  House  of  Delegates,  as  follows: 

Albany  County:  Arthur  J.  Bedell,  county  delegate 

1913  to  1917,  1919,  1920,  and  1926  to  1928;  officer  (un- 
specified) 1922  and  1923;  censor  1924  and  1925;  chair- 
man of  Committee  on  Scientific  Work  1929,  1930,  1931, 
1932,  and  1933;  president-elect  1934;  president  1935; 
past  president  1936  to  1973. 

Bronx  County:  Charles  M.  Kapp,  county,  delegate 

1966  to  1972;  Charles  Sandler,  county  delegate  1952  to 
1959. 

Erie  County:  John  C.  Brady,  county  delegate  1943  to 
1946,  1950  to  1957,  1959  to  1964,  and  1966  to  1971;  vice- 
president  1965. 

Herkimer  County:  George  A.  Burgin,  county  dele- 


gate 1939  to  1942  and  1946  to  1959;  councilor  1960  to 
1963;  president-elect  1964;  president  1965;  trustee  1966 
to  1969;  past  president  1970  to  1973. 

Kings  County:  John  Joseph  Flynn,  county  delegate 
1952  to  1972;  Harry  R.  Litchfield,  section  delegate  (Pe- 
diatrics) 1963;  and  Robert  F.  Warren,  county  delegate 
1954  to  1960. 

Nassau  County:  Maurice  B.  Berger,  county  delegate 
1958  and  1959. 

Oneida  County:  Arthur  F.  Gaffney,  county  delegate 
1947  to  1953,  1955,  1956,  and  1960  to  1964;  district  dele- 
gate (Fifth  District)  1954,  1958,  1959,  1965,  and  1966. 

Onondaga  County:  Dwight  V.  Needham,  county  del- 
egate 1946  to  1956;  and  Albert  W.  VanNess,  county  del- 
egate 1955. 

Queens  County:  Harry  H.  Epstein,  county  delegate 
1957  to  1961  and  1963  to  1973. 

Rensselaer  County:  John  J.  Noonan,  county  delegate 
1964  to  1972. 

Richmond  County:  Cyril  M.  Levine,  county  delegate 
1957  to  1960. 

Suffolk  County:  John  L.  Sengstack,  county  delegate 
1937  to  1950;  1953  to  1959;  1961  to  1964;  1966  to  1969 
vice-president  1960. 

Sullivan  County:  Lee  R.  Tompkins,  county  delegate 
1963,  1964,  1965,  1970;  district  delegate  (Third  District) 
1962, 1966,  1971,  1972. 

Westchester  County:  Francis  T.  Rogliano,  county 

delegate  1965  and  1970. 

. . . The  House  of  Delegates  rose  and  stood  for  a mo- 
ment of  silence  in  memory  of  their  departed  confreres 


* A verbatim  copy  of  the  Proceedings  of  the  House  of  Dele- 
gates is  on  file  at  the  Headquarters  Office  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  11040. 
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. . . The  following  memorial  resolution  was  unani- 
mously adopted  by  the  House: 

74-104.  John  Cunning  Brady,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  John  Cunning  Brady,  M.D.  was  a physi- 
cian for  57  years  and  practiced  the  healing  arts  until 
his  death  October  27,  1973  and 

WHEREAS,  Dr.  Brady  was  a well  known,  admired 
and  respected  gentleman  in  both  the  medical  and 
civic  community;  and 

WHEREAS,  Dr.  Brady’s  acts  of  charity  and  leader- 
ship brought  praise  and  honor  to  his  profession;  and 
WHEREAS,  Dr.  Brady’s  personal  and  professional  at- 
titudes are  exemplified  by  his  continued  and  active 
participation  in  matters  medical  and  civic  until  the 
time  of  his  death;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York,  in  which  John 
Cunning  Brady,  M.D.,  served  for  so  many  years  as 
delegate  and  Vice-President,  rise  in  a moment  of  si- 
lent prayer  in  his  memory;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution,  along  with 
an  expression  of  sympathy  by  the  Medical  Society  of 
the  State  of  New  York,  be  sent  to  his  family. 

. . . Speaker  Way  called  on  Executive  Vice-President 
Fineberg,  who  addressed  the  House  as  follows: 

Mr.  Speaker,  members  of  the  House  of  Delegates,  I re- 
gret greatly  to  announce  to  you  the  passing  of  Miss 
Doris  K.  Dougherty  on  the  18th  of  February,  in  Clear- 
water, Florida.  I am  sure  many  members  of  this  House 
remember  her  as  a loyal  and  devoted  member  of  our 
staff,  who  was  kind  and  generous  to  everyone  she  came 
in  contact  with  throughout  her  career.  Her  father  was 
for  many  years  a great  secretary  of  our  Society.  She 
carried  on,  in  her  inimitable  way,  the  work  of  this  House 
and  the  many  chores  we  assigned  to  her,  during  many 
administrations.  We  all  loved  her  and  I know  that  she 
will  be  missed  by  many  of  you  and  especially  by  the 
members  of  our  staff.  Memorial  services  were  held  in 
Clearwater  a few  days  ago  and  at  Mount  Kenisco  Ceme- 
tery, not  far  from  here. 

. . . The  House  rose  and  stood  for  a moment  of  si- 
lence. . . 

Introduction  of  New  Delegates 

. . . Speaker  Way  introduced  the  following  new  dele- 
gates who  were  applauded  by  the  House: 

County  Delegates 
Ralph  J.  Argen,  Erie 
Bernard  H.  Berson,  Rockland 
Kevin  M.  Cahill,  New  York 
John  A.  Cooke,  Jr.,  Ulster 
William  L.  Craver,  Monroe 
Hugh  C.  Davidson,  Jr.,  New  York 
John  A.  Esposito,  Saratoga 
Morton  Goldfarb,  Nassau 
James  T.  Haggerty,  Monroe 
William  M.  Hewlett,  Queens 
Philip  K.  Kaufman,  Queens 
Joseph  Klements,  Queens 
Morton  M.  Kurtz,  Queens 
Thomas  E.  Lavell,  Jr.,  Delaware 
John  LoCasio,  The  Bronx 


John  I.  Lauria,  Erie 
Jack  W.  McElwain,  Nassau 
John  H.  Morton,  Monroe 
Harriett  E.  Northrup,  Chautauqua 
Stephen  J.  Paolini,  Erie 
Donald  S.  Raines,  Monroe 
Lawrence  Ravick,  Nassau 
Jay  S.  Reibel,  New  York 
Francis  I.  Reinus,  New  York 
Philip  R.  Roen,  New  York 
Rosewell  D.  Shaw,  Columbia 
Ann  M.  Shearman,  New  York 
Victor  W.  Sidel,  Bronx 
George  I.  Starr,  Clinton 
John  M.  Stirna,  Jr.,  Sullivan 
Dorothy  L.  Trice,  Kings 
Boris  A.  Vanadzin,  Rockland 
Paul  A.  Westfall,  Yates 
William  A.  Whyland,  Rensselaer 
William  Winner,  The  Bronx 
Stanley  H.  Wolfson,  Kings 

District  Delegates 

Peter  O.  Garner,  Schoharie 
Richard  A.  Hughes,  Warren 

Section  Delegates 

Richard  Nauen,  New  York 
Russel  H.  Patterson,  Jr.,  New  York 


Approval  of  Minutes  of  1973  Meeting 

. . . The  minutes  of  the  February,  1973,  session  were 
approved  as  published  in  the  June  1,  1973  issue  of  the 
New  York  State  Journal  of  Medicine  . . . 


Reference  Committees 

. . . Speaker  Way  announced  that  the  reference  com- 
mittees for  the  1974  House  of  Delegates  were  as  follows: 

Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 
Sol  Axelrad,  Queens 
Jeff  Joseph  Coletti,  Nassau 
Arthur  Howard,  Fulton 
Orin  A.  Wahl,  Orange 
Reports  of  Officers 
President 
President-Elect 
Secretary 
Treasurer 

Executive  Vice-President 

Board  of  Trustees 

Budget  and  Finance 

Council  Activities 

New  York  Delegation  to  AM  A 

Research  and  Planning 

Frederic  W.  Holcomb,  Jr.,  Ulster,  Chairman 

Daniel  Friedman,  Suffolk 

Jason  K.  Moyer,  Broome 

George  Saypol,  New  York 

Ralph  M.  Schwartz,  Kings 
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Medical  Services 

Socioeconomics 
Medical  Care  Insurance 

Workmen’s  Compensation  and  Occupational  Health 
Interspecialty 

Hospital  and  Professional  Relations 

Charles  A.  Gwynn,  Onondaga,  Chairman 

Leonard  S.  Weiss,  Orange 

Kenneth  H.  Eckhert,  Erie 

Martin  G.  Koloski,  Dutchess 

John  J.  Phelan,  Jr.,  Albany 


Public  Health  and  Education 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Disaster  Medical  Care 
Drug  Abuse 

Emergency^  Health  Services 

Environmental  Quality 

Family  Physicians 

Forensic  Medicine 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 

Rural  Medical  Service 
School  Health 
Venereal  Disease 

Liaison  with  Deans  of  Medical  Schools  Nursing  and 
Paramedical  Professions 

Milton  Rosenberg,  Suffolk,  Chairman 
James  M.  Flanagan,  Wayne 
Katharine  L.  Friedmann,  Westchester 
William  J.  Staubitz,  Erie 
Boris  A.  Vanadzin,  Rockland 


Scientific  Activities,  Publications  and  Miscellane- 
ous 

Journal 
What  Goes  On 
Archives 
Prize  Essays 

Convention  4 

Physician’s  Placement 
District  Branches 


Publications 

Library 

Public  and  Professional  Relations 
Victor  J.  Tofany,  Monroe,  Chairman 
Francis  J.  Gilroy,  Broome 
Francis  J.  Loperfido,  The  Bronx 
James  A.  Moore,  Albany 
Robert  E.  Westlake,  Onondaga 


Governmental  Affairs  and  Legal  Matters 

Federal  Legislation 
State  Legislation 

Professional  Standards  Review  Organizations 

Peer  Review 

Ethics 

Foundations 

New  York  State  Association  of  the  Professions 
Gerald  L.  Glaser,  Monroe,  Chairman 
Guy  S.  Alfano,  Erie 
John  A.  Finkbeiner,  New  York 
Walter  F.  Harrison,  Jr.,  Warren 
Robert  J.  O’Connor,  Richmond 


Insurance  and  Membership  Benefits 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
General  Insurance 
Membership  Benefits 

Ralph  E.  Schlossman,  Queens,  Chairman 
Irwin  Felsen,  Allegany 
Richard  A.  Hughes,  Warren 
Henry  B.  Marshall,  Chemung 
M.  Theodore  Tanenhaus,  Kings 


Tellers 

Maurice  J.  Elder,  St.  Lawrence,  Chairman 

Bernard  A.  Berson,  Rockland 

Isaiah  Gross,  The  Bronx 

John  A.  Kalb,  Broome 

Harold  W.  Mayberger,  Nassau 

Sergeant  At  Arms 

Oma  H.  Price,  New  York,  Chairman 
Armand  J.  D’Errico,  Fulton 
Bernard  J.  Hartnett,  Cayuga 
Frank  C.  Starpolini,  Dutchess 
Wayne  C.  Templer,  Steuben 

Referral  of  Reports,  Supplementary 
Reports,  and  Resolutions 

. . . On  motion  of  Secretary  Goldmark,  the  reports  and 
supplementary  reports  of  officers,  trustees,  commis- 
sions, committees,  and  district  branches,  both  published 
and  distributed,  and  resolutions  as  distributed  were  re- 
ferred to  the  appropriate  reference  committee  without 
reading. 
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Addresses  to  the  House 

President  of  the  American  Medical 
Association* 

. . . Speaker  Way  recognized  Executive  Vice-President 
Fineberg,  who  introduced  Russell  H.  Roth,  M.D.,  Presi- 
dent of  the  American  Medical  Association,  Dr.  Roth  ad- 
dressed the  House  as  follows: 

You  know,  it  is  refreshing  to  find  out  that  in  New 
York  State  there  is  a little  confusion  about  east  and  west 
and  what  lies  west  of  the  Hudson  River.  However,  I do 
come  from  that  portion  of  Pennsylvania  which  truly 
qualifies  as  being  to  the  west  of  you. 

Obviously,  you  plan  well  in  these  sessions  because  I 
knew  when  I was  invited,  I would  have  this  opportunity 
to  stand  before  you  for  a few,  hopefully,  well  chosen  re- 
marks. Had  that  opportunity  come  on  the  first  day  of 
your  proceedings,  I am  sure  they  would  have  been  large- 
ly dedicated  to  the  subject  of  unification  of  membership 
or  mandatory  membership,  call  it  what  you  will;  and, 
equally  obviously,  you  have  made  that  totally  unneces- 
sary. All  I need  to  do  is  add  my  personal  expressions  of 
gratification  for  what  you  have  done  and  hope  that  this 
sentiment  filters  down  over  your  southern  border  into 
Pennsylvania,  so  that  we,  as  another  major  state,  may  do 
likewise  next  year. 

Had  I had  the  opportunity  to  speak  on  the  second  day 
of  your  proceedings,  I presume  I would  instead  have 
chosen  what  seems  to  be  the  number  one  controversial 
area  in  our  profession  these  days,  the  matter  of  Profes- 
sional Standards  Review  Organizations,  and,  obviously, 
had  I done  that,  it  would  have  had  the  effect  of  adding 
more  to  your  cup,  which  fairly  obviously  runneth  over  at 
this  point  so,  there  is  no  need  to  talk  about  PSRO. 

Then,  on  the  third  day,  it  would  have  been  a matter  of 
whether  I preceded  or  followed  Burt  Howard  because 
you  have  had  an  excellent  review  from  him  of  the  next 
group  of  subjects  which  I think  are  of  prime  importance 
to  our  profession  today,  particularly  the  manifestation 
of  a renewed  kind  of  leadership  on  behalf  of  the  Ameri- 
can Medical  Association.  It  has  been  pointed  out  to  me, 
incidently,  that  very  shortly  after  my  inauguration  as 
president  in  this  hotel  in  June,  there  was  a small  college 
which  conferred  upon  me  an  honorary  LL.D.  degree. 
Now,  I recognize  that  this  gives  great  additional  weight 
to  my  opinions,  but  I want  to  assure  you  that  it  is  not  re- 
sponsible for  the  litigious  attitude  which  has  suddenly 
been  expressed  by  the  AMA  Board.  This  is  far  more 
than  any  individual  manifestation  of  leadership.  This 
is,  I think,  a manifestation  of  a relatively  new  aggressive 
defense  of  the  freedoms  in  medical  practice  which,  I 
think,  most  of  us  feel  is  the  proper  role  for  our  voluntary 
associations  in  medicine,  and  I hope  it  continues  with 
appropriate  consideration  of  the  times  and  places  and 
subjects  in  which  we  exert  this  leadership. 

In  recognizing  that  those  first  three  days  were  gone, 
and  that  I was  to  speak  today,  I thought  I would  single 
out  the  one  remaining  major  area  that  had  not  been 
brought  up  as  far  as  I was  concerned  in  these  hearings; 
but  today,  in  the  reference  committee  report  which  pre- 


*  Dr.  Roth  addressed  the  House  at  the  Wednesday  morning 
session. 


ceded  me,  I find  that  you  have  indeed  dedicated  a great 
deal  of  attention  to  one  big  relatively  new  subject  in 
which  we  need  to  be  concerned,  governmental  interven- 
tion into  our  profession  in  an  area  in  which  we  have 
been  singly  free  of  such  intervention.  That  is,  of  course, 
graduate  medical  education,  because  there  is  no  state  in 
this  union  of  ours,  that  I am  aware  of,  which  exercises 
control  over  graduate  medical  education.  After  the 
granting  of  the  M.D.  degree,  in  general,  there  has  been 
no  legislative  constriction  upon  our  profession  as  to 
whether  we  represent  ourselves  as  neurosurgeons,  psy- 
chiatrists, pediatricians,  and  so  forth.  All  of  the  ele- 
ments concerning  graduate  education  and  qualifications 
have  been  in  the  voluntary  sector.  This  has  been  the 
province  of  our  medical  societies,  our  specialty  organiza- 
tions, our  specialty  board  organizations,  and  I believe 
that  most  of  us  really  want  to  keep  the  voluntary  sector, 
the  medical  societies  and  the  academicians  in  control  of 
the  evaluation  of  certifiability  and  practice  as  special- 
ists. I think  we  need  to  be  concerned  about  some  of  the 
things,  the  early  manifestations  of  which  show  up  in 
portions  of  your  handbook.  There  are  sections  in  your 
handbook  indicating  that,  here  in  New  York  State,  you 
are  beginning  to  have  some  State  concern  about  moving 
into  the  field  of  graduate  education.  I must  report  to 
you  unhappily  that  this  has  probably  surfaced  more 
visably  just  south  of  your  border,  in  my  own  State  of 
Pennsylvania,  than  anywhere  else.  There  the  State 
Board  of  Medical  Education  and  Licensure  has  now  re- 
read the  law  which  created  them,  originally  written  in 
1905,  and  points  to  the  fact  that,  in  the  law  in  Pennsyl- 
vania, it,  the  State  Board  of  Medical  Education  and  Li- 
censure, is  given  sole  and  complete  charge  over  the 
subject  of  medical  education  in  the  Commonwealth  of 
Pennsylvania.  Based  on  this,  and  responding  to  con- 
sumer pressures,  voter  pressures,  taxpayer  pressures, 
and  pressures  of  the  Ralph  Nader-Herbert  Denningberg 
type,  the  State  Board  is  beginning  to  look  at  the  possi- 
bility of  the  voluntary  sector  in  medicine  no  longer 
being  granted  complete  control  over  credentialing,  certi- 
fication, and  so  on.  Representatives  of  the  Pennsylva- 
nia State  Board  came  to  the  American  Medical  Associa- 
tion and  told  our  Council  on  Medical  Education,  that 
they  would  like  copies  of  the  documentation  of  every  de- 
cision which  will  be  made  in  Pennsylvania  for  changes  in 
an  educational  program,  internship,  or  residency.  The 
AMA  bowed  politely  and  said,  “Sorry.  This  is  a confi- 
dential matter.  Such  reports  are  sent  only  to  adminis- 
trators, program  directors  of  hospitals  in  which  these 
programs  are  carried  on,  and  we  do  not  send  them  to 
governmental  agencies.”  So  the  State  Board  said,  “Al- 
right. We  will  not  have  a fight  now.”  So,  they  have 
drafted  a letter  to  be  sent  to  every  hospital  in  Pennsyl- 
vania operating  such  a program  mandating  that  hospital 
to  provide  them  with  the  documentation  for  any 
changes  of  training  programs.  It  can  be  good,  I pre- 
sume, so  long  as  a State  Board  of  Medical  Education  is 
motivated  in  the  same  way  as  the  rest  of  us  in  the  pri- 
vate practice  of  medicine  are  motivated.  However,  we 
all  know  that  the  changes  in  the  composition  of  state 
boards  call  for  the  inclusion  of  more  consumer  represen- 
tation. 

I have  also  recently  had  dinner  with  Congressman 
William  R.  Roy,  M.D.,  from  Kansas  who  is  on  the  all  im- 
portant Subcommittee  on  Health  of  the  Interstate  and 
Foreign  Commerce  Committee  of  the  House  of  Rep- 
resentatives, and  he  is  contemplating  Federal  legislation 
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which  will  attack  the  manpower  distribution  problem — 
the  problem  of  how  many  surgeons,  how  many  inter- 
nists, how  many  dermatologists  we  can  train.  This 
would  call  for  some  sort  of  Federal  restrictions.  I have 
not  seen  the  legislation.  1 have  no  idea  whether  1 am 
morally  or  philosophically  for  it  or  against  it,  but  it  sig- 
nals a new  area  of  intrusion  when  government  starts 
moving  into  this  previously  one  hundred  per  cent  volun- 
tary area,  and  I think  we  need  to  be  well  aware  of  it. 

One  of  the  problems  that  has  surfaced,  to  my  mind,  in 
the  great  countrywide  professional  concern  about  PSRO 
this  year  is  not  the  issue  itself  but  the  danger  of  devel- 
oping “gunbarrel  sight”  and  focusing  on  one  issue  of 
concern  alone.  I think  we  have  in  the  medical  profes- 
sion, room  in  an  organization  such  as  the  American 
Medical  Association,  for  conservatives  on  the  one  hand 
and  liberals  on  the  other.  I hope  that  because  one  is  in- 
clined to  be  interested  in  the  philosophies  of  the  Medi- 
cal Committee  for  Human  Rights,  on  the  liberal  side, 
this  does  not  exclude  him  or  her  from  membership  in 
our  overall  professional  medical  association,  and  I hope 
that  membership  in  some  of  the  ultraconservative  orga- 
nizations likewise  does  not  exclude  membership.  I 
think  we  very  appropriately  might  operate  as  some  po- 
litical parties  do  with  a conservative  right  wing,  and  a 
liberal  left  wing,  still  having  the  freedom  to  unite  in  de- 
fense of  the  basic  issues  which  are  common  to  all  of  us. 
One  of  the  strengths  of  our  organization  is  having  this 
very  kind  of  flexibility  with  membership  also  in  organi- 
zations such  as  the  Association  of  American  Physicians 
and  Surgeons,  the  Council  on  Medical  Staffs,  the  Medi- 
cal Committee  for  Human  Rights,  and  so  on;  you  can 
add  to  the  list  at  both  ends,  and,  I am  sure,  very  easily 
extend  the  list. 

I hope  that  these  may  all  be  considerations  for  mem- 
bership and  activity  in  addition  to,  rather  than  in  lieu 
of,  membership  in  the  American  Medical  Association. 
We  have  too  many  things  that  we  have  to  do  to  protect 
our  freedoms  in  American  medicine.  We  need  an  orga- 
nization that  can  keep  an  eye  on  the  bills  (some  2,650 
bills  last  year)  in  the  Federal  Legislature  in  addition  to 
the  enumerable  heap  of  state  legislative  proposals  in  our 
fifty  states.  Organized  medicine  is  the  only  group  that 
can  keep  tabs  on  these  things;  that  can  defend  the  best 
interests  of  the  public  primarily,  and  secondly,  of  the 
medical  profession,  in  seeing  that  good  legislation  is  fos- 
tered, that  bad  legislation  is  opposed,  and  that  which 
lies  in  between  is  essentially  disregarded. 

There  are  many  things  that  require  vigilance.  I will 
finish  with  just  one  illustration  of  a little  subject  that  I 
believe  has  not  come  up  before  your  convention,  and 
which,  I think,  needs  the  close  attention  of  state  medical 
societies,  specialty  societies,  the  American  Association 
of  Medical  Colleges,  the  American  Hospital  Association, 
and  the  American  Medical  Association.  This  is  a mat- 
ter which  was  the  subject  of  an  intermediary  letter 
which  was  drawn  up  to  be  sent  out,  to  become  effective 
July  1.  1973,  entitled  “The  Compensation  of  Physicians 
in  the  Teaching  Setting.”  Perhaps  this  does  not  sound 
very  impressive,  and  perhaps  you  do  not  think  you 
would  be  interested  in  this  personally,  but  you  would 
have  to  have  read  that  intermediary  letter  to  under- 
stand first,  that  it  reclassified  the  teaching  settings  in 
any  hospital  with  an  internship  or  residency;  secondly, 
that  it  introduced  a sweeping  philosophical  change  in 
the  entire  Medicare  Law,  in  that,  instead  of  working  for 
one  level  of  medical  care,  these  regulations  would  arbi- 


trarily divide  the  Medicare  beneficiaries  into  private 
and  nonprivate  patients;  that  the  distinction  between 
private  and  nonprivate  patients  would  be  on  peculiarly 
arbitrary  grounds,  the  part  of  the  hospital  in  which  the 
care  was  rendered,  the  involvement  of  house  staff  in  the 
provision  of  the  care,  and  the  practices  of  the  physician 
in  respect  to  charging  for  the  deductible  and  coinsu- 
rance amounts  under  Medicare  with  a pipeline  right  into 
his  books  in  his  office  so  that  representatives  of  the  in- 
termediaries of  the  Federal  Government  could  see,  not 
only  what  efforts  he  made  to  collect,  but  what  his  track 
record  of  success  in  collecting  the  deductible  and  coinsu- 
rance amounts  might  be.  Probably  one  of  the  most  in- 
trusive bits  of  Federal  legislation  or  regulation  yet  pro- 
posed. And  so,  a coalition  of  the  American  Hospital  As- 
sociation. the  American  Association  of  Medical  Colleges, 
and  the  AMA,  landed  in  Mr.  Caspar  W.  Weinberger’s 
office  on  that  one,  got  a cease  and  desist  order;  and  he 
then  did  what  he  proposed  to  do  with  preadmission  cer- 
tification, to  go  the  regulatory  route  so  that  this  would 
be  published  in  the  Federal  Register.  In  this  case,  we 
did  a little  better  than  that  and  got  Congress  interested 
in  it,  got  a rider  put  on  another  bill,  which  issued  a tem- 
porary injunction  against  the  implementation  of  these 
regulations  and  put  them  up  for  congressional  study. 
So.  please  note,  we  have  not  won  this  one  yet.  We  have 
a deferred  status  on  it  and  we  need  to  follow  it  to  see 
who  is  going  to  carry  out  the  congressional  study  so  that 
we  can  participate  in  it  as  much  as  possible  in  order  to 
be  sure  that  this  kind  of  additional  intrusion  is  not  im- 
posed on  the  medical  profession. 

We  should  not  have  “gunbarrel  sight”  on  one  relative- 
ly small  segment  of  our  total  spectrum  of  problems, 
PSRO.  I think  we  can  assure  you  that  the  American 
Medical  Association  is  alert  to  these  problems,  is  willing 
to  exert  leadership,  and  needs  the  help  of  everyone. 
Thank  you. 

. . . The  House  rose  and  applauded  as  Dr.  Roth  left 
the  podium  . . . 

Executive  Vice  President  of  the  American 
Medical  Association* 

. . . Speaker  Way  recognized  Ernest  B.  Howard,  M.D., 
Executive  Vice  President  of  the  American  Medical  As- 
sociation, who  addressed  the  House  as  follows: 

What  more  can  I do  really  than  to  second  so  proudly, 
and  so  strongly  and  enthusiastically,  what  my  Board  of 
Trustees!  has  just  said  to  you.  I can  assure  you  that  the 
1,000  members  of  staff  in  that  big  headquarters  building 
in  Chicago  are  completely  elated  today.  There  is  noth- 
ing that  a state  society  in  this  country  could  have  done 


* Dr.  Howard  addressed  the  House  at  the  Tuesday  afternoon 
session. 

t Telegram — “The  AMA  Board  of  Trustees  extends  deep  ap- 
preciation and  hearty  congratulations  for  your  many  hours  of 
labor  that  lead  to  today’s  vote  in  the  New  York  House  to  re-es- 
tablish unified  membership  in  the  Federation.  You,  members 
of  the  House  of  Delegates  and  staff  of  the  Society,  have  earned 
our  highest  regard.  By  its  action,  New  York  has  pointed  the 
way  for  other  state  associations.  United  we  can  do  more  for 
every  patient  and  physician  in  the  country.  James  H.  Sam- 
mons, M.D.,  Chairman  of  the  Board  of  Trustees,  American 
Medical  Association.” 
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to  hearten  them  more  and  give  them  confidence  in  the 
future  and,  at  the  same  time,  to  challenge  them  to  the 
best  possible  action.  I appreciate  that  when  you  took 
that  action,  as  I sat  here  Sunday,  you  not  only  said  that 
you  wanted  unity,  that  you  believe  the  AMA  could  be 
and  should  be  a national  instrument  for  effective  na- 
tional action  on  behalf  of  our  profession  and  the  public, 
but  at  the  same  time,  and  this  is  what  I think  most  im- 
portant, you  challenged  the  AMA.  When  I say  “the 
AMA”  I mean  its  leadership,  its  members  across  the 
country  and  the  whole  staff.  You  challenged  them  to  do 
a good  job  and  to  operate  with  maximal  capabilities  dur- 
ing this  grim  period,  and  I can  assure  you  that  this  kind 
of  support  and  this  kind  of  challenge  will  be  met  suc- 
cessfully. 

I know  that  you  have  a tremendous  load  of  business 
and  I do  not  intend  to  make  a speech,  but  I will  make 
just  a few  comments.  Dr.  Russell  B.  Roth,  our  presi- 
dent, will  be  speaking  to  you  tomorrow.  I do  want  to 
mention  two  or  three  of  the  big  challenges  confronting 
us  and  to  give  you  some  personal  comments  and  some 
personal  feelings  about  the  situation.  Just  three  or  four 
particular  items.  For  example,  the  preadmission  certi- 
fication situation.  When  we  met  with  President  Nixon 
and  Secretary  Weinberger  recently  to  discuss  this  par- 
ticular proposal,  we  won  a great  battle  there.  We  suc- 
ceeded in  persuading  Mr.  Weinberger  and  President 
Nixon  that  this  kind  of  proposal  would  be  so  harrassing 
to  physicians  and  their  patients  and  so  impossible  to  im- 
plement in  any  effective  way  that  it  should  be  with- 
drawn totally.  I still  am  depressed,  however,  about  the 
kind  of  situation  in  which  this  type  of  mentality,  consid- 
ering cost  controls  of  various  kinds,  can  come  up  with 
this  kind  of  proposal.  This  is  the  kind  of  grim  situation, 
frankly,  that  we  will  confront  during  the  next  few  years 
as  proposals  of  this  kind,  so  unworkable  and  so  incom- 
patible with  a reasonable  physician-patient  relationship, 
continue  to  emerge.  Frankly,  we  thought  that  we  had 
the  preadmission  certification  approach  to  cost  controls 
stopped  four  months  ago  and  here  it  came  again  in  the 
form  of  a regulation.  We  won  that,  but  the  kind  of  in- 
tellectual approach  to  our  relationship  with  patients  and 
the  proposals  to  control  the  costs  that  relate  to  the  fi- 
nancing of  medical  care  continues  to  operate. 

Let  us  take  another  issue  which  illustrates  the  kind  of 
climate  in  which  we  operate,  and  I am  afraid  will  con- 
tinue to  operate  for  some  years  to  come.  There  is  the 
Cost  of  Living  Council  which  looks  at  the  current  na- 
tional economy  with  its  extraordinary  inflationary 
trend,  a trend  prevalent  throughout  the  whole  economy; 
and  yet,  the  Council  decides  that  health  care  and  the 
health  industry,  physicians  and  hospitals  specifically, 
must  continue  to  be  controlled,  notwithstanding  the  de- 
control of  practically  the  whole  economy,  and  mind  you, 
the  argument  that  we  should  be  controlled  pending  the 
enactment  of  some  kind  of  National  Health  Insurance 
because  National  Health  Insurance  may  be  considered 
by  the  Congress  this  year  or  next  year.  Frankly,  my 
only  comment  is  that  it  is  an  extraordinary  interlectual 
exercise.  We,  as  you  know,  are  instituting  a suit  against 
the  present  Phase  IV  controls,  and  we  will  include  in 
that  suit  the  arguments  used  by  the  administration  to 
continue  the  controls,  i.e.  that  they  should  be  continued 
because  of  imminent  National  Health  Insurance.  I 
want  to  assure  you  that  this  suit,  now  instituted  for  the 
first  time  bv  the  American  Medical  Association,  will  be 


pursued  vigorously  and,  as  a matter  of  fact,  depositions, 
I expect,  will  begin  within  two  or  three  weeks. 

I want  to  make  a comment  about  this  suit  business. 
We  have  been  under  pressure  for  sometime  by  many  of 
you  perhaps,  and  many  across  the  country,  to  do  some- 
thing dramatic,  to  do  something  militant.  Many  of  our 
friends  across  the  country  have  said,  “Will  you  please  do 
something  so  the  doctors  of  the  country  feel  they  have 
got  a militant  leadership  that  is  working  and  advocating 
zealously,  for  the  legitimate  demands  of  the  profes- 
sion?” I recognize  that,  but  I want  you  to  understand 
that  there  are  times  to  do  things.  You  pick  the  right 
times,  the  right  issues,  and  the  right  theatre  of  war. 
This  was  the  right  time  exactly,  as  our  general  counsel 
and  our  outside  legal  counsel  looked  at  the  situation,  to 
institute  the  suit.  In  the  same  manner,  a suit  against 
preadmission  certification  totally  beyond  the  law  would 
have  been  a sound  suit.  We  will  not  pursue  that  at  the 
moment,  unless  subsequent  events  suggest  that  we 
should  institute  a suit  there  also. 

The  next  point  I want  to  make  is  to  bring  you  up  to 
date  on  the  emerging  public  utility  approach  to  the  con- 
trol of  medical  and  hospital  care.  We  have  an  unfortu- 
nate, but  to  many  of  us  understandable,  difference  of 
opinion  between  the  world  of  hospitals  and  the  world  of 
medicine  in  this  area.  The  national  leaders  today  of  the 
American  Hospital  Association  believe  that  the  world  is 
better,  from  their  point  of  view  to  have  public  utility 
rate-setting  commissions  in  each  state.  Now,  without 
going  into  a discussion  of  their  rationale  or  thinking, 
they  do  feel  that  they  would  be  subject  to  less  fragmen- 
tation, less  uncertain  controls,  by  having  a nationwide, 
state  by  state,  public  utility  rate-setting  council  or  com- 
mission. Obviously,  we  feel  just  the  opposite.  We  doc- 
tors of  medicine  told  the  AHA  that  we  cannot  live  and 
practice  medicine  successfully  without  harrassing  unac- 
ceptable controls  if  the  public  utility  state  commission 
in  every  state  is  to  set  fees.  I warn  you,  however,  that 
this  concept  is  widespread.  For  example,  in  my  service 
on  the  Committee  on  Insurance  of  the  United  States 
Chamber  of  Commerce  for  the  last  year,  I sat  surround- 
ed, not  by  AFL-CIO,  not  by  labor,  but  by  twenty 
chieftans  of  industry,  top  representatives  of  the  larger 
manufacturers  in  the  United  States.  This  was  their  at- 
titude in  no  uncertain  terms:  if  we  are  to  support  a pro- 
gram of  health  insurance  in  which  employers  are  man- 
dated to  pay  the  major  share  of  the  health  care  provided 
to  our  employees,  we  insist  on  tough  controls  over  both 
physicians  and  hospitals.  We  had  a tremendous  fight 
there  in  the  committee  to  try  to  stop  the  committee 
from  insisting  on  including  in  the  U.S.  Chamber  of 
Commerce  National  Health  Insurance  proposal  a public 
utility  commission  in  every  state  to  control  physicians  as 
well  as  hospitals.  Actually,  when  it  got  to  the  Board  of 
Directors,  the  vote,  frankly,  was  8 to  1.  There  were 
eight  of  us  sitting  around  the  table  on  the  sub-commit- 
tee. I was  the  lone  vote  against  the  state  public  utility 
rate-setting,  fee-setting,  programs  in  the  U.S.  Chamber 
of  Commerce  bill,  not  the  AFL-CIO — Kennedy  bill. 
I might  add  also  that  the  committee  of  eight  men  in- 
sisted that  PSRO  was  not  sufficient.  Many  of  you  are 
concerned  about  PSRO.  Representatives  of  the  U.S. 
Chamber  of  Commerce  insisted  on  a superseding,  higher 
level  of  authority  in  every  state  of  employers  and  con- 
sumers, of  payers,  of  buyers  of  care,  to  sit  over  the 
PSRO  and  to  audit  the  PSRO  to  make  sure  that  it  was 
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doing  proper  peer  review  of  physicians.  How  do  you 
like  that  in  the  world  in  which  we  are  living?  Let  me 
tell  you  what  happened  to  that  proposal  because  I want 
to  give  you  a feeling  of  the  grim  kind  of  situation  in 
which  we  are  trying  to  provide  effective  leadership. 
This  subcommittee  voted  for  a commission  of  payers  to 
sit  over  the  PSRO’s.  It  went  to  the  full  committee  of 
twenty  men  and  they  also  voted  for  it.  It  went  to  the 
full  Board  of  Directors  of  the  U.S.  Chamber  of  Com- 
merce and,  after  some  good  work  by  two  or  three  physi- 
cians and  other  people  on  the  full  Board  of  Directors,  it 
was  rejected.  Now  there  is  a move  within  the  chamber 
by  those  twenty  members  of  the  Committee  on  Health 
Insurance  who  are  trying  to  get  the  Board  of  Directors 
of  the  chamber  to  reverse  this  decision  and  to  include  in 
the  National  Health  Insurance  Bill  of  the  U.S.  Chamber 
of  Commerce  this  kind  of  rate  review  and  this  kind  of 
rate  control  of  physicians  as  well  as  hospitals. 

Well,  what  I am  telling  you  is  that  we  face  a very  diffi- 
cult situation  in  which,  in  order  to  preserve  those  as- 
pects of  medical  practice  that  we  deem  absolutely  essen- 
tial to  the  provision  of  high  quality  care,  we  will  have  to 
provide  the  finest,  the  most  sensitive,  the  most  sophisti- 
cated, leadership  during  the  next  few  years. 

One  other  comment,  because  I think  it  is  so  impor- 
tant, is  the  whole  HMO  development  which,  as  you 
know,  has  now  been  enacted  into  national  law.  There 
are  no  HMO’s  in  the  country  yet,  by  the  way.  There  are 
prototypes,  there  are  programs  that  supposedly  will  be 
similar  to  the  HMO  under  this  new  law.  But,  there  is 
not  one  in  the  country  yet  because  no  one  has  requested 
funds.  The  government  has  not  written  its  regulations 
yet.  No  funds  have  been  made  available  and  there  will 
not  be  one  until  HMO  proprietorship  of  some  kind  sits 
down  with  HEW,  around  the  table  with  lawyers,  and  es- 
tablish a signed  contractual  relationship.  So,  we  want 
to  make  the  point  that  there  is  no  HMO  in  the  country 
today,  but,  there  are  prototypes.  There  are  programs 
that  may  simulate  or  be  similar  to  HMO’s  as  they  devel- 
op. 

In  a word,  the  HMO  thrust  in  this  country  is  a thrust 
to  end  fee-for-service  medicine  and  to  supplant  it,  as  far 
as  I am  concerned,  with  a salaried  functionary  in  a capi- 
tation frame  of  reference.  Now,  the  AMA  has  said  re- 
peatedly, and  I will  say  the  same  thing,  we  are  for  plu- 
ralism; we  are  for  HMO’s  for  those  who  want  them;  we 
are  for  consumers  and  physicians.  But,  we  are  not  for 
heavy  Federal  subsidization  to  promote  one  form  of 
medical  practice  which,  in  effect,  is  an  anti-fee-for-ser- 
vice  approach.  I will  say  again  what  I have  said  many 
times  before,  fee-for-service  is  absolutely  an  elemental, 
fundamental,  necessary,  ingredient  in  a professional  ser- 
vice rendered  to  a client.  I put  it  that  way  to  take  it  out 
of  the  field  of  medicine.  Lawyers  across  this  country 
want  a fee  tailored  to  the  service  that  they  render. 
They  feel  just  as  strongly  as  doctors  of  medicine  do. 
Anyone  who  proposes  a bill  in  Congress  to  set  up  a 
LMO,  or  whatever  it  be  called,  which  would  eliminate  a 
fee-for-service  for  lawyers  would  encounter  a horren- 
dously negative  situation.  All  professional  men,  law- 
yers, dentists,  doctors  of  medicine,  architects  want  fee- 
for-service  because  it  is  so  essential  to  the  kind  of  ser- 
vice that  a professional  consultant-type  person  renders 
to  the  client.  It  relates  to  the  service;  it  provides  the  in- 
centive that  a professional  man  wants. 

Finally,  just  a word  about  National  Health  Insurance. 
The  big  fight  on  National  Health  Insurance,  among 


many  contentious  questions,  will  be  the  kind  of  controls 
that  will  be  written  into  that  national  law.  There  will 
be  a National  Health  Insurance  proposal  of  some  type 
possibly  this  year,  although,  in  my  opinion,  unlikely,  be- 
cause it  is  so  complex  and  so  difficult  for  the  Congress  to 
enact  a law  of  this  magnitude.  There  are  those,  how- 
ever, including  Mr.  Nixon  and  others  high  in  the  admin- 
istration, who  would  rather  have  a National  Health  In- 
surance proposal  go  through  the  Congress  this  year  and 
get  enacted  into  law  rather  than  wait  for  the  Congress  of 
next  year  after  the  probable  landslide  victory  for  the 
Democrats  in  November  of  1974.  The  major  issue  that 
confronts  us,  as  we  try  to  provide  effective  leadership 
and  shape  and  guide  and  influence  the  National  Health 
Insurance  proposal  as  it  emerges  from  the  Congress,  is 
the  kind  of  concept,  the  climate,  the  frame  of  reference, 
in  which  the  physicians  will  be  allowed  to  practice  medi- 
cine. Here  we  get  to  all  the  problems  of  the  emerging 
public  utility  concept  of  rate  review,  fee  review,  peer  re- 
view, the  super  PSRO’s  in  the  country;  and  I can  only 
tell  you  that  we  are  watching  these  problems.  We  are 
watching  our  situation  with  every  possible  strength  we 
have,  and  we  will  do  the  best  we  can  as  we  face  these 
problems  to  preserve  the  degree  of  freedom  physicians 
need  to  practice  good  medicine. 

My  final  word  is  thanks  again  from  the  bottom  of  my 
heart  for  what  you  have  done  on  this  unified — Califor- 
nia says  unified,  you  say  mandatory,  take  your  choice;  I 
prefer  mandatory — AMA  membership.  It  provides 
unity,  so  California  is  right  too,  I suppose.  Thank  you 
so  much  for  doing  this  because  it  is  the  kind  of  national 
stimulus  that  we  need  to  have  a good  strong  national  or- 
ganization. Thank  you. 

. . . The  House  rose  and  applauded  as  Dr.  Howard 
left  the  microphone  . . . 

President-Elect* 

. . . President  McCarthy  recognized  Lynn  R.  Callin, 
M.D.,  President-Elect,  who  addressed  the  House  as  fol- 
lows: 

For  most  of  our  profession,  tradition  is  an  important 
word.  For  some  of  us  it  may  be  too  important.  For 
others,  perhaps  not  important  enough.  However,  in 
these  halls  it  is  traditional  for  the  new  president  to  make 
a speech  to  an  audience,  the  majority  of  whom,  having 
bestowed  honor  upon  him  now  sits  in  judgement,  weigh- 
ing his  ability  at  the  podium. 

It  is  inexorably  traditional  that  the  new  president 
enumerate  two  things  for  his  peers:  1.  an  allembracing 
checklist  of  the  issues  confronting  medicine  in  general; 
and  2.  his  sweeping  program  for  instant  remedial  ac- 
tion! 

What  actually  happens  thereafter  is  also  traditional. 
Hardly  has  the  new  president  stumbled  through  his  in- 
stallation address  and  chaired  his  first  council  meeting, 
than  he  learns  that  energizing  committeemen  and  the 
membership  and  tackling  existent  crises  and  new  ones 
that  appear  daily  sweep  away  the  days  like  the  snow- 
flakes in  a blizzard.  In  spite  of  the  effort  of  hundreds  of 
physicians  and  society  staff  throughout  the  state,  the 
number  and  size  of  problems  seems  not  to  diminish. 

* Dr.  Callin  addressed  the  House  on  Thursday  morning  dur- 
ing the  annual  meeting  of  the  State  Society. 
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Government,  through  its  legislature  and  its  agencies, 
seems  to  proliferate  new  laws  and  regulations.  To  our 
chagrin  and  dismay,  the  news  media  continues  to  dwell 
on  our  problems  and  shortcomings,  oblivious  to  our  pro- 
fessional accomplishments.  And  so,  at  the  end  of  a year 
of  endless  meetings,  talks,  and  travel,  the  president 
wonders  what  progress  has  really  been  made!  Each  new 
president  feels  that  somehow,  someway,  he  must  change 
things  for  the  better,  yet  I am  reminded  of  a statement 
by  Past-President  George  Himler  on  an  occasion  such  as 
this.  Dr.  Himler  said,  “There  is  so  much  to  do  that, 
even  though  I am  not  yet  your  president,  I already  have 
the  feeling  that  I am  running  out  of  time.” 

As  an  orthopedist,  one  who  will  continue  in  private 
practice,  I was  fascinated  to  discover  who  were  my  pre- 
decessors, in  what  branch  of  medicine  they  practiced, 
and  where.  I delved  back  22  years  to  Dr.  Edward  T. 
Wentworth  because  he  was  also  an  orthopedist,  and  he 
was  also  from  Rochester,  my  hometown.  I found  that 
our  presidents  have  come  from  16  counties.  Their  av- 
erage age  was  almost  63,  and  they  represented  10  disci- 
plines. None  was  impeached! 

My  search  also  revealed  that  our  medical  society  of 
some  27,000  physicians  is  composed  of  24,000  dues- 
paying  members  comprising  61  county  medical  societies. 
The  societies  range  in  size  from  7,000  members  in  New 
York  County  to  just  8 members  in  Lewis  County.  We 
have  a decided  “upstate-downstate”  situation,  with 
about  8,500  members  in  all  counties  north  of  Westches- 
ter County  and  about  18,000  in  Westchester  County, 
New  York  City  and  on  Long  Island.  There  are  some 
42,000  physicians  in  all  categories  licensed  to  practice  in 
New  York  State.  11,000  are  interns  and  residents,  and 
52  per  cent  of  these  are  foreign  medical  graduates.  75 
per  cent  of  the  total  physician  population  are  involved 
in  fulltime  patient  care.  64  per  cent  are  engaged  in  en- 
trepreneurial type  practice. 

We  have  an  average  physician-to-patient  ratio  in  New 
York  State  of  1 to  477,  with  extremes  of  1 to  3,100  pa- 
tients in  Orleans  County  and  1 to  117  patients  in  Essex 
County.  The  Nationwide  ratio  is  1 to  489  patients. 

I believe  we  should  all  be  aware  that  though  our  State 
Society  is  holding  its  own  in  total  membership,  it  is  not 
increasing  at  the  same  rate  that  our  state’s  physician 
population  is  growing.  We  should  be  aware  that  a good- 
ly proportion  of  all  our  new  members  are  foreign-trained 
physicians  and  perhaps  make  specific  allowances  for 
this  in  our  future  planning. 

An  increasing  number  of  salaried  physicians  are  em- 
ployed by  hospitals,  industry,  government,  and  new 
health  plans  and  exhibit  little  interest  in  organized  med- 
icine. We  must  cope  with  this  changing  scene  and  dem- 
onstrate that  medical  societies  have  much  to  offer  these 
physicians  in  the  name  of  professional  integrity  and  pa- 
tient welfare.  In  Rochester,  Eastman  Kodak  Company 
recognizes  this,  and  by  paying  their  county  and  state 
dues  encourages  their  staff  physicians  to  participate. 
Perhaps  we  should  approach  other  corporations  with 
this  idea;  industry  has  an  increasing  responsibility  allot- 
ed  them  in  all  of  the  proposed  national  health  care 
plans. 

If  the  State  Medical  Society  is  to  effectively  represent 
New  York  physicians,  it  is  essential  that  the  majority  of 
the  physicians  be  members  of  the  State  Society.  So  it  is 
obvious  that  we  must  promptly  develop  an  aggressive 
campaign  to  recruit  members,  and  we  might  well  begin 
with  medical  students. 


Though,  the  State  Society  can  employ  incentive-type 
membership  campaigns  such  as  the  AMA  has  done,  the 
county  societies  are  where  the  action  is.  The  county 
medical  societies  must  be  selfstarters  and  get  on  with 
the  job  of  recruitment.  If  a county  society  is  too  small 
for  such  activity,  then  the  district  branch  is  the  logical 
program  base  and  we  must  revitalize  the  branches  so 
that  they  serve  this  and  their  original  purpose. 

At  the  national  level  it  is  all  too  apparent  that  we  are 
no  longer  number  one  in  the  AMA  House  of  Delegates. 
We  lost  7 seats  in  the  House  when  we  abandoned  unified 
membership  in  1970.  From  27,000  AMA  members  we 
have  dropped  to  14,000  and,  though  in  1973  the  AMA 
increased  its  total  membership  by  5,000  members,  we 
are,  unhappily,  one  of  the  seven  states  that  has  not  been 
increasing  its  membership  in  the  AMA.  This  is  a sad 
showing  at  a time  when  we  need,  in  fact  at  a time  when 
we  are  demanding  more  and  more  power  tactics  by  the 
AMA. 

1 am  personally  pleased,  therefore,  with  the  recent  ac- 
tion of  this  House  in  restoring  unified  membership  and 
feel  confident  it  will  be  received  favorably  by  our  col- 
leagues. 

A wit  recently  commented  that  the  bathtub  was  in- 
vented in  1850,  the  telephone  not  until  1875.  Thus,  if 
you  had  lived  in  1850,  you  could  have  sat  in  the  bathtub 
for  25  years  without  the  phone  ringing.  As  it  is,  the 
phone  is  figuratively  ringing  constantly  with  challenges, 
crises,  and  problems  besetting  the  medical  profession. 
Let  me  be  traditional  and  enumerate  a few  of  the  prob- 
lems we  face  in  1974. 

I find  mv  list  headed  by  medical  liability  insurance. 
We  are  all  aware  that  finding  an  insurance  company  or 
companies  to  carry  the  tremendous  load  of  medical  lia- 
bility coverage  in  New  York  State  is  not  the  whole  an- 
swer, for  suits  will  increase,  awards  will  climb  higher, 
and  premiums  will  follow  relentlessly.  The  advantages 
of  a statewide  program  versus  multiple  community  or 
specialty  plans  are  obvious  but  we  cannot  control  this 
problem  alone,  we  must  have  legislated  help. 

This  unbridled  rise  in  the  cost  of  a physician’s  prac- 
tice seems  trouble  enough,  but  PSRO,  Medicare,  and 
Medicaid  are  awesome.  Government,  through  the  ben- 
efit financing  of  a large  percentage  of  patients,  has  a fi- 
nancial clout  that  we  cannot  ignore.  Couple  the  regula- 
tory aspects  of  these  three  bureaucratic  anomalies  with 
the  exigencies  of  Phase  IV,  and  it  is  enough  to  cause  the 
average  physician  to  throw  up  his  hands! 

The  spector  of  legislated  continuing  medical  educa- 
tion looms  imminent.  Anticipating  this,  for  several 
years  our  Committee  on  Continuing  (Postgraduate)  Ed- 
ucation has  been  striving  to  set  up  a coordinated  state- 
wide council  for  medical  education,  including  New  York 
medical  schools,  the  specialty  societies,  and  the  New 
York  State  Health  and  Education  Departments.  Some 
progress  is  reported  and  much  necessary  basic  informa- 
tion has  been  secured.  Unfortunately,  this  approach, 
though  laudable,  requires  a great  deal  of  money  and  sev- 
eral years  of  time.  I doubt  we  have  either!  Three 
states  have  postgraduate  medical  education  legislation 
and  some  six  state  medical  societies  have  made  partici- 
pation in  a continuing  education  program  a prerequisite 
for  membership.  A stopgap  plan  based  on  coordinating 
present  specialty  society  endeavors  may  have  to  be  set- 
tled upon  while  we  continue  to  pursue  what  we  know  to 
be  the  preferable  plan. 
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The  problem  of  manpower,  its  maldistribution,  par- 
amedics, changing  status  of  traditional  nursing,  grows 
more  critical.  VV'e  have  a physicians  placement  bureau 
and  it  is  functioning,  but  I believe  it  has  become  out- 
moded. A State  Society  sponsored  survey  is  needed. 
This  might  be  done  along  the  lines  suggested  by  the 
group  working  with  the  Committee  on  Rural  Medical 
Services  to  coordinate  efforts  with  various  government 
and  community  groups,  to  identify  critical  areas  and  to 
attempt  to  induce  medical  personnel  into  such  areas. 
Currently,  as  you  know,  there  are  isolated  movements 
based  on  local  scholarship  grants,  Public  Health  physi- 
cians, and  so  forth,  but  these  have  failed  to  generate  any 
significant  response. 

You  know  that  my  assuming  the  presidency  of  this 
Society  does  not  suddenly  endow  me  with  the  insight 
and  knowledge  necessary  to  bring  forth  the  answers  to 
all  our  problems.  However,  1 sincerely  want  to  do  some- 
thing worthwhile.  And  what  I want  to  do  is  really  quite 
simple:  I want  to  devote  my  time  and  energy  to  coordi- 
nating our  efforts  and  to  improving  our  effectiveness. 

I believe  if  our  problems  are  to  be  overcome,  we’re 
going  to  have  to  do  it  ourselves.  I believe  we  have  the 
tools  for  the  job  but  we  must  learn  to  use  them.  Fur- 
thermore, we  have  no  time  to  waste.  We  have  much  to 
do.  So  we  should  abandon  outmoded,  unproductive  but 
traditional  effort  and  concentrate  on  the  big  picture. 
Let  us  face  it,  peer  review  is  here  to  stay.  This  type  of 
activity  is  referred  to  in  several  legislative  proposals 
such  as  the  National  Health  Policy  and  Health  Develop- 
ment Act  of  1974.  Certainly,  we  physicians  prefer  to 
have  our  performance  evaluated  by  our  peers  rather 
than  by  clerks.  But  we  must  insist  that  other  reviews 
and  certifications  be  reduced  or  eliminated.  Not  only 
will  this  save  time  and  effort  of  health  care  personnel,  it 
will  also  reduce  taxpayer  costs. 

With  government  controls  encroaching  on  the  privi- 
lege of  medical  practice  and  the  confidentiality  of  medi- 
cal care,  there  is  great  and  real  concern  for  the  future. 
We  find,  however,  that  there  are  other  health  and  citi- 
zen groups  sharing  our  anxieties,  and  with  them  we 
should  develop  alliances  to  build  a common,  more  effec- 
tive health  team  strengthened  by  each  other’s  contribu- 
tion. With  the  strength  of  such  an  alliance  of  health 
care  providers,  we  could  oppose  acts  of  government,  in- 
cluding these  new  ones  which  tend  to  make  elderly  and 
disadvantaged  patients  second  class  health  beneficiar- 
ies. 

Regulations  of  the  Cost  of  Living  Council  discriminat- 
ing against  the  physician  could  be  eradicated  with  a 
powerful  alliance  of  health  care  providers.  The  rising 
cost  of  health  care  has  long  been  laid  at  the  physician’s 
doorstep  like  an  abandoned  child.  The  medical  profes- 
sion. while  unable  to  stem  the  increasing  cost  of  doing 
business,  has  proved  that  it  can  control  its  own  charges. 
It  has  now  been  demonstrated  that  the  major  cause  of 
rising  health  care  cost  is  the  delivery  of  a constantly  im- 
proving product  and  the  ever  increasing  demand  for  it. 
Nevertheless,  unfair  controls  on  the  medical  care  fee 
structure  continue  with  little  effective  resistance  of- 
fered. 

Several  legislative  proposals  to  establish  authority 
type  health  agencies  are  presenting  themselves  on  both 
the  Federal  and  State  scenes.  Pressures  to  support 
these  regional  health  agencies  or  State  health  commis- 
sions are  strong  and  will  require  a far  greater  effort  on 
our  part  if  we  expect  to  be  equitable. 


It  sounds  a little  as  though  we  have  already  been  over- 
whelmed. But  we  are  not  licked  yet!  The  defeat  of 
Caspar  Weinberger’s  preadmission  certification  regula- 
tions through  the  united  action  of  medical  associations 
from  county  to  AMA  provides  us  a lesson  in  unified  ac- 
tion we  should  remember. 

We  have  multiple  proposals  for  national  health  insur- 
ance facing  us  with  potential  implementation  within  a 
year.  If  every  physician  would  become  knowledgeable 
and  take  action  himself  by  expressing  his  concerns  to  his 
congressmen  on  the  issues,  we  could  do  much  to  influ- 
ence their  ultimate  conformation. 

Though  the  future  of  medical  practice  on  a fee-for- 
service  basis  is  being  strongly  challenged  by  groups, 
HMO’s,  neighborhood  centers,  and  others,  we  do  have 
an  answer.  We  can,  for  example,  work  together  in  inde- 
pendent practitioner  groups,  and  professional  corpora- 
tions, and  meet  our  challenge  with  courage  and  initia- 
tive. Foundations  for  medical  care  can  provide  the  ve- 
hicle to  join  practitioners  and  establish  HMO’s  that  per- 
mit physicians  to  run  their  own  business.  This  is  the 
time  for  Yankee  inventiveness,  coupled  with  a recogni- 
tion of  the  need  for  change. 

Yes,  we  believe  in  tradition!  The  traditions  of  profes- 
sional integrity  and  freedom  of  choice.  Practice  choice 
leads  many  ways,  such  as  solo,  partnership,  corporation, 
salaried  group,  academic,  government,  industry,  hospi- 
tal, and  others.  This  Society  needs  to  be  a forum  for 
physicians  of  all  convictions  and  a protective  alliance  for 
the  rights  of  all.  We  must  be  dynamic  when  facing 
problems  and  more  militant  when  our  cause  is  just.  We 
must  make  wise  use  of  every  resource  at  our  disposal! 

During  some  20  years  of  experience  as  a committee- 
man and  as  an  officer  in  both  county  and  State  societies, 
I’ve  come  to  the  conclusion  that  Time,  with  its  increas- 
ing demands  for  action,  long  ago  rendered  obsolete  the 
structure  of  our  medical  organization.  It  seems  to  me 
that  despite  good  facilities  and  a competent  staff,  we 
lack  something  vital  in  our  organization. 

Some  years  ago  our  Executive  Vice-President  appar- 
ently also  recognized  a need  for  change.  His  response  is 
reflected  in  a gradual  metamorphosis  of  the  State  Soci- 
ety. Over  a period  of  about  five  years,  at  his  request, 
our  budget  was  revised  upward  to  accommodate  a neces- 
sary expansion  in  State  Society  personnel,  and  to  pro- 
vide adequate  salaries  to  attract  and  hold  the  talent 
needed  to  do  the  job.  Overcrowded  facilities  were  alle- 
viated by  a modern  headquarters  structure  in  a location 
considered  optimum  as  a source  of  good  help.  New 
equipment  was  purchased  to  complement  the  building. 
In  short,  no  request  by  our  Executive  Vice-President 
has  been  denied,  and  now,  after  two  years  in  Lake  Suc- 
cess, a substantive  reorganization  has  been  completed 
including  three  new  divisions. 

Some  important  changes  have  only  recently  been 
completed.  The  new  division  is  that  of  Research  and 
Planning.  It  must  find  and  fill  that  important  and  long 
neglected  need  in  our  Society.  To  know  where  we  are 
today  is  vital,  but  to  know  where  we  want  to  be  tomor- 
row and  how  to  get  there  is  even  more  necessary.  Fur- 
thermore, if  we  are  ever  to  gain  a position  of  real  effec- 
tiveness, this  division  must  not  get  bogged  down  in  de- 
tails of  specific  projects  as  the  committee  did  last  year. 
It  must  devote  its  energies  to  corporate  objectives  and 
relationships  and  to  an  ongoing  assignment  of  our  posi- 
tion and  effectiveness  in  a constantly  changing  environ- 
ment! 
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According  to  Past-President  Siegel,  the  success  of  a 
medical  society  lies  in  its  ability  to  outlive  its  presidents. 
I quote  this  because  it  expresses  my  own  thinking  inso- 
far as  the  function  of  staff  personnel  is  concerned.  As  a 
means  to  involvement,  it  is  my  desire  to  expand  and  to 
elevate  the  role  of  this  segment  of  our  organization. 
This  would  in  no  way  reduce  the  position  of  the  physi- 
cian committee  members,  but  rather  it  would  enhance 
their  function  by  eliminating  time  consuming  fact-find- 
ing. Committee  reports  should  be  summarized  and  pre- 
sented by  the  staff  person  assigned  to  the  committee. 
In  this  way,  the  committee  members  would  be  free  to 
consider  the  data  and  make  the  necessary  decisions. 
Well-informed  staff  would  then  prepare  the  final  re- 
ports and  present  them  in  concise  form  to  the  Council 
for  its  consideration.  I recall  that  in  1966  our  President 
Waring  Willis  said:  “The  progress  and  success  of  our 

committees  is  greatly  dependent  upon  their  having  com- 
petent staff  for  research  purposes  and  to  implement  be- 
tween meetings  the  actions  the  committee  has  agreed 
upon.” 

My  strong  recommendation  of  more  complete  and  ef- 
fective utilization  of  our  staff  is  based  on  a good  deal  of 
experience  relying  upon  the  work  and  advice  of  compe- 
tent personnel.  I have  rarely  been  let  down,  and  I be- 
lieve a professional  job  results.  Furthermore,  it  has  a 
decided  side,  or  bonus,  benefit.  It  brings  to  the  surface 
and  clearly  reveals  those  with  exceptional  ability  and 
dedication.  It  also  spotlights  the  employee  who  does 
not  perform  to  our  standards. 

When  I refer  to  the  use  of  and  our  reliance  upon  staff, 
I include  the  executive  secretaries  of  our  county  medical 
societies.  Most  every  elected  county  society  officer  has 
tested  the  ability  and  loyalty  of  his  executive  secretary 
or  director.  Seldom  has  his  trust  been  misplaced. 
Their  longevity  of  service  alone  attests  to  the  ability  and 
dedication  of  these  capable  people.  We  elected  officers 
come  and  go,  while  these  executive  officers  seemingly  go 
on  forever,  and  their  knowledge  and  strength  is  passed 
down  from  one  to  the  next  of  us. 

I sincerely  believe  our  State  Medical  Society  is  a com- 
posite of  the  61  county  medical  societies,  and  that  to  the 
extent  it  is  possible,  we  must  bring  the  expertise  of  the 
county  society  executives  into  closer  coordination  with 
that  of  the  staff  of  the  State  Society.  To  this  end,  I 
have  announced  a gettogether  for  executives  of  county 
medical  societies  on  March  12  and  13.  I am  hopeful 
that  all  these  people  will  respond  and  generously  pro- 
vide me  with  their  counsel. 

Shortly  after  this,  in  early  April,  we  will  have  two  fo- 
rums for  county  society  presidents.  I attach  great  im- 
portance to  forums  and  will  make  every  effort  to  con- 
duct them  properly.  It  is  my  intention  to  listen  well 
and  then  feed  back  to  the  Council  what  is  in  the  minds 
and  in  the  hearts  of  our  membership. 

Simultaneously  with  the  improvement  of  our  rapport 
with  the  leaders  of  the  county  medical  societies,  we  must 
improve  the  communications  between  State  and  county. 
We  will  solicit  the  opinions  of  our  members  regarding 
the  effectiveness  of  our  publications.  What  kind  of  con- 
ferences, seminars,  and  meetings  can  we  offer  our  mem- 
bership? And,  obviously,  how  can  we  improve  the  input 
from  county  society  to  State  Society?  I invite  every 
member  and  every  county  society  to  convey  their  ideas 
and  concerns  to  me  so  that  your  State  Society  can  be  ef- 
fective and  truly  representative. 


Recently,  when  we  met  with  the  Governor  to  discuss  a 
number  of  things,  we  stressed  our  current  malpractice 
problems  but  we  also  considered  state  legislation,  the 
government  programs,  and  several  other  subjects.  To 
me,  the  most  significant  remark  Governor  Wilson  made 
was  to  the  effect  that  if  we  doctors  had  been  smart  some 
years  ago,  we  would  have  formed  a potent  political  force 
and  prevented  these  current  problems  from  happening. 
The  difficulties  in  forming  such  a force  now,  as  then,  are 
more  real  than  theoretical.  There  seems  to  be  an  abso- 
lute inability  to  get  the  individual  physician  interested 
to  the  point  of  contributing  either  his  time  or  his  money. 
Nowhere,  unhappily,  is  this  more  true  than  in  New 
York.  We  have  the  nation’s  lowest  ratio  of  contribution 
to  political  funds  and  activities  (according  to  EMPAC 
and  AMPAC  statistics)  and  our  track  record  shows  it. 

I leave  you  today  with  this  thought;  with  this  chal- 
lenge: WE’VE  GOT  TO  GET  THE  LEAD  OUT! 

To  make  the  response,  a gesture  or  a battle,  is  the  im- 
portant thing.  To  not  respond,  to  play  it  safe  or  hope 
someone  else  will  do  it,  or  to  feel  we  cannot  afford  it  is  a 
tragic  error.  We  are  blind  if  we  cannot  see  the  success 
this  philosophy  of  action  has  brought  to  a number  of 
fragmentation  groups.  To  demonstrate  flexibility,  mo- 
bility and  instant  reactiveness  is,  I believe,  the  answer  to 
many  of  our  critical  members. 

We  don’t  need  to  take  PSRO,  Medicaid  and  Medicare 
restrictions  and  inequities  lying  down.  We  can  fight 
back.  WE  HAVE  GOT  TO  GET  THE  LEAD  OUT! 

A practical  postgraduate  education  program  which 
will  serve  all  physicians,  urban  and  rural,  may  not  yet  be 
devised,  but  we  CAN  develop  it.  In  this:  WE 

SHOULD  LEAD— NOT  BE  LED! 

We  do  not  need  to  stand  by  and  see  unqualified  prac- 
titioners and  quacks  make  inroads  into  the  practice  of 
medicine.  Stand  and  fight — GET  THE  LEAD  OUT! 

We  don’t  need  to  watch  our  membership  dwindle. 
We  can  be  a vital  organization  which  will  attract  mem- 
bership, and  we  can  regain  our  stature  in  the  AMA 
House.  WE  DON’T  NEED  TO  BE  LED. 

To  all  my  colleagues  I say:  LET’S  LEAD — DON’T 
BE  LEAD! ' 

. . . The  House  applauded  as  Dr.  Callin  left  the  podi- 
um . . . 


The  Governor  of  the  State  of  New  York* 

. . . Speaker  Way  recognized  Executive  Vice-President 
Henry  I.  Fineberg,  who  introduced  the  Honorable  Mal- 
colm Wilson,  Governor  of  New  York  State.  Governor 
Wilson  addressed  the  House  as  follows: 

Dr.  Fineberg,  Dr.  McCarthy,  Dr.  Callin,  Officers,  and 
Members  of  the  House  of  Delegates,  including,  sitting 
modestly  in  the  front  row  to  my  great  gratification,  as  a 
member  of  your  House  of  Delegates,  my  Health  Com- 
missioner, Hollis  S.  Ingraham,  and  other  representatives 
of  our  Health  Department. 

First  of  all,  I want  to  express  my  very  deep  apprecia- 
tion to  Dr.  Fineberg  who,  on  your  behalf,  extended  the 
invitation  for  me  to  join  you  briefly  this  morning,  and  in 

♦Governor  Wilson  addressed  the  House  at  the  Thursday 
morning  session. 
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the  same  breath,  to  express  my  thanks  to  Henry  for  his 
overly  generous  introduction.  Among  the  very  many 
fine  qualities  which  Dr.  Fineberg  possesses  which  com- 
mends him  to  the  favorable  judgment  of  all  who  know 
him,  is  his  possession  and  exemplification  of  the  spiritu- 
al quality  of  charity.  Therefore,  with  respect  to  those 
overly-generous  comments  he  made  about  your  humble 
servant,  I hope  that  you  will  credit  them  to  his  charity 
and  not  charge  them  against  his  veracity. 

I am  aware  of  the  fact  that  you  are  here  in  a very  im- 
portant concluding  session  of  what  has  been,  1 hope,  a 
very  successful  annual  meeting.  I understand,  too,  that, 
in  accordance  with  the  procedures  of  this  great  Society, 
my  valued  friend,  Dr.  McCarthy,  my  neighbor  from 
Bronx  County,  who  has  carried  on  his  important 
responsibilities  as  your  president  during  the  past  year, 
has  now  bestowed  the  mantle  on  Dr.  Lynn  Callin  of 
Monroe  County.  I want  to  extend  my  congratulations 
to  Dr.  Callin  and  all  those  who  will  now  join  him  in  the 
government  of  this  Society,  and  also  to  thank  Dr. 
McCarthy  for  the  sacrifices  which  he  made  in  the  larger 
interest  of  serving  the  total  population  of  the  State 
through  his  leadership  of  your  Society.  I hope,  Dr. 
McCarthy,  that  there  is  not  a practice  in  this  Society  of 
moving  you  now  to  what  we  call  “emeritus  status.”  Dr. 
McCarthy  did  not  have  the  benefit  of  a Jesuit  education; 
he  went  to  the  extension  at  Villanova  with  the  Augusti- 
nians.  However,  I assume,  that  they  studied  a bit  of 
Latin  down  there  and  so  he  and  all  of  us  know  that 
“emeritus”  has  its  root  in  two  Latin  words — “e”  mean- 
ing “you’re  out,”  and  “meritus”  meaning  “you  had  it 
coming.”  Martin  Tracey,  your  Legislative  Representa- 
tive, who  got  out  of  Fordham  as  my  old  debating  pal 
back, — I don’t  want  to  tell  you  how  long  ago — will  verify 
that. 

Now,  ladies  and  gentlemen,  I am  sensitive  to  your 
time  requirements.  There  are  some  which  1 have  too, 
and  so,  basically,  I welcome  the  opportunity  to  come 
here  today  to  thank  you  very  much  for  working  with  us, 
your  State  Government,  and,  specifically,  with  our 
Health  Department  in  what  I would  have  to  characterize 
as  a “felicitous  partnership”  in  the  interest  of  the  con- 
stituency which  we  mutually  serve — you,  through  your 
individual  membership  serving  the  18,000,000  people  of 
the  State  in  your  practice  of  the  healing  arts  and  those 
of  us  in  government  serving  them  in  another  capacity. 
Now,  I suggest  that  this  partnership  has  inured  massive- 
ly to  the  benefit  of  all  of  the  people  of  the  State  and,  fur- 
thermore, that  this  sort  of  partnership,  which  has  been 
so  productive,  has  also  benefited  the  men  and  women 
who  live  in  our  sister  states  because,  thanks  to  this  part- 
nership and  your  contribution  to  it,  we  have,  in  this 
State,  responded  to  challenge,  as  challenge  appeared, 
working  with  you  in  a manner  which  has  set  the  pattern 
for  the  nation.  There  is  an  old  saying  that  imitation  is 
the  sincerest  form  of  flattery,  and  that  has  never  been 
more  manifested  than  in  what  has  b'een  happening 
throughout  the  Nation  as  our  sister  states  have  followed 
the  lead  of  New  York  State.  This  leadership  is  not 
alone  a state  leadership — it  is  leadership  in  which  you 
have  participated  as  we  have  worked  together. 

There  is  no  point,  in  this  sophisticated  company,  of 
my  reciting  the  long  litany  of  the  advances  which  have 
resulted  from  this  mutuality  of  everyone  concerned. 
Perhaps  most  outstanding,  in  a matter  which  is  very 
visable  in  the  public’s  eye  today,  is  what  we  have  done 


under  Article  28.  You  will  recall  that  Article  28,  which 
deals  with  the  updating  of  the  structural  quality  of  our 
health  care  facilities,  was  the  result  of  a recommenda- 
tion by  the  Folsom  Committee.  A most  valuable  mem- 
ber of  the  Folsom  Committee  was  my  former  neighbor 
and  your  former  colleague,  an  outstanding  former  Presi- 
dent of  your  Society,  the  late  Dr.  Waring  Willis.  The 
enactment  of  Article  28,  has  not  only  been  essential  to 
the  people  of  this  State,  but  there  are  at  least  22  other 
states  which  are  following  in  the  footsteps  which  you 
and  we  have  jointly  undertaken.  Our  1965  regulations 
requiring  the  licensing  of  clinical  laboratories  were  copi- 
ed by  the  Federal  Government  in  1967.  Our  1965  legis- 
lation dealing  with  the  collection  and  banning  of  harm- 
ful insecticides  was  virtually  duplicated  by  a 1973  Fed- 
eral law.  In  1968,  the  Federal  Government  issued  nurs- 
ing home  regulations  which  were  basically  adopted  from 
ours.  There  is  a long  and  imposing  litany  of  accom- 
plishments which  has  resulted  from  this  “felicitous  part- 
nership” to  which  I refer. 

I want  to  thank,  of  course,  in  this  company  of  their 
peers,  our  own  professionals  in  our  Health  Department 
headed  so  admirably  by  Dr.  Ingraham  and  by  his  prede- 
cessor, Dr.  Herman  E.  Hilleboe,  and  those  who  preceded 
them.  We  are  working  with  you  in  other  regards  too. 
As  you  know,  Dr.  Fineberg  is  a member,  by  appointment 
of  the  Governor,  of  the  State  Hospital  Review  and  Plan- 
ning Council  on  Acupuncture.  We  are  waiting  anxious- 
ly for  the  report  on  this.  Dr.  Edward  Siegel  is  a member 
of  the  Governor’s  Medicaid  Advisory  Committee.  All  of 
the  chairmen  of  committees  under  your  commission  on 
Public  Health  and  Education,  as  you  know,  meet  at 
least  once  a year  with  Commissioner  Ingraham  and  his 
staff  to  review  pending  legislation  relative  to  the  areas  of 
your  interest.  Your  Governor  has  had  the  privilege  of 
meeting  with  your  officers  on  a matter  which  is  of  great 
concern  to  you  and  to  us.  This  is  the  problem  of  mal- 
practice litigation  and  malpractice  insurance.  As  to  the 
former,  it  is  the  custom  of  the  Governor  never  to  com- 
ment on  a bill  pending  before  the  Legislature  unless  it  is 
a part  of  the  Governor’s  program.  I am,  however,  aware 
of  the  problem  and  of  the  very  innovative  approach 
which  would  set  up  a prior  review  of  malpractice  claims 
within  the  court  system  and,  if  an  adjustment  is  not 
made  at  that  level,  then  they  would  go  to  trial.  It  is  a 
very  interesting  approach,  has  great  possibilities,  and  I 
will  simply  say  that,  in  the  event  the  bill  gets  before  the 
Governor,  he  will  approach  it  with  a sympathetic  under- 
standing of  the  problem. 

The  other  aspect,  of  course,  is  the  matter  of  malprac- 
tice insurance,  and  I know  that  your  Society  is  working 
to  provide  a substitute  carrier  for  the  carrier  which  de- 
cided it  can  no  longer,  with  any  reasonable  degree  of 
economic  feasibility,  carry  on  its  previous  arrangement. 
I am  greatly  hopeful  that  these  efforts  will  culminate 
successfully;  and  I would  venture  to  say  that  in  the 
event  that  they  do  not,  and  I hope  that  they  do,  Dr.  In- 
graham, I am  sure,  will  be  delighted  to  work  with  you  in 
making  recommendations  for  any  legislation  which 
might  be  appropriate  to  meet  what  is  a very  serious  sit- 
uation, in  terms  of  each  individual  practitioner  of  the 
healing  arts. 

Now,  there  is  another  level  of  government  which  in- 
fringes upon  our  lives  and  that  is  the  Government  down 
in  Washington.  What  we  do  there  is,  to  the  best  of  our 
ability,  to  try  to  act  as  the  advocate  of  our  doctors  and 
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as  a buffer  between  what  some  might  call  the  “petty  tyr- 
any  of  bureaucracy”  at  the  administrative  level  and  our 
medical  profession.  I think  as  good  an  example  as  any 
is  the  utilization  and  review  procedures  which  were  ini- 
tially established  under  H.R.l.  As  you  know,  after 
those  procedures  were  first  established,  we  worked  with 
you  in  attempting  to  adapt  the  new  Federal  regulations 
to  the  practices  which  were  indigenous  to  the  conduct  of 
the  medical  profession  as  it  approached  the  health  needs 
of  the  citizens  of  this  State.  No  sooner  had  that  been 
done  than  some  folks,  sitting  behind  desks  down  in 
HEW  in  Washington,  decided  that  they  would  have 
some  new  regulations.  Now,  I regret  that  very  much. 
We  are  going  to  do  the  best  we  can  to  join  you  in  persua- 
sive efforts  to  suggest  that  those  who  promulgate  these 
regulations  might  more  usefully  use  their  time  and  tal- 
ent in  other  areas  of  activities  within  their  fields.  And, 
there  is  a statutory  threat,  frankly,  to  the  relationship 
which  has  obtained  in  this  State,  the  close  working  rela- 
tionship to  which  I refer  between  State  groups  in  the 
health  field,  notably  your  Society  and  our  State  Govern- 
ment, and  that  is  the  legislative  threat  which  is  posed  by 
the  Rogers-Roy-Hastings  Bill  which  would  make  Wash- 
ington, which  would  seem  to  me  to  have  other  responsi- 
bilities, a central  agency  to  preempt  the  states’  rights  to 
determine  priorities  for  the  health  care  of  its  citizens. 
This  is  wrong  conceptually.  We  like  to  think  that  each 
of  the  50  states  is  a laboratory,  a laboratory  operated  by 
those  who  practice  medicine  in  aid  of  man’s  search  from 
the  beginning  of  time  to  improve  health  care,  and  it  is 
only  when  states  can  act  within  this  sort  of  freedom  that 
we  can  make  progress  which  cannot  be  made  under  the 
dead  hand  of  dull,  unimaginative,  central  control.  We 
ask  your  help  as  we  try  to  defeat  that  bill  down  in  Wash- 
ington, because  that  is  our  main  objective. 

As  I leave  and  you  continue  your  very  important  de- 
liberations, I come  back  full  circle  to  where  I started  and 
that  is,  as  the  Governor.  Personally,  of  course,  I have 
been  in  Albany  working  with  you  and  your  predecessors 
now  for  36  years.  The  awful  realization  came  upon  me 
day  before  yesterday,  when  I celebrated  an  anniversary 
of  my  birth,  that  I have  been  in  Albany  for  five  decades. 

I was  there  in  the  30’s,  the  40’s,  the  50’s,  the  60’s,  and 
this  is  the  70’s.  So,  I have  been  working  with  you  for  a 
long  time.  The  late  George  Foy,  who  was  one  of  nat- 
ure’s noblemen,  was  my  dear  friend.  He  was  in  the  As- 
sembly when  I first  went  there  back  in  1939,  and  I would 
hate  to  think  where  we  would  be  in  terms  of  the  health 
care  needs  of  our  citizens  if  we  had  not  had,  during  all  of 
this  period,  the  kind  of  leadership  and  support  which 
the  constituents  of  your  Society  have  given  as  you  and 
we,  and  our  predecessors  have  worked  together  toward 
better  medical  care  for  those  who  are  our  common  con- 
cern. Thank  you  very  much. 

The  House  rose  and  applauded  as  Governor  Wil- 
son left  the  podium  . . . 


The  Physicians’  Home* 

. . . Vice-Speaker  Wagreich  recognized  Carl  Gold- 
mark,  .Jr.,  M I).,  Immediate  Past  President  of  Physi- 
cian’s Home,  who  addiessed  the  House  as  follows: 

My  last  official  act  as  President  of  the  Physicians’ 

* Dr.  Goldmark  addressed  the  House  at  the  Sunday  after- 
noon session. 


Home  for  the  past  two  years  is  to  give  you  my  annual  re- 
port. Actually,  my  successor  has  already  been  elected 
and  taken  office,  and  I can  promise  you  the  future  looks 
bright  with  the  Home  under  the  leadership  of  George 
Slaughter,  M.D.,  of  New  York  County.  Perhaps  he  will 
find  the  magic  formula  to  acquaint  all  with  the  fact  that 
the  Physicians’  Home  is  not  a place  of  brick  and  mortar, 
but  merely  a fund  to  enable  our  beneficiaries  to  main- 
tain and  stay  in  their  own  residences.  We  still  receive 
inquiries  as  to  the  Home’s  location  and  what  the  re- 
quirements are  for  admission.  In  all  the  years  I have 
known  of  the  Home,  I cannot  remember  a single  annual 
report  when  it  was  not  found  necessary  to  explain  this 
misinterpretation,  not  only  to  State  Society  member- 
ship, but  to  many  of  our  contributors  as  well. 

Our  fiscal  year  is  from  October  1st  to  September  30th 
and  I am  reporting  on  our  activities  from  October  1, 
1972  through  September  30,  1973.  During  that  period 
of  time,  we  have  aided  an  even  100  people,  23  doctors,  11 
wives  of  doctors,  41  widows  and  25  dependents  of  physi- 
cians. 

Our  total  outlay  to  this  group  amounted  to  $158,626. 
Our  income  from  contributions  of  all  sources  during  the 
same  period  totalled  $112,638,  approximately  the  same 
as  the  previous  year’s.  The  deficit,  the  difference  be- 
tween income  from  contributions  and  expenses  plus  our 
administrative  costs,  is  usually  made  up  by  income  from 
investments.  Since  general  economic  conditions  have 
lowered  our  investment  income  by  some  $6,000,  an  addi- 
tional $10,800  was  taken  from  our  general  reserve  fund 
to  balance  our  budget.  Some  of  this  general  reserve  has 
been  built  up  in  more  prosperous  years  when  we  had  a 
surplus  of  contributions  and  income  over  expenses. 
However,  I feel  you  all  should  be  aware  that  for  the  last 
three  years,  we  have  been  forced  to  dip  into  our  reserve. 
In  line  with  these  monetary  disclosures,  I should  like  to 
inform  the  membership  that  at  the  last  meeting  of  the 
Board  of  Directors  it  was  voted  to  increase  the  monthly 
stipends  for  our  beneficiaries  10  per  cent  across  the 
board  as  of  January  1,  1974,  as  a cost  of  living  increase. 
There  is  to  be  one  exception — where  such  an  increase 
would  jeopardize  other  sources  of  income  for  the  recipi- 
ent. Your  Board  of  Directors  is  well  aware  of  skyrock- 
eting costs  of  foods  and  other  essentials  and  feels  this 
increase  is  imperative. 

As  you  well  know,  each  member  of  the  Medical  Soci- 
ety of  the  State  of  New  York  is  asked  by  his  county,  at 
dues  time,  to  donate  $2.00  to  the  Physicians’  Home. 
During  the  past  year,  three  county  societies,  Erie, 
Broome,  and  Ontario,  asked  their  members  for  $12.00, 
rather  than  $2.00,  for  the  Physicians’  Home,  thus  in- 
creasing not  only  our  income,  but  our  total  number  of 
members  of  the  Home.  $10.00  per  year  makes  one  a 
member.  You  can  easily  recognize  your  fellow  delegates 
who  are  members  ($10.00  or  more)  by  the  orange  ribbon 
on  their  badges  with  the  words,  “Physicians’  Home.” 
This  system  was  inaugurated  last  year  and  will  be  con- 
tinued from  now  on.  1 hope  that  all  delegates  on  their 
return  to  their  individual  county  societies  will  try  to  in- 
crease the  membership  of  the  Physicians’  Home. 

Again,  as  in  other  years,  the  wonderful  women  of  the 
Auxiliary  have  contributed  generously.  Of  particular 
note  this  year  was  an  auction  sale  held  by  the  Auxiliary 
of  Queens,  from  which  we  received  $1,600.  Mrs.  Sol  Ax- 
elrod, Mrs.  Ezra  Wolfe,  and  Mrs.  Frederick  Castrovinci 
are  to  be  commended  and  thanked  for  their  efforts  in 
our  behalf. 


1130  New  York  State  Journal  of  Medicine/ June,  1 974/  House  of  Delegates,  Minutes 


During  the  course  of  the  year,  four  memorial  funds 
were  created  from  which  we  realized  about  $3,000. 

No  report  of  the  Physicians’  Home  would  be  complete 
without  mention  of  our  Managing  Director,  Beatrice 
Hoyt.  Her  devotion  to  the  Physicians’  Home  and  her 
knowledge  of  the  workings  of  the  organization,  place  her 
in  a unique  position  as  a valued  advisor.  Without  her 
help  the  work  of  the  president  and  the  Board  would  in- 
deed be  onerous.  Despite  the  fuel  shortage,  Miss  Hoyt 
is  the  oil  that  keeps  our  machinery  running  smoothly. 
Our  gratitude  goes  to  her. 

In  closing  this  report,  I should  like  also  to  thank  Mr. 
J.  Miller  Walker,  Vice-President  and  General  Counsel, 
Mrs.  Harry  J.  Secki,  representing  the  Woman’s  Auxili- 
ary, Mrs.  Grace  Norton,  the  assistant  Managing  Direc- 
tor, and  all  the  directors  who  made  my  term  of  office 
such  a pleasant  one  and  my  work  so  easy. 

. . . The  House  applauded  as  Dr.  Goldmark  left  the 
podium  . . . 


President  of  the  Woman’s  Auxiliary* 

. . . Speaker  Way  recognized  Mrs.  William  G.  Chorba, 
President  of  the  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  New  York,  who  addressed  the 
House  as  follows: 


Socrates  said,  “To  heal  pain  is  a divine  vocation.” 
Your  Medical  Society  Auxiliary  members  are  proud  to 
be  the  wives  of  men  who  have  chosen  the  “Divine  Voca- 
tion.” It  is  our  sincere  hope  that  each  of  you  is  equally 
proud  of  your  Auxiliary  members  who,  since  1936,  have 
expended  much  time  and  effort  to  fulfill  our  objectives: 
to  assist  the  Medical  Society  in  the  advancement  of 
public  health  and  education,  and  to  promote  good  fel- 
lowship among  our  doctors’  families.  The  38  Auxiliary 
years  reflect  the  accomplishments  of  our  organization  in 
the  advancement  of  medicine  and  health  education  to 
the  residents  of  New  York  State. 

Our  activities  this  year,  and  these  I will  only  highlight 
as  telling  you  all  of  them  will  require  an  entire  day,  in- 
clude contributions  of  $19,608.39  to  AMA-ERF.  Part  of 
this  was  realized  in  an  auction  sponsored  by  our  State 
Chairman  of  AMA-ERF  at  our  annual  Fall  Conference 
and  part  was  a credit  given  to  us  from  the  contributions 
sent  to  Chicago  by  the  Medical  Society.  The  Auxiliary 
also  contributed  $6,022.32  for  the  Physicians’  Home.  I 
should  like  to  mention,  although  I am  being  redundant, 
part  of  this  was  $1,685  realized  through  an  auction  sale 
held  by  Queens  County.  We,  the  State  Auxiliary,  also 
contribute  to  AMA-ERF,  Physicians’  Home,  CARE- 
MEDICO,  Project  Hope,  and  the  Medical  Assistants  As- 
sociation. Scholarships  for  nursing  and  allied  health  ca- 
reers, as  well  as  medical  students,  total  $27,427  from  21 
county  auxiliaries.  Many  auxiliaries  also  contribute  to 
health  agencies  and  hospitals. 

This  gives  you  a sketchy  idea  of  the  causes  benefiting 
from  our  fund  raising  endeavors,  all  of  which  ik  designed 
to  promote  health  education.  Our  other  accomplish- 
ments consist  of  participation  in  efforts  to  defeat  legisla- 

*  Mrs.  Chorba  addressed  the  House  at  the  Sunday  afternoon 
session. 


tion  jeopardizing  the  private  practice  of  medicine  as  well 
as  that  detrimental  to  public  health.  At  an  AMA  ses- 
sion some  years  ago,  a Congressman  said,  “Ladies  are 
politicians’  dreams.”  I beg  you  to  hold  us,  your  wives 
and  Auxiliary  members,  in  the  same  esteem  as  politi- 
cians do.  Physicians’  wives  have  influence  in  their  com- 
munities, and,  by  becoming  involved  and  knowledgeable 
about  legislation  and  politics,  they  may  be  of  inestima- 
ble value  to  their  husbands  and  to  the  profession.  In 
fact,  many  of  our  more  knowledgeable  and  good-to-look- 
at  doctors’  wives  could  serve  well  as  lobbyists  both  in 
Washington  and  in  Albany.  At  the  same  time,  they  will 
find  scope  for  their  imaginations,  outlet  for  their  ener- 
gies, and  an  opportunity  to  work. 

Our  children  and  youth  committees,  throughout  the 
State,  institute  programs  to  combat  drug  abuse,  venere- 
al disease,  and  smoking  among  our  youth.  Essay  con- 
tests have  been  sponsored  for  thousands  of  children  on 
the  hazards  of  drug  abuse.  Children  between  the  ages 
of  1 and  6 years,  living  in  old  houses  built  before  1940, 
are  potential  victims  of  lead  poisoning.  This  fact  stimu- 
lated the  Woman’s  Auxiliary  to  promote  programs  on 
lead  poisoning  among  the  local  auxiliaries  throughout 
New  York  State.  The  Oswego  County  Auxiliary  spear- 
headed a countywide  lead  poisoning  screening  program 
resulting  in  the  testing  of  103  preschool  children.  The 
State  and  local  Health  Departments  played  a role  in 
implementing  the  program.  The  mayors  of  both  cities, 
together  with  the  county  legislators,  proclaimed  a “Lead 
Poisoning  Detection  Week.”  Much  is  done  by  some 
counties  to  encourage  safety  in  the  home  and  fire  pre- 
vention, and  programs  are  held  for  senior  citizens  on 
quackery  and  nutrition.  We  have  held  GEMS  courses 
for  our  young  girls,  and  for  those  of  you  unfamiliar  with 
the  abbreviation,  GEMS  means  Good  Emergency  Moth- 
er Substitutes. 

We  have  held  two  State  meetings  every  year:  The 
Fall  Conference,  which  is  a leadership  training  session; 
and  our  annual  convention  in  February.  The  members 
of  Onondaga  and  Oneida  Counties  looked  lovely  man- 
ning the  Hall  of  Health  exhibit  at  the  New  York  State 
Fair  which  is  held  in  Syracuse  in  August.  This  serves, 
not  only  as  a health  education  measure,  but  as  good 
public  relations  for  the  Medical  Society  and  for  the  Aux- 
iliary. 

The  1973  edition  of  “Health  Consequences  of  Smok- 
ing and  Health,”  emphasizes  the  rights  of  the  nonsmok- 
er. Because  doctors’  wives  do  have  a strong  influence 
among  the  medical  profession  as  well  as  in  the  commu- 
nity, the  State  Department  ol  Health  proposed  an  idea 
for  a joint  project.  They  designed  and  developed  a 
poster  emphasizing  the  nonsmoker’s  rights.  Our  role,  as 
an  Auxiliary,  will  be  to  deliver  the  posters  to  doctors’  of- 
fices and  hospitals  in  our  local  communities. 

International  Health  Activities  Committees  have 
been  sending  drugs,  surgical  instruments,  and  linens  to 
underdeveloped  countries. 

Obtaining  membership  is  a problem.  However,  we 
are  proud  to  report  to  you  that  we  have  welcomed  978 
new  members  since  last  February.  We  have  lost  a coun- 
ty, St.  Lawrence  County  ’•esigned.  We  gained  a county; 
New  York  County  was  organized.  We  received  a cita- 
tion at  the  AMA  Convention  last  June  for  our  increase 
in  membership,  and  we  also  received  a citation  for  orga- 
nizing a new  county.  We  feel  that  each  of  you  here 
today  can  be  helpful  in  increasing  our  potential  mem- 
bership by  urging  your  wives  to  become  active  members 
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of  this  organization  so  that  we  may  continue  to  grow 
more  rapidly  as  your  ambassadors  of  good  will.  But,  the 
outstanding  programs  held  in  most  of  our  counties  in 
the  field  of  health  services  show  how  involved  doctors’ 
wives  really  are. 

We  wish  to  express  our  sincere  thanks  to  our  Advisor, 
Dr.  Joseph  G.  Zimring,  and  to  the  staff  of  the  State 
Medical  Society  for  their  assistance  and  cooperation 
without  which  many  of  our  accomplishments  would  not 
have  been  possible.  I wish  to  express  a special  thank 
you  to  Dr.  Thomas  F.  McCarthy,  your  State  President, 
and  to  the  physicians  in  my  own  County  of  the  Bronx 
for  the  confidence  and  faith  they  have  placed  in  me 
when  I assumed  this  enormous  responsibility  of  becom- 
ing the  38th  President  of  the  Woman’s  Auxiliary.  So 
ends  my  busy  and  challenging  year.  Thank  you. 

. . . The  House  rose  and  applauded  as  Mrs.  Chorba 
left  the  podium  . . . 

Medical  Student  Delegate* 

. . . Speaker  Way  recognized  Mr.  James  K.  Weber, 
medical  student  delegate,  who  addressed  the  House  as 
follows: 

Speaking  for  the  student  representative  to  the  Medi- 
cal Society  of  the  State  of  New  York,  I should  like  to 
thank  you  for  your  encouragement  of  student  participa- 
tion in  the  House  of  Delegates.  We  have,  in  the  past, 
been  able  to  make  our  opinions  known  on  the  floor 
through  the  sponsorship  of  Dr.  Charles  D.  Sherman,  Jr., 
whose  constant  efforts  on  our  behalf  are  gratefully  ap- 
preciated. Although  his  sponsorship  is  no  longer  a pre- 
requisite for  our  participation,  we  hope  that  we  will  be 
able  to  turn  to  him  in  the  future  for  advice  and  assis- 
tance. We  welcome  the  opportunity  for  membership  in 
the  Medical  Society  of  the  State  of  New  York,  and  voice, 
and  vote  on  the  floor.  I should  like  to  take  this  oppor- 
tunity to  introduce  our  Alternate  Delegate,  David  Katz 
of  Rochester. 

We  feel  that  the  essence  of  the  relationship  between 
the  State  Medical  Society  and  the  Medical  Students  of 
the  State  of  New  York  is  one  of  give  and  take.  We  hope 
to  bring  significant  input  into  this  body  via  resolutions 
and  active  participation  in  reference  committees.  We 
do,  however,  feel  that  our  most  significant  input  into  the 
Medical  Society  will  be,  not  through  this  body,  but  at 
the  county  medical  society  level.  We  think  that  this  So- 
ciety has  much  to  offer  the  students  of  this  State  in 
terms  of  providing  us  with  insight  into  the  more  practi- 
cal, less  theoretical  aspects  of  medical  care.  We  hope 
that  the  Medical  Society  will  be  able  to  assist  us  in  our 
efforts  to  improve  communications  among  the  students 
of  this  State;  we  plan  to  submit  a resolution  to  this  ef- 
fect tomorrow. 

In  the  hopes  of  an  ongoing  valuable  relationship  be- 
tween the  Medical  Society  and  the  Medical  Students  of 
the  State  of  New  York,  we  thank  you  for  the  privilege  of 
voice  and  vote  in  the  House,  as  well  as  the  opportunity 
for  membership  in  the  Medical  Society  of  the  State  of 
New  York. 

...  The  House  applauded  as  Mr.  Weber  left  the  podi- 
um . . . 

* Mr.  Weber  addressed  the  House  at  the  Sunday  afternoon 
session. 


Indemnity  Representative* 

. . . Speaker  Way  recognized  Donald  J.  Fager,  Esq., 
Indemnity  Representative,  who  addressed  the  House  as 
follows: 

Thank  you  members  of  the  House  for  permitting  me 
this  opportunity  to  speak  to  you  this  afternoon  about 
your  Professional  Medical  Liability  Insurance  Program 
and  the  current  situation  at  this  time. 

When  your  representatives,  Dr.  Thomas  F.  McCarthy, 
Dr.  Henry  I.  Fineberg,  Dr.  Arthur  J.  Mannix,  Jr.,  and 
your  Indemnity  Representatives,  went  to  Wassau  in  No- 
vember 1973,  to  discuss  the  termination  with  Employers 
Insurance  of  Wassau,  we  were  surprised  when  the  Presi- 
dent of  the  company  indicated  that  the  date  set  for  ter- 
mination, April  30,  1974,  would  not  be  adhered  to;  that 
it  would  not  be  a firm  date  if  serious  negotiations  were 
under  way  for  a replacement  program.  Now,  I tell  you 
that  very  serious  negotiations  are  under  way  at  the  pres- 
ent time  and,  as  a result  of  these  negotiations,  and  in 
recognition  by  Employers  that  they  are  going  on,  we 
were  advised  by  the  Vice-President  of  the  company  yes- 
terday, and  I am  pleased  to  announce  to  you  this  after- 
noon, that  they  will  not  terminate  coverage  on  April  30, 
1974,  but  will  continue  to  provide  coverage  for  the  phy- 
sicians in  our  program  for  the  period  of  time  needed 
until  a replacement  program  and  carrier  have  been  ar- 
ranged. 

Now,  as  far  as  the  negotiations  are  concerned,  I am 
going  to  be  very  brief  and  hope  that  you  will  bear  with 
me  if  I don’t  go  into  the  details.  They  are  proceeding 
on  three  different  fronts.  One  of  them,  I think,  has  sig- 
nificance in  view  of  Employers’  decision  not  to  termi- 
nate; it  involves  Employers  of  Wassau.  They  told  us  in 
November  that  it  was  too  big  for  them  to  handle.  They 
have  had  ongoing  discussions  with  a substantial  carrier 
to  be  involved  with  them  in  a new  program,  and  we  will 
be  hearing  definite  word  from  Employers  of  Wassau  in  a 
short  period  of  time  on  that  approach.  On  the  second 
approach,  we  have  had  discussions  with  the  Argonaut  in 
regard  to  the  writing  of  a program  for  the  Society  if  they 
can  get  sufficient  backing  from  other  carriers  and,  as  the 
meeting  goes  on  here,  there  will  be  discussions  with  Ar- 
gonaut and  these  other  potential  carriers.  On  the  third 
front,  as  a result  of  the  pressure  from  the  State  Insur- 
ance Department,  a group  of  carriers  are  getting  togeth- 
er to  try  to  form  a syndicate  which  will  take  effect  only 
if  the  other  proposals  do  not  work  out. 

I cannot  go  too  deeply  into  the  details  at  the  present 
time,  but  I am  extremely  confident  that  our  State  Soci- 
ety program  will  continue,  and  you  may  rest  assured 
that  physicians  who  are  insured  in  the  State  Society 
program  will  continue  to  have  coverage  provided  for 
them.  I am  also  extremely  confident  that,  with  your 
continued  loyalty  cooperation,  and  patience,  we  will 
continue  to  have  what  we  have  had  for  many  years  in 
the  past,  one  of  the  best  Professional  Medical  Liability 
Programs  in  the  country. 

. . . The  House  applauded  as  Mr.  Fager  left  the  podi- 
um . . . 


* Mr.  Fager  addressed  the  House  at  the  Sunday  afternoon 
session. 
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President  of  the  American  Association  of 
Medical  Assistants — New  York  State  Society, 
Inc.* 

. . . Vice-Speaker  Wagreich  recognized  Mrs.  Elvira 
Orso,  CMA,  President  of  the  American  Association  of 
Medical  Assistants,  New  York  State  Society,  Inc.,  who 
addressed  the  House  as  follows: 

The  members  of  the  American  Association  of  Medical 
Assistants — New  York  State  Society,  Inc.,  send  their 
heartfelt  wishes  to  you  all  for  a successful  convention. 

Our  organization  is  embarked  on  a campaign  to  per- 
suade the  members  of  this  delegation  to  encourage  their 
medical  assistants  to  join  AAMA,  NYSS.  This  has  been 
a difficult  task  but  one  that  can  be  overcome  if  we  can 
enlist  your  support.  At  present,  our  membership  has 
reached  1,000  Statewide  in  14  years  with  a potential  of 
10,000  with  your  help. 

Our  national  president,  Mrs.  Marian  Cooper,  CMA,  in 
her  inaugural  address  in  Washington,  D.C.,  last  October 
said,  “We  are  accepting  an  obligation  to  look  after  the 
entire  medical  assistants  function  in  this  country  and  by 
doing  the  things  that  carry  through  this  viewpoint  and 
purpose,  we  can  rightfully  claim  professional  status.” 
The  AAMA  was  founded  in  1956  by  a small  group  of 
farsighted,  medically  oriented  office  personnel,  banded 
together  under  one  title  of  medical  assistant  to  lay  the 
groundwork  for  the  trilevel  organization  of  AAMA. 

The  professional  medical  assistant  has  now  come  into 
her  own.  New  medical  science  and  technology  is  multi- 
plying at  an  ever-increasing  rate  and  to  keep  abreast  of 
this  progress,  education  for  the  medical  assistant  must 
be  on  a continuing  basis.  By  continuing  her  education 
in  anatomy,  physiology,  and  terminology  as  well  as  med- 
ical ethics  and  law,  business  administration,  and  clinical 
procedures,  and  by  meeting  certain  standards  and  quali- 
fications set  by  the  National  Certifying  Board,  she  may 
go  on  to  earn  the  coveted  title  of  Certified  Medical  As- 
sistant. Last  year,  356  medical  assistants  earned  their 
certification,  26  from  New  York  State.  Of  this  number, 

* Mrs.  Orso  addressed  the  House  at  the  Sunday  afternoon 
session. 


1 1 were  certified  at  the  administrative  level,  8 on  the 
clinical  level,  and  7 were  awarded  certification  in  both 
categories.  This  certainly  proves  that  your  medical  as- 
sistant is  interested  in  providing  her  physician-employer 
with  a qualified  and  professional  medical  assistant. 

Many  physicians  fear  the  AAMA  as  a potential  union- 
ization of  the  medical  assistants  group.  Unions  may 
have  their  place,  but  not  in  medicine.  Our  Constitution 
and  Bylaws  specifically  states  that,  “The  American  As- 
sociation of  Medical  Assistants  is  a nonprofit  organiza- 
tion. It  is  not  nor  shall  it  ever  become  a trade  union  or 
collective  bargaining  agency.”  The  AAMA  would  not 
be  endorsed  by  AMA  or  by  any  state  society  if  this  hap- 
pened, and  without  the  endorsement  of  the  physicians, 
we  could  not  function. 

The  most  important  asset  in  the  medical  office  is  the 
qualified  medical  assistant.  Encourage  your  medical 
assistant  to  join  the  local  chapter  of  AAMA.  In  doing 
so,  she  too,  can  continue  her  selfimprovement  by  at- 
tending the  many  educational  seminars  offered  through- 
out the  State  by  local  chapters  to  help  improve  the  med- 
ical assistant’s  skills  which  in  turn  will  mold  her  into  a 
high-caliber  work  force,  thus  preparing  her  to  accept 
responsibilities  in  her  every  day  work  and  to  proceed  in 
the  manner  of  a professional  to  meet  that  responsibility. 

In  closing,  may  I also  extend  the  warm  thanks  of  our 
members,  as  well  as  myself,  for  the  many  acts  of  kind- 
ness shown  us  by  the  Medical  Society  of  the  State  of 
New  York  and  our  local  medical  societies  for  their  con- 
tinued interest  and  support.  Most  of  all,  thank  you  for 
our  three  Advisors,  Dr.  Walter  F.  Harrison,  Jr.,  Chair- 
man, Dr.  Edward  C.  Rozek,  and  Dr.  Howard  J. 
Schwartz.  They  have  given  unselfishly  of  their  time 
and  talents  to  make  the  workings  of  our  State  Associa- 
tion run  smoothly.  Thank  you  for  giving  me  this  oppor- 
tunity to  speak  to  this  distinguished  delegation  and  for 
your  patience  in  listening  to  the  aims  and  objectives  of 
our  Association.  God  bless  you  one  and  all. 


. . . The  House  applauded  as  Mrs.  Orso  left  the  podi- 
um . . . 
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Introduction  of  Guests 

. . . Speaker  Way  introduced  the  following  guests  who 
addressed  the  House  and  were  applauded: 

Sidney  L.  Cramer,  M.D.,  President,  Connecticut  State 
Medical  Society 

Bentley  P.  Colcock,  M.D.,  President,  Massachusetts 
Medical  Society 

Hanford  L.  Auten,  M.D.,  President,  New  Hampshire 
Medical  Society 

Albert  F.  Moriconi,  M.D.,  Official  Delegate,  Medical  So- 
ciety of  New  Jersey 

John  C.  Lantman,  M.D.,  President,  Vermont  State 
Medical  Society 

Introduction  of  Past  Presidents 

. . . Speaker  Way  Introduced  the  following  past  presi- 
dents who  were  in  the  house:  James  M.  Blake,  Henry  I. 
Fineberg,  Walter  T.  Heldmann,  George  Himler,  Edward 
C.  Hughes,  Norman' S.  Moore,  Edward  Siegel,  and  Wal- 
ter Scott  Walls. 

. . . The  House  rose  and  applauded  . . . 


Award  Presentations* 

. . . Speaker  Way  introduced  President  McCarthy  who 
made  the  following  presentations: 

President’s  Citation  for  Distinguished 
Community  Service 

PRESIDENT  McCARTHY:  The  role  of  the  physi- 
cian in  community  affairs  other  than  medical,  such  as 
political,  educational,  charitable,  and  religious  matters 
has  always  been  preeminent  in  our  country.  Urbaniza- 
tion and  the  complexity  and  special  interests  that  have 
evolved  through  extensive  changes  in  our  culture  and 
local  governments  have  tended  to  dissipate  the  physi- 
cian’s involvement  and  influence  in  community  life. 
The  amount  of  time  and  energy  required  to  maintain  an 
active  medical  practice,  many  physicians  feel,  to  be 
enough  contribution  to  the  welfare  of  their  community. 
The  physician  who  makes  additional  contributions 
through  his  personal  endeavors  must  be  rated  as  excep- 
tional. This  President’s  Citation  was  established  by  the 
Medical  Society  of  the  State  of  New  York  in  order  to 
honor  each  year  a physician  in  our  State  whose  service 
to  his  local  community  has  been  outstanding.  While  his 
professional  attainments  may  command  respect,  it  is  his 
actions  as  a citizen  that  we  salute.  His  citation  should 
remind  other  members  of  his  profession  that  such  inspi- 
ration and  leadership  may  serve  as  an  example  of  the 
road  the  medical  profession  should  follow  in  order  to  re- 
store its  former  highly  respected  image  to  the  American 
people. 

* The  Vice-President’s  medal,  the  Redway  Award,  and  the 
William  Hammond  Award  for  Distinguished  Service  were  pre- 
sented at  the  Sunday  afternoon  Session;  The  Bernstein  Award 
was  presented  and  the  Fifly-Year  Citations  were  announced  at 
the  Tuesday  afternoon  session;  the  Scientific  Exhibit  Awards 
were  announced  at  the  Wednesday  morning  session;  and  the 
President’s  Citation  for  Distinguished  Community  Service  was 
presented  at  the  Wednesday  afternoon  session. 


Malcolm  J.  Magovern,  M.D.,  of  the  City  of  Saratoga 
Springs  in  the  County  of  Saratoga,  has  been  selected 
from  many  other  nominees  as  worthy  of  the  President’s 
Citation.  Dr.  Magovern  has  served  as  a physician  to  the 
people  of  Saratoga  Springs  for  over  thirty  years.  His 
care  has  produced  much  love  and  devotion  from  his  pa- 
tients and  a testimonial  on  his  thirtieth  year  in  practice 
was  attended  by  over  three  thousand  people.  While  ev- 
idence of  professional  ability,  the  other  qualifications 
are  more  important;  Member  of  the  Board  of  Directors 
of  the  Saratoga  Spa  Commission,  Member  of  the  Board 
of  Directors  of  Skidmore  College,  a Trustee  of  the  Sara- 
toga YMCA,  Organizer  and  President  of  the  Friendly 
Sons  of  St.  Patrick,  Member  of  the  Knights  of  Colum- 
bus, and  a regular  communicant  of  St.  Peter’s  Church. 
He  has  taken  over  and  through  his  efforts  it  is  testified, 
that  all  worthwhile  projects  that  required  fundraising 
received  his  total  commitment  with  complete  success. 
Both  Skidmore  College  and  the  YMCA  do  not  hesitate 
to  say  that  the  success  of  their  campaigns  to  revise  the 
campus  of  the  first  and  to  provide  a new  facility  for  the 
second  were  largely  the  result  of  Dr.  Magovern’s  work. 
The  betterment  of  his  community  has  been  the  only  test 
that  Dr.  Magovern  has  applied  to  these  many  enterpris- 
es and  if  we  may  paraphrase,  “Without  regard  for  creed, 
color,  or  national  origin.”  Many  testimonials  have  been 
received  that  will  not  be  cited  for  the  sake  of  brevity. 

Last  and  indeed  of  great  importance  to  any  physician, 
a devoted  wife  of  many  years,  and  a gifted  family  of  four 
children.  It  is  my  privilege  in  presenting  this  Presi- 
dent’s Citation  to  Malcolm  J.  Magovern,  M.D.,  to  ac- 
claim a good  physician  and  citizen  whose  devoted  com- 
munity service  has  brought  honor  for  both  the  Medical 
Society  of  the  State  of  New  York  and  indeed  the  entire 
profession. 

. . . The  House  rose  and  applauded  as  Dr.  Magovern 
left  the  podium  . . . 


Albion  O.  Bernstein,  M.D.  Award 

. . . Speaker  Way  recognized  Mrs.  Solomon  A.  Berson 
and  Rosalyn  S.  Yalow,  Ph.D.,  who  came  to  the  podium. 

PRESIDENT  MCCARTHY:  The  Albion  O.  Bern- 
stein, M.D.,  Award  is  awarded  to  a physician  or  scientist 
who  has  made  a widely  beneficial  scientific  discovery  in 
medicine.  This  award,  presented  under  the  auspices  of 
the  Medical  Society  of  the  State  of  New  York,  was  es- 
tablished by  the  late  Morris  J.  Bernstein  to  perpetuate 
the  memory  of  his  son,  a physician  who  tragically  lost 
his  life  while  responding  to  a medical  call. 

The  corecipients  of  the  award  this  year  are  the  late 
Solomon  A.  Berson,  M.D.,  and  his  associate,  Rosalyn  S. 
Yalow,  Ph.D.,  for  their  outstanding  work  in  developing 
immunoassay  of  hormones  and  other  biological  prod- 
ucts, thus  permitting  further  exploration  in  the  fields  of 
endocrinology  and  pharmacology  b more  precise  stud- 
ies. This  has  expanded  our  unders  tnding  of  a number 
of  fields  of  medicine. 

Unfortunately,  Dr.  Berson  has  died  and  Mrs.  Berson 
is  here  to  receive  his  award  and  the  check  for  $1,000. 
We  appreciate  your  coming  here  today  to  accept  this 
with  our  high  regard  for  your  late  husband’s  accom- 
plishments. 
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Dr.  Yalow,  his  dedicated  associate,  we  are  pleased  to 
present  this  to  you. 

. . . The  House  rose  and  applauded  Mrs.  Berson  and 
Dr.  Yalow  as  they  left  the  podium  . . . 

The  William  Hammond  Award  for  Distinguished 
Service 

. . . Speaker  Way  recognized  Mrs.  William  Hammond, 

PRESIDENT  McCARTHY:  My  next  duty  is  a 

most  pleasant  one  for  we  are  honoring  a number  of  indi- 
viduals at  this  juncture  of  our  proceedings,  all  of  whom 
have  done  yeoman  service  for  the  Society. 

First,  we  have  changed  the  name  of  our  Distinguished 
Service  Award  this  year  to  the  W’illiam  Hammond 
Award  for  Distinguished  Service  to  honor  the  late  Dr. 
Hammond  for  his  many  years  as  Editor  of  the  Journal. 
Mrs.  Hammond,  who  is  present  here,  has  this  as  a token 
of  our  appreciation  of  what  he  has  done  for  the  Journal. 
I wonder  if  I may  ask  Mrs.  Hammond  to  stand  for  due 
recognition  at  this  time? 

. . . The  House  applauded  as  Mrs.  Hammond  stood 

We  are  giving  the  actual  award  to  two  members  of  the 
Associate  Editorial  Board  who  have  contributed  to  the 
reviewing  of  manuscripts  and  their  analysis  and  criti- 
cism for  a good  many  years. 

This  would  be,  I would  say,  the  William  Hammond 
Award  for  Distinguished  Service  and  is  presented  to 
Vincent  P.  Dole,  M.D.,  for  more  than  ten  years  of  con- 
tinuous and  valued  service  to  the  Associate  Editorial 
Board.  Unfortunately,  Dr.  Dole  was  unable  to  be  here, 
being  in  Denmark,  and  his  assistant,  Dr.  Mary  Kreek  is 
accepting  it  for  him. 

We  also  have  a William  Hammond  Award  for  Distin- 
guished Service,  for  15  years  of  service  to  the  Associate 
Editorial  Board,  and  this  is  for  Anthony  A.  Albanese, 
Ph.D. 

. . . The  House  rose  and  applauded  as  Dr.  Kreek  and 
Dr.  Albanese  left  the  podium  . . . 

Redway  Award 

. . . Speaker  Way  recognized  Bernard  N.  Fields,  M.D., 
and  Cedric  S.  Raine,  Ph.D.,  who  came  to  the  podium. 

PRESIDENT  MCCARTHY:  This  is  the  twelfth 

time  the  Redway  Medal  and  Award  for  Excellence  in 
Medical  Writing  has  been  presented.  This  year,  it  goes 
to  Cedric  S.  Raine,  Ph.D.,  and  Bernard  N.  Fields,  M.D., 
for  their  paper  on  “Neurotropic  Viruses  and  the  Devel- 
oping Brain”  which  was  published  in  the  May  15,  1973 
issue  of  the  New  York  State  Journal  of  Medicine.  This 
excellently  written,  informative  example  of  medical 
writing  is  eminently  worthy  of  high  acclaim. 

. . . The  House  applauded  as  Dr.  Fields  and  Dr. 
Raine  left  the  podium  . . . 

Vice-President’s  Medal 

\ 

. . . Vice-Speaker  W’agreich  recognized  President- 
Elect  Ralph  S.  Emerson,  M.D.,  who  came  to  the  podium. 

PRESIDENT  McCARTHY:  This  is  a great  plea- 
sure because  we  are  dealing  now  with  Peer  Review  quite 
a bit  and  Mr.  Peer  Review  is  Dr.  Emerson  in  the  State  of 


New  York  and,  believ.  e,  he  has  given  more  of  his  time 
to  establishing  quality  medical  care  in  this  State  than 
probably  any  other  man  I know.  This  is  the  Vice-Presi- 
dent’s Medal.  Congratulations. 

. . The  House  applauded  as  Dr.  Emerson  left  the  po- 
dium . . . 


Fifty-Year  Citations 

PRESIDENT  MCCARTHY:  In  keeping  with  a 

pleasant  established  tradition,  the  President  of  your  So- 
ciety now  recognizes  our  colleagues  who  are  celebrating 
their  golden  anniversary  in  the  practice  of  medicine. 

This  year,  we  are  proud  to  honor  291  of  our  colleagues 
enjoying  this  distinction. 

Flngraved  citations  recognizing  their  50th  year  since 
graduation  from  medical  school  will  be  mailed  to  each 
soon  after  this  convention  or,  at  their  county’s  request, 
will  be  presented  to  them  by  their  county  medical  soci- 
ety. 

1 am  sure  our  congratulations  are  unanimous  as  well 
as  our  wishes  for  long  years  of  good  health  and  happi- 
ness. 

. . . The  House  applauded  . . . 

The  list  of  the  recipients  follows: 

Albany 

James  W.  Bucci 
William  J.  Fitzgerald 
Edward  Scott  Goodwin 

Bronx 

William  Aronson 
Moses  Bacher 
William  J.  Bearman 
Oswald  Beer 
Harry  J.  Cohen 
Manuel  Conde 
Louis  John  DiLorenzo 
Samuel  Meyer  Friedland 
Moses  Lewis  Furman 
William  Vincent  Gilbert 
Isidor  Goldberg 
Harry  Goldin 
W’alter  Farkas  Gruber 
Marczel  Haas 
Martin  Francis  Hession 
Jacob  O.  S.  Jaeger 
Julius  Kavee 
Morris  Knopfelmacher 
Kurt  Lippmann 
Henry  Matez 
Jacob  J.  Miller 
Morris  Henry  Oken 
Louis  Keith  Pitman 
Siegfried  Poliak 
Morris  B.  Schwartzfarb 
Alexander  Sandor  Sebo 
Erno  Sebok 
Sabato  Serpico 
Leonard  Shaftan 
Samuel  D.  Shapiro 
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Broome 
John  D’Arecca 
Raymond  Joseph  Bowen 
George  C.  Hamilton 
Charles  Leslie  Pope 
Hyman  Sneierson 
Cattaraugus 
Miklos  Farago 
Chemung 

Charles  Maxwell  Hower 
George  Redvers  Murphy 
Clinton 

Gerald  Charles  deGrandpre 
Columbia 

Katherin  Forster  Brokaw 
Erie 

Roland  Benedict  Carr 
Charles  Morris  O’Connor 
Franklin  C.  Farrow 
Daniel  Carl  Fisher 
W.  Yerby  Jones 
Lee  Randall  Sanborn 
Rudolf  Erich  Siegel 
Samuel  A.  Vogel 
Herkimer 

James  F.  Gallo 
Jefferson 

William  Vincent  Cavanagh 
Kings 

Abraham  Adnopoz 
Joseph  Avin 
Raphael  M.  Baratta 
Charles  Howard  Birnberg 
Laurence  Griffin  Bodkin 
Ben  Albert  Borkow 
Joseph  V.  Caltagirone 
Joseph  Solomon  Chasnoff 
James  V.  DeChristoforo 
Samuel  Lewis  Cohen 
J.  Arnold  deVeer 
Desider  Eisenstadter 
Alfred  John  Ephraim 
Arthur  Fankhauser 
Frederic  Feldman 
Samuel  Friedman 
William  Edward  Geiger 
Harold  G.  Grayzel 
Louis  Greenstein 
John  Daniel  Grillo 
Russell  Hills  Iler 
Irwin  J.  Klein 
Nathan  Leifer 
Harry  Samuel  Levine 
Charles  K.  Levy 
Martin  Lewy 
Jack  Vincent  Lobel 
Eugene  Roland  Marzullo 
Dominick  F.  Maurillo 
Andrew  Joseph  McGowan 
Charles  Werner  Mueller 
Charles  Phillips 
George  Francis  Price 
Jacob  Rabinovitch 
Jay  Robert  Rabinowitz 
Henry  Ringelheim 
Hyman  Rosenfeld 
Mayer  E.  Ross 


Hyman  Ruchamkin 
Carl  Joseph  Sachs 
I.  Spencer  Silverstein 
Samuel  Garson  Slo-Bodkin 
Jacques  D.  Soifer 
Herman  Sparber 
Morris  Charles  Starr 
Herman  W.  Taylor 
Francis  Gasper  Velardi 
William  Wagman 
Harry  Weiner 
John  Zaslow 
Rebecca  Zeiger-Prozan 
Lewis 

Reginald  D.  Gerrard 
Madison 

Howard  Beach 
Monroe 

Michael  Jay  Crino 
Ward  Leroy  Ekas 
Claude  M.  Francis 
Morris  Eli  Missal 
John  Merrel  Parker 
Gustav  Rosbasch 
Harry  L.  Segal 
Nassau 

Edwin  Benjamin  Bilchick 
Irving  Drabkin 
H.  Walter  Goldschmidt 
John  Edward  Hanawalt 
Leo  Kaiser 
Erwin  Lengyel 
Adolphe  Metz 
Joseph  Rosenheck 
Alfred  M.  Rosier 
Anthony  Adolf  Scimeca 
Warren  Irving  Titus 
New  York 

Harold  Abramson 
Jacob  Aisenstat 
Joseph  M.  Armengol 
Benjamin  I.  Ashe 
Samuel  Atkin 
Liese  Auerbach 
Beatrice  Bergman 
Friedrich  S.  Bodnitz 
Martin  Buchband 
Julius  Burstein 
George  Scholl  Cattanach 
Mark  Carpati 
Leoni  Neumann  Claman 
Fritz  Colbert 
Henry  S.  F.  Cooper 
Harry  A.  Coveler 
Ernest  Paul  DeSanto 
Niel  E.  Eckelberry 
Robert  Kenneth  Felter 
Louis  Finger 
Ella  Harriet  Fishberg 
Harry  Richard  Fisher 
Julian  Maxwell  Freston 
Benjamin  Friedman 
Asa  Ben  Friedmann 
Elmer  Stewart  Gais 
Alfred  Goldberg 
Irving  B.  Goldman 
Maximilian  Grauberg 
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Harry  Karl  Grottewit 
Arnold  Grunfeld 
Frederic  J.  Heilbroner 
Leo  Hess 
Leo  G.  Hess 
Louis  Hirschhorn 
Max  Hofmann 
Frederick  C.  Hunt 
Arnold  A.  Hutschnecker 
Franz  C.  Jost 
Alfred  Klein 
Peter  Kleinkopf 
Isabel  Knowlton 
Edward  Kronold 
Adele  Kwaszewska 
Gerta  Kwaszewska 
Herman  Harold  Lardaro 
Joseph  Laval 
John  A.  Lawler 
Harold  Sello  Leopold 
Max  Levin 
Walter  Levy 
George  Lichtenfeld 
Abraham  Lieff 
Putnam  C.  Lloyd 
Felix  Philip  Lowenfish 
Louis  V.  Luttenberger 
James  Pratt  Marr 
Allister  M.  McLellan 
Kenneth  M.  Metcalf 
Joseph  Elias  Milgram 
Kalman  Molnar 
Gerard  Harry  Mueller 
Meta  F.  Mueller 
Michael  George  Mulinos 
Veronica  Frazier  Murray 
Theodore  Neustaedter 
John  O’Flanagan 
Aaron  J.  Orloff 
Samuel  M.  Peck 
Oma  Henry  Price 
Hyman  L.  Rachlin 
Irving  N.  Rattner 
Carl  Reich 
Jacob  Rosenblatt 
Myron  A.  Sallick 
Leo  M.  Satlof 
M.  Theresa  Scanlan 
John  Edwin  Scarff 
Marcus  Schatner 
Gisela  Scheid 
Angelo  S.  Scherma 
Paul  Sylvester  Seager 
Paula  Seiler 
Frank  Zit  Serman 
Jackson  A.  Seward 
Katherine  Siegel-Fuerst 
Isador  Silbermann 
David  Henry  Smith 
Melitta  Sperling 
Otto  E.  Sperling 
Frank  Spielman 
Otto  Sternberg 
Fred  Waldorf  Stewart 
Moses  Swick 
Howard  C.  Taylor,  Jr. 
Melchiorre  Termini 


John  Russell  Twiss 
Edmund  Vermes 
Michael  Weingarten 
Stephen  White 
Crete  Willner 
Joseph  Alcantara  Winn 
Joachim  B.  Wolff 
Savas  J.  Zavoyianis 
Niagara 

Ralph  Marvin  Colton 
Oneida 

Heinz  Guenther  Cohn 
Moritz  Elias 
Morris  Levi  Rower 
Onondaga 

Laura  Cornelia  Harris 
Edward  C.  Hughes 
Samuel  H.  Kauffman 
Thaddeus  Bernard  Oot 
William  Edward  Pelow 
J.  Winthrop  Pennock 
Ontario 

James  Lewis  Blanton 
Kurt  F.  Grainer 
Samuel  Floren  Kutz 
Orange 

Ruth  Foster  Crabtree 
Otsego 

Alexander  F.  Carson 
Queens 

Lawrence  Thomas  Cacioppo 
Edward  Isador  Edelman 
Arthur  Feder 
Otto  Floersheim 
Neil  Fitch  Forbes 
Edward  Morris  Gould 
Leo  Lefkowitz 
Edward  Franklin  Mantel 
Edith  A.  Neumann 
Michael  Pollack 
Louis  G.  Raff 
David  Michael  Raskind 
Max  William  Rosen 
Norbert  Rosenbaum 

Milton  H.  Schlesinger 
Joseph  Henry  Schwab 
Irving  Singer 

Amalia  Julia  Simonetti 
David  Steinberg 
Harold  T.  Vogel 
Robert  Wachen 
Bruno  Waldmann 
Irving  Yarvin 

Rensselaer 
Adolf  Glaser 
Richmond 

Else  Therese  Marcus 
Frank  Rosen 
Rockland 

Alfred  J.  Weil 
Saratoga 

John  Clark  O’Brien 
Schenectady 
Isaac  Shapiro 
David  H.  Vrooman 
Suffolk  . 
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Jacob  B.  Dranitzke 
S.  Ransom  Jagger 
Gabriel  Louis  Magassy 
Harry  Hirsch  Meyer 
Ulster 

Louis  Hugel 
John  Loesch 
Douw  Schuyler  Meyers 
Westchester 

Charles  Hugh  Branigan 
Thomas  William  Brockbank 
James  Howard  Dwinelle 
William  R.  Dyer 
Daniel  A.  MacDonald 
Oscar  J.  Mink 
Manville  William  Norton 
James  Alexander  Ramsay 
Edison  S.  Shaw 
Giles  Sydnor  Terry 

Scientific  Exhibits  Awards 

. . . Speaker  Way  recognized  Albert  H.  Douglas,  M.D., 
chairman,  Scientific  Exhibits  Awards  Subcommittee, 
who  presented  the  following  report: 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Scientific  Awards  is  as  follows: 


Albert  H.  Douglas,  M.D.,  Chairman Queens 

Leonard  F.  Ciner,  M.D New  York 

Thomas  S.  Bumbalo,  M.D Buffalo 

Julius  E.  Stolfi,  M.D Kings 


The  scientific  awards  are  given  in  two  categories: 
Group  I awards  are  made  for  exhibits  of  individual  in- 
vestigation which  are  judged  on  the  basis  of  originality 
and  excellence  of  presentation.  Group  II  awards  are 
made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the  basis  of  pre- 
sentation and  correlation  of  data. 


The  awards  in  Group  I,  Scientific  Research  are  as  fol- 
lows: 

First:  “Carcinoembryonic  Antigen  (CEA):  Monitor 
of  Tumor  Progression  and  Regression,”  E.  Douglas  Hol- 
yoke, M.D.,  Ming  Chu,  Ph.D.,  Gerald  Murphy,  M.D., 
Roswell  Park  Memorial  Institute,  Buffalo. 

Second:  “Pigskin  Burn  Therapy,”  In  Chul  Song, 

M.D.,  Bertram  E.  Bromberg,  M.D.,  State  University  of 
New  York,  Downstate  Medical  Center,  Brooklyn. 

Honorable  Mention:  “Relationship  of  Virus  to 

Tumor  Development,”  William  A.  Carter,  M.D.,  Roswell 
Park  Memorial  Institute,  Buffalo. 

The  awards  in  Group  II,  Clinical  Research,  are  as  fol- 
lows: 

First:  “Pathophysiology  and  Treatment  of  Fat  Em- 
bolus,” Edward  J.  Riseborough,  M.D.,  Harvard  Medical 
School,  Boston,  and  James  H.  Herndon,  M.D.,  Roosevelt 
Hospital,  New  York  City. 

Second:  “Meconium-Plug  Syndrome.  Roentgen 

Evaluation  and  Differentiation  from  Hirschsprung’s 
Disease  and  Other  Pathologic  States,”  Rubem  Pochac- 
zevsky,  M.D.,  John  C.  Leonidas,  M.D.,  City  Hospital 
Center  at  Elmhurst. 

The  Committee  recognizes  Dr.  Pochaczevsky’s  contri- 
bution of  two  additional  fine  exhibits. 

Honorable  Mention:  “Diagnostic  Tests  in  Endocri- 
nopathies  and  Their  Therapeutic  Management,”  Her- 
bert S.  Kupperman,  M.D.,  New  York  University  School 
of  Medicine,  New  York  City. 

“The  Normal  Double — Contrast  Knee  Arthrogram,” 
Alex  Norman,  M.D.,  Emmanuel  B.  Kaplan,  M.D.,  Hos- 
pital for  Joint  Diseases  and  Medical  Center,  New  York 
City. 

Respectfully  submitted, 

Albert  H.  Douglas,  M.D.,  Chairman 

. . . The  House  applauded  . . . 
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House  Committee  on  Bylaws 
(Annual) 

Joseph  F.  Shanaphy,  M.D.,  Chairman,  reported  as  fol- 
lows: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 


lowing members: 

Joseph  F.  Shanaphy,  M.D.,  Chairman Richmond 

Carl  Goldmark,  Jr.,  M.D New  York 

George  L.  Collins,  Jr.,  M.D Buffalo 

Gerald  L.  Glaser,  M.D Rochester 

Allison  B.  Landolt,  M.D Westchester 

George  T.  C.  Way,  M.D.  ex  officio Dutchess 

Thomas  F.  McCarthy,  M.D.,  ex  officio Bronx 


The  House  Committee  on  Bylaws  has  met  on  two  oc- 
casions since  the  1973  session  of  the  House  of  Delegates. 
The  committee  was  charged  with  the  consideration  of 
those  resolutions  referred  to  it  by  the  1973  House  of 
Delegates.  Following  are  the  recommendations  of  the 
committee  with  respect  to  such  resolutions. 

73-7.  Educational  Requirement  for  Membership 

Introduced  By  Albert  H.  Douglas,  M.D.,  Queens,  as  an 
individual 

WHEREAS,  Medical  Schools  have  accelerated  their 
medical  education  courses  to  provide  for  earlier  grad- 
uation because  of  the  demand  and  need  for  more  doc- 
tors of  medicine;  and 

WHEREAS,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  should  be  amended  to  include  this 
acceleration  in  its  prerequisites  for  membership; 
therefore  be  it 

Resolved,  That  Article  II.  Section  1,  paragraph  2, 
fourth  line,  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  by  deleting  the 
words  “of  at  least  eight  months  each"  and  inserting 
the  words  “in  not  less  than  thirty-two  months”  so 
that  the  fourth  line  will  read  as  follows:  “courses  in 

not  less  than  thirty-two  months  in  a medical ” 

At  the  request  of  Dr.  Douglas,  this  resolution  was 
withdrawn  from  consideration  by  the  committee.  The 
resolution  was  introduced  prior  to  the  adoption  of  the 
present  State  Society  Bylaws  which  have  corrected  the 
problem  sought  to  be  remedied  by  this  resolution. 

73-8.  Increase  in  Appointments  to  the  Professional 
Medical  Liability  Insurance  and  Defense  Board 

Introduced  By  David  Kershner,  M.D.,  as  an  individual 
WHEREAS,  All  matters  having  to  do  with  profession- 
al medical  liability  insurance  and  defense  are  the  duty 
and  responsibility  of  this  Board;  and 

WHEREAS,  This  Board  meets  at  least  once  a month 
and  the  meetings  occupy  the  entire  day  from  morning 
to  night;  and 

WHEREAS,  The  business  transacted  and  decisions 
rendered  are  of  utmost  importance  to  the  welfare  of 
members  of  this  Society,  as  well  as  to  the  welfare  of 
the  insurance  program;  and 
WHEREAS,  There  are  times  when,  because  o'f  inclem- 
ent weather  or  for  other  reasons  beyond  their  control, 
some  voting  members  cannot  attend,  therefore  be  it 
Resolved,  That  Article  XI,  Section  3 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  (Pro- 
fessional Medical  Liability  Insurance  and  Defense 
Board),  be  amended  by  substituting  the  word  nine  for 


the  word  seven  now  called  for  so  that  Article  XI,  Sec- 
tion 2,  the  second  sentence  shall  read  “It  shall  consist 
of  nine  members  including  a chairman,  each  appoint- 
ed for  a five-year  term.” 

The  committee  was  unanimously  in  favor  of  this  reso- 
lution. However,  it  was  felt  that  the  terms  of  the  mem- 
bers of  the  board  should  be  reduced  from  five  years  to 
three  years  to  conform  to  that  of  the  Councilors.  The 
“resolved”  portion  as  amended  would  read  as  follows: 

“ Resolved , That  Article  XI,  Section  3 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  (Profes- 
sional Medical  Liability  Insurance  and  Defense  Board), 
be  amended  by  substituting  the  word  ‘nine’  for  the  word 
‘seven’  and  the  word  ‘three’  for  the  word  ‘five’  so  that 
such  section  shall  read,  ‘It  shall  consist  of  nine  members 
including  a chairman,  each  appointed  for  a three  year 
term.’  ” 

The  committee  unanimously  recommends  approval  of 
Resolution  73-8  as  amended. 

The  House  voted  to  adopt  resolution  73-8  as  amend- 
ed. 

73-9.  Osteopathic  Physicians 

Introduced  By  the  Medical  Society  of  the  County  of 
Schenectady 

WHEREAS,  Many  able,  well  trained  graduates  of  os- 
teopathic schools  are  now  participating  in  approved 
intern  and  resident  programs;  and 

WHEREAS,  Despite  their  completion  of  approved 
programs,  they  are  ineligible  for  membership  in  coun- 
ty medical  societies  and  in  the  Medical  Society  of  the 
State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  give  equal  consideration  for  membership  in 
these  societies  to  graduates  of  approved  osteopathic 
medical  schools,  who  complete  their  training  at  intern 
or  residency  level  in  approved  programs;  and  be  it  fur- 
ther 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows:  Arti- 
cle II,  Section  1,  paragraph  2 be  changed  by  inserting 
the  words  “or  osteopathic”  after  the  word  “medical” 
in  the  first  sentence  each  time  it  appears;  Article  II, 
Section  1,  paragraph  3 be  changed  by  inserting  the 
words  “or  osteopathic”  after  the  word  “medical”  in 
the  first  sentence. 

The  amended  sentences  will  then  read  as  follows: 

Article  II,  Section  1:  Active  and  junior  member- 

ship shall  be  limited  to  graduates  of  recognized  medi- 
cal or  osteopathic  schools  who  have  completed  not 
less  than  four  satisfactory  years  of  at  least  eight 
months  each,  or  its  equivalent,  in  a medical  or  osteo- 
pathic school  in  the  United  States  of  America  or  Can- 
ada registered  as  maintaining  at  the  time  a standard 
satisfactory  to  the  Medical  licensing  authorities  of  the 
State  of  New  York,  or  in  a medical  or  osteopathic 
school  in  a foreign  country  maintaining  a standard 
not  lower  than  that  prescribed  for  medical  or  osteo- 
pathic schools  in  the  State. 

Article  II,  Section  1:  Junior  members  shall  be 

those  members  who  have  been  graduated  from  medi- 
cal or  osteopathic  college  not  more  than  five  calendar 
years,  not  counting  temporary  United  States  Military 
or  United  States  Public  Health  Service,  or  who  have 
not  completed  their  continuous  residency  training, 
and  licensed  by  the  State  of  New  York. 
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Resolution  73-9  seeks  to  amend  the  Bylaws  so  as  to 
permit  osteopathic  physicians  to  be  eligible  for  member- 
ship in  the  county  medical  societies  and  in  the  Medical 
Society  of  the  State  of  New  York.  It  was  the  opinion  of 
the  committee  that  the  Medical  Society  of  the  State  of 
New  York  was  organized  as  a society  of  doctors  of  medi- 
cine. Since  osteopathic  physicians  do  not  fall  within 
this  category  they  should  not  be  permitted  to  be  mem- 
bers. 

The  committee  voted  to  recommend  disapproval  of 
Resolution  73-9. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 73-9.  (To  take  effect  February  28,  1974.) 

73-30.  Continuing  Education 

Introduced  By  the  Medical  Society  of  the  County  of 
Westchester 

WHEREAS,  Advances  in  medicine  take  place  at  an 
ever-increasing  pace  and  a variety  of  educational 
modalities  are  now  available  for  every  branch  of  medi- 
cine; and 

WHEREAS,  Only  an  informed  physician  can  give  the 
highest  quality  care  to  his  patients;  and 
WHEREAS,  Only  through  continuing  education  can 
the  physician  avoid  intellectual  obsolescence;  and 
WHEREAS,  Many  medical  societies,  medical  specialty 
societies,  and  state  licensing  authorities  have  made 
policy  decisions  which  require  continuing  education 
as  a condition  for  membership;  therefore  be  it 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  change  its  Bylaws  and  mandate  continuing 
education  for  continuing  membership  in  the  Society 
and  suggest  referring  this  resolution  to  the  Committee 
on  Bylaws. 

Resolution  73-30  seeks  to  amend  the  Bylaws  so  as  to 
require  continuing  postgraduate  medical  education  for 
continued  membership  in  the  Medical  Society  of  the 
State  of  New  York.  The  committee  noted  the  fact  that 
the  entire  problem  is  presently  being  considered  by  the 
Committee  on  Continuing  (Postgraduate)  Education. 
The  majority  of  the  committee,  therefore,  was  of  the 
opinion  that  action  on  this  resolution  should  be  deferred 
until  the  Committee  on  Continuing  (Postgraduate)  Ed- 
ucation has  rendered  its  final  report. 

The  committee  therefore  voted  to  recommend  that 
action  be  deferred  on  Resolution  73-30  pending  the 
final  report  of  the  Committee  on  Continuing  (Postgrad- 
uate) Education. 

The  House,  after  discussion,  voted  to  defer  action  on 
Resolution  73-30  until  the  final  report  of  the  Commit- 
tee on  Continuing  (Postgraduate)  Education  is  re- 
ceived. 

73-54.  Amendment  to  Bylaws  Regarding  Creation 
of  a New  Class  of  Membership  for  Medical  Students 
Introduced  By  the  Seventh  District  Branch 

WHEREAS,  medical  students  can  benefit  greatly  from 
exposure  to  the  deliberations,  activities,  problems, 
and  frustrations  of  organized  medicine;  and 

WHEREAS,  the  members  of  the  Medical  Society  of 
the  State  of  New  York  can  benefit  greatly  from  expo- 
sure to  the  thoughts  and  aspirations  of  medical  stu- 
dents; therefore  be  it 

Resolved,  that  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  as  follows: 


Article  II,  Section  1,  paragraph  1,  “Classes”  should 
be  amended  to  include  a fifth  category  of  member- 
ship, i.e.,  students.  Thus,  that  paragraph  should  now 
read,  “The  membership  in  the  Medical  Society  of  the 
State  of  New  York  shall  be  divided  into  five  classes: 
(a)  active,  (b)  junior,  (c)  life,  (d)  honorary,  and  (e) 
student.” 

Article  II,  Section  1,  paragraph  4 should  be  amend- 
ed to  read  as  follows:  “The  active,  junior,  and  stu- 
dent members  shall  be  all  active,  junior,  and  student 
members  in  good  standing  of  the  component  county 
medical  societies.  A copy  of  the  roster  of  such  mem- 
bers, certified  to  be  correct  by  the  respective  secretary 
of  each  component  county  medical  society,  shall  be 
evidence  of  the  right  of  members  whose  names  appear 
therein  to  membership  in  the  Medical  Society  of  the 
State  of  New  York.” 

Article  II,  Section  1 should  be  further  amended  to 
insert  the  following  paragraph  following  the  last  pres- 
ent paragraph  in  that  Section.  This  new  paragraph 
should  now  read  as  follows:  “Student  membership 

shall  be  open  to  any  bonafide  medical  student  in  any 
medical  school  in  New  York  State.  The  student 
merribers  shall  all  be  student  members  in  good  stand- 
ing of  the  component  county  medical  societies.” 

Article  II,  Section  2 should  be  amended  to  insert  a 
new  paragraph  following  paragraph  6 to  read  as  fol- 
lows: “Student  members  shall  be  privileged  to  attend 
meetings  of  their  component  county  medical  societies, 
with  voice  but  no  vote.  They  shall  be  entitled  to  re- 
ceive the  New  York  State  Journal  of  Medicine  and  the 
News  of  New  York.” 

Article  15.  Dues.  A new  paragraph  should  be  in- 
serted following  paragraph  3,  to  read  as  follows: 
“Student  members  shall  be  assessed  dues  in  the 
amount  of  $10.00  per  annum.” 

Article  18.  Component  County  Medical  Societies. 
This  should  be  amended  as  follows: 

Section  2,  Membership,  paragraph  1.  The  fol- 
lowing clause  should  be  added  to  the  end  of  the  sec- 
ond sentence  in  paragraph  1:  “ . . . and  no  medical 

student  shall  be  a student  member  in  a component 
county  medical  society  other  than  that  of  the  county 
in  which  his  medical  school  is  located  or  in  which  he 
maintains  a residence.”  That  paragraph  should  now 
read  as  follows:  “Eligibility  for  membership  in  a 

component  county  medical  society  shall  be  deter- 
mined by  that  Society.  Except  by  the  approval  of  the 
Council  no  physician  shall  be  an  active  or  junior  mem- 
ber in  a component  county  medical  society  other  than 
that  of  the  county  in  which  he  practices  or  maintains 
legal  residence  and  no  medical  student  shall  be  a stu- 
dent member  in  a component  county  medical  society 
other  than  that  of  the  county  in  which  his  medical 
school  is  located  or  in  which  he  maintains  a resi- 
dence.” 

Paragraph  2,  Section  2 should  be  amended  as  fol- 
lows: The  words  “or  student”  should  be  added  fol- 

lowing the  word  “junior”  in  line  1 so  that  the  para- 
graph now  reads:  “Whenever  an  active,  junior  or  stu- 
dent member  in  good  standing,  or  a life  member  in 
any  component  county  medical  society  removes  to  an- 
other county  in  this  State,  his  name  upon  request 
shall  be  transferred  to  the  roster  of  the  component 
county  medical  society  of  the  county  to  which  he  re- 
moves, without  cost  to  him,  provided  that  he  files  a 
certificate  with  the  secretary  of  the  Medical  Society  of 
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the  State  of  New  York,  signed  by  the  president  and 
secretary  of  the  component  county  medical  society 
from  which  he  removes  as  to  his  good  standing  in  such 
society,  and  provided  his  application  for  membership 
has  been  acted  upon  favorably  by  the  members  of  the 
component  county  medical  society  of  the  county  to 
which  he  has  removed.” 

Paragraph  3,  Section  2 shall  be  amended  so  as  to  in- 
clude the  student  members  within  the  guidelines  re- 
lating to  membership  in  component  county  medical 
societies  and  shall  read  as  follows:  “No  member  shall 
be  an  active,  junior,  or  student  member  of  more  than 
one  component  county  medical  society,  nor  shall  any 
component  county  medical  society  accept  as  a mem- 
ber a physician  or  student  who  does  not  either  prac- 
tice, attend  a medical  school,  or  maintain  a residence 
in  that  county,  in  any  other  way  than  in  accordance 
with  the  law  governing  transfers.” 


73-89.  Student  Membership  Section 

Introduced  By  Charles  D.  Sherman,  Jr.,  M.D.,  as  an  in- 
dividual 

WHEREAS,  Resolution  71-77  dealing  with  the  estab- 
lishment of  a student  section  in  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York, 
was  introduced  at  the  1971  Convention  and  laid  over  a 
year;  and 

WHEREAS,  Such  resolution  was  approved  as  amend- 
ed at  the  1972  session  of  the  House  of  Delegates;  and 

WHEREAS,  As  a result  of  such  adoption  the  medical 
student  representatives  held  a session  at  the  1972 
meeting  and  are  holding  a session  at  the  1973  meeting 
and  therefore  have  fulfilled  the  requirements  of  Arti- 
cle XII,  Section  1,  paragraph  5 of  the  proposed  new 
Bylaws,  therefore  be  it 

Resolved,  That  Article  III,  Section  1,  paragraph  1 of 
the  proposed  new  Bylaws  be  amended  to  add  the  fol- 
lowing clause  at  the  end  of  such  paragraph:  “(h)  a 

duly  designated  delegate  from  the  medical  student 
section,”  and  be  it  further 

Resolved,  That  since  such  amendment  was  not 
made  at  the  proper  time  due  to  an  oversight,  that 
such  change  be  made  at  this  time  so  as  to  permit  the 
House  of  Delegates  to  declare  the  student  members’ 
session  a section,  and  be  it  further 

Resolved,  That  the  student  representatives  be 
urged  to  reconvene  subsequent  to  the  annual  meeting 
in  order  to  elect  their  delegate  to  the  House  of  Dele- 
gates effective  at  the  1974  House  of  delegates. 


73-103.  Creation  of  a District  Branch  at  Large  to 
be  Composed  of  Medical  Students 

Introduced  By  George  T.  C.  Way,  M.D.,  as  an  individual 
WHEREAS,  Medical  students  as  future  members  of 
the  profession,  can  benefit  greatly  from  the  exposure 
to  the  deliberations,  activities,  problems,  and  frustra- 
tions of  organized  medicine;  and 
WHEREAS  The  members  of  the  Medical  Society  of 
the  State  of  New  York  can  benefit  greatly  from  expo- 
sure to  the  thoughts  and  aspirations  of  medical  stu- 
dents; and 


WHEREAS,  A more  meaningful  interplay  between 
physicians  and  students  would  be  fostered  if  such  stu- 
dents were  to  be  entitled  to  both  voice  and  vote  in  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York;  therefore  be  it 

Resolved,  That  a new  body  be  formed  to  be  known 
as  the  Tenth  District  Branch  at  Large  to  be  composed 
of  medical  students  of  all  of  the  medical  schools  in  the 
State  of  New  York,  and  be  it  further 

Resolved,  That  such  Tenth  District  Branch  be  enti- 
tled to  one  delegate  in  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  to  be  elect- 
ed by  the  duly  designated  representatives  of  the  med- 
ical students  of  the  medical  schools  of  the  State  of 
New  York. 

The  committee  considered  Resolutions  73-54,  73-89, 
and  73  103  together  since  the  purpose  of  all  three  reso- 
lutions is  the  creation  of  a vehicle  by  which  medical  stu- 
dents might  be  better  able  to  contribute  to  the  delibera- 
tions of  the  Society.  At  the  request  of  the  committee  a 
substitute  resolution  was  prepared  by  the  Office  of  Gen- 
eral Counsel.  The  substitute  resolution  reads  as  fol- 
lows: 

WHEREAS.  Medical  students  as  future  members  of  the 
profession,  can  benefit  greatly  from  the  exposure  to  the 
deliberations,  activities,  problems,  and  frustrations  of 
organized  medicine;  and 

WHEREAS,  The  members  of  the  Medical  Society  of 
the  State  of  New  York  can  benefit  greatly  from  exposure 
to  the  thoughts  and  aspirations  of  medical  students;  and 
WHEREAS,  A more  meaningful  interplay  between 
physicians  and  students  would  be  fostered  if  such  stu- 
dents were  to  be  entitled  to  both  voice  and  vote  in  the 
House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York;  therefore  be  it 

"Resolved,  that  Article  II,  Section  1,  paragraph  1 of 
the  Bylaws  be  amended  to  read  as  follows: 

‘The  membership  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  divided  into  five  classes: 
(a)  active,  (b)  junior,  (c)  life,  id)  honorary,  and  (e) 
student’;  and  be  it  further 

"Resolved,  that  Article  II,  Section  1,  be  amended  to 
include  the  following  paragraph  at  the  end  thereof: 

‘Student  members  shall  be  those  members  enrolled 
in  recognized  medical  schools  in  the  State  of  New 
York,  who  are  pursuing  a course  of  study  leading  to 
the  degree  of  Doctor  of  Medicine.  Eligible  students 
may  become  members  of  the  Medical  Society  of  the 
State  of  New  York.  Concurrent  membership  in  a 
component  county  medical  society  is  not  a require- 
ment for  student  membership.  They  shall  pay  such 
dues  as  are  fixed  for  them  by  the  House  of  Delegates. 
When  a student  member  ceases  to  be  enrolled  in  a 
recognized  school  of  medicine  in  the  State  of  New 
York  pursuing  a course  of  study  leading  to  a degree  of 
doctor  of  medicine,  he  shall  be  considered  to  have  re- 
signed from  membership  in  the  Medical  Society  of  the 
State  of  New  York’;  and  be  it  further 
"Resolved,  that  Article  II,  Section  2 be  amended  to 
insert  a new  paragraph  immediately  following  the  pres- 
ent seventh  paragraph  in  such  section  to  read  as  follows: 
‘Student  members  shall  be  entitled  to  receive  the 
New  York  State  Journal  of  Medicine  and  the  News  of 
New  York  but  not  the  Medical  Directory  of  New  York 
State’;  and  be  it  further 
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“ Resolved , that  Article  III,  Section  1,  paragraph  1 be 
amended  to  include  a provision  authorizing  a delegate  to 
represent  the  student  members.  Such  paragraph  shall 
read  as  follows: 

‘The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d)  a 
duly  designated  delegate  from  each  scientific  section;  (e) 
a duly  designated  delegate  from  the  student  members; 

(f)  The  Commissioner  of  Health  of  the  State  of  New 
York  or  a deputy  designated  by  him,  provided  that  any 
representative  shall  be  a member  of  the  State  Society; 

(g)  past  presidents  of  the  State  Society  who  shall  be 
members  for  life;  and  (h)  a representative  from  each  of 
the  medical  schools  in  New  York  State,  provided  said 
representative  is  a member  of  the  Medical  Society  of  the 
State  of  New  York’;  and  be  it  further 

“ Resolved , that  Article  III,  Section  1 shall  be  amend- 
ed to  include  a new  paragraph  to  follow  the  last  para- 
graph of  such  section.  This  new  paragraph  shall  read  as 
follows: 

‘The  student  members  of  each  medical  school  in 
New  York  State  shall,  at  least  sixty  days  prior  to  the 
annual  meeting  of  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York,  elect  two  mem- 
bers from  among  their  number  to  represent  them  at 
the  business  meeting  of  the  Student  Members  which 
shall  be  held  immediately  prior  to  the  convening  of 
the  House  of  Delegates.  At  such  meeting  the  rep- 
resentatives shall  elect  five  members;  a Chairman, 
Vice-Chairman,  Secretary,  Delegate,  and  Alternate 
Delegate.  No  member  shall  hold  more  than  one  such 
office.  The  Chairman,  Vice-Chairman,  and  Secretary 
shall  conduct  the  business  meeting  and  the  Delegate 
and  Alternate  Delegate  shall  represent  the  student 
members  in  the  House  of  Delegates’;  and  be  it  further 
“ Resolved , that  Article  XVI,  paragraph  4 be  amended 
to  read  as  follows: 

‘Members  for  life  of  the  House  of  Delegates,  dele- 
gates of  the  District  Branches,  scientific  section,  and 
student  members,  sitting  in  the  House  of  Delegates, 
shall  be  allowed  necessary  expenses  by  the  Medical 
Society  of  the  State  of  New  York.’  ” 

The  committee  by  a majority  voted  to  recommend  ap- 
proval of  the  substitute  resolution. 

The  House,  after  discussion,  voted  to  adopt  the  sub- 
stitute resolution,  to  take  effect  immediately. 

73-81.  Elimination  of  District  Branches 

Introduced  By  Thomas  F.  McCarthy,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  disparity  in  membership  of  the  vari- 
ous district  branches  has  become  a divisive  issue  in 
the  Medical  Society  of  the  State  of  New  York;  and 

WHEREAS,  The  historical  purpose  for  the  perpetua- 
tion of  district  branches  has  become  extinct,  due  to 
poor  attendance,  and  unsatisfactory  scientific  and  ed- 
ucational programs;  and 

WHEREAS,  District  branches  have  become  essential- 
ly social  and  political  organizations;  therefore  be  it 

Resolved,  That  district  branches  be  eliminated  in 
the  Medical  Society  of  the  State  of  New  York  and  all 
references  to  such  be  deleted  from  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York. 


The  committee  voted  to  recommend  disapproval  of 
this  resolution. 

Dr.  McCarthy  requested  a closed  ballot,  and  stated 
that  he  hoped  all  members  had  read  the  following  state- 
ment on  District  Branches  prepared  by  him. 

A review  of  the  history,  purpose  and  present  useful- 
ness of  the  nine  district  branches  of  the  Medical  Soci- 
ety of  the  State  of  New  York  should  attest  to  the  fact 
that  their  elimination  is  long  overdue. 

Historically,  a schism  developed  in  the  medical  or- 
ganization that  had  existed  for  many  years  in  New 
York  State  in  the  year,  1882.  This  organization,  the 
Medical  Society  of  the  State  of  New  York  of  that  time 
was  a federation  of  county  medical  societies  as  it  re- 
mains to  this  day.  Promulgation  of  a new  Code  of 
Ethics  by  the  AMA  provided  the  basis  for  the  dissen- 
sion. Ethics  were  taken  very  seriously,  as  consider- 
able antipathy  existed  between  allopathic  practition- 
ers and  those  physicians  who  endorsed  such  ideologies 
as  homeopathy  and  eclectic  medical  practice.  A split 
resulted.  Those  who  endorsed  the  AMA  Code  formed 
a new  medical  organization,  The  New  York  Medical 
Association.  This  organization  was  composed  of 
members  who  established  local  societies  based  on  the 
New  York  State  Judicial  Districts.  This  unfortunate 
situation  existed  until  the  year,  1905.  Physicians  of 
goodwill  and  foresight  realized  that  this  separation 
was  unhealthy,  for  it  weakened  the  medical  profession 
in  many  ways.  Negotiations  for  a union  went  on  for 
several  years  before  the  present  strong  and  democrat- 
ic Medical  Society  of  the  State  of  New  York  was  con- 
stituted in  its  present  form  in  that  momentous  year, 
1905. 

A realization  that  the  only  reason  for  retention  of 
the  district  branch  system  was  to  make  the  union 
more  acceptable  to  the  dissidents,  should  be  convinc- 
ing as  to  the  obsolescence  of  this  system.  The  county 
groupings  have  been  reshuffled  a number  of  times 
during  the  past  69  years.  Educational  purposes  have 
been  tried,  and  other  ideas  to  justify  their  continued 
existence  have  failed  to  interest  any  significant  num- 
ber of  members  of  the  MSSNY  in  their  programs. 
The  great  majority  are  honestly  simple  paper  organi- 
zations that  may  have  some  political  influence. 

The  elimination  of  the  district  branches  will  permit 
a wider  and  more  acceptable  means  of  local  participa- 
tion for  many  areas.  This  past  year  as  President,  it 
was  my  privilege  to  conduct  a number  of  receptions  in 
the  rural  counties  of  our  State.  The  purpose  was  ex- 
plained in  my  reports  submitted  to  the  Council  and  to 
the  House  of  Delegates.  Several  pieces  of  informa- 
tion gleaned  at  these  meetings  reinforced  this  posi- 
tion. Whether  through  intent,  convenience  or  acci- 
dent of  geography,  every  upstate  district  branch  is 
dominated  by  a large  city.  This  fact,  and  its  result, 
has  discouraged  members  from  rural  counties.  De- 
spite early  and  sincere  interest  in  State  Society  af- 
fairs, they  feel  that  their  opportunity  to  attain  posi- 
tions of  leadership  in  the  State  Society  is  hopeless. 
Verification  may  be  proved  by  consulting  the  officers, 
councilors  and  trustees  listed  in  the  New  York  State 
Journal  of  Medicine.  How  much  have  we  lost  in 
input  from  members  who  are  conversant  with  the 
problems,  wealthy  in  the  experience,  learned  in  the 
care  of  a part  of  our  population  whose  medical  care 
has  become  a matter  of  great  interest  to  legislators, 
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state  and  national.  Elimination  of  the  district 
branches  will  enable  a number  of  these  rural  counties 
to  join  together  with  common  purpose,  establish  their 
own  center  as  in  New  Hartford,  employ  their  own  ex- 
ecutive, establish  appropriate  and  pertinent  continu- 
ing education  and  strengthen  their  influence  in  tl  ■ 
MSSNY. 

Frankly,  it  had  been  my  sincere  desire  to  meet  and 
converse  “eye  to  eye"  with  these  members  so  that 
they  may  offer  some  of  their  ideas  to  their  President. 
My  promise  was  to  increase  their  involvement  for  the 
best  interest  of  the  MSSNY  and  all  its  members;  met- 
ropolitan, suburban  and  rural. 

As  we  must  recognize  and  accept  in  history,  there 
comes  a time  for  change.  The  time  has  come  for  the 
discontinuance  of  the  district  branches  in  the 
MSSNY.  It  is  long  overdue.  Let  us  grasp  the  oppor- 
tunity to  rid  this  Society  of  an  anachronism  that  has 
retarded  progress. 

During  the  discussion  which  followed  and  in  answer 
to  a question  asking  for  the  reason  for  the  recommenda- 
tion of  the  House  Committee  on  Bylaws,  Dr.  Shanaphv 
stated,  "At  our  discussion,  the  background,  history,  and 
development  of  our  district  branches  was  pointed  out, 
and  the  majority  of  the  members  of  the  committee  felt 
that  the  branches  serve  to  create  a balance;  the  oppo- 
nents of  this  resolution  feel  that  the  same  district 
branches  create  a greater  imbalance.  Obviously,  there 
is  a conflict  of  opinion,  but  the  majority  (not  unani- 
mously) voted  that  the  district  branches  should  con- 
tinue as  they  are.” 

The  House,  after  further  discussion,  and  in  closed 
ballot,  voted  98  to  89  not  to  adopt  resolution  73-81. 

73-87.  Re-establishment  of  Compulsory 
Membership  in  American  Medical  Association 
Introduced  By  Thomas  F.  McCarthy,  M.D.,  and  Arthur 
Diedrick,  M.D.,  as  individuals 

WHEREAS,  The  loss  of  delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  has  disas- 
trously reduced  the  prestige  and  influence  of  the 
Medical  Society  of  the  State  of  New  York  in  the 
American  Medical  Association;  and 

WHEREAS.  Such  a diminution  in  Delegate  strength 
has  impaired  the  ability  of  the  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  present  the 
views  and  opinions  of  its  members;  and 

WHEREAS,  It  is  imperative  that  the  support  of  the 
Medical  Professions'  voice  through  the  American 
Medical  Association  before  our  National  Legislature 
should  be  as  unanimous  as  possible;  therefore  be  it 
Resolved,  That  membership  in  the  American  Medi- 
cal Association  be  again  established  as  a condition  for 
membership  in  the  Medical  Society  of  the  State  of 
New  York  and  its  Federated  County  Medical  So- 
cieties. 

The  problems  associated  with  the  reinstitution  of 
compulsory  membership  in  the  American  Medical  Asso- 
ciation were  discussed  at  length.  The  committee  took 
note  of  the  fact  that  such  a requirement  could  possibly 
result  in  a decrease  in  the  membership  of  the  Medical 
Society  of  the  State  of  New  York.  However,  a majority 
of  the  committee  was  of  the  opinion  that  AMA  member- 
ship was  beneficial  and  since  the  Office  of  General 
Counsel  advised  the  committee  that  such  a requirement 


in  its  judgment  is  not  a violation  of  the  antitrust  laws, 
the  committee  voted  to  recommend  approval  of  this  res- 
olution. 

Charles  Gwynn,  M.D.,  of  Onandaga,  called  for  a 
closed  ballot  on  Resolution  73-87. 

During  the  discussion  President  McCarthy  called  at- 
tention to  the  following  statement  on  the  subject  pre- 
pared by  him: 

This  is  the  year  1974  that  the  clarion  call  should  go 
out  to  the  medical  profession  to  unite  or  perish.  Dur- 
ing the  past  ten  years  you  have  witnessed  a continual 
erosion  of  your  right  to  care  for  your  patients  unmo- 
lested. More  and  more  intrusion,  coercion  and  super- 
vision by  bureaucrats  have  been  inflicted  on  the  prac- 
ticing physician.  Regrettably,  too  many  of  the  medi- 
cal profession  have  submitted,  probably  with  the  fool- 
ish thought  that  they  will  be  left  alone.  The  politi- 
cian and  pressure  groups  have  nearly  enjoyed  a free 
hand.  As  physicians  reveled  in  the  luxury  of  non-in- 
volvement, the  whittling  away  inexorably  progressed. 
Finally  and  maybe  too  late,  panic  has  taken  over  with 
the  proliferation  of  unions  and  special  societies  that 
will  not  produce  a solution.  Suddenly,  all  over  the 
country,  physicians  have  awakened  with  the  advent  of 
PSRO  and  a realization  of  what  it  will  do  to  patient 
and  physician. 

The  House  of  Delegates  in  1962  voted  mandatory 
membership  in  the  AMA.  Dire  predictions  were  ban- 
died about  during  the  debate.  They  did  not  material- 
ize, as  our  membership  increased  steadily  the  next 
years  and  only  a questionable  legal  opinion  interrupt- 
ed this  salutory  relationship.  The  loss  sustained  by 
this  decision  by  both  the  AMA  and  the  MSSNY  has 
been  incalculable.  This  change  of  the  MSSNY  was 
not  voluntary,  but  it  was  acclaimed  by  those  who 
would  damage  our  profession  as  a defection  of  great 
significance.  As  spokesman  for  the  medical  profes- 
sion, the  voice  of  the  AMA  in  Washington  was  dimin- 
ished in  force.  Our  Society  lost  a large  percentage  of 
delegates  to  the  AMA  House  of  Delegates,  with  a re- 
sulting weakening  of  its  input  and  influence  on  deci- 
sions of  that  body. 

May  the  delegates  assembled  here  today  accept  the 
challenge?  Let  us  strike  a blow  for  professional  free- 
dom that  will  be  heard  in  the  Halls  of  Congress.  We 
stand  united  behind  our  national  organization,  deter- 
mined to  show  our  power  when  we  stand  shoulder  to 
shoulder  ready  to  fight  for  our  right  to  serve  the 
American  People,  free  from  the  stranglehold  of  big 
government. 

The  House,  after  discussion  and  in  closed  ballot, 
voted  to  adopt  resolution  73-87,  by  a vote  of  153  to  44; 
to  take  effect  January  1975. 

The  House  accepted  by  acclamation  the  report  of  the 
House  Committee  on  Bylaws  as  amended. 

HOUSE  COMMITTEE  ON  BYLAWS 
(Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  annual  report  of  this  committee  there  have 
been  two  changes  in  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  necessitated  by  the  Not-For- 
Profit  Corporation  Law  of  New  York  State.  The  pur- 
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pose  of  this  supplementary  report  is  to  apprise  the 
membership  of  such  changes  and  to  report  that  the 
Council  at  its  January  24th  meeting  received  and  adopt- 
ed these  changes  pursuant  to  Article  XX  of  the  Bylaws 
which  states  “amendments  made  necessary  by  law  shall 
be  made  either  by  the  Council  or  the  House  of  Delegates 
whenever  such  necessity  exists.” 

The  first  of  the  required  changes  occurs  in  the  area  of 
special  meetings.  Section  603  (c)  of  the  Not-For-Profit 
Corporation  Law  now  specifies  who  can  call  a special 
meeting  and  the  procedure  that  must  be  employed  to 
call  such  a meeting.  Since  the  law  is  at  variance  with 
the  Society’s  present  bylaw,  Article  XIII,  Section  3 must 
be  deleted  and  the  following  language  was  inserted  in 
lieu  thereof: 

“Special  meetings  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  called  by  the  President  on 
the  request  in  writing  of  members  entitled  to  cast  ten 
per  cent  of  the  total  number  of  votes  entitled  to  be 
cast  at  such  meeting.  Such  request  must  specify  the 
date  and  month  of  such  meeting,  which  shall  not  be 
less  than  two  nor  more  than  three  months  from  the 
date  of  such  written  demand.  The  President  of  the 
Society  upon  receiving  the  written  request  shall  direct 
the  Secretary  to  promptly  give  notice  of  such  meeting. 
If  the  Secretary  shall  fail  to  give  such  notice  within 
five  business  days  of  such  request,  any  member  sign- 
ing such  request  may  give  the  required  notice.” 

The  second  amendment  mandated  by  law  concerns 
the  notice  requirements  for  meetings.  Section  605  (a) 
of  the  Not-For-Profit  Corporation  Law  requires  that  Ar- 
ticle XIII,  Section  4 be  amended  to  read  as  follows: 

“The  notices  of  the  annual  convention  and  annual 
and  special  meetings  of  the  Medical  Society  of  the 
State  of  New  York  shall  state  the  date,  place,  and 
hour  and  shall  be  mailed  postpaid  to  each  member 


not  less  than  ten  nor  more  than  fifty  days  before  a 
meeting.” 

In  addition,  the  previously  submitted  annual  report  of 
this  committee  includes  a substitute  resolution  which 
was  drafted  and  approved  by  the  committee  as  a vehicle 
to  encourage  the  participation  of  students  in  the  activi- 
ties of  the  Medical  Society  of  the  State  of  New  York. 
The  printed  resolution  however  fails  to  contain  any  pro- 
cedure whereby  eligible  students  may  apply  for  mem- 
bership. The  following  amendment  to  the  second  re- 
solve serves  to  correct  such  omission. 

Resolved,  That  Article  II,  Section  1,  be  amended  to 
include  the  following  paragraph  at  the  end  thereof: 

‘Student  members  shall  be  those  members  enrolled 
in  recognized  medical  schools  in  the  State  of  New 
York,  who  are  pursuing  a course  of  study  leading  to 
the  degree  of  Doctor  of  Medicine.  Eligible  students 
may  become  members  of  the  Medical  Society  of  the 
State  of  New  York.  Concurrent  membership  in  a 
component  county  society  is  not  a requirement  for 
student  membership.  THEY  SHALL  APPLY  FOR 
' STUDENT  MEMBERSHIP  ON  A FORM  SUP- 
PLIED BY  THE  SECRETARY  TOGETHER  WITH 
SUCH  DUES  AS  ARE  FIXED  BY  THE  HOUSE  OF 
DELEGATES.  When  a student  member  ceases  to  be 
enrolled  in  a recognized  school  of  medicine  in  the 
State  of  New  York  pursuing  a course  of  study  leading 
to  a degree  of  Doctor  of  Medicine,  he  shall  be  consid- 
ered to  have  resigned  from  membership  in  the  Medi- 
cal Society  of  the  State  of  New  York;  and  be  it  fur- 
ther.’ 

Respectfully  submitted, 

Joseph  F.  Shanaphy,  M.D.,  Chairman 

The  House  received  the  supplementary  report  as  in- 
formation. 
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Reports  of  Officers 


President  (Annual) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Service  as  president  of  a medical  organization  such  as 
the  Medical  Society  of  the  State  of  New  York  requires 
sacrifice  and  a commitment  to  accept  the  responsibili- 
ties inherent  in  the  office.  A determination  to  maintain 
the  status  of  this  chief  executive  office  of  the  Society  ne- 
cessitates some  painful  decisions  at  times.  Any  diminu- 
tion in  the  authority  vested  in  the  president  results  in 
confusion  and  misunderstandings.  This  statement  will, 
I trust,  explain  why  it  has  been  necessary  at  times  to  call 
to  task  some  chairmen  who  failed  to  realize  that  the 
president’s  actions  were  necessary  to  maintain  proper 
administration. 

It  has  been  my  privilege  to  serve  our  profession  in 
many  capacities  over  a long  period.  My  county  honored 
me  with  top  assignments  including  president  and 
trustee;  I was  elected  to  the  House  of  Delegates  for  the 
first  time  in  1945  and  I have  been  a member  continuous- 
ly since  that  year.  As  assistant  treasurer,  treasurer,  and 
president-elect,  I have  been  a member  of  the  Council, 
served  on  a number  of  committees,  chaired  some,  and 
attended  meetings  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board.  This  involvement  in  the 
many  and  varied  affairs  of  our  Society  provided  a broad 
education,  one  that  could  be  put  to  good  use  as  presi- 
dent. As  president-elect,  I judged  it  my  duty  to  attend 
as  many  committee  meetings  as  possible,  despite  the 
time  and  effort  required.  While  mv  wife,  Marion,  and  I 
have  for  a number  of  years  attended  the  annual  conven- 
tion of  the  Maine  Medical  Association,  we  have  for  the 
past  two  years  accepted  invitations  to  attend  the  con- 
ventions of  both  the  Medical  Society  of  New  Jersey  and 
the  Pennsylvania  Medical  Society.  My  contention  has 
been  that  while  the  exchange  of  hospitality  and  goodwill 
are  important  between  medical  organizations,  discussion 
of  mutual  problems  and  new  ideas  should  be  some  of  the 
benefits  to  be  gained  through  this  relationship.  The  es- 
tablishment of  new  friendships,  the  warm  and  pleasant 
feelings  impressed  Marion  and  me  with  the  fact  that  our 
profession  was  indeed  one  to  be  admired.  The  aid  to 
MSSNY  in  the  placement  of  our  members  in  higher  po- 
sitions may  be  an  added  result. 

The  consistent  cooperation  and  skilled  management 
of  the  executive  vice-president  smooths  the  path  for  the 
president.  The  ability  to  run  a “tight  ship”  and  his 
devotion  to  his  profession,  especially  his  beloved 
MSSNY,  is  known  throughout  the  country.  Our  friend- 
ship and  my  respect  for  his  administrative  finesse  go 
back  many  years.  This  relationship  has  been  extremely 
helpful.  Discussions  have  been  numerous  and  conge- 
nial; and  the  issues  are  always  presented  with  the  oppor- 
tunity to  engage  in  open  and  fair  difference  of  opinion. 
Differences  have  been  very  rare,  as  we  tend  to  think 
things  out  and  reach  the  same  conclusion  in  most  in- 
stances. 

As  one  might  anticipate,  under  such  leadership,  our 
Society  has  been  served  these  many  years  by  a loyal  and 
experienced  staff  of  executives.  A major  revision  of  as- 
signments was  accomplished  this  year  with  little  distur- 
bance due  to  this  fact.  The  advantages  of  having  a gen- 


eral counsel  has  been  long  sought  and  finally  was  ob- 
tained. He  and  his  assistant  have  provided  prompt  and 
informative  replies  to  inquiries  from  many  sources. 
This  change  has  been  salutory,  not  only  due  to  the  legal 
expertise  and  advice  rendered,  but  to  the  pleasant  per- 
sonalities of  both  the  general  counsel  and  his  assistant. 

Selection  of  individuals  to  mention  leaves  the  danger 
that  an  omission  may  result  in  some  injustice  to  a de- 
serving person.  As  president,  it  has  been  my  experience 
that  MSSNY  has  a loyal  and  skilled  staff  from  top  to 
bottom.  It  has  been  a pleasure  to  have  worked  with 
many  of  them  over  the  years  that  I have  been  involved 
in  numerous  areas,  fiscal,  committees  of  all  types,  and 
finally  as  the  president-elect  and  president.  This  exhi- 
bition of  skilled  management  and  staff  cooperation 
made  the  reorganization  of  assignments  and  duties  pro- 
ceed with  no  disruption  of  services. 

Since  I began  the  practice  of  medicine,  my  office  has 
been  located  on  the  same  block  on  University  Avenue 
below  Fordham  Road  in  the  glorious  borough  known  for 
the  intellectual  attainments  of  its  citizens,  The  Bronx. 
While  I have  been  familiar  with  the  problems  and  ad- 
vantages of  urban  practice,  practice  in  the  rural  areas  of 
our  great  State  remained  a mystery.  My  intention  to 
serve  all  the  members  of  our  Society  could  only  be  at- 
tained through  visiting  these  practitioners  at  their  home 
base.  The  director  of  the  Division  of  Public  and  Profes- 
sional Affairs  with  his  usual  efficiency,  and  on  short  no- 
tice, arranged  for  a dozen  such  receptions.  My  reliance 
on  the  prompt  work  and  knowledge  of  the  field  men  in 
their  districts  was  justified.  All  I asked  was  to  attempt 
to  gather  a group  made  up  especially  of  those  practition- 
ers who  are  nonactivists,  but  not  entirely  limited  to  this 
type.  My  hope  was  to  establish  a warm  personal  rela- 
tionship, to  hear  their  story,  and  to  impress  them  with 
the  evidence  that  their  president  was  anxious  to  com- 
municate in  every  way.  Marion,  a real  campaigner,  a 
patient  and  indulgent  wife  and  supporter,  did  the  cir- 
cuit. She  was  assigned  to  greet  the  wives  of  the  physi- 
cians who  accepted  our  invitation  and  to  hear  out  their 
complaints  about,  and  satisfactions  with,  life  in  the 
county.  Propaganda  was  distributed  for  EMPAC,  and 
to  each  member,  active  involvement  in  backing  the 
AMA,  MSSNY,  and  their  local  county  society  was 
stressed  as  a prime  objective.  A strong  point  that  was 
made  to  each  physician  and  wife,  was  to  get  into  the  po- 
litical arena  through  all  means  possible  and  show  their 
local  legislative  officials  that  they  are  ready  to  provide 
fiscal  support  and  to  work  for  those  candidates  who  en- 
dorse our  programs.  A valid  evaluation  of  the  benefits 
produced  through  these  receptions  may  take  time.  The 
goodwill,  pleasant  associations,  and  dialogue  provided 
would  indicate  that  it  was  a worthwhile  endeavor.  The 
reaction  of  physicians’  wives  to  their  way  of  life  in  rural 
New  York,  as  attested  by  Marion,  should  set  at  rest  the 
frequently  expressed  implication  that  they  are  responsi- 
ble for  the  failure  to  recruit  young  physicians  to  settle  in 
this  environment.  None  seemed  dissatisfied  and  many 
expressed  their  pleasure  in  escaping  from  the  cities. 
This  evidence  prompted  me  to  suggest  that  our  efforts 
should  be  directed  towards  physicians’  wives,  as  well  as 
physicians,  and  that  such  a program  could  be  adopted 
by  the  Woman’s  Auxiliary.  Good  modern  medical  care 
is  being  supplied  under  favorable  conditions  and  with  a 
degree  of  personal  contact  enjoyable  for  the  physician  in 
his  daily  work. 

Our  inability  as  a profession  to  provide  slum  areas 
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with  private  medical  care  is  the  result  of  completely  dif- 
ferent causes.  Familiarity  with  this  problem  is  the  re- 
sult of  many  decades  of  work  in  St.  Francis  Hospital  in 
the  socalled  lower  Bronx.  Politicians  evade  the  issue 
through  their  unfair  accusations  that  this  is  only  an  eco- 
nomic matter.  The  truth  that  is  hidden  is  that  uncon- 
trolled crime,  reverse  racial  prejudice,  and  the  constant 
threat  of  personal  attack  are  responsible  for  this  prob- 
lem in  medical  care.  The  medical  profession  should 
hardly  be  held  responsible  for  these  conditions.  The 
reason  that  I have  placed  such  importance  on  these 
problems  is  that  either  we  are  going  to  solve  them  or 
find  some  way  to  educate  our  citizens  as  to  why  we  are 
unable  to  do  the  job.  Bills  have  been  introduced  in  our 
Legislature  that  are  restrictive  and  inflict  repressive 
conditions  on  applicants  to  medical  schools.  There  is 
no  question,  in  my  mind,  that  this  is  only  the  beginning 
unless  we,  as  a profession,  are  able  to  convince  the  pub- 
lic and  our  legislators  that  until  the  conditions  that  I 
outlined  are  corrected,  such  laws  are  ineffectual  as  well 
as  tyrannical.  No  one  would  dispute  the  disparity  that 
occurs  in  the  treatment  of  Medicaid  patients  between 
rural  and  urban  areas.  Bureaucratic  regulations  that 
are  time-consuming  have  produced  a barrier  in  the  large 
cities.  Clinics,  large  outpatient  departments,  and  ex- 
tensive emergency  rooms,  socalled,  provide  coverage 
that  does  not  exist  in  the  rural  parts  of  our  State.  Nec- 
essarily the  physician’s  office  is  the  only  location  where 
medical  care  may  be  obtained.  A number  of  physicians 
in  the  small  towns  and  villages  that  I visited  this  sum- 
mer assured  me  that  as  much  as  one-third  of  their  in- 
come is  derived  from  Medicaid  services.  This  issue  has 
caused  some  polarization  in  our  Society,  a failure  to  un- 
derstand the  difference  in  acceptance  of  Medicaid  pa- 
tient care  requirements  between  urban  and  rural  physi- 
cians. We  should  recall  the  burden  placed  on  our  pro- 
fession Upstate  by  the  deplorable  and  unfair  slashing  of 
Medicaid  fees  a few  years  ago  by  the  State  Government. 
The  cynicism  displayed  by  the  Court  of  Appeals  in  its 
decision  should  demonstrate  how  limited  justice  is  done 
when  our  profession  is  concerned.  Let  it  be  a warning 
for  those  members  who  are  constantly  urging  your  Soci- 
ety to  seek  redress  through  the  courts. 

Periodic  relicensure,  through  legislation  that  sets 
norms  of  continuing  education  by  governmental  regula- 
tion, has  been  opposed  by  MSSNY.  This  complex 
subject  has  been  under  study  by  the  Society  through  its 
committees  for  a number  of  years.  We  hope  for,  rather 
than  anticipate,  a solution  shortly.  My  opinion  has 
been  that  only  through  a system  that  is  diverse  and  vari- 
able can  we  hope  to  achieve  our  goal.  As  can  be  attest- 
ed, the  vast  majority  of  physicians  do  in  many  ways 
keep  current  in  their  knowledge.  Governmental  inter- 
ference will  only  confuse  and  muddy  the  mainstreams  of 
progress  in  this  field.  The  PSRO  amendment  to  H.R.I. 
was  a blatant  attempt  to  throw  on  the  medical  profes- 
sion a tremendous  burden  of  responsibility  and  work  for 
the  benefit  of  the  Federal  Government.  The  full  signifi- 
cance of  what  effort  will  be  required  is  not  yet  apparent 
to  the  average  physician.  Any  communication  to  our 
members  on  the  subject  of  their  joining  a PSRO  has 
been  honest  and  forthright.  The  measures  and  infor- 
mation that  have  been  used  to  coerce  the  physician  to 
sign  up  do  not  fit  my  idea  of  free  disclosure.  Only  time 
will  determine  the  extent  to  which  organized  medicine 
has  permitted  the  camel  to  get  his  nose  in  the  tent. 

Shortly  after  taking  office  in  March,  1973  1 made  an 


educational  trip  to  Washington  to  attend  the  annual 
National  Meeting  of  AMPAC,  the  AMA  political  action 
organization.  My  status  was  that  of  an  observer,  and 
the  opportunity  to  listen  and  learn  was  eagerly  grasped. 
The  general  sessions  were  attended  as  were  several  so- 
called  “workshops”  which  engaged  my  participation. 
This  break  in  the  concept  of  observer  was  chiefly  to  de- 
fend our  New  York  reputation.  Customarily  at  such 
meetings,  I have  always  tried  to  converse  with  physi- 
cians from  other  states  in  order  to  gain  knowledge  of 
their  activity  in  relation  to  our  own.  It  was  my  uncom- 
fortable feeling  that  this  great  Medical  Society  of  the 
State  of  New  York,  the  most  important  in  numbers  and 
potential  power,  was  rated  as  the  lowest  in  political  ac- 
tion with  virtually  no  influence  on  or  cooperation  by  its 
Congressional  representatives.  The  loss  of  prestige  has 
been  calamitous.  The  additional  failure  of  a great  num- 
ber of  our  members  to  maintain  their  AMA  membership 
has  contributed  very  much  to  the  loss  of  power  of  the 
New  York  Delegation  in  the  AMA’s  House  of  Delegates. 
That  was  the  reason  that  I issued  a Manifesto.  The  dis- 
tribution was  made  as  widely  as  possible  to  county  so- 
cieties, as  well  as  hospital  medical  staffs.  My  aim  has 
been  to  arouse  the  physicians  of  New  York  State,  to 
make  them  cognizant  of  their  deficiencies.  A constant 
reminder  that  only  through  their  support  will  their  offi- 
cers be  able  to  produce  results.  I have  carried  through- 
out the  State  this  message,  Stay  with  the  AMA  or  get 
back  in  its  fold,  join  EMPAC,  provide  support  locally 
for  legislators  who  will  cooperate  in  Albany.  Let  those 
of  our  profession  recognize  that  in  Washington  we  must 
be  represented  by  one  voice,  the  AMA,  to  advance  poli- 
cies decided  democratically  in  its  House  of  Delegates. 
This  political  fact  should  prove  positively  that  the  way 
to  have  the  viewpoint  of  MSSNY  prevail  is  to  restore 
the  previous  powerful  strength  of  your  delegation  to  the 
AMA  through  increased  membership. 

The  increased  discriminatory  legislation  being  intro- 
duced in  the  Congress  can  only  be  defeated  or  modified 
through  the  action  of  a unified  profession.  At  the  risk 
of  reiteration  the  groundwork  that  may  tip  the  scale  in 
our  favor  through  physicians  is  letting  your  local  rep- 
resentatives know  your  views,  active  involvement  in  the 
democratic  process  and,  helping  responsive  candidates. 

Criticism  has  been  made  that  our  profession  has 
failed  to  use  our  greatest  asset,  the  respect  of  our  pa- 
tients. There  is  no  question  that  this  is  impossible  be- 
cause of  the  information  they  receive  through  the  media. 
This  is  the  reason  that  I have  tried  an  innovation 
through  monthly  inserts  in  the  News  of  New  York  for 
posting  in  physicians’  offices.  While  no  attempt  has 
been  made  to  check  on  their  use,  we  expect  that  we  have 
had  cooperation.  My  hope  has  been  that  this  way  we 
may  reach  the  thousands  of  people  who  enter  physi- 
cians’ offices  daily.  Each  of  these  inserts  carried  a mes- 
sage to  stimulate  inquiry  on  the  patient’s  part.  They 
conform  with  the  policy  of  MSSNY  and  make  it  possible 
to  give  our  side  of  the  many  problems  of  medical  care 
that  are  repeatedly  slanted  against  the  medical  profes- 
sion by  the  news  media.  This  presents  an  opportunity 
that  should  not  be  ignored. 

An  apparent  crisis  situation  which  has  demanded  im- 
mediate attention,  is  our  group  plan  of  professional 
medical  liability  insurance.  Notice  of  a severance  of  our 
our  coverage  on  April  30,  1974  was  received  recently 
from  Employers  Insurance  of  Wausau.  Our  relations 
have  been  excellent  over  a period  of  24  years  and  such  a 
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decision  was  a shock  although  not  entirely  a complete 
surprise.  Your  president  and  executive  vice-president 
intend  to  consult  with  the  president  of  Employers  Insur- 
ance of  Wausau  shortly.  Some  basis  for  continuation  of 
a program  may  be  uncovered  that  will  permit  reasonable 
compromises  on  both  sides.  All  steps  will  be  taken  in 
the  interim  to  prepare  for  such  a dissolution.  Consider- 
ation of  other  means  through  the  efforts  of  the  official 
representation  is  now  in  effect.  We  must  urge  most 
strongly  that  we  hold  fast,  do  not  splinter  the  group, 
preserve  the  principle  of  united  action,  and  show  confi- 
dence in  your  officers.  While  this  dire  problem  may  be 
resolved  before  these  words  appear  in  print,  the  above 
advice  is  good  in  many  other  instances. 

Every  president  will  unquestionably  have  to  face  cri- 
ses of  varied  nature  in  his  term;  it  was  true  in  the  past 
and  may  be  expected  in  the  future.  Many  of  these  are 
not  confined  to  New  York  State;  however,  the  peculiar 
circumstances  and  the  multiple  ethnic  groups  do  con- 
tribute to  their  intensification  here. 

Nationwide  spread  of  the  malpractice  problem 
prompted  the  Secretary  of  HEWT  to  appoint  a commis- 
sion to  study  and  report  on  what  can  be  done  to  alleviate 
the  burden  that  has  caused  an  increase  in  the  cost  of 
medical  care.  This  panel  report  was  ridiculous  and  sim- 
ply repeated  the  old  cliches  that  were  not  any  help.  My 
testimony,  through  a position  paper  and  answers  to 
questions,  was  not  the  display  that  they  desired.  The 
minority  report  adopted  many  of  our  ideas  and  was 
more  realistic. 

Our  profession  has  been  the  object  of  much  oppro- 
brium and  derogation  by  the  journalists  in  both  visual 
and  written  fields.  Despite  this  constant  drubbing,  the 
profession  commands  the  respect  of  the  people,  the 
highest  in  any  survey,  even  a recent  one  in  socialized 
England.  May  it  be  pointed  out  and  again  repeated,  the 
journalist  is  usually  rated  at  the  bottom  or  close  to  it. 
The  inference,  and  this  is  said  advisedly,  is  “Clean  your 
own  house  and  wash  your  own  dirty  linen  before  derid- 
ing your  superiors.”  The  same  advice  should  be  prof- 
fered to  those  insolent  protagonists  of  consumerism  who 
would  lower  our  profession  to  the  domination  of  its  infe- 
riors simply  as  a political  gesture  without  any  thought 
for  the  consequences. 

The  previous  references  to  the  threats  suspended  over 
the  medical  profession  should  make  urgent  our  plea  for 
unified  action.  Once  again,  this  is  why  my  theme  this 
past  year  has  been:  Join  the  AMA,  do  likewise  with 

EMPAC,  support  your  MSSNY  in  Albany  through  local 
political  activity,  work  with  and  for  your  local  county  so- 
ciety, the  backbone  of  any  state  medical  organization! 

Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  President 


President  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  final  communication  of  your  president 'should  be 
hopefully  his  last  report  to  the  House  of  Delegates.  The 
one  presented  in  the  New  York  State  Journal  of  Medi- 
cine was  prepared  several  months  ago.  This  was  neces- 
sary due  to  the  time  required  to  print  and  distribute 
that  Journal  issue. 


The  month  of  October  was  a very  busy  one.  Meetings 
were  attended  of  the  combined  Seventh  and  Eighth  Dis- 
trict Branches  at  Lake  Placid,  followed  by  the  Legisla- 
tive Conference  at  Syracuse.  Late  that  month,  the  An- 
nual Conference  of  County  Society  Presidents  was  con- 
vened at  Syracuse.  The  attendance  was  excellent,  dis- 
cussion was  lively  and  the  questions  raised  were  perti- 
nent. The  opportunity  to  be  heard  was  given  to  all  and 
the  extent  of  participation  was  satisfactory.  The  presi- 
dents leaving  the  meetings  not  only  expressed  pleasure 
at  the  chance  to  give  their  opinion,  but  also  felt  that 
they  had  learned  much  concerning  the  problems  in 
other  areas  as  well  as  in  the  State  as  a whole.  James 
Sammons,  M.D.,  Chairman  of  the  AMA  Board  of  Trust- 
ees favored  us  with  an  unexpected  visit.  He  explained 
very  succinctly  the  position  of  the  AMA  nationally  and 
in  New  York  State.  The  emphasis  that  he  placed  on  the 
legislative  situation  in  Washington  impressed  all  pres- 
ent that  we  must  unite  in  order  to  strengthen  the  stand 
of  the  medical  profession  before  Congress. 

October  was  the  month  that  provided  the  shock  pro- 
duced by  the  notice  received  from  the  Employers  Mutu- 
al of  Wausau  of  the  cancellation  of  our  group  contract 
for  professional  medical  liability  insurance  as  of  April 
30,  1974.  Immediate  steps  were  taken  to  ascertain  caus- 
es and  the  possibility  of  modification.  A special  task 
force  was  organized  with  the  president  as  chairman.  A 
meeting  was  held,  and  after  communicating  with  Clyde 
Schlueter,  president  of  the  Employers  Mutual,  an  ap- 
pointment was  made  for  a conference  in  Wausau.  The 
trip  was  made  in  November,  and  while  we  were  received 
courteously  and  with  marked  hospitality,  it  was  evident 
that  a change  in  the  program  would  be  essential.  We 
would  also  state  unequivocally  that  cooperation  and 
possible  alternatives  were  proffered  and  the  Employers 
Mutual,  through  its  president,  has  been  and  remains 
helpful  in  many  ways.  While  negotiations  have  been 
pursued  energetically  by  our  official  indemnity  repre- 
sentative, at  this  writing,  a solution  has  not  been 
reached.  It  is  my  expectation  that  such  may  be  an- 
nounced at  this  meeting. 

The  task  force  has  met  several  times  and  heard  prog- 
ress reports  from  the  indemnity  representative.  A 
meeting  was  arranged  with  Benjamin  R.  Schenk,  Com- 
missioner of  Insurance  of  the  State  Insurance  Depart- 
ment at  his  office  in  New  York  City  late  in  December. 
We  were  anxious  to  obtain  his  support  for  our  legislative 
program  that  involved  malpractice  problems.  He 
seemed  well  informed  as  to  the  insurance  situation  and 
we  endeavored  to  express  our  anxiety  concerning  the 
welfare  of  the  people  of  New  York  State,  as  well  as  of 
the  medical  profession.  His  reaction  has  been  prompt, 
although  the  intervention  of  the  State  should  be  a last 
resort  in  the  solution  of  our  problem,  both  for  the  insur- 
ance industry  and  the  medical  profession. 

Finally  on  February  6th,  Governor  Malcolm  Wilson 
was  kind  enough  to  take  an  hour  from  a tight  schedule 
to  discuss  our  situation  at  his  office  in  Albany.  It  was 
evident  that  he  was  well  prepared  to  discuss  the  mal- 
practice bills  introduced  in  the  Legislature.  While  some 
of  his  criticisms  were  debatable,  his  attitude  was  friend- 
ly and  helpful.  Several  of  his  suggestions,  the  obvious 
result  of  long  and  knowledgeable  experience  in  New 
York  State  Government,  are  ones  we  may  follow  with 
advantage.  He  was  invited  to  address  this  House  of 
Delegates,  and  we  trust  such  arrangements  may  be  pos- 
sible. 
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These  are  the  highlights.  Several  of  our  county  so- 
cieties were  gracious  in  inviting  Marion  and  me  to  at- 
tend their  annual  dinner  dances.  These  affairs  are  al- 
ways pleasant.  Once  again  to  meet  old  friends  and  to 
engage  in  idle  chatter  is  a nice  change.  The  President 
presides  at  the  Executive  and  Council  meetings  that  are 
regular  dates  in  the  schedule.  When  possible,  various 
committee  meetings  are  attended,  especially  those  that 
have  become  controversial  in  order  to  restore  peace  and 
harmony. 

The  amount  of  homework,  if  one  hopes  to  keep  in- 
formed and  up  to  date  with  the  many  issues  involving 
health,  is  tremendous.  Many  hours  are  spent  at  night 
going  over  the  literature  forwarded  by  the  ever-vigilant 
Executive  Vice-President.  We  have  conferred  fre- 
quently at  Lake  Success  as  the  position  of  the  MSSNY 
must  be  determined  and  answers  provided.  Many  other 
matters,  appointments  to  committees  and  designation  of 
chairmen  and  the  function  of  these  important  parts  of 
our  organization  require  much  consideration. 

Many  years  as  a member  of  the  House  of  Delegates,  as 
an  officer  and  a member  of  the  Council,  have  provided 
the  experience  that  justify  the  presentation  of  the  fol- 
lowing suggestions: 

There  should  be  a change  in  the  modus  operandi  of 
our  annual  convention,  separating  the  meeting  of  the 
House  of  Delegates  and  the  Educational  and  Scientific 
Programs.  The  advantages  would  be  many.  Such  evi- 
dence was  presented  to  the  Council  and  its  approval  was 
gained.  However,  a constitutional  change  will  be  re- 
quired and  such  a resolution  should  be  introduced. 

Another  matter  that  should  be  considered.  Does  the 
House  of  Delegates  represent  the  will  of  the  federation 
of  county  medical  societies?  This  year,  the  House  of 
Delegates  is  composed  of  304  members.  The  counties 
elect  206  members.  Eighty-eight  members  are  chosen 
by  other  means,  so  that  year  after  year,  when  we  add 
more  new  members  of  this  type,  do  we  dilute  the 
strength  of  the  fundamental  group?  May  I suggest  that 
an  Ad  Hoc  Committee  of  the  House  of  Delegates  be  ap- 
pointed to  investigate  and  report  as  to  who  this  House  is 
supposed  to  represent,  historically  and  democratically. 

One  of  my  objectives  this  year  was  to  spread  and  pro- 
pagandize in  every  way  possible  the  doctrine  of 
EMPAC.  The  medical  profession  in  New  York  State 
has  been  indifferent  and  inept  in  political  action.  My 
position  was  strongly  backed  by  Governor  Wilson  at  our 
conference,  who  emphatically  called  our  profession  to 
task  for  its  failure  in  the  political  field.  He  ascribed  our 
inability  to  obtain  results  in  Albany  in  the  Legislature  to 
this  lack  of  interest  by  those  citizens,  the  physicians, 
who  should  be  the  leaders. 

Last  year,  I submitted  two  constitutional  revisions 
that  I feel  with  great  sincerity  must  be  passed  in  order 
to  strengthen  our  Society;  namely,  “Discontinuance  of 
District  Branches,”  and  “Unified  Membership.”  Two 
position  papers  have  been  prepared  and  they  present 
the  necessary  evidence  that  I trust  will  cause  you  to  vote 
favorably  on  both  questions.  The  acquisition  of  an  ac- 
tive General  Counsel  with  staff  should  enable  us  to  ob- 
tain prompt  legal  opinion  on  the  previous  matter. 
Changes  in  the  election  laws  should  make  it  possible  to 
more  actively  support  EMPAC  and  AMPAC. 

Finally,  a sigh  of  relief,  this  has  been  an  interesting 
experience,  pleasant  at  times,  always  demanding  and 
time-consuming.  While  it  has  been  possible  to  engage 
occasionally  in  professional  practice,  that  always  had  to 


be  secondary.  My  wife,  Marion,  has  been  indulgent,  al- 
ways ready  to  provide  support  and  guidance.  May  I ex- 
press my  gratitude  to  the  councilors  who  put  up  with  me 
and  to  whom  I apologize  for  the  occasional  lapses  in  tol- 
erance due  to  exasperation?  You  are  a great  group,  in- 
cluding the  verbose,  the  interrogators  and  the  somno- 
lent. As  presidents,  we  owe  a debt  to  the  committees 
and  their  chairmen  who  do  the  really  important  work  of 
our  Society.  You  should  all  know  by  now  about  my 
feelings  toward  the  staff  of  the  MSSNY.  They  are  effi- 
cient, cooperative  and  especially  pleasant  and  agreeable 
under  all  circumstances.  The  executive  vice-president 
and  the  deputy  executive  vice-president  have  been  a 
valiant  pair.  We  have  been  through  many  difficulties 
together  in  the  past  year,  and  I am  sure  that  we  have 
surmounted  most  of  them  through  their  hard  work  and 
expertise. 

This  last  address  is  to  you,  the  House  of  Delegates, 
who  selected  me  for  this  honor  and  responsibility.  Last 
year  in  my  inaugural  address,  I expressed  the  intention 
to  serve  all  the  members  of  the  MSSNY  in  every  way 
within  my  power.  I feel  that  you,  the  members  of  the 
House  of  Delegates  who  gave  freely  of  your  time  and  en- 
ergy for  the  betterment  of  the  people  of  our  State,  de- 
serve acclamation. 

This  is  the  last  report  of  my  stewardship  and  I trust 
that  you  will  agree  that  I have,  to  the  best  of  my  ability, 
tried  to  fulfill  my  promise. 

Thank  you. 

Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  President 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

The  president  initiated  his  report  by  commenting  on 
the  loyalty  and  energy  of  the  MSSNY  staff.  Through- 
out his  report,  and  in  his  address  to  the  House  of  Dele- 
gates, Dr.  McCarthy  placed  great  emphasis  on  the  valu- 
able support  and  assistance  given  him  by  his  wife,  Mar- 
ion, in  carrying  out  his  presidential  duties.  Dr.  McCar- 
thy, in  his  travels  around  the  State,  tried  especially  to 
meet  with  doctors  who  were  not  active  in  affairs  of  the 
Society;  as  he  put  it,  “nonactivists.” 

He  is  acutely  aware  of  the  crisis  we  are  faced  with  in 
the  area  of  liability  insurance,  and  your  committee  is 
gratified  by  the  report  of  Donald  J.  Fager,  Esq.,  at  our 
opening  session  on  Sunday. 

We  commend  Dr.  McCarthy’s  enthusiastic  support  of 
EMPAC  and  hope  that  this  will  result  in  New  York 
State  attaining  its  rightful  position  in  the  medical-polit- 
ical arena.  The  support  of  AMPAC  and  EMPAC  by  our 
membership  has  been  less  than  exemplary. 

The  committee  has  reviewed  the  outstanding  accom- 
plishments of  our  President,  Thomas  F.  McCarthy, 
M.D.,  and  congratulates  and  thanks  him  for  a job  well 
done. 

His  entire  philosophy  is  encapsulated  in  the  final  sen- 
tence of  his  report:  “Join  the  AMA,  do  likewise  with 

EMPAC,  support  your  MSSNY  in  Albany  through  local 
political  activity,  work  with  and  for  your  local  county  so- 
ciety, the  backbone  of  any  state  medical  organization.” 

During  the  discussion  which  followed,  J.  Richard 
Burns,  J.D.,  General  Counsel,  reported  that  the  Federal 
Election  Campaign  Act  of  1971  substantially  changed 
the  laws  and  that  it  is  now  possible  for  an  association 
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from  its  dues  to  pay  all  the  costs  of  a political  action 
committee  so  long  as  such  amounts  are  used  solely  for 
administration,  solicitation,  and  maintenance.  He  also 
stated  that  EMPAC  can  now  properly  send  in  a report 
to  the  House  of  Delegates,  but  that  these  should  be  very 
carefully  screened  by  the  appropriate  officials  to  make 
sure  that  there  is  sufficient  separation  between  the  soft 
and  hard  dollars. 

The  House  then  voted  unanimously  to  adopt  this 
portion  of  the  reference  committee  report. 


Secretary  (Annual) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1973- 
1974. 

House  of  Delegates.  Edited  minutes  of  the  1973 
meeting  were  transmitted  to  the  New  York  State  Jour- 
nal of  Medicine  and  were  published  in  the  June  1,  1973 
issue.  The  verbatim  minutes  from  which  the  edited 
version  was  prepared  are  on  file  at  the  Society’s  head- 
quarters. Instructions  of  the  House  of  Delegates  were 
referred  to  the  appropriate  officers,  committee  chair- 
men, division  directors,  or  other  persons  by  the  execu- 
tive vice-president.  Final  dispositions  of  the  instruc- 
tions of  the  House,  so  far  as  they  have  been  reported  at 
the  time  of  this  writing,  have  been  excerpted  from  the 
reports  of  the  committees  and  officers  and  are  included 
in  the  “Resume  of  Instructions  of  the  1973  House  of 
Delegates  and  Actions  Thereon  by  the  Council,  Board  of 
Trustees,  Officers,  and  Committee  Chairmen.” 

Council,  Executive  Committee,  Judicial  Council, 
and  Board  of  Trustees.  The  secretary  has  sent  notices 
of  the  meetings  of  the  Council,  the  Board  of  Trustees, 
and  the  Executive  Committee  and  has  also  reported  Ex- 
ecutive Committee  actions  to  the  Council.  There  has 
been  no  meeting  of  the  Judicial  Council. 

Membership.  The  secretary  has  presented  to  the 
Council  and  the  Council  has  approved  requests  of  128 
members,  submitted  through  their  county  medical  so- 
cieties, for  remission  of  dues  because  of  illness,  financial 
hardship,  or  military  service.  The  final  membership 
figures  for  the  year,  to  be  presented  in  a supplementary 
report,  will  reflect  further  dues  remissions  approved  by 
the  Council  in  November  1973. 

In  response  to  requests  by  the  county  medical  so- 
cieties, the  secretary  has  presented  to  the  Council  appli- 
cations from  the  following  299  persons  for  election  to  life 
membership,  and  the  Council  elected  them  at  meetings 
held  in  February,  March,  May,  June,  and  September. 
Albert  Abelson,  Rockville  Centre 
Jack  Abry,  New  York  City 
Alfred  A.  Angrist,  Beechhurst 
Anthony  Arthur  Antoville,  New  York  City 
Ben  Arbor,  The  Bronx 
George  J.  Ashe,  Brooklyn 
Joseph  Axell,  Brooklyn 

Peter  A.  Badamy,  Rochester  ■. 

Maurice  B.  Bairn.  Port  Washington 
Eric  S.  Bannister,  Brooklyn 
Julius  Blankfein,  Flushing 
Ernst  Bloch,  North  Miami,  Florida 
Abraham  J.  Block,  Ridgewood 


Marvin  A.  Block,  Buffalo 

Irving  B.  Blumenfeld,  The  Bronx 

Joel  Valford  Bolden,  New  York  City 

Mat  G.  Boname,  Oxford 

Ben  Albert  Borkow,  Brooklyn 

Hermann  Brenner,  Little  Neck 

William  J.  Broder,  Pompano  Beach,  Florida 

Joseph  Brody,  Brooklyn 

Mitchell  Brucker,  New  Hyde  Park 

Hubert  S.  Bush,  Flushing 

Albert  H.  Busky,  Brooklyn 

Peter  Byron,  Elmhurst 

Thomas  F.  Cacioppi,  Claverack 

Henry  Caiman,  Utica 

George  Dows  Cannon,  New  York  City 

Joseph  M.  Capritta,  Schenectady 

William  R.  Carson,  Helena 

Anna  M.  Cassirer,  New  York  City 

William  G.  Chorba,  The  Bronx 

Leoni  Neumann  Claman,  New  York  City 

Frank  J.  Clarke,  Forest  Hills 

Ralph  Coff,  Brooklyn 

George  J.  Coffin,  New  York  City 

Nathan  N.  Cohen,  Dewitt 

Paul  W.  Cohen,  New  York  City 

Irving  L.  Cook,  Bayside 

Nathan  Copulsky,  Brooklyn 

Arthur  E.  Corwith,  Bridgehampton 

Robert  J.  Craft,  New  York  City 

Henry  B.  Crawford,  Pittsford 

Helen  M.  Crocker,  Scarborough 

George  Dacks,  Rochester 

Isadore  Daichman,  Brooklyn 

Hugh  P.  Davis,  New  York  City 

John  E.  DeFrancesco,  The  Bronx 

Emil  J.  Delli  Bovi,  Bayside 

Joseph  A.  D’Errico,  North  Tonawanda 

Hans  P.  Detels,  New  Paltz 

Leopold  P.  Deutsch,  New  York  City 

Joseph  H.  Dileo,  New  York  City 

Louis  J.  DiLorenzo,  The  Bronx 

Raymond  L.  Disch,  Lynbrook 

Edward  M.  Douglas,  Jamaica 

Jacob  Dranitzke,  Patchogue 

Cyril  E.  Drysdale,  Northport 

Alvin  Gabriel  Dujat,  New  York  City 

Kumjian  A.  Durand,  Northville 

Walter  E.  Eells,  Walton 

Herman  Ehrlich,  Sarasota,  F'orida 

Arnold  Eisendorfer,  New  York  City 

Benjamin  D.  Erger,  Sun  City,  Arizona 

A.  Reginald  Everett,  New  York  City 

Francis  J.  Fagan,  Troy 

Sigmund  Falk,  New  York  City 

Emanuel  Feit,  Yonkers 

Walter  A.  Fenstermacher,  Rochester 

Michael  A.  Ferragamo,  Brooklyn 

George  A.  Fiedler,  New  York  City 

Louis  Finger,  New  York  City 

Ella  H.  Fishberg,  New  York  City 

Leo  T.  Flood,  Hempstead 

John  J.  Flynn,  Brooklyn 

John  Thomas  Fochtman,  South  Hampton 

Harold  Friedlander,  Laurelton 

Salvatore  Robert  Frucella,  Hollywood,  Florida 

George  H.  Fuller,  Brockport 
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Fred  J.  Fumia,  West  Dennis,  Massachusetts 

Samuel  Galburt,  Brooklyn 

Fred  W.  Geib,  Rochester 

Leonard  R.  Generson,  Pelham  Manor 

Clyde  W.  George,  Buffalo 

H.  Louis  George,  Watertown 

Leon  Ginzburg,  New  York  City 

G.  Thomas  A.  Giordano,  Boynton  Beach,  Florida 

Isidore  Givner,  New  York  City 

Arthur  H.  Glick,  Eastchester 

Jacob  J.  Glick,  Brooklyn 

Bernard  M.  Goertzel,  New  York  City 

A.  Albert  Goodman,  The  Bronx 

Bernard  A.  Goodman,  New  York  City 

Carlon  H.  M.  Goodman,  Ft.  Myers,  Florida 

Irving  R.  Gordon,  Miami  Beach,  Florida 

James  Gottesman,  New  York  City 

Morris  L.  Greenman,  Dix  Hills 

Robert  Greenwald,  Cobleskill 

Max  Grolnick,  Brooklyn 

Cecil  S.  Gross,  North  Babylon 

Edward  B.  Grossman,  New  York  City 

Benjamin  J.  Gruskin,  New  York  City 

Frederick  G.  W.  Guggenbuhl,  Bronxville 

Izrael  Gutentag,  Corona 

Alexander  B.  Gutman,  New  York  City 

Frank  Hacker,  Beacon 

Herbert  C.  Hageman,  Gloversville 

Abraham  Halberstein,  Bayside 

George  C.  Hamilton,  Binghamton 

Samuel  A.  Hand,  Larchmont 

Jacob  R.  Handelsman,  Brooklyn 

Gerald  B.  Harrigan,  Port  Washington 

Arthur  J.  Harrington,  Baldwin 

Leslie  Samuel  Harrison,  Flushing 

Harold  D.  Harvey,  Princeton,  New  Jersey 

Clifford  H.  Harville,  Warsaw 

Arthur  C.  Hassenfratz,  Buffalo 

Emanuel  Hauer,  White  Plains 

Leroy  Savin  Heck,  Mount  Kisco 

Frederic  J.  Heilbroner,  New  York  City 

Vincent  Hemmer,  Brewerton 

Orville  L.  Henderson,  Troy 

Frank  R.  Henne,  Newark 

Clifton  W.  Henson,  New  York  City 

Harold  B.  Hermann,  Brooklyn 

Lewis  J.  Herold,  Brooklyn 

Harry  N.  Hershkowitz,  The  Bronx 

Stefan  Herz,  Brooklyn 

John  Heslin,  Albany 

Albert  E.  Hetherington,  New  York  City 

Hans  A.  Hirschmann,  Far  Rockaway 

Thomas  I.  Hoen,  Cedarhurst 

Leo  Hoffman,  Rochester 

Frank  F.  Holmberg,  Sag  Harbor 

Morris  Horowitz,  Jackson  Heights 

Theodore  G.  Holzager,  Great  Neck 

Thomas  F.  Howley,  Bronxville 

John  P.  Hudock,  Endicott 

L.  Edgar  Hummel,  Eden 

Sidney  Immergut,  Brooklyn 

David  J.  Impastato,  New  York  City 

Alfred  A.  Imperato,  Ozone  Park 

Jan  Jachimowicz,  New  York  City 

William  O.  Jackson,  Avoca 

Mendel  Jacobi,  Brooklyn 


Zygmunt  Jaffe,  New  York  City 
Kenneth  G.  Jennings,  Brooklyn 
A.  Verne  Johnston,  Utica 
Henry  C.  Johnston,  New  York  City 
Paul  L.  Jones,  Brooklyn 
Abraham  Kaplan,  New  York  City 
Abraham  Kardiner,  New  York  City 
Benjamin  Kaufman,  Brooklyn 
Benjamin  H.  Kaufman,  Elmira 
Philip  L.  Kaye,  Long  Island  City 
Donald  R.  Keller,  Westhampton  Beach 
John  F.  Kelley,  New  Hartford 
George  E.  Kenny,  Port  Jervis 
Irwin  J.  Kernis,  Long  Beach 
Gerhard  Kersten,  Walden 
Aron  S.  Klibanski,  West  Brentwood 
Lazarus  Klurfeld,  Floral  Park 
Arthur  A.  Knapp,  New  York  City 
Borris  A.  Kornblith,  Bayside 
Stuart  E.  Krohn,  Genesee 
Herbert  V.  Krutz,  Nyack 
Joseph  G.  Krystaf,  Buffalo 

I.  Newton  Kugelmass,  New  York  City 
Fritz  Landsberg,  Watkins  Glen 
Paul  W.  Lapidus,  New  York  City 
Samuel  Lassman,  Harrison 

Joseph  J.  La  Vine,  Baldwin 

Sidney  D.  Leader,  New  York  City 

Aaron  Leifer,  Brooklyn 

Benjamin  Leighton,  Phoenix,  Arizona 

Isidore  Levine,  Brooklyn 

Leon  Harry  Levine,  New  York  City 

Robert  L.  Levy,  New  York  City 

Walter  Leyens,  Ellicottville 

Hyman  Lieberman,  Brooklyn 

Robert  M.  Lintz,  Tryon,  North  Carolina 

Joseph  Litwins,  New  York  City 

Herman  H.  Livingston,  New  Rochelle 

Putnam  C.  Lloyd,  New  York  City 

John  J.  Locke,  Long  Island  City 

Joseph  B.  Logue,  Brooklyn 

Willard  A.  Loomis,  Jr.,  Syracuse 

Harold  W.  Lovell,  Nokomis,  Florida 

Frederick  Arnold  Lowe,  Niagara  Falls 

Abraham  Lowenbraun,  Yonkers 

Yela  Lowenfeld,  New  York  City 

Saul  Lustig,  Richmond  Hill 

Joseph  H.  Marvin,  Yonkers 

Raymond  F.  May,  Alden 

Ida  Mayer,  New  York  City 

Vincent  P.  Mazzola,  Brooklyn 

Robert  McClanahan,  New  York  City 

Ira  A.  McCown,  New  York  City 

A.  Genevieve  McEldowney,  New  York  City 

Joseph  Meiers,  New  York  City 

Milton  Mendelson,  Central  Valley 

Charles  R.  Messeloff,  The  Bronx 

Kenneth  M.  Metcalf,  New  York  City 

J.  Lowry  Miller,  Douglaston 
Jack  Moore,  Wantagh 
Ruth  D.  Moore,  Utica 
Joseph  L.  Mountain,  Olean 
Francis  J.  Muller,  Rosedale 
Josef  Munzesheimer,  Silver  Creek 
Dwight  V.  Needham,  Syracuse 
Edwin  H.  Ober,  Corning 
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Richard  A.  O’Brien,  Corning 
Lloyd  D.  Orben,  Flushing 
Romas  Osinchuk,  New  York  City 
Joseph  Walker  Owen,  New  York  City 
Samuel  S.  Paley,  New  York  City 
Sergio  S.  Pena,  The  Bronx 
Lewis  B.  Posner,  New  York  City 
Angelo  Procario,  The  Bronx 

Rae  Radwin,  Long  Island  City 
Harold  L.  Rakov,  Kingston 
Frederick  T.  Randolph,  Inwood 
John  H.  Rathbone,  Hamilton 
Irvine  I.  Redler,  New  York  City 
Nathan  Reibstein,  Brooklyn 
Francis  Remy,  Greenport 
Solis  Resnick,  Dix  Hills 
Morris  D.  Riemer,  Hollywood,  Florida 
Peter-Cyrus  Lewis  Rizzo,  Bronxville 
Joseph  Rock,  Pittsford 
Harold  L.  Rolbin,  Hallendale,  Florida 
Francis  WT.  Rosenberger,  Syracuse 
Jack  J.  Rosenstein,  West  Nyack 
Harold  C.  Rosenthal,  Poughkeepsie 
Louis  R.  Rosenthal,  Clearwater,  Florida 
Antonio  Rottino,  New  York  City 
Morris  L.  Rower,  Chadwicks 

Walter  Salmore,  The  Bronx 

Sydney  Samet,  The  Bronx 

Rosario  P.  San  Filippo,  Brooklyn 

Jack  Sarnoff,  Long  Island  City 

John  H.  Scharf,  New  York  City 

William  Schick,  New  York  City 

Oscar  Schneller,  Malba 

Godchaux  Schnerb,  New  York  City 

Bernard  M.  Scholder,  Harrison 

Leo  Schwartz,  New  York  City 

Joseph  D.  Schwartzman,  Jackson  Heights 

Harry  J.  Secky,  Flushing 

Samuel  Shauer,  North  Babylon 

George  L.  Sheehan,  Kenmore 

Maximilian  Silbermann,  New  York  City 

Vincent  Silvestri,  The  Bronx 

Emanuel  Simon,  Albany 

Donald  J.  Simons,  New  York  City 

Wilbur  K.  Smith,  Rochester 

Lester  A.  Sonking,  Saugerties 

Kurt  Spaeth,  New  York  City 

Jay  Stanton,  Great  Neck 

Reginald  R.  Steen,  Hempstead 

Irwin  D.  Stein,  Mt.  Kisco 

Joseph  Stein,  Jamaica 

Martin  F.  Stein,  Manhasset 

Lyon  Steine,  Valley  Stream 

Arthur  Stern,  New  York  City 

Henry  Stern,  Sun  City,  California 

Eugene  Stevens,  New  York  City 

Louis  Stix,  Mill  Neck 

Louis  W.  Stoller,  Poughkeepsie 

Walter  E.  Strauss,  New  York  City 

Willis  A.  Strong,  Syracuse 

Eugene  M.  Sullivan,  Lackawanna 

Therese  D.  Swick,  Oyster  Bay 

Maurice  L.  Teitelbaum,  Brooklyn 
Sidney  Thier,  Brooklyn 
T.  Campbell  Thompson,  New  York  City 
Ralph  M.  Towlen,  Blue  Point 


Donald  D.  Trantum,  Jamestown 

Benno  J.  Troidle,  Cornwall 

Max  Trubek,  New  York  City 

Paul  B.  Van  Dyke,  Suffern 

Roland  G.  Vaughan,  West  Brentwood 

Eugene  Vitagliano,  Brooklyn 

Richard  K.  Vosburgh,  Syracuse 

Mark  J.  Wallfield,  Brooklyn 

James  W.  Walton,  Middletown 

Benjamin  W.  Warner,  New  York  City 

Melvin  Brent  Watkins,  New  York  City 

Morris  Wein,  Richmond  Hill 

Michael  Weingarten,  New  York  City 

Fred  M.  Weiss,  Astoria 

Marjorie  A.  Wheatley,  New  York  City 

Hans  Wolff,  The  Bronx 

Ethel  E.  Wortis,  Southold 

Randolph  A.  Wyman,  Chatham 

Mordecai  Yood,  Jamaica 

Anthony  J.  Zaia,  Oneida 

Seymour  J.  Zauderer,  New  York  City 

Max  Zuger,  Woodmere 

The  secretary’s  supplementary  report  will  list  life 
members  elected  in  November  1973  and  January  1974. 

Dues  Payments.  The  following  list  shows  the  num- 
ber of  members  in  each  county  whose  dues  had  been  re- 
ceived by  May  1,  1973,  the  date  after  which  good  stand- 


ing is  lost. 

Albany 453 

Allegany 27 

Bronx 1494 

Broome  338 

Cattaraugus 84 

Cayuga 78 

Chautauqua 120 

Chemung 134 

Chenango 44 

Clinton 79 

Columbia 41 

Cortland  45 

Delaware 42 

Dutchess 327 

Erie 1407 

Essex 25 

Franklin 41 

Fulton  47 

Genesee 53 

Greene 21 

Herkimer 40 

Jefferson 100 

Kings 2881 

Lewis 9 

Livingston 37 

Madison 59 

Monroe  1006 

Montgomery 49 

Nassau 1957 

New  York  6278 

Niagara 186 

Oneida 288 

Onondaga  650 

Ontario 100 

Orange 258 

Orleans 22 

Oswego 61 

Otsego 55 
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Putnam 35 

Queens 2208 

Rensselaer 127 

Richmond .312 

Rockland 360 

St.  Lawrence 83 

Saratoga 57 

Schenectady 278 

Schoharie 24 

Schuyler 10 

Seneca 23 

Steuben 103 

Suffolk 1166 

Sullivan 40 

Tioga 21 

Tompkins ;.91 

Ulster 147 

Warren 90 

Washington 32 

Wayne 64 

Westchester 1451 

Wyoming 28 

Yates 16 


Meetings.  The  secretary  has  attended  meetings  of 
the  Council,  the  Executive  Committee,  the  Board  of 
Trustees,  the  Professional  Medical  Liability  Insurance 
and  Defense  Board,  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association,  and  the  New  York  Delegation 
to  the  American  Medical  Association  as  well  as  a num- 
ber of  committee  meetings,  including  a meeting  of  the 
committees  on  State  and  Federal  Legislation  with  mem- 
bers of  the  State  Legislature  in  Albany  on  March  6,  a 
meeting  of  these  two  committees  in  Syracuse  on  October 
3,  and  their  conference  with  county  medical  society  leg- 
islation representatives  the  following  day.  By  the  time 
of  publication  of  this  report  he  will  have  attended  the 
meeting  of  the  Nominating  Committee,  the  meeting  of 
county  medical  society  presidents  in  Syracuse  on  Octo- 
ber 25,  and  the  clinical  session  of  the  American  Medical 
Association  House  of  Delegates  in  Anaheim,  California, 
in  December. 

Other  Matters.  In  addition  to  keeping  the  minutes 
and  verbatim  record  of  the  proceedings  of  the  House  of 
Delegates,  the  Council,  the  Executive  Committee,  and 
the  Board  of  Trustees,  the  secretary  has  kept  files  of  the 
correspondence  resulting  from  those  meetings.  When 
called  upon  to  do  so,  in  his  capacity  as  custodian  of  the 
seal  of  the  Society,  he  has  had  it  affixed  to  appropriate 
documents.  He  has  also  represented  the  Medical  Soci- 
ety of  the  State  of  New  York  as  vice-president  of  the 
New  York  State  Association  of  Professions. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 


Secretary  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

At  the  November  1973  and  January  1974  Council 
meetings  remission  of  1973  dues  was  granted  to  eight  ac- 
tive members  because  of  illness,  financial  hardship,  and 
military  service,  and  remission  of  1974  dues  was  granted 
to  38  active  and  four  junior  members  for  the  same  rea- 
sons. 


In  addition  to  the  life  members  listed  in  the  secre- 
tary’s annual  report,  the  following  130  persons  were 
elected  to  life  membership  by  the  Council  in  November 
1973  and  January  1974. 

George  Abeloff,  Brooklyn 

Angelo  Anthony  Acampora,  East  Rockaway 

Henry  V.  Agin,  Brooklyn 

Evelyn  E.  Alpern,  Buffalo 

Ernest  V.  Altman,  New  York  City 

Anne  M.  Bahlke,  Albany 

Maurice  B.  Bangel,  Atlantic  Beach 

Abraham  H.  Barris,  Long  Beach 

Arpad  Benedig,  New  York  City 

Murray  Bergman,  Newark 

Richard  F.  Binzley,  Orient 

Floyd  C.  Bratt,  Rochester 

Barbara  Brunne,  Central  Valley 

John  Burke,  Buffalo 

Lionel  A.  Canaan,  Massapequa  Park 

Albert  B.  Charles,  Brooklyn 

William  Chester,  Mamaroneck 

Hamilton  J.  Clarke,  Buffalo 

Matthew  J.  Coppola,  New  Rochelle 

Michael  J.  Cronmiller,  Rochester 

Thomas  J.  Costigan,  Woodside 

Sidney  Davidson,  Massapequa 

Gerald  D.  Dorman,  New  York  City 

Jan  Ehrenwald,  New  York  City 

James  I.  Farrell,  Utica 

Bertold  Feldman,  New  City 

Morris  Feldman,  Brooklyn 

William  L.  F.  Ferber,  New  York  City 

Benjamin  H.  Finklestein,  New  York  City 

Kurt  G.  Frachtman,  New  York  City 

Rubin  Friedman,  Yonkers 

Herman  Froelich,  Boynton  Beach,  Florida 

Irving  G.  Frohman,  Rockaway  Beach 

Eugenia  L.  Fronczak-Bukowski,  Buffalo 

John  Frosina,  Southold 

Gregory  A.  Galvin,  Ithaca 

William  J.  Gartland,  Jamaica 

Harry  Ginsberg,  Brooklyn 

Nathan  N.  Ginsberg,  Long  Beach 

Max  J.  Goldberg,  Mt.  Vernon 

Gerard  J.  Grassi,  Rochester 

Irving  P.  Graef,  New  York  City 

Milton  Greenberg,  New  Rochelle 

David  Groad,  New  York  City 

Ramsdell  Gurney,  Buffalo 

Donald  C.  Guyer,  Loudonville 

Frank  R.  Hall,  Batavia 

Charles  F.  Hawley,  Binghamton 

Abraham  H.  Heinrich,  Brooklyn 

Mervin  A.  Henschel,  New  York  City 

Thea  Mayer  Herman,  The  Bronx 

Morrison  John  Hosley,  Potsdam 

Alvin  Hulnick,  Staten  Island 

Alexander  H.  Johnston,  Sun  City,  Arizona 

Harry  Kalenscher,  Flushing 

William  Kaplan,  Great  Neck 

Abraham  Katz,  The  Bronx 

Walter  F.  King,  Buffalo 

B.  Frederick  Kleker,  Spencerport 

Robert  L.  Klupt,  West  Redding,  Connecticut 

Marcus  D.  Kogel,  Wading  River 

Theodore  P.  Koszalka,  Jamesport 
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Hans  A.  W.  Kotrnetz,  Herkimer 

Bernard  D.  Kulick,  New  York  City 

Natalino  J.  Lamanda,  The  Bronx 

Maurice  Lenarsky,  The  Bronx 

Samuel  G.  Levin,  Brooklyn 

George  Levine,  Brooklyn 

Ned  A.  Lewis,  Brooklyn 

Stephen  S.  Lighton,  New  York  City 

L.  Maxwell  Lockie,  Buffalo 

Henry  Lowey,  Jamaica 

Robert  L.  McCollom,  Huntington 

Joseph  W.  Madden,  Buffalo 

VincentS.  Maggio,  Brooklyn 

Benjamin  P.  Malerba,  Astoria 

Aaron  H.  Meister,  Jamaica 

Samuel  Melamed,  The  Bronx 

Marshall  M.  Merizies,  Rome 

Frederick  U.  Metcalf,  Rockville  Centre 

Leo  M.  Michalek,  Lackawanna 

Sidney  N.  Miller,  Cold  Spring 

Phillips  L.  Morrison,  Bolivar 

Simon  Moskowitz,  Far  Rockaway 

Emil  C.  Mrozek,  Binghamton 

Angelo  S.  Naples,  Tonawanda 

Arnold  Nathan,  Kew  Gardens 

Erna  Nauenberg,  New  York  City 

Joseph  Frederick  Painton,  Buffalo 

Edward  E.  Powers,  Jr.,  Sylvan  Beach 

Henry  F.  Preische,  Yonkers 

Morris  L.  Rakieten,  Islip 

Tony  L.  Rakieten,  Islip 

Alfred  Ring,  Jackson  Heights 

Meyer  H.  Riwchun,  Buffalo 

Sidney  Robbin,  Montauk 

Milton  E.  Robbins,  Laurelton 

James  A.  Rogers,  Hicksville 

Arthur  I.  Rosenthal,  Woodmere 

Alexander  Rothberg,  Brooklyn 

Carl  F.  Runge,  Schenectady 

Nelson  H.  Rust,  Scotia 

Robert  V.  Sager,  New  York  City 

Marcus  Schwartz,  White  Plains 

Herman  Sckolnick,  The  Bronx 

Russell  B.  Scobie,  Newburgh 

Frederick  T.  Seward,  Goshen 

Max  Shenberg,  East  Meadow 

Rosine  M.  Silberer,  Palm  Beach  Shores,  Florida 

Maurinc  H.  Silk,  Kingston 

Raymond  W.  Smith,  Hempstead 

Alfred  L.  Standfast,  Binghamton 

Michael  J.  Stapleton,  Albany 

Charles  LeRoy  Steinberg,  Rochester 

Abraham  B.  Susman,  New  York  City 

Henry  Tanner,  West  Babylon 

James  E.  Thompson,  Sarasota,  Florida 

Henry  L.  Tobin,  Binghamton 

Ralph  F.  Traver,  Bath 


John  Vaccaro,  Brooklyn 
Peter  P.  Vitanza,  Jamestown 
Joseph  A.  Von  Tischler,  The  Bronx 
William  R.  Ward,  Ithaca 
Manfred  Weichsel,  Flushing 
Saul  Weinstein,  The  Bronx 
Walter  D.  Westinghouse,  Buffalo 
William  N.  Widens,  Yonkers 
A.  Vaughan  Winched,  Fairport 
Eugene  F.  Wolff,  Newburgh 
James  Isadore  Yanick,  Horned. 

Our  membership  department  has  supplied  the  fol- 
lowing year-end  figures: 

Remission  of  1973  dues  was  voted  for  161  members 
due  to  illness,  financial  hardship,  or  temporary  military 
service. 

Membership  totals  for  the  years  since  1963  have  been 
as  follows: 


1972  Membership  (12/31/72)  27,245 


1973  New  Members 
1973  Reinstated  Members 

1973  Deaths 
1973  Resignations 


1973  Delinquent  Members 


1973  Total  Membership 
(12/31/73) 

1962 

25,401 

1963 

25,528 

1964 

25,630 

1965 

25,915 

1966 

26,127 

1967 

26,468 

1,301 

157  28,703 


466 

569  -1,035 


27,668 
240  - 240 


27,428 

1968  27,002 

1969  27,164 

1970  27,052 

1971  27,032 

1972  27,245 

1973  27,428 


Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 


REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

The  Secretary’s  Report  indicates  a total  membership 
of  27,428,  an  increase  of  183  over  the  1972  membership. 
We  also  note  that  429  physiciars  were  granted  life  mem- 
bership, making  the  total  number  of  life  members  ap- 
proximately 4,000. 

The  committee  wishes  to  compliment  Dr.  Goldmark 
on  the  continued  excellence  of  his  performance  as  our 
Secretary. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 
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Treasurer 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

TABLE  I — Estimated  Budget  1974 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  fiscal  operations  of  the  State  Medical  Society  for 
the  nine  months  ended  September  30,  1973,  as  depicted 
by  Table  I,  show  an  excess  of  income  over  expenditures 
of  $389,867,  as  compared  to  the  estimated  budget  figure 
of  $229,263.  The  final  audited  report  by  our  Certified 
Public  Accountants,  Elmer  Fox  and  Company,  has  just 
been  completed  and  they  report  that  for  the  operational 
year  ended  December  31,  1973,  there  was  an  excess  of 
income  over  expenditures  of  $449,865.  After  applying 
the  deficit  surplus  of  $118,900,  carried  forward  from  De- 
cember 31,  1972,  against  this  figure,  the  General  Fund 
surplus  balance  at  December  31,  1973  is  $330,965.  We 
have  done  better  than  anticipated  because  the  filling  of 
key  positions  within  our  administrative  reorganization 
structure,  to  accomplish  our  basic  objectives,  did  not 
materialize  as  quickly  as  we  had  hoped.  As  yet,  the  Re- 
search and  Planning  Division  has  not  been  possible  to 
reactivate.  These  factors  plus  continuing  stringent  eco- 
nomic measures  accounted  for  the  successful  financial 
picture  now  being  presented.  Unless  there  are  new  ac- 
tivities undertaken  or  there  is  an  incremental  step-up  in 
present  programs,  we  should  be  able  to  maintain  a sta- 
ble financial  profile  over  the  next  few  years.  As  your 
treasurer,  I would  like  to  throw  in  a word  of  caution  at 
this  time. 

Rosy  financial  pictures  can  change  quickly.  Econom- 
ic conditions,  caused  by  inflationary  spirals,  make  for 
higher  costs  in  all  areas  of  operation.  Already  we  have 
experienced  large  increases  in  the  cost  of  paper,  print- 
ing, postage,  telephone,  heating,  electricity  and  payroll 
taxes.  We  must  also  take  care  of  our  administrative 
staff  so  that  they  can,  at  the  least,  keep  pace  with  cost  of 
living  increases.  These  factors,  together  with  changing 
activities  in  delivery  of  health  care,  PRSO,  continuing 
education,  etc.,  will  mean  higher  future  expenditures. 
As  usual,  we  shall  try  to  keep  our  necessary  activities 
within  prudent  financial  judgements. 

At  this  time,  I would  like  to  express  my  sincere  thanks 
to  Henry  I.  Fineberg,  M.D.,  executive  vice-president  and 
Eugene  S.  Dombrowski,  director,  business  division  and 
comptroller,  for  their  continuing  efforts  in  managing  the 
day-to-day  fiscal  affairs  of  the  State  Medical  Society, 
and  for  their  cooperation  and  assistance  in  enabling  the 
Treasurer  to  carry  out  his  duties. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.,  Treasurer 


Income: 

Dues 

Journal  Advertising 
Journal  Circulation 
Journal  Reprints 
News  of  New  York — advertising 
Medical  Directory — sales 
Annual  Convention — exhibit  rentals 
Interest  on  Investments — General 
Fund 

Library  Fund — Investment  Income 
Relative  Value  Study 
What  Goes  On — subscriptions 
Guidelines  for  Medical  Review 
Miscellaneous  Income 

Total  Income 


Expenditures 

Office  of  Executive  Vice  President 
General  Counsel 
Governmental  Affairs 
Insurance  and  Membership  Benefits 
Scientific  Activities  Division 
Scientific  Publications  Division 
Medical  Services  Division 
Research  and  Planning  Division 
Business  Division 
Management  Services  Division 
Public  and  Professional  Affairs 
Division 

Annual  Convention 
Officers,  Board,  A.M.A.  Delegation 
House  of  Delegates  (Special 
Committee) 

Council  Committees 
Special  Counsel  (Formerly  Legal 
Counsel) 

Legislative  Counsel 
Non-Divisional 

Total  Expenditures 
Excess  of  Income  over 
Expenditures 
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Estimated 

Budget 

1974 


$2,350,000 
285 , 000 
3,200 

15.000 
52,038 
87,500 

34.000 

25.000 

6,000 

24.000 
250 
500 
250 


$2,882,738 


Estimated 

Budget 

1974 


239,835 

94,426 

145,988 

39,459 

95,021 

423,356 

139,604 

43,109 

'428,461 

173,621 

318,041 

68,000 

102,650 

600 

58,550 

22,500 
22 , 500 
330,270 


2,745,991 

136,747 


Board  of  Trustees 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

At  the  reorganization  meeting  of  the  Board  of  Trust- 
ees on  February  15,  1973,  immediately  following  the  ad- 
journment of  the  House  of  Delegates  meeting,  the  mem- 


bers consisted  of  the  following: 

Edward  C.  Hughes,  M.D.,  Chairman Onondaga 

Reid  R.  Heffner,  M.D Westchester 

Walter  T.  Heldmann,  M.D Richmond 

Joseph  J.  Kaufman,  M.D Wayne 

James  M.  Blake,  M.D Schenectady 

Milton  Helpern,  M.D New  York 

Walter  Scott  Walls,  M.D Erie 


Edward  C.  Hughes  was  unanimously  elected  Chair- 
man. 

Highlights  of  the  Board  of  Trustees  meetings  during 
the  course  of  the  year  were  as  follows: 

1.  Approved  a contract  with  the  Rand  Corporation 
to  design  a statewide  system  for  Postgraduate  Continu- 
ing Education. 

2.  Approved  a recommendation  that  the  Building 
and  Investment  Funds  be  closed  out  and  that  the  capital 
assets  (land,  building  and  equipment)  of  these  funds  be 
transferred  to  the  General  Fund  to  be  shown  under  a 
caption  labeled  “Restricted  Surplus.”  Also,  any  other 
monies  left  in  the  Building  and  Investment  Funds,  after 
the  payment  of  all  our  construction  costs  be  transferred 
to  the  “Repair  and  Replacement  Fund"  to  be  used  spe- 
cifically for  that  purpose. 

3.  Revised  the  guidelines  for  travel  expenses  for 
those  attending  Council,  Committee  and  Board  meet- 
ings— and  other  authorized  activities  with  the  major 
changes  as  follows: 

a.  Travel  expense  has  been  interpreted  to  include 
plane  (Coach)  or  automobile  at  the  rate  of  13<t  per 
mile,  plus  tolls,  parking;  taxis;  tips;  hotel  room  and 
meals.  It  is  requested  that  receipted  hotel  and  other 
bills  be  attached  to  expense  vouchers. 

b.  Hotel  and  meal  expenditures  shall  not  exceed 
$45.00  per  day,  except  in  the  case  of  the  annual  meet- 
ing of  the  State  Medical  Society  and  the  meetings  of 
the  House  of  Delegates  of  the  American  Medical  As- 
sociation. In  these  two  exceptions,  the  hotel  and 
meal  expenditure  shall  not  exceed  $55.00  per  day.  If 
one  desires  special  accommodations,  he  should  as- 
sume the  difference  between  the  approved  figure  and 
the  rate  charged. 

Except  under  unusual  circumstances — approved  by 
the  Board  of  Trustees — if  one’s  wife  accompanies 
him,  only  the  single  room  rate  and  the  individual’s 
other  expenses  should  be  charged  to  the  MSSNY. 

4.  Provided  necessary  budgeting  allotments  for  the 
newly  created  Governmental  Affairs  Division  (including 
PSRO)  and  the  Division  of  Insurance  and  Membership 
Benefits. 

Investment  Committee.  The  Investment  Commit- 
tee of  the  Board  of  Trustees  continued  to  make  short- 
term investments  with  monies  that  were  not  immediate- 
ly needed  for  operational  purposes.  At  January  1,  1973, 
it  was  estimated  that  $15,000  would  be  earned  as  income 
from  these  investments.  Because  of  the  tight  money 
situation,  shortterm  paper  rates  skyrocketed  to  over  10 
per  cent  at  certain  periods  of  the  year  and  we  were  able 
to  earn  over  $50,000  on  these  investments. 


War  Memorial  Committee.  The  War  Memorial 
Committee  wishes  to  report  that  at  December  31,  1973  a 
surplus  balance  of  $80,078  exists  in  the  War  Memorial 
Fund.  There  are  still  two  surviving  beneficiaries  who 
are  eligible  to  receive  assistance  from  the  fund.  The 
Board  of  Trustees  will  then  decide  the  disposition  of  the 
remaining  fund  balance. 

During  the  course  of  the  year,  the  Board  of  Trustees 
was  involved  with  the  fiscal  activities  of  the  State  Soci- 
ety, which  is  its  chief  duty.  The  estimated  and  revised 
budgets  for  1973  were  carefully  scrutinized.  The  trust- 
ees also  took  under  consideration  the  estimated  budget 
for  the  year  1974.  This  budget  was  discussed  at  the 
Board  of  Trustees  meeting  on  November  15,  1973,  and 
unanimously  approved.  The  1974  estimated  budget  is 
presented  in  the  report  of  the  Committee  on  Budget  and 
Finance. 

The  financial  records  of  the  State  Medical  Society 
were  audited  at  the  close  of  the  year,  December  31,  1973, 
by  the  certified  accounting  firm  of  Elmer  Fox  and  Co. 
The  financial  information,  as  a result  of  their  audit,  is 
an  integral  part  of  the  Trustees  report.  (See  the  fol- 
lowing report  of  the  Certified  Public  Accountants.)  We 
are  happy  to  report  that  the  operational  excess  of  in- 
come over  expenditures  for  the  year  ended  December 
31,  1973,  is  $449,865.  Of  this  total,  $118,900  was  ap- 
plied to  wipe  out  the  deficit  surplus  that  existed  at  De- 
cember 31,  1972.  Therefore,  the  unrestricted  surplus 
balance  in  the  general  fund  at  December  31,  1973, 
stands  at  $330,965.  We  can  safely  say  that  our  financial 
structure  is  sound  at  the  present  time. 

The  Chairman  wishes  to  thank  the  members  of  the 
Board  of  Trustees  for  their  diligent  efforts.  He  also 
wishes  to  commend  the  administrative  staff  for  their 
continued  assistance  to  the  Board  of  Trustees  in  their 
many  activities. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

A careful  review  of  the  Treasurer’s  Report  indicates 
an  excess  of  income  over  expenditures  of  $449,865. 
After  applying  the  deficit  of  $118,900  which  existed  at 
the  beginning  of  1973,  there  was  a net  surplus  of 
$330,965.  In  the  future,  Dr.  Schwartz  indicated  that 
this  surplus  should  be  designated  as  “reserve  funds.” 
However,  increased  expenditures  and  inflationary 
trends  should  prevent  over-optimism  about  the  future 
of  any  reserve  fund.  Albert  M.  Schwartz,  M.D.,  is  to  be 
commended  for  his  concise  and  complete  report. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 


Report  of  Certified  Public  Accountants 

The  Board  of  Trustees,  Gentlemen: 

W’e  have  examined  the  balance  sheet  of  the  Medical 
Society  of  the  State  of  New  York  as  of  December  31, 
1973  and  the  related  statements  of  operating  income 
and  expenses  and  of  changes  in  fund  balances  for  the 
year  then  ended.  Our  examination  was  made  in  accor- 
dance with  generally  accepted  auditing  standards,  and 
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accordingly  included  such  tests  of  the  accounting  rec- 
ords and  such  other  auditing  procedures  as  we  consid- 
ered necessary  in  the  circumstances. 

The  Society  does  not  follow  the  generally  accepted  ac- 
counting principle  of  depreciating  fixed  assets. 

In  our  opinion,  except  for  the  matter  discussed  in  the 
preceding  paragraph,  the  financial  statements  designat- 
ed above  present  fairly  the  financial  position  of  the 
Medical  Society  of  the  State  of  New  York  as  of  Decem- 
ber 31,  1973  and  the  results  of  its  operations  for  the  year 
then  ended,  in  conformity  with  generally  accepted  ac- 
counting principles  applied  on  a basis  consistent  with 
that  of  the  preceding  year. 

The  accompanying  supplementary  information,  while 
not  necessary  for  a fair  presentation  of  financial  posi- 
tion, results  of  operations  or  changes  in  financial  posi- 
tion, has  been  examined  and,  in  our  opinion,  is  fairly 


stated  in  all  material  respects  in  relation  to  the  financial 
statements  taken  as  a whole. 

Respectfully  submitted 
Elmer  Fox  & Company 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

The  Board  of  Trustees’  Report  was  reviewed  by  the 
committee.  The  Certified  Public  Accountants  have  ap- 
proved the  financial  report  and  the  Board  of  Trustees  is 
to  be  commended  for  their  vigilance  over  our  fiscal  af- 
fairs. We  note  with  pleasure  the  increase  in  travel, 
hotel,  and  meal  allowance  for  those  engaged  in  MSSNY 
activities. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

OPERATING  INCOME  AND  EXPENSE— GENERAL  FUND 


Operating  Income: 


Dues  income 

$2,354,881 

Less  allocation  to  Journal  circulation 

Newsletter 

129,250 

Journal  circulation 

$2,225,631 

86,071 

Newsletter — allocated  from  dues  income 

47,000 

Advertising  income 

305,528 

Annual  meeting  booth  rental 

34,205 

Directory  circulation 

13,763 

Interest 

50.691 

Miscellaneous 

1,847 

Reprint  income — Journal 

24,342 

Sales — Medical  Review  Manual 

686 

Total  Operating  Income 

$2,789,764 

Operating  expense: 

Office  of  Executive  Vice-President 

$208,481 

General  counsel 

131,615 

Governmental  affairs 

27,980 

Insurance  and  membership  benefits 

3,200 

Scientific  activities  division 

88,321 

Scientific  publications 

387,632 

Medical  services  division 

73,652 

Business  division 

372,641 

Management  services  division 

147,996 

Public  and  professional  affairs 

294,171 

Annual  convention 

66 , 730 

Officers,  Board  of  Trustees  and  A.M.A.  delegation 

72,151 

House  of  Delegates  (Special  Committees) 

6,326 

Council  committees 

37,030 

Special  legal  counsel 

22 , 500 

Legislative  counsel 

22,500 

Nondi  visional 

376,973 

Total  Operating  Expense 

$2,339,899 

Net  Income 

$ 449 , 865 

The  accompanying  notes  (page  1159)  are  an  integral  part  of  the  financial  statements. 
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GENERAL  FUND  BALANCE  (NOTE  2): 

Restricted  4,611,805 

Unrestricted  330,965 


Medical  Society  of  the  State  of  New  York — Changes  in  Fund  Balances,  Year  ended  December  31,  1973 
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The  accompanying  notes  (page  1159)  are  an  integral  part  of  the  financial  statement. 


NOTES  TO  FINANCIAL  STATEMENTS 

December  31,  1973 

1.  Summary  of  significant  accounting  policies. 

The  Society  followed  the  practice  of  expensing  capital 
additions.  However,  with  the  acquisition  of  the  new 
Headquarters  at  Lake  Success,  New  York  in  1972,  land 
building  and  equipment  are  being  reported  in  the  Gen- 
eral Fund  at  cost. 

The  Society  does  not  depreciate  the  building,  furni- 
ture or  equipment. 

The  Society  is  a nonprofit  organization  as  defined  in 
section  501(c)  (6)  of  the  Internal  Revenue  Code  and  is 
exempt  from  Federal  income  taxes  on  other  than  unre- 
lated business  income.  The  Society  has  paid  no  income 
tax  since  1968  and  none  has  been  accrued  for  1973. 

Inventories  consisting  of  paper  for  printing  of  publi- 
cations and  supplies  are  valued  at  cost. 

Investments  are  valued  at  cost.  Gain  or  losses  are 
recognized  when  the  investment  is  sold. 

The  Society  adopted  a retirement  plan  on  January  1, 
1966  for  the  benefit  of  its  employees.  All  fulltime  sala- 
ried employees  that  are  at  least  25  years  of  age  and  have 
completed  12  months  of  continuous  employment  with 
the  Society  are  eligible  to  participate  in  the  plan.  As  of 


January  1,  1973,  the  entire  cost  of  the  plan  is  paid  by  the 
Society. 

Dues  income  includes  the  current  years  dues  collected 
and  dues  collected  for  arrears. 

2.  Consolidation  of  funds.  The  Investment  Fund 
was  transferred  to  the  Building  Fund  during  the  year 
and  the  Building  Fund  was  subsequently  closed  by 
transferring  the  cost  of  land,  building,  furniture  and 
equipment  to  the  General  Fund  and  the  remaining  as- 
sets consisting  of  cash  and  interfund  receivables  to  the 
Repair  and  Replacement  Fund.  The  Building  Fund 
surplus  transferred  to  the  General  Fund  is  reported  as 
“restricted”  in  that  fund.  The  remaining  surplus  equiv- 
alent to  the  assets  transferred  to  it,  is  reported  in  the 
Repair  and  Replacement  Fund.  Equipment  previously 
reported  in  the  Repair  and  Replacement  Fund  was 
transferred  to  the  General  Fund. 

3.  Real  estate  taxes.  The  Village  of  Lake  Success 
of  New  York,  has  assessed  the  State  Society  real  estate 
taxes  for  the  year  commencing  June  1,  1972.  The 
amount  of  $22,510.80  was  paid  for  the  year  ending  May 
31,  1974. 

The  Town  and  County  however,  have  not  assessed  the 
Society  for  real  estate  taxes. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

SUPPLEMENTARY  INFORMATION 
December  31,  1973 

ANALYSIS  OF  INVESTMENTS  HELD 


Market 

Cost  value 


General  Fund 

Certificates  of  deposit 


Employee  Benefit  Fund 

United  States  Government  obligations 


War  Memorial  Fund 

United  States  Government  obligations 


Bernstein  Memorial  Fund 

Certificate  of  deposit. . . . 


Total  investments  held 


$450,000 


50,000 


72,802 


100,000 

$672,802 


$450,000 

42,972 


66,714 


100,000 

$659,686 
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Budget  and  Finance 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Budget  and  Finance  is  composed 


of  the  following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . . .Richmond 

Milton  Gordon,  M.D Suffolk 

Albert  M.  Schwartz,  M.D New  York 

Mary  H.  Spalding,  M.D New  York 


Meetings  of  the  committee  were  held  on  May  3,  Au- 
gust 16  and  October  18,  1973,  to  review  the  fiscal  activi- 
ties for  the  quarters  ended  March  31,  June  30  and  Sep- 
tember 30.  The  budget  estimate  was  examined  on  a 
line  by  line  item  basis;  and  adjustments  were  made 
where  necessary.  Some  of  the  highlights  and/or  actions 
taken  at  these  meetings  included  the  following: 

A.  ESTIMATED  INCOME 

1.  Dues — It  was  estimated  that  $2,350,000  would  be 
collected  from  our  members.  There  was  some  trepida- 
tion that  this  figure  would  not  be  attained  because  of  a 
possible  loss  of  members  due  to  an  increase  in  member- 
ship dues  from  $70  to  $100.  In  actuality,  our  dues  in- 
come has  exceeded  the  projected  figure  as  a result  of  a 
net  increase  in  dues  paying  members. 

2.  Journal  Advertising — As  a result  of  the  Federal 
Drug  Administration  actions,  plus  the  general  trend  of 
the  economy,  the  original  estimate  was  reduced  from 
$275,000  to  $260,000.  We  expect  to  do  better  in  1974 
because  of  the  release  of  some  new  drugs  by  the  FDA, 
plus  an  adjustment  in  advertising  rates. 

3.  Interest  on  Investments-General  Fund — The 
original  estimate  for  this  item  was  $15,000.  Because  of 
the  tight  money  situation,  short-term  investments  yield- 
ed over  10  per  cent  per  annum  at  certain  times  during 
the  course  of  the  year.  This,  together  with  accurate 
cash  flow  projections,  made  it  possible  to  put  a great 
deal  of  cash  to  work  at  high  interest  rates.  We  now 
project  that  these  short-term  investments  will  yield  ap- 
proximately $50,000. 

B.  ESTIMATED  EXPENDITURES 

Because  of  the  actions  of  the  Council,  it  was  necessary 
to  revamp  the  makeup  of  this  section  of  the  budget.  A 
new  division  of  Governmental  Affairs  was  established, 
which  encompassed  State  Governmental  Relations  and 
PSRO  activities.  Also,  the  division  of  Insurance  and 
Membership  Benefits  was  established.  The  Committee 
provided  funds  for  these  divisions  to  carry  out  their 
tasks. 

The  revised  estimated  budget  at  September  30,  1973, 
projects  an  excess  of  income  over  expenditures  of 


$229,263.  The  actual  income  over  expenditures,  at  that 
time,  was  $389,867.  We  have  just  been  informed  by  our 
auditors  that  the  excess  of  income  over  expenditures  for 
the  year  ended,  December  31,  1973,  is  $449,865.  Apply- 
ing the  deficit  surplus  of  $118,900  at  December  31,  1972, 
against  this  figure  leaves  us  with  a “black”  surplus  fig- 
ure of  $330,965  at  December  31,  1973. 

On  October  18,  1973,  the  committee  also  met  to  con- 
sider the  estimated  budget  for  the  year  1974.  After 
some  minor  adjustments,  the  budget  was  finalized  and 
presented  to  the  Council  and  the  Board  of  Trustees  at 
their  respective  meetings  on  November  15,  1973.  Both 
bodies  approved  the  estimated  budget  as  presented  by 
this  committee.  The  estimated  budget  for  the  year 
1974  projects  an  excess  of  income  over  expenditures  of 
$136,747  (see  Table  II).  As  has  been  the  trend  over  a 
course  of  years,  we  expect  that  the  actual  excess  shall  be 
notably  higher. 

On  behalf  of  the  committee,  the  chairman  would  like 
to  thank  Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent and  Eugene  S.  Dombrowski,  director,  Business  Di- 
vision (Comptroller)  for  their  dedicated  work  in  direct- 
ing the  daily  fiscal  operations  of  the  State  Society. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

In  general,  budgetary  costs  have  increased  an  average 
of  10  per  cent  yearly.  The  total  budget  increase  of 
$190,000  includes  $108,000  increase  for  the  Division  of 
Governmental  Affairs.  From  the  latter  figure,  $50,000 
is  earmarked  for  PSRO  activities.  Contrary  to  popular 
belief,  as  indicated  in  testimony  before  our  committee, 
this  PSRO  expenditure  is  not  reimbursable  by  the  Fed- 
eral Government. 

Other  major  items  of  interest  include  $39,500  for  the 
newly  created  Division  of  Insurance  and  Membership 
Benefits.  A budgetary  allowance  of  $43,000  has  been  al- 
located for  the  still  to  be  staffed  Division  of  Research 
and  Planning. 

Both  the  treasurer  and  the  chairman  of  the  Budget 
and  Finance  Committee  express  their  thanks  to  Henry  I. 
Fineberg,  M.D.,  Executive  Vice-President,  and  Mr.  Eu- 
gene S.  Dombrowski,  Director  of  the  Business  Division, 
for  their  prudent  management  of  the  daily  fiscal  affairs 
of  the  Society.  This  committee  echoes  their  thanks. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report. 
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MEDICAL  SOCIETY  OK  THE  STATE  OK  NEW  YOKE 

Table  II  Revised  Estimated  Budget  1973 


Received 

to 

9/30/73 


Income 

Dues  $1,762,500 

Journal  Advertising 187,627 

Journal  Circulation  2,472 

Journal  Reprints  16.910 

News  of  New  York — advertising 39,028 

Medical  Directory — sales 12,890 

Annual  Convention— -exhibit  rentals 34,205 

Interest  on  Investments — General  Fund 33,159 

Library  Fund — Investment  Income -0— 

Relative  Value  Study  ...  -0- 

What  Goes  On — subscriptions 132 

Guidelines  for  Medical  Review 548 

Miscellaneous  Income 2,196 


Total  Income $2 ,091, 667 


Expended 

to 

9/30/73 


Expenditures 

Office  of  Executive  Vice-President $ 140,498 

General  Counsel 111,593 

Governmental  Affairs . . • 2,195 

Insurance  & Membership  Benefits -0- 

Scientific  Activities  Division 65,303 

Scientific  Publication  Division 293,224 

Medical  Services  Division 51,255 

Research  and  Planning  Division -0- 

Business  Division 277,321 

Management  Services  Division 104,350 

Public  and  Professional  Affairs  Division 207 , 684 

Annual  Convention 66,344 

Officers,  Board,  A.M.A.  Delegation 47,385 

House  of  Delegates  (Special  Committees) 5,014 

Council  Committees 28,630 

Special  Counsel  (Formerly  Legal  Counsel) 11,250 

Legislative  Counsel 16,875 

Non-Divisional 272,879 


Total  Expenditures $1,701,800 


Excess  of  Income  over  Expenditures  $ 389,867 


Revised 
Estimated 
Budget  at 
9/30/73 


2,350,000 

260,000 

3,200 

19.000 
52 , 038 

20.000 
34,205 
37,000 

6,000 

-0- 

250 

750 

2,250 


$2,784,693 


Revised 
Estimated 
Budget  at 
9/30/73 


212,805 
133,995 
37,650 
3,207 
89 , 544 
447,381 
108,530 
20,883 
382,620 
156,659 
321,797 
66,344 
91,944 
7,600 
51,926 
22,500 
22,500 
377,545 


$2,555,430 


$ 229,263 
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Henry  I.  Fineberg 


Executive  Vice-President  (Annual) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  is  a preliminary  report.  A supplementary  ac- 
count of  staff  activities  will  be  submitted  in  February. 

THE  BUILDING 

After  a number  of  meetings  with  the  contractor  and 
the  architect — and  as  the  result  of  much  maneuvering 
and  negotiating — we  finally  arrived  at  an  equitable  fi- 
nancial settlement  of  all  outstanding  bills.  The  Medical 
Society  of  the  State  of  New  York  now  owns  its  fine,  out- 
standing, utilitarian  building,  free  and  clear  of  any  in- 
debtedness. 

The  only  major  costs  involved  in  the  future  will  be 
those  concerned  with  maintenance.  Of  course,  from  ex- 
perience we  have  learned  that,  in  any  new  structure,  un- 
foreseen problems  arise — there  is  never  perfection — but 
we  know  that  we  will  be  able  to  take  care  of  any  “crises” 
satisfactorily. 

With  the  concurrence  of  the  Board  of  Trustees,  the 
surplus  in  the  Building  Fund  is  being  transferred  to  the 
Repair  and  Replacement  Fund — to  be  used  for  keeping 
the  building  in  proper  condition  in  the  years  that  lie 
ahead. 

Thus  far,  we  are  only  obligated  to  pay  real  estate 
taxes  to  the  Village  (under  a state  law  which  permits 
local  options  in  such  cases).  We  have  been  submitting 
our  checks  for  this  purpose  “under  protest.”  The  Asso- 
ciation of  the  Bar  of  the  City  of  New  York  has  instituted 
legal  action  to  do  away  with  this  type  of  requirement, 
because  it  is  similarly  involved.  If  the  lawyers  are  suc- 
cessful, we  will  benefit  by  the  decision  of  the  court;  and 
we  will  be  entitled  to  a refund,  especially  since  we  have 
paid  our  bills  “under  protest.” 

The  county  government  and  school  district  have,  as 
yet,  not  assessed  us.  Here  we  have  many  parties  on  our 
side — agencies  and  associations  which  fit  into  our  cate- 
gory. We  hope  that  these  county  and  school  district  de- 
cisions will  persist. 

THE  STAFF 

Edward  Siegel,  M.I).,  the  immediate  past  president, 
assumed  the  duties  of  Deputy  Executive  Vice-President 
on  May  1st. 

Two  new  staff  Divisions  have  been  established,  1) 
Governmental  Affairs,  and  2)  Insurance  and  Member- 


ship Benefits.  These  new  departments  are  in  keeping 
with  the  Commission  of  Governmental  Affairs  and  the 
Commission  of  Insurance  and  Membership  Benefits 
which  the  Council  set  up  a short  time  ago. 

Following  is  the  new  Table  of  Organization  of  the 
Staff.  A diagramatic  sketch  is  being  prepared  and  will 
be  available  soon. 


STAFF  TABLE  OF  ORGANIZATION 
DIVISIONS 

Office  of  the  Executive  Vice-President 

Executive  Vice-President,  Henry  I.  Fineberg,  M.D. 
Deputy  Executive  Vice-President,  Edward  Siegel, 
M.D. 


Scientific  Activities 

Director,  Norman  S.  Moore,  M.D. 

Public  Health  and  Education 
Physician’s  Placement  Bureau 
Archives 

Scientific  Programs  and  Exhibits — Convention 
“What  Goes  On” 

Allied  Professions 


Scientific  Publications 

Director,  Alfred  A.  Angrist,  M.D. 
Directing  Librarian 
New  York  State  Journal  of  Medicine 
Library 


Medical  Services 

Director,  Max  N.  Howard,  M.D. 

District  Branches 

Workmen’s  Compensation  and  Occupational 
Health 
Specialties 


Executive  Associate 
Gretchen  Wunsch 
House  of  Delegates 
Council 

Executive  Committee  of  Council 
Board  of  Trustees 


Business 

Director,  Eugene  S.  Dombrowski,  M.B.A. 
Accounting 
Budget  and  Finance 
Membership  and  Directory 
Technical  Exhibits — Convention 
Advertising 
Purchasing 

Staff  Benefit  Programs 
Convention  Services 


Research  and  Planning 

To  be  established 
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Management  Services 

Director,  George  W.  Forrest,  Jr. 

Management  Services 
Personnel 

Mail  and  Reproduction 
Catering 

Building  Transportation 
Special  Events 
Office  Services 

Public  and  Professional  Affairs 

Director,  Guy  D.  Beaumont 
News  Media  Relations 
Public  and  Professional  Relations 
News  of  New  York 
Ad  Rem  Bulletin 
Field  Service 
Speakers  Bureau 
Department  of  Information 
Woman’s  Auxiliary 
Medical  Assistants 
New  York  Delegation  to  AMA 

General  Counsel 

Director,  J.  Richard  Burns,  J.D. 

Law 

Legal  Research 

Bylaws 

Ethics 

Judicial  Council 

Legal  Counsel  to  the  Professional  Medical  Liability 
Insurance  and  Defense  Board 

Governmental  Affairs 

State  Governmental  Relations 

Director-Martin  J.  Tracey,  J.D. 

State  Legislation 
(Capitol  News) 

State  Agencies 

New  York  State  Association  of  Professions 

PSRO  and  Related  Activities 

Director — 

PSRO 

HMO 

Foundations 

Peer  Review  Mechanisms 
HEW 

Federal  Legislation 

Insurance  and  Membership  Benefits 

Director — 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
General  Insurance 
Membership  Benefits 


As  a result  of  the  above  organization,  we  have  three 
vacancies  in  important  positions  on  the  staff: 

1.  Director  of  the  Division  of  PSRO  and  Related  Ac- 
tivities. We  have  contacted  the  American  Medical  As- 
sociation and  other  agencies,  seeking  qualified  people; 
and  we  have  had  some  “nibbles.”  WTe  will  continue  the 
search. 

2.  Director  of  the  Division  of  Insurance  and  Member- 
ship Benefits. 


3.  Director  of  the  Division  of  Research  and  Planning. 

Funds  are  available  in  the  1973  budget  for  all  these 
assignments.  As  a result  of  the  rearrangement  of  the 
staff,  we  have  changed  the  locations  of  the  divisions,  to 
bring  related  departments  closer  to  each  other. 

Until  the  Division  of  Governmental  Affairs  is  fully  or- 
ganized, we  have  asked  Edward  Siegel,  M.D.,  deputy  ex- 
ecutive vice-president  to  act  as  the  Central  Clearing  Co- 
ordinator for  PSRO  Activities. 

PSRO  Committee.  After  it  was  determined  that 
there  would  be  a Commission  of  Governmental  Affairs — 
at  the  request  of  the  Council — we  wrote  to  the  presi- 
dents of  county  medical  societies,  presidents  of  district 
branches,  and  chairmen  of  sections,  asking  for  recom- 
mendations which  our  president  would  consider  for  ap- 
pointment to  the  PSRO  Committee.  A number  of  these 
groups  responded. 

Officials  of  the  Department  of  Health,  Education,  and 
Welfare  have  met  on  two  occasions,  with  members  of  the 
State  and  county  medical  societies.  One  meeting  was 
held  in  Albany,  and  the  other  in  New  York  City.  The 
purpose  of  these  conferences  was  to  talk  about  area  des- 
ignations for  PSRO.  Our  suggestions  and  recommenda- 
tions were  presented.  Of  course,  the  final  determina- 
tions will  be  made  by  the  Honorable  Casper  Weinberger, 
secretary  of  HEW. 

It  has  been  decided  that  the  PSRO  Committee  of  the 
Council  will  not  be  appointed  at  this  time:  but  that  we 
will  await  the  release  of  area  designations — in  order  that 
there  may  be  representatives  from  each  of  these  sections 
on  the  Committee.  W’e  know  that,  of  necessity,  this 
group  will  be  a large  one;  but  it  is  felt  that  this  is  the 
only  equitable  way  in  which  we  can  proceed. 

Membership  Benefits.  Last  year  we  reported  that 
at  a meeting  of  comptrollers  of  the  larger  state  medical 
associations  in  the  United  States,  one  of  the  conclusions 
reached  was  “More  and  more  physician  members  of  in- 
dividual state  and  county  medical  societies  are  asking 
‘What  is  my  Society  doing  for  me?’  Most  agreed  that 
the  physician  is  not  satisfied  that  he  receives  a journal 
or  that  he  is  being  represented  by  someone  at  the  state 
capitol  for  his  benefit.  All  agreed  that,  in  addition  to 
these  benefits,  state  and  county  medical  societies  must 
provide  other  services  to  physician  members.” 

This  is  also  our  opinion. 

In  keeping  with  the  principle  enunciated  above,  there 
has  been  established  a Commission  on  Insurance  and 
Membership  Benefits,  which  consists  of: 

1.  Professional  Medical  Liability  Insurance  and  De- 
fense Board; 

2.  Committee  on  General  Insurance; 

3.  Committee  on  Membership  Benefits. 

At  the  same  time  we  have  organized  a staff  Division  of 
Insurance  and  Membership  Benefits. 

In  May,  the  Council  approved  the  appointment  of  an 
Administrator  of  an  Insurance  Program  to  include  plans 
for  group  life  insurance,  accident  and  health  insurance, 
office  overhead,  etc. 

In  a communication  to  this  administrator,  our  Presi- 
dent, Thomas  F.  McCarthy,  M.D.,  made  it  very  clear 
that:  “Naturally,  we  are  interested  in  obtaining  as  a 

benefit  of  membership  in  the  Society  the  finest  protec- 
tion at  the  lowest  possible  cost  that  can  be  produced  for 
our  physicians.  We  are  also  interested  in  making  cer- 
tain that  the  existing  county  and  district  programs  are 
enhanced  and  protected.  To  these  ends  you  may  be 
certain  that  the  Society  Staff  will  extend  every  coopera- 
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tive  effort  to  make  certain  that  the  entire  program  is  of 
true  and  lasting  benefit  to  our  Society  and  our  member 
physicians.” 

We  are  also  considering  going  into  the  areas  of  group 
car  leasing  programs,  group  car  buying  projects,  group 
automobile  insurance,  and  many  other  similar  programs 
which  members  of  our  Society  are  discussing.  You  will 
be  kept  informed  of  progress  as  we  go  along. 

AMA— ERF 

In  accordance  with  a precedent  established  some  time 
ago,  the  American  Medical  Association  submitted  to  us 
AMA-ERF  grant  checks  for  presentation  to  the  medical 


schools  in  our  state. 

Columbia  University  College  of  Physicians 

and  Surgeons $5,549.99 

Albany  Medical  College  of  Union  University  3,562.79 
State  University  of  New  York  at  Buffalo, 

School  of  Medicine 4,296.04 

State  University  of  New  York,  Downstate 

Medical  Center 2,933.84 

New  York  Medical  College 3,836.79 

State  University  of  New  York,  Upstate  Med- 
ical Center 3,348.39 

New  York  University  School  of  Medicine  . . . 4,109.84 

Cornell  University  Medical  College 5,641.10 

University  of  Rochester  School  of  Medicine 

and  Dentistry 4,329.69 

Albert  Einstein  College  of  Medicine  of  Ye- 

shiva  University 2,226.84 

Mount  Sinai  School  of  Medicine  of  the  City 

University  of  New  York 2,086.84 

State  University  of  New  York — Stony  Brook 

(Foundation) 983.42 


The  total  amount  of  money  distributed  throughout 
the  country  was  $963,823.86.  This  represents  contribu- 
tions by  physicians,  the  woman’s  auxiliaries,  medical  so- 
cieties and  other  sources. 

The  checks  were  distributed  to  the  schools  involved; 
and  we  received  quite  a few  letters  of  appreciation. 

DIVISIONS 

The  directors  of  the  various  divisions  of  MSSNY  are 
the  lifeblood  of  our  organization.  All  that  they  and 
their  staffs  accomplish  cannot  be  recorded  adequately 
on  paper.  However,  we  have  attempted  to  list  below  all 
of  their  important  contributions — developments  chosen 
from  reports  submitted  throughout  the  year.  Natural- 
ly, we  have  kept  away  from  duplicating  the  “stories”  of 
committees  and  confined  ourselves  to  staff  functions. 

Scientific  Activities 

The  Committee  on  Nursing  and  Allied  Health  Profes- 
sions has  noted  the  unrest  among  some  nurses  who 
sponsored  Senate  Bill  8274  and  Assembly  Bill  9422 
which  became  effective  March  17,  1973.  This  activist 
group  may  surface  more  in  the  future.  There  is  a great 
change  going  on  in  the  attitude  of  nurses  toward  physi- 
cians and  traditional  nurses’  duties  in  hospitals. 

On  Monday,  April  20,  the  Public  Health  Council  had 
its  annual  meeting  with  the  Governor.  On  May  1,  the 
director  attending  the  Mental  Hygiene  Council  Meeting 
and  proceeded  to  Buffalo  for  the  75th  Anniversary  cele- 
bration of  the  founding  of  Roswell  Park  Memorial  Insti- 


tute. This  was  in  the  form  of  an  all-day  seminar  with 
scientists  from  all  over  the  world  who  had  trained  at 
Roswell  Park,  and  it  ended  up  with  a dinner.  There 
were  guests  from  many  medical  organizations.  The  di- 
vision director  represented  MSSNY. 

There  was  a meeting  of  the  Committee  on  Alcoholism 
on  May  8;  and  the  Committee  on  School  Health  on  May 
9.  On  May  15,  a symposium  was  held  at  Cornell  Medi- 
cal College  on  “Medicine  in  the  Prisons.”  This  sympo- 
sium was  arranged  by  Stephen  Nordlicht,  M.D.,  and  was 
well  attended.  On  May  16,  there  followed  a symposium 
at  the  Statler  Hilton  on  “Medicine,  Society  and  the  Law 
in  a Changing  Era.”  This  was  an  all-day  session,  at- 
tended by  physicians,  lawyers  and  laymen. 

On  May  25,  the  director  conducted  a meeting  of  the 
Public  Health  Council.  He  attended  a meeting  of  the 
Advisory  Council  to  the  Health  Planning  Commission 
on  June  19.  On  June  25,  the  first  meeting  of  the  Gover- 
nor’s Acupuncture  Commission  was  held  in  the  State 
Education  Offices  in  New  York  City. 

In  between  meetings  during  June,  July,  and  August, 
the  director  was  preoccupied  with  fulfilling  requests  for 
information  about  committees  in  the  Division  of  Scien- 
tific Activities.  These  committees  were  analyzed  for 
composition,  medical  specialities  represented,  dates  of 
original  appointments,  tenure,  number  of  members, 
function,  responsibilities,  and  scope  of  activities.  In  all, 
there  were  38  committees.  On  July  9,  the  director  sent 
a memorandum  to  each  committee  chairman  requesting 
that  they  send  their  views  on  the  function,  responsibili- 
ties, and  scope  of  activities  of  their  committees. 

What  Goes  On.  Since  our  last  report,  What  Goes  On 
has  listed  some  1,300  notices  for  hospitals,  medical 
schools,  and  academies  of  medicine,  specialty  societies, 
county  medical  societies,  and  many  others. 

The  number  of  subcriptions  for  What  Goes  On,  as  a 
separate  publication,  dropped  when  the  Journal  sub- 
scription price  dropped.  The  Journal  may  have  picked 
up  earlier  What  Goes  On  subscribers.  As  of  September 
15th  there  are  95  subscriptions  to  What  Goes  On. 

An  interesting  letter  was  received  by  the  editor  from 
the  founder  of  What  Goes  On,  Mrs.  Charlotte  Trout- 
wine,  in  which  she  stated,  “It  is  a joy  to  me  to  see  this 
(WGO)  continuing  since  1951.”  That  makes  it  22  years 
that  this  publication  has  been  in  existence. 

Physicians’  Placement  Bureau.  Our  records  show 
that  a total  of  76  openings  were  filled  or  cancelled  dur- 
ing the  period  September  20,  1972  to  September  15, 
1973.  According  to  letters  and  phone  calls  from  hospi- 
tal administrators,  community  committee  chairmen, 
and  individuals,  the  areas  where  we  were  able  to  place 
physicians  include:  Attica,  Auburn,  Au  Sable  Forks, 
Bronx,  Brooklyn,  Broome,  Callicoon,  Carthage,  Corning, 
Cuba,  Geneseo,  Geneva,  Hudson,  Little  Falls,  Massena, 
Newark,  New  York  City,  Old  Forge,  Oswego,  Platts- 
burgh, Port  Jervis,  Potsdam,  Salamanca,  Stanfordville, 
Syracuse,  Tioga,  Waverly;  as  well  as  Medina,  Mahopac, 
Elmira,  Fulton,  Walton,  and  Suffolk  County.  One  hos- 
pital adminstrator  called  to  tell  us  that  one  of  the  physi- 
cians referred  by  us  was  being  put  on  his  staff. 

As  a result  of  the  Physicians’  Placement  Bureau  send- 
ing out  copies  of  its  own  brochure  requesting  communi- 
ties and  physicians  to  let  us  know  when  they  no  longer 
need  our  service,  we  have  received  many  letters  ex- 
pressing appreciation  and  gratitude  to  the  Medical  Soci- 
ety of  the  State  of  New  York  for  this  service.  They  are 
beginning  to  let  us  know  when  we  are  effective. 
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In  June  1973,  the  bureau  was  advised  that  the  Council 
had  approved  Physicians’  Assistants  and  Specialists’ 
Associates  being  added  to  the  lists  which  are  hiade  up 
by  the  bureau.  To  date,  we  have  received  only  one  re- 
quest for  a PA  and  six  letters  and  resumes  from  PA’s. 

The  Physicians’  Placement  Bureau  maintained  a 
booth  at  the  annual  convention  in  February.  Approxi- 
mately 200  physicians  visited  the  booth  and  asked  for 
lists  of  openings  in  New  York  State.  Many  individuals 
from  upstate  communities  stopped  at  the  booth  to  ask 
for  physicians  for  their  towns  or  to  discuss  recent  refer- 
rals. More  than  500  pieces  of  literature  were  taken 
from  the  booth.  These  included  our  own  brochure,  a 
list  of  opportunities,  questionnaires,  and  so  forth,  as 
well  as  literature  published  by  the  AMA  relating  to 
group  practice,  the  business  side  of  medical  practice, 
and  a brochure  entitled  “A  Physician  for  Your  Commu- 
nity” which  explains  what  a community  should  do  to  at- 
tract physicians. 

The  American  Medical  Association’s  Physicians’ 
Placement  Service  sent  about  1,000  resumes  of  physi- 
cians who  applied  to  them  for  placement  in  our  State. 
Some  of  them  have  settled  in  our  upstate  communities. 

Scientific  Publications 

The  New  York  State  Journal  of  Medicine  has  contin- 
ued to  be  published  on  a semimonthly  basis.  Included 
have  been  the  convention  issue  and  the  official  minutes 
of  the  House  of  Delegates.  This  material,  as  well  as  the 
scientific  articles,  have  been  indexed  in  the  two  semian- 
nual indexes. 

The  Council  has  approved  the  recommendation  that 
the  journal  be  published  monthly  rather  than  semi- 
monthly, starting  in  January,  1974.  The  January  and 
June  issues  will  each  be  in  two  parts,  the  January  one  to 
contain  a supplement  devoted  to  the  program  and  re- 
ports for  the  Annual  Convention,  and  the  June  issue  to 
have  a supplement  devoted  to  minutes  of  the  meeting  of 
the  House  of  Delegates. 

In  June,  Julius  E.  Stolfi;  M.D.,  became  associate  edi- 
tor of  the  Journal.  He  is  eminently  qualified  to  carry 
out  editorial  duties  and  his  experience  will  be  of  great 
value. 

Once  again,  we  wish  to  thank  the  stalwarts  of  the  As- 
sociate Editorial  Board  who  have  served  long  and  faith- 
fully; and  to  welcome  the  new  members  of  the  Board. 

The  Journal  continues  to  attract  ever-increasing 
numbers  of  manuscripts  for  consideration.  This  means 
that  great  care  must  be  taken  in  making  selections,  in 
accepting  only  the  best  manuscripts  and  those  which 
will  be  of  most  interest  to  our  readers.  We  are  doing 
our  best  to  reduce  our  backlog  of  material. 

As  of  the  date  of  this  report,  a total  of  397  manu- 
scripts has  been  submitted,  of  which  239  have  been  ac- 
cepted, 86  rejected;  72  have  been  referred  to  consul- 
tants. The  remainder  of  the  articles  submitted  have 
been  returned  for  changes;  or  are  still  under  consider- 
ation. 

Of  the  2,296  pages  published,  1,449  were  editorial. 
The  total  advertising  pages  for  this  period  has  been  413, 
which  represents  a decline  as  compared  with  previous 
years.  The  ratio  of  editorial  to  advertising  is  77:23. 

Medical  Services 

Two  major  projects,  Workmen’s  Compensation  and 


the  MSSNY  Relative  Value  Scale,  have  monopolized 
most  of  this  division’s  time  during  the  year. 

Workmen’s  Compensation.  The  activities  in  this 
area  have  demanded  an  inordinate  amount  of  time  and 
effort.  The  changeover  from  the  previous  relatively 
concise  and  simple,  but  inequitable,  schedule  to  a rela- 
tive value  scale  format,  was  performed  almost  entirely 
by  this  division.  Problems  in  gaining  acceptance  and 
agreement  from  the  other  parties  involved  caused  delays 
so  that,  although  effective  as  of  January  1,  1973,  the 
schedule  was  not  finalized  until  February.  With  so 
complex  a change  in  the  schedule  it  was  necessary  to 
prepare  and  distribute  informational  releases  to  all  our 
members  through  the  News  of  New  York,  as  well  as 
more  detailed  material  to  the  county  medical  societies 
and  specialty  groups.  Not  unexpectedly,  the  change 
also  resulted  in  a considerable  flow  of  correspondence  as 
well  as  phone  calls  seeking  information  and  clarification. 

Although  the  study  performed  by  the  director  in  the 
fall  of  ’72  was  as  accurate  as  the  available  material  and 
the  time  limits  permitted,  it  was  recognized  that  the 
data  base  from  which  the  conversion  factors  were  ar- 
rived at  to  effect  an  overall  10  per  cent  increase  in  fees 
was  too  small  to  be  certain  that  such  an  increase  would 
in  fact  follow  the  adoption  of  the  new  schedule.  Ac- 
cordingly, we  had  stipulated  that  a new  study  be  con- 
ducted in  the  Spring  of  ’73  to  permit  possible  correction 
as  of  July  1,  1973,  of  the  conversion  factors  for  surgery 
and  radiology.  Unanticipated  problems  arose  in  estab- 
lishing the  methodology  for  the  study;  and  it  took  innu- 
merable meetings  and  months  of  time  to  finally  win 
agreement  to  the  method  that  the  MSSNY  proposed. 
This  agreement  was  not  reached  until  the  latter  part  of 
June.  It  was  then  necessary  to  perform  the  study  as  a 
“crash  program”  within  a three-week  period,  visiting  the 
offices  of  carriers  to  extract  the  basic  information  from 
2,000  randomly  selected  files.  The  basic  material  was 
then  analyzed,  tabulated,  and  summarized.  The  car- 
riers independently  reviewed  the  same  files.  The  re- 
sults arrived  at  by  the  two  studies  were  at  considerable 
variance.  On  challenge,  our  study  proved  to  be  the 
more  valid  and  was  used  as  the  basis  for  negotiation.  As 
a result  of  our  study  the  conversion  factor  in  surgery  was 
increased  from  $27.50  to  $31.00  and  the  conversion  fac- 
tor in  radiology  from  $13.70  to  $15.00. 

The  lack  of  statistics  regarding  the  frequency  of  pro- 
cedures performed  in  the  care  of  workmen’s  compensa- 
tion claimants  was  the  major  cause  of  the  tremendous 
amount  of  work  required  in  analyzing  files  both  in  1972 
and  1973.  Even  with  the  last  2,000  files  reviewed,  the 
sampling  was  probably  no  greater  than  0.5  per  cent  of 
the  total  number  of  cases.  To  avoid  the  necessity  of 
having  to  repeat  such  arduous  tasks  in  the  future,  the 
Society  readily  agreed  to  the  formation  of  a subcommit- 
tee, working  with  statisticians,  to  set  up  a more  practical 
and  more  accurate  means  of  retrieving  the  information 
required  in  analyzing  workmen’s  compensation  prac- 
tices in  the  future.  The  director  is  a member  of  this 
subcommittee  and  has  been  and  will  continue  to  be  ac- 
tive in  formulating  both  policy  and  procedure. 

MSSNY  Relative  Value  Scale.  We  are  far  behind 
our  target  date  in  the  development  of  this  scale,  primar- 
ily due  to  factors  beyond  our  control.  All  the  prelimi- 
nary surveys,  analyses,  and  discussions  were  carried  out 
on  the  basis  of  the  second  edition  of  the  AMA  Current 
Procedural  Terminology  as  mandated  by  the  House  of 
Delegates.  In  the  Fall  of  1972,  as  we  were  nearing  com- 
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pletion  of  the  project,  we  learned  that  a third  edition 
was  to  appear  early  in  1973.  In  December  of  1972,  we 
finally  obtained  a draft  of  the  third  edition  and  because 
of  marked  differences  between  the  two  editions,  had  to 
retype  all  the  material  and  resubmit  it  to  the  specialty 
societies  for  reconsideration.  In  May  of  ’73  we  received 
the  printed  copy  of  the  third  edition  and  found  signifi- 
cant changes  between  the  draft  and  this  final  copy. 
Once  again  we  had  to  retype  and  resubmit  material  to 
the  various  groups.  This  project  is  now  almost  com- 
pleted, and  it  is  still  hoped  that  we  will  have  the  scale  in 
printed  form  before  the  end  of  the  year. 

State  Communities  Aid  Association.  The  Coali- 
tion for  Home  Health  Services  in  New  York  State, 
which  our  Society  joined,  has  required  more  time  than 
expected.  However,  as  the  project  has  developed,  it  is 
one  in  which  it  is  felt  we  should  be  actively  engaged  to 
assure  that  the  physician  retains  the  primary  position  in 
the  treatment  and  care  of  his  patient.  On  June  23, 
1973,  during  the  AMA  Annual  Meeting  in  New  York 
City,  we  cosponsored  a well  attended  program  on  this 
subject. 

Legislation 

Albany  Operations.  (1)  For  the  second  successive 
year,  the  director  represented  the  State  Medical  Society 
at  the  Capitol  in  Albany  during  the  entire  five-month 
session.  He  communicated  the  State  Medical  Society’s 
position  on  numerous  health  bills  through  personal  con- 
tact with  the  legislators,  their  secretaries,  aides,  legal 
counsels,  and  by  visits  to  the  legislators’  offices.  The 
director  also  worked  very  closely  with  the  Medical  Soci- 
ety of  the  State  of  New  York’s  legislative  counsel  at  the 
Capitol  in  directing  and  preparing  the  Medical  Society 
of  the  State  of  New  York  position  statements  on  pend- 
ing bills,  and  actively  participated  in  the  presentation 
and  discussion  of  these  memoranda  with  members  of  the 
State  Legislature. 

(2)  For  the  second  successive  year,  a telephone  an- 
swering service  was  in  operation  in  Albany.  This  mech- 
anism proved  to  be  a most  valuable  means  of  communi- 
cation between  the  director  and  the  legislators,  their 
staffs,  county  medical  societies,  and  individual  physi- 
cians. 

(3)  Our  MSSNY  weekly  legislative  bulletin,  Capitol 
News,  kept  key  physicians  abreast  of  developments  con- 
cerning bills  pending  in  the  Legislature.  Twenty-one 
issues  were  published,  the  last  on  July  5,  1973.  The  21 
issues  were  two  more  than  the  19  issues  published  in  the 
previous  year. 

Headquarters  Activities.  The  staff  of  the  division 
at  Lake  Success  successfully  carried  on  numerous  func- 
tions during  the  time  the  director  was  working  in  Alba- 
ny, through  daily  telephone  conferences  with  him  and 
under  his  personal  supervision  after  the  adjournment  of 
the  Legislature.  The  following  were  some  of  the  princi- 
pal achievements. 

(1)  Five  memoranda  were  mailed  to  all  members  of 
the  State  Legislature.  Each  one  acted  as  a transmittal 
letter  for  a group  of  MSSNY’s  position  statements  on 
pending  health  bills. 

(2)  Legislation  Action  Bulletin  (LAB)  was  inaugu- 
rated during  the  year  as  a new  method  of  internal  com- 
munication. The  purpose  of  this  bulletin  was  to  alert 
physicians  to  developments  in  Albany  and  to  spell  out 
for  them  specific  actions  to  be  taken.  Six  issues  of 


LAB,  were  sent,  along  with  position  statements,  to  all 
county  medical  society  legislation  chairmen,  presidents, 
secretaries,  executive  secretaries,  panels  of  liaison  physi- 
cians, and  key  officials  of  the  Woman’s  Auxiliary. 

(3)  Special  communications  were  also  sent  to  all 
members  of  the  Senate  and  the  Assembly  in  the  form  of 
Mailgrams  particularly  in  regard  to  MSSNY’s  opposi- 
tion to  S.920-A  (Lombardi),  the  hospital  health  insur- 
ance plan  bill. 

(4)  Letters  were  sent  to  all  members  of  Congress  in 
New  York  State,  the  two  New  York  Senators,  and  Presi- 
dent Nixon,  transmitting  to  them  MSSNY’s  House  of 
Delegates  Resolution  73-84  “Exclusion  of  Regional  Pro- 
gram from  Federal  Budget.”  Many  replies  were  re- 
ceived, including  responses  on  behalf  of  the  President 
and  from  the  two  Senators.  Almost  all  individuals  re- 
sponding supported  MSSNY’s  position  favoring  contin- 
uation of  RMP  (Regional  Medical  Programs). 

(5)  Files  on  the  continuously  mounting  number  of 
health  bills  and  records  of  their  progress  were  main- 
tained through  daily  services  provided  by  the  Legisla- 
tive Index  Company.  These  files  were  the  basis  upon 
which  inquiries  concerning  requests  for  copies  of  bills 
and  their  status  were  answered. 

Visits  to  Legislators’  Offices.  Through  arrange- 
ments made  by  the  division,  members  of  the  State  Leg- 
islation Committee  met  with  several  Senators  and  As- 
semblymen from  their  home  areas  following  the  meeting 
of  the  committee  on  March  6,  in  Albany.  This  was  the 
first  time  that  members  had  visited  the  Capitol  and  the 
new  Legislators’  Office  Building. 

In  the  evening,  the  members  of  the  committee  took 
part  in  the  Annual  Reception  for  Legislators,  conducted 
by  the  New  York  State  Association  of  Professions,  Inc. 
(NYSAP).  At  this  reception,  the  committee  members 
again  had  an  excellent  opportunity  to  meet  with  addi- 
tional members  of  the  Senate  and  Assembly,  including 
such  high-ranking  officials  as  Lieutenant  Governor  Mal- 
colm Wilson;  Attorney  General  Louis  L.  Lefkowitz; 
Comptroller  Arthur  Levitt;  and  Senator  Warren  Ander- 
son, State  Majority  Leader.  Thomas  F.  McCarthy, 
M.D.,  State  Medical  Society  president,  participated  in 
both  events. 

Legal  Research  and  Memoranda.  Prior  to  the  sep- 
aration of  the  Division  of  Legislative  Affairs  from  the 
Office  of  General  Counsel,  the  director  engaged  in  gath- 
ering legal  data  concerning  several  legal  problems. 
Among  these  were  the  preparation  of  a legal  opinion 
concerning  legal  action  challenging  portion  of  Public 
Law  92-603  (H.R.I.),  as  set  forth  in  a Resolution  adopt- 
ed by  the  1973  House  of  Delegates  (73-60).  This  resolu- 
tion was  entitled  “Discrimination  Against  Certain  Hos- 
pital Medicare  Beneficiaries  Under  Public  Law  92-603 
(H.R.l).” 

Meetings  and  Public  Hearings.  Both  during  the 
session  of  the  State  Legislature  and  after  adjournment, 
the  director  participated  in  many  important  meetings 
and  public  hearings;  and  he  spoke  at  several  of  them  as 
the  representative  of  MSSNY.  The  following  are  some 
of  the  meetings  in  which  the  director  participated. 

(1)  Joined  with  legislative  counsel  in  attending  25th 
Annual  Dinner,  New  York  Republican  State  Committee, 
Hotel  Hilton,  New  York  City. 

(2)  During  the  AMA  Convention,  met  with  Bernard 
Hirsh,  AMA  general  coursel,  to  discuss  current  prob- 
lems, notably  Long  Island  Jewish — Hillside  Medical 
Center — Blue  Cross  Health  Insurance  Plan. 
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(3)  Attended  a public  hearing  conducted  by  the 
Senate  Health  Committee  and  the  Assembly  Health 
Committee  on  Emergency  Medical  Services  Bill,  Mineo- 
la,  New  York. 

(4)  Addressed  the  Rockland  County  Medical  Soci- 
ety, New  City,  and  outlined  MSSNY’s  activities  during 
the  past  session  of  the  State  Legislature  and  its  plans  for 
the  future. 

(5)  Represented  the  executive  vice-president;  and 
presented  a statement  on  his  behalf  at  the  Annual  Leg- 
islative Conference,  New  York  State  Board  of  Regents, 
Chancellor’s  Hall,  Education  Building,  Albany. 

(6)  Participated  in  a public  hearing  conducted  by 
the  Senate  and  Assembly  Health  Committees  on  Emer- 
gency Health  Services  Bill  at  White  Plains,  New  York, 
where  John  H.  Carter,  M.D.,  State  Legislation  Commit- 
tee chairman,  presented  MSSNY’s  views. 

(7)  Attended  a regular  meeting  of  the  New  York 
State  Association  of  the  Professions  (NYSAP)  held  at 
headquarters  of  New  York  State  Pharmaceutical  Associ- 
ation, New  York  City. 

(8)  Addressed  the  Fall  Conference  of  the  Woman’s 
Auxiliary  held  at  the  Roundtowner  Motel,  Albany;  and 
explained  what  MSSNY  is  doing  in  legislation  and  how 
the  Auxiliary  can  supplement  the  physicians’  efforts. 

General  Counsel 

The  Office  of  General  Counsel  came  into  existence  on 
January  1,  1973,  and  there  has  been  an  orderly  change- 
over from  the  conduct  of  the  legal  affairs  of  the  Society 
by  outside  counsel  to  integration  of  these  activities  into 
the  headquarters  staff  structure  of  the  Society. 

The  duties  of  the  general  counsel  include  the  fol- 
lowing: Attend  meetings  of  Council,  Board  of  Trustees, 
and  meetings  of  certain  Council  committees;  attend  all 
sessions  of  the  House  of  Delegates;  review  all  reference 
committee  reports,  prior  to  submission  to  House  of  Del- 
egates, for  legal  accuracy  and  propriety;  provide  legal  as- 
sistance in  the  corporate  activities  of  the  Society  and  its 
component  county  societies;  review  and/or  draft  pro- 
posed contracts  and  agreements  between  the  Society 
and  others;  interpret  meaning  and  effect  of  various  fed- 
eral, state,  and  municipal  statutes  and  regulations  on 
the  Society,  its  component  county  societies,  and  its  indi- 
vidual members;  assist  in  the  preparation  of  reports  and 
documents  required  by  various  governmental  agencies; 
attend  all  meetings  of  the  Judicial  Council,  and  render 
legal  assistance  as  required;  supervise  the  professional 
liability  defense  of  “uninsured”  members  (as  required 
by  the  Bylaws)  and  engage  legal  consultants  in  these 
matters,  when  necessary. 

The  general  counsel  and  his  associate  have  been  en- 
gaged in  a multitude  of  activities  relating  to  the  legal 
and  legislative  concerns  of  the  Society,  its  various  com- 
ponent county  medical  societies  and  district  branches, 
its  council  commissions  and  committees,  its  physician 
members,  and  even  its  ancillary  affiliates,  such  as  the 
Woman’s  Auxiliary. 

The  Office  of  General  Counsel  has  been  given  by  the 
executive  vice-president  the  specific  mission  of  provid- 
ing staff  research  and  support  to  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  the  House 
Committee  on  Bylaws,  the  Council  Committee  on  Con- 
stitution and  Bylaws,  the  Judicial  Council,  the  Council 
Committee  on  Ethics,  and  the  Council  Ad  Hoc  Commit- 
tee to  Study  Professional  Medical  Liability  Insurance. 


In  addition  the  division  has  been  providing  staff  assis- 
tance to  the  Council  Committee  on  Research  and  Plan- 
ning, pending  the  activation  of  the  Division  of  Research 
and  Planning. 

All  proposed  revisions  to  the  constitutions  and  bylaws 
of  the  component  county  medical  societies  and  district 
branches  have  been  reviewed  to  insure  that  they  do  not 
violate  the  laws  of  the  State  of  New  York  or  the  Bylaws 
of  the  State  Society.  Of  particular  importance  is  the  as- 
surance that  these  bylaws  comply  with  the  terms  of  the 
new  Not-For-Profit  Corporation  Law.  Appropriate  rec- 
ommendations have  been  made  thereafter  to  the  Coun- 
cil Committee  on  Constitution  and  Bylaws  concerning 
the  proposed  revisions.  At  the  request  of  the  Council 
Committee  on  Constitution  and  Bylaws,  the  Office  of 
General  Counsel  has  prepared  a “model”  constitution 
and  bylaws  for  the  component  county  medical  societies 
to  use  in  revising  their  constitutions  and  bylaws  and  to 
insure  compliance  with  various  laws  and  statutes  of  New 
York  State.  The  necessary  legal  documents  to  petition 
for  permission  to  intervene  as  amicus  curiae  in  a lawsuit 
involving  the  issue  of  “due  process”  between  a member- 
physician  and  a hospital  center,  participated  in  negotia- 
tions with  the  New  York  Attorney  General’s  Bureau  of 
Consumer  Frauds  to  compel  the  New  York  Telephone 
Company  to  verify  the  licensure  of  individuals  applying 
for  listing  as  physicians  in  the  “Yellow  Pages”  of  the 
telephone  directory. 

The  general  counsel  also  attended  a Congress  on 
Medical  Ethics  in  Washington,  D.C.,  sponsored  by  the 
Judicial  Council  of  the  AMA  on  April  26  to  April  28, 
1973. 

Public  and  Professional  Affairs 

For  the  Division  of  Public  and  Professional  Affairs, 
the  year  1973  was  one  of  organizational  change  and  re- 
finement. At  the  year’s  end,  new  personnel  and  several 
changes  in  the  assignment  of  responsibility  reflected  a 
smoother  operation  and  the  ability  to  handle  an  increase 
in  work  load  without  a concomitant  increase  in  staff. 

Internal  communication  is  now  largely  the  responsi- 
bility of  Mr.  Henry  J.  Zaleski  who  joined  MSSNY  in  De- 
cember of  1972,  as  editor  of  the  monthly  bulletin,  News 
of  New  York,  and  the  Ad  Rem  “quick  news”  bulletins 
displayed  in  the  physicians’  lounges  of  hospitals.  Grad- 
ually these  bulletins  are  reflecting  the  editor’s  policy  of 
reporting  accurately,  and  as  succinctly  as  possible,  in 
the  interest  of  the  physician’s  time.  Reports  in  detail 
on  any  subject  published  in  brief  form  may  be  secured 
by  contacting  the  editor. 

Releases  to  the  public  news  media,  as  well  as  public 
relations  planning  and  implementation,  are  the  assign- 
ment of  Mr.  Michael  D.  Reichgut,  who  joined  MSSNY 
in  July  of  1973.  He  is  also  a staff  assistant  to  the  Public 
Relations  Committee. 

Mrs.  Bess  Kurzner,  Manager  of  the  Department  of  In- 
formation, answers  the  endless  chain  of  questions  from 
our  members  and  from  the  public  which  are  not  refera- 
ble to  any  other  specific  departments  at  headquarters. 
This  averaged  231  telephone  inquiries  per  month;  30 
written  requests  for  assistance;  and  15  interviews  with 
people  who  call  in  person  at  the  State  Society’s  office. 
In  addition  to  this  important  professional  and  public 
relations  effort,  the  manager  of  information  also  handles 
details  involved  with  the  several  MSSNY  awards  pro- 
grams including  the  annual  President’s  Citation,  the 
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Fifty-Year  Awards,  and  the  Bernstein  Award.  She  also 
assists  the  Woman’s  Auxiliary  and  the  New  York  Chap- 
ter of  the  American  Medical  Assistants  Association  with 
typing  and  duplication. 

Since  the  completion  of  the  very  successful  MSSNY 
VD  Education  Program  in  June,  the  field  service  rep- 
resentatives have  resumed  their  more  normal  function 
of  directly  assisting  the  county  medical  societies  and 
district  branches,  their  officers  and  individual  members. 
Additional  responsibility  is  their  cultivation  of  relations 
with  other  professional  organizations  and  the  news 
media.  Two  new  regional  representatives  joined  the 
field  service  in  1973.  Mr.  John  Mucci  serves  in  central 
upstate  New  York  and  Mr.  Julius  H.  Horton,  Jr.,  who 
first  managed  the  Mobile  Health  Education  Program,  is 
now  serving  as  regional  representative  for  downstate 
New  York. 

During  the  year,  the  director  of  the  Division  of  Public 
and  Professional  Affairs,  in  addition  to  his  routine  su- 
pervisory responsibilities,  interviewed  and  trained  the 
four  staff  members  who  joined  the  division.  He  also  or- 
ganized and  staffed  the  Albany  Seminar  on  Foundations 
for  Medical  Care  (sponsored  in  April  in  cooperation 
with  the  New  York  State  Institute  for  Research  and  De- 
velopment in  Health  Care,  Inc.).  He  also  assisted  Presi- 
dent McCarthy  with  the  organization  of  receptions  held 
throughout  the  State.  He  was  responsible  for  the  annu- 
al conference  of  county  society  presidents  held  in  Octo- 
ber. He  staffed  the  New  York  Delegation  to  the  AMA 
at  the  Annual  Session  in  June  and  the  Clinical  Session 
in  December. 

BUSINESS 

Accounting.  A manager  of  accounting  was  appoint- 
ed, with  the  responsibility  of  supervising  the  daily  finan- 
cial activities  of  this  department.  At  present,  work  is 
being  done  to  streamline  the  system. 

Journal.  Publishing  the  New  York  State  Journal  of 
Medicine  once  a month,  which  will  entail  a saving  of  ap- 
proximately $50,000  per  annum,  will  not  result  in  a loss 
of  advertising  revenue.  At  present  95  per  cent  of  the 
advertisers  run  only  one  advertisement  per  month. 

2)  It  was  decided  to  intersperse  advertising  through- 
out the  issue  of  the  Journal,  rather  than  group  all  adver- 
tising within  a few  limited  pages.  This  change  is  more 
acceptable  to  our  advertisers  who  feel  that  readership 
will  skip  over  the  advertising  pages  and  go  right  into  the 
“reading  material”  if  interspersing  is  not  present. 

3)  Advertising  revenues  have  dropped  for  the  first 
nine  months  of  the  year  due  to  general  trend  of  the 
economy  and  the  slow  approval  of  new  products  by  the 
Federal  Drug  Administration.  An  improvement  in  this 
area  is  expected  during  the  last  quarter  of  the  year. 

4)  Advertising  rates  are  being  raised  effective  Janu- 
ary 1st.  There  have  been  no  increases  since  1967,  and  it 
was  felt  that  an  adjustment  was  in  order  at  this  time. 
The  average  increase  ranges  from  10  to  20  per  cent.  On 
the  other  hand,  four-page  color  rates  were  reduced  to 
make  them  competitive  with  other  medical  publication 
rates. 

Membership-Directory.  1)  The  Membership  De- 
partment continues  to  operate  as  usual.  A slight  loss  in 
membership  may  take  place  in  1973  but  the  number  is 
insignificant.  Over  99  per  cent  of  members  have  paid 
their  1973  dues  at  this  writing. 

2)  The  question  of  the  format  of  the  1974  dues  bill 


has  been  settled  and  the  bills  will  clearly  indicate  that 
AMA  dues  are  optional. 

3)  The  Directory  Department  continues  to  work  on 
the  preparation  of  material  for  the  1973-1974  Medical 
Directory.  Publication  and  mailing  is  scheduled  for  the 
first  week  in  December. 

Purchasing— Travel  Department.  Competitive 
bidding  for  supplies  and  equipment  continue.  Quantity 
purchases  are  still  made  where  practical. 

Employee  Benefits  Program.  1)  One  major  revi- 
sion was  made  in  the  pension  program;  it  became  a non- 
contributory plan.  Effective  January  1,  1973,  the  entire 
pension  premium  was  absorbed  by  the  State  Society. 
This  is  in  keeping  with  the  modern  trend. 

2)  All  other  areas  of  the  benefits  program,  life  insur- 
ance, disability  insurance,  hospitalization,  medical  care, 
major  medical,  continue  to  operate  satisfactorily.  Areas 
for  improvement  of  the  plan  will  be  studied  in  1974. 

Convention  Services.  Despite  several  criticisms  in 
certain  operational  areas  of  the  1973  annual  meeting, 
the  overall  performance  earned  high  “grades.”  We  shall 
continue  to  strive  for  better  service,  particularly  in  the 
workroom  area.  Plans  for  the  1974  annual  meeting  are 
progressing  according  to  schedule. 

MISCELLANEOUS 

I.  Release  of  Statistical  Information  to  the  Press 
by  Hospitals.  A short  time  ago,  Anthony  DiBenedetto, 
M.D.,  Chairman  of  the  Department  of  Surgery  of  the 
Nassau  County  Medical  Center,  consulted  us  about  a re- 
quest from  a newspaper  in  Nassau  County,  stating  that 
they  must  release  to  the  press  certain  important  statisti- 
cal information.  Later  on,  we  were  also  contacted  by 
the  Director  of  Medicine  of  that  Hospital. 

It  was  our  feeling  that  this  was  out  of  order  and  we  so 
stated.  We  contacted  the  Honorable  Ralph  Caso,  Nas- 
sau County  Executive,  whose  brother  is  a Doctor  of 
Medicine.  It  was  his  opinion  that  he  would  not  press 
the  point  if  the  Hospital  had  the  support  of  the  Medical 
Society  of  the  State  of  New  York. 

Early  in  August,  I received  the  following  communica- 
tion from  Doctor  DiBenedetto: 

Thank  you  very  much  for  the  trouble  you  have 
taken  on  our  behalf.  I know  you  have  many  burdens 
and  we  regret  having  to  add  another. 

Although  the  hospital  has  already  given  to  the  press 
our  overall  mortality  rate  for  open  heart  surgery,  ad- 
ditional demands  are  now  being  made.  A reporter 
has  requested  from  the  hospital  a list  of  our  deaths  for 
1972,  with  the  preoperative  diagnosis,  age  of  patient, 
operative  procedure  performed,  New  York  heart  clas- 
sification, and  whether  or  not  the  patients  had  a pre- 
vious medical  history  at  the  Nassau  County  Medical 
Center.  He  further  requests  the  patient’s  age,  opera- 
tive procedure,  New  York  heart  classification,  and 
whether  it  is  an  emergency  or  an  elective  case. 

As  you  remember  from  our  conversation,  our  Medi- 
cal Board  was  opposed  to  releasing  this  kind  of  infor- 
mation and  was  overruled.  It  has  been  our  feeling 
from  the  beginning  that  the  releasing  of  this  kind  of 
information  to  the  press  is  inappropriate  and  poten- 
tially of  very  great  harm  to  our  hospital  and  out-pa- 
tients. Furthermore,  it  is  obvious  that  once  this  kind 
of  information  is  released  for  the  first  time,  the  de- 
mands for  additional  information  will  never  cease, 
leading  finally  to  the  point  where  the  newspaper  re- 
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porter  is  in  effect  conducting  a peer  review  and  com- 
paring one  hospital  with  another  according  to  how  he 
chooses  to  handle  this  information. 

It  would  be  of  great  help  to  us,  the  medical  staff,  if 
the  State  Medical  Society  would  support  us  in  this 
matter  in  the  interest  of  medicine  and  the  public. 
Such  support  in  writing  by  the  State  Society  would  do 
much  to  strengthen  our  position  in  the  future  as  fur- 
ther demands  for  this  kind  of  information  are  made 
by  the  press. 

We  presented  this  letter  to  the  Executive  Committee; 
and  we  arrived  at  the  decision  that  we  should  approve 
the  stand  of  the  physicians  at  the  Medical  Center. 

We  transmitted  the  following  communication  to  Doc- 
tor DiBenedetto: 

At  its  meeting  on  August  16th,  the  Executive  Com- 
mittee of  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  endorsed  the  stand  of  the  medical 
staff  of  the  Nassau  County  Medical  Center  regarding 
the  release  of  hospital  and  patient  statistical  data  to 
the  Press. 

Information  of  this  type  without  an  intelligent  ana- 
lytic interpretation  of  the  figures  by  qualified  physi- 
cians— and  in  the  hands  of  people  without  the  proper 
expertise — may  result  in  serious  misapprehensions. 
It  could  bring  about  dire  consequences  to  the  pa- 
tients, the  hospital  and  members  of  the  staff. 

In  our  opinion,  although  they  believe  they  are  om- 
nipotent, newspaper  men  are  not  trained  to  conduct 
medical  peer  reviews.  Many  factors  must  be  consid- 
ered beyond  the  comprehension  of  the  reporter.  Only 
the  man  of  medicine  can  be  the  true  judge! 

Since  then  we  have  learned  that  our  intervention  has 
had  some  effect.  “It  has  stiffened  the  spines  of  those 
who  were  wavering.”  The  hospital  will  publish  a pro- 
fessional review  of  its  experiences  in  open  heart  surgery 
in  its  hospital  journal. 

Also,  the  executive  director  of  the  American  College 
of  Surgeons  has  approved  our  determination  in  this 
matter;  and  he  has  stated  unequivocally  that  the  release 
of  the  information  as  requested  by  the  press  is  inappro- 
priate. This  entire  subject  is  to  be  brought  to  the  atten- 
tion of  the  Board  of  Regents  of  the  American  College  of 
Surgery  at  its  next  meeting. 

II.  Workmen’s  Compensation  and  Chiropractic. 
We  are  sure  that  all  of  you  know  that,  as  a result  of  a bill 
that  was  passed  in  the  Legislature  earlier  this  year  and 
signed  into  law'  by  the  Governor,  chiropractic  is  now  in- 
cluded in  the  Workmen’s  Compensation  Program.  We 
are  informed  that  this  will  require  a Chiropractic  Work- 
men’s Compensation  Board;  and  that  this  group  will  be 
asked  by  the  chiropractors  to  set  up  specialty  classifica- 
tions. How  much  lower  can  we  sink!!! 

The  compensation  people  have  asked  that  we  recom- 
mend a doctor  of  medicine  to  sit  with  the  chiropractors— 
a voice  in  the  wilderness. 

In  accordance  with  the  precedent  set  by  our  Society 
years  ago,  when  we  refused  to  designate  a physician  to 
sit  with  the  chiropractic  licensing  board,  we  have  in- 
formed the  authorities  of  the  Workmen’s  Compensation 
Board  that  we  will  never  recommend  a Doctor  of  Medi- 
cine for  this  assignment. 

We  would  like  someone  to  explain  to  us  what  special- 
ties belong  in  the  realm  of  the  quack. 

III.  Chiropractic — Medicaid  and  Medicare. 

Under  a new  law  passed  by  Congress,  chiropractors  are 
included  in  Medicare  and  Medicaid.  This  provision  was 


enacted  despite  great  objections  from  innumerable 
bonafide  organizations  and  agencies.  HEW  itself  pro- 
tested vehemently  against  this  inequitable  situation, 
with  proper  documentation  and  scientific  data. 

Now,  the  Department  of  HEW  has  been  compelled  to 
issue  some  regulations.  Payment  may  be  made  only  for 
the  chiropractor’s  manual  manipulation  of  the  spine  to 
correct  a subluxation  (demonstrated  by  x-ray  to  exist) 
which  has  resulted  in  a neuromusculoskeletal  condition 
for  which  such  manipulation  is  appropriate  treatment. 

The  HEW  definition  of  a subluxation  is  indeed  ludi- 
crous: 

A subluxation  will  be  deemed  present  when  an  in- 
complete dislocation,  off-centering,  misalignment, 
fixation  or  abnormal  spacing  of  the  vertebrae  is  ana- 
tomically demonstrable  on  an  x-ray  film  to  individu- 
als trained  in  the  reading  of  x-rays. 

Since  no  one  has  a “perfect  spine,”  we  feel  that  practi- 
cally everyone  fits  into  this  definition. 

The  Committee  on  Quackery  of  the  American  Medi- 
cal Association,  of  which  your  executive  vice-president 
is  a member,  vehemently  protests  against  these  machi- 
nations. Furthermore,  we  would  like  to  know  who  will 
interpret  the  x-ray  films.  It  is  our  contention  that  this 
must  be  done  by  a competent,  qualified  person.  Even 
the  definition  demands  this.  The  chiropractor  does  not 
qualify. 

Wilbur  J.  Cohen,  former  Secretary  of  HEW,  once 
said,  “Chiropractic  theory  and  practice  are  not  based 
upon  the  body  of  basic  knowledge  related  to  health,  dis- 
ease, and  health  care  that  has  been  widely  accepted  by 
the  scientific  community.  Moreover,  irrespective  of  its 
theory,  the  scope  and  quality  of  chiropractic  education 
do  not  prepare  the  practitioner  to  make  an  adequate  di- 
agnosis and  provide  appropriate  treatment.” 

It  is  difficult  to  understand  how  the  bureaucrats  in 
our  Government  insist  that  they  are  interested  in  high 
quality  medical  care  for  everyone  to  the  extent  of  con- 
sidering the  requirement  of  recertification  and  relicen- 
sing of  a true  Doctor  of  Medicine;  and  then  approve  the 
practices  of  quacks  who  know  nothing,  or  little,  about 
the  art  of  healing. 

What  administrative  procedures  are  planned  to  in- 
sure, first,  the  safe  taking  of  the  x-ray  and,  second,  the 
scientific  ability  to  read  the  x-ray  and  reach  the  deter- 
mination that  it,  in  fact,  does  demonstrate  a subluxa- 
tion? 

At  a meeting  in  Philadelphia,  we  learned  that  HEW  is 
still  confused. 

IV.  Medical  Records  and  Chiropractors.  From 
Chicago,  we  learn  that  the  story  is  being  circulated  that 
chiropractors  in  New  York  State  may  obtain  medical  in- 
formation from  doctors  of  medicine  at  the  patient’s  re- 
quest. (Opinion  allegedly  given  by  counsel  of  the  Medi- 
cal Society  of  the  County  of  New  York,  and  William  F. 
Martin,  Esq.) 

The  Director  of  the  Division  of  Investigation  of  the 
AMA  asked  us  to  investigate  this  matter;  and  we  re- 
ferred it  to  our  general  counsel. 

We  have  transmitted  his  finding  to  the  AMA,  which  is 
as  follows: 

“It  is  our  opinion  that  a physician  is  under  no  legal 
obligation  to  furnish  a copy  of  his  medical  record  to  a 
chiropractor  at  the  request  of  a patient.  The  record 
is  the  property  of  the  physician,  not  the  property  of 
the  patient.  The  record  is  intended  to  assist  the 
treating  physician,  and  perhaps  a succeeding  physi- 
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cian,  in  the  proper  care  and  treatment  of  the  patient. 
Furnishing  a chiropractor,  whose  scope  of  activity  is 
greatly  circumscribed,  would  certainly  not  contribute 
to  the  protection  of  the  health  and  welfare  of  the  pa- 
tient which  is  after  all  the  primary  responsibility  and 
duty  of  the  physician.” 

V.  Separation  of  Annual  Meeting  of  House  of 
Delegates  and  Scientific  Program.  The  Council  has 
approved  the  separation  of  the  Annual  Meeting  of  the 
House  of  Delegates  and  the  Scientific  Program,  the 
House  of  Delegates  to  meet  in  the  Fall  at  a selected  time 
and  place;  the  Scientific  Program  to  be  retained  in  New 
York  City  in  February. 

At  the  time  the  Council  approved  this,  we  were  under 
the  misapprehension  that  it  was  not  covered  in  our  Con- 
stitution and  Bylaws. 

Since  then,  we  have  learned  that  the  new  Bylaws 
adopted  by  the  House  of  Delegates  in  1973  definitely 
“provide  that  the  Annual  Scientific  Program,  as  well  as 
the  Annual  Meeting  of  the  Sections  and  Sessions,  of  Sci- 
entific Motion  Pictures  and  Exhibitions,  be  held  at  the 
same  time  as  the  Annual  Meeting  of  the  House  of  Dele- 
gates.” 

Therefore,  in  order  to  follow  the  dictates  of  the  Coun- 
cil, it  will  be  necessary  to  introduce  a resolution  in  the 
1974  meeting  of  the  House  of  Delegates  that  these  two 
activities  be  separated. 

VI.  New  Regulations  Regarding  Malpractice 
Defense.  As  you  know,  the  Bylaws  were  revised  at  the 
February  1973  meeting  of  the  House  of  Delegates  to 
eliminate  free  malpractice  legal  defense  by  the  Society. 
This  necessitated  a revision  of  the  Regulations  Govern- 
ing the  Professional  Medical  Liability  Insurance  and 
Defense  Program  of  the  Medical  Society  of  the  State  of 
New  York.  The  following  is  the  revised  text: 

By  agreement  between  the  Medical  Society  of  the 
State  of  New  York  and  its  insurance  carrier,  suits 
against  members  covered  under  the  State  Medical  So- 
ciety are  defended  by  legal  firms  approved  by  the 
State  Medical  Society  upon  recommendation  of  its 
general  counsel. 

Active,  life,  or  junior  members  of  the  State  Society 
are  eligible  to  apply  for  insurance  under  the  Society’s 
program.  Applicants  for  active  or  junior  membership 
or  applicants  for  reinstatement  are  eligible  to  apply 
for  insurance  as  soon  as  a satisfactory  application  for 
membership  or  reinstatement  is  filed  with  one  of  the 
county  medical  societies.  Applications  for  insurance 
shall  be  made  through  the  office  of  the  Indemnity 
Representative  of  the  State  Medical  Society,  who 
shall  be  the  broker  of  record. 

Insurance  shall  not  become  effective  prior  to  the 
day  following  the  date  a written  application  on  the 
prescribed  form  is  presented  to  the  office  of  the  In- 
demnity Representative  or  is  placed  in  the  mail,  as  in- 
dicated by  the  postmark  on  the  envelope.  The  In- 
demnity Representative,  may,  however,  bind  insur- 
ance as  of  the  day  following  verbal  request  therefore, 
subject  to  prompt  submission  of  a written  application 
and  compliance  with  all  other  requirements  and  con- 
ditions for  securing  this  insurance. 

The  insurance  carrier  for  the  State  Medical  Society 
program  has  assigned  an  underwriter  to  the  fulltime 
duty  of  screening  new  applications  and  watching  for 
adverse  loss  experience  among  those  physicians  al- 
ready insured.  The  indemnity  representative  shall 
refer  to  the  company  underwriter  applications  which 


show  a history  of  past  claims  or  suits.  The  under- 
writer may  deny  or  accept  the  application  or  he  may 
offer  coverage  on  a rated-up  basis.  Except  in  those 
cases  where  an  interview  has  been  held  during  the 
preceding  three  years,  the  applicant  has  the  right  to 
appeal  to  the  Professional  Medical  Liability  Insur- 
ance and  Defense  Board  if  he  does  not  wish  to  accept 
the  decision  of  the  company  underwriter.  In  those 
cases  where  an  interview  has  been  held  during  the 
preceding  three  years,  an  appeal  may  be  granted  if  the 
applicant  demonstrates  conclusively  that  he  has  new 
facts  and  information  that  may  have  a bearing  on  the 
Board’s  previous  decision. 

Whenever  the  Professional  Medical  Liability  Insur- 
ance and  Defense  Board  shall  have  determined  to  its 
satisfaction  that  the  medical  practice,  conduct,  atti- 
tude, or  loss  experience  of  an  insured  member  is  such 
as  to  constitute  an  undue  hazard  to  the  State  Medical 
Society  Program,  the  Board  shall  have  the  right  to 
recommend  that  insurance  be  discontinued,  or  the 
Board  can  recommend  continuation  of  the  insurance 
providing  the  insured  accepts  a rated-up  policy  with 
or  without  a deductible  clause.  The  amount  of  addi- 
tional premium  shall  be  calculated  by  the  company 
underwriter.  A member  shall  have  the  right  to  ap- 
peal such  determination  of  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  to  the  Council 
of  the  Medical  Society  of  the  State  of  New  York.  But 
only  if  the  written  request  for  an  appeal  is  received  by 
the  Society  within  thirty  days  after  written  notifica- 
tion of  the  Board’s  decision  was  sent  to  the  member. 

Upon  receipt  of  notice  from  the  State  Medical  Soci- 
ety of  termination  of  membership,  the  Indemnity 
Representative  shall  advise  the  former  member  that 
his  insurance  through  the  State  Medical  Society  Pro- 
gram can  be  continued  only  if  his  membership  is  rein- 
stated promptly.  If  reinstatement  has  not  been  ef- 
fected within  a reasonable  time,  the  Indemnity  Rep- 
resentative shall  notify  the  company  that  the  former 
member  is  no  longer  eligible  for  professional  medical 
liability  insurance  under  the  State  Medical  Society 
Program.  Likewise,  upon  receipt  from  a county  med- 
ical society  of  notice  of  rejection  or  withdrawal  of  an 
application  for  active  or  junior  membership  in  the 
State  Medical  Society,  the  Indemnity  Representative 
shall  notify  the  company  that  such  former  applicant  is 
not  eligible  for  professional  medical  liability  insur- 
ance under  the  State  Medical  Society  Program. 

VII.  Deputy  Executive  Vice-President.  At  pres- 
ent, the  staff,  under  the  direction  of  our  deputy  execu- 
tive vice-president  is  involved  in  the  following  projects: 

1 ) Compilation  of  a Handbook  for  the  delegates  to 
the  Medical  Society  of  the  State  of  New  York. 

2)  A review  of  the  entire  committee  structure  of 
our  Society,  with  special  attention  to  the  following: 
the  official  name  of  each  committee;  its  composition, 
geographic  distribution;  the  tenure  of  members;  the 
functions  and  responsibilities. 

3)  A campaign  to  enroll  new  members  in  the  Med- 
ical Society  of  the  State  of  New  York. 

4)  A reevaluation  of  our  expense  account  proce- 
dure. 

VIII.  Summary  of  Annual  Dues  of  Active  Mem- 
bers of  State  Medical  Associations,  (for  1974,  in- 
cluding District  of  Columbia  and  Puerto  Rico).  We  be- 
lieve the  following  will  be  of  interest  to  you: 
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Alaska 450. 

Nevada 260. 

Montana 200. 

South  Carolina 180. 

Utah 165. 

Colorado 150. 

Idaho 150. 

Iowa 150. 

District  of  Columbia 145. 

Wisconsin 145. 

Delaware 140. 

Hawaii 140. 

California 135. 

75th  Percentile 

Michigan 135. 

New  Mexico 135. 

Illinois 131. 

Kentucky 130. 

Alabama 125. 

Arkansas 125. 

Kansas  125. 

Maine 125. 

Minnesota 125. 

North  Dakota 125. 

South  Dakota 125. 

Wyoming  125. 

Washington 122. 

50th  Percentile 

Arizona 120. 

Oklahoma 120. 

New  Hampshire 120. 

Oregon  115. 

Indiana 110. 

Maryland 110. 

Georgia 100. 

Mississippi 100. 

Nebraska  100. 

New  York 100. 

Pennsylvania 100. 

Rhode  Island 100. 

Vermont 100. 

25th  Percentile 

West  Virginia 100. 

North  Carolina 95. 

New  Jersey 90. 

Louisiana 85. 

Massachusetts 85. 

Tennessee 80. 

Texas 80. 

Florida 75. 

Missouri 75. 

Puerto  Rico 73. 

Connecticut 70. 

Ohio 65. 

Virginia 60. 


Acknowledgment.  Again — as  always — we  are  grate- 
ful to  all  who  have  assisted  us  in  the  affairs  of  our  truly 
great  Society. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 


Executive  Vice-President  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

THE  STAFF 

Attached  to  this  report  is  an  up-to-date  Table  of  Or- 
ganization (TO)  of  the  staff  of  the  Medical  Society  of 
the  State  of  New  York  precedes  the  index.  The  new  di- 
visions— 1 Governmental  Affairs  and  2 Insurance  and 
Membership  Benefits — have  been  fully  staffed;  and  we 
have  high  hopes  that  these  departments  will  accomplish 
much,  as  we  go  along. 

In  the  very  near  future,  we  expect  to  announce  the  ap- 
pointment of  a director  of  the  Division  of  Research  and 
Planning.  The  chairman  of  the  Committee  on  Research 
and  Planning,  Paul  M.  DeLuca,  M.D.,  has  been  kept  in- 
formed of  developments  in  this  direction,  so  that  he  is 
aware  of  what  we  are  attempting  to  do. 

Two  new  positions  have  been  filled— assistant  to  the 
director  of  the  Division  of  Medical  Services  and  staff  at- 
torney in  the  Division  of  State  Governmental  Relations. 

COMMITTEES 

On  November  I5th  the  Council  approved  the  fol- 
lowing report  of  the  Executive  Vice-President.  It 
speaks  for  itself. 

At  the  September  meeting  of  the  Council,  we  an- 
nounced that  we  were  reviewing  the  committee  struc- 
ture of  the  Society. 

The  directors  of  divisions  of  the  staff  and  a number 
of  committee  chairmen  were  consulted. 

We  accomplished  some  streamlining.  Some  com- 
mittees were  eliminated;  certain  groups  were  com- 
bined and  others  were  reassigned;  a few  new  com- 
mittees were  established. 

It  should  be  remembered  that  a commission  repre- 
sents a viable,  manageable  group  of  committees  which 
relate  to  each  other. 

The  preliminary  task  has  been  completed.  The 
study  will  be  continued  because  we  would  like  to  come 
up  with  some  conclusions  spelling  out  the  true  func- 
tions of  committees. 

W’e  present  the  following  for  your  approval.  If  you 
agree,  the  new  organization  will  become  effective 
when  the  new  administration  takes  over  in  February 
of  next  year. 

COMMISSIONS  AND  COMMITTEES 

And  their  Counterparts — Staff  Divisions 
We  believe  that  it  is  important  to  repeat  that  the  staff 
must  participate  in  all  committee  activities.  Therefore, 
we  have  again  assigned  our  staff  to  Divisions  and  Com- 
mittees. 

If  a Commission  or  Committee  Chairman  requires 
secretarial  or  other  assistance,  the  designated  Division 
Director  should  be  consulted. 

Office  of  The  Executive  Vice-President 

including  Executive  Associate 

House  of  Delegates 

Council 

Executive  Committee  of  Council 

Board  of  Trustees  and  Committees 

Convention 

Nominating 
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Division  of  Scientific  Activities 
COMMISSION  ON  PUBLIC  HEALTH  AND  EDU- 
CATION 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Disease 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Disaster  Medical  Care 
Drug  Abuse 

Emergency  Health  Service 
Environmental  Quality 
Family  Physicians 
Forensic  Medicine 

Health  Manpower  (including  Nursing  and  para- 
medical personnel) 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 

Rural  Medical  Service 
School  Health 
Venereal  Diseases 
Archives 
Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Motion  Pictures 
Scientific  Programs 
Liaison  with  Deans  of  Medical  Schools 
Study  of  Participation  of  Medical  Students  in  the  Medi- 
cal Society  of  the  State  of  New  York 

Division  of  Scientific  Publications 

Publications 
Library 
Prize  Essays 

Division  of  Medical  Services 
COMMISSION  ON  MEDICAL  SERVICES 
Socioeconomics 
Medical  Care  Insurance 

Workmen’s  Compensation  and  Occupational 
Health 

Interspecialty 

Hospital  and  Professional  Relations 

Business  Division 

Budget  and  Finance 
Convention 

Subcommittee  on  Technical  Exhibits 

Division  of  Research  & Planning 

Research  and  Planning 

Division  of  Management  Services 

Convention  Subcommittee — Dinner 


Division  of  Governmental  Affairs 
COMMISSION  ON  GOVERNMENTAL  AFFAIRS 
Division  of  State  Relations  PSRO  and  Related  Ac- 
tivities 

State  Legislation  PSRO 

New  York  State  Association  of  Professions  Peer  Re- 
view 

Foundations 
Federal  Legislation 

Division  of  Insurance  and  Membership  Benefits 

COMMISSION  OF  INSURANCE  AND 
MEMBERSHIP  BENEFITS 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
General  Insurance 
Membership  Benefits 

Division  of  Public  and  Professional  Affairs 

Public  and  Professional  Relations 
Advisory  to  New  York  State  Medical  Assistants 
Association 

Advisory  to  Woman’s  Auxiliary 
MSSNY  Delegation  to  American  Medical 
Association 

General  Counsel 

Bylaws  (Council) 

Bylaws  (House) 

Ethics 

Judicial  Council 

Study  of  Professional  Medical  Liability  Insurance 
(Ad  Hoc) 

Consultant  to  Professional  Medical  Liability 
Insurance  and  Defense  Board 

General  Recommendations 

1.  At  the  end  of  each  year  the  Chairmen  of  each 
Committee  shall  submit  an  analytic  report  of  the  mem- 
bers of  his  group — attendance  at  meetings,  contribu- 
tions, competence,  and  so  forth. 

In  the  case  of  Commissions,  these  critiques  should  be 
submitted  to  the  Chairmen.  Copies  should  also  be 
transmitted  to  the  executive  vice-president  and  the  di- 
rectors of  services. 

2.  When  appointing  members  of  committees — in  ad- 
dition to  considering  competent,  knowledgeable  per- 
sons— an  equitable  geographic  distribution  should  be 
one  of  the  aims. 

3.  The  tenure  of  membership  on  committees  and  the 
Professional  medical  Liability  Insurance  and  Defense 
Board  should  be  a maximum  of  two  three-year  consecu- 
tive terms.  The  system  of  “staggering”  should  be  insti- 
tuted so  that  no  committee  shall  be  composed  entirely 
of  inexperienced  members. 

4.  We  should  continue  the  practice  of  appointing 
past-president  and  “elder  statesmen”  to  the  Judicial 
Council  in  order  to  reap  the  benefits  of  their  experience 
and  expertise. 

5.  When  possible,  an  ad  hoc  committee  should  be 
appointed  for  a particular  project;  and  when  its  assign- 
ment ends,  it  should  be  disbanded. 
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WORKMEN  S COMPENSATION  AND 
CHIROPRACTIC 

On  January  2nd,  we  transmitted  the  following  com- 
munication to  the  new  chairman  of  the  Workmen’s 
Compensation  Board,  the  Honorable  Albert  D’Antoni: 

I am  transmitting  this  communication  to  inform  you 
that  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  has  reaffirmed  its  previous  decision  that  we 
will  not  recommend  a doctor  of  medicine  to  sit  on  the 
Chiropractic  Workmen’s  Compensation  Board. 

This  is  in  keeping  with  the  precedent  established  by 
our  Society  years  ago — when  we  refused  to  designate  a 
physician  to  become  a member  of  the  Chiropractic  Li- 
censing Board. 

During  our  entire  existence  we  have  fought  against 
cultism.  We  opposed  vehemently  the  recognition  of 
chiropractic,  because  we  felt  deeply  that  it  was  detri- 
mental to  the  welfare  of  our  people  as  far  as  high  quality 
medical  care  was  concerned.  Right  was  on  our  side;  but 
we  lost — or  rather  should  1 say,  the  people  lost  an  im- 
portant battle  about  ten  years  ago.  Chiropractic  was  li- 
censed. Surely  justice  did  not  triumph  in  those  days! 

Since  chiropractors  were  able  to  "get  their  foot  in  the 
door,”  they  have  been  campaigning  for  bigger  and  better 
privileges  which  belong  in  the  realm  of  medicine— and 
unfortunately  they  are  succeeding.  Workmen’s  Com- 
pensation belongs  in  this  category. 

These  inequities  are  going  on  despite  the  declarations 
of  many  experts  in  the  health  field — and  well  informed 
laymen — who  have  stated  in  no  uncertain  terms,  that 
chiropractic  does  not  merit  consideration  as  a bona  fide 
profession  of  healing. 

Our  contention  is  that  the  basic  fundamental  of  chiro- 
practic is  completely  unscientific;  and  the  practitioners 
of  chiropractic  are  too  poorly  trained  to  be  allowed  to 
treat  the  sick.  Licensing  an  unqualified  person  to 
practice  the  healing  arts  does  not  change  the  fact  that 
he  is  unqualified. 

The  medical  profession  stresses,  and  strongly  be- 
lieves, that  there  should  be  no  double  standard  in  medi- 
cine. Let  there  be  a single  standard  for  all,  and  let  that 
standard  be  a high  one  to  protect  the  people  we  serve!! 

Furthermore,  may  I note  that  Chapter  II,  Section  1,  of 
our  Principles  of  Professional  Conduct  contains  this 
provision; — 

In  order  that  a doctor  of  medicine  may  best  serve 
his  patients,  he  is  expected  to  exalt  the  standards  of 
his  profession  and  to  extend  its  sphere  of  useful- 
ness. A sectarian  or  cultist  as  applied  to  medicine 
is  one  who  alleges  to  follow  or  in  his  practice  follows 
a dogma,  tenet,  or  principle  based  on  the  authority 
of  its  promulgator  to  the  exclusion  of  demonstra- 
tion and  scientific  experience.  All  voluntarily  asso- 
ciated activities  with  cultists  are  unethical.  A con- 
sultation with  a cultist  is  a futile  gesture  if  the  cul- 
tist is  wrongfully  implied  to  have  the  same  high 
grade  of  knowledge,  training,  and  experience  as  is 
possessed  by  the  doctor  of  medicine.  Such  consul- 
tation lowers  the  honor  and  dignity  of  the  profes- 
sion in  the  same  degree  in  which  it  elevates  the 
honor  and  dignity  of  those  who  are  irregular  in 
training  and  practice. 

We  hope  that  this  one  action  of  our  Council  will  in  no 
way  affect  the  cordial  and  cooperative  relationship  be- 
tween our  two  groups,  which  has  become  a tradition. 


We  stand  ever  ready  to  work  together  toward  the 
common  goal  in  doing  what  is  best  for  our  people. 

Again,  congratulations,  and  best  wishes  to  you  during 
the  coming  year,  and  for  many  years  to  come. 

DIVISIONS 

MEDICAL  SERVICES 

Workmen’s  Compensation.  Increase  in  fees — a re- 
quest was  made  to  the  Advisory  Committee  on  the  Med- 
ical Fee  Schedule  and  Allied  Problems  of  the  Work- 
men’s Compensation  Board  for  an  increase  of  10%  in  the 
conversion  factors  for  each  of  the  five  sections  of  the  fee 
schedule.  Our  position  was  supported  by  data  from  the 
US  Department,  Bureau  of  Labor  Statistics  indicating 
the  increases  in  the  consumer  price  index  as  well  as  data 
of  the  even  greater  increases  in  maintaining  a medical 
practice.  This  matter  is  still  under  consideration  by  the 
above  committee. 

The  Director  has  participated  in  a subcommittee  of 
the  above  committee  that  is  developing  a system  for  the 
collection  of  data  that  would  permit  an  accurate  break- 
down of  the  incidence  by  diagnoses,  the  frequency  of 
treatment  and  the  type  of  treatment  by  whom  rendered 
in  workmen’s  compensation.  The  two  studies  conduct- 
ed by  the  Director  in  1972  and  1973  clearly  demon- 
strated the  lack  of  factual  data  that  would  permit  an  ac- 
curate analysis  and  valid  projections. 

Podiatry  Fee  Schedule.  A major  difference  of  opin- 
ion has  arisen  in  the  interpretation  of  the  State  Educa- 
tion Law  between  the  Medical  Society  of  the  State  of 
New  York  and  the  Podiatry  Society  regarding  the  scope 
of  podiatry  practice.  There  have  been  a number  of 
meetings  on  this  subject  without  any  bridging  of  the 
basic  gap.  Our  request  for  a meeting  on  this  matter  has 
been  made  to  the  State  Education  Department. 

Relative  Value  Scale.  With  the  material  almost 
completed,  an  unexpected  difficulty  arose  when  one  of 
the  specialty  groups  objected  to  the  agreed  upon  values. 
This  necessitated  considerable  additional  work  and  a 
number  of  meetings.  Resolution  of  the  problem  ap- 
pears at  hand  and  the  final  draft  is  in  the  process  of 
preparation. 

STATE  GOVERNMENTAL  RELATIONS 

A.  Staff.  Two  new  members  have  been  added  to  the 
staff.  Richard  M.  Berry,  J.D.,  joined  us  in  early  Decem- 
ber, 1973  as  Assistant  to  the  Director  and  Mrs.  Rachel 
Hasson  took  up  her  duties  as  his  secretary. 

B.  Albany  Operations.  For  the  third  successive  year 
the  director  has  taken  up  his  post  in  Albany.  On  Janu- 
ary 9,  the  1974  session  of  the  State  Legislature  got  under 
way.  Already  he  has  contacted  legislators,  advising 
them  of  the  malpractice  insurance  crisis  and  has  urged 
them  to  support  needed  legislation  sponsored  by 
MSSNY. 

Likewise  for  the  third  successive  year  a telephone  an- 
swering service  is  now  in  operation  in  Albany.  This 
project  is  an  extremely  valuable  means  of  communica 
tion  between  the  director  and  the  legislators,  their 
staffs,  county  medical  societies  and  individual  physi- 
cians. 

MSSNY’s  legislative  bulletin,  Capital  News,  com- 
menced its  1974  series  of  publications  when  the  first 
issue  of  the  current  season  went  to  press  January  14. 
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C.  Annual  Legislation  Conference.  A highly  suc- 
cessful Conference  of  County  Medical  Society  Legisla- 
tion Representatives  took  place  on  October  4,  1973  at 
the  Hilton  Inn,  Syracuse.  Some  90  individuals  partici- 
pated in  the  day-long  meeting.  At  the  morning  session 
devoted  to  State  Legislation,  we  were  honored  by  having 
as  guest  speakers  Senator  Tarky  Lombardi,  Jr.,  Chair- 
man, Senate  Health  Committee;  Assemblyman  Chester 
R.  Hardt,  Chairman,  Assembly  Health  Committee;  and 
Andrew  C.  Fleck,  Jr.,  M.D.,  First  Deputy  State  Health 
Commissioner.  At  the  afternoon  session,  given  over  to 
Federal  Legislation,  James  M.  Blake,  M.D.,  MSSNY’s 
past  president  and  currently  a member  of  AMA’s  Coun- 
cil on  Legislation,  was  the  principal  speaker.  A two-way 
telephone  hook-up  with  AMA’s  Washington  Office 
added  to  the  success  of  the  meeting. 

D.  Legislation  Committee  Meetings.  The  State 
Legislation  Committee  also  met  on  the  day  before  the 
Conference.  The  1974  State  Legislation  Program  of 
Bills  was  discussed  and  a report  of  the  committee’s 
suggestions  was  drawn  up  by  the  division  and  submitted 
by  the  committee’s  chairman  to  the  Council  in  October, 
1973. 

A meeting  of  the  Committee  on  State  Legislation  was 
held  on  January  17,  at  the  Fort  Orange  Club,  Albany. 

E.  Pre-Session  Work.  Following  the  Annual  Confer- 
ence, the  director  and  legislative  counsel  began  prepara- 
tions for  the  1974  session  of  the  State  Legislature. 
Carrying  out  the  recommendations  of  the  State  Legisla- 
tion Committee  which  had  been  approved  by  the  Coun- 
cil in  October  1973,  drafts  of  several  proposed  bills  were 
drawn  up  and  submitted. 

F.  Senate  Health  Committee  Conference.  At  the 

request  of  the  chairman  of  the  Senate  Health  Commit- 
tee, Sen.  Tarky  Lombardi,  Jr.,  and  under  the  sponsor- 
ship of  the  Executive  Vice-President  a very  productive 
meeting  on  health  legislation  was  held  at  the  Sheraton 
Motor  Inn,  Syracuse,  October  24,  1973.  The  Senator 
and  his  staff  met  with  the  Executive  Committee  of  our 
State  Society,  our  legislative  counsel  and  director,  to  ex- 
change views  in  an  informal  atmosphere  concerning  mu- 
tual problems.  One  concrete  beneficial  result,  in  addi- 
tion to  a general  improvement  in  day-to-day  relations, 
was  the  willingness  of  the  Senator  to  lend  his  support  to 
MSSNY  in  finding  legislative  solutions  to  our  malprac- 
tice problems,  notably  renewed  activity  in  pushing  his 
mediation  panel  bill. 

G.  Malpractice  Insurance.  Through  the  efforts  of 
legislative  counsel  and  the  director,  attempts  have  been 
made  to  meet  with  the  Governor  in  regard  to  the  mal- 
practice insurance  crisis.  Following  the  resignation  of 
Gov.  Nelson  A.  Rockefeller  and  the  inauguration  of  Gov. 
Malcolm  Wilson,  a meeting  was  arranged  with  State  In- 
surance Superintendent  Benjamin  R.  Schenck  for  De- 
cember 28,  1973  as  a preliminary  step  to  a meeting  with 
Gov.  Wilson.  The  meeting  with  Superintendent 
Schenck  was  very  productive  in  that  he  has  indicated  he 
will  work  with  MSSNY  in  trying  to  solve  its  problems. 

The  division  also  took  other  steps  in  regard  to  mal- 
practice. Following  his  participation  in  the  Conference 
of  County  Medical  Society  Presidents  on  October  25, 
1973,  the  director  sent  a memo  to  all  the  participants 
urging  them  to  contact  their  legislators  prior  to  the  1974 
session  for  the  purpose  of  gaining  support  for  Sen.  Lom- 


bardi’s mediation  panel  bill.  Reports  from  Albany  indi- 
cate that  the  presidents  carried  out  this  suggestion  since 
the  legislators  have  been  contacted  by  county  medical 
societies  in  support  of  the  bill. 

Following  a meeting  between  Robert  G.  Hicks,  M.D., 
Chairman,  MSSNY  Professional  Medical  Liability  In- 
surance and  Defense  Board  and  Senator  John  Flynn,  at 
which  the  Senator  indicated  he  was  interested  in  spon- 
soring a bill  providing  for  binding  arbitration,  the  direc- 
tor and  legislative  counsel  met  with  the  Senator  in  his 
Albany  office  on  December  19,  1973.  We  assured  the 
Senator  of  our  appreciation  of  his  interest  in  such  an  im- 
portant measure  and  that  we  would  work  closely  with 
him  in  preparing  such  a bill.  The  end  result  is  that  leg- 
islative counsel  is  now  in  the  process  of  drawing  up  a 
suitable  proposal  in  bill  form. 

H.  Headquarters  Activities.  In  addition  to  imple- 
menting the  activities  outlined  in  this  report,  the  staff 
has  carried  out  several  additional  significant  projects. 
These  included  mailings  to  all  county  medical  society 
legislation  chairmen  and  members  of  our  MSSNY  Panel 
of  Liaison  Physicians  for  the  purpose  of  up-dating  our 
membership  lists. 

Copies  of  lengthy  important  state  and  federal  legisla- 
tive proposals  were  distributed  to  members  of  the  legis- 
lation committees  concerned  with  them  as  well  as  to  key 
State  Society  officials.  A summary  of  the  highlights  of 
the  1973  session  of  the  State  Legislature  was  compiled. 

I.  Meetings.  In  addition  to  the  meetings  and  confer- 
ences mentioned  previously,  the  director  took  part  in 
other  meetings,  including  the  following: 

1.  October  9,  1973 — MSSNY  Committees  on  Al- 
coholism, Drugs  and  Mental  Health. 

2.  October  29,  1973 — Conference  of  Orange  Coun- 
ty Medical  Society  Legislation  Committee  with  local 
legislators,  Holiday  Inn,  Newburgh,  N.Y. 

3.  December  11,  1973 — Annual  Dinner  Meeting  of 
Westchester  County  Medical  Society  with  local  legis- 
lators, Purchase,  N.Y. 

4.  December  14,  1973 — MSSNY  Committee  on 
Preventive  Medicine.  Mr.  Berry  also  participated  in 
this  meeting. 

5.  December  19,  1973 — Inauguration  of  Gov.  Mal- 
colm Wilson,  Albany. 

6.  January  7,  1974 — Meeting  of  Board  of  Direc- 
tors, NYSAP,  New  York  City. 

JOURNAL 

Starting  with  the  January  issue,  the  New  York  State 
Journal  of  Medicine  has  become  a monthly  publication. 
For  the  first  time  the  reports  to  the  House  of  Delegates 
and  the  program  for  the  scientific  meeting  will  appear  as 
a separate  section,  Part  II.  Part  I is  a regular  scientific 
issue.  In  June  there  will  again  be  two  parts,  Part  I will 
contain  scientific  material  and  Part  II  the  minutes  of 
the  House  of  Delegates  and  the  semi-annual  index. 
Since  each  of  the  monthly  issues  must  now  have  as 
much  material  as  appeared  in  two  issues  per  month, 
there  is  no  letup  for  the  editorial  staff.  The  publication 
of  the  scientific  program  required  some  extra  work  since 
the  scientific  program  book  must  still  be  made  up  from 
that  portion  of  type  held  from  the  January  issue. 

A survey  has  been  conducted  of  the  mailing  list  of 
those  receiving  the  Journal  and  the  list  has  been  revised 
so  that  considerable  postage  and  paper  can  be  saved. 
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PUBLIC  AND  PROFESSIONAL  AFFAIRS 

Among  the  recent  activities  of  the  assistant  director  of 
the  division  are  the  following: 

— prepared  and  submitted  the  annual  report  of  the 
Public  and  Professional  Relations  Committee  for  publi- 
cation in  the  January  issue  of  the  New  York  State  Jour- 
nal of  Medicine. 

— prepared  copy  for  the  cover  p-  ge  of  the  Hot  Line. 
Obtained  quotes  for  printing  and  nailing  of  the  Hot 
Line  and  prepared  an  analysis  of  the  last  four  Hot  Lines 
which  indicated  a substantial  savings  by  using  a new 
printer. 

— began  revision  of  the  editor  mailing  list  for  im- 
proved media  contact.  The  regional  representatives 
will  begin  media  contacts  as  soon  as  lists  are  completed. 

— attended  the  preconvention  planning  meeting.  Ob- 
tained approval  for  a new  badge  to  indicate  New  York 
State  nonmember  physicians.  This  will  be  a white  card 
printed  in  red.  It  will  assist  the  field  representatives 
and  other  MSSNY  personnel  in  identifying  possible  new 
members. 

— continued  a concerted  effort  to  obtain  additional 
information  and  input  from  outside  sources  such  as  the 
National  Center  for  Health  Statistics,  American  Public 
Health  Association,  etc. 

— submitted  the  convention  requirements  for  the 
news  room,  including  layout,  supplies,  etc. 

— obtained  background  information  from  the  HEW 
Center  for  Disease  Control  re  smallpox  vaccinations. 

— met  with  Loring  Mandel  who  is  the  script  writer  for 
the  ABC-TV  movie  of  the  week  film  “Buffy.”  Arranged 
for  him  to  discuss  the  medical  aspects  of  the  film  with 
Drs.  Alfred  A.  Angrist,  Charles  E.  Rogers  (chairman, 
MSSNY  Cancer  Committee),  and  E.  Ghossin  of  Albert 
Einstein  Hospital.  Our  main  interest  in  the  film  pro- 
duction is  the  use  of  correct  medical  terminology,  diag- 
nosis, care,  the  treatment  of  cancer  quackery,  and 
“death  with  dignity.”  This  is  an  outstanding  opportu- 
nity to  have  our  side  of  the  story  told  regarding  these 
subjects. 

— completed  the  tabulation  of  the  opinion  survey  of 
presidents  who  attended  the  Presidents’  Conference. 

— arranged  for  publicity  regarding  the  Flying  Physi- 
cians Program  via  News  of  of  New  York  and  Ad  Rem. 

— completed  the  updating  and  revision  of  the  news 
media  mailing  list.  The  revision  was  completed,  with 
new  plates  being  made  by  Mr.  Struzinski  in  less  than 
five  days. 

— gave  final  approval  for  the  printing  of  the  “Stan- 
dards of  Practice  for  Doctors  and  Lawyers.” 

— made  several  additional  contacts  with  government 
agencies  in  order  to  receive  press  releases  and  reports  on 
a direct  basis. 

— obtained  quotes  for  reproduction  of  new  Ad  Rem 
Boards  with  the  new  Elbee  Arch  paper  holder. 

— circulated  a memorandum  to  all  county  medical  so- 
ciety presidents  and  division  heads  regarding  the  show- 
ing of  the  first  program  in  the  television  series  “The 
Killers.” 

— explored  several  possible  methods  of  obtaining  New 
York  Times  by-lined  articles  as  requested  by  the  Medi- 
cal Care  Insurance  Committee.  A report  on  the  possible 
alternatives  of  obtaining  the  information  will  be  pre- 
sented to  the  committee. 

— prepared  and  issued  a press  release  on  Medical  As- 
pects of  Sports  Symposium. 


-submitted  request  to  WNBC-TV  regarding  a copy 
of  a transcript  of  the  New  York  Illustrated  program 
“Medicine:  Where  Does  It  Hurt”  for  MSSNY  informa- 
tion and  records. 

— provided  assistance  and  background  material  for  a 
writer  who  is  preparing  an  article  on  malpractice  for 
“Physicians  World  Magazine.” 

— attended  a press  conference  on  emergency  care  in 
New  York  County. 

— arranged  for  the  tabulation  of  the  survey  of  dele- 
gates in  attendance  at  the  Anaheim  AMA  convention. 

BUSINESS 

Accounting*  Internal  Revenue  Service  is  investigat- 
ing our  claim  for  refund  of  $46,000  for  unrelated  busi- 
ness income  tax  assessed  against  MSSNY  for  the  year 
1968. 

Journal  Advertising.  Gross  revenues  for  the  calen- 
dar year  1973  amounted  to  $256,064,  which  was  $1,508 
less  than  advertising  revenues  for  1972.  We  had  origi- 
nally anticipated  a greater  loss,  but  the  last  quarter  of 
197.1  was  on  an  uprising  trend  and,  therefore,  only  a 
slight  loss  was  sustained.  Advertising  for  January  1974 
was  $20,588  as  compared  to  $21,328  for  January  1973. 

Membership-Directory.  We  have  received  all  of 
the  anticipated  members  as  projected  via  our  1973  bud- 
get estimate.  The  final  membership  roll  will  be  pre- 
sented later  in  the  report  of  the  secretary. 

We  are  experiencing  further  problems  with  comple- 
tion of  our  next  Medical  Directory.  Although  we  had 
placed  our  paper  order  months  ago,  we  have  been  in- 
formed that  our  orders  cannot  be  filled  because  of  the 
critical  paper  shortage.  We  have  changed  our  paper 
quality  specifications  for  the  third  time  this  week  in 
hope  of  getting  the  Directory  to  press.  At  this  time,  we 
cannot  say  when  the  books  will  be  in  the  mail.  Anyway, 
everything  is  set  for  the  presses. 

Convention  Services.  We  seem  to  be  doing  well  in 
all  planning  and  execution  phases  of  the  1974  annual 
convention,  including  some  areas  of  experimentation. 

MISCELLANEOUS 

I.  The  Board  of  Trustees  has  approved  these  rules 
governing  travel  expenses  for  the  guidance  of  those  at- 
tending Council,  committee,  and  Board  meetings — and 
other  authorized  activities; 

Travel  expense  has  been  interpreted  to  include  plane 
(coach)  or  automobile  at  the  rate  of  13c  per  mile,  plus 
tolls  and  parking;  taxis,  tips,  hotel  room  and  meals.  It 
is  requested  that  receipted  hotel  and  other  bills  be  at- 
tached to  expense  vouchers. 

Subsistence  expense  in  the  city  of  the  meeting  is  not 
normally  expected  to  begin  earlier  than  the  day  preced- 
ing the  scheduled  meeting,  nor  continue  beyond  the  day 
after  adjournment  of  the  meeting.  Circumstances  of 
travel  connections  or  other  situations  requiring  extra 
time  in  the  city  of  the  meeting,  should  be  noted  on  the 
expense  voucher. 

Hotel  and  meal  expenditures  shall  not  exceed  $45.00 
per  day,  except  in  the  case  of  the  annual  meeting  of  the 
State  Medical  Society  and  +he  meetings  of  the  House  of 
Delegates  of  the  American  Medical  Association.  In 
these  two  exceptions,  the  hotel  and  meal  expenditure 
shall  not  exceed  $55.00  per  day.  If  one  desires  special 
accommodations,  he  should  assume  the  difference  be- 
tween the  approved  figure  and  the  rate  charged. 

Except  under  unusual  circumstances — approved  by 
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the  Board  of  Trustees — if  one’s  wife  accompanies  him, 
only  the  single  room  rate  and  the  individual’s  other  ex- 
penses should  be  charged  to  the  MSSNY. 

Charges  for  buses  and  taxis  in  arriving  and  departing 
are  allowable  expenses,  as  well  as  taxis  to  place  of  meet- 
ing, if  one  is  quartered  elsewhere.  Taxis  utilized  in  per- 
sonal business  or  pleasure  should  not  be  charged  to  the 
MSSNY. 

II.  In  May  the  Convention  Committee  voted  to 
“separate  the  meeting  of  the  House  of  Delegates  from 
the  scientific  activities;  the  House  of  Delegates  to  meet 
in  the  Fall  at  a selected  time  and  place;  the  Scientific 
Activities  to  be  retained  in  New  York  City  in  February.” 

This  proposal  was  accepted  in  principle  by  the  Coun- 
cil. 

However,  our  General  Counsel  points  out  that 
changes  in  the  Bylaws  adopted  by  the  House  of  Dele- 
gates at  its  February  1973  meeting  provide  that  the  an- 
nual scientific  program,  as  well  as  the  annual  meeting  of 
the  sections  and  sessions,  of  scientific  motion  pictures 
and  exhibits  be  held  at  the  same  time  as  the  Annual 
Meeting  of  the  House  of  Delegates.  This  provision  is 
found  in  Article  XII  and  section  one  of  Article  XIII  of 
the  Bylaws  recently  adopted.  These  Articles  state  the 
following: 

ARTICLE  XII.  SECTIONS  AND  SESSIONS. 
As  designated  by  the  House  of  Delegates,  there  shall 
be  sections  devoted  to  the  scientific  work  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  sessions  de- 
voted to  scientific,  cultural,  historical,  or  economic 
subjects.  Both  sections  and  sessions  shall  meet  dur- 
ing the  annual  convention  of  the  State  Society,  under 
the  supervision  of  the  Council. 

ARTICLE  XIII.  MEETINGS.  There  shall  be  an 
annual  convention  of  the  Medical  Society  of  the  State 
of  New  York  to  be  held  at  a time  and  place  designated 
by  the  House  of  Delegates  or  by  the  Council. 

This  convention  shall  include  the  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York,  the  an- 
nual meeting  of  the  House  of  Delegates,  the  annual 
scientific  program  which  shall  include  the  annual 
meetings  of  the  sections  and  sessions  and  scientific 
motion  pictures  and  exhibits,  and  such  other  activi- 
ties and  presentations  as  the  House  of  Delegates  or 
Council  may  direct. 

In  view  of  the  above,  if  such  separation  is  desired,  a 
Resolution  amending  the  Bylaws  will  have  to  be  intro- 
duced at  the  1974  meeting  of  the  House  of  Delegates, 
lay  over  a year  and  be  voted  upon  at  the  1975  meeting 
of  the  House  of  Delegates.  This,  of  course,  means 
that  no  such  change  can  actually  be  made  in  the  time 
of  the  respective  meetings  until  1976. 

In  the  meanwhile,  it  was  necessary  to  complete  ar- 
rangements for  1975.  The  Americana  Hotel  has  re- 
served for  us  the  period  from  Sunday,  March  9 through 
Thursday,  March  13  (1975).  This  requires  action  by 
the  House  of  Delegates. 

III.  We  are  encountering  problems — which  will 
worsen — because  of  a shortage  of  paper  (of  course,  t here 
will  also  be  increases  in  cost).  A friend  of  ours  who  is  a 
leader  in  the  paper  industry,  warned  us  of  this  critical 
situation  some  time  ago.  He  was  of  the  opinion  that  it 
might  adversely  affect  the  publication  of  our  Journal 
and  also  the  Directory. 

When  we  learned  of  this  turn  of  events,  we  discussed 


the  problem  with  the  Council  and  members  of  the  staff. 
We  will  cooperate  in  every  way  to  “cut  down.” 

With  the  approval  of  the  Council,  we  are  asking  that 
committee  reports  be  brief,  and  that  the  agendas  and 
minutes  of  the  Council  be  run  on  both  sides  of  the 
paper.  We  will  abstract  reports  and  minutes  of  the 
Council  for  distribution  to  Council  members,  county 
medical  societies,  the  New  York  Delegation  to  the  AMA, 
as  well  as  to  staff  members.  Verbatim  minutes  will  be 
available  at  headquarters,  and  copies  of  any  given  action 
will  be  sent  on  request. 

Also,  we  have  issued  the  following  instructions  to  the 
staff: 

Circulate  interoffice  memos  only  to  division  and  de- 
partment heads.  They,  in  turn,  will  circulate  the 
memo  to  the  people  within  their  department  who 
should  read  it,  sign  it  and  return  it  to  the  division  or 
department  head.  Not  only  will  it  cut  down  on  the 
use  of  paper  but  it  will  also  prevent  employees  from 
stating  that  they  did  not  see  a particular  memo.  A 
color  paper  (to  be  determined)  not  used  elsewhere, 
will  be  utilized  for  these  memos  so  that  it  will  stand 
out  as  something  to  be  read  immediately. 

When  answering  a letter,  turn  the  original  commu- 
nication over,  place  carbon  paper,  then  MSSNY  let- 
terhead on  top.  When  the  reply  is  typed,  your  copy 
of  the  same  will  be  on  the  back  of  the  original  commu- 
nication. An  added  feature  of  this  suggestion  is  that 
it  saves  much  needed  space  in  the  files. 

Purchase  of  formica  mailing  boxes  to  be  placed  in 
the  mailroom.  These  are  to  be  used  for  people  who 
receive  a considerable  amount  of  mail.  In  this  way  all 
mail  for  one  person  can  be  stacked  and  mailed  once  a 
day  in  one  envelope.  This  would  result  in  a saving  on 
envelopes  and  an  extensive  saving  on  postage  ex- 
pense. An  added  note  is  that  these  formica  slots  can 
be  used  at  the  annual  meeting.  They  could  be  placed 
behind  a table  with  a person  manning  it.  Each  slot 
would  contain  copies  of  the  various  resolutions  and 
reports.  It  was  felt  this  would  eliminate  doctors  tak- 
ing handfuls  of  the  same  resolutions  and  reports. 
This  would  be  a service  to  the  doctors  as  well  as  a con- 
trol on  the  flow  of  paper.  A reminder  that  no  enve- 
lope should  be  addressed  by  the  secretary.  Only  cor- 
respondence strictly  confidential  should  be  individu- 
ally addressed  on  envelopes  and  sealed. 

Many  memos  are  only  two  or  three  lines  long. 
These  memos  can  be  typed  on  half  sheets.  The 
memo  can  be  typed  twice  on  the  same  sheet  and  after 
the  copies  are  made,  they  will  be  cut  in  half  by  the 
Production  Department.  Memos  should  be  typed  on 
plain  paper  without  use  of  the  specially  prepared 
paper  which  has  the  State  Society  seal  imprinted. 

Stress  the  importance  of  accurate  proof  reading.  It 
was  stated  that  many  times  something  is  reproduced 
and  the  next  day  it  is  sent  back  to  be  done  over  be- 
cause of  errors. 

Where  two  or  three  copies  of  letters  or  reports  are 
needed,  carbon  paper  should  be  used  in  lieu  of  photo- 
copying. 

Because  of  both  the  expense  and  the  difficulty  of 
obtaining  inter-office  envelopes,  only  one  line  should 
be  used.  The  men  in  the  mailroom  are  aware  of  who 
is  in  what  department.  This  will  double  the  life  of 
these  envelopes. 
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When  time  permits,  a study  of  mailing  lists  should 
be  made.  It  was  noted  that  there  are  always  many 
additions  but  very  few  deletions. 

All  departments  will  be  given  a supply  of  old  or  un- 
used memos  (containing  errors)  and  communications. 
The  backs  of  these  can  be  used  when  jotting  down  un- 
important figures  and  messages.  They  will  be  made 
into  stapled-type  pads  by  the  Reproduction  Depart- 
ment. 

Stress  to  all  concerned  that  when  having  reproduc- 
tions made,  have  copies  made  up  for  only  those  that 
necessarily  need  them.  Also,  when  a number  of  cop- 
ies are  needed  for  a committee,  county  mailing,  etc., 
do  not  guess  at  the  number,  check  it  out. 

Stress  to  all  employees  the  cost  of  certain  items. 
Some  examples  are: 

A.  Xeroxing  25  copies  of  two  pages  is  approxi- 
mately $1.15  reproducing  the  same  is  approximate- 
ly .20' 

B.  Price  of  various  pads  of  paper  is  as  follows  5 X 

8 lined  pad,  .07;  8Vi  X 11  lined  pad,  .15 

IV.  Last  month  we  distributed  the  following  memo- 
randum to  the  staff.  It  is  selfexplanatory.  You  should 
know  when  our  offices  are  officially  closed. 

We  are  still  in  the  process  of  preparing  a new  edi- 
tion of  the  Staff  Handbook. 

These  are  hectic  days.  New  and  very  important 
problems  and  dilemmas  keep  cropping  up  continually; 
and  they  have  consumed  most  of  our  time.  Conse- 
quently, we  have  been  compelled  to  relegate  the  proj- 
ect of  the  Manual  to  a much  lower  place  in  our  Agen- 
da. 

Be  that  as  it  may,  the  new  year — 1974 — is  here;  and 
I believe  that  a few  new  regulations  concerning  legal 
holidays  are  in  order; — 

Holidays.  The  following  holidays  shall  be  observed 
(leave  with  pay):  New  Year’s  Day,  Lincoln’s  Birthday, 
Washington’s  Birthday,  Memorial  Day,  Independence 
Day,  Labor  Day,  Thanksgiving  Day,  Friday  following 
Thanksgiving,  Christmas  Day. 

When  a Holiday  falls  on  Saturday,  the  Friday  before 
will  be  observed.  When  a Holiday  falls  on  Sunday,  the 
office  is  closed  on  the  following  Monday. 

Four  (4)  discretionary  “floating  days”  per  year  shall 
be  allowed  each  regular  employee.  Those  who  wish  to 
observe  religious  holidays  will  be  expected  to  use  these 
optional  days  for  this  purpose.  Floating  Days  not  so 
used  may  be  taken  at  a time  approved  by  the  Director  of 
the  Division. 

These  days  should  be  selected  in  advance;  and  the 
Personnel  Director  shall  be  notified. 

They  are  not  vacation  days,  nor  can  they  be  added  to 
vacation  time. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr .,  M.D.,  Chairman. 

This  committee  recommends  that  the  Report  of  the 
Executive  Vice-President  be  read  thoroughly,  and  par- 
ticular note  should  be  taken  of  the  new  Table  of  Organi- 
zation Chart.  In  this,  you  will  note  in  particular  the 
new  divisions:  PSRO  and  Related  Activities  which  falls 
within  the  overall  Division  of  Governmental  Affairs;  and 


Insurance  and  Membership  Benefits,  both  of  which  have 
been  staffed.  In  the  very  near  future,  the  Society  ex- 
pects to  announce  the  staffing  of  a new  division,  Re- 
search and  Planning. 

Your  reference  committee  wishes  to  thank  the  Execu- 
tive Vice-President  for  his  devotion  to  affairs  of  the 
Medical  Society  of  the  State  of  New  York.  No  state 
medical  society  can  boast  a more  dedicated  executive. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

New  York  Delegation  to  the  American  Medical 
Association 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

During  1973  the  New  York  Delegation  continued  ef- 
forts to  strengthen  its  position  in  the  AMA  House  of 
Delegates.  The  procedure  of  assigning  the  most  quali- 
fied and  most  interested  delegates  to  the  various  refer- 
ence committees  continued,  and  participation  in  the 
daily  7 am  to  9 am  breakfast  meetings  has  been  100%. 
We  believe  the  results  are  a better  informed  and  more 
responsive  team  representing  MSSNY. 

Our  delegates  have  been  very  active  in  reference  com- 
mittee meetings.  Though  we  find  we  are  not  always 
supporting  the  popular  viewpoint,  we  believe  the  atti- 
tude of  the  New  York  physicians  has  been  well  repre- 
sented. 

Though  weakened  by  the  loss  of  7 seats  in  the  House 
since  MSSNY  abandoned  unified  membership,  our 
voice  in  deliberations  has  nevertheless  been  effective. 
During  1973  your  New  York  Delegation  introduced  14 
resolutions:  6 were  adopted,  two  were  adopted  as 

amended,  4 were  referred  and  2 were  defeated.  Not  a 
bad  record! 

At  the  December  Clinical  Convention  at  Anaheim  our 
delegation  discussed  Public  Law  92-603  in  detail.  We 
agreed  that  it  was  a poor  law  which  would  probably 
never  be  implemented  with  any  degree  of  satisfaction  on 
the  part  of  practicing  physicians;  that  it  probably  should 
be  repealed.  However,  recognizing  a lack  of  unanimity 
among  New  York  doctors  on  the  subject,  the  Delegation 
supported  the  dominant  philosophy  which  ultimately 
prevailed  in  the  House  of  Delegates.  We  voted  to  live 
with  the  new  law  while  moving  rapidly  ahead  with  ef- 
forts to  affect  improvements  through  amendments  and 
proper  implementation. 

The  chairman  of  the  delegation  welcomes  all  con- 
structive suggestions  for  delegation  action  from  the 
MSSNY  membership. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

The  Report  of  the  New  York  Delegation  indicates 
that  under  the  guidance  of  the  Chairman,  James  M. 
Blake,  M.D.,  MSSNY  has  been  capably  represented  in 
the  House  of  Delegates  of  the  American  Medical  Associ- 
ation. We  sincerely  hope  that  our  delegation  will  be  sig- 
nificantly increased  by  the  action  of  this  House  of  Dele- 
gates in  approving  mandatory  AMA  membership,  begin- 
ning in  1975.  It  was  noted,  in  testimony  at  this  refer- 
ence committee,  that  Dr.  Blake  would  be  proposed  as  a 
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candidate  for  the  AMA  Board  of  Trustees.  This  com- 
mittee heartily  endorses  his  candidacy. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Resolution  74-22,  Ad  Hoc  Committee  to  Study  Meth- 
ods of  Election  of  Council  Members  and  Delegates  to  the 
American  Medical  Association. 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  In  recent  years  many  resolutions  have 
been  presented  to  this  House  of  Delegates  proposing 
changes  in  the  organizational  structure  of  the  Medical 
Society  of  the  State  of  New  York  aimed  at  making  it  a 
more  democratic  and  effective  organization;  and 

WHEREAS,  The  changes  necessary  to  improve  the 
democratic  processes  of  the  Medical  Society  of  the 
State  of  New  York  to  make  it  more  accountable  to  the 
membership  are  the  direct  election  by  the  member- 
ship, of  members  of  the  Council  and  Delegates  to  the 
American  Medical  Association  instead  of  by  the 
House  of  Delegates;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  President  to  appoint  an  Ad 
Hoc  Committee  consisting  of  the  presidents  of  the 
District  Branches  together  with  such  other  members 
as  the  Council  may  deem  necessary  to  study  and  make 
recommendations  to  the  House  at  its  1975  meeting  on 
whether  the  Bylaws  should  be  revised  to  provide  for 
the  direct  election  of  members  of  the  Council  and  of 
Delegates  to  the  American  Medical  Association,  by 
the  membership;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  send  a copy  of  this  resolution  to  each 
County  Medical  Society  in  the  State. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

The  committee  heard  extensive  testimony  on  this  res- 
olution, particularly  from  the  delegates  from  Erie  Coun- 
ty, from  whence  the  resolution  was  introduced.  The  de- 
cision was  made  to  substitute  the  following  resolution 
for  74-22. 

WHEREAS,  Changes  are  necessary  to  make  the  MSSNY 
more  accountable  to  the  membership,  therefore  be  it 
Resolved,  That  the  House  of  Delegates  of  the  MSSNY 
instruct  its  Speaker  to  appoint  an  Ad  Hoc  Committee  to 
study  possible  changes  in  the  methods  of  election  of  the 
members  of  the  Council,  Officers,  and  Delegates  to  the 
AMA;  and  be  it  further 

Resolved,  That  this  Ad  Hoc  Committee  be  instructed 
to  bring  a final,  or  if  not  possible,  a progress  report  to 
the  next  meeting  of  the  House  of  Delegates.” 

The  committee  noted  that  Resolution  74-1,  which  was 
referred  to  the  House  Committee  on  Bylaws,  refers  to  a 
new  method  of  election  of  Councilors.  Any  Ad  Hoc 
Committee  as  proposed  in  our  substitute  resolution 
should  refer  to  Resolution  74-1. 

The  House,  after  discussion,  voted  to  adopt  the  sub- 
stitute resolution. 

Resolution  74-42,  Publicity  to  the  Laity 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  The  Medical  Profession  as  a whole  enjoys 


a poor  image  with  the  general  public;  and 

WHEREAS,  Public  opinion  is  influenced  to  a great  ex- 
tent by  news  media  of  all  types;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  purchase  space  in  appropriate  media;  and 
be  it  further 

Resolved,  That  the  MSSNY  authorize  that  weekly 
articles  be  prepared  by  a professional  writer  of  out- 
standing caliber  to  inform  the  public  of  the  views  of 
organized  medicine  on  medical  and  socioeconomic 
matters;  and  be  it  further 

Resolved,  That  the  MSSNY  approve  that  these  ar- 
ticles be  prepared  at  an  annual  contract  rate  of  ap- 
proximately $10,000. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

The  committee  is  sympathetic  with  the  intent  of  the 
resolution,  but  feels  that  this  is  in  the  purview  of  the 
Committee  on  Public  and  Professional  Relations. 

Mr.  Speaker,  the  committee  recommends  that  Reso- 
lution 74-42,  be  referred  through  the  Council  to  the 
Committee  on  Public  and  Professional  Relations  for  fur- 
ther consideration. 

The  House  voted  to  refer  resolution  74-42  via  the 
Council  to  the  Committee  on  Public  and  Professional 
Relations  for  further  consideration. 

Resolution  74-100,  Staff  Allocation  to  Committee  on 
Continuing  (Postgraduate)  Education 

Introduced  by  George  Himler,  M.D.,  as  an  Individual 
WHEREAS,  The  Committee  on  Continuing  (Post- 
graduate) Education  has  been  charged  with  devel- 
oping a voluntary  program  of  continuing  education 
for  the  members  of  the  Medical  Society  of  the  State  of 
New  York;  and 

WHEREAS,  A pilot  planning  study  is  now  nearing 
completion  and  financing  is  imminent  for  the  creation 
of  learning  programs,  centers  and  a structure  for  their 
administration,  and  criteria  for  their  evaluation;  and 
WHEREAS,  The  timely  and.  effective  completion  of 
this  program  will  require  acceleration  and  expansion 
of  the  Committee’s  efforts  which,  in  turn,  will  necessi- 
tate substantial  staff  support,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  assign  appropriate  and  sufficient  staff  to 
the  Committee  on  Continuing  (Postgraduate)  Educa- 
tion; and  be  it  further 

Resolved,  That  such  staff  have  as  a primary,  or 
preferably  sole  responsibility,  the  provision  of  sup- 
portive services  to  the  Committee. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF  OFFI- 
CERS: The  following  report  was  presented  by  Frederic 
W.  Holcomb,  Jr.,  M.D.,  Chairman. 

Your  reference  committee  felt  that  this  resolution 
should  be  referred  to  the  Council  for  review,  but  after 
hearing  discussion  on  the  floor  of  this  House,  we  now 
recommend  adoption  of  this  resolution. 

The  House  then  voted  to  adopt  resolution  74-100. 

The  House  voted  to  adopt  the  report  of  the  reference 
committee  as  a whole  as  amended. 
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Scientific  Activities,  Publications, 
and  Miscellaneous 


Archives 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  the 


following: 

Joseph  A.  Tamerin,  M.D.,  Chairman New  York 

Morris  R.  Keen,  M.D Suffolk 

Bernard  R.  Margolius,  M.D Greene 

Harriet  Northrup,  M.D Chautauqua 


The  Committee  on  Archives  of  the  Medical  Society  of 
the  State  of  New  York  culminates  its  activities  annually 
at  the  meeting  of  the  Society  at  the  Americana  Hotel. 

For  the  past  number  of  years,  with  the  cooperation  of 
a number  of  other  interested  archival  groups,  its  semi- 
nars at  the  annual  meeting  have  been  devoted  to  the 
special  technics  for  the  discovery  and  preservation  of 
medical  archives  in  the  State  of  New  York. 

These  other  archival  groups  are  the  Medical  Archi- 
vists of  New  York,  the  United  Hospital  Fund,  a special 
committee  of  the  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  New  York,  the  Committee  on  Ar- 
chives and  Regional  History  of  the  Medical  Society  of 
the  County  of  New  York,  and  the  Subcommittee  on  Ar- 
chives of  the  New  York  Academy  of  Medicine. 

A very  elaborate  two-day  workshop  on  the  preserva- 
tion of  archives  was  held  last  year  in  advance  of  the  an- 
nual meeting  at  the  United  Hospital  Fund,  whose  direc- 
tor. Mr.  Joseph  Terrenzio,  is  actively  cooperating  with 
our  committee  in  the  effort  to  make  our  work  an  exam- 
ple to  the  rest  of  the  country,  particularly  in  preparation 
for  the  Bicentennial  of  Independence  in  1976. 

We  are  engaged  in  the  microduplication  of  museum 
archives,  with  particular  reference  to  the  archives  of  the 
Medical  Society  of  the  County  of  New  York,  from  whom 
we  have  a grant  to  microform  its  priceless  archives  dat- 
ing from  1806.  Examples  of  these  will  serve  as  an  exam- 
ple to  be  followed,  hopefully,  by  the  other  county  medi- 
cal societies  of  the  State.  Samples  of  these  microforms 
have  been  presented  to  the  Medical  Society  of  the  State 
of  New  York,  which  has  purchased  two  microform  East- 
man Kodak  Readers  that  wall  ultimately  be  placed  in 
the  Bernstein  Library  for  reference  and  use. 

The  committee  respectfully  requests  the  use  of  Room 
153  at  the  Lake  Success  headquarters  of  the  Medical  So- 
ciety of  the  State  of  New  York  as  an  archive  and  region- 
al history  museum.  We  have  already  obtained  a tender 
of  a gift  of  exhibition  cases  from  the  American  Museum 
of  Natural  History  in  New  York  City.  It  is  our  hope 
that  the  various  county  societies  will  loan  this  archival 
museum  their  historical  archives,  at  least  the  finest  ex- 
amples, for  display. 

These  historical  archives  are  precious  and'  fragile. 
They  are  being,  or  ought  to  be,  microformed  and  hence 
available  in  that  format  to  scholars  who  should  not  be 
permitted  to  handle  the  originals,  some  of  which  are  as 
gracefully  transcribed  as  the  Declaration  of  Indepen- 
dence. 


While  this  suggestion  is  not  within  the  purview  of  this 
committee,  we  would  also  like  to  suggest  that  the  uses  of 
the  Bernstein  Library  be  directed  toward  medical  histo- 
ry and  particularly  New  York  State  regional  history. 

The  collection  need  not  be  the  most  complete  one,  but 
we  are  sure  that  any  number  of  physicians  have  history 
books,  both  medical  and  nonmedical,  that  they  would 
donate  and  that  would  be  illuminating  and  useful  for 
students  permitted  to  use  the  facilities  of  the  Bernstein 
Library. 

The  combination  of  a collection  of  microforms  and 
such  books  should  create  a most  interesting  addition  to 
the  usefulness  of  the  Lake  Success  headquarters. 

The  suggestions  and  recommendations  made  by  this 
committee  have  been  referred  by  the  Council  to  the  Li- 
brary Committee. 

Respectfully  submitted, 

Joseph  A.  Tamerin,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES, PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

The  report  of  the  Committee  on  Archives  was  re- 
viewed. Your  reference  committee  recommends  that 
this  report  be  filed. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Convention 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1973  Convention  Committee  consisted  of  the  fol- 


lowing: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

Joseph  G.  Zimring,  M.D Nassau 

Norman  S.  Moore,  M.D.,  ex  officio Tompkins 


The  167th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  took  place  February  11 
through  15,  1973,  at  the  Hotel  Americana  in  New  York 
City. 

The  following  are  the  attendance  figures: 

General  Attendance 

Physicians  2,713 

Allied  Professions 540 

(dentists,  nurses,  medical  students,  and  so  forth) 

Guests 529 

Technical  Exhibitors 600 

Total  4,382 

This  is  an  increase  of  more  than  400  registrants  over 
1972  meeting. 

Section  and  Session  Attendance 


General  Sessions 

Sunday  (all  day) 1,000 

Monday  P.M 225 

Tuesday  P.M 300 

Wednesday  P.M 500+ 

Sections 

Allergy 30 

Anesthesiology 76 

Chest  Diseases  125 
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Data  Processing  in  Medicine 43 

(joint  with  Pathology) 

Dermatology  & Syphilogy 100 

Family  and  General  Practice  90 

(joint  with  Psychiatry) 

Gastroenterology  & Proctology 54 

Internal  Medicine 585 

Medical  Legal  & Workmen’s  Compensation 50 

(joint  with  Occupational  Medicine) 

Obstetrics  and  Gynecology 35 

Occupational  Medicine 50 

(joint  with  Medical  Legal) 

Ophthalmology 52 

Orthopedic  Surgery 74 

(joint  with  Pediatrics) 

Otolaryngology 100 

Pathology  43 

(joint  with  Data  Processing) 

Pediatrics  74 

(joint  with  Orthopedics) 

Physical  Medicine 40 

Plastic  & Reconstructive  Surgery 63 

(joint  with  Urology) 

Preventive  Medicine  and  Public  Health 58 

Psychiatry 90 

(joint  with  Family  & General  Practice) 

Radiology 25 

School  Health 70 

Space  Medicine 60 

Surgery  44 

Urology 63 

(joint  with  Plastic  Surgery) 

Sessions 

Archives 20 

Neurology 24 

Neurosurgery  24 


Scientific  Program.  Attendance  at  scientific  meet- 
ings seemed  to  be  better  than  in  the  last  few  years. 
Especially  well  attended  and  popular  was  an  all-day 
General  Session  on  Acupuncture,  1,000.  The  Section  on 
Internal  Medicine  in  cooperation  with  the  New  York 
State  Society  of  Internal  Medicine  presented  a panel 
discussion  on  “The  Heart”  that  drew  an  audience  of 
close  to  600.  This  was  part  of  a full  day’s  program  that 
was  continued  that  afternoon  as  a General  Session. 
The  afternoon  segment  of  “Heart  Day”  was  also  very 
well  attended,  about  500  physicians.  The  following  sec- 
tions combined  for  joint  programs  and  meetings:  Data 
Processing  in  Medicine  with  Pathology;  Family  and 
General  Practice  with  Psychiatry;  Medical-Legal  and 
Workmen’s  Compensation  Matters  with  Occupational 
Medicine;  Orthopedic  Surgery  with  Pediatrics;  and 
Plastic  and  Reconstructive  Surgery  with  Urology. 

Scientific  Exhibits.  Albert  H.  Douglas,  M.D.,  chair- 
man, and  his  committee  chose  44  applications  from 
about  60  that  were  received.  A strong  determined  ap- 
proach was  made  to  solicit  exhibits  of  merit.  There  was 
a general  curtailment  of  funds  available  for  exhibits  by 
departments  at  universities  and  from  other  usual 
sources  of  support.  We  are  pleased  to  report  that  there 
was  a satisfactory  response  to  this  approach  and  that 
the  exhibits  shown  at  the  1973  Convention  were  at  least 
comparable  in  interest  to  those  previously  shown. 

The  chairman  thanks  the  members  of  the  Subcom- 
mittee on  Scientific  Exhibits  and  renders  special  thanks 
to  Miss  Mollie  Pesikoff,  without  whose  particular  efforts 


and  intelligent  cooperation,  the  exhibits  would  not  have 
been  successful. 

Scientific  Motion  Pictures.  The  Scientific  Motion 
Picture  program,  under  the  co-chairmanship  of  Kenneth 
B.  Olson,  M.D.,  and  James  J.  Quinlivan,  M.D.,  began 
Sunday  morning  and  continued  daily  through  Wednes- 
day. Sixty-five  films  were  shown.  We  are  indebted 
and  grateful  to  the  New  York  State  Department  of 
Health  for  arranging  the  program  and  sending  well 
trained  personnel  to  the  convention  to  supervise  the 
showing  of  the  many  films.  Following  this  report  is  a 
report  on  the  Medical  Film  Library  by  Dr.  Quinlivan. 

Technical  Exhibits.  William  B.  Rawls,  M.D., 
Chairman,  reported  that  again,  due  to  the  “tight” 
money  condition,  pharmaceutical  companies  had  cur- 
tailed and  decreased  many  of  their  exhibits.  Neverthe- 
less, Mrs.  Camille  Cunningham  reports  that  68  exhibit 
booths  were  sold.  All  members  and  guests  of  the  society 
were  urged  to  attend  and  visit  the  technical  exhibits. 
The  income  from  these  exhibits  pays  for  a considerable 
part  of  the  expenses  of  the  annual  convention. 

Scientific  Exhibits  Awards.  The  committee,  under 
the  chairmanship  of  Albert  H,  Douglas,  M.D.,  visited 
and  studied  the  scientific  exhibits  and  selected  the 
award  winning  exhibits.  The  certificates  were  properly 
inscribed  after  the  convention  and  sent  to  each  of  the 
winning  exhibitors. 

Dinner  Dance.  The  annual  meeting  and  dinner 
dance  in  honor  of  the  outgoing  president,  Edward  Sie- 
gel, M.D.,  was  held  on  Wednesday  at  the  Americana 
Hotel  during  convention  week.  A reception  and  cock- 
tail party  was  followed  by  an  excellent  dinner  at  which 
Henry  I.  Fineberg,  M.D.,  served  as  toastmaster.  Ap- 
proximately 300  guests  attended  this  event.  Arthur  H. 
Diedrick,  M.D.,  is  chairman  of  this  committee. 

House  of  Delegates.  Over  100  resolutions  were  sub- 
mitted to  the  House  for  action.  Deliberations  and  final 
actions  are  reported  in  detail  in  the  June  1,  1973  issue  of 
the  New  York  State  Journal  of  Medicine. 

1974  Convention.  At  this  writing,  the  Scientific  Pro- 
gram Committee,  the  Convention  Committee,  and  the 
Associate  Chairmen  for  General  Sessions  have  met  on 
three  occasions  and  set  into  motion  plans  for  the  1974 
Convention. 

One  of  the  items  suggested  to  the  Council  and  the 
House  of  Delegates  at  the  Convention  Committee  meet- 
ing was  the  separation  of  the  House  of  Delegates’  meet- 
ing from  the  Scientific  meetings  activities.  It  was  de- 
cided to  divide  the  scientific  exhibits  into  two  areas, 
hoping  that  this  will  encourage  more  attendance  and  in- 
terest by  our  physicians  in  the  items  displayed  at  the 
technical  booths. 

Thanks  are  expressed  by  the  Convention  chairman 
and  his  committee  to  all  members  of  the  society  and 
especially  to  our  dedicated  staff  who  participated  in  all 
convention  activities. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES, PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee  wishes  to  applaud  the  Con- 
vention Committee  for  its  maintenance  of  high  quality 
programs.  The  committee  would  like  to  suggest  that,  in 
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light  of  present  conditions,  future  sessions  involve  clini- 
cally oriented  programs  which  will  place  emphasis  on 
performance  and  correction  of  deficiencies  indicated  by 
medical  audit  procedures.  Your  reference  committee 
would  strongly  suggest  that  the  Medical  Society  of  the 
State  of  New  York  take  action  to  become  the  certifying 
agency  for  American  Medical  Association-approved 
programs  on  Continuing  Medical  Education. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Public  and  Professional  Relations 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Public  and  Professional  Rela- 


tions Committee  are: 

Milton  Rosenberg,  M.D.,  Chairman Suffolk 

Clement  J.  Boccalini,  M.D Nassau 

Russell  C.  Johnson,  M.D Albany 

Eli  A.  Leven,  M.D Monroe 

James  R.  Nunn,  M.D Erie 

Thomas  D.  Pemrick,  M.D Rensselaer 

John  A.  Root,  M.D Onondaga 

John  F.  Spring,  M.D Broome 

William  C.  Stein,  M.D Niagara 


Nineteen-seventy-three  was  a year  of  examination 
and  evaluation,  goal  setting,  restructuring,  planning,  de- 
velopment and  progress.  The  Public  and  Professional 
Relations  Committee  with  the  assistance  of  the  staff  of 
the  Division  of  Public  and  Professional  Affairs  contin- 
ued to  serve  the  requirements  of  the  membership  and 
the  various  divisions  and  committees  of  the  Medical  So- 
ciety of  the  State  of  New  York.  This  policy  will  con- 
tinue during  1974. 

Structure  of  the  Committee.  Since  the  Commis- 
sion on  Public  and  Professional  Affairs  has  been  phased 
out  through  the  transfer  of  the  Legislation  Committee 
to  the  Commission  on  Governmental  Affairs,  the  Public 
and  Professional  Relations  Committee  now  reports  di- 
rectly to  the  Council. 

The  committee  was  requested  to  formulate  a struc- 
ture of  operation.  The  following  was  submitted  to  the 
Executive  Vice-President: 

Official  Name:  The  Public  and  Professional  Rela- 
tions Committee 

Purpose:  To  provide  public  and  professional  rela- 

tions support  for  the  activities  and  programs  of  MSSNY 
committees,  divisions,  departments,  officers,  staff  and 
other  bodies  as  and  when  deemed  appropriate  to  the 
best  interest  of  the  membership. 

Composition:  The  committee  shall  be  constructed  to 
meet  the  following  criteria: 

a.  The  number  of  members  shall  be  eight  plus  the 
chairman. 

b.  Appointments  to  the  committee  shall  give  consid- 
eration to  geographical  distribution  so  as  to  include  rep- 
resentation from  large  and  small  metropolitan  areas  as 
well  as  suburban  and  rural  areas. 

c.  The  tenure  of  members  shall  be  a maximum  of 
two  three-year  consecutive  terms.  Appointments  to  the 
committee  will  be  administered  on  a staggered  system  so 
there  will  be  three  new  members  each  year  (other  than 
replacements).  A committee  member  may  be  removed 
at  the  discretion  of  the  committee  as  a result  of  being 
absent  from  more  than  50  per  cent  of  the  committee 
meetings  in  a calendar  year. 


Report  to  Membership.  The  committee  proposed 
the  concept  of  an  MSSNY  Report  to  the  Membership. 
Approval,  however,  was  received  too  late  for  the  report 
to  be  completed  and  included  in  the  January  1974  Jour- 
nal. The  project  will  be  implemented  during  1974  and 
included  in  the  January  1975  Journal.  The  Report  to 
the  Membership  will  present  MSSNY  member  benefits, 
accomplishments  and  services.  The  report  will  visually 
demonstrate  how  MSSNY  dollars  are  spent  to  provide 
the  needed  services.  Unbound  copies  will  be  included 
in  MSSNY  new  member  kits.  Distribution  of  the  re- 
port to  potential  members  will  concisely  demonstrate 
the  value  of  MSSNY  membership. 

Pamphlets.  Two  highly  successful  MSSNY  pam- 
phlets were  updated  and  modernized.  Three  thousand 
copies  of  “A  Guide  to  Cooperation  for  Doctors,  Hospi- 
tals and  Reporters”  and  five  thousand  copies  of  “Stan- 
dards of  Practice  for  Doctors  and  Lawyers”  were  print- 
ed. 

Workshop.  The  need  for  a workshop  on  public  rela- 
tions techniques  with  particular  emphasis  on  media 
relations  came  to  light  as  a result  of  a survey  of  county 
medical  societies’  public  relations  needs.  This  “com- 
munications” workshop  is  scheduled  to  be  held  in  the 
Spring  of  1974  for  appropriate  incoming  county  officers 
and  chairmen.  The  goal  of  this  project  is  to  assist  the 
county  medical  society  spokesman  in  preparing  to  better 
meet  the  needs  of  the  news  media. 

The  committee  stated  that  peer  discipline  would  go  a 
long  way  toward  obtaining  public  confidence  in  the  pro- 
fession. The  techniques  of  communications  will  do  lit- 
tle if  confidence  is  lacking. 

Physicians’  Associates.  The  following  was  submit- 
ted to  the  Council: 

The  Public  and  Professional  Relations  Committee 
notes  with  concern,  the  trend  toward  Physicians’  As- 
sociates, Nurse  Practitioners,  and  so  forth  becoming 
involved  in  the  practice  of  medicine  and  recommends 
that  the  Council  assign  an  ad  hoc  committee  to  study 
and  make  its  recommendations  to  the  appropriate  ref- 
erence committee  at  the  next  House  of  Delegates 
meeting. 

The  Council  said  this  problem  would  be  referred  to  an 
existing  committee  “when  the  present  reorganization  of 
MSSNY  committees  is  completed.” 

Position  Papers.  The  committee  continued  to  gath- 
er MSSNY  position  papers  on  subjects  of  greatest  inter- 
est to  the  public,  physicians,  and  the  media.  Papers  re- 
ceived by  the  committee  were  disseminated  to  the  media 
with  exceptional  coverage  being  given  to  the  MSSNY 
“right  to  die  with  dignity”  paper.  In  order  to  extend 
this  concept  and  obtain  additional  papers  the  following 
recommendations  were  approved  to  further  implement 
the  program:  (1)  that  a follow-up  should  be  made  to 

those  committees  which  have  not  submitted  position  pa- 
pers on  particular  subjects  to  do  so  at  their  earliest  con- 
venience; (2)  that  all  such  papers  are  to  be  referred  to 
the  office  of  the  executive  vice-president  and  will  be  re- 
viewed by  the  Division  of  Public  and  Professional  Af- 
fairs for  judicious  editing  or  further  consultation  with 
the  committee  chairman,  if  necessary,  before  rerouting 
to  the  Council  for  approval;  (3)  that  the  various  divi- 
sions of  MSSNY  are  not  to  distribute  position  papers 
but  are  to  observe  the  procedures  outlined;  and  (4)  that 
additional  position  papers  be  prepared  on  appropriate 
subjects. 

The  members  of  the  committee  were  given  specific 
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projects  and  liaison  assignments  which  resulted  in  im- 
proved use  of  resource  manpower.  This  restructuring 
will  lead  to  improved  services  for  the  membership  and 
other  MSSNY  committees. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES. PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee  reviewed  the  report  and 
recommends  that  it  be  filed. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Publications 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Publications  Committee  are  as 


follows: 

Albert  H.  Douglas,  M.D.,  Chairman Queens 

Arthur  H.  Diedrick,  M.D Westchester 

Milton  Gordon,  M.D Suffolk 

Warren  A.  Lapp,  M.D Kings 

Alfred  A.  Angrist,  M.D.,  ex  officio Queens 

William  Hammond,  M.D.,  ex  officio Westchester 

Julius  E.  Stolfi,  M.D.,  ex  officio Kings 


During  the  past  year  the  New  York  State  Journal  of 
Medicine  has  maintained  its  leadership  position  among 
similar  publications,  under  the  untiring  direction  of  the 
Editor,  Alfred  A.  Angrist,  M.D.,  who  has  carried  on  most 
effectively  in  the  tradition  of  his  predecessors.  The  sci- 
entific content  has  been  well  received  by  the  readers,  as 
judged  by  reprint  requests,  which  have  been  interna- 
tional in  scope. 

We  are  happy  to  report  the  appointment  of  Julius 
Stolfi,  M.D.,  as  associate  editor.  We  are  fortunate  to 
have  in  this  important  position  a physician  dedicated  to 
the  best  interests  of  both  the  patient  and  his  attending 
physician;  who  has  played  an  active  role  both  in  aca- 
demic medicine  and  in  organized  medicine;  and  who  has 
been  honored  by  high  appointments  in  the  American 
College  of  Physicians,  a body  he  now  serves  as  vice-pres- 
ident. Dr.  Stolfi  has  a pragmatic  understanding  of  the 
problems  which  face  medicine  in  this  era  of  accelerated 
change  and  he  has  already  put  his  shoulder  to  the  wheel 
on  behalf  of  the  Journal. 

The  committee  is  also  pleased  to  report  that  the  Asso- 
ciate Editorial  Board  has  been  strengthened  by  the  ad- 
dition of  the  following  authorities  in  their  respective 
fields:  Gerald  P.  Murphy,  M.D.,  Roswell  Park;  Lytt  I. 
Gardner,  M.D.,  Syracuse;  Harry  M.  Le  Veen,  M.D., 
Downstate;  Steven  D.  Douglas,  M.D.,  Mt.  Sinai;  Stuart 
Bondurant,  M.D.,  Albany;  Jeremiah  Barondess,  M.D., 
Cornell;  Samuel  L.  Kountz,  M.D.,  Downstate;  Richard 
B.  Roberts,  M.D.,  New  York  City;  Edmund  Pellegrine, 
M.D.,  Stony  Brook. 

The  committee  has  been  saddened  by  the  loss  of  Ar- 
thur Master,  M.D.,  who  served  faithfully  for  many 
years.  Several  of  our  loyal  workers  have  retired,  and  we 
wish  to  convey  our  sincere  thanks  on  behalf  of  the  Soci- 


ety to:  George  E.  Moore,  M.D.,  Alfred  Gilman,  M.D., 
Valentino  D.  B.  Mazzia,  M.D. 

Much  discussion  has  been  given  to  the  loss  of  adver- 
tising income.  It  is  well  known  that  austerity  has  seri- 
ously affected  all  medical  journals  as  a result  of  in- 
creased difficulties  faced  by  the  pharmaceutical  indus- 
try. This  led  to  the  demise  of  Northwest  Medicine, 
with  the  March  1973  issue.  In  an  effort  to  economize 
without  sacrificing  the  quality  of  the  Journal,  the  com- 
mittee recommended  the  publication  of  the  Journal  be 
changed  from  a semimonthly  to  a monthly  basis,  start- 
ing with  the  January,  1974  issue.  It  is  hoped  that  this 
will  result  in  significant  savings,  and  an  improvement  in 
advertising  and  in  the  number  of  pages  per  issue.  This 
recommendation  was  approved  by  the  Council  at  its 
September  meeting. 

As  has  been  customary,  the  Associate  Editorial  Board 
had  its  annual  dinner  in  December.  The  speaker  of  the 
evening,  Edmund  Pellegrine,  M.D.,  presented  a provoc- 
ative talk  on  the  future  of  medical  education. 

At  the  February,  1973  meeting  of  the  House  of  Dele- 
gates, a Citation  for  Distinguished  Service  to  the  Jour- 
nal was  presented  to  Samuel  Prigal,  M.D.,  and  James  H. 
Wall,  M.D.,  who  have  served  faithfully  for  many  years. 

As  in  previous  years,  the  Journal  had  an  exhibit  at  the 
annual  convention.  Suggestions  from  members  are  so- 
licited. 

In  concluding  this  report,  your  committee  wishes  to 
express  its  thanks  to  the  editorial  staff,  to  the  business 
staff,  and  to  the  advertising  staff  of  the  Journal  for  their 
loyal  and  conscientious  work;  and  also,  to  Henry  I.  Fine- 
berg,  M.D.,  and  Edward  Siegel,  M.D.,  for  having  exped- 
ited the  work  of  the  committee. 

Respectfully  submitted, 

Albert  H.  Douglas,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES, PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee  wishes  to  note  that  there 
are  joint  recipients  of  the  Redway  Award  this  year. 
Your  reference  committee  applauds  the  new  monthly 
publication  of  the  New  York  State  Journal  of  Medicine. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

What  Goes  On 

The  Annual  Report  concerned  with  What  Goes  On  is 
the  Report  of  the  Executive  Vice-President  which  can 
be  found  under  Reports  of  Officers  . . . 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES, PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee  suggests  that  additional 
input  be  sought  from  local  agencies  such  as  medical  cen- 
ters, regional  medical  programs,  county  medical  so- 
cieties, and  so  forth. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 
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District  Branches 

Second  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Second  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  held  its  annual  meeting  on  Sep- 
tember 5,  1973.  The  present  officers  serve  until  Febru- 
ary, 1975  and  therefore  no  election  was  necessary. 
Since  most  of  the  programs  undertaken,  on  a joint  basis 
between  the  two  County  Medical  Societies,  which  make 
up  the  Second  District  Branch,  were  achieved  on  a di- 
rect relationship  basis,  the  district  branch  itself  had  a 
relatively  inactive  year. 

At  the  time  of  the  annual  meeting  the  district  branch 
was  in  the  process  of  sponsoring  a vacation/education 
trip  to  Russia.  The  main  topic  of  the  annual  meeting, 
therefore,  was  a general  discussion  of  what  one  should 
expect  when  visiting  a communist  country. 

The  Executive  Committee  of  the  district  branch  met 
on  numerous  occasions  to  discuss  the  role  and  functions 
of  the  branch.  These  discussions  included  any  future 
trips  which  might  receive  sponsorship.  The  Executive 
Committee  was  apprised  of  the  reaffirmation  of  the 
State  Society’s  policy  that  any  program  or  endeavor  un- 
dertaken by  a district  branch  must  receive  prior  approv- 
al from  the  Council  of  the  State  Medical  Society.  This 
policy  will  be  followed  where  any  future  programs  in  the 
name  of  the  Second  District  Branch  are  concerned. 

Respectfully  submitted, 

Phillip  I.  Levitan,  M.D.,  President 

Fourth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  annual  meeting  of  the  Fourth  District  Branch 
was  held  with  members  of  the  Third  District  in  Montre- 
al, Canada  on  October  26  through  28,  1973.  The  meet- 
ing was  combined  with  the  meeting  of  the  Fourth  Judi- 
cial District  of  the  New  York  State  Bar  Association. 

Chun-Kwo,  M.D.,  of  Montreal,  presented  a paper  on 
Acupuncture  and  its  proposed  utilization  by  the  medical 
profession.  The  talk  included  a slide  presentation  fol- 
lowed by  an  active  and  informative  question  and  answer 
session.  Also  included  in  the  program  was  a presenta- 
tion and  discussion  on  Codes  of  Criminal  Procedure 
with  the  emphasis  on  changes  in  narcotic  classifications, 
penalties,  and  sentences,  with  active  participation  by 
members  of  both  medical  and  legal  professions. 

The  annual  business  meeting  was  held  on  October  28, 
1973.  The  following  slate  of  officers  was  elected  for 


1973-74: 

President,  A.  J.  D’Errico,  M.D Fulton 

Vice-President,  R.  Hughes,  M.D Warren 

Secretary,  H.  C.  Lauria,  M.D Warren 

Treasurer,  W.  Lynch,  M.D Washington 


Tentative  dates  of  October  17  through  October  29, 
1974  are  planned  for  the  next  annual  meeting  at  the 
Queen  Elizabeth  Hotel  in  Montreal. 

I wish  to  thank  the  members  of  the  Third  and  Fourth 
Districts  for  making  the  meeting  a success. 

Respectfully  submitted, 

A.  J.  D’Errico,  M.D.,  President 


Fifth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Fifth  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  has  completed  a successful  year. 

Our  insurance  program  under  Charles  J.  Sellers  & 
Co.,  Inc.,  has  continued  to  expand. 

The  Executive  Committee  has  been  active  in  complet- 
ing plans  for  and  conducting  the  joint  Fifth  and  Sixth 
District  meeting  at  the  Southampton  Princess  Hotel  in 
Bermuda  on  September  20-24,  1973.  This  was  a most 
successful  meeting  with  the  largest  attendance  to  a Fifth 
and  Sixth  District  meeting.  It  was  so  successful  that 
the  Sixth  District  plans  to  hold  the  joint  meeting  there 
again  next  year. 

Plans  are  already  under  way  for  holding  the  1975 
meeting  at  the  Trelawny  Beach  Hotel  in  Jamaica,  W.  I. 
We  hope  that  this  will  be  equally  successful. 

The  District  is  continuing  its  support  for  the  Student 
American  Medical  Association. 

The  District  is  continuing  to  sponsor  vacation  trips  as 
a means  of  raising  extra  funds. 

A nominating  committee  was  appointed  to  select  a 
slate  of  officers  for  next  year’s  election.  The  committee 
consists  of  Bernard  J.  Hartnett,  M.D.,  Past  President; 
Marvin  Brown,  M.D.,  and  Richard  D.  Eberle,  M.D. 

We  hope  to  have  an  active  year  in  1974. 

Respectfully  submitted, 

Robert  B.  Bryant,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

1973  has  been  a most  active  year  for  the  Sixth  District 
Branch.  In  my  dual  role  as  Councilor  and  District 
Branch  President,  it  was  my  privilege  to  participate  in 
many  levels  of  State  and  local  Society  activities. 

At  the  invitation  of  several  County  Medical  Societies, 
I enjoyed  the  opportunity  to  speak  to  many  physicians 
and  to  listen  to  their  comments  and  suggestions.  Be- 
cause my  term  as  District  President  ends  at  the  close  of 
this  Annual  Meeting,  I fully  intend  to  continue  my  ef- 
forts to  reach  all  counties  in  the  Sixth  District.  I think 
this  is  an  extremely  important  function  for  the  Presi- 
dent and  District  Councilor  to  continue,  as  it  was  a per- 
sonally rewarding  experience  to  realize  the  level  of  inter- 
est of  physician  members  regarding  State  and  District 
activities. 

PL  92-603,  Section  249F  stimulated  considerable  dis- 
cussion. It  was  reported  that  Broome  County  applied 
for  area  designation  and  would  seek  the  cooperation  of 
surrounding  counties.  W’e  also  learned  that  several  oth- 
ers were  mapping  out  strategies  for  area  designation. 

Broome  County  reviewed  the  legislation  and  decided 
that  a local  PSRO  would  be  numerically  unacceptable  to 
HEWT  and  suggested  that  a district  effort  be  established 
to  seek  alternatives. 

The  alternatives  discussed  included  developing  sup- 
port of  surrounding  counties  in  the  District  that  employ 
similar  medical  patterns,  and  to  work  with  interested 
counties  in  the  Fifth  District  Branch.  The  latter  was 
suggested  because  of  our  traditional  good  working  rela- 
tionship with  the  Fifth  District  Branch. 

In  early  August,  1973  representatives  from  the 
counties  of  Broome,  Chemung,  Tioga,  Schuyler,  Cort- 
land and  Tompkins  met  in  Syracuse  with  representa- 


Minutes,  House  of  Delegates/ June,  1974/New  York  State  Journal  of  Medicine  1183 


tives  from  Onondaga,  St.  Lawrence,  Cayuga,  Oswego, 
and  Jefferson  Counties.  The  purpose  of  the  meeting 
was  to  discuss  the  possibility  of  combining  forces  in 
order  to  create  a viable  and  acceptable  professional 
standards  review  organization  which  would  encompass 
most  of  the  Central  New  York  State  corridor. 

We  had  learned  earlier  that  the  counties  of  Chenango, 
Madison,  Oneida,  and  Herkimer  decided  to  seek  their 
own  designation  in  keeping  with  their  medical  and  ad- 
ministrative ties.  The  counties  of  Otsego  and  Delaware 
had  expressed  an  interest  in  becoming  part  of  an  Albany 
program,  in  keeping  with  their  respective  medical  refer- 
ral pattern. 

It  was  apparent  that  the  counties  had  decided  upon  a 
logical  and  constructive  approach  toward  PSRO  area 
development.  The  Central  New  York  meetings  ex- 
plored the  possibility  of  working  toward  a consolidated 
PSRO  effort.  The  County  representatives  decided  to 
consider  the  feasibility  of  establishing  a new  and  sepa- 
rate Central  New  York  State  PSRO  corporation  and 
that  the  corporation  be  charged  with  the  administration 
of  reviews  as  stipulated  in  Section  249-F  of  PL  92-603. 

The  county  societies  in  turn  were  apprised  of  the  dis- 
cussions and,  apparently,  agreed  to  support  the  concept. 
Preliminary  estimates  indicate  that  the  proposed  PSRO 
would  have  over  1,800  M.D.’s  and  34  D.O.’s,  encompass- 
ing an  eleven  or  twelve  county  area  in  Central  New  York 
State.  The  representatives  also  proposed  that  a PSRO 
Board  of  Directors  would  be  charged  with  all  policy  for- 
mulations and  major  decision  making  and  that  the  num- 
ber of  county  representatives  on  the  board  will  be  de- 
pendent on  the  physician  population  of  that  county. 
The  proposed  ratio  was  one  per  100  M.D.’s  or  fraction 
thereof;  and  the  details  of  review  organizational  set  up 
and  operation,  etc.,  would  be  worked  out  at  a later  date 
by  the  Board  of  Directors. 

The  results  of  this  meeting  were  relayed  to  Edward 
Siegel,  M.D.,  Deputy  Executive  Vice-President,  for  pre- 
sentation and  support  at  the  August  21  Region  II  HEW 
meeting  in  Albany.  Representatives  from  Onondaga 
and  Broome  also  attended  the  HEW  meeting  to  support 
the  proposal. 

In  addition  to  the  above  activities,  Ronald  Krizinof- 
ski,  our  Executive  Director,  has  been  quite  involved  in 
assisting  county  medical  societies  without  an  adminis- 
trative staff  to  consider  joining  together  and  sharing  or- 
ganizational costs.  He  worked  closely  with  several 
members  of  the  Tompkins  County  Medical  Society  and 
they  did  formalize  a program  to  establish  an  executive 
secretary  position.  At  the  present  time,  he  is  working 
with  physician  leaders  in  three  other  counties  encourag- 
ing them  to  develop  a multicounty  association.  He  feels 
quite  strongly  that  many  counties  currently  without  ad- 
ministrative programs  can  join  together  to  enjoy  mutual 
benefits  and  the  subsequent  benefits  of  organization 
and  planning.  I have  encouraged  Mr.  Krizinofski  to 
continue  to  help  interested  counties. 

The  Fifth  District  Branch  was  host  at  the  12th  annual 
combined  meeting  held  at  the  Southhampton  Princess, 
Bermuda.  In  my  absence,  Cornelius  Ryan,  M.D., 
chaired  the  Annual  Sixth  District  meeting  on  Septem- 
ber 24,  1973.  The  Annual  financial  report  and  budget 
was  presented  and  approved.  The  membership  also 
voted  to  continue  the  two  dollar  per  member  dues  as- 
sessment, and  to  continue  financial  assistance  to  the 
Student  American  Medical  Association,  Syracuse  Chap- 
ter. 


The  following  slate  of  officers  was  elected  to  serve 
1974-76.  They  assume  their  positions  immediately  fol- 
lowing adjournment  of  the  1974  MSSNY  House  of  Dele- 
gates meeting. 

President,  Cornelius  F.  Ryan,  M.D Otsego 

First  Vice-President,  Robert  E.  Good,  M.D 

» . . . Chemung 

Second  Vice-President,  Stephen  W.  Blatchly,  M.D.  . . . 

Tompkins 


Secretary,  Herbert  J.  Wilk,  M.D .Broome 

Treasurer,  Vincent  I.  Maddi,  M.D Broome 

Delegate,  Jason  K.  Moyer,  M.D Broome 


The  Executive  Committee  met  immediately  following 
the  Annual  Meeting  and  formalized  plans  to  return  to 
Bermuda  for  the  1974  meeting.  The  date  has  been  set 
for  October  2-6,  1974. 

In  conclusion,  I would  like  to  again,  encourage  each 
medical  society  to  invite  the  district  president  and  coun- 
cilor to  meet  with  the  membership.  These  are  trying 
times  for  medicine  and  we  need  your  continued  support. 
We  have  had  an  active  year.  Let  us  continue  to  work 
together  and  cooperate  on  all  levels. 

Finally,  my  deepest  appreciation  goes  to  the  district 
officers  and  membership  for  their  assistance  during  the 
past  two  years.  I am  sure  you  will  be  as  helpful  to  Doc- 
tor Ryan  as  you  were  to  me.  My  thanks  also  to  Mr. 
Ronald  Krizinofski,  our  Executive  Director,  for  his  ef- 
forts and  support  throughout  my  term  in  office. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Seventh  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  has  had  a busy  and  difficult 
year.  The  passage  of  Public  Law  92-603  formalized  pre- 
vious efforts  to  develop  peer  review  activities.  With 
this  legislative  mandate  we  are  working  to  establish  a 
seven-county  Professional  Standard  Review  Organiza- 
tion with  Thomas  E.  Cardillo,  M.D.,  and  James  G.  Zim- 
mer, M.D.,  spearheading  the  effort.  Input  from  the  dis- 
trict is  provided  by  David  L.  Koch,  M.D.,  and  James 
Bowen,  M.D.  This  is  a tremendous  job  and  will  take  a 
lot  of  cooperation  between  physicians,  hospitals,  third 
parties,  and  others.  It  is  fortunate  that  we  have  such 
organizations  as  the  Monroe  Foundation  and  the  Re- 
gional Utilization  Project  to  assist  us.  We  are  much 
further  ahead  of  other  parts  of  the  country  in  accom- 
plishing this  task  which  the  government  has  put  upon 
us.  A new  organization  has  been  formed  called  the  Ge- 
nesee Region  PSRO,  Inc.  to  comply  with  the  law.  Ini- 
tial meetings  have  been  held  with  hospitals,  Medicare 
and  Medicaid  Fiscal  Intermediaries,  as  well  as  the  New 
York  State  Health  Department.  A prospective  admis- 
sion and  concurrent  hospital  review  program  has  been 
developed  with  the  Dikewood  Corporation  of  New  Mexi- 
co (PACER).  Our  seven-county  area  has  been  present- 
ed to  the  Department  of  Health,  Education,  and  Wel- 
fare by  letter  and  hearing  to  be  designated  as  the  re- 
gion’s PSRO.  A grant  request  has  been  submitted  to 
the  Bureau  of  Health  Insurance  for  pre-PSRO  start  up. 
A proposal  has  also  been  submitted  and  meetings  held 
with  the  New  York  State  Health  Department  to  have 
our  PACER  program  supplant  the  State’s  in-hospital 
utilization  review  programs  for  Medicaid  surveillance. 
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We  have  strenuously  objected  to  the  imposition  of  other 
systems  pre-empting  the  prerogatives  of  physician-ori- 
ented PSRO  operation. 

The  peer  review  capacity  of  the  Monroe  Plan  and  the 
utilization  review  knowhow  of  the  Genesee  Valley  Medi- 
cal Foundation  bring  considerable  expertise  to  our  proj- 
ect. Although  this  is  a difficult  law  to  implement,  we 
are  determined  that  we  will  make  every  effort  to  suc- 
ceed. 

Our  delegates  to  the  MSSNY  vigorously  introduced 
and  supported  several  resolutions  with  varying  degrees 
of  success.  Notable  was  the  election  of  Lynn  R.  Callin, 
M.D.,  as  president-elect  and  Charles  D.  Sherman,  Jr., 
M.D.,  as  councilor.  This  year  James  M.  Flanagan, 
M.D.,  will  represent  the  district  on  the  Nominating 
Committee  of  the  MSSNY. 

We  joined  with  the  Monroe  County  Medical  Society 
to  obtain  a class  exception  from  the  Price  Commission 
freeze  on  Blue  Shield  fees.  Although  the  class  excep- 
tion was  not  obtained,  approval  of  a 7.5  per  cent  in- 
crease in  Blue  Shield  fees  was  obtained  from  the  com- 
mission subject  to  the  individual  physician’s  ability  to 
justify  it.  This  brings  the  total  improvement  in  the 
Blue  Shield  benefit  schedule  to  10  per  cent  above  the 
1969  schedule,  which  could  not  be  considered  inflationa- 
ry. The  Blue  Shield  Negotiating  Committee  has  pre- 
pared a list  of  items  for  discussion  with  the  Shield,  but 
there  has  been  considerable  delay  in  getting  a date  for  a 
meeting  with  Blue  Shield  representatives. 

At  the  request  of  the  New  York  State  Health  Depart- 
ment, criteria  for  surgical  privileges  in  nonteaching  and 
nonuniversity  affiliated  hospitals  were  developed  as  fol- 
lows: 

1.  It  is  most  important  that  the  chief  of  any  ser- 
vice (in  this  instance  Chief  of  Surgery),  be  qualified  in 
training  and  experience  and,  further,  that  he  have  ad- 
ministrative ability  for  this  post.  If  board  certifica- 
tion is  not  possible  within  the  staff  members,  other 
acceptable  qualifications  have  been  outlined  in  Chap- 
ter V of  the  State  Hospital  Code.  We  feel  that  the 
quality  of  administrative  proficiency  and  executive  ef- 
ficiency is  an  important  feature  in  the  makeup  of  a 
chief  of  service. 

2.  We  recommend  that  the  Credentials  Commit- 
tee (as  to  surgical  privileges)  be  composed  of  peers 
who  are  not  only  fair  minded,  but  are  sufficiently  firm 
minded  so  as  to  say  no  to  staff  associates  and  staff  col- 
leagues if  such  should  be  in  order. 

3.  If  such  peers  cannot  be  recruited  from  a partic- 
ular hospital  staff,  review  should  be  requested  from 
the  Seventh  District  Branch  or  from  a larger  hospital 
medical  staff. 

4.  Encouragement  of  the  Board  of  Governors  by 
education  and  continuing  flow  of  information,  to  be 
knowledgeable  and  firm  in  approving  staff  requests  in 
areas  of  conferring  privileges. 

5.  We  further  recommend  annual  review  of  each 
individual  member  with  regard  to  his  medical  and 
surgical  privileges. 

A proposal  to  initiate  a public  relations  program,  re- 
sulted in  a survey  of  component  county  societies  in  the 
interest  of  getting  physician  viewpoint  to  the  media.  A 
capable  individual  has  been  found  but  more  details  on 
the  program  plus  additional  county  society  support  is 
needed  before  it  can  be  approved.  A Rural  Physician 
Shortage  Committee  chaired  by  Ralph  C.  Parker,  Jr., 


M.D.,  completed  an  indepth  analysis  of  physicians  mov- 
ing into  the  region  in  the  last  five  years.  This  follows  a 
survey  of  physicians  leaving  the  region  and  an  earlier 
survey  in  physician  attitude  towards  small  community 
practice.  Of  the  70  physicians  surveyed,  about  half  are 
in  primary  care  fields.  The  low  replenishment  of  pri- 
mary care  physicians  is  the  major  problem  with  several 
factors  relating  to  it. 

1.  A professional  environment  of  good  community 
hospital,  a nearby  medical  center  and  readily  avail- 
able specialists  is  most  desirable. 

2.  Ability  to  build  a good  practice  quickly  in  a 
prosperous  part  of  the  country  helps  as  well  as  an  in- 
terest in  the  particular  community.  An  established 
physician  who  needs  a partner  is  also  an  attraction. 

3.  Not  unimportant  is  being  from  a small  town 
and  returning  to  familiar  area.  The  influence  of 
teachers  is  another  factor. 

4.  A critical  mass  made  of  components  such  as  a 
good  hospital,  consultants,  a nearby  medical  center 
and  a group  practice  seem  to  be  factors  facilitating  re- 
cruitment until  economic  factors  slow  it  down. 

A possibility  of  developing  a district  operated  physi- 
cian recruitment  program  with  the  Regional  Medical 
Program  is  under  consideration.  A byproduct  of  the 
shortage  is  the  lack  of  physician  time  from  Yates  County 
to  be  active  in  district  affairs.  A substantial  increase  in 
area  physicians  joining  the  Monroe  Plan  resulted  in  the 
district  lending  support  to  this  foundation  for  medical 
care. 

Under  the  trade  name  of  Health  Watch,  Blue  Cross 
and  Blue  Shield  are  underwriting  and  marketing  the 
foundation  sponsored  health  insurance.  It  should  be 
available  to  employer  groups  throughout  the  region  al- 
though initial  selling  has  taken  place  in  Monroe  County. 
This  physician-regulated  plan  is  an  answer  to  critics  of 
the  socalled  nonsystem  of  health  care  delivery.  It  pre- 
serves the  fee-for-service  concept  while  setting  physi- 
cian developed  standards  for  quality  of  care  and  pay- 
ment. The  patient  is  thereby  assured  of  the  quality  of 
care  and  fairness  of  physician  charges. 

Revisions  in  the  Constitution  and  By-Laws  were  ap- 
proved by  MSSNY  after  two  years  of  study  and  change. 
The  changes  were  chiefly  a matter  of  updating;  however, 
election  of  the  Delegate  to  the  MSSNY  and  clarifying 
the  role  of  the  executive  secretary  were  new  additions. 

The  Annual  Meeting  and  Scientific  Program  was  held 
at  the  Whiteface  Inn,  Lake  Placid,  New  York,  Septem- 
ber 29  through  October  3,  1973.  During  the  annual 
meeting,  the  following  officers  were  elected  to  serve 
until  the  Annual  Meeting  in  October,  1975: 

Past  President Erich  Hirsch,  M.D. 

President David  L.  Koch,  M.D. 

1st  Vice  President James  M.  Flanagan,  M.D. 

2nd  Vice  President Gerald  L.  Glaser,  M.D. 

Secretary-Treasurer Dallas  E.  Billman,  M.D. 

Delegate Vincent  I.  Bonafede,  M.D. 

The  Scientific  Program  included  the  following: 
Problem  Oriented  Medical  Records.  Speaker,  Robert 
L.  Dickman,  M.D.,  Director  of  Ambulatory  Services, 
Buffalo  General  Hospital. 

Organized  Medicine — Who  Needs  It?  Panelists,  Mr. 
Raymond  Sullivan,  Assistant  Director,  AMA  Field  Ser- 
vice; Edward  Siegel,  M.D.,  Deputy  Executive  Vice-Pres- 
ident, Medical  Society  of  the  State  of  New  York;  and 
Herbert  E..  Joyce,  M.D.,  Past  President,  Erie  County 
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Medical  Society  and  President-Elect.,  New  York  State 
Association  of  Family  Practice. 

PSRO’s.  Speaker,  Mr.  Emory  Bullis,  Department  of 
HEW,  on  special  assignment  to  the  Office  of  Profession- 
al Standards  Review;  and  Panelists,  Thomas  E.  Cardillo, 
M.D.,  Chairman,  Monroe  County  Medical  Society, 
PSRO  Task  Force;  P.  William  Haake,  M.D.,  Chairman, 
Monroe  Plan  Peer  Review  Committee;  George  Himler, 
M.D.,  President,  New  York  Institute  for  Research  and 
Development  in  Health  Care;  and  Donald  S.  Raines, 
M.D.,  American  Association  of  Foundations  for  Medical 
Care. 

Continuing  Education  and  Relicensure.  Speaker, 
John  H.  Morton,  M.D.,  New  York  State  Board  of  Medi- 
cal Examiners;  Panelists,  Ralph  C.  Parker,  Jr.,  M.D., 
Chairman,  Monroe  County  Medical  Society  Continuing 
Education  Committee;  Charles  D.  Sherman,  Jr.,  M.D. 
Long  involved  in  educational  activities  at  the  state  and 
national  levels;  and  Marvin  L.  Bloom,  M.D.,  Chairman, 
MSSNY,  Continuing  Education  Committee. 

Also,  during  the  Annual  Meeting,  the  following  reso- 
lution was  adopted: 

WHEREAS,  The  Councilors  of  the  New  York  State 
Medical  Society  are  selected  by  the  House  of  Dele- 
gates, and 

WHEREAS,  This  method  does  not  necessarily  insure 
that  the  individual  councilors  truly  represent  their 
constituency,  therefore  be  it 

Resolved,  That  the  Seventh  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York  support  the 
democratic  principle  of  having  each  Councilor  elected 
by  the  District  they  represent,  and  be  it  further 

Resolved,  That  the  four  Councilors  at  large  should 
continue  to  be  elected  by  the  House  of  Delegates,  and 
be  it  further 

Resolved,  That  the  Seventh  District’s  delegate  to 
the  State  Society  is  instructed  to  introduce  a motion 
to  this  effect  at  the  next  meeting  of  the  House  of  Del- 
egates. 

The  scientific  program  held  at  this  annual  meeting  is 
of  high  calibre  and  reflects  the  many  capable  physicians 
practicing  in  our  region.  I would  like  to  extend  my 
thanks  to  the  innumerable  members  who  have  partici- 
pated or  contributed  to  these  major  undertakings  which 
are  only  briefly  reported. 

My  successor,  Dr.  Koch,  and  his  new  officers  will  pro- 
vide the  District  with  topnotch  leadership.  Of  increas- 
ing concern  is  the  regulation  of  medicine  and  the  main- 
tenance of  professional  freedom.  This  is  a task  that 
seems  to  require  more  muscle  than  the  profession  has 
mustered  to  date.  We  seem  but  a short  step  from  com- 
plete government  control. 

I would  also  like  to  express  my  thanks  to  our  staff, 
Mr.  Donald  M.  Irish  and  Mrs.  Patricia  Philpott,  for 
their  support  in  carrying  out  the  District’s  work.  We 
also  appreciate  Mr.  Harry  Dexter’s  generous  assistance 
as  the  MSSNY  local  representative. 

Respectfully  submitted, 

Erich  Hirsch,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1973  Annual  Meeting  of  the  Eighth  District 
Branch  of  the  Medical  Society  of  the  State  of  New  York 
was  held  at  the  Whiteface  Inn  and  Golf  Club,  Lake  Plac- 


id, New  York  with  the  Seventh  District  Branch,  Medical 
Society  of  the  State  of  New  York  from  Sunday,  Septem- 
ber 30,  1973  to  Wednesday,  October  3,  1973.  On  Mon- 
day, October  1,  1973  there  was  a scientific  program 
moderated  by  Kenneth  H.  Eckhert,  M.D.,  President  of 
the  Eighth  District  Branch.  The  members  heard  the 
following  panelists  discuss  the  subject  “Organized  Medi- 
cine— Who  Needs  It?”  Mr.  Raymond  Sullivan,  Assis- 
tant Director,  A.M.A.  Field  Service;  Edward  Siegel, 
M.D.,  Deputy  Executive  Vice-President,  Medical  Soci- 
ety of  the  State  of  New  York  and  immediate  Past-Presi- 
dent of  the  Medical  Society  of  the  State  of  New  York; 
and  Herbert  E.  Joyce,  M.D.,  Past  President  of  the  Medi- 
cal Society  of  the  County  of  Erie  and  President-Elect, 
New  York  State  Academy  of  Family  Practice.  Preced- 
ing the  panel  discussion,  the  AMA  film  “3  Days  in  Feb- 
ruary” was  shown.  Also  heard  on  Monday  was  Robert 

L.  Dickman,  M.D.,  Director  of  Ambulatory  Services  at 
Buffalo  General  Hospital,  who  presented  materials  on 
“Problem  Oriented  Medical  Records.” 

On  Tuesday,  October  2,  1973  a panel  on  PSRO’s  and  a 
panel  on  “Continuing  Education  and  Relicensure”  were 
presented  by  the  Seventh  District  Branch.  Those  pan- 
els, their  participants  and  materials  are  reported  fully  in 
the  Seventh  District  Branch  report. 

Both  scientific  sessions  enjoyed  superb  attendance 
and  active  discussion  followed  each. 

The  business  meeting  of  the  Eighth  District  Branch 
was  held  on  Monday,  October  1,  1973. 

The  following  reports  were  approved: 

a.  Report  of  the  Auditors  (Latham,  Lumsden, 
McCormick  and  Company); 

b.  Report  of  President,  8th  District  Branch,  Med- 
ical Society  of  the  State  of  New  York  as  published  in 
the  December  1972  Bulletin; 

c.  Report  of  the  1972  Annual  Meeting  as  pub- 
lished in  the  January  1973  Bulletin; 

d.  Report  of  the  Advisory  Council  Meeting, 
March  8,  1973  as  published  in  the  May  1973  Bulletin; 

e.  Report  of  Eighth  District  Branch  PSRO  Steer- 
ing Committee  which  met  on  May  10,  1973. 

The  members  received  a report  on  Health,  Education, 
and  Welfare  sponsored  meeting  on  PSRO’s  in  Albany 
(August  21,  1973)  as  information. 

Mr.  Charles  J.  Sellers,  Jr.,  District  Branch  endorsed 
insurance  agent,  presented  his  company’s  report  on  the 
District  Branch  insurance  programs.  He  also  explained 
the  benefits  available  to  the  membership  under  the 
newly  endorsed  program  sponsored  by  the  Medical  Soci- 
ety of  the  State  of  New  York. 

There  being  no  further  business,  the  session  ad- 
journed at  12:15  p.m. 

The  three  day  meeting  culminated  with  the  Annual 
Dinner  on  Tuesday  at  which  Thomas  F.  McCarthy, 

M. D.,  President,  Medical  Society  of  the  State  of  New 
York,  was  the  honored  guest  and  principal  speaker. 

Registration  totalled  196. 

1 wish  to  acknowledge  the  work  of  the  program  com- 
mittees in  arranging  the  excellent  programs.  The  com- 
mittees consisted  of:  Vincent  I.  Bonafede,  M.D.,  Thom- 
as S.  Bumbalo,  M.D.,  Paul  A.  Bergeson,  M.D.,  James  M. 
Flanagan,  M.D.,  Erich  Hirsch,  M.D.,  David  L.  Koch, 
M.D.,  James  R.  Nunn,  M.D.,  James  G.  Parke,  M.D., 
Ralph  C.  Parker,  Jr.,  M.D.,  William  C.  Stein,  Jr.,  M.D., 
and  Wayne  C.  Templer,  M.D. 
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In  concluding,  I would  like  to  acknowledge  with  grati- 
tude the  assistance  of  our  Executive  Staff,  Mr.  Richard 
F.  Treccase,  Mr.  Warren  A.  Mutz,  and  Mr.  Joseph  J. 
Guariglia.  I wish  also  to  acknowledge  the  excellent  co- 
operation extended  to  us  throughout  the  year  by  Mr. 
Herry  J.  Dexter,  Regional  Representative  of  the  Medical 
Society  of  the  State  of  New  York  and  to  the  staff  of  the 
offices  of  the  Medical  Society  of  the  County  of  Erie. 

Respectfully  submitted, 

Kenneth  H.  Eckhert,  M.D.,  President 

Ninth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Annual  Meeting  of  the  Ninth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  was  held 
on  February  12,  1973,  at  the  Americana  Hotel  in  New 
York  City.  Westchester  County  again  played  host  to 
the  numerous  members  of  the  five  component  societies 
who  were  present. 

Discussion  was  active  on  many  matters  of  current  in- 
terest: foundations,  universal  health  insurance,  peer  re- 
view, PSRO,  and  new  legislative  action.  Numerous 
meetings  concerned  with  these  activities  were  projected. 

The  following  slate  of  Officers  of  the  Ninth  District 
Branch  was  elected  to  serve  until  February,  1974: 

President,  Garrett  W.  Vink,  M.D Putnam 

First  Vice-President,  Burton  Allyn,  M.D. . . . Rockland 

Second  Vice-President,  James  K.  Keeley,  M.D 

Dutchess 

Secretary,  Leonard  S.  Weiss,  M.D Orange 

Treasurer,  Allison  B.  Landolt,  M.D Westchester 

Delegate,  Garrett  W.  Vink,  M.D Putnam 

Respectfully  submitted, 

Garrett  W.  Vink,  M.D.,  President 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES. PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee  wishes  to  note  that  no  re- 
ports were  received  from  the  First  and  Third  Districts. 
The  reference  committee  recommends  that  the  reports 
of  the  other  district  branches  be  filed. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Advisory  Committee  to  the  American 
Association  of  Medical  Assistants,  New  York 
State  Society,  Inc. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the 
American  Association  of  Medical  Assistants,  New  York 


State  Society,  Inc.  are  as  follows: 

W’alter  F.  Harrison,  Jr.,  M.D.,  Chairman W7arren 

Edward  C.  Rozek,  M.D .Erie 

Howard  S.  Schwartz,  M.D Bronx 


The  Annual  Convention  of  the  New  York  State  Soci- 
ety, Inc.  was  held  in  Syracuse,  in  April,  1973.  Mrs. 
Bette  Massey,  president  of  the  American  Association  of 
Medical  Assistants  was  guest  speaker  and  installing  offi- 
cer. Thomas  McCarthy,  M.D.,  President,  the  Medical 


Society  of  the  State  of  New  York  was  guest  speaker  at 
the  Saturday  luncheon  and  Edward  Dunn,  M.D.,  Presi- 
dent of  Onondaga  Medical  Society  presided  as  master  of 
ceremonies  at  the  installation  banquet.  Highlight  of 
the  luncheon  was  the  presentation  of  charters  to  six 
newly  formed  chapters.  This  makes  a total  of  22  chap- 
ters statewide. 

Education  for  the  medical  assistant  already  employed 
in  the  field  is  furthered  by  seminars.  Two  were  held  in 
October,  1973,  and  two  in  November,  1973.  The  topics 
were:  Mental  Health,  Sexuality,  and  Acupuncture. 

Seminars  were  informative  and  well  received.  Several 
county  chapters  have  held  their  own  seminars  both  to 
increase  membership  and  to  disseminate  knowledge. 

The  annual  meeting  of  the  national  organization  was 
held  in  Washington,  D.C.,  from  October  23  to  27,  1973. 
Mrs.  Bette  K.  Kindlon  was  elected  vice-speaker  for  the 
American  Association  of  Medical  Assistants.  Edward 
Rozek,  M.D.,  was  reappointed  to  the  certifying  board  of 
the  American  Association  of  Medical  Assistants.  Mrs. 
Ivy  Reade,  C.M.A.,  continues  as  secretary-treasurer  of 
this  board.  At  this  annual  meeting,  twenty-six  mem- 
bers of  the  New  York  State  Society,  Inc.  received  their 
C.M.A.  certifications. 

During  this  past  year,  membership  in  this  organiza- 
tion has  increased  to  over  1,000  members  in  1973  in  22 
counties. 

The  15th  Annual  Convention  of  the  American  Associ- 
ation of  Medical  Assistants,  New  York  State  Society, 
Inc.  is  scheduled  to  be  held  in  Niagara  Falls,  April  18  to 
21,  1974.  The  program  planned  includes  the  C.M.A. 
mini-test  as  well  as  officer  and  committee  chairman 
workshops.  The  educational  program  includes  sessions 
on  Brain  Disease,  Breast  Cancer,  and  Alcoholism. 

For  many  years,  your  advisors  have  suggested  active 
support  of  this  valuable  organization.  The  current 
membership  is  but  a fraction  of  the  New  York  State  po- 
tential membership.  However,  without  the  full  support 
of  the  physicians,  this  organization’s  growth  will  be  lim- 
ited. This  organization’s  first  function  is  to  serve  the 
physicians’  needs.  Although  the  dues  are  relatively  in- 
expensive, the  figure  is  sufficiently  high  so  that  many 
potential  members  cannot  comfortably  afford  it.  For 
this  reason,  it  is  again  urged  that  physicians  support  the 
organization  by  suggesting  that  their  assistants  join  and 
by  paying  all  or  part  of  their  dues. 

The  Medical  Society  of  the  State  of  New  York  has 
supported  this  organization  in  the  past  by  offering  the 
use  of  communication  facilities,  desk  space  and  file 
space.  This  support  is  still  needed. 

The  advisors  make  the  following  recommendations: 

1.  That  the  Medical  Society  of  the  State  of  New 
York  continue  to  urge  its  members  to  advise  their 
medical  assistants  to  join  and  participate  in  the  ac- 
tivities of  the  American  Association  of  Medical  Assis- 
tants, New  York  State  Society,  Inc. 

2.  That  the  Medical  Society  of  the  State  of  New 
York  urge  its  assistants  to  form  groups  if  there  are 
none  in  the  area. 

3.  That  the  Medical  Society  of  the  State  of  New 
York  urge  its  members  to  pay  all  or  part  of  their  med- 
ical assistants  dues  in  this  organization. 

4.  That  the  Medical  Society  of  the  State  of  New 
York  list  as  a voluntary  contribution,  dues  for  one  or 
more  members  of  the  American  Association  of  Medi- 
cal Assistants  on  the  annual  dues  notification  state- 
ment to  the  physician. 
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5.  That  the  Medical  Society  of  the  State  of  New 
York  continue  to  provide  communication  facilities, 
desk  space,  and  storage  space  for  the  American  Asso- 
ciation of  Medical  Assistants,  New  York  State  Soci- 
ety, Inc.,  as  heretofore. 

Respectfully  submitted, 

Walter  F.  Harrison,  Jr.,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES, PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee  recommends  approval  of 
the  following  recommendations: 

1.  That  the  Medical  Society  of  the  State  of  New 
York  continue  to  urge  its  members  to  advise  their 
medical  assistants  to  join  and  participate  in  the  ac- 
tivities of  the  American  Association  of  Medical  Assis- 
tants, New  York  State  Society,  Inc. 

2.  That  the  Medical  Society  of  the  State  of  New 
York  urge  its  assistants  to  form  groups  if  there  are 
none  in  the  area. 

3.  That  the  Medical  Society  of  the  State  of  New 
York  urge  its  members  to  pay  all  or  part  of  their  med- 
ical assistants  dues  in  this  organization. 

5.  That  the  Medical  Society  of  the  State  of  New 
York  continue  to  provide  communication  facilities, 
desk  space,  and  storage  space  for  the  American  Asso- 
ciation of  Medical  Assistants,  New  York  State  Soci- 
ety, Inc.,  as  heretofore; 

With  regard  to  4.  That  the  Medical  Society  of  the 
State  of  New  York  list  as  a voluntary  contribution,  dues 
for  one  or  more  members  of  the  American  Association  of 
Medical  Assistants  on  the  annual  dues  notification 
statement  to  the  physician,  your  reference  committee 
recommends  that  a separate  request  for  voluntary  pay- 
ment of  medical  assistants’  dues  be  included  with  the 
annual  dues  notice. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report,  thereby  approving  recommen- 
dations 1,  2,  3,  and  5,  and  the  reference  committee  rec- 
ommendation that  a separate  request  for  voluntary 
payment  of  medical  assistants’  dues  be  included  with 
the  annual  dues  notice. 

Resolution  74-21  Emergency  Medicine  Session 

Introduced  by  Broome  County  Medical  Society 

WHEREAS,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  Article  XII,  Section  1 state  that 
“no  new  section  shall  be  created  unless  a session  de- 
voted to  its  subject  matter  or  specialty  shall  have  been 
held  at  at  least  two  successive  annual  meetings”;  and 

WHEREAS,  There  are  three  hours  of  scientific  pre- 
sentation on  Emergency  Medicine,  which  has  been 
approved  by  the  American  Academy  of  Family  Prac- 
tice for  credits  for  continuing  study  requirements, 


scheduled  for  February  26,  1974  at  the  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of  New  York; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  consider  the  three  hours  of  scientific  pre- 
sentation on  Emergency  Medicine  held  at  the  168th 
Annual  Meeting  of  the  Medical  Society  of  the  State  of 
New  York  the  first  session  for  Emergency  Medicine  in 
order  to  comply  with  the  Bylaws  of  MSSNY,  Article 
XII,  Section  1,  “no  new  section  shall  be  created  unless 
a session  devoted  to  its  subject  matter  or  specialty 
shall  have  been  held  at  at  least  two  successive  annual 
meetings”. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES. PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

The  reference  committee  recommends  that  Resolu- 
tion 74-21  be  adopted. 

The  House  voted  to  adopt  resolution  74-21. 

Resolution  74-46,  Improvement  in  Health  Care 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  At  the  February  1973  meeting  of  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York,  resolutions  submitted  by  Charles 
D.  Sherman,  Jr.,  M.D.,  of  Rochester  as  an  individual, 
(73-96),  and  by  the  Bronx  County  Medical  Society, 
(73-50),  were  combined  by  the  Reference  Committee 
on  Public  Health  and  Education  to  form  a substitute 
resolution,  which  was  approved  by  the  House;  and 
WHEREAS,  In  the  view  of  the  Bronx  County  Medical 
Society,  the  substitute  resolution  minimized  the  ur- 
gency expressed  in  its  original  resolution,  an  urgency 
which  has  increased  over  the  past  year;  and 

WHEREAS,  The  substitute  resolution  omitted  specif- 
ic immediate  actions  urged  in  the  original  resolution; 
and 

WHEREAS,  There  has  to  the  knowledge  of  the  Coun- 
ty Society  been  no  implementation  of  even  the  substi- 
tute resolution  by  the  Medical  Society  of  the  State  of 
New  York;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  approve  the  orig- 
inal resolution,  (73-50),  as  it  was  submitted  by  the 
Bronx  County  Medical  Society  in  1973  as  follows: 

WHEREAS,  The  medical  care  facilities  and  the 
number  of  medical  personnel  in  the  South  Bronx 
are  grossly  inadequate  to  meet  the  needs  of  its 
people;  and 

WHEREAS,  There  are  many  other  areas  of  New 
York  State  in  which  the  number  of  medical  per- 
sonnel is  inadequate  to  meet  urgent  needs;  and 
WHEREAS,  The  private  sector  of  the  medical  com- 
munity seems  unable  to  provide  the  health  care 
services  required;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  affirm  its  willingness  and  desire  to 
work  with  community  and  government  in  the  de- 
velopment and  implementation  of  public  pro- 
grams to  ameliorate  the  current  health  care  crisis; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  pledge  to  render  cooperative  assis- 
tance to  the  community  in  planning  and  im- 
proved housing,  sanitation,  educational  programs 
and  facilities,  police  and  fire  protection,  which 
must  also  be  included  in  overall  public  efforts  to 
improve  the  life  and  health  of  the  inhabitants  of 
our  State;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  direct  the  executive  officers  and  the  rele- 
vant committees  of  the  MSSNY  to  take  all  possible 
steps  toward  immediate  implementation  of  this  reso- 
lution; and  be  it  further 

Resolved,  That  the  MSSNY  direct  the  executive  of- 
ficers and  the  relevant  committees  to  report  to  the 
House  of  Delegates  at  its  next  meeting  of  the  current 
activities  which  have  been  taken  to  implement  this 
resolution. 


REPORT  OP  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES. PUBLICATIONS.  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

The  reference  committee  recommends  that  Resolu- 
tion 74-46  be  adopted. 

The  House,  after  discussion,  voted  to  refer  resolution 
74-46  to  the  Council. 


Resolution  74-103,  Change  of  Name  of  Section  on 
Plastic  and  Reconstructive  Surgery  to  the  Section  on 
Plastic,  Reconstructive  and  Maxillofacial  Surgery 

Introduced  by  Howard  B.  Rasi,  M.D.,  Delegate  from 
Section  on  Plastic  and  Reconstructive  Surgery 

WHEREAS,  The  name  of  the  American  Medical  Asso- 
ciation Section  on  Plastic  and  Reconstructive  Surgery 
is  being  changed  to  Plastic,  Reconstructive  and  Max- 
illofacial Surgery,  and 

WHEREAS,  The  Section  dealing  with  these  subjects 
in  the  American  College  of  Surgeons  is  known  as  Plas- 
tic and  Maxillofacial  Surgery,  and 
WHEREAS,  On  a national  level  the  American  Society 
of  Plastic  and  Reconstructive  Surgery  and  the  Ameri- 
can Society  of  Maxillofacial  Surgeons  now  meet  joint- 
ly; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  the  name  of  the  Section  on  Plastic 
and  Reconstructive  Surgery  to  the  Section  on  Plastic, 
Reconstructive  and  Maxillofacial  Surgery. 


REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES. PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee  recommends  that  Resolu- 
tion 74-103  be  adopted. 

The  House,  after  discussion,  voted  to  refer  Resolu- 
tion 74-103  to  the  House  Committee  on  Bylaws. 

Resolution  74-105,  Medical  Society  of  the  State  of 
New  York  Sponsorship  of  a Summer  Field  Placement  for 
Medical  Students 

Introduced  by  James  K.  Weber,  Medical  Student  Dele- 
gate 

WHEREAS,  Medical  students  as  future  members  of 
the  medical  profession  can  benefit  greatly  from  the 
extensive  practical  experience  and  knowledge  of 
member  physicians;  and 

WHEREAS,  Medical  students  are  generally  exposed 
primarily  to  academic  medicine  as  practiced  in  large 
medical  centers;  and 

WHEREAS,  Medical  students  are  sorely  in  need  of  an 
experience  in  the  world  where  most  physicians  prac- 
tice their  craft;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  a program  providing  qualified 
medical  students,  who  have  completed  the  basic  med- 
ical science  curriculum,  with  a six  to  ten  week  field 
placement  with  member  physicians,  and  be  it  further 
Resolved,  That  a committee  of  students  and  physi- 
cians be  formed  to  implement  this  program. 

Resolution  74-107,  To  Improve  Communications 
among  the  Medical  Students  of  New  York  State  and  the 
Medical  Society  of  the  State  of  New  York 

Introduced  by  James  K.  Weber,  Medical  Student  Dele- 
gate 

WHEREAS,  Medical  students  are  relatively  unin- 
formed about  the  Medical  Society  of  the  State  of  New 
York,  and  other  important  aspects  of  health  care  de- 
livery and  training  in  the  State  of  New  York,  and 
WHEREAS,  There  exists  no  efficient  vehicle  by  which 
medical  students  of  the  State  of  New  York  can  com- 
municate with  each  other  or  with  the  Medical  Society 
of  the  State  of  New  York,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  a means  by  which  students  can 
communicate  with  each  other  within  the  State  and 
thereby  reach  consensus  which  can  be  communicated 
to  the  Medical  Society  of  the  State  of  New  York  by 
their  representatives,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appoint  a committee,  in  the  near  future,  to 
implement  this  resolution  and  that  this  committee  in- 
clude student  representatives  from  each  of  the  medi- 
cal schools  in  the  State  as  well  as  physicians  from  the 
Medical  Society  of  the  State  of  New  York. 


Minutes,  House  of  Delegates/ June,  1974/IMew  York  State  Journal  of  Medicine  1189 


REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES, PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee,  because  of  the  nature  of 
these  two  resolutions,  recommends  adoption  of  the  fol- 
lowing substitute  resolution: 

WHEREAS,  Medical  students  as  future  members  of 
the  medical  profession  can  benefit  greatly  from  the 
extensive  practical  experience  and  knowledge  of 
member  physicians;  and 

WHEREAS,  Medical  students  are  generally  exposed 
primarily  to  academic  medicine  as  practiced  in  large 
medical  centers;  and 

WHEREAS,  Medical  students  are  sorely  in  need  of  an 
experience  in  the  world  where  most  physicians  prac- 
tice their  art;  and 

WHEREAS,  Medical  students  are  relatively  unin- 
formed about  the  Medical  Society  of  the  State  of  New 
York,  and  other  important  aspects  of  health  care  de- 
livery and  training  in  the  State  of  New  York;  and 

WHEREAS,  There  exists  no  efficient  vehicle  by  which 
medical  students  of  the  State  of  New  York  can  com- 
municate with  each  other  or  with  the  Medical  Society 
of  the  State  of  New  York,  therefore  be  it 

Resolved,  That  MSSNY  sponsor  a program  provid- 
ing qualified  medical  students,  who  have  completed 
the  basic  medical  science  curriculum,  with  a six  to  ten 
week  field  placement  with  member  physicians,  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  a means  by  which  students  can 
communicate  with  each  other  within  the  state  and 
thereby  reach  a consensus  which  can  be  communicat- 
ed to  the  Medical  Society  of  the  State  of  New  York  by 
their  representatives,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appoint  a committee,  in  the  near  future,  to 
implement  this  resolution  and  that  this  committee  in- 
clude student  representatives  from  each  of  the  medi- 
cal schools  in  the  state  as  well  as  physicians  from  the 
Medical  Society  of  the  State  of  New  York. 

The  House,  after  discussion,  voted  to  adopt  the  sub- 
stitute resolution. 

Resolution  74-109,  Recommendation  to  Medical 
Schools  and  Hospitals  limiting  the  maximum  on-call  peri- 
od for  medical  students  and  house  officers  to  24  hours 

Introduced  by  James  K.  Weber,  Medical  Student  Dele- 
gate, as  an  individual 

WHEREAS,  Requiring  house  officers  and  medical  stu- 
dents to  work  extended  shifts  of  more  than  24  hours 
results  in  decreased  judgmental  capacity,  reducing 
the  quality  of  health  care  which  these  persons  pro- 
vide, and 


WHEREAS,  These  extended  shifts  decrease  the  learn- 
ing efficiency  of  students  and  house  officers  due  to  ex- 
cessive fatigue;  and 

WHEREAS,  Such  extended  hours  are  greatly  disrup- 
tive of  the  personal  lives  of  house  officers  and  medical 
students,  and 

WHEREAS,  The  disadvantages  of  this  on-call  system, 
in  terms  of  decreased  quality  of  medical  care,  de- 
creased educational  value,  and  disruption  of  personal 
life,  outweigh  the  merits  of  the  system;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  in  writing  to  the  medical 
schools  and  hospitals  of  the  State  of  New  York  that 
no  house  officer  or  medical  student  be  required  to 
work  more  than  one  period  of  24  hours  at  a time, 
without  an  intervening  period  of  at  least  12  hours  off 
duty. 


REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES, PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 


Your  reference  committee  recommends  that  Resolu- 
tion 74-109  be  referred  to  Council  for  appropriate  ac- 
tion. 


After  discussion,  Resolution  74-109  was  withdrawn 
by  the  introducer,  with  the  permission  of  the  House. 


Resolution  74-110,  Change  of  Meeting  Place  for  the 
House  of  Delegates 

Introduced  by  Medical  Society  of  the  County  of  Niagara 
WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  is  a statewide  organization;  and 

WHEREAS,  Formerly  the  annual  meeting  was  sched- 
uled in  various  parts  of  the  State  but  in  recent  years 
has  been  confined  to  New  York  City  exclusively  and 
WHEREAS,  Over  the  past  few  years  both  attendance 
of  members  and  exhibitors  has  been  diminishing;  and 
WHEREAS,  In  various  areas  of  the  State  there  exists 
adequate  facilities  to  house  the  annual  meeting;  and 
WHEREAS,  Changing  the  site  of  the  annual  meeting 
will  offer  more  exposure  of  the  State  Society  to  the 
membership  and  engender  more  interest  on  the  part 
of  the  membership;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  direct  the 
Council  to  explore  available  facilities  in  other  areas  of 
the  State;  and  be  it  further 

Resolved,  That  the  Council  be  directed  to  study 
and  consider  the  desirability  of  holding  the  annual 
meeting  of  this  House  of  Delegates  in  other  accept- 
able facilities  in  this  State. 
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REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES. PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

Your  reference  committee  recommends  that  Resolu- 
tion 74-110  be  referred  to  Council  for  appropriate  ac- 
tion. 

The  House,  after  discussion,  voted  to  refer  resolution 
74- 1 10  to  the  Council. 

Resolution  74-112  Change  of  Name  of  Section  on 
Gastroenterology  and  Proctology 

Introduced  by  A.  W.  Martin  Marino,  Jr.,  M.D.,  as  an  in- 
dividual and  Bertram  A.  Portin,  M.D.,  Delegate,  Section 
on  Gastroenterology  and  Proctology 

WHEREAS.  The  designation  Colon  and  Rectal  Sur- 
gery has  replaced  the  designation  Proctology  in  the 
various  specialty  sections  of  the  American  Medical 
Association  and  the  American  College  of  Surgeons; 
and 

WHEREAS,  The  certifying  board  in  the  specialty  is 
the  American  Board  of  Colon  and  Rectal  Surgery;  and 
WHEREAS.  The  national  organization  of  the  special- 
ty is  the  American  Society  of  Colon  and  Rectal  Sur- 
geons; therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  the  designation  of  the  Section  on 
Gastroenterology  and  Proctology  to  the  Section  on 
Gastroenterology  and  Colon  and  Rectal  Surgery. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  ACTIVI- 
TIES. PUBLICATIONS,  AND  MISCELLANEOUS:  The  following 
report  was  presented  by  Victor  J.  Tofany,  M.D.,  Chair- 
man. 

The  reference  committee  recommends  that  Resolu- 
tion 74-112  be  adopted. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 74-112  and  to  refer  it  to  the  House  Committee  on 
Bylaws. 

The  House  voted  to  adopt  the  report  of  the  reference 
committee  as  a whole  as  amended. 


Medical  Film  Library 

. . . The  Annual  Report  on  the  Medical  Film  Library, 
included  under  the  Report  on  Scientific  Activities  but 
not  considered  by  the  reference  committee,  is  as  follows: 
Medical  Film  Library.  There  was  a one-third  in- 
crease in  medical  film  usage  in  the  past  year  approxi- 
mately the  same  number  of  users.  Most  of  this  increase 
in  use  of  the  films  was  by  the  medical  staffs  of  hospitals, 
medical  schools,  and  nursing  schools. 

Three  new  medical  films  and  one  filmstrip  were 
added  to  the  library  during  the  year:  “Postmenopausal 
Osteoporosis — Differential  Diagnosis  and  Treatment”; 
“Psychohormonal  Aspects  of  the  Menopause”;  “The 
Treatment  of  Acute  Drug  Overdose.” 

The  filmstrip  was  on  Arryhthmia  Recognition. 

Reviews  of  three  films  were  published  in  the  New 
York  State  Journal  of  Medicine;  i.e.;  The  Case  for  Popu- 
lation Control  (G.D.  Searle  Company)  Aldosterone: 
Story  of  a Hormone  (G.D.  Searle  Company)  What  Did 
You  Take?  (New  York  State  Department  of  Health). 

Sixty-five  films  were  shown  in  four  days  at  the  last 
State  Medical  Society  Convention.  And,  from  our  ob- 
servation, the  Motion  Picture  Program  remains  a popu- 
lar element  of  the  Scientific  Program  of  the  Convention. 
It  affords  physicians  the  opportunity  to  see  the  films 
that  interest  them  as  well  as  to  rest  their  weary  feet. 

Below  is  the  data  on  usage  of  medical  films,  by  cate- 
gory of  users,  for  the  past  two  years: 


Shipments  Films  Used 


Category 

1973 

1972 

1973 

1972 

Private  physicians 

95 

83 

138 

151 

Medical  staffs  of  hospitals 

3,182 

3,101 

4,512 

4,028 

Medical  schools 

308 

410 

496 

504 

Pharmacy  schools 

9 

5 

12 

6 

Nursing  schools 

4,726 

4,331 

7,433 

5,913 

Public  health  staffs 

982 

988 

1,418 

1,406 

Voluntary  health  agencies 

438 

489 

664 

627 

C olleges-B  io-Sc  iences 

1,980 

2,050 

2,846 

2,662 

Total 

11,720 

11,457 

17,519 

15,297 

Respectfully  submitted, 

James  J.  Quinlivan,  M.D.,  Chairman 
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Insurance  and  Membership  Benefits 

Professional  Medical  Liability  Insurance  and 
Defense  Board 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  are  as  follows: 


Robert  G.  Hicks,  M.D.,  Chairman  New  York 

Andrew  H.  Patterson,  M.D.  New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Raymond  S.  McKeeby,  M.D.  Broome 

Arthur  J.  Mannix,  Jr.,  M.D.  Westchester 

Joseph  Alper,  M.D.  Bronx 

Harold  N.  Schwinger,  M.D.  Kings 

Carl  Goldmark,  Jr.,  M.D.,  ex  officio  New  York 

Albert  M.  Schwartz,  M.D.,  ex  officio  New  York 

J.  Richard  Burns,  J.D.,  ex  officio Suffolk 

Mr.  Frank  W.  Appleton,  Secretary New  York 


It  has  become  traditional  to  conclude  annual  reports 
by  thanking  those  who  have  assisted  during  the  past 
year.  I would  like  to  break  tradition  and  begin  this  re- 
port by  thanking  the  other  members  of  this  Board  who 
have  served  with  me  for  the  past  twelve  months.  They 
have  accepted  their  assigned  responsibilities  and  car- 
ried them  out.  We  have  put  in  some  long  work  days 
helping  to  keep  our  program  the  best  in  the  country. 
We  have  been  working  with  other  echelons  within  the 
State  Society  itself.  We  have  met  with  the  Ad  Hoc 
Committee.  We  have  met  with  the  Society’s  and  the 
Company’s  actuaries;  we  have  made  ourselves  available 
to  other  committees  of  the  Society;  we  have  invited 
members  of  the  Council  to  sit  with  us  to  observe  first- 
hand the  deliberations  of  this  Board.  In  addition,  we 
have  submitted  a written  report  to  the  Council  fol- 
lowing each  meeting,  and  we  understand  these  reports 
have  been  distributed  to  the  presidents  of  the  county 
societies  throughout  the  State. 

In  addition  to  thanking  the  members  of  this  Board,  I 
would  like  to  give  particular  thanks  to  our  carrier,  Em- 
ployers Insurance  of  Wausau,  not  only  for  the  rate  re- 
duction affecting  policies  starting  on  and  after  July  1, 
1973,  but  also  for  their  constructive  attitude  in  facing 
this  malpractice  problem  with  us — their  willingness  to 
add  claim  personnel  and  revise  their  organization  to 
keep  up  with  the  increase  in  frequency  and  severity  of 
our  cases. 

Just  as  a reminder,  let  me  note  a line  or  two  from 
the  latest  report  from  our  independent  actuary. 

“A  rate  increase  indicated  by  calculations  has  been 
waived  by  the  Company. 

“Investment  income  has  been  explicitly  recognized 
for  the  first  time,  yielding  a 5 per  cent  credit  in  the 
rates. 

“The  Company  retention  has  been  reduced  1 per- 
centage point  from  15.5  per  cent  to  14.5  per  cent,  a 
very  low  figure. 

“Classifications  have  been  appropriately  revised 
with  a resulting  aggregate  small  rate  decrease. 

“The  aggregate  result  of  all  1973  rate  changes  is  a 
decrease  of  8 per  cent. 

“Severity  and  frequency  of  claims  continues  to  in- 
crease.” 


This  annual  report  is  being  written  before  the  year- 
end  figures  for  1973  are  available,  but  let’s  look  at  some 
trends.  In  our  own  program,  the  average  of  paid 
claims  and  suits  in  1967  was  $8,251.  In  1972,  the  aver- 
, age,  calculated  in  the  same  manner,  was  $14,193. 

Frequency,  the  actuarial  term  for  numbers  of  cases 
reported  for  insured  physicians,  is  also  substantially  on 
the  increase.  In  1972,  more  actual  lawsuits  were  start- 
ed than  ever  before,  1,011,  compared  to  564  in  1970,  al- 
most double! 

These  trends  are  not  confined  to  New  York  State. 
For  example,  in  the  July  1973  issue  of  Professional  Li- 
ability Newsletter,  edited  and  published  by  a physician 
and  attorney  David  S.  Rubsamen,  we  note: 

“It  is  three  years  this  month  since  Hartford  took 
over  the  Los  Angeles  County  Medical  Association 
group  malpractice  insurance  program.  With  regard 
to  losses,  how  are  they  doing?  . . . Judging  from  past 
experience  of  claims  developed  in  California  ...  a 
premium  increase  for  Hartford  is  inevitable.  Will  it 
be  big  enough  to  push  a number  of  the  preferred  risk 
physicians  over  to  one  of  the  individual  carriers? 
Can  a group  survive  when  there  is  a substantial  dis- 
parity between  their  rates  and  that  of  the  individual 
carriers?” 

Within  our  own  State  many  insurance  companies 
have  entered  the  malpractice  field  but  very  few  endure. 
When  our  carrier  granted  the  rate  decrease  last  July, 
they  were  clearly  taking  a calculated  risk.  They  are 
counting  on  the  membership  of  the  Medical  Society  of 
the  State  of  New  York  to  continue  their  efforts  to  prac- 
tice with  an  eye  toward  malpractice  prophylaxis.  As  I 
stated  in  the  slide  presentation  shown  in  the  1972 
House  of  Delegates  meeting,  “We  are  working  diligent- 
ly and  we  will  continue  to  work  to  keep  costs  down. 
But  in  doing  this,  we  need,  more  than  ever  before, 
your  unified  support.” 

This  clearly  calls  for  the  support  of  our  Board’s  spe- 
cialty subcommittees  and  the  county  advisory  com- 
mittees. Perhaps  a word  about  the  special  subcom- 
mittees of  the  Professional  Medical  Liability  Insurance 
and  Defense  Board  is  in  order.  They  are  urged  to  put 
special  emphasis  on  the  underwriting  aspect  of  com- 
mittee work.  While  the  Board  is  interested  in  the 
overall  program,  the  specialty  subcommittees  are  inter- 
ested in  the  overall  effect  its  members  have  on  the  rate 
for  that  particular  specialty  group.  We,  the  members 
of  the  Medical  Society,  have  the  final  say  as  to  who 
shall  and  shall  not  be  insured  under  our  program. 
This  is  a heavy  responsibility  and  one  which  is  often 
unpleasant  to  carry  out.  We,  on  the  Board,  and  the 
members  of  the  subcommittees,  must  review  each  case 
with  complete  objectivity.  To  do  otherwise  could  re- 
sult in  our  having  all  the  high  risks  left  in  our  program, 
while  the  better  risks  find  other  sources  of  coverage. 

We  must  recognize  that  a doctor  who  continues  to 
have  suits  brought  against  him  should  pay  a higher 
than  average  premium.  We  must  realize  that  addi- 
tional monies  brought  in  by  rated-up  policies  are  cred- 
ited to  the  specialty  involved. 

We  must  realize  that  even  when  a doctor  has  only  a 
single  case  brought  against  him,  if  that  one  case  dem- 
onstrates gross  negligence,  we  would  be  justified  in 
asking  that  individual  doctor  to  pay  a higher  premium 
than  his  colleagues. 
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Finally,  we  must  realize  that  a doctor  who  has  dem- 
onstrated inability  to  practice  good  medicine  can  and 
should  be  refused  insurance  coverage  entirely. 

A section  of  the  Regulations  for  Professional  Liability 
Insurance  and  Defense,  as  approved  by  the  Council  of 
the  Medical  Society,  bears  repeating. 

‘‘Whenever  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  shall  have  determined  to 
its  satisfaction  that  the  medical  practice,  conduct, 
attitude  or  loss  experience  of  an  insured  member  is 
such  as  to  constitute  an  undue  hazard  to  the  State 
Medical  Society’s  program,  the  Board  shall  have  the 
right  to  recommend  that  insurance  be  discontinued, 
or  the  Board  can  recommend  continuation  of  the  in- 
surance  providing  the  insured  accepts  a rated-up  pol- 
icy with  or  without  a deductible  clause.  The 
amount  of  additional  premium  shall  be  calculated  by 
the  company  underwriter.  A member  shall  have  the 
right  to  appeal  such  determination  of  the  Profession- 
al Medical  Liability  Insurance  and  Defense  Board  to 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York.” 

This  directive  is  something  to  be  kept  in  mind  by  the 
specialty  subcommittees  and  county  advisory  com- 
mittees as  they  make  their  recommendations  to  the 
Board. 

Specialty  subcommittees  also  have  in  mind  the  over- 
all problem  of  malpractice  prophylaxis.  Following  this 
report  is  a copy  of  a memorandum  developed  by  the 
Orthopedic  Subcommittee,  with  the  assistance  of  the 
office  of  the  indemnity  representative,  which  is  now 
being  enclosed  with  all  renewal  policies  sent  to  ortho- 
pedic surgeons.  The  Neurosurgical  Subcommittee 
formed  this  year  is  deeply  involved  at  this  time  in  the 
increasingly  vexing  problem  of  informed  consent.  At 
their  meeting  on  June  15,  1973,  this  subcommittee 
moved  to  affirmatively  attack  this  problem  and  expects 
to  develop,  with  the  assistance  of  the  New  York  State 
Neurosurgical  Society  and  the  office  of  our  indemnity 
representative,  appropriate  consent  forms  for  several 
major  neurosurgical  procedures. 

In  conclusion,  let  me  say  that  this  Board,  the  county 
committees,  and  the  specialty  subcommittees  are  all 
working  hard  to  unify  and  solidify  your  Professional 
Medical  Liability  Insurance  Program.  As  a reminder, 
I would  like  to  jot  down  a few  key  points  in  our  crite- 
ria. 

1.  Our  tailor-made  policy  fits  the  needs  of  the 
members  of  our  Society  as  a whole,  as  well  as  indi- 
vidual physicians. 

2.  Our  Program  is  self-rated,  that  is,  all  statistics 
are  reviewed  by  an  independent  actuary,  retained  by 
the  Society,  and  his  advice  and  suggestions  are  used 
in  negotiating  with  the  Company. 

3.  We  have  participation  in  the  defense.  Under 
our  present  Program,  no  case  can  be  settled  without 
the  signed  authorization  of  the  individual  insured. 

4.  Our  Program  allows  the  doctors  themselves  to 
decide  who  shall  and  who  shall  not  be  insured.  Our 
Program  has  checks  and  balances  to  protect  the  indi- 
vidual doctor. 

To  be  effective,  we  need  total  participation  in  our 
Program,  participation  which  we  earnestly  solicit. 

Respectfully  submitted, 

Robert  G.  Hicks,  M.D.,  Chairman 


MEMORANDUM  TO  ORTHOPEDIC 
SURGEONS 

Prom:  Orthopedic  Subcommittee  of  the  Professional 

Medical  Liability  Insurance  and  Defense  Board 

In  our  review  of  cases  we  note  several  items  that  fre- 
quently occur  and  we  thought  it  would  be  helpful  to 
pass  our  thoughts  along  to  other  Orthopedic  Surgeons. 

Suit  for  Bill.  A surprising  number  of  cases  arise 
through  thoughtless  methods  of  fee  collection.  We 
have  seen  many  cases  where  a patient  probably  has  a 
justifiable  complaint  about  the  service  rendered  and 
yet  the  surgeon  has  persisted  in  actually  bringing  suit 
for  the  collection  of  his  bill.  In  other  cases  where  the 
end  result  has  not  been  everything  one  might  hope  for, 
we  have  seen  bills  go  to  elderly  patients  of  limited  fi- 
nancial means  when  the  Medicaid  fee  should  have  been 
satisfactory.  Our  point:  Care  should  be  taken  to 

avoid  vigorous  methods  of  collection  in  troublesome 
cases. 

Release  of  X-Rays.  X-rays  often  play  an  extremely 
important  part  in  deciding  the  question  of  liability  in 
orthopedic  cases.  We  urge  all  Orthopedic  Surgeons 
not  to  release  their  x-rays  without  first  making  copies. 
If  you  do  not  have  copy  equipment  of  your  own,  we 
suggest  that  you  make  arrangements  with  local  facilities 
so  that  you  can  have  copies  made.  Children’s  x-rays 
taken  at  hospitals  are  often  destroyed  after  a period  of 
time.  If  you  have  a case  with  a somewhat  less-than-per- 
fect  result,  we  would  suggest  that  you  ask  the  hospital  to 
retain  these  x-rays  or  turn  them  over  to  you  for  your 
safekeeping. 

Record  Keeping.  The  importance  of  keeping  good 
records  becomes  more  and  more  obvious  with  each  case 
this  Subcommittee  reviews.  Each  of  us  should  make 
sure  that  our  office  and  hospital  records  are  clear  and 
complete.  If  we  are  doing  clinic  work,  we  should  see 
that  residents  and  other  personnel  fill  in  complete  rec- 
ords on  any  patients  where  we  are  brought  in  for  con- 
sultation and  that  these  observations  accurately  reflect 
our  judgment. 

One  word  concerning  the  operative  sheet;  we  suggest 
that  you  make  sure  that  this  sheet  contains  the  names 
of  all  people  present  in  the  operating  room.  This  can 
become  extremely  important  when  tracking  down  wit- 
nesses many  years  after  the  operation. 

Informed  Consent.  The  consent  form  itself  is  only  a 
first  step  but  is  a vitally  important  one.  We  should 
not  rely  on  the  hospital  to  get  a signed  consent,  but 
wherever  possible,  we  should  have  one  in  our  own  office 
file,  preferably  witnessed  by  a member  of  our  office 
staff.  In  addition  to  this,  many  cases  call  for  a rather 
complete  discussion  with  the  patient  and  we  should 
make  a note  of  the  names  of  other  nurses  or  doctors 
who  are  present  when  this  discussion  takes  place. 
Then,  in  the  event  of  litigation,  your  testimony  on  the 
question  of  informed  consent  will  have  tangible  sup- 
port. 

Abandonment.  We  see  many  cases  where  abandon- 
ment is  either  the  main  issue  or  is  brought  in  as  a side 
issue  in  a malpractice  suit.  In  more  than  one  case  we 
have  seen  a situation  where  the  doctor  has  left  on  vaca- 
tion with  the  feeling  that  the  patient  was  safely  in  the 
hands  of  another  doctor,  only  to  find  upon  his  return 
that  there  was  a lack  of  communication  and  his  patient 
was  not  given  proper  care.  A written  note  to  the  cov- 
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ering  doctor  is  a good  safeguard,  in  addition  to  making 
a notation  on  the  hospital  chart.  Of  course,  the  pa- 
tient should  be  introduced  to  the  covering  physician. 
One  good  rule  is  not  to  perform  major  surgery  requir- 
ing intensive  follow-up  care  if  you  are  planning  to  im- 
mediately take  off  on  vacation. 

Consultation.  We  are  often  better  able  to  defend  a 
case  where  adequate  consultation  has  been  obtained. 
Certainly,  when  a patient  brings  up  the  subject  of 
consultation,  or  indicates  that  he  would  like  to  have 
another  Orthopedic  Surgeon  look  at  his  case,  we  should 
obtain  one  in  the  patient’s  interests  and  our  own  pro- 
tection. 

Emergency  Rooms.  The  basic  cause  of  most  mal- 
practice cases  is  still  the  lack  of  “good  doctor-patient 
relationship  ” On  the  first  contact  with  any  new  pa- 
tient— such  as  a referral  from  emergency  room  treat- 
ment— take  time  out  to  develop  good  rapport.  Extra 
effort  is  necessary  when  you  are  dealing  with  someone 
not  previously  known  to  you. 

REPORT  OF  REFERENCE  COMMITTEE  ON  INSURANCE  AND 
MEMBERSHIP  BENEFITS:  The  following  report  was  pre- 

sented by  Ralph  E.  Schlossman,  M.D.,  Chairman. 

Your  chairman  and  members  of  this  reference  com- 
mittee attended  a meeting  of  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  on  Sunday,  Feb- 
ruary 24.  We  note  that  the  activities  of  the  Board  fall 
into  two  general  categories.  One  is  the  evaluation  of 
physicians  whose  frequency  or  magnitude  of  claims  war- 
rants review  by  the  Board  in  terms  of  ratingup  or  dis- 
continuing a member’s  insurance;  the  second  is  the  re- 
view of  individual  cases  re:  defensibility.  Increasingly, 
within  this  year,  the  Board  has  been  assisted  in  this  task 
by  the  now  formalized  specialty  subcommittees  of  the 
Board.  This  has  lead  to  more  expeditious  work  by  the 
Board  as  a whole,  and  your  reference  committee  recom- 
mends augmentation  of  this  approach  by  the  appointing 
of  additional  subcommittees  where  the  workload  war- 
rants this.  The  Board  has  the  ultimate  and  heavy  re- 
sponsibility of  recommending  ratingup  or  dropping  a 
member  from  our  insurance  program.  It  is  the  opinion 
of  this  reference  committee  that  the  Board  approaches 
its  task  with  a suitable  regard  for  the  protection  both  of 
the  rights  of  the  individual  member  and  of  the  integrity 
of  the  Society’s  program  as  a whole.  During  the  year 
1973,  only  eight  members  were  dropped  from  the  pro- 
gram, and  each  had  at  least  one  personal  appearance  be- 
fore the  Board. 

Your  reference  committee  heard  detailed  testimony 
from  Robert  G.  Hicks,  M.D.,  Chairman  of  the  Board, 
whose  prestige  and  expertise  in  the  field  of  malpractice 
have  made  him  a national  leader  in  the  whole  malprac- 
tice field.  Doctor  Hicks  pointed  out  the  difficulties  ex- 
perienced during  last  year,  entailed  by  the  threatened 
loss  of  our  carrier,  and  we  appreciate  the  great  efforts 
undertaken  by  him  and  other  members  of  President 
McCarthy’s  Special  Negotiating  Committee,  which  have 
resulted  in  an  agreement  by  our  carrier  to  maintain  the 
Society’s  program  during  this  period  of  negotiation. 
Your  reference  committee  feels  that  the  whole  State  So- 
ciety owes  much  gratitude  to  Doctor  Hicks  and  the  De- 
fense Board  for  their  past  and  continued  efforts  on  be- 
half of  all  the  members  of  the  Society. 

We  are  encouraged  by  the  apparently  successful  nego- 
tiations which,  we  are  told,  will  reach  fruition  in  the 
near  future  with  a continued  malpractice  program  for 
our  members. 


We  would  reiterate  the  statement  of  last  year’s  refer- 
ence committee  requesting  increased  communication 
between  the  Board  and  the  general  membership  by  in- 
forming the  membership  through  a suitable  organ  of  the 
State  Medical  Society  of  the  numbers  and  frequency  of 
malpractice  claims  and  perhaps  of  even  punitive  actions 
taken  against  members. 

Your  reference  committee  received  the  welcome  news 
that,  thanks  to  the  efforts  of  the  Board,  and  its  Chair- 
man, and  the  State  Legislation  Committee,  legislation  is 
being  introduced  in  the  New  York  State  Legislature  by 
Senator  John  E.  Flynn  which  would  mandate  binding 
arbitration  in  medical  professional  liability  cases. 
Members  of  the  House  of  Delegates  and  other  members 
of  the  State  Society  are  requested  to  use  their  most  vig- 
orous efforts  in  support  of  the  Lombardi-Jonas  Screen- 
ing Mediation  Bill  (S.3599-C,A.5028C)  in  the  Legisla- 
ture. It  is  recommended  that  this  House  also  go  on  rec- 
ord as  favoring  the  Flynn  Binding  Arbitration  Bill  when 
such  is  feasible. 

The  House , after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report. 


Research  and  Planning 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Research  and  Planning  is  com- 


posed of  the  following  members: 

Lynn  R.  Callin,  M.D.,  Chairman Monroe 

Edward  A.  Burkardt,  M.D.  New  York 

Henry  B.  Marshall,  M.D Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

James  F.  Upson,  M.D.  Erie 

Robert  E.  Westlake,  M.D Onondaga 

Charles  Weller,  M.D.  Westchester 

Anthony  F.  Fragola,  M.D Suffolk 

Henry  Freedman,  M.D.  Clinton 

G.  Rehmi  Denton,  M.D.,  Advisor Albany 


The  committee  met  on  several  occasions  since  the 
last  meeting  of  the  House  of  Delegates. 

Foremost  on  the  agenda  was  the  consideration  of  the 
question  of  whether  or  not  the  Medical  Society  of  the 
State  of  New  York  should  undertake  to  sponsor  plans 
of  insurance  for  its  members. 

In  order  to  arrive  at  a conclusion,  the  committee  be- 
lieved that  certain  guidelines  and  criteria  must  be  es- 
tablished. Only  subsequent  to  this  could  the  offers  of 
those  firms  which  would  wish  to  underwrite  such  a pro- 
gram be  examined  and  a decision  reached. 

The  commiteee  agreed  that  no  plan  of  insurance 
should  jeopardize  any  currently  existing  program  spon- 
sored by  a county  society  or  district  branch.  In  addi- 
tion, it  was  decided,  no  such  insurance  plan  could  in 
any  way  compromise  the  tax  exempt  status  of  the 
State  Society. 

Within  this  framework  proposals  were  solicited  from 
various  insurance  brokers.  The  four  which  presented 
the  most  specific  proposals  were  Charles  J.  Sellers  & 
Co.,  Inc.,  Bertholon  Rowland  Corp.,  E & W Blankstein 
and  Co.,  and  Frank  B.  Hall  and  Company. 

A personal  interview  was  held  with  each  broker,  the 
plans  were  studied  in  detail  and  an  analysis  was  pre- 
pared on  each.  At  its  meeting  on  May  23rd  the  com- 
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mittee  prepared  two  reports  for  the  Council.  The  first 
report  endorsed  the  concept  of  providing  a variety  of  in- 
surance benefits  to  members  on  the  State  level  and 
the  second  recommended  that  the  Society  endorse 
Charles  J.  Sellers  & Co.,  Inc.  as  administrator.  These 
reports  were  presented  to  the  Council  and  accepted. 
The  program  is  presently  being  prepared  and  will  be 
inaugurated  shortly. 

Other  suggested  programs  such  as  auto  leasing,  office 
equipment  leasing,  auto  rentals,  and  so  forth  were  dis- 
cussed. The  committee  was  of  the  opinion  that  any 
decisions  in  these  matters  should  be  made  by  the  new 
Division  of  Research  and  Planning  when  it  becomes  op- 
erational. 

The  Committee  on  Research  and  Planning  also 
began  to  undertake  a study  of  the  internal  structure  of 
the  Society  especially  with  respect  to  the  committee  sys- 
tem as  it  presently  exists.  However,  as  of  this  writ- 
ing, no  conclusions  have  as  yet  been  reached  by  the 
committee.  It  was  noted  that  a staff  study  of  the  com- 
mittee structure  was  in  progress  and  that  the  executive 
vice-president  planned  to  make  recommendations  con- 
cerning this  matter  shortly. 

Finally,  over  the  past  year  there  was  much  discus- 
sion with  respect  to  the  purpose  of  this  commiteee.  It 
was  decided  that  the  charge  of  this  committee  should 
specify  the  fact  that  its  purpose  is  a long  range  one 
rather  than  the  resolution  of  specific  issues  or  contro- 
versies. 

Your  chairman  would  like  to  thank  the  members  of 
his  committee  who  have  contributed  a considerable 
amount  of  their  time  and  energy  to  the  work  of  this 
committee. 

In  addition  I would  like  to  thank  J.  Richard  Burns, 
J.D.,  general  counsel  and  his  associate  Francis  J. 
McKee,  J.D.,  for  their  legal  assistance  with  many  of  the 
technical  aspects  of  the  insurance  and  other  member 
benefit  programs.  A special  vote  of  thanks  also  goes  to 
Mrs.  Joan  Grimm  and  Miss  Terry  D’Oria  who  acted  as 
secretaries  to  this  committee. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  INSURANCE  AND 
MEMBERSHIP  BENEFITS:  The  following  report  was  pre- 

sented bv  Ralph  E.  Schlossman,  M.D.,  Chairman. 

Your  reference  committee  has  received  the  report  of 
the  Research  and  Planning  Committee,  chaired  by  Lynn 
R.  Callin,  M.D.  Embodied  in  this  report  is  the  informa- 
tion that  a statewide  program  for  disability  and  other 
types  of  general  insurance  was  recommended  to  and  ap- 
proved by  the  Council.  President  McCarthy,  with  the 
approval  of  the  Council,  appointed  Charles  J.  Sellers, 
Inc.,  as  administrator  of  the  insurance  program  which 
includes:  life  insurance,  health  insurance,  and  umbrella 
liability  (including  a catastrophic  medical  expense  pro- 
gram). The  umbrella  liability  program  is  exclusive  of 
malpractice  coverage.  Considerable  testimony  was 
heard  from  the  administrator  of  this  program  and  from 
interested  members  of  the  State  Medical  Society  about 
the  program. 

The  reference  committee  notes  with  approval  the  ex- 
istence of  a new  Division  of  the  Medical  Society  of  the 


State  of  New  York,  the  Division  of  Insurance  and  Mem- 
bership Benefits,  under  the  direction  of  Mr.  Eugene  H. 
O’Reilly,  which  is  currently  exploring  other  benefits 
such  as  group  purchasing  plans  in  several  fields  for  our 
membership. 

Testimony  has  shown  that  there  is  a potential  for  con- 
flict between  County,  District,  and  State  insurance 
plans.  Therefore,  the  reference  committee  recommends 
that  the  Council  through  the  Committee  on  General  In- 
surance, restudy  this  problem  so  that  a more  intense  cri- 
tique may  result  in  maximizing  the  impact  of  our  27,000 
members  in  the  determination  of  premium  costs  and  im- 
proved benefit  structure.  The  reference  committee 
urges  the  Council,  upon  completion  of  this  study,  to  im- 
plement this  plan. 


The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report. 

Resolution  74-53,  Proposed  Malpractice  Institute 

Introduced  by  Albert  S.  Lyons,  M.D.,  as  an  individual 

WHEREAS.  The  problems  of  malpractice  have  been 
increasing  each  year;  and 

WHEREAS,  Among  the  principal  hurdles  to  overcome 
is  the  necessity  to  alter  the  present  litigious  and  some- 
times hostile  attitude  of  the  public,  the  rigid  rules  of 
the  courts,  and  the  often  lack  of  response  of  the  legis- 
lators; and 

WHEREAS,  Virtually  every  reference  committee  on 
this  subject  in  the  past  few  years  has  recommended 
the  establishment  of  some  organization  to  deal  with 
this  subject  on  a permanent  basis;  therefore  be  it 

Resolved,  That  the  State  Society  sponsor  and  help 
to  establish  a foundation  commission,  or  institute, 
supported  by  private  contributions  whose  purpose 
would  be: 

1)  To  help  change  the  present  climate  which  leads 
to  malpractice  litigation,  through  education  of  the 
public  by  articles,  speeches,  and  other  public  relations 
methods, 

2)  To  influence  medical  schools  and  hospitals  to  in- 
stitute meaningful  courses  of  instruction  in  the  curric- 
ula and  the  training  programs  on  the  prevention  and 
management  of  malpractice  problems, 

3)  To  apprise  and  convince  the  legislature  and 
courts  of  the  ill  effects  on  society  of  escalating  suits, 
and  of  the  alternative  mechanisms  available  to  lessen 
the  malpractice  problems, 

4)  To  inform  and  educate  physicians  on  the  pitfalls 
leading  to  malpractice  suits, 

5)  To  collate,  classify,  and  show  continually  the 
statistics  and  expenses  throughout  the  State,  country 
and  world  concerning  malpractice  litigation, 

6)  To  search  for  and  sponsor  continually  alternate 
means  of  dealing  with  the  malpractice  problem. 

Resolution  74-54,  Ad  Hoc  Committee  to  Study  Mal- 
practice 

Introduced  by  Albert  S.  Lyons,  M.D.,  as  an  individual 

WHEREAS,  The  Professional  Medical  Liability  Insur- 
ance Program  is  one  of  the  most  important  activities 
of  the  State  Society;  and 

WHEREAS,  The  Professional  Medical  Liability  In- 
surance and  Defense  Board,  despite  the  intensive  ap- 
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plication  to  its  duties  by  its  devoted  members,  is  occu- 
pied principally  with  its  present  obligations,  without 
having  to  survey  continually  the  efficiency  of  the  Pro- 
fessional Medical  Liability  Insurance  Program  and  to 
search  for  new  methods  and  mechanisms;  and 

WHEREAS,  The  entire  malpractice  problem  of  pre- 
vention and  management  is  in  need  of  continuous  re- 
view and  study;  and 

WHEREAS,  In  the  past  few  years  a special  committee 
for  this  purpose  did  function  under  the  Council; 
therefore  be  it 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  appoint  a continuing  special  committee  as 
an  ad  hoc  or  standing  committee  responsible  to  the 
Council  to  review  and  study  the  malpractice  subject, 
the  possibility  of  improving  the  State  Society’s  pro- 
gram, as  well  as  the  activities  of  the  insurance  compa- 
ny, the  actuary,  and  the  indemnity  representative. 

Resolution  74-55,  Division  to  Deal  Extensively  with 
Professional  Medical  Liability  Insurance  Program 

Introduced  by  Albert  S.  Lyons,  M.D.,  as  an  individual 
WHEREAS,  The  Professional  Medical  Liability  Insur- 
ance Program  of  the  State  Society  is  probably  its  most 
important  service  to  the  membership;  and 

WHEREAS,  The  program  involves  many  millions  of 
dollars  in  premiums  greater  than  the  other  insurance 
premiums  paid  by  the  membership;  and 

WHEREAS,  The  malpractice  problem  is  of  great  com- 
plexity, especially  in  relation  to  insurance  risk,  actu- 
arial statistics,  communications  with  the  membership, 
and  coordination  of  all  facets  of  the  program;  and 
WHEREAS,  The  problems  and  decisions  concerning 
malpractice  insurance  are  different  from  other  insur- 
ance activities;  therefore  be  it 

Resolved,  That  a distinct  department  or  division  in 
the  State  Society  be  set  up,  separate  from  any  other 


division  concerned  with  insurance,  for  the  sole  pur- 
pose of  dealing  entirely  with  the  Professional  Medical 
Liability  Insurance  Program. 

REPORT  OF  REFERENCE  COMMITTEE  ON  INSURANCE  AND 
MEMBERSHIP  BENEFITS:  The  following  report  was  pre- 

sented by  Ralph  E.  Schlossman,  M.D.,  Chairman. 

Your  reference  committee  considered  Resolutions 
74-53,  74-54  and  74-55  together  since  the  intent  is  to 
provide  the  State  Medical  Society  with  an  approach  to 
the  malpractice  problem  other  than  that  provided  by 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board.  Your  reference  committee  feels  that  an 
outside  foundation  would  not  add  more  information 
than  is  otherwise  being  gathered,  and  the  cost  of  institu- 
ting such  a foundation  might  be  considerable.  The  new 
Division  of  Insurance  is  adequately  staffed  to  carry  out 
the  functions  currently  assigned  to  it  by  the  Officers, 
Councilors,  and  House  of  Delegates.  Sensing,  however, 
the  feeling  of  many  members  of  the  House  that  an  addi- 
tional point  of  view  might  be  beneficial,  your  reference 
committee  wishes  to  submit  the  following  substitute  res- 
olution: 

Resolved,  That  the  President,  with  the  advice  and 
assistance  of  the  Chairman  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  structure  a 
subcommittee  of  the  Board  with  the  mission  of 
surveying  the  entire  problem  of  professional  medical 
liability. 

The  House,  after  discussion  during  which  a separa- 
tion of  resolution  74-53  was  called  for,  voted  to  adopt 
the  substitute  resolution. 

The  House,  then,  after  further  discussion,  voted  not 
to  adopt  resolution  74-53. 

The  House  voted  to  adopt  the  report  of  the  reference 
committee  as  a whole  as  amended. 
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Public  Health  and  Education 


Commission  on  Public  Health  and  Education 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


The  members  of  the  Commission  on  Public  Health 
and  Education  are: 


Keith  O.  Guthrie,  Jr.,  M.D.,  Chairman 

William  A.  Bauman,  M.D 

Marcelle  T.  Bernard,  M.D 

Charles  A.  Bertrand,  M.D 

Stephen  W.  Blatchly,  M.D 

Marvin  L.  Bloom,  M.D 

George  F.  Cunningham,  M.D 

Arthur  H.  Dube,  M.D 

Ralph  S.  Emerson,  M.D 

Stanley  I.  Fishman,  M.D 

Irving  G.  Frohman,  M.D 

Stanley  E.  Gitlow,  M.D 

Leonard  L.  Heimoff,  M.D 

Milton  Helpern,  M.D 

Edward  C.  Hughes,  M.D 

David  N.  Kluge,  M.D 

Allison  B.  Landolt,  M.D 

Herbert  A.  Laughlin,  M.D 

Harry  S.  Lichtman,  M.D 

Edward  J.  Lorenze,  III,  M.D 

Frank  Clay  Maxon,  Jr.,  M.D 

Charles  E.  Rogers,  M.D 

John  D.  States,  M.D 

Bruce  P.  Webster,  M.D 

Charles  Weller,  M.D 


. . New  York 
. . New  York 

Bronx 

Westchester 
. .Tompkins 

Erie 

Suffolk 

. .Onondaga 

Nassau 

Kings 

Queens 

. . New  York 

Bronx 

. . New  York 
. . Onondaga 
....  Monroe 
Westchester 
Chautauqua 

Kings 

Westchester 

Albany 

Nassau 

....  Monroe 
. . New  York 
Westchester 


These  physicians  have  guided  the  work  of  their  re- 
spective committees  efficiently  during  the  past  year  and 
their  reports  follow  this  introduction.  It  is  recommend- 
ed that  the  members  of  the  House  of  Delegates  read 
these  reports  and,  also,  the  comments  the  reference 
committees  present  to  the  House  about  the  work  of  the 
many  committees  that  make  up  the  commission. 

The  annual  meeting  of  the  commission  was  held  July 
19,  1973  in  Room  200  of  the  State  Health  Department  in 
Albany.  The  attendance  was  excellent  and  the  reports 
informative.  This  year,  more  than  ever  before,  inter- 
esting discussion  had  to  be  limited  because  of  time  re- 
strictions. This  was  a disappointment  to  many  commit- 
tee chairmen  and  to  their  counterparts  in  the  State  De- 
partment of  Health.  Following  the  meeting,  the  Com- 
missioner of  Health  together  with  the  Chairman  of  the 
Commission  and  the  Director  of  Scientific  Activities  de- 
cided to  request  approval  of  the  House  of  Delegates  to 
conduct  two  commission  meetings  each  year,  grouping 
the  committees  with  possible  related  interests  together 
for  one  meeting  and  grouping  other  committees  with  re- 
lated interests  for  a second  meeting.  At  each  of  the  two 
meetings,  bureau  and  division  heads  in  the  State  Health 
Department,  whose  interests  are  pertinent  to  the  com- 
mittees of  each  group,  would  be  invited  to  participate. 
One  disadvantage  of  two  meetings  would  be  that  some 
members  of  the  commission  would  be  deprived  of  hear- 
ing about  the  total  work  of  the  committees  which  make 
up  the  commission.  This  disadvantage  might  be  over- 
come if  the  trustees  were  asked  to  finance  travel, expense 
for  all  committee  chairmen  to  attend  both  meetings. 
Each  would  report  for  his  committee  at  only  one  meet- 
ing but  would  have  the  advantage  of  hearing  other  com- 
mittee reports  and  would  be  available  as  resource  per- 
sonnel during  discussion.  If  this  procedure  is  adopted, 
all  Department  of  Health  division  heads  would  be  invit- 


ed to  attend  both  meetings.  One  point  is  certain,  there 
is  insufficient  time  in  a one-day  meeting  for  all  the  com- 
mittee chairmen  and  State  Department  officials  to  ap- 
proach maximum  efficiency  in  exchanging  points  of 
view. 

May  I point  out  that  this  year  some  committees  have 
had  unusual,  complex  assignments.  The  Committee  on 
Continuing  (Postgraduate)  Education  has  been  perfect- 
ing its  plans  for  a statewide  system  of  continuing  educa- 
tion for  physicians.  What  ultimately  prevails  in  this 
area  could  affect  every  physician  in  the  State  for,  if  what 
the  Medical  Society  of  the  State  of  New  York  comes  up 
with  is  not  satisfactory  to  the  Education  Department, 
mandatory  legislation  for  postgraduate  education  is  pos- 
sible at  any  session  of  the  State  Legislature.  This  com- 
mittee has  asked  to  be  separated  from  the  Commission 
on  Public  Health  and  Education  and  to  be  placed  in  a 
division  with  the  Interspecialty  and  Peer  Review  Com- 
mittees. This  request  was  referred  by  the  Council  on 
September  20,  1973  to  the  Deputy  Executive  Vice-Presi- 
dent who  is  making  a study  of  all  committees  of 
MSSNY. 

Another  complex  problem  faced  the  Committee  on 
Data  Processing  in  Medicine.  A coalition  of  profession- 
al organizations  is  needed  to  draw  up  guidelines  which 
will  insure  future  confidentiality  of  medical  histories 
when  computer  data  processing  becomes  routine.  At  its 
meeting  in  September,  the  Council  authorized  the  Data 
Processing  Committee  to  sponsor  an  organizational 
meeting  for  a Task  Force  on  Data  Processing  and  to  re- 
port back  regarding  estimated  costs  which  would  be  pro- 
portionately divided  between  participating  organiza- 
tions. 

The  Committee  on  Health  Care  Technology  believes 
its  mission  has  been  completed  and  requests  merger 
with  the  Committee  on  Data  Processing  in  medicine 
from  which  it  split  off  two  years  ago. 

The  committees  on  Alcoholism,  Mental  Health,  and 
Drug  Abuse  have  the  problem  of  what  to  do  about  Reso- 
lution 73-17,  “Classification  of  physicians  deemed  in- 
competent to  practice  medicine  by  reason  of  mental  ill- 
ness, or  other  incapacitating  patterns  of  behavior.”  It  is 
hoped  that  a combined  statement  on  the  subject  by  the 
above  three  committees  will  be  completed  for  this  ses- 
sion of  the  House  of  Delegates. 

The  problem  of  lack  of  guidelines  for  physicians’  asso- 
ciates and  specialists’  assistants  has  been  a handicap  for 
the  staff  of  the  Division  of  Scientific  Activities  when  at- 
tempting to  answer  inquiries  from  physicians.  A proce- 
dure was  outlined  to  the  Council  in  September  whereby 
the  State  Department  of  Health,  Manpower  Division, 
gave  details  to  inquiring  physicians.  The  Council,  in 
September  1973,  approved  the  manner  in  which  in- 
quiries about  physicians’  associates  and  specialists’  as- 
sistants were  being  answered  by  the  Division  of  Scientif- 
ic Activities.  After  the  distribution  to  all  physicians  of 
the  State  of  a statement  regarding  Registered  PA’s 
signed  by  the  Commissioners  of  Health  and  Education, 
that  statement  will  be  sent  to  all  physicians  making  in- 
quiries in  this  area.  The  Council,  on  being  informed 
that  MSSNY  again  would  be  invited  to  have  input  in 
the  development  of  the  PA  program,  voted  to  refer  to 
the  Committee  on  Health  Manpower  any  request  to 
MSSNY  from  either  the  State  Education  or  Health  De- 
partments for  assistance  in  developing  further  regula- 
tions of  PA’s. 
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The  Committee  on  Aging  and  Nursing  Homes  called 
attention  to  weaknesses  in  the  regulations  published  by 
HEW  in  the  Federal  Register  in  July.  There  are  con-, 
stant  new  regulations  that  must  be  reconciled  with  older 
regulations  and  so  this  committee  has  become  a “watch- 
dog” for  sudden  and  new  changes  in  laws  and/or  regula- 
tions which  affect  the  aged. 

These  are  but  a few  examples  of  the  complex  prob- 
lems which  come  to  the  committees  of  the  commission. 
Again,  it  is  recommended  that  all  the  committee  reports 
be  read  carefully  in  order  that  delegates,  are  informed  of 
the  excellent  assistance  the  committees  of  the  commis- 
sion perform  for  the  Medical  Society  of  the  State  of  New 
York. 

As  chairman  of  the  Commission  on  Public  Health  and 
Education  and  on  behalf  of  the  committee  chairmen 
who  make  up  the  commission,  may  I express  our  appre- 
ciation of  the  assistance  rendered  to  the  commission  by 
the  staff  of  the  Division  of  Scientific  Activities  of  the 
Medical  Society  of  the  State  of  New  York. 

Respectfully  submitted, 

Keith  O.  Guthrie,  Jr.,  M.D.,  Chairman 

Accident  and  Injury  Prevention 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  In- 


jury Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman Monroe 

Harold  Brandaleone,  M.D New  York 

Caldwell  B.  Esseltyn,  M.D Albany 

Francis  J.  Gilroy,  Jr.,  M.D Broome 

James  E.  Holmblad,  M.D Schenectady 

Donald  C.  Walker,  M.D Albany 

Leslie  Fisher,  M.D.,  Advisor Albany 


The  committee  met  on  February  12,  1973  in  New 
York  City.  The  committee  chairman  testified  twice  on 
behalf  of  the  committee,  before  the  New  York  State 
Legislature,  and  two  committee  members  met  with  the 
Medical  Consultant  Committee  of  the  State  Depart- 
ment of  Health. 

Mandatory  Usage  Laws.  Testimony  was  presented 
on  February  27  before  the  New  York  State’s  Legislature 
Joint  Committee  on  Transportation,  by  the  committee 
chairman,  in  support  of  mandatory  usage  laws  for  auto- 
mobile restraint  systems.  Briefly,  the  safety  and  the  ef- 
fectiveness of  belt  type  restraint  systems  were  reviewed. 
The  Australian  experience,  with  similar  legislation,  was 
presented.  These  laws  have  reduced  Australia’s  death 
rate  16  per  cent  in  rural  areas  and  24  per  cent  in  urban 
areas,  and  have  reduced  hospital  admissions  from  auto- 
mobile accidents  40  per  cent  throughout  Australia. 

A mandatory  usage  bill  was  passed  by  the  Assembly, 
but  died  in  committee  in  the  Senate.  Reintroduction 
by  Senator  John  D.  Caemerer  and  Assemblyman  George 
I.  Farrell,  Jr.,  appears  certain  next  year.  Puerto  Rico 
subsequently  enacted  mandatory  restraint  system  usage 
legislation,  which  became  effective  on  July  1,  1973  and 
became  the  first  state  to  enact  such  legislation. 

School  Bus  Safety.  A statement  concerning  school 
bus  safety  was  presented  by  the  committee  chairman, 
before  the  Assembly  Standing  Committee  on  Transpor- 
tation, on  April  10,  1973.  More  than  20  bills  were  intro- 
duced in  the  New  York  State  Legislature  in  part,  as  a re- 
sult of  fatal  school  hus  accidents  in  Congers,  on  March 


24,  1972,  and  in  Vestal,  on  January  3,  1973.  Public 
pressure  for  improved  vehicle  design  has  been  mounting 
throughout  the  United  States.  In  spite  of  this,  the 
number  of  deaths  which  occur  each  year  inside  school 
buses  remain  less  than  25.  A series  of  21  catastrophic 
bus  accidents  occurring  throughout  the  United  States 
from  1967  to  1973  were  reviewed.  This  revealed  that 
ejection  of  occupants  occurred  in  11  accidents,  and 
major  compromise  of  the  passenger  space  occurred  in 
17.  It  was  recommended  that  the  New  York  State  Leg- 
islature pass  a resolution  demanding  that  the  National 
Highway  Traffic  Safety  Administration  of  the  U.S.  De- 
partment of  Transportation  develop  vehicle  construc- 
tion standards  for  improved  occupant  protection.  Spe- 
cifically, increased  strength  of  the  occupant  compart- 
ment and  the  installation  of  high  back  padded  seats 
should  be  required.  A pilot  study  to  determine  the  fea- 
sibility of  belt-type  restraint  systems  for  school  bus  oc- 
cupants should  also  be  undertaken. 

Subsequently,  legislation,  requiring  high  seat  backs 
and  a special  training  program  for  school  bus  drivers, 
was  passed  and  signed  by  the  Governor. 

Medical  Consultants  Committee,  NYSDH.  Two 
committee  members  met  with  the  Medical  Consultant 
Committee  of  the  New  York  State  Department  of 
Health  to  review  the  problem  created  by  the  use  of  tele- 
scopic lenses  by  nearly  blind  drivers.  Implementation 
of  the  field  of  vision  testing  for  driver  licensing  was  also 
reviewed.  The  current  driver  licensing  questionnaire 
was  considered  with  respect  to  questions  revealing  drug 
intake  and  mental  illness.  Special  licensing  require- 
ments for  school  bus  and  emergency  vehicle  drivers  were 
also  reviewed. 

Protective  Legislation  for  Physicians  in  Re- 
porting Illnesses.  A letter  sent  to  the  Monroe  County 
Medical  Society  from  the  New  York  State  Department 
of  Motor  Vehicles  was  discussed.  The  letter  stated  that 
only  patients  can  report  illnesses  and  injuries  which  are 
disabling  for  driving.  A physician  is  not  protected  if  he 
reports  such  conditions  to  the  Department  of  Motor  Ve- 
hicles. A resolution,  concerning  enactment  of  protec- 
tive legislation  for  physicians,  is  being  developed  by  the 
committee  for  presentation  to  the  1974  meeting  of  the 
House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York. 

Brochure  on  Laws  and  Regulations.  The  Commit- 
tee agreed  to  assist  the  Department  of  Motor  Vehicles  in 
developing  a brochure  for  physicians  on  laws  and  regula- 
tions governing  the  issuance  of  driver  licenses  to  dis- 
abled persons. 

AMA’s  Committee  on  Medical  Aspects  of  Automo- 
tive Safety.  Discontinuance  of  the  American  Medical 
Association’s  Committee  on  Medical  Aspects  of  Auto- 
motive Safety  was  protested  through  our  AMA  delegates 
and  through  AMA  friends  influential  on  a national 
basis,  but  to  no  avail.  In  view  of  the  fact  that  there  no 
longer  exists  a national  focal  point  for  medical  problems 
of  automotive  safety,  it  is  recommended  that  the  Com- 
mittee on  Accident  and  Injury  Prevention  of  the 
MSSNY  continue  its  emphasis  on  problems  of  automo- 
tive safety. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 
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Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nurs- 


ing Homes  are  as  follows: 

Marcelle  T.  Bernard,  M.D.,  Chairman Bronx 

Robert  Collins,  M.D Onondaga 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze,  III,  M.D Westchester 

James  A.  Moore,  M.D Albany 

Leon  M.  Rothman,  M.D Kings 

George  M.  Warner,  M.D.,  Advisor Albany 


The  function  of  this  committee  is  to  keep  up  to  date 
on  distribution  of  medical  care,  or  the  lack  of  it,  among 
the  elderly  in  nursing  homes  and  health  related  facili- 
ties. It  is  the  responsibility  of  the  committee  to  inform 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  when  support  of  MSSNY  would  improve  and/or 
elevate  the  quality  of  medical  care  for  the  elderly  in 
nursing  homes  and  health  related  facilities.  The  com- 
mittee is  concerned  with  Federal  and  State  regulations 
as  they  affect  medical  practice  in  nursing  homes  and 
quality  patient  care. 

The  committee  recommended  that  a position  or  white 
paper  be  drawn  up  regarding  the  vital  issues  of  Medi- 
care, Medicaid,  skilled  nursing  home  services,  interme- 
diate care  facility  services,  and  pejiodic  medical  review 
and  be  distributed  to  the  membership  as  physicians  may 
have  information  readily  available.  Physicians  must  be 
made  aware  of  changes  in  law  regarding  these  issues. 
This  will  be  of  help  to  their  patients  and  will  improve 
the  attitude  of  physicians  toward  their  geriatric  pa- 
tients. This  will  be  done  in  conjunction  with  the  Bu- 
reau of  Chronic  Disease  and  Geriatrics  of  the  New  York 
State  Department  of  Health,  of  which  George  M.  War- 
ner, M.D.,  is  director. 

The  Council  has  voted  to  ask  Dr.  Warner,  the  advisor 
to  the  Committee  on  Aging  and  Nursing  Homes,  to  draw 
up  an  information  paper  to  be  presented  to  the  commit- 
tee, and  then  to  the  Council  for  decision  as  to  whether 
an  informational  or  a position  paper  should  be  drawn 
up. 

Resolution  73-63,  “Approval  of  Proprietary  Nurs- 
ing Home  Applications.”  At  the  recommendation  of 
the  committee,  the  Council  voted  to  refer  this  to  the 
Medical  Society  of  the  County  of  Queens  with  a request 
that  a survey  of  the  area  be  made  and  the  results  sub- 
mitted to  the  committee. 

Resolution  73-28,  “ Custodial  and  Intermediate 
Patient  Care,”  Oneida  County.  The  committee  on 
Aging  and  Nursing  Homes  recommended  that  this  reso- 
lution be  referred  by  the  Council  to  the  Midstate  Com- 
prehensive Health  Planning  Agency  for  recommenda- 
tions. 

The  Council  received  further  information  and  sug- 
gested that  the  Midstate  Comprehensive  Health  Plan- 
ning Agency,  in  consultation  with  the  Central  New  York 
Hospital  and  Review  Planning  Council,  make  recom- 
mendations that  would  be  helpful  in  solving  the  Oneida 
County  problem. 

Guidelines.  The  Medical  Society  of  the  'County  of 
Monroe  submitted  guidelines  for  visits  by  physicians  to 
their  patients.  The  Aging  and  Nursing  Home  Commit- 
tee looks  with  favor  on  the  development  of  suitable 
guidelines  regarding  visits  by  physicians  in  Nursing 
Homes. 


Your  chairman  attended  the  meeting  of  the  Commis- 
sion on  Public  Health  and  Education  in  Albany,  July  19, 
1973.  The  committee  agreed  to: 

1.  Intensify  its  study  and  review  of  details  and  for- 
mulate proposals  for  Medical  Society  positions  on 
such  issues; 

2.  Refer  back  to  appropriate  facility  planning 
agencies  and  other  bodies  those  resolutions,  com- 
plaints, and  proposals  it  has  received  about  the  undue 
growth  or  inappropriate  location  and  use  of  long-term 
care  and  mental  health  facilities,  particularly  the  use 
of  vacant  beds  in  the  latter; 

3.  Collaborate  with  the  Department  of  Health  on 
the  development  of  useful  guidelines  for  physician 
visitation  to  institutionalized  patients; 

4.  Review  the  findings  of  the  State-performed 
medical  review  program  and  develop  Medical  Society 
position  papers  in  which  followup  among  physicians 
and  county  societies  would  be  highlighted;  and 

5.  Consider  and  develop  proposals  for  a year- 
round  continuing  program  of  information  for  physi- 
cians and  others  engaged  in  geriatric  care,  including 
the  possibility  of  a continuing  series  of  institutes  and 
seminars,  possibly  modeled  after,  or  related  to,  the  se- 
ries conducted  by  the  American  Medical  Association 
for  directors  of  long-term  care  institutions. 

HEW.  On  August  10,  1973  the  committee  sent  a let- 
ter to  Casper  Weinberger,  the  Secretary  of  Health,  Edu- 
cation, and  W’elfare,  regarding  several  proposals  which 
affect  care  by  physicians  of  patients  in  skilled  nursing 
facilities  and  other  functions  which  physicians  might  be 
required  to  carry  out  in  those  facilities.  The  Committee 
urged  HEW  to  be  “extremely  cautious  in  its  interpreta- 
tions and  policies  on  medical  nursing  necessity  in  rela- 
tion to  certifications,  utilization  review,  claims  review, 
and  payments.”  Excerpts  of  this  letter  appeared  in  the 
News  of  New  York,  September  1973. 

In  summary  the  committee: 

1.  Objected  to  pure  clinical  necessity  for  physician 
and  nursing  services. 

2.  Stated  its  belief  that  full  patient  information 
would  be  available  prior  to  or  at  the  time  of  admis- 
sion. 

3.  Called  for  deletion  of  provisions  which  would 
permit  visits  by  physicians  fewer  than  once  for  30 
days. 

4.  Made  recommendations  regarding  emergency 
coverage. 

5.  Suggested  that  the  “primary  care”  physician 
should  be  the  one  who  should  not  participate  in  re- 
views on  his  own  patients. 

6.  Regretted  that  there  are  no  requirements  for 
medical  direction  functions  to  be  carried  out  at  skilled 
nursing  facilities  and  urged  that  such  standards  be 
added  to  proposed  rules. 

The  committee  is  extremely  grateful  to  George  M. 
Warner,  M.D.,  Advisor,  for  his  assistance  and  coopera- 
tion throughout  the  year.  My  personal  thanks  to  each 
of  the  committee  members  for  his  help  in  all  our  deliber- 
ations. 


Respectfully  submitted, 

Marcelle  T.  Bernard,  M.D.,  Chairman 
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Alcoholism 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman New  York 

LeClair  Bissell,  M.D New  York 

Sidney  S.  Greenberg,  M.D New  York 

Luther  A.  Cloud,  M.D New  York 

Stephen  M.  Clement,  M.D Erie 

Susan  E.  Hanson,  M.D Monroe 

Gordon  M.  Hemmett,  M.D Monroe 

William  L.  Holt,  Jr.,  M.D Albany 


The  committee  began  its  1973  efforts  by  bringing  to 
fruition  its  educational  program  designed  to  assist  the 
practicing  physician  with  the  management  of  his  alco- 
holic patients.  The  presentation  at  the  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York  in  New 
York  City  in  February,  1972  was  well  attended  and  ap- 
parently well  received. 

Following  this,  the  committee  addressed  itself  to  the 
problem  of  health  insurance  coverage  for  alcoholism. 
Third  party  payments  for  such  care  have  been  hindered 
by  the  occasional  outright  exclusion  of  coverage  for  this 
illness,  the  frequent  reduction  in  the  number  of  hospital 
days  for  which  the  applicant  may  be  compensated  for  al- 
coholism, or  the  reluctance  of  the  insurance  carriers  to 
recognize  the  advantages  of,  and  hence  underwrite,  the 
care  of  the  alcoholic  within  residential  treatment  facili- 
ties RTF  as  opposed  to  acute  care  hospitals.  The  latter, 
in  addition  to  their  prohibitive  costs,  also  fail  to  offer 
the  alcoholic  much  more  than  the  bare  essentials  of  ini- 
tial medical  care,  detoxification.  Extensive  clinical  ex- 
perience in  the  treatment  of  alcoholism  has  convinced 
the  committee  of  the  wisdom  of  early,  intensive,  and 
protracted  rehabilitative  therapy  of  the  alcoholic  in 
order  to  avoid  the  major  human  and  economic  losses  in- 
herent in  a prolonged  course  of  alcoholism  replete  with 
its  organic  complications.  Extensive  rehabilitative  care 
for  the  alcoholic  has  been  inexpensively  delivered  in  nu- 
merous RTF’s  which  utilize  largely  paramedical  person- 
nel. To  assist  the  carriers  in  establishing  guidelines  by 
which  payment  may  be  made  for  care  in  such  facilities, 
the  committee  formulated  criteria  by  which  an  RTF 
could  be  evaluated,  entitled  Guidelines  for  Licensure  of 
Residential  Treatment  Facilities  for  Alcoholism. 
These  Guidelines  were  evaluated  and  approved  by  the 
Council  on  May  24,  1973.  Shortly  thereafter,  the  com- 
mittee became  aware  of  the  new  rules  and  regulations 
drawn  up  by  the  Department  of  Mental  Hygiene  in  re- 
sponse to  the  recodification  of  the  Mental  Hygiene  Law. 
It  was  apparent  that  these  could  benefit  from  review  by 
experienced  personnel,  and  the  members  of  the  commit- 
tee not  only  initiated  such  an  evaluation  of  Parts  84,  85, 
and  86  predominantly  but  went  on  record  in  favor  of 
representation  of  the  Medical  Society  of  the  State  of 
New  York  on  the  Advisory  Committee  on  Alcoholism 
which  was  established  by  the  1973  New  York  State 
Mental  Hygiene  Law. 

A number  of  states  are  presently  considering  bills  leg- 
islating adequate  coverage  for  alcoholism  in  all  health 
insurance  offered  to  their  citizens.  Minnesota  recently 
enacted  such  legislation.  This  committee  is  currently 
studying  similar  legislation  in  order  to  offer  the  Council 
a detailed  evaluation  of  its  usefulness  in  achieving  bet- 


ter health  care  for  alcoholism.  The  committee  will 
shortly  present  to  the  Council  its  position  regarding  the 
unconscionable  absence  of  health  insurance  coverage  in 
several  of  the  group  plans  presently  offered  to  the  mem- 
bers of  various  county  medical  societies  within  New 
York  State.  In  fact,  the  inadequate  care  for  alcoholism 
among  physicians  in  this  State  has  proven  to  be  so  major 
a problem  that  the  committee  has  utilized  some  six 
months  of  its  time  in  formulating  a new  method  where- 
by our  profession  may  augment  the  therapeutic  re- 
sources for  and  initiate  appropriate  public  safeguards 
from  the  alcoholic  physician.  The  initial  evaluation  of 
this  new  method  suggests  that  it  may  serve  as  a model 
for  the  approach  to  the  “sick  physician”  in  general,  and, 
to  that  end,  joint  meetings  with  both  the  Drug  Abuse 
and  Mental  Health  Committees  have  been  held.  A 
complete  report  on  this  subject  will  be  readied  for 
MSSNY  during  1974. 

The  committee  has  continued  to  evaluate  those  bills 
dealing  with  alcoholism  which  are  presented  to  the  New 
York  State  Legislative  bodies.  Recommendations  re- 
garding such  legislation  have  been  submitted  to  the 
Council  and  other  appropriate  groups  within  this  orga- 
nization. It  is  anticipated  that  these  efforts  will  con- 
tinue in  1974. 

Respectfully  submitted, 

Stanley  Gitlow,  M.D.,  Chairman 

Cancer 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cancer  are  as  fol- 


lows: 

Charles  E.  Rogers,  M.D.,  Chairman Nassau 

Richard  G.  Cooper,  M.D Erie 

Daniel  Burdick,  M.D Onondaga 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Sidney  L.  Arje,  M.D.,  Advisor New  York 

Peter  Greenwald,  M.D.,  Advisor Albany 

Walter  T.  Murphy,  M.D.,  Advisor  Erie 

Guy  F.  Robbins,  M.D.,  Advisor New  York 

Charles  D.  Sherman,  Jr.,  M.D.,  Advisor Monroe 


The  committee  met  at  approximately  tri-monthly  in- 
tervals throughout  the  year  to  consider,  implement,  or 
recommend  such  measures  as  may  improve  the  care  of 
the  cancer  patient.  The  areas  of  interest  and  action 
were  in  bringing  about  prevention  and  earlier  diagnosis, 
earlier  and  proper  treatment,  and  improvement  in  the 
length  and  quality  of  survival. 

As  to  the  first,  prevention,  it  is  the  committee’s  view 
that  educational  programs  must  begin  at  the  earliest 
possible  school  level.  Such  programs  should  be  directed 
at  general  health  and  hygiene  as  well  as  anti  tobacco, 
drug,  and  alcohol  use.  The  graduated  curriculum,  be- 
ginning just  after  reading  is  learned,  should  be  mandat- 
ed and  continued  through  high  school.  The  committee 
endorses  the  concept  that  appropriate  courses  be  re- 
quired in  curricula  leading  to  certification  of  teachers 
and  the  granting  of  degrees  concerning  health  problems, 
specifically  alcohol,  drugs,  cancer,  and  cardiovascular 
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diseases.  Proper  curricula  should  be  developed  for  the 
health  care  educators  and  the  committee  has  offered  its 
services  to  assist  in  the  preparation  of  such  curricula  on 
such  topics  as  it  may  have  expertise.  No  longer  should 
the  teaching  of  health  and  related  matters  be  relegated 
to  coaches,  gym  teachers,  home  economics  teachers,  and 
so  forth,  as  “secondary”  and  at  times  distasteful  assign- 
ments unless  such  teachers  have  completed  courses  de- 
signed to  properly  fit  them  to  teach  health  topics. 

The  committee  is  deeply  interested  in  Professional 
Standards  Review  Organizations  (PSRO)  and  in  the 
matter  of  the  development  of  criteria  for  the  care  of  the 
cancer  patient.  Some  of  its  members  are  currently 
working  on  or  have  completed  projects  on  the  criteria 
for  care  of  patients  with  certain  cancer  diagnoses.  The 
committee  is  aware  of  the  interest  of  the  State  Depart- 
ment of  Health  and  the  Hospital  Association  in  these 
matters. 

Some  committee  members  have  attended  joint  spon- 
sored institutes  concerning  criteria  development,  and,  as 
the  availability  of  such  instructional  courses  increases,  it 
is  intended  that  more  of  the  members  and  advisors  will 
attend. 

Continued  support  and  endorsement  of  the  American 
Cancer  Society’s  Uterine  Task  Force  Program  is  recom- 
mended. In  February  of  this  year,  the  House  of  Dele- 
gates, in  its  wisdom,  passed  a resolution  endorsing  this 
program.  Resolution  73-20  embodied  the  concept  that 
cervical  Papanicolau  smears  could  be  taken  by  properly 
trained  paramedical  personnel  under  proper  supervi- 
sion. 

Cancer  quackery  continues  to  be  of  grave  concern  to 
this  committee.  There  are  some  who  have  said  that  ad- 
equate laws  now  exist  to  control  quackery  and  others 
who  feel  the  problem  is  of  insufficient  magnitude  to  de- 
serve attention.  Both  of  these  assumptions  are  com- 
pletely unfounded  and  are  far  from  the  truth.  The  fol- 
lowing is  an  excerpt  from  a plea  by  a chiropractor  claim- 
ing, among  other  things,  that  regular  chiropractic  care 
could  reduce  the  incidence  of  cancer  by  50%  in  ten 
years.  “Cancer  takes  years  to  develop  and  expose  it- 
self. If  every  person  were  under  regular  Chiropractic 
care,  it  would  be  reduced  by  50%  in  ten  years.  If  you 
are  really  concerned  about  yourself  and  your  loved 
ones,  be  sure  that  all  are  under  regular  care.  ‘ The  life 
you  save  may  be  your  own.  ’ ” 

The  committee  again  entreats  MSSNY  and  its  mem- 
bers to  encourage  our  legislators  to  pass  a strong  Cancer 
Remedies  Act  such  as  was  offered  last  year  and  the  year 
before.  This  model  act  is  patterned  after  the  California 
Act  and  is  endorsed  by  the  American  Cancer  Society. 

The  inclusion  of  mandatory  rectal  examination  and 
occult  blood  testing  in  the  State  Health  Code  are  proj- 
ects the  committee  is  looking  at  for  this  year.  There  is 
little  doubt  about  the  former,  and  it  is  recommended 
that  inclusion  of  a mandatory  rectal  examination  on  all 
hospitalized  patients,  unless  contraindicated  or  refused, 
be  considered  for  inclusion  in  the  State  Health  Code. 

The  matter  of  the  worth  of  occult  blood  testing  in  the 
stool  is  not  so  clear  as  to  its  yield  and  worth  and  is  under 
study. 

The  committee  again  wishes  to  express  its  thanks  to 
Henry  I.  Fineberg,  M.D.,  Norman  S.  Moore,  M.D.,  Hol- 
lis S.  Ingraham,  M.D.,  Peter  Greenwald,  M.D.,  and  Miss 
Dorothy  M.  Smith,  as  well  as  to  others  on  the  staff  of 
the  Medical  Society  of  the  State  of  New  York  and  the 


New  York  State  Health  Department,  for  all  of  their  as- 
sistance during  this  past  year  and  many  preceding  years. 

Respectfully  Submitted, 

Charles  E Rogers,  M.D.,  Chairman 

Cardiovascular  Disease 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


The  members  of  the  Committee  on  Cardiovascular 
Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  . . .Westchester 

Norman  S.  Amer,  M.D Nassau 

Charles  P.  Bailey,  M.D Bronx 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 

Franz  L.  Ebstein,  M.D Queens 


In  the  Spring  of  1972,  Walter  L.  Merscheimer,  M.D., 
professor  and  chairman  of  the  Department  of  Surgery  of 
New  York  Medical  College,  protested  an  action  taken  by 
Peter  Rogatz,  M.D.,  senior  vice-president  of  Blue  Cross. 
The  letter  by  Dr.  Rogatz  was  dated  February  2,  1972 
and  stated,  “We  call  your  attention  to  the  enclosed  re- 
port of  the  Inter-Society  Commission  for  Heart  Disease 
Resources  commenting  on  the  optimum  size  of  the  car- 
diac surgery  center.  This  report  states  that  the  smallest 
practical  unit  to  qualify  as  a cardiac  surgery  center 
should  perform  four  to  six  cardiac  operations  with  ex- 
tracorporeal circulation  weekly.”  The  letter  went  on  to 
mention  Part  710.1  of  the  State  Hospital  Code,  and  so 
forth,  regarding  reimbursement  by  Associated  Hospital 
Services  and  in  effect  states  that  the  hospitals  should 
anticipate  this  problem  in  the  year  1973. 

Dr.  Merscheimer  protested  against  the  setting  up  by 
Blue  Cross  of  standards  in  quality  control.  The  matter 
was  discussed  before  the  Cardiovascular  Disease  Com- 
mittee on  April  10,  1972,  and  later  was  presented  to  the 
Council.  This  was  discussed  in  July  at  the  Public 
Health  Commission  meeting  at  which  time  Hollis  S.  In- 
graham, M.D.,  New  York  State  Commissioner  of  Health, 
mentioned  that  an  ad  hoc  committee  was  discussing  the 
matter  and  hopefully  would  come  in  with  some  recom- 
mendation as  to  the  optimum  number  of  operations  per 
year.  It  was  decided  by  the  Council  that  Edward  Siegel, 
M.D.,  then  president  of  the  State  Society,  should  write  a 
letter  to  Dr.  Rogatz. 

This  was  done  on  August  3,  1972,  and  the  letter  stated 
that  it  was  the  feeling  of  the  Council  that  “a  fiscal  inter- 
mediary should  not  set  policy  and  that  such  policy 
should  be  set  by  some  scientific  mechanism  such  as  a 
Department  of  Surgery  or  a Medical  Board.”  After  due 
consideration,  the  Council  did  vote  that  such  policy  ef- 
fecting medical  and  surgical  care  really  does  not  lie 
within  the  jurisdiction  of  the  Associated  Hospital  Ser- 
vice. 

Dr.  Rogatz  replied,  in  a letter  dated  August  16th,  and 
mentioned  that  Dr.  Siegel’s  statements  suggest  that 
AHS  should  have  no  interest  in  the  quality  of  care  for 
which  it  provides  financial  support  for  more  than  one- 
half  million  people,  and  more  importantly,  should  ig- 
nore the  rules  of  the  State  of  New  York  which  direct 
that  reimbursement  to  hospitals  should  be  made  for  the 
efficient  production  of  hospital  services.  Dr.  Rogatz 
also  mentioned  other  items  in  this  letter — in  effect  this 
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did  result  in  some  communication  between  both  parties 
but  not  very  much  happened.  • 

In  the  Spring  of  1973,  it  was  brought  to  the  attention 
of  the  committee  that  five  hospitals  in  the  New  York 
area  were  no  longer  to  receive  reimbursement  from  Blue 
Cross  for  heart  surgery  performed  in  these  institutions. 
Two  of  the  hospitals  involved  contacted  the  Cardiovas- 
cular Committee.  In  general,  the  hospitals  protested  on 
the  basis  of  (1)  community  needs  for  heart  surgery;  (2) 
the  question  of  prerogative  by  which  a third  party  can 
effect  such  general  policy  practices  effecting  quality  of 
care. 

The  matter  was  discussed  in  great  detail  at  meetings 
of  the  Cardiovascular  Disease  Committee  and  again  at 
the  Public  Health  Commission  meeting  in  Albany  in 
July.  It  would  serve  no  useful  purpose  to  mention 
names  of  hospitals  and  specific  comments  by  specific  in- 
dividuals involved.  Suffice  it  to  say  that  at  this  time 
one  of  the  hospitals  has  had  its  privileges  restored  (they 
should  not  have  been  removed  in  the  first  place  since 
the  hospital  comes  under  the  grandfather  clause,  having 
done  heart  surgery  prior  to  January,  1966);  at  least  one 
other  hospital  is  either  about  to  resume  its  open-heart 
surgical  program  or  has  already  started  it. 

The  Committee  on  Cardiavascular  Disease  would  like 
to  suggest  that  the  ad  hoc  committee  finally  come  in 
with  a report  with  some  specific  recommendations  as  to 
the  number  of  heart  surgical  procedures  to  be  done  for 
approval.  This  could  represent  a minimum  number 
such  as  perhaps  “a  flexible  50.”  This  would  have  to  be 
flexible  in  that  a new  hospital  starting  an  open  heart 
surgical  program  would  take  several  years  to  get  going  so 
that  one  would  not  expect  fifty  such  cases  to  be  done  a 
year  in  the  first  year,  but  the  number  “50”  seems  to  be  a 
rather  reasonable  number  for  the  minimum  require- 
ments. 

The  committee  would  also  suggest  that  the  modus  op- 
erandi  of  United  Medical  Services  might  be  improved. 
It  does  not  seem  to  strike  the  right  chord  by  having  such 
press  releases  with  all  attendant  publicity.  I remember 
the  old  adage  of  “praising  in  public  and  criticising  in 
private,”  and  I think  that  we  should  all  work  together 
and  that  there  should  be  more  communication  between 
AHS  and  individual  hospitals  rather  than  having  press 
releases  serve  as  the  major  source  of  information. 

Respectfully  submitted, 

Charles  A.  Bertrand.,  M.D.,  Chairman 

Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Chronic  Pulmo- 


nary Diseases  are  as  follows: 

Frank  Clay  Maxon,  Jr.,  M.D.,  Chairman Albany 

Henry  J.  Brock,  M.D Erie 

Joseph  J.  Fusco,  M.D Columbia 

Marshall  Henry  Williams,  Jr.,  M.D Bronx 

William  C.  Clyne,  M.D Bronx 


Antismoking  Clinics.  In  response  to  the  charge  by 
the  Commission  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  the  first  ac- 
tion of  the  Committee  on  Chronic  Pulmonary  Disease  of 
the  Medical  Society  of  the  State  of  New  York  was  to  re- 
view the  problem  of  antismoking  clinics.  The  individu- 
al members  of  the  committee  reviewed  the  experiences 


in  their  respective  areas  of  the  State,  analyzed  their  ef- 
fectiveness and  submitted  findings  and  recommenda- 
tions. 

The  following  statement  on  smoking  clinics  was  ap- 
proved by  the  committee  and  presented  to  the  Council 
for  its  consideration.  The  Council,  at  its  meeting  in 
May,  approved  the  statement. 

In  accordance  with  the  charge  received  by  this  com- 
mittee to  look  into  the  matter  of  antismoking  clinics, 
the  members  of  the  committee  have  surveyed  their 
representative  communities  and  present  their  find- 
ings. Herewith  is  a presentation  of  various  smoking 
clinics  that  have  been  evaluated  along  with  sum- 
maries of  their  backgrounds,  operations,  and  assess- 
ment of  favorable  results: 

The  Roswell  Park  Memorial  Hospital  smoking  clin- 
ic included  many  participants  with  medical  or  emo- 
tional problems  which  required  special  handling. 
The  overall  estimate  in  this  group  indicated  that  80 
per  cent  stopped  smoking  in  three  to  four  weeks  and 
that  20  per  cent  remained  nonsmokers  for  more  than 
one  year.  The  observer  reported  that  in  the  group  in- 
dicated about  50  per  cent  to  60  per  cent  of  those  with 
no  medical  or  emotional  problems  would  probably  be 
cured  of  the  smoking  habit. 

In  a suburban  high  school  program,  it  was  found 
that  20  per  cent  of  the  participants  had  serious  emo- 
tional problems.  Nevertheless,  50  per  cent  of  occa- 
sional smokers  were  motivated  to  cease  smoking  over 
a four  year  period. 

Antismoking  group  programs  have  been  organized 
by  the  Seventh  Day  Adventist  Church.  These  are 
five  sessions  moderated  by  exsmokers,  social  psychol- 
ogists, and  usually  a physician.  Discussion  of  the 
pathologic  facts  regarding  smoking,  film  strips,  and 
testimonials  are  presented.  Follow  up  at  three-week 
and  five-month  intervals  are  offered  along  with  an  op- 
portunity for  reentry  into  the  program.  Donations  to 
cover  expense  for  material,  provision  of  meeting  area, 
and  so  forth,  are  encouraged. 

At  the  Tri-County  Respiratory  Health  Association, 
Inc.,  in  Binghamton,  New  York,  a considerable  expe- 
rience has  been  developed  in  regard  to  smoking  clin- 
ics. The  basic  organization  of  the  program  such  as 
publicity,  enrollment,  provision  of  material,  and  ad- 
ministrative assistance  is  provided  by  the  voluntary 
agencies,  the  health  department,  and  medical  society. 
The  medical  aspects  of  the  program  have  been  direct- 
ed by  John  A.  Manzari,  M.D.,  Chief  of  the  Pulmonary 
Service  at  Charles  E.  Wilson  Memorial  Hospital  in 
Johnson  City.  Further  medical  professional  support 
comes  through  the  local  Medical  Society.  This  pro- 
gram has  been  conducted  twice  a year  for  three  to  five 
weeks  with  three  meetings  a week.  It  is  estimated 
that  half  of  the  enrollees  remain  in  the  program  and 
that  80  per  cent  of  these  stop  smoking.  There  is  fol- 
low up  as  to  the  length  of  abstinence  throughout  the 
community  from  other  philanthropic  organizations 
and  schools. 

Smoke  Watchers  International  develops  local  chap- 
ters. Smoke  Watchers  is  a corporation  partially 
funded  by  the  Kennedy  Foundation.  A specific 
charge  of  $5.00  for  enrollment  and  $5.00  per  session  is 
charged  with  a reimbursement  provision  guaranteed. 
This  provides  funds  for  material,  meeting  costs,  and  a 
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fee  for  the  moderator  or  group  leader.  The  meetings 
are  conducted  twice  a week  for  several  weeks.  The 
criteria  by  which  group  leaders  are  selected  and  the 
success  rate  is  not  readily  apparent. 

Smokers  Anonymous  is  a program  originally  devel- 
oped in  Boston  and  now  expanding  in  other  areas. 
Ten  sessions  over  a four  month  period  constitute  the 
formal  program.  Each  program  is  under  the  direction 
of  a group  leader.  The  one  we  observed  was  conduct- 
ed by  a well  organized  and  impressive  individual  with 
an  excellent  group  approach.  It  is  difficult  to  deter- 
mine the  criteria  by  which  the  group  leader  is  selected 
or  to  evaluate  the  experience  as  far  as  success  in  con- 
verting smokers  into  nonsmokers.  A minimum  dona- 
tion, tax  exempt,  is  requested  for  participation  with 
the  understanding  that  it  will  be  reimbursed  if  so  de- 
sired. 

It  would  appear  that  the  success  of  smoking  clinics 
is  difficult  to  document.  In  spite  of  this,  there  seems 
to  be  a significant  number  of  people  searching  for  as- 
sistance in  breaking  the  smoking  habit,  and  the  en- 
rollment in  the  various  programs,  regardless  of  their 
background  and  organization,  supports  this.  All  of 
the  programs  are  group  therapy  oriented.  Scientific 
facts  regarding  smoking  are  well  covered  in  most  pro- 
grams and  excellently  in  at  least  one  program.  It 
does  not  appear  that  contribution  or  specific  charge 
for  enrollment  and  participation  makes  a great  differ- 
ence in  acceptance.  It  is  felt  by  some  that  a contribu- 
tion or  charge  has  a positive  favorable  effect  on  the 
participant. 

At  the  present  time,  the  effectiveness  of  smoking 
clinics  cannot  be  accurately  assessed  nor  can  any  spe- 
cific program  be  recommended  as  being  superior. 
The  committee  has  learned  that  a research  program 
in  the  study  of  smoking  clinics  is  about  to  start  at  Bel- 
levue Hospital.  This  sort  of  approach  is  desirable 
and  may  lead  to  more  effective  programs. 

The  American  College  of  Chest  Physicians  has  ini- 
tiated a program  against  smoking.  The  First  Region- 
al Conference  on  the  Health  Team  Role  in  Modifying 
Smoking  Behavior  was  held  at  the  Sheraton,  Chicago, 
Illinois,  on  February  6 and  7,  1973.  The  medical, 
nursing,  and  allied  health  communities  were  included 
in  the  advisory  committee  and  faculty.  This  may 
eventually  assist  program  development. 

At  this  point  it  would  appear  that  smoking  clinics 
organized  and  publicized  through  appropriate  volun- 
tary health  agencies  with  public  health  support,  medi- 
cal and  health  professional  participation,  extension 
into  school  systems,  as  well  as  general  community  en- 
dorsement, are  most  likely  to  have  a favorable  general 
impact  on  the  smoking  habit.  It  would  seem  that 
such  programs,  at  least  for  the  time  being,  would  jus- 
tify the  support  of  the  Medical  Society  of  the  State  of 
New  York  and  its  county  medical  societies. 

Although  the  effectiveness  of  the  various  schemes  re- 
viewed cannot  be  accurately  evaluated,  it  would  appear 
that  all  are  well  motivated.  Those  programs  organized 
through  responsible  voluntary  health  groups  integrated 
with  local  public  health  departments  and  organized 
medical  societies  seem  to  have  the  most  to  offer.  Re- 
search is  being  initiated  in  regard  to  smoking  clinics  at 
Bellevue  Hospital,  and  this  committee  hopes  to  keep  in- 
formed as  to  its  progress. 


Tuberculosis  Hospitals.  With  the  closing  of  the  last 
of  the  New  York  State  Tuberculosis  Hospitals,  Homer 
Folks  Hospital  in  Oneonta,  the  institutional  responsibil- 
ity for  the  care  of  active  tuberculosis  is  now  definitely  in 
the  general  hospital.  As  yet  this  committee  is  not  aware 
of  firm  guidelines  in  this  transition.  Problems  in  the 
area  are  not  anticipated  in  New  York  City  or  in  other 
cities  in  Upstate  New  York  having  university  medical 
centers.  There  is  considerable  concern  in  the  smaller 
community  hospitals  regarding  the  problems  of  conta- 
gion and  public  relations  related  thereto  and  possible 
hazard  to  employees.  It  is  still  the  feeling  of  this  com- 
mittee that  general  hospitals  designated  to  care  for  tu- 
berculosis within  a specific  area  should  have  this  func- 
tion firmly  integrated  with  the  local  health  depart- 
ments. In  this  manner  the  inpatient  and  outpatient 
programs  would  be  coordinated  and  sustained  and  the 
responsibility  of  contact  followup  and  maintenance  of 
essential  records  would  be  insured.  The  tuberculosis 
case  load  being  what  it  appears  to  be  today  would 
suggest  that  there  will  never  be  any  significantly  large 
number  of  patients  with  active  tuberculosis  in  any  com- 
munity hospital.  There  is  some  question  as  to  whether 
every  hospital  in  every  community  should  be  designated 
to  take  care  of  tuberculosis  patients,  and  it  would  seem 
that  appropriate  guidance  from  the  New  York  State  De- 
partment of  Health  would  prevent  this  from  occurring. 
It  must  remain  the  responsibility  of  the  New  York  State 
Department  of  Health  to  provide  conveniently  accessi- 
ble bacteriologic  laboratory  services  capable  of  provid- 
ing reliable  smears,  cultures,  and  sensitivity  tests  for  tu- 
bercle bacilli.  The  financial  problems  for  the  reim- 
bursement of  hospitals  for  the  care  of  tuberculosis  are  of 
concern  to  hospital  administrators.  Restrictions  by 
third  party  payers  and  a relative  loss  of  benefits  from 
the  rather  prolonged  stay  that  might  occur  with  a case  of 
tuberculosis  are  factors  which  must  be  faced  realistical- 
ly. The  responsibility  of  the  New  York  State  Depart- 
ment of  Health  in  reimbursement  programs  is  not  yet 
clear  to  members  of  this  committee  and  it  is  urged  that 
this  matter  be  explored  and  hopefully  brought  to  a satis- 
factory decision. 

In  relation  to  the  problem  of  tuberculosis  in  general 
the  committee  feels  that  it  would  be  appropriate  for  the 
Medical  Society  of  the  State  of  New  York,  with  the  ap- 
proval and  assistance  of  the  New  York  State  Depart- 
ment of  Health,  to  emphasize  to  family  physicians,  in- 
ternists, and  pediatricians  the  importance  of  the  tuber- 
culin test.  The  best  test  for  screening  and  differential 
diagnosis  of  tuberculosis  is  the  intradermal  (Mantoux) 
test  which  should  be  used  under  technically  ideal  cir- 
cumstances. This  committee  feels  that  the  Tine  test  is 
a very  acceptible  screening  test.  When  there  is  a prob- 
lem that  involves  the  clinical  differential  diagnosis  of  tu- 
berculosis it  is  felt  that  the  intradermal  (Mantoux)  test 
should  be  employed.  The  ideal  skin  testing  material  for 
tuberculosis  is  PPD  (Purified  Protein  Derivative)  with 
Tween  80  added  to  insure  as  much  stability  of  the  solu- 
tion as  possible.  This  comes  in  three  strengths,  first 
strength  PPD  (1  tuberculin  unit),  intermediate  PPD  (5 
tuberculin  units),  and  second  strength  PPD  (250  tuber- 
culin units).  There  also  is  available  an  intermediate 
strength  which  contains  10  tuberculin  units.  It  should 
also  be  kept  in  mind  that  there  is  a PPD  test  for  the 
Battey  type  of  mycobacterium.  This  is  known  as  PPD- 
3 and  should  be  used  when  there  is  some  question  of  an 
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atypical  form  of  pulmonary  disease  which  simulates  but 
is  not  clinically  manifesting  itself  in  a manner  expected 
of  a mycobacterium  tuberculosis  infection.  The  tech- 
niques for  tuberculin  testing  and  the  procedures  are  de- 
scribed in  pamphlets  available  through  the  American 
Thoracic  Society.  It  should  be  kept  in  mind  that  the 
tuberculin  test  when  negative  is  a very  reliable  “rule- 
out”  test  for  tuberculosis  except  in  unusual  circum- 
stances of  overwhelming  infection  and  other  situations 
where  energy  might  be  expected  to  exist. 

In  line  with  the  discussion  of  the  tuberculin  test  is  the 
matter  of  prophylaxis  against  tuberculosis.  At  the  pres- 
ent time  in  this  country  there  does  not  seem  to  be  any 
need  for  the  general  use  of  BCG,  and  it  will  not  be  dis- 
cussed. Isoniazid  INH  prophylaxis  is  a well  recognized 
and  effective  method  for  the  control  of  tuberculosis. 
After  evaluation  to  be  certain  there  is  no  evidence  of 
clinical  tuberculosis  it  is  indicated  (1)  in  those  people 
known  or  suspected  of  having  converted  their  tubercu- 
lins from  negative  to  positive  within  a period  of  two  to 
five  years;  (2)  those  under  the  age  of  six  years  and  most 
under  the  age  of  twenty  presenting  a positive  tuberculin; 
(3)  individuals  with  a scar  on  x-ray  suggestive  of  tuber- 
culosis and  having  positive  tuberculin;  (4)  individuals 
having  been  treated  for  known  tuberculosis  in  the  days 
before  antituberculous  drugs.  The  above  groups  would 
be  eligible  for  INH  therapy,  in  the  case  of  adults  with 
300  mg.  a day  for  one  year.  Indefinite  prophylaxis  with 
INH  should  be  provided  to  those  patients  with  positive 
tuberculins  having  (5)  significant  diabetes  mellitus;  (6) 
requiring  corticosteroids  or  immunosuppressive  drug 
therapy;  (7)  silicosis;  or  (8)  extensive  tuberculosis  with 
complicating  situations  threatening  the  host  defense 
status.  Again  it  should  be  pointed  out  that  the  Ameri- 
can Thoracic  Society  has  guidelines  regarding  the  pro- 
phylaxis of  tuberculosis  with  INH,  300  mg.  a day  for  one 
year  or  indefinitely  in  above  specified  conditions. 

Isoniazid  has  recently  been  incriminated  as  causing 
liver  damage.  It  is  well  known  that  in  vitamin  depleted 
individuals  peripheral  neuropathy  will  occur  with  isoni- 
azid therapy.  This  is  easily  combated  by  the  use  of  Py- 
ridoxine,  Vitamin  B6.  It’s  hepatotoxicity  in  large  doses 
has  been  known  for  many  years.  From  the  practical 
point  of  view  it  is  very  rare  indeed  for  patients  on  INH 
to  develop  any  significant  hepatotoxicity  in  the  usual, 
accepted  dose.  The  possibility,  however,  should  be  kept 
in  mind  and  patients  should  be  instructed  to  report  at 
once  any  symptoms  such  as  malaise,  gastrointestinal 
disturbance,  or  skin,  urine,  or  stool  changes.  Laborato- 
ry studies  to  detect  liver  abnormalities  should  then  be 
employed.  It  is  the  opinion  of  the  committee  that  the 
benefits  of  INH  prophylaxis  far  outweigh  the  possible 
hazards. 

Air  Pollution.  This  continues  to  be  a concern  of  this 
committee.  It  is  still  the  suggestion  of  the  committee 
that  the  Medical  Society  of  the  State  of  New  York 
through  its  county  societies  urge  metropolitan  areas  of 
the  State  to  develop  more  sophisticated  methods  of 
morning  and  evening  commuter  traffic  flow  to  reduce 
the  hazard  of  automotive  pollution.  Enforcement  of 
parking  regulations  during  such  periods  would  make 
multiple  lane  traffic  flow  possible  and  enhance  the  ef- 
fectiveness of  public  transportation  as  well.  The  State 
Legislation  Committee  last  year  reviewed  a similar 
suggestion  and  informed  this  Committee  that  this 
suggestion  should  be  sent  to  the  Department  of  Envi- 


ronmental Conservation.  It  does  appear  that  such  a 
move  is  the  prerogative  of  this  committee. 

Continued  regulation  and  enforcement  of  existing 
regulations  to  control  industrial  air  pollution  is  recom- 
mended and  should  be  supported  by  the  Medical  Soci- 
ety. It  is  suggested  that  a specific  authority  with  far 
reaching  powers  may  be  the  answer  and  that  the  Medi- 
cal Society  of  the  State  of  New  York  might  consider 
making  such  a recommendation.  The  Society  might 
also  recommend  that  Highway  Trust  Fund  monies  be 
devoted  to  developing  rapid  transit  in  order  to  reduce 
air  pollution. 

House  Staff  Programs.  It  is  recognized  throughout 
medical  academic  circles  and  supported  by  feedback 
through  the  American  Thoracic  Society  that  there  is  a 
shortage  of  physicians  skilled  in  pulmonary  diseases. 
For  this  reason  it  is  recommended  that  the  Medical  So- 
ciety urge  medical  centers  to  include  in  their  housestaff 
programs  financial  support  of  residency  training  in  this 
specific  field.  This  is  further  enhanced  by  the  necessity 
in  such  hospitals  of  providing  a nucleus  of  staff  physi- 
cians concerned  with  the  complexities  involved  with  re- 
spiratory support  in  emergencies.  Fellowship  grants 
from  governmental  agencies  are  not  forthcoming,  and 
the  interested  philanthropic  organizations  cannot  meet 
the  demand.  Such  supported  residency  training  pro- 
grams in  pulmonary  disease  would  also  provide  an  orga- 
nized setting  in  which  physicians  from  community  hos- 
pital staffs  could  spend  several  days  to  a few  weeks  to 
develop  skills  and  strengthen  the  capabilities  of  their 
community  hospitals. 

Respectfully  submitted, 

Frank  Clay  Maxon,  Jr.,  M.D.,  Chairman 


Drug  Abuse 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Drug  Abuse  are  as 


follows: 

Leonard  L.  Heimoff,  M.D.,  Chairman Bronx 

Allison  B.  Landolt,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

Joseph  B.  Robinson,  M.D Albany 

Donald  C.  Walker,  M.D Albany 

Sidney  S.  Greenberg,  M.D New  York 


Upon  the  sudden  death  of  William  Antopol,  M.D., 
Chairman  of  the  Committee  on  Drug  Abuse,  Leonard  L. 
Heimoff,  M.D.,  was  appointed  to  the  chairmanship  of 
the  Committee  on  Drug  Abuse  of  the  Medical  Society  of 
the  State  of  New  York. 

The  committee  met  on  Wednesday,  November  1,  1972 
and  the  following  members  were  present:  Leonard  L. 

Heimoff,  M.D.,  Allison  B.  Landolt,  M.D.,  Joseph  B. 
Robinson,  M.D.,  Norman  S.  Moore,  M.D.  Invited  were: 
Martin  J.  Tracey,  J.D.,  Frank  J.  McKee,  J.D.,  Alfred  A. 
Angrist,  M.D. 

Much  of  the  activities  in  the  past  were  focused  on  the 
new  Controlled  Substances  Act  which  was  passed  by  the 
New  York  State  Legislature  and  went  into  effect  on 
April  1,  1973.  Your  chairman  submitted  a report  con- 
cerning the  Controlled  Substances  Act  and  made  recom- 
mendations for  changes  and/or  amendments  to  this  Act. 
As  of  the  present  time,  there  have  been  no  real  changes 
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made  in  the  Act  or  further  protecting  the  confidentiality 
of  the  doctor-patient  relationship. 

The  chairman  also  submitted  a position  paper  on 
Methadone  Maintenance  Programs.  This  was  approved 
by  the  Council.  Your  chairman  has  answered  numerous 
queries  from  various  official  agencies,  private  groups, 
and  physicians  concerning  the  many  problems  with 
Drug  Abuse. 

The  chairman  was  asked  to  appear  on  a television 
program  to  discuss  a book  called  the  “Natural  Mind,” 
written  by  a former  drug  addict,  Dr.  Andrew  Weil.  An 
interesting  discussion  was  heard  on  this  television  pro- 
gram. 

At  its  next  meeting  the  committee  will  further  discuss 
the  problems  concerning  the  Controlled  Substances  Act 
and  will  also  discuss  the  problem  of  physicians  who  are 
either  addicted  themselves  and/or  abusing  drugs  by  im- 
proper prescribing  and  use  of  them. 

The  committee  will  also  attempt  to  evaluate  the  sta- 
tus of  the  present  ongoing  drug  treatment  programs  in 
the  State  of  New  York. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 

Emergency  Health  Services 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Emergency 


Health  Services  are  as  follows: 

David  N.  Kluge,  M.D.,  Chairman Monroe 

Charles  N.  Aswad,  M.D Broome 

Francis  F.  Baker,  M.D Clinton 

Alexander  E.  Messer,  M.D Otsego 

Donald  C.  Walker,  M.D.,  Advisor Albany 


Two  orientation  meetings  have  been  held.  The  com- 
mittee has  recommended  that  the  Medical  Society  of 
the  State  of  New  York  support  the  establishment  of 
local  area  emergency  medical  care  committees  because  it 
is  felt  that  this  is  the  only  way  that  any  real  progress  can 
be  made  in  this  rather  complex  field.  Support  is  also 
recommended  for  the  State  Technical  Advisory  Com- 
mittee on  Emergency  Health  Services  which  makes  rec- 
ommendations and  works  out  guidelines  for  the  Depart- 
ment of  Health. 

A combined  meeting  of  the  Session  on  Emergency 
Health  Services  and  the  Section  on  Preventive  Medicine 
has  been  planned  for  the  next  annual  convention  of  the 
State  Society  in  February  1974.  This  meeting  will  be 
devoted  to  emergency  health  services. 

It  is  estimated  that  this  will  save  money  for  the  Soci- 
ety, prevent  further  splintering  of  activities,  and,  hope- 
fully, provide  a greater  attendance.  It  is  hoped  that  this 
meeting  will  be  recognized  as  the  first  Session  on  Emer- 
gency Health  Services  and  that  credit  will  be  so  granted. 
It  is  felt  that  emergency  medicine  will  have  a greater  im- 
pact on  medicine  in  the  future  and  that  this  will  be  an 
important  section  for  the  State  Medical  Society.  With 
the  emergence  of  the  American  College  of  Emergency 
Physicians,  greater  emphasis  will  be  placed  on  emergen- 
cy departments.  It  was  felt  that  the  program  devoted 
to  emergency  health  services  should  include  the  roles  of: 
(1)  the  State  Health  Department,  to  date  in  the  pro- 
gram; (2)  the  Emergency  Health  Councils  in  the  com- 
munities; (3)  the  National  STEP  (Society  for  Total 
Emergency  Program,  Inc.)  Council;  (4)  the  American 


College  of  Emergency  Physicians;  and  (5)  the  mobile 
critical  care  units.  It  is  expected  that  credit  for  three 
hours  of  continuing  education  will  be  granted  by  the 
Academy  of  Family  Physicians  and  the  Academy  of 
Emergency  Physicians  which  will  be  cosponsors  of  the 
afternoon  program. 

The  committee  has  discussed  the  present  status  of  the 
emergency  health  system  and  found  it  to  be  quite  frag- 
mented. A plan  must  be  developed  in  New  York  State 
for  improving,  upgrading,  and  especially,  coordinating 
emergency  health  services,  including  communications, 
transportation,  ambulance  services,  and  emergency  de- 
partment core.  Examples  of  voluntary  coordination 
exist  throughout  the  State  for  various  improvements  in 
the  field  of  emergency  health  services.  STEP  can  be 
cited  as  an  outstanding  example  of  voluntary  coopera- 
tion and  coordination  among  physicians,  emergency  de- 
partment nurses,  hospital  administrators,  ambulance 
operators,  emergency  medical  technicians,  civil  defense, 
the  Red  Cross,  and  local  health  officials  for  the  improve- 
ment of  emergency  health  services  in  local  communities. 
STEP  has  grown  from  a county-based  organization  into 
a national  one,  called  the  National  STEP  Council  with 
headquarters  in  Rochester.  Another  approach  that  has 
been  successful  here  in  New  York  State  is  that  of  giving 
authority  to  the  State  Health  Department  to  proceed  in 
gaining  the  cooperation  of  those  local  groups  involved  in 
emergency  health  care.  Local  voluntary  emergency 
health  councils,  cooperating  with  local  and  State  gov- 
ernmental officials,  are  the  key  to  improvements  that 
can  be  made. 

The  State  Health  Department  now  has  a communica- 
tions coordinator  and  general  guidelines  are  being  for- 
mulated for  the  development  of  either  a new  communi- 
cations system  or  improvement  of  the  old  system.  The 
committee  sees  some  need  for  the  gradual  phasein  of 
standards  of  staffing,  equipment  (including  communica- 
tions), and  training  of  ambulance  and  emergency  de- 
partment personnel.  The  committee  also  feels  that 
there  is  a need  for  educating  the  public  regarding  emer- 
gency care.  The  committee  has  also  discussed  the  Fed- 
eral government’s  discontinuance  of  its  program  for 
emergency  medical  stockpiles  in  the  State  and  the 
responsibilities  of  various  agencies  for  emergency  medi- 
cal services  on  a State  and  national  level. 

Respectfully  submitted, 

David  N.  Kluge,  M.D.,  Chairman 

Environmental  Quality 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Environmental 


Quality  are  as  follows: 

Stanley  I.  Fishman,  M.D.,  Chairman Kings 

William  E.  Mosher,  M.D Erie 

Dwight  F.  Metzler,  M.D Albany 


It  may  be  recalled  that  during  World  War  II,  we  were 
exposed  to  training  films  designed  to  convince  us  that 
psychosomatic  medicine  was  indeed  a real  entity  and 
important  to  our  military  practice.  About  twenty  years 
ago,  my  colleagues  and  I found  it  necessary  to  prepare  a 
set  of  teaching  slides  to  demonstrate  to  the  practicing 
physician  the  practical  value  of  pulmonary  function 
testing.  I would  hope  that  at  this  late  date  a similar 
“selling  job”  would  be  unnecessary  to  support  the  con- 
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cept  that  environmental,  quality  and  the  problems  of 
pollution,  litter,  urban  decay,  changing  society,  etc.  is  of 
immediate  and  practical  import  to  every  member  of  our 
profession. 

Physicians,  by  reason  of  their  wide  experience  and 
mature  judgment,  are  particularly  valuable  and  needed, 
in  addition  to  the  wide  variety  of  wellmeaning  lay  orga- 
nizations now  active  in  this  field.  Support  from  every 
county  medical  society  and  every  specialty  society  in  the 
State  is  considered  a necessity.  I,  therefore,  request 
that  appropriate  officials  of  the  Medical  Society  of  the 
State  of  New  York  seek  views  and  opinions  from  mem- 
bers of  their  county  medical  and  specialty  societies  re- 
garding the  problems  of  their  area  or  field  of  endeavor. 

Two  recurring  themes  were  repeatedly  noted  during 
the  meeting  of  the  committee  in  Albany.  One  was  a 
plea  for  wider  law  enforcement,  new  laws,  and  penalties 
in  the  approach  to  many  problems  facing  us,  such  as  ac- 
cident prevention,  school  health,  compulsory  tuberculo- 
sis treatment,  immunizations,  and  so  forth.  The  second 
theme  was  recognition  of  the  need  to  condition  and  edu- 
cate people  as  an  approach  to  solving  these  and  other 
chronic  problems  of  society.  Physicians  certainly  have 
little  or  no  place  in  the  field  of  law  enforcement,  and  in 
any  event,  this  approach  has  adequately  proved  itself  in- 
adequate even  for  the  control  of  recognized  crime.  By 
contrast,  physicians  are  of  paramount  importance  to  an 
approach  involving  the  conditioning  and  education  of 
people  and  must  certainly  be  involved  in  the  complex 
decisions  which  are  required  concerning  the  ethics  and 
desirability  of  various  methods  proposed.  The  Coordi- 
nating Council  of  the  First  District  Branch  of  the  Medi- 
cal Society  of  the  State  of  New  York  is  already  exploring 
a systems  approach  to  the  problem  of  pollution  and  lit- 
ter utilizing  the  skills  of  the  behavioral  scientists.  In 
1966  the  Rand  Corporation  forecast  effective  fertility 
control  by  oral  contraception  by  1970,  new  organs 
through  transplanting  by  1972,  and  the  general  use  of 
nonnarcotic  drugs  to  change  personality  by  1982.  Phy- 
sicians obviously  must  be  involved  in  such  a program, 
and  one  can  envision  the  complex  problems  which  may 
arise  as  a result  of  illconsidered  application  of  this 
“quick  cure”  to  other  problems  of  society.  Moreover, 
such  predictions  are  often  realized  well  in  advance  of  the 
predicted  date,  so  that  our  consideration  and  involve- 
ment should  already  be  under  way. 

Perhaps  of  even  more  urgent  concern  is  the  continu- 
ing power  problem.  Officials  of  the  power  companies 
have  long  urged,  and  in  May  of  1972  the  legislature 
passed  and  Governor  Rockefeller  approved  a bill  creat- 
ing a State  Board  on  Electric  Generation  Siting  and  the 
Environment.  The  Board  includes  an  appointed  mem- 
ber residing  in  the  area  in  which  the  plant  is  primarily  to 
be  located.  Our  local  representatives  should  be  heard, 
and  the  committee  should  consider  the  effects  of  tra- 
versing our  various  communities  by  power  transmission 
lines  and  other  facilities.  The  committee  should  also 
consider  the  concept  of  “total  energy  plants”  in  which 
“relatively  small  fossil-fueled  power  plants  of  200,000  to 
300,000  kilowatts”  would  be  built  within  city  limits. 
How  this  relates  to  the  possible  shortage  of  fossil  fuels 
and  to  plans  for  offshore  construction  of  atomic  plants  is 
of  major  importance.  It  is  expected  that  the  committee 


will  be  able  to  present  a report  for  action  in  these  mat- 
ters for  the  general  consideration  of  the  Medical  Society 
of  the  State  of  New  York. 

Respectfully  submitted, 

Stanley  I.  Fishman,  M.D.,  Chairman 

Environmental  Quality  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

An  invitational  meeting  of  the  Committee  on  Envi- 
ronmental Quality  was  held  on  Sunday,  February  24, 
1974  at  the  Americana  Hotel  to  make  recommendations 
regarding  environmental  problems. 

The  following  general  points  were  agreed  upon: 

Purpose  of  the  committee:  (1)  To  enhance  our  pro- 
fession’s image,  since  the  general  public  would  expect  us 
to  be  interested  in  this  field;  (2)  To  be  prepared  to  ren- 
der opinions  when  called  upon  to  do  so;  (3)  Physicians 
are  unusually  well-equipped  to  consider  complicated 
problems  involving  their  evaluation  in  a carefully  rea- 
soned manner;  (4)  To  do  what  we  are  best  able  to  do  in 
actually  improving  the  quality  of  our  environment. 

Organization:  (1)  Names,  addresses  and  phone 

numbers  of  county  representatives,  and  their  alternates; 
(2)  Communication  mainly  by  mail,  polling  the  mem- 
bers for  opinions,  and  by  telephone  conference  if  neces- 
sary; (3)  It  was  decided  that  individual  societies  would 
send  information  and/or  statements  of  opinion  to  the 
chairman  for  distribution  to  all  county  representatives. 
It  is  hoped  that  opinions  can  be  arrived  at  on  a state- 
wide basis,  avoiding  the  dangers  inherent  in  individual 
statements  perhaps  briefly  considered. 

Consideration  of  the  “Energy  Crisis :”  (1)  The 
committee  recognizes  that  the  current  crisis  atmosphere 
is  largely  contrived  by  local  withholdings  of  deliveries 
and  imports.  The  members  of  the  committee  have  long 
recognized  the  developing  energy  shortage  and  have 
considered  various  solutions;  (2)  “Clean”  energy  sources 
such  as  harnessing  solar  or  geothermal  energy  are  en- 
couraged but  are  considered  long-term  solutions;  (3) 
Nuclear  power  plants  represent  the  best  available  solu- 
tion at  present;  (4)  Problems  of  location  considered 
were:  (a)  possibility  of  major  accidents,  (b)  local  dam- 
age, (c)  radioactive  waste  and  low  level  radiation  emis- 
sions. 

The  committee  concluded  that  local  damage,  such  as 
heating  of  water  and  resultant  changes  in  the  water  pop- 
ulation were  to  be  avoided  by  the  necessary  safeguards 
even  though  it  might  raise  the  cost  of  an  individual 
product  or  company.  It  was  noted  that  such  safeguards 
often  were  productive  of  new  industries  and  greater  em- 
ployment levels. 

The  possibility  of  major  accidents  due  to  airplane 
crashes,  sabotage,  etc  was  considered.  Individual  as- 
sessment of  the  probabilities  of  such  accidents  must  be 
considered  on  a local  basis,  and  the  local  county  medical 
society  should  be  consulted  and  the  State  committee’s 
evaluation  sought. 

The  members  will  attempt  to  collate  what  informa- 
tion is  available  concerning  the  effects  of  low-level  emis- 
sions and  will  report  their  findings  through  the  chair- 
man for  future  consideration. 
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The  committee  concluded  that  there  should  be  no 
panic  abandonment  of  advances  already  achieved  in  the 
fight  against  pollution,  because  of  the  current  crisis 
thinking.  To  this  end,  the  committee  recommends  ap- 
proval of  Resolution  74-18  "Threat  of  Relaxation  of  An- 
tipollution Measures,”  as  submitted  by  Otsego  county. 

The  committee  members  will  research  the  present 
State  regulations  re:  auto  exhaust  control,  noise,  pollu- 
tion from  faulty  auto  mufflers,  and  the  extent  to  which 
yearly  auto  inspection  is  effective  in  this  area.  The 
committee  expects  to  make  future  recommendations  in 
this  field. 

Respectfully  submitted, 

Stanley  I.  Fishman,  M.D.,  Chairman 

Family  Physicians 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Family  Physicians 


are  as  follows: 

Herbert  A.  Laughlin,  M.D.,  Chairman  . . .Chautauqua 

Max  Cheplove,  M.D Erie 

G.  Alex  Galvin,  M.D Tompkins 

George  G.  Hart,  M.D Essex 

William  L.  Ladue,  M.D Clinton 

Joseph  F.  Palmieri,  M.D Suffolk 


The  committee  and  the  New  York  State  Academy  of 
Family  Physicians  continue  to  emphasize  the  need  for 
additional  residencies  in  family  practice.  Since  the  last 
report,  three  new  residencies  have  been  developed  in 
New  York  State.  The  need  for  additional  residencies  is 
selfevident  in  that  United  States  medical  schools  cur- 
rently graduate  10,000  physicians  per  year.  By  1980 
this  will  increase  to  15,000  and  many  of  these  graduates 
should  be  primary  care  physicians.  As  a matter  of  fact, 
the  American  Medical  Association  recently  passed  a res- 
olution indicating  that  50  per  cent  of  the  students  grad- 
uating should  go  into  primary  care.  At  this  time,  there 
are  only  seven  approved  graduate  programs  in  New 
York  State  out  of  a total  of  153  residencies  in  the  United 
States  which  means  that  New  York  State,  with  approxi- 
mately 10  per  cent  of  the  population,  has  approximately 
4%  per  cent  of  the  residencies  now  available  in  family 
practice. 

Last  year  the  Academy  introduced  legislation  which 
would  make  appropriations  to  the  New  York  State  De- 
partment of  Health  for  the  purpose  of  establishing  fami- 
ly practice  residencies  in  approved  hospitals  in  the 
State,  as  well  as  another  appropriation  to  the  State  Uni- 
versity of  New  York  for  the  purpose  of  providing  funds 
to  establish  family  practice  residencies  in  hospitals  affil- 
iated with  State-operated  institutions  in  the  State  Uni- 
versity. In  addition  to  these  bills,  legislation  was  intro- 
duced by  Senator  Jeremiah  B.  Bloom  to  appropriate 
money  for  the  improvement  of  instruction  in  family 
practice  at  certain  public  institutions.  Unfortunately, 
this  legislation  remained  in  committee  but  will  be  intro- 
duced again  next  year. 

The  New  York  State  Academy  of  Family  Physicians  is 
currently  planning  a legislative  seminar  at  which  20  to 
30  legislators  will  conduct  a workshop  for  physicians 
with  the  avowed  purpose  of  providing  an  opportunity  to 
learn  how  state  government  works,  which,  of  course,  is  a 
matter  of  vital  interest  to  well  informed  leadership  in 
the  community. 


Within  the  past  year  the  State  Hospital  Code,  Section 
721.7,  was  amended  to  provide  the  mechanism  for  estab- 
lishment of  clinical  departments  of  family  or  general 
practice  in  hospitals. 

The  membership  of  the  Academy  was  polled  by  mail 
with  reference  to  their  experiences  and  opinions  regard- 
ing problems  relative  to  malpractice  coverage.  This  in- 
formation has  proved  quite  helpful  in  establishing  expe- 
rience ratings  for  bulk  of  our  membership. 

We  are  pleased  to  report  the  development  of  plans  for 
a new  Division  of  Family  Practice  at  Albany  Medical 
College. 

Our  long  standing  preceptorship  program,  wherein 
students  spend  six  weeks  with  a family  physician,  is 
again  fully  developed  and  functioning  for  the  current 
summer  with  30  students  participating  under  the  spon- 
sorship of  the  New  York  State  Academy  of  Family  Phy- 
sicians Research  and  Education  Foundation  and  the 
support  of  Merck  Sharp  & Dohme.  In  addition  to  these 
preceptorships,  several  of  the  medical  schools  have  indi- 
vidual preceptorship  programs  which  bring  the  number 
very  close  to  200  students  currently  involved  for  the 
summer. 

The  New  York  State  Academy,  with  the  help  of  the 
Medical  Society  of  the  State  of  New  York,  continues  to 
pursue  the  need  for  recognition  of  the  family  physicians 
with  the  designation  of  special  FP  code  letters  from  the 
Workmen’s  Compensation  Board. 

We  are  pleased  to  note  that  these  are  now  in  excess  of 
300  members  who  are  board  certified  by  the  American 
Board  of  Family  Practice.  In  addition  to  this,  there  are 
in  excess  of  500  members  who  are  Fellows  in  the  Ameri- 
can Academy  of  Family  Physicians. 

As  a committee  of  the  Medical  Society  of  the  State  of 
New  York,  we  are  grateful  to  its  officers,  council,  dele- 
gates, and  staff,  as  well  as  the  Commission  on  Public 
Health  and  Education  and  its  chairman,  Richard  Eb- 
erle,  M.D.,  for  the  continued  support  and  cooperation 
which  enhances  the  viability  of  our  Academy. 

Respectfully  submitted, 

Herbert  A.  Laughlin,  M.D.,  Chairman 

Family  Physicians  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

A meeting  of  the  Committee  on  Family  Physicians 
w'as  held  on  January  16,  1974. 

The  objectives  of  this  committee  as  outlined  in  the 
Society’s  brochure,  Commission  on  Public  Health  and 
Education,  was  discussed.  It  was  the  committee’s  feel- 
ing that  the  New  York  State  Academy  of  Family  Physi- 
cians has  always  attempted  to  speak  for  the  Family  Phy- 
sicians/General Practitioners  of  the  State,  whether  or 
not  they  are  members  of  the  Academy.  All  past  mem- 
bers of  this  committee  have  been  members  of  the  Acade- 
my and  some  have  been  past  presidents.  At  no  time  has 
the  New  York  State  Academy  of  Family  Physicians 
taken  action  in  the  interest  of  its  members  without  noti- 
fying the  Medical  Society  cf  the  State  of  New  York  of  its 
intentions.  This  applies  particularly  in  the  field  of  leg- 
islation. 

Despite  the  diligent  efforts  of  many  capable  officers 
and  members  of  MSSNY,  the  need  to  increase  the  num- 
ber of  practicing  family  physicians  met  with  very  little 
success  uptil  the  passage  of  the  Conklin-Cook  Law  in 
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1969  with  the  support  of  the  MSSNY.  This  law  was  re- 
searched and  promoted  by  the  New  York  State  Acade- 
my of  Family  Physicians  with  the  approval  of  the 
MSSNY.  In  1973,  legislation  to  finance  residency  train- 
ing programs  in  the  hospitals  affiliated  with  the  State 
University  of  the  State  of  New  York  and  to  finance  resi- 
dency training  programs  in  other  private  hospitals  in 
New  York  State,  was  sponsored  by  the  Academy  after 
notification  of  the  MSSNY.  However,  through  a mis- 
understanding, these  bills  did  not  become  a part  of  the 
legislative  program  of  the  MSSNY  for  the  year,  1973. 
Our  committe,  however,  is  very  happy  to  note  that  fol- 
lowing .the  meeting  in  the  Fall  of  1973  in  Syracuse  be- 
tween the  legislation  committee  chairmen  of  the  various 
counties  and  the  Committee  on  State  Legislation  of  the 
MSSNY,  that  this  legislation  is  included  in  the  legisla- 
tive program  for  the  1974  session  of  the  legislature. 

It  has  been  brought  to  the  attention  of  members  of 
the  committee  that  there  are  many  family  physicians/ 
general  practitioners  in  the  State  who  cannot  get  hospi- 
tal privileges,  particularly  in  urban  areas.  This  commit- 
tee is  aware  of  a law  which  was  introduced  by  Senator. 
Walter  Langly  in  1971,  stating  that  no  hospital  may  ex- 
ercise restrictive  rules  in  denying  staff  privileges  to  any 
qualified  physician.  The  committee  feels  that  this  mat- 
ter should  again  be  given  the  attention  of  the  Council. 

The  Committee  also  urgently  requests  the  Council  to 
investigate,  evaluate,  and  clarify  the  misapplication  of 
the  Nurse  Practice  Act  as  reported  in  the  press  to  he  oc- 
curring in  Suffolk  County. 

It  is  the  feeling  of  the  committee  that  inasmuch  as  a 
large  percentage  of  the  membership  of  the  MSSNY  is 
made  up  of  family  physicians  and  general  practitioners 
that  such  a member  should  be  appointed  to  all  such  im- 
portant committees  as  PSRO  council  and  task  force  re- 
garding triplicate  prescriptions. 

It  was  also  recommended  that  the  chairman  request 
the  opportunity  to  discuss  the  further  objectives  and 
functioning  of  this  committee  with  the  Executive  Com- 
mittee of  the  Council  and/or  other  appropriate  persons. 

Respectfully  submitted, 

Herbert  A.  Laughlin,  M.D.,  Chairman 


Forensic  Medicine 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows: 

Milton  Helpern,  M.D.,  Chairman New  York 

John  F.  Edland,  M.D Monroe 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Arthur  A.  Stein,  M.D Albany 

Robert  Sullivan,  M.D Schenectady 


Five  hundred  and  fifty  persons  registered  for  the 
Tenth  Annual  Symposium  on  Forensic  Sciences,  spon- 
sored by  the  Institute  of  Forensic  Medicine  of  New  York 
University,  the  City  of  New  York,  the  Department  of 
Health  of  the  State  of  New  York,  the  Medical  Society  of 
the  State  of  New  York,  and  the  Dental  Society  of  the 
State  of  New  York,  at  the  New  York  University  Medical 
Center  on  April  13  and  14,  1973. 


This  group  included  medical  examiners,  coroners,  and 
physicians  involved  in  the  practice  of  legal  medicine. 
There  were  also  some  lawyers,  prosecuting  attorneys, 
and  law  enforcement  officers.  It  was  a most  successful 
and  interesting  meeting  followed  by  phone  calls  and  let- 
ters attesting  to  this  fact.  The  registrants  came  from 
many  cities  in  twenty-three  states,  two  provinces  in 
Canada,  and  three  European  countries.  The  sessions 
were  well  attended  and  enthusiastically  received.  The 
consensus  was  that  because  of  the  great  instructional 
value  of  the  Symposium,  credit  should  be  given  for  these 
courses  next  year  as  a part  of  the  continuing  education 
program.  Perhaps  thirteen  to  sixteen  credits  might  be 
awarded  to  each  registrant.  The  Department  of  Foren- 
sic Medicine  helped  carry  and  limit  the  financial  cost  of 
the  meeting. 

The  social  program  of  the  dinner  party  at  the  Nation- 
al Arts  Club  and  the  cocktail  party  at  the  New  York 
University  Medical  Center  were  supported  by  reg- 
istrants who  attended  these  functions. 

The  ten  annual  symposia,  which  have  been  held  with 
sponsorship  and  support  of  the  Medical  Society  of  the 
State  of  New  York,  have  proved  to  be  an  important  fac- 
tor in  improving  the  systems  of  official  medicolegal  in- 
vestigation in  New  York  State  and  also  elsewhere  in  the 
United  States.  What  better  way  can  a medical  society 
operate  directly  in  the  public  interest. 

The  following  resolution,  introduced  by  the  New  York 
Delegation,  was  adopted  by  the  House  of  Delegates  of 
the  American  Medical  Association,  June  1973: 


Resolution  87,  Improvement  of  Official  Medicolegal 
Investigation  of  Deaths.  Although  some  state,  coun- 
ty, and  city  jurisdictions  throughout  the  country  have 
effected  changes  to  improve  the  system  and  perfor- 
mance of  official  medical-legal  investigations  into  the 
circumstances  and  courses  of  unexplained,  suspicious, 
and  violent  deaths,  recent  publicized  fatal  incidents 
in  different  localities  in  which  official  medical  investi- 
gations of  such  deaths  were  inadequately  carried  out 
point  up  the  need  for  improvement  in  these  proce- 
dures. Numerous  other  unpublicized  cases  revealing 
serious  shortcomings  in  such  investigations  or  failure 
to  investigate  become  glaringly  evident  during  crimi- 
nal and  civil  court  proceedings.  Many  cases  go  un- 
discovered and  unreported  or  are  not  accepted  for  of- 
ficial inquiry  and  easy  possibility  of  miscarriage  of 
justice. 

There  is  great  need  in  too  many  jurisdictions  for 
tightening  up  official  procedures  especially  those 
which  are  medical  and  without  which,  the  essential 
purpose  of  the  investigation  is  lost.  These  procedures 
must  provide  for  the  recognition  of  deaths  which  are 
reportable,  the  acceptance  of  such  deaths  for  ade- 
quate postmortem  investigation,  the  inclusion  of  com- 
petently performed  and  documented  autopsies  and 
ancillary  examinations  when  the  circumstances  make 
it  advisable,  the  preparation  of  adequate  reports  and 
their  transmittal  to  other  appropriate  agencies  for  in- 
formation and  action.  There  must  be  close  rapport 
with  the  medical,  legal,  law  enforcement,  public 
health,  and  judicial  agencies. 

The  responsibility  of  the  forensic  pathologist, 
whether  in  the  capacity  of  a medical  examiner  or 
under  the  jurisdiction  of  a coroner,  must  be  continu- 
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ous  and  not  fragmentary.  At  present,  this  overall  re- 
sponsibility is  not  appreciated  by  many  qualified  pa- 
thologists and  other  physicians  who  are  called  upon  to 
do  this  important  work  and  the  best  results  are  not 
obtained.  This  is  against  the  public  interest. 

In  view  of  the  foregoing  statement  the  following 
resolution  is  proposed  by  the  Delegates  of  the  Medical 
Society  of  the  State  of  New  York: 

Resolved,  That  the  American  Medical  Association 
in  recognition  of  the  present  unevenness  and  inade- 
quacy of  official  medicolegal  investigation  of  deaths  in 
many  jurisdictions  of  the  country,  recommend  to  state 
medical  societies  that  a comprehensive  study  of  the 
problem  be  made  in  their  own  state  jurisdictions  and 
take  appropriate  action  to  bring  about  an  improve- 
ment in  the  present  situation  in  the  public  interest 
and  for  the  fair  administration  of  justice; 

Resolved,  That  copies  of  this  resolution  be  sent  to 
the  presidents  and  secretaries  of  state  medical  so- 
cieties, the  American  Bar  Association,  the  National 
Association  of  Medical  Examiners,  and  the  National 
Association  of  Coroners. 

The  Eleventh  Annual  Symposium  on  Forensic  Sci- 
ences will  be  sponsored  by  the  Institute  of  Forensic 
Medicine,  New  York  University,  the  City  of  New  York, 
the  Department  of  Health  of  the  State  of  New  York,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Den- 
tal Society  of  the  State  of  New  York.  The  program  will 
be  held  April  13  and  14,  1974  at  the  New  York  Universi- 
ty Medical  Center,  550  First  Avenue,  Room  122,  New 
York  City. 

The  committee  is  grateful  to  Norman  S.  Moore,  M.D., 
director  of  the  Division  of  Scientific  Activities  and  to 
Miss  Dorothy  M.  Smith,  for  their  assistance  throughout 
the  year. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 


Health  Manpower 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 


are  as  follows: 

Stephen  W.  Blatchly,  M.D.,  Chairman  . . . .Tompkins 

Myron  E.  Carmer,  M.D Wayne 

Robert  V.  Schatken,  M.D Delaware 

Leo  J.  Swirsky,  M.D Kings 

Irving  J.  Thorne,  M.D New  York 

Leonard  Weitzman,  M.D Suffolk 

Robert  B.  Wallace,  M.D Oneida 

Franklyn  B.  Amos,  M.D Albany 

Edward  Coates,  M.D.,  Advisor Albany 


The  Committee  on  Health  Manpower  has  had  numer- 
ous meetings  throughout  the  past  year.  It  is  a fairly 
new  group,  therefore,  it  required  some  time  for  us  to  get 
acquainted  with  each  other  and  with  the  magnitude  of 
the  task  placed  before  us.  We  were  also  charged  by  the 
Medical  Society  of  the  State  of  New  York  President 
Thomas  F.  McCarthy  to  act  as  an  ad  hoc  committee  for 
Physicians’  Associates  guidelines.  The  legalization  for 
the  use  of  ancillary  personnel  was  difficult  for  some  to 
adjust  to,  but  our  last  meeting  proved  very  constructive. 


During  the  Society’s  meeting  in  February,  the  com- 
mittee introduced  supplementary  report  73-Z,  a brief 
summary  of  the  Physicians’  Associates  law  with  some 
broad  guidelines  for  their  use.  Admittedly,  these  were 
not  specific  as  to  malpractice,  pay  scales,  and  contract- 
ual agreements,  but  the  answers  to  these  points  in  many 
respects  were  not  available  at  that  time.  We  are  now 
getting  some  input  from  the  insurance  companies  and 
hope  to  have  specific  wording  after  our  next  meeting. 
At  our  last  meeting,  the  committee  recommended  a re- 
duction of  the  number  of  Physicians’  Associates  per 
physician  from  six  to  two.  I would  like  to  call  to  your 
attention  the  articles  in  the  July  issues  of  Patient  Care 
and  Physicians  Management. 

It  is  impossible  to  discuss  the  Physicians’  Associates 
program  without  bringing  in  the  other  groups  of  ancil- 
lary medical  personnel.  The  nurse  clinician,  nurse 
anesthetist,  pediatric  nurse,  and  so  forth,  none  of  whom 
have  specific  legal  status,  but  all  of  whom  are  attempt- 
ing to  establish  their  own  identity.  It  makes  for  very 
murky  waters  at  times. 

We  have  obtained  the  list  of  medical  students  in  New 
York  State  and  through  the  good  offices  of  Norman 
Moore,  M.D.,  we  are  collating  and  sending  to  each  coun- 
ty, a list  of  students  from  that  county.  It  is  hoped  that 
the  county  societies  will  make  some  contact  with  these 
students. 

It  is  the  feeling  of  the  chairman  that  health  manpower 
is  a growing  problem,  both  in  numbers  of  personnel  and 
in  complexity.  The  lack  of  primary  health  care  in  rural 
and  ghetto  areas  is  increasing  and  something  must  be 
done. 

The  committee  would  like  to  thank  Norman  S. 
Moore,  M.D.,  and  Franklyn  B.  Amos,  M.D.,  who  spent 
many  hours  working  with  the  committee. 

Respectfully  submitted, 

Stephen  W.  Blatchly,  M.D.,  Chairman 


Maternal  and  Child  Welfare 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and 


Child  Welfare  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman Onondaga 

Walter  L.  Freedman,  M.D Westchester 

Robert  M.  George,  M.D Oneida 

George  J.  Lawrence,  Jr.,  M.D Queens 

Jacqueline  A.  Mauro,  M.D Albany 

Clyde  L.  Randall,  M.D Erie 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D Kings 

M.  Leon  Tancer,  M.D Kings 


The  committee  wishes  to  acknowledge  the  financial 
and  advisory  help  received  from  the  New  York  State 
Department  of  Health  and  the  Upstate  Medical  Center 
for  the  use  of  its  facilities. 

A basic  role  of  the  committee  lies  in  the  area  of  re- 
search. The  committee  fcr  some  time  has  been  con- 
ducting a study  on  the  effect  of  the  Pill  on  the  endome- 
trium of  the  uterus,  the  uterine  cervix,  and  the  breast. 
These  studies  have  demonstrated  the  adverse  effects  on 
the  generative  organs  by  prolonged  usage  of  contracep- 
tives. A documented  analysis  has  been  published  in  the 
American  Journal  of  Obstetrics  and  Gynecology. 
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As  one  of  its  basic  responsibilities  in  the  area  of  re- 
search, the  committee  continues  to  study  all  maternal 
and  perinatal  mortality  in  the  State.  Of  note  is  the  in- 
creasing mortality  resulting  from  malignancy  in  preg- 
nancy. 

Due  to  the  decreased  birth  rate,  which  can  be  attrib- 
uted to  the  Pill,  the  Abortion  Law,  and  so  forth,  many 
obstetrical  units  are  going  to  be  phased  out.  This  of 
course,  represents  a very  serious  problem  at  the  commu- 
nity level  for  physicians  and  their  patients.  It  is  a sensi- 
tive and  emotional  problem  as  well  since  many  areas  are 
unwilling  to  give  them  up.  There  is  a need  for  develop- 
ment of  a logical  procedure  for  the  redistribution  of  ob- 
stetrical units  throughout  the  State.  The  committee  is 
working  with  the  Hospital  Association  of  New  York 
State,  District  II  of  the  American  College  of  Obstetrics 
and  Gynecology,  the  Academy  of  Family  Physicians, 
and  the  Academy  of  Pediatrics  to  establish  a method  of 
doing  this  gracefully  and  putting  these  units  in  their 
proper  places.  The  committee  will  shortly  initiate  a 
survey  of  hospital  records  in  a 14-county  area  to  gather 
data.  This  will  serve  to  establish  high-quality-care  re- 
gional areas  and  will  also  afford  the  committee  an  op- 
portunity to  update  maternal  and  perinatal  data,  which 
has  often  been  lacking  in  the  rural  areas.  Special  atten- 
tion will  be  given  to  locating  the  high  risk  patient.  It  is 
estimated  that  almost  25  per  cent  of  these  individuals 
account  for  87  per  cent  of  all  complications.  A good 
portion  of  these  high  risk  cases  (classified  as  those  hav- 
ing two  or  more  unsuccessful  pregnancies)  can  now  be 
determined.  The  committee  has  been  advising  physi- 
cians to  contact  their  patients  and  warn  them  of  their 
danger  and  ask  them  to  come  in  for  an  examination. 
The  committee  is  considering  publication  of  a short  arti- 
cle in  this  regard.  Another  important  phase  of  this  in- 
vestigation will  be  devoted  to  updating  care  of  the  new- 
born. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Maternal  and  Child  Welfare  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  Chairman  of  the  Maternal  and  Child  Welfare 
Committee  of  the  Medical  Society  of  the  State  of  New 
York,  I respectfully  submit  the  following  report. 

Basic  Research.  Research  concerning  the  effect  of 
oral  contraceptives  upon  genital  tissue  has  been  contin- 
ued. 

The  effect  upon  the  endometrium  has  been  reported 
in  the  American  Journal  of  Obstetrics  and  Gynecology. 
It  indicates  that  prolonged  action  creates  malfunction  of 
the  tissue.  Prolonged  use  of  oral  contraceptive  agents  is 
discouraged  unless  the  medication  is  discontinued  for  a 
period  of  three  to  four  months. 

Human  cervical  tissue  indicates  some  increased  cellu- 
lar function  when  the  tissue  is  treated  with  oral  contra- 
ceptive agents  in  organ  culture.  Random  samplings  of 
human  cervical  tissue  in  vivo  and  also  pathologic  speci- 
mens indicate  that  cervical  erosions  are  found  more  fre- 
quently when  patients  have  taken  these  agents  over  long 
periods  of  time.  In  these  patients,  cervical  erosions 
should  be  treated. 

Further  research  upon  endometrium  in  the  high  risk 
patient  indicates  that  this  tissue  must  be  maintained  in 


a balanced  biochemical  and  endocrine  state  in  order  to 
assure  successful  pregnancy. 

Mortality  Reporting.  During  the  past  year  an  anal- 
ysis of  “mortality  reporting”  questionnaires  and  proce- 
dures has  been  conducted.  The  purpose  of  this  study 
was  to  establish  criteria  for  capture  and  analysis  of  origi- 
nal data  through  a computer  based  system.  This  feasi- 
bility study  has  revealed  the  following: 

. . . implementation  of  a computer  based  system 
for  the  analysis  of  maternal  and  perinatal 
mortality  can  be  accomplished 
. . . the  structure  of  the  incoming  data  will  have 
to  be  modified  to  perpetuate  computerization 
which  will  result  in  meaningful  analysis 
. . . incompleteness  of  records  received  indicates 
lack  of  information  within  the  hospital  rec- 
ords, and/or  may  indicate  the  present  re- 
porting system  is  too  cumbersome  and  may 
result  in  misleading  information  due  to  over- 
load requirements  in  hospital  record  rooms 
. . . information  concerning  high  risk  maternity 
and  perinatal  patients  is  inadequate. 

After  analysis  of  the  information  gathered  for  the 
computer  feasibility  study,  and  as  indicated  at  recent 
meetings  of  the  Hospital  Association  of  New  York 
(HANY),  other  areas  of  lacking  data  were  found.  These 
data  consisted  of  information  pertaining  to  the  high  risk 
maternity  cases,  high  risk  infant  cases,  hospital  facili- 
ties, and  staff  competence  for  care  of  high  risk  patients. 

A critical  analysis  of  each  maternal  death  revealed 
there  is  a need  for  intensive  study  of  the  high  risk  pa- 
tient with  emphasis  on  the  quality  of  maternal  and  peri- 
natal care.  Analysis  of  approximately  900  maternal 
deaths  summarizes  causes  of  death  in  the  Upstate  area. 
(Appendix  I,  page  1213) 

The  study  group  has  also  attempted  to  analyze  fetal 
deaths  in  hospitals  in  Upstate  New  York.  Although 
data  on  approximately  1500  deaths  have  been  placed 
upon  punch  cards  and  reviewed,  the  project  has  been 
temporarily  discontinued  because  of  inadequate  record 
keeping  at  the  hospital  level.  Analysis  of  1569  perinatal 
mortalities  by  the  Potter  Classification  is  also  attached. 
(Appendix  II,  pages  1214  and  1215) 

Proposed  Research.  The  existing  Central  New 
York  Maternal  and  Perinatal  Study  form  used  to  collect 
data  on  mortality  will  be  modified  to  enable  the  gather- 
ing of  data  on  all  obstetric  cases.  The  staff  will  com- 
plete the  questionnaire  for  each  obstetric  patient  admit- 
ted during  a selected  one-month  period.  This  amount 
of  verified  data  collected  during  the  same  time  period 
would  provide  a uniquely  complete  data  base  for  future 
eventual  analysis  and  determination  of  facilities,  ser- 
vices, and  requirements. 

The  counties  included  in  the  study  will  be:  St.  Law- 
rence, Jefferson,  Lewis,  Herkimer,  Oneida,  Oswego,  On- 
ondaga, Cayuga,  Tompkins,  Tioga,  Cortland,  Broome, 
Chenango,  and  Madison.  There  are  approximately  32 
hospitals  within  this  area  with  obstetric  units.  It  is  esti- 
mated the  average  monthly  deliveries  for  the  total  area 
will  be  4,500  cases. 

Reports  generated  will  be  endogenous  or  exogenous  to 
hospitals,  and  with  other,  criteria  should  prove  valuable 
to  the  New  York  State  Department  of  Health  and  to  the 
Hospital  Association  of  New  York  in  current  plans  for 
hospital  regulations  and  regionalization  of  maternity 
units.  The  process  will  validate  the  existence  of,  or  lack 
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of,  information  within  hospital  records.  The  informa- 
tion gathered  will  enable  the  Central  New  York  Mater- 
nal and  Perinatal  Mortality  Study  to  suggest  guidelines 
for  the  establishment  of  standard  medical  records  using 
standardized  terminology,  thus  leading  to  accuracy  of 
medical  records  and  statistical  reporting.  Data  will 
identify  the  incidence  of  high  risk  maternity  cases  in 
Central  New  York,  by  hospital,  within  the  regional 
boundaries. 

With  the  establishment  of  standard  medical  records, 
extraction  of  pertinent  data  will  comprise  a standard  re- 
porting system.  The  extracted  data  can  be  used  in  con- 
junction with  a computer  based  processing  system  for 
the  continuous  reporting  of  vital  information.  The 
computer  software  will  be  compatible  with  State  hard- 
ware (IBM  S/360,  S/370). 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


Medical  Aspects  of  Sports 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects 


of  Sports  are: 

Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Albert  B.  Accettola,  M.D Richmond 

Joseph  T.  Findaro,  M.D Queens 

Frederick  H.  Grabo,  M.D Oneida 

Donald  T.  Kasprzak,  M.D Clinton 

Joseph  J.  Kaufman,  M.D W’ayne 

John  L.  Marshall,  M.D New  York 


The  Sixth  Annual  Symposium  on  the  Medical  Aspects 
of  Sports  was  held  on  February  10,  1973  at  the  Ameri- 
cana Hotel  in  New  York  City. 

The  program  was  a huge  success  with  attendance  esti- 
mated at  over  750.  The  session  opened  with  an  inspir- 
ing address  by  the  Honorable  Ewald  B.  Nyquist,  Com- 
missioner of  Education  of  the  State  of  New  York.  The 
morning  joint  session  for  men  and  women  consisted  of  a 
panel  of  distinguished  experts  in  new  concepts  of 
Screening  of  Athletes.  Joseph  N.  Abrahams,  Ph.D.  of 
Hobart  College  and  a staff  of  trainees  from  the  metro- 
politan colleges  and  professional  teams  presented  a clin- 
ical demonstration  on  taping  before  an  overflowing 
group  of  interested  spectators.  Carmen  Cozza,  head 
football  coach  at  Yale  University,  was  an  excellent 
speaker.  The  afternoon  session  consisted  of  separate 
programs  for  the  women  and  men  on  a variety  of 
subjects  of  interest.  The  speakers  were  well  prepared, 
gave  excellent  presentations,  and  stimulated  lively  dis- 
cussions. 

During  the  past  year,  our  committee  members  partici- 
pated in  many  regional  and  national  programs.  There 
were  four  events  which  should  be  mentioned. 

1.  The  West  Point  Clinical  Day  was  developed  by 
West  Point’s  staff  in  conjunction  with  the  New  York 
State  Public  High  School  Athletic  Association  and 
our  committee.  This  served  as  a dry  run  for  our 
morning  joint  session.  We  are  most  appreciative  of 
the  efforts  of  the  West  Point  Staff. 

2.  Joseph  T.  Findaro,  M.D.  has  organized  an  active 
group  from  the  American  Academy  of  Pediatrics  and 


presented  an  excellent  program  at  Shea  Stadium  in 
New  York  City.  The  Academy’s  New  York  State 
Chapter  has  asked  to  be  a cosponsor  of  our  future 
symposia. 

3.  James  A.  Nicholas,  M.D.  has  developed  the  In- 
stitute of  Sports  Medicine  and  Athletic  Trauma  at  the 
Lenox  Hill  Hospital  in  New  York  City.  This  is  a her- 
culean task  introducing  a long  range  blueprint  for 
sports  medicine  in  future  decades. 

4.  The  Journal  of  Sports  Medicine,  a national  pub- 
lication, arranged  to  have  our  session  taped  and  has 
agreed  to  publish  our  articles. 

The  usual  critique  was  held  at  the  conclusion  of  our 
February  10,  1973  Symposium  to  review  the  events  of 
the  day  and  to  outline  the  program  for  1974.  The  tenta- 
tive program  for  the  Seventh  Annual  Symposium  has 
been  arranged  as  follows: 

A.M.  Session 

1.  Pediatric  paper,  Joseph  T.  Findaro,  M.D. 

2.  The  New  York  Experimental  Project,  Mr.  J.  K. 
Hafner 

3.  Cross  Body  Black,  Tom  Peterson,  M.D. 

4.  Psychology,  Superstitions  and  Myths,  Donald 
Cooper,  M.D. 

P.M.  Session 

Film  and  Workshops  on  “How  To  Do  It”  by  the  fol- 
lowing panelists: 

Fred  L.  Allman,  M.D.,  James  A.  Nicholas,  M.D., 
Donald  Cooper,  M.D.,  Joseph  Abrahams,  Joan  Sulli- 
van, and  Muriel  Grossfeld. 

Your  chairman  made  an  in  depth  analysis  of  our  pro- 
gram and  presents  the  following  factors: 

1.  The  cost  of  conducting  a program  of  this  magni- 
tude in  New  York  City  is  becoming  prohibitive. 

2.  Our  program  competes  with  the  annual  January 
meeting  of  the  New  York  State  Public  High  School 
Athletic  Association,  the  Health  Physical  Education 
and  Recreation  Association,  the  New  York  State  Girls 
Athletic  Association,  and  the  New  York  State  Coach- 
es Association.  Restrictive  budgets  of  school  boards 
of  education  limit  expenditure  of  funds  in  some 
schools  to  one  program. 

3.  The  girls  request  us  to  “get  out  of  New  York 
City.” 

4.  Our  1974  program  theme,  How  to  Do  It  requires 
multiple  live  demonstrations.  Our  present  facilities 
are  not  appropriate  for  this  type  of  program. 

5.  Our  news  media  coverage  by  sports  medicine 
journals  is  established  which  does  not  necessitate  our 
being  in  New  York  City. 

6.  By  holding  a joint  meeting  in  January  with  the 
above  organizations,  we  would  have  a captive  audi- 
ence of  2000,  decrease  our  expenses  from  $7500  to  an 
estimated  $5000,  and  improve  our  cost  efficiency  by  a 
factor  of  5 or  500  per  cent. 

7.  Recommendations.  That  the  1974  Symposium 
be  scheduled  to  coincide  with  the  January  1974  Annu- 
al Meeting  of  the  New  York  State  Public  High  School 
Athletic  Association,  the  Health,  Physical  Education, 
and  Recreation  Association,  the  New  York  State  Girls 
Athletic  Association,  and  the  New  York  State  Coach- 
es Association  at  the  Concord  Hotel  in  the  Catskills. 
This  program  to  be  reassessed  in  respect  to  continu- 
ing or  staggering  the  meeting  place  in  future  years. 
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At  the  March  22,  1973  Council  meeting  these  recom- 
mendations were  approved,  and  our  1974  Medical  As- 
pects of  Sports  Symposium  will  be  held  in  conjunction 
with  the  NYSPHSAA,  HPE  & R„  NYSGAA,  and  the 
NYSCA  meeting  in  January  1974  at  the  Concord  Hotel 
in  the  Catskills.  At  the  April  6,  1973  meeting  of  the 
above  combined  associations,  this  change  was  con- 
firmed. 

Mr.  Benjamin  R.  Goode,  the  publisher  of  the  Journal 
of  Sports  Medicine,  has  received  permission  from  the 
Council  to  tape  the  next  Medical  Society  of  the  State  of 
New  York  Sports  Medicine  Symposium  for  publication 
in  the  Journal  of  Sports  Medicine. 

Our  expenses  for  the  1973  symposium  were  $8,614. 
Since  we  expect  to  reduce  our  expenses  in  1974  to 
$5,000,  we  have  requested  this  amount  for  the  1974  bud- 
get. 

1973  was  another  successful  year.  We  hope  future 
meetings  will  equal  or  exceed  our  past  performances. 
We  are  most  appreciative  of  the  fine  cooperation  of  our 
committee  and  advisory  committee  members  and  our 
most  generous  cosponsors  whose  contributions  have  as- 
sured the  success  of  these  symposia. 

Our  committee  wishes  to  thank  the  staff  of  the  State 
Medical  Society,  especially  Norman  S.  Moore,  M.D.,  di- 
rector, Division  of  Scientific  Activities;  Miss  Dorothy  M. 
Smith,  his  secretary,  and  Mr.  Guy  D.  Beaumont  and  Mr. 
Richard  Klemfuss  of  the  Division  of  Public  Affairs  for 
their  invaluable  assistance  during  the  past  year. 

As  chairman,  I would  like  to  express  my  appreciation 
to  the  members  of  the  committee  and  the  advisory  com- 
mittee. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

Medical  Aspects  of  Sports  (Supplementary) 

The  Seventh  Annual  Symposium  of  the  Committee 
on  the  Medical  Aspects  of  Sports  was  held  at  the  Con- 
cord Hotel,  Kiamesha  Lake,  New  York  from  January 
24-26,  1974  in  conjunction  with  the  annual  convention 
of  the  New  York  Association  for  Health  Physical  Educa- 
tion and  Recreation,  Inc.  and  our  co-sponsoring  organi- 
zations. 

With  the  gasoline  shortage  problem,  we  thought  our 
projected  attendance  of  sixteen  hundred  would  be  over- 
optimistic.  However,  over  thirty  five  hundred  regis- 
tered for  the  meeting,  breaking  all  previous  attendance 
records  and  exceeding  by  many  folds  any  previous  medi- 
cal aspects  of  sports  symposiums  in  the  country. 

The  papers  were  well  presented  and  enthusiastically 
received.  All  of  the  participating  organizations  request- 


ed we  make  a return  visit  next  year  in  conjunction  with 
their  annual  convention. 

Four  hours  of  discussions  were  held  with  representa- 
tives of  the  State  Department  of  Education  and  the  par- 
ticipating organizations  by  our  Committee  regarding  the 
present  and  future  programs.  Subjects  discussed  in- 
cluded: 

1.  The  need  for  legislation  to  provide  a good  Samari- 
tan type  law  for  team  physicians  and  revision  of  the  law 
to  allow  trainers  and  other  trained  allied  health  person- 
nel to  participate  under  the  supervision  of  the  physician 
in  the  case  of  the  injured  athlete. 

2.  The  need  for  criteria  for  evaluating  sports  pro- 
grams in  schools  and  sports  clinics  which  are  emerging 
around  the  country.  Criteria  Predictors  for  football 
were  discussed  and  referred  to  the  respective  organiza- 
tions. MSSNY  will  develop  sports  clinics  criteria  as 
guidelines  for  approval  projects. 

3.  The  selection  and  classification  of  athletes  based 
on  measurement,  maturity,  fitness,  skills  and  agility  was 
discussed  at  length.  The  “hair  growth”  evaluation  ap- 
pears to  be  the  simplest  and  best  measurement  of  matu- 
rity. This  method  has  been  developed  by  one  of  our  ad- 
visory committee  members,  Thomas  Shaffer,  M.D.,  Pro- 
fessor of  Pediatrics  at  Ohio  State  Medical  Schools.  We 
are  asking  our  specialty  societies  and  the  Interspecialty 
Council  along  with  MSSNY  to  assist  in  implementing 
this  program. 

4.  It  was  recommended  that  a special  section  or  se- 
lected papers  on  sports  medicine  be  published  in  the 
New  York  State  Journal  of  Medicine. 

5.  John  Marshall,  M.D.,  of  The  New  York  Hospital 
(committee  member)  is  developing  a Standardized  Re- 
cording System. 

6.  The  necessity  for  physician  coverage  at  games  was 
emphasized,  and  county  medical  society  sports  com- 
mittees were  requested  to  cooperate  with  their  local 
schools  and  organizations  to  provide  this  coverage. 

Your  committee  was  ably  assisted  by  Dorothy  Smith, 
Pauline  Nodar,  and  Henry  Zaleski  of  MSSNY  staff  in 
the  performance  of  the  many  administrative  functions. 
We  are  most  appreciative  of  their  valuable  help. 

All  in  all,  it  was  a very  successful  program  with  four 
times  the  attendance  of  last  year’s  meeting  at  less  cost. 
We  do  not  have  the  financial  audit  at  this  time,  but  will 
report  to  the  Council  as  soon  as  it  is  available.  If  the 
House  of  Delegates  and  Council  approves,  the  Commit- 
tee would  like  to  again  schedule  the  1975  Symposium  in 
conjunction  with  the  annual  convention  of  the  New 
York  State  Association  of  Health,  Physical  Education, 
and  Recreation,  Inc. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 
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APPENDIX  I 


1973 


CENTRAL  NEW  YORK  MATERNAL  AND  PERINATAL  MORTALITY  STUDY 

Sponsors 

EMPIRE  STATE  MEDICAL,  SCIENTIFIC  AND  EDUCATIONAL  FOUNDATION,  INC. 
DEPARTMENT  OF  HEALTH  OF  THE  STATE  OF  NEW  YORK 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Maternal  Mortalities  by  Major  Categories 


Category 

Number 

Per 

Cent 

Obstetric 

366 

40.89 

Cardiac 

138 

15  42 

Embolism 

114 

12  74 

Pulmonary 

48 

5.36 

Neoplasms,  Malignant 

48 

5.36 

Infections 

34 

3 80 

Endocrine 

19 

2.12 

Accidents,  Murders,  Suicides 

18 

2.01 

Anesthetic  Reaction 

17 

1.90 

Genitourinary 

16 

1.79 

Gastrointestinal 

16 

1 79 

Blood  Dyscrasias 

13 

1.45 

Not  Stated  or  Undetermined 

12 

1.34 

Other 

11 

1.23 

Contagious  Diseases 

9 

1.01 

Liver  and  Biliary 

9 

1.01 

Neoplasms,  Benign 

6 

0.67 

Drug  Reaction 

1 

0.11 

895 

100 . 00 

Maternal  Mortalities  Classified  as 

Preventable  or  Nonpreventable 

Preventable 

36  65% 

Nonpreventable 

62.23% 

Not  Classifiable 

1.12% 

100.00% 

Detailed  Breakdown  of  Maternal  Deaths 

Per 

Number  Cent 


Obstetric 

366 

40.89 

Infected  Abortion 

86 

11.17 

Puerperal  Sepsis 

35 

3 91 

Hypertensive  States  of  Pregnancy 

39 

4 36 

Placental  Abnormalities 

55 

6.15 

Ruptured  Ectopic  Pregnancy 

33 

3 69 

Ruptured  Uterus 

56 

6.26 

Postpartum  Hemorrhage 

58 

6.48 

Hyperemesis  Gravidarum 

1 

0.11 

Shock,  associated  with  traumatic 

1 

0.11 

delivery 

Hydatidiform  mole,  ruptured  uterus, 

1 

0.11 

hemorrhagic  diathesis,  surgical 

ligation  of  left  ureter 

Irreversible  shock,  hematoma  right 

1 

0.11 

broad  ligament,  cervical  laceration 

Cardiac 

138 

15.42 

Cardiac  Arrest 

38 

4.25 

Heart  Disease 

56  ' 

6.26 

Cardiovascular 

44 

4.92 

Pulmonary 

48 

5.36 

Aspiration 

8 

0.89 

Pulmonary  Disease 

39 

4.36 

Pulmonary  and  Cerebral  Edema 

1 

0.11 

Detailed  Breakdown  of  Maternal  Deaths 

Number 

Per 

Cent 

Embolism 

114 

12 

.74 

Endocrine 

19 

2 

. 12 

Diabetes 

13 

1 

45 

Endocrine  Disorders 

6 

0 

67 

Blood  Dyscrasias 

13 

1 

.45 

Afibrinogenemia 

2 

0 

.22 

Blood  Dyscrasias 

11 

1 

.23 

Anesthetic  Reaction 

17 

1 

.90 

Drug  Reaction 

1 

0 

. 11 

Contagious  Diseases 

9 

1 

01 

Infections 

34 

3 

80 

Neoplasms,  Malignant 

48 

5 

36 

Neoplasms,  Benign 

6 

0 

67 

Gastrointestinal 

16 

1 

.79 

Acute  Pancreatitis 

1 

0 

.11 

Paralytic  Ileus 

1 

0 

11 

Perforated  Ulcer 

1 

0 

11 

Gastrointestinal  Disorders 

13 

1 

45 

Liver  and  Biliary 

9 

1 

.01 

Encephalomalacia  subsequent  to 

1 

0 

11 

surgery  for  cholecystitis 

Acute  Yellow  Atrophy 

4 

0 

45 

Hepatitis 

2 

0 

22 

Subacute  Hepatic  Necrosis 

1 

0 

11 

Hepatolenticular  Degeneration 

1 

0 

11 

Genitourinary 

16 

1 

79 

Malignant  nephrosclerosis,  bilateral 

1 

0 

11 

renal  cortical  necrosis 

Glomerulonephritis 

7 

0. 

78 

N ephrosclerosis 

1 

0 

11 

Nephritis 

2 

0. 

22 

Renal  Cortical  Necrosis 

2 

0. 

22 

Renal  Failure,  self-induced  abortion 

1 

0. 

11 

Pyelonephritis 

1 

0. 

11 

Acute  Uremia 

1 

0. 

11 

Other 

11 

1. 

23 

Epilepsy 

2 

0. 

22 

Rupture  of  varicose  vein  of  broad 

1 

0. 

11 

ligament 

Rupture  of  congenital  aneurysm  of 

1 

0. 

11 

splenic  artery 

Massive  intraperitoneal  hemorrhage 

1 

0. 

11 

Ruptured  Spleen 

1 

0. 

11 

Massive  intraabdominal  hemorrhage 

1 

0. 

11 

Cerebral  hemorrhage,  arteriosclerosis 

1 

0. 

11 

Guillain-Barre  Syndrome 

1 

0. 

11 

Rupture  of  aneurysm  of  splenic  vein 

1 

0. 

11 

Spontaneous  rupture  of  left  uterine 

1 

0. 

11 

vessel 

Accidents,  Murders,  Suicides 

18 

2. 

01 

Not  Stated  or  Undetermined 

12 

1. 

34 
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Perinatal  Mortality 

Stillborn  infants  723  Neonatal  Deaths  846  Total  1569 


Stillborn  Neonatal  Total 


Potter  Classification 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Malformations 

69 

9.54 

128 

15.13 

197 

12.56 

Brain  and  spinal  cord 

46 

6.36 

37 

4.37 

83 

5.29 

Heart  and  blood  vessels 

2 

0.28 

33 

3.90 

35 

2.23 

Lungs  and  trachea 

— 

— 

5 

0.59 

5 

0.32 

Stomach,  intestine,  including  tracheoesophageal 

2 

0.28 

4 

0.47 

6 

0.38 

fistulas 

Kidney,  bladder  and  organs  of  reproduction 

2 

0.28 

6 

0.71 

8 

0.51 

Skeleton 

4 

0.55 

4 

0.47 

8 

0.51 

Skin  and  muscle 

— 

— ' 

1 

0.12 

1 

0.06 

Tumors 

- — • 

— 

— - 

— 

• — ■ 

— 

Inborn  errors  of  metabolism 

— ■ 

— ■ 

2 

0.24 

2 

0.13 

More  than  1 potentially  lethal  malformation 

12 

1.66 

34 

4.02 

46 

2.93 

Other 

1 

0.14 

2 

0.24 

3 

0.39 

Trauma 

11 

1.52 

44 

5.20 

55 

3.51 

No  autopsy:  symptoms  interpreted  as  trauma 

5 

0.69 

7 

0.83 

12 

0.76 

Cranial  cavity:  hemorrhage  from  laceration  of 

1 

0.14 

8 

0.95 

9 

0.57 

tentorium  cerebelli  or  vein  of  Galen 

Cranial  cavity:  subdural  hematoma 

1 

0.14 

6 

0.71 

7 

0.45 

Cranial  cavity:  other 

2 

0.28 

19 

2.25 

21 

1.34 

Spinal  cord:  hemorrhage  or  laceration 

- — 

— 

— 

— 

— 

— 

Adrenal:  gross  hemorrhage 

— ■ 

— 

• — 

— 

■ — ■ 

— 

Liver:  gross  hemorrhage 

— 

— 

1 

0.12 

1 

0.06 

Other 

2 

0.28 

3 

0.35 

5 

0.32 

Anoxia 

485 

67.08 

375 

44.33 

860 

54.81 

Abruptio  placentae 

119 

16.46 

123 

14.54 

252 

15.42 

Placenta  previa 

11 

1.52 

32 

3.78 

43 

2.74 

Cord  prolapse 

37 

5.12 

19 

2.25 

56 

3.57 

Cord  knots  and  entanglement 

89 

12.31 

14 

1.65 

103 

6.56 

Maternal  hypotension 

2 

0.28 

— ■ 

— ■ 

2 

0.13 

Anesthesia 

— 

■ — • 

— 

— 

— - 

— 

Shoulder  dystocia 

2 

0.28 

1 

0.12 

3 

0.19 

Delayed  delivery  of  aftercoming  head 

1 

0.14 

1 

0.12 

2 

0.13 

Prolonged  labor 

3 

0.41 

— 

— 

3 

0.19 

Other  cause 

107 

14.80 

47 

5.56 

154 

9.82 

Unknown  cause 

114 

47.30 

136 

16.08 

252 

16.06 

Infection 

17 

2.35 

36 

4.26 

53 

3.38 

Lungs,  probably  intrauterine 

2 

0.28 

14 

1.65 

16 

1.02 

Lungs,  probably  extrauterine 

— 

— 

6 

0.71 

6 

0.38 

Intestine,  stomach  or  esophagus 

— 

— 

1 

0.12 

1 

0.06 

Heart  or  blood  vessels 

1 

0.14 

— 

— 

1 

0.06 

Kidney  or  bladder 

■ — - 

— 

— 

— 

— 

Brain  or  meninges 

— 

— 

6 

0.71 

6 

0.38 

Bone,  muscle  or  skin 

— 

— 

— 

— 

— 

— 

Umbilicus 

1 

0.14 

1 

0.12 

2 

0.13 

Generalized,  bacterial 

8 

1.11 

4 

0.47 

12 

0.76 

Generalized,  viral 

2 

0.28 

1 

0.12 

3 

0.19 

Syphilis 

— 

— 

1 

0.12 

1 

0.06 

Other 

3 

0.41 

2 

0.24 

5 

0.32 
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Stillborn 


Neonatal 


Total 


Potter  Classification 

Blood  Dyscrasias 

ABO  erythroblastosis 
Rh  erythroblastosis  with  fetal  hydrops 
Rh  erythroblastosis  with  kernicterus 
Rh  erythroblastosis  without  hydrops  or  kernic- 
terus 

Hemorrhagic  disease 
Leukemia 

Anemia  from  other  than  above  causes 


Abnormal  Pulmonary  Function 

Generalized  atelectasis  with  hyaline  membrane 
Generalized  atelectasis  without  hyaline  mem- 
brane 

Mild  hyaline  membrane  without  other  recogniz- 
able cause  of  death 


Other 

Kernicterus  not  due  to  erythroblastosis 
Hydrops  without  erythroblastosis 
Liver  necrosis,  cirrhosis,  etc.,  without  known 
cause 

Diffuse  pulmonary  hemorrhage  without  known 
cause 
Other 


Latrogenic  Causes 

Craniotomy  or  other  destructive  operation  on 
living  fetus 

Delivery  for  maternal  cause  prior  to  viability 


Not  Classifiable  Elsewhere 
No  known  maternal  factor 
Toxemia  of  pregnancy 
Glomerulonephritis 
Pyelocystitis 
Diabetes  mellitus 
Heart  disease,  symptomatic 
Preceding  accident 
Preceding  operation 

Over  301  days  gestation  without  other  com- 
plications 
Other 


Conceptuses  Not  Included  as  Fetal  or  Neonatal 
Deaths 

Fetus,  with  or  without  chorionic  vesicle,  nor- 
mal nonmacerated 

Fetus,  with  or  without  chorionic  vesicle,  nor- 
mal macerated 

Fetus,  with  or  without  chorionic  vesicle,  mal- 
formed (regardless  of  preservation) 

Not  Codeable 


Num- 

Per 

Num- 

Per 

Num- 

Per 

ber 

Cent 

ber 

Cent 

ber 

Cent 

61 

8.44 

35 

4.14 

96 

6.12 

15 

2.07 

8 

0.95 

23 

1.47 

1 

0.14 

11 

1.30 

12 

0.76 

43 

5.59 

12 

1.42 

55 

3.51 

1 

0.14 

3 

0.35 

4 

0.25 

1 

0.14 

— 

— 

1 

0.06 

— 

— 

1 

0.12 

1 

0.06 

4 

0.55 

181 

21.39 

185 

11.79 

— 

— 

66 

7.80 

66 

4.21 

4 

0.55 

113 

13.36 

117 

7.46 





2 

0.24 

2 

0.13 

3 

0.41 

4 

0.47 

7 

0.45 

1 1 1 

— 

1 

0.12 

1 

0.06 

— 

— 

1 

0.12 

1 

0.06 

3 

0.41 

2 

0.24 

5 

0.32 

2 

0.28 

— 

— 

2 

0.13 

2 

0.28 

— 

— 

2 

0.13 

35 

5.12 

11 

1.30 

48 

3.06 

19 

2.63 

3 

0.35 

22 

1.40 

5 

0.69 

2 

0.24 

7 

0.45 

8 

1.11 

3 

0.35 

11 

0.70 

2 

0.28 

. . 

. — . 

2 

0.13 

2 

0.28 

— 

z 

2 

0.13 

1 

0.14 

3 

0.35 

4 

0.25 

30 

4.15 

16 

1.89 

46 

2.93 

15 

2.07 

13 

1.54 

28 

1.78 

14 

1.94 

2 

0.24 

16 

1.02 

1 

0.14 

1 

0.12 

2 

0.13 

5 

0.55 

16 

1.89 

20 

1.27 
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Mental  Health 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health  are 


as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman Bronx 

Gurston  David  Goldin,  M.D New  York 

Abraham  L.  Halpern,  M.D Westchester 

Edith  Mila  Jurka,  M.D New  York 

John  P.  Lambert,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Laurence  Loeb,  M.D Westchester 


Your  committee  continues  to  maintain  close  relation- 
ships with  other  mental  health  organizations. 

Your  committee  has  met  several  times  in  the  past 
year  to  discuss  numerous  topics  in  order  to  develop  con- 
cepts and  recommendations  which  the  Medical  Society 
of  the  State  of  New  York,  hopefully,  will  eventually  be 
able  to  act  on.  Subjects  of  interest  were  the  forensic 
problem  of  the  insanity  defense  in  criminal  cases,  psy- 
chosurgery, quackery  in  the  mental  health  field,  licen- 
sure of  allied  mental  health  professions,  and  “the  sick 
physician.”  Subsequent  to  the  submission  of  this  re- 
port, there  will  be  a joint  meeting  of  the  Committees  on 
Alcoholism,  Drug  Abuse,  and  Mental  Health  to  evaluate 
the  problem  of  the  “sick  physician”  and  suggest  solu- 
tions to  the  Council  for  further  action. 

It  is  the  consensus  of  the  Mental  Health  Committee 
that  it  should  function  as  an  evaluation  organ  to  deter- 
mine the  validity  of  psychiatric  concepts.  We  should 
assume  responsibility  for  opinions  and  recommenda- 
tions and  develop  program  ideas  which  our  State  Soci- 
ety can  encourage  and  support.  Our  scope  of  activities 
should  encompass  all  matters  pertaining  to  mental 
health.  This  would  include  treatment  innovations, 
evaluation  of  new  ideas,  legislative  proposals,  liaison 
with  other  psychiatric  groups,  and  health  care  delivery 
critiques. 

With  the  rapid  development  of  mental  health,  drug 
abuse,  and  alcoholism  programs  and  with  the  increasing 
emphasis  on  community  mental  health  services,  it  is 
more  and  more  evident  that  the  Society  should  reconsi- 
der its  role  in  this  growing  and  important  field.  It  is  our 
feeling  that  only  a statewide  organization  can  exert  the 
influence  necessary  to  guide  physicians  and  educate  the 
public  in  this  evergrowing  and  primarily  important  area. 
To  encourage  the  type  of  input  essential  to  healthy  pro- 
gram development,  we  need  an  arm  of  the  State  Society 
which  is  able  to  act  independently  with  direct  responsi- 
bility to  the  Council.  With  this  in  mind,  we  would  like 
to  suggest  that  the  Council  consider  the  formation  of  a 
Commission  on  Mental  Health  Services  to  encompass  all 
committees  involved  in  this  area.  Let  us  anticipate  the 
problems  of  the  future  and  be  ready  when  called  upon. 

As  committee  chairman,  my  gratitude  to  my  col- 
leagues for  their  thought-provoking  dedication  is  un- 
stinting. We  wish  to  thank  Norman  S.  Moore,  M.D., 
Director  of  the  Division  of  Scientific  Activities,  for  his 
invaluable  advice  and  counsel.  As  always,  we  are  deeply 
appreciative  of  the  devoted  assistance  of  Miss  Dorothy 
M.  Smith,  whose  secretarial  labors  have  helped  us  func- 
tion most  effectively. 

Respectfully  submitted, 

Allison  B.  Landolt,  M I).,  Chairman 


Metabolic  Diseases 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Diseas- 


es are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Marshall  Clinton,  M.D Erie 

Ann  B.  Wright,  M.D Dutchess 


The  Committee  on  Metabolic  Diseases  met  and  pre- 
pared the  following  statement  on  oral  hypoglycemic 
agents.  This  was  approved  by  the  Council,  May  24, 
1973. 

The  oral  hypoglycemic  drugs  for  diabetes  are  the 
sulfonylureas,  which  include  Tolbutamide  (Orinase), 
Chlorpropamide  (Diabinese),  acetohexamide  (Dyme- 
lor),  and  tolazamide  (Tolinase),  and  the  biguanides, 
phenformin,  (DBI).  These  drugs  have  been  used  for 
the  treatment  of  maturity  onset  diabetes  mellitus 
since  the  mid-1950’s.  In  a controlled  study  carried 
out  by  the  University  Diabetes  Group  Project 
(UDGP),  there  was  an  apparent  increase  in  death  rate 
due  to  cardiovascular  disease  for  patients  on  these 
drugs  compared  with  insulin  or  diet  alone.  Unfortu- 
nately, the  study  itself  has  been  criticized  for  having 
an  unusually  high  number  of  patients  with  cardiac 
disease  in  the  group  treated  with  oral  agents,  com- 
pared with  the  other  groups  and  for  using  a fixed  drug 
dosage.  At  the  present  time  the  use  of  these  drugs  is 
clouded  by  the  fact  that  we  are  not  sure  of  their  safe- 
ty. On  the  other  hand,  the  vast  experience  prior  to 
the  UDGP  study  over  a long  period  of  time  would  at 
least  assign  a low  level  of  risk  with  these  drugs. 

At  present,  we  recommend  that  the  oral  agents  be 
used  at  the  lowest  possible  dose  for  maturity  onset  pa- 
tients whose  obesity  has  been  eliminated  and  who 
cannot  be  maintained  normoglycemic.  We  also  feel  . 
that  they  may  have  a further  use  in  asymptomatic 
young  patients  with  abnormal  glucose  tolerance  or  in- 
sulin response.  They  still  have  a limited  role  in  the 
treatment  of  insulin  resistance.  They  should  not  be 
used  in  the  obese  maturity  onset  diabetic  with  symp-  ; 
toms.  We  favor  initial  use  of  insulin  in  this  group. 

In  a general  way,  the  committee  agreed  that  these 
drugs  should  be  used  at  the  lowest  possible  dosage  in  pa- 
tients with  maturity  onset  diabetes  whose  obesity  has 
been  corrected  as  much  as  possible  and  who  cannot  be 
kept  at  normoglycemic  levels. 

The  committee  concedes  that  the  problem  of  correct- 
ing obesity  usually  cannot  be  solved.  It  will  be  neces-  I 
sary  for  further  exploration  of  the  various  popular  fad 
diets,  i.e.,  Weight  Watchers,  TOPS,  Diet  Workshop,  and 
so  forth,  it  would  not  be  inappropriate  for  the  Medical 
Society  to  investigate  and  report  which  of  these  diets 
and/or  programs  have  merit. 

The  problem  of  patient  education  regarding  many  I 
diseases  remains  unsettled.  Coronary  and  diabetic  1 
teaching  programs  have  been  established  in  some  hospi- 
tals, but  many  have  no  program  of  any  kind.  In  addi- 
tion, other  metabolic  and  endocrine  diseases  are  barely 
understood  by  most  patients.  The  increased  use  of  ad- 
renalectomy and  hypophysectomy  for  cancer  and  dia-  I 
betic  retinopathy  has  created  a reservoir  of  endocrine 
diseases.  Some  hospitals  have  manuals,  i.e.,  Peter  Bent  j. 
Brigham,  for  patients  who  have  had  an  adrenalectomy 
but  most  do  not.  Home  dialysis  renal  programs  have 
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taught  us  how  much  laymen  can  do  in  caring  for  difficult 
medical  problems  if  they  are  properly  taught.  It  is  sug- 
gested that  the  New  York  State  Department  of  Health 
develop  brief  teaching  manuals  and  tapes  that  could  be 
available  at  hospitals  throughout  the  State  for  appropri- 
ate metabolic  and  endocrine  diseases. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 


Physical  Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  III,  M.D.  Chairman  .Westchester 


Peter  S.  Battaglia,  M.D Niagara 

William  H.  Georgi,  M.D Erie 

Milton  Lowenthal,  M.D New  York 

Samuel  S.  Sverdik,  M.D New  York 

James  D.  Wharton,  M.D Albany 


Physical  Therapists  and  Assistants.  The  Commit- 
tee on  Physical  Medicine  and  Rehabilitation,  at  its 
meeting  July  13,  1973,  had  an  extensive  discussion  with 
Mr.  Robert  C.  Crowie  of  the  New  York  State  Chapter, 
American  Physical  Therapy  Association.  The  point  was 
again  made  that  the  Association  would  present  its  legis- 
lative program  to  the  committee  for  review  prior  to  sub- 
mission to  the  State  Legislature.  The  discussion  was 
frank  and  meaningful,  as  was  the  original  discussion 
with  Mr.  Stanley  D.  Siegelman,  president  of  the  New 
York  State  Chapter  of  APTA  in  November  of  1972. 

Mr.  Crowie  stated  that  in  New  York  State  there  are 
two  organizations  representing  physical  therapists  and 
that  APTA  had  the  most  members.  Their  code  of  eth- 
ics, which  each  physical  therapist  follows,  calls  for  refer- 
ral of  a patient  by  a physician.  The  therapist  does  not 
diagnose  the  case  and  must  follow  instructions  given  by 
a physician.  Physical  therapists  do  not  advertise  for 
business.  Because  of  malpractice  insurance,  most  phys- 
ical therapists  prefer  to  have  a written  prescription. 

Mr.  Crowie  also  discussed  the  definition  of  a physical 
therapist’s  assistant.  He  stated  that  there  is  no  law  in 
this  regard  but  that  it  is  defined  only  in  the  State  Hospi- 
tal Code,  Section  10.  Mr.  Crowie  mentioned  that  Wil- 
lowbrook  has  36  such  assistants.  The  APTA  program  is 
a two-year  associate  degree  program  which  can  be  fur- 
thered into  a four-year  course.  He  also  said  that  they 
are  developing  the  functions  and  limitations  of  such  an 
assistant,  including  a change  in  name  from  physical 
therapy  assistant  to  physical  therapist’s  assistant. 

The  current  state  of  the  educational  law  in  relation- 
ship to  the  practice  of  the  profession  of  physical  therapy 
was  reviewed.  Also  reviewed  was  Bill  #6498- A,  which 
was  submitted  to  the  Education  Committee  of  the  Leg- 
islature, with  certain  recommended  changes,  including 
as  a referral  source,  dentists  and  podiatrists,  as  well  as 
physicians.  It  would  appear  clear  that  walk-in  patients, 
nonreferred  are  not  included  under  this  act.  Bill 
#6398-A  was  submitted  by  a small  group  of  therapists 
called  Physical  Therapists.  The  State  APTA  submitted 
Bill  #6498,  which  is  slightly  different,  but  includes  the 
referral  from  dentists  and  podiatrists.  They,  however, 
add  the  “assessment  of  physical  capabilities  and  the 
identification  of  and  discrimination  of  actual  or  poten- 


tial functional  limitations.”  There  is  also  the  addition 
of  electrical  and  electronic  tests  and  measurements 
which,  presumably,  include  electromyography.  Neither 
of  these  bills  got  out  of  committee  as  there  was  an  argu- 
ment as  to  which  society  represented  the  physical  thera- 
pists of  the  State.  It  should  be  noted  that  there  are 
1,100  members  of  the  New  York  State  APTA  and  only 
90  members  of  the  Council  of  Licensed  Physical  Thera- 
pists. 

It  is  the  intention  of  the  APTA  to  file  #6498  again  in 
the  form  of  a prefiling  in  October  and  November  of 
1973. 

It  was  noted  by  the  Executive  Director  of  the  New 
York  State  APTA  that  the  national  body  of  the  APTA 
has  recommended  approval  of  direct  contact  with  pa- 
tients, rather  than  referral.  We  agreed  that  this  was 
contrary  to  the  current  law  of  the  State  of  New  York. 

The  APTA  has  submitted  a bill  in  reference  to  the 
Good  Samaritan  Law,  which  would  specifically  protect 
physical  therapists  who  give  first  aid  or  emergency  care, 
presumably  in  an  accident.  It  was  not  our  view  on  read- 
ing this  bill  that  it  covered  “walk-in”  patients  to  the  of- 
fice of  a physical  therapist. 

Considerable  discussion  was  held  in  regard  to  the 
physical  therapy  assistant  amendment.  This  category 
is  not  mentioned  anywhere  in  the  State  Law  and,  appar- 
ently, the  APTA  intends  to  try  to  get  this  position  desig- 
nated in  the  Law.  They  seem  to  have  mixed  feelings 
about  this,  perceiving  it,  on  the  one  hand,  as  a threat  of 
cheaper  and  less  qualified  labor  and,  on  the  other  hand, 
as  a group  to  be  included  under  the  APTA  for  collective 
bargaining  and  other  such  purposes.  There  also  ap- 
pears to  be  a fear  that,  since  the  status  is  not  defined  in 
the  Law,  this  will  somehow  permit  the  nurses  to  further 
implement  the  extension  of  their  practice  law.  The 
broadening  of  the  State  Nursing  Practice  Act  by  the 
New  York  State  Nurses  Association  is  apparently  a mat- 
ter of  considerable  concern  and  the  basis  for  much  of 
their  efforts  to  have  physical  therapy  specifically  spelled 
out  as  a responsibility  of  the  physical  therapist. 

There  seems  to  be  some  question  that  the  physical 
therapy  assistant  is  only  mentioned  in  the  State  Hospi- 
tal Code  and  specifically  approved  for  governmental 
hospitals.  The  State  Education  Department  was  also 
instrumental  in  setting  up  and  supporting  the  two  or 
three  schools  that  provide  an  associate  degree  program 
for  physical  therapy  assistants.  The  problems  appar- 
ently relate  to  the  fact  that  very  few  job  openings  are 
available  at  this  level,  and  the  reason  for  this  is  some- 
what unclear,  as  there  appears  to  be  an  indication  of 
general  need.  The  Executive  Director  of  the  APTA 
suggested  that  it  possibly  had  something  to  do  with  lia- 
bility, although  it  would  appear  that  these  individuals 
would  be  covered  under  the  routine  employee  coverage 
of  the  hospital.  The  APTA  would  like  to  call  these  peo- 
ple physical  therapists’  assistants,  making  it  clear  that 
they  work  directly  under  a physical  therapist,  presum- 
ably not  a nurse. 

The  State  Education  Department  apparently  did  not 
wish  the  APTA  to  submit  legislation  in  this  area  at  this 
time. 

The  #6498  bill,  submitted  by  the  APTA  March  1, 
1973  in  the  Assembly,  never  got  out  of  the  Education 
Committee  which  specifically  dropped  the  assessment  of 
physical  capabilities.  It  would  be  of  interest  to  know 
what  advice  the  Education  Committee  recieved  on  this 
particular  point.  This  would  appear  to  be  the  crucial 
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aspect  of  the  suggested  legislation,  as  far  as  the  physi- 
cian is  concerned. 

The  committee  decided  that  at  the  next  meeting,  it 
would  be  desirable  to  have  present  a suitable  represen- 
tative of  the  State  Nurses  Association  in  order  to  get 
their  part  of  this  picture,  since  it  appeared  that  many 
aspects  of  the  physical  therapists’  approach  were  based 
on  acts,  or  alleged  intentions,  of  the  New  York  State 
Nurses  Association.  This  was  approved. 

Quality  of  Medical  Care.  Heinz  I.  Lippman,  M.D., 
a guest  of  the  committee,  and  Dr.  Lowenthal,  a member, 
both  have  emphasized  the  major  responsibility  of  the 
physician  in  the  quality  of  care  the  patient  will  receive. 
The  question  arises,  which  is  of  more  concern — econom- 
ic factors  or  patient  care  factor?  With  these  questions 
in  mind,  each  physician  should  visit  aging  and  nursing 
home  facilities  at  least  every  30  days  rather  than  every 
four  months.  The  committee  will  await  the  legislative 
program  of  APTA  for  the  Fall  session  of  the  State  Legis- 
lature. 

An  invitation  was  extended  to  Dr.  Lippman  to  attend 
the  future  meetings  of  the  committee.  He  has  accepted 
this  invitation. 

Unit  Value  System.  It  was  noted  that  the  Unit 
Value  System  for  the  compensation  fee  schedule  at  the 
present  time,  after  a delay  in  getting  reports  from  the 
various  practicing  physicians,  appropriately  includes 
physical  medicine  and  rehabilitation. 

Respectfully  submitted, 

Edward  J.  Lorenze,  III,  M.D.,  Chairman 


Quackery 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Quackery  is  composed  of  the  fol- 


lowing: 

John  F.  Spring,  M.D.,  Chairman  Broome 

Allison  B.  Landolt,  M.D Westchester 

Charles  E.  Rogers,  M.D Nassau 

M.  Theordore  Tanenhaus,  M.D Kings 

Joseph  G.  Zimring,  M.D Nassau 


During  the  year  1973  your  committee  has  been  en- 
gaged in  several  activities  and  has  responded  to  requests 
for  information  and  investigations  of  quackery  from  in- 
dividual members. 

Early  in  the  year  the  committee,  at  the  request  of  the 
Council,  surveyed  the  component  county  medical  so- 
cieties as  to  the  extent  of  the  practice  of  “scientology.” 
Although  the  response  was  less  than  anticipated  from 
the  county  societies,  those  who  did  respond  indicated 
very  little  activity  in  “scientology”  in  their  counties. 
This,  apparently,  is  not  the  case  in  other  parts  of  the 
United  States.  The  committee  reported  its  findings  to 
the  Council. 

A Society  member  brought  to  our  attention  the  Trim- 
dex  Corporation  which  was  advertising  and  selling  an 
appetite  depressent  through  the  mails.  Through  the  co- 
operative efforts  of  the  committee  and  the  United 
States  Postal  Service,  Trimdex  Corporation  agreed  to 
cease  operation,  not  only  in  New  York  State,  but  Con- 
necticut as  well. 

The  committee  investigated  and  responded  to  the  use 
of  magnetic  fields  in  the  control  of  intractable  pain. 

We  also  continued  our  vigilance  on  chiropractic  ac- 


tivities. At  present  the  committee  is  collecting  data  for 
the  Medical  Society  of  the  State  of  New  York  to  pro- 
mote the  sponsorship  of  legislation  that  will  further  re- 
strict chiropractic  activity  in  New  York  State.  The 
committee  has  embarked  on  a new  plan  of  action  which 
will  be  carried  out  over  the  next  three  years. 

We  have  enlarged  our  activities  to  include  a number 
of  new  programs.  In  the  Fall  of  1973,  we  contacted  sev- 
eral of  the  volunteer  health  agencies  throughout  the' 
State  and  scheduled  a meeting  to  develop  a coordinated 
effort  to  combat  medical  quackery.  It  is  our  intent  to 
develop  programs  that  will  meet  the  criteria  of  relevan- 
cy, practicability,  and  permanency.  By  involving  the 
volunteer  agencies,  we  hope  to  develop  effective  educa- 
tional materials  to  include  among  others,  cancer,  arthri- 
tis, and  cardiovascular  quackery.  We  will  develop  edu- 
cational materials  geared  to  adults  as  well  as  a syllabus 
to  be  used  in  health  education  in  the  elementary  and  ju- 
nior high  schools.  If  these  efforts  prove  successful,  we 
intend  to  extend  an  invitation  for  cooperation  to  the 
Comprehensive  Health  Planning  agencies,  Regional 
Medical  Programs,  and  other  allied  professional  so- 
cieties. 

We  expect  to  continue  our  work  with  the  voluntary 
health  agencies  as  long  as  there  is  mutual  interest.  We 
are  in  the  process  of  developing  an  educational  demon- 
stration to  be  used  at  public  gatherings  and  in  schools 
throughout  the  State.  Hopefully,  we  will  be  able  to  in- 
clude the  Medical  Society’s  exhibit  van  for  further  dem- 
onstration projects. 

Members  of  the  committee  attended  the  AMA  Re- 
gional Conference  on  Quackery  on  August  25,  1973. 

I would  like  to  thank  the  members  of  the  Quackery 
Committee  for  their  interest,  enthusiasm,  and  atten- 
dance at  meetings  this  past  year.  I would  also  like  to 
thank  Norman  S.  Moore,  M.D.,  Director,  Division  of 
Scientific  Activities  and  Mr.  Guy  D.  Beaumont,  Direc- 
tor, Division  of  Public  and  Professional  Affairs  for  their 
assistance  to  the  committee  and  leadership  during  the 
past  year. 

The  committee  as  a whole  would  like  to  commend  Al- 
fred A.  Angrist,  M.D.,  Editor  of  the  New  York  State 
Journal  of  Medicine  for  his  excellent  and  timely  chiro- 
practic and  quackery  editorials. 

Respectfully  submitted, 

John  F.  Spring,  M.D.,  Chairman 


Venereal  Disease 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Venereal  Disease 


are  as  follows: 

Bruce  P.  Webster,  M.D.,  Chairman New  York 

Burton  Allyn,  M.D Rockland 

Louis  E.  Soscia,  M.D Bronx 


No  meetings  of  this  committee  have  been  held  since 
there  appeared  to  be  no  pressing  problems  to  bring  be- 
fore the  committee. 

The  National  Commission  on  Venereal  Disease  of  the 
Department  of  Health,  Education,  and  Welfare  recom- 
mended that  the  Governor  of  each  State  appoint  a VD 
Task  Force  to  correlate  the  work  of  the  state  health  de- 
partment, the  state  medical  society  and  such  organiza- 
tions as  the  Parent-Teachers  Association  and  others 
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concerned  in  the  problem  of  the  venereal  disease  control 
within  the  state.  Many  states  have  already  done  this 
and  preliminary  conversations  have  been  held  with  the 
New  York  State  Health  Department  in  Albany. 

In  my  opinion,  the  instigation  of  such  a task  force  or 
committee  is  one  of  the  important  things  which  the  ve- 
nereal disease  committee  of  the  Medical  Society  of  the 
State  of  New  York  could  do.  I have  been  out  of  the 
country  but  have  now  returned  and  contemplate,  in  the 
immediate  future,  carrying  on  conversations  in  regard  to 
getting  together  the  members  of  the  committee  and  in- 
terested consultants,  with  this  in  mind. 

Respectfully  submitted, 

Bruce  Webster , M.D.,  Chairman 

Nursing  and  Allied  Health  Professions 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Nursing  and  Al- 
lied Health  Professions  are  as  follows: 


Lester  J.  Candela,  M.D.,  Chairman Nassau 

Frank  Albert  Baumann,  M.D Broome 

Clarke  T.  Case,  M.D Oneida 

Katharine  L.  Friedmann  Westchester 

Frank  C.  Nichols,  M.D Nassau 


Nursing.  The  Committee  on  Nursing  and  Allied 
Health  Professions  met  on  April  16th,  1973  in  response 
to  a letter  from  an  upstate  hospital,  which  requested  ad- 
vice in  regard  to  a demand  by  the  Nursing  Department 
of  an  affiliated  college.  The  hospital  had  been  request- 
ed to  permit  the  nursing  students  to  take  histories  of  pa- 
tients, utilizing  tape  recorders,  following  which  the  tapes 
could  be  replayed  for  “teaching  purposes.”  It  was  the 
intent  of  the  school  to  have  the  nursing  students  per- 
form complete  physical  examinations,  including  “men- 
suration, inspection,  palpation,  percussion,  and  auscul- 
tation.” The  committee  discussed  the  problem  and 
voted  disapproval  on  several  grounds: 

1.  There  was  a possibility  for  independent  judg- 
ment in  the  absence  of  adequate  training. 

2.  There  were  the  possibilities  of  a)  Having  the 
tapes  fall  into  the  wrong  hands;  and  b)  If  the  tapes 
were  destroyed  (as  allegedly  intended)  and  a court 
case  should  evolve  with  the  plaintiffs  lawyer  request- 
ing the  tapes  as  evidence,  other  legal  complications 
might  arise. 

3.  Several  legal  counsels  gave  the  opinion  that  the 
procedure  might  be  illegal. 

4.  There  is  question  of  the  vague  understanding 
and  admissibility  of  “informed  consent.” 

At  the  meeting  of  the  Council,  the  disapproval  of  the 
committee  was  upheld. 

The  committee  also  expressed  the  view  that  if  a nurse 
merely  observes  and  reports  in  the  traditional  manner, 
she  would  not  be  practicing  medicine,  but  if  she  at- 
tempted to  evaluate  her  findings  independently  and 
takes  action,  this  would  be  the  practice  of  medicine.  It 
was  noted  that  the  nurses’  “action  should  hinge  on  ex- 
pressed orders  and/or  concurrence  in  each  case.” 

The  committee  also  suggested  that  the  hospital  in 
question  should  consult  its  own  legal  department  and 
that  of  the  Hospital  Association  of  New  York  State. 

The  Council  concurred  and  approved  the  committee 
report  as  a whole  and  the  hospital  was  to  be  so  notified. 
Allied  Health.  As  the  chairman  of  the  Nursing  and 


Allied  Health  Professions  Committee,  I attended  a 
meeting  of  the  Public  Health  and  Education  Commis- 
sion in  Albany  on  July  19,  1973.  The  agenda  of  the 
meeting  probably  will  be  detailed  under  that  commis- 
sion’s report,  but  the  undersigned  reported  the  views  of 
the  committee,  and  those  of  the  nursing  profession  as 
related  here. 

The  undersigned  expressed  some  misgivings  about 
the  insidious  introduction  of  insufficiently  trained  per- 
sonnel into  the  profession,  potentially  creating  a situa- 
tion reminiscent  of  the  pre-Flexner  days.  Happily,  it  is 
noted  that  the  State  Public  and  Professional  Relations 
Committee  shares  similar  concern  and  has  approved  an 
appropriate  resolution  calling  for  action. 

Respectfully  submitted, 

Lester  J Candela,  M.D.,  Chairman 

Rural  Medical  Service 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Rural  Medical 


Service  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman Onondaga 

Edward  A.  Barrett,  M.D Orleans 

Stephen  W.  Blatchly,  M.D Tompkins 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Donald  W.  Richie,  M.D Westchester 

Stuart  A.  Winning,  M.D St.  Lawrence 

Hugh  M.  McChesney,  M.D.,  Advisor Oswego 

James  J.  Quinlivan,  M.D.,  Advisor  Albany 


The  Rural  Medical  Service  Committee  of  the  Medical 
Society  of  the  State  of  New  York  submits  the  following 
report. 

Community  Medical  Services,  the  research  arm  of  the 
Rural  Medical  Service  Committee  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  has  developed  a rural 
health  planning  model  which  will  produce  data  con- 
cerning the  current  health  problems,  utilization  of  ser- 
vices, availability  of  resources,  and  health  trends  in 
areas  of  the  State  needing  medical  coverage.  The 
model,  a basement  membrane  model,  is  a method  for: 

(1)  providing  in-depth  village  and  town  level  socioeco- 
nomic, illness,  hospitalization,  manpower,  insurance 
coverage,  and  medical  expenditures  data; 

(2)  providing  a vehicle  for  consumer  health  education, 
consumer  involvement,  and  ultimately,  consumer  par- 
ticipation in  implementing  rural  health  programs; 

(3)  providing  a mechanism  for  actively  joining  provid- 
ers, consumers,  and  health  planning  professionals  in 
welding  more  effective  rural  health  systems. 

This  rural  health  planning  model  includes  instru- 
ments for  surveying  of  physicians,  or  providers  of  medi- 
cal care,  leaders  of  communities,  and  consumers  of 
health  services.  The  triadic  approach,  collecting  facts 
and  opinions  from  three  levels  of  community  structure, 
permits  comparison  of  professionals’  views  on  health 
care  with  laymens’  concerns  and  expressions  of  prob- 
lems and  needs. 

Community  Medical  Services  has  tested  the  model  in 
28  towns  with  a combined  population  of  over  60,000.  As 
a result  of  these  studies,  new  physicians  have  been  re- 
cruited. It  is  essential  that  all  areas  of  rural  New  York 
State  be  studied  by  this  method  in  order  to  create  in- 
depth  sociomedical  baseline  data  which  will  produce  a 
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profile  of  the  community,  arouse  the  interest  of  the  com- 
munity to  their  responsibilities  in  obtaining  medical 
coverage,  and  also  identify  the  type  of  medical  care  nec- 
essary for  the  area. 

Community  Medical  Services,  as  a result  of  its  studies 
and  efforts,  are  convinced  that  obtaining  medical  cover- 
age and  securing  new  physicians  to  furnish  such  cover- 
age is  the  responsibility  of  the  local  community.  Com- 
munities in  rural  areas  must  study  their  own  potential 
as  to  economic,  educational,  and  growth  patterns  in 
order  to  attract  physicians  for  their  areas. 

In  1972  the  Health  Services  and  Mental  Health  Ad- 
ministration, Regional  Medical  Programs  Service,  con- 
tracted with  Community  Medical  Services  to  produce  a 
kit,  or  handbook,  describing  in  full,  procedures  to  be  fol- 
lowed in  conducting  community  health  surveys.  This 
effort  has  been  a top  priority  during  the  past  year.  A 
complete  working  packet  containing  instructions  and  in- 
struments by  which  communities  and  health  planning 
organizations  can  conduct  their  own  community  health 
surveys  is  ready  for  field  testing.  It  is  a “do-it-yourself’ 
kit.  This  do-it-yourself  kit  is  for  use  by  communities 
across  the  State  and  the  nation. 

Accurate  data  is  essential  for  informed  decision 
making.  Although  local  residents  may  have  insight 
into  unique  individual  community  and  area  health 
needs,  their  views  may  be  incomplete,  and  in  some  cases, 
distorted  by  proximity  to  local  situations. 

Health  care  providers  and  consultants  from  outside 
the  community  (whether  from  area,  regional,  state,  or 
federal  organizations)  must  have  facts,  statistical  mea- 
surements, and  most  important,  a complete  community 
health  profile  in  order  to  study,  to  evaluate,  to  sanction, 
to  recommend  health  delivery  plans  and  projects. 

Utilization  of  instruments  designed  into  the  “base- 
ment membrane  model”  makes  it  possible  for  the  spon- 
soring organization  to  tabulate  results  which  reduces 
costs  to  a minimum  while  enhancing  accuracy  and  pro- 
viding the  opportunity  for  the  most  detailed  analysis  de- 
sired. 

This  kit  will  include  a program  for  a community 
which  has  access  to  required  computer  processes  and 
can  afford  the  cost  of  computer  time. 

Community  residents  are  more  likely  to  extend 
full  cooperation  to  friends  and  neighbors  than  to 
representatives  of  organizations  from  outside  the 
area.  This  model  specifically  calls  for  the  use  of  volun- 
teer interviewers  who  are  community  residents,  rather 
than  students,  professional  interviewers,  or  representa- 
tives of  health  planning  agencies.  The  volunteer  inter- 
viewer is  often  more  conscientious  in  this  assignment 
than  outside  participants — knowing  that  his  own  inter- 
ests and  the  concerns  of  families  and  neighbors  are  in- 
volved. 

Inasmuch  as  the  Rural  Medical  Service  Committee, 
through  Community  Medical  Services,  has  prepared 
these  do-it-yourself  kits,  the  Committee  is  planning  to 
determine  the  rural  health  needs  of  Upstate  New  York 
by  a sample  postcard  questionnaire  survey  of  all  vil- 
lages, hamlets,  and  unincorporated  areas  with  popula- 
t ions  of  from  50  to  5,000. 

When  the  communities  are  designated,  the  Commit- 
tee will  enlist  the  services  of  physicians  in  these  areas  in 
an  attempt  to  help  communities  organize  the  complete 
surveys  of  their  areas.  The  cost  of  the  survey,  which  is 
minimal  in  comparison  to  other  types  of  studies,  should 


be  assumed  by  the  community.  Physicians  and  con- 
sumers located  in  medically  deprived  areas  are  invited 
to  communicate  with  Community  Medical  Services  for 
further  details. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

Your  reference  committee  has  considered  the  excel- 
lent reports  of  the  following  committees: 

Accident  and  Injury  Prevention,  Aging  and  Nursing 
Homes,  Alcoholism,  Cancer,  Cardiovascular  Disease, 
Chronic  Pulmonary  Diseases,  Drug  Abuse,  Emergency 
Health  Services,  Environmental  Quality,  Family  Physi- 
cians, Forensic  Medicine,  Health  Manpower,  Maternal 
and  Child  Welfare,  Medical  Aspects  of  Sports,  Mental 
Health,  Metabolic  Diseases,  Physical  Medicine  and  Re- 
habilitation, Quackery,  Venereal  Disease,  Nursing  and 
Allied  Health  Professions,  and  Rural  Health. 

The  reference  committee  accepts  these  reports  and 
acknowledges  the  tremendous  amount  of  effort  and  hard 
work  by  the  members  of  these  committees  and  we  urge 
that  each  of  you  (if  you  have  not  already  done  so)  read 
these  reports,  in  their  entirety. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 


Continuing  (Postgraduate)  Education 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Continuing  (Post- 


graduate) Education  are  as  follows: 

Marvin  L.  Bloom,  M.D.,  Chairman  Erie 

William  C.  Felch,  M.D Westchester 

George  Himler,  M.D New  York 

Philip  I.  Levitan,  M.D Suffolk 

James  A.  Moore,  M.D Albany 

Ward  L.  Oliver,  M.D Albany 

Robert  Lee  Patterson,  Jr.,  M.D New  York 

Theordore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Oneida 

Morris  Theodore  Tanenhaus,  M.D Kings 

Franklyn  B.  Amos,  M.D Albany 

Edward  C.  Coates,  M.D.,  Advisor Albany 

Thomas  W.  Mou,  M.D.,  Advisor Albany 


Clear  issues  have  emerged  during  the  past  year: 
about  mandating  postgraduate  education;  about  what 
would  be  acceptable  in  the  postgraduate  process;  about 
recertification  in  specialties  and  relicensure;  about  end- 
less multiple-examination  tracks,  ostensibly  to  reassure 
competence;  and  about  integrating  peer-review  with 
postgraduate  education.  The  substance  of  the  com- 
mittee’s deliberations  during  the  past  year  has  been  de- 
voted to  these  issues  and  to  the  planning  of  a new  state- 
wide, multiple-sponsor  postgraduate  system. 

To  improve  the  quality  of  medical  care,  the  postgrad- 
uate process  must  reach  all  physicians  and  have  the  ca- 
pability both  to  provide  immediate  data  for  clinical 
problem-solving  and  to  promote  general  professional 
competence.  Because  of  the  pace  of  change,  this  has  be- 
come a tall  order,  too  much  for  the  current  system  to 
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fulfill.  Something  better  must  be  provided.  The  com- 
mittee has  devised  a Statewide  approach  which  would 
recruit  all  available  organizational  resources  in  a care- 
fully planned,  properly  representational,  cooperative  ef- 
fort. Having  accepted  this  concept,  the  Medical  Society 
of  the  State  of  New  York  has  employed  professional 
medical  planners  and  begun  the  work  of  a system-de- 
sign, with  representatives  of  the  professional  specialty 
societies,  the  medical  schools,  the  Department  of 
Health,  and  the  Department  of  Education.  Each  of 
these  has  a major  stake. 

Therefore,  a beginning  has  been  made  during  the  past 
year  toward  planning  a better  postgraduate  system. 
What  has  been  accomplished,  and  how  long  will  it  take 
to  complete  a blueprint  so  that  visible  implementation 
can  be  stated?  A clear  concept  has  been  delineated,  the 
Medical  Society  has  allocated  limited  seed-money  and 
proposals  for  further  funding  have  been  made  to  outside 
sources. 

Planning  Costs.  We  are  like  an  industry  with  the 
problem  of  a new  product.  It  can  be  projected  convinc- 
ingly that  the  new  system  would  be  selfsupporting.  But 
the  machinery  must  be  blueprinted  before  it  can  be 
built  and  tested  before  it  can  be  operated. 

Such  a crash  program  as  is  needed  would  take  two 
years,  with  small-scale  testing  during  the  third  year. 
This  would  be  costly. 

What  is  contemplated  is  a Statewide  system  which 
would  be  operated  in  a collective  or  cooperative  way 
with  the  Medical  Society  sharing  both  representation 
and  authority  with  governmental  agencies,  professional 
societies,  and  medical  schools.  The  Society  has  under- 
written significant  costs  already  in  several  years’  work 
and  by  retaining  professional  planners  who  are  at  work 
now.  Whereas  the  other  major  partners  could  contrib- 
ute unique  resources  to  an  operative  system,  there 
would  be  no  reasonable  expectation  that  they  could  ante 
up  immediately  and  proportionately  toward  the  costs  of 
planning.  With  this  in  mind,  the  committee  has  turned 
outside  to  look  for  support. 

Reiteration  of  the  Statewide  Postgraduate  Sys- 
tem Concept.  There  would  be  two  components  in  the 
statewide  system.  One  would  be  a new  centrally  consol- 
idated data  source,  available  to  all  physicians  at  all 
times,  providing  information  and  (when  necessary)  con- 
sultative advice  for  clinical  problem  solving.  The  other 
would  be  a reorganized  postgraduate  process  which 
would  follow  specialty  lines,  facilitate  study,  and  stress 
opportunities  for  instruction  in  the  context  of  daily  clin- 
ical work. 

The  emphasis  would  involve  the  kind  of  education 
which  would  affect  medical  care  directly.  Taking  infor- 
mation from  peer  review,  defects  in  medical  care  quality 
would  be  identified  and  remediable  programs  would  be 
presented.  At  the  same  time,  it  is  necessary  to  remind 
everyone  concerned,  including  the  public  at  large,  that 
many  medical  care  deficiencies  come  from  outside  Med- 
icine and  are  not  susceptible  to  remedy  from  postgradu- 
ate effort. 

According  to  Statewide  guidelines,  all  physicians 
would  have  the  opportunity  to  affiliate  with  the  post- 
graduate system  and  to  document  participation.  Fol- 
lowing a carefully  specified  annual  protocol,  the  profes- 
sional specialty  societies  would  devise  differentiated 
recommendations  for  study.  This  would  be  carried  out 
under  the  aegis  of  a central  representative  council,  with 


assistance  from  all  of  the  sponsoring  organizations  in- 
volved. Thereby,  the  recommendations  would  be  based 
on  study  of  new  scientific  advances,  public  health  data, 
observations  of  medical  care  quality,  liaison  with  peer 
review  and  evaluation  of  previous  postgraduate  pro- 
grams. Along  with  options  for  study  and  instruction, 
these  annual  determinations  would  be  published  and 
circulated  by  the  council.  In  addition,  the  council 
would  have  a responsibility  to  evaluate  the  impact  of 
postgraduate  education  on  clinical  care,  promote  needed 
changes,  and  supervise  the  central  information  bank. 

The  following  is  an  outline  of  the  system: 

STATEWIDE  POSTGRADUATE  SYSTEM 

a.  Cooperating  Sponsors.  MSSNY,  Professional 
Specialty  Societies,  Medical  Schools,  Department  of 
Health  b.  Liaison.  Peer  Review  Process,  Depart- 
ment of  Education  c.  Participants.  All  physicians, 
through  registration  and  documentation  of  studies 
along  elected  specialty  lines,  d.  Operations.  Central 
data  resource  for  clinical  problem  solving  assistance, 
programs  for  study  and  instruction,  differentiated  ac- 
cording to  specialties,  e.  Governance.  Central  coun- 
cil, representative  of  cooperating  sponsors  and  enlist- 
ing resources  of  all  involved. 

Confronting  Postgraduate  Pressures.  Across  the 
country,  various  legislators  and  licensing  bodies  have 
been  pressing  for  a more  visible  and  mandatory  post- 
graduate system.  In  their  view,  this  would  be  a way  for 
them  to  assure  their  constituents  about  continuing  com- 
petence of  medical  practitioners  and  access  to  quality 
care.  The  trend  to  this  kind  of  thinking  has  progressed 
to  a point  where  periodic  recertification  of  specialists 
and  periodic  relicensure  procedures  have  been  proposed 
seriously.  The  National  Board  of  Medical  Examiners, 
acting  with  the  medical  schools  and  other  authorities, 
has  advanced  a proposal  for  an  endless,  periodic,  multi- 
ple-track, career-duration  system  of  examinations,  and 
reexaminations.  In  this  latter  system,  failure  to  comply 
or  failure  to  pass  scrutiny  would  invoke  serious  penalties 
and  limitations  on  the  scope  of  practice  that  would  be 
permitted. 

Not  all  of  the  impetus  toward  this  kind  of  obstructive- 
punitive  examination  network  has  come  from  outside 
the  profession.  Some  of  the  inside  participants  have  in- 
cluded the  specialty  boards,  many  sectors  of  academia, 
and  organized  medicine  itself.  The  reason  given  is  usu- 
ally that,  if  the  doctors  do  not  impose  new  regulations  of 
their  own,  more  adverse  measures  would  be  legislated. 
This  may  or  may  not  be  true.  Some  ideas  advanced 
from  within  the  profession  have  been  far  more  obstruc- 
tive than  anything  contemplated  outside. 

In  our  own  State,  the  Department  of  Education  has 
recommended  legislation  that  would  mandate  postgrad- 
uate education,  as  a condition  of  periodic  license  renew- 
al. One  of  the  constituent  county  societies  of  MSSNY 
recently  proposed  a resolution,  adopted  as  amended  and 
referred  to  the  Committee  on  Bylaws  by  the  House  of 
Delegates,  which  would  require  acceptable  documenta- 
tion of  continuing  medical  education  as  a condition  of 
society  membership.  Dealing  with  this  resolution,  the 
committee  has  recognized  two  options.  One  way  to 
react  is  to  reiterate  the  longstanding  position  of  the  So- 
ciety that  continuing  education  should  be  voluntary, 
thus  advising  the  membership  to  reject  any  such  manda- 
tory condition.  Another,  quite  different,  approach 
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would  be  to  advise  acceptance  of  an  educational  qualifi- 
cation for  membership,  but  to  defer  invoking  it  until  the 
new  statewide  postgraduate  system  being  planned  could 
be  made  available.  In  the  continuing  view  of  the  com- 
mittee, the  manner  and  extent  of  educational  activity 
should  remain  an  individual  and  voluntary  matter. 
Nevertheless,  the  fact  that  the  resolution  was  passed  by 
the  House  of  Delegates  and  referred  to  the  Committee 
on  Bylaws  must  be  taken  to  be  a significant  token  of 
changing  membership  sentiment.  If  that  proves  to  be 
the  case,  the  committee  would  advise  strongly  that 
MSSNY  take  the  opportunity  to  speed  up  implementa- 
tion of  the  new  postgraduate  system  (instead  of  obliging 
the  membership  to  accept  the  current,  obsolete  “Brow- 
nie-point” approach  to  continuing  education). 

Some  other  state  societies  have  taken  steps  already  to 
require  continuing  education  for  membership.  Others 
are  planning  to  follow.  In  those  instances,  it  is  a matter 
of  documenting  credits  by  attending  approved  courses. 
Because  the  committee  finds  that  this  approach  has  not 
had  demonstrable  impact  on  medical  care  quality,  it 
must  advise  MSSNY  to  avoid  it  and  to  take  national 
leadership  by  providing  its  membership  with  access  to  a 
much  more  constructive  alternative. 

The  committee  is  at  least  as  mindful  as  any  other 
group  of  concerned  physicians  that  postgraduate  educa- 
tion should  be  a powerful  instrument  for  improving 
medical  care.  But  it  should  be  kept  in  mind  that  over 
regulation  and  excessive  examination  could  come  about 
readily  in  the  current  climate;  thus  leaving  to  the  future 
an  obstructive  maze  which  could  only  serve  to  discour- 
age the  best  clinicians  and  the  new  physicians. 

Conclusion.  What  is  needed  is  a crash  program  to 
blueprint  and  test  the  proposed  new  statewide  postgrad- 
uate system.  The  committee  has  advanced  the  concept 
and  has  tried  to  get  the  planning  funded  mainly  from 
outside  sources.  We  are  awaiting  answers  from  three 
competent  foundations  at  the  present  time.  Mean- 
while, the  best  medical  planners  in  the  country  have 
been  retained  with  limited  society  funds  to  do  some  pre- 
liminary work.  All  of  this  has  been  accomplished  dur- 
ing the  past  year. 

Furthermore,  looking  forward  to  cooperation  with  the 
other  major  statewide  educational  forces,  the  committee 
has  been  meeting  with  representatives  of  the  profession- 
al specialty  societies,  the  medical  schools,  and  the  De- 
partments of  Health  and  of  Education  of  the  State  of 
New  York.  Therefore,  a basis  for  collective  operation  of 
the  new  system  has  been  created.  At  the  moment,  plan- 
ning cannot  be  accelerated  without  adequate  funds  for  a 
crash  program.  This  is  a matter  which  should  be  deli- 
berated by  MSSNY  membership.  The  sooner  we  im- 
prove the  postgraduate  process,  linked  directly  with 
peer  review  and  directed  toward  optimum  care,  the 
sooner  that  deserved  criticism  will  be  terminated,  both 
from  within  and  beyond. 

Respectfully  submitted, 

Marvin  L.  Bloom,  M.D.,  Chairman 

Continuing  (Postgraduate)  Education 
(Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Medicine  is  running  scared.  There  is  good  reason  to 
feel  that  the  profession  must  provide  a visible  kind  of 


postgraduate  education,  so  as  to  supply  acceptable  as- 
surance, to  public  and  governmental  forces,  that  profes- 
sional competence  is  being  maintained. 

Right  now,  in  our  own  State,  there  is  polarization  of 
opinion  about  what  should  be  done.  One  view  is  that 
the  Medical  Society  of  the  State  of  New  York  should  en- 
force postgraduate  participation  as  a qualification  of 
continuing  membership  in  the  Society.  The  same  view 
states  that  all  physicians  should  supply  continuing  evi- 
dence of  participation  by  submitting  aggregate  credits 
(obtained  by  attending  AMA-approved  courses)  so  as  to 
be  certified  accordingly.  In  order  to  implement  such  an 
approach,  extensive  resources  would  have  to  be  assigned 
by  the  Medical  Society  of  the  State  of  New  York  for 
central  staff  to  process  the  paperwork,  and  for  expensive 
survey  teams  dispatched  throughout  the  State  to  ap- 
prove individual  educational  sponsors  (according  to  the 
AMA  procedure). 

There  is  another  point  of  view,  which  is  the  one  advo- 
cated by  the  Continuing  Education  Committee.  In  this 
approach,  Committee  feels  that  the  course-attendance 
credits  method  would  not  contribute  to  medical  care 
quality;  lacking  a sound  structure,  and  failing  to  identify 
educational  needs  (based  on  analysis  of  medical  care  de- 
ficiencies and  new  scientific  progress)  which  should  be 
the  basis  for  designing  courses  and  other  kinds  of  learn- 
ing programs.  In  this  second  view,  the  professional  spe- 
cialty societies  would  be  the  spokes  of  the  wheel  of  a 
wholly  new  statewide  postgraduate  education  structure. 

Each  physician  would  have  a documented  relation- 
ship to  a statewide  network,  differentiated  along  spe- 
cialty lines.  There  would  be  a central  representative 
and  accountable  Council  (MSSNY,  Medical  Schools, 
Professional  Specialty  Societies,  Department  of 
Health,  Department  of  Education).  Medical  infor- 
mation retrieval  for  physicians  would  be  facilitated. 
Learning  goals  and  programs  would  be  initiated  by 
the  specialty  societies.  Monitoring  procedures  for  in- 
dividual physicians  would  be  worked  out  within  the 
statewide  system,  which  would  be  integrated  with 
peer  review. 

The  professional  specialty  societies  would  take  pri- 
mary responsibility  to  identify  learning  needs  on  an 
annual  basis.  These  would  be  published  and  distrib- 
uted; indicating  appropriate  references,  self-study 
suggestions,  and  relevant  learning  programs  or  cours- 
es. The  statewide  structure  would  be  under  the  su- 
pervision of  a representative  Council,  made  up  of  phy- 
sicians appointed  by  the  major  educational  sponsors, 
the  professional  specialty  societies,  medical  schools, 
the  Department  of  Health,  the  Department  of  Educa- 
tion, and  the  Medical  Society  of  the  State  of  New 
York.  The  creation  of  such  a statewide  structure  has 
been  started,  a major  foundation  has  indicated  inter- 
est in  supporting  the  cost  for  professional  planners  to 
develop  the  system -design,  and  it  would  be  intended 
that  the  new  postgraduate  education  system  would  be 
self-supporting. 

If  each  of  the  professional  specialty  societies  would 
dedicate  effort  immediately,  so  that  learning  recommen-  I 
dations  to  their  members  could  be  made  available  in 
published  form  by  the  end  of  1974,  the  new  statewide 
system  could  be  launched.  The  deliberations  of  each  of 
these  societies  would  be  guided  by  the  concept  that  each 
physician  in  a specialty  needs  to  know  a certain  body  of 
general  knowledge,  in  addition  to  the  responsibility  to 
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be  informed  about  the  narrower  subspecialties.  In  ad- 
dition, recommendations  for  learning  would  be  guided 
by  pragmatic  considerations  of  the  limited  time  avail- 
able for  physicians  to  devote  to  continuing  education. 
Therefore,  all  suggestions  for  learning  would  be  devised 
so  that  a reasonable  time-frame  would  be  designated. 
Ultimately,  there  are  going  to  be  questions  about  how 
physicians  would  be  monitored  with  respect  to  their  ac- 
complishments and  medical  care  quality  derived  from 
postgraduate  education.  The  final  answer  to  evaluation 
will  probably  never  be  supplied,  and,  in  the  meantime, 
some  form  of  peer  review  might  prove  to  be  acceptable, 
but  this  should  be  interdigitated  with  the  operations  of 
the  new  statewide  postgraduate  system. 

Each  individual  learns  best  in  his  own  way.  A major 
thrust  of  the  new  statewide  system  would  be  to  facilitate 
learning  in  the  context  of  daily  clinical  care  through  a 
structured  consultation  procedure,  better  availability  of 
consensus  information  and  other  methods,  both  old  and 
new.  At  least  by  identifying  and  publishing  learning 
goals,  the  problem  of  evaluation  would  be  facilitated. 
The  impact  of  postgraduate  education  should  be  reflect- 
ed in  a measurable  way  by  corresponding  changes  in 
medical  care. 

Two  recent  observations  have  stated  very  well  both 
the  challenge  of  postgraduate  medicine  and  the  danger 
of  reaching  for  expedient  solutions.  John  Millis  states 
the  challenge:  . “the  argument  is  that  if  physicians 
cannot  or  will  not  assume  responsibility  (in  postgradu- 
ate education)  then  someone  else  must  do  so.  The  only 
way  a physician  can  discharge  a voluntarily  assumed  re- 
sponsibility for  excellence  and  its  maintenance  is 
through  the  organized  efforts  of  himself  and  ...  his 
peers  . . . What  is  needed  is  a creative  change  in  the  or- 
ganization and  procedures  of  continuing  medical  educa- 
tion.” Then,  in  a recent  New  England  Journal  of  Med- 
icine editorial,  F.  J.  Ingelfinger,  M.D.,  pointed  out  dan- 
gers of  running  scared.  His  editorial  is  entitled  “If  We 
Don’t  Do  It,  They  Will!”  “THEY,  of  course,  is  govern- 
ment . . .”  “If  the  shortcomings  of  medicine  are  not  cor- 
rected, doctors  and  biomedical  scientists  earnestly  warn 
each  other,  THEY  will  take  the  necessary  steps.”  “If 
PSRO’s  are  not  implemented  by  medical  groups,  THEY 
will  define  and  run  the  organizations,”  etc.,  etc.  “Not  a 
single  voice  was  raised  to  suggest  that  continuing  educa- 
tion might  be  a good  thing  in  itself — good  for  the  patient 
and  even  the  doctor.  That’s  the  problem:  waving  the 
big  stick  of  what  THEY  will  do  has  become  such  an  all- 
pervasive  form  of  argument  that  change  is  advocated 
and  accepted  for  evasive  and  expedient  reasons  rather 
than  for  the  positive  values  inherent  not  only  in  con- 
tinuing education  but  also  in  quality  control,  preventive 
medicine,  and  ethical  behavior  by  both  practitioner  and 
researcher.”  “Running  scared  may  sometimes  be  the 
better  part  of  valor,  but  such  tactics  should  be  subsid- 
iary to  a more  positive  stance,  a stance  taken  in  the  hope 
of  gaining  a benefit,  not  in  the  hope  of  avoiding  a harm.” 

Across  the  country,  a fear  of  what  THEY  might  do 
has  led  to  expedient  actions  of  various  kinds.  At  the 
present  time,  two  states  require  periodic  relicensure, 
based  on  documented  attendance  at  continuing  educa- 
tion courses.  There  is  talk  that  attendance  credits 
might  not  be  enough,  and  that  actual  examinations 
might  be  imposed  at  a later  time.  Four  of  the  state 
medical  societies  now  mandate  postgraduate  attendance 
courses  for  membership.  Fourteen  specialty  societies 


offer  self-assessment  examinations,  and  the  talk  has 
begun  that  these  will  be  used  and  graded  by  the  Boards 
toward  periodic  re-certification.  Therefore,  what  began 
as  an  excellent  approach  to  continuing  education  has  be- 
come distorted  into  a weapon  for  potentially  punitive 
action.  Medical  record  audits  are  being  talked  about  as 
a basis  for  additional  relicensure  and  re-certification. 
Altogether  and  motivated  mainly  by  fear  of  what  THEY 
might  do,  there  is  considerable  momentum  behind 
mandated  postgraduate  education  and  all  kinds  of  puni- 
tive examinations  and  sanctions. 

The  Medical  Society  of  the  State  of  New  York  post- 
graduate committee  would  prefer  that  we  use  resources 
in  a more  constructive  way:  to  emphasize  better  educa- 
tional methods,  facilitated  access  to  information  and 
learning  programs  based  on  identified  needs.  The  pro- 
jected statewide  postgraduate  system  for  New  York 
State  would  represent  the  first  coordinated  effort  of  its 
kind  in  this  country.  It  would  be  initiated  by  the  medi- 
cal profession  itself.  As  a benchmark  accomplishment, 
it  would  involve  all  other  major  educational  sponsors, 
including  the  relevant  academic  and  governmental  en- 
tities (MSSNY,  medical  schools,  the  professional  spe- 
cialty societies,  the  Department  of  Health,  the  Depart- 
ment of  Education).  It  would  have  the  competence  to 
supervise,  monitor  and  evaluate  both  the  quality  of 
medical  care  and  the  activities  of  physicians.  It  would 
be  able  to  react  to  changes  and  deficiencies,  by  altering 
its  educational  programs.  It  would  provide  a creative, 
constructive,  and  accountable  approach.  We  might  be 
asked  to  establish  our  own  measurements  of  competence 
for  physicians,  but  we  should  not  be  threatened  or  be 
forced  to  adopt  obsolete  educational  procedures  or  puni- 
tive regulations. 

If,  by  the  end  of  1974,  the  professional  specialty  so- 
cieties would  give  us  their  postgraduate  determinations 
for  their  members,  we  would  be  well  on  our  way  to  make 
available  a new  and  better  kind  of  educational  support 
which  would  benefit  both  the  patient  and  the  physician. 

Respectfully  submitted., 

Marvin  L.  Bloom,  M.D.,  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  notes  with  great  interest  the 
Supplementary  Report  of  the  Committee  on  Continuing 
(Postgraduate)  Education.  The  reference  committee 
heard  testimony  proposing  a new  methodology  for  con- 
tinuing education  in  the  State  of  New  York.  We  have 
been  informed  that  there  is  excellent  rapport  between 
the  Medical  Society  of  the  State  of  New  York,  the  medi- 
cal schools  in  New  York  State,  the  MSSNY  Interspeci- 
alty Committee,  the  New  York  State  Department  of 
Health,  and  the  New  York  State  Department  of  Educa- 
tion. In  attempting  to  formulate  this  program,  the  ref- 
erence committee  urges  the  Council  of  the  Medical  Soci- 
ety of  the  State  of  New  York  to  support  this  most  wor- 
thy endeavor. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 
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Data  Processing  in  Medicine 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Data  Processing  in 
Medicine  are  as  follows: 


William  A.  Bauman,  M.D.,  Chairman New  York 

William  J.  Burke,  M.D Westchester 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Michael  Moynahan,  M.D Clinton 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Edward  Vastola,  M.D Kings 

Charles  Weller,  M.D Westchester 

Sheldon  Zimberg,  M.D New  York 

Philip  Aisen,  M.D.,  Advisor Bronx 

Mr.  Allan  C.  Anderson,  Advisor Rochester 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Donald  M.  Shapiro,  M.D.,  Advisor New  York 


The  committee  met  June  5,  1973  at  Memorial  Sloan- 
Kettering  Hospital  in  New  York.  Our  resolution  73-4, 
passed  by  the  House  of  Delegates  at  its  meeting  in  Feb- 
ruary, 1973,  is  intended  to  insure  professionalism  in  the 
operation  of  computer-based  patient  data  banks  by  re- 
quiring confidentiality  of  patient  and  physician  infor- 
mation. The  committee  recommends  that  county  medi- 
cal societies  and  hospitals  develop  appropriate  proce- 
dures, guided  by  standards  and  principles  established 
jointly  by  the  Medical  Society  of  the  State  of  New  York, 
the  New  York  State  Health  Department,  the  Hospital 
Association  of  New  York  State,  and  the  New  York  State 
Nursing  Association,  and  the  New  York  State  Medical 
Record  Association.  The  proposed  joint  guidelines 
should  require  that  a physician  be  nominally  responsible 
for  the  stored  data  and  the  overall  administration  of 
computer  based  information  systems.  Our  committee 
recommends  that  the  Medical  Society  of  the  State  of 
New  York  initiate  and  partially  fund  this  task  force. 
The  proposal  for  a task  force  was  presented  to  the  Com- 
mission on  Public  Health  and  Education  and  the  New 
York  State  Health  Department  on  July  1973.  The  com- 
mission unanimously  approved  the  recommendation  of 
our  committee. 

The  committee’s  review  of  health  insurance  claim 
forms  used  in  New  York  State  reconfirmed  that  lack  of 
control  in  standardization  of  forms  leads  to  inefficien- 
cies, confusion,  and  unnecessarily  increased  costs  of 
medical  care.  The  committee  requests  that  standard 
claim  forms  for  the  State  be  developed,  and  procedures 
for  their  obligatory  use  be  enforced. 

The  committee  has  agreed  to  help  sponsor  the  pro- 
gram of  the  Section  on  Data  Processing  for  the  1974  An- 
nual Convention  of  the  Medical  Society  of  the  State  of 
New  York.  Recent  publications  summarize  the  attrib- 
utes of  good  computer  billing  services  for  physicians. 
Because  such  billing  systems  may  become  popular  the 
committee  urges  the  Society  to  inform  its  members  that 
we  are  available  to  consult  regarding  characteristics  of 
any  commercial  computer  billing  systems. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  heard  valuable  and  excellent 
testimony  from  a member  of  this  committee  regarding 
the  necessity  of  safeguarding  the  confidentiality  of  com- 
puterized medical  records.  The  reference  committee 
notes  with  regret  that  no  supplementary  report  was  re- 
ceived from  the  committee,  although  the  reference  com- 
mittee was  made  aware  of  the  prodigious  amount  of 
work  regarding  this  most  critical  question  facing  medi- 
cine today. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Disaster  Medical  Care 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman  Queens 

William  G.  Abel,  M.D Suffolk 

Russell  Weaver  Greenhalgh,  M.D Onondaga 

Patrick  E.  O’Hara,  M.D Broome 


As  in  the  past,  the  committee  members  have  carried 
on  related  activities  in  their  areas.  National,  State,  and 
AMA  Liaison  continues.  Positive  action  opportunities 
are  rare.  It  is  reported,  however,  with  great  pride  that  a 
nurse  from  a flooded  upstate  area  requested  advice  on 
the  endangered  water  supply. 

The  restoration  of  a State  unified  disaster  capability 
in  the  New  York  State  Division  of  Military  and  Naval 
Affairs,  following  hurricane  Agnes,  is  of  significance. 
Despite  previous  Presidential  expressions  of  increased 
support  and  interest,  the  various  programs  of  Emergen- 
cy Health  Services  of  HEW  have  been  terminated. 

The  impact  of  this  latter  “economy”  measure  will  sur- 
face in  the  future.  Meanwhile,  the  Soviet  Union,  while 
steadily  increasing  its  offensive  capability,  concommi- 
tantly  strengthens  Civil  Defense. 

Your  chairman  was  asked  to  make  a presentation  at 
the  Congressional  Hearing  at  St.  Albans  Naval  Hospital 
on  July  23rd.  A request  from  the  chairman  of  the 
House  Appropriations  Committee  is  in  the  mail  for  an 
appearance  October  1st,  relating  to  the  threatened  clo- 
sure of  this  valuable  disaster  resource  in  Southeastern 
Queens.  This  hospital  is  in  immediate  proximity  to 
Kennedy  International  Airport  and  is  the  last  large  De- 
partment of  Defense  Hospital  in  the  State  of  New  York. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 

Disaster  Medical  Care  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

On  November  5th,  a union  of  30,000  nonprofessional 
hospital  workers  on  strike,  set  up  picket  lines  around 
forty-four  voluntary  hospitals  and  four  nursing  homes  in 
the  metropolitan  area.  Implementation  of  hospital  di- 
saster plans  was  necessitated.  Ingress,  egress,  supply 
deliveries,  and  garbage  removal  were  impeded.  A 
health  emergency  was  declared! 

This  type  of  civil  disturbance  can  recur  and  can  in- 
volve other  areas  in  the  State.  Physicians  concerned 
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with  disaster  situations  would  be  well  advised  to  consid- 
er strikes,  in  addition  to  natural  disaster  and  hostile  ac- 
tion by  any  external  enemy. 

Overt  acts  arising  from  this  article  were  reported  to 
the  League  of  Voluntary  Hospitals  and  Homes  of  New 
York,  60  E.  42nd  Street,  New  York  10017. 

The  article  reproduced  below,  “Reflections  on  the 
Strike,”  was  published  in  the  Peninsula  Hospital  Center 
Chronicle,  December,  1973.  The  article  was  written  by 
Joseph  L.  Bloch,  Executive  Director. 

Respectfully  submitted, 

7.  G.  Frohman,  M.D.,  Chairman 

Reflections  on  the  Strike 

In  the  aftermath  of  the  strike,  we  were  left  with  a 
kaleidoscope  of  impressions,  which  when  sorted  out, 
led  to  the  following  observations: 

First  of  all,  on  the  positive  side,  people  are  wonder- 
ful. Patients,  visitors,  trustees,  staff  members,  ad- 
ministrators, department  heads,  doctors,  nurses,  com- 
munity residents — all  reacted  splendidly  to  the  crisis. 
Volunteers  by  the  scores  offered  their  services,  and 
worked  cheerfully  for  long  hours  at  difficult  or  unfa- 
miliar tasks.  Floor  washing,  pot  scrubbing,  food  serv- 
ing, laundry  folding,  trash  collecting — most  of  the 
jobs  normally  done  by  the  striking  personnel  were  ef- 
ficiently performed  by  volunteer  substitutes. 

Some  of  the  mental  pictures  I shall  always  remem- 
ber include  administrative  personnel  up  to  their  el- 
bows in  soapy  water,  a nurse  mopping  the  floor,  doc- 
tors working  on  the  food  belt  and  loading  trays  on  the 
carts,  secretaries  “swinging”  in  the  laundry,  the  reha- 
bilitation medicine  department  staff  manning  the 
switchboard,  visitors  leaving  the  patients  they  had 
come  to  see  and  assisting  wherever  a pair  of  hands 
was  needed,  the  cooperative  attitude  of  the  patients 
through  several  room  transfers  so  that  we  could  make 
the  most  efficient  use  of  the  available  nursing  person- 
nel, but  most  of  all  I shall  remember  the  remarkable 
spirit  that  prevailed  within  the  hospital  and  nursing 
home. 

We  have  always  taken  pride  in  the  fact  that  we  are 
a community  hospital — that  staff,  patients  and  visi- 
tors are  friends  and  neighbors.  It  is  because  of  this 
feeling  of  community  that  we  were  able  to  function  so 
well  during  the  strike.  People  who  appreciate  the 
services  we  make  available,  spontaneously  volun- 
teered their  assistance  to  help  us  in  a crisis  situation. 
The  staff  also  performed  outstandingly,  working 
twelve-hour  shifts  and  taking  on  extra  duties  blithely. 
I am  truly  proud  to  be  associated  with  so  many  fine 
people. 

This  brings  me  to  a second,  and  definitely  not  posi- 
tive, observation. 

We  are  aware  of  the  realities  of  labor  relations.  We 
know  that  many  of  our  employees  were  caught  in  a 
vise  when  the  strike  was  called,  and  had  no  choice  but 
to  walk  out,  and  to  picket  the  hospital. 

However,  the  acts  of  violence,  arson,  vandalism  and 
property  damage  that  took  place,  particularly  during 
the  early  days  of  the  strike,  were  entirely  uncalled  for. 
Even  if  the  union’s  quarrel  had  been  with  the  hospi- 
tal. rather  than  writh  the  Cost  of  Living  Council,  these 
incidents  were  unconscionable.  We  hope  they  have 
not  created  bitterness  and  hostility  between  co-work- 
ers that  will  be  a long  time  healing. 


In  the  final  analysis,  there  were  no  victors  in  this 
strike,  just  victims. 

Although  we  were  able  to  maintain  essential  ser- 
vices in  our  hospital  and  nursing  home,  there  were 
many  institutions  that  could  not,  and  their  patients 
suffered.  The  union  came  out  with  less  than  it  had 
wanted,  and  suffered  irreparable  damage  to  its  repu- 
tation in  the  public  mind.  The  financial  loss  to  many 
hospitals  borders  on  being  disastrous. 

A strike  is  never  pleasant,  but  when  it  involves  peo- 
ple supposedly  dedicated  to  humanitarian  efforts  in 
effect  on  the  destruction  of  public  confidence  in  hos- 
pital workers  is  apt  to  be  long-lasting  and  detrimental 
in  the  extreme.  It  is  my  hope  that  together  once 
again  we  face  the  tasks  at  hand  in  a positive  and  coop- 
erative manner. 


Volunteers  Stepped  In  To  Help  During  Strike 

Peninsula  Hospital  Center,  along  with  44  other  vol- 
untary hospitals  in  New  York  City,  was  hit  by  a strike 
by  members  of  Local  1199,  Drug  and  Hospital  Work- 
ers Union,  which  lasted  from  6:00  a.m.  Monday,  No- 
vember 5 through  3:00  p.m.  Monday,  November  12. 

Prior  to  the  strike,  the  hospital  had  requested  phy- 
sicians to  discharge  patients  as  soon  as  medically  indi- 
cated, and  had  postponed  elective  admissions  for  the 
duration.  At  its  lowest,  the  hospital  census  was  167. 
In  the  nursing  home,  the  full  census  was  maintained. 
During  the  emergency,  only  E-l  (extremely  urgent) 
patients  were  admitted.  The  fourth  floor  of  the  hos- 
pital was  closed,  and  all  patients  were  consolidated  on 
the  second  and  third  floors. 

Administrative  staff,  department  heads,  non-union 
and  supervisory  personnel,  doctors  and  their  families, 
volunteers,  auxilians,  and  hundreds  of  community 
residents  pitched  in  to  help  maintain  essential  ser- 
vices to  the  patients,  lending  a hand  in  dietary,  laun- 
dry, housekeeping,  maintenance,  feeding  patients — 
wherever  they  were  needed.  During  the  strike,  all 
personnel  worked  12-hour  shifts,  with  many  volun- 
teers keeping  the  same  long  hours,  and  returning  day 
after  day. 

Sporadic  acts  of  violence  punctuated  the  strike,  but 
inside  the  hospital  calm  and  good  spirit  prevailed. 
The  morale  of  the  patients  was  kept  high,  and  all  es- 
sential services  were  maintained.  Patients  and  their 
families  were  extremely  cooperative,  even  when  it  was 
found  necessary  to  restrict  visitors  and  curtail  incom- 
ing telephone  calls. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  committee  has  received  testimony  that  where 
medical  crises  may  occur  due  to  internal  problems  of 
certain  hospitals  manifested  by  a shortage  of  personnel, 
it  may  be  necessary  that  disaster  contingency  plans  ask 
for  riot  control  other  than  what  is  available  locally. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 
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Preventive  Medicine 

To  the  House  of  Delegates,  Ladies  and  Gentlemen : 

The  members  of  the  Committee  on  Preventive  Medi- 


cine are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman Nassau 

Thomas  S.  Bumbalo,  M.D Erie 

Leonard  L.  Heimoff,  M.D Bronx 

Max  Milberg,  M.D Kings 

Howard  B.  Shookhoff,  M.D New  York 

Harry  A.  Feldman,  M.D Onondaga 

Alan  R.  Hinman,  M.D Albany 

John  A.  Albanese,  M.D Kings 


During  the  past  year  the  Committee  on  Preventive 
Medicine  held  two  meetings  at  the  Headquarters  of  the 
Medical  Society  of  the  State  of  New  York,  the  chairman 
also  attended  the  annual  meeting  of  the  Commission  on 
Public  Health  and  Education  with  officials  of  the  New 
York  State  Department  of  Health  at  Albany. 


Smallpox  Vaccinations.  At  the  two  meetings  of  the 
committee,  resolutions  were  passed  unanimously  re- 
questing that  the  present  law,  making  Smallpox  Vacci- 
nations an  elective  procedure  upon  admission  to  school, 
be  rescinded.  This  resolution  was  also  presented  to  the 
commission  for  discussion. 

On  September  20,  1973  the  following  resolution  was 
presented  to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York.  It  was  passed  unanimously. 

WHEREAS,  During  the  past  two  years,  the  number  of 
cases  of  smallpox  reported  by  the  World  Health  Orga- 
nization has  increased; and 

WHEREAS,  The  following  report  appeared  in  the 
New  York  Times  on  September  18,  1973  stating  that 
“There  has  been  a sharp  rise  in  the  incidence  of  small- 
pox, attributable  to  major  epidemics,  in  Bangladesh 
and  the  northern  belt  of  India,”  the  report  said  Dr. 
Halfdan  T.  Mahler,  Director  General  of  W.H.O.,  told 
a news  conference  here  that  80  per  cent  of  the  small- 
pox cases  in  the  world  were  reported  from  India.  “As 
long  as  there  is  smallpox  in  this  area,  the  whole 
world  is  threatened,"  he  said.  In  a single  week  324 
cases  of  smallpox  were  reported  from  Calcutta  alone;” 
and 

WHEREAS,  A non-immune  child  population  will  be- 
come a non-immune  adult  population  in  two  decades; 
and 

WHEREAS,  Primary  vaccination  in  adults  will  still  be 
practiced  among  the  non-immune  recruits  of  the 
armed  forces,  hospital  personnel,  and  those  working 
at  portals  of  entry  to  the  United  States;  and 

WHEREAS,  Primary  vaccination  in  adults  is  more 
dangerous  than  primary  vaccination  in  children  be- 
tween the  ages  of  1 and  2;  therefore  be  it 

Resolved,  That  the  present  law,  namely  the  discon- 
tinuance of  smallpox  vaccination,  be  rescinded  mak- 
ing it  again  mandatory  for  school  admissions;  and  be 
it  further 

Resolved,  That  this  resolution  be  submitted  to  the 
Governor,  Commissioner  of  Health  of  the  New  York 
State  Department  of  Health,  and  the  Chairman  of  the 
Legislative  Committee,  the  Medical  Society  of  the 
State  of  New  York,  for  presentation  to  the  present 
legislature  for  action. 


Opinions  on  Legislative  Bills. 

A2422 — An  Act  to  amend  the  domestic  relations 
law,  in  relation  to  requiring  a premarital  test  for  the 
detection  of  gonorrhea. 

Although  at  present  the  problem  of  venereal  diseases 
is  of  great  concern,  this  is  not  the  proper  time  nor  place 
for  screening  of  gonorrhea.  More  selective  screening 
would  yield  a higher  positive  response  and  fewer  social 
complications. 

A5788 — An  Act  to  amend  the  Public  Health  Law, 
in  relation  to  the  immunization  of  school  children 
against  epidemic  parotitis  mumps. 

The  committee  agreed  to  request  such  immunization 
but  not  as  a mandate.  The  request  furthermore,  is  to 
include  immunization  against  tetanus. 

A5523 — An  Act  to  amend  the  education  law,  in 
relation  to  requiring  an  examination  of  pupils  to  de- 
termine whether  they  suffer  from  thalassemia,  com- 
monly referred  to  as  Cooley’s  or  Mediterranean  ane- 
mia. 

The  committee  recommended  the  principle  of  this  act 
but  not  as  a mandate.  Physicians  should  be  aware  of 
hereditary  diseases  indigenous  to  the  particular  segment 
of  the  population  they  are  treating,  whether  it  be  thalas- 
semia, sickle  cell  disease,  Tay-Sachs  disease,  or  any 
other  genetically  transmitted  disease. 

A6545 — An  Act  to  amend  the  domestic  relations 
law,  in  relation  to  requiring  a test  to  determine  the 
presence  of  rubella  in  female  applicants  for  marriage 
licenses. 

The  committee  favors  this  legislation  for  female  ap- 
plicants in  the  child-bearing  age. 

Opinions  on  Submitted  Resolutions 

The  substitute  resolution  for  resolutions  73-50  and 
73-96  concerning  medical  care  in  rural  and  disadvan- 
taged areas  in  New  York  State  was  considered. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  commitment  to  actively  use  its 
resources  and  influence  to  provide  all  residents  of  the 
State  of  New  York  with  necessary  and  proper  medical 
care;  and  be  it  further 

Resolved,  That  immediate  medical  relief  be  sought 
for  individuals  situated  in  rural  and  ghetto  areas  as 
well  as  those  unable  to  pay  for  medical  services;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  its  willingness  and  desire  to  work 
with  community  and  government  in  the  development 
and  implementation  of  public  programs  to  ameliorate 
the  current  health  care  needs;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  pledge  to  render  cooperative  assistance  in 
planning  for  improved  housing,  sanitation,  education- 
al programs  and  facilities,  police  and  fire  protection, 
which  must  also  be  included  in  overall  public  efforts 
to  improve  the  life  and  health  of  the  inhabitants  of 
our  State. 

The  committee  agrees  wholeheartedly  with  the  senti- 
ments expressed  in  this  resolution  and  recommends  that 
all  efforts  should  be  made  to  improve  the  life  and  health 
of  the  inhabitants  of  our  State. 

The  following  resolution  was  prepared  by  the  Public 
Health  Committee  of  the  Kings  County  Medical  Society 
and  presented  to  the  committee  for  its  opinion: 


1226  New  York  State  Journal  of  Medicine/ June,  1974/House  of  Delegates,  Minutes 


WHEREAS,  The  present  law  makes  it  mandatory  to 
obtain  a serological  test  for  syphilis  at  the  first  prena- 
tal visit,  and 

WHEREAS,  The  Treponema  pallidum  can  cross  the 
placenta  from  the  18th  week  of  gestation  to  birth,  and 

WHEREAS,  A parturient  may  become  infected  with 
syphilis  after  her  first  visit  and  after  her  initial  serolo- 
gical test  for  syphilis  during  early  pregnancy,  there- 
fore, be  it 

Resolved,  That  the  law  be  amended  to  mandate  a 
retest  of  the  serological  test  for  syphilis  during  the 
seventh  or  eighth  month  of  pregnancy. 

The  committee  recommended  that  a copy  of  the 
above  resolution  be  sent  to  Bruce  P.  Webster,  M.D., 
chairman,  the  Committee  on  Venereal  Disease;  Vernal 
G.  Cave,  M.D.,  Director,  Venereal  Disease  Control,  New 
York  City  Department  of  Health,  and  Alan  R.  Hinman, 
M.D.,  consultant  to  the  committee  and  Assistant  Com- 
missioner, Division  of  Epidemiology  and  Preventive 
Services,  New  York  State  Department  of  Health,  for 
their  comments  and  opinion. 

Screening  for  Hypertension.  The  committee 
would  endorse  any  medically  controlled  program  for  hy- 
pertension that  would  not  exploit  the  patient.  It  rec- 
ommends that  every  physician,  regardless  of  specialty, 
have  the  blood  pressure  of  his  patients  taken  during  the 
examination.  This  applies  to  aduits  as  well  as  adoles- 
cents. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  heard  testimony  from  di- 
verse sources  regarding  the  rescinding  of  voluntary- 
smallpox  vaccination.  The  committee  wishes  to  point 
out  to  the  House  of  Delegates  that  on  September  20, 
1973,  the  Council  passed  a resolution  which  in  effect 
asks  for  repeal  of  the  present  law  regarding  the  smallpox 
vaccination.  This  action  by  the  Council  contravenes 
the  action  taken  by  the  1973  House  of  Delegates. 

The  reference  committee  supports  the  action  taken  by 
the  Council  in  September  of  1973,  which  in  effect,  asks 
for  mandatory  smallpox  vaccination. 

The  reference  committee,  by  a vote  of  4 to  1,  recom- 
mends approval  of  this  report. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report;  thereby  going 
on  record  as  favoring  mandatory  smallpox  vaccination. 

School  Health 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  School  Health  are 


as  follows: 

George  J.  Cunningham,  M.D.,  Chairman Suffolk 

Edward  M.  DiTolla,  M.D New  York 

Robert  A.  Hoekelman,  Jr.,  M.D Monroe 

Sidney  Leibowitz,  M.D New  York 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 


This  committee  held  three  meetings  in  the  past  year, 
October,  January,  and  May  of  1973.  We  plan  to  con- 
tinue this  routine  in  the  future. 


I must  comment  on  the  excellent  attendance  and  the 
very  vigorous  and  stimulating  discussions  for  which  I 
wish  to  publicly  offer  my  profound  thanks  to  the  com- 
mittee since  some  of  the  members  have  to  travel  long 
distances  to  attend. 

At  the  November  8th  meeting,  some  of  the  following 
problems  were  discussed: 

Sex  Education  in  the  Schools.  This  was  discussed 
quite  freely  and  openly  and  we  came  to  the  following  de- 
cision: The  committee  felt  that  sex  education  should  be 
the  responsibility  of  the  school  PTA  and  community 
school  boards  and  recommended  that  sex  education  be 
mandated  into  the  school  curriculum.  It  was  also  rec- 
ommended that  every  school  district  try  to  seek  an  indi- 
vidual teacher  trained  in  the  field  of  sex  education  to 
teach  pupils  after  the  fourth  grade,  and  to  mandate  sex 
education  for  all  teaching  college  curricula.  In  addition, 
we  felt  that  guidelines  should  be  developed  regarding 
sex  education  in  the  secondary  schools  because  of  the 
wide  spread  incidence  of  venereal  disease  in  the  younger 
group. 

Physical  Examinations.  Another  point  discussed  at 
this  meeting  was  the  question  of  school  examinations. 
We  came  to  the  conclusions  that  yearly  could  be  dis- 
pensed with  and  instead  be  performed  at  first,  third, 
fifth,  seventh  and  tenth  grade  levels.  With  the  huge 
school  population  and  the  paucity  of  school  physicians, 
it  was  felt  that  mandating  yearly  school  physicals  could 
well  lead  to  assembly  line  “tactics.”  I will  discuss  a pos- 
sible solution  to  this  when  I come  to  the  role  of  nurse 
practitioner  in  a short  while. 

Bus  Safety  Standards.  School  bus  safety  standards 
were  discussed.  The  committee  feels  that  the  speed  of 
school  buses  should  be  controlled  and  that  the  health  of 
the  driver  is  a major  problem.  It  was  felt  that  we 
should  correlate  our  work  in  this  regard  with  the  Com- 
mittee on  Accident  and  Injury  Prevention.  This  com- 
mittee agreed  wholeheartedly  with  the  resolution  enti- 
tled “Bus  Safety”  instituted  by  the  Onondaga  and  Nas- 
sau County  Medical  Societies,  to  wit  that  the  Medical 
Society  of  the  State  of  New  York  petition  the  Governor 
and  Legislature,  particularly  Senator  John  D.  Cammer- 
er  and  Assemblyman  George  J.  Farrell,  Jr.,  the  appro- 
priate regulatory  agencies,  ie,  the  Department  of  Motor 
Vehicles  and  Transportation,  and  the  New  York  State 
Traffic  Safety  Council  to  set  proper  standards  in  our 
State  and/or  to  see  to  it  that  these  standards  are  set  na- 
tionally. At  our  second  meeting,  January  8,  1973,  a very 
comprehensive  report  prepared  by  the  Nassau  County 
Bus  Safety  Committee  was  presented  to  us  by  an  invited 
guest,  Mr.  Henry  Young,  County  Director  of  Safety, 
Nassau  County. 

School  Physicians.  The  subject  of  school  physicians 
was  discussed,  and  the  committee  recommended  that 
courses  be  developed  to  upgrade  qualifications  and  cre- 
dentials of  the  average  school  physician  and  to  get  en- 
dorsement of  the  American  School  Physicians  Health 
Association.  Rather  than  being  called  a school  physi- 
cian, he  might  be  called  a consultant  and  cover  several 
school  districts.  This  might,  to  a certain  extent,  miti- 
gate some  of  the  financial  squeeze  that  is  ever  present  in 
all  school  systems.  Routine  tests  and  simple  examina- 
tions might  be  performed  by  a school  nurse  practitioner. 
The  role  of  a school  physician  should  be  redefined.  It 
was  brought  to  the  attention  of  the  committee  at  this 
meeting  that  52  per  cent  of  the  schools  in  the  United 
States  did  not  have  school  physicians. 


Minutes,  House  of  Delegates/ June,  1974/New  York  State  Journal  of  Medicine  1227 


In  connection  with  the  preceding  statement,  I would 
like  to  present  a summary  of  an  article  which  appeared 
in  the  Journal  of  School  Health,  January,  1973,  entitled 
“School  Physician,  A Weakening  Breed,”  by  Norman  B. 
Schell,  a very  valued  member  of  this  committee.  A 
short  summary  of  this  article  is  as  follows: 

Review  of  recent  trends  in  school  health  services  re- 
veals many  areas  which  have  become  a domain  of  sev- 
eral specialized  disciplines  within  the  schools.  Unless 
the  current  school  physician  acquires  deeper  knowl- 
edge in  these  fields  his  influence  and  value  in  school 
settings  will  diminish. 

Immunization.  The  next  item  taken  up  on  the  agen- 
da was  the  problem  of  the  uniform  policy  of  immuniza- 
tions of  infants  and  children  in  New  York  State.  This 
was  discussed  and  we  decided  to  table  this  and  present 
it  at  a subsequent  meeting,  after  publication  of  the 
forthcoming  Red  Book  of  Pediatrics  which  is  to  be 
updated  shortly.  The  next  meeting  will  be  in  October 
or  November,  1973  and  at  that  and  subsequent  meet- 
ings, we  plan  to  fully  discuss  and  cover  the  following 
problems: 

1.  School  nurse  practitioner. 

2.  Use  of  drugs  in  sports,  high  school,  college. 

3.  Hearing  and  visual  testing  in  school. 

4.  Dental  needs  of  school  children. 

5.  Early  detection  and  remediation  of  learning  and 
behavior  problems. 

6.  Hemoglobin  and  hematocrit  studies  in  schools. 

7.  Bacteria  screening  and  early  detection  of  uri- 
nary problems,  especially  in  young  females. 

Respectfully  submitted, 

George  F.  Cunningham,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  has  read  with  great  interest 
the  report  of  the  School  Health  Committee  and  endors- 
es the  report  with  one  exception:  A statement  in  the  re- 
port reads  as  follows:  “Routine  tests  and  simple  exami- 
nations might  be  performed  by  a school  nurse  practi- 
tioner.” 

The  reference  committee  recommends  that  this  pro- 
cedure be  carried  out  only  under  the  direct  supervision 
and  responsibility  of  a physician. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Resolution  74-16,  Definition  of  Family  Physician 

Introduced  by  Medical  Societies  of  the  Counties  of  Nas- 
sau and  Suffolk 

WHEREAS,  There  appears  to  be  considerable  confusion 
concerning  the  definitions  of  family  physician,  family 
practice,  and  family  medicine,  and 

WHEREAS,  There  also  appears  to  be  an  equal  amount 
of  discussion  concerning  definition  of  primary  care  phy- 
sicians, and 

WHEREAS,  To  distinguish  between  Family  Physicians 
and  Primary  Care  Physicians  it  must  be  noted  that  fam- 
ily physicians  are  trained  to  provide  continuing,  com- 
prehensive care  to  all  members  of  a family.  Primary 
physicians  are  physicians  of  first  contact  and  while  this 


title  is  descriptive  of  function  and  has  nothing  to  do 
with  training  in  the  discipline  of  family  medicine;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  that  the  family  physician  be  defined  as 
a physician  who  practices  in  the  discipline  of  family 
medicine  whose  training  and  experience  qualify  him  to 
practice  in  several  fields  of  medicine  and  surgery,  with 
particular  emphasis  on  the  family  unit,  and  who: 

(a)  Serves  the  public  as  the  physician  of  first  con- 
tact and  means  of  entry  into  the  health  care  systems; 

(b)  Evaluates  his  patient’s  total  health  needs,  pro- 
viding personal  medical  care  within  one  or  more  fields 
of  medicine,  and  refers  the  patient  when  indicated  to 
appropriate  sources  of  care  while  preserving  the  conti- 
nuity of  his  care; 

(c)  Assumes  responsibility  for  his  patient’s  compre- 
hensive and  continuing  health  care  and  acts  as  coordi- 
nator of  his  patient’s  health  services,  and 

(d)  Accepts  responsibility  for  his  patient’s  total 
health  care,  including  the  use  of  consultants,  within 
the  context  of  their  environment,  including  the  com- 
munity and  the  family  or  comparable  social  unit,  and 

(e)  May  give  primary,  secondary  and  tertiary  care; 
and  be  it  further 

Resolved,  That  this  resolution  be  introduced  into  the 
1974  meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association. 


Resolution  74-27,  Title  of  Family  Physician 

Introduced  by  Medical  Society  of  the  County  of  Albany 
WHEREAS,  There  appears  to  be  considerable  confusion 
concerning  the  definitions  of  family  physician,  family 
practice,  and  family  medicine;  and 

WHEREAS,  There  also  appears  to  be  an  equal  amount 
of  discussion  concerning  definition  of  primary  care  phy- 
sicians; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  family  physician  is  a physi- 
cian who  practices  in  the  discipline  of  family  medicine 
whose  training  and  experience  qualify  him  to  practice  in 
several  fields  of  medicine  and  surgery,  with  particular 
emphasis  on  the  family  unit  who: 

(a)  Serves  the  public  as  the  physician  of  first  con- 
tact and  means  of  entry  into  the  health  care  system; 

(b)  Evaluates  his  patient’s  total  health  needs,  pro- 
viding personal  medical  care  within  one  or  more  fields 
of  medicine,  and  refers  the  patient  when  indicated  to 
appropriate  sources  of  care  while  preserving  the  conti- 
nuity of  his  care; 

(c)  Assumes  responsibility  for  his  patient’s  compre- 
hensive and  continuing  health  care  and  acts  as  coordi- 
nator of  his  patient’s  health  services;  and 

(d)  Accepts  responsibility  for  his  patient’s  total 
health  care,  including  the  use  of  consultants,  within 
the  context  of  his  environment,  including  the  commu- 
nity and  the  family  or  comparable  social  unit;  and  be 
it  further 

Resolved,  That  primary  physicians  are  physicians  of 
first  contact  and  the  term  is  descriptive  of  function  and 
has  nothing  to  do  with  training  in  the  discipline  of  fami- 
ly medicine. 
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REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  feels  that  Resolution  74-16 
embodies  the  sentiments  of  Resolution  74-27  and  is 
more  inclusive. 

The  reference  committee  therefore  recommends  that 
no  action  be  taken  on  Resolution  74-27. 

The  committee  recommends  approval  of  Resolution 
74-16. 

The  House  voted  to  adopt  resolution  74-16. 

Resolution  74-17,  Physicians  and  Others  Specializing 
in  Treatment  ot  Drug  Users 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  The  number  of  physicians  and  others 
specializing  in  treatment  of  drug  users  should  meet 
specified  requirements  and  pass  examinations  certify- 
ing their  competence  in  the  field;  and 

WHEREAS,  Such  standards  would  tend  to  discourage 
less  competent  and  less  motivated  individuals  from 
entering  the  field;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  American  Medical  Association 
to  appoint  a committee  to  establish  standards  of 
training  and  practice  of  physicians  engaged  in  the 
treatment  of  drug  abusers;  and  be  it  further 

Resolved,  That  such  standards  should  not  be  con- 
strued as  the  establishment  of  a specialty  or  subspeci- 
alty. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was  pre- 
sented bv  Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  that  this  reso- 
lution be  referred,  via  the  Council,  to  the  Committee  on 
Drug  Abuse  for  its  recommendations. 

The  House  voted  to  refer  resolution  74-17,  via  the 
Council,  to  the  Committee  on  Drug  Abuse. 

Resolution  74-18,  Threat  of  Relaxation  of  Antipollution 
Measures 

Introduced  by  Medical  Society  of  Otsego  County 

WHEREAS,  The  medical  profession  is  concerned 
about  the  health  of  individuals  on  a group  as  well  as 
an  individual  basis;  and 

WHEREAS,  Substantial  strides  have  been  made  in  re- 
ducing pollution  of  air  and  water  through  enactment 
of  new  State  laws,  regulations  and  standards;  and 
WHEREAS,  The  current  energy  crisis  has  caused 
pressures  to  relax  some  of  these  anti-pollution  mea- 
sures; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  its  Environmental  Quality  Com- 
mittee to  work  with  the  New  York  State  Department 
of  Environmental  Conservation  and  other  State  agen- 
cies in  carefully  evaluating  the  effects  on  health  as 
well  as  the  energy  utilization  effects  of  any  relaxation 
of  antipollution  measures. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
resolution  74-18. 

The  House  voted  to  adopt  resolution  74-18. 


Resolution  74-19,  Prompt  Reporting  of  Cases  of  Ru- 
beola to  Local  Health  Departments 

Introduced  by  Medical  Society  of  the  County  of  Erie 
and  the  Eighth  District  Branch 

WHEREAS.  Rubeola  is  a reportable  disease;  and 
WHEREAS,  The  incidence  of  rubeola  in  New  York 
State  continues  to  be  very  high;  and 

WHEREAS.  Rubeola  can  be  prevented  by  immuniza- 
tion; and 

WHEREAS,  Failure  to  report  rubeola,  until  the  2nd, 
3rd  and  4th  generation  cases  appear,  causes  rapid 
spread  of  the  disease  amongst  unimmunized  children; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  alert  physicians,  through  its 
communications  media  to  promptly  report  cases  of 
rubeola  by  telephone,  to  their  local  Public  Health  De- 
partment. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
resolution  74-19. 

The  House  amended  the  resolved  portion  of  this  reso- 
lution to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  alert  physicians,  through  its  com- 
munications media,  to  promptly  report  cases  of  rubeola 
by  telephone  and  mail  to  their  local  Public  Health  De- 
partment. 

The  House  voted  to  adopt  resolution  74-19  as 
amended. 


Resolution  74-23,  Ethical  Health  Data  Centers 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  Electronic  data  processing  has  the  poten- 
tial to  increase  efficiency,  reduce  cost  and  assist  medi- 
cal care;  and 

WHEREAS,  Electronic  data  processing  is  already  in- 
creasingly used  to  store,  process  and  retrieve  sensitive 
clinical  data;  and 

WHEREAS,  Medical  records  containing  signs  and 
symptoms,  problems/diagnosis,  diagnostic  and  thera- 
peutic procedures,  clinical  course  and  prognosis  are 
often  privileged  information;  clinical  medicine  is  re- 
sponsible for  providing  medical  privacy  by  protecting 
such  medical  records,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  creation  of  ethical  health  data 
centers  with  a formal  code  of  professional  conduct, 
explicit  and  appropriate  operational  standards,  data 
access  policies,  and  adequate  data  security  measures 
to  provide  medical  privacy,  and  be  it  further 

Resolved,  That  such  ethical  health  data  centers  be 
the  only  acceptable  way  for  handling  confidential  and 
potentially  sensitive  clinical  data;  and  be  it  further 
Resolved,  That  the  professional  staff  operating  an 
ethical  health  data  center  shall  have  proven  compe- 
tence in  information  processing  sciences  and  technol- 
ogy, integrity,  and  moral  obligation  to  provide  medi- 
cal privacy  to  those  patients  who  have  agreed  to  store 
and  process  their  health-related  data. 
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Resolution  74-24,  Ethical  Standards  for  Processing 
Medical  Data 

Introduced  by  Medical  Society  of  the  Country  of  Erie 
WHEREAS,  Electronic  data  processing  has  the  prov- 
en capability  to  reduce  the  cost  of  data  handling;  and 
WHEREAS,  The  number  of  computer-based  opera- 
tions handling  clinical  information  is  rapidly  growing, 
reflecting  the  utility  of  the  technology;  and 

WHEREAS,  Many  such  computer-based  data  centers 
were  created  essentially  separate  from  the  practice  of 
medicine;  and 

WHEREAS,  Such  computer-based  data  centers  may 
threaten  the  medical  privacy  of  the  patient;  therefore 
be  it 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  those  computer-based  data 
handling  operations  in  the  State  of  New  York,  which 
process  potentially  sensitive  clinical  information  be 
regulated  to  data  collection,  access,  and  information 
release,  so  as  to  conform  with  the  ethical  standards 
promulgated  by  the  Code  of  Ethics  of  the  American 
Medical  Association. 


Resolution  74-25,  Supervision  of  Processing  Centers 
for  Medical  Data 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  Judicious  use  of  information  processing 
science  and  technology  will  augment  clinical  care  and 
enhance  efficiency;  and 

WHEREAS,  Evaluation  and  continuous  upgrading  of 
clinical  performance  will  be  assisted  by  computer- 
based  methods  of  data  screening;  and 

WHEREAS,  For  physicians  to  submit  clinical  infor- 
mation with  a computer-based  data  system,  adequate 
assurance  is  necessary  that  these  data  will  not  be  used 
in  any  way  violating  the  medical  privacy  of  the  pa- 
tient; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  cooperation  with  other  appropriate  or- 
ganizations, create  an  agency  to  inspect,  accredit,  and 
regularly  visit  ethical  health  data  centers  located  in 
the  State  of  New  York. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  combined  resolutions  74-23, 
74-24  and  74-25  together  and  presents  the  following 
substitute  resolution. 

WHEREAS,  Electronic  data  processing  has  the  poten- 
tial to  increase  efficiency,  reduce  cost  and  assist  medi- 
cal care;  and 

WHEREAS,  Electronic  data  processing  is  already  in- 
creasingly used  to  store,  process  and  retrieve  sensitive 
clinical  data;  and 

WHEREAS,  Many  such  computer-based  data  centers 
were  created  essentially  separate  from  the  practice  of 
medicine;  and 

WHEREAS,  Such  computer-based  data  centers  may 
threaten  the  medical  privacy  of  the  patient;  and 

WHEREAS,  Medical  records  containing  signs  and 
symptoms,  problems/diagnoses,  diagnostic  and  thera- 
peutic procedures,  clinical  course  and  prognosis  are 
often  privileged  information;  protecting  such  medical 
records;  therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  creation  of  ethical  health  data 
centers  with  a formal  code  of  professional  conduct, 
explicit  and  appropriate  operational  standards,  data 
access  policies,  and  adequate  data  security  measures 
to  provide  medical  privacy;  and  be  it  further 

Resolved,  That  such  ethical  health  data  centers  be 
the  only  acceptable  way  for  handling  confidential  and 
potentially  sensitive  clinical  data;  and  be  it  further 
Resolved,  That  the  professional  staff  operating  an 
ethical  health  data  center  have  proven  competence  in 
information  processing  sciences  and  technology,  in- 
tegrity, and  moral  obligation  to  provide  medical  pri- 
vacy to  those  patients  who  have  agreed  to  store  and 
process  their  health-related  data;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  cooperation  with  other  appropriate  or- 
ganizations, create  an  agency  to  inspect,  accredit,  and 
regularly  visit  ethical  health  data  centers  located  in 
the  State  of  New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  those  computer-based  data 
handling  operations  in  the  State  of  New  York,  which 
process  potentially  sensitive  clinical  information  be 
regulated  as  to  data  collection,  access,  and  informa- 
tion release,  so  as  to  conform  with  the  ethical  stan- 
dards promulgated  by  the  Code  of  Ethics  of  the 
American  Medical  Association,  and  be  it  further 
Resolved,  That  a copy  of  this  resolution  be  for- 
warded to  the  American  Medical  Association’s  House 
of  Delegates  in  order  to  establish  a similar  national 
policy. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of  the 
substitute  resolution. 

The  House  amended  the  fifth  resolved  of  the  substi- 
tute resolution  following  “the  ethical  standards  promul- 
gated by  the,”  insertion  of  “the  Principles  of  Profession- 
al Conduct  of  the  Medical  Society  of  the  State  of  New 
York  and”  . . . 

The  House,  after  discussion,  voted  to  adopt  the  sub- 
stitute resolution  as  amended. 

Resolution  74-26,  Initiation  of  Effective  Public  Informa- 
tion Effort  Explaining  Value  of  Medical  Privacy 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  Our  health  care  system  is  constantly 
changing  in  its  organizational  structure,  care  delivery 
patterns,  and  financing  mechanisms;  and 

WHEREAS,  The  underlying  physician-patient  rela- 
tionship must  be  preserved;  and 

WHEREAS,  The  patient  population  must  accept  the 
justifiable  interest  of  insurance  carriers,  health  care 
agencies  and  other  involved  parties  in  cost  and  quali- 
ty of  health  care;  and 

WHEREAS,  Our  changing  health  care  system  will  use 
more  and  more  clinical  information  for  upgrading  its 
efficiency;  and 

WHEREAS,  It  is  increasingly  difficult  for  the  practi- 
tioner of  clinical  medicine  to  safeguard  medical  priva- 
cy; and 

WHEREAS,  The  patient  population  should  be  made 
aware  of  the  value  of  medical  privacy;  and 
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WHEREAS,  This  may  be  accomplished  only  by  safe- 
guarded, secure  data  storage  facilities;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  initiate  an  effective  public  information  ef- 
fort explaining  the  value  of  medical  privacy,  the 
emerging  threats  to  medical  privacy,  and  the  available 
ways  to  conserve  privileged  medical  information;  and 
be  it  further 

Resolved,  That  the  MSSNY  request  the  immediate 
creation  of  appropriate  educational  programs  under 
the  auspices  of  the  New  York  State  Department  of 
Education,  for  those  physicians,  nurses,  medical  rec- 
ord administrators,  other  health-related  professionals 
and  information  scientists  for  staffing  ethical  health 
data  centers. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
resolution  74-26. 

The  House  voted  to  adopt  resolution  74-26. 


Resolution  74-29,  Elimination  of  Drug  Advertising  in 
the  News  Media 

Introduced  by  Thomas  F.  McCarthy,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  has  always  been  prepared  to  advance  measures 
that  would  serve  to  protect  the  health  of  the  citizens 
of  both  New  York  State  and  the  Country;  and 

WHEREAS,  Drug  abuse  has  become  the  most  serious 
threat  to  the  health  and  welfare  of  the  American  Peo- 
ple; and 

WHEREAS,  There  is  no  evidence  that  the  numerous 
measures  that  seek  to  limit  the  spread  of  this  national 
epidemic  have  been  effective;  and 

WHEREAS.  Repetitious  exposure  of  the  public  to 
drug  advertising  over  the  air  and  through  other  media 
has  provided  a strong  suggestion  that  the  use  of  drugs 
provides  the  ultimate  solution  to  all  human  problems 
and  anxieties;  and 

WHEREAS,  Physicians  are  constantly  witnessing  the 
damage  caused  through  self-medication;  probably  re- 
sponsible for  thousands  of  deaths  through  the  delay  of 
life-saving  diagnosis  and  treatment  as  well  as  addic- 
tion; and 

WHEREAS,  The  Congress  has  in  its  wisdom,  on  ad- 
vice of  the  Surgeon-General  and  other  medical  au- 
thorities seen  fit  to  restrict  cigarette  advertising  in 
order  to  protect  the  American  people’s  health;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  introduction  of  legislation  similar 
to  that  restricting  cigarette  advertising  in  order  to  re- 
strict or  eliminate  drug  advertising  on  radio  and  tele- 
vision as  well  as  in  all  other  media;  and  be  it  further 

Resolved,  That  the  MSSNY  introduce  this  resolu- 
tion at  the  June,  1974  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association,  and  send 
copies  to  the  members  of  the  Congress  from  New 
York  State,  the  Secretary  of  HEW,  and  other  govern- 
mental agencies  interested  in  Drug  Control. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  referred  resolution  74-29, 
via  the  Council,  to  the  Committee  on  Federal  Legisla- 
tion. 

The  House  voted  to  refer  resolution  74-29,  via  the 
Council,  to  the  Committee  on  Federal  Legislation. 

Resolution  74-39,  Medical  Liaison  and  Advice  by  the 
Ambulance  Units  and  Emergency  Medical  Service  Facili- 
ties 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  has  indicated  its  interest  in  the  improvement  of 
Emergency  Medical  Services;  and 

WHEREAS,  Many  physicians  have  publicly  criticized 
some  emergency  ambulance  units  in  the  State  of  New 
York;  and 

WHEREAS,  Many  ambulance  units  operate  without 
benefit  of  an  active  medical  advisor;  and 

WHEREAS,  Close  cooperation  and  liaison  between 
medical  emergency  facilities  and  the  ambulance  units 
serving  them  would  improve  Emergency  Medical  Ser- 
vices; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  closest  possible  liaison  be- 
tween physicians  serving  in  emergency  facilities  and 
members  of  emergency  ambulance  units  serving  those 
facilities  and  be  it  further 

Resolved,  That  MSSNY  urge  physicians  to  offer 
their  services  where  appropriate  and  where  the  need 
exists,  so  that  no  ambulance  unit  in  the  State  of  New 
York  be  without  an  active  medical  advisor  or  liaison 
with  the  medical  staff  of  the  emergency  facilities  it 
serves. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
resolution  74-39. 

The  House  voted  to  adopt  resolution  74-39. 

Resolution  74-41,  Utilization  of  Empty  State  Hospital 
Beds 

Introduced  by  Medical  Society  of  the  County  of  Oneida 
WHEREAS,  The  words,  “mental  hygiene.’’  may  be  de- 
fined as  broadly  or  as  selectively  as  one  wishes  and 
depending  upon  who  is  provoking  the  act  of  defini- 
tion; and 

WHEREAS,  On  the  surface  “mental  hygiene”  is  de- 
fined as  treating  the  mentally  ill  to  achieve  mental 
health,  and  it  is  a transition  of  a degree  of  health  ...  a 
transition  of  the  emotions  and  the  mental  capacities 
and  mental  enthusiasms  from  an  illness  to  a health 
state;  and 

WHEREAS,  It  seems  only  logical,  rational  and  practi- 
cal that  patients  in  the  age  group  where  general  arte- 
riosclerosis and  cerebral  sclerosis  exist,  in  varying  de- 
grees of  severity  producing  cerebral  symptoms  in 
varying  degrees  of  severity  with  accompanying  vari- 
eties of  psychotic  symptoms  and  signs,  come  within 
the  category  of  mental  illness  and  are  candidates  for 
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the  treatment  provided  by  the  Department  of  Mental 
Hygiene;  and 

WHEREAS,  The  citizens  of  sixty  plus  years  paid  their 
taxes  during  their  productive  years  to  support  the 
construction  of  the  massive  mental  hygiene  hospitals 
which  exist  throughout  New  York  State,  and  now 
these  citizens,  in  the  twilight  of  life,  are  experiencing 
the  mental  and  personality  changes  characteristic  of 
the  chronic  and  progressive  mental  diseases  of  aging 
and  these  citizens  need  the  treatment  provided  by  the 
hospitals  of  the  Department  of  Mental  Hygiene  of 
this  State;  and 

WHEREAS,  We  would  propose  that  a Department  of 
Geriatrics  be  designated  in  the  hospitals  of  the  De- 
partment of  Mental  Hygiene  of  the  State  of  New  York 
to  provide  treatment  to  the  senior  citizen  who  experi- 
ences the  mental  illnesses  of  aging;  and 

WHEREAS,  The  Medical  Society  of  the  County  of 
Oneida  is  concerned  about  the  health  care  of  all  Onei- 
da County  citizens  as  well  as  the  increasing  cost  of  the 
total  health  care  picture,  such  as  hospital  rates,  ancil- 
lary rates,  Medicare,  welfare,  and  third-party  insur- 
ance rates;  and 

WHEREAS,  The  hospital-bed  census  in  Oneida  Coun- 
ty has  been  acute  for  the  past  five  years  and  waiting 
lists  of  patients  to  be  admitted  to  the  acute-care  hos- 
pitals exist  daily  because  of  the  shortage  of  hospital 
beds;  and 

WHEREAS,  The  utilization  review  committees  of  the 
acute-care  hospitals  of  Oneida  County  and  the  Mid- 
State  Committee  on  Area-Wide  Health  Planning, 
Inc.,  are  aware  that  20  to  25  per  cent  of  the  acute-care 
hospital  beds  are  occupied  by  patients  over  sixty-five 
years  of  age  who  are  physically  not  capable  of  living 
alone  after  a spell  of  illness  and  either  have  no  family 
or  the  family  will  not  accept  them;  and 

WHEREAS,  These  patients,  therefore,  remain  in  the 
acute  care  hospitals  for  days  and  weeks  occupying 
beds  for  custodial  care;  and 

WHEREAS,  The  nursing-home  beds  in  Oneida  Coun- 
ty are  fully  occupied  and  few  in  number  as  compared 
with  the  need;  and 

WHEREAS,  Several  nursing  homes  have  been  closed 
by  the  New  York  State  Department  of  Health  because 
of  their  failure  to  qualify  for  approval  under  existing 
requirements;  and 

WHEREAS,  The  cost  to  the  Federal  and  County 
health-care  program  for  patients  in  acute-care  hospi- 
tals is  extremely  high  for  custodial  care;  and 

WHEREAS,  The  cost  of  custodial  care  per  patient  in  a 
New  York  State  Mental  Hygiene  Hospital  would  be 
one-third  to  one-half  the  cost  in  acute-care  hospitals; 
and 

WHEREAS,  There  are  two  New  York  State  Mental 
Health  Hospitals  in  Oneida  County  where  there  are 
many  empty  beds;  and 

WHEREAS,  The  patient  who  is  in  the  acute-care  hos- 
pital bed  for  custodial  care  paid  State  taxes  twenty- 
five  to  thirty  years  ago  to  help  build  the  Mental  Hy- 
giene Hospitals  of  today;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Governor  and  the  Commissioner 
of  Mental  Hygiene  to  consider  the  utilization  of 
empty  beds  in  NYS  mental  health  hospitals  for  the 
intermedical  care  of  certain  patients  who  no  longer  re- 
quire hospitalization  in  the  regional  acute-care  insti- 
tutions. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  has  been  informed  that  the 
Council  has  already  passed  a similar  recommendation 
previously  made  by  the  Commissioner  of  Mental  Health 
for  the  utilization  of  State  Hospital  beds. 

Inasmuch  as  the  substance  of  this  resolution  at  the 
present  time  is  the  subject  of  negotiations  between  the 
Commissioner  of  Mental  Health  and  the  Central  New 
York  Regional  Health  Council  and  the  local  Compre- 
hensive Health  Planning  Group,  the  committee  recom- 
mends the  filing  of  resolution  74-41. 

The  House  voted  to  file  resolution  74-41. 

Resolution  74-47,  Nutrition 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

WHEREAS,  All  relevant  private  and  governmental 
surveys  have  indicated  that  school  lunch  and  other 
subsidized  supplementary  food  programs  for  school 
children  have  been  an  important  factor  in  maintain- 
ing for  them  sound  nutrition  and  good  overall  health, 
especially  for  those  children  from  underprivileged 
families  and  from  other  unsatisfactory  environmental 
situations,  and 

WHEREAS,  Cutbacks  in  these  programs  due  to  de- 
creased availability  of  Federal  funds  directly,  or  be- 
cause of  inappropriate  utilization  at  the  local  level  of 
federal  or  state-funded  programs  have  had  an  adverse 
effect  on  those  groups  of  children  most  dependent  for 
their  nutrition  on  the  supplementary  food  programs, 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  strongly  supporting  the 
continuation  of  all  programs  at  every  level  of  govern- 
ment aimed  at  improving  and  maintaining  nutrition 
through  subsidized  school  lunches  and  other  supple- 
mentary food  programs. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
resolution  74-47. 

The  House  voted  to  adopt  resolution  74-47. 

Resolution  74-49,  Chiropractic 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS,  The  American  Medical  Association  states 
in  its  publication  entitled  Judicial  Council  Opinions 
and  Reports  that: 

“It  is  the  position  of  the  medical  profession  that 
chiropractic  is  an  unscientific  cult  whose  practition- 
ers lack  the  necessary  training  and  background  to 
diagnose  and  treat  human  disease.  Chiropractic 
constitutes  a hazard  to  national  health  care  in  the 
United  States  because  of  the  substandard  and  un- 
scientific education  of  its  practitioners  and  their 
rigid  adherence  to  an  irrational,  unscientific  ap- 
proach to  disease  causation  . . . Patients  should 
entrust  their  health  care  only  to  those  who  have  a 
broad  scientific  knowledge  of  diseases  and  ailments 
of  all  kinds,  and  who  are  capable  of  diagnosing  and 
treating  them  with  all  the  resources  of  modern 
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medicine.  The  delay  of  proper  medical  care  caused 
by  chiropractors  and  their  opposition  to  the  many 
scientific  advances  in  modern  medicine,  such  as  life 
saving  vaccines,  often  ends  with  tragic  results.”; 
and 

WHEREAS,  Three  government  reports,  including  one 
ordered  by  Congress  found  that  chiropractic  was  not 
qualified  as  a health  care  provider;  and 

WHEREAS,  The  Health  Insurance  Benefits  Advisory 
Council  advised  Congress  of  its  strong  opposition  to 
chiropractic  inclusion  in  Medicare  and  this  position 
was  supported  publicly  by  such  organizations  as  the 
American  Public  Health  Association,  the  American 
Hospital  Association,  the  Association  of  American 
Medical  Colleges,  and  independently  by  the  AFL/ 
CIO,  the  National  Council  of  Senior  Citizens  and  the 
Consumer  Federation  of  America;  and 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  adopted  a resolution  at  a special  session  of  its 
House  of  Delegates  on  February  10,  1962  which,  in  ad- 
dition to  other  points  re-emphasized  its  opposition  to 
the  recognition  of  and  licensure  of  chiropractors  and 
other  cultists  as  a part  of  the  healing  arts  and  thus  the 
establishment  of  the  double  standard  of  medical  prac- 
tice; and 

WHEREAS,  Henry  I.  Fineberg,  M.D.,  stated  in  the 
September  1972  issue  of  News  of  New  York  that  “the 
basic  fundamental  of  chiropractic  is  completely  un- 
scientific and  the  practitioners  of  chiropractic  are  too 
poorly  trained  to  be  allowed  to  treat  sick  patients. 
Licensing  of  an  unqualified  practitioner  to  practice 
the  healing  art  does  not  change  the  fact  that  he  is  un- 
qualified”; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  consider  it  to  be  inappropriate  that  chiro- 
practors review  the  validity  of  claims  for  governmen- 
tal or  private  programs;  and  be  it  further 

Resolved,  That  the  MSSNY  also  oppose  extending 
of  staff  privileges  to  chiropractors  or  any  other  cul- 
tists at  any  voluntary  proprietary  or  governmental 
hospital  in  the  State  of  New  York;  and  be  it  further 
Resolved,  That  a copy  of  this  resolution  be  distrib- 
uted to  all  physicians  in  the  State  of  New  York  so  that 
they  will  be  apprised  of  the  deplorable  activity  being 
promulgated  by  chiropractors. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
resolution  74-49. 

The  House  voted  to  adopt  resolution  74-49. 

Resolution  74-52,  Amendment  to  Rules  Applying  to 
Proprietary  Nursing  Homes 

Introduced  by  Medical  Society  of  the  County  of  Oneida 
WHEREAS,  Extended  care  facilities  throughout  the 
State  of  New  York  are  eligible  to  provide  skilled  nurs- 
ing care  for  Medicare  recipients;  and 

WHEREAS,  The  State  of  New  York  designates 
these  same  facilities  as  “Nursing  Homes,”  'thereby 
subjecting  them  to  all  of  the  rules  and  regulations 
governing  proprietary  nursing  homes;  and 

WHEREAS,  This  leads  to  confusion  since  most  third 
party  carriers  will  not  pay  for  nursing  home  or  custo- 
dial care;  and 


WHEREAS,  The  New  York  State  Department  of  So- 
cial Services  now  makes  it  mandatory  for  any  nursing 
home  with  empty  beds  to  accept  patients  from  out- 
side the  community;  and 

WHEREAS,  extended  care  facilities  are  already  main- 
taining nursing  home  transfer  lists  to  remove  custo- 
dial patients  from  these  institutions,  so  as  to  retain 
their  rehabilitative  and  convalescent  functions  in  pro- 
viding skilled  nursing  care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  State  of  New  York  to  differentiate 
between  a contiguous  hospital-affiliated  extended 
care  facility  and  a nursing  home;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  present  regulations  and  re- 
quirements by  the  New  York  State  Department  of  So- 
cial Welfare  and  the  New  York  State  Department  of 
Health  applying  to  proprietary  nursing  homes,  be  re- 
moved from  the  rules  governing  the  contiguous  hospi- 
tal-affiliated extended  care  facility. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION.  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  that  this  reso- 
lution be  referred  to  the  Committee  on  Aging  and  Nurs- 
ing Homes,  via  the  Council,  for  clarification  and  evalua- 
tion. 

The  House,  after  discussion,  voted  to  refer  resolution 
74-52  to  the  Committee  on  Aging  and  Nursing  Homes. 


Resolution  74-57,  Narcotic  Control  in  Hospitals 

Introduced  by  Jason  K.  Moyer,  M.D.,  as  an  Individual 
WHEREAS,  The  effect  of  the  present  State  Health 
Department,  Bureau  of  Narcotic  Control  rules  and 
regulations  for  hospital  handling  of  narcotics  and  bar- 
biturates are  detrimental  to  good  patient  care  and  re- 
sults in  marked  increased  hospital  costs  and 

WHEREAS,  The  rigid  rules  of  control  within  hospi- 
tals do  not  affect  the  “Street”  drug  problem  and 
WHEREAS,  There  has  been  no  specific  evidence  that 
there  is  appreciable  misuse  of  drugs  within  the  hospi- 
tal; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  alert  the  Governor,  the  Commissioner  of 
Health,  and  the  people  of  the  State  to  its  opposition 
to  the  deleterious  effects  of  the  present  State  Health 
Department,  Bureau  of  Narcotic  Control  rules  and 
regulations  for  hospital  handling  of  narcotics  and  bar- 
biturates and  urgently  request  the  Commissioner  of 
Health  to  review  and  revise  these  rules  and  regula- 
tions after  consultation  with  the  Medical  Society  of 
the  State  of  New  York  and  the  Hospital  Association 
of  New  York  State. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  committee  heard  extensive  testimony  on  this  res- 
olution and  feels  that  the  problem  is  purely  a local  one. 
The  reference  committee  recommends  that  it  be  re- 
ferred, via  Council,  to  the  Committee  on  Drug  Abuse. 

The  House,  after  discussion,  voted  to  refer  resolution 
74-57  to  the  Committee  on  Drug  Abuse. 
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Resolution  74-58,  Recertification  of  Medical  Specialty 
Status 

Introduced  by  John  R.  Williams,  Jr.,  M.D. 

WHEREAS,  The  mass  of  medical  information  used  by 
the  physician  in  his  practice  of  medicine  continues  to 
grow,  and 

WHEREAS,  Various  groups  at  the  national  level  have 
expressed  concern  over  recertification,  and 

WHEREAS,  Such  groups  endorse  recertification  only 
by  means  of  challenge  examinations,  and 

WHEREAS,  Physicians  have  been  participating  in  ap- 
proved continuing  educational  programs,  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  of  recertification 
through  documented  continuing  medical  education; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  delegates  to  the  American 
Medical  Association,  propose  the  support  of  this  con- 
cept by  the  American  Medical  Association;  and  be  it 
further 

Resolved,  That  copies  of  this  resolution  be  for- 
warded to  all  certifying  Medical  Specialty  Boards  in 
the  United  States. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
resolution  74-58.  The  House  after  discussion,  amended 
the  first  Resolved  of  this  resolution  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  of  recertification  through 
documented  continuing  medical  education  and  assess- 
ment of  performance;  and  be  it  further  . . . 

The  House  then  voted  to  adopt  resolution  74-58  as 
amended. 

Resolution  74-61,  Medical  Society  of  the  State  of  New 
York  To  Demand  Facilities  for  the  Handicapped  in  its 
Convention  Hotels 

Introduced  by  Asa  Ruskin,  M.D.,  Delegate,  Section  on 
Physical  Medicine  and  Rehabilitation 

WHEREAS,  Many  members  of  the  Medical  Society  of 
the  State  of  New  York  suffer  physical  handicaps;  and 

WHEREAS,  The  medical  profession  should  be  in  the 
forefront  of  promoting  measures  to  aid  the  disabled; 
therefore  be  it 

Resolved,  That  the  annual  conventions  of  the  Med- 
ical Society  of  the  State  of  New  York  be  held  only  in 
those  hotels  or  public  places  providing  special  access 
to  public  rooms  for  wheelchairs,  specially  arranged 
rest  rooms,  telephones,  and  other  facilities. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  deleted  the  Resolved  and 
amended  it  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  when  holding  its  annual  conventions  give 
priority  to  those  hotels  or  public  places  that  provide 
special  access  to  public  rooms  for  wheelchairs,  special- 


ly arranged  rest  rooms,  telephones,  and  other  facilities 
to  aid  the  disabled. 

The  reference  committee  recommends  approval  of 
resolution  74-61  as  amended. 

The  House  adopted  resolution  74-61  as  amended. 


Resolution  74-66,  Continuing  Professional  Education 
Programs  on  a Voluntary  Basis 

Introduced  by  Medical  Society  of  the  County  of  Oneida 
WHEREAS,  Our  physicians  support  and  approve  pro- 
fessional continuing  education  programs;  and 

WHEREAS,  The  New  York  State  Nurses  Association 
has  developed  a mandatory  continuing  education  pro- 
gram of  80  contact  hoursias  a mandatory  requirement 
for  the  relicensing  of  registered  nurses  in  New  York 
State;  and 

WHEREAS,  This  presents  itself  as  a crucial  issue  not 
only  for  the  registered  nurses  but  for  the  practicing 
physicians  of  New  York  State;  and 

WHEREAS,  The  New  York  State  Nurses  Association 
has  not  democratically  consulted  with  the  practicing 
registered  nurses  of  New  York  State;  and 

WHEREAS,  The  loss  of  professional  license  would  re- 
sult in  a loss  of  means  of  earning  a livelihood  for  self 
and  family;  and 

WHEREAS,  The  ratio  of  registered  nurses  who  are 
supporting  this  proposed  legislation  is  pitifully  small 
as  compared  with  those  who  are  opposed  to  the  man- 
datory 80  contact  hours  of  continuing  education  in  a 
24-month  period  as  a mandatory  requirement  for  re- 
newing a license  to  practice  their  profession  within 
New  York  State  and  it  is  not  always  feasibly  possible 
for  the  registered  nurse  in  rural  areas  to  obtain  the  re- 
quired mandatory  continuing  education;  and 

WHEREAS,  If  the  registered  nurse  is  not  relicensed, 
this  shall  place  a profound  hardship  upon  the  nursing 
staffs  of  acute  disease  hospitals,  nursing  homes,  and 
other  health  facilities  requiring  the  services  of  regis- 
tered nurses  in  New  York  State;  and 

WHEREAS,  The  socioeconomic  status  of  the  regis- 
tered nurse  will  be  severely  threatened  if  she  is  not 
able  to  continue  her  profession  as  a registered  nurse 
and  thereby  assist  in  the  support  and  education  of  her 
family;  now,  therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  encourage  continuing  profes- 
sional education  programs  on  a voluntary  basis  in  all 
levels  of  professional  categories. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

Before  I read  the  Resolved,  so  that  you  will  not  think 
the  reference  committee  has  lost  its  senses  and  is  against 
motherhood  and  sex,  I ask  you  to  turn  to  the  original 
resolution  because  it  is  important  that  you  see  the 
Whereases.  In  particular,  the  resolution  concerns  itself 
only  with  the  New  York  State  Nurses  Association’s  de- 
veloping a mandatory  continuing  education  program 
and  the  speaker  for  the  resolution  was  intending  to 
speak  for  an  unorganized  group  of  registered  nurses. 
Since  the  resolution’s  thrust  pertained  only  to  the 
nurses,  the  reference  committee  feels  that  this  resolu- 
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tion  intrudes  upon  the  prerogatives  of  other  professional 
organizations  and  therefore  recommends  disapproval  of 
this  resolution. 

The  House,  after  discussion,  adopted  resolution  74- 
66,  and  referred  it  to  the  Committee  on  Health  Man- 
power (including  Nursing  and  Paramedical  Personnel). 

Resolution  74-92,  Participation  of  Pathologists  in 
Creating  Criteria  for  Laboratory  Evaluation 

Introduced  by  Herbert  Lansky,  M.D.,  Delegate,  Section 
on  Pathology 

WHEREAS,  Clinical  medicine  increasingly  uses  labo- 
ratory studies  in  diagnosis,  treatment,  and  prognosis; 
and 

WHEREAS,  The  credibility  of  data  produced  by  the 
laboratory  depends  on  the  quality  control  measures 
maintained  by  the  laboratory;  and 

WHEREAS,  Proper  indication  for  laboratory  testing, 
as  well  as  adequate  bedside  interpretation,  are  immi- 
nently necessary  for  good  practice  of  medicine;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  promote,  invite,  and  encourage  participa- 
tion by  pathologists  and  their  regional  organizations 
in  the  formulation  of  regional  standards  of  quality  cri- 
teria. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
resolution  74-92. 

The  House  voted  to  adopt  resolution  74-92. 

Resolution  74-93,  Ban  on  Smoking  in  the  House  of 
Delegates 

Introduced  by  Lawrence  S.  Kryle,  M.D.,  as  an  Individu- 
al 

WHEREAS,  The  American  Cancer  Society  has  decid- 
ed that  smoking  is  detrimental  to  one’s  health  and  is  a 
direct  cause  of  cancer  of  the  lungs  and  the  upper  re- 
spiratory system;  and 

WHEREAS,  The  American  Heart  Association  has 
gone  on  record  condemning  the  smoking  of  cigarettes 
as  a cause  of  heart  and  lung  diseases;  and 

WHEREAS,  Many  people  are  extremely  sensitive  to 
others  smoking  cigarettes  and  pipes  and  cigars;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  ban  smoking  in  the  House  of  Delegates. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

Will  you  please  put  out  your  cigarettes  and  cigars? 

The  reference  committee  is  in  sympathy  with  the  in- 
tent of  this  resolution.  We  feel,  however,  that  it  is  al- 
most impossible  to  enforce  and  therefore,  the  reference 


committee  reluctantly  recommends  its  disapproval. 
The  reference  committee,  however,  applauds  any  efforts 
to  discontinue  smoking  on  a voluntary  basis.  The  com- 
mittee recommends  that  Resolution  74-93  go  up  in 
smoke  and  not  be  adopted. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 74-92,  and  referred  it  to  the  Division  on  Ihiblic  and 
Professional  Affairs  for  publication. 

Resolution  74-94,  Improvement  of  Acute  Medical  Care 
Services  in  the  Community 

Introduced  by  Bernard  Seligman,  M.D.,  as  an  Individual 
WHEREAS,  There  is  a dearth  of  physicians  to  treat 
patients  at  home,  and  especially  in  acute  situations; 
and 

WHEREAS,  There  are  acute  medical  care  services, 
such  as  coronary  care  units  for  specialized  conditions; 
and 

WHEREAS,  The  present  satellite  services  do  not  ful- 
fill such  emergency  needs;  and 

WHEREAS,  There  are  units  of  such  a nature  which 
are  servicing  communities  successfully;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  favor  the  development  of  acute  medical 
care  service  units  to  insure  and  improve  the  health 
practices  for  the  community;  and  be  it  further 

Resolved,  That  the  MSSNY  recommend  that  local 
communities  sponsor  such  endeavors. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  feels  that  resolution  74-94  is 
too  vague  and  therefore  recommends  disapproval. 

The  House,  after  discussion,  referred  resolution  74- 
94  to  the  Council  for  action. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  Chairman. 

The  reference  committee  notes  with  regret  that  the 
published  committee  reports  in  the  January  issue  of  the 
New  York  State  Journal  of  Medicine  do  not  always  ac- 
curately reflect  the  up-to-date  deliberations  of  these 
committees.  We  recommend  that  some  methodology  be 
promulgated  to  make  certain  the  reference  committee 
has  the  most  recent  information  that  the  individual 
committee  has  to  offer  to  insure  adequate  discussion. 
W’e  urge  that  the  committees  make  available  to  the  ref- 
erence committee  their  supplementary  reports  prior  to 
the  beginning  of  its  hearings.  We  also  urge  the  Speaker 
to  make  a ruling  that  the  final  filing  date  for  submission 
of  resolutions  be  at  least  one  week  prior  to  the  conven- 
ing of  the  House  of  Delegates. 

For  action  see  resolution  74-115,  page  1296. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 
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Governmental  Affairs  and  Legal 
Matters 


Commission  on  Governmental  Affairs 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

To  refresh  your  memory,  the  Council  has  created  a 
new  Commission  on  Governmental  Affairs. 

This  Commission  was  formed  following  the  passage  of 
Public  Law  92.603.  It  contains,  as  you  know,  essentially 
the  PSRO  machinery.  The  Commission  will  consist  of 
the  following  Committees: 

Committee  on  State  Legislation 

Committee  on  New  York  State  Association  of  the 
Professions  (NYSAP) 

Committee  on  Federal  Legislation 
Committee  on  PSRO 
Committee  on  Peer  Review 
Committee  on  Foundations 

Members  of  the  Commission  at  the  time  this  report 
goes  to  press  are: 


Richard  D.  Eberle,  M.D.,  Chairman Onondaga 

Charles  N.  Aswad,  M.D Broome 

John  H.  Carter,  M.D Albany 

Ralph  S.  Emerson,  M.D Nassau 

John  P.  Glaubitz,  M.D Nassau 


This  Commission  will  be  assigned  to  the  Division  on 
Governmental  Affairs  at  the  staff  level  and  will  be  bro- 
ken down  into  essentially  Federal  Activities  and  State 
Activities.  There  will  be  created,  a new  Statewide  Com- 
mittee on  PSRO.  By  the  time  you  read  this  report,  it  is 
hoped  that  area  designations  will  be  made  and  that  our 
Statewide  Committee  on  PSRO  will  consist  essentially 
of  a representative  from  each  PSRO  designated  area.  It 
is  hoped  that  by  this  mechanism,  we  can  keep  in  close  li- 
aison with  all  PSRO  Activities  throughout  the  State. 

This  Commission  could  very  well  become  a very  criti- 
cal one,  inasmuch,  as  it  deals  with  our  greatest  current 
problems,  namely,  the  Federal  Government,  the  State 
and  their  constituted  regulatory  agencies. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

This  new  commission,  assigned  to  the  Division  on 
Governmental  Affairs  at  the  staff  level,  and  under  the 
chairmanship  of  Richard  D.  Eberle,  M.D.,  combines  em- 
phasis on  Peer  Review,  Foundations,  State  and  Federal 
Legislation,  with  new  emphasis  on  PSRO.  Your  refer- 
ence committee  approves  of  this  reorganization  and 
wishes  the  commission  well  in  its  critically  important 
tasks. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 


Peer  Review  Mechanisms  (Annual) 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Peer  Review 
Mechanisms  are  as  follows: 


Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Edward  A.  Burkhardt,  M.D New  York 

Louis  Bush,  M.D Nassau 

Lester  J.  Candela,  M.D Queens 

Richard  D.  Eberle,  M.D Onondaga 

William  C.  Felch,  M.D Westchester 

Thomas  M.  Flanagan,  M.D Chenango 

George  Schaefer,  M.D Queens 

William  A.  Schwarz,  M.D Richmond 

Robert  E.  Westlake,  M.D Onondaga 

Marvin  L.  Bloom,  M.D.  ex  officio Erie 


The  1973  Annual  Report  will  be  presented  in  two 
parts.  The  first  portion  covers  the  period  from  Febru- 
ary 1973  to  June  1973  and  reflects  the  activity  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
uncertainties  related  to  Professional  Standards  Review 
Organizations.  The  following  is  the  progress  report 
submitted  in  June  1973  which  was  passed  by  the  Coun- 
cil and  distributed  to  all  county  medical  societies. 

Your  chairman  is  submitting  this  report  to  inform  our 
county  societies  of  our  assessment  of  events  in  Washing- 
ton, activities  of  the  AMA,  and  your  MSSNY  Commit- 
tee relating  to  developments  regarding  PSRO. 

Washington  (HEW).  There  was  a delay  of  several 
months  following  the  passage  of  the  Social  Security 
Amendments  of  1972  (including  PSRO)  in  the  appoint- 
ment and  confirmation  of  key  administration  officials  in 
HEW.  The  chronology  of  events  have  been  reported  in 
the  AMA  Newsletter.  It  is  now  apparent  that  William 
Bauer,  M.D.,  as  Project  Director  of  PSRO,  and  his  staff, 
will  have  the  primary  responsibility  for  the  development 
and  management  of  PSRO.  Eighteen  issues  relating  to 
PSRO  have  been  farmed  out  to  various  departments 
within  HEW,  such  as  BHI,  SRS  and  PSRO.  Two  of 
these  issues  will  be  determined  within  the  coming 
months,  namely;  1)  The  appointments  to  the  National 
Professional  Standards  Review  Council.  Some  200 
names  have  been  submitted.  Eleven  individuals  will  be 
selected.  2)  The  designation  of  PSRO  areas  is  of  great 
concern  to  our  membership.  The  deputy  project  direc- 
tor and  the  senior  medical  advisor  visited  MSSNY 
headquarters  and  asked  us  to  submit  recommendations 
for  area  designations  in  New  York  State.  This  will  be 
discussed  later  in  the  report. 

American  Medical  Association.  The  AMA  Adviso- 
ry Committee  on  PSRO  has  formed  multiple  task  forces 
on  issues  comparable  to  the  HEW  study  groups.  We 
are  fortunate  to  have  James  M.  Blake,  M.D.,  of  Schenec- 
tady, as  chairman  of  the  Task  Force  on  Evaluation  of 
Programs  with  William  Felch,  M.D.,  and  Louis  Bush, 
M.D.,  as  members  of  other  task  forces.  The  AMA  has 
maintained  liaison  on  almost  a daily  basis  with  HEW  ei- 
ther by  phone,  mail,  or  personal  contact.  This  is  not  to 
imply  the  AMA  will  prevail  in  all  of  their  recommenda- 
tions, as  there  are  powerful  forces  in  Washington  that 
are  not  sympathetic  to  the  practicing  physician.  How- 
ever, it  does  indicate  substantial  input  and  respect  for 
the  AMA.  Our  membership  can  be  reassured  the  AMA 
is  making  every  effort  to  represent  you  in  Washington 
and  deserves  your  vigorous  support. 
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Medical  Society  of  the  State  of  New  York.  The 
Committee  on  Peer  Review  Mechanisms  has  been  very 
active  since  the  House  of  Delegates  meeting  in  Febru- 
ary, 1973.  Your  chairman  has  maintained  close  liaison 
with  other  MSSNY  committees,  county  medical  so- 
cieties, foundations,  the  New  York  State  Institute  for 
Research  and  Development  in  Health  Care,  specialty  or- 
ganizations, state  agencies,  other  state  medical  societies, 
the  Chicago  and  Washington  Offices  of  the  AMA  and 
the  regional  national  offices  of  HEW.  There  has  hardly 
been  a day  when  there  was  not  some  communication 
with  at  least  one  of  these  organizations. 

I.  Poll  of  MSSNY  County  Societies.  To  deter- 
mine the  current  status  and  plans  of  county  medical  so- 
cieties and  foundations  regarding  PSRO,  the  following 
questions  were  submitted  to  all  county  medical  so- 
cieties. 

Forty  (40)  county  societies  or  groups  speaking  for 
them  responded: 

1)  What  PSRO  area  do  you  favor? 

a.  MSSNY  district  area 

b.  CHP  area,  (ALFPA)  Onondaga 

c.  County  society  in  urban  area 

d.  Other  areas — please  comment 

Summary.  Those  counties  in  densely  populated 
areas  favored  county  society  in  urban  areas.  In  the 
periphery  of  the  dense  area,  the  counties  favored  a 
MSSNY  district  area  and  indicated  a willingness  to 
join  an  established  group.  A few  in  the  more 
sparsely  density  areas  favored  an  interest  area,  such 
as  Adirondack  Foundation. 

2)  Are  you  in  the  planning  stage  of  forming  a 

PSRO?  If  yes, 

a.  Have  you  applied? 

b.  What  community  Projects  have  you  undertak- 
en to  demonstrate  willingness  and  capacity  to  serve 
as  a PSRO? 

c.  What  mechanisms  do  you  plan  to  use  in  form- 
ing a PSRO? 

(1)  Foundation 

(2)  Consortium  of  county  medical  societies 

(3)  Other  groups 

Summary.  Most  responded  they  were  in  a plan- 
ning stage  of  forming  a PSRO.  A few  have  submit- 
ted letters  of  intent.  Of  the  mechanisms  planned, 
foundations  were  slightly  favored  over  a consortium 
of  medical  societies.  The  community  projects  list- 
ed to  demonstrate  willingness  and  capability  to 
serve  as  a PSRO. 

(1)  EMCRO  application 

(2)  Medical  claims  review — Medicare 

(3)  Medical  claims  review — Medicaid 

3)  If  you  do  not  have  plans  to  form  a PSRO,  would 

you  consider  joining: 

a.  Foundation 

b.  Consortium  of  county  medical  societies 

c.  Other  group 

Summary.  Those  societies  not  having  plans  to 
form  a PSRO  favor  by  a slight  margin  joining  a con- 
sortium of  medical  societies  over  a foundation. 

4)  If  you  are  in  the  planning  stage  of  PSRO, 

a.  What  is  the  composition  of  your  board  of  direc- 
tors? 

b.  What  is  the  relationship  to  the  county  medical 
society? 


c.  Does  the  county  medical  society  contribute  fi- 
nancially in  staffing  the  PSRO  prototype  organiza- 
tion? 

Summary:  The  organizations  are  separate  from 
the  county  society  structure.  In  multicounty  orga- 
nizations, most  indicated  representatives  such  as 
the  delegates  representing  their  county  society. 
Most  did  not  have  the  medical  society  participate 
financially,  although  a few  did  raise  funds  by  as- 
sessments. 

5)  Can  MSSNY  be  of  assistance,  and  if  so,  how  can 

we  help  you? 

Summary:  Most  organizations  asked  MSSNY  to 
assist  by  sending  up  to  date  information  and  to  as- 
sist in  legal  matters.  Three  county  societies  asked 
MSSNY  to  cooperate  with  the  Institute  to  form  a 
statewide  PSRO.  One  of  these  county  societies 
asked  MSSNY  to  support  the  Institute  as  “PSRO  if 
legally  acceptable,  and  as  an  EDP  supporting  sys- 
tem.” 

Meeting  with  Institute  and  Foundations.  The 

House  of  Delegates  accepted  the  Reference  Committee’s 
recommendation  that  a liaison  committee  between 
MSSNY  and  the  Institute  be  formed.  At  the  March 
meeting  of  the  Council,  your  Committee  on  Peer  Review 
Mechanisms  was  designated  as  the  liaison  committee. 
Therefore,  our  Committee  met  on  May  22,  1973  with 
George  Himler,  M.D.,  representing  the  Institute  and 
John  P.  Glaubitz,  M.D.,  as  chairman  of  the  Committee 
on  Foundations.  The  results  of  the  poll  and  our  com- 
mittee and  Institute  activities  were  discussed. 

The  most  urgent  item  was  the  area  designations  of 
PSRO.  There  was  general  agreement  that  area  designa- 
tions would  probably  follow  the  general  pattern  of 
MSSNY  districts  in  many  areas  of  the  State.  There 
were  exceptions  to  this  generalization,  such  as  in  the 
Fifth  and  Sixth  Districts;  the  fringe  areas  of  the  Third, 
Fourth  and  northern  section  of  the  Ninth  District.  The 
First  District  (New  York  City)  is  an  unknown.  Man- 
hattan and  Richmond  counties  have  expressed  a desire 
to  be  separate  PSRO’s.  To  determine  the  desires  of  the 
physicians  at  the  local  level,  it  was  suggested  that  the 
subcommittee  of  the  Committee  on  Foundations  of 
MSSNY  be  expanded  to  poll  these  areas  and  report 
back  to  the  Peer  Review  Committee.  HEW  has  ex- 
pressed thoughts  of  subdividing  New  York  City  into 
many  PSRO’s,  so  it  would  be  presumptious  to  even  haz- 
ard a guess  at  this  time.  HEW  has  stated  they  would  be 
holding  meetings  with  many  organizations  and  agencies 
before  making  a determination. 

The  Committee  on  Peer  Review  Mechanisms  will  as- 
semble demographic  studies  on  trade  area,  population, 
hospital  and  educational  facilities,  physician  distribu- 
tion, transportation  routes,  and  so  forth,  to  substantiate 
our  recommendations.  The  New  York  State  Depart- 
ment of  Health  and  the  Hospital  Association  of  New 
York  State  have  stated  this  is  a physician  decision,  and 
they  will  support  our  recommendations. 

AMA-Washington  Meeting.  In  March,  1973,  the 
AMA  conducted  an  information  poll  regarding  PSRO 
activities  of  state  medical  societies.  One  of  the  ques- 
tions was  whether  state  medical  societies  had  estab- 
lished or  had  plans  to  establish  an  umbrella  organization 
for  PSROs  in  their  state.  New  York  responded  in  the 
negative.  However,  some  30  states  indicated  they  had 
or  were  planning  to  do  so.  Because  of  the  interest  of 
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many  state  medical  societies,  especially  the  more  rural 
states,  the  AMA  convened  a meeting  in  Washington  on 
May  23,  1973  to  meet  with  HEW  and  our  legislators. 
Public  Law  92-603  does  not  specifically  forbid  an  um- 
brella organization  although  it  was  assumed  to  apply 
only  to  the  more  rural  states.  Senator  Walter  F.  Ben- 
nett and  Mr.  Jay  Constantine  are  reported  to  be  against 
an  umbrella  organization  and  would  like  each  PSRO  to 
be  responsible  directly  to  Washington.  No  vote  was 
taken  or  pressure  exerted  by  AMA.  However,  there  was 
a strong  sentiment  in  many  states  to  allow  flexibility  for 
a state  to  do  this  if  the  state  medical  society  chooses, 
and  we  concur  that  states  should  have  this  option.  No 
one  knows  what  the  decision  of  HLW  will  be.  We  will 
keep  you  apprised  of  their  decision. 

Hospital  Medical  Care  Audit.  The  Joint  Commis- 
sion on  Accreditation  of  Hospitals  is  upgrading  its  stan- 
dards for  medical  review  as  a requirement  to  accredita- 
tion. We  have  received  requests  for  information  on  how 
to  do  it  from  many  physicians  throughout  the  State.  In 
addition,  the  AMA  has  encouraged  state  medical  so- 
cieties to  cosponsor  hospital  medical  care  audit  work- 
shops with  their  respective  hospital  associations.  Ac- 
cordingly, in  response  to  our  members  and  the  adopted 
report  of  our  House  of  Delegates  to  bring  together  the 
health  providers,  we  had  planned  a two-day  session  at 
MSSNY  headquarters.  The  second  day  was  to  be  a 
JCAH  workshop.  Because  the  dates  were  determined 
by  the  availability  of  representatives  of  the  JCAH  and 
were  within  about  three  weeks  of  the  Institute  meeting 
in  Albany,  there  was  some  feeling  this  might  detract 
from  the  attendance  in  Albany.  It  would  also  have  re- 
quired a crash  program  of  publicity  to  assure  success. 
Since  our  desire  was  to  bring  our  colleagues  together,  we 
decided  to  wash  out  the  program  rather  than  detract 
from  the  Institute  meeting.  This  was  done  in  spite  of 
the  fact  that  William  Bauer,  M.D.,  project  director  of 
PSRO  and  William  Connors,  Esq.,  deputy  project  direc- 
tor had  planned  to  come  from  Washington  to  spend  the 
day  with  us.  Mr.  William  Connors  and  John  Farrell, 
M.D.,  senior  medical  advisor  to  PSRO  did  come  to 
MSSNY  headquarters  and  spent  several  hours  with  us. 
They  emphasized  several  points  which  may  be  of  inter- 
est to  you: 

A.  The  hospitals  will  not  be  exempt  from  PSRO 
standards  and  review  programs  that  are  satisfactory 
to  the  PSRO.  He  mentioned  on  several  occasions 
that  the  hospital  associations  have  been  told  this  and 
understand  and  accept  this.  This  counteracts  the 
statement  of  Mr.  Thomas  Ainsworth  of  the  American 
Hospital  Association  several  months  ago  which  was  of 
great  concern  to  all  of  us. 

B.  Very  few  foundations,  if  any,  would  qualify  as 
a PSRO  at  the  present  time.  They  stated  that  if  a 
foundation  engages  in  the  delivery  of  medical  care, 
they  cannot  qualify  as  a PSRO. 

C.  They  asked  MSSNY  to  discuss  area  designa- 
tions with  the  interested  parties  and  to  present 
MSSNY  recommendations  to  them. 

D.  The  composition  of  the  statewide  PSRO  Coun- 
cil is  spelled  out  in  detail  in  the  law  and  does  not  sup- 
port the  concept  of  a newly  created  organization  as- 
suming this  jurisdiction. 

E.  They  were  very  interested  in  our  Criteria  Pre- 
dictor Project  and  stated  that  it  was  the  most  sophis- 


ticated program  adaptable  to  computers  they  had 

seen.  This  will  be  discussed  in  the  next  item. 

To  fulfill  our  obligation  to  our  members,  two  one-day 
JCAH  medical  audit  reviews  were  scheduled  for  May  30 
in  Syracuse  and  June  12  in  New  York  City.  Notices  of 
these  meetings  appeared  in  Ad  Rem. 

Criteria  Predictor  Project.  Your  chairman  was  ap- 
pointed by  our  New  York  State  Commissioner  of 
Health,  Hollis  S.  Ingraham,  M.D.,  to  develop  criteria 
predictor  screens  for  our  hospitals  in  the  State.  His  au- 
thority for  the  action  is  under  Section  206J  of  the  Public 
Health  Law. 

Many  organizations  have  developed  utilization  crite- 
ria for  admissions,  length  of  stay,  and  so  forth.  These 
have  been  done  without  great  difficulty.  However,  de- 
veloping quality  criteria  is  extremely  difficult.  Some 
national  specialty  societies  and  foundations  have  been 
playing  with  this  for  years.  None  have  been  successful 
to  date  because  they  have  been  too  complex  and  expen- 
sive, and  not  readily  adaptable  to  computerization.  We 
have  no  assurance  our  plan  will  be  successful,  but  it  is 
urgently  needed,  and  we  have  given  it  a try. 

We  have  spent  literally  hundreds  of  hours  on  this 
project  alone,  and  the  following  is  a brief  summary  of 
the  methodology  and  progress  to  date.  Utilizing  the 
basic  concept  of  the  New  York  State  Health  Depart- 
ment predictor,  deviation,  algorithm,  and  computer 
project,  we  have  added  relative  value  factors,  weighting, 
and  additional  categories. 

Criteria  data  were  collected  by  polling  fifteen  areas 
throughout  the  country,  including  HEW  and  the  AMA. 
All  responded,  sending  available  data.  Tentative  crite- 
ria predictors  were  developed  for  surgical  disease  cate- 
gories at  the  Manhasset  Hospital  by  the  surgical  staff. 
These  criteria  were  presented  to  the  Brooklyn-Long 
Island  Chapter  of  the  American  College  of  Surgeons. 
Their  Council  agreed  to  develop  the  criteria  as  a chapter 
project.  Twenty-five  surgical,  obstetrical,  and  gynecol- 
ogical disease  category  criteria  screens  were  developed 
by  farming  out  the  work  to  hospitals  in  our  area.  Spe- 
cialty departments  at  New  York  University,  Memorial, 
and  Presbyterian  Hospitals,  in  New  York  City,  cooper- 
ated in  developing  specific  disease  categories.  The  re- 
vised criteria  are  now  being  reviewed  by  the  cooperating 
Chairmen  of  the  Departments  of  Surgery  at  Cornell,  Co- 
lumbia, Albany,  and  State  University  of  New  York  (Up- 
state) Medical  Schools. 

Robert  E.  Westlake,  M.D.,  has  developed  medical  cri- 
teria predictors  for  the  ten  most  common  medical  diag- 
noses as  a cooperative  project  of  the  Onondaga  Founda- 
tion, the  Onondaga  County  Medical  Society,  and  affili- 
ated hospitals. 

The  New  York  State  Neurosurgical  Society  is  devel- 
oping criteria  for  the  most  common  neurosurgical  dis- 
eases, and  the  Long  Island  Vascular  Society  is  devel- 
oping criteria  for  the  vascular  diseases.  There  has  been 
excellent  cooperation  from  our  specialty  societies  as  ev- 
eryone has  been  struggling  with  this  dilemma. 

As  soon  as  our  study  is  completed  and  field-tested,  we 
will  make  the  material  available  to  all  interested  parties. 
It  is  not  intended  to  be  rigid;  it  will  need  constant  revi- 
sion and  modifications.  We  do  believe  it  is  a methodol- 
ogy which  is  practical.  We  have  had  requests  for  our 
project  from  HEW,  AMA,  American  College  of  Sur- 
geons, JCAH,  medical  schools,  state  medical  societies, 
foundations,  and  even  Permanente.  We  are  submitting 
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| progress  reports  to  Claude  E.  Welch,  M.D.,  Chairman  of 
the  Task  Force  on  Criteria  of  the  AMA  and  to  national 
specialty  societies. 

The  following  report  was  submitted  to  the  Council  for 
consideration  at  its  meeting  on  September  20: 

On  the  recommendation  of  the  Executive  Commit- 
tee, the  Quality  Criteria  Predictors  were  sent  to  our 
Committee  for  comment.  The  Committee  approved 
the  Quality  Criteria  Predictors. 

In  view  of  the  many  requests  for  criteria  guidelines, 
we  recommend  this  material  be  made  available  to  our 
County  Medical  Societies  and  other  interested 
parties.  It  should  be  recognized  that  the  material  to 
date  covering  surgery,  obstetrics  and  gynecology  have 
been  developed  by  the  Brooklyn-Long  Island  Chapter 
of  the  American  College  of  Surgeons.  Hospitals  in 
the  metropolitan  area  and  our  medical  schools  have 
also  participated  in  the  development  of  the  Criteria 
Predictors.  The  American  College  of  Surgeons  is 
pleased  to  offer  this  material  for  the  joint  project  of 
MSSNY,  NYS  Department  of  Health,  NYS  Depart- 
ment of  Social  Services  and  the  Hospital  Association 
of  New  York  State. 

These  criteria  are  clinical  material  and  as  such  are 
not  in  computer  form.  However,  we  have  translated 
this  material  into  computer  adaptable  language  in 
several  disease  categories  for  field  studies  to  test  vali- 
dation. Concomitantly,  the  American  College  of  Sur- 
geons will  test  the  relative  value  weighting  concept 
utilizing  the  same  data  base  with  the  computerized  re- 
sults. In  addition,  computer  modules  are  being  de- 
veloped for  the  other  disease  categories.  In  the  near 
future  we  will  have  Criteria  Predictors  for  the  special- 
ties of  neurosurgery,  ophthalmology,  vascular  and 
thoracic  diseases.  When  this  project  is  completed,  we 
will  have  available  computerized  adaptable  modules 
covering  90  to  95%  of  hospital  admissions  in  surgery, 
its  main  subspecialties,  obstetrics  and  gynecology. 

Since  the  development  and  distribution  of  these 
Criteria  Predictors  and  subsequent  material  involves 
expenditure  of  funds,  we  suggest  a nominal  charge  be 
made,  at  the  discretion  of  administration  of  MSSNY, 
to  cover  the  cost.  We  suggest  the  distribution  to  our 
County  Societies  and  those  participating  in  the  devel- 
opment of  the  Criteria  Predictors  be  furnished  the 
material  free  of  charge. 

The  Council  voted  approval  in  principle  and  approval 
for  the  dissemination  of  the  suggested  criteria,  with  the 
details  to  be  worked  out  at  a later  date. 

Support  of  Foundation  Projects.  We  have  lent 
support  to  letters  of  intent  of  foundations  to  serve  as 
PSROs.  We  supported  the  Monroe  County  Founda- 
tion’s great  application  to  the  State  Department  of 
Health.  Unfortunately,  funds  are  lacking  at  the  State 
and  Federal  level  for  many  worthwhile  projects. 

Appeals  Mechanism.  Two  cases  were  referred  to 
MSSNY  which  could  not  be  resolved  at  the  local  level. 
We  prefer  to  have  peer  review  problem  cases  solved  at 
the  local  level,  to  utilize  adjacent  or  other  county  society 
mechanisms  whenever  feasible  as  the  next  step,  and  to 
utilize  the  MSSNY  committee  as  the  appeal  of  last  re- 
sort. 

Recommendations  to  county  societies: 

1)  Become  knowledgeable  of  the  law,  P.L.  92-603. 

2)  Meet  with  adjacent  county  societies  if  you  pre- 


fer a consortium  of  county  societies  or  your  adjacent 
foundation  to  see  if  you  can  reach  agreement  to  form 
a PSRO  along  district  lines  (except  New  York  City). 
Be  prepared  to  act  as  soon  as  area  designations  are 
announced  by  HEW. 

3)  Contact  MSSNY  if  we  may  be  of  help  in  pro- 
viding prototypes  of  PSRO,  legal  advice  or  up-to-date 
information  from  Washington.  (One  person  to  be 
designated  to  coordinate  information.) 

4)  This  report  to  be  sent  to  all  county  medical  so- 
ciety presidents  and  delegates  to  MSSNY. 

Resolutions  Referred.  The  following  resolutions 

were  referred  to  the  Committee  on  Peer  Review  Mecha- 
nisms: 

Substitute  Resolution  for  Resolution  73-38,  “Exten- 
sion of  Present  Peer  Review  to  go  beyond  Quality  of  Pa- 
tient Care  to  Professional  and  Ethical  Performance  in 
the  Area  of  Practice.” 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  extension  of  peer  review  of  the 
quality  of  patient  care  to  include  total  performance  in 
all  categories,  clinical,  administrative  and  ethical;  that 
the  Medical  Society  of  the  State  of  New  York, 
through  an  appropriate  agency,  encourage  the  estab- 
lishment of  PSROs  to  do  this  work  before  legislators 
or  governmental  agencies  take  over  the  assignment; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  that  Peer  Review  Committees  of 
county  medical  societies  voluntarily  extend  their  ac- 
tivities to  cover  total  performance  in  the  delivery  of 
health  services  and  to  also  conform  to  PL  92-603 
(PSRO). 

Resolution  73-3,  “Statistical  Data  for  Peer  Review:” 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  urge  insurance  companies,  Blue 
Shield  and  Blue  Cross  plans,  public  agencies,  comput- 
er services,  and  others  concerned  with  the  design  and 
administration  of  health  care  financing  programs  to 
organize  their  statistical  data  and  experience  and 
make  them  available  to  peer  review  bodies  for  their 
use. 

The  Committee  on  Peer  Review  Mechanisms  has  been 
emphasizing  the  intent  of  both  the  above  resolutions  in 
its  annual  report.  In  addition,  we  have  requested  the> 
AMA,  the  Health  Insurance  Council,  and  the  “Blues”  to 
make  statistical  data  available  to  our  county  society 
peer  review  committees  and  to  coordinate  uniformity  of 
data  qualifications. 

Your  Chairman  is  including  for  your  information  a 
synopsis  of  a paper  entitled  “Role  of  the  Medical  Soci- 
ety in  Forming  a PSRO”  presented  at  the  AMA  Region- 
al Meeting  in  Boston,  Mass.,  on  August  3,  1973. 

ROLE  OF  THE  MEDICAL  SOCIETY  IN 
FORMING  A PSRO 

Synopsis.  In  our  opinion  the  State  and  county  medi- 
cal societies  should  play  a very  important  supportive 
role  in  the  development  and  successful  implementation 
of  PSRO.  MSSNY  has  not  taken  an  official  position  on 
a formal  statewide  umbrella  organization  but  believes 
the  states  should  have  that  option.  Until  this  issue  is 
settled,  we  believe  the  state  society  has  a very  important 
function  as  a conduit  for  dissemination  of  information 
from  the  AMA  and  its  task  forces;  as  a repository  of  in- 
formation from  all  sources;  and  as  a leader  in  the  activi- 
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ties  of  the  health  agencies,  county  medical  societies, 
foundations,  state  department  of  health,  state  depart- 
ment of  social  services,  state  hospital  association,  the 
fiscal  intermediaries,  medical  schools  and  H.E.W.  To 
accomplish  these  and  related  goals  MSSNY  has  estab- 
lished a commission  on  P.L.  92-603  and  Government 
Agencies. 

We  will  present  our  conclusions  and  spend  the  re- 
mainder of  our  allotted  time  on  comments  in  these  spe- 
cific areas.  We  believe  the  State  medical  society  should: 

1.  Support  P.L.  92-603  and  actively  work  toward 
the  development  and  successful  inplementation  of 
PSRO. 

2.  Present  recommendations  for  designation  of 
PSRO  areas. 

3.  Coordinate  the  criteria  of  utilization  review 
programs  and  bring  together  the  interested  organiza- 
tions. 

4.  Develop  quality  criteria  predictors  of  medical 
care. 

5.  Coordinate  the  activities  of  foundations,  con- 
sortium of  county  societies  and  assist  in  the  develop- 
ment of  PSRO’s. 

6.  Assist  county  medical  society  activities. 
Support  of  PSRO.  Medicine  is  a house  of  many 

mansions  with  a wide  spectrum  of  philosophical  opin- 
ions. The  vast  majority  will  support  the  law  and  coop- 
erate in  its  implementation.  The  practicing  physicians 
are  the  only  ones  who  can  do  peer  review.  We  are  not 
convinced  it  will  save  money  over  the  long  term,  but  we 
must  make  certain  that  quality  standards  do  not  suffer 
because  of  the  financial  crunch.  It  is  historically  impor- 
tant at  this  point  in  time  of  social  change  that  we  do  the 
job.  Therefore,  we  support  it  even  though  the  law  has 
many  flaws. 

Designation  of  PSRO  Areas.  The  State  and  county 
medical  societies  can  offer  expertise  as  to  practice  pat- 
terns, trade  areas,  number  of  practicing  physicians,  hos- 
pital beds  and  other  medical  facilities,  educational  facil- 
ities and  population  census.  Established  peer  review 
programs  should  be  utilized  in  designating  the  areas. 
We  have  canvassed  our  member  societies  regarding  their 
desires  and  cooperated  with  our  foundations,  govern- 
ment agencies,  hospital  association  and  other  interested 
parties  and  have  developed  demographic  studies  to  sup- 
port our  recommendations.  When  the  guidelines  are 
available,  the  state  medical  society  can  lend  assistance 
to  organizations  in  support  of  their  application  to  be- 
come a PSRO. 

Utilization  Criteria  (Saga  of  who’s  on  first).  The 
development  of  acceptable  utilization  criteria  for  admis- 
sions, length  of  stay,  etc.  in  hospitals  and  skilled  nursing 
homes  have  a high  priority.  A uniform  data  base  is  es- 
sential for  a computer  program  to  be  useful  for  regional, 
state  or  national  comparison.  It  is  a sticky  problem  not 
because  it  is  difficult  to  do  but  because  of  the  conflicts 
in  responsibility  inherent  in  P.L.  92-603. 

To  illustrate  this  point  let  me  cite  a few  areas  of  con- 
flict. 

1.  Section  207  mandates  the  state  health  agency  to 
have  an  effective  program  of  utilization  regarding  neces- 
sity for  admission  and  the  continued  stay  of  Medicaid 
patients  in  hospitals  and  skilled  nursing  homes.  The 
state  health  agency  is  also  required  to  conduct  surveys 
of  the  above  and  make  public  their  findings.  The  state 
health  agency  must  have  an  effective  program  “whereby 


the  professional  management  of  each  case  is  reviewed 
and  evaluated  at  least  annually  by  independent  profes- 
sional review  teams.” 

2.  Section  229  creates  program  review  teams  in  the 
state. 

3.  Section  237  fudges  the  issue  by  requiring  hospi- 
tals to  have  a utilization  plan  meeting  the  requirements 
of  Title  18  and  using  the  same  committee  for  Title  18 
and  19  review  but  also  states  the  Secretary  may  waive 
the  requirement  if  the  state  agency  has  a superior  plan. 

4.  Section  238  provides  for  a cut  off  in  payment  of 
unnecessary  admissions  but  does  not  state  which  plan. 

5.  Section  239  mandates  the  state  health  agency 
must  certify  the  facilities  for  participation  under  both 
Medicaid  and  Medicare.  In  addition,  federal  participa- 
tion in  Medicaid  payments  is  contingent  upon  the  state 
health  agency  establishing  a plan  for  statewide  review  of 
the  appropriateness  and  quality  of  services  rendered. 

6.  Section  249F  (PSRO)  mandates  that  the  PSRO’s 
do  utilization  and  appropriateness  of  care. 

Under  the  law  (P.L.  92-603)  we  have  both  the  state 
health  agencies  and  the  PSRO’s  performing  the  same 
functions.  In  addition,  the  Bureau  of  Health  Insurance 
I.L.  73-10  (now  withdrawn  but  being  rewritten)  request- 
ed the  fiscal  intermediaries  not  to  just  pay  the  bills  but 
to  take  a look  at  the  total  picture.  The  Bureau,  as  the 
government  fiscal  agent,  has  a responsibility  that  pay- 
ments are  justified.  Furthermore,  the  JCAH  is  not  to 
be  denied  and  they  have  a cookbook  on  medical  care 
audit.  It’s  all  rather  confusing — reminiscent  of  the  Ab- 
bott and  Costello  skit  of  “who’s  on  first”  base. 

It  is  bad  enough  to  have  two  men  on  first  base  at  the 
same  time,  but  three  is  a crowd.  To  further  complicate 
the  dilemma  we  find  the  JCAH  streaking  toward  first 
base  hoping  to  slide  in  safely  to  make  it  a foursome. 
Someone  has  to  lead  this  pack  to  second  base  using  the 
same  ground  rules.  Whether  the  state  health  agencies 
will  be  allowed  to  opt  for  Medicare  regulations  in  lieu  of 
new  Medicaid  criteria  can  only  be  determined  by  the 
Secretary  or  Congress.  If  the  intent  is  to  have  the 
health  agencies  and  fiscal  intermediaries  do  the  utiliza- 
tion prior  to  the  PSRO’s  becoming  operational  and  then 
to  act  as  a check  and  balance  mechanism  on  the  PSRO’s, 
it  will  dampen  the  enthusiasm  and  incentives  for  devel- 
oping the  PSRO’s.  Irrespective  of  which  route  HEW 
follows,  it  is  vital  that  some  one  organization  bring  all  of 
these  interested  parties  together  and  develop  acceptable 
uniform  utilization  criteria.  It  will  require  fine  tuning. 
The  state  medical  society  appears  to  be  the  only  organi- 
zation with  the  capacity  and  stature  to  accomplish  this 
goal. 

We  seem  to  be  making  the  same  administrative  mis- 
takes as  the  British  as  reported  in  the  June  30,  1973 
issue  of  Lancet  Magazine  on  a Retrospective  Review  of 
the  (British)  National  Health  Service.  We  are  aware  of  | 
the  “Consultation  Materials  for  Designation  of  Areas” 
DHEW  publication  (SSA)74-11350  relating  to  “How 
will  the  functions  of  PSRO’s,  Medicare  and  Medicaid 
contractors,  state  agencies,  and  other  administrative 
agents  be  coordinated?”  Whether  this  memoranda  by 
one  department  of  HEW  will  absolve  the  responsibilities  c 
of  the  State  agencies  under  Sections  207,  229,  237,  238 
and  239  is  not  clear  at  this  time.  We  can  appreciate  the 
dilemma  of  HEW,  but  decisions  from  the  Secretary  of 
HEW  are  necessary  to  avoid  utilization  review  from  be- 
coming embroiled  in  jurisdictional  disputes. 
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Quality  Criteria  Predictors.  Many  specialty  so- 
cieties, foundations,  and  medical  societies  have  been 
struggling  with  the  task  of  developing  criterias  of  quali- 
ty care  in  hospitals.  It  is  extremely  difficult  but  very 
important.  Preserving  the  quality  standards  of  care  is 
the  primary  reason  the  physicians  are  working  so  dili- 
gently to  develop  effective  PSRO’s.  If  the  criteria  are 
too  complex,  they  will  not  be  practical.  The  physicians 
will  rebel,  and  the  resultant  defensive  medicine  will  es- 
calate costs. 

In  New  York  we  have  taken  a simpler  approach  by 
developing  sensitive  criteria  predictors  similar  to  the 
Gallup  or  Harris  Poll  concept  of  predicting  election  re- 
sults. We  believe  this  has  merit  and  is  an  appropriate 
supportive  function  of  a state  medical  society  in  assist- 
ing our  county  societies,  foundations,  hospitals  and 
PSRO’s. 

Our  State  Medical  Society  was  asked  to  develop  Qual- 
ity Criteria  Predictors  of  inhospital  medical  care  by  the 
New  York  State’s  Department  of  Health  and  Depart- 
ment of  Social  Services,  and  the  Hospital  Association  of 
New  York  State.  This  has  been  done  with  the  coopera- 
tion of  the  Brooklyn-Long  Island  Chapter  of  the  Ameri- 
can College  of  Surgeons,  our  specialty  societies,  selected 
hospitals,  and  medical  schools.  These  criteria  are  sug- 
gestive criteria,  are  flexible  and  subject  to  constant  revi- 
sion. They  are  a useful  tool  adaptable  to  computeriza- 
tion to  measure  performance  by  regions  as  required  by 
PSRO.  Deviations  from  the  criteria  predictors  are  not 
to  be  construed  as  inappropriate  care  but  are  merely 
points  of  reference  for  further  evaluation.  They  can  be 
helpful  in  pinpointing  areas  for  administrative  and  con- 
tinuing medical  education.  The  criteria  predictors  are 
also  an  essential  element  of  the  JCAH  inhospital  medi- 
cal audit  review. 

Coordination  of  PSRO  Activities.  Many  of  our 
county  societies  and  foundations  are  struggling  to  quali- 
fy for  PSRO’s.  A recent  poll  of  our  county  medical  so- 
cieties revealed  about  half  would  like  to  develop  consor- 
tiums of  county  societies  and  the  other  half  would  like 
to  go  the  foundation  route.  The  semantics  of  their 
name  is  unimportant,  but  a coordinated  unified  ap- 
proach is  important.  Many  of  these  organizations  re- 
quested the  State  Society  to  assist  in  furnishing  back- 
ground material  and  current  information  and  to  assist 
and  sponsor  their  applications  for  PSRO,  as  well  as  to 
provide  prototype  PSRO  plans  and  legal  guidance. 

County  Medical  Societies.  Many  of  the  previous 
remarks  referring  to  the  state  medical  society  apply 
equally  to  county  medical  society  activities.  In  addition 
there  are  specific  functions  that  only  the  county  so- 
cieties or  foundations  can  do.  There  must  be  active 
coordination  of  data  processing,  and  of  utilization  com- 
mittees in  all  the  hospitals  to  develop  criteria  for  admis- 
sions to  hospitals,  average  length  of  stay,  review  of  stay, 
both  concurrent  and  retrospective,  including  medical 
audit  review  of  appropriate  care.  Additional  docu- 
mented reports  for  planned  discharge  to  skilled  nursing 
facilities  are  necessary  including  a plan  for  continued 
treatment.  This  must  be  supplemented  with  a plan  for 
utilization  review  in  the  skilled  nursing  home. 

P.L.  92-603  attempted  to  correct  the  inequities  of  the 
retroactive  denial  of  payments  phenomenon  affecting 
hospitals,  nursing  homes,  patients  and  physicians.  A 
well  functioning  utilization  committee  cooperating  with 


the  fiscal  intermediaries  should  be  helpful  in  minimizing 
this  distasteful  practice. 

We  must  also  emphasize  the  prepayment  plans  have  a 
large  stake  in  data  processing  as  they  have  been  doing 
this  for  60-70  per  cent  of  hospital  admissions  for  years 
and  have  developed  the  expertise.  In  the  interest  of 
economy  and  efficiency  the  existing  successful  systems 
should  interface  with  Medicare  and  Medicaid  require- 
ments, so  there  will  be  a common  data  base  for  all  hospi- 
tal patients.  It  does  not  make  sense  to  have  competing 
systems  in  the  same  hospital. 

An  intensive  educational  program  of  the  requirements 
of  the  law  and  modus  operandi  will  be  necessary.  A 
coordinated  effort  of  the  medical  societies  and  Founda- 
tions with  the  hospital  committees  and  Directors  of 
Continuing  Medical  Education  is  urgent.  The  state 
hospital  association  and  state  medical  society  can  be 
helpful  in  organizing  such  educational  programs.  A 
thorough  understanding  of  P.L.  92-603  will  be  a good  in- 
vestment and  should  pay  good  dividends  in  future  years. 
It  is  recognized  the  PSRO  will  assume  the  responsibility 
of  overseeing  these  activities  once  the  PSRO  becomes 
operational.  In  the  interim  much  preliminary  ground 
work  must  be  done.  A team  approach  of  all  the  inter- 
ested parties  appears  to  be  the  best  solution. 

As  a concluding  remark  may  I draw  on  the  wisdom 
enunciated  some  2000  years  ago  in  the  Gospel  of  St. 
Mark,  Chapter  3,  verse  25  “and  if  a house  be  divided 
against  itself,  that  house  cannot  stand.”  Paraphrasing 
in  terms  of  modern  language  the  medical  profession, 
other  health  providers,  government  agencies,  and  other 
interested  parties  must  function  as  a coordinated  team. 
The  state  and  county  medical  societies  are  the  founda- 
tion and  structural  supports  of  the  health  care  house 
and  are  essential  in  bringing  the  health  and  government 
agencies  together  to  insure  the  success  of  the  PSRO’s. 

Conclusion.  It  has  been  a pleasure  and  a challenge 
to  serve  as  Chairman  of  the  Committee  on  Peer  Review 
Mechanisms  during  the  past  several  years  when  peer  re- 
view was  emerging  as  a fact  of  life  in  all  phases  of  the  de- 
livery of  health  care.  Our  committee  has  attempted  to 
present  the  bare  facts,  even  though  distasteful,  so  our 
membership  will  be  apprised  of  the  changes  occurring  in 
medicine  as  we  are  being  pressured  along  the  road  of 
federally  financed  health  care.  We  have  grave  misgiv- 
ings of  these  trends. 

It  seems  reasonable  to  assume  that  documentation  of 
services  and  cost  control  measures  are  imprinted  in  the 
master  plan  of  the  future.  We  must  make  certain  in 
this  transition  period  that  the  quality  of  our  services  are 
maintained  and  hopefully  improved  and  will  not  be  den- 
igrated by  budgetary  expediency.  With  these  words  of 
caution,  we  again  thank  you  for  the  opportunity  of  serv- 
ing you  during  the  past  several  years. 
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Peer  Review  Mechanisms  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  previous  reports  of  the  Peer  Review  Mechanisms 
Committee,  the  genesis  of  the  Criteria  Predictor  Project 
of  quality  care  in  hospitals  was  reported.  During  the 
past  year,  the  necessity  of  developing  criterias  of  care 
became  more  compelling.  Federal  and  state  statutes  re- 
quire “the  maintenance  of  high  quality  patient  care,  and 
an  increase  in  effective  utilization  of  hospital  services  to 
be  achieved  through  an  educational  approach  involving 
study  of  patterns  of  care,  and  the  encouragement  of  ap- 
propriate utilization”  for  Medicare  and  Medicaid  pa- 
tients. (42  USC  S1395  hh,  1395x  ((K)).)  The  .JCAH  re- 
quires similar  utilization  and  quality  reviews  as  part  of 
the  medical  audit  process  for  accreditation  of  hospitals. 
In  addition,  the  PSROs  must  be  tuned  in  on  the  same 
wavelength  if  they  are  to  become  functional  and  effec- 
tive. 

The  development  of  utilization  criterias  is  not  diffi- 
cult, as  there  is  considerable  data  for  background  infor- 
mation in  establishing  the  appropriate  regional  utiliza- 
tion standards.  The  development  of  criterias  and  mea- 
surement of  quality  of  care  are  extremely  difficult. 
Specialty  societies  have  been  attempting  to  do  this  for 
several  years  without  resounding  success.  How  to  de- 
velop practical  criteria  of  quality  care  in  hospitals  that 
would  fulfill  the  intent  of  the  law,  be  simple  to  save  phy- 
sician’s time,  be  instructive  as  an  educational  experience 
and  not  provide  a cookbook  for  the  litigation  attorney, 
was  our  dilemma.  To  accomplish  this  herculean  task, 
we  streamlined  the  criterias  to  criteria  predictors,  utiliz- 
ing the  principle  of  the  Harris  or  Gallup  poll  of  predict- 
ing elections. 

The  criteria  predictors  are  intended  to  provide  an  ed- 
ucational tool,  demonstrating  a simplified  methodology 
and  should  not  be  considered  as  rigid  criteria.  They  are 
subject  to  constant  review  and  revision  and  are  to  be 
used  as  an  educational  tool  in  the  medical  audit  process. 
We  suggest  that  these  criteria  predictors  or  modifica- 
tions be  used  in  hospitals  only  with  the  approval  of  the 
medical  staff.  Two  years  ago,  and  again  last  year,  the 
Interspecialty  Committee  was  requested  to  develop  cri- 
terias for  each  of  their  representative  specialties.  It  is 
understandable  why  the  project  was  not  done,  as  the 
Committee  was  laboring  with,  and  still  is,  developing  an 
acceptable  Relative  Value  Scale  for  the  specialties. 
However,  the  job  had  to  be  done,  time  was  short  and 
funds  were  nonexistent.  We  had  an  obligation  to  devel- 
op the  project  to  meet  the  requests  of  the  MSSNY  mem- 
bership. Therefore,  we  proceeded  to  get  the  job  done. 

The  Brooklyn-Long  Island  Chapter  of  the  American 
College  of  Surgeons  was  requested  by  the  Council  of 
MSSNY  to  develop  Surgical  Criteria  Predictors  of  qual- 
ity care  in  hospitals.  Some  sixteen  organizations 
throughout  the  country  were  surveyed  as  to  available 
criteria — such  as  AMA,  American  College  of  Surgeons, 
HEW,  foundations,  specialty  societies  and  state  medical 
societies.  No  one  had  any  simplified  criteria.  Some  or- 
ganizations had  received  grants  of  several  hundred 
thousand  dollars  to  develop  criterias,  but  none  served 
our  purpose  as  they  were  too  complex  and  cumbersome. 
Therefore,  we  had  to  develop  our  own. 

Since  the  MSSNY  Peer  Review  Committee  had  a 
budget  of  only  $1000,  of  which  only  about  $260  re- 
mained for  this  project,  we  had  a financial  problem. 


The  Brooklyn-Long  Island  Chapter  of  the  ACS  agreed 
to  underwrite  one  half  of  the  development  costs  and  to 
develop  the  Surgical  Criteria  Predictors  for  MSSNY.  It 
was  further  agreed  that  the  Chapter  would  consent  to 
the  publication  and  copyright  of  this  material  and  sub- 
sequent Criteria  Predictors  with  the  understanding  that 
the  aforesaid  Chapter  will  in  the  future  have  access,  for 
educational  purposes,  to  the  current  and  future  reports 
by  the  said  Chapter.  It  was  further  agreed  the  Chapter 
would  be  reimbursed  by  MSSNY  for  its  contributions 
when  the  project  became  solvent  and  operational.  It 
was  estimated  the  development  costs  would  be  approxi- 
mately $500.  The  $250  MSSNY  contribution  allowed 
us  to  operate  within  our  stipulated  budget. 

The  Council  of  the  Brooklyn-Long  Island  Chapter  of 
the  American  College  of  Surgeons  accepted  the  invita- 
tion and  adopted  it  as  a Chapter  project.  Utilizing  the 
tentative  Surgical  Criteria  Predictors  developed  by  the 
Manhasset  Medical  Center  Hospital,  the  disease  catego- 
ries were  expanded  to  include  the  most  frequent  in-hos- 
pital admissions  in  surgery,  obstetrics  and  gynecology, 
thoracic  diseases,  urology,  ophthalmology,  fractures, 
and  vascular  diseases.  The  chairmen  of  the  Depart- 
ments of  Surgery,  Obstetrics  and  Gynecology  of  all  our 
Medical  Schools  were  invited  to  participate,  and  many 
medical  schools  participated.  Memorial,  Presbyterian 
and  New  York  University  Hospitals  in  New  York  City 
were  very  cooperative.  Dr.  Robert  Westlake  of  our 
MSSNY  Peer  Review  Committee  was  asked  to  work  on 
medical  diseases. 

The  expanded  tentative  Criteria  Predictors  were 
farmed  out  to  selected  hospitals  in  the  Brooklyn, 
Queens,  Nassau  areas  for  review  by  their  staffs.  A re- 
port was  submitted  to  900  members  of  the  Chapter  in- 
cluding a report  on  the  Criteria  Predictor  Project  and 
asking  if  they  would  like  to  assist  in  this  project.  Hun- 
dreds of  hours  were  devoted  to  develop  the  project,  con- 
solidating replies  and  standardizing  the  predictors  for 
uniform  reporting  in  disease  categories.  An  attempt 
was  made  to  group  diseases  into  categories  for  simplicity 
as  there  were  many  common  denominators,  especially  in 
the  history,  physical  examination,  lab  data,  operative  re- 
ports, postoperative  care  and  criteria  for  discharge. 
Weightings  were  included  to  reflect  clinical  judgment 
which  would  allow  quick  evaluation  of  a chart  by  simple 
arithmetic  and  serve  as  a safeguard  as  we  move  into  the 
computer  age. 

Forty-five  disease  categories  were  developed  and  sub- 
mitted to  and  approved  by  the  Peer  Review  Committee 
and  the  Council  prior  to  distribution.  We  had  not 
planned  distribution  until  the  report  was  complete. 
However,  the  many  requests  from  our  physicians  for  as- 
sistance in  developing  criterias  at  their  hospitals  and 
medical  societies  prompted  us  to  release  it  as  a progress 
report. 

The  response  has  exceeded  our  fondest  expectations. 
The  AMA  says  we  are  three  years  ahead  of  anyone  else. 
An  HEW  official  says  it  is  the  most  comprehensive  qual- 
ity criterias  he  has  seen.  We  have  received  requests 
from  HEW,  AMA,  ACS,  JCAH,  the  Army,  foundations, 
medical  schools,  hospitals,  and  individual  physicians 
throughout  the  country.  The  JCAH  is  recommending 
our  progress  report  as  resource  material  to  hospitals 
throughout  the  country.  Several  hundred  progress  re-  j 
ports  on  the  Surgical  Criteria  Predictors  have  been  dis- 
tributed at  the  time  of  this  report.  The  charge  of  $10 
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per  report  has  enabled  us  to  recoup  our  development 
costs,  and  we  are  now  in  the  black  and  within  our  bud- 
get. 

Some  30  additional  Criteria  Predictors  categories  are 
in  the  development  stage.  The  tentative  criteria  in 
Neurosurgery,  Plastic  Surgery,  Orthopedics,  ENT,  Pedi- 
atrics, and  Medicine  are  being  reviewed  by  their  respec- 
tive specialty  societies.  When  their  reports  are  re- 
ceived, they  will  be  submitted  to  the  Council  of  MSSNY 
for  approval  prior  to  distribution.  We  hope  these  addi- 
tional categories  will  be  ready  for  distribution  by  March 
1974.  W’ith  these  additional  reports,  we  will  have  crite- 
ria predictors  for  approximately  90  per  cent  of  hospital 
admissions.  We  hope  these  criteria  predictors  will  be 
helpful  to  our  colleagues  as  they  labor  to  develop  a med- 
ical audit  process  in  their  hospitals  required  by  PSRO, 
other  federal-state  statutes  and  the  JCAH. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

This  committee,  under  the  able  chairmanship  of 
Ralph  S.  Emerson,  M.D.,  has  been  active  in  a complex 
field,  and  its  thoughtful  report  is  essential  reading  for 
New  York  State  physicians.  The  Criteria  Predictor 
Project  has  been  an  outstanding  effort  without  outside 
financing,  and  is  in  advance  of  the  rest  of  the  country. 
It  must  be  repeatedly  stressed  that  the  criteria  are  to  be 
used  as  a resource  only,  as  suggested  guidelines  rather 
than  rigid,  imposed  rules.  We  learned  from  testimony 
that  reference  in  the  report  to  liaison  with  the  New  York 
State  Institute  for  Research  and  Development  in  Health 
Care  is  inaccurate. 

Because  of  the  importance  of  this  project,  your  refer- 
ence committee  stresses  the  great  need  for  close  liaison 
with  all  interested  groups.  The  committee  expresses 
admiration  and  approval  of  the  diligence  and  perspicac- 
ity shown  by  the  Peer  Review  Committee  and  its  chair- 
man. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

State  Legislation 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of 


the  following  members: 

John  H.  Carter,  M.D.,  Chairman Albany 

Allan  H.  Bruckheim,  M.D Westchester 

Robert  B.  Bryant,  M.D Onondaga 

John  A.  Finkbeiner,  M.D New  York 

Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaessler,  M.D Westchester 

John  G.  Meagher,  M.D Suffolk 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D i . . Kings 

Richard  E.  Sullivan,  M.D Broome 


Since  the  State  Legislature  remained  in  regular  ses- 
sion for  five  months,  followed  by  the  Governor’s  30-day 
action  period,  and  reconvened  in  mid-summer  for  an 
extra  session,  1973  was  one  of  the  longest  legislative 


years  in  the  history  of  New  York  State.  Although  fi- 
nancial problems  dominated  the  legislative  scene  and 
were  in  the  public  limelight,  particularly  those  involving 
government  employee  pensions,  health  measures  played 
extremely  important  roles  in  the  chambers  of  the  As- 
sembly and  Senate.  The  legislators  in  both  houses  de- 
voted considerable  time  and  deliberation  to  such  mea- 
sures, notably  in  the  area  of  health  insurance,  medical 
education,  and  psychology.  A total  of  14,781  bills  were 
introduced;  1,331  passed  both  houses,  but  only  1,045 
were  signed  by  the  Governor. 

The  volume  of  the  legislation  alone  was  enough  to  oc- 
cupy continuously  your  committee,  legislative  counsel 
and  your  Division  of  Legislative  Affairs,  Office  of  Gener- 
al Counsel,  recently  designated  as  State  Governmental 
Relations.  In  addition,  however,  your  representatives 
encountered  health  bills  of  major  importance  which  re- 
quired their  allout  efforts  through  personal  contacts 
with  members  of  both  chambers.  Our  personal  contacts 
were  supplemented  by  wide  distribution  of  position 
statement  memoranda  to  all  legislators.  Your  commit- 
tee kept  the  Council  abreast  of  developments  in  Albany 
through  periodic  reports. 

At  the  time  this  report  is  written  in  mid-October, 
1973,  plans  are  well  under  way  for  the  1974  session  of 
the  State  Legislature.  In  order  to  allow  more  time  for 
preparation  for  1974,  your  committee  advanced  the  date 
of  the  Annual  Conference  of  County  Medical  Society 
Legislative  Representatives  from  December  to  early  Oc- 
tober. A report  on  this  conference,  held  on  October  4, 
1973,  in  Syracuse,  will  be  made  later  in  the  presentation. 

BILLS  AND  LAWS 

Major  Legislative  Problem.  The  major  problem 
faced  by  your  committee  during  the  1973  session  was  the 
introduction  of  S.920-A  (Lombardi)  which  authorized 
the  formation  of  comprehensive  prepaid  hospital  based 
medical  insurance  plans.  Although  the  Medical  Society 
of  the  State  of  New  York  conducted  one  of  its  most  vig- 
orous legislative  campaigns,  the  concept  of  this  bill  was 
ultimately  enacted  into  law,  as  S.6102-A  (Lombardi). 

In  order  that  members  of  the  House  may  understand 
the  efforts  put  forth  and  the  difficulties  encountered,  we 
are  briefly  outlining  the  history  of  this  legislation.  In 
addition,  three  significant  factors  stand  out:  (1)  Every 
means  of  effective  communication  were  utilized  in 
MSSNY’s  continuous  campaign  to  defeat  the  legislation. 
Personal  contacts,  telephone  calls,  mailgrams,  letters, 
Capitol  News,  Legislation  Action  Bulletins,  and  memo- 
randa— all  were  effectively  used;  (2)  Local  physicians 
personally  contacted  their  legislators  as  individuals  or  as 
county  medical  society  officials;  and  (3)  Although  the 
legislation  passed  the  results  showed  that  MSSNY  is 
gaining  strength  in  its  legislative  endeavors  in  the  State 
Capitol. 

Although  we  had  been  led  to  believe  that  the  bill 
would  be  kept  in  committee  and  not  acted  upon,  it  sud- 
denly emerged  and  passed  the  Senate.  Our  efforts, 
therefore,  to  defeat  the  bill  were  concentrated  on  the 
Assembly. 

Our  representatives  met  with  Assemblyman  Milton 
Jonas,  sponsor  of  the  Assembly  bill,  on  several  occa- 
sions. 

An  allout  campaign  was  then  launched  against  the 
bill.  Members  of  the  Assembly  were  flooded  with  pro- 
tests from  MSSNY  through  memos  and  personal  con- 
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tacts.  County  medical  societies  and  the  Woman’s  Aux- 
iliary were  inundated  with  communications  from 
MSSNY  and  they  in  turn  voiced  their  protests  to  the 
Assemblymen.  NYSAP,  the  New  York  State  Associa- 
tion of  the  Professions,  joined  the  protest  at  our  request. 

In  spite  of  all  these  efforts,  the  bill  passed  the  Assem- 
bly, but  only  by  the  narrowest  of  margins:  76  to  54. 
Seventy-six  votes  are  necessary  for  passage.  Several 
empty  seats  were  recorded  in  the  affirmative  because  ef- 
forts to  have  a “roll  call”  taken  failed. 

Then,  a procedure,  rare  if  not  unprecedented,  took 
place.  The  bill  was  sent  to  the  Governor’s  desk  but  was 
recalled  by  the  Senate.  The  bill  was  sent  to  the  Gover- 
nor’s desk  for  the  second  time  and  again  recalled  for  a 
second  time.  The  reason  for  the  first  recall  appeared  to 
be  that  the  Governor  was  leaving  the  country,  and  for 
the  second,  that  the  Governor  was  not  satisfied  with  the 
structure  of  the  bill.  Our  campaign  undoubtedly  had 
some  influence  particularly  since  we  repeatedly  pointed 
out  to  Governor’s  Counsel  the  defects  in  the  original 
proposal.  Several  appointments  were  made  with  the 
Governor  to  discuss  our  objections  with  him  but  were 
postponed  by  him  because  of  unforeseen  commitments. 

In  the  meantime,  a second  bill  was  introduced  to  meet 
objections  that  had  been  raised  to  S.920-A,  especially  by 
the  State  Insurance  Department.  This  bill  S.6102 
(Lombardi)  was  known  as  a “Chapter  Amendment”  and 
would  amend  S.920-A  after  it  had  become  law,  and  a 
chapter  of  New  York  State  statutes.  This  bill  was  de- 
layed by  being  “starred”  because  it  was  not  completely 
satisfactory  to  the  Governor’s  Office  and  the  State  In- 
surance Department.  Subsequently,  S.6102  was 
amended  to  meet  these  objections  and  became  S.6102-A. 
The  amendment  was  so  extensive  that  S.6102-A  was  no 
longer  a chapter  amendment  but  a new  bill. 

While  S.920-A  was  still  in  the  Senate,  following  the 
two  recalls,  S.6102-A  reached  the  floor  of  both  houses. 

The  first  test  on  S.6102-A  (Lombardi)  came  in  the 
Senate.  In  a lengthy  debate,  our  State  Medical  Soci- 
ety’s position  was  ably  and  strongly  presented  by  several 
Senators.  It  became  apparent,  following  the  debate, 
that  there  were  not  enough  votes  to  pass  the  bill  at  that 
time  and  the  bill  was  laid  aside.  A few  days  later,  how- 
ever, the  bill  again  appeared  on  the  Senate  calendar. 
Following  an  allout  personal  campaign  by  the  sponsor 
and  extensive  efforts  by  the  hospital  association,  the  bill 
was  voted  upon  and  passed  the  Senate.  The  vote  was 
44  to  14. 

Confident  that,  because  of  the  closeness  of  the  vote  on 
S.920-A  (Lombardi)  in  the  Assembly,  the  new  bill 
S.6102-A  (Lombardi)  could  likewise  be  defeated,  our  re- 
presentatives continued  their  personal  contacts  with 
members  of  the  Assembly  in  an  effort  to  win  their  votes 
in  opposition  to  the  proposal.  The  proponents  of  the 
bill  likewise  continued  their  campaign.  Finally,  a de- 
bate took  place  in  the  Assembly.  Among  those  in  oppo- 
sition to  the  bill  was  the  chairman  of  the  Assembly 
Health  Committee,  Assemblyman  Chester  Hardt.  He 
strongly  urged  the  members  of  the  Assembly  to  recom- 
mit the  bill  for  further  study.  In  spite  of  his  efforts  and 
those  of  several  other  Assemblymen,  the  bill  was  passed. 
The  vote  was  95  to  48. 

In  evaluating  the  voting  record  cited  above,  we  should 
bear  in  mind  the  circumstances  under  which  the  votes 
were  recorded.  There  were  no  actual  roll  calls  on  these 
bills.  During  an  actual  roll  call,  a legislator  has  the 


right  to  explain  his  vote  before  voting  and  often  makes  a 
lengthy  speech.  As  a result,  actual  roll  calls  can  con- 
sume a great  deal  of  time.  They  were  not  utilized  dur- 
ing the  last  days  of  the  session  except  in  extremely  im- 
portant controversial  or  political  issues.  The  voting  on 
the  hospital  insurance  bills  followed  normal  procedure 
and  no  actual  roll  call  was  taken. 

The  clerk  counted  the  votes  in  the  negative  and  sub- 
tracted them  from  the  total  members  recorded  present. 
For  example,  there  are  60  Senators  but  only  58  were  re- 
corded present.  Fourteen  actually  voted  in  the  nega- 
tive. By  subtracting  14  from  58,  the  clerk  officially  tab- 
ulated 44  in  favor.  Any  Senators  who  were  not  in  the 
Chamber  at  the  time  the  tabulation  was  made  but  who 
had  previously  been  recorded  as  present  were  tabulated 
in  favor  of  the  bill  although  they  actually  did  not  vote. 
We  know  of  several  cases  where  Senators  were  not  in  the 
Chamber,  intended  to  vote  in  the  negative,  but  were  re- 
corded in  favor  of  the  bill. 

The  end  result  was  that  S.920-A  ultimately  reached 
the  Governor’s  desk  for  the  third  time  and  S.6102-A  for 
the  first  and  only  time.  The  governor,  therefore,  had 
before  him  two  bills.  In  a report  to  the  Council  we  had 
predicted  “if  the  Governor  decides  to  approve  the  con- 
cept in  both  bills,  it  is  likely  that  he  will  veto  S.920-A 
(Lombardi)  and  sign  S.6102-A  (Lombardi),  since  it  is  a 
better  technical  bill.”  The  Governor  vetoed  S.920-A 
and  approved  S.6102-A.  He  gave  no  explanation  other 
than  to  state  in  his  veto  message  “in  light  of  my  approv- 
al of  Senate  bill  S.6102-A,  which  would  further  the  same 
objective,  this  bill  is  unnecessary.”  The  new  law  is 
known  as  Chapter  859,  Laws  of  1973. 

It  seems  ironical  that  our  goal  was  achieved — the  de- 
feat of  S.920-A — but  that  another  proposal,  S.6102 

was  enacted.  As  previously  stated,  however,  MSSNY 
gained  in  prestige  and,  perhaps,  brought  about  a less  ob- 
jectionable version  of  undesired  legislation. 

Other  Hospital  Bills.  A bill  more  dangerous  than 
S.920-A  (Lombardi)  or  S.6102-A  (Lombardi)  was  dor- 
mant throughout  the  session  but  emerged  suddenly 
from  committee  and  passed  the  Senate  in  the  last  days 
of  the  session.  The  bill  was  S.921  (Lombardi)  which 
would  allow  unions  and  others  to  organize  comprehen- 
sive prepaid  health  plans.  Through  the  alertness  and 
quick  actions  of  our  representatives,  this  bill  never 
reached  a vote  in  the  Assembly  and  died. 

Still  another  harmful  bill  A-5801-A  (Cincotta), 
S.4108-A  (Knorr)  which  would  constitute  several  indi- 
viduals as  a body  corporate  in  perpetuity  as  the  Hotel 
Family  Medical  Center,  Inc.,  also  suddenly  came  out  of  i 
the  Senate  Health  Committee  at  the  last  minute  but  was 
likewise  defeated  through  our  efforts,  when  it  was  re- 
committed. 

On  the  basis  of  their  study  of  the  situation,  your  legis- 
lative representatives  believe  very  strongly  that  this  j| 
concept  in  even  more  drastic  forms  may  appear  as  legis- 
lative proposals  in  1974.  We,  therefore,  stress  the  need 
for  all  members  of  the  House  to  be  aware  of  the  fact  that 
this  struggle  will  be  a continuing  one.  Every  delegate  is 
urged  to  do  everything  in  his  power  to  alert  physicians  i 
in  his  county  medical  society  to  this  danger  and  to  ad- 
vise local  legislators  and  governmental  representatives 
of  the  devastating  consequences  which  such  legislation 
will  produce  in  the  health  care  field. 

Chiropractic  Bills.  Although  we  were  successful  in 
preventing  the  passage  of  several  bills  involving  chiro-  j< 
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practic,  notably  the  one  that  would  have  allowed  chiro- 
practors to  use  x-ray,  one  significant  measure  was  enact- 
ed into  law  over  our  vigorous  protest.  This  bill,  S.3241 
(Marino),  which  includes  care  by  chiropractors  under 
the  Workmen’s  Compensation  Law,  was  signed  by  the 
Governor  and  is  now  known  as  Chapter  940,  Laws  of 
1973. 

State  Medical  Society  Program  Bills.  The  single 
bill  among  our  eight  program  bills  which  passed  both 
houses  and  went  to  the  Governor,  was  signed  into  law. 
This  bill,  sponsored  by  Assemblyman  George  Farrell, 
and  bearing  the  designation  A. 4726,  increases  the  maxi- 
mum fee  claim,  without  authorization,  for  treatment 
under  Workmen’s  Compensation  Law,  from  $15  to  $35 
for  diagnostic  tests  and  from  $35  to  $75  for  surgical  op- 
erations. This  new  law  is  now  known  as  Chapter  482, 
Laws  of  1973. 

Another  proposal  sponsored  by  our  State  Medical  So- 
ciety, namely,  A.3536  (Levy,  et  al)  which  would  require 
that  all  premarital  blood  tests  include  a test  for  rubella, 
passed  the  Assembly,  but  failed  in  the  Senate. 

A third  measure  S.3144  (Pisani)  which  would  require 
that  eighth  grade  female  pupils  take  a rubella  screening 
test,  remained  in  committee  in  both  houses.  The  main 
objection  against  this  proposal  was  that  it  might  involve 
considerable  cost  at  the  local  level  for  tests  that  might 
be  provided  by  school  physicians. 

Our  socalled  “clinical  lab  bill,”  which  would  allow  a 
physician  to  bill  patient  directly  for  laboratory  services, 
provided  his  bill  itemize  separately  physician’s  fee  and 
laboratory  charge  (A.2988-A,  Field;  S.2398,  Langley), 
passed  the  Assembly.  When  it  reached  the  Senate 
objection  was  raised  particularly  by  the  Attorney  Gener- 
al’s Office.  While  the  representative  of  the  Attorney 
General,  his  counsel,  agreed  in  principle  with  our  pro- 
posal, he  objected  to  the  language.  As  a result,  the  bill 
was  starred  in  the  Senate  and  ultimately  recommitted. 

Although  there  was  hope  up  until  the  last  minute  of 
the  session  that  the  socalled  triplicate  prescription  re- 
pealer bill  (A.5148,  Boland,  et  al;  and  its  companion 
S.3145,  Pisani),  might  still  be  reported  out,  both  bills  re- 
mained in  their  respective  committees. 

Three  bills,  initiated  by  our  State  Medical  Society  on 
the  subject  of  malpractice,  were  considered  by  the  Leg- 
islature. The  principal  proposal  which  provided  that  in 
foreign  object  cases,  the  statute  of  limitations  should  be 
computed  from  the  time  of  discovery,  but  not  more  than 
four  years  from  the  time  of  occurrence  (S.967,  Flynn; 
A.3497,  Suchin)  was  amended  in  the  Senate  Committee 
and  survived  until  the  end  in  the  Assembly  Rules  Com- 
mittee. However,  this  bill  remained  in  committee  at 
the  end  of  the  session. 

The  bill  which  would  entitle  a successful  defendant  in 
a malpractice  suit  to  reimbursement  for  counsel  fees  and 
other  costs  incurred  in  defending  actions  (A. 4172,  Bell) 
and  the  proposal  providing  that  when  a summons  is 
served  in  a malpractice  suit,  notice  of  such  action  shall 
be  filed  with  the  appropriate  court  and  put  case  on  court 
calendar  (S.2753,  Schermerhorn),  remained  in  commit- 
tee. , 

Once  again,  as  in  1972,  the  Legislature  was  preoccu- 
pied with  legislation  involving  “no  fault  insurance.” 
The  fact  that  the  Legislature  ultimately  passed  a “no 
fault  insurance”  law,  thereby  cutting  into  the  practice  of 
law,  may  have  had  some  effect  on  our  bills  since  further 


restrictions  in  the  practice  of  law  in  the  area  of  malprac- 
tice did  not  appeal  during  the  session  to  the  legislators. 

Another  proposal  of  great  interest  to  our  State  Medi- 
cal Society  was  S.3599-B  (Lombardi);  A.5028-B  (Jonas) 
which  would  have  established  a medical  malpractice 
part  in  the  Supreme  Court  and  set  up,  in  essence,  a pro- 
gram similar  to  the  Stevens  Plan  in  New  York  County 
on  a statewide  basis.  This  bill  was  amended  and  recom- 
mitted to  committee  where  it  remained  at  the  end  of  the 
session. 

Interns — Medical  Schools — Medical  Students.  A 
bill  which  would  require  that  at  least  thirty  per  cent  of 
all  vacancies  in  State  medical  schools  be  filled  with  ap- 
plicants who  agree  to  serve  five  years  in  designated 
hardship  areas,  strongly  opposed  by  our  State  Medical 
Society,  was  vetoed  by  the  Governor  (A.6141-A,  Beck- 
man). In  his  veto  message  the  Governor  stated:  “The 
bill  is  laudable  in  its  objectives.  It  is  doubtful,  however, 
that  the  bill  could  achieve  its  purpose;  moreover,  the 
meaning  and  consequences  of  several  provisions  of  the 
bill  are  so  unclear  that  administrative  implementation 
of  the  bill  would  be  virtually  impossible.” 

There  were  several  bills  before  the  State  Legislature 
in  regard  to  the  subject  of  interns-medical  schools-medi- 
cal  students.  One  bill,  S.2590-A,  sponsored  by  Senator 
Jack  Bronston,  would  have  prohibited  hospitals  from 
giving  examinations  to  applicants  for  internships  who 
are  foreign  medical  school  graduates.  We  met  with  the 
Senator  and  representatives  of  the  State  Education  De- 
partment and  voiced  our  strenuous  objections  to  certain 
provisions  of  the  bill.  Ultimately  the  bill  failed  to  come 
out  of  committee. 

Another  bill,  however,  along  similar  lines  passed  both 
houses  of  the  Legislature  and  was  signed  into  law  by  the 
Governor.  (S.6381;  Bronston,  et  al).  This  law  now  des- 
ignated as  Chapter  953  of  the  laws  of  1973  makes  eligi- 
ble for  licensure  in  New  York  State,  any  individual  who, 
at  the  time  of  his  enrollment  in  a medical  school  outside 
of  the  United  States,  is  a United  States  citizen;  has 
studied  medicine  in  such  foreign  school  recognized  by 
the  World  Health  Organization;  has  completed  his  for- 
mal requirements  except  internship  and/or  Social  Ser- 
vice; has  passed  the  qualifying  examination  and  thereaf- 
ter has  completed  one  academic  year  of  clinical  super- 
vised training  in  the  United  States,  and  postgraduate 
hospital  training  required  by  the  Board;  and  has  passed 
the  required  examination  for  licensure. 

A bill  which  would  have  allowed  county  government 
awards  to  be  used  for  foreign  medical  schools  since  it 
would  have  removed  the  current  restriction  for  use  of 
such  awards  for  financing  medical  education  in  United 
States  schools  only,  was  vetoed  by  the  Governor. 
(A. 5728,  Emery). 

Psychology  Bill.  Although  there  was  a great  deal  of 
activity  by  the  sponsor  of  the  psychology  bill,  intro- 
duced by  Assemblyman  Biondo  (A.3902-C),  to  have  the 
bill  passed  by  the  State  Legislature  before  adjournment, 
the  bill  finally  was  sent  back  to  committee  in  both 
houses.  The  final  amended  version  of  the  bill  was 
found  to  be  acceptable  tc  our  State  Medical  Society 
since  it  contained  language  to  the  effect  that  psycholo- 
gists would  not  be  permitted  to  diagnose  or  physically 
treat  any  disease,  injury,  or  physical  condition.  Our 
objections  to  the  bill  were  withdrawn,  but  we  did  not  en- 
dorse or  support  the  bill. 
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Sudden  Infant  Deaths.  The  Governor  also  vetoed  a 
measure  that  would  have  required  the  State  Health 
Commissioner  to  collect  and  disseminate  information 
regarding  the  occurrence  of  sudden  infant  deaths  and  to 
facilitate  collection  by  distributing  criteria  for  determi- 
nation thereof  to  physicians  and  other  health  physicians 
(A.1337-A,  Fink,  et  al). 

Professional  Misconduct.  The  governor  signed  into 
law  a measure  now  known  as  Chapter  1026,  Laws  of 
1973,  which  extends  the  definition  of  professional  mis- 
conduct, under  the  Education  Law,  to  include  practicing 
a profession  with  negligence  on  repeated  occasions  and 
with  gross  negligence  on  a particular  occasion  (A.718-B, 
Jonas). 

Blood  Transfusions — Blood  Banks.  Another  bill 
approved  by  the  Governor  and  now  known  as  Chapter 
914,  Laws  of  1973,  creates  in  the  State  Health  Depart- 
ment a Council  on  Human  Blood  and  Transfusion  Ser- 
vices to  enact  rules  and  regulations  as  to  minimum  stan- 
dards for  proper  performance  of  such  services.  The  new 
law  also  prohibits  any  person  or  firm  from  collecting 
human  blood  for  transfusion  into  another  human  being 
unless  a permit  has  been  issued.  (A.5849-A,  Hardt,  et 
al). 

Our  representatives  met  in  conference  on  this  bill 
with  interested  legislators  and  voiced  their  objections  to 
the  original  bill.  The  bill  was  amended  before  being  en- 
acted and  was  acceptable  to  MSSNY  in  its  major  basic 
provisions. 

New  York  City  Hospitals.  A.724-A,  Riccio,  which 
gives  the  State  Health  Department  jurisdiction  over  op- 
erating certificates  of  hospitals  formerly  subject  to  the 
jurisdiction  of  the  New  York  City  Health  Service  Ad- 
ministration, was  enacted  into  law  as  Chapter  923,  Laws 
of  1973. 

Hospital  Facilities  Finance  Agency.  A.7382-A 
(Rules)  would  authorize  the  State  Legislature  to  estab- 
lish a hospital  facilities  finance  agency  for  any  munici- 
pality in  the  State.  The  agencies  would  be  closely  pat- 
terned after  industrial  development  agencies.  This  bill 
passed  both  houses  but  was  vetoed  by  the  Governor.  In 
his  veto  message,  he  explained  that,  “In  light  of  the 
readily  available  financing  opportunities,  I am  unper- 
suaded of  the  need  for  an  additional  public  health  facili- 
ty financing  vehicle  at  this  time,  especially  one  that 
would  lead  to  the  creation  of  numerous  agencies  . . . .” 

Medical  Care  Facilities  Agency.  Creates  the  New 
York  State  medical  care  facilities  finance  agency  as  a 
public  corporation  to  make  mortgage  loans  to  nursing 
home  companies  and  to  non-profit  hospital  corporations 
and  medical  corporations,  subject  to  approval  of  the 
State  Health  Commissioner.  S.3859  (Lombardi,  et  al) 
Chapter  392. 

Hospital  Financial  Disclosure.  The  bill  S.3872-A 
(Lombardi)  requiring  every  general  hospital  to  make 
certain  financial  disclosures,  passed  both  houses  and 
was  signed  by  the  Governor.  (Chapter  393,  Laws  of 
1973).  Our  State  Medical  Society  vigorously  opposed 
this  measure. 

Cooley’s  Anemia.  Another  new  law,  Chapter  1007, 
Laws  of  1973,  now  includes  Cooley’s  Anemia  in  the  State 
Health  Commissioner’s  regulations  concerning  symp- 
tomatic conditions.  (S.4666,  Ferraro). 

Child  Abuse.  A new  child  abuse  law  is  A.6514-A, 
Duryea,  et  al  (Chapter  1039,  Laws  of  1973).  The  new 
law  provides  for  establishment  of  a state-wide  toll-free 


telephone  number  for  the  reporting  of  cases  of  child 
abuse  or  neglect  and  requires  each  Social  Services  Dis- 
trict to  create  a child  protective  services  unit  to  receive 
and  investigate  reports  of  child  abuse  or  maltreatment. 
It  is  known  as  the  “Child  Protection  Services  Act.” 

Rx  Price  Posting.  The  Governor  signed  into  law 
two  bills  dealing  with  the  retailing  of  prescription  drugs, 
describing  them  as  “two  of  the  most  significant  consum- 
er measures  enacted  this  year.”  The  first  of  these  bills, 
part  of  the  Governor’s  1973  Consumer  Protection  Legis- 
lative Program,  requires  that  pharmacies  post  a list  of 
the  150  most  frequently  prescribed  Rx  drugs  together 
with  their  current  selling  prices  (A.3301,  Jonas;  Chapter 
751,  Laws  of  1973). 

Drug  Labeling  Bill.  The  second  of  these  bills  is  a 
measure,  now  law,  which  provides  that  labels  on  pre- 
scription drug  containers  disclose  the  brand  name  and 
the  strength  of  the  drug  dispensed,  unless  the  person 
issuing  the  prescription  directs  otherwise.  (A.3303-A, 
Levine;  Chapter  752,  Laws  of  1973.) 

Alcoholism.  An  important  bill  pertaining  to  alcohol- 
ism strongly  supported  by  MSSNY,  was  vetoed  by  the 
Governor.  This  proposal  would  have  permitted  an  in- 
toxicated person  to  apply  voluntarily  for  emergency 
treatment  at  an  alcoholism  facility  or  any  other  facility 
authorized  by  the  Commissioner  of  Mental  Hygiene. 
Such  a person  could  have  been  detained  for  treatment, 
if  brought  to  the  facility  over  his  objection  and  found, 
after  examination  by  a physician,  to  be  so  incapacitated 
•as  to  be  a danger  to  himself  or  others.  (A.5707-A, 
Wertz).  In  his  veto  message  the  Governor  pointed  out 
that  the  bill,  “would  take  effect  January  1,  1974,  afford- 
ing inadequate  lead  time  to  provide  the  sobering  up  sta- 
tions and  detoxification  units  that  are  the  basic  mini- 
mum alternative  services  that  would  be  necessary  if  the 
violation  of  public  intoxification  is  to  be  eliminated.” 
He  also  stated  in  the  same  message  that,  “I  have  asked 
my  counsel  to  prepare  appropriate  legislation  to  accom- 
plish this  objective  for  introduction  at  the  next  regular 
session  of  the  Legislature  as  part  of  my  1974  legislative 
program.”  The  Governor  had  previously  stated  that 
“the  bill  has  a desirable  goal  of  taking  public  intoxifica- 
tion cases  out  of  the  criminal  process.” 

Cancellation — Professional  Liability  Insurance. 
Another  new  statute  (Chapter  1024,  Laws  of  1973) 
changes  the  law  to  provide  that  cancellation  of  profes- 
sional liability  insurance  policies  will  not  be  effective 
unless  45  days  notice  has  been  given.  (A.630-A,  McCar- 
thy). 

Hospital  Contracts — Mutual  Use.  The  Governor 
vetoed  a proposal  (S.5390,  Lombardi)  that  allow  hospi- 
tals to  enter  into  contracts  for  mutual  use  or  exchange  of 
medical  resources  and  joint  purchases  of  supplies. 
Principal  reason  for  veto  was  provision  in  bill  placing 
regulatory  power  in  Public  Health  Council.  The  Gover- 
nor maintained  that  such  regulatory  power  should  be  in 
the  Hospital  Review  and  Planning  Council. 

Emergency  Treatment — Public  Functions.  Chap- 
ter 465,  Laws  of  1973  (A. 3940,  Wemple)  provides  for 
regulations  for  emergency  medical  treatment  at  public 
functions  for  5,000  or  more;  repeals  provision  that  doc- 
tor must  be  present  at  functions  for  10,000  or  more. 

Gynecological  Services — Clinics.  Another  impor- 
tant new  law  (Chapter  473;  A.4405-A,  Riccio)  provides 
that  the  administrator  or  supervisor  of  the  staff  of  clin- 
ics or  other  facilities  providing  gynecological  services 
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must  offer  to  residents  of  New  York  State  coming  to  the 
clinics,  tests  for  syphilis  and  gonorrhea;  also  pertains  to 
physicians. 

Contact  Lenses.  Another  new  statute,  Chapter  475; 
A. 4548  (Flanagan),  mandates  special  examination  for 
ophthalmic  dispensers  for  fitting  contact  lenses,  but 
procedure  is  still  under  physician  supervision. 

Emergency  Care  In  Big  Cities.  In  cities  with  a 
population  of  one  million  or  more,  Chapter  712,  Laws  of 
1973  now  mandates  that  a general  hospital  must  provide 
emergency  care  and  treatment  to  all  persons  in  need  of 
such  care  and  treatment  and  applying  to  such  hospital 
therefor.  (A.1066-C,  Hevesi). 

Glazed  Ceramic  Tableware.  The  State  Health 
Commissioner,  within  180  days,  must  establish  the  max- 
imum amount  of  lead  or  cadmium  which  may  be  re- 
leased from  glazed  ceramic  tableware,  formerly  desig- 
nated ceramicware.  (S  6507,  Lombardi;  Chapter  775, 
Laws  of  1973). 

Physical  Therapist  Coverage.  Whenever  a group 
health  policy  provides  for  reimbursement  for  physical 
therapy  service  which  is  within  the  scope  of  a licensed 
physical  therapist,  a new  law,  Chapter  800,  Laws  of  1973 
(S.5095,  McGowan)  now  provides  that  the  subscriber  is 
entitled  to  reimbursement  whether  the  service  is  per- 
formed by  a physician  or  a licensed  physical  therapist 
pursuant  to  a prescription  or  referral  by  a physician. 

Miscellaneous.  Numerous  other  proposals,  which 
were  opposed  by  MSSNY,  never  reached  the  Governor’s 
desk  because  they  were  not  reported  out  of  committee. 
Among  these  were  bills  which  would 

. . . amend  the  Education  Law  to  provide  for  the  licen- 
sure of  mental  health  practitioners.  (A.4288-A,  Levy); 

. . . repeal  the  Public  Health  Law  in  relation  to  the  ap- 

Iproval  of  laboratories  and  to  the  requisitioning  of  ani- 
mals from  public  pounds  for  experimental  use.  (A.485, 
Stein;  A. 2951,  Passanante); 

. . . repeal  the  Public  Health  Law  in  relation  to  the 
requisition  of  animals  for  scientific  tests  from  animal 
shelters.  (S.3097,  Galiber;  S.4398,  Padavan;  A. 457,  Su- 
chin;  A.4484,  Sears;  A.5226,  Olivieri;  A.6521,  Flack); 

. . . amend  the  General  Business  Law  in  relation  to  the 
collection  of  material  originating  from  the  human  body 
for  clinical  bioanalytical  laboratory  tests  outside  New 
York  State.  (S.3644,  Calandra;  A. 4749,  Gunning); 

. . . amend  the  Education  Law  to  permit  pharmacists 
to  substitute  a less  expensive  generic  or  other  brand 
name  equivalent  for  other  brand  name  originally  pre- 
scribed. (S.4436,  Goldin;  S.2553,  Dunne,  et  al;  S.1926, 
Straub;  A.2145,  Strelzin;  A.39513,  Rules). 

ALBANY  OPERATIONS 

For  the  second  successive  year,  the  director  represent- 
ed the  State  Medical  Society  at  the  Capitol  in  Albany 
during  the  entire  five  month  session.  He  communicated 
the  State  Medical  Society’s  position  on  numerous  health 
bills  introduced,  through  personal  contact  with  the  leg- 
islators, their  secretaries,  aides,  legal  counsels,  and  by 
visits  to  the  legislators’  offices.  Also  for  the  second  suc- 
cessive year  a telephone  answering  service  was  in  opera- 
tion in  Albany.  This  communication  mechanism 
proved  to  be  a most  valuable  means  of  communication 
between  the  director  and  the  legislators,  their  staffs, 
county  medical  societies  and  individual  physicians. 


HEADQUARTER  ACTIVITIES 

The  staff  of  the  Division  of  Legislation  successfully 
carried  on  numerous  functions  during  the  time  the  Di- 
rector was  working  in  Albany  through  daily  telephone 
conferences  with  him,  and  under  his  personal  supervi- 
sion following  the  adjournment  of  the  session.  The  fol- 
lowing were  some  of  the  principal  achievements. 

During  the  year,  Legislation  Action  Bulletin  (LAB) 
was  inaugurated  as  a new  method  of  internal  communi- 
cation. The  purpose  of  this  bulletin  was  to  alert  physi- 
cians to  developments  in  Albany  and  to  spell  out  for 
them  specific  actions  to  be  taken.  Six  issues  of  this  bul- 
letin were  sent,  along  with  position  statements,  to  all 
county  r edical  society  legislation  chairmen,  presidents, 
secretari  >s,  executive  secretaries,  panel  of  liaison  physi- 
cians, and  key  officials  of  the  Woman’s  Auxiliary. 

Over  the  signature  of  Henry  I.  Fineberg,  M.D.,  our  ex- 
ecutive vice-president,  five  memoranda  were  mailed  to 
all  members  of  the  State  Legislature.  Each  memoran- 
dum acted  as  a transmittal  letter  for  a group  of  State 
Medical  Society  position  statements  on  pending  health 
bills. 

Special  communications  were  also  sent  to  all  members 
of  the  Senate  and  Assembly  in  the  form  of  mailgrams, 
particularly  in  regard  to  MSSNY’s  opposition  to  S.920- 
A (Lombardi),  the  hospital  insurance  plan  bill. 

LEGISLATIVE  COUNSEL 

In  addition  to  contacting  legislators,  the  director  also 
worked  very  closely  with  our  MSSNY  legislative  coun- 
sel, the  law  firm  of  DeGraff,  Foy,  Conway  and  Holt-Har- 
ris.  Since  the  death  of  George  W.  Foy,  Esq.,  who  for 
many  years  acted  as  the  chief  member  of  our  legislative 
counsel  staff  and  whose  loss  we  greatly  mourn,  we  have 
been  very  ably  represented  in  Albany  by  John  E.  Holt- 
Harris,  Jr.,  Esq.,  Gerald  L.  Conway,  Esq.,  and  John  C. 
Rice,  Esq.  Our  MSSNY  position  statements  on  pend- 
ing legislation  were  prepared  by  our  legislative  counsel 
staff,  who  filed  them  with  the  Governor,  the  legislature’s 
leaders  in  the  Senate  and  the  Assembly,  chairmen  and 
members  of  key  committees  of  both  houses  and  the  leg- 
islators who  sponsored  or  were  interested  in  health  bills. 
These  written  position  statements  were  implemented  by 
oral  presentations  made  by  our  legislative  counsel  and 
director  in  conferences  with  these  individuals. 

LEGISLATION  INFORMATION  CENTER 

During  1973,  as  a function  of  the  Division  of  Legisla- 
tion, now  known  as  State  Governmental  Relations,  the 
Legislation  Information  Center  played  a most  important 
role  in  the  implementation  of  the  activities  of  your  com- 
mittee. Once  again,  the  center  demonstrated  that  it  is 
an  indispensable  method  for  disseminating  news  about 
pending  proposals  both  in  Albany  and  in  Washington. 
As  a means  of  providing  up-to-date  information,  the 
center  constantly  has  in  operation  an  up-to-date  filing 
system  for  copies  of  important  health  related  bills  which 
have  been  dropped  into  the  hoppers  both  at  the  State 
Capitol  and  in  Washington. 

Besides  supplying  answers  to  questions  received,  not 
only  over  the  telephone  but  by  mail,  the  center  keeps  a 
watchful  eye  on  all  projects  pertaining  to  legislation, 
especially  public  hearings.  Notice  of  such  hearings  are 
processed  by  the  center  and  are  quickly  sent  to  key  indi- 
viduals in  our  State  Medical  Society  so  that  they  may  be 
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in  a position  to  evaluate  the  subject  at  the  hearings  and 
suggest  physicians  knowledgeable  on  the  subject  to  ap- 
pear and  testify  at  such  hearings. 

While  the  principal  objective  of  the  center  is  to  help 
individual  physicians  and  county  medical  societies,  as- 
sistance also  was  rendered  to  hospitals,  allied  health  or- 
ganizations and  other  State  medical  societies  through- 
out the  nation.  Every  year  there  is  an  increasing 
amount  of  requests  from  other  state  medical  organiza- 
tions for  copies  of  bills  and  other  matters  pending  before 
our  State  Legislature  and  for  extensive  related  informa- 
tion requiring  a great  deal  of  research.  Many  requests 
of  this  type  were  received  and  answered. 

CAPITOL  NEWS 

Our  legislative  bulletin,  Capitol  News,  was  sent  to  all 
county  medical  society  legislation  chairmen,  members  of 
our  panel  of  liaison  physicians,  and  other  key  persons, 
on  a weekly  basis,  throughout  the  1973  session  of  the 
State  Legislature.  A favorable  indicator  of  the  value  of 
this  newsletter  is  the  constantly  increasing  number  of 
requests  received  from  both  individuals  and  groups  to 
be  added  to  our  mailing  list.  For  the  sixth  consecutive 
year,  William  W.  Tyler,  a former  Associate  Press  corre- 
spondent in  Albany,  edited  and  prepared  copy  for  this 
publication  under  the  personal  supervision  of  the  direc- 
tor. Twenty-one  issues  were  published  during  1973,  the 
last  on  July  5.  The  21  issues  were  two  more  than  the  19 
issues  published  in  the  previous  year. 

PANEL  OF  LIAISON  PHYSICIANS 

Once  again  as  an  important  function  of  our  activities, 
your  committee  attempted  to  utilize,  through  our  Divi- 
sion of  Legislation,  the  Panel  of  Liaison  Physicians. 
This  panel  is  composed  of  Doctors  of  Medicine  who 
have  been  named  by  their  own  county  medical  societies 
to  act  as  contact  persons  with  members  of  our  State 
Legislature  and  Congress.  As  reported  previously  here- 
in, memoranda  were  sent  to  all  members  of  this  panel 
concerning  position  statements  of  our  State  Medical  So- 
ciety on  important  bills  introduced  in  the  State  Legisla- 
ture during  1973.  The  thrust  of  these  memoranda  was 
to  supply  the  panelists  with  materials  that  they  could 
use  in  their  contacts  with  their  legislators.  Evidence 
that  these  materials  were  being  used  effectively  by 
members  of  the  panel  were  indications  from  the  legisla- 
tors themselves  that  they  had  heard  from  their  physi- 
cian constituents  concerning  bills  in  which  MSSNY  was 
interested. 

PUBLIC  HEARINGS  AND  PRIVATE 
CONFERENCES 

Your  committee  continued  the  valuable  work  of  par- 
ticipating in  public  hearings  and  private  conferences 
conducted  by  members  of  the  State  Legislature.  These 
meetings  covered  such  widely  separated  subjects  as  the 
coverage  of  infant  care  in  health  insurance  policies  to 
emergency  medical  services  provided  in  hospitals  and 
through  ambulances.  Your  committee  strongly  believes 
that  meetings  of  this  type  are  most  helpful  and  has  con- 
veyed its  willingness  to  appear  at  any  time  on  behalf  of 
MSSNY  when  authorized  to  do  so  as  representing  the 
State  organization  having  the  primary  responsibility  for 
health  care  in  this  State.  Your  chairman  has  personally 
participated  in  these  meetings  which  have  involved  not 
only  committees  representing  the  State  Legislature,  but 
also  agencies  of  the  State  Government. 


COMMITTEES 

In  a continuing  campaign  over  the  years  to  develop  a 
program  of  state  legislation  which  will  be  responsive  to 
all  the  varied  concerns  of  organized  medicine  in  this 
State,  your  chairman,  once  again,  invited  the  chairmen 
of  our  various  State  Medical  Society  committees  to  sub- 
mit their  suggestions  regarding  the  introduction  of  bills 
by  MSSNY  as  well  as  their  views  on  other  bills  which 
might  come  before  the  State  Legislature.  Your  chair- 
man is  pleased  to  report  that  there  has  been  improve- 
ment in  regard  to  this  effort  during  the  past  year.  The 
response  to  a memorandum  sent  to  such  individuals 
prior  to  our  MSSNY  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives  was  en- 
couraging. A considerable  number  of  chairmen  who 
had  not  replied  in  previous  years  answered  our  memo- 
randum this  year.  While  the  increase  in  the  number  of 
replies  was  encouraging,  there  is  still  room  for  improve- 
ment. Your  chairman  strongly  urges  all  committee 
chairmen  of  MSSNY  to  cooperate  in  our  State  Medical 
Society’s  legislative  endeavors  by  submitting  to  your 
committee  any  suggestions  they  may  have  concerning 
State  legislation. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

Through  the  director,  your  committee  once  again  co- 
operated with  the  New  York  Association  of  the  Profes- 
sions, in  regard  to  bills  pending  in  the  State  Legislature. 
The  director  participated  in  the  organization’s  legisla- 
tion meetings  and  presented  MSSNY’s  views  on  health 
proposals.  As  a result,  as  a member  association  of 
NYSAP,  we  were  successful  in  gaining  the  organization’s 
endorsement  of  our  program  bills  and  its  opposition  to 
several  of  the  bills  we  opposed.  These  positions  of  en- 
dorsement and  opposition  were  presented  by  NYSAP  to 
key  legislators  and,  in  some  instances,  to  the  Governor, 
during  the  1973  session. 

SPRING  MEETING— VISITS  TO  LEGISLATORS’ 
OFFICES 

Shortly  after  the  adjournment  of  the  1973  session  of 
our  MSSNY  House  of  Delegates,  your  committee  met  at 
the  Fort  Orange  Club  in  Albany  on  March  6.  At  that 
time  the  members  discussed  MSSNY’s  eight  1973  pro- 
gram bills,  including  the  triplicate  prescription  repealer 
measure.  A report  on  this  meeting  was  submitted  to 
the  Council  and  was  implemented  by  your  committee  in 
accordance  with  the  actions  taken  by  the  Council. 

Following  this  meeting,  through  arrangements  made 
by  our  Division  of  Legislation,  members  of  your  commit- 
tee met  with  several  Senators  and  Assemblymen  from 
their  home  areas.  This  was  the  first  time  that  members 
of  your  committee  had  visited  the  Capitol  and  the  New 
Legislators  Office  Building. 

In  the  evening,  the  members  of  your  committee  took 
part  in  the  annual  reception  for  legislators,  conducted 
by  the  New  York  State  Association  of  the  Professions 
(NYSAP).  At  this  reception  your  committee  members 
again  had  an  excellent  opportunity  to  meet  with  addi- 
tional members  of  the  Senate  and  Assembly,  including 
such  high  ranking  officials  as  Lt.  Gov.  Malcolm  Wilson; 
Atty.  General  Louis  Lefkowitz;  Comptroller  Arthur  Lev- 
itt; and  Senator  Warren  Anderson,  Senate  Majority 
Leader.  Thomas  F.  McCarthy,  M.D.,  our  State  Medical 
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Society  president,  participated  in  both  the  committee 
meeting  and  the  NYSAP  reception. 

Your  committee  believes  that  this  concept  of  a com- 
bined meeting  and  reception  proved  extremely  worth- 
while and  hopes  to  participate  in  a similar  project  in 
1974. 

FALL  MEETING 

On  October  3,  1973,  your  committee  held  a Fall  Meet- 
ing at  the  Hilton  Inn,  Syracuse.  This  meeting  was  ex- 
tremely important  because  it  involved  a discussion  of 
plans  for  the  1974  session  of  the  State  Legislature.  An 
indepth  review  was  made  of  the  seven  bills  of  our  1973 
program  which  did  not  pass  in  order  to  determine  what 
action  should  be  taken  in  regard  to  each  of  them  during 
the  1974  session.  In  addition,  the  committee  considered 
and  acted  upon  some  fifteen  proposals  that  had  been 
submitted  through  replies  to  your  chairman’s  memoran- 
dum from  MSSNY  committee  chairmen  and  other 
sources.  At  the  time  this  report  is  being  prepared  for 
the  House,  your  committee  is  also  drawing  up  a report 
concerning  the  recommendations  made  by  your  commit- 
tee for  the  November  meeting  of  the  Council.  A supple- 
mentary report,  therefore,  will  be  submitted  to  the 
House  in  February  setting  forth  the  actions  of  the  Coun- 
cil on  the  recommendations  submitted  by  your  commit- 
tee. 

ANNUAL  LEGISLATION  CONFERENCE 

On  October  4,  the  day  following  our  Fall  meeting, 
your  chairman,  assisted  by  our  legislative  counsel  and 
the  director,  participated  in  the  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives 
which  was  held  at  the  same  location.  We  reviewed  the 
actions  taken  by  our  State  Legislation  Committee  on  the 
previous  evening  and  asked  for  comments.  There  was  a 
great  deal  of  discussion  from  the  floor.  The  end  result 
was  that  the  actions  taken  by  our  committee  were,  in 
general,  acceptable  to  the  participants  in  the  conference. 
In  some  instances,  many  of  the  recommendations  which 
we  had  presented  were  underscored  by  the  county  medi- 
cal society  representatives  as  being  extremely  impor- 
tant, notably,  in  the  area  of  tax  relief  in  regard  to  profes- 
sional service  corporations. 

Your  chairman  wishes  to  point  out  that  the  timing  of 
this  meeting  marked  a departure  from  previous  years  in- 
sofar as  it  was  held  in  early  Fall  rather  than  in  late  Fall. 
Your  committee  feels  that  this  advancing  of  the  date 
gives  more  time  for  preparation  for  the  upcoming  ses- 
sion. 

For  the  first  time  in  the  history  of  our  conferences, 
your  committee  and  the  participants  had  the  benefit  of 
the  views  of  the  two  key  legislators  in  the  New  York 
State  Legislature  who  are  responsible  for  matters  per- 
taining to  the  medical  profession.  Assemblyman  Ches- 
ter R.  Hardt,  Chairman,  Assembly  Health  Committee, 
and  Senator  Tarky  Lomardi,  Jr.,  Chairman,  Senate 
Health  Committee,  participated  in  a panel  discussion  on 
“What  To  Expect  In  Health  Legislation  In  1974.”  Both 
legislators  presented  views  which,  in  general,  were  ac- 
ceptable to  those  present.  A third  member  of  the  panel 
was  Andrew  C.  Fleck,  M.D.,  first  deputy  State  Health 
Commissioner,  who  discussed  expected  health  legisla- 
tion next  year  from  the  viewpoint  of  the  State  Health 
Department. 

The  conference  was  an  outstanding  success  from  all 
indications  which  have  reached  your  chairman.  From 


the  great  interest  indicated  by  the  participants,  particu- 
larly in  the  type  of  questions  asked,  there  appeared  to 
be  more  awareness  on  the  part  of  county  medical  society 
representatives  in  regard  to  the  problems  the  medical 
profession  faces  in  the  State  Legislature.  In  addition, 
the  representatives  appeared  to  be  much  better  in- 
formed and  as  a result  they  demonstrated  more  coopera- 
tion than  they  have  shown  in  previous  years.  All  of 
these  indicators  are  healthy  signs  and  we  hope  will  mean 
greater  success  for  our  State  Medical  Society  in  its  fut- 
ure legislative  endeavors. 

GENERAL  COMMENTS 

Although  we  lost  the  battle  against  the  hospital  insur- 
ance plan  bill  during  the  1973  session,  many  of  the  pro- 
posals we  favored,  including  our  program  bill  concerning 
Workmen’s  Compensation  fee  authorization  increases, 
were  enacted  into  law  and  many  of  the  proposals  we  op- 
posed went  down  to  defeat.  From  an  overall  point  of 
view,  we  improved  our  stature  and  gained  in  prestige  in 
the  eyes  of  the  members  of  the  State  Legislature. 
Through  our  all-out  efforts  by  our  representatives  on 
the  Hill  and  the  cooperation  of  our  county  medical  so- 
cieties, the  legislators,  in  general,  and  especially  the 
sponsors  and  proponents  of  the  hospital  insurance  plan 
bill,  know  that  our  State  Medical  Society  is  moving  ag- 
gressively forward  in  Albany  and  will  fight  to  the  last  for 
principles  in  which  the  State  Medical  Society  believes. 

In  order  to  achieve  greater  success  in  our  State  Capi- 
tol, however,  our  State  Medical  Society  must  intensify 
and  expand  its  efforts,  particularly  through  the  efforts 
of  physicians  at  the  county  medical  society  level.  Expe- 
rience over  the  past  two  years  has  clearly  demonstrated 
that  we  must  go  beyond  our  present  procedures.  Per- 
sonal contacts  with  legislators  in  Albany,  dissemination 
of  memoranda  to  all  our  legislators,  enlisting  the  assis- 
tance of  county  medical  society  legislation  chairmen  and 
our  panel  of  liaison  physicians,  distribution  of  Capitol 
News  and  action  alerts  through  LAB — our  Legislation 
Action  Bulletin,  have  resulted  in  favorable  reactions  on 
Capitol  Hill  and  have  gained  considerable  ground  for 
our  State  Medical  Society  in  its  continuing  legislative 
activities.  More,  however,  needs  to  be  done. 

During  the  session  of  the  State  Legislature  there  is 
not  enough  time  to  inform  all  the  legislators  of  our  views 
on  the  tremendous  amount  of  bills  before  them,  con- 
vince them  of  our  position  and  persuade  them  to  act  in 
our  favor.  We  must  bear  in  mind  that  there  are  210 
members  of  the  State  Legislature  who  spend  consider- 
able time  at  committee  meetings,  caucuses  called  by 
their  political  parties  and  attending  sessions  of  the  Leg- 
islature. Legislators  who  are  friendly  disposed  and  anx- 
ious to  cooperate  find  it  difficult  to  devote  the  necessary 
time  to  reading  copious  materials  submitted  to  them 
and  to  personal  discussions  with  our  representatives. 

We  must,  therefore,  work  with  the  legislators  when 
they  are  not  in  session  in  Albany.  We  must  work  with 
them  back  home  through  physicians  with  whom  they  are 
willing  to  discuss  legislation.  We  should  have  our  legis- 
lative counsel,  and  the  director,  meet  with  the  legislators 
and  local  physicians  in  their  home  towns  and  discuss  our 
problems  with  them.  Through  such  informal  meetings 
outside  of  Albany  and  at  their  local  levels  in  an  atmo- 
sphere conducive  to  discussion,  the  legislators  will  not 
only  have  an  opportunity  to  hear  our  views  but  to  pre- 
sent their  own  ideas.  The  legislators  also  will  be  cogni- 
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zant  of  the  fact  that  our  Albany  representatives  through 
participation  in  these  meetings  will  speak  in  the  future 
not  only  for  our  State  Medical  Society  but  for  the  local 
physicians  who  are  their  constituents. 

Your  committee,  therefore,  recommends  that  county 
medical  societies  meet  with  their  legislators  when  they 
come  back  home  from  Albany  not  only  during  the  ses- 
sion but  especially  before  the  session  begins  and  after 
the  session  adjourns.  The  more  time  physicians  repre- 
senting organized  medicines’  point  of  view  in  regard  to 
legislation  can  devote  to  local  meetings  with  their  local 
legislators  at  times  when  their  representatives  are  not 
under  pressure,  the  more  success  we  will  have  in  our  leg- 
islative efforts. 
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Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

State  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
COMMITTEE  MEETINGS 

Your  committee  held  two  meetings:  one  on  October 
3,  1973  at  the  Hilton  Inn,  Syracuse,  and  the  other  on 
January  17,  1974  at  the  Fort  Orange  Club,  Albany.  At 
both  meetings,  discussions  and  actions  concerned  three 
general  areas:  (1)  Legislation  suggestions  forwarded  by 
chairmen  of  committees  of  the  Medical  Society  of  the 
State  of  New  York  at  the  request  of  your  committee;  (2) 
Our  State  Medical  Society’s  1974  State  Legislation  Pro- 
gram; and  (3)  Suggestions  submitted  by  members  of 
your  committee.  Reports  on  both  meetings  were  sub- 
mitted to  the  Council. 

GENERAL  ACTIONS 

As  a result  of  these  two  meetings  and  the  legislation 
conference,  the  following  1974  State  Legislation  Pro- 
gram was  developed  and  approved  by  the  Council. 

A.  Program  Bills  on  Medical  Malpractice  Initiated 
by  MSSNY,  which  are  to  be  given  the  highest  priority, 
would: 

1.  create  in  each  Judicial  Department,  a part  of 

the  Supreme  Court  to  facilitate  the  disposition  of 


medical  malpractice  actions  by  means  of  a mediation 
screening  panel,  made  up  of  a Justice  of  the  New  York 
State  Supreme  Court,  a physician  and  a trial  attorney, 
who  would  examine  the  evidence  in  an  informal  pro- 
ceeding and  recommend  a non-binding  settlement  of 
the  case  based  upon  the  merits  of  the  claim  with  the 
right  to  a subsequent  jury  trial  preserved  for  both 
parties  (S.3599-D,  Lombardi;  A.5028-D,  Jonas).  At 
this  writing,  the  Senate  version  is  expected  to  come 
up  for  a vote  by  the  full  Senate  shortly,  and  the  As- 
sembly bill  is  expected  to  emerge  from  committee 
during  the  week  of  February  18th; 

2.  create  a system  of  compulsory  and  binding  ar- 
bitration to  take  the  place  of  a jury  trial  for  settle- 
ment of  medical  malpractice  lawsuits  with  the  evi- 
dence examined  in  an  informal  proceeding  and  a 
binding  determination  made  in  each  case  as  to  liabil- 
ity and  damages  with  a limited  right  of  appeal  (intro- 
duced by  Senator  John  Flynn  but  not  yet  printed); 

3.  provide  that  in  an  action  for  medical  malprac- 
tice arising  from  a foreign  object  being  left  in  a pa- 
tient’s body,  the  time  within  which  the  action  must  be 
commenced  shall  be  computed  from  the  time  the 
plaintiff  discovers,  or  with  reasonable  diligence, 
should  have  discovered,  the  presence  of  a foreign 
object,  but  in  no  event  shall  such  period  exceed  four 
years  from  the  date  such  malpractice  occurred 
(S.967-A,  Flynn;  A.3497-A,  Suchin); 

4.  create  a qualified  malpractice  immunity  from 
suit  for  physicians  and  other  health  care  personnel 
rendering  emergency  medical  service  in  good  faith  to 
individuals  in  immediate  danger  of  death  who  are  in 
need  of  cardiac  resuscitation  or  other  emergency 
treatment  (introduced  by  Assemblyman  John  Flana- 
gan but  not  yet  printed). 

B.  Other  Program  Bills  Initiated  by  MSSNY 
would: 

1.  create  immunity  from  libel  and  slander  laws  for 
county  medical  society  disciplinary  committees,  such 
as  grievance  committees  and  comitia  minoras,  when 
they  take  disciplinary  action  regarding  physicians; 

2.  permit  physicians  to  take  action  to  collect  dif- 
ferences between  workmen’s  compensation  fees  and 
their  usual  and  customary  fees  when  a third  party  is 
sued  by  an  employee  who  recovers  in  the  action  (in- 
troduced by  Senator  Frederick  L.  Warder,  but  not  yet 
printed); 

3.  create  and  fund  a joint  commission  of  the  State 
Legislature  to  study  the  right  of  privacy  including  the 
subject  of  confidentiality  of  records; 

4.  stipulate  that  when  a summons  in  a malpractice 
action  is  served,  notice  of  the  commencement  of  such 
action  shall  be  filed  with  the  appropriate  court,  there- 
by placing  the  case  on  the  appropriate  court  calendar 
with  the  right  to  pretrial  discovery  procedures  pre- 
served (S.2753,  Schermerhorn); 

5.  entitle  a successful  defendant  in  a medical  mal- 
practice suit  to  reimbursement  for  counsel  fees  and 
other  costs  incurred  in  defending  the  action  (reintro- 
duced by  Assemblyman  H.  Clarke  Bell,  but  not  yet 
printed); 

6.  amend  the  county  law  to  allow  substitution  of  a 
medical  examiner  system  conducted  by  qualified  phy- 
sicians, such  as  pathologists,  for  the  present  Coroner’s 
system; 
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7.  repeal  the  triplicate  prescription  provisions  of 
the  1972  Controlled  Substances  Act  (S.3145,  Pisani; 
A. 5148,  Boland,  et  al); 

8.  make  it  unlawful  for  a physician  to  bill  or  re- 
ceive payments  for  clinical  laboratory  services  unless 
the  person  receiving  the  bill  is  given  an  itemized 
statement  indicating  the  physician’s  fee  and  the  labo- 
ratory charge  (S. 2398- A,  Langley;  A. 2988,  Field). 

To  date,  most  program  bills  have  sponsors  in  the  Leg- 
islature, as  indicated  by  the  numbers  following  the  bills, 
and  those  which  we  do  not  have  are  in  the  process  of 
being  printed. 

C.  Bills  Sponsored  by  Other  Organizations  Support- 
ed by  MSSNY: 

1.  Legislation  sponsored  by  the  New  York  State 
Association  of  the  Professions,  which  was  initiated  by 
MSSNY  and  submitted  to  NYSAP  to  gain  broader- 
based  support,  would: 

a.  amend  the  Executive  Law  to  create  a State 
Bulletin  for  the  publication  of  proposed  rules  and  reg- 
ulations of  departments  in  the  State  Government  be- 
fore adoption; 

b.  allow  professional  service  corporations  tax 
relief  from  State  tax  laws  presently  in  effect  (S.7490, 
Pisani); 

2.  Legislation  initiated  by  the  Academy  of  Family 
Practice,  which  MSSNY  supports,  would: 

a.  appropriate  funds  to  the  State  University  for 
the  establishment  of  family  practice  residencies  in 
hospitals  affiliated  with  state-operated  institutions  in 
the  State  University  and  to  the  health  department  for 
the  establishment  of  family  practice  residencies  in  ap- 
proved hospitals  in  the  State  (S.5329,  Conklin;A.7135, 

C.  E.  Cook)  (S.5330,  Conklin;  A.7151,  C.  E.  Cook). 

D.  Remaining  Program  Bills  and  the  Action 
Taken; 

1.  Smallpox  Vaccination — would  reinstitute  man- 
datory smallpox  vaccination  for  school-aged  children; 
recommitted  to  the  Preventive  Medicine  Committee 
for  further  study  before  legislative  action  is  taken. 

2.  Chiropractic  Licensure  Repeal — would  repeal 
Article  132  of  the  Education  Law  which  deals  with  the 
licensure  of  chiropractors.  MSSNY  will  present  the 
bill  this  year  to  certain  leaders  in  the  Legislature  for 
study  rather  than  introduction  in  the  hope  of  educat- 
ing them  to  the  dangers  of  chiropractic,  and  memo- 
randum in  support  of  the  repeal  legislation  written  by 
Doyle  Taylor,  J.D.  of  the  AMA,  an  expert  in  the  field, 
will  be  submitted  with  the  bill. 

3.  Rubella  Testing — two  bills  which  would  require 
that  a rubella  test  for  all  eighth  grade  females  be  con- 
ducted by  their  physicians  and  that  all  premarital 
blood  tests  include  a test  for  rubella;  a decision  re- 
garding continued  support  was  postponed  until  the 
next  State  Legislation  Committee  meeting  in  Febru- 
ary during  MSSNY  Convention. 

4.  Informed  Consent  for  Treatment— would 
create  a standardized  form  to  show  proof  of  a pa- 
tient’s consent  to  medical  or  surgical  treatment;  this 
bill  was  dropped  from  the  list  of  1974  program  bills 
with  a recommendation  that  a study  of  the  subject  be 
undertaken  before  further  legislative  action  is  consid- 
ered. 


RESOLUTIONS,  1973  HOUSE  OF  DELEGATES 

Several  resolutions  of  the  1973  session  of  the  House, 
which  were  referred  to  your  committee  and  the  Director, 
State  Governmental  Relations,  were  carried  out  as  indi- 
cated in  our  annual  report  and  in  the  section  entitled 
“instructions  from  1973  House,”  published  in  the  New 
York  State  Journal  of  Medicine,  January,  1974,  Part  II. 
To  complete  the  record  in  regard  to  1973  resolutions, 
your  chairman  wishes  to  report  that  no  action  was  taken 
on  resolution  73-34  which  called  upon  MSSNY  to  op- 
pose an  act  to  be  submitted  to  the  1973  session  of  the 
State  Legislature  on  behalf  of  the  New  York  State  Asso- 
ciation of  Nurse  Anesthetists.  Although  our  director 
and  legislative  counsel  were  prepared  to  carry  out  the 
House’s  directive  of  opposition,  the  legislation  set  forth 
in  the  resolution  was  not  introduced  at  the  1973  session 
of  the  State  Legislature  and  has  not  been  introduced 
thus  far  at  the  current  session. 

MEETINGS 

Your  chairman,  along  with  officials  of  the  Medical  So- 
ciety of  the  State  of  New  York,  our  legislative  counsel, 
and  our  Director  of  State  Governmental  Relations,  par- 
ticipated in  several  important  meetings  with  officials  of 
the  State  Government,  and  our  director  attended  a 
meeting  of  the  New  York  State  Association  of  the  Pro- 
fessions representing  the  State  Medical  Society; 

October  24,  1973.  Meeting  with  Senator  Tarky 
Lombardi,  Jr.,  Chairman,  Senate  Health  Committee,  at 
the  Sheraton  Motor  Inn,  Syracuse.  Topics  of  discus- 
sions: Current  malpractice  situation  in  New  York  State 
and  the  role  of  Legislature  and  the  Governor  in  finding  a 
solution;  other  major  problems  including  the  hospital 
practice  of  medicine. 

December  28,  1973.  Meeting  with  Superintendent 
of  Insurance  Benjamin  Schenck  at  123  William  Street, 
New  York  City.  Topic  of  discussion:  Current  malprac- 
tice situation  in  New  York  State  including  the  role 
which  the  Insurance  Department  and  the  Executive 
Branch  of  the  State  Government  can  play  in  alleviating 
the  problem. 

January  7,  1974.  Meeting  of  the  New  York  State 
Association  of  the  Professions  in  New  York  City.  Our 
Director  of  State  Governmental  Relations  reported  on 
health  legislation  for  the  1974  session  of  the  New  York 
State  Legislature.  NYSAP  agreed  to  sponsor  two  bills 
of  importance  to  the  medical  profession;  (1)  Publication 
of  state  regulations  in  a state  bulletin  prior  to  adoption; 
(2)  Professional  Service  Corporation  Tax  Law  Repealer. 

February  6,  1974.  Meeting  with  Governor  Malcolm 
Wilson  at  his  office  in  Albany.  Topics  of  discussion  in- 
cluded: Current  malpractice  situation  in  New  York 

State  including  the  four  MSSNY  priority  bills  dealing 
with  the  mediation  screening  panel,  compulsory  arbitra- 
tion, statute  of  limitations  in  foreign  object  cases  and 
immunity  for  emergency  service  personnel. 

1974  SESSION— STATE  LEGISLATURE 

For  the  third  consecutive  year,  our  Director,  Division 
of  State  Governmental  Relations,  has  been  in  Albany 
during  the  working  days  of  the  Legislature.  This  year 
the  session  started  on  January  9th.  This  program  was 
successfully  inaugurated  in  1972,  and  has  proven  to  be 
very  effective  over  the  past  two  years.  The  director  is 
working  closely  with  our  legislative  counsel  enlisting 
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support  for  our  program  bills  and  disseminating  our 
view  on  other  health  bills.  While  the  legislators  are  in 
Albany  during  the  first  part  of  each  week,  Mr.  Tracey  is 
visiting  many  offices,  talking  with  the  lawmakers  per- 
sonally and  discussing  our  program  with  their  staffs. 
He  has  established  his  base  of  operations  at  the  DeWitt 
Clinton  Hotel  again  this  year,  and  has  also  reinstituted 
our  State  Legislation  Telephone  Answering  Service. 

The  MSSNY  weekly  legislative  bulletin,  Capitol 
News,  resumed  publication  on  January  14,  1974,  and  six 
issues  have  been  distributed  to  date.  The  interest  in 
the  Capitol  News  seems  to  be  greater  this  year  than  ever 
before. 

The  LAB  (Legislation  Action  Bulletin)  was  utilized  to 
stimulate  county  medical  societies  to  participate  in  our 
activities  when  a mailing  was  sent  out  by  our  director  of 
State  Governmental  Relations  to  all  county  medical  so- 
ciety legislation  chairmen,  panel  of  liaison  physicians, 
president,  secretaries,  executive  secretaries  and  Wom- 
an’s Auxiliary  officials.  The  bulletin  called  upon  coun- 
ty societies  to  support  the  Lombardi-Jones  bill  (S.3599- 
D;  A.5028-D)  which  would  create  a medical  malpractice 
screening  panel  in  each  Judicial  Department  of  the 
State  for  resolution  of  malpractice  actions. 

The  staff  of  the  State  Governmental  Relations  Divi- 
sion is  now  complete.  Our  director’s  new  assistant  will 
be  working  at  MSSNY  headquarters  helping  the  direc- 
tor to  carry  on  the  operations  of  the  division. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Once  again  this  committee,  under  the  able  and  experi- 
enced leadership  of  John  H.  Carter,  M.D.,  with  the  as- 
sistance of  Martin  J.  Tracey,  J.D.,  his  staff  and  our  leg- 
islative counsel,  has  performed  yeoman  service  to  the 
public  and  to  physicians  alike.  Despite  an  unfavorable 
legislative  climate  which  often  forces  us  into  postures  of 
opposition,  we  continue  to  aim  for  a progressive  stance 
in  terms  of  fostering  and  supporting  legislation  for  the 
public  good.  Your  reference  committee  compliments 
Dr.  Carter  for  his  organization  of  legislative  priorities, 
particularly  in  the  area  of  malpractice.  With  better  liai- 
son by  Mr.  Tracey,  with  increasing  physician  sophistica- 
tion, and  better  local  organization,  our  opinions  are  now 
more  highly  regarded  in  Albany. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Federal  Legislation 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Members  of  the  Federal  Legislation  Committee  are  as 


follows: 

Charles  N.  Aswad,  M.D.,  Chairman Broome 

Jacob  H.  Eiuchbinder,  M.D Putnam 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Joseph  R.  Fontanetta,  M.D Kings 

Seymour  L.  Halpern,  M.D New  York 

George  Lim,  M.D Oneida 

George  M.  Saypol,  M.D New  York 

Ethan  L.  Welch,  M.D Monroe 


Since  the  last  report  to  this  House,  your  committee 
has  monitored  major  bills  in  Congress  and  has  carried 
out  the  directives  of  the  House.  Proposed  laws  in  the 
areas  of  national  health  insurance,  PSRO,  and  HMO 
were  the  focal  points  of  our  attention  and  efforts.  Your 
committee  met  and  evaluated  numerous  pending  pro- 
posals, participated  in  the  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives  and  pre- 
sented to  New  York  State’s  Congressional  Delegation, 
the  Medical  Society  of  the  State  of  New  York’s  views  on 
Regional  Medical  Programs.  Periodic  reports  were  sub- 
mitted to  the  Council  on  these  important  matters  and  a 
brief  resume  of  them  is  herein  presented  to  the  House 
for  its  information. 

Regional  Medical  Programs  Resolution.  Your 
committee  carried  out  the  directive  of  the  Council  that 
it  implement  resolution  73-84  entitled  “Exclusion  of  Re- 
gional Medical  Programs  from  Federal  Budget,”  ap- 
proved by  our  1973  House  of  Delegates. 

On  behalf  of  the  committee,  your  chairman  sent  the 
following  communication  to  each  of  the  39  Congressmen 
from  New  York  and  to  Senators  Jacob  K.  Javits  and 
James  L.  Buckley: 

At  its  1973  meeting,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  made  up  of 
some  27,000  doctors  of  medicine  licensed  to  practice 
in  the  State,  adopted  a resolution  (73-84)  on  the 
subject:  “Exclusion  of  Regional  Medical  Programs 

from  Federal  Budget.” 

On  behalf  of  our  State  Medical  Society,  we  are  for- 
warding to  you  a copy  of  this  resolution  for  your  infor- 
mation and  consideration,  as  directed  by  the  House  of 
Delegates.  Your  attention  is  directed  to  the  Resolved 
clause  which  states  that:  “The  Medical  Society  of  the 
State  of  New  York  request  that  the  Congress  of  the 
United  States  extend  the  RMP  legislation  and  pro- 
vide funding  necessary  for  continuation  and  expan- 
sion of  this  valuable  program.” 

A similar  letter  was  sent  to  President  Nixon  which 
contained  the  following  Resolved  clause:  “That  the 

Medical  Society  of  the  State  of  New  York  request  the 
administration  to  reexamine  its  position  and  recognize 
Regional  Medical  Programs  as  an  effective  force,  re- 
sponsive to  the  private  and  voluntary  sectors  of  the 
health  care  system,  for  improving  health  services  in  line 
with  regional  priorities.” 

In  response  to  these  letters  we  received  many  replies. 
Foremost  among  these  was  one  on  behalf  of  President 
Nixon  from  Harold  Margulies,  M.D.,  Regional  Medical 
Program  Service,  Department  of  Health  and  Welfare, 
which  stated: 

Thank  you  for  your  recent  letter  to  the  President 
about  the  termination  of  Regional  Medical  Programs 
(RMP). 

The  legislative  authority  for  the  RMP  expires  on 
June  30.  The  Administration  has  decided  not  to  seek 
an  extension  of  this  legislation  and  has  not  included 
any  funds  for  RMP  in  the  budget  for  the  fiscal  year 
1974.  This  action  is  the  result  of  legislative  and  ad- 
ministrative decisions  made  in  recent  years  whereby 
several  RMP  activities  to  improve  the  quality  of 
health  care  are  being  assigned  to  other  programs. 
These  programs  include  comprehensive  health  plan- 
ning agencies,  health  services  research  and  develop- 
ment activities,  National  Institutes  of  Health’s  heart 


1252  New  York  State  Journal  of  Medicine/ June,  1974/House  of  Delegates,  Minutes 


and  cancer  initiatives,  and  the  system  of  Professional 
Standards  Review  Organization  being  set  up  under 
the  Medicare  authorities. 

We  appreciate  your  interest  in  RMP. 

Senator  Buckley’s  reply  stated: 

Thank  you  for  sending  me  a copy  of  your  recently 
adopted  resolution.  1 value  the  opportunity  it  pro- 
vides to  maintain  contact  with  the  interest  and  opin- 
ions of  local  officials  and  community  leaders. 

I appreciate  hearing  from  you. 

In  his  response  Senator  Javits  said: 

Thank  you  for  your  recent  communication  ex- 
pressing your  concern  about  the  proposed  termination 
of  the  Regional  Medical  Program  because  of  the  Ad- 
ministration’s zero  budget  request  for  fiscal  1974. 

I believe  that  RMP’s  should  have  an  effective  and 
important  role  in  improved  organization  and  delivery 
of  health  care. 

“When  extension  and  renewal  of  Title  IX  of  the 
Public  Health  Service  Act  (which  authorizes  the  de- 
velopment of  the  activities  of  regional  medical  pro- 
grams) is  considered  by  the  Labor  and  Public  Welfare 
Committees  (of  which  I am  ranking  minority  mem- 
ber), I will  carefully  evaluate  all  the  testimony  and  do 
my  best  to  see  that  the  mission  of  the  regional  medical 
programs  can  continue  to  be  performed. 

I appreciate  having  the  benefit  of  your  views  and 
you  may  be  assured  that  I will  have  them  very  much 
before  me. 

With  best  wishes, 

Twelve  Congressmen  responded.  We  are  pleased  to 
report  that  all  these  Congressmen,  with  one  exception, 
who  was  noncommittal  but  favorably  disposed  towards 
RMP,  endorsed  continuation  of  Regional  Medical  Pro- 
grams as  recommended  in  our  resolution.  All  of  them 
expressed  their  appreciation  to  us  for  sending  them  cop- 
ies of  our  resolution. 

The  eleven  Congressmen  who  endorsed  continuation 
of  the  program  were  the  following:  Joseph  P.  Addabbo, 
Ozone  Park;  Frank  J.  Brasco,  Brooklyn;  Thaddeus  J. 
Dulski,  Buffalo;  Benjamin  A.  Gilman,  Middletown;  Eliz- 
abeth Holtzman,  Brooklyn;  Ogden  R.  Reid,  Purchase; 
Howard  W.  Robinson,  Candor;  Angelo  D.  Roncallo, 
Massapequa;  Benjamin  S.  Rosenthal,  Elmhurst;  Samuel 
S.  Stratton,  Amsterdam;  and  Lester  L.  Wolff,  Great 
Neck. 

The  Congressman  who  was  noncommittal  but  who 
was  favorably  disposed  toward  RMP  was  William  F. 
Walsh  of  Syracuse. 

Your  chairman  is  pleased  to  report  that  our  efforts  in 


communicating  the  views  of  the  House  on  RMP’s 
proved  to  be  a worthwhile,  successful  project.  Legisla- 
tion continuing  RMP’s  was  passed  by  the  Congress  and 
signed  by  the  President  for  an  additional  fiscal  year. 
Your  committee  is  currently  following  proposed  legisla- 
tion which  would  combine  RMP’s,  CHP’s  (Comprehen- 
sive Health  Planning)  and  Hill-Burton  Programs  into  a 
single  program. 

Activities.  Your  committee  met  at  the  Hilton  Inn, 
Syracuse,  on  October  3,  1973  and  on  the  following  day 
participated  in  the  Annual  Conference  of  County  Medi- 
cal Society  Representatives,  held  at  the  same  motel. 
This  report  contains  a brief  resume  of  both  meetings. 

Committee  Meeting.  Your  chairman  presided  at 
the  committee  meeting  on  October  3.  Your  committee 
devoted  much  time  to  a discussion  of  the  new  law  on 
Professional  Standards  Review  Organizations  (PSRO’s). 
Edward  Siegel,  M.D.,  reported  on  MSSNY  activities 
concerning  PSRO,  particularly  in  regard  to  hearings 
conducted  by  HEW  on  designated  areas  and  MSSNY’s 
participation  in  them. 

Your  committee  believes  that  this  new  law  on  PSRO 
will  emerge  as  the  most  important  single  influence  on 
medical  practice  in  the  history  of  our  country.  The 
Bennett  Amendment  to  the  Social  Security  Act  was  the 
genesis  of  PSRO  and  became  law  in  October,  1972.  We 
applaud  the  efforts  of  our  State  Medical  Society  for  its 
program  in  regard  to  area  designations  in  various  parts 
of  the  State,  which  must  be  approved  by  January  1, 
1974.  Dr.  Siegel  deserves  much  credit  for  his  efforts  in 
this  task. 

The  years,  1974  and  1975,  will  be  years  of  decision  for 
medicine  in  that  the  law  provides  that  the  Secretary  of 
HEW  can  designate  the  PSRO  functions  to  whomever 
he  wishes,  if  the  first  PSRO’s  do  not  perform  according 
to  expectations.  This  literally  mandates  that  medicine 
cooperate  in  implementing  the  law  lest  it  lose  its  option 
to  do  so.  Already,  hospitals,  insurance  carriers,  state 
health  departments,  and  other  agencies  are  vying  to  be- 
come PSRO’s.  For  medicine  to  refrain  from  participat- 
ing is  to  forfeit  control  by  default  in  the  view  of  your 
committee. 

National  Health  Insurance.  Since  the  national 
health  insurance  bill  (S.2513),  sponsored  by  Senators 
Russell  B.  Long  and  Abraham  Ribicoff  had  just  been  in- 
troduced, the  committee’s  discussion  on  national  health 
insurance  proposals  was  most  timely.  Following  is  a list 
of  the  major  bills  on  national  health  insurance  before 
Congress  in  late  September  and  which  may  be  acted 
upon  some  time  in  the  near  future.  Your  committee  is 
currently  studying  the  latest  proposal  (S.2513;  Long- 
Ribicoff). 


H.R.  1 
Ullman 


H.R.  22 
S.  3 

Griffiths 
Kennedy 
H.R.  33 
Dingell 


National  Health  Care  Services  Reorganization  and  Financing  Act:  Provides  for  establishment 
of  new  program  of  health  care  delivery  through  locally  organized  health  care  corporations; 
establishes  program  of  health  insurance  coverage,  with  employers  paying  75%  of  health 
insurance  premiums;  HEW  would  provide  coverage  for  aged  and  indigent. 

Health  Security  Act:  Provides  for  comprehensive  health  benefits  for  all  U.S.  citizens  fi- 

nanced through  an  employer-employee  payroll  tax  and  from  general  revenue. 


The  National  Health  Insurance  Act:  Provides  for  a system  of  national  health  insurance 

financed  through  a payroll  tax,  and,  for  those  not  employed,  through  state  and  federal 
general  revenues.  The  plan  calls  for  comprehensive  benefits  and  covers  nearly  all  residents 
of  the  United  States. 
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H.R. 2222 
S.  444 
Fulton 
Broyhill 
Hartke 
Hansen 
S.  587 
Beall 

S.  915 
Javits 
S.  1100 
H.R.  5200 
McIntyre 
Burleson 
S.  1416 
Long 

S.  2513 
Long  and 
Ribicoff 


Health  Care  Insurance  Act  of  1973  ( Medicredit ):  Provides  comprehensive  basic  and  catas- 

trophic health  insurance  coverage  financed  through  tax  credit  (or  vouchers)  with  full  federal 
payments  for  the  poor,  and  for  other  assistance  related  to  income. 


National  Catastrophic  Illness  Protection  Act  of  1973:  Authorizes  national  catastrophic  illness 

insurance  program  administered  by  federal  government  through  the  states  and  existing  in- 
surance carriers. 

National  Health  Insurance  and  Health  Service  Improvement  Act:  Expands  Part  A and  B 

Medicare  benefits  as  a minimum  standard  for  everyone. 

National  Health  Care  Act  of  1973:  Establishes  a system  of  national  health  insurance  imple- 

mented through  existing  health  insurance  systems.  Benefits  would  be  phased-in  over  a 10 
year  period,  and  a system  of  insurance  pools  would  be  used  to  provide  benefits  to  poor,  near 
poor,  and  previously  uninsurable. 

Catastrophic  Health  Insurance  Plan : Provides  coverage  after  first  60  days  of  hospitalization 

or  after  first  $2,000  of  medical  expenses.  Financed  by  .3  of  1%  payroll  tax  on  employers  and 
employees.  Program  would  be  administered  under  Social  Security  System. 

Catastrophic  Health  Insurance  and  Medical  Assistance  Act  of  1973:  Senators  Long  (D.,  La.) 

and  Ribicoff  (D.,  Conn.),  together  with  13  cosponsors  introduced  S.  2513.  This  bill  expands 
upon  S.  1416,  Senator  Long’s  Catastrophic  Health  Insurance  Plan,  replaces  the  Medicaid 
program,  and  sets  certification  standards  for  health  insurance  policies  offered  by  private 
insurance  companies.  Total  cost  of  the  program  is  estimated  at  $8.9  billion  per  year. 
Hearings  have  not  been  scheduled  on  these  bills  at  this  time.  Although  the  House  Sub- 
committee on  Public  Health  and  Environment  may  conduct  hearings  relative  to  the  general 
structure  of  an  NHI  system  later  this  year,  ultimate  jurisdiction  will  remain  with  the  House 
Ways  and  Means  Committee  and  the  Senate  Finance  Committee. 


In  view  of  the  fact  that  numerous  bills  are  still  pend- 
ing, your  committee  reviewed  the  criteria  for  evaluating 
national  health  insurance  established  by  MSSNY. 
These  criteria  were  the  following  six  basic  principles  ap- 
proved by  MSSNY  House  of  Delegates,  February  1972. 

1.  The  plan  should  preserve  the  right  of  every  per- 
son to  select  his  own  physician  and  health-care  insti- 
tution. The  program  should  permit  a doctor  of  medi- 
cine and  his  patient  to  maintain  a direct  and  profes- 
sional relationship. 

2.  The  program  should  enable  the  individual  per- 
son to  have  a free  choice  of  protection  plan,  which 
could  be  in  the  form  of  an  insurance  policy  purchased 
from  a company,  membership  in  a prepayment  plan, 
or  membership  in  a prepaid  group  practice  plan.  The 
plan  should  be  universally  available  to  all  persons, 
with  coverage  provided  for  the  poor. 

3.  The  program  should  contain  benefits  suffi- 
ciently broad  enough  to  enable  the  individual  person 
to  receive  comprehensive  health  care,  while  removing 
the  specter  of  catastrophic  expense  of  illness.  Such 
coverage  should  include  parallel  coverage  for  medical 
and  diagnostic  services  in  the  physician’s  office  as  well 
as  institutional  care. 

4.  The  cost  of  the  program,  which  should  be  de- 
signed to  meet  America’s  health-care  needs,  should  be 
kept  at  a reasonable  and  realistic  level.  This  goal 


should  be  achieved  by  utilizing  a system  of  cost  shar- 
ing between  government  and  recipients,  based  on  the 
recipients’  ability  to  pay.  The  program  should  be 
further  maintained  on  a sound  financial  basis  with  Ihe 
aid  of  coinsurance  and  deductibles. 

5.  Peer  review  should  be  an  integral  part  of  the 
program. 

6.  Flexibility  in  the  delivery  and  financing  of 
health  care  to  promote  efficiency  and  to  effect  econo- 
my is  acceptable,  provided  quality  medical  care  is 
maintained.  Fee  schedules  negotiated  with  the  ap- 
propriate medical  societies  would  be  acceptable. 

Your  committee  concluded  that  the  AMA  Medicredit 

Bill  (H.R.  2222;  S.  444)  is  still  the  one  bill  which  most 
nearly  complies  with  these  criteria.  In  1972,  our  House 
of  Delegates  approved  your  committee’s  recommenda- 
tion that  the  Medicredit  bill  then  before  Congress  be  en- 
dorsed in  principle  as  one  of  the  methods  for  financing  a 
national  health  insurance  program,  but  not  necessarily 
the  sole  and  primary  solution  to  the  problem.  Your 
committee  submits  the  observations  of  the  committee 
for  information  only  at  this  time. 

Status  Report-Health  Bills.  Following  is  a status 
report  of  current  major  health  bills  as  of  September  19, 
1973  which  was  before  the  committee  and  is  self-explan- 
atory. 


STATUS  OF  SELECTED  HEALTH  BILLS  IN  CONGRESS  (SEPTEMBER  19,  1973) 


BILL  NO. 

H.R.  50 
Roy 


DESCRIPTION 


STATUS 


Establishes  an  Office  of  Rural  Health  Care  in  HEW  to  admin- 
ister and  coordinate  rural  health  care  programs. 


Referred  to  Interstate 
and  Foreign  Commerce 
Committee 
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H.R.  1058 
s 423 
Rogers 
RibicofT 

H.R.  7274 
Rodgers 


H.R. 7724 
Rogers 

H.R.  8070 
Brademas 

H.R.  8877 
H.R.  9341 
Rogers 


H.R.  9456 
Meeds 

S.  14 

Kennedy 


S.  504 
Cranston 

S.  607 
Kennedy 


S.  723 
Beall 

S.  1115 
Cook 

S.  1125 
Hughes 

S.  1179 
Bentsen 

S.  1191 

Mondale  _ 


S.  1446 
Javits 

S.  1450 
Javits 
S.  2072 
Kennedy 
S.  2410 
Cranston 

H.R.  10174 
Nelsen 


To  create  a cabinet  level  Department  of  Health. 


The  Public  Health  Act  of  1973:  Calls  for  restructuring  of  the 

Public  Health  Service  Act;  contains  proposals  for  medical 
library  assistance  and  health  services  and  research  develop- 
ment. 

The  National  Biomedical  Research  Fellowship,  Traineeship,  and 
Training  Act  of  1973:  Establishes  a program  of  health  re- 
search fellowships  through  NIH. 

The  Rehabilitation  Act  of  1973:  Extends  authorization  of 

grants  to  states  for  rehabilitation  services. 

Labor-HEW  Appropriations  for  fiscal  year  1974. 

Public  and  Allied  Health  Personnel  Act  of  1973:  Revises  ex- 

isting programs  of  federal  aid  for  allied  health  and  public 
health  training. 


To  extend  the  Drug  Abuse  Education  Act  of  1970  for  three 
years. 

Health  Maintenance  Organization  and  Resources  Development 
Act  of  1973:  Provides  $805  million  in  federal  aid  for  develop- 

ment, establishment,  and  operation  of  HMO’s.  (House  bill 
calls  for  $240  million,  five-year  program.) 

The  Emergency  Medical  Services  Systems  Development  Act  of 
1973:  Authorizes  federal  aid  to  emergency  medical  service 

systems. 

To  extend  programs  to  eliminate  hazards  of  childhood  poison- 
ing caused  by  lead  based  paints. 


The  National  Institute  of  Health  Care  Delivery  Act:  Estab- 

lishes institute  for  research  and  development  regarding  the 
organization  and  delivery  of  health  care. 

The  Narcotic  Addict  Treatment  Act  of  1973:  Provides  for  reg- 

istration of  practitioners  conducting  narcotic  maintenance 
programs. 

Comprehensive  Alcohol  Abuse  and  Alcoholism  Prevention, 
Treament,  and  Rehabilitation  Act  Amendments  of  1973:  Calls 

for  three  year  extension  of  alcohol  abuse  control  programs. 

The  Comprehensive  Private  Pension  Security  Act  of  1973:  Reg- 
ulates pension  fund  management  and  includes  provisions  in- 
creasing allowable  contributions  under  Keogh  plans. 

Child  Abuse  Prevention  Act:  Establishes  National  Center  on 

Child  Abuse;  assist  prevention  programs. 


The  Medical  Device  Safety  Act:  Authorizes  safety  standards 

for  medical  devices  and  requires  premarket  testing  in  some 
cases. 

To  extend  authority  for  assistance  to  medical  libraries. 

The  Protection  of  Human  Subjects  Act:  Creates  an  11-member 

national  board  to  supervise  the  conduct  of  research. 

The  Emergency  Medical  Services  Systems  Development  Act  of 
1973:  Authorizes  federal  aid  to  emergency  medical  service 

systems. 


Referred  to  Senate  Labor 
and  Public  Welfare  and 
House  Interstate  and 
Foreign  Commerce  Com- 
mittee 

Referred  to  Interstate 
and  Foreign  Commerce 
Committee 

House  Passed,  5/31/73; 
Senate  Passed,  9/12/73 

Senate  Passed,  7/18/73; 
Sent  to  Conference  Com- 
mittee 

House  Passed,  6 /26/73 
Hearings  before  the  Sub- 
committee on  Public 
Health  and  Environment; 
House  Interstate  and  For- 
eign Commerce  Commit- 
tee 

Ordered  Reported  by  Edu- 
cation and  Labor  Commit- 
tee 

Senate  Passed,  5/15/73; 
House  Passed,  9/12/73. 
Substituting  the  language 
of  H.R.  7974). 

Veto  Sustained 


Senate  Passed,  5/9/73; 
House  Passed,  9/6/73. 
(Substituting  language  of 
H.R.  8290). 

Senate  Passed,  5/15  73 


Senate  Passed,  5/15/73 


Senate  Passed,  6/21/73 


Senate  debate  in  progress 


Senate  Passed,  7/14/73; 
Referred  to  House  Edu- 
cation and  Labor  Com- 
mittee 

Hearings  before  Subcom- 
mittee on  Health 

Referred  to  Committee  on 
Labor  and  Public  Welfare 
Referred  to  Committee  on 
Labor  and  Public  Welfare 
Reported  by  Labor  and 
Public  Welfare  Commit- 
tee 9/13/73 
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Key  Proposals.  Prior  to  the  meeting,  members  of 
your  committee  were  sent  copies  of  a report  of  actions 
taken  by  the  AMA  Council  on  Legislation  for  the  pur- 
pose of  reviewing  the  actions  recommended  on  key  pro- 
posals. At  the  meeting,  your  committee  voted  to  en- 
dorse the  following  recommendations  and  submitted 
them  to  the  Council  for  approval  at  its  November,  1973 
meeting. 

I.  National  Research  Awards.  HR.  7724  (Rogers); 
S.2072  (Kennedy). 

Both  of  these  bills  would  provide  for  a program  of 
federal  support  for  research  fellowships,  traineeships, 
and  training  through  the  National  Institutes  of 
Health  and  the  National  Institutes  of  Mental  Health. 

Fellowships  and  traineeships  would  be  awarded 
only  upon  assurance  that  individuals  receiving  assis- 
tance would  engage  in  health  research  or  teaching. 
Under  the  Rogers  bill,  the  individual  would  have  to 
engage  in  such  service  on  the  basis  of  two  years  for 
each  year  of  federal  assistance  and  under  the  Kenne- 
dy bill,  a further  alternative  is  provided  enabling  an 
individual  to  serve  for  20  months  in  a specialty  in  pri- 
vate practice  in  a designated  area  for  each  year  an 
award  was  received,  or  20  months  in  his  specialty  in  a 
non-profit,  prepaid  group  practice  authorized  for 
reimbursement  under  Medicare.  Both  bills  provide 
that  where  an  individual  does  not  enter  teaching  or 
research  or  meet  alternative  service  requirements,  he 
would  be  under  obligation  to  repay  the  assistance  re- 
ceived. 

Other  provisions  in  the  bills  relate  to  human  exper- 
imentation. Representative  Rogers  bill  has  a limited 
provision.  It  would  prohibit  the  Secretary  from  con- 
ducting or  supporting  research  in  the  United  States  or 
abroad  on  a human  fetus  which  is  outside  the  uterus 
of  its  mother  and  which  violates  any  ethical  standard 
respecting  research  adopted  by  National  Institutes  of 
Health,  or  their  respective  research  institutes. 

The  Kennedy  bill,  on  the  other  hand,  sets  up  a very 
elaborate  and  structured  program,  known  as  the 
“Protection  of  Human  Subjects  Act.”  This  program 
creates  an  eleven-man  presidentially  appointed  com- 
mission, composed  of  members  of  the  general  public 
and  from  various  professions,  including  doctors,  law- 
yers, theologians,  biological,  physical  and  social  scien- 
tists, philosophers,  health  administrators,  and  profes- 
sionals in  the  humanities,  ethics,  government  and 
public  affairs. 

Your  committee  was  of  the  opinion  that  there  is  a 
need  for  a continuation  of  the  research  training  grant 
program.  The  members  were  concerned  about  the 
provisions  in  the  Kennedy  bill  which  would  enable  an 
individual  to  fulfill  an  obligation  through  service  in  a 
prepaid  group  practice.  Concern  also  was  expressed 
about  what  effect  the  highly  structured  program  in 
the  Kennedy  bill  could  have  upon  the  development  of 
medical  research.  While  recognizing  the  need  for  su- 
pervised research,  the  committee  did  not  feel  that  the 
program  as  outlined  under  the  control  of  the  national 
commission  would  be  in  the  interest  of  medical 
science  and  development  of  patient  care. 

The  committee,  therefore,  recommended  that  the 
Rogers  bill  should  be  supported.  It  further  recom- 
mended that  the  Kennedy  bill  should  be  opposed  with 
particular  emphasis  placed  upon  the  provisions  of  this 
hill  creating  the  protection  of  human  subjects  act  and 


the  provisions  of  the  research  training  grant  program 
which  would  provide  alternative  service  in  designated 
areas  or  in  prepaid  group  practice. 

II.  Retirement  Income  Security  For  Employees  Act. 

H.R.  4200. 

This  bill,  along  with  others,  namely,  S.1179  and  S.4, 
would  provide  for  modifications  in  the  Keogh  type 
plan,  increasing  the  allowable  contributions  for  indi- 
viduals from  10  per  cent  of  income  or  $2500,  whichev- 
er is  less,  to  15  per  cent  of  income  or  $7500,  whichever 
is  less.  Provisions  relating  to  corporate  pension  plans 
would  allow  tax  deductions  on  contributions  in 
amounts  which  would  produce  benefits  equal  to  75 
per  cent  of  an  individual’s  three  high  years  of  income 
with  a maximum  pension  benefit  of  $75,000  a year. 
Professional  corporations  would  be  subject  to  the 
same  provisions  as  other  corporations. 

Your  committee  voted  to  support  the  provisions  in- 
creasing the  Keogh  limits  but  voted  opposition  to  the 
provision  imposing  limits  on  professional  corpora- 
tions. 

Implementing  this  recommendation  and  at  the  re- 
quest of  AMA,  communications  were  sent  to  key  fed- 
eral legislators  over  the  signature  of  our  Executive 
Vice-President,  Henry  I.  Fineberg,  M.D.  These  let- 
ters were  sent  to  New  York  State’s  representatives  on 
the  House  Ways  and  Means  Committee  which  was 
considering  the  bill,  Congressmen  Hugh  Carey  and 
Barber  Conable,  Jr.,  and  to  the  Committee’s  acting 
chairman,  Congressman  A1  Ullman.  The  communi- 
cation urged  the  Congressmen  to  vote  for  H.R.  4200 
because  it  increased  the  Keogh  Plan  limitations  but 
requested  them  to  seek  deletion  of  the  limitations  on 
professional  service  corporations. 

III.  Omnibus  Drug  Amendments.  S.966  (Nelson) 

This  proposal  has  seven  titles.  Among  the  areas 

covered  would  be  the  following:  (a)  Set  up  a national 
drug  testing  and  evaluation  center  which  would  be  re- 
sponsible for  the  testing  of  all  drugs  that  are  now  mar- 
keted, or  to  be  marketed  in  the  future,  in  the  United 
States,  so  as  to  assure  their  safety  and  efficacy;  (b) 
provide  for  the  publication  of  a compendium  listing 
all  drugs  available  in  the  United  States  by  generic  and 
brand  names  and  include  the  drugs  purpose,  side  ef- 
fects, dosages  available,  cost,  and  other  relevant  infor- 
mation; (c)  create  a committee  which  would  compile  a 
formulary  of  drugs  necessary  for  good  medical  prac- 
tice for  purposes  of  direct  procurement  by  the  federal 
government  and  for  reimbursement  under  federally- 
financed  programs;  (d)  give  the  Secretary  of  HEW  au- 
thority to  require  batch-by-batch  certification  of  all 
drugs  whenever  he  believes  such  action  is  necessary 
for  the  public’s  good;  (e)  forbid  the  distribution  of 
sample  drugs  without  the  written  request  of  the  phy- 
sician and  makes  it  unlawful  to  sell  drug  samples;  (f) 
provide  that  potentially  dangerous  drugs  would  have 
to  be  labeled  with  an  appropriate  warning  and  all  ac- 
tive ingredients  of  a drug  would  have  to  be  clearly  la- 
beled on  the  drug  package;  and  (g)  create  a public 
health  price  protection  program  enforced  through  the 
Federal  Trade  Commission. 

Your  committee  was  concerned  with  the  broad 
scope  of  the  bill  and  its  potential  adverse  effect  upon 
the  development  and  availability  of  beneficial  thera- 
peutic agents  for  use  in  medical  practice.  It  chal- 
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lenged  the  ability  and  advisability  of  the  government 
to  undertake  the  testing  of  all  new  drugs  and  ques- 
tioned the  need  for  the  development  of  the  federal 
compendium.  The  committee  also  objected  to  the 
creation  of  a federal  formulary  which  would  limit 
reimbursement  to  drugs  listed.  The  committee  rec- 
ommended opposition  to  S.966. 


IV.  Inclusion  of  Non-Profit  Hospitals  Under  Nation- 
al Labor  Relations  Act.  (S.  794;  S.2292) 

Both  bills  would  remove  the  exemption  of  nonprofit 
hospitals  from  the  National  Labor  Relations  Act. 
Such  hospitals  would  then  become  subject  to  rules 
pertaining  to  union  recognition  and  collective  bar- 
gaining within  the  provisions  of  that  Act.  S.2292, 
however,  would  also  establish  rules  to  provide  for  a 
cooling  off  period  in  advance  of  any  strike,  blackout 
or  jurisdictional  dispute  in  order  to  help  assure  unin- 
terrupted service  to  patients.  These  changes  are 
made  applicable  to  health  care  institutions,  defined  to 
include  hospitals,  HMO’s,  nursing  homes  and  other 
institutions  devoted  to  the  care  of  the  sick  and  the 
aged.  Physicians  employed  by  health  care  institu- 
tions would  not  be  “employees”  within  the  meaning  of 
NLRA;  consequently  institutions  would  not  be  re- 
quired by  the  Act  to  recognize  or  bargain  with  a union 
with  respect  to  such  employee-physicians. 

Your  committee  believed  that  elimination  of  the 
exemption  would  increase  the  possibility  of  service  in- 
terruption in  hospitals  and  would  also  operate  to  in- 
crease hospital  service  costs.  The  committee,  there- 
fore, was  opposed  to  the  legislation. 

Annual  Conference.  On  the  afternoon  of  October  4, 
the  day  following  the  above-reported  meeting,  your 
committee  participated  in  the  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives. 
Richard  D.  Eberle,  M.D.,  opened  the  afternoon  session 
devoted  to  federal  legislation.  Members  of  your  com- 
mittee actively  participated  in  a panel  discussion  enti- 
tled “A  Review  of  Major  Health  Bills  in  Congress”  by 
presenting  your  committee’s  views  on  the  bills  reported 
herein.  James  M.  Blake,  M.D.,  a member  of  AMA’s 
Council  on  Legislation,  described  how  the  Council  oper- 
ates and  discussed  “Highlights  of  Current  Federal  Leg- 
islation.” 

The  climax  of  the  highly-successful  program  was  the 
participation  of  the  audience  in  a two-way  telephone 
conference  with  the  Washington  staff  of  AMA.  Six  leg- 
islative experts  who  are  in  daily  communication  with 
Congress  reported  directly  from  the  nation’s  Capitol  on 
major  health  issues  and  answered  questions  asked  by 
our  physicians.  The  entire  program  was  not  only  infor- 
mative and  stimulating  but  also  was  very  well  received 
by  the  doctors  representing  our  county  medical  so- 
cieties. 
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on  Public  and  Professional  Affairs;  Richard  D.  Eberle, 
M.D.,  Chairman,  Commission  on  Governmental  Affairs; 
Henry  I.  Fineberg,  M.D.,  Executive  Vice-President;  Ed- 
ward Siegel,  M.D.,  Deputy  Executive  Vice-President;  J. 
Richard  Burns,  J.D.,  General  Counsel;  and  to  the  staff 


and  Director,  State  Governmental  Affairs,  Martin  J. 
Tracey,  J.D. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Your  reference  committee,  after  reviewing  the  annual 
report  of  the  Committee  on  Federal  Legislation  under 
the  chairmanship  of  Charles  N.  Aswad,  M.D.,  feels  this 
is  a most  excellent  report  of  accomplishments  on  the 
Federal  level  during  the  past  year,  and  commends  this 
report  to  the  membership  of  the  Medical  Society  of  the 
State  of  New  York. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Judicial  Council 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


James  M.  Blake,  M.D.,  Chairman Schenectady 

Reid  R.  Heffner,  M.D Westchester 

Walter  T.  Heldmann,  M.D Richmond 

Theodore  J.  Prowda,  M.D Oneida 

Joseph  G.  Zimring,  M.D Nassau 


The  Judicial  Council  is  pleased  to  report  that  no  ap- 
peals were  presented  to  it  during  the  year  1973,  and, 
therefore,  no  meetings  were  held. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Your  reference  committee  is  cheered  to  note  that 
there  was  no  need  for  the  Judicial  Council  to  meet  in 
1973. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Ethics 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Ethics  are  as  fol- 


lows: 

Joseph  G.  Zimring,  M.D.,  Chairman Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

John  Sauer,  M.D New  York 


This  year  has  been  a very  active  one  for  the  Commit- 
tee on  Ethics. 

Since  certain  problems  can  only  be  resolved  by  a local 
county  medical  society,  many  local  questions  have  been 
referred  for  satisfactory  solutions.  The  Committee  on 
Ethics  has  aided  the  county  medical  society  at  times  by 
submitting  certain  guidelines  to  them.  Such  questions 
as  the  inclusion  of  specialty  listings  in  the  “Yellow 
Pages”  of  the  telephone  directory;  the  type  and  size  of 
outdoor  physician’s  signs;  the  type  of  office  opening  an- 
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nouncements,  and  so  forth,  are  submitted  to  the  county 
medical  society. 

In  answer  to  a question  from  a county  medical  society 
as  to  whether  it  is  ethical  to  impose  finance  charges  on 
collecting  patients’  bills,  the  committee  stated  the  fol- 
lowing: “It  is  not  in  the  best  interest  of  the  public  or 
the  profession  to  charge  interest  on  an  unpaid  bill  or 
note  or  to  charge  a penalty  on  fees  for  professional  ser- 
vices not  paid  within  a prescribed  period  of  time  nor  is  it 
proper  to  charge  a patient  a flat  collection  fee  if  it  be- 
comes necessary  to  refer  the  account  to  an  agency  for 
collection.” 

An  attorney  was  told  it  was  unethical  for  a business 
concern  to  bill  and  collect  fees  for  a physician  on  a per- 
centage basis. 

A question  was  raised  by  a county  medical  society  on 
the  ethics  involved  in  the  following  problem:  An  arthri- 
tis foundation  (a  lay  organization)  was  making  available 
to  the  public  a list  of  physicians  especially  qualified  to 
treat  patients  suffering  from  arthritis.  This  list  was  to 
be  made  up  of  physicians  who  either  serve  in  arthritis 
clinics  or  are  members  of  either  the  New  York  or  Ameri- 
can Rheumatism  Association  and  are  known  by  the  local 
arthritis  foundation  to  be  especially  capable  in  the  care 
of  the  rheumatic  patient.  The  committee  found  this  ac- 
tion on  part  of  the  arthritis  foundation  to  be  completely 
against  the  Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York  since  it  is  so- 
licitation of  patients  for  the  benefit  of  members  of  an  or- 
ganization. The  committee  advised  the  foundation  to 
submit  their  lists  to  the  local  county  medical  societies 
involved  and  to  inform  patients  to  call  upon  the  so- 
cieties for  the  names  of  physicians  interested  in  arthri- 
tis. 

Two  county  societies  complained  against  a physician 
and  a news  article  published  in  a local  newspaper  and  a 
local  magazine.  The  committee  suggested  that  the 
grievance  committee  of  the  county  medical  society  re- 
view this  problem  and  sent  along  the  following  sugges- 
tions for  the  future:  1)  newspapers  and/or  physicians 

should  refer  all  questionable  articles  to  the  local  county 
medical  society  who  should  rule  on  whether  or  not  the 
article  should  be  published;  and  2)  all  newspapers 
should  be  referred  to  “A  Guide  for  Cooperation  for  Doc- 
tors, Hospitals  and  Reporters,”  which  is  published  by 
the  Medical  Society  of  the  State  of  New  York. 

An  inquiry  was  received  from  another  county  medical 
society  concerning  the  contents  of  a pamphlet  to  be 
published  regarding  medical  centers  being  established 
in  certain  areas  where  lack  of  medical  attention  is  a seri- 
ous problem.  The  pamphlet  was  reviewed  and  certain 
changes  were  advised,  and  it  was  also  suggested  that  the 
pamphlet  be  made  available  to  the  people  who  visit  the 
clinics. 

We  have  received  many  requests  for  copies  of  the 
State  Society’s  policy  on  “Euthanasia”  and  “The  Right 
to  Die  with  Dignity.”  Your  chairman  has  appeared  on 
several  wellknown  television  programs  and  on  many 
radio  programs  on  the  subject  of  “Euthanasia”  and 
“The  Right  to  Die  with  Dignity.” 

One  problem  that  was  concluded  to  the  satisfaction  of 
the  committee  was  the  one  concerning  the  use  of  a phy- 
sician’s name  and/or  picture  in  the  advertisement  of  a 
commercial  product.  Your  chairman  brought  forth 
many  reasons  opposing  the  use  of  a physician’s  name 
and/or  picture  when  he  appeared  before  the  AMA  Judi- 


cial Council  at  its  April  meeting  in  Washington,  D.C. 
The  Judicial  Council  set  forth  the  following  decision: 
“The  Council  reaffirms  its  stand  of  its  existing  opinion 
upon  the  use  of  a physician’s  name  and  professional  sta- 
tus in  the  promotion  of  commercial  enterprises,  and  it 
further  condemns  as  unethical  the  action  of  a physician 
who  is  found  to  place  personal,  selfish,  financial,  or  veni- 
al interests  ahead  of  the  high  ideals  of  the  medical  pro- 
fession. The  Council  wishes  to  call  this  reaffirmation  of 
its  opinion  to  the  attention  of  all  physicians  and  to  all 
ethical  medical  publications.”  As  a result  of  this,  the 
advertisements  now  appear  with  all  names  and  pictures 
of  “well-known”  physicians  removed. 

Another  problem  which  has  caused  this  committee 
and  especially  your  chairman  a few  moments  of  anxiety 
was  the  following: 

Last  year,  the  Medical  Society  of  the  State  of  New 
York  passed  the  following  policy:  “The  attending  phy- 
sician may  insist  upon  payment  of  his  fee  before  com- 
pleting insurance  claim  forms  enabling  the  patient  to  re- 
ceive his  benefits  unless  an  assignment  is  executed  by 
the  patient  in  favor  of  the  physician. 

“This  opinion  is  a guideline  which  may  be  used  by  the 
county  medical  society  in  establishing  their  own  policy 
in  this  matter  in  conformity  with  local  custom.” 

Objections  were  raised  by  one  of  the  county  medical 
societies  and  this  question  was,  therefore,  submitted  to 
the  Judicial  Council  of  the  AMA  at  its  meeting  in  April 
1973,  at  which  time  your  chairman  appeared  before 
them.  The  Council  reaffirmed  Opinion  6,  Section  7 of 
Opinions  and  Reports  of  the  Judicial  Council  and  added 
the  following:  “...  that  if  the  physician’s  bill  is  not 

paid,  it  should  be  collected  in  the  regular  legal  manner 
and  not  by  withholding  signature  on  insurance  company 
forms.” 

The  committee  wishes  to  thank  J.  Richard  Burns, 
J.D.,  General  Counsel,  Francis  J.  McKee,  J.D.,  Staff  At- 
torney, and  Mrs.  Joan  Grimm,  secretary  to  Mr.  Burns, 
for  their  wonderful  cooperation. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Ethics  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  order  to  bring  our  annual  report  up  to  date,  your 
committee  submits  the  following  supplementary  report. 

Two  items  concerning  the  solicitation  by  certain  orga- 
nization of  physicians  to  buy  their  products  by  offering 
them  gifts  was  discussed  by  the  Committee  on  Ethics. 
These  two  organizations  were  told  that  the  use  of  entice- 
ments such  as  gifts  was  definitely  an  unethical  practice 
as  stated  in  the  American  Medical  Association’s  Judicial 
Opinions  and  Reports,  Paragraph  50,  Section  7,  as  fol- 
lows: 

A physician  may  not  accept  a gift  such  as  a radio,  a 
compact  refrigerator,  or  the  like  from  a manufacturer 
or  a distributor  of  drugs,  remedies,  appliances  or  ser- 
vices for  prescribing  these  products  for  his  patients. 
This  amounts  to  rebating.  It  is  ethically  improper 
because  it  could  influence  the  physician  to  prescribe 
the  donor’s  product.  If  a product  or  service  is  pre- 
scribed for  its  effectiveness,  it  would  be  preferable 
that  it  be  discounted  so  that  the  patient,  rather  than 
the  physician,  benefits. 
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The  ever-present  problem  of  paid  advertising  in  local 
papers  by  physicians  was  brought  to  our  attention  by 
the  Podiatry  Society  of  the  State  of  New  York.  Our  an- 
swer to  this  society  was  that  announcements  of  a physi- 
cian’s opening  of  an  office  in  a local  newspaper  was 
under  the  jurisdiction  of  the  local  county  medical  soci- 
ety. However,  all  paid  advertisements  are  forbidden  by 
the  Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York. 

Another  old  problem  of  charging  interest  for  overdue 
accounts  was  answered  by  our  quoting  the  AMA  Judi- 
cial Opinions  and  Reports,  Paragraph  12  of  Section  7: 

It  is  not  in  the  best  interest  of  the  public  or  the  pro- 
fession to  charge  interest  on  an  unpaid  bill  or  note  or 
to  charge  a penalty  on  fees  for  professional  services 
not  paid  within  a prescribed  period  of  time  nor  is  it 
proper  to  charge  a patient  a flat  collection  fee  if  it  be- 
comes necessary  to  refer  the  account  to  an  agency  for 
collection. 

On  December  9,  1973,  your  chairman  viewed  a televi- 
sion show  on  NBC  entitled  “Medicine-YVhere  Does  It 
Hurt?”  This  show  resulted  in  my  writing  to  our  Execu- 
tive Committee  asking  them  to  have  certain  statements 
made  by  a member  of  our  Society  substantiated,  and  if 
not  substantiated,  have  the  physician  charged  writh  un- 
ethical conduct.  On  January  24,  1974,  the  Council 
voted  in  favor  of  sending  a letter  to  the  New  York  Coun- 
ty Medical  Society  requesting  that  they  ask  the  physi- 
cian to  substantiate  his  statement  or  else  apologize  pub- 
licly to  the  medical  profession.  Your  chairman  also 
wrote  to  NBC  asking  them  what  source  of  information 
was  used  by  their  mediator,  Frank  Fields,  when  he  quot- 
ed incorrectly  certain  rules  on  medical  ethics. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser.  M.D.,  chairman. 

Under  the  dedicated  and  incisive  leadership  of  Joseph 
G.  Zimring,  M.D.,  several  problems  were  considered.  Of 
particular  interest  to  public  and  physicians  alike  is  the 
problem  of  the  “right  to  die  with  dignity.” 

In  reference  to  a policy  adopted  by  the  Medical  Soci- 
ety of  the  State  of  New  York  last  year,  your  reference 
committee  takes  note  that  the  Judicial  Council  of  the 
American  Medical  Association  reaffirmed  its  position 
“that  if  the  physician’s  bill  is  not  paid,  it  should  be  col- 
lected in  the  regular  legal  manner  and  not  by  withhold- 
ing signature  on  insurance  company  forms.”  Further, 
your  reference  committee  suggests  that  physicians  being 
contacted  for  interview  by  the  news  media  seek  guid- 
ance from  their  local  medical  society. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report. 

Resolution  74-11,  Income  Tax  Credits  for  Voluntary 
Blood  Donations 

Introduced  by  Eighth  District  Branch  and  Walter  Scott 
W’alls,  M.D.,  as  an  individual 

WHEREAS,  The  continuing  need  for  increasing 
amounts  of  blood  remains  unabated,  and 

WHEREAS,  It  is  vitally  important  to  increase  the 
number  of  voluntary  donors,  who  are  to  be  urged  to 


donate  regularly  at  the  blood  banking  facility  of  their 
choice,  and 

WHEREAS,  Physicians  can  alleviate  the  problems  at- 
tendant to  ample  supply  of  blood  by  encouraging  pa- 
tients and  their  relatives  to  donate  their  blood  volun- 
tarily to  replenish  what  they  have  used,  in  advance  of 
surgery,  if  feasible;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  increase  the  number  of  volun- 
tary donors,  sponsor  legislation  at  the  State  level  to 
provide  income  tax  credits  to  taxpayers  who  donate 
blood  through  blood-banking  facilities;  and  be  it  fur- 
ther 

Resolved,  That  MSSNY,  through  its  delegates,  in- 
troduce a similar  resolution  to  the  House  of  Delegates 
of  the  American  Medical  Association. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

The  resolved  portion  of  this  resolution  was  amended 
by  the  reference  committee  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  increase  the  number  of  voluntary 
donors,  support  legislation  at  the  State  level  to  provide 
income  tax  credits  to  taxpayers  who  donate  blood 
through  blood-banking  facilities;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  delegates,  introduce  a similar  res- 
olution in  the  House  of  Delegates  of  the  American  Medi- 
cal Association. 

The  House,  after  discussion,  voted  not  to  adopt  reso- 
lution 74-11. 

Resolution  74-60,  An  Act  to  Amend  the  Law  in  Rela- 
tion to  the  Practice  of  Physical  Therapy 

Introduced  by  Asa  Ruskin,  M.D.,  Delegate,  Section  on 
Physical  Medicine  and  Rehabilitation 

WHEREAS,  An  Act  has  been  submitted  to  the  Senate 
and  Assembly  of  the  State  of  New  York,  Assembly 
Bill  #8450  “To  amend  the  education  law,  in  relation 
to  the  definition  of  the  practice  of  physical  therapy”; 
and 

WHEREAS,  The  training  of  the  profession  of  physical 
therapy  does  not  prepare  the  practitioner  to  evaluate, 
assess,  or  interpret  any  disease,  pain,  injury,  deformi- 
ty, or  physical  condition  independently  of  a physician, 
nor  does  it  prepare  the  physiotherapist  to  treat  such 
conditions  except  under  the  supervision  of  or  the  ex- 
press prescription  of  a physician  and  limited  to  the 
modalities  and  therapeutic  procedures  already  estab- 
lished; and 

WHEREAS,  Testing  by  means  of  electrical  and  elec- 
tronic devices  is  a diagnostic  procedure  requiring  ex- 
tensive medical  knowledge  and  background  to  inter- 
pret and  apply  in  the  light  of  the  individual  patient’s 
condition;  and 

WHEREAS,  The  provisions  of  this  amendment  to  the 
Education  law  would  produce  a clear  danger  to  the 
health  and  safety  of  the  potential  patient;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  oppose  passage  of  Assembly  Bill 
#8450,  To  amend  the  education  law,  in  relation  to 
the  definition  of  the  practice  of  physical  therapy  and 
to  exert  every  effort  to  insure  against  its  passage. 
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REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL  AF- 
FAIRS AND  LEGAL  MATTERS:  The  following  report  was 

presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Your  reference  committee,  for  purposes  of  clarifica- 
tion, recommends  deletion  of  the  second  and  third 
whereases  and  recommends  substitution  of  the  fol- 
lowing: 

WHEREAS,  The  act  in  part  defines  physical  therapy  as 
follows:  “A  person  practices  physical  therapy  within 

the  meaning  of  this  article  who  holds  himself  out  as 
being  able  to  evaluate,  assess,  interpret,  and/or  treat  any 
human  disease,  pain,  injury,  deformity  or  physical  con- 
dition”; and 

WHEREAS,  Physical  therapists  are  not  by  education  or 
training  qualified  to  so  practice;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  oppose  passage  of  and  exert  every 
effort  to  insure  against  its  passage. 

Your  reference  committee  has  been  informed  that  leg- 
islation has  been  filed  in  opposition  to  bill  A.8450.  We 
urge  approval  of  this  resolution. 

The  House  voted  to  adopt  resolution  74-60  as 
amended. 

Resolution  74-38,  Confidentiality  of  Medical  Records 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS,  Technological  advances  in  information 
storage  and  retrieved  systems  facilitates  both  deliber- 
ate and  unwitting  violations  of  individual  privacy;  and 

WHEREAS,  With  recent  medical  legislation  including 
PSRO’s,  government  and  third  party  agencies  may  in- 
trude into  a person’s  medical  background  thereby 
depriving  the  patient  of  the  right  to  confidential  care; 
and 

WHEREAS,  The  right  of  the  patient  to  the  confiden- 
tiality of  his  medical  records  is  irrevocable;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  third  parties  seeking  any  excep- 
tions (to  the  confidentiality  of  medical  records)  be 
mandated  and  charged  with  the  responsibility  of  fully 
informing  patients  of  possible  consequences  of  such 
exceptions,  and  use  by  third  parties  of  privileged  in- 
formation be  limited  to  the  purpose  for  which  it  was 
solicited;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  immediately  work  through  appropriate  leg- 
islative channels  and  appropriate  professional  organi- 
zations for  a law  which  will  provide  “due  process 
guarantees  of  confidentiality”  to  include  security,  ac- 
curacy, provision  for  change,  knowledge  of  purpose, 
and  informed  permission  for  use,  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  sent  to 
New  York  State  representatives  in  Congress  and  to 
the  Secretary  of  Health,  Education,  and  Welfare. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Since  a joint  resolution  has  been  introduced  in  the 
Legislature  embodying  this  concept  and  sponsored  by 
the  Medical  Society  of  the  State  of  New  York  and  by  the 


New  York  State  Association  of  the  Professions,  your  ref- 
erence committee  recommends  adoption  of  this  resolu- 
tion. 

The  House  voted  to  adopt  resolution  74-38. 


Resolution  74-64,  Confidentiality  of  Medical  Records 

Introduced  by  Medical  Society  of  the  County  of  Niagara 
WHEREAS,  The  patient’s  hospital  record  is  a matter 
of  confidence  between  physician  and  patient;  and 
WHEREAS,  Unauthorized  personnel  are  being  al- 
lowed to  scrutinize  these  records  without  prior  con- 
sent of  the  patient  for  research  purposes;  and 

WHEREAS,  Patients  are  being  contacted  by  these  re- 
search personnel  without  prior  authorization  of  the 
attending  physician;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  appropriate  legislation  to  prohibit 
unauthorized  review  of  hospital  records  without  writ- 
ten consent  of  the  patient  and  to  prohibit  contact  of 
these  patients  without  prior  written  authorization  of 
the  patient’s  attending  physician. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

For  purposes  of  clarification  and  with  the  consent  of 
the  authors  of  the  original  resolution,  we  have  rewritten 
Resolution  74-64  so  that  it  now  reads: 

WHEREAS,  The  present  law  prohibits  disclosure  of  con- 
fidential hospital  records;  and 

WHEREAS,  Patients  are  being  contacted  without  prior 
authorization  of  the  attending  physician;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  notify  appropriate  state  authorities,  including 
the  Commissioner  of  Health  and  Superintendent  of  In- 
surance, of  unauthorized  disclosure  of  hospital  records.” 
It  was  brought  to  our  attention  that  there  was  at  least 
one  individual  instance  where  Government  employees 
looked  at  hospital  records,  which  they  have  a right  to  do, 
contacted  the  patient,  and  in  some  cases  told  the  patient 
the  diagnosis  of  which  he  was  not  aware,  thus  breaching 
State  law.  Your  reference  committee  recommends  ap- 
proval of  Resolution  74-64  as  amended. 

The  House  voted  to  adopt  resolution  74-64  as 
amended. 


Resolution  74-35,  State  Legislation  Mandating  a Noise 
Code 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  The  increasing  level  of  environmental 
noise  exposure  has  been  shown  to  cause  severe  hear- 
ing loss;  and 

WHEREAS,  Toxic  levels  of  noise  exposure  are  experi- 
enced not  only  in  proximity  to  traditional  sites  of  high 
noise  level  such  as  construction  sites,  but  also  in 
homes,  automobiles,  factories,  and  places  of  enter- 
tainment; and 

WHEREAS,  People  are  generally  unaware  of  the  seri- 
ousness of  noise  exposure;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  conduct  an  emergency  educational  cam- 
paign to  alert  every  local  county  medical  society  in 
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New  York  State  to  the  detrimental  effects  of  noise  ex- 
posure; and  be  it  further 

Resolved,  That  MSSNY  request  that  legislation  be 
introduced  at  the  State  level  mandating  a noise  code 
in  all  major  municipalities  with  funding  to  insure 
proper  enforcement  of  the  code;  and  be  it  further 

Resolved,  That  MSSNY  urge  the  New  York  State 
Education  Department  to  distribute  educational  ma- 
terial for  use  in  the  school  districts  of  our  State  to 
alert  each  student  of  the  toxic  effects  of  noise  expo- 
sure. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Your  reference  committee  recommends  amending 
Resolution  74-35  by  omitting  the  first  resolve  and  by 
changing  the  second  resolve  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  legislation  at  the  State  level  mandat- 
ing a noise  code  in  all  major  municipalities  with  funding 
to  insure  proper  enforcement  of  the  code;  and  be  it  fur- 
ther . . . 

The  third  resolved  remains  the  same. 

Your  reference  committee  learned  from  testimony 
that  the  Medical  Society  of  the  State  of  New  York  is  al- 
ready sponsoring  a large  package  of  legislative  proposals 
(not  related  to  this)  with  limited  resources  at  our  dispos- 
al. We  also  learned  that  Assembly  Bill  61,  proposing  a 
Study  Commission,  meets  the  purposes  of  this  resolu- 
tion. We,  therefore,  urge  approval  of  Resolution  74-35 
as  amended. 

The  House  voted  to  adopt  resolution  74-35  as 
amended. 

Resolution  74-50,  Support  of  the  Constitutional 
Amendments  for  Protection  of  Life 

Introduced  by  Vincent  J.  Tesoriero,  M.D.,  as  an  individ- 
ual 

WHEREAS.  THE  CODES,  DECLARATIONS  AND 
OATHS  governing  medical  practice  determine  the 
ethics  of  the  medical  profession;  and 

WHEREAS,  All  of  these  documents  forbid  the  de- 
struction of  human  life;  and 

WHEREAS,  The  medical  profession  is  dedicated  by 
tradition  and  by  ethics  to  the  preservation  of  life; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  declare  its  approval  and  support  of  the  pro- 
posed amendments  to  the  Constitution  of  the  United 
States  for  the  protection  of  life  in  all  its  stages;  and  be 
it  further 

Resolved,  That  this  resolution  be  presented  to  the 
appropriate  Congressional  Committee  at  its  public 
hearing  on  March  6 and  7,  1974,  and  that  the  Con- 
gress be  so  informed. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Your  reference  committee  recommends  that  resolu- 
tion 74-50  be  filed  for  information. 

The  House  voted  to  file  resolution  74-50  for  informa- 
tion. 


Resolution  74-36,  Repeal  of  New  York  State  Income 
Tax  on  Pension  and  Profit  Sharing  Funds  of  Professional 
Corporations 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  Many  physicians  are  now  incorporated  in 
professional  corporations  in  New  York  State  and  are 
contributing  various  amounts  of  money  into  pension 
and  profit  sharing  plans  for  the  purpose  of  legally  re- 
ducing their  present  tax  liability;  and 

WHEREAS,  The  State  of  New  York  taxes  these  con- 
tributions and,  in  addition,  will  tax  the  monies  avail- 
able to  the  physician  when  they  are  returned  to  him  in 
the  form  of  a pension,  thereby  constituting  a double 
tax  on  income;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  on  behalf  of  those  physicians  who  are  af- 
fected by  the  unjust  New  York  State  Tax  Law  Section 
612  (b)  (7)  use  its  financial  and  legal  resources  to  have 
this  onerous  legislation  repealed  as  soon  as  possible. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Your  reference  committee  notes  that  Senate  Bill  7490 
(Pisani),  sponsored  by  the  New  York  Association  of  the 
Professions  meets  the  purposes  of  this  resolution. 

Your  reference  committee  recommends  approval  of 
Resolution  74-36. 

The  House  voted  to  adopt  resolution  74-36. 

Resolution  74-20,  Medical  Malpractice  Compulsory 
Binding  Arbitration 

Introduced  by  Nassau  and  Suffolk  County  Medical  So- 
cieties 

WHEREAS,  The  increasing  cost  of  professional  liabil- 
ity insurance  adds  annually  to  the  cost  of  medical 
care,  and 

WHEREAS,  The  long  delay  between  starting  a suit 
for  medical  malpractice  and  final  adjudication  or  set- 
tlement of  the  case  causes  undue  hardship  on  all 
parties  concerned;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  State  Legislation  Committee, 
seek  legislation  to  effect  compulsory  binding  arbitra- 
tion in  all  cases  of  medical  malpractice. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Since  a bill  to  this  effect  has  been  introduced  in  the 
State  Legislature,  sponsored  by  MSSNY,  we  recom- 
mend approval  of  Resolution  74-20. 

The  House  voted  to  adopt  resolution  74-20 

Resolution  74-15,  Triplicate  Prescriptions 

Introduced  by  Broome  County  Medical  Society 

WHEREAS,  The  physicians  of  the  State  of  New  York 
are  equally  concerned  with  the  illicit  use  of  drugs  and 
the  quality  of  patient  care  in  the  State  of  New  York; 
and 

WHEREAS,  The  drug  problem  is  primarily  a “street” 
oriented  problem  and  not  one  involving  the  organized 
practice  of  medicine;  and 

WHEREAS,  The  triplicate  prescription  is  both  time 
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consuming  to  the  physicians  and  costly  to  the  patient; 
and 

WHEREAS,  The  patient  profiles  developed  by  the 
triplicate  prescriptions  may  be  an  invasion  of  the  pa- 
tient’s right  to  privacy;  for  instance,  hyperkinetic  chil- 
dren, epileptics,  and  persons  with  terminal  carcinoma; 
and 

WHEREAS,  There  is  to  date  no  evidence  forthcoming 
that  the  triplicate  prescription  has  reduced  the  unau- 
thorized illicit  distribution  of  drugs;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  promote  and  enthusiastically  support  a re- 
peal of  that  portion  of  the  Drug  Control  Law  that  re- 
quires triplicate  prescriptions. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Since  MSSNY  is  sponsoring  S.3145  (Pisani)  and  com- 
panion bill  A.5148  (Boland),  which  fulfill  the  purposes 
of  the  resolution,  we  recommend  approval  of  Resolution 
74-15. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 74-15. 

Resolution  74-37,  New  York  State  Triplicate  Prescrip- 
tion Law — Amendment  to  Protect  the  Privacy  of  Patients 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS,  The  New  York  State  Triplicate  Prescrip- 
tion Law,  mandating  triplicate  prescriptions  for  cer- 
tain controlled  substances,  changes  nothing  in  the 
drug  abuse  patterns,  in  that  a major  portion  of  such 
drug-abusing  individuals  obtain  their  drugs  through 
the  illicit  channels;  and 

WHEREAS,  Drug  abusers  obtaining  drugs  through 
legal  channels  simply  circumvent  this  law  through  use 
of  a false  name;  and 

WHEREAS,  In  the  case  of  the  law-abiding  citizen/ 
patient,  a computer  bank  has  no  restriction  as  to 
which  person,  governmental  agency,  or  company  may 
have  access  to  drug  use  information  from  the  comput- 
er files;  and 

WHEREAS,  There  is  no  definition  of  purpose,  as  to 
how  this  information  might  be  used,  has  been  spelled 
out;  and 

WHEREAS,  The  Nassau  County  Medical  Society 
has  contacted  its  physicians  regarding  this  invasion  of 
privacy  issue,  and  provided  brief  information  for  use 
in  the  waiting  room  as  to  how  this  law  may  affect  the 
patient’s  right  of  privacy,  together  with  a list  of  legis- 
lative representatives  should  the  patient  wish  to  con- 
tact such  legislators;  and 

WHEREAS,  The  Nassau  County  Medical  Society  has 
contacted  its  legislative  representatives  informing 
them  of  its  position  and  asking  their  support  for 
amendment  of  this  law;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  physicians  and  their  patients 
to  exert  every  effort  to  amend  the  Triplicate  Prescrip- 
tion Law  to  protect  the  privacy  of  physicians’  pa- 
tients; and  be  it  further 

Resolved,  That  MSSNY  contact  the  State  legisla- 
ture to  inform  them  of  its  position  in  this  regard  and 
to  request  their  help  and  cooperation;  and  be  it  fur- 
ther 


Resolved,  That  MSSNY  contact  physicians  and 
their  patients  in  a manner  similar  to  that  used  by  the 
Nassau  County  Medical  Society. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
Resolution  74-37. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 74-37. 

Resolution  74-13,  Chiropractic 

Introduced  by  Broome  County  Medical  Society 

WHEREAS,  According  to  the  International  Chiro- 
practic Association,  the  definition  of  “Chiropractic”  is 
as  follows: 

A philosophy  of  chiropractic  is  based  upon  the 
premise  that  disease  or  abnormal  function  is 
caused  by  interference  with  nerve  transmission 
and  expression  due  to  pressure,  strain,  or  tension 
upon  the  spinal  cord  or  spinal  nerves  as  a result 
of  body  segments  of  the  vertebral  column  di- 
verting from  their  normal  juxtaposition;  and 
WHEREAS,  The  first  scientific  test  of  the  chiroprac- 
tic theory  was  done  and  reported  by  Edmund  S.  Cre- 
len,  Ph.D.,  D.Sc.,  and  published  in  American  Scien- 
tist', and 

WHEREAS,  The  scientific  study  demonstrated  the 
chiropractic  theory  as  completely  erroneous;  be  it 
therefore 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  obtain  sponsorship  and  promote  and  assist 
in  the  drafting  of  proposed  legislation  that  would  re- 
voke the  present  licenses  and  prevent  further  licens- 
ing of  chiropractors  to  practice  in  the  State  of  New 
York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  promote  legislation  that  would  prevent  chi- 
ropractors from  participating  in  all  State  and  Federal- 
ly funded  health  programs  in  New  York  State. 

Resolution  74-14,  The  Use  of  X-Rays  by  Chiropractors 

Introduced  by  Broome  County  Medical  Society 

WHEREAS,  A recent  study  published  in  the  Ameri- 
can Scientist  and  conducted  by  Edmund  S.  Crelen 
Ph.D.,  D.Sc.  reveals  the  chiropractic  theory  to  be 
completely  erroneous;  and 

WHEREAS,  Chiropractors  in  this  State  continue  to 
take  full  spine  X-Rays  and  treat  people  on  the  bases 
of  subluxation  that  do  not  exist;  and 

WHEREAS,  This  radiation  received  from  these  X- 
Ray  studies  is  potentially  dangerous  to  the  patients’ 
health;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  obtain  sponsorship  and  introduce  proposed 
legislation  that  would  prevent  chiropractors  in  the 
state  of  New  York  from  using  X-Ray. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

These  resolutions  were  considered  jointly  by  your  ref- 
erence committee.  We  learned  from  testimony  that  a 
detailed  position  paper  and  bill  are  in  preparation  by 
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the  State  Legislation  Committee.  It  was  also  pointed 
out  that  more  adequate  and  complete  education  of  legis- 
lators and  citizens  is  needed,  so  that  introduction  of 
such  legislation  would  not  prove  counter-productive. 
Your  reference  committee  recommends  referral  of  these 
resolutions  to  the  Council. 

The  House  voted  to  refer  resolution  74-14  to  the 
Council. 

Resolution  74-28,  Chiropractors 

Introduced  by  Robert  Katz,  M.D.,  Delegate,  Section  on 
Medical-Legal  and  Workmen’s  Compensation  Matters 

WHEREAS,  Chapter  940,  Laws  of  1973  amended  the 
Workmen’s  Compensation  Law  and  the  Volunteer 
Firemens’  Benefit  Law  in  relation  to  the  care  and 
treatment  of  injured  or  disabled  employees,  civil  de- 
fense volunteers  and  voluntary  firemen  by  duly  li- 
censed chiropractors;  and 

WHEREAS,  The  practice  of  chiropractic  means  a 
method  of  detecting  and  correcting  by  manual  or  me- 
chanical means  essential  to  the  practice  of  chiroprac- 
tic structural  imbalance,  distortion,  or  subluxation  in 
the  human  body  for  the  purpose  of  removing  nerve  in- 
terference and  the  effects  thereof  where  such  interfer- 
ence is  the  result  of  or  related  to  distortion,  misalign- 
ment, or  subluxation  of  or  in  the  vertebral  column 
(New  York  State  Education  Law,  Article  132);  and 

WHEREAS,  Chiropractors  are  specifically  restricted 
from  treating  any  infectious  diseases  such  as  pneumo- 
nia, any  communicable  diseases  listed  in  the  sanitary 
code  of  the  State  of  New  York,  any  of  the  cardiovas- 
cular, renal  or  cardiopulmonary  diseases,  any  surgical 
condition  of  the  abdomen  such  as  acute  appendicitis, 
or  diabetes  or  any  benign  or  malignant  neoplasm 
(New  York  State  Education  Law,  Article  132);  and 

WHEREAS,  Chiropractors  lack  adequate  general  di- 
agnostic training  and  ability  to  diagnose  disease  or 
abnormalities  unrelated  to  a structural  imbalance, 
distortion  or  subluxation  of  or  in  the  vertebral  col- 
umn; and 

WHEREAS,  In  view  of  the  above,  chiropractors  are  ill 
suited  for  care  and  treatment  of  injured  or  disabled 
employees,  civil  defense  volunteers  and  volunteer  fire- 
men; and 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  is  keenly  aware  of  the  need  for  competent  and 
prompt  attention  to  the  health  needs  of  the  injured 
and  disabled  by  qualified  practitioners  of  medicine  or 
osteopathy;  and 

WHEREAS,  There  exists  a grave  potential  hazard  to 
the  well-being  of  the  injured  and  disabled;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  all  feasible  means  to  revoke  Chap- 
ter 940  of  the  Laws  of  1973,  which  amended  the 
Workmen’s  Compensation  Law  and  the  Volunteer 
Firemens’  Benefit  Law  in  relation  to  the  care  and 
treatment  of  injured  or  disabled  employees,  civil  de- 
fense volunteers  and  voluntary  firemen  by  duly  li- 
censed chiropractors,  and  commence  appropriate  ac- 
tion forthwith. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 


Your  reference  committee  recommends  that  we 
change  the  resolved  by  substituting  “lessen  the  effect” 
for  “revoke”  in  the  second  line  of  the  resolve. 

The  reference  committee  learned  in  testimony  that 
plans  are  under  way  for  discussing  our  concerns  with  the 
Workmen’s  Compensation  Board,  on  an  informal  basis. 
We  felt  this  would  be  more  fruitful  than  going  the  legis- 
lative way. 

The  resolved  portion  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  all  feasible  means  to  lessen  the  ef- 
fect of  Chapter  940  of  the  Laws  of  1973,  which  amend- 
ed the  Workmen’s  Compensation  Law  and  the  Volun- 
teer Firemens’  Benefit  Law  in  relation  to  the  care  and 
treatment  of  injured  or  disabled  employees,  civil  de- 
fense volunteers  and  voluntary  firemen  by  duly  li- 
censed chiropractors,  and  commence  appropriate  ac- 
tion forthwith. 

Your  reference  committee  recommends  adoption  of 
Resolution  74-28  as  amended. 

The  House  voted  to  adopt  resolution  74-28. 

Resolution  74-62,  Restraint  of  Advertising  for  Self- 
Medication 

Introduced  by  Medical  Society  of  the  County  of  Niagara 
WHEREAS,  The  advertising  of  mood-bending  and 
pain-killing  drugs,  particularly  on  television  which  in- 
dicate, directly  or  indirectly,  that  said  drugs  alter  the 
patients  mood  or  reduce  pain,  without  adequate 
warning  of  the  dangers  incident  to  the  taking  of  said 
drugs;  and 

WHEREAS,  Certain  proprietary  drugs  have  serious 
side  effects  from  constant  usage,  which  are  just  now 
coming  to  the  attention  of  the  medical  profession;  and 
WHEREAS,  such  advertising  tends  to  make  Ameri- 
cans a pill-oriented  society;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  the  various  representatives  and 
counsels,  petition  the  State  Legislature  and  the  ap- 
propriate authorities  to  effectuate  a ban  on  commer- 
cials advertising  mood-bending  and  pain-killing  drugs 
on  television. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

While  we  sympathize  with  the  intent  of  this  resolu- 
tion, we  find  it  unclear  and  lacking  in  definition  and  ad- 
equate information.  Your  reference  committee  recom- 
mends that  this  resolution  be  filed  for  information. 

The  House  voted  to  file  resolution  74-62  for  informa- 
tion. 

Resolution  74-65,  Deactivation  of  Seat  Belt  Mechanisms 
and  Nonuse  of  Head  Rests 

Introduced  by  William  C.  Stein,  M.D.,  as  an  individual 
WHEREAS,  It  has  been  well  documented  that  the 
proper  use  of  seat  belts  and  head  rests  can  markedly 
diminish  the  severity  of  the  carnage  in  automobile  ac- 
cidents; and 

WHEREAS,  The  installation  of  these  devices  adds 
significantly  to  the  cost  of  automobiles;  and 

WHEREAS,  All  models  after  1973,  by  law,  must  be 
equipped  with  seat  belts  interlocked  to  the  starting 
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mechanism  and  which  prevent  starting  the  car  with- 
out proper  hookup  of  the  seat  belts;  and 

WHEREAS,  Already  there  are  agencies  and  mechan- 
ics who  will  disconnect  these  mechanisms  and  make 
them  inoperative;  and 

WHEREAS,  Many  drivers  are  having  these  mecha- 
nisms deactivated;  and 

WHEREAS,  It  would  be  relatively  easy  to  detect  those 
drivers  and  front  seat  passengers,  driving  1974  or  later 
models,  without  proper  hookup  of  these  devices; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  condemn  this  practice  of  deactivating  seat 
belt  mechanisms;  and  be  it  further 

Resolved,  That  the  MSSNY  request  the  appropri- 
ate committee  of  the  State  Legislature  to  enact  legis- 
lation outlawing  the  practice  of  deactivating  these 
mechanisms;  and  be  it  further 
Resolved,  That  the  MSSNY  request  the  appropri- 
ate committee  of  the  State  Legislature  to  enact  legis- 
lation to  make  it  a traffic  violation  calling  for  appro- 
priate punishment  for  anyone  driving  a 1974  or  later 
model  automobile  without  having  the  seat  belt  prop- 
erly attached  and  hooked  up  and  without  having  the 
head  rest  in  the  fully  raised  position. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  the  third 
resolved  be  changed  to  read  as  follows: 

Resolved,  That  the  MSSNY  support  in  principle 
legislation  to  make  it  a traffic  violation  with  appropri- 
ate punishment  for  anyone  driving  a 1974  or  later 
model  automobile  without  having  the  seat  belt  prop- 
erly attached  and  hooked  up  and  without  having  the 
head  rest  in  the  fully  raised  position. 

Our  legislative  counsel  informs  us  that  there  are  eigh- 
teen proposals  before  the  Legislature  with  reference  to 
seat  belts.  The  Medical  Society  of  the  State  of  New 
York  traditionally  supports  those  which  would  tend  to 
improve  public  health. 

Your  reference  committee  recommends  approval  of 
Resolution  74-65  as  amended. 

The  House  voted  to  adopt  resolution  74-65  as 
amended. 

Resolution  74-68,  Permission  of  Insured  to  Assign 
Benefits  to  Physicians 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  Some  third  party  payors  have  taken  away 
from  their  policy  holders  the  right  to  assign  benefits 
legally  due  them;  and 

WHEREAS,  A significant  number  of  claims  have  been 
paid  directly  to  patients  who  then  pocket  the  money 
and  do  not  pay  the  physician;  and 

WHEREAS,  The  Judicial  Council  of  the  American 
Medical  Association  has  ruled  that  physicians  must 
sign  claim  forms  even  if  their  bills  have  not  been  paid 
and  are  to  resort  to  legal  means  to  collect  their  unpaid 
bills  if  the  patient  does  not  turn  the  funds  so  obtained 
to  the  physician;  and 

WHEREAS,  Such  suits  may  result  in  an  adversary 
proceeding  rapidly  increasing  the  costs  of  professional 
liability  insurance;  and 


WHEREAS,  This  places  the  physician  in  the  position 
of  not  being  able  to  receive  his  fee  without  a lawsuit; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  prepare  a bill  to  be  submitted  to  the  Legis- 
lature mandating  that  third  party  payors  permit  their 
insured  to  assign  benefits  to  their  physicians. 

Resolution  74-81,  Mandatory  Assignment  of  Benefits 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  indi- 
vidual and  the  Medical  Society  of  the  County  of  Kings 
WHEREAS,  Certain  third  party  payors  have  taken 
away  from  their  policy  holders  the  right  to  assign  ben- 
efits legally  due  them;  and 

WHEREAS,  This  action  has  resulted  in  two  types  of 
physicians,  namely,  those  who  participate  in  the  plans 
and  those  who  do  not;  and 

WHEREAS,  A significant  number  of  claims  have  been 
paid  directly  to  patients  who  then  pocket  the  money 
and  do  not  pay  the  doctor;  and 

WHEREAS,  The  Judicial  Council  of  the  American 
Medical  Association  has  ruled  that  physicians  must 
sign  claim  forms  even  if  their  bills  have  not  been  paid 
and  to  resort  to  legal  means  to  collect  their  unpaid 
bills  if  the  patient  does  not  turn  the  funds  over  to  the 
physician;  and 

WHEREAS,  This  usually  results  in  an  adversary  pro- 
ceeding rapidly  increasing  the  costs  of  professional  li- 
ability insurance;  and 

WHEREAS,  This  places  the  physician  in  the  position 
of  not  being  able  to  receive  his  fee  without  a lawsuit 
with  the  insertion  of  a capricious  counter  claim  by  the 
patient  as  a defense;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  urge  legal  authorities  and  the 
Commissioner  of  Insurance  in  this  State  to  mandate 
that  such  third  party  payors  permit  their  insureds  to 
assign  benefits  to  their  physicians;  and  be  it  further 
Resolved,  That  MSSNY  sponsor  legislation  to  this 
effect;  and  be  it  further 

Resolved,  That  the  MSSNY  withdraw  its  support 
and  connections  from  any  third  party  payors  who  fail 
to  rescind  actions  previously  taken  prohibiting  assign- 
ment of  benefits  to  treating  physicians. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Your  reference  committee  considered  only  Resolution 
74-81.  This  was  amended  by  omitting  the  phrase  “legal 
authorities  and”  from  the  first  resolved  by  taking  out 
the  second  and  third  resolveds,  and  by  adding  a substi- 
tute resolved,  so  that  the  resolution  would  read  as  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  urge  and  encourage  the  Superin- 
tendent of  Insurance  in  this  State  to  mandate  that 
such  third  party  payers  permit  their  insureds  to  as- 
sign benefits  to  their  physicians,  and  be  it  further 
Resolved,  That  MSSNY  urge  and  encourage  third 
party  payers  to  continue  or  resume  assignment  of 
benefits  to  treating  physicians. 

Your  reference  committee  feels,  after  hearing  relevant 
testimony,  that  personal  meetings  with  the  Superinten- 
dent will  prove  more  fruitful  than  the  laborious  legisla- 
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tive  process.  Your  reference  committee  urges  adoption 
of  Resolution  74-81  as  amended. 

The  House  after  discussion  voted  to  adopt  resolution 
74-81  as  amended. 

Resolution  74-69,  Tax  Abatement  for  Newly  Gradu- 
ated Doctors 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  There  exists  an  unfavorable  income  tax 
climate  tending  to  discourage  establishment  by  recent 
graduates  of  independent  medical  practices  in  New 
York  State  and  certain  subdivisions  of  the  State; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  stimulate  the  opening  of  inde- 
pendent medical  practices  therein,  favor  the  passage 
of  legislation  for  tax  abatement  from  State  and/or 
local  income  taxes  for  a period  of  years  in  the  forma- 
tive stages  of  medical  practice. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman 

For  clarification,  your  reference  committee  made  the 
following  changes:  the  title  of  the  resolution  has  been 
changed  to  “Tax  Abatement  for  Newly  Graduated  Doc- 
tors in  Medically  Deprived  Areas.”  The  whereas  has 
been  deleted  and  a new  whereas  substituted  and  there 
was  an  addition  made  in  the  resolved  so  that  the  resolu- 
tion now  reads  as  follows: 

WHEREAS,  There  exist  in  New  York  State  medically 
deprived  areas  and  the  public  would  benefit  from  en- 
couraging recent  graduates  to  establish  independent 
medical  practice  in  these  areas;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  stimulate  the  opening  of  inde- 
pendent medical  practices  in  medically  deprived 
areas,  favor  the  passage  of  legislation  for  tax  abate- 
ment from  State  and/or  local  income  tax  for  a period 
of  years  in  the  formative  stages  of  medical  practice. 

We  understand  there  is  now  a bill  in  the  Legislature 
meeting  this  purpose. 

Your  reference  committee  recommends  approval  of 
Resolution  74-69  as  amended. 

The  House,  after  discussion,  voted  not  to  adopt  resolu- 
tion 74-69. 

Resolution  74-70,  Legislation  to  Relieve  Harassment 
of  Patients  Caused  by  New  York  City  Department  of 
Health  Regulations 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  The  harassment  of  patients  caused  by 
the  regulations  recently  promulgated  by  the  Depart- 
ment of  Health,  City  of  New  York,  which  exceed  the 
already  onerous  restrictions  imposed  by  the  State  rep- 
resent a burden  upon  the  patients  of  the  City  of  New 
York  and  are  detrimental  to  their  medical  and  psy- 
chological welfare;  and 

WHEREAS,  These  new  restrictions  additionally  in- 
crease the  burdens  imposed  on  the  Pharmacists  of 
this  State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  join  with  the  appropriate  pharmaceutical 
committee  to  present  in  its  true  light  the  harassment 


of  patients  caused  by  the  regulations  recently  promul- 
gated by  the  Department  of  Health,  City  of  New 
York,  to  the  legislature  of  the  State  of  New  York,  in 
an  attempt  to  redress  these  egregious  errors. 

Resolution  74-76,  Local  Approval  Mandated  for  Pro- 
jected Nursing  Homes  and  Health  Related  Facilities 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  Current  legislation  does  not  require  ap- 
proval by  community  planning  council  (or  equivalent) 
for  projected  nursing  homes,  proprietary  homes,  and 
health  related  facilities;  and 

WHEREAS,  Such  approvals  are  processed  through 
the  Department  of  Social  Welfare  and  Department  of 
Health  without  consultation  with  representatives  of 
the  involved  community;  and 

WHEREAS.  There  is  evidence  of  heavy  financial  pres- 
sures, some  from  outside  the  State  of  New  York,  to 
gain  approval  of  these  taxpayer  assisted  operations; 
and 

WHEREAS,  There  has  resulted  the  placing  of  over 
6,000  nursing  home  beds — 22  per  cent  of  all  New  York 
City’s  27,000  such  beds  in  a limited  area,  which  con- 
tains only  1 per  cent  of  the  City’s  population;  and 
WHEREAS,  The  overtaxing  of  an  area’s  health  re- 
sources, and,  separation  of  recipients  from  their  own 
communities  should  not  be  objectives  of  these  pro- 
posed programs;  now  therefore  be  it 

Resolved,  That,  in  order  to  properly  distribute 
beds,  according  to  areas  of  need,  the  Medical  Society 
of  the  State  of  New  York  initiate  and/or  sponsor  legis- 
lation to  require  approval  by  local  community  boards 
or  the  equivalent,  prior  to  final  approval  by  the  re- 
sponsible agencies  who  are  considering  applications 
for  nursing  homes,  proprietary  homes,  and  health  re- 
lated facilities. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

The  sponsor  has  requested  that  these  two  resolutions 
be  withdrawn  since  this  matter  has  been  taken  care  of 
by  the  Board  of  Health  of  the  City  of  New  York  and  the 
Board  of  Estimate. 

The  House  voted  permission  for  resolutions  74-70 
and  74-76  to  be  withdrawn. 

Resolution  74-71,  Enactment  of  Lien  Law  for  Physi- 
cians’ Services 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  Physicians  frequently  treat  patients 
under  circumstances  where  pretreatment  discussion 
of  fees  is  either  impossible,  not  feasible,  or  undesir- 
able; and 

WHEREAS,  Many  times  funds  are  available  to  pay 
for  the  physician’s  services,  yet  the  physician  has  no 
prior  claim  upon  these  funds;  and 

WHEREAS,  The  physician  is  forced  to  collection 
methods  including  law  suits  against  his  own  patients 
with  undesirable  and  bad  public  and  professional 
relations;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  ask  the  Legislature  of  the  State  of 
New  York  to  enact  legislation  providing  lien  law  for 
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physicians’  services  similar  to  that  provided  for  attor- 
neys’ and  mechanics’  services. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Resolutions  of  this  nature  have  been  approved  in  the 
past. 

Your  reference  committee  again  recommends  approv- 
al of  Resolution  74-71. 

The  House,  after  discussion,  voted  not  to  adopt  reso- 
lution 74-71. 

Resolution  74-72,  Repeal  of  Education  Law,  Section 
6509,  Subsection  2,  Revocation  of  a Physician’s  License 
for  Various  Offenses  Related  to  Negligence 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  The  legislature  has  enacted  legislation 
that  might  result  in  the  revocation  of  a physician’s  li- 
cense for  various  offenses  related  to  negligence  in  the 
practice  of  his  profession  (Education  Law,  Section 
6509,  Subsection  2);  and 

WHEREAS,  Negligence  cannot  be  adequately  deter- 
mined by  laymen  who  are  uninformed;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  legislature  to  modify  Education 
Law,  Section  6509,  Subsection  2,  effective  September 
1,  1973,  in  such  a manner  as  to  provide  for  competent 
specialized  peer  review  by  physicians’  panels  in  the 
same  field  of  specialization  or  in  general  practice,  as 
the  case  may  be,  for  all  physicians  who  may  be 
charged  with  negligence  by  the  licensing  authorities  of 
the  State  of  New  York;  and  be  it  further 

Resolved,  That  the  legislature  be  requested  to  re- 
peal this  law  or  regulation  since  negligence  cannot  be 
legally  defined. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Your  reference  committee  learned  from  testimony 
that  the  assumption  of  this  resolution  is  technically  in- 
accurate. Legislative  Counsel  advises  that  the  present 
language  in  the  law  is  adequate  for  physicians’  protec- 
tion. 

Your  reference  committee  recommends  disapproval  of 
Resolution  74-72. 

The  House,  after  discussion,  voted  not  to  adopt  resolu- 
tion 74-72. 

Resolution  74-75,  Complete  Maternity  Care  Coverage 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  The  American  College  of  Obstetrics  & 
Gynecology  is  fostering  the  principle  that  all  health 
insurance  policies  include  coverage  for  complete  med- 
ical care,  including  maternity  care,  whether  single  or 
family  coverage,  and 

WHEREAS,  Complete  maternity  care  includes  (1) 
treatment  associated  with  voluntary  control  of  repro- 
duction, (2)  normal  obstetrical  care,  (3)  all  complica- 
tions of  obstetrics,  (4)  prenatal  care  (5)  care  of  the  un- 
born infant,  (6)  labor,  delivery  and  puerperium,  and 
(7)  newborn  care  from  moment  of  birth  through  the 
first  year  of  life;  and 


WHEREAS,  All  insurers  do  not  include  complete  ma- 
ternity care  coverage  in  health  insurance  policies  is- 
sued; and 

WHEREAS,  It  is  recognized  that  the  nation’s  most 
valuable  resource  is  its  children;  and 

WHEREAS,  Many  insurers  do  not  provide  complete 
maternity  care  when  maternity  benefits  are  provided; 
and 

WHEREAS,  A bill  to  provide  that  all  health  insurance 
policies  include  coverage  for  complete  maternity  care 
would  be  desirable  and  assistive  to  the  public;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  a bill  to  the  legislature  that  pro- 
vides that  all  health  insurance  policies  include  cover- 
age for  complete  maternity  care  which  includes  (1) 
treatment  associated  with  voluntary  control  of  repro- 
duction, (2)  normal  obstetrical  care,  (3)  all  complica- 
tions of  obstetrics,  (4)  prenatal  care,  (5)  care  of  the 
unborn  infant,  (6)  labor,  delivery  and  puerperium, 
and  (7)  newborn  care  from  moment  of  birth  through 
the  first  year  of  life,  and  be  it  further 

Resolved,  That  the  resolution  and  bill  be  forwarded 
to  the  New  York  Delegation  to  the  American  Medical 
Association  House  of  Delegates  with  favorable  recom- 
mendation for  action  at  the  national  level. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

We  are  informed  that  this  resolution  is  a duplicate  of 
Resolution  74-51  which  is  being  considered  by  the  Ref- 
erence Committee  on  Medical  Services.  Because  of 
this,  the  reference  committee  recommends  this  be  filed 
for  information. 

The  House  voted  to  file  resolution  74-51  for  informa- 
tion. 

Resolution  74-77,  Relief  from  the  Failure  of  Carriers  to 
Follow  the  Guidelines  for  Payment  as  Described  in  the 
Workmen’s  Compensation  Law. 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  Workmen’s  Compensation  Law  and 
Regulations  thereunder  provide  for  payment  of  physi- 
cians’ bills  for  services  rendered;  and 

WHEREAS,  Many  insurance  carriers  fail  to  pay  the 
bills  within  thirty  days  or  file  an  objection  thereto  on 
Form  A-l,  as  provided  by  law;  and 

WHEREAS,  Many  carriers  who  fail  either  to  pay 
timely  or  file  an  objection  on  Form  A-l  timely  fail  to 
pay  the  bills  within  the  next  fifteen  days  as  provided 
by  law;  and 

WHEREAS,  Repeated  attempts  to  remedy  this  situa- 
tion have  failed;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  remedial  legislation  and  regula- 
tions to  create  a Complaint  Bureau  within  the  Work- 
men’s Compensation  Board  with  powers  to  receive 
and  act  on  all  complaints  and  to  provide  relief  and  to 
impose  penalties  as  shall  be  provided  by  law;  and  be  it 
further 

Resolved,  That  such  legislation  and  regulations  re- 
quire that  physicians  send  copies  of  their  bills  with 
their  reports  to  the  Chairman  of  the  Board  to  estab- 
lish date  of  receipt  thereof. 
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REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL  AF- 
FAIRS AND  LEGAL  MATTERS:  The  following  report  was 

presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

This  resolution  was  discussed  in  some  detail  and  your 
reference  committee  suggests  referral  of  Resolution  74- 
77  to  the  Workmen’s  Compensation  Committee. 

The  House,  after  discussion,  voted  to  refer  resolution 
74-77  to  the  Committee  on  Workmen's  Compensation. 

Resolution  74-78,  Failure  of  a Carrier  to  Pursue 
Agreed  Arbitration 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  Workmen’s  Compensation  Law  pro- 
vides for  the  arbitration  of  disputed  bills;  and 

WHEREAS,  There  are  numerous  instances  of  physi- 
cians who  have  paid  the  statutory  fee  for  the  arbitra- 
tion of  their  bills  but  the  bills  have  never  come  to  ar- 
bitration; and 

WHEREAS,  This  has  caused  great  pecuniary  loss  to 
the  physicians  involved;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  establish  within  its  structure 
an  office  for  arbitration  proceedings  which  shall  have 
the  power  to  enforce  arbitration  where  arbitration  has 
been  requested  by  the  carrier  and  consented  to  and 
paid  for  by  the  physician;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  enactment  of  legislation  to  provide 
that  any  carrier  failing  to  bring  his  case  for  arbitration 
when  the  physician  has  expressed  willingness  to  arbi- 
trate and  has  paid  the  statutory  fee  shall  be  penalized 
by  a fine  to  be  set  forth  in  the  law  for  each  day  fol- 
lowing the  day  originally  set  for  arbitration  in  which 
the  arbitration  has  not  been  held  until  such  time  as  it 
shall  be  held  except  for  any  authorized  postpone- 
ments thereof. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

The  gist  of  the  testimony  before  your  reference  com- 
mittee favored  referral  of  this  resolution  to  the  Work- 
men’s Compensation  Committee. 

Your  reference  committee  recommends  referral  of 
Resolution  74-78  to  the  Workmen’s  Compensation  Com- 
mittee. 

The  House  voted  to  refer  resolution  74-78  to  the 
Committee  on  Workmen’s  Compensation. 

Resolution  74-86,  Suspension  of  Corporation  Guide- 
lines in  Patients  Covered  by  No-Fault  Insurance 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  No-Fault  Insurance  Law  has  gone 
into  effect  February  1,  1974,  and 

WHEREAS,  The  law  contains  provision  for  payment 
of  wages  and  medical  benefits  within  certain  specified 
limits  and  within  specified  periods  of  time,  and 

WHEREAS,  Some  of  the  claims  under  No-Fault  Law 
will  be  instituted  by  persons  who  are  employed  at  the 
time  such  accident  occurs;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Legislature  to  amend  the  No- 


Fault  Law  to  provide  that  in  all  cases  where  accidents 
occur  to  persons  during  employment  in  their  vehicle 
covered  under  the  No-Fault  Law  provisions  that  the 
benefits  of  the  Workmens  Compensation  Act  be  sus- 
pended until  the  benefits  of  the  No-Fault  Law  have 
been  used  up;  and  be  it  further 

Resolved,  That  a request  be  made  that  the  Law  be 
amended  so  that  when  such  benefits  have  been  used 
up,  the  claimant  shall  revert  to  the  Workmen’s  Com- 
pensation Law  for  such  further  treatment  as  may  be 
necessary  and  such  further  payment  of  benefits  as 
may  be  necessary  as  provided  for  by  the  Workmen’s 
Compensation  Law. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Testimony  before  the  reference  committee  illumi- 
nated several  legal  ambiguities. 

For  further  clarification,  your  reference  committee 
recommends  referral  to  the  Workmen’s  Compensation 
Committee. 

The  House  voted  to  refer  resolution  74-86  to  the 
Committee  on  Workmen’s  Compensation. 

Resolution  74-95,  Communication  Between  Board  of 
Regents  and  County  Medical  Societies 

Introduced  by  Oneida  County  Medical  Society 

WHEREAS,  County  Medical  Societies  are  actively  in- 
volved in  planning  community  health  delivery  capa- 
bilities; and 

WHEREAS,  Physician  Search  Committees  recruit  in  a 
competitive  nationwide  physician  market;  and 

WHEREAS,  Significant  planning  and  recruitment  ef- 
fort can  be  obviated  due  to  administrative  processes 
that  complicate  and  frustrate  medical  licensure  appli- 
cation procedures;  and 

WHEREAS,  It  may  be  assumed  that  problem  solving 
in  County  planning  could  occur  if  open,  direct  and  im- 
mediate lines  of  communication  existed,  between 
planning  and  licensure  authorities;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Board  of  Regents 
to  devise  means  to  encourage  communications  be- 
tween Regent  authority  and  County  Medical  Societies 
in  matters  peculiar  to  medical  licensure  which  bear 
upon  County  Health  Delivery  Planning  Efforts;  and 
be  it  further 

Resolved,  That  the  New  York  State  Board  of  Re- 
gents be  urged  to  adopt  procedures  to  respond  to 
County  Medical  Society  requests  for  assistance  in 
matters  peculiar  to  medical  licensure. 

Resolution  74-96,  Permanent  Licensure  of  Felipe  Al- 
perovich, M.D. 

Introduced  by  Oneida  County  Medical  Society 

WHEREAS,  The  Oneida  County  Medical  Society  at- 
tests to  a shortage  of  Orthopedic  Surgeons  in  Oneida 
County;  and 

WHEREAS,  Felipe  Alperovich,  M.D.,  an  Orthopedic 
Surgeon  practicing  in  Oneida  County  for  7 years,  con- 
siders it  necessary  to  relocate  his  practice  to  Pennsyl- 
vania due  to  frustration  encountered  in  securing  per- 
manent New  York  State  Licensure;  and 

WHEREAS,  An  unresolved  question  relative  to  Dr. 
Alperovich’s  American  Citizenship  has  precluded  Re- 
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gent  action  on  permanent  New  York  State  licensure; 
and 

WHEREAS,  The  Oneida  County  Society  endorses  Dr. 
Alperovich  personally,  professionally,  and  attests  to 
the  critical  need  of  his  services  in  the  county;  there- 
fore be  it 

Resolved,  The  Medical  Society  of  the  State  of  New 
York  petitions  the  New  York  State  Board  of  Regents 
to  immediately  act  and  grant  permanent  New  York 
State  licensure  without  citizenship  to  Felipe  Alpero- 
vich, M.D. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

These  two  resolutions  were  considered  jointly.  Your 
reference  committee  learned  that  these  local  problems, 
although  serious,  are  within  the  administrative  province 
of  the  Medical  Society  of  the  State  of  New  York. 

The  reference  committee  recommends  referral  to  the 
Executive  Vice-President. 

The  House,  after  discussion,  voted  to  refer  resolu- 
tions 74-95  and  74-96  to  the  Executive  Vice-President. 

Resolution  74-106,  Physicians’  Associates 

Introduced  by  Thomas  F.  McCarthy,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  regulations  governing  the  privileges 
and  duties  of  socalled  physicians’  associates  in  New 
York  City  hospitals  which  have  been  promulgated  by 
the  Hospital  Corporation;  and 

WHEREAS,  Such  regulations  in  essence  confer  upon 
said  physicians’  associates  the  right  to  practice  medi- 
cine and  surgery  independently  in  these  institutions; 
and 

WHEREAS,  Such  action  is  contrary  to  both  State  and 
Federal  laws  and  regulations  designed  to  protect  the 
welfare  and  health  of  the  citizens  of  New  York  City; 
therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  condemn  the  regulations  governing  the 
privileges  and  duties  of  socalled  physicians’  associates 
in  New  York  City  hospitals  which  have  been  promul- 
gated by  the  Hospital  Corporation  and  urge  the  State 
Health  Department,  State  Education  Department, 
the  Corporation  Counsel  of  the  City  of  New  York,  and 
the  Attorney  General  of  the  State  of  New  York  to  in- 
vestigate and  begin  remedial  action  to  correct  this  sit- 
uation; and  be  it  further 

Resolved,  That  the  Secretary  of  HEW  be  notified 
inasmuch  as  such  regulations  violate  Federal  laws 
and  regulations  governing  ECF,  Medicaid,  and  Medi- 
care. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
resolution  74-106. 

The  House,  after  discussion,  voted  to  refer  resolution 
74-106  to  the  Committee  on  Health  Manpower  (includ- 
ing Nursing  and  Paramedical  Personnel). 

Resolution  74-43,  The  Title  “Medic”  as  an  Officially 
Recognized  Designation. 

Introduced  by  Medical  Society  of  the  County  of  Kings 


WHEREAS,  The  presently  used  designation  of  “Phy- 
sician’s Associate  or  Physician’s  Assistant”  implies  a 
physician  who  is  an  associate  or  an  assistant  to  anoth- 
er physician;  and 

WHEREAS,  These  descriptive  terms  have  been  wide- 
ly applied  to  individuals  specially  trained  to  carry  out 
specific  and  limited  medical  acts  who  are  not  them- 
selves physicians;  and 

WHEREAS,  Continued  use  of  these  terms  might  re- 
sult in  confusion  and  possible  deception  of  the  public; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  title  “MEDIC”  be  official- 
ly recognized  by  the  medical  profession  and  by  gov- 
ernmental, legislative  and  licensing  bodies  to  desig- 
nate those  individuals  presently  referred  to  as  “Physi- 
cians’ Associates  or  Physicians’  Assistants”  who  are 
specially  trained  but  who  are  not  themselves  physi- 
cians (i.e.,  MEDIC  John  Brown,  or  John  Brown, 
MEDIC);  and  be  it  further 

Resolved,  That  MSSNY  sponsor  legislation  to 
amend  the  law  to  designate  these  individuals  as 
“MEDICS”;  and  be  it  further 

Resolved,  That  MSSNY  introduce  a similar  resolu- 
tion in  the  House  of  Delegates  of  the  American  Medi- 
cal Association  in  order  to  further  national  recogni- 
tion and  acceptance  of  the  title  “MEDIC”  as  the  most 
appropriate  title  for  those  properly  qualified  individ- 
uals practicing  certain  limited  aspects  of  the  medical 
arts. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Testimony  before  the  reference  committee  brought 
out  the  fact  that  such  a change  would  not  be  advisable 
with  regard  to  the  present  law. 

Your  reference  committee  recommends  disapproval  of 
Resolution  74-43. 

The  House,  after  discussion,  voted  to  refer  resolution 
74-43  to  the  Committee  on  Health  Manpower  (includ- 
ing Nursing  and  Paramedical  Personnel). 

Resolution  74-32,  Home  Health  Care  and  PSRO’s 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS,  Home  Health  Care  has  been  recognized 
as  a vital  service  in  the  continuing  of  the  Health  Care 
Delivery  System;  and 

WHEREAS,  Home  Health  Care  is  under-financed  and 
poorly  defined,  lacks  adequate  standards,  is  frag- 
mented in  its  delivery,  and  is  not  integrated  in  the 
total  health  care  system;  and 

WHEREAS,  Increased  use  of  utilization  review  proce- 
dures in  hospitals  and  skilled  nursing  facilities  will  in- 
crease the  need  for  Home  Health  Care  Services;  and 

WHEREAS,  PSRO’s  are  being  developed  to  monitor 
quality  utilization  and  costs  in  health  care  institu- 
tions; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  PSRO’s  to  assume  the  responsi- 
bilities in  the  development  of  improving  the  coordina- 
tion and  integration  of,  and  monitoring  for  quality, 
utilization,  and  costs,  of  Home  Health  Care  as  part  of 
the  comprehensive  Health  Care  Delivery  System;  and 
be  it  further 
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Resolved,  That  the  MSSNY  develop  mechanisms  to 
implement  this  concept. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
resolution  74-32. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 74-32. 

Resolution  74-33,  Development  of  Norms  for  PSRO's 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS,  PSRO’s  are  required  to  apply  profession- 
ally developed  norms  of  care,  diagnosis  and  treatment 
based  upon  typical  patterns  of  practice  in  their  re- 
spective regions;  and 

WHEREAS.  The  manner  of  development  as  well  as 
the  precise  nature  of  the  “norms”  is  ambiguous  and 
the  subject  of  varied  interpretations;  and 

WHEREAS,  The  AMA  Task  Force  on  Guidelines  of 
care  in  the  course  of  its  study  of  the  PSRO  law  has  of- 
fered technical  definitions  of  the  “norms,  criteria,  and 
standards”  which  have  been  adopted  by  the  National 
PSRO  Council;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  to  have  the  PSRO  law  ammended  to 
specifically  direct  the  respective  PSRO’s  to  ascertain 
and  develop  appropriate  norms,  criteria,  and  stan- 
dards, drawing  upon  the  expertise  of  national,  state, 
and  county  medical  associations  and  specialty  so- 
cieties, especially  those  at  the  local  level;  and  be  it 
further 

Resolved,  That  the  PSRO  law  be  further  amended 
to  specifically  state  that  norms,  criteria  and  standards 
as  created  in  the  November  26,  1973  meeting  of  the 
National  Professional  Standards  Review  Council  are 
to  be  guides  only  and  cannot  be  substituted  for  indi- 
vidual professional  judgment  of  physicians. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

In  accordance  with  the  suggestion  of  the  Westchester 
County  Medical  Society,  your  reference  committee 
amended  resolution  74-33  by  an  addition  to  the  third 
Whereas,  and  the  changing  of  the  second  Resolved  so 
that  the  third  Whereas  and  the  resolved  portion  would 
read  as  follows: 

WHEREAS,  The  AMA  Task  Force  on  Guidelines  of 
care  in  the  course  of  its  study  of  the  PSRO  law  has  of- 
fered the  following  technical  definitions  of  the 
“norms,  criteria  and  standards”  which  have  been 
adopted  by  the  National  PSRO  Council; 

Norms — Medical  care  appraisal  norms  are  nu- 
merical or  statistical  measures  of  usual  observed 
performance. 

Criteria— Medical  care  criteria  are  predeter- 
mined elements  against  which  aspects  of  the  quali- 
ty of  a medical  service  may  be  compared.  They  are 
developed  by  professionals  relying  on  professional 
expertise  and  on  the  professional  literature. 

Standards — Standards  are  professionally  devel- 


oped expressions  of  the  range  of  acceptable  varia- 
tion from  a norm  or  criteria. 

Screening — Screening  is  a process  in  which 
norms,  criteria,  and  standards  are  used  to  analyze 
large  numbers  of  cases  in  order  to  select  for  study  in 
greater  depth  those  cases  not  meeting  agreed-upon 
standards; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  to  have  the  PSRO  law  amended  to 
specifically  direct  the  respective  PSRO’s  to  ascertain 
and  develop  appropriate  norms,  criteria,  and  stan- 
dards, drawing  upon  the  expertise  of  national,  state, 
and  county  medical  associations  and  specialty  so- 
cieties, especially  those  at  the  local  level;  and  be  it 
further 

Resolved,  That  the  PSRO  law  be  further  amended 
to  specifically  state  that  norms,  criteria,  and  stan- 
dards are  to  be  guides  only  and  cannot  be  substituted 
for  individual  professional  judgment  of  physicians. 
Your  reference  committee  recommends  approval  of 
resolution  74-33  as  amended. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 74-33  as  amended. 

Resolution  74-12,  PSRO 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe, Inc. 

WHEREAS,  Public  Law  92-603  established  Profes- 
sional Standards  Review  Organization  as  the  review 
method  for  evaluating  the  “need  for,”  the  “quality  of’ 
and  the  “level  at  which  health  care  is  delivered,”  and 
WHEREAS,  This  law  designates  that  the  review  and 
evaluation  of  professional  services  is  the  responsibili- 
ty of  practicing  physicians;  and 

WHEREAS,  The  medical  profession  endorses  the  re- 
view of  medical  services  by  practicing  physicians;  and 
WHEREAS,  It  does  not  endorse  the  review  of  profes- 
sional services  by  nonprofessionals;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  basic  principle  of  “professional 
review”  and  the  implementation  of  Public  Law  92-603 
so  long  as  standards  and  criteria  endorsed  by  the 
practicing  physicians  of  the  PSRO  area  are  used,  and 
the  Secretary  of  Health,  Education,  and  Welfare 
waives  all  other  review  mechanisms  as  stated  in  the 
law;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  of  local  autonomy  for 
each  PSRO. 

Resolution  74-34,  Repeal  of  PSRO  Legislation 

Introduced  by  Suffolk  County  Medical  Society,  Inc. 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  through  its  61  County  Medical  Societies  has,  for 
many  years,  had  an  effective  and  adequate  means  to 
assure  the  public  a very  high  quality  of  medical  care 
provided  by  qualified  physicians;  and 

WHEREAS,  The  major  feature  of  these  means  con- 
sists of  mandatory  adherence  to  the  principles  of 
medical  ethics  through  a forceful  system  of  internal 
discipline;  and 

WHEREAS,  The  imposition  of  regulations  emanating 
from  the  United  States  Government  and  its  agents 
under  the  designation  of  “Peer  Review”  and  “Profes- 
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sional  Standards  Review”  would  preempt,  disrupt, 
and  invalidate  the  Medical  Society’s  internal  disci- 
plinary mechanisms;  and 

WHEREAS,  PSRO  is  incompatible  with  good  medical 
care,  introduces  government  intervention  in  physi- 
cian’s judgment,  stifles  innovation,  imperils  personal- 
ized care,  invades  the  confidentiality  of  patients’ 
medical  records,  introduces  government  agents  into 
the  private  offices  of  physicians;  and 

WHEREAS,  Peer  Review  was  invented  by  the  medical 
profession  and  was  in  existence  long  before  the  gov- 
ernment ever  heard  of  the  idea;  and 

WHEREAS,  There  are  many  excellent  and  function- 
ing Peer  Review  programs  now  in  effect  in  the  61 
County  Medical  Societies  which  make  up  the  Medical 
Society  of  the  State  of  New  York;  and 

WHEREAS,  PSRO  has  no  economic  basis  as  docu- 
mentation proves  that  Medicare  fraud  is  insignificant 
and  that  doctors’  fees  have  increased  less  than  the 
consumer  price  index;  and 

WHEREAS,  PSRO  is  certain  to  escalate  administra- 
tive costs  by  creating  a vast  new  bureaucracy;  and 
WHEREAS,  PSRO  would  take  valuable  physicians’ 
time  away  from  patients  with  rationing  of  services  to 
cut  costs;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  repeal  of  Section  249F  of  Public 
Law  92-603  (PSRO)  and  recommend  noninvolvement 
to  all  members  of  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  President,  the  Congress,  and  the 
State  and  local  governments  to  assist  in  PSRO  repeal; 
and  be  it  further 

Resolved,  That  MSSNY  shall  seek  the  cooperation 
of  local  and  national  dental,  hospital  and  health  care 
and  consumer  organizations  in  obtaining  such  repeal; 
and  be  it  further 

Resolved,  That  the  MSSNY  through  its  member- 
ship shall  alert  patients  to  request  such  repeal;  and  be 
it  further 

Resolved,  That  the  MSSNY  shall  inform  consumers 
that 

1)  The  physicians  shall  continue  to  practice  ethi- 
cal personalized  care  for  his  patients,  and 

2)  The  physicians  will  continue  to  maintain  the 
privacy  of  his  office  and  confidentiality  of  his  pa- 
tients’ records  through  the  professional  quality  peer 
review  systems  already  in  existence;  and  be  it  fur- 
ther 

Resolved,  That  MSSNY,  through  the  New  York 
Delegation,  introduce  this  resolution  to  the  House  of 
Delegates  of  the  AMA  at  its  next  meeting  for  action. 


Resolution  74-102,  Repeal  of  PSRO  Legislation 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS,  The  American  Medical  Association  vigor- 
ously opposed  the  passage  of  Section  249f  (Bennett 
Amendment)  of  Public  Law  92-603,  and 

WHEREAS,  The  Board  of  Trustees  of  the  American 
Medical  Association,  during  its  January  23-25,  1974 
meeting,  approved  the  document  entitled:  “Analysis 
and  Implementation  of  AMA  Policy  on  PSRO  Adopt- 
ed by  House  of  Delegates,”  and 


WHEREAS,  The  conclusion  of  that  document  states 
in  part: 

Interpretations  in  various  quarters  of  the  action 
of  the  House  of  Delegates  at  the  1973  Clinical  Con- 
vention, taking  out  of  context  the  statement  of  the 
House’s  ‘considered  opinion’  that  repeal  of  PSRO 
legislation  would  be  in  the  best  interest  of  the 
American  people,  have  led  to  widespread  misunder- 
standing of  the  Association’s  current  position,  and 

The  history  of  PSRO  legislation,  prior  to  passage, 
demonstrates  Congress’  unwillingness  to  eliminate 
the  program,  despite  three  years  of  concerted  oppo- 
sition by  the  Association.  At  the  1973  Clinical 
Convention,  the  House  evaluated  PSRO  as  not  in 
the  public’s  best  interest;  but  it  adopted  the  posi- 
tion that  repeal  is  not  a viable  political  effort  at 
present  and  instructed  the  Association  to  continue 
to  exert  leadership  and  support  constructive 
amendments  to  the  law  and  appropriate  rules  and 
regulations. 

In  implementation  of  the  Association  policy,  the 
AMA  will  involve  states  with  their  congressional 
delegations  in  the  assessment  of  support  for  repeal 
and  will  continue  assessment  by  our  Washington 
staff  of  repeal  viability.  In  addition,  the  activities 
of  the  AMA  Advisory  Committee  on  PSRO  and  its 
task  forces — aimed  at  providing  guidance,  devel- 
oping appropriate  rules  and  regulations,  identifying 
deleterious  potentials  in  the  law,  and  assisting  state 
and  county  medical  societies — will  continue  . . . 
The  Association  will  carry  on  its  study  of  the  law  to 
identify  the  harmful  potentials  of  PSRO  on  quality 
of  care,  confidentiality,  and  costs.  It  will  develop 
an  informational  campaign  to  inform  both  the  pub- 
lic and  legislators  of  such  potentials  for  deleterious 
effects.  Amendments  are  already  under  study  to 
minimize  some  of  these  harmful  potentials.  While 
PSRO  remains  law,  the  Association  will  continue  to 
exert  its  best  efforts  in  the  interest  of  the  patient 
and  the  physician  to  assure  that  implementation  of 
the  program  will  not  result  in  poor  care  . . . ; and 
WHEREAS,  That  physicians  should  join  together  in 
support  of  the  American  Medical  Association’s  posi- 
tion if  a successful  campaign  is  to  be  waged  for  the  re- 
peal or  amendment  to  the  undesirable  features  of  the 
PSRO  Law;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  and  actively  support  the  position 
of  the  American  Medical  Association  as  in  the  docu- 
ment entitled,  “Analysis  and  Implementation  of  AMA 
Policy  on  PSRO  Adopted  by  the  House  of  Delegates,” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  constituent  county  medical  so- 
cieties to  support  the  position  adopted  by  the  Ameri- 
can Medical  Association  and  endorsed  by  the  Medical 
Society  of  the  State  of  New  York;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  each  component  county  medical  soci- 
ety to  seek  to  educate  the  general  public,  elected  offi- 
cials, and  others  in  the  local  communities  who  are  in- 
terested in  the  health  care  of  their  citizens  regarding 
the  concern  of  physicians  about  the  potential  deleteri- 
ous effect  of  Section  24f  of  Public  Law  92-603,  and  to 
seek  their  cooperation  in  repeal  or  amendment  of  the 
Law. 
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REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

These  three  resolutions  were  considered  jointly  by 
your  reference  committee.  We  were  very  much  helped 
in  our  deliberations  by  the  “standing  room  only”  atten- 
dance of  members  who  contributed  greatly.  Although 
the  original  intent  of  these  resolutions  appeared  diverse, 
a great  deal  of  common  ground  became  apparent  during 
the  discussion  period.  Therefore,  we  are  offering  the 
following  substitute  combined  resolution: 

WHEREAS,  Public  Law  92-603  established  Profes- 
sional Standards  Review  Organization  as  the  review 
method  for  evaluating  the  “need  for,”  the  “quality  of’ 
and  the  “level  at  which  health  care  is  delivered,”  and 
WHEREAS,  This  law  designates  that  the  review  and 
evaluation  of  professional  services  is  the  responsibili- 
ty of  practicing  physicians;  and 

WHEREAS,  The  medical  profession  endorses  the  re- 
view of  medical  services  by  practicing  physicians;  and 
WHEREAS,  It  does  not  endorse  the  review  of  profes- 
sional services  by  non-professionals;  and 

WHEREAS,  The  punitive  provisions  in  the  law  are 
unacceptable  to  physicians;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  basic  principle  of  “professional 
review”  and  the  implementation  of  PL  92-603  so  long 
as  standards  and  criteria  endorsed  by  the  practicing 
physicians  of  the  PSRO  area  are  used,  and  the  Secre- 
tary of  Health,  Education,  and  Welfare  waive  all 
other  review  mechanisms  as  stated  in  the  law;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  local  autonomy  for  each  PSRO, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  American  Medical  Association 
in  all  its  efforts  to  amend  or  repeal  the  law,  in  order  to 
remove  those  features  objectionable  to  physicians  or 
likely  to  interfere  with  quality  patient  care. 

Your  reference  committee  recommends  approval  of 
the  substitute  combined  resolution. 

The  House,  after  discussion,  amended  the  first  Re- 
solved of  the  substitute  resolution  by  deleting  the 
words  “and  the  Secretary  of  Health,  Education,  and 
Welfare  waive  all  other  review  mechanisms  stated  in 
the  law.” 

The  House  also  amended  the  final  Resolved,  to  read 
as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  American  Medical  Association 
in  all  its  efforts  to  amend  the  law,  in  order  to  remove 
those  features  objectionable  to  physicians  or  likely  to 
interfere  with  quality  patient  care  or  failing  such,  to 
seek  repeal. 


The  resolved  portion  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  basic  principle  of  “professional 
review”  and  the  implementation  of  PL  92-603  so  long 
as  standards  and  criteria  endorsed  by  the  practicing 
physicians  of  the  PSRO  area  are  used;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  support  local  autonomy  for  each  PSRO; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  American  Medical  Association 
in  all  its  efforts  to  amend  the  law,  in  order  to  remove 
those  features  objectionable  to  physicians  or  likely  to 
interfere  with  quality  patient  care  or  failing  such,  to 
seek  repeal. 

The  House,  after  further  discussion,  voted  to  adopt 
the  substitute  resolution  as  amended. 

Resolution  74-40,  Definition  of  Death 

Introduced  by  Joseph  G.  Zimring,  M.D.,  as  an  individual 
WHEREAS,  Members  of  our  Society,  as  well  as  hospi- 
tal administrators,  members  of  the  legal  profession, 
members  of  the  state  legislature  and  the  public,  have 
asked  for  a medically  sound  definition  of  death  and 
when  it  occurs;  and 

WHEREAS,  It  is  in  the  best  interest  of  the  patient 
and  the  public  that  the  definition  of  death  not  be  es- 
tablished by  legal  fiat  or  legislation;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  death  shall  be  determined  by  the 
clinical  judgment  of  the  physician  using  the  necessary 
available  and  currently  acceptable  criteria — the  diag- 
nosis of  death  to  be  made  by  the  physician  upon  the 
permanent  cessation  of  spontaneous  heart  beat  and 
respiration;  and  be  it  further 
Resolved,  That  the  MSSNY  approve  the  concept 
that  a physician  may  use  brain  death  to  pronounce  a 
patient  legally  dead  when  extraordinary  measures, 
such  as  modern  drugs  and/or  mechanical  devices  are 
used  to  mask  the  pertinent  cessation  of  spontaneous 
breathing  and  heart  beat;  and  be  it  further 

Resolved,  That  the  diagnosis  of  brain  death  must 
be  based  on  accepted  criteria  such  as  the  Criteria  of 
the  Ad  Hoc  Committee  of  the  Harvard  Medical 
School  as  follows: 

Criteria 

1)  unreceptivity  and  unresponsivity  to  externally 
applied  stimuli  and  inner  need; 

2)  no  spontaneous  muscular  movements  or  spon- 
taneous respiration; 

3)  no  elicitable  brain  reflexes; 

4)  flat  electroencephalogram; 

5)  the  above  to  be  repeated  in  24  hours; 

6)  the  existence  of  hypothermia  and  CNS  de- 
pressants be  excluded,  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 

New  York,  through  its  delegates  introduce  this  resolu- 
tion at  the  annual  meeting  of  the  American  Medical 
Association. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

Your  reference  committee  applauds  the  intent  of  Res- 
olution 74-40.  We  recognize  the  urgent  need  for  such  a 
definition. 

Because  of  the  complexity  of  the  issue,  we  recommend 
referral  to  the  Council  for  speedy  consideration  and  res- 
olution by  an  appropriate  committee  of  the  Council. 

The  House,  after  discussion,  voted  to  refer  resolution 
74-40  to  the  Council  for  action. 
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Resolution  74-73,  Physicians’  Bill  of  Rights 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  Physicians’  rights  are  in  increasing  jeop- 
ardy, now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  and  submit  the  following  draft  of  a 
Proposal  for  New  Legislation  to  be  considered  by  the 
New  York  State  Senate  Committee  on  Health: 

AN  ACT 

to  amend  the  public  health  law,  in  relation  to  a due 
process  requirement  in  hospital  staff  appointments 
and  privileges. 

Preamble 

in  recognition  of  the  public  interest  in  quality  of 
patient  care  in  all  hospitals; 

in  recognition  of  the  public  role  of  all  hospitals  as 
manifested  by  their  receipt  of  Medicare  and  Medi- 
caid public  funds  and  other  Federal  and  State 
funds; 

in  recognition  that  all  hospitals  are  subject  to 
regulation  by  the  State  in  being  required  to  grant 
due  process  to  all  physicians  for  change  in  his  hos- 
pital privileges  (Public  Health  Law  2801-b)  in  man- 
ner consistent  with  the  Standards  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  (State  Hospi- 
tal Code  721.1); 

in  recognition  that  other  state  jurisdictions  have 
established  legal  precedent  holding  all  their  hospi- 
tals are  subject  to  the  due  process  protections  of  the 
Fourteenth  Amendment  of  the  Constitution,  with 
equal  protection  of  the  law  and  due  process  in  re- 
gard to  all  relationships  of  physicians  to  colleagues, 
professional,  administrative,  licensing  and  other 
staff,  moral  and  ethical  matters  and  hospital  privi- 
leges; 

in  recognition  that  it  is  largely  through  the  utili- 
zation of  public  funds  as  hospital  income  that  all 
hospitals  are  employing  an  increasing  number  of 
full-time  and  part-time  physicians  as  an  integral 
part  of  the  government’s  delivery  of  health  services; 

in  recognition  that  State  legislative  action  allows 
hospital  corporations  to  organize  prepaid  compre- 
hensive health  programs  through  (HMO’s)  Health 
Maintenance  Organizations,  which  will  employ 
more  and  more  physicians; 

in  recognition  that  to  achieve  quality  of  patient 
care,  the  State  requires  that  the  individual  physi- 
cian subject  himself  in  many  ways  to  the  collective 
judgment  of  his  peers  on  the  hospital  medical  staff 
and  to  the  ultimate  power  of  the  hospital  governing 
body,  but  give  medical  care  of  the  best  quality  with- 
out restraints  by  laymen  or  others; 

in  recognition  that  this  power  of  the  hospital  gov- 
erning body  and  the  organized  medical  staff  must 
be  carefully  “balanced”  if  the  goal  of  good  care  for 
the  hospital  patient  is  to  be  realized; 

in  recognition  that  this  “balance”  is  in  the  public 
interest  for  quality  patient  care,  and  that  for  this 
“balance”  State  Hospital  Code  721.1  requires  the 
principle  of  “self-government”  of  the  hospital’s 
medical  staff,  and  that  for  this  “balance”  there  is 
protection  for  the  right  of  the  physician  (employee- 
M.D.  or  voluntary  medical  staff)  to  voice  dissent 
about  hospital  administration  and  recommended 
health  policy,  in  that  the  hospital  may  not  misuse 


its  substantial  power  over  him  without  according 
him  due  process; 

in  recognition  that  although  the  old  sharp  “pub- 
lic”-“private”  distinctions  no  longer  apply  and  no 
longer  prevail  in  patient  care,  it  does  not  abrogate 
due  regard  to  the  “due  process  requirement”  as  it 
relates  to  the  deprivation  or  diminution  of  a physi- 
cian’s clinical  privileges  in  care  of  patients; 

in  recognition  of  the  well-established  principle 
that  the  receipt  of  public  funds  carries  with  it  the 
obligation  to  observe  Federal  Constitutional  man- 
dates (i.e.,  the  14th  Amendment),  and  that  disre- 
gard of  these  mandates  requires  equal  protection  of 
the  laws,  and  appropriate  action  to  uphold  the  due 
process  requirement; 
now  then — 

THE  PEOPLE  OF  THE  STATE  OF  NEW  YORK,  REP- 
RESENTED IN  SENATE  AND  ASSEMBLY,  DO  ENACT 
AS  FOLLOWS: 

Section  1. 

The  hospital  must  state  in  writing  reasons  for  its 
action  against  the  physician  as  related  to  standards 
of  patient  care,  patient  welfare  or  the  character  or 
competency  of  the  physician,  for  any  of  the  fol- 
lowing: 

a)  The  denial  or  withholding  from  a physician 
of  staff  membership  or  professional  privileges  in 
a hospital. 

b)  The  exclusion  or  expulsion  of  a physician 
from  staff  membership  in  a hospital. 

c)  The  curtailment,  termination  or  the  limita- 
tion in  any  way  of  a physician’s  professional  priv- 
ileges in  a hospital. 

d)  The  reduction  of  physician’s  status  on  the 
medical  staff,  including  reduction  in  relation  to 
any  substantial  element  of  a physician’s  hospital 
affiliation  as  a duly  elected  or  appointed  officer 
of  a clinical  department  in  a hospital. 

e)  The  change  in  working  conditions  in  the 
hospital  of  an  employee-physician  which  dimin- 
ishes in  any  way  the  physician’s  initial  agreement 
or  interference  with  the  exercise  of,  or  meaning- 
ful opportunity  to  utilize  his  clinical  privileges. 

Section  2. 

Unless  the  right  is  waived,  the  physician  charged 
is  at  least  entitled  to: 

1)  The  right  to  written  notice  of  the  grounds 
for  the  action,  including  a reasonably  definite  no- 
tice of  the  charge  or  charges. 

2)  The  right  to  a neutral  hearing  body. 

3)  A fair  hearing  before  a body  of  peers  from 
the  medical  staff,  selected  by  fair  procedure  by 
the  organized  medical  staff  of  the  hospital. 

4)  Proper  notice  of  a time  and  place  of  hear- 
ing. 

5)  The  right  to  call  witnesses  and  to  rebut  ad- 
verse evidence  and  to  introduce  favorable  evi- 
dence, including  the  right  to  cross-examine  the 
witnesses  who  testify  against  him,  and  the  right 
to  produce  witnesses  in  his  own  behalf. 

6)  A full  consideration  and  a fair  determina- 
tion according  to  the  evidence  of  the  controversy 
by  the  body  before  whom  the  hearing  is  held. 

7)  A record  of  the  hearing,  maintained  by  the 
hospital  for  the  benefit  of  the  hospital  and  the 
physician,  with  a copy  provided  to  the  physician. 
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Section  3. 

This  law  applies  to  all  hospitals  and  all  physi- 
cians in  the  State,  and  its  content  or  intent  can  not 
be  superceded  by  a contract  between  the  hospital 
and  physician;  and  the  courts  are  to  afford  redress 
in  a properly  proven  case  of  violation. 

Section  4. 

The  provisions  of  this  act  shall  not  be  deemed  to 
impair  or  affect  any  other  right  or  remedy. 

Section  5. 

This  act  shall  take  effect  immediately. 

Section  6. 

This  act  does  not  deprive  a hospital  governing 
body,  or  its  appropriately  designated  administra- 
tive or  medical  officers,  of  the  right  to  take  summa- 
ry action  against  a physician  where  dictated  by  the 
circumstances,  provided  that  an  opportunity  to  be 
heard  and  the  required  due  process  is  afforded  the 
physician  within  a reasonably  prompt  time. 

REPORT  OF  REFERENCE  COMMITTEE  ON  GOVERNMENTAL 
AFFAIRS  AND  LEGAL  MATTERS:  The  following  report  was 
presented  by  Gerald  L.  Glaser,  M.D.,  Chairman. 

After  hearing  testimony  concerning  changes  in  the 
guidelines  of  the  Joint  Commission  on  Accreditation  of 
Hospitals,  we  recommend  referral  of  this  resolution  to 
the  State  Legislation  Committee  for  whatever  action  it 
deems  necessary  to  insure  the  right  of  due  process  for 
hospital-employed  physicians. 

This  is  a little  vague,  but  the  whole  thing  has  to  do 
with  hospital-employed  physicians,  a very  intricate 
subject,  and  we  suggest  referral  to  the  State  Legislation 
committee. 

The  House,  after  discussion,  amended  resolution  74- 
73  by  the  insertion  of  the  following  two  additional  re- 
solves. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  idea  of  any  method,  legal  or 
otherwise,  that  would  guarantee  due  process  for  phy- 
sicians on  hospital  staffs,  and  that  this  resolution  be 
referred  to  the  Committee  on  State  Legislation  for 
implementation  and  report  back  to  the  House  of  Del- 
egates in  1975;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
be  urged  to  instruct  its  representative(s)  on  the  Joint 
Commission  for  Accreditation  of  Hospitals  to  help 
correct  this  situation. 

The  House,  after  further  discussion,  voted  to  adopt 
resolution  74-73  as  amended. 

The  House,  voted  to  adopt  the  reference  committee 
•eport  as  a whole  as  amended. 


Medical  Services 


Economics 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Economics  Committee  is  composed  of  the  fol- 


lowing: 

Dallas  E.  Billman,  M.D.,  Chairman Steuben 

Jeff  J.  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genesee 

Francis  J.  Loperfido,  M.D Bronx 

Robert  C.  McVeigh,  M.D Monroe 

Daniel  F.  O’Keeffe,  M.D Warren 

Harold  N.  Schwinger,  M.D Kings 


A meeting  was  held  on  June  6,  1973. 

Medical  Care  for  the  Poor.  The  conclusions  pre- 
viously arrived  at  by  this  committee,  were  reviewed  and 
five  suggestions  presented: 

1.  Return  “Poor”  patients  to  physicians’  offices 
and  teaching  clinics  or  family  practice  models, 
through 

2.  Revision  of  New  York  State  Medicaid  sched- 
ules to  provide  usual  and  customary  fees,  and 

3.  Recognition  by  Medicaid  and  Medicare  of  orga- 
nized primary  patient  care  teams  of  physicians,  with 

4.  Well  developed  peer  review  to  assure  quality, 
and 

5.  Administered  on  a local  level  by  government 
contract  with  the  medical  profession. 

With  regard  to  the  fee  structure,  it  has  been  suggested 
that  if  usual,  customary  and  prevailing  are  not  attain- 
able at  this  time,  the  Workmen’s  Compensation  Fee 
Schedule  should  be  set  as  a minimum.  Opinions  ex- 
pressed at  a recent  meeting  with  members  of  three  up- 
state rural  county  medical  societies  took  exception  to 
the  usual,  customary  and  prevailing  concept  utilized  in 
Medicare  schedules.  Also  voiced  was  the  conviction 
that  fees  should  be  the  same  throughout  the  State  for 
similar  procedures  performed  by  physicians  with  com- 
parable skills.  The  committee  felt  there  was  justifica- 
tion for  geographic  differences  of  fees  based  on  the  vary- 
ing overhead  and  cost-of-living  expenses. 

Discussion  at  the  meeting  revolved  around  how  the 
five  suggestions  could  be  implemented.  The  failure  of 
the  Medicaid  program  to  enlist  the  participation  of  a 
significant  number  of  physicians,  and  the  reasons  for 
this,  were  explored  at  length.  This  failure  has  resulted 
in  the  poor  having  to  depend  on  the  impersonal,  but 
more  expensive,  care  in  outpatient  hospital  departments 
or  “store-front  marts.”  The  disenchantment  of  physi- 
cians can  be  attributed  in  large  measure  to  the  great 
amount  of  paper  work  required  by  the  Medicaid  agen- 
cies, the  unrealistic  fee  schedule  and  the  inordinate 
delay  in  payment  of  even  these  inappropriate  fees.  To 
enlist  those  physicians  who  render  high  quality  medical 
care  to  their  private  patients,  to  make  themselves  avail- 
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able  to  the  Poor  as  well,  a realistic  fee  structure  must  be 
established.  The  control  of  the  quality,  as  well  as  the 
cost,  of  good  medical  care  could  be  assured  by  peer  re- 
view procedures  and  the  MSSNY  should  volunteer  to 
assist  in  establishing  criteria. 

Edward  Siegel,  M.D.,  has  heen  recently  appointed  to 
the  Governor’s  Medical  Assistance  Advisory  Committee 
on  Medicaid.  Only  8 per  cent  of  physicians  now  accept 
Medicaid  cases.  Dr.  Siegel  proposed  that  a white  paper 
covering  the  problems  be  prepared,  setting  forth  our 
recommendations  for  their  correction.  The  aim  should 
be  the  return  of  the  Poor  to  the  mainstream  of  medical 
care.  It  was  suggested  that  the  MSSNY  develop  poli- 
cies as  discussed  above,  and  to  implement  these,  stimu- 
late the  formation  of  appropriate  committees  in  the 
county  medical  societies,  where  such  do  not  now  exist, 
and  have  such  committees  function  at  the  local  level 
where  the  specific  problems  could  best  be  recognized 
and  dealt  with. 

Relative  Value  Scale  (MSSNY).  The  most  recent 
delay  of  the  Relative  Value  Scale  was  caused  by  the  revi- 
sion of  the  third  edition  of  the  American  Medical  Asso- 
ciation’s Current  Procedural  Terminology.  After  con- 
siderable effort,  we  were  able,  in  December,  1972,  to  ob- 
tain a draft  of  the  third  edition  and  found  marked 
changes  between  it  and  the  second  edition  which  had 
served  as  the  framework  for  our  study  up  to  that  time. 
This  necessitated  a complete  retyping  of  the  entire  ter- 
minology, with  copies  resubmitted  to  the  various  spe- 
cialty groups  for  their  review  and  response.  At  the  end 
of  May,  we  finally  received  the  printed  edition  of  the 
AMA,  CPT,  and  to  our  dismay  found  numerous  changes 
between  it  and  the  draft.  As  the  MSSNY  had  mandat- 
ed that  we  follow  the  AMA,  CPT,  it  was  deemed  better 
to  further  delay,  and  revise  once  again,  our  RVS  project 
than  to  have  it  out  of  date  before  it  was  even  printed. 
We  are  therefore  again  retyping  and  resubmitting  the 
material  to  the  various  groups  through  the  Interspeci- 
alty Committee.  It  is  hoped  the  project  will  be  com- 
pleted in  the  early  Fall. 

Committee  Functions.  The  MSSNY  has  been  reex- 
amining its  committee  structure  with  a view  to  reorgan- 
izing where  indicated.  Each  division  director  has  been 
asked  to  re-evaluate  the  committees  within  his  division 
and  to  define  their  purposes.  Dr.  Howard  suggested  the 
name  of  this  committee  be  changed  to  the  Socio-Eco- 
nomics Committee. 

Acknowledgments.  Your  chairman  wishes  to  ex- 
press his  appreciation  to  the  members  of  the  committee 
for  their  cooperation  and  attendance  at  meetings;  to 
Max  N.  Howard,  M.D.,  Director  of  the  Division  of  Medi- 
cal Services,  for  his  assistance  and  guidance  in  dealing 
with  many  complicated  and  detailed  matters,  and  to 
Mrs.  Clementine  Thompson  for  her  secretarial  assis- 
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Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

Economics  (Supplementary) 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  writing  the  annual  report,  this  committee  held  a 
meeting  on  January  23,  1974. 

Minutes  of  the  June  6,  1973  meeting  were  read.  Sev- 
eral members  questioned  the  validity  of  the  statement 
that  only  8%  of  the  physicians  in  the  State  accepted 
Medicaid  cases,  with  comments  that  in  areas  known  to 


the  questioners  they  felt  the  percentage  was  much  high- 
er. Dr.  Howard  stated  he  had  reaffirmed  this  figure 
after  the  meeting,  Dr.  Edward  Siegel  saying  that  this 
was  the  figure  given  at  a Health  Department  meeting  in 
Albany.  Dr.  Howard  was  requested  to  re-check  this 
item.  (Subsequent  to  this  meeting,  Dr.  Siegel,  in  a con- 
versation with  Albany,  was  told  that  the  8 per  cent  phy- 
sician participation  in  the  Medicaid  program  referred  to 
the  greater  New  York  area;  that  percentages  in  other 
parts  of  the  State  were  higher,  but  many  physicians  in 
the  latter  area  saw  so  few  Medicaid  patients  that  for  all 
practical  purposes  they  were  not  “participating  physi- 
cians.”) 

Relative  Value  Scale.  The  factors  that  had  delayed 
the  completion  of  the  revision  of  the  Relative  Value 
Scale  were  reviewed  and  the  progress  made  since  the 
last  report  and  the  present  status  of  the  project  were 
given  in  detail.  Notice  was  taken  of  some  of  the  most 
recent  problems  that  had  arisen  within  the  interspeci- 
alty group,  the  steps  being  taken  to  resolve  them,  the 
few  sections  that  still  remain  to  be  completed  and  the 
expectation  that  the  final  draft  would  be  completed 
prior  to  the  Society’s  annual  meeting  in  February,  1974. 

The  manner  in  which  this  committee  is  to  proceed 
after  the  final  draft  is  received  was  discussed.  It  was 
pointed  out  that  the  original  charge  to  revise  the  Rela- 
tive Value  Scale  was  to  the  Economics  Committee,  and 
although  most  of  the  work  was  not  being  performed 
within  the  Interspecialty  Committee,  the  actions  of  the 
latter  group  would  still  have  to  be  referred  to  and  ap- 
proved by  the  Economics  Committee  before  presenta- 
tion to  either  the  Council  or  the  House  of  Delegates. 
The  thoroughness  with  which  the  Interspecialty  Com- 
mittee was  dealing  with  the  problems  was  emphasized, 
as  was  the  fact  that  marked  differences  existed  in  only  a 
limited  number  of  procedures.  The  methods  of  chal- 
lenging the  figures  submitted  by  the  various  groups  was 
outlined  and  a copy  of  the  semi-final  draft  was  shown  as 
a demonstration.  After  discussion  it  was  agreed  that  as 
soon  as  the  final  draft  was  completed,  it  would  be  dis- 
tributed to  all  members  of  the  Economics  Committee 
for  their  review,  and  at  the  next  meeting  the  chairman 
of  the  Interspecialty  Committee  be  invited  to  attend  so 
that  final  decisions  could  be  made. 

The  question  of  future  revisions  of  the  Relative  Value 
Scale  was  discussed.  The  RVS  was  to  be  a dynamic 
document  and  this  committee  has  already  stated  and 
now  reaffirms  that  it  will  be  reviewed  annually,  with 
input  from  the  Interspecialty  Committee  and  other  in- 
volved groups  so  that  changes  in  the  relativity  can  be 
made,  when  warranted  to  reflect  changing  patterns  in 
the  practice  of  medicine.  As  to  the  necessity  of  a RVS, 
it  was  felt  that  if  the  physicians  did  not  develop  such 
scales  it  would  be  imposed  upon  them  by  governmental 
agencies. 

Relative  Value  Scale — Variable  Conversion  Fac- 
tors. Both  MSSNY  and  the  Peat,  Marwick,  Mitchell  & 
Co.,  studies,  as  well  as  Social  Service  Administration 
surveys,  have  established  that  there  is  a considerable 
variation  in  the  range  of  fees  charged  by  physicians  of 
similar  skills  for  identical  services,  with  significant  dif- 
ferences between  areas  within  the  State.  Medicare  rec- 
ognizes such  variation  by  establishing  different  payment 
schedules  for  similar  services  on  a regional  basis.  Last 
year  an  Upstate  county  medical  society  introduced  a 
resolution  into  the  House  of  Delegates  that  MSSNY 
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seek  to  revise  Medicare  regulations  to  permit  equal  pay- 
ments irrespective  of  the  physician’s  location;  this  reso- 
lution was  defeated.  Although  the  RVS  would  clearly 
state  it  is  not  a fee  schedule,  but  merely  an  expression  of 
relativity  between  procedures,  to  be  used  as  a guideline, 
MSSNY  would  seek  to  have  our  RVS  serve  as  a basis  for 
negotiation  with  the  Workmen’s  Compensation  Board 
the  next  time  the  WCB  fee  schedule  is  changed.  It  is 
also  possible  that  the  RVS  may  be  used  as  a basis  for  ne- 
gotiation with  other  third  parties. 

Since  the  charge  to  the  Economics  Committee  in  re- 
vising the  RVS  was  that  such  revision  reflect  the  actual 
fees  charged  by  physicians,  it  would  be  necessary  to  uti- 
lize a variable  conversion  factor  to  accomplish  this.  It 
was  moved  and  approved  that  the  following  resolution 
be  introduced  into  the  House  of  Delegates  by  Dr.  Jeff 
Coletti: 

Resolved,  That  the  representatives  of  the  Medi- 
cal Society  of  the  State  of  New  York,  who  negotiate 
for  the  Society,  be  authorized  to  utilize  variable  con- 
version factors  for  application  to  the  Relative  Value 
Scale,  when  such  is  warranted  to  reflect  the  different 
fee  patterns  of  physicians  that  exist  in  various  regions 
of  the  State. 

Physicians  Overhead  Data  Collection.  This  com- 
mittee, some  time  ago,  approved  a project  to  collect 
data,  through  the  specialty  societies  on  the  Interspeci- 
alty Committee,  to  establish  the  overhead  expenses  of 
physicians  in  different  parts  of  the  State.  Medicare  has 
already  stated  that  future  increases  in  physicians’  fee 
profiles  would  be  controlled  by  their  increase  in  ex- 
penses. The  method  by  which  the  Federal  Government 
would  establish  such  expense  increases  has  not  been 
spelled  out.  It  would  be  desirable  for  the  MSSNY  to 
have  such  data  rather  than  to  be  forced  to  accept  the 
government  figures  without  any  basis  for  challenge. 
The  committee  reaffirmed  the  desirability  of  having 
such  data  available  and  it  was  left  to  Dr.  Howard  to  de- 
velop the  methodology.  Dr.  Howard  stated  he  would 
again  approach  the  specialty  societies  so  that  a repre- 
sentative group  from  each  specialty,  distributed  geo- 
graphically throughout  the  State,  could  be  established, 
and  by  year-to-year  comparisons  statistically  valid  fig- 
ures could  be  gathered. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckert,  M.D.,  Acting  for  Charles  A.  Gwynn,  M.D., 
Chairman 

Your  reference  committee  reviewed  the  Annual  and 
Supplementary  Reports  of  the  Economics  Committee. 
It  was  noted  that  they  had  given  much  consideration  to 
the  medical  care  for  the  poor  but,  other  than  last  year’s 
recommendation,  had  no  specific  charge.  The  Relative 
Value  Scale  has  progressed  to  the  point  of  implementa- 
tion when  input  was  received  from  the  Interspecialty 
Committee.  We  commend  the  committee  on  a very 
hard  working  year,  and  your  reference  committee  com- 
pliments Dallas  Billman,  M.D.,  and  his  committee  for  a 
year  of  much  effort. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 


Medical  Care  Insurance 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Medical  Care  Insurance  is  com- 


posed of  the  following: 

Robert  D.  Fairchild,  M.D.,  Chairman Onondaga 

Anthony  J.  Altieri,  M.D Bronx 

Harold  W.  Bales,  M.D Monroe 

Irving  Cramer,  M.D Oneida 

Franz  L.  Ebstein,  M.D Queens 

Sidney  I.  Ft  kin,  M.D Albany 

Samuel  H.  Madell,  M.D New  York 

Monte  Malach,  M.D Kings 

Robert  J.  O’Connor,  M.D Richmond 

Joseph  F.  Shanaphy,  M.D Richmond 

H.  Gregory  Thorsell,  M.D Chautauqua 

Daniel  H.  Webster,  M.D Clinton 


A meeting  was  held  on  June  7,  1973,  at  the  Medical 
Society  of  the  State  of  New  York,  Lake  Success,  N.Y. 

Standards  for  Approval  of  Blue  Shield  Plans. 
The  status  of  these  standards  was  reviewed.  Problems 
had  arisen  in  their  application  because  several  of  the 
plans  in  the  State  were  not  in  conformity  with  all  the 
provisions.  In  Erie  County  the  problem  had  become 
acute,  with  the  National  Association  of  Blue  Shield 
Plans  and  the  AMA  becoming  involved  in  attempting  to 
solve  it.  To  date,  no  solution  satisfactory  to  both  the 
Medical  Society  of  the  County  of  Erie  and  the  Blue 
Shield  of  Western  New  York  has  been  reached.  At 
issue  is  the  demand  by  the  Medical  Society  of  the  Coun- 
ty of  Erie  that  its  Foundation  be  enabled  to  bargain  as  a 
group  with  the  Blue  Shield  rather  than  its  physician 
members  as  individuals. 

The  revision  of  the  Standards  presented  to  the  House 
of  Delegates  in  February,  1973,  was  designed  to  elimi- 
nate the  above  and  other  problems.  The  reference  com- 
mittee of  the  House  of  Delegates  recommended  a major 
change,  namely: 

A physician  would  not  be  eligible  to  sit  on  the 
Board  of  Directors  of  a Blue  Shield  Plan  unless  he 
participated  in  all  the  contracts  afforded  by  that 
Plan. 

This  committee  had  recommended  that: 

A physician  be  eligible  to  be  a Director  if  he  partici- 
pated in  at  least  one  of  the  contracts  afforded. 

The  committee,  after  discussion,  concluded  that  the 
new  wording  by  the  reference  committee  would  disqual- 
ify many  physicians  who  agreed  to  participate  in  the  low 
income  contracts  but  would  not  accept,  as  full  payment, 
contracts  covering  high  income  patients.  It  was  moved 
that  the  matter  be  referred  back  to  the  Council  with  the 
following  recommendations: 

1.  That  the  word  Guidelines  be  substituted  for 
Standards; 

2.  That  the  definition  of  “participating  physi- 
cians” be  changed  to  our  original  recommendation,  as 
follows: 

Professional  Participation:  The  physicians  on  the 
governing  body  shall  be  participating  physicians  (a 
physician  who  has  signed  one  or  more  of  the  physician 
agreements  offered  by  that  Blue  Shield  Plan)  who  are 
designated  as  nominees  (at  least  two  for  each  position 
vacancy  on  the  governing  Board)  to  the  nominating 
committee  of  the  Blue  Shield  Plan,  by  the  local  coun- 
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ty  medical  society  or  societies,  and/or  the  Medical  So- 
ciety of  the  State  of  New  York. 

Annual  Reports  of  Blue  Shield  Plans.  The  divi- 
sion has  for  years  summarized  the  annual  reports  of  the 
Blue  Shield  Plans.  This  entailed  considerable  work  and 
in  essence  was  no  more  than  a recapitulation  of  material 
that  we  had,  and  would  continue  to  keep,  on  file.  The 
director  questioned  the  necessity  for  continuing  this  ac- 
tivity, noting  that  the  Committee  on  Economics  had 
voted  this  an  unnecessary  repetition.  After  discussion, 
the  committee  voted  that  annual  reports  to  members  of 
the  committee  no  longer  be  compiled  and  forwarded, 
with  the  understanding  that  the  material  would  still 
continue  to  be  received  and  filed  in  the  Division  of  Med- 
ical Services. 

Health  Insurance  ID  Cards.  The  MSSNY  has 
voted  that  carriers  make  such  cards  available  to  their 
subscribers  to  be  presented  to  treating  physicians  to 
ease  the  reporting  burden.  The  committee,  on  previous 
occasions,  had  discussed  this  matter,  and  being  aware 
that  the  National  Blue  Shield  had  instituted  a pilot 
project  using  such  cards,  had  voted  to  delay  any  further 
action  until  the  results  of  the  pilot  project  was  available. 
To  date  no  further  information  has  been  received. 

UC-90  Plan.  The  United  Medical  Service  has  had 
limited  success  on  selling  this  contract  to  subscribers, 
attributing  this  to  the  restrictions  imposed  by  the  Su- 
perintendent of  Insurance.  There  have  been  reports 
that  a number  of  physicians  who  had  signed  up  to  par- 
ticipate in  this  program  subsequently  resigned.  After 
discussion  it  was  concluded  that  the  committee  should 
still  withhold  approval  of  this  program. 

Resolution  #73-27  (Withdrawal  of  Medicaid  Fees 
for  Hemodialysis).  The  action  of  the  New  York  State 
Department  of  Social  Services  and  Health  in  altering 
the  method  of  payment  to  physicians  providing  Hemo- 
dialysis services  was  discussed.  It  was  noted  that  this 
treatment  was  performed  by  technicians  rather  than 
physicians,  and  that  physicians  would  be  paid  only  when 
specific  special  services  are  rendered.  The  new  provi- 
sions of  H.R.  1 covering  dialysis  therapy  may  clarify  the 
problem  by  establishing  specific  guidelines.  The  com- 
mittee voted  to  inform  the  Council  that  it  is  in  agree- 
ment with  Resolution  # 73-27  and  recommends  its  im- 
plementation. 

Resolution  / 73-76  (Change  in  Medicaid).  This 
resolution  deals  with  the  charges  of  mismanagement, 
fraud,  and  improper  delivery  of  medical  care  to  Medi- 
caid recipients,  as  documented  in  press  releases.  The 
reasons  so  many  reputable  physicians  have  declined  to 
participate  in  the  Medicaid  program  were  reviewed. 
With  regard  to  those  physicians  against  whom  the  above 
charges  were  leveled,  this  is  a problem  for  the  Medicaid 
administrators  to  pursue  since  we  have  no  direct  knowl- 
edge of  such.  The  abuses  by  “Medicaid  Mills,”  as  well 
as  the  high  cost  per  visit  in  hospital  outpatient  facilities, 
were  noted.  That  more  efficient,  personal,  and  continu- 
ous care  could  be  rendered  in  physicians’  offices  at  a 
lower  cost,  was  emphasized. 

Medical  Care  For  The  Poor.  The  action  of  the 
Economics  Committee  in  regard  to  medical  care  for  the 
poor  was  presented.  The  committee  concurred  that  ref- 
erence to  “physicians’  associates  and  nurse  clinicians” 
should  be  deleted.  Medicaid  fees  should  be  realistic  to 
attract  physicians  who  render  good  quality  care.  The 
discussion  was  summarized  in  the  following  three  reso- 
lutions, approved,  and  forwarded  to  the  Council: 


1.  That  this  committee  concurs  in  the  recommen- 
dations on  Medical  Care  for  the  Poor  submitted  by 
the  Economics  Committee  and  recommends  their  im- 
plementation; 

2.  That  the  administration  of  the  Medicaid  pro- 
gram in  New  York  State  be  transferred  from  govern- 
mental to  nongovernmental  agencies  serving  as  fiscal 
intermediaries,  similar  to  the  Medicare  arrangement, 
with  an  indemnity  provision  to  encourage  and  broad- 
en the  base  of  participating  physicians; 

3.  That  MSSNY  offer  its  services  to  the  advisory 
committees  on  Medicaid  programs  to  establish  peer 
review  criteria  to  insure  the  quality  of  medical  care  to 
Medicaid  patients. 

Resolution  73-83  (Medicaid  Action  to  Mandate 
Use  of  Generic  Prescriptions).  This  resolution  ad- 
dresses itself  to  the  problem  created  by  the  New  York 
City  Department  of  Social  Welfare  issuing  a Medicaid 
formulary  which  restricts  the  physician’s  choice  in  or- 
dering the  drugs  which,  in  his  judgment,  are  best  suited 
to  the  patient’s  needs.  The  procedure  to  obtain  autho- 
rization to  prescribe  a drug  not  included  in  the  formu- 
lary is  so  cumbersome  as  to  be  practically  inoperative. 
The  committee  is  in  agreement  with  the  resolution  and 
recommends  that  the  Council  take  all  measures  possible 
to  seek  modification  of  the  objectionable  features  of  the 
formulary. 

Resolution  / 73-92  (Establishment  of  Universal 
Standard,  or  Master  Form  for  Physician’s  Reports 
to  Third  Parties).  The  committee  had  previously  de- 
ferred action  on  a similar  resolution,  being  aware  that  an 
AMA  committee  was  developing  such  a form.  A draft 
of  the  proposed  AMA  form  has  been  received  but  it  has 
still  not  been  approved.  It  was  expected  that  it  would 
appear  in  its  final  form  in  the  near  future.  Accordingly, 
it  is  recommended  that  this  resolution  be  held  in 
obeyance  pending  the  completion  of  the  AMA  form. 

New  Born  In-Hospital  Infant  Care.  There  have 
been  many  communications  from  various  pediatric 
groups  asking  that  such  care  be  covered  by  health  insur- 
ance policies.  Dr.  Howard  attended  a meeting  held 
with  the  Superintendent  of  Insurance  about  three 
months  ago  in  which  representatives  from  the  Pediatri- 
cians proposed  such  coverage.  The  superintendent 
voiced  concern  that  such  mandated  coverage  would 
unduly  increase  premiums,  with  the  burden  on  the  pen- 
sioned and  older  groups  who  would  derive  no  benefit 
from  such  coverage.  The  committee  approved  a recom- 
mendation to  the  Council  that  all  health  insurance  poli- 
cies, containing  maternity  coverage,  in  New  York  State, 
be  mandated  to  include  new  born  inhospital  infant  care. 

Committee  Organization.  The  letter  of  May  21 
from  the  executive  vice-president,  requesting  reexami- 
nation and  redefinition  of  the  aims  and  purposes  of  the 
Medical  Care  Insurance  Committee,  was  discussed. 
The  members  of  this  committee  were  asked  to  give 
thought  to  this  topic  and  to  forward  their  suggestions  to 
the  Society. 

Blue  Cross  Community  Health  Plan.  The  new  law 
permitting  hospitals  to  operate  as  a health  maintenance 
organization  was  discussed.  It  was  noted  that  the  Blue 
Cross-Long  Island  Jewish  Hospital  HMO  has  been 
formed  and  will  be  in  operation  in  the  very  near  future. 
Our  President,  Thomas  F.  McCarthy,  M.D.,  has  empha- 
sized that  where  the  patient  has  a choice  between  the 
traditional  fee-for-service  physician  and  a competitive 
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HMO  plan,  the  former  must  not  be  penalized  by  subsid- 
izing the  latter.  For  a meaningful  comparison  between 
the  various  alternatives  of  health  care  delivery  systems, 
criteria  must  be  established  that  will  permit  accurate 
and  valid  evaluations  as  to  the  quality,  availability,  and 
the  cost  of  these  systems. 

Acknowledgments.  Your  chairman  wishes  to  ex- 
press his  appreciation  to  the  members  of  the  committee 
for  their  cooperation  and  attendance  at  meetings;  to 
Max  N.  Howard,  M.D.,  director  of  the  division  of  Medi- 
cal Services,  for  his  assistance  and  guidance  in  dealing 
with  many  complicated  and  detailed  matters  and  to 
Mrs.  Clementine  Thompson  for  her  secretarial  assis- 
tance. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 

Medical  Care  Insurance  (Supplementary) 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  Annual  Report,  this  committee  held  a meet- 
ing on  November  29,  1973. 

The  committee  was  informed  that  the  Council  had 
approved  the  committee’s  recommendation  for  a change 
of  wording  of  the  paragraph  “Professional  Participa- 
tion” in  the  Standards  For  Approval  by  the  Medical  So- 
ciety of  the  State  of  New  York  of  New  York  State  Medi- 
cal Care  Plans.  In  effect,  this  action  by  the  Council  re- 
established the  original  text  by  this  committee  which 
had  been  altered  by  the  Reference  Committee  in  the 
course  of  the  Annual  Meeting  of  the  MSSNY  in  Feb- 
ruary, 1973. 

The  differences  between  the  Erie  County  Medical  So- 
ciety and  the  Blue  Shield  Plan  of  Western  New  York, 
Inc.,  were  discussed.  We  have  no  new  information  to 
report  since  at  no  time  has  the  MSSNY  been  a party  to 
or  been  informed  of  the  discussions  taking  place  be- 
tween the  two  groups  mentioned,  meeting  with  rep- 
resentatives of  the  National  Association  of  Blue  Shield 
Plans  and  the  AMA.  The  chairman  reported  that  of  the 
seven  issues  in  dispute,  he  believed  six  had  been  re- 
solved in  a manner  satisfactory  to  the  two  disputants; 
the  one  remaining  difficult  issue  was  the  demand  by  the 
Medical  Society  of  the  County  of  Erie  that  it  be  empow- 
ered to  speak  for  all  doctors  participating  in  the  pro- 
gram. An  attempt  will  be  made  to  obtain  further  infor- 
mation in  regard  to  the  remaining  problem. 

The  AMA  has  completed  its  uniform  health  insurance 
claim  form  for  accident  and  health  insurance  and  it  is 
now  available  for  purchase.  A communication  from  Mr. 
Woodford  Burnette,  Assistant  Director,  Department  of 
Health  Insurance  of  the  AMA  was  read.  The  desirabil- 
ity of  a standardized  health  insurance  form  to  lessen  the 
paper  work  burden  in  physicians’  offices  was  stressed  by 
the  committee.  In  the  discussion  it  was  pointed  out 
that  our  committee  was  attempting  to  have  carriers  fur- 
nish ID  cards  that  could  be  used  with  an  imprinter,  and 
that  the  present  form  did  not  lend  itself  to  such  use.  It 
was  also  pointed  out  that  our  Society  had  voted  to  use 
the  AMA's  Current  Procedural  Terminology,  five  digit 
code,  so  that  standardization  could  be  attained.  The 
carriers’  problems  of  changing  their  computers  from  a 
four  to  a five  digit  code  were  noted,  with  comments  that 
those  we  had  communicated  with  felt  they  could  adapt 
one  to  the  other,  and  with  a further  comment  that  if 
physicians  used  the  five  digit  code  the  carriers  would 


eventually  have  to  change  over  and  this  uniformity  was 
desirable. 

It  was  moved  and  unanimously  passed  that  this  com- 
mittee recommend  to  the  MSSNY  Council  that  the  So- 
ciety endorse  the  AMA  uniform  claim  form  for  health 
insurance  for  use  by  physicians,  and  that  MSSNY  re- 
quest all  insurance  carriers  in  the  State  of  New  York, 
writing  health  insurance  coverage,  to  utilize  this  form. 

It  was  moved  and  unanimously  passed  that  this  com- 
mittee recommend  to  the  Council  that  the  MSSNY 
communicate  to  the  AMA  the  recommendations  that  in 
the  reprinting  of  the  form,  provision  be  made  for  the  use 
of  an  ID  imprint  box,  and  that  the  term  “Procedure 
Code”  have  added  to  it,  in  parenthesis,  (AMA,  CPT). 

The  efforts  of  our  Society  to  have  carriers  furnish 
their  subscribers  with  ID  cards  suitable  for  use  with  an 
imprinter  were  reviewed,  presenting  the  pro  and  con 
views.  The  Federal  Employees  Program  of  the  Nation- 
al Association  of  Blue  Shield  Plans  now  utilizes  such 
cards,  and  preliminary  reports  indicate  no  significant 
problems  in  its  utilization.  In  response  to  our  original 
communication  to  carriers  within  New  York  State  as  to 
the  feasibility  of  imprint  type  ID  cards,  only  the  GHI  re- 
sponded affirmatively.  It  was  moved  and  passed  that 
the  director  of  the  Medical  Services  Division  of  MSSNY 
discuss  the  use  of  such  ID  cards  by  GHI  and,  if  such  is 
accomplished,  we  then  study  the  results  as  a pilot  proj- 
ect before  we  again  approach  other  carriers. 

Dr.  Howard  outlined  MSSNY’s  project  to  review, 
streamline  and  redefine  all  committees,  and  although 
final  decisions  had  not  yet  been  arrived  at,  it  was  likely 
that  this  committee  would  remain  with  its  present  title 
and  functions.  Discussion  has  indicated  the  likelihood 
that  the  problems  this  committee  will  have  to  deal  with 
would  increase,  in  which  case  it  might  be  necessary  to 
enlarge  the  membership  and  develop  subcommittees  to 
deal  with  specialized  problems.  The  overlapping  of  ac- 
tivities between  committees  and  different  divisions  of 
the  Society  was  unavoidable  in  some  areas  and  adequate 
communication  between  such  committees  was  required. 
Dr.  Howard  stated  he  felt  this  was  a function  he  must 
concern  himself  with  and  that  the  cooperation  between 
the  directors  of  the  different  divisions  was  such  that  he 
foresaw  no  difficulty  in  maintaining  such  interrelation- 
ships. 

The  activities  of  IX-C  carriers  as  well  as  other  groups 
in  enlarging  their  scope  to  encompass  hospital,  home 
services  and  HMO  activities,  and  the  resultant  effect  on 
the  physicians  who  elected  to  practice  on  a fee-for-ser- 
vice  basis,  were  discussed.  The  recent  changes  in  the 
law  permitting  such  enlargement  were  outlined. 
MSSNY  has  taken  the  position  that  the  patient  should 
have  a free  choice  as  to  the  type  of  medical  care  he  wish- 
es to  select  and  that  one  method  of  health  care  delivery 
not  be  subsidized  to  the  detriment  of  another,  so  that  all 
choices  available  to  the  patient  be  on  an  equal  footing. 
The  importance  of  physicians  having  a strong  voice  in 
controlling  physician  care  was  stressed. 

Problems  arising  from  the  increasing  number  of 
health  policies  that  cover  “usual  and  customary”  medi- 
cal fees  was  discussed.  More  and  more  inquiries  are 
being  received,  both  by  county  as  well  as  the  State  Med- 
ical Society,  from  carriers  requesting  an  evaluation  of 
the  “usual  and  customary”  fee  in  particular  cases.  The 
nature  of  the  inquiries  from  the  carriers  indicates  their 
desire  for  a fee  schedule.  The  committee  was  unani- 
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mous  in  feeling  that  a fee  schedule  not  be  established 
except  in  those  instances  where  physicians  negotiate  one 
that  is  acceptable  to  them.  The  principal  that  physi- 
cians have  the  choice  to  participate,  or  not,  in  a health 
care  program,  and  the  freedom  to  establish  fee  patterns 
in  accordance  with  the  circumstances  that  affect  their 
practice,  was  reaffirmed.  In  the  course  of  the  above  dis- 
cussion, the  desirability  of  the  deductible,  coinsurance, 
and  the  indemnity  principle  based  on  the  “usual,  cus- 
tomary, reasonable  and  prevailing”  fee  concept  was  en- 
dorsed by  the  committee.  It  was  noted  that  in  recent 
negotiations  with  a union,  the  Chrysler  corporation  had 
accepted  the  fact  that  the  company  would  pay  any  coin- 
surance amount  required  by  health  policies.  The  Medi- 
care law  (Title  19)  had  been  formulated  with  the  specific 
end  in  mind  that  patients  share,  to  some  degree,  the  cost 
of  their  medical  care  to  control  over-utilization  and 
abuse.  The  Chrysler  contract  therefore  was  in  violation 
of  this  provision  and,  the  committee  felt,  would  negate 
the  three  desirable  features  stated  above. 

It  was  moved  and  passed  that  this  committee  recom- 
mend to  the  Council  that  it  restate  its  endorsement  of 
the  principal  that  all  medical  care  insurance  include  the 
provisions  of  the  deductible,  a coinsurance,  and  an  in- 
demnity provision,  except  for  those  which  meet  the  es- 
tablished criteria  of  the  “Needy.”  It  further  recom- 
mended to  the  Council  that  this  endorsement  be  for- 
warded to  the  AMA  for  its  implementation  in  national 
health  insurance  plans. 

The  article  in  the  New  York  Times,  of  November  26, 
1973,  in  which  an  officer  of  the  Blue  Shield  is  alleged  to 
have  stated  that  the  doctors  in  Manhattan  had  a “gold- 
mine” in  the  Medicare  program,  was  discussed.  This 
led  to  a discussion  of  the  biased  anti-physician  press  re- 
ports that  are  so  common  in  the  news  media,  and  what 
counter  measures  the  Society  might  take.  Mr.  Guy  D. 
Beaumont,  Director  of  the  Division  of  Public  and  Pro- 
fessional Affairs,  was  invited  to  explore  the  subject,  de- 
scribing the  difficulties  we  faced  in  obtaining  publicity. 
It  was  felt  that  to  rebut  unfair  press  releases  MSSNY 
should  develop  material  to  permit  factual  rebuttal  in  the 
socioeconomics  field  and  update  this  material  for  ready 
availability. 

Dr.  Howard  described  a problem  presented  by  a phy- 
sician regarding  a patient  covered  by  the  health  plan  of 
the  District  65  Security  Plan.  The  physician  and  pa- 
tient had  agreed  upon  a fee  for  the  services  rendered 
and  the  patient  was  billed  accordingly.  The  patient  in 
turn  had  presented  the  bill  to  the  Security  Plan  and  had 
received  a letter  from  the  latter  which  stated  that  since 
July  1,  1971,  it  only  pays  medical  bills  directly  to  the 
physician,  and  “for  your  own  protection  please  do  not 
pay  the  doctor  for  medical  services;  have  the  doctor  bill 
the  Security  Plan  direct.  99.5  per  cent  of  the  physicians 
are  cooperating  in  billing  the  union.  Should  your  doc- 
tor refuse,  please  inform  our  medical  department  and 
we  will  no  doubt  obtain  his  agreement.”  Dr.  Howard 
further  described  his  conversations  with  Mr.  Ben  Ber- 
man, the  plan  director,  and  with  Dr.  Barsky,  during 
which  Dr.  Howard  stated  that  MSSNY  would  oppose 
any  restriction  by  any  group  on  the  right  of  a physician 
to  reach  a payment  agreement  that  is  satisfactory  to  him 
and  the  patient,  or  that  would  prevent  a physician  from 
requiring  that  a patient  pay  his  bill  direct  rather  than 
through  a third  party.  The  committee  concurred  in 
these  views.  Dr.  Barsky  stated  he  would  have  to  take 


the  matter  up  with  the  Board  of  Directors  and  would 
communicate  with  Dr.  Howard  after  that  discussion. 
Dr.  Howard  asked  for  and  received  the  consent  of  the 
committee  to  pursue  the  matter  by  expressing  the  Soci- 
ety’s opinions  in  a formal  letter  to  the  Security  Plan. 

The  subject,  refusal  of  physicians  to  complete  insur- 
ance forms  requested  by  the  patient,  or  delaying  such 
completion,  was  discussed.  The  legal  liabilities  in- 
volved were  noted  and  it  was  recommended  that  these 
be  brought  to  the  attention  of  our  members  by  the  edi- 
tor of  the  News  of  New  York  in  a relevant  article.  (Fol- 
lowing the  meeting,  the  Director  learned  that  an  Ad 
Rem  relative  to  this  subject  was  distributed  by  the  Divi- 
sion of  Public  and  Professional  Affairs  on  Oct.  29,  1973. 
A follow-up  article  to  appear  in  the  News  of  New  York  is 
already  in  preparation.)  The  question  of  payment  by 
the  patient  to  the  physician  for  the  completion  of  forms 
was  also  discussed  and  it  was  recommended  that  we  re- 
view previous  position  statements  both  by  our  Society 
and  the  AMA  prior  to  further  discussion. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckert,  M.D.,  Acting  Chairman. 

The  Committee  on  Medical  Care  Insurance  accom- 
plished the  implementation  of  a considerable  number  of 
last  year’s  resolutions.  They  worked  on  the  Newborn 
Inhospital  Infant  Care.  There  was  much  discussion  in 
regard  to  uniform  health  insurance  claim  forms,  but  as 
yet  only  GHI  has  adopted  the  form  as  a pilot  program. 
Your  reference  committee  commends  the  committee 
and  its  chairman,  Robert  D.  Fairchild,  M.D.,  for  a very 
diligent  year. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Workmen’s  Compensation 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Walter  W.  Frederick,  M.D Essex 

Francis  J.  Haley,  M.D Erie 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D Oneida 

John  J.  Phelan,  Jr.,  M.D Albany 

Leonard  Weitzman,  M.D Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  one  occasion  to  consider  prob- 
lems relating  to  workmen’s  compensation  matters. 

RESOLUTIONS: 

The  committee  considered  the  following  resolutions 
which  were  referred  to  it  by  the  House  of  Delegates  in 
February  1973. 

73-5  Multiple  Insurance  Coverage  in  Workmen’s 
Compcnsa  tion. 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  explore  means  and  initiate  appropriate  ac- 
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tion  to  make  payments  legally  feasible  to  physicians 
treating  patients  with  multiple  insurance  coverage  in 
excess  of  compensation  rates,  not  to  exceed  usual  and 
customary  fees  from  benefits  available  under  other 
than  workmen’s  compensation  insurance. 

It  was  felt  that  the  instances  where  the  situation  cov- 
ered by  this  resolution  existed  were  very  few  as  almost 
all  health  policies  contained  an  exclusion  clause  if  the 
illness  or  injury  was  compensable.  Action  on  the  pro- 
posal was  therefore  deferred  pending  further  investiga- 
tion by  staff. 

73-6  Third  Party  Cases  in  Workmen's  Compensation 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  means  and  initiate  appropriate  ac- 
tion to  make  payment  legally  feasible  to  physicians 
treating  patients  with  third  party  coverage  in 
amounts  in  excess  of  compensation  rates,  not  to  ex- 
ceed usual  and  customary  fees. 

The  committee  recommended  that  this  resolution  be 
referred  to  the  Legislation  Committee  to  draft  an  appro- 
priate bill  to  be  introduced  in  the  Legislature.  A posi- 
tion paper  was  developed  and  submitted  to  the  Commit- 
tee on  State  Legislation  to  accomplish  the  intent  of  the 
resolution.  It  is  hoped  that  the  Legislation  Committee 
will  be  successful  in  having  such  an  amendment  to  the 
Law  introduced  and  passed  by  the  1974  Legislature. 
73-43  Authorization  for  Treatment  of  Patient  in 
Workmen’s  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 
to  raise  the  limit  at  which  authorization  for  expendi- 
tures for  examinations  and  treatment  such  as  special- 
ist’s consultations,  surgical  procedures,  x-rays,  physi- 
cal therapy,  etc.,  must  be  obtained  from  employer, 
carrier,  or  referee  from  $35.00  to  at  least  $75.00  to  re- 
late it  to  present  day  fees. 

The  Medical  Society  of  the  State  of  New  York  was 
successful  in  having  a bill  introduced  into  the  Legisla- 
ture and  passed  by  both  Houses  amending  Section  13- 
a(5)  increasing  from  $35.00  to  $75.00  claims  for  special- 
ist consultations,  surgical  operations  or  physiotherapeu- 
tic procedures  as  valid  without  prior  authorization  by 
the  employer,  carrier  or  Board.  The  bill  has  been 
signed  by  the  Governor  and  became  effective  on  June  5, 
1973. 

73-45  Workmen’s  Compensation  Board  Hearings 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  W’orkmen’s  Compensation 
Board: 

1.  To  establish  branches  in  the  different 
counties,  so  as  to  make  such  loss  of  travel  time  un- 
necessary and  to  raise  the  fee  for  the  hearing  itself 
to  $100.00, 

2.  To  raise  the  fee  for  attendance  at  the  hearing 
to  $150.  minimum  to  compensate  for  the  three 
hours  required  if  the  establishment  of  such  branch- 
es in  the  different  counties  is  not  feasible, 

3.  That  where  travel  time  of  a considerable  ex- 

tent is  necessary  for  a physician  to  attend  a hearing 
for  workmen’s  compensation,  adequate  compensa- 
tion be  paid  to  that  physician  for  the  time  lost  from 
his  practice.  ' 

Action  has  already  been  taken  in  regard  to  the  mat- 
ters covered  in  the  resolution.  The  inconvenience  to 
physicians  by  the  poor  location  of  hearing  sites  was 
brought  to  the  attention  of  the  Advisory  Committee  on 
the  Medical  Fee  Schedule  and  Allied  Problems  of  the 


Workmen’s  Compensation  Board  and  to  the  administra- 
tive staff  of  the  Board.  As  a result  some  new  hearing 
points  have  been  set  up  and  others  are  under  consider- 
ation. The  Medical  Society  of  the  State  of  New  York 
will  continue  to  monitor  this  problem  and  attempt  to 
have  the  Workmen’s  Compensation  Board  establish 
more  convenient  hearing  sites  as  warranted.  Problems 
in  this  area  should  be  brought  to  the  attention  of  the 
Council  Committee  on  W’orkmen’s  Compensation. 

In  regard  to  part  2 of  this  resolution  it  was  noted  that 
fees  to  physicians  for  attendance  at  hearings  had  been 
increased  from  $20.00  to  $30.00  for  general  practitioners 
and  from  $35.00  to  $45.00  for  specialists.  These  in- 
creases became  effective  January  1,  1973.  The  commit- 
tee noted  that  the  increases  were  a token  rather  than  ad- 
equate compensation  to  the  physician  for  the  time  in- 
volved in  attending  such  hearings.  It  was  also  the  con- 
sensus of  the  committee  that  the  payment  should  not 
differentiate  between  general  practitioners  and  special- 
ists but  be  the  same  for  all  physicians. 

The  committee  recommends  that  the  Council  instruct 
its  representatives  on  the  Advisory  Committee  to  resub- 
mit its  request  that  the  minimum  fee  for  a physician’s 
attendance  at  a hearing  be  set  at  $100.  with  higher  fees 
allowed  where  the  time  in  travel  warrants  such. 

73-46  Fees  for  Treatment  of  Multiple  Injuries  in 
Workmen’s  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  urge  the  Workmen’s  Compensation  Board 

to  remove  the  present  limitations  on  the  total  fee. 

The  present  fee  schedule  limits  the  total  payments  for 
the  concurrent  care  of  multiple  injuries  to  a maximum 
of  two  times  the  greatest  fee.  The  committee  was  of  the 
opinion  that  such  limitation  was  arbitrary  and  that  its 
abrogation  should  be  sought.  It  was  noted  that  the 
Medical  Society  of  the  State  of  New  York  expected  that 
the  next  revision  of  the  Workmen’s  Compensation  Fee 
Schedule  would  be  based  on  our  own  Relative  Value 
Scale  and  the  latter’s  guidelines.  It  was  also  noted  that 
under  the  present  guidelines,  where  multiple  injuries  are 
of  such  nature  as  to  require  unusual  time  and  effort,  the 
physician  could  resort  to  A & A billing.  Where  the  car- 
rier would  not  recognize  that  unusual  circumstances 
pertained,  the  billing  would  be  submitted  to  the  arbitra- 
tion committee.  The  latter  has  in  the  past  shown  an 
awareness  of  such  circumstances  in  determining  the  fees 
due  the  physician.  The  committee  felt  that,  in  many 
instances,  if  physicians  would  append  a note  of  explana- 
tion in  justification  of  a fee  above  that  established  in  the 
workmen’s  compensation  fee  schedule,  a good  number 
of  these  bills  would  be  paid  without  going  to  arbitration. 

The  problem  attending  the  interpretation  of  the  rule 
“where  therapeutic  procedure  or  treatment  is  of  a minor 
character  and  the  fee  for  the  procedure  or  treatment  is 
in  excess  of  the  fee  for  the  office  visit,  the  greater  fee 
(not  both  fees)  is  payable,”  was  also  discussed  by  the 
committee.  The  varying  interpretations  of  this  phrase 
has  created  many  problems,  and  over  the  past  two  years 
repeated  suggestions  have  been  made  to  the  carriers 
that  to  avert  these  difficulties  a combined  partial  office 
visit  fee  plus  procedure  fee  group  be  established.  Be- 
fore publication  of  the  fee  schedule  on  January  1,  1973, 
the  carriers  had  appeared  agreeable  to  such  but  at  the 
last  moment  had  withdrawn  their  agreement  pending 
further  evaluation.  The  Medical  Society  of  the  State  of 
New  York  intends  to  urge  the  adoption  of  its  suggestion. 
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Fee  Schedule.  The  new  Workmen’s  Compensation 
Fee  Schedule  was  promulgated  on  January  1,  1973  and  a 
copy  was  mailed  to  all  physicians  in  New  York  State  by 
the  Workmen’s  Compensation  Board.  There  have  been 
a few  complimentary  remarks  relative  to  those  proce- 
dures previously  grossly  underpaid  and  now  considera- 
bly increased,  but  in  the  main  the  comments  received 
were  of  the  nature  that  fees  were  still  inadequate.  Be- 
cause of  a typographical  error  in  the  draft  submitted  by 
the  New  York  Chapter  of  the  American  College  of  Radi- 
ology for  the  unit  value  for  lumbosacral  x-rays,  the  con- 
version factor  for  radiology,  as  it  first  appeared,  was  er- 
roneous. As  soon  as  this  error  was  detected,  the  conver- 
sion factor  was  recalculated  and  we  were  able  to  con- 
vince the  chairman  that  this  sum  should  be  $13.70  rath- 
er than  $11.90. 

Relative  Value  Scale.  The  Division  of  Medical 
Services  has  spent  an  enormous  amount  of  time  on  the 
problems  involved  in  changing  from  the  comparatively 
simple  format  of  the  previous  workmen’s  compensation 
fee  schedules  to  the  new  schedule  based  on  a relative 
value  scale.  Because  our  Society’s  revision  of  its  1965 
Relative  Value  Scale  was  not  available  at  the  time  nego- 
tiations commenced,  it  was  voted  to  utilize  the  1969  Cal- 
ifornia Relative  Value  Study  for  the  negotiations  that 
lead  to  the  January  1973  schedule.  The  conversion  fac- 
tors applicable  on  January  1,  1973  were  arrived  at  after 
an  analysis  of  450  files  in  carriers  offices,  selected  on  a 
random  basis  and  conducted  in  a manner  satisfactory  to 
a statistician.  It  was  recognized  that  the  sampling  was 
small  and  hence  might  not  be  truly  representative.  Ac- 
cordingly, it  was  stipulated  that  another  study  be  made 
in  the  early  part  of  1973  to  test  whether  the  conversion 
factors  would  in  fact  result  in  an  overall  10  per  cent  in- 
crease in  each  of  the  five  sections  of  the  schedule,  with 
any  corrections  warranted  by  this  study  to  become  ef- 
fective July  1,  1973.  The  two  sections  in  question  were 
those  of  radiology  and  surgery. 

Because  of  the  differences  of  opinions  as  to  the  meth- 
odology to  be  applied  in  conducting  the  new  study,  the 
latter  was  not  begun  until  the  end  of  June  1973.  Our 
Society  insisted  that  any  changes  be  retroactive  to  July 
1,  1973  and  this  was  agreed  to. 

The  new  study  was  based  on  the  review  of  2,000  files, 
again  randomly  selected.  These  files  were  not  only  ana- 
lyzed by  our  Division  Director,  Max  N.  Howard,  M.D., 
but  also  independently  by  the  New  York  Compensation 
Insurance  Rating  Board.  There  was  considerable  dif- 
ference in  the  results  between  these  two  studies  and 
when  challenged,  that  made  by  the  Medical  Society  of 
the  State  of  New  York  proved  to  be  more  valid,  and  the 
latter  was  used  as  the  basis  for  correcting  the  conversion 
factors.  As  of  July  1,  1973,  the  conversion  factor  for 
surgery  was  corrected  by  raising  it  from  $27.50  to  $31.00, 
and  that  of  radiology  from  $13.70  to  $15.00. 

We  had  also  stipulated  in  January  of  1973  that  the 
conversion  factors  would  be  open  for  review  as  of  Janu- 
ary 1,  1974  and  we  will  be  pressing  for  another  increase 
as  of  that  date. 

Physicians  must  keep  in  mind  that  the  above  in- 
creases may  not  be  available  to  them  if  a significant  por- 
tion of  their  income  derives  from  the  treatment  of  work- 
men’s compensation  claimants  and  if  the  net  result  is  to 
increase  their  income  above  the  guidelines  established 
by  the  Plconomic  Stabilization  Program.  Although  the 
State  Law  stipulates  that  physicians  may  not  charge  less 
than  the  fee  schedule  for  services  rendered  to  workmen’s 


compensation  patients,  the  Federal  Law  negates  this  if 
any  fees  result  in  a greater  income  increase  than  permit- 
ted by  the  Regulations  of  the  Cost  of  Living  Council. 

Family  Physicians.  The  request  of  our  Society  that 
the  Chairman  of  the  Workmen’s  Compensation  Board 
grant  Board  Certified  and  Board  Eligible  family  physi- 
cians a special  designation  (FP)  was  again  denied  in 
spite  of  a presentation  not  only  by  the  physician  mem- 
bers of  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  but  also  by  representa- 
tives from  the  New  York  Chapter  of  the  American  Acad- 
emy of  Family  Physicians  and  Edmund  Pellegrino, 
M.D.,  Vice-President  for  Health  Services,  State  Univer- 
sity of  New  York  at  Stony  Brook.  Reacting  to  the  rejec- 
tion the  committee  has  again  recommended  that  our  re- 
quest for  such  designation  be  resubmitted  and  its  adop- 
tion sought  by  all  possible  means. 

The  Advisory  Committee  on  he  Medical  Fee  Sched- 
ule and  Allied  Problems  adopted  the  recommendation 
of  our  Society  that  the  latter  review  all  of  the  present 
special  code  letters  signifying  the  fields  of  expertise  of 
physicians  authorized  to  treat  workmen’s  compensation 
claimants  and  make  recommendations  to  the  Advisory 
Committee  as  to  warranted  revisions.  Obviously,  in 
view  of  the  preceding  paragraph,  the  Council  Committee 
will,  as  part  of  this  revision,  recommend  a FP  designa- 
tion for  qualified  family  physicians. 

Hearings  for  Arbitrations.  There  have  been  in- 
stances where  physicians  have  requested  that  arbitra- 
tion involving  them  and  patients  they  have  treated  be 
held  outside  their  county  medical  society’s  jurisdiction. 
It  was  learned  that  such  requests  in  the  past  have  been 
granted.  This  committee  expressed  its  disapproval  of 
such  transfer  based  on  the  opinion  that  peer  review 
should  be  conducted  at  the  local  regional  level  whenever 
feasible  so  that  a representative  of  the  county  medical 
society  will  be  a member  of  the  arbitration  committee. 
Circumstances  that  pertain  in  an  area  are  best  known  to 
the  physicians  practicing  therein.  There  may  be  in- 
stances where  the  circumstances  are  such  as  to  justifia- 
bly warrant  a transfer  from  one  county  society’s  juris- 
diction to  another,  but  such  have  not  yet  come  to  the  at- 
tention of  this  committee. 

Chiropractic  Legislation.  As  part  of  the  overall  ef- 
fort by  the  Medical  Society  of  the  State  of  New  York  to 
defeat  the  bill  that  would  permit  chiropractors  to  treat 
workmen’s  compensation  patients,  this  committee 
mounted  an  intensive  campaign.  We  were,  unfortu- 
nately, unsuccessful  and  the  bill  was  passed  and  signed 
by  the  Governor.  We  feel  that  this  action  is  a disservice 
to  the  patients  involved. 

Joint  Meeting  of  Chairmen  of  Workmen’s  Com- 
pensation Committees.  The  second  joint  meeting  be- 
tween the  members  of  this  committee  and  chairmen  of 
county  medical  society  workmen’s  compensation  com- 
mittees was  held  during  the  Annual  Meeting  of  the 
State  Medical  Society.  It  again  proved  to  be  fruitful 
and  based  on  the  expressions  of  those  attending  this 
practice  will  be  continued.  It  is  hoped  that  more  chair- 
men of  county  medical  society  workmen’s  compensation 
committees  will  arrange  to  attend  this  joint  meeting  so 
that  they  can  participate  in  the  discussions  held.  This 
committee  welcomes  such  participation  and  solicits  no- 
tification of  problems  in  this  area  addressed  to  the  di- 
rector of  the  Division  so  that  the  committee  can  consid- 
er and  act  on  such. 
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In  addition  to  the  major  activities  noted  above,  this 
committee  has  dealt  with  many  individual  problems 
arising  in  the  field  of  workmen’s  compensation,  both  in 
formal  ways  and  by  correspondence  and  telephone  at 
other  times. 

Arbitrations.  During  the  past  year  64  arbitration 
sessions  were  held  throughout  the  State;  the  director  at- 
tended 20  of  these.  Total  cases  submitted  for  arbitra- 
tion amounted  to  1286;  214  physicians  appeared  person- 
ally at  the  arbitrations;  721  were  settled  at  the  time  of 
arbitration;  170  were  settled  without  arbitration;  and 
181  were  postponed. 

Acknowledgments.  The  chairman  hereby  wishes  to 
express  his  thanks  to  the  members  of  the  committee 
who  have  given  so  generously  of  their  time  and  effort. 
The  Director  of  the  Division,  Max  N.  Howard,  M.D., 
and  his  administrative  assistant,  Miss  Alice  E.  Wheeler, 
deserve  special  commendation  for  the  major  efforts  they 
have  made  in  revising  and  modifying  the  Workmen’s 
Compensation  Fee  Schedule.  They  have  presented  the 
views  of  organized  medicine  in  an  effective  and  respon- 
sible way  to  the  insurance  industry  and  to  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems.  It  is  impossible  to  indicate  in  a brief  report 
the  amount  of  time  and  effort  they  have  expended  on 
our  behalf  in  these  deliberations.  The  entire  committee 
recognizes  and  appreciates  the  importance  of  this  work. 

Respectfully  submitted, 

John  H.  Morton,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckert,  M.D.,  Acting  Chairman. 

A major  portion  of  the  activities  of  this  committee  for 
the  past  year  has  been  devoted  to  resolving  problems 
arising  from  the  adoption  of  a Relative  Value  Scale  with 
marked  progress  achieved.  We  have  noted  that  at  the 
last  meeting  of  the  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  of  the  Workmen’s 
Compensation  Board,  agreement  was  reached  on  a 5 per 
cent  increase  in  the  conversion  factors,  subject  to  ap- 
proval by  the  chairman  of  the  Workmen’s  Compensa- 
tion Board.  Upon  approval,  the  increase  will  become 
effective  on  April  1st.  We  also  note  that  the  committee 
will  continue  its  efforts  to  have  the  “FP”  designation  for 
qualified  family  physicians  established  by  the  Chairman 
of  the  Workmen’s  Compensation  Board. 

Your  reference  committee  commends  the  efforts  of 
John  H.  Morton,  M.D.,  chairman,  and  his  committee  for 
their  fine  efforts  during  the  past  year. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Interspecialty  (Annual) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Interspecialty  Committee  is  composed  of  the  fol- 


lowing 

John  R.  Williams,  Jr.,  M.D.,  Chairman Monroe 

Irving  Cramer,  M.D . Oneida 

Henry  Fleck,  M.D Bronx 

Francis  J.  Gilroy,  M.D Erie 

I.  Melbourne  Greenberg,  M.D Nassau 

Irwin  Gribetz,  M.D New  York 

Martin  A.  Gruber,  M.D Nassau 


Donald  W.  Hall,  M.D Erie 

Norman  B.  Kanof,  M.D New  York 

John  P.  Lambert,  M.D Westchester 

Herbert  Lansky,  M.D Erie 

George  Liberman,  M.D Kings 

Samuel  H.  Madell,  M.D New  York 

Howard  B.  Rasi,  M.D Kings 

Perrin  B.  Snyder,  M.D New  York 

Victor  J.  Tofany,  M.D Monroe 


The  continued  development  and  completion  of  the  re- 
vision of  the  Relative  Value  Scale  was  the  major  activity 
of  this  committee  during  the  past  year.  Three  meetings 
of  the  full  committee  were  held,  with  numerous  supple- 
mentary meetings  by  subgroups  of  the  various  specialty 
societies  and  voluminous  correspondence  complement- 
ing these.  The  project  was  delayed  by  the  marked  dif- 
ferences in  the  AMA  Current  Procedural  Terminology, 
third  edition  from  the  second  edition,  necessitating  revi- 
sion of  the  almost  completed  previous  draft.  The  many 
problems  encountered  in  the  course  of  the  study  have 
been  resolved  by  consensus.  It  is  expected  that  the 
final  recommendations  for  the  Relative  Value  Scale  will 
be  presented  to  the  Society  before  the  end  of  the  year. 

The  above  comments  would  be  incomplete  without  a 
further  reference  to  the  enormous  amount  of  time  and 
effort  expended  in  developing  the  Relative  Value  study. 
A prior  study  performed  by  an  accounting  firm  with  the 
resources  of  an  indepth  staff  and  sophisticated  equip- 
ment took  two  years.  Because  of  deficiencies  in  that 
study,  we  had  to  repeat  it,  doing  this  with  our  limited 
staff.  The  cooperation  of  all  the  specialty  groups  and 
the  hours  they  devoted  to  the  study  merits  an  expres- 
sion of  gratitude. 

The  committee  added  new  specialty  groups  as  the  lat- 
ter became  incorporated  on  a Statewide  basis.  We  now 
have  liaison  with  and  input  from  most  specialty  groups, 
and  the  decisions  of  the  committee  therefore  represent 
the  viewpoints  of  the  great  majority  of  practicing  physi- 
cians in  the  State  of  New  York. 

The  Subcommittee  on  Continuing  Medical  Education 
has  been  active  in  developing  programs  designed  to  fit 
the  needs  of  each  individual  specialty,  and  our  liaison 
with  the  committee  on  Continuing  Medical  Education  of 
the  Medical  Society  of  the  State  of  New  York,  continues 
to  be  close. 

The  Subcommittee  on  Peer  Review  has  also  contin- 
ued to  work  at  developing  parameters  that  can  be  uti- 
lized in  implementing  this  function. 

The  committee  dealt  with  a number  of  problems  that 
were  the  concern  of  other  committees  but  which  re- 
quired consideration  by  and  recommendations  from  the 
Interspecialty  Committee. 

ACKNOWLEDGMENTS.  I wish  to  express  my 
appreciation  to  the  members  of  the  committee  for  the 
time  and  efforts  they  devoted  to  this  committee’s  activi- 
ties, and  to  Max  N.  Howard,  M.D.,  Director  of  the  Divi- 
sion of  Medical  Services,  and  his  secretaries,  Miss  Alice 
W’heeler  and  Mrs.  Clementine  Thompson  for  their  devo- 
tion to  the  affairs  of  the  committee. 

Interspecialty  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  writing  the  annual  report,  this  committee  held  a 
meeting  on  January  13,  1974. 
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After  lengthy  discussion  of  all  sections  of  the  Relative 
Value  Scale,  with  particular  reference  to  specific  prob- 
lems, decisions  were  reached  for  resolution  of  the  latter. 
Introduction  to  the  Section  on  Medicine  was  distribut- 
ed, discussed,  modified,  and  approved. 

The  Minutes  of  the  December  2,  1973  meeting  of  the 
Subcommittee  on  the  Section  on  Surgery,  and  the  meet- 
ing of  December  9,  1973  of  the  Subcommittee  on  the 
Section  of  Medicine,  were  approved  as  mailed. 

Dr.  Howard  B.  Rasi  reported  that  the  Ad  Hoc  com- 
mittee consisting  of  himself  for  Plastic  Surgery,  Dr. 
Martin  A.  Gruber  for  Orthopaedic  Surgery,  and  Dr. 
Donald  H.  Stewart,  Jr.,  for  Neurosurgery,  had  spent 
considerable  time  reviewing  their  overlapping  proce- 
dures, had  reached  agreement,  and  would  be  submitting 
their  findings  as  soon  as  they  could  be  tabulated.  The 
full  committee  agreed  to  accept  these  if  found  to  be  ac- 
ceptable by  the  general  surgery  group. 

Dr.  Gruber  discussed  the  motion  approved  by  a 6 to  4 
vote  by  the  Surgery  Subcommittee  on  December  2,  1973, 
that  would  set  up  an  additional  conversion  factor  for 
specific  specialty  groups,  explaining  that  the  different 
and  changing  overhead  expenses  peculiar  to  one  special- 
ty could  justify  such  a variance.  Motion  was  seconded, 
but  after  discussion  with  comments  to  the  effect  that 
the  relativity  between  procedures  took  into  account  and 
reflected  the  interspecialty  differences,  it  was  defeated. 

The  question  was  raised  as  to  the  mechanism  for 
changes  in  the  Relative  Value  Scale,  when  completed,  at 
future  dates.  The  committee  was  again  informed  that 
the  Economics  Committee  some  time  ago  had  stipulated 
that  the  RVS  would  not  be  a static  but  a dynamic  docu- 
ment, that  it  would  be  subject  to  annual  review,  and 
that  this  would  be  stated  in  the  Preface.  It  was  reason- 
ably certain  that  as  part  of  this  annual  review,  the  views 
of  concerned  parties  would  be  sought.  The  method 
therefore  would  be  for  this  committee  to  forward  its  rec- 
ommendation for  changes  to  the  Economics  Committee. 

In  the  course  of  the  above  discussions,  several  groups 
at  times  interjected  a discussion  of  fees,  and  the  com- 
mittee was  again  reminded  that  in  developing  a RVS 
one  must  think  in  terms  of  relativity  of  procedures  to 
the  base  line  procedure  and  not  concern  itself  with  dol- 
lar amounts.  In  this  regard  Dr.  John  R.  Williams,  Jr., 
suggested  that  the  members  give  thought,  as  a future 
project,  to  a conceptual  development  of  an  RVS  that 
would  ignore  fee  patterns  of  any  type  but  attempt  to  de- 
velop a relativity  scale  anew  that  would  compare  proce- 
dures entirely  on  the  basis  of  the  inherent  characteris- 
tics of  a procedure  such  as  time,  expertise  required,  and 
complexity. 

The  problem  of  postoperative  periods  for  surgical 
procedures  was  noted  as  one  of  the  open  matters  at  this 
time.  The  majority  voiced  the  opinion  that  this  period 
should  be  limited  to  30  days.  Dr.  Howard  called  atten- 
tion to  the  fact  that  in  negotiating  the  conversion  factors 
for  the  Workmen’s  Compensation  Fee  Schedule  there 
was  an  increase  of  8%  per  cent  in  the  surgical  factor 
based  on  the  increased  postoperative  care  periods  in  the 
1973  vs  the  1970  schedule,  and  that  if  these  postopera- 
tive periods  were  decreased  there  would  have  to  be  a 
compensating  decrease  in  the  conversion  factor. 

Dr.  Williams  read  to  the  committee  the  letter  of  Jan- 
uary 10,  1974,  from  Dr.  Carl  Goldmark,  Jr.,  Secretary  of 
the  Medical  Society  of  the  State  of  New  York,  referring 
to  the  two  resolutions  passed  by  the  Interspecialty  Com- 


mittee at  its  meeting  on  November  11,  1973,  requesting 
that: 

(1)  The  action  of  the  Peer  Review  Committee  be 
condemned  for  failure  to  discuss  the  criteria  with  the 
specialty  societies  represented  on  the  Interspecialty 
Committee,  and 

(2)  Requesting  that  distribution  be  suspended 
until  the  specialty  societies  had  an  opportunity  to  re- 
view and  comment  on  the  criteria. 

The  letter  informed  the  committee  that  the  two  resolu- 
tions had  been  discussed  by  the  Council  at  its  meeting 
on  November  15,  1973,  and  were  not  approved. 

There  was  a lengthy  discussion  of  the  matter  with  a 
variety  of  viewpoints  expressed.  It  was  pointed  out  that 
Dr.  Ralph  Emerson  had  met  with  the  Subcommittee  on 
Peer  Review  of  the  Interspecialty  Committee  at  its  June 
11,  1972  meeting  and  at  that  time  had  requested  that 
the  specialty  societies  develop  peer  review  criteria.  It 
was  further  pointed  out  that  at  every  subsequent  meet- 
ing of  the  Interspecialty  Committee  the  subject  of  devel- 
oping peer  review  parameters  had  been  on  the  agenda, 
and  that  the  specialty  groups  were  requested  to  develop 
and  submit  material  as  soon  as  possible.  A few  of  the 
specialty  societies  had  submitted  some  reports  but  these 
were  not  utilizable  in  the  form  submitted.  The  Com- 
mittee on  Peer  Review  of  MSSNY,  chaired  by  Dr.  Emer- 
son, meanwhile  developed  the  predictors  that  are  now 
being  distributed.  It  was  stressed  that  these  predictors 
had  been  approved  by  the  Council  only  as  a guideline  to 
serve  as  a model  for  other  groups  to  use  as  they  saw  fit, 
and  was  subject  to  change  and  modification  to  be  deter- 
mined by  the  input  from  other  groups. 

The  committee  members  replied  that  although  they 
acknowledged  the  above,  the  peer  review  committees  of 
their  respective  societies  had  considered,  and  were  still 
considering,  how  best  to  establish  meaningful  peer  re- 
view criteria,  and  that  at  no  time  were  they  made  aware 
that  there  was  a deadline  or  a necessity  for  urgent  ac- 
tion. Dr.  Madell  commented  he  had  just  returned  from 
a two-day  meeting  in  Washington  and  that  the  discus- 
sions were  such  that  rather  than  signaling  immediacy 
they  lead  to  the  conclusion  that  apart  from  establishing 
PSROs  on  a regional  basis,  the  government  was  leaving 
the  criteria  development  entirely  to  the  local  physician 
groups. 

The  major  thrust  of  the  comments  was  not  criticism 
of  the  predictors,  but  rather  of  the  bypassing  of  the  In- 
terspecialty Committee,  the  members  of  which  suppos- 
edly were  the  liaison  between  MSSNY  and  their  respec- 
tive groups.  It  was  emphasized  that  in  1969  the  dissat- 
isfaction of  the  specialty  groups  with  their  inability  to 
have  their  voice  heard  in  the  councils  of  MSSNY,  led  to 
the  formation  of  the  “Association  of  Medical  Specialty 
Societies  of  The  State  of  New  York.’’  Soon  thereafter 
the  Interspecialty  Committee  of  MSSNY  was  formed 
and  with  a mechanism  now  established  for  formal  repre- 
sentation within  the  MSSNY  organization,  and  suppos- 
edly liaison  with  all  activities  of  MSSNY  that  affect  the 
specialty  societies,  the  Association  of  Medical  Specialty 
Societies  deferred  to  the  actions  of  their  representatives 
on  the  Interspecialty  Committee.  It  was  the  unanimous 
feeling  of  the  members  of  the  Interspecialty  Committee 
that  in  the  Society’s  approving  the  criteria  in  question 
without  the  Interspecialty  Committee  knowing  anything 
about  it  until  it  was  being  distributed  not  only  within 
MSSNY  but  to  outside  groups,  they  had  in  effect  been 
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bypassed  and  placed  in  an  embarrassing  situation  re 
their  own  organizations,  who’s  designated  representa- 
tives they  supposedly  were.  In  fact,  the  comment  was 
made  by  Dr.  Madell  that  since  the  last  meeting  he  had 
an  opportunity  to  review  the  predictors  and  thought  it 
was  a very  good  model;  however,  he  still  felt  that  his 
having  had  prior  knowledge  of  it  would  have  avoided  an 
unpleasant  situation  vis-a-vis  the  specialty  societies. 
Dr.  Cramer  stated  that  the  Board  of  Directors  of  the 
New  York  State  Society  of  Surgeons,  Inc.,  had  been  con- 
sulted by  Dr.  Emerson,  had  been  informed  that  the  pre- 
dictors were  developed  in  conjunction  with  the  New 
York  College  of  Surgeons,  and  its  distribution  had  ap- 
proved. This  led  to  the  reiteration  that  the  members  of 
the  Interspecialty  Committee  either  be  members  of  or 
attend  the  Board  of  Directors  meetings  of  their  society 
so  that  there  is  adequate  communication  and  dissemina- 
tion of  information  in  both  directions. 

Dr.  Lynn  R.  Callin  stated  that  the  Peer  Review  Com- 
mittee could  not  be  faulted  for  taking  steps  to  complete 
and  finalize  a project  that  it  had  been  dealing  with,  for 
what  seemed  to  be  too  long  a time,  without  any  concrete 
results.  He  stated  that  MSSNY  recognizes  the  impor- 
tance in  value  of  input  by  the  specialty  societies  through 
the  Interspecialty  Committee,  but  that  it  would  be  im- 
possible for  the  latter  to  concern  itself  with  or  to  deal 
adequately  with  the  multitudinous  problems  that 
MSSNY  had  to  concern  itself  with,  and  that  other  com- 
mittees had  specific  areas  to  deal  with  which  might  or 
might  not  affect  specialty  groups. 

The  discussion  concluded  with  the  motion  that  it  be 
brought  to  the  Council’s  attention  that  the  members  of 
the  Interspecialty  Committee,  although  appointed  by 
the  President  of  the  MSSNY,  also  sit  as  official  rep- 
resentatives of  their  State  specialty  societies  and  in 
order  to  fulfill  their  obligation  to  interrelate  their  so- 
cieties’ activities  with  MSSNY  so  that  it  can  speak  with 
a concerted  voice,  they  should  be  informed,  if  not  con- 
sulted, of  MSSNY’s  activities  vitally  affecting  the  spe- 
cialty groups.  It  was  also  felt  that  adequate  communi- 
cation could  have  avoided  the  incident. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 

Interspecialty  (Second  Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Interspecialty  Committee  of  the  Medical  Society 
of  the  State  of  New  York  met  on  Sunday,  February  24, 
1974,  at  the  Americana  Hotel,  New  York  City. 

The  committee  has  completed  the  Relative  Value 
Scale  except  for  the  resolution  of  a small  number  of 
minor  problems.  It  was  agreed  that  the  Relative  Value 
Scale  will  be  finalized  at  the  next  meeting  of  the  com- 
mittee scheduled  for  March  31,  1974,  with  the  under- 
standing that  those  few  items  still  not  resolved  by  a spe- 
cific group  will  be  determined  by  the  consensus  of  the 
committee.  The  Relative  Value  Scale  agreed  upon  on 
March  31  will  then  be  forwarded  to  the  Economics  Com- 
mittee for  approval  and  forwarding  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  for  implemen- 
tation. 

To  insure  a maximum  utilization  and  integration  of 
the  expertise  and  sophistication  of  the  various  specialty 
societies  represented  on  the  Interspecialty  Committee,  a 
discussion  between  the  President-Elect  of  the  Medical 


Society  of  the  State  of  New  York  and  the  Chairman  of 
the  Interspecialty  Committee  reached  an  understanding 
that  an  Ad  Hoc  Committee  will  be  appointed  to  explore 
all  facets  of  the  problem. 

The  committee  was  informed  that  the  National  Asso- 
ciation of  Medical  Specialty  Societies  was  in  the  process 
of  recommending  mandatory  recertification  of  special- 
ists based  on  challenge  examinations.  Disapproval  of 
this  stance  was  expressed  and  it  was  moved  and  ap- 
proved that  the  Interspecialty  Committee  support  the 
introduction  of  a resolution  into  the  House  of  Delegates 
based  on  the  concept  of  recertification  through  docu- 
mented continuing  medical  education. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckert,  M.D.,  Acting  Chairman. 

The  committee  has  made  a great  effort  this  year  in  ar- 
riving at  a Relative  Value  Scale  and  except  for  a few 
minor  problems  expects  to  reach  a satisfactory  conclu- 
sion. The  committee  was  recently  informed  that  the 
American  Board  of  Medical  Specialty  Societies  was  in 
the  process  of  recommending  mandatory  recertification 
of  specialists  based  on  challenge  examinations.  The 
committee  disapproves  of  this  and  recommends  recerti- 
fication based  on  the  concept  of  documented  continuing 
medical  education  and  performance. 

Your  reference  committee  commends  the  efforts  of 
John  R.  Williams,  Jr.,  M.D.,  and  his  committee  for  their 
untiring  efforts  during  the  past  year. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Hospital-Based  Physicians 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Hospital-Based 


Physicians  are  as  follows: 

Norman  S.  Blackman,  M.D.,  Chairman Kings 

Robert  P.  Boudreau,  M.D Onondaga 

Francis  B.  Haber,  M.D Chemung 

Ian  H.  Porter,  M.D Albany 


The  Committee  on  Hospital-Based  Physicians  has 
concerned  itself  with  Section  86.c  of  the  Rules  and  Reg- 
ulations of  the  Commissioner  of  Health.  The  New  York 
Society  of  Pathologists  and  other  hospital-based  groups 
have  been  deeply  concerned  about  this  provision.  The 
committee  has  been  assured  that  at  least  for  the  present, 
the  enforcement  of  this  rule  which  would  work  consider- 
able hardship  on  hospital-based  physicians  has  been  at 
least  temporarily  set  aside.  It  is  the  expectation  and 
the  hope  of  the  committee  that  this  temporary  arrange- 
ment will  indeed  become  permanent. 

The  committee  has  also  been  in  touch  with  the  State 
Board  for  Medicine  concerning  a request  for  an  adjudi- 
cation by  the  Board  and  a possible  ruling  from  the  At- 
torney General  relative  to  the  following  questions: 

1.  May  a hospital  corporation  legally  employ  a li- 
censed physician  to  act  primarily  as  an  agent  of  the 
corporation  for  the  purpose  of  diagnosis  and  treat- 
ment of  diseases  of  hospital  patients?  Does  this  con- 
stitute an  illegal  practice  of  medicine  by  the  hospital 
corporation? 
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2.  Is  a physician  in  violation  of  the  Medical  Prac- 
tice Act  if  he  accepts  such  employment  and  agrees  to 
share  with  the  hospital  corporation  a portion  of  the 
professional  component  of  his  professional  fee*  for  di- 
agnosis and  treatment  of  human  diseases  as  a condi- 
tion of  his  employment? 

3.  Is  there  any  differentiation  under  the  law  be- 
tween the  practice  of  medicine  under  the  above  cir- 
cumstances by  a for-profit,  and  such  practice  by  a 
non-profit  corporation,  which  would  result  in  one 
being  legally  permissable  and  the  other  being  illegal? 
This  request  was  submitted  on  February  21,  1973.  A 

communication  from  Jackson  W.  Riddle,  M.D.,  of  the 
State  Board  for  Medicine,  dated  September  27,  1973. 
has  assured  the  chairman  that  the  matter  is  under  active 
consideration. 

Dr.  Riddle  stated  that  because  of  the  complexity  of 
the  issue,  the  Board  has  not  yet  come  to  any  definite 
conclusions  up  to  that  time.  He  further  stated  that  he 
would  inform  the  chairman  of  the  Board’s  opinion  as 
soon  as  they  are  finalized.  As  of  the  present  time  (Feb- 
ruary, 1974)  we  have  not  received  a further  communica- 
tion concerning  the  legality  of  the  practice  of  medicine 
by  hospital  corporations.  Our  general  counsel  and  the 
chairmen  are  awaiting  further  developments. 

The  committee  wishes  to  thank  Max  N.  Howard, 
M.D.,  Director  of  the  Division  of  Medical  Services,  and 
J.  Richard  Burns,  J.D.,  General  Counsel,  for  their  active 
participation  and  help  in  the  matters  which  are  so  close- 
ly related  to  the  practice  of  medicine  by  hospital-based 
physicians. 

Respectfully  submitted, 

Norman  S.  Blackman,  M.D.,  Chairman 
REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckert,  M.D.,  Acting  Chairman. 

The  report  of  the  Committee  on  Hospital-Based  Phy- 
sicians was  studied.  We  commend  the  committee  for 
their  efforts  under  the  chairmanship  of  Norman  S. 
Blackman,  M.D. 

Resolution  74-5,  Lack  of  Medical  Facilities  for  Geria- 
tric Patients 

Introduced  by  The  Medical  Society  of  the  County  of  Or- 
ange 

WHEREAS,  The  Federal  and  State  Governmental 
Agencies  have  limited  the  facilities  and  finances  for 
the  care  of  the  geriatric  patients  who  are  physically 
impaired  or  emotionally  ill;  and 

WHEREAS,  These  governmental  agencies  have  trans- 
ferred the  responsibility  for  the  delivery  of  health  care 
services  for  these  individuals  to  the  community  and 
its  medical  resources;  and 

WHEREAS,  Orange  County  as  well  as  other  areas  in 
the  State  require  additional  space  for  the  delivery  of 
the  health  care  services  to  the  geriatric  patient;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  write  to  the  appropriate  authorities  of  the 
Federal  and  State  Governmental  Agencies  responsible 
for  the  health  care  services  of  this  area  to  urge  imme- 
diate implemention  of  the  necessary  machinery  to 
make  available  existing  unused  state  and  county  facil- 
ities for  medical  care  of  geriatric  patients  who  are 
physically  impaired  or  emotionally  ill. 

* Professional  component-physicians  professional  fee  less 
the  usual  and  customary  overhead  expense. 


REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

The  reference  committee  recommends  that  resolution 
74-5  be  adopted. 

The  House  voted  to  adopt  resolution  74-5. 

Resolution  74-6,  Physician  Representation  on  Hospital 
Boards  of  Trustees 

Introduced  by  Nassau  and  Suffolk  County  Medical  So- 
cieties 

WHEREAS,  Physicians,  by  virtue  of  their  training 
and  experience,  are  best  able  to  assist  other  members 
of  hospital  Boards  of  Trustees  in  developing  the  order 
of  priority  necessary  to  insure  delivery  of  quality 
medical  care  to  the  hospitalized  patient  at  the  lowest 
cost  possible;  and 

WHEREAS,  Having  physicians  elected  or  appointed 
by  the  Medical  Staff  to  hospital  Boards  of  Trustees, 
with  full  voting  rights,  is  the  most  effective  form  of  li- 
aison between  the  Medical  Staff  and  the  hospital  gov- 
erning authorities  and  provides  due  process;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  to  the  Boards  of  Trustees  of  all 
Hospitals  in  New  York  State  that  physicians  serve  on 
that  governing  body  (Board  of  Trustees,  Board  of 
Managers,  etc.)  in  a capacity  equal  to  any  other  mem- 
ber of  the  Board  of  Trustees,  and  not  by  virtue  of  a 
particular  office  which  he  might  hold  on  the  Medical 
Staff,  and  be  it  further 

Resolved,  That  practicing  physicians  serving  on  the 
governing  body  should  be  private  practicing  physi- 
cians from  the  community  serviced  by  the  hospital, 
and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
the  President  of  the  governing  bodies  of  each  hospital 
in  New  York  State. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

The  reference  committee  amended  the  first  resolve  of 
this  resolution  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  to  the  Boards  of  Trustees  of  all 
hospitals  in  New  York  State  that  physicians  serve  on 
the  governing  body  (Board  of  Trustees,  Board  of 
Managers,  etc.,)  in  a capacity  equal  to  any  other  mem- 
bers of  the  Board  of  Trustees.  Additional  physicians 
by  virtue  of  a particular  office  which  they  might  hold 
on  the  medical  staff,  may  serve  for  the  period  of  that 
office;  and  be  it  further  .... 

The  committee  recommends  that  resolution  74-6  be 
adopted  as  amended. 

The  House  voted  to  adopt  resolution  74-6  as  amend- 
ed. 

Resolution  74-7,  Blue  Shield  Outpatient  Benefits  Man- 
ual 

Introduced  by  Nassau  and  Suffolk  County  Medical  So- 
cieties 

WHEREAS,  The  Blue  Shield  Plans  have  negotiated  a 
number  of  contracts,  all  of  which  offer  different  bene- 
fits to  the  contract  holder;  and 


1284  New  York  State  Journal  of  Medicine/ June,  1974/ House  of  Delegates,  Minutes 


WHEREAS,  It  is  extremely  difficult  to  understand 
the  benefits  Blue  Shield  Plans’  subscribers  have  by 
just  looking  at  the  prefixes  and  suffixes  on  the  sub- 
scribers card;  and 

WHEREAS,  In  order  to  simplify  for  the  participating 
hospitals  the  understanding  of  the  benefits  allowed 
under  the  various  Blue  Cross  contracts,  Blue  Cross 
has  issued  a Blue  Cross  Outpatient’s  Benefits  Manual 
to  participating  hospitals;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Blue  Shield  Plans  to  issue  to  all 
physicians  a Blue  Shield  Benefits  Manual  similar  to 
that  issued  to  participating  hospitals  in  order  to  sim- 
plify the  understanding  of  the  benefits  allowed  under 
the  various  Blue  Cross  contracts. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  recommends  approval  of 
th  is  resolution  in  principle  and  further  recommends 
that  it  be  referred  to  the  Medical  Care  Insurance  Com- 
mittee for  investigation  as  to  its  feasibility. 

The  House,  after  discussion,  voted  to  approve  resolu- 
tion 74-7  in  principle,  and  refer  it  to  the  Committee  on 
Medical  Care  Insurance. 

Resolution  74-8,  Uniform  Claim  Form  for  Accident  and 
Health  Insurance  and  Uniform  Patient  Identification 
Cards 

Introduced  by  Nassau  and  Suffolk  County  Medical  So- 
cieties 

WHEREAS,  The  American  Medical  Association  has 
developed  a uniform  claim  form  for  accident  and 
health  insurance  in  connection  with  third  party  fi- 
nancing mechanisms;  and 

WHEREAS,  Physicians  are  encouraged  to  support 
this  program  by  completing  the  uniform  form  and 
submitting  it  to  such  financing  mechanisms  in  sup- 
port of  a patient’s  claim  for  benefits;  and 

WHEREAS,  An  identification  card  which  follows  a 
charge  card  format  could  be  used  to  supplement  the 
use  of  the  uniform  claim  form  for  accident  and  health 
insurance;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  physicians  to  accept  and  use 
the  standard  claim  form;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Commissioner  of  Insurance  of  the 
State  of  New  York  to  require  all  third  party  financing 
mechanisms  to  utilize  the  uniform  claim  form  for 
health  and  accident  insurance  as  adopted  by  the 
American  Medical  Association;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  Commissioner  of  Insurance 
of  the  State  of  New  York  to  require  all  third  party  fi- 
nancing mechanisms  to  issue  to  their  insureds  appro- 
priate identification  cards  with  a charge  card  format 
which  can  be  used  as  an  additional  means  of  assisting 
the  physician  in  performing  his  administrative  duties 
in  terms  of  his  patient  and  such  third  party  financing 
mechanisms;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  through  its  Delegates  to  the  American 
Medical  Association  propose  that  the  same  plan, 


which  incorporates  the  use  of  a uniform  ckim  form 
for  accident  and  health  insurance  and  a patient  iden- 
tification card  with  a charge  card  format,  be  present- 
ed to  the  Commissioner  of  Insurance  of  the  fifty 
states  in  the  United  States  of  America. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution  with  the  knowledge  that  it  is  still  under 
study  at  the  present  time. 

The  House  voted  to  adopt  resolution  74-8. 

Resolution  74-59,  Uniform  Health  Insurance  Claim 

Introduced  by  Leonard  Weitzman,  M.D.,  as  an  Individ- 
ual 

WHEREAS,  The  A.M.A.  Council  on  Medical  Services 
has  developed  the  Uniform  Health  Insurance  Claim 
Form  dated  October,  1973,  and 

WHEREAS,  This  Uniform  Health  Insurance  Claim 
Form  is  a first  step  towards  the  reduction  of  process- 
ing time,  processing  costs  of  such  Health  Insurance 
Claim  Forms,  and 

WHEREAS,  The  reverse  side  of  this  claim  form  con- 
tains the  following  affidavit  to  be  attested  to  by  the 
physician: 

Signature  of  Physician  or  Supplier 

I certify  that  the  services  listed  above  were  medi- 
cally indicated  and  necessary  to  the  health  of  this 
patient  and  were  personally  rendered  by  me  or 
under  my  direction.  I understand  that  payment 
of  this  claim  may  be  from  federal  or  state  funds 
and  that,  in  that  event,  any  false  claims,  state- 
ments, or  documents,  or  concealment  of  a materi- 
al fact,  may  be  prosecuted  under  applicable  fed- 
eral or  state  laws.  I hereby  agree  to  keep  such 
records  as  are  necessary  to  disclose  fully  the  ex- 
tent of  services  provided  to  individuals  under  the 
state’s  Title  XIX  plan  and  to  furnish  information 
regarding  any  payments  claimed  for  providing 
such  services  as  the  state  agency  may  request.  I 
further  agree  to  accept,  as  payment  in  full,  the 
amount  paid  by  the  Medicaid  program  for  those 
claims  submitted  for  payment  under  that  pro- 
gram, with  the  exception  of  authorized  deduct- 
ibles and  co-insurance. 

and 

WHEREAS,  The  above  mentioned  affidavit  is  unac- 
ceptable and  demeaning  to  the  physicians;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  1974  House  of  Delegates  reject  this  affida- 
vit, and  be  it  further 

Resolved,  That  the  New  York  delegation  of  the 
Medical  Society  of  the  State  of  New  York  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion be  instructed  to  introduce  the  appropriate  reso- 
lution calling  for  the  removal  of  the  affidavit  from  the 
Uniform  Health  Insurance  Claim  Form. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  recommends  approval  of 
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this  resolution  because  the  affidavit  puts  the  onus  on 
the  physician  for  financial  liability. 

Your  reference  committee  recommends  approval  of 
resolution  74-59. 

The  House  voted  to  adopt  resolution  74-59. 

Resolution  74-9,  Recognition  of  Family  Practice  as  a 
Specialty  Under  Compensation  Law 

Introduced  by  Nassau  and  Suffolk  County  Medical  So- 
cieties 

WHEREAS,  The  House  of  Delegates  has  repeatedly 
passed  resolutions  requesting  Workmen’s  Compensa- 
tion Specialty  Code  Letters  for  Family  Physicians; 
and 

WHEREAS,  The  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  to  the  Chairman  of 
the  Workmen’s  Compensation  Board  has  denied  the 
request  for  code  letters  for  Family  Physicians;  and 

WHEREAS,  Such  request  was  denied”  ...  on  the 
grounds  that  family  practice  is  not  a specialty  in- 
volved to  a great  degree  with  occupational  injury  or 
disease.”;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  Council  to  take  all  action  nec- 
essary to  insure  the  granting  of  Family  Practice  Code 
Letters  to  qualified  family  physicians  on  a basis  equal 
to  the  granting  of  code  letters  to  all  other  specialties. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  recommends  adoption  of 
resolution  74-9. 

The  House  voted  to  adopt  resolution  74-9. 

Resolution  74-10,  Sterilization  under  Medicaid 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe, Inc. 

WHEREAS,  There  seems  to  be  an  inequity  between 
private  patients  and  patients  receiving  Medicaid  con- 
cerning their  rights  to  sterilization  and  . . . 

WHEREAS,  Medicaid  recipients  are  entitled  to  the 
same  brand  of  medicine  as  all  other  New  York  State 
residents;  and  . . . 

WHEREAS,  Those  practicing  in  the  field  of  obstetrics 
and  gynecology  in  the  State  of  New  York  feel  the  de- 
cision for  sterilization  is  purely  a matter  between  pa- 
tient and  doctor,  and  that  reasons  for  sterilization 
must  not  be  legislated;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advocate  freedom  of  choice  of  sterilization 
as  a decision  solely  between  patient  and  doctor  and 
that  such  sterilizing  procedure,  be  it  either  by  means 
of  tubal  removal,  severing,  or  interruption,  or  vasec- 
tomy, be  reimbursable  under  the  State  Medicaid  Law, 
and  that  all  statements  to  the  contrary  be  removed 
from  the  State  Medicaid  handbook  and  allow  the  re- 
gional directors  to  reimburse  physicians  and  hospitals 
for  elective  sterilization  on  patient  request,  or  steril- 
ization for  medical  indications;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  actively  pursue  elimination  of  discrimina- 
tory regulations  in  federal  and  state  law  to  accomplish 
this  objective. 


REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  amended  Resolution  74-10 
as  follows:  Delete  “advocate  freedom  of  choice”  and 

substitute  “supports  the  principle”  in  the  second  line  of 
the  first  resolved.  Everything  else  remains  the  same. 

The  reference  committee  feels  that  all  patients  should 
have  the  equal  opportunity  of  choice. 

The  reference  committee  recommends  adoption  of 
Resolution  74-10  as  amended. 

The  House  voted  to  adopt  resolution  74-10  as 
amended. 

Resolution  74-30,  New  York  State  Medicaid  Hospital 
Utilization  Review  Program 

Introduced  by  Nassau  and  Suffolk  County  Medical  So- 
cieties 

WHEREAS,  Hospital  Memorandum  73-78,  dated  No- 
vember 5,  1973,  of  the  New  York  State  Department  of 
Health  mandates  admission  day  certification  of  need 
for  hospitalization  of  Medicaid  patients;  and 

WHEREAS,  This  certification  implies  possible  frau- 
dulant  admission  to  the  hospital  for  inpatient  care 
and  must  remain  “. . . as  a part  of  the  patient’s  medi- 
cal record.”  [State  Department  of  Social  Services 
Regulation  505.4  (d)  (4)];  and 

WHEREAS,  Upon  retrospective  review  this  certifica- 
tion might  invoke  sanctions  upon  the  physician  certi- 
fier to  personally  pay  “.  . . an  amount  not  in  excess  of 
the  actual  or  estimated  cost  of  the  medically  improper 
or  unnecessary  services  so  provided  or  (if  less) 
$5,000.00.”  [PL  92-603,  Section  1160  (b)  (3)];  and 

WHEREAS,  The  information  requested  is  already 
contained  in  a physician’s  hospital  admission  note 
and  periodic  progress  notes,  and  the  requested  certifi- 
cation will  only  require  additional  hospital  record  per- 
sonnel, thus  increasing  the  total  cost  of  hospital  care; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  immediate  revocation  of  the 
New  York  State  Medicaid  Hospital  Utilization  Re- 
view Program  which  mandates  admission  day  certifi- 
cation of  need  for  hospitalization  of  Medicaid  pa- 
tients; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advise  its  members  to  carefully  evaluate 
the  possible  personal,  financial  and  ethical  liability 
involved  with  compliance  with  this  program;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  Council,  insist  that  it  be  a 
party  to  discussions,  before  the  fact,  on  all  matters 
dealing  with  health  care  delivery. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SERVICES: 
The  following  report  was  presented  by  Kenneth  H.  Ec- 
khert, M.D.,  Acting  Chairman. 

Your  reference  committee  amended  resolution  74-30 
as  follows: 

The  first  two  resolveds  remain  as  they  are.  The  third 
resolved  has  been  amended  by  the  substitution  of  the 
following: 

Resolved,  That  the  Medical  Society  of  the  State  of 
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New  York,  through  its  Council,  recommend  a State 
Register,  comparable  to  the  Federal  Register,  to  pro- 
vide advanced  information  on  all  proposed  regula- 
tions on  health  matters. 

The  reference  committee  feels  that  all  those  con- 
cerned with  health  care  matters  should  know  in  advance 
of  proposed  health  programs  and  be  afforded  an  oppor- 
tunity to  comment. 

The  reference  committee  recommends  approval  of 
resolution  74-30  as  amended. 

The  House  voted  to  adopt  resolution  74-30  as 
amended. 

Resolution  74-31,  Regulations  of  Patient  Care  to  Apply 
to  all  Federal  Government  Health  Care  Facilities 

Introduced  by  Medical  Society  of  the  County  of  Alle- 
gany 

WHEREAS,  Regulations  and  regulatory  agencies  gov- 
erning patient  care  are  proliferating;  and 

WHEREAS,  The  stated  purpose  of  such  regulations  is 
cost  containment  without  comprimising  quality  of 
care;  and 

WHEREAS,  There  is  no  application  of  such  regula- 
tions or  authority  granted  said  regulatory  agencies 
with  respect  to  health  care  in  facilities  under  Federal 
government  aegis;  and 

WHEREAS,  Uniformity  in  the  application  of  such 
regulations  is  essential  to  efficient,  impartial,  equita- 
ble, and  economic  distribution  of  health  care;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  the  regulations  governing  patient 
care  and  the  agencies  authorized  to  set  forth  and  en- 
force such  regulations  should  apply  with  equal  vigor 
to  all  areas  of  health  care,  including  facilities  under 
the  aegis  of  the  Federal  government;  and  be  it  further 
Resolved,  That  the  rights  of  the  individual  with  re- 
spect to  health  care  be  equal,  regardless  of  their  polit- 
ical, social,  or  economic  status. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

The  reference  committee  amended  the  resolution  by 
deletion  of  the  word  “rights”  and  substitution  of  the 
word  “benefits”  in  the  last  resolved. 

The  reference  committee  recommends  adoption  of 
Resolution  74-31  as  amended. 

The  House  voted  to  adopt  resolution  74-31  as 
amended. 

Resolution  74-44,  Hospital  Medical  Staff  Bylaws  and 
the  Selection  and  Removal  of  Chiefs  of  Professional  De- 
partments Within  the  Hospital  Setting 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  Substitute  Resolution  104,  approved  by 
the  1973  House  of  Delegates,  of  the  American  Medical 
Association  which  states 

The  hospital  and  the  medical  staff  have  a duty  to 
cooperate  in  their  mutual  responsibility  of  assuring 
the  highest  quality  of  patient  care  standards  within 
the  hospital.  Only  physicians  can  practice  medi- 
cine under  the  laws  of  the  state.  In  those  areas  in 
which  medical  judgment  and  the  evaluation  of  pro- 
fessional competence  are  involved,  the  hospital  has 


a duty  to  rely  upon  the  judgments  and  recommen- 
dations of  the  medical  staff,  to  cooperate  and  to 
provide  needed  assistance  with  full  understanding 
that  the  primary  responsibility  is  that  of  the  medi- 
cal staff. 

places  the  primary  responsibility  for  medical  judg- 
ments and  evaluation  of  professional  competence  on 
the  physicians  of  the  hospital  medical  staff;  and 

WHEREAS,  These  physicians  should  be  responsible 
for  their  professional  judgments  and  evaluations  to 
the  community  of  patients  who  must  use  the  facilities 
of  the  hospital  as  well  as  to  the  hospital’s  Board  of 
Governors;  and 

WHEREAS,  Chiefs  of  the  Professional  Departments 
within  the  hospital  setting  are  most  intimately  con- 
cerned with  the  monitoring  of  the  medical  compe- 
tence and  professional  judgment  of  the  individual 
physicians  of  their  respective  departments  and  there- 
fore should  be  responsible  to  the  medical  staff  for 
their  professional  administrative  evaluations;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  hospital  medical  staff  bylaws  in- 
clude in  their  preambles,  Resolution  104  (AMA  1973), 
as  a guide  to  those  whose  duty  it  is  to  determine  who 
shall  be  held  primarily  responsible  for  the  profession- 
al activities  of  the  hospital  medical  staff;  and  be  it 
further 

Resolved,  That  MSSNY  urge  that  medical  staff  by- 
laws provide  for  the  selection  of  Chiefs  of  Professional 
Departments  through  recommendations  of  a Search 
Committee  of  the  Medical  Staff  and,  as  with  any 
other  member  of  the  medical  staff,  they  be  appointed 
only  with  the  approval  of  the  members  of  the  medical 
staff:  and  be  it  further 

Resolved,  That  MSSNY  urge  that  remedial  remov- 
al of  a Chief  of  a Professional  Department  from  his 
administrative  professional  activities  as  a Chief  of  De- 
partment be  only  for  due  cause  and  with  due  process 
procedure  enjoyed  by  all  members  of  the  medical  staff 
of  the  hospital. 

Resolution  74-74,  Hospital  Medical  Staff  Bylaws  and 
the  Selection  and  Removal  of  Physician  Members  of 
Hospitals,  Including  Chiefs  of  Professional  Departments 
Within  the  Hospital  Setting,  and  Due  Process  Require- 
ments For  All  Salaried  Physicians  of  the  Hospital 
Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  Substitute  Resolution  104  (AMA  House 
of  Delegates,  1973)  places  the  primary  responsibility 
for  medical  judgements  and  evaluation  of  professional 
competence  on  the  physicians  of  the  hospital  medical 
staff;  and 

WHEREAS,  These  physicians  should  be  responsible 
for  their  professional  judgments  and  evaluations  to 
the  community  of  patients  who  must  use  the  facilities 
of  the  community  hospital  as  well  as  to  the  hospital’s 
Board  of  Governors;  and 

WHEREAS,  Chiefs  of  the  Clinical  Departments  with- 
in the  hospital  setting  are  most  intimately  concerned 
with  the  monitoring  of  the  medical  competence  and 
professional  judgments  of  the  individual  physicians 
of  their  respective  departments  and  therefore  should 
be  responsible  to  the  medical  staff  for  their  profes- 
sional administrative  evaluations,  and  indeed,  they 
are,  according  to  JCAH  Medical  Staff  Standard  II; 
and 
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WHEREAS,  All  medico-administrative  positions  in 
clinical  departments  and  salaried  physicians  in  clini- 
cal departments  (now  to  be  increased  markedly  by  the 
advent  of  HMO’s)  involve  only  matters  of  clinical  pa- 
tient care  having  a direct  relationship  to  the  very  pur- 
pose of  a hospital — quality  patient  care;  therefore  be 
it 

Resolved,  That  hospital  medical  staff  bylaws  in- 
clude in  their  preambles  resolution  104  (AMA  1973) 
as  a guide  to  those  whose  duty  it  is  to  determine  who 
shall  be  held  primarily  responsible  for  the  profession- 
al activities  of  the  hospital  medical  staff;  and  be  it 
further 

Resolved,  That  medical  staff  bylaws  provide  for  the 
selection  of  Chiefs  of  the  Clinical  Departments 
through  recommendations  of  a Search  Committee  of, 
and  selected  by,  the  Medical  Staff  and,  as  with  any 
other  member  of  the  medical  staff,  be  appointed  only 
with  the  approval  of  the  members  of  the  medical  staff; 
and  be  it  further 

Resolved,  That  remedial  removal  of  a Chief  of  a 
Clinical  Department  from  his  medico-administrative 
professional  activities  as  a Chief  of  Department  be 
only  for  due  cause  related  to  standards  of  patient 
care,  patient  welfare,  character  and  competency  (i.e., 
only  for  written  reasons  based  on  criteria  or  profes- 
sional justification  and  with  due  process  procedure 
enjoyed  by  all  members  of  the  medical  staff  of  the 
hospital  with  the  hearing  before  a neutral  body  of 
peers  from  the  medical  staff  selected  by  fair  proce- 
dure by  the  organized  medical  staff  of  the  hospital; 
and  be  it  further 

Resolved,  That  a change  in  working  conditions  in 
the  hospital  of  any  hospital-salaried-physician  which 
diminishes  in  any  way  the  physician’s  initial  agree- 
ment or  interferes  with  his  clinical  privileges  receive 
the  identical  due  process  review  procedure  on  request 
of  the  physician;  and  be  it  further 

Resolved,  That  a statement  be  included  in  the 
JCAH  Standards  that  the  aforementioned  due  pro- 
cess procedures  cannot  be  taken  away  or  abrogated  by 
a private  contract  between  a hospital  and  a physician, 
for  a hospital  cannot  supercede  the  Standards  and  re- 
tain accreditation;  and  be  it  further 

Resolved,  That  the  AMA  be  requested  to  have  its 
members  of  the  Board  of  Commissioners  of  the  JCAH 
take  action  to  affect  incorporation  of  the  above  rec- 
ommendations into  the  JCAH  Standards  with  appro- 
priate deletion  of  present  Standard  language  that 
conflicts  with  these  recommendations;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  specific  New  York  State  legislation 
to  the  above  effect. 


REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman 

Your  reference  committee  considered  resolution  74-44 
and  resolution  74-74  together  and  recommends  that 
they  be  approved  in  principle  and  referred  to  the  Hospi- 
tal and  Professional  Relations  Committee  and  the  Com- 
mittee on  State  Legislation  for  further  study. 

The  House,  after  discussion,  voted  to  approve  resolu- 
tions 74-44  and  74-74  in  principle,  and  referred  them  to 


the  Committees  on  Hospital  and  Professional  Relations 
and  State  Legislation. 

Resolution  74-45,  The  Professional  Ethics  and  the  Le- 
gality of  Certain  Special  Arrangements  for  the  Teaching 
of  House  Staffs 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  In  certain  “teaching  hospitals,”  the  pri- 
mary responsibility  for  the  diagnosis  and  treatment  of 
private  patients  has  been  taken  away  from  the  private 
attending  physician  and,  by  administrative  decree  has 
been  placed  in  the  hands  of  physicians-in-training  on 
the  house  staff;  and 

WHEREAS,  This  “teaching  arrangement”  has  gener- 
ally been  carried  out  without  the  informed  consent  of 
the  patient  and  without  the  approval  of  the  attending 
physician  involved;  and 

WHEREAS,  The  private  attending  physician  could  be 
held  professionally  liable  for  negligent  incidents  be- 
cause of  his  knowledge  of  this  administrative  restraint 
without  informing  the  patient;  and 

WHEREAS,  The  private  attending  physician  has  a 
firm  contract  to  attend  and  treat  his  patient  and  by 
implication  he  will  be  directly  responsible  to  the  pa- 
tient and  was  selected  because  of  the  patient’s  confi- 
dence in  his  particular  skills  and  integrity;  and 

WHEREAS,  The  welfare  and  best  interest  of  the  pa- 
tient must  always  take  precedence  over  any  other  con- 
sideration in  the  hospital  setting;  and 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  shares  the  deep  concern  of  its  members  who  are 
physicians  on  the  attending  staffs  of  these  hospitals 
about  the  ethical  and  legal  aspects  of  such  arrange- 
ments; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  its  members  that  the  current  special 
teaching  arrangements  generally  carried  out  without 
the  informed  consent  of  the  patient  and  without  the 
approval  of  the  attending  physician  involved,  raise  so 
many  serious  questions  of  professional  ethics,  patient 
responsibility  and  legality,  that  in  the  best  interest  of 
all  concerned,  and  without  further  investigation  or 
publicity,  they  should  be  immediately  abandoned; 
and  be  it  further 

Resolved,  That  MSSNY  introduce  this  resolution 
at  the  next  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association;  and  be  it  further 
Resolved,  That  the  MSSNY  send  a copy  of  this  res- 
olution to  the  Joint  Commission  on  Hospital  Accredi- 
tation and  to  the  Commissioner  of  Health  of  the  State 
of  New  York. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

The  reference  committee  recommends  that  resolution 
74-45  be  referred  to  the  Hospital  and  Professional  Rela- 
tions and  the  Ethics  Committees  for  study. 

The  House,  after  discussion,  amended  this  resolution 
by  the  insertion  of  a new  second  Resolved  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  position  taken  by  the  House  of 
Delegates  of  the  American  Medical  Association  that 
there  shall  he  one  physician  responsible  for  the  care  of 
the  patient  in  the  hospital,  that  this  physician  shall  be 
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the  patient’s  own  private  physician,  and  that  this  rule 
shall  be  carried  out  by  all  hospitals;  and  be  it  further 

The  House,  after  further  discussion,  voted  to  refer 
resolution  74-45,  as  amended,  to  the  Committee  on 
Hospital  and  Professional  Relations  and  to  the  Com- 
mittee on  Ethics,  for  study. 

Resolution  74-48,  Relative  Value  Scale 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  voted  to  update  the  Society’s  Relative  Value 
Scale  by  a revision  based  on  the  fees  charged  by  phy- 
sicians in  private  practice  in  the  State  of  New  York; 
and 

WHEREAS,  The  survey  conducted  by  the  Medical 
Society  of  the  State  of  New  York  to  determine  such 
fees  demonstrated  significant  differences  for  identical 
services  between  physicians  of  comparable  training  in 
different  parts  of  the  State;  and 

WHEREAS,  The  studies  by  Peat,  Marwick,  Mitchell 
and  Company,  and  others,  drew  the  same  conclusions; 
and 

WHEREAS,  The  forthcoming  second  edition  of  the 
Medical  Society  of  the  State  of  New  York’s  Relative 
Value  Scale  may  be  used  as  a basis  of  negotiation  with 
third  parties  such  as  the  Workmen’s  Compensation 
Board;  therefore  be  it 

Resolved,  That  the  representatives  of  the  Medical 
Society  of  the  State  of  New  York,  who  negotiate  for 
the  Society,  be  instructed  to  utilize  floating  and  vari- 
able conversion  factors  for  application  to  the  Relative 
Value  Scale  when  such  is  warranted  to  reflect  the  dif- 
ferent fee  patterns  of  physicians  that  exist  in  different 
regions  of  the  State. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  amended  this  resolution 
as  follows: 

Resolved,  That  the  representatives  of  the  Medical 
Society  of  the  State  of  New  York,  who  negotiate  for 
the  Society,  be  instructed  to  utilize  negotiated  region- 
al conversion  factors  for  application  to  the  Relative 
Value  Scale  when  such  is  warranted  to  reflect  the  dif- 
ferent fee  patterns  of  physicians  that  exist  in  different 
regions  of  the  State. 

The  reference  committee  recommends  that  Resolu- 
tion 74-48  be  adopted  as  amended. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 74-48  as  amended. 

Resolution  74-51,  Health  Insurance  for  Complete  Ma- 
ternity and  Newborn  Care 

Introduced  by  Genesee  and  Oneida  County  Medical  So- 
cieties 

WHEREAS,  It  is  recognized  that  the  nation’s  most 
valuable  resource  is  its  children;  and 

WHEREAS,  All  insurers  do  not  include  maternity 
care  coverage  in  every  health  insurance  policy  issued; 
and 

WHEREAS,  Many  insurers  do  not  provide  complete 
maternity  care  when  maternity  benefits  are  provided; 
and 

WHEREAS,  The  American  College  of  Obstetricians 


and  Gynecologists  has  recommended  the  enactment 
of  legislation  in  the  form  of  a model  bill  designed  to 
overcome  these  deficiencies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  and  support  the  principles  of  model 
bill  of  the  American  College  of  Obstetricians  and  Gy- 
necologists; and  be  it  further 

Resolved,  That  the  MSSNY  recommend,  endorse 
and  support  enactment  of  model  bill  into  law  by  the 
Legislature  of  the  State  of  New  York;  and  be  it  fur- 
ther 

Resolved,  That  every  insurer  issuing  an  individual, 
group  or  hospital  service  corporation  policy  of  health 
insurance  provide  for  coverage  for  complete  maternity 
care;  and  be  it  further 

Resolved,  That  such  coverage  should  include  com- 
plete maternity  care  as  follows:  (1)  treatment  associ- 
ated with  voluntary  control  of  reproduction,  (2)  nor- 
mal obstetric  care,  (3)  all  complications  of  obstetrics, 
(4)  prenatal  care.  (5)  care  of  the  unborn  infant,  (6) 
labor,  delivery  and  puerperium,  and  (7)  newborn  care 
from  the  moment  of  birth  through  the  first  year  of 
life;  and  be  it  further 

Resolved,  That  complete  maternity  care  shall  be 
provided  in  all  policies,  whether  single  or  family  cov- 
erage; and  be  it  further 

Resolved,  That  deductible  and  co-insurance  may  be 
allowed  if  the  usual,  customary  and  reasonable  charg- 
es for  maternity  services  are  reimbursed  to  the  same 
per  cent  or  proportion,  as  is  the  maximum  authorized 
for  reimbursement  of  the  usual,  customary  and  rea- 
sonable charges  for  other  surgical  procedures;  and  be 
it  further 

Resolved,  That  total  maternity  coverage  shall  be 
given  in  all  policies  regardless  of  the  marital  status  of 
the  insured;  and  be  it  further 

Resolved,  That  in  order  to  provide  continuity  of 
coverage,  the  following  eligibility  period  shall  be  writ- 
ten into  all  insurance  policies  concerning  benefits  for 
obstetric  care — pregnancy  which  begins  while  the  in- 
surance is  in  force  shall  be  covered  until  the  termina- 
tion of  the  pregnancy,  the  puerperium  and  until  dis- 
charge of  the  newborn  from  the  hospital  care  to  home; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  extend  its  influence  to  accomplish  this  end 
either  through  administration  channels  or  legislative 
change. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  approves  of  this  resolution 
in  principle  with  the  understanding  that  coverage  for 
the  newborn  care  is  under  serious  consideration  at  this 
moment  and  total  coverage  of  maternity  care  should  be 
referred  to  the  Committee  on  Medical  Care  Insurance 
for  study. 

Your  reference  committee  recommends  that  this  reso- 
lution be  referred  to  the  Medical  Care  Insurance  Com- 
mittee. 

The  House,  after  discussion,  approved  resolution 
74-51,  and  referred  it  to  the  Committee  on  Medical 
Care  Insurance,  the  Committee  on  State  Legislation, 
and  to  the  New  York  Delegation  to  the  AMA  for  pre- 
sentation at  the  AMA  Annual  Meeting. 
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Resolution  74-56,  Opposition  to  Economic  Controls  in 
the  Health  Field 

Introduced  by  John  A.  Finkbeiner,  M.D.,  as  an  Individ- 
ual 

WHEREAS,  The  American  Medical  Association  is 
urging  medical  organizations  and  individual  physi- 
cians to  write  to  their  congressman  and  senators,  and 
to  send  copies  of  the  letters  to  Senator  Sparkman  and 
to  Senator  Tower  (ranking  members  of  Senate  Com- 
mittee on  Banking,  Housing  and  Urban  Affairs),  to 
the  House  Banking  and  Currency  Committee,  and  to 
the  Field  Service  Department,  AMA,  535  Dearborn 
St.,  Chicago,  111.  60610;  and 

WHEREAS,  A large  volume  of  letters  to  reinforce  the 
opposition  to  continuance  of  economic  controls  in  the 
health  field  is  required;  and 

WHEREAS,  The  AMA  has  supplied  to  each  AMA  del- 
egate and  alternate  delegates,  state  medical  associa- 
tions, state  journal  editors,  county  medical  societies, 
county  bulletin  editors  and  national  specialty  so- 
cieties background  informational  and  resource  docu- 
ments to  assist  in  preparation  of  such  letters;  and 
WHEREAS,  The  AMA  filed  suit  on  February  19,  1974 
against  the  Cost  of  Living  Council  to  remove  econom- 
ic controls  on  physicians  and  is  in  urgent  need  of  ap- 
peals to  Congress  to  reject  the  continuation  of  such 
controls;  therefore  be  it 

Resolved,  That  each  and  every  member  of  this 
House  of  Delegates  promptly  write  a letter  to  his  Con- 
gressman and  Senator  protesting  continued  economic 
controls  on  physicians;  and  be  it  further 

Resolved,  That  the  members  of  this  House  of  Dele- 
gates urge  our  friends  and  colleagues  to  write  such  let- 
ters. Promptness  is  imperative. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  amended  the  first  resolved 
to  read  as  follows: 

Resolved,  That  each  and  every  member  of  this 
House  of  Delegates  be  urged  to  write  a letter  to  his 
Congressman  and  Senator  with  a copy  to  Senators 
Sparkman  and  Tower  protesting  continued  economic 
controls  on  physicians,  and  be  it  further 
Your  reference  committee  recommends  approval  of 
resolution  74-56  as  amended. 

The  House  voted  to  adopt  Resolution  74-56  as 
amended. 

Resolution  74-63,  Preadmission  Applied  Before 
Hospitalization  of  Medicare  and  Medicaid  Patients 

Introduced  by  Medical  Society  of  the  County  of  Niagara 
WHEREAS,  On  January  9,  1974,  the  Social  Security 
Administration  and  the  Department  of  Health,  Edu- 
cation, and  Welfare,  published  proposed  rules  dealing, 
with  among  other  things,  review  of  utilization  of  care 
and  services  in  participating  hospitals  and  nursing 
homes,  identified  as  45  CFR  Part  250 — Medical  Assis- 
tance Programs,  Utilization  Review  and  20  CFR  Part 
405 — Conditioning  of  Participation — Hospital  and 
Skilled  Nursing  Facilities;  and 

WHEREAS,  Such  proposed  rules  require  the  estab- 
lishment of  utilization  review  committee  in  each  par 
ticipating  hospital  and  nursing  facility,  compose  of 


two  or  more  physicians,  with  or  without  participation 
of  other  professional  personnel,  to  review,  prior  to 
elective  admission,  the  proposed  care  and  treatment 
of  Medicare  and/or  Medicaid  patients  and  also  for  re- 
view following  emergency  admission,  of  the  care  pro- 
posed for  Medicare  and  Medicaid  patients;  and 

WHEREAS,  The  hospitals  have  utilization  review 
committees  which  are  functioning  well,  and  already 
cover  the  functions  of  the  above  proposed  rule 
changes  retrospectively;  and 

WHEREAS,  The  proposed  rules  provide  the  unneces- 
sary pre-review  of  elective  care  or  review  of  elective 
care  or  review  of  emergency  admissions,  which  will 
detract  from  the  use  of  a physicians  time  from  patient 
care;  and 

WHEREAS,  The  implementation  of  the  rule  might 
delay  non-emergency  but  still  medically  urgent  ad- 
missions and  thereby  reduce  the  quality  of  care; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  being  unalterably  opposed 
to  the  rules  dealing  with  among  other  things  review  of 
utilization  of  care  and  services  in  participating  hospi- 
tals and  nursing  homes,  identified  as  45  CFR  Part 
250 — Medical  Assistance  Programs,  Utilization  Re- 
view and  20  CFR  Part  405 — Conditioning  of  Partici- 
pation— Hospital  and  Skilled  Nursing  Facilities,  as 
published  in  the  Federal  Register  on  January  9th,  and 
to  voice  their  objections  to  the  proposed  rule  changes 
in  the  strongest  possible  terms  to  the  appropriate  au- 
thorities. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  approves  and  commends 
the  American  Medical  Association  in  its  apparent  suc- 
cessful efforts  in  having  delayed  the  preadmission  certi- 
fication regulation.  The  reference  committee  recom- 
mends adoption  of  resolution  74-63. 

The  House  voted  to  adopt  resolution  74-63. 

Resolution  74-67,  Compulsory  Examination  of  Patients 
by  Emergency  Room  Physician 

Introduced  by  Medical  Society  of  the  County  of  Oneida 
WHEREAS,  There  is  an  increasing  trend  in  hospitals 
of  New  York  State  to  staff  emergency  rooms  with  sal- 
aried physicians;  and 

WHEREAS,  The  costs  of  such  staffing  are  sometimes 
partially  deferred  by  requiring  that  all  emergency 
room  patients  be  examined  by  the  hospital’s  emergen- 
cy room  physician  in  spite  of  a preexisting  doctor-pa- 
tient relationship;  and 

WHEREAS,  Such  pre-empting  of  the  private  doctor- 
patient  relationship  often  results  in  poorer  patient 
care  at  higher  costs;  therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  regard  as  undesirable  any  emergency  room 
requirement  that  patients  must  be  examined  by  the 
emergency  room  physician  prior  to  examination  by  or 
referral  to  the  patient’s  private  physician. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 
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Because  there  is  such  a variable  pattern  in  the  staff- 
ing of  emergency  rooms  throughout  the  State,  your  ref- 
erence committee  recommends  that  Resolution  74-67 
not  be  adopted. 

The  House  voted  not  to  adopt  resolution  74-67. 

Resolution  74-80,  Availability  for  the  Immediate  Au- 
thorization for  the  Treatment  of  Patients  Under  Compen- 
sation Law 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  The  practice  of  medicine  consists  of  the 
treatment  of  sick  people  24  hours  a day,  7 days  a 
week,  365  days  a year  (366  days  in  leap  years);  and 
WHEREAS,  The  Workmen’s  Compensation  Law  pro- 
vides that  authorizations  be  granted  for  procedures 
whose  cost  exceed  a specified  amount;  and 

WHEREAS,  Carriers  maintain  their  offices  for  regular 
business  usually  during  the  hours  of  9 to  4,  4:30  or  5 
p.m.  Mondays  through  Fridays,  legal  holidays  except- 
ed; and 

WHEREAS,  It  is  frequently  detrimental  to  the  indi- 
vidual patient  that  treatment  be  delayed  because  of 
inability  to  reach  a carrier  for  authorization  when 
treatment  is  urgent  but  not  of  any  emergency  nature; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  all  carriers  to  maintain  a 24-hour-a- 
day  answering  service  for  authorizations  to  treat  so 
that  physicians  requesting  treatment  at  any  time  can 
telephone  in  for  authorization  to  treat,  including  hos- 
pitalization where  necessary;  and  be  it  further 
Resolved,  That  the  Medical  Societv  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  promulgate  regulations  to 
this  effect;  and  be  it  further 

Resolved,  That  MSSNY  request  the  Chairman  of 
the  Workmen’s  Compensation  Board  to  provide  regu- 
lations that  require  carriers  to  confirm  same  in  writ- 
ing on  the  next  business  day. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

The  reference  committee  considered  this  resolution 
and  felt  that  24  hour-a-day  answering  service  in  carriers’ 
offices  was  not  necessary.  The  reference  committee 
recommends  that  Resolution  74-80  not  be  adopted. 

The  House  voted  not  to  adopt  resolution  74-80. 

Resolution  74-82,  The  Use  of  Written  interrogatories 
as  Evidence  in  Compensation  Hearings 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  The  attendance  of  physicians  at  hearings 
at  the  Workmen’s  Compensation  Board  is  frequently 
required  to  provide  testimony;  and 

WHEREAS,  In  each  such  case  the  physician  usually 
testifies  in  accordance  with  the  report  that  he  has  pre- 
viously submitted;  and 

WHEREAS,  It  appears  that  the  sole  purpose  in  sum- 
moning the  physician  to  attend  the  hearing  is  to  per- 
mit cross  examination;  now  therefore,  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Chairman  of  the  Workmen’s 


Compensation  Board  to  amend  its  rules  so  as  to  per- 
mit the  preparation  and  submission  of  written  inter- 
rogatories as  cross  examination  to  be  sent  for  comple- 
tion by  the  physician;  and  be  it  further 

Resolved,  That  each  physician  shall  be  paid  a regu- 
lar testifying  fee  for  completion  of  such  interrogato- 
ries; and  be  it  further 

Resolved,  That  upon  review  of  the  interrogatory  by 
the  presiding  referee  and  the  determination,  in  con- 
sultation with  both  opposing  attorneys,  that  addition- 
al testimony  by  the  physician  is  required  in  person, 
then  and  in  that  case  shall  a physician  be  summoned 
to  attend  the  hearing  and  be  paid  the  regular  fee  for 
such  purpose. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  amended  this  resolution  as 
follows: 

In  the  second  resolved,  first  line,  delete  “a  regular  tes- 
tifying fee,”  and  substitute  “an  appropriate  fee.” 

In  the  third  resolved,  last  line,  delete  “the  regular  fee,” 
and  substitute  “the  usual  fee.” 

The  reference  committee  recommends  adoption  of 
Resolution  74-82  as  amended. 

The  House  voted  to  adopt  Resolution  74-82,  as 
amended. 

Resolution  74-83,  Mechanism  for  Prompt  Evaluation  of 
Compensability  of  Injured  Worker 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  Physicians  who  treat  compensation  cases 
do  so  in  good  faith  upon  the  claimant’s  statement  of 
history,  accepting  his  statements  as  factual;  and 

WHEREAS,  It  is  not  the  intent  of  the  Workmen’s 
Compensation  Law  that  physicians  underwrite  the 
medical  expenses  of  claimants  or  act  as  carrier’s  in- 
vestigators; now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  and  the  Legislature  of  the  State 
of  New  York  to  enact  rules  and  legislation  to  the  ef- 
fect that  carriers  maintain  a 24-hour-a-day  reporting 
service  by  telephone  within  the  office  of  the  Chairman 
of  the  Workmen’s  Compensation  Board;  and  be  it  fur- 
ther 

Resolved,  That  such  legislation  contain  a provision 
that  employers  and  physicians  must  immediately  re- 
port by  telephone  to  such  claim  receiving  service  di- 
rectly each  accident  to  each  employee  under  treat- 
ment; and  be  it  further 

Resolved,  That  the  reporting  by  both  the  employer 
and  the  physician  shall  serve  to  establish  the  claim  of 
any  claimant  for  a period  of  72  hours  during  which  the 
carrier  shall  have  the  right  to  determine  the  compen- 
sability of  any  claim,  and  be  it  further 

Resolved,  That  such  legislation  referred  to  above 
shall  carry  the  provision  that  the  physician  shall  be 
paid  for  his  services  regardless  of  whether  the  case  is 
subsequently  found  to  be  compensable  or  not  during 
the  first  72  hours;  and  be  it  further 

Resolved,  That  no  physician  shall  continue  to  treat 
such  patient  beyond  72  hours  unless  during  this  said 
72  hour  period  authorization  has  been  granted  to  the 
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physician  to  continue  to  treat  such  patient;  and  be  it 
further 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  request  the  Commissioner  of  Insurance  and 
the  Legislature  of  the  State  of  New  York  to  modify 
the  Insurance  Regulations  and  Insurance  Law  to  per- 
mit all  insurance  carriers  that  have  provisions  exclud- 
ing benefits  for  Workmen’s  Compensation  claimants 
to  permit  benefits  to  Workmen’s  Compensation 
claimants  subsequent  to  the  72  hour  period  referred 
to  above  when  a decision  has  been  made  that  no  fur- 
ther treatment  has  been  authorized  under  Workmen’s 
Compensation  Law  or  when  the  facts  are  insufficient 
to  warrant  a decision  as  to  compensability;  and  be  it 
further 

Resolved,  That  under  conditions  where  compensa- 
bility cannot  be  readily  determined  the  Workmen’s 
Compensation  Law  and  regulations  thereunder  shall 
be  changed  to  permit  physicians  and  others  treating 
Workmen’s  Compensation  claimants  to  charge  the  pa- 
tients directly  their  usual  and  customary  fees  until 
such  determination  shall  have  been  made. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  considered  this  resolution 
and  found  it  unreasonable. 

The  reference  committee  recommends  that  resolution 
74-83  not  be  adopted. 

The  House  voted  not  to  adopt  resolution  74-83. 

Resolution  74-84,  Failure  of  Carriers  to  Follow  the  Fee 
Schedules  in  Compensation  Cases 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  Many  carriers  have  taken  the  position 
that  certain  treatment  rendered  by  a specialist  can 
also  be  rendered  by  general  practitioners;  and 

WHEREAS,  As  a result  of  taking  this  stance  these 
carriers  have  arbitrarily  cut  the  bills  of  the  specialist 
to  that  of  a generalist;  and 

WHEREAS,  This  is  contrary  to  law  which  clearly 
states  that  a carrier  who  objects  to  the  bill  of  a physi- 
cian should  file  an  A-l  form  stating  such  objection 
and  the  reason  therefore;  and 

WHEREAS,  These  carriers  have  failed  to  do  so  and  in 
some  instances  have  even  modified  the  diagnoses  sub- 
mitted by  the  physicians;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 
to  issue  regulations  that  certify  that  each  report  con- 
taining a diagnosis  and  each  bill  containing  an 
amount  for  services  rendered  constitutes  an  item  in 
evidence;  and  be  it  further 

Resolved,  That  no  carrier  shall  have  the  right  to 
modify  either  of  these  items;  and  be  it  further 

Resolved,  That  if  a carrier  objects  to  either  of  these 
items  he  shall  file  an  A-l  as  provided  by  law  and  not 
take  it  upon  himself  to  make  changes. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  finds  this  resolution  redun- 


dant and  therefore  recommends  that  resolution  74-84 
not  be  adopted. 

The  House  voted  not  to  adopt  resolution  74-84. 

Resolution  74-85,  Continuation  of  Disputed  Patient 
Care  in  Compensation  Cases 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  The  carrier  has  the  legal  right,  upon  rec- 
ommendation of  its  consultant,  to  refuse  to  authorize 
further  treatment;  and 

WHEREAS,  This  right  is  evidenced  by  the  filing  of  a 
C-8  form;  and 

WHEREAS,  The  physician  treating  a patient  has  the 
right  to  object  to  the  decision  of  the  carrier  based  on 
the  carriers’  physicians  report;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  chairman  of  the  Workmen’s  Com- 
pensation Board  to  issue  regulations  to  the  effect  that 
where  a C-8  has  been  issued  and  the  treating  physi- 
cian takes  exception  in  writing  within  10  days  of  re- 
ceiving such  notice  to  the  recommendation  of  the  car- 
rier’s physician  that  the  effect  of  such  written  objec- 
tion shall  be  binding  upon  the  carriers  to  continue  au- 
thorization for  treatment  until  such  time  as  a hearing 
shall  have  been  held  at  the  Workmen’s  Compensation 
Board  to  determine  the  necessity,  type  and  frequency 
of  treatment  or  whether  treatment  is  indicated  at  all; 
and  be  it  further 

Resolved,  That  until  such  time  that  the  referee  has 
issued  a decision,  authorization  shall  automatically 
continue  and  the  physician  shall  be  paid  for  services 
rendered  during  such  time  until  the  referee  shall  have 
issued  his  decision,  pro  or  con. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

The  reference  committee,  after  considering  this  reso- 
lution, notes  that  the  filing  of  the  C-8  form  puts  the 
physician  on  notice  that  the  carrier  is  challenging  the 
necessity  for  further  treatment  and  the  payment  of 
such,  but  does  not  influence  the  physician’s  decision  as 
to  the  necessity  and  the  continuation  of  therapy.  We 
therefore  recommend  that  Resolution  74-85  not  be 
adopted. 

The  House,  after  discussion,  voted  not  to  adopt  reso- 
lution 74-85. 

Resolution  74-87,  Impartial  Examination  of  Compensa- 
tion Patients  by  an  Approved  Panel  of  Specialists 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  The  Workmen’s  Compensation  Law  pro- 
vides carriers  with  an  opportunity  to  have  claimants 
examined  to  determine  their  medical  status,  and  eval- 
uation of  disability,  and  necessity  for  and  type  of 
treatment;  and 

WHEREAS,  Carriers  engage  physicians  to  make  these 
examinations  and  report  their  opinions  and  are  en- 
abled to  pay  them  at  rates  higher  than  the  minimum 
fees  provided  in  the  minimum  fee  schedule;  and 

WHEREAS,  Many  of  these  physicians  make  determi- 
nations based  on  examinations  of  patients  that  are 
under  treatment  by  specialists  with  different  code 
ratings  from  theirs;  and 
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WHEREAS,  There  appears  to  be  a tendency  for  sever- 
al carriers  to  use  physicians  whose  practice  consists 
mainly  of  examining  for  carriers  and  they  therefore 
may  be  presumed  to  be  biased  in  favor  of  the  carrier 
and  hence  to  render  opinions  that  are  favorable  to  the 
carrier  rather  than  impartial;  opinion  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  revise  the  Rules  of  the  Board  to 
forbid  this  practice;  and  be  it  further 

Resolved,  That  carriers  be  prohibited  from  retain- 
ing physicians  of  their  own  choice  for  examination  of 
patients  followed  within  a particular  specialty;  and  be 
it  further 

Resolved,  That  the  Workmen’s  Compensation 
Board  maintain  a list  of  each  physician  practicing 
within  each  specialty  that  is  designated  by  the  Board, 
and  from  this  list  will  be  provided,  on  a rotating  basis, 
regionally,  the  names  of  all  physicians  who  practice 
their  specialty  in  the  particular  area  to  be  used  for  im- 
partial examinations  of  claimants  being  treated  under 
the  Workmen’s  Compensation  Act;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  rules  shall  be  made  by  the 
Chairman  of  the  Workmen’s  Compensation  Board 
that  such  physicians  shall  be  permitted  to  charge  only 
the  minimum  specialists  fee  for  the  examination  of 
the  patient  plus  additional  fee  for  review  of  file  de- 
pending upon  the  size  of  the  file,  plus  additional  fee 
for  review  of  x-rays,  said  fees  to  be  set  forth  by  the 
Chairman  of  the  Workmen’s  Compensation  Board; 
and  be  it  further 

Resolved,  That  the  Secretary  of  the  Workmen’s 
Compensation  Board  shall  keep  a roster  of  the  physi- 
cians specializing  in  each  field  and  the  order  in  which 
they  have  been  assigned  to  examine  Workmen’s  Com- 
pensation cases  requested  by  carriers  in  order  to  pro- 
vide an  opportunity  for  each  specialist  to  participate 
in  the  examination  of  claimants  with  the  objective  of 
providing  a fair  and  equitable  method  of  assessment 
of  the  extent  of  disability,  and  necessity  for  frequency 
and  type  of  treatment. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

The  reference  committee  feels  that  this  resolution 
should  not  be  adopted  since  there  are  existing  impartial 
groups  of  specialists  that  resolve  differences  of  opinion 
between  the  attending  physician  and  consultants.  Your 
reference  committee  recommends  that  Resolution  74-87 
not  be  adopted. 

The  House,  after  discussion,  voted  not  to  adopt  reso- 
lution 74-87. 

Resolution  74-88,  Legislation  Relief  Under  Compensa- 
tion Law 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  The  Workmen’s  Compensation' Law  pro- 
vides for  subrogation  in  cases  of  third  party  liability 
claims  by  claimants  of  accidents  falling  within  the 
purview  of  the  Workmen  s Compensation  Law;  and 
WHEREAS,  The  effect  of  the  subrogation  provision 
of  the  Law  is  to  deprive  the  workmen  of  the  rights 


guaranteed  to  them  under  Section  18  Article  I of  the 
Constitution  of  the  State  of  New  York;  and 

WHEREAS,  The  net  effect  of  the  subrogation  section 
is  that  the- lien  in  favor  of  the  Workmen’s  Compensa- 
tion carrier  against  any  recovery  in  the  third  party  lia- 
bility action  by  the  claimant  results  in  the  claimant 
eventually  becoming  self-insured  and  is  therefore  con- 
trary to  our  State  Constitution;  now  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  and  the  Legislature  of  the  State 
of  New  York  to  alter  the  law  and  the  regulations  is- 
sued thereunder  to  eliminate  the  subrogation  privi- 
lege; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Workmen’s  Compensation 
Board  and  the  Legislature  of  the  State  of  New  York  to 
modify  the  law  regarding  torts  in  such  a way  that  no 
claim  for  reimbursement  for  medical  care  and  other 
charges  provided  under  the  purview  of  the  Work- 
men’s Compensation  Law  can  be  entered  against  any 
third  party  carrier  as  an  item  of  damages  for  recovery 
thereof;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairmen  of  the  Workmen’s 
Compensation  Board  and  Legislature  of  the  State  of 
New  York  to  so  modify  its  regulations  and  the  law  of 
the  State  of  New  York  to  provide  that  recovery  for 
torts  arising  out  of  acts  performed  under  the  purview 
of  the  Workmen’s  Compensation  Act  shall  be  limited 
to  damages  resulting  from  the  impaired  or  lost  func- 
tion of  one  or  more  parts  of  the  body,  loss  of  use  or  loss 
of  a member  of  the  body,  loss  of  use  or  loss  of  one  or 
more  eyes  of  the  body,  loss  of  wages  in  excess  of  that 
provided  in  the  Workmen’s  Compensation  Law,  medi- 
cal and  other  expenses  not  covered  by  the  Workmen’s 
Compensation  Board  in  full,  expense  necessary  to  hire 
temporary  worker  replacements  or  assistance  plus 
provision  for  damages  of  pain  and  suffering  and  for 
the  cost  of  attorneys  fees  including  court  costs;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Legislature  of  the  State  of 
New  York  enact  legislation  guaranteeing  the  right  of 
each  such  claimant  to  have  the  right  of  free  election  of 
No-Fault  Law  benefits  or  other  Insurance  Benefits  he 
has  until  all  such  benefits  are  exhausted  when  the 
claimant  shall  again  have  the  right  to  elect  further 
care  and  reimbursement  for  loss  of  any  kind  under  the 
Workmen’s  Compensation  Act,  or  not,  as  he  may  de- 
sire. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

The  reference  committee  considered  this  resolution 
and  feels  that  this  should  be  referred  to  the  Workmen’s 
Compensation  Committee  for  consideration  and  clarifi- 
cation with  the  Superintendent  of  Insurance.  Your  ref- 
erence committee  recommends  that  resolution  74-88  be 
referred,  not  to  the  Superintendent  of  Insurance,  but  to 
the  Committee  on  Workmen’s  Compensation  for  clarifi- 
cation. 

The  House,  after  discussion,  voted  to  refer  resolution 
74-88  to  General  Counsel  for  report  to  the  Committee 
on  Workmen’s  Compensation  Insurance  and  Occupa- 
tional Health. 
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Resolution  74-89,  Right  of  Medical  Specialist  to  Inter- 
pret the  X-rays  Particular  to  his  Field  of  Practice  as  an 
X-ray  Specialist 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  The  Workmen’s  Compensation  Mini- 
mum Fee  Schedule  provides  different  rates  of  pay- 
ment for  full  and  partial  specialists  in  radiology  and 
specialists  in  other  fields  interpreting  radiographs  in 
their  fields;  and 

WHEREAS,  The  skill  of  a specialist  in  a particular 
field  interpreting  radiographs  in  his  field  is  at  least 
the  equivalent  or  better  of  a general  radiologist  inter- 
preting x-rays  in  a specialized  field;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  chairman  of  the  Workmen’s  Com- 
pensation Board  to  amend  the  Minimum  Fee  Sched- 
ule so  as  to  provide  equal  fees  for  specialists  in  any 
field  interpreting  radiographs  in  his  field  to  that  paid 
to  radiologists  interpreting  similar  radiographs. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SERVICES: 
The  following  report  was  presented  by  Kenneth  H.  Eck- 
hert,  M.D.,  Acting  Chairman. 

The  reference  committee  recommends  that  this  reso- 
lution be  referred  to  the  Council  Committee  on  Work- 
men’s Compensation  for  further  study  as  to  the  overall 
effect  this  would  have  on  the  fee  pattern. 

The  House,  after  discussion,  voted  not  to  refer  reso- 
lution 74-89  to  the  Committee  on  Workmen’s  Compen- 
sation. 

The  House,  after  further  discussion,  voted  not  to 
adopt  resolution  74-89. 

Resolution  74-90,  Specialist  Fees  For  Specialists 
Under  Compensation  Law 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  Specialists  in  a particular  field  frequently 
examine  claimants  as  original  physicians  for  condi- 
tions falling  within  their  scope  of  practice;  and 

WHEREAS,  Certain  carriers  arbitrarily  decide  that 
these  specialists  are  only  entitled  to  general  practice 
fees,  which  is  manifestly  unfair,  against  the  law  and 
regulations;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  issue  a specific  regulation  to  the 
effect  that  such  practices  by  carriers  be  discontinued; 
and  be  it  further 

Resolved,  That  the  Chairman  of  the  Board  issue  a 
specific  regulation  requiring  that  all  services  rendered 
by  a specialist  in  his  particular  field  be  paid  at  the  ap- 
propriate specialist  rates. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  notes  there  is  an  item  in 
the  fee  schedule  that  covers  this  particular  situation  and 
therefore  recommends  disapproval  of  this  resolution. 

The  House  voted  not  to  adopt  resolution  74-90. 

Resolution  74-79,  Composition  of  Arbitration  Panel  in 
Compensation  Cases 


Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual 

WHEREAS,  Arbitration  proceedings  are  held  pursu- 
ant to  the  provisions  of  the  Workmen’s  Compensation 
Law;  and 

WHEREAS,  It  frequently  happens  that  the  arbitra- 
tors sitting  in  proper  session  consist  of  physicians 
none  of  whom  are  qualified  in  that  branch  of  medicine 
represented  by  the  physician  who  treated  the  case  and 
whose  bill  is  being  arbitrated;  and 

WHEREAS,  It  is  manifestly  impossible  for  physicians 
not  trained  in  a particular  specialty  to  sit  in  compe- 
tent judgment  of  the  services  rendered  by  physicians 
who  have  been  trained  in  the  specialty;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  on  each  arbitration  panel 
where  treatment  rendered  by  a specialist  is  under 
consideration  there  shall  be  at  least  one  specialist  in 
the  same  field  sitting  on  the  arbitration  panel;  and  be 
it  further 

Resolved,  That  such  specialists  making  a finding 
which  is  opposed  to  the  majority  of  the  arbitration 
panel  shall  have  the  right  to  file  a minority  report; 
and  be  it  further 

Resolved,  That  the  filing  of  such  a minority  report 
shall  act  in  the  form  of  an  appeal  to  the  chairman  of 
the  Workmen’s  Compensation  Board  who  shall  then 
appoint  a review  board  including  at  least  one  member 
of  the  specialty  involved  to  review  the  entire  arbitra- 
tion proceedings  and  render  an  opinion  which  shall 
then  be  final. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  w’as  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  recommends  that  Resolu- 
tion 74-79  be  referred  to  the  Council  Committee  on 
Workmen’s  Compensation. 

The  House,  after  discussion,  voted  not  to  refer  this 
resolution. 

The  House,  after  further  discussion,  voted  not  to 
adopt  resolution  74-79. 

Resolution  74-91,  Abrogation  of  Right  of  Assignment 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  Certain  third  party  payors  have  taken 
away  from  their  policy  holders  the  right  to  assign  ben- 
efits legally  due  them;  and 

WHEREAS,  This  action  has  resulted  in  two  types  of 
physicians,  namely,  those  who  participate  in  the  plans 
and  those  who  do  not;  and 

WHEREAS,  A significant  number  of  claims  have  been 
paid  directly  to  patients  who  then  pocket  the  money 
and  do  not  pay  the  doctor;  and 

WHEREAS,  The  Judicial  Council  of  the  American 
Medical  Association  has  ruled  that  physicians  must 
sign  claim  forms  even  if  their  bills  have  not  been  paid 
and  to  resort  to  legal  means  to  collect  their  unpaid 
bills  if  the  patient  does  not  turn  the  funds  over  to  the 
physician;  and 

WHEREAS,  This  usually  results  in  an  adversary  pro- 
ceeding rapidly  increasing  the  costs  of  professional  li- 
ability insurance;  and 

WHEREAS,  This  places  the  physician  in  the  position 
of  not  being  able  to  receive  his  fee  without  a lawsuit 
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with  the  insertion  of  a capricious  counter  claim  by  the 
patient  as  a defense;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  New  York  Delegation  to  the 
AMA  to  introduce  and  support  resolutions  to  the  ef- 
fect that  the  legal  authorities  in  this  State  be  strongly 
urged  to  mandate  that  third  party  payors  permit  their 
insureds  to  assign  benefits  to  their  physicians,  and 
that  legislation  to  this  effect  be  introduced  and  enact- 
ed; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  withdraw  its  support  and  connections  from 
any  third  party  payors  who  fail  to  rescind  actions  pre- 
viously taken  prohibiting  assignment  of  benefits  to 
treating  physicians. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  recommends  that  resolu- 
tion 74-91  be  approved. 

The  House,  after  discussion,  voted  to  file  resolution 
74-91. 

Resolution  74-99,  Legislative  Modification  of  the  Medi- 
caid Program  in  the  City  of  New  York 

Introduced  by  Coordinating  Council  of  the  First  District 
Branch 

WHEREAS,  Medicaid,  a government  health  program 
for  the  poor  administered  by  government  employees 
of  the  City  of  New  York,  has  failed  to  attract  partici- 
pation of  the  private  practitioner  of  medicine;  and 
WHEREAS,  Medicare,  a government  health  program 
for  the  elderly,  administered  by  private  insurance 
companies,  has  successfully  provided  its  beneficiaries 
with  quality  medical  care  through  the  active  partici- 
pation of  the  private  practitioners  of  medicine;  and 
WHEREAS,  The  chief  obstacle  to  participation  in 
Medicaid  of  the  practitioners  in  the  City  of  New  York 
has  been  the  lack  of  payment  for  their  professional 
services  commensurate  with  the  value  of  those  ser- 
vices; and 

WHEREAS,  This  has  been  caused  by  an  inordinately 
low  professional  fee  schedule,  the  lack  of  prompt  pay- 
ment for  bills  of  services  rendered  by  physicians,  and 
by  over  zealous  administrative  restrictions  which  have 
not  mandated  free  choice  of  physicians;  and 
WHEREAS,  The  Medicaid  program  in  the  City  of 
New  York  has  therefore  not  been  successfully  com- 
petitive in  obtaining  adequate  professional  services  of 
physicians  for  the  poor;  and 

WHEREAS,  Professional  services  by  a private  practi- 
tioner in  his  office  are  still  the  least  expensive  way  of 
providing  quality  medical  care;  therefore  be  it 
Resolved,  That  this  House  of  Delegates  request  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  to  seek  legislation  to  modify  the  present  New 
York  City  Medicaid  Program  by  providing  a realistic 
professional  fee  schedule  related  to  physicians’  Medi- 
care fee  profiles,  competitive  with  other  private  and 
governmental  insurance  allowances,  to  the'  end  that 
the  poor  of  the  City  of  New  York  may  obtain  and 
enjoy  the  advantages  of  private  and  personal  profes- 
sional medical  care  by  a private  physician  at  a reason- 
able cost,  and  that  MSSNY  urge  that  statutory  Medi- 
caid revisions  provide  that  all  professional  fees  (or  the 


professional  component  of  fees  paid  for  physicians’ 
services)  through  the  Medicaid  Program  of  the  City  of 
New  York  be  paid  exclusively  and  directly  to  the  phy- 
sician rendering  the  services  to  the  patient,  and  that 
diversion  of  these  fees  to  any  third  party  for  any  rea- 
son and  in  any  manner  whatsoever  be  prohibited 
under  the  full  penalty  of  the  law. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  amended  Resolution  74-99 
by  changing  “City  of  New  York”  to  “State  of  New  York” 
wherever  it  appears,  since  any  effort  to  bring  the  pa- 
tients back  to  the  private  practice  of  medicine  is  good. 
Your  reference  committee  recommends  adoption  of  Res- 
olution 74-99  as  amended. 

The  House  after  discussion  voted  to  further  amend 
resolution  74-99  by  including  both  “City"  and  “State" 
where  applicable. 

The  House,  after  further  discussion,  voted  to  adopt 
resolution  74-99  as  amended. 

Resolution  74-101,  Medicaid  Payment  for  Office  Labo- 
ratory Tests 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe, Inc. 

WHEREAS,  An  integral  part  of  quality  office  practice 
in  several  fields  of  medicine  include  the  use  of  certain 
common  laboratory  tests,  such  as  throat  cultures, 
stool  guaiac  determinations  and  pregnancy  testing; 
and 

WHEREAS,  Doing  these  tests  in  the  physician’s  office 
represent  a cost  saving  and  a convenience  to  the  pa- 
tient eliminating  a separate  trip  to  another  laborato- 
ry; and 

WHEREAS,  The  test  results  are  available  to  the  phy- 
sician more  promptly,  especially  at  night  and  on 
weekends;  and 

WHEREAS,  Office  laboratory  tests  are  considered  an 
essential  component  of  private  practice  by  the  physi- 
cians of  Monroe  County;  and 

WHEREAS,  Medicaid  patients  should  not  be  discrim- 
inated against  nor  denied  the  benefits  of  the  same 
quality  of  care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  actively  pursue  this  problem  with  the  New 
York  State  Health  Department  to  reinstitute  the  au- 
thorization for  payment  of  office  laboratory  tests  for 
patients  covered  by  Medicaid. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 

Your  reference  committee  recommends  adoption  of 
resolution  74-101. 

The  House  voted  to  adopt  resolution  74-101. 

Resolution  74-113,  Opposition  to  Mandated  Fixed-Sal- 
ary Contracts  Between  Hospitals  and  Radiologists 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  Counsel  to  the  Comptroller  of  the  State 
of  New  York  in  an  advisory  opinion  addressed  to  Hol- 
lis S.  Ingraham,  M.D.,  State  Commissioner  of  Health 
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has  held  that  a public  general  hospital  must  compen- 
sate its  radiologists  exclusively  on  a salary  basis;  and 
WHEREAS,  Implementation  of  this  opinion  will  seri- 
ously affect  many  radiologists  in  public  general  hospi- 
tals who  are  now  compensated  in  a manner  other  than 
by  a straight  salary;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  steps  as  may  be  necessary  to  secure  a 
reversal  of  the  aforesaid  opinion  so  as  to  validate  ex- 
isting fee-for-service  radiologic  arrangements  in  pub- 
lic general  hospitals,  and  also,  such  other  steps  as  are 
indicated  to  prevent  implementation  of  the  legal 
opinion  cited  in  this  resolution. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Kenneth 
H.  Eckhert,  M.D.,  Acting  Chairman. 


Non  Referred  Resolutions 

Resolution  74-111,  Prompt  and  Complete  Dissemina- 
tion of  Action  of  the  House  of  Delegates 

Introduced  by  Thomas  F.  McCarthy,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  has  voted  over- 
whelmingly in  favor  of  unified  membership  with  the 
American  Medical  Association;  and 

WHEREAS,  Such  action  has  demonstrated  that  the 
medical  profession  in  New  York  State  supports  the 
position  of  the  American  Medical  Association  as  pre- 
sented to  the  Secretary  of  Health,  Education,  and 
Welfare  and  the  Congress  of  the  United  States;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  notify  the  other  forty  nine  states  and  terri- 
tories that  the  Medical  Society  of  the  State  of  New 
York  has  voted  overwhelmingly  in  favor  of  unified 
membership  with  the  American  Medical  Association; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  other  49  states  and  territories  to 
take  similar  action  in  order  to  make  the  legislators  in 
Washington  realize  that  the  medical  profession  is 
united  in  its  support  of  our  national  organization,  the 
American  Medical  Association. 

The  House  voted  to  adopt  resolution  74-111. 


Your  reference  committee  considered  Resolution  74- 
113  and  wishes  to  substitute  the  following  Resolved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  position  that  physicians  shall 
be  free  to  make  financial  arrangements  with  the  hos- 
pital as  they  see  fit  without  compulsion  and  that  if  the 
above  in  fact  represents  an  accurate  interpretation  of 
the  law  that  action  be  taken  to  amend  the  law. 

Your  reference  committee  recommends  adoption  of 
Resolution  74-113  as  amended. 


The  House  voted  to  adopt  resolution  74-113. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 


Resolution  74-115,  House  of  Delegates  Resolutions 

Introduced  by  Medical  Society  of  the  County  of  Sche- 
nectady 

WHEREAS,  Resolutions  to  the  House  of  Delegates 
may  be  submitted  any  time  in  the  year  intervening 
between  the  prior  House  of  Delegates  and  the  com- 
mencement of  the  House  at  which  the  resolution  will 
be  presented;  and 

WHEREAS,  In  these  times  of  significant  changes  in 
the  health  field  which  require  careful  deliberation  in 
an  attempt  to  meet  the  problems  which  arise;  and 
WHEREAS,  At  this  House  of  Delegates  there  have 
been  submitted  one  hundred  and  fourteen  resolu- 
tions, of  which  over  sixty  were  submitted  in  one  two- 
hour  period,  on  Sunday,  February  24,  1974;  and 

WHEREAS,  It  is  both  impossible  for  the  Delegates  to 
give  these  resolutions  the  consideration  they  deserve 
and  next  to  impossible  for  staff  to  process  these  in  the 
short  time  allotted;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  Speaker  exercise  the 
power  inferentially  given  to  him  pursuant  to  Article 
V,  Section  2 of  the  Bylaws  by  requiring  the  submis- 
sion to  him  of  all  except  emergency  and  newly  perti- 
nent resolutions  not  less  than  24  hours  prior  to  the 
opening  session  of  the  1975  House  of  Delegates,  with 
the  exception  of  resolutions  submitted  by  Section 
Delegates. 

The  House  voted,  after  discussion,  to  adopt  resolu- 
tion 74-115. 
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Proposed  Amendments  To 
The  Bylaws 

Proposed  amendments  to  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were  referred  to  the 
House  Committee  on  Bylaws  and  will  be  acted  upon  at 
the  1975  Annual  Meeting  of  the  House  of  Delegates. 

The  proposed  amendments  to  the  Bylaws  are  as  fol- 
lows: 

Resolution  74-1,  Election  of  Councilors 

Introduced  by  Seventh  District  Branch 

WHEREAS,  The  Councilors  of  the  Medical  Society  of 
the  State  of  New  York  are  now  elected  by  the  House 
of  Delegates;  and 

WHEREAS,  This  method  does  not  necessarily  insure 
that  the  individual  Councilor  will  truly  represent  his 
constituency;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  democratic  principle  of  having 
each  of  the  nine  councilors  elected  by  the  District 
Branch  he  represents;  and  be  it  further 

Resolved,  That  the  remaining  three  Councilors  be 
elected  by  the  House  of  Delegates;  and  be  it  further 
Resolved,  That  Article  IV,  Section  1,  Paragraph  3, 
of  the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  changed  to  read: 

Three  councilors  should  be  elected  at  large,  one 
each  year  to  serve  overlapping  terms  of  three  years 
each.  Nine  of  the  councilors  should  be  elected  by 
their  respective  district  branches  with  overlapping 
terms  of  three  years  each  so  that  three  would  be 
elected  each  year.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  for  the  unexpired  term. 

Resolution  74-2,  Osteopathic  Physicians 

Introduced  by  The  Medical  Society  of  the  County  of 
New  York 

WHEREAS,  Many  able,  well  trained  graduates  of  os- 
teopathic schools  are  now  participating  in  intern  and 
resident  programs  approved  by  the  American  Medical 
Association;  and 

WHEREAS,  Despite  their  completion  of  approved 
programs,  they  are  ineligible  for  membership  in  coun- 
ty medical  societies  and  in  the  Medical  Society  of  the 
State  of  New  York;  and 

WHEREAS,  The  American  Medical  Association  ac- 
cepts qualified  graduates  of  osteopathic  schools  as 
members;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  give  equal  consideration  for  membership  in 
these  societies  to  graduates  of  approved  osteopathic 
medical  schools,  who  complete  their  training  at  intern 
or  residency  level  in  programs  approved  by  the  Amer- 
ican Medical  Association;  and  be  it  further 
Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Article  II,  Section  1,  be  changed  by  inserting  the 
words  “or  osteopathic”  after  the  word  “medical”  in 
the  second  and  third  paragraphs  each  time  it  ap- 
pears. 

Resolution  74-3,  Membership  for  Osteopathic  Physi- 
cians in  the  Medical  Society  of  the  State  of  New  York 

Introduced  by  John  E.  Shelley,  M.D.,  as  an  individual 


WHEREAS,  The  training  in  schools  of  osteopathic 
medicine  is  similar  to  that  given  in  Medical  Schools; 
and 

WHEREAS,  Osteopathic  physicians  are  licensed  to 
practice  medicine  and  surgery  in  New  York;  and 

WHEREAS,  Osteopathic  graduates  are  eligible  for 
American  Medical  Association  approved  internship 
and  residency  training  in  most  specialties;  and 

WHEREAS,  Osteopathic  graduates  are  eligible  for 
medical  society  membership  in  some  states;  therefore 
be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Article  II,  Section  1,  be  changed  by  inserting  the 
words  “or  osteopathic”  after  the  word  “medical”  in 
the  second  and  third  paragraphs  each  time  it  ap- 
pears. 

Resolution  74-4,  Eligibility  of  Life  Membership 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  now  allows  any  member  to  become 
a Life  Member,  enjoying  all  the  benefits  of  life  mem- 
bership upon  attaining  the  age  of  70;  and 

WHEREAS,  There  is  no  specification  as  to  any  re- 
quired duration  of  active  membership  prior  to  eligibil- 
ity for  life  membership;  therefore  be  it 

Resolved,  That  the  MSSNY  amend  the  Bylaws,  Ar- 
ticle II,  Section  1,  Seventh  paragraph  as  follows: 

An  active  member  in  good  standing  for  five  con- 
secutive years  before  reaching  the  age  of  seventy 
years,  unless  there  are  extenuating  reasons  such  as 
illness,  or  an  active  member  in  good  standing  for 
five  years  or  more  who  is  permanently  disabled, 
may  apply  for  life  membership. 

Resolution  74-97,  The  First  District  Branch  as  the 

Medical  Society  of  the  City  of  New  York 

Introduced  by  First  District  Branch 

WHEREAS,  The  present  structure  and  function  of  the 
First  District  Branch  and  its  Coordinating  Council 
does  not  provide  sufficient  coordination  nor  coopera- 
tion between  the  five  county  medical  societies  of  the 
City  of  New  York  to  best  meet  the  needs  of  the  physi- 
cians and  the  people  of  the  City  of  New  York;  and 
WHEREAS,  In  its  wisdom  the  legislature  of  the  State 
of  New  York  has  granted  sufficient  “home  rule  and 
autonomy”  to  the  Municipal  Government  of  the  City 
of  New  York  to  provide  for  the  special  needs  of  its  in- 
habitants; and 

WHEREAS,  The  First  District  Branch  presently  en- 
compasses approximately  one  half  of  the  physician- 
members  of  the  Medical  Society  of  the  State  of  New 
York;  and 

WHEREAS,  The  First  District  Branch  has  as  its  ob- 
jectives; 

1.  To  consider  and  to  make  policy  concerning 
those  matters  of  medical  practice  and  health  care 
delivery  that  are  specifically  local  city  problems 
which  are  characteristic  and  special  to  the  needs  of 
the  physician  and  citizens  of  the  City  of  New  York, 
and 

2.  To  provide  a consensus  of  opinion  of  five 
New  York  City  county  medical  societies  to  the 
Medical  Society  of  the  State  of  New  York  in  mat- 
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ters  concerning  general  interest  to  the  medical  pro- 
fession and  the  delivery  of  health  care  to  the  people 
of  this  State  and  this  Nation;  therefore  be  it 
Resolved , That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  in  the  following 
manner; 

Article  XVII,  (District  Branches)  Section  1 (para- 
graph 2)  shall  read: 

The  First  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties 
of  Bronx,  Kings,  New  York,  Queens,  and  Richmond 
and  shall  alternately  be  designated  as  the  Medical 
Society  of  the  City  of  New  York;  and  be  it  further 
Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  in  the  following 
manner: 

Article  XVII,  Section  2,  (District  Branches)  de- 
lete . . in  any  way  which  that  body  may  advise,” 
and  substitute  . . . with  budgetary  allotment  and 
administrative  assistance  provided  by  the  Medical 
Society  of  the  State  of  New  York  in  proportion  to 
the  contribution  of  each  of  the  dues  paying  mem- 
bers of  the  district  branches. 

Article  XVII,  Section  2,  first  paragraph  1 would 
then  read  as  follows:  The  objectives  of  the  district 
branches  shall  be  to  promote  the  scientific,  social, 
cultural,  and  other  interests  of  the  medical  profes- 
sion within  the  district  and  to  cooperate  with  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  with  budgetary  allotment  and  administrative 
assistance  provided  by  the  Medical  Society  of  the 
State  of  New  York  in  proportion  to  the  contribu- 
tion of  each  of  the  dues  paying  members  of  the  dis- 
trict branches. 

Resolution  74-98,  Amendment  to  the  Bylaws  to  Redis- 
tribute First  District  Branch  Members 

Introduced  by  Lester  R.  Tuchman,  M.D.,  as  an  Individ- 
ual 

WHEREAS,  The  First  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  has  13,145  members, 
while  three  districts  have  fewer  than  1,000  members, 
three  districts  between  1,000  and  2,000  members,  and 
two  districts  between  2,000  and  3,000  members;  and 
WHEREAS,  This  disproportion  represents  an  inequi- 
ty; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  XVII,  Section  1 of  the  By- 
laws by  deleting  the  following: 

The  First  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties 
of  Bronx,  Kings,  New  York,  Queens,  and  Richmond 
and  substituting  therefor  the  following:  Members 

of  the  Medical  Society  of  the  County  of  New  York 
shall  comprise  the  First  District  Branch;  members 
of  the  Bronx  County  Medical  Society  shall  com- 
prise the  Tenth  District  Branch;  members  of  the 
Medical  Society  of  the  County  of  Kings  and  of  the 
Richmond  County  Medical  Society  shall  comprise 
the  Eleventh  District  Branch;  members  of  the  Med- 
ical Society  of  the  County  of  Queens  shall  comprise 
the  Twelfth  District  Branch 

Resolution  74-108,  Abolishment  of  Compulsory  Mem- 
bership in  the  AMA  by  Student’s  House  Officers 


Introduced  by  James  K.  Weber,  Delegate  of  the  Medical 
School  Representatives 

WHEREAS,  The  House  of  Delegates  has  just  passed  a 
resolution  mandating  membership  in  the  AMA  for  all 
members  of  MSSNY;  and 

WHEREAS,  The  House  of  Delegates  has  just  passed  a 
resolution  permitting  students  in  the  medical  schools 
of  New  York  State  to  join  the  Medical  Society  of  the 
State  of  New  York;  and 

WHEREAS,  There  already  exists  a student  AMA  as 
well  as  a national  organization  of  interns  and  resi- 
dents; and 

WHEREAS,  both  students  and  house  officers  may  be 
constrained  either  financially  or  temporarily  from 
participation  in  both  statewide  and  national  medical 
organizations;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  membership  in  the  Medical 
Society  for  both  house  officers  and  students  of  New 
York  medical  schools  not  be  contingent  upon  mem- 
bership in  the  AMA. 

Supplementary  Report  HH  which  was  attached  to 
Resolution  74-108  follows: 

Non-Compulsory  AMA  Membership  for  Student 
Members  of  MSSNY 

Following  the  passage  of  the  amendment  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York  ex- 
tending to  medical  students  of  New  York  State  the  priv- 
ilege of  membership  in  MSSNY,  there  was  some  confu- 
sion as  to  whether  compulsory  AMA  membership  would 
apply  to  students  wishing  to  join  the  State  Society.  Dr. 
Ernest  B.  Howard,  Executive  Vice  President  of  the 
AMA,  has  spoken  to  this  issue  by  ascertaining  that  a 
precedent  has  been  established  by  other  states  which 
have  mandatory  AMA  membership  and  which  also  have 
student  members. 

The  AMA  argument  is  that,  as  students  are  not  eligi- 
ble to  become  officers  of  their  state  societies,  they  con- 
stitute a special  subgroup  of  membership,  and  therefore, 
are  not  bound  to  compulsory  AMA  membership.  Our 
General  Counsel,  J.  Richard  Burns,  J.D.,  has  assured  us 
that  he  will  seek  to  clarify  these  issues  in  MSSNY  rec- 
ords, and  furthermore  that  his  personal  opinion  is  in 
harmony  with  the  AMA  position.  It  is  our  feeling  that 
resolution  74-108,  to  be  considered  by  the  House  Bylaws 
Committee,  is  also  in  harmony  with  the  AMA  position. 

We  wish  to  affirm  that  in  seeking  to  avoid  mandatory 
AMA  membership  for  students,  we  are  not  speaking 
against  the  AMA,  but  rather  in  favor  of  allowing  the 
State  Society  the  opportunity  of  educating  its  students 
about  the  advisability  of  joining  the  AMA,  without  first 
forcing  them  to  join. 

Resolution  74-114,  Separation  of  House  of  Delegates 
for  Annual  Convention 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual 

WHEREAS,  One  of  the  most  important  areas  of  medi- 
cal activism  for  the  Medical  Society  of  the  State  of 
New  York  is  with  State  legislation;  and 

WHEREAS,  The  Legislature  of  the  State  of  New  York 
initiates  its  annual  session  promptly  after  the  first  of 
January;  and 

WHEREAS,  By  the  time  of  the  meeting  of  the  House 
of  Delegates  in  late  February,  major  activities  in  the 
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area  of  health  legislation  are  already  programmed  for 
the  current  session;  and 

WHEREAS,  The  Council  of  this  Society  in  Septem- 
ber, 1973,  fully  aware  of  this  major  roadblock  to  effec- 
tive legislation  effort,  voted  to  separate  and  transfer 
the  meeting  of  this  House  of  Delegates  from  the  time 
of  the  annual  convention  in  February  to  a Fall  meet- 
ing time  without  specification  of  place;  and 

WHEREAS,  The  1973  Bylaws  of  this  Society  man- 
dates that  both  the  Convention  and  the  House  of  Del- 
egates meet  at  the  same  time  and  place;  therefore  be 
it 

Resolved,  That  the  first  sentence  of  ARTICLE  III, 
Section  3 of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  to  read  as  follows: 

The  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  and  the  annual  meeting  of  the 
House  of  Delegates  shall  be  held  at  the  call  of  the 
speaker.  Such  annual  meetings  may  be  held  during 
the  annual  convention  of  the  Medical  Society  of  the 
State  of  New  York  though  this  is  not  required.;  and 
be  it  further 

Resolved,  That  ARTICLE  XIII,  Section  1,  para- 
graph 2 of  the  Bylaws  be  amended  as  follows: 

This  convention  shall  include  the  annual  scientific 
program  which  shall  include  the  annual  meetings  of 
the  sections  and  sessions  and  scientific  motion  pic- 
tures and  exhibits,  and  such  other  activities  and 
presentations  as  the  House  of  Delegates  or  Council 
may  direct. 

The  annual  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  the  House  of  Delegates  may 
or  may  not  be  held  at  such  convention  pursuant  to 
the  provisions  of  ARTICLE  III,  Section  3 of  these 
Bylaws. 

Resolution  74-116,  House  of  Delegates  Resolutions 

Introduced  by  Schenectady  County  Medical  Society 

WHEREAS,  Resolutions  to  the  House  of  Delegates 


may  be  submitted  any  time  in  the  year  intervening 
between  the  prior  House  of  Delegates  and  the  com- 
mencement of  the  House  at  which  the  resolutions  will 
be  presented;  and 

WHEREAS,  In  these  times  of  significant  changes  in 
the  health  field  which  require  careful  deliberation  in 
an  attempt  to  meet  the  problems  which  arise;  and 
WHEREAS,  At  this  House  of  Delegates  there  have 
been  submitted  one  hundred  and  fourteen  resolutions 
of  which  over  sixty  were  submitted  on  Sunday,  Febru- 
ary 24th  in  a two  hour  period;  and 

WHEREAS,  It  is  both  impossible  for  the  Delegates  to 
give  these  resolutions  the  consideration  which  they 
deserve  and  next  to  impossible  for  Staff  to  process 
these  in  the  short  time  allotted;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws,  ARTICLE  V,  Section 
2 — so  as  to  require  that  all,  except  emergency  and 
newly  pertinent  resolutions,  be  submitted  to  the 
Speaker  not  less  than  24  hours  prior  to  the  opening 
session  of  the  House  of  Delegates.  The  section  as 
amended  would  then  read  as  follows: 

The  Speaker  shall  preside  at  all  meetings  of  the 
House  of  Delegates.  He  shall  appoint  all  com- 
mittees to  serve  during  the  meeting  of  the  House  of 
Delegates  at  least  thirty  days  in  advance  of  the 
meeting.  All  resolutions  submitted  by  component 
county  Medical  societies,  district  branches,  scientif- 
ic sections,  and  Medical  schools  to  be  presented  to 
the  House  of  Delegates  should  be  forwarded  to  the 
speaker  at  least  forty-five  days  in  advance  of  the 
annual  meeting  of  the  House  and  referred  by  him  to 
the  appropriate  reference  committees;  and  all  reso- 
lutions sent  in  subsequent  to  forty-five  days  should 
be  presented  to  the  House  and  referred  to  the  ap- 
propriate reference  committees. 

No  resolutions,  other  than  emergency  resolutions 
or  resolutions  submitted  by  Section  Delegates  will 
be  accepted  less  than  24  hours  prior  to  the  opening 
session  of  the  House  Delegates  unless  approved  by 
two-thirds  vote  of  the  House. 
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Members 


The  following  pages  contain  a list  of  members  of  the  1974  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 


Officers  1973-1974 

President — Thomas  F.  McCarthy,  Bronx 
President-Elect — Lynn  R.  Callin,  Monroe 
Vice-President — Ralph  S.  Emerson,  Nassau 
Secretary — Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  Nassau 
Treasurer — Albert  M.  Schwartz,  New  York 
Assistant  Treasurer — Mary  H.  Spalding,  Nassau 
Speaker — George  T.  C.  Way,  Dutchess 
Vice-Speaker — Samuel  Wagreich,  Bronx 

Councilors 

Term  Expires  1974 
G.  Rehmi  Denton,  Albany 
Arthur  H.  Diedrick,  Westchester 
Albert  H.  Douglas,  Queens 
Milton  Gordon,  Suffolk 
Term  Expires  1975 
Richard  D.  Eberle,  Onondaga 
Warren  A.  Lapp,  Kings 
Keith  0.  Guthrie,  Jr.,  New  York 
Charles  D.  Sherman,  Jr.,  Monroe 
Term  Expires  1976 
John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
Abraham  W.  Freireich,  Nassau 

Trustees 

Edward  C.  Hughes,  Onondaga,  Chairman 

Walter  T.  Heldmann,  Richmond 

Joseph  J.  Kaufman,  Wayne 

Reid  R.  Heffner,  Westchester 

James  M.  Blake,  Schenectady 

Milton  Helpern,  New  York 

Walter  Scott  Walls,  Erie 

Past  Presidents 

1950-1951 — Carlton  E.  Wertz,  Erie 
1955-1956 — Renato  J.  Azzari,  Bronx 
1957-1958 — Thurman  B.  Givan,  Kings 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1966-1967 — James  M.  Blake,  Schenectady 

1968- 1969 — Edward  C.  Hughes,  Onondaga 

1969- 1970 — Walter  T.  Heldmann,  Richmond 

1970- 1971— Walter  Scott  Walls,  Erie 

1971- 1972 — George  Hinder,  New  York 

1972- 1973 — Edward  Siegel,  Clinton 


Commissioner,  New  York  State  Department  of 
Health 

Hollis  S.  Ingraham,  Albany 

District  Delegates 

(Elected  Delegates  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — Jeff  Joseph  Coletti,  Nassau 
Third — Thomas  W.  Greenlees,  Schoharie 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Jason  K.  Moyer,  Broome 
Seventh — Vincent  I.  Bonafede,  Livingston 
Eighth — David  R.  Harrington,  Genesee 
Ninth — Garrett  W.  Vink,  Putnam 

Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy — William  E.  Hermance,  Westchester 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Data  Processing  in  Medicine — Elemer  R.  Gabrieli,  Erie 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Family  and  General  Practice — M.  Theodore  Tanenhaus, 
Kings 

Gastroenterology  and  Proctology — Bertram  A.  Portin, 
Erie 

Internal  Medicine — John  R.  Williams,  Jr.,  Monroe 
Medical-Legal  and  Workmen’s  Compensation  Matters — 
Robert  Katz,  New  York 

Neurosurgery— Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology — Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Francis  J.  Gilroy,  Broome 
Orthopedic  Surgery — Frederick  Lee  Liebolt,  New  York 
Otolaryngology — William  F.  Robbett,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 
Pediatrics — Moe  Goldstein,  Queens 
Physical  Medicine  and  Rehabilitation — Harold  Gellert, 
New  York 

Plastic  and  Reconstructive  Surgery— Howard  B.  Rasi, 
Kings 

Preventive  Medicine  and  Public  Health — Richard 
Nauen,  New  York 

Psychiatry — Matthew  Brody,  Kings 
Radiology — Samuel  H.  Madell,  New  York 
School  Health — Arthur  Howard,  Fulton 
Space  Medicine — Seymour  Fiske,  New  York 
Surgery — Irving  Cramer,  Oneida 
Urology — Perrin  B.  Snyder,  New  York 
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Delegates  from  Component  County  Medical  Erie  (9) 


Societies 

Albany  (4) 

Edward  C.  Attarian,  Albany 
James  A.  Moore,  Albany 
John  J.  Phelan,  Jr.,  Albany 
Robert  H.  Randles,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

John  P.  Albanese,  The  Bronx 
Anthony  J.  Altieri,  The  Bronx 
Alan  L.  Goldberg,  The  Bronx 
Isaiah  Gross,  The  Bronx 
Leonard  L.  Heimoff,  The  Bronx 
Tiffany  Lawyer,  Jr.,  The  Bronx 
John  LoCascio,  The  Bronx 
Francis  J.  Loperfido,  The  Bronx 
Joseph  C.  Polifrone,  The  Bronx 
Victor  W.  Sidel,  The  Bronx 
William  Winner,  The  Bronx 
Saul  Zucker,  The  Bronx 

Broome  (3) 

John  A.  Kalb,  Endicott 
Theodore  W.  Nowicki,  Jr.,  Endicott 
John  F.  Spring,  Binghamton 

Cattaraugus  (1) 

William  C.  MacFarland,  Olean 

Cayuga  (1) 

Frank  T.  Moran,  Auburn 

Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Harriett  E.  Northrup,  Jamestown 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Henry  B.  Marshall,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

George  I.  Starr,  Champlain 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

William  J.  McAuliffe,  Cortland 
Delaware  (1) 

Thomas  E.  Lavell,  Jr.,  Walton 
Dutchess  (3) 

Richard  D.  H.  Flaherty,  Poughkeepsie 
Martin  G.  Koloski,  Poughkeepsie 
Frank  C.  Starpoli,  Poughkeepsie 


Guy  S.  Alfano,  Buffalo 
Ralph  J.  Argen,  Tonawanda 
Carmelo  S.  Armenia,  Kenmore 
Thomas  S.  Bumbalo,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Anthony  J.  Federico,  Buffalo 
John  I.  Lauria,  Williamsville 
Stephen  J.  Paolini,  Buffalo 
Charles  E.  Wiles,  Cheektowaga 

Essex  (1) 

George  G.  Hart,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Hans  W.  Leeds,  Catskill 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (2) 

Warren  W.  Daub,  Watertown 
Thomas  P.  Hamilton,  Jr.,  Watertown 

Kings  (23) 

Lawrence  Ames,  Brooklyn 
Joseph  C.  Amico,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
David  Kershner,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Louis  Pellman,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
Bernard  Seligman,  Brooklyn 
Arthur  A.  Shachner,  Brooklyn 
John  H.  Shelley,  Howard  Beach 
Milton  B.  Spiegel,  Glen  Rock,  N.J. 
Leo  J.  Swirsky,  Brooklyn 
Dorothy  L.  Trice,  Brooklyn 
Stanley  H.  Wolfson,  Brooklyn 

Lewis  ( 1) 


Livingston  ( 1) 

John  W.  Stoll,  Dansville 
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Madison  (1) 

Theodore  J.  Prowda,  Sherrill 
Monroe  (7) 

William  L.  Craver,  Rochester 
William  B.  Forsyth,  Rochester 
Gerald  L.  Glaser,  Rochester 
James  T.  Haggerty,  Rochester 
John  H.  Morton,  Rochester 
Donald  S.  Raines,  Rochester 
Robert  C.  Webster,  Webster 

Montgomery  (1) 

Roger  L.  Miller,  Amsterdam 

Nassau  (12) 

Clement  J.  Boccalini,  Floral  Park 
Samuel  Cytryn,  Levittown 
Sears  E.  Edwards,  Garden  City 
Leo  Fishel,  Freeport 
John  P.  Glaubitz,  Bethpage 
Morton  Goldfarb,  Massapequa  Park 
Robert  P.  Jessup,  Syosset 
Lawrence  S.  Kryle,  Roslyn  Heights 
Harold  W.  Mayberger,  Glen  Cove 
Jack  W.  McElwain,  Bethpage 
Lawrence  Ravich,  Bethpage 
Rudolf  H.  Steinharter,  Hempstead 

New  York  (30) 

Seyton  G.  Bentham,  New  York  City 
Edgar  P.  Berry,  New  York  City 
Charles  R.  Blair,  New  York  City 
Edward  A.  Burkhardt,  New  York  City 
Kevin  M.  Cahill,  New  York  City 
George  D.  Cannon,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  Jr.,  New  York  City 
Gerald  D.  Dorman,  New  York  City 
Lawrence  Essenson,  New  York  City 
John  A.  Finkbeiner,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Barbara  F.  Lipton,  New  York  City 
Albert  S.  Lyons,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
James  R.  Nealon,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Stephen  Nordlicht,  New  York  City 
Bernard  J.  Pisani,  New  York  City 
Oma  H.  Price,  New  York  City 
William  B.  Rawls,  New  York  City 
Jay  S.  Reibel,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
Philip  R.  Roen,  New  York  City 
George  M.  Saypol,  New  York  City 
Ann  M.  Shearman,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Roger  W.  Steinhardt,  New  York  City 
Meyer  Texon,  New  York  City 

Niagara  (2) 

John  T.  Donovan,  Jr.,  Lockport 
William  C.  Stein,  Jr.,  Lockport 


Oneida  (3) 

Clarke  T.  Case,  Utica 
George  Lim,  Rome 
Robert  B.  Wallace,  Utica 

Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Edward  Dunn,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
Roderick  A.  McLean,  Syracuse 
Robert  E.  Westlake,  Syracuse 

Ontario  (2) 

Robert  M.  Price,  Clifton  Springs 
Philip  M.  Standish,  Canandaigua 

Orange  (3) 

Harold  Sobel,  Middletown 
Orin  A.  Wahl,  Newburgh 
Leonard  S.  Weiss,  Middletown 

Orleans  (1) 

Harvey  J.  Blanchet,  Jr.,  Medina 

Oswego  (1) 

Marcus  A.  Wuerschmidt,  Oswego 
Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  (1) 

Francis  X.  Pedlow,  Somers 
Queens  (16) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
Lester  J.  Candela,  Great  Neck 
Franz  L.  Ebstein,  Forest  Hills 
John  L.  Finnegan,  Flushing 
Irving  G.  Frohman,  Rockaway  Park 
Edith  Gutmann,  Flushing 
William  M.  Hewlett,  St.  Albans 
Philip  K.  Kaufman,  Long  Island  City 
Joseph  Klements,  Forest  Hills 
Morton  M.  Kurtz,  Flushing 
George  J.  Lawrence,  Jr.,  Flushing 
John  Edward  Lowry,  Flushing 
Norton  M.  Luger,  Fresh  Meadows 
Ralph  E.  Schlossman,  South  Ozone  Park 
Lester  R.  Tuchman,  New  York  City 

Rensselaer  (2) 

Thomas  D.  Pemrick,  Troy 
William  A.  Whyland,  Troy 

Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
Robert  J.  O’Connor,  Staten  Island 
William  A.  Schwarz,  Staten  Island 

Rockland  (4) 

Burton  Allyn,  Spring  Valley 
Bernard  H.  Berson,  Spring  Valley 
Boris  A.  Vanadzin,  New  City 
Lionel  Zemek,  New  City 
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St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 

I Saratoga  (1) 

John  A.  Esposito,  Saratoga  Springs 

!. Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 

Schoharie  ( 1) 

Francis  S.  Reilly,  Cobleskill 
Schuyler  (1) 

Joseph  Y.  Roberts,  Watkins  Glen 

I Seneca  (1) 

Paul  C.  Jenks,  Waterloo 

Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 

■j  Suffolk  (7) 

(Daniel  Friedman,  Bay  Shore 
John  G.  Hansen,  Greenport 
James  A.  Holleran,  East  Setauket 
Joseph  F.  Palmieri,  Huntington 
Milton  Rosenberg,  Patchogue 
Charles  W.  Shlimbaum,  Bay  Shore 
Leonard  Weitzman,  Commack 


Sullivan  (1) 

John  M.  Stirna,  Jr.,  Narrowsburg 
Tioga  (1) 

Charles  F.  Ryan,  Waverly 
Tompkins  (2) 

George  G.  McCauley,  Ithaca 
Dale  B.  Pritchard,  Ithaca 

Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 


Warren  (1) 

Walter  F.  Harrison,  Jr.,  Glens  Falls 
Washington  (1) 

Wayne  (1) 

James  M.  Flanagan,  Newark 

Westchester  (8) 

Allan  H.  Bruckheim,  Harrison 
William  P.  Clark,  Tuckahoe 
Katharine  L.  Friedmann,  Ardsley 
Robert  E.  Healy,  Mt.  Kisco 
Allison  B.  Landolt,  Bronxville 
Albert  B.  Lowenfels,  Valhalla 
Robert  A.  Mayers,  Port  Chester 
Charles  Weller,  Larchmont 

Wyoming  (1)  | 

Richard  T.  Williams,  Warsaw  \ 

Yates  (1) 

Paul  P.  Westfall,  Dundee 


Medical  School  Delegates 

Albany  Medical  College — Anthony  P.  Tartaglia,  Albany 
Albert  Einstein  College  of  Medicine — Morris  Rubin, 
The  Bronx 

Columbia  University  College  of  Physicians  and  Sur- 
geons— Edward  C.  Curnen,  Jr.,  New  York 
Cornell  University  Medical  College — Jack  Richard,  New 
York 

Mount  Sinai  School  of  Medicine — Sherman  Kupfer, 
New  York 

University  of  Rochester  School  of  Medicine  and  Den- 
tistry— Ernest  W.  Saward,  Monroe 
New  York  Medical  College  Flower  and  Fifth  Avenue 
Hospitals — Saverio  S.  Bentivegna,  New  York 
New  York  University  School  of  Medicine — William  C. 
Taylor,  New  York 

State  University  of  New  York  at  Buffalo  School  of  Med- 
icine— William  J.  Staubitz,  Erie 
State  University  of  New  York  Downstate  Medical  Cen- 
ter— Julius  E.  Stofi,  Kings 

State  University  of  New  York  Upstate  Medical  Center 
in  Syracuse — Walter  F.  Leavell,  Onondaga 
State  University  of  New  York  at  Stony  Brook — Tamar- 
ath  K.  Yolles,  Suffolk 
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Elections 

Tellers 

Tellers  were  the  following: 

Maurice  J.  Elder,  St.  Lawrence,  Chairman 

Bernard  A.  Berson,  Rockland 

Isaiah  Gross,  Bronx 

John  A.  Kalb,  Broome 

Harold  W.  Mayberger,  Nassau 

. . . Speaker  Way  announced  that,  under  the  supervi- 
sion of  the  tellers,  members  of  the  staff  would  count  the 
ballots  . . . 

Nominations 

. . . Speaker  Way  introduced  G.  Rehmi  Denton,  M.D., 
Chairman,  who  presented  the  report  of  the  Nominating 
Committee.  Nominations  from  the  floor  are  indicated 
by  an  asterisk. 

President 

Lynn  R.  Callin,  Monroe 
President-Elect 

Ralph  S.  Emerson,  Nassau 
Vice-President 

Arthur  H.  Diedrick,  Westchester 
Secretary 

Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary 

Joseph  G.  Zimring,  Nassau 
Treasurer 

Albert  M.  Schwartz,  New  York 
Assistant  Treasurer 
Warren  A.  Lapp,  Kings 
Speaker 

George  T.  C.  Way,  Dutchess 
Vice-Speaker 

Samuel  Wagreich,  The  Bronx 
Trustees  (two  for  five  years) 

Reid  R.  Heffner,  Westchester 
John  Edward  Lowry,  Queens 
Councilors  (four  for  three  years) 

G.  Rehmi  Denton,  Albany 
Albert  H.  Douglas,  Queens 
Milton  Gordon,  Suffolk 
Allison  B.  Landolt,  Westchester 
(one  for  one  year) 

Charles  D.  Sherman,  Jr.,  Monroe 
Delegates  to  the  AM  A 
Edgar  P.  Berry,  New  York 
Thomas  S.  Bumbalo,  Erie 
Lynn  R.  Callin,  Monroe* 

John  L.  Clowe,  Schenectady 
Paul.  M.  DeLuca,  Broome 
Arthur  H.  Diedrick,  Westchester 
Richard  D.  Eberle,  Onondaga 
John  A.  Finkbeiner,  New  York+ 

Henry  I.  Fineberg,  Queens 
Joseph  R.  Fontanetta,  Kings 
Abraham  W.  Freireich,  Nassau 
Daniel  Friedman,  Suffolk* 

Carl  Goldmark,  Jr.,  New  York 
Walter  F.  Harrison,  Jr.,  Warren* 

Milton  Helpern,  New  York 
Joseph  J.  Kaufman,  Wayne* 

John  Edward  Lowry,  Queens 


Ralph  M.  Schwartz,  Kings 
Joseph  F.  Shanaphy,  Richmond 
Samuel  Wagreich,  Bronx 
Walter  Scott  Walls,  Erie 
George  T.  C.  Way,  Dutchess 
Charles  Weller,  Westchester 

* Nominated  from  the  floor 
+ withdrawn 


Balloting 

. . . The  nominees  for  president-elect,  vice-president, 
secretary,  assistant  secretary,  treasurer,  speaker,  vice- 
speaker, councilors  (four  for  three  years  and  one  for  one 
year),  and  trustees  (two  for  five  years)  were  unopposed 
and  were  elected  by  a single  ballot,  cast  by  the  secretary 

. . . Assistant  Secretary  Zimring  called  the  roll  of 
members  of  the  House  who  had  registered  to  vote  as  fol- 
lows: 

OFFICERS,  COUNCILORS, 

Thomas  F.  McCarthy 
Lynn  R.  Callin 
Ralph  S.  Emerson 
Carl  Goldmark,  Jr. 

Joseph  G.  Zimring 
Albert  M.  Schwartz 
Mary  H.  Spalding 
George  T.  C.  Way 
Samuel  Wagreich 
Edward  C.  Hughes 
G.  Rehmi  Denton 
Arthur  H.  Diedrick 
Albert  H.  Douglas 

PAST  PRESIDENTS 

Henry  I.  Fineberg 
Norman  S.  Moore 


TRUSTEES 

Milton  Gordon 
Richard  D.  Eberle 
Keith  0.  Guthrie,  Jr. 
Warren  A.  Lapp 
Charles  D.  Sherman,  Jr. 
George  L.  Collins,  Jr. 
Paul  M.  DeLuca 
Abraham  W.  Freireich 
Walter  T.  Heldmann 
Reid  R.  Heffner 
James  M.  Blake 
Milton  Helpern 
Walter  Scott  Walls 


George  Himler 
Edward  Siegel 


COMMISSIONER,  NEW  YORK  STATE  DEPARTMENT  OF  HEALTH 
Hollis  S.  Ingraham 


DISTRICT  DELEGATES 
Vincent  I.  Bonafede 
Jeff  Joseph  Coletti 
Peter  O.  Garner* 
David  R.  Harrington 

SECTION  DELEGATES 
Irving  Cramer 
Thomas  J.  Doyle 
Howard  S.  Dunbar* 
Seymour  Fiske 
Elemer  R.  Gabrieli 
Francis  J.  Gilroy 
Donald  W.  Hall 
Arthur  Howard 
Norman  B.  Kanof 


Bernard  J.  Hartnett 
Jason  K.  Moyer 
Joseph  F.  Shanaphy 
Garrett  W.  Vink 


Robert  Katz 
Elliott  Levy* 

Frederick  Lee  Liebolt 
Samuel  H.  Madell 
Arthur  Q.  Penta 
Howard  B.  Rasi 
Perrin  B.  Snyder 
M.  Theodore  Tanenhaus 
Victor  J.  Tofany 


John  R.  Williams,  Jr. 


♦Alternate  delegate  serving  for  elected  delegate. 
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COUNTY  SOCIETIES 


DELEGATES  FROM  COMPONENT 

Albany  (4) 

Edward  C.  Attarian 
James  A.  Moore 
John  J.  Phelan,  Jr. 

Robert  H.  Randles 

Allegany  (1) 

Irwin  Felsen 

Bronx  (12) 

John  P.  Albanese 
Henry  Fleck* 

Alan  L.  Goldberg 
Isaiah  Gross 
Leonard  L.  Heimoff 
Tiffany  Lawyer,  Jr. 

John  LoCascio 
Francis  J.  Loperfido 
Joseph  C.  Polifrone 
Victor  W.  Side! 

William  Winner 
Saul  Zucker 

Broome  (3) 

John  A.  Kalb 
Theodore  W.  Nowicki,  Jr. 
John  F.  Spring 

Cattaraugus  (1) 

William  C.  MacFarland 

Cayuga  ( 1) 

Frank  T.  Moran 

Chautauqua  (2) 

Herbert  A.  Laughlin 
Harriett  E.  Northrup 

Chemung  (2) 

Robert  E.  Good* 

Henry  B.  Marshall 

Chenango  (1) 

Thomas  M.  Flanagan 

Clinton  (1) 

George  I.  Starr 

Columbia  (1) 

Rosewell  D.  Shaw 

Cortland  (1) 

William  J.  McAuliffe 

Delaware  (1) 

Thomas  E.  Lavell,  Jr. 

Dutchess  (3) 

Richard  D.  H.  Flaherty 
Martin  G.  Koloski 
Frank  C.  Starpoli 

Erie  (9) 

Guy  S.  Alfano 
Ralph  J.  Argen 
Carmelo  S.  Armenia 
Thomas  S.  Bumbalo 
Kenneth  H.  Eckhert 
Anthony  J.  Federico 
John  I.  Lauria 
Stephen  J.  Paolini 
Charles  E.  Wiles 

Essex  (1) 

George  G.  Hart 

Franklin  (1) 

Alfred  A.  Hartmann 

Fulton  (1) 

Genesee  (1) 

Alfred  L.  George 


Greene  (1) 

Herkimer  (1) 

Harold  T.  Golden 

Jefferson  (2) 

Thomas  P.  Hamilton,  Jr. 
Douglas  M.  Sanford* 

Kings  (23) 

Lawrence  Ames 
Joseph  C.  Amico 
Norman  S.  Blackman 
Joseph  R.  Brennan 
Vernal  G.  Cave 
Stanley  I.  Fishman* 
Joseph  R.  Fontanetta 
Vincent  J.  Geraci 
David  Kershner 
Adrain  C.  Lamos 
David  R.  Levine 
A.  W.  Martin  Marino,  Jr. 
Martin  Markowitz 
Bentley  D.  Merrim 
Louis  Pellman 
Ralph  M.  Schwartz 
Bernard  Seligman 
Arthur  A.  Shachner 
John  H.  Shelley 
George  H.  Stechel* 

Leo  J.  Swirsky 
Dorothy  L.  Trice 
Stanley  H.  Wolfson 

Lewis  (1) 

Livingston  (1) 

John  W.  Stoll 

Madison  (1) 

Theodore  J.  Prowda 

Monroe  (7) 

William  L.  Carver 
William  B.  Forsyth 
Gerald  L.  Glaser 
James  T.  Haggerty 
John  H.  Morton 
Donald  S.  Raines 
Robert  C.  Webster 

Montgomery  (1) 

Roger  L.  Miller 

Nassau  (12) 

Clement  J.  Boccalini 
Samuel  Cytryn 
Sears  E.  Edwards 
Leo  Fishel 
Samuel  M.  Gelfand* 
Morton  Goldfarb 
Robert  P.  Jessup 
Lawrence  S.  Krvle 
Harold  W.  Mayberger 
Jack  W.  McElwain 
Lawrence  Ravich 
Rudolf  H.  Steinharter 

New  York  (30) 

Seyton  G.  Bentham 
Edgar  P.  Berry  , 

Charles  R.  Blair 
Edward  A.  Burkhardt 
Kevin  M.  Cahill 
George  D.  Cannon 
Irwin  J.  Cohen 
Hugh  C.  Davidson,  Jr. 


Gerald  D.  Dorman 
Lawrence  Essenson 
John  A.  Finkbeiner 
Edgar  P.  Fleischmann 
Barbara  F.  Lipton 
Albert  S.  Lyons 
George  W.  Melcher,  Jr. 
William  F.  Mitty,  Jr. 
James  R.  Nealon 
Richard  B.  Nolan 
Stephen  Nordlicht 
Bernard  J.  Pisani 
Oma  H.  Price 
William  B.  Rawls 
Jay  S.  Reibel 
Francis  Z.  Reinus 
Philip  R.  Roen 
George  M.  Saypol 
Ann  M.  Shearman 
Clifford  L.  Springarn 
Roger  W.  Steinhardt 


Oswego  ( 1) 

Marcus  A.  Wuerschmidt 


Queens  (16) 

Alfred  A.  Angrist 
Sol  Axelrad 
Lester  J.  Candela 
Franz  L.  Ebstein 
John  L.  Finnegan 
Irving  G.  Frohman 
Edith  Gutmann* 
William  M.  Hewlett 
James  Kaufman* 
Joseph  Klements 
George  J.  Lawrence,  Jr. 
John  Edward  Lowry 
Hilda  Ratner* 

Ralph  E.  Schlossman 
Lester  R.  Tuchman 


Richmond  (3) 

Albert  B.  Accettola 
Robert  J.  O’Connor 
William  A.  Schwarz 

Rockland  (4) 

Ralph  J.  Greenberg* 

Boris  A.  Vanadzin 

St.  Lawrence  (1) 

Maurice  J.  Elder 

Saratoga  (1) 

John  A.  Esposito 

Schenectady  (3) 

John  L.  Clowe 
Milton  F.  Gipstein 
Stephen  J.  Grey 

Schoharie  (1) 

Francis  S.  Reilly 

Schuyler  (1) 

Seneca  (1) 

Paul  C. Jenks 

Steuben  (2) 

Thomas  S.  Cotton 
Wayne  C.  Templer 

Suffolk  (7) 

Daniel  Friedman 
John  G.  Hansen 
James  A.  Holleran 
Joseph  F.  Palmieri 
Milton  Rosenberg 
Charles  W.  Shlimbaum 
Leonard  Weitzman 

Sullivan  (1) 

Tioga  (1) 

Tompkins  (2) 

George  G.  McCauley 
Dale  B.  Pritchard 

Ulster  (2) 

John  A.  Cooke,  Jr. 

Frederic  W.  Holcomb,  Jr. 

Warren  (1) 

Walter  F.  Harrison,  Jr. 

Washington  (1) 

John  E.  Glennon 

Wayne  (1) 

James  M.  Flanagan 

Westchester  (8) 

Allan  H.  Bruckheim 
William  P.  Clark 
Katharine  L.  Friedmann 
Robert  E.  Healy 
Allison  B.  Landolt 
Albert  B.  Lowenfels 
William  J.  McCann* 

Charles  Weller 

Wyoming  (1) 

Yates  (1) 

MEDICAL  SCHOOL  DELEGATES  (12) 

Edward  C.  Curnen,  Jr. 

Walter  F.  Leavell 
Jack  Richard 
William  J.  Staubitz 
Julius  E.  Stolfi 
Anthony  P.  Tartaglia 
Tamarath  K.  Yolles 

MEDICAL  STUDENT  DELEGATE 


Rensselaer  (2) 

Thomas  D.  Pemrick 
William  A.  Whyland 


Otsego  (1) 

Rodman  D.  Carter 

Putnam  (1) 

Francis  X.  Pedlow 


Niagara  (2) 

John  T.  Donovan,  Jr. 
William  C.  Stein,  Jr. 

Oneida  (3) 

Clarke  T.  Case 
George  Lim 
Robert  B.  Wallace 

Onondaga  (5) 

Robert  B.  Bryant 
Edward  Dunn 
Charles  A.  Gwynn 
Roderick  A.  McLean 
Robert  E.  Westlake 

Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 

Orange  (3) 

Harold  Sobel 
Orin  A.  Wahl 
Leonard  S.  Weiss 

Orleans  (1) 

James  G.  Parke* 
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Report  of  Tellers 

. . . Speaker  Way  called  on  Maurice  J.  Elder,  chairman 
to  give  the  report  of  the  tellers  as  follows: 

Delegates  to  the  American  Medical  Association 


Ralph  M.  Schwartz  236 

Henry  I.  Fineberg  231 

Joseph  Kaufman  188 

Richard  D.  Eberle  182 

John  L.  Clowe  181 

George  T.  C.  Way  180 

Carl  Goldmark,  Jr 168 

Arthur  H.  Diedrick  167 

Walter  Scott  Walls  165 

Milton  Helpern  Ill 


. . . These  ten  were  declared  elected  delegates  to  the 
American  Medical  Association,  their  two  year  terms  of 
office  to  start  on  January  1,  1975. 


Edgar  P.  Berry 105 

Samuel  Wagreich 99 

Abraham  W.  Freireich  87 

Joseph  R.  Fontanetta  85 

John  Edward  Lowry  82 

Daniel  Friedman  62 

Thomas  S.  Bumbalo  34 

Paul  M.  DeLuca 17 

Walter  F.  Harrison,  Jr 14 

Joseph  F.  Shanaphy  13 

Charles  Weller  7 


. . . The  first  ten  were  declared  alternate  delegates  to 
the  American  Medical  Association,  their  two-year  terms 
of  office  to  start  on  January  1,  1975  . . . 

Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New 
York 

. . . The  Speaker  adjourned  the  House  of  Delegates  at 
9:10  a.m.,  on  Thursday,  February  28,  1974,  and  Presi- 
dent McCarthy  called  the  annual  meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  order.  . . . 

. . . President  McCarthy  introduced  President-Elect 
Lynn  R.  Callin  who  addressed  the  House,  (see  Ad- 
dresses to  the  House,  page  1125) 

. . . President  McCarthy  adjourned  the  annual  meet- 
ing at  9:45  a.m.  . . . 


House  of  Delegates 
Reconvened 

. . . Speaker  Way  called  the  House  of  Delegates  to 
order  at  10:45  a.m.  . . . 


Closing  Proceedings 

Thanks  to  Committes  and  Staff 

. . . Speaker  Way  thanked  the  convention  committees 
and  the  members  of  the  staff  who  had  worked  so  hard  at 
the  convention  as  follows: 

Henry  I.  Fineberg,  M.D.,  executive  vice-president; 
Edward  Siegel,  M.D.,  deputy  executive  vice-president; 
Eugene  S.  Dombrowski,  M.B.A.,  annual  meeting  coordi- 
nator and  director,  business  division;  J.  Richard  Burns, 
J.D.,  general  counsel;  George  W.  Forrest,  Jr.,  dinner- 
dance  coordinator  and  director,  Management  Services; 
Alfred  A.  Angrist,  M.D.,  editor,  New  York  State  Journal 
of  Medicine;  Max  N.  Howard,  M.D.,  director,  Division  of 
Medical  Services;  Norman  S.  Moore,  M.D.,  director,  Di- 
vision of  Scientific  Activities;  Martin  J.  Tracey,  J.D.,  di- 
rector, Division  of  Legislation;  Richard  M.  Berry,  assis- 
tant to  director,  Division  of  Legislation;  Morton  Chalef, 
director,  PSRO  and  Related  Activities;  Eugene  O’Reilly, 
director,  Insurance  and  Membership  Benefits;  Francis  J. 
McKee,  Staff  Attorney. 

House  of  Delegates:  Gretchen  Wunsch,  executive  as- 
sociate; Marion  Lee,  coordinator;  Barbara  Beckler,  as- 
sistant to  coordinator;  Pauline  Nodar,  administrative 
assistant;  Philip  G.  Keating,  assistant  to  convention  co- 
ordinator; Samuel  Pakula,  stenotypist.  Reference  Com- 
mittee Secretaries — Adela  Berkwits,  Sylvia  Frank,  Joan 
Grimm,  Elizabeth  Hirsch,  Dorothy  Smith,  Alice  Wheel- 
er; assistant  secretaries,  Theresa  D’Oria  and  Pauline 
Loscalzo.  Workroom  Staff — Frances  Casey,  Alice  Cow- 
ley, Eileen  Cronnelly,  Sandra  Daniels,  Evelyn  DeMarco, 
Nancy  Dorin,  Catherine  Farrell,  Frances  Liotta,  Jack 
O’Brien,  Carol  Tessitore,  and  Dorothy  Hart,  recorder. 
Registration:  Mary  Singer,  coordinator;  assistant  to  co- 
ordinator, Beatrice  Duckfield;  Liz  Bernardi,  Marie  Har- 
vey, Jeanette  Palucci,  Rosandra  Scimeca.  Production: 
Charles  Struzinski,  coordinator;  Theodore  White, 
Jacques  Charlier,  Fred  Mcllroy,  and  Michael  Martino. 
Supplies  and  Equipment:  Florence  Bambek,  coordina- 
tor. 

Press  Room:  Guy  D.  Beaumont,  supervisor;  Michael 
D.  Reichgut,  Henry  Zaleski,  Julius  Horton,  Harry  Dex- 
ter, John  Mucci,  Elizabeth  Daepp,  Bess  Kurzner,  Elea- 
nor Tralli,  Florence  Walsleben. 
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General  Registration:  Robert  Miller,  coordinator; 

Jack  O’Brien,  Evelyn  DeMarco. 

Dinner-Dance  Sales:  Catherine  Farrell. 

Scientific  Program:  Mollie  Fesikoff,  coordinator; 

Clementine  Thompson  and  Eileen  Cronnelly. 

Technical  Exhibits:  Camille  Cunningham,  coordina- 
tor; Cathleen  Thayer,  Alice  Cowley,  Katherine  Heschl. 

MSSNY  Exhibit:  Harry  Dexter,  Julius  Horton,  and 
John  Mucci. 

Physicians'  Home:  managing  director,  Beatrice 

Hoyt. 

Physicians’  Placement  Bureau  Booth:  Evelyn  Clark. 
Convention  Committee:  Bernard  J.  Pisani,  M.D., 

convention  and  scientific  program  chairman;  Arthur  H. 
Diedrick,  M.D.,  dinner-dance  chairman;  Albert  H. 
Douglas,  M.D.,  scientific  awards  chairman;  Thomas  S. 
Bumbalo,  M.D.,  scientific  exhibits  chairman;  James  J. 
Quinlivan,  M.D.,  scientific  motion  pictures  chairman; 
and  William  B.  Rawls,  M.D.,  technical  exhibits  chair- 
man. 

Staff  of  the  Americana:  Roy  A.  Young,  Robert  Kielt, 
Nick  Orfanopoulos,  and  Frank  Marino. 


Council  Committee  on  Constitutions  and 
Bylaws 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Constitution  and  Bylaws 


are  as  follows: 

Albert  H.  Douglas,  M.D.,  Chairman Queens 

Melville  G.  Rosen,  M.D Suffolk 

James  R.  Nunn,  M.D .,. . . .Erie 


Your  committee  has  considered  and  approved  the  Constitu- 
tions and/or  Bylaws  of  the  Counties  of  Erie,  Nassau,  Suffolk, 
Tioga,  Westchester,  and  those  of  the  Seventh  District  Branch. 

In  addition,  the  office  of  General  Counsel,  at  the  request  of  the 
committee,  has  prepared  a model  form  of  bylaws  which  are 


American  Medical  Assistants  Association,  New  York 
State  Society:  The  speaker  expressed  his  thanks  to 

members  of  AMAA,  NYSS,  who  gave  so  generously  of 
their  time. 


Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to  Speaker 
VV'ay  and  Vice-Speaker  Wagreich  for  their  just  and  ex- 
cellent handling  of  the  meeting  . . . 


Adjournment 

. . . Speaker  Way  adjourned  the  House  at  11:25  a.m., 
on  Thursday,  February  28,  1974,  sine  die  . . . 


available  to  all  the  county  societies  and  district  branches.  This 
model  may  be  used  as  a guide  in  the  preparation  of  local  bylaws, 
although  changes  often  must  be  made  in  most  cases  to  fit  the 
particular  needs  of  each  locale.  To  date,  twenty-nine  counties, 
including  eight  of  the  larger  counties,  have  requested  this  model 
form  of  bylaws. 

The  committee  wishes  to  express  its  appreciation  to  J.  Rich- 
ard Burns,  J.D.,  and  Francis  J.  McKee,  J.D.,  for  their  generous 
assistance  and  cooperation  in  expediting  the  work  of  this  com- 
mittee. 

Respectfully  submitted, 
Albert  H.  Douglas,  M.D.,  Chairman 

. . . This  was  received  as  information. 
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Redistribute  First  District  Branch  Members,  (74- 
98),  page  1298 
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Child  Abuse  Bill,  page  1246 
Chiropractic 
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Resolution  (74-13),  page  1262  and  Resolution  (74-49), 
page  1232 

Chiropractors  (74-28),  page  1263 
Chiropractors,  Use  of  X-Rays  by,  (74-14),  page  1262 
see  also  reports  of  executive  vice-president  and  State 
Legislation 

Chronic  Pulmonary  Diseases:  Reports,  page  1202 
Claim  forms,  see  Insurance 
Commissions  and  Committees 
Assignment  to  Staff,  page  1171 
General  recommendation  regarding,  page  1172 
Confidentially,  see  Medical  Records 
Consent:  Informed,  page  1193 

Constitution  and  Bylaws:  Council  Committee  Report, 
page  1307 

Continuing  (Postgraduate)  Education 
Reports:  pages  1220,  1222 

Staff  Allocation  to  Committee  on  (74-100),  page  1178 
Statewide  Postgraduate  System,  page  1221 
see  also  page  1197 

Convention:  Committee  Report,  page  1179 
Council  Members  and  AMA  Delegates:  Ad  Hoc  Com- 
mittee to  Study  Methods  of  Election  (74-22),  page 
1178 

Councilors:  Election  of,  (74-1),  page  1297 
County  Medical  Societies:  Communication  Between 

Board  of  Regents  and  (74-95),  page  1267 
Criteria  Predictor  Project,  page  1238 
see  also  PSRO 

Data  Processing  in  Medicine 

Ethical  Standards  for  Processing  (74-24),  page  1230 
Privacy  in  (74-26),  page  1230 
Report  of  Committee  on,  page  1224 
Supervision  of  Centers  (74-25),  page  1230 
see  also  pages  1197  and  1229 
Death:  Definition  of,  (74-40),  page  1271 
Delegates:  Introduction  of  new,  page  1120 
Deputy  Executive  Vice-President,  page  1170 
Disaster  Medical  Care:  Reports,  page  1224 
District  Branches  Reports 
Second,  page  1183 
Fourth,  page  1183 
Fifth,  page  1183 
Sixth,  page  1183 
Seventh,  page  1184 
Eighth,  page  1186 
Ninth,  page  1187 

Divisions:  Activities  of,  see  executive  vice-president  re- 
port 

Drug  Abuse:  Report,  page  1204 
Drugs 

Advertising  in  News  Media,  Elimination  of,  (74-29), 
page  1231 

Labeling  Bill,  page  1246 
Narcotic  Controls:  see  Hospitals 
Physicians  and  Others  Specializing  in  Treatment  of 
Users  (74-17),  page  1229 
Dues 

Payments  by  County,  page  1151 

Remission  of,  page  1 149 

State  medical  associations,  page  1 170 

Economics:  Report,  page  1273 

Economic  Controls  in  the  Health  Field:  Opposition  to 
(74-56),  page  1290 
Elections,  page  1304 


Emergency  Health  Services:  Report,  page  1205 
Emergency  Medicine  Session  (74-21),  page  1188 
Emergency  Room  Physician:  Compulsory  Examination 
of  Patients  by  (74-67),  page  1290 
Emerson,  Ralph  S.,  see  Awards 
Environmental  Quality:  Reports,  pages  1205,  1206 
Ethics:  Reports,  pages  1257,  1258 
Ethical  Health  Data  Centers,  (74-23),  page  1229 
Euthanasia,  page  1258 

Executive  Vice-President’s  Report,  page  1162 

Family  Physician 

Definition  of,  (74-16),  page  1228 
Title  of,  (74-27),  page  1228 
Reports,  page  1207 

Family  Practice  as  a Specialty,  see  Workmen’s  Compen- 
sation and  State  Legislation  Reports 
Field,  Bernard,  see  Awards 
Fifty-Year  Citations,  see  Awards 

First  District  Branch  as  New  York  City  Medical  Society 
(74-97),  see  Bylaws,  Proposed 
Forensic  Medicine:  Report,  page  1208 
Foundations,  see  Governmental  Affairs  Report 

Gastroenterology  and  Proctology:  Change  of  Name  of 
Section  on  (74-112),  page  1191 
General  Counsel,  page  1167 

Geriatric  Patients:  Lack  of  Medical  Facilities  for,  (74- 
5),  page  1284 

Governmental  Affairs:  Commission  Report,  page  1236 
Governor  Malcolm  Wilson:  Address,  page  1128 

Hammond,  William:  see  Awards 

Handicapped:  MSSNY  to  Demand  Facilities  in  Con- 

vention Hotels  for  (74-61),  page  1234 
Health  Care:  Improvement  in,  (74-46),  page  1188 
Health  Care  Facilities:  Regulations  of  Patient  Care  to 
Apply  to  all  Federal  Government,  (74-31),  page  1287 
Health  Field:  Economic  Control  (74-56),  page  1290 
Health  Manpower 

Continuing  Professional  Education  Programs  on  a 
Voluntary  Basis  (74-66),  page  1234 
Physicians’  Associates,  (74-106),  page  1268 
The  Title  “Medic”  as  an  Officially  Recognized  Desig- 
nation (74-43),  page  1268 
Report,  page  1209 

HMO’s,  see  Addresses  of  President  Elect  and  Executive 
Vice  President  of  AMA 
Home  Health  Care,  see  PSRO 
Hospital-Based  Physicians:  Report,  page  1283 
Hospitals 

Beds,  Utilization  of  (74-41),  page  1231 
Medical  Care  Audits,  page  1238 

Medical  Staff  Bylaws  and  the  Selection  and  Removal 
of  Chiefs  of  Professional  Departments  Within  the 
Hospital  Setting,  (74-44),  page  1287,  (74-74),  page 
1287 

Narcotic  Control,  (74-57),  page  1233 
Opposition  to  Mandated  Fixed-Salary  Contracts  Be- 
tween Hospitals  and  Radiologists,  (74-113),  page 
1295 

Physician  Representation  on  Boards  of  Trustees, 
(74-6),  page  1284 

Professional  Ethics  and  the  Legality  of  Certain  Spe- 
cial Arrangements  for  the  Teaching  of  House 
Staffs,  (74-45),  page  1288 
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Utilization  of  Empty  State  Hospital  Beds,  (74-41), 
page  1231 
see  also  Medicaid 
House  of  Delegates 

Change  of  Meeting  Place  for,  (74-110),  page  1190 
Members,  1974,  page  1300 
Minutes,  1973:  approval,  page  1120 
Prompt  and  Complete  Dissemination  of  actions  of, 
(74-111),  page  1296 

Resolutions,  (74-115)  (74-116),  pages  1296,  1 199 
Separation  from  Scientific  Meeting,  page  1180 
Smoking,  Ban  on  (74-93),  page  1235 
Howard,  Ernest  B.,  M.D.:  Address,  page  1123 

Indemnity  Representative:  Address,  page  1132 
Insurance 

Abrogation  of  Right  of  Assignment,  (74-91),  page  1294 
Assignment  of  Benefits  (74-81),  page  1264 
Maternity  Care  Coverage:  Complete,  (74-75),  page 
1266 

Maternity  and  Newborn  Care:  Health  Insurance  for, 
(74-51),  page  1289 
Newborn  Coverage,  page  1276 

Uniform  Health  Insurance  Claim,  (74-59),  page  1285 
Uniform  Claim  Form  for  Accident  and  Health  Insur- 
ance and  Uniform  Patient  Identifications  Cards, 
(74-8),  page  1285 

Insurance  and  Membership  Benefits:  Report,  page 

1192 

Interspecialty:  Report,  page  1281 
Investment  Committee,  page  1155 

Improvement  of  Official  Medicolegal  Investigation  of 
Deaths  (AMA  Resolution  87),  page  1208 

Journal,  page  1174 

Judicial  Council:  Report,  page  1257 

Laboratory  Tests 

Pathologists,  Evaluation  of  (74-92),  page  1235 
Payment  for  Office,  see  Medicaid 
Legislation 
Federal 

Health  Insurance  Bills  (Status  Report),  page  1254 
Key  Proposals — Recommendations  Submitted  to 
the  Council  for  Approval,  page  1256 
Repeal  of  Education  Law,  Section  6509,  Subsection 
2,  Revocation  of  a Physician’s  License  for  Vari- 
ous Offenses  Related  to  Negligence  (74-72),  page 
1266 

Annual  Conference,  page  1257 
Report,  page  1252 
State 

Bills  and  Laws,  page  1243 
Annual  Conference,  page  1249 
Capitol  News,  page  1248 
Legislative  Counsel,  page  1247 
Medical  Malpractice  Bills,  page  1250 
Lien  Law  for  Physicians’  Services,  (74-71),  page 
1265 

Mandating  a Noise  Code,  (74-35),  page  1260 
New  York  State  Association  of  the  Professions, 
page  1248 

Physicians’  Bill  of  Rights,  (74-73),  page  1272 
Relief  from  Harassment  of  Patients  Caused  by  New 
York  City  Department  of  Health  Regulations, 
(74-70),  page  1265 

Relief  Under  Compensation  Law,  (74-88),  page 
1293 


Report,  page  1243,  also  page  1250 
Lien  Law,  see  State  Legislation 
Life  Members,  page  1149 

Medical  Examiners  System,  see  State  Legislation  Re- 
port 

Magovern,  Malcolm  J.,  see  Awards 
Malpractice 

Ad  Hoc  Committee  to  Study,  (74-54),  page  1 195 
Bills  re  Medical,  page  1250 

Medical:  Compulsory  Binding  Arbitration,  (74-20), 

page  1261 

Proposed  Institute,  (74-53),  page  1195 
Regulations:  New,  page  1170 

see  also  Professional  Medical  Liability  Insurance  and 
Defense  Board 

Maternal  and  Child  Welfare:  Reports,  pages  1209  and 
1210 

Maternity  Care  Coverage,  see  Insurance 
Maternal  and  Perinatal  Study,  page  1213 
Medic:  designation  (74-43),  page  1268 
Medicaid 

Legislative  Modification  of  the  Program  in  the  City  of 
New  York,  (74-99),  page  1295 
New  York  State  Hospital  Utilization  Review  Pro- 
gram, (74-30),  page  1286 

Payment  for  Office  Laboratory  Tests,  (74-101),  page 
1295 

Preadmission  Applied  Before  Hospitalization  of  Med- 
icare and  Medicaid  Patients,  (74-63),  page  1290 
Sterilization  under,  (74-10),  page  1286 
Medical  Aspects  of  Sports:  Reports,  pages  1211,  1212 
Medical  Care  Insurance:  Reports,  pages  1275,  1277 
Medical  Care  for  the  Poor,  pages  1273,  1276 
Medical  Care  Services  in  the  Community:  Improve- 

ment of,  (74-94),  page  1235 
Medical  Data 

Ethical  Standards  for  Processing,  (74-24),  page  1230 
Supervision  of  Processing  Centers,  (74-25),  page  1230 
see  also  Data  Processing 
Medical  Film  Library:  Report,  page  1191 
Medical  Privacy:  Initiation  of  Effective  Public  Infor- 

mation Effort  Explaining  Value  of  Medical  Privacy, 
(74-26),  page  1230 

Medical  Records:  Confidentiality  of,  (74-38),  (74-64), 

page  1260 

Medical  Specialty  Status:  Recertification  of,  (74-58), 

page  1234 
Medical  Students 

AMA:  Abolition  of  Compulsory  Membership  for 

House  Officers,  see  Bylaws  proposed 
Delegate:  Address,  page  1132 

Recommendation  to  Medical  Schools  and  Hospitals 
Limiting  the  Maximum  On-Call  Period  for  Medical 
Students  and  House  Officers  to  24  Hours,  (74-109), 
page  1190 

Legislation  Regarding,  page  1245 
Summer  Field  Placement,  (74-105),  page  1189 
To  Improve  Communications  with  MSSNY  (74-107), 
page  1189 

Membership  Benefits,  page  1163 
Memorial  Tributes,  page  1119 
Mental  Health:  Report,  page  1216 
Metabolic  Diseases:  Report,  page  1216 

National  Health  Insurance,  see  Federal  Legislation 
Newborn,  Insurance  Coverage,  see  Insurance 
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New  York  State  Association  of  the  Professions,  page 
1248 

No-Fault  Insurance:  Suspension  of  Corporation  Guide- 
lines in  Patients  Covered  by,  (74-86),  page  1267 
Noise  Code,  see  Legislation,  State 

Noncompulsory  AMA  Membership  for  Student  Mem- 
bers of  MSSNY,  (74-108),  page  1298 
Not-For-Profit  Corporation  Law,  Section  603  (c),  page 
1144 
Nursing 

and  Allied  Health  Professions:  Report,  page  1219 
Homes  and  Health  Related  Facilities,  Local  Approval 
Mandated  for,  (74-76),  page  1265 
Nutrition  (74-47),  page  1232 

Osteopathic  Physicians  (74-2,  74-3),  page  1297,  see  also 
Bylaws  Adopted 

Orthopedic  Surgeons:  Memorandum,  page  1193 

Pathologists  in  Creating  Criteria  for  Laboratory  Evalua- 
tion: Participation  of,  (74-92),  page  1234 
Patient,  uniform  identification  cards,  page  1285 
Peer  Review 

Criteria  Predictor  Project,  page  1238 
Mechanisms:  Report,  pages  1236,  1242 
Physical  Medicine  and  Rehabilitation:  Report,  page 

1217 

Physical  Therapy 

An  Act  to  Amend  the  Law  in  Relation  to  the  Practice 
of,  (74-60),  page  1259 
Therapists  and  Assistants,  page  1217 
Coverage  Bill,  page  1247 

Physicians’  Associates,  (74-106),  page  1268,  see  also 
pages  1181,  1209 

Physicians’  Home:  Address  of  Immediate  Past  Presi- 

dent, page  1130 

Physicians’  Placement  Bureau,  page  1164 
Plastic  and  Reconstructive  Surgery  Section:  change  in 
name  (74-103),  page  1189 
Position  Papers,  page  1181 
Preadmission,  see  Medicaid 
President-Elect:  Address,  page  1125 
President’s  Reports:  pages  1145,  1147 
Preventive  Medicine:  Report,  page  1226 
Professional  Corporation:  Repeal  of  Tax  (74-36),  page 
1261 

Professional  Medical  Liability  Insurance 

Division  to  Deal  Extensively  With  Program,  (74-55), 
page  1196 
and  Defense  Board 

Increase  in  Appointments,  (73-8),  page  1139 
Indemnity  Representative:  Address,  page  1132 
Report:  page  1192 
see  also  Malpractice 

Proprietary  Nursing  Homes  (74-52),  page  1233 
Professional  Misconduct  Bill,  page  1246 
PSRO 

(74-12),  page  1269 

AMA  Advisory  Committee,  page  1236 
Development  of  Norms  for,  (74-33),  page  1269 
Forming  a PSRO:  Role  of  Medical  Society,  page  1239 
Home  Health  Care  and,  (74-32),  page  1268 
Poll  of  MSSNY  and  County  Societies,  page  1237 
Repeal  of  PSRO  Legislation,  (74-34),  page  1269,  (74- 
102),  page  1270 

Role  of  Medical  Society,  page  1 239 
Quality  Criteria  Predictors,  page  1241 


see  also  Governmental  Affairs  and  Legal  Matters  and 
Federal  Legislation 

Preadmission  Certification,  see  Medicaid 
Protection  of  Life:  Support  of  the  Constitutional 

Amendments  for,  (74-50),  page  1261 
Psychology  Bill,  page  1245 

Public  Health  and  Education:  Commission  Report, 

page  1197 

Public  and  Professional  Relations:  Report,  page  1181 
Publications:  Report,  page  1 182 
Publicity  to  the  Laity,  (74-42),  page  1178 
Pulmonary  Disease:  Shortage  of  Physicians,  page  1204 

Quackery:  Report,  page  1218 
Quality  of  Medical  Care,  page  1218 
Radiologists:  Fixed  Salary,  see  Hospitals 
Raine,  Cedric,  see  Awards 

Recertification:  Medical  Specialty  Status  (74-52),  page 
1233 

Reference  Committees,  page  1120 
Relative  Value  Scale,  (74-48),  page  1289 
see  also  Economics  Reports 
Research  and  Planning:  Report,  page  1194 
Right  to  Die  in  Dignity,  page  1258 
Roth,  Russell  H.,  M.D.:  Address,  page  1122 
Rubeola:  Prompt  Reporting  of  Cases  of  Local  Health 
Departments,  (74-19),  page  1229 
see  also  page  1251 

Rural  Medical  Service:  Report,  page  1219 

Self  Medication,  see  Advertising 
School  Health:  Report,  page  1227 

Scientific  Activities,  Publications,  and  Miscellaneous: 
Report,  page  1179 

Scientific  Exhibits:  Report  on,  page  1180 
Scientific  Exhibits  Awards,  page  1180 
Scientific  Motion  Pictures,  page  1180 
Scientific  Program:  Report  on,  page  1180 
Scientific  Publications:  Report  on,  page  1165 
Seat  Belt  Mechanisms  and  Nonuse  of  Head  Rests,  Deac- 
tivation of,  see  Accident  and  Injury  Prevention 
Secretary’s  Reports,  pages  1149,  1152 
Separation  of  House  of  Delegates  From  Scientific  Meet- 
ing, page  1180 

Smallpox  Vaccinations,  pages  1226,  1251 
Smoking:  Ban  on,  page  1235, 

see  also  Chronic  Pulmonary  Diseases 
Sterilization,  see  Medicaid 
Student  Delegate:  Address,  page  1132 

Table  of  Organization,  page  1162 
Chart,  pages  1308,  1309 
Taxes 

Abatement  for  Newly  Graduated  Doctors,  (74-69), 
page  1265 

Income  Tax  Credits  for  Voluntary  Blood  Donations, 
(74-11 ),  page  1259 

Repeal  of  New  York  State  Income  Tax  on  Pension 
and  Profit  Sharing  Funds  of  Professional  Corpora- 
tions, (74-36),  page  1261 
rI’eaching  House  Staffs,  see  Hospitals 
Treasurer’s  Report,  page  1 154 
Triplicate  Prescriptions 

Resolution  (74-15),  page  1261 

New  York  State  Law  Amendment  to  Protect  the  Pri 
vacy  of  Patients,  (74-37),  page  1262 
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Trustees 

Board  of,  Report,  page  1155 

Physician  Representation  on  Hospital  Boards,  page 

1284 

Tuberculosis  Hospitals,  page  1203 

Uniform  Health  Insurance  Cards,  see  Insurance 

Venereal  Disease:  Report,  page  1218 
Voluntary  Blood  Donations:  Income  Tax  Credits  for, 

(74-11),  page  1259 

War  Memorial  Committee,  page  1155 
What  Goes  On:  Report  of  Reference  Committee,  page 
1182 

see  also  report  of  executive  vice-president 
Wilson,  Governor  Malcolm:  Address,  page  1128 
Woman’s  Auxilliary:  Address  of  President,  page  1 131 
Workmen’s  Compensation 

Arbitration,  Failure  of  a Carrier  to  Pursue  Agreed, 
(74-78),  page  1267 

Arbitration  Panel,  Composition  of,  (74-79),  page  1294 
Availability  for  the  Immediate  Authorization  for  the 
Treatment  of  Patients,  (74-80),  page  1291 
Continuation  of  Disputed  Patient  Care,  (74-85),  page 
1292 
Fees 

Failure  of  Carriers  to  Follow  the  Schedules  in  Com- 
pensation Cases,  (74-84),  page  1292 


For  Specialists  Under  Compensation  Law,  (74-90), 
page  1294 

Impartial  Examination  of  Compensation  Patients  by 
an  Approved  Panel  of  Specialists,  (74-87),  page 
1292 

Legislation  Relief  Under  Compensation  Law,  (74-88), 
page  1293 

Guidelines  for  Payment:  Relief  from  the  Failure  of 

Carriers  to  Follow,  (74-77),  page  1266 
Mechanism  for  Prompt  Evaluation  of  Compensability 
of  Injured  Worker,  (74-83),  page  1291 
Multiple  Injuries  (73-46).  page  1279 
Recognition  of  Family  Practice  as  a Specialty  Under 
Compensation  Law,  (74-9),  page  1286 
Report:  Committee,  page  1278 

Use  of  Written  Interrogatories  as  Evidence  in  Com- 
pensation Hearings,  (74-82),  page  1291 

X-Rays,  Right  of  Medical  Specialist  to  Interpret:  Par- 
ticular to  his  Field  of  Practice  as  an  X-Ray  Specialist, 
(74-89),  page  1294 

Yalow,  Rosalyn  S.,  see  Awards 


Semi-Annual  Index,  Part  I,  of  the  1974  Journal  ap- 
pears starting  on  page  1093 
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Chiari-Frommel  syndrome,  544 

Cold  hemagglutinin  disease  with  pernicious  anemia,  symmetri- 
cal gangrene  due  to,  1046 

Colitis:  questions  and  answers  (Drug  Information),  704 
Coma,  diabetic;  guidelines  in  therapy,  642 
Common  Hepatic  Duct  Obstruction  by  Hepatoma;  Technique 
for  Successful  Palliation  (Lagmay  and  Malcolm),  856 
Community  Youth  Program;  Drug  Abuse  Program  of  Compre- 
hensive Health  Care  (Morgenthau,  Somkin,  and  Karp),  1000 
Complement  fixation  antigen:  cytomegalovirus  infections  in 

New  York  State;  laboratory  studies  of  patients  and  healthy 
individuals,  785 

Complication  of  subclavian  vein  catheterization;  mediastinal 
hematoma,  83 

Community  services:  United  Way  medical  research  and  train- 
ing; what  are  we  getting  for  our  money?,  694 
Comprehensive  Alcoholism  Program  in  New  York  City;  A 
Year’s  Experience  (Calobrisi),  690 
Congenital  berry  aneurysm,  due  to;  forewarnings  of  major  sub- 
arachnoid hemorrhage,  638 

Congenital  Heart  Disease  (Clinicopathologic  Conference),  384 
Congenital  Hepatic  Fibrosis  (Fayemi  and  Ajayi),  1054 
Congenital  Symmetrical  Humeroradial  Synostosis  (Bagnasco), 
549 

Conjunctivitis:  unusual  cause  of  bronchial  asthma;  cacoon  seed 
used  for  decorative  purposes,  538 
Copper,  sweet  peas,  pregnancy,  and  pills;  effects  on  aorta,  633 
Cord,  spermatic,  intrauterine  torsion  of  the,  858 
Coronary  artery  anastomosis,  subclavian;  proposed  technique 
for  definitive  correction  of  anomalous  origin  of  left  coronary 
artery  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  960 

Coronary  artery  disease,  accelerated,  arteriographically  proved; 
analysis  of  risk  factors,  947 

Coronary  Artery  Vasculitis  and  Myocardial  Infarction  with 
Systemic  Lupus  Erythematosus  (Benisch  and  Pervez),  873 
Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
380,  1020 

Counterpulsation:  mechanical  circulatory  assistance;  present 

status  [Recent  Advances  in  Medicine  and  Surgery],  516 
Craniotomy:  unusual  intracranial  complications  of  head  trau- 
ma, 832 

Current  Concepts  in  Lung  Carcinogenesis  (Burrascano),  350 
Cystadenocarcinoma  of  Pancreas  with  Staged  Pancreatoduode- 
nectomy (Johnson),  865 

Cystadenocarcinoma:  scanning  electron  microscopy  of  human 
female  genital  tract,  794 

Cytology:  scanning  electron  microscopy  of  human  female  geni- 
tal tract,  794 

Cytomegalic  Inclusion  Syndrome  with  Thrombocytopenia 
(Salz),  1029 

Cytomegalovirus  Infections  in  New  York  State;  Laboratory 
Studies  of  Patients  and  Healthy  Individuals  (Deibel,  Smith, 
Clarke,  Decher,  and  Jacobs),  785 

Day-care  children,  health  care  for,  340 

Deanol:  rapid  and  gentle  pharmacotherapy  of  depression,  74 
DeBakey  pump:  mechanical  circulatory  assistance;  present 

status  [Recent  Advances  in  Medicine  and  Surgery],  516 
Decompression:  problems  of  inert  gases  [Underwater  Physiol- 
ogy] (Symposium),  813 

Decompression  sickness,  pathogenesis  and  treatment  of  [Un- 
derwater Physiology]  (Symposium),  808 
Dependency,  hospital;  popular  but  specious  concept,  66 
Depression,  endogenous:  evaluation  of  suicidal  patients,  64 
Depression:  lithium  carbonate;  psychiatric  indications  and 

medical  complications,  649 

Depression,  masked,  in  clinical  practice,  recognitiqn  and  man- 
agement of  [Psychotropic  Drugs  in  Clinical  Practice]  (Sym- 
posium), 373 

Depression,  pharmacotherapy  of,  rapid  and  gentle,  74 
Depression:  psychiatric  aspects  and  management  of  aging  pa- 
tient [Rehabilitation  of  the  Elderly:  Hints  and  Pitfalls] 

(Symposium),  976 


Depression;  Subtleties  of  Treatment  (Cammer)  [Psychotropic 
Drugs  in  Clinical  Practice]  (Symposium),  367 
Depressive  Reactions  Associated  with  Reserpine  (Ambrosino), 
860 

Dermatitis:  Hu-Tzu;  ancient  Chinese  ceramic  urinal  [History 

of  Medicine],  1075 

Dermatofibrosarcoma:  tumors  of  fibrous  tissue  origin;  clinical 
spectrum,  344 

Dermatology:  Hu-Tzu;  ancient  Chinese  ceramic  urinal  [Histo- 
ry of  Medicine],  1075 

Desmoid  tumor:  tumors  of  fibrous  tissue  origin;  clinical  spec- 
trum, 344 

Detoxification:  community  youth  program;  drug  abuse  pro- 

gram of  comprehensive  health  care,  1000 
Detoxification:  methadone  treatment  in  Westchester  County; 
1971,551 

Diabetes,  relationship  to  age,  sex,  and  myocardial  infarction; 

serum  cholesterol  in  ambulatory  patients,  80 
Diabetic  Coma;  Guidelines  in  Therapy  (Matz),  642 
Diagnostic  dilemma  in  patient  with  arteriosclerotic  heart  dis- 
ease; right  atrial  myxoma  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  965 
Dialysis,  fatal  hypoglycemia  following;  insulin  sensitivity  in 
renal  failure,  1040 

Disease,  coronary  artery,  accelerated,  arteriographically 
proved;  analysis  of  risk  factors,  947 
Disease,  heart,  arteriosclerotic,  diagnostic  dilemma  in  patient 
with;  right  atrial  myxoma  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  965 
Disease,  heart,  congenital  (Clinicopathologic  Conference),  384 
Disease,  Hodgkin’s,  blood  lymphocytes  and  immune  alterations 
in,  325 

Disease,  Parkinson’s:  evaluation  of  alpha  methyl  dopa  and 

alpha  methyl  dopa  hydrazine  with  L-dopa  therapy,  47 
Disease:  temporal  arteritis,  483 

Diving  problems:  problems  of  inert  gases  [Underwater  Physi- 
ology] (Symposium),  813 

Dog,  family,  siblings  and;  nephrosis  associated  with  elevated 
mercury  levels,  394 

Dressing,  immediate  rigid,  for  amputees;  advantages  and  mis- 
conceptions, 980 

Drug  abuse:  evaluation  of  suicidal  patients,  64 
Drug  abuse  program  of  comprehensive  health  care;  community 
youth  program,  1000 
Drug  addicts,  nephrotic  syndrome  in,  92 
Drug  Information  (Series),  534,  704 

Drugs,  psychotropic,  clinical  abuse  of  [Psychotropic  Drugs  in 
Clinical  Practice]  (Symposium),  371 
Drugs,  psychotropic,  pharmacologic  basis  for  use  of;  an  over- 
view [Psychotropic  Drugs  in  Clinical  Practice]  (Symposium), 
360 
Drugs 

methadone  treatment  in  Westchester  County:  1971,  551 
newborn  infants  of  mothers  on  methadone  maintenance,  994 
pregnancies  of  methadone  patients;  findings  in  New  York 
City  Methadone  Maintenance  Treatment  Program,  52 
providing  incentives  to  successful  methadone  patients;  ex- 
perimental program,  111 

rapid  and  gentle  pharmacotherapy  of  depression,  74 
Duct,  hepatic,  common,  obstruction  by  hepatoma;  technique 
for  successful  palliation,  856 

Dysequilibrium:  problems  of  inert  gases  [Underwater  Physiol- 
ogy] (Symposium),  813 

Dysfunction,  extrapyramidal,  chlorpromazine  causing;  in  new- 
born infant  of  psychotic  mother,  684 
Dyssynergy,  I.;  cardiac  structural  and  functional  changes  after 
myocardial  infarction  [Recent  Advances  in  Medicine  and 
Surgery],  666 


Echocardiography:  cardiac  structural  and  functional  changes 
after  myocardial  infarction;  I.  dyssynergy  [Recent  Advances 
in  Medicine  and  Surgery],  666 
Education,  medical,  in  the  decade  of  violence,  1056 
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Education,  medical  research  and,  in  nineteenth-century  Ameri- 
ca [History  of  Medicine],  1071 

Effect  of  Fiberoptic  Bronchoscopy  on  Arterial  Oxygen  Tension 
(Karetzky,  Garvey,  and  Brandstetter),  62 
Elderly,  neurologic  examination  of  the  [Rehabilitation  of  the 
Elderly:  Hints  and  Pitfalls]  (Symposium),  969 
Elderly,  rehabilitation  of  the,  cardiovascular  system  in  [Reha- 
bilitation of  the  Elderly:  Hints  and  Pitfalls]  (Symposium), 
972 

Electrocardiograms  of  the  Month  (Series),  96,  511,  677,  849, 
1009 

Electron  microscopy,  scanning,  of  human  female  genital  tract, 
794 

Emphysema  patients,  reconditioning  of;  using  interval  training, 
951 

Endocrinology 

bilateral  absence  of  breasts,  87 

hypophysectomy  in  metastatic  prostate  cancer,  1006 
postpubertal  adrenogenital  syndrome;  treatable  cause  of  in- 
fertility, 1038 

Endometrium:  scanning  electron  microscopy  of  human  female 
genital  tract,  794 

Enteritis:  vague  abdominal  pain  and  pneumaturia  (Correla- 

tion Conferences  in  Radiology  and  Pathology),  380 
Epiglottiditis:  “simple”  upper  respiratory  infection;  ABC  of 

pediatrics,  504 

Erythematosus,  lupus,  systemic,  coronary  artery  vasculitis  and 
myocardial  infarction  with,  873 
Esophagogastric  cancer:  alcohol  and  cancer,  56 
Estrogen:  scanning  electron  microscopy  of  human  female  geni- 
tal tract,  794 

Ethmoid  sinus:  chronic  headache,  332 

Evaluation  of  Alpha  Methyl  Dopa  and  Alpha  Methyl  Dopa  Hy- 
drazine with  L-Dopa  Therapy  (Mones),  47 
Evaluation  of  Suicidal  Patients  (Salamon),  64 
Examination,  neurologic,  of  the  elderly  [Rehabilitation  of  the 
Elderly:  Hints  and  Pitfalls]  (Symposium),  969 
Exercise:  cardiovascular  system  in  rehabilitation  of  the  elderly 
[Rehabilitation  of  the  Elderly:  Hints  and  Pitfalls]  (Sympo- 
sium), 979 

Experience  with  Flexible  Bronchofiberscopy  (Takita  and  Vin- 
cent), 958 

Extrapyramidal  dysfunction,  chlorpromazine  causing;  in  new- 
born infant  of  psychotic  mother,  684 


Fallopian  tube:  scanning  electron  microscopy  of  human  fe- 

male genital  tract,  794 

Family  practice:  maldistribution  of  physicians;  national  prob- 
lem studied  locally,  875 
Female  genital  tract,  actinomycosis  of,  408 
Female  genital  tract,  human,  scanning  electron  microscopy  of, 
794 

Femoral  arterial  thromboembolism,  acute;  successful  treatment 
with  fibrinolysin,  546 

Fever,  ascites  and  [Correlation  Conferences  in  Radiology  and 
Pathology],  1020 

Fiberoptic  bronchoscopy,  effect  of,  on  arterial  oxygen  tension, 
62 

Fibrinolysin,  successful  treatment  with;  acute  femoral  arterial 
thromboembolism,  546 

Fibromatosis:  tumors  of  fibrous  tissue  origin;  clinical  spec- 

trum, 344 

Fibrosarcoma:  tumors  of  fibrous  tissue  origin;  clinical  spec- 

trum, 344 

Fibrosis,  hepatic,  congenital,  1054 

Fibrous  tissue  origin,  tumors  of;  clinical  spectrum,  344 

Fistula,  arteriovenous,  traumatic,  intravascular  hemolysis  with; 

another  cause  of  microangiopathic  hemolytic  anemia,  686 
Fistula,  vesicovaginal,  suprapubic  transvesical  repair  of,  825 
Forewarnings  of  Major  Subarachnoid  Hemorrhage;  Due  to 
Congenital  Berry  Aneurysm  (King  and  Saba),  638 
Frommel’s  disease:  ovulation  induction  in  Chiari-Frommel 

syndrome,  544 


Galvanism:  medical  advertising;  1800  to  1850  [History  of 

Medicine],  568 

Gangrene,  symmetrical,  due  to  cold  hemagglutinin  disease  with 
pernicious  anemia,  1046 

Gases,  inert,  problems  of  [Underwater  Physiology]  (Sympo- 
sium), 813 

Gastric  reticulum  cell  sarcoma,  spontaneous  regression  of,  680 
Gastrointestinal  tract,  leukemic  changes  of;  presenting  symp- 
toms of  acute  abdomen,  1035 
Genetics:  current  concepts  in  lung  carcinogenesis,  350 
Genital  tract,  female,  actinomycosis  of,  408 
Genital  tract,  female,  human,  scanning  electron  microscopy  of, 
794 

Geriatrics 

cardiovascular  system  in  rehabilitation  of  the  elderly  [Reha- 
bilitation of  the  Elderly:  Hints  and  Pitfalls]  (Sympo- 

sium), 972 

neurologic  examination  of  the  elderly  [Rehabilitation  of  the 
Elderly:  Hints  and  Pitfalls]  (Symposium),  969 
psychiatric  aspects  and  management  of  aging  patient  [Reha- 
bilitation of  the  Elderly:  Hints  and  Pitfalls]  (Sympo- 

sium), 976 

Guidelines  in  therapy;  diabetic  coma,  642 
Gynecology 

ovulation  induction  and  pregnancy  in  Chiari-Frommel  syn- 
drome, 544 

scanning  electron  microscopy  of  human  female  genital  tract, 
794 

vulvovaginal  symptoms;  study  of  152  patients,  499 

Halothane  Anesthesia  Followed  by  Anicteric  Hepatitis  with 
Complete  Recovery  (Davis),  1042 
Hand:  snowblower  injuries,  887 
Headache,  chronic,  332 

Head  trauma,  unusual  intracranial  complications  of,  832 
Health  and  Hospitals  Corporation,  II.;  organization  and  deliv- 
ery of  public  medical  care  services  in  New  York  City,  98 
Health  care,  drug  abuse  program  of  comprehensive;  community 
youth  program,  1000 

Health  Care  for  Day-Care  Children  (Gururaj,  Russo,  Reddy, 
and  Allen),  340 

Health  care:  maldistribution  of  physicians;  national  problem 

studied  locally,  875 

Heart  disease,  arteriosclerotic,  diagnostic  dilemma  in  patient 
with;  right  atrial  myxoma  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  965 
Heart  disease,  congenital  (Clinicopathologic  Conference),  384 
Heart-lung  machine:  mechanical  circulatory  assistance;  pres- 

ent status  [Recent  Advances  in  Medicine  and  Surgery],  516 
Heart:  subclavian-coronary  artery  anastomosis;  proposed 

technique  for  definitive  correction  of  anomalous  origin  of  left 
coronary  artery  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  960 
Heart  surgery,  open,  psychotherapy  prior  to,  398 
Hemagglutination  antibody,  indirect:  cytomegalovirus  infec- 

tions in  New  York  State;  laboratory  studies  of  patients  and 
healthy  individuals,  785 

Hemagglutinin  disease,  cold,  with  pernicious  anemia,  symmet- 
rical gangrene  due  to,  1046 

Hematology:  blood  lymphocytes  and  immune  alterations  in 

Hodgkin’s  disease,  325 

Hematology:  priapism  with  hyperacute  stem-cell  leukemia, 

540 

Hematoma,  mediastinal;  complication  of  subclavian  vein  cathe- 
terization, 83 

Hematoma:  unusual  intracranial  complications  of  head  trau- 

ma, 832 

Hemolysis,  intravascular,  with  traumatic  arteriovenous  fistula; 

another  cause  of  microangiopathic  hemolytic  anemia,  686 
Hemolytic  anemia,  microangiopathic,  another  cause  of;  intra- 
vascular hemolysis  with  traumatic  arteriovenous  fistula,  686 
Hemoptysis  and  hemothorax,  intralobar  sequestration  causing 
(Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  961 
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Hemorrhage,  subarachnoid,  major,  forewarnings  of;  due  to  con- 
genital berry  aneurysm,  638 

Hemothorax,  hemoptysis  and,  intralobar  sequestration  causing 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery),  961 

Hepatic  duct,  common,  obstruction  by  hepatoma;  technique  for 
successful  palliation,  856 
Hepatic  fibrosis,  congenital,  1054 

Hepatitis,  anicteric,  with  complete  recovery,  halothane  anes- 
thesia followed  by,  1042 
Hepatoma:  alcohol  and  cancer,  56 

Hepatoma,  common  hepatic  duct  obstruction  by;  technique  for 
successful  palliation,  856 

Hereditary  disease:  sweet  peas,  copper,  pregnancy,  and  pills; 
effects  on  aorta,  633 

Hexosamine:  chondromalacia  patellae;  histologic  and  bio- 

chemical aspects,  507 

Histiocytic  lipidosis,  reticuloendothelial,  alcoholism,  hyper- 
cholesterolemia, and;  postmortem  study,  851 
Histologic  and  biochemical  aspects;  chondromalacia  patellae, 
507 

History  of  Medicine  (Series),  568,  699,  1063,  1071,  1075 
HL-A  antigens:  blood  lymphocytes  and  immune  alterations  in 
Hodgkin’s  disease,  325 

Hodgkin’s  disease,  blood  lymphocytes  and  immune  alterations 
in,  325 

Hospital  Dependency;  Popular  but  Specious  Concept  (Nes- 
chis),  66 

Hospital,  fifty-bed,  tumor  program  and  registry  in  a,  356 
Humeroradial  synostosis,  congenital  symmetrical,  549 
Hu-Tzu;  Ancient  Chinese  Ceramic  Urinal  (Goldman)  [History 
of  Medicine),  1075 

Hydrocephalus:  ventriculoatrial  shunt;  report  of  a complica- 
tion, 412 

Hyperacute  stem-cell  leukemia,  priapism  with,  540 
Hyperbilirubinemia:  the  yellow  baby,  804 
Hypercholesterolemia,  alcoholism,  and  reticuloendothelial  his- 
tiocytic lipidosis;  postmortem  study,  851 
Hyperlipemia:  alcoholism,  hypercholesterolemia,  and  reticu- 

loendothelial histiocytic  lipidosis;  postmortem  study,  851 
Hyperlipidemia:  accelerated  coronary  artery  disease  arter- 

iographically  proved;  analysis  of  risk  factors,  947 
Hyperosmolar  coma:  diabetic  coma;  guidelines  in  therapy,  642 
Hypoglycemia,  fatal,  following  dialysis;  insulin  sensitivity  in 
renal  failure,  1040 

Hypophysectomy  in  Metastatic  Prostate  Cancer  (Thompson, 
Greenberg,  Pazianos,  Pearson),  1006 
Hypoxemia:  effect  of  fiberoptic  bronchoscopy  on  arterial  oxy- 
gen tension,  62 

Immediate  Rigid  Dressing  for  Amputees;  Advantages  and  Mis- 
conceptions (Cummings),  980 

Immune  alterations  in  Hodgkin’s  disease,  blood  lymphocytes 
and,  325 

Immune  system:  current  concepts  in  lung  carcinogenesis,  350 
Immunoglobulin  subclasses,  nature  and  significance  of  [Pro- 
ceedings, New  York  Allergy  Society],  489 
Immunofluorescent  antibody,  indirect:  cytomegalovirus  infec- 
tions in  New  York  State;  laboratory  studies  of  patients  and 
healthy  individuals,  785 

Immunology:  blood  lymphocytes  and  immune  alterations  in 

Hodgkin’s  disease,  325 

Improved  Renal  Biopsy  Technique  in  Children  (McVicar,  Ni- 
castri,  and  Gauthier),  830 

Incentives,  providing,  to  successful  methadone  patients;  experi- 
mental program.  111 

Indanyl  carbenicillin,  remission  rates  with  trimethoprim  and/or 
sulfamethoxazole  or;  chronic  urinary  tract  infections,  494 
Indian  remedies:  medical  advertising;  1800  to  1850  [History  of 
Medicine],  568 

Induction,  ovulation,  and  pregnancy  in  Chiari-Frommel  syn- 
drome, 544 

Inert  gases,  problems  of.  [Underwater  Physiology]  (Sympo- 
sium), 813 


Infant,  newborn,  of  psychotic  mother,  in;  chlorpromazine  caus- 
ing extrapyramidal  dysfunction,  684 
Infants,  newborn,  of  mothers  on  methadone  maintenance,  994 
Infarction,  myocardial,  cardiac  structural  and  functional 

changes  after;  I.  dyssynergy  [Recent  Advances  in  Medicine 
and  Surgery],  666 

Infarction,  myocardial,  cardiac  structural  and  functional 

changes  after;  II.  true  parietal  aneurysm  [Recent  Advances 

in  Medicine  and  Surgery],  840 

Infarction,  myocardial,  cardiac  structural  and  functional 

changes  after;  III.  parietal  rupture  and  pseudoaneurysm 
[Recent  Advances  in  Medicine  and  Surgery],  1011 
Infarction,  myocardial,  coronary  artery  vasculitis  and,  with  sys- 
temic lupus  erythematosus,  873 

Infarction,  myocardial,  relationship  to  age,  sex,  diabetes,  and; 

serum  cholesterol  in  ambulatory  patients,  80 
Infections,  cytomegalovirus,  in  New  York  State;  laboratory 
studies  of  patients  and  healthy  individuals,  785 
Infection,  pacemaker,  permanent  transvenous,  with  septicemia, 
868 

Infection,  respiratory,  upper,  “simple;”  ABC  of  pediatrics,  504 
Infections,  urinary  tract,  chronic;  remission  rates  with  tri- 
methoprim and/or  sulfamethoxazole  or  indanyl  carbenicillin, 
494 

Infertility,  treatable  cause  of;  postpubertal  adrenogenital  syn- 
drome, 1038 

Injuries,  snowblower,  887 

Insulin  Sensitivity  in  Renal  Failure;  Fatal  Hypoglycemia  Fol- 
lowing Dialysis  (Greenblatt),  1040 
Interval  training,  using;  reconditioning  of  emphysema  patients, 
951 

Intra-aortic  balloon  pumping:  mechanical  circulatory  assis- 

tance; present  status  [Recent  Advances  in  Medicine  and  Sur- 
gery], 516 

Intracranial  complications,  unusual,  of  head  trauma,  832 
Intralobar  Sequestration  Causing  Hemoptysis  and  Hemothorax 
(Oxman)  [Abstracts,  Reports,  Proceedings,  New  York  Soci- 
ety for  Thoracic  Surgery],  961 

Intrauterine  Torsion  of  the  Spermatic  Cord  (Lusignan,  Mar- 
den,  and  Woodruff),  858 

Intravascular  Hemolysis  with  Traumatic  Arteriovenous  Fistula; 
Another  Cause  of  Microangiopathic  Hemolytic  Anemia 
(Chamberlain,  O’Brien,  Christ,  and  Breckenridge),  686 

Jaundice:  the  yellow  baby,  804 

Keloid:  tumors  of  fibrous  tissue  origin;  clinical  spectrum,  344 
Kernicterus:  the  yellow  baby,  804 
Ketoacidosis:  diabetic  coma;  guidelines  in  therapy,  642 
Kidney  disease:  improved  renal  biopsy  technique  in  children, 
830 

Kidney:  nephrosis  associated  with  elevated  mercury  levels; 

siblings  and  family  dog,  394 
Kidney:  nephrotic  syndrome  in  drug  addicts,  92 
Kinetocardiography:  cardiac  structural  and  functional 

changes  after  myocardial  infarction;  I.  dyssynergy  [Recent 
Advances  in  Medicine  and  Surgery],  666 
Knee,  arthroscopy  of,  1049 
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hen  the  asthmatic 
can  anticipate 
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Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
deconqests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
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PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  Flowever, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness, Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 
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BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)pyrimidine. 
It  is  a white  to  light  yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter, Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— meg/  ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0 05-1.5 

1.0  -245 

0.05-0.5 

0 95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28  5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
4 amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  per  cent  of  trimeth- 
oprim and  70  per  cent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  per  cent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
i sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
I sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
j tis,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
k quently,  indole-positive  proteus  species). 

Important  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
i Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
I sis,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
i trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 

For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/  kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
\ / Nutley.  N J.  07110 
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Proceedings  of  the  House  of  Delegates 
Medical  Society  of  the  State  of  New  York 
168th  Annual  Meeting,  February  24-28,  1974 
New  York  City 


MINUTES  OF  THE  ANNUAL  MEETING 


Important 

Your  Next  Meeting 

The  169th  Annual  Convention  of  the 

Medical 

Society  of  the  State  of  New 

York  will 

be  held  at  the  Americana  of 

New  York  on  . . . 

March  9-13, 1975 

• 

Nominating  Committee 

1974-1975 

District 

At  Large.. 

John  A.  Finkbeiner,  M.D.,  Chairman 

First 

Franz  L.  Ebstein,  M.D. 

Second... 

Harold  W.  Mayberger,  M.D. 

Third 

Frederic  W.  Holcomb,  Jr„  M.D. 

Fourth 

Daniel  F.  O'Keeffe,  M.D. 

Fifth 

Bernard  J.  Hartnett.  M.D. 

Sixth 

Henry  B.  Marshall,  M.D. 

Seventh.. 

Gerald  L.  Glaser,  M.D. 

Eighth 

Herbert  A.  Laughlin,  M.D. 

Ninth 

William  P.  Clark,  M.D. 

At  Large.. 

Ralph  M.  Schwartz,  M.D. 

• 

Steal  me.  Bum  me. 
Throw  me  away. 

Fm  still  yours. 


Once  you  bring  me  home, 
I’m  yours  forever. 

Even  if  I’m  burned.  Or 
lost.  Or  stolen. 

If  you  look  for  me  and 
can’t  find  me,  just  report  it. 
And  you’ll  get  me  back,  as 
good  as  new. 

And  remember:  I’ll  never 
break  your  heart.  Or 
leave  you  stranded  in  the 
tight  spots. 

I’ll  always  be  there  when 
you  need  me. 

And  that  ought  to  make 
you  feel  pretty  secure. 

Now  E Bonds  pay  6%  interest  when  held  to  maturity  of 
5 years  (4'i%  the  first  year  . Bonds  are  replaced  if  lost, 
stolen  or  destroyed.  When  needed,  they  can  be  cashed  at 
your  bank.  Interest  is  not  subject  to  state  or  local  income 
taxes,  and  federal  tax  may  be  deferred  until  redemption. 


Join  the  Payroll  Savings  Plan. 
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w hen  the  asthmatic 
can  anticipate 
the  attack 

Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkcrabs  relieves  bronchospasm  to 
open  airwav,  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 


Economical  long- 
term therapy. 


V 


USUIS 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  Flowever, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 
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Pondimin 

(fenfluramine  hydrochloride) 


<jy 


and  the 


Fourth  Meal 


12  oz  beer  = 170  calorie^ 


10  potato  chips  = 100  calories 
50  potato  chips  = 500  calories 


10  peanuts  = 50  calories 
50  peanuts  = 250  calories 


For  the  overweight  patient  whos 


Your  dieting  patients  are  || 

especially  vulnerable  to  high 
calorie  snack  foods  during  the  j) 
evening  hours.  Their  relaxed 
association  with  family  members 
who  are  snacking  makes  it  easy 
to  depart  from  the  strict  diet  they 
followed  so  carefully  throughout 
the  day.  One  potato  chip  leads  to  ( 
another  until  during  the  course  of  | 
an  evening  of  TV  viewing,  they’ve 
consumed  enough  calories  to 
add  up  to  a “fourth  meal.” 


ibecial  problem  is  the  evening  snack- 


the  unique,  non-stimulating 
>roperties  of  Pondimin® 
enfluramine  HC1)  make  it 
i he  ideal  anorectic 


Host  patients  can't  take  the  traditional  anorectics 
i3fore  dinner  because  their  stimulating  effects  persist 
htil  long  after  bedtime.  For  this  reason  they  are 
^protected  against  snacking  during  the  very  period 
hen  appetite  suppression  is  most  needed. 


ondimin  provides  a big  advantage  over  the  traditional 
Dpetite  suppressants  because  it  is  not  stimulating.  In 
ict,  it  more  often  produces  slight  sedation  (in  2 or  3 
atients  out  of  1 0).  Hence,  you  can  prescribe  Pondimin 
afore  dinner  or  later  in  the  evening  without  keeping 
aur  patient  awake  and  on  edge.  Since  his  appetite  is 
jppressed,  he’ll  be  less  likely  to  snack  in  front  of  the 
V set  and  at  bedtime. 


)ther  Pondimin  Patient  Benefits 


Not  contraindicated  in  mild-to-moderate  hyper- 
tension. Use  with  caution.  (See  prescribing  information). 
May  be  used  for  the  diabetic  and  for  the  obese 
teenager. 

Low  potential  for  social  abuse.  Classified  in 
Schedule  IV. 


Pondimin® 

^(fenfluramine  hydrochloride) 

r 


20  mg  tablets 


A H Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220  NS 


Brief  Summary 


Indication : In  exogenous  obesity  as  short-term  (a  lew  weeks) 
adjunct  in  weight  reduction  regimen  based  on  caloric  restric- 
tion Limited  usefulness  of  agents  of  this  class  should  be 
measured  vs  possible  risks  Contraindications:  Glaucoma, 
hypersensitivity  to  this  or  other  sympathomimetic  amines: 
during  or  within  14  days  after  the  administration  of  MAO 
inhibitors  (hypertensive  crises  may  result);  history  of  drug 
abuse  Warnings:  When  tolerance  to  the  anorectic  effect 
develops,  do  not  exceed  maximum  recommended  dose  in 
attempt  to  increase  effect  rather,  discontinue  drug  May 
impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  motor  vehicle;  caution 
patient  accordingly  Drug  Dependence:  Fenfluramine  is 
related  chemically  to  amphetamines,  differs  somewhat  phar- 
macologically Amphetamines  and  related  stimulant  drugs 
have  been  extensively  abused  and  can  produce  tolerance, 
severe  psychological  dependence,  and  other  adverse  organic 
and  mental  changes  There  is  a recent  report  of  abuse  of 
fenfluramine  by  subjects  with  a history  of  abuse  of  other 
drugs  Abuse  of  80  to  400  mg  of  the  drug  was  reportedly 
associated  with  euphoria,  derealization,  perceptual  changes 
Fenfluramine  did  not  produce  signs  of  dependence  in 
animals  appeared  to  produce  sedation  more  often  than  CNS 
stimulation  at  therapeutic  doses  Its  abuse  potential  appears 
qualitatively  different  from  that  of  amphetamines  Keep  in 
mind  the  possibility  that  fenfluramine  may  induce  dependence 
when  evaluating  desirability  of  including  it  in  individual  weight 
reduction  programs  Usage  in  Pregnancy  Safe  use  in  preg- 
nancy not  established  Reproduction  studies  in  rats  sug- 
gested embryotoxic  potential  in  rabbits,  mice  and  monkeys 
yielded  negative  results  Use  in  women  who  are  or  may 
become  pregnant  requires  that  potential  benefit  be  weighed 
vs  possible  hazard  to  mother  and  infant.  Usage  in  Children: 
Safety  and  efficacy  in  children  under  1 2 years  not  established 
Precautions:  Differs  in  pharmacologic  profile  from  other 
anorectic  drugs  familiar  to  prescribing  practitioner.  Corres- 
pondingly. there  are  possible  adverse  effects  not  associated 
with  other  anorectics  , including  diarrhea,  sedation,  depres- 
sion Weigh  possibility  of  these  effects  vs  possible  advantage 
of  less  CNS  stimulation  and  or  abuse  potential  Use  other 
CNS  depressant  drugs  cautiously  with  fenfluramine;  effects 
may  be  additive.  Use  only  with  caution  in  hypertension 
(monitor  blood  pressure):  evidence  insufficient  to  rule  out 
possible  adverse  effect  on  BP  in  some  hypertensives  Not 
recommended  in  severe  hypertensives  or  in  patients  with 
symptomatic  cardiovascular  disease  including  arrhythmias. 
May  increase  slightly  the  effect  of  antihypertensive  drugs, 
eg,  guanethidine,  methyldopa,  reserpine.  Exercise  caution 
in  prescribing  for  patients  with  history  of  mental  depression. 
Further  depression  of  mood  may  occur  while  on  fenfluramine 
or  after  withdrawal.  Adverse  Reactions:  Commonest 
adverse  reactions  are  drowsiness,  diarrhea,  dry  mouth  Less 
frequently  reported  adverse  reactions  include  CNS  Diz- 
ziness; confusion,  incoordination;  headache;  elevated  mood; 
depression;  anxiety,  nervousness,  tension;  insomnia; 
weakness,  fatigue;  increased  or  decreased  libido;  agitation, 
dysarthria.  Gl:  Constipation,  abdominal  pain,  nausea. 
Autonomic:  Sweating:  chills,  blurred  vision  GU:  Dysuria  uri- 
nary frequency.  C-V:  Palpitation:  hypotension,  hypertension; 
fainting  Skin  Rash;  urticaria:  burning  sensation  Miscel- 
laneous Eye  irritation;  myalgia,  fever:  chest  pain:  bad  taste. 
Dosage  and  Administration:  Initiate  dosage  at  one  20  mg 
tablet  tid  before  meals;  adjust  to  need  and  response  of 
patient  Depending  on  effectiveness  and  side  effects, 
increase  dosage  weekly  by  one  tablet  daily  to  maximum  dos- 
age of  two  tablets  t.i.d  If  initial  dosage  not  well  tolerated, 
reduce  to  two  tablets  daily  and  thereafter  gradually  increase 
to  minimize  chance  of  side  effects  How  Supplied:  20  mg 
orange  tablets.  Before  prescribing  or  administering,  see  full 
prescribing  information 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  e?  at.:  Geriatrics  ^5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less  than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose-, 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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introducing 


B-C-BID 

B-complex  with  C 


an  improved  delivery  system 

sustained  release  by  micro-dialvsis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 
Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 

DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 
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Longer- acting 

Camalox* 

magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
antacid 


■f 

WL&. . / 


Camalox* 
fights  excess 

acid  longer 

Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
of  Camalox  Suspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  120 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needsCamalox,  the  antacid  with  hour  power. 
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Month  in  Washington 


With  the  exception  of  a possible  last-minute  cata- 
strophic bill  to  the  liking  of  both  the  Senate  and  the 
House,  the  prospects  for  a NHI  (national  health  insur- 
ance) bill  this  year  appear  to  be  fading.  Preoccupied 
with  the  possible  impeachment,  plus  other  matters,  the 
pace  of  House  and  Senate  hearings  on  NHI  has  definite- 
ly slowed,  despite  a strong  desire  on  the  part  of  both  Re- 
publicans and  Democrats  to  take  a widely  popular 
health  measure  with  them  to  the  polls  this  November. 

Its  late  April  testimony  on  NHI  before  the  House 
Ways  and  Means  Committee  behind  it,  the  American 
Medical  Association  again  advanced  its  Medicredit  pro- 
posal for  NHI  before  the  Senate  Finance  Committee  at 
the  end  of  May. 

Senate  Finance  Committee  chairman  Russell  Long 
(D.,  La.)  and  other  committee  members  heard  AMA 
president  Russell  Roth,  M.D.,  president-elect  Malcolm 
Todd,  M.D.,  and  P’rnest  Livingstone.  M.D.,  chairman  of 
the  AMA  legislative  council  support,  the  Medicredit 
measure. 

Dr.  Roth  told  the  committee, 

As  the  nation’s  largest  association  of  actively  prac- 
ticing physicians,  the  ones  who  will  be  called  upon  to 
provide  the  professional  services  which  are  contem- 
plated under  any  program  which  may  be  authorized 
by  Congress,  we  feel  that  our  viewpoints  are  extraor- 
dinarily important. 

If  we  are  to  meet  the  principal  needs,  not  only  of 
the  aged  and  the  poor  but  of  the  vast  middle  income 
group,  it  would  seem  we  must  endeavor  to  provide 
basic  coverage  for  medical  service  and,  if  possible,  add 
to  this  protection  against  ruinous  catastrophic  major 
medical  expense;  Senators  Long  and  Abraham  Ribi- 
coff  (D.,  Conn.)  are  sponsors  of  a catastrophic-only 
type  NHI  proposal. 

We  appreciate  the  economies  of  providing  only  cat- 
astrophic coverage  but  feel  that  it  will  meet  too  few  of 
the  needs  and  will  prove  very  difficult  to  administer. 
We  appreciate  the  appeal  of  first-dollar  coverage  but 
recognize  the  inordinate  expense  involved. 

The  catastrophic  coverage  should  be  adjusted  to 
ability  to  pay,  since  it  is  obvious  that  an  amount 
which  could  be  easy  for  the  well-to-do  family  to  pay 
couid  be  disastrous  for  the  much  larger  group  of  mid- 
dle and  low-income  individuals.  If  the  insurance  is 
really  to  protect,  it  must  be  operative  at  the  level  of 
need. 

If  I provide  $10  worth  of  service  for  my  patient,  and 
he  pays  me  directly,  I have  earned  $10,  and  he  has 
spent  $10.  If,  instead,  money  is  to  be  collected  from 
the  patient  as  a tax  to  be  transmitted  to  Washington, 
processed,  transferred  to  another  agency,  processed, 
passed  on  to  an  intermediary,  processed,  and  paid  out 
as  a benefit,  and  then  reviewed  for  appropriateness,  I 
will  need  to  leave  it  to  others  to  estimate  how  much 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


more  must  be  collected  from  the  patient  to  yield  the 
$10  necessary  to  cover  the  service  rendered.  Each 
complicating  step  in  the  process  contributes  to  a 
shrinkage  in  service  purchased  by  the  medical  dollar. 

We  believe  that  the  public  will  look  with  dismay  on 
a financing  mechanism  which  increases  the  Social  Se- 
curity tax  by  4 per  cent,  as  with  the  Kennedy-Mills 
proposal. 

We  have  enthusiasm  for  the  financing  mechanism 
in  the  Medicredit  bill  which  uses  tax  credits  to  mini- 
mize the  number  of  dollars  making  a round  trip  to 
Washington  as  tax  to  return  as  a shrunken  benefit, 
and  which  places  the  obligation  to  contribute  their 
share  on  those  who  have  the  ability  to  pay  all  or  part 
of  their  premium  cost.  It  uses  an  existing  govern- 
mental collection  agency,  minimizes  new  demands  for 
an  increase  in  bureaucracy,  and  reduces  administra- 
tive costs. 

Finally,  there  is  the  matter  of  administering  the 
program.  There  is  precious  little  evidence  that  any 
particular  economy  or  efficiency  results  from  govern- 
ment health  programs,  but  a growing  body  that  the 
opposite  may  be  true. 

In  the  case  of  national  health  insurance  we  feel  as- 
sured that  if  any  part  of  the  funding  derives  from  So- 
cial Security  taxes,  there  would  be  a compulsion  for 
Social  Security  control  of  the  program. 

We  are  confident  that  the  administration  of  the 
program  will  best  be  accomplished  by  existing  private 
entities  in  the  field.  Federal  involvement,  while  ines- 
capable when  dealing  with  Federal  tax  dollars,  should 
be  kept  minimal. 

We  again  believe  that  our  Medicredit  program  ful- 
fills these  objectives  in  respect  to  administration  more 
aptly  than  does  any  other  proposal  to  date.  We  be- 
lieve the  public,  in  opinion  poll  after  poll,  has  reiterat- 
ed its  high  degree  of  confidence  in  the  medical  profes- 
sion and  its  low  esteem  for  bureaucratic  administra- 
tion. We  believe  that  there  is  validity  in  other  cur- 
rent public  opinion  polls  which  indicate  that  the  chief 
national  concern  is  over  inflation. 

After  Dr.  Roth  had  read  the  statement,  chairman 
Long  said  he  agreed  with  the  many  things  that  were  said 
by  the  AMA  official,  especially  the  concern  about  wast- 
age of  funds  that  are  channeled  through  Washington. 

Long  asked  about  the  merits  of  a tax  credit  as  op- 
posed to  a payroll  tax.  Dr.  Roth  said  the  tax  credit  is 
the  most  equitable  in  that  it  relies  on  the  Federal  in- 
come tax  which  provides  an  accurate  gauge  of  family  in- 
come. The  money  retained  by  the  individual  for  health 
insurance  does  not  “have  to  make  the  round  trip  to 
Washington.” 

* * * 

The  first  witness  before  the  Senate  Finance  Commit- 
tee hearing  was  HEW  (Health,  Education,  and  Welfare) 

continued  on  page  1332 
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how  big  a dose  will  now 
iring  relief  if  it  is  a narcotic? 

"Tolerance  is  an  ever-present  hazard  to  continued  use 
of  narcotics. . . .The  very  first  dose  diminishes  the 
effects  of  subsequent  doses.”1  And,  as  increasing 
| amounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects  — lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

1.  Sadove,  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics, 
Postgrad.  Med.  49:102,  June  1971. 

how  big  a dose  will  now 
»ring  relief  if  it  is  Talwin  ? 

! Chances  are,  the  same  50  mg.  Talwin  Tablet  you  pre- 
scribe originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  analgesic 
I efficacy:  one  50  mg.  tablet  appears  equivalent  in  anal- 
gesic effect  to  60  mg.  (1  gr.)  of  codeine.  However, 
patients  receiving  Talwin  Tablets  for  prolonged  periods 
I face  fewer  of  the  consequences  you've  come  to  expect 
with  narcotics.  There  should  be  fewer  "adverse  effects” 
on  her  way  of  life. 

Tolerance  rare:  Tolerance  to  the  analgesic  effect  of  Talwin 
Tablets  is  rare. 

Dependence  rare:  During  three  years  of  wide  clinical  use, 
there  have  been  a few  reports  of  dependence  and  of  with- 
drawal symptoms  with  orally  administered  Talwin.  Patients 
with  a history  of  drug  dependence  should  be  under  close 
supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient 
and  to  prevent  the  use  of  the  drug  in  anticipation  of  pain 
rather  than  for  the  relief  of  pain.* 

Generally  well  tolerated  by  most  patients*:  Infrequently 
causes  decrease  in  blood  pressure  or  tachycardia,-  rarely 
causes  respiratory  depression  or  urinary  retention;  seldom 
causes  diarrhea  or  constipation.  Acute,  transient  CNS  effects, 
described  in  product  information,  have  occurred  in  rare 
instances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea,  or  vomiting  is  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses. 

'See  important  product  information  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 


in  chronic  pain 

t moderate  to  severe  intensity 

Talwin = 

brand  of  - m 

pentazocine 

(as  hydrochloride) 


Talwinft  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use  — 

Jndication:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who  are 
hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  ol  psychological 
and  physical  dependence  on  parenteral  Talwin  in  patients  with  a history  ol 
drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt  discon- 
tinuance following  the  extended  use  ot  parenteral  Talwin  has  resulted  in 
withdrawal  symptoms.  There  have  been  a tew  reports  ol  dependence  and  ol 
withdrawal  symptoms  with  orally  administered  Talwin.  Patients  with  a his- 
tory ol  drug  dependence  should  be  under  close  supervision  while  receiving 
Talwin  orally. 

In  prescribing  Talwin  lor  chronic  use,  the  physician  should  take  precautions 
to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the  use  ol  the  drug 
in  anticipation  ol  pain  rather  than  lor  the  relief  ol  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory  depressant 
effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions,  or  a preexisting  increase  in  intracranial  pressure.  Further- 
more, Talwin  can  produce  effects  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than  labor) 
has  not  been  established.  Animal  reproduction  studies  have  not  demon- 
strated teratogenic  or  embryotoxic  effects.  However,  Talwin  should  be 
administered  to  pregnant  patients  (other  than  labor)  only  when,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh  the  possible  hazards. 
Patients  receiving  Talwin  during  labor  have  experienced  no  adverse  effects 
other  than  those  that  occur  with  commonly  used  analgesics.  Talwin  should 
be  used  with  caution  in  women  delivering  premature  infants. 

Acute  CNS  Manifestations  Patients  receiving  therapeutic  doses  of  Talwin 
have  experienced,  in  rare  instances,  hallucinations  (usually  visual),  dis- 
orientation, and  confusion  which  have  cleared  spontaneously  within  a 
period  of  hours.  The  mechanism  of  this  reaction  is  not  known.  Such  patients 
should  be  very  closely  observed  and  vital  signs  checked.  If  the  drug  is  re- 
instituted it  should  be  done  with  caution  since  the  acute  CNS  manifesta- 
tions may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12  years  of 
age  is  limited, administration  of  Talwin  in  this  age  group  is  not  recommended. 
Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  euphoria 
have  been  noted,  ambulatory  patients  should  be  warned  not  to  operate 
machinery,  drive  cars,  or  unnecessarily  expose  themselves  to  hazards. 
Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  depres- 
sion has  rarely  been  reported  after  oral  administration  of  Talwin,  the  drug 
should  be  administered  with  caution  to  patients  with  respiratory  depression 
from  any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the  drug  by 
the  liver  in  extensive  liver  disease  may  predispose  to  accentuation  of  side 
effects.  Although  laboratory  tests  have  not  indicated  that  Talwin  causes  or 
increases  renal  or  hepatic  impairment,  the  drug  should  be  administered 
with  caution  to  patients  with  such  impairment. 

Myocardial  Inlarction.  As  with  all  drugs,  Talwin  should  be  used  with  caution 
in  patients  with  myocardial  infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of  Talwin 
on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution  in  patients 
about  to  undergo  surgery  of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist.  Some 
patients  previously  given  narcotics,  including  methadone  for  the  daily  treat- 
ment of  narcotic  dependence,  have  experienced  withdrawal  symptoms  after 
receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  to  pa- 
tients prone  to  seizures;  seizures  have  occurred  in  a few  such  patients  in 
association  with  the  use  of  Talwin  although  no  cause  and  effect  relationship 
has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of  Talwin 
include  gastrointestinal:  nausea,  vomiting;  infrequently  constipation;  and 
rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects:  dizziness,  light- 
headedness, sedation,  euphoria,  headache;  infrequently  weakness,  dis- 
turbed dreams,  insomnia,  syncope,  visual  blurring  and  focusing  difficulty, 
hallucinations  (see  Acute  CNS  Manifestations  under  WARNINGS);  and  rarely 
tremor,  irritability,  excitement,  tinnitus.  Autonomic:  sweat'og;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely  urticaria, 
edema  of  the  face.  Cardiovascular:  infrequently  decrease  in  blood  pressure, 
tachycardia.  Hematologic:  rarely  depression  of  white  blood  cells  (especially 
granulocytes),  usually  reversible  and  usually  associated  with  diseases  or 
other  drugs  which  are  known  to  cause  such  changes,  moderate  transient 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  retention,  toxic 
epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tablet 
(50  mg.)  every  three  or  four  hours.  This  may  be  increased  to  2 tablets  (100 
mg.)  when  needed.  Total  daily  dosage  should  not  exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  to 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received  Talwin 
orally  for  prolonged  periods  have  not  experienced  withdrawal  symptoms 
even  when  administration  was  abruptly  discontinued  (see  WARNINGS).  No 
tolerance  to  the  analgesic  effect  has  been  observed.  Laboratory  tests  of 
blood  and  urine  and  of  liver  and  kidney  function  have  revealed  no  signifi- 
cant abnormalities  after  prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdosage  has 
been  insufficient  to  define  the  signs  of  this  condition. 

Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  supportive 
measures  should  be  employed  as  indicated.  Assisted  or  controlled  ventila- 
tion should  also  be  considered.  Although  nalorphine  and  levallorphan  are 
not  effective  antidotes  for  respiratory  depression  due  to  overdosage  or  un- 
usual sensitivity  to  Talwin,  parenteral  naloxone  (Narcan®,  available  through 
Endo  Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains  Talwin 
(brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg.  base.  Bottles 
of  100. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 
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secretary  Casper  Weinberger  who  urged  that  a NH1  bill 
“should  be  the  highest  priority  item  in  the  closing 
months  of  this  Congress.”  He  expressed  hope  that  the 
areas  of  disagreement  between  competing  NHI  propos- 
als would  not  be  found  insurmountable. 

The  Secretary,  however,  criticized  all  of  the  compet- 
ing proposals,  but  with  special  attention  to  the  M'ills- 
Kennedy  and  the  health  security  bill  of  organized  labor. 
“Both  vest  too  much  power  with  the  Federal  govern- 
ment,” Weinberger  said. 

At  the  sometimes  stormy  meeting,  Sen.  Vance  Hartke 
(D.,  Ind.)  and  Sen.  Clifford  Hansen  ( R. , Wyo.)  chided 
the  Secretary  for  criticizing  the  AMA  plan,  pointing  out 
that  Medicredit  had  powerful  backing. 

Senator  Hansen  said  that  when  negotiating  time  ar- 
rives there  should  be  strong  consideration  of  the  Medi- 
credit bill  which  has  182  sponsors,  including  5 members 
of  the  Finance  Committee  and  11  members  of  the  House 
Ways  and  Means  Committee. 

Hansen  said  the  Council  of  Economic  Advisors  and 
the  Brookings  Institute  have  recommended  the  tax 
credit  method  of  financing  employed  by  Medicredit 
should  be  used  in  broad  Federal  programs.  Weinberger 
said  he  preferred  tax  credits  to  a Social  Security  payroll 
tax  but  thought  general  revenue  financing  was  best. 
Hansen  said  controls  could  impede  productivity  and 
cause  personnel  to  leave  the  health  system. 

Senator  Hartke  said  Medicredit  has  more  sponsors 
than  all  other  NHI  bills  combined.  Weinberger  said  he 
would  keep  that  in  mind  while  conferring  with  Congress. 
“You  are  going  to  have  to  deal  with  182  of  us  somewhere 
along  the  line,”  Hartke  said.  “Not  just  ‘President’  Ken- 
nedy or  ‘President’  Mills.” 

Hartke  said  that,  despite  Weinberger’s  criticism  of 
Medicredit,  the  fact  is  that  all  NHI  bills  basically  deal 
with  financing,  including  the  Administration’s  plan 
which  does  not  provide  anything  concrete  about  chang- 
ing the  system. 

Sen.  Abraham  Ribicoff  (D.,  Conn.)  said  the  Adminis- 
tration was  being  deceptive  about  the  true  costs  of  its 
program.  He  contended  Weinberger  is  telling  the 
American  people  that  they  will  have  a $55  billion  “free 
lunch.” 

“You  are  dealing  with  the  most  complex  social  and 
economic  program  in  the  history  of  our  nation,”  Ribicoff 
said.  “If  all  sides  can’t  agree  to  work  out  a compromise, 
there  will  be  no  program.” 

Senator  Long  added  that  Americans  must  be  given  all 
of  the  facts  about  exactly  what  a NHI  bill  would  cost 
them,  pointing  out  that  he  couldn’t  “.  . . see  a free  lunch 
in  any  of  them.” 

* * * 

Meanwhile,  on  the  House  side,  the  Ways  and  Means 
Committee  completed  the  second  month  of  one-day-a- 
week  hearings  on  NHI. 

It  would  appear  that  almost  every  health-related  or- 
ganization in  the  country  wishes  to  be  heard.  For  ex- 
ample, one  day’s  hearing  saw  the  following  organizations 
testify  before  the  powerful  House  committee:  Blue 

Cross  Association,  National  Medical  Association,  Ameri- 
can Osteopathic  Society,  National  Council  of  Health 
Services,  American  Podiatry  Association,  National 
Council  of  Community  Health  Centers,  Veterans  of  For- 
eign Wars,  and  Americans  for  Democratic  Action. 

Some  sparks  flew  when  Andrew  Biemiller,  director  of 


the  AFL-CIO’s  Department  of  Legislation,  appeared  in 
place  of  AFL-CIO  president  George  Meany.  Biemiller 
in  effect  took  an  all-or-nothing  approach,  insisting  that, 
unless  a bill  similar  to  the  original  Kennedy-Griffiths 
measure  is  approved,  it  would  be  better  to  wait  until 
next  year. 

Of  major  interest  to  most  Capitol  Hill  watchers  is  the 
fact  that  House  Ways  and  Means  Committee  chairman 
Wilbur  Mills  (D.,  Ark.),  cosponsor  of  the  Kennedy-Mills 
proposal,  attended  the  first  hearing  but  has  missed  all 
the  rest. 

* * * 

Labor’s  stand  drew  criticism  from  committee  mem- 
bers, some  of  whom  stressed  a theme  that  there  is  strong 
pressure  for  Congress  to  act  this  year  especially  on  a cat- 
astrophic bill. 

Biemiller  said,  “If  Mills-Kennedy  is  this  committee’s 
idea  of  a compromise,  then  I must  say,  in  all  candor,  we 
will  oppose  it.”  Labor’s  strongest  criticism  came  on  the 
Long-Ribicoff  bill.  “It  is  not  national  health  insurance, 
and  does  not  pretend  to  be.  It  would  be  therefore  a ca- 
tastrophe if  the  Congress  enacted  catastrophic  insur- 
ance,” said  Biemiller. 

Rep.  Omar  Burleson  (D.,  Tex.)  told  Biemiller  that 
“you  are  not  really  willing  to  compromise  at  all.”  He 
said  labor  expects  a Congress  of  a “different  nature” 
next  year  so  that  it  can  get  all  that  it  wants. 

Biemiller  replied  that  the  elections  of  1964  changed  a 
lot  of  minds  in  Congress  about  Medicare  and  resulted  in 
its  passage  in  1965. 

Congressional  backers  of  the  Medicredit  national 
health  insurance  plan  rallied  on  the  floor  of  the  House  of 
Representatives  in  early  May  to  praise  the  NHI  ap- 
proach developed  by  the  AMA. 

A score  of  speakers  rose  to  urge  congressmen  and  sen- 
ators to  join  them  in  backing  Medicredit,  which  has 
more  sponsors,  182,  than  all  other  NHI  proposals  com- 
bined. 

“One  reason  why  the  legislation  has  such  support  in 
the  Congress  is  because  it  is  based  on  some  solid  princi- 
ples that  are  both  realistic  and  workable,”  declared  Rep. 
Omar  Burleson  (D.,  Tex.). 

Rep.  Richard  Fulton  (D.,  Tenn.),  principal  cosponsor 
and,  like  Burleson,  a member  of  the  key  House  Ways 
and  Means  committee,  told  the  House: 

Medicredit’s  benefits  are  comprehensive;  its  ability 
to  meet  our  present  needs  seem  unarguable;  its  price 
tag  in  terms  of  new  tax  dollars  seems  to  be  within  the 
nation’s  means,  and  the  method  it  proposes  for  fi- 
nancing the  plan  appears  to  me  to  rest  fairly  on  the 
taxpayer  without  overburdening  our  Social  Security 
system. 

Rep.  Joel  Broyhill  (R.,  Va.),  chief  GOP  sponsor  and  a 
high-ranking  member  of  the  Ways  and  Means  Commit- 
tee panel,  said  182  members  of  Congress  “have  seen 
through  the  fog  of  rhetoric  and  printed  word  swirling 
about  national  health  insurance.  They  have  chosen 
Medicredit.  I invite  more  of  you  to  come  aboard  in  sup- 
port of  a sensible  piece  of  legislation.” 

Broyhill  said  Medicredit  enjoys  two  prime  virtues: 
free  choice  of  health  care  setting  and  physician,  and 
“the  American  philosophy  of  voluntarism.” 

Rep.  Tim  Lee  Carter,  M.D.,  a Kentucky  Republican, 
said  that  no  other  NHI  proposal  offers  as  liberal  a psy- 
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chiatric  benefit  as  Medicredit. 

The  American  Psychiatric  Association  had  pointed 
out  that  Medicredit  stands  alone  in  this  regard.  I)r. 
Carter  noted. 

All  other  NHI  proposals  contain  some  discrimina- 
tion that  separates  treatment  of  the  mentally  ill  from 
that  of  the  physically  ill. 

Medicredit  is  a workable  approach.  The  medical 
profession  and  the  public  want  a plan  that  keeps  the 
Federal  government’s  role  at  a minimum.  From  the 
standpoint  of  benefits,  efficiency,  financing,  and  ac- 
ceptability, I am  convinced  that  the  Medicredit  ap- 
proach is  by  far  the  best  we  have  before  us. 

Rep.  Jerry  Pettis  (R.,  Calif.),  a member  of  the  Ways 
and  Means  Committee  said  his  colleagues  should  con- 
sider foreign  national  health  systems.  He  cited  such 
cases  as: 

1.  In  Sweden  the  per  capita  health  care  costs  in- 
creased by  614  per  cent  from  1950  to  1966  compared 
with  174  per  cent  in  the  United  States.  Since  1960, 
medical  costs  in  Sweden  have  increased  almost  900 
per  cent. 

2.  In  West  Germany  there  is  a serious  maldistribu- 
tion of  medical  personnel. 

3.  Norway  reports  a shortage  of  practitioners. 

4.  Hospital  rates  in  Canada  are  higher  and  length 
of  stay  longer  than  in  the  U.S. 

Pettis  said  we  had  better  be  very  careful  about  tin- 
kering with  our  present  system.  “Certainly  there  is 
clear  warning  in  these  facts  to  all  of  us  that  we  should 
not  abandon  the  strengths  of  the  American  system  for 
the  type  of  health  delivery  system  which  has  been  devel- 
oped in  some  other  country.” 

Rep.  Peter  Kyros  (D.,  Me.)  said  Medicredit  “goes 
right  to  the  heart  of  the  catastrophic  problem.”  No 
matter  how  large  or  small  a family’s  income,  its  medical 
expenses  would  never  exceed  10  per  cent  of  that  in- 
come,” said  Kvros.  “This  would  be  a tremendous  reas- 
surance to  every  family.  At  the  same  time,  it  offers  a 
fair  method,  a sliding  scale,  for  sharing  the  country’s 
major  health  costs.” 

Rep.  Robert  Michel  (R.,  111.)  said, 

Medicredit  meets  the  true  test  of  any  workable  na- 
tional health  insurance  plan — it  provides  access  to 
high  quality  medical  care  to  all  Americans  on  the 
basis  of  sharing  the  cost  in  an  equitable  fashion.  The 
poor  would  pay  nothing.  In  a fair  way,  the  better-off 
would  pay  on  a sliding  scale  that  reflected  their  in- 
come. 

Most  importantly,  this  legislation  would  insure  that 
no  American  would  have  to  go  bankrupt  because  of  a 
catastrophic  illness. 

* * * 

The  PSRO  (Professional  Standards  Review  (Organiza- 


tion) program  is  off  to  “an  incredibly  bad  start”  and  en- 
countering increasing  physician  resistance,  the  Ameri- 
can Medical  Association  has  told  Congress. 

AMA  President  Russell  Roth,  M.D.,  testifying  before 
the  Senate  Finance  subcommittee  on  health,  said  13 
state  medical  societies  have  formally  declared  for  repeal 
of  the  PSRO  law  and  that  29  societies  support  a policy 
of  amendment  and/or  repeal  (as  of  May  7,  1974). 

"We  cannot  be  precise  in  numbers,  but  it  seems  evi- 
dent that,  as  understanding  of  the  PSRO  law  spreads, 
the  resistance  to  it  grows,”  said  Dr.  Roth. 

The  health  subcommittee,  chaired  by  Sen.  Eugene 
Talmadge  (D.,  Ga.),  slated  two  days  of  hearings  on  the 
spreading  controversy  over  the  PSRO  law. 

Dr.  Roth  said. 

The  best  efforts  of  the  legislators  involved,  the  staff 
of  the  Senate  Finance  Committee,  the  staff  of  the 
PSRO  administrative  office  in  HEW,  and  physicians 
from  AMA,  from  assorted  state  medical  societies,  and 
specialty  medical  organizations  have  not  succeeded  in 
creating  in  the  profession  the  climate  of  acceptance 
and  cooperation  essential  to  success.  The  fault  does 
not  lie  with  the  sincerity  or  intensity  of  the  effort  to 
cooperate;  it  lies  with  the  basic  ineptitudes  of  the 
statute. 

The  AMA  President  said  it  has  been  seriously  pro- 
posed that  because  of  the  bad  start  on  PSRO  it  may  be 
best  to  fall  back,  regroup,  and  start  over  again.  The  of- 
ficial AMA  position,  he  noted,  is  that  repeal  may  need  to 
be  considered  if  amendatory  patchwork  is  unacceptable. 

Robert  Hunter,  M.D.,  chairman  of  the  AMA  special 
advisory  committee  on  PSRO  and  a member  of  the 
AMA  board  of  trustees,  described  to  the  senators  the 
AMA's  extensive  “constructive  efforts”  to  cooperate 
with  Congress  and  the  government  to  make  PSRO  work. 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  vice  chairman  of  the 
AMA’s  council  on  legislation,  said,  “the  PSRO  law  has 
created  a great  deal  of  confusion  and  misunderstand- 
ing.” 

Sections  on  norms  of  health  care  services  are  patiently 
contradictory,  and  we  would  anticipate  that  the  net  re- 
sult would  be  that  the  norms  of  care  would  be  viewed  as 
rigid  Federal  minimum  requirements,  Dr.  Beddingfield 
said.  "Patients  and  the  profession  alike  are  legitimately 
concerned  with  the  prospect  of  cookbook  medicine.” 
He  recommended  that  the  “norms”  should  be  guides  for 
care  and  should  be  clearly  understood  to  be  initial 
points  of  evaluation  and  review.  Furthermore,  Dr.  Bed- 
dingfield said,  such  guides  must  not  be  substituted  for 
the  medical  judgment  of  individual  physicians  in  the  de- 
livery of  health  care  services. 

During  the  two  days  of  hearings,  some  20  medical  as- 
sociations, state  societies,  and  specialty  groups  testified 
their  general  misgivings  with  respect  to  the  workability 
of  the  statute.  Throughout  the  hearings,  Sen.  Wallace 
Bennett  (R.,  Utah)  stoutly  defended  PSRO — “I  won’t 
live  long  enough  to  see  repeal  of  PSRO” — against,  at 
times,  shouting  and  hostile  witnesses. 
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there  a need 


for  a drug 
compendium? 

■ a Hri  icr  intolliaonl 


Adrugcompendiu 
of  the  type  I envisior 
would  fill  a definite 
need  for  the  practi 
ing  physician.  Suet 
compendium  wou 
give  him  all  th 
information  nec 
essary  for  usir 
a drug  intelligently,  and  it  would 
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do  so  in  a clear,  concise,  con- 
venient, objective  and  balanced 
fashion. 


What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactio 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  anc 
have  the  same  legal  status.  In  fa 
a complete  compendium  with  cc 
plete  and  current  information 
might  even  eliminate  the  necess 


A drug  compendium,  or 
preferably  compendia,  should, ! 
believe,  be  private,  not  federal, 
sponsorship.  They  should  conta 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be^single,  legibly  printec 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannual!: 
and  completely  revised  every  y<  r 


Function  of  a Compendium 

A compendium  should  fur 
nish  the  following  information  c 
drugs  in  the  followingorder:  inc 
tions  for  use,  side  effects,  adve  e 
drug  reactions,  contraindication 
drug  interactions,  drug  dosage  n 
the  dosage  forms  marketed.  Drg 
prices  should  not  be  included  t- 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  st 
forth  drugs  of  choice  or  discus: 
relative  efficacy.  Such  questioit 
must  be  left  for  the  practicing  ij 
sician  to  decide,  whether  on  th 
basis  of  the  medical  literature, lis 
own  clinical  experience,  adviepf 
colleagues,  information  supplid 
by  manufacturers,  and  so  on. 

Nor  should  a compendiu  j 1 
undertake  to  educate  the  doct  ol 
how  to  use  drugs.  Rather,  it  m It 
be  a reference  source  designep^ 
marily  to  refresh  his  memory  ;[tc 
drugs  he  may  not  use  regularl  It 
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/or  a package  insert  in  many  in- 
r stances.  This  would  constitute  a 
substantial  saving  for  the  manu- 
facturer. 

By  a complete  compendium, 
:J  do  not  mean  a volume  of  prohibi- 
tive size.  You  don't  need  a book 
^describing  25,000  products  with 
sirpn  enormous  amount  of  repetition. 
i father,  drugs  should  be  arranged 
Dy  class.  Mutually  applicable  infor- 
■j  nation  would  be  provided,  along 
vith  brief  discussions  pinpointing 
Inferences  in  specific  drugs  of 
hat  class.  Listings  would  be  cross- 
- ndexed  in  a useful  way. 

3 

se  Dther  Available  Documents  as 
Sources  of  Information 

■5  Existing  references  such  as 
-e  3DR  and  the  AMA  Drug  Evaluation 
•Tire  obviously  useful  but  they  are 
ncomplete.  Either  they  are  not 
e :ross-referenced  by  generic  name 
it  ind  do  not  group  drugs  with  simi- 
lar characteristics,  or  they  do  not 
>ist  all  the  available  and  legally 
narketed  drugs.  And  some  of 
3$,hose  omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


;hould  in  no  way  imply  control  over 
j I he  practitioner’s  prerogatives. 


A/hy  Another  Compendium? 

A practicable,  single-volume 
Compendium  cannot,  nor  is  it 
lecessary  to,  include  all  drugs  on 
he  market  today.  From  my  prac- 
' ice  of  internal  medicine  for  some 
: 5 years,  my  experience  as  a con- 
sultant, and  as  a faculty  member 
)f  four  or  five  medical  schools,  I 
. vould  estimate  that  a doctor  uses 
; only  30  to  35  drugs  regularly.  The 
; 1972  Physicians’  Desk  Reference, 
u ncidentally,  contained  about 
?, 500  entries. 
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As  to  whether  there  should  be 
federal  compendium,  in  my  opin- 
ion, as  statecf  earlier,  the  answer  is 
; ' 3asy— there  should  not  be  one.  The 
proposal  assumes  that  existing 
. compendia  are  inadequate.  We’re 
..not  sure  of  that  at  all.  Whatever  its 
imperfections,  the  present  drug 
information  system  in  the  U.S.  is 
Cpen,  multifaceted,  pluralistic  and 
. extensive.  Good  compendia  exist, 
.js  well  as  other  ample  sources  on 
. irug  therapy,  ranging  from  journal 
'terature  through  AMA  Drug  Evalu- 
ation to  company  materials.  Not 
,'jll  physicians  may  use  such 
I jources  as  often  or  as  well  as  they 
..ihould,  but  that  is  the  fault  of  the 
jTian,  not  of  the  sources. 


In  any  event,  rather  than  pro- 


duce another  book,  it  makes  much 
more  sense  to  work  on  improving 
existing  compendia, and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level— a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  for  a new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 
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Letters  to  the  Editor 


Re:  Sexual  problems  as  seen 
by  proctologists* 

To  the  Editor:  As  an  individual,  Dr.  Turell  is  entitled 
to  express  his  own  misconceptions,  but  these  should 
have  been  caught  by  the  editor  and  the  article  should 
have  been  corrected  considerably. 

No  doubt  Dr.  Turell  has  seen  many  problems  which 
he  has  associated  with  anal  intercourse,  and  it  is  well 
known  that  anorectal  venereal  disease  occur  frequently. 
Yet,  incredibly,  Dr.  Turell  links  these  with  “pederasty”! 
While  “pederasty”  can  certainly  result  in  injury  t,o  a 
boy’s  anus,  I doubt  that  is  what  Dr.  Turell  means,  and 
he  does  not  mention  that  he  has  ever  seen  such  a case. 
Dr.  Turell  indicates  that  male  homosexuals  will  “invari- 
ably” release  information  about  anal-sexual  activities  at 
the  end  of  the  examination.  That  would  depend  on  how 
skillful  he  is  as  a history  taker,  and  he  would  have  no 
way  of  knowing  how  many  do  not  “confess.”  If  the  phy- 
sician manifests  true  concern  and  sympathetic  under- 
standing the  patient  will  usually  come  forth  with  the 
best  account  of  the  true  story,  whether  the  patient  be 
heterosexual  or  homosexual. 

I wonder  if  many  of  the  “sodomists,”  whom  Dr.  Turell 
finds  reluctant  to  seek  psychotherapy,  believe  that  they 
have  a psychiatric  problem.  Do  they  desire  to  change 
their  habits,  or  does  Dr.  Turell  simply  wish  them  to  do 
so? 

HENRY  D.  MESSER,  M.D.,  F.A.C.S 
Suite  4 A,  30  Fifth  Avenue 
New  York,  N.Y.  10011 

* Turell,  R.:  New  York  State  J.  Med.  74:  697  (Apr.)  1974. 


Reply  to:  The  malpractice  dilemma 

To  the  Editor:  Despite  my  long-time  admiration  for 

Dr.  Stolfi  as  an  author  and  a leader  in  medicine,  T beg  to 
disagree  with  his  statement,  “Physicians  cannot  practice 
in  the  United  States  today  without  malpractice  insur- 
ance coverage,”  in  his  editorial  “The  Malpractice  Dilem- 
ma” in  the  April,  1974,  page  630,  issue  of  the  Journal. 

Steadily  rising  malpractice  insurance  premiums  will 
encourage  physicians  to  divest  themselves  of  all  real 
property  and  personal  belongings,  and  to  obtain  such 
minimum  malpractice  coverage  that  potential  litigants 
would  be  discouraged  from  initiating  a law  suit.  Simi- 
larly, a physician  practicing  as  a professional  corpora- 
tion might  very  well  strip  the  corporation  of  all  assets, 
and  either  not  insure  it  at  all  or  insure  it  for  a discourag- 
ingly  small  overall  benefit  amount. 

Obviously,  this  turn  of  events  would  deny  proper  re- 
compense to  legitimate  litigants  who  had  a real  case  on 


the  basis  of  damage  through  an  act  of  uncontestable 
malpractice  by  a physician.  Such  a regrettable  turn  of 
events  seems  inevitable,  however,  when  a relatively  few 
unscrupulous  individuals  take  advantage  of  a particular 
situation  and  force  those  whom  they  are  attacking  to 
take  protective  action. 

Clearly,  in  line  with  Dr.  Stolfi’s  thinking,  an  equitable 
solution  must  be  worked  out  for  the  malpractice  prob- 
lem, preferably  in  the  very  near  future. 

JOHN  T.  FLYNN,  M.D. 

Chief  of  Medicine, 
Reekman-Downtown  Hospital 
170  William  Street 
New  York,  N.  Y.  10038 


Malpractice  insurance 

To  the  Editor:  One  solution  to  the  dilemma  of  increas- 
ing malpractice  suits,  would  be  to  eliminate  at  least  the 
nuisance  suits  which  appear  to  have  no  merit  except  for 
the  possibility  of  obtaining  the  all  too  frequent  pretrial 
settlements  which  then  encourage  more  malpractice  ac- 
tions. 

If,  in  the  opinion  of  a malpractice  panel,  as  you  have 
described,  a case  has  no  merit,  the  opinion  should  then 
preclude  the  plaintiff  from  obtaining  legal  aid  on  a con- 
tingency basis.  I believe  that  if  the  plaintiff  were  to 
have  to  bear  the  cost  of  continuing  a suit  that  had  been 
properly  deemed  without  merit,  it  would  significantly 
alter  the  number  of  malpractice  actions  that  are  carried 
to  settlement  or  trial. 

BRUCE  I.  SAXE,  M.D. 

Nassau  Hospital 
259  First  Street 
Mineola,  New  York  11501 


To  the  Editor:  I appreciated  your  editorial,  “The  Mal- 
practice Dilemma,”  in  the  April  issue  of  the  Journal  on 
page  630.  Your  summary  of  the  situation  was  right  to 
the  point. 

Your  reference  to  self-insurance  plans  in  England 
brought  to  mind  one  other  problem  we  face  here  which 
our  British  and  Canadian  colleagues  have  been  able  to 
avoid,  i.e.,  the  contingency  basis  on  which  legal  fees  are 
based.  This  is  unquestionably  responsible  for  many,  if 
not  most,  of  the  malpractice  suits  in  the  U.S.,  and  also 
contributes  to  the  exorbitant  amounts  involved. 

Perhaps  you  should  have  included  this  as  item  #8  in 
your  editorial.  It  is  certainly  something  we  should  be 
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making  every  effort  to  correct.  I would  welcome  your 
thoughts  on  this  point. 

HKRBKRT  BRENDLER,  M I)..  F.A.C.S. 

Professor  and  Chairman, 
Department  of  Urology 
Mount  Sinai  School  of  Medicine 
Fifth  Avenue  and  100th  Street 
New  York,  N.Y.  10029 


Dr.  Stolfi's  reply 

To  the  Editor:  1 appreciate  the  comments  made  by 

Herbert  Brendler,  M.D.,  and  Bruce  I.  Saxe,  M.D.  Both 


Methadone  maintenance  centers  urged 
to  include  medication  to  prevent 
tuberculosis 

A New  York  public  health  officer  has  urged  directors 
of  methadone  maintenance  centers  in  the  nation’s  large 
cities  to  include  medication  to  prevent  tuberculosis, 
along  with  TB  screening  programs,  among  their  services. 

Heroin  addicts  are  at  special  risk  of  developing  tuber- 
culosis, Lee  B.  Reichman,  M.D.,  Medicaid  director  for 
the  New  York  City  health  department,  told  the  Ameri- 
can Lung  Association  meeting  in  Cincinnati.  He  sug- 
gested administration  of  TB  skin  tests  for  all  methadone 
patients,  and  “universal”  administration  of  anti-TB 
preventive  medication  for  those  who  have  positive  reac- 
tions, but  do  not  have  tuberculosis. 

After  preliminary  studies  in  Harlem  indicated  drug 
addicts  have  a TB  prevalence  rate  as  high  as  98  times 
that  of  the  city  population  as  a whole,  Dr.  Reichman  ini- 
tiated a TB  skin  testing  and  chemoprophylaxis  program 
at  20  methadone  maintenance  units  in  four  New  York 
boroughs. 

He  found  an  extremely  high  rate  of  newly-discovered, 
active  TB  among  the  3,818  patients  in  the  study;  445  per 
100,000  as  compared  to  26.6  for  New  York  City  as  a 
whole,  and  to  103.3  for  Central  Harlem,  which  is  consid- 
ered one  of  the  nation’s  largest  remaining  pools  of  TB 
infection. 

The  TB  skin  test  tells  whether  the  TB  germ  has  ever 
entered  the  body.  An  injection  is  administered  one  day, 
and  the  skin  reaction  to  the  injection  “read”  forty-eight 
hours  later.  As  a screening  technique,  efficiency  of  the 
test  depends  on  frequency  with  which  individuals  return 


relate  to  the  contingency  fee.  Most  physicians  believe  it 
is  a major  factor  in  the  malpractice  problem,  but  that 
view  is  not  shared  by  many  knowledgeable  in  the  field  of 
law.  I have  been  advised  that  a competent  lawyer  is  re- 
luctant to  spend  the  necessary  time  on  a case  that  has 
little  or  no  merit.  The  hours  of  preparation  required 
does  not  make  it  worthwhile. 

In  addition,  eliminating  the  contingency  fee  would 
hurt  the  poor  individual  with  a legitimate  claim.  Abus- 
es, of  course,  occur  but  one  must  weigh  the  good  against 
the  bad.  I am  afraid  that  the  contingency  fee  is  here  to 
stay  a long,  long  time. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.S. 

Associate  Editor 


for  the  test  readings.  Ninety-eight  per  cent  of  the 
methadone  users’  tests  were  read. 

If  the  test  is  positive,  further  diagnostic  procedures, 
including  x-ray,  determine  whether  the  person  has  ac- 
tive TB.  When  disease  exists,  treatment  with  anti-TB 
medicines  is  initiated,  at  a chest  clinic. 

Positive  reactors  without  active  TB  are  considered  at 
special  risk  of  developing  tuberculosis  in  the  future. 
Except  for  the  aged  and  those  with  certain  other  diseas- 
es, these  persons  are  given  preventive  medication,  using 
the  same  drugs  that  are  used  to  cure  tuberculosis. 

Success  of  both  prevention  and  treatment  of  TB  with 
the  medicines  depends  on  taking  the  medication  regu- 
larly. Dr.  Reichman  suggested  the  preventive  medica- 
tion be  distributed  when  the  patient  picks  up  his  metha- 
done. 

Dr.  Reichman  said  the  relationship  between  TB  and 
drug  addiction  was  so  constant  in  the  New  York  studies, 
that  health  authorities  in  other  cities  should  consider 
providing  preventive  medication  for  healthy  positive  re- 
actors in  methadone  clinics  while  the  confirming  studies 
are  being  conducted  in  New  York. 

WTith  the  decline  in  tuberculosis,  both  the  American 
Lung  Association  and  the  U.S.  Public  Health  Service 
have  emphasized  a policy  of  conducting  screening  and 
preventive  treatment  programs  among  population 
groups  with  a high  rate  of  active  disease.  For  the  most 
part,  Dr.  Reichman  says,  this  means  in  the  crowded 
inner  cities.  He  said  heroin  addicts  represent  a special 
high  risk  subgroup  within  those  populations. 

John  Prior,  manager  of  the  Harlem  hospital  chest 
clinic,  coauthored  the  paper  presented  at  a community 
health  meeting  of  the  nationwide  Christmas  Seal  organi- 
zation. 
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Tbfranil-PM 

imipramine  pamoate 

Capsules*  of  150, 125, 100 
and  75  mg. 

Provides  the  therapeutic 
effectiveness  of  divided  dail) 
doses  with  no  loss  of  safety. 
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*Each  capsule  contains  imipramine  pamoate  equivalent  to 
150,  125, 100  or  75  mg.  of  imipramine  hydrochloride. 


One  dose  lasts  from  bedtime  to  bedtime. 


For  single-dose  therapy  in  depression 

when  the  dosage  is  established. 

• for  many  patients,  the  150-mg.  capsule 
may  be  the  most  effective  single 
daily  dose. 

• may  markedly  reduce  the  probability 
of  missed  doses. 

• offers  dosage  convenience  that 
assures  greater  patient  cooperation. 

• becomes  part  of  the  regular  bedtime 
routine  — making  it  easier  to  establish 
a more  reliable  pattern  of  self-med- 
ication. 


• offers  the  therapeutic  equivalency  of 
divided  daily  doses  of  Tofranil", 
imipramine  hydrochloride,  with  no 
loss  of  efficacy  or  safety. 

• has  the  convenience  and  flexibility 
of  a full  range  of  single  daily  dosage 
strengths. 

• saves  time  and  cost  of  dosage  admin- 
istration in  the  hospital. 

Please  read  the  prescribing  information 
for  details  of  usage,  precautions,  warn- 
ings, contraindications,  adverse  experi- 
ences, and  dosage  recommendations.  A 
summary  appears  on  the  following  page. 


1339 


Tofranil-PM  Geigy 

imipramine  pamoate 

Capsules*  of  150, 

125,100  and  75  mg. 

*Each  capsule  contains  imipramine  pamoate 
equivalent  to  150.  125,  100  or  75  mg  of  Imipra- 
mine hydrochloride 

One  dose  lasts  from  bedtime  to  bedtime. 


Tofranil-PM " 

brand  of  imipramine  pamoate 
Tofranil " 

brand  of  imipramine  hydrochloride  USP 

Indications:  For  the  relief  of  symptoms  of 
depression.  Endogenous  depression  is  more 
likely  to  be  alleviated  than  other  depressive 
states 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is 
contraindicated  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations  The  potentiation 
of  adverse  effects  can  be  serious,  or  even 
fatal  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  1 4 days 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind 
Warnings:  Usage  in  Pregnancy:  Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established,  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards  Animal  repro- 
duction studies  have  yielded  inconclusive 
results  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  of  this  drug,  but  a causal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to: 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects, arrhythmias,  myocardiai  infarction, 
strokes  and  tachycardia; 

— patients  with  increased  intraocular  pres- 
sure history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug  s anticholinergic  properties 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs 

Usage  in  Children  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children  Tofranil, 
brand  of  imipramine  hydrochloride,  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM  brand  of  imipramine  pamoate 
should  not  be  used  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  . 100  mg  , 125  mg  and  150  mg.)  Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75  mg  100  mg  125  mg  or  150  mg 
imipramine  hydrochloride 

Since  imipramine  may  impair  the  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks,  such  as 
operating  an  automobile  or  machinery,  the 


patient  should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur, 
particularly  in  patients  with  cyclic  disorders 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug  If  needed.  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes 
Prior  to  elective  surgery,  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g . paralytic  ileus).  Close  super- 
vision and  careful  adiustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics,  which  contain 
any  sympathomimetic  amine  (e  g . adrenalin, 
noradrenalin).  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 
Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects 
Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported 
Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  haz- 
ards. such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered 
Cardiovascular  Hypotension,  hypertension, 
tachycardia,  palpitation,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke,  falls 
Psychiatric  Confusional  states  (especially  in 
the  elderly)  with  hallucinations,  disorienta- 
tion delusions,  anxiety,  restlessness,  agita- 
tion, insomnia  and  nightmares,  hypomania, 
exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthe- 
sias of  extremities;  incoordination,  ataxia, 
tremors,  peripheral  neuropathy  extrapyram- 
idal  symptoms;  seizures,  alterations  in  EEG 
patterns,  tinnitus 

Anticholinergic  Dry  mouth  and.  rarely,  asso- 
ciated sublingual  adenitis;  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis,  con- 
stipation. paralytic  ileus,  urinary  retention, 
delayed  micturition,  dilation  of  the  urinary  tract 


Allergic  Skin  rash  petechiae.  urticaria,  itch- 
ing photosensitization  (avoid  excessive  expo- 
sure to  sunlight);  edema  (general  or  of  face 
and  tongue),  drug  fever,  cross-sensitivity  with 
desipramine 

Hematologic  Bone  marrow  depression  includ- 
ing agranulocytosis;  eosinophilia;  purpura, 
thrombocytopenia  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy,  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal  Nausea  and  vomiting,  ano- 
rexia. epigastric  distress,  diarrhea,  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine  Gynecomastia  in  the  male;  breast 
enlargement  and  galactorrhea  in  the  female, 
increased  or  decreased  libido,  impotence, 
testicular  swelling  elevation  or  depression  of 
blood  sugar  levels 

Other  Jaundice  (simulating  obstructive), 
altered  liver  function;  weight  gain  or  loss; 
perspiration,  flushing,  urinary  frequency, 
drowsiness,  dizziness,  weakness  and  fatigue, 
headache,  parotid  swelling;  alopecia 
Withdrawal  Symptoms . Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission 
Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM.  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above  This  dose 
may  be  given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and  insom- 
nia with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning 
Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  injectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride  Round  tablets  of  25  and 
50  mg  , triangular  tabletsof  10  mg  ; and  am- 
puls. each  containing  25  mg  in  2 cc  for  I M 
administration 

Tofranil-PM  brand  of  imipramine  pamoate: 
Capsules  of  75,  100,  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75,  100.  125  or  150  mg  of  imipramine 
hydrochloride  ) (B)  98-146-850-P  (2/74) 

For  complete  details,  including  dosage  and 
administration,  please  refer  to  the  full  pre- 
scribing information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley.  New  York  10502 
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Medical  Meetings 


Symposium  on  Nutrition 
and  Aging 

Internationally  known  investigators  will  gather  for  a 
two-day  “Symposium  on  Nutrition  and  Aging,”  spon- 
sored by  the  Institute  of  Human  Nutrition  of  Columbia 
University  College  of  Physicians  and  Surgeons,  at  the 
Commodore  Hotel,  Lexington  Avenue  and  42nd  Street, 
New  York  City,  November  21  to  22,  1974. 

For  further  information  write:  Director,  Institute  of 
Human  Nutrition,  Columbia  University,  511  West  166th 
Street,  New  York,  N.Y.  10032. 

National  conference 

The  American  Cancer  Society-National  Cancer  Insti- 
tute schedule  for  national  conferences  in  cancer  man- 
agement are:  Part  I — “Treatment  and  Rehabilitation,” 
will  be  held  November  25  to  27,  1974,  at  the  Waldorf- 
Astoria  Hotel,  New  York  City.  Part  II — “Detection  and 
Diagnosis,”  will  be  held  May  1 to  3,  1975,  at  The  Denver 
Hilton,  Denver,  Colorado. 

The  American  Cancer  Society’s  national  conference 
on  "Gynecologic  Cancer,”  will  be  held  September  18  to 
20,  1975,  at  the  Marriott  Hotel,  Philadelphia,  Pennsyl- 
vania. 

The  “Eighth  National  Cancer  Conference  of  the 
American  Cancer  Society-National  Cancer  Institute, 
will  be  held  September  20  to  22,  1976,  at  the  Regency 
Hyatt  Hotel,  Atlanta,  Georgia. 

These  professional  education  conferences  will  be  ac- 
ceptable for  Credit  Hours  in  Category  I for  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical  As- 
sociation and  for  Elective  Hours  by  the  American  Acad- 
emy of  Family  Physicians. 

Details  regarding  specific  hours  of  accreditation  and 
registration  will  be  provided  at  a later  date. 

Three  days  of  cardiology 

Three  days  of  cardiology  will  be  presented  by  the 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Muscular  Dystrophy  Associations  of 
American,  Inc.,  awards  three-year 
grant 

A new  research  center  at  the  Mayo  Clinic,  Rochester, 
Minnesota,  to  study  the  structure  and  biochemistry  of 
muscle  in  relation  to  neuromuscular  disorders,  has  been 
funded  by  Muscular  Dystrophy  Associations  of  America 
(MDAA)  and  began  to  operate  July  1.  The  new  facility, 
the  third  to  be  established  by  MDAA  in  the  United 


American  Heart  Association,  Council  on  Clinical  Cardi- 
ology, at  the  State  University  of  New  York  at  Stony 
Brook  Clinical  Campus  at  Queens  Hospital  Center, 
Long  Island  Jewish-Hillside  Medical  Center,  in  coopera- 
tion with  the  New  York  Heart  Association.  “Noninva- 
sive  Methods  in  Cardiology — 1974”  will  be  presented 
September  20  to  22,  1974,  at  the  Americana  Hotel,  New 
York  City.  The  director  of  the  course  is  Samuel  Zon- 
eraich,  M.D.,  F.A.C.C. 

For  further  information,  write  to:  George  E.  Stewart, 
Jr.,  American  Heart  Association,  44  East  23rd  Street, 
New  York,  New  York  10010. 

International  symposium 

“Schizophrenia  Throughout  the  World;  Diagnosis  and 
Treatment”;  New  York  Hilton  Hotel;  October  12,  13, 
1974.  Lester  E.  Shapiro,  M.D.,  is  the  general  chairman. 
For  information  write:  43  Andover  Road,  Rockville 

Centre,  New  York  11570.  Auspices:  Joint  Committee 
on  Schizophrenia,  New  York  State  District  Branches, 
American  Psychiatric  Association. 

Thirty-sixth  annual  assembly 

“Pediatric  Rehabilitation”  is  the  theme  for  the  36th 
Annual  Assembly  of  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation,  to  be  held  November  17- 
19  at  the  St.  Francis  Hotel,  San  Francisco. 

Complete  program  information  is  available  from  the 
Academy  office  at  30  North  Michigan  Avenue,  Chicago, 
Illinois  60602. 

Clinical  Congress 

The  sixtieth  annual  Clinical  Congress  of  the  American 
College  of  Surgeons  will  be  held  in  Miami  Beach,  Flori- 
da, October  21  to  25,  in  the  Miami  Beach  Convention 
Center.  For  further  information,  contact:  Edwin  W. 

Gerrish,  M.D.,  Assistant  Director,  Assembly,  American 
College  of  Surgeons,  55  East  Erie  Street,  Chicago,  Illi- 
nois 60611. 


States,  is  the  first  neuromuscular  disease  center  to  be 
set  up  in  the  midwest. 

Dr.  Melvin  L.  Moss,  Director  of  Research  Develop- 
ment for  the  national  voluntary  health  agency,  present- 
ed a check  for  the  initial  grant  of  $156,235  to  Emmerson 
Ward,  M.D.,  chairman  of  the  board  of  governors  of  the 
Mayo  Foundation,  in  ceremonies  in  Rochester  May  1. 
The  MDAA  grant,  Dr.  Moss  said,  is  for  the  first-year 
support  of  a three-year  research  program,  funded  at 
$369,000. 
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MEDI-SCAN  Q&A 


What’s  wrong  with  this"patient”? 


B 


Supplementary  vitamins 
when  water-soluble 
stores  are  depleted 


“He  would  rather  drink  than  eat!’ Although 
the  alcoholic  is  not  necessarily  a continuous 
drinker,  and  may  eat  adequately  during 
periods  of  sobriety,  he  may  eat  very  little, 
or  not  at  all  during  drinking  bouts.  In  ad- 
dition, intestinal  mucosal  atrophy  may  com- 
pound the  problem  of  inadequate  dietary 
intake  by  decreasing  the  absorptive  area. 

For  the  alcoholic  patient,  poorly  stored, 
water-soluble  B-complex  vitamins  are  among 
the  nutrients  most  in  danger  of  depletion. 

Thus,  as  part  of  the  management  of  the 
alcoholic  patient,  it  may  be  advisable  to 
supplement  inadequate  vitamin  intake. 
Berocca  Tablets,  available  by  prescription 
only,  provide  generous  amounts  of  the  major 
B-complex  vitamins,  as  well  as  500  mg 
vitamin  C in  each  tablet. 


When  nutritional 
supplementation  is  indicated 


BEROCCAtablet; 

PY 


vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 

* Diagnosis  appears  on  next  page. 


See  next  page  for  summary  of  Product 
Information. 


DIAGNOSIS:  Results  of  alcohol- 
ism are  revealed  in  these  illustra- 
tions: ( A | ) Liver  scan  showing 
decreased  uptake  due  to  Laennec’s 
cirrhosis:  ( A-j ) Liver  biopsy  show- 
ing Laennec's cirrhosis:  (B)  Diabetic 
glucose  tolerance  test  due  to  recur- 
rent attacks  of  acute  pancreatitis: 

(C)  Endoscopy  showing  esophageal 
varices:  ( D)  Chest  x-ray  showing  an 
area  of  aspiration  pneumonia  and 
abscess  formation  in  the  right 
middle  lobe;  ( E ) Barium  meal 
showing  esophageal  varices. 

Please  see  complete  product  information, 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  B i ) 15  mg 

Riboflavin  (Vitamin  Bo)  15  mg 

Pyridoxine  HC1  (Vitamin  B^ I 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  Bi 2)  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C)  500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress. despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi-' 
cated  by  clinical  need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Medical  News 


National  Commission  on  services 
for  chronically  mentally  disabled 
sought 

On  May  1,  1974,  June  Jackson  Christmas,  M.D.,  Com- 
missioner of  the  New  York  City  Department  of  Mental 
Health  and  Mental  Retardation  Services  testified  before 
the  Subcommittee  on  Health  of  the  U.S.  Senate  Com- 
mittee on  Labor  and  Public  Welfare  and  called  for  the 
establishment  of  a Federal  Commission  on  Rehabilita- 
tion. 

I)r.  Christmas  was  one  of  a panel  of  mental  health 
specialists  testifying  in  support  of  Senate  Bill  No.  3280. 
The  subcommittee  was  chaired  by  Senator  Edward 
Kennedy. 

Leukemia  Society  of  America 
Funding  43  new  researchers 

Increased  contributions  reflecting  growing  public  in- 
terest in  efforts  to  find  a leukemia  cure  have  made  it 
possible  for  the  Leukemia  Society  of  America  Inc.,  to 
fund  43  new  investigators  this  year.  Their  grants  be- 
came effective  July  1,  1974. 

According  to  Joseph  H.  Burchenal,  M.D.,  vice  presi- 
dent for  Medical  and  Scientific  Affairs  for  the  national 
voluntary  health  agency,  the  additions  bring  the  Soci- 
ety’s roster  to  107  professional  researchers.  They  will 
be  supported  by  grant  payments  of  $1,580,000  compared 
to  a similar  expenditure  of  $1,300,816  last  year.  The 
supplementary  income  is  the  result  of  accelerated  year- 
round  fund-raising  efforts  and  a twenty-four-hour 
radio/thon  held  in  February  to  boost  the  amount  of 
monies  earmarked  for  research  purposes,  he  said. 

Among  the  new  Leukemia  Society  of  America  re- 
searchers are  nine  Scholars,  15  Special  Fellows,  and  19 
Fellows.  Scholars  will  receive  $100,000  for  their  five- 
year  programs  while  the  others  will  be  given  awards  of 
$31,000  and  $19,000  in  the  respective  categories  for  two 
year  periods. 

Appointment  to  establish 
guidelines  for  radiation  treatment 

Joseph  Newall,  M.D.,  of  New  York  University-Belle- 
vue  Medical  Center,  New  York,  N.Y.,  is  one  of  many  key 
physicians  in  the  U.S.  spearheading  a major  cancer 
study  program  aimed  at  evaluating  radiation  therapy 
treatment. 

Dr.  Newall  is  a member  of  a committee  set  up  by  the 
American  College  of  Radiology  to  establish  radiation 
treatment  guidelines.  The  program  is  being  funded  by 
a $1.5  million  grant  by  the  National  Cancer  Institute  to 
the  ACR. 

A group  of  24  radiation  therapists:  50  radiotherapy 
residents,  and  10  clinical  physicists  are  being  recruited 
to  carry  out  the  study.  The  use  of  radiation  therapy  in 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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Coming 


in 


New  York  State 
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Next  Century  in  Medical  Care 

Residential  Facilities 
for  Former  Mental  Patients 

Vascular  Malformations  of 
Central  Nervous  System 

Nomenclature  of  Disorders  of  Immunity 

State  of  the  Art 

Mass  Screening  for  Lead  Poisoning 
Anticonvulsant  Drug  Serum  Levels 

Modifying  Disease-Oriented 
Outpatient  Department 

Cardiac  Structural  and  Functional  Changes 
after  Myocardial  Infarction 

Clinical  Capsules 

Effect  of  Exercise  on  Young  Women 
Treatment  of  Alcoholic,  Tuberculous  Patient 
Injection  for  Tic  Douloureux 
Geriatrics — A New  Series 

Haloperidol  as  Antiemetic  in  Radiation 
Therapy 

Curriculum  for  Family  Medicine 
New  Cure  for  Headache 


continued  from  page  1343 

the  U.S.  and  Puerto  Rico  will  be  documented  region  by 
region,  and  criteria  will  be  developed  for  optimal  radia- 
tion therapy. 

Radiotherapists  and  their  professional  organizations, 
including  the  American  Society  of  Therapeutic  Radiolo- 
gists, have  expressed  concern  about  the  lack  of  informa- 
tion on  evaluating  the  quality  of  care  given  to  cancer  pa- 
tients. This  study  may  become  a model  for  evaluating 
other  methods  of  cancer  treatment  and  other  disciplines 
of  medicine. 

Under  the  new  grant,  radiation  facilities  across  the 
nation  will  be  surveyed.  Data  will  be  gathered  on  the 
numbers  of  patients  treated  and  types  of  cancer,  and  the 
availability  of  professional  and  technical  staff,  space, 
equipment,  financial  and  economic  factors,  services 
(such  as  diagnostic  radiology  and  nuclear  medicine),  and 
patterns  of  referral. 

Downstate  activities 

Laster  named  second  highest  official  at  Down- 

state.  President  Calvin  H.  Plimpton,  Downstate  Medi- 
cal Center  (State  University  of  New  York)  in  Brooklyn, 
has  selected  Leonard  Laster,  M.D.,  a leading  official  of 
the  National  Research  Council,  for  the  new  joint  posts 
of  vice-president  for  academic  and  clinical  affairs  and 
dean  of  the  College  of  Medicine. 

Dr.  Laster  is  currently  executive  director  of  the  As- 
sembly of  Life  Sciences  of  the  National  Academy  of  Sci- 
ences-National  Research  Council,  Washington,  D.C. 
From  1969  to  1973  he  served  in  the  President’s  Office  of 
Science  and  Technology,  first  as  special  assistant  for 
health  and  biomedical  research  and  later  as  assistant  di- 
rector for  human  resources.  A graduate  of  Harvard 
Medical  School,  he  was  formerly  chief  of  the  Digestive 
and  Hereditary  Diseases  Branch  of  the  National  Insti- 
tute of  Arthritis  and  Metabolic  Diseases. 

As  vice-president,  Dr.  Laster  will  be  the  second  high- 
est ranking  official  at  Downstate.  His  appointment  as 
dean  of  the  College  of  Medicine  marks  the  first  time 
that  this  position  has  been  held  by  someone  other  than 
the  president  of  the  Medical  Center.  The  dual  appoint- 
ment represents  a major  change  in  the  Center’s  execu- 
tive hierarchy.  Dr.  Laster  who  has  also  been  appointed 
to  the  faculty  post  of  professor  of  medicine,  took  over 
his  new  duties  on  June  13. 

Medicine  chairman  named.  Alfred  Jay  Bollet, 
M.D.,  professor  and  chairman.  Department  of  Medicine, 
the  Medical  College  of  Georgia  School  of  Medicine,  Au- 
gusta, has  been  named  chairman  of  the  Department  of 
Medicine  at  Downstate  Medical  Center. 

Dr.  Bollet  held  faculty  appointments  at  the  Johns 
Hopkins  University  School  of  Medicine,  Wayne  State 
University  School  of  Medicine,  and  the  University  of 
Virginia  School  of  Medicine  prior  to  joining  the  faculty 
of  the  Medical  College  of  Georgia  in  1966.  A specialist 
in  the  biochemistry  and  physiology  of  connective  tissue 
and  associated  diseases,  he  was  president  of  the  Ameri- 
can Federation  for  Clinical  Research  in  1963-64  and 
chairman  of  the  General  Medicine  Study  Section  of  the 
National  Institutes  of  Health  in  1965  and  1966.  He  has 
just  completed  a one-vear  term  as  president  of  the 
Southern  Society  for  Clinical  Investigation. 

Recent  faculty  appointments.  Medicine:  Joseph 
A.  Sonnabend,  M.B.B.Ch.,  associate  professor;  Rchabili- 

continued  on  page  1351 
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New  York  County  elects 
new  officers 

At  the  annual  meeting  of  the  Medical  Society  of  the 
County  of  New  York  on  May  20,  1974,  the  following  offi- 
cers were  elected:  Irwin  J.  Cohen,  M.D.,  a Manhattan 
ophthalmologist,  president;  Ivan  L.  Bennett,  Jr..  M.D., 
president-elect;  and  John  A.  Finkbeiner,  M.D.,  vice- 
president. 

PSRO  statement  issued  by 
American  Academy  of  Pediatrics 

All  providers  of  child  health  care  should  “cooperate  in 
the  implementation"  of  the  federal  law  which  estab- 
lished Professional  Standards  Review  Organizations 
(PSROs),  the  American  Academy  of  Pediatrics  has 
urged  in  a policy  statement. 

The  statement,  approved  by  the  AAP’s  Executive 
Board  at  its  spring  meeting  in  Bal  Harbour,  Florida, 
said  the  Academy  as  an  association  will  "continue  to 
work  cooperatively  with  all  concerned  organizations  in 
the  implementation  of  the  law  and  also  in  seeking  any 
changes  that  would  maximize  the  acceptability  of  the 
PSRO  system  with  both  patients  and  providers  of  child 
health  care.” 

The  PSRO  law  was  passed  by  Congress  to  create  local 
organizations  to  review  the  professional  standards  of 
medical  care  in  the  institutional  setting.  The  PSRO 
law  has  been  the  subject  of  controversy  within  the  medi- 
cal profession. 

The  AAP  statement  noted  that  objections  to  the  law 
had  been  made,  but  said  that  “PSROs  should  be  given 
every  opportunity  to  prove  their  effectiveness  in  assur- 
ing better  quality  pediatric  care  through  the  cooperation 
of  all  physicians  delivering  child  health  care.” 

The  statement  said  the  Academy  has  expressed  simi- 


Aquatic contact  dermatitis 

In  “Aquatic  Contact  Dermatitis,”  by  A.  A.  Fisher, 
M.D.,  and  William  L.  Orris,  M.D.,  Cutis  12:  687  (Nov.) 
1973,  the  following  treatment  for  stings  from  nemato- 
cyst-carrying  marine  animals  (Portuguese  man-of-war, 
jelly  tish,  stinging  corals,  hvdroias,  and  sea  anemones) 
recommend:  avoid  fresh  water  as  this  causes  undis- 

charged nematocysts  lying  on  surface  to  discharge. 
Avoid  rubbing  skin  with  anything  including  sand  or  bare 
hand  for  same  reason.  Rinse  skin  gently  with  sea  water 


lar  interest  in  the  quality  of  care  through  its  work  with 
the  Joint  Committee  on  Quality  Assurance  and  the 
AAP’s  Committee  on  Hospital  Care.  The  PSRO  state- 
ment was  drafted  by  the  Academy’s  Council  on  Pediat- 
ric Practice  and  has  been  reviewed  by  its  various  Dis- 
trict Committees. 

Nassau  County  elects  new  president 

Samuel  Cytryn,  M.D.,  of  Levittown,  was  elected  presi- 
dent of  the  Nassau  County  Medical  Society  at  its  annual 
meeting  on  May  21,  1974.  He  succeeds  Harold  W.  May- 
berger,  M.D.,  Glen  Cove.  Other  officers  elected  were: 
Jack  W.  McElwain,  M.D.,  Bethpage,  president-elect; 
Lawrence  S.  Kryle,  M.D.,  Roslyn  Heights,  first  vice- 
president;  Leonard  S.  Brahen,  M.D.,  Woodmere,  second 
vice-president;  Lawrence  Ravich,  M.D.,  Bethpage,  sec- 
retary; and  Ray  S.  Crampton,  M.D.,  Syosset,  treasurer. 

New  department  established 

The  Department  of  Community  Medicine  has  been 
established  at  St.  Vincent’s  Hospital  and  Medical  Cen- 
ter of  New  York.  Philip  W.  Brickner,  M.D.,  has  been 
appointed  acting  director. 

Grants 

A total  of  $2,219,392  was  received  at  Downstate  Medi- 
cal Center  from  January  1 through  April  30,  1974,  for  56 
research  and  training  grants.  Among  those  receiving 
grants  were:  Richard  D.  Levere,  M.D.,  professor  of 

medicine,  $429,359,  for  a comprehensive  sickle  cell  ane- 
mia center,  from  the  National  Heart  and  Lung  Institute; 
and  Calvin  H.  Plimpton,  M.D.,  president,  of  a supple- 
mental grant  of  $170,140,  for  general  research  support 
from  the  Division  of  Research  Resources  of  the  National 
Institutes  of  Health. 


as  this  does  not  activate  nematocysts.  Alcohol  in  any 
form  (rubbing  alcohol,  liquor,  perfume)  inactivates  nem- 
atocysts and  should  be  applied.  Alkali  neutralizes  the 
acid  toxin,  and  baking  soda,  diluted  ammonia  water, 
flour,  or  shaving  soap  or  shaving  cream  should  be  ap- 
plied. Hot  salt  water  to  the  limits  of  tolerance  will  help 
destroy  toxin.  In  severe  cases  a tourniquet  tight  enough 
to  stop  venous  return  but  not  arterial  flow,  may  be  nec- 
essary, especially  in  children.  The  complete  paper 
should  be  read  by  those  interested  in  diseases  caused  by 
aquatic  animals  and  plants. 


July  1974/  New  York  State  Journal  of  Medicine  1345 


(idd  LlbriUlXl  (chlordiazepoxide  HC1) 

to  your  cardiovascular  regimen? 


Excessive  anxiety  in 
susceptible  patients  can 
set  in  motion  a chain  of 
responses  which  add  to 
the  heart’s  work  and 
thereby  increase  the 
possibility  of  cardio- 
vascular complications.  Furthermore, 
intense  anxiety  may  interfere  with 
effective  medical  management  since 

C1 

some  patients,  in  an  attempt  to  deny 
their  illness,  may  resist  acceptance 
of  necessary  medication, 
dietary  restrictions 
and  other  therapeutic 
directives.  When 
counseling  and  • 
reassurance 
alone  are  inad- 
equate to 


relieve  undue  anxiety,  ad- 
junctive Librium  (chlordi- 
azepoxide I IC1)  may  be 
beneficial. 

"Specific”  for  anxiety 
reduction... 
wide  margin  of  safety 

Librium  is  used  as  an  adjunct  to 
primary  cardiovascular  medica- 
tions, since  it  acts  directly  on  the 
central  nervous  system,  reducing 
excessive  anxiety  and  emotional 
tension.  In  so  doing,  Librium  in- 
directly affects  cardiovascular 
function. 

Librium  has  a high  degree  of 
antianxiety  effectiveness  with  a 
wide  margin  of  safety.  In  proper 
dosage,  Librium  usually  helps  calm 
the  overanxious  patient  without 
unduly  interfering  with  mental 

J C1 

acuity  or  general  performance.  In 
the  elderly  and  debilitated,  the  ini- 
tial dosage  is  5 mg  b.i.cl.  or  less  to 
preclude  ataxia  or  oversedation,  in- 
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creasing  gradually  as  needed  and 
tolerated. 

Librium  is  used  concomitantly 
with  certain  specific  medications  of 
other  classes  of  drugs,  such  as  car- 
diac  glycosides,  diuretics,  antihy- 
pertensive  agents,  yasodilators  and 
anticoagulants.  Although  clinical 
studies  have  not  established  a cause 
and  effect  relationship,  physicians 
should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  re- 
ported  very  rarely  in  patients  re- 
ceiving oral  anticoagulants  and 
Librium.  After  anxiety  has  been 
reduced  to  tolerable  levels,  Librium 
therapy  should  be  discontinued. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring 
alone  or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensi- 
tivity to  the  drug. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(c.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six,  limit  to  smallest  effective  dosage  (ini- 
tially 10  mg  or  less  per  day)  to  preclude  ataxia  or  overse- 
dation, increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with  other  psy- 
chotropics seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psychiatric- 
patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tendencies  may 
be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated. 

These  are  reversible  in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dvserasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and  liver  func- 
tion tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide  HC1.  Libritabs®  Tablets 
containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 
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HELPS  PROVIDE 
EARLY  CONTROL 
OF  DEPRESSIVE 
SYMPTOMS... 


A 

MYnxiety  is  an  invidious  symptom.  It  feeds  upon 
sickness,  gnaws,  grows  and  invades  every  cranny 
of  psychic  pathology  adding  intensity  to 
torment.  Anxiety  as  a symptom  secondary  to 
depression  may  he  so  dominant  that  it  obscures 
the  primary  diagnosis.  It  may  suggest  treatment 

with  tranquilizers  which  often  help.  But  as  the 

vampire  of  legend  had  to  have  a laurel  stake 

\ 

driven  through  its  heart  to  truly  die,  so  anxiety 
secondary  to  depression  will  not  cease  to  nibble  and 
bite  until  an  antidepressant  eradicates  the 
primary  illness — and  symptomatic  anxiety  starves. 


IN  BRIEF: 

Indications:  Norpramin"  (desipramine 

hydrochloride)  is  indicated  for  the  relief 
of  depressive  symptoms  Endogenous 
depressions  are  more  likely  to  be  alle- 
viated than  others 

Contraindications:  Desipramine  hydro- 
chloride should  not  be  given  within  two 
weeks  of  treatment  with  a monoamine 
oxidase  inhibitor  Contraindications  in- 
clude the  acute  recovery  period  follow- 
ing myocardial  infarction  and  hypersen- 
sitivity to  the  drug  Cross  sensitivity 
with  other  dibenzazepmes  is  a possi- 
bility 

Warnings:  1 Extreme  caution  should  be 
used  in  patients  (a)  with  cardiovascular 
disease  (b)  with  a history  of  urinary  re- 
tention or  glaucoma  (c)  with  thyroid 
disease  or  those  on  thyroid  medication, 
(d)  with  a history  of  seizure  disorder  2 
This  drug  is  capable  of  blocking  the 
antihypertensive  effect  of  guanethidino 
and  similarly  acting  compounds  3 Use 
In  Pregnancy  Safe  use  during  pregnan- 
cy and  lactation  has  not  been  estab- 
lished 4 Use  in  Children  Norpramin" 
(desipramine  hydrochloride)  is  not  rec- 
ommended for  use  in  children  5 This 
drug  may  impair  the  mental  and/or  phy- 
sical abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks  such 
as  drivinq  a car  or  operating  machinery 
Therefore,  the  patient  should  be  cau- 
tioned accordingly 

Precautions  This  drug  should  be  d is 
pensed  in  the  least  possible  quantities 
to  depressed  outpatients,  since  suicide 
has  been  accomplished  with  drugs  of 
this  class  If  possible,  dispense  in  child- 
resistant  containers  It  should  be  kept 
out  of  reach  of  children  Reduce  dos- 
age. or  alter  treatment,  if  serious  ad- 
verse effects  occur.  Norpramin* 
(desipramine  hydrochloride)  therapy  in 
patients  with  manic-depressive  illness 
may  induce  a hypomanic  state  after  the 
depressive  phase  terminates  and  may 
cause  exacerbation  of  phychosis  in 
schizophrenic  patients  Use  cautiously 
with  anticholinergic  or  sympathomimetic 
drugs  Response  to  alcoholic  beverages 
may  be  exaggerated  In  the  concurrent 
administration  of  ECT  and  antidepres- 
sant drugs  one  should  consider  the 
possibility  of  increased  risk  relative  to 
benefits  Discontinue  as  soon  as  pos- 
sible prior  to  elective  surgery  because 
of  possible  cardiovascular  effects  Hy- 
pertensive episodes  have  been  observed 
during  surgery  in  patients  on  desipra- 
mine hydrochloride  Leukocyte  and  dif- 
ferential counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  neutropenia 
Adverse  Reactions:  Cardiovascular  hy- 
potension. hypertension,  tachycardia, 
palpitation,  arrhythmias,  heart  block, 
myocardial  infarction,  stroke  Psychi- 
atric confusional  states  (especially  in 
the  elderly),  hallucinations,  disorienta- 
tion, delusions;  anxiety,  agitation;  in- 
somnia and  nightmares;  hypomania;  ex- 
acerbation of  phychosis  Neurological 
paresthesias  of  extremities;  incoordina- 
tion. ataxia,  tremors,  peripheral  neuro- 
pathy; extrapyramidal  symptoms;  sei- 
zures: alteration  in  EEG  patterns;  tinni- 
tus. Anticholinergic  dry  mouth,  and 
rarely  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommo- 
dation, mydriasis;  constipation,  paraly- 
tic ileus;  urinary  retention,  delayed  mic- 
turition, hypotonic  bladder.  Allergic 
skin  rash,  petechiae,  urticaria,  itch  ng. 
photosensitization,  edema  (of  face  and 
tongue  or  general),  drug  fever  Hema- 
tologic: agranulocytosis,  eosinophilia, 
purpura,  thrombocytopenia.  Gastrointes- 
tinal anorexia,  nausea  and  vomiting, 
epigastric  distress,  peculiar  taste,  ab- 
dominal cramps,  diarrhea,  stomatitis, 
black  tongue  Endocrine:  gynecomastia, 
breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libi- 
do. impotence,  testicular  swelling;  ele- 
vation or  depression  of  blood  sugar 
levels.  Other:  jaundice  (simulating  ob- 
structive), altered  liver  function;  weight 
gain  or  loss;  perspiration,  flushing;  uri- 
nary frequency,  nocturia;  parotid  swell- 
ing; drowsiness,  dizziness,  weakness 
and  fatigue,  headache;  alopecia.  With- 
drawal Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  after  pro- 
longed therapy  may  produce  nausea, 
headache  and  malaise 
Dosage  and  Administration:  The  usual 
adult  dose:  50  mg.  three  times  daily;  in- 
crease if  necessary  after  7 to  10  days  to 
maximum  of  200  mg  daily.  Dosages 
above  200  mg.  per  day  are  not  recom- 
mended. Maintenance:  At  a lower  dose 
adequate  to  maintain  remission.  Adoles- 
cent and  geriatric  patient  dose:  25  to  50 
mg.  daily  if  necessary. 

Overdosage:  There  is  no  specific  anti- 
dote for  desipramine.  nor  are  there 
specific  phenomena  of  diagnostic  value 
characterizing  poisoning  by  the  drug 
The  principles  of  management  of  coma 
and  shock  by  means  of  the  mechanical 
respirator,  cardiac  pacemaker,  monitor- 
ing of  central  venous  pressure  and  regu- 
lation of  fluid-  and  acid-base  balance 
are  well  known  in  most  medical  centers. 
If  heart  failure  is  imminent,  digitalize 
promptly. 
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Abstracts 


Ross,  A.  H.,  Klein,  S.  W.,  McKennett,  B.,  Kaminer, 
A.,  and  Caifa,  K.:  Zoster  immune  globulin;  regional 

production  and  allocation,  New  York  State  J.  Med.  74: 
1367  (July)  1974. 

ZIG  (Zoster  immune  globulin),  the  first  effective 
agent  for  passive  prevention  and  attenuation  of  varicella 
in  exposed  high-risk  and  moderate-risk  susceptible  per- 
sons, is  in  short  supply  nationally.  A regional  plan  for 
Nassau  and  Suffolk  Counties,  with  a combined  popula- 
tion of  2.5  million,  was  formulated  to  produce  sufficient 
ZIG  for  investigative  and  therapeutic  needs  and  to  as- 
sess long-term  demand.  The  technical  staff  learned 
techniques  of  plasmapheresis,  tissue  culture  of  varicella- 
zoster  virus,  and  the  varicella  zoster  complement-fixa- 
tion test  in  two  months.  Recruitment  of  convalescent 
herpes  zoster  donors  was  then  undertaken  through  a 
broad  public  relations  effort.  In  three  years,  113.8  L.  of 
plasma  were  collected,  through  195  double  plasmapher- 
eses in  125  donors  and  79  L.  processed,  yielding  1,478 
ml.  of  ZIG.  In  two  years  of  clinical  investigation  there 
were  781  requests  for  assistance  with  varicella  zoster 
problems,  of  which  601  were  for  ZIG.  A total  of  794  ml. 
was  received  by  424  patients.  Patient  groups  were: 
high-risk  (immunosuppressed),  moderate-risk  (debili- 
tated), and  age-dependent  risks  (neonatal,  adolescent, 
adult)  exposed  in  ambulatory  or  hospital  settings.  This 
program  may  serve  as  a model  for  others  planning  for 
ongoing  regional  needs. 

Chu,  T.  M.,  Holyoke,  E.  D.,  and  Murphy,  G.  P.:  Car- 
cinoembryonic  antigen;  current  clinical  status,  New 
York  State  J.  Med  74:  1388  (July)  1974. 

Extensive  basic  and  clinical  investigation  has  been 
carried  out  in  the  last  several  years  for  study  of  the  CEA 
(carcinoembryonic  antigen).  CEA  has  been  demon- 
strated as  a chemically  definable  substance.  It  is  not  a 
tumor-specific  antigen  as  originally  reported.  The 
assay  of  CEA  can  be  reproduced  in  various  laboratories 
with  different  methods.  Elevated  plasma  CEA  has 
been  detected  in  patients  with  entodermally-derived 
and  other  tumors  as  well  as  in  patients  with  nonneoplas- 
tic diseases.  Although  CEA  cannot  he  used  as  a screen 
to  detect  cancer  in  the  general  population,  it  is  of  clini- 
cal value  as  an  aid  in  the  management  and  diagnosis  of 
some  cancer  patients. 

Ambrus,  J.  L.,  Baliah,  T.,  Ambrus,  C.  M.,  Mink,  I.  B., 
and  Murphy,  G.  P.:  Fibrin-fibrinogen  degradation 

products,  New  York  State  J.  Med.  74:  1396  (July)  1974. 

FDP  (fibrin-fibrinogen  split  products)  has  been  deter- 
mined in  209  urine  samples  and  173  serum  samples  from 
73  pediatric  patients  who  came  for  consultation  to  the 
nephrology  service  of  the  Children’s  Hospital  of  Buffalo. 
In  minimal  lesion  nephrotic  syndrome,  urinary  FDP  was 
generally  low;  however,  three-fourths  of  the  sera  studied 
contained  FDP  levels  in  the  pathologic  range  and  de- 
serves further  study.  In  mesangial  sclerosis  with  ne- 


phrotic syndrome,  pathologic  urinary  FDP  levels  were 
found  in  all  but  1 urine  sample  studied.  In  chronic  glo- 
merulonephritis, generally  high  serum  levels,  but  nor- 
mal urine  levels,  of  FDP  were  found.  In  membranopro- 
liferative  glomerulonephritis,  on  the  other  hand,  serum 
samples  showed  FDP  levels  essentially  in  the  normal 
range.  In  membranous  glomerulonephritis,  progressive 
glomerulonephritis  and  acute  poststreptococcal  glomer- 
ulonephritis high  serum  and  urine  FDP  levels  were 
found.  In  hereditary  nephritis  (Alport’s  disease),  nor- 
mal serum  and  urinary  FDP  levels  were  observed.  Pa- 
tients with  lupus  nephritis  in  this  study  were  either  in  a 
stable  state  or  on  steroid  therapy.  Possibly  for  this  rea- 
son both  serum  and  urine  samples  were  negative  or  bor- 
derline. In  Henoch-Schonlein  purpura  (anaphylactoid 
purpura),  serum  FDP  levels  were  elevated,  but  urine 
levels  were  in  the  normal  range.  In  hemolytic-uremic 
syndrome,  very  high  serum  and  urine  FDP  levels  were 
found.  In  Ig  (immunoglobulin)  A and  IgG  disease  (Ber- 
ger’s disease),  elevated  serum  FDP  levels  were  found. 
In  urinary  tract  infections,  negative  urinary  FDP  levels 
were  found  in  all  but  one  patient.  In  a group  of  miscel- 
laneous diseases  including  collagen  vascular  diseases, 
hypoplastic  kidney,  essential  hypertension,  and  cyanotic 
congenital  heart  disease  with  related  proteinuria,  FDP 
findings  were  negative.  The  value  of  serum  and  urinary 
FDP  determinations  is  discussed. 

Maulitz,  R.  M.:  Rocky  Mountain  spotted  fever  in 

urban  setting,  New  York  State  J.  Med.  74:  1403  (July) 
1974. 

A review  of  all  8 reported  cases  of  RMSF  (Rocky 
Mountain  spotted  fever)  in  the  New  York  City  area 
since  1960  revealed  no  urban  source  of  the  disease.  All 
historical  and  clinical  data  for  the  8 cases  were  found  to 
be  consistent  with  the  classic  features  of  RMSF.  Seven 
of  the  8 patients  received  appropriate  antibiotic  treat- 
ment and  recovered;  one  patient  died.  Awareness  of 
RMSF  should  be  sustained  in  urban  areas  despite  its  in- 
frequency, because  of  (1)  increased  travel  out  from 
cities,  case  importations,  and  (2)  the  significant  threat 
of  death  without  specific  treatment. 

McCabe,  R.  E.,  Jr.,  and  Baker,  L.  N.:  New  York-New 
Jersey  regional  transplant  program,  New  York  State  J 
Med.  74:  1405  (July)  1974. 

To  provide  an  adequate  number  of  kidneys  to  over 
1,500  registered  prospective  transplant  recipients  in  the 
greater  New  York  metropolitan  area,  a regional  program 
in  organ  recovery  and  distribution  to  the  14  participat- 
ing transplant  hospitals  was  initiated  on  March  21, 
1972.  During  the  first  operational  year,  the  program  re- 
ceived notice  of  173  potential  donors  and  recovered  165 
cadaveric  kidneys,  94  of  which  were  transplanted.  In 
addition,  2 lungs,  3 livers,  and  4 pancreata  were  also 
transplanted.  The  criteria  of  brain  death,  methods  of 
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tation  Medicine:  Wladimir  T.  Liberson,  M.D.,  Ph.D., 
senior  lecture. 

President  of  alumni  association:  Noel  H.  Kleppel, 
M.D.,  assumed  presidency  of  the  Alumni  Association 
when  the  alumni  celebrated  their  94th  Annual  Alumni 
Day  on  May  11. 

Faculty  honors.  Alfred  P.  Ingegno,  M.D.,  clinical 
professor  of  medicine  at  Downstate  has  been  elected 
chairman  of  the  board  of  directors  of  the  United  Medi- 
cal Service,  Inc.,  New  York’s  Blue  Shield. 

Nathaniel  E.  Reich,  M.D.,  clinical  associate  professor 
of  medicine  at  Downstate,  has  been  elected  a Fellow  of 
the  Royal  Society  of  Medicine. 

Philip  Sechzer,  M.D.,  professor  of  anesthesiology  at 
Downstate,  has  been  elected  president  of  the  Southern 
Society  of  anesthesiologists. 

Alfred  Stracher,  M.D.,  professor  and  chairman,  De- 
partment of  Biochemistry,  has  been  awarded  a fellow- 
ship for  studies  concerning  the  mechanism  of  contractil- 
ity and  motility  by  the  John  Simon  Guggenheim  Memo- 
rial Foundation. 

New  director  of  Institute  of  International 
Medical  Education 

Natale  Colosi,  Ph.D.,  has  been  appointed  director  of 
the  Institute  of  International  Medical  Education,  New 
York. 

Dr.  Colosi  resigned  July  1 as  dean  of  the  Postgraduate 
Medical  School  of  the  French  and  Polyclinic  Medical 
School  and  Health  Center,  New  York,  a position  he  has 
held  since  1959.  He  will  continue  as  director  of  educa- 
tion at  Cabrini  Health  Care  Center  of  Columbus-Italian 
Hospital,  New  York. 

The  Institute  of  International  Medical  Education  re- 
cently was  provisionally  chartered  by  the  Regents  of  the 
University  of  the  State  of  New  York  to  help  prepare 
graduates  of  foreign  medical  schools  to  pass  the  neces- 
sary examinations  to  be  eligible  to  practice  medicine  in 
the  United  States.  Headquartered  at  40  East  54  Street, 
the  Institute  also  has  offices  in  Rome  and  Paris. 

Honored 

Irving  S.  Cooper,  M.D.,  director  of  the  Department  of 
Neurologic  Surgery  at  St.  Barnabas  Hospital,  in  The 
Bronx,  received  Fordham’s  honorary  doctor  of  science 
degree  for  his  pioneering  work  in  radical  brain  surgery 
to  combat  dystonia  musculorum  deformans — a disease 
that  attacks  and  cripples  young  children  in  the  form  of 
severe  and  uncontrollable  spasms.  The  degree  was  pre- 
sented at  the  commencement  exercises  of  Fordham  Uni- 
versity on  June  1, 1974. 

New  dean  named  at  Albert 
Einstein  College  of  Medicine 

Ephraim  Friedman,  M.D.,  of  Boston,  has  been  named 
Dean  of  the  Albert  Einstein  College  of  Medicine  and 
Vice  President  for  Medical  Affairs  of  Yeshiva  Universi- 
ty, it  was  announced  by  Samuel  Belkin,  M.D.,  President 
of  the  University.  His  appointment  is  effective  as  of 
September  1,  1974. 

Dr.  Friedman  has  been  serving  as  Dean  of  the  Boston 
University  School  of  Medicine,  a post  to  which  he  was 
named  in  1971  at  the  age  of  forty-one.  He  served  as 
chairman  of  the  Department  of  Ophthalmology  at  Bos- 


ton University  and  Ophthalmologist-in-Chief  of  its  Uni- 
versity Hospital  from  1965  to  1971. 

Other  appointments 

William  C.  Gibson,  M.D.,  has  been  named  chairman 
of  the  Scientific  Advisory  Committee  of  the  Muscular 
Dystrophy  Associations  of  America  Inc.  Dr.  Gibson,  as- 
sociated with  the  University  of  British  Columbia,  Van- 
couver, since  1951  as  professor  and  administrator,  suc- 
ceeds H.  Houston  Merritt,  M.D.,  dean  emeritus,  Colum- 
bia University’s  Neurological  Institute,  as  chief  of  the 
agency’s  14-man  Scientific  Advisory  Committee. 

David  N.  Kluge,  M.D.,  Rochester,  was  elected  to  the 
newly-formed  Board  of  Directors  of  STEP,  as  their  na- 
tional president.  STEP,  the  Society  for  Total  Emer- 
gency Programs,  Inc.,  is  a national  organization  dedicat- 
ed to  the  improvement  of  emergency  health  services. 
The  organization  is  made  up  of  physicians,  nurses,  am- 
bulance technicians,  health  planners,  hospital  adminis- 
trators, and  many  others  representing  the  allied  emer- 
gency professions. 

Second  H.  Houston  Merritt 
professor  of  neurology 

Richard  L.  Masland,  M.D.,  has  been  appointed  the 
second  H.  Houston  Merritt  Professor  of  Neurology.  Dr. 
Masland  succeeds  Melvin  Yahr,  M.D.,  who  has  accepted 
the  chairmanship  of  the  Department  of  Neurology  at 
Mount  Sinai  School  of  Medicine.  As  professor  of  neu- 
rology at  the  College  of  Physicians  and  Surgeons,  Dr. 
Masland  has  made  numerous  contributions  on  mental 
retardation,  dyslexia,  cerebral  palsy,  and  epilepsy.  Pre- 
viously he  was  director  of  the  National  Institute  of  Neu- 
rological Diseases  and  Blindness  at  Bethesda,  Maryland. 

Awards  presented  by  College  of  Physicians  and 
Surgeons 

DeWitt  Stetten,  Jr.,  M.D.,  of  Washington,  D.C.,  was 
the  recipient  of  the  Gold  Medal  for  distinguished 
achievement  in  medicine  by  the  Association  of  the  Al- 
umni of  the  College  of  Physicians  and  Surgeons.  . . . J. 
Lawrence  Pool,  M.D.,  received  the  Silver  Medal  which  is 
presented  each  year  to  an  alumnus  who,  over  a period  of 
many  years,  has  rendered  meritorious  service  to  the  Col- 
lege and  its  Alumni  Association.  ...  A Bronze  Medal 
and  check  for  $150  was  awarded  to  Jonathan  R.  Moldov- 
er,  who  received  his  M.D.  degree  on  May  15,  1974,  from 
the  College.  The  awards  were  presented  at  the  annual 
Alumni  dinner  of  the  Association  on  May  4,  1974. 

New  York  University  Medical  Center 

Herman  Turndorf,  M.D.,  has  been  appointed  profes- 
sor and  chairman,  Department  of  Anesthesiology  at  the 
School  of  Medicine.  He  will  also  serve  as  chief  of  the 
anesthesiology  service  at  University  Hospital  and  Belle- 
vue Hospital  Center.  For  the  past  four  years,  he  has 
been  chairman,  Department  of  Anesthesiology,  West 
Virginia  University  Medical  Center  and  Hospital. 

National  asthma  center 
announces  new  director 

Nelson  M.  Vaz,  M.D.,  became  director  of  The  Nation- 
al Asthma  Center’s  Immunology  Department  on  May  1. 
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organ  recovery,  preservation,  tissue  typing,  and  distri- 
bution are  discussed. 

Mattucci,  K.,  and  Samet,  C.:  Pterygomaxillary  space 
abscess,  New  York  State  J.  Med.  74:  1409  (July)  1974. 

Since  the  advent  of  antibiotics,  the  incidence  of  deep 
neck  infections  and  certainly  their  complications  has 
been  greatly  reduced.  The  recent  occurrence  of  these 
problems  in  several  patients  has  prompted  the  authors 
to  bring  to  our  attention  again  these  infections  of  yester- 
year. Parapharyngeal  space  abscess  may  produce  death 
by  sepsis,  asphyxiation,  or  hemorrhage.  A case  report  is 
included  in  which  a bleeding  pseudoaneurysm  of  the  in- 
ternal carotid  artery  was  the  direct  result  of  an  infection 
of  the  pterygomaxillary  space.  A review  of  the  bacteri- 
ology and  medical  and  surgical  management  of  such 
problems  is  discussed,  and  the  necessity  for  a more  ag- 
gressive approach  in  the  management  of  parapharyngeal 
abscesses  is  stressed. 

Mendel,  J.  G.:  Utilization  of  outpatient  psychiatric 

consultation  services,  New  York  State  J.  Med.  74:  1413 
(July)  1974. 

The  physical  presence  of  a psychiatrist  in  a hospital 
outpatient  medical  clinic  encourages  requests  for  con- 
sultations. However,  only  half  the  referrals  will  keep 
their  first  appointment  and  only  half  of  the  group  re- 
ferred for  further  psychiatric  treatment  will  follow  this 
recommendation. 

Lillehei,  C.  W.,  Raster,  R.  L.,  Coleman,  M.,  and 
Bloch,  J.  H.:  Heart  valve  replacement  with  the  Lille- 
hei-Kaster  pivoting  disk  prosthesis,  New  York  State  J. 
Med.  74:  1426  (July)  1974. 

The  pivoting  disk  prosthesis  was  designed  and  devel- 
oped to  reduce  or  eliminate  the  valve-related  complica- 
tions of  thromboembolism,  turbulence,  hemolysis,  ob- 
struction to  flow,  and  premature  biodegradation.  This 
low-profile  valve  has  a titanium  cage  and  a free-floating 
Pyrolite  carbon  disk  which  opens  to  80  degrees  allowing 
central  flow  with  minimal  turbulence.  Single  and  dou- 
ble replacements  in  75  patients,  in  the  aortic,  mitral, 
and  tricuspid  positions  reported  herein,  have  given  very 
favorable  results  supporting  these  basic  design  goals. 
The  overall  hospital  mortality  rate  was  8 per  cent.  Dur- 
ing the  follow-up  interval  there  were  no  deaths  due  to 
mechanical  failure  or  thromboembolism.  The  incidence 
of  the  latter  in  the  absence  of  septicemia  was  2.6  per 
cent,  all  transient.  Superior  hemodynamic  performance 
has  been  documented  by  postoperative  flow  measure- 
ments compared  with  other  prostheses.  Postoperative 
studies  for  abnormal  hemolysis  have  shown  a striking 
superiority  over  other  prostheses.  Not  only  has  hemo- 
lytic anemia  been  absent,  but  there  has  been  no  finding 
of  compensated  hemolysis  in  the  follow-up  studies  over 
four  to  twenty-one  months.  The  pivoting  disk  valve  by 
virtue  of  improvements  in  design  and  choice  of  materi- 
als represents  a significant  advance  in  prosthetic  valve 
performance. 
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Koss,  A.  H.,  Klein,  S.  W.,  MeKennett,  B.,  Kaminer, 
A.,  e Caifa,  K.:  Immuno-globulin  zoster;  production  e 
distribution  regional,  New  York  State  J Med.  74:  1367 
(Julio)  1974. 

Le  immuno-globulin  zoster  (“ZIG”),  le  prime  agente 
effective  per  le  prevention  passive  e attenuation  del  var- 
icela  in  personas  susceptibile  e exposite  al  morbo  e rep- 
resentante  un  risco  elevate  o moderate,  es  in  quantitate 
limitate  nationalmente  (Statos  Unite).  Un  plan  region- 
al per  le  Condados  de  Nassau  e Suffolk,  con  un  popula- 
tion combinate  de  2.5  milliones,  esseva  formulate  pro 
producer  sufficiente  ZIG  per  le  necessitate  investigative 
e therapeutic,  e evalutar  le  demanda  a longe  termino. 
Le  personal  technic  apprendite  le  technicas  del  plasma- 
pheresis, le  culturas  tissular  del  virus  varicella-zoster  e 
le  test  del  fixation  del  complemento  zoster,  in  un  perio- 
do  de  duo  menses.  Le  recrutamento  del  donantes  con- 
valescente  de  herpes  zoster  esseva  comenciate  con  le  ad- 
juta  de  un  effortio  grande  del  relationes  puplic.  In  3 
annos,  113.8  liters  de  plasma  esseva  collegite  mediante 
193  plasmaphereses  duple  en  125  donantes,  e 79  liters 
esseva  processate.  Iste  rendiva  1,478  ml  de  ZIG.  In 
duo  annos  de  investigation  clinic,  habeva  781  demandas 
per  adjutar  in  problemas  varicella-zoster;  de  iste,  601  es- 
seva per  ZIG.  Un  total  de  794  ml  esseva  obtenite  de  424 
patientes.  Le  gruppos  de  patientes  esseva;  risco  ele- 
vate (patientes  immuno-suppressite);  risco  moderate 
(patientes  debilitate)  e risco  dependente  del  etate  (neo- 
natos,  adolescentes,  adultos)  exposite  in  le  hospital  o 
durante  ambulation.  Iste  programma  pote  servir  de 
modelo  per  altere  projectos  pro  satisfacer  le  necessitate 
regional  futur. 

Chu,  T.  M.,  Holyoke,  E.  D.,  e Murphy,  G.  P.:  Antige- 
no  carcinoembryonic;  stato  clinic  actual,  New  York 
State  J.  Med.  74:  1388  (Julio)  1974. 

Un  investigation  basic  extensive  e clinic  ha  essite  fa- 
cite  durante  le  ultime  varie  annos  pro  studiar  le  antige- 
no  carcinoembryonic  (“CEA”).  Esseva  demonstrate 
que  le  CEA  es  un  composto  chimic  definibile  e non  un 
antigen  tumoral  specific  como  esseva  reportate  original- 
mente.  Le  analyse  del  CEA  pote  esser  reproducite  in 
varie  laboratories  mediante  methodos  differentes.  Un 
elevation  del  CEA  plasmatic  ha  essite  detectate  in  pa- 
tientes con  tumores  derivate  del  entodermo  e de  altere 
tumores,  e etiam  in  patientes  con  morbos  non  neoplas- 
tic. Ben  que  le  CEA  non  pote  esser  usate  como  un 
medio  selective  pro  detectar  cancer  in  le  population  gen- 
eral, es  de  valor  clinic  como  adjuta  in  le  diagnose  e trac- 
tamento  de  certe  patientes  con  cancer. 

Ambrus,  J.  L.,  Baliab,  T.,  Ambrus,  C.  M.,  Mink,  I.  B., 
e Murphy,  G.  P.:  Productos  de  degradation  fibrina- 
fibrinogeno,  New  York  State  J.  Med.  74:  1396  (Julio) 
1974. 

Le  productos  del  degradation  del  fibrina-fibrinogeno 
(“FDP”)  ha  essite  determinate  in  209  monstras  de  urina 


e in  173  de  sero  sanguine  obtenite  de  73  patientes  pedi- 
atric que  consultava  le  servicio  de  nephrologia  del  Hos- 
pital de  Pueros,  de  Buffalo.  In  le  syndrome  nephrotic 
con  lesiones  minimal,  le  FDP  urinari  esseva  general- 
mente  basso;  nonobstante  le  74  pro  cento  del  sera  stu- 
diate  conteneva  nivellos  de  FDP  intra  le  limites  patho- 
logic; isto  merita  un  studio  additional.  In  le  sclerosis 
mesangial  con  syndrome  nephrotic,  nivellos  urinari 
pathologic  de  FDP  esseva  trovate  in  omnes  casos,  minus 
in  un  monstra  de  urina  studiate.  In  le  glomerulonephri- 
tis chronic  elevate  concentrationes  seric  de  FDP  esseva 
generalmente  trovate,  mais  le  nivellos  urinari  esseva 
normal.  Contrarimente,  in  le  glomerulonephritis  mem- 
branoproliferative,  le  monstras  de  sero  habeva  nivellos 
de  FDP  essentialmente  intra  le  limites  normal.  In  le 
glomerulonephritis  membranose,  le  glomerulonephritis 
progressive  post-streptococcic,  le  nivellos  seric  e urinari 
del  DFP  esseva  elevate.  In  le  nephritis  hereditari 
(morbo  de  Alpert),  le  concentration  seric  e urinari  de 
FDP  esseva  normal.  Le  patientes  con  nephritis  lupose, 
in  iste  studio,  esseva  in  stato  stabile  o tractate  con  ste- 
roides.  Possibilimente,  pro  iste  ration,  le  monstras  de 
sera  e urina  esseva  negative  o in  le  limite  normal  max- 
ime.  In  le  purpura  de  Henoch-Schonlein  (purpura  ana- 
phylactoide),  le  nivellos  seric  de  FDP  esseva  elevate,  e 
lor  del  urina  esseva  intra  limites  normal.  In  le  syn- 
drome uremic-hemolytic,  le  concentration  seric  e urinari 
de  FDP  esseva  multe  elevate.  In  le  morbo  Ig.-IgG  (im- 
munoglobulina)  (morbo  de  Berger),  le  concentration 
seric  de  FDP  esseva  elevate.  In  le  infectiones  del  vias 
urinari,  le  nivellos  urinari  de  FDP  esseva  negative,  ex- 
cepto  in  un  patiente.  In  un  gruppo  de  morbos  diverse, 
inclusive  morbos  vasculari  collagenic,  hypoplasia  renal, 
hypertension  essential  e morbo  cardiac  congenital  cya- 
notic con  proteinuria  associate,  le  determinationes  del 
FDP  esseva  negative.  Le  valor  del  determinationes 
seric  e urinari  del  FDP  es  discutite. 

Maulitz,  R.  M.:  Le  febre  maculate  del  Montanias  Ro- 
cose  in  localitates  urban,  New  York  State  J.  Med.  74: 
1403  (Julio)  1974. 

Un  revista  de  omne  (8)  casos  reportate  de  iste  febre 
(“RMSF” — Rocky  Mountain  spotted  fever)  in  le  Citate 
de  Nove  York  desde  1960,  revelava  le  absentia  de  un 
fonte  urban  del  morbo.  Omne  informationes  historic  e 
clinic  del  8 casos  esseva  consistente  con  le  characteristi- 
cas  classic  del  RMSF.  Septe  (7)  del  8 patientes  esseva 
tractate  adequatemente  con  antibioticos;  un  patiente 
moreva.  Debe  tener  se  presente  al  RMSF  in  areas 
urban  nonobstante  su  parve  presentia  pensante  in  (1)  le 
augmento  del  viages  foras  del  citates  e le  importation  de 
casos,  e (2)  le  menacia  significative  de  morte  sin  le  trac- 
tamento  specific. 

McCabe,  R.  E.,  Jr.,  e Baker,  L.  N.:  Programma  re- 
gional de  transplantation,  New  York  State  J.  Med.  74: 
1405  (Julio)  1974. 

continued  on  page  1357 
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If  there’s  good  reason 

to  prescribe 
for  psychic  tension... 


When,  for  example,  despite  counseling, 
tension  and  anxiety  continue  to  produce 
distressing  somatic  symptoms 


Prompt  action 
is  a good  reason 
to  consider  Wium 

(diazepam) 


<=>Wium 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


When  your  patient's  somatic  complaints 
are  associated  with  tension  and  anxiety  and  you 
have  tried  counseling  and  other  supportive 
measures  alone,  you  may  decide  to  prescribe 
psychotherapeutic  medication.  If  you  do,  the 
question  remains:  which  one? 

Valium  (diazepam)  is  one  to  consider 
closely.  One  that  works  promptly  as  an  adjunct 
to  continued  supportive  measures.  One  that 
generally  produces  significant  improvement 
within  the  first  few  days  of  therapy,  although 
some  patients  may  require  more  time  for  a clear 
cut  response. 

Prompt  action.  One  good  reason  to  con- 
sider Valium. 

And  should  you  choose  to  prescribe 
Valium,  you  should  also  keep  this  information 
in  mind.  Valium  is  usually  well  tolerated. 
Patients  taking  Valium  should  be  cautioned 
against  operating  dangerous  machinery  or 
driving.  Therapy  with  Valium  should  normally 
be  continued  until  the  patient’s  psychic  tension 
symptoms  have  been  reduced  to  tolerable  leveb 

Please  turn  page  for  a summary  of 
product  information. 


Other  good  reasons 
to  consider  Wium 

(diazepam) 


Effectiveness 


Dependable  response  Titratable  dosage 


The  efficacy  of  Valium 
(diazepam)  has  been  proven 
in  clinical  studies  and  in  ex- 
tensive clinical  use.  It  can 
relieve  psychic  tension  and  its 
somatic  symptoms  in  patients 
who  overreact  to  stress  and 
in  psychoneurotic  patients. 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fa- 
tigue, depressive  symptoms  or  agita- 
tion; symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity tothc  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  arc 
receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simulta- 


The psychotherapeutic 
effect  of  Valium  (diazepam), 
characterized  by  sympto- 
matic relief  of  tension  and 
anxiety,  is  generally  reliable 
and  predictable. 


neous  ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms (similar  to  those  with  barbitu- 
rates and  alcohol)  have  occurred 
following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweat- 
ing). Keep  addiction-prone  individu- 
als under  careful  surveillance  because 
of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age, 
weigh  potential  benefit  against  possi- 
ble hazard. 

Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharmacol- 
ogy of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  other 
antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic 
function.  I imit  dosage  to  smallest 
effective  amount  in  elderly  and  debil- 
itated to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confu- 
sion, diplopia,  hypotension,  changes 
in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  uri- 


With Valium  (diaz- 
epam), adjustments  in  dosage 
can  alter  the  clinical  re- 
sponse. Thistitratability 
enables  you  to  tailor  your 
therapy  for  maximum  effi- 
ciency. There  are  three  con- 
venient tablet  strengths  to 
choose  from:  2 mg,  5 mg 
and  10  mg. 


nary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported; 
should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maxi- 
mum beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  al- 
coholism, lOmgt.i.d.  orq.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or 
q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  1 0 mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to 
2Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 
(See  Precautions.)  Children:  1 to  2Vi 
mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use 
under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  .2  mg,  5 mg  and  1 0 mg;  bot- 
tles of  1 00  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1 00 
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Per  proporcionar  un  numero  adequate  de  renes  a plus 
que  1,500  recipentes  potential  de  transplatationes  regis- 
trate  in  le  grande  area  metropolitan  de  Nove  York,  un 
programma  regional  de  obtention  e distribution  de  orga- 
nos  al  14  hospitals  de  transplantation  partieipante,  esse- 
va  initiate  in  Martio  21,  1972.  Durante  le  prime  anno 
de  operationes,  le  programma  recipeva  aviso  de  173  do- 
nantes  potential  e obtuveva  165  renes  de  cadaveres,  94 
de  iste  esseva  transplantate.  Etiam,  2 pulmones,  3 fica- 
tos  e 4 pancreas  esseva  transplantate.  Le  criterio  pro 
motre  cerebral,  le  methodos  de  obtention  del  organos,  le 
preservation,  le  typification  del  texitos  e le  distribution 
del  organos  es  discutite. 

Mattucci,  K.,  e Samet,  C.:  Abscessos  del  spatio  ptery- 
gomaxillari,  New  York  State  J.  Med.  74:  1409  (Julio) 
1974. 

Depost  le  introduction  del  antibioticos,  le  frequentia 
del  infectiones  profunde  del  collo,  e certemente  su  com- 
plicationes,  ha  essite  reducite  grandemente.  Le  recente 
occurrentia  de  iste  problemas  in  varie  patientes  ha  moti- 
vate al  autores  a appellar  le  attention  supra  iste  infec- 
tiones del  pasate.  Le  abscessos  del  spatio  parapharyn- 
geal pote  producer  le  morte  per  sepsis,  asphyxia  o 
hemorrhagia.  Es  reportate  un  caso  de  pseudoaneurys- 
ma  hemorrhagic  del  carotida  interne  que  esseva  le  resul- 
tato  directe  de  un  infection  del  spatio  pterygomaxillari. 
Un  revista  del  bacteriologia  e del  tractamento  medic  e 
chirurgic  de  iste  problemas  es  discutite,  e le  necessitate 
de  un  approche  plus  aggressive  in  le  tractamento  del  ab- 
scessos parapharyngeal  es  stressate. 

Mendel,  J.  G.:  Utilisation  de  consultas  psychiatric  in 
le  servicios  de  patientes  ambulatori,  New  York  State  J. 
Med.  74:  1413  (Julio)  1974. 

Le  presentia  physic  de  un  psychiatrico  in  le  clinic 


Physicians’  brass  ensemble 

On  May  5,  1974,  the  Physicians’  Brass  Ensemble  of 
New  York,  organized  by  Benjamin  A.  Rosenberg,  M.D., 
performed  at  the  Reformed  Protestant  Dutch  Church  of 
the  Town  of  Flatbush.  The  program  included  works  by 
Bach,  Bvrd,  and  Mouret.  This  performance  was  unique 
in  that  it  was  the  first  by  a regularly  constituted  Brass 


medic  pro  patientes  ambulatori  de  un  hospital  augmen- 
ta  le  demandas  pro  consultationes.  Nonobstante,  sol- 
mente  le  medie  del  referentias  assiste  al  prime  rendez- 
vous, e solmente  le  medie  del  gruppo  referite  pro  trac- 
tamento psychiatric  additional  accepta  iste  recommen- 
dation. 

Lillehei,  C.  W.,  Kaster,  R.  L.,  Coleman,  M.,  e Bloch, 

J.  H.:  Reimplaciamento  del  valvulas  cardiac  con  le 

prosthese  disco-pivote  de  Lillehei-Kaster,  New  York 
State  J Med.  74:  1426  (Julio)  1974. 

Iste  prosthese  de  disco-pivote  esseva  designate  e 
disveloppate  pro  reducer  o eliminar  le  complicationes 
relationate  con  le  valvulas  cardiac,  como  thromboembo- 
lism, turbulentia,  hemolysis,  obstruction  del  flucto  san- 
guine e biodegradation  premature.  Iste  valvula  de  pro- 
file basse  ha  un  cavia  de  titanium  e un  disco  flottante  de 
carbono  Pyrolite  que  aperi  se  80°  permittente  un  flucto 
central  con  turbulentia  minime.  Le  reimplaciamentos 
unic  e duple,  in  75  patientes,  in  le  positiones  aortic,  mi- 
tral e tricuspide,  reportate  qui,  ha  donate  resultatos 
multo  favorabile,  sustentante  iste  objetivo  de  designo 
basic.  Le  mortalitate  total  in  le  hospital  esseva  8 pro 
cento.  Durante  le  intervalo  ulterior  non  habeva  mortes 
debite  a fallimento  mechanic  o thromboembolismo.  Le 
incidentia  de  thromboembolismo,  in  absentia  de  septice- 
mia, esseva  2.6  pro  cento,  omne  transitori.  Le  rendi- 
mento  hemodynamic  superior  esseva  documentate  con 
mensuras  postoperatori  del  flucto,  comparate  con  ille  de 
altere  prostheses.  Le  studio  postoperatori  del  hemoly- 
sis anormal  ha  demonstrate  un  superioritate  notabile 
supra  altere  prostheses.  Non  solmente  es  absente  le 
anemia  hemolytic,  mais  non  ha  essite  trovate  hemolysis 
compensate  in  Je  studios  ulterior  de  4 a 21  menses.  Le 
valvula  de  disco-pivote,  debite  al  meliorarnentos  del  des- 
igno e le  selection  del  material  de  manufactura,  rep- 
resenta  un  progresso  significative  in  le  rendimento  del 
valvula  prosthetic. 


Ensemble  at  a Sunday  xnorning  religious  service  in 
Brooklyn.  Moreover,  the  musical  group  is  the  first,  or 
one  of  the  first  of  its  kind,  a physicians  or  physician’ 
sponsored  Brass  Ensemble.  The  purpose  of  the  Physi- 
cians’ Brass  Ensemble  is  to  expose  both  musician  and 
public  to  a form  of  music  which  has  existed  during  the 
past  four  centuries,  especially  in  Europe,  for  both  sacred 
and  secular  purposes. 
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BRIEF  SUMMARY 

(tor  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad 
cmy  of  Sciences-National  Research  Council 
and/or  other  information,  EDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause:  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis. retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  ujron  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hvpercalccmia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
lascs,  and  this  usually  indicates  progression  of 
bone  mclastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbcsirol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Preexisting  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I his  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  ICO  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 


AYERST  LABORATORIES 
New  York,  N.Y.  10017 


1359 


1360 


KefzoT 

cefazolin  sodium 

Ampoules,  equivalent  to  1 Gm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Neut  York  State  Journal  of  Medicine 

420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  488-6100 

COPYRIGHT  1974  BY  THE  MEDICAL  SOCIETY  OK  THE  STATE  OK  NEW  YORK 

July  1974  Volume  74  Number  8 

“ Dedicated  to  the  continuing  education  of  the  physician” 


74th  year  of  publication 


Published  monthly  by  the  Medical  Society  of  the  State  of  New  York 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  Julius  E.  Stolfi,  M.D.,  Associate  Editor 

Alfred  A.  Angrist,  M.D.,  Editor  Elizabeth  C.  Smith,  Managing  Editor 

Eugene  S.  Dombrowski,  Business  Manager 

PUBLICATION  COMMITTEE 
Albert  H.  Douglas,  M.D.,  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Warren  A.  Lapp,  M.D. 

Alfred  A.  Angrist,  M.D.,  ex  officio  Julius  E.  Stolfi,  M.D.,  ex  officio 

ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Stuart  Bondurant,  M.D. 
Vincent  P.  Dole,  M.D. 
Steven  D.  Douglas,  M.D. 
Aaron  Feder,  M.D. 

Vincent  J.  Fontana,  M.D. 
Lytt  I.  Gardner,  M.D. 

Carl  M.  Harris,  M.D. 

Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 
Ralph  F.  Jacox,  M.D. 


Ira  Snow  Jones,  M.D. 

James  R.  Jones,  M.D. 

Benton  D.  King,  M.D. 
Samuel  L.  Kountz,  M.D. 
Leslie  A.  Kuhn,  M.D. 

Harry  M.  LeVeen,  M.D. 
Norman  S.  Moore,  M.D. 
Gerald  P.  Murphy,  M.D. 
Stephen  Nordlicht,  M.D. 
Richard  H.  Orr,  M.D. 
Edmund  D.  Pellegrino,  M.D. 
Samuel  J.  Prigal,  M.D. 

Paul  Reznikoff,  M.D. 


Richard  B.  Roberts,  M.D. 
John  F.  Rogers,  M.D. 

Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 

Bjorn  Thorbjarnarson,  M.D. 
Robert  Turell,  M.D. 

James  H.  Wall,  M.D. 

Robert  P.  Whalen,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 

Alex  W.  Young,  Jr.,  M.D. 
Hans  Zinsser,  M.D. 


General  Information 

Published  monthly  with  the  Convention  issue 
added  in  January  and  Minutes  of  the  House 
of  Delegates  issue  added  in  June  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial,  circu- 
lation, and  publication  offices:  420  Lakeville  Road, 

Lake  Success,  New  York  11040.  Copyright  1974  by 
the  Medical  Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $3.50  per  year  pay- 
able in  advance.  Single  copies  $0.50.  Back  issues 
will  be  supplied  for  the  past  five  years  at  the  single 
copy  rate  when  available.  Back  issues  prior  to  1956 


are  $2.00  per  copy;  from  1955  to  1965,  $1.00  a copy. 

Change  of  address.  Notice  should  be  sent  to 
the  circulation  office,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Old  and  new  addresses 
should  be  included  as  well  as  a statement  whether 
or  not  change  is  permanent.  Six  weeks  is  required 
to  effect  a change  of  address. 

Advertising  Representatives:  United  Media 

Associates,  Inc.,  16  Bruce  Park  Avenue,  Greenwich, 
Connecticut  06830.  Telephone:  203-661-9702. 


July  1974/New  York  State  Journal  of  Medicine  1361 


Information  for  Authors 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright  and  may  not  be  repro- 
duced without  the  written  permission  of  both 
the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
420  Lakeville  Road,  Lake  Success,  New  York 
11040.  Abstracts  should  be  included. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
SWby-ll-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references) , with  mar- 
gins of  at  least  l'/2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables:  Each  table  should  be  typed  on  a sep- 
arate sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author(s) 
and  initials,  complete  title  of  article,  name  of 
publication,  Volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author (s) 
and/or  editor(s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


1362  New  York  State  Journal  of  Medicine/ July  1974 


Editorial 


Research  needs  our  support 


It  would  be  both  pretentious  and  presumptuous 
to  attempt  to  define  research  or  to  defend  its  im- 
portance to  physicians.  Physicians  appreciate  its 
value  and  realize  the  impossibility  to  separate  re- 
search from  education,  training,  and  the  practice 
of  medicine.  Research  and  the  birth  of  the  profes- 
sion of  medicine  occurred  simultaneously.  The 
very  first  therapeutic  effort  was,  in  fact,  an  experi- 
ment. Without  research,  progress  stops,  and  the 
“Tree  of  Knowledge,”  so  exquisitely  exemplified 
by  the  one  on  the  Island  of  Cos,  would  soon  atro- 
phy and  die.  Research  has  produced  miraculous 
cures  and  supplied  scientific  clarification  of  bio- 
medical reactions  previously  inexplicable  and  un- 
known. 

Following  the  last  two  major  wars,  large  sums  of 
money  from  many  sources  became  available — 
often,  perhaps,  too  readily — to  some  investigators. 
Nevertheless,  both  basic  and  clinical  knowledge 
flourished  in  an  unprecedented  manner.  Spectac- 
ular results  included  the  successful  treatment  of 
infectious  diseases,  the  correction  of  acquired 
heart  disease,  and  the  prevention  of  poliomyelitis 
and  measles,  to  name  but  a few. 

The  recent  severe  reduction  of  research  funding 
by  governmental  agencies  has  prompted  much 
soul-searching  and  anxiety  by  academic  centers, 
national  institutions,  foundations,  and  indepen- 
dent investigators.  Federal  authorities,  apparent- 
ly, now  believe  that  all  investigative  activities 
without  mandatory  accountability  may  be  nonpro- 
ductive and  characterized  by  duplication  and 
waste.  This  is  partially  true  and  has  engendered 
some  unfavorable  publicity  and  negative  public  at- 
titudes. 

An  unfortunate  by-product  of  the  research 
boom  became  readily  apparent  to  physicians: 
medical  journals  and  other  respositories  of  scien- 
tific articles  bulged  with  nonsense  and  trivia  mas- 
querading as  important  research  results.  It  isn’t 
unusual  today  to  read  several  issues  of  our  most 
prestigious  journals  without  uncovering  a ' signifi- 
cant new  or  clinically  useful  medical  fact. 

Overly  generous  grants  were  not  the  only  factors 
responsible.  Another  important  operative  force 
; was,  and  still  is,  the  arbitrary  requirement  of  pub- 
lication for  academic  advancement  and  promotion. 
The  majority  of  practicing  physicians  are  not 


blessed  with  the  ability  to  do  investigative  work, 
and  some  are  honestly  reluctant  to  flood  the  litera- 
ture with  refuse.  As  a result,  some  capable  physi- 
cians may  suffer  from  frustration  when  passed 
over  in  academic  rank  by  less  competent  physi- 
cians who  may  be  more  prolific,  but  nondiscrimi- 
natory  writers.  The  wastage  of  funds  for  research, 
coupled  with  the  increasing  cost  of  medical  care, 
prompted  uninformed  politicians  to  sponsor  and 
support  laws  that  dealt  damaging  blows  to  all  in- 
vestigative projects.  The  medical  profession  must 
now  address  itself  to  three  basic  problems: 

1.  What  can  we  do  individually  or  collectively 
to  increase  financial  support  for  meaningful  re- 
search? 

2.  Who  is  to  establish  research  priorities  and 
select  competent,  well-motivated  investigators? 

3.  Where  is  research  work  to  be  done? 

The  author  suggests  that  every  physician  and 
medical  institution  cooperate  in  soliciting  contri- 
butions from  friends,  patients,  specialty  societies, 
and  foundations.  We  may  discover  that  industry 
will  welcome  the  opportunity  to  help  if  ap- 
proached in  an  appropriate  manner.  Private 
foundations  like  the  Johnson,  Ford,  Rockefeller, 
Kellogg,  and  Carnegie  are  already  deeply  involved. 
Their  contributions,  past  and  present,  are  very 
substantial. 

Heavily  endowed  universities  must,  if  not  al- 
ready doing  so,  budget  funds  specifically  for  the 
support  of  faculty  involved  in  research.  Philan- 
thropies and  insurance  companies  must  increase 
their  involvement.  State  and  local  government 
and  small  communities  may  find  it  fruitful  to  sup- 
port investigative  work  in  special  fields,  particu- 
larly those  related  directly  to  the  state  of  health  of 
their  people  locally,  such  as  alcoholism,  drug  ad- 
diction, ecology,  poisoning,  plumbism,  mental  dis- 
turbances, congenital  abnormalities,  health 
screening,  and  disease  prevention.  Recently,  a 
rubber  tire  company  and  union  supported  research 
on  the  ill  effects  of  vinyl  chloride  on  the  liver  after 
many  of  their  people  were  exposed  to  its  powder 
and  vapor.  The  public  would  be  impressed  by  our 
profession’s  efforts  to  raise  funds  for  medical  re- 
search. It  would  be  a testimony  of  our  own  appre- 
ciation of  the  value  of  well-controlled  studies  as 
they  relate  to  the  public  health  and  welfare.  The 
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success  of  telethons  and  other  appeals  to  the  pub- 
lic, when  a cause  is  worthy,  proves  that  such  ef- 
forts can  be  very  successful. 

The  selection  of  priorities  for  research  and  of 
competent  individuals  to  do  the  research  must  be 
left  to  independent  investigators  with  proved  abil- 
ity and  to  institutions  experienced  in  the  field. 
Departmental  chairmen,  special  research  com- 
mittees and  commissions  made  up  of  peers,  and 
other  national  organizations  might  be  asked  to 
nominate  colleagues  with  proper  motivation  and 
ability  and  to  recommend  fertile  fields  of  study. 
The  individuals  and  projects  chosen  must  then  be 
supplied  with  sufficient  funds,  space,  equipment, 
and  personnel  to  accomplish  assigned  tasks.  They 
must  be  encouraged  in  every  conceivable  way. 
Those  sincerely  interested  in  probing  the  un- 
known, who  are  endowed  with  exceptional  talent, 
and  the  drive  that  knows  no  limit,  will,  on  their 
own  initiative,  devise  methods  for  doing  research; 
this  has  been  done  in  the  past,  no  matter  how  un- 
favorable the  climate.  Serendipity  always  favors 
the  fertile  and  alert  mind.  Completely  unfettered 
research  has  many  proponents,  and  they  will  con- 
tinue to  voice  their  opinion.  A controlling  factor, 
unfortunately,  is  the  obvious  limits  to  financial 
support. 

Projects  originate  in  an  individual’s  brain,  not  in 
sophisticated  edifices,  like  the  Rockefeller  Insti- 
tute or  even  the  National  Institutes  of  Health. 
Able  investigators  have  used  their  own  homes,  pri- 
vate offices,  hospital  clinics,  wards,  research  labo- 
ratories, and  very  unpretentious  small  areas  set 
aside  by  academic  departments  and  university 
centers. 

In  July,  1971,*  in  an  article  published  in  the  An- 
nals of  Internal  Medicine,  the  author  proposed 
the  sharing  of  research  ideas  and  facilities  in  order 
to  increase  productivity  and  reduce  costs.  The 
plan  called  for  an  open  invitation  by  leading  jour- 
nals or  medical  societies  to  all  physicians  to  sub- 
mit research  ideas  to  a designated  committee. 

*Stolfi,  J.  E.:  Sharing  research  ideas  and  facilities,  Ann.  Int. 
Med.  75:  143  (July)  1971. 


The  committee’s  membership  would  be  selected 
by  the  sponsor  and  represent  a cross  section  of  the 
major  disciplines.  After  screening  the  sugges- 
tions, the  committee  would  refer  the  topic  to  be  in- 
vestigated to  the  institute  or  individual  best 
equipped  to  evaluate  the  task.  If  a publication  re- 
sulted, the  individual  who  initiated  the  idea  would 
be  given  appropriate  credit.  This  plan  could  es- 
tablish a vehicle  for  participation  in  research  for 
those  without  the  necessary  talent  and  facilities, 
such  as  house  officers,  instructors,  practitioners, 
students,  and  paraprofessionals.  Why  not  tap  the 
thought  processes  of  more  than  300,000  physi- 
cians? 

Our  profession  should  encourage  the  sharing  of 
research  facilities.  With  the  increase  in  the  num- 
ber of  full  time  departmental  directors  in  academ- 
ic and  voluntary  hospital  settings,  a great  demand 
for  space  and  facilities  has  occurred.  In  addition, 
medical  schools  still  demand  publication  as  a re- 
quirement for  promotion.  The  high  cost  of  appro- 
priate facilities,  equipment,  and  personnel  needs 
no  further  elaboration.  One  obvious  answer  to  the 
problem  is  sharing  or  pooling  research  facilities. 
More  hospitals  and  schools  should  join  together  in 
true  partnerships.  The  cost  of  building  or  leasing 
a research  institute  could  be  prorated  according  to 
its  time  utilization  among  several  institutions. 
Medical  staffs  and  faculty  members  should  be  in- 
vited to  submit  research  protocols  and  requisitions 
for  space. 

Those  accepted  would  be  asked  to  contribute  a 
reasonable  equivalent  of  rent.  It  could  be  paid  by 
the  parent  institution  or  a granting  agency.  This 
income,  supplemented  by  money  budgeted  for  re- 
search, could  be  used  to  staff  and  maintain  the  re- 
search complex. 

Sharing  or  pooling  research  ideas  and  facilities 
could  reduce  costs  and  increase  research  produc- 
tivity without  duplication  and  waste.  Some  uni- 
versities are  already  using  similar  plans.  Why  not 
make  it  a more  universal  procedure? 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 
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information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 
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Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
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concomitantly  with  ‘Dyazide’,  check  serum 
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ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia . thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
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have  occurred  with  thiazides  alone. 

Supplied:  Botdes  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina.  P R.  00630 

Subsidiary  of  SmithKline  Corporation 

‘Serum  Potassium  Level  Drops  During  Long-Term 
Exercise.  Medical  Tribune.  July  4.  1973. 
t No  implication  that  ‘Dyazide’  is  useful  in 
preventing  K+  loss  in  athletes  is  intended. 


THE  MARATHON  WINNER 
LOSES  SERUM  POTASSIUM 


as  a result  of  intensive  physical  training.* 


MANY  HYPERTENSIVE  PATIENTS 
LOSE  POTASSIUM 

from  therapy  with  potassium-wasting  diuretics. 
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Each  capsule  contains  50  mg.  of  Dyrenium^  (brand  of 


triamterene)  and  25  mg.  of  hydrochlorothiazide. 

SPARES  THE  HYPERTENSIVE 
PATIENT’S  POTASSIUM  AS  IT 
LOWERS  BLOOD  PRESSURE. 
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EQUAL  EDUCATION  FOR  ALL 


Except  7 million 
hondicopped 
children 


The  American  ideal  of  “equal  education  for  everyone” 
should  include  everyone.  Handicapped  children  have  just 
as  much  right  to  the  kind  of  education  they  need  as  other 
children  have. 

If  you  have  a handicapped  child ...  or  know  of  one  who 
needs  special  education . . . write  to: 


CLOSER  LGDK,  BOX 1492,  WASHINGTON,  D.C  20013 

U S.  Department  of  Health,  Education  & Welfare.  U S.  Office  of  Education,  Bureau  of  Education  for  the  Handicapped 
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The  present  study  reports  the  first  three  years’ 
results  of  a major  regional  effort  to  develop  a con- 
tinuous and  adequate  source  of  ZIG  (zoster  im- 
mune globulin).  Our  methods  and  results  should 
be  of  interest  to  those  planning  similar  efforts  to 
be  self-sufficient  in  the  production  of  this  materi- 
al. 

ZIG  is  the  first  effective  therapeutic  agent  for 
both  prevention  and  attenuation  of  varicella 
(chickenpox)  in  individuals  who  are  immunologi- 
cally  normal.  This  is  a specialized  immune  serum 
globulin,  first  described  in  1969,  derived  from  the 
plasma  of  convalescent  herpes  zoster  donors  in 
otherwise  normal  health.1  The  basis  for  its  devel- 
opment is  the  higher  and  more  consistent  rise  in 
varicella-zoster  antibody  after  herpes  zoster  (shin- 
gles) than  after  varicella,  since  herpes  zoster  repre- 
sents reactivation  of  latent  varicella-zoster  virus  at 
a variable  interval  after  the  primary  attack  of 
chickenpox.  Until  a vaccine  or  a highly  effective 
chemotherapeutic  agent  supplements  or  replaces 

* Supported  by  grants  AI  09785  01-04  VR  from  the  National 
Institute  of  Allergy  and  Infectious  Diseases,  Bethesda,  Mary- 
land 20014.  and  by  the  Meadowbrook  Medical  Education  and 
Research  Foundation,  Inc.,  Nassau  County  Medical  Center, 
East  Meadow,  New  York  11554. 


ZIG  (Zoster  immune  globulin),  the  first  effective 
agent  for  passive  prevention  and  attenuation  of 
varicella  in  exposed  high-risk  and  moderate-risk 
susceptible  persons,  is  in  short  supply  nationally. 
A regional  plan  for  Nassau  and  Suffolk  Counties, 
with  a combined  population  of  2.5  million,  was  for- 
mulated to  produce  sufficient  ZIG  for  investigative 
and  therapeutic  needs  and  to  assess  long-term  de- 
mand. The  technical  staff  learned  techniques  of 
plasmapheresis,  tissue  culture  of  varicella-zoster 
virus,  and  the  varicella-zoster  complement-fixa- 
tion test  in  two  months.  Recruitment  of  convales- 
cent herpes  zoster  donors  was  then  undertaken 
through  a broad  public  relations  effort.  In  three 
years,  1 13.8  L.  of  plasma  were  collected,  through 
195  double  plasmaphereses  on  125  donors  and  79  L. 
processed,  yielding  1,478  ml.  of  ZIG.  In  two  years 
of  clinical  investigation  there  were  781  requests  for 
assistance  with  varicella-zoster  problems,  of  which 
601  were  for  ZIG.  A total  of  794  ml.  was  received 
by  424  patients.  Patient  groups  were:  high-risk 
(immunosuppressed) , moderate-risk  ( debilitated ), 
and  age-dependent  risks  (neonatal,  adolescent, 
adult)  exposed  in  ambulatory  or  hospital  settings. 
This  program  may  serve  as  a model  for  others 
planning  for  ongoing  regional  needs. 


zoster  immune  globulin,  this  will  probably  remain 
the  first  line  of  defense  in  varicella.  The  Advisory 
Committee  on  Immunization  Practices  of  the  U.S. 
Public  Health  Service  has  recommended  that  a 
double-blind  study  of  ZIG  be  undertaken. 

Brunell  and  Gershon,  in  coordination  with  Ju- 
delsohn  of  the  Center  for  Disease  Control,  engaged 
in  a nationwide  effort  to  create  a central  pooled 
collection  of  convalescent  herpes  zoster  plasma 
with  distribution  to  regional  consultants  of  ZIG  for 
a standardized  study.2’3  Through  this  approach 
1,185  ml.  were  produced  in  a two-year  period. 
The  total  supply  through  independent  programs  is 
not  known  but  probably  does  not  substantially 
supplement  what  the  regional  consultants  have 
had  on  hand  plus  our  own  supply.  The  national 
program  has  fallen  far  short  of  demand  and  has 
been  compelled  to  refuse  many  w'orthy  requests. 
It  is,  therefore,  evident  that  a more  effective  sys- 
tem of  production  is  required  for  ongoing  needs, 
further  study,  and  future  requirements. 

In  July,  1970,  our  program  was  launched  in  Nas- 
sau and  Suffolk  Counties,  Long  Island,  New  York. 
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This  is  a major  suburb  contiguous  with  New  York 
City  with  a bicounty  population  of  2.5  million  and 
composed  of  an  admixture  of  residential,  light  in- 
dustrial, farming,  and  recreational  areas. 

Objectives 

The  objectives  for  the  bi-county  area  are: 

1.  Establishment  of  efficient  methods  of  produc- 
tion of  zoster  immune  globulin  to  meet  combined  in- 
vestigational and  therapeutic  needs  by  organization  of 
a regional  plasmapheresis  center  for  rapid  screening 
and  bleeding  of  convalescent  herpes  zoster  donors  re- 
cruited from  the  community. 

2.  Control  of  flow  to  the  proper  target  groups 
through  a centralized  program  for  evaluating  and  ful- 
filling requests  for  ZIG. 

3.  Assessment  of  requirements  for  ZIG  for  current 
annual  needs  and  for  potential  long-term  demand. 

Methods 

Staff.  The  investigating  team  has  consisted  of 
3 physicians  and  3 technical  personnel.  The  phy- 
sicians are  pediatricians  with  special  backgrounds 
in  infectious  disease  and  virology.  The  technical 
staff  is  comprised  of  a medical  technologist  who 
performs  the  tissue  culture  and  serology,  a labora- 
tory technician  who  screens  donors  and  conducts 
the  plasmapheresis  procedures,  and  a medical  sec- 
retary who  manages  the  telephone  inquiries  and 
maintains  the  records. 

Equipment  and  supplies.  The  equipment  and 
supplies  needed  include  a Sorvall  RC-3  refrigerat- 
ed centrifuge  with  swinging  bucket  rotor,  a Fenwal 
plasmapheresis  donor  chair,  plasma  extractor  and 
hematron,  blood  balancing  scale,  plasmapheresis 
double  blood  packs  with  2 primary  units  (each 
with  attached  transfer  packs  for  double  collec- 
tion), Bronson  sonifier  cell  disruptor,  a laminar 
flow  hood,  microtiter  vinyl  plates,  and  a test  read- 
ing mirror. 

Facilities.  Laboratory  and  educational  facili- 
ties available  to  our  unit  include  a virology  service 
with  a completely  equipped  modern  virology  unit. 
There  are  other  clinical  pathology  services  for 
Coombs’  test,  typing,  crossmatching,  hepatitis  an- 
tigen, VDRL,  hematocrit,  immunoelectrophoresis, 
plasma  proteins,  and  culture  of  plasma  donations. 

Educational  facilities  include  a public  relations 
office,  print  shop,  and  medical  illustrator. 

Virology  techniques.  Tissue  culture  propaga- 
tion of  varicella-zoster  virus  is  done  for  antigen 
production  and  for  virus  isolation.  The  antigen  is 
produced  by  the  method  of  Weller  and  Stoddard4 
with  minor  modifications,  namely  the  use  of  WI-38 
cells,  of  gentamicin  in  the  growth  and  maintenance 
media,  sonification  prior  to  freezing,  and  direct  in- 
oculation of  vesicle  fluid  into  human  embryonic 
kidney  (HEK)  tubes. 

An  antibody  technique  is  the  varicella-zoster  CP’ 
(complement-fixation)  antibody  test  which  is  per- 


formed according  to  standard  procedure.5  It  is 
run  routinely  on  serum  dilutions  of  1:2  to  1:16  for 
varicella  cases  and  of  1:8  to  1:512  for  herpes  zoster. 

Plasma  procurement  and  processing.  Dou- 
ble plasmapheresis  is  an  hour-long  procedure 
which  involves  a single  venipuncture  and  two  iden- 
tical successive  cycles  of  the  withdrawing  of  blood 
from  the  donor,  centrifuging  to  separate  the  plas- 
ma from  the  red  blood  cells,  and  then  reinfusing 
the  cells  into  the  donor.6  Willing  donors  may  un- 
dergo plasmapheresis  two  or  three  times  per  week, 
if  conforming  to  our  criteria. 

ZIP  (Zoster  immune  plasma)  of  each  major 
blood  group  is  maintained  in  our  bank  at  all  times 
for  emergency  use.  If  it  is  needed  for  transfusion, 
crossmatching  is  also  performed,  usually  using 
plasma  with  a varicella-zoster  CF  titer  of  1:64.  A 
pre-  and  post-transfusion  blood  sample  is  taken 
from  the  recipient  to  determine  antibody  levels. 

ZIP  is  transported  in  lots  of  10  to  30  L.  for  pro- 
cessing and  is  fractionated  by  the  Cohn  cold  etha- 
nol process.* 

Lots  are  characterized  by  the  varicella-zoster  CF 
titer  of  the  plasma  pool,  by  the  geometric  mean 
titer  of  the  component  units,  by  the  purity  of  the 
powder  in  terms  of  gamma  globulin  content,  and 
by  the  percentage  of  gamma  globulin  in  the  final 
solution.  All  lots  are  tested  in  conformity  with 
the  specifications  of  the  Bureau  of  Biologies. 

Recruitment,  selection,  and  testing  of  con- 
valescent herpes  zoster  donors.  Recruitment  is 
accomplished  by: 

1.  Letters  sent  annually  to  all  physicians  in  Nas- 
sau and  Suffolk  Counties,  underscoring  the  need  for 
herpes  zoster  patients. 

2.  Individual  letters  of  acknowledgment  to  refer- 
ring physicians  and  donors. 

3.  Tying  the  referral  of  a patient  by  a physician 
for  zoster  immune  globulin  or  zoster  immune  plasma 
to  a request  to  that  physician  for  further  donors  in 
reciprocity  for  honoring  his  patient’s  needs. 

4.  Speaking  engagements  at  meetings  of  house 
staff,  family  practitioners,  internists,  dermatologists, 
neurologists,  ophthalmologists,  and  allied  health  pro- 
fessionals. 

5.  Personal  visits  to  medical  directors  of  univer- 
sity health  services  and  of  the  county  jail. 

6.  Telephone  contact  with  medical  directors  of 
public,  voluntary,  and  private  community  hospitals 
and  of  major  industrial  plants. 

7.  Newspaper,  radio,  and  television  presenta- 
tions. 

8.  Posters  prepared  and  distributed  to  medical 
centers  for  emergency  and  waiting  room  areas,  physi- 
cians’ offices,  post  offices,  banks,  and  other  public 
areas. 

9.  Articles  published  in  newsletters  of  nursing 
associations,  large  industrial  concerns,  and  county 
employee  groups. 

* Transported  to  the  Biological  Products  Section  of  Lederle 
Laboratories,  American  Cyanamid  Company,  Pearl  River,  New 
York. 
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TABLE  1. 

Source  and  yield  of  zoster  immune  plasma  (September  4,  1970,  to  August  31 

. 1973) 

Varicella-Zoster 
CF  Titers 

Potential  Donors 
Identified 

Donors  Bled 

— Double  Plasmaphereses-^ 
Number  Per  Cent 

Liters  of  Plasma 

Low-titer  ZIG 

75 

30 

35 

17.9 

19.2 

1:8 

41 

3 

3 

1.5 

1:16 

13 

6 

8 

4.1 

1:32 

21 

21 

24 

12.3 

Medium-titer  ZIG 

138 

95 

160 

82.1 

94.6 

1:64 

47 

34 

67 

34.4 

1:128 

55 

41 

61 

31.3 

1:256 

23 

15 

25 

12.8 

1:512 

13 

5 

7 

3.6 

Totals 

213 

125 

195 

100.0 

113.8 

10.  Contact  with  fraternal  and  service-oriented 

organizations. 

Selection  and  testing  are  carried  out  by  sched- 
uling a prospective  donor  who  has  developed 
herpes  zoster  within  the  past  four  weeks  for  exami- 
nation and  obtaining  a detailed  history  and  blood 
sample.  At  a varicella-zoster  CF  titer  of  more 
than  or  equal  to  1:64,  plasmapheresis  is  undertak- 
en if  there  is  conformity  to  the  criteria  in  our  pro- 
tocol, “Plasmapheresis — Protection  of  Human  Do- 
nors.” Donors  were  offered  payment  of  $25  and 
later  $35  per  donation  plus  reimbursement  for  in- 
tercounty travel. 

Additional  laboratory  tests  performed  on  each 
donor  or  plasma  donation  are:  blood  typing, 

Coombs’  test,  hepatitis  antigen,  VDRL,  bacterial 
culture,  and  complete  blood  count. 

Results 

This  report  covers  the  results  of  the  first  three 
years  of  our  program,  from  July  1,  1970,  through 
August  31,  1973. 

Establishment  of  efficient  methods  of  pro- 
duction of  zoster  immune  globulin.  We  began 
with  training  for  the  three  primary  technical  pro- 
cedures, as  previously  described.  This  was  com- 
pleted at  our  own  center,  on  our  virology  service, 
and  in  cooperation  with  our  blood  bank,  directed 
by  Edward  Zaino,  M.D.;  with  the  Division  of  Labo- 
ratories and  Research  of  the  Nassau  County  De- 
partment of  Health,  directed  by  Edgar  Maillard, 
M.D.;  and  with  the  Virology  Laboratory  of  Philip 
Brunell,  M.D.,  of  the  Department  of  Pediatrics  of 
the  New  York  University  Medical  Center. 
Toward  the  close  of  the  training  period  we 
launched  our  campaign  for  the  recruitment  of  con- 
valescent herpes  zoster  donors.  Just  two  months 
after  program  onset  all  three  procedures  were 
being  performed  satisfactorily,  and  our  first  donor 
to  reach  a varicella-zoster  CF  titer  more  than  or 
equal  to  1:256  was  bled. 

During  the  second  month  of  the  plasmapheresis 
program,  significant  procedural  changes  were  in- 
augurated on  the  basis  of  initial  data.  The  pro- 
portion of  expected  donors  with  varicella-zoster 


CF  titers  more  than  or  equal  to  1:256  was  too  small 
and  the  duration  of  useful  donor  life,  therefore,  too 
short  to  continue  to  peg  our  requirement  for  dona- 
tion at  that  level.  The  minimum  level  for  bleed- 
ing a donor  was,  therefore,  reset  at  1:64  for  the  de- 
termination just  prior  to  plasmapheresis.  In  the 
first  thirty-six  months  of  plasmapheresis  approxi- 
mately 66  per  cent  of  donations  had  titers  of  1:64 
to  1:128,  whereas  only  approximately  16  per  cent 
had  titers  of  1:256  to  1:512  (Table  I).  This  deci- 
sion thus  resulted  in  efficient  production  in  quan- 
tity. During  these  thirty-six  months  we  per- 
formed 195  double  plasmaphereses  (equal  to  390 
units)  on  125  different  donors  for  a total  yield  of 
113.8  L.  of  zoster  immune  plasma.  The  donors 
who  were  actually  bled  represented  60  per  cent  of 
potential  donors  conforming  to  our  criteria,  who  in 
turn  were  67  per  cent  of  all  those  referred  to  be 
tested.  Although  donors  were  selected  for  titers  of 
more  than  or  equal  to  1:64,  there  was  an  unavoid- 
able drop  in  titer  in  24  per  cent  between  the  time 
of  testing  the  serum  specimen  and  that  of  sched- 
uling the  plasmapheresis.  Low-titer  plasma  with 
CF  readings  of  1:8  (only  3 donations),  1:16,  and  1: 
32  totaled  19.2  L.  or  18  per  cent  of  our  collection. 
Table  II  shows  the  ZIG  produced  from  medium 
and  low-titered  lots  of  ZIP.  Due  to  the  extensive 
testing  requirements,  yields  were  modest  in  com- 
parison with  what  would  have  been  obtained  from 
large  lots. 

In  the  two  years,  from  September  2,  1971,  to  the 
end  of  this  report  period,  we  had  on  hand  for  our 
clinical  programs  1,478  ml.  of  zoster  immune  glob- 
ulin, end-filled  in  2-ml.  vials,  from  79  L.  of  ZIP, 
representing  131  double  plasmaphereses  and  pro- 
viding an  average  per  donor  session  of  603  ml.  of 
zoster  immune  plasma.  The  net  yield  for  clinical 
use  was  16.6  ml.  zoster  immune  globulin  end-prod- 
uct per  liter  of  ZIP  or  10  ml.  of  ZIG  end-product 
per  double  plasmapheresis  donation.  This  pro- 
vided enough  for  the  unexpectedly  large  number 
of  requests  in  the  following  twenty-four  months. 

Maximum  utilization  of  individual  donors  de- 
pended partially  on  various  personal  factors  which 
influenced  the  decision  to  return  for  further  plas- 
mapheresis. Willingness  to  accept  payment,  par- 
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TABLE  II.  Zoster  immune  globulin  lot  characteristics  (1970  to  1973) 


Lot 

Number 

Titer 

ZIP  Pool 
in  Liters 

ZIP 

Geometric 

Mean 

Titer 

ZIG 

FAMA 

Titer* 

Milliliters 

ZIG 

Per  Cent 
Gamma 
Globulin 

1 

Medium 

20 

1:140 

1:1,024 

340 

10.1 

2 

Medium 

20 

1:90 

1:1,024 

310 

12.6 

3 

Medium 

29 

1:120 

1:1,024 

630 

10.7 

4 

Low 

10 

1:25 

1:256 

198 

10.1 

Totals 

79 

1,478 

* FAMA  = fluorescent  antibody  against  membrane  antigen. 
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Month  and  Year 

FIGURE  1.  Varicella-zoster  consultations  and  requests  for  ZIG  from  September  1,  1971  to  August  31,  1973. 


ticularly  when  it  was  tied  to  a specific  financial  ob- 
jective, was  coupled  to  multiple  donations.  Reluc- 
tance to  accept  payment,  due  to  a sense  of  social 
obligation,  was  commonly  geared  to  commitment 
to  a single  donation.  A second  factor  was  the 
comfort  and  convenience  of  the  donor.  This  was 


enhanced  by  relocation  of  our  entire  plasmapher- 
esis unit  in  a separate  room,  which  permitted  flexi- 
ble and  prompt  scheduling  and  reduced  operation- 
al time  to  about  fifty-five  minutes  from  the  previ- 
ous one  and  a half  to  two  hours.  Additional 
blocks  to  repeated  donation  were  nervousness,  se- 
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vere  symptomatology  associated  with  the  herpes 
zoster,  jobs  that  took  precedence  over  the  pro- 
gram, or  family  interference  with  participation. 
The  attitudes  and  interpersonal  skills  of  the  pro- 
gram staff,  therefore,  frequently  played  an  influ- 
ential role. 

Control  of  flow  of  product.  Control  of  flow  of 
product  to  the  proper  target  groups  was  achieved 
by  referral  of  all  consultation  requests  to  1 of  our 
investigators,  with  administration  and  evaluation 
confined  to  our  own  program,  utilizing  uniform 
standards. 

Assessment  of  regional  requirements  for 
ZIG.  Figure  1 depicts  the  increasing  volume  of 
requests  for  consultation  and  for  zoster  immune 
globulin  as  its  availability  became  known  regional- 
ly. During  the  report  period  there  were  781  total 
requests  for  assistance  with  varicella-zoster  prob- 
lems. Of  these,  601  were  requests  for  ZIG,  of 
which  424  were  honored.  Initially  many  of  those 
who  inquired  did  not  anticipate  the  ready  avail- 
ability of  ZIG,  and  it  was,  therefore,  not  requested. 
At  the  peak  of  the  first  varicella  season,  this  situa- 
tion had  strikingly  changed,  so  that  from  April 
through  August,  1972,  almost  all  inquiries  were  for 
ZIG.  The  annual  use  of  ZIG  rose  sharply  begin- 
ning in  March,  peaked  in  May,  and  fell  moderately 
in  June  as  the  Island-wide  outbreak  of  varicella  ta- 
pered. There  were  still  sporadic  requests  in  July 
and  August  for  high  and  moderate-risk  patients 
exposed  at  home,  in  summer  camp,  and  in  hospital 
settings. 

During  the  period  covered  by  this  report,  we 
gave  794  ml.  of  ZIG,  chiefly  to  residents  of  Nassau 
and  Suffolk  Counties.  Due  to  the  pattern  of 
growth  of  demand,  we  anticipate  further  annual 
increases  for  the  next  few  years. 

Comment 

Skilled  personnel  can  be  trained  in  basic  tech- 
niques for  a zoster  immune  globulin  program  in 
several  weeks. 

The  principal  ever-present  difficulty  in  the  pro- 
duction of  ZIG  is  the  need  for  continual  recruit- 
ment of  a sufficient  number  of  medium  or  high- 
titer  donors  who  are  willing  to  be  bled  repeatedly. 

A study  of  the  effect  of  low-titer  ZIG  has  been 
undertaken  in  our  program  since  demonstrated  ef- 
ficacy would  make  pretesting  of  donors  unneces- 
sary. Convalescent  herpes  zoster  patients  could 
then  commence  donations  starting  ten  days  after 
onset  of  symptoms,  with  testing  of  the  harvested 
plasma  to  determine  the  pool  into  which  it  would 
be  placed. 

To  eventually  free  ZIG  programs  of  this  time- 
consuming  personal  interchange,  the  possibility  of 
methods  of  safe  hyperimmunization  of  paid  donors 
might  be  scrupulously  explored.  Inoculation  with 
a sufficient  quantity  of  a live  attenuated  or  a killed 
vaccine  would  be  needed,  utilizing  virus  highly  pu- 
rified with  respect  to  tissue  cell  components. 


Since  there  is  not  an  anamnestic  rise  in  varicella- 
zoster  CF  titer  in  immune  individuals  who  are  inti- 
mately reexposed  to  varicella,  it  appears  unlikely 
that  aerosol  administration  of  virus  would  be  ef- 
fective. In  view  of  the  concern  about  the  latent 
properties  of  the  herpes  virus  group,  hyperimmun- 
ization should  be  considered  only  in  informed  vol- 
unteers who  have  a history  of  varicella  plus  a his- 
tory of  herpes  zoster  which  has  been  confirmed  by 
clinical  examination,  culture  of  vesicle  fluid,  and 
rising  antibody  titer. 

In  view  of  the  short  useful  life  of  the  convales- 
cent donor,  those  health  professional  personnel 
who  first  diagnose  herpes  zoster  must  be  kept 
aware  of  the  value  of  early  referral  and  indoctrina- 
tion leading  to  donation.  Referring  physicians 
must  be  informed  of  the  current  indications  for 
ZIG  and  be  able  to  see  concrete  results  of  its  use 
through  treatment  and  consultation  for  their  own 
patients. 

When  donors  are  treated  by  a competent  team 
with  consideration  for  their  feelings,  working 
hours,  and  finances,  and  plasmapheresis  is  per- 
formed promptly  and  efficiently,  there  is  encour- 
aging feedback  to  the  referring  physician.  When  a 
physician  who  has  been  referring  steadily  fails  to 
refer  further,  inquiry  is  advisable  to  determine  the 
reason  or  the  need  to  reestablish  confidence. 

The  demand  for  ZIG  is  rising  rapidly  according 
to  the  regional  ZIG  consultants  and  as  confirmed 
by  our  own  data  and  appears  to  be  nowhere  near  a 
saturation  point.  New  agents  and  procedures  con- 
tinue to  prolong  the  life  of  high-risk  patients  and 
to  shift  moderate-risk  individuals  into  the  high- 
risk  area,  where  at  least  5 times  as  much  ZIG  per 
kilogram  may  be  required  as  in  moderate-risk 
groups. 

Long-term  requirements  will  fluctuate  owing  to 
several  principal  variables:  the  normal  periodicity 
of  varicella  outbreaks,  the  number  of  susceptible 
persons  which  is  tied  to  the  presently  declining 
birthrate,  development  of  new  therapeutic  tools 
for  prevention  or  treatment  of  viral  infections  and 
their  complications,  and  cumulative  experience 
with  the  effectiveness  and  dosage  requirements  of 
ZIG. 

Due  to  smaller  yields  from  smaller  lots,  planning 
for  pools  of  at  least  100  L.  of  plasma  should  be  es- 
tablished either  at  a national  level  through  the 
U.S.  Public  Health  Service  or  at  a regional  level. 

Regional  centers  in  densely  populated  areas, 
each  employing  the  methodology  described  in  this 
report,  should  be  able  to  supply  national  needs  for 
zoster  immune  globulin  for  the  foreseeable  future. 
This  could  be  attained  by  carefully  planned  pro- 
gramming such  as  ours  in  which  public  or  volun- 
tary medical  centers,  where  herpes  zoster  patients 
can  be  identified  and  persuaded  to  donate,  work  in 
close  cooperation  with  private  pharmaceutical  lab- 
oratories which  are  licensed  for  production  of  spe- 
cialized human  immune  serum  globulins  as  well  as 
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are  experienced  in  utilization  of  the  fractionation 
by-products,  such  as  albumin.  Through  such  a 
unique  joint  effort,  licensing  of  ZIG  for  commer- 
cial distribution  could  be  achieved  within  the  next 
few  years. 
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were  kind  enough  to  perform,  on  our  lots  of  zoster  immune 
globulin,  the  FAMA  (fluorescent  antibody  against  membrane 
antigen)  test,  a method  recently  developed  in  their  laboratory. 
The  sustained  interest  of  the  numerous  community  physicians 
and  allied  health  professionals  who  referred  our  donors  was  es- 


Legisiative roundup* 

Kennedy-Mills  NHI  Bill  . . . April  2,  1974,  Congress- 
man Wilbur  D.  Mills,  (D.,  Ark.)  together  with  Senator 
Edward  M.  Kennedy  (D.,  Mass.)  jointly  introduced  the 
Comprehensive  National  Health  Insurance  Act  of  1974 
(H.R.  13870,  S.  3286).  Representative  Mills  further  an- 
nounced that  the  House  Committee  on  Ways  and  Means 
will  begin  public  hearings  on  the  subject  of  national 
health  insurance  beginning  April  24,  1974. 

The  NHI  proposal  is  similar  to  the  Administration’s 
proposal  and  represents  a withdrawal  from  the  position 
previously  stated  in  S.  3,  the  labor-sponsored  Health  Se- 
curity Act.  The  new  bill  provides  for  inpatient  hospital 
services  with  no  day  or  dollar  limitation,  physician  ser- 
vices and  other  medical  services  subject  to  an  annual  de- 
ductible of  $150  and  25  per  cent  coinsurance.  The  de- 
ductibles, however,  would  not  apply  to  certain  items  such 
as  prenatal  care,  well  baby  care,  and  dental  care  for  chil- 
dren. The  maximum  deductible  per  family  would  be 
$1,000  per  year  as  opposed  to  $1,500  under  the  Adminis- 
tration plan.  The  Kennedy-Mills  hill  would  be  manda- 
tory, requiring  participation  and  contribution  from  all 
persons.  Practitioners  would  be  free  to  participate  in 
the  program,  but  if  they  choose  not  to,  they  could  not 
provide  services  under  the  system.  A community-rated 


sential  to  our  achievement.  We  sincerely  hope  that  the  clinical 
benefits  of  this  program  will  accrue  to  their  patients. 
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premium  would  be  determined  nationally,  and  em- 
ployers would  be  required  to  contribute  3 per  cent  of 
payroll  up  to  an  earning  level  of  $20,000.  Employees 
would  contribute  1 per  cent  of  earnings  up  to  $20,000. 
Premiums  would  be  collected  through  the  Social  Securi- 
ty system,  and  a new  Social  Security  Board,  reporting 
directly  to  the  President,  would  direct  the  program. 
Existing  health  insurance  carriers  would  be  retained  to 
collect  coinsurance  and  deductibles,  make  disburse- 
ments, and  administer  the  transaction  of  insurance 
claims.  The  sponsors  of  the  legislation  further  antici- 
pate that  private  carriers  would  continue  to  write  insur- 
ance policies  covering  supplemental  benefits.  The  bill 
also  adopts  the  Administration’s  plan  for  a health  credit 
card  so  that  patients  would  be  billed  for  coinsurance  and 
deductibles  after  receiving  care. 

The  legislation  would  also  establish  a National  Health 
Development  Resources  Board  within  HEW  to  be  re- 
sponsible for  the  delivery  of  health  care  services  provid- 
ed under  the  measure.  Additional  provision  is  made  for 
prospective  budgeting  of  institutional  providers.  All 
services  reimbursed  by  the  program  would  be  subject  to 
PSRO  review  within  two  years  of  the  effective  date  for 
payment  of  benefits. 

* Legislative  Roundup  15:  1 (Apr.  5)  1974. 
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Definitive  proof  of  a viral  etiology  in  many  ani- 
mal cancers  has  been  achieved  in  experiments  that 
satisfy  Koch’s  criteria  for  the  identification  of  the 
causative  agent.  In  1936,  Bittner1  revealed  that 
breast  cancer  in  mice  is  due,  in  part,  to  the  pres- 
ence of  a factor  in  milk,  since  identified  as  the 
MMTV  (mouse  mammary  tumor  virus).  Genetic 
constitution,  hormonal  stimulation,  immune  re- 
sponse, diet,  nursing,  and  cocarcinogens  may  also 
be  involved  in  the  genesis  of  murine  breast  cancer. 
Whether  or  not  MMTV  is  the  common  denomina- 
tor in  the  etiology  of  this  disease  still  remains  un- 
answered. 

Indirect  evidence  has  been  accumulating  during 
the  last  decade,  on  the  other  hand,  that  RNA  (ri- 
bonucleic acid)  tumor  viruses  similar  to  MMTV 
may  be  involved  in  the  etiology  of  human  breast 
cancer.  Particles  morphologically  similar  to 
known  oncogenic  RNA  viruses  have  occasionally 
been  observed  in  samples  of  human  milks2-13  and 
in  breast  tumor  biopsy14  using  electron  microscop- 
ic techniques.  Immunologic  studies  have  revealed 
that  serum  of  breast-cancer  patients  neutralizes 
the  infectivity  of  MMTV  more  than  does  §erum  of 
control  patients.15  Antigens  have  also  been  found 
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in  serum  of  breast-cancer  patients  that  precipitate 
in  gels  with  antisera  prepared  against  purified 
MMTV.16 

In  1970,  Temin  and  Mizutani17  and  Baltimore18 
reported  the  detection  of  an  RNA-instructed  I)NA 
(deoxyribonucleic  acid)  polymerase  (reverse  tran- 
scriptase) in  two  RNA  tumor  viruses.  This  dis- 
covery was  to  open  a new  approach  in  the  study  of 
cancer  by  providing  previously  unavailable  molec- 
ular probes  for  the  presence  of  viral  agents.  We 
describe  here  the  utilization  of  these  probes  in  the 
study  of  both  animal  and  human  breast  cancer. 

Properties  of  reverse  transcriptase 

The  presence  of  reverse  transcriptase  was  soon 
shown  to  be  a universal  attribute  of  the  RNA 
tumor  viruses  including  the  type-B  mouse  mam- 
mary tumor  virus  isolated  from  mouse  milk.19’20 
Specific  hybridizability  of  the  synthetic  DNA 
product  to  the  homologous  viral  RNA  established 
that  the  viral  RNA  was  indeed  functioning  as  the 
instructive  template  in  the  synthesis.21  The 
DNA,  therefore,  suitably  labeled  with  isotope, 
could  be  used  as  a sensitive  probe  for  the  presence 
of  viral-related  RNA. 

These  observations  were  quickly  followed  by  the 
discovery  of  two  other  viral-associated  enzyme  ac- 
tivities. One  involved  a DNA-instructed  DNA 
polymerization,22-24  and  another  was  synthesis 
stimulated  by  a series  of  synthetic  duplexes,  such 
as  poly(polynucleotide)  (A)  • poly(U),  poly(dT)  • 
poly(A),  and  poly(dC)  • poly(G).25’26  Of  great 
practical  interest  was  the  finding  that  the  response 
to  the  synthetic  polynucleotides  was  as  much  as 
100  times  greater  than  that  seen  with  the  natural 
heteropolymeric  nucleic  acids.25  It  was  obvious 
that  the  synthetic  duplex  polynucleotides  provid- 
ed an  extremely  sensitive  tool,  potentially  useful  in 
both  detecting  and  analyzing  the  nature  of  the  en- 
zyme activity.  In  reporting  the  results  with  the 
synthetic  polynucleotides  we  specifically  noted  the 
earlier  similar  observation  with  Escherichia  coli 
DNA  polymerase.2'  Thus,  however  excellent  they 
may  be  as  detecting  devices,  synthetic  duplexes 
cannot  serve  as  unambiguous  probes  for  the  pres- 
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ence  of  reverse  transcriptase.  The  only  certain  di- 
agnostic reaction  for  reverse  transcriptase  involves 
the  use  of  purified  single-stranded  RNA  as  a tem- 
plate.28^30 To  be  completely  definitive,  a positive 
response  to  RNA  must  be  accompanied  by  a dem- 
onstration via  molecular  hybridization  to  show 
that  the  DNA  product  is  in  fact  complementary  to 
the  RNA  in  the  preparation  and  not  to  some  minor 
DNA  contaminant. 

The  criteria  we  have  just  described  are  adequate 
for  distinguishing  reverse  transcriptase  from  other 
DNA  polymerases  when  the  enzymes  being  exam- 
ined are  comparatively  pure.  We  now  turn  our  at- 
tention to  the  development  of  a procedure  that  is 
more  useful  in  determining  viral  involvement  in 
breast  cancer. 

Simultaneous  detection  test  for  reverse 
transcriptase  and  high  molecular  weight  RNA 

The  search  for  enzymatic  evidence  of  oncogenic 
RNA  viruses  in  animal  and  human  fluids  or  tissue 
extracts  is  often  made  difficult  by  possibly  low 
viral  content  compounded  by  massive  contamina- 
tion with  enzymatically  active  cell  components. 

Ideally,  the  detection  method  for  the  presence  of 
an  RNA  tumor  virus  should  be  simple,  sensitive, 
and  sufficiently  discriminating  so  that  a positive 
outcome  can  be  immediately  recognized  as  an  ac- 
ceptable signal  for  the  presence  of  the  viral  agent 
being  sought.  It  is  obvious  that  certainty  can  be 
increased  by  devising  a test  that  simultaneously 
identifies  two  diagnostic  features. 

The  oncogenic  RNA  viruses,  or  oncornaviruses 
exhibit  two  biochemical  properties  unique  to  them 
as  a group.31  They  possess  a large  single-stranded 
RNA  molecule  with  a 60  to  70S  (sedimentation 
coefficient),  often  referred  to  as  HMW  (high  mo- 
lecular weight)  RNA.32  They  also  contain  “re- 
verse transcriptase,”  an  enzyme  capable  of  using 
the  viral  RNA  as  a template  to  generate  a DNA 
complementary  copy.17-18'21 

The  possibility  of  a concomitant  test  for  70S 
RNA  and  reverse  transcriptase  was  suggested  by 
previous  studies  of  the  early  reaction  intermedi- 
ates.1733’34 The  initial  DNA  product  was  found 
complexed  to  the  70S-RNA  template.  It  seemed 
probable  that  these  features  of  the  early  stages  of 
the  reaction  could  be  used  to  design  the  assay  re- 
quired by  subjecting  radioactively  labeled  DNA 
products  to  sedimentation  analysis.  If  the  labeled 
DNA  product  is  found  complexed  via  hydrogen 
bonds  to  a 70S-RNA  molecule,  evidence  is  provid- 
ed for  the  presence  of  a reverse  transcriptase  using 
a 70S-RNA  template  and,  hence,  for  an  oncornavi- 
rus in  the  material  being  examined.  It  was  on  this 
basis  that  we  developed  the  simultaneous  detec- 
tion test,  which  we  now  describe.35 

The  test  has  been  carried  out  with  biologic  ma- 
terial containing  type-R  and  type-C  viruses  of 
avian,  rodent,  feline,  or  primate  origin.  The  pro- 


cedure is  illustrated  by  data  obtained  with  the 
mouse  mammary  tumor  virus  found  in  the  milk  of 
the  RIII  strain  of  mice.  This  virus  is  extremely 
difficult  to  propagate  in  tissue  culture  and  exem- 
plifies a situation  in  which  one  is  compelled  to  de- 
tect the  virus  in  milk,  a biologic  fluid  grossly  con- 
taminated with  cells  and  cell  fragments.  Further, 
the  MMTV  is  very  similar  to  particles  observed  by 
electron  microscopy  in  human  milk  preparations2- 
13  and  breast-tumor  biopsies.14  Finally,  we  have 
shown  that  the  particles  found  in  certain  human 
milks  contain  the  “reverse  transcriptase”  charac- 
teristic of  the  oncogenic  RNA  viruses.36  The 
mouse  mammary  tumor  virus  provided,  therefore, 
an  excellent  experimental  model  for  perfecting 
more  certain  and  sensitive  methods  needed  in 
characterizing  these  particles  in  human  milk. 

It  is  obviously  desirable  to  eliminate  any  super- 
fluous purification  steps  prior  to  the  assay  for  viral 
enzyme  activity.  We  found  that  the  commonly 
used  and  lengthy  isopyknic  separation  of  virus  in 
preformed  sucrose  gradients  is  not  a necessary 
prerequisite.  In  concentrating  virus  from  milk  it 
is  desirable  to  first  remove  the  casein  and  lipid 
components,  a step  readily  accomplished  by  add- 
ing an  equal  volume  of  0.15  M.  EDTA  (ethylenedi- 
aminetetracetic  acid)  followed  by  centrifugation  at 
3,000  g for  ten  minutes  at  4°C.  The  middle  clear 
“milk-plasma”  layer  is  then  separated  from  the 
top  lipid  layer  and  the  pellet  of  precipitated  ca- 
sein. The  virions  are  then  concentrated  by  cen- 
trifugation at  98,000  g for  thirty  minutes  at  4°C. 

The  viral  pellets  are  resuspended  in  0.33  per 
cent  of  the  detergent  NP-40  and  0.1  M.  dithiothre- 
itol  (DTT).  After  incubation  for  ten  minutes  at 
4°C.  to  achieve  virus  disruption,  a standard  fif- 
teen-minute reverse  transcriptase  reaction  is  car- 
ried out  with  an  aliquot.  After  the  product  is 
freed  of  protein  by  treatment  with  sodium  dodecyl 
sulfate  and  phenol,  it  is  subjected  to  a sedimenta- 
tion analysis  in  a 10  to  30  per  cent  glycerol  gradi- 
ent with  suitable  size  markers  to  determine  the  ap- 
parent size  distribution  of  the  DNA  synthesized. 

Assays  of  this  nature  were  carried  out  on  milks 
from  RIII  mice,  which  carry  the  mouse  mammary 
tumor  virus,  and  from  C-57  mice,  a low  mammary 
cancer  strain.  The  results  obtained  are  shown  in 
Figure  1,  the  legend  of  which  describes  all  the  per- 
tinent experimental  details.  It  is  clear  that  only 
the  milk  known  to  contain  the  mammary  tumor 
virus  shows  evidence  of  tritiated  DNA  in  the  70S 
position  of  the  gradient  (Fig.  1A).  Note,  however, 
that  both  gradients  contain  tritiated  DNA  sedi- 
menting at  6S  or  less,  ascribable  to  the  consider- 
able content  of  cellular  fragments,  a constant  fea- 
ture of  all  milks.  These  fragments  are  invariably 
associated  with  cellular  DNA  polymerases  as  well 
as  template  DNA,  a combination  that  can,  and 
does,  lead  to  the  synthesis  of  radioactively  labeled 
DNA  during  the  assay.  However,  this  introduces 
no  ambiguity  in  this  assay  since  the  DNA  synthe- 
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FIGURE  1.  Detection  of  HMW-RNA:3  H-DNA  complex  of  MMTV  in  mouse  milk.  One  ml.  of  milk  and  1 ml.  of  0.15  M. 
EDTA  (pH  7.5)  were  mixed  and  centrifuged  at  3,000  g for  ten  minutes  at  4°C.  Clear  "milk-plasma''  zone  between  lipid 
and  precipitated  casein  layers  was  removed  and  placed  on  20  per  cent  glycerol  column  and  centrifuged  at  98,000  g for 
one  hour  at  4°C.  Resulting  pellet  resuspended  in  45  microliters  of  0.01  M.  Tris  (pH  8.3)  containing  0.33  per  cent  Nonidet 
P-40  (Shell)  and  0.1  M.  dithiothreitol  (DTT)  and  kept  at  4°C.  for  ten  minutes.  This  then  added  to  standard  reverse  tran- 
scriptase reaction  mixture  (125  microliters  final  volume)  containing  in  micromoles:  6.25  Tris  HCI  (hydrochloric  acid)  (pH 
8.3),  1 of  MgCI2  (magnesium  chloride),  1.25  NaCI  (sodium  chloride)  (instead  of  KCI  (potassium  chloride)  to  avoid  precipita- 
tion when  SDS  (sodium  dodecyl  sulfate)  added  in  subsequent  step),  0.2  each  of  the  unlabeled  deoxyribonucleoside  triphos- 
phates (dATP,  dGTP,  dCTP)  and  3H-dTTP  (tritolyl  phosphate)  to  a final  specific  activity  of  8,900  cpm.  per  picamole.  All 
reactions  carried  out  at  37°C.  for  fifteen  minutes  and  terminated  by  addition  of  NaCI  and  SDS  to  final  concentrations  of 
0.2  M.  and  1 per  cent,  respectively.  After  addition  of  equal  volume  of  phenol-cresol  mix,  mixture  shaken  at  25°C.  for  five 
minutes  and  centrifuged  at  5,000  g for  five  minutes  at  25°C.  Aqueous  phase  then  carefully  layered  over  preformed  10  to 
30  per  cent  linear  glycerol  gradient  and  centrifuged  for  40,000  rpm.  for  three  hours  at  4°C.  in  SW-41  (Spinco)  rotor.  Ex- 
ternal markers  employed  were  3H-70S  avian  myeloblastosis  virus  RNA  and  tritium-labeled  28S  and  18S  RNA  from  NC-37 
cells.  Fractions  collected  from  below  and  aliquots  assayed  for  acid-precipitable  radioactivity.  (A)RIII  milk.  (B)C57  milk. 


sized  by  a contaminating  cellular  enzyme  is  readily 
distinguished  bv  its  gradient  position  from  the 
DNA  synthesized  on  the  large  viral  RNA  template. 

A number  of  simple  experiments  can  be  per- 
formed to  establish  that  the  labeled  DNA  found  in 
the  70S  region  is  that  part  of  the  gradient  because 
it  is  hydrogen-bonded  to  a large  RNA  molecule 
and  that  it  is  formed  as  a result  of  the  reverse  tran- 
scriptase reaction.  The  70S  region  of  the  gradient 
in  Figure  1A  is  pooled,  precipitated,  and  redis- 
solved. Half  the  sample  serves  as  a control,  and 
the  other  half  is  exposed  to  mild  denaturation  to 
rupture  hydrogen  bonds  (incubation  at  68°C.  for 
ten  minutes  in  50  per  cent  formamide).  The  con- 
trol and  the  treated  samples  are  then  subjected  to 
cesium  sulfate  equilibrium  centrifugation.  It  is 
evident  that  the  3H(tritium)-DNA  of  the  untreat- 
ed aliquot  resides  in  the  RNA  region  (1.65  to  1.68) 
of  the  density  gradient  as  would  be  expected  if 
small  DNA  pieces  are  complexed  to  relatively  large 
RNA  molecules  (Fig.  2).  On  the  other  hand,  a 
profile  of  the  denatured  sample  shows  that  all  the 
H-DNA  has  shifted  to  the  DNA  region  (1.42  to 
1.45)  of  the  equilibrium  gradient. 

Such  features  as  sensitivity  to  ribonuclease  and 
the  requirement  for  all  four  deoxyribonucleoside 
triphosphates  can  also  be  employed  to  demon- 
strate that  the  appearance  of  the  70S  RNA:3H- 


Fraction  No. 


FIGURE  2.  Cs2S04  (cesium  sulfate)  analysis  of  HMW- 
RNA:3H-DNA  complex.  The  60  to  70S  region  of  Figure 
1A  was  pooled,  precipitated  by  addition  of  2 volumes  of 
ethanol  and  yeast  RNA  carrier  (15  micrograms  per  milliliter 
final  concentration),  stored  at  — 20°C.  overnight,  and  cen- 
trifuged at  16,000  g for  twenty  minutes  at  0°C.  The  re- 
sulting pellet,  resuspended  in  0.002  M.  EDTA  and  saturat- 
ed Cs2S04  to  give  a final  density  of  1.55  Gm.  per  cubic 
centimeter,  was  centrifuged  at  44,000  rpm.  in  50  Ti  rotor 
(Spinco)  for  sixty  hours  at  20°C.;  fractions  collected  and 
processed  for  acid-precipitable  radioactivity. 

DNA  complex  is  in  fact  the  result  of  a reverse 
transcriptase  reaction.  If  the  reaction  described 
in  Figure  1 is  carried  out  after  preincubation  of  the 
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enzyme  preparation  with  ribonuclease,  the  glycerol 
velocity  gradient  shows  no  evidence  of  any  tritiat- 
ed  DNA  in  the  high  molecular  weight  region  of  the 
gradient.  Furthermore,  we  have  shown  that  if  one 
of  the  deoxyribonucleosiae  triphosphates  is  omit- 
ted, no  DNA  is  found  in  the  70S  position  in  a ve- 
locity gradient.35 

It  is  of  some  interest  to  emphasize  the  increased 
sensitivity  that  is  derived  from  using  the  gradient 
analysis  of  the  product.  For  example,  the  total 
reaction  of  Figure  1A  was  examined  for  sensitivity 
to  ribonuclease  by  incorporation  of  tritiated  TTP 
(thymidine  triphosphate)  into  acid-insoluble 
counts,  and  very  little  difference  was  found  com- 
pared with  the  control  reaction.  Had  we  depend- 
ed only  on  this  observation,  we  would  have  con- 
cluded that  there  was  little  or  no  virus  reverse 
transcriptase  activity  in  the  material.  This  is  not 
an  uncommon  situation  when  examinations  are 
made  of  crude  material  because  of  the  large 
amounts  of  cellular  DNA  polymerases  and  DNA 
templates  usually  present.  Sedimentation  analy- 
sis of  the  reaction  product,  however,  quickly  re- 
veals the  presence  of  the  reverse  transcriptase 
reaction  and  its  sensitivity  to  ribonuclease. 

It  is  well  known  that  the  70S  RNA  of  oncornavi- 
ruses is  easily  converted  into  components  that 
sediment  at  35S.37  It  is  therefore  not  surprising  to 
find  that  occasionally,  when  a sedimentation  anal- 
ysis of  a reaction  is  run,  tritiated  DNA  is  found 
complexed  to  molecules  sedimenting  at  both  70S 
and  35S. 

In  addition  to  the  experiments  described  with 
milk  containing  the  mouse  mammary  tumor  virus, 
we  have  successfully  examined  a number  of  other 
biologic  fluids  containing  other  RNA  tumor  vi- 
ruses for  the  formation  of  the  70S-RNA-tritiated 
DNA  complex.35  It  should  be  noted  that  none  of  3 
human  Mycoplasmas  tested  showed  any  evidence 
of  reverse  transcriptase.  This  is  of  some  technical 
interest  since  Mycoplasma  may  be  a contaminant 
of  human  milk. 

Human  milk  studies 

Particles  morphologically  similar  to  the  type-B 
mouse  mammary  tumor  virus,  Mason-Pfizer  mon- 
key virus,  and  type-C  murine  leukemia-sarcoma 
viruses  have  been  observed  in  samples  of  human 
milk.2-13  We  have  recently  shown  that  human 
milks  contain  particles  with  a density  of  1.16  to 
1.19  Gm.  per  milliliter,  and  these  particles  contain 
the  RNA-dependent  DNA  polymerase 36  The 
demonstration  of  the  viral  origin  of  this  reverse 
transcriptase  activity  in  human  milk  is  of  obvious 
importance,  since  it  has  been  shown  that  the  caus- 
ative agents  of  both  murine  mammary  tumors1 
and  murine  leukemia38  appear  in,  and  can  be 
transmitted  via,  mother’s  milk.  We  undertook  to 
see  whether  or  not  particles  isolated  from  human 
milk  contained  60  to  70S  RNA  and  whether  or  not 
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FIGURE  3.  Detection  of  HMW-RNA-3H-DNA  complex  in 
human  milk;  75  ml.  of  human  milk  and  75  ml.  of  0.15  M. 
EDTA  (pH  7.5)  mixed  and  centrifuged  at  3,000  g for  ten 
minutes.  Clear  zone  between  lipid  and  precipitated  ca- 
sein layers  removed  and  incubated  at  37°C.  for  thirty  min- 
utes in  presence  of  trypsin  (Worthington  Biochemicals, 
Freehold,  New  Jersey)  at  a final  concentration  of  1 milli- 
gram per  milliliter.  Lima  bean  trypsin  inhibitor  then  added 
to  a final  concentration  of  0.5  mg.  per  milliliter  and  sample 
layered  over  8-ml.  20  per  cent  gylcerol  column  in  a SW-27 
(Spinco)  centrifuge  tube.  After  centrifugation  at  98,000  g 
for  sixty  minutes  at  4°C.,  resulting  pellet  resuspended  in 
45  microliters  of  0.01  M.  Tris  (hydroxymethyl)  amino- 
methane  (pH  8.3)  containing  0.33  per  cent  NP-40  deter- 
gent and  0.1  M.  DTT  and  kept  at  4°C.  for  ten  minutes. 
This  suspension  then  added  to  standard  reverse  transcrip- 
tase reaction  mixture  and  processed  (Fig.  1). 


this  RNA  is  used  as  a template  in  the  reverse  tran- 
scriptase reaction.39'40 

The  simultaneous  detection  of  high  molecular 
weight  RNA  and  reverse  transcriptase  in  the 
human  material  is  identical  to  that  used  for  mouse 
milk.  A distinct  peak  of  acid-precipitable  3H- 
TTP,  observed  in  the  60  to  70S  or  35S  region  of 
the  gradient,  constitutes  a positive  finding. 

Numerous  human  milk  preparations  have  been 
examined  with  this  assay,  and  Figure  3 shows  a 
representative  positive  outcome.  A tritiated 
I)NA:RNA  complex  is  observed  sedimenting  at 
67S  in  a milk  from  a woman  with  a strong  familial 
history  of  breast  cancer.  In  one  instance  as  many 
as  200,000  cpm.  were  observed  in  the  60  to  70S  re- 
gion of  the  gradient.  These  tritiated  DNA.HMW 
complexes  hand  at  the  density  of  RNA  in  a cesium 
sulfate  gradient  and  are  eliminated  if  preincubat- 
ed with  ribonuclease  (40  micrograms  per  milliliter) 
prior  to  sedimentation  analysis.  Similar  results 
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FIGURE  4 Detection  of  polyriboadenylic  acid  regions  in 
HMW  RNA  from  human  milk  particles.  Seventeen  ml  of 
human  milk  treated  with  equal  volume  of  0.15  M.  EDTA 
(pH  7.5),  centrifuged  at  3,000  g for  fifteen  minutes  and 
clear  "milk-plasma”  interface  then  placed  on  8-ml.  col- 
umn of  20  per  cent  glycerol  over  6-ml.  pad  of  100  per 
cent  glycerol  in  a SW-27  (Spinco)  centrifuge  tube  and  cen- 
trifuged at  98,000  g for  sixty  minutes.  Material  on  top  of 
100  per  cent  pad  skimmed  off  and  layered  on  top  a 25  to 
50  per  cent  linear  sucrose  equilibrium  gradient.  After 
centrifugation  at  98,000  g for  three  hours,  material  from 
1.16  to  1.19  Gm.  per  milliliter  density  region  of  gradient 
was  pooled,  and  RNA  was  extracted  and  sized  by  layering 
over  linear  glycerol  gradient  (10  to  30  per  cent)  and  by 
centrifuging  at  40,000  rpm.  for  three  hours  (Spinco  SW-41 
rotor).  Gradient  was  dripped  and  optical  density  (260  mi- 
crons) read  for  each  400-microliter  fraction.  Poly  A con- 
tent of  each  fraction  was  then  determined  by  hybridization 
to  tritiated  poly  U.  Each  fraction  was  brought  to  600 
microliters  containing  0.45  M.  NaCI  and  0.045  M.  sodium 
citrate  (3  times  SSC),  0.003  M.  Tris  (pH  7),  50  per  cent 
formamide,  and  2,500  cpm.  3H-polyU  (17  curies  per  milli- 
mole, 1.07  times  10-4  picamoles  per  cpm.),  and  incubat- 
ed at  36°C.  for  forty-eight  hours.  Two  ml.  containing  0.01 
M.  Tris,  0.01  M.  MgCI2,  0.5  M.  NaCI,  10  micrograms  pan- 
creatic ribonuclease  A [sigma]  (boiled  ten  minutes  in  6 
times  SSC),  and  40  micrograms  deoxyribonuclease  I 
[sigma]  added  and  incubated  for  two  hours  at  30°C., 
placed  at  4°C.  for  fifteen  minutes  and  precipitated  with  0.5 
ml.  100  per  cent  TCA  (trichloroacetic  acid)  containing  0.2 
per  cent  uridine.  After  incubation  for  thirty  minutes  at 
4°C.,  acid-precipitable  radioactivity  was  determined  by 
collection  on  membrane  filters,  followed  by  washing  with 
10  per  cent  TCA  containing  0.02  per  cent  uridine. 

have  recently  been  reported  by  others.41'42  A re- 
cent report,  moreover,  has  shown  that  the  DNA 
synthesized  from  human  milk  particles  specifically 
hybridized  with  the  RNA  of  a human  malignant 
breast  tumor.43 

We  have  observed  that  women  differ  both  in 
their  content  of  tritiated  DNA:HMW-RNA  and 
reverse  transcriptase  and  that  different  samples 
from  an  individual  woman  taken  several  days 
apart  may  differ.  This  may  be  owing  to  an  actual 
variation  of  particles  in  the  milk  or  to  the  presence 
of  inhibitors  in  milks  that  may  obscure  the  out- 
comes of  our  assays.39,40 


Quantitation  of  virus-like 
particles  from  human  milks 

Numerous  investigators  have  found  that  the  60 
to  70S  RNA  of  the  known  RNA  tumor  viruses  con- 
tains poly  A (polyadenylic  acid)  regions  that  repre- 
sent approximately  1.5  per  cent  of  the  viral  ge- 
nome.44 47  We  found  that  the  60  to  70S  RNA 
from  human  milk  particles  also  contains  poly  A 
stretches  and  they  are  the  same  length,  approxi- 
mately 200  nucleotides  long,  as  those  found  in  the 
mouse  mammary  tumor  virus,  Mason-Pfizer  mon- 
key virus,  and  in  other  known  RNA  tumor  vi- 
ruses.48 This  assay,  which  is  a modification  of 
that  of  Gillespie,  Marshall,  and  Gallo,46  has  also 
been  utilized  for  the  quantitation  of  these  particles 
in  human  milk.  Any  virus-like  particles  present 
in  human  milk  are  purified  by  velocity  and  equi- 
librium gradient  centrifugations  (Figs.  1 and  2). 
RNA  is  extracted  from  particles  with  a density  of 
1.16  to  1.19  Gm.  per  milliliter  and  then  sized  by 
means  of  glycerol  velocity  gradient  centrifugation 
with  the  aid  of  appropriate  external  markers  to  de- 
termine the  60  to  70S  region.  Each  fraction  of  the 
velocity  gradient  is  tested  for  poly  A regions  by  hy- 
bridization to  tritiated  poly  U (polyribouridylic 
acid).  Ribonuclease  and  deoxyribonuclease  treat- 
ment is  used  to  ensure  that  the  remaining  acid-in- 
soluble  radioactivity  in  a given  fraction  is  due  to 
the  hybridization  of  tritiated  poly  U to  the  poly  A 
region  of  an  RNA  molecule.  Acid-insoluble  radio- 
activity in  the  60  to  70S  region  of  the  gradient  con- 
stitutes a positive  result. 

It  is  possible  to  quantitate  the  number  of  parti- 
cles present  in  a given  milk  utilizing  this  assay. 
Previous  studies  have  demonstrated  that:  (1) 

RNA  tumor  viruses  contain  a high  molecular 
weight  RNA  of  1.2  times  107  daltons  or  2 times 
10-u  micrograms,32  (2)  poly  A adenosine  mono- 
phosphate (AMP)  regions  represent  approximate- 
ly 1.5  per  cent  of  the  high  molecular  weight  RNA 
genome,44-46  and  (3)  there  are  3.3  times  103  pica- 
moles  RNA  per  microgram  of  RNA.  From  this  it  is 
evident  that  there  are  9.9  times  10~10  picamoles  of 
adenosine  monophosphate  in  the  poly  A stretches 
of  each  virion.  The  number  of  virions  per  prepa- 
ration can  now  be  determined: 

Number  virions  = (9.9  X 10-10)-1  X 
(specific  activity  of  3H-poly  U [picamoles/cpm])-1 
X total  cpm.  in  HMW-RNA  region 

The  accuracy  of  this  calculation  depends  on  the 
validity  of  the  molecular  weight  of  the  RNA  and  of 
the  estimated  proportion  of  poly  A segments. 
Using  this  formula,  the  milk  contains  1.1  X 107 
particles  per  milliliter  (Fig.  4).  This  would  corre- 
spond to  7.8  X 10-5  optical  density260  units  of  60 
to  70S  RNA,  an  amount  too  low  to  detect  spectro- 
photometrically. 
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We  have  tested  37  human  milk  samples  for  a 60 
to  70S  RNA  containing  poly  A sequences.  Five,  or 
14  per  cent,  were  found  to  have  positive  findings. 
A distinct  peak  at  35S  was  observed  in  a sixth  milk 
sample.  The  particle  purification  procedures  were 
designed  to  eliminate  free  messenger  RNAs  and 
nuclei  containing  heterodispersed  nuclear  RNA, 
both  of  which  contain  poly  A.  The  fact  that  86 
per  cent  of  the  milk  samples  tested  showed  nega- 
tive results  is  a strong  indication  that  the  14  per 
cent  having  positive  findings  are  not  due  to  normal 
RNA  species  of  human  lactating  mammary  tissue 
which  are  usually  found  in  milk. 

Numerous  investigators,  using  electron  micro- 
scopic techniques,  have  reported  the  occasional 
presence  of  particles  resembling  RNA  tumor  vi- 
ruses in  human  milk.213  These  observations, 
however,  depend  not  only  on  an  adequate  number 
of  particles,  but  on  particles  that  are  morphologi- 
cally intact.  It  has  been  shown  that  human  milk 
contains  substances  that  destroy  the  morphologic 
integrity  of  known  RNA  tumor  viruses  that  are 
added.13  Viral  particles,  however,  with  outer 
membranes  damaged  or  visually  obscured  by  cellu- 
lar debris,  would  still  be  detected  by  the  poly  A 
hybridization  technique.  The  poly  A assay  de- 
pends only  on  the  presence  of  an  intact  70S  RNA; 
thus,  if  only  viral  cores  were  present,  a positive  re- 
sponse would  still  be  obtained.  Thus,  this  tech- 
nique provides  a useful  method  for  quantitation  of 
known  and  putative  RNA  tumor  viruses.48 

The  results  presented  here  provide  evidence 
that  human  milks  contain  particles  that  are  simi- 
lar in  several  respects  to  the  known  RNA  tumor  vi- 
ruses of  animals,  namely,  a density  of  1.16  to  1.19 
Gm.  per  milliliter  and  the  presence  of  both  the  re- 
verse transcriptase  and  high  molecular  weight  60 
to  70S  RNA  containing  poly  A regions  of  200  nu- 
cleotide length.  Such  data  do  not,  of  course,  de- 
finitively establish  the  viral  nature  of  these  parti- 
cles or  their  relation  to  human  mammary  cancer. 
VVe  now  turn  to  other  types  of  experiments  that 
can  illuminate  the  possible  significance  of  these 
findings  for  the  human  disease. 

Viral-specific  RNA  in  mouse  mammary 
carcinoma  cells — a model  system 

Ultimately,  one  would  like  to  discover  a suscep- 
tible animal  in  which  the  human  milk  particles  in- 
duce the  appearance  of  mammary  tumors.  How- 
ever, it  is  impossible  to  predict  how  long  it  will 
take  to  attain  this  definitive  experimental  situa- 
tion. For  the  present,  other  experimental  alterna- 
tives must  he  explored  to  obtain  relevant  informa- 
tion. 

An  accessible  approach  would  use  RNA-DNA 
hybridization  to  detect  the  presence  of  viral-spe- 
cific RNA  in  human  tumors.49  Analogous  experi- 
ments have  been  performed  with  tissue  culture 
cells  infected  with  oncogenic  DNA  viruses.50,51 
Similarly,  viral -specific  RNA  has  been  detected  in 
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FIGURE  5.  Cesium  sulfate  equilibrium  density  gradie 
centrifugation  of  product  of  RNA-dependent  DNA  polym« 
ase  reaction  of  mouse  mammary  tumor  virus.  DNA  pro 
uct  synthesized  and  purified  and  then  dissolved  in  5.4  n 
of  5 mM.  EDTA,  mixed  with  an  equal  volume  of  saturate 
CS2SO4,  and  centrifuged  at  44,000  rpm.  in  a 50-Ti  rot 
(Beckman)  for  sixty  hours  at  20°C.  Fractions  of  0.4  n 
collected  and  processed  for  acid-precipitable  radioactivity 


both  the  nuclear  and  cytoplasmic  fractions  c 
mouse  cells  infected  with  the  murine  sarcoma-lei 
kemia  RNA  virus  complex.52 

A necessary  prelude  to  any  attempts  at  simils 
examinations  of  human  tumors  required  a demor 
stration  that  these  methods  were  applicable  to  tc 
mors,  using  a suitable  animal  system.53  In  addi 
tion  to  the  presence  of  similar  particles  in  th 
milk,  other  parallels  can  be  drawn  between  murin 
mammary  tumor  and  human  adenocarcinoma  c 
the  breast.  The  murine  system  was  therefor 
adopted  as  an  experimental  model  to  develop  pro 
cedures  permitting  the  detection  of  viral-specifi 
RNA  in  tumor  tissue. 

We  have  shown  that  the  murine  mammar 
tumor  virus  contains  a reverse  transcriptase  activi 
ty  that  can  be  used  to  generate  radioactively  la 
beled  DNA  complementary  to  MMTV-RNA.2 
Before  this  DNA  can  be  used  as  a probe  for  viral 
specific  RNA  in  tumor  cells,  it  is  important  that  i 
be  adequately  monitored  for  suitability  in  a hy 
bridization  test.  In  particular,  it  must  be  showr 
that  it  bands  solely  at  the  density  of  DNA  in  a ce 
sium  sulfate  (CS2SO4)  gradient  and  that  it  hybridi 
zes  to  the  homologous  viral  RNA  and  not  to  nor 
mal  cellular  RNA. 

DNA  was  synthesized  with  a detergent-disrupt- 
ed preparation  of  the  murine  mammary  tumor 
virus.  The  DNA  product,  freed  of  protein  and 
RNA,  was  examined  by  equilibrium  centrifugation 
in  cesium  sulfate  (Fig.  5).  It  is  evident  that  the 
synthesized  3H-DNA  bands  in  the  expected  region 
of  the  density  gradient.  It  is  important  to  empha- 
size that  the  alkali  treatment  must  be  rigorous 
enough  to  remove  all  the  RNA  present  in  the  origi- 
nal reaction.  Any  residue  of  DNA-RNA  hybrids 
formed  during  the  reverse  transcriptase  reaction 
will  make  the  product  unusable  as  a probe  for 
complementary  RNA. 
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FIGURE  6.  Cesium  sulfate  equilibrium  centrifugation  of 
viral  tritiated  DNA  after  annealing  to  purified  mammary 
tumor  virus  70S  RNA.  Purified  3H-DNA  product  (2,000 
cpm.)  annealed  to  2 micrograms  of  viral  70S  RNA.  After 
annealing,  reaction  subjected  to  Cs2S04  gradient  centrifu- 
gation (Fig.  5). 


Figure  6 shows  the  outcome  of  annealing  the  tri- 
tiated DNA  product  to  the  70S  RNA  of  the  murine 
mammary  tumor  virus.  As  is  usual  in  such  hy- 
bridizations, approximately  50  per  cent  of  the 
DNA  product  is  shifted  to  the  RNA  and  hybrid  re- 
gions of  the  density  gradient.21  Except  in  very 
brief  reactions,  not  all  of  the  DNA  formed  is  hybri- 
dizable  to  the  RNA  since,  in  the  absence  of  such 
agents  as  actinomycin  D,  DNA  is  synthesized, 
which  is  identical  rather  than  complementary  to 
the  template. 

Comparison  of  Figures  5 and  6 shows  clearly 
that  RNA  molecules  complementary  to  the  3H- 
DNA  product  are  readily  detected  by  movement  of 
the  radioactive  DNA  toward  the  RNA  region  of 
the  density  gradient,  owing  to  the  DNA:RNA  hy- 
brid complexes  that  form  during  the  annealing 
reaction. 

As  an  initial  step,  it  was  decided  to  see  whether 
or  not  viral-specific  RNA  could  be  detected  in  the 


nuclear  and  cytoplasmic  fractions  of  tumor  tissue. 
RNA  was  prepared  from  nuclei.  After  the  remov- 
al of  the  nuclei,  the  supernatant  was  subjected  to 
180,000  g centrifugation  through  a 25  per  cent  su- 
crose column,  as  described  previously.53  The  pel- 
let, which  would  contain  both  monosomes  and 
polysomes,  was  used  as  a source  of  what  is  desig- 
nated as  polysoma]  RNA  (pRNA). 

Annealing  reactions  with  the  cytoplasmic  pellet 
fraction  and  the  nuclear  fraction  gave  results  de- 
picted in  Figure  7.  It  is  evident  that  both  frac- 
tions contain  RNA  molecules  complementary  to 
tritiated  DNA  from  mammary  tumor  virus.  As  a 
consequence  of  the  annealing  reaction,  30  to  35  per 
cent  of  the  :1H-DNA  has  shifted  to  the  regions  of 
the  gradient  corresponding  to  RNA  and  hybrid 
density. 

Several  experiments  were  performed  to  examine 
the  specificity  of  hybrid  formation  between  poly- 
somal  RNA  from  tumor  cells  and  tritiated  DNA 
from  mammary  tumor  virus.  Figure  8A  demon- 
strates that  polysomal  RNA,  prepared  from  nor- 
mal mouse  liver,  exhibits  no  evidence  of  hybridiza- 
tion with  mammary  tumor  viral  tritiated  DNA. 
Further,  breast  tumor  polysomal  RNA  is  unable  to 
complex  with  tritiated  DNA  homologous  to  the 
RNA  of  Rauscher  leukemia  virus,  an  oncogenic 
agent  unrelated  to  the  mouse  mammary  tumor 
virus  (Fig.  8B). 

Finally,  the  hybridizability  of  mammary  tumor 
viral  tritiated  DNA  to  breast  tumor  polysomal 
RNA  was  compared  with  its  ability  to  complex  to 
polysomal  RNA  derived  from  normal  breast  tissue. 
The  normal  polysomal  RNA  was  prepared  from 
lactating  C57  female  mice,  a strain  in  which  mam- 
mary cancer  is  extremely  rare.  The  results  are 
shown  in  Figure  9 in  the  form  of  a saturation 
curve.  The  polysomal  RNA  from  the  tumor  tissue 
exhibits  its  usual  ability  to  hybridize  to  tumor 
virus  DNA,  with  evidence  of  entering  a saturation 
phase  at  about  100  micrograms.  On  the  other 
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FIGURE  7.  Cesium  sulfate  equilibrium  centrifugation  of  viral  tritiated  DNA  after  annealing  to  nuclear  and  polysomal  RNA 
from  mouse  mammary  tumors.  RNA  isolated  from  mouse  mammary  tumors,  and  250  micrograms  annealed  to  viral  3H- 
DNA  at  37°C.  for  eighteen  hours.  Reactions  then  subjected  to  CS2SO4  equilibrium  centrifugation.  (A)  Polysomal  RNA. 
(B)  Nuclear  RNA. 
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FIGURE  8.  (A)  Cesium  sulfate  equilibrium  centrifugation 

of  viral  tritiated  DNA  after  annealing  it  with  mouse  liver 
Fraction  NO.  polysomal  RNA.  Polysomal  RNA  extracted  from  tumor- 

free  female  mice,  and  250  micrograms  annealed  to  purified  viral  3H-DNA  (4,000  cpm.).  After  annealing,  reaction  subject- 
ed to  Cs2S04  equilibrium  centrifugation,  and  fractions  collected  and  analyzed.  (B)  Cesium  sulfate  equilibrium  centrifuga- 
tion of  Rauscher  leukemia  virus  tritiated  DNA  after  annealing  to  mouse  breast  tumor  polysomal  RNA.  Virus  was  purified, 
and  3H-DNA  product  synthesized;  250  micrograms  of  mouse  mammary  tumor  polysomal  RNA  was  then  annealed  to 
Rauscher  leukemia  viral  3H-DNA  (2,000  cpm.),  and  reaction  subjected  to  Cs2S04  equilibrium  centrifugation. 
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FIGURE  9.  Comparison  of  annealing  reaction  between 
mammary  tumor  viral  tritiated  DNA  and  mouse  mammary 
tumor  polysomal  RNA  and  normal  breast  polysomal  RNA. 
Rill  mouse  breast  tumor  polysomal  RNA  and  polysomal 
RNA  from  lactating  breasts  of  tumor-free  C57  mice  ex- 
tracted and  annealed  to  3H-DNA  from  mammary  tumor 
virus  at  various  RNA  concentrations.  Individual  annealing 
reactions  then  analyzed  by  Cs2S04  equilibrium  centrifuga- 
tion and  per  cent  DNA  hybridized  determined  by  cpm.  of 
DNA  sedimenting  in  RNA  and  hybrid  regions  of  gradients; 
©-©  normal  polysomal  RNA;  0-0  tumor  polysomal  RNA. 

hand,  the  polysomal  RNA  from  normal  breast 
shows  no  evidence  of  hybrid  izability  to  the  same 
DNA  within  the  concentration  range  examined. 

The  experiments  just  described  detecting  RNA- 
DNA  hybrid  formation  between  MMTV-DNA  and 
mouse  mammary  tumor  RNA  established  the 
presence  of  viral-specific  RNA  in  the  nuclear  and 
cytoplasmic  fractions  of  tumor  tissue.  The  nega- 
tive response  of  breast  tumor  RNA  to  the  unrelat- 
ed DNA  homologous  to  Rauscher  leukemia  virus 
RNA  and  the  positive  reaction  with  MMTV-DNA 
support  the  conclusion  that  the  annealing  reaction 
is  specific  (Figs.  7A  and  HR).  This  is  further 
strengthened  by  the  failure  to  find  RNA  comple- 


mentary to  the  MMTV-DNA  in  similar  fractions 
derived  from  liver  and  normal  breast  tissues  of  a 
low  mammary  cancer  mouse  strain. 

These  techniques  of  molecular  hybridization 
have  been  successfully  used  with  purified  viruses 
and  cells  in  tissue  culture.  The  experiments  de- 
scribed with  the  mouse  mammary  cancer  model 
demonstrate  their  applicability  to  actual  tumor 
tissue.  Because  they  provide  us  with  the  neces- 
sary technology  to  handle  tumor  specimens,  the 
results  have  obvious  implications  for  new  experi- 
mental approaches  to  detect  possible  viral  agents 
in  human  cancer. 


Mouse  mammary  tumor  virus-specific 
RNA  in  human  breast  cancer 

It  is  evidently  now  technically  feasible  to  obtain 
an  experimental  answer  to  the  following  question: 
“Can  one  find  RNA  molecules  in  human  tumors 
that  are  homologous  to  that  of  a putative  human 
viral  agent  (for  example,  the  particle  found  in 
human  milk)  or  to  an  analogous  animal  virus  of 
proved  oncogenic  potential?” 

A number  of  practical  and  theoretical  consider- 
ations led  to  the  choice  of  using  the  mouse  mam- 
mary tumor  virus  for  producing  the  radioactively 
labeled  DNA  to  search  for  homologous  RNA  in 
human  breast  tumors.  The  human  milk  particles 
would  have  been  a natural  candidate  had  they 
been  available  in  adequate  quantities.  Hopefully, 
this  deficiency  will  eventually  be  rectified.  Suc- 
cessful cultivation  in  tissue  culture  will  lead  to  ex- 
traordinarily interesting  experiments  with  human 
tumor  material  and  permit  a decision  on  the  de- 
gree of  homology  between  the  human  agent  and 
the  known  animal  mammary  tumor  viruses.  At 
this  time,  the  mouse  virus  is  the  only  generally 
available  agent  of  proved  ability  to  induce  breast 
cancer.  Positive  outcomes  with  it  therefore  pro- 
vided information  more  directly  relevant  to  the 
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FIGURE  10.  Cesium  sulfate  equilibrium  density  gradient  centrifugation  of  MMTV  tritiated  DNA.  (A)  After  annealing  to 
400  micrograms  polysomal  RNA  from  human  breast  tumor  (Cl 3791).  (B)  After  annealing  to  400  micrograms  polysomal 
RNA  from  biopsy  specimens  of  fibrocystic  disease  of  breast. 


question  of  viral  involvement  in  human  breast 
cancer. 

The  synthesis  of  the  MMTV  tritiated  DNA  and 
the  rigorous  proof  of  its  specific  complementarity 
to  RNA  of  MMTV  and  of  mouse  tumors  induced 
by  MMTV  were  accomplished  as  previously  de- 
scribed. Extraction  of  RNA  from  human  breast 
tumors  and  normal  tissues  was  also  performed  as 
previously  described.53,54  Figure  10A  shows  the 
sort  of  positive  response  one  can  observe  when 
MMTV  tritiated  DNA  is  annealed  wath  polysomal 
RNA  preparations  from  human  malignant  breast 
tumors.  This  profile  is  in  contrast  to  the  negative 
outcomes  observed  when  similar  reactions  were 
carried  out  with  polysomal  RNA  from  normal 
breast  tissue  or  from  fibrocystic  disease  tissue, 
where  no  MMTV  tritiated  DNA  is  observed  hybri- 
dized in  the  RNA  region  (Fig.  10B). 

Since  it  is  impractical  to  present  the  individual 
cesium  sulfate  gradient  profile  of  every  tissue  ex- 
amined, a convention  w'as  adopted  to  permit  a 
more  convenient  recording  of  our  findings.  To 
achieve  the  accuracy  desired,  ten-minute  counts 
(cplOm)  were  taken.  After  correction  for  back- 
ground counts,  the  sum  of  the  tritium  counts  in 
the  RNA  density  region  (between  densities  of  1.63 
and  1.67  Gm.  per  milliliter)  was  used  to  measure 
the  amount  of  DNA  complexed  to  RNA.  An  oper- 
ational mean  background  and  its  standard  devia- 
tion (S)  was  empirically  determined  by  the  total 
ten-minute  counts  of  three  tubes  in  the  negative 
regions  (tubes  2,3,4)  of  each  of  50  gradients.  All 
specimens  showing  ten-minute  counts  of  less  than 
three  standard  deviations  in  the  RNA  density  re- 
gion are  considered  as  negative  results.  Although 
this  procedure  may  eliminate  some  positive  re- 
sponses, it  provides  a 99.9  per  cent  confidence  and 
better  that  those  retained  are  significant.  Figure 
11  gives  a convenient  pictorial  summary  of  the  re- 
sults obtained.  It  is  important  to  emphasize  that 
the  line  drawn  at  3 ten  minute  counts  per  stan- 
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FIGURE  11.  Results  of  annealing  reactions  with  MMTV 
tritiated  DNA  and  polysomal  RNA  from  breast  and  other 
tissues.  Annealing  reactions  performed  between  MMTV 
3H-DNA  and  pRNA  isolated  from  specimens  of  normal 
breast,  fibrocystic  disease  of  breast,  breast  fibroadeno- 
mas, gynecomastia  carcinoma  of  breast,  leukemic  white 
blood  cells,  sarcomas,  human  placenta  (□),  human  liver 
(O),  and  human  intestine  (A).  Reactions  then  subjected 
to  Cs2S04  equilibrium  density  centrifugation  (Fig.  5). 
Amount  of  3H-DNA,  expressed  as  cplOm  corrected  for 
background,  banding  in  the  density  region  of  RNA  (be- 
tween densities  1.63  and  1.67),  was  determined  for  each 
reaction.  Operational  mean  background  and  its  S (stan- 
dard deviation)  was  then  determined  from  the  cplOm  of 
consistently  negative  portions  (fractions  2,  3,  4)  of  50  dif- 
ferent gradient  profiles.  Number  of  DNA  cplOm  (correct- 
ed for  background)  banding  in  RNA  region  of  gradient  then 
divided  by  operational  S (80  cplOm).  Any  reaction  with 
cplOm  in  RNA  region  less  than  three  S considered  nega- 
tive, thus  providing  99.9  per  cent  confidence  that  those 
reactions  retained  as  positive  (greater  than  3S)  are  signifi- 
cant. 


dard  deviation  is  an  arbitrary  one  in  denoting  a 
"positive”  versus  a “negative”  tumor. 

Of  the  29  malignant  tumors  examined,  67  per 
cent  gave,  positive  responses  with  values  than  can 
be  assigned  a better  than  1 out  of  1,000  chance  of 
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being  significant.54  None  of  the  polysomal  RNA 
samples  derived  from  normal  breasts  or  the  non- 
malignant  fibrocystic  and  gynecomastia  tissues 
and  fibroadenomas  yielded  positive  reactions  with 
the  MMTV  DNA.  It  should  be  noted  that  actual- 
ly 21  different  samples  of  fibrocystic  disease 
tissues  were  examined  in  all.  The  small  size  of  the 
specimens  usually  available  from  patients  with 
this  disease  made  it  necessary,  except  in  one  in- 
stance, to  pool  2 or  more  to  obtain  sufficient  poly- 
somal RNA  for  an  adequate  examination.  Nega- , 
tive  responses  were  also  observed  with  RNA  from 
normal  human  placenta,  liver,  and  intestine. 

Of  great  interest  is  the  fact  that  positive  re- 
sponses were  not  observed  with  any  of  the  human 
leukemias  and  sarcomas  tested.  Specificity  can 
also  be  tested  conversely.  Breast  tumor  polyso- 
mal RNA  positive  for  a reaction  with  MMTV 
DNA  can  be  challenged  with  a DNA  homologous 
to  the  RNA  of  an  unrelated  oncogenic  virus.  We 
have  shown  that  the  synthetic  DNAs  homologous 
to  the  RNA  of  either  the  murine  RLV  (Rauscher 
leukemia  virus)  or  of  the  AMV  (avian  myeloblas- 
tosis virus  do  not  cross  hybridize  with  the  corre- 
sponding RNA  of  the  mouse  mammary  tumor 
agent.  Consequently,  RLV  DNA  and  AMV  DNA 
can  be  used  to  examine  the  specificity  of  the  posi- 
tive reaction  observed  between  human  breast  can- 
cer polysomal  RNA  and  MMTV  DNA.  The  poly- 
somal RNA  of  three  breast  tumors  showed  positive 
reactions  with  MMTV  tritiated  DNA  and  no  de- 
tectable annealing  reactions  with  RLV  tritiated 
DNA  or  avian  myeloblastosis  virus  tritiated  DNA. 

It  is  important  to  recognize  that  the  experi- 
ments described  provide  no  measure  of  the  extent 
of  the  homology  existent  between  the  RNA  found 
in  human  breast  tumor  and  the  genome  of  the 
mouse  mammary  tumor  virus.  To  obtain  this  sort 
of  information  will  require  the  synthesis  of 
MMTV  DNA  in  amounts  adequate  to  saturate  the 
relevant  RNA  strands  in  tumor  polysomal  RNA. 

The  experiments  imply  that  there  is  information 
in  the  RNA  of  human  breast  tumors  that  is  specif- 
ically homologous  to  the  RNA  of  an  animal  breast 
tumor  virus. 

Mouse  leukemia  virus-specific 
RNA  in  human  leukemic  cells 

The  experiments  involving  mouse  mammary 
tumor  virus  DNA  and  polysomal  RNA  of  human 
breast  tumors  were  concurrently  performed  with 
studies  in  human  leukemia  lymphoma,  and  sarco- 
ma cells  utilizing  mouse  leukemia  virus  DNA  as  a 
molecular  probe.55-57  Each  of  these  investigations 
lends  support  to  the  specificity  and  meaningful- 
ness of  the  positive  responses  observed  in  the 
other. 

The  Rauscher  leukemia  virus,  an  agent  of  estab- 
lished leukemogenic  potential  in  mice,  was  chosen 


to  produce  the  radioactively  labeled  DNA  re- 
quired. This  RLV  tritiated  DNA  probe  was  syn- 
thesized and  purified  as  previously  described  and 
tested  for  annealing  specificity  to  RLV  70S  RNA 
and  polysomal  RNA  from  spleen  tissue  of  mice  in- 
fected with  RLV. 

Of  27  human  leukemic  white  blood  cell  samples 
tested,  89  per  cent  contained  polysomal  RNA  that 
specifically  annealed  to  Rauscher  leukemia  virus 
DNA,  but  not  to  the  DNA  probes  synthesized  from 
mouse  mammary  tumor  virus  or  the  unrelated 
avian  myeloblastosis  virus.  Further,  no  control 
white  blood  cells  or  other  normal  fetal  and  adult 
tissues  examined  showed  significant  levels  of  an- 
nealing to  the  specific  RLV  RNA.  It  should  be 
noted  that  white  blood  cells  in  the  active  phase  of 
the  disease  of  both  acute  and  chronic  leukemias 
showed  positive  reactions.  Sixty-eight  per  cent  of 
human  sarcomas57  and  69  per  cent  of  lymphomas56 
including  Hodgkins’  disease  also  contained  RNA 
that  specifically  annealed  to  the  RLV-DNA  probe. 

Application  of  simultaneous 
detection  test  to  breast  tumors 

The  presence  of  mouse  mammary  tumor  virus- 
related  RNA  in  human  breast  tumors  does  not 
mean,  of  course,  that  a viral  agent  has  been  identi- 
fied. To  further  pursue  the  etiologic  implications 
of  these  findings,  one  should  answer  the  following 
two  questions.  (1)  How  large  is  the  viral-related 
RNA  being  detected  in  human  tumors?  (2)  Is  this 
RNA  associated  with  a reverse  transcriptase  en- 
zyme? 

The  simultaneous  detection  test  has  been  suc- 
cessfully applied  to  answer  these  questions  in  both 
mouse  and  human  malignant  breast  tumors.35’57-59 
Of  particular  interest  was  the  demonstration  that 
human  breast  tumors  contain  particles  possessing 
both  70S  RNA  and  an  RNA-instructed  DNA  poly- 
merase. Furthermore,  the  DNA  synthesized  hy- 
bridizes specifically  to  the  RNA  of  the  mouse 
mammary  tumor  virus. 

Conclusion 

Collectively,  the  studies  summarized  in  this  re- 
port provide  compelling  evidence  implicating  a 
viral  agent  in  human  breast  cancer.  They  do  not, 
however,  establish  a viral  etiology.  To  complete 
the  proof,  it  will  be  necessary  to  show  that  the  par- 
ticles detected  in  human  milk  and  in  mammary 
adenocarcinomas  are  infectious,  transforming, 
and,  ultimately,  produce  the  disease  in  a suitable 
experimental  animal. 
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In  the  near  future  the  oncologist  may  well  ap- 
proach immunotherapy  as  another  modality  in  the 
treatment  of  certain  cancers.  Clinical  studies 
have  shown  that,  as  a result  of  inducing  a cell- 
mediated  challenge  reaction  in  a relatively  small 
area,  distant  unchallenged  lesions  both  in  the  skin 
and  at  other  sites  may  undergo  immune  reactions 
followed  by  regression.1’2 3 

We  will  further  describe  therapeutic  approaches 
utilizing  immunologic  memory  in  patients  whose 
immunocompetence  had  been  impaired  to  such  a 
degree  that  cell-mediated  immunity  to  new  anti- 
gens could  not  be  induced. 

Our  initial  immunotherapeutic  approaches  were 
carried  out  in  patients  with  primary  epidermal 
neoplasms.  These  included  multiple  extensive 
premalignant  epidermal  lesions,  such  as  keratoses 
of  the  surface  epidermis  and  leukoplakia  involving 
mucous  surfaces  and  mucocutaneous  structures, 
multiple  intractable  basal-cell  carcinomas,  and 
squamous-cell  carcinomas. 

Procedure  for  immunotherapy  of  skin  tumors 

Initially  the  procedure  used,  which  has  now 
been  modified  in  several  respects,  included  the  fol- 
lowing steps: 

1.  Determination  of  the  patient’s  level  of  immu- 
nocompetence by  skin  testing. 

2.  Induction  of  delayed  hypersensitivity  to  one  of 
the  several  antigenic  substances. 

3.  Antigenic  substance  of  sensitizing  agent  titrat- 
ed by  serial  dilution.  As  the  concentrations  are  suc- 
cessfully lowered  by  one  order  of  magnitude,  the  in- 
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tensity  of  the  challenge  response  decreases.  The  low- 
est level  to  which  the  patient  develops  a minimal  de- 
layed hypersensitivity  challenge  reaction  is  deter- 
mined. 

4.  Concentration  one  or  two  orders  of  magnitude 
below  the  lowest  concentration  to  which  a delayed  hy- 
persensitivity challenge  reaction  could  be  demon- 
strated in  normal  skin  applied  to  areas  involved  by 
neoplasms. 

5.  Administration  of  preparations  containing  the 
sensitizing  agent,  not  limited  to  the  site  of  clinically 
detectable  involvement  but  extended  over  the  ana- 
tomic region  where  the  neoplasm  is  located.  Thus,  le- 
sions on  the  forehead  are  treated  by  topical  adminis- 
tration of  the  sensitizing  agent  to  the  entire  forehead 
or  face.  These  administrations  are  continued  while 
the  delayed  hypersensitivity  occurs,  is  maintained, 
and  subsequently  subsides,  while  the  minimum  effec- 
tive concentration  of  the  challenging  agent  is  being 
administered. 

6.  Successive  reaction  stages.  During  this  period, 
neoplastic  lesions  undergo  successive  stages  of  de- 
layed hypersensitivity  reactions  including,  but  not 
necessarily  reaching,  necrosis.  Following  the  attain- 
ment and  maintenance  of  a peak  reaction  for  variable 
periods,  involution  or  disappearance  of  tumors  occurs 
which  is  accompanied  by  granulation  tissue  formation 
and  re-epithelization.  Thus,  the  site  of  previous 
tumor  involvement  is  being  resurfaced  at  the  same 
time  as  the  tumor  is  involuting. 

7.  Induced  reaction.  Induction  of  challenge  reac- 
tion may  be  discontinued  when  re-epithelization  and 
granulation  tissue  formation  is  apparent;  alternately, 
it  may  be  maintained  until  complete  healing  has  oc- 
curred. 

Follow-up  studies  on  an  initial  group  of  24  pa- 
tients for  periods  of  five  years  or  longer  show  more 
than  a 95  per  cent  rate  of  eradication  of  neoplasms 
without  residual  tumor  or  recurrences  in  an  aggre- 
gate of  more  than  5,000  lesions.  The  initially 
studied  group  of  patients  had  intractable  disease 
for  which  therapy  by  standard  modalities  was  not 
adequate.  The  group  consisted  of  patients  with 
the  multiple  basal  cell  nevoid  syndrome,  late  ra- 
diation dermatitis  with  malignant  degeneration, 
xeroderma  pigmentosum,  arsenical  dermatitis,  and 
severe  skin  damage  with  multiple  malignant  le- 
sions due  to  excessive  exposure  to  the  ultraviolet 
light  of  the  sun  or  artificial  sources. 

Fifty-four  patients  with  less  severe  disease  who 
were  studied  for  shorter  periods  were  followed 
during  the  past  three  to  five  years  with  essentially 
similar  results.  It  should  be  noted,  however,  that 
definitive  evaluation  in  malignant  disease  requires 
a five-year  minimum  follow-up  observation,  and 
the  course  of  these  patients  following  immune 
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challenge  has  to  remain  under  continued  surveil- 
lance. 

To  induce  a cell-mediated  immune  challenge 
reaction  resulting  in  therapeutic  effects  on  tumors, 
the  patient  has  to  be  able  to  develop  a hypersensi- 
tivity state  against  the  antigen  or  antigens  em- 
ployed. A number  of  patients  with  multiple  epi- 
dermal tumors  were  found  to  be  unable  to  develop 
an  immune  reaction  to  several  sensitizing  agents 
under  study. 

Findings 

Studies  were  initiated  to  determine  w’hether  or 
not  patients  had  retained  immunologic  memory 
for  antigens  to  which  they  may  have  been  exposed 
prior  to  impairment  of  immunocompetence,  par- 
ticularly antigens  of  microbial  origin.  These  anti- 
gens included  purified  protein  derivative  of  tuber- 
culin (PPD),  old  tuberculin  (OT),  mumps  vaccine 
(MV),  streptokinase  and  streptodornase  (Var- 
idase-V),  Candida  extract  (CE),  histoplasmin  (H), 
coccidioidin  (C),  blastomycin  (B),  trichophytin 
(T),  pertussis  (P),  and  other  bacterial  and  fungal 
antigens. 

A group  of  68  patients  was  investigated.  Nine 
patients  who  failed  to  develop  hypersensitivity  to 
DNCB  showed  immunologic  memory  to  one  or 
more  microbial  antigens.  There  w'as  considerable 
variation  in  the  intensity  of  the  challenge  reactions 
to  microbial  antigens. 

Immunologic  memory  was  found  by  Holtermann 
et  al.5  to  provide  a basis  for  inducing  selective  an- 
titumor effects  by  cell-mediated  challenge  in  pa- 
tients who  had  retained  the  capability  of  reacting 
to  one  or  more  of  these  antigens.  Cell-mediated 
challenge  reaction  induced  by  microbial  antigens 
was  found  to  result  in  eradication  of  premalignant 
and  malignant  epidermal  tumors  as  well  as  cuta- 
neous lesions  of  mycosis  fungoides,  reticulum-cell 
sarcoma,  and  other  nonepidermal  tumors. 

Antitumor  effects  of  cell-mediated  immune 
challenge  remains,  analogous  to  those  previously 
described  for  epidermal  neoplasms,  were  demon- 
strated in  several  types  of  tumors  including  reticu- 
lum-cell sarcoma,  mycosis  fungoides,  Kaposi’s 
hemorrhagic  sarcoma,  malignant  melanoma,  and 
adenocarcinoma  of  the  breast.3-5  These  studies 
indicated  that  the  essential  principles  underlying 
the  therapeutic  effects  of  cell-mediated  immune 
challenge  reactions,  as  initially  observed  in  malig- 
nant tumors  of  the  epidermis,  have  broader  impli- 
cations for  tumor  biology  and  tumor  therapy  and 
pertain  to  a variety  of  malignant  diseases.  Re- 
gressions of  lesions  were  induced  by  challenge 
reactions  following  haptene-induced  immunity  or 
on  the  basis  of  immunologic  memory  or  both.  Re- 
sponses in  lesions  involving  the  skin  and  subcuta- 
neous tissue  included  complete  regressions,  partial 
regressions,  or  temporary  arrest  of  progression  and 
complete  lack  of  response,  as  indicated  by  clinical 


observation  and  serial  biopsy  examinations  of  met- 
astatic lesions  of  carcinomas  or  melanomas  and  in- 
filtrates arising  from  certain  lymphomas,  as  pre- 
viously described. 

Studies  by  Holtermann  et  al ,3  demonstrated 
that  considerable  variation  existed  in  the  rate  and 
degree  of  responses  obtained  in  patients  with  my- 
cosis fungoides  and  other  disseminated  or  meta- 
static tumors.  Regressions  of  lesions  in  mycosis 
fungoides  occurred  following  a single  injection  of 
purified  protein  derivative  of  tuberculin,  although 
more  often  multiple  daily  injections  for  periods  of 
up  to  six  weeks  were  required,  ranging  from  3 to  42 
consecutive  daily  interlesional  administrations. 
The  implications  of  these  findings  indicate  a gen- 
eral principle  of  cell-mediated  immunity  in  tumor 
biology.  From  a more  practical  aspect,  these  find- 
ings permitted  immunotherapeutic  approaches, 
based  on  immunologic  memory  for  cell-mediated 
challenge,  to  be  extended  to  a larger  number  of  pa- 
tients with  extensive  malignant  disease  with  im- 
munocompetence impaired  to  the  extent  that  they 
could  not  develop  de  novo  cell-mediated  immuni- 
ty. The  data  further  indicate  that  sensitizing 
agents  of  relatively  large  molecular  weight  can 
produce  reactions  similar  to  those  induced  with 
compounds  of  small  molecular  weight.  These  ob- 
servations may  also  be  of  significance  since  they 
raise  the  possibility  that  exposure  to  microbial  an- 
tigens as  they  occur  throughout  life  may  serve  an 
additional  or  incidental  purpose  of  increasing  the 
effectiveness  of  the  immunologic  surveillance 
mechanism. 

Rapp  et  al.  showed  that  induction  of  immunity 
to  BCG  (Bacillus  Calmette-Guerin)  at  the  site  of 
tumor  implantation  not  only  prevented  the  devel- 
opment of  the  tumor  but  also  resulted  in  regres- 
sion of  tumors  which  have  become  established. 
They  showed  furthermore  that  lasting  regressions 
included  metastatic  lesions  in  the  regional  lymph 
nodes  without  direct  administration  of  BCG  to  the 
nodes  involved  by  tumor.  The  guinea  pig  model 
system  which  was  used  by  these  workers  has  pro- 
vided us  with  a means  to  study  in  detail  those  pa- 
rameters which  cannot  be  adequately  assessed  in 
human  beings. 

The  immune  mechanism  responsible  for  graft 
rejection  is  intimately  associated  with  lymphoid 
cells  and  is  related  to  delayed-type  hypersensitivi- 
ty. Most  likely  this  mechanism  is  also  involved  in 
the  control  of  neoplastic  growth.  Old  found  that 
the  level  of  induced  immunity  may  be  sufficient 
for  rejecting  small  numbers  of  grafted  tumor  cells 
while  larger  inocula  resulted  in  tumor  take.  Klein 
et  al.4-5  observed  that  tumor  cells  treated  in  vitro 
with  leukocytes  obtained  from  hosts  sensitized 
against  the  tumor  had  lost  their  ability  to  grow 
after  transplantation  into  syngeneic  hosts.  These 
observations  indicated  that  specific  cell-mediated 
immunity  was  an  all-important  factor  in  the  rela- 
tionship between  the  host  and  tumor. 
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Alexander  as  well  as  Old  were  able  to  demon- 
strate that  adoptive  immunity  transferred  protec- 
tion from  tumor-bearing  animals  to  syngeneic  re- 
cipients of  tumor  transplants.  These  studies,  em- 
phasizing the  role  of  tumor-specific  transplanta- 
tion antigens  and  the  resulting  specific  cell-me- 
diated immunity,  were  complemented  by  the  work 
of  Weiss  and  Boyse  showing  that  nonspecific  stim- 
ulation of  cell-mediated  immune  reactivity  also  in- 
creased protection  against  virus-induced  tumors  as 
well  as  transplanted  tumors  in  syngeneic  animals. 
Thus  it  became  apparent  that  induction  of  sensi- 
tivity to  BCG  increased  the  responsiveness  of  the 
immune  system  against  tumor  cells  preventing 
their  development. 

These  principles  were  subsequently  found  to  ex- 
tend from  tumor  prevention  to  the  induction  of  re- 
gressions and  eradications  of  established  malig- 
nant lesions  in  man  and  in  animals. 

Tumor  regressions,  apparently  based  on  specific 
immunity  against  tumor  antigens,  have  been  re- 
ported by  Simmons  and  Rios6  after  vaccination 
with  tumor  cells  treated  with  neuraminidase.  The 
data  indicate  that  changes  induced  on  the  surfaces 
of  the  tumor  cell  result  in  a more  intense  response 
in  the  efferent,  and  also  possibly  in  the  afferent, 
arm  of  the  immune  mechanism.  It  is  noteworthy 
that  Weiss  has  shown  that  treatment  of  lympho- 
cytes with  neuraminidase  also  results  in  a more  in- 
tense reaction  against  untreated  tumor  targets. 
Warren  who  has  extensively  studied  sialic  acid 
complexes  on  cell  surfaces  found  that  the  sialic 
acid  moiety  and  the  conformation  of  the  associ- 
ated proteins  differ  markedly  between  normal 
cells  in  their  resting  stage  and  cells  undergoing  re- 
duplication. In  normal  cells  this  alteration  in  the 
sialic  acid  content  is  limited  to  the  period  of  active 
cell  division.  In  tumor  cells  a larger  sialic  acid 
component  of  surface  glycoproteins  appears  to  be 
present  even  when  the  cells  are  not  dividing. 
Warren  further  found  that  sialic  acid  complexes 
appear  to  inhibit  protein-protein  interactions. 
Thus  the  sialic  acid  protein  complex  is  apparently 
related  to  significant  changes  on  cell  surfaces  as 
they  undergo  interaction  and  possibly  not  limited 
to  immunologic  mechanisms. 

Comment 

The  mechanism  by  which  nonspecific  immunity 
induces  antitumor  effects  is  almost  completely  un- 
resolved. Several  possibilities  have  been  suggest- 
ed. It  appears  that  there  may  be  a final  common, 
path  which  results  in  tumor  destruction,  probably 
predominantly  mediated  by  selective  activity  of 
“aggressive”  macrophages.  'The  action  of  small 
organic  molecules  acting  as  haptenes,  at  least  in 
the  initial  phases  of  eliciting  cell-mediated  immu- 
nologic response,  would  differ  from  that  of  micro- 
bial antigens.  Whether  or  not  haptenes  like 
DNCB  combine  with  one  or  more  of  these  proteins 
as  a surface  component  of  the  tumor  cells,  which 


qualitatively  or  quantitatively  differ  from  normal 
cells,  has  not  been  clarified.  It  is  unlikely  that  mi- 
crobial antigens  would  directly  interact  with 
tumor  antigens  or  convert  nonantigenic  compo- 
nents of  the  tumor  cell  surface  to  strongly  antigen- 
ic target  sites.  In  any  event,  cell-mediated  chal- 
lenge responses,  whether  induced  by  haptenic 
complexes  or  by  discrete  antigenic  microbial 
agents,  result  in  an  accumulation  of  mononuclear 
cells.  As  a result,  macrophages  are  activated 
which  then  may  proceed  to  destroy  the  tumor 
cells.  A secondary  effect  of  this  reaction  may  be 
increased  processing  of  tumor  antigen  by  macro- 
phages resulting  in  a stimulation  of  tumor-specific 
immunity. 

It  has  been  observed  that  two  or  more  antigens 
can  produce  a challenge  reaction  when  single  anti- 
gens fail  to  do  so.  It  is  therefore  possible  that  the 
presence  of  a potent  antigen  acts  as  an  adjuvant  in 
the  induction  of  effective  immune  responses  to  an 
otherwise  weak  tumor  antigen.  The  presence  of  a 
relatively  large  number  of  lymphocytes  could  also 
increase  the  likelihood  of  sensitization  of  these 
cells  to  a tumor  antigen.  If  this  were  to  occur  in 
situ  in  the  presence  of  a notoriously  labile  tumor 
antigen,  it  may  explain  the  more  intense  challenge 
reaction  by  lymphocytes  accumulated  at  the  site  of 
tumors  than  by  those  in  normal  tissue.  Thus,  ac- 
cumulation of  lymphocytes,  induced  as  a result  of 
challenge  to  a strong  antigen,  may  place  them  into 
a strategic  position  to  develop  sensitivity  against  a 
tumor  antigen  with  which  their  contact  would  oth- 
erwise be  more  limited. 

The  concurrent  administration  of  two  or  more 
sensitizing  agents  to  tumor  sites  produces  selec- 
tively intense  reactions  which  result  in  tumor  de- 
struction, as  compared  with  the  minimal  reversible 
changes  observed  in  normal  tissues  under  the  same 
investigative  conditions.  The  retention  of  selec- 
tivity in  the  presence  of  multiple  antigens  for  a 
tumor  antigen  is  analogous  to  the  increase  in  the 
reactivity  when  additional  antigens  are  added,  ei- 
ther in  the  normal  tissues  or  at  tumor  sites.  These 
observations  may  be  of  significance  in  respect  to 
the  effects  of  complex  antigenic  systems  of  intact 
microorganisms,  such  as  BCG,  which  contain  a 
multiplicity  of  antigenic  components. 

It  is  of  further  interest  to  note  that  the  dose-re- 
sponse relationship  indicates  that  the  intensity  of 
cell-mediated  immune  challenge  reactions  are  in- 
creased as  the  concentrations  of  the  sensitizing 
agents  are  increased,  once  the  threshold  for  induc- 
ing a detectable  reaction  has  been  reached  or  ex- 
ceeded. 

One  of  the  possible  mechanisms  of  the  increased 
intensity  of  the  challenge  response  in  the  presence 
of  several  antigens  may  be  the  increased  numbei 
of  immunologically  committed  lymphocytes  which 
congregate  at  the  challenge  site.  Since  the  onset 
of  the  cell-mediated  challenge  system  appears  t( 
be  dependent  on  a threshold  level  of  committee 
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lymphocytes  undergoing  a response,  the  presence 
of  larger  numbers  of  reactive  mononuclear  cells 
may  result  in  exceeding  an  otherwise  subliminal 
stimulus. 

Our  studies  have  been  mainly  concerned  with 
the  antitumor  effects  of  the  cell-mediated  system. 
Challenge  reactions  induced  by  Schick  antigen, 
however,  may  be  of  interest  since  a delayed  com- 
ponent of  the  reaction  appeared  to  be  ineffective, 
as  indicated  bv  simultaneous  administration  of 
toxoid,  while  the  reactions  w-ithout  concurrent  ad- 
ministration of  diphtheria  toxoid  resulted  in 
tumor  destruction  in  lesions  of  mycosis  fungoides, 
reticulum-cell  sarcoma,  and  carcinoma  of  the 
breast.  These  observations  suggest  that  humoral 
antibodies  may  be  a factor  in  producing  cytotoxic 
effects  under  appropriate  conditions,  although,  as 
yet,  selectivity  for  tumor  cells  has  not  been  estab- 
lished. 

Conclusion 

While  the  studies  presented  in  this  report  indi- 
cate the  feasibility  of  immunotherapeutic  ap- 
proaches to  several  types  of  malignant  disease,  fur- 
ther pursuit  of  the  failures  will  provide  meaningful 
information  on  obstacles  to  the  more  effective  and 
wider  application  of  immunotherapy.  Intensive 
study  is  also  indicated  in  the  relatively  small  pro- 
portions of  patients  in  whom,  so  far,  immuno- 
therapeutic approaches  have  been  found  to  exert 
clinically  significant  antitumor  effects.  Further 
studies  in  this  area  may  be  of  significance  in  tumor 
immunology,  as  well  as  in  providing  information 
relevant  to  infectious  diseases  and  other  normal 


and  pathologic  processes  in  which  immune  mecha- 
nisms play  a significant  role.  While  the  tumor 
system  provides  a challenging  area  for  investigat- 
ing complexities  of  delicately  balanced  immuno- 
logic systems,  the  converse  is  of  major  importance, 
since  progress  in  the  immunologic  aspects  of  cell 
biology  and  the  role  of  noncellular  mediators  and 
their  regulatory  mechanisms  are  of  fundamental  as 
well  as  applied  importance. 

In  addition,  the  role  played  by  noncellular  medi- 
ators in  the  antitumor  activity  of  the  cell-mediated 
challenge  reaction  presents  an  intriguing  problem 
which  may  be  of  great  significance  in  theoretical 
considerations  as  well  as  practical  approaches  to 
immunotherapeutic  management  of  malignant 
disease.  The  various  noncellular  mediators  re- 
leased during  cell-mediated  immune  challenge  are 
currently  under  study,  but,  except  for  macrophage 
migration  inhibiting  factor,  not  enough  is  known 
about  them  to  justify  further  speculation. 
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In  the  last  decade  a greatly  increased  under- 
standing of  the  basic  immunologic  responses  of  liv- 
ing organisms  to  foreign  tissue  has  led  to  renewed 
interest  in  the  importance  of  the  host  tumor  im- 
mune interaction,  both  as  a means  of  detecting 
and  of  regulating  tumors.  New  concepts  and  in- 
formation have  been  accumulated  through  many 
advanced  methods  and  techniques  of  immunologic 
study.  One  area  of  tumor  immunology  research 
which  has  progressed  greatly  is  the  search  for 
tumor-specific  or  tumor-associated  antigens.  In 
particular,  the  CEA  (carcinoembryonic  antigen), 
originally  described  by  Gold  and  Freedman,'  of- 
fers great  promise  for  diagnosis  and  prognosis  of 
patients  with  cancer. 

In  their  initial  experiments  Gold  and  Freedman1 
demonstrated  that  extracts  of  malignant  tumor  of 
the  entodermally  derived  epithelium  of  the  gas- 
trointestinal tract  contained  tumor-specific  anti- 
gens not  present  in  normal  colonic  or  other  adult 
tissues.  Subsequent  investigations  showed  that 
identical  antigens  could  he  found  in  embryonic 
and  fetal  tissues  of  the  liver,  gut,  and  pancreas  be- 
tween two  to  six  months  of  gestation.2  Hence,  the 
name  carcinoembryonic  antigen  of  the  human  di- 
gestive system  was  employed.  Although  the  final 
clinical  application  of  CEA  still  needs  further 
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FIGURE  1.  Principle  and  procedure  for  radioimmunoas- 
say of  carcinoembryonic  antigen:  CEA  extracted  from 

plasma  with  perchloric  acid  and  dialyzed.  After  dialysis, 
anti-CEA  antiserum  and  radioactive  l125-CEA  are  incubat- 
ed with  dialysate  to  form  antigen-antibody  complex.  Anti- 
body-bound  CEA  and  l125-CEA  are  separated  from  mix- 
ture. Radioactivity  in  precipitate  is  then  measured. 
Bound  radioactivity  plotted  versus  CEA  in  standard  to  give 
calibration  curve  for  which  concentration  of  CEA  in  speci- 
men can  be  determined. 


study,  it  is  of  tremendous  importance  in  its  own 
right  because  of  the  rapidly  increasing  under- 
standing of  tumor  antigenicity  which  has  come 
about  following  this  initial  discovery. 


Characteristics 

Measurement.  The  most  commonly  used  CEA 
test  depends  on  radioimmunoassay  techniques 
which  allow  sensitive  measurement  of  antigen  in 
plasma  and  serum  in  amounts  at  the  range  of  1 
times  10~9  Gm.3~6  In  the  assay  antiserum  is 
raised  in  animals,  such  as  the  goat  and  rabbit, 
against  antigen  usually  extracted  from  hepatic  me- 
tastases  of  colon  carcinoma.  Some  purified  prepa- 
ration of  antigen  is  labeled  with  iodine-125.  Plas- 
ma which  contains  carcinoembryonic  antigen  is 
mixed  with  radioactive  CEA  and  antibody,  and 
then  it  combines  with  the  CEA  present.  The 
more  CEA  in  the  plasma  samples  used,  the  less  ra- 
dioactive CEA  will  complex  with  the  antibody. 
An  inverse  linear  relationship  exists  between  plas- 
ma carcinoembryonic  antigen  and  complexing  of 
radioactive  CEA  in  this  assay  (Fig.  1). 

Physicochemical  properties.  Carcinoem- 
bryonic antigen  has  been  demonstrated  on  tumor- 
cell surfaces  by  fluorescence  microscopy.7  A re- 
cent electron  microscopy  study  revealed  that  CEA 
is  in  the  glycocalyx.8  By  immunoperoxidase  stain- ! 
ing  techniques,  it  has  also  been  found  in  the  cyto-j 
plasm.9  It  can  be  isolated  by  extraction  of  tumor 
tissue  with  saline  or  with  1 M.  perchloric  acid  fol- 
lowed by  column  chromatography  and  electropho-j 
resis.10  It  contains  14  amino  acids  and  5 carbohy- 
drate moieties  with  a molecular  weight  of  about 
200,000.  It  migrates  at  beta  range  in  electropho- 
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resis.  The  sedimentation  constant  has  been 
shown  to  be  between  6.9  and  8. 10,1 1 Analysis  of 
chemical  elements,  including  carbohydrate,  partial 
results  of  amino  acid-sequence  analysis,  and  study 
of  antigen-determining  sites  have  recently  been  re- 
ported.11-13 

Location  of  CEA 

Cancer  of  gastrointestinal  tract.  Thomson 
et  al.3  initially  reported  that  carcinoembryonic  an- 
tigen is  a tumor-specific  constituent  of  adenocarci- 
noma arising  from  the  entodermally  derived  epi- 
thelium of  the  digestive  tract.  In  36  patients  with 
adenocarcinoma  of  the  colon  or  rectum,  all  but  1 
(97  per  cent)  had  elevated  circulating  CEA  (great- 
er than  2.5  ng.  per  milliliter).  The  patient  with 
negative  results  had  a localized  invasive  polypoid 
adenocarcinoma  of  the  transverse  colon.  Of  32 
patients  with  cancer  of  other  parts  of  the  digestive 
system,  only  2 patients  with  metastatic  adenocar- 
cinoma of  the  pancreas  had  elevated  levels  of  CEA. 
No  elevated  carcinoembryonic  antigen  was  detect- 
ed in  patients  with  cancer  of  nonenteric  organs  or 
with  noncancerous  disease  of  the  digestive  system 
nor  was  it  elevated  in  pregnant  women  or  normal 
control  subjects.3  The  tremendous  implications 
for  better  diagnosis  and  treatment  of  this  work 
were  immediately  apparent,  and  subsequently  the 
study  of  CEA  has  growm  rapidly. 

Using  the  Thomson  et  al.3  method  of  assay 
(Farr’s  technique)  and  reagents  supplied  by  the 
McGill  University  Medical  Clinic,  the  Boston  City 
Hospital  group  reported  its  studies  on  279  pa- 
tients.14 Detection  rate  was  still  high  with  32  of 
35  or  91  per  cent  of  patients  w'ith  carcinoma  of  the 
colon  showing  elevated  carcinoembryonic  antigen 
in  the  serum.  This  was  only  slightly  lower  than 
the  original  report  of  35  of  36  from  Montreal. 
Subsequently,  the  same  group  reported  an  overall 
detection  rate  of  72  per  cent  for  carcinoma  of  the 
colon  in  their  now'  much  larger  series.  This  in- 
cluded 19  per  cent  detection  of  Duke’s  A lesions, 
53  per  cent  of  Duke’s  B and  C lesions,  and  100  per 
cent  for  patients  with  metastasis.10  LeBel,  Deo- 
dhar,  and  Brown16  reported,  in  April,  1972,  the  re- 
sults at  the  Cleveland  Clinic  of  a clinical  study  of 
Thomson  et  al.' s3  CEA  assay.  In  cross  testing  of 
several  samples,  the  laboratory  in  Montreal  dem- 
onstrated the  validity  of  the  results  reported  in 
Cleveland. 

LeBel,  Deodar,  and  Brown16  reported  that  72 
per  cent  of  their  colon  carcinoma  patients  demon- 
strated an  elevated  CEA. 

In  1971,  Hansen,  Lance,  and  Krupey5  developed 
• a modification  of  the  assay  technique  reported  by 
Thomson  et  al  3 originally.  The  method  allowed 
faster  determination  of  plasma  CEA  levels.  Zir- 
conyl-phosphate  gel  was  used  for  separating  anti- 
body-bound I125-carcinoembryonic  antigen.  The 
method  has  been  thoroughly  evaluated  and  is  ex- 


Extensive basic  and  clinical  investigation  has  been 
carried  out  in  the  last  several  years  for  study  of  the 
CEA  (carcinoembryonic  antigen).  CEA  has  been 
demonstrated  as  a chemically  definable  substance. 
It  is  not  a tumor-specific  antigen  as  originally  re- 
ported. The  assay  of  CEA  can  be  reproduced  in 
various  laboratories  with  different  methods.  Ele- 
vated plasma  CEA  has  been  detected  in  patients 
with  entodermally-derived  and  other  tumors  as 
well  as  in  patients  with  nonneoplastic  diseases. 
Although  CEA  cannot  be  used  as  a screen  to  detect 
cancer  in  the  general  population,  it  is  of  clinical 
value  as  an  aid  in  the  management  and  diagnosis 
of  some  cancer  patients. 


tensively  being  used  by  a CEA  collaborative 
group.* 

LoGerfo,  Krupey,  and  Hansen1,  reported  on  the 
results  of  testing  for  tumor  antigen  using  Hansen’s 
method.  They  found  that  87  of  101  patients  (87 
per  cent)  with  carcinoma  of  the  colon  had  elevated 
antigen  (also  greater  than  2.5  ng.  per  milliliter) 
tested  in  this  way.  With  the  same  method,  we  re- 
ported that  carcinoembryonic  antigen  levels  in  39 
of  48  patients  (82  per  cent)  with  carcinoma  of  the 
gastrointestinal  tract  were  elevated.18  Subse- 
quently, patients  with  colon  carcinoma  were  classi- 
fied using  a TNM  (tumor  node  metastasis)  system. 
Concentration  of  CEA  levels  in  plasma  usually 
correlated  with  the  extent  of  disease.19  The  de- 
tection rates  were  similar  to  those  reported  by  the 
Boston  group.  Most  recently,  Meeker  et  al.20  also 
reported  similar  findings. 

In  a completely  independent  study,  by  using 
their  own  reagents  and  methodology,  Kleinman 
and  Turner21  reported  that  38  of  their  43  patients 
(88  per  cent)  with  colonic  carcinoma  showed  ab- 
normal carcinoembryonic  antigen  levels  (greater 
than  2.8  ng.  per  milliliter). 

Using  the  double  antibody  radioimmunoassay 
method  of  Egan  et  al.,4  Law'rence  et  al.22  con- 
firmed raised  plasma  levels  of  CEA  (greater  than 
12.5  ng.  per  milliliter)  in  61  of  68  patients  (89  per 
cent)  with  carcinoma  of  the  colon  and  rectum. 
Therefore,  using  four  different  radioimmunoassay 
techniques  to  measure  the  plasma  CEA  in  patients 
w'ith  gastrointestinal  cancer,  there  was  no  signifi- 
cant difference  in  the  detection  rate  of  elevated 
values,  although  normal  values  were  different 
w'hen  using  one  method  as  compared  with  another. 

Thomson  et  al.,3  Dhar  et  al.,15  LoGerfo,  Krupey, 
and  Hansen,17  and  Holyoke,  Reynoso,  and  Chu19 
pointed  out  that  the  postoperative  return  of  carci- 
noembryonic antigen  levels  to  normal  in  patients 
with  carcinoma  of  the  colon  is  of  prognostic  value. 
Serial  determinations  of  CEA  demonstrated  good 
correlation  with  clinical  status,  such  as  with  com- 

* Sponsored  by  Hoffmann-La  Roche,  Inc.,  Nutley,  New  Jer- 
sey 07110 
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plete  section  of  tumor,  with  known  residual  tumor, 
or  with  early  appearance  of  residual  disease.  Hol- 
yoke, Reynoso,  and  Chu19  showed  that  in  some  pa- 
tients, after  a period  of  normal  CEA  values  fol- 
lowing surgery,  rising  CEA  values  preceded  the 
clinical  evidence  of  recurrence  of  tumor.  These 
authors  also  reported  a patient  in  whom  marked 
response  to  chemotherapy  by  a colon  carcinoma 
was  associated  with  a fall  of  CEA  to  normal  value 
with  a later  rise  which  occurred  before  clinical  re- 
currence of  the  disease. 

A large-scale  collaborative  study  of  the  CEA  test 
was  conducted  by  the  National  Cancer  Institute  of 
Canada  and  the  American  Cancer  Society  during 
1971  to  1972. 23  It  was  concluded  that  this  test  can 
be  reproduced  in  different  laboratories  and  could 
become  an  important  diagnostic  aid  for  colon  car- 
cinoma. 

Our  studies  to  the  date  of  this  report  indicate 
that  CEA  levels  may  have  a predictive  value. 
Thirty-two  patients  who  had  a clinically  complete 
resection  with  no  known  metastatic  or  residual 
disease  have  been  followed  for  more  than  six 
months.  Table  I lists  their  initial  pretreatment 
plasma  CEA  levels,  how  long  the  patients  have 
been  followed  in  months,  and  the  number  of 
months  to  recurrence  if  there  has  been  a clinical 
recurrence. 

Fifteen  patients,  some  of  whom  have  been  fol- 
lowed for  more  than  two  years,  had  initial  plasma 
CEA  values  of  less  than  2.5  ng.  per  milliliter. 
None  of  these  have  as  yet  developed  evidence  of 
clinical  recurrence,  and  the  findings  on  all  have  re- 
mained negative  with  serial  CEA  examination. 
Four  of  11  patients  with  plasma  CEA  values  from 
2.6  to  8.4  have  evidence  of  clinically  significant 
disease.  Of  the  6 patients  with  an  initial  CEA 
greater  than  8.5,  5 had  developed  clinical  recur- 
rence. If  this  trend  continues,  it  means  that.  CEA 
can  be  used  in  patients  with  carcinoma  of  the 
colon  when  measured  prior  to  surgery  to  detect  a 
group  of  patients  in  whom  adjuvant  therapy  pro- 
grams can  be  carried  out. 

Since  we,  as  others,  have  found  some  patients 
with  quite  advanced  disease  who  do  not  show  ele- 
vated carcinoembryonic  antigen  levels,  we  antici- 
pate that  some  of  our  patients  with  low  initial 
values  will  develop  recurrence,  but  to  the  date  of 
this  review,  none  have,  and  our  results  remain  re- 
markably good. 

Carcinoma  of  lung.  Dhar  et  al. 15  detected 
positive  carcinoembryonic  antigen  results,  by 
Thomson  et  al.’s 3 modified  Farr  technique,  in  6 of 
8 patients  with  bronchogenic  carcinoma.  With 
Hansen’s  method,  LoGerfo,  Krupey,  and  Hansen17 
reported  that  26  of  35  patients  (75  per  cent)  with 
lung  carcinoma  had  elevated  CEA.  Lawrence  et 
a l.22  also  reported  72  per  cent  positivity  (44  of  61 
patients).  The  most  comprehensive  study  of  CEA 
in  patients  with  carcinoma  of  the  lung  was  con- 
ducted by  Vincent  and  Chu24  for  a period  of  two 


TABLE  I.  Preoperative  CEA  and  recurrence  following 
complete  clinical  resection 


Preoperative 

Value 

Patients  Free 
of  Disease 

Following  Surgery  Clinical  Recurrence 
(Time  in  Months)  (Time  in  Months) 

0.0 

11 

0.1 

22 

0.2 

28 

0.3 

13 

0.4 

24 

0.5 

10 

0.8 

13 

0.8 

17 

1.1 

10 

1.4 

18 

1.6 

26 

1.8 

8 

2.0 

20 

2.4 

16 

2.5 

6 

2.7 

13 

2.8 

7 

4.0 

22 

4.0 

30 

4.0 

7 

4.1 

28 

4.3 

7 

4.6 

10 

5.1 

14 

6.1 

5 

6.4 

11 

8.5 

4 

10.0 

6 

11.9 

5 

12.8 

3 

13.1 

16 

14.7* 

30 

* Second  primary. 

years  and  with  a total  number  of  115  patients 

Depending  on 

the  tumor  histologic  findings,  be 

tween  72  and 

100  per  cent  of  the  patients  wen 

found  to  have  an  elevated  CEA,  overall  77  pe 
cent.  These  data  showed  that  the  positivity  of  ab 
normal  CEA  was  as  high  as  in  those  patients  witl 
colonic  cancer.  Vincent  and  Chu24  stated  that  ii 
patients  where  curative  resection  was  attempted 
most  CEA  values  that  were  elevated  prior  to  sur 
gery  decreased  to  normal  values  following  surgery 
usually  within  one  to  two  months.  In  six  in 
stances,  a rapidly  rising  value  of  CEA  precedei 
clinical  evidence  of  the  disease  by  three  to  fou 
months.  Hence,  as  in  the  case  for  patients  wit 
colonic  cancer,  CEA  assay  can  be  used  in  som 
cases  to  detect  recurrent  disease  in  patients  wit 
carcinoma  of  the  lung.  They  also  reported  tha 
carcinoembryonic  antigen  may  have  prognosti 
value  in  patients  with  carcinoma  of  the  lung.  C 
1 15  patients,  28  had  an  initial  CEA  of  greater  tha 
15  ng.  per  milliliter,  and  with  one  exception  a 
were  found  to  have  locally  advanced  or  dissem 
nated  disease.  The  mean  survival  for  these  28  pt 
tients  was  four  months,  with  only  2 patients  sui 
viving  one  year. 
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Carcinoma  of  breast.  Chu  and  Nemoto25 
studied  plasma  carcinoembryonic  antigen  in  136 
patients  with  breast  carcinoma  for  a period  of  two 
years.  CEA  was  elevated  in  57  of  83  (68  per  cent) 
patients  with  metastases.  It  ranged  from  41  per 
cent  in  patients  with  soft-tissue  metastasis,  64  per 
cent  for  osseous,  83  per  cent  for  pulmonary,  to  93 
per  cent  for  hepatic  metastasis.  Marked  elevation 
of  CEA  (greater  than  25  ng.  per  milliliter)  was  ob- 
served most  frequently  in  the  patients  with  hepat- 
ic metastasis.  In  21  patients  undergoing  mastec- 
tomy serial  CEA  determinations  showed  a rise  in 
CEA  level  in  8 of  15  patients  without  apparent  me- 
tastasis and  in  4 of  6 patients  with  demonstrable 
metastasis  in  the  course  of  follow-up.  In  another 
group  of  32  patients  having  ablative  or  chemother- 
apy treatment  CEA  dropped  in  5 of  13  responders 
and  increased  or  remained  elevated  in  10  of  19 
nonresponders.  It  was  concluded  that  serial  carci- 
noembryonic antigen  determination  is  not  an  ade- 
quate marker  for  breast  tumor  regression  or  pro- 
gression. Other  investigators  have  also  reported 
finding  CEA  in  breast  cancer  but  without  further 
investigation. 1T>22 

Tumors  of  urogenital  tract.  Reynoso  et  al.26 
observed  that  35  (30  per  cent)  of  1 16  patients  with 
cancer  of  the  urogenital  tract  had  elevated  plasma 
carcinoembryonic  antigen.  No  positive  results 
were  seen  in  any  of  17  patients  with  well-con- 
trolled prostatic  carcinoma,  whereas  7 of  11  pa- 
tients with  active  disease  had  positive  results.  In 
carcinoma  of  the  bladder  10  of  20  patients  with  ac- 
tive disease  and  2 of  24  with  inactive  disease  had 
positive  findings.  In  a further  study  with  23  pa- 
tients with  renal  cell  carcinoma  Chu  et  al.21  re- 
ported that  CEA  was  elevated  in  12  of  23  (56  per 
cent)  patients.  The  rate  of  positivity  varied  ac- 
' cording  to  activity  of  the  disease.  Only  1 of  3 pa- 
r tients  without  metastasis  had  a slightly  elevated 
' carcinoembryonic  antigen,  whereas  7 of  8 patients 
' with  metastasis  had  positive  CEA  results.  Four 
11  out  of  12  patients  who  had  nephrectomy  and  had  a 
local  recurrence  or  distant  metastases  were  found 
: to  have  elevated  levels.  As  a result  of  the  clinical 
: success  of  nephrectomy  or  response  to  chemother- 
apy, CEA  tends  to  decrease  from  elevated  preoper- 
ative values  to  normal  level.  Wechsler  et  al.28  re- 
: ported  that  the  failure  of  CEA  to  disappear  from 
patients’  plasma  was  an  index  of  incomplete  surgi- 
cal extirpation  of  the  tumor  and  its  incomplete  de- 
struction by  radiotherapy.  Hence,  the  CEA  assay 
may  be  a valuable  tool  in  the  evaluation  and  fol- 
1 low-up  of  patients  with  cancer  of  the  urogenital 
tract. 

Osteosarcoma.  Cortes  et  al  29  studied  plasma 
carcinoembryonic  antigen  assay  in  30  patients 
Wwith  osteogenic  sarcoma.  The  rate  of  CEA  positi- 
' vity  was  0 in  9 patients  who  were  free  of  clinical 
disease  and  85  per  cent  (of  21)  in  the  presence  of 
active  disease.  Serial  CEA  in  15  patients  under- 
going various  forms  of  therapy  resulted  in  a fall  to 


normal  of  their  antigen  in  4 of  5 following  success- 
ful amputation  of  the  primary  lesion,  in  1 of  2 after 
resection  of  metastatic  lesion,  and  in  2 of  2 after 
responding  to  chemotherapy;  a rise  or  fluctuating 
CEA  was  found  in  8 patients  with  tumor  progres- 
sion following  ineffective  chemotherapy.  Clinical 
recurrence  of  disease  in  two  instances  preceded  or 
coincided  with  the  carcinoembryonic  antigen  ele- 
vation. Occasionally  CEA  levels  may  not  indicate 
the  status  of  disease  during  follow-up  of  therapy. 

Neuroblastoma.  Plasma  carcinoembryonic 
antigen  was  studied  in  17  patients  with  neuroblas- 
toma by  VV’ang,  Sinks,  and  Chu.30  Elevated  levels 
(greater  than  2.5  ng.  per  milliliter)  of  CEA  were 
observed  in  plasma  specimens  from  8 of  9 patients 
with  active  neuroblastoma.  Following  successful 
therapy  in  2 patients,  CEA  returned  to  a normal 
level  in  both.  Disease  remained  active  in  5 pa- 
tients; their  serial  titers  showed  continued  eleva- 
tion. Seven  of  8 patients  with  no  evidence  of  ac- 
tive disease  had  CEA  levels  within  the  normal 
range.  Ten  children  with  nonneoplastic  disease 
(two  to  ten  years  old),  who  were  used  as  a control 
group,  had  normal  levels  of  antigen  (0  to  2.5  ng.). 
This  observation  indicates  that  neuroblastoma 
may  also  possess  the  carcinoembryonic  antigen 
previously  detected  in  patients  with  other  ectoder- 
mally  derived  cancers. 

Other  neoplasia  and  nonneoplasdc  diseases. 

It  has  been  reported  that  plasma  carcinoembryon- 
ic antigen  was  detected  in  patients  with  the  fol- 
lowing tumors:  acute  lymphocytic  leukemia, 

acute  myelocytic  leukemia,  Hodgkin’s  disease, 
hepatoma,  carcinoma  of  the  thyroid,  rhabdomyo- 
sarcoma, Ewing’s  sarcoma,  tumors  of  the  female 
genital  tract  (cervix  or  ovary),  multiple  myeloma, 
and  macroglobulinemia  of  Waldenstrom.18’31 

Patients  with  nonneoplastic  disease  had  been 
found  to  have  elevated  plasma  CEA.  Moore  et 
a/.14  reported  18  of  36  patients  (50  per  cent)  with 
alcoholic  pancreatitis  had  elevated  CEA.  Of  these 
18  patients,  12  had  mild-to-moderate  liver  disease, 
and  6 were  clinically  free  of  disease.  None  of  6 pa- 
tients with  nonalcoholic  pancreatitis  had  positive 
findings  for  CEA.  Inflammatory  bowel  and  bron- 
chial disease  such  as  colitis  and  emphysema  also 
demonstrated  a significant  rate  of  elevated  CEA 
values.  In  addition,  a significant  rate  of  elevated 
plasma  was  reported  in  patients  with  cirrhosis.32’33 
Even  heavy  cigarette  smokers  were  noted  to  have 
positive  results.  Forty  of  88  patients  with  severe 
alcoholic  liver  disease  were  found  to  have  positive 
findings  for  CEA.  None  of  these  patients  had  evi- 
dence of  gastrointestinal  cancer. 

Urinary  and  fecal  CEA.  Hall  et  al.34  and 
Guinan  et  al.35  have  reported  that  large  amounts 
of  carcinoembryonic  antigen  or  CEA-like  sub- 
stances were  found  by  radioimmunoassay  in  the 
urine  of  patients  with  bladder  carcinoma.  It  was 
suggested  that  urinary  CEA  determinations  may 
be  of  clinical  diagnostic  value  in  the  early  detec- 
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tion  of  bladder  cancer  and  in  the  follow-up  of  uro- 
thelial carcinoma.  However,  we  were  unable  to 
confirm  the  presence  of  CEA  in  urine.36  A sub- 
stance or  substances  with  molecular  size  much 
smaller  than  that  of  colonic  CEA  were  detected  by 
gel  filtration  and  immunoelectrophoresis  and  were 
cross  reacted  with  anti-CEA;  hence,  a positive  re- 
sult was  produced  in  radioimmunoassay.36  The 
clinical  significance  of  this  substance  is  being  in- 
vestigated. 

Freed  and  Taylor37  and  Elias,  Holyoke,  and 
Chu38  reported  the  presence  of  CEA  in  feces  from 
patients  with  colon  carcinoma  as  well  as  from  nor- 
mal healthy  individuals.  They  also  confirmed  the 
identity  of  fecal  carcinoembryonic  antigen  with  co- 
lonic CEA.  The  clinical  application  of  this  obser- 
vation awaits  further  study. 

Conclusion 

Although  carcinoembryonic  antigen  assay  seems 
to  lose  its  original  specificity  for  the  detection  of 
entodermally-derived  tumors  owing  to  a signifi- 
cant rate  of  positive  CEA  having  been  detected  in 
patients  with  various  forms  of  cancer  as  well  as 
with  nonneoplastic  disease,  the  current  CEA  test 
does  have  the  following  clinical  uses: 

1.  An  indication  of  response  to  treatment.  Pa- 
tients who  respond  to  chemotherapy  and/or  radio- 
therapy do  have  decreased  CEA  values;  therefore,  the 
CEA  test  provides  physicians  with  information  re- 
garding the  effectiveness  of  therapy,  especially  in 
cases  where  the  extent  of  disease  is  difficult  to  mea- 
sure. 

2.  An  indication  of  liver  metastasis.  Over  90  per 
cent  of  patients  with  cancer  of  the  colon,  lung,  and  the 
breast  with  liver  metastasis  have  positive  CEA  values. 

3.  The  early  detection  of  disease  recurrence.  By 
following  a serial  determination  of  CEA,  an  increasing 
elevation  of  CEA  levels  may  indicate  the  recurrence  of 
tumor  growth  before  progressive  disease  is  clinically 
apparent.  Our  experience  in  patients  with  carcino- 
mas of  the  colon  and  of  the  lung  revealed  that  increas- 
ing levels  of  CEA  can  anticipate  clinical  evidence  or 
the  progression  of  the  disease  by  one  to  several 
months. 

4.  A prognostic  value.  In  patients  with  cancer  of 
the  lung  a highly  elevated  plasma  CEA  value  (greater 
than  15  ng.  per  milliliter)  usually  indicates  a uniform- 
ly poor  prognosis,  as  does  a value  of  8 ng.  per  milliliter 
in  patients  with  carcinoma  of  the  colon. 

Further  clinical  studies  of  carcinoembryonic  an- 
tigen are  needed  to  fully  evaluate  its  role  in  the  di- 
agnosis and  prognosis  of  cancer.  Cautious  inter- 
pretation of  CEA  results  in  other  nonneoplastic 
disease  is  warranted. 
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professional  education  and  for 
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The  American  Cancer  Society  has  announced  that  its 
audiovisual  materials  for  Professional  Education  and  for 
Service  and  Rehabilitation  are  now  available  under  a 
lease  plan  to  institutions,  organizations,  and  personnel 
in  the  health  professions. 

The  lease  contract  is  for  five  years  at  nominal  fees.  It 
is  designed  to  supplement,  but  not  to  replace,  the  Soci- 
ety’s short-term  free-loans  of  its  materials  through  its 
Divisions  and  Units. 

These  medical  motion  pictures  and  audio  tapes  can 
help  to  provide  authoritative  information  about  many 
aspects  of  cancer.  Leased,  they  can  be  kept  at  hand  on 
a year-round  basis.  Films  for  professional  viewers  in- 
clude “Cancer  of  the  Larynx  and  Hypopharynx,” 
“ Early  Cancer  Detection  in  the  Physician's  Office,” 
“ Emotional  Reactions  to  Cancer  in  Clinical  Practice,” 
“Nursing  Management  of  the  Patient  with  Cancer,” 
“ Radiation  Therapy  in  the  Management  of  Cancer,” 
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and  more  than  two  dozen  other  titles,  with  new  ones  in 
production.  Most  are  in  color  and  are  available  in 
16mm.  and  several  types  of  8mm.  cartridges.  These 
same  programs  will  soon  be  available  on  color  videocas- 
settes in  the  three-quarter  inch  “U-Matic”  format,  for 
playback  on  TV  sets. 

Also  available  are  several  short  motion  pictures  for 
patients,  to  provide  information  and  psychological  reas- 
surance. These  are  designed  to  be  shown  to  an  individ- 
ual patient  on  his  physician’s  order,  at  an  appropriate 
time  pre-  or  postoperatively,  in  the  hospital  or  in  the 
physician’s  office. 

An  8mm.  cartridge-film  projector  on  a hospital  cart 
can  be  wheeled  to  the  patient’s  chair  or  bedside  and 
handled  by  the  patient  himse’f.  Earphones  can  be  used 
to  insure  privacy.  Among  the  titles  for  patients  are 
“ People  With  Colostomies"  and  “Recovery  After  Mas- 
tectomy.” 

For  titles  of  materials  and  for  more  information  on 
their  lease  or  short  term  loan,  contact  the  local  Division 
of  the  American  Cancer  Society.  (The  lease  option  does 
not  apply  to  audiovisual  materials  for  the  general  pub- 
lic, which  continue  to  be  available  only  on  free  loan). 
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^Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin  — The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete,- 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin  — Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeoe. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly1;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


ilrobicin 


..and  ■■  wi«ni  2 gm  and  4 gm  vials 

sterile  spectinomycin  hydrochloride 


jrile  Trobicin 

rile  Trobicin  (spectinomycin  hydrochloride) 
:or  Intramuscular  Injection: 
jm  vials  containing  5 ml  when  reconstituted 
i diluent. 

|m  vials  containing  10  ml  when  reconstituted 
t diluent. 

aminocyclitol  antibiotic  active  in  vitro  against 
st  strains  of  Neisseria  gonorrhoeoe  (MIC  7.5 
20  mcg/ml).  Definitive  in  vitro  studies  have 
wn  no  cross  resistance  of  N.  gonorrhoeoe 
ween  spectinomycin  and  penicillin, 
iications:  Acute  gonorrheal  urethritis 

proctitis  in  the  male  and  acute  gonorrheal 
ricitis  and  proctitis  in  the  female  when  due 
usceptible  strains  of  N.  gonorrhoeoe. 
intraindications:  Contraindicated  in  pa- 
ts previously  found  hypersensitive  to  spec- 
mycin. 

irnings:  Not  indicated  for  the  treatment  of 
lilis.  Antibiotics  used  to  treat  gonorrhea 
t mask  or  delay  the  symptoms  of  incubating 
hilis.  Patients  should  be  carefully  examined 
monthly  serological  follow-up  for  at  least 
onths  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeoe. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  p decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  af*er  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4 gram  dose. 

How  supplied:  Vials,  2 and  4 grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeoe. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Up]ohn 


The  Upjohn  Company,  Kalamazoo,  Mich'gan  49001 


or  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
sistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 
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In  previous  studies,  our  group  demonstrated  the 
value  of  determination  of  FDP  (fibrin-fibrinogen 
degradation  products)  in  the  early  diagnosis  of 
renal  transplant  rejection.1  Similar  findings  were 
reported  by  others.2  7 The  field  of  diagnosis  of  al- 
lotransplant  rejection  and  the  usefulness  of  FDP 
determinations  has  been  reviewed  recently  by 
Murphy.8  The  value  of  FDP  determination  in 
various  renal  diseases  of  adults  also  has  been  in- 
vestigated.1 The  purpose  of  this  study  was  to 
evaluate  the  diagnostic  usefulness  of  urinary  and 
serum  FDP  determinations  in  children  with  renal 
disease. 

* This  work  was  supported  in  part  by  National  Institutes  of 
Health,  Public  Health  Service,  Grant  RR262,  and  General  Re- 
search Support  Grant  50-8132-F. 


Subjects,  materials  and  methods 

Patients  referred  to  the  pediatric  nephrology 
consulting  service  of  the  Children’s  Hospital  of 
Buffalo  were  included  in  the  study.  Whenever 
possible,  both  serum  and  twenty-four-hour  urine 
samples  were  collected.  A total  of  209  urine  sam- 
ples and  173  serum  samples  from  73  patients  were 
analyzed.  There  were  41  boys  and  32  girls  in  the 
study,  ranging  in  age  from  two  to  ninteen  years, 
with  a mean  age  of  ten  years.  The  length  of  the 
duration  of  disease  was  from  a few  days  to  one 
hundred  and  ninety-two  months.  Patients  under 
treatment  with  steroids  were  included  in  the 
study. 

FDP  levels  were  determined  as  described  pre- 
viously1; this  method  is  a modification  of  that  de- 
veloped by  Merskey,  Kleiner,  and  Johnson.9 
Twenty-four-hour  urine  samples  were  obtained 
from  the  patients,  and  aliquots,  immediately  fro- 
zen at  — 20°C.,  were  stored  until  FDP  determina- 
tions were  performed.  Sera  were  obtained  by  cen- 
trifuging blood  samples  that  had  been  allowed  to 
clot,  drawing  off  the  sera,  and  freezing  at  — 20°C. 
until  the  time  FDP  determinations  were  carried 
out.  f 

The  normal  value  of  FDP  levels  in  serum  and 
urine  samples,  in  our  experience  and  as  reported 
by  others  using  similar  methods,  was  very  low.1011  ; 

A serum  or  urine  sample  was  considered  patholog-  > 
ic  if  the  values  were  5 micrograms  per  milliliter  or 
greater. 

Since  the  immunologic  methods  used  detect  ti 
human  fibrinogen-related  antigens  in  serum,  the 
term  “fibrin-fibrinogen  degradation  products  B 
(FDP)  determination”  is  not  quite  accurate.  The 
results  include  (1)  fibrin  and  fibrinogen  degrada-  n« 
tion  products,  including  fragments  X,  Y,  D,  and  E; 

(2)  fibrin  monomers;  (3)  soluble  fibrin  polymers; 
and  (4)  complexes  between  one  or  more  of  frag-  ■ 
rnents  X,  Y,  or  D and  fibrinogen  or  fibrin  mono- 
mers, between  fibrin  monomers  or  soluble  fibrin 
polymers  and  fibrinogens,  and  others.12-13  The  fi- 
brin-fibrinogen fragments  are  anticoagulants  be- 
cause of  their  (1)  antithrombin  effect,12-14  (2)  in- 
terference with  thromboplastin  generation,15  (3) 
induction  of  faulty  fibrin  polymerization,16  and  (4) 
soluble  complex  formation  with  fibrin  monomer, 
as  described  previously,  thereby  preventing  poly- 
merization of  the  monomers.12-13  Anticoagulant 
effect  will  result  in  decreased  fibrin  formation  and 
further  accumulation  of  soluble  fibrinogen-related 
antigens  in  the  circulation.  The  clinical  signifi- 
cance of  all  these  processes  is  similar.  In  the  cir- 
culation they  indicate  fibrinolysis  and/or  fibrino- 
genolysis,  most  likely . following  systemic  or  local 
defibrination.  High  urinary  FDP  levels  may  be 
expected  in  renal  disease  in  which  intraglomerular 
fibrin  deposition  is  a characteristic  feature,  for  ex- 
ample, various  types  of  glomerulonephritis,  partic- 
ularly the  proliferative  form,16  in  renal  homograft 
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FDP  (Fibrin-fibrinogen  degradation  products)  has 
been  determined  in  209  urine  samples  and  173 
serum  samples  from  73  pediatric  patients  who 
came  for  consultation  to  the  nephrology  service  of 
the  Children's  Hospital  of  Buffalo.  In  minimal  le- 
sion nephrotic  syndrome,  urinary  FDP  was  gener- 
ally low;  however,  three-fourths  of  the  sera  studied 
contained  FDP  levels  in  the  pathologic  range  and 
deserves  further  study.  In  mesangial  sclerosis 
with  nephrotic  syndrome,  pathologic  urinary  FDP 
levels  were  found  in  all  but  1 urine  sample  studied. 
In  chronic  glomerulonephritis,  generally  high 
serum  levels,  but  normal  urine  levels,  of  FDP  were 
found.  In  membranoproliferative  glomerulone- 
phritis, on  the  other  hand,  serum  samples  showed 
FDP  levels  essentially  in  the  normal  range.  In 
membranous  glomerulonephritis,  progressive  glo- 
merulonephritis and  acute  poststreptococcal  glo- 
merulonephritis high  serum  and  urine  FDP  levels 
were  found.  In  hereditary  nephritis  ( Alport’s  dis- 
ease), normal  serum  and  urinary  FDP  levels  were 
observed.  Patients  with  lupus  nephritis  in  this 
study  were  either  in  a stable  state  or  on  steroid 
therapy.  Possibly  for  this  reason  both  serum  and 
urine  samples  were  negative  or  borderline.  In  He- 
noch-Schonlein  purpura  ( anaphylactoid  purpura), 
serum  FDP  levels  were  elevated,  but  urine  levels 
were  in  the  normal  range.  In  hemolytic-uremic 
syndrome,  very  high  serum  and  urine  FDP  levels 
were  found.  In  Ig  (immunoglobulin) A and  IgG 
disease  (Berger’s  disease),  elevated  serum  FDP  lev- 
els were  found.  In  urinary  tract  infections,  nega- 
tive urinary  FDP  levels  were  found  in  all  but  one 
patient.  In  a group  of  miscellaneous  diseases  in- 
cluding collagen  vascular  diseases,  hypoplastic 
kidney,  essential  hypertension,  and  cyanotic  con- 
genital heart  disease  with  related  proteinuria, 
FDP  findings  were  negative.  The  value  of  serum 
and  urinary  FDP  determinations  is  discussed. 


rejection,1  or  in  the  nephrotic  syndrome  where 
large  amounts  of  fibrinogen  may  be  lost  into  the 
urine  along  with  other  plasma  proteins,  and  fibri- 
nolysis may  occur  owing  to  the  activation  of  ex- 
creted plasminogen  by  urokinase. 

Diagnosis  and  status,  in  either  an  active  or  a sta- 
ble disease  state,  were  established  on  the  basis  of 
standard  clinical  and  laboratory  methods,  includ- 
ing renal  biopsy  whenever  possible.  Classification 
is  based  on  recent  studies  by  McCluskey17  and 
Churg,  Habib,  and  White.18 

Results 

Figure  1 summarizes  the  results. 

Minimal  lesion  nephrosis.  The  term  minimal 
lesion  nephrosis  is  used  to  describe  groups  of  pa- 
tients with  clinical  and  laboratory  signs  of  ne- 
phrotic syndrome  and  with  nomal  glomeruli  by 
light  microscopy  with  fusion  of  epithelial  foot  pro- 
cess by  electron  microscopy.  This  group  includes 
the  large  majority  of  children  with  nephrotic  syn- 
drome. Recent  observations  by  Duffy  et  a/.19  sug- 
gested an  activation  of  the  coagulation  process  in 
minimal  lesion  nephrosis  that  might  explain  the 
glomerular  sclerosis  seen  in  minimal,  lesion  ne- 
phrosis. FDP  levels  were  abnormal  in  only  5 of  47 
urine  samples  but  were  positive  in  11  of  15  serum 
samples.  The  majority  of  the  patients  were  in  a 
stable  state  of  the  disease.  With  the  exception  of 
1 patient,  those  in  an  active  state  were  on  steroid 
therapy.  Proteinuria  was  minimal  in  these  pa- 
tients and  appeared  to  be  correlated  with  urinary 
FDP  levels.  These  findings  agree  with  those  of 
Briggs  et  al.20  and  Futrakul.21  The  presence  of 
high  levels  of  FDP  in  serum  in  the  absence  of  uri- 
nary FDP  levels  in  patients  with  stable-state  dis- 
ease or  under  steroid  therapy  suggests  pathophysi- 
ologic processes  that  deserve  further  investigation. 
Recent  studies  by  Yssing,  Jensen,  and  Jarnum22 
confirmed  earlier  suggestions  by  Gitlin  that  the 
rate  of  metabolic  turnover  of  albumin,  immuno- 
globulin G,  and  transferrin  was  greater  than  could 
be  accounted  for  by  loss  into  the  urine;  gastroin- 
testinal loss  may  explain  part  of  this  phenomenon, 
and  excessive  metabolic  degradation  may  be  an- 
other factor.  Similarly,  increased  fibrinogen  turn- 
t over  rates  with  increased  FDP  production  may  ac- 
count for  the  phenomenon  already  described.  In 
fact,  Wardle,23  using  I12o-labeled  fibrinogen,  dem- 
onstrated increased  fibrinogen  catabolism  in  pa- 
tients with  various  renal  diseases  and  established  a 
correlation  between  increased  catabolism  and  high 
serum  FDP  levels.  He  did  not,  however,  study 
minimal  lesion  nephrosis. 

Mesangial  sclerosis.24-26  Nephrotic  syndrome 
associated  with  focal  sclerosing  glomerulonephritis 
(FSGN)  is  a disease  characterized  by  focal  mesan- 
gial sclerosis  and  subendothelial  electron  dense  de- 
posits. By  immunofluorescent  microscopy  C'3 
and  immunoglobulin  G are  noted  in  a granular  dis- 


' / 

tribution.  They  are  clinically  nonresponsive  to 
steroid  and  immunosuppressive  therapy.  The  le- 
sion seems  to  penetrate  into  the  deeper  cortex,  and 
it  is  the  juxtamedullary  glomeruli  that  are  mainly 
affected;  the  lesion  gradually  spreads  upward.  In 
contrast  to  minimal  lesion  disease,  high  levels  of 
FDP  in  the  urine  samples  were  found  in  all  but  1 
of  the  35  samples  obtained  from  a single  patient. 
These  observations  include  measurements  during 
active  steroid  treatment  periods  as  well  as  during 
the  stable  state  without  steroid  therapy.  Some  of 
the  contradictory  results  on  urinary  FDP  levels  in 
nephrotic  syndrome  reported  from  other  laborato- 
ries may  be  due  to  failure  to  differentiate  between 
minimal  lesion  disease  and  mesangial  sclerosis. 27- 

29 

Changes  in  fibrinogen  metabolism  with  the  ne- 
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FIGURE  1.  FDP  in  blood  and  urine  of  patients.  (Number  of  individual  patients  in  parentheses.)  • = urine  sample  in  patien 
with  active  disease;  A = serum  sample  in  patient  with  active  disease;  O = urine  sample  in  patient  with  stable  disease;  L 
— serum  sample  in  patient  with  stable  disease;  □ = steroid  therapy. 


phrotic  syndrome  may  be  of  great  clinical  signifi- 
cance. Lieberman  ft  Goldbloom,  Hillman, 

and  Santulli,31  and  others  have  drawn  attention  to 
the  occurrence  of  major  thromboembolic  episodes 
in  the  nephrotic  syndrome.  These  appear  more 


commonly  in  children  on  steroid  therapy  but  seerr 
to  occur  also  in  patients  who  have  never  beer 
treated  with  steroids.  There  appears  to  be  labora 
tory  and  clinical  evidence  of  “hypercoagulabh 
state”  in  the  nephrotic  syndrome.  Scheinman 
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and  Stiehm32  reported  decreased  activity  of  the  fi- 
brinolytic system  in  these  patients,  together  with 
decreased  plasminogen  levels  and  increased  alpha- 
2-macroglobulin-antiplasmin  levels.  Hypovolem- 
ia, stasis,  infection,  and  vessel-wall  injury,  related 
to  femoral  venipunctures  and  to  other  manipula- 
tions, may  all  contribute  to  thromboembolic  com- 
plications in  the  nephrotic  syndrome. 

Our  results  suggest  that  increased  fibrin-fibrino- 
gen catabolism  may  be  present  in  the  idiopathic 
nephrotic  syndrome,  and  is  indicated  by  elevated 
serum  FDP  levels.  Local  renal  processes  resulting 
in  high  urinary  FDP  levels  may  be  particularly  im- 
portant in  the  mesangial  sclerosis  form;  this  may 
indicate  a serious  prognosis. 

Chronic  glomerulonephritis.  Chronic  glo- 
merulonephritis includes  those  acquired  glomeru- 
lar diseases  of  unknown  etiology  that  fail  to  show 
the  rapid  improvement  characteristic  of  acute 
poststreptococcal  glomerulonephritis.  The  most 
important  pathogenic  initiating  mechanisms  are 
possibly  immunologic.  Dixon,  Feldman,  and  Vas- 
quez33  demonstrated  that  depending  on  the  dose 
schedule  of  antigen  administration  and  the  pat- 
tern of  the  immune  response  of  the  experimental 
animal,  different  types  of  acute  or  persistent  dis- 
ease can  be  induced,  comparable  to  the  various 
types  of  human  disease.  The  patients  seen  in  this 
study  were  all  in  a stable  state  of  the  disease  and 
were  not  on  steroid  therapy.  With  the  exception 
of  1 sample,  urine  levels  of  FDP  were  not  elevated, 
but  39  out  of  41  blood  samples  showed  FDP  levels 
in  the  pathologic  range.  This  may  suggest  a sys- 
temic rather  than  an  exclusively  local  process. 
For  example,  immune  complexes  could  cause  some 
degree  of  platelet  aggregation  followed  by  defibri- 
nation, fibrinolysis,  and  FDP  generation.34-36  It 
appears  worthwhile  to  study  platelet  turnover 
rates  in  addition  to  fibrinogen  turnover  rates  in 
this  condition.26  Our  essentially  negative  urinary 
and  positive  serum  findings  agree  with  those  re- 
ported by  Stiehm,  Kuplic,  and  Uehling,27  and  by 
Stiehm  and  Trygstad.37 

Membranoproliferative  glomerulonephritis- 
(hypocomplementemic  persistent  glomerulo- 
nephritis, West’s  disease).38  Membranoprolifer- 
ative glomerulonephritis  is  a chronic  form  of  glo- 
merulonephritis commonly  seen  in  the  preadoles- 
cent and  adolescent  age  group,  predominantly  in 
females.  It  is  histologically  characterized  by 
mesangial  proliferation,  giving  a lobular  appear- 
ance to  the  glomeruli  and  causing  focal  thickening 
and  splitting  of  basement  membranes.  By  immu- 
nofluorescent  microscopy,  peripheral  lobular  de- 
positions of  C'3  (beta-l-C)  immunologlobulin  G, 
and  properdin  are  seen.  Based  on  immunopathol- 
ogic  observations,  this  could  be  an  immunologic 
renal  disease.  The  majority  of  serum  samples 
failed  to  show  abnormal  FDP  values  or  had  bor- 
derline levels;  11  of  27  urine  samples  were  abnor- 
mal. 


This  may  be  explained  by  the  fact  that  most  of 
our  patients  were  in  a stable  state. 

Membranous  nephropathy  (extramembran- 
ous  glomerulonephritis).39  This  disease  can 
occur  in  any  age  group  but  is  more  common  in 
adults.  Treatment  with  steroids  and  immunosup- 
pressive agents  is  ineffective.  It  is  histologically 
characterized  by  a diffuse  thickening  of  the  base- 
ment membrane.  By  electron  microscopy,  lamina 
densa  is  greatly  widened  with  subepithelial  projec- 
tions of  the  basement  membrane,  with  electron 
dense  deposits  between  the  projections.  Prolifer- 
ation is  usually  absent.  By  immunofluorescent 
microscopy,  granular  deposits  of  immunoglobulin 
G and  C'3  can  be  demonstrated  in  the  basement 
membrane.  These  deposits  may  be  antigen-anti- 
body complexes,  but  this  is  speculative  since  the 
antigen  has  never  been  demonstrated.  Similar 
membranous  lesion  has  been  noted  in  Heymann 
nephritis  in  the  rat,  a form  produced  by  complexes 
in  which  the  antigen  is  a high  molecular  weight  au- 
tologous protein.40  This  makes  an  immune  com- 
plex origin  an  attractive  postulate.  In  support  of 
an  immune  origin  is  the  fact  that  some  membra- 
nous lesions  can  occur  occasionally  in  the  course  of 
lupus  nephritis.  Gluck  et  al.41  reviewed  the  litera- 
ture on  the  existence  of  a membranous  nephropa- 
thic  condition  with  neoplasms  and  suggested  as 
one  possible  etiologic  agent  the  presence  of  antitu- 
mor antibody  antigen  complexes.  High  levels  of 
FDP  in  serum  and  urine  specimens  have  been 
found  in  all  cases  except  1;  this  is  compatible  with 
the  immune-complex  theory  of  the  etiologic  state 
of  this  disease.  Fibrin  deposition  in  the  glomeruli 
secondary  to  immunologic  mechanisms  could  lead 
to  glomerular  proliferation,  necrosis,  capillary  wall 
thickening,  and  crescent  formation.  These  rela- 
tionships are  suggested  by  animal  model  experi- 
ments.42-45 

Rapidly  progressive  glomerulonephritis. 

Extracapillary  epithelial  cell  proliferation  result- 
ing in  the  formation  of  large  crescents  characteris- 
tic of  this  disease  is  believed  to  be  a response  to  fi- 
brin deposition  within  Bowman’s  space.  In  all 
urine  samples  and  in  2 of  3 serum  samples  studied, 
high  FDP  values  were  found.  All  these  samples 
originated  from  2 patients,  1 of  them  in  a relatively 
stable  state.  Systemic  as  well  as  local  processes 
are  suggested  by  the  relatively  few  data  available. 

Acute  poststreptococcal  glomerulonephri- 
tis.46 Patients  were  classified  in  this  group  on  the 
basis  of  preceding  streptococcal  throat  infections 
substantiated  by  a positive  throat  culture  for  beta- 
hemolytic  streptococcus,  elevated  or  rising  anti- 
streptococcal  antibody  titers,  and  a low  C'3  globu- 
lin. The  majority  of  urine  samples  and  the  single 
serum  sample  obtained  from  the  3 patients  studied 
showed  abnormal  FDP  values.  These  findings 
agree  with  those  of  Futrakul,21  Stiehm,  Kuplic, 
and  Uehling,2'  Stiehm  and  Trygstad,37  Briggs  et 
al.,20  and  Bond  et  al.47 
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Hereditary  nephritis  (familial  nephropathy, 
Alport’s  disease).  Hereditary  nephritis  is  associ- 
ated with  nephritis  and  high-frequency  nerve 
deafness,  and  characteristically  exhibits,  in  renal 
biopsy,  foam  cells  consisting  of  fat-laden  histio- 
cytes. In  the  1 case  studied  in  a stable  state,  both 
urine  and  serum  specimens  showed  negative  find- 
ings for  FDP  levels. 

Lupus  nephritis.  Histiopatbologically,  the 
glomerular  lesions  may  be  focal  or  diffuse,  prolif- 
erative or  membranous.  Fibrin  thrombi  are  often 
seen  in  the  capillaries,  together  with  mesangial 
proliferation.  We  have  seen  only  4 patients  in  this 
category,  all  either  in  a stable  state  or  on  intensive 
steroid  therapy.  This  may  explain  the  negative  or 
borderline  findings  of  FDP  levels  in  both  serum 
and  urine  samples.  Bond  et  al 47  found  that  plas- 
ma FDP  levels  correlated  well  with  the  severity  of 
the  disease  as  established  by  renal  biopsy.  Simi- 
lar findings  were  reported  by  Stiehm  and  col- 
leagues,27,37 and  by  Futrakul.21 

Schonlein-Henoch  purpura  (anaphylactoid 
purpura).  Anaphylactoid  purpura  is  probably 
based  on  immune  complex  phenomena.48  In  chil- 
dren, renal  involvement  has  been  reported  in  10  to 
50  per  cent  of  the  cases  in  different  study  series. 
We  have  found  elevated  serum  FDP  levels  in  70 
out  of  74  blood  samples  obtained  from  8 patients; 
the  urine  samples  obtained  gave  negative  results. 
This  appears  to  be  in  contrast  to  the  findings  of 
Stiehm  and  Trygstad37  who  found  elevated  serum 
levels  of  FDP  in  only  1 of  8 cases  in  single  blood 
samples.  It  is  possible  that  the  small  vessel  in- 
volvement when  sufficiently  severe  produces  a cer- 
tain degree  of  defibrination  that  is  also  responsible 
for  renal  fibrin  deposition;  this  is  followed  by  fibri- 
nolysis and  FDP  production.  The  degree  of  sever- 
ity may  determine  whether  or  not  measurable  cir- 
culating FDP  levels  are  generated. 

Hemolytic  uremic  syndrome.49  The  hemolyt- 
ic uremic  syndrome  predominantly  occurs  in 
young  children,  characterized  by  acute  renal  dis- 
ease, hemolytic  anemia,  and  thrombocytopenia. 
Renal  cortical  necrosis  and  renal  cortical  microan- 
giopathic and  disseminated  thrombotic  microan- 
giopathic conditions  are  the  common  lesions  asso- 
ciated with  the  syndrome.  The  etiology  of  this 
syndrome  is  unknown  but  has  been  associated 
with  viral  and  bacterial  infections;  this  may  well 
represent  a form  of  generalized  Shwartzman  reac- 
tion. In  our  series  as  well  as  in  others,  the  highest 
levels  of  serum  FDP  were  found  in  this  disor- 
der.21,37, 46,50  Only  1 of  10  blood  samples  failed  to 
show  elevated  values;  3 of  4 urine  samples  also 
showed  high  FDP  levels. 

IgA-IgG  Nephropathy  (Berger’s  dis- 
ease).’1,52 Berger’s  disease  is  clinically  character- 
ized by  recurrent  episodes  of  gross  hematuria  or  by 
persistent  microscopic  hematuria  and  accumula- 
tions of  immunoglobulin  A and  G and  C'3  in  the 
mesangial  region.  Based  on  recent  observations 


by  Day  et  al.,5S  this  could  be  an  immune  complex 
nephritis.  The  single  patient  seen  during  this 
study  was  on  steroid  therapy.  Urinary  FDP  levels 
showed  negative  findings,  but  the  serum  level  was 
elevated.  This  goes  well  with  our  findings  in  the 
immune  complex  renal  diseases. 

Collagen  vascular  disease.  Two  patients 
were  seen  with  vasculitis  of  apparently  autoim- 
mune nature;  1 might  have  suffered  from  polyarte- 
ritis nodosa.  Renal  angiography  was  not  contribu- 
tory and  did  not  show  renal  aneurysms.  Both  pa- 
tients were  on  steroid  therapy,  and  needle  biopsies 
exhibited  focal  nephritis  in  both  patients.  No  ele- 
vated FDP  levels  were  detected. 

Chronic  pyelonephritis  and  other  urinary 
tract  infections.  Urinary  FDP  level  findings 
were  negative  except  in  1 patient.  Similar  find- 
ings were  reported  by  Stiehm,  Kuplic,  and  Ueh- 
ling.27  Whitworth  et  al.54  found  high  levels  of  uri- 
nary FDP  in  40  per  cent  of  the  patients  with  upper 
urinary  tract  infection  but  in  only  1 of  26  cases 
with  bladder  infection. 

Other  diseases.  In  patients  with  hypoplastic 
kidney,  essential  hypertension,  and  cyanotic  con- 
genital heart  disease  with  proteinuria,  urinary 
FDP  values  were  not  elevated.  One  patient  with 
hematuria  of  unknown  origin  showed  increased 
urinary  FDP  levels  on  two  occasions  and  negative 
values  on  two  other  occasions.  In  5 patients  with 
spina  bifida  and  neurogenic  bladder,  3 out  of  12 
urine  samples  had  elevated  FDP  levels;  this  was 
probably  associated  with  urinary  tract  infection. 
Patients  included  in  this  study  showed  no  evi- 
dence of  urinary  tract  obstruction. 

Comment 

From  these  and  other  studies  in  pediatric  pa- 
tients with  renal  disease,  it  is  probable  that  blood 
and  urine  FDP  levels  appear  to  be  of  diagnostic 
value.  Increased  serum  FDP  levels  suggest  dis- 
seminated intravascular  coagulation,  with  fibrinol- 
ysis or  other  processes  resulting  in  increased  fi- 
brinogen catabolism.  Increased  urinary  FDP  lev-  . 
els  indicate  renal  fibrin  deposition,  fibrinolysis, 
and  increased  glomerular  permeability  to  FDP.  I 
Cortes,  Potter,  and  Kwaan29  suggested  that  uri- 
nary FDP  findings  are  related  to  nonselective  pro-  j' 
teinuria  rather  than  to  the  presence  of  fibrinogen 
or  its  derivatives  in  glomeruli,  as  shown  by  immu- 
nofluorescent  localization  studies.  On  the  other 
hand,  Hedner55  proposed  that  at  least  in  uremia  I 
and  after  renal  transplantation,  urinary  FDP  find- 
ings are  not  the  result  of  glomerular  filtration  of 
FDP  or  further  degradation  in  the  urinary  tract  of 
filtered  fibrinogen,  but  rather  originate  from  local 
degradation  of  fibrin  or  fibrinogen  deposited  into 
renal  tissue.  The  systemic  nature  of  some  of  the 
renal  diseases  discussed  is  suggested  by  the  obser- 
vation of  Hoyer  et  al ,26  that  in  3 patients  with  ste- 
roid-resistant idiopathic  nephrotic  syndrome,  or 
mesangial  sclerosis,  following  renal  transplanta- 
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tion,  the  same  syndrome  recurred  in  the  trans- 
planted kidneys.  Mesangial  sclerosis  probably 
can  be  differentiated,  as  in  our  study,  from  mini- 
mal lesion  nephrosis  on  the  basis  of  increased  uri- 
nary FDP  levels  in  the  former  disorder.  High 
serum  FDP  levels  appear  to  be  characteristic  of 
the  immune-complex  renal  diseases,  such  as 
chronic  glomerulonephritis,  and  hypersensitivity 
diseases,  such  as  Schdnlein-Henoch  purpura  or  he- 
molytic-uremic syndrome.  In  the  presence  of  sig- 
nificant renal  pathologic  conditions,  such  as  prolif- 
erative, rapidly  progressing  glomerulonephritis, 
high  urinary  FDP  levels  also  appear.  Continuous 
monitoring  of  blood  and  urine  FDP  levels  may  aid 
in  studying  progression  of  the  disease,  in  following 
and  possibly  guiding  therapy.  The  testing  for 
FDP  levels  once  instituted  is  not  cumbersome  and 
can  be  successfully  developed  in  any  clinical  labo- 
ratory, in  our  opinion.  Kincaid-Smith,  Laver,  and 
Fairley56  reported  success  in  patients  suffering 
from  rapidly  progressive  glomerulonephritis  with 
both  the  platelet  aggregation  inhibitor  dipyridam- 
ole and  with  anticoagulants.  This  same  group 
found  correlation  between  the  activity  of  glomeru- 
lar lesions  and  serum  FDP  levels.57  Many  authors 
reported  improvement  in  renal  diseases  with  high 
circulating  FDP  levels  following  anticoagulation, 
particularly  hemolytic-uremic  syndrome,  prolifer- 
ative glomerulonephritis,  or  renal  allograft  re- 
jection.58-69 Clarkson  et  al.28  reported  similar  re- 
sults in  various  types  of  proliferative  glomerulone- 
phritis, Schonlein-Henoch  purpura,  and  lupus  er- 
ythematosus, with  the  platelet  aggregation-inhibi- 
tory anti-inflammatory  agents  indomethacin  and 
aspirin,  alone  or  in  combination  with  steroids. 
This  type  of  therapy  may  reduce  systemic  or  local 
defibrination  and  thus  the  fibrin  deposition-relat- 
ed renal  lesions.  The  fastest  and  simplest  way  to 
establish  the  indications  for  such  therapy  and  to 
follow  its  success  is  by  monitoring  blood  and  urine 
FDP  levels. 
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“Reading  disability”  refers  to  an  educational  retarda- 
tion in  learning  to  read  on  the  part  of  a person  who 
should  be  able  to  read  at  a higher  level.  It  arises  from  a 
variety  of  causes,  among  them  perceptual  problems, 
neurological  dysfunction,  inappropriate  teaching,  and 
inadequate  stimulation. 

The  information  contained  in  the  directory  is  based 
on  a detailed  questionnaire,  formulated  with  the  assis- 
tance of  Dr.  Albert  J.  Harris,  Professor  Emeritus  of  the 
City  University  of  New  York,  and  Dr.  Rosa  Hagin,  Re- 
search Associate  Professor  of  Psychology  at  New  York 
University  School  of  Medicine. 

The  League  is  making  its  directory  available  free  of 
charge  as  a community  service.  For  individual  copies, 
write  to:  Reading  Directory,  The  Junior  League  of  the 
City  of  New  York,  Inc.,  130  East  80th  Street,  New  York, 
N.Y.,  10021. 
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A review  of  all  8 reported  cases  of  RMSF  (Rocky 
Mountain  spotted  fever)  in  the  New  York  City 
area  since  I960  revealed  no  urban  source  of  the 
disease.  All  historical  and  clinical  data  for  the  8 
cases  were  found  to  be  consistent  with  the  classic 
features  of  RMSF.  Seven  of  the  8 patients  re- 
ceived appropriate  antibiotic  treatment  and  recov- 
ered; one  patient  died.  Awareness  of  RMSF 
should  be  sustained  in  urban  areas  despite  its  in- 
frequency, because  of  (1)  increased  travel  out  from 
cities,  case  importations,  and  (2)  the  significant 
threat  of  death  without  specific  treatment. 
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A resurgence  of  interest  in  RMSF  (Rocky 
Mountain  spotted  fever)  is  not  surprising  to  those 
in  the  New  York  City  area  concerned  with  infec- 
tious disease,  in  view  of  a recent  death  due  to  that 
disease  in  Queens  County,  as  well  as  the  first  re- 
ported case  of  the  disease  in  Connecticut  since 
1966.  Recent  reviews  remind  us  that  today  RMSF 
is  most  prevalent  in  the  east  and  southeast,  and 
that  it  is  the  only  rickettsial  disease  still  causing  a 
significant  mortality  rate.1’2  More  geographically 
pertinent,  260  cases  of  RMSF  have  been  docu- 
mented in  Suffolk  County,  Long  Island,  in  the 
thirty-year  period  up  to  1970.3  Given  these  facts 
as  well  as  the  correlation  between  the  incidence  of 
RMSF  and  local  evidence  of  natural  vegetation  in 
which  resides  the  reservoir  dog-tick  vector,  Der- 
macentor  variabilis,  one  can  assess  the  significance 
of  this  disease  for  New  York  City.4 

RMSF  appears  classically  during  the  spring  and 
summer,  with  sudden  onset,  fever  persisting  for 
fourteen  to  twenty-one  days,  headache,  chills,  and 
conjunctival  infection."’  A maculopapular  rash  ap- 
pears on  the  extremities  by  the  third  day,  spread- 
ing rapidly  from  the  palms  and  soles  in  a centripe- 
tal fashion;  hemorrhages  and  petechiae  are  not  un- 
common. The  case-fatality  ratio  is  approximately 
20  per  cent  without  treatment,  but  almost  nil  if 
treated  with  appropriate  doses  of  tetracycline  or 
chloramphenicol.  Complications  that  have  led  to 
death  include  meningoencephalitis,  interstitial 
pneumonia,  and  respiratory  failure.3  The  infect- 
ing organism,  Rickettsia  rickettsii,  is  maintained 
in  nature  by  its  tick  reservoir.  RMSF  is  commun- 
icated to  man  by  the  bite  of  the  tick,  which  usually 
requires  attachment  to  the  victim  for  two  hours 
before  successful  transmission  can  take  place.6 

Human  susceptibility  is  universal,  and  the  incu- 
bation period  is  from  three  to  ten  days.  Differen- 
tial diagnosis  includes  measles,  rubella,  and  epi- 
demic murine  typhus.  Common  misdiagnoses  in- 
clude those  previously  described,  as  well  as  menin- 
gococcemia  and  maculopapular  and  even  papulo- 
vesicular eruptions  of  other  causes. 


Methods 

We  studied  in  detail  all  cases  of  RMSF  reported 
in  New  York  City  during  the  fourteen-year  period 
from  1960  through  1973.  A case  was  defined  as 
RMSF,  for  this  review,  when  the  history  and  clini- 
cal presentation  were  clearly  compatible  with 
RMSF,  including  known  tick  bites  or  ticks  in  the 
dwelling,  or  when  laboratory  confirmation  by 
Weil-Felix  OX-19  agglutination  of  at  least  1:160 
and  RMSF  complement  fixation  test  of  at  least  1: 
10  defined  a case  with  or  without  a known  history. 
Laboratory  confirmation  was  obtained  by  either  or 
both  of  these  tests  in  6 of  the  8 cases.  All  labora- 
tory studies  were  performed  at  the  New  York  City 
Bureau  of  Laboratories,  and  all  clinical  data  were 
obtained  from  case  reports  submitted  to  the  City 
of  New  York  Department  of  Health  from  area 
physicians  and  hospitals. 

Results 

Epidemiologic  considerations.  Eight  cases  of 
RMSF  occurred  in  New  York  City  during  this  pe- 
riod: 2 in  Queens,  2 in  Brooklyn,  2 in  Manhattan, 
1 in  Richmond,  and  1 in  The  Bronx.  All  cases 
began  between  the  months  of  May  and  July:  3 in 
May,  1 in  June,  and  4 in  July.  Five  of  the  8 cases 
occurred  in  males.  Patients  ranged  in  age  from 
three  to  fifty-five  years,  with  6 of  the  8 being 
twelve  years  old  or  less.  Six  of  the  8 patients  had 
histories  of  travel  outside  of  New  York  City  just 
prior  to  the  onset  of  illness,  usually  within  a week 
before  initial  symptoms.  Five  of  these  6 had  a his- 
tory of  travel  to  areas  known  to  be  endemic  for 
RMSF,  primarily  to  Suffolk  County,  Long  Island. 

Seven  of  the  8 patients  had  either  known  tick 
bites  or  known  ticks  in  their  dwellings;  the  eighth 
patient’s  history  for  these  factors  was  unavailable. 
Five  of  the  8 patients  owned  a dog  or  had  signifi- 
cant exposure  to  one. 

Clinical  presentation.  Subjective  complaints 
included  general  malaise,  nausea,  vomiting,  and 
increased  irritability  and  sensitivity  to  noise. 
Headaches  were  described  by  all  8 patients,  chills 
and  sweats  by  3 patients,  and  photophobia  by  2 
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patients. 

On  physical  examination,  fever  and  rash  were 
noted  in  all  8 cases.  Temperatures  ranged  from 
100°  to  105°  F.,  lasting  from  four  to  twenty-one 
days,  median  ten,  without  regard  to  treatment, 
and  three  to  twelve  days,  median  four,  among 
those  treated  with  appropriate  antibiotics.  In  all 
but  1 case,  fever  preceded  rash  by  four  days  or  less, 
median  two.  In  1 case,  fever  and  rash  occurred  on 
the  same  day. 

The  rash  was  most  often  described  as  a maculo- 
papular,  generalized  eruption,  primarily  on  the  ex- 
tremities, including  palms  and  soles,  but  also  on 
the  face,  neck,  and  trunk.  The  rash  lasted  from 
three  to  twenty-two  days,  median  six  and  one-half, 
without  regard  to  treatment,  and  from  two  to  sev- 
enteen days,  median  four  and  one-half,  after  spe- 
cific therapy  was  begun.  In  4 of  the  8 cases,  pete- 
chiae  were  present,  but  not  in  significant  numbers. 
More  infrequent  objective  findings  included 
lymphadenopathy  and  splenomegaly. 

Laboratory  findings.  Laboratory  confirma- 
tion of  RMSF  was  obtained  in  6 of  the  8 cases,  by 
Weil-Felix  OX- 19  titer  tests  in  3 cases,  and  by 
both  Weil-Felix  OX-19  titer  and  the  RMSF  com- 
plement fixation  tests  in  3 other  cases.  The  re- 
maining 2 cases  were  diagnosed  solely  on  the  basis 
of  history  and  clinical  grounds.  Both  cases  gave  a 
history  of  contact  with  dogs  infested  with  ticks, 
known  tick  bites,  travel  to  endemic  areas  within 
one  week  before  onset  of  illness,  and  characteristic 
presentations  of  headache,  fever,  rash,  and  appro- 
priate response  to  antibiotic  treatment. 

It  must  be  remembered  that  the  diagnosis  of 
RMSF  is  a clinical  one.  Laboratory  tests  are  not 
of  value  to  confirm  RMSF  until  at  least  seven  days 
after  initial  diagnosis  is  made  and  therapy  is 
begun. 

Treatment.  Five  of  the  8 patients  received  tet- 
racycline, 1 received  chloramphenicol,  1 received 
both,  and  1 received  ampicillin  and  later  gentami- 
cin. Once  administered,  tetracycline,  chloram- 
phenicol, or  both,  led  to  recovery  within  four  to 
thirteen  days.  The  1 patient  who  received  neither 
tetracycline  nor  chloramphenicol,  but  instead  re- 
ceived ampicillin  for  four  days  and  then  gentami- 
cin for  one  day,  died,  the  only  death  noted  in  this 
review. 

Mortality  rate.  The  only  death  noted  since 
I960  from  RMSF  in  New  York  City  occurred  in  a 
six-year-old  boy  who  entered  a Queens  hospital,  in 
July,  1973,  after  several  days  of  spiking  fevers  and 
a diffuse  petechial  maculopapular  rash.  Pertinent 
personal  history  did  include  close  contact  with  a 
dog  with  ticks  and  a visit  to  wooded  areas  of  Long 
Island  a week  before  the  onset  of  illness.  Fever 
and  delirium  continued  in  the  hospital,  where,  de- 
spite four  days’  treatment  with  ampicillin  and  a 
day  of  gentamicin,  the  patient  had  a seizure  fol- 
lowed by  cardiac  arrest  and  death  on  the  sixth  hos- 


pital day.  Autopsy  revealed  marked  cerebral 
edema  and  petechiae  of  the  cerebral  white  matter. 
A Weil-Felix  OX-19  agglutination  titer  test  done 
in  the  hospital  laboratory  was  found  to  be  greater 
than  1:40,  noted  in  that  laboratory  as  high  for  a 
child.  Of  particular  note  is  the  fact  that  this  pa- 
tient’s five-year-old  sister,  one  of  the  8 case  reports 
included  in  this  review,  with  an  identical  personal 
and  environmental  history,  developed  a similar 
fever  and  rash  pattern  one  week  after  her  brother 
did.  She  was  started  on  and  successfully  treated 
with  tetracycline  only  after  a tick  was  noted  and 
removed  from  her  left  ear  on  the  day  of  her  broth- 
er’s death. 

Comment 

Despite  known  cases  of  RMSF  in  the  vicinity  of 
New  York  City,  data  indicate  that  the  urban  envi- 
ronment itself  produces  no  significant  number  of 
cases  of  the  disease.3  As  reported  by  Sonenshine, 
Peters,  and  Levy,4  the  occurrence  of  RMSF  in  any 
given  area  is  strongly  related  to  natural  vegetation 
there  that  can  harbor  the  disease’s  dog-tick  reser- 
voir. Such  vegetation  does  not  exist  in  significant 
amounts  in  New  York  City;  hence,  little  RMSF 
should  be  expected  indigenously,  as  this  report 
shows. 

For  city  dwellers,  then,  RMSF  is  not  a common 
or  a likely  threat  to  health.  However,  it  should 
not  be  forgotten.  During  the  spring  and  summer 
seasons,  practitioners  should  think  of  RMSF  when 
faced  with  a patient  with  physical  findings  that  in- 
clude headache,  fever,  and  a diffuse  maculopapu- 
lar rash.  Ours  is  a mobile  society,  and,  as  the 
cases  reported  in  this  study  show,  RMSF  may  ap- 
pear in  the  urban  setting,  even  though  not  con- 
tracted there.  Experience  has  shown  that  if  one 
does  not  think  of  RMSF,  it  will  often  be  over- 
looked, with  fatal  consequences. 
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New  York-New  Jersey 
Regional  Transplant 
Program 


ROBERT  E.  McCABE,  Jr.,  M.D. 

New  York  City 

LOUIS  N.  BAKER,  Ph.D. 

New  York  City 

From  the  Renal  Preservation  Laboratory  and  the  Department  of 
Surgery,  St.  Luke's  Hospital  Center  and  the  Community  Blood 
Council  of  Greater  New  York 


Since  the  number  of  prospective  kidney  trans- 
plant recipients  had  grown  to  over  1,500  at  more 
than  55  hemodialysis  centers  in  the  greater  New 
York-New  Jersey  metropolitan  area,  it  became  ap- 
parent to  the  medical  centers  actively  engaged  in 
organ  transplantation  that  a coordinated  and  co- 
operative effort  in  organ  recovery  and  distribution 
was  necessary.  It  seemed  inconsistent  that  end- 
stage  renal-disease  patients  should  wait  two  or 
three  years  for  a cadaveric  graft  when  there  were 
more  than  150,000  deaths  reported  yearly  in  the 
area.  If  1 out  of  100  deaths  was  referred  for  organ 
donation,  current  requirements  for  all  transplant- 
able organs  could  be  met,  and  patients  would  be 
spared  unnecessarily  prolonged  interval  therapy. 

As  we  examined  the  overall  situation  in  organ 
recovery,  we  recognized  multiple  problems  of  a 
community  nature  that  required  solution.  They 
are  summarized  as  follows: 

1.  Transplant  centers  were  often  unable  to  use  all 
organs  they  had  recovered  and  yet  lacked  a fair  and 
equitable  method  of  distribution. 

2.  Our  population  of  20  million  people  of  varied 
ethnic,  religious,  and  social  backgrounds  was  unaware 
of  a community  need. 

3.  The  physician  population  needed  to  be  in- 
formed about  progress  in  transplantation. 

4.  The  concept  of  brain  death  was  not  fully  ac- 
cepted by  the  medical  profession  and  the  general  pub- 
lic. 

5.  Most  end-stage  renal  patients  were  unable  to 
bear  the  cost  of  transplantation  therapy. 

6.  A central  organization  was  needed  to  coordi- 


To  provide  an  adequate  number  of  kidneys  to  over 
1,500  registered  prospective  transplant  recipients 
in  the  greater  New  York  metropolitan  area,  a re- 
gional program  in  organ  recovery  and  distribution 
to  the  14  participating  transplant  hospitals  was 
initiated  on  March  21,  1972.  During  the  first  op- 
erational year,  the  program  received  notice  of  173 
potential  donors,  and  recovered  165  cadaveric  kid- 
neys, 94  of  which  were  transplanted.  In  addition, 
2 lungs,  3 livers,  and  4 pancreata  were  also  trans- 
planted. The  criteria  of  brain  death,  methods  of 
organ  recovery,  preservation,  tissue  typing,  and 
distribution  are  discussed. 


nate  the  many  steps  that  lead  to  a transplant  opera- 
tion. 

In  an  effort  to  solve  these  problems  many  of  us 
oriented  toward  clinical  transplantation  recog- 
nized that  the  New  York-New  Jersey  metropolitan 
area  offered  an  unusual  opportunity  to  develop  a 
regional  program  for  organ  recovery  and  distribu- 
tion. 

A transplant  advisory  committee  (TAC)  was  ap- 
pointed and  included  24  representatives  from  hos- 
pitals and  other  organizations  directly  involved  in 
transplantation  in  our  area.  Current  members  are 
given  in  Table  I.  A pilot  study  was  initiated  with 
funds  from  three  regional  medical  programs:  New 
York  Metropolitan,  Nassau-Suffolk,  and  New  Jer- 
sey. The  Community  Blood  Council  of  Greater 
New  York,  Inc.,  already  engaged  in  transplanta- 
tion through  blood  transfusion  programs,  was  se- 
lected to  administer  the  project. 

A regional  office  was  established  at  the  New 
York  Blood  Center  with  a central  coordinator,  a 
telephone  number  made  known  to  the  transplant 
community,  and  twenty-four-hour  on-call  organ 
recovery,  preservation,  and  tissue  typing  services. 

The  New  York-New  Jersey  Regional  Transplant 
Program  began  March  21,  1972,  and  during  its 
first  year  received  notice  of  178  potential  donors 
and  obtained  165  cadaveric  kidneys,  94  of  which 
were  transplanted.  In  addition,  2 lungs,  3 livers, 
and  4 pancreata  were  transplanted  (Table  II). 

This  report,  written  nearly  two  years  after  the 
New  York-New  Jersey  Regional  Transplant  Pro- 
gram was  initiated,  describes  the  program’s  activi- 
ties and  the  problems  that  were  encountered. 

Activities 

Tissue  typing.  Three  laboratories  were  al- 
ready active  in  prospective  lymphocyte  cytotoxic- 
ity histocompatibility  testing.1 2 3 4 5 6  Typing  data  from 
these  laboratories  was  programmed  into  the 
NYSKDI  (New  York  State  Kidney  Disease  Insti- 
tute) computer  in  Albany,  New  York.  Serum 
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TABLE  I.  New  York-New  Jersey  Regional  Transplant  Program;  Transplant  Advisory  Committee  (1973) 


Institution 


Member 


Medical 

Specialty 


Albert  Einstein  College  of  Medicine  f 
City  Hospital-Elmhurst  f 
Columbia-Presbyterian  Medical  Center  f 
Downstate  Medical  Center  f 
Eugene  Schupak  Associates 
The  Eye-Bank  for  Sight  Restoration 
Grasslands  Hospital 

Jewish  Hospital  and  Medical  Center  of  Brooklyn 
Kidney  Foundation  of  New  York 
L.  I.  College  Hospital-Prospect  Heights  Pavilion  f 
Martland  Hospital 

Memorial  Hospital  for  Cancer  and  Allied  Diseases  f 

Montefiore  Hospital  and  Medical  Center  j 

Mount  Sinai  Hospital  f 

Nassau  County  Medical  Center 

Newark  Beth  Israel  Medical  Center  f 

NYC  Health  and  Hospitals  Corp. 

NY  Hospital-Cornell  Medical  Center  f 
New  York  Medical  College 
New  York  Nephrology  Foundation 
NYU  Medical  Center  } 

North  Shore  Hospital 

St.  Barnabas  Medical  Center  f 

St.  Luke’s  Hospital  Center  f 


Mark  A.  Hardy,  M.D. 

Surgery 

Moishe  Haimov,  M.D. 

Surgery 

Richard  Weil,  III,  M.D. 

Surgery 

Samuel  L.  Kountz,  M.D. 

Surgery 

Eugene  Schupak,  M.D. 

N ephrology 

Alexander  Traykowski,  M.D. 

Ophthalmology 

Alvin  Goodman,  M.D. 

Nephrology 

Irving  Dunn,  M.D. 

Nephrology 

Mr.  Carl  Rich 

Administration 

M.  M.  Avram,  M.D. 

Nephrology 

Norman  Ende,  M.D. 

Pathology 

Joseph  G.  Fortner,  M.D. 

Surgery 

Marvin  L.  Gliedman,  M.D. 

Surgery 

Sheldon  Glabman,  M.D. 

Nephrology 

Joel  E.  Sherlock,  M.D. 

Nephrology 

Seymour  Ribot,  M.D. 

Nephrology 

Norma  J.  Goodwin,  M.D. 

Nephrology 

Kurt  H.  Stenzel,  M.D. 

Nephrology 

Kurt  Lange,  M.D. 

Nephrology 

Norman  Deane,  M.D. 

Nephrology 

Felix  T.  Rapaport,  M.D. 

Surgery 

Karl  P.  Adler,  M.D. 

Nephrology 

Martin  Jacobs,  M.D. 

Nephrology 

Robert  E.  McCabe,  Jr.,  M.D. 

Surgery 

* Frank  J.  Veith,  M.D.,  Chairman,  Montefiore  Hospital  and  Medical  Center.  RMP  liaison:  Jesse  B.  Aronson,  M.D.,  Director  NYM/RMP; 

Alvin  Florin,  M.D.,  Coordinator,  New  Jersey /RMP;  Harrison  Owen,  Acting  Executive  Director  Nassau-Suffolk  RMP;  Ira  Greifer,  M.D.,  Chairman, 
Technical  Consulting  Panel  on  Renal  Disease  and  Transplantation,  NYM/RMP  (Albert  Einstein  College  of  Medicine).  Ex  officio:  Aaron  Kellner, 

M.D.,  Director,  The  New  York  Blood  Center;  Louis  N.  Baker,  Ph.D.,  Director,  NY-NJ/RTP,  The  New  York  Blood  Center, 
t Participating  transplant  hospitals. 


TABLE  II.  Activity  report  of  New  York-New  Jersey  Regional 
Transplant  Program;  six-month  periods,  March  21,  1972,  to 
September  30,  1973 


Activities 

March  21, 
1972, to 
September 
30,  1972 

October  1, 
1972,  to 
March 
31,  1973 

April  1, 
1973,  to 
September 
30,  1973 

New  donors  reported 

86 

92 

88 

Donors  reported  but  not 

available 

44 

37 

32 

Donors  pending 

0 

0 

0 

Total  donors  nephrectomized 

42 

55 

56 

Kidneys  harvested  locally 

49 

82 

65 

Kidneys  imported 

19 

15 

25 

Total  Kidneys  available 

68 

97 

90 

Kidneys  discarded 

30  (44  per 

38  (39  per 

24  (26  per 

cent) 

cent) 

cent) 

Total  kidneys  transplanted 

38* 

56 1 

66** 

Kidneys  exported  and 

transplanted 

0 

3 

0 

* Plus  I liver,  1 pancreas,  and  1 lung, 
f Plus  2 livers  and  1 pancreas. 

**  Plus  1 liver. 


from  all  potential  recipients  is  collected  and  dis- 
tributed for  cross  matching  to  tissue-typing  labo- 
ratories in  our  area  via  the  NYSKDI  plates.  A 
listing  of  all  potential  recipients  and  their  tissue- 
typing data  is  distributed  semimonthly  with  the 
NYSKDI  plates. 

Recovery  and  preservation.  Three  laborato- 
ries in  New  York  City  with  proved  capability  in 
organ  preservation  by  pulsatile  perfusion  were 
coordinated  in  a weekly  on-call  schedule.  A 
fourth  laboratory  in  New  Jersey  became  active 
shortly  after  formal  organization  of  the  program. 
It  was  agreed  that  pulsatile  perfusion  of  kidneys 


had  versatility,  dependability,  and  reproducibility2- 
5 unequaled  by  simple  hypothermia  alone.  6 Pul- 
satile perfusion  permitted  longer  periods  of  pres- 
ervation, usually  about  twenty  hours  but  safely  up 
to  forty-eight  hours,  a time  factor  not  offered  by 
hypothermia  alone  and  important  in  the  large  area 
that  the  program  covered.  Perfusion  offered  the 
opportunity  to  evaluate  graft  quality  physiologi- 
cally and  to  discard  organs  severely  damaged  by 
agonal  events.  During  the  first  year,  41  per  cent 
of  kidneys  perfused  were  discarded  (Table  II). 

Belzer  units*  were  employed  at  three  laborato- 
ries, and  a less  expensive  but  equally  satisfactory 
Waters  unitf  was  utilized  at  the  fourth  laboratory. 
Methods  were  standardized  for  organ  maintenance 
in  the  prospective  donor.  Rather  than  remove  the 
bulky  perfusion  apparatus  to  donor  hospitals,  we 
elected  to  transport  the  kidneys  ice-cold  and  asep- 
tically  in  a transport  box  which  was  distributed  to 
cooperating  hospitals  and  recovery  teams.  Since 
the  Collins  solutions  may  not  always  be  available,6 
we  have  relied  on  ice-cold  saline  or  lactated  Ring- 
ers solution  to  which  1,000  units  of  heparin,  20  mg. 
of  procaine,  and  40  mg.  of  furosemide  (Lasix)  per 
1,000  ml.  have  been  added  for  a washout  and  im- 
mersion solution. 

It  has  been  shown  that  cold  ischemic  time,  total- 
ing six  to  ten  hours  before  and  after  perfusion,  is 
well  tolerated  without  significant  increase  in  the 

* Life  Med  Corp.,  Compton,  California. 

t The  Waters  Co.,  Rochester,  Minnesota. 
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incidence  of  ATN  (acute  tubular  necrosis).7  This 
is  more  than  adequate  time  for  receipt  and  ship- 
ment of  kidneys  by  the  preservation  facility  both 
within  the  metropolitan  area  and  to  distant  cities. 

For  the  lung,  pancreas,  and  liver,  preservation 
was  not  employed  and  direct  transplantation  uni- 
formly practiced;  the  donor  was  transferred  to  the 
recipient  patient’s  hospital. 

Recipient  selection.  Every  effort  was  made  to 
return  a kidney  to  a patient  on  dialysis  at  the  hos- 
pital from  which  the  organ  donation  originated. 
The  other  kidney  went  to  a recipient  in  the  pool  on 
the  basis  of  urgent  need,  duration  of  time  on  the 
waiting  list,  to  a patient  with  preformed  cytotoxic 
antibodies  that  now  had  a negative  crossmatch 
finding,  and  finally  on  the  basis  of  HL-A  match. 
Every  effort  was  made  to  find  a four-antigen 
match  between  donor  and  recipient,  and  such  a 
match  was  given  priority  over  all  other  parame- 
ters. Patients  were  placed  on  the  emergent  list 
because  of  the  vascular  complications  of  dialysis, 
failure  to  thrive,  pediatric  age  group,  or  cytotoxic- 
ity. All  such  patients  were  routinely  cross- 
matched  with  the  donor  antigen.  The  director  of 
the  program,  from  his  impartial  position  at  the 
Community  Blood  Council,  ultimately  decided  on 
the  distribution  of  kidneys  from  the  pool 

Donor  material.  Donor  material  was  equally 
divided  between  sexes  and  varied  in  age  from  neo- 
nates to  seventy-four  years.  Most  frequent  do- 
nors were  patients  who  had  died  from  head  trau- 
ma, cerebrovascular  accident,  subarachnoid  hem- 
orrhage, nonmetastasizing  brain  tumor,  or  hypoxia 
with  cardiac  arrest  and  included  those  who  had 
died  from  a drug  overdose.  Age  was  not  a con- 
traindication to  organ  donation,  although  usually 
those  patients  with  a history  of  preexisting  hyper- 
tension, kidney  disease,  overwhelming  sepsis,  or 
cancer  were  not  accepted. 

The  concept  of  brain  death  which  allows  for  re- 
moval of  cadaver  kidneys  while  cardiovascular 
functions  are  being  artificially  maintained  is  being 
slowly  accepted  by  the  institutions  involved.  To 
declare  brain  death,  the  following  criteria,  based 
on  the  Harvard  criteria,  had  to  be  met: 

1.  Deep  unresponsive  coma. 

2.  No  appropriate  response  to  any  stimulus. 

3.  Areflexia  including  cold  calorics. 

4.  Apnea  for  three  minutes  while  off  the  respira- 
tor in  the  presence  of  normal  arterial  blood  gasses. 

5.  Isoelectric  electroencephalogram  at  maximum 
gain.8 

Comment 

A coordinated  program,  which  now  includes  14 
transplant  centers,  has  been  established  with 
guidelines  that  permit  each  center  to  function  in- 
dependently. This  accomplishment  has  helped 
overcome  some  of  the  barriers  which  limited  the 
volume  of  transplantation. 


Our  waiting  lists  continue  to  grow  because  of 
other  unsolved  problems. 

The  concept  of  brain  death,  because  of  stringent 
criteria,  has  often  been  difficult  to  declare,  is  time 
consuming,  and  requires  specialized  medical 
knowledge  and  equipment  often  unavailable  in 
smaller  community  hospitals.  Physicians  have 
therefore  not  been  able  to  declare  brain  death. 
With  such  criteria  established  in  our  medical  com- 
munity, physicians  are  still  reluctant  to  terminate 
life  by  altering  support  mechanisms.  Slow  deteri- 
oration in  renal  function  during  the  agonal  state 
ensues,  and  the  kidneys  ultimately  become  unsat- 
isfactory for  transplantation. 

Kidney  maintenance  in  the  prospective  donor, 
especially  if  recovery  efforts  are  delayed,  is  very 
important  for  successful  kidney  recovery.  We 
have,  therefore,  encouraged  the  following  proce- 
dures to  increase  the  yield  of  salvageable  organs 
and  to  reduce  post-transplant  ATN  to  a minimum. 

1.  Attempt  rehydra.tion  with  plasma  (500  to  1,000 
ml.)  and  saline  solution  (1,000  to  3,000  ml.). 

2.  Push  central  venous  pressure  above  10  cm. 
water  by  hydration. 

3.  Attempt  to  wean  the  potential  donor  from  all 
vasopressors  by  rehydration. 

4.  Maintain  urinary  output  above  100  ml.  per 
hour  with  furosemide,  40  mg.,  or  mannitol,  25  Gm.,  if 
necessary. 

5.  Replace  fluids  after  rehydration  at  50  ml.  more 
per  hour  than  measured  urinary  output. 

6.  One  to  two  hours  before  recovery  administer 
methylprednisolone  sodium  succinate  (Solu-Medrol), 
30  mg.  per  kilogram  of  body  weight  and  furosemide, 
40  mg. 

7.  Thirty  minutes  before  recovery  administer  phe- 
noxybenazime  (Dibenzyline),  100  mg.  intravenously, 
if  available. 

The  problem  of  adequate  donor  material  for  our 
recipient  population  has  not  yet  been  resolved  nor 
has  the  concept  of  brain  death  become  sufficiently 
well  accepted.  Social,  religious,  ethnic,  and  eco- 
nomic barriers  remain.  Funding  for  public  educa- 
tion programs  has  only  recently  become  available 
from  the  regional  medical  programs. 

Our  recovery  and  preservation  is  costly  to  hospi- 
tals and  medical  professionals.  The  new  Federal 
legislation,  effective  July  1,  1973,  extends  Medi- 
care coverage  to  persons  of  any  age  who  need  kid- 
ney transplants  or  regular  periodic  treatment  with 
artificial  kidney  machines  and  includes  provision 
for  reimbursement  for  organ  recovery  and  distri- 
bution. It  is  anticipated  that  final  regulations 
from  the  Health,  Education,  and  Welfare  Depart- 
ment (HEW)  will  allow  a portion  of  such  costs  to 
go  toward  promotion  of  the  regional  program. 
Until  now,  a small  group  of  dedicated  physicians 
have  voluntarily  devoted  their  time  to  educating 
professional  persons  and  the  public.  A larger 
coordinated  effort  is  required  to  reach  area  hospi- 
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tals  and  the  many  practicing  physicians  who  have 
never  participated  in  organ  recovery. 

We  feel  that  nearly  every  busy  physician  has  at 
least  1 patient  with  end-stage  renal  disease  in  his 
practice  and  that  most  of  these  physicians  care  for 
at  least  1 patient  per  year  with  brain  death.  Since 
neither  age  nor  diabetes  are  contraindications  to 
organ  donation,  the  potential  supply  of  organs  is 
more  than  adequate  if  the  medical  profession  can 
be  alerted  to  the  need  and  motivated  to  approach 
the  next  of  kin  for  consent. 

Although  the  acute  shortage  of  cadaveric  organs 
persists,  we  have  succeeded  in  establishing  a re- 
gional program  for  kidney  recovery  and  distribu- 
tion. With  adequate  funding,  broader  utilization 
of  existing  facilities,  and  increased  community  and 
professional  support  the  number  of  organs  avail- 
able is  expected  to  greatly  increase. 

Our  goal  will  be  achieved  when  busy  practition- 
ers routinely  ask  for  organ  donation  in  appropriate 


Some  children  should 
restrict  milk  intake 

Milk  drinking  should  be  restricted  in  children  with 
three  common  types  of  health  problems,  but  for  most 
children  “drinking  moderate  amounts  of  milk  has  no  ap- 
parent adverse  effects  and  is  nutritionally  beneficial,” 
the  American  Academy  of  Pediatrics’  Committee  on 
Nutrition  has  said. 

The  three  cases  where  restrictions  on  milk  intake  is 
warranted,  the  Committee  said,  were:  (1)  the  child  with 
nutritional  iron  deficiency;  (2)  the  child  who  “won’t  eat” 
(anorexia);  and  (3)  the  child  who  tends  to  be  constipa- 
ted. 

Reacting  to  articles  which  raise  doubts  about  the  desi- 
rability of  feeding  milk  to  children  after  the  nursing  pe- 
riod, the  Committee  published  a statement  on  the  pros 
and  cons  of  milk  in  the  April  issue  of  Pediatrics,  the 
Academy’s  monthly  scientific  journal. 

Some  highlights  of  the  statement:  Cholesterol — 

“Milk  is  an  important  source  of  cholesterol  and  saturat- 
ed fats  which,  in  excess,  may  possibly  affect  the  risk  of 
coronary  heart  disease  later  in  life:  however,  there  is  no 
evidence  as  yet  that  the  prevalence  of  atherosclerosis 
can  be  diminished  by  limiting  the  intake  of  cholesterol 
beginning  early  in  life.” 

Obesity — “There  is  no  evidence  that  milk  consump- 
tion per  se  makes  any  specific  contribution  to  the  devel- 
opment of  obesity.  Nor  is  there  any  evidence  that  the 
use  of  skimmed  milk  or  partly  skimmed  milk,  in  the  ab- 


situations, encouraged  by  evidence  of  public  un- 
derstanding of  this  special  need. 
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sence  of  other  dietary  measures,  results  in  a reduction  in 
total  caloric  intake  of  children  who  usually  make  up  the 
missing  calories  from  other  sources.” 

Calcium  requirements — “The  conclusion  can  be  made 
that,  from  the  viewpoint  of  calcium  requirements  alone, 
the  amounts  of  milk  recommended  for  daily  consump- 
tion by  children  and  adolescents  in  both  popular  and  of- 
ficial health  statements  could  be  above  what  is  required 
for  normal  skeletal,  dental,  and  general  growth  and  de- 
velopment.” 

Is  milk  essential? — “Although  human  milk  is  the  op- 
timum form  of  nourishment  for  young  infants,  cows’ 
milk  is  a valuable  substitute  and  a useful  food  for  older 
infants  and  young  children.  It  supplies  a large  propor- 
tion of  essential  nutrients  and  calories  but  it  is  not  an 
essential  component  of  the  diet  for  anyone  whose  diet  is 
otherwise  adequate.” 

When  milk  should  be  eliminated — “Milk  should  be 
eliminated  from  the  diets  of  children  with  the  rare  con-: 
gential  (hereditary)  form  of  lactase  deficiency,  those 
with  galactosemia,  and  those  with  convincing  evidence 
of  milk  allergy.  Temporary  elimination  of  milk  may  be 
beneficial  in  children  with  transient  lactase  deficiency 
associated  with  various  gastrointestinal  disorders.” 

Malnutrition — “The  evidence  available  at  present  i: 
insufficient  to  warrant  discouraging  programs  for  in 
creasing  the  supply  and  consumption  of  milk  in  devel 
oping  countries  where  childhood  malnutrition  is  rife 
particularly  since  nutritionally  and  economically  suit 
able  alternatives  may  not  be  available  in  sucl 
countries.” 
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Since  the  advent  of  antibiotics,  the  incidence  of 
deep  neck  infections  and  certainly  their  complica- 
tions has  been  greatly  reduced.  The  recent  occur- 
rence of  these  problems  in  several  patients  has 
prompted  the  authors  to  bring  to  our  attention 
again  these  infections  of  yesteryear.  Parapharyn- 
geal space  abscess  may  produce  death  by  sepsis, 
asphyxiation,  or  hemorrhage.  A case  report  is  in- 
cluded in  which  a bleeding  pseudoaneurysm  of  the 
internal  carotid  artery  was  the  direct  result  of  an 
infection  of  the  pterygomaxillary  space.  A review 
of  the  bacteriology  and  medical  and  surgical  man- 
agement of  such  problems  is  discussed,  and  the  ne- 
cessity for  a more  aggressive  approach  in  the  man- 
agement of  parapharyngeal  abscesses  is  stressed. 


Pterygomaxillary 
Space  Abscess 

KENNETH  MATTUCCI,  M.D.a 

Manhasset,  New  York 

CHARLES  SAMET,  M.D.b 

Manhasset,  New  York 

From  North  Shore  Hospital. 

a Assistant  Attending  Surgeon  and  Medical 
Director,  Department  of  Hearing  and  Speech. 
b Associate  Attending  Physician  and  Clinical 
Assistant  Professor  of  Medicine,  Cornell  Medical 
College. 

The  incidence  of  pterygomaxillary  space  infec- 
tions and  related  complications  has  become  less 
common  since  the  advent  of  antibiotic  therapy, 
but  they  will  be  seen  occasionally.  Two  cases  of 
pterygomaxillary  space  abscess  recently  encoun- 
tered are  presented,  not  only  for  their  interest  but 
also  to  demonstrate  that  these  problems  do  pres- 
ently exist  in  this  modern  age  of  antibiotics  and 
may  progress  to  the  most  dreaded  complications  of 
pterygomaxillary  space  abscess,  those  of  massive 
pharyngeal  hemorrhage. 

To  understand  the  pathophysiology  of  deep 
neck  infections,  one  must  understand  the  anatomy 
of  the  deep  cervical  fascia  and  the  relationships  of 
these  potential  fascial  spaces  with  one  another  and 
with  other  vital  structures  of  the  head,  neck,  and 
bordering  anatomic  regions.  These  potential  in- 
terfascial  planes  become  true  spaces  only  when 
distended  by  blood,  air,  or  putrefaction.  Since  the 
advent  of  antibiotics,  notably  penicillin,  the  inci- 
dence of  deep  neck  infections  has  reduced  marked- 
ly and  the  clinical  course  greatly  masked  and  al- 
tered. These  infections  generally  produce  death 
by  sepsis,  asphyxiation,  or  hemorrhage. 

The  cervical  fascia  can  be  studied  and  reviewed 
with  relative  ease,  and  several  excellent  reviews  of 
the  subject  are  available  in  the  literature.1-2  In 
general,  the  cervical  fascia  can  be  considered  to  be 
either  superficial  or  deep.  The  deep  fascia,  of 
greater  clinical  significance  in  cervical  abscess,  is 
further  divided  into  a complex  of  three  layers:  the 
superficial,  middle,  and  the  deep.  These  layers  of 
deep  fascia  form  the  potential  spaces  by  their  ar- 
rangement about  groups  of  structures  in  the  neck. 
The  formation  and  location  of  these  spaces  must 
be  fully  comprehended  tc  make  one  aware  of  the 


potential  spread  of  infection  and  its  clinical  fea- 
tures and  complications.  Many  of  these  spaces  in- 
terconnect with  one  another,  and  an  infection  of 
one  space  may  spread  by  direct  extension  or  by 
secondary  necrosis,  cellulitis,  thrombophlebitis,  or 
adenitis  to  other  spaces.  These  infected  areas 
may  act  as  highways  of  spread  to  other  anatomic 
regions.  By  expansion  into  the  lumen  of  the  pha- 
ryngeal airway  and/or  compression  of  the  trachea 
and  larynx,  airway  obstruction  may  be  produced. 
The  carotid  sheath  may  be  involved  with  subse- 
quent thrombosis  of  the  internal  jugular  vein  and 
thrombophlebitis  and  metastatic  abscess  or  ero- 
sion of  major  arteries  of  the  neck. 

The  major  cervical  fascial  spaces  are  the  fol- 
lowing: retropharyngeal,  danger  space,  preverte- 

bral,  submandibular  (sublingual  and  submaxil- 
lary), pterygomaxillary  (parapharyngeal),  mastica- 
tory, parotid,  para-  (peri-)  tonsillar,  and  the  space 
of  the  carotid  sheath.  The  pharyngomaxillary 
space  has  the  shape  of  an  inverted  pyramid  or 
cone,  the  base  of  which  is  the  sphenoid  bone  at  the 
base  of  the  skull  and  at  the  apex  is  the  hyoid  bone. 
Its  anterior  limit  is  the  pterygomandibular  raphe, 
and  posteriorly  it  extends  to  the  prevertebral  fas- 
cia and  communicates  with  the  retropharyngeal 
space.  The  medial  wall  is  the  buccopharyngeal 
fascia  on  the  lateral  wall  of  the  superior  constrictor 
muscle.  The  lateral  border  includes  the  fascia 
covering  the  internal  pterygoid  muscle  (the  super- 
ficial layer  of  deep  cervical  fascia),  the  parotid 
gland,  and  the  mandible.  The  styloid  process  di- 
vides the  pterygomaxillary  space  into  an  anterior 
muscular  compartment  closely  related  to  the  tonsil 
fossa  and  a posterior  vascular  compartment.  The 
pterygomaxillary  space  communicates  with  other 
potential  deep  fascial  spaces,  notably  the  retro- 
pharyngeal, submandibular,  parotid,  and  mastica- 
tory space,  and,  of  course,  with  the  space  of  the  ca- 
rotid sheath  and  appears  to  be  the  key  space  in 
further  spread  of  infection  from  the  ears,  nose,  and 
throat  to  other  fascial  spaces. 


July  1974/New  York  State  Journal  of  Medicine  1409 


The  most  common  source  of  infection  of  the 
pterygomaxillary  space  is  the  pharynx,  including 
the  nasopharynx,  the  adenoids,  and  the  tonsils. 
Infection  gains  access  to  this  space  by  direct  ex- 
tension via  lymphatics  or  by  thrombosis  of  peri- 
tonsillar veins.  Other  avenues  of  infection  may  be 
by  foreign  body,3  dental  disease,  metastatic  ab- 
scess from  distant  disease,  acute  and  chronic  mas- 
toiditis with  Bezold’s  abscess,  thrombosis  of  the 
internal  jugular  vein,  metastatic  tumor  with  adeni- 
tis of  the  internal  jugular  lymph-node  chain,4 
parotitis  and  iatrogenic  introduction  during  infil- 
tration with  anesthesia  during  tonsillectomy  or  for 
control  of  post-tonsillectomy  hemorrhage,  and 
during  the  injection  of  the  mandibular  nerve  for 
dental  procedures. 

Symptomatology,  of  course,  depends  on  the  ex- 
tent of  disease  and  its  location.  Fever,  sore 
throat,  and  malaise  are  usually  present  as  may  o- 
talgia  with  injection  of  the  tympanic  membrane 
and  occasional  fixation  and  rigidity  of  the  neck. 
Infection  involving  the  anterior  compartment  is 
usually  accompanied  by  trismus  due  to  spasm  of 
the  internal  pterygoid  muscle.  Because  of  its  rela- 
tion to  the  tonsillar  area,  there  is  usually  bulging 
of  the  posterolateral  pharyngeal  wall  and  tonsil  re- 
gion. Involvement  of  the  posterior  compartment 
may  produce  swelling  of  the  posterior  pharyngeal 
wall  and  parotid  space.  Thrombosis  of  the  inter- 
nal jugular  vein  may  cause  a septic-type  tempera- 
ture with  chills  and  positive  blood  cultures.  Ero- 
sion of  major  arteries  may  occur  with  or  without 
erosion  within  the  carotid  sheath  of  the  common, 
external,  or  internal  carotid  artery.  It  is  this  last 
dreaded  complication  that  one  must  attempt  to 
avoid  by  early  surgical  drainage  once  the  diagnosis 
of  abscess  is  made. 

When  pharyngeal  hemorrhage  occurs  in  a patient 
with  pterygomaxillary  infection,  the  situation  is  in- 
deed grave,  for  these  initial  small  hemorrhages  are  but 
the  forerunners  of  sudden  massive  hemorrhages 
which  will  exsanguinate  the  patient  in  a very  few  min- 
utes. No  matter  how  small  the  quantity  of  the  first 
hemorrhage,  it  indicates  immediate  ligation  of  the 
common  carotid  artery  or  occasionally  of  its  branches 
and  drainage  of  the  pterygomaxillary  space  by  the  ex- 
ternal approach.5 

The  following  is  a summary  of  2 cases  of  ptery- 
gomaxillary space  infection  of  varying  severity  re- 
cently encountered. 

Case  reports 

Case  1.  A twenty-four-year-old  healthy  male  en- 
tered the  emergency  room  of  the  North  Shore  Hospital 
with  bleeding  from  the  left  tonsil  fossa  five  days  fol- 
lowing local  tonsillectomy.  The  hemorrhage  was  con- 
trolled by  locally  infiltrating  1 per  cent  lidocaine  (Xylo- 
caine)  into  the  tonsil  fossa.  He  was  afebrile  at  the  time. 
The  hematocrit  fell  from  a preoperative  level  of  41  to  29, 
and  for  this  reason  and  because  of  the  general  fatigued 


appearance  of  the  patient,  he  was  admitted  to  the  North 
Shore  Hospital  and  transfused  with  3 units  of  whole 
blood.  Daily  temperature  elevations  were  noted,  left 
upper  cervical  swelling  was  first  realized  three  days  fol- 
lowing admission,  and  the  patient  was  started  on  intra- 
venous ampicillin.  Because  of  extensive  progressive  left 
cervical  swelling  with  trismus,  dysphagia,  and  a contin- 
ued elevated  febrile  course,  the  patient  was  then  taken 
to  the  operating  room  where  an  incision  and  drainage  of 
the  large  pterygomaxillary  space  abscess  was  performed. 
Several  loculated  areas  of  putrefaction  were  encoun- 
tered, the  largest  in  the  pterygomaxillary  space.  No 
oropharyngeal  or  hypopharyngeal  swelling  was  noted. 
Cultures  revealed  Streptococcus,  Enterobacteriaceae, 
and  Bacteroides  sensitive  to  penicillin  and  clindamycin, 
and  the  patient  was  maintained  on  intravenous  penicil- 
lin and  oral  clindamycin,  300  mg.  three  times  a day.  He 
followed  an  uneventful  postoperative  course  and  was 
discharged  in  a satisfactory  condition. 

Case  2.  A seventeen-year-old  diabetic  female  com- 
plained five  to  nine  days  prior  to  admission  of  vague 
soreness  in  the  upper  cervical  region  and  soreness  in  the 
throat  with  a low-grade  fever.  She  had  a tonsillectomy 
and  adenoidectomy  at  five  years  of  age,  and  there  was 
no  history  of  prior  dental  disease,  foreign  body,  or  other 
febrile  illness.  She  was  treated  with  oral  penicillin  by 
her  local  physician,  and,  because  of  persistence  of  dis- 
comfort and  continued  febrile  episodes  with  increasing 
dysphagia,  she  was  admitted  to  the  North  Shore  Hospi- 
tal Medical  Service.  Progressive  posterolateral  pharyn- 
geal swelling,  marked  temperature  elevations,  and  in- 
creasing right  lateral  neck  swelling  with  rigidity  and 
trismus  followed.  At  this  time,  examination  revealed 
marked  erythema  and  nonfluctuant  swelling  of  the  right 
upper  lateral  neck  region,  extending  approximately  to 
the  level  of  the  hyoid  bone,  posteriorly  to  and  over  the 
trapezius  muscle  with  marked  nuchal  and  upper  posteri- 
or thoracic  rigidity,  parotid  swelling  to  the  level  above 
and  anterior  to  the  ear,  and  slight  erythema  and  injec- 
tion of  the  right  tympanic  membrane.  There  was 
marked  trismus  and  swelling  of  posterolateral  pharyn- 
geal wall  to  the  level  of  the  larynx  and  up  to  the  base  of 
the  skull  but  stopping  at  the  midline.  The  swelling  was 
pushing  the  soft  palate  down  and  forward.  A right  Hor- 
ner’s syndrome  was  noted.  Funduscopy  findings  were 
normal.  A minor  episode  of  epistaxis  was  noted  and 
controlled  with  light  nasal  packing.  Because  of  an  in- 
crease in  her  dysphagia  and  a second  episode  of  profuse 
“posterior  nasal  bleeding,”  the  patient  was  taken  to  the 
operating  room  and,  under  general  anesthesia,  under- 
went a tracheotomy  and  incision  and  drainage  of  a large 
pterygomaxillary  space  abscess  via  a lateral  neck  inci- 
sion. The  eroded  ends  of  the  external  carotid  artery 
were  located  at  about  the  level  of  the  hypoglossal  nerve 
and  were  ligated.  The  neck  wound  was  packed  open. 
Culture  and  sensitivity  were  obtained  and  the  patient 
maintained  on  intravenous  penicillin.  Cultures  ob- 
tained from  the  abscess  cavity  were  negative. 

On  the  first  postoperative  febrile  day  the  patient  ex-  J 
perienced  another  episode,  much  more  profuse,  of  nasal 
and  pharyngeal  hemorrhage,  this  time  of  approximately 
1,000  cc.  in  three  to  four  minutes.  The  hemorrhage  was  i 
controlled  with  a posterior  nasal  pack.  No  bleeding  was 
noted  via  the  lateral  neck  incision. 

A right  common  carotid  arteriogram  was  performed 
which  revealed  marked  narrowing  and  posterior  dis-  j 
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FIGURE  1.  Selective  common  carotid  arteriogram.  (A)  Posterior  displacement  of  right  internal  carotid  artery  and  forma- 
tion of  pseudoaneurysm  near  base  of  skull.  Note  ligated  portion  of  external  carotid  artery.  (B)  Pseudoaneurysm  of  the 
right  internal  carotid  artery  visible  immediately  superolateral  to  right  posterior  molar. 


placement  of  the  right  internal  carotid  artery  with  a 
pseudoaneurysm  formation  near  the  base  of  the  skull. 
(Fig.  1).  The  patient  was  immediately  returned  to  the 
operating  room  where  ligation  of  the  internal  carotid  ar- 
tery, external  carotid  artery,  and  common  carotid  artery 
was  performed. 

No  postoperative  neurologic  sequela  followed.  The 
posterior  nasal  pack  was  removed,  and  no  further  hem- 
orrhage was  encountered. 

The  patient  was  treated  postoperatively  with  clinda- 
mycin, and  she  followed  an  otherwise  unremarkable 
postoperative  course  with  progressive  improvement. 
The  patient  was  discharged  in  satisfactory  condition  to 
the  care  of  her  private  physicians. 

Bacteriology 

Over  the  years,  the  most  common  organism  in- 
volved in  pterygomaxillary  space  infection  has 
been  the  group  A Streptococcus  pyogenes.5-6 
Owing  to  the  recent  widespread  use  of  antibiotics, 
the  resident  flora  of  the  oropharynx  and  hypo- 
pharynx  may  change,  and,  therefore,  the  causative 
organisms  of  these  abscesses  are  now  varied.  Re- 
sistant staphylococcus  and  gram-negative  orga- 
nisms are  more  commonly  involved  in  these  severe 
infections." 

We  have,  along  with  many  others,  been  seeing 
an  increasing  number  of  infections  due  to  Bacter- 
oides  organisms.8-10  These  anaerobic  nonsporu- 
lating  gram-negative  organisms  are  normal  inhabi- 
tants of  the  oral  cavity.  In  Gunn’s8  classic  report 
54  or  148  cases  of  bacteroides  septicemia  originat- 


ed in  the  nasopharyngeal  area.  Septic  thrombo- 
phlebitis is  a common  feature  of  these  infections. 
Unlike  the  previous  organisms,  Bacteroides 
species  are  most  uniformly  sensitive  to  chloram- 
phenicol.9 Clindamycin  has  also  been  very  valu- 
able and,  in  our  hands,  an  effective  and  nontoxic 
additional  agent  which  may  now  be  the  drug  of 
choice  for  these  infections.10 

According  to  Beck,5  in  the  pre-antibiotic  era  70 
per  cent  of  deep  neck  infections  were  due  to  tonsil 
and  adenoid  infection  with  50  per  cent  of  these  in- 
volving the  pterygomaxillary  space.  After  the  ad- 
vent of  antibiotic  therapy,  the  incidence  of  deep 
neck  infections  secondary  to  tonsil  and  adenoid  in- 
fection dropped  to  30  per  cent.  There  presently 
does  not  appear  to  be  any  existing  statistics  as  to 
how  frequently  infection  of  the  pterygomaxillary 
space  leads  to  hemorrhage  from  erosion  of  major 
vessels  of  the  neck.  Beck5  reviewed  237  cases,  re- 
ported and  studied  by  Salinger,  of  hemorrhage 
from  pterygomaxillary  space  abscess  with  76 
deaths  reported.  The  most  common  vessel  eroded 
in  those  patients  dying  from  severe  hemorrhage 
was  the  internal  carotid  artery,  in  49  cases,  and  9 
cases  were  from  erosion  of  the  common  carotid  ar- 
tery. Four  died  from  erosion  of  the  external  ca- 
rotid artery. 

The  treatment  of  choice  for  any  abscess  is,  of 
course,  incision  and  drainage,  and  it  is  even  more 
important  for  decompression  of  the  pterygomaxil- 
lary space  to  avoid  the  dread  complication  of 
major  vessel  erosion.  Adequate  antibiotic  cover- 
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age,  based  on  culture  and  sensitivity  findings, 
should  be  utilized  in  conjunction  with  incision  and 
drainage  to  prevent  spread  of  infection. 

There  are  several  surgical  approaches  to  the 
pterygomaxillary  space.  The  transtonsil  fossa  ap- 
proach may  be  used  in  carefully  selected  cases  and 
with  much  caution.  All  peroral  incisions  are  con- 
traindicated when  there  has  been  prior  hemor- 
rhage, no  matter  how  slight.  The  possible  result- 
ing hemorrhage  would  be  difficult,  if  not  impossi- 
ble, to  control.  The  transantral  approach  to  the 
pterygomaxillary  space  also  may  be  selectively  uti- 
lized when  the  clinical  situation  warrants. 

The  classical  (submaxillary  fossa,  external  cervi- 
cal) approach  of  Mosher,11  first  described  in  1929, 
is  perhaps  the  most  utilized  and  safest  approach, 
and  adequate  control  of  major  vessel  erosion  and 
hemorrhage  may  be  realized.  In  cases  in  which 
there  is  no  need  to  explore  the  carotid  sheath  for 
control  of  hemorrhage  the  vertical  portion  of  the 
incision  may  be  omitted. 

The  presence  of  old  blood  or  clots  mixed  with 
the  purulent  exudate  obtained  during  incision  and 
drainage  should  alert  one  to  the  possibility  of  ex- 
isting erosion  of  major  cervical  vessels  which,  prior 
to  opening  the  neck,  may  have  been  controlled  by 
the  tamponade  effect  of  the  accumulated  blood  or 
pus  within  the  tight  fascial  planes. 

Erosion  of  the  internal  carotid  artery  may  result 
in  spontaneous  fatal  hemorrhage  into  the  orophar- 
ynx or  hypopharynx.  The  formation  of  a pseu- 
doaneurysm may  be  detectable  by  arteriography 
prior  to  this  fulminating  hemorrhage.  One  should 
make  use  of  the  modern-day  diagnostic  techniques 
before  embarking  on  a course  of  blind  ligation  of 
the  carotid  artery.  More  accurate  selection  of  the 
site  of  ligation  and  the  localization  of  the  defect  is 
possible  as  well  as  its  obvious  use  in  prognosticat- 
ing the  sequela  of  ligation.  It  was  felt  by  many  in 
the  past  that  the  procedure  of  choice  in  major 
hemorrhage,  secondary  to  pterygomaxillary  ab- 
scess, was  ligation  of  the  common  carotid  artery.12 

Repeated  hemorrhage  is,  of  course,  possible 
even  after  ligation  of  the  common  carotid  artery 
because  of  collateral  circulation  and  retrograde 
flow  down  the  external  carotid  artery  and  into  the 
internal  carotid  system.  This  possibility  also  ex- 
ists after  ligation  of  the  external,  common,  and  in- 
ternal carotid  arteries  by  retrograde  flow  down  the 


internal  carotid  artery  to  the  site  of  erosion.  With 
the  availability  of  arteriography,  one  should  be 
able  to  accurately  localize  the  vessel  involved  mak- 
ing more  definitive  ligation  of  the  peripheral  major 
vessel  possible. 

Conclusions 


A most  aggressive  approach  should  be  utilized  in 
the  management  of  a pterygomaxillary  abscess. 
Attention  must  be  directed  to  the  control  of  the 
airway,  prevention  and  control  of  major  vessel 
hemorrhage,  identification  of  the  causative  orga- 
nism with  the  proper  antibiotic  coverage,  and  ade- 
quate incision  and  drainage. 

Because  of  the  complexity  of  the  region  in- 
volved, it  is  in  the  best  interest  of  the  patient  to 
follow  a team  evaluation  consisting  of  an  otolaryn- 
gologist, a vascular  surgeon,  a neurosurgeon  when 
indicated,  an  infectious  disease  specialist,  and  a 
neuroradiologist. 

Deep  neck  abscesses  with  their  dreaded  compli- 
cations herein  outlined  are  not  a thing  of  the  past. 

275  Middle  Neck  Road 
Great  Neck,  New  York  11023 
(DR.  MATTUCCI) 
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The  infrequent  use  of  psychiatric  consultation 
services  made  by  outpatient  clinics  of  a large  city 
hospital  was  reported  previously.1  It  was  noted 
that  only  0.3  per  cent  of  all  visits  to  the  medical 
clinic  resulted  in  a request  for  psychiatric  consul- 
tation. This  is  in  marked  contrast  to  estimated 
figures  that  between  50  to  80  per  cent  of  patients 
seeking  a general  physician  have  primarily  emo- 
tionally related  disorders.2 

Although  a large  body  of  literature  has  sprung 
up  discussing  the  use  of  liaison  and  consultation 
services  for  general  hospital  inpatients,3’4  the  work 
of  psychiatric  consultants  with  outpatient  clinics 
has  received  scant  attention.2-5 

On  theoretic  grounds,  it  seems  advisable  to  pro- 
vide psychiatric  consultation  to  outpatients  in 
general  medical  and  surgical  clinics  to  provide  a 
holistic  approach  to  patient  care.  It  is  necessary 
to  study  both  the  utilization  and  overall  effective- 
ness of  this  type  of  service,  since  this  information 
is  not  available  at  present. 

Observations  were  recorded  during  a six-month 
period  from  December,  1972,  to  May,  1973, 'at  the 
1,100-bed  Queens  Hospital  Center.  In  an  attempt 
to  increase  utilization  of  consultation  services, 
psychiatrists  were  assigned  directly  to  the  medical 
clinic.  They  were  present  two  mornings  a week, 
used  an  office  located  in  the  clinic,  and  were  avail- 
able for  both  formal  consultations  with  patients 


The  physical  presence  of  a psychiatrist  in  a hospi- 
tal outpatient  medical  clinic  encourages  requests 
for  consultations.  However,  only  half  the  referrals 
will  keep  their  first  appointment  and  only  half  of 
the  group  referred  for  further  psychiatric  treat- 
ment will  follow  this  recommendation. 


and  for  informal  meetings  with  clinic  staff.  In  the 
previous  utilization  study,  consultants  were  on  call 
and  were  not  physically  present  in  the  clinic.1  Re- 
sults of  the  two  studies  were  compared. 

Results 

Of  a total  of  4,590  patient  visits  during  this  peri- 
od, there  were  86  requests  for  psychiatric  consulta- 
tion, 1.6  per  cent;  only  46,  53  per  cent,  of  the 
scheduled  appointments  were  kept.  Of  the  26  pa- 
tients who  were  recommended  to  seek  further  psy- 
chiatric treatment,  12,  46  per  cent,  followed  the 
consultant’s  recommendation  to  register  in  the 
psychiatric  clinic. 

Most  patients  were  referred  because  they  com- 
plained of  emotional  difficulties  such  as  depres- 
sion, nervousness,  or  anxiety.  Other  referrals  in- 
cluded the  evaluation  of  problems  of  impotence, 
management  of  organic  brain  syndrome,  drug  and 
alcohol  addiction,  and  obesity.  Reasons  for  refer- 
ral were  similar  to  those  found  in  the  earlier 
study.1  Patients  who  resolved  their  emotional 
problems  in  terms  of  psychophysiologic  distress, 
psychosomatic  illness,  or  expressed  their  emotion- 
al problems  in  terms  of  somatic  language  were 
rarely  referred. 

Comment 

It  is  necessary  to  examine  whether  or  not  the 
overall  quality  of  medical  care  is  improved  by  sta- 
tioning a psychiatrist  in  the  clinic  area.  When  the 
psychiatrist  was  physically  located  in  the  clinic 
rather  than  being  on  call,  a fivefold  increase  in 
consultations  resulted.  As  evinced  in  the  earlier 
study,1  only  half  the  referred  patients  kept  their 
appointments.  Thus  the  psychiatrist’s  presence 
in  the  clinic  did  not  appreciably  increase  patient 
motivation  for  psychiatric  attention. 

Half  of  those  patients  referred  for  psychiatric 
treatment  met  with  the  psychiatrist  once  but  did 
not  follow  recommendations  for  further  treatment. 
This  was  in  keeping  with  results  found  by  Lipow- 
ski,  Ramsay,  and  Villard,2  and  Chameides  and 
Yamamoto,6  who  noted  that  40  to  64  per  cent  of 
those  patients  recommended  for  further  psychiat- 
ric treatment  did  not  follow  through. 

The  consistent  inability  of  a significant  number 
of  patients  attending  a medical  clinic  to  keep  the 
initial  psychiatric  appointment  must  be  consid- 
ered in  terms  of  the  recently  reported  increased 
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use  of  general-hospital  emergency  rooms  by  pa- 
tients needing  to  resolve  psychosocial  problems.7 
Those  patients  with  intense  anxiety  or  charactero- 
logic  problems  may  need  immediate  action  and 
cannot  wait  to  keep  scheduled  appointments. 
Other  patients  neglect  to  keep  their  appointments 
if  they  feel  they  have  resolved  their  difficulties. 

The  social  distance  between  lower-class  patient 
and  middle-class  physician  may  prevent  the  pa- 
tient from  accepting  psychiatric  recommenda- 
tions. He  may  feel  too  intimidated  to  expose  him- 
self or  may  view  psychiatry  as  a repressive  arm  of 
the  social  order.8  He  may  well  perceive  his  vague, 
diffuse  illnesses  as  a “way  of  life”  due  to  ad- 
mixtures of  mental,  physical,  and  social  distress 
which  the  psychiatrist  is  ill  equipped  to  treat.9 

Another  important  question  concerns  whether 
or  not  the  psychiatrist’s  presence  in  a medical  clin- 
ic serves  as  a learning  experience  for  the  nonpsy- 
chiatric physician.  Fox5  stressed  the  advantages 
accruing  from  such  liaison  in  terms  of  improved 
communication  between  psychiatrist  and  nonpsy- 
chiatric physician  and  better  patient  care.  It  was 
our  impression  that  there  were  no  appreciable 
changes  in  the  manner  in  which  patients  were 
treated,  nor  did  there  seem  to  be  any  increase  in 
overall  sensitivity  by  nonpsychiatric  physicians  to 
a patient’s  emotional  problems.  We  would  concur 
with  Lipowski,  Ramsay,  and  Villard2  that  the 
medical  staff  generally  tended  not  to  follow  the 
psychiatrist’s  recommendations. 

The  2 consultants  in  this  study  differed  some- 
what in  their  treatment  approaches.  This  did  not 
significantly  affect  either  the  quantity  or  the  na- 
ture of  the  consultations  generated.  One  psychia- 
trist was  organically  inclined,  and  the  other  was 
analytically  oriented.  The  clinic  staff  did  not  dif- 
ferentiate between  these  2 and  appeared  unaware 
of  their  biases. 

The  question  of  the  economic  feasibility  of  pro- 
moting such  a poorly  utilized  service  is  raised. 
With  our  present  knowledge,  the  chasm  between 
soma  and  psyche  is  still  wide.  Residents  in  train- 
ing must  be  prepared  for  poor  acceptance  of  their 
services;  this  helps  to  prevent  undue  pessimism 
and  discouragement  when  they  are  assigned  to 
consultation  services.  That  is  not  to  say  that  use 
of  these  services  should  not  be  encouraged;  rather, 
the  inherent  problems  must  be  recognized  when 
we  ask  patients  to  change  from  the  “medical  doer” 


to  the  “psychiatric  listener.” 

Summary 

With  the  introduction  of  the  psychiatric  consul- 
tant who  works  in  close  physical  proximity  to  the 
medical  specialist  in  a large  municipal  hospital 
outpatient  clinic,  the  utilization  rate  of  psychiatric 
consultation  services  increased  fivefold.  However, 
although  a greater  number  of  patients  are  referred, 
only  half  will  keep  their  first  appointment,  and 
only  half  of  those  patients  for  whom  further  psy- 
chiatric treatment  is  advised  will  follow  this  rec- 
ommendation. The  general  change  that  the  psy- 
chiatric consultant  catalyzes  in  the  clinic  is  mini- 
mal. 

The  majority  of  patients  will  not  be  able  to 
“jump  the  gap”  between  the  medical  clinic  and  a 
psychiatric  approach  and  accept  psychiatric  help. 
Thus,  the  referring  physician  or  the  psychiatric 
resident-in-training  who  is  looking  for  more  dra- 
matic results  will  be  disappointed. 

The  majority  of  patients  who  have  chosen  a 
medical  means  of  seeking  help  in  resolving  emo- 
tional problems  will  not  be  appreciably  touched  by 
psychiatric  intervention.  An  increase  in  the  con- 
sultation services  offered  may  not  be  the  answer 
until  there  is  a better  understanding  of  how  to 
help  these  patients. 

164th  Street 
Jamaica,  New  York  11432 
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The  statistics  of  police  departments  and  jails  in 
urban  areas  suggest  that  the  corner  has  been 
turned  in  the  heroin  epidemic.  Crimes  related  to 
addiction  appear  to  be  on  the  decrease,  and  there 
has  been  a sharp  drop  in  the  numbers  of  adoles- 
cent addicts  appearing  in  the  detention  jails  of 
New  York  City.  At  least  some  of  the  credit  for 
this  must  go  to  the  methadone  programs.  As  a 
conservative  estimate,  methadone  programs  in  the 
New  York  City  area,  now  treating  36,000  former 
heroin  addicts,  are  saving  the  community  $1  mil- 
lion per  day  in  prevented  crime. 

Needless  to  say,  the  treatment  of  addicts  is  only 
one  component  in  society’s  struggle  against  drugs. 
Law  enforcement,  limiting  the  supply  of  heroin  on 
the  street,  certainly  has  been  a significant  factor, 
and  a change  in  attitude  of  adolescents  toward 
drugs,  in  which  drug  addiction  is  now  seen  as  stu- 
pid rather  than  smart,  is  probably  the  most  impor- 
tant trend  of  the  day.  Incidentally,  let  us  not  be- 
come complacent  if  the  young  people  end  the  her- 
oin epidemic  by  rejecting  narcotic  drugs.  The 
basic  problems  of  the  urban  ghettos  will  not  be 
eliminated  by  this.  The  despair  and  anger  of  sen- 
sitive people  stem  from  deteriorating  neighbor- 
hoods. Many  underprivileged  young  people  in  the 
ghettos  today  avoid  heroin  to  keep  themselves  fit 
to  be  militant  and  to  assert  themselves  in,  a re- 
pressive society.  Let  us  therefore  see  the  urban 

* This  article  is  based  on  research  activities  sponsored 
through  a grant  from  the  New  York  State  Narcotic  Addiction 
Control  Commission.  Conclusions  stated  herein  are  not  neces- 
sarily those  of  the  Commission. 

Reprinted  from  Proceedings  of  the  Fifth  National  Confer- 
ence on  Methadone  Treatment,  Volume  I,  March  17  to  19, 
1973,  Washington,  D.C. 


How  to  Succeed  in 
Treatment  of  Addicts 


drug  problem  in  the  context  that  created  the  epi- 
demic, and  recognize  the  social  conditions  that 
breed  addiction. 

Methadone  programs  enable  us  to  deal  effec- 
tively with  one  important  aspect  of  this  social 
problem,  namely  the  rehabilitation  of  people  who 
have  already  become  disabled  by  heroin  addiction. 
In  so  doing,  we  contribute  to  the  wider  objective  of 
preventing  the  spread  of  addiction  and  giving  new 
life  to  the  neighborhoods.  Our  successful  patients 
cease  to  be  drug  pushers  and  addicts  and  in  many 
instances  become  leaders  in  the  fight  against  drugs 
and  for  the  improvement  of  their  communities.  A 
program  with  a reasonably  good  retention  rate,  for 
example,  75  per  cent  of  its  patients  retained  for  at 
least  one  year,  and  comparable  achievement  in  re- 
habilitation, thus  is  making  a substantial  contribu- 
tion to  its  community,  but  it  should  not  permit  it- 
self to  be  satisfied  with  this  result.  Patients  who 
are  discharged  from  programs  usually  return  to 
the  life  of  the  street.  In  what  way  did  we  fail  to 
meet  needs  of  the  25  per  cent  who  were  lost  from 
treatment,  or  fail  to  understand  their  problems? 
These  questions  should  come  with  even  greater 
force  to  programs  with  substandard  performance. 
If  only  50  per  cent  of  the  patients  in  a program  are 
successfully  treated,  and  the  other  half  returned  to 
heroin  and  the  street,  how  can  we  be  satisfied? 

Rehabilitation  process 

In  our  experience  there  are  four  critically  impor- 
tant stages  in  the  rehabilitation  process.  If  a pro- 
gram has  a low  retention  rate,  and  few  addicts 
applying  to  it  for  treatment,  it  has  failed  at  one  or 
more  of  these  points. 

Entry.  A heroin  addict  on  the  streets  of  a big 
city  is  a person  in  trouble,  with  little  or  no  faith  in 
any  agency  offering  treatment.  After  a few  years 
on  the  street  almost  every  addict  would  be  glad  to 
be  out  of  it,  but  the  limiting  factor  is  hopelessness. 
Most  of  the  older  addicts  have  tried  to  escape  ad- 
diction and  failed.  Many  have  emerged  from  jail 
determined  to  avoid  a return  to  heroin  only  to  re- 
lapse within  the  week.  Why,  then,  is  it  said  that 
addicts  are  unmotivated?  The  answer  lies  in  how 
programs  look  to  addicts. 

The  appeal  of  any  treatment  must  be  made 
through  the  example  of  its  patients.  If  an  addict 
sees  ex-addicts  from  his  own  neighborhood,  well- 
dressed  and  secure,  with  a pride  in  their  program 
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and  a sense  of  achievement,  he  will  be  impressed 
and  begin  to  believe  that  the  program  could  also 
work  for  him.  If,  on  the  other  hand,  the  patients 
in  a program  are  alienated  or  feel  manipulated,  or 
if  they  see  no  progress  in  their  own  lives,  they  will 
communicate  this  to  the  street  and  few,  if  any,  ad- 
dicts will  apply  for  treatment.  We  read  much 
about  the  need  for  agencies  to  evaluate  treatment 
programs.  Let  us  emphasize  that  addicts  on  the 
street  are  also  evaluators.  Indeed,  they  are  the 
most  critical  judges  of  program  performance,  and 
in  some  ways  the  most  accurate.  With  the  advan- 
tage of  direct  observation  to  see  how  well  programs 
really  work,  they  react  accordingly.  The  move- 
ment of  addicts  from  the  street  into  treatment 
thus  is  correlated  with  the  success  or  failure  of  the 
program  in  handling  its  own  patients.  If  appli- 
cants come  voluntarily,  the  program  has  won  a 
vote  of  confidence  from  the  street.  If  there  are  no 
applicants,  the  program  should  look  for  the  expla- 
nation within  its  own  procedures  and  attitudes 
toward  addicts. 

Transition  from  addict  to  patient.  Addicts 
learn  to  live  without  trusting  anyone.  It  is  not  an 
easy  matter  for  them  to  believe  in  a program;  they 
have  been  hurt  too  many  times  and  are  defensive. 
This  essential  step  in  rehabilitation  can  be 
achieved  only  by  honest  and  persistent  concern  for 
them  as  individuals.  The  staff  must  feel  the  indi- 
viduality of  each  patient  as  a human  being  and 
have  faith  in  his  potential  to  grow  in  self-respect 
and  responsibility.  They  must  see  the  range  of 
problems  that  confront  different  patients  and  re- 
spond sensitively.  They  must  understand  the 
frustration  of  an  intelligent  and  vigorous  young 
black  man  deprived  of  access  to  education,  jobs, 
and  decent  living.  They  must  recognize  the  pro- 
found neurosis  of  a white,  middle-class,  college 
dropout  who  has  become  an  addict  in  the  slums  of 
a big  city.  They  must  see  the  desperation  of  the 
addicted  prostitute,  the  compulsions  of  the  alco- 
holic, and  the  sickness  of  the  psychopath  as  the 
different  problems  that  they  are.  Society  may 
give  ail  of  these  people  the  same  label,  heroin  ad- 
dicts, but  the  staff  must  see  them  as  individuals  if 
the  treatment  program  is  to  be  effective  in  their 
rehabilitation. 

The  critical  process  after  entry  of  an  addict  into 
a program  is  the  transition  in  his  attitude  from 
that  of  an  addict  taking  care  of  his  habit  to  a pa- 
tient with  confidence  in  his  program  and  a sense  of 
his  personal  dignity.  If  a methadone  program 
fails  to  achieve  this  transition,  it  remains  no  more 
than  an  agency  to  dispense  medication. 

Social  rehabilitation.  The  transition  from  the 
status  of  an  addict  on  the  street  to  that  of  a re- 
spected member  of  the  community  with  a family,  a 
decent  place  to  live,  and  a job  measuring  up  to 
capabilities,  is  a long,  hard  course  with  roadblocks 
of  discrimination,  prejudice,  fear,  ignorance,  and 
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scarcity  of  jobs.  Nevertheless,  some  patients  are 
so  determined  and  resourceful  that  they  will  arrive 
at  a degree  of  social  rehabilitation  without  any 
help  except  a sense  of  security  in  the  existence  of 
the  program  and  provision  of  methadone  to  elimi- 
nate the  need  for  heroin.  We  estimate  that  as 
many  as  half  of  the  patients  coming  to  methadone 
programs  in  the  large  cities  would  stay  with  the 
program  and  keep  out  of  jail  for  a year  or  more  if 
simply  given  methadone.  Indeed,  if  a program 
has  a retention  rate  of  less  than  50  per  cent  for  the 
first  year,  it  is  probable  that  punitive  attitudes  of 
the  staff  or  pressures  from  the  community  are 
forcing  patients  out  of  treatment  and  back  to  the 
streets. 

The  real  challenge  to  a program  is  to  retain  the 
other  50  per  cent  of  patients,  those  who  would  be 
lost  without  a dedicated  staff.  Although  it  is  not 
always  clear  on  admission  whether  a patient  will 
prove  easy  or  difficult  to  treat,  the  distinction  cer- 
tainly becomes  established  as  treatment  proceeds, 
and  in  many  cases  the  quality  of  the  rehabilitation 
program  is  put  to  a severe  test. 

At  present,  an  optimal  program  with  an  experi- 
enced staff  should  be  able  to  retain  in  treatment  at 
least  75  per  cent  of  all  patients  for  a year  or  more 
and  achieve  substantial  rehabilitation  during  this 
time.  The  lower  retention  rate  of  some  programs 
has  been  explained  on  the  grounds  that  entry  was 
made  too  easy  and.  therefore,  that  the  patients 
coming  into  treatment  were  poorly  motivated. 
This  is  not  an  adequate  excuse  for  program  failure. 
Programs  receiving  poorly  motivated  patients  no 
doubt  have  a higher  percentage  of  difficult  pa- 
tients, but  the  mission  of  rehabilitation  programs 
is  to  treat  difficult  patients.  If  a program  suc- 
ceeds only  with  easy  cases  and  fails  to  reach  the  in- 
secure persons  who  come  to  it  for  help,  then  it  is 
not  much  more  than  a dispensary.  Rather  than 
excuse  the  performance  of  programs  with  50  per 
cent  retention  or  lower,  we  need  to  learn  how  to  do 
better  than  75  per  cent.  In  addition  to  the  ser- 
vices that  the  best  rehabilitation  programs  offer 
today,  what  might  be  done  to  save  the  25  per  cent 
who  are  now  being  lost:  better  clinics  and  staffing 
for  specialized  problems,  different  doses  of  metha- 
done, new  medicines  that  are  better  than  metha- 
done, supplementary  treatments  for  patients  with 
psychiatric  complications  or  multiple  addictions, 
and  so  forth? 

One  technical  problem  that  has  affected  re- 
search on  improvement  of  rehabilitation  programs 
has  been  the  practice  of  testing  innovations  in 
treatment  on  suboptimal  programs  with  low  reten- 
tion rates  and  poor  results  in  rehabilitation.  Pro- 
grams of  this  sort  selectively  eliminate  the  more 
difficult  cases,  precisely  the  ones  for  whom  im- 
provements in  technique  are  needed.  How  can  we 
demonstrate  the  advantages  of  a new  drug  or  a 
new  dosage  schedule  if  the  program  in  which  it  is 
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tested  has  a lower  retention  rate  than  that  of  an- 
other program  using  the  older  procedure?  There- 
fore, in  evaluating  any  research  conducted  in  a re- 
habilitation program,  we  must  consider  not  only 
the  comparisons  seen  within  the  framework  of  its 
own  research  design,  but  also  require  that  the  ex- 
perimental program  in  its  control  group  replicate 
the  performance  of  other  programs  using  what  are, 
at  present,  standard  procedures.  This  means  that 
a research  program  should  have  at  least  a 75  per 
cent  retention  rate  if  it  is  to  be  useful  for  testing 
new  clinical  procedures,  otherwise  potentially 
valuable  new  techniques  will  be  obscured  by  the 
poor  quality  of  the  research. 

Personal  achievement.  Consider  the  feelings 
of  the  ex-addict  who  has  succeeded  in  the  basic 
steps  of  social  rehabilitation.  He  has  been  eman- 
cipated from  the  street  and  the  world  of  drugs,  and 
he  has  a job  and  is  supporting  his  family.  In  the 
eyes  of  society  he  is  a success,  but  an  intelligent 
man  or  woman  must  also  have  the  satisfaction  of 
personal  achievement.  Too  often  the  ex-addict  is 
limited  to  an  inferior  job  by  lack  of  education,  and 
by  discrimination  and  prejudice.  A job  that  pro- 
vided a first  step  to  self-sufficiency  may  not  be 
satisfying  as  a lifetime  career.  An  apartment  in  a 
i poor  neighborhood  that  served  as  a haven  for  an 
addict  who  had  been  sleeping  in  basements  should 
j not  trap  him  for  the  rest  of  his  life. 

In  short,  the  socially  rehabilitated  patient,  like 
| any  other  normal  person  in  society,  must  have 
freedom  for  personal  growth  and  a sense  of  mobili- 
ty in  his  life.  Despair  is  the  alternative  to  growth 
if  the  first  steps  of  rehabilitation  have  been  com- 
pleted and  the  patient  sees  no  hope  for  further 
progress.  Concern  for  the  patient,  and  for  the 
permanence  of  his  rehabilitation,  mandates  the 
program  to  support  him  in  his  struggle  for  expres- 
sion as  an  individual  human  being.  Specifically, 
the  program  must  help  open  the  way  to  better  jobs 
and  housing  for  patients,  provide  opportunities  for 
education,  defend  the  patients  against  injustices, 
and  serve  as  a refuge  if  he  is  in  trouble.  Some  pa- 
tients, successful  in  life  and  busy  in  their  own  af- 
fairs, may  not  need  any  of  these  helps,  and  none 
should  be  imposed  on  them.  Other  patients  may 
look  successful  to  society,  yet  be  in  personal  trou- 
ble. A program  that  is  unable  to  respond  or  is  dis- 
interested surely  has  failed  its  responsibility. 

Abstinence  as  a treatment  goal 

So  far  we  have  said  nothing  about  the  prescrip- 
tion of  methadone,  although  our  programs  ate  usu- 
ally called  methadone  maintenance  programs. 
This  popular  label  puts  the  emphasis  on  what  is 
merely  the  medicinal  aspect  of  the  treatment. 
More  importantly,  the  clinics  should  be  rehabilita- 
tion programs,  not  simply  dispensaries.1  The 
measure  of  success  or  failure  is  what  happens  to 


the  lives  of  the  patients.  The  real  revolution  of 
the  methadone  era  was  its  emphasis  on  rehabilita- 
tion rather  than  detoxification.  This  reversed  the 
traditional  approach  to  addiction,  which  had  been 
based  on  the  assumption  that  abstinence  must 
come  first.  According  to  the  old  theory,  rehabili- 
tation is  impossible  while  a person  is  taking  drugs 
of  any  kind,  including  methadone.  The  success  of 
methadone  programs  in  rehabilitating  addicts  who 
had  already  failed  in  abstinence  programs  deci- 
sively refuted  this  old  theory.  Indeed,  nowhere  in 
the  history  of  treatment  has  a program  with  the 
abstinence  approach  achieved  even  a fraction  of 
the  retention  rate  and  social  rehabilitation  now 
seen  in  the  average  methadone  clinic.  This  state- 
ment includes  all  of  the  abstinence-oriented  pro- 
grams of  governmental  institutions,  therapeutic 
communities,  and  religious  groups  for  which  any 
data  are  available.2,3 

Although  the  philosophy  of  abstinence  before 
rehabilitation  has  failed  repeatedly  in  the  past  one 
hundred  years  for  all  but  a minority  of  narcotics 
addicts,  each  new  generation  of  therapists  revives 
this  dogma  under  a new  name.  Currently  the 
popular  label  for  this  old  approach  seems  to  be 
methadone  to  abstinence.  If  the  basic  measure  of 
success  in  these  programs  is  abstinence,  then  they 
are  certainly  not  directing  maximum  effort  to  re- 
habilitation. 

We  believe  that  it  is  a serious  mistake  for  pro- 
grams to  put  a higher  value  on  abstinence  than  on 
the  patient’s  ability  to  function  as  a normal  mem- 
ber of  society.  After  the  patient  has  arrived  at  a 
stable  way  of  life  with  a job,  a home,  a position  of 
respect  in  his  community,  and  a sense  of  his  own 
worth,  it  may,  or  may  not,  be  in  his  best  interest  to 
discontinue  methadone,  but  at  least  he  can  consid- 
er this  option  without  pressure.  The  pharmaco- 
logic symptoms  of  withdrawal  will  be  the  same 
whether  or  not  he  is  socially  rehabilitated,  but 
with  a job  and  family  he  has  much  more  to  lose  if 
he  relapses,  and  therefore  will  be  strongly  motivat- 
ed to  resist  a return  to  heroin.  The  time  spent  in 
maintenance  treatment  does  not  make  detoxifica- 
tion more  difficult.  It  has  proved  very  easy  to 
withdraw  methadone  from  patients  who  have  been 
maintained  for  one  to  eight  years  when  the  reduc- 
tion in  dose  has  been  gradual  and  the  patient  free 
from  anxiety.  Symptoms  during  a slow  withdraw- 
al generally  are  absent  until  the  dose  goes  below  10 
to  20  mg.  per  day,  and  are  tolerable  during  the 
final  stages  to  zero  dose.4 

As  with  heroin,  the  real  problems  begin  after 
withdrawal.  The  secondary  abstinence  syndrome, 
first  described  by  Himmelsbach,  Martin,  Wikler, 
and  colleagues  at  the  United  States  Public  Health 
Hospital,  Lexington,  Kentucky,  in  patients  detoxi- 
fied from  morphine  and  heroin,  reflects  the  persis- 
tence of  metabolic  and  autonomic  disturbances  in 
the  postnarcotic  withdrawal  period.5-7  These  per- 


July  1974/New  York  State  Journal  of  Medicine  1417 


sistent  abnormalties  in  metabolism  are  clearly 
pharmacologic  since  they  occur  also  in  experimen- 
tal animals  addicted  to  narcotics  and  then  detoxi- 
fied. Follow-up  studies  of  abstinent  ex-addicts 
have  emphasized  the  frequency  of  alcoholism  and 
functional  deterioration.2 

Clinically,  we  also  are  seeing  symptoms  of  in- 
somnia, irritability,  poor  performance  on  the  job, 
alcoholism,  and  in  some  cases  relapse  to  heroin, 
with  disturbing  frequency  in  patients  who  have 
been  detoxified  after  an  apparently  successful  re- 
habilitation in  a methadone  program.  We  are 
particularly  concerned  with  the  increasing  number 
of  former  methadone  patients  who  have  come  to  us 
at  Rockefeller  University  Hospital  for  help  some 
months  after  having  been  detoxified  at  other  clin- 
ics. Usually  too  embarrassed  to  return  to  their 
former  programs,  they  report  breakup  of  mar- 
riages, alcoholism,  loss  of  jobs,  drug  abuse  (heroin 
and  cocaine),  and  depression. 

Conclusion 

It  is  too  early  to  try  to  guess  what  percentage  of 
rehabilitated  patients  will  continue  to  do  well  after 
detoxification,  and  how  many  will  have  serious 
problems.  What  certainly  is  clear  is  that  metha- 
done clinics  have  a continuing  responsibility  to  fol- 
low their  detoxified  patients  and  provide  further 
treatment  if  needed.  This  is  not  being  done  ade- 
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Although  narcotic  addiction  and  certain  atti 
tudes  and  experiences  of  the  street  life  of  the  junk- 
ie are  common  to  all  methadone  patients,  they  are 
as  different  and  varied  as  any  group  of  individuals 
can  be.  In  his  exhaustive  pursuit  of  heroin,  the 
drug  addict  develops  certain  skills,  both  legal  and 
illegal,  to  make  it  in  the  streets.  The  survival  in- 
stinct prevails  under  ail  circumstances  and  the 
junkie  perfects  his  ability  to  jive  and  manipulate, 
and  most  naturally  resorts  to  larceny  as  a means  of 
survival.  When  he  finally  turns  to  methadone 
maintenance,  he  comes  to  the  program  with  a vari- 
ety of  motives,  aspirations,  and  needs. 

Role  of  the  counselor 

In  the  same  sense,  the  counselor  must  set  up  dif- 
ferent expectations  depending  on  the  patient.  He 


quately  at  present.  Clinic  directors  and  govern- 
mental agencies  appear  to  have  been  interested 
only  in  the  very  easy  process  of  withdrawing  meth- 
adone. What  must  be  carefully  evaluated  in  the 
public  interest  is  the  long  and  uncertain  period  of 
secondary  abstinence  and  functional  deterioration 
that  often  follows  detoxification.  Whatever  the 
popular  or  political  demand  for  abstinence,  it  is 
our  responsibility  to  strive  for  an  enduring  rehabil- 
itation of  the  patients  that  we  have  taken  into 
treatment. 
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should  recognize  the  fact  that  each  new  patient  is 
fresh  off  the  street  and  still  very  much  entangled 
with  the  language,  values,  behavior,  and  attitudes 
of  street  life  in  the  addict  world.  The  only  thing 
the  patient  is  aware  of  at  this  point  is  that  he  is 
coming  to  the  program  for  help.  In  developing  the 
counselor-patient  relationship,  the  patient  ap- 
proaches the  counselor  with  the  street  jive  that  has 
been  part  of  his  life  style.  In  sizing  up  the  patient, 
the  counselor  often  may  dismiss  this  sort  of  behav- 
ior as  insincere  instead  of  recognizing  the  real  need 
that  is  behind  it  and  attempting  to  understand 
where  the  patient  is  coming  from. 

Being  both  a counselor  and  a patient,  the  RA 
(research  assistant)  brings  special  attributes  to  his 
job.  He  bridges  the  gap  between  the  straight 
world  and  the  addict  world.  The  RA  has  lived  in 
the  addict  world  of  all  the  patients  and  brings 
these  common  life  experiences  to  the  job.  The  RA 
is  best  able  to  understand  and  help  the  counselor 
understand  the  way  in  which  the  patient  expresses 
himself.  He  may  interpret  the  patient’s  manipu-  j 
lative  behavior  in  a way  that  would  be  constructive 
for  the  patient.  Because  the  RA  is  a patient  as 
well,  one  of  his  specialities  is  dealing  with  patients’ 
problems  in  adjusting  to  medication.  The  final 
decision  in  dosage  matters  is  the  realm  of  the  clinic 
physician  and  nurses.  However,  the  RA,  in  partic-> 
ular,  should  be  consulted  and  used  with  patients 
who  are  expressing  medication  problems.  In  this 
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area,  the  RA  should  be  sought  out  by  other  staff 
members  and  his  advice  leaned  on  heavily.  The 
RA,  as  a model  for  patient  behavior,  is  a person 
with  whom  the  patient  can  immediately  identify. 
Being  in  this  position,  the  RA  can  be  the  first  to 
show  the  patient  the  empathy  and  compassion  he 
needs  in  making  the  change  from  the  drug  world  to 
a socially  acceptable  life  style.  This  is  a particu- 
larly important  aspect  during  the  patient’s  orien- 
tation period. 

On  the  other  hand,  there  is  the  counselor  whose 
educational  background,  employment  history,  and 
general  life  experiences  are  usually  very  different 
from  that  of  the  RA.  The  counselor’s  familiarity 
in  dealing  with  the  whole  range  of  life  experiences 
that  pertain  to  the  straight  world  make  him  espe- 
cially suited  to  preparing  the  patient  for  educa- 
tional and  vocational  goals.  For  patients  who  in- 
dicate more  complex  problems  of  a psychologic  na- 
ture it  is  important  that  both  RA  and  counselor 
pick  up  on  this  sort  of  behavior  and  seek  the  ad- 
vice of  a more  professionally  trained  person,  such 
as  a psychiatric  social  worker. 

Although  the  counselor  and  the  RA  come  from 
different  worlds,  there  are  many  characteristics 
that  they  both  should  have  in  common.  The  main 
consideration  is  that  they  have  a genuine  concern 
for  the  patient.  A well-integrated  staff  combines 
counselors  and  RAs  who  support  a team  approach 
and  use  each  member’s  unique  talents  and  experi- 
ences, regardless  of  caseload  assignments,  to  devel- 
op patient  potential.  From  the  outset  the  patient 
must  know  that  he  is  wanted  and  his  needs  under- 
stood. There  is  a great  degree  of  variability  in 
each  patient’s  reaction  to  counseling,  and  this 
should  be  responded  to  with  various  approaches  to 
reach  individual  patients.  There  are  two  people 
that  make  up  the  patient-counselor  relationship 
and  that  make  this  a working  relationship.  Just 
because  a counselor  is  extending  services  does  not 
mean  a patient  is  ready  to  accept  and  deal  with  the 
advice  and  resources  that  are  offered  him. 


Attitude  of  the  patient 

A patient  comes  to  the  program  seeking  help, 


but  this  alone  does  not  say  he  is  ready  to  accept 
the  program,  and  the  counselor  must  be  willing  to 
wait.  At  the  same  time,  the  staff  should  always 
make  themselves  available  to  the  patient  and 
never  be  too  busy  to  listen.  You  never  know  when 
and  to  whom  a patient  may  confide,  and  the  door 
to  this  should  always  be  left  open.  In  addition  to 
the  regular  routine  of  behind-the-desk  counseling, 
there  are  occasions  when  a counselor  should  ex- 
tend himself  to  the  patient  outside  of  the  clinic.  A 
clinical  setting  is  not  always  best  suited  to  create 
the  kind  of  atmosphere  in  which  a patient  can  feel 
comfortable.  Going  to  a coffee  shop  or  taking  a 
walk  in  the  park  can  often  make  a patient  feel  he  is 
more  than  just  another  patient,  and  this  demon- 
strates to  him  a genuine  interest  on  the  part  of  the 
counselor  and  should  reinforce  their  relationship. 

On  the  one  hand  the  counselor  must  convey  in- 
terest and  concern  and  be  involved  with  whatever 
the  patient  is  involved  in.  On  the  other  hand  the 
counselor  must  remain  objective  enough  to  allow 
himself  to  step  back  and  see  certain  things  that 
the  patient  himself  cannot  recognize  because  of  his 
involvement  and  closeness  to  his  particular  situa- 
tion. One  common  mistake  made  in  counselor- 
patient  relationship  occurs  when  the  counselor  at- 
tempts to  project  his  values  onto  the  patient.  The 
patient  may  not  always  meet  the  goals  that  are  felt 
to  be  most  desirable  by  his  counselor,  only  because 
these  do  not  reflect  the  patient’s  own  aspirations. 
At  times  such  as  this  a counselor,  in  fact,  is  setting 
the  patient  up  for  failure,  disappointment,  and 
frustration. 

What  I have  been  trying  to  do  is  present  what 
may  possibly  make  for  a good  methadone  mainte- 
nance treatment  program.  If  the  people  that  get 
involved  in  this  type  of  work  could  recognize  some, 
if  not  all,  of  the  points  under  discussion,  then  per- 
haps the  transition  from  addiction  to  an  accept- 
able, productive  member  of  society  may  be 
smoother.  Foremost,  we  must  remember  that  the 
whole  idea  of  a methadone  maintenance  treatment 
program  was  conceived  for  the  benefit  of  the  pa- 
tients. 

St.  Luke's  Hospital 
567  West  113th  Street 
New  York,  N.Y.  10025 
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Program  Structure 

Effect  on  patients’’ attitude 


PLEASANT  T.  HARRIS, 

The  Bronx,  New  York 


From  Community  Relations  Department,  Bronx  State  Hospital 


In  discussing  the  rehabilitation  of  methadone 
patients,  one  must  ask  such  basic  questions  as 
“What  does  it  mean  to  have  been  an  addict?” 
“What  does  it  mean,  to  him,  to  ask  for  help?” 

More  often  than  not,  experiences  within  institu- 
tions have  left  a scar  which  will  shape  his  attitude 
toward  treatment.  When  he  walks  into  a clinic  it 
is  imperative  that  a positive  message  be  communi- 
cated to  him.  It  is  at  this  stage  that  his  attitude 
toward  the  program  begins  to  form.  The  attitude 
shown  toward  the  patient  on  his  entry  into  the 
program  greatly  affects  his  way  of  relating  to  the 
staff,  and  more  importantly,  his  view  of  himself  in 
this  new  situation. 

Attitude  of  staff 

It  has  been  my  experience  that  during  the 
course  of  treatment  many  unnecessary  confronta- 
tions take  place  between  the  patient  and  some 
members  of  the  staff  resulting  from  a misunder- 
standing on  either  side.  For  the  purpose  of  this 
discussion,  I will  deal  with  the  staff’s  side. 

First,  basic  attitudes  of  staff  toward  addiction, 
and  more  specifically,  toward  those  addicted,  is 
often  very  punitive  and  degrading.  Too  often  the 
patient’s  past  behavior  as  an  addict  is  thrown  in 
his  face  with  such  remarks  as:  “You  were  able  to 
get  money  to  buy  drugs,  how  come  you  can’t  get 
money  for  carfare?”  Or,  “What  do  you  mean  you 
lost  your  medication,  I bet  you  never  lost  your 
drugs?”  Obviously,  this  attitude  is  demeaning  to 
say  the  least,  and  not  only  prevents  him  from  mov- 
ing ahead  in  his  quest  for  an  improved  life  style 
but  also  serves  to  make  him  re-experience  the  very 
thing  he  is  trying  to  rid  himself  of. 

Second,  some  staff  are  afraid  of  being  manipu- 
lated. After  all,  we’ve  heard  so  much  about  the 
manipulative  powers  of  the  addict  which  have  al- 
lowed him  to  survive  in  the  street.  So,  staff  tends 
to  disbelieve  the  patient  and  doubt  his  sincerity 
when  incidents  occur,  such  as,  an  emergency  arises 
and  the  patient  has  to  leave  town  for  a day  or  two, 
or  lateness  to  the  clinic,  or  missing  the  physician’s 


appointment  because  of  an  interview  for  a job, 
which,  incidentally,  he  didn’t  get.  The  underlying 
message,  then,  is  one  of  distrust.  How  can  we 
even  begin  to  expect  him  to  change  his  behavior  or 
his  self-image  when  even  the  staff  adheres  fast  to 
the  opposite  and  deals  with  him  accordingly? 

Problems  related  to  program  structure 


Another  problem  area  along  similar  lines  may  be 
recognized  when  examined  from  a somewhat  dif- 
ferent vantage  point,  that  is,  the  structure  of  the 
program. 

While  structure  is  a necessary  and  therapeutic 
tool  in  the  rehabilitation  process,  in  its  extremes  it 
becomes  negative.  While  without  it  we  have 
chaos,  in  its  rigidity  we  have  oppression.  A struc- 
ture which  is  maintained  as  an  honest  concern  for 
those  within  it,  enhances  individual  growth  and  al- 
lows meaningful  exchanges  to  occur  between  the 
programs  and  the  patients  where  alternatives  can 
be  presented  and  explored.  On  the  other  hand,  a 
structure  which  is  overbearing,  stifles  individuality 
and  compassion,  lessens  the  patient  as  a person, 
and  consequently  leads  to  a reaction  based  on 
frustration  and  powerlessness.  To  some  patients, 
the  end  result  of  this  reaction  is  discharge  from  the 
program. 

Unfortunately,  in  many  instances  the  latter 
manifests  itself  all  too  often.  For  example,  when 
challenged  by  a patient  regarding  decisions  and/or 
behavior,  staff  can  use  the  rules  and  regulations  of 
the  program  to  fall  back  on  and  feel  very  secure  in 
their  stance.  Here,  we  have  rigid  attitudes  rein- 
forced by  rigid  rules  and  regulations.  Conse- 
quently, there  are  no  avenues  of  compromise,  nor  a 
setting  where  a meeting  of  the  minds  can  take 
place.  Obviously,  the  person  most  damaged  by 
this  situation  is  the  patient. 

Also,  in  essence,  precedents  are  being  estab- 
lished and  reinforced.  As  confrontations  continue 
to  take  place  and  are  dealt  with  in  this  manner, 
the  more  entrenched  the  staff  become  in  their  atti- 
tude toward  patients.  This  spills  over  into  rela- 
tionships with  so-called  good  patients  as  well,  that 
is,  patients  who  do  not  present  problems  to  the 
clinic.  Maybe  they  have  the  answer,  don’t  present 
problems,  therefore,  no  one  will  have  to  become  in- 
volved with  attitudes. 

Speaking  of  structure  brings  to  mind  the  au- 
thoritative position  of  the  program  in  the  person's 
life.  What  I mean  by  this  is  that  it  is  realistic  to 
assume  that  a patient  will  remain  in  treatment  for 
several  years.  If  this  be  the  case,  the  program  will 
be  integrally  involved  with  many  aspects  of  his 
life.  Often,  his  courses  of  action  and  decisions  will 
be  based  on  such  considerations  as  whether  or  not 
he  can  receive  his  medication  in  time  to  get  to 
work  without  being  late.  Jobs  have  been  lost  be- 
cause of  this.  Or,  whether  he  can  take  a two-week 
vacation  or  a month’s  vacation.  These  issues  are 
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>f  major  concern  to  a patient  and  must  he  recog- 
nized as  such. 

This  kind  of  control  exerted  by  the  methadone 
nrogram  puts  it  in  its  unique  position  of  authority. 
Che  manner  in  which  the  authority  is  managed 
vill  determine  the  effectiveness  of  the  treatment. 
Vuthority  must  be  rational  at  all  times  with  the 
natient’s  welfare  as  the  prime  consideration.  Nat- 
irally,  when  this  is  absent,  the  relationship  be- 
ween  staff  and  patient  becomes  strained.  How 
hen  can  we  expect  a patient  to  trust  us? 

Conclusion 

On  recognizing  and  examining  the  factors  dis- 
ussed  here,  I personally  have  become  greatly 
ilarmed.  We  all  know  that  methadone  in  itself  is 
lot  always  enough  to  effect  a total  transition  from 
icing  an  addict  to  becoming  a patient.  Yet,  with 
he  constant  negative  messages  transmitted  to  him 
is-a-vis  attitudes,  how  indeed  can  we  even  begin 
o engage  him  in  treatment  in  its  true  sense? 
Perhaps  we  can  begin  right  here  by  becoming 

Return  to  the 
[Community 

WARCELLUS  IPPOLITO 

Elmhurst,  New  York 

:rom  Elmhurst  General  Hospital 

Jnit  supervisor.  New  York  City 

Methadone  Maintenance  Treatment  Program. 


^et  us  now  look  at  the  methadone  patient  as  he 
i rogresses  in  his  rehabilitation.  He  is  at  a point  in 
he  program  where  he  begins  to  think  of  getting  a 
)b  or  going  to  school  and  is  beginning  to  re-enter 
he  mainstream  of  life.  To  do  this  he  must  come 
ito  contact  with  the  community  . . . and  therein 
es  the  rub.  For  usually  it  is  a community  that 
iews  the  methadone  patient  with  the  same  preju- 
ice, suspicion,  and  mistrust  with  which  they  have 
iewed  the  drug  addict.  A community  so  opinion- 
ted  denies  the  fact  that  the  drug  abuser  can  be  re- 
abilitated.  One  might  wonder  if  this  problem  of 
immunity  attitude  can  ever  be  resolved.  But  be- 
>re  asking  for  a solution,  we  must  first  attempt  to 
efine  the  problem. 

he  home 

Two-thousand  years  ago  the  Greek  philosopher 
ristotle,  discussing  the  city-state  complex,  said 
oefore  speaking  of  the  State  we  must  speak  of  the 


aware  and  acknowledging  the  existence  of  these 
attitudes.  A viable  way  to  begin  to  deal  with  some 
of  these  may  be  through  an  ongoing  training  pro- 
gram for  each  member  of  the  staff.  It  must  be 
emphasized  that  seeking  help  is  not  a weakness 
but  a strength.  An  atmosphere  of  openness  and 
trust  must  be  developed  and  nurtured  where  ac- 
ceptance of  the  person  as  an  individual  is  a para- 
mount aspect.  Staffs  personal  values  and  judge- 
ments must  take  a back  seat  to  the  needs  of  the  in- 
dividual. 

Finally,  we  must  recognize  that  methadone 
maintenance  treatment,  and  I emphasize  treat- 
ment, is  voluntary.  It  must  remain  such  in  spirit 
as  well  as  in  legality  to  be  effective.  Based  on  this 
we  cannot  become  punitive,  rigid,  and  judgmental, 
suspecting  devious  motives  for  all  behavior.  We 
cannot  afford  to  become  another  institution  in  a 
long  line  of  institutions  that  have  failed.  After  all, 
look  at  the  stakes  involved! 

Bronx  State  Hospital 
Community  Relations 
1500  Waters  Place 
Bronx, N.Y.  10461 


Household.”  Let  me  interpret  his  statement  by 
looking  at  the  family  of  a methadone  patient  so 
that  we  may  get  a clearer  picture  of  the  communi- 
ty as  a whole.  In  many  cases  the  family  possesses 
scant  knowledge  of  methadone  or  its  function. 
What  they  hear  has  usually  come  down  to  them 
through  others,  who  themselves  know  little  or 
nothing  at  all  about  methadone.  They  know  that 
it  is  a narcotic,  and  almost  instantly  make  the  un- 
fair comparison  of  methadone  with  illegal  drugs. 
They  hear  that  one  becomes  dependent  on  it,  so 
they  call  it  a crutch  one  may  have  to  depend  on  for 
life.  Consequently,  as  with  heroin,  they  feel  there 
is  little  or  no  room  for  motivation  or  ambition.  In 
the  eyes  of  the  family  there  is  no  change,  or  differ- 
ence, between  the  life-styles  of  drug  addicts  and 
methadone  patients.  They  watch  the  comings  and 
goings  of  the  methadone  patient,  suspicious  of  the 
slightest  change  in  attitude.  This  is  the  slanted 
view  a family  might  have  of  the  methadone  patient 
who,  in  turn,  continues  to  be  stuck  with  the  label 
“drug  addict.” 

The  community 

Can  we  compare  this  view  with  the  views  of  the 
community  at  large?  Yes,  in  some  ways  we  can. 
We  can  see  this  in  the  field  of  employment,  where 
along  with  discrimination  of  the  ex-addict,  mis- 
trust runs  rampant.  No  matter  how  well  a patient 
is  doing,  if  he  is  looking  for  a job,  the  stigma  of 
drug-addict  follows  him  everywhere.  The  doors  of 
employment  offices  and  private  industry  are  shut 
to  him.  As  a whole,  city  government  barely  gives 
him  token  representation,  if  even  that. 
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What  about  the  individual  who  is  part  of  the 
community?  The  question  brings  to  mind  a cou- 
ple of  incidents  a methadone  counselor  ran  into 
while  attending  college  classes.  In  one  he  became 
involved  in  a conversation  with  a fellow  student. 
The  conversation  was  going  along  well  when  the 
gentleman  asked  him  what  he  did  for  a living. 
The  counselor  told  him  he  worked  with  ex-addicts 
who  were  on  methadone.  The  man  didn’t  talk  to 
him  for  the  rest  of  the  night.  In  the  other  inci- 
dent, he  recalled  a time  during  a break  between 
classes.  He  was  speaking  to  a woman  who  hap- 
pened to  work  for  the  Department  of  Welfare,  and 
he  mentioned  they  were  in  similar  fields  of  en- 
deavor: working  with,  and  attempting  to  help, 

people.  He  then  told  her  he  was  in  the  field  of 
drug  treatment,  working  with  methadone  patients. 
Upon  learning  this,  her  smile  slowly  melted  to  a 
frown  as  she  replied,  “Oh,  you  too?  I see  them  all 
day  long!”  He  didn’t  talk  to  her  for  the  rest  of  the 
night.  But  let  us  examine  these  reactions.  On 
hearing  the  word  addict,  the  attitude  of  these  two 
people  changed  completely,  even  though  the  coun- 
selor specifically  emphasized  that  he  worked  with 
ex-addicts  who  were  now  on  methadone.  So  it 
seems  the  connotation  that  follows  the  title  “drug 
addict”  is  being  applied  to  the  ex-addict  and  to  the 
methadone  patient.  This  seems  to  be  the  general 
concept  applied  by  a good  part  of  society,  a con- 
cept that  breeds  suspicion  and  mistrust. 

The  patient 

Let  us  return  to  the  methadone  patient  who 
wants  to  do  something  constructive.  He  wants  to 
be  accepted  into  the  mainstream  of  life.  He  is 
searching  for  a better  life:  pride,  respect,  and 

equality.  He  wants  the  nine-to-five  shift,  a wife 
and  children,  a small  apartment  of  his  own.  He 
begs  for  routine.  Yet,  he  may  find  these  goals  un- 
attainable because  of  the  community.  How  do  we 
answer  him  when  he  asks  why?  What  do  we  say 
to  him  when  he  asks  what  we  are  doing  about  the 
problem?  It  is  not  an  easy  question,  and  it  does 
not  have  any  easy  answers.  One  possible  answer 
may  be  education  of  the  community.  In  reverting 
to  ancient  Greece,  we  find  our  philosopher  under- 
lining the  need  for  education  in  the  ideal  state. 
Now  we  most  certainly  are  not  hoping  for  an  ideal 
state,  nor  do  we  believe  in  acquiring  perfection  if  it 
is  an  unrealistic  goal.  But  we  must  agree  with  the 
need  to  educate  those  who  are  misinformed  with 
regard  to  methadone  and  its  proper  function.  We 
should  not  be  angry  at  the  man  who  lacks  this 
knowledge.  He  is  like  a person  who  condemns  a 
book  without  ever  reading  it  or  speaks  disparag- 
ingly of  a particular  religion  without  knowing  its 
ideology.  Instead,  he  needs  to  be  shown  the  other 
side  of  the  coin. 

Where  do  we  start  with  education?  In  the  same 
way  we  were  able  to  develop  a picture  of  the  com- 
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munity,  through  the  family  unit.  Inevitably, 
members  of  the  methadone  staff  will  come  into 
close  contact  with  the  families  of  their  patients. 

In  doing  so,  each  staff  member  has  the  opportuni- 
ty to  explain,  in  the  proper  manner  and  setting, 
the  true  application  of  chemotherapy.  No  matter 
how  it’s  done,  by  phone,  in  person,  or  in  groups,  he 
can  teach  piecemeal  if  need  be,  but  planting  the 
seeds  of  knowledge  is  imperative.  Watering  these 
seeds  to  full  growth  is  the  goal. 

To  reach  people  other  than  relatives,  we  can  at- 
tack the  problem  by  gathering  them  into  groups, 
through  meetings  of  parent-teachers  associations, 
college  lectures,  political  clubs,  and  the  like.  All  it 
requires  of  the  methadone  staff  is  finding  out  who 
the  right  people  are,  getting  to  them,  and  arrang- 
ing the  meeting,  remembering  at  all  times  that 
their  purpose  is  to  evangelize;  to  preach  the  truth 
of  methadone. 

Then  there  are  the  people  we  meet  in  our  every- 
day world  outside  of  the  methadone  clinic,  such  as 
the  prejudiced  gentleman  our  counselor  met  in 
class.  Although  he  said  nothing  to  the  counselor 
for  the  rest  of  the  night,  when  they  met  about  a 
week  later  with  the  atmosphere  a bit  more  conduc- 
tive to  conversation,  the  discussion  returned  to  the 
counselor’s  line  of  work.  This  time  the  counselor  jwo 
was  able  to  give  him  facts  about  the  ex-addict  and  fre 
methadone  which  he  had  never  known  before,  em 
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facts  to  balance  the  misconceptions  that  had  come 
to  him  secondhand,  through  others.  There  is  a 
strong  possibility  that  his  opinion  of  methadone 
maintenance  has  been  changed.  "Si 

What  benefits  can  we  expect  in  giving  this  infor- 
mation to  others?  If  human  nature  follows  its  ^ 
usual  course,  one  of  the  benefits  may  be  that  we  ^ 
can  expect  a subsequent  release  of  information.  . 
In  other  words,  when  one  person  acquires  knowl- 
edge,  he  takes  pride  in  expounding  his  newly  ac- 
quired facts  to  an  acquaintance  who  may  be  una- 
ware of  them.  Perhaps  these  two  will  proselytize 
two  others,  and  we  will  have  four,  and  these  four 
will  reach  eight,  and  so  on. 

We  can  look  to  education  as  a way  to  open  the 
doors  to  the  community.  We  must  explain  to  the  ... 
public  what  methadone  maintenance  really  means 
what  the  situation  was,  is,  and  can  be.  We  musl 
describe  the  past  problems,  the  present  achieve- 
ments, and  the  expectations  for  the  future.  Thus 
through  education,  we  can  hope  to  show  the  com 
munity  its  shortcomings,  and  what  can  be  done  t( 
rectify  them.  Or  to  put  it  more  elegantly,  in  Shak 
espeare’s  words:  “. . . to  hold,  as  ‘twere,  the  mirroi 
up  to  nature;  to  show  virtue  her  own  feature,  scori 
her  own  image,  and  the  very  age  and  body  of  th< 
time  his  form  and  pressure.” 
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Detoxification  as 
Factor  in  Success 

DANIEL  CATTES 
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I would  like  to  turn  our  thoughts  to  two  areas  of 
deep  concern  to  me.  The  first  questions  the  defi- 
nition of  success,  and  the  second  deals  with  detoxi- 
fication of  the  methadone  patient.  Having  heard 
he  other  members  of  the  panel  discuss  the  early 
ohases  of  treatment,  we  come  now  to  that  patient 
who  has  met  certain  clinic  criteria,  namely  the  suc- 
cessful patient.  But,  has  this  patient  really  be- 
come successful?  Do  we  in  the  clinics  help  him 
succeed  as  an  individual  human  being?  From  my 
experiences  in  different  clinics  over  the  years,  I 
vould  answer  no  to  both  these  questions.  All  too 
requently  patients  admit  to  a gnawing  feeling  of 
emptiness,  a feeling  that  something  is  missing 
vithin  them.  One  cannot  have  a successful  life  if 
hat  life  lacks  something  and  is  incomplete. 

‘Success” 

Usually,  a clinic  defines  success  by  three  re- 
tirements: (1)  that  the  patient  refrain  from  the 
ise  or  abuse  of  drugs  and  alcohol;  (2)  that  he  cease 
riminal  activities;  and  (3)  that  he  go  to  work. 
Certainly,  the  achievement  of  these  things  is 
'raiseworthy,  but  they  do  not  indicate  complete 
uccess.  Would  anyone  here  be  satisfied  with  just 
hese  accomplishments?  I am  certain  you  would 
ot,  and  I am  equally  certain  that  the  vast  majori- 
y of  our  patients  are  not. 

Very  often  we  find  that  patients  who  have  been 
l treatment  for  one,  two,  or  even  three  years,  and 
'ho  have  been  designated  as  successful  in  the 
sual  terms,  begin  to  manifest  problems  such  as 
e ambling,  drinking  too  much,  cheating  on  one’s 
J Douse,  or  marital  difficulties  that  end  in  divorce, 
he  problems  may,  in  fact,  show  themselves  in 
lany  ways.  You  will  note  that  I have  refrained 
om  any  mention  of  a return  to  drugs.  I have 
one  this  intentionally  because  this  patient  wants 
o involvement  with  drugs.  Why  then  should  he 
-t  and  feel  this  way?  After  all,  he’s  on  a pro- 
am,  he’s  not  using  drugs,  and  he’s  got  a job. 
n’t  this  what  we  wanted?  Hadn’t  he  looked  for- 
ard  to  the  day  when  the  rat  race  would  be  over 
id  he  could  just  relax  at  night  in  front  of  the 
ibe°  Well,  now  he’s  got  it,  so  what’s  wrong? 


What  is  wrong  is  that  this  is  not  all  there  is  to 
life,  and  what  the  patient  is  manifesting  stems 
from  a drive  as  compelling  as  drug  hunger  itself. 
Since  he  truly  does  not  want  to  become  involved 
with  drugs,  this  craving,  or  whatever  we  choose  to 
call  it,  must  be  satisfied  in  other  ways.  That  the 
patient  is  working  only  means  that  he  is  now  able 
to  provide  himself  with  the  necessities  of  life  such 
as  food,  clothing,  shelter,  and  so  forth  but,  again,  is 
this  all  there  is?  We  all  know  that  one  considers 
himself  truly  fortunate  if  he  possesses  a job  he 
really  enjoys,  one  that  is  rewarding  for  him.  We 
know  equally  well,  though,  that  more  often  the  op- 
posite is  the  case.  Should  we  expect  anything  dif- 
ferent to  occur  because  one  is  a maintenance  pa- 
tient? In  the  beginning,  working  is  a new  experi- 
ence, a novelty,  but  that  novelty  wears  off,  and  just 
working  is  no  longer  enough.  For  the  majority  of 
people,  the  living  part  of  life  takes  place  during 
that  period  of  the  day  between  5:00  P.M.  and  mid- 
night, assuming  one  has  a normal  daytime  job. 

We  can  say,  then,  that  what  we  do  has  to  do 
with  our  job,  but  what  we  are  has  to  do  with  our 
pursuits  in  our  off  hours  or  free  time,  and  herein 
lies  our  problem.  Because,  more  often  than  not, 
this  patient  is  not  aware  of  why  he  acts  and  feels 
this  way.  The  last  thing  in  his  mind  is  that  people 
do  more  than  just  work,  eat,  and  sleep.  Why 
should  he  think  otherwise?  After  all,  everything 
that  is  stressed  has  to  do  with  working  and  living  a 
good  life,  whatever  that  is.  No  one  ever  talks,  at 
least  not  very  much,  about  the  completeness  one 
can  bring  into  his  life  by  involvement  in  things 
outside  of  his  daily  work,  whether  that  may  mean 
doing  volunteer  work  somewhere,  the  taking  up  of 
a hobby,  or  going  to  school  to  learn  cooking  or  car- 
pentry. It  makes  no  difference  what  the  interest 
or  endeavor  is  as  long  as  it  is  his.  What  is  impor- 
tant is  that  it  be  something,  anything,  with  which 
he  can  involve  himself  to  gain  a sense  of  achieve- 
ment, a sense  of  accomplishment  in  something  of 
his  very  own.  The  things  we  involve  ourselves  in, 
not  because  it  is  our  job  to  do  so  but  because  they 
are  of  concern  or  interest  to  us,  are  what  tend  to 
make  us  what  we  are  and  give  substance  to  our 
lives.  We  in  the  field  must  realize  that  a great 
many  of  our  patients,  because  they  possess  a high 
degree  of  intelligence,  cannot  be  content  with 
merely  holding  down  a job  and  coming  home  to  sit 
in  front  of  a television  set  and  sip  a can  of  beer. 

Detoxification 

Much  more  must  be  conveyed  to  the  patient  in 
terms  of  what  it  is  that  can  help  him  to  become  a 
whole  human  being.  Often,  patients  feel,  or  are 
made  to  feel,  that  detoxification  from  methadone 
will  bring  them  that  feeling  of  self-fulfillment.  It 
doesn’t.  That  answer  can  only  be  found  in  his 
turning  his  nonworking  hours  into  personal  pur- 
suits that  have  some  meaning  for  him.  After  this, 
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detoxification  may  or  may  not  be  tried,  but  the  de- 
cision for  that,  whatever  it  may  be,  should  be  made 
by  the  patient.  And  here  we  come  to  our  second 
area  of  concern  which,  in  fact,  can  provide  even 
greater  problems  for  the  patient.  I refer  to  the 
ever-increasing  desire  by  some  to  equate  success- 
ful treatment  with  detoxification  and  abstinence. 
It  is  extremely  unfair  for  anyone  to  convey  to  a pa- 
tient that  he  is  any  less  a human  being  or  that  he  is 
lacking  something  if  he  chooses  not  to  attempt  de- 
toxification and  abstinence.  I am  sure  we  would 
all  agree  on  that.  Yet,  more  and  more,  it  is  be- 
coming a common  occurrence  to  urge  detoxifica- 
tion, though  usually  it  is  by  subtle  implication. 
Even  Federal  Drug  Administration  regulations 
prod  us  into  it  when  they  speak  of  patients  being 
“encouraged  to  pursue  the  goal  of  eventual  with- 
drawal from  methadone  and  become  drug  free.”  I 
stated  earlier  that  the  decision  to  detoxify  should 
be  made  by  the  patient.  By  this,  of  course,  I mean 
the  initial  decision,  but  there  is  something  more 
that  we  must  consider  when  we  think  in  terms  of 
the  detoxification  of  maintenance  patients. 

We  know  that  all  too  often  patients  are  detoxi- 
fied much  sooner  than  they  should  be.  Sometimes 
this  happens  because  the  patient  requests  it  and  is 
not  properly  counseled.  If  he  is  not  given  the  ben- 
efit of  our  past  experiences,  the  patient  may  have  a 
difficult  time  detoxifying,  and  afterwards  be 
forced  either  to  return  to  treatment  or  return  to 
drugs.  Sometimes  the  patient  is  pushed  into  de- 
toxification by  an  over-zealous  staff  member 
whose  concern  for  abstinence  outweighs  his  con- 
cern for  the  patient,  again  with  the  same  results. 
One  of  the  more  recent  problems,  equally  harmful, 
is  the  new  Federal  regulation  regarding  the  fre- 
quency of  patient  visits  to  the  clinic.  Many  pa- 
tients have  literally  been  forced,  or  are  being 
forced,  out  of  treatment  because  job  and  clinic 
schedules  cannot  be  reconciled.  We  hope  that  al- 
ternatives can  be  made  available  by  the  individual 
programs.  Otherwise  the  result  for  these  patients 


will  be  the  same  as  for  the  two  preceding  exam- 
ples, failure. 

The  reasons  for  failure  are  obvious  when  a pa- 
tient is  detoxified  prematurely.  But  why  is  it  that 
a patient  who  has  been  properly  prepared,  who  has 
been  in  treatment  a reasonable  length  of  time, 
when  detoxification  is  undertaken  by  mutual  con- 
sent, it  becomes  necessary  for  him  to  return  to 
treatment?  When  enough  of  these  cases  are  seen 
one  must  begin  to  ask  what  is  wrong.  Is  it  that  the 
patient  was  not  truly  ready?  Or  is  it  that  this  pa- 
tient cannot  detoxify  at  this  time,  for  whatever 
reason?  In  my  opinion,  these  questions  should  be 
thoroughly  considered.  If  the  patient  was  not 
ready  for  detoxification,  did  he  request  it  because 
of  something  we  conveyed  to  him?  And  if  he  can- 
not detoxify,  so  what?  Is  detoxification  the  all- 
important  thing? 


Conclusion 

I would  think  that  what  the  patient  can  derive 
from  life  would  be  far  more  important.  The  fact 
that  this  patient  is  now  a normally  functioning, 
whole  human  being,  is  more  important  than 
whether  or  not  he  is  taking  a medication.  A per- 
son who  has  achieved  these  things  may  not  be  will- 
ing to  gamble  on  the  possibility  of  losing  them  for 
a second  time.  This  is  no  reason  for  him  to  be 
made  to  feel  that  he  is  a second-class  citizen.  Is 
he  to  continue  to  be  the  untouchable  that  he  was 
when  he  was  an  addict  because  he  chooses  not  to 
accept  someone  else’s  values?  I ask  that  this  not 
be  allowed  to  happen. 

Let  me  say  that  it  is  my  hope  and  the  hope  of 
everyone  on  the  panel  that  the  thoughts  and  ques- 
tions presented  here  be  carefully  considered  by 
you  and  brought  back  to  the  clinics  where,  ulti- 
mately, they  may  prove  a benefit  to  the  one  person 
this  conference  is  geared  toward,  the  patient. 

Beth  Israel  Medical  Center 
245  East  17th  Street 
New  York,  N.Y.  1000? 
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The  goal  of  cardiac  valve  replacement  is  to  du- 
plicate the  functional  performance  of  the  healthy 
natural  valve  as  closely  as  possible.  In  the  early 
1960s,  bioengineering  research  produced  numer- 
ous ingenious  prosthetic  valve  designs  from  which 
emerged  three  generic  types:  ball,  leaflet,  and 

disk.  Despite  continuing  improvement  in  these 
older  designs,  premature  structural  deterioration, 
suboptimal  flow  characteristics,  thromboembo- 
lism, and  hemolysis  have  remained  well-recognized 
deficiencies.  The  hemodynamic  defects  have  been 
related  to  both  obstructions  to  blood  flow  through 
the  prosthesis  itself  and  also  in  some  cases  to  the 
obstruction  to  cardiac  outflow  by  the  bulk  of  the 
prosthetic  valve.  Each  of  these  three  basic  de- 
signs had  certain  inherent  advantages  over  its 
competitors:  the  ball-in-cage  design  was  mechan- 
ically simplest  and  relatively  sturdy,  leaflet  valves 
provided  the  best  flow  characteristics,  and  floating 
disk  or  poppet  valves  had  the  advantage  of  low 
profile. 

The  basic  design  of  the  pivoting  disk  valve  was 

Presented  at  the  167th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Chest 
Diseases,  February  13,  1973. 


conceived  more  than  ten  years  ago  as  part  of  a sys- 
tematic plan  to  define  and  to  eliminate  or  greatly 
reduce  the  problems  recognized  in  these  earlier 
valves.1-3  The  basic  design  goals  of  the  LKPD 
(Lil-lehei-Kaster  pivoting  disk)  valve  were  to  pro- 
vide a prosthesis  to  meet  the  requirements  of  he- 
modynamic efficiency  with  insignificant  gradients 
or  regurgitation  at  physiologic  flows.  Other  char- 
acteristic considered  very  desirable  were  (1)  a cen- 
tral flow  pattern  with  elimination  of  regions  of 
flow  stasis,  eddying,  and  turbulence,  (2)  absence  of 
thrombus  formation  or  significant  damage  to 
blood  cells,  (3)  durability  with  no  appreciable  wear 
or  biodegradation  within  lengths  of  implantation 
equal  to  the  human  life  span,  and  (4)  low  structur- 
al profile. 

During  the  years  of  bioengineering  design  and 
testing  to  achieve  these  goals,  concomitant  ad- 
vances were  occurring  in  knowledge  of  bioma- 
terials suitable  for  long-term  implantation  within 
the  living  body  without  loss  of  desirable  antiwear 
and  thromboresistance  properties.  The  pivoting 
disk  prosthetic  valve  design  was  particularly  suit- 
ed to  the  use  of  two  of  these;  namely,  titanium  and 
Pyrolite*  carbon.  As  a consequence,  this  pros- 
thetic valve  incorporates  a number  of  features  con-, 
sidered  to  be  advantageous  which  do  not  exist  in 
any  other  heart-valve  prosthesis  available  at  this 
time. 

The  results  of  biomechanical  testing  and  in  vivo 
animal  studies  using  this  prosthesis  have  been  re- 
ported previously.4  7 Herein,  the  results  are  re- 
ported of  a three-year  clinical  experience  with  the 
LKPD  prosthesis  used  in  aortic,  mitral  and,  tricus- 
pid valve  replacements. 
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Biochemical  and  hemodynamic  characteristics 
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The  Lillehei-Kaster  pivoting  disk  valve  incorpo- 
rates a free  floating  disk  of  silicon-alloyed  L.T.I 
(low  temperature  isotropic)  Pyrolite  carbon  in  a ti 
tanium  valve  housing  encircled  by  a Teflon  fabric 
sewing  ring  (Fig.  1 ). f 

Pyrolite  disk.  The  disk  coating  is  fabricated  o 
Pyrolite  carbon,  a synthetic  material,  and  is  highl; 
polished.  The  Pyrolite  carbon  is  deposited  in  ; 
pyrolysis  chamber  at  1,000°C.  on  a graphite  car 
bon  substrate  form  providing  a uniform  layer  coat 
ing  of  250  microns  thickness.  Pyrolite  carbon  i 
chemically  inert  in  body  fluids  and  temperatur 
and  is  impervious  to  autoclaving.  The  planar  sui 
faces  of  the  disk  are  perfectly  flat  and  parallel  t 
each  other.  The  circumferential  periphery 
rounded  and  blends  smoothly  with  the  edge  ( 
both  planar  surfaces.  The  circumferential  edge 
uninterrupted  without  notches,  grooves,  or  proje> 
tions.  Bioengineering  design  studies  indicatf 
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* Pyrolite  is  the  registered  trademark  of  Gulf  Energy  a I 
Environmental  Systems,  Inc. 

t The  manufacturer  of  the  Lillehei-Kaster  pivoting  d i 
prosthesis  is  Medical  Incorporated,  5200  West  78th  Stre>, 
Minneapolis,  Minnesota  55435. 
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FIGURE  1.  Pivoting  disk  (Lillehei-Kaster)  prosthesis; 
upper:  mitral,  lower:  aortic.  Flow  passes  across  both 

surfaces  of  disk.  Low  structural  profile  evident.  Mitral 
and  aortic  prostheses  are  identical  in  design  and  function; 
differences  lie  only  in  size  ranges  available  and  in  configu- 
ration of  knitted  Teflon  skirts.  Note  aortic  valve  prosthe- 
sis shown  in  upside  down  position  in  this  composite  photo. 
(Figure  2 shows  appearance  in  physiologic  position.) 


that  prosthetic  valve  occluders  with  smooth  unin- 
terrupted surfaces  are  less  prone  to  localized  wear, 
■ structural  alterations,  regions  of  flow  stagnation, 
or  flow  eddying.  Bokros  et  al.,8  La  Grange  et  al.,9 
and  Bokros  et  al.,10  studying  various  biomaterials 
formed  as  rings  and  sutured  within  the  superior 
vena  cava  of  dogs,  found  Pyrolite  carbon  to  be  the 
most  thromboresistant  substance  of  some  200 
studied.  Accelerator  studies  in  which  the  Pyrolite 
carbon  disk  was  subjected  to  120  million  cycles 
showed  the  deepest  pitting  of  the  disk  to  be  1 mi- 
cron and  indicated  that  projected  wrear  halfway 
through  the  disk  coating  would  occur  in  about  two 
hundred  and  fifty  years  at  physiologic  heart  rates.5 

The  unusual  wearability  of  Pyrolite  carbon  is 
not  completely  understood.  One  of  the  properties 
that  gauges  the  durability  of  a carbon  surface  is 
f-the  hardness.  L.T.I.  Pyrolite  carbon  is  an  alloy 
'made  up  of  carbon  and  10  per  cent  silicon  by 
weight.  The  silicon  is  present  in  the  microstruc- 
ture as  discrete  particles  of  silicon  carbide  (SIC) 
vhich  is  very  hard  (about  9 on  the  Mohs  scale;  dia- 
mond is  10).  The  carbon  phase  is  unique  for  a 


The  pivoting  disk  prosthesis  was  designed  and  de- 
veloped to  reduce  or  eliminate  the  valve-related 
complications  of  thromboembolism,  turbulence, 
hemolysis,  obstruction  to  flow,  and  premature  bio- 
degradation. This  low-profile  valve  has  a titani- 
um cage  and  a free-floating  Pyrolite  carbon  disk 
which  opens  to  80  degrees  allowing  central  flow 
with  minimal  turbulence.  Single  and  double  re- 
placements in  75  patients,  in  the  aortic,  mitral, 
and  tricuspid  positions  reported  herein,  have  given 
very  favorable  results  supporting  these  basic  de- 
sign goals.  The  overall  hospital  mortality  rate  was 
8 per  cent.  During  the  follow-up  interval  there 
were  no  deaths  due  to  mechanical  failure  or  throm- 
boembolism. The  incidence  of  the  latter  in  the  ab- 
sence of  septicemia  was  2.6  per  cent,  all  transient. 
Superior  hemodynamic  performance  has  been  doc- 
umented by  postoperative  flow  measurements 
compared  with  other  prostheses.  Postoperative 
studies  for  abnormal  hemolysis  have  shown  a strik- 
ing superiority  over  other  prostheses.  Not  only 
has  hemolytic  anemia  been  absent,  but  there  has 
been  no  finding  of  compensated  hemolysis  in  the 
follow-up  studies  over  four  to  twenty-one  months. 
The  pivoting  disk  valve  by  virtue  of  improvements 
in  design  and  choice  of  materials  represents  a sig- 
nificant advance  in  prosthetic  valve  performance. 


substance  of  this  hardness.  It  is  resilient  or  rub- 
ber-like, deforming  under  a load  of  a diamond  in- 
denter  and  recovering  at  once  on  removal  of  the 
load. 

The  wear  resistance  of  Pyrolite  carbon  is  most 
likely  due  to  two  factors:  the  hardness  of  silicon 
carbide  and  the  antigalling  properties  of  both  the 
carbon  and  silicon  carbide  phases. 

Valve  housing.  The  valve  housing  is  a weldless 
unibody  structure  and  is  made  by  machining  from 
a single  piece  of  commercially  pure  medical-grade 
titanium.  A pair  of  fulcrum-like  tapered  projec- 
tions extend  2 mm.  each  into  the  valve  orifice  from 
the  internal  surface  of  the  valve  housing.  These 
projections  are  located  near  the  proximal  (inflow) 
edge  of  the  valve  housing.  Two  identical  projec- 
tions are  located  in  a diagonal  manner  from  the 
distal  (outflow)  edge  of  the  annular  valve  housing. 
These  rigid  projections  follow,  in  an  arcing  man- 
ner, the  annular  circumference  of  the  valve  hous- 
ing. The  excursional  arc  of  the  pivoting  disk  is 
controlled  and  predetermined  by  the  position  and 
curvature  of  these  two  projections.  A single 
closed  position  disk  stop  is  located  midway  on  the 
long  annular  arc  between  the  fulcrum  pivot  projec- 
tions. This  disk  stop  projects  2 mm.  into  the  ori- 
fice, but  unlike  the  two  pairs  of  fulcrum  pivot  pro- 
jections it  is  located  at  the  distal  (outflow)  edge  of 
the  annular  housing. 

In  the  valve-closed  position  a narrow  peripheral 
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FIGURE  2.  Pivoting  disk  valve  shown  in  cross  section  in 
aortic  physiologic  position.  In  closed  position  Pyrolite  disk 
(dotted)  inclined  18  degrees  with  annular  titanium  valve 
housing.  In  open  position  disk  (solid  line)  inclined  80  de- 
grees from  the  horizontal.  Disk-retaining  struts  rise  diago- 
nally from  outflow  edge  of  valve  housing.  Disk  is  free 
floating,  hingeless,  and  is  free  to  rotate  circumferentially. 

margin  of  the  disk  rests  on  a discontinuous  bi- 
planar  seat  arrangement  which  encircles  the  inside 
orifice  wall  of  the  housing.  Proximal  and  distal 
facing  seats  are  respectively  one  third  and  two 
thirds  of  the  orifice  circumferential  length  and  are 
separated  by  a distance  equal  to  the  disk  thick- 
ness. When  closed,  two  thirds  of  the  disk’s  bot- 
tom peripheral  edge  engages  the  distal  seat,  and 
one  third  of  the  disk’s  top  peripheral  edge  engages 
the  proximal  seat.  In  the  closed  position  the  disk 
is  inclined  at  an  18-degree  angle  with  the  horizon- 
tal plane  of  the  annular  valve  housing.  This  per- 
mits more  rapid  opening  of  the  valve  with  less  car- 
diac work  and  more  rapid  closure,  minimizing  re- 
gurgitant flow  without  any  sacrifice  of  effective  or- 
ifice flow  area  (Fig.  2). 

The  disk  pivotal  axis  is  an  imaginary  cord  equi- 
distant between  the  center  of  the  orifice  and  the 
internal  edge  of  the  proximal  valve  seat.  The  un- 
pinned hingeless  disk  rotates  freely  in  the  valve 
housing  to  permit  an  even  distribution  of  wear. 
Of  the  initial  valve  opening  forces,  82  per  cent  act 
to  open  the  valve  while  18  per  cent  act  to  keep  the 
valve  closed.  These  mechanical  advantages  de- 
signed into  the  pivoting  disk  valve  are  effective  in 
allowing  the  disk  to  respond  instantaneously  to 
both  opening  and  closing  pressures.  With  in- 
crease in  pressure  on  the  prox  il  side  of  the  valve 
the  disk  floats  up  a distance  of  about  one  half  of 
its  thickness  before  engaging  the  distal  pair  of  ful- 
crums.  The  initial  floating  motion  imparted  to 
the  disk  is  converted  to  a pivoting  and  swinging 
open  motion.  In  the  open  position  the  disk  swings 
open  to  80  degrees  or  10  degrees  from  the  vertical 
axis.  Bioengineering  studies  showed  that  flow 
turbulence  is  reduced  when  the  occluder  minimal- 
ly obstructs  the  outflowing  blood  and  that  a pros- 
thesis with  this  central  flow  pattern  is  clearly  ad- 


vantageous in  terms  of  flow  efficiency.4-7  Calcula- 
tions and  pulse  duplicator  observations  show  that 
approximately  four  fifths  of  the  pulsatile  flow 
passes  through  the  largest  orifice  in  front  of  the 
disk,  and  about  one-fifth  passes  through  the  small- 
er part  of  the  orifice  behind  the  disk.  The  inter- 
nal orifice  of  the  valve  is  effectively  reduced  in 
area  by  1.5  times  the  thickness  of  the  disk  in  the 
region  of  the  chordal,  pivotal  axis.  This  repre- 
sents a reduction  in  functional  valve  orifice  of 
about  20  per  cent  in  the  fully  open  position  due  to 
the  disk  itself. 

The  disk  is  able  to  respond  rapidly  either  to  the 
initial  change  or  to  reverse  of  pressure  and  flow. 
As  the  rate  of  forward  flow  decreases,  the  force 
keeping  the  disk  open  also  decreases.  Closing  mo- 
tion is  greatly  accelerated  by  pressure  building  up 
and  increasing  blood  volume  behind  the  disk. 
The  volume  of  retrograde  or  regurgitant  flow  is 
minimized  by  two  design  features  not  found  in 
other  tilting  disk  valves.11*12  First,  when  the  valve 
is  closed  the  disk  is  in  the  18-degree  inclined  posi- 
tion and  therefore  does  not  have  to  return  to  a 
horizontal  position  to  close  the  orifice.  Second,  by 
controlling  the  pivoting  motion  at  the  inflow  site 
of  the  orifice  the  retrograde  volume  is  noticeably 
reduced.  The  amount  of  marginal  backflow  is  also 
accurately  controlled  because  of  the  precise  di- 
mensions of  the  Pyrolite  carbon  disk  conforming 
to  the  internal  orifice.  This  minimal  backflow  is 
thought  to  be  desirable  in  preventing  clot  forma- 
tion. 

We  have  previously  reported  the  dynamic  char- 
acteristics of  the  pivoting  disk  valve  compared 
with  those  of  four  other  models  of  current  pros- 
theses,  the  tissue  annulus  diameters  of  which  were 
similar  to  the  LKPD  valve  size  18A  (Table  I).7 
Analysis  in  the  analogue  computer-type  pulse  du- 
plicator showed  that  the  LKPD  prosthesis  record- 
ed the  least  pressure  gradient  and  largest  effective 
cardiac  output  for  any  given  set  of  physiologic  con- 
ditions. 

In  vivo.  Animal  testing  was  carried  out  in  both 
dogs  and  calves.  It  is  generally  recognized  that 
the  mongrel  dog  is  a difficult  animal  in  which  to 
carry  out  in  vivo  testing  of  prosthetic  valves  be- 
cause of  tissue  fragility,  frequent  bacteremias,  and 
a very  high  incidence  of  early  postoperative 
thrombosis,  even  with  the  prophylactic  use  of  anti- 
coagulants. For  these  reasons  very  few  clinical ly 
available  heart-valve  prostheses  have  been  studied 
successfully  in  the  dog.  These  difficulties  not- 
withstanding, LKPD  valves  were  implanted  sue 
cessfully  in  dogs.  The  majority  of  the  operativ( 
survivors  recovered  rapidly  and  did  well,  regaining 
normal  activity  within  four  to  five  days.  The  dog; 
were  not  anticoagulated,  and  the  bacteremias  fre 
quently  present  in  this  species  were  suppressec 
with  broad  spectrum  antibiotics.  Despite  antibi 
otic  management,  approximately  half  of  the  dog 
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TABLE  I.  Hemodynamic  comparisons  of  five  aortic 
prostheses  of  similar  orifice  diameter* 


Type  of  Prosthesis 

Left 

External  Ventric- 
Annulus  ular 
Diameter  Pressure 
(milli-  (mm. 

meters)  Hg) 

Flow 

Rate 

(milli- 

liters 

per 

minute) 

Pres- 

sure 

Gra- 

dient 

(mm. 

Hg) 

Starr-Edwards  10A 

24 

100 

760 

8 

(Model  2300) 

150 

3,910 

30 

Smeloff-Cutter  A4 

25.5 

100 

740 

6 

150 

4,408 

26 

Wada-Cutter  A25 

25.0 

100 

632 

7 

150 

3,480 

29 

Fascia  Lata  20A 

26.0 

100 

952 

8 

150 

4,000 

32.5 

L.K.  Pivoting  Disk 

18A 

25.0 

100 

1,012 

5 

150 

4,808 

25 

* Measured  in  vitro  by  use  of  an  analog  pulse  duplicator7  and  per- 
formed under  physiologic  conditions  of  pulsatile  flow  utilizing  simulated 
blood  (65  per  cent  glycerine  and  35  per  cent  saline).  Pulse  rate  was  main- 
tained at  72  beats  per  minute  with  systole  one  third  and  diastole  two 
thirds  of  the  cycle. 

died  between  the  eighth  and  twelfth  days  and  at 
autopsy  showed  septic  vegetations  on  and  around 
the  valve.  The  animals  surviving  the  first  twelve 
days  survived  for  many  months  and  died  of  septic 
thrombi  only  after  antibiotics  were  stopped  or 
after  nonsterile  catheterizations  to  determine 
valve  function.  These  thrombi  invariably  ap- 
peared within  ten  days  of  the  catheterization  and 
at  autopsy  were  loaded  with  bacteria. 

Pivoting  disk  valves  of  clinical  sizes  were  placed 
in  calves  in  the  aortic  and  mitral  positions.  Later, 
autopsy  of  the  animals  disclosed  secure  healing, 
absence  of  thrombus,  and  no  measurable  wear  on 
the  valve  housing  or  disk  (Fig.  3). 

Clinical  material 

Over  a two  and  a half  year  period  between  July, 
1970,  and  January,  1973,  75  patients  underwent 
heart-valve  replacement  with  the  Lillehei-Kaster 
pivoting  disk  prosthesis  at  The  New  York  Hospi- 


tal-Cornell University  Medical  Center.  The  hos- 
pital mortality  rate  has  been  8 per  cent  and  the 
late  mortality  rate  20  per  cent. 

Of  these,  25  patients  had  aortic  valve  replace- 
ment, 42  had  mitral  valve  replacement,  6 had  both 
aortic  and  mitral  valve  replacement,  and  2 had 
both  mitral  and  tricuspid  valve  replacement 
(Table  II).  The  average  age  for  this  series  was 
fifty-two  years  (range  eighteen  to  seventy-three 
years).  Five  patients  were  more  than  sixty-five 
years  of  age.  According  to  the  New  York  Heart 
Association  classification,  among  the  50  mitral  and 
multiple  valve-replacement  patients,  40  were  in 
Class  III,  and  10  were  in  Class  IV.  Among  the  25 
aortic  valve  replacements,  5 patients  had  abnor- 
mally small  congenitally  stenotic  valves  requiring 
the  smallest  (14  mm.  internal  diameter)  prosthe- 
sis. One  of  these  patients  had  a previously  placed 
malfunctioning  ball-valve  prosthesis.  Two  pa- 
tients had  valves  destroyed  by  recent  bacterial  en- 
docarditis; 1 of  these  also  had  the  tetralogy  of  Fal- 
lot malformations  together  with  functioning  sub- 
clavian pulmonary  artery  anastomosis;  1 addition- 
al patient  had  primary  aortic  insufficiency,  and 
the  remaining  17  had  acquired  aortic  stenosis  with 
history  of  recent  syncopal  attacks.  One  patient 
with  mitral  and  aortic  valve  disease  had  a “floppy- 
valve”  syndrome  noted  on  cineangiography  and 
confirmed  both  at  operation  and  by  histologic  ex- 
amination. 

Preoperative  cardiac  catheterization  studies 
were  available  in  all  patients  and  confirmed  the 
necessity  for  valve  replacement. 

In  addition  to  mitral  valve  replacement  2 pa- 
tients required  further  procedures;  1,  repair  of  a 
secundum-type  atrial  septal  defect  and  the  other, 
an  aortic  valvuloplasty  for  a noncalcified  aortic 
stenosis. 

Surgical  considerations 

All  aortic  valve  replacements  and  multiple  valve 


FIGURE  3.  (A)  Left  atrial  side  view  of  pivoting  disk  prosthesis  at  autopsy  in  calf  at  three  months.  Animal  not  on  anti- 

coagulants. Note  smooth  intimal  covering  on  knitted  sewing  skirt  and  freedom  from  thrombus  formation.  (B)  Same  pi- 
voting disk  prosthesis  viewed  from  left  ventricle.  This  calf  survived  three  months  without  anticoagulants  before  outgrow- 
ing prosthesis. 
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TABLE  II.  Valve  replacement  utilizing  the  L.K.P.D. 
prosthesis;  clinical  results  in  75  consecutive  patients 


Number 

of  pa- 

Type  of  Operation 

tients 

Aortic  valve  replacement 

25 

Mitral  valve  replacement 

Aortic  valve  replacement  and  mitral 

42 

valve  replacement 

Mitral  valve  replacement  and  tricuspid 

6 

valve  replacement 

2 

Total 

75 

replacements  were  performed  through  a median 
sternotomy.  Patients  with  isolated  mitral  valve 
disease  who  had  relatively  small  left  atria  and/or 
deep  chests  had  the  mitral  valves  replaced  through 
a right  posterolateral  thoracotomy  incision.  The 
remainder  of  the  mitral  valve  replacements  were 
performed  through  a median  sternotomy. 

The  left  atrial  incision  was  usually  made  poste- 
riorly to  and  parallel  with  the  interatrial  groove. 
In  a few  cases  with  small  left  atria  or  deep  chests 
an  oblique  incision  was  made  through  the  secun- 
dum portion  of  the  atrial  septum  for  better  mitral 
exposure.13 

The  Temptrol  disposable  plastic  bubble  oxygen- 
ator primed  with  5 per  cent  dextrose  in  distilled 
water  or  balanced  salt  solution  with  added  manni- 
tol hexanitrate  was  used  routinely  for  extracorpo- 
real circulation  conducted  under  moderate  hypo- 
thermia (30°C.).  In  patients  undergoing  aortic 
valve  replacement  or  combined  aortic  and  mitral 
valve  replacement  the  coronary  arteries  were  per- 
fused with  Spencer  Mallett  or  Mayo  cannulas,  and 
cardiac  arrest  was  achieved  by  electrical  fibrilla- 
tion. All  valves  were  inserted  with  interrupted 
horizontal  mattress  suture  technique  using  2-0 
Dacron  buttressed  at  the  annulus  with  short  seg- 
ments of  Teflon  spaghetti  tubing,  as  previously  de- 
scribed.3 

To  improve  the  ease  of  implantability  and  to  ob- 
viate certain  complications,  each  mitral  valve  has 
been  provided  by  the  manufacturer  encased  in  an 
individual  disposable  plastic  collet  with  the  pro- 
jecting struts  of  the  valve  housing  protected  by  a 
plastic  band  integrally  fixed  to  the  collet  holding 
the  disk  in  the  open  position.  The  collet  with  at- 
tached valve  screws  into  a metal  handle  (Fig.  4). 
The  entire  apparatus  then  acts  as  a convenient 
valve  holder.  With  this  technique  the  possibilities 
of  interfering  with  disk  movement  by  catching  a 
suture  over  a strut  or  inadvertantly  forcing  a mi- 
tral strut  into  the  myocardium  are  eliminated. 

In  orienting  the  aortic  prosthesis  the  small  ori 
fice  was  usually  placed  toward  the  left  coronary  os- 
tium and  the  large  orifice  facing  toward  the  non- 
coronary cusp.  Based  on  theoretical  consider- 
ations this  position  has  been  suggested  to  facilitate 
maximal  perfusion  of  cardiac  muscle.  Also,  dur- 
ing ventricular  systole  the  large  bolus  of  blood  is 


FIGURE  4.  Lillehei-Kaster  pivoting  disk  mitral  valve  in  ais- 
posable  collet  with  piastic  strut  protector  as  received  from 
manufacturer.  Metal  handle  screws  into  collet  to  serve  as 
valve  holder.  After  prosthesis  has  been  inserted  and  all 
stitches  tied,  plastic  strip  is  cut  with  scalpel  releasing  col- 
let. Sterilization  may  be  performed  either  by  steam  auto- 
claving or  gas. 


directed  in  a course  following  the  natural  curva- 
ture of  the  aorta  (Fig.  5). 

The  mitral  prosthesis,  again  on  a theoretical 
basis,  was  usually  oriented  with  the  large  orifice 
opening  toward  the  aortic  outflow  tract.  Positive 
rapid  closure  may  be  facilitated  by  the  outflowing 
blood  from  the  left  ventricle. 

If  there  are  any  subannular  abnormalities  that 
appear  to  interfere  with  free  disk  movement,  the 
valve  has  been  constructed  so  that  it  can  be  rotat- 
ed within  its  skirt.  If  this  is  deemed  necessary,  it 
is  suggested  that  it  be  done  only  after  all  the 
stitches  have  been  tied  and  as  follows:  the  gloved 
forefinger  is  inserted  into  the  larger  orifice  of  the 
valve,  and,  with  the  thumb  against  the  opposite 
side  of  the  disk,  rotational  force  is  effected  by  gen- 
tle pressure  by  the  fingers  on  the  Pyrolite  disk. 
Under  no  circumstances  should  an  instrument  be 
used  to  grasp  the  disk  since  the  Pyrolite  carbon 
disk  would  thereby  be  scratched,  chipped,  or  even 
fractured. 

The  tension  on  the  stitches  during  this  rotation 
maneuver  may  be  lessened  by  grasping  the  fabric 
skirt  with  an  instrument  and  applying  a counter- 
rotational  force. 

In  both  the  aortic  and  mitral  areas  there  have 
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FIGURE  5.  (A)  Placement  of  Lillehei-Kaster  aortic  pros- 

thesis (Suggested  on  theoretical  basis  but  not  studied). 
Small  orifice  oriented  toward  left  coronary  ostium  to  facili- 
tate maximum  perfusion  of  cardiac  muscle.  Also,  during 
ventricular  systole  large  bolus  of  blood  follows  natural  cur- 
vature of  aorta.  (B)  Placement  of  mitral  prosthesis  orient- 
ed with  large  orifice  opening  toward  aortic  outflow  tract. 
Positive  closure  assured  with  outflowing  blood  aiding  in 
i rapid  closure  of  valve. 

j Clinical  results 

Early  results.  Six  patients  died  while  in  the 
i hospital  or  within  thirty  days  after  operation, 
yielding  an  overall  hospital  mortality  rate  of  8 per 
cent.  Five  of  25  patients  with  isolated  aortic  valve 
j replacement,  or  20  per  cent,  and  1 of  42  patients 
with  isolated  mitral  valve  replacement,  or  2 per 
[cent,  died  while  in  the  hospital.  Among  the  8 dou- 
t ble-valve  replacements  there  were  no  hospital 
[deaths  (Fig.  6).  None  of  these  6 hospital  deaths 
appeared  to  involve  a valve-related  complication. 

Aortic  deaths.  Two  patients  with  aortic  steno- 
sis expired  of  myocardial  failure  in  the  operating 
room.  One  patient  had  an  acute  pulmonary  em- 
bolus on  the  fifth  postoperative  day.  A nineteen- 
year-old  girl  with  tetralogy  of  Fallot  and  an  aortic 
valve  destroyed  by  acute  bacterial  endocarditis  re- 
ceived renal  dialysis  preoperatively  for  six  weeks 
and  then  underwent  aortic  valve  replacement,  di- 
vision of  a subclavian-pulmonary  artery  anasto- 
moses, and  intracardiac  correction  of  her  tetralogy 
defects;  she  expired  suddenly  of  massive  endo- 
oronchial  hemorrhage  three  weeks  postoperatively 
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HOSPITAL  • DEATH  WITHIN  JO  OATS  OF  VALVE  REPLACEMENT 

LATE  • DEATH  AFTER  HOSPITAL  DISCHARGE  AND  MORE  THAN  30  DAYS  POSTOPERATIVELY 

FIGURE  6.  Mortality  rate  according  to  type  of  operation 
in  75  patients  receiving  LKPD  prosthesis. 

at  a time  when  she  was  not  on  anticoagulants  and 
appeared  ready  for  discharge  home.  At  autopsy, 
only  multiple  diffuse  minute  bleeding  points  were 
found  in  the  tracheobronchial  mucosa,  and  a diag- 
nosis of  Goodpasture’s  disease  was  made. 

A fifty-three-year-old  man  with  chronic  biven- 
tricular failure  from  aortic  stenosis  and  insuffi- 
ciency (pulmonary  artery  pressure,  70;  left  ventric- 
ular end  diastolic  pressure,  35  mm.Hg)  had  a low 
cardiac  output  syndrome  and  renal  failure  postop- 
eratively and  expired  on  the  eighth  day. 

Mitral  deaths.  A forty-eight-year-old  woman 
with  Lutembacher’s  syndrome  (atrial  septal  defect 
and  scarred  mitral  leaflets  with  shortened  chord- 
ae) had  a postoperative  low  cardiac  output  syn- 
drome with  electrocardiographic  changes  consis- 
tent with  anterior  myocardial  infarction  and  died 
on  the  second  postoperative  day. 

Sixty-nine  patients  completed  postoperative  re- 
covery either  without  any  inhospital  complication 
or  with  one  or  more  less  serious  complications  such 
as  arrhythmia,  transient  respiratory  infection,  uri- 
nary tract  infection,  or  surgical  wound  infection. 
Preoperative  congestive  heart  failure  persisted  in 
10  patients  and  was  treated  successfully  with  digi- 
talis and  diuretics. 

Late  results.  During  a follow-up  period  of 
three  to  thirty  months,  52  patients  are  living  and 
well,  and  17  have  died,  6 following  aortic  valve  re- 
placement, 8 following  mitral  valve  replacement, 
and  3 following  combined  aortic  and  mitral  valve 
replacement  (Fig.  6). 

Late  deaths  following 
aortic  valve  replacement 

Case  1.  A sixty-four-year-old  lady  with  a stenotic, 
congenitally  abnormal  calcified  valve  and  congestive 
heart  failure  had  been  classified  New  York  Heart  Asso- 
ciation Class  IV.  Her  abnormally  small  annulus  accept- 
ed the  14A  prosthesis.  PosLoperatively  she  had  pro- 
longed congestive  heart  failure  and  continuing  cachexia 
from  which  she  expired  six  months  later. 

Two  late  deaths  were  associated  with  bacterial  endo- 
carditis and  aortic  valve  dehiscence. 

Case  2.  An  eighteen-year-old  boy  with  rheumatic 
aortic  and  mitral  stenosis  had  received  a Starr-Edwards 
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cloth-covered  aortic  prosthesis  and  a Cutter-Smeloff  mi- 
tral prosthesis  two  years  previously.  He  returned  to  the 
hospital  with  severe  hemolytic  anemia  and  overt  jaun- 
dice (bilirubin  5.5  mg.  per  100  ml.,  hematocrit  17,  and 
lactic  dehydrogenase  2,000).  His  number  8A  Starr- 
Edwards  cloth-covered  prosthesis  (series  2300)  was  re- 
placed with  a 14-mm.  pivoting  disk.  The  mitral  pros- 
thesis was  functioning  normally.  He  was  discharged 
one  month  postoperatively,  free  of  hemolysis  or  conges- 
tive heart  failure.  He  returned  for  readmission  to  the 
medical  service  of  the  hospital  three  weeks  later  with  re- 
currence of  congestive  heart  failure  and  spiking  fever. 
Staphylococcal  bacterial  endocarditis  was  identified, 
and  emergency  cineangiography  showed  the  aortic  valve 
prosthesis  to  be  dehisced  over  more  than  half  of  its  cir- 
cumference. He  succumbed  to  cardiac  arrest  while 
being  moved  to  the  operating  room. 

Case  3.  A fifty-two-year-old  man  with  calcific  aortic 
stenosis  and  congestive  heart  failure  had  been  aphasic 
since  cardiac  catheterization  two  years  preoperatively. 
He  was  considered  a poor  surgical  candidate  because  of 
his  neurologic  status,  but  his  congestive  heart  failure 
worsened.  His  aortic  valve  was  replaced  with  a 16A  pi- 
voting disk,  and  he  was  discharged  two  weeks  postopera- 
tively on  warfarin  (Coumadin)  anticoagulation.  Nine- 
teen days  later  he  developed  a spinal  cord  hemorrhage 
with  paraplegia,  requiring  emergency  cord  decompres- 
sion at  another  hospital  and  discontinuance  of  anticoag- 
ulation. He  recovered  motor  function  but  became  fe- 
brile to  39°C.  and  continued  to  spike  fever  for  two  weeks 
with  no  positive  blood  cultures  and  no  response  to  a va- 
riety of  antibiotics.  He  was  transferred  to  The  New 
York  Hospital  where  emergency  cinefluoroscopy  showed 
dehiscence  of  the  aortic  valve  over  about  half  of  its  cir- 
cumference. Immediate  reoperation  confirmed  the  de- 
hiscence and  revealed  a large  amount  of  friable  vegeta- 
tions attached  to  ulcerated  leaflets  of  the  mitral  valve 
but  not  to  the  aortic  prosthesis.  These  vegetations  vir- 
tually filled  the  aortic  outflow  tract  about  3 cm.  below 
the  aortic  prosthesis.  The  vegetations  were  removed, 
the  mitral  leaflets  appeared  to  be  basically  intact,  and  a 
new  LKPD  16A  prosthetic  aortic  valve  was  placed.  The 
patient  remained  in  low-output  cardiac  failure  and  died 
on  the  second  postoperative  day.  The  organism  in  the 
vegetations  was  identified  as  Staphylococcus  epidermi- 
dis. 

Case  4.  A sixty-four-year-old  man  with  a cystic 
medionecrotic  ascending  aortic  dissection  and  aortic  in- 
sufficiency underwent  aortic  valve  replacement  and  syn- 
thetic graft  replacement  of  his  ascending  aorta  unevent- 
fully. Six  months  later,  while  adequately  anticoagulat- 
ed with  warfarin,  he  developed  sudden  left-groin  pain 
and  fever.  Femoral  arteriogram  showed  partial  occlu- 
sion of  the  left  femoral  and  complete  occlusion  of  the 
left  popliteal  artery.  No  aortic  valvular  murmur  was 
audible.  The  patient  then  became  comatose,  hypoten- 
sive, and  anuric  and  expired.  Postmortem  examination 
showed  extensive  vegetations  of  Aspergillus  niger  on  the 
aortic  valve  suture  line  with  widespread  systemic  septic 
emboli  to  the  pons,  myocardium,  both  kidneys,  and  left 
femoral  and  popliteal  arteries. 

Case  5.  A thirty-one-year-old  man  with  tight  calcific 
aortic  stenosis  (gradient  100  mm.  Hg)  and  a large  dilat- 
ed and  hypertrophied  left  ventricle  sustained  a cardiac 


arrest  before  his  chest  could  be  opened  at  surgery.  He 
was  externally  massaged,  rapidly  placed  on  cardiopul- 
monary bypass,  and  his  aortic  valve  was  replaced  with 
an  18A  pivoting  disk.  Postoperatively  he  was  comatose 
for  twenty  days  but  then  slowly  wakened  and  recovered 
motor  function;  however,  he  remained  aphasic.  He  died 
suddenly  four  and  a half  weeks  later.  Permission  for 
postmortem  examination  was  not  granted. 

Case  6.  A sixty-year-old  man  with  calcific  aortic  ste- 
nosis, syncope,  and  left  ventricular  enlargement  had  a 
preoperative  electrocardiogram  showing  right  bundle 
branch  block  and  left  ventricular  hypertrophy.  His  aor- 
tic valve  was  replaced  uneventfully  with  a 16A  pivoting 
disk,  and  a temporary  pacemaker  wire  was  placed  pro- 
phylactically  because  of  the  preoperative  electrocardio- 
gram and  history  of  syncope.  Postoperatively  he  re- 
mained in  normal  sinus  rhythm  with  heart  rates  exceed- 
ing 70  beats  per  minute,  and  the  pacing  wire  was  re- 
moved. He  died  suddenly  during  a syncopal  episode 
three  months  later,  presumably  of  heart  block  or  ar- 
rhythmic disturbance.  An  autopsy  showed  a well-func- 
tioning aortic  prosthesis  and  no  other  cause  for  death. 

Late  deaths  following 
mitral  valve  replacement 

Case  7.  One  valve-related  complication  occurred 
early  in  the  series  in  a forty-seven-year-old  woman  with 
mitral  stenosis  and  insufficiency  whose  valve  was  re- 
placed with  an  18M  pivoting  disk.  The  patient  had  an 
uneventful  postoperative  course.  Six  months  later,  she 
was  readmitted  to  another  hospital  with  congestive 
heart  failure  which  improved  on  vigorous  diuretic  thera- 
py. The  mechanical  aspect  of  the  congestive  heart  fail- 
ure was  not  recognized  for  another  two  months  at  which 
time  she  was  readmitted  to  the  same  hospital  with  in- 
tractable congestive  heart  failure,  and  it  was  noted  that  ■ 
the  opening  sound  of  the  disk  prosthesis  was  absent. 
She  was  transferred  to  The  New  York  Hospital  where 
immediate  recatheterization  and  cineangiography  re- 
vealed an  extremely  short  excursion  of  the  disk  over  an 
arc  of  perhaps  20  degrees.  At  reoperation,  it  was  dis-  j 
covered  that  one  of  the  valve  struts  was  embedded  in  I 
the  septal  myocardium  and  that  a tissue  pannus,  propa- 
gating from  this  point,  impeded  motion  of  the  disk  in  its  I 
housing.  The  poorly  positioned  valve  was  removed  and 
replaced,  but  the  patient  did  not  survive  the  operation.  | 
This  experience  led  to  development  of  a protective  banc 
or  collet  as  a strut  protector  during  mitral  valve  inser 
tion  (Fig.  4).  No  similar  complication  has  occurrec 
since. 

Case  8.  A late  infection-related  complication  oc 
curred  in  a forty-five-year-old  man  with  a ten-year  his 
tory  of  mitral  stenosis.  His  severely  stenotic  valve  wai 
replaced  uneventfully  with  an  18M  pivoting  disk  pros 
thesis.  Two  months  postoperatively  he  was  hospital 
ized  briefly  for  a large  buttock  hematoma  when  his  war 
farin  therapy  was  poorly  controlled.  Four  months  post 
operatively,  he  had  the  onset  of  weakness  and  a febril 
illness  and  was  hospitalized  in  shock  with  pulmonar 
edema  and  had  blood  cultures  positive  for  Staphylococ 
cus  albus.  He  was  transferred  in  the  shock  state  to  Th 
New  York  Hospital  where  emergency  cinefluoroscop 
revealed  abnormal  motion  indicating  dehiscence  of  th 
mitral  valve  prosthesis.  He  was  taken  immediately  t 
the  operating  room  where  the  loose  valve  was  replace 
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TABLE  III.  Recatheterization  data  in  patients  with  aortic  pivoting  disk  prostheses 


Valve 

Size 

(milli- 

meters) 

internal  Age 

Condition  diameter)  (Years) 

Sex 

Cardiac 

Index 

(Liters 

per 

minute 

per 

square 

meter) 

Left  Ventricular 
Pressure 
(mm.  Hg) 

Aortic 
Pressure 
mm.  Hg 

Mean 
Systolic 
Gradient 
mm.  Hg 

In  Vivo 
Valve 
Orifice 
Area* 
(square 
(centi- 
meter) 

Absolute 

Valve 

Orifice 

Area) 

(square 

centimeter) 

Aortic  stenosis 

Preoperative 

62 

M 

3.1 

149/15 

85/65 

48 

0.8 

Postoperative  18 

63 

M 

2.9 

140/9 

126/84 

17 

2.3 

2 04 

Aortic  insufficiency 

Preoperative 

19 

M 

3.1 

125/13 

120/30 

Postoperative  14 

20 

M 

4.4 

135/4 

78/51 

44 

1.4 

1.25 

Preoperative  . . . 

27 

M 

3.6 

188/4 

190/66 

Postoperative  18 

28 

M 

3.8 

185/11 

151/97 

36 

1.8 

2.04 

Aortic  insufficiency  and  stenosis 

Preoperative 

60 

M 

Unable  to 

120/80 

enter  left 

ventricle 

Postoperative  16 

61 

M 

3.4 

146/15 

131/85 

17 

2.4 

1.82 

* Valve  area  calculated  from  Gorlin’s  formula. 

t Theoretical  maximum  calculated  valve  area  ( tR2)  minus  20  per  cent  for  space  occupied  by  the  disk  in  fully  opened  position. 

TABLE  IV.  Recatheterization  data 

in  patients  with  mitral  pivoting  disk  protheses 

Valve 

Pul- 

In  Vivo 

Size 

Cardiac 

monary 

Valve 

Absolute 

(milli- 

Index 

Mean 

Vascular 

Orifice 

Valve 

meters 

(Liters  per 

Mean  Left 

Diastolic 

Resis- 

Area) 

Orifice 

internal 

minute  per 

PCW*  Ventricular 

Gradient 

tance 

(square 

Area** 

diam- 

Age 

square 

(mm.  Pressure 

(mm. 

(dyne- 

centi- 

(square 

eter)  (years) 

Sex 

meter) 

Hg)  (mm.  Hg) 

Hg) 

sec-cm.-5) 

meter) 

centimeter 

Mitral  stenosis 

Preoperative 

49 

F 

1.62 

13  99/5 

10 

232 

0.7 

Postoperative  22 

50 

F 

3.7 

18  141/19 

8 

150 

2.7 

3.04 

Preoperative  . . 

57 

M 

1.8 

18  111/5 

12 

397 

0.6 

Postoperative  25 

58 

M 

2.4 

12  130/12 

7 

220 

2.3 

3.58 

Preoperative 

58 

M 

2.3 

17  100/10 

9 

278 

0.9 

Postoperative  25 

59 

M 

2.0 

9 112/8 

4 

201 

1.7 

3.58 

Mitral  insufficiency 

Preoperative 

46 

F 

3.9 

7 138/6 

4 

32 

Postoperative  22 

47 

F 

3.3 

15  135/9 

8 

160 

2.4 

3.04 

* Pulmonary  capillary  wedge  pressure, 
t Valve  area  calculated  from  Gorlin’s  formula. 

**  Calculated  valve  area  (?rR2)  minus  20  per  cent  for  space  occupied  by  the  disk  in  the  fully  opened  position. 


vith  another  of  similar  size  and  design.  Postoperatively 
le  remained  in  shock  and  anuric  and  died  on  the  fifth 
lay. 


Case  9.  A late  death  in  a sixty-five-year-old  woman 
vith  severe  congestive  heart  failure  from  mitral  stenosis 
ind  insufficiency  and  tricuspid  insufficiency  seemed  re- 
ated  to  an  incorrect  operative  decision.  The  mitral 
alve  was  replaced  with  an  18M  pivoting  disk  but  the  in- 
ompetent  tricuspid  valve  was  neither  repaired  nor  re- 
placed. Postoperatively  her  congestive  failure  was  not 
mproved;  the  patient  proceeded  to  develop  ascites,  re- 
ractory  pulmonary  edema,  and  progressive  cachexia, 
md  she  expired  from  pneumonitis. 

The  5 remaining  late  deaths  after  mitral  valve 
eplacement  were  not  valve  related  and  included 
ontinuing  and  unimproved  congestive  heart  fail- 
ire  in  a debilitated  fifty-seven-year-old  man  with 
lorderline  cardiac  function  (cardiac  index,  1.3  L. 


per  minute  per  square  meter),  severe  hypokalemic 
arrhythmia  in  a sixty-seven-year-old  woman  three 
months  after  valve  replacement  for  mitral  insuffi- 
ciency, and  myocardial  infarction  in  a forty-eight- 
year-old  man  four  months  following  valve  replace- 
ment for  mitral  stenosis  with  an  acute  total  occlu- 
sion of  the  left  anterior  descending  coronary  artery 
found  at  postmortem  examination.  The  prosthe- 
sis was  well  healed  and  free  of  fibrin  or  clot. 

Two  late  deaths  occurred  in  patients  without 
known  postoperative  problems.  A fifty-one-year- 
old  woman  died  suddenly  at  home  and  no  cause  of 
death  was  definable  at  autopsy.  A forty-five-year- 
old  woman  with  mitral  stenosis  and  a preoperative 
pulmonary  pressure  of  125/72  mm.  Hg  had  an  un- 
eventful recovery  following  mitral-valve  replace- 
ment (20M).  She  succumbed  suddenly  at  home 
two  months  later.  No  autopsy  was  performed. 
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TABLE  V.  Recatherization  data  in  patient  with  mitral  and  aortic  pivoting  disk  prostheses 


Stage 


In  Vivo 

Mean 

Pul- 

In  Vivo 

Cardiac 

Aortic 

Absolute 

Mitral 

monary 

Mitral 

Absolute 

Valve 

Index 

Mean 

Valve 

Aortic 

Dias- 

Vascular 

Valve 

Mitral 

Sizes 

(Liters  per 

Aortic 

Orifice 

Valve 

tolic 

Resis- 

Orifice 

Valve 

(milli- 

minute 

Left 

Systolic 

Areat 

Orifice 

Gra- 

tance 

Area : 

Orifice 

meters 

per  PCW* 

Ventricular 

Aortic 

Gradient  (square 

Area** 

dient 

(dyne- 

(square 

Area 

internal  Age 

square 

(mm. 

Pressure 

Pressure 

(mm. 

(centi- 

(square 

(mm. 

sec.- 

centi- 

(square 

diameter)  (Years) 

Sex 

meter) 

Hg) 

(mm.  Hg) 

(mm.  Hg) 

Hg) 

meter)  centimeter) 

Hg) 

cm.5) 

meter) 

centimeter) 

59 

M 

1.3 

34 

152/22 

95/67 

44 

0.3 

10 

774 

0.6 

16A  60 

M 

2.2 

21 

158/9 

130/83 

38 

1.0 

1.82 

12 

341 

1.4 

2.51 

Preoperative 

Postoperative 


20M 


* Pulmonary  capillary  wedge  pressure, 
t Valve  area  calculated  from  Gorlin’s  formula. 

**  Theoretical  maximum  calculated  valve  area  (7rR2)  minus  20  per  cent  for  space  occupied  by  the  disk  in  the  fully  opened  position. 


Quality  of  life  after 
valve  replacement 

Fifty-two  patients  are  alive  and  well  from  three 
to  thirty  months  after  valve  replacement.  All 
have  improved  one  or  more  functional  categories 
in  the  New  York  Heart  Association  classification, 
and  most  have  returned  to  their  normal  full  activi- 
ties. 

It  has  been  our  policy  to  maintain  all  patients 
with  prosthetic  valves  on  a moderate  dietary  salt 
restriction  whether  or  not  they  had  overt  evidence 
of  congestive  failure.  The  first  15  aortic  valves 
and  the  first  30  mitral  valves  in  the  series  were 
maintained  on  long-term  anticoagulation  with 
warfarin.  In  the  middle  of  1972  we  began  a study 
program  in  which  warfarin  anticoagulation  has  not 
been  utilized  in  patients  with  aortic  prostheses 
and  selected  patients  with  mitral  prostheses.  In- 
stead these  patients  were  anticoagulated  with  as- 
pirin and/or  dipyridamole  (Persantine).  In  this 
program  there  have  been  no  thromboembolic  com- 
plications to  the  time  of  this  report. 

Recatheterization  data 

Nine  patients  have  returned  for  catheterization 
approximately  one  year  after  surgery  (Tables  III 
to  V). 

Aortic  valves.  Among  4 patients  with  aortic 
pivoting  disks,  2 placed  for  aortic  stenosis  showed 
gradients  of  17  mm.  Hg  at  normal  cardiac  indices 
and  had  valve  areas  calculated  at  2.3  and  2.4  cm.2. 
Among  2 patients  with  valves  replaced  for  aortic 
insufficiency,  gradients  of  36  and  44  mm.  Hg  were 
present  across  the  prosthesis.  The  44-mm.  gradi- 
ent occurred  with  a 14-mm.  prosthesis  placed  in  a 
congenitally  small  annulus  in  which  a previously 
placed  8A  Starr-Edwards  valve  was  clinically  ob- 
structive. The  36-mm.  gradient  was  unexpected 
in  a twenty-seven-year-old  man,  who  showed  very 
significant  clinical  improvement  (Table  III). 

Mitral  valves.  Four  patients  were  studied  by 
simultaneous  transseptal  left  ventricular  catheter- 
ization and  pulmonary  capillary  wedge  pressures 
(Table  IV).  Among  3 patients  whose  valves  were 
replaced  for  mitral  stenosis,  mean  diastolic  gradi- 
ents were  reduced,  and  the  postoperative  valve 
areas  were  calculated  to  be  between  1.7  and  2.7 


cm.2.  In  the  patient  whose  valve  was  replaced  for 
mitral  insufficiency  an  8-mm.  gradient  was  present 
across  the  prosthesis,  and  the  valve  area  was  calcu- 
lated at  2.4  cm.2.  All  4 patients  were  clinically  im- 
proved (Table  IV). 

Double  valve.  One  man  with  both  mitral  and 
aortic  prostheses  was  recatheterized  by  left  ven- 
tricular puncture.  His  aortic  gradient  was  mod- 
estly reduced,  and  his  mitral  gradient  was  slightly 
increased  from  preoperative  values.  However,  his 
cardiac  output  increased  70  per  cent,  pulmonary 
venous  pressure  fell  40  per  cent,  and  pulmonary 
vascular  resistance  decreased  53  per  cent  com- 
pared with  his  preoperative  values  (Table  V). 
This  man  also  has  had  a striking  clinical  improve- 
ment and  has  returned  from  incapacitation  to  only 
moderately  restricted  activity. 

It  is  generally  accepted  that  the  Gorlin  formula 
for  calculating  valve  area  gives  values  for  orifices 
about  20  per  cent  lower  than  the  actual  effective 
area.  The  configuration  of  the  cardiac  chambers’  , 
internal  turbulence  and  cardiac  index  variations 
account  for  additional  discrepancies  in  these  de- 
terminations. It  is  of  interest  that  the  two  pivot- 
ing disk  valves  placed  for  aortic  stenosis  had  more 
satisfactory  postoperative  function  in  terms  of  gra- 
dient and  orifice  area  than  the  two  placed  for  aor- 
tic insufficiency.  Clinically,  however,  all  4 pa- 
tients were  improved. 

All  mitral  prostheses  involve  an  element  of  ob- 
struction, since  none  approximate  the  5 to  6-cm.2  I 
orifice  of  the  normal  mitral  valve.  The  postopera- 
tive gradients  across  the  LKPD  mitral  prostheses 
ranged  from  4 to  8 mm.  Hg.  Calculated  orifices 
were  between  47  and  89  per  cent  of  the  theoretical 
maximum  (absolute)  mechanical  orifices  of  the 
prosthetic  valves  in  these  4 patients. 

Comparisons  among  different 
types  of  prosthetic  valves 

Fifteen  patients  with  other  types  of  aortic  pros- 
theses and  12  patients  with  other  types  of  mitra 
prostheses  have  returned  for  recatheterization  fol- 
lowing surgery  during  this  same  period  (Tables  V 
and  VII).  In  general  for  aortic  prosthetic  valves  o 
comparable  external  diameters  gradients  wen 
smaller  and  calculated  orifice  areas  significant!’ 
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TABLE  VI.  Comparative  recatheterization  data  in  patients  with  various  aortic  prostheses 


Valve  Type 

Size 

Tissue 

Annulus 

Diameter 

(millimeters) 

Number 
Patients  in 
Series 

MSG 
(mm.  Hg) 

AVA  CALC. 

(square 

centimeter) 

SEA  2300 

8A 

21 

7 

46 

0.9 

SEA  2300 

9A 

22.5 

2 

23 

1.6 

SEA  2300 

10A 

24 

2 

41 

0.9 

SEA  2310 

8A 

21 

1 

16 

1.2 

SEA  2310 

9A 

22 

1 

37 

0.8 

SEA  2310 

10A 

24 

1 

40 

0.8 

C-S 

2A 

22 

1 

40 

0.9 

LKPD 

14A 

21 

1 

44 

1.4 

LKPD 

16A 

23 

1 

17 

2.4 

LKPD 

18A 

25 

2 

26 

2.1 

MSG  = Mean  systolic  gradient; 

AVA  CALC 

■■  Aortic  valve  area  calculated  by  Gorlin’s  formula; 

SEA  = Starr-Edwards; 

C-S  = Cutter-Smeloff; 

LKl’l)  = Lillehei-Kaster  pivoting  disk. 

TABLE  VII.  Comparative  recatheterization  data 

in  patients  with  various  mitral  prostheses 

Valve  Type 

Size 

Tissue 

Annulus 

Diameter 

(millimeters) 

Number 
Patients  in 
Series 

MDG 
(mm.  Hg) 

MVA  CALC 
(square 
centimeter) 

SEM  6000 

4M 

32 

1 

5 

1.2 

SEM  6000 

5M 

34 

1 

4 

2.4 

SEM  6300 

2M 

28 

1 

7 

0.7 

SEM  6300 

4M 

32 

1 

10 

1.3 

C-S 

5M 

25 

4 

10 

1.4 

C-S 

6M 

27 

3 

6 

1.3 

K-S 

2M 

24 

1 

14 

0.8 

LKPD 

22M 

28.5 

2 

8 

2.5 

LKPD 

25M 

32 

2 

6 

2.0 

MDG  = Mean  diastolic  gradient;  MVA  CALC  = Mitral  valve  area  calculated  by  Gorlin’s  formula  Mean  value  given  where  more  than  1 patient  in 
se  es;  SEM  = Starr-Edwards;  C-S  = Cutter-Smeloff;  K-S  = Kay-Shiley;  LKPD  = Lillehei-Kaster  pivoting  disk. 


larger  in  all  instances  for  the  LKPD  prostheses 
than  for  the  ball-in-cage-type  valves.  In  the  mi- 
tral position,  except  for  one  5M  valve  in  the  Starr- 
Edwards  6000  series,  the  same  comparisons  were 
obtained  as  for  aortic  valves.  The  body  of  data  is 
. -i  small,  and  statistically  meaningful  inferences  can- 
not yet  be  drawn;  however  these  initial  studies  in- 
dicated that  the  design  of  the  LKPD  valve  was  a 
hemodynamic  improvement  over  the  other  pros- 
theses available  for  restudy. 


1 

< 


Thromboembolic  complications 
All  of  our  surviving  patients  have  been  followed 
carefully  at  three-month  intervals  and  questioned 


' ■ 


for  any  unusual  symptoms  such  as  blurred  vision, 

transient  twitchings,  motor  weakness,  speech  dis- 

turbances, or  vertigo. 

The  incidence  of  these  as  primary  complications 

has  been  extremely  low  (2.6  per  cent),  only  2 pa- 

tients and  in  both  patients  conditions  nonfatal. 

The  several  patients  with  active  bacterial  or  fungal 

infections  and  with  valve  dehiscence  which  had 

thromboembolism  as  secondary  complications  of 

septicemia  have  been  previously  described  in  this 
report.  The  2 patients  with  evidence  of  embolism 

were  as  follows: 

One  forty-seven-year-old  man  with  a number  22 
mitral  valve  prosthesis  had  his  warfarin  anticoagu- 
lant stopped  electively  three  months  postopera- 


tively  because  of  his  unreliability  (alcoholism) 
with  respect  to  medications.  One  month  later  he 
developed  a hemiparesis  which  cleared  completely 
in  about  two  weeks.  At  the  time  of  this  embolus 
he  was  febrile,  but  no  definite  cause  could  be  de- 
fined. Warfarin  was  restarted,  and  he  has  had  no 
further  difficulties. 

One  other  fifty-one-year-old  woman  with  a 
number  20  mitral  valve  prosthesis  had  an  episode 
of  localized  facial  twitchings  lasting  about  thirty 
minutes,  two  weeks  postoperatively.  Eleven 
months  later  she  had  a similar  episode  of  facial 
twitchings  lasting  about  five  minutes  and  motor 
weakness  on  one  side  lasting  eight  hours,  after 
which  everything  returned  to  normal.  She  has 
had  no  further  difficulty  in  the  six  months  since 
the  second  episode.  It  is  of  interest  that  three 
months  before  valve  replacement,  this  patient  had 
required  surgical  embolectomy  from  the  common 
femoral  artery,  and  at  the  time  of  the  valve  sur- 
gery, her  left  atrium  was  virtually  filled  with  a soft 
unorganized  clot  which  was  removed  as  completely 
as  possible. 

Among  the  remaining  patients  there  have  been 
no  other  early  or  late  thromboembolic  complica- 
tions. 

Studies  by  Braunw’ald  and  Bull1 * * * * * * * * * * * * 14  and  Berger  et 
al.lb  suggest  that  it  may  take  as  long  as  twelve 
months  in  the  human  being  to  endothelialize  a 
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prosthetic  valve  skirt.  The  former  state  that  “in 
terms  of  healing,  two  weeks  in  the  animal  species 
are  roughly  equivalent  to  three  months  in  man.” 

In  the  first  45  patients  warfarin  anticoagulation 
was  begun  in  all  on  the  second  or  third  postopera- 
tive day.  Encouraged  by  the  favorable  studies  of 
Bokros  et  al.,8  La  Grange  et  al.,9  and  Bokros  et 
a/.,10  suggesting  a lack  of  thrombogenic  potential 
by  Pyrolite  carbon,  by  our  own  favorable  in  vivo 
animal  results  without  anticoagulation,  and  by  the 
observations  in  this  initial  series  of  45  patients,  we 
have  now  adopted  a more  lenient  policy  of  anti- 
coagulation. Warfarin  is  not  utilized  in  any  of  the 
patients  with  aortic  valve  prostheses  unless  there 
is  an  unusually  dilated  heart  with  low  cardiac  out- 
put preoperatively.  Mitral  patients  with  a very 
low  cardiac  index  preoperatively  (below  2.5)  and 
giant  left  atria  with  atrial  fibrillation  are  placed  on 
warfarin  postoperatively.  All  others  are  given 
only  aspirin,  600  mg.  twice  a day  beginning  on  the 
second  or  third  postoperative  day,  as  utilized  also 
in  the  aortic  replacements.  We  have  been  more 
cautious  with  mitral  prostheses  where  more  endo- 
thelial healing  must  take  place  owing  to  the  fre- 
quent association  of  atrial  fibrillation  and  dilated 
atria  with  consequent  stasis. 

Hemolysis 

The  subject  of  hemolysis  following  heart-valve 
replacement  has  been  a continuing  and  important 
complication  and  has  been  recently  reviewed  by 
several  investigators.16"18  While  clinically  signifi- 
cant hemolytic  anemia  has  been  reported  in  5 to  46 
per  cent  of  patients  with  ball-valve  prostheses  and 
conventional  disk  prostheses,19  compensated  he- 
molysis has  been  even  more  frequent  and  is 
thought  by  some  to  be  an  almost  constant  finding 
in  all.20 

Hemolytic  anemia  has  not  occurred  in  any  one 
of  the  52  surviving  pivoting-disk  patients.  We 
have  begun  a systematic  study  in  all  of  these  pa- 
tients to  look  also  for  evidence  of  compensated  he- 
molysis. Thus  far  the  study  has  produced  data 
which  are  strikingly  different  from  those  seen  with 
all  other  types  of  prosthetic  valves  studied  under 
the  same  protocol.  Twenty-two  patients  have 
been  evaluated  for  evidence  of  anemia  and  hemol- 
ysis at  one  or  more  intervals  between  three  and 
twenty-one  months  postoperatively  (Fig.  7). 
Serum  haptoglobin,  which  is  bound  and  disap- 
pears from  the  serum  if  even  miniscule  amounts  of 
free  hemoglobin  are  present,  was  absent  or  mark- 
edly diminished  in  all  but  4 patients  suggesting 
the  presence  of  some  free  hemoglobin  in  the  ma- 
jority. Similarly,  all  but  1 patient  displayed  slight 
elevation  of  serum  lactic  dehydrogenase  indicating 
some  red-cell  destruction.  Other  indices  of  he- 
molysis, however,  remained  normal  or  minimally 
deranged.  Schistocyte  counts  were  1 cell  per  1,000 
or  less  except  in  2 patients  whose  values  still  re- 
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FIGURE  7.  Indices  of  hemolysis  among  22  patients  with 
Lillehei-Kaster  pivoting  valve  prostheses  sampled  at  three 
to  twenty-one  months;  also  urine  hemosiderin  tests 
showed  uniformly  negative  results  in  all  22  patients.  Not 
one  of  these  studied  patients  had  either  hemolytic  anemia 
or  evidence  of  compensated  hemolysis. 


mained  well  within  normal  limits.  Reticulocyte 
counts  in  every  instance  except  1 did  not  exceed 
2.6  per  cent.  Every  patient  displayed  a normal  or 
near-normal  hematocrit.  Urine  urobilinogen  has 
remained  within  a normal  range,  and  no  patient 
has  produced  urine  hemosiderin  on  late  follow-up. 
No  patient  has  become  iron  saturated  from  hemol- 
ysis. These  data  suggest  that  the  intravascular 
survival  of  the  erythrocytes  is  very  close  to  normal. 

Moreover,  these  data  contrast  strikingly  with 
values  obtained  in  an  earlier  study  of  ball  valve 
prosthesis  in  our  laboratory,16  and  other  data  from 
patients  with  a variety  of  other  valve  prostheses.20 
With  every  other  prosthesis  studied,  haptoglobins 
were  uniformly  absent,  serum  lactic  dehydroge- 
nase values  were  significantly  elevated  in  93  per 
cent  of  the  patients  and  more  than  twice  normal  in 
50  per  cent,  schistocyte  and  reticulocyte  counts 
were  abnormally  elevated  in  75  per  cent,  chemical 
icterus  was  present  in  45  per  cent,  and  5 of  52  pa- 
tients had  overt  hemolytic  anemia. 

Comment 

The  results  of  prosthetic  valve  surgery  depend 
on  many  factors  beside  the  type  of  valve  used:  the 
stage  of  the  patient’s  disease,  the  adequacy  of  the 
surgery,  the  occurrence  of  immediate  or  delayed 
complications,  and  the  presence  of  associated  val- 
vular, myocardial,  coronary  artery,  pulmonary,  or 
other  pathologic  conditions  are  all  of  fundamental 
importance  in  evaluating  clinical  results,  and  it  is 
recognized  that  no  clinically  reported  series  is 
comparable  to  any  other  in  terms  of  strict  control. 

Within  reasonable  limits,  the  expected  hospita 
mortality  rate  for  valve-replacement  surgery  has 
become  fairly  standard  in  most  institutions  using  t 


variety  of  available  prostheses.11’18’21-24  The  re- 
I suits  reported  here  with  the  pivoting-disk  valve 
I fall  within  that  expected  range. 

Many  of  the  same  factors  come  to  bear  on  the 
| late  deaths  and  complications  following  heart- 
I valve  replacement.  Most  catastrophic,  however, 
, are  those  late  deaths  related  to  prosthetic  valve- 
! induced  problems.  These  deaths  due  to  device 
failures  are  a source  of  great  concern  to  the  cardi- 
I ologist  and  cardiac  surgeon  in  considering  the  risk 
I of  valve  replacement.  Over  the  past  five  years  the 
i problem  of  ball  variance  which  has  plagued  the 
ball-in-cage  prosthesis  has  been  partially  resolved 
by  improved  methods  of  silastic  curing  or  by 
changing  to  a metal  ball.  However,  the  latter  has 
introduced  a new  set  of  problems  related  to  dam- 
age to  the  cloth-covered  cage  with  embolization  of 
bits  of  the  cloth  and  excessive  turbulence  and  he- 
molysis. Also,  the  cloth  covering  itself  has  been 
responsible  for  endothelial  overgrowth  with  subse- 
quent development  of  excessive  gradients  or  even 
actual  fixation  of  the  ball.25 

Leaflet-type  valves  which  have  promised  excel- 
i lent  flow  characteristics  have  not  proved  durable 
. and  in  many  cases  have  been  highly  thrombogenic. 

Poppet  disk-type  valves  have  proved  excessively 
] obstructive  to  flow,1719  have  had  high  reported  in- 
| cidences  of  both  thromboembolic  complications 
i and  hemolysis, 16>17t20,26,2,  or  have  shown  poor  long- 
1 term  wearability  of  the  disk.28  Even  though  some 
' factors  leading  to  thrombosis  have  been  reduced  in 
» the  newer  designs  of  caged-ball  valves,  these  de- 
} sign  changes  have  been  offset  by  the  increased  he- 
molysis and  flow  gradients,  and  the  risks  of  aortic 
j or  mitral  outflow  tract  obstruction  and  irritation 
I of  the  ventricular  septum  by  a protruding  cage  still 
persist. 

Tilting  disk  prostheses  clinically  introduced  in 
i the  form  of  the  Wada-Cutter  valve  have  a low  pro- 
file and  no  cage  protruding  into  the  left  ventricu- 
lar outflow  tract  but  have  had  a poor  choice  of 
biomaterials  for  the  disk.12  In  addition,  the 
bioengineering  design  which  has  a fixed  hinge  and 
allows  only  a 60  or  65-degree  opening  of  the  valve 
produces  both  turbulence  and  eddy  currents  pro- 
moting thrombogenesis.29-30  The  relatively  high 
inertia  of  the  disk  has  resulted  in  relatively  slow 
opening  and  questionably  adequate  function  in 
patients  with  severe  tachyarrhythmias.  Signifi- 
cant regurgitation  through  the  Wada-Cutter  pros- 
thesis has  been  observed  cineangiographically  by 
several  investigators.7 

The  Bjork-Shiley  prosthesis  has  demonstrated  a 
similar  problem  of  less  than  optimal  opening  with 
eddy  currents  and  a history  of  late  thromboembol- 
ic complications  comparable  to  that  of  the  Wada- 
Cutter  and  Beall  prostheses.11’26-30  One  possible 
explanation  for  this  finding  is  that  the  Bjork-Shi- 
ley valve  opens  to  an  angle  of  only  50  degrees  in 
the  mitral  and  60  degrees  in  the  aortic  prostheses 


which  may  be  too  small  to  guarantee  free  flow 
across  the  smaller  posterior  orifice.31  In  vitro 
testing  has  demonstrated  stagnation  below  the 
pivot  point  in  this  valve  which  may  also  contribute 
to  thrombosis.29,32  All  of  these  prostheses  have 
required  continuous  warfarin  anticoagulation, 
have  had  an  early  thromboembolic  complication 
rate  of  approximately  6 per  cent,  and  have  a con- 
tinuing risk  of  cerebral  emboli  through  the  late 
postoperative  period.26’30-32 

The  design  and  biomaterials  incorporated  in  the 
LKPD  valve  seem  to  have  obviated  a number  of 
these  problems.  Only  miminal  areas  of  stagnation 
or  eddy  currents  can  be  demonstrated  in  vitro  and 
thromboembolic  complications  have  been  very  low 
to  the  time  of  this  report.  Since  materials  of  high 
resistance  to  thrombosis  and  extreme  durability 
which  are  physiologically  inert  have  been  used  for 
fabrication  of  this  valve,  there  is  little  likelihood  of 
prosthesis  fatigue  or  biodegradation  resulting  in 
irregular  valve  function,  and  none  has  been  noted 
in  a follow-up  study  to  two  years. 

The  80-degree  opening  of  the  disk  permitting  an 
almost  full-flow  orifice  and  the  engineering  design 
minimizing  the  force  necessary  to  open  and  close 
the  valve  have  provided  a unit  of  high  functional 
efficiency  as  demonstrated  both  in  vitro  and  in  fol- 
low-up recatheterizations. 

In  comparative  hemolysis  studies  the  LKPD 
valve  has  proved  significantly  less  traumatic  to 
blood  than  any  other  prosthesis  studied,  and  in 
100  per  cent  of  patients  studied  with  this  prosthe- 
sis the  delicate  criteria  of  even  a compensated  he- 
molysis have  not  been  present. 

For  follow-up  periods  from  three  to  twenty-one 
months  postoperatively,  warfarin-type  anticoagu- 
lants have  been  successfully  omitted  in  certain  se- 
lected patients  with  both  aortic  and  mitral  LKPD 
prostheses,  corroborating  the  in  vitro  and  in  vivo 
testing  observations  on  the  improved  flow  charac- 
teristics and  the  thromboresistance  of  Pyrolite 
carbon  surfaces. 

Summary 

The  Lillehei-Kaster  pivoting  disk  prosthesis  was 
designed  and  developed  to  reduce  or  eliminate  the 
valve-related  complications  of  thromboembolism, 
turbulence  and  hemolysis,  obstruction  to  flow,  and 
premature  biodegradation.  Clinical  application, 
to  the  date  of  this  review,  has  given  very  encourag- 
ing results  in  support  of  these  basic  design  goals. 
Its  fabrication  of  extremely  durable  thromboresis- 
tant  biocompatible  materials,  L.T.I.  Pyrolite  car- 
bon and  titanium,  has  demonstrated  a virtual  ab- 
sence of  material  degradation,  fatigue,  or  wear  ei- 
ther in  vitro  or  in  vivo.  The  full-flow  orifice,  low- 
profile  design  has  demonstrated  higher  functional 
efficiency  with  lower  pressure  gradients  and  larger 
flow  volumes  than  any  other  mechanical  prosthesis 
studied.  These  in  vitro  findings  have  been  corro- 
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borated  in  patients  by  intraoperative  flow-gradi- 
ent measurements  and  postoperative  recatheter- 
ization studies.  The  extremely  hard,  smooth,  flat 
polished  pyrocarbon  disk  surfaces  and  the  highly 
polished  titanium  valve  housing  combined  with 
engineering  design  to  minimize  stasis  and  eddy 
currents  have  provided  a prosthesis  without  signif- 
icant thromboembolic  complications  to  date. 
These  advantages  have  permitted  elimination  of 
conventional  anticoagulant  therapy  in  appropriate 
patients.  Postoperative  studies  of  blood  destruc- 
tion have  shown  strikingly  less  than  that  measured 
for  any  other  mechanical  prosthesis.  Not  only  has 
hemolytic  anemia  been  absent,  but  also  there  has 
been  no  evidence  for  even  a compensated  hemoly- 
sis in  follow-up  studies  ranging  from  three  to 
twenty-one  months  following  valve  replacement. 

In  conclusion  the  Lillehei-Kaster  pivoting  disk 
cardiac  valve  incorporates  certain  design  and 
biomaterial  features  not  found  in  other  prostheses 
which  are  advantageous  to  prosthetic  valve  perfor- 
mance. 

References 

1.  Cruz,  A.  B.,  Jr.,  et  al.:  A new  caged  meniscus  prosthet- 
ic heart  valve,  Circulation  (supp.  3)  29  & 30:  65  (1964). 

2.  Idem:  Flow  characteristics  of  the  meniscus  prosthetic 
heart  valve,  J.  Thorac.  Cardiovasc.  Surg.  49:  813  (1965). 

3.  Lillehei,  C.  W.,  et  ai:  Mitral,  aortic,  and  tricuspid 

valve  replacement  with  the  ball  valve,  Surgery  57: 184  (1965). 

4.  Raster,  R.  L.,  and  Lillehei,  C.  W.:  A new  cageless  free 
floating  pivoting  disc  prosthetic  heart  valve:  design,  develop- 
ment and  evaluation,  Digest  of  the  7th  International  Confer- 
ence on  Medical  and  Biological  Engineering,  Stockholm,  Swe- 
den, 1967,  p.  387. 

5.  Raster,  R.  L.,  Bonnabeau,  R.  C.,  Jr.,  Tanaka,  S.,  and 
Lillehei,  C.  W.:  Comparative  analysis  of  in  vitro  flow  charac- 
teristics of  seven  types  of  prosthetic  heart  valves,  in  Brewer,  L. 
A.,  Ill,  Ed.:  Prosthetic  Heart  Valves  Springfield,  Illinois, 
Charles  C Thomas,  1969,  p.  137. 

6.  Raster,  R.  L.,  Tanaka,  S.,  Carlson,  R.  G.,  and  Lillehei, 

C.  W.:  Initial  laboratory  development  in  evaluation  of  the 

cageless  free  floating  pivoting  disc  prosthetic  heart  valve,  in 
Nose,  Y.,  Ed.:  Cardiac  Engineering,  New  York,  John  Wiley  & 
Sons,  Inc.,  1970,  p.  261. 

7.  Raster,  R.  L.,  Lillehei,  C.  W.,  and  Starek,  P.  J.  R.:  The 
Lillehei-Raster  pivoting  discc  aortic  prosthesis  and  a compara- 
tive study  of  its  pulsatile  flow  characteristics  with  four  other 
prostheses,  Tr.  Am.  Soc.  Artif.  Int.  Organs  10:  233  (1970). 

8.  Bokros,  J.,  Gott,  V.  L.,  LaGrar.ge,  L.  D.,  and  Ramos,  S.: 
Correlations  between  blood  compatibility  and  heparin  absorp- 
tivity with  pyrolite  carbon,  J.  Biomed.  Mat.  Res.  3:  497  (1969). 

9.  LaGrange,  L.,  Gott,  V.,  Bokros,  J.,  and  Ramos,  S.: 
Compatibility  of  carbon  with  blood,  Proceedings  ol  Artificial 
Heart  Program  Conference,  Washington,  D.C.,  June  9 to  13, 
1969,  p.  47. 

10.  Bokros,  J.,  Gott,  V.,  LaGrange,  L.,  and  Ramos,  S.: 
Heparin  absorptivity  and  blood  compatibility  of  carbon  surfac- 
es, J.  Biomed.  Mat.  Res.  4:  145  (1970). 


11.  Bjork,  V.  O.:  A new  central  flow  tilting  disc  valve  pros- 
thesis. One  year’s  clinical  experience  with  103  patients,  J. 
Thorac.  Cardiovasc.  Surg.  60:  355  (1970). 

12.  Wada,  J.:  Total  heart  valve  replacement  operations 

and  a new  hingeless  valve,  J.  Rorea  Surg.  Soc.  11:  1 (1969). 

13.  Dubost,  C.,  Guilmet,  D.,  Parades,  B.  de,  and  Pedeferri, 

G.:  Nouvelle  technique  d’ouverture  de  l’oreillette  gauche  en 

chirurgie  a coeur  ouvert:  l’abord  bi-auriculaire  transseptal, 
Presse  med.  74:  1607  (1966). 

14.  Braunwald,  N.  S.,  and  Bull,  B.:  Factors  controlling  the 
development  of  tissue  layers  on  fabrics,  in  Brewer,  L.,  Ed.: 
Prosthetic  Heart  Valves,  Springfield,  Illinois,  Charles  C Thom- 
as, 1969,  p.  228. 

15.  Berger,  R.,  Sauvage,  L.  R.,  Rao,  A.  M.,  and  Wood,  S.  J.: 
Healing  of  arterial  prosthesis  in  man:  its  incompleteness,  Ann. 
Surg.  175:  118  (Jan.)  1972. 

16.  Eyster,  E.,  Rothchild,  J.,  and  Mychajliw,  0.:  Chronic 
intravascular  hemolysis  after  aortic  valve  replacement.  Long- 
term study  comparing  different  types  of  ball-valve  prostheses, 
Circulation:  44:657  (1971). 

17.  Williams,  J.  C.,  et  ai:  Hemolysis  following  mitral  valve 
replacement  with  the  Beall  prostheses,  J.  Thorac.  Cardiovasc. 
Surg.  61:393  (1971). 

18.  Fishman,  N.  H.,  Edmunds,  L.  H.,  Hutchinson,  J.  C.,  and 
Rowe,  B.  B : Five-year  experience  with  the  Smeloff-Cutter  mi- 
tral prosthesis,  ibid.  62:  345  (1971). 

19.  Reid,  J.  A.,  et  al.:  Hemodynamic  evaluation  of  the 

Beall  mitral  valve  prosthesis,  Circulation  (supp.  1)  45:  1 (May) 
1972. 

20.  Myhre,  E.,  Dale,  J.,  and  Rasmussen,  R.:  Quantitative 
aspects  of  hemolysis  in  aortic  valvular  disease  and  ball  valve 
prosthesis,  Acta  med.  scandinav.  189:  101  (1971). 

21.  Lillehei,  C.  W.,  et  al.:  Clinical  experience  with  the  new 
central  flow  pivoting  disc  aortic  and  mitral  prosthesis,  Surgery, 
in  press. 

22.  Aston,  S.  J.,  and  Mulder,  D.  G.:  Cardiac  valve  replace- 
ment. A seven-year  follow-up,  J.  Thorac.  Cardiovasc.  Surg.  61: 
547  (1971). 

23.  Ray,  E.  B.,  et  al.:  Surgical  correction  of  rheumatic  val- 
vular disease.  Late  survival  studies  with  the  Ray-Suzuki  disc 
valve,  Ann.  Thorac.  Surg.  13:  110  (Feb.)  1972. 

24.  Hodam,  R.,  Starr,  A.,  Herr,  R.,  and  Pierie,  W.  R.:  Early 
clinical  experience  with  cloth-covered  valvular  prostheses,  Ann. 
Surg.  170:  471  (1969). 

25.  Winter,  T.  Q.,  et  al.:  Current  status  of  the  Starr-Ed- 
wards  cloth  covered  prosthetic  cardiac  valves,  Circulation 
(supp.  1)  45:  14  (May)  1972. 

26.  Messrner,  B.  J.,  Okies,  J.  E.,  Hallman,  G.  L.,  and  Coo- 
ley, D.  A.:  Mitral  valve  replacement  with  the  Bjork-Shiley  tilt- 
ing-disc  prosthesis,  J.  Thorac.  Cardiovasc.  Surg.  62:  938  (1971). 

27.  Stanford,  W.,  Lindberg,  E.  F.,  and  Armstrong,  R.  G.: 
Implantation  of  heart  valve  prostheses  without  anticoagulants, 
ibid.  63:  648  (Apr.)  1972. 

28.  Detmer,  D.  E.,  McIntosh,  C.  L.,  Boretos,  J.  W.,  and 
Braunwald,  N.  D.:  Polypropylene  poppets  for  low-profile  pros- 
thetic heart  valves,  Ann.  Thorac.  Surg.  13:  122  (Feb.)  1972. 

29.  Cokkinos,  D.  V.,  et  al.:  Thrombosis  of  two  high-flow 
prosthetic  valves,  J.  Thorac.  Cardiovasc.  Surg.  62:  947  (1971). 

30.  Messrner,  B.  J.,  Okies,  J.  E.,  Hallman,  G.  L.,  and  Coo- 
ley, D.  A.:  Early  and  late  thromboembolic  complications  after 
mitral  valve  replacement:  a comparative  study  of  various  pros- 
theses, (did.  13:  281  (May-June)  1972. 

31.  Bjork,  V.  0.,  and  Olin,  C.:  A hydrodynamic  evaluation 
of  the  new  tilting  disc  valve  (Bjork-Shiley)  for  mitral  valve  re- 
placement, Scandinav.  J.  Thorac.  Cardiovasc.  Surg.  4:  37 
(1970). 

32.  Bozer,  A.,  and  Raramehmetoglu,  A.:  Thrombosis  en- 
countered with  Bjork-Shiley  prosthesis,  J.  Cardiovasc.  Surg.  13: 
141  (Mar-Apr.)  1972. 


1438 


New  York  State  Journal  of  Medicine/ July  1974 


A series  of  review  articles 
dealing  with  medical  progress 


Recent  Advances  in 
Medicine  and  Surgery 

ROBERT  TURELL.  M D.  Editor 


Cardiac  Structural 
and  Functional 
Changes  after 
Myocardial  Infarction 

IV.  Ventricular  septal  dysfunction  and 
rupture 

DAVID  CHAS.  SCHECHTER,  M.D. 

New  York  City 

Assistant  Clinical  Professor,  Division  of  Cardiovascular  and 
Thoracic  Surgery,  New  York  Medical  College;  Member  of  the 
Surgical  Staffs,  Flower  and  Fifth  Avenue  Flospitals,  Doctors 
Hospital,  and  The  New  York  Infirmary 


In  Part  III  of  this  review,  which  appeared  in  the 
June  issue  of  the  Journal,  the  author  surveyed  in- 
formation regarding  rupture  of  the  parietal,  or  free 
wall,  of  the  heart  and  one  of  its  sequelae,  pseu- 
doaneurysm. Parietal  rupture  and  pseudoaneur- 
ysm were  discussed  describing  incidence,  patho- 
genesis, pathophysiology,  semeiology,  and  diagno- 
sis. Part  II,  in  the  May  issue,  discussed  true  car- 
diac parietal  aneurysms,  and  Part  I,  in  the  April 
issue,  covered  dyssynergy. 

Isolated  ventricular  septal  infarction  is  exceed- 
ingly rare.  Ordinarily,  the  septum  is  incorporated 
in  anterior  or  posterior  wall  myocardial  infarction. 
The  anteroseptoapical  and  posteroseptobasal  le- 
sions, respectively,  account  for  well  over  two  thirds 
of  all  infarcts. 

Without  forgetting  that  ventricular  septal  in- 
farction is  almost  uniformly  associated  with  dam- 
age to  adjacent  parietal  myocardium,  there  are 
good  justifications  for  considering  the  former  con- 
dition separately.  One  is  the  nagging  suspicion 
that  malfunction  of  the  septum  may  be  more  in- 
strumental in  the  genesis  or  perpetuation  of  post- 


infarction cardiac  decompensation  than  has  been 
imagined  before.  True,  the  consensus  among 
physiologists  is  that  contraction  of  the  septum  is 
nonessential  to  the  pumping  action  of  the  heart. 
And  yet  it  seems  plausible  that  by  encroaching  on 
the  lumen  of  the  right  ventricle  a paretic  septum 
might  very  well  impede  inflow  and  so  worsen  fail- 
ure. Another  reason  is  the  acknowledgment  that 
through  enterprising  diagnostic  and  therapeutic 
efforts  a fair  proportion  of  patients  in  whom  the 
infarcted  septum  perforates  may  be  succored. 

Anatomy  of  ventricular  septum1522  1523 

The  ventricular  septum  is  somewhat  sinuous  in 
its  longitudinal  axis  and  does  not  lie  in  any  single 
plane.  Its  muscular  portion,  almost  as  wide  as  the 
left  ventricular  parietal  wall,  consists  of  a thick 
layer  on  the  left  side  and  a thinner  one  on  the 
right.  The  major  septal  arteries  course  between 
these  strata.  The  normal  septum  describes  a 
slight  convexity  into  the  right  ventricular  cham- 
ber. 

The  reason  the  septum  so  rarely  is  infarcted  se- 
lectively is  that  its  blood  supply  originates  from 
arterial  sources  which  overlap  other  zones  of  the 
heart.  Its  principal  supplier,  the  left  anterior  de- 
scending coronary  artery,  gives  off  rami  to  the  an- 
terior half  or  two  thirds  and  apical  portions  of  the 
septum.  One  of  these  septal  filaments,  originating 
from  the  upper  third  of  the  parent  vessel,  is  usual- 
ly bigger  than  the  others  and  irrigates  the  mid- 
septum, including  the  His  bundle  and  bundle 
branches  of  the  conduction  system.  The  atrioven- 
tricular node  is  nourished  by  a small  arterial  radi- 
cle from  the  posterior  descending  branch  of  the 
right  coronary  artery.  The  same  branch  sends 
twigs  to  the  posterior  half  or  one  third  of  the  sep- 
tum. In  instances  when  the  left  coronary  artery  is 
dominant,  practically  all  of  the  septal  nutrition  is 
from  the  left  anterior  descending  and  circumflex 
branches. 

The  dual  blood  supply  of  the  septum  provides  a 
modicum  of  protection  through  intraseptal  arterial 
communications.  Therefore,  unless  both  anterior 
and  posterior  descending  coronary  branches  are 
occluded,  total  septal  infarction  and  its  companion 
risk  of  septal  rupture  are  less  prevalent  than  they 
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ISOLATED  SEPTAL  INFARCT 


ANTEROSEPTAL  INFARCT 


PARIETAL  ANEURYSM;  POSSIBLE  SEPTAL 
ANEURYSM;  POSSIBLE  ANTEROLATERAL 
PAPILLARY  MUSCLE  DYSFUNCTION 


PARIETAL  ANEURYSM;  SEPTAL 
RUPTURE 


POSTEROSEPTAL  INFARCT 


PARIETAL  ANEURYSM;  POSSIBLE  SEPTAL 
ANEURYSM;  PROBABLE  POSTEROMEDIAL 
PAPILLARY  MUSCLE  DYSFUNCTION 


PARIETAL  ANEURYSM;  SEPTAL 
RUPTURE;  PROBABLE  POSTEROMEDIAL 
PAPILLARY  MUSCLE  FIBROSIS  OR 
RUPTURE 


FIGURE  12.  Role  of  location  of  infarct  on  septal  or  papillary  muscle  involvement  and  resultant  dyssynergy. 


would  be  were  a single  blood  supply  relied  on. 

Septal  infarction 

Pathophysiology.1524-1535  The  ventricular 
septum  is  trespassed  by  two  thirds  of  anterior  pa- 
rietal infarcts  and  one  third  of  posterior  ones  (Fig. 
12).  Except  for  protrusion  of  the  paralyzed  sep- 
tum into  the  right  ventricle  during  systole  there  is 
no  significant  physical  potentiation  of  dyssynergy, 
and  the  jeopardies  to  cardiac  activity  come  princi- 
pally from  conduction  disorders. 

The  nature  of  conduction  disturbances  after 
septal  infarction  depends  on  the  area  of  septum  af- 
fected. Posterior  infarcts  strike  the  main  trunk  of 
the  His  bundle;  the  node  itself  is  ordinarily  spared, 
being  on  the  atrial  side  of  the  fibrous  atrioventric- 
ular partition.  Therefore  heart  block  in  posterior 
infarcts  is  often  incomplete  and  transitory.  Con- 
versely, anterior  infarcts  encompass  both  bundle 
branches  either  at  their  bifurcation  or  in  the  sub- 
stance of  the  muscular  septum.  Block  in  that  cir- 
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cumstance  is  therefore  more  frequently  complete 
and  persists  as  such. 

Semeiology.1536’1537  Septal  infarction  being 
part  and  parcel  of  a more  widespread  lesion,  the 
latter  dominates  the  clinical  picture.  In  scattered 
instances  signs  of  impaired  right  ventricular  filling 
are  manifest,  from  which  it  may  be  inferred  that 
the  Bernheim  syndrome  is  operative  by  the  soft- 
ened septum  billowing  into  the  right  ventricular 
chamber  during  systole  (Fig.  12). 

Heart  block  makes  matters  worse  by  subtracting 
from  cardiac  output.  Bradycardia,  which  occurs 
in  25  per  cent  of  cases,  may  be  indistinguishable 
clinically  from  that  of  sinus  origin.  Syncope  in 
the  context  of  Morgagni-Adams-Stokes  syndrome 
manifests  itself  in  5 per  cent  of  cases.  The  mortal- 
ity rate  is  50  per  cent  in  myocardial  infarctions 
complicated  by  atrioventricular  block — 70  per 
cent  of  the  complete  variety  and  10  per  cent  of  the 
incomplete  kind.  Death  follows  shock  or  heart 
failure  and  hence  is  primarily  the  outcome  of  the 


expansiveness  of  vitiated  myocardium  rather  than 
deranged  conduction.  In  rare  instances  the  in- 
! farcted  septum  ruptures. 

Diagnosis.1538,1539  Septal  encroachment  or  de- 
| struction  by  infarct  is  intimated  by  an  array  of 
i conduction  disorders,  principally  atrioventricular 
or  bundle  branch  blocks  in  contradistinction  to  in- 
i traventricular  conduction  abnormality  of  peri-in- 
farction block.  Atrioventricular  blocks  eventuate 
during  the  first  week  in  10  per  cent  of  recent  in- 
; farctions — 15  per  cent  of  posterior  ones  and  5 per 
i cent  of  anterior  ones.  Half  of  atrioventricular 
i blocks  are  complete  and  the  rest  divided  equally 
between  first  and  second  degree.  Bundle-branch 
blocks,  which  take  place  in  30  per  cent  of  recent 
infarctions,  consist  of  complete  right  in  10  per 
cent,  incomplete  left  in  18  per  cent,  and  complete 
left  in  2 per  cent. 

Electrocardiographic  patterns  are  inconstant. 
With  anteroseptal  infarction  there  may  be  mani- 
fest: 

1.  Abnormal  QR  in  V!  and  V2  cr  in  V2,  V3,  or  V4 
with  normal  initial  R in  V4. 

2.  RS-T  segment  elevation  in  leads  I to  V4. 

3.  Abnormal  Q waves  in  V5  or  V6- 

4.  Q waves  in  right  precordial  leads  with  complete 
right  bundle-branch  block. 

5.  Q waves  in  left  precordial  leads  with  left  bun- 
dle-branch block. 

6.  Ventricular  extrasystoles  with  significant  Q 
wave  followed  by  R wave  and  sharply  inverted  or  up- 
right T wave. 

With  posteroseptal  infarction  there  may  be 
manifest: 

1.  Prominent  or  wide  R wave  in  V4  with  upright 
T. 

2.  Depressed  S-T  segment  in  Vj  to  V4. 

3.  R/S  ratio  greater  than  1 in  Vj  and  V2. 

4.  Slurring  of  descending  limb  of  R in  Vj. 

5.  No  Q waves  or  RS-T  segment  elevations. 

With  healed  septal  infarction  or  septal  fibrosis 
there  may  be  absence  of  normal  Q waves  in  leads  I, 
V5,  and  V6. 

When  acute  infarction  supervenes  on  previous 
left  bundle-branch  block,  too  much  dependence 
cannot  be  placed  on  Q waves  for  diagnosis  and 
more  conclusive  interpretation  is  afforded  with  the 
aid  of  vectorcardiography.  However,  the  situation 
may  be  suspected  by:  (1)  QR  or  Qr  in  the  left  pre- 
cordial leads  and  lead  I;  (2)  QrS  or  qrS  in  the  mid- 
precordial leads;  or  (3)  progressive  diminution  of 
the  R wave  from  V4  to  V4.  ' 

Abnormal  migration  into  the  right  ventricle  dur- 
ing systole  of  aneurysmatic  septa  has  been  docu- 
mented in  a few  cases  by  various  graphic  means. 

Ventricular  septal  rupture 

Perforation  of  the  infarcted  ventricular  septum 


is  an  entity  which  lately  has  come  under  very  close 
scrutiny.  Surgery  has  probably  contributed  most 
to  a clearer  understanding  of  the  condition 
through  the  revelation  that,  contrary  to  what  was 
formerly  believed,  perforated  septal  infarcts  are 
not  analogous  to  congenital  septal  defects  nor  to 
septal  lacerations  from  penetrating  trauma. 

Incidence.15401550  When  one  contemplates 
the  preponderance  of  septal  involvement  in  myo- 
cardial infarction  and  how  very  fragile  the  affected 
muscle  is  during  the  acute  phase,  then  the  rarity  of 
rhexis  can  only  be  explained  on  the  basis  of  good 
collateral  circulation  to  the  septum. 

Septal  perforation  occurs  in  1 to  5.5  per  cent  of 
all  infarcts,  the  higher  figure  pertaining  to  recent 
lesions.  With  8 to  10  per  cent  of  all  fatalities  from 
myocardial  infarction  being  due  to  rupture  of  one 
or  another  part  of  the  heart  and  the  septum  being 
involved  to  some  degree  in  30  to  70  per  cent  of 
these  cases,  septal  rupture  itself  accounts  for 
roughly  a 1 to  2 per  cent  mortality  rate  after  in- 
farction. 

Pathogenesis. 155,-1699  The  inciting  myocardial 
infarct  parallels  the  pattern  of  coronary  arterial 
obstruction  or  occlusion.  Hence  it  is  usually  ante- 
rolateral, less  often  posteroinferior  or  posteroapi- 
cal,  and  in  unusual  instances  exclusively  septal. 
Almost  invariably  the  left  ventricle  is  affected, 
with  encroachment  onto  the  right  ventricle  in 
about  one  half  of  cases.  The  majority  of  cases  of 
septal  rupture  are  a sequel  of  occlusion  of  main 
tributaries  from  a dominant  left  coronary  artery. 
Alternately,  they  follow  simultaneous  or  consecu- 
tive occlusion  of  the  anterior  and  posterior  de- 
scending coronary  branches. 

For  practical  purposes,  then,  infarction  of  the 
adjacent  free  wall  of  the  ventricle  should  be 
thought  of  as  a concomitant  of  septal  rupture.  In 
50  to  75  per  cent  of  those  cases  there  is  frank  ec- 
tasia, or  an  “anatomic  aneurysm,”  of  the  parietal 
infarct.  Its  location,  in  decreasing  order  of  fre- 
quency is:  left  ventricular,  right  ventricular,  and 
biventricular.  With  few  exceptions  the  aneurysm 
in  cases  of  septal  perforation  suggests  that  high  in- 
tracameral  pressure  is  factorial.  In  those  in- 
stances where  a bulge  is  absent  the  contiguous  pa- 
rietal infarct  nevertheless  often  displays  varying 
modes  of  contractile  abnormality,  thereby  acting 
as  a dyssynergic  or  functional  aneurysm.  While 
anterior  septal  perforations  only  occasionally  are 
accompanied  by  papillary  muscle  dysfunction, 
those  located  at  the  posterior  and  caudad  parts  of 
the  septum  frequently  throw  the  posteromedial 
papillary  muscles  out  of  kilter  (Fig.  12). 

Unlike  congenital  defects  which  are  situated 
predominantly  in  the  membranous  portion  of  the 
septum,  the  postinfarction  ones  are  always  in  the 
muscular  portion.  They  are  at  the  inferior  and 
anterior  aspect  of  the  septum  in  66  per  cent,  true 
posterior  in  17  per  cent,  median  in  13  per  cent,  and 
superior  in  4 per  cent.  In  many  surgical  series  the 
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number  of  posterior  septal  ruptures  which  are  re- 
ported equal  or  surpass  anterior  ones. 

Septal  ruptures  are  usually  situated  in  the  mid- 
dle rather  than  at  the  periphery  of  the  instigator 
infarct.  Again,  unlike  congenital  defects  which  or- 
dinarily have  sharply  circumscribed  circular  or 
ovoid  borders,  the  postinfarction  variety  tend  in- 
stead to  be  ragged  linear,  cruciate,  or  stellate  fis- 
sures. Their  dimensions  range  from  a few  milli- 
meters to  over  4 cm.  in  diameter.  Size  variation 
exists  within  the  same  perforation.  On  rare  occa- 
sions literally  all  of  the  septal  partition  is  disinteg- 
rated, and  the  ventricles  become  monocameral. 
In  10  to  15  per  cent  the  septal  tear  travels  to  the 
surface  of  the  heart. 

Besides  the  frequent  association  with  infarcted 
or  grossly  ectatic  parietal  myocardium,  two  other 
characteristics  of  septal  ruptures  are  of  especial 
importance  from  a surgical  standpoint:  (1)  while 
the  perforation  is  most  often  solitary,  in  as  many 
as  40  per  cent  of  cases  there  are  multiple  puncti- 
form  openings  which  riddle  the  septum  and  make 
it  look  like  a sieve;  and  (2)  the  vast  majority  of 
perforations  are  not  cylindrical.  Their  geometric 
configuration  more  closely  approximates  a hollow 
oblique  truncated  cone.  Sometimes  the  track  re- 
sembles a contorted  spiral  or  is  zigzag.  The  left 
ventricular  split  is  larger  with  a convergent  slope 
of  the  edge  toward  the  right  ventricular  side.  The 
orifice  on  the  right  may  be  so  minuscule  and  con- 
cealed in  the  trabecular  forest  or  in  crevices  .under 
the  septal  leaflet  of  the  tricuspid  valve  as  to  escape 
notice  except  by  assiduous  search. 

As  with  rhexis  of  other  parts  of  the  heart  no 
categoric  assertion  can  be  made  about  just  what  it 
is  that  fosters  septal  perforation. 

Undue  physical  exertion,  arterial  hypertension, 
or  anticoagulant  and  digitalis  therapy  are  some- 
times plausibly  invoked  as  contributory  factors, 
but  perforation  may  occur  in  the  absence  of  any  or 
all  of  these. 

The  septum  usually  ruptures  during  the  first 
week  after  the  onset  of  myocardial  infarction. 
The  peak  frequency,  roughly  35  per  cent,  is  on  the 
first  day.  The  ostensible  basis  for  rhexis  is  a com- 
bination of  inflammatory  reaction  and  proteolytic 
enzymes  in  maximum  concentrations  promoting 
myocardiolysis  together  with  cleaving  stresses  at 
the  junction  of  healthy  and  infarcted  muscle. 
Equally  instrumental  is  the  massiveness  of  infarc- 
tion, transmural  in  scope,  stemming  from  closure 
of  appreciable  lengths  of  coronary  artery  with  end- 
omysia!  hemorrhagic  dissection  splintering  the 
septum. 

Pathophysiology.1700  1716  The  hemodynamic 
impact  of  the  septal  perforation  itself  is  abrupt 
volumic  overloading  of  the  right  ventricle  through 
the  acutely  created  left-to-right  fistula.  The  con- 
sequences are  reflected  in  elevated  right  ventricu- 
lar filling  pressure,  tricuspid  insufficiency,  pulmo- 
nary vascular  engorgement,  and  pulmonary  hyper- 


tension with  unchanged  pulmonary  arteriolar  re- 
sistance. 

Pivotal  to  the  degree  of  seriousness  of  the  right 
ventricular  surcharge  is,  of  course,  the  amount  of 
shunted  blood,  which  depends  on  the  size  of  the 
single  or  several  apertures  in  the  septum.  But  it 
should  be  recalled  that  an  aneurysm  is  likely  to 
straddle  one  or  both  ventricles  too,  with  the  result 
that  dyssynergy  potentiates  the  harm  done  by 
even  a small  perforation.  In  turn,  while  dyssyner- 
gy is  mainly  contingent  on  the  amount  of  parietal 
muscle  that  is  infarcted,  it  is  also  aggravated  by 
the  rupture. 

Since  aneurysmal  myocardium  is  usually  juxta- 
posed to  the  hole  in  the  septum,  the  regional  con- 
tractile and  volumic  deficits  are  additive,  and  the 
adjustments  required  of  the  heart  are  greater  than 
with  either  lesion  alone.  Therefore  in  instances  of 
combined  septal  perforation  and  parietal  ectasia 
the  myocardial  reserve  matters  as  much  as  the 
magnitude  of  the  shunt  in  determining  whether  or 
not  the  acute  hemodynamic  burden  can  be  with- 
stood. In  the  instance  of  ruptures  at  the  postero- 
inferior  quadrant  of  the  septum  an  additional  hurt 
derives  from  almost  certain  dysfunction  of  the 
posteromedial  papillary  muscle  trunk,  with  mitral 
regurgitation  compounding  the  surcharge  to  the 
lungs  from  the  shunt  at  ventricular  level. 

On  those  occasions  when  rupture  proceeds  to 
the  exterior  of  the  heart  there  occurs  hemorrhagic 
pericardial  effusion  which  varies  in  quantity  ac- 
cording to  the  size  of  the  hole  and  the  presence  of 
adhesions.  Hemopericardium  need  not  be  mas- 
sive to  produce  tamponade  when  the  heart  is  en- 
larged and  disabled  by  dyssynergy. 

Some  perforations,  by  nature  of  their  ragged- 
ness, invite  the  accretion  of  thrombus  and  there- 
fore become  a breeding  ground  for  embolism. 
Emboli  emanating  from  that  site  tend  to  be  swept 
into  the  right  ventricle  and  from  thence  nidate  in 
the  lungs  where  they  exert  pulmonary  hyperten- 
sion additive  to  that  excited  by  the  fistula  itself. 

Semeiology. 1717-1764  In  about  one  third  of 
cases  septal  rupture  occurs  on  the  first  day  of  myo-  j 
cardial  infarction.  Most  patients  are  stricken  be- 
tween the  first  and  twelfth  day,  the  average  being 
one  week.  In  a very  small  minority  rupture  takes 
place  after  a few  weeks.  According  to  different  se- 
ries the  cumulative  mortality  rates  after  perfora- 
tion are:  25  to  40  per  cent  within  twenty-four 

hours,  50  to  55  per  cent  within  one  week,  65  to  70 
per  cent  within  two  weeks,  85  to  90  per  cent  within 
two  months,  and  over  95  per  cent  within  one  year. 

The  onset  is  sudden  and  dramatic,  usually  her- 
alded by  severe  chest  pain  which  is  independent  of 
that  from  the  infarct  itself.  In  97  per  cent  of  cases 
a loud  holosystolic  murmur  appears  immediately 
along  the  lower  left  sternal  border  with  a systolic 
thrill  at  the  same  location  in  two  thirds  of  them. 
In  the  handful  of  instances  when  a murmur  is  un-> 
impressive  or  absent  the  cause  is  ordinarily  a ver> 
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big  perforation.  The  murmur  may  also  not  be 
perceptible  when  there  is  profound  arterial  hypo- 
tension, although  oftentimes  it  is  still  heard  even 
when  the  patient  is  in  shock.  Congestive  heart 
failure  is  ordinarily  salient  and  ingravescent.  It 
may  be  either  right  sided  or  biventricular  from  the 
outset.  Orthopnea  becomes  established  soon  after 
rupture.  Cyanosis  or  pallor  are  uncommon  except 
at  the  agonal  stage.  Hemoptysis  is  rare.  Syn- 
cope, either  from  pain  or  associated  with  transient 
bradycardia,  sometimes  closely  follows  rupture. 

The  combination  of  stubborn  arterial  hypoten- 
sion or  even  overt  shock  and  congestive  failure  be- 
comes insupportable  to  a heart  already  belea- 
guered by  ischemia.  Life  is  terminated  within  the 
intervals  cited  previously,  usually  from  cardiogenic 
shock.  Belated  deaths  are  caused  by  heart  failure, 
dysrhythmias,  recrudescent  myocardial  infarction, 
i tamponade  from  recurrent  pericardial  effusion  or 
hemopericardium  from  external  cardiorrhexis,  and 
very  rarely  by  bacterial  endocarditis. 

Diagnosis.1765-1789  The  presentation  is  fre- 
i quently  very  similar  to  that  of  papillary  muscle 
, rupture.  In  essence,  the  diagnosis  is  often  arrived 
at  by  differentiating  between  the  tw-o  and  also  ex- 
cluding other  precipitants  of  heart  failure  with 
new  systolic  murmurs. 

The  murmur  of  postinfarction  septal  perfora- 
tion differs  from  that  of  most  congenital  ventricu- 
lar septal  defects  and  may  mimic  instead  the  one 
I of  mitral  regurgitation.  The  reason  is  that  it  is 
I usually  generated  low  and  anterior  in  the  muscular 
\ part  of  the  septum  so  that  the  jet  is  directed  poste- 
riorly and  inferiorly,  or  it  may  ricochet  against  the 
posterior  or  septal  leaflets  of  the  tricuspid  valve  or 
against  a coexisting  aneurysm.  A plurality  of  per- 
forations bestows  qualities  to  the  murmur  which 
may  make  it  even  harder  to  distinguish  from  the 
murmur  of  mitral  incompetence. 

Characteristically,  the  murmur  is  grating,  pan- 
systolic,  and  smothers  both  heart  sounds.  Some- 
times, perhaps  because  the  perforation  is  small 
and  closed  by  the  contracting  ventricular  septum, 
the  murmur  may  cease  before  the  second  heart 
sound.  The  murmur  may  also  be  foreshortened 
by  extreme  pulmonary  hypertension.  As  men- 
tioned previously,  it  may  be  inaudible  when  the 
rupture  is  either  very  large  or  very  small.  Its  in- 
tensity is  usually  greatest  at  the  fourth  and  fifth 
left  parasternal  spaces  but  sometimes  may  be  clos- 
er to  the  apex.  Its  radiation  is  broad,  mainly  to 
the  precordium,  occasionally  to  the  axilla,  and  ex- 
ceptionally to  the  back  or  epigastrium. 

Other  auscultatory  findings  may  be  noted.  Ac- 
centuation of  the  second  pulmonic  sound  is  late  in 
occurrence.  Sometimes  a mid-diastolic  rumbling 
murmur  is  heard;  this  is  attributed  either  to  septal 
aneurysm  or  to  greater  filling  of  the  left  ventricle 
iuring  diastole  because  of  increased  pulmonary 
blood  flow.  Gallop  sounds  due  to  dyssynergy  are 
occasionally  perceptible.  With  spontaneous  or  in- 


duced right  ventricular  premature  beats  the  sys- 
tolic murmur  is  delayed  in  onset  and  of  increased 
amplitude  in  the  postextrasystolic  heat  because  of 
altered  time  relations  in  the  activation  of  the  two 
ventricles. 

In  40  to  65  per  cent  of  patients  a systolic  thrill  is 
palpable.  Precordial  thrusts  and  heaves  corre- 
spond to  dilation  and/or  dyssynergy  of  one  or  both 
ventricles. 

The  signs  of  recalcitrant  right  heart  failure  and 
relative  tricuspid  insufficiency  dominate  the  pic- 
ture. However,  whereas  distended  neck  veins, 
hepatojugular  reflux,  and  liver  enlargement  ap- 
pear promptly,  pretibial  and  ankle  edema  is  de- 
layed. Anasarca  is  unusual.  Pulmonary  rales  are 
audible  in  only  half  of  the  cases. 

Dysrhythmias  are  common  after  septal  rupture. 
Atrioventricular  conduction  disturbances  occur  in 
at  least  45  per  cent  of  cases  and  comprise  all  de- 
grees of  atrioventricular  block,  right  and  left  hun- 
dle-branch  block,  and  atrioventricular  nodal 
rhythms.  Intraventricular  conduction  disorders 
are  surprisingly  infrequent. 

There  is  no  single  electrocardiogram  finding 
that  is  pathognomonic  of  the  condition,  but  fea- 
tures which  are  said  to  be  suggestive  thereof  in- 
clude: 

I.  QS  inscription  in  the  right  precordial  leads 

without  evidence  of  right  ventricular  hypertrophy. 

II.  QS  in  the  right  precordial  leads  with  either: 

A.  S-T  segment  changes  in  these  leads. 

B.  Normal  R waves  farther  to  the  right. 

C.  Abnormal  Q waves  farther  to  the  left. 

D.  Q3-T3  pattern  with  right  precordial  changes 
typical  of  acute  infarction. 

The  coexistence  of  an  aneurysm  may  be  as- 
sumed when  RS-T  segment  elevation  persists. 
When  septal  rupture  is  known  to  be  present,  this 
and  other  electrocardiographic  criteria  may  be  an- 
alyzed for  clues  as  to  whether  perforation  is  anteri- 
or or  posterior.  Such  advance  knowledge  is  poten- 
tially helpful  from  a surgical  standpoint. 

Plain  roentgenography  and  fluoroscopy  show 
nothing  diagnostic  of  the  condition.  Cardiomega- 
ly,  usually  biventricular,  is  present.  Pulmonary 
congestion  is  common.  Sometimes  right  or  bilat- 
eral pleural  effusion  is  seen.  Occasionally  the  di- 
lated pulmonary  arteries  are  noticeably  pulsatile. 

Cardiac  catheterization  corroborates  the  pres- 
ence of  a shunt  at  the  ventricular  septal  level. 
There  is  marked  step-up  in  venous  blood-oxygen 
saturation  from  the  right  atrium  to  the  right  ven- 
tricle. The  pulmonary-to-systemic  flow  ratio  is  al- 
ways augmented,  averaging  2.5  with  a range  of  2 to 
5.  Right  atrial,  right  ventricular  end-diastolic, 
pulmonary  arterial,  and  mean  pulmonary  capillary 
pressure  values  all  are  elevated.  Sometimes,  by 
chance,  the  catheter  may  be  passed  through  the 
communication,  thereby  establishing  the  diagnosis 
with  certainty.  A flow-directed  pulmonary  artery 
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balloon  catheter  is  a very  valuable  device  for  bed- 
side differentiation  between  ventricular  septal 
perforation  and  mitral  regurgitation  due  to  papil- 
lary muscle  lesions. 

Cinecardioangiography  makes  available  a com- 
posite tableau  of  the  septal  rupture  and  neigh- 
boring regions  of  dyssynergy.  Abnormal  contrac- 
tile activity  of  both  the  septum  and  parietal  myo- 
cardium may  thus  be  appraised.  However,  the  ex- 
aminer must  be  circumspect  about  placing  too 


much  reliance  on  the  films  for  precisely  divulging 
the  number,  location,  or  size  of  perforations.  Cor- 
onary atherosclerosis  is  ordinarily  too  diffuse  for 
selective  coronary  arteriography  to  provide  any 
hint  as  to  whether  septal  rupture  is  anterior  or 
posterior. 

General  Motors  Building 
767  Fifth  Avenue 
New  York,  New  York  10022 


Note:  References  may  be  obtained  from  the  author.  Part  V will  appear  in  the  August  issue  of  the  Journal. 


New  publications  from 
HEW 

The  first  comprehensive  book  about  social  services  for 
aged  residents  in  long-term  care  facilities  has  been  pub- 
lished by  the  National  Institute  of  Mental  Health  of 
HEW’s  Alcohol,  Drug  Abuse,  and  Mental  Health  Ad- 
ministration. 

A Social  Work  Guide  for  Long-Term  Care  Facilities 
is  a “how-to-do-it”  manual  designed  to  help  staff  of 
long-term  care  facilities  improve  services  for  elderly  res- 
idents. The  book  also  presents  discussions  of  issues  in- 
volved in  bringing  sensitive  care  and  treatment  to  the 
older  person  and  his  family. 

Produced  for  the  NIMH  Section  on  the  Mental 
Health  of  the  Aging,  the  Guide  presents  an  overview  of 
long-term  care  facilities,  community  programs,  and 
characteristics  of  the  institutionalized  elderly. 

The  major  portion  of  the  book,  written  by  Elaine  M. 
Brody  of  the  Philadelphia  Geriatric  Center,  is  devoted 
to  the  social  work  services  that  can  ease  the  problems 
faced  by  the  aging  and  their  families  when  long-term 
care  seems  indicated.  For  example,  emphasis  is  placed 
on  interview  and  assessment  procedures  which  can  alle- 
viate the  stress  associated  with  entry  into  a facility  and 
help  staff  provide  the  care  most  suited  to  each  person’s 
needs.  Samples  are  included  of  forms  which  can  facili- 
tate comprehensive  history-taking  and  keeping  of  rec- 
ords. 

One  section  gives  a step-by-step  description  of  the 
phases  involved  in  institutionalization.  For  the  older 
person  and  his  family,  these  are  the  application  phase, 
the  waiting  period,  and  admission  day.  Nine  cases  are 
described  to  illustrate  some  of  the  situations  frequently 
encountered. 


The  volume  also  deals  with  services  involved  in  after- 
care, special  needs  of  the  dying,  planning,  research  and 
training  programs,  and  administration. 

A Social  Work  Guide  for  Long-Term  Care  Facilities 
can  be  purchased  from  the  Superintendent  of  Docu- 
ments, U.S.  Government  Printing  Office,  Washington, 
D.C.  20402  at  $1.70.  Reference  should  be  made  to 
Stock  Number  1724-00323  and  DHEW  Publication  No. 
(HSM)  73-9106. 

A pamphlet  to  provide  guidance  to  parents  and  teach- 
ers on  recreational  activities  that  can  benefit  autistic 
and  emotionally  disturbed  children  has  been  issued  by 
HEW’s  Alcohol,  Drug  Abuse,  and  Mental  Health  Ad- 
ministration, one  of  the  six  Public  Health  Service  agen- 
cies. 

The  publication,  Recreation  for  Autistic  and  Emo- 
tionally Disturbed  Children , was  prepared  by  the  Rec- 
reation Chairman  of  the  National  Society  for  Autistic 
Children  under  contract  to  the  National  Institute  of 
Mental  Health.  It  is  based  on  a survey  of  the  experi- 
ences of  several  hundred  parents  and  professionals  in 
schools,  hospitals,  and  treatment  facilities. 

The  pamphlet  provides  practical  suggestions  on  how 
to  plan  recreational  programs,  how  to  use  community 
resources,  and  how  to  evaluate  the  effectiveness  of  each 
activity.  It  provides  examples  of  activities  which  help 
channel  the  energy  and  interest  of  the  children  to  con- 
structive tasks  and  help  develop  skills  in  fields  such  as 
art,  music,  and  mathematics. 

The  pamphlet,  DHEW  Publications  No.  (HSM)  73- 
9096  can  he  purchased  from  the  Superintendent  of  Doc- 
uments, U.S.  Government  Printing  Office,  Washington, 
D.C.  20402  at  55  cents  a copy.  It  is  GPO  Stock  Number 
1724-00308. 
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Hepatopathy, 

Plasmacytosis, 
and  Fever 

Case  history 

Patrick  Bryan,  M.B.,  B.CH.,  D.M.R.D.*:  A 

forty-year-old  white  woman  presented  a one-year 
history  of  weight  loss  (60  pounds),  anorexia,  and 
lethargy.  She  had  had  frequent  drenching  night 
sweats  and  also  complained  of  occasional  blurring 
of  vision.  On  examination  she  was  found  to  have  a 
temperature  of  37.5°C.  which  varied  during  hospi- 
talization to  39.5°C. 

The  patient  had  been  treated  by  her  family  phy- 
sician for  some  months  for  a microcytic  hypo- 
chromic anemia  with  iron,  folic  acid,  and  vitamin 
B12  with  no  response.  The  platelet  count  on  two 
occasions  was  604,000  and  612,000.  Laboratory 
findings  showed  abnormal  liver  function  test  re- 
sults including  alkaline  phosphatase  of  31  King- 
Armstrong  units,  lactic  dehydrogenase  of  82,  and  a 
raised  alpha-2  globulin.  The  erythrocyte  sedi- 
mentation rate  was  140  mm.  in  the  first  hour.  A 
radioisotope  liver  and  spleen  scan  showed  hepato- 
splenomegaly  but  no  internal  imaging  defects.  A 
liver  biopsy  was  performed. 

Since  she  was  proving  a difficult  diagnostic 
problem,  an  intravenous  pyelogram  was  done  as  a 
screening  procedure  although  she  had  no  symp- 
toms referrable  to  the  genitourinary  system. 

Farhad  Azimi,  M.D.f:  The  intravenous  uro- 
gram shows  a space-occupying  mass  lesion  in  the 
right  suprarenal  area  (Fig.  1).  There  is  no  distor- 
tion of  the  collecting  system.  The  perirenal  fat 
'ine  extends  over  the  lateral  aspect  of  the  mass  le- 

* Guest  Editor,  Instructor,  Department  of  Radiology,  Up- 
state Medical  Center. 

t Assistant  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 


FIGURE  1.  Intravenous  urogram.  Note  space-occupying 
mass  lesion  at  upper  pole  of  right  kidney. 


sion.  This  finding  places  the  mass  lesion  within 
the  renal  capsule,  most  likely  intrarenal.  The  left 
kidney,  both  ureters,  and  the  bladder  are  normal. 

Nephrotomography  confirms  the  presence  of  a 
mass  lesion  in  the  upper  pole  of  the  right  kidney 
(Fig.  2).  Its  wall  appears  rather  thick. 

The  renal  ultrasonogram  shows  a well-defined 
mass  in  the  upper  pole  of  the  right  kidney  with  a 
few  internal  echoes  at  low  gain  settings.  There  is 
uneven  filling  in  with  echoes  as  the  gain  settings 
are  increased  (T,  Fig.  3).  The  sonographic  picture 
is  that  of  a solid  mass  which  has  undergone  partial 
necrosis. 

The  technetium-99m  renal  flow  study  showed  a 
perfused  mass  in  the  upper  pole  of  the  right  kid- 
ney. Delayed  images  showed  an  area  of  absent 
concentration  of  the  radiopharmaceutical  agent  in 
the  right  upper  pole.  These  findings  were  also 
typical  for  a solid  rather  than  a cystic  mass. 

Renal  arteriography  shows  a hypervascular  mass 
with  many  tumor  vessels  and  areas  of  necrosis 
(Fig.  4A).  The  right  renal  vein  is  patent  (Fig.  4B). 

All  the  diagnostic  procedures  point  to  a solid  hy- 
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FIGURE  2.  Nephrotomogram  shows  mass  with  slightly 
thickened  wall.  Note  perirenal  fat  extending  over  lateral 
aspect  of  mass  (arrows). 


pervascular  mass  lesion  in  the  upper  pole  of  the 
right  kidney  with  areas  of  necrosis. 

Dr.  Azimi’s  diagnosis 

Renal-cell  carcinoma 

Dr.  Bryan:  The  patient  was  then  operated  on. 
At  surgery,  a large  right  renal  tumor  was  found, 
and  total  nephrectomy  was  carried  out. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  We  received  a 

radical  nephrectomy  specimen  in  which  the  kidney 
was  distorted  by  a pale  tan,  bulging,  grossly  well- 
demarcated  mass  at  its  superior  pole.  The  adre- 
nal gland  was  attached  to  the  exterior  of  this  mass 
but  was  easily  dissected  free  and  did  not  seem  to 
be  an  integral  part  of  the  mass.  On  cut  section, 
the  mass  had  a pale  tan  color  with  focal  hemor- 
rhagic areas.  It  measured  5.5  cm.  in  diameter  and 
appeared  well  demarcated  from  the  remainder  of 
the  renal  parenchyma  which  was  grossly  without 
lesion.  The  renal  vein  at  the  hilus  was  dissected 
with  great  care  and  was  free  of  thrombus  or  tumor. 

On  microscopic  examination  of  the  tumor, 
sheets  of  well-differentiated  large,  pale  cells  with 
the  cytoplasm  varying  from  slightly  granular  to 
foamy  in  appearance  were  found  (Fig.  5).  Numer- 
ous areas  of  hemorrhagic  necrosis  within  the 
tumor  mass  were  also  seen.  These  findings  are 

* Assistant  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 


FIGURE  3.  Sonograms.  (A)  At  low  decibel  gain  shows  mass  at  upper  pole  of  the  right  kidney  which  contains  a few  in 
ternal  echoes  (B)  At  higher  decibel  gain  mass  fills  in  unevenly  with  echoes.  This  indicates  it  is  solid  mass,  but  not  of  uni 
form  consistency,  and  is  virtually  diagnostic  of  necrotic  tumor.  (K  = kidney  T = tumor) 
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FIGURE  4.  (A)  Selective  renal  arteriogram  demonstrates  neovascularity  in  necrotic  tumor  at  upper  pole  of  right  kidney. 

(B)  Right  renal  vein  patent. 


quite  typical  of  a renal-cell  carcinoma.  This 
tumor  represents  90  per  cent  of  the  renal  malig- 
nant tumors  in  adults.1 

Almost  one  month  prior  to  the  nephrectomy, 
this  same  patient  had  a needle  biopsy  of  the  liver. 
The  liver  biopsy  showed  only  minimal  chronic  cel- 
lular exudate  in  the  periportal  regions  and  some 
vacuolar  cytoplasmic  changes  of  the  hepatic  pa- 
renchyma. The  changes  were  interpreted  at  that 
time  as  representing  a nonspecific,  mild,  diffuse 
hepatic  parenchymal  injury.  These  nonspecific 
changes  of  the  liver  in  association  with  renal-cell 
carcinoma  have  been  previously  documented.2’3 
This  case  represents  a renal-cell  carcinoma  of 
the  right  kidney  associated  with  nonspecific  histo- 
logic changes  of  the  liver. 

Dr.  Bryan:  This  case  is  a good  illustration  of 
the  various  diagnostic  modalities  used  in  the  dif- 
ferential diagnosis  of  a renal-mass  lesion.  Ultra- 
sound is  particularly  useful  in  differentiating  a 
cyst  from  a solid  tumor.  It  is  a simple  noninvasive 
procedure  and  should  be  performed  in  all  cases  of 
suspected  renal-mass  lesions.4-6  ' 

Hypernephroma  may  be  present  in  many  ways, 
fever  and  a raised  erythrocyte  sedimentation  rate 
being  well-known  associations.  Fever  is  a present- 
ing feature  in  about  10  per  cent  of  cases. 

Hepatic  dysfunction  causing  derangement  of 
liver  function  findings  in  association  with  hyper- 


FIGURE  5.  Sheets  of  pale  cells  of  renal-cell  carcinoma 
with  compression  of  renal  parenchyma  at  margin  (hema- 
toxylin and  eosin  XI 45). 
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nephroma,  and  in  the  absence  of  liver  metastases, 
was  first  reported  by  Stauffer  in  1961.”  Since 
then,  there  have  been  several  reports  in  the  litera- 
ture of  a similar  association,  with  thrombocytosis 
as  an  additional  feature.2’3  In  those  cases  in 
which  a liver  biopsy  was  performed  no  specific  his- 
tologic abnormality  was  noted. 2>3’7~9  In  most 
cases  reported,  the  renal  tumor  was  of  the  clear- 
cell type. 

The  exact  pathogenesis  of  the  hepatic  dysfunc- 
tion and  thrombocytosis  is  not  known.  It  has 
been  postulated  that  the  tumor  may  produce  some 
hepatotoxic  substance,  although  Hanash  et  al.8 
failed  to  demonstrate  such  a toxic  substance  in  an 
experimental  study.  It  is  noteworthy  that  in  all 
reported  cases,  the  liver  function  test  findings  and 
platelet  counts  returned  to  normal  following  surgi- 
cal removal  of  the  tumor,  and  this  did  indeed  hap- 
pen in  this  case.  Following  nephrectomy,  our  pa- 
tient’s platelet  count  dropped  to  283,000  and  her 
alkaline  phosphatase  to  8 King-Armstrong  units. 

The  entity  of  hepatopathy  and  thrombocytosis 
in  association  with  renal  carcinoma  is  not  yet 
widely  known,  although  it  is  probably  not  at  all 
rare.  Ramos  and  Taylor,9  in  a retrospective  study 
of  50  hypernephroma  patients,  found  5 cases  with 
evidence  of  hepatic  dysfunction,  and  they  estimat- 
ed that  this  incidence  of  10  per  cent  may  be  even 
less  than  the  true  incidence,  because  the  appropri- 
ate laboratory  studies  were  not  done  in  every  case. 


“Tennis  toe”  affects  climbers 
as  “downhill  toe  jam” 

You  can  get  “tennis  toe”  by  playing  tennis.  You  also 
can  get  it  by  mountain  climbing.  Only  then  it  isn’t 
called  tennis  toe  any  longer,  it’s  “downhill  toe  jam.” 

By  whatever  name,  the  cause  is  jamming  the  toes 
sharply  against  the  inside  end  of  the  shoe.  The  sudden 
stops  of  tennis,  and  the  downhill  trek  of  the  climber 
with  the  added  weight  of  a heavy  pack,  can  cause  some- 
times painful  hemorrhage  under  the  nail  of  the  big  toe, 
and  sometimes  the  second  toe. 

Richard  G.  Gibbs,  M.D.,  of  New  York,  first  wrote 
about  tennis  toe  last  year  in  Archives  of  Dermatology,  a 


Since  it  is  apparently  not  an  uncommon  associa- 
tion, all  patients  with  unexplained  hepatospleno- 
megaly  and  abnormal  liver  function  test  results 
should  have  an  excretory  urogram  to  avoid  delay 
in  the  diagnosis  of  a possible  renal  carcinoma. 

Final  diagnosis 

Renal-cell  carcinoma  with  associated  hepa- 
topathy and  thrombocytosis 
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publication  of  the  American  Medical  Association.  In 
the  March  18  issue  of  the  Journal  of  the  American 
Medical  Association,  Dr.  Gibbs  expands  on  his  earlier 
report  to  include  the  mountain  climbing  aspect. 

Tennis  toe  may  throb  and  become  painful,  and  may 
last  a week  or  so.  The  toe  may  become  red. 

“It’s  silly  to  talk  about  treatment,”  says  Dr.  Gibbs, 
“Because  the  average  player  will  continue  to  bang  balls 
around  with  youthful  exuberance  as  long  as  he  can, 
painful  elbow  or  painful  toe  or  not.  Cold  compresses  or 
soaks  give  some  relief.” 

The  best  advice  for  those  who  develop  tennis  toe  is  to 
buy  a pair  of  sneakers  made  of  soft  material  and  with 
enough  room  in  the  tip  of  the  toe. 
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QUESTION  153.  What  is  the  rhythm?  The  patient  is  a fifty-two-year-old  man  with  acute  myocardial  infarction. 
This  is  lead  II. 


QUESTION  154.  What  is  the  rhythm?  Rhythm  strip  was  obtained  in  a coronary  care  unit  from  a patient  with  a 
acute  myocardial  infarction. 
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ELUCIDATION 


Question  153.  The  first  two  beats  show  regular 
sinus  rhythm  and  are  followed  by  a ventricular 
premature  contraction  occurring  late  after  the  T 
wave.  Beat  6 is  followed  by  a ventricular  prema- 
ture contraction  falling  on  the  downstroke  of  the  T 
wave  and  is  followed  immediately  by  a burst  of 
chaotic  ventricular  activity.  These  ventricular 
beats  are  grossly  irregular  and  vary  in  form.  The 
ventricular  arrhythmia  stops  spontaneously,  and 
regular  sinus  rhythm  resumes  with  occasional  ven- 
tricular premature  contractions  occurring  after  the 
T wave.  This  rhythm  is  a rather  “well-organized” 
form  of  ventricular  fibrillation.  It  is  occasionally 
referred  to  as  ventricular  flutter.  This  arrhythmia 
may  eventuate  in  persistent  ventricular  fibrillation 
and  therefore  requires  aggressive  therapy. 


An  alternative  explanation  of  this  arrhythmia  is 
that  it  has  a supraventricular  origin  with  aberrant 
ventricular  conduction.  This  is  unlikely  in  view  of 
the  presence  of  ventricular  premature  beats,  the 
irregular  rhythm,  and  the  ventricular  rate  of  300 
beats  per  minute. 

Question  154.  The  rhythm  is  regular  sinus 
rhythm  with  bigeminy  due  to  frequent  atrial  pre- 
mature contractions.  This  can  be  proved  by  care- 
ful examination  of  the  S-T  segments  of  each  beat. 
The  premature  beats  are  preceded  by  a P wave  in 
the  S-T  segment;  the  succeeding  S-T  segments 
show  no  P wave.  The  P-R  interval  of  the  atrial 
premature  contractions  is  0.32  second,  whereas  the 
P-R  interval  of  the  sinus  beat  is  0.26  second.  The 
rhythm  is  regular  sinus  rhythm  with  1 -degree  atri- 
oventricular block  and  premature  atrial  beats  pro- 
ducing bigeminy.  The  P-R  interval  is  further  pro- 
longed with  the  premature  atrial  contractions 
since  the  atrioventricular  junction  is  more  refrac- 
tory with  the  shorter  cycle. 


Employee  cannot  recover  for  company 
physician’s  malpractice 

A wrongful  death  action  based  on  the  alleged  negli- 
gent treatment  of  an  employee  by  a full-time  company 
physician  should  be  dismissed,  a New  York  trial  court 
ruled,  because  workmen’s  compensation  was  the  exclu- 
sive remedy. 

A chemist-executive  for  a large  company  was  treated 
by  the  physician  from  May,  1964,  until  February,  1967, 
when  the  executive  died  from  occlusive  coronary  arterio- 
sclerosis. The  physician,  a full-time  salaried  employee  of 
the  company,  was  associate  director  of  the  company’s 
medical  department. 

Claiming  that  the  physician  was  negligent  in  improp- 
erly diagnosing  and  treating  the  man,  the  executive’s  es- 
tate brought  a wrongful  death  action  against  the  physi- 
cian. The  state  workmen’s  compensation  law  provided 


that  it  was  the  exclusive  remedy  to  an  employee  or  his  de- 
pendents when  the  employee  was  injured  or  killed  by  the 
negligence  of  another  in  the  same  employ.  Concluding 
that  the  executive’s  death  arose  in  the  course  of  his  em- 
ployment, the  trial  court  said  it  was  accidental  within 
the  meaning  of  the  statute.  Therefore,  workmen’s  com- 
pensation was  the  exclusive  remedy. 

The  court  noted  that  an  independent  physician  who 
was  guilty  of  malpractice  in  treating  an  employee  in- 
jured in  an  industrial  accident  may  be  liable  for  his  mal- 
practice. There  were  strong  policy  considerations  for 
the  maintaining  of  malpractice  actions,  and  perhaps 
physicians  and  other  professionals  should  not  be  consid- 
ered in  the  same  manner  as  conventional  employees,  the 
court  said.  However,  the  legislature  has  created  no  such 
distinction.  For  that  reason,  the  action  against  the  phy- 
sician was  dismissed. — Golini  v.  Nachtigall,  347 
N.Y.  S.  2d  981  (N.Y.  Sup.  Ct„  Sept.  20,  1973)— The 
Citation  28:  132  (Feb.  15)  1974. 
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The  age  span  most  relevant  to  the  discussion  of 
coronary  artery  surgery  in  the  aged  is  that  of  over 
seventy-five  years,  since  active  healthy  individuals 
free  of  significant  cardiovascular  and  other  diseas- 
es are  not  uncommon  under  this  age.  Among 
those  over  seventy-five  years  of  age,  significant 
coronary  artery  disease  is  prevalent,  the  degenera- 
tive changes  of  aging  appreciably  affect  both  car- 
diovascular and  other  organ  systems,  and  chronic 
disabling  disease  of  mind  and  body  are  frequent 
and  often  incapacitating.  As  an  example,  among 
the  over  1,000  aged  residents  in  The  Jewish  Home 
and  Hospital  for  Aged,  New  York  City,  whose  av- 
erage age  is  eighty-five  and  almost  all  are  between 
seventy-five  and  ninety-five,  80  per  cent  have  defi- 
nite clinical  evidence  of  organic  heart  disease,  50 
per  cent  are  in  varying  degrees  of  congestive  heart 
failure,  and  40  per  cent  have  mild  to  severe  chronic 
brain  syndrome. 

Necropsy  findings 

At  necropsy  examination,  moderate  and  severe 
degrees  of  coronary  artery  disease,  myocardial  fi- 
brosis and  scarring,  left  ventricular  hypertrophy, 
and  calcific  aortic  stenosis  are  prevalent  in  those 


over  seventy-five  years  of  age.  In  a series  of  250 
consecutive  necropsy  examinations  at  the  Kings- 
bridge  Center  of  The  Jewish  Home  and  Hospital 
for  Aged  where  a 70  per  cent  necropsy  rate  has 
been  maintained,  38.4  per  cent  had  coronary  ar- 
tery disease  as  the  primary  cause  of  death.1 

Howell  and  Piggot2  found  that  among  90  hospi- 
talized patients  dying  between  eighty  and  ninety 
years  of  age,  36  per  cent  died  of  heart  disease. 
Coronary  arteries  of  the  entire  group  showed 
marked  atheroma  with  calcification  in  38,  moder- 
ate atheromatosis  in  25,  and  only  little  atheroma- 
tosis in  17.  The  myocardium  was  fibrotic  in  19,  8 
had  old  infarct  scars,  and  5 had  fatty  infiltration. 
Fifty  had  left  ventricular  hypertrophy,  and  14  had 
significant  degrees  of  aortic  and  mitral  stenosis. 

Only  6 of  25  cases  over  ninety  years  of  age  stud- 
ied by  the  same  authors  had  little  or  no  coronary 
atheromatosis,  14  had  left  ventricular  hypertro- 
phy, 11  patchy  fibrosis,  3 old  infarct  scars,  and  3 
definite  aortic  or  mitral  stenosis.3 

Lake4  in  a series  of  713  consecutive  necropsy  ex- 
amination of  men  seventy  years  of  age  and  older, 
found  myocardial  fibrosis  and  infarct  scars  in  27.1 
per  cent,  left  ventricular  hypertrophy  in  27  per 
cent,  old  cerebral  softening  in  23.4  per  cent,  cardi- 
ac dilatation  in  13.6  per  cent,  and  significant  valve 
lesions  in  11  per  cent. 

Incidence  and  severity  of  angina 

The  incidence  of  angina  in  the  noninstitutional- 
ized  male  population  of  the  United  States  reaches 
its  peak  of  106  per  thousand  at  age  sixty-five  and 
declines  to  66  per  thousand  at  ages  seventy-five  to 
seventy-nine  years.  Females,  who  have  a lower 
prevalence  of  angina  than  males  at  all  ages  below 
seventy-five,  exceed  them  at  ages  seventy-five  to 
seventy-nine  with  a rate  almost  double,  of  120  per 
thousand.  No  figures  are  available  in  this  study 
for  those  over  seventy-nine  years  of  age.5 

Chest  pain,  usually  atypical,  is  common  in  the 
aged  population  of  The  Jewish  Home  and  Hospital 
for  Aged  which  represents  a cross  section  of  func- 
tional capacity  from  fully  ambulatory  to  bed- 
bound.  The  opinion  of  the  attending  and  house 
physician  staff  based  on  many  years  of  observation 
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is  that  classical  angina  of  effort  and  particularly 
the  severe  disabling  angina,  crescendo  angina,  an- 
gina decubitus,  and  the  angina  of  impending  acute 
myocardial  infarction  are  uncommon.  Anginal 
and  atypical  chest  pains  are  usually  of  minor  in- 
tensity and  respond  to  small  doses  of  medication 
such  as  nitroglycerin  sublingually  0.4  or  0.6  mg., 
isosorbide  dinitrate  5 mg.,  three  times  per  day, 
and/or  propranalol  10  mg.,  four  times  a day.  Mild 
analgesics,  sedatives,  and  tranquilizers  are  often 
effective.  A survey  of  the  population  presently 
resident  in  the  institution  revealed  only  a few  indi- 
viduals with  angina  of  sufficient  degree  to  warrant 
consideration  of  surgery  if  they  were  free  of  com- 
plicating disease  and  disability. 

These  findings  may  be  attributed  to  diminished 
appreciation  of  cardiac  and  other  pain  commonly 
found  in  the  aged  and  a high  frequency  of  substi- 
tution symptoms  for  chest  pain,  such  as  dyspnea, 
dizziness,  and  fatigue.  The  patients’  relative 
physical  inactivity  contributes  to  a lessened  fre- 
quency of  angina.  In  the  presence  of  chronic 
brain  syndrome  anginal  pain  may  not  be  appre- 
ciated as  such  or  expressed.  With  memory  loss 
angina  may  be  forgotten,  and  in  the  presence  of 
multiple  bodily  discomforts  a new  pain  may  not  be 
given  significance.6 

Severe  cardiac  pain  in  the  aged  most  often  oc- 
curs with  acute  extensive  myocardial  infarction 
where  there  is  a high  mortality  rate  and  an  in- 
creased incidence  of  cardiac  rupture  and  cardi- 
ogenic shock.  Biorck7  reports  a mortality  rate  of 
33  per  cent  with  acute  myocardial  infarction  at 
ages  sixty  to  sixty-nine,  47  per  cent  at  ages  seventy 
to  seventy-nine,  and  64  per  cent  among  those 
eighty  years  of  age  and  over.  Thould8  reports  an 
80  per  cent  mortality  rate  with  acute  myocardial 
infarction  in  the  aged.  Peel  notes  that  at  age  forty 
there  is  a 3 to  1 chance  for  survival  from  acute 
myocardial  infarction  compared  with  a less  than  1 
in  4 chance  at  age  eighty.9 

Life  expectancy  with  angina 

I have  found  little  data  as  to  the  life  expectancy 
of  those  over  seventy-five  years  of  age  with  angina. 
Among  younger  population  groups  Kannel  and 
Feinleib10  in  the  Framingham  study  found  that 
while  absolute  survival  in  number  of  years  in  older 
individuals  is  less  than  in  younger  individuals,  rel- 
ative survival  compared  to  a population  of  the 
same  age  without  angina  improves  with  age.  For 
example,  Cochran  and  Buck11  found  that  among 
insurance  applicants  with  atypical  chest  pain 
where  the  time  of  the  most  recent  attack  was 
thirty-nine  years  or  under,  the  mortality  rate  was 
318  per  cent  or  a little  over  three  times  that  ex- 
pected for  standard  risks  (those  without  impair- 
ment affecting  life  expectancy),  while  among  those 
with  the  most  recent  attack  between  fifty  and 
fifty-nine  years  of  age,  the  mortality  rate  was  148 
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per  cent  or  approximately  1.5  times  that  expected 
for  standard  risks. 

Swan  et  al.12  report  in  their  review  of  the  litera- 
ture that  there  is  a mortality  rate  of  0.8  per  cent  a 
year  among  all  men  forty-one  years  of  age  over  the 
next  decade.  The  mortality  rate  among  men  of 
the  same  age  with  angina  is  2.5  per  cent  a year  over 
the  same  period  of  time.  In  the  fifties  and  sixties 
the  annual  mortality  rate  among  men  with  angina 
rises  to  4.6  per  cent. 

Frank13  in  the  study  of  men  in  the  Health  Im- 
provement Plan  in  New  York  City  found  that 
among  the  275  men  aged  twenty-five  to  sixty-four 
years  who  developed  angina  during  a four-year  pe- 
riod of  observation,  in  the  absence  of  historical  or 
electrocardiographic  evidence  of  myocardial  in- 
farction, 10.5  per  cent  died  within  two  and  a half 
years. 

This  rate  of  a little  over  4 per  cent  a year  is  four 
times  that  expected  for  men  of  the  same  age. 

In  their  study  of  the  results  of  the  Framingham 
study,  Kannel  and  Feinleib10  found  that  the  mor- 
tality rate  from  angina,  excluding  those  patients 
with  other  manifestations  of  coronary  disease  prior 
to  death,  was  very  close  to  that  of  individuals  sur- 
viving the  posthospital  phase  of  acute  myocardial 
infarction.  Both  types  of  men  have  a 4 per  cent 
yearly  mortality  rate  in  the  age  group  fifty  to 
sixty-nine  years  of  age.  By  the  end  of  eight  years 
about  30  per  cent  of  those  in  both  groups,  in  the 
age  group  fifty-five  to  sixty-four,  were  dead. 

This  finding  may  be  applied  to  information 
from  Wood,14  medical  director,  Bureau  of  Insur- 
ance Medicine  of  The  Equitable  Life  Assurance 
Society  of  The  United  States,  with  regard  to  the 
estimated  mortality  rate  among  survivors  of  acute 
myocardial  infarction  at  older  ages. 

The  known  life  expectancy  of  fourteen  years  of 
male  insurance  applicants  aged  seventy  who  are 
standard  risks,  that  is  individuals  without  impair- 
ments with  a significant  effect  on  life  expectancy, 
may  be  compared  with  that  of  four  years  estimat- 
ed for  survivors  of  a first  myocardial  infarction 
who  are  alive  at  one  year  after  the  attack  and  are 
otherwise  in  good  health,  free  of  congestive  heart 
failure,  valvular  disease,  atrial  fibrillation,  cardiac 
enlargement,  hypertension,  diabetes,  and  other  le- 
sions with  a significant  effect  on  life  expectancy. 
Similar  data  for  survivorship  at  five  years  are  89.5 
per  cent  of  the  standard  risks  and  28.6  per  cent  for 
the  one-year  postinfarct  survivor  group.14 

This  group  of  survivors  of  acute  myocardial  in- 
farction is  obviously  a selected  favorable  one,  and 
one  would  expect  life  expectancy  and  five-year 
survivorship  to  be  considerably  decreased  in  the 
entire  group  of  survivors  of  acute  myocardial  in- 
farction including  higher-risk  cases  due  to  associ-  I 
ated  hypertension,  left  ventricular  hypertrophy, 
congestive  heart  failure,  and  other  diseases  which 
are  more  frequent  in  those  over  seventy-five  years 
of  age. 


Results  of  surgery 

In  the  aged  the  life  expectancy  of  cardiacs 
subjected  to  surgery  of  all  types  and  specifically  of 
those  with  angina  have  been  very  well  documented 
in  a study  by  Anderson  and  Ostberg15  who  have 
studied  the  survival  of  7,922  individuals  over  sev- 
enty years  of  age  after  discharge  from  hospitals  for 
surgery  in  Denmark.  The  immediate  postopera- 
tive mortality  rate,  which  was  not  included  in  the 
study,  was  less  than  10  per  cent  during  a mean  in- 
hospital  stay  of  sixteen  days. 

They  compared  their  posthospital  survival  w'ith 
that  of  the  entire  Danish  population  of  the  same 
age  and  sex  distribution  over  the  same  period  of 
time.  Within  the  entire  group  of  7,922  cases  they 
also  compared  the  survival  of  the  3,752  cases  with 
various  types  of  cardiac  disease  with  that  of  the 
2,061  cases  without  coexisting  disease.  The  330 
cases  with  angina  had  a survivorship  of  66.7  per 
cent  at  one  year,  40.4  per  cent  at  five  years,  16.8 
per  cent  at  ten  years,  and  5.2  per  cent  at  fifteen 
years.  The  operated  patients  without  coexisting 
disease  had  comparative  figures  of  survival  of  94.1 
per  cent  at  one  year,  81.4  per  cent  at  five  years, 
66.1  per  cent  at  ten  years,  and  41.7  per  cent  at  fif- 
teen years.  The  comparable  Danish  population  as 
a whole  had  survivorship  for  the  same  periods  of 
- 92.7,  61,  28.2,  and  8 per  cent. 

The  persistent  adverse  effect  on  survivorship  of 
angina  (over  the  entire  fifteen-year  period  of  fol- 
low-up) was  similar  to  that  of  a previous  myocar- 
dial infarction,  atrial  fibrillation,  and  cardiac  func- 
tional status,  class  III.  The  bundle-branch  blocks 
were  accompanied  by  a somewhat  greater  and  car- 
diac functional  class  II  by  a somewhat  lesser  effect 
on  survivorship.  Cardiacs  in  functional  class  IV 
had  the  most  markedly  impaired  survivorship  of 
41.9  per  cent  at  one  year,  8.1  per  cent  at  five  years, 
0.2  per  cent  at  ten  years,  and  0 per  cent  at  fifteen 
years.15 

Hamby,  Hartstein,  and  Wisoff16  have  performed 
coronary  artery  bypass  surgery  on  27  individuals 
: with  intractable  angina  between  sixty-five  and 
seventy-five  years  of  age  with  1 operative  death. 
Thirteen  similar  cases  were  not  operated  on  be- 
cause of  the  severity  and  nature  of  their  cardiac 
disease.  Favorable  results  are  reported  at  the  end 
of  a period  of  follow-up  of  one  year  or  more. 

Ashor  et  cl.1,  have  performed  such  surgery  on 
100  patients  over  sixty-five  years  of  age  of  whom 
22  were  over  seventy.  Their  early  mortality  rate 
was  10  per  cent  with  all  of  the  deaths  occurring  in 
cases  with  significant  three-vessel  disease  or  two- 
vessel  disease  associated  with  a ventricular  aneu- 
rysm. Two  early  deaths  occurred  in  the  22  cases 
over  seventy  years  of  age.  They  report  good  clini- 
cal results  at  an  average  eleven-month  follow-up. 
Ten  of  13  two-year  follow-up  cases  survived  as  did 
4 of  5 three-year  follow-ups. 

There  is  only  one  controlled  study  on  the  effects 


of  coronary  artery  bypass  surgery.  This  is  the 
Veterans  Administration  Cooperative  Study,  the 
results  of  which  have  not  as  yet  been  published. 
Preliminary  results  indicate  a 6 per  cent  operative 
thirty-day  mortality  rate  including  good-  and 
poor-risk  patients.18  They  expect  to  randomize 
1,000  patients  in  this  prospective  study  of  a homo- 
geneous population  with  a definable  syndrome  of 
symptomatic  coronary  artery  disease.  They  for- 
mulate such  questions  as:  Does  the  operation 

prolong  life?  What  is  the  duration  of  benefits  in 
patients  improved  by  surgery?  Is  the  improve- 
ment in  quality  of  life  sufficient  to  outweigh  the 
mortality  rate,  morbidity,  and  limitations  of  the 
operation?  Does  the  operation  prevent  myocar- 
dial infarction?18 

Comment 

The  data  in  this  report  indicate  that  major  sur- 
gery exerts  a significant  adverse  effect  on  the 
group  life  expectancy  of  aged  individuals  with  an- 
gina. This  would  be  less  meaningful  if  there  were 
proof  that  coronary  artery  bypass  surgery  has  a 
significant  beneficial  effect  on  the  life  expectancy 
of  individuals  with  coronary  artery  disease.  This 
is  unproved  at  this  time.  Also  disappointing  are 
data  to  the  effect  that  the  operation  does  not  im- 
prove left  ventricular  function,  although  exercise 
capacity  may  be  improved  and  angina  is  often  re- 
lieved in  the  presence  of  no  improvement  or  dete- 
rioration in  left  ventricular  function.  Hammer- 
meister  et  a/.19  found  no  change  in  left  ventricular 
function  in  63  per  cent,  improvement  in  19  per 
cent,  and  deterioration  in  20  per  cent,  although 
angina  was  relieved  in  80  per  cent  and  exercise  tol- 
erance in  50  per  cent  in  follow-up  in  individuals 
sixty-five  years  of  age  and  over. 

Despite  the  low  operative  mortality  rate  re- 
ported in  the  aged  by  Hamby,  Hartstein,  and  Wi- 
soff16 and  Ashor  et  a/.,17  and  the  general  agree- 
ment that  the  majority  of  patients  have  apprecia- 
ble symptomatic  relief  of  their  angina  after  sur- 
gery, there  are  a number  of  adverse  factors  to  be 
reckoned  with.  Burch20  describes  them  as  a 4 to 
25  per  cent  operative  mortality  rate,  25  per  cent 
early  and  late  operative  complications,  25  per  cent 
closure  of  shunts  within  two  years,  and  the  high 
cost  of  $8,000  to  $25,000  for  surgery.  Hammer- 
meister  et  a/.19  report  20  per  cent  incidence  of  in- 
traoperative myocardial  infarction  based  almost 
always  on  the  appearance  of  new  Q waves  in  an 
early  postoperative  electrocardiogram. 

Conclusions 

In  the  present  state  of  our  knowledge  of  the  ad- 
vantages and  hazards  of  coronary  artery  bypass 
surgery  in  the  aged  and  of  our  lack  of  knowledge  as 
to  its  effects  on  the  progression  of  coronary  ath- 
erosclerosis and  life  expectancy,  only  certain  indi- 
viduals over  seventy-five  years  of  age  should  have 
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diagnostic  evaluation  for  consideration  of  bypass 
surgery.  Such  individuals  should  have  disabling, 
intractable  angina  and  be  in  a sufficiently  good 
state  of  physical  and  mental  health  so  that  one 
would  expect  a sufficiently  beneficial  effect  on 
their  symptomatology,  ventricular  function,  exer- 
cise tolerance,  and  the  rate  of  occurrence  of  subse- 
quent acute  myocardial  infarctions,  to  justify  the 
possible  adverse  effects  of  invasive  diagnostic  pro- 
cedures and  surgery  on  morbidity,  mortality  rates, 
function,  and  life  expectancy. 

120  West  106th  Street 
New  York,  N.Y.  10025 
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In  a malpractice  action,  a patient  who  suffered  incur- 
able cancer  after  a physician  improperly  diagnosed  her 
condition  was  awarded  $500,000  by  a California  jury. 

The  patient,  a forty-four-year-old  woman,  consulted  a 
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breast.  The  physician  made  a diagnosis  of  a sebaceous 
cyst,  a nonmalignant  pocket  of  fluid. 

Because  of  the  diagnosis,  the  patient  did  not  consult 
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noma,  a highly  malignant  and  fast-growing  type  of  can- 
cer. 

The  patient  brought  action  against  the  first  physician, 
contending  that  if  he  had  made  a proper  diagnosis  her 
condition  would  have  been  curable.  The  physician  said 
that  the  lump  was  a sebaceous  cyst  and  that  if  cancer 
was  present  when  he  saw  her  he  could  not  have  diag- 
nosed it. 

After  the  jury  brought  in  its  verdict,  the  physician 
moved  for  a new  trial.  The  patient  died  of  cancer  three 
days  later. — Simmons  u.  Cochrane  (Cal.  Super.  Ct.,  Ala- 
meda Co.,  Docket  No.  426656,  Dec.  8,  1972) — The  Cita- 
tion 28:  66  (Dec.  15)  1973. 
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We’re  betting  it  pays  off 
in  better  health  for 
thousands  of  other  children. 

Hundreds  of  thousands  of  needy  children  never  even  get 
lear  an  examining  room.  Cases  of  nutritional  de- 
'iciencies,  orthopedic  defects,  anemia  and  other  health 
problems  go  undetected.  Problems  that  could  be 
corrected— if  identified  early. 

That’s  why  the  AM  A made  the  investment  in  those 
1,850  kids.  It  joined  with  the  Mt.  Sinai  School  of 
Vfedicine  and  the  East  Harlem  community  in  the 
planning,  funding,  and  implementing  of  a demonstration 
school  health  screening  program  for  the  early  identi- 
Ication  and  correction  of  physical,  sensory,  social 
tnd  psychological  defects. 

We’re  betting  this  program  pays  off  in  better  health 
or  these  children~and  thousands  of  others.  Because 
t will  serve  as  a model  that  other  organizations  and 
communities  can  use  in  developing  their  own  school 
lealth  screening  programs. 

Physicians  often  ask  what  the  AMA  really  does.  This 
urogram  is  just  one  of  many  AMA  activities  — all 
tiade  possible  by  the  physicians  who  support  the  AMA 
hrough  their  membership.  Find  out  more  about  the 
^MA,  how  it  serves  the  public,  how  it  serves  you. 
lust  send  us  the  completed  coupon. 


Join  us. 

We  can  do  much  more  together. 

Dept.  D W 

American  Medical  Association 
535  N.  Dearborn  St. 

Chicago,  111.  60610 

Please  send  me  more  information  on 
the  AMA  and  AMA  membership. 

Name , ...... 


Address  _ 


City/State/ Zip. 


The  AMA  made  an  investment 
in  1,850  kids  in  East  Harlem. 


1455 


State  of  the  Art 


Treatment  of  Asthma 


Recent  advances 


M.  HENRY  WILLIAMS,  M.D.* 

The  Bronx,  New  York 

Professor  of  Medicine,  Aloert  Einstein  College  of  Medicine;  and 
Director,  Chest  Service,  Bronx  Municipal  Hospital  Center 


During  the  past  few  years,  there  have  been  three 
major  advances  in  the  treatment  of  asthma:  (1) 

the  development  of  new  beta-adrenergic  drugs 
which  act  more  selectively  than  isoproterenol  on 
the  airways  and  which  have  a more  prolonged 
therapeutic  effect,  (2)  the  development  of  a new 
drug,  cromolyn  sodium,  which  blocks  the  media- 
tion of  allergen-induced  bronchoconstriction,  and 
(3)  the  development  of  inhaled  corticosteroids  that 
act  favorably  on  the  airways  without  producing 
systemic  symptoms.  Before  discussing  these  ad- 
vances, it  is  appropriate  to  review  some  aspects  of 
the  pathophysiology  of  asthma,  particularly  with 
respect  to  the  response  to  treatment. 

Asthma  is  generally  defined  as  reversible  ob- 
struction of  the  airways.  There  are  3 major  com- 
ponents of  the  obstruction:  bronchoconstriction, 

edema,  and  cellular  infiltration  of  the  submucosa 
and  mucus  plugging.  The  interrelationship  be- 
tween these  3 types  of  abnormality  and  the  se- 
quence in  which  they  occur  is  unclear,  hut  it  is 
known  that  bronchoconstriction  can  develop  and 
can  be  relieved  by  bronchodilation  very  quickly, 
whereas  the  other  changes  often  develop  and  im- 
prove slowly,  over  several  hours  or  days.  For  ex- 
ample, corticosteroids,  which  probably  act  on  the 
inflammatory  changes  in  the  walls  of  the  airways, 
do  not  exert  an  effect  for  several  hours  after  start- 
ing treatment,  and  a full  effect  may  not  be 
achieved  until  therapy  has  been  continued  for 
many  days.  Mucus  plugs,  invariably  present  in 
* Hy  invitation. 


the  airways  of  patients  who  die  of  asthma,  are  no- 
toriously difficult  to  treat  and  are  probably  re- 
sponsible for  refractoriness  to  therapy  and  for  the 
1 to  2 per  cent  mortality  rate  among  hospitalized 
asthmatics. 

It  is  also  well  known  that  the  airways  of  patients 
with  asthma  are  abnormally  sensitive  to  a wide  va- 
riety of  agents  which  cause  bronchoconstriction, 
such  as  histamine,  mecholyl,  inert  dust,  cold  air, 
exercise,  and  even  suggestion.  Thus,  a patient  in 
whom  inhalation  of  an  antigen  produces  broncho- 
constriction by  liberation  of  histamine  from  the 
sensitized  mast  cell  is  also  apt  to  develop  broncho- 
constriction after  inhalation  of  minute  amounts  of 
histamine  which  have  no  effect  on  normal  subjects. 
Asthma  is  notoriously  variable;  the  airway  resis- 
tance may  change  from  hour  to  hour.  The  cause 
of  obstruction  is  different  among  patients  and  may 
differ  from  time  to  time  in  the  same  patient.  The 
response  to  therapy  also  varies,  in  part  because  the 
effect  of  therapy  depends  on  the  nature  of  the  ob- 
struction. Epinephrine  will  relieve  bronchocon- 
striction but  not  mucus  plugging.  Finally,  the 
drug  dosage  necessary  for  a therapeutic  effect  is 
inconstant.  Oral  agents,  such  as  theophylline,  are 
absorbed  and  metabolized  in  an  extremely  vari- 
able fashion.  The  action  of  inhaled  drugs  depends 
on  the  degree  to  which  they  penetrate  into  the  air- 
ways, which  is  a function  of  the  patient’s  coopera- 
tion in  inhaling  a full  vital  capacity  of  nebulized 
drug  after  a forced  expiration  and  on  the  patency 
of  the  airways.  Inhalation  of  isoproterenol  may 
have  no  effect  on  bronchoconstriction  if  the  air- 
ways are  plugged  with  mucus. 

For  all  these  reasons,  evaluation  of  therapy  is 
extremely  difficult  and  each  new  agent  must  be 
subjected  to  careful  double-blind  trial  before  it  is 
accepted.  Therapy  represents  a variable  and  dy- 
namic process  in  which  the  patient’s  symptoms,  or, 
preferably,  a measurement  of  ventilatory  function, 
are  constantly  titrated  against  the  drugs  em- 
ployed. In  this  process,  the  power  of  suggestion 
from  the  reassuring  physician  is  an  important  tool 
in  enhancing  the  therapeutic  effect  of  drugs.  This 
is  the  reason  why  many  uncontrolled  trials  have 
led  to  reports  of  the  efficacy  of  useless  agents  or 
techniques  in  asthma. 

Therapy  must  be  tailored  to  each  patient 
Treatment  of  asthma  which  develops  quickly  ir 
response  to  known  stimuli  is  quite  different  frorr 
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the  chronic  hut  variable  obstruction  characteristic 
of  adults  with  “intrinsic”  asthma.  One  important 
principle  in  treatment  is  escalation  of  therapy: 
the  addition  of  progressively  potent  agents  until 
an  effect  is  achieved.  One  may  start  with  oral 
agents,  such  as  ephedrine  and  theophylline  sup- 
plemented by  inhalation  of  isoproterenol  for  exac- 
erbations, and  proceed  ultimately  to  the  use  of 
corticosteroids  in  the  refractory  patient.  The  ef- 
fective therapeutic  dose  of  theophylline  is  much 
greater  than  that  usually  employed  and  is  often 
more  than  the  patient  can  tolerate  with  comfort. 
Although,  as  mentioned,  the  absorption  and  me- 
tabolism of  theophylline  vary  from  patient  to  pa- 
tient, an  effective  blood  level  can  only  be  achieved 
if  either  an  oral  tablet  or  solution  or  a rectal  sus- 
pension containing  0.5  Gm.  of  theophylline  is  ad- 
ministered every  six  hours. 

Beta-adrenergic  stimulators 

The  major  advance  in  this  area  is  the  develop- 
ment of  a number  of  drugs,  such  as  orciprenaline, 
terbutaline  and  salbutamol,  which  seem  to  have 
selective  action  on  beta-2  receptors  so  that  relaxa- 
tion of  smooth  muscles  in  the  airways  can  be 
achieved  without  any  effect  on  cardiac  receptors.1 
When  inhaled,  these  drugs  produce  the  same  ef- 
fect on  ventilatory  function  as  does  isoproterenol, 
but  the  improvement  lasts  longer  so  that  they  do 
not  have  to  be  used  as  frequently.2-5 

Some  of  the  actions  of  isoproterenol,  the  cate- 
cholamine still  most  commonly  used  in  the  United 
States,  are  not  widely  appreciated.  When  inhaled 
in  the  usual  dose,  approximately  0.1  mg.,  there  is  a 
prompt  improvement  of  ventilatory  function 
which  peaks  in  about  ten  minutes  and  then  de- 
clines. Another  inhalation  ten  to  twenty  minutes 
after  the  first  often  produces  further  improve- 
ment, but  a larger  dose  taken  initially  has  no 
greater  effect.  Presumably,  bronchodilation  pro- 
duced by  the  first  dose  enables  better  penetration 
of  the  subsequent  dose  through  previously  con- 
stricted airways  to  produce  the  further  improve- 
ment. Such  an  effect  can  be  demonstrated  re- 
peatedly, for  several  doses.  Ideally,  the  drug, 
should  be  given  in  conjunction  with  serial  mea- 
surements of  ventilatory  function,  such  as  peak  ex- 
piratory flow  rate  (PEFR),  easily  measured  by  the 
cooperative  patient.  The  patient  can  learn  to  in- 
hale successive  puffs  of  drug  until  maximal  im- 
provement has  been  achieved  and,  then,  to  main- 
tain the  effect  with  inhalations  as  needed.  In  the 
absence  of  peak  expiratory  flow  rate  measure- 
ments, symptoms  of  wheeze  and  tightness  may 
serve  as  a guide  to  therapy.  There  is  no  convinc- 
ing evidence  that  such  therapy  is  dangerous  or 
that  it  will  induce  resistance  to  isoproterenol,  but 
it  is  important  that  the  patient  not  use  the  drug  if 
it  has  no  beneficial  effect.  This  is  particularly 
true  during  the  acute  attack  where  lack  of  re- 


sponse may  signify  the  presence  of  mucus  plugs 
and  may  indicate  the  need  for  intensive  treatment, 
possibly  in  a hospital. 

Cromolyn  sodium 

Cromolyn  sodium  (disodium  chromoglycate)  is  a 
new  drug  which  has  the  unique  action  of  inhibiting 
the  release  of  histamine  from  mast  cells  exposed  to 
antigen  to  which  they  have  been  rendered  sensi- 
tive.6 In  human  subjects,  inhalation  of  the  drug 
has  been  shown  to  prevent  the  bronchoconstric- 
tion  which  ordinarily  develops  when  the  subject 
inhales  an  antigen  to  which  he  is  sensitive,  and 
there  is  some  evidence  that  the  type  III  type  of  al- 
lergic response  can  also  be  inhibited. 

Cromolyn  sodium  is  inhaled  into  the  lungs  as  a 
dry  powder  by  means  of  a Spinhaler,  and  the  usual 
dose  is  one  20-mg.  capsule  four  times  a day.  A 
great  many  clinical  trials  have  confirmed  the  effi- 
cacy of  this  drug  in  improving  the  symptoms  of 
some  patients  with  chronic  asthma.'  Few  benefi- 
cial effects  on  pulmonary  function  have  been 
noted,  but  some  long-term  trials  have  suggested 
that  the  maintenance  dose  of  steroids  may  be  re- 
duced by  cromolyn  sodium  therapy.  In  our  own 
experience,  about  50  per  cent  of  patients  with 
asthma  report  improvement  on  cromolyn  sodium 
during  double-blind  trial,  but  the  magnitude  of 
the  effect,  the  absence  of  improvement  of  pulmo- 
nary function,  and  the  inability  to  reduce  steroid 
dosage  significantly  in  patients  under  long-term 
therapy  has  been  disappointing.8  The  relatively 
limited  action  of  this  drug  may  be  due  to  the  fact 
that  allergen-induced  bronchoconstriction  is  a rel- 
atively unimportant  component  of  asthma  in 
many  patients,  that  mediators  other  than  hista- 
mine produce  bronchoconstriction,  or  that  the 
drug  fails  to  reach  sufficient  mast  cells  when  in- 
haled into  the  lung  to  exert  a maximal  effect.  It  is 
impossible  to  predict  which  patients  with  asthma 
will  respond  to  this  agent,  and  it  is  worthy  of  trial 
in  any  patient  with  symptoms  not  responsive  to 
bronchodilators.  It  may  be  particularly  useful  as 
a prophylactic  agent  in  patients  such  as  laboratory 
workers  who  develop  asthma  after  exposure  to 
specific  antigens  such  as  animal  dander. 

Corticosteroid  inhalation 

Corticosteroids  are  widely  used  in  the  treatment 
of  asthma.  Most  patients  with  symptoms  refrac- 
tory to  bronchodilator  therapy  will  improve  when 
given  steroids,  and  intravenous  corticosteroids  are 
generally  indicated  in  the  treatment  of  patients 
hospitalized  with  severe  asthma.  Since  asthma  is 
extremely  variable  in  most  patients,  it  is  impor- 
tant continually  to  adjust  the  dose  of  steroids,  al- 
ways trying  to  reduce  the  dose  and  always  ready  to 
increase  it  during  exacerbations.  Some  patients 
benefit  from  increasing  doses  during  episodes 
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known  to  produce  worsening  of  asthma,  such  as  a 
viral  respiratory  infection.  Most  patients  and 
physicians  are  concerned  about  the  adverse  side- 
effects  of  corticosteroids,  and  the  recent  develop- 
ment of  2 new  aerosol  preparations  which  appear 
to  exert  a greater  beneficial  effect  on  asthma  than 
do  oral  steroids  without  producing  systemic  effects 
represents  a real  achievement. 

Beciomethasone  dipropionate,  a preparation 
available  in  England,  has  been  shown  to  cause  im- 
provement in  steroid-dependent  asthmatics  de- 
spite tapering  and  elimination  of  oral  steroids.910 
Triamcinolone  acetonide,  not  yet  released  for  gen- 
eral use,  has  a similar  effect.  We  have  found  that 
in  19  of  21  patients  with  steroid-dependent  asth- 
ma, inhalation  of  0.8  mg.  of  triamcinolone  aceton- 
ide per  day  was  associated  with  substantial  symp- 
tomatic improvement,  and,  in  the  12  studied,  an 
increase  of  peak  expiratory  flow  rate  despite  re- 
duction of  the  dose  of  oral  steroids  occurred.11  A 
double-blind  study  of  12  patients  resulted  in 
symptomatic  improvement  of  11  while  on  an  active 
drug,  and  in  9 the  peak  expiratory  flow  rate  was 
significantly  increased.  To  date,  we  have  treated 
45  patients  with  this  medication,  and  only  3 failed 
to  show  an  improvement.  Of  40  patients  who  had 
required  oral  steroids  for  from  one  to  nineteen 
years,  all  but  6 have  stopped  taking  oral  steroids 
entirely,  although  9 of  them  have  required  short 
courses  of  oral  steroids  during  an  exacerbation  of 
asthma.  The  advent  of  airway  obstruction  may 
preclude  effective  delivery  of  the  aerosolized  drug 
to  the  airways,  and  we  advise  the  use  of  oral  medi- 
cation under  these  circumstances;  in  the  doses 
used,  this  preparation  has  no  effect  on  plasma  cor- 
tisol levels.  Additional  evidence  showing  that  it 
does  not  have  a systemic  effect  is  the  fact  that  sev- 
eral patients  have  reported  symptoms  of  relative 
adrenal  insufficiency,  such  as  malaise  and  arthral- 
gia, when  oral  steroids  were  reduced,  and  the  dis- 
appearance of  Cushingoid  features  has  been  strik- 
ing despite  continuing  improvement  of  asthma.  It 
seems  likely  that,  in  most  patients,  it  will  now  be 
possible  to  treat  asthma  effectively  by  steroid  in- 
halation and  to  avoid  the  potentially  dangerous 
side-effects  of  oral  steroids. 


Summary 

The  variable  cause,  nature,  and  severity  of  asth- 
ma requires  careful,  selective  evaluation  of  thera- 
py in  each  patient.  Inhalation  of  bronchodilators 
should  be  titrated  against  the  patient’s  response, 
and  advent  of  new  longer-acting  sympathomimetic 
drugs  may  provide  easier  and  more  effective  con- 
trol of  bronchoconstriction.  Cromolyn  sodium  is 
effective  in  preventing  allergen-induced  broncho- 
constriction, and  is  of  some  value  in  treating  about 
50  per  cent  of  adults  with  chronic  asthma.  Corti- 
costeroids are  important,  effective  drugs  for  the 
treatment  of  severe  asthma,  and  the  development 
of  steroid  aerosols  which  act  locally  on  the  airways 
may  make  it  possible  to  provide  effective  therapy 
to  most  asthmatics  without  producing  systemic 
side-effects. 

Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
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With  progressive  liberalization  of  abortion  laws 
in  the  United  States,  the  use  of  intra-amniotic  hy- 
pertonic saline  instillation  becomes  more  wide- 
spread. It  is,  in  this  country,  the  major  method 
for  termination  of  pregnancy  in  the  second  tri- 
mester. Over  the  past  several  years  the  literature 
has  been  replete  with  descriptions  of  maternal 
morbidity  and  maternal  deaths  associated  with  the 
use  of  this  procedure.1-9  The  purpose  of  this  arti- 
cle is  to  present  2 cases  of  yet  another  complica- 
tion: the  inadvertent  instillation  of  hypertonic  sa- 
line into  an  ovarian  cyst. 

Case  reports 

Case  1.  An  eighteen-year-old  black  female, 
gravida  1,  para  0,  whose  last  menstrual  period  was 
August  1,  1970,  was  first  seen  requesting  elective 
abortion  in  our  abortion  clinic  on  September  30, 
1970.  Physical  examination  at  that  time  revealed 
a uterus  six  to  eight  weeks’  gestational  size.'  The 
patient  was  admitted  on  October  14,  1970,  for  suc- 
tion curettage,  but  examination  revealed  what  was 
thought  to  be  a uterus  twelve  to  fourteen  weeks’ 
gestational  size.  The  patient  was  discharged  and 

* Present  address:  2605  Village  Road  West,  Norwood,  Mas- 
sachusetts 02062. 


rescheduled  for  hypertonic  intrauterine  saline  in- 
stillation on  October  26,  1970. 

At  admission  her  blood  pressure  was  114/60, 
pulse  78,  and  temperature  99°  F.  Physical  exami- 
nation findings  were  unremarkable,  and  the  uter- 
ine size  was  now  felt  to  be  that  of  a sixteen  to  eigh- 
teen-week gestation.  Hemoglobin,  hematocrit, 
white  blood  count,  and  urinalysis  findings  were 
within  normal  limits.  On  the  day  following  ad- 
mission, the  patient  was  taken  to  our  delivery  suite 
where  amniocentesis  resulted  in  the  free  flow  of 
200  cc.  of  clear  fluid;  150  cc.  of  20  per  cent  saline 
were  instilled  without  difficulty.  The  patient  had 
no  complaints  at  this  time.  Vital  signs  remained 
stable,  and  after  two  hours  of  observation,  she  was 
transferred  to  the  ward.  Approximately  twenty- 
four  hours  following  the  procedure  the  patient 
complained  of  mild  lower-abdominal  pain,  and 
vomited  twice.  Pelvic  examination  revealed  the 
cervix  to  be  thick,  long,  and  closed.  There  were 
no  contractions,  and  there  was  no  leakage  of  am- 
niotic  fluid.  Oxytocin  (Pitocin)  stimulation  with 
40  units  in  1,000  cc.  of  dextrose  and  water  was 
started  and  continued  for  a period  of  eight  hours. 
This  resulted  in  only  mild  cramping  without  insti- 
tution of  labor. 

On  November  4,  1970,  eight  days  after  the  saline 
instillation,  the  patient  was  again  taken  to  the  de- 
livery suite  where  repeat  amniocentesis  was  per- 
formed; 200  cc.  of  slightly  brownish  fluid  were 
evacuated,  and  150  cc.  of  20  per  cent  saline  were 
instilled  without  incident.  Again  the  patient 
failed  to  go  into  spontaneous  labor,  and  oxytocin 
stimulation  consisting  of  80  units  over  a period  of 
thirty-six  hours  was  instituted  without  resultant 
labor. 

Three  days  following  the  second  instillation  pro- 
cedure, the  patient  signed  a release  against  advice 
but  agreed  to  return  for  further  follow-up  as  an 
outpatient.  During  the  next  three  weeks  serial  fi- 
brinogen determinations  and  serial  complete  blood 
counts  remained  within  normal  limits.  A preg- 
nancy test  result  by  urinary  chorionic  gonadotro- 
pin determination  was  positive  on  November  26, 
1970,  and  a scout  film  of  the  abdomen  on  the  same 
day  revealed  a soft-tissue  density  filling  the  pelvis, 
compatible  with  an  enlarged  uterus.  No  fetal  cal- 
cification was  seen.  The  uterus  was  now  pre- 
sumed to  be  eighteen  weeks  in  size  but  no  fetal 
heart  beats  were  heard  by  ultrasound  monitoring. 
The  patient  consented  to  readmission  at  this  time 
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for  exploratory  laparotomy  with  a preoperative  di- 
agnosis of  missed  abortion. 

At  laparotomy  a large  greyish-brown  unrup- 
tured cyst  containing  numerous  blood  clots,  and 
measuring  15  cm.  in  diameter,  was  encountered  in 
the  midline.  The  cyst-wall  was  necrotic,  and  was 
adherent  to  and  overlying  a retroverted  soft  en- 
larged uterus  of  twelve  weeks'  gestational  size. 
The  cyst  arose  from  the  right  ovary,  incorporated 
the  right  tube,  and  was  contained  by  a capsule  that 
was  leathery  in  appearance.  A right  salpingo- 
oophorectomy  was  performed  without  difficulty. 
The  uterus  was  evacuated  by  hysterotomy  through 
a lower-segment  transverse  incision.  The  pa- 
tient’s postoperative  course  was  unremarkable, 
and  she  was  discharged  on  her  seventh  postopera- 
tive day.  Histologically  no  ovarian  tissue  was 
identifiable.  The  specimen  consisted  of  a simple 
cyst  with  marked  hemorrhagic  infarction. 

The  patient  has  subsequently  been  delivered  by 
low  forceps  of  a normal  infant  without  complica- 
tions. Her  prenatal,  intrapartum,  and  postpartum 
course  was  totally  unremarkable. 

Case  2.  A twenty-one-year  old  white  female, 
grava  1,  para  0 whose  last  menstrual  period  was 
December  3,  1971,  was  first  seen  in  our  abortion 
clinic  on  February  23,  1972,  with  a diagnosis  of  in- 
trauterine pregnancy,  sixteen  to  eighteen  weeks’ 
gestational  size.  She  was  admitted  on  February 
29,  1972,  for  intra-amniotic  hypertonic  saline  in- 
stillation. 

On  admission  her  blood  pressure  was  110/50, 
pulse  100,  and  temperature  98.6°  F.  Pelvic  exam- 
ination revealed  the  cervix  to  be  soft.  The  uterus 
was  felt  to  be  sixteen  to  eighteen  weeks  in  size,  and 
the  adnexa  were  unremarkable.  Laboratory  re- 
sults revealed  a hemoglobin  of  13.5  Gm.  per  100 
ml.,  hematocrit  of  40.2,  white  blood  count  9,700 
per  cubic  millimeter,  with  a normal  differential. 
Urinalysis  and  chest  x-ray  findings  were  unre- 
markable. 

On  the  day  following  admission  the  patient  was 
taken  to  the  delivery  suite,  and  100  cc.  of  dark- 
brownish  fluid  were  removed  by  amniocentesis. 
By  slow  infusion,  150  cc.  of  20  per  cent  saline  were 
instilled  without  complications. 

Thirty  minutes  following  the  procedure,  the  pa- 
tient began  to  complain  of  nausea,  dizziness,  and 
abdominal  cramps  associated  with  mild  shoulder 
pain.  Vital  signs  revealed  a blood  pressure  of 
110/60  and  pulse  of  58.  There  was  diffuse  abdom- 
inal tenderness.  Moderately  hyperactive  bowel 
sounds  were  present.  The  patient  was  observed 
carefully  and  was  maintained  on  intravenous 
fluids  which  had  been  started  prior  to  the  initia- 
tion of  the  amniocentesis.  Throughout  the  re- 
mainder of  the  day  the  patient’s  condition  deterio- 
rated, with  increasing  shoulder  pain,  abdominal 
cramps,  nausea,  and  vomiting.  Six  hours  after  the 
procedure  the  abdomen  was  minimally  distended, 
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and  there  was  marked  rigidity  with  rebound  ten- 
derness diffusely.  There  was  no  vaginal  bleeding 
or  discharge.  Blood  pressure  was  100/60,  the 
pulse  was  120,  and  the  temperature  was  103.4°  F. 
Stat  serum  electrolyte  determination  and  com- 
plete blood  count  revealed  chloride  102  mEq.  per 
liter,  carbon  dioxide  18  mEq.  per  liter,  potassium  4 
mEq.  per  liter,  sodium  134  mEq.  per  liter,  white 
blood  count  8,800,  and  a hematocrit  of  34. 

The  patient  was  prepared  for  laparotomy  with 
the  diagnosis  of  a ruptured  ovarian  cyst.  Exami- 
nation under  anesthesia  revealed  the  same  pelvic 
mass  present,  but  it  was  somewhat  smaller  and  felt 
more  cystic  than  it  had  prior  to  amniocentesis.  A 
large  midline  cystic  mass,  measuring  18  cm.  in  di- 
ameter, was  encountered  when  the  abdomen  was 
opened.  A small  puncture  site  was  identified  in 
the  anterior  aspect  of  the  cyst.  Small  particles  of 
chocolate  material  and  fluid  were  extravasating 
through  this  defect.  Seeding  of  the  entire  abdom- 
inal cavity  had  occurred.  The  cystic  mass  incor- 
porated both  ovaries  and  the  left  fallopian  tube 
into  its  two  lateral  poles,  and  it  was  difficult  to  de- 
termine from  which  adnexa  this  cyst  arose.  There 
was  no  grossly  identifiable  ovarian  tissue  on  the 
left  side,  but  it  was  possible  to  shell  the  cyst  wall 
off  the  right  ovary.  A small  nonpregnant  uterus 
was  easily  identified  lying  superficial  to  the  cyst  at 
its  lower  pole.  It  was  fixed  with  filmy  adhesions 
to  the  anterior  wall  of  the  cyst.  A left  salpingo- 
oophorectomy  was  performed.  The  bowel  was 
minimally  distended,  its  wall  markedly  hyperemic, 
edematous,  and  thickened.  It  also  showed  minute 
areas  of  fresh  petechial  hemorrhage.  Microscopic 
examination  revealed  a benign  cyst,  possibly  gran- 
ulosa cell  type,  with  acute  inflammatory  and  hem- 
orrhagic changes.  Sections  of  the  contralateral 
ovary  showed  only  ovarian  tissue  with  recent  hem- 
orrhagic changes.  The  patient  recovered  unevent- 
fully and  was  discharged  on  her  seventh  postoper- 
ative day. 

Comments 

Intra-amniotic  hypertonic  saline  instillation  ad- 
mittedly has  been  associated  with  a fair  amount  of 
morbidity  and  isolated  instances  of  maternal 
deaths.  However,  in  experienced  hands,  and 
under  adequate  hospital  supervision,  it  is  a proce- 
dure which  involves  an  acceptable  level  of  risk.  In 
our  institution,  where  all  the  hypertonic  saline  in- 
stillations are  performed  by  junior  residents,  we 
have  performed  595  cases.  Our  overall  maternal 
morbidity  has  been  11.4  per  cent.  The  bulk  of 
these  cases  is  represented  by  retained  secundines 
necessitating  subsequent  curettage,  57  cases.  The 
remaining  complications  include  hemorrhage  5 
cases,  endometritis  4 cases,  parametritis  1 case, 
and  water  intoxication  1 case.  There  have  been 
no  maternal  deaths.  In  addition  to  the  2 cases 
presented  here,  there  have  been  15  instances  of 


failure  to  terminate  pregnancy  by  saline  instilla- 
tion. These  were  subsequently  terminated  suc- 
cessfully by  repeat  saline  instillation  in  11  cases, 
by  hysterotomy  in  3 cases,  and  by  oxytocin  stimu- 
lation in  1 case. 

Summary 

In  the  first  case  presented  here,  the  menstrual 
history  and  the  size  of  gestation  were  nearly  com- 
patible, and  the  fluid  obtained  by  amniocentesis 
was  clear.  There  was  nothing  to  suggest  the  ulti- 
mate outcome.  In  contrast,  however,  Case  2 pre- 
sented considerable  disparity  between  the  men- 
strual history  and  the  gestational  size,  not  an  un- 
common finding,  particularly  among  the  younger 
primigravidas  presenting  themselves  at  our  clinic. 
However,  this  together  with  the  suspicious  looking 
fluid,  should  have  alerted  the  physician  to  aban- 
don the  procedure.  It  is  noted  also  that  in  the 
first  case  a greater  volume  was  removed  than  was 
instilled.  In  the  second  case  the  greater  volume 
instilled  was  probably  responsible  for  the  resultant 
j rupture  with  extravasation  of  cyst  fluid  into  the 


peritoneal  cavity  and  the  rapid  deterioration  of 
the  patient. 
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Minoxidil:  an  alternative  to 
nephrectomy  for  refractory  hypertension 


Results  of  therapy  with  minoxidil  in  a series  of' 11  pa- 
tients with  malignant  hypertension  (by  conventional 
standards  7 were  candidates  for  nephrectomy)  indicate 
that  this  therapy  should  be  carefully  weighed  as  an  al- 
ternative to  nephrectomy  and  its  consequence.  The 
blood  pressure  was  reduced  to  near-normal  levels  in  all 
patients  and  was  well  controlled  in  supine  and  standing 
positions.  Side  effects  were  remarkably  few.  William 


A.  Pettinger,  M.D.,  and  Helen  C.  Mitchell,  M.D.,  Texas 
Southwestern  Medical  School,  Dallas,  in  the  New  En- 
gland Journal  of  Medicine  289:  167  (July  26)  1973,  note 
that  initiation  and  maintenance  of  therapy  with  minoxi- 
dil required  meticulous  adjustment  of  diuretic  agents  to 
control  fluid  retention  and  also  adjustment  of  propanol- 
ol  to  control  reflex  cardiac  stimulation.  The  cardiac 
status  improved  in  patients  treated  for  more  than  two 
months  with  reversal  of  myocardial  ischemia  and  hyper- 
trophy in  some  patients.  Patient  acceptance  was  excel- 
lent because  side  effects  were  minimal. 
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From  the  Huntington  Hospital. 
a Attending  in  Surgery. 
b Assisting  Attending  in  Surgery. 
c Attending  in  Pediatrics. 
d Chief  of  Pediatrics. 


The  dictionary  identifies  malrotation  of  stomach 
with  pyloric  obstruction,  an  isolated  organ  dis- 
placement, as  situs  perversus,  in  distinction  to 
situs  inversus,  which  is  the  more  complicated  sit- 
uation of  multiple  organ  shifts,  be  it  chest,  abdom- 
inal, or  both.  The  patient  to  be  described  exhib- 
ited associated  pyloroduodenal  obstruction  treated 
with  gastrojejunostomy  and  subsequently  by 
transthoracic  vagotomy. 

The  literature  reveals  only  occasional  mention 
of  this  anomaly.  Congenital  nonrotation  of  the 
stomach,  and  suprahepatic  in  location,  was  de- 
scribed by  Kinney  in  1921. 1 He  stated  that  all 
stages  of  arrest  of  rotation,  and  of  descent  of  the 
cecum,  are  found  in  the  adult,  but  failure  of  rota- 
tion of  the  stomach  is  rare.  Mention  of  this  defect 
often,  however,  includes  the  anomaly  of  diaphrag- 
matic hernia.  Nayer  in  19502  described  a case  of 
stomach  on  the  right  side  in  an  adult  thirty-four 
years  of  age,  associated  with  eventration  of  the  di- 
aphragm. The  gas  and  fluid  levels  simulated  hy- 
drothorax. No  surgery  was  performed.  In  a re- 
view spanning  fifteen  years,  1950  to  1964,  Fonkals- 
rud,  Tompkins,  and  Clatworthy3  listed  37  patients 
with  situs  inversus,  hut  only  4 were  partial  inver- 
sus. No  mention  was  made  of  single-organ  mal- 
position. Bockus4  states  that  “failure  of  rotation 
of  the  foregut  accounts  for  the  presence  of  the 
stomach  above  the  liver  on  the  right  side.”  The 


only  case  of  stomach  on  the  right  side  mentioned 
in  Bockus  is  that  of  Nayer.2 

The  embryologic  defect  results  from  failure  on 
the  very  early  rotation  of  the  foregut.  The  stom 
ach  arises  as  a bud  in  the  5-mm.  embryo  and  re 
mains  above  the  liver  until  it  grows  to  11  to  If] 
mm.  in  length.  Rotation  of  the  stomach  then  pro  I 
ceeds  to  the  left.  From  a review  of  the  diagrama  j 
tic  representation  of  the  proper  rotation  of  th< 
foregut,  developing  from  a tube  on  a web,  it  ap 
pears  that  the  portal  vein  can  cross.  Normally 
when  the  stomach  turns  to  the  left,  the  jejunun 


FIGURE  1.  (A)  Chest  x-ray  film  showing  levocardia.  (B) 

Gastrointestinal  series  showing  stomach  on  right  side 
(mark  is  artifactual). 
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IGURE  2.  Diagram  of  anatomic  arrangement  found  at 
peration. 

urns  to  the  right,  thus  enfolding  the  mesenteric 
essels  which,  however,  still  remain  anterior  to  the 
ut. 

lase  report 

A newborn  white  female  was  presented  at  age 
hree  days  because  of  vomiting.  A film  showed  le- 
ocardia  and  a large  liver  mass  on  the  right  (Fig. 
A).  A barium  swallow  test  revealed  the  stomach 
n the  right  side  (Fig.  IB).  The  barium  did  not 
low  into  the  lower  jejunum.  The  cecum  lay  in  the 
pper  midabdomen.  The  first  operation,  March 
, 1967,  three  days  postpartum,  confirmed  the 
nomaly.  In  addition,  a superior  mesenteric  vein 
an  anteriorly  and  upward,  crossing  the  gastroduo- 
enal  junctions.  A small  portion  of  pancreas,  not 
nnular,  was  seen  here  (Fig.  2).  The  cecum  was 
eleased  from  a few  adhesions.  No  other  proce- 
ure  was  done  since  no  evident  obstruction  other 
han  those  were  found.  Vomiting  continued,  and 
second  exploration  was  done  March  10,  1967.  A 
'oley  catheter  was  introduced  via  a gastrotomy 
nd  fed  into  the  jejunum.  A jejunotomy  was  done 
t one  point  where  there  was  a suspicious  hang  up. 
'lo  diaphragm  was  found.  Saline,  injected 
hrough  the  Foley  catheter,  flowed  into  the  lower 
mall  gut.  Again,  the  patient  continued  interhiit- 
ent  emesis.  Another  gastrointestinal  series  re- 
ealed  stoppage  of  barium  in  the  same  area  of  the 
econd  portion  of  the  duodenum.  A third  opera- 
ion  was  done  March  31,  1967.  In  desperation,  a 
astrojejunostomy  was  done  since  other  rearrange- 
oents  did  not  seem  applicable.  Following  this 


FIGURE  3.  Gastrointestinal  series  at  age  four  showing 
stoma  of  gastroenterostomy. 


FIGURE  4.  Postvagotomy  appearance,  age  four. 
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procedure  the  child  improved.  The  patient  was 
discharged  April  23,  1967. 

Follow-up  revealed  satisfactory  development 
until  November  26,  1971.  Then,  at  the  age  of  four 
and  one-half  years,  anemia,  and  tarry  stools  oc- 
curred. The  parents  said  the  child  had  exhibited 
some  abdominal  distress.  A gastrointestinal  se- 
ries, November  29,  1971,  included  detail  films  of 
the  stoma  (Fig.  3).  No  mucosal  defect  was  found. 
On  December  2,  1971,  transthoracic  vagotomy  was 
performed  because  it  was  thought  likely  that  jeju- 
nal ulceration  was  present  in  spite  of  negative  x- 
ray  results.  The  thoracic  approach  was  chosen  be- 
cause the  abdomen  had  been  entered  several  times 
previously  and  because  difficulty  was  anticipated 
in  reaching  the  hiatal  area  in  this  anomalous  situa- 
tion. 

There  was  also  the  uncertainty  of  the  vagotomy 
being  complete  if  done  subdiaphragmatically.  Re- 
covery was  uneventful,  and  the  wound  appeared 
healed  on  January  22,  1972  (Fig.  4). 


Safer  new  rabies  treatment 
reported  in  AMA  journal 

A new  rabies  serum  without  side  effects  has  been  de- 
veloped by  researchers  at  the  Center  for  Disease  Con- 
trol, the  federal  government  research  unit  at  Atlanta, 
Georgia. 

The  new  serum  is  extracted  from  human  blood,  from 
individuals  who  have  previously  been  immunized 
against  rabies.  Until  now,  rabies  serum  has  been  ex- 
tracted from  the  blood  of  horses.  The  horse  blood 
serum  is  effective,  but  it  produces  unpleasant  and  po- 
tentially dangerous  side  effects  in  at  least  half  of  those 
receiving  the  injections. 


Summary 

A case  of  stomach  on  the  right  side  with  duo- 
denal obstruction  is  presented.  The  possibility  of 
the  vascular  structure  as  the  cause  of  the  obstruc- 
tion is  postulated.  Treatment  by  gastrojejunos- 
tomy in  postnatal  stage,  followed  by  transthoracic 
vagotomy  at  age  four  and  one-half,  is  described. 
Follow-up  through  May  16,  1974  reported  the 
child  to  be  well.  The  body  weight  was  42  pounds. 

Acknowledgment.  Acknowledgment  is  made  to  the  De- 
partment of  Radiology,  Huntington  Hospital,  for  its  effort  in 
making  the  films. 
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In  a report  in  the  January  28  issue  of  the  Journal  < 
the  American  Medical  Association,  the  research  tea 
recommends  that,  on  the  basis  of  their  findings,  Humt 
Rabies  Immune  Globulin  (HRIG)  be  given  to  those  ind 
viduals  bitten  by  rabid  dogs  and  other  animals. 

The  serum  is  given  in  conjunction  with  the  standa 
rabies  vaccine,  to  speed  the  body’s  immune  defens 
against  the  disease. 

“HRIG  appears  to  be  both  safer  and  at  least  as  pote 
as  equine  antirabies  serum,  and  it  should  be  substitut 
for  the  equine  product,”  the  report  says. 

The  report  is  by  Michael  A.  W.  Hattwick,  M.D.,  Rc 
ert  H.  Rubin,  M.D.,  Stanley  Music,  M.D.,  R.  Ken 
Sikes,  D.V.M.,  Jean  S.  Smith,  and  Michael  B.  Grep 
M.D. 
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Gardner’s  syndrome  is  characterized  by  familial 
polyposis  of  the  large  intestine  with  a predisposi- 
tion to  colorectal  cancer  in  early  adulthood.  It  is 
associated  with  many  other  stigmas,  each  charac- 
terized by  excessive  cellular  proliferation  in  the 
form  of  tissue  overgrowth  or  neoplasia,  either  be- 
nign or  malignant. 

In  addition  to  familial  polyposis,  the  major 
(traits  described  with  this  syndrome  are  fibroma, 
desmoids,  connective  tissue  masses,  mesenteric  fi- 
bromatosis, retroperitoneal  fibromatosis,  fibrosar- 
coma, epidermal  or  sebaceous  cysts,  retroperito- 
neal mixed  tumors,  osteoma,  osteosarcoma,  lipo- 
ma, leiomyoma,  liposarcoma,  fibrolipoma,  neurofi- 
broma, melanotic  skin  pigmentation,  central  ner- 
vous system  tumors  (Turcot’s  syndrome),  dental 
abnormalities  including  intra-osseous  osteoma,  os- 
teosclerosis, rudimentary  teeth,  unerupted  teeth, 
and  caries  and  carcinoma  of  the  thyroid  and  adre- 
nal. 

An  example  is  described  of  a patient  with  Gard- 
ner’s syndrome,  the  abdominal  and  retroperitoneal 
stigmas  of  which  resulted  in  obstructive  uropathy. 
Since  these  stigmas  are  common,  the  experience 
suggests  the  need  for  routine  urogenital  studies  in 
such  patients. 

Case  report 

"H*  m 

The  patient  was  a thirty-year-old  female  with 
signs  of  Gardner’s  syndrome.  Her  paternal  grand- 


FIGURE  1.  Obstructive  uropathy  in  Gardner’s  syndrome. 
Lower  ureters  compressed  by  masses  of  mesenteric  fibro- 
matosis. Ring  shadow  from  colostomy  bag  used  following 
prophylactic  colectomy  for  colorectal  polyposis. 

father  died  of  sigmoid  carcinoma.  Her  father  died 
at  age  thirty-three  of  colorectal  polyposis  with  sig- 
moid carcinoma  and  a brain  tumor  of  undeter- 
mined type.  Her  sister  had  a thyroid  carcinoma 
at  age  twenty,  apparently  cured  by  surgery,  but 
died  of  colorectal  polyposis  and  colon  cancer  at  age 
twenty-nine.  The  patient  had  a thyroid  carcino- 
ma at  age  nineteen,  cured  by  surgery.  She  also 
had  an  epidermal  inclusion  cyst,  an  epidermal  in- 
clusion cyst  with  dyskeratosis  and  basal-cell  hy- 
perplasia, an  osteoma,  and  unerupted  and  super- 
numerary teeth.  At  age  twenty-eight  many  colo- 
rectal polyps  were  found,  and  a prophylactic  total 
colectomy  was  done. 

A year  after  colectomy,  a lower  abdominal  mass, 
7.5  by  10.5  cm.  was  detected.  At  laparotomy,  this 
proved  to  be  desmoids  and  mesenteric  fibroma- 
tosis. Six  months  later,  enlarging  abdominal 
masses  were  re-explored.  Preoperative  excretion 
urography  showed  obstructive  uropathy,  moder- 
ately severe  on  the  right  and  slight  on  the  left  (Fig. 
1).  At  laparotomy,  fibrotic  masses  were  encoun- 
tered in  the  abdominal  wall,  the  mesentery,  and 
the  peritoneum.  The  mesenteric  masses  were 
huge  and  glued  between  the  mesenteric  layers. 
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They  displaced  loops  of  small  bowel.  The  ureters 
were  compressed. 

Cobalt  therapy,  3,500  rads  in  seventeen  days, 
was  administered  to  the  masses  but  there  was  only 
slight  reduction  in  size.  The  patient  stated  that 
she  felt  improved.  The  urologic  appearance  re- 
mained unchanged. 

The  patient  died  two  years  later  from  small  in- 
testinal obstruction  and  perforation.  At  autopsy, 
diffuse  mesenteric  fibromatosis  was  found  with 
focal  sarcomatous  changes  involving  the  intestinal 
wall  producing  obstruction.  Right  hydrone- 
phrosis and  hydroureter  were  present  as  well  as 
left  chronic  hydronephritis. 

Comments 

Obstructive  uropathy  in  this  setting  is  due  to 
compression  or  contiguous  disease  from  one  of  the 
abdominal  or  retroperitoneal  stigmas.  Gardner’s 
syndrome  is  believed  to  be  due  to  a genetic  defect, 
possibly  arising  in  a single  gene.  There  is  no  spe- 
cific treatment  for  the  disease  other  than  genetic 
counseling  to  prevent  propagation  of  the  defect,  or 
prophylactic  colectomy,  either  complete  or  partial, 
for  the  patient  at  risk. 


Action  plan  for  physician 
recruitment 

Hanover,  Illinois;  Ashland,  Kansas;  and  Medford, 
Wisconsin,  have  something  in  common — all  three,  small, 
rural  communities  need  physicians’  services.  But  where 
should  their  search  for  medical  manpower  start? 

They  can  begin  by  finding  the  how-to’s  of  recruiting 
and  retaining  MDs  explained  in  a new  information 
packet  published  by  the  American  Medical  Association’s 
Physicians’  Placement  Service  (PPS),  which  last  year 
helped  to  place  over  200  doctors. 

The  11  -page  booklet  and  accompanying  supplementa- 
ry materials,  entitled  “Action  Plan  for  Physician  Re- 
cruitment,” answers  the  questions  most  often  asked  by 
citizens’  groups  recruiting  MDs. 

“The  material  was  written  with  small  town  residents 
in  mind — everything  is  included  from  how  to  organize  a 
recruitment  committee  and  whom  to  contact  for  assis- 
tance, to  selling  community  life  style  and  developing  al- 
ternative health  care  delivery  systems,”  says  Katherine 
Hart,  PPS  program  director. 

“We  think  that  through  “Action  Plan”  many  individ- 
uals will  gain  the  “know-how”  that’s  necessary  to  con- 


Stigmas and  complications  are  treated  surgically 
or  symptomatically. 

Radiation  may  be  tried  to  shrink  tumor  size  or 
for  malignant  complications.  The  location  and 
status  of  the  kidneys  should  be  established  prior  to 
radiation  to  limit  renal  exposure  to  acceptable 
amounts.  Obviously,  if  hydronephrosis  were  pres- 
ent, the  radiation  prescription  would  be  altered. 

Summary 

A patient  with  typical  Gardner’s  syndrome  is 
described.  Following  colectomy  for  familial  colo- 
rectal polyposis,  the  patient  developed  desmoids 
and  massive  mesenteric  and  peritoneal  fibroma- 
tosis which  mechanically  caused  obstructive  ur- 
opathy. Cause  of  death  was  small  intestinal  perfo- 
ration associated  with  obstruction  due  to  mesen- 
teric fibromatosis  with  sarcomatous  foci  in  the 
small  intestinal  wall.  At  autopsy,  right  hydrone- 
phrosis and  hydroureter  were  found  as  well  as  left 
chronic  hydronephritis.  Since  many  of  the  stig- 
mas and  complications  of  this  syndrome  are  ab- 
dominal or  retroperitoneal,  urogenital  complica- 
tions are  probably  common,  and  routine  periodic 
examination  of  the  urogenital  tract  is  indicated. 


duct  an  effective  physician  recruitment  campaign,”  she 
adds. 

The  PPS  offers  these  suggestions  to  communities 
trying  to  attract  new  doctors  to  their  area:  1.  Work 

closely  with  state  and  local  medical  societies,  as  well  as 
nearby  physicians.  2.  Be  prepared  to  answer  the  pro- 
spective physicians’  questions:  “What  are  the  profes- 

sional advantages  of  practicing  here,  what  are  the  work 
ing  hours,  how  much  time  off  can  be  expected,  and  whai 
are  the  financial  arrangements?”  3.  Set  realistic  goals 
If  your  community  is  part  of  a larger  trade-service  area 
explore  a regional  planning  approach.  4.  Publicize  the 
community  need  for  physicians  as  widely  as  possible 
using  innovative  promotional  and  advertising  tech 
niques.  5.  Be  aggressive;  other  towns  are  recruitin 
physicians  too.  6.  Enclose  a stamped,  self  addressee 
reply  postcard  if  you  contact  physicians  by  mail.  Ad 
vise  physicians  responding  by  telephone  to  call  collec 
7.  Urge  physicians  and  their  families  to  visit  your  corr 
munity;  the  family  needs  to  be  sold  on  your  communit 
too. 

For  a free  copy  of  “Action  Plan  for  Physician  Recrui 
ment”  and  to  register  with  the  PPS  write:  Physician 
Placement  Service,  American  Medical  Association,  5! 
N.  Dearborn  St.,  Chicago,  Illinois,  60610. 


i 
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Emotional  Care  of 
Dancer  Patient 


To  tell  or  not  to  tell* 
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I director  of  Hematology,  Queens  Hospital  Center,  affiliated  with 
j ne  Long  Island  Jewish-Hillside  Medical  Center,  and  Associate 
f ’rofessor  of  Medicine,  State  University  of  New  York  College  of 
| Medicine  at  Stony  Brook 

The  practicing  physician  is  frequently  confront- 
r ‘d  with  the  problem  of  informing  a patient  that  he 
i las  a fatal  illness.  Should  the  patient  be  told  the 
1 lature  of  his  illness  and  the  expected  outcome?  If 

I he  answer  is  affirmative,  at  what  stage  of  the  ill- 
less  should  the  patient  be  told?  Who  should  in- 
orm  the  patient?,  the  physician  or  the  next-of- 
dn,  or  both?;  or  perhaps  the  minister,  priest,  or 
'•abbi,  according  to  the  patient’s  religion  and  the 
depth  of  his  religious  feeling  and  observance? 
These  and  related  questions  cry  out  for  answers, 
!l/et  no  simple  answers  can  be  given. 

^oblems 

Some  people  propound  the  thesis  that  the  phy- 
sician, as  part  of  the  physician-patient  relation- 
hip,  has  an  obligation  to  provide  information  to 
iis  patient  concerning  the  latter’s  illness.  This  is 
rue  if  the  patient  has  a kidney  stone,  pneumonia, 
diabetes,  hardening  of  the  arteries,  or  one  of  a va- 
riety of  other  disorders,  where  recovery  or  control 
of  the  illness  is  the  rule.  However,  does  the  physi- 
cian’s obligation  extend  to  a case  where  the  out- 
-ome  of  the  illness  is  deemed  hopeless  and  where 
death  is  an  expected  event  as  a direct  result  of  the 

* The  opinions  expressed  in  this  article  are  those  of  the  au- 
hor  and  do  not  necessarily  reflect  the  view  of  the  Long  Island 
lewish-Hillside  Medical  Center  or  the  State  University  of  New 
fork. 


illness?  Here  too,  the  question  must  be  qualified. 
How  rapidly  is  the  patient  expected  to  die  of  his 
disease:  A week?  A month?  A year?  A decade? 
If  the  patient  has  a chronic  illness,  such  as  a 
demvelinating  disease,  where  his  life  span  is  cer- 
tainly shortened,  but  where  he  may  yet  live  for 
many  years,  the  physician  is  faced  with  one  situa- 
tion. On  the  other  hand,  if  the  patient  has  an 
acute  illness  with  a fulminating  downhill  course, 
such  as  a rapidly  progressing  cancer,  where  death 
is  expected  in  a matter  of  weeks,  or  at  best 
months,  the  physician  is  faced  with  an  entirely  dif- 
ferent problem  in  regard  to  informing  his  patient. 

Another  factor  which  helps  determine  whether 
or  not  a patient  should  be  told  of  his  illness  is  the 
potential  reversibility  of  the  disease  process.  A 
surgeon  performing  a difficult  operation,  where 
the  expected  morbidity  and  mortality  is  signifi- 
cant, will,  in  all  likelihood,  confide  in  his  patient 
the  statistical  probability  of  success,  as  well  as  the 
chances  of  failure,  that  is,  a fatal  outcome.  Simi- 
larly, an  internist  attending  a patient  with  severe 
fungal  pneumonia  will  probably  inform  his  patient 
of  the  seriousness  of  his  illness  and  the  possibility 
of  his  dying  therefrom.  However,  this  internist 
will  most  likely  emphasize  the  positive  side  of  the 
patient’s  illness,  and  accentuate  the  expected  ther- 
apeutic success. 

In  the  situation  where  a surgeon  is  performing  a 
palliative  procedure  with  no  hope  for  cure,  such  as 
an  intestinal  bypass  operation  for  advanced  inop- 
erable and  incurable  cancer,  should  the  patient  be 
so  informed?  Must  the  internist  or  chemotherap- 
ist,  radiotherapist,  or  other  physician  treating  an 
incurable  disease  tell  his  patient  everything,  or 
nothing,  or  something? 

These  are  some  of  the  questions  surrounding  the 
issue  of  “to  tell  or  not  to  tell.”  Why  should  it  be 
told?  Who  should  do  the  telling?  What  should 
be  told?  When  should  it  be  told?  How  should  it 
be  told?  Each  of  these  simple  questions  summa- 
rizes a long  list  of  unanswered  queries  in  these  var- 
ious areas  of  concern.  I have  already  mentioned 
the  who,  and  touched  on  the  why.  The  how  seems 
to  be  more  easily  answered.  One  should  gently, 
and  diplomatically,  and  compassionately  divulge 
to  the  patient  that  which  is  decided  to  be  told  to 
him.  But  who  decides?  It  seems  a foregone  con- 
clusion that  the  physician  has  discussed  the  pa- 
tient’s illness  at  length  with  the  next-of-kin. 
Hence,  the  decision  as  to  what,  if  anything,  to  tell 
the  patient,  is  usually  made  jointly  by  the  physi- 
cian and  next-of-kin.  But  why  doesn’t  the  patient 
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himself  have  any  say  in  the  matter?  Statistics  in- 
dicate that  although  most  physicians  favor  not 
telling  the  patient  he  is  dying,  most  patients  want 
to  be  told.1 

It  is  axiomatic  that  human  behavior  is  never 
simple  and  does  not  become  understood  with  rules 
and  statistics.1  One  must  individualize,  and  one 
cannot  generalize.  One  has  to  know  one’s  patient, 
who  he  is,  and  how  he  would  cope  with  difficult 
situations.  It  is  important  beforehand  to  make  an 
estimate,  if  possible,  as  to  what  the  patient’s  reac- 
tion would  be  to  the  knowledge  that  he  is  dying. 
To  some  patients,  death  is  terrible,  to  others  it  is 
inevitable,  to  yet  others  it  is  frightening,  and  to  a 
few  it  may  be  desirable. 

Some,  and  perhaps  most  patients,  want  to  know. 
However,  equally  important  is  the  question  as  to 
which  patients  need  to  know.  What  will  a patient 
do  with  the  information  he  receives?  Will  he  set 
his  house  in  order?  Will  he  make  plans  to  provide 
for  his  loved  ones  after  he  is  gone?  Will  he  take 
that  trip  around  the  world  he  always  dreamed  of? 
Or,  will  he  attempt  suicide,  or  become  severely  de- 
pressed, unable  to  cope  with  the  information  pro- 
vided to  him  concerning  his  fatal  illness? 

Many  patients  concerned  with  dying  are  likely 
to  cope  with  their  problems  by  some  form  of  deni- 
al, or  by  avoiding  conscious  recognition  of  their 
real  situation.  Such  denial,  partial  or  complete, 
may  decrease  their  anxiety,  as  well  as  the  anxieties 
of  the  physician  and  family  of  the  patient.  This 
does  not  negate  the  need  for  the  patient  to  know 
that  he  is  seriously  ill.  However,  some  defense 
mechanism  on  the  patient’s  part  to  cope  with  his 
problem  is  usually  desirable,  and  often  essential. 
It  is  also  easier  for  the  physician  and  family  to 
work  with  the  patient  if  the  latter  has  some  know- 
ledge about  his  illness. 

The  Hebraic  Tradition 

A traditional  Hebraic  upbringing  by  this  writer 
allows  him  to  express  the  Jewish  viewpoint  toward 
informing  the  critically  ill  patient.  A patient  suf- 
fering from  a fatal  illness  should  not  be  so  in- 
formed, if  there  is  the  slightest  chance  that  such 
knowledge  may  further  impair  the  physical  or 
mental  wellbeing  of  the  patient.  Jewish  ethics 
permit  and  even  require  that  the  facts  concerning 
the  true  severity  of  the  illness  be  withheld  from 
the  patient.  The  patient  should  be  made  aware, 
however,  that  he  is  seriously  ill,  so  that  he  may  he 
forewarned  to  set  his  house  in  order,  hut  this 
should  be  done  without  giving  the  patient  a totally 
negative  outlook.  Rather,  the  positive  side  of  the 
illness,  including  the  chances  of  cure,  however  re- 
mote, should  he  emphasized.  Only  in  exceptional 
circumstances  should  the  true  facts  he  divulged  to 
the  patient.  The  opinions  and  concurrence  of 
both  physician  and  Rabbi  should  be  sought.  The 
physician  should  not  set  a maximum  time  to  live 
for  any  patient.  Such  estimates  may  be  grossly  in- 


accurate, and  may  further  reduce  the  morale  and 
defense  capabilities  of  the  patient  and  his  family. 
Mention  of  death  should  be  avoided,  if  possible, 
lest  the  will  of  the  patient  to  live  be  undermined. 

The  Jewish  physician  is  expected  to  have  com- 
passion for  his  suffering  fellow  man  and  to  share 
the  feelings  of  his  patient.  The  Midrash,  ancient 
exposition  of  Scriptures,  criticizes  even  the  proph- 
et Isaiah  who,  without  compassion,  said  to  King 
Hezekiah: 

“Set  thy  house  in  order,  for  thou  shalt  die  and  not 
live.”2  Hezekiah  answered:  “Isaiah,  it  is  customary 
that  a person  who  visits  the  sick  asks  for  mercy  from 
Heaven  (that  he  be  healed).  When  the  physician  vis- 
its him,  he  tells  the  patient  to  eat  certain  foods,  and  to 
refrain  from  eating  certain  other  foods,  to  drink  cer- 
tain beverages,  and  to  abstain  from  drinking  other 
beverages.  Even  if  he  sees  that  death  of  the  patient  is 
imminent,  he  should  never  say  to  the  patient  ‘set  your 
house  in  order,’  in  order  that  the  patient  not  further 
weaken,  yet  you  told  me  (precisely  those  words) 
”3 

A similar  instance  concerns  Elisha  and  the  Ara- 
mean  Hazael  who  was  sent  by  Ben-Hadad,  the 
king  of  Aram,  to  ask  whether  he,  Ben-Hadad, 
would  recover  from  his  illness.  Elisha  said  to  Ha- 
zael: “Go  say  unto  him  Thou  shalt  surely  recov- 
er.”4 although  he  knew  full  well  that  God  had  de- 
creed that  he  should  die.  For  this  falsehood,  how- 
ever, “he  settled  his  countenance  steadfastly  upon 
him,  until  he  was  ashamed;  and  the  man  of  God 
wept.”4  Elisha  lied,  but  for  a good  cause,  that  is, 
not  to  disquiet  the  patient  by  telling  him  he  would 
die. 

In  the  same  spirit,  an  ancient  Hindu  covenant 
contains  the  phrase,  “it  is  forbidden  to  tell  the  pa- 
tient of  his  approaching  death,  or  anything  which 
might  harm  the  patient  or  his  relatives.”  Most 
would  agree  that  if  the  patient’s  personality  is 
such  that  he  would  sustain  severe  psychological, 
and  even  physiologic,  harm  if  he  knew  he  were 
dying,  he  should  probably  not  be  told.  However, 
nothing  is  ever  certain,  including  death  itself,  or 
the  time  of  death,  and  the  physician  may  easily 
misjudge.  A patient  who  faints  at  the  sight  of 
blood  may  be  very  heroic  and  courageous  when  he 
learns  he  has  a fatal  illness.  On  the  other  hand, 
the  patient  who  demands  to  know  may  be  just  the 
one  who  should  not  be  told.  Many  patients  know 
without  being  told,  and  don’t  need  to  be  told,  but 
they  do  need  to  share  in  the  activities  of  their  ter- 
minal care. 

Method 

Once  a decision  has  been  reached  that  the  pa- 
tient should  he  told,  then  it  must  be  realized  that 
the  act  of  telling  is  an  art  which  requires  experi- 
ence, knowledge,  and  understanding.  The  person, 
physician,  nurse,  clergyman,  or  otherwise,  who 
does  the  telling,  should  be  deeply  committed  to 
the  patient  and  his  family.  Time  must  be  afford- 
ed to  the  patient  to  let  the  facts  sink  in,  and  for 


1468  New  York  State  Journal  of  Medicine/ July  1974 


him  to  ask  questions.  He  must  be  given  the  op- 
portunity to  deal  with  his  fears  and  apprehensions 
by  talking.  He  must  not  feel  alone. 

The  information  shared  with  the  patient  must 
be  followed  by  a resounding  series  of  huts.  “Yes, 
you  have  cancer,  but  we  will  be  with  you,  no  mat- 
ter what  happens”;  or  “yes,  you  have  cancer,  but 
some  people  are  cured  of  cancer  and  hopefully  you 
might  be  one  of  those”;  or  “yes,  you  have  cancer 
but  there  is  effective  treatment  available  today”; 
or  “yes,  you  have  cancer  but  you  will  not  suffer  be- 
cause you  will  receive  sufficient  analgesia  to  re- 
lieve your  pain”;  or  “yes,  you  have  cancer  but  we 
will  fight  it  together,  and  we  need  your  help”;  or 
“yes,  you  have  cancer,  but  there  is  much  research 
underway  which  may  help  you  very  soon.” 

The  timing  in  telling  the  patient  is  important. 
Some  patients  need  to  know  early  in  the  course  of 
their  disease,  whereas  others  should  probably  not 
be  told  until  much  later.  Yet  others  should  never 
be  told.  The  manner  of  imparting  the  informa- 
tion to  the  patient  depends  in  large  part  on  the 
personality  of  the  patient,  as  already  discussed. 

When  confronted  with  a patient  with  a fatal  dis- 
ease and  the  problem  is  to  tell  or  not  to  tell,  the 
following  questions  must  first  be  asked  and  an- 
swered for  the  specific  patient  at  hand:  should  he 
be  told  at  all?  If  yes,  w-hat  should  he  be  told? 
Where  should  he  be  told?  How  should  he  be  told? 
Who  should  tell  him?  When  should  he  be  told? 
Once  a careful  plan  has  been  evolved,  then  the 
telling  must  be  followed  by  support  of  the  pa- 
tient’s emotional  turmoil  by  the  maintenance  of  an 
interpersonal  relationship  between  teller  and  pa- 
tient, as  he  goes  through  the  various  stages  that 
Kubler-Ross5  described,  that  is,  denial  and  isola- 
tion, anger,  bargaining,  depression,  acceptance, 
and  hope.  Each  case  must  be  individualized  and 


no  hard-and-fast  rules  can  be  enunciated.  The 
best  evaluation  and  judgment  in  a specific  situa- 
tion will  guide  the  medical  team  and  the  family  of 
the  patient  in  their  decision-making  process. 

Finally,  it  must  be  realized  that  the  question  of 
to  tell  or  not  to  tell  relates  not  only  to  the  patient, 
but  also  to  other  members  of  the  family,  as  well  as 
to  family  friends.  Should  the  children  be  in- 
formed of  their  father’s  or  mother’s  fatal  illness? 
Should  family  friends  be  so  notified?  The  when, 
where,  why,  what,  how,  and  who,  must  again  be 
considered  on  an  individual  basis  as  described. 

Summary 

In  conclusion,  the  author’s  personal  viewpoint  is 
that  a patient  with  an  incurable  illness  should  be 
told  about  his  illness,  unless  there  is  strong  reason 
not  to  tell.  Unless  the  judgment  of  physician  and 
family  indicates  that  harm  might  be  done  to  the 
physical  or  mental  well-being  of  the  patient  if  he  is 
told  of  his  illness,  then  for  a variety  of  reasons,  not 
the  least  of  which  is  the  fact  that  most  patients  al- 
ready know  without  being  told,  it  seems  proper  to 
inform  the  patient  about  his  disease.  Extreme 
care  must  be  paid  to  the  manner  and  timing  of  the 
disclosure  to  the  patient  and  the  support  and  com- 
fort required  of  the  physician  and  family  by  the 
patient  after  he  has  been  told. 

82-68  164th  Street 
Jamaica,  New  York  11432 
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Darling  case  distinguished  in  failure 
of  hospital  to  review  patient  care 

For  the  second  time,  an  Illinois  appellate  court  has 
distinguished  and  has  declined  to  follow  the  ruling  in 
Darling  v.  Charleston  Hospital,  211  N.E.  2d  253,  affirm- 


ing 200  N.E.  2d  149,  in  which  a hospital  was  held  liable 
for  failing  to  supervise  the  treatment  of  a physician.  In 
the  present  case,  the  court  held  that  a hospital  had  no 
duty  to  review  the  medical  care  given  to  a patient  whose 
leg  had  to  be  amputated.— The  Citation  28:  65  (Dec.  15) 
1973. 


July  1974/  New  York  State  Journal  of  Medicine  1469 


Gonorrheal  Ophthalmia 

Diagnosis  and  treatment * 

DAVID  ANNUNZIATO,  M.D.,  F.A.A.P. 

East  Meadow,  New  York 

Director,  Pediatric  Ambulatory  Services,  Nassau  County  Medical 
Center,  East  Meadow,  and  Chairman  of  Fetus  and  Newborn 
Committee,  New  York  Chapter  2,  District  II,  American  Academy 
of  Pediatrics 

The  recent  increase  in  the  incidence  of  gonor- 
rheal ophthalmia  neonatorum  has  been  noted  by 
members  of  the  fetus  and  newborn  committee  as 
well  as  in  the  literature.  As  previously  stated,  the 
committee  believes  that  the  recent  outbreak  is  due 
to  the  increased  prevalence  of  gonorrheal  ophthal- 
mia in  the  population  at  large,  and  not  due  to  or- 
ganisms resistent  to  silver  nitrate  prophylaxis.  A 
high  index  of  suspicion,  early  diagnosis,  and  inten- 
sive treatment  are  paramount  for  the  proper  man- 
agement. 

Prophylaxis 

A.  Cultures  of  all  pregnant  women  at  first  visit  and 
thirty-seventh  week  by  technique  and  on  media 
recommended  by  center  for  disease  control  and 
department  of  health. 

B.  Silver  nitrate  1 per  cent  used  as  suggested  by, 
and  by  the  technique  outlined  in  Hospital  Care 
of  the  Newborn ,t  as  follows: 

One  per  cent  silver  nitrate  . . . properly  instilled 
to  reach  all  parts  of  the  conjunctival  surface  for 
at  least  fifteen  seconds.  It  should  be  rinsed 
away  then  with  normal  saline  solution. 

Proper  procedure  is  vital  to  adequate  prophylax- 
is. 

The  committee  takes  cognizance  of  the  recent 
recommendations  against  the  use  of  penicillin  pro- 
phylaxis and  indeed  of  the  recent  inability  to  ob- 
tain penicillin  ophthalmic  medicaments. 
Symptoms 

A.  Eye  discharge  — invariably  profuse.  May  start 
watery,  but  rapidly  becomes  purulent,  thick,  and 
frequently  bloody. 

B.  Chemosis  of  lids  and  conjunctivae  — red  and 
swollen. 

C.  Cornea  becoming  dull  and  may  be  ulcerated. 

I).  Usually  bilateral,  but  do  not  rule  out  if  unilateral. 
E.  History  of  disease  or  symptoms  in  parents. 
Note:  Many  women  who  have  gonorrhea  are 

asymptomatic. 

Diagnosis 

Any  discharge  which  develops  after  twenty-four 
hours  should  have  a smear  and  culture.  Almost 
always  the  organism  can  be  detected  or  highly  sus- 
pected from  the  smear  and  treatment  instituted 
immediately.  The  fastidious  nature  of  the  orga- 
♦Kecommendations  of  Fetus  and  Newborn  Committee,  New 
York,  Chapter  2 Distric  t II,  American  Academy  of  Pediatrics. 

t Hospital  Care  of  the  Newborn,  Evanston,  Illinois,  Ameri- 
can Academy  of  Pediatrics,  1970  p.  103. 


nism  should  be  noted  for  proper  culture  identifica- 
tion. 

Differential  diagnosis 

A.  Chemical  conjunctivitis  of  silver  nitrate — invari- 
ably develops  within  the  first  twenty-four  hours 
after  birth. 

B.  Inclusion  blenorrhea  (Trie  infection) — develops 
after  five  or  more  days,  diagnosed  by  pathogno- 
monic cytoplasmic  inclusions  of  giemsa-stained 
scrapings. 

C.  Other  bacterial  infections,  such  as  staphylococ- 
cus, streptococcus,  pneumococcus,  E.  coli,  and 
pseudomonas,  may  lead  to  serious  permanent  eye 
problems;  have  no  distinguishing  incubation  peri- 
od. 

Treatment 

It  must  be  stressed  that  both  parenteral  and 
local  treatments  are  imperative  for  rapid  cure. 

A.  Parenteral — Aqueous  penicillin  50,000  units  per 
kilogram  per  day  divided  into  2 to  4 doses  and 
given  for  three  to  six  days,  until  all  inflammation 
is  gone. 

B.  Local — Penicillin  ophthalmic  drops,  100,000 
units  per  cubic  centimeter.  After  rinsing  eyes, 
instill  2 drops  in  each  eye  every  fifteen  minutes 
until  improvement  appears,  that  is,  edema  and 
discharge  are  subsiding,  which  usually  takes  four 
to  six  hours.  Local  therapy  is  continued  then 
every  thirty  minutes  until  eyes  are  clearing,  usu- 
ally three  to  four  hours,  and  then  each  hour  until 
eyes  are  clear  for  twenty-four  to  forty-eight 
hours.  If  penicillin  drops  are  not  available,  the 
hospital  pharmacist  can  make  them  up  from 
aqueous  crystalline  penicillin.  Three  most  im- 
portant items  must  be  noted: 

1.  The  eyes  must  be  irrigated  thoroughly  with 
copious  amounts  of  saline  or  water  before 
each  instillation. 

2.  Extreme  caution  in  handling  must  be  exer- 
cised to  protect  the  personnel  carrying  out 
the  treatment.  The  pus  is  profuse,  ex- 
tremely contagious,  and  when  the  lids  are 
separated  may  be  propulsively  ejected 
from  the  eyes  for  some  distance. 

3.  Ophthalmologic  consultation  is  advisable. 

Other  recommendations 

A.  Place  infant  in  isolation. 

B.  Do  serologic  test  for  syphilis  (cord  blood). 

C.  Repeat  smear  and  cultures  after  twenty-four 
hours  and  at  the  termination  of  treatment. 

D.  Evaluate  and  treat  mother  and  father  of  infant. 

E.  Report  disease  to  department  of  health,  a legal 
requirement. 

F.  Observe  for  systemic  complications,  that  is,  ar- 
thritis, sepsis,  and  endocarditis. 

G.  If  poor  or  slow  response  is  noted,  repeat  smears 
and  cultures  in  search  for  another  or  concurrent 
cause. 

Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
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History  of  Medicine 


Rudolf  Virchow,  M.D. 
(1821-1902) 

Builder  of  barricades 


HARRY  BLOCH,  M.D. 

Forest  Hills,  New  York 

Senior  Lecturer,  Downstate  Medical  School;  Consulting 
Pediatrician,  Kings  County  Hospital  and  Brookdale  Hospital 
Center,  Brooklyn,  New  York 


A barricade  is  defined  as  an  obstruction  to  check 
the  advance  of  the  enemy  in  a struggle  for  freedom 
and  progress.  The  common  denominator  in  all 
builders  and  defenders  of  barricades  is  conscience 
and  courage.  The  history  of  medicine  provides 
numerous  examples  on  diverse  fronts:  Harvey, 

Paracelsus,  Servetus,  Semmelweis,  James  Warren, 
Boylston,  Vesalius,  and  Waterhouse,  to  name  but 
a few.  Some  suffered  or  died,  some  fled  when  the 
action  became  too  hazardous,  and  many  capitulat- 
ed when  the  opposition  placed  their  lives  or  posi- 
tions in  jeopardy. 

Rudolf  Virchow  was  an  example  of  one  who  was 
unafraid:  who  fought  tenaciously  for  his  princi- 

ples to  the  very  end  of  his  days  against  forces  that 
were  powerful,  ruthless,  pitiless,  and  vengeful. 
Despite  hostility  and  peril  to  his  academic  career, 
he  unhesitatingly  supported  “Liberty  and  justice 
for  all.”1  And  on  his  eightieth  birthday  he  pro- 
claimed, “Trust  the  people  and  work  for  them.”2 

Virchow  was  born  October  13,  1821,  and  died 
September  5,  1902.  At  the  time  of  his  birth,  Ger- 
man medicine  existed  in  a mist  of  romanticism 
(France,  the  medical  Mecca  of  the  world,  excelled 
in  clinical,  statistical,  and  postmortem  investiga- 
tion)3; and  when  he  entered  medical  school, in  Ber- 
lin, it  was  still  a maze  of  empiricism  and  specula- 
tion. Virchow  was  fortunate  in  his  teachers:  Jo- 
hannes Mueller  (1801-1858),  an  exact  scientist, 
taught  him  laboratory  science;  and  Johann 
Schoenlein  (1793-1864),  clinical  medicine.  When 
he  received  his  degree  in  1843,  his  country  was  on 
the  threshold  of  scientific  leadership.  During  his 

'I  I 


lifetime,  Germany  became  preeminent  in  science, 
and  German  became  its  international  language,  an 
achievement  largely  due  to  Virchow  and  his  stu- 
dents.4 

Virchow  was  the  only  child  of  a farming  couple 
in  Schivelbein,  a poor  Pomeranian  city  under 
Junker  bureaucracy  and  with  church-controlled 
education.  Here  he  learned  to  hate  tyranny  and 
feudal  institutions,  feel  compassion  for  the  poor, 
and  love  liberty  and  democracy.5'6  The  rest  of  his 
life  was  dedicated  to  overthrowing  the  system. 
During  his  student  days,  Virchow  participated  in 
political  opposition  to  Junker  rule  and  expressed 
sympathy  for  oppressed  poor  in  letters  to  his  fa- 
ther.7 

Medical  career 

The  event  that  profoundly  altered  the  course  of 
his  life  was  the  epidemic  of  typhus  which  raged  in 
Upper  Silesia  in  the  winter  of  1847  to  1848.4  Dis- 
patched by  the  government  on  February  20,  1848, 
to  investigate  the  outbreak,  he  discovered  that  the 
victims,  over  1.5  million  Polish  weavers,  lived  in 
pauperism  and  degradation  which  “broke  their 
spirit”  and  produced  a “physiologic  and  mental  in- 
dolence” from  which  only  “death  releases 
them.”1,5'8’9 

Virchow’s  report  was  in  the  tradition  of  coura- 
geous fighters  on  barricades.10’11  Louis  Rene  Vil- 
lerme  investigated  conditions  among  French  tex- 
tile workers  in  1848  and  concluded  that  their 
wretched  circumstances  caused  disease;  Neil  Ar- 
nott  and  Phillips  Kay  exposed  London’s  living 
conditions  which  created  illness  and  disease;  John 
Griscom,  after  extensive  studies  in  New  York  City 
in  1845,  arrived  at  similar  conclusions;  and  Edwin 
Chadwick  in  his  “Report  on  the  Sanitary  Condi- 
tions of  the  Labouring  Class”  in  Great  Britain,  in 
1842,  described  the  filthy  environment,  evils  of  in- 
dustrialization, and  relation  of  disease  to  social- 
economic  conditions  among  the  poor  in  Victorian 
England. 

Virchow’s8  account  shocked  the  Junkers.  He 
insisted  there  is  a causal  relation  between  disease 
and  social  misery,  blamed  the  government  for  the 
catastrophe,  and  exposed  the  merciless  Junker  bu- 
reaucracy. He  attributed  the  epidemic  to  poverty, 
hunger,  unsanitary  living  conditions,  inferior  hous- 
ing, social  injustice,  and  deprivation  of  human 
rights.  In  addition  to  food,  drugs,  and  sanitation, 
he  demanded  social  remedies:  democracy,  educa- 
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tion,  freedom,  prosperity,  separation  of  church 
and  state,  taxing  the  rich,  cooperatives,  agricultur- 
al improvements,  and  good  roads.8’10  Virchow  re- 
garded this  experience  as  decisive  in  developing 
his  convictions  and  political  activism.4  On  March 
3,  1849,  he  stated:  “I  did  not  push  myself  into 

politics.  The  events  pushed  me  into  it.”2 


Political  activism 

A resurgence  of  hope  swept  through  Europe  in 
1848,  which  stirred  wide  and  profound  unrest. 
The  French  had  overthrown  the  government  of 
Louis  Philippe  who  had  forbidden  the  celebration 
of  George  Washington’s  birthday,  February  22, 
1848.  On  March  18,  a popular  uprising  erupted  in 
Berlin  for  political  freedom  and  improvement  of 
the  worker's  lot.  Feudal  forces,  united  behind  the 
king  of  Prussia,  brutally  suppressed  the  revolt. 
Junkerism  again  rode  triumphant  and  foreshad- 
owed the  consequences  of  Bismarck’s  bloody  poli- 
cies: the  Franco-Prussian  War  (1870  to  1871), 

World  War  I,  and  the  advent  of  Hitler.  Virchow, 
who  had  returned  from  Silesia  three  days  before 
the  uprising,  participated  as  a soldier  on  the  barri- 
cades.1’12 He  proudly  wrote,  “We  have  gained 
self-esteem,  self-respect,  and  self-confidence.”7 
Virchow  declared,  “We  have  not  lost  our  faith  in 
the  final  victory  of  the  people  . . . .”2  To  him,  the 
goal  of  the  uprising  was:  “Liberation  of  the  work- 
ingman” as  “Christianity  liberated  the  slaves;  the 
Reformation,  the  burgher;  the  French  Revolution, 
the  peasant.”  He  contended,  “The  poor  should 
enjoy  on  earth  a happier  life  and  not  have  to  wait 
for  the  joys  of  paradise  . . . .”2 

Medical  and  health  conditions  were  bad  in  Ger- 
many. The  Industrial  Revolution  came  later  than 
in  England  and  France  and  gave  rise  to  worse 
health  conditions.  A medical  reform  movement 
evolved  among  physicians.9  They  believed  citi- 
zens have  a right  to  work  and  health,  that  health  is 
a social  concern,  and  social-economic  factors  affect 
health  and  disease.9,10,12,13  Their  concepts  did  not 
preclude  physical  and  biological  etiology.  They 
founded  Die  Medizinishe  Reform,  published 
weekly  from  -July  10,  1848,  to  January  29,  1849. 
Virchow,  in  an  introductory  statement,  wrote: 
“The  physicians  are  the  natural  attorneys  of  the 
poor,  and  social  problems  fall  to  a large  extent 
within  their  jurisdiction  Medicine  is  a social 
science  . . . the  physician  . . . knows  social  condi- 
tions . . . and  must  have  a voice  in  government  if 
conditions  are  to  be  improved.”8,9,13  He  con- 
firmed this  belief  through  action.  Most  of  his  life, 
he  was  a vigorous  protagonist  of  the  sociologic  ap- 
proach to  medicine.  In  June  18,  1849,  he  declared 
himself  “a  whole  man  . . . whose  medical  beliefs 
fuse  with  his  political  and  social  ones.”  When  an 
epidemic  of  cholera  broke  out  (1849),  he  fearlessly 
proclaimed:  “The  task  is  not  to  write  instructions 


...  we  must  make  provisions  that  protect  through 
improvement  of  their  conditions,  the  poor  who 
lack  fine  bread,  soft  meat,  warm  clothes,  and  a 
bed,  who  can’t  work  while  living  on  bread  and  tea 
. . . who  are  hit  hardest  by  the  epidemic.” 

Virchow,  who  was  privatdozent  in  pathology  at 
the  University  of  Berlin  from  1846,  was  dismissed 
in  April,  1849,  following  publication  of  his  report. 
Through  the  efforts  of  Professor  Mueller,  Virchow, 
then  twenty-eight  years  old,  became  the  first  pro- 
fessor of  pathological  anatomy  in  Germany  at  the 
small  Bavarian  University  of  Wurzburg.  Here  he 
made  his  great  contribution  to  scientific  medicine, 
cellular  pathology,  and  launched  his  famous  slo- 
gan, “omnis  cellula  a cellula.”2,4  Seven  years 
later,  he  was  recalled  to  Berlin  and  appointed  di- 
rector of  the  Pathologic  Institute  and  professor  of 
pathology2,5;  during  his  lifetime,  Virchow  was  re- 
garded as  the  leader  in  teaching  and  research  in 
Germany.4  Berlin,  because  of  his  efforts,  in  the 
1870s  became  a clean,  healthy  city  with  proper 
water  supply  and  sewage  disposal.10 

Political  leadership 

Virchow  and  many  of  his  colleagues  realized  sci- 
entific progress  was  not  compatible  with  an  envi- 
ronment of  39  separately  ruled  feudal  states  gov- 
erned by  “divine  right,”  and  formed  the  Progres- 
sive Party.  Many  abandoned  the  struggle  which 
threatened  their  economic  and  academic  security; 
but  Virchow,  with  a respected  and  important  post 
and  financial  security  at  stake,  assumed  leader- 
ship. He  was  elected  to  the  Berlin  City  Council 
in  1859  and  served  for  forty-two  years;  to  the  Prus- 
sian Lower  House  in  1862,  and  became  leader  of 
Progressive  Radical  Party;  and  to  the  Reichstag  of 
a united  Germany  from  1880  to  1893.  The  son  of 
a Pomeranian  farmer  became  the  undaunted  op- 
ponent of  a Pomeranian  Junker,  Von  Bismarck, 
appointed  prime  minister  by  William  I.  Bismarck 
used  “blood  and  iron”  to  attain  a unified  Germany 
under  the  Prussian  Hohenzollerns;  and  pursued  a 
relentless,  violent,  and  unscrupulous  policy  to  real- 
ize a “Deutschland  uber  alles.”2  Bismarck  clam- 
oured for  war  with  France;  Virchow  fought  milita- 
rism, anti-Semetism,  and  anti-Socialist  laws.  Vir- 
chow sought  peace,  disarmament,  abolition  of  the 
death  penalty,  and  international  arbitration.  Bis- 
marck challenged  his  gadfly  to  a duel  in  1865, 
which  was  realistically  rejected.12 

Conclusion 

Virchow  was  a man  of  science  and  peace  and  un- 
selfish faith  in  humanity.  Risen  from  the  poor,  he 
always  fought  for  the  improvement  of  their  lot  and 
never  forsook  them.  He  refused  a title  of  nobility, 
unlike  “Von”  Behring,  Helmholz,  and  Leyden.  If 
he  had  lived,  he  would  have  seen  the  fruition  of  his 
dreams  with  the  overthrow  of  the  Junker  Hohen- 
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I zollerns  in  1918.  In  1933,  he  would  have  painfully 
I observed  the  rise  of  Hitler  and  the  profanation  of 
I his  humane  beliefs  and,  in  1940,  the  courageous 
defense  of  his  principles  by  Ludwig  Aschoff  who 
I disclosed  Nazi  lies  in  a publication  they  seized  and 
destroyed. 

1 Comment 

In  summary,  Virchow  was  one  of  the  greatest 
protagonists  of  the  sociological  approach  to  medi- 
cine. He  believed: 

Physicians  are  the  natural  attorneys  of  the  poor  . . . 
It  is  their  duty  to  work  for  improvement  of  conditions. 
The  improvement  of  social  conditions  could  achieve 
the  result  more  rapidly  and  successfully.  Medicine  is 
a social  science,  and  the  health  of  the  people  is  a mat- 
ter of  social  concern  ...  If  medicine  is  to  fulfil  her 
great  task,  then  she  must  enter  the  political  and  social 
life.2-10-13 

All  his  life  Virchow  adhered  to  these  beliefs, 
whereas,  many  of  his  colleagues — isolated  in  an 
ivory  tower,  forgetful  of  a background  of  poverty 
and  struggle,  fearful  of  losing  acquired  affluence, 
and  frightened  by  threatened  reprisals — hastened 


Physician  increase 

There  were  9,845  more  physicians  in  the  U.S.  at  the 
end  of  1973  than  in  the  previous  year,  AMA’s  Center  for 
Health  Services  Research  and  Development  reported. 
The  1973  final  figure  in  AMA’s  Masterfile  of  Physicians 
was  366,379,  compared  to  356,534  at  the  end  of  1972.  A 
census  of  the  physician  population  was  conducted  last 
year,  and  all  physicians’  biographical  and  activity  rec- 
ords were  brought  up  to  date.  Physicians  are  classified 
in  the  Masterfile  by  the  number  of  hours  spent  in  the 
categories  of  professional  activities,  specialization  and 
type  of  employment. 

The  number  of  physicians  providing  patient  care  rose 
from  292,210  in  1972  to  295,257  last  year.  Of  these, 
201,435  were  office  based  and  93,822  were  hospital 


to  dissassociate  themselves  from  these  precepts. 

140  Greenway  North 
Forest  Hills,  New  York  11375 
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based.  The  number  listing  their  major  activity  as  medi- 
cal teaching  rose  from  5,636  in  1972  to  6,183,  and  those 
engaged  in  administration  moved  from  11,074  to  11,959. 
The  number  engaged  in  research  dropped  from  9,290  in 
1972  to  8,332  last  year.  The  number  of  physicians  listed 
as  inactive  was  22,624  and  those  that  could  not  be  classi- 
fied numbered  13,744.  The  addresses  of  5,644  physi- 
cians were  unknown. 

The  number  of  general  practitioners  decreased  from 
55,348  in  1972  to  53,946  last  year.  Physicians  in  “medi- 
cal specialties”  rose  to  86,924  last  year,  compared  to 
84,153  in  1972;  those  in  “surgical  specialties”  rose  to 
91,549,  compared  to  91,058  the  previous  year.  The 
number  classified  in  “other  specialties”  was  91,948,  an 
increase  of  1,604. 
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Medical  Advertisements 

Rhetoric  in  American  newspapers, 
1861-1865 

ABRAHAM  BLINDERMAN,  Ph.D. 

Levittown,  New  York 

Professor  of  English,  State  University  of  New  York  at 
Farmingdale 

Medical  advertisements  in  the  newspapers  of 
Civil  War  times  floridly  pronounced  panaceas  for 
all  of  mankind’s  ailments,  diseases,  and  injuries. 
The  authors  of  these  hyperbolized  notices  unasha- 
medly promised  cures  to  their  gullible  clients, 
especially  to  those  unfortunates  who  were  afflicted 
with  venereal  torments.  To  support  their  claims 
for  the  curative  powers  of  their  preparations,  the 
purveyors  of  drugs,  bitters,  troches,  drops,  pills, 
liniments,  ointments,  pastels,  barks,  onguents  (sic) 
tonics,  charms,  jellies,  syrups,  and  pectorals  in- 
cluded testimonials  in  their  copy  from  respectable 
citizens,  usually  clergymen.  The  ad  writers  tend- 
ed to  use  adjectives  superlatively  to  suggest  the  ef- 
ficacy of  their  nostrums  to  the  public,  and  the 
reappearance  of  an  ad  in  successive  years  in  the 
same  newspapers  attests  to  the  ingenuity  of  the 
advertiser  to  sell  remedies  of  dubious  value. 

An  ad  that  occupied  a full  column  in  many 
newspapers  praised  “Spalding’s  Cephalic  Pills”  as 
ideal  “for  literary  men,  students,  Delicate  females, 
and  all  persons  of  sedentary  habits”  who  are  con- 
stipated and  lack  appetites.  A German  reformed 
uropathic  physician  and  surgeon,  Dr.  S.  G.  Clarke, 
apprised  his  readers  that  “a  critical  examination  of 
the  urine  is  the  only  true  and  reliable  method  by 
which  to  acquire  a perfect  knowledge  of  all  the  in- 
ternal organic  derangements  of  the  human  system. 
Any  departure  from  a state  of  health  is  at  once  rec- 
ognized in  the  urine.”  The  good  uropathic  physi- 
cian was  not  greedy;  his  charge  for  medicine  to 
cure  all  of  the  detected  “internal  organic  derange- 
ment” cost  his  patients  a mere  $2.00  to  $3.00 
monthly. 

Dr.  Ayres  of  sarsaparilla  fame  believed  firmly  in 
a seasonal  cleansing  of  the  blood,  advising  his  cli- 
entele that  his  compound  “will  be  found  a greater 
promoter  of  health,  when  taken  in  the  spring,  to 
expel  the  foul  humors  which  fester  in  the  blood  at 
that  season  of  the  year.*  By  the  timely  expulsion 

* Unless  stated  otherwise,  none  of  the  “doctors”  cited  in  this 
jrticle  called  themselves  medical  doctors. 


of  them,  many  rankling  disorders  are  nipped  in  the 
bud.”  Geography  interested  Dr.  Roback,  concoct- 
er  of  renowned  stomach  bitters  that  “are  the  sol- 
dier’s friend,”  sparing  him  from  the  pains  of  diar- 
rhea, dysentery,  and  rheumatism.  Dr.  Roback 
found  his  cure  particularly  effective  in  “the  Bilious 
districts  of  the  South  and  West,”  where  stomach 
bitters,  “if  taken  in  proper  quantities  and  at  the 
proper  time,  are  a sure  preventitive  of  bilious 
fever,  ague,  dyspepsia,  indigestion,  jaundice,  and 
kidney  complaints.”  The  “famous  bone-setter  of 
Connecticut,  Dr.  Sweet,”  blessed  the  nation  with 
his  infallible  liniment,  the  great  remedy  for  rheu- 
matism, gout,  neuralgia,  lumbago,  cuts,  piles,  and 
all  rheumatic  and  nervous  disorders.  The  enter- 
prising Dr.  Sweet  had  also  an  infallible  liniment 
for  horses,  leaving  one  to  wonder  whether  the  same 
recipe  served  for  man  and  horse.  Dr.  Halsey  af- 
firmed that  his  “Forest  Wine”  and  gum-coated 
“Forest  Gum”  had  effected  10,000  cures  in  a single 
year;  his  specifics  cured  “ulcers,  boils,  blotches, 
ringworm,  Salt  Rheum,  Erysipilas,  sore  eyes,  and 
every  kind  of  humor,”  all  of  which  arose  from  one 
common  cause — impure  blood. 

Mark  Twain  wrote  humorously  of  Tom  Sawyer’s 
unfortunate  medicinal  experiences  with  his  kind 
but  patient  medicine-obsessed  Aunt  Polly.  Per- 
haps Tom’s  bout  with  Aunt  Polly’s  pain  killer  was 
suggested  to  Twain  by  ads  lauding  the  “Percy 
Davis  Vegetable  Pain  Killer”  which  testified  that 
the  preparation  “has  been  tested  in  every  variety 
of  climate  and  by  almost  every  nation  known  to 
Americans.  It  is  the  almost  constant  companion 
and  estimable  friend  of  the  missionary  and  the 
traveler,  on  sea  and  land  and  no  one  should  travel 
on  our  Lakes  and  Rivers  without  it.  Be  sure  you 
call  for  and  get  the  genuine  Pain  Killer,  as  many 
worthless  nostrums  are  attempted  to  be  sold  on  the 
reputation  of  this  valuable  medicine . ” 

“Dr.  Bellinghan’s  Stimulating  Onguent”  would 
have  made  a fortune  for  its  inventor  in  our  era  of 
long  hair,  mustaches,  and  sideburns.  He  prom- 
ised that  his  formula  would  grow  whiskers  or  a 
mustache  in  three  to  six  weeks.  This  remarkable 
unguent  would  grow  hair  on  bald  pates  if  applied 
diligently,  a phenomenon  much  desired  by  the 
proprietor  of  a barber  shop  who  informed  “persons 
wanting  to  be  shaved,  have  their  hair  dressed, 
teeth  pulled,  cupping  or  bleeding,  will  find  that  he 
/the  undersigned/  will  give  entire  satisfaction.” 

Sexual  complaints 


The  number  of  ads  advertising  cures  for  venere- 
al diseases  and  general  debility  caused  by  self- 
abuse was  large.  Dr.  Gates  was  a euphemist;  his 
“Electro-Magnetic  Pastels  and  Pills”  were  notable 
for  “the  speedy  and  permanent  cure  of  Seminal 
Weakness,  Nocturnal  and  Diurnal  Emission,  Ner- 
vous and  General  Debility,  and  all  diseases  arising 
from  solitary  habits  or  excessive  indulgence.”  Dr. 
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TABLE  I.  Schedule  for  cures  of  sexual  complaints 


Disease 

Schedule  of  Cures 

Gonorrhea 

6 to  38  hours 

Gleet 

3 to  10  days 

Strictures 

1 to  3 weeks 

Nocturnal  emission 

2 to  8 weeks 

Seminal  weakness 

2 to  8 weeks 

Syphilis  (primary) 

3 days 

Syphilis  (secondary) 

1 to  3 weeks 

Skin  disease 

1 to  3 weeks 

Jackson,  the  “celebrated  reform  Botanic  and  Indi- 
an Physician,”  disparaged  the  established  medical 
practitioner,  boasting  that  he  “cures  Chronic  cases 
of  diseases  which  have  been  pronounced  incurable 
by  the  Medical  Faculty,  generally,  such  as  Nervous 
and  Neuralgic  affections  ...  All  cases  of  Seminal 
Emissions  which  is  carrying  thousands  to  their 
graves  annually.”  This  great  healer  admonished 
his  readers  to  make  haste  to  his  clinic  since  “your 
case  may  be  curable  this  week,  not  next — today, 
not  tomorrow;  hence  the  danger  of  delay.” 

At  the  Venereal  Hospital  in  Cincinnati,  Dr.  Bo- 
neparte  and  Dr.  Reynolds,  the  former  from  Paris 
and  Rome,  the  latter  lately  from  New  York,  of- 
fered the  following  schedule  for  cures  of  sexual 
complaints  (Table  I): 

Dr.  Boneparte  offered  his  patients  his  ‘‘French 
Patent  Made  Safe”  for  $7.00  per  dozen,  recom- 
mending that  “it  is  the  only  safe  and  sure  preven- 
tion against  pregnancy  and  disease.” 

In  addition  to  many  ads  describing  specifics  for 
the  cure  of  venereal  diseases  there  were  plentiful 
ads  promoting  books  on  sex  education.  The  Otta- 
wa County  News  carried  a “scare”  ad:  “Terrible 
Disclosures:  Secrets  for  the  Million.”  This  head- 
line was  followed  by  a passage  in  praise  of  Dr. 
Hunter’s  Vade  Mecum,  a sexual  treatise  of  400 
pages,  including  30  colored  engravings.  The  cita- 
tion assured  the  reader  that  the  book  “is  a volume 
that  should  be  in  the  hands  of  every  family  in  the 
land,  as  a preventive  of  secret  vices,  or  as  a guide 
for  the  alleviation  of  one  of  the  most  awful  and  de- 
structive scourges  ever  visited  mankind  . . .”  For 
six  cents,  the  reader  could  get  a tract  on  sex  for 
young  men  written  by  Dr.  Robert  J.  Culverwell 
who  “proves  from  his  own  experience  that  the 
awful  consequences  of  self-abuse  may  be  effectual- 
ly removed  without  medicine,  and  without  danger- 
ous surgical  operations,  bougies,  instruments, 
rings,  or  cordials  . . . .”  Competing  with  Dr.  Hun- 
ter’s work,  Dr.  La  Croix’s  Private  Medical  Trea- 
tise on  the  Physiological  View  of  Marriage  lured 
the  reader  with  its  130  engravings  in  a text  of  250 
pages.  Dr.  La  Croix’s  blurb  is  a thinly  disguised 
appeal  to  the  pornographic  propensities  of  the 
newspaper’s  subscribers.  The  book  is  an  exposi- 
tion “on  the  infirmities  of  youth  and  maturity,  dis- 
closing the  secret  follies  of  both  sexes  of  all  ages, 
causing  debility,  nervousness,  depression  of  spirits, 


TABLE  II.  Preparations  cited  in  newspaper  ads  1861-1865* 
Reference 

Number  Preparation 

1 P & S Peruvian  Bark 

2 Dr.  Paet’z  Celebrated  Stomach  Bitters 

3 Dr.  Gate’s  Electro-Magnetic  Pastels  and  Pills 

4 Spalding’s  Cephalic  Pills 

5 Dr.  Sweet’s  Infallible  Liniment 

6 Dr.  Roback’s  Stomach  Bitters 

7 Dr.  Bellingham’s  Stimulating  Onguent 

8 Impectine,  the  Persian  Fever  Charm 

9 Sir  James  Clarke’s  Celebrated  Female  Pills 

10  Madam  Boivin’s  Sugar-Coated  Female  Pills 

11  Mathew’s  Chocolate  Worm  Drops 

12  Watson’s  Neuralgia  King 

13  Bell’s  Specific  Pills 

14  Dr.  Harvey’s  Female  Pills 

15  Queru’s  Cod  Liver  Oil  Jelly 

16  Dr.  J.  Bryan’s  Life  Pills 

17  Boerhave’s  Holland  Bitters 

18  Dr.  A.  Wilson’s  Tonic,  Cathartic,  and 

Dyspeptic  Pills 

19  Dr.  J.C.  Ayers  Sarsapirilla  and  Cherry 

Pectoral 

20  Dr.  Ayer’s  Cherry  Pectoral 

21  Dr.  Ayer’s  Cathartic  Pills 

22  Dr.  S.O.  Richardson’s  Wine  Bitters 

23  Dr.  Weaver’s  Canker  and  Salt  Rheum  Syrup 

24  Dr.  Weaver’s  Cereal  Ointment 

25  Perry  Davis  Vegetable  Pain  Killer 

26  Brown’s  Bronchial  Troches 

27  Moffat’s  Vegetable  Life  Pills 

28  Professor  L.M.  Miller’s  Invigorator 

29  Dr.  Eaton’s  Infantile  Cordial 

30  Old  Morehouse  Bitters 

31  Dr.  Halsey’s  Forest  Wine  and  Gum-Coated 

Forest  Pills 

32f  Stegner’s  Patent  Truss 

* Random  samplings  from  Ohio  newspapers  for  the  years  1861-1865. 
Many  of  the  quotations  came  from  these  issues: 

Marion  Democratic  Mirror , February  7;  Democratic  Messenger , March 
15,  June  28,  July  26,  September  6 (1861).  The  Lewisburg  Argus , 
April  4;  The  Marion  Democratic  Mirror , July  23  (1863).  The  Ottawa 
County  News,  December  13  (1865). 
t In  The  Globe , Washington  City,  April  18,  1836. 

palpitations  of  the  heart,  suicidal  imaginings,  in- 
voluntary emission,  blushing,  defective  memory, 
indigestion  and  lassitude,  with  confessions  of  a 
thrilling  interest  of  a Boarding  School  Miss,  a 
College  Student,  and  a Young  Married  Lady." 
The  author  followed  this  ad  up  with  another: 
“ Secrets  of  the  Youth  Revealed,  a treatise  on  the 
cause  of  premature  decay — A Solemn  Warning — 
Just  published,  a book  showing  the  insidious  prog- 
ress and  prevalence  among  schools  /both  male  and 
female/  of  this  fatal  habit  pointing  out  the  fatality 
that  invariably  attends  the  victim  . . . .” 

Not  all  of  the  ads  were  mercenary;  for  example, 
J.  Skillen  Houghton,  M.D.,  acting  surgeon  of  the 
Howard  Association  in  Philadelphia,  wrote  that  he 
would  “send  free  of  charge  valuable  reports  on 
Spermatorrhea  and  other  diseases  of  the  Sexual 
organs  and  on  the  new  remedies  employed.”  Oc- 
casionally, nonmedical  practitioners  vied  with  the 
medical  profession  for  clients  as  this  seemingly  al- 
truistic, unlettered  healer  professed:  “A  Gentle- 
man who  suffered  for  years  from  Nervous  and 


July  1974/New  York  State  Journal  of  Medicine  1475 


TABLE  III.  Ailments  and  diseases  mentioned  in  American  newspaper  advertisements,  1861-1865,  including  the  incidence 

of  their  citation 


Ailment  or 
Disease 

Cured  by 
Preparations 

Ailment  or 
Disease 

Cured  by 
Preparations 

Ailment  or 
Disease 

Cured  by 
Preparations 

Acidity 

17,  29 

Female  disorders 

1,  2,  31 

Night  sweats 

27 

Ague 

2,  6,  7,  17,  22, 

Fever 

1,  6,  7,  17,  22, 

Nipples 

23 

25,  27 

25,  27 

Nocturnal 

3 

Appetite  loss 

2,  17 

Flatulence 

27 

emissions 

Asthma 

8,  26,  27 

Freckles 

35 

Piles 

1,  5,  17,  27 

Baldness 

7 

Frost  bite 

24 

Pimples 

19,  24 

Barber’s  itch 

General  debility 

1,  3,  5,  13,  15, 

Quinsy 

5 

Biliousness 

6,  7,  27 

19,  22,  25, 

Rheumatism 

5,  12,  17,  27 

Bladder 

13,  27 

27,  30 

Ringworm 

24 

Blotch 

19,  24 

Genital  weakness 

13 

St.  Anthony’s  fire 

19 

Bowels 

27,  25,  29 

Giddiness 

16,  27 

Salt  rheum 

19,  21,  23,  27 

Bronchitis 

1,  8,  15 

Gleet 

13 

Scald  head 

24 

Bruises 

5 

Gonorrhea 

13 

Scrofula 

15,  19,  23,  27, 

Catarrh 

8,  26 

Gout 

5,  21,  27 

31 

Chilblains 

5,  24 

Gravel 

27 

Seminal  weakness 

3,  13 

Cholera 

5,  25 

Headache 

4,  6,  18,  27 

Sexual  weakness 

3,  14 

Colds 

8,  15,  25,  26, 

Heart 

2,  9 

Sore  throat 

5,  8 

29,  31 

Heartburn 

17 

Stings 

5 

Colic 

5,  25,  27 

Hernia 

32 

Stomach 

2,  16,  21,  22, 

Consumption 

15,  31 

Hysterics 

9 

25 

Constipation 

18,  22 

Impure  blood 

16,  19,  23,  27 

Strains 

5 

Contraception 

3 

Indigestion 

17,  18,  19,  21, 

Stricture 

13 

Convulsions 

29 

30 

Syphilis 

19 

Corrupt  humors 

29 

Influenza 

8 

Teething 

29 

Costiveness 

2,  17,  21 

Insect  bites 

5 

Tetter 

21,  23 

Coughs 

8,  15,  25,  26, 

Inward  fever 

27 

Throat  and  lungs 

20,  26 

30,  31 

Jaundice 

1,  2,  6,  21,  22 

Tic  doloureux 

19 

Croup 

29 

Kidney 

2,  13,  27 

Toothache 

5,  25 

Cuts 

5 

Liver 

1,  2,  6,  16,  17, 

Tumor 

19,  21 

Dandruff 

28 

21,  22,  27, 

Ulcer 

1,  19 

Depression 

6,  31 

31 

Uterine 

9,  10 

Diarrhoea 

1,  25 

Lumbago 

5 

obstruction 

Dropsy 

1,  19,  21,  27 

Masturbation 

3 

Vaginal  discharge 

13,  14 

Dysentery 

1,  29 

Menstruation 

3,  19 

Water  brash 

17 

Dyspepsia 

12,  19,  27,  29 

Nervous  disorders 

1,  3,  5,  9,  14, 

Whites 

9,  10 

Eye  ailments 

16,  23,  24 

17,  27,  30,  31 

Wind 

29 

Neuralgia 

1,  5,  12,  17, 

Worms 

11,  21,  27 

Eruptions 

19,  21,  23 

19,  21 

Wounds 

5 

Erysipelas 

1,  9,  21,  23,  27 

Genital  Debilities,  Nightly  Emissions,  and  Semi- 
nal weakness,  the  result  of  youthful  indiscretion, 
and  came  near  ending  his  days  in  hopeless  misery, 
will,  for  the  sake  of  suffering  man,  send  to  any  one 
afflicted,  the  simple  means  used  by  him,  to  which 
effect  a cure  in  a week,  after  the  failure  of  numer- 
ous medicines.  Send  a directed  envelope  and  a 
stamp  and  it  will  cost  you  nothing.  Edgar  Tre- 
main.” 

There  were  specifics  also  for  the  ladies  with  deli- 
cate ailments.  Dr.  Paetz  advertised  his  stomach 
bitters  regularly  as  a “delightful  remedy  for  ladies 
in  a weekly  (sic)  state  of  health,”  but  Dr.  Gates 
was  more  specific  in  his  appeal  to  milady’s  purse: 

Ladies  in  want  of  a safe  and  effectual  remedy  for  ir- 
regularities, Suppression  of  the  Menses,  or  any  dis- 
ease peculiar  to  the  sex,  should  use  Dr.  Gate’s  Female 
Monthly  Pills.  Caution:  These  pills  should  not  be 
used  during  pregnancy  or  miscarriage  will  be  the  con- 
sequence. 

Supposedly  famous  physicians  did  not  deny 


pharmaceutical  houses  from  using  their  names  as 
defenders  of  the  preparations  advertised.  Was  Sir 
James  Clarke  aware  that  his  name  appeared  on  the 
label  of  bottles  bearing  “The  Great  English  Reme- 
dy, Sir  James  Clarke’s  Celebrated  Female  Pill, 
prepared  from  a prescription  of  Sir  James  Clarke, 
M.D.,  Physician  Extraordinary  to  the  Queen?” 
The  label  guarantees  “this  medicine  is  unfailing  in 
the  cure  of  all  those  painful  and  dangerous  diseas- 
es to  which  the  female  constitution  is  subject.  It 
moderates  all  excess  and  removes  all  obstruction, 
and  a speedy  cure  may  be  relied  upon.” 

Ad  writing 

Medical  ad  writers  occasionally  wrote  more  ro- 
mantically than  scientifically.  The  anomymous 
author  of  the  ad  for  “Impectine,  The  Persian 
Fever  Charm,”  should  have  tried  his  hand  at  let- 
ters; his  eulogy  for  “Impectine”  has  fictional  possi- 
bilities: 

For  the  preventation  and  cure  of  Fever  and  Ague 
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and  Bilious  Fevers.  This  wonderful  remedy  was 
brought  to  the  knowledge  of  the  present  proprietors 
by  a friend  who  has  been  a great  traveler  in  Persia  and 
the  Holy  Land. 

While  going  down  the  river  Euphrates,  he  experi- 
enced a severe  attack  of  Fever  and  Ague.  On  discov- 
ering his  condition,  one  of  the  boatmen  took  from  his 
person  an  Amulet,  saying,  “Wear  this  and  no  Fever 
will  touch  you.  Although  incredulous  as  to  its 
virtues,  he  complied,  and  experienced  immediate  re- 
lief, and  has  since  always  found  it  an  effectual  protec- 
tion from  all  malarious  complaints. 

On  further  investigation  he  found  that  the  boatman 
attributed  to  it  miraculous  powers,  and  said  that  it 
could  only  be  obtained  from  the  Priest  of  the  Sun, — 
Sometime  afterward,  the  gentleman  in  conversing 
with  a Priest,  obtained  from  him  the  secret  of  its 
preparation  and  ascertained  w'here  the  medical  herbs 
were  found,  of  which  it  was  compounded.  The  won- 


Regular  jogging  helps 
in  weight  reduction  program 

It  takes  a lot  of  jogging  to  lose  a little  weight,  but  the 
jogger  who  keeps  at  it  regularly  can  pare  off  the  pounds, 
says  a report  in  the  April  22  issue  of  the  Journal  of  the 
American  Medical  Association. 

The  new  study  by  a research  team  from  the  Air  Force 
Academy  in  Colorado  has  worked  out  a chart  showing 
the  exact  calory  consumption  involved  in  running  ap- 
proximately 1.5  miles,  according  to  the  w-eight  of  the 
runner  and  the  speed  with  which  he  runs. 

For  instance,  a 170-pound  man  running  the  distance 
in  eight  minutes  would  burn  up  175  calories.  Running 
slower,  sixteen  minutes  for  the  1.5  miles,  he  would  use 
157  calories.  A 120-pounder  would  use  up  fewer  calo- 
ries for  the  same  exercise  output;  a 220-pounder  would 
burn  considerably  more. 

One  finding  of  the  study  is  that  the  jogger  who  putters 


derful  virtues  of  this  article  have  induced  a full  belief 
in  the  minds  of  the  natives  in  the  miraculous  healing 
powers  of  their  priests. 

Since  his  return  to  America,  it  has  been  tried  with 
the  happiest  effect  by  several  Ladies  and  Gentlemen 
of  high  character  who  have  given  it  the  most  unquali- 
fied praise.  This  remedy  has  been  a specific  in  Persia 
for  hundreds  of  years,  for  the  prevention  and  cure  of 
Fever  and  Ague  and  Bilious  Fevers — is  now  offered  to 
the  American  people. 

None  of  the  preparations  listed  in  Table  II  are 
now  extant.  Most  of  the  ailments  and  diseases 
listed  in  Table  III  still  plague  us.  Perhaps  before 
the  end  of  the  century  another  listing  will  dispos- 
sess Table  III.  Meanwhile,  we  dream  of  “Impec- 
tine 

47  Tanager  Lane 
Levittown,  New  York  11756 


along  at  an  easy  pace  burns  only  a few  less  calories  than 
the  speedster  who  tears  up  the  track.  In  the  case  of  the 
170-pounder,  he  used  only  18  less  calories  at  slow  speed. 

Of  course,  an  expenditure  of  3,500  calories  is  neces- 
sary to  burn  1 pound  of  fat,  and  exercise  alone  can’t  do 
it.  It  still  is  necessary  to  count  calories  and  adjust  the 
diet.  But,  if  a caloric  expenditure  of  only  100  calories  is 
maintained  daily  through  exercise,  there  would  be  a 10- 
pound  weight  loss  in  a year,  the  researchers  point  out. 

The  study  points  up  the  limitations  of  exercise  alone 
as  a means  of  weight  reduction.  But  exercise  is  impor- 
tant, both  for  caloric  balance  and  personal  fitness,  the 
report  says.  For  purposes  of  fitness,  the  faster  running 
speed  is  much  better  to  tone  up  heart  and  lung  actions 
than  leisurely  trotting. 

The  chart  reproduced  will  permit  you  to  figure  exact- 
ly how  much  weight  you  can  lose  by  running  1.45  miles 
per  day  at  varying  rates  of  speed,  according  to  your  own 
present  weight. 


Caloric  Values  for  Running  2.413  km 

Weight* 

Kg. 

Calories,  min. 

8 

9 

10 

11 

12 

13 

14 

15 

16 

54.5 

125 

124 

121 

102 

119 

117 

116 

114 

112 

59.0 

135 

133 

132 

130 

128 

126 

125 

123 

121 

63.6 

145 

143 

141 

139 

138 

136 

134 

132 

130 

68.1 

155 

153 

151 

149 

147 

145 

143 

141 

139 

72.6 

165 

163 

161 

159 

156 

154 

152 

150 

148 

77.2 

175 

173 

170  , 

168 

166 

164 

161 

159 

157 

81.7 

185 

182 

180 

178 

175 

173 

171 

168 

166 

86.3 

195 

192 

190 

187 

185 

182 

180 

177 

175 

90.8 

205 

202 

199 

197 

194 

192 

189 

186 

184 

95.3 

215 

212 

209 

206 

204 

201 

198 

195 

193 

99.9 

225 

222 

219 

216 

213 

210 

207 

204 

202 

* The  weight  divisions  represent  a 10-lb.  increase  at  each  increment,  ranging  from  120  to  .220  lb. 
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Steal  me.  Bum  me. 
Throw  me  away. 

I’m  still  yours. 


Once  you  bring  me  home, 
I’m  yours  forever. 

Even  if  I’m  burned.  Or 
lost.  Or  stolen. 

If  you  look  for  me  and 
can’t  find  me,  just  report  it. 
And  you’ll  get  me  back,  as 
good  as  new. 

And  remember:  I’ll  never 
break  your  heart.  Or 
leave  you  stranded  in  the 
tight  spots. 

I’ll  always  be  there  when 
you  need  me. 

And  that  ought  to  make 
you  feel  pretty  secure. 

Now  E Bonds  pay  6%  interest  when  held  to  maturity  of 
5 years  (4'i%  the  first  year).  Bonds  are  replaced  if  lost, 
stolen  or  destroyed.  When  needed,  they  can  be  cashed  at 
your  bank.  Interest  is  not  subject  to  state  or  local  income 
taxes,  and  federal  tax  may  be  deferred  until  redemption. 


in^merica. 


Join  the  Payroll  Savings  Plan. 


A public  wry  Ice  of  thli  publication  and  The  Adverllllng  Council 

(jOUK 


1478  New  York  State  Journal  of  Medicine/ July  1974 


To  Smoke  or  Not  To  Smoke 


VASILIA  (BETTY)  PAYNE 

Newburgh,  New  York 

President,  Woman's  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York 


“To  smoke  or  not  to  smoke,  the  choice  is  en- 
tirely yours.”  These  words  have  been  the  theme 
of  numerous  programs  of  local  auxiliaries  to  the 
Medical  Society  of  the  State  of  New  York  during 
the  past  six  years. 

In  September,  1968,  a survey  sponsored  by  the 


Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York  and  the  State  of  New  York  De- 
partment of  Health  was  conducted  to  determine 
the  smoking  habits  and  attitudes  of  physicians  and 
their  wives.  In  1971,  a resurvey  of  Auxiliary  mem- 
bers and  their  husbands  was  conducted  and 
showed  that  there  was  a drop  in  the  number  of 
smokers  among  Auxiliary  members  from  35  to  25 
per  cent  and  among  their  husbands,  from  24  to  19 
per  cent.  These  surveys  stimulated  a number  of 
local  auxiliaries  to  develop  programs  to  reach 
adults  and  youths  with  information  regarding  the 
hazards  of  smoking.  Smoking  exhibits  were  de- 
veloped for  county  fairs.  In  1972  and  1973,  the 
Woman’s  Auxiliary  sponsored  a smoking  exhibit  at 
the  New  York  State  Fair.  Auxiliary  members 
have  received  county,  State,  and  national  recogni- 
tion for  their  work  in  the  smoking  education  pro- 
gram. 

This  year,  some  7,000  members  of  the  Woman’s 
Auxiliary  will  be  distributing  to  physicians’  offices 
a poster  supporting  the  rights  of  a nonsmoker. 
Emphasis  will  be  placed  on  making  a personal  con- 
tact with  the  physicians  to  encourage  them  to 
mention  the  hazards  of  smoking  to  their  patients. 
The  Woman’s  Auxiliary  has  recognized  smoking  as 
a number  one  public  health  problem  which  can  be 
prevented  and  are  working  as  a team  to  help  peo- 
ple make  a choice  not  to  smoke. 
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Drug  Information* 


Questions  and  Answers 

A patient  who  is  receiving  a potassium-depleting  di- 
uretic is  unable  to  tolerate  oral  potassium  supple- 
ments. Which  foods  are  rich  sources  of  potassium? 

Two  approaches  to  preventing  or  overcoming  the  po- 
tassium depletion  associated  with  the  use  of  certain  di- 
uretic drugs  are  to  add  potassium  to  the  diet,  through 
food  sources  or  potassium  supplements,  or  to  use  a po- 
tassium-sparing drug  along  with  the  potassium-deplet- 
ing drug. 

Two  commonly  used  drugs  which  spare  potassium  are 
spironolactone  (Aldactone)  and  triamterene  (Dyren- 
ium).  However,  the  use  of  these  potassium-sparing  di- 
uretic drugs  carries  a possible  risk  of  hyperkalemia,  and 
generally  potassium  supplements  should  not  be  given 
when  these  agents  are  used.1 

Medical  Letter  indicates  that  adding  40  mEq.  of  po- 
tassium to  the  regular  diet  will  usually  prevent  hypo- 
kalemia or  correct  mild  potassium  depletion  in  patients 
treated  with  potassium-depleting  diuretics  or  other 
drugs  that  increase  potassium  loss.2  The  following 
chart  lists  the  potassium  content  of  commonly  used  bev- 
erages and  foods.2-4 

Which , if  any,  of  the  various  tetracyclines t can  be 
utilized  in  patients  who  are  exposed  to  high  amounts  of 
natural  sunlight? 

Phototoxic  skin  reactions  of  those  parts  exposed  to 
bright  sunlight  have  been  observed  in  subjects  being 
treated  with  various  tetracyclines.  The  phototoxicity  is 
most  commonly  manifested  as  paresthesia  or  an  exag- 
gerated sunburn  response  and  less  commonly  as  onycho- 
lysis.1 These  reactions,  which  may  persist  for  consider- 
able periods  of  time,  may  be  quite  severe  and  may  result 
in  abnormal  pigmentation  of  the  skin.2 

Demeclocycline  has  been  reported  to  cause  photosen- 
sitivity more  frequently  than  other  tetracyclines.3’4 
However,  the  effect  has  also  been  described  for  chlor- 
tetracycline,  tetracycline,  oxytetracycline,  methacycline, 
and  doxycycline.5 

A study  by  Forst  et  al.e  compared  doxycycline,  mino- 
cycline, and  a placebo  under  conditions  of  experimental 
exposure  to  natural  sunlight.  Mild  transient  abnormal 
sunburn  reactions,  paresthesias,  or  both,  developed  in 

♦The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Cong  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  information 
(.'enter.  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Model!,  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. 7'he  service  is  available  from  9:00  A.M.  to  4:30  P M., 
Monday  through  Friday,  at  (212)  022  8989  or  (201)  445-49(X)! 
extension  131. 


Potassium  content  of  commonly  used  beverages  and  foods 


Juice  and  Beverages  (8  oz.) 

Approximate 
mEq.  of 
Potassium 

Apple  juice,  canned 

6.4 

Apricot  juice 

9.5 

Bouillon  cube,  meat  extract,  1 cube 

2.8 

Bouillon  cube,  vegetable,  1 cube 

3.3 

Coffee,  instant  (2  Gm.) 

6.1 

Grape  juice,  canned,  sweetened 

5.5 

Grapefruit  juice,  canned 

10.4 

Milk,  nonfat 

7.1 

Milk,  whole 

9.1 

Orange  juice,  fresh 

12.7 

Pineapple  juice,  canned 

9.7 

Prune  juice,  canned 

14.4 

Tea 

1.7 

Tomato  juice,  canned 

14.0 

Apricots,  raw  2 or  3 

7.1 

Banana,  1 fresh 

16.1 

Cantaloupe  %,  5-inch  diameter 

5.9 

Cauliflower,  raw,  10  oz.  (IV4  cup) 

12.8 

Dates,  dried,  3 or  4 

5.8 

Figs,  dried  small 

20.0 

Fruit  cocktail,  canned,  sweet 

10.5 

Peaches,  dried,  ^2  cup  (4  oz.)  uncooked 

28.2 

Pears,  raw,  1 pear,  2%  x 2 inches 

4.6 

Prunes,  dried,  large,  raw 

7.7 

Raisins,  dried,  2 tbs. 

3.7 

Strawberries,  raw,  8 oz. 

6.8 

Watermelon  % slice,  34  x 10  inches 

9.7 

Wheat  germ  100  Gm. 

18.9 

Beef  round,  3 oz. 

9.0 

Turkey,  4 oz. 

9.0 

1.  Goodman  and  Gilman  (Eds.):  The  Pharmacological 

Basis  of  Therapeutics,  4th  ed..  The  Macmillan  Company,  1970 

p.  861. 

2.  Enteric-coated  potassium,  M.  Letter  16:  2 (Jan.  4) 
1974. 

3.  Pearson,  R.  E.,  and  Fish.  K.  H.:  Potassium  content — 6 
diet  supplements,  salt  substitutes,  Hosp.  Pharrm  6:  6 (1971). 

4.  Knoben,  J.  E.:  Rx  Drug  Review,  2nd  ed.,  Rockville, 

Maryland,  1972,  p.  41. 

11  of  15  subjects  who  received  doxycycline  and  in  none 
of  the  subjects  who  received  minocycline  or  placebo  cap- 
sules. Zuehlke1  also  described  a case  of  doxycycline 
photosensitivity  manifested  as  a papular  eruption. 

From  our  search,  it  appears  that  doxycycline  and 
methacycline  exhibit  little  photosensitivity.  To  date, 
no  reports  have  been  found  of  phototoxicity  associated 
with  minocycline. 

f The  tetracyclines  available  in  the  United  States  are  as  fol-  I 
lows:  chlortetracycline  (Aureomycin),  demeclocycline  (Dec 

lomycin),  doxycycline  (Vibramycin),  methacycline  (Rondomy- 
cin),  minocycline  (Minocin),  oxytetracycline  (Terramycin),  rol-  t 
itetracycline  (Syntetrin,  Velacycline),  and  tetracycline. 

1.  Zuehlke,  R.  L.:  Papular  doxycycline  photosensitivity,  * 

Arch.  Dcmat.  108:  837  (Dec.)  1973. 

2.  American  Hospital  Formulary  Service,  American  Society 
of  Hospital  Pharmacists,  Washington,  D.C.,  1974,  p.8  (12.24). 

3.  Hicks,  J.  H.:  Demethylchlortetracycline:  A double 

blind  study  on  the  treatment  of  acne  with  attention  to  side  ef-  i 
fects  noted,  South.  M.  J.  55:  357  (1962). 
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4 Harber.  L.  C..  et  al. : Studies  on  photosensitivity  due  to 
demethylchlortetracycline,  J.  Invest.  Dermatol.  37:  189  (1961). 

5.  Meyler,  L.,  and  Herxheimer,  A.,  Eds.:  Side  Effects  of 
Drugs,  Excerpta  Medica,  Amsterdam,  1971,  vol.  7,  p.  358. 

6.  Forst,  P.,  et  al.:  Phototoxic  potential  of  minocycline  and 
doxycycline,  Arch.  Dermat.  105:681  (May)  1972. 

Once  a patient  exhibits  a rash  to  ampicillin,  are 
other  penicillins  contraindicated? 

It  is  now  generally  accepted  that  the  major  allergic 
component  in  penicillin  allergy  is  the  penicilloyl  group. 
It  is  common  to  all  penicillins  including  ampicillin. 
Thus,  in  patients  allergic  to  penicillin,  a group  allergy  is 
highly  probable,  and  treatment  should  not  be  substitut- 
ed with  a different  penicillin  due  to  the  high  risk  of  al- 
lergic reactions.1 

However,  two  main  groups  of  rashes  occur  in  the 
course  of  ampicillin  therapy.2  The  first  type  of  rash  is  a 
hypersensitivity  rash  which  is  urticarial  and  similar  to 
the  rash  associated  with  a true  penicillin  hypersensitivi- 
ty. This  may  appear  soon  after  the  onset  of  treatment 
or  may  be  delayed  for  as  long  as  three  weeks.  The  inci- 
dence of  this  type  of  urticarial  rash  from  ampicillin  is  no 
more  common  than  with  other  penicillins.  Second,  and 
much  more  commonly,  an  erythematous,  dull  red,  macu- 
lar or  maculopapular  rash,  less  irritant  than  urticaria, 
develops.  It  starts  most  commonly  on  the  extensor  as- 
pects of  the  limbs  with  accentuation  over  elbows  and 
knees  and  spreads  symmetrically  to  most  parts  of  the 
body.  The  rash  may  appear  as  early  as  the  first  day  of 
treatment,  but  usually  between  five  to  fourteen  days; 
thus  it  is  often  first  noted  after  ampicillin  therapy  has 
been  stopped.  Mild  rashes  clear  within  a few  days,  but 
more  severe  rashes,  which  are  often  purpuric,  may  last  a 
week  or  more.  Occasionally  slight  fever  is  present. 
Subsequent  courses  of  the  antibiotic  may  not  necessarily 
produce  the  reaction. 

Knudsen  and  coworkers3  and  Hendriksen4  showed 
that  impurities  produced  in  the  manufacturing  process 
of  ampicillin  play  a part  in  the  development  of  an  ampi- 
cillin rash.  It  has  also  been  noted  that  patients  with 
viral  infections  appear  to  develop  a typical  ampicillin 
rash  more  readily  than  those  being  treated  for  a bacteri- 
al infection.  Pullen  et  al.5  reported  a significantly  lower 
incidence  of  rashes  in  patients  who  received  benzylpeni- 
cillin,  an  incidence  similar  to  untreated  patients,  than  in 
patients  who  received  ampicillin. 

In  conclusion,  it  appears  that  an  erythematous  reac- 
tion to  ampicillin  does  not  necessarily  mean  that  a pa- 
tient is  allergic  to  other  penicillins. 

1.  Pevny,  I.:  Treatment  with  other  penicillins  in  proven 

penicillin  allergy,  Deutsche  Med.  Wchnschr.  98:  1597  (Aug.) 
1973. 

2.  Knudsen,  E.  T.:  Ampicillin  and  urticaria,  Brit.  M.  J.  1: 
846(1969). 

3.  Knudsen,  E.  T.,  et  al.:  Reduction  of  incidence  of  ampi- 
cillin rash  by  purification  of  ampicillin,  ibid.  1:  469  (1970). 

4.  Hendriksen,  C.:  Skin  reactions  to  ampicillin,  ibid.  1:  505 
(Feb.)  1972. 

5.  Pullen,  H.,  et  al.:  Hypersensitivity  reactions  to  antibac- 
terial drugs  in  infectious  mononucleosis,  Lancet  2:  1176  (1967). 

I am  treating  an  obese  hypertensive  patient  with 
guanethidine  (Ismelin).  Treatment  with  amphet- 
amine-like drugs  to  control  his  exogenous  obesity  have 
resulted  in  poor  blood-pressure  control.  Which  of  the 
anorectic  drugs  if  any,  do  not  interfere  with  the  activity 
of  guanethidine? 

The  use  of  amphetamine  and  amphetamine-like  drugs 
for  their  anorexiant  effects  as  adjuncts  in  the  manage- 


ment of  obesity  should  be  temporary,  if  at  all.  General- 
ly, amphetamine-like  drugs  should  not  be  prescribed  for 
patients  with  hypertension  because  their  sympathomi- 
metic effect  may  aggravate  hypertension.1  It  is  known 
that  the  therapeutic  effects  of  guanethidine  may  be  se- 
verely antagonized  by  the  concurrent  administration  of 
amphetamine  or  related  drugs.  The  mechanism  by 
which  guanethidine  elicits  its  antihypertensive  effect  is 
related  primarily  to  the  drug’s  ability  to  block  the  re- 
lease of  norepinephrine  from  the  sympathetic  nerve 
endings.  This  blockade  is  dependent  apparently  on  the 
active  transport  of  guanethidine  into  the  nerve  terminal. 
There  is  evidence  to  indicate  that  amphetamines  have  a 
strong  affinity  for  the  same  site  within  the  nerve  ending 
as  occupied  by  guanethidine.  This  affinity  is  sufficient- 
ly great  to  displace  guanethidine.2-3  However,  of  that 
type  anorectic  drug,  fenfluramine  (Pondimin)  apparent- 
ly differs  in  pharmacologic  activity  of  the  amphetamines 
in  that  it  produces  more  central  nervous  system  depres- 
sion than  stimulation.  Further,  fenfluramine  has  been 
reported  to  increase  slightly  the  effects  of  antihyperten- 
sive drugs  such  as  guanethidine,  thus  does  not  appear  to 
aggravate  hypertension.  Fenfluramine  is  not  recom- 
mended in  severely  hypertensive  patients.4-5 

1.  AM  A Drug  Evaluations,  Acton,  Massachusetts,  Publish- 
ing Sciences  Group  Inc.,  1973,  p.  369. 

2.  Evaluation  of  Drug  Interactions,  Washington,  D.C., 
American  Pharmaceutical  Association,  1973,  p.  70. 

3.  Day,  M.  D.,  and  Rand,  M.  J.:  Evidence  for  a competitive 
antagonism  of  guanethidine  by  dexamphetamine,  Brit.  J.  Phar- 
macol. 20:  17  (1963). 

4.  American  Hospital  Formulary  Service,  Washington, 
D.C.,  American  Society  of  Hospital  Pharmacists,  1973,  vol.  28, 

p.  8. 

5.  Fenfluramine — another  appetite  suppressant,  M.  Letter 
15:  33  (Apr.  13)  1973. 

Is  special  vitamin  supplementation  indicated  during 
oral  contraceptive  therapy? 

Several  studies  show  that  oral  contraceptive  therapy 
may  result  in  the  need  for  an  increased  intake  of  certain 
vitamins.  The  mental  depression  sometimes  associated 
with  oral  contraceptives  is  believed  to  be  in  part  due  to 
inhibition  of  the  decarboxylation  of  tryptophan  to  sero- 
tonin. The  supposed  mechanism  is  that  the  estrogen 
component  of  the  contraceptive  induces  a functional  py- 
ridoxine  deficiency  possibly  by  interfering  with  the 
binding  of  pyridoxal  phosphate  to  its  apoenzyme.1  This 
depression  might  be  prevented  or  alleviated  by  the  ad- 
ministration of  supplementary  vitamin  B6.2-3 

Streiff4  and  Roe5  have  both  reported  folate  deficiency 
in  women  using  oral  contraceptives.  Oral  contracep- 
tives interfere  with  dietary  folate  absorption,  and  sup- 
plementary folic  acid  therapy  may  be  required.6  Low- 
serum  B12  levels  were  also  found  in  women  who  were 
taking  oral  contraceptives.7-8 

These  studies  suggest  that  vitamin  B6,  folic  acid,  and 
vitamin  Bi2  may  have  to  be  supplemented  in  women 
who  are  taking  oral  contraceptives  and  not  receiving  suf- 
ficient amounts  of  these  vitamins  in  their  normal  diets. 

1.  Baumblatt,  J.  M.,  and  Winston,  F.:  Pyridoxine  and  the 
pill.  Lancet  1:832(1970). 

2.  Winston,  F.:  Oral  contraceptives,  pyridoxine  and  de- 

pression, Am.  J.  Psychiat.  130:  1217  (Nov.)  1973. 

3.  Adams,  W.  P.,  et  al.:  Effect  of  pyridoxine  hydrochloride 
(vitamin  B6)  upon  depression  associated  with  oral  contracep- 
tion, Lancet  1:  897  (Apr.)  1973. 

4.  Streiff,  R.  R.:  Folate  deficiency  and  oral  contraceptives, 
J.A.M.A.  214:  105  (1970). 

5.  Roe,  D.  A.:  Drug-induced  deficiency  of  B vitamins.  New 
York  State  J.  Med.  71:  2770  (1971). 
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6.  American  Hospital  Formulary  Service,  Washington, 
D.C..  American  Society  of  Hospital  Pharmacists,  1974,  vol.  68, 

p.  12. 

7.  Shojana,  M.  A.:  Effect  of  oral  contraceptives  on  vitamin 
B12  metabolism,  Lancet  2:  932  (1971). 

8.  Wertalik,  F.  L.,  et  al .:  Decreased  serum  B12  levels  with 
oral  contraceptive  use,  J.A.M.A.  221:  1371  (Sept.)  1972. 

Which  is  the  most  effective  topical  sunscreening 
agent  available ? 

There  are  numerous  sunscreening  agents  available  for 
topical  use.  These  products  possess  varying  degrees  of 
effectiveness  as  well  as  advantages  and  disadvantages. 

It  is  generally  accepted  that  the  290-  to  320-NM  (na- 
nometer) ultraviolet  band  causes  virtually  all  sunburns. 
Physical  sunscreens*  (ointments  containing  such  ingre- 
dients as  zinc  oxide  and/or  titanium  oxide),  are  opaque 
to  all  wavelengths  of  light.  They  are  effective  but 
cosmetically  unappealing. 

The  most  popular  sunscreens  that  help  prevent  sun- 
burn are  the  “absorbers,”  which  form  a clear  coat  and 
reduce  the  amount  of  ultraviolet  rays  reaching  the  skin.1 
The  best  among  them  are  those  containing  aminobenzo- 
ic  acidf  which  is  also  known  as  PABA  or  para-amino- 
benzoic  acid,  esters  of  para-aminobenzoate**  (such  as 
amyl  para-dimethylaminobenzoate)  or  glyceryl  para- 
aminobenzoate,  and  benzophenonesft  (dioxybenzone, 
oxvbenzone,  and  sulisobenzone). 

The  most  effective  sunscreening  preparations  of 
PABA  contain  5 per  cent  of  the  chemical  in  55  per  cent 
to  70  per  cent  alcohol.2  Garcia  and  Davis3  indicated 
that  PABA’s  properties  closely  approximate  those  of  the 
ideal  sunscreen  since  its  absorption  is  between  290  and 
320  NM  (maximum  290  NM);  it  is  resistant  to  chemical 
and  photochemical  changes;  it  has  no  apparent  toxicity 
and  has  a very  low  incidence  of  sensitization  and  local 
irritation;  and  it  forms  both  a surface  filter  and  a reser- 
voir within  the  stratum  corneum,  which  makes  it  effec- 
tive even  under  conditions  of  sweating  and  swimming. 
The  chief  disadvantage  of  PABA  is  that  it  may  stain 
clothing  and  skin. 

A study  by  Langer  and  Kligman4  compared  5 per  cent 
PABA  in  55  per  cent  alcohol  and  water  with  emollients 
with  other  brand  sunscreens  containing  esters  of  amino- 
benzoic  acid  as  their  active  ingredients.  The  products 
containing  the  esters  provided  less  complete  protection 
and  were  more  easily  removed  by  sweating  and  swim- 
ming. 

The  benzophenone  sunscreening  agents  are  broad- 
spectrum  sunscreens  and  relatively  nonsensitizing  but 
are  easily  washed  away  by  bathing  and  sweating  In  10 
per  cent  concentration  these  agents  are  especially  effec- 
tive in  protecting  individuals  exposed  to  ultraviolet  bac- 
terocidal  lamps. 

In  conclusion,  it  appears  from  our  search  that  5 per 
cent  PABA-containing  preparations  are  the  most  effec- 
tive and  well-tolerated  sunscreening  agents.  For  maxi- 
mum protection  PABA  preparations  should  be  applied 
one  hour  before  exposure  to  the  sun  and  reapplied  after 
bathing. 

1.  Topical  sun  screening  agents,  M.  Letter  14:  27  (Apr.  14) 
1972. 

* Physical  sunscreen  combination  preparations:  methyl  an- 
thranilate  and  titanium  oxide  (A-Fii),  aminobenzoic  acid,  tita- 
nium dioxide,  and  magnesium  stearate  (Solar  Cream). 

t PABA  sunscreen  preparations  (Pabanol,  PreSun). 

**  Esters  of  aminobenzoic  acid  sunscreen  preparations 
(Block  Out,  Pabafilm,  Sea  and  Ski  I 

ft  Benzophenones  sunscreen  preparations  (Solbar,  Sungard, 
(Jval). 


2.  AMA  Drug  Evaluations,  Acton,  Massachusetts,  Publish- 
ing Sciences  Group  Inc.,  1973,  p.  669. 

3.  Garcia,  R.  L.,  and  Davis,  C.  M.:  PABA,  a more  effective 
sunscreen,  Mil.  Med.  138:  331  (June)  1973. 

4.  Langer,  A.,  and  Kligman,  A.  M.:  Further  sunscreen 

studies  of  aminobenzoic  acid,  Arch.  Dermat.  105:  851  (June) 
1972. 

Which  if  any  of  the  tetracycline  drugs  can  be  used  in 
a patient  with  renal  impairment ? 

Little  and  Bailey1  compared  the  effects  of  five  tetra- 
cycline drugs  on  BUN  (blood  urea  nitrogen)  levels  in  a 
group  of  patients  with  impaired  renal  function  and 
found  that  doxycycline  (Vibramycin),  unlike  tetracy- 
cline, oxytetracycline  (Terramycin),  lymecycline  (not 
marketed  in  the  United  States),  and  demeclocycline 
(Declomycin),  did  not  cause  a rise  in  BUN  levels  in 
these  patients. 

Fabre  et  al.2  reported  that  in  patients  with  renal  im- 
pairment the  excretion  of  tetracycline,  oxytetracycline, 
methacycline  (Rondomycin),  and  rolitetracycline  (Syn- 
tetrin)  is  delayed  and  the  serum  half-life  of  these  prod- 
ucts is  significantly  prolonged.  In  cases  of  anuria  the 
half-life  of  tetracycline  was  reported  to  be  increased  to 
four  to  five  days  instead  of  8.5  hours  which  is  the  half- 
life  in  patients  with  normal  renal  function.  Likewise, 
the  normal  serum  half-life  of  oxytetracycline  in  patients 
with  oliguria  and  anuria  increased  from  9.3  hours  to 
forty-eight  to  sixty-six  hours. 

There  are  conflicting  data  regarding  the  effect  of  mi- 
nocycline (Minocin)  in  patients  with  renal  impairment. 
One  study  reported  that  in  patients  with  a creatinine 
clearance  below  5 ml.  per  minute  the  plasma  half-life  of 
minocycline  increased  from  a normal  of  thirteen  hours 
to  at  least  sixty-eight  hours.3  McHenry  et  al.4  on  the 
other  hand  reported  that  the  half-life  of  minocycline 
was  not  significantly  increased  in  patients  with  severe 
renal  impairment.  However,  the  most  recent  study  by 
George  et  al.5  reported  a significant  increase  in  BUN  in 
patients  with  preexisting  renal  impairment  after  four 
days  of  minocycline  therapy  at  the  recommended  dosage 
and  in  patients  treated  with  a reduced  dosage  of  the 
drug. 

There  have  been  numerous  reports  of  the  use  of  doxy-  ' 
cycline  in  patients  with  impaired  renal  function,  none  of 
which  have  found  significant  increases  in  BUN,  creati- 
nine clearance,  or  increased  serum  levels  of  the  drug.2’6"9 

Based  on  the  available  data  it  is  clear  that  when  a tet- 
racycline is  indicated  in  patients  with  impaired  renal 
function,  doxycycline  is  the  drug  of  choice. 

1.  Little,  P.,  and  Bailey,  R.:  Tetracyclines  and  renal  fail-  j 
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3.  Bernard,  B.,  et  al.:  Clinical  pharmacologic  studies  with 
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7.  Merier,  G.,  et  al.:  Behavior  of  doxycycline  in  renal  in-  I 
sufficiency,  Helvet.  med.  acta  35:  124  (1969). 

8.  Zech,  P.,  and  Traeger,  J.:  Tolerance  of  doxycycline  in 
severe  renal  insufficiency,  Lyon  med.  222:  943  (1969). 

9.  Mahon,  W.,  et  al.:  Studies  on  the  absorption  and  distri-  ■ 
bution  of  doxycycline  in  normal  patients  and  patients  with  se-  ) 
verely  impaired  renal  function,  Canad.  M.  A.  J.,  103:  1031 
(1970). 

I)o  you  have  any  information  concerning  the  value  of 
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procaine  as  a rejuvenation  agent? 

There  are  well  over  100  reports  with  claims  on  behalf 
of  procaine  injections  for  senility  and  associated  degen- 
erative diseases. 

For  about  twenty  years  a Rumanian  preparation  of 
procaine  hydrochloride  (Gerovital  H-3)  has  been  used  in 
Europe  on  geriatric  populations  to  ameliorate  both 
physical  and  mental  problems.  There  have  been  claims 
of  “rementia,”  euphoria,  skin  revitalization,  the  produc- 
tion of  an  anabolic  effect,  restoration  of  failing  endo- 
crine function,  and  so  forth,  following  administration  of 
this  drug.  These  effects  have  not  been  confirmed  by 
workers  in  this  country  or  Canada.1,2 

A recent  study  which  involved  10  senile-arterioscle- 
rotic patients  with  features  of  depression  showed  that 
the  procaine  hydrochloride  preparation  produced  a mild 
euphoriant  effect  which,  however,  was  partly  obscured 
by  the  variability  in  the  clinical  picture  of  dementia. 
The  mechanism  which  most  likely  brings  about  this  ef- 
fect is  a reversible  inhibition  of  monoamine  oxidase,  the 
levels  of  which  have  recently  been  found  to  increase 
with  age.  Clinically,  no  changes  in  orientation,  memory, 
paranoid  ideation,  nor  insight  were  observed.3 

Four  groups  of  British  clinicians  made  a thorough 
study  of  the  claims  of  procaine  for  from  nine  months  to 
a year,  employing  double-blind  techniques  and  an  ade- 
quate number  of  aged  patients  of  both  sexes.  The  con- 
clusion reached  was  that  procaine  used  as  a rejuvenating 
agent  is  unjustified  and  that  the  injections  have  no 
value.4-7 

Many  European  clinicians,  formerly  enthusiastic  ad- 
vocates of  procaine,  now  discovered  that  procaine  alone 
was  not  nearly  as  effective  as  was  procaine  with  a specif- 
ic additive.  The  long  list  of  additives  include;  cortico- 
steroids, androgens,  thyroid,  vitamins,  and  tissue  ex- 
tracts, singly  or  combined.  Unfortunately,  few  agree  as 
to  what  that  additive  should  be. 

In  conclusion,  many  claims  have  been  made  for  pro- 
caine, but  none  have  been  substantiated  by  well-con- 
trolled trials,  and  until  proved  otherwise,  health  practi- 
tioners should  not  pay  too  much  attention  to  these 
claims. 

1.  Verzar,  F.:  Note  on  the  influence  of  procaine  (Novo- 
caine),  para-aminobenzoic  acid  or  diethylethanolamin  on  the 
ageing  of  rats,  Gerontologia  3:  351  (1959). 

2.  Luth,  P.:  A review  of  procaine-therapy  in  elderly  indi- 
viduals, J.  Gerontol.  15;  395  (1960). 

3.  Sahalis,  G.,  et  al. : A trial  of  Gerovital  H-3  in  depression 
during  senility;  Curr.  Ther.  Res.  16:  59  (Jan.)  1974. 

4.  Fee,  S.  R.,  and  Clark,  A.  N.  G.:  Trial  of  procaine  in  aged, 
Brit.  M.  J.  2:  1680(1961). 

5.  Berryman,  J.  A.  W.,  Forbes,  H.  A.  W.,  and  Simpson- 
White.  R.:  Trial  of  procaine  in  old  age  and  chronic  degenera- 
tive disorders,  ibid.  2: 1683  (1961). 

6.  Hirsh,  J.:  Clinical  trial  of  procaine  hydrochloride,  ibid. 
2:  1684  (1961). 

7.  Isaacs,  B.:  Trials  of  procaine  in  aged  patients,  ibid.  1: 
188  (1962). 

What  are  the  latest  recommendations  concerning 
utilizing  isoniazid  for  preventive  therapy? 

The  use  of  isoniazid  with  appropriate  safeguards  must 
be  based  on  a comparison  of  the  benefit  of  preventive 
therapy  with  the  risk  of  hepatic  injury.  Recently,  the 
following  recommendations  were  published  by  the  Cen- 
ter for  Disease  Control*: 

For  positive  tuberculin  reactors  under  thirty-five 

years  of  age,  the  benefit  of  isoniazid  therapy  in  pre- 


venting tuberculosis  clearly  outweighs  the  risk  of  hep- 
atitis, even  in  the  absence  of  additional  risk  factors. 
In  positive  tuberculin  reactors  thirty-five  years  and 
over,  the  risk  of  hepatitis  precludes  the  routine  use  of 
preventive  therapy.  However,  the  presence  of  addi- 
tional risk  factors  may  increase  the  likelihood  of  sub- 
sequent tuberculous  disease  sufficiently  to  warrant  of- 
fering preventive  therapy  regardless  of  age. 

No  significant  changes  were  made  in  the  recommen- 
dations for  preventive  therapy  for  the  following  groups, 
listed  in  order  of  priority: 

A.  Household  members  and  other  close  associates  of 
persons  with  recently  diagnosed  tuberculous  dis- 
ease. 

B.  Positive  tuberculin  reactors  with  findings  on  the 
chest  roentgenogram  consistent  with  nonprogres- 
sive tuberculous  disease,  without  positive  bacte- 
riologic  findings,  and  without  a history  of  ade- 
quate chemotherapy. 

C.  Newly  infected  persons. 

D.  Positive  tuberculin  reactors  in  the  following  spe- 
cial clinical  situations: 

1.  Prolonged  therapy  with  adrenocorticoids. 

2.  Immunosuppressive  therapy. 

3.  Some  hematologic  and  reticuloendothelial 
diseases,  such  as  leukemia  or  Hodgkin’s  dis- 
ease. 

4.  Diabetes  mellitus. 

5.  Silicosis. 

6.  After  gastrectomy. 

Isoniazid  administration  is  contraindicated  in  pa- 
tients who  have  had  previous  isoniazid-associated  he- 
patic injury,  severe  adverse  reactions  to  isoniazid,  acute 
liver  disease  of  any  etiology,  and  pregnancy.  Special 
caution  is  advised,  but  preventive  treatment  is  not  con- 
traindicated in  those  receiving  any  medication  on  a 
long-term  basis,  those  receiving  diphenylhydantoin  (Di- 
lantin), daily  users  of  alcohol,  patients  who  have  pre- 
viously discontinued  isoniazid  because  of  possible  relat- 
ed side-effects,  and  those  who  may  now  have  chronic 
liver  disease. 

The  Center  for  Disease  Control  concluded  that  moni- 
toring by  routine  laboratory  tests  is  not  useful  in  pre- 
dicting hepatic  disease  in  isoniazid  recipients  and  there- 
fore is  not  recommended. 

* Isoniazid-associated  hepatitis:  summary  of  the  report  of 

the  Tuberculosis  Advisory  Committee  and  special  consultants, 
Morbid.  Mortal.  23:  97  (Mar.  16)  1974. 
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Obituaries 


Jacob  Joseph  Altholtz,  M.D.,  of  Brooklyn,  died  on 
April  4 at  the  age  of  sixty-seven.  Dr.  Altholtz  graduated 
in  1931  from  State  University  of  Iowa  College  of  Medi- 
cine. He  was  an  attending  physician  in  general  practice 
at  Unity  Hospital.  Dr.  Altholtz  was  a Fellow  of  the 
American  College  of  Angiology  and  a member  of  the 
American  Geriatrics  Society,  the  New  York  Cardiologi- 
cal Society,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  Webley  Beaven,  M.D.,  of  Sarasota,  Florida,  for- 
merly of  Pittsford,  died  on  March  21  at  the  age  of 
eighty-three.  Dr.  Beaven  graduated  in  1918  from  the 
University  of  Michigan  Medical  School.  Retired,  he 
was  a member  of  the  American  Academy  of  Pediatrics, 
the  Rochester  Academy  of  Medicine,  the  Monroe  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Arthur  Lawton  Bennett,  M.D.,  of  Buffalo,  died  on 
April  13  at  the  age  of  seventy-five.  Dr.  Bennett  gradu- 
ated in  1928  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a Diplomate  of  the  American  Board 
of  Ophthalmology  and  a member  of  the  Pan  American 
Association  of  Ophthalmology,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  Frederick  Bopp,  M.D.,  of  New  York  City,  died 
on  March  28  at  the  age  of  ninety-three.  Dr.  Bopp  grad- 
uated in  1904  from  Columbia  University  College  of  Phy- 
sicians and  Su-geons.  He  was  a consulting  pediatrician 
at  Lenox  Hill  Hospital.  He  had  been  a lecturer  in  pedi- 
atrics at  the  New  York  Polyclinic  and  New  York  Post- 
Graduate  Hospitals.  In  1912  he  organized  the  first  car- 
diac clinic  for  children  and  in  1913  assisted  in  the  orga- 
nization of  the  first  segregated  classes  for  children  with 
heart  disease  at  the  Lenox  Hill  Settlement  House.  Dr. 
Bopp  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Abraham  Braverman,  M.D.,  of  The  Bronx,  died  on 
February  21  at  the  age  of  eighty-one.  Dr.  Braverman 
graduated  in  1916  from  Medico-Chirurgical  College  of 
Philadelphia.  He  was  a member  of  the  American  Acad- 
emy of  Family  Practice,  the  American  Public  Health  As- 
sociation, the  Bronx  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Edward  Brown,  M.D.,  of  Mount  Vernon,  died 
on  January  28  at  the  age  of  sixty-nine.  Dr.  Brown  grad- 
uated in  1932  from  Howard  University  College  of  Medi- 
cine. Retired,  he  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 


State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Edward  Cryst,  M.D.,  of  Buffalo,  died  on  March 
26  at  the  age  of  fifty-six.  Dr.  Cryst  graduated  in  1941 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  a family  practitioner  at  Deaconess  Hospital.  Dr. 
Cryst  was  a member  of  the  American  Academy  of  Fami- 
ly Physicians,  the  American  Geriatrics  Society,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Dorian  Eisenklam,  M.D.,  of  New  York  City,  died  on 
April  3 at  the  age  of  seventy-seven.  Dr.  Eisenklam  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1922.  He  was  a senior  clinical  assistant  physician  (off 
service)  at  The  Mount  Sinai  Hospital.  Dr.  Eisenklam 
was  a Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Kenneth  Felter,  M.D.,  of  Pearl  River,  died  on 
December  26,  1972,  at  the  age  of  seventy-two.  Dr.  Fel- 
ter graduated  in  1924  from  Cornell  University  Medical 
College.  He  was  an  emeritus  surgeon  at  French  and 
Polyclinic  Medical  School  and  Health  Center.  Dr.  Fel- 
ter was  a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edward  M.  Garment,  M.D.,  of  Tarrytown,  died  on 
March  15  at  the  age  of  sixty-eight.  Dr.  Garment  gradu- 
ated in  1930  from  Long  Island  College  Hospital.  Dr. 
Garment  was  a Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  American  Thoracic  So- 
ciety. 

Abner  H.  Greene,  M.D.,  of  Copiague,  died  on  April  3 at 
the  age  of  sixty.  Dr.  Greene  graduated  in  1939  from 
New  York  Medical  College.  He  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Herbert  H.  Gutstein,  M.D.,  of  New  York  City,  died  on 
March  30  at  the  age  of  seventy-nine.  Dr.  Gutstein  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1919.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Thomas  Francis  Howley,  M.D.,  of  New  York  City, 
died  on  April  16  at  the  age  of  seventy-one.  Dr.  Howley 
graduated  in  1927  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  chief  emeritus  urolo- 
gist at  St.  Vincent’s  Hospital  and  Medical  Center  of 
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New  York  and  a consulting  urologist  at  St.  Joseph's 
Hospital  (Yonkers).  Dr.  Howley  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American 

I Urological  Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Jean  Kaplan,  M.D.,  of  New  York  City,  died  on 
November  11,  1973,  at  the  age  of  ninety-four.  Dr. 
Kaplan  graduated  in  1904  from  Long  Island  College 
Hospital.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  Victor  King,  M.D.,  of  Rye,  died  on  February  23 
at  the  age  of  sixty-four.  Dr.  King  graduated  in  1935 
from  Washington  University  School  of  Medicine,  St. 
Louis.  He  was  a member  of  the  Westchester  Academy 
of  Medicine,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Carl  Benedict  Mischka,  M.D.,  of  Buffalo,  died  on 
April  7 at  the  age  of  forty-nine.  Dr.  Mischka  graduated 
in  1946  from  the  University  of  Buffalo  School  of  Medi- 
, cine.  He  was  an  assistant  attending  anesthesiologist  at 
Buffalo  General  Hospital  and  a clinical  assistant  anes- 
thesiologist at  Children’s  Hospital.  Dr.  Mischka  was  a 
member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  Buffalo  Academy  of  Medicine,  the  New  York 
State  Society  of  Anesthesiologists,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Maurice  Pachter,  M.D.,  of  Flushing  and  Fresh  Mead- 
ows, died  on  April  2 at  the  age  of  sixty-eight.  Dr. 
Pachter  received  his  medical  degree  from  the  University 
of  Paris  in  1936.  He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Albert  Emil  Paganini,  M.D.,  of  Bay  Shore,  died  on 
April  3 at  the  age  of  fifty-four.  Dr.  Paganini  graduated 
in  1944  from  Georgetown  University  School  of  Medi- 
cine. He  was  deputy  director  of  psychiatry  at  Pilgrim 
State  Hospital  (West  Brentwood)  and  an  associate  at- 
tending psychiatrist  at  Good  Samaritan  Hospital  (West 
Islip).  Dr.  Paganini  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Radovan  A.  Pavelic,  M.D.,  of  New  York  City,  died  on 
March  12  at  the  age  of  sixty-two.  Dr.  Pavelic  received 
his  medical  degree  from  the  University  of  Zagreb  in 
1936.  He  was  an  assistant  attending  otolaryngologist  at 
Bellevue  and  University  Hospitals  and  an  attending  oto- 
laryngologist at  New  York  City  Veterans  Administra- 
tion Hospital  and  an  associate  otolaryngologist  at  Co- 
lumbus Hospital. 


John  Winthrop  Pennock,  M.D.,  of  Syracuse,  died  on 
December  26,  1973,  at  the  age  of  seventy-nine.  Dr.  Pen- 
nock graduated  in  1924  from  Harvard  University  Medi- 
cal School.  He  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  Syracuse  Academy 
of  Medicine,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Lawrence  Pfeifer,  M.D.,  of  Brooklyn,  died  on 
April  19  at  the  age  of  eighty-two.  Dr.  Pfeifer  graduated 
in  1914  from  Long  Island  College  Hospital.  He  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hyman  Poritz,  M.D.,  of  Staten  Island,  died  on  April  5 
at  the  age  of  sixty-six.  Dr.  Poritz  graduated  in  1935 
from  the  University  of  St.  Andrews  Conjoint  Medical 
School,  St.  Andrews  and  Dundee.  He  was  a clinical  as- 
sistant physician  at  St.  Vincent’s  Medical  Center  of 
Richmond  and  at  St.  Vincent’s  Medical  Center  of  Rich- 
mond Outpatient  Department  and  at  Staten  Island 
Hospital  and  Staten  Island  Hospital  Outpatient  Depart- 
ment. Dr.  Poritz  was  a member  of  the  American  Acade- 
my of  Family  Practice,  the  New  York  Cardiological  So- 
ciety, the  Richmond  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sandu  Rab,  M.D.,  of  New  York  City,  died  on  March  1 
at  the  age  of  eighty.  Dr.  Rab  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1920.  He  was  a 
senior  clinical  assistant  physician  at  The  Mount  Sinai 
Hospital.  Dr.  Rab  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Carl  Ferdinand  Runge,  M.D.,  of  Schenectady,  died  on 
April  1 at  the  age  of  sixty-seven.  Dr.  Runge  graduated 
in  1932  from  Albany  Medical  College.  He  was  an  at- 
tending surgeon  and  chief  of  emergency  at  Ellis  Hospital 
and  a consulting  surgeon  at  St.  Clare’s  Hospital  and 
Sunnyview  Hospital  and  Rehabilitation  Center.  Dr. 
Runge  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Schenectady  County  Medical  Soci- 
ety (and  a former  president),  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Arthur  Schmidt,  M.D.,  of  Johnson  City,  died 
on  April  7 at  the  age  of  fifty-two.  Dr.  Schmidt  gradu- 
ated in  1950  from  the  University  of  Cape  Town  Faculty 
of  Medicine.  He  was  director  of  physical  medicine  and 
rehabilitation  at  the  Charles  S.  Wilson  Memorial  Hospi- 
tal. Dr.  Schmidt  was  a Diplomate  of  the  American 
Board  of  Physical  Medicine  and  Rehabilitation  and  a 
member  of  the  American  Academy  of  Physical  Medicine 
and  Rehabilitation,  the  Broome  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ivorite  L.  Scruggs,  M.D.,  of  Buffalo,  died  on  April  6 at 
the  age  of  eighty-three.  Dr.  Scruggs  graduated  in  1919 
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from  Howard  University  College  of  Medicine.  Dr. 
Scruggs  was  a member  of  the  Erie  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edmund  Lester  Shlevin,  M.D.,  of  Brooklyn,  died  on 
March  30  at  the  age  of  seventy-eight.  Dr.  Shlevin  grad- 
uated in  1919  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  a consulting  physician  in 
medicine  at  Jewish  Hospital  of  Brooklyn.  Dr.  Shlevin 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  New  York  Academy  of  Med- 
icine, the  Clinical  Society,  New  York  Diabetes  Associa- 
tion, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  A.  Sportiello,  M.D.,  of  Staten  Island,  died  on 
April  14  at  the  age  of  sixty-five.  Dr.  Sportiello  received 
his  medical  degree  from  the  University  of  Siena  in  1938. 
He  was  an  assistant  attending  obstetrician  and  gynecol- 
ogist at  St.  Vincent’s  Medical  Center  of  Richmond  and 
an  attending  general  practitioner  at  Doctors’  Hospital  of 
Staten  Island.  Dr.  Sportiello  was  a member  of  the 
Richmond  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Irwin  I.  Spritzer,  M.D.,  of  Albany,  died  on  April  4. 
Dr.  Spritzer  graduated  in  1933  from  University  and  Bel- 
levue Hospital  Medical  College.  He  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a Fellow 
of  the  American  College  of  Physicians. 

Alfred  Stillman,  2nd,  M.D.,  of  New  York  City,  died  on 
April  8 at  the  age  of  ninety-three.  Dr.  Stillman  gradu- 
ated in  1907  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a retired  chief  of  surgery  at 
The  Roosevelt  Hospital.  Dr.  Stillman  was  a Fellow  of 
the  American  College  of  Surgeons  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Lester  J.  Unger,  M.D.,  of  New  York  City,  died  on 
April  8 at  the  age  of  eighty-five.  Dr.  Unger  graduated 
in  1913  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  honorary  member  of  the  staff 

Correction 

In  the  May  issue  of  the  Journal  on  page  774,  it  was  in- 
correctly stated  that  Mathew  H.  M.  Lee,  M.D.,  was  pres- 
ident of  the  medical  board  at  Goldwater  Memorial  Hos- 
pital. Adolph  R.  Berger,  M.D.,  is  the  president  of  the 
medical  board.  The  Journal  apologizes  for  this  mis- 
statement. 

State  medical  society  moves 

I he  South  Dakota  State  Medical  Association  moved 
on  June  I,  1974,  to  608  West  Avenue,  North,  Sioux 
Falls,  South  Dakota  57104.  Also  at  this  address  are: 
South  Dakota  Journal  of  Medicine , South  Dakota  State 


at  St.  Clare’s  Hospital,  a consulting  hematologist  at 
French  and  Polyclinic  Medical  School  and  Health  Cen- 
ter, and  a consultant  to  the  laboratories  at  the  Hospital 
for  Joint  Diseases.  Dr.  Unger  was  a Fellow  of  the  Col- 
lege of  American  Pathologists  and  a member  of  the 
American  Association  of  Immunologists,  the  New  York 
State  Society  of  Pathologists,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Lewis  C.  Wagner,  M.D.,  of  New  York  City,  died  on 
April  14  at  the  age  of  seventy-eight.  Dr.  Wagner  gradu- 
ated in  1920  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  an  honorary  emeritus  orthopedic 
surgeon  at  the  Hospital  for  Special  Surgery.  Dr.  Wag- 
ner was  a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  American  Orthopaedic  Asso- 
ciation, the  New  York  Academy  of  Medicine,  the  New 
York  Pathological  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  L.  Warner,  M.D.,  of  Utica,  died  on  April  3 at 
the  age  of  eighty-three.  Dr.  Warner  graduated  in  1923 
from  Queens  University  Faculty  of  Medicine,  Ontario. 
He  was  a Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leopold  Windner,  M.D.,  of  Charlotte,  North  Carolina, 
formerly  of  Brooklyn,  died  on  March  20  at  the  age  of 
ninety-six.  Dr.  Windner  received  his  medical  degree 
from  the  University  of  Vienna  in  1902.  Retired,  he  was 
a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Saul  Zavell,  M.D.,  of  Hicksville  and  Baldwin,  died  on 
March  18  at  the  age  of  sixty-four.  Dr.  Zavell  received 
his  medical  degree  from  the  University  of  Geneva  in 
1934.  He  was  a clinical  assistant  ophthalmologic  sur- 
geon at  City  Hospital  Center  at  Elmhurst.  Dr.  Zavell 
was  a member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Board  of  Medical  and  Osteopathic  Examiners,  and  the 
South  Dakota  Foundation  for  Medical  Care. 

Brooklyn  doctors’  symphony 

The  Brooklyn  Doctors’  Symphony  presented  a spring 
concert  on  Wednesday,  April  24,  1974,  in  the  auditorium 
of  the  nurses’  residence,  Kings  County  Hospital  Center 
Brooklyn,  New  York,  to  benefit  the  student  nurses 
scholarship  fund.  The  program  was  varied,  consisting, 
of  classical,  semi-classical,  and  chamber  music,  and  Dix 
ieland  selections.  Both  the  brass  ensemble  and  Dixie 
land  group  are  most  unique  as  established  units  of  < 
symphony  orchestra  and  participants  during  a regular 
concert. 
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ANNUAL 
CONVENTION 

Medical  Society  of  the  State  of  New  York 

MARCH  9 through  13,  1975 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM.  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  MARCH  9 through  WEDNESDAY,  MARCH  12 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  July  31,  1974 

Scientific  Exhibits 

i 

i I 

Requests  for  scientific  exhibit  space  should  be  addressed  to 
Thomas  S.  Bumbalo,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 

Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
"4  theatre  at  the  convention  should  be  addressed  to  James 

J.  Quinlivan,  M . D. , Chairman,  Motion  Picture  Subcommittee 
r:  of  the  Convention  Committee  at  the  address  given  below. 

*m. 

X • 

is-  | 

Address  all  communications  to  the  chairman 

if  ■ ■ 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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On  four  continents,  the  men  and  women 
of  Project  HOPE  have  left  behind 
the  legacy  of  HOPE  — 
a legacy  of  better  health 
through  medical  teaching  and  treatment. 


Help  HOPE  reach  out. 


PROJECT 


Dept.  A,  Washington,  D C.  20007 
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Index  to  Advertised  Products 


Anorectics 

Pondimin  (A.  H.  Robins  Company) 1319,  1320,  1321 

Antacids 

Camalox  (William  H.  Rorer) 1327 

Antibiotics 

Kefzol  (Eli  Lilly  & Company) 1360 

Trobicin  (Upjohn  Company) 1394,  1395 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 1348,  1349 

Automobile  leasing 

Waldorf  Auto  Leasing  1493 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Cerebrovascular  dilators 

Menic  (Geriatric  Pharmaceutical  Corp.) 1425 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 1358,  1359 


Mood  elevators 

Tofranil  (Geigy  Pharmaceuticals) 1338,  1339,  1340 


Multivitamins 

B-C-Bid  (Geriatric  Pharmaceutical  Corp.) 1325 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 1330,  1331 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 1365 

Sedative  non-barbiturates 


Dalmane  (Roche  Laboratories) 3rd  & 4th  covers 


Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 1323 

Tranquilizers 

Librium  (Roche  Laboratories) 1346,  1347 


Valium  (Roche  Laboratories) 1354,  1355,  1356 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 1342,  1343 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 


Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040. 


Old  Address 


Name. 


Please  Print 


New  Address 

( Send  Journal  Number 
here) 


Street 


City 


State 


Zip  Code 


Effective  Date. 
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PHYSICIAN 

The  National  Security  Agency,  located 
midway  between  Washington  and  Balti- 
more now  has  an  opening  for  a Board 
eligible  licensed  physician.  If  you  are 
a U.S.  citizen  and  have  completed  at 
least  one  year  internship,  join  us  at  our 
well  equipped  and  staffed  facilities. 
Experience  in  dispensary  sick  call  func- 
tions is  desirable  but  not  mandatory. 
Enjoy  fringe  benefits  associated  with 
Federal  employment,  such  as  a 40  hour 
work  week.  Salary  from  $26,000  to 
$31,000  commensurate  with  experience. 
For  more  information  write  or  call 
collect  Mr.  Clyde  R.  Marton,  (301) 
796-6161  or  send  resume  to: 

NATIONAL  SECURITY 
AGENCY 

Ft.  George  G.  Meade, 
Maryland  20755 
Attn:  M-321 

An  Equal  Opportunity  Employer  M/F 


INDUSTRIAL 

PHYSICIAN 

Pratt  and  Whitney  Aircraft,  largest  employer 
in  New  England,  has  an  opening  in  its  Medi- 
cal Department  for  an  Industrial  Physician. 
Responsibilities  include  examination  of  new 
and  existing  employees  to  determine  physi- 
cal and  mental  suitability  for  employment 
and  treatment  of  occupational  injury  and 
disease  resulting  from  this  employment. 

The  Medical  Department  totals  approxi- 
mately 77  employees.  Support  personnel 
are  available  in  Safety  Engineering,  Indus- 
trial Hygiene  and  Health  Physics.  Candi- 
dates must  possess  a valid  state  license  (or 
be  suitable  for  Connecticut  reciprocity)  and 
qualify  for  a narcotic  license. 

All  inquires  will  be  handled  in  complete 
professional  confidence.  Please  forward 
your  resume  (including  salary  require- 
ments) to  Mr.  H.  M.  Heldmann,  Profes- 
sional Placement,  Office  125,  Pratt  & Whit- 
ney Aircraft,  East  Hartford,  Conn.  06108. 


Pratt  & ,i| 

Whitney  WV«ON  OR  UNITtp  AlffCRMT  COW*. 

Aircraft  R» 




An  Equal  Opportunity  Employer  Male  & Female 
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PHYSICIANS  WANTED 


WANTED:  ANESTHESIOLOGIST  CERTIFIED  OR  BOARD  ELIGIB1 
N.Y.  State  licensed  and  keenly  interested  in  inhalation  therapy  for  lai 
metropolitan  hospital  N.Y.  City  with  medical  school  affiliation.  Minim 
guarantee  for  six  months  and  then  full  partnership.  Dept.  398,  c/o  NYSJM 


FULL-TIME  DIRECTOR  OF  PROFESSIONAL  SERVICES  EXPERIENC 
in  community  hospital  affairs,  to  assume  chief  of  staff  leadership  in  manag 
education,  staff  development,  in  a 204-bed,  acute,  general  hospital.  M 
have  outstanding  record  of  achievement  in  his  field.  Dept.  399,  c/o  NYSJN 


TWO  PRIMARY  PHYSICIANS  TO  FORM  NEW,  THREE-PHYSICI 
group  practice  with  local  physician,  in  new  $!2  million  ambulatory  care  < 
ter  at  Pulaski,  N.Y.  Medical  center  now  under  construction.  Eventur 
five-man  group  planned,  hospital  privileges,  family  practice  faculty  appo 
ments,  guaranteed  income  with  liberal  fringe  benefits.  Opportunity  to 
your  own  profitable  practice  under  sponsorship  of  local  non-profit  organizat 
Project  has  brought  community  and  health  planning  agency  support.  C 
munity  offers  healthful  atmosphere,  excellent  school  system,  recreation 
proximity  to  several  large  cities  over  excellent  road  system  (one-half  hour  a 
age  travel  time  to  Syracuse,  N.Y.).  Please  contact  Hugh  McChesney,  M, 
7414  James  St.,  Pulaski,  N.Y.  13142,  or  Mr.  Ted  Prescott,  Sandv  Creek,  I] 
13145,  or  call  collect  (315)  293-2911,  or  387-3441, 


OPHTHALMOLOGIST.  PART-TIME;  STATEN  ISLAND  MEDF 
Group.  Please  call  9 to  5;  Mrs.  Lucy  Koch,  (212)  442-6387. 


OTOLARYNGOLOGIST  WANTED:  CORTLAND,  NEW  YORK  IS  LOS 
one  of  its  two  otolaryngologists.  Office  available  in  new  medical  buili 
A college  community  surrounded  by  many  lakes,  skiing  areas,  good  hut 
and  fishing.  Excellent  hospital  with  an  active,  well  rounded  staff.  Con 
S.  R.  Mason,  M.D.,  6 Euclid  Ave.,  Cortland,  N.Y.  13045.  Phone:  (607) 
7696. 


PHYSIATRIST,  BOARD  CERTIFIED  OR  ELIGIBLE.  PROGRESSIVE, 
bed  community  teaching  hospital  seeks  innovative  Director  of  Physical  IS 
cine  for  established  department  with  strong  out-patient  component, 
physical  therapy  facilities,  and  100-bed  ECF  addition  now  under  construi 
Pleasant  Upstate  New  York  community  of  250,000  with  local  university, 
family  environment;  good  schools  and  excellent  travel  connections.  Co 
R.  A.  Donovan.  Asst.  Administrator,  Wilson  Memorial  Hospital,  Johnson 
N.Y. 13790. 


GENERAL  PRACTITIONER.  FOR  VILLAGE  OF  2,000  AND  GROWIN 
miles  from  NYC,  and  1 1 miles  from  three  hospitals.  Call  Village  Clerk  f, 
pointment,  Village  of  Mavbrook,  New  York.  (914)  427-2717. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE,  FOR  EXPANDING, 
gressive  general  hospital  in  Upstate  New  York.  All  facilities  for  infe 
diseases,  radio-isotopes,  pulmonary  function  and  cardiology,  including  C 
Full  time  staff  of  Board  certified  general  and  urological  surgeons,  radi< 
and  pathologists.  Possible  medical  school  affiliation  within  commutin 
tance.  Salary  or  guaranteed  minimum  net  income  negotiable.  Pleasan 
dential  community  with  expanding  college.  Send  resume  and  referen 
Administrator,  Community  Hospital  of  Schoharie  County,  Inc.,  Cobl 
N.Y.  12043. 


URGENT  NEED  FOR  WELL-TRAINED,  EXPERIENCED  MEDICAL 
tor  with  general  practice  training.  Mv  associate  for  twelve  years  is  lea' 
persue  specialty.  We  have  a clinic-type  practice  with  a state  licensed  1 1 
tory  technologist,  and  X-ray  facilities;  a 200  bed  hospital  within  a half  I 
and  L hour’s  drive  from  the  Upstate  Medical  Center  at  Syracuse.  CcJ 
is  a friendly  community  noted  for  its  beautiful  dairy  country  and  ski  c{ 
plus  summer  recreation  facilities  at  nearby  Finger  Lakes.  Call 
Donald  R.  Gibbs,  M.I).  (607)  756-9941. 


GENERAL  PRACTITIONER  & PEDIATRICIAN:  TOWN  OF  SODl  0! 
Lake  Ontario.  Finger  Lakes  region.  61-bed  community  hospital.  AsscIH 
with  large,  urban  medical  center  30  miles  away.  Guarantee,  free  office® 
available  first  year.  Excellent  schools,  boating,  golfing.  For  additiol*| 
formation,  call  James  Galloway  (315)  589-8994. 
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•VSICIANS  WANTED— CONT  D 

I 


ERNIST  AND/OR  NEUROLOGIST.  ALLERGIST  OR  RHEUMATOLO 
1ST.  Quality  medical  practice  group  in  Southwestern  New  York  State 
eds  these  men.  Wormer  Medical  Center,  Portville,  N.Y.  14770.  Tel.: 
16)  933-8746. 


1-FULL  TIME;  1-HALF  TIME 


Prestigious  upper  Manhattan  medical  center  with  comprehensive 
Alcoholism  Treatment  center  consisting  of  an  inpatient  service, 
2 outpatient  clinics  and  a halfway  house.  N.Y.  State  license 
required.  Salary  negotiable.  Liberal  benefits  package. 

Send  resume  to  Dept.  418,  c/o  NYSJM 

An  equal  opportunity  employer 


iCTICES  AVAILABLE 


; ILABLE:  ESTABLISHED  ORTHOPEDIC  PRACTICE  IN  QUEENS 

unty.  New  York  City.  Retiring  from  practice.  Spacious  office  has  X-ray. 

I physiotherapy  equipment.  Good  income  practically  assured  from  start. 

II  Mon.,  Thurs.,  or  Friday  mornings  (212)  JA  6-2174. 


LEE  TODD  INC. 

“SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028 
(Mailing  address  only) 

(212)  RH  4-3615-3466 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions. 


IITIONS  WANTED 


JMETRIST  DESIRES  EMPLOYMENT  WITH  OPHTHALMOLOGIST 
where  in  New  York  State  orConnecticut.  Extensive  refraction  and  contact 
5 experience.  Contact  Dept . 393,  c/o  NYSJM . 


. ’ERSITY  TRAINED  ANESTHESIOLOGIST,  BOARD  CERTIFIED, 
licensed,  available  for  part  time  weekends  or  nights,  or  full  time  in  Long 
tnd  (preferably),  or  in  metropolitan  area.  Dept.  415,  c/o  NYSJM. 


ll 

CATION  WANTED.  SURGICAL  ASSISTANT.  F.M.G..  EXPERIENCED 
teral  surgeon,  F.R.C.S  Will  mainly  assist  in  surgery  for  busy  group  of  sur- 
uns  or  surgeon.  Will  take  pre  post -operative  care.  Will  bill  patients  for  as- 
tance.  Willing  to  work  for  G.P.  or  E.R.  part  time.  Licensed  N.Y.,  Pa.,  Tex. 
ipt.  416,  c/o  NYSJM. 


TION  WANTED:  REGISTERED  PHYSICIAN  S ASSOCIATE.  BOARD 
,sed,  wishes  to  work  in  private  practice,  clinic  or  similar  setting,  but  will 
isider  all  offers.  Prefer  New  York  City  or  Westchester  County.  Resume 
I references  supplied  upon  request.  Available  for  interview.  Phone  (212) 
-8020  (days)  or  (212)  367-4021  (eves).  Leonard  Coby,  3410A  Paul  Ave.. 
rnx,  N.Y.  i0468. 


SCELLANEOUS 


-S  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC- 
isful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
tails.  Crane  Discount  Corp.,  251  W.  42nd  St..  New  York.  N.  Y.  10036. 
>5-2943. 

4 


The  PAGE  and  WILLIAM  BLACK 
POST-GRADUATE  SCHOOL  of  MEDICINE 

MOUNT  SINAI  SCHOOL  OF  MEDICINE 
(CUNY) 

THE  SERGEI  FEITELBERG  COURSE 
IN  NUCLEAR  MEDICINE 

STANLEY  J.  GOLDSMITH,  M.D. 
and  Faculty 

September  23,  1974  through  May  12,  1975 
(excluding  December  2,  23,  30,  1974  & 
February  17,  1975) 

Mondays,  3:00  PM  to  5:00  PM  (30  Sessions) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 
New  York,  New  York  10029 

FEE:  $400. 

APPLY  TO:  Registrar,  The  Page  and  William  Black  Post-Grad- 
uate School  of  Medicine,  Mount  Sinai  School  of  Medicine,  Fifth 
Avenue  and  100th  Street,  New  York,  N.Y.  10029.  Telephone 
(212)  650-6737. 


NUAL  OF  ROUTINE  ORDERS  FOR  MEDICAL  AND  SURGICAL 
lergencies.  New  concept  in  treatment  of  emergencies.  Avoid  malpractice 
ts.  Warren  Green  Inc.,  10  South  Brentwood  Blvd.,  St.  Louis,  Missouri 

05. 


YOU  PREPARED  FOR  1974?  LOOK  FOR  MORE  INFLATION— GOV- 
ment  controls — high  gold  prices — higher  silver  prices — chaotic  stock 
rket — severe  case  of  inflationary  recession.  Invest  now  in  hard  assets, 
sently  building  coin  investment  portfolios.  Will  advise  what  to  buy  and 
;n  to  sell.  Vincent  lacobelli,  M.D.,  5 David  Court.  Port  Jefferson,  N.Y. 
77. 


Nationwide  Medical  Placement  Specialists 
Serving  the  Health-Care  Industry. 

Physicians  Administrators  Nurses 

Technicians  Secretaries  Med  Assts 


forecast 


PERSONN’EL,  INC.  280  Madison  Avenue,  New  York,  N.Y.  10016  (212)  532-8001 
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GRACIE  SQUARE  VIC-MANHATTAN 

1701  York  Avenue  & East  89  Street 

Professional  Offices,  2,000  sq.  ft.  Prestigious  residential 
building,  Private  street  entrance,  attended  garage  in  build- 
ing, A/C,  will  alter  to  suit. 

Call  212-427-5555  10:00  a.m.-6:00  p.m. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SPACE  AVAILABLE,  1500  SQ.  FT.  NEW,  BRICK  BUILDING; 
A/C;  elevator.  Opposite  village  hall,  Freeport,  L.I.  (516)378-4949. 


FIFTH  AVENUE  AND  69TH  STREET  OFFICE  TO  SHARE  FULL  OR  PART 
time.  Suitable  for  psychiatrist  or  other.  For  information,  call:  (212)  288- 
5411. 


SKI  HUNTER  MOUNTAIN.  A NEW  CHALET,  LOCATED  IN  A 4-SEASON 
private  recreational  community.  Includes  4 bedrooms,  2 baths,  fireplace,  full 
carpeting  and  appliances.  3/4  acres  lot,  with  adjacent  acreage.  Private 
tennis  and  heated  pool.  Price  $43,500.  Also  a building  lot,  including  adjacent 
acreage  plus  pool  and  tennis  $12,500.  Call  weekdays  (212)  746-8530;  week- 
ends (914)  688-5525. 


PORT  JEFFERSON.  LEASE,  WITH  OPTION  TO  BUY,  ALL  OR  PART  OF 
your  own  building  and  land,  in  new  Medical  Arts  Office  Park.  Ten,  4,000  sq. 
ft.,  one  story,  brick  colonial  building.  Each  includes;  separate  paved  park- 
ing lot,  landscaping,  individually  controlled  heat  and  air  conditioning,  all 
suite  interiors  completely  finished.  No  cash  required.  One  mile  to  Mather 
Memorial  and  St.  Charles  Hospitals.  Six  miles  to  Stony  Brook  Univ. 
Occupancy  7/1/74.  All  inquiries  invited.  Owner/builder.  Murray  Adler, 
days  (516)  588-4499;  eves  (516)  473-4067. 


REAL  ESTATE  & OFFICE  FOR  SALE,  DUE  TO  SUDDEN  ILLNESS.  A 
very  large  practice  with  a beautiful,  modern  hospital  nearby.  Excellent  op- 
portunity for  young  doctor;  an  excellent  paying  community  near  a large  city; 
excellent  schools  and  churches  of  all  denominations.  The  community  is  of 
Dutch  background.  Dept.  408,  c/o  NYSJM. 


WEST  HEMPSTEAD,  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE: 
Six  room  house,  3 bedrooms,  fireplace,  fully  carpeted,  washer,  dryer,  freezer, 
refrigerator,  double  garage;  excellent  location;  fully  landscaped;  near  park- 
ways hospitals,  schools,  shopping.  Five  room  office:  100  M.A.  X-ray,  furni- 
ture, etc.;  excellent  for  group  or  any  profession.  Large  Medicare  practice 
available.  Call  after  7 p m.  (516)  483-7035,  or  FR4-1552 


PROFESSIONAL  HOUSE  FOR  SALE:  BELLEROSE,  QUEENS,  2 MILES 
from  LIJ  complex.  Office:  Corner  house  4'2  room  office  on  lower  level; 

separate  entrance;  recently  remodeled  with  lab.  House:  6'2  rooms,  2 

baths  on  first  floor;  3‘i  room  full  apartment  on  second  floor-garage,  2 
zone  heat,  central  A/C.  Call  (212)  FI  7-8337. 


STATEN  ISLAND,  N Y ADJACENT  TO  THE  RICHMOND  COUNTY 
Country  Club.  Small  mansion,  excellent  condition,  suitable  for  gracious 
living  and/or  home-office  combination  One  acre  landscaped  plot  with  view. 
Asking  about  h replacement  value.  Call  (212)  748-1858,  or  (212)  EL  1-1660 


CORAM.  LONG  ISLAND:  CORNER  PROFESSIONAL  HOME-OFFICE. 

Five  room  office,  220  volt  line,  6 moms  rc  idential,  baths,  central  air  condi- 
tioning; professionally  landscaped;  intercom  full  appliances;  oversized  2-car 
garage;  sun  deck;  sunken  patio,  pin  many  other  extra  Growing  area  urgent- 
ly needs  M.D.  $59,996  firm.  Dept.  414,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


OFFICE  SPACE  FOR  PSYCHIATRISTS  OR  PSYCHOTHERAPISTS 
psychiatric  suites.  Fully  carpeted  and  air  conditioned.  Full  or  part 
rental  available  at  two  central  locations  in  White  Plains  and  Mt.  K 
Phone:  S.  O.  Juter,  M.D.  (914)  241-2540,  or  946-0199. 


LAWRENCE  (NASSAU):  BRAND  NEW,  IDEAL  PROFESSIONAL,  Bl 
tiful  high  ranch;  5 bedrooms,  3 baths,  2-car  garage.  Country  Club  privi: 
Oversized  corner  lot.  Asking  $89,900.  Excellent  terms  or  will  rent.  I 
away  Tpk.  & Broadway.  Builder  (212)  GR  1-9394  or  (516)  371-0506. 


THE  DOCTORS  BUILDING,  JAMAICA,  L.I.  SPACE  FOR  RENT  W 
well  established  practitioners  possessing  large  volume  practice.  Opporti 
for  sharing  practice  in  Medicaid,  Medicare  and  private,  with  internists,  pi 
tricians  and  other  medical  specialists.  168-20  Jamaica  Ave.  (212)  RE  9-2 


MAMARONECK,  SHORE  ACRES,  SERENE  PARK-LIKE  SETT: 
Gracious  Mediterranean  villa;  4 bedrooms,  S baths,  family  room,  firep 
den,  large  modern  kitchen,  2 terraces,  private  club  with  beach,  pool  & boa 
professionally  landscaped  grounds.  $139,500.  Owner  (914)  381-2429. 


PROFESSIONAL  PROPERTY,  SUFFOLK  COUNTY,  LONG  ISLAND, 
Greatest  population  growth  in  country.  Corner  plot,  one  acre  +;  2( 
frontage  on  major  New  York  State  Road,  Route  111.  Zoned  for  profes  I 
building,  medical  center;  excellent  site.  .Asking  price  $125,000.  Owner 
484-1234,  or  write  Dept.  417,  c/o  NYSJM. 


CONTEMPORARY  TWO-STORY  OFFICE  BUILDING  WITH  2,200  S' 
(in  Wading  River,  N.Y.)  available  for  rent  (will  divide  to  suit);  ample  p: 
air  conditioning;  located  in  beautiful  area  with  view  of  duck  ponds.  F 
tion  3,000.  Doctors  urgently  needed,  preferably  pediatricians,  genera 
titioners.  Presently  occupied  by  dentist,  lawyer,  and  builder.  Call  ’ 
Barnes  (516)  929-4075. 


KILLINGTON,  VT.:  PRIME  ONE  ACRE,  BEAUTIFULLY  WOODEI  ,0 
overlooking  ski  slopes.  Choice  location  for  all  year  round  residency.  5. 
taxes  yearlv.  Write:  Dr.  B.  Popovich,  10  Old  Mamaroneck  Rd.,  h< 

Plains,  N.Y.  10605,  or  (914)  948-0050. 


LUXURY  LAKEFRONT  CONTEMPORARY  HOME;  200  FT.  PRIME  d 
front  on  beautiful  Greenwood  Lake;  exceptionally  designed  home,  i*l 
park-like  grounds,  fully  furnished  & equipped.  Ask  for  Raynor  B:hu 
:971C,  Wilfred  L.  Raynor,  Inc.,  Realtors,  26  Main  St.,  Warwick,  N.Y  (91 
986-1151. 


FOR  SALE:  HOME  & OFFICE.  FULLY  EQUIPPED  FOR  G.P.  OR  T 
nist.  X-ray,  laboratory  facilities.  Secretary  is  licensed  X-ray  tec  licit 
Office  entirely  separate  from  home.  Home:  6 rooms;  3 bedrooms,  38" 
fireplace,  gas  heat.  No  fee  for  practice.  Retiring  G.P.,  46  years  #cli 
Franklin  Square.  Harry  S.  Rosenberg,  M.D.,  986  Benris  Ave.,  tm 
Square,  N.Y.  11010.  Tel:  (516)  FL  2-2803. 


CO-OP  FOR  SALE  IN  MANHATTAN;  67TH  ST.  & LEXINGTON 
room  maisonette  apt,  A/C,  2-wood  burning  fireplaces,  5 baths,  high  citv 
entrances.  Immediate  occupancy.  Suitable  residence  and/or  off  . 
Bukantz,  (212)  787-5333. 
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IHJIPMENT 


|iLL  SYSTEMS.  LEATHER  DESK  CHAIRS.  RECLINERS.  ETC.  THE 
lest  at  professional  savings  from  Denmark,  Italv,  Brazil,  U.S.  Design  Imports, 
")  East  32nd  St.,  N Y (212)889-3362. 


Jlling  some  unused  equipment  and  furniture  of  a pedi 

litrics  office,  including  a scale  examining  table,  wall  ophthalmoscope,  and 
lilood  pressure  sets.  Call  (212)  686-2316. 


|R  SALE:  OFFICE  EQUIPMENT  OF  DECEASED.  OSSINING  G P GE 
luoroscope,  World  Wide  Electronics  diathermy,  Hanovia  ultraviolet  lamp, 
IiE  electro-cauterizer,  D.  A.  Kadan  Co.  sterilizer,  treatment  table,  microscope, 
111  instruments,  lamps,  etc.  Very  reasonable.  Call  (914)  941-0573. 


I 

I 

BUY 

SAVINGS  BONDS 


1 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 

9 Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


•e» 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene- 
fits. Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


UNIVERSITY  OF  TORONTO 

FACULTY  OF  MEDICINE 

will  offer 

A POSTGRADUATE  REFRESHER  COURSE  IN 
THE  RADIOLOGY  OF  CHEST  DISEASES 

October  25  and  26,  1974 
at 

MOUNT  SINAI  HOSPITAL 

The  course  will  include  symposia  on  the  following  topics 

Diffuse  Lung  Disease 

Immune  Lung  Disease 

Obstructive  Lung  Disease 

The  Chest  and  the  Intensive  Care  Unit. 

For  information  contact 

The  Director,  Division  of  Postgraduate  Medical  Education 
302  McMurrich  Building,  University  of  Toronto,  Toronto, 
Ontario,  M5S  1A8 


We're  specialists  in 

fiCJTO  LEASING 


When  you're  a specialist  in  your  field,  people 
depend  on  you.  And  when  it  comes  to  leasing  a 
car,  doctors  have  been  depending  on  us  for 
years  Maybe  it’s  because  we  lease  any  car,  any 
make,  any  model,  any  equipment  ...  at  the  right 
prices  too.  And  we  don't  waste  time  discussing 
service  ...  we  do  it! 

We  know  you're  busy,  so  why  not  give  us  a call. 
We  can  handle  most  of  the  details  on  the  phone. 


AUTO  LEASING,  INC 

Brooklyn  (212)  336-6767 
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Empire  Medical  Political  Action  Committee 

1974 

THE  YEAR  OF  POLITICAL  DECISION 
FOR  MEDICINE 

• EMPAC  is  the  political  voice  of  New  York  State  medicine 

• EMPAC  contributions  to  a candidate  carry  more  impact  than  individual  con- 

tributions 

• EMPAC  support  assures  a candidate  that  physicians  are  interested  in  his 

election 

• EMPAC  strength  ism  proportion  to  its  dollars  and  membership 

A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is 
(or  will  be)  available  for  purchase  from  the  Superintendent  of  Documents, 

U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 


Remit  by  PERSONAL  check  payable  to: 

EMPAC,  P.O.  Box  16,  Lake  Success,  N.Y.  11040 

(please,  no  “PC”  checks) 

Name 


Address 

City Zip  Code 

Sustaining  Member $100 

Family*(physician  and  spouse) $50 

Active  Member $35 


(Contribution  includes  membership  in  AMP  AC,  Political  Stethoscope  newsletter, 
AMP  AC  membership  card  & pin) 

♦Name  of  spouse Home  Address 
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WHAT 


ON 


in  medicine 


NEW  YORK  STATE 


AUGUST  1974 


CONTENTS 

New  York  City  Area 2 

New  York  State 

Catskill  Mountain  Area 5 

Westchester  County 5 


Externship-Internship  Teaching  Program  for  August 5 


Nutrition  and  Aging  Symposium 4 


Outside  New  York  State  7 


Physicians’  Placement 8 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Mrs.  Evelyn  G.  Clark,  Editor 

E.  S.  Dombrowski,  Business  Manager 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 104C. 
Telephone  516-488-6100. 


SPECIALTY  INDEX 


Allergy 8 

Cancer  4,  5,  7,  8 

Continuing  Medical  Education 3 

Dermatology 3 

ECFMG,  State  Board,  FLEX 2 

Family  Practice 3,  7 

Hypnosis 5,7 

Internal  Medicine 7 

Medicine 4,5,7 

Neurology 3 

Nuclear  Medicine 2 

Nursing  Home  Administration 2 

Obstetrics/Gynecology 2 

Ophthalmology 5 

Pediatrics 2,  7,  8 

Psychiatry 2,3 

Pulmonary  Medicine 2,5,7 

Radiology 4,  7 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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NEW  YORK  CITY  AREA 


NOTE:  This  issue  continues  to  carry  Fall  listings.  Many  of  the 
courses  listed  require  early  registration.  Some  of  these 
courses  will  be  listed  again  in  later  issues  of  "What  Goes 
On.” 


September  9 / November  25,  1974 

8:00-10:00  p.m.,  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

ANALYTICALLY-ORIENTED  GROUP 
PSYCHOTHERAPY:  PRINCIPLES  AND 
PRACTICE 

AARON  STEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200  CREDIT:  AMA  Cat.  1 


September  12  / December  12,  1974 
(except  Sept.  26  and  Nov.  28) 

3:30-5:30  p.m.,  Thursdays 

Queensboro  Lung  Association 

Triboro  Hospital 
First  Floor  Classroom 

The  Dr.  Harry  Epstein  Memorial 
Postgraduate  Course 

ADVANCES  IN  PULMONARY  MEDICINE 

NO  FEE  CREDIT:  24  hour  Cat  I req. 

Apply:  Division  of  Pulmonary  Medicine,  Room  1-A-21,  Tribo- 
ro Hospital,  Queens  Hospital  Center,  82-68  164th  Street,  Ja- 
maica, N.Y.  11432. 


September  23,  1974  / May  12,  1975 

3:00-5:00  p.m.,  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine  (CUNY) 

THE  SERGEI  FEITELBERG  COURSE  IN 
NUCLEAR  MEDICINE 

STANLEY  J.  GOLDSMITH,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $400  CREDIT:  AMA  Cat.  1 

September  30  / October  2,  1974 

9:00  a m. -5:00  p.m.,  Monday  & Tuesday 
9:00  a m. -1:00  p.m.,  Wednesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

CURRENT  CONCEPTS  IN  OBSTETRICS 


AND  GYNECOLOGY 

SAUL  B.  GUSBERG,  M.D. 
Mount  Sinai  School  of  Medicine 

FEE:  $ 1 50  (House  Staffs  $50) 


October  1,  1974  / January  10,  1975 
Institute  of  International  Medical  Education 

222  East  19th  Street 

CLINICAL  MEDICINE  CURRICULUM 

(Primarily  intended  for  candidates  for  ECFMG,  State  Board 
and  FLEX  Examinations.  The  course  content  is  based  on  the 
subject  outline  suggested  by  the  National  Board  of  Medical 
Examiners  for  the  Part  II  Board  examination,  and  by  the  Edu- 
cational Council  for  Foreign  Medical  Graduates. 

For  further  information,  please  address:  Prof.  Natale  Colosi, 
Director,  at  the  above  address.  Zip  10003. 


October  1,  1974  / January  10,  1975 

French  and  Polyclinic  Medical  School  and 
Health  Center 

48 1 Eighth  Avenue 

BASIC  MEDICAL  SCIENCES 
CURRICULUM 

(Primarily  intended  for  medical  school  graduates  and  other 
qualified  candidates  preparing  for  FLEX,  State  or  National 
Boards,  and  other  examinations,  or  for  validation  in  other  in- 
stitutions. Included  in  the  course  contents  are  topics  listed  in 
the  subject  outline  of  the  National  Board  of  Medical  Examin- 
ers for  candidates  for  Part  I of  the  Board  examination. 


NURSING  HOME  ADMINISTRATION 
PROGRAM 

(Offers  basic  courses  and  continuing  education  in  Nursing 
Home  Administration  to  meet  the  requirements  of  the  Board 
of  Examiners  of  Nursing  Home  Administrators  of  the  New 
York  State  Department  of  Health. 

For  further  information  on  the  above  courses,  please  ad- 
dress: The  Dean,  French  and  Polyclinic  Medical  School  and 
Health  Center,  481  Eighth  Avenue,  New  York,  N.Y.  10001. 


WEDNESDAY,  OCTOBER  2 

10:00  a. m. -3:45  p.m. 

New  York  State  Chapter  2,  District  II 

American  Academy  of  Pediatrics 
International  Hotel 
JFK  Airport 

ANNUAL  MEETING 

Morning  Sessions 

1.  Gastroenterology — Diagnosis  and  Man- 
agement of  Chronic  Diarrhea 

MERVIN  SILVERBERG,  M.D. 

Cornell  University  Medical  College 

2.  Neurology  I — New  Approach  to  the  Man- 
agement of  Uncontrollable  Seizure  Disor- 
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der 

JOSEPH  FRENCH.  M.D. 

Albert  Einstein  College  of  Medicine 

3.  Neurology  II — Migraine:  Theme  and 

Variations 

MARVIN  KLEIN.  M.D. 

State  University  of  New  York  at  Stony  Brook 

4.  Questions 

Lunch  and  Business  Meeting 

Afternoon  Sessions 

1.  Perinatology  I — Intrapartum  Fetal  Moni- 
toring 

LEON  MANN.  M.D. 

SUNY  Stony  Brook 

2.  Perinatology  II — The  Use  of  Amniocen- 
tesis in  Prenatal  Counseling 

MELVIN  GERTNER,  M.D. 

The  Mount  Sinai  Hospital 

3.  Perinatology  III — Clinical  Considerations 
in  Neonatal  Hypoxia 

NATHAN  RUDOLPH,  M.D. 

SUNY,  Down&tate  Medical  Center 

4.  Questions 

FEE:  $10  (includes  luncheon) 

Contact:  James  Lione,  M.D.,  42-25  80th  Street,  Elmhurst, 
NY.  11373 


October  3 / December  12,  1974 

4:00-5:30  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

HYPNOSIS  AND  CONDITIONING 
THERAPIES  FOR  PSYCHIATRISTS:  A 
CLINICAL  EVALUATION  AND  PRACTICAL 
TECHNICS 

ELLIOT  N.  WINEBURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100  CREDIT:  AMA  Cat.  1 


THURSDAY,  OCTOBER  3 

9:00-11:00  p.m. 

The  Bronx  County  Medical  Society,  American 
Academy  of  Family  Physicians 

The  Albert  Einstein  College  of  Medicine  ' 

The  Forcheimer  Building — 1st  floor  lecture  hall 

1300  Morris  Park  Avenue 

Bronx 

HEAD  INJURIES 

KENNETH  SHULMAN,  M.D. 


Note:  This  Seminar  is  one  of  nine  being  offered  once  a 

month — the  course  is  approved  for  18  hours  of  Category  1 
credit  by  AAFP  and  AMA.  See  "What  Goes  On"  for  future 
Seminars. 

To  register,  contact:  Mrs.  Frieda  Fagin,  office  of  Continuing 
Medical  Education,  above  address.  Tel.  212/430-2822. 

October  7/9,  1974 
N.Y.U.  School  of  Medicine 

Alumni  Hall 
550  First  Avenue 

Three  Day  Symposium  on 

DERMATOPATHOLOGY 

Directed  by: 

A BERNARD  ACKERMAN,  M.D. 

For  detailed  information,  please  inquire  at  the  Office  of  the 
Recorder,  N.Y.U.  School  of  Medicine,  550  First  Avenue,  N.Y., 
NY.  10016. 


October  8 and  9,  1974 

9:00  a. m. -5:00  p.m.,  Tuesday  & Wednesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

TREATMENT  IN  NEUROLOGY 

MELVIN  D.  YAHR,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150  CREDIT:  AMA  Cat.  1 

THURSDAY,  OCTOBER  10 

9:30  a. m. -4:00  p.m. 

The  New  York  Academy  of  Medicine 

Committee  on  Medical  Education 
2 East  103rd  Street 

SYMPOSIUM  ON  CONTINUING  MEDICAL 
EDUCATION 

1.  Why  Continuing  Medical  Education? 
What  are  the  Objectives  and  the  Indica- 
tions of  Needs? 

GEORGE  E.  MILLER,  M.D. 

University  of  Illinois,  Chicago 

2.  Governmental  and  Societal  Pressures  for 
Continuing  Medical  Education  Programs 

C.  H.  WILLIAM  RUHE,  M.D. 

AMA  Council  on  Medical  Education 

3.  Toward  A Continuum  in  Medical  Educa- 
tion 

THOMAS  C.  MEYER,  M.D. 

University  of  Wisconsin,  Madison 

4.  Patient  Care  Assessment 

JOHN  W.  WILLIAMSON,  M.D. 

Johns  Hopkins  School  of  Hygiene  and  Public  Health, 
Baltimore  Md. 
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5.  Continuing  Medical  Education  in  the  Com- 
munity Hospital 

JOHN  RICHARD  GAINTNER,  M.D. 

The  University  of  Connecticut  Health  Center 
Farmington,  Conn. 

6.  The  Medical  Audit 

JOHN  G.  FREYMANN,  M.D. 

Hartford  Hospital,  Conn. 

Afternoon  Session 

1.  Peer  Review 

JOSEPH  POST,  M.D. 

N.Y.U.  College  of  Medicine 

2.  Orientation  of  Continuing  Medical  Educa- 
tion Toward  Patient  Care  Needs 

PATRICK  B.  STOREY,  M.D. 

University  of  Pennsylvania,  The 
Graduate  Hospital 

3.  Patient  Care  Appraisal  System  as  Con- 
tinuing Medical  Education 

ROBERT  J.  CULLEN,  Ph.D. 

Washington  State  Medical  Association 
and  the  Health  Care  Review  Center,  Seattle 

4.  The  Evaluation  of  continuing  Medical  Edu- 
cation Programs 

S.  E.  SIVERTSON,  M.D. 

University  of  Wisconsin,  Madison 

5.  How  are  the  Costs  of  Continuing  Medical 
Education  to  be  Defrayed? 

JOSE  M.  FERRER,  M.D. 

Columbia  University  P & S 

FEE:  $5  (includes  lunch  and  coffee  break) 

Registration  by  October  1st  required. 

October  14  / 18,  1974 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 
Five  Day  Course  in 

GENERAL  DIAGNOSTIC  RADIOLOGY 

Course  Director 

NORMAN  E.  CHASE,  M.D. 

FEE:  $250  (Residents  and  Fellows  in  approved  training  pro- 
grams will  be  eligible  for  a $185  fee.) 

Apply:  Office  of  the  Recorder,  at  the  above  address.  Zip 
10016. 

SATURDAY,  NOVEMBER  9 
New  York  State  Cancer  Programs  Association 

New  York  Hilton 

Avenue  of  the  Americas  and  53rd  Street 

ANNUAL  MEETING 

Coordinating  Council  to  meet  November  8,  1974 

Deadline  Date  for  October  copy  is  August  10,  1974.  Please  send 
information  to  the  Editor  now. 


November  21  & 22,  1974 
Institute  of  Human  Nutrition 

Columbia  University  P & S 

Commodore  Hotel 

Lexington  Avenue  at  42nd  Street 

NUTRITION  AND  AGING  SYMPOSIUM 

MYRON  WINICK,  M.D..  Chairman 
Thursday  Sessions 

1.  Broad  Concerns  in  Nutrition  and  Aging 

MYRON  WINICK,  M.D. 

2.  Keynote  Address 

3.  Basic  Studies  on  the  Interrelation  of  Nutri- 
tion and  Aging. 

Nutrition  and  Aging  in  Cultured  Cells. 

Nutrition  and  Aging  in  Placenta  as 
an  Aging  Organ. 

Nutrition  and  Longevity  in  Experi- 
mental Animals. 

Discussion 

Afternoon  Session 

1.  Studies  in  Normal  Human  Populations. 
Physiologic  Changes  with  Aging. 

Protein  and  Amino  Acid  Require- 
ments of  the  Elderly. 

Discussion 

2.  Studies  of  Nutritionally  Related  Diseases 
of  Old  Age. 

Calcium  Deficiency  in  Bones  and  Teeth. 
Osteoporosis. 

Periodontal  Disease. 

Diet  and  Gastrointestinal  Disease. 

The  Role  of  Fiber  in  the  Diet. 

Discussion 

Friday  Sessions 

1.  Studies  of  Nutritionally  Related  Diseases 
of  Old  Age  (Continued). 

Abnormalities  of  Lipid  and  Carbohydrate 
Metabolism. 

Obesity  Carbohydrate  and  Lipid  In- 
teractions in  the  Elderly. 

Atherosclerosis  in  the  Elderly. 

Discussion 

2.  Solutions  to  Problems  and  Directions  for 
Further  Research. 

Panel  Discussion 

D.  COURSIN,  Chairman 
M.  WINICK,  R.  RIVLIN,  W.  H.  SEBRELL,  JR., 

D.  KRICHEVSKY,  M.  S.  READ,  M.D.’s 

For  further  information  write  Director,  Institute  of  Human  Nu-  'A 
trition,  Columbia  University,  511  West  166th  Street,  New 
York,  N.Y.  10032. 
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November  25  / 27,  1974 

American  Cancer  Society — National  Cancer 
Institute 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

NATIONAL  CONFERENCE  ON  ADVANCES 
IN  CANCER  MANAGEMENT— PART  I: 
TREATMENT  AND  REHABILITATION 

Accredited  by  the  American  Medical  Association  and  the 
American  Academy  of  Family  Physicians 

For  information  write:  Sidney  L.  Arje,  M.D.,  National  Confer- 
ence on  Advances  in  Cancer  Management,  Part  I:  Treat- 

ment and  Rehabilitation,  American  Cancer  Society,  219  East 
42nd  Street,  New  York,  N.Y.  10017. 


December  2/4,  1974 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

Three  Day  Intensive  Course 

GRADUATE  COURSE  IN  OPHTHALMIC 
PLASTIC  SURGERY 

Conducted  by 

MARTIN  BODIAN,  M.D.,  Members  of  the  Staff  and  Invited 
Lecturers 

FEE:  $150  CREDIT:  AMA  Cat.  1 24  hours 

Contact:  The  Administrator,  Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  N.Y.  11238. 

December  2 / 7,  1974-February  21  / 24, 
1975 

10:00  a. m. -5:00  p.m.,  Monday  / Saturday 

Columbia  University  P & S 

630  West  168th  Street 
Annual  Postgraduate  Courses  in 

HYPNOSIS 

Under  the  direction  of 

HERBERT  SPIEGEL,  M.D 
with  Guest  Lecturers 

December  2 / 7 

Medical  Hypnosis  (Basic) 

FEE:  $300 
February  21  / 24 

Hypnosis  and  Psychiatry 

FEE:  $200 

Write:  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate  Dean,  at  the 

above  address.  Zip  10032. 


SUBSCRIPTION 

Subscriptions  for  reprints  of  “What  Goes  On”  are  being  of- 
fered at  less  than  cost.  The  $3.00  one-year  subscription  rate 
guarantees  you  12  issues  mailed  first  class. 


LAKE  MOHONK 

November  5/8,  1974 

New  York  Trudeau  Society 

Lake  Mohonk  Mountain  House 
(Near  New  Paltz) 

Third  Annual 

PULMONARY  PHYSIOLOGY  COURSE 

Topics  include: 

1.  Oxygenation  of  the  Blood 

2.  Oxygen  Transport 

3.  Control  of  Respiration 

4.  Work  of  Breathing 

5.  Acid-Base  Balance 

6.  Pulmonary  Circulation 

FEE:  $150 

Please  enroll  before  September  30.  Write:  Bill  Smith,  New 
York  Trudeau  Society,  8 Mountain  View  Avenue,  Albany,  N.Y. 
12205. 

WESTCHESTER  COUNTY 

August  1 / 30,  1974 
St.  Joseph’s  Hospital 

Yonkers 

EXTERNSHIP-INTERNSHIP  AUGUST 
TEACHING  PROGRAM 

Mondays 

August  5 — 1 1:00  a.m. 

Clinical  Pathological  Correlations 

W.  FINKELSTEIN,  M.D. 

1:00  p.m. 

Prostate  Diseases 

P.  TUCCI,  M.D. 

August  12 — 2:00  p.m. 

G.l.  Bleeding 

J.  GOLDMAN,  M.D. 

Tuesdays 

August  6 — 9:30  a.m. 

Medical  Rounds 

M.  F.  STEIN,  JR.,  M.D. 

1 1:00  a.m. 

Depression 

S.  GOTTLIEB,  M.D. 

2:00  p.m. 

Psychotropic  Drugs 

J.  HORNER,  JR.,  M.D. 
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August  13 — 9:30  a.m. 

Medical  Rounds 

M.  F.  STEIN,  JR..  M.D. 

1 1:00  a.m. 

Digitalis 

F.  B.  FLOOD,  M.D. 

1:00  p.m. 

Movie  “Gout  Learning  System” 

August  20 — 9:30  a.m. 

Medical  Rounds 

A.  JOSHI,  M.D. 

1 1:00  a.m. 

Coronary  Artery  Disease 

F.  B.  FLOOD,  M.D. 

August  27 — 9:30  a.m 

Medical  Rounds 

A.  JOSHI,  M.D. 

1 1:00  a.m. 

Tissue  and  Mortality  Review  Committee 

J.  RAFFA  and  W.  FINKELSTEIN,  M.D.'s 
Wednesdays 
August  7 — 1 1:00  a.m. 

Psychiatric  Emergencies 

A.  MANISCALCO,  M.D. 

August  14 — 11:00  a.m. 

Acne 

M.  GOLDEN,  M.D. 

1:00  p.m. 

Xray  Teaching  Conference 

R.  AVONDA,  M.D. 

August  21 — 1 1:00  a.m. 

Pacemakers 

R.  ROSENBAUM,  M.D. 

August  28 — 1 1:00  a m. 

Common  Electrolyte  Abnormalities 

A JOSHI,  M.D. 

1:00  p.m. 

Xray  Teaching  Conference 

R.  AVONDA,  M.D. 

Thursdays 

August  1 — 9:30  a.m. 

Bronchial  Asthma 

B.  JOSEPHSON,  M.D. 

1 1:00  a m. 

Medical  Case  Presentation 

Attending  Medical  Staff 
August  8—9:00  a m. 


Emergencies  in  Dentistry  and  Oral  Surgery 

J.  DE  LASHO,  M.D. 

1 1:00  a.m. 

Medical  Case  Presentations 

Attending  Medical  Staff 
1.30  p.m. 

Renal  Conference 

DR.  STEIN  AND  DR.  JOSHI 


August  15 — 9:30  a.m. 

Drug  Allergy 

B.  JOSEPHSON,  M.D. 


1 1:00  a.m. 

Medical  Case  Presentations 

Attending  Medical  Staff 
1:00  p.m. 

Eye  Emergencies 

D.  L.  CATULLO,  M.D. 


August  22 — 1 1:00  a.m. 

Medical  Case  Presentations 

Attending  Medical  Staff 


1:30  p.m. 

Renal  Conference 

A.  JOSHI,  M.D. 

August  29 — 1 1:00  a.m. 


Medical  Case  Presentations 

Attending  Medical  Staff 
Fridays 

August  2 — 1:00  p m. 

Movie  “Pathophysiology  of  Ischaemic  Heart 
Disease” 


3:00  p.m. 


Peripheral  Nerve  Injuries 


R.  PICI,  M.D. 


August  9 — 1 1:00  a.m. 

Arthritis 

M.  SPAGNUOLO,  M.D. 

2:00  p.m. 

Movie  “Arteriosclerosis” 

August  16 — 11:00  a.m. 

Diagnosis  and  Management  of  Neck  Masses 

G.  CHONKICH,  M.D. 

August  23 — 2:00  p.m. 

Pediatric  Orthopaedic  Examination 

S.  MANZPEIZER,  M.D. 

August  30 — 3:00  p.m. 

Physio-Therapy  for  Arthritis 

R.  PICI,  M.D. 
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OUTSIDE  OF  NEW  YORK  STATE 

September  11  / 13,  1974 

American  College  of  Physicians  in  conjunction 
with  Indiana  University  School  of  Medicine 

Indianapolis  Hilton 
Indianapolis,  Indiana 

3-Day  Postgraduate  Course 

SELECTED  TOPICS  IN  ENDOCRINOLOGY 
AND  METABOLISM 

Under  the  direction  of: 

S.  CONRAD  JOHNSON.  M.D. 

September  16  / 18,  1974 

American  College  of  Physicians  in  conjunction 
with  Loyola  University  Stritch  School  of 
Medicine 

Arlington  Towers  Hotel 
Arlington  Heights,  Illinois 

3-Day  Postgraduate  Course 

EMERGENCY  ROOM  MEDICINE 

Under  the  direction  of: 

ROLF  M.  GUNNAR,  M.D. 

September  16  / 18,  1974 

American  College  of  Physicians  in  conjunction 
with  Mayo  Clinic 

Rochester,  Minnesota 
3-Day  Postgraduate  Course 

CLINICAL  GASTROENTEROLOGY 

Under  the  direction  of: 

A.  D.  NEWCOMER,  M.D 

September  30  / October  4,  1974 

American  College  of  Physicians  in  conjuction 
with  University  of  Pennsylvania  School  of 
Medicine 

Philadelphia,  Pa. 

5-Day  Postgraduate  Course 

MECHANISMS  AND  MANAGEMENT  OF 
CLINICAL  PULMONARY  DISEASE 

Under  the  co-direction  of: 

ALFRED  P.  FISHMAN,  PAUL  E.  EPSTEIN,  and  NEIL  S. 
CHERNIACK,  M.D.'s 

September  30  / October  3,  1974 

American  College  of  Physicians  in  conjunction 
with  Gastrointestinal  Section  of  the  University 
of  Pennyslvania 


Marriott  Hotel 
Philadelphia,  Pa. 

4-Day  Postgraduate  Course 

PHYSIOLOGIC  APPROACHES  TO  THE 
DIAGNOSIS  AND  TREATMENT  OF 
GASTROINTESTINAL  DISEASE 

Under  the  co-direction  of: 

FRANK  P.  BROOKS,  SIDNEY  COHEN,  JULIUS  J.  DEREN, 
and  J.  DONALD  OSTROW,  M.D.'s 

For  information  and  registration  on  all  of  the  above  courses, 
please  contact  The  Registrar,  Postgraduate  Courses,  Ameri- 
can College  of  Physicians,  4200  Pine  Street,  Philadelphia,  Pa. 
19104 

October  8 / 13,  1974 

The  Society  for  Clinical  and  Experimental 
Hypnosis 

Montreal,  Canada 

26th  ANNUAL  WORKSHOPS  AND 
SCIENTIFIC  PROGRAM 

Write:  Mrs.  Marion  Kenn,  Administrative  Secretary,  SCEH, 

205  West  End  Avenue,  New  York,  N Y.  10023. 

October  20  / 26,  1974 

American  Cancer  Society 

Florence,  Italy 

XI  INTERNATIONAL  CANCER  CONGRESS 


October  30  / November  4,  1974 
American  Society  of  Therapeutic  Radiology 

Sonesta  Beach  Hotel 
Key  Biscayne,  Florida 

MEETING 

November  1 and  2,  1974 
McMaster  University  Medical  Centre 

Hamilton,  Ontario 

3rd  ANNUAL  PEDIATRIC  REFRESHER 
COURSE 

CONTACT:  Dr.  W.  Feldman,  Associate  Professor,  Depart- 

ment of  Pediatrics,  McMaster  University  Medical  Centre,  200 
Main  Street  West,  Hamilton,  Ontario  L8S  4J9. 


November  4 / 8,  1974 

The  World  Organization  of  National  Colleges, 
Academies  and  Academic  Associations  of 
General  Practitioners/Family  Physicians 

Mexico  City 

6th  WORLD  CONFERENCE  ON  GENERAL 
PRACTICE— FAMILY  MEDICINE 
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Information:  Oficina  de  Organizacion  de  Eventos 
Cientificos  Avenue,  Cuauhtemoc  No.  330,  Mexico  7,  D.F. 


November  7 and  8,  1974 
American  Cancer  Society 

M.D.  Anderson  Hospital 
Houston,  Texas 

CANCER  CHEMOTHERAPY 


November  13  / 15,  1974 

The  Department  of  Pediatrics  of  the  Long 
Island  Jewish-Hillside  Medical  Center 

Sonesta  Beach  Hotel 
Nassau,  The  Bahamas 

5th  Annual  Pediatric  Postgraduate  Course 

TIMELY  TOPICS  IN  PEDIATRICS 

Write  Dr.  Philip  Lanzkowsky,  Chairman  of  Pediatrics,  Long 
Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park,  N.Y. 
11040. 


November  21  / 24,  1974 

American  Association  for  Clinical  Immunology 
and  Allergy 

Pier  66 

Ft.  Lauderdale,  Florida 

ANNUAL  MEETING 

Program  Chairman:  John  L.  Dewey,  M.D.,  President-Elect, 

AACIA,  P.O.  Box  912,  DTS,  Omaha,  Neb.  68101. 


PHYSICIANS’  PLACEMENT 


AFTON,  N.Y.,  Chenango  County.  Family  Physician. 

CONTACT:  Mr.  James  P.  Ernstrom,  Chm.,  Afton  Medical  Com- 
mittee, 188  Main  Street,  Afton,  N.Y.  13730. 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 

Albion,  N.Y.  14411  Tel.  716/589-71 17. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for  communi- 
ty with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 

CARE/MEDICO — Needed  immediately  is  a Public  Health  Doctor 
and  two  Public  Health  Nurses  to  work  in  Kontum  S.V.  Also 
required  is  an  Internist  to  serve  with  16-member  Medico  team 
in  Indonesia  under  two-year  contract. 

CONTACT:  Leonard  J.  Coppold,  Dir.,  Contract  Personnel, 

CARE/MEDICO.  660  First  Ave.,  New  York,  N.Y.  10016.  Tel., 
212/686-3110 

AUBURN,  N.Y.,  Cayuga  County.  Family  Physicians,  Internists, 
Pediatricians  and  Ob/Gyn. 

CONTACT:  Ralph  W.  Getty,  M.D  , 5 Hamilton  Avenue,  Auburn, 
N.Y.  13021.  Tel  315/252-2424 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 

14012.  Tel.  716/795-3892. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician.  Guaran- 
teed first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.’s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 

Tel.  315/389-2882. 


BROOKLYN,  N.Y.  Full  time  (9-5,  Monday-Friday).  General 
Medical  care  plus  physicals  for  employees  of  Brookdale  Hos- 
pital. 

CONTACT:  Mr.  L.  Nirenberg,  525  Rockaway  Parkway,  Brook- 

lyn, N.Y.  11212.  Tel.  212/240-5331. 


BROOKLYN,  N.Y.  Director  of  Ambulatory  Care  Services  for  800 
bed  Medical  Center.  Prefer  physician  with  a public  health  ori- 
entation. Qualified  physician  may  also  be  able  to  obtain  an 
appointment  at  Downstate  Medical  Center. 

CONTACT:  Harris  Brodsky,  F.A.C.H.A.,  Kingsbrook  Jewish  Med- 
ical Center,  Rutland  Road  and  East  49th  Street,  Brooklyn,  N.Y. 
11203.  Tel.  212/756-9700. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital,  Buf- 
falo, N.Y.  14208.  Tel.  716/886-4400. 


CALL.ICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box  700, 
Latham,  N.Y.  12110.  Tel:  518/783-5571. 


HAMILTON,  N.Y.,  Madison  County.  FPs  or  Internists  needed  for 
innovative  rural  health  center  adjacent  to  community  hospital.  I 

CONTACT:  N.  Cara  Ackerman,  Director,  Community  Memoria 
Hospital,  Hamilton,  N.Y.  13346.  Tel  315/824-1100. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room  Phy 
sician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel.  914/431-2305. 
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yhen 

estful  sleep 
> indicated 


Dalmane 


lurazepam  HCI) 


induces  sleep  within  17 
dnutes,  on  average 
reduces  nighttime 
wakenings 

provides  7 to  8 hours 
eep,  on  average,  without 
ipeating  dosage 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  w ho  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  G1  pain, 
nervousness,  talkativeness,  apprehension. 


irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase. Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


REFERENCE: 
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If  "trouble  sleeping5' 
means 


a 


. . .You’re  probably  hearing  the  complaint  of  a young  adult  insomnia 
patient.1  And  if  he  could  spend  the  night  in  a sleep  t esearch  laboratory 
objective  physiologic  measurements  of  the  first  third  of  his  night  might 
yield  a “sleep  profile”  resembling  the  one  shown  on  this  page  The  same 
objective  techniques,  in  c'inical  sleep  research  laboratory  studies,  have 
demonstrated  the  effectiveness  of  Dal  mane  (flurazepam  HC1) 


Awake 


REM 


Stage  1 


Stage  2 


Stage  3 


Stage  4 


Hours 


Consider  the  benefits  of 

Dalmane 

(flurazepam  HCI) 


One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 


• induces  sleep  within  17  minutes,  on  averaj? 

• reduces  nighttime  awakenings 

• provides  7 to  8 hours  sleep,  on  average, 

without  repeating  dosage  /mmi 

Please  see  reverse  side  lor  a summary  of  Complete  Product  Information.  \ 
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when  the  asthmatic 
can  anticipate 
the  attack 

Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar  >a( 

mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


kOO"84* 
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PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six.  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


easy  economical  system 
simplifies  diabetes 
evaluations 


The  total  Ames  Dextro  System — EYETONE ™, 
DEXTROSTIX®,  GLUCOLA®— puts  the 
“blood  chemistry”  you  order  most  often  right 
into  your  own  office  at  lower  cost. 

Evetone  Reflectance  Colorimeter  is  an 
economical,  compact,  on-line  instrument  that 
provides  a quantitative  blood-glucose  reading 
from  Dextrostix  Reagent  Strips. 


Dextrostix  strips  require  only  fingertip  blood 
and — in  only  60  seconds — may  be  read  in 
the  Eyetone  meter  or  compared  visually  against 
the  color  blocks  on  the  bottle. 


Good-tasting  Glucola  facilitates  glucose 
tolerance  testing  and  postprandial  screening. 
Only  Glucola  comes  in  two  convenient  sizes — 
economical  28  oz.  and  regular  7 oz. 

All  together,  the  Ames  Dextro  System  offers 
the  ease  of  operation  and  office  convenience  that 
promote  broad  screening,  prompt  diagnosis, 
regular  monitoring,  and  better  patient 
management. 


For  a demonstration, 
please  send  the  coupon  below. 


Ames  Company 

Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514 


Dear  Sirs: 

I am  interested  in  the  Ames  Dextro  System. 


"NYSJM-8” 


□ Please  have  an  Ames  representative  phone  me  for 

an  appointment  to  demonstrate  the  Ames  Dextro  System. 

□ Please  send  me  additional  information. 


Ames  Dextro  System 


Name  (please  print) 


Address 


City  State  Zip 


Telephone 


1462/  1030R734 
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Part  of  a series  on  the  clinical,  bacteriological  and  pharmacological  aspects  of  Bactrim  therapy. 


This  is  Bactrim 
against  Lcdi,  Proteus 


are  results  from  clinical  trials*  in  which  patients  with  chroni< 
urinary  tract  infections  (primarily  cystitis,  pyelitis  and  pyelonephritis), 
more  than  half  with  obstructive  complications,  were  treated  with  Bactri 
for  1 0 days  and  evaluated  at  intervals  up  to  32  days  after  termination 
of  therapy.  Patients  were  considered  to  have  a significant  bacteriologio 
response  when  the  urine  culture  revealed  10,000  or  fewer  colonies/ml 
of  any  single  organism  cultured  from  a midstream  clean-catch  specime 


Before  prescribing  Bactrim,  pleasg 


for  all  adverse  reactions,  contM 


^complete  product  informati 
a iitloTis-a  j uLw  a r n i ngs. 


. ■ . .....  - 
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oerformance 
spp. and  Klebsiella 


Excellent  initial  response*  Impressive  response  maintained 


i E.  coli  infections 

97.1  % of  105  patients 

73.1  % of  93  patients 

1 Proteus  spp.  infections 

81.1  % of  37  patients 

60.0%  of  35  patients 

i Klebsiella  infections 

85.7%  of  21  patients 

65.0%  of  20  patients 

[Data  on  file,  Medical  ja#paffmetuHoffmann-La  Roche  Inc  Mutley,  New  jersey 


In  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
and  due  to  susceptible  urinary  tract  pathogens, 
usually  E_.  coli,  Klebsiella-Enterobacter  and  Proteus  mirabilis. 


Please  see  following  page  for  summary  of  product  information. 


In  cases  of  cystitis, 
pyelonephritis  and  pyelitis 
diagnosed  as  chronic 


Bactrim 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


■ aggressive  antibacterial  activity 

■ interrupts  essential  metabolic  process 
of  susceptible  organisms,  usually  E,  coli, 
Klebsiella-Enterobacter,  P.  mirabilis,  and, 
less  frequently,  indole-positive  proteus 
species 

over  919c  initial  efficacy  in  clinical  studies 
of  patients  with  urinary  tract  infection 
diagnosed  as  chronic 


impressive  response  even  in  cases  with 
obstructive  complications 

not  recommended  for  children  under  1 2, 
during  pregnancy  or  the  nursing  period 

no  loading  dose;  two  tablets  b.i.d. 
recommended  for  1 0-1 4 days 

due  to  susceptible  organisms 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  £.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species). 

NOTE:  The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials,  especially  in  chronic  and  recurrent 
urinary  tract  infections. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfona- 
mides; pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  thrombopenia  in 
elderly  patients  on  diuretics,  primarily  thiazides.  Sore  throat,  fever, 
pallor  or  jaundice  may  be  early  signs  of  serious  blood  disorders. 
Frequent  CBC's  are  recommended;  therapy  should  be  discon- 
tinued if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  allergy  or  bronchial 
asthma;  and  in  those  with  glucose-6-phosphate  dehydrogenase 
deficiency,  where  hemolysis  may  occur.  During  therapy,  maintain 
adequate  fluid  intake  and  perform  frequent  urinalyses,  with  care- 
ful microscopic  examination,  and  renal  function  tests,  particularly 
where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  tri- 
methoprim are  included,  even  if  not  reported  with  Bactrim.  Blood 
dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions  Ery- 


thema multiforme,  Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema, 
conjunctival  and  scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  sto- 
matitis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and 
pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Mis- 
cellaneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oli- 
guria and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfona- 
mides have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist.  In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 


Dosage:  Not  recommended  for  children  under  12.  Usual 
adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days.  For  patients 
with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  100;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


JtX  , j • j*  * 

INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
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Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  V32  oz.  (approx.)  foil  packets. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Contents 


CONTINUED 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


General 

1512  State  Society  Officers 

1513  Abstracts 

1523  Abstracts  in  Interlingua 

1524  Letters  to  the  Editor 

1529  Month  in  Washington 

1535  Books  Received 

1679  Obituaries 

1684  Medical  Meetings 


1686  Medical  News 

1689  Book  Notes 

Index  to  Advertising 

1534  Index  to  Advertisers 

1691  Index  to  Products 

1691  Classified  Advertising 

1695  WHAT  GOES  ON 


1510  New  York  State  Journal  of  Medicine /August  1974 


mg/100  ml 


i*  a more  S3 


VITAMIN 

■A”* 

SBSTMHffl 

*tLt^APSUUES 


+0.1 

0 

-0.1 

-0.2- 


o 

Q- 

O 

O 
0- 
o 


500 


' i 
i i 


0^.0 

unique  "',  hoUt  perio?  |{  Brovides  a1'  c -n  repeal 
during  a 12J°od  +EVI-B  0!  P , vrtamrn  u 

or^^>d','in  T presoriPeCEVi-BiO. 

^nv°“a^ClS',ndiCa'e  '" 

SOLID  LINE:  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 

BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 


I 

i 

l 

t 

l 

x 

\ 


0 1 2345678  hours 

Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  -Adaptation 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


1 Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Medical  Society  of 
the  State  of  New  York 


Officers 


Lynn  R.  Callin,  M.D.,  Monroe 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Ralph  S.  Emerson,  M.D.,  Nassau 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Albert  M.  Schwartz,  M.D.,  New  York 
Warren  A.  Lapp,  M.D.,  Kings 
George  T.  C.  Way,  M.D.,  Dutchess 
Samuel  Wagreich,  M.D.,  Bronx 


President 
Past- President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 
Assistant  Treasure 
Speaker 
Vice-Speaker 


Councilors 


Term  Expires  1975 

Richard  D.  Eberle,  M.D.,  Onondaga 
Keith  O.  Guthrie,  Jr.,  M.D.,  New  York 
Ralph  M.  Schwartz,  M.D.,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 


Term  Expires  1976 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
Abraham  W.  Freireich,  M.D.,  Nassau 


Term  Expires  1977 
G.  Rehmi  Denton,  M.D.,  Albany 
Albert  H.  Douglas,  M.D.,  Queens 
Milton  Gordon,  M.D.,  Suffolk 
Allison  B.  Landolt,  M.D.,  Westchester 


Trustees 

Walter T.  Heldmann,  M.D., Richmond,  Chairman 

Joseph  J.  Kaufman,  M.D.,  Wayne 

Reid  R.  Heffner,  M.D.,  Westchester 

James  M.  Blake,  M.D.,  Schenectady 

Milton  Helpern,  M.D.,  New  York 

Walter  Scott  Walls,  M.D.,  Erie 

John  Edward  Lowry,  M.D.,  Queens 


The  Council  is  composed  of  the  officers,  the  council- 
ors, and  the.  chairman  of  the  Hoard  of  Trustees. 


Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  1104< 
Tel.  516-488-6100 


Staff 

Henry  I.  Fineberg,  M.D. 


Executive  Vice-Presiden 


Edward  Siegel,  M.D. 

Deputy  Executive  Vice-Presiden 


Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  o 
the  New  York  State  Journal  of  Medicin 


Directing  Librarian 

Guy  Beaumont,  Director 

Division  of  Public  and  Professional  Affair 

J.  Richard  Burns,  J.D.  General  Counse 

Morton  N.  Chalef,  Director 

Division  of  P.S.R.C 

Eugene  S.  Dombrowski,  M.B.A.,  Comptroller 

and  Director  of  Business  Divisio. 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Service 

Max  N.  Howard,  M.D.,  Director 

Division  of  Medical  Service 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Norman  S.  Moore,  M.D.,  Consultant 

Division  of  Scientific  Activitie 


Ernest  T.  Mattison,  Director 

Division  of  Research  and  Plannin , 


Eugene  H.  O’Reilly,  Director 

Division  of  Insurance  and  Membership  Benefit 


Martin  J.  Tracey,  J.D.,  Director 

Division  of  Legislatioi 


Gretchen  Wunsch 


Executive  Associat 


Authorized  Indemnity  Representative 

Donald  J.  Eager,  Esq. 


2 Park  Avenue,  New  York,  New  York  10016 
Tel:  212  684-3211 


William  F.  Martin,  Esq. 


Legal  Consultan 


1512  New  York  State  Journal  of  Medicine  / August  1974 


1 

l 


Abstracts 


Dutton,  C.  B.,  Hoffman,  B.  A.,  Kyan,  B.  B.,  and 

Ward,  T.  J.:  Ambulatory  health  care;  medical  audit 
system,  New  York  State  J.  Med.  74:  1545  (Aug.)  1974. 

The  problem-oriented  audit  has  been  used  to  evaluate 
health  care  in  a neighborhood  health  center  utilizing 
' primary-care  nurses.  It  has  proved  to  be  a versatile 
tool,  and  can  be  applied  to  analyze  the  total  process  of 
health  care  or  it  may  focus  on  a specific  component  of 
f1  the  process;  it  can  assess  both  clinical  and  organizational 
aspects  of  health-care  delivery.  As  an  educational  tool, 
it  has  great  potential  for  clinicians  and  administrators 
alike.  The  methodology  is  readily  adaptable  for  use  in  a 
wide  variety  of  clinical  settings  where  it  can  serve  to  im- 
prove quality  and  efficiency  of  health-care  delivery. 

; 

Froom,  J.,  Treat,  D.  F.,  Farley,  E.  S.,  Jr.,  and  Henck, 

S.  H.:  Curriculum  for  family  medicine,  New  York  State 
J.  Med.  74:  1551  (Aug.)  1974. 

il  There  has  been  a rapid  increase  in  the  number  of  fam- 
ily medicine  training  programs  in  the  last  few  years.  As 
yet,  there  is  no  common  agreement  to  the  specific  con- 
tent of  a curriculum  for  these  programs.  In  most  pro- 
grams ambulatory  care  is  an  important  component  of 
the  curriculum;  however  the  content  of  ambulatory  care 
as  practiced  by  family  physicians  is  for  the  most  part 
unknown.  The  University  of  Rochester  Family  Medi- 
cine Training  Program  conducted  a study  of  the  health 
problems  encountered  by  family  physicians  in  several 
settings.  The  patient  population  was  60,000.  The  cur- 
riculum committee  used  the  morbidity  rate  data  from 
that  study  to  construct  a core  curriculum  in  an  attempt 
to  relate  training  to  the  realities  of  health  care  delivery. 

Siris,  J.  H.,  Pippenger,  C.  E.,  Werner,  W.  L.,  and 
Masland,  R.  L.:  Anticonvulsant  drug-serum  levels  in 
; psychiatric  patients  with  seizure  disorders;  effects  of 
certain  psychotropic  drugs,  New  York  State  J.  Med.  74: 

1554  (Aug.)  1974. 

a 

The  effect  of  chronic  administration  of  chlorproma- 
zine,  diazepam,  and  thioridazine  on  serum  anticonvul- 
- sant  drug  levels  in  24  hospitalized  patients  with  psychi- 
atric and  major  motor  seizure  disorders  was  studied  by 
gas  liquid  chromatography.  There  were  18  control  pa- 
tients who  received  DPH  (diphenylhydantoin)  and  phe- 
nobarbital  alone.  All  42  patients  were  medicated  with 
DPH  and  phenobarbital  in  ranges  deemed  appropriate 
to  yield  optimum  serum  levels  for  seizure  control  with- 
out toxicity.  All  42  patients  had  serum  phenobarbital 
levels  within  the  expected  range,  whereas  there  were 
wide  variations  in  serum  DPH  levels.  These  vaViations 
were  accentuated  by  psychotropic  drugs.  The  results  of 
the  study  demonstrate  that  serum  diphenylhydantoin 
levels  are  significantly  altered  in  some  patients  receiving 
any  one  of  these  three  psychotropic  drugs  along  with 
DPH  and  phenobarbital,  when  compared  with  a control 
group  receiving  only  DPH  and  phenobarbital. 


Cole,  D.  R.,  and  Duffy,  D.  F.:  Haloperidol  for  radia- 
tion sickness;  control  of  associated  nausea,  vomiting, 
and  anorexia,  New  York  State  J.  Med.  74:  1558  (Aug.) 
1974. 

In  a double-blind  investigation,  haloperidol,  adminis- 
tered orally  at  a dosage  of  1 mg.  twice  a day  was  com- 
pared with  placebo  as  an  antiemetic  in  48  outpatients 
who  had  developed  vomiting,  nausea,  and  anorexia  as  a 
result  of  radiation  therapy.  Significantly  greater  reduc- 
tions in  all  three  symptoms  (p  less  than  .01)  were  dem- 
onstrated by  the  haloperidol  group,  with  the  greatest 
differences  seen  on  the  second  day  of  the  two-day  trial. 
Overall,  18  of  the  25  haloperidol  patients  (73  per  cent) 
and  only  1 of  the  24  placebo  patients  (4  per  cent)  experi- 
enced a marked  or  moderate  response  to  treatment  with 
the  medication  under  study.  A subsequent  open  trial  in 
which  31  of  the  patients  received  known  haloperidol  for 
the  balance  of  their  course  of  radiation  therapy  con- 
firmed the  effectiveness  of  haloperidol  as  an  antiemetic. 
Symptomatology  was  controlled  and  no  adverse  reac- 
tions occurred. 

Simko,  V.,  Merrifield,  H.  H.,  Stouffer,  J.  R.:  Mild 

exercise;  effect  on  body  composition  and  metabolism, 
New  York  State  J.  Med.  74:  1563  (Aug.)  1974. 

Eleven  of  16  female  students,  aged  nineteen  to 
twenty-one,  exercised  consistently  for  nine  weeks.  The 
exercise  regimen  consisted  of  isometric  and  isokinetic 
exercises  in  knee-extension  and  flexion  muscles.  After 
nine  weeks  of  exercise,  the  skinfolds  and  circumferences 
measured  by  caliper-tape  (CT)  decreased  significantly 
in  the  area  of  exercising  muscles;  no  changes  were  found 
at  4 other  skinfold  sites.  The  exercise  did  not  affect  the 
thigh  muscle-bone  area,  urinary  creatinine,  plasma  cho- 
lesterol, fasting  glucose,  and  free  fatty  acids,  or  their  re- 
sponse to  an  oral  glucose  tolerance  test.  Linear  regres- 
sions indicated  positive  associations  between  thigh  skin- 
fat  area,  caliper-tape,  and  the  same  area  determined  by 
ultrasound  (US),  between  the  measurements  of  the 
thigh  muscle-bone  by  caliper-tape  and  ultrasound,  be- 
tween urinary  creatinine  and  the  thigh  muscle-bone,  cal- 
iper-tape  and  ultrasound,  and  between  plasma  choles- 
terol and  the  free  fatty  acid  time-curve  after  glucose. 
This  study  suggests  the  possibility  of  reduction  of  sub- 
cutaneous fat  overlying  working  muscles  even  if  the  in- 
tensity of  exercise  is  insufficient  to  promote  overall  met- 
abolic changes.  The  ultrasonic  technique  is  a useful  aid 
in  the  determination  of  body  fat  and  muscle  mass  in 
human  beings.  Key  words:  Exercise — Caliper  and 

tape — Ultrasound — Spot  reduction  of  subcutaneous  fat. 

Stern,  L.:  Ventilatory  care  of  the  newborn,  New  York 
State  J.  Med.  74:  1570  (Aug.)  1974. 

Assessment  of  the  quality  and  effectiveness  of  ventila- 
tory care  of  the  newborn  infant  requires  knowledge  and 

continued  on  page  1519 
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Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa-  ,| 
tives  and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center 
research  people,  and  academic 
people  have  and  that’s  in  all  likeliho  i 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person-  j j 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina-  ( 
tors  of  useful  information.  They 
could  consistently  serve  a real  edu-  I 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  film; 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 
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He  a Source  of  Information? 

Yes,  with  certain  reservations, 
e average  sales  representative 
s a great  fund  of  information 
out  the  drug  products  he  is  re- 
onsible  for.  He  is  usually  able  to 
swer  most  questions  fully  and 
ell igently . He  can  also  supply 
brints  of  articles  that  contain  a 
sat  deal  of  information.  Here, 

),  I exercise  some  caution.  I usu- 
y accept  most  of  the  statements 
d opinions  that  I find  in  the 
pers  and  studies  which  come 
>m  the  larger  teaching  facilities. 
;oes  without  saying  that  a physi- 
in  should  also  rely  on  other 
urces  for  his  information  on 
armacology. 

ainingof  Sales  Representatives 

Ideally,  a candidate  for  the 
sition  as  a sales  representative 
a pharmaceutical  company 
ould  be  a graduate  pharmacist 
io  has  a questioning  mind.  I don’t 
ink  this  is  possible  in  every  case, 
d so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  forthem. 


; pacity  they  are  indeed  useful; 
irticularly  in  the  fact  that  they 
sseminate  broadly  based  educa- 
inal  material  and  serve  not  just 
“pushers”  of  their  drugs. 

ie  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
I companies  are  not  producing  all 
is  material  as  a labor  of  love  — 
ey  are  in  the  business  of  selling 
oducts  for  profit.  In  this  regard 
e ambitious  and  improperly  moti- 
ted  sales  representative  can 
ert  a negative  influence  on  the 
acticing  physician,  both  by  pre- 
nting  a one-sided  picture  of  his 
oduct,  and  by  encouraging  the 
actitioner  to  depend  too  heavily 
1 drugs  for  his  total  therapy.  In 
ese  ways,  the  salesman  has  often 
storted  objective  reality  and 
'idermined  his  potential  role  as  an 
Jucator. 

ie  Industry  Responsibility 

Since  the  detail  man  must  be 
i information  resource  as  well  as 
•;  representative  of  his  particular 
harmaceutical  company,  he 
: iould  be  carefully  selected  and 


thoroughly  trained.  Tnat  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  wil  ling  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  thatthe 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 
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after  taking  a 
potent  analgesic 
360  times 
in  3 months... 


how  big  a dose  will  now 
bring  relief  If  it  is  a narcotic? 

“Tolerance  is  an  ever-present  hazard  to  continued 
use  of  narcotics. . . . The  very  first  dose  diminishes  the 
effects  of  subsequent  doses.”1  And,  as  increasing 
amounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects— lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

l.Sadove,  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics,  Postgrad. 

Med.  49:102.  June  1971. 

how  big  a dose  will  now 
bring  relief  if  it  isTalwin  ? 

Chances  are,  the  same  50  mg.  Talwin  Tablet  you 
prescribe  originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  anal- 
gesic efficacy:  one  50  mg.  tablet  appears  equivalent 
in  analgesic  effect  to  60  mg.  ( 1 gr.)  of  codeine.  How- 
ever, patients  receiving  Talwin  Tablets  for  prolonged 
periods  face  fewer  of  the  consequences  you’ve  come 
to  expect  with  narcotics.  There  should  be  fewer 
“adverse  effects”  on  her  way  of  life. 

Tolerance  rare:  Tolerance  to  the  analgesic  effect  of 
Talwin  Tablets  is  rare. 

Dependence  rare:  During  three  years  of  wide  clinical  use,  there 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history 
of  drug  dependence  should  be  under  close  supervision  while 
receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient  and 
to  prevent  the  use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain.* 

Generally  well  tolerated  by  most  patients*:  Infrequently  causes 
decrease  in  blood  pressure  or  tachycardia;  rarely  causes  respi- 
ratory depression  or  urinary  retention;  seldom  causes  diarrhea 
or  constipation.  Acute,  transient  CNS  effects,  described  in 
product  information  on  following  page,  have  occurred  in  rare 
instances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea  or  vomiting  are  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses. 

•See  important  product  information  on  next  page  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 
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in  chronic 
pain  of 
moderate  to 
severe 
intensity 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use 

Indication:  For  the  relief  of  moderate  to  severe  pain. 
Contraindication:  Talwin  should  not  be  administered  to  patients 
who  are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psy- 
chological and  physical  dependence  on  parenteral  Talwin  in  pa- 
tients with  a history  of  drug  abuse  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  withdrawal  symptoms.  There 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history  of 
drug  dependence  should  be  under  close  supervision  while  receiv- 
ing Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take 
precautions  to  avoid  increases  in  dose  by  the  patient  and  to  pre- 
vent the  use  of  the  drug  in  anticipation  of  pain  rather  than  for  the 
relief  of  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  Talwin  and  its  potential  for  elevating  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore,  Talwin  can  pro- 
duce effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses 
of  Talwin  have  experienced,  in  rare  instances,  hallucinations  (usu- 
ally visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should  be  very  closely  ob- 
served and  vital  signs  checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severely  limited  res- 
piratory reserve,  severe  bronchial  asthma  and  other  obstructive 
respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to 
accentuation  of  side  effects.  Although  laboratory  tests  have  not 
indicated  that  Talwin  causes  or  increases  renal  or  hepatic  impair 
ment,  the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment, 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  given  narcotics,  including  methadone  for 
the  daily  treatment  of  narcotic  dependence,  have  experienced 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause 
and  effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  ol 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syn 
cope,  visual  blurring  and  focusing  difficulty,  hallucinations  (see 
Acute  CNS  Manifestations  under  WARNINGS);  and  rarely  tremor 
irritability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequent!; 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarel; 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequently  de 
crease  in  blood  pressure,  tachycardia.  Hematologic:  rarely  de 
pression  of  white  blood  cells  (especially  granulocytes),  usually 
reversible  and  usually  associated  with  diseases  or  other  drug1 
which  are  known  to  cause  such  changes,  moderate  transien 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  reten 
tion,  toxic  epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  i j 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increase!  ■ 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  nc 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  add 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  wit 
Talwin. 


Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chi 
dren  under  12  years  of  age  is  limited,  administration  of  Talwi  j 
in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receive 
Talwin  orally  for  prolonged  periods  have  not  experienced  witt 
drawal  symptoms  even  when  administration  was  abruptly  discoi 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  he  ■ 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  an 
kidney  function  have  revealed  no  significant  abnormalities  aft< 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  ove  - 
dosage  has  been  insufficient  to  define  the  signs  of  this  conditioi 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  othf 
supportive  measures  should  be  employed  as  indicated.  Assiste 
or  controlled  ventilation  should  also  be  considered.  Althoug 
nalorphine  and  levallorphan  are  not  effective  antidotes  for  respir 
tory  depression  due  to  overdosage  or  unusual  sensitivity 
Talwin,  parenteral  naloxone  (Narcan®,  available  through  Ent 
Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contai 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent 
50  mg.  base.  Bottles  of  100.  ju 

Winthrop  Laboratories,  New  York,  N.Y.  10016  \l/l//nf/7f zj 
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continued  from  page  1513 

understanding  in  three  basic  areas.  These  are:  newer 
advances  and  techniques  of  the  application  of  assisted 
ventilation,  appropriate  and  effective  objective  evalua- 
tion of  its  efficacy  by  appropriate  techniques  and  mea- 
surements, and  appreciation  of  the  relevance  and  impor- 
tance of  either  concomitant  and/or  associated  complica- 
tions. Approaches  to  these  three  areas  are  capable  of 
providing  better  understanding  of  ongoing  responsibili- 
ties in  the  provision  of  such  care  in  the  newborn. 

Conley,  J.  J.:  Cancer  of  the  middle  ear  and  temporal 
bone.  New  Y’ork  State  J.  Med.  74:  1575  (Aug.)  1974. 

Cancer  of  the  middle  ear  is  an  uncommon  occurrence 
1 and  is  rarely  diagnosed  early  in  its  development.  Rou- 
\ tine  biopsy  of  all  granulomatous  and  neoplastic  lesions 
of  the  ear  is  essential  to  early  diagnosis.  Polytomogra- 
phy is  an  aid  in  documenting  the  extent  of  the  disease  in 
bone.  The  surgical  anatomy  of  the  region  of  the  ear  im- 
poses special  disadvantages  on  any  type  of  surgical  tech- 
i nique  and  supervoltage  irradiation.  Temporal  bone  re- 
| section  and  its  modifications  and  the  use  of  irradiation 

(present  a cure  rate  of  approximately  25  per  cent  and 
adds  significantly  to  the  local  control  of  this  disease. 

Cave,  V.  G.:  Fluorescent  treponemal  antibody  absorp- 
tion test,  New  York  State  J.  Med.  74:  1580  (Aug.)  1974. 

Over  the  years  a plethora  of  serologic  tests  for  syphi- 
lis has  been  offered  for  their  theoretic  and  practical 

(values  in  both  the  diagnosis  of  syphilis  and  the  evalua- 
tion of  treatment.  The  performance  of  a multiplicity  of 
tests  has  burdened  the  physician  and  caused  confusion 
in  some  problematic  cases.  While  the  VDRL  is  the  test 
par  excellence  for  the  evaluation  of  antisyphilitic  thera- 
py, the  FTA-ABS  test  is  of  greater  help  in  the  diagnosis 
of  difficult  cases.  Although  the  FTA-ABS  is  highly  spe- 
cific, there  have  been  some  reports  of  apparently  false 
positive  fluorescence.  These  have  included  patients 
with  rheumatoid  factor  or  rheumatoid  arthritis,  lympho- 
sarcoma with  autoimmune  hemolytic  anemia,  alcoholic 
cirrhosis,  systemic  lupus  erythematosus,  pregnancy,  vac- 
cination, and  antinuclear  antibodies. 

Ecker,  A.:  Tic  douloureux;  eight  years  after  alcoholic 
gasserian  injection,  New  York  State  -J.  Med.  74:  1586 
(Aug.)  1974. 

For  nineteen  years  303  consecutive  patients  with  clas- 
sical tic  douloureux,  resistant  to  medication,  have  been 
treated  by  precise  gasserian  injection.  Miniscule  quan- 
tities (0.05  ml.)  of  absolute  alcohol  were  used  with  me- 
1 ticulous  radiographic  and  neurosensory  controls.  Pain 
has  been  relieved  without  a death,  significant  visual  loss, 
or  other  major  permanent  complication.  The  present 
report  is  a follow-up  study  of  each  of  42  consecutive 
* cases  injected  eight  to  ten  years  previously.  Thirty-four 
had  remained  free  of  severe  tic  pain;  12  until  death  and 
22  until  follow-up.  Five  others  with  recurrent  severe 
pain  required  a second  injection.  Thus,  in  39  patients 
(93  per  cent)  severe  pain  was  relieved.  Dull  aches  and 
paresthesias  occurred  before  injection  in  some  cases  but 
afterward  in  more.  Twenty-one  patients  were  personal- 
ly reexamined.  Mucocutaneous  sensory  impairments 
had  usually  persisted  or  diminished  but,  surprisingly, 
sometimes  had  increased. 


Abeles,  H.:  T reatment  of  alcoholic,  tuberculous  pa- 

tient, New  York  State  J Med.  74:  1593  (Aug.)  1974. 

The  ambulatory  treatment  of  tuberculous  patients 
suffering  from  alcoholism,  a frequent  combination  in 
large  cities,  is  difficult.  Of  38  alcoholic  tuberculous  pa- 
tients, initially  hospitalized  at  Van  Etten  Hospital,  The 
Bronx,  N.Y.,  34,  89  per  cent,  could  be  maintained  on 
treatment  for  a minimum  period  of  eighteen  months. 
Four  patients  were  lost  to  follow-up  care  with  less  than 
one  and  one-half  years  of  treatment,  but  all  38  patients 
had  sputum  cultures  negative  for  tubercle  bacilli  at  the 
end  of  the  observation  period.  Three  patients  died, 
none  from  tuberculous  disease.  Rehospitalization,  usu- 
ally for  a short  period,  was  necessary  in  half  the  pa- 
tients, mainly  for  reasons  connected  with  the  alcoholic 
problem.  Three  patients  experienced  temporary  re- 
lapse of  the  tuberculous  disease  which  was  readily  con- 
trolled during  rehospitalization.  It  is  desirable  to  have 
available  a staff  trained  in  the  management  of  tubercu- 
losis and  alcoholism,  in  well  equipped  outpatient  de- 
partments with  backup  hospital  facilities  for  acute  alco- 
holic problems  in  order  to  facilitate  keeping  the  patients 
on  ambulatory  care  for  an  adequate  period  of  treatment. 

Kelly,  S.,  and  Dagle,  A.:  Cytogenetic  damage  in  amer- 
icium poisoning,  New  York  State  J.  Med.  74:  1597 
(Aug.)  1974. 

Chromosome  damage  similar  to  that  caused  by  radia- 
tion was  discovered  in  the  cultured  lymphocytes  of  a ra- 
diation worker  and  his  family  who  were  exposed  to  am- 
ericium for  several  years. 

Mitchell,  D.  G.,  Aldous,  K.  M.,  and  Ryan,  F.  J.:  Mass 
screening  for  lead  poisoning;  capillary  blood  sampling 
and  automated  Delves-cup  atomic-absorption  analysis, 
New  York  State  J.  Med.  74:  1599  (Aug.)  1974. 

A mass  screening  procedure  for  lead  poisoning  is  de- 
scribed. Capillary  blood  is  collected  from  the  finger, 
which  has  been  spray-coated  with  collodion  to  minimize 
contamination.  A 50-microliter  aliquot  is  diluted  and 
analyzed  using  a computer-controlled  atomic  absorption 
spectrometer.  This  simple,  rapid  reliable  procedure  has 
been  in  routine  use  by  over  50  health  service  agencies  in 
New  York  State  since  January,  1973. 

Krumholz,  B.  A.,  and  Talebian,  F.:  Vaginal  adenosis; 
detection  by  colposcopy  and  iodine  staining,  New  York 
State  J.  Med.  74:  1606  (Aug.)  1974. 

The  detection  of  vaginal  adenosis  and  other  nonma- 
lignant  changes  in  the  upper  vagina  of  the  teen-age  fe- 
males who  had  intrauterine  exposure  to  nonsteroidal  es- 
trogen compounds  has  been  a major  concern  among  gy- 
necologists. Periodic  vaginal  examination  and  Papani- 
colaou smears  and  staining  of  the  vagina  with  Schiller’s 
iodine  have  been  suggested  as  effective  methods  of  eval- 
uation and  follow-up.  In  this  report  we  are  presenting 
the  first  8 patients  who  we  evaluated  by  means  of  col- 
poscope;  the  role  of  the  colposcopic  examination  is  dis- 
cussed. Further  discussion  will  also  involve  the  possible 
etiologic  factors  which  have  ied  to  these  alterations. 

Bernard,  R.  W.,  Casson,  P.  R.,  Wood-Smith,  D.,  and 
Converse,  J.  M.:  Dental  disease;  cutaneous  manifesta- 
tions, New  York  State  -J.  Med.  74:  1612  (Aug.)  1974. 

■ continued  on  page  1523 
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Dalmane 

(flurazepam  HCI) 

Distinctiveness 
that  begins  with  the 
benzodiazepine 
structure 


Distinctive  sleep  potential 
in  the  flurazepam  HCI 
molecule 

Dalmane  (flurazepam  HCI)  is  a distinctive 

sleep  medication— a benzodiazepine 
specifically  indicated  for 
insomnia.  It  is  not  a barbiturate 
or  methaqualone,  nor  is  it 
related  chemically 
to  any  other  available 


CH?CH,N 


hypnotic. 

In  the  most  rigorous  course 
of  clinical  evaluation  ever 
accorded  a sleep  medication  in  the  sleep  research 
laboratory,  Dalmane  has  repeatedly  been  shown 
effective  in  helping  patients  fall  asleep  promptly,  stay, 
asleep  and  sleep  longer.1'7 


2 HCl 
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Distinctive  efficacy... from  sleep  induction 
throughout  the  night" 

One  30-mg  capsule  of  Dalmane  (flurazepam  HC1)  induces  sleep  swiftly,  on 
average  within  17  minutes,  and  reduces  nighttime  awakenings.2  4-6  On  average, 
patients  obtain  7 to  8 hours  of  sleep  without  repeat  dosage.2  4*6 


...and  night  after  night 

Dalmane  has  been  shown  to  be  consistently  effective  even  during  consecutive 
nights  of  administration,  without  increasing  dosage. ,'3-6-7-9 


...with  infrequent  morning  “hang-over.”79 

Most  of  the  2,010  patients  administered  Dalmane  in  paired-night 
clinical  studies7-8awakened  refreshed  and  alert.  Only  a few  complained 
of  the  morning  drowsiness  or  grogginess  often  produced  by  some 
other  sleep  medications. 


Distinctive  record  of  relative  safety 78 


Dalmane 


Dalmane  is  generally  well  tolerated.  While 
dizziness,  drowsiness,  lightheadedness  and  the 
like  have  been  noted  most  often,  particularly  in 
the  elderly  and  debilitated,  physicians  should 
be  aware  of  the  possibility  of  more  serious 
reactions.  Before  prescribing  consult  Complete 
Product  Information,  a summary  of  which 
appears  on  the  following  page. 

...even  in  patients  on 
warfarin  therapy 7 10 

Dalmane  and  warfarin  may  be  used 
concurrently  without  risk  of  unaccept- 
able fluctuation  in  prothrombin  time. 


(flurazepam  HCI) 


One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

when  restful  sleep 
is  indicated 


Please  see  following  page  for  summary  of  Complete  Product  Information. 
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■ induces  sleep  within  17 
minutes,  on  average 

■ reduces  nighttime 
awakenings 

■ provides  7 to  8 hours  of 
sleep,  on  average,  with 
a single  dose 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness ( e.g .,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  ol  impaired  renal  or  hepatic  f unction. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Cl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 


pains,  body  and  joint  pains  and  GU  com- 
plaints There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debditated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Dental  disease  may  occur  as  a cutaneous  manifesta- 
I tion.  The  patient  will  frequently  consult  a physician 
I unaware  of  this  particular  etiologic  condition  for  recur- 


rent cysts,  abscesses,  and  sinus  tracts.  Early  recogni- 
tion and  treatment  are  necessary  for  successful  treat- 
ment. A review  of  the  subject  and  three  cases  treated  at 
the  Institute  of  Reconstructive  Plastic  Surgery  are  pre- 
sented. 


Abstracts  in  Interlingua 


Dutton,  C.  B.,  Hoffman,  B.  A.,  Ryan,  B.  B.,  e Ward, 

T.  J.:  Ambulatorio  attention  sanitari;  systema  de  audi- 
toria  medic,  New  York  State  J.  Med.  74:  1545  (Augusto) 
1974. 

Le  auditoria  orientate  al  problema  sanitari  ha  essite 
usate  pro  evalutar  le  alterationes  del  salute  in  un  centro 
sanitari  vicin  utilisante  nurses  de  attention  primari. 
Esseva  provate  que  iste  auditoria  es  un  methodo  versa- 
tile que  se  pote  applicar  pro  analysar  le  processo  total  de 
attention  sanitari,  e etiam  que  permite  localisar  alicun 
componente  specific  del  processo.  Asimesmo  pote  se 
evalutar  le  aspectos  clinic  e organisational  del  attention 
sanitari  facite.  Como  un  instrumento  educational,  le 
auditoria  ha  un  potential  grande  pro  le  clinicos'e  le  ad- 
ministratores.  Le  methodologia  es  facilemente  adapt- 
able per  su  uso  in  un  ample  varietate  de  situationes  clin- 
ic donde  pote  servir  pro  meliorar  le  qualitate  e effitien- 
tia  del  attention  sanitari  delivrate  al  population. 

Froom,  J.,  Treat,  D.  F.,  Farley,  E.  S.,  Jr.,  e Henck,  S. 


H.:  Curriculum  per  medicina  familiari,  New  York  State 
J.  Med.  74:  1551  (Augusto)  1974. 

Le  numero  de  programmas  de  inseniamento  del  medi- 
cina familiari  ha  augmentate  rapidemente  in  le  ultime 
pauc  annos.  Totavia  non  existe  un  accordo  general 
supra  le  contenite  specific  del  curriculum  pro  iste  pro- 
grammas. In  le  majoritate  del  programmas,  le  attention 
ambulatori  es  un  componente  importante  del  curricu- 
lum. Le  contenite  del  attention  ambulatori,  como  es 
practicate  per  le  medico  familiari,  es,  in  su  major  parte, 
non  cognoscite.  Le  Programma  de  Inseniamento  de 
Medicina  Familiari  del  Universitate  de  Rochester  ha 
conducite  un  studio  del  problemas  de  salute  trovate  per 
le  medicos  familiari,  in  multiple  aspectos.  Le  popula- 
tion de  patientes  esseva  60.000.  Le  Committee  Curricu- 
lari  usate  le  indice  de  morbilitate  de  tal  studio  pro  pre- 
parar  un  nucleo  curriculari  in  un  effortio  pro  relationar 
le  inseniamento  con  le  realitates  del  servicio  de  salute 
delivrate  al  population. 

continued  on  page  1525 
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Letters  to  the  Editor 


Incursions  into  medicine 

To  the  Editor:  I was  extremely  surprised  by  Dr.  Ber- 
ger’s editorial,  “Incursions  into  Medicine”  (New  York 
State  Journal  of  Medicine  74:  477  [March]  1974).  His 
approach  to  his  topic  is  extremely  emotional  and  does 
not  appear  to  be  very  logical  as  he  runs  the  gamut  from 
quoting  John  Donne  to  Watergate. 

I hope  that  Dr.  Berger  would  be  aware  that  these  . . 
onslaughts  on  traditional  medical  care”  may  be  due  to 
the  fact  that  at  this  time,  medicine  is  unable  to  fulfill 
these  needs  itself,  leaving  the  field  open  to  these  . . 
invasions  into  medicine”  which  appear  to  me  to  expand 
health  care  rather  than  to  . . diminish  it  [medicine].” 

As  a student  at  Cornell  University — New  York  Hospi- 
tal School  of  Nursing,  I am  curious  to  know  whether  Dr. 
Berger’s  omission  of  Nurse-Practitioners  from  his  list  of 
invasions  is  due  to  his  having  overlooked  them  or 
doesn’t  he  look  on  them  as  moving  into  traditional  med- 
ical fields. 

Because  of  my  respect  for  a man  with  Dr.  Berger’s 
years  of  service,  I wish  he  had  directed  his  editorial  to 
our  intellects  rather  than  to  our  emotions. 

ALICE  W.  TAUSSIG 
1320  York  Avenue 
New  York,  N.  Y.  10021 


Dr.  Berger’s  reply 

To  the  Editor:  I am  pleased  that  Miss  Taussig  has  had 
her  emotions  aroused  by  what  I had  believed  was  a sober 
compilation  of  the  inroads  of  various  cults  into  the  prac- 
tice of  medicine  all  under  the  aegis  of  various  legislators. 

But  I am  pleased  with  Miss  Taussig’s  emotional  reac- 
tion. It  is  commendable  for  we  need  some  reaction  such 
as  hers  as  well  as  scientific  reasoning  if  both  medicine 
and  surgery  are  not  to  be  overrun  by  inadequately 
trained  individuals  Nursing  is  obviously  not  a cult. 
We  in  medicine  have  worked  together  with  nursing  since 
the  Crimean  War  with  cooperation  and  mutual  respect 
and  appreciation.  In  fact,  I would  defy  most  of  the  phy- 
sicians on  my  staff  to  handle  an  emergency  in  our  coro- 
nary care  unit  as  efficiently  as  do  our  nurses  in  that  de- 
partment. In  fact,  even  though  I have  played  a part  in 
training  our  intensive  care  unit  nurses  I try  to  keep  out 
of  their  way  at  such  a time. 

I would  have  answered  your  letter  sooner  Miss  Tauss- 
ig but  I have  just  returned  from  seeing  the  kind  of  coop- 
eration I have  just  described,  while  I served  as  a visiting 
Professor  of  Medicine  at  Ghada  Mada  University  in  In- 


donesia. Thank  heaven  for  the  dedicated  nurses  in  the 
rice  paddies  who  administered  so  much  of  the  primary 
care  in  the  rural  areas.  Obviously  I do  not  equate  a 
highly  trained  individual  like  yourself  with  a ward  at- 
tendant who  sometimes  thinks  he  can  usurp  your  perog- 
atives.  I am  deeply  concerned,  as  I am  sure  you  are, 
that  medical  care  is  frequently  entrusted  to  untrained 
and  even  badly  motivated  people. 

Thank  you  for  expressing  your  useful  opinion. 

HERBERT  BERGER,  M.D.,  F.A.C.P. 

7440  Amboy  Road 
Staten  Island,  N.Y.  10307 


Malpractice  dilemma 

To  the  Editor:  I would  like  to  comment  on  the  editorial 
article  which  appeared  in  the  April,  1974,  number  of  the 
Journal,  “The  Malpractice  Dilemma,”  on  page  629. 

First:  Our  constitution  guarantees  the  defendant  a 

trial  before  a jury.  But  is  this  a “must?”  Can  he  not 
waive  this  privilege  and  demand  a trial  before  a judge 
without  a jury?  If  this  were  so  the  defendant  would  re- 
ceive a verdict  more  in  line  with  justice.  Judges  as  a 
rule  are  less  inclined  to  be  swayed  by  rhetoric  or  in- 
fluenced by  appeals  to  sympathy. 

Second:  The  surest  way  to  cut  down  on  the  number 
of  malpractice  suits  and  the  exhorbitant  amounts  ren- 
dered if  it  were  illegal  for  a lawyer  to  take  such  a case  on 
a “contingency”  basis.  But  this  is  a “pipe  dream.’ 
What  lawyer  would  be  willing  to  help  pass  legislation 
that  would  take  money  out  of  his  pocket? 

A.  DAVIS,  M.D 
108  Brebauf  Drivt  I 
Penfield,  N.Y.  1452t 


AMA  membership 

To  the  Editor:  I am  sure  that  the  majority  of  New  York 
State  physicians  are  quite  perturbed  about  the  mannei 
in  which  our  Society  passed  a resolution  making  it  com 
pulsory  for  its  members  to  join  the  A.M.A.  When  mem 
bership  was  declared  voluntary  a few  years  ago,  almosi 
50  per  cent  did  not  join.  I should  think  that  this  was  in 
dicative  of  the  membership’s  attitude  toward  th( 
A.M.A. 

continued  on  page  1611 
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Siris.  J.  H.,  Pippenger,  C.  E.,  Werner,  W.  L.,  e Mas- 

land,  R.  L.:  Concentrationes  seric  de  drogas  anticon- 
vulsive  in  patientes  psychiatric  con  morbo  convulsive; 
effecto  de  certe  drogas  psychotropic,  New  York  State  J. 
Med.  74:  1554  (Augusto)  1974. 

Le  effectos  del  administration  chronic  de  chloropro- 
mazina,  diazepam  e thioridazina  supra  le  concentration 
seric  de  drogas  anticonvulsive  in  24  patientes  hospitali- 
sate  per  morbos  psychiatric  e motor-convulsive  de  im- 
portantia  esseva  studiate  mediante  le  chromatographia 
ab  gas  liquide.  Habeva  18  patientes  de  controlo  trac- 
tate solmente  con  diphenylhydantoina  (DPH)  e pheno- 
barbital.  Omne  42  patientes  esseva  tractate  con  DPH  e 
phenobarbital  al  dosification  adequate  pro  producer 
concentrationes  seric  optime  per  controlar  le  convul- 
siones  sin  causar  toxicitate.  Omne  iste  42  patientes  ha- 
beva nivellos  seric  de  phenobarbital  intra  le  limites  ex- 
pectate;  in  cambio,  le  concentrationes  seric  de  DPH  pre- 
sentava  ample  variationes.  Iste  variatiationes  esseva 
accentuate  per  le  drogas  psychotropic.  Le  resultatos  de 
iste  studio  demonstra  que  le  concentrationes  seric  de 
DPH  es  alterate  significativemente  in  certe  patientes 
tractate  con  qualunque  de  iste  3 drogas  psychotropic 
juncte  con  DPH  e phenobarbital,  comparate  con  un 
gruppo  de  controlo  tractate  solmente  con  DPH  e pheno- 
barbital. 

Cole,  D.  R.,  e Duffy,  D.  F.:  Haloperidol  pro  le  morbo 
causate  per  radiationes;  controlo  del  nauseas,  vomitos  e 
anorexia  accompaniante,  New  York  State  J.  Med.  74: 
1558  (Augusto)  1974. 

In  un  investigation  doublemente  incognito,  le  halo- 
peridol, administrate  oralmente  al  dosage  de  1 mg,  duo 
vices  al  die,  esseva  comparate  con  un  placebo  in  su  activ- 
itate  antiemetic,  in  48  patientes  que  suffreva  nauseas, 
vomitos  e anorexia  como  resultato  del  radiotherapia. 
Un  reduction  plus  significative  de  omne  tres  symptomas 
(p  minus  que  0.01)  esseva  demonstrate  in  le  gruppo  de 
patientes  tractate  con  haloperidol;  le  differentias  major 
esseva  observate  in  le  secondo  die  del  essayo  de  2 dies. 
In  general,  18  del  25  patientes  tractate  con  haloperidol 
(73  pro  cento),  e solmente  1 del  24  patientes  tractate  con 
le  placebo  (4  pro  cento),  respondeva  moderate  o marca- 
temente  al  tractamento  con  le  droga  infra  studio.  In  al- 
tere  studio  aperte,  con  31  patientes  tractate  con  haloper- 
idol durante  le  reste  del  tractamento  con  radiationes,  es- 
seva confirmate  le  efficatia  de  iste  composto  como  an- 
tiemetic. Le  symptomatologia  esseva  controllate  sin 
reactiones  adverse. 


Simko,  V.,  Merrifield,  H.  H.,  e Stouffer,  J.  R.:  Exer- 
citio  suave;  effecto  supra  le  composition  e metabolismo 
del  corpore,  New  York  State  J.  Med.  74:  1563  (Augusto) 
1974. 

De  16  feminas  studiante,  de  19  a 21  annos  de  etate,  11 
faceva  exercitios  constantemente  durante  9 septimanas. 
Le  programma  de  exercitios  consisteva  in  exercitios  iso- 
meric e isokinetic  de  extension  e flexion  del  musculos 
del  genu.  Depost  le  9 septimanas  de  exercitios,  le  plicas 
cutanee  e le  circumferentias,  mensurate  con  le  cinta  cali- 
per (“CP”),  decresceva  significativemente  in  le  area 
musculari  in  exercitio.  Non  esseva  trovate  cambios  in 

continued  on  page  1532 
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When  reassurance  and 
counseling  during  repeated 
visits  are  not  enough. 


When  tension  and  anxiety 
continue  to  produce 
distressing  somatic  symptoms. 


When  the  patient’s 

of  overreaction  to  stress 
impairs  his  ability 
to  function. 


Good  reasons  to  consider 

Valium  (diazepam). 


Effectiveness 

The  efficacy  of  Valium  has  been  demonstrated  in  clinical  trials  and  ex- 
ensive  clinical  use.  Valium  can  provide  effective  relief  of  excessive  psy- 
hic  tension  and  anxiety  for  the  psychoneurotic  patient  and  the  patient 
vho  overreacts  to  stress.  Accompanying  somatic  symptoms  — attributed 
o anxiety  and  tension  — can  be  subsequently  minimized. 


3rompt  action 

Valium,  when  used  as  an  adjunct  to  supportive  measures  and  counsel- 
ng.  can  produce  prompt  psychotherapeutic  effects.  Significant  improve- 
nent  is  usually  apparent  within  the  first  few  days  of  therapy.  With  some 
)atients,  however,  more  time  may  be  required  before  evidence  of  a clear- 
:ut  response  is  gained.  Therapy  with  Valium  may  normally  be  discon- 
inued  when  the  patient's  psychic  tension  symptoms  have  been  reduced 
o tolerable  levels. 


Dependable  response 

\ major  consideration  in  choosing  an  antianxiety  agent  is  the 
eliability  of  its  performance.  The  psychotherapeutic  effect  of  Valium  is 
:haracterized  by  prompt,  symptomatic  relief  of  anxiety  and  tension. 
vVith  a safety  profile  characterized  by  excellent  tolerance  and  a relatively 
ow  incidence  of  adverse  reactions,  patient  response  is  generally 
predictable.  While  drowsiness,  fatigue  and  ataxia  are  most  frequently 
*eported,  physicians  should  be  aware'of  the  possibility  of  more  serious 
factions.  Before  prescribing,  consult  complete  product  information. 


Val  Him  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 
<»> 


For  summary  of  product  information,  see  next  page. 


If  there’s  good  reason 
to  prescribe  for  psych  ic  tension, 
there’s  good  reason 
to  consider 


Val  ium 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follow's: 

Indications:  Tension  and  anxiety  states, 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneu- 
rotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  sympto- 
matic relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spastic- 
ity caused  by  upper  motor  neuron  dis- 
orders, athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic- 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 


seizures.  Advise  against  simultaneous 
ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms 
(similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addic- 
tion-prone individuals  under  careful 
surveillance  because  of  their  predis- 
position to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothi- 
azines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants 
may  potentiate  its  action.  Usual  precau- 
tions indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or 
with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debili- 
tated to  preclude  ataxia  or  oversedation. 
Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipa- 
tion, headache,  incontinence,  changes 
in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hal- 
lucinations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension, 
anxiety  and  psychoneurotic  states,  2 to 
10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then 

5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunc- 
tively in  skeletal  muscle  spasm,  2 to 
10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d. 
to  q.i.d. 

Geriatric  or  debilitated  patients:  2 to 
2Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children:  1 to  2Vi  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 

6 months). 

Supplied:  Valium®  (diazepam)  Tablets, 

2 mg,  5 mg  and  10  mg;  bottles  of  100 
and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  100. 
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Month  in  Washington 


The  humdrum  hearings  on  NHI  (national  health  in- 
surance) before  the  House  Ways  and  Means  Committee 
got  something  of  a lift  when  the  long-absent  chairman, 
Wilbur  D.  Mills,  (D-Ark.),  unexpectedly  showed  up  one 
Friday  in  mid-June  and  announced  that  whatever  bill 
his  committee  approves  undoubtedly  would  not  look 
like  any  single  bill  presently  under  consideration. 

This  pronouncement  from  the  august  chairman  im- 
mediately gave  rise  to  the  belief  that  closed-door  talks 
may  be  going  on  among  committee  members  in  an  effort 
to  hack  out  a compromise  bill  that  could  secure  congres- 
sional enactment  this  year. 

But  the  startling  lack  of  interest  evident  in  the  House 
Ways  and  Means  Committee  hearings — only  two  or 
three  members  attending  each  hearing  and  chairman 
Mdls  showing  up  for  just  the  second  time  in  months — 
and  the  indefinite  postponement  of  Senate  Finance 
Committee  hearings  would  indicate  the  Congress  is  not 
exerting  itself  to  pass  a NHI  bill  this  year. 

Mills  said  his  own  plan  (Mills-Kennedy)  “doesn’t  do 
everything  I would  like  it  to  do.”  He  said,  however,  he 
believes  the  method  of  reimbursing  physicians  under 
Mills-Kennedy  is  better  than  under  Medicare.  It  would 
eliminate  the  apparent  discrimination  between  the  city 
physician  and  the  rural  physician,  Mills  believes. 

He  declared  his  primary  concern  is  that  the  poor  re- 
ceive at  least  as  good  medical  services  as  the  rest  of  the 
people.  Referring  to  the  compromise  with  Kennedy,  he 
said,  “We  were  trying  to  lay  before  the  public  a program 
we  thought  had  a chance  to  pass.”  He  said  he  wanted 
to  avoid  a bill  that  “would  provide  nothing  more  than 
catastrophic,”  which  would  cover  only  5 per  cent  of  the 
need.  The  compromise  is  subject  to  further  compro- 
mise, Mills  said.  Catastrophic  is  the  roof,  and  “we  need 
the  floor  and  walls  along  with  the  roof.” 

Mills  said  his  intent  with  the  Mills-Kennedy  compro- 
mise NHI  bill  was  not  to  exceed  the  cost  of  the  Adminis- 
tration’s “CHIP”  (Comprehensive  Health  Insurance 
Plan)  plan  and  to  come  up  with  a different  method  of  fi- 
nancing. He  said  the  bill  was  introduced  to  present  an 
alternative  to  the  Administration  plan  for  discussion 
and  comment. 

Here  are  selected  sample  bits  of  testimony  from  the 
many  medical  health-care-oriented  organizations  who 
have  trooped  to  Washington  to  have  their  say  about 

NHI: 

— The  American  Public  Health  Association  urged 
more  consumer  policy  input  than  provided  in  any  of 
the  major  NHI  bills  before  the  committee  and  more 
preventive  services  benefits.  APHA  president  C. 
Arden  Miller,  M.D.,  said  the  major  measures  for  the 
most  part  provide  insufficient  benefits  and  controls. 

— The  American  Association  of  Medical  Clinics  sup- 
ported maintenance  of  the  free  enterprise  system  of 
health  care,  and  said  funding  should  be  from  mandat  - 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


ed  employer  plans  and  general  tax  funds  for  the  poor 
and  medically  indigent. 

— The  Colorado  Health  and  Environment  Council 
witness  discussed  the  Colorado  Community-Coopera- 
tive- Decentralized  plan  which  emphasizes  preventive 
medicine  and  home  health  care.  The  importance  of 
the  physician’s  office  as  a basic  health-care  facility 
was  stressed. 

— The  National  Association  of  Social  Workers  favored 
the  Kennedy-Griffiths  Health  Security  Act  provi- 
sions. 

— The  American  Academy  of  Family  Physicians  told 
the  House  Ways  and  Means  Committee  any  NHI  bill 
must  provide  that  family  physicians  receive  the  same 
fee  as  other  specialists  when  providing  the  same  ser- 
vice. Family  physicians  should  not  be  treated  as 
“second-class  members  of  the  health  care  delivery 
team,”  said  James  Price,  M.D.,  Academy  president. 

Wealthier  people  should  pay  a greater  portion  of 
the  cost  for  catastrophic  coverage  as  provided  in  the 
American  Medical  Association’s  Medicredit  plan,  he 
told  the  committee.  “We  are  skeptical  as  to  just  how 
all-encompassing  a program  can  be  effectively  admin- 
istered by  the  Federal  government  and  would  strongly 
urge  that,  insofar  as  possible,  continued  reliance  be 
placed  on  the  expertise  which  has  been  developed  by 
the  private  insurance  industry,”  he  said. 

Dr.  Price  opposed  a provision  of  the  Mills-Kennedy 
bill  (Medicare  for  all)  regarding  payment  for  services 
by  specialists,  saying  that  the  determination  of  which 
physicians  should  not  be  providing  specific  services 
should  be  left  to  their  peers  rather  than  the  Social  Se- 
curity administration. 

— Another  witness,  Donald  Schiff,  M.D.,  of  the  Amer- 
ican Academy  of  Pediatrics,  said  “we  must  build  upon 
the  strengths  of  our  present  medical  care  system,  tak- 
ing special  pains  to  retain  the  currently  productive 
programs  such  as  Crippled  Children’s,  Maternal  and 
Child  Health,  and  Children  and  Youth.” 

Preventive  health  services  should  encompass  the 
entire  pediatric  age  scale  to  twenty-one  years,  said  Dr. 
Schiff.  Deductibles  and  coinsurance  should  not  be 
used  for  preventive  health  care  for  children  or  preg- 
nant women,  he  asserted.  Comprehensive  child 
health  care  should  be  a spelled-out  benefit,  and  in- 
creased funding  of  psychological  services  is  necessary, 
according  to  the  physician.  He  urged  creation  of  a 
cabinet-post  Secretary  of  Health. 

—Ned  Parish,  president  of  the  National  Association 
of  Blue  Shield  Plans,  said  the  concept  of  a totally  tax- 
supported  government-administered  national  health 
program  is  “a  solution  for  a problem  which  no  longer 
exists.”  “We  have  built  in  America  a private  system 
which  extends  to  the  vast  majority  of  the  population 
and  serves  most  of  them  quite  well,”  he  said. 

Declaring  that  the  public  does  not  support  radical 
restructuring  of  the  health  system  or  its  financing, 
Parish  said  Federal  action  is  clearly  necessary  that 
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would  strengthen  private  coverage  and  at  the  same 
time  eliminate  problems  that  “can  never  be  resolved 
without  the  active  participation  of  government.” 

He  called  for: 

1.  Federal  financing  of  coverage  for  the  poor  and 
medically  indigent. 

2.  Catastrophic  coverage,  not  federally  financed, 
tied  to  a program  of  basic  benefits. 

3.  Regulation  of  carriers  with  respect  to  covered 
benefits  and  solvency. 

4.  Minimum  standards  for  coverage. 

5.  Free  choice  and  maximum  participation  by  the 
private  sector. 

— In  other  testimony,  the  U.S.  Chamber  of  Commerce 
urged  approval  of  its  own  mandated-coverage  NHI 
plan  as  “realistic,  reasonable,  and  affordable.”  The 
Mills-Kennedv  plan  would  lead  to  “Federal  domina- 
tion of  the  health  program”  and  impose  excessive  new 
payroll  taxes,  the  Chamber  said.  The  administra- 
tion’s CHIP  plan  would  significantly  increase  costs  to 
small  and  medium-sized  businesses,  and  the  AMA’s 
Medicredit  plan  is  not  comprehensive  enough,  accord- 
ing to  the  Chamber. 

— Pharmaceutical  Manufacturers’  Association  presi- 
dent C.  Joseph  Stetler  said  the  Mills-Kennedy  bill 
provision  for  a restrictive  national  formulary  for  out- 
patient drugs  would  distort  prescribing  decisions. 
The  PMA  is  most  concerned  with  the  proposed  price 
controls  on  drugs,  Stetler  testified.  This  would  force 
a diversion  of  sales  from  research-based  firms  to  the 
nonresearching  sector,  he  said. 

— The  National  Protestant-Catholic  Hospital  Associ- 
ation said  the  Mills-Kennedy  bill  does  not  adequately 
ensure  that  hospitals  will  be  reimbursed  for  their 
costs  and  could  force  nonprofit  hospitals  “into  a 
hand-to-mouth  existence.”  Voluntary  donations 
would  cease,  the  Association  warned. 

— Consumer  Federation  of  America  favored  the  labor- 
backed  Health  Securit  y bill  and  argued  that  sole  reli- 
ance on  payroll  tax  as  in  Mills-Kennedy  is  regressive. 
The  Federation  indicated  it  would  prefer  a program 
financed  solely  out  of  general  revenues. 

— National  Cancer  Foundation:  all  bills  fall  short  of 
providing  adequate  catastrophic  coverage. 

— The  National  Association  for  Mental  Health:  leg- 
islation should  emphasize  outpatient  services  and 
stimulate  comprehensive  community  mental  health 
centers. 

— National  Kidney  Foundation:  “We  have  major  trep- 
idation about  the  ability  of  existing  administrative 
machinery  to  manage  a NHI  program  of  far  greater 
dimensions  and  scope  than  the  end-stage  renal  dis- 
ease program.” 

And  so  the  testimony  goes,  mind  boggling  from  the 
standpoint  of  volume  to  the  two  or  three  members  of 
the  Ways  and  Means  Committee  who  must  listen  pa- 
tiently all  day  long  every  Friday  until  mid-July. 

* * * 

P.  O’B.  Montgomery,  M.D.,  of  Dallas,  has  been  nomi- 
nated by  the  President  to  the  Board  of  Regents  of  the 
new  Uniformed  Services  University  of  the  Health  Sci- 
ences. 

Dr.  Montgomery,  a professor  of  pathology  at  the  Uni- 
versity of  Texas  Southwestern  Medical  School,  was 
named  to  serve  the  remainder  of  the  four-year  term  of 
Anthony  R Curreri,  M.D.,  recently  appointed  president 


of  the  new  school.  The  nomination  goes  to  the  Senate 
for  approval. 

Other  members  of  the  board  of  the  new  school  include 
Malcolm  Todd,  M.D.,  president  of  the  AMA;  Charles  E. 
Odegaard,  M.D.,  president  of  the  University  of  Wash- 
ington; Joseph  D.  Matarazzo,  M.D.,  chairman  of  medical 
psychology,  University  of  Oregon  Medical  School;  Dur- 
ward  G.  Hall,  M.D.,  a recently  retired  Congressman 
from  Missouri;  Alfred  A.  Marquez,  M.D.,  of  San  Fran-! 
cisco;  and  Lt.  Gen.  Leonard  D.  Heaton,  MC,  USA  (Ret.). 

* * * 

Working  on  a sweeping  tax  reform  bill,  the  House 
Ways  and  Means  Committee  tentatively  has  decided  tc 
change  the  tax  laws  affecting  medical  deductions  anc 
business  expenses  that  would  affect  consumers  and  phy- 
sicians. 

Apparently  with  an  eye  to  the  possibility  of  a nationa 
health  insurance  program  being  enacted,  the  Committee 
voted  to  remove  the  present  deduction  for  one-half  the 
amount  an  individual  pays  for  his  health  insurance  pre 
mium  (up  to  $150),  and  to  increase  the  present  3 pei 
cent  of  income  floor  applicable  to  medical  expenses  to  l 
per  cent.  The  1 per  cent  of  income  test  for  drug  cost: 
would  be  abandoned,  with  the  drug  expenses  coming 
under  the  5 per  cent  medical  expenses  category.  Onb 
prescription  drugs  would  be  covered. 

In  addition,  the  Committee  decided  to  do  away  gener 
ally  with  the  sick-pay  exclusion  under  which  a tax  breal 
is  provided  employees  who  are  paid  while  sick  beyond  ; 
certain  length  of  time. 

In  the  business  field,  the  Committee  closed  the  doo 
on  business  expenses  resulting  from  attending  conven 
tions  overseas  unless  there  is  an  overriding  reason  fo 
holding  the  meeting  abroad.  Not  counted  would  b> 
Puerto  Rico,  Hawaii,  and  American  possessions.  A1 
cruise  ship  business  expenses  would  not  be  acceptable,  i 
the  Committee’s  decision  should  be  enacted  by  Con 
gress. 

* * * 

Florida’s  experience  is  that  the  average  start-up  tim 
for  a full-service  HMO  (health  maintenance  organiza 
tion)  is  three  to  five  years,  Tampa  physician-legislato 
Richard  S.  Hodes,  M.D.,  has  told  the  House  Ways  am 
Means  Committee. 

Testifying  at  the  Committee’s  national  health  insur 
ance  hearings,  Dr.  Hodes  headed  a delegation  of  the  Na 
tional  Legislative  Conference,  an  organization  of  stat 
legislators. 

Dr.  Hodes  outlined  Florida’s  recent  activities  i 
health  services,  noting  that  unless  Federal  support  i 
continued  for  such  programs  as  Hill-Burton,  compre 
hensive  health  planning,  and  regional  medical  program: 
a state’s  health  program  might  be  further  snarled  b 
adding  national  health  insurance.  Dr.  Hodes  is  chai) 
man  of  the  Florida  House  of  Representatives  committe 
on  health  and  rehabilitative  services  and  heads  th 
human  resources  task  force  of  the  National  Legislativ 
Conference’s  intergovernmental  relations  committee. 

Florida  has  had  an  HMO  licensing  act  for  over  tw 
years,  he  noted,  but  thus  far,  only  five  are  licensee 
Careful  licensing  to  ensure  both  quality  care  and  finar 
cial  soundness  has  protected  the  patient,  “but  the  expe 
rience  has  taught  us  a hard  lesson,”  he  said. 

This  lesson  is  that  the  average  start-up  time  for 
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full  service  HMO  is  from  three  to  five  years,  and  that 
the  popular  conception  of  HMOs  as  a panacea  for  our 
ills  is  unfounded. 

In  fact,  HMOs  have  a somewhat  limited  utility 
since  the  institution  is  totally  dependent  on  resources 
within  the  community. 

Rural  HMOs  will  require  more  time  and  planning  be- 
fore they  can  become  one  of  the  remedies  for  rural 
health  needs,  he  added. 


Clinical  pulmonary  physiology 

A course  on  “Clinical  Pulmonary  Physiology”  will  be 
held  November  5 to  8,  1974,  at  Lake  Mohonk  Mountain 
House,  Lake  Mohonk,  New  Paltz,  New  York.  Enroll- 
ment is  limited  and  those  interested  should  have  their 
registration  in  by  September  30,  1974.  Address  com- 
munications to  William  H.  Smith,  Course  Administra- 
tor, New  York  Trudeau  Society,  8 Mountain  View  Ave- 
nue, Albany,  New  York  12205,  telephone  (518)  459-4197. 
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continued  from  page  1525 

altere  4 sitos  de  plicas  cutanee.  Le  exercitios  non  alter- 
ava  le  area  ossee-musculari  del  femore,  le  creatinina  uri- 
nari,  le  cholesterol  plasmatic,  le  glucosa  (sin  ingestion 
previe  de  alimentos),  e le  acidos  grasse  libere,  o su  res- 
ponsa  al  test  oral  del  tolerantia  al  glucosa.  Le  regres- 
siones  linear  indicava  assiociationes  positive  inter  le 
areas  grassee-cutanee  del  femore,  mensurate  con  le  CP  e 
le  mesme  area  mensurate  con  le  ultrasonic  machine 
(“US”),  e etiam  inter  le  mesme  areas  ossee-musculari 
del  femore,  e inter  le  creatininas  urinari  e le  areas  ossee- 
musculari  mensurate  con  le  CP  e US,  e inter  le  choles- 
terol plasmatic  e le  curva-tempore  del  acidos  grasse  li- 
bere depost  le  administration  de  glucosa.  Iste  studio 
suggere  le  possibilitate  de  reducer  le  grasse  subcutanee 
supraadjacente  al  musculo  active,  totavia  si  le  intensi- 
tate  del  exercitio  es  insufficiente  pro  provocar  cambios 
metabolic  total.  Le  technica  ultrasonic  es  un  adjuncto 
utile  in  le  determination  del  grasse  del  corpore  e del 
massa  musculari  in  le  homine.  Code;  Exercitio  1/M  cal- 
iper e cinta  1/M  Ultrasonic  1/M  Reduction  local  del 
grasse  subcutanee. 

Stern,  L.:  Attention  del  ventilation  pulmonari  in  le 

neonato,  New  York  State  J.  Med.  74:  1570  (Augusto) 
1974. 

Le  evalutation  del  qualitate  e efficatia  del  attention 
ventilatori  del  neonato  require  cognoscimento  e intendi- 
mento  in  tres  areas  basic:  le  nove  progressos  e technicas 
del  application  del  ventilation  assistite,  le  adequate  e ef- 
fective evalutation  objetive  de  su  efficatia  mediante 
technicas  appropriate  de  mensuramentos,  e le  evaluata- 
tion  del  presentia  e importantia  de  complicationes  con- 
commitante  e/o  complicationes  associate.  Le  approche 
a iste  tres  areas  pote  provider  un  intendimento  melior 
del  responsabilitate  originate  del  attention  del  neonato. 

Conley,  J.  J.:  Cancer  del  aure  medie  e del  osso  tempo- 
ral, New  York  State  J.  Med.  74:  1575  (Augusto)  1974. 

Le  cancer  del  aure  medie  es  pauc  frequente  e rare 
vices  es  diagnosticate  tempranemente  durante  su  disvel- 
oppamento.  Le  biopsia  rutinari  de  omne  lesiones  gran- 
ulomatose  e neoplastic  del  aure  es  essential  pro  le  diag- 
nose temprane.  Le  polytomographia  es  un  adjuta  pro 
evalutar  le  extension  del  morbo  in  le  osso.  Le  anatomia 
chirurgic  del  region  auditive  impone  disavantages  spe- 
cial in  qualunque  typo  de  technica  chirurgic  e radio- 
therapia  de  supervoltage.  Le  resection  del  osso  tempo- 
ral e le  modificationes  de  iste  technica  e le  uso  del  radia- 
tiones  produce  le  curation  in  approximatemente  le  25 
pro  cento  del  casos,  e additiona  un  adjuta  significative  al 
controlo  local  del  morbo. 

Cave,  V.  G.:  Test  del  absorption  fluorescente  del  tre- 
ponema (“FTA-ABS”),  New  York  State  J.  Med.  74: 
1580  (Augusto)  1974. 

Durante  annos,  multe  tests  serologic  pro  le  diagnose 
del  syphilis  e le  evalutation  del  tractamento  ha  essite 
disveloppate.  Le  multiplicitate  de  iste  tests  ha  onerate 
e confundite  le  medicos  in  casos  difficile.  Ren  que  le 
test  VDRL  (“Venereal  Disease  Research  Laboratories”) 
es  le  test  de  election  pro  le  evalutation  del  therapia  an- 
tisyphilitic, le  test  FTA-ABS  es  del  major  adjuta  pro  le 
diagnose  del  casos  difficile.  Ren  que  le  test  FTA  ARS 


es  altemente  specific,  in  certe  casos  ha  date  resultatos  de 
un  fluorescentia  positive  false.  Intra  iste  casos  is  pa- 
tientes  con  factor  rheumatoide  positive  o arthritis  rheu- 
matoide,  lymphosarcoma  con  anemia  hemolytic  autoim- 
munitari,  cirrhosis  alcoholic,  lupus  erythematosus  sys- 
temic, e in  casos  de  pregnantia,  vaccination  e personas 
con  anticorpores  antinucleari. 

Ecker,  A.:  Tic  douloureux;  injection  de  alcohol,  con-  j 
trolate,  in  le  ganglion  de  Gasser,  New  York  State  J. 
Med.  74:  1586  (Augusto)  1974. 

Durante  19  annos,  303  patientes  consecutive  suffrente 
del  tic  douloureux  classic,  resistente  al  medication,  ess- 
ite tractate  con  injectiones  colocate  precisemente  in  le 
ganglion  de  Gasser.  Quantitates  minuscule  (0,05  ml)  de 
alcohol  absolute  esseva  usate  e meticulosemente  contro- 
late  radiographic  e neurosensorialmente.  Le  dolor  esse- 
va allivate  sin  mortes,  perdita  significative  del  vision  e 
altere  complication  de  importantia  o permanente.  Iste 
informe  es  un  studio  ulterior  de  altere  42  casos  consecu- 
tive injectate  de  8 a 10  annos  previemente.  De  iste  pa- 
tientes, 34  esseva  liberate  del  tic  douloureux,  12  hasta  su 
morte,  e 22  hasta  le  observation  ulterior.  Cinque  (5)  al- 
tere patientes  con  dolor  intense  e recurrente  necessitate 
un  secunde  injection.  De  iste  maniera,  le  dolor  intense 
esseva  alleviate  in  39  patientes  (93  pro  cento).  In  alicun 
patientes  un  dolor  surde  e paresthesias  existeva  prev- 
iemente al  injection;  in  altere  patientes,  iste  symptomas 
esseva  presente  mesmo  post  le  injection.  Vinti  un  (21) 
patientes  esseva  re-examinate  personalmente.  Le  alter- 
ationes  sensorial  mucocutanee  generalmente  persisteva 
o discresceva,  surpressivemente;  mais,  a vices,  esseva 
augmentate. 

Abeles,  H.:  Tractamento  del  patiente  tuberculose  e al 
coholic,  New  York  State  J.  Med.  74:  1593  (Augusto 
1974. 

Le  tractamento  ambulatori  del  patiente  tuberculos< 
que  etiam  es  alcoholic,  un  combination  frequente  en  1< 
citates  grande,  es  un  problema  difficile.  De  38  patiente: 
tuberculose  e alcoholic,  initialmente  hospitalisate  in  1< 
Hospital  Van  Etten,  Bronx,  New  York,  34  (89  pro  cento 
poteva  esser  mantenite  in  tractamento  durante  un  per 
iodo  minimo  de  18  menses.  Quatro  (4)  patientes  essev: 
perdite  del  attention  ulterior,  con  minus  de  18  mense: 
de  tractamento.  In  omne  38  patientes,  le  culturas  de 
expectoration  pro  le  bacilli  tuberculose  esseva  negative 
al  fin  del  periodo  de  observation.  Tres  (3)  patiente; 
moreva,  mais  no  de  tuberculosis.  Le  re-hospitalisation 
generalmente  per  un  breve  periodo,  esseva  necessari  ii 
50  pro  cento  del  patientes,  principalmente  pro  ratione 
relationate  con  le  problema  alcoholic.  In  3 patiente: 
habeva  un  recidiva  temporari  del  tuberculosis  que  esse 
va  rapidemente  controlate  durante  le  re-hospitalisation 
Es  desirabile  tener  disponibile  un  personal  perparate  ii 
le  tractamento  del  tuberculosis  e del  alcoholismo  in  de 
partamentos  ben  equipate  pro  pacientes  ambulatori,  ■ 
adnexo  a facilitates  hospitalari  pro  le  problemas  del  al 
coholismo  acute  pro  facilitar  le  mantenimento  del  pa 
tiente  infra  attention  ambulatori  durante  un  periodi 
therapeutic  adequate. 

Kelly,  S.,  e Dagle,  A.:  Injuria  cytogenetic  in  le  intoxi 

continued  on  page  153  j 
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cation  con  americium,  New  York  State  J.  Med.  74:  1597 
(Augusto)  1974. 

Injurias  chromosomic  similar  al  causate  per  radia- 
tiones  esseva  discoperite  in  le  lymphocytos  cultivate 
procedente  de  un  laborator  en  radiationes,  e etiam  in  su 
familia  que  esseva  exposite  al  americium  durante  varie 
annos. 

Mitchell,  D.  G.,  Aldous,  K.  M.,  e Ryan,  F.  J.:  Exami- 
nation selective  massive  del  intoxication  con  plumbo; 
monstras  de  sanguine  capillari  e analyse  con  le  dispositi- 
vo  automatisate  del  cuppa  de  Delves  de  absorption 
atomic,  New  York  State  J.  Med.  74:  1599  (Augusto) 
1974. 

Un  methodo  selective  massive  pro  le  detection  del  in- 
toxication plumbic  es  describite.  Le  sanguine  capillar- 
ies collectate  de  un  digito  que  ha  essite  coperite  con  col- 
lodion pro  reducer  le  contamination.  Un  parte  aliquote 
de  50  microliter  es  diluite  e analisate  con  le  spectrome- 
tro  de  absorption  atomic  controlate  per  un  computator. 
Iste  methodo  simple,  rapide  e de  confidentia  ha  essite 
usate  rutinarimente  per  plus  que  50  servicios  de  salubri- 
tate  in  le  Stato  de  Nove  York,  desde  Januario  de  1973. 

Krumholz,  B.  A.,  e Talebian,  F.:  Detection  del  aden- 
osis vaginal  mediante  le  colposcopia  e le  coloration  con 
iodo,  New  York  State  J.  Med.  74:  1606  (Augusto)  1974. 

Le  detection  del  adenosis  vaginal  e de  altere  cambios 
non  maligne  del  vagina  superior  in  feminas  de  13  a 19 
annos  de  etate  que  habeva  essite  exposite,  intrauteri- 
nemente,  compostos  estrogenic  non  steroide,  ha  essite 
un  perocupation  principal  inter  le  Gynecologistas.  Le 
examination  periodic,  le  frotis  de  Papanicolaou  e le  col-  i 
oration  del  vagina  con  le  iodo  de  Schiller,  ha  essite 
suggerite  como  methodos  effective  de  evalutation  e ob- 
servation ulterior.  In  iste  reporto  es  presentate  le  prime 
8 patientes  evalutate  con  le  colposcopio.  Le  rolo  del 
colposcopia  es  discutite  e etiam  le  factores  etiologic 
possibile  que  ha  conducite  a iste  alterationes  vaginal. 

Bernard,  R.  W.,  Casson,  P.  R.,  Wood-Smith,  D.,  e 
Converse,  J.  M.:  Morbo  dental,  manifestationes  cuta- 
nee,  New  York  State  J.  Med.  74:  1612  (Augusto)  1974. 

Le  morbo  dental  pote  occurrer  como  un  manifestation 
cutanee.  Con  frequentia,  le  patiente  consulta  al  medico! 
sin  cognoscer  le  etiologia  particular  de  iste  morbo  que  es 
accompaniate  de  cystes  recurrente,  abscessos  e tractosi 
sinusal.  Le  diagnose  temprane  e le  tractamento  ade 
quate  es  necessari  per  le  successo  therapeutic.  Es  pre- 
sentate un  revista  de  iste  tema  e 3 casos  tractate  in  le  In 
stituto  de  Chirurgia  Plastic  Reconstructive. 

Translated  by  Eduardo  I.  Juliet,  M.D 
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MEDI-SCAN  Q&A  1 


What’s  wrong  with  this  "patient”? 


Supplementary  vitamins 
when  water-soluble 
stores  are  depleted 


“He  would  rather  drink  than  eat’.’ Although 
the  alcoholic  is  not  necessarily  a continuous 
drinker,  and  may  eat  adequately  during 
periods  of  sobriety,  he  may  eat  very  little, 
or  not  at  all  during  drinking  bouts.  In  ad- 
dition, intestinal  mucosal  atrophy  may  com- 
pound the  problem  of  inadequate  dietary 
intake  by  decreasing  the  absorptive  area. 

For  the  alcoholic  patient,  poorly  stored, 
water-soluble  B-complex  vitamins  are  among 
the  nutrients  most  in  danger  of  depletion. 

Thus,  as  part  of  the  management  of  the 
alcoholic  patient,  it  may  be  advisable  to 
supplement  inadequate  vitamin  intake. 
Berocca  Tablets,  available  by  prescription 
only,  provide  generous  amounts  of  the  major 
B-complex  vitamins,  as  well  as  500  mg 
vitamin  C in  each  tablet. 


When  nutritional 
supplementation  is  indicated 
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vitamin  B-complex  and  500  mg  vitamin  C 
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* Diagnosis  appears  on  next  page. 

See  next  page  for  summary  of  Product 
Information. 


DIAGNOSIS:  Results  of  alcohol- 
ism are  revealed  in  these  illustra- 
tions: (A, ) Liver  scan  showing 
decreased  uptake  due  to  Laennec’s 
cirrhosis:  ( Ao)  Liver  biopsy  show- 
ing Laennec's cirrhosis:  ( B)  Diabetic 
glucose  tolerance  test  due  to  recur- 
rent attacks  of  acute  pancreatitis: 

(C)  Endoscopy  showing  esophageal 
varices:  ( D)  Chest  x-ray  showing  an 
area  of  aspiration  pneumonia  and 
abscess  formation  in  the  right 
middle  lobe;  ( E ) Barium  meal 
showing  esophageal  varices. 

Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  Bi)  15  mg 

Riboflavin  (Vitamin  B2)  15  mg 

Pyridoxine  HC1  (Vitamin  BcJ  5 mg 

Niacinamide  100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  ( Vitamin  B 1 2 ) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C)  500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress, despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indL 
eated  by  clinical  need. 

Available:  In  bottles  of  100. 
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W.  T.  Seakins,  R.  A.  Saunders,  and  C.  Toothill.  260 
pages,  illustrated.  New  York,  N.Y.,  Churchill  Living- 
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1973.  Cloth.  $21.50. 
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Editorials 


The  new  special  medical  malpractice  mediation 
panel  procedure 


Elsewhere  in  this  issue  the  history,  operation, 
and  accomplishments  of  medical  malpractice  me- 
diation in  the  First  Judicial  Department,  New 
York  County,  is  presented.  Recently  this  policy 
has  been  extended  by  legislation  to  the  entire 
State  of  New  York.  This  special  article  in  the 
Journal  will  be  a useful  guide  for  those  who  will 
become  involved  in  medical  malpractice  mediation 
as  members  of  the  panel  or  otherwise.  The  law  es- 
tablishing medical  malpractice  mediation  panels 
goes  into  effect  on  September  1,  1974,  and  it  is  an- 
ticipated that  its  use  will  increase.  The  use  of  this 
innovative  procedure  can  alleviate  some  of  the 
problems  of  medical  malpractice  now  vexing  pa- 
tients, physicians,  attorneys,  and  the  courts. 

Its  particular  advantage  is  that  it  will  expedite 
the  disposal  of  cases  and  avoid  the  long  delay 
which  now  prevails.  Some  cases  will  be  disposed 
of  immediately  by  this  means  but  it  is  important 
to  realize  that  the  conclusion  of  all  cases  will  be 
hastened. 

Physicians  will  benefit  from  the  fact  that  the 


award  will  not  be  increased  as  it  is  now  by  the  con- 
stant inflation.  This  can  be  an  important  factor 
in  the  control  of  malpractice  insurance  rates.  It  is 
hoped  that  increasing  experience  with  mediation 
panels  will  bring  a much  more  rapid  settlement  for 
cases  having  merit  and  will  discourage  unwarrant- 
ed claims.  The  availability  of  a number  of  impar- 
tial medical  specialists,  well  qualified  to  study  and 
evaluate  the  merits  of  malpractice  cases,  as  well  as 
the  extent  of  the  injury  to  the  patient,  will  dimin- 
ish the  need  for  trial  by  a jury  for  the  patient  with 
a meritorious  claim.  Mediation  provides  a digni- 
fied method  of  justly  compensating  him  without 
rancor. 

There  is  also  the  hope  that  ultimately  this  pro- 
cedure can  be  expanded  to  have  some  features  of 
binding  arbitration.  The  equivalent  of  some  type 
of  arbitration  will  undoubtedly  have  to  prevail  if 
more  of  government  in  medicine  or  compulsory 
health  insurance  becomes  the  law  of  the  land. 

A. A. A. 


AMA  drug  evaluations 


1 

The  original  publication,  AMA  Drug  Evalua- 
i tions  1971,  (AMA-DE)  arose  out  of  the  atmo- 
. sphere  of  severe  criticism  of  drug  manufacturers 
• and  physicians,  engendered  on  the  one  side  by  the 
great  increase  of  drug  usage  with  its  resulting  ia- 
i trogenic  disease,  and  on  the  other  by  congressional 
; hearings  such  as  the  Kefauver  Investigation  of 
1959-1962.  More  recent  hearings  have  continued 
to  be  critical  and  there  has  been  a mandate  to  pro- 
duce a “bible”  that  gives  clear  indications  for  the 
safe  use  of  drugs  and  that  would  prevent  overpre- 
scription of  useless  and  dangerous  drugs.  The 
first  edition  of  AMA-DE — because  of  publication 
delays,  numerous  errors,  and  a poor  format  and 
style — did  not  seem  to  catch  on  either  as  a bible  or 
otherwise. 

The  present  (second)  edition  (1973)1  is  much 
more  readable  and  useful.  It  ought  to  be  at  the 

’Reprinted  with  permission  from  JAMA  228:  499  (Apr.  22) 
1974. 

1.  Department  of  Drugs:  AMA  Drug  Evaluations,  ed  2, 

Acton,  Mass,  Publishing  Sciences  Group,  Inc,  1973. 


right  hand  of  every  prescribing  physician,  avail- 
able at  every  nursing  station  and  clinic.  Pharma- 
cology instructors,  both  basic  and  clinical  will,  we 
may  hope,  adopt  and  use  AMA-DE  in  their  teach- 
ing. It  is  generally  true  that  what  the  student  is 
exposed  to  in  his  course  work  he  will  continue  to 
use  later. 

In  its  day,  AMA’s  New  and  Non-Official  Drugs 
used  to  be  quite  popular  and  it  is  difficult  to  un- 
derstand why  AMA-DE  has  not  taken  its  place. 
As  partial  explanation,  there  has  been  a profusion 
of  books,  monographs,  and  even  letters  purporting 
to  correct  physicians’  bad  prescription  habits. 
The  truth  is  that  no  one  and  no  book  can  tell  a 
physician  what  only  a sound  education  and  clinical 
experience  can.  AMA  Drug  Evaluations  is  an  ex- 
cellent guide  to  safe  drug  therapy.  That  is  what  it 
should  be.  It  is  not  the  panacea  that  will  cure  all 
our  problems  of  drug  abuse  and  toxicity.  How- 
ever, if  more  physicians  used  AMA-DE  as  a guide 
and  aid  to  drug  therapy  instead  of  relying  on  pro- 
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motional  literature,  there  would  be  a decline  in 
drug  reactions  and  undoubtedly  also  litigation. 

This  second  edition  is  a definite  improvement 
over  the  first.  The  hard  cover  and  smaller  format 
make  the  book  easier  to  handle  and  more  attrac- 
tive. The  type  is  smaller  but  still  quite  readable. 
More  important  are  the  changes  in  organization. 
The  material  has  been  arranged  in  logical  group 
headings  rather  than  merely  chapters.  A parallel 
change  has  eliminated  the  largely  repetitive  “New 
Drugs”  section  as  well  as  separate  indexing  of  drug 
indications 

As  in  the  previous  edition,  AMA-DE  starts  with 
a general  information  section.  This  has  been  im- 
proved and  updated  by  a rather  thorough  but  con- 
cise revision  of  the  description  of  drug  interac- 
tions, including  many  useful  tables.  The  new  field 
of  pharmacogenetics  and  its  implications  in  drug 
therapy  has  also  been  updated.  The  official  and 
regulatory  agencies  that  control  drug  usage  are  de- 
scribed and  the  laws  that  govern  the  physician  in 
prescribing  are  expounded. 

The  style  of  writing  has  been  improved  greatly. 
In  the  previous  edition,  the  exposition  was  tele- 
graphic, particularly  in  the  summary  statements 
on  individual  drugs.  Each  drug  group  such  as  an- 
tianginal  agents  and  local  anesthetics,  starts  with 
an  exposition  of  the  main  possibilities  for  drug 
therapy,  stating  in  general  the  groups  of  drugs 
available,  their  potential  and  disadvantages. 
Great  attention  is  paid  to  adverse  reactions  and 
precautions.  The  individual  drugs  are  then  de- 
scribed giving  pertinent  prescription  details.  In 
the  new  edition,  the  structural  chemical  formulas 
have  been  added.  This  is  commendable,  for  it  en- 
ables the  physician  to  determine  more  easily  the 
chemical  grouping  of  the  drug.  All  frequently 
used  or  otherwise  important  drugs  are  included. 
Drug  combinations  are  listed  at  the  end  of  sec- 
tions, and  no  individual  discussions  are  afforded 
when  the  main  ingredients  have  already  been  cov- 
ered. 

A book  of  this  type  is  only  as  good  as  its  index. 
Fortunately,  this  one  has  been  vastly  improved 
over  the  previous  edition.  Trademarks  as  well  as 
generic  names  are  indexed  by  page  number,  and 
this  is  a great  convenience.  A separate  index  for 
adverse  reactions  is  included,  and  it  is  interesting 
to  observe  that  it  is  almost  as  long  as  the  drug 
index. 


Clinical  pharmacologists  may  find  fault  with 
AMA-DE  because  it  does  not  cater  to  the  refine- 
ments of  comparison  of  new  drugs  against  similar 
older  drugs.  There  are  plenty  of  journals  and 
books  that  do  this  for  limited  groups  of  drugs. 
AMA-DE  is  written  for  the  practicing  physician 
and  provides  unbiased  information  for  the  selec- 
tion and  prescription  of  all  commonly  used  or  oth- 
erwise important  drugs  approved  by  the  Food  and 
Drug  Administration.  No  other  book  accom- 
plishes this. 

JOSEPH  R.  DiPALMA,  M.D. 

Hahnemann  Medical  College 
Philadelphia 

Editorial  comment.  The  editorial  reprinted 
above  calls  attention  to  an  important  and  very 
useful  book,  the  latest  edition  of  the  AMA  Drug 
Evaluations  (1973).  Over-prescribing,  adverse 
drug  reactions,  and  possible  litigation  so  caused 
can  only  be  reduced  by  using  the  type  of  informa- 
tion this  book  supplies. 

Today,  a hospital  inpatient  receives  on  the  aver- 
age six  medications.  To  be  aware  of  the  major 
reactions  of  each  is  a tremendous  task  for  the  prac- 
titioner. How  they  react  with  each  other  and  the 
chemical  changes  produced  within  the  patient 
compounds  the  problem.  House  officers  and  at- 
tending physicians  often  find  it  difficult  to  control 
the  reflex  action  involved  in  ordering  a second, 
third,  or  fourth  drug  to  treat  successive  symptoms 
that  may  be  caused  by  a previously  administered 
compound.  The  best  way  to  reduce  adverse  reac- 
tions is  to  keep  the  number  of  drugs  prescribed  to 
a minimum.  We  must  avoid  causing  complica- 
tions by  adding  medications  one  on  the  other. 

The  book  cited  by  Dean  DiPalma,  a reknown 
pharmacologist  and  internist,  isn’t  the  whole  an- 
swer, but  referring  to  it  when  in  doubt  will  reduce 
the  number  of  undesirable  side  effects.  Many  of 
us  believe  that  the  computer  may  supply  the  an- 
swer to  this  complex  problem.  That,  of  course,  re- 
mains to  be  seen. 

The  prevention  of  iatrogenically  produced  dis- 
eases will,  automatically,  reduce  the  percentage  of 
malpractice  cases  caused  by  them.  The  editors  of 
the  Journal  strongly  recommend  the  use  of  the 
AMA  Drug  Evaluations  (’73)  by  all  physicians 
who  prescribe  drugs  to  the  sick  and  injured. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 
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The  habit  called  heroin 


In  East  Harlem, 
the  AMA  helped  a lot 
of  addicts  kick  it. 


“Where  can  I get  help?  What  will  happen  to  me?  Will  I 
be  arrested?  Who  can  I trust?  For  an  addict,  the  answers 
are  often  critical  to  his  decision  to  seek  help. 

In  East  Harlem,  he  knows  where  he  can  get  the  right 
answer  and  help:  the  Drug  Referral  Agency  right  in  his 
community.  It’s  staffed  by  former  addicts  who  are 
intimately  familiar  with  an  addict’s  needs.  Since 
opening  its  door,  the  agency  has  helped  hundreds  of 
addicts  kick  the  habit. 

This  referral  service  was  part  of  a pilot 
demonstration  project  initiated  by  the  East  Harlem 
Community  with  the  help  of  the  Mt.  Sinai  School  of 
Medicine  and  the  AMA. 

Why  did  the  AMA  get  involved?  To  help  develop  a 
model  other  communities  can  use  as  a guide  in 
developing  their  own  drug  abuse  programs. 

Physicians  often  wonder  what  the  AMA  really  does. 
This  is  one  of  many  things  — all  made  possible  by 
the  physicians  who  support  the  AMA  through  their 
membership.  Find  out  more  about  the  AMA.  Just 
send  in  the  completed  coupon. 


Join  us. 

| We  can  do  much  more  together. 

Dept.  DW 

I American  Medical  Association 
I 535  N.  Dearborn  St. 

| Chicago,  111.  60610 

I Please  send  me  more  information  on 
j the  AMA  and  AMA  membership. 

I Name 

Address 

City/ State/ Zip 

I 1 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate51-  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2 ¥2, 
caffeine  gr.  V2. 


& 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


EMPIRIN 

COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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. Much  of  the  potential  value  of  medical  audit  is 
lost  unless  an  effective  mechanism  exists  to  utilize 
the  findings  directly  to  improve  quality  and  effi- 
ciency of  medical  care.  This  report  describes  a 
system  of  ongoing  evaluation  that  successfully  in- 
corporates continual  feedback  of  relevant  informa- 
tion to  the  clinical  staff.  These  evaluations  of 
medical  care  in  a health  center  have  been  utilized 
to  further  the  education  of  the  clinical  staff  and  to 
improve  medical-care  delivery. 

Description  of  clinical  setting 

The  Whitney  M.  Young,  -Jr.,  Community  Health 
Center  is  a neighborhood  health  center  that  pro- 
vides comprehensive  family-oriented  health  care 
to  a low-income  inner  city  population.  It  opened 
for  clinical  services  in  July,  1971.  Approximately 
5,000  patients  were  registered  by  July,  1973.' 

This  system  of  health-care  delivery  has  many 
unique  aspects  previously  described  by  Brunetto 
and  Birk.1  Patients  are  assigned  in  family  groups 

* This  work  was  supported  in  part  by  Grant  02-H-000,  310- 
04  from  Community  Health  Service,  Department  of  Health, 
Education,  and  Welfare. 


The  problem-oriented  audit  has  been  used  to  eval- 
uate health  care  in  a neighborhood  health  center 
utilizing  primary-care  nurses.  It  has  proved  to  be 
a versatile  tool,  and  can  be  applied  to  analyze  the 
total  process  of  health  care  or  it  may  focus  on  a 
specific  component  of  the  process;  it  can  assess 
both  clinical  aand  organizational  aspects  of 
health-care  delivery.  As  an  educational  tool,  it 
has  great  potential  for  clinicians  and  administra- 
tors alike.  The  methodology  is  readily  adaptable 
for  use  in  a wide  variety  of  clinical  settings  where 
it  can  serve  to  improve  quality  and  efficiency  of 
health-care  delivery. 


to  primary-care  teams  consisting  of  a primary-care 
nurse  (family  nurse  practitioner),  a health-center 
assistant,  and  a primary-care  assistant  (communi- 
ty outreach  worker).  The  nurses  function  as  pri- 
mary-care providers,  with  physicians  serving  as 
preceptors  and  consultants.  Each  nurse  has  1,000 
assigned  patients.  The  nurses  write  the  clinical 
records  that  are  read  and  countersigned  by  the 
physicians.  Brief  entries  are  made  by  the  pri- 
mary-care assistants  regarding  home  visits  or  tele- 
phone contact  with  patients. 

The  need  for  continuing  evaluation  of  the  quali- 
ty of  medical  care  has  been  given  high  priority. 
Assessment  of  the  performance  of  nurses  in  their 
expanded  clinical  role  was  considered  especially 
important.  Therefore,  professional  staff  whose 
principal  activity  is  health-care  research  and  eval- 
uation participated  actively  in  the  planning  of 
clinical  services.  In  anticipation  of  the  need  for 
ready  retrieval  of  clinical  data  by  nonclinical  per- 
sonnel, the  problem-oriented  approach  to  re- 
cording clinical  data  was  selected.2-3  In  addi- 
tion, a system  of  computerized  storage  of  selected 
clinical  and  statistical  data  was  designed  to  permit 
retrieval  of  information  in  such  areas  as  numbers 
of  patients  in  various  diagnostic  categories,  demo- 
graphic characteristics  of  the  patient  population, 
and  patterns  of  utilization  of  health-center  ser- 
vices. 

Methods  and  results 

Evaluation  of  medical  care  was  initiated  during 
the  first  year  of  clinical  services.  The  problem- 
oriented  audit  was  designed  to  evaluate  the  pro- 
cess of  medical  care  according  to  predefined  stan- 
dards including  diagnostic  evaluation,  treatment, 
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TABLE  I.  Hypertension  evaluation  (34  patients) 


rm  episode 


] post-treatment 
evaluation 


| 3^  I resolved  | 3 | unresolved 


patient  failed 
to  keep  appoint- 
ment 


m provider 
failed  to 
record  clini 
cal  data 


FIGURE  1.  Data  on  pediatric  otitis  media  cases. 


follow-up,  and  clinical  outcome.  The  health-cen- 
ter physicians  designed  protocols  for  diagnostic 
evaluation  and  treatment  of  specific  health  prob- 
lems seen  frequently  in  ambulatory  patients. 
These  protocols  included  criteria  for  resolution  of 
acute  diseases  or  satisfactory  control  of  chronic 
diseases.  The  nurses  were  trained  to  work  with 
the  protocols  in  preparation  for  their  new  expand- 
ed role  in  primary  care. 

An  audit  form  to  facilitate  collection  of  data  was 
designed  for  each  health  problem  to  be  audited. 
Data  regarding  patient  compliance  with  therapeu- 
tic regimens  and  scheduled  appointments  were 
collected.  Specific  items  were  selected  to  assess 
provider  compliance  with  the  protocols.  The  au- 
dits were  performed  by  two  research  assistants 
and  the  clinical  director. 

Health  problems,  significant  in  terms  of  morbid- 
ity and  incidence  and  sufficiently  well  defined  to 
permit  process  and  outcome  measurement,  were 
selected  for  audit.4  These  selected  health  prob- 
lems served  as  tracers  in  assessing  quality  of 
health  care.5  Pediatric  otitis  media,  adult  hyper- 
tension, adult  urinary  tract  infection,  and  pediat- 
ric anemia  were  the  four  health  problems  evalu- 
ated. 

Pediatric  otitis  media.  This  audit  evaluated 
treatment,  follow-up,  and  clinical  outcome.  All 
pediatric  records  in  which  acute  otitis  media  ap- 
peared on  the  problem  list  were  reviewed.  At 
least  ten  days  had  elapsed  between  the  date  of  di- 
agnosis and  the  audit.  Forty-nine  clinical  epi- 
sodes, as  outlined  here,  were  reviewed  according  to 
preset  criteria  for  evaluating  process  of  care  and 
definition  of  clinical  outcomes: 

I.  Preset  Criteria 

A.  Treatment:  Age  to  six  years,  ten-day  course  of 
sulfisoxazole  (Gantrisin)  and  potassium  phe- 
noxymethy]  penicillin  (Robicillin  VK);  age  > 
six  years,  ten-day  course  of  potassium  phenox- 
ymethyl  penicillin 

ft.  Follow-up:  Reevaluation  in  fourteen  days  re- 

garding symptoms  and  appearance  of  tympanic 
membranes 

II.  Definition  of  Clinical  Outcomes 

A.  Resolved:  No  symptoms;  normal  tympanic 

membranes 

H.  Unresolved:  Tympanic  membranes  show  evi- 

dence of  acute  otitis  media.  If  abnormalities 


Diagnostic  Evaluation 

Number  of 
Omissions 

Recording  symptoms 

1 

General  physical  examination 

8 

Neurologic  examination 

11 

Bilateral  blood  pressure 
determination 

1 

Examination  of  optic  fundi 

7 

Cardiac  examination 

2 

Urinalysis 

6 

Electrocardiogram 

3 

Chest  roentgenogram 

17 

Intravenous  pyelogram 

29 

indicate  chronic  otitis  media  or  other  disease, 
change  in  diagnosis  should  be  indicated 

C.  Indeterminate:  Insufficient  data  in  the  clinical 
record,  in  particular,  no  posttreatment  descrip- 
tion of  the  tympanic  membranes 

Data  revealed  that  appropriate  therapy  was  pre- 
scribed in  every  instance.  Appropriate  posttreat- 
ment evaluation  was  recorded  for  only  37  of  the  49 
episodes  (Fig.  1).  Thirty-four  of  these  episodes 
were  resolved,  and  three  were  unresolved;  the  out- 
come was  indeterminate  for  the  remaining  12. 

Adult  hypertension.  This  audit  evaluated 
completeness  of  initial  diagnostic  study,  follow-up, 
and  clinical  outcome.  All  clinical  records  of  adult 
patients  in  which  hypertension  appeared  on  the 
problem  list  were  screened.  Those  records  in 
which  a diastolic  pressure  of  100  or  above  was  re- 
corded on  at  least  two  separate  occasions  were  in- 
cluded in  the  audit  that  was  performed  not  sooner 
than  three  months  following  the  first  blood-pres- 
sure determination. 

Thirty-four  clinical  records  were  reviewed,  ac-J 
cording  to  preset  criteria  and  definition  of  clinical 
outcomes,  outlined  as  follows: 

I.  Preset  Criteria 

A.  Initial  diagnostic  study 

1.  Recording  of  symptoms 

2.  Bilateral  blood  pressure  determination 

3.  General  physical  examination  including 

optic  fundi  and  heart 

4.  Neurologic  examination 

5.  Urinalysis 

6.  Electrocardiogram 

7.  Chest  roentgenogram 

8.  Intravenous  pyelogram 

B.  Follow-up 

1.  Nutrition  referral  for  dietary  salt  restric- II 

tion 

2.  Return  visits  at  least  every  three  months, 

to  include: 

a.  Recording  of  symptoms 

b.  Blood  pressure  determination 

c.  Serum  electrolyte  determination,  if 

patient  is  receiving  a hypotensive 
drug 

3.  Urinalysis  every  six  months 
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GD  patient. 


FIGURE  2.  Data  on  adult  hypertension  cases. 


II.  Definition  of  Clinical  Outcomes 

A.  Adequate  control:  reduction  of  mean  diastolic 

pressure  by  at  least  10  mm.  Hg  and  mainte- 
nance below  115  mm.  Hg 

B.  Uncontrolled  hypertension:  failure  to  meet  the 

preceding  criteria 

The  audit  revealed  numerous  omissions  from 
the  diagnostic  evaluation  (Table  I).  If  the  diag- 
nostic evaluation  was  not  complete  after  three  vis- 
its for  hypertension,  or  within  three  months  of  the 
initial  visit,  it  was  almost  never  completed  subse- 
quently. Only  2 patients  had  a complete  hyper- 
tensive evaluation.  However,  12  of  the  34  evalua- 
tions were  complete  except  for  x-ray  studies. 

Data  pertinent  to  follow-up  revealed  that  9 of  34 
patients  were  lost  to  follow-up  within  three 
months  of  the  initial  visit  (Fig.  2).  Ten  of  the  re- 
maining 25  patients  followed  for  three  months  or 
longer  met  the  criteria  for  adequate  control. 
These  included  3 of  4 patients  with  initial  mean 
diastolic  pressures  of  115  mm.  Hg  or  above. 

Provider  compliance  was  measured  by  the  pre- 
set criteria  and  by  evidence  for  follow-up  of  bro- 
ken appointments.  Patient  compliance  was  de- 
fined as  a maximum  of  one  broken  appointment 
per  six  months  and  no  evidence  in  the  clinical  rec- 
ord for  noncompliance  with  the  therapeutic  regi- 
men. 

Hypertension  was  never  adequately  controlled 
when  there  was  both  provider  and  patient  non- 
compliance.  In  3 instances,  hypertension  was  not 
controlled  despite  compliance  of  both  patient  and 
provider. 

Adult  urinary  tract  infection.  This  audit  as- 
sessed completeness  of  diagnostic  evaluation, 
treatment,  immediate  posttreatment  follow-up, 
and  clinical  outcome.  All  clinical  records  of  adult 
patients  in  which  any  one  of  the  following  entries 
appeared  on  the  problem  list  were  screened:  uri- 
nary tract  infection,  dysuria,  or  costovertebral 
pain.  Those  records  that  met  one  of  the  following 
criteria  were  selected  for  audit:  (1)  urine  culture 
growing  equal  to  or  greater  than  105  colonies  per 
milliliter  of  a recognized  urinary  tract  pathogen,  or 
(2)  urine  culture  growing  less  than  105  colonies  per 
milliliter  of  a recognized  urinary  tract  pathogen 
plus  either  urinary  tract  symptoms  as  listed  on  the 
protocol  sheet  or  an  abnormal  urinalysis,  such  as 


TABLE  II.  Diagnostic  evaluation  of  urinary  tract  infection 
(46  episodes) 


Diagnostic  Evaluation 

Number  of 
Omissions 

Documented  inquiry  regarding 

symptoms 

3 

Documented  inquiry  regarding 

previous  urinary  tract 

infection 

9 

Complete  urinalysis 

8 

Quantitative  urine  culture 

5 

pyuria  or  bacilluria.  An  audit  was  performed  not 
sooner  than  nineteen  days  after  the  date  of  meet- 
ing these  diagnostic  criteria.  Forty-five  clinical 
records,  including  46  episodes  of  urinary  tract  in- 
fection, were  audited  according  to  preset  criteria 
and  definition  of  clinical  outcomes,  outlined  as  fol- 
lows: 

I.  Preset  Criteria 

A.  Diagnostic  evaluation 

1.  Documented  inquiry  regarding  symptoms 

2.  Documented  inquiry  regarding  previous 

urinary  tract  infection 

3.  Quantitative  urine  culture 

4.  Complete  urinalysis 

B.  Treatment:  Minimum  ten  days’  treatment  with 

sulfisoxazole,  nitrofurantoin  (Furadantin),  tet- 
racycline, or  ampicillin 

C.  Posttreatment  follow-up,  not  sooner  than  five 

days  following  completion  of  therapy 

1.  Documented  inquiry  regarding  symptoms 

2.  Quantitative  urine  culture 

3.  Complete  urinalysis 

II.  Definition  of  Clinical  Outcomes 

A.  Resolved: 

1.  Posttreatment  urine  culture  sterile,  or 

2.  Posttreatment  urine  culture  growing  <105 

colonies  per  milliliter  of  a urinary  patho- 
gen, urinalysis  normal,  and  patient 
asymptomatic 

B.  Unresolved 

1.  Posttreatment  urine  culture  containing 

>105  colonies  per  milliliter  of  a urinary 
pathogen,  or 

2.  Posttreatment  urine  culture  containing 

<105  colonies  per  milliliter  of  a urinary 
pathogen,  in  presence  of  urinary-tract 
symptoms,  pyuria,  or  bacilluria 

C.  Indeterminate:  Insufficient  data  present  in  the 

clinical  record  to  determine  whether  the  infec- 
tion is  resolved  or  unresolved.  This  category 
includes  patients  lost  to  follow-up  and  in- 
stances in  which  appropriate  follow-up  clinical 
data  were  not  requested  or  not  documented  in 
the  record. 

The  audit  revealed  that  diagnostic  evaluation 
was  complete  in  only  20  episodes,  even  though  the 
method  of  sample  selection  created  a bias  in  favor 
of  selecting  clinical  records  with  complete  diag- 
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DOE]  episodes 


completely  evaluated 


incompletely  evaluated 


I 20  I 


EE] 


I 26  I 


| 41  | treated  I 5 I not  treated 


flil  post  treatment  ED  transferred  to  another 
s evaluation  facility 

X i \ 
mu  no  on 

resolved  unresolved  indeterminate 

FIGURE  3.  Data  on  adult  urinary  tract  infection. 


nostic  evaluation  (Table  II).  In  all  41  episodes  in 
which  treatment  was  begun,  an  appropriate  drug 
and  dosage  were  prescribed.  However,  treatment 
was  not  given  in  five  episodes  where  the  protocol 
criteria  for  treatment  were  met  (Fig.  3). 

An  audit  of  follow-up  care  was  not  performed 
for  the  5 untreated  patients  and  for  2 treated  pa- 
tients who  transferred  to  another  facility.  The  re- 
maining 39  episodes  were  audited  for  immediate 
posttreatment  follow-up  and  clinical  outcome.  On 
the  basis  of  these  data,  10  of  the  39  episodes  audit- 
ed for  follow-up  were  resolved.  Twelve  episodes 
were  unresolved  in  that  they  met  protocol  criteria 
for  retreatment;  17  had  an  indeterminate  outcome 
because  of  insufficient  clinical  data. 

Pediatric  anemia.  An  audit  was  designed  to 
determine  what  proportion  of  pediatric  patients 
was  being  screened  for  anemia,  and  whether  or  not 
those  patients  with  hematocrits  of  33  or  less  has 
further  diagnostic  evaluation.  A random  sample 
of  277  clinical  records  was  selected  from  all  pa- 
tients aged  three  months  through  fourteen  years. 
Of  these,  204  had  at  least  one  hematocrit  in  the 
clinical  record.  In  51  cases,  the  hematocrit  was  33 
or  less  (Fig.  4).  Forty-one  of  these  were  further 
evaluated. 

The  audit  also  reviewed  in  detail  those  clinical 
records  that  met  the  diagnostic  criteria  for  iron- 
deficiency  anemia.  These  criteria  included  a 
hematocrit  equal  to  or  less  than  33  plus  low  mean 
corpuscular  volume  and  mean  corpuscular  hemo- 
globin. In  18  instances,  the  criteria  for  iron-defi- 
ciency anemia  were  met.  These  records  were  au- 
dited according  to  preset  criteria  and  to  definition 
of  clinical  outcomes.  An  audit  for  diagnostic  eval- 
uation was  performed  a minimum  of  eight  weeks 
after  the  initial  hematocrit  determination;  14  of 
the  18  patients  were  treated  with  oral  iron.  Ade- 
quacy of  treatment,  follow-up,  and  clinical  out- 
come of  the  iron-deficiency  anemia  were  deter- 
mined. An  audit  for  clinical  outcome  was  done  a 
minimum  of  six  months  after  the  beginning  of 


HD  patients  with  microhematocrit  ^ 33% 


ED  indeterminate  unresolved 

outcome  anemia 


*These  patients  were  a heterogeneous  group  diagnostically, 
for  which  there  could  be  no  general  protocol.  Providers 
were  notified  of  those  records  in  which  obvious  deficiencies 
were  found  in  further  diagnostic  study  and  follow-up  care. 

FIGURE  4.  Data  on  pediatric  anemia  cases. 


treatment.  Clinical  outcome  was  indeterminate 
for  12  of  the  14  treated  patients  due  to  insufficient 
laboratory  data.  In  the  remaining  2 instances, 
anemia  was  still  present  after  seven  and  eleven 
months  of  follow-up,  respectively.  The  outline 
following  is  explanatory: 

I.  Preset  Criteria 

A.  Diagnostic  evaluation 

1.  All  patients: 

a.  Recording  of  symptoms  and  dietary 

history 

b.  General  physical  examination 

c.  Complete  blood  count — hemoglobin, 

hematocrit,  white  blood  count, 
red  blood  count,  and  differential 
white  blood  count 

d.  Reticulocyte  count 

2.  Patients  one  to  six  years  old:  Blood  lead 

level 

3.  Patients  >two  years  old:  Stool  examina- 

tion for  occult  blood 

4.  Black  patients:  Sickle-cell  screening 

B.  Treatment:  Ferrous  sulfate  or  ferrous  gluconate 

for  six  months 

C.  Follow-up: 

1.  Return  visits  at  six-week  intervals,  to  de- 

termine: 

a.  Compliance  with  therapeutic  regi- 

men 

b.  Hematocrit 

2.  Return  visit  six  months  after  initiation  of 

treatment  to  determine: 

a.  Compliance  with  therapeutic  regi- 

men 

b.  Complete  blood  count 

c.  Reticulocyte  count 

II.  Definition  of  Clinical  Outcomes 

A.  Resolved:  Hematocrit  >33  per  cent,  indices  nor- 

mal 

B.  Unresolved:  Hematocrit  <33  per  cent,  mean  cor- 
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puscular  hemoglobin  and  mean  corpusuclar 
volume  below  normal 

C.  Indeterminate:  Insufficient  follow-up  data  in 

the  clinical  record  to  assign  the  patient  to  the  2 
other  categories.  This  category  includes  pa- 
tients lost  to  follow-up,  and  instances  where 
appropriate  data  were  not  requested  or  not 
documented  in  the  record. 

Comment 

The  problem-oriented  audits  have  provided  a 
( basis  for  objective  evaluation  of  medical  care  in  an 
{ ambulatory  health-care  facility.  In  our  opinion, 
j they  are  a valuable  tool  for  continuing  refinement 
I of  both  specific  clinical  protocols  and  for  the  gen- 
eral process  of  health-care  delivery.  Despite  the 
diversity  of  focus  of  these  four  audits,  certain  gen- 
eral features  are  apparent  from  the  data.  Incom- 
pleteness of  initial  diagnostic  evaluation  reflects 
several  factors:  failure  of  clinicians  to  record 

data,  misunderstanding  or  disagreement  among 
clinical  staff,  despite  the  protocols,  regarding  what 
data  are  necessary,  and  frequent  failure  of  patients 
to  keep  return  appointments.  Our  study  suggests 
that  all  three  factors  are  of  major  importance  and 
operative  to  some  extent  in  the  majority  of  clinical 
episodes. 

No  problem  appeared  pertaining  to  prescription 
of  an  appropriate  therapeutic  regimen  once  the 
clinician  had  decided  that  treatment  was  indicat- 
ed. However,  patient  follow-up  was  adversely  af- 
fected by  all  the  factors  listed.  Although  the  clini- 
cal staff  indicated  that  the  majority  of  broken  ap- 
pointments were  followed  by  telephone  calls  or 
reappointments  mailed  to  patients,  these  facts 
were  often  not  documented  in  the  clinical  records. 

The  criteria  selected  for  the  initial  audits  were 
not  considered  to  be  definitive  standards  for 
health  care.  For  example,  the  initial  urinary  tract 
infection  audit  focused  on  problem  areas  involving 
diagnosis,  treatment,  and  immediate  posttreat- 
ment follow-up.  Once  these  areas  are  satisfactori- 
ly dealt  with,  problems  with  the  generally  recom- 
mended extended  follow-up  may  be  identified  by 
another  audit.6-'  Similarly,  the  criteria  used  to 
define  diagnosis  and  adequate  control  of  hyperten- 
sion were  not  as  stringent  as  defined  in  previously 
reported  studies.8-9  Our  criteria  were  used  to  de- 
fine basic  problems  in  the  process  of  medical  care 
for  hypertensive  patients  and  to  examine  differ- 
ences in  the  care  of  patients  whose  hypertension 
was  either  better  or  was  less  well  controlled.  The 
goal  was  to  identify  both  clinical  and  procedural 
factors  that  either  favorably  or  unfavorably  influ- 
ence clinical  outcome.  , 

An  important  result  of  the  audits  was  the  delin- 
eation of  the  diversity  of  clinical  staff  opinions  and 
understanding  regarding  criteria  for  diagnosis,  and 
either  the  resolution  or  adequate  control  of  the 
various  clinical  entities.  After  completion  of  an 
audit,  the  data  were  reviewed  to  define  disparities 


between  the  protocol  and  actual  practice;  these 
findings  were  presented  to  the  clinical  staff. 
Based  on  group  discussion  and  ultimate  physician 
approval,  the  decision  was  made  either  to  attempt 
closer  adherence  to  the  protocols  or  to  modify 
them  appropriately;  several  examples  of  this  activ- 
ity will  be  commented  on. 

The  hypertension  audit  indicated  that  comple- 
tion of  a general  physical  examination  in  adults 
was  a problem  area.  Discussion  with  the  clinical 
staff  suggested  that  although  they  were  in  agree- 
ment as  to  the  importance  of  a general  physical  ex- 
amination, an  incomplete  recording  of  physical 
findings  was  a frequent  occurrence.  A printed 
physical  examination  sheet  approved  by  the  clini- 
cal staff  is  now  used  to  facilitate  complete  record- 
ing. 

The  hypertension  audit  also  revealed  frequent 
omissions  in  the  diagnostic  evaluation,  in  particu- 
lar the  chest  x-ray  film  and  the  intravenous  pyelo- 
gram  findings,  which  required  referral  to  the  affili- 
ated hospital.  A corrective  administrative  mea- 
sure was  taken  by  providing  a nonclinical  staff 
member  who  arranges  the  roentgenogram  appoint- 
ments, reminds  patients  on  the  previous  day,  and 
arranges  transportation  if  necessary. 

The  original  urinary  tract  infection  protocol 
called  for  a urine  microscopic  examination  forty- 
eight  hours  after  initiation  of  treatment.  An  audit 
quickly  determined  that  this  was  almost  never  ob- 
tained. It  was  apparent  that  obtaining  any  follow- 
up data  at  all  was  often  difficult  and  required  an 
inordinate  amount  of  health-center  staff  time  and 
effort.  The  forty-eight-hour  urinalysis  was  delet- 
ed with  the  agreement  of  the  clinical  staff.  How- 
ever, posttreatment  urinalyses  and  quantitative 
urine  cultures,  although  also  often  difficult  to  ob- 
tain, were  considered  essential  for  acceptable  med- 
ical care.  The  audit  not  only  revealed  the  difficul- 
ties in  obtaining  these  tests,  but  also  indicated  in- 
consistencies in  decisions  made  to  resolve  the 
problem  or  to  treat  the  patient  again.  Corrective 
measures  in  this  instance  included  discussion  of 
the  rationale  for  treatment  and  further  clarifica- 
tion of  the  protocol  to  the  clinical  staff. 

The  anemia  audit  showed  that  abnormal  screen- 
ing hematocrits  were  frequently  not  further  evalu- 
ated. Difficulty  in  getting  the  patient  to  return 
for  further  studies  contributed  significantly  to  this 
problem.  The  protocol  was  modified  accordingly 
so  that  the  clinicians  could  review  the  hematocrit 
value  before  the  patient  left  the  health  center  and 
could  obtain  diagnostic  studies  during  the  initial 
visit. 

The  problem-oriented  audit  is  a versatile  tool. 
Once  precise  criteria  are  specified,  the  audit  may 
focus  on  the  total  process  of  medical  care,  or  on  a 
specific  aspect  such  as  routine  screening  proce- 
dures, diagnostic  evaluation,  or  treatment  and  fol- 
low-up. All  medical  audit  methods  are  limited, 
however,  in  that  they  depend  on  completeness  of 
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ciinical  data  recording.10  Therefore,  some  impor- 
tant but  unrecorded  data  will  be  unavailable  to  the 
reviewer.  Although  this  constitutes  a methodolo- 
gic  limitation,  it  also  should  be  dealt  with  directly 
as  being  a negative  factor  in  delivery  of  high-quali- 
ty medical  care. 

The  audits  provide  a structure  on  which  to  build 
an  ongoing  review  of  medical  care.  Continuing 
feedback  of  audit  findings  to  the  clinical  staff,  to- 
gether with  their  participation  in  refinement  of 
the  health-care  process,  are  essential  to  ensure 
that  the  audit  system  will  be  effective  in  the  im- 
provement of  health  care. 

The  selection  of  criteria  for  health-care  evalua- 
tion should  actively  involve  all  clinical  providers. 
Initially,  the  physicians  performed  this  function 
alone,  basing  their  selection  on  recommendations 
of  authoritative  medical  sources.  With  continuing 
clinical  experience,  the  primary-care  nurses  are 
now  able  to  offer  valuable  suggestions  for  both  re- 
finement and  simplification  of  clinical  protocols  to 
make  them  appropriate  for  this  setting.  The  con- 
tinuing process  of  audit,  feedback,  and  revision  is 
educational  for  the  entire  clinical  staff. 

The  performance  of  a problem-oriented  audit 
initially  requires  considerable  time  investment  by 
the  clinical  staff,  because  they  must  define  and 
agree  on  the  criteria  to  be  used  to  evaluate  health 
care,  as  well  as  the  standards  of  acceptability.  We 
believe  that  this  is  time  well  spent  and  is  of  sub- 


stantial educational  value.  Such  involvement  en- 
courages rational,  consistent  decisions  in  patient 
care.  It  brings  about  better  communication 
among  the  clinical  staff,  uniting  them  in  a continu- 
ing effort  to  improve  health-care  delivery. 

Department  of  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 
(DR.  DUTTON) 
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AMA  sponsored  program 
on  medicine  and  religion 

"The  Family — Hope  of  the  Future”  was  the  theme  of 
a public  program  sponsored  by  the  American  Medical 
Association  June  23  in  conjunction  with  the  AMA’s  an- 
nual convention. 

One  of  the  few  events  of  the  annual  physician’s  con- 
vention that  was  open  to  the  public,  the  program  was 
presented  in  the  Red  Lacquer  Room  of  the  Palmer 
House  at  8 p.m.  on  June  23,  under  sponsorship  of  the 
AMA’s  Department  of  Medicine  and  Religion. 

The  meeting  was  open  to  physicians,  clergy,  and  their 
wives,  and  to  the  general  public. 

There  were  three  speakers  on  the  program — Judge 
Ralph  J.  Podell  of  Milwaukee,  Wisconsin,  who  has  had 
many  years  of  experience  counseling  families  as  a judge 
of  family  court.  Judge  Podell  knows  the  problems  fami- 
lies face  in  today’s  society  and  deals  with  them  each  day 
he  sits  in  court.  He  represented  the  American  Bar  As- 
sociation as  a speaker  at  this  meeting. 

Rev.  James  L.  Gibbons,  Director  of  Chaplain  Services 
at  the  University  of  Chicago  Hospitals  and  Clinics, 
spoke  on  the  family  from  the  point  of  view  of  the  mar- 
riage counselor.  Chaplain  Gibbons  has  previously  had 


experience  in  working  with  young  people  who  had  fami- 
ly and  personal  problems.  He  is  supervisor  in  the  train- 
ing of  parish  clergymen  in  the  Clinical  Pastoral  Educa- 
tion program.  Each  day  brings  him  into  contact  with 
every  facet  of  counseling  families  and  children  about 
their  problems. 

Dr.  Pieter  de  Vryer,  Director  of  Pritzker  Children’s 
Hospital  of  Chicago,  and  Associate  Professor  of  Psychia- 
try at  the  University  of  Chicago.  His  practice  as  child 
psychiatrist  brings  him  into  consultation  with  children 
and  their  parents  who  have  a variety  of  family  problems. 

Each  spoke  from  his  experience  about  the  problems 
and  the  position  benefits  that  accrue  to  the  community 
because  healthy  family  relationships  generally  produce 
well-adjusted  children  who  in  turn  become  the  basis  of  a 
healthy  community. 

The  program  speakers  focused  on  the  destructive  ele- 
ments in  the  family  relationship  that  add  to  the  prob- 
lems of  our  day  because  they  tend  to  produce  problem 
children.  Positive  ways  to  help  overcome  these  prob- 
lems were  discussed  from  the  perspective  and  experi- 
ence of  each  one  of  the  speakers.  They  dealt  with  the 
question  of  what  steps  could  be  taken  and  what  sources 
of  assistance  are  available  to  parents  that  might  help 
them  solve  their  problems. 
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Curriculum  for 
Family  Medicine 


There  has  been  a rapid  increase  in  the  number  of 
family  medicine  training  programs  in  the  last  few 
years.  As  yet,  there  is  no  common  agreement  to 
the  specific  content  of  a curriculum  for  these  pro- 
grams. In  most  programs  ambulatory  care  is  an 
important  component  of  the  curriculum.  The  con- 
tent of  ambulatory  care  as  practiced  by  family 
physicians  is  for  the  most  part  unknown.  The 
Uniuersity  of  Rochester  Family  Medicine  Training 
Program  conducted  a study  of  the  health  problems 
encountered  by  family  physicians  in  multiple  set- 
tings. The  patient  population  was  60,000.  The 
curriculum  committee  used  the  morbidity  rate 
data  from  that  study  to  construct  a core  curricu- 
lum in  an  attempt  to  relate  training  to  the  realities 
of  health  care  delivery. 
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There  has  been  a rapid  increase  in  the  number  of 
family  medicine  training  programs  in  the  last  few 
years.  The  first  two  programs  were  established  in 
1968,  and  by  July  1,  1972,  there  were  133  approved 
programs  with  1,015  residents.  These  programs 
have  had  the  difficult  problems  of  designing  and 
implementing  a curriculum  for  a new  specialty, 
and  at  present  there  is  no  agreement  on  the  specif- 
ic content  of  this  curriculum. 

Most  programs  have  recognized  the  importance 
of  providing  training  in  ambulatory  care  and  have 
established  model  outpatient  clinics  for  this  pur- 
pose. The  importance  of  the  ambulatory  portion 
of  the  curriculum  was  emphasized  by  the  Ameri- 
can Academy  of  Family  Physicians’  Commission 
on  Education,  which  stated, 

Since  the  major  part  of  the  family  practice  deals 
with  ambulatory  patients,  it  is  logical  that  a consider- 
able emphasis  in  the  training  of  the  family  practition- 
er should  be  in  this  area.1 

Unfortunately  the  content  of  ambulatory  prac- 
tice is,  for  the  most  part,  unknown.  Although 
there  have  been  isolated  reports  on  morbidity  seen 
in  family  practice,  there  are  no  valid  data  available 

Presented  to  the  Society  of  Teachers  of  Family  Medicine  at 
the  Annual  Meeting  of  the  Association  of  American  Medical 
Colleges,  Washington,  D.C.,  November  6,  1973. 


which  define  what  the  average  physician  encoun- 
ters in  his  daily  practice.  White2  recently  stated, 

At  present  virtually  nothing  is  known  about  the  dis- 
tribution of  symptoms,  complaints  and  problems  and 
the  actions  taken  by  physicians  in  response  to  these 
problems.  To  realize  that  we  are  operating  a health 
care  industry  where  the  annual  budget  approaches 
$85  billion  without  the  most  elementary  and  “market- 
ing” information  is  indeed  a sobering  thought. 

Recognizing  the  need  to  define  the  content  of 
family  practice,  the  University  of  Rochester  Fami- 
ly Medicine  Training  Program  Model  Clinic  began 
to  record  their  morbidity  experience  in  January, 
1971.  After  one  year  several  family  physicians  in 
private  practices  and  three  neighborhood  health 
centers  joined  the  morbidity-recording  project.3 
By  January,  1974,  sufficient  data  had  accumulated 
to  produce  a realistic  picture  of  the  frequency  of 
health  problems  that  were  being  seen  in  these  am- 
bulatory settings.  The  curriculum  committee 
used  this  morbidity  data  to  define  a core  curricu- 
lum. 

Methods  and  results 

Morbidity  recording.  Morbidity  data  were 
collected  from  the  following  groups  of  family  phy- 
sicians: 

1.  The  University  of  Rochester-Highland  Hospital 
Family  Medicine  Training  Program  Model  Clinic  with 
4 faculty  members  and  28  residents. 

2.  Three  neighborhood  health  centers  with  6 phy- 
sicians. 

3.  Eight  private  practices  with  17  physicians. 

All  participating  practices  utilized  three  devices. 
They  were: 

1.  An  age-sex  register.4  Demographic  data  for 
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TABLE  I.  Age-sex  analysis  of  patient  population* 


Age  (Years) 

Males 

Females 

0 to  4 

2,957 

2,824 

5 to  9 

3,533 

3,311 

10  to  14 

3,341 

2,981 

15  to  24 

5,244 

6,789 

25  to  34 

3,810 

5,445 

35  to  44 

2,777 

3,433 

45  to  54 

2,356 

2,928 

55  to  64 

1,790 

1,986 

65  + 

1,629 

2,285 

Totals 

27,437 

31,982 

* Total  study  population,  59,419. 


each  patient  were  recorded  on  3 by  5 inch  cards.  The 
cards  are  color  coded,  blue  for  males  and  pink  for  fe- 
males, and  are  filed  by  year  of  birth. 

In  addition  to  the  manual  file,  the  data  were  also 
keypunched  onto  magnetic  tape  to  produce  a comput- 
erized register.  Active  patients  were  defined  as  those 
who  had  an  encounter  within  the  preceding  two  years. 

2.  A classification  of  diseases.5  The  problem-ori- 
ented adaptation  of  the  Royal  College  of  General 
Practitioner’s  Classification  of  Diseases  was  used  to 
classify  health  problems.  The  physicians  furnished 
the  code  numbers  of  the  identified  health  problems 
after  each  patient  encounter. 

3.  A diagnostic  index — E-book.5'6  Diagnostic 

data  were  entered  into  a diagnostic  index — E-book,  a 
loose-leaf  notebook  containing  an  index  of  health 
problems.  These  data  were  also  keypunched,  stored 
on  magnetic  tape,  and  linked  to  the  demographic  data 
in  the  computerized  age-sex  register. 

The  total  patient  population  studied  was  59,419. 
An  age-sex  analysis  of  this  population  is  given  in 
Table  I.  Recorded  during  the  three-year  period 
were  72,379  diagnoses,  with  different  physicians 
participating  for  variable  periods  of  time.  Diag- 
noses made  in  the  categories  of  family  history  of 
diseases  and  therapeutic  index  are  excluded  from 
the  total  number  of  diagnoses.  However,  13,559 
diagnoses  were  made  for  prophylactic  procedures 
such  as  immunizations  and  vaginal  cystology. 

An  analysis  of  the  remaining  58,820  recorded 
health  problems  is  given  in  Table  II.  This  table 
gives  a rank  order  of  the  30  most  commonly  en- 
countered health  problems  in  those  family  prac- 
tices included  in  our  study.  Chronic  diseases  such 
as  hypertension  and  obesity  were  recorded  only 
one  time  for  each  patient.  Acute  self-limited  ill- 
nesses such  as  pharyngitis  and  otitis  media  were 
recorded  as  frequently  as  they  occurred.  Recheck 
visits  for  either  acute  or  chronic  problems  are  not 
included  in  the  figures  in  Table  II. 

Curriculum  committee.  The  curriculum  com- 
mittee, composed  of  3 faculty  members  and  3 resi- 
dents, used  the  morbidity  data,  that  is,  the  list  of 
most  frequently  diagnosed  illnesses,  to  plan  week- 
ly conferences.  These  conferences  took  three 
forms. 

1.  Conventional  lectures  given  by  an  expert  on 


TABLE  II.  Thirty  most  common  diagnoses 


Diagnosis 

Males 

Females 

Total 

Pharyngitis 

Lacerations,  contusions,  abra- 

2,132 

2,303 

4,435 

sions 

1,395 

931 

2,326 

Common  cold 

910 

1,171 

2,081 

Obesity 

656 

1,357 

2,013 

Acute  otitis  media 

981 

966 

1,947 

Hypertension 

Anxiety  state  with  or  without 

744 

1,133 

1,877 

somatic  complaints 

504 

1,104 

1,608 

Acute  bronchitis 

694 

701 

1,395 

Strains  and  sprains 

715 

551 

1,266 

Febrile  cold 

492 

635 

1,127 

Acute  sinusitis 

364 

564 

928 

Depression 

190 

691 

881 

Vaginitis 

755 

755 

Abdominal  pain 

289 

464 

733 

Diabetes  mellitus 

318 

404 

722 

Acute  cystitis 

61 

644 

705 

Cellulitis  and  abscess 

384 

311 

695 

Hay  fever  and  allergic  rhinitis 

328 

357 

685 

Back  pain 

287 

352 

629 

Osteoarthritis 

198 

434 

632 

Epidemic  influenza 

280 

308 

588 

Contact  dermatitis 

250 

275 

525 

Normal  pregnancy 

518 

518 

Pneumonia 

251 

264 

515 

Warts 

228 

271 

499 

Otitis  externa 

222 

219 

441 

Diarrhea  and/or  vomiting 

190 

249 

439 

Headache 

138 

287 

425 

Bronchial  asthma 

219 

196 

415 

Wax  in  ear 

193 

192 

385 

one  of  the  30  most  commonly  diagnosed  illnesses.  An 
example  was  a lecture  on  strains  and  sprains  given  by 
an  invited  orthopedist. 

2.  Reports  of  group  studies  conducted  by  a team 
of  residents  under  the  guidance  of  a faculty  member, 
which  involved  an  audit  of  patients’  charts.  The 
audit  concerned  a cohort  of  patients  who  had  been 
identified  as  having  a specific  health  problem. 
Charts  were  audited  for  diagnostic  criteria,  appropri- 
ate data  base,  and  management.  The  audit  compared 
actual  performance  with  “ideal”  performance  as  de- 
fined in  the  current  literature.  The  subjects  of  cysti- 
tis, obesity,  and  diabetes  mellitus  have  been  present- 
ed as  audit  studies. 

3.  Joint  conferences  with  the  Department  of  In- 
ternal Medicine.  These  conferences  focused  on  the 
management  of  some  common  illnesses  that  are  man- 
aged in  both  the  ambulatory  and  hospital  settings. 
Asthma  and  hypertension  are  two  subjects  that  have 
been  considered  in  these  conferences. 

Additional  instructions  in  the  common  illnesses 
were  given  by  preceptors  in  the  model  unit.  Pre- 
ceptors were  available  to  consult  with  individual 
residents  during  office  hours. 

Comment 

It  is  probable  that  our  graduates  will  be  spend- 
ing the  largest  portion  of  their  time  performing 
prophylactic  procedures  and  treating  patients  who 
have  the  health  problems  listed  in  Table  II. 
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Therefore,  it  is  appropriate  that  their  training  re- 
I fleet  this  reality.  Our  list  may  differ  from  those 
I produced  in  other  geographic  areas  or  from  those 
i produced  using  a different  classification  of  diseas- 
I es.  Nevertheless,  it  is  apparent  that  the  family 
physician  should  be  an  expert  in  the  diagnosis,  pa- 
thophysiology, epidemiology,  and  therapy  of  respi- 
i ratory  diseases,  hypertension,  obesity,  depression, 
anxiety,  and  osteoarthritis.  He  must  be  skilled  in 
l the  management  of  normal  pregnancy  and  some  of 
j the  other  problems  that  primarily  affect  females 
j such  as  cystitis  and  vaginitis.  In  addition,  he 
i must  have  a rational  approach  to  the  investigation 
and  management  of  such  symptoms  as  back  pain, 
| abdominal  pain,  and  headaches. 

In  our  series  almost  19  per  cent  of  the  recorded 
problems  were  for  prophylactic  procedures.  One 
may  assume  that  these  procedures  will  continue  to 
occupy  an  important  portion  of  our  graduates’ 
practice.  Unfortunately,  at  present  there  are  in- 
sufficient data  to  state  which  prophylactic  proce- 
dures should  be  applied  to  the  various  age  groups 
within  a physician’s  patient  population.  This  is  a 
rather  complex  problem  containing  such  issues  as 
yield,  false  positives  and  negatives,  cost-benefit  ra- 
tios, patient  expectations,  and  others.  Neverthe- 
less, the  practicing  physician  must  face  these 
issues  daily.  A study  of  how  he  makes  these  deci- 


Acupuncture fails  to  cure 
deafness  in  research  study 

Acupuncture  failed  to  cure  nerve  deafness  in  a care- 
fully controlled  scientific  study  at  Michigan  State  Uni- 
versity, says  a report  in  the  April  issue  of  Archives  of 
Otolaryngology,  a publication  of  the  American  Medical 
Association. 

The  use  of  acupuncture  for  anesthesia  and  as  treat- 
ment of  a number  of  ailments  has  attracted  the  atten- 
tion of  both  the  public  and  the  medical  community  in 
recent  years.  Within  the  past  two  years  an  increasing 
number  of  hearing-impaired  patients  have  been  under- 
going acupuncture  treatments.  Several  earlier  studies 
had  reported  tentatively  some  success. 


sions  in  a variety  of  settings  may  be  a fruitful  ap- 
proach to  the  solution  of  this  very  difficult  prob- 
lem. 

The  core  curriculum  that  we  have  suggested  is 
not  the  total  answer  to  how  to  train  family  physi- 
cians. Our  graduates  will  require  considerably 
more  skills  than  the  few  enumerated  in  this  report. 
We  do  feel,  however,  that  the  design  of  curriculum 
should,  at  least  to  some  extent,  be  influenced  by 
the  tasks  that  the  trainee  will  be  required  to  per- 
form after  he  graduates. 

Director  of  Research 
Family  Medicine  Program 
335  Mount  Vernon  Avenue 
Rochester,  New  York  14620 
(DR.  FROOM) 
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The  research  group  at  Michigan  State  brought  in  a 
trained  acupuncturist  with  fifteen  years  experience  to 
treat  an  exservicernan  deafened  by  firing  weapons  in 
combat  in  World  War  TI.  He  was  given  eight  treat- 
ments at  one-week  intervals.  His  hearing  was  measured 
scientifically  with  a battery  of  audiological  tests  before, 
during  and  after  the  treatments. 

There  was  no  evidence  that  the  acupuncture  treat- 
ments resulted  in  any  measureable  change  in  the  pa- 
tient’s sensorineural  hearing  loss,  the  researchers  report. 

The  study  was  by  William  F.  Rintelmann,  Ph.D.,  Her- 
bert J.  Oyer,  Ph.D.,  Janis  L.  Forbord,  and  Phyllis  L. 
Flowers,  of  the  Department  of  Audiology  and  Speech 
Sciences  at  Michigan  State,  East  Lansing,  Mich. 
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Significant  correlations  of  seizure  control  and 
drug  toxicity  with  anticonvulsant  drug  levels  have 
become  well  established.1’2  In  addition,  previous 
studies  of  anticonvulsant  drug  levels  in  a large 
population  have  indicated  that  in  some  patients  a 
1-mg.  per  kilogram  of  body  weight  dose  of  DPH 
(diphenylhydantoin)  daily  produces  a stable 
serum  level  of  3 micrograms  per  milliliter  after  ten 
days,  and  1 mg.  per  kilogram  of  phenobarbital 
(Pb)  daily  produces  a stable  serum  level  of  10  mi- 
crograms per  milliliter  after  twenty-eight  days.3’4 
However,  numerous  investigators  have  demon- 
strated there  is  considerable  variation  among  pa- 
tients based  on  such  diverse  factors  as  heredity, 
disease,  and  drug  interactions.5 

The  purpose  of  the  present  study  was  to  deter- 
mine whether  or  not  serum  anticonvulsant  drug 
levels  in  a group  of  patients  with  psychiatric  and 
major  motor  seizure  disorders  were  influenced  by 


concomitant  psychotropic  drug  therapy.  A num- 
ber of  isolated  case  reports  of  individuals  receiving 
both  psychotropic  and  anticonvulsant  drugs  have 
been  reported.1-6’7  However,  there  appear  to  be 
no  studies  of  the  long-term  administration  of  these 
two  classes  of  drugs  in  psychiatric  patients  with 
seizure  disorders. 

The  previous  reports  have  suggested  that  cer- 
tain psychotropic  agents  may  elevate  serum  DPH 
levels  in  some  patients  because  of  their  ability  to 
inhibit  DPH  metabolism;  however,  none  of  these 
reports  indicate  that  psychotropic  drug  adminis- 
tration may  decrease  serum  DPH  levels. 

Materials  and  methods 

To  assess  possible  drug  interference,  a study  was 
made  of  the  serum  anticonvulsant  drug  levels  of 
patients  with  psychiatric  disorders,  who  were  also 
subject  to  major  motor  seizures  and  received  dos- 
ages of  both  DPH  and  phenobarbital  in  the  ranges 
deemed  appropriate  to  yield  optimum  serum  levels 
for  control  of  seizures  and  toxicity.1-3’4  Thus,  the 
dosage  range  of  2.7  to  6.8  mg.  per  kilogram  of  di- 
phenylhydantoin was  expected  to  yield  a serum 
level  of  8 to  20  micrograms  per  milliliter;  the  phe- 
nobarbital dosage  range  of  0.8  to  3 mg.  per  kilo- 
gram was  expected  to  yield  a serum  level  of  8 to  30 
micrograms  per  milliliter.  All  of  the  patients  in- 
cluded in  this  study  received  diphenylhydantoin 
and  phenobarbital  dosages  within  this  range. 

Serum  anticonvulsant  levels  were  determined  by 
a modification  of  the  gas  liquid  chromatographic 
method  of  Kupferberg.8  Based  on  the  actual 
serum  DPH  level  as  compared  with  the  expected 
DPH  level  predicted  on  the  basis  of  the  milligrams 
per  kilogram  DPH  dosage,1-3’4  the  patients  were 
subdivided  into  three  groups:  (1)  low,  including 

those  patients  with  DPH  levels  lower  than  expect- 
ed; (2)  expected,  including  those  patients  with 
DPH  levels  in  the  predicted  range;  and  (3)  high, 
including  those  patients  with  DPH  levels  greater 
than  predicted. 

Any  patient  who  received  more  than  one  drug  in 
addition  to  diphenylhydantoin,  phenobarbital, 
and  one  psychotropic  drug  was  excluded  from  this  l! 
study  to  eliminate  possible  cross  interference  as  a | 
result  of  multiple  drug  therapy. 

Utilizing  these  criteria  we  studied  our  series  of  I 
more  than  200  consecutive  patients.  Among  these  j 
we  found  42  who  had  been  adequately  medicated 
with  diphenylhydantoin  and  phenobarbital.  Of 
these,  18  received  DPH  and  phenobarbital  alone;  I 
24  received  DPH,  phenobarbital,  and  one  psycho- 
tropic drug. 

Results 

All  42  patients  who  received  diphenylhydantoin 
and  phenobarbital  alone  or  DPH,  phenobarbital, 
and  one  psychotropic  drug  had  serum  phenobarbi- 
tal levels  within  the  optimal  therapeutic  range,  | 
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The  effect  of  chronic  administration  of  chlorpro- 
mazine,  diazepam,  and  thioridazine  on  serum  an- 
ticonvulsant drug  levels  in  24  hospitalized  patients 
with  psychiatric  and  major  motor  seizure  disorders 
was  studied  by  gas  liquid  chromatography.  There 
were  18  control  patients  who  received  DPH  (diphe- 
nylhydantoin)  and  phenobarbital  alone.  All  42 
patients  were  medicated  with  DPH  and  phenobar- 
bital in  ranges  deemed  appropriate  to  yield  opti- 
mum serum  levels  for  seizure  control  without  tox- 
icity. All  42  patients  had  serum  phenobarbital 
levels  within  the  expected  range,  whereas  there 
were  wide  variations  in  serum  DPH  levels.  These 
variations  were  accentuated  by  psychotropic 
drugs.  The  results  of  the  study  demonstrate  that 
serum  diphenylhydantion  levels  are  significantly 
altered  in  some  patients  receiving  any  one  of  these 
three  psychotropic  drugs  along  with  DPH  and  phe- 
nobarbital, when  compared  with  a control  group 
receiving  only  DPH  and  phenobarbital. 


whereas  DPH  serum  levels  exhibited  wide  varia- 
tions from  expected  values. 

Diphenylhydantoin  and  phenobarbital 
alone.  Serum  anticonvulsant  drug  levels  in  the  18 
patients  receiving  diphenylhydantoin  and  pheno- 
barbital alone  are  presented  in  Table  I.  Low  DPH 
levels  were  present  in  4 (22.2  per  cent),  all  less 
than  5 micrograms  per  milliliter.  Expected  DPH 
levels  were  found  in  10  (55.6  per  cent)  and  elevat- 
ed DPH  levels  in  4 (22.2  per  cent)  patients. 

The  figures  in  these  categories  are  in  agreement 
with  the  reports  of  previous  investigators  that  phe- 
nobarbital may  either  augment  or  inhibit  DPH 
metabolism.3-9-13  However,  the  differing  influ- 
ence of  phenobarbital  on  diphenylhydantoin  me- 
tabolism in  this  group  could  be  attributable  to  ge- 
netic differences  in  DPH  utilization  reflected  in 
individual  patients.7 

Diphenylhydantoin,  phenobarbital,  and 
chlorpromazine.  Three  patients  received  diphe- 
nylhydantoin, phenobarbital,  and  chlorpromazine. 
One  of  these  had  a low  DPH  level  (less  than  5 mi- 
crograms per  milliliter  on  two  occasions).  There 
were  no  DPH  elevations  in  this  group.  However, 
Kutt  and  McDowell14  have  shown  significant  ele- 
vations of  DPH  levels  in  some  patients  receiving 
chlorpromazine  concomitantly. 

Diphenylhydantoin,  phenobarbital,  and  di- 
azepam. There  were  15  patients  in  this  study 
who  received  diphenylhydantoin,  phenobarbital, 
and  diazepam.  Seven  of  these  (46.7  per  cent) 
showed  serum  DPH  levels  lower  than  would  be  ex- 
pected on  the  basis  of  the  doses  administered. 
There  were  no  elevations  of  diphenylhydantoin  in 
this  group.  In  contrast,  Vajda  Prineas,  and  Lo- 
vell15 reported  elevation  of  DPH  levels  in  4 pa- 
tients following  the  administration  of  diazepam. 
Our  findings  suggest  that  chronic  administration 


of  diazepam  may  enhance  the  utilization  of  diphe- 
nylhydantoin in  some  patients. 

Diphenylhydantoin,  phenobarbital,  and 
thioridazine.  To  our  knowledge,  there  have  been 
no  previous  studies  on  the  relationship  of  thiorida- 
zine to  anticonvulsant  drug  levels. 

There  were  6 patients  who  in  addition  to  diphe- 
nylhydantoin and  phenobarbital  were  receiving 
thioridazine.  Four  of  these  (66.7  per  cent)  had 
low  DPH  levels  and  1 had  a high  DPH  level.  The 
presence  of  both  elevated  and  low  DPH  levels  was 
found  only  in  those  patients  receiving  thioridazine 
as  the  psychotropic  agent.  This  suggests  that 


TABLE  I.  Diphenylhydantoin  (DPH)  and  phenobarbital  (Pb)  serum  levels  in  patients  receiving  psychotropic  drugs 


Total  Daily  Serum  Total  Daily  Serum  Total  Daily 

DPH  Dose  DPH  Level  Pb  Dose  Pb  Level  Psychotropic  Drug 

Number  (milligrams  per  (micrograms  per  (milligrams  per  (micrograms  per  Dose  (milligrams 

Administered  of  - kilogram) ✓ milliliter) ✓ kilogram) * ✓ milliliter) . per  kilogram) * 


Drugs 

Patients 

Range 

Average 

Range 

Average 

Range 

Average 

Range 

Average 

Range 

Average 

DPH  and  Pb 

alone 

Low* 

4 

2.7  to  6.3 

4.1 

1 . 4 to  3.1 

2.4 

0.8  to  2 . 5 

1.4 

8.0  to  19.0 

13.3 

Expected  t 

10 

3.9  to  6.4 

5.1 

10.6  to  19.7 

12.9 

0.8  to2.1 

1.6 

14.2  to  22.5 

17. 1 

High** 

4 

4.3  to  6.2 

5.4 

27.0  to  45. 6 

38  0 

1.3  to  1.9 

1.8 

17.7  to  34  3 

24.8 

DPH,  Pb,  and 
chlorpromazine 

Low 

1 

2.8 

1.7 

2.8 

12.1 

2.1 

Expected 

2 

2 . 9 to  4 . 1 

3.5 

8 . 0 to  8.4 

8.2 

1.5  to  2 . 9 

2.2 

13 . 1 to  29 . 0 

21.0 

1 . 5 to  4 . 1 

2.8 

High 

0 

DPH,  Pb,  and 
diazepam 

Low 

7 

3.6  to  6.7 

5.2 

3.1  to  6.7 

4.9 

1 . 1 to  2 . 3 

1.9 

12.0  to  43.8 

18.4 

0.1  to  0.7 

0.3 

Expected 

8 

3.2  to  6.5 

5.3 

8.0  to  25.0 

15.9 

1.0  to  2.2 

1.9 

15 . 3 to  24 . 3 

17.2 

0 . 3 to  1.1 

0.5 

High 

0 

. . 

DPH,  Pb,  and 
thioridazine 

Low 

4 

2.7  to  6 . 8 

5.6 

4.2  to  7.0 

6.2 

0.8  to  2. 1 

1.7 

7.6  to  20.0 

14.1 

1 3 to  6 . 6 

2.8 

Expected 

1 

4.2 

8.0 

1.3 

17.0 

6.3 

High 

1 

4.4 

38.8 

1.3 

17.4 

0.7 

* DPH  serum  level  less  than  expected  on  the  basis  of  DPH  dose  (milligrams  per  kilogram), 
t DPH  serum  level  expected  on  the  basis  of  DPH  dose  (milligrams  per  kilogram). 

**  DPH  serum  level  higher  than  expected  on  the  basis  of  DPH  dose  (milligrams  per  kilogram). 
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drug  interference  following  thioridazine  adminis- 
tration may  be  a reflection  of  either  enhanced  or 
depressed  DPH  utilization. 

Comment 

On  the  basis  of  this  study,  it  has  been  confirmed 
that  medicating  patients  with  anticonvulsant 
drugs  solely  on  the  basis  of  body  weight  does  not 
assure  optimal  serum  drug  levels.  Furthermore,  it 
has  been  demonstrated  that  serum  anticonvulsant 
drug  levels  are  altered  in  some  patients  adequately 
medicated  with  diphenylhydantoin  and  phenobar- 
bital  who  are  also  getting  various  psychotropic 
drugs  when  compared  with  DPH  levels  in  a control 
group  receiving  only  diphenylhydantoin  and  phe- 
nobarbital.  This  altered  utilization  is  manifested 
in  some  patients  by  a marked  decrease  in  DPH 
levels  associated  with  the  concomitant  administra- 
tion of  chlorpromazine,  diazepam,  or  thioridazine. 
In  contrast  to  the  reports  of  other  investigators 
who  indicate  marked  elevations  of  diphenylhydan- 
toin following  the  administration  of  either  chlor- 
promazine14 or  diazepam15  in  some  patients,  this 
study  would  indicate  that  DPH  elevation  following 
chronic  administration  of  these  agents  occurs  rare- 
ly. It  is  worth  noting  that  in  our  series  of  more 
than  200  consecutive  cases  there  were  a number  of 
patients  receiving  diphenylhydantoin,  phenobar- 
bital,  and  chlorpromazine  who  exhibited  low  DPH 
levels  but  were  not  included  in  this  report  because 
of  inadequate  dosaging. 

Reasonable  seizure  control  is  generally  obtain- 
able in  patients  subject  to  primary  psychiatric  and 
associated  seizure  disorders.  Effective  seizure 
control  and  avoidance  of  toxicity  in  such  patients 
may  be  frustrated  by  the  addition,  augmentation, 
or  change  of  some  psychotropic  drugs  which  could 
interfere  with  anticonvulsant  drug  utilization. 

Each  of  the  major  anticonvulsant  drugs  has  spe- 
cial implications  for  patients  with  psychiatric  dis- 
orders. What  is  particularly  pertinent  is  the  occa- 
sional appearance  of  reduced  intellectual  perfor- 
mance, even  dementia,  in  patients  on  anticonvul- 
sant therapy,  especially  when  toxicity  levels  are 
reached.  Some  psychiatric  patients  may  have  dif- 
ficulty in  accepting  the  limitations  imposed  by 
their  illness  and  frequently  act  out  in  anger  and 
frustration.  This  acting-out  behavior  may  include 
not  taking  medication  faithfully,  overmedication, 
and  attention-seeking  seizures.  Noncompliance 
has  also  been  noted  in  patients  without  associated 
mental  disorder.1-2 

This  study  clearly  indicates  the  special  impor- 
tance of  monitoring  serum  anticonvulsant  drug 
levels  in  those  patients  who  are  taking  psychotro- 
pic and  anticonvulsant  drugs.  Serum-level  deter- 
minations serve  as  a guide  to  dosage  adjustment 


and  occasionally  the  choice  of  anticonvulsant 
agent  for  the  objective  of  seizure  control  and  pre- 
vention of  toxicity.  Clinical  judgment  alone  is  un- 
trustworthy since  toxic  levels  of  anticonvulsant 
drugs  may,  of  themselves,  perpetuate  seizures  and 
mislead  one  into  increasing  rather  than  decreasing 
drug  dosages.  Furthermore,  serum-level  determi- 
nations can  serve  to  distinguish  what  appears  to  be 
an  intensification  of  the  patient’s  psychosis  from 
drug  toxicity. 

Since  utilization  of  anticonvulsant  drugs  as  well 
as  psychotropic  drug  interference  varies  from  pa- 
tient to  patient,  serum  anticonvulsant  drug  levels 
should  be  regularly  monitored.  Appropriate 
changes  in  the  therapeutic  regimen  should  then  be 
made  on  the  basis  of  such  determinations  and  the 
clinical  status  of  the  patient. 

Section  of  Neurological  Services 
Creedmoor  State  Hospital 
80-45  Winchester  Blvd. 
Queens  Village,  New  York 
(DR.  SIRIS) 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone 1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid 12  5 mg 

Iron  (from  Ferrous  Sulfate) 2 82  mg 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.1  mg. 

Vitamin  B-12 1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate 2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 
Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
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tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 
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Haloperidol  for 
Radiation  Sickness 


Control  of  associated  nausea , 
vomiting , and  anorexia 

DONALD  R.  COLE,  M.D.* 

Smithtown,  New  York 

DOLORES  F.  DUFFY,  A.R.R.T. 

Smithtown,  New  York 

Nausea  and  vomiting  can  be  distressing  conse- 
quences of  radiation  therapy.  Bellville1  notes, 
“Uncontrolled  vomiting  in  patients  undergoing  ra- 
diation therapy  or  drug  therapy  may  necessitate 
discontinuance  of  treatment.  Likewise,  vomiting 
may  be  related  to  a patient’s  basic  disease  and  may 
complicate  management.’’  It  is  therefore  essential 
to  find  an  antiemetic  that  is  both  effective  and 
practical  for  prolonged  use. 

Phenothiazines  have  been  used  with  some  effec- 
tiveness as  antiemetics,  but  even  when  effective 
their  usefulness  is  sometimes  limited  by  side-ef- 
fects.2,3 At  therapeutically  effective  doses  the 
most  potent  phenothiazines  may  expose  the  pa- 
tient to  extrapyramidai  reactions,  while  the  less 
potent  drugs  of  this  class  frequently  produce  seda- 
tion or  hypotension.  Thus  their  use  may  compli- 
cate rather  than  improve  the  clinical  picture. 

Early  trials  of  haloperidol  (Haldol)  have  indicat- 
ed that  it  effectively  controls  nausea  and  vomiting 
of  varying  causes  with  a notably  low  incidence  of 
side-effects.4-6  Characteristically,  side-effects 
have  been  infrequent  and  mild.  More  recent 
studies  have  confirmed  the  results  of  these  earlier 

* Associate  Clinical  Professor  of  Surgery,  New  York  Univer- 
sity School  of  Medicine;  Chief  of  Chemotherapy  Unit,  Depart- 
ment of  Surgery,  Saint  Vincent’s  Hospital;  and  Consultant  in 
Oncology  and  Chemotherapy,  Saint  John’s  Hospital,  Smith- 
town,  L.  I.,  where  the  study  was  conducted  under  his  direction. 


trials.2,7,8  When  tested  specifically  in  patients 
undergoing  radiation  therapy,  haloperidol  was 
found  in  one  study  to  have  an  effectiveness  of  90 
per  cent  in  controlling  radiation  sickness.6 

The  present  study  was  undertaken  to  further 
examine  the  antiemetic  properties  of  haloperidol 
by  comparing  its  effectiveness  with  that  of  a place- 
bo in  controlling  the  vomiting,  nausea,  and  anorex- 
ia associated  with  radiation  therapy. 

Methods  and  materials 

Forty-eight  nonhospitalized  men  and  women, 
ranging  in  age  from  twenty-nine  to  eighty-eight 
years,  with  a tissue  and/or  radiologic  diagnosis  of 
neoplastic  disease,  were  entered  into  this  study. 
Patients  selected  had  experienced  vomiting  and 
nausea  while  undergoing  radiation  therapy,  re- 
porting at  least  two  episodes  of  vomiting  during 
the  twenty-four-hour  period  immediately  preced- 
ing admission  into  the  study.  Patients  receiving 
major  tranquilizers  or  other  agents  with  known  an- 
tiemetic activity  were  not  included. 

The  sites  of  irradiation  of  these  patients  were 
varied,  including  head  and  neck,  breast,  chest, 
abdomen,  and  pelvis.  The  dose  of  irradiation  was 
200  to  800  rads  per  day  (mean,  308  rads). 

The  study  was  conducted  in  a short-term  dou- 
ble-blind segment  and  a longer-term  open  seg- 
ment. During  the  double-blind  study  48  patients 
were  given  haloperidol  orally,  1 mg.  twice  a day,  or 
placebo  for  two  days.  Patients  were  assigned  ran- 
domly to  active  medication  or  placebo.  A two-day 
supply  of  medication  was  distributed  to  each  pa- 
tient, and  patients  were  instructed  regarding  self- 
administration of  the  prescribed  dosage.  Patient 
self-report  forms  were  provided  for  the  recording 
of  symptoms. 

The  number  of  episodes  of  vomiting,  overall  se- 
verity of  nausea,  and  degree  of  anorexia  during  the 
twenty-four-hour  period  immediately  preceding 
the  first  dose  of  study  medication  were  docu- 
mented before  the  study  began.  Similar  informa- 
tion for  the  first  and  second  days  of  treatment  was 
recorded  by  the  patient  and  submitted  for  evalua- 
tion. 

During  the  open  phase  of  the  study  the  final  31 
patients  to  enter  the  double-blind  evaluation  were 
treated  with  known  haloperidol  for  the  duration  ol 
their  course  of  radiation  therapy.  Sixteen  pa-h 
tients  who  received  haloperidol  (1  mg.  twice  a day)| 
in  the  double-blind  segment  were  continued  on  the 


TABLE  I.  Improvement  shown  in  two  groups  of  24  patients 

Haloperidol  — ' - — Placebo 

Day  I Day  '1  — Day  1-  Day  2 

Number  of  Number  of  Number  of  Number  of 

Symptom  Patients  Per  Cent  Patients  Per  Cent  Patients  Per  Cent  Patients  Per  Cent 

Vomiting  7 29  23  96  2 7.5  5 20 

Nausea  12  50  22  92  3 12.5  4 17 

Anorexia  6 25  18  75  2 7.5  2 7.5 
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In  a double-blind  investigation,  haloperidol,  ad- 
ministered orally  at  a dosage  of  1 mg.  twice  a day 
was  compared  with  placebo  as  an  antiemetic  in  48 
outpatients  who  had  developed  vomiting,  nausea, 
and  anorexia  as  a result  of  radiation  therapy. 
Significantly  greater  reduction  in  all  three  symp- 
toms (p  less  than  .01)  were  demonstrated  by  the 
haloperidol  group,  with  the  greatest  differences 
seen  on  the  second  day  of  the  two-day  trial.  Over- 
all, 18  of  the  25  haloperidol  patients  (73  per  cent) 
and  only  1 of  the  24  placebo  patients  (4  per  cent) 
experienced  a marked  or  moderate  response  to 
treatment  with  the  medication  under  study.  A 
subsequent  open  trial  in  which  31  of  the  patients 
received  known  haloperidol  for  the  balance  of  their 
course  of  radiation  therapy  confirmed  the  effec- 
tiveness of  haloperidol  as  an  antiemetic.  Symp- 
tomatology was  controlled  and  no  adverse  reac- 
tions occurred. 


Ninety-six  per  cent  of  the  patients  on  haloperidol 
reported  reduced  episodes  of  vomiting  on  day  2, 
and  of  these  patients,  14  (58  per  cent)  experienced 
no  vomiting  at  all  on  that  day  (Fig.  1).  Only  1 pa- 
tient receiving  haloperidol  did  not  show  some  de- 


80  - 
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Episodes  of  Vomiting 

% FIGURE  1.  Episodes  of  vomiting  on  day  2. 

same  oral  dosage,  and  15  patients  who  had  been  on 
placebo  were  initiated  into  active  treatment  with 
haloperidol. 

: Vital  signs  were  recorded  at  base  line,  at  the  end 

of  the  double-blind  segment,  and  at  the  conclusion 
of  the  open  segment  of  the  study.  Any  study-re- 
lated side-effects  were  noted. 

Results 

•t  Double-blind  study.  All  48  patients  selected 
for  the  double-blind  comparison  of  haloperidol 
and  placebo  reported  severe  nausea,  marked  an- 
orexia, and  two  or  more  episodes  of  vomiting  on 
the  day  prior  to  the  study.  The  results  of  this 
two-day  trial  showed  that  the  response  of  patients 
to  haloperidol  was  dramatic  (Table  I).  On  the 
first  day  of  treatment  the  difference  in  response  in 
favor  of  haloperidol  over  placebo  was  already  evi- 
dent, and  by  day  2 haloperidol  showed  a superiori- 
ty over  placebo  that  was  statistically  significant* 
for  all  three  symptoms  measured.  This  difference 
is  most  marked  for  the  symptom  of  vomiting. 

* P less  than  0.01,  Rank  “t”  test. 


gree  of  improvement.  In  contrast,  all  placebo  pa- 
tients were  still  vomiting  on  day  2.  Nineteen  of 
the  24  patients  on  placebo  reported  that  at  the  end 
of  the  study  they  were  experiencing  as  many  or 
more  episodes  of  vomiting  as  they  had  prior  to  the 
study. 

The  severity  of  nausea  in  patients  on  haloperi- 
dol was  also  reduced  to  a degree  that  was  statisti- 
cally significant.*  All  patients  showed  marked  or 
moderate  nausea  at  the  outset,  but  by  day  2 only  1 
haloperidol  patient  reported  marked  nausea,  and 
only  6 experienced  a moderate  degree  of  nausea 
(Fig.  2A). 

The  alleviation  of  anorexia  in  haloperidol  pa- 
tients when  compared  with  the  placebo  group  fol- 
lowed the  same  pattern,  with  the  active  drug  sig- 
nificantly* superior  to  placebo  (Fig.  2B).  Even  in 
the  short  duration  of  the  double-blind  segment  of 
this  study,  75  per  cent  of  the  patients  given  halo- 
peridol reported  a noticeable  improvement  in  an- 
orexia. In  only  8 per  cent  of  the  patients  who  had 
received  placebo  was  this  symptom  improved  to 
any  degree. 

Open  evaluation.  The  effectiveness  of  halo- 
peridol in  controlling  vomiting,  nausea,  and  an- 
orexia in  patients  undergoing  radiation  therapy 
was  clearly  demonstrated  during  the  double-blind 
segment  of  the  trial.  The  study  was  continued  on 
an  open  basis  to  evaluate  the  effectiveness  and 
safety  of  prolonged  treatment  with  haloperidol. 
The  final  31  patients  (16  on  haloperidol  and  15  on 
placebo)  from  the  double-blind  study  were  all 
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FIGURE  2.  Day  2.  (A)  Severity  of  nausea.  (B)  Degree  of  anorexia. 
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treated  in  the  open  study  with  known  haloperidol 
for  periods  ranging  from  seven  to  forty  days 
(mean,  twenty  days).  Two  distinct  populations 
were  represented.  Group  1 patients  had  received 
haloperidol  within  a day  of  the  onset  of  symptoms 
and  had  achieved  a high  level  of  relief  in  the  two 
days  prior  to  the  open  study.  By  day  5 of  the 
open  study  all  patients  hut  1 were  completely  free 
from  vomiting,  and  there  was  a continued  reduc- 
tion for  all  patients  in  the  severity  of  nausea  and 
the  degree  of  anorexia  (Fig.  3). 

Group  2 patients,  with  symptoms  largely  unre- 
lieved by  placebo  in  the  double-blind  study,  re- 
sponded to  haloperidol  therapy  in  the  open  study 
hut  more  slowly  than  Group  1 patients  (Fig.  4). 
By  day  7 two  thirds  of  the  patients  were  free  of 
vomiting,  and  on  day  14  the  symptom  was  con- 
trolled in  all  but  1 patient.  Symptoms  of  nausea 
and  anorexia  steadily  diminished  in  severity  and 
in  most  cases  disappeared  as  treatment  continued 
for  both  groups.  Once  a symptom  was  relieved  it 
did  not  return  for  the  course  of  the  treatment. 


One  patient  in  Group  2,  who  entered  the  opej 
study  with  moderate  nausea  and  anorexia  and  wa 
experiencing  two  episodes  of  vomiting  a da) 
showed  no  improvement  during  the  thirteen  day 
she  took  haloperidol.  In  1 severely  ill  patien 
vomiting  was  brought  under  control  but  returns 
as  his  condition  rapidly  deteriorated  one  wee 
prior  to  his  death.  The  results  of  his  final  week  c 
therapy  are  not  included  in  Figure  4. 

There  were  no  treatment-related  side-effects  re 
ported  for  any  patient  either  in  the  double-blin 
or  the  open  segments  of  this  study.  Vital  signs  re 
mained  stable  for  all  patients. 

Comment 

The  results  of  this  study  clearly  demonstrate  th 
superiority  of  haloperidol  therapy  over  placebo  i 
relieving  nausea,  vomiting,  and  anorexia  in  pe 
tients  receiving  radiation  therapy  for  neoplasti 
disease.  In  most  patients  a reduction  of  symp 
toms  was  noted  on  the  first  day  of  treatment,  an 
by  the  end  of  the  second  day  of  treatment  symp 
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FIGURE  3.  Control  of  vomiting  with  haloperidol  in  Group 
1. 


toms  were  either  absent  or  mild  in  nearly  all  pa- 
tients who  had  received  active  drug.  It  has  been 
our  experience  that  patients  who  develop  nausea 
and  vomiting  generally  do  so  during  the  second  or 
third  week  of  a six-week  course  of  treatment,  and 
their  symptoms  will  persist  until  radiation  treat- 
ment is  discontinued,  unless  they  are  treated  with 
an  effective  antiemetic.  Haloperidol  appears  to 
act  promptly  to  eliminate  vomiting  and  to  relieve 
nausea  and  anorexia,  and  these  symptoms  con- 
tinue to  decrease  during  prolonged  haloperidol  ad- 
ministration. Once  relieved,  symptoms  of  vomit- 
ing and  nausea  do  not  return  as  long  as  haloperidol 
therapy  is  continued.  At  the  1 mg.  twice-a-day 
dosage  used  in  this  study  and  for  the  period  repre- 
senting the  duration  of  radiation  therapy,  haloper- 
idol produced  no  side-effects. 

The  importance  of  early  treatment  with  an  ef- 
fective antiemetic  is  demonstrated  by  the  rapid 
improvement  of  the  patients  who  received  halo- 
peridol at  the  onset  of  their  symptoms  as  compared 
with  those  who,  after  showing  no  improvement  on 
placebo  for  two  days,  were  switched  to  haloperidol; 
the  response  of  Group  2 to  haloperidol  was  posi- 
tive, and  vomiting  stopped  in  all  cases  but  1. 
However,  symptoms  in  Group  2 patients  were 
brought  under  control  more  slowly  than  in  pa- 
tients who  had  been  treated  more  promptly. 

The  achievement  of  significant  results  in  the 
testing  of  antiemetics  is  made  difficult  by  the  fre- 
quently high  placebo  response.9-10  Fear  of  radia- 
tion therapy  and  anxiety  about  their  condition  are 
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FIGURE  4.  Control  of  vomiting  with  haloperidol  in  Group 

2. 

not  inconsiderable  factors  in  the  cause  of  nausea 
and  vomiting  among  patients  undergoing  radiation 
therapy.  The  low  placebo  effect  achieved  in  this 
study  increases  the  significance  of  haloperidol  ac- 
tivity. The  availability  of  a drug  which  acts 
promptly  and  decisively  to  alleviate  nausea  and 
vomiting  should  do  much  to  ease  anxiety  in  radia- 
tion patients. 

Previous  studies  have  suggested  that  nausea  and 
vomiting  occur  more  frequently  and  are  more  dif- 
ficult to  control  when  the  stomach  or  pelvis  is  in- 
volved in  the  irradiation.6-9  In  the  present  study 
the  site  of  irradiation  does  not  appear  to  be  a fac- 
tor, since  the  symptoms  of  all  patients  but  1 were 
controlled  by  haloperidol. 

In  a previous  analysis  of  more  than  1,000  pa- 
tients from  controlled  drug  trials,  anorexia  associ- 
ated with  radiation  therapy  was  found  to  be  a 
symptom  which  did  not  readily  respond  to  treat- 
ment with  antiemetic  agents  which  were  highly  ef- 
fective for  the  relief  of  nausea  and  vomiting.6 
Under  the  conditions  of  the  present  study,  treat- 
ment with  haloperidol  produced  a significant  de- 
cline in  the  severity  of  anorexia. 

Not  all  patients  undergoing  radiation  therapy 
suffer  from  symptoms  of  nausea  and  vomiting,  but 
of  the  10  to  25  per  cent  who  do,  many  experience 
symptoms  so  severe  that  reduction  in  the  dose  of 
radiation  or  even  the  discontinuance  of  treatment 
is  sometimes  necessary.  The  dramatic  action  cf 
haloperidol  in  this  study  in  controlling  symptoms 
without  side-effects  suggests  it  as  the  drug  of 
choice  for  patients  suffering  from  radiation  sick- 
ness. 
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Summary 

In  a double-blind  study  haloperidol  at  an  oral 
dosage  of  1 mg.  twice  a day  effectively  controlled 
nausea,  vomiting,  and  anorexia  resulting  from  ra- 
diation therapy,  whereas  placebo  did  not.  Results 
obtained  with  haloperidol  during  the  two  days  of 
double-blind  treatment  were  subsequently  con- 
firmed during  a three-week  open  evaluation. 
Haloperidol  appears  to  act  promptly,  and  its  effec- 
tiveness continues  to  reduce  symptoms  over  the 
duration  of  the  course  of  radiation  therapy  with- 
out producing  undesirable  side-effects.  The  re- 
sults of  the  study  indicate  that  effective  therapeu- 
tic doses  of  haloperidol  can  be  safely  administered 
to  initiate  and  maintain  control  of  nausea,  vomit- 
ing, and  anorexia. 
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Disadvantaged  medical  students 
aided  by  special  program 

Disadvantaged  students  have  difficulty  passing  the 
courses  in  medical  school  because  of  poor  preparation 
rather  than  lack  of  intelligence,  says  a report  in  the  May 
13  issue  of  the  -Journal  of  the  American  Medical  Associ- 
ation. 

The  article  describes  a successful  program  in  a New 
York  medical  school  that  helped  these  individuals  cor- 
rect their  academic  deficiencies  after  being  admitted. 

The  program  has  been  underway  for  two  years  at  the 
Mount  Sinai  School  of  Medicine  of  the  City  University 
of  New  York.  It  was  started  because  of  many  course 
failures  among  the  disadvantaged  students. 

The  program  consists  of  a summer  enrichment  unit 
and  formal  tutorials  during  the  first  academic  year.  It 
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was  found  that,  with  this  extra  help,  special  programs 
were  unnecessary  after  the  first  year. 

In  the  summer  before  beginning  the  first  year  of  med- 
ical school,  the  students  are  given  two  months  of  studies, 
encompassing  cell  biology,  introduction  to  anatomy,  and  ; 
a special  course  of  chemistry  and  mathematics  essential 
to  medicine.  Emphasis  is  on  the  identifying  areas  of 
weakness,  improving  study  habits  and  developing  test- 
taking ability. 

During  the  academic  year,  the  students  are  closely  su- 
pervised.  Three-hour  group  tutorial  sessions  are  held 
three  or  four  times  a week.  When  needed,  individual 
tutorials  are  available. 

In  its  first  year,  the  retention  program  enabled  four  of 
six  students  to  pass,  and  of  the  six  students  currently  in 
the  program,  five  are  doing  satisfactory  work. 
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Mild  Exercise 


Eleven  of  16  female  students,  aged  nineteen  to 
twenty-one,  exercised  consistently  for  nine  weeks. 
The  exercise  regimen  consisted  of  isometric  and 
isokinetic  exercises  in  knee-extension  and  -flexion 
muscles.  After  nine  weeks  of  exercise,  the  skin- 
folds  and  circumferences  measured  by  caliper-tape 
(CT)  decreased  significantly  in  the  area  of  exercis- 
ing muscles;  no  changes  were  found  at  4 other  skin- 
fold sites.  The  exercise  did  not  affect  the  thigh 
muscle-bone  area,  urinary  creatinine,  plasma  cho- 
lesterol, fasting  glucose,  and  free  fatty  acids  nor 
their  response  to  an  oral  glucose  tolerance  test. 
Linear  regressions  indicated  postive  associations 
between  thigh  skin-fat  area,  caliper-tape,  and  the 
same  area  as  determined  by  ultrasound  (US),  be- 
tween the  measurements  of  the  thigh  muscle-bone 
by  caliper-tape  and  between  urinary  creatinine 
and  the  thigh  muscle-bone,  caliper-tape  and  ultra- 
sound and  also  between  plasma  cholesterol  and  the 
free  fatty  acid  time-curve  after  glucose.  This 
study  suggests  the  possibility  of  reduction  of  sub- 
cutaneous fat  overlying  working  muscles  even  if 
the  intensity  of  exercise  is  insufficient  to  promote 
overall  metabolic  changes.  The  ultrasonic  tech- 
nique is  a useful  aid  in  the  determination  of  body 
fat  and  muscle  mass  in  human  beings.  Key  words: 
Exercise — Caliper  and  tape — Ultrasound — Spot 
reduction  of  subcutaneous  fat. 
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In  spite  of  convincing  evidence  of  the  immedi- 
}ate  effect  of  exercise  on  many  metabolic  events, 
) little  is  known  about  how  much  exercise  is  re- 
t quired  to  affect  the  body  composition  and  to  bring 
) about  significant  long-term  changes  in  metabolic 
regulations.  Most  observed  changes  have  been  re- 
I ported  in  human  subjects  or  in  animals  exposed  to 
prolonged,  vigorous  exercise.  This  amount  of  ex- 
ercise may  be  impractical  as  a preventive  measure 
for  large  population  groups  or  for  people  with  im- 
paired health.  Therefore,  we  should  be  able  to  de- 
fine the  minimum  amount  of  exercise  having  a sig- 
nificant effect  under  everyday  life  conditions. 

Our  study  in  young  college  students  was  de- 

• signed  to  follow  the  effects  of  a resistance  exercise 
i simulating  daily  lower-extremity  calisthenics. 

• Urinary  creatinine  excretion  was  utilized  to  esti- 
mate possible  effects  of  exercise  on  the  muscle 
mass  and  to  explore  the  usefulness  of  other  indices 
of  muscle  mass  determined  by  the  caliper-tape  and 
ultrasonic  techniques.  The  oral  glucose-tolerance 
test  was  employed  to  determine  if  the  amount  of 
exercise  had  any  significant  effect  on  the  metabo- 
lism of  carbohydrates,  insulin,  and  free  fatty  acids. 
In  addition,  we  wanted  to  explore  future  perspec- 
tives of  the  ultrasonic  techniques  for  epidemiologic 
population  studies  of  body  composition. 

Methods 

Sixteen  female  college  students,  between  the 
ages  of  nineteen  and  twenty-one  years,  volun- 
teered to  participate  in  the  study.  Their  average 
body  weight  was  55  Kg.  with  a range  of  47' to  64 
Kg.  (Table  I).  There  were  no  changes  in  the  body 
weight  nor  in  the  Davenport  index  of  body  build  of 
the  exercised  group  throughout  the  study.1  All 
subjects  prior  to  participation  in  the  project  un- 
derwent a health  examination  by  the  college 


health  services.  Students  with  metabolic  diseases 
and  those  taking  drugs  or  contraceptive  pills  were 
excluded.  Of  the  group  of  16  students,  5 were  ran- 
domly assigned  to  the  nonexercising  control  group. 

After  one  week  of  pretests,  which  included  ul- 
trasonic, anthropometric,  and  laboratory  examina- 
tions on  all  subjects,  the  exercise  group  was 
subjected  to  nine  weeks  of  an  exercise  routine. 
The  daily  routine  was  composed  of  both  isometric 
and  isokinetic  exercises  which  were  conducted  bi- 
laterally on  the  knee-extension  and  knee-flexion 
muscle  groups.  The  isometric  exercise,  performed 
at  90  and  45  degrees  of  knee  extension,  consisted 
of  three  repetitions  of  five-second  maximum  con- 
tractions. With  limb  velocity  controlled  at  four 
revolutions  per  minute,  15  repetitions  of  maximum 
isokinetic  exercises  were  produced.  The  Cybex  II 
isokinetic  instrument  was  employed  as  the  exer- 
cise device  and  recorded  the  torque  produced  by 
each  type  of  exercise.  All  exercises  were  per- 
formed on  five  consecutive  days  each  week  with 
the  subjects  in  the  supine  position.  The  mean  en- 
ergy cost  of  this  daily  exercise  was  6 L.  of  oxygen 
based  on  random  measurements  with  a closed-cir- 
cuit system.  The  control  subjects  belonged  to  the 
same  academic  class  and  except  for  the  exercise 
routine  were  subjected  to  environmental  factors 
similar  to  those  of  the  exercise  group. 

Preexercise  and  postexercise  testing  was  per- 
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TABLE  I.  Effects  after  nine  weeks  of  physical  exercise  and  no  exercise  on  anthropometric  and  ultrasonic  measurements* 


Exercising  Subjects  (11) Nonexercising  Subjects  (5) — 

Designation  Pretest  Posttest  Pretest  Posttest 


Body  weight  (kilograms) 

54. 

8 

dr 

3. 

6t 

Davenport  index  of  body  build  (A) 

2 

.10 

± 

0, 

11 

Thigh  skinfold  (mm.)  (B) 

31. 

6 

± 

4. 

1 

Thigh  circumference  (mm.)  (B) 

477 

.3 

dr 

25. 

.1 

Thigh  skin-fat  area  (cm.2)  (C), 

67 

.8 

± 

10 

.0 

caliper-tape 

Thigh  skin-fat  area,  ultrasonic  (cm.2) 

34 

.9 

± 

6 

.5 

Thigh  muscle-bone  area  (cm.2)  (D), 

114 

.0 

dr 

13 

.6 

caliper-tape 

Thigh  muscle-bone  area  (cm.2). 

140 

.5 

± 

19 

.6 

ultrasonic 


54.9 

dr 

4.0 

54.9 

dr 

6.3 

55.5 

± 

6.4 

2.11 

dr 

0.10 

2.03 

rfc 

0.25 

2.07 

± 

0.23** 

26.0 

dr 

4.6ft 

28.1 

dr 

6.2 

26.4 

dr 

4.4 

458.2 

± 

29.0*** 

472.1 

dr 

25.9 

458.9 

dr 

36.2 

54.4 

dr 

11.3 

60.4 

± 

15.2 

55.4 

rfc 

11.3 

32.9 

± 

4.0 

34.9 

dr 

8.1 

35.3 

dr 

10.2 

113.3 

± 

15.2 

117.4 

dr 

8.5 

113.1 

dr 

19.3 

131.1 

± 

18.1 

135.4 

rfc 

16.0 

127.2 

dr 

25.4 

* A 


grams  of  weight 
cm.  of  height2 


B = Midway  between  hip  and  knee  joint;  C = 3.142 


(circumference) 

6.283 


(circumference  1 

-3-4-2  - - skinfold 

t Arithmetic  mean  ± 1 S.D. 
**  P < 0.05. 
tt  P < 0.01. 

***  P < 0.001. 


circumference 


3.142 


— skinfold 


\D 


3.142 


formed  in  the  week  immediately  before  and  after 
the  exercise  period.  Body  weight  was  recorded 
weekly,  and  the  dietary  habits  were  followed  each 
day  by  dietary  recall.  To  express  the  body  build, 
the  Davenport  index  was  used.1  This  index  is  a 
ratio  of  body  weight,  in  grams,  to  the  second  power 
of  height,  in  centimeters,  (Table  I).  Thigh-skin- 
fold thickness  was  measured  on  the  anterior  sur- 
face of  each  thigh,  midway  between  the  hip  and 
the  knee  joint.  A Lange  caliper  having  the  stan- 
dard pressure  of  10  Gm.  per  millimeter2  was  used. 
Thigh  circumference  was  measured  with  a flexible 
steel  tape  at  the  site  of  the  thigh-skinfold  mea- 
surement. All  anthropometric  measurements 
were  taken  by  the  same  investigator.  Reliability, 
determined  by  the  intraclass  correlation  technique 
on  five  trials  for  pretest  and  posttest  anthropo- 
metric measurements,  varied  from  0.80  to  0.99. 
From  the  circumference  and  skinfold  values,  the 
thigh  skin-fat  area  and  the  thigh  muscle-bone  area 
were  calculated,  based  on  the  assumption  that  the 
limb  circumference  is  a circle  (Table  I). 

The  anthropometric  data  on  thigh  “fatness”  and 
“muscularity”  were  then  related  to  ultrasonic 
scanning  of  the  thigh  at  the  site  of  anthropometric 
measurements.  Sound  waves  at  a frequency  of  2 
megacycles  were  produced  by  a Scanogram  with 
the  transducer  located  at  right  angle  to  the  skin 
surface  and  continuously  scanning  the  limb  for  360 
degrees.2  The  transducer  moved  along  a fixed  arc 
guide.  After  each  two-inch  movement  of  the 
transducer,  the  guide  was  adjusted  to  insure  uni- 
form contact  between  the  face  of  the  transducer 
and  the  skin  with  minimal  pressure.  With  the  use 
of  an  attached  Polaroid  camera,  it  was  possible  to 
produce  a finished  cross-sectional,  half-scale  pic- 
ture of  the  limb  in  less  than  one  minute.  In  addi- 
tion to  the  subcutaneous  fat  layer,  the  sound 
waves  penetrate  and  are  reflected  from  the  thigh- 


muscle  mass  and  the  surface  of  the  femur.  From 
the  evaluation  of  the  ultrasonic  cross-sectional  pic- 
tures of  the  thigh,  we  could  estimate  the  thigh 
skin-fat  area  and  the  thigh  muscle-bone  area.  Fat 
interspersed  between  the  muscle  fibers  was  not 
identified. 

Four  days  prior  to  and  after  the  exercise  period, 
the  urine  was  quantitatively  collected  in  plastic 
bottles  with  boric  acid  added  as  a preservative. 
There  was  only  minimum  intraindividual  diurnal 
variation  in  creatinine  excretion  which  indicated 
complete  urine  collection.  The  four-day  creati- 
nine excretion  is  expressed  as  a twenty-four-hour 
average.  An  aliquot  of  the  urine  sample  was  ana- 
lyzed for  creatinine  using  the  automated  Autoana- 
lyzer technique  N-lla  with  picric  acid  and  sodium 
hydroxide. 

Two  days  prior  to  the  oral  glucose-tolerance 
test,  the  subjects  were  advised  to  consume  a diet 
containing  approximately  250  Gm.  carbohydrate. 
After  an  overnight  fast  of  fourteen  hours,  a blood 
sample  was  collected  from  the  cubital  vein  of  each 
subject  into  a test  tube  chilled  in  an  ice  bath.  The 
tubes  contained  oxalate  crystals  as  an  anticoagu- 
lant, and  immediately  after  separation  of  the 
blood  cells,  the  plasma  was  stored  in  a freezer  for 
subsequent  analysis.  Plasma-free  fatty  acids  were 
extracted  as  described  by  Dole.-'  They  were  mea- 
sured on  the  day  of  blood  collection  with  a colori- 
metric procedure  based  on  the  color  reaction  of  co- 
balt soaps  with  nitroso-beta-naphthol.3  Plasma 
glucose  was  determined  by  the  Autoanalyzer  tech- 
nique N-2a,  utilizing  the  potassium  ferricyanide-| 
potassium  ferrocyanide  oxidation-reduction  reac-j 
tion.  Plasma  insulin  was  determined  by  the  Am- 
ersham-Searle  radio-immunoassay  procedure  util- 1 
izing  the  double  antibody  technique.4  Plasma 
cholesterol  was  analyzed  with  the  N-24a  Autoana- 
lyzer procedure  based  on  the  reaction  of  concen- 
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trated  sulfuric  acid  and  ferric  chloride  in  acetic 
acid  with  cholesterol. 

The  response  of  plasma  glucose,  plasma  insulin, 
and  plasma-free  fatty  acids  to  oral  glucose  load 
was  studied  after  an  oral  intake  of  1 Gm.  of  glucose 
per  kilogram  of  body  weight  in  300  ml.  of  distilled 
water.  Changes  in  plasma  were  compared  with 
the  fasting  levels  at  thirty-minute  intervals  for  two 
hours.  None  of  the  subjects  reported  increased 
peristalsis  or  a bowel  movement  during  the  two 
hours  immediately  following  ingestion  of  glucose. 
Metabolic  response  to  glucose  load  was  evaluated 
by  determining  the  area  under  the  respective  time 
curve  by  a planimeter. 

The  effect  of  nine  weeks  of  exercise,  on  the  exer- 
cise group,  and  of  the  campus  environment,  on  the 
control  group,  on  the  anthropometric  and  meta- 
bolic data  was  evaluated  using  the  t test  for  signifi- 
cance of  difference  between  paired  samples. 
Thus,  the  significance  was  determined  on  the 
“pre”  minus  the  “post”  test  value  within  each  ex- 
perimental group. 

To  explore  the  association  between  body  build 
and  the  metabolic  response  to  glucose,  linear  re- 
gression and  correlation  coefficients  between  an- 
thropometric and  laboratory  data  were  evaluated. 
Since  there  was  little  effect  of  exercise  on  the 
values  followed,  regression  analyses  were  calculat- 
ed for  exercising  and  control  subjects  pooled  to- 
gether. 

Results  and  comments 

As  shown  in  Table  I.  body  weights  were  stable 
during  the  nine-weeks’  study.  None  of  the 
subjects  changed  her  extraexperimental  physical 
activity,  such  as  walking  to  classes  and  recreation- 
al activity,  to  any  appreciable  extent  during  the 
study. 

The  exercise  regimen  resulted  in  a decrease  of 
the  thigh  skinfolds,  P < 0.01,  and  a decrease  in  the 
thigh  circumference,  P < 0.001,  (Table  I).  This 
corresponded  with  the  decrease,  P < 0.01,  of  the 
thigh  skin-fat  area  as  calculated  from  skinfolds 
and  circumference.  Formulas  used  for  the  thigh 
skin-fat  area  and  thigh  muscle-bone  area  are  in  the 
footnotes  to  Table  I.  No  significant  change  was 
observed  in  the  thigh  skin-fat  area  determined  by 
ultrasound  or  in  the  thigh  muscle-bone  area  calcu- 
lated from  caliper-tape  or  ultrasonic  measure- 
ments. No  changes  were  observed  in  the  control 
group  for  thigh-skinfold  measurements  or  with  the 
indices  of  thigh  fat  and  muscle.  However  there 
was  a slight  increase  in  the  Davenport  index,  indi- 
cating an  increased  body  weight  in  relation  to 
height  in  the  nonexercising  subjects  after  the  nine- 
week  period. 

The  ultrasonic  technique  yields  lower  values  for 
the  skin-fat  area,  compared  to  the  caliper-tape 
technique.  Possible  contributing  factors  to  this 
type  of  discrepancy  have  been  suggested.  Sloan3 
suggested  that  the  subcutaneous  tissue  as  mea- 


sured by  ultrasound  is  usually  more  than  half  the 
double  fold  measured  by  skinfold  caliper,  because 
a caliper  compresses  the  subcutaneous  tissue.  His 
data  show  a higher  degree  of  correlation  between 
body  density,  determined  by  the  underwater  tech- 
nique, and  the  caliper  skinfold  technique  than  be- 
tween body  density  and  the  ultrasonic  technique. 
Booth,  Goddard,  and  Baton'1  have  pointed  out  that 
the  elastic  properties  of  the  skin  and  adipose  tis- 
sue may  account  for  variations  in  the  caliper  tech- 
nique. They  reported  higher  values  of  subcuta- 
neous fat  measured  with  Harpenden  caliper  when 
compared  to  the  ultrasonic  technique.  This  is  in 
agreement  with  our  findings  of  higher  subcuta- 
neous fat  values  read  by  the  Lange  caliper  when 
compared  to  ultrasonic  measurements.  Falsely 
low  skin-fat  values  by  ultrasound  can  result  from 
the  mechanical  pressure  of  the  ultrasonic  trans- 
ducer on  the  subcutaneous  tissues.  Table  I shows 
that  the  ultrasonic  data  for  the  thigh  muscle-bone 
area  are,  on  the  other  hand,  somewhat  higher  than 
the  values  for  the  same  muscle-bone  area  deter- 
mined by  the  caliper-tape  technique.  Conse- 
quently, there  is  little  difference  in  the  sum  of 
skin-fat  and  muscle-bone  area  if  the  caliper-tape 
and  ultrasonic  data  are  compared. 

Exercise  did  not  affect  the  urinary  creatinine 
excretion,  fasting  plasma  insulin,  fasting  free  fatty 
acids,  fasting  cholesterol,  or  the  response  of  plas- 
ma glucose  to  the  glucose  load  (Table  II).  Since  a 
change  in  the  fasting  glucose  level  and  in  free 
fatty-acid  response  to  glucose  after  nine  weeks  of 
study  was  observed  also  in  the  control  subjects, 
this  may  be  attributed  to  extraexperimental  ef- 
fects of  the  environment.  The  only  biochemical 
difference  between  exercising  and  control  subjects 
was  in  a decreased  insulin  response  to  glucose  load 
after  nine  weeks  of  exercise.  However,  the  statis- 
tical significance  of  this  effect  is  not  very  high,  and 
a similar  nonsignificant  trend  can  be  observed  in 
control  subjects.  Thus,  the  amount  of  exercise  we 
imposed  on  the  test  subjects  was  not  sufficient  to 
promote  significant  metabolic  changes. 

Table  III  includes  correlation  coefficients  for 
some  of  the  anthropometric  and  biochemical  data 
in  all  subjects  before  and  after  the  exercise  regi- 
men. When  the  ultrasonic  measurement  of  thigh 
subcutaneous  fat  is  compared  to  the  caliper-tape 
data,  an  estimate  of  the  comparative  value  of  these 
two  techniques  is  obtained.  Thigh  skin-fat  area 
determined  from  the  skinfold  and  circumference  is 
positively  associated  with  the  Davenport  index  of 
body  build.  Subcutaneous  fat  as  determined  by 
ultrasound  is  positively  associated  with  the  subcu- 
taneous fat  determined  by  the  caliper,  the  skinfold 
thickness,  and  by  the  combined  caliper-tape  tech- 
nique, the  skin-fat  area.  This  is  additional  evi- 
dence to  the  previously  reported  studies  of  Sloan,5 
Stouffer,1  and  Whittingham,7  of  the  usefulness  of 
ultrasonic  techniques  for  the  determination  of 
subcutaneous  fat  in  human  subjects.  As  expected, 
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TABLE  II.  Effects  of  nine  weeks  of  physical  exercise  on  metabolism 


Exercising  Subjects - — Nonexercising  Subjects — 

Tests  Pretest  Posttest  Pretest  Posttest 


Urinary  creatinine  (Gm.  per 
24  hours) 

1.24 

± 

0.20* 

1.16 

0.13 

1.24 

± 

0.18 

1.20 

± 

0.18 

Fasting  plasma  glucose 
(mg.  per  100  ml.) 

81.9 

6.8 

91.7 

4.2f 

78.4 

± 

12.5 

89.8 

± 

6.4** 

Fasting  plasma  insulin 
(micromols  per  1 ml.) 

13.9 

rfc 

2.5 

14.0 

± 

3.1 

14.6 

2.9 

14.9 

± 

2.1 

Fasting  free  fatty  acids 
(mEq.  per  1 L.) 

1.31 

± 

0.40 

0.98 

± 

0.34 

1.55 

0.78 

1.07 

± 

0.36 

Fasting  plasma  cholesterol 
(mg.  per  100  ml.) 

171.6 

± 

22.5 

179.4 

± 

17.8 

181.6 

± 

34.5 

185.2 

± 

25.1 

Plasma  glucose  area 
(square  inches)  1 1 

26.99 

± 

5.00 

28.01 

± 

5.49 

23.13 

± 

5.69 

24.02 

± 

2.19 

Plasma  insulin  area 
(square  inches)  f t 

23.37 

12.48 

16.81 

± 

7.71** 

19.95 

10.76 

13.42 

± 

3.46 

Plasma  free  fatty  acids  area 
(square  inches)  f t 

20.12 

± 

2.89 

16.37 

± 

3.14** 

25.91 

± 

10.50 

18.64 

± 

5.72** 

* Arithmetic  mean  ± 1 S.D. 
t P < 0.001. 

**  P < 0.05. 

tt  Oral  glucose  tolerance  test:  1 Gm.  glucose  per  kilogram  of  body  weight. 


TABLE  III.  Correlation  coefficients  on  pretest  and  posttest  data  obtained  from  all  subjects  (n  = 32) 


Designation 

Davenport 

Index 

Thigh  Skin-Fat, 
Ultrasonic 

Muscle-Bone, 

Caliper-Tape 

Muscle-Bone, 

Ultrasonic 

Fasting  Plasma 
Cholesterol 

Thigh  skin-fat  area,  caliper-tape 

0.351* 

0.613f 

NS** 

NS** 

Thigh  skin-fat  area,  ultrasonic 

NS** 

Muscle-bone  area,  caliper-tape 

0.514ft 

Thigh  skinfold 

NS** 

0.568f 

NS** 

NS** 

Urinary  creatinine 

NS** 

0.425* 

0.654f 

Plasma  glucose  area 

NS** 

NS** 

NS** 

NS** 

Plasma  insulin  area 

NS** 

NS** 

NS** 

NS** 

Plasma  free  fatty  acids  area 

-0.426* 

NS** 

NS** 

NS** 

0.464ft 

* P < 0.05. 

t p.<  o.ooi. 

**  NS  = r value  not  significant. 

tt  P < 0.01. 

urinary  creatinine  is  correlated  with  the  muscle- 
bone  area  determined  by  skinfold  and  circumfer- 
ence, as  well  as  with  the  muscle-bone  area  deter- 
mined by  ultrasound.  Muscle-bone  area  deter- 
mined by  caliper-tape  is  correlated  with  the  same 
area  determined  by  ultrasound. 

The  finding  of  a positive  association  between 
fasting  plasma  cholesterol  and  the  plasma-free 
fatty-acid  area  after  glucose  load  confirms  pre- 
viously obtained  results  (Table  III).9  A higher 
level  of  plasma  cholesterol  seems  to  be  associated 
with  a higher  lipolysis  from  the  adipose  tissue  and 
a decreased  response  of  lipolysis  to  the  lipogenetic 
effect  of  glucose. 

Table  III  indicates  a negative  association  be- 
tween the  Davenport  index  of  body  build  and  the 
area  under  the  free  fatty-acid  time-curve  after  glu- 
cose load.  The  subjects  in  the  present  study  were 
young  females  trying  to  keep  their  body  weight  low 
by  limiting  their  caloric  intake.  It  is  possible  that 
in  young  females  with  a tendency  to  underweight  a 
low  Davenport  index  would  coincide  with  a higher 
fasting  plasma-free  fatty-acid  level  and  a delayed 
reponse  to  the  glucose  load. 

There  is  much  evidence  reported  in  the  litera- 


ture of  the  immediate  metabolic  effect  of  exercise, 
the  intensity  of  which  usually  was  above  500  kilo- 
pond  meter  per  minute,  the  oxygen  uptake  above 
1.5  L.  per  minute  or  above  50  per  cent  of  the  maxi- 
mal oxygen  intake  (VO2  maximum),  the  heart  rate 
above  130  per  minute  and  the  duration  between 
several  minutes  and  two  hours.10-13  However, 
short-term  metabolic  changes  during  exercise  and 
immediately  after  it  do  not  guarantee  any  long- 
term metabolic  effect. 

Few  controlled  studies  have  been  done  on  the 
long-term  effect  of  exercise  on  metabolism  and 
body  composition  in  human  beings.  Campbell13  | 
observed  a significant  reduction  in  serum  choles-  I 
terol  level  after  a ten-week  treadmill  exercise  regi-  ,■ 
men,  which  consisted  of  running  three  times  a 
week  in  six  bouts  of  five  minutes  each,  at  a speed 
from  5 m.p.h.  at  0 degrees  elevation  to  7.5  m.p.h. 
at  10  degrees.  A fourteen-day  training  program 
consisting  of  a daily  series  of  pull-ups,  push-ups, 
and  press-ups  did  not  alter  significantly  the  serum 
lipids.14  A six-month  program  of  endurance  calis- 
thenics and  distance  running,  2 to  4 miles,  on  an 
average  of  3.35  times  per  week  did  not  change 
serum  cholesterol  and  phospholipid  levels  but  did 
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result  in  a significant  decrease  of  serum  triglycer- 
ides.15 

From  this  brief  review,  it  is  obvious  that  in  most 
cases  the  work  load  was  much  higher  than  that 
used  in  this  study.  The  practical  work  load  must 
be  somewhere  between  the  intensity  used  in  this 
study  and  the  strenuous  regimens  used  by  other 
authors. 

There  is,  however,  one  interesting  effect  even 
with  the  mild  exercise  employed  in  this  study. 
The  thigh-skinfold  measurement  indicated  a sig- 
nificant decrease  in  the  subcutaneous  fat  over  the 
exercising  muscles  after  nine  weeks  of  exercise. 
Changes  in  the  thickness  of  subcutaneous  fat  over- 
lying  the  working  muscles  and  the  circumference 
measurements  were  found,  even  in  the  absence  of 
an  increase  in  the  muscle-bone  area  and  without 
any  significant  changes  in  urinary  creatinine  ex- 
cretion. No  significant  changes  of  subcutaneous 
fat  were  found  after  nine  weeks  in  the  exercising 
subjects  in  skinfolds  measured  over  nonexercising 
muscle  groups:  tricipital,  subscapular,  abdominal, 
and  suprailiac  sites. 

This  suggests  that  even  a mild  exercise  program 
may  promote  changes  in  the  adipose  tissue  adja- 
l cent  to  working  muscles. 

Previous  studies  by  Vaudrine.16  Gardner,  Mor- 
tenson,  and  Cleaves,17  Merrifield  and  Caliel,18  and 
Schade  et  al ,,19  employing  resistance  exercises  on 
lower  extremities,  indicated  a significant  decrease 
in  girth  measurements  of  the  thigh. 

Possibly,  the  fatty  acids  required  for  the  metab- 
olism of  working-muscle  groups  may  originate 
from  the  fat  depot  nearest  to  the  muscles.  Cer- 
tainly, more  experimental  evidence  is  required  to 
confirm  this  hypothesis.  The  possibility  of  “spot 
removal”  of  adipose  tissue  by  exercise  has  been 
frequently  referred  to,  but  experimental  evidence 
is  sparse.  Olson  and  Edelstein,20  in  a study  of 
boys  aged  fourteen  to  sixteen,  reported  a reduction 
of  triceps  skinfold  over  the  muscle  groups  of  one 
arm  exposed  to  a regular  exercise  routine  with  a 
dumbbell  for  six  weeks.  Mohr21  found  a signifi- 
cant reduction  in  girth  and  subcutaneous  fat  at  the 
waistline  of  30  women  exposed  to  a four-week  regi- 
men of  daily  isometric  abdominal  contractions. 

In  conclusion,  this  study  in  human  volunteers 
described  an  exercise  routine  that  was  too  mild  to 
promote  overall  metabolic  changes,  yet  decreased 
the  subcutaneous  fat  over  the  working  muscles. 
The  ultrasonic  technique  proved  useful  for  the  de- 
termination of  subcutaneous  fat  and  muscularity 
in  human  beings.  At  the  present  time,  we  are  ex- 
periencing a rapid  development  of  ultrasonic  diag- 
nostic centers  in  all  major  hospitals  in  the  United 
States.  The  new  ultrasonic  instruments  have  a 
high  resolution,  are  simple  to  operate,  and  are  be- 
coming available  even  to  the  community  hospitals. 
It  is  hoped  that  the  experiences  presented  in  this 
article  will  promote  the  use  of  the  ultrasound  for 


determination  of  body  composition  in  human 
beings. 

Graduate  School  of  Nutrition 
Cornell  University 
Ithaca,  New  York  14850 
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^Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin  — The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin  — The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin  — Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly’;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 

..  andlrobicin  2 gm  and  4 gm  vials 

sterile  spectinomycin  hydrochloride 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
— For  Intramuscular  Injection: 

2 gm  vials  containing  5 m!  when  reconstituted 
with  diluent. 

4 gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 

and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa- 
tients previously  found  hypersensitive  to  spec- 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2 and  4 grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 

E Effil  MED  B-5-S  (Ml.R-1) 

The  Upjohn  Company,  Kalamazoo,  Michigan  4900i 


f For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 
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Although  a number  of  both  pulmonary  and  ex- 
trapulmonary  etiologies  exist  for  respiratory  fail- 
ure in  the  newborn  infant,  the  major  prolonged  use 
of  respirators  has  been  applied  toward  situations 
in  which  the  lung  itself  is  involved  in  the  underly- 
ing pathogenesis  of  the  situation.  Thus,  respira- 
tor experiences  in  the  neonate  are  in  large  part,  al- 
though not  entirely,  acquired  from  the  therapy  of 
the  respiratory  distress  syndrome.1  In  addition, 
respirators  have  been  successfully  used  for  other 
pulmonary  pathologic  processes,  for  example,  mas- 
sive aspiration,  pneumonias,  pulmonary  edema, 
postoperative  respiratory  insufficiency,  and,  under 
appropriate  circumstances,  for  situations  in  which 
the  lungs  are  normal,  and  the  causative  etiology  is 
mediated  through  temporary  impairment  of  cen- 
tral nervous  system  function  (for  example,  intra- 
cranial hemorrhage,  meningitis,  birth  anoxia,  and 
so  forth). 

By  convention,  respirators  are  customarily  di- 
vided into  positive  and  negative  pressure  systems. 
Theoretically,  given  a similar  pressure  gradient, 
there  should  be  no  difference  in  the  ultimate  end 
result  (Fig.  1).  Although  the  method  of  produc- 
tion of  the  gradient  is  different,  the  end  result  is 
the  entry  of  air  under  a positive  pressure  head  into 
the  lungs.  It  would  thus  be  more  theoretically  ap- 
propriate to  refer  to  the  two  systems  as  positive 
pressure  positively  applied,  versus  positive  pres- 
sure negatively  applied.  However,  the  more  con- 
ventional positive  versus  negative  pressure  desig- 
nation is  not  only  simpler,  but  also  recognizes  the 
fact  that,  despite  their  theoretic  similarity,  there 
are  evidences  of  differences  in  the  end  results  ob- 
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ety of  the  State  of  New  York,  New  York  City,  Section  on  Anes- 
thesiology, February  11,  1973. 
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FIGURE  1.  Schematic  representation  of  pressure  gradi- 
ents in  positive  versus  negative  pressure  respirators  (ATM 
= atmosphere). 


tained  when  the  two  systems  are  used.  This  possi- 
bly is  a result  of  the  requirement,  or  lack  of  need, 
to  use  intratracheal  tubes  or  of  differences  in  dis- 
tribution of  blood  flow  resulting  from  the  trans- 
thoracic application  of  a “pulling”  pressure  in  the 
negative  versus  a “pushing”  pressure  in  the  posi- 
tive system.  Our  own  experience  in  using  both 
systems  for  the  therapy  of  respiratory  failure  in 
the  respiratory  distress  syndrome  (hyaline  mem- 
brane disease)  has  shown  the  positive  pressure  sys- 
tems to  be  more  effective  in  controlling  elevations 
of  arterial  carbon  dioxide  tension  (PaC02)  and  re- 
spiratory acidosis  than  their  negative  pressure 
counterparts.  By  contrast,  elevations  of  arterial 
oxygen  tension  (Pa02)  along  with  corrections  of 
the  metabolic  acidosis  are  in  our  hands  more  read- 
ily achieved  with  the  use  of  a negative  pressure 
system,2  possibly  as  a result  of  alterations  in  the 
ventilation/perfusion  (V/Q)  ratio  due  to  the  ex- 
trathoracic  application  of  the  negative  pressure 
force. 

Newer  approaches 

Conventional  respirator  usage  in  the  newborn 
infant  has  depended  on  the  use  of  both  systems  as 
intermittent  ventilators  for  either  assisted,  which 
permits  triggering,  or  controlled,  where  no  trigger- 
ing is  permitted,  ventilation.  Variations  in  tech- 
niques here  are  comprised  of  varying  rates  and 
pressures  in  different  combinations.  More  recent- 


Assessment  of  the  quality  and  effectiveness  of  ven- 
tilatory care  of  the  newborn  infant  requires  knowl- 
edge and  understanding  in  three  basic  areas. 
These  are:  newer  advances  and  techniques  of  the 
application  of  assisted  ventilation,  appropriate 
and  effective  objective  evaluation  of  its  efficacy  by 
appropriate  techniques  and  measurements,  and 
appreciation  of  the  relevance  and  importance  of 
either  concomitant  and/or  associated  complica- 
tions. Approaches  to  these  three  areas  are  capa- 
ble of  providing  better  understanding  of  ongoing 
responsibilities  in  the  provision  of  such  care  in  the 
newborn. 


ly,  the  advocacy  by  Gregory  et  al.3  of  the  use  of 
CPAP  (continuous  positive  airway  pressure)  and 
its  opposite  number  utilization  as  CNegP  (contin- 
uous negative  pressure)  has  permitted  the  infant 
with  respiratory  distress  syndrome  to  continue  to 
breathe  spontaneously  and  to  obtain  remarkable 
benefit,  specifically  with  respect  to  improved  oxy- 
genation without  the  necessity  of  resorting  to  the 
standard  intermittent  techniques.4-5 

Both  CPAP  and  CNegP  are  based  on  the  dem- 
onstration that  “grunting”  affords  an  advantage  to 
the  infant  in  improving  oxygenation,  presumably 
by  permitting  a better  distribution  of  air  in  the  pe- 
ripheral small  alveoli.6  If  this  is  prevented,  as  by 
the  insertion  of  an  endotracheal  tube  preventing 
glottic  closure,  then  arterial  oxygen  tension  falls. 
This  provides  a powerful  argument  against  the 
often-used  maneuver  of  simply  intubating  an  in- 
fant and  then  having  him  breathe  spontaneously 
through  the  tube. 

In  situations  such  as  the  respiratory  distress 
syndrome  where  the  alveoli  are  unstable  and  tend 
to  collapse  in  expiration  from  lack  of  surfactant 
activity,  the  application  of  CPAP  or  CNegP  (4  to 
12  cm.  water)  results  in  sharp  rises  in  arterial  oxy- 
gen tension,  presumably  by  counteracting  the  col- 
lapsing tendency  of  the  alveoli.  Arterial  carbon 
dioxide  tension  is  unaffected  or  may  even  show  a 
rise  occasionally  of  sufficient  magnitude  to  force 
discontinuation  of  the  procedure.5  Both  CPAP 
and  CNegP  are  introduced  with  the  infant  breath- 
ing spontaneously.  Although  continuous  positive 
airway  pressure  has  been  applied  using  a hood  or 
via  a face  mask,  it  usually  requires  intratracheal 
intubation.  In  contrast,  continuous  negative  pres- 
sure can  be  applied  by  employing  a modifying  ad- 
justment in  the  negative  pressure  (Air-Shields) 
respirator  and/or  changes  in  the  functional  use  of 
the  existing  unmodified  model  without  the  use  of 
intratracheal  intubation."  This  is  an  advantage 
which  is,  in  our  view,  much  preferred  providing 
■ that  the  necessary  equipment  is  already  at  hand 
and  available.  By  raising  arterial  oxygen  tension 
in  infants  with  the  respiratory  distress  syndrome, 
we,  as  well  as  others,  have  been  able  to  keep  a pro- 
portion of  infants  who  would  otherwise  have  re- 
quired it  from  “conventional”  respirator  therapy 
e and  also  delay  its  introduction  and  shorten  its 
i course  in  an  additional  number.  Moreover,  this 
rise  in  arterial  oxygen  tension  permits  a reduction 
in  the  fractional  inspired  air  oxygen  concentration 
(FIO2),  thereby  reducing  the  risk  of  pulmonary 
oxygen  toxicity,  which  is  a direct  function  of  the 
amount  inspired  (that  is,  “lung  burn”)  and  ap- 
pears to  be  independent  of  the  arterial  oxygen  ten- 
; sion. 

CPAP  or  CNegP  is  not  only  unhelpful  but  may 
worsen  any  situation  in  which  overdistention  of  al- 
veoli rather  than  lack  of  alveolar  stability  is  in- 
volved in  the  pathophysiology  of  the  respiratory 
failure.  It  is  thus  contraindicated  in  meconium 


aspiration  and  in  other  forms  of  pneumonia,  espe- 
cially those  associated  with  a bronchiolar  obstruc- 
tive component. 

Positive  end  expiratory  pressure  (PEEP)  refers 
to  the  introduction  of  a residual  positive  pressure 
in  the  expiratory  phase  of  an  intermittent  cycling 
respirator.  Its  negative  pressure  counterpart  con- 
sists of  the  intermittent  usage  of  the  negative  pres- 
sure equipment  maintaining  a residual  pressure 
(—4  to  —5  cm.  water)  in  the  expiratory  phase. 
Such  usage  has  been  a standard  practice  in  our  de- 
partment with  the  conventional  negative  pressure 
cycling  procedure  and  may  well  account  for  the 
more  satisfactory  results  reported  with  this  equip- 
ment from  our  unit.2-8-9 

By  varying  rates  and  pressures,  multiple  combi- 
nations of  these  techniques  are  possible,  either 
singly  or  together.  We  have  recently  employed  a 
combination  of  IPPV  (intermittent  positive  pres- 
sure) and  continuous  negative  pressure  in  severe 
respiratory  failure  from  respiratory  distress  syn- 
drome refractory  to  either  CNegP  alone,  intermit- 
tent negative  with  a residual  negative  pressure, 
and  IPPV  alone.  Such  a combination  effectively 
yields  continuous  positive  pressure  throughout  the 
respiratory  cycle  and  has  resulted  in  striking,  al- 
though often  only  temporary,  improvement  in  oxy- 
genation with  an  increasing  number  of  surviving 
infants  previously  considered  to  be  beyond  salvage 
after  failure  to  respond  to  the  other  three  tech- 
niques.10 

Evaluation  of  respiratory  efficacy 

While  there  is  accumulating  evidence  that,  with 
proper  use,  respirator  care  has  resulted  in  a de- 
crease of  neonatal  deaths,11  the  use  of  crude  mor- 
tality-rate statistics  is  not  an  effective  method  of 
evaluating  a respirator  since  it  does  not  separate 
out  its  use  from  the  entire  spectrum  of  neonatal 
intensive  care  necessary  for  such  enhanced  surviv- 
al to  occur.  To  single  out  the  respirator  compo- 
nent, we  have  utilized  an  evaluation  technique 
whereby  each  infant  is  used  as  his  own  control, 
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FIGURE  2.  Infant  with  meconium  aspiration  syndrome. 
Birth  weight  2,780  Gm.  and  gestational  age  thirty-nine 
weeks.  Initial  disordered  arterial  blood  gas  parameters 
are  corrected  when  respirator  turned  on,  only  to  revert 
toward  previous  levels  as  it  is  shut  off.  Note  repeated  im- 
provement and  deterioration  with  repeated  “on”  and  “off” 
periods.  Dotted  line  represents  level  achieved  sponta- 
neously when  respirator  use  no  longer  necessary.2 

and  improvement  in  arterial  blood  gases  is  demon- 
strable with  respirator  usage,  deteriorating  as  such 
usage  is  discontinued  and  improving  again  with  its 
reintroduction.  An  example  of  such  an  “on”  and 
“off”  evaluation  is  shown  in  Figure  2 in  an  infant 
with  severe  respiratory  failure  secondary  to  mas- 
sive aspiration  of  meconium  successfully  treated 
with  intermittent  negative  pressure  ventilation. 
We  have  also  utilized  this  evaluation  technique  in 
hyaline  membrane  disease,2  for  other  causes  of  re- 
spiratory failure,  and  with  different  types  and 
combinations  of  respirators.5-10 

Complications  of  respirator  therapy 

In  its  fullest  sense  the  major  complication  of 
respirator  therapy  is  its  use  by  untrained,  unquali- 
fied, and  inexperienced  personnel.  Thus,  the  ef- 
fectiveness of  any  respirator  group  is  likely  to  be 
far  more  dependent  on  the  experience  and  organi- 
zation of  the  unit  rather  than  on  the  particular 
type  of  equipment  or  combination  of  sequences 
used.  Even  though  the  complications  can  be  re- 
duced, anticipated,  or  in  some  instances  avoided 


TABLE  I.  Pneumothorax  in  respirator-treated  respiratory 
distress  syndrome 


Respirator 

- — — Number  of  Patients 

Survived  Died  Total 

Pre-respirator 

8 

3 

11 

On  respirator 

3 

6 

9 

Total 

11 

9 

20 

FIGURE  3.  Chest  radiograph.  Anteroposterior  view 
showing  large  tension  pneumopericardium  at  forty-eight 
hours  of  age.  Infant  with  respiratory  distress  syndrome  at 
2,320  Gm.,  gestational  age  thirty-eight  weeks  in  negative 
pressure  respirator  cycled  intermittently.12 

altogether,  there  are  some  that  will  continue  to 
occur  and  must  be  accepted  as  a continuing  hazard 
of  such  therapy. 

Extrapulmonary  air.  Pneumothorax,  usually 
preceded  by  and/or  often  together  with  pneumo- 
mediastinum, occurs  with  all  forms  of  ventilatory 
therapy.  The  pneumomediastinum  alone  is  of  lit- 
tle physiologic  consequence,  although  it  often  sig- 
nals the  imminent  or  associated  presence  of  a 
pneumothorax.  The  latter  may  result  in  a large 
ventilation/perfusion  discrepancy  from  continued 
perfusion  of  the  collapsed  lung,  with  a resultant 
fall  in  arterial  oxygen  tension.  Moreover,  a ten- 
sion pneumothorax  will  result  in  a shift  of  the  me- 
diastinum with  potential  diminution  of  cardiac 
output  due  to  kinking  of  the  great  vessels.  In  this 
connection  it  is  somewhat  of  a protective  mecha- 
nism that  the  infant  with  respiratory  distress  syn- 
drome is  suffering  from  a reduction  in  lung  com- 
pliance; the  “stiff”  lung  tends  to  resist  a shift 
much  more  than  in  the  pneumothorax  occurring  j 
during  the  course  of  the  meconium  aspiration  syn-[ ! 
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drome,  where  compliance  is  not  affected  to  the 
same  extent  as  in  respiratory  distress  syndrome. 

There  is  difficulty  in  assigning  the  cause  of  a 
pneumothorax  to  either  the  respirator  itself  or  to 
the  underlying  disease  (Table  I).  Of  the  91  in- 
fants with  respiratory  distress  syndrome  treated 
with  negative  pressure  ventilation,  pneumothorax 
had  occurred  in  20  patients.  However,  11  of  the 
20  had  the  pneumothorax  prior  to  the  initiation  of 
respirator  therapy.  It  is  apparent,  however,  that 
the  outlook  for  survival  was  much  enhanced  if  the 
pneumothorax  occurred  before  the  onset  of  respi- 
rator therapy  as  opposed  to  its  occurrence  once 
respirator  management  had  been  initiated. 

In  addition  to  the  easily  felt  and  otherwise  visi- 
ble subcutaneous  emphysema,  both  pneumoperi- 
cardium and  pneumoperitoneum  can  also  occur. 
An  example  of  the  former  is  shown  in  Figure  3. 
Sudden  collapse  from  cardiac  tamponade  occurs, 
and  immediate  needle  or  catheter  drainage  as  a 
life-saving  procedure  is  mandatory  if  catastrophe 
is  to  be  avoided.12  When  pneumoperitoneum 
from  forcing  of  air  through  the  diaphragmatic  ap- 
ertures occurs,  the  instillation  per  os  of  small 
amounts  of  a radio-opaque  dye  will  distinguish  the 
condition  radiologically  from  pneumoperitoneum 
due  to  a ruptured  viscus.  This  relatively  simple 
procedure  can  be  extremely  helpful  in  avoiding 
unnecessary  surgical  exploration  in  an  infant  al- 
ready desperately  ill  from  respiratory  insufficien- 
cy.13 

Intratracheal  intubation.  In  addition  to  the 
physiologic  impairment  from  blocking  of  the  glot- 
tic reflex  and  the  resultant  elimination  of  “grunt- 
ing,” intratracheal  intubation  substitutes  a nar- 
rower, longer,  unciliated  tube  for  the  normal 
human  upper  airway.  All  three  of  these  factors 
are  potentially  harmful,  and  the  complications  of 
tube  blockage  and  infection,  together  with  the  dif- 
ficulties of  maintaining  the  integrity  and  cleanli- 
ness of  such  an  airway,  are  well-known.  Necrotic 
destruction,  in  some  cases  with  squamous  meta- 
plasia of  the  underlying  epithelial  layers,  has  been 
reported  from  autopsy  studies  of  intubated  in- 
fants.14 In  addition,  the  future  integrity  of  the 
healed  lesions  in  survivors  has  recently  been  ques- 
tioned, with  residual  nodular  formation  seen  in  the 
area  of  the  vocal  cords  in  children  at  two  years  of 
age,  following  intubation  and  respirator  therapy  in 
the  neonatal  period.15  Coupled  with  the  histolog- 
ic evidence  of  the  premalignant  squamous  meta- 
plastic changes,  the  possibility  of  a heightened  in- 
cidence of  either  so-called  benign  nodular  hyper- 
plasia of  adolescence  and/or  neoplasia  of  the  lar- 
ynx and  vocal  cords. in  later  life,  should  be  consid- 
ered. Long-term  follow-up  and  continued  evalua- 
tion of  such  infants  is  mandatory  if  an  answer  to 
this  question  is  to  be  obtained. 

Hyperoxia.  Although  pulmonary  oxygen  tox- 
icity is  related  to  inspired  air  oxygen  concentra- 


tion,16 the  vasoconstrictive  effect  of  oxygen  on  the 
premature  retinal  vessels  is  a function  of  arterial 
oxygen  tension  and  is  independent  of  the  inspired 
air  concentration.  In  the  newborn  infant  visible 
cyanosis  is  usually  no  longer  apparent  at  arterial 
oxygen  tension  levels  of  greater  than  60  mm.  Hg, 
even  though  the  level  may  suddenly  jump  to  300  to 
400  mm.  Hg  or  even  greater  during  the  recovery 
phase  of  a ventilated  infant.  No  further  change  in 
color  of  the  skin  or  the  blood  occurs.  Retinal  va- 
soconstriction, the  earliest  manifestation  of  retro- 
lental  fibroplasia,  has  been  demonstrated  in  new- 
born, immature,  and  full-term  infants  at  arterial 
oxygen  tension  levels  as  low  as  100  mm.  Hg.17 
Thus,  accurate  arterial  blood  sampling  is  manda- 
tory during  the  course  of  respiratory  therapy,  be- 
coming almost  paradoxically  even  more  important 
as  the  situation  ameliorates  and  the  condition  of 
the  infant  improves.  The  unreliability  of  capillary 
blood  values  in  any  specific  infant  or  situation, 
particularly  at  high  arterial  oxygen  tension  levels, 
makes  this  method  of  arterial  gas  sampling,  al- 
though simpler,  not  only  unreliable  but  also  both 
misleading  and  potentially  hazardous. 

Bronchopulmonary  dysplasia  (respirator 
lung  disease).  Northway,  Rosan,  and  Porter18 
have  described  a chronic  lung  syndrome  occurring 
in  infants  ventilated  with  positive  pressure  and  in- 
tratracheal intubation  in  which  there  is  evidence 
of  fibrosis,  inflammatory  changes,  and  ultimately 
cystic  appearances  to  the  lung  both  pathologically 
and  radiographically.  Although  they  and  others 
have  attributed  these  changes  to  oxygen  toxicity,19 
evidence  from  groups  using  negative  pressure  ven- 
tilation would  question  the  assumption  of  oxygen 
alone  as  the  responsible  agent  for  these  changes. 
Our  own  experience  is  such  that  although  we  have 
often  seen  this  picture  when  intubation  and  posi- 
tive pressure  ventilators  are  used  with  or  without 
high  oxygen  concentrations,  we  have  not  seen  it  ei- 
ther radiologically  in  survivors  or  pathologically  in 
any  of  the  deaths  in  infants  treated  solely  with 
negative  pressure  systems  without  the  need  for  in- 
tubation, despite  the  use  of  high  oxygen  concen- 
trations (fractional  inspired  air  oxygen  concentra- 
tion greater  than  0.8)  for  periods  of  time  as  long  as 
four  weeks.2,9  Thus,  if  oxygen  is  responsible  for 
these  changes,  it  requires  either  the  concomitant 
use  of  an  intratracheal  tube  and/or  a positive  pres- 
sure ventilator  for  its  appearance  in  this  form. 

Development  of  ventilatory  care  units 

The  need  for  continuing  innovation  and  ongoing 
experience  with  ventilator  usage  in  the  newborn 
infant  imposes  certain  limitations  on  which  per- 
sonnel should  or  could  carry  out  such  therapy  ef- 
fectively. Although  emergency  management 
should  theoretically  be  available  everywhere,  long- 
term ventilatory  therapy  as  part  of  a planned  ap- 
proach to  respiratory  insufficiency  in  the  newborn 
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requires  both  a critical  mass  of  personnel  and  a 
sufficient  volume  of  patient  material  to  provide  for 
the  possibility  of  continued  ongoing  exposure  in 
both  directions.  Moreover,  the  financial  costs  to 
and  realistic  capabilities  of  smaller  institutions  do 
not  adequately  allow  for  such  programs  even  if  the 
personnel  and  patient  load  were  available.  In 
concert  with  the  other  parameters  of  perinatal  in- 
tensive care,  a regionalized  approach  to  the  prob- 
lem with  graded  referral  centers  and,  where  need- 
ed, an  effective  transport  system  provides  the  best 
possibilities  for  the  most  efficient  and  effective 
utilization  of  our  resources  in  which  ventilatory 
care  appears  as  one  of  the  more  complicated  pa- 
rameters in  the  intensive  care  management  of  the 
neonate  with  respiratory  insufficiency. 

Section  on  Human  Growth  and  Development 
c/o  Providence  Lying-In  Hospital 
50  Maude  Street 
Providence,  Rhode  Island  02908 
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AMA  grants  to  medical  schools 
reach  new  peak  at  $1,265,000 

The  nation’s  114  medical  schools  will  receive 
$1,265,000  in  unrestricted  grants  from  the  American 
Medical  Association  Education  and  Research  Founda- 
tion in  the  next  few  weeks,  according  to  the  Founda- 
tion’s president,  Kenneth  C.  Sawyer,  M.D.,  of  Denver, 
Colo. 

This  sum,  representing  contributions  received  during 
the  calendar  year  1973,  is  the  largest  amount  distributed 
in  ten  years  and  the  fifth  largest  since  the  AMA  began 
its  aid  to  education  program  twenty-three  years  ago. 

“Since  1951,  the  AMA-ERF  has  distributed 
$25,108,234  to  the  medical  schools,”  Dr.  Sawyer  said. 
“Medical  school  deans  may  use  these  funds  in  any  way 
they  see  fit — to  increase  their  staffs,  apply  towards 
scholarships  and  loans,  new  laboratories  or  other  expan- 
sion programs,  or  supplement  teacher  salaries.” 

One  hundred  per  cent  of  every  dollar  contributed  to 
the  Foundation  goes  for  the  purpose  designated,  Dr. 
Sawyer  explained  All  fund-raising  costs  are  borne  by 
the  American  Medical  Association. 
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“Physicians  and  their  wives,  through  the  Woman’s 
Auxiliary  to  the  AMA,  are  the  heaviest  contributors  to 
AMA-ERF,”  Dr.  Sawyer  said.  “In  1973,  the  Founda- 
tion received  $1,921,113  for  its  various  programs.  Phy- 
sicians and  the  Auxiliary  contributed  $1,444,196  of  this 
amount. 

“Other  contributors  were  foundations,  $265,232;  lay- 
men, $87,319;  state,  county,  and  other  medical  societies, 
$73,318;  and  pharmaceutical  industry,  $51,048.” 

Dr.  Sawyer  also  reported  on  the  AMA-ERF’s  load 
guarantee  program  for  medical  students,  interns,  and 
residents.  Since  its  inception  in  1962,  the  Foundation 
has  guaranteed  51,797  loans  totaling  $59,481,298 
through  the  end  of  1973. 

“While  other  loan  programs  and  grants  are  available 
to  these  individuals,  many  find  that  the  sums  are  inade-  ; 
quate  to  cover  all  of  their  training  expenses,”  Dr.  Saw- 
yer said.  “Because  the  AMA-ERF  puts  up  collateral  in 
their  behalf,  they  are  able  to  obtain  supplemental  funds 
which  they  could  not  borrow  in  any  other  way.” 

The  AMA-ERF  also  spends  more  than  $500,000  annu- 
ally in  support  of  community  and  rural  health  projects  j 
and  other  health-related  activities. 


1574  New  York  State  Journal  of  Medicine /August  1974 


Cancer  of  the  middle  ear  is  an  uncommon  occur- 
rence and  is  rarely  diagnosed  early  in  its  develop- 
ment. Routine  biopsy  of  all  granulomatous  and 
neoplastic  lesions  of  the  ear  is  essential  to  early  di- 
agnosis. Polytomography  is  an  aid  in  docu- 
menting the  extent  of  the  disease  in  bone.  The 
surgical  anatomy  of  the  region  of  the  ear  imposes 
special  disadvantages  on  any  type  of  surgical  tech- 
nique and  supervoltage  irradiation.  Temporal 
bone  resection  and  its  modifications  and  the  use  of 
irradiation  present  a cure  rate  of  approximately  25 
per  cent  and  adds  significantly  to  the  local  control 
of  this  disease. 


Cancer  of  the 
Middle  Ear  and 
Temporal  Bone 


JOHN  J.  CONLEY,  M.D. 

New  York  City 

From  the  Pack  Medical  Foundation  and  the  Head  and  Neck 
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Only  1 case  of  cancer  of  the  middle  ear  may  be 
encountered  in  4,000  or  5,000  cases  of  ear  disease, 
owing  to  a significant  immunity  of  this  region  to 
neoplasia.  On  the  basis  of  this  known  statistic 
against  the  possibility  of  a malignant  condition, 
procrastination  in  diagnosis  frequently  results. 
This  applies  particularly  in  the  management  of 
suppurative  otitis  media,  in  which  polyps  and 
granulation  tissue  are  removed  routinely  without 
any  consideration  of  investigation  by  biopsy.  It 
should  become  axiomatic  that  microscopic  docu- 
mentation of  the  tissue  be  made  an  essential  part 
of  the  record  of  patients  with  chronic  draining  ear 
disease. 

The  gross  anatomy  of  the  region  about  the  ear, 
which  may  contribute  to  the  delay  in  diagnosis, 
creates  a complex  situation  in  planning  the  surgi- 
cal attack.  This  portion  of  the  temporal  bone  is 
precariously  located  at  the  base  of  the  middle  por- 
tion of  the  skull,  surrounded  by  important  blood 
vessels  that  drain  the  blood  from  and  carry  it  to 
the  brain. 

Over  the  past  fifteen  years,  considerable  prog- 
ress has  been  made  in  the  solution  of  these  prob- 
lems. Coupled  with  an  awareness  that  cancer  may 
indeed  originate  in  this  special  sense  organ,  the  use 
of  polytomography  to  document  the  extent  of  the 
disease  in  the  bone,  and  the  realistic  application  of 
both  supervoltage  and  ablative  surgery,  are  among 
the  factors  tending  to  aid  in  the  control  of  the  can- 
cer. 

Considerations 

Nearly  60  per  cent  of  individuals  with  cancer  of 

Presented  at  the  167th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
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the  middle  ear  present  bone  involvement,  as  docu- 
mented by  polytomography.  On  this  single  fact, 
advanced  disease  is  confirmed,  and  the  disadvan- 
tages associated  with  the  treatment  of  bone  cancer 
by  irradiation  tend  to  obviate  the  initial  use  of 
that  modality.  There  is  an  advantage,  under 
these  circumstances,  in  removing  the  cancerous 
bone  in  preparation  for  any  type  of  subsequent  ir- 
radiation. 

A bloc  resection  of  the  mastoid  and  middle  ear 
presents  technical  difficulties  due  to  the  gross  sur- 
gical anatomy  of  the  region  that  compounds  the 
problem,  demanding  every  possible  precaution. 
The  sigmoid  sinus,  superior  and  inferior  petrosal 
sinuses,  cavernous  sinus,  jugular  bulb,  internal  ca- 
rotid artery,  and  internal  maxillary  artery  all  form 
a dynamic  system  of  blood  lakes  about  the  opera- 
tive field.  The  surgeon  is  faced  with  demands  of 
blood  replacement,  control  of  hemorrhage,  and  the 
effects  of  tamponade. 

The  hazardous  proximity  of  such  vulnerable 
structures  as  the  dura  mater  of  the  temporal  lobe, 
the  eustachian  tube  orifice,  the  jugular  bulb,  the 
base  of  the  middle  fossa,  and  the  petrous  apex 
along  the  perimeter  almost  invariably  leads  to  in- 
curability. 

Diagnosis  and  indications 

Mild  stuffiness,  a sense  of  pressure,  and  puru- 
lent discharge  are  the  disarmingly  synonymous 
symptoms  of  benign  inflammatory  disease,  so  that 
cancer  of  the  middle  ear  rarely  is  diagnosed  in  its 
early  stages  (Fig.  1).  However,  there  should  al- 
ways be  an  awareness  of  the  marked  correlation 
between  chronic  suppurative  middle-ear  disease 
and  the  development  of  cancer.  Increasing  in  size, 
the  neoplasm  invariably  causes  destruction  of  the 
local  tissues  in  the  middle  ear  and  invades  the  ad- 
jacent bone,  with  bloody  drainage,  pain,  and  a 
sense  of  fullness  at  this  stage.  With  further  tumor 
development,  facial  nerve  paralysis,  vertigo,  and  a 
kind  of  deep-seated  bone  pain  appear.  Surgical 
intervention  for  mastoiditis  at  this  time  may  be 
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FIGURE  1.  Primary  squamous  cell  carcinoma  of  middle 
ear,  diagnosed  by  tympanotomy.  Treated  by  temporal 
bone  resection.  Patient  free  of  cancer  over  five  years. 


the  first  intimation  to  the  surgeon  that  a malig- 
nant process  is  present  here. 

Usually  the  development  of  these  cancers  is  rel- 
atively far  advanced  when  a therapeutic  program 
is  planned.  If  the  petrous  bone,  the  eustachian 
tube,  and  the  dura  mater  or  base  of  the  skull  have 
all  been  invaded,  a cure  cannot  possibly  be  antici- 
pated. Either  palliative  irradiation,  palliative 
ablation,  or  a combination  of  both,  is  indicated 
under  these  circumstances  (Fig.  2). 

For  limited  cancers  of  the  bony  portion  of  the 
external  auditory  meatus  or  of  the  middle  ear  and 
mastoid,  subtotal  temporal  bone  resection  may  be 
considered  adequate  therapy.  Ablative  surgical 
techniques  take  priority  over  irradiation  when 
bone  involvement  is  definitely  established.  Very 
early  cancer  may  be  treated  bv  either  a modified 
type  of  temporal-bone  resection  or  supervoltage  ir- 
radiation. High  curability  is  the  rationale  in  favor 
of  aggressive  management  in  early  cases  of  cancer 
of  the  middle  ear. 

Histopathology 

In  100  cases  of  malignant  neoplasms  occurring 
in  the  region  of  the  mastoid,  middle  ear.  and  ear 
canal,  67  per  cent  were  squamous  cell  cancer,  the 
sarcomas  comprised  12  per  cent,  and  adenocarci- 
nomas 11  per  cent.  The  remaining  10  per  cent 
were  made  up  of  basal-cell  carcinoma,  malignant 
paraganglioma,  and  malignant  melanoma.  Of  the 
total  cases  in  this  review,  14  per  cent  occurred  in 
children  under  fourteen  years  of  age,  requiring  se- 
rious consideration  of  the  long-range  effect  of 
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therapeutic  irradiation  in  this  age  group.  Also, 
approximately  one  third  of  the  histologic  patterns 
of  these  neoplasms  would  not  be  considered  par- 
ticularly sensitive  to  irradiation.  On  the  other 
hand,  the  practicability  of  radical  temporal-bone 
resection  was  emphasized  in  2 infants  in  this 
group,  ages  nine  months  and  eighteen  months, 
both  of  whom  are  living  free  of  disease,  ages  twelve 
and  seven  years  respectively. 

Of  the  comparatively  rare  neoplasms  occurring 
in  the  region  of  the  middle  ear,  embryonal  rhab- 
domyosarcoma is  found  exclusively  in  children  be- 
tween the  ages  of  four  and  seven,  and  invariably 
has  proved  fatal.  Because  it  occurs  rather  deeper 
within  the  mastoid,  temporal  bone,  or  paratempo- 
ral  structures,  en  bloc  extirpation  is  precluded. 
Surgery  and  a full  course  of  irradiation  and  pro- 
longed chemotherapy  should  be  combined  for 
treatment,  but  death  occurs  usually  within  one  or 
two  years  from  uncontrolled  local  disease,  exten- 
sion to  the  brain,  and  wide  dissemination. 

Melanoma  of  the  ear  canal  must  be  separated 
from  melanoma  of  the  nasopharynx  and  the  eusta- 
chian tube.  If  the  disease  appears  in  the  naso- 
pharynx, it  most  probably  is  incurable.  Where 
wide  dissemination  is  not  evident,  modified  tem- 
poral-bone resection  with  total  parotidectomy  and 
lateral  neck  dissection  is  indicated.  The  ultimate 
outcome  usually  is  determined  by  vascular  spread 
and  extension  to  the  brain. 

Adenoid  cystic  carcinoma  rarely  is  found  in  the 
ear  canal,  and  when  present  arises  from  the  cerum- 
inal glands.  Differentiation  between  this  tumor 
and  primary  adenoid  cystic  carcinoma  of  the  par- 
otid gland  is  essential.  Predominantly  a disease  of 
middle  life,  the  chief  symptom  is  pain  in  the  region 
of  the  ear.  It  follows  a protracted,  chronic  course 
characterized  by  local  recurrence,  giving  rise  to  an 
attitude  of  complacency.  But  after  an  interval  of 
twenty  or  more  years,  this  pernicious  neoplasm 
proves  fatal,  with  metastasis  to  the  lungs  in  at 
least  50  per  cent  of  the  cases.  There  is  hope  of 
cure  by  radical  initial  surgery,  which  should  in- 
clude all  adjacent  skin,  the  bony  and  cartilaginous 
canal,  a modified  temporal-bone  resection,  and 
excision  of  the  parotid  gland.  Irradiation  has 
proved  to  be  a valuable  palliative  adjunct. 

Treatment 

The  temporal-bone  resection  comprises  the 
mastoid  and  middle-ear  cavities  alone,  or  may  in- 
clude the  ascending  mandibular  ramus  and  par- 
otid gland  (Fig.  3).  Since  neck  metastasis  was 
present  in  only  5.5  per  cent  of  cases  on  initial  ex- 
amination, and  rose  during  follow-up  periods  to 
only  16.5  per  cent,  a neck  dissection  was  not  con- 
sidered to  be  an  elective  augmentation  to  the  sur- 
gical procedure.  The  tendency  of  these  tumors  to 
extend  into  the  temporal-mandibular  joint,  the  as-  1 
cending  ramus  of  the  mandible,  and  the  parotid 


FIGURE  2.  (A)  Postoperative  temporal  bone  resection  and  lateral  neck  dissection  for  squamous  cell  carcinoma  of  middle 

ear  and  mastoid.  Presently  receiving  postoperative  irradiation.  (B)  Total  facial  nerve  paralysis  evident.  (C)  Patient  has 
recovered  some  spontaneous  tone  and  movement.  (D)  Patient  free  of  tumor  for  two  years. 


gland  often  mandates  the  inclusion  of  these  struc-  The  lateral  portion  of  the  temporal  bone,  the 
tures  in  primary  resection.  temporal  muscle,  the  mastoid,  the  parotid  gland, 
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FIGURE  3.  (A)  Classical  incisions  for  temporal  bone  resection  and  neck  dissection.  (B)  Elevation  of  skin  flaps.  (C)  Ex- 

posure for  removal  of  this  portion  of  ear  canal  and  temporal  bone.  (D)  Bone  removed.  Cavity  dressed  with  free,  split- 
thickness skin  graft. 
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and  the  upper  neck  are  surgically  exposed.  The 
en  bloc  mass  of  temporal  bone  is  liberated  by  ap- 
propriate bone  cuts  just  inside  the  ocular  emi- 
nence and  the  petrous  pyramid,  using  a special 
blade  on  the  Stryker  saw  with  the  appropriate  de- 
velopment of  osteotomies  anteriorly,  posteriorly, 
and  interiorly.  The  dangers  of  the  operation  are 
immediately  apparent  in  the  proximity  of  the  co- 
chlea to  the  internal  carotid  artery  and  of  the  jug- 
ular bulb  to  the  floor  of  the  middle  ear.  Addition- 
al security  for  the  internal  carotid  artery  may  be 
attained  by  developing  it  anteriorly,  using  appro- 


priate drills,  and  thus  isolating  it  from  the  field 
prior  to  osteotomy.  Preparation  should  include  a 
minimum  of  six  blood-replacement  units  even 
under  hypotensive  anesthesia.  Almost  routinely 
there  is  a leakage  of  cerebrospinal  fluid  into  the 
wound  from  either  the  region  of  the  internal  audi- 
tory meatus  or  from  the  temporal  dura  mater  an- 
teriorly. This  deep  cavity  is  immediately  dressed 
with  the  appropriate  application  of  a split-thick- 
ness skin  graft  onto  the  dura  mater  and  exposed 
bone.  The  graft  is  held  in  position  with  a stent. 

Obviously,  this  formidable  operation  cannot  be 
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carried  out  with  impunity  in  every  instance. 
Some  type  of  postoperative  complication  devel- 
oped in  31  per  cent  of  the  patients,  the  majority  of 
whom  had  had  previous  irradiation.  Cerebrospi- 
nal leakage,  herniation  of  the  brain,  wound  infec- 
tion, and  meningitis  comprised  most  of  these  com- 
plications. The  operative  mortality  rate  should 
not  be  more  than  5 per  cent.  The  inevitable  facial 
paralysis  associated  with  this  operation  may"  be 
ameliorated  by  an  immediate  hypoglossal  nerve 
crossover,  and  some  return  of  movement  of  the  fa- 
cial musculature  may  be  expected  in  at  least  90  per 
cent  of  cases. 

Results 

A realistic  cure  rate  for  cancers  of  the  middle  ear 
would  be  about  25  per  cent.  This  rate  could  possi- 
bly be  doubled  by  the  careful  selection  of  more  fa- 
vorable cases.  In  Stage  I cases,  with  no  bone  in- 


Better day  care  centers 
sought  by  AMA  program 

Parental  care  for  children  in  their  own  home  is  better 
' than  day  care  of  children  in  a center  away  from  home, 
but  if  day  care  becomes  necessary  it  should  be  good  care, 
says  a new  statement  of  the  American  Medical  Associa- 
tion’s Committee  on  Maternal  and  Child  Care. 

Today,  great  numbers  of  children  are  receiving  day 
3 care  of  a widely  variable  quality,  often  unlicensed  and 
unregulated,  the  Committee  statement  declares. 

“The  Committee,  concerned  with  the  physical  and 
mental  health  and  development  of  all  children,  is  sup- 
portive of  well  qualified,  critically  licensed,  and  regular- 
ly monitored  day  care  centers.  While  the  Committee  is 
convinced  that  parental  care  is  generally  to  be  preferred 
- for  optimal  performance  as  adults,  children  require 
nurturing,  security  and  supervision  not  always  available 
in  the  home,  especially  when  both  parents  work  outside 
the  home.” 

Mere  custodial  care  is  unacceptable,  the  statement 


volvement,  the  cure  rate  could  be  in  the  neighbor- 
hood of  70  to  75  per  cent,  using  either  irradiation 
and/or  ablative  surgery.  In  this  series,  with  exten- 
sive cancers  of  Stages  II  and  IV,  only  limited  pal- 
liation was  attained. 

In  60  per  cent  of  the  patients,  irradiation  was 
used  some  time  during  the  management  of  their 
problem;  this  is  comparable  to  surgery  in  the  early 
stages  without  bone  involvement.  In  some  of  the 
moderately  advanced  cancers  of  Stages  II  and  IV, 
it  proved  helpful  when  combined  preoperatively 
with  surgery.  No  patient  who  received  postopera- 
tive irradiation  following  gross  subtotal  removal  of 
the  cancer  was  cured. 

Incurable  cancers  of  the  middle  ear  and  tempo- 
ral bone  were  benefited  temporarily  by  a modified 
temporal-bone  resection,  irradiation,  and  chemo- 
therapy. 

211  Central  Park  West 
New  York,  New  York  10024 


says.  Competence  at  every  level,  maintained  by  ongo- 
ing education  and  training  for  Suaff  members,  can  offer 
children  enrolled  in  day  care  an  opportunity  for  optimal 
achievement. 

The  centers  should  be  readily  accessible,  properly 
staffed,  have  parents  involved,  have  proper  health  and 
safety  services,  be  able  to  handle  individual  needs  of 
children,  and  have  activity  programs  of  good  quality. 

Charges  for  day  care  services  should  be  set  according 
to  a family’s  ability  to  pay,  and  in  certain  cases  the  cost 
should  be  subsidized  by  a third  party  payer.  The  cen- 
ters must  involve  parents  if  they  are  to  supplement  the 
child’s  home  experiences  effectively.  The  “curriculum” 
should  permit  each  child  to  advance  at  his  own  pace. 

The  facility,  whether  large  or  small,  must  be  safe,  ade- 
quate in  living  space  and  appropriately  equipped  to 
serve  the  interests  and  needs  of  children  of  variable 
ages. 

Russell  P.  Keith,  M.D.,  of  Los  Angeles,  is  chairman  of 
the  AMA  committee. 
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TABLE  I.  Reactivity  of  VDRL,  FTA-ABS,  and  TPI*  tests 
during  various  stages  of  syphilis  (untreated)1 


Fluorescent 


Treponemal  Antibody 
Absorption  Test 
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Department  of  Health 


The  diagnosis  of  syphilis  involves  careful  history, 
clinical  evaluation,  and  laboratory  procedures. 
Where  typical  primary  or  secondary  lesions  are 
present,  the  clinician  may  arrive  at  a diagnosis 
with  little  hesitation.  However,  in  a large  number 
of  cases  the  physician  is  confronted  with  only  a re- 
active serologic  test  for  syphilis  and  no  past  or 
present  clinical  evidence  of  luetic  infection.  Since 
it  is  known  that  the  nontreponemal  tests  are  not 
100  per  cent  specific,  one  hesitates  to  make  a diag- 
nosis on  the  sole  basis  of  one  or  two  reactive  sero- 
logic tests.  This  is  especially  true  when  the  quanti- 
tative levels  are  low.  Fortunately,  the  two  catego- 
ries of  serologic  tests  currently  available,  the  older 
nontreponemal  tests  and  the  newer  treponemal 
tests,  can  frequently  provide  us  with  adequate  in- 
formation in  doubtful  cases. 

The  FTA-ABS  (fluorescent  treponemal  anti- 
body absorption)  test  is  today  the  most  sensitive 
serologic  procedure  for  the  diagnosis  of  syphilis  in 
all  stages  (Table  I).  This  test  is  currently  being 
employed  in  an  increasing  number  of  clinical  labo- 
ratories. Not  only  is  it  more  sensitive  than  the 
older  TPI  (Treponema  pallidum  immobilization) 
test,  but  it  is  far  less  cumbersome  and  less  expen- 
sive. For  these  reasons,  the  FTA-ABS  test  has 
largely  supplanted  the  TPI  test.  Although  most 
studies  have  demonstrated  that  the  FTA-ABS  is  a 
highly  reliable  test,  there  have  been  some  reports 
of  apparently  false  positive  fluorescent  results.  In 
this  report  we  will  consider  the  indications  for  the 
FTA-ABS  test  and  those  areas  where  the  results 
may  be  misleading. 

Presented  at  the  167th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Der- 
matology and  Syphilology,  February  12,  1976. 


Per  Cent  Reactive 
FTA- 


Category 

Number 

Tested 

ABS 

Test 

TPI 

Test 

VDRL 

Test 

Primary 

103 

86 

53 

76 

Secondary  syphilis 

121 

99 

98 

100 

Latent  syphilis 
Late  syphilis  or 

587 

96 

97 

73 

congenital 

30 

100 

93 

70 

Presumably  normal 

383 

1 

0 

0 

* Treponema  pallidum 

immobilization. 

Reagin  tests 

Nontreponemal  tests  such  as  that  developed  by 
the  VDRL  (Venereal  Disease  Research  Laborato- 
ry) are  quite  reliable.  They  detect  the  presence  of 
elevated  amounts  of  reagin  in  the  serum.  How- 
ever, reagin  antibodies  are  not  specific  for  syphilis. 
Therefore,  reaginemia  may  occur  with  conditions 
other  than  treponemal  infections  and  lead  to  false 
positive  results.2  The  reagin  antibodies  referred 
to  in  this  report  are  not  to  be  confused  with  Ig  (im- 
munoglobulin) E antibodies  which  are  also  called 
reagins.  These  conditions  may  be  temporary  with 
the  serum  reverting  to  nonreactive  status  within 
six  months.  Conditions  associated  with  short  or 
acute  false  positive  reactions  of  less  than  six 
months  duration,  include:  bronchitis,  chancroid, 

coccidioidomycosis,  diphtheria,  hepatitis,  influen-  , 
za,  jaundice,  leptospirosis,  lymphogranuloma  ven-  i 
ereum,  malaria,  measles,  mononucleosis,  mumps 
(angina  parotidea),  pellagra,  pneumonia  (bacterial 
and  viral),  pregnancy,  rat-bite  fever  (sodoku),  re- 
lapsing fever  (uncommon),  rhinitis  (common  cold), 
scarlatina,  septicemia,  tinea,  trypanosomiasis  (un- 
common), tuberculosis,  typhus,  vaccinia,  varicella 
(chickenpox),  and  Vincent’s  angina  (trench 
mouth). 

Nonsyphilitic  reaginemia  persisting  beyond  six 
months  is  classified  as  chronic  false  positive  reac- 
tivity. Conditions  reported  to  produce  chronic 
false  positive  reactions  of  more  than  six  months 
duration,  include:  Addison’s  disease,  aging  (per 

se),  atopic  dermatitis,  autoimmune  disorder,  bejel 
(biologic  true  reaction),  brucellosis,  cirrhosis  of 
liver,  collagen  disorder,  connective  tissue  disorder, 
cryoglobulinemia,  dermatomyositis,  diabetes  mel- 
litus,  dysproteinemia,  epilepsy,  erythema  nodos- 
um, glomerulonephritis,  Hashimoto’s  thyroiditis, 
hemolytic  anemia,  histoplasmosis,  idiopathic 
thrombocytopenic  purpura,  leprosy,  lupus  erythe- 
matosus, lymphatic  leukemia,  lymphosarcoma,  i 
major  allergic  conditions,  malaria  (usually  acute 
biologic  false  positive),  metastatic  carcinoma,  mul- 
tiple myeloma,  myocardial  infarction,  narcotic  ad- 
diction, pemphigus  vulgaris,  periarteitis  nodosa, 
pernicious  anemia,  pinta  (biologic  true  reaction), 
rheumatic  fever,  rheumatoid  arthritis,  sarcoidosis, 
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FIGURE  1.  Principles  of  FTA-ABS  test. 


scleroderma,  subacute  bacterial  endocarditis,  tu- 
berculosis (also  acute  biologic  false  positive),  and 
yaws  (biologic  true  reaction). 

Sometimes  it  represents  the  ominous  prodrome 
of  a disease  more  serious  than  syphilis.  False  pos- 
itive reactions,  or  preferably  nonsyphilitic  reagi- 
nemia,  is  clearly  one  of  the  disadvantages  of  non- 
treponemal  tests  such  as  the  VDRL.  There  are 
other  shortcomings  of  the  reagin  tests.  As  was 
seen  in  Table  I,  the  sensitivity  of  the  VDRL  and 
other  nontreponemal  tests  drops  off  considerably 
in  late  syphilis.  In  neurosyphilis  this  increased 
sensitivity  may  be  observed  in  both  the  serum  and 
the  cerebrospinal  fluid.3 

Since  the  reagin  antibody  can  pass  through  the 
placenta,  traditional  serologic  tests  of  a neonate 
born  of  a syphilitic  mother,  and  without  manifest 
signs  of  congenital  lues,  may  not  provide  definite 
evidence  of  infection  in  the  neonate.  Also  it  must 
be  remembered  that  the  nontreponemal  tests  ordi- 
narily do  not  become  reactive  for  at  least  four 
weeks  after  a luetic  infection  has  been  acquired. 
So  it  is  apparent  that,  although  the  nontreponemal 
tests  are  highly  reliable  and  reversible  and  form 
the  cornerstone  of  syphilis  serology,  we  should  be 
aware  of  areas  in  which  the  results  are  likely  to  be 
misleading.  Nevertheless,  modern  refinements  of 
the  reagin  tests,  such  as  the  VDRL,  produce  a sen- 
sitivity and  specificity  that  are  more  reliable.  The 
advantages  of  these  tests  are  the  relative  ease  with 
which  they  are  performed,  the  inexpensiveness, 
and  the  fact  that  they  can  be  quantitated  so  that  a 
titer  that  correlates  with  the  activity  of  the  patho- 
logic process  may  be  obtained. 

FTA-ABS  test 

The  utilization  of  a specific  test  for  syphilis  is 
most  useful  in  distinguishing  nonsyphilitic  reagi- 
nemia,  and  it  is  in  these  instances  that  the  FTA- 
ABS  test  is  most  useful.  Here  we  must  be  able  to 
depend  on  this  test  not  to  react  in  the  absence  of 
syphilis.  There  have  been  several  reports  attest- 


Over  the  years  a plethora  of  serologic  tests  for 
syphilis  has  been  offered  for  both  the  diagnosis  of 
syphilis  and  the  evaluation  of  treatment.  The 
performance  of  a multiplicity  of  tests  has  bur- 
dened the  physician  and  caused  confusion  in  some 
problematic  cases.  While  the  VDRL  is  the  test 
par  excellence  for  the  evaluation  of  antisyphilitic 
therapy,  the  FTA-ABS  test  is  of  greater  help  in  the 
diagnosis  of  difficult  cases.  Although  the  FTA- 
ABS  is  highly  specific,  there  have  been  some  re- 
ports of  apparently  false  positive  fluorescence. 
These  have  included  patients  with  rheumatoid  fac- 
tor or  rheumatoid  arthritis,  lymphosarcoma  with 
autoimmune  hemolytic  anemia,  alcoholic  cirrhosis, 
systemic  lupus  erythematosus,  pregnancy,  vacci- 
nation, and  antinuclear  antibodies. 


ing  to  the  high  specificity  of  the  FTA  procedure 
and  comparing  it  with  the  specificity  of  the  TPI 
test.  There  have  been  other  reports,  however,  of 
apparently  false  positive  results  from  FTA-ABS 
tests.  We  will  consider  these  studies. 

First,  let  us  briefly  review  the  principles  of  the 
FTA-ABS  test  (Fig.  1).  In  the  first  step  the  anti- 
gen, lyophilized  T.  pallidum,  is  fixed  to  a glass 
slide  with  acetone.  Test  serum  is  placed  in  con- 
tact with  the  treponemes  on  the  slide.  If  this  is 
luetic  serum,  an  antigen-antibody  reaction  occurs 
with  the  antitreponemal  globulin  combining  with 
antigen  sites  on  the  treponeme.  The  result  is  an 
invisible  coating  of  human  antiluetic  globulin  on 
T.  pallidum.  In  the  second  step  a conjugate  con- 
taining fluorescein-tagged  animal  antiserum  to 
human  globulin  is  added  to  this  antigen-antibody 
complex.  A second  antigen-antibody  reaction  oc- 
curs with  the  layer  of  human  globulins  now  in  the 
role  of  antigen  and  the  animal  serum  containing 
fluorescein-tagged  antihuman  globulin  taking  the 
role  of  antibody.  The  fluorescence  resulting  from 
this  reaction  is  detected  with  the  fluorescent  mi- 
croscope. 

In  nonreactive  cases  the  test  serum  has  no  an- 
tiluetic antibodies  to  adhere  to  the  treponemes, 
and  the  sequence  of  immunologic  reactions  will 
not  occur. 

It  must  be  kept  in  mind  that  the  fluorescein- 
tagged  conjugate  used  in  the  FTA-ABS  test  is  an 
antihuman  globulin  antibody.  It  follows  that, 
strictly  speaking,  this  test  is  specific  for  human 
serum  globulins.  Ideally,  only  antiluetic  immuno- 
globulins will  bind  to  the  treponeme  and  thus  will 
be  the  only  globulin  detected  by  this  test.  How- 
ever, any  human  globulin,  whether  antiluetic  or 
not,  which  for  some  reason  adheres  to  any  material 
on  the  surface  of  the  treponemes,  may  cause  bind- 
ing of  the  fluorescein  conjugate  and  thus  cause  flu- 
orescence. Hence,  the  potential  for  false  positive 
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fluorescence  exists.  Some  of  the  conditions  that 
may  actually  or  theoretically  cause  fluorescence 
and  are  reported  as  possibly  associated  with  false 
positive  FTA-ABS  tests  include:  rheumatoid  ar- 
thritis, rheumatoid  factor,  lymphosarcoma  with 
autoimmune  hemolytic  anemia,  alcoholic  cirrhosis, 
systemic  lupus  erythematosus,  pregnancy,  vacci- 
nation, and  antinuclear  antibodies. 

Specific  antibody  will  of  course  cause  binding 
and  fluorescence.  Antibodies  of  other  members  of 
the  family  of  treponemes,  the  group  antibodies, 
will  cause  fluorescence.  Antibodies  directed 
against  specific  cell  components  bind  for  specific 
reasons. 

Work  by  Atwood  and  Miller4  and  others  have 
demonstrated  that  the  immunoglobulins  responsi- 
ble for  the  FTA-ABS  test  belong  to  the  IgG  and 
IgM  classes.  Two  types  of  antibodies  are  detected 
by  the  fluorescent  procedure  as  a result  of  syphilit- 
ic infection.  One  is  group  specific  for  T.  pallidum 
and  other  treponemes.  It  has  been  found  that  this 
group-specific  antibody  may  indeed  exceed  the 
concentration  of  T.  pallidum  specific  antibody  in 
syphilis.5  The  group  antibody  is  found  in  the 
serum  of  many  normal,  nonsyphilitic  individuals, 
probably  produced  in  response  to  the  normal  flora 
of  commensal  treponemes. 

The  titer  of  group  antibody  is  low  but  apparent- 
ly was  high  enough  to  contribute  to  unacceptable 
specificity  in  the  original  FTA-ABS  test,  in  which 
the  serum  was  diluted  1:5  with  saline.  One  study 
revealed  a percentage  of  31.6  false  positive  re- 
sults.6 To  reduce  the  concentration  of  group  anti- 
body below  the  threshold  at  which  it  would  cause 
fluorescence,  greater  dilutions  of  serum  were  em- 
ployed. The  FTA-200  test,  in  which  the  serum 
was  diluted  1:200,  increased  specificity  at  the  ex- 
pense of  sensitivity.  The  titer  of  specific  anti- 
syphilitic antibodies  was  significantly  reduced 
along  with  the  concentration  of  interfering  sub- 
stances so  that  the  sensitivity  in  early  syphilis  was 
no  greater  than  that  of  the  TPI.7 

The  development  of  the  absorption  step  provid- 
ed a method  of  retaining  sensitivity  of  a 1:5  dilu- 
tion while  salvaging  the  specificity  of  higher  dilu- 
tions. Absorption  of  group  antibodies  was  first 
accomplished  by  mixing  the  serum  with  portions 
of  cultivable,  nonpathogenic  Reiter  treponemes 
which  were  ultrasonically  disintegrated;  the  ab- 
sorption agent  is  called  sonicate.  It  was  subse- 
quently discovered  that  an  extract  or  filtrate  of 
heated  Reiter  treponeme  cultures  could  be  used  in 
the  absorption  step  and  that  this  procedure  pre- 
sented fewer  technical  difficulties.  This  extract, 
called  sorbent,  is  more  widely  used  than  the  soni- 
cate. 

It  has  been  demonstrated  that  the  absorption  or 
removal  of  group  antibodies  results  from  antigen- 
antibody  reaction  and  that  the  more  cumbersome 
procedure  using  sonicate  is  more  efficient  than 


that  using  sorbent.8  This  is  partially  because  the 
process  required  to  prepare  sorbent  consists  of 
heating  the  Reiter  treponeme  culture,  and  thermo- 
labile  antigens  are  destroyed.  However,  in  most 
cases  the  lesser  efficiency  associated  with  the  use 
of  sorbent  instead  of  sonicate  is  not  so  great  as  to 
decrease  significantly  the  specificity  of  the  FTA 
test. 

There  is  more  to  the  absorption  of  group  anti- 
body than  involvement  of  an  antigen-antibody 
reaction.  At  least  three  studies  have  demon- 
strated that  if  the  absorption  step  is  performed 
using  sorbent  media  to  which  no  Reiter  trepo- 
nemes have  been  added,  and  presumably  no  Reiter 
antigenic  components  are  present,  group  antibody 
will  still  be  blocked  and  the  FTA-ABS  test  will 
work.9-11  Further  work  indicates  that  these  re- 
sults may  be  due  to  the  effect  of  the  high  osmolar- 
ity  or  high  solute  concentration  of  the  sorbent  me- 
dium.8 The  solutes  in  the  medium  may  partially 
hinder  the  combination  of  antibodies  with  antigen 
sites  on  the  surface  of  the  treponemes  used  in  the 
test  by  a blocking  effect  on  the  reactive  surface. 
When  the  osmolarity  of  the  sorbent  medium  is  re- 
duced by  dialysis,  fluorescence  is  increased. 

Immunologic  phenomena  involving  antigen- 
antibody  combinations  entirely  unrelated  to  syph- 
ilitic infection  constitute  a source  of  false  postive 
fluorescent  reaction.  Antibodies  directed  against 
specific  cell  components,  such  as  those  found  in 
the  serum  of  persons  with  autoimmune  diseases, 
can  conceivably  bind  to  these  components  in  the 
treponeme  and  cause  binding  of  the  tagged  conju- 
gate. 

There  is  evidence  that  this  type  of  binding  oc- 
curs in  systemic  lupus  erythematosus.  Fluores- 
cence with  and  without  a beading  pattern  was  ob- 
tained' by  Kraus,  Haserick,  and  Lantz12  when  the 
serum  of  a number  of  patients  with  systemic  lupus 
erythematosus  was  tested  by  the  FTA-ABS  proce- 
dure. Further  studies  by  Kraus,  Haserick,  and 
Lantz12  indicate  that  this  phenonemon  is  probably 
due  to  anti-DNA  (deoxyribonucleic  acid)  anti- 
bodies that  combine  with  the  DNA  of  the  lyophi- 
lized  treponemes.  When  the  serum  of  such  pa- 
tients was  incubated  with  DNA  to  remove  any  1 
such  antibodies,  or  the  T.  pallidum  was  treated 
with  the  enzyme  deoxyribonuclease  to  destroy 
DNA,  no  fluorescence  was  obtained.13  This  phe- 
nomenon occurring  in  lupus  patients  has  been 
noted  in  our  laboratories  and  is  found  to  have  no 
correlation  with  the  false  positive  reagin  test  re-  ■ 
suits,  which  also  occur  in  systemic  lupus.14  The 
FTA-ABS  test  is  probably  useful  in  the  work-up 
for  systemic  lupus  erythematosus.15,16 

Studies  by  Jokinen,  Lassus,  and  Linder17  dem- 
onstrate that  antinuclear  antibodies  in  serum  may 
be  a source  of  false  positive  results.  They  found 
that  among  the  sera  of  135  patients  which  con- 
tained antinuclear  antibodies,  there  were  6 who 
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i had  reactive  FTA-ABS  test  results  and  nonreac- 
tive TPI  test  results.  None  of  these  6 patients  had 
I any  historic  or  clinical  evidence  of  syphilis, 
i Again,  this  probably  was  a case  of  cell  component 
I autoantibodies  combining  with  a particular  cell 
structure,  in  this  case  the  nuclear  material  of  the 
treponeme.  After  absorption  of  the  sera  with  cell 
l nuclei,  two  of  the  six  sera  reverted  to  nonreactive 
FTA-ABS. 

Treponemes  used  in  the  fluorescent  test  may 
have  antibodies  on  their  surface  as  the  result  of  in 
vivo  sensitization  by  globulins  of  the  rabbit  from 
i which  they  were  harvested.  Human  sera  contain- 
ing abnormal  globulins,  such  as  rheumatoid  factor, 
can  combine  with  partially  denatured  rabbit  glob- 
ulins, coating  sensitized  treponemes  resulting  in 
false  reactivity.5 

Nonimmunologic  phenomena  can  possibly  be  a 
source  of  false  positive  fluorescence.  Throughout 
living  and  nonliving  systems,  surface  active  or  ad- 
sorption phenomena  occur.  This  is  certainly  true 
of  macromolecular  substances  such  as  serum  glob- 
ulins. Thus,  it  is  possible  that  nonspecific  as  well 
as  specific  globulins  from  test  serum  may  adhere 
to  the  surface  of  T.  pallidum  as  a result  of  physico- 
chemical interaction,  such  as  polar  attractions  be- 
I tween  amino  acid  side  chains  of  the  serum  globu- 
lins and  those  of  the  treponeme. 

Positive  fluorescent  test  results,  for  which  no  ev- 
idence of  syphilitic  infection  could  be  found,  have 
been  reported  in  cases  of  rheumatoid  arthritis, 
lymphosarcoma,  autohemolytic  anemia,  alcoholic 
cirrhosis,  and  drug  addiction.15-18  These  diseases 
may  all  be  associated  with  abnormal  globulins, 
which  may  in  some  way  bind  to  the  treponeme  and 
cause  fluorescence.  Cases  of  apparently  false  pos- 
itive FTA-ABS  test  results  have  been  reported 
during  pregnancy.19-20  One  report  of  positive  test 
findings  in  a person  who  was  recently  vaccinated 
raised  the  possibility  that  vaccination  may  be  an- 
other cause  of  false  positive  fluorescent  reac- 
tions.21 It  is  obvious  from  the  foregoing  that  the 
FTA-ABS  test  does  not  have  100  per  cent  specific- 
ity. However,  a number  of  studies  have  indicated 
that  the  specificity  is  high,  and  false  positive  re- 
sults have  not  exceeded  2 per  cent  in  several  series. 

IgM-FTA  test 

A modification  of  the  FTA-ABS  test  in  which  a 
monospecific  conjugate  against  IgM  immunoglob- 
ulins is  used,  the  IgM-FTA  test,  is  useful  in  diag- 
nosing congenital  syphilis.  Since  reagin  anti- 
bodies can  traverse  the  placenta,  positive  VDRL 
serology  findings  in  an  infant  who  has  no  manifest 
signs  of  congenital  syphilis  can  present  the  clini- 
cian with  the  dilemma  of  withholding  treatment 
until  serial  serologies  are  obtained  or  treating  the 
infant.  The  first  choice  runs  the  dual  risk  of  al- 
lowing further  extension  of  the  pathologic  condi- 
tion in  the  infant  or  having  a possibly  infected  in- 


FIGURE  2.  Mechanism  of  the  IgM-FTA  test. 


fant  lost  to  follow-up.  The  latter  alternative  may 
cause  a noninfected  infant  to  be  unnecessarily 
treated  and  erroneously  stigmatized. 

The  fetus  and  neonate  can  produce  IgM  anti- 
bodies in  response  to  syphilitic  infection.  Any 
IgM  antibody  detected  by  the  IgM-FTA  test  from 
the  neonatal  sera  has  to  be  attributable  to  infec- 
tion in  the  infant  since  IgM  antibodies  do  not  pass 
through  the  placenta.  The  IgM-FTA  test  is  still 
relatively  new,  but  we  are  using  it  at  the  City  of 
New  York  Department  of  Health  laboratory,  and 
it  is  proving  reliable  in  diagnosing  congenital 
syphilis.  The  mechanism  is  the  same  as  that  of 
the  conventional  FTA-ABS  test  (Fig.  2). 

There  had  been  some  difficulty  recently  in  com- 
mercially obtaining  control  sera  for  the  IgM-FTA 
test.  However,  this  problem  has  been  resolved, 
and  the  test  is  now  being  performed  by  our  labora- 
tories when  requested. 

The  procedure  is  identical  to  the  usual  FTA- 
ABS  test,  except  for  the  use  of  the  IgM  conjugate. 
In  a study  in  which  no  absorption  was  employed, 
satisfactory  results  were  obtained.  This  was  done 
with  the  belief  that  a neonate  would  most  likely 
not  have  any  appreciable  level  of  group  antibodies 
to  nonpathogenic  treponemes. 

The  IgM-FTA  test  should  be  interpreted  as  fol- 
lows: 

1.  Reactive:  usually  means  active  infection.  Oc- 
casionally the  infection  is  subclinical  or  is  destined  for 
delayed  onset. 

2.  Borderline:  the  serologic  status  is  question- 

able, and  a repeat  specimen  should  be  submitted.  If 
it  is  again  borderline,  a decision  regarding  the  status 
of  the  infant  will  have  to  be  made  on  clinical  judg- 
ment. 

3.  Nonreactive:  usually  the  neonate  is  not  infect- 
ed; rarely,  infection  is  destined  for  delayed  onset. 

The  IgM-FTA  test  is  not  recommended  for  in- 
fants older  than  one  year  unless  performed  as  a 
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follow-up  to  an  earlier  test  done  when  the  infant 
was  younger.  Following  treatment,  the  IgM-FTA 
test  has  been  shown  to  convert  to  nonreactivity  in 
two  to  nine  months.  However,  reactivity  has  been 
detected  in  samples  as  long  as  fourteen  months 
post-treatment.  Cord  blood  samples  should  not 
be  used.  Until  we  have  more  data  on  the  sensitivi- 
ty of  this  test,  it  should  not  be  used  as  a basis  for 
withholding  therapy  when  medical  opinion  differs 
from  the  serologic  results. 

The  availability  and  use  of  the  monospecific 
IgM-FTA  conjugate  might  have  other  uses.  In 
syphilis,  as  in  other  infections,  IgM  antibodies  are 
detectable  early  in  the  infection  and  are  absent  or 
uncommon  in  late  syphilis  or  in  syphilis  that  has 
been  treated  years  earlier.  Atwood  and  Miller4 
found  that  the  FTA-ABS  antibody  in  such  late 
cases  is  solely  IgG  except  in  a few  cases.  Some 
workers  have  postulated  that  “immunologic  mem- 
try,”  that  is,  the  persistence  of  antibodies  to  a par- 
ticular antigen,  it  attributable  to  IgG  immunoglob- 
ulins only,4’22  whereas  the  presence  of  antigens,  for 
example,  T.  pallidum,  is  required  for  the  pro- 
longed production  of  IgM  antibodies.  While 
we  may  expect  a reactive  FTA-ABS  test  years  after 
syphilis  has  been  adequately  treated,  if  it  is  true 
that  antisyphilitic  IgM  antibodies  are  not  pro- 
duced under  these  conditions,  we  should  expect  a 
nonreactive  IgM-FTA  test.  It  follows  that  a reac- 
tive IgM  test  years  after  a luetic  infection  has  been 
treated  may  indicate  persisting  infection.  Consid- 
ering several  reports  that  suggest  persistence  of 
treponemes  after  adequately  treated  syphilis,  use 
of  the  monospecific  IgM-FTA  test  might  be  a tool 
for  differentiating  active  from  adequately  treated 
syphilis,  something  the  FTA-ABS  test  cannot  do. 
Further  study  in  this  area  is  certainly  worthwhile. 

Conclusion 

While  the  FTA-ABS  procedure  is  far  less  diffi- 
cult to  perform  than  the  TPI  test,  it  is  in  turn 
more  expensive  than  the  conventional  reagin  tests. 
It  should,  of  course,  not  be  routinely  ordered  un- 
less it  is  felt  that  information  provided  will  be  use- 
ful. The  chief  indications  for  FTA-ABS  test  in- 
clude: 

1.  Reactive  reagin  test,  repeated  at  least  once, 
negative  clinical  findings,  and  negative  history  find- 
ings. 

2.  Nonreactive  reagin  test,  suspicion  of  late  syphi- 
lis. 

3.  Reactive  reagin  serology,  existence  of  condition 
associated  with  false  positive  reaction. 

4.  IgM-FTA  modification:  suspicion  of  congeni- 
tal syphilis. 

The  test  is  indicated  in  those  cases  in  which  the 
physician  is  confronted  with  a confirmed  reactive 
reagin  test  and  can  find  no  clinical  or  historic  evi- 
dence of  treponemal  infection.  It  also  is  indicated 


where  the  physician  suspects  late  syphilis  and 
reagin  serology  is  nonreactive,  since  the  sensitivity 
or  reagin  tests  in  late  and  late  latent  syphilis  is 
considerably  reduced. 

The  FTA-ABS  test  is  indicated  when  a reactive 
nonspecific  test  is  obtained  in  the  person  who  has 
one  of  the  disorders  associated  with  false  positive 
reactions.  It  possibly  may  be  indicated  in  early 
syphilis  when  no  signs  are  present.  This  indica- 
tion is  not  clear  cut  since  the  FTA  becomes  reac- 
tive only  about  one  week  prior  to  the  conversion  of 
the  VDRL  test  to  reactive.  The  IgM-FTA  test  is 
indicated  when  congenital  syphilis  is  suspected, 
and  no  manifest  signs  are  present,  or  no  clearly 
high-titer  neonatal  nonspecific  serologic  tests  are 
obtained. 

Various  situations,  including  other  treponemal 
infections  such  as  yaws  and  pinta,  autoimmune 
diseases,  antinuclear  antibodies,  drug  addiction, 
and  possibly  active  immunizations,  may  exist  in 
which  serum  globulins  other  than  antiluetic  anti- 
bodies might  bind  to  the  treponeme  used  in  this 
test.  It  should  be  emphasized,  however,  that  the 
likelihood  of  these  globulins  binding  to  the  trepo- 
neme in  sufficient  numbers  to  cause  more  than 
borderline  fluorescence  is  probably  very  small. 

The  instances  cited  of  actual  clinical  studies  in 
which  the  FTA-ABS  was  reactive  where  no  evi- 
dence of  past  or  present  treponemal  infection 
could  be  found  constitute  a relatively  small  num- 
ber of  cases.  It  cannot  be  denied  that  in  the  ideal 
situation,  before  a final  disposition  is  made  regard- 
ing a questionable  case,  the  suggestion  that  repeat- 
ed TPI  and  FTA-ABS  tests  be  performed  over  a 
period  of  time  is  a sound  one.2  This  is  necessary 
in  only  an  extremely  small  proportion  of  cases. 
Fluorescence  due  to  nonsyphilitic  factors  does  not 
approach  the  magnitude  of  nonsyphilitic  reagi- 
nemia  which  is  encountered  in  nontreponemal 
tests.  The  evidence  indicates  that  in  most  practi- 
cal clinical  situations,  the  FTA-ABS  test  possesses 
a specificity  that  is  comparable  to  or  possibly  high- 
er than  that  of  the  TPI  test  and  may  ordinarily  be 
relied  on  to  reach  a valid  diagnostic  conclusion. 

1345  President  Street 
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Brain-diseased children: 
cats  may  be  their  best  friends 

One  of  the  nation’s  most  popular  breeds  of  cat — the 
- Siamese — may  help  save  the  lives  of  many  now-doomed 
I children  because  of  a unique  similarity  between  the 
youngsters  and  the  cats. 

The  relationship  between  the  cats  and  humans,  like  so 
many  other  advances  in  medicine,  was  discovered  al- 
most by  accident.  Now  researchers  at  the  University  of 
Alabama  Medical  Center  in  Birmingham  believe  they 
are  offered  an  unprecedented  opportunity  to  study  a 
whole  range  of  brain  disease  which  affects,  and  kills, 
about  100  children  in  the  United  States  alone  each  year. 

Discovery  of  the  relationship,  says  Dr.  Henry  Baker, 
associate  professor  of  comparative  medicine,  was  simply 
a “stroke  of  luck.” 

Dr.  Baker  says  that  a veterinarian  classmate  of  his  no- 
ticed that  one  cat  in  a litter  of  Siamese  kittens  exhibited 
symptoms  which  might  interest  the  University’s  Depart- 
ment on  Comparative  Medicine.  He  brought  the  kitten 
to  Dr.  Baker,  and  Dr.  Baker  was  able  to  diagnose  a dis- 
ease which  exhibited  all  the  signs  of  a disorder  called  ju- 
venile GMi  Gangliosidosis. 

Baker  says  that  the  same  mother  cat  had  delivered 
offspring  with  similar  symptoms  in  the  past.  But  the 
disease  was  apparently  misdiagnosed  as  a purely  animal 
problem  and  the  ill  cats  were  destroyed. 

Dr.  Baker  took  the  mother  cat,  mated  it  back  with  one 
of  its  sons,  and  produced  another  kitten  which  showed 
signs  of  the  same  disease. 

The  disease  in  the  cats  appeared  virtually  identical  to 
the  human  version.  GMi  Gangliosidosis  is  an  inherited 
brain  disease  which,  because  of  the  absence  of  an  en- 
1 zyme,  causes  progressive  deterioration  of  the  nervous 
system.  The  enzyme  causes  cell  walls  in  the  brain  to  be 
broken  down  so  they  can  be  rebuilt.  Without  the  en- 
zyme, the  cell  becomes  “constipated”  and  ceases  to 
function. 

In  children,  as  well  as  the  cats,  ability  to  walk  to  first 
affected.  By  the  time  a child  is  two,  he  will  not  be  able 
to  use  his  arms  or  legs.  Death  usually  comes  by  the  age 
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of  three.  There  is  no  known  cure. 

The  most  widely  known  form  of  the  disorder  is  called 
Tay-Sachs  disease,  which  affects  Jewish  children  of  Eu- 
ropean ancestry.  One  in  every  30  European  Jews  is  a 
carrier  for  Tay-Sachs,  as  is  one  in  300  members  of  the 
general  population. 

But,  Dr.  Baker  said,  other  forms  of  the  disease — 
which  is  considered  a biochemical  defect — affect  the  en- 
tire population. 

Work  in  the  field  of  inherited  biochemical  defects  is 
relatively  new  in  medicine.  The  first  such  disorder  was 
identified  only  sixty  years  ago,  but  there  is  now  a vol- 
ume which  weighs  five  and  one-half  pounds  listing  sev- 
eral hundred  such  problems. 

The  significance  of  the  work  at  the  University  of  Ala- 
bama in  Birmingham  is  that  Baker  and  his  associates 
are  able  to  naturally  duplicate  the  human  disease  in  cats 
simply  by  breeding. 

“This  gives  us  an  unprecendented  opportunity  to  look 
at  two  protein  molecules  and  compare  them  side-by-side 
and  see  what  is  wrong  with  them,”  Baker  said.  “When 
we  can  analyze  that,  some  bright  biochemist  will  look  at 
it  and  say  ‘this  is  what’s  wrong  with  it.’ 

“That’s  not  as  Buck  Rogers  as  it  may  seem,”  he 
added. 

“It  is  not  too  farfetched  to  say  that  if  we  know  what  is 
wrong  with  a molecule  we  can  try  this  and  this  until  we 
can  correct  it.” 

Since  the  basic  way  in  which  the  disease  works  is 
known,  Dr.  Baker  says  the  importance  of  his  cat  colony 
is  that  he  and  his  associates  have  an  opportunity  to 
compare  “a  whole  living  system.”  Some  of  his  cats  are 
free  of  the  disease,  some  are  carriers,  and  some  are 
stricken — just  like  a cross-section  of  humans. 

The  advantage  of  the  cat  colony,  however,  is  that  they 
can  be  studied  at  will  while  children,  obviously,  cannot. 

The  breeding  colony  was  established  through  support 
of  the  National  Institutes  of  Health.  Collaborating  re- 
search is  being  performed  by  scientists  at  the  University 
of  California  and  Johns  Hopkins  University,  with  the 
assistance  of  additional  support  from  NIH. 
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Tic  Douloureux 

Eight  years  after  alcoholic  gasserian 
injection 
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Tic  douloureux,  major  paroxysmal  trigeminal 
neuralgia,  is  a recurrent  sharp  pain,  usually  in- 
tense, in  the  right  or  left  half  of  the  face  and  oral 
cavity,  that  is,  in  a region  served  by  one  trigeminal 
nerve.  A paroxysm  of  pain  is  usually  provoked  ei- 
ther by  touching  a specific  area  of  face  or  mouth, 
called  a trigger  area,  or  else  by  a movement  of  the 
head,  face,  tongue,  or  jaw,  as  in  talking  or  eating.1 
It  is  stabbing  and  explosive,  lasts  a few  seconds  to 
a few  minutes,  and  immobilizes  the  patient.  Im- 
mediately after  an  attack  there  is  often  a short  re- 
fractory period  during  which  the  patient  may  eat 
or  talk  without  pain.  A series  of  pains  often  per- 
sists for  weeks,  disappears  for  months,  and  then 
recurs.2  The  condition  usually  affects  people  over 
forty  years  of  age,  more  women  than  men,  and 
more  frequently  the  right  side  of  the  face  than  the 
left. 

Objective  examination  is  said  to  show  negative 
findings;  specifically,  there  is  usually  no  gross  im- 
pairment of  sensation  on  routine  clinical  testing 
with  cotton,  wool,  or  pinpoint.  The  diagnosis  de- 
pends entirely  on  the  history  and  description  of 
the  pain,  observation  of  the  patient  during  an  at- 
tack, and  response  to  treatment. 

The  electron  microscope  has  revealed  degenera- 
tion of  the  fibers  of  the  posterior  root,3  but  the 
pathogenesis  of  the  pain  remains  unknown.4’5 
Additional  mysteries  of  tic  douloureux  include  the 
precipitation  of  extreme  pain  by  gentle  tactile 
stimulation,  the  unpredictability  of  its  spontane- 
ous disappearance  or  recurrence,  and  the  curious 
effectiveness  of  therapeutic  measures.  It  has 
seemed  almost  a unique  condition,  being  paral- 
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leled  only  by  the  much  rarer  glossopharyngeal 
neuralgia  and  triggered  pains  in  the  limbs. 

Infrequently  tic  douloureux  is  associated  with 
multiple  sclerosis  or  a benign  small  neoplasm  or 
blood  vessel  next  to  the  posterior  trigeminal  root. 
Accordingly,  a neurologic  history  and  examination 
as  well  as  skull  radiography  are  performed  in  all 
cases,  and  other  special  examinations  are  carried 
out  when  indicated. 

Treatment 

Medical.  The  usual  primary  medical  treatment 
of  tic  douloureux  today  is  administration  of  carba- 
mazepine.  Its  therapeutic  effect  is  thought  to  be 
impairment  of  synaptic  transmission.  If  the  drug 
is,  or  becomes,  ineffective  in  relieving  pain  or  if  its 
adverse  effects  are  intolerable,  physical  interven- 
tion on  the  trigeminal  nerve  is  employed. 

Surgical.  Injections,  sections,  avulsions,  elec- 
trocoagulations, and  other  manipulations  have 
been  made  on  the  infra-orbital  and  other  branches 
(dendrites  of  the  primary  neuron),  on  the  gasser- 
ian ganglion  itself,  or  on  the  sensory  root  (axons  of 
the  primary  neuron)  in  the  middle  fossa,  the  pos- 
terior fossa,  or  even  within  the  brain  stem  by  me- 
dullary tractotomy.  In  the  past  the  intention  had 
usually  been  to  deafferent  the  entire  painful  side 
of  the  face  or  at  least  the  trigger  areas  and  the 
painful  areas.  Surgical  intervention  on  the  pe- 
ripheral nerves  usually  provides  anesthesia  and  re- 
lief from  pain  for  several  months,  whereas  inter- 
vention on  the  ganglion  or  posterior  root  is  effec- 
tive for  years. 

As  long  as  total  anesthesia  persisted,  paroxys- 
mal pain  in  that  region  was  not  expected  to  recur. 
However,  if  sensation  returned,  there  was  a risk  of 
recurrence  of  pain.  Nevertheless,  many  cases  of 
partial  rhizotomy  were  observed  in  which  some  or 
all  orofacial  sensation  persisted  or  recovered,  and 
yet  tic  douloureux  was  relieved.  In  recent  years 
minor  trauma  to  the  posterior  trigeminal  root, 
originally  called  decompression,  producing  little  if 
any  orofacial  anesthesia,  has  been  widely  prac- 
ticed, but  relief  of  pain  often  has  been  less  pro- 
longed than  after  destruction  of  the  root. 

Alcoholic  gasserian  injection.  For  many 
years,  alcoholic  injection  in  the  gasserian  ganglion 
and  root  has  been  used,  especially  in  Great  Britain 
and  Europe,  as  a definitive  treatment  which  avoids 
the  risks  of  a major  operation.6  Most  workers 
with  this  method  also  have  considered  that  long- 
term relief  of  pain  was  obtained  only  by  total  anes- 
thesia of  the  half-face  including  the  cornea,  with 
risk  of  visual  impairment.  However,  over  a period 
of  nineteen  years  Ecker  and  Perl7-10  have  used  a 
technique  of  radiographically  controlled  selective 
alcoholic  gasserian  injection  on  outpatients  which 
has  relieved  pain  and  has  usually  spared  corneal 
sensation. 

In  a consecutive  series  of  303  cases  (293  pa- 
tients, 10  bilateral  injections)  no  permanent  seri- 
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For  nineteen  years  303  consecutive  patients  with 
classical  tic  douloureux,  resistant  to  medication, 
have  been  treated  by  precise  gasserian  injection. 
Miniscule  quantities  (0.05  ml.)  of  absolute  alcohol 
were  used  with  meticulous  radiographic  and  neu- 
rosensory  controls.  Pain  has  been  relieved  with- 
out a death,  significant  visual  loss,  or  other  major 
permanent  complication.  The  present  report  is  a 
follow-up  study  of  each  of  42  consecutive  cases  in- 
jected eight  to  ten  years  previously.  Thirty-four 
had  remained  free  of  severe  tic  pain ; 12  until  death 
and  22  until  follow-up.  Five  others  with  recurrent 
severe  pain  required  a second  injection.  Thus,  in 
39  patients  (93  per  cent)  severe  pain  was  relieved. 
Dull  aches  and  paresthesias  occurred  before  injec- 
tion in  some  but  afterward  in  more.  Twenty-one 
patients  were  personally  reexamined.  Mucocuta- 
neous sensory  impairments  had  usually  persisted 
or  diminished  but,  surprisingly,  sometimes  had  in- 
creased. 


FIGURE  1.  Topographic  representation  in  gasserian  gan- 
glion suggested  by  experience  with  injection  of  tiny  quan- 
tities of  absolute  alcohol.  Right  ganglion  seen  from 
above;  face  as  mirror  image.  Dots  indicate  alcohol  bath- 
ing juxtaganglionic  trigeminal  rootlets  in  ganglionic  sinus. 
During  insertion  of  needle  and  injection  of  alcohol,  head  is 
rotated  so  that  needle  is  vertical. 

ous  complication  has  resulted.  Corneal  sensation 
was  preserved  in  about  85  per  cent  of  the  cases; 
keratitis  is  known  to  have  developed  in  9 (3  per 
cent)  of  the  patients,  and  6 of  these  required  tar- 
sorrhaphy. Of  303  sides  injected,  the  lowest  visual 
acuity  resulting  from  keratitis  was  20/60  in  a single 
case. 

This  method  was  used  in  the  present  series  and 
has  proved  appropriate  for  any  cooperative  pa- 
tient. It  is  recommended  especially  for  the  very 
old,  the  infirm,  and  others  who  are  poor  surgical 
risks.  If  tic  pain  recurs,  the  injection  can  be  re- 
peated effectively  and  without  additional  diffi- 
culty. It  has  been  performed  in  18  cases  of  recur- 
rence of  severe  tic  pain  after  craniotomy. 

Methods 

Technique  of  injection.7-10  Local  anesthesia 
is  employed  for  introducing  the  needle.  The  pa- 
tient is  awake  and  supine.  Radiography  is  used 
both  in  positioning  the  head  and  in  planning  and 
controlling  placement  of  the  needle.  A 21G  lum- 
bar puncture  needle  with  an  external  diameter  of 
0.43  mm.  and  10  cm.  long  with  plastic  radiolucent 
hub  is  employed.  The  needle  passes  vertically 
downward  through  the  center  of  the  foramen  ovale 
and  is  directed  toward  a point  on  the  anterior  sur- 
face of  the  petrous  bone  just  below  the  trigeminal 
notch  on  the  petrous  ridge.  The  tip  of  the  needle 
is  measured  to  be  4 mm.  deep  to  the  posterQmedial 
wall  of  the  foramen  ovale.  Following  injection  of 
the  local  anesthetic  it  takes  about  twenty  minutes 
to  reach  this  stage. 

If  cerebrospinal  fluid  is  obtained,  the  needle  tip 
is  in  Ferner’s11  ganglionic  sinus  which  contains  the 
rootlets  of  the  gasserian  triangular  plexus  (Fig.  1). 


If  no  fluid  emerges,  the  tip  of  the  needle  lies  within 
the  gasserian  ganglion  from  which  the  injected  al- 
cohol will  break  out  into  the  ganglionic  sinus.12  In 
either  case  the  patient’s  head  is  now  positioned  so 
that  the  injected  absolute  alcohol,  being  less 
dense,  will  rise  to  the  top  of  the  cerebrospinal  fluid 
contained  in  the  sinus  and  thus  will  bathe  the  jux- 
taganglionic sensory  rootlets  where  the  fibers  are 
thinnest,  least  intertwined,  and  most  widely 
spread  (Fig.  1).  It  is  usually  possible  to  avoid  per- 
manent corneal  anesthesia  while  producing  pro- 
longed anesthesia  in  the  lower  two  thirds  of  the 
face.  An  extremely  small  quantity  of  absolute  al- 
cohol, not  more  than  0.05  ml.  at  a time,  is  injected. 
Frequent  sensory  examinations  are  made  and  re- 
corded. The  patient’s  head  may  be  rotated  to 
control  the  topographic  effect  of  the  alcohol.  If 
necessary  the  injection  may  be  repeated  but  only 
after  sensory  reexamination  at  least  four  minutes 
following  the  previous  injection. 

The  goal  is  the  safe  production  of  total  anesthe- 
sia to  light  touch  sensation  and  analgesia  to  pin- 
point sensation  in  the  trigger  areas  and  areas  of 
pain  origin.  Ideally,  this  sensory  loss  persists  at 
least  thirty  minutes  under  observation  after  the 
last  alcoholic  injection.  In  fact,  from  the  first  in- 
jection of  alcohol  until  the  removal  of  the  needle  it 
takes  about  forty  minutes.  If  any  unfavorable  cir- 
cumstance develops,  the  procedure  is  stopped.  If 
appropriate  anesthesia  has  not  been  obtained  and 
the  original  pain  persists  more  than  a few  days,  the 
procedure  is  completed  about  a week  after  the 
original  session. 

Testing  sensation.  On  each  half  of  the  face, 
eight  areas  were  tested  for  light  touch  and  seven 
for  sharp  point.  For  the  cornea,  a wisp  of  cotton 
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FIGURE  2.  Instruments  for  testing  sensation:  wisp  of 

cotton  for  cornea,  cotton  swab  for  light  touch  elsewhere, 
pinwheel  for  sharpness. 


wool  was  used  in  one  to  five  areas.  For  the  fore- 
head, cheek,  upper  lip,  lower  lip,  and  the  upper 
and  lower  alveolar  processes  and  tongue,  a cotton 
swab  was  used  with  a gentle  brushing  stroke  1 to  2 
cm.  long.  For  sharp  point  sensation  in  the  same 
areas,  except  the  cornea,  a rotating  metal  wheel,  19 
mm.  in  diameter  with  points  2 mm.  apart,  was 
gently  rolled  on  the  skin  or  mucous  membrane  for 
1 to  2 cm.  (Fig.  2).  This  method  avoided  flinch- 
ing. The  patient  was  asked  to  respond  only  to  the 
sharpness  of  the  points,  not  to  mere  pressure. 

An  area  on  the  normal  side  of  the  face  was  test- 
ed first,  and  the  patient  was  told  that  what  he  felt 
was  normal  or  100  per  cent  of  sensation.  Then, 
when  the  corresponding  area  on  the  affected  side 
was  tested,  the  patient  was  asked  to  give  a quanti- 
tative report  of  subjective  sensation  compared 
with  that  on  the  healthy  side.  The  patient  was 
taught  to  respond  to  sensory  tests  during  injection 
with  finger  signals  rather  than  speech  to  avoid  dis- 
placing the  needle.  The  results  were  recorded  as 
degrees  of  impairment  of  sensation  by  numbers 
corresponding  to  normal  sensation;  to  slight,  mod- 
erate, or  marked  impairment;  or  to  total  absence 
of  sensation. 

All  testing  for  touch  sensation  was  usually  com- 
pleted before  testing  for  pinpoint  sensation.  Gen- 
erally, the  degree  of  impairment  of  light  touch  sen- 
sation in  each  test  area  equaled  that  of  impair- 
ment to  pinpoint.  When  the  patient  was  uncer- 
tain, the  tests  were  repeated.  The  author  made 
every  effort  to  avoid  suggestion. 

In  each  case  the  author  personally  tested  sensa- 
tion before  injection,  several  times  during  the  in- 
jection procedure,  at  the  end  of  the  session,  and 
one  to  three  days  later.  In  7 cases  he  tested  sensa- 
tion during  the  intervening  years.  Finally,  at 
eight  to  ten  years  after  injection  the  author  repeat- 
ed the  same  tests  in  the  same  manner  in  21  pa- 
tients. 

Material 

Patients.  Of  the  whole  series  of  293  patients 
(303  sides),  43  consecutive  patients  had  undergone 


this  treatment  eight  to  ten  years  previously.  All 
had  had  classical  tic  douloureux  which  had  failed 
to  be  relieved  by  medication,  then  consisting  pri- 
marily of  diphenylhydantoinate  sodium.  Ten  had 
had  injections  or  avulsions  of  the  supra-orbital, 
infra-orbital,  or  inferior  alveolar  nerves,  but  none 
had  had  previous  intervention  on  the  trigeminal 
root.  One  patient  was  in  a terminal  condition  at 
the  time  of  injection  and  died  elsewhere  in  a state 
of  misery  five  months  later.  It  was  impossible  to 
determine  from  letters  whether  or  not  paroxysmal 
tic  douloureux  had  been  relieved;  therefore,  this 
case  is  omitted  from  further  consideration  in  this 
report.  The  present  study  is  a follow-up  of  every 
one  of  the  other  42  patients. 

They  ranged  from  thirty-four  to  eighty-four 
years  of  age,  median  fifty-nine  years,  at  the  time  of 
gasserian  injection.  There  were  19  males,  median 
age  fifty-four,  and  23  females,  median  age  sixty- 
four. 

Symptoms.  Pain  was  on  the  right  side  in  21  pa- 
tients and  on  the  left  side  in  21.  It  was  triggered 
by  touch  in  a total  of  63  areas  among  31  patients, 
most  frequently,  in  20  patients,  in  the  nasolabial 
fold.  Movement  of  the  head  or  face  also  precipi- 
tated pain  in  31  patients,  not  necessarily  the  same 
ones  as  in  the  first  group.  Pain  from  movement 
was  referred  most  frequently  to  the  nasolabial  fold 
or  lower  gum  (each  in  10  patients).  Apparently 
spontaneous  pain  occurred  in  6 patients. 

Before  the  injection,  16  of  the  42  subjects  had 
paresthesias,  most  commonly  a sensation  of  crawl- 
ing or  burning.  Five  had  some  other  facial  pain  in 
addition  to  the  paroxysmal  tic  pain. 

Clinical  results 

Survival  and  freedom  from  pain.  Thirteen 
patients  had  died  before  this  follow-up  study, 
none  from  conditions  related  to  tic  douloureux. 
All  those  who  died  had  been  between  fifty-nine 
and  eighty-four  years  of  age  at  the  time  of  the  in- 
jection, median  seventy-three  years.  Of  the  13 
dead,  11  had  remained  free  of  facial  pain  until 
death  one  to  nine  years  after  gasserian  injection, 
median  three  years.  The  twelfth  had  been  re- 
lieved for  two  and  a half  years  when  severe  pain 
recurred;  after  gasserian  reinjection  he  remained 
free  of  pain  until  death,  three  years  later  (Table  I). 
The  thirteenth  patient  had  a recurrence  of  mild 
pain  at  three  years  and  died  six  years  after  injec-j 
(ion. 

Surviving  patients  not  reexamined.  There 
were  8 living  patients  not  available  for  persona 
reexamination.  However,  reports  were  receivec 
from  ail  by  letter,  telephone,  or  from  hospital  rec 
ords.  Four  had  remained  free  from  severe  tic  pair 
for  eight  to  ten  years  after  injection;  1 of  these 
whose  half-face  had  minimal  impairment  of  sensa 
tion,  had  undergone  bilateral  thalamotomy  for  hi 
lateral  nontic  pain,  and  another  reported  mild  bi 
lateral  facial  pain  of  unknown  type.  A fifth  pa 
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TABLE  I.  Freedom  from  recurrence  of  severe  tic  pain  until 
death  (median  three  years)  or  follow-up  at 
eight  to  ten  years* 


Patients 

Pain- 

Free 

Pain 

Total 

Personally  reexamined 

18 

3 

21 

Alive,  not  examined 

4 

4 

8 

Dead 

12 

1 

13 

Total 

34  (81 

8* 

42 

per 

cent) 

* Five  reinjected  successfully;  thus,  39  (93  per  cent)  had  prolonged 
relief. 


tient  had  had  recurrence  of  severe  tic  pain  four 
years  after  gasserian  injection  and  was  relieved  by 
gasserian  reinjection  for  at  least  five  and  a half 
years  more.  Three  had  had  recurrence  of  severe 
tic  pain  and  had  undergone  surgery  for  it  else- 
where (2  rhizotomy  and  1 peripheral  nerve  injec- 
tion). 

Reexamined  patients.  Of  the  29  surviving  pa- 
tients, 21  were  reexamined  by  the  author  eight  to 
ten  years  after  gasserian  injection.  Of  the  21,  3 
had  had  severe  recurrence  requiring  gasserian 
reinjection,  all  with  relief  until  follow-up.  Eigh- 
teen had  not  had  severe  recurrent  pain;  of  these 
18,  4 reported  transitory  recurrence  of  mild  or 
moderate  pain,  1 after  eight  years,  all  relieved  by 
short-term  medication.  Three  other  patients,  all 
women,  who  had  remained  free  of  pain  at  the  time 
of  follow-up  examination,  nevertheless  experi- 
. enced  a recurrence  of  mild  to  moderate  tic  pain, 
for  the  first  time,  within  the  next  few  months. 
They  were  reexamined  again  (Table  II).  Thus  of 
the  21  personally  reexamined  after  eight  years,  7 
i (33  per  cent)  reported  recurrence  of  tic  pain  not 
severe  enough  to  require  another  gasserian  injec- 
tion or  other  radical  therapy. 

Injection  related  to  freedom  from  pain.  In 
the  34  patients  who  remained  free  of  severe  tic 
pain  until  death  or  late  follow-up  at  eight  to  ten 
years,  the  median  depth  of  the  needle  beyond  the 
posteromedial  border  of  the  foramen  ovale  was  4 
mm.,  the  median  amount  of  absolute  alcohol  in- 
: jected  was  0.10  ml.,  and  the  median  recorded  time 
d of  total  anesthesia  and  analgesia  in  the  trigger 
and/or  painful  area  was  twenty-seven  minutes.  Of 
d 8 cases  with  recurrent  tic  pain,  the  median  depth 
of  the  needle  was  6 mm.,  the  median  amount  of  al- 
cohol injected  was  0.10  ml.,  and  the  median  re- 
corded time  of  total  anesthesia  and  analgesia  in 
the  trigger  area  was  five  minutes  (in  only  1 of  these 
: 8 cases,  more  than  twenty  minutes). 

Of  the  34  patients  without  recurrence  of  severe 
iri  pain,  cerebrospinal  fluid  emerged  from  the  needle 
e.  in  13  (38  per  cent)  and  was  absent  in  21.  Of  8 who 
a-  had  recurrence  of  severe  pain,  cerebrospinal  fluid 
n-  appeared  in  3 (38  per  cent).  Therefore  the  pres- 
ence of  cerebrospinal  fluid  did  not  interfere  with 
- the  effectiveness  of  this  method. 


TABLE  II.  Recurrence  of  moderate  tic  pain  after  follow-up 
at  eight  years 


- — Orofacial  Sensation-^ 

Medi- 

Duration  of 

Before 

After 

cation 

Pain 

Women 

Recur- 

Recur- 

Re- 

and/or 

Patients 

rence 

rence 

quired 

Medication 

1 

N ormal 

N ormal 

Y es 

One  month 

2 

Absent 

Moderate 

Yes 

More  than 

Q 

defect 

six  months 

u 

Skin 

N ormal 

Moderate 

No 

Six  weeks 

defect 

Mouth 

Absent 

Absent 

A record  of  the  duration  of  the  procedure,  from 
first  injection  of  alcohol  until  removal  of  the  nee- 
dle, was  available  in  31  of  the  34  patients  without 
recurrence  of  severe  pain.  It  ranged  from  twenty- 
three  to  seventy-five  minutes,  median  forty  min- 
utes. Among  all  8 of  those  with  recurrence  of  se- 
vere pain,  it  ranged  from  thirty-one  to  ninety- 
seven  minutes,  median  forty-one  minutes. 

Late  sensory  results 

Among  21  patients  reexamined  by  the  author 
eight  to  ten  years  after  gasserian  alcoholic  injec- 
tion, the  sensory  defect  in  at  least  part  of  the  face 
frequently  remained  the  same  as  immediately 
after  injection.  In  some  areas  the  sensory  defect 
had  actually  progressed,  usually  with  persistent 
relief  of  tic  pain.  In  11  of  these  21  patients,  there 
was  a greater  sensory  defect  in  the  oral  cavity  than 
in  the  skin.  In  other  areas  and  other  cases  the 
sensory  defects  tended  to  diminish;  if  they  dimin- 
ished markedly  or  disappeared  altogether  there 
was  a greater  chance  of  recurrence  of  mild  or  se- 
vere tic  pain. 

The  author  had  made  orofacial  sensory  studies 
in  7 cases  in  the  years  between  injection  and  final 
study.  He  found  temporary  fluctuations  in  degree 
of  subjective  sensitivity  to  testing  in  various  muco- 
cutaneous regions  of  5 of  these  patients.  These 
fluctuations  could  not  be  correlated  with  tic  pains, 
dull  aches,  or  paresthesias. 

Complications 

Corneal  anesthesia.  During  the  injection, 
total  anesthesia  in  at  least  one  area  of  the  cornea 
was  produced  in  less  than  half  the  cases  (17  of  39 
recorded),  but  by  the  end  of  the  procedure  there 
were  only  8 cases  in  which  any  area  of  total  corneal 
anesthesia  had  persisted.  In  the  first  postinjec- 
tion visit,  usually  one  or  two  days  later,  7 of  the  42 
corneas  had  one  or  more  areas  of  total  anesthesia, 
while  5 others  had  one  or  more  areas  of  markedly 
diminished  sensation  (Table  III).  In  the  course  of 
time  12  corneas  became  less  numb,  3 more  numb, 
while  14  remained  unchanged  (3  totally  anesthetic 
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TABLE  III.  Corneal  anesthesia  (maximal  degree  recorded 
in  any  area) 

Number  of  Patients 

Months 


Condition 

During 

Injection 

Next 

Visit 

or  Y ears 
Later 

Normal 

10 

19 

20 

Mild  to  moderate  hypo- 
esthesia 

7 

11 

4 

Marked  hypoesthesia 

5 

5 

0 

Anesthesia 

17 

7 

5 

Totals 

39 

42 

29 

and  11  normal).  Of  the  29  patients  who  had  cor- 
neal examinations  some  months  or  years  after  in- 
jection, 5 had  total  anesthesia  in  at  least  one  part 
of  the  cornea,  none  had  marked  impairment,  4 had 
mild  to  moderate  impairment,  and  20  had  normal 
sensation  in  all  tested  areas  of  the  cornea. 

In  the  eight  to  ten  years  of  the  postoperative  pe- 
riod, 3 (7  per  cent)  of  the  42  subjects  had  keratitis 
(1  mild),  and  2 underwent  tarsorrhaphy.  In  2 of 
the  3 subjects  the  keratitis  had  occurred  within  the 
first  year,  and  these  2 cases  were  not  available  for 
later  reexamination  by  the  author.  One  was  re- 
ported by  an  ophthalmologist,  and  the  other  had 
died. 

Of  the  21  subjects  who  were  reexamined  by  the 
author  after  eight  to  ten  years,  there  were  3 cases 
with  total  corneal  anesthesia  (2  of  which  had  per- 
sisted and  1 in  which  partial  corneal  anesthesia 
had  progressed  to  total  anesthesia).  At  the  end  of 
the  study,  among  the  29  surviving  patients,  the 
lowest  known  visual  acuity  was  20/30  (in  2 cases). 

Other  complications.  After  injection  11  de- 
veloped painless  orolabial  herpes  in  an  anesthetic 
area  for  a few  days,  but  this  was  related  neither  to 
gender  nor  to  duration  of  relief  of  pain.  Nineteen 
had  paralysis  of  1 or  more  masticator  muscles  but 
never  longer  than  two  months. 

Immediately  after  gasserian  injection  1 patient 
had  nystagmus,  nausea,  and  vomiting  for  twenty 
minutes.  After  reinjection  on  the  same  side  eight 
and  a half  years  later,  he  experienced  impairment 
of  hearing,  of  vestibular  caloric  response,  and  of 
steadiness  of  gait.  Six  days  later  he  developed 
slight  weakness  of  the  face  which  cleared  in  a few 
weeks.  Unsteadiness  of  gait  disappeared  in  some 
months,  but  the  patient  claimed  partial  persistent 
hearing  loss  which  was  difficult  for  the  consulting 
otologist  to  evaluate. 

Other  pains.  Before  injection  5 (12  per  cent) 
of  the  42  patients  had  “other”  facial  pain,  usually 
a dull  prolonged  ache,  in  addition  to  stabbing  par- 
oxysmal tic  pain.  At  late  follow-up  16  of  42  (38 
per  cent)  of  the  patients  reported  such  aching  pain 
from  time  to  time,  but  it  was  never  severe  (Table 
IV). 

Dysesthesia.  Before  injection  1 patient  had 
dysesthesia,  def  ined  as  an  unpleasant  but  painless 


TABLE  IV.  Paresthesias  and  nontic  pain  in  42  patients 
before  and  after  injection 


Be- 

Not 

fore 

Before 

Before 

(Not 

Total  and 

Total 

(But 

Condition 

After)  Before  After 

After 

After) 

None 

Paresthesias 

6 

16  10 

23 

13 

13 

Nontic  Pain 

2 

5 3 

16 

13 

24 

sensation  of  tactile  stimulation.  After  injection  6 
subjects  had  dysesthesia  of  which  they  did  not 
complain  but  which  was  elicited  by  examination. 

Paresthesia.  Sixteen  (38  per  cent)  of  the  42 
patients  had  intermittent  spontaneous  pares- 
thesias before  the  injection,  most  commonly  a sen- 
sation of  crawling  or  burning.  Of  the  34  subjects 
who  had  no  recurrence  of  severe  tic  pain,  14  (41 
per  cent)  had  had  paresthesias  before  injection. 
Twenty-three  (55  per  cent)  of  the  42  had  pares- 
thesias after  the  injection  (Table  IV).  There  was 
no  case  of  anesthesia  dolorosa,  which  is  severely 
distressing  paresthesia  in  an  anesthetic  area,  in 
this  group  of  42  patients. 

Comment 

Comparison.  Previous  methods  of  alcoholic 
gasserian  injection  were  compared.  Following 
Penman,13’14  Ecker  and  Perl7-10  used  radiography 
extensively  in  positioning  the  patient’s  head  and 
in  planning,  guiding,  measuring,  and  correcting 
the  precise  location  of  the  needle  in  relation  to 
bony  landmarks.  The  tip  of  the  needle  is  placed 
about  4 mm.  deep  to  the  posteromedial  border  of 
the  foramen  ovale,  hence  much  less  than  previous- 
ly recommended.  This  relatively  shallow  place- 
ment of  the  needle  was  determined  empirically. 
However,  it  is  consistent  with  the  later  anatomic 
studies  of  Henderson12  who  found  that  on  its  infe- 
rior surface,  the  anterior  border  of  the  gasserian 
ganglion  usually  rests  directly  on  and  was  never 
more  than  4 mm.  posteromedial  to  the  postero- 
medial boundary  of  the  foramen  ovale.  Hender- 
son12 also  showed  that  colored  alcohol  injected 
into  the  gasserian  ganglion  of  cadavers  always 
breaks  out  of  the  ganglion  and  spreads  among  the 
adjacent  fibers  (triangular  plexus)  of  the  posterior 
root,  that  is,  into  Ferner’s11  ganglionic  sinus. 

With  the  intention  of  producing  total  hemifacial 
anesthesia,  previous  workers  produced  many  cases 
of  permanent  total  corneal  anesthesia  with  conse- 
quent severe  neuroparalytic  keratitis  and  some-f 
times  loss  of  vision.  The  technique  of  Ecker  and 
Perl7  10  permits  deafferenting  the  lower  two  thirds 
of  the  face  enough  to  provide  prolonged  relief  ol 
severe  tic  pain  while  sparing  corneal  sensation 
enough  to  prevent  loss  of  vision. 

Relief  of  pain.  Relief  of  pain  is  compared  with 
that  from  rhizotomy  or  root  decompression. 

Recurrence  of  severe  pain.  Five  years  aftei 
subtotal  rhizotomy,  designed  to  spare  corneal  sen 
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sation,  most  neurosurgeons  report  recurrence  of 
severe  pain  in  about  20  per  cent  of  those  whom 
they  could  trace.4  Although  some  neurosurgeons 
report  a five-year  recurrence  rate  after  the  gasser- 
ian decompression  operation  “severe  enough  to  re- 
quire reoperation  or  reinjection”  in  23  per  cent, 
others  report  a higher  incidence  of  recurrent 
tic.4,15 

The  therapeutic  results  of  the  present  series  in 
which  34  (81  per  cent)  of  42  consecutive  patients 
remained  free  of  severe  tic  pain  after  primary  gas- 
serian injection  until  death  or  late  follow-up  are  at 
least  equal  to  the  results  of  partial  rhizotomy  or  of 
gasserian  decompression.  Therefore,  following  all 
methods  of  corneal-sparing  gasserian  intervention, 
recurrence  of  severe  tic  douloureux  may  be  expect- 
ed in  about  20  per  cent  of  cases  in  five  to  ten  years. 

In  the  present  series,  when  the  5 patients  with 
relief  by  repetition  of  the  injection  are  added, 
there  were  39  (93  per  cent)  relieved  by  gasserian 
injection.  More  important,  these  patients  were 
not  exposed  to  the  risks  of  general  anesthesia,  cra- 
niotomy, and  elevation  of  the  temporal  lobe. 

Recurrence  of  mild  to  moderate  tic  pain.  Of 
the  21  patients  personally  reexamined,  3 reported 
recurrence  of  transitory  mild  to  moderate  tic  pain 
within  eight  years  of  injection  and  4 after  eight 
years.  These  7 of  21  (33  per  cent)  may  be  com- 
pared with  White  and  Sweet’s4  experience:  after 
partial  surgical  rhizotomy  “a  brief  bout  of  typical 
pain  may  reappear  at  any  time  postoperatively 
never  to  recur.” 

The  4 recurrences  after  eight  years  may  be  com- 
pared with  Rasmussen’s16  observation  that  of  41 
patients  free  from  pain  for  more  than  ten  years 
after  partial  surgical  rhizotomy,  7 had  recurrence 
even  later. 

Sensory  changes  after  partial  rhizotomy. 

Subtotal  lateral  surgical  division  of  the  posterior 
trigeminal  root  in  the  middle  fossa  is  expected  to: 
(1)  produce  anesthesia  of  the  lower  two  thirds  of 
the  ipsilateral  face  and  oral  cavity  and  (2)  spare 
sensation  of  the  cornea.  In  fact,  the  desired  anes- 
thesia results  in  less  than  half  the  cases,  and  cor- 
neal anesthesia  is  produced  in  18  per  cent  of  the 
cases.16,1.  The  incidence  of  keratitis  after  subto- 
tal surgical  rhizotomy  has  generally  been  reported 
between  6 per  cent  and  9 per  cent.4-17  These  un- 
wanted effects  are  based  on  the  anatomic  fact  that 
in  many  adults  there  is  crossing  and  interweaving 
of  the  fibers  as  they  proceed  proximally  from  the 
ganglion  to  form  the  triangular  plexus.11  More 
controllable  results  may  be  expected  when  gradu- 
ated lesions  are  made  very  close  to  the  ganglion 
with  continual  sensory  testing  of  the  patient. 

Following  partial  rhizotomy  the  immediate  oro- 
facial sensory  loss  frequently  fades  in  the  first 
postoperative  week  and  may  continue  to  do  so  for 
at  least  a year.4’16’18  More  severe  impairment  of 
orofacial  sensation  some  years  later  is  reported 


here  for  the  first  time.  But  similar  late  progres- 
sive changes  following  surgical  rhizotomy  are  re- 
corded in  tables  by  Rasmussen.16 

Syndrome  of  tic  douloureux 

Since  the  present  follow-up  study  was  com- 
pleted, the  author  has  made  more  thorough  and 
more  frequent  orofacial  sensory  examinations  in 
patients  with  tic  douloureux.  These  revealed  fluc- 
tuations of  subjective  responses  to  sensory  tests  in 
many  patients  with  tic  douloureux,  even  in  some 
untreated  cases. 

In  the  syndrome  of  tic  douloureux  there  are  fre- 
quently four  kinds  of  sensory  disorders  of  the  af- 
fected half  of  the  face  and  oral  cavity;  all  four  are 
intermittent  and  fluctuate  in  degree,  and  generally 
they  fluctuate  independently.  These  are:  (l)the 
characteristic  paroxysmal  pain  itself,  (2)  other  fa- 
cial pains,  usually  prolonged  aches,  (3)  pares- 
thesias, usually  crawling  or  burning,  and  (4)  disor- 
der of  subjective  response  to  stimulation  with  light 
touch  or  sharp  point. 

Partial  destruction  of  the  posterior  trigeminal 
root,  either  by  alcoholic  injection  or  by  surgical 
section,  relieves  only  the  characteristic  intense 
stabbing  pain.  The  nonparoxysmal  pains,  pares- 
thesias, dysesthesias,  and  sensory  impairments  are 
apparently  more  frequent  after  such  treatment. 

Addendum 

Radiofrequency  thermocoagulation.  Since 
this  manuscript  was  written,  two  reports  on  rad- 
iofrequency trigeminal  thermocoagulation  have 
been  published.19’20  This  heat  treatment  shares 
with  alcoholic  injection  the  avoidance  of  major 
surgery,  the  anterior  percutaneous  approach  of  a 
cannula  through  the  foramen  ovale,  the  need  for 
some  cooperation  of  the  patient,  and  some  risk  of 
producing  undesired  corneal  anesthesia. 

The  heat  method  so  far  has  used  radiography 
somewhat  but  not  for  choosing  the  entry  point  of 
the  needle,  the  exact  direction  of  the  course  of  the 
needle,  nor  the  determination  of  the  final  position 
of  the  needle  in  all  three  planes.  As  pointed  out 
by  Thomas  Mason,  M.D.,  in  discussion  of  this  pre- 
sentation, heating  the  trigeminal  rootlets  is  accom- 
panied by  heating  of  the  cerebrospinal  fluid  in 
which  these  nerves  were  bathed. 

With  the  heat  method  some  cases  of  permanent 
masticator  muscle  paralysis  result,  a complication 
never  seen  after  our  use  of  alcohol.  After  thermo- 
coagulation, designed  to  spare  some  touch  sensa- 
tion, there  is  reported  recurrence  of  major  pain  in 
22  per  cent  of  cases  after  four  to  five  years.  After 
alcoholic  injection  designed  to  anesthetize  fully 
the  trigger  and  painful  areas,  this  rate  of  recur- 
rence is  not  reached  until  eight  to  ten  years. 

Lumbar  puncture  needle.  Recently  the  21G 
disposable  lumbar  puncture  needle  with  plastic 
hub  has  no  longer  become  available.  The  20G 
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needle  (external  diameter  0.56  mm.)  3.5  inches 
long  is  satisfactory  and  actually  has  less  deviation 
when  advanced  through  the  tissues. 
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AMA  to  recruit  doctors 
for  work  in  shortage  areas 

The  American  Medical  Association  has  agreed  to 
begin  recruiting  mid-career  physicians  for  two-year  as- 
signments in  the  National  Health  Service  Corps 
(NHSC). 

This  is  one  of  several  new  or  expanded  functions 
spelled  out  in  the  NHSC’s  second  contract  award  to 
Project  USA,  an  AMA-sponsored  enterprise  that  has 
been  working  with  the  Corps  since  late  1972. 

The  new  contract,  retroactive  to  last  December  31, 
runs  through  June,  1975. 

The  NHSC  is  a federal  program  that  places  physi- 
cians and  other  health  professionals  in  areas  of  critical 
need,  urban  as  well  as  rural.  Corps  volunteers  generally 
serve  about  two  years,  though  some  elect  to  settle  per- 
manently in  (heir  assigned  communities. 

Up  to  now,  Project  USA  has  helped  the  Corps  find 


short-term  replacements  for  NHSC  physicians  wht 
leave  their  assigned  communities  to  take  vacations  o: 
pick  up  postgraduate  educational  credits.  Working 
from  a pool  of  several  hundred  potential  volunteers,  th( 
project  has  filled  52  vacancies  to  date. 

The  short-term  recruiting  function  will  continue,  witl 
physician  volunteers  now  financed  directly  by  Projec 
USA  rather  than  the  federal  government.  Under  th< 
new  contract,  Project  USA  also  will  become  involved  it 
long-term  recruiting. 

The  Corps  traditionally  has  attracted  young  physi 
dans,  those  just  out  of  residency  or  just  out  of  the  mili 
tary.  But  apparently  there  is  feeling  that  some  olde 
physicians,  already  established  in  practice,  might  also  b 
willing  to  accept  the  challenge  of  a two-year  minimur 
commitment. 

These  may  be  physicians  who  are  looking  for  a chang 
in  life  style,  but  who  are  reluctant  to  build  a new  medi 
cal  practice  from  scratch. 
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Since  the  introduction  of  antituberculous  drugs 
there  has  been  a tremendous  decrease  in  the  num- 
ber of  patients  with  active  pulmonary  tuberculosis. 
In  the  large  cities,  however,  pockets  persist  where 
tuberculosis  has  remained  a significant  problem; 
these  areas  correspond  to  the  crowded,  low-income 
districts.1,2  The  same  districts  often  have  a high 
prevalence  of  alcoholism  and  drug  addiction.  Of 
the  tuberculous  patients  admitted  to  the  chest  ser- 
vice of  Van  Etten  Hospital,  The  Bronx,  New  York, 
at  least  40  per  cent  are  severely  alcoholic,  and  8 
per  cent  admit  to  using  heroin.  For  the  heroin  ad- 
dict with  tuberculosis,  a special  methadone-main- 
tenance clinic  offers  an  opportunity  to  provide 
treatment  for  both  conditions.3  The  methadone- 
maintenance  patient  receives  supervised  adminis- 
tration of  methadone,  and  chemotherapy  for  tu- 
berculosis is  given  at  the  same  time.  Successful 
treatment  for  tuberculosis  was  reported  in  77  per 
cent  of  heroin  addicts  on  methadone  mainte- 
nance.3 Unfortunately,  there  is  no  corresponding 
approach  for  alcoholic  patients  with  tuberculosis. 
The  alcoholic,  tuberculous  patient  offers  a chal- 
lenge to  the  modern  principles  of  the  treatment  of 
tuberculosis,  mainly  short-term  hospitalization 
followed  by  prolonged  ambulatory  administration 
of  drugs. 

The  home-care  division  of  Van  Etten  Hospital 
provides  ambulatory  care  for  tuberculous  patients; 
this  offered  an  opportunity  to  evaluate  the  efficacy 
of  the  antituberculous  treatment  in  patients  who 
were  severely  alcoholic.  It  receives  patients  either 
directly  from  the  ward  service  or  as  referrals  from 
outpatient  services  when  they  encounter  difficul- 
ties in  the  management  of  patients.  The  home- 
care  program  is  basically  an  intensive  clinic-super- 


The  ambulatory  treatment  of  tuberculous  patients 
suffering  from  alcoholism,  a frequent  combination 
in  large  cities,  is  difficult.  Of  38  alcoholic  tubercu- 
lous patients,  initially  hospitalized  at  Van  Etten 
Hospital,  Bronx,  N.Y.,  34  (89  per  cent)  could  be 
maintained  on  treatment  for  a minimum  period  of 
eighteen  months.  Four  patients  were  lost  to  fol- 
low-up care  with  less  than  one  and  one-half  years 
of  treatment,  but  all  38  patients  had  sputum  cul- 
tures negative  for  tubercle  bacilli  at  the  end  of  the 
observation  period.  Three  patients  died,  none 
from  tuberculous  disease.  Rehospitalization,  usu- 
ally for  a short  period,  was  necessary  in  half  the 
patients,  mainly  for  reasons  connected  with  the  al- 
coholic problem.  Three  patients  experienced  tem- 
porary relapse  of  the  tuberculous  disease  which 
was  readily  controlled  during  rehospitalization.  It 
is  desirable  to  have  available  a staff  trained  in  the 
management  of  tuberculosis  and  alcoholism,  in 
well  equipped  outpatient  departments  with  back- 
up hospital  facilities  for  acute  alcoholic  problems 
in  order  to  facilitate  keeping  the  patients  on  am- 
bulatory care  for  an  adequate  period  of  treatment. 


vision  facility,  with  extension  of  services  into  the 
home  when  necessary  and  with  ready  availability 
of  rehospitalization  for  all  medical  conditions  in- 
cluding complications  of  alcoholism  or  acute  intox- 
ication. Efforts  were  made  to  bring  tuberculous 
patients  who  are  alcoholics  to  the  clinic  for  super- 
vised administration  of  medication  five  times  a 
week,  Monday  through  Friday.  This  schedule  was 
kept  up  until  extension  of  intervals  of  clinic  visits 
seemed  to  be  reasonable  in  the  opinion  of  the  staff 
members.  This  regimen  offered,  in  addition  to  su- 
pervised drug  administration,  the  opportunity  to 
gain  the  patients’  confidence  and  to  establish  a 
positive  relationship  between  the  patients  and  the 
staff:  the  social  workers  and  the  nursing  staff,  in 
particular.  With  the  assistance  of  a social-work 
student,  weekly  group  meetings  were  held  for  the 
alcoholic  patients;  usually  5 to  7 patients  attended 
such  meetings.  Clinic  visits  were  facilitated  by 
the  provision  of  transportation  in  a station  wagon 
assigned  full  time  to  the  program.  The  driver  and 
the  car  attendant,  a worker-patient,  were  very 
helpful  in  locating  patients  not  found  at  home,  be- 
cause they  were  familiar  with  the  neighborhood. 
Very  often  they  provided  information  as  to  where 
a patient  could  be  found,  which  place  could  be  a 
friend’s  house  or  a bar.  If  patients  were  unable  to 
come  to  the  clinic,  home  delivery  of  medication 
was  arranged.  Some  alcoholic  patients  were  will- 
ing to  assist  in  the  daily  clinic  activities,  as  mes- 
sengers, for  instance,  and  received  free  meals  or  a 
few  dollars  as  compensation  for  their  services. 
The  medical  care  was  essentially  the  standard  one 
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for  ambulatory  care  of  tuberculous  patients.  In 
the  early  stages,  patients  had  monthly  roentgeno- 
gram examinations  and  frequent  sputum  tests. 
Liver-function  tests  and  blood  counts  were  done 
monthly  for  the  first  few  months,  and  then  at  long- 
er intervals,  as  indicated.  Elevations  of  the  serum 
glutamic  oxaloacetic  transaminase  (SGOT)  were 
not  uncommonly  found  in  asymptomatic  patients, 
particularly  after  weekends  and  holidays.  In  the 
vast  majority  of  cases,  they  could  be  ascribed  to 
the  alcohol  intake  and  were  not  related  to  the 
medication.  Elevation  of  the  serum  glutamic  ox- 
aloacetic transaminase  above  100  Karmen  units 
was  followed  by  careful  and  frequent  observation 
of  liver  function  tests,  physical  signs  and  symp- 
toms, and  was  coupled  with  frank  discussions  of 
the  medical  problem  with  the  patient.  It  was 
rarely  necessary  to  ' change  the  antituberculous 
medication  because  of  liver  problems  secondary  to 
alcoholism. 

A patient  in  poor  physical  condition  due  to 
acute  or  chronic  alcohol  intoxication  was  hospital- 
ized as  a short-term  admission  on  the  chronic  tu- 
berculosis service.  When  a detoxification  ward 
became  available,  patients  were  hospitalized  on 
the  specialized  service  for  one  week  and  were  then 
asked  to  attend  the  weekly  alcoholic  group  meet- 
ings. 

Patients  with  medical  and  surgical  complica- 
tions, such  as  pancreatitis  or  fractures,  were  ad- 
mitted to  the  appropriate  hospital  service.  Dur- 
ing such  periods,  contact  was  maintained  with  the 
patient  and  the  hospital  staff  to  insure  continuity 
of  service. 

In  spite  of  intensive  efforts  to  keep  the  patients 
under  continuous  antituberculous  medication, 
many  problems  were  encountered.  Quite  often,  a 
patient  went  on  a drinking  spree  and  could  not  be 
located  readily.  If,  in  spite  of  patient  and  under- 
standing efforts,  satisfactory  ambulatory  treat- 
ment was  not  likely  to  be  achieved,  rehospitaliza- 
tion was  arranged  for. 

During  a period  of  one  and  one-half  years,  38 
patients  with  active  pulmonary  tuberculosis  and 
severe  alcoholism,  according  to  the  consensus  of 
the  social  worker  and  the  nursing  and  medical 
staff,  were  referred  from  the  tuberculosis  ward  to 
the  home-care  division  for  intensive  follow-up 
care.  Almost  all  these  patients  received  support 
from  the  human  resource  administration  of  New 
York  City.  The  patients  lived  in  various  districts 
of  The  Bronx,  not  in  a specific  “skid-row”  area. 
As  a matter  of  fact,  they  appeared  to  differ  some- 
what from  the  skid-row  inhabitant  because  they 
were  usually  quite  neatly  dressed  and  some  had  a 
family-like  setup,  although  instability  of  the  home 
situation  was  encountered  frequently.  There  were 
also  many  women,  13  out  of  38  patients,  in  this 
group.  Two  patients  were  under  the  age  of  thirty, 
13  between  thirty  and  thirty-nine  years,  and  23 
were  forty  years  or  older.  Twenty-four  patients, 


TABLE  I.  Extent  of  pulmonary  disease 


Extent  of  Tuberculosis 

Number  of 
Patients 

Far  advanced 

18 

Moderately  advanced 

16 

Minimal  with  pleural  effusion 

3 

Miliary* 

1 

Total 

38 

* Status  postpneumonectomy,  miliary  disease  in  remaining  lung. 


64  per  cent,  were  black,  7,  18  per  cent,  were  Puerto 
Rican,  5,  13  per  cent,  were  white,  and  2,  5 per  cent, 
were  from  South  America.  The  extent  of  the  tu- 
berculous disease  is  given  in  Table  I.  Most  pa- 
tients had  advanced  pulmonary  tuberculosis. 
Twenty-four  patients,  64  per  cent,  were  newly 
diagnosed  cases  of  tuberculosis,  and  14,  36  per 
cent,  were  retreatment  cases.  Two  thirds  of  the 
patients  were  acutely  ill  on  admission  to  the  hospi- 
tal; 14,  37  per  cent,  had  hemoptysis,  6,  16  per  cent, 
were  febrile,  and  another  5,  13  per  cent,  had  fever 
and  hemoptysis.  Significant  complicating  condi- 
tions were  found  in  22  patients,  10  patients  had  a 
psychiatric  or  neurologic  diagnosis,  primarily  sei- 
zure disorders,  7 had  a history  of  peptic  ulcer  or 
gastrectomy,  2 had  diabetes,  and  3 another  major 
disease.  The  period  of  hospitalization  prior  to  re- 
ferral for  ambulatory  care  was  less  than  one  month 
in  10  patients,  26  per  cent,  from  one  to  three 
months  in  14  patients,  37  per  cent,  and  three 
months  or  longer  in  another  14  patients,  37  per 
cent.  In  newly  diagnosed  patients,  treatment  con- 
sisted usually  of  a combination  of  isoniazid,  450 
mg.  per  day,  and  ethambutol  hydrochloride,  25 
mg.  per  kilogram  once  daily,  the  latter  being  re- 
duced to  15  mg.  per  kilogram  after  three  months. 
Several  patients  received,  in  addition,  streptomy- 
cin, 1 Gm.  daily  for  several  weeks.  Retreatment 
cases  received  various  combinations  of  drugs  ac- 
cording to  the  result  of  sensitivity  studies.  Isonia- 
zid, ethambutol  hydrochloride,  pyrazinamide,  and 
streptomycin  were  used  on  an  intermittent  sched- 
ule in  several  patients,  two  or  three  times  a week, 
administered  under  clinic  supervision  as  advocat- 
ed by  Onstad.4  When  rifampin  became  available, 
it  was  used  at  a dosage  of  600  mg.  daily  in  a num- 
ber of  patients. 

Follow-up  observation 

The  period  of  patient  observation  is  given  in 
Table  II.  Two  patients  were  lost  from  follow-up 
observation  within  a year  and  another  2 patients 
after  fifteen  months  of  treatment.  The  remaining 
34  patients,  89  per  cent,  received  treatment  for  at 
least  eighteen  months,  in  26,  69  per  cent,  of  the  38 
patients,  observation  data  were  available  extend-  I 
ing  over  a minimum  of  two  years;  readmission  was 
often  necessary  in  this  patient  group.  Nineteen,  ; 
50  per  cent,  of  the  38  patients  had  to  be  rehospital-  I 
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TABLE  II.  Period  of  observation 


TABLE  III.  Rehospitalization 


Number 

of 

Time 

Patients 

Less  than  one  year 
Twelve  to  seventeen  months 

2 

2 

Eighteen  to  twenty-three  months 

8 

Twenty-four  to  twenty-nine  months 

14 

Thirty  to  thirty-five  months 

6 

Thirty-six  months  or  more 

6 

Total 

38 

ized,  accounting  for  22  hospital  admissions.  The 
reasons  for  rehospitalization  are  given  in  Table  III. 
One  patient  accounted  for  three  rehospitalizations: 
for  acute  alcoholism,  reactivation  of  tuberculosis, 
and  injury;  another  was  hospitalized  twice  for  re- 
spiratory failure.  Three  patients  died,  1 from  cir- 
rhosis of  the  liver,  1 from  cancer  of  the  upper  gas- 
trointestinal tract,  and  1 from  a fall  from  a win- 
dow. The  deaths  occurred  in  the  twenty-fourth, 
twenty-eighth,  and  thirty-eighth  month  of  obser- 
vation, respectively.  Seven  rehospitalizations 
were  due  to  acute  alcoholism,  and  several  injuries 
I leading  to  hospitalization  were  acquired  when  the 
patients  were  intoxicated.  Thus,  alcoholism  was 
the  most  common  cause  requiring  rehospitaliza- 
tion. The  three  rehospitalizations  due  to  tubercu- 
lous disease  were  due  in  1 case  to  a sputum  report 
positive  for  tubercle  bacilli  in  the  course  of  an  in- 
tercurrent pneumonia;  in  the  second  case,  reacti- 
vation occurred  when  the  patient  lapsed  many  vis- 
its during  an  extended  period  of  drinking  and  de- 
pression; and  in  the  third  case,  roentgenographic 
extension  of  the  lesion  was  noted  when  the  patient 
went  on  a prolonged  drinking  spree  shortly  after 
discharge  from  the  hospital.  In  the  evaluation  of 
the  treatment  for  tuberculosis  it  was  assumed  in 
accordance  with  a recent  report  that  a minimum 
period  of  eighteen  months  of  medication  following 
conversion  of  sputum  can  be  considered  satisfacto- 
ry.0 These  conditions  were  fulfilled  by  34,  89  per 
cent,  of  the  38  patients,  although  in  3 patients  only 
after  a period  of  rehospitalization  as  described 
previously  in  the  discussion  on  readmission.  The 
4 patients  with  whom  contact  was  lost  within  a 
year  and  one-half  after  the  start  of  treatment  were 
considered  treatment  failures,  although  all  4 pa- 
tients had  several  negative  sputum  cultures  when 
last  seen.  Among  the  34  patients  who  had  a mini- 
mum of  eighteen  months  of  treatment,  the  clinic 
attendance  of  7 was  irregular  and  their  coopera- 
tion was  therefore  considered  poor.  However,  the 
tuberculous  condition  was  brought  under  control 
in  all  7 patients  and  remained  so  after  a minimum 
observation  period  of  eighteen  months.  One  of 
the  7 patients  died  two  years  after  the  initial  diag- 
nosis from  cirrhosis  of  the  liver,  with  the  pulmo- 
nary condition  inactive.  The  group  of  patients 
with  a history  of  irregular  clinic  attendance  may 


Number 

of 

Rehos- 

pital- 


iza- 

Reason  tions 


Acute  alcoholism  7 

Tuberculosis  3 

Nontuberculous  pulmonary  condition*  5 

Injuries!  5 

Other  2 

Total  22 


* Pneumonia,  bronchiectasis,  aspergilloma,  respiratory  failure. 

t Fractures,  gunshot  wound,  fall  from  window. 

warrant  chemotherapy  beyond  the  generally  rec- 
ommended period  of  two  years. 

While  the  main  purpose  of  the  program  was  to 
insure  continuity  of  care  for  the  tuberculous  pa- 
tients, the  intensive  contact  and  the  group  work 
with  the  alcoholic  patients  seem  to  have  benefited 
both  conditions.  Of  the  38  alcoholic  and  tubercu- 
lous patients,  7 now  abstain  from  alcohol  intake 
completely  and  another  7 patients  drink  signifi- 
cantly less.  In  these  14  patients,  tuberculosis  and 
alcoholism  are  well  controlled,  and  3 of  the  pa- 
tients hold  on  to  a steady  job. 

Comment 

The  combination  of  alcoholism  and  tuberculosis 
offers  a challenge  to  treatment  because  patients 
often  fail  to  take  the  prescribed  medication  regu- 
larly and  frequently  miss  clinic  appointments,  re- 
sulting in  inadequate  treatment.  The  physician 
who  takes  care  of  the  tuberculous  patient  has  the 
obligation  to  insure  complete  treatment  because 
failure  to  do  so  may  endanger  not  only  the  pa- 
tient’s health  but  also  expose  his  contacts  to  po- 
tential infection.  The  highest  percentage,  50  per 
cent,  of  insufficient  treatment,  as  reported  from 
Denmark,  is  encountered  in  unmarried  men  who 
abuse  alcohol.6  When  alcoholic  tuberculous  pa- 
tients live  in  a limited  “skid-row  area,”  services 
can  be  brought  to  the  district,  and  continuity  of 
treatment  can  be  accomplished  in  a large  number 
of  patients.7  When  the  patients  live  in  homes  dis- 
persed over  a wide  area,  usually  corresponding  to 
low-income  districts,  special  efforts  have  to  be 
made  to  accomplish  continuity  of  treatment.  The 
clinic  staff  has  to  reach  out  to  get  the  patients  to 
the  clinic  and,  when  necessary,  deliver  treatment 
to  the  patients’  home;  they  have  to  be  experienced 
in  their  approach  to  the  alcoholic  patient.  The 
staff  must  be  particularly  flexible  in  the  method  of 
approach  to  the  alcoholic  and  must  avoid  a puni- 
tive attitude;  the  alcoholic  tuberculous  patient 
should  not  be  managed  by  standard  rules  and  reg- 
ulations. Specially  trained  personnel  and  ancil- 
lary facilities  should  be  available  to  the  clinic, 
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which  treats  alcoholic  tuberculous  patients  wheth- 
er or  not  the  clinic  is  located  in  the  outpatient  de- 
partment of  a general  hospital  or  in  a separate 
chest  clinic.  If  the  facilities  for  the  treatment  of 
tuberculosis  are  augmented  by  measures  to  treat 
the  alcoholic  condition,  such  as  a workshop,  a half- 
way house,  and  group  work,  a higher  success  rate 
will  result. 

Department  of  Medicine 
Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
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Home  vs  hospital  treatment 
of  TB  patients 

Tuberculosis  patients  being  treated  at  home  need  not 
fear  infecting  their  families  after  initiation  of  anti-TB 
therapy,  according  to  two  leading  TB  authorities  who 
conducted  a study  of  household  contacts  in  Baltimore. 

Richard  L.  Riley,  M.D.,  chairman  of  the  Department 
of  Environmental  Medicine  at  Johns  Hopkins  Universi- 
ty and  Allan  S.  Moodie,  M.D.,  former  director  of  com- 
municable diseases,  Baltimore  City  health  department, 
today  described  their  investigation  at  the  joint  annual 
meeting  of  the  American  Lung  Association  and  its  medi- 
cal section,  the  American  Thoracic  Society  in  Cincin- 
nati. 

Out  of  80  family  members  given  TB  skin  tests  at  in- 
tervals for  a year,  26  were  exposed  to  patients  who  con- 
tinued to  live  at  home  during  treatment.  The  study 
failed  to  uncover  a single  instance  of  TB  infection  being 
transmitted  in  the  home  after  the  initiation  of  drug 
treatment.  By  contrast,  16  out  of  the  80  family  mem- 
bers were  infected  during  a two-months  period  before 
initiation  of  drug  treatment,  Dr.  Riley  said. 

The  TB  skin  test  indicates  whether  the  tuberculosis 
germ  has  ever  entered  the  body.  All  80  family  members 
had  negative  reactions  to  tests  administered  shortly 
after  the  discovery  of  active  TB  in  a family  member. 

Because  there  is  an  interval  of  pne  to  two  months  be- 
tween infection  with  the  TB  bacillus  and  conversion  of 
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the  skin  test  to  positive,  these  family  contacts  were  re- 
tested at  two,  four,  six,  twenty,  and  fifty-two  weeks  after 
the  initial  test. 

Eleven  of  the  80  initially  negative  household  contacts 
converted  to  positive  at  the  two  or  four-weeks  tests,  in- 
dicating unequivocally  that  infections  took  place  a 
month  or  two  before  treatment  of  the  index  case  was 
begun,  Dr.  Riley  said.  Of  7 others  who  converted  at 
twenty  weeks,  5 were  contacts  of  hospitalized  patients 
and  presumably  were  infected  before  initiation  of  treat- 
ment. Two  other  conversions  were  ambiguous  because 
of  exposure  to  more  than  one  person  with  active  disease.  J 

Because  the  number  of  contacts  who  have  completed 
the  TB  test  series  is  small,  the  study  is  being  continued. 
Dr.  Riley  said.  But  the  absence  of  infection  of  contacts 
after  initiation  of  chemotherapy  provides  strong  evi- 
dence for  the  rapid  disappearance  of  the  patient’s  infec- 
tiousness once  chemotherapy  has  begun. 

Part  of  a joint  Johns  Hopkins-Baltimore  City  Healif 
Department  study  of  tuberculosis  in  inner  city  homes 
t hese  results  also  add  weight  to  earlier  findings  that  TE 
patients  can  be  treated  as  effectively  at  home  as  in  the 
hospital,  so  long  as  there  are  no  other  complicating  dis 
eases,  Dr.  Riley  said. 

He  said  the  study  is  leading  to  increased  emphasis  oi 
home  treatment  in  the  Baltimore  TB  control  program 
with  substantial  savings  realized  in  the  cost  of  patien 
care  with  the  reduced  hospitalization. 
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Chromosome  damage  similar  to  that  caused  by  ra- 
diation was  discovered  in  the  cultured  lympho- 
cytes of  a radiation  worker  and  his  family  who 
were  exposed  to  americium  for  several  years. 


source,  a thin  metal  disk  reportedly  returned  to 
the  vendor  six  years  ago,  had  a source  strength  of 
10  me.  when  analyzed  by  the  U.S.  Atomic  Energy 
Commission.  The  immediate  and  apparently  sec- 
ondary source  was  a metal  slide  contaminated  with 
about  49  microcuries  of  americium-241,  stored  in  a 
chest  drawer  in  the  home.  Fixed  and  removable 
alpha  activity  and  from  three  to  five  times  the 
maximum  permissible  counts  in  air  for  nonoccupa- 
tional  workers  were  found  in  the  home.  Inhala- 
tion was  the  most  likely  source  of  exposure,  but  in- 
gestion cannot  be  entirely  excluded  since  clothes, 
books,  furniture,  and  floors  were  also  contaminat- 
ed. Body  burdens  of  the  man,  his  wife,  son,  and 
college-student  daughter  were  65  to  89,  13,  40  to 
93,  and  6.5  nanocuries,  respectively. 


a Director,  Biochemical  Medical  Genetics  Laboratory. 
b Senior  Bacteriologist. 


Cytogenetic  damage  from  americium,  a long- 
lived  radionuclide  which  deposits  in  skeleton, 
liver,  and  soft  tissue  organs,  has  not  yet  been  de- 
scribed in  man.1"4  We  examined  the  blood  of  a 
fifty-seven-year-old  radiation  worker  and  his  fami- 
ly who  had  been  exposed  to  americium  for  several 
years  and  found  chromosome  damage  resembling 
that  from  other  types  of  radiation.5 


Source 


i- 


The  circumstances  leading  to  the  exposure  and 
its  discovery  have  been  described  and  are  reca- 
pitulated in  this  report.5  The  family,  especially  the 
father  and  ten-year-old  son,  may  have  been  con- 
taminated by  the  alpha-emitting  radionuclide 
* from  a source  used  in  the  father’s  private  experi- 
mental work  begun  seven  years  ago.  The  primary 
?c 


d, 


Findings 

The  leukocyte  and  differential  counts  of  the  fa- 
ther’s blood,  measured  on  several  occasions  by  the 
family  physician  during  the  course  of  our  cyto- 
genetic study,  were  within  normal  limits  and,  dur- 
ing a recent  minor  infection,  were  as  follows: 
white  blood  cell  count,  9,  700  cells  per  cubic  milli- 
meter, with  66  per  cent  neutrophils,  30  per  cent 
lymphocytes,  3 per  cent  monocytes,  and  1 per  cent 
eosinophils.  The  hemotocrit  value  was  45,  and  the 
hemoglobin  was  15  mg.  per  100  ml. 

A month  after  the  external  exposure  was  discon- 
tinued, we  cultured  heparinized  blood  samples  for 
seventy-two  hours  at  37°C.,  stopped  mitoses  with 
Colcemid,  and  prepared  air-dried  spreads.6  Pho- 
tographs of  the  metaphases,  taken  with  a Zeiss 
photoscope  on  35  mm.  Kodak-X-Pan  film,  were 
enlarged  seven  times  and  examined  for  cytogenetic 
abnormalities.  The  aberrations  in  50  prints  per 
person  were  scored  according  to  published  crite- 
ria78 and  compared  with  the  frequency  in  healthy 
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TABLE  I.  Chromosomal  aberrations  in  leukocytes 

. — Aberrations- 


Number  Number  of  Isochro- 

Aneu-  - — Number  of  Cells  with  Breaks — . - — Chromosomes — - mosome 


Identification 

Number 
of  Cells 

ploid 

±46 

Chromatid 

Chromo- 

some 

Trans- 

verse 

Dicentric 

Translo- 

cation 

F rag- 
ments 

“Min- 

utes” 

Propositus 

59 

9 

2 

i* 

4* 

2 

1 

1 

0 

Wife 

50 

9 

3 

i 

3f 

0 

1 

3f 

1 

Son 

58 

12 

4 

2 

0 

1 

0 

2 

0 

Daughter 

46 

18 

1 

0 

0 

0 

0 

0 

0 

Normal  values9 

50 

13 

1 to  3 

0 

0 

0 

0 

0 

0 

* More  than  one  break  per  cell. 

t The  same  aberration  in  two  cells  is  entered  in  two  columns  as  the  fragments  may  have  resulted  from  transverse  breaks. 
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persons  in  our  laboratory  and  elsewhere. 7-9 

Metaphases  were  usually  euploid,  except  those 
from  the  daughter,  many  of  which  were  irregularly 
hypodiploid  (Table  I). 

Cells  with  chromatid  breaks  occurred  with  equal 
frequencies  in  both  family  and  controls. 

Occasional  cells  from  all  but  the  daughter  con- 
tained isochromosome  breaks  and  fragments  and 
dicentric  chromosomes,  two  forms  of  chromosome 
damage  associated  with  exposure  to  radiation7’8’10 
and,  in  our  experience,  found  only  in  cultures  from 
irradiated  tissue9  or  persons.11  Chromosomes 
with  translocated  isochromosome  fragments,  re- 
sembling satellites,  were  seen  in  a few  cells  from 
the  man  and  his  wife,  as  were  chromosomes  with 
transverse  breaks  at  the  centromere. 

On  the  whole,  the  family’s  cytogenetic  damage 
resembled  that  formed  after  therapeutic  or  acci- 
dental radiation  to  the  skeleton  by  external 
sources  of  beta  or  x-rays,10  despite  americium’s 
differences  in  radiations,  targets  in  the  body,  and 
half-life.  Transverse  breakage  at  the  centromere 
may  also  be  associated  with  the  nuclide’s  deposi- 
tion and  emission,  as  suggested  by  the  occurrence 
of  the  aberration  in  Bloom’s  syndrome,  a multisys- 
tem genodermatosis  with  exacerbations  triggered 
by  sunlight  and  a potential  for  myelocytic  leu- 
kemia.12-15 

The  scarcity  of  damaged  cells  may  be  related  to 
the  low  body  burdens  carried  or  to  the  nature  of 
Am241  radiation,  especially  its  short  penetrance 
and  deposition  chiefly  in  liver,  rather  than  skele- 
ton, the  site  of  erythropoiesis  and  myelogenesis.1 

Summary 

Small  numbers  of  leukocytes  with  cytogenetic 
damage  were  found  in  blood  cultures  from  a man, 
his  wife,  and  son,  all  of  whom  had  been  exposed  to 
americium  for  several  years.  The  damage  resem- 
bled that  from  other  types  of  radiation  or  radia- 
tion-associated diseases. 
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Childhood  lead  poisoning  is  an  important  public 
health  problem,  particularly  for  children  with  pica 
who  live  in  decayed  housing.  Blood-lead  levels 
are  the  best  accepted  indicator  of  lead  poisoning 
and  are  used  in  most  screening  programs.1 

Analytic  procedures  for  determining  blood-lead 
levels  can  be  conveniently  classified  into  macro- 
procedures, such  as  solvent  extraction  with  flame 
atomic  absorption2-5  and  colorimetry  using  dithi- 
zone,6-9  and  microprocedures,  including  anodic 
stripping  voltammetry10’11  and  atomic  absorption 
spectrometry  using  a Delves12  cup,13’14  carbon 
rod,15-16  sampling  boat,17  and  tantalum  strip  atom- 
ization techniques.18-19 

Macroprocedures  require  at  least  1-ml.  samples 
and  hence  venipuncture  collection.  Microproce- 
dures require  less  than  100-microliter  samples, 
which  make  fingerprick  collection  possible.  In 
general,  field  personnel  strongly  prefer  the  latter, 
partly  because  it  is  much  less  traumatic  than  veni- 
puncture and  partly  because  a vein  is  often  diffi- 
cult to  find  in  children  under  two  years  old. 

For  mass  screening  programs  using  fingerprick 
samples  there  are  two  major  technical  problems: 

* Supported  in  part  by  research  grant  5 SOI  RR05649-04 
from  the  National  Institutes  of  Health. 


A mass  screening  procedure  for  lead  poisoning  is 
described.  Capillary  blood  is  collected  from  the 
finger,  which  has  been  spray-coated  with  collodion 
to  minimize  contamination  A 50-microliter  ali- 
quot is  diluted  and  analyzed  using  a computer- 
controlled  atomic  absorption  spectrometer.  This 
simple,  rapid,  reliable  procedure  has  been  in  rou- 
tine use  by  over  50  health  service  agencies  in  New 
York  State  since  January,  1973. 


(1)  development  of  a reliable  sampling  procedure 
which  yields  blood  samples  free  of  contamination 
by  environmental  lead  when  collected  by  various 
field  personnel,  and  (2)  development  of  a reliable, 
precise,  and  efficient  technique  for  blood-lead 
analysis  using  microsamples. 

In  this  report,  we  discuss:  (1)  an  improved  sam- 
ple collection  procedure,  in  which  the  finger  is 
spray  coated  with  collodion  solution  prior  to  punc- 
ture; this  minimizes  sample  contamination  by  lead 
in  sweat  and  surface  particulates  and  is  more  effi- 
cient than  scrubbing  and  washing  procedures,  such 
as  those  used  by  Rosen20  and  Marcus,21  and  (2)  a 
Delves  cup  atomic  absorption  procedure  for  blood- 
lead  analysis,  measuring  integrated  rather  than 
peak  absorbance  and  with  automated  quality  con- 
trol and  computation. 

This  collection  and  analysis  system  is  now  in 
routine  use  in  the  State  of  New  York  Department 
of  Health  lead  poisoning  control  program. 

Materials  and  methods 

Fingerprick  sample  collection  equipment. 

The  equipment  needed  for  fingerprick  sample  col- 
lection includes  capillary  tubes,  100  microliters; 
vinyl  plastic  putty  (Critoseal);  hematocrit  tube 
closures  (Critocaps);  sterile  alcohol  pads;  sterile 
gauze  pads;  lance;  and  collodion  aerosol  spray  can, 
6 ounces,  developed  at  our  laboratory. 

All  materials  must  be  tested  for  lead  contamina- 
tion prior  to  use.  In  our  system  a sample  is  taken 
from  each  batch  and  soaked  overnight  in  a 1 per 
cent  ammonium  pyrrolidine  dithiocarbonate  solu- 
tion, and  the  supernatant  is  analyzed  for  lead  after 
extraction  into  methyl  isobutyl  ketone.  Materials 
are  then  packed  into  polyethylene  bags  under 
dust-free  conditions  by  personnel  wearing  surgical 
gloves. 

Sample  collection  procedure.  The  patient 
and  sampler  should  wash,  rinse,  and  dry  their 
hands.  The  sampler  then  proceeds  as  follows: 

1.  Grasp  the  patient’s  right  hand,  with  the  pa- 
tient’s palm  upward  and  the  sampler’s  thumb  across 
the  top  of  the  patient’s  fingers. 

2.  Using  the  alcohol  swab,  scrub  the  lateral  por- 
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tion  of  the  distal  phalanx  of  the  third  finger  for  ten 
seconds. 

3.  Briefly  shake  the  aerosol  can;  then  spray  a thin 
coating  onto  the  entire  skin  area  which  could  contact 
the  blood. 

4.  Allow  fifteen  seconds  to  dry. 

5.  Strike  the  lateral  portion  of  the  distal  phalanx 
with  the  lance. 

6.  Wipe  off  the  first  drop  of  blood  with  the  gauze 
pad;  then  invert  the  patient’s  hand  so  that  the  droplet 
hangs  from  the  finger. 

7.  Pick  up  a capillary  tube  at  the  middle  to  avoid 
contamination;  and,  pointing  it  slightly  downward  to 
avoid  air  bubbles,  touch  it  against  the  blood  droplet. 

8.  Gently  squeeze  the  patient’s  fingers  to  induce 
blood  flow. 

9.  Fill  the  tube  to  at  least  80  per  cent  full;  then 
gently  rock  it  back  and  forth  to  mix  the  blood  with 
the  anticoagulant. 

10.  Seal  the  tube  with  clay  seal  at  one  end,  and 
then  place  a hematocrit  tube  closure  on  the  other  end. 

11.  Collect  a second  sample  in  the  other  capillary 
tube,  place  the  tubes  in  a labeled  sample  bag,  and 
mail  sample  bags  and  report  forms  to  the  laboratory. 

Note:  after  each  sampling  session,  the  collodion 
can  nozzle  should  be  cleared  out  by  inverting  it 
and  briefly  blowing  it  out  with  propellant. 

Analysis 

Standards.  Aqueous  lead  standards  containing 
20,  30,  40,  and  60  micrograms  of  lead  per  100  ml., 
respectively,  were  prepared  by  adding  100  microli- 
ters of  aqueous  solutions  containing  10,  15,  20,  and 
30  micrograms  of  lead  per  milliliter,  respectively, 
to  4.9  ml.  of  deionized  water. 

Whole-blood  standards  containing  physiologi- 
cally bound  lead  are  used  as  calibration  standards. 
These  were  obtained  from  human  blood  samples 
submitted  to  our  laboratory  for  analysis  and  ana- 
lyzed by  a Hessel5  solvent-extraction  atomic-ab- 
sorption procedure. 

Preparation  of  samples  and  standards.  All 

preparation  procedures  are  carried  out  in  a clean 
laminar  air  flow  hood.*  Care  is  taken  to  ensure 
that  samples,  cups,  and  dispenser  tips  are  not 
touched  or  unnecessarily  exposed  to  ambient  air. 

Standards  and  samples  are  thoroughly  shaken 
on  a vortex  mixer, t and  50-microliter  portions  are 
dispensed  with  Eppendorf  pipets**  into  diluting 
wells  containing  200  microliters  of  water.  Blood  is 
thoroughly  rinsed  from  the  pipet  tip  by  repeated 
emptying  and  filling.  Four  50-microliter  portions 
are  then  dispensed  into  Delves  cups  and  dried  at 
140°C.  for  eight  minutes. 

Instrumentation.  The  automated  atomic-ab- 
sorption spectrometer  and  computer  system  has 
been  described  elsewhere.22  This  system  mea- 
sures and  prints  out  integrated  absorbance,  peak 
absorbance,  and  peak  position.  It  has  a fixed  time 

* Microvoid  II,  Air  Control,  Norristown,  Pennsylvania. 
f Vortex-Genie,  Fisher  Scientific  Company,  Springfield, 
Massachusetts. 

**  Will  Scientific  Company,  Rochester,  New  York. 


constant  of  30  msec.,  which  is  satisfactory  for  inte- 
grated absorbance  measurements  but  below  the 
optimum  value  (about  100  msec.)  for  peak  absorb- 
ance measurements. 

Quality  control  procedures.  Microlead  pro- 
cedures are  prone  to  error  arising  from  contamina- 
tion by  air  particulates,  sweat,  and  other  materials 
which  contain  lead.  Preliminary  work  showed 
that  about  one  spectrometric  measurement  in  ten 
had  a gross  positive  bias.  These  unsatisfactory 
data  are  eliminated  from  the  calibration  data  as 
follows:  initially,  four  standards  and  a blank  are 
measured  in  duplicate.  The  computer  computes 
both  a curve  of  best  fit,  using  a least  squares  meth- 
od, and  the  curve  correlation  coefficient.  It  then 
rejects  the  points  least  conforming  to  the  curve 
until  a minimum  acceptable  correlation  coefficient 
(0.98)  with  a minimum  of  five  calibration  points  is 
reached.  Otherwise  the  computer  rejects  the  full 
set  of  measurements,  the  problem  is  diagnosed  and 
solved,  and  the  calibration  procedure  is  repeated. 

Samples  are  then  analyzed  in  quadruplicate. 
The  mean  integrated  absorbance  is  computed,  and 
any  value  lying  outside  an  arbitrarily  selected 
range  (plus  or  minus  20  per  cent)  is  rejected.  The 
mean  absorbance  is  recomputed,  and  the  blood- 
lead  concentration  is  calculated  and  printed  out. 

Evaluation  of  samples 
collected  by  venipuncture 

Venipuncture  samples  are  presumed  to  be  free 
of  contamination  and  were  used  to  evaluate  the 
performance  of  the  analytic  procedure  indepen- 
dently of  sampling  errors. 

Precision.  Precision  data  were  obtained  by 
repetitively  analyzing  unspiked  whole  blood  sam- 
ples. Typical  results  obtained  from  Delves  cup  in- 
tegrated absorbance  and  peak  absorbance  mea- 
surements and  by  the  Hessel5  procedure  are  shown 
in  Table  I.  These  data  were  selected  from  a large 
number  of  studies.  In  general,  integrated  absorb- 
ance measurements  showed  relative  standard  de- 
viations of  5 to  9 per  cent,  roughly  double  those  of 
the  Hessel5  procedure  data.  Peak  absorbance 
data  were  frequently  satisfactory  but  much  less  re- 
liable and  occasionally  completely  unsatisfactory, 
as  in  series  3 and  4 (Table  I).  This  was  confirmed 
by  visual  observation  of  the  absorption  peaks  on  a 
monitoring  recorder.  Peaks  of  uniform  width 
showed  precise  peak  absorbance  data;  less  regular 
peaks  showed  poor  precision. 

Linearity  and  detection  limits.  Calibration 
curves  for  whole  blood  standards  containing  physi- 
ologically bound  lead  were  linear  over  the  range  0 
to  80  micrograms  per  100  ml.  The  detection  limit, 
defined  as  the  concentration  at  which  the  relative 
standard  deviation  is  50  per  cent,  is  5 micrograms 
per  100  ml. 

Comparison  with  a solvent-extraction 
atomic-absorption  procedure.  Whole  blood 
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TABLE  I.  Precision  data  for  blood  lead  analyses: 
integrated  absorbance  versus  peak  absorbance 


Data 

- — Measurement  Series — - 
12  3 4 

Mean  blood  lead  level 

(micrograms  per  100  ml.) 

58 

58 

80 

80 

Number  of  replicates 
Relative  standard  deviation 
(per  cent) 

16 

14 

10 

10 

Integrated  absorbance 

8.8 

6.6 

5.1 

5.8 

Peak  absorbance 

9.6 

7.9 

30  0 

18.8 

Solvent-extraction, 

atomic-absorption 

(Hessel)5 

5.6 

4.1 

1.7 

3.3 

I 

(samples  collected  by  venipuncture  and  submitted 
,to  this  laboratory  for  analysis  were  analyzed  by 
I both  Delves12  cup  and  solvent-extraction  atomic- 
absorption  procedures.  Comparative  data,  in- 
| eluding  a least-squares  line  of  best  fit,  are  shown 
in  Figure  1. 

A total  of  89  samples  were  analyzed,  and  a cor- 
relation coefficient  of  0.92  was  obtained.  These 
data  are  typical  for  routine  operation,  since  the 
samples  were  received  over  a two-week  period  and 
analyzed  using  different  standards.  Subsequent 
smaller  studies,  each  carried  out  on  the  same  day 
using  the  same  standards,  have  shown  correlation 
coefficients  of  0.95  to  0.98. 

Evaluation  of  samples 
collected  by  finger  puncture 

Laboratory  evaluation.  The  spray-coating 
procedure  was  initially  evaluated  by  collecting 
both  fingerprick  and  venipuncture  samples  from 
24  children,  aged  one  through  seven  years.  All 
fingerprick  samples  were  collected  by  the  same 
collector,  coded,  and  then  analyzed  blind. 

Results  are  shown  in  Table  II.  Statistical  anal- 
ysis using  the  Student  “t”  test  showed  no  signifi- 
cant difference  between  the  three  sets  of  data. 

Field  evaluation.  During  1973,  the  spray-coat- 
ing collection  procedure  was  introduced  into  rou- 
tine use  by  over  50  health  service  agencies  within 
New  York  State.  Over  100  sample  collectors  em- 
ployed by  these  agencies  were  trained  in  the  spray- 
coating collection  procedure  at  this  laboratory. 
Ideally  the  procedure  should  be  evaluated  by  col- 
lecting both  venipuncture  and  fingerprick  samples 
simultaneously  from  the  same  patient.  However, 
this  is  impractical  for  a mass  screening  program. 

Evidence  was  therefore  collected  by  three  data 
comparisons:  (1)  blood-lead  levels  in  samples  ob- 
tained by  fingerprick  collection  during  the  first 
five  months  of  1973  and  by  venipuncture  diiring 
1972,  (2)  the  levels  found  in  duplicate  capillary 
.ubes  obtained  from  the  same  patients,  and  (3)  the 
evels  found  by  finger  puncture  with  those  in  fol- 
low-up samples  taken  by  venipuncture. 

Figure  2 shows  a comparison  of  the  blood-lead 


TABLE  II.  Apparent  blood-lead  levels  (micrograms  per 
100  ml.)  for  24  children,  one  to  seven  years  of  age 


Hessel5  Procedure 
Venipuncture 

Procedure  Described  in 
This  Report 

Venipuncture  Fingerprick 

28 

26 

26 

32 

35 

29 

38 

30 

30 

30 

30 

34 

28 

20 

24 

26 

29 

34 

17 

19 

22 

31 

27 

25 

21 

18 

23 

50 

50 

51 

20 

14 

14 

17 

17 

14 

17 

16 

16 

14 

13 

12 

22 

22 

21 

36 

34 

31 

25 

24 

29 

26 

24 

26 

33 

30 

31 

24 

22 

23 

37 

31 

32 

16 

16 

21 

10 

13 

13 

19 

17 

16 

Mean 

25.71 

23.08 

24.88 

FIGURE  1.  Blood  lead  levels  (micrograms  per  100  ml.) 
measured  by  integrated  absorbance  microprocedure  ver- 
sus solvent-extraction  atomic-absorption  macroprocedure. 
Correlation  coefficient  equals  0.92;  89  samples. 


levels  found  in  fingerprick  samples  collected  by 
field  personnel  from  2,244  children  during  the  first 
five  months  of  1973,  with  levels  found  in  venipunc- 
ture samples  from  4,707  children  collected  during 
1972.  The  fingerprick  procedure  yielded  257  chil- 
dren (11  per  cent)  with  blood  lead  at  or  above  the 
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BLOOD  LEAD  LEVEL  (//g/ IOO  ml) 

FIGURE  2.  Comparison  of  blood  lead  levels  in  fingerprick 
and  venipuncture  samples. 


actionable  level  of  40  micrograms  per  100  ml.1;  the 
venipuncture  procedure  yielded  1,140  children  (24 
per  cent)  with  these  levels. 

The  drop  in  children  with  actionable  blood-lead 
levels  may  be  due  to  changes  in  sampling  patterns 
or  a reduction  in  incidence  of  elevated  blood-lead 
levels.  The  use  of  fingerprick  sampling  proce- 
dures rather  than  venipuncture  procedures  would 
not  be  expected  to  produce  additional  false  nega- 
tive results.  The  11  per  cent  yield  of  children  with 
actionable  lead  levels  is  the  lowest  ever  experi- 
enced in  this  screening  program  suggesting  few,  if 
any,  false  positive  findings. 

Of  the  2,244  children  sampled,  both  capillary 
tube  samples  were  analyzed  in  328  cases.  In  the 
remaining  cases,  either  there  was  not  sufficient 
blood  for  the  analysis  of  both  tubes,  or  since  analy- 
sis of  the  first  tube  yielded  lead  of  less  than  the  ac- 
tionable level,  analysis  of  the  second  tube  was  un- 
necessary for  screening  purposes.  In  72  (22  per 
cent)  of  the  328  cases  lead  levels  in  the  two  tubes 
differed  by  more  than  12  micrograms  per  100  ml., 
indicating  that  at  least  one  of  the  duplicate  speci- 
mens is  contaminated  by  lead. 

Of  the  257  children  found  by  fingerprick  sam- 
pling to  have  a blood  lead  level  equal  to  or  more 
than  40  micrograms  per  100  ml.,  51  were  subse- 
quently resampled  using  venipuncture  sample  col- 
lection during  the  study  period.  The  remaining 
children  were  either  not  followed  up  by  the  health 
service  agency,  not  available  for  resampling,  or 
samples  were  analyzed  at  another  laboratory.  In 
15  cases  (29  per  cent)  the  follow-up  lead  level  was 
equal  to  or  more  than  12  micrograms  per  100  ml. 
below  the  initial  screening  value.  This  difference 
is  sufficient  to  exclude  analytic  error  and  suggests 
a real  drop  in  blood-lead  level  or  contamination  of 
the  initial  sample. 

Comment 

The  spray-coating  fingerprick  procedure  has 
been  used  in  the  State  of  New  York  Department  of 
Health  lead  poisoning  control  program  since  Janu- 


ary, 1973.  The  procedure  is  strongly  favored  by 
field  sample  collection  personnel  and  is  convenient 
for  laboratory  analysis.  The  only  disadvantage 
relative  to  venipuncture  is  that  fingerprick  sam- 
ples may  produce  more  false  positive  results. 
However,  at  the  current  11  per  cent  catch  rate  of 
the  State  of  New  York  Department  of  Health  pro- 
gram, this  is  not  a significant  problem.  Even  if, 
say  29  per  cent  of  these  represented  false  positive 
findings,  this  would  represent  3 per  cent  of  the 
total  sample.  For  every  100  of  these  children 
screened,  11  follow-up  venipuncture  samples  were 
required,  including  3 with  false  positive  results. 
With  an  initial  venipuncture  procedure,  8 follow- 
up samples  would  be  required.  The  extra  3 sam- 
ples are  well  worth  while  for  screening  programs, 
where  attracting  children  to  health  clinics  is  a 
major  problem.  It  is  also  worth  while  pointing  out 
that  this  study  was  made  during  the  first  five 
months  of  the  fingerprick  sampling  program  when 
all  sampling  personnel  were  learning  the  new  tech- 
nique. 

The  automated  Delves-cup  atomic-absorption 
procedure  has  been  in  routine  use  in  this  laborato- 
ry since  June,  1972,  and  over  10,000  samples  have 
been  analyzed.  The  procedure  is  simple,  with  a 
total  analysis  time  of  about  five  minutes  per  sam- 
ple. It  is  slightly  less  precise  than  the  solvent  ex- 
traction procedure,  but  it  is  more  reliable  since 
virtually  all  errors  are  detected  by  the  automated 
quality  control  checks.  The  solvent  extraction 
procedure,  in  contrast,  is  susceptible  to  negative 
errors  arising  from  poor  mixing  during  hemolysis 
and  extraction. 
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Communications  satellite  provides 
expert  medical  consultation 

Medical  consultation  across  thousands  of  miles  via 
earth  communications  satellite  saved  the  life  of  a youth 
in  Brazil,  and  points  the  way  toward  bringing  the  best  of 
medical  knowledge  to  remote  points  of  the  globe,  says  a 
report  in  the  April  29  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

A thin,  wheezing  boy,  seventeen  years  of  age,  was 
brought  aboard  the  hospital  ship  HOPE  in  the  small 
- port  of  Maceio,  Brazil.  For  six  months  he  had  com- 
plained of  weakness,  fever,  and  cough  and  had  recently 
developed  difficulty  in  swallowing.  The  illness  baffled 
the  volunteer  doctors  aboard  the  ship,  so  they  sought 
consultation  with  specialists. 

The  consultation  was  accomplished  through  an  exper- 
imental pathway  consisting  of  a small  transmitter-re- 
ceiver (earth  terminal)  aboard  the  ship  and  the  large 
earth  terminal  at  Communications  Satellite  Corporation 
Laboratories  in  Clarksburg,  Md.  The  system  provided 
the  equivalent  of  two  high-quality  telephone  lines,  one 
carrying  voice  and  the  other  carrying  photos  arid  illus- 
trations. 

The  youth’s  symptoms,  with  photos,  were  transmitted 
to  Washington,  where  a group  of  specialists  gathered  to 
examine  the  findings.  The  specialty  team  then  recom- 
mended a treatment  program  of  drugs  and  irradiation. 
The  patient  began  to  get  better  in  a few  days. 


The  patient’s  illness  was  lymphosarcoma.  Its  treat- 
ment requires  specialized  knowledge,  and  a consultant 
in  hematology  (blood  diseases)  is  required  to  determine 
the  best  treatment,  the  report  points  out.  There  are  a 
few  hematologists,  and  none  was  aboard  HOPE. 

Satellite  communication  offers  advantages  over  other 
modes  of  communication,  the  report  says.  Design  re- 
finements should  render  the  system  as  easy  to  operate 
as  shortwave  radio,  and  with  greater  reliability  because 
its  signal  is  unaffected  by  atmospheric  conditions.  Sim- 
ple audiovisual  equipment  can  b?  used. 

Libraries  and  computers  of  large  medical  centers  are 
made  available  to  the  physicians  at  the  outpost.  The 
equipment  could  be  used  anywhere  in  the  world  that  a 
small  earth  terminal  can  be  transported.  The  terminal 
can  easily  be  carried  by  truck.  At  present  the  system  is 
expensive,  but  it  is  possible  that  refinements  can  make 
the  cost  of  a fifteen-minute  consultation  no  greater  than 
those  of  a sophisticated  radiological  diagnostic  examina- 
tion in  a U.S.  medical  center. 

The  satellite  system  is  not  an  alternative  to  training 
more  physicians  for  service  in  remote  areas,  the  report 
says,  but  would  make  practice  in  these  areas  more  effec- 
tive. 

The  report  is  by  Randall  S.  Riggs,  M.D.,  of  the  Uni- 
versity of  Washington,  Seattle;  Major  David  T.  Purtilo, 
M.D.,  and  Daniel  H.  Connor,  M.D.,  of  the  Armed  Forces 
Institute  of  Pathology,  and  Joachim  Kaiser,  of  the  Com- 
sat Corp. 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  C.—N.  gonorrhoeae  acute 
and  chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine . Oxygen  and  intravenous  corti- 
costeroids should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  maior  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparation 
should  not  be  used.  Antihistaminics  appear  beneficial  in  trea 
ment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsui 
ceptible  organisms.  Constant  observation  of  the  patient  is  esser 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  durm 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  th 
opinion  of  the  physician,  the  condition  being  treated  is  lif 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primal 
or  secondary  syphilis,  perform  proper  diagnostic  procedure 
including  darkfield  examinations.  In  all  cases  in  which  concom 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for ; 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  ser 
situation)  skin  rashes,  ranging  from  maculopapular  eruptions  1 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reaction 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Sevei 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings.") 

As  with  other  antisyphilitics,  Jansch-Herxheimer  reaction  he 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  mtr. 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  infan 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferabl 
When  doses  are  repeated,  vary  injection  site.  Before  injectio 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  bloc 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  d 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  n 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choic 
Physicians  are  cautioned  not  to  use  less  than  recommendr 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  * 
million  units  intramuscularly  divided  into  at  least  two  doses  at 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oi 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injectio. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  shoe 
be  individualized  using  large  amounts  of  short-acting  pemcil! 
Gonorrheal  endocarditis  should  be  treated  intensively  wJ 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  I 
gonorrhea  (male  and  female)  is  accomplished  with  same  tre 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Ver 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therai 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  ott> 
wise,  a culture  specimen  should  be  obtained  from  the  anter 
urethra.  In  the  female,  culture  specimens  should  be  obtain 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persi  ( 
3 or  more  days  following  initial  therapy  and  smear  or  culti 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  un 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment 
indicated  if  follow  up  cervical  or  rectal  cultures  remain  positive 

N.  gonorrhoeae  Follow-up  treatment  consists  of  4.8  million  ur 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  \a 
also  have  syphilis  should  be  given  additional  treatment  app 
priate  to  the  stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400, 
units  (4-cc.  size)  contains  procaine  penicillin  G in  a stabili; 
aqueous  suspension  with  sodium  citrate  buffer,  and  as  w/v  appr 
imately  0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  pi 
vinylpyrrolidone,  0.01%  propylparaben  and  0.09%  methylparab 
The  multiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  p 
came  penicillin  Gina  stabilized  aqueous  suspension  with  sodi 
citrate  buffer  and  approximately  7 mg.  lecithin,  2 mg.  carbc 
methylcellulose,  3 mg.  polyvinylpyrrolidone,  0.5  mg.  sorbi 
monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan  monopaimit, 

O. 14  mg.  propylparaben  and  1.2  mg.  methyl paraben. 


Five  are  graduating 
with  honors. 

How  many  with  YD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


N SYPHILIS 

EJECTION 


Jicillin  acting 


STERILE  BENZATHINE 
'ENICILLIN  G 
lUSPENSION)  WYETH 

yphilis  is  preferably  treated  with  benzathine 
snicillin  G,  which  is  also  the  drug  of  choice 
<r  prophylaxis  after  exposure.  Administra- 
te of  2.4  million  units  (1.2  million  in  each 
jttock)  usually  cures  most  cases  of  primary, 
tcondary  and  latent  syphilis  with  negative 
)inal  fluid. 


Indications:  In  treatment  of  mtections  due  to  penicillin 
a sensitive  microorganisms  that  are  susceptible  to  the  low  and 
ry  prolonged  serum  levels  common  to  this  particular  dosage 
■ m.  Therapy  should  be  guided  by  bacteriological  studies  (in 
i iding  sensitivity  tests)  and  by  clinical  response, 
r The  following  infections  will  usually  respond  to  adequate 

0 sage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
:tions:  Syphilis,  yaws,  bejel  and  pmta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
tlnicillin. 

Warnings:  Serious  and  occasiona1  y fatal  hypersensitivity  (ana- 
hylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
ekquent  following  parenteral  therapy  but  has  occurred  with  oral 
imcillins.  These  reactions  are  more  apt  to  occur  in  individuals 
:ith  history  of  sensitivity  to  multiple  allergens. 

•^Severe  hypersensitivity  reactions  with  cephalosporins  have 
syen  well  documented  in  patients  with  history  of  penicillin  hyper- 
•insitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
Tus  hypersensitivity  to  penicillins,  cephalosporins  and  other 
-jergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
Mth  usual  agents,  e.g.,  pressor  amines,  antihistamines  and  corti- 

1 steroids. 


ef 


Precautions 

significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
miection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  ot  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptibleorganisms  including  fungi  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana 
phylaxis.  Fever  and  eosmophilia  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopema,  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ 
ated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics.  Jansch  Herxheimer  reaction  has 
been  reported 

Administration  and  Dosago:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)— 2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age.  50,000  units/Kg.  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  2.400,000  units  in  4-cc.  single  dose  disposable 
syringe.  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyrrolidone. 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient):  300,000  units  per  cc.  — 10-cc. 
multi-dose  vial.  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg. 
carboxymethylcellulose.  0.5  mg.  sorbitan  monopalmitate,  0.5  mg. 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg.  propylparaben 
and  1.2  mg.  methylparaben. 

Wyeth  Laboratories 

^ ^ Philadelphia,  Pa.  19101 
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Over  three  years  have  now  passed  since  Herbst 
and  Scully1  described  the  occurrence  of  vaginal 
adenocarcinoma  in  teen-age  females  and,  shortly 
thereafter,  its  relationship  to  the  intra-uterine  ex- 
posure of  the  female  fetus  to  nonsteroidal  estrogen 
compounds.2  The  high  incidence  of  coexistence  of 
nonmalignant  abnormalities,  such  as  vaginal  aden- 
osis, vaginal  and  cervical  ridges,  and  so-called  con- 
genital cervical  erosion  have  also  been  described.3 4 
The  etiology  of  these  abnormal  findings  has  been 
postulated  to  result  from  an  altered  development 
of  the  mullerian  system  in  relation  to  the  urogeni- 
tal sinus.  It  is  thought  that  these  alterations  are 
responsible  for  the  clinical  findings  described. 
The  modalities  used  for  the  detection,  evaluation, 
and  follow-up  of  the  young  female  who  has  been 
exposed  to  these  estrogenic  compounds  while  in 
utero  has  become  a major  concern.  Periodic  Pap 
(Papanicolaou)  smear,  inspection  of  the  vagina, 
and  staining  of  the  vagina  with  Schiller’s  iodine 
have  been  suggested  as  effective  methods  of  fol- 
low-up when  used  in  association  with  biopsy.  The 
purpose  of  this  report  is  to  discuss  the  findings  on 
the  first  8 patients  who  have  been  seen  in  our  col- 
poscopy clinic  and  to  attempt  to  answer  the  fol- 
lowing questions: 

1.  What  is  the  normal  embryology  of  the  vagina 
and  cervix? 

2.  How  is  the  embryology  affected  by  the  adminis- 
tration of  estrogens  in  utero? 

.3.  What  are  the  resultant  abnormalities  from 
these  altered  developments? 

4.  What  is  the  relationship  between  the  congenital 


abnormalities  noted  and  the  development  of  adeno- 
carcinoma? 

5.  What  method  may  be  best  employed  to  evalu- 
ate and  follow  these  patients  to  insure  adequacy  of  di- 
agnosis? 

Background  and  material 

During  the  past  four  years  at  the  Nassau  County 
Medical  Center,  approximately  40,000  cytology 
specimens  have  been  studied.  Approximately  4 
per  cent  of  this  group  have  been  found  to  have 
some  degree  of  cytologic  abnormality.  Beginning 
in  September,  1969,  patients  with  significant  ab- 
normal cytologic  findings  have  been  examined  col- 
poscopically  in  our  dysplasia  clinic.  During  the 
examination  of  the  cervix  and  upper  vagina  in  3 
young  women  who  were  referred  to  our  clinic,  find- 
ings of  unusually  extensive  changes  of  the  cervix 
and  upper  vagina  were  noted.  It  was  felt  that 
these  changes  represented  squamous  dysplasia. 
On  further  investigation  and  questioning,  it  was 
discovered  that  these  patients  had  been  exposed  to 
diethylstilbestrol  while  in  utero.  Biopsies  of  these 
areas  revealed  adenosis.  Since  that  time  we  have 
performed  colposcopy  in  conjunction  with  iodine 
staining  on  all  of  the  teen-age  female  patients  who 
have  been  referred  to  our  clinic  with  a history  of  in 
utero  exposure  to  diethylstilbestrol. 

Case  reports 

Table  I lists  essential  clinical  information  with 
regard  to  age  of  the  patient,  detail  of  diethylstil- 
bestrol therapy,  Pap  smear,  gross  findings,  colpos- . 
copic  findings,  and  the  histologic  report  of  the 
biopsies  performed  in  the  first  8 patients  seen. 

Case  1.  A twenty-two-year-old  female’s  mother 
had  had  a history  of  recurrent  first-trimester  preg- 
nancy loss  and  was  placed  on  diethylstilbestrol  in  the 
eighth  week  of  gestation.  The  dosage  began  at  a level 
of  5 mg.  per  day  and  was  increased  to  a total  of  75  mg./ 
per  day  continuing  up  to  the  thirty-fourth  week  of 
gestation.  She  was  referred  for  colposcopy  as  a result 
of  a smear  reported  as  revealing  mild  dysplasia  which, 
when  it  was  repeated  in  our  own  dysplasia  clinic,: 
turned  out  to  be  Class  II.  Gross  examination  of  the 
vagina  revealed  no  clinical  evidence  of  adenosis.! 
There  was  cervical  erosion,  and  the  upper  vagina  nar- 
rowed markedly.  The  upper  portion  of  the  vagina 
and  cervix  failed  to  stain  with  iodine.  Colposcopic 
evaluation  of  this  patient  revealed  white  epithelium 
on  the  vaginal  ridge  and  cervix.  Biopsy  from  the  re- 
gion of  the  vaginal  ridge  was  reported  as  adenosis  and 
squamous  epithelial  hyperplasia  (Fig.  1). 

Case  2.  A twenty-year-old  female  was  referred  foi 
colposcopy  because  of  a Pap  smear  indicating  mile 
dysplasia.  This  patient  revealed  maternal  history  o 
threatened  abortion  for  which  her  mother  was  placet 
on  diethylstilbestrol.  The  dosage  was  5 mg.  per  da? 
at  six  weeks  of  gestation,  increased  gradually  to  21 
mg.  per  day,  and  continued  until  thirty-two  weeks  o 
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The  detection  of  vaginal  adenosis  and  other  non- 
malignant  changes  in  the  upper  vagina  of  the  teen- 
age females  who  had  intrauterine  exposure  to  non- 
steroidal estrogen  compounds  has  been  a major 
concern  among  gynecologists.  Periodic  vaginal  ex- 
amination and  Papanicolaou  smears  and  staining 
of  the  vagina  with  Schiller’s  iodine  have  been  sug- 
gested as  effective  methods  of  evaluation  and  fol- 
low-up. In  this  report  we  are  presenting  the  first  8 
patients  who  we  evaluated  by  means  of  colposcope, 
the  role  of  the  colposcopic  examination  is  dis- 
cussed. Further  discussion  will  also  involve  the 
possible  etiologic  factors  which  have  led  to  these 
alterations. 


gestation.  On  examination  of  the  vagina  it  was  noted 
that  there  was  a cervical  erosion,  vaginal  ridge,  and 
failure  to  stain  with  iodine.  There  was  no  visual  evi- 
dence of  adenosis.  Colposcopic  examination,  in  addi- 
tion to  revealing  a finding  of  vaginal  involvement  with 
columnar  epithelium,  showed  areas  of  white  epitheli- 
um with  mosaic  formation  of  the  cervix  and  vagina. 
Biopsy  of  these  areas  revealed  adenosis  (Fig.  2). 

Case  3.  A twenty-one-year-old  female  was  referred 
for  colposcopy  as  a result  of  a Pap  smear  which  had 
been  reported  as  Class  III,  moderate  dysplasia.  Later 
review  of  this  patient’s  history  with  the  obstetrician 
who  delivered  her  revealed  that  she  had  been  a prod- 
uct of  a pregnancy  complicated  by  threatened  abor- 
tion and  diethylstilbestrol  which  was  begun  at  six 
weeks  of  gestation.  Findings  on  vaginal  examination 
revealed  the  presence  of  a minimal  vaginal  ridge. 
There  was  no  evidence  of  cervical  erosion  or  adenosis. 
The  cervix  and  upper  vagina  did  not  stain  with  iodine. 
Colposcopic  examination  revealed  no  evidence  of  ade- 
nosis, but  there  was  extensive  squamous  metaplasia  of 
the  upper  vagina  and  cervix  revealing  itself  in  the 
form  of  white  epithelium  with  mosaic  pattern. 
Biopsies  from  the  area  of  ridges  noted  in  this  patient 
revealed  vaginal  adenosis  (Fig.  3). 

Case  4.  A sixteen-year-old -female’s  mother  had  a 
history  of  one  prior  pregnancy  loss  and  was  begun  on 
diethylstilbestrol  between  six  and  eight  weeks  of  ges- 
tation. She  was  begun  on  a dosage  of  25  mg.  which 
was  increased  to  75  mg.  and  continued  to  the  thirty- 
second  week  of  gestation.  Pap  smear  was  reported  as 
Class  I.  Visual  examination  of  the  vagina  revealed 
evidence  of  adenosis,  cervical  erosion,  vaginal  ridge, 
and  noniodine  staining  area  of  the  upper  vagina.  Col- 
poscopic findings  revealed  evidence  of  adenosis  in  the 
upper  vagina  and  cervix  and  squamous  metaplasia  as 
typified  by  the  presence  of  white  epithelium  with  mo- 
saic formation  of  the  cervix  and  upper  vagina.  Histo- 
logic confirmation  of  adenosis  was  obtained  by  direct- 
ed biopsy  in  the  area  of  the  ridge  (Fig.  4). 

Case  5.  A fifteen-year-old  female’s  mother,  be- 
cause of  threatened  abortion,  was  begun  on  diethyl- 
stilbestrol at  the  twelfth  week  of  gestation  at  a dosage 
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FIGURE  1.  (A)  Clear  evidence  of  vaginal  ridge  and  pseu- 

dopolypoid  erosion  of  cervix  with  white  epithelium  on  ridge. 

(B)  Noniodine  staining  area  of  cervix  and  vagina.  (C)  Ade- 
nosis at  8:00  o’clock  and  9:00  o’clock  and  squamous 
metaplasia  at  periphery. 

of  5 mg.  per  day,  which  was  increased  to  25  mg.  per 
day  and  continued  until  term.  Pap  smear  result  was 
reported  as  Class  I.  There  was  no  gross  evidence  of 
adenosis,  cervical  erosion,  vaginal  ridge,  or  noniodine 
staining.  This  patient,  colposcopically,  revealed  only 
an  area  of  squamous  metaplasia  around  the  external 
os  of  the  cervix,  and  biopsy  obtained  from  this  area 
was  reported  as  chronic  cervicitis. 

Case  6.  An  eighteen-year-old  female’s  mother  was 
begun  on  diethylstilhestrol  at  the  sixth  week  of  gesta- 
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FIGURE  2.  Pseudopolypoid  erosions  on  cervix  with  aden- 
osis at  posterior  fornix. 


■PI 


FIGURE  3.  Extensive  abnormal  transformation  zone  (mo- 
saic) on  ectocervix  and  vaginal  wall. 


FIGURE  4.  Pseudopolypoid  erosion,  cervical  ridge,  and 
adenosis  at  posterior  fornix  with  white  epithelium  and  mo-  i 
saic  formation. 


tion  because  of  a history  of  one  first  trimester  preg-  j 
nancy  loss  preceding  this  pregnancy.  She  was  begun  . 
on  a dosage  of  5 mg.,  increased  to  150  mg.  per  day,  1 
and  continued  until  the  thirty-second  week  of  gesta-  j 
tion.  Pap  smear  was  Class  I.  Findings  revealed  no  ! 
evidence  of  vaginal  adenosis,  but  there  was  gross  evi- 
dence of  cervical  erosion,  vaginal  ridge,  and  noniodine 
staining  in  the  upper  vagina.  Colposcopic  findings 


FIGURE  5.  Pseudopolypoid  erosion  and  cervical  ridges. 


were  indicative  of  vaginal  and  cervical  adenosis  with 
squamous  metaplasia,  associated  with  white  epitheli- 
um and  mosaic  formation.  The  multiple  biopsies 
that  were  obtained  at  the  time  of  the  initial  colpo- 
scopic  examination  confirmed  the  presence  of  aden- 
osis (Fig.  5). 

Case  7.  This  patient  is  the  younger  sibling  of  Case 
6.  She  is  a sixteen-year-old  female  with  a similar  his- 
tory of  intra-uterine  exposure  to  diethylstilbestrol. 
Again,  Pap  smear  report  was  as  Class  I.  Vaginal  ex- 
amination revealed  cervical  erosion,  vaginal  ridge,  and 
noniodine  staining.  Colposcopic  findings  were  those 
of  adenosis  and  squamous  metaplasia  represented  by. 
white  epithelium  on  the  cervix  and  upper  vagina. 
Once  again,  adenosis  was  confirmed  histologically 
(Fig.  6). 

Case  8.  A seventeen-year-old  female  had  a ques- 
tionable history  of  diethylstilbestrol  exposure.  The 
patient’s  mother  reported  a prior  history  of  pregnancy 
loss  and  stated  that  she  was  put  on  medication  at  ap- 
proximately six  weeks  of  gestation.  The  physician 
who  attended  her  at  the  time  was  retired,  his  records 
were  destroyed,  and  the  exact  dosage  of  medication 
was  unobtainable  both  at  the  hospital  where  this  pa- 
tient was  delivered  and  at  the  pharmacy  where  the 
prescriptions  were  filled.  The  physician  did  state 
that  his  usual  regimen  was  increasing  dosages  of  di- 
ethylstilbestrol from  5 to  100  mg.  per  day.  Pap  smear 
result  on  this  young  lady  was  reported  as  Class  I. 
Gross  vaginal  findings  revealed  only  an  area  of 
noniodine  staining  in  the  vicinity  of  the  cervix,  and 
colposcopic  findings  revealed  only  evidence  of  squa- 
mous metaplasia  on  the  cervix.  Biopsy  findings  were 
reported  as  chronic  cervicitis. 

Comment 

Embryology.  What  is  the  normal  embryology 
of  the  vagina  and  cervix?  While  normal  sex  deter- 
mination and  differentiation  is  obviously  a dynam- 
ic process,  division  into  four  phases  is  helpful  in 
considering  possible  abnormalities.4  The  first 
phase  is  genetic  sex  determination.  This  ordinari- 
ly depends  on  fertilization  of  a normal  X chromo- 
some-bearing  ovum  by  either  an  X chromosome- 


FIGURE 6.  Pseudopolypoid  erosion  of  cervix  and  lateral 
vaginal  ridge,  white  epithelium,  and  adenosis  on  vaginal 
fornices. 


bearing  sperm  producing  an  XX  female  or  by  Y 
bearing  one  resulting  in  an  XY  male.  The  second 
stage  is  gonadal  differentiation.  By  the  fourth 
week  of  intrauterine  life,  the  earliest  sign  appears 
as  thickening  of  the  coelomic  epithelium  in  the 
genital  ridge  of  the  dorsal  mesentery.  Primordial 
germ  cells  migrate  to  the  primitive  gonadal  ridge 
which  consists  of  medulla  made  of  mesonephric 
blastema  and  a cortex  derived  from  coelomic  epi- 
thelium. By  the  eighth  week,  the  germ  cells  are 
deposited  at  random  in  the  cortical  and  medullary 
regions  of  the  primitive  gonads.  At  this  stage  the 
primitive  gonads  in  both  the  male  and  female  ap- 
pear to  be  identical  and  are  said  to  be  bipotential. 
The  differentiation  of  the  testicle  only  depends  on 
the  presence  of  Y chromosomes.  The  primitive 
bipotential  gonad  in  the  XX  female  differentiates 
to  an  ovary. 

The  third  stage  is  differentiation  of  the  internal 
ductal  system.  In  the  male  the  medullary  intersti- 
tial cell  appears  to  secrete  at  least  two  locally  act- 
ing substances,  one  an  androgen  which  stimulates 
the  development  of  the  wolffian  duct  system  and 
the  other,  not  an  androgen,  which  results  in  regres- 
sion of  the  mullerian  duct  system.  In  the  presence 
of  an  ovary  (or,  for  that  matter,  in  the  absence  of 
any  gonad)  the  mullerian  duct  system  is  preserved 
to  give  rise  to  uterine  tubes,  uterus,  and  upper  va- 
gina while  the  wolffian  system  regresses.  The 
fourth  and  final  stage  is  the  differentiation  of  the 
external  genitalia. 

It  is  primarily  the  third  stage  of  differentiation 
with  which  we  are  concerned  in  our  discussion. 
The  original  vaginal  epithelium  is  derived  from 
fused  mullerian  ducts;  it  is  replaced  during  prena- 
tal life  by  entoderm  from  the  urogenital  sinus. 
The  definitive  vaginal  epithelium  arises  from  the 
entoderm  of  the  urogenital  sinus  and  replaces  the 
original  vaginal  epithelium  which  extends  down- 
ward from  the  mullerian  duct.5  This  replacement 
process  starts  at  about  the  eighth  week  of  gesta- 
tion and  is  usually  completed  by  about  the  eigh- 
teenth week  of  gestation.  It  is  by  this  time  that 
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ithelium.  The  area  of  involvement  is  almost  always 
papillary  with  crypts  communicating  with  underlying 
glands.  Squamous  epithelium  may  partially  or  com- 
pletely fill  the  entire  lumen  or  replace  the  surface 
glandular  epithelium,  and  a varying  degree  of  chronic 
and  active  inflammation  may  be  present. 
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Transitional  Zone  in  Vaginal 
Adenosis 
(Proposed) 


FIGURE  7.  Location  of  normal  transitional  zone  and  pro- 
posed alteration  of  vaginal  development  following  embry- 
onic exposure  to  nonsteroidal  estrogen  compounds. 

the  final  vaginal  epithelium,  which  is  squamous  in 
nature,  has  replaced  the  original  mullerian  epithe- 
lium which  in  turn  becomes  eroded  and  disap- 
pears.6 Complete  canalization  of  the  vaginal  plate 
usually  occurs  in  the  late  stage  of  organogenesis, 
sometimes  after  the  eighteenth  to  twentieth 
weeks,  resulting  in  a patent  vaginal  canal. 

Effect  of  estrogen.  What  is  the  effect  of  in- 
trauterine exposure  to  estrogen?  Several  authors 
have  attempted  to  explain  the  presence  of  vaginal 
adenosis,  the  vaginal  and  cervical  ridge,  and  cervi- 
cal erosion  on  the  basis  of  the  effect  that  diethyl- 
stilbestrol  produces  in  the  embryologic  develop- 
ment of  the  vaginal  tract.  Animal  experiments  by 
Greene,  Burill,  and  Ivy7  have  demonstrated  the  in- 
hibition of  development  of  the  urogenital  sinus  in 
the  female  offspring  rat  after  administration  of  di- 
ethylstilbestrol  during  gestation.  Forsberg8*9  de- 
scribed the  vaginal  anlage  in  newborn  mice  as  con- 
sisting of  two  parts:  (1)  a posterior  part,  sinus  va- 
gina, which  is  derived  from  the  urogenital  sinus 
and  (2)  an  anterior  part,  the  mullerian  duct.  Di- 
ethylstilbestrol  resulted  in  a mitotic  rate  inhibi- 
tion in  the  vagina  and  cervical  region,  and  the  epi- 
thelium in  the  fornices  did  not  undergo  transfor- 
mation. The  failure  to  transform  led  to  the  con- 
tinued growth  of  the  columnar  epithelium,  and  it 
was  not  replaced  by  the  usual  stratified  epitheli- 
um. Indeed,  columnar  epithelium  formed  glandu- 
lar-like downgrowths  into  the  stroma.  Herbst, 
Kurman,  and  Scully3  described  cervical  erosion  as 
follows: 

The  term  cervical  erosion  as  used  in  this  communi- 
cation refers  to  a red,  often  granular  area  on  the  por- 
tiovaginalis,  microscopic  examination  of  which  reveals 
glandular  epithelium  in  place  of  normal  squamous  ep- 


This  description  is  a typical  description  of  na- 
tive columnar  epithelium  with  subsequent  meta- 
plasia which  has  been  described  so  adequately  in 
the  colposcopic  literature.10  We  propose  that  ade- 
nosis results  when  the  glandular  mullerian  epithe- 
lium is  left  behind  in  the  vagina  and  is  not  com- 
pletely replaced  by  the  upgrowing  plate  of  vaginal 
epithelium  and  thereafter  undergoes  incomplete 
metaplasia  permitting  remnants  of  the  glandular 
epithelium  to  persist  in  the  vagina  and  on  the  cer- 
vix. The  presence  of  the  transverse  vaginal  ridge 
is  a result  of  incomplete  canalization  of  the  vaginal 
plate  during  the  later  stage  of  organogenesis  (Fig. 
7). 

Development  of  adenocarcinoma.  What  is 
the  relationship  of  these  embryologic  abnormali- 
ties to  the  development  of  adenocarcinoma?  To 
the  date  of  this  report,  the  bulk  of  evidence  result- 
ing from  animal  investigation,  clinical  investiga- 
tion, electron  microscopy,11  and  pathologic  inves- 
tigation12 appears  to  establish  the  histogenetic  ori- 
gin of  adenocarcinoma  in  tissue  arising  from  the 
mullerian  duct.  It  is  unquestionable  that  the  tis- 
sue of  mullerian  origin  is  estrogen  reactive.  It  has 
been  postulated  that  these  tissues  are  probably 
more  responsive  to  estrogen  whenever  they  are 
misplaced  in  an  estrogen-dependent  area  such  as 
the  vagina.13  Since  almost  all  the  cases  of  adeno- 
carcinoma have  occurred  after  the  menarche,  the 
questions  which  remain  to  be  answered  are:  (1)  Is 
the  vaginal  adenosis  the  original  precancerous  le- 
sion for  this  eventual  malignant  condition?  (2) 
Are  the  changes  that  occur  under  the  effect  of 
ovarian  hormone  after  menarche  the  factors  which 
promote  the  eventual  changes  of  this  lesion  into 
adenocarcinoma?  It  is  of  interest  that  although 
adenosis  and  adenocarcinoma  have  been  found  to 
coexist  in  confluent  areas,  to  the  date  of  this  re- 
view there  have  been  no  published  reports  of  vagi- 
nal adenosis  under  observation  progressing  to  ade- 
nocarcinoma. However,  since  the  combined  find- 
ings of  these  various  congenital  lesions  have  been 
described  together  with  adenocarcinoma  as  a fre- 
quent occurrence,  it  is  imperative  to  use  every  pos- 
sible means  to  evaluate  these  lesions  and  carefully 
follow  this  high-risk  group  of  individuals. 

Evaluation.  What  is  the  procedure  to  use  for 
evaluation  of  these  patients?  A technical  bulletin 
of  the  American  College  of  Obstetricians  and  Gy- 
necologists authored  by  Herbst  and  Scully14  indi- 
cates that  adequate  examination  may  include  a 
careful  examination  of  the  vagina  and  cervix  by  in- 
spection, palpation,  Schiller’s  staining,  and  biopsy 
of  abnormal  areas.  Other  authors  have  recom- 
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mended  performing  random  biopsies  of  the  vagina 
of  all  patients  who  have  had  exposure  to  diethyl- 
stilbestrol,  examination  under  anesthesia,  and  bi- 
opsy with  excision  of  the  entire  area  of  noniodine 
staining  tissue  in  the  upper  vagina  for  both  diag- 
nosis and  therapy.15  However,  since  most  of  the 
metaplastic  changes  and  areas  of  adenosis  of  the 
upper  vagina  and  transitional  zone  of  the  cervix 
cannot  be  seen  by  the  naked  eye  but  are  clearly 
visible  through  colposcope,  resulting  in  a more  ad- 
equate evaluation  with  directed  and  meaningful 
biopsies,  we  feel  strongly  that  in  evaluation  and 
follow-up  of  all  these  individuals  colposcopic  ex- 
aminations should  be  included  as  a routine  step. 

Addendum 

Since  completion  of  this  report,  we  have  exam- 
ined a ten-year-old  female  with  a history  of  intrau- 
terine exposure  to  diethylstilbestrol.  Colposcopic 
examination  revealed  adenosis  in  the  vaginal  for- 
nix and  pseudopolypoid  erosion  of  the  cervix.  Al- 
though these  abnormalities  were  confined  only  to 
the  upper  vagina  and  cervix,  iodine  application 
failed  to  delineate  the  abnormal  area,  and  actually 
the  whole  vagina  including  the  lower  part  of  the 
vagina  failed  to  stain.  This  was  probably  owing  to 
low-glycogen  content  of  vaginal  and  cervical  epi- 
thelium in  premenarche  state.  We  feel  that  iodine 
staining  in  a premenarchal  patient  is  of  no  value, 
and  colposcopic  evaluation  is  probably  the  single 
most  important  means  of  evaluation  of  these  indi- 
viduals. 


continued,  from  page  1524 

The  image  of  the  A.M.A.  in  the  public’s  mind  is  akin 
to  the  one  of  the  oil  companies  or  A.  T.  & T:  they  are 
not  working  in  the  public’s  interest.  This  is  unfortu- 
nate but  true. 

As  far  as  the  public  is  concerned,  the  A.M.A.  fought 
against  Social  Security  and  even  Blue  Cross  and  Blue 
Shield:  let  alone  Medicare  and  Medicaid. 

I think  that  there  has  evolved  a social  consciousness 
among  physicians  and  the  question  of  medical  care  and 
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medical  delivery  plus  costs  is  uppermost  now  in  the 
minds  of  physicians.  And  rightfully  so. 

Unfortunately,  despite  its  so-called  new  look,  the 
A.M.A.  has  not  been  able  to  convince  many  physicians 
or  the  public  that  it  is  the  proper  vehicle  through  which 
will  flow  better  medical  care  for  the  American  people. 

I therefore  strongly  urge  that  the  State  Society  rescind 
the  compulsory  membership  to  the  A.M.A. 

HENRY  BRYNE,  M.D. 

455  Deer  Park  Avenue 
Babylon,  N.Y.  11702 
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Dental  disease  occasionally  is  made  manifest  by 
a cutaneous  condition.  Such  dental  fistulas,  or, 
more  properly,  dental  sinuses,  may  arise  from  peri- 
apical or  apical  tooth  disease.1  Initial  investiga- 
tions of  this  problem  were  reviewed  by  Thoma  in 
1916.2  The  pathologic  condition,  etiology,  and  the 
various  cutaneous  manifestations  of  dental  disease 
have  been  reviewed  in  the  dental  literature,  while 
occasional  reports  appear  in  the  general  medical,3 
dermatologic,4,5  and  plastic-surgical  literature.6,7 

A patient  suffering  from  a cutaneous  lesion, 
however,  may  present  himself  to  the  family  physi- 
cian, dermatologist,  or  plastic  surgeon  with  a per- 
sistently draining  cutaneous  lesion.  The  etiologic 
condition  may  remain  obscure,  and  multiple  at- 
tempts at  incision  and  drainage  even  with  antibi- 
otic coverage  will  uniformly  fail. 3,7,8 

More  than  likely,  the  persistent  lesion  with  ia- 
trogenic facial  scars  secondary  to  multiple  curative 
attempts  will  occasion  the  plastic-surgical  consul- 
tation. Perhaps,  after  removal  of  the  offending 
tooth,  the  persistence  of  a symptomatic  epithelial- 
lined  tract  requires  further  intervention. 

The  old  saw  regarding  recognition  because  of  “a 
high  index  of  suspicion”  applies.  The  lesion  has 
been  mistaken  for  acne,  cancers  of  cutaneous  ori- 
gin, dacryocystitis,  and  epidermoid  cysts.1  The 
differential  diagnosis  must  also  consider  salivary 
fistulas,1  branchial  sinuses,5  preauricular  sinuses,9 
and  thyroglossal  ducts.4 

Retained  roots,  trauma,  or  carious  teeth  can  ini- 
tiate the  disease  process.  Less  than  half  the  pa- 


tients give  a history  of  dental  pain,4  or  other  symp- 
toms referable  to  dentition2,4,10;  the  process  has 
been  described  in  edentulous  patients  as  well  as  in 
children.9 

The  disease  most  commonly  arises  from  an  api- 
cal tooth  abscess.  This  may,  in  its  chronic  form, 
persist  as  a dento-alveolar  abscess.  Osteomyelitis 
is  a frequent  accompaniment;  this  involvement  is 
easily  demonstrated  as  cortical  perforations  at 
postmortem  examination.1,2  The  sinus  tract  be- 
comes lined  with  periodontial  epithelium,  a point 
commonly  neglected  in  the  treatment  of  this  con- 
dition.1 

Treatment 

As  previously  mentioned,  proper  treatment  be- 
gins with  recognition  of  the  etiologic  condition. 
Endodontic  treatment  or  extraction  is  imperative. 
Failure  is  assured  if  only  the  extraoral  manifesta- 
tions are  treated.3,8,11  Some  investigators  recom- 
mend curettage  of  the  tract  after  dental  extraction 
or  repair.4,11  We  prefer  an  aggressive  approach 
combining  endodontic  treatment  with  surgical  ex 
tirpation  of  the  epithelial-lined  tract;  however 
this  is  not  recommended  in  all  cases.  Neverthe 
less,  we  have  seen  patients  with  persistent  diseast 
after  tooth  extraction,  chronic  fistulas  with  sofi 
tissue  defects,  or  unsightly  scars  after  misdiagnosis 
and  attempted  treatment  via  an  external  ap 
proach. 

Preoperative  cultures  are  obtained  and  appro 
priate  antibiotic  therapy  instituted.  Culture: 
usually  reveal  a Staphylococcus  or  Streptococcus 
organism,  although  actinomycotic  and  syphiliti< 
lesions  have  been  reported  previously.1,4,10  Tw< 
to  three  weeks  after  tooth  extraction,  operative  in 
tervention  is  recommended.  Elliptical  excisioi 
beginning  at  the  cutaneous  ostium  is  carried  to  thi 
outer  cortex  of  the  involved  bone.  The  tract  is  ex 
cised,  and  the  osseous  involvement  is  curetted  o 
debrided  with  a high-speed,  air-driven  burr  appa 
ratus.  Cultures  are  taken  from  the  tract  and  fron 
the  bone  in  the  area  of  suspected  involvement 
The  defect  is  closed  in  layers  with  particular  at 
tention  to  the  skin  closure. 

Three  cases  of  dental  cutaneous  fistulas  with  ex 
ternal  drainage  to  the  mandibular  region  hav 
been  treated  in  this  fashion;  the  results  have  beef 
uniformly  successful. 

Case  reports 

Case  1.  A nineteen-year-old  female  underwent  ex 
traction  of  a left  second  lower  molar  four  months  prio  i 
to  her  present  admission.  Two  weeks  later,  a purulen 
exudate  was  noted  intermittently  discharging  from  a cu  i 
taneous  site  5 cm.  anterior  to  the  mandibular  angl< 
The  patient  was  referred  to  the  Institute  of  Reconstrut 
tive  Plastic  Surgery  after  multiple  attempts  at  incisio 
and  drainage  were  unsuccessful  in  treating  this  cond 
tion.  Examination  revealed  a 1-mm.  ostium  in  the  cer 
ter  of  a 2-cm.  raised  vertical  scar  (Fig.  1).  Creamy  pc 
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FIGURE  1.  Case  1.  Appearance  of  dental  cutaneous  fis- 
tula after  unsuccessful  external  drainage. 


could  be  expressed  from  this  area.  Bidigital  palpation 
revealed  a cord-like  tract  leading  to  the  area  of  previous 
extraction. 

Dental  films,  panoramic  x-ray,  and  standard  mandib- 
ular x-ray  films  failed  to  reveal  any  pathologic  osseous 
or  dental  changes.  Cultures  revealed  Staphylococcus 
aureus  coagulase  negative.  No  fungi  were  grown.  The 
patient  was  placed  on  tetracycline  for  two  weeks. 

At  surgery,  the  depressed  scar  was  excised,  and  the 
epithelial  tract  was  traced  to  the  outer  cortex  of  the 
mandible.  It  then  was  removed,  and  local  osseous  de- 
bridement was  accomplished  with  a high-speed,  air- 
driven  burr.  Cultures  of  this  area  showed  negative  find- 
ings. A layered  closure  was  utilized,  and  the  entire  re- 
sult was  satisfactory;  there  has  been  no  recurrence  for 
six  months  postoperatively. 

Case  2.  A thirty-three-year-old  edentulous  farmer 
was  hospitalized  because  of  a sixteen-year  history  of 
chronic  intermittent  drainage  from  a “pustule.”  This 
was  anterior  to  the  left  mandibular  angle  (Fig.  2A). 

History  revealed  that  the  patient  had  had  full  mouth 
extraction  prior  to  the  presentation  of  this  cutaneous  le- 
sion. The  patient  had  no  previous  consultations  regard- 
ing this  chronic  problem  until  recently.  The  discharge 
had  become  more  frequent,  and  the  patient  was  now  re- 
ferred to  the  Institute  for  therapy.  Mandibular  films 
revealed  a 1 by  2-cm.  oval  area  in  the  midportion  of  the 
ramus,  of  the  mandible  with  questionable  bony  destruc- 
tion (Fig.  2B).  Cultures  of  the  sinus  tract  revealed 
Staphylococcus  albus,  and  the  patient  was  placed  on 
ampicillin  and  explored.  The  involved  skin  and  fistu- 
lous tract  was  excised  and  the  bone  curetted.  The  pa- 
tient has  remained  well  for  four  months  postoperatively 
with  no  evidence  of  recurrence. 

Case  3.  A twenty-six-year-old  male  underwent  ex- 
ternal incision  and  drainage  of  a purulent  lesion  anterior 
to  the  lower  border  of  the  mandible  at  its  angle  on  the 
left.  This  lesion  recurred  two  weeks  later,  and  the  pa- 
tient was  referred  to  the  Institute  for  further  evaluation 
(Fig.  3A). 

Dental  films  revealed  a periapical  lesion  of  the  left 
second  and  third  lower  molars  (Fig.  3B).  Extraction 
was  accomplished  after  antibiotic  coverage.  The  dis- 
charge resolved  within  two  weeks,  but  a large  residual 
depressed  scar  remained.  The  patient  was  hospitalized, 
and  the  scar  was  excised  with  the  epithelial-lined  sinus 


Dental  disease  may  occur  as  a cutaneous  manifes- 
tation. The  patient  will  frequently  consult  a phy- 
sician unaware  of  this  particular  etiologic  condi- 
tion for  recurrent  cysts,  abscesses,  and  sinus  tracts. 
Early  recognition  and  treatment  are  necessary  for 
successful  treatment.  A review  of  the  subject  and 
3 cases  treated  at  the  Institute  of  Reconstructive 
Plastic  Surgery  are  presented. 


tract  that  penetrated  the  outer  cortex  of  the  mandible  at 
its  midpoint  3 cm.  anterior  to  the  angle  (Fig.  3C).  The 
bone  in  the  region  was  carefully  curetted  and  the  defect 
closed  in  layers.  The  patient  has  done  well  and  is  now 
two  months  postoperative. 

Comment 

Mandibular  films  have  not  uniformly  elucidated 


FIGURE  2.  Case  2.  (A)  “Pustule’’  in  edentulous  farmer; 
present  for  sixteen  years.  (B)  Area  of  bony  involvement 
in  mandible  of  edentulous  patient;  cutaneous  manifestation 
present  for  sixteen  years. 
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the  bony  involvement  which,  nevertheless,  has 
been  uniformly  present.  Careful  history  might  re- 
veal dental  trauma  or  manipulation.  A panorex  or 
dental  film  may  reveal  the  offending  tooth.  Some 
investigators  have  recommended  probing  the  cuta- 
neous lesion  or  the  installation  of  a vital  dye1;  we 
have  not  found  this  to  be  necessary.  Careful  pal- 
pation of  the  oral  buccal  gingival  sulcus  will  reveal 
an  indurated  tract  passing  toward  the  mandible  or 
maxilla  in  the  region  of  the  offending  tooth;  dental 
roentgenograms  will  help  to  confirm  the  diagnosis. 
Due  to  the  excessive  morbidity  and  unsightly  cuta- 
neous scars,  as  well  as  the  potential  for  recurrence, 
our  approach  has  been  aggressive. 

Cultures  are  obtained  from  the  orifice  of  the 
sinus,  and  appropriate  antibiotic  coverage  is  insti- 
tuted; the  offending  tooth  is  repaired  or  extracted. 
Two  to  three  weeks  later,  the  tract  is  approached 
externally  and  traced  to  its  origin.  This  is  then 
sent  for  microscopic  examination.  The  cortical 
and  cancellous  hone  is  cultured  and  carefully  de- 
brided  with  a high-speed,  air-driven  burr.  A 
layered  closure  with  close  attention  to  the  cuta- 
neous scar  is  utilized. 


FIGURE  3.  Case  3.  (A)  Appearance  of  cutaneous  lesion 
secondary  to  unrecognized  dental  disease.  (B)  Panorex 
roentgenogram  demonstrating  dental  disease.  Extraction 
resulted  in  resolution  of  acute  manifestations.  (C)  Opera- 
tive appearance  of  epithelial-lined  dental  sinus. 


Summary 

Frequent  misdiagnosis  and  inadequate  treat- 
ment of  patients  with  dental  cutaneous  sinuses 
have  prompted  the  present  report.  Three  pa- 
tients are  presented  in  whom  the  lesion  was  prop- 
erly diagnosed  and  treated.  The  literature  is  re- 
viewed, and  our  present  therapeutic  approach, 
which  is  an  aggressive  one,  is  outlined. 

Institute  of  Reconstructive  Plastic  Surgery 
New  York  University  Medical  Center 
550  First  Avenue 
New  York,  New  York  10016 
(DR.  BERNARD) 
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In  Part  IV  of  this  review,  which  appeared  in  the 
July  issue  of  the  Journal,  the  author  described  the 
anatomy  of  the  ventricular  septum  and  the  patho- 
physiology, semeiology,  and  diagnosis  of  septal  in- 
farction. He  also  discussed  the  incidence,  patho- 
genesis, pathophysiology,  semeiology,  and  diagno- 
sis of  ventricular  septal  rupture.  Part  III,  in  the 
June  issue,  discussed  parietal  rupture  and  pseu- 
doaneurysm, Part  II,  in  the  May  issue,  discussed 
true  cardiac  parietal  aneurysms,  and  Part  I,  in  the 
April  issue,  covered  dyssynergy. 

In  the  past  relatively  little  attention  was  paid  to 
the  consequences  of  papillary  muscle  infarction. 
Seldom  was  the  condition  diagnosed  with  assur- 
ance during  life,  and  in  those  instances  when  mus- 
cle rupture  supervened  death  followed  very  soon 
after.  The  subject  has  been  brought  into  th,e  lime- 
light during  the  last  decade  chiefly  as  a result  of 
attempts  at  interceding  surgically  to  surmount  the 
hemodynamic  sequelae  of  papillary  muscle  scar- 
ring or  disruption. 

To  date,  only  a couple  of  antemortem  correla- 
tions have  been  made  of  tricuspid  valve  insuffi- 


ciency with  right  papillary  muscle  postinfarction 
disturbances.  In  contrast  considerable  attention 
has  been  paid  to  the  causation  of  mitral  regurgita- 
tion from  involvement  of  the  left  papillary  mus- 
cles. Either  morphologic  alteration  or  frank  sepa- 
ration of  these  cardiac  structures  are  conducive  to 
mitral  valve  incompetence.  The  discussion  which 
follows  pertains  just  to  the  left  papillary  muscles. 

Anatomy  of  mitral  papillary  muscles1790-1802 

There  are  two  left  papillary  muscle  groups,  the 
anterolateral  and  the  posteromedial.  Contrary  to 
the  artistic  license  of  their  architectonic  portrayal 
in  textbooks,  they  are  not  at  all  symmetrical  in  po- 
sition, number,  size,  or  shape.  They  neither  face 
one  another  exactly  at  180  degrees  nor  are  they  on 
the  same  plane.  The  stockier  posteromedial  mus- 
cle arises  at  the  lower  or  mid-third  junction  of  the 
ventricular  septum  and  posterior  left  ventricular 
wall.  It  is  attached  to  chordae  tendineae  from  the 
medial  half  of  both  anterior  and  posterior  mitral 
leaflets.  The  anterolateral  papillary  muscle  group 
springs  from  the  midportion  of  the  anterolateral 
wall  of  the  left  ventricle  and  receives  chordae  from 
the  lateral  half  of  both  mitral  leaflets. 

At  end-diastole  when  the  ventricle  approaches 
spheroidicity,  the  papillary  muscles  lie  almost 
transverse,  and  their  length  is  maximal.  During 
cardiac  contraction,  as  the  ventricle  becomes  more 
conical,  they  too  shorten  and  are  swept  in  an  arc 
by  the  “wringing”  motion  of  the  ventricular  mus- 
culature. By  end-systole  they  are  least  bulky  and 
lie  almost  perpendicular  under  the  mitral  valve 
which  they  tauten  shut  against  the  counterforce  of 
ejection  (Fig.  13). 

The  papillary  groups  differ  a lot  in  makeup. 
Ordinarily,  each  is  constructed  of  an  average  of  six 
bellies  which  form  a trellis  of  fleshy  crossbars;  in- 
frequently, there  exist  one  or  more  discrete  trunks 
with  sparse  undergirding.  There  is  also  great  vari- 
ation in  the  foundation  of  the  papillary  muscles. 
Since  they  are  a specialized  form  of  the  trabeculae 
carneae,  they  maintain  an  intimate  anatomic  rap- 
port with  the  latter.  The  bodies  of  some  are  al- 
most sessile  or  “tethered”  to  the  subjacent  endo- 
cardium by  multiple  trabecular  bridges;  others 
without  such  attachments  and  of  spindly  appear  - 
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FIGURE  13.  Changes  in  length  and  orientation  of  papillary  muscles  during  cardiac  cycle. 


ance  are  said  to  be  “finger-like;”  a third  variety  re- 
sembles a maypole  with  a central  stem  joined  to 
the  ventricular  lining  by  many  stubby  muscular 
props.  Regardless  of  their  configuration,  the  pa- 
pillary muscles  are  the  thickest  endocardial  struc- 
tures. 

A point  that  warrants  emphasis  is  that  each  mi- 
tral leaflet  receives  chordae  tendineae  from  both 
the  anterolateral  and  posteromedial  papillary 
groups.  The  chordal  latticework  is  fanlike,  the 
chordae  from  each  papillary  muscle  head  subdi- 
viding successively  until  several  dozen  anchor  the 
mitral  leaflets.  Chordae  are  called  primary  or 
first-order  when  they  attach  to  the  free  edge  of 
each  mitral  leaflet  and  secondary  or  second-order 
when  they  become  incorporated  into  the  undersur- 
face of  the  leaflet  a few  millimeters  away  from  the 


edge.  Tertiary  or  third-order  chordae  have  no 
connection  with  either  papillary  muscle  group: 
they  run  directly  from  the  endocardium  to  only 
the  posterior  mitral  leaflet  just  beyond  its  base. 

Variable,  too,  is  the  blood  supply.  The  antero- 
lateral muscles  are  fed  by  the  left  anterior  de-  ; 
scending  coronary  artery  and  either  the  left  ven-  I 
tricular  diagonal  tributaries  or  the  marginal  termi 
nation  of  the  left  circumflex  branch.  The  postero- 
medial group  has  a poorer  and  less  reliable  perfu- 
sion coming  chiefly  from  the  posterior  descending  | 
branch  of  the  right  coronary  artery  and  twigs  from 
the  left  circumflex  branch.  Generally,  the  more 
“tethered”  a papillary  muscle  the  richer  are  the 
vascular  anastomotic  linkages  with  the  extrapapil- 
lary  subendocardial  plexus.  At  the  opposite  ex- 
treme is  flow  to  the  “fingerlike”  type  of  papillary 
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muscle  which  is  via  a long  penetrating  central  radi- 
cle from  an  epicardial  stem  vessel.  To  a small  de- 
gree the  muscles  are  nourished  by  the  intracameral 
blood  which  bathes  them.  Variations  in  vascular 
supply  notwithstanding,  the  fact  that  it  is  dual  to 
each  muscle  group  explains  why  single  coronary 
artery  obstruction  or  occlusion  does  not  always 
cause  papillary  muscle  infarction. 

Papillary  muscle  infarction 

Incidence.1803-1806  Most  papillary  muscle  in- 
farcts are  continuations  of  broader  damage  at  their 
floor.  Infarction  isolated  to  papillary  muscle  was 
previously  considered  to  be  an  oddity,  but  that 
view  may  have  to  be  revised  in  the  light  of  autopsy 
findings  which  are  indicating  that  the  situation  oc- 
curs many  times  without  being  suspected  on  clini- 
cal grounds. 

Necrosis  or  fibrosis,  focal  or  generalized,  of  one 
or  more  papillary  muscles  has  been  discovered  in 
25  to  80  per  cent  of  random  pathology  specimens. 
Necrosis  of  one  or  both  left  papillary  muscles  has 
been  found  in  30  to  50  per  cent  of  cases  of  fatal 
acute  myocardial  infarction  and  in  15  per  cent  of 
mixed  recent  and  old  infarctions.  The  condition 
must  therefore  be  quite  ubiquitous,  even  though 
clinically  its  immediate  manifestations  seldom  are 
grave  or  irreversible  unless  muscle  disruption 
ensues.  That  infarction  affects  the  posteromedial 
papillary  muscle  group  more  often  despite  the 
high  occurrence  rate  of  anterior  parietal  infarcts 
attests  to  the  undependability  of  their  blood  sup- 
ply. It  may  seem  curious  that,  clinically,  subendo- 
cardial infarcts  are  more  common  with  ischemic 
lesions  of  papillary  muscle  than  are  transmural 
ones.  The  reason  most  likely  resides  in  the  rela- 
tively greater  propensity  for  heart  rupture  or 
death  in  cases  of  transmural  infarction. 

Pathogenesis.180  -1814  The  oxygen  need  of  the 
papillary  muscles  is  superior  to  that  of  the  rest  of 
the  myocardium.  Much  of  this  extraordinary 
metabolic  requirement  is  expended  to  maintain 
traction  on  the  mitral  leaflets  during  systole  when 
coronary  flow  is  at  its  ebb.  Tension  increases  one 
hundredfold  from  the  base  to  the  pinnacle  of  the 
papillary  muscle  where  perfusion  is  most  meager. 
Ordinarily,  this  topmost  segment  of  muscle,  like 
the  remainder  of  the  subendocardium,  is  nour- 
ished during  diastole  when  local  intracoronary 
pressure  exceeds  local  intramyocardial  pressure. 

The  prevalence  of  ischemia  of  the  papillary 
muscles  is  explained  by  their  disadvantaged  blood 
supply  from  inconstant  sources,  innermost  cardiac 
location,  and  variable  geometric  design.  The  high 
susceptibility  to  ischemia  is  accounted  for  by  the 
muscles  being  at  the  terminus  of  the  cardiac  arte- 
rial circulation  and  therefore  subject  to  very  exi- 
guous perfusion.  Oxygenation  becomes  precari- 
ous with  coronary  atherosclerosis,  dysrhythmias, 
or  ventricular  dilation  and  is  hardly  satisfied  even 
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FIGURE  14.  Being  situated  nearer  to  midline,  postero- 
medial papillary  muscles  are  more  vulnerable  to  injury  by 
posterior  infarction  than  are  anteromedial  muscles  by  an- 
terior infarction. 

by  incremental  sustenance  from  intracavitary 
blood.  Since  changes  in  the  coronary  arterioles 
due  to  aging  start  sooner  at  the  papillary  muscles 
than  they  do  elsewhere,  their  proclivity  for  infarc- 
tion is  heightened  even  more  in  the  elderly. 

As  was  mentioned  previously,  blood  flow  to  indi- 
vidual papillary  muscle  groups  is  conditional  on 
their  respective  circulatory  sources  and  manner  of 
attachment  to  the  ventricular  wall,  both  of  which 
features  are  circumstantial.  While  it  is  not  un- 
common for  anterior  myocardial  infarction  to 
spare  the  anterolateral  group,  posterior  infarction 
almost  inescapably  affects  the  posteromedial  mus- 
cles which  are  predilected  to  damage  by  their  par- 
ticularly tenuous  blood  supply  and  by  proximity  to 
the  ventricular  septum  (Fig.  14). 

Sometimes  papillary  muscle  infarction  belatedly 
follows  parietal  wall  or  ventricular  septal  infarc- 
tion. The  usual  mechanisms  are  stasis,  hypoxem- 
ia, hypotension,  or  an  advancing  front  of  muscle 
necrosis.  Ironically,  levarterenol  bitartrate,  which 
is  employed  commonly  to  combat  cardiogenic 
shock  through  its  potent  peripheral  vasoconstric- 
tor and  coronary  vasodilator  actions,  at  the  same 
time  insidiously  injures  the  papillary  muscles  by 
provoking  extensive  subendocardial  petechial 
hemorrhages. 

Papillary  muscle  dysfuncticn 

Incidence.1815-1817  Relative  mitral  incompe- 
tence is  not  uncommon  after  myocardial  infarc- 
tion. It  is  most  often  an  accompaniment  of  com- 
pensatory cardiac  dilation  but  sometimes  is  an  af- 
tereffect of  infarction  of  papillary  muscle.  In  ei- 
ther case  after  recovery  the  mitral  regurgitation 
may  subside  without  a clue  about  its  true  causa- 
tion. Hence,  the  actual  incidence  of  papillary 
muscle  dysfunction  is  conjectural,  although  it  is 
being  diagnosed  more  frequently  nowadays. 

Pathophysiology.1818-1862  Since  chordae  ten- 
dineae  from  each  papillary  muscle  go  to  both  mi- 
tral leaflets,  the  subvalvar  suspensory  apparatus 
may  be  affected  by  dysfunction  of  either  muscle 
group.  Ephemeral  or  lingering  mitral  regurgita- 
tion that  is  hemodynamically  noxious  occurs  in 
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FIGURE  15.  Changing  sequence  and  pattern  of  mitral  regurgitation. 


about.  40  per  cent  of  cases  of  posteroseptal  myocar- 
dial infarction;  the  incidence  after  anterior  or  an- 
teroseptal  infarction  is  slightly  less  than  half  that 
number.  From  a practical  standpoint,  however, 
the  clinical  consequences  of  dysfunction  appertain 
predominantly  to  the  anterolateral  muscles  be- 
cause the  posteromedial  ones  so  often  eventually 
rupture  when  infarcted,  or  the  mitral  regurgitation 
which  they  cause  so  quickly  inflicts  the  coup  de 
grace  to  the  crippled  heart.  In  patients  dying 
from  acute  myocardial  infarction,  mitral  insuffi- 
ciency is  three  times  more  common  after  posterior 


than  anterior  infarction.  The  worst  form  of  papil- 
lary muscle  dysfunction,  indeed  one  that  rarely  al- 
lows survival,  is  that  manifested  when  the  postero- 
medial trunk  is  violated  by  concurrent  perforation 
of  the  inferodorsal  sector  of  the  ventricular  septum 
(Fig.  12). 

It  would  appear  that  infarction  of  papillary 
muscle  alone  is  infrequently  conducive  to  signifi- 
cant mitral  valve  regurgitation  and  that  a more 
fundamental  prerequisite  for  dysfunction  is  de- 
ranged contraction  of  myocardium  subjacent  or 
contiguous  to  the  base  of  the  papillary  muscle 
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(Fig.  15).  Indeed,  in  perhaps  the  majority  of  clini- 
cal instances  of  presumed  papillary  muscle  dys- 
function syndrome  the  reason  for  improper  mitral 
valve  closure  is  not  primarily  anatomic  alteration 
of  papillary  muscle  itself  but  rather  disturbed  spa- 
tial relationships  between  the  ventricular  wall  and 
mitral  annulus.  Under  these  circumstances  papil- 
lary muscle  contraction  is  adequate  but  along  an 
inappropriately  shifted  axis,  and  mitral  leaflet  ap- 
position is  marred  during  end-diastole  and  early 
ventricular  emptying.  The  most  common  in- 
stances of  such  papillary  muscle  “quasidysfunc- 


tion,” that  is,  when  the  muscles  are  morphological- 
ly intact  but  farther  apart,  are  left  ventricular  dila- 
tion and  juxtapapillary  mural  infarction  with  or 
without  ventricular  dilation  (Fig.  16).  In  those  in- 
stances the  mitral  regurgitation  flow  is  usually 
maximal  during  the  early  stages  of  systole. 

Whenever  papillary  muscles  are  paretic  due  to 
necrosis  or  are  permanently  stunted  from  scar, 
their  corresponding  zone  of  leaflet  attachment  lags 
behind  the  sound  portion  in  the  cycle  leading  to 
valve  closure.  The  major  regurgitation  takes  place 
at  end-diastole  and  tapers  during  ventricular 
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emptying.  At  end-systole,  depending  on  whether 
the  papillary  muscle  is  paretic  or  scarred,  the  af- 
fected portion  of  mitral  leaflets  prolapses  into  the 
atrium  or  retracts  into  the  ventricle,  respectively, 
regurgitation  being  more  severe  with  the  latter. 
The  situation  is  magnified  when  the  altered  papil- 
lary muscle  is  caught  in  dyssynergic  excursions,  as 
is  the  case  with  those  of  an  aneurysm  at  or  near  its 
foundations.  Here,  again,  mitral  regurgitation  is 
caused  by  imbalance  in  the  chronologic  sequence 
of  contraction,  but  chordal  pull  is  swerved  much 
more.  Curiously,  when  consecutive  infarction  of 
both  papillary  muscle  groups  takes  place,  malad- 
justment of  the  leaflets  may  become  balanced,  en- 
abling them  to  make  better  contact  and  thereby 
liquidating  a fair  amount  of  the  regurgitation  (Fig. 
15). 

The  manner  in  which  mitral  insufficiency  is  pro- 
duced as  well  as  its  severity  follow  no  predictable 
scheme  since  they  are  subject  to  a host  of  vari- 
ables. Thus,  infarction  of  an  entire  papillary  mus- 
cle group  disarrays  support  of  almost  equal  frac- 
tions of  both  mitral  leaflets  at  the  same  pole,  and 
the  locus  of  reflux  is  then  mainly  commissural  or 
eccentric.  In  contrast  infarction  of  just  one  or  two 
muscle  bodies  with  a corresponding  more  discrete 
disturbance  of  chordal  function  may  merely  slack- 
en a narrow  strip  of  one  or  both  leaflets  anywhere 
along  their  margins  with  reflux  then  being  trivial. 

Semeiology. 1863-1901  The  mitral  regurgitation 
produced  by  papillary  muscle  dysfunction  most 
often  declares  itself  subtly,  if  at  all,  by  acute  pul- 
monary edema  which  ordinarily  is  relapsing  and  of 
slight  to  modest  severity.  Exceptionally,  heart 
failure  is  profound  at  the  outset  or  becomes  so,  in 
which  event  the  functional  compromise  of  the  pa- 
pillary muscles  is  in  reality  subsidiary  to  more  for- 
midable infarction  damage  elsewhere. 

There  is  little  relationship  between  the  degree  of 
mitral  regurgitation  and  the  acoustic  character  of 
the  systolic  murmur  which  signals  its  existence. 

Whether  the  outcome  of  papillary  muscle  mal- 
function is  one  of  benignity  or  of  steady  cardiac 
deterioration  is  largely  predetermined  by  the  myo- 
cardial reserve  extant.  However,  inadequately 
compensated  heart  failure  from  mitral  regurgita- 
tion establishes  a vicious  cycle  in  which  ventricular 
dilation  worsens  myocardial  ischemia  and  hence 
papillary  muscle  dysfunction.  At  times  papillary 
muscle  dysfunction  becomes  exacerbated  coinci- 
dentally with  attacks  of  angina  pectoris;  whether 
or  not  the  converse  occurs  is  debatable.  Of  course, 
dysfunction  is  more  apt  to  persist  or  to  worsen 
when  the  muscles  are  shrunken  by  hard  scar  than 
when  they  are  merely  paretic. 

On  very  rare  occasions  bacterial  endocarditis 
may  complicate  papillary  muscle  dysfunction,  veg- 
etations nidating  on  the  regurgitant  but  structur- 
ally intact  mitral  valve  or,  even  more  rarely  still, 
on  the  deformed  papillary  muscle. 


Diagnosis.1902-1936  The  clinical  detection  of 
papillary  muscle  dysfunction  depends  heavily  on 
hearing  a murmur  of  mitral  insufficiency  postdat- 
ing myocardial  infarction.  And  yet,  strangely, 
that  apical  systolic  murmur  is  notorious  for  its 
elusiveness  and  inconsistency. 

The  appearance  of  the  murmur  may  have  no 
bearing  on  the  patient’s  state,  or  it  may  wax  and 
wane  during  paroxysms  of  angina  pectoris  or  of 
congestive  failure.  Its  timing,  configuration,  in- 
tensity, pitch,  and  duration  all  are  variable  and 
may  even  fluctuate  from  beat  to  beat.  It  may 
span  any  part  of  systole  depending  on  the  magni- 
tude and  reversibility  of  muscle  injury,  which  mus- 
cle bundle  is  damaged,  whether  the  muscle  is 
shortened  or  elongated,  concomitant  ventricular 
dilation,  time  course  of  activation  of  papillary  and 
mural  myocardium,  and  progression  or  recession 
of  papillary  muscle  dysfunction. 

Most  characteristically  the  murmur  has  a de- 
layed onset  after  a loud  first  sound,  is  crescendo- 
decrescendo,  and  ends  before  the  second  sound. 
This  meso-  or  telesystolic  timing  is  thought  to  be 
caused  by  “parachute”  eversion  of  portions  of  each 
mitral  leaflet  into  the  atrium  because  of  inability 
of  the  elongated  papillary  muscle  to  contract  prop- 
erly during  the  ejection  phase.  When  the  murmur 
is  pansystolic  with  mid-  or  late-systolic  accentua- 
tion, the  valve  incompetence  is  presumably  due  to 
lopsided  tugging  of  the  leaflets  into  the  ventricle 
by  shrunken  or  malaligned  papillary  muscles. 

Since  velocity  rather  than  volume  of  mitral  re- 
gurgitant flow  determines  the  intensity  of  the 
murmur,  the  latter  is  usually  soft  and  blowing  with 
papillary  muscle  dysfunction.  Seldom  is  its  tim- 
bre harsh  or  noisy.  For  the  same  reason  a systolic 
thrill  is  unusual.  The  loudness  of  the  murmur 
fades  for  a while  after  nitrates  are  administered 
because  the  lowering  in  afterload  lessens  the  pres- 
sure gradient  across  the  incompetent  valve.  It  in- 
creases in  pitch  during  a ventricular  extrasystole 
and  is  barely  audible  or  vanishes  in  the  postex- 
trasystolic  beat  perhaps  because  of  contractile  po- 
tentiation after  the  postextrasystolic  pause. 
When  a patient  with  papillary  muscle  dysfunction 
squats  quickly,  the  murmur  is  intensified. 

The  auscultatory  erraticism  of  the  murmur  of 
papillary  muscle  dysfunction  has  been  well  docu- 
mented by  phonocardiography.  Of  late,  interest 
has  focused  on  the  detection  of  midsystolic  oi 
nonejection  systolic  clicks  with  papillary  muscle 
dysfunction.  These  snapping  sounds  emanate 
from  vibrations  due  to  tautening  of  slack  chordae 
tendineae.  The  differential  diagnosis  of  midsys- 
tolic clicks  is  lengthy,  and  they  are  by  no  means  , 
pathognomonic  of  papillary  muscle  dysfunction. 

A diastolic  filling  sound,  S3,  and  atrial  gallop 
S4,  are  common  in  the  papillary  muscle  dysfunc 
tion  syndrome.  Unlike  what  happens  with  papil 
lary  muscle  rupture  and  other  causes  of  rapid  lefW 
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FIGURE  16.  Relative  mitral  incompetence  from  ''pseudodysfunction''  of  intact  papillary  muscles  with  ventricular  dilation. 


ventricular  overfilling,  these  sounds  are  louder 
during  inspiration  than  expiration.  Why  this 
should  be  is  not  known.  It  may  be  conditional  on 
acute  variations  of  pulmonary  venous  return  asso- 
ciated with  papillary  muscle  dysfunction,  necessi- 
tating forceful  atrial  contraction  at  the  end  of 
diastole  to  overcome  the  inertia  to  filling  of  the 
diseased  and  stiffened  ventricle.  This  phenome- 
non is  recordable  by  apexcardiography. 

The  triad  of  gallop  rhythm,  early  to  midsystolic 
ejection  murmur,  and  accentuated  first  sound  is 
found  in  a high  percentage  of  patients  with  papil- 
lary muscle  dysfunction.  It  may  also  exist,  how- 
ever, where  papillary  muscle  dysfunction  is  not 
due  to  intrinsic  organic  disease  of  the  muscles 
themselves  but  instead  to  distortions  in  their  ge- 
ometry, such  as  occurs  with  ventricular  dilation. 

There  are  no  electrocardiographic  criteria 
pathognomonic  of  papillary  muscle  dysfunction. 
Tracings  said  to  be  suggestive  of  the  condition 
comprise:  (1)  moderate  depression  of  J-junction 

with  concavity  upward  deformity  of  the  S-T  seg- 
ment; (2)  slight  to  moderate  depression  of  J-junc- 
tion with  convexity  upward  deformity  of  the  S-T 
segment  and  terminal  inversion  of  the  T wave; 
and,  (3)  marked  J-junction  depression  with  either 
convexity  or  concavity  upward  deformity  of  the 
ST-T  interval. 

Patterns  similar  to  these  have  been  recorded  in 
states  of  myocardial  hypertrophy,  strain,  ischemia, 
or  infarction  not  necessarily  involving  papillary 
muscle. 

Radiographic  signs  are  neither  salient  nor  dis- 
tinctive. Generally  the  heart  is  not  big.  The  left 


atrium  is  only  slightly  enlarged.  Pulmonary  ve- 
nous congestion  is  demonstrable  only  during  bouts 
of  clinical  heart  failure  when  it  may  range  from 
minimal  to  florid. 

Cardiac  catheterization  shows  the  contour  and 
amplitude  of  left  atrial  and  diastolic  pressure  in- 
scriptions to  be  those  of  mitral  regurgitation;  but 
unlike  that  of  rheumatic  valvopathy  they  are  not 
significantly  magnified  by  exercise.  Cardiac  out- 
put is  subnormal  partly  because  of  mitral  insuffi- 
ciency but  also  from  the  influence  of  myocardial 
ischemia  and  dyssynergy. 

Arteriography  invariably  uncovers  advanced 
coronary  atherosclerosis  which,  in  decreasing  order 
of  frequency,  is:  mixed,  left  anterior  descending, 

right,  and  left  circumflex.  Often  associated  is 
frank  ventricular  dyssynergy,  but  unfortunately 
neither  cineangiography  nor  any  other  method  for 
studying  contractile  disorders  is  serviceable  at 
present  for  identifying  which  papillary  muscle 
group  is  malfunctioning  nor  how  it  is  malfunction- 
ing. 

There  is  excellent  agreement  between  the  occur- 
rence and  duration  of  the  systolic  murmur  and  an- 
giographic documentation  of  mitral  reflux  without, 
however,  any  steadfast  correlation  between  the 
magnitude  of  regurgitation  and  the  character  of 
the  murmur.  Mitral  regurgitation  without  a mur- 
mur is  presumably  due  to  diminished  flow  velocity 
across  the  valve  secondary  to  reduced  myocardial 
contractility.  Suspicion  about  its  presence  then  is 
aroused  by  refractory  pulmonary  congestion,  and 
corroboration  rests  on  cardiac  catheterization  and 
angiography. 
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The  mobility  of  the  mitral  valve  leaflets  and  the 
direction  of  deflection  of  the  regurgitant  jet,  which 
is  mostly  central  with  organic  valvopathy  and  ec- 
centric with  subvalvar  disease,  are  radiographic 
signs  that  do  not  have  as  much  pertinence  with  pa- 
pillary muscle  dysfunction  as  they  sometimes  do 
with  papillary  muscle  rupture. 

Last,  as  mentioned  previously,  there  are  unusual 
instances  when  neither  clinical  nor  radiographic 
evidence  of  mitral  incompetence  exists  despite 
major  papillary  muscle  disease,  the  inference  being 
that  because  of  equal  malfunction  of  both  muscle 
groups  there  yet  results  satisfactory  closure  of  the 
valve. 

Papillary  muscle  rupture 

The  topic  of  papillary  muscle  rupture  belongs 
with  equal  propriety  in  discussion  of  ruptures  of 
diverse  parts  of  the  heart  after  infarction.  How- 
ever, it  has  greater  relevance  here  for  continuing  to 
consider  how  functional  incompetence  of  the  in- 
tact mitral  valve  leaflets  may  ensue  from  morpho- 
logic alteration  of  their  mooring  apparatus. 

As  a rule  most  incidence  statistics  regarding  car- 
diac structural  changes  after  myocardial  infarction 
are  derived  from  necropsy  protocols  and  therefore 
are  at  best  only  verisimilitudes  of  true  frequency 
rates.  But  the  incidences  of  papillary  muscle  rup- 
ture cited  in  the  literature  are  in  all  likelihood  fair- 
ly accurate  approximations,  because,  barring 
chance  survivors  or  a handful  kept  alive  by  medici- 
nal means,  that  dreaded  infarction  sequela  made 
short  shrift  of  its  victims  until  recent  years. 

Incidence.1937-1941  Either  partial  or  complete 
tear  of  one  or  more  papillary  muscle  bellies  occurs 
in  0.5  to  2 per  cent  of  infarction  incidents  of  all 
ages  and  in  3 to  3.5  per  cent  of  recent  infarctions. 
It  constitutes  20  to  25  per  cent  of  ruptures  of  all 
parts  of  the  heart.  Total  severance  of  a papillary 
muscle  occurs  in  0.5  per  cent,  1 to  1.5  per  cent,  and 
7.5  to  8 per  cent  of  infarctions  of  all  ages,  recent 
infarctions,  and  ruptures  of  all  parts  of  the  heart, 
respectively. 

Over  three  fourths  of  cases  of  papillary  muscle 
rupture  occur  within  the  first  week  after  acute 
myocardial  infarction — -35  per  cent  within  twenty- 
four  hours,  another  42.5  per  cent  by  the  seventh 
day,  12.5  per  cent  during  the  next  week,  and  just 
10  per  cent  heyond  the  second  week. 

Pathogenesis.1942-1997  Contrary  to  former 
thinking,  it  now  seems  improbable  that  strenuous 
physical  activity,  arterial  hypertension,  or  anti- 
coagulants are  incitants  to  papillary  muscle  dehis- 
cence. Instead,  it  would  appear  that  for  each  indi- 
vidual heart  this  eventuality  is  conditional  on  a 
convergence  of  anatomic  happenstances;  namely, 
(1)  the  distribution  of  the  main  coronary  arterial 
sources,  favoring  one  or  another  papillary  muscle 
group;  (2)  the  particular  architectural  build  of  the 
muscles,  that  is,  their  squatness  or  spindliness,  in- 


fluencing the  number  of  vascular  anastomotic 
linkages  with  the  extrapapillary  subendocardial 
plexus. 

Regarding  the  first  circumstance,  the  richer  and 
more  consistent  circulation  purveyed  to  the  ante- 
rolateral papillary  group  accounts  for  the  relative 
uncommonness  of  rupture  of  those  muscles  in 
spite  of  the  prevalence  of  anterior  wall  myocardial 
infarctions.  They  are  involved  in  24.5  per  cent  of 
cases,  the  posteromedial  in  73  per  cent,  both  in  1.5 
per  cent,  and  the  right  ventricular  papillary  mus- 
cles in  1 per  cent.  In  some  series  there  is  a tenfold 
frequency  of  rupture  of  the  posteromedial  group 
compared  with  the  anterolateral  group. 

As  for  the  second  circumstance  of  vasculariza- 
tion through  attachments  of  the  muscle  trunks  to 
the  endocardium,  this  undoubtedly  is  an  impor- 
tant factor  with  regard  to  the  level  and  complete- 
ness of  dehiscence.  Generally,  the  more  sessile, 
trabeculated,  and  stout  a muscle,  the  better  is  it  ir- 
rigated with  blood  and  the  more  apical  or  subtotal 
is  any  tear  incurred  by  it.  Rupture  is  complete 
across  the  muscle  body  in  75  per  cent  of  cases,  con- 
ical in  14  per  cent,  and  incomplete  in  11  per  cent. 
Disruption  limited  to  the  chordae  tendineae  is  ex- 
tremely rare,  and  only  10  per  cent  of  all  cases  of 
chordal  rupture  accompany  myocardial  infarction. 

Most  significant  is  that  75  per  cent  of  cases  of 
papillary  muscle  rupture  occur  after  a first  myo- 
cardial infarction  which  insinuates  that  the  major- 
ity of  torn  muscles  have  not  been  previously  al- 
tered by  ischemia.  This  is  borne  out  by  experi- 
mental and  necropsy  studies  which  demonstrated 
that  chronic  myocardial  ischemia  is  more  likely  to 
be  associated  with  papillary  muscle  dysfunction 
than  with  rupture. 

Pathophysiology.1998-2002  Papillary  muscle 
rupture  is  usually  too  cataclysmic  to  be  endured 
for  long  by  a left  ventricle  already  struggling  under 
the  handicap  of  a dyssynergic  myocardial  segment. 
The  mitral  suspensory  apparatus  is  abruptly  and 
drastically  shattered,  and  the  resultant  valvar  re- 
gurgitation is  acute  and  brutal.  The  magnitude  of 
reflux  is  related  in  part  to  the  kind  of  disruption;  it 
is  immense  with  laceration  of  a central  .muscle 
belly  which  eliminates  half  of  the  support  to  each 
valve  leaflet  and  is  less  overwhelming  with  detach- 
ment of  muscle  heads  or  chordae  which  wrecks  a 
more  confined  sector  of  valve  suspension.  In  ei- 
ther case  the  regurgitation  characteristically  wors- 
ens by  increment  during  ventricular  contraction 
and  reaches  its  peak  at  end-systole  (Fig.  17). 

Unlike  chronic  mitral  incompetence,  the  acute 
variety  that  takes  place  with  papillary  muscle  rup- 
ture is  characterized  by  left-sided  congestive  fail- 
ure solely.  Right  ventricular  volume  overload 
may  be  manifested  briefly,  but  it  is  quickly 
dwarfed  by  pulmonary  congestion.  The  pulmo- 
nary venous  hypertension  supervening  suddenly  in 
the  presence  of  normal  left  atrial  compliance  insti- 
gates pulmonary  vasoconstriction  and  aggrandizes 
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FIGURE  17.  Progressive  mitral  regurgitation  during  ventricular  systole  with  ruptured  papillary  muscle. 


pulmonary  arteriolar  resistance.  This  may  cause 
bursting  of  pulmonary-bronchial  venous  anasto- 
moses with  intrabronchial  hemorrhage  putting  the 
final  stamp  on  the  tableau  of  “pulmonary  apo- 
plexy.” 

Two  sorts  of  disturbances  to  the  chambers  on 
the  right  side  of  the  heart  may  occur  on  occasion. 
The  atrial  septum  may  be  arched  sharply  to  the 
right  causing  some  encumbrance  to  right  atrial  fill- 
ing. More  important,  in  exceptional  cases  where  a 
valve-competent  but  patent  foramen  ovale  exists  a 
significant  interatrial  shunt  may  be  created.  The 
resultant  appearance  of  oxygenated  blood  in  the 
main  pulmonary  arteries  may  confuse  the  labora- 
tory differentiation  between  papillary  muscle  rup- 
ture and  ventricular  septal  perforation. 

While  mitral  regurgitation  is  unquestionably  the 
cardinal  hallmark  of  papillary  muscle  rupture,  he- 
modynamic observations  suggest  a companion 
phenomenon  of  intermittent  valvar  stenosis. 
Conceivably,  this  happens  because  of  periodic  ob- 
struction of  the  valve  orifice  by  the  flail  chordal 
end  of  avulsed  muscle.  Along  analogous  lines,  the 
somewhat  common  occurrence  of  syncope  with  an- 
terolateral papillary  muscle  rupture  may  possibly 
be  due  to  the  disengaged  piece  of  muscle  intermit- 
tently blocking  the  aortic  valve  orifice. 

Semeiology.2003-2013  The  usual  presentation  is 
one  of  failure  on  the  left  side  of  the  heart  that  is 
swift  in  onset,  profound,  and  accelerative.  Dysp- 
nea verging  on  suffocation  is  commonplace,  in 
keeping  with  the  clamant  pulmonary  edema  and 
may  be  compounded  by  angina  pectoris.  Iterative 


syncope,  with  or  without  convulsions,  attacks  one 
fourth  of  the  patients.  Hemoptysis  and  tachycar- 
dia are  not  infrequent.  The  rhythm  of  the  heart  is 
usually  regular.  Atrial  fibrillation  is  present  in 
less  than  10  per  cent  of  cases,  contrasting  with  the 
frequency  of  that  dysrhythmia  in  rheumatic  mitral 
insufficiency. 

Conspicuous  are  the  de  novo  apical  systolic 
murmur  and  atrial  gallop  which  appear.  The  for- 
mer is  loud,  rasping,  pansystolic,  and  radiates 
widely.  The  gallop  sound  connotes  the  vigorous 
activity  still  of  an  atrium  heretofore  unblemished 
by  mitral  regurgitation.  Some  authors  ascribe  a 
diastolic  rumble  to  fluttering  of  the  ripped  muscle 
head  in  a basket  of  chordae.  Ordinarily,  neither  a 
thrill  nor  a heave  are  perceptible  unless  dyssyner- 
gy  is  marked. 

Occasionally  there  is  hypotension  in  the  shock 
range  paralleling  the  steep  drop  in  cardiac  output. 
Cardiovascular  collapse  is  usually  earlier  and 
deeper  with  complete  transection  of  papillary 
muscle.  When  there  is  rupture  of  an  entire  mus- 
cle trunk  25  per  cent  of  patients  untreated  surgi- 
cally die  within  six  hours,  50  per  cent  within  one 
day,  75  per  cent  within  one  week,  80  per  cent  with- 
in two  weeks,  and  95  per  cent  within  two  months. 

Diagnosis.2014-2029  Catastrophic  pulmonary 
edema  without  simultaneous  right-side  failure  is 
uncommon  enough  after  myocardial  infarction 
that  its  inception  should  arouse  suspicion  of  papil- 
lary muscle  rupture.  Rarely  do  the  few  other 
causes  of  acute  mitral  incompetence,  such  as  pa- 
pillary muscle  dysfunction  and  left  ventricular  di- 
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lation,  produce  pulmonary  venous  congestion  that 
is  so  precipitous  and  gross. 

Besides  abnormally  tall  jugular  venous  A waves 
and  the  familiar  pulmonary  signs  of  marked  fail- 
ure on  the  left  side  of  the  heart,  the  most  out- 
standing finding  on  physical  examination  is  the 
murmur  of  mitral  valve  regurgitation.  It  is  rau- 
cous, holosystolic,  starts  simultaneously  with  a soft 
first  sound,  and  obscures  the  second  sound. 
Sometimes  it  ends  with  a late  decrease  when 
mounting  atrial  pressure  at  end -systole  tends  to 
curtail  the  regurgitant  stream.  The  murmur  is 
transmitted  along  a broad  swath  over  the  precor- 
dium  to  the  axilla,  to  the  sternum,  and  occasional- 
ly to  the  back.  It  is  unchanged  in  character  by 
breathing  or  by  extra-systoles,  but  its  loudness 
may  diminish  appreciably  as  ventricular  contrac- 
tile force  becomes  spent.  Radiation  of  the  apical 
murmur  to  the  manubrium  is  oftentimes  discerned 
with  severance  of  the  anterolateral  papillary  mus- 
cle and  possibly  is  produced  by  the  regurgitant  jet 
striking  the  atrial  septum  next  to  or  just  above  the 
aortic  valve.  Although  the  mitral  murmur  is  quite 
harsh,  a thrill  is  seldom  relayed,  but  in  a few  in- 
stances a soft  purr  may  be  perceived  alongside  the 
spine  when  the  anterior  leaflet  is  flail.  On  some 
occasions,  perhaps  because  of  entanglement  of  the 
broken  papillary  muscle  in  chordae  tendineae,  the 
murmur  assumes  very  bizarre  aspects  defying  de- 
scription which  explains  characters  such  as  “whis- 
tling to-and-fro”  that  some  authors  have  attached 
to  it. 

A systolic  murmur  may  also  be  heard  at  the  base 
of  the  heart.  As  was  mentioned  previously,  it  may 
arise  from  relative  aortic  stenosis  due  to  snagging 
of  the  valve  orifice  by  the  unmoored  anterolateral 
muscle. 

A third  heart  sound  is  usually  discernible,  and 
the  sound  of  pulmonic  valve  closure  is  louder  than 
usual.  Yet  another  sound,  on  which  has  been  be- 
stowed the  questionable  appellation  “pseudorub,” 
is  thought  to  arise  from  the  aimless  bouncing 
around  of  the  piece  of  torn  muscle  in  the  ventricu- 
lar cavity. 

An  atrial  gallop  is  common.  Ventricular  dia- 
stolic gallops  may  be  discerned  too,  especially 
when  dyssynergy  is  prominent.  A right  ventricu- 
lar impulse  may  be  sensed,  but  in  the  main,  chest 
wall  vibrations  and  thrusts  are  inconspicuous.  All 
of  these  signs  escort  myocardial  ischemia  or  con- 
gestive heart  failure  and  do  not  necessarily  ema- 
nate from  papillary  muscle  rupture  per  se. 

There  are  no  electrocardiographic  hallmarks  of 
papillary  muscle  rupture.  Only  with  the  passage 
of  time  and  the  development  of  atrial  dilation  do 
broad  bifid  “P  mitrale”  waves  make  their  appear- 
ance. A useful  but  fallible  clue  as  to  which  muscle 
group  is  lacerated  may  be  found  in  conventional 
electrocardiographic  criteria  for  anterior  or  poste- 
rior infarction. 

Plain  roentgenograms  of  the  chest  ordinarily 


show  the  heart  size  to  be  normal  at  first.  The  left 
atrium  is  enlarged  slightly,  if  at  all.  Pulmonary 
plethora  is  striking. 

On  fluoroscopic  inspection  a rather  Small  left 
atrium  is  seen  to  exhibit  systolic  expansion,  which 
is  an  unusual  finding  with  mitral  reflux  of  long 
standing.  Later,  should  survival  permit  it  and 
particularly  if  atrial  fibrillation  develops,  the 
chamber  may  enlarge  saliently. 

Echocardiography  is  sometimes  useful  in  papil- 
lary muscle  rupture  for  confirming  the  existence  of 
mitral  incompetence  and  assessing  its  severity.  It 
is  not  helpful,  however,  when  the  posteromedial 
muscle  is  dehisced,  because  in  such  an  instance  the 
regurgitant  stream  tends  to  be  directed  away  from 
the  central  part  of  the  valve  scanned  by  the  ultra- 
sonic beam. 

Cardiac  catheterization  corroborates  the  exis- 
tence of  major  mitral  insufficiency  with  pulmonary 
hypertension,  raised  mean  left  atrial  pressure, 
giant  V wave  with  plummeting  Y limb,  paltry  car- 
diac index,  low  central  venous  oxygen  saturation, 
and  typical  indicator  dilution  curves.  A flow-di- 
rected pulmonary  artery  balloon  catheter  may  be 
used  to  great  advantage  for  bedside  differentiation 
between  papillary  muscle  rupture  and  ventricular 
septal  perforation.  However,  it  should  be  remem- 
bered that  the  mere  finding  of  a step-up  in  oxygen 
saturation  of  blood  is  not  foolproof  evidence  of 
ventricular  septal  rupture,  since  is  some  instances 
of  acute  severe  mitral  regurgitation  there  may  be 
produced  interatrial  shunting  through  a valve- 
competent  but  permeable  foramen  ovale. 

As  with  other  cardiac  structural  and  functional 
complications  of  myocardial  infarction,  cineangi- 
ography is  an  invaluable  diagnostic  tool.  It  makes 
possible  direct  observation  of  the  amount  of  re- 
flux, the  thickness  and  contractility  of  the  ventric- 
ular wall,  the  size  of  the  left  atrial  and  ventricular 
chambers,  and  the  quality  of  atrial  pulsation.  Ex- 
perienced and  perspicacious  arteriographers  may 
even  venture  to  name  the  torn  papillary  muscle 
group  on  the  basis  of  the  eccentric  direction  of  the 
regurgitant  jet  and  opacification  sequence  of  the 
atrium.  With  posterior  commissural  insufficiency 
the  path  of  the  jet  inclines  lateral  and  backward 
against  the  free  wall  of  the  atrium,  whereas  with 
anterior  commissural  insufficiency  its  trajectory 
tends  to  be  medial  and  forward  in  the  direction  of 
the  atrial  septum  and  aortic  root.  However,  as 
with  papillary  muscle  dysfunction,  reflux  may  be 
either  central  or  peripheral  depending  on  the 
number  and  location  of  muscle  bellies  involved, 
whether  interruption  is  truncal  or  conal,  and  how 
thorough  is  the  tear.  Therefore,  the  ostensible 
identification  of  ruptured  papillary  muscle  by  an- 
giographic characteristics  of  mitral  regurgitation 
hardly  amounts  to  much  more  than  an  exercise  in 
educated  guessing. 
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The  possibility  of  arterial  injury  must  be  considered 
whenever  a wound  tract  approaches  the  normal  course 
of  a major  artery.  Spencer  demonstrated  during  the 
Korean  War  that  the  presence  of  adequate  peripheral 
pulses  does  not  preclude  significant  arterial  injury.  The 
development  of  selective  angiography  has  facilitated  im- 
mediate studies  of  most  injured  patients  and  should  be 
accompanied  by  a marked  reduction  in  late  presentation 
of  arteriovenous  fistulas  and  false  aneurysms.  The  fol- 
lowing case  demonstrates  the  delayed  presentation  of 
arterial  injury,  as  well  as  the  recurrent  exposure  of  many 
patients  to  direct  personal  violence,  and  the  unusual  co- 
incidence of  two  independent  arterial  injuries. 

J I 

Case  report 

A man  was  admitted  to  the  hospital  on  January  2, 
1974,  complaining  of  pain  in  the  left  buttock,  pares- 
thesia, coolness,  and  numbness  of  the  left  lower  extremi- 
ty. He  recently  had  been  hospitalized  with  two  stab 
wounds  of  the  left  buttock  and  a head  injury  including  a 
fractured  zygoma.  Burning  pain  had  occurred  in  the 
dorsum  of  the  left  foot  about  two  days  after  the  stab 
wound.  The  left  femoral  area  also  had  been  the  site  of  a 
gunshot  wound  twenty  years  earlier. 

Physical  examination  revealed  stab  wounds  of  the  su- 
perior and  inferior  aspects  of  the  left  buttock.  A loud 
bruit  was  auscultated  over  the  superior  gluteal  wound 
and  over  both  femoral  arteries.  Femoral  and  popliteal 
pulses  were  equal  bilaterally  and  of  normal  amplitude. 
The  left  posterior  tibial  pulse  was  not  palpable,  nor  was 
either  dorsalis  pedis  pulse.  Chest  x-ray  films  showed 
the  cardiac  silhouette  within  normal  limits  with  no  lung 
disease.  All  other  physical  signs,  including  extensive 
laboratory  work,  were  w’ithin  normal  limits  except  for 


FIGURE  1.  Arteriovenous  fistula. 


the  decrease  in  sensation  to  light  touch  over  the  dorsum 
of  the  left  foot,  the  left  lateral  leg,  and  the  plantar  sur- 
face of  the  foot.  Reflexes  were  normal,  and  there  was 
some  tenderness  to  palpation  over  the  left  sciatic  groove 
in  the  buttock. 

Pelvic  angiogram  on  January  3,  1974,  demonstrated 
multiple  arteriovenous  fistulas  of  the  left  hypogastric 
artery  and  vein  and  a pseudoaneurysm  of  the  left  supe- 
rior gluteal  artery  (Fig.  1).  Electromyographic  studies 
revealed  partial  active  denervation  in  muscles  innervat- 
ed through  the  peroneal  portion  of  the  left  sciatic  nerve 
and  left  superior  gluteal  nerve.  The  sensory  nerve  ac- 
tion potential  of  the  peroneal  nerve  was  absent  on  the 
left  side. 

Abdominal  exploration  was  performed  on  January  10, 
1974,  with  a preoperative  diagnosis  of  post-traumatic 
left  hypogastric  arteriovenous  fistulas  and  a left  superi- 
or gluteal  artery  aneurysm,  with  partial  sciatic  nerve  in- 
jury. The  multiple  arteriovenous  fistula  formation  pre- 
cluded direct  attack  on  the  vessels,  and  so  all  branches 
feeding  the  area  of  injury  were  individually  ligated  and 
divided.  The  superior  gluteal  artery  was  ligated,  but 
the  superior  gluteal  aneurysm  was  not  approached  be- 
cause of  inaccessibility  through  the  operative  field. 
The  patient  was  returned  to  the  recovery  room  in  good 
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condition.  Postoperative  angiography  through  the  right 
femoral  artery  did  not  demonstrate  the  arteriovenous 
fistulas,  and  the  superior  gluteal  artery  did  not  fill  (Fig. 
2).  The  bruits  were  no  longer  audible.  The  patient  was 
discharged  on  January  21,  1974,  to  be  followed  in  the 
clinic  with  repeat  myographic  studies. 

Comment 

It  is  interesting  to  note  that  this  patient  was  never 
aware  of  symptoms  resulting  from  the  hypogastric  arte- 
riovenous fistulas  prior  to  his  second  accident.  He  gave 


no  history  of  tachycardia  and  certainly  was  not  aware  of 
the  femoral  bruits.  The  preponderance  of  medical 
opinion,  however,  indicates  that  at  some  point  in  this 
patient’s  life,  he  would  have  developed  cardiovascular 
symptoms  from  a shunt  of  this  size.  Reasonable  expec- 
tation suggests  that  simple  ligation  of  the  superior  glu- 
teal artery  will  be  sufficient  treatment  for  the  superior 
gluteal  aneurysm  in  this  case,  with  reduced  flow  hope- 
fully leading  to  thrombosis.  This  is  supported  by  the 
fact  that  the  bruit  disappeared  after  the  operation.  The 
sciatic  nerve  injury  may  be  secondary  to  hematoma  and 
pressure  by  the  superior  gluteal  aneurysm  and  may  re- 
cover spontaneously.  Should  exploration  be  required  in 
the  future  for  the  sciatic  nerve  injury,  the  aneurysm  will, 
of  course,  be  inspected  directly. 

A high  index  of  suspicion  and  immediate  angiography 
remain  the  most  important  factors  in  the  approach  to 
this  suspected  arterial  injury. 

Richard  LeFleur,  M.D.*:  Figure  1 shows  a catheter 
selectively  placed  in  the  left  hypogastric  artery,  and  in 
the  early  arterial  phase  contrast  material  is  opacifying 
the  iliac  veins  bilaterally  and  the  inferior  vena  cava 
through  an  arteriovenous  fistula  just  distal  to  the  origin 
of  the  hypogastric  artery.  Note  the  metallic  fragments 
from  a bullet  in  the  left  pelvis,  the  origin  of  this  arterio- 
venous fistula.  The  superior  gluteal  artery  on  the  left  is 
also  seen  to  fill  a large  pseudoaneurysm  in  the  left  but- 
tock; this  was  secondary  to  a stab  wound  in  this  region. 
The  postoperative  angiogram  shows  no  evidence  of  arte- 
riovenous communication  (Fig.  2).  The  pseudoaneu- 
rysm is  also  not  visualized  due  to  ligation  of  the  superior 
gluteal  artery. 

550  First  Avenue 
New  York,  New  York  10016 


* Director  of  Vascular  Radiology,  New  York  University  Med  ' 
ical  Center,  Bellevue  Hospital  Division. 


Causes  of  insomnia 

There  are  two  kinds  of  insomnia:  (a)  sleeplessness 

due  to  physical,  emotional,  or  environmental  causes  and 
(b)  primary  insomnia  for  which  there  is  no  known  etiolo- 
gy. To  differentiate  the  two  and  find  causes,  if  any,  a 
careful  physical  and  psychologic  history  should  be 
taken.  This  might  reveal  symptoms  suggestive  of  such 
underlying  conditions  as  hyperthyroidism,  pheochromo- 
cytoma,  painful  arthritis,  or  duodenal  ulcer,  for  exam- 
ple. Also  investigated  should  be  environmental  condi- 
tions relating  to  noise  and  such.  Depression  or  anxiety, 
if  not  too  severe,  may  be  relieved  by  discussions  with  the 
physician;  if  not,  tricyclic  antidepressants  are  probably 
indicated,  75  mg.  to  300  mg.  (usually  150  mg.)  per  day 
depending  on  the  individual.  If  insomnia  is  accompa- 
nied by  schizophrenic  symptoms,  the  latter  should  be 
the  primary  goal  of  treatment.  For  this,  most  internists 
refer  the  patient  to  a psychiatrist. 


In  “Treatment  of  Insomnia,”  by  Wyatt,  R.  J.,  in  Con 
necticut  Medicine  37:  493  (Oct.)  1973,  the  author  say 
there  are  four  kinds  of  drugs  for  insomnia:  (1)  nonpre 
scription  sleeping  pills;  (2)  antihistamines;  (3)  prescrip 
tion  drugs;  and  (4)  alcohol.  He  discusses  each  categor 
and  appends  a note  on  his  own  preferences  for  treatin 
insomnia.  He  prefers  chloral  hydrate,  500  mg.  to  1,00 
mg.  a half  hour  before  retiring,  to  be  used  for  not  moi 
than  ten  consecutive  days.  If  chloral  hydrate  is  not  e 
fective,  his  next  choice  is  secobarbital,  50  mg.  to  200  m: 
a half  hour  before  bedtime.  He  suggests  giving  limite 
prescriptions  and  strong  warnings  to  keep  the  drugs  oi 
of  the  reach  of  children  and  to  discontinue  use  as  soc 
as  possible.  He  prefers  these  drugs  because  of  the 
long  history  of  use  and  well-known  side  affects,  as  wt 
as  their  economy  if  generically  prescribed.  Some  of  tl 
newer  popular  drugs  are  poorly  understood  as  yet,  wit 
widespread  abuse  resulting. 
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QUESTION  155.  The  patient  is  a seventy-one-year-old  man  who  fainted  and  was  brought  to  the  emergency  room. 
What  is  the  diagnosis? 


Electrocardiograms 
of  the  Month 


QUESTION  156.  Tracings  of  a forty-six  year-old  male  admitted  with  recurrent  chest  pain.  An  electrocardiogram 
taken  August  28  (left)  was  taken  shortly  after  admission.  The  tracing  of  August  29  (right)  was  taken  following  a bout 
of  prolonged  severe  chest  pain.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  155.  The  atrial  rate  is  110  and  regu- 
lar. The  QRS  is  0.12  second.  The  ventricular 
rate  is  approximately  18  beats  per  minute  and  is 
slightly  irregular.  The  patient  has  complete  heart 
block  and  a very  slow  idioventricular  pacemaker. 
A cardiac  pacemaker  should  be  inserted. 


Question  156.  An  electrocardiogram  on  Au- 
gust 28  shows  regular  sinus  rhythm.  There  are 
symmetrically  inverted  T waves  in  lead  I,  aVl,  and 
V2  through  V4.  These  changes  are  compatible 
with  an  acute  myocardial  infarction  or  coronary 
insufficiency.  On  August  29  there  is  marked  ele- 
vation of  the  S-T  segment  in  leads  I,  aVl,  and  V2 
through  V6,  with  a Q wave  in  V2  and  V3.  There  is 
reciprocal  depression  of  the  S-T  segment  in  II,  III, 
and  aVf.  These  new  changes  are  indicative  of  a 
fresh  through-and-through  infarction  of  the  ante- 
rior wall. 


Prescription  drugs 

Morton  D.  Bogdonoff,  M.D.,  chairman  of  the  AMA 
Committee  on  Antibiotics,  together  with  William  R. 
Barclay,  M.D.,  Assistant  Executive  Vice  President  of 
the  Association  appeared  before  the  Senate  Subcommit- 
tee on  Health  to  discuss  various  issues  which  have  been 
raised  in  the  course  of  the  Subcommittee’s  review  of 
drug  distribution  and  prescribing  patterns.  Dr.  Bogdo- 
noff discussed  the  complexities  of  determining  the  most 
appropriate  course  of  drug  therapy  in  individual  cases, 
and  he  observed  that  the  risk-benefit  ratio  is  a factor 
which  modifies  patient  care  and  governs  medical  deci- 
sions regarding  drug  therapy.  With  respect  to  the  sci- 
entific evaluation  of  drug  therapy  patterns,  the  witness- 
es cautioned  the  Committee  against  accepting  unsup- 
ported figures,  particularly  those  which  are  extended 
from  limited  data.  “The  public,  Dr.  Bogdonoff  said, 
“must  not  be  alarmed  or  misled  by  unscientific  esti- 
mates or  sensational  extrapolations  of  fragmentary 
data.”  Proceeding  to  specific  issues,  he  said  that  drug 
costs  should  be  considered  by  the  treating  physician  so 
that  the  least  expensive  drug  would  be  prescribed  when 
the  physician  was  satisfied  that  the  product  was  identi- 
cal in  effectiveness,  quality  and  dependability  in  rela- 
tion to  other  available  products.  Emphasis  was  given  to 
the  question  of  “over  prescribing  of  drugs,”  particularly, 
with  respect  to  antibiotics.  Dr.  Bogdonoff  said,  “It  is 
not  possible  to  separate  with  certainty  all  those  patients 
who  will  benefit  from  antibiotic  treatment  from  those 
who  will  not  benefit.  On  retrospective  analysis,  when 
all  the  data  are  available  and  the  course  of  the  illness 
known,  even  experts  sometime  disagree  on  whether  the 


antibiotic  therapy  was  appropriate.”  Among  other 
comments,  the  witnesses  condemned  the  practice  of  of- 
fering gifts  to  physicians  and  pharmacists  as  an  induce- 
ment to  prescribe  a manufacturer’s  products.  It  was 
further  suggested  that  drug  samples  be  provided  only 
when  they  are  requested  in  writing  by  a physician. 

Following  the  hearings,  Senator  Kennedy,  (D.,  Mass.), 
Chairman  of  the  Senate  Health  Subcommittee,  intro- 
duced S.  3441,  the  Drug  Utilization  Improvement  Act. 
Among  the  provisions  of  the  five  part  bill,  it  would  es- 
tablish a National  Center  for  Clinical  Pharmacology 
within  the  Office  of  the  Secretary  of  HEW.  Among 
other  things,  the  center  would  provide  support  for  the 
teaching  of  clinical  pharmacology  and  collect  drug  expe- 
rience data  including  information  on  adverse  drug  reac- 
tions. The  center  would  also  develop  a national  formu- 
lary and  study  the  feasibility  restricting  certain  drugs  to 
hospital  use  or  specialist  use.  The  bill  would  ban  gifts, 
products,  premiums,  prizes,  or  other  items  of  value  to 
practitioners  and  pharmacists  but  would  allow  for  the 
distribution  of  educational  materials.  It  would  further 
ban  the  distribution  of  samples  except  on  the  written  re- 
quest of  a practitioner  licensed  to  prescribe  drugs.  This 
title  would  also  require  that  detail  men  complete  a 
training  course  approved  by  the  FDA.  The  bill  would 
require  drug  companies  to  furnish  proof  of  therapeutic 
equivalency  of  their  drugs  and  would  give  the  Secretary 
of  HEW  authority  to  require  batch  testing  of  drugs. 
The  Secretary  would  also  be  required  to  prepare  and 
publish  a compendium  of  all  approved  drugs  with  price 
information.  The  final  title  of  the  bill  would  require 
generic  drug  labelling  and  would  require  pharmacies  to 
post  prescription  drug  prices. 
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Camalox 
> fights 

acid  longer 


Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
of  Camalox  Suspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  120 
minutes,  versus  93  minutes  for  its  nearest 
/ competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needsCamalox,  the  antacid  with  hour  power. 

Longer- acting 

Camalox 


magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
antacid 
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Endometrial  sarcoma  is  a rare  tumor  of  the  uter- 
us characteristically  having  a prolonged  course 
which  frequently  leads  to  death  by  local  extension. 
Synonyms  include  endolymphatic  stromal  myosis, 
stromal  endometriosis,  and  stromatosis.  In  some 
instances,  the  tumor  has  been  called  hemangioper- 
icytoma or  endothelioma,  and  no  doubt  some  le- 
sions have  been  given  other  names.  Clinical  fol- 
lowup of  patients  with  this  disorder  may  be  diffi- 
cult because  of  the  protracted  course  and  the 
problem  of  separating  the  direct  effects  of  the 
tumor  from  secondary  complications,  such  as  ad- 
hesions. 1 

We  are  reporting  a case  of  endometrial  sarcoma 
with  an  unusual,  perhaps  unique,  long  course  of 
thirty-six  years. 

Case  report 

A thirty-four-year  old  woman  had  a subtotal 
hysterectomy  in  1933.  The  original  pathologic  di- 
agnosis was  neuroblastic  sarcoma  of  the  uterus. 
She  had  external  radiation  therapy  and  did  well 
for  eighteen  years  when  she  had  a recurrent  pelvic 
mass,  which  was  resected  along  with  the  cervical 
stump  and  both  ovaries  and  tubes.  A year  later  a 
left  nephrectomy  was  done  for  hydronephrosis  sec- 
ondary to  obstruction  by  adhesions.  Three  years 
later,  she  again  had  pelvic  masses  removed,  and  re- 
current tumor  was  confirmed  microscopically. 

In  1963,  thirty  years  after  the  first  operation 
and  six  years  antemortem,  a pelvic  mass  was  again 
removed,  and  at  this  time  all  the  material  was  re- 
viewed, and  a revised  diagnosis  of  the  entity  now 
recognized  as  stromal  myosis,  endometrial  sarco- 
ma, was  made  (Fig.  1 ).  Further  local  tumor  recur- 


FIGURE  1.  Endometrial  sarcoma  (“Stromal  myosis”).  In 
this  section  from  uterus  resected  thirty-six  years  antemor- 
tem, characteristic  nests  of  tumor  appear  to  lie  in  vascular 
channels  (hematoxylin  and  eosin  stain  X 125). 


FIGURE  2.  Metastatic  sarcoma  to  lung.  Tumor  within 
peribronchial  lymphatic  channel  had  same  rubbery  consis- 
tency described  in  primary  uterine  lesions. 


rences  were  removed  from  the  rectum  and  bladde:! 
in  1965,  and  a right  nephrectomy  was  done  in  196( 
because  of  ureteral  obstruction  by  adhesions.  Ii 
1969,  she  had  intestinal  obstruction  due  to  adhe 
sions  and  required  resection  of  part  of  the  intes 
tine  and  large  bowel,  complicated  by  shock  due  h 
hemorrhage.  She  died  ten  days  later  in  renal  an« 
hepatic  failure  at  age  seventy. 

Pathology 

At  autopsy  several  irregular,  dense,  partiall 
hemorrhagic,  and  necrotic  masses  were  foun 
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FIGURE  3.  Histologic  appearance  of  pulmonary  metasta- 
sis growing  in  bronchial  submucosa.  Tumor  is  virtually 
identical  to  uterine  primary  removed  thirty-six  years  pre- 
viously (hematoxylin  and  eosin  stain  X 200). 


within  the  pelvic  cavity.  In  addition,  the  perito- 
neal surface  of  the  diaphragm  was  studded  with 
numerous  tiny  nodules,  and  the  lungs  contained 
approximately  8 pale,  rubbery  subpleural  spheri- 
cal nodules  and  2 endobronchial  cylindrical  masses 
of  similar  consistency  (Fig.  2). 

The  histologic  appearances  of  the  pulmonary, 
diaphragmatic,  and  pelvic  tumors  were  identical 
and  resembled  the  original  uterine  tumor  removed 
thirty-six  years  previously.  In  the  resected  uterus 
the  appearance  was  that  of  the  typical  pattern  of 
sheets  of  uniform,  small,  round  to  oval  tumor  cells, 
exhibiting  little  pleomorphism  or  mitotic  activity, 
and  lying  in  endothelial  lined  spaces.  In  the  lungs 
at  autopsy  the  growth  was  primarily  under  the 
bronchial  epithelium,  presumably  in  lymphatic 
channels  (Fig.  3). 
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The  house  dust  mite 

Since  1964,  a growing  world  literature  is  supporting 
the  observations  of  Voorhurst  that  a house  dust  mite  or 
mites  are  probably  the  most  significant  allergenic  com- 
ponent of  house  dust.  The  other  most  common  mite  is 
D.  farinae,  known  as  the  “North  American  house  dust 
mite.”  D.  pteronyssinus  is  called  the  “European  house 
dust  mite.”  Reports  from  England  and  the  Nether- 


Comments 

Slow  but  progressive  growth  over  a period  of 
years  is  characteristic  of  this  unusual  tumor,  but  to 
our  knowledge  this  thirty-six-year  course  is 
unique.  Although  the  histogenesis  is  not  definite- 
ly established,  endometrial  stromal  origin  is  gener- 
ally accepted.2  The  lesion  may  represent  a more 
differentiated,  relatively  indolent  variant  of  stro- 
mal sarcoma.  The  appearance  of  growth  within 
vascular  spaces,  which  may  in  many  instances  be 
artifact,  led  some  earlier  authors  to  suggest  a blood 
or  lymph  vessel  origin,  the  source  of  such  errone- 
ous designations  as  hemangiopericytoma. 

In  our  patient,  death  was  primarily  attributable 
to  secondary  effects  of  the  tumor,  namely  adhe- 
sions and  urinary  tract  obstruction.  However,  the 
fully  malignant  nature  of  the  neoplasm  is  shown 
by  invasion  of  rectum  and  bladder,  and  particular- 
ly by  pulmonary  and  diaphragmatic  metastases. 
Lung  is  the  most  frequently  reported  metastatic 
site,  but  virtually  any  other  organ  may  be  in- 
volved.3 

Conclusion 

In  spite  of  the  ultimately  fatal  outcome,  we  wish 
to  emphasize  that  diligent  repeated  surgical  attack 
on  the  recurrent  pelvic  disease  and  its  secondary 
effects  was  reasonably  successful  in  controlling  the 
disease  for  over  three  and  a half  decades,  and  the 
patient  had  a normal  life  span  even  though  the 
tumor  was  never  eradicated. 
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lands  indicate  that  immunotherapy  (desensitization) 
with  mite  extracts  is  effective  in  patients  with  allergenic 
illnesses  ascribed  to  house  dust.  It  is  hoped  that  within 
the  next  few  years  these  extracts  will  be  available  in  the 
U.S.  Until  then,  these  mites  can  be  controlled  and  era- 
dicated from  households  of  allergic  people — Leeks,  H.  I.: 
The  mite  and  house  dust  allergy,  Clin.  Pediat.  12:  514 
(Sept.)  1974. 
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Ovarian  pregnancy  constitutes  the  least  common 
variety  of  ectopic  gestation.1-2  In  1902  Thomp- 
son3 recorded  the  first  instance  of  ovarian  preg- 
nancy in  the  American  literature.  Since  then,  a 
small  number  of  verified  cases  of  ovarian  pregnan- 
cy have  been  reported.  In  1965  Boronow  et.  al.,4 
collected  65  cases  from  the  literature  and  added  4 
cases.  Since  then  three  other  series  have  been  re- 
ported, with  28  additional  cases.1-5-6 

The  following  case  report  is  one  of  primary  ovar- 
ian pregnancy  in  a patient  with  antecedent  post- 
partum endometritis. 

Case  report 

A twenty-four-year-old  female,  para  1-0-0-1, 
was  brought  to  Maimonides  Hospital  emergency 
room  on  May  19,  1971,  with  a three-day  history  of 
lower  abdominal  pains. 

In  1968  the  patient  underwent  cesarean  section 
for  cephalopelvic  disproportion  complicated  by 
postoperative  endometritis.  She  had  sought  aid 
during  1969  for  involuntary  infertility,  but  did  not 
complete  any  of  the  proposed  studies  and  did  not 
return  to  the  clinic. 

On  March  23,  1971,  the  patient  had  her  last  nor- 
mal menstrual  period.  On  May  16,  1971,  she  de- 
veloped intermittent  right  lower  quadrant  abdom- 
inal pains.  Later  these  became  severe,  followed 
by  a syncopal  episode,  and  she  was  brought  to  the 
emergency  room. 

On  admission,  her  blood  pressure  was  80/60, 
pulse  100  beats  per  minute,  and  temperature  97° 

F. 

On  physical  examination  the  patient  appeared 
pale,  in  mild  distress,  alert,  and  oriented.  The 
lungs  and  heart  were  normal.  There  was  abdomi- 
nal guarding  and  rebound  tenderness  over  the 
right  lower  quadrant.  The  bowel  sounds  were  di- 
minished. On  pelvic  examination  the  cervix  was 
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soft,  the  os  closed,  and  no  bleeding  was  noted. 
The  uterus  could  not  be  outlined  due  to  abdominal 
muscle  guarding.  The  right  adnexa  was  exquisite- 
ly tender  on  palpation.  No  masses  were  felt. 
Culdocentesis  yielded  nonclotting  blood. 

The  laboratory  findings  were  that  the  urine  was 
normal,  the  hemoglobin  11.5  Gm.,  hematocrit  34, 
white  blood  count  8,700  with  a normal  differential, 
and  immunological  test  results  for  pregnancy  were 
positive.*  The  diagnosis  of  ruptured  ectopic  preg- 
nancy was  made. 

At  laparotomy  600  cc.  of  clotted  blood  were 
evacuated  from  the  abdominal  cavity.  The  uterus 
was  found  to  be  normal  size.  The  right  and  left 
tubes  and  left  ovary  were  normal.  A 3-cm.  rup- 
tured hemorrhagic  cyst  was  found  on  the  right 
ovary  occupying  approximately  one  third  of  the 
ovary.  The  remainder  of  the  right  ovary  appeared 
normal.  The  portion  of  the  right  ovary  bearing 
the  cyst  was  resected. 

Pathologic  examination  revealed  an  irregular, 
hemorrhagic,  cystic  structure,  measuring  4 by  3 by 
2 cm.  The  inner  lining  showed  a ruptured  cyst, 
with  hemorrhagic  tissue,  and  pinkish  soft  papillary 
excrescences. 

Microscopic  sections  showed  ovarian  tissue  with 
a corpus  luteum,  follicular  cysts,  and  copora  albi- 
cantia.  Within  the  parenchyma  there  were  nu- 
merous young  chorionic  villi,  blood  clots,  and  a 
marked  trophoblastic  invasion  of  the  stroma  up  to 
the  cortical  surface  at  the  point  of  rupture.  A thin 
layer  of  decidua  was  present  in  the  stroma  (Fig.  1). 

The  final  diagnosis  was  ruptured  ovarian  preg- 
nancy. 

The  patient’s  postoperative  course  was  unevent- 
ful and  she  was  discharged  to  clinic  on  the  seventh 
postoperative  day. 

Comments 

The  proportion  of  ovarian  pregnancies  in  all  ec- 
topic gestations  has  been  reported  as  0.17  to  1.07 
per  cent.1  On  the  basis  of  the  usually  reported  in- 
cidence of  ectopic  cases  among  all  gestations  Her- 
tig  predicted  an  incidence  of  one  ovarian  pregnan- 
cy in  25,000  to  40,000  pregnancies.2 

The  obstetric  records  at  the  Maimonides  Hospi- 
tal of  Brooklyn  were  reviewed  for  the  ten-year  pe- 
riod ending  January  1,  1971.  The  incidence  of  ec- 
topic pregnancies  was  0.47  per  cent.  During  this 
period  there  have  been  43,020  pregnancies  and  212 
ectopic  pregnancies.  The  currently  described  case 
was  the  only  ovarian  pregnancy  reported  during 
this  time  period.  These  percentages  are  thus  in 
agreement  with  the  literature. 

Spiegelberg  in  1878"  enumerated  his  classical 
criteria  for  diagnosis  of  ovarian  pregnancy:  (1) 

The  tube  on  the  affected  side  must  be  normal;  (2) 

■l 

* UCG  = Test,  Wampole  Laboratories,  Stamford,  Connecti-  t 
cut. 


FIGURE  1.  Lower-power  view  of  ovarian  section  showing 
chorionic  villi  surrounded  by  ovarian  stroma  with  weli-de- 
fined  area  of  thinned-out  ovarian  capsule  at  rupture  site 
(hematoxylin  and  eosin  stain). 

the  gestational  sac  must  occupy  the  normal  posi- 
tion in  the  ovary;  (3)  the  sac  must  be  connected  to 
the  uterus  by  the  ovarian  ligament;  and  (4)  un- 
questionable ovarian  tissue  must  be  demonstrable 
in  the  wall  of  the  sac. 

Certain  variations  of  Spiegelberg’s  criteria  have 
been  suggested.  Williams8  stipulated  that  ovarian 
tissue  must  be  present  around  the  wall  of  the  fetal 
sac  in  several  places  at  some  distance  from  each 
other.  Norris9  added  the  qualifications  that  the 
tube  must  not  only  be  macroscopically  normal  but 
microscopically  must  show  no  evidence  of  preg- 
nancy. Baden  and  Heins10  further  qualified  crite- 
rion number  4,  suggesting  that  ovarian  tissue  be 
present  intervening  between  the  fetal  tissue  and 
any  adherent  extraneous  tissue. 

In  most  cases  the  clinical  features  amenorrhea 
and/or  variable  vaginal  bleeding,  abdominal  pain 
or  cramping,  and  shock  are  identical  to  those  of  a 
ruptured  tubal  pregnancy.  Since  rupturecj  tubal 
pregnancies  are  more  common,  the  diagnosis  is  not 
made  preoperatively.0  Diagnosis  is  difficult  even 
at  laparotomy,  and  confirmation  rests  with  the  pa- 
thologist. 

Primary  ovarian  pregnancy  may  occur  in  two 


forms2:  (1)  intrafollicular — the  fertilized  ovum 

implants  and  develops  in  the  graafian  follicle;  (2) 
extrafollicular — the  fertilized  ovum  is  implanted 
and  develops  in  ovarian  tissue  other  than  in  the 
graafian  follicle.  The  attempt  to  subdivide  the  ex- 
trafollicular into  the  interstitial,  cortical,  superfi- 
cial, and  juxtafollicular,  based  on  the  precise  site 
of  implantation,  is  felt  by  some  authors  to  be  im- 
practical. 

The  most  popular  theories  of  causation  are:  (1) 
obstructed  ovulation  (inflammation,  pelvic  inflam- 
matory disease,  tenacious  granulosa  cells,  low  in- 
trafollicular pressure);  (2)  ineffective  tubal  func- 
tion (inflammation,  idiopathic);  (3)  favorable  sur- 
face phenomena  (decidua,  endometriosis);  (4)  par- 
thenogenesis; and  (5)  chance. 

Conclusion 

In  the  case  reported  the  past  history  of  endome- 
tritis and  the  period  of  infertility  suggested  in- 
flammation as  causally  related.  This  was  not  sup- 
ported by  the  absence  of  gross  disease  on  the  con- 
tralateral side. 

The  most  common  surgical  procedure  reported 
in  the  series  reviewed  was  removal  of  both  the  tube 
and  ovary.  Boronow  et  al.4  suggested  that  conser- 
vatism should  be  practiced  where  possible,  provid- 
ed the  fallopian  tube  is  judged  to  be  grossly  nor- 
mal. Wedge  resection  of  the  hemorrhagic  cyst  can 
be  performed  unless  the  clinical  status  of  the  pa- 
tient demands  a quicker  procedure  such  as  com- 
plete removal  of  the  ovary. 

Recent  reports  of  an  increased  number  of  ectop- 
ic pregnancies  among  women  with  an  intrauterine 
device  suggest  that  the  devices  suppress  extrauter- 
ine  pregnancies  less  successfully  than  uterine 
pregnancies.6  If  this  is  so,  then  in  the  future  more 
ovarian  pregnancies  may  be  seen  relative  to  the 
number  of  pregnancies,  and  an  apparent  increase 
in  incidence  may  be  noted. 
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Pott’s  disease,  tuberculosis  of  the  spinal  column, 
while  being  seen  with  decreasing  frequency  in  re- 
cent years,  is  still  the  most  common  form  of  tuber- 
culosis of  bone.1’2  Whereas  approximately  3 per 
cent  of  patients  with  tuberculosis  will  have  long 
bone  and  spinal  involvement,  about  50  per  cent  of 
those  so  affected  will  have  their  disease  confined 
to  the  spine.  It  is  slightly  more  prevalent  in  males 
and  is  usually  considered  to  occur  most  commonly 
in  the  prepubertal  child,  although  the  virtual  elim- 
ination of  bovine  tuberculosis  in  this  country  may 
be  reducing  its  incidence  in  the  earlier  years.3 

With  respect  to  localization  of  the  disease  in  the 
spine,  the  preponderance  of  data  support  the  fact 
that  it  is  most  frequently  found  in  the  thoracic 
spine,  with  a peak  incidence  at  the  eleventh  tho- 
racic vertebra,  which  then  falls  away  symmetrical- 
ly in  each  direction.  Involvement  of  the  cervical 
spine  is  least  common,  with  the  reported  incidence 
varying  from  2 to  24  per  cent.  Thorndike’s4  data 
indicate  purely  cervical  involvement  in  9 per  cent 
of  cases,  while  Valtancoli5  and  Muro6  report  an  in- 
cidence of  7.8  and  6.7  per  cent  respectively.  More 
recently,  Smith'  found  cervical  spine  involvement 
in  7.5  per  cent  of  his  cases,  while  in  a larger  series 
of  914  cases  of  Pott’s  disease,  Dobson3  found  the 
incidence  of  cervical  involvement  to  be  only  3.5 
per  cent. 

In  the  group  of  patients  with  tuberculosis  of  the 
cervical  spine,  localization  of  the  process  to  the 


first  two  cervical  vertebrae  is  decidedly  rare.  In 
Whitman’s8  series  of  100  cases  of  Pott’s  disease  of 
the  cervical  spine,  the  atlas  was  involved  in  3 cases 
and  the  axis  in  3 cases.  In  the  other  94  cases  the 
disease  was  irregularly  distributed  throughout  the 
cervical  spine. 

Because  of  its  rarity  and  the  grave  consequences 
of  its  being  overlooked,  Pott’s  disease  should  be 
considered  in  the  differential  diagnosis  of  subluxa- 
tions of  the  atlantoaxial  vertebrae.  In  this  com- 
munication we  are  reporting  a case  of  atlantoaxial 
subluxation  of  unsuspected  tuberculous  etiology. 

Case  report 

A twenty-nine-year  old  black  male  gradually  de- 
veloped severe  neck  pain  in  July,  1969.  Several 
weeks  earlier  he  had  experienced  mild  neck  trau- 
ma while  playing  baseball.  He  was  seen  several 
times  in  the  hospital  outpatient  department  where 
a diagnosis  of  “pinched  nerve”  was  made,  and  he 
was  treated  with  analgesics.  Six  days  prior  to  ad- 
mission, the  pain  became  more  severe  and  he 
noted  weakness  of  his  left  arm  and  leg.  He  was 
then  transferred  to  Bellevue  Hospital  in  January, 
1970,  for  evaluation  of  his  complaints. 

Examination.  On  admission  he  was  noted  to 
have  decreased  movement  of  his  neck  with  guard- 
ing. He  had  a left  hemiparesis  with  flexor  plantor 
responses.  There  was  spotty  sensory  loss  through- 
out the  body,  but  no  sensory  level  could  be  elic- 
ited. There  was  no  bowel  or  bladder  dysfunction. 
No  retropharyngeal  mass  was  detected. 

By  the  next  morning  he  had  a severe  quadripar- 
esis  with  only  a flicker  of  finger  and  toe  movement. 
There  was  a sensory  level  at  the  third  cervical 
nerve.  Respirations  were  noted  to  be  shallow. 
Cervical  spine  films,  revealed  a subluxation  of  the 
first  on  the  second  cervical  vertebrae,  with  the 
odontoid  process  separated  from  the  anterior  mass 
of  the  first  cervical  vertebra  by  approximately  1 
cm.  (Fig.  1). 

Laboratory  data.  The  hematocrit  was  36. 
The  white  cell  count  was  9,800  with  a normal  dif- 
ferential count.  The  urinalysis  test  gave  a nega- 
tive reaction  for  glucose,  acetone,  and  protein. 
There  were  1 to  3 white  blood  cells  per  high-pow- 
ered field.  The  admission  blood  chemistry  values 
included  the  following:  blood  glucose,  random, 

112  mg.  per  100  cc.;  blood  urea  nitrogen  18  mg.  per 
100  cc.;  serum  creatinine  0.8  mg.  per  100  cc.;  and 
sodium  135  mEq.,  chloride  93  mEq.,  potassium  4.6 
mEq.,  and  carbon  dioxide  content  22  mEq.  per 
liter. 

Hospital  course.  A tracheostomy  was  immedi- 
ately performed  with  the  cervical  spine  main- 
tained in  neutral  position.  Crutchfield  tongs  were 
then  inserted  and  traction  begun  with  seven 
pounds  of  weight.  A Foley  catheter  was  inserted, 
and  intravenous  steroids  were  immediately  begun. 

Within  one  hour  of  the  institution  of  skeletal 
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FIGURE  1.  (A)  Cervical  spine  (A)  Preoperative  film  shows  1-cm.  separation  between  posterior  aspect  of  anterior  tuber- 

cle of  first  cervical  vertebra  and  anterior  aspect  of  odontoid  process  of  second  cervical  vertebra.  (B)  Diagram  of  1A. 


traction,  the  patient  was  able  to  lift  both  arms 
against  gravity.  Over  the  following  five  days  the 
amount  of  traction  was  gradually  increased  to  16 
pounds,  with  marked  improvement  of  the  first  to 
second  cervical  vertebrae  alignment  radiologically. 
The  patient’s  strength  gradually  improved  so  that 
by  the  fifth  day  power  in  his  arms  was  estimated 
to  be  80  per  cent  normal.  Steroids  were  tapered 
and  then  discontinued  by  the  end  of  the  first  post- 
operative week. 

On  the  sixth  postoperative  day  he  began  to  ap- 
pear lethargic.  He  was  able  to  move  all  extremi- 
ties on  command,  but  would  not  verbalize  sponta- 
neously. A psychiatric  consultant  diagnosed  a re- 
active depression,  and  prescribed  mood  elevators. 
On  the  eleventh  postoperative  day,  one-half  hour 
after  he  was  observed  to  have  normal  vital  signs 
and  to  be  in  no  respiratory  distress,  he  was  found 
without  heart  beat.  Resuscitation  attempts  were 
unsuccessful. 

Pathologic  examination.  Examination  of  the 
cervical  spine  revealed  no  fractures.  There  was 
complete  destruction  of  both  posterior  atlantoax- 
ial, right  anterior  atlantoaxial,  and  transverse 
odontoid  ligaments,  while  the  left  anterior  atlan- 
toaxial ligment  was  only  partly  degenerated.  The 
remaining  tissues  appeared  soft,  grayish-white, 
and  friable.  Manipulation  of  the  cervical  spine 
specimen  elicited  free  movement  between  the  first 
and  second  cervical  vertebrae,  permitting  trauma- 
tization of  the  spinal  cord  by  the  new  unrestrained 


odontoid  process.  The  atlantooccipital  ligaments 
were  intact  grossly.  In  the  dura  covering  that  seg- 
ment of  the  spinal  cord  which  lay  directly  opposite 
to  the  odontoid  process,  there  was  a sharply  cir- 
cumscribed defect  which  measured  2 by  1 cm. 
The  tissues  of  the  subjacent  second  and  third  cer- 
vical vertebrae  segments  of  the  spinal  cord  were 
softened  throughout.  No  gross  pathologic  changes 
were  recognized  in  the  osseous  structures  of  the 
occipital  bone  nor  in  those  of  the  cervical  spine. 

External  examinations  of  the  cerebrum  revealed 
moderate  thickening  of  the  leptomeninges  over  its 
base  and  about  the  brain  stem.  A small  amount  of 
fresh  blood  was  present  in  the  cisterna  magna. 
No  pathologic  changes  were  recognized  on  exami- 
nation of  the  coronal  sections  through  the  brain. 
No  differentiation  between  the  gray  and  white 
matter  at  the  level  of  the  condition  was  possible. 
Histologic  examination  of  the  occipital  bone  and 
of  first  to  third  cervical  vertebrae  revealed  exten- 
sive replacement  of  the  bone  marrow  by  a loose  fi- 
brous and  typical  tuberculous  tissues,  with  exten- 
sive destruction  of  the  cortical  and  cancellous 
bone.  There  was  partial  and  focally  complete  re- 
placement of  the  transverse  odontoid  and  dorsal 
and  ventral  atlantoaxial  ligaments  by  tuberculous 
granulation  tissue  (Fig.  2).  The  cerebral  and 
especially  spinal  pia-arachnoid  were  the  site  of  an 
active  granulomatous  process  which  focally  had 
extended  into  the  subjacent  nervous  parenchyma. 
Many  small  and  medium-sized  arteries  and  veins 
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FIGURE  2.  Transverse  odontoid  ligament  extensively  re- 
placed by  tuberculous  granulomatous  tissue.  Note  multi- 
nucleated  Langhans’  giant  cells  (hematoxylin  and  eosin 
stain). 

showed  inflammation  and  sometimes  fibrinoid  ne- 
crosis of  their  walls.  Acid-fast  bacilli  although 
seen  were  exceedingly  rare  in  the  exudate.  Active 
degeneration  was  seen  in  the  spinal  nerve  roots 
and  their  intraspinal  extension.  Sections  above 
and  below  the  level  of  compression  showed  diffuse 
rarefaction  and  early  Wallerian  degeneration  of 
ascending  and  descending  tracts,  respectively.  No 
inflammatory  changes  were  recognized  in  the  spi- 
nal cord  tissues  at  the  level  of  transsection,  thus 
attesting  to  the  acuity  of  the  process. 

Significant  findings  at  the  general  postmortem 
examination  included  caseation  of  hilar  lymph 
nodes;  miliary  tuberculosis  of  lungs,  liver,  and 
spleen;  and  a severe  chronic  and  acute  congestion 
of  the  viscera. 

Comment 

In  his  excellent  review  of  the  neurologic  compli- 
cations of  tuberculous  spondylitis,  Ginsburg  et  al.lJ 
estimated  that  neurologic  complications  occurred 
in  10  to  25  per  cent  of  cases.  They  mention  that 
cervical  involvement  in  particular  may  be  associ- 
ated with  a large  proportion  of  neurologic  compli- 
cations. Lincoln  and  Sewell,10  in  their  book  on  tu- 
berculosis in  children,  state  that  symptoms  refer- 
able to  the  spinal  cord  are  more  common  in  Pott’s 
disease  of  the  cervical  and  upper  thoracic  area. 
Dobson3  found  that  paraplegia  was  present  in  18.8 
per  cent  of  his  cases  with  cervical  Pott’s  disease. 
Neurologic  symptoms  in  Pott’s  disease  are  gener- 
ally held  to  he  secondary  to  two  factors.  Spinal 
cord  dysfunction  may  he  caused  by  angulation  of 


the  vertebral  column,  or  sequestered  bone  and 
disk  material;  but  more  commonly  is  caused  by  ep- 
idural granulation  tissue.9-11  Since  actual  com- 
pression of  the  cord  has  rarely  been  demonstrated 
pathologically,  many  authors  implicate  a tubercu- 
lous vasculitis  as  a cause  of  secondary  cord  isch- 
emia.2-12-13 

In  cervical  Pott’s  disease,  severe  neurologic  defi- 
cit may  be  caused  by  yet  another  mechanism — 
subluxation  of  the  first  on  second  cervical  verte- 
brae. We  have  been  able  to  find  only  three  previ- 
ous reports  of  this  in  the  English  literature. 

Arnesen  in  1932, 14  described  the  case  of  a thirty- 
one-year  old  woman  who  presented  with  gradual 
onset  of  neck  pain  and  quadriparesis.  Admission 
examination  revealed  quadriplegia,  sensory  level 
at  the  chin,  and  respiratory  distress.  X-ray  exam- 
ination disclosed  a first  on  second  cervical  verte- 
bral subluxation.  She  had  an  open  reduction  of 
the  subluxation  carried  out  through  a second  cer- 
vical vertebra  laminectomy.  Postoperatively  she 
was  left  with  only  a slight  paresis  of  the  left  arm. 

Harrison  in  195815  described  a seventy-two-year 
old  woman  who  entered  with  dysphagia  and  dys- 
pnea that  had  been  slowly  progressive  over  several 
months’  duration.  She  also  complained  of  neck 
and  occipital  pains.  On  examination  she  was  neu- 
rologically  intact  but  had  a smooth  swelling  of  the 
posterior  pharyngeal  wall.  X-ray  examination  re- 
vealed an  irregular  anterior  margin  of  the  body  of 
the  axis  with  a subluxation  of  the  anterior  arch  of 
the  atlas  forward  from  the  odontoid  process.  In 
addition,  x-ray  examination  confirmed  the  soft- 
tissue  mass  in  the  retropharynx  which  was  aspirat- 
ed, with  the  removal  of  40  cc.  of  tuberculous  pus. 
The  patient  was  treated  with  appropriate  antibiot- 
ics and  remained  neurologically  intact. 

Fang,  in  his  196216  report,  discussing  the  direct 
anterior  approach  to  the  upper  cervical  spine, 
mentions  the  case  of  a three  and  one-half-year-old 
boy  who  had  painful  torticollis  since  the  age  of  ten 
months.  Four  days  prior  to  admission  he  devel-  i 
oped  quadriparesis.  X-ray  films  revealed  erosion 
of  the  first  and  second  cervical  vertebrae  with  for- 
ward subluxation  of  the  atlas  on  the  axis.  The 
child  was  operated  on  through  an  anterior  ap-  ] 
proach  and  treated  with  appropriate  antibiotics. 
Follow-up  examinations  revealed  him  to  have  a 
full  range  of  active  and  passive  movements. 

The  typical  clinical  history  of  Pott’s  disease 
with  first  on  second  cervical  vertebral  subluxatior 
that  emerges  then,  is  that  of  a patient  who  has  e > 
gradual  onset  of  neck  pain  and  hemiparesis  thal 
progresses  to  quadriparesis.  Respiratory  distress  ; 
is  usual  in  the  latter  stages.  Dysphagia  may  b( 
present  if  there  is  a retropharyngeal  abscess,  i 
complication  that  is  said  to  occur  in  some  20  pe 
cent  of  cases  of  cervical  tuberculosis.17 

Our  case  differs  from  the  others  in  several  re 
spects.  First,  the  first  on  second  cervical  vertebra 
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subluxation  was  thought  to  be  traumatic  in  origin, 
and  its  tuberculous  origin  was  unsuspected.  Sec- 
ond, the  very  rapid  improvement  in  neurologic  sta- 
tus following  the  insertion  of  Crutchfield  tongs 
implies  that  a mechanical  compressive  effect  of 
the  odontoid  on  the  cervical  cord,  rather  than  isch- 
emia secondary  to  vasculitis,  was  responsible  for 
the  development  of  quadriplegia  and  respiratory 
distress  over  a period  of  eight  hours.  Further- 
more, our  patient  was  treated  with  large  doses  of 
intravenous  steroids,  with  the  intent  of  reducing 
edema  around  a traumatized  cervical  spinal  cord, 
and  this  may  very  well  have  inadvertently  served 
to  exacerbate  his  tuberculosis  and  facilitated  men- 
ingeal spread  of  the  organisms. 

In  their  discussion  of  the  pathology  of  Pott’s 
disease,  Aegerter  and  Kirkpatrick1  mention  that 
tuberculous  sinus  tracts  may  extend  through  the 
dura  and  reach  the  subarachnoid  space,  resulting 
in  a tubercular  mengingitis.  Collins,2  however, 
takes  the  opposite  view,  and  states  that  the  dura 
mater  strongly  resists  tuberculous  infiltration  and 
maintains  that  the  meninges  and  spinal  cord  itself 
are  almost  never  involved  by  direct  extension.  In 
our  case,  however,  there  was  a clear-cut  defect  in 
the  ventral  dura  above  the  odontoid  process, 
which  was  most  likely  due  to  pressure  necrosis  of 
the  affected  dura  mater.  A direct  pathway  for 
spread  of  the  organisms  through  the  dura  to  the 
leptomeninges  was  thus  established.  Finally,  a re- 
view of  the  literature  reveals  that  tuberculous 
meningitis  is  not  at  all  uncommon  as  a terminal 
episode  in  patients  with  Pott’s  disease.  Thus, 
Muro6  reported  tuberculous  meningitis  as  the 
leading  cause  of  death  in  his  series,  while  Dobson,3 
in  his  more  recent  study,  reported  it  as  the  cause 
of  death  in  12  per  cent  of  his  patients  dying  with 
Pott’s  disease. 
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>C 

Soft  contact  lenses  in  the 

treatment  of  corneal  disease 

at' 

>-  In  “Soft  Contact  Lenses  in  the  Treatment  of  Corneal 
r Disease”  (Korstanje,  M.  C.,  Jr.,  and  Cook,  J.  R.:  West 
Virginia  Med.  J.  69:  241  [Sept.]  1973)  is  reported  that 
. there  were  8 patients  with  corneal  disease  in  which  pain 
was  a major  symptom.  All  were  treated  with  the 
Bausch  and  Lomb  Soflens.  Pain  relief  w7as  achieved  in 
all  and  in  4 permanent  healing  was  thought  to  be  accom- 
plished. Four  patients,  suffering  respectively  from 


chronic  bullous  keratopathy,  corneal  scarring  with  apha- 
kia, exposure  keratitis,  and  keratitis  sicca,  had  to  con- 
tinue use  of  the  soft  contact  lens.  In  addition  to  pain 
relief,  it  is  assumed  that  the  lens  acts  as  a protective 
cover  under  which  the  epithelium  could  restore  itself. 
Four  patients  representing  atrophic  ulcer  (2  cases),  (b) 
indolent  traumatic  ulcer,  and  (c)  idiopathic  keratitis 
were  able  to  discontinue  wearing  the  lens  after  periods 
ranging  from  ten  days  to  six  weeks.  Almost  immediate 
and  continued  cessation  of  pain  was  a typical  response 
when  wearing  of  the  soft  lens  was  started. 
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Since  its  description,  the  Wolff-Parkinson- 
White  syndrome  has  continued  to  be  a fascinating 
and,  in  some  instances,  a perplexing  clinical  prob- 
lem.1 Approximately  1.5  per  thousand  electrocar- 
diograms demonstrate  this  phenomenon;2  a figure 
of  6 per  cent  is  given  for  associated  hyperthyroid- 
ism.3 However,  thyroid  disease  is  not  mentioned 
in  several  large  series.2’4’5  Case  reports  of  Wolff- 
Parkinson-White  syndrome  and  concomitant  thy- 
rotoxicosis have  stressed  reversion  to  normal  con- 
duction following  establishment  of  the  euthyroid 
state,  but  I have  been  unable  to  find  cessation  of 
recurrent  paroxysmal  heart  action. 

The  purpose  of  this  article  is  to  report  a patient 
with  Wolff-Parkinson-White  syndrome,  masked 
hyperthyroidism,  and  recurrent  paroxysmal  supra- 
ventricular tachycardia  which  has  been  terminated 
by  subtotal  thyroidectomy. 

Case  report 

A twenty-four-year-old  married  white  female 
was  first  seen  on  September  27,  1968,  because  of 
an  episode  of  rapid  heart  action  treated  in  the 
emergency  room  three  days  earlier.  She  gave  a 
history  of  similar,  self-limited  attacks  almost  every 
month  since  age  sixteen.  The  episodes  lasted 
about  three  hours  and  were  associated  with  chest 
pain.  For  the  past  three  weeks  she  noted  increas- 
ing nervousness.  Her  appetite  was  excellent,  and 
she  denied  excess  sweating,  diarrhea,  or  weight 
loss. 

Physical  examination  revealed  a well-developed, 
well-nourished  white  female,  not  tremulous  and  in 
no  distress.  Her  temperature  was  99° F.,  her  pulse 
was  108,  her  blood  pressure  was  116/65,  and  her 


weight  was  137  pounds.  Pertinent  physical  find- 
ings were  as  follows:  the  skin  was  dry;  examina- 
tion of  the  eyes,  ears,  nose,  and  throat  revealed  no 
stare,  exophthalmos,  or  lid  lag;  there  was  no  goiter; 
the  lungs  were  clear;  the  heart  was  regular,  rapid, 
and  without  murmur;  there  was  no  tremor. 

Review  of  the  emergency  record  and  electrocar- 
diograms revealed  that  a supraventricular  regular 
tachycardia  at  a rate  of  280  had  been  terminated 
with  intravenous  metaraminol.  The  postarrhyth- 
mia tracing  had  a ventricular  rate  of  120  per  min- 
ute, a pulse  rate  interval  of  0/.09  seconds,  QRS  of 
0.12  seconds,  and  slurring  of  the  upstroke  of  RI 
and  RII,  F,  and  V3  through  V5.  There  was  RSR', 
Vi,  W-2,  and  a terminal  sL  and  sV6  (Fig.  1).  A 
complete  blood  count  was  normal,  but  the  PBI 
(protein-bound  iodine)  was  12.2  micrograms  per 
100  ml.,  and  an  Achilles  photomotorgraph  half  re- 
laxation time  was  0/23  seconds,  both  in  the  hyper- 
thyroid range.  The  patient  was  begun  on  methi- 
mazole,  10  mg.  three  times  per  day.  Eleven  days 
later,  she  was  admitted  to  the  hospital  for  a sus- 
tained tachycardia  which  was  converted  with  in- 
travenous lanatoside  C (Cedilanid).  A radioactive 
iodine  uptake  was  53  per  cent  in  twenty-four 
hours,  and  a cholesterol  count  was  90  mg.  per  100 
ml.  The  glycoside  was  discontinued  on  conver- 
sion. 

Following  discharge,  she  returned  to  the  emer- 
gency room  three  times  in  the  next  month  with  su- 
praventricular tachycardia,  each  episode  terminat- 
ed with  metaraminol,  60  mg.  in  500  cc.  5 per  cent 
glucose  and  water.  She  was  digitalized  and  placed 
on  a maintenance  dose  of  digoxin,  0.25  mg.  twice  a 
day.  In  December  methimazole  was  increased  to 
60  mg.  per  day  since  the  PBI  was  11.4  micrograms 
per  100  ml.  By  January  she  was  euthyroid.  She 
remained  asymptomatic  for  three  months  but  in 
March,  1969,  experienced  three  episodes  of  supra- 
ventricular, regular  tachycardia  at  rates  of  about 
220,  terminated  with  metaraminol  in  the  manner 
previously  described.  Quinidine,  1 Gm.  in  divided 
doses,  was  begun,  methimazole  was  increased  to  80 
mg.,  and  digoxin  was  discontinued.  On  this  regi- 
men protein-bound  iodine  fell  to  7.4  and  T-4  (thy- 
roxine) to  7 micrograms  per  100  ml.  During  the 
next  two  months  there  was  one  episode  of  tachy- 
cardia, and  methimazole  was  increased  to  90  mg. 
because  of  a slightly  elevated  protein-bound  io- 
dine. 

Her  second  hospital  admission  on  July  21,  1969, 
was  prompted  by  a voluntary  overdose  of  3 Gm.  of 
quinidine  because  of  a family  altercation.  She 
was  observed  and  monitored  overnight  in  the  in- 
tensive care  unit.  The  electrocardiogram  findings 
demonstrated  normal  conduction  but  ST  and  T 
changes  and  a prolonged  QT  interval  (Fig.  2).  A 
T-4  was  normal,  and  she  was  discharged  on  90  mg. 
of  methimazole,  with  a dose  of  1.25  mg.  quinidine 
to  be  resumed  one  week  later.  For  two  months 
she  was  asymptomatic  but  in  October  had  another 


1638  New  York  State  Journal  of  Medicine/ August  1974 


episode  of  tachycardia.  Since  the  PBI  was  10  mg. 
per  100  ml.,  methimazole  was  increased  to  100  mg. 
and  quinidine  to  1.6  Gm.  per  day. 

By  January,  1970,  she  had  been  on  antithyroid 
medication  for  thirteen  months.  PBI  was  10.5 
micrograms  per  100  ml.,  and  a T-3  resin  uptake 
was  1.04  (0.9  to  1.1).  She  was  three  months  with- 
out tachycardia  and  was  on  2 Gm.  of  quinidine  and 
100  mg.  of  methimazole  (Tapazole).  In  March, 
1970,  she  had  her  first  tachyrhythmia  in  five 
months  with  a recurrence  again  in  May.  A ra- 


dioactive iodine  uptake  repeated  in  June  was  14 
per  cent  in  twenty-four  hours. 

The  third  hospital  admission  was  in  July,  1970. 
Following  ten  days  preparation  with  Lugol’s  solu- 
tion and  oral  digitalization,  she  underwent  subto- 
tal thyroidectomy.  The  hospital  course  was  un- 
complicated. Remarkably,  she  has  remained 
asymptomatic,  although  the  digitalis  and  quini- 
dine were  weaned  over  the  ensuing  months. 
Twenty-three  months  postoperatively  she  had  but 
one  episode  of  tachycardia  lasting  only  five  min- 


August  1974  New  York  State  Journal  of  Medicine  1639 


Em* 


FIGURE  2.  Following  quinidine  overdosage  ST  and  T wave  changes  and  prolonged  Qtc.  Anomalous  conduction  not 
present. 


utes.  A protein-bound  iodine  in  September,  1971, 
was  5.7  mg.  per  100  ml.  The  most  recent  electro- 
cardiogram results  revealed  intermittent  appear- 
ance of  anomalous  conduction,  nonspecific  ST  and 
T wave  changes,  and  occasional  premature  ven- 
tricular complexes  (Fig.  3). 

Comment 

Although  the  coexistence  of  thyrotoxicosis  with 
the  Wolff-Parkinson-White  syndrome  is  well  doc- 
umented,6-8 several  extensive  reviews  of  the  en- 
tity have  failed  to  mention  the  thyroid  gland. 2,4,5 
Furthermore,  of  the  cases  cited  with  concomitant 
thyrotoxicosis  and  Wolff-Parkinson-White  syn- 
drome, clinical  description  dwells  on  the  effects  of 
establishing  normal  conduction  after  the  correc- 
tion of  the  endocrinopathy;  recurrent  paroxysmal 
supraventrical  tachycardia  is  not  mentioned. 
Thus,  in  1937,  Master,  Jaffe,  and  Dack9  described 
a twenty-five-year-old  female  with  “atypical  bun- 
dle branch  block’’  and  Graves’  disease  who  revert- 


ed to  normal  conduction  after  subtotal  removal  of 
the  thyroid  gland.  Strong10  reported  a forty-year- 
old  hyperthyroid  female  who  reverted  to  normal 
conduction  after  therapeutic  propylthiouracil.  In 
his  review  he  cites  6 other  patients.  In  4 of  these 
abnormalities  found  in  the  electrocardiogram  dis- 
appeared after  thyroidectomy,  and  in  1 relapse  of 
hyperthyroidism  brought  about  a return  to  anom- 
alous conduction.  Sanghvi  and  Banerjee11  de- 
scribed a patient  with  intermittent  Wolff-Parki- 
non-White  syndrome  becoming  sustained  after  ex- 
ercise. Following  antithyroid  therapy,  anomalous 
conduction  disappeared  and  could  not  be  induced 
with  exercise.  Lester  and  Fisher12  further  docu- 
mented a young  female  with  Wolff-Parkinson- 
White  syndrome  reverting  after  thyroidectomy. 
The  latter  2 reports  speculated  on  autonomic  im- 
balance induced  by  hyperthyroidism  which  fa- 
vored the  appearance  of  anomalous  conduction. 

The  subject  of  this  case  report  presented  symp- 
toms of  recurrent  supraventricular  tachycardia  re- 
quiring emergency  room  treatment  at  frequent  in- 
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FIGURE  3.  Occasional  premature  ventricular  beats  and 
nonspecific  ST  and  T changes.  Note  intermittent  appear- 
ance of  Wolff-Parkinson-White  syndrome  leads  II,  III,  and 
■ frequency. 


I tervals.  Indeed  she  had  eight  attacks  in  her  first 
I six  months  of  observation.  Each  episode  had  a 
I ventricular  rate  between  220  and  280,  was  unre- 
I sponsive  to  carotid-sinus  pressure,  but  was  easily 
I terminated  with  a vasopressor.  The  arrhythmia 
I therefore  had  the  characteristics  of  a paroxysmal 
I atrial  tachycardia.  Following  conversion,  the  elec- 
I trocardiogram  results  revealed  the  classic  short  P- 
R interval,  delta  wave,  and  prolonged  QRS.  In 
I addition,  initial  tracings  displayed  a concomitant 
right  bundle  branch  block.  Further  work-up  re- 
> vealed  masked  hyperthyroidism.  Digoxin  did  not 
i prevent  recurrent  attacks,  but  antithyroid  medica- 
I tion,  in  large  dosage,  and  quinidine  greatly  re- 
i duced  their  frequency.  The  atrial  tachycardia  ap- 
1 peared  always  through  normally  conducted  path- 
' ways.  It  was  not  until  a fortuitous  overdosage  of 
quinidine  that  normal  conduction  was  maintained. 

; Thyroidectomy  was  performed  because  of  precari- 
I ous  thyroid  control  in  spite  of  large  doses  of  methi- 
mazole;  it  is  probable  that  the  patient  was  taking 
the  antithyroid  medication  irregularly.  The  oper- 
ation was  followed  by  twenty-three  months  of  vir- 
tual freedom  from  recurrence  of  tachycardia.  In- 
terestingly, a more  recent  electrocardiogram  find- 
ing still  showed  intermittent  anomalous  conduc- 
tion (Fig.  3). 

The  Wolff-Parkinson-White  syndrome  anomaly 
in  adult  patients  is  generally  considered  a benign 
entity.  Between  56  and  70  per  cent  of  the  cases 
are  complicated  by  paroxysmal  arrhythmias,1’2  of 
which  70  per  cent  are  paroxysmal  tachycardia.13 
Recent  reports,  however,  have  raised  the  specter  of 
sudden  death  appearing  during  these  episodes.14,15 

On  the  other  hand,  paroxysmal  atrial  tachycar- 
dia is  distinctly  rare  in  thyrotoxicosis.  Vazifdar 
and  Levine16  reviewed  200  cases  of  thyrotoxicosis 


and  found  34  with  persistent  atrial  fibrillation,  6 
with  atrial  flutter,  and  11  with  paroxysmal  atrial 
fibrillation.  They  did  not  find  1 case  of  paroxys- 
mal atrial  tachycardia.  Presumably,  therefore, 
the  arrhythmia  in  the  patient  presented  was  relat- 
ed to  the  Wolff-Parkinson-White  syndrome. 

Therapy  for  paroxysmal  arrhythmias  in  Wolff- 
Parkinson-White  syndrome  has  remained  a dilem- 
ma since  its  description.  The  variety  of  therapeu- 
tic agents  attests  to  the  incomplete  knowledge  of 
the  microanatomy  and  electrophysiology  of  this 
syndrome. 

Basically,  one  is  concerned  with  interruption  of 
the  acute  arrhythmia  and  prevention  of  recur- 
rence. In  the  case  under  discussion,  the  paroxys- 
mal atrial  tachycardia  was  easily  converted  in  the 
classical  manner  with  an  intravenous  vasopressor. 
The  problem  was  to  prevent  distressingly  fre- 
quent, recurrent  attacks. 

In  the  literature  virtually  every  antiarrhythmic 
agent  has  been  tried  with  variable  success:  cardi- 
ac glycosides,  quinidine,  procaine  amide,  propran- 
olol hydrochloride,17  lidocaine,18  guanethidine,19 
and  methimazole.20 

Cardiac  pacing  and  surgical  interruption  of  the 
accessory  pathway  have  been  utilized  in  selected 
cases.21,22 

In  the  case  described  in  this  report  digoxin  was 
used  without  effect.  Quinidine  and  the  glycoside 
were  not  combined  long  enough  for  evaluation. 
Antithyroid  medication  was  pushed  in  the  hopes 
of  rendering  the  patient  hypothyroid,  but  this 
could  not  be  achieved  despite  two  and  one-half 
times  the  normal  therapeutic  dose.  Nevertheless, 
thyroidectomy  appears  to  have  affected  relief  from 
recurrent  tachycardia,  even  though  anomalous 
conduction  is  still  intermittently  present.  While 
recognizing  that  this  may  have  been  a fortuitous 
event,  it  seems  more  likely,  as  others  have  pointed 
out,  that  hyperthyroidism  provided  the  metabolic 
milieu  during  which  anomalous  conduction  and 
paroxysmal  heart  action  could  more  frequently 
occur.11,12 

The  coexistence  of  a right  bundle  branch  block 
pattern  with  Wolff-Parkinson-White  syndrome 
represents  an  additional  interesting  and  rare  facet. 
The  right  bundle  branch  block  was  transient  and 
may  have  been  a rate-related,  post-tachycardia 
phenomenon.  Pick  and  Fisch23  calculate  that  the 
chance  association  of  these  conduction  anomalies 
is  of  the  order  of  0.24  per  cent.  However,  Castel- 
lanos, Mayer,  and  Lemberg24  suggest  that  vector- 
cardiographic  analysis  might  prove  this  combina- 
tion to  be  more  common,  as  attested  by  their  5 
cases. 

It  has  been  demonstrated  that  pre-excitation 
will  obscure  bundle  branch  block  on  the  scalar 
electrocardiogram  unless  the  pre-excitation  im- 
pulse arises  from  the  opposite  ventricle.25  Since 
both  right  bundle  branch  block  and  anomalous 
conduction  are  apparent  in  Figure  1,  the  origin  of 
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the  pre-excitation  is  presumably  from  the  left  ven- 
tricle. 

Summary 

A case  is  presented  of  Wolff-Parkinson-White 
syndrome  complicated  by  masked  hyperthyroid- 
ism and  frequent  occurrences  of  paroxysmal  su- 
praventricular tachycardia.  Following  subtotal 
thyroidectomy,  while  still  demonstrating  intermit- 
tent anomalous  conduction,  paroxysmal  tachycar- 
dia ceased  except  for  one  brief  period.  Although 
the  literature  has  stressed  loss  of  anomalous  con- 
duction following  the  establishment  of  the  euthy- 
roid state,  control  of  paroxysmal  heart  action  is 
not,  to  my  knowledge,  mentioned. 

90  Forest  Avenue 
Glenn  Cove,  New  York  11542 
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also  were  given  the  beverages  showed  any  change. 

Administration  of  a drug,  atropine  sulfate,  prior  tc 
drinking  the  hot  water  warded  off  the  danger  of  pooil 
heart  action. 

The  control  group  was  drawn  from  individuals  wh< 
had  successfully  survived  for  at  least  six  months  after  ; 
heart  attack,  plus  some  entirely  healthy  individuals. 

Conclusion  of  the  report:  “Patients  with  acute  myo 
cardial  infarction  (heart  attack)  should  avoid  hot  bever 
ages.” 

The  study  is  by  Ludwig  Gross,  M.D.,  and  Raymoi 
Malaya,  M.D.  It  is  reported  in  the  May  20  issue  of  th< 
Journal  of  the  American  Medical  Association. 
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Cardiac  damage  secondary  to  irradiation  necro- 
sis of  the  chest  wall  is  an  extremely  rare  complica- 
tion of  radiation  treatment  of  breast  carcinoma. 
Rubin  et  al.1  reported  a fatal  case  of  ventricular 
rupture  after  radiation  therapy  to  the  left  chest 
wall.  We  have  recently  treated  a chronic  fistula  to 
the  right  atrium  following  irradiation  necrosis  of 
the  right  chest  wall,  and  report  the  clinical  details 
as  follows. 

Case  report 

A fifty-eight-year  white  female  was  admitted  to 
St.  Vincent’s  Hospital,  New  York  City,  on  January 
6,  1971,  for  treatment  of  recurrent  hemorrhage 
from  an  ulcerated  lesion  of  her  right  chest  wall. 

On  December  8,  1958,  she  underwent  right  radi- 
cal mastectomy  for  Paget’s  disease  with  axillary 
metastases.  Figure  1 shows  a microscopic  field 
from  the  operative  specimen.  She  was  given  co- 
balt radiotherapy  postoperatively.  A 17  by  7-cm. 
anterior  mediastinal  field  received  a tumor  dose  of 
2,500  r at  a depth  of  5 cm. 

On  May  24,  1966,  she  presented  symptoms  of  an 
Supported  in  part  by  the  National  Heart  Institute  Training 
Grant  HL-05686,  U.S.  Public  Health  Service. 


FIGURE  1.  Microscopic  field  demonstrating  original 
breast  carcinoma. 


FIGURE  2.  Contrast  study  performed  via  catheter  into 
base  of  ulcer  of  right  chest  wall.  Note  pulmonary  arteries. 


ulcerated  tumor  mass  in  the  right  second  intercos- 
tal space.  Recurrent  carcinoma  was  diagnosed,  al- 
though no  biopsy  was  taken.  An  additional  course 
of  cobalt  radiotherapy  was  given,  2,500  r to  a 5 by 
5-cm.  field.  The  sternum  and  the  rib  edges  were 
exposed  both  prior  to  and  at  the  conclusion  of 
therapy.  Surgery  was  refused,  and  the  ulcer 
healed  slowly  over  the  next  four  years,  leaving  an 
ulcerated  lesion  off  the  right  margin  of  the  ster- 
num. In  December,  1970,  the  patient  noted  inter- 
mittent bleeding  from  this  ulcer.  A massive  hem- 
orrhage on  January  2,  1971,  necessitated  admis- 
sion to  another  hospital.  A contrast  study  per- 
formed through  the  base  of  the  ulcer  demon- 
strated an  atriocutaneous  fistula  (Fig.  2).  She  was 
transferred  to  St.  Vincent’s  Hospital  for  further 
care. 

On  admission,  the  patient  appeared  chronically 
ill.  A 5-cm.  ulcerated  lesion  was  present  just  lat- 
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eral  to  the  sternum  from  the  second  to  the  fifth  in- 
tercostal spaces.  The  base  of  the  ulcer  was  lined 
with  purulent  granulation  tissue,  and  extended 
deep  into  the  mediastinum.  Results  of  routine 
laboratory  examination  of  the  blood  and  urine 
were  within  normal  limits.  Alkaline  phosphatase 
was  normal.  Chest  x-ray  showed  fibrotic  changes 
in  the  right  lung  field.  Skeletal  survey  was  nega- 
tive for  metastases.  Cardiac  catheterization  re- 
vealed normal  pressures  on  the  right  side  of  the 
heart  and  no  evidence  for  atrial  fistula  on  selective 
angiogram.  A contrast  study  of  the  fistula  did  not 
demonstrate  a communication  with  the  heart. 
Biopsies  of  the  ulcer  edges  showed  chronic  fibrosis 
and  inflammatory  tissue.  She  never  bled  from  the 
ulcer. 

On  January  2,  1971,  she  was  taken  to  the  operat- 
ing room  where  an  en  bloc  excision  of  the  ulcerat- 
ed area,  the  right  lateral  sternum,  and  the  right 
anterior  edges  of  ribs  3,  4,  and  5 was  performed. 
The  right  pleura  was  entered  interiorly.  The  peri- 
cardium was  never  identified.  The  mass  of  scar 
and  granulation  tissue  was  dissected  off  the  right 
atrium  and  aortic  root,  entering  the  atrium  in  two 
places.  The  chest  wall  defect  was  closed  by  the 
method  of  Whalen.2  The  left  breast  was  elevated 
via  a submammary  incision,  and  two  flaps  were 
constructed  with  a vertical  incision  to  the  left  are- 
ola. The  medial  flap  was  swung  over  to  cover  the 
defect  in  the  right  chest  wall.  The  lateral  flap 
covered  the  area  of  the  left  breast.  The  right 
pleural  space  was  drained  with  a chest  tube. 

Her  recovery  was  uncomplicated.  Pathologic 
examination  of  the  specimen  revealed  chronic  fi- 


St. Louis  nutritionist 
received  AMA  award 

Robert  E.  Olson,  M.D.,  Ph.D.,  noted  research  scientist 
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brosis,  irradiation  changes,  and  some  areas  of  ne- 
crotic tumor. 

Chest  x-ray  three  months  postoperatively 
showed  chronic  right  pleural  thickening  and  old  fi- 
brotic changes  in  the  right  lung.  She  remained 
well  and  clinically  free  of  tumor  sixteen  months 
postoperatively. 

Comment 

Cardiac  damage  to  this  degree  presupposes  a 
second  factor,  probably  chronic  infection,  since  the 
effect  of  irradiation  alone  is  usually  transient.3’4 
A third  etiological  factor  may  be  the  presence  of 
recurrent  tumor,  although  the  autopsy  of  Rubin’s1 
case  indicated  no  residual  carcinoma. 

Surgical  repair  of  such  a compound  lesion  re- 
quires (1)  debridement  of  as  much  of  the  devital- 
ized tissue  as  possible  with  control  of  any  entries 
into  major  vessels,  and  (2)  coverage  of  the  defect 
with  thick  skin  flaps. 

The  method  described  by  Whalen2  employing  a 
split  flap  constructed  from  the  opposite  breast  is  a 
convenient  and  practical  means  for  adequate  cov- 
erage. 
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have  made  important  contributions  to  the  knowledge  of 
nutrition,  said  Philip  L.  White,  Sc.D.,  director  of  the 
AMA’s  Department  of  Foods  and  Nutrition. 

The  award  was  presented  before  a session  of  the  AMA 
House  of  Delegates  during  the  convention. 

A native  of  Minnesota,  Dr.  Olson  holds  degrees  from 
Gustavus  Adolphus  College,  St.  Louis  University,  and 
Harvard  Medical  School.  He  has  held  academic  and  re- 
search appointments  at  Harvard  School  of  Public 
Health,  University  of  Pittsburgh,  Oxford  University  in 
England,  and  the  University  of  Freiburg  in  Germany, 
and  currently  is  professor  of  biochemistry  and  chairman 
of  the  department  at  St.  Louis  University. 

Dr.  Olson  headed  a nutrition  clinic  in  Pittsburgh  for 
12  years,  has  served  in  various  consulting  capacities  for 
the  U.S.  Public  Health  Service,  and  held  many  other  se- 
nior positions  in  nutritional  fields.  He  has  been  asso- 
ciate editor  of  seven  different  professional  journals  and 
is  a member  of  many  professional  societies,  including  a 
term  as  president  of  the  American  Society  for  Clinical 
Nutrition.  He  is  author  of  137  published  papers  on 
such  subjects  as  experimental  and  clinical  nutrition,  car- 
diac metabolism,  and  the  biochemistry  of  isoprenoid  lip- 
ids. 
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The  purpose  of  this  article  is  to  demonstrate 
how  podiatrists  can  detect  serious  peripheral  arte- 
rial disorders  and  diabetes  mellitus,  as  well  as 
other  systemic  disorders,  by  their  early  manifesta- 
tion as  signs  and  symptoms  in  the  foot.1-8  It  will 
further  evidence  a place  for  the  podiatrist  on  the 
health  team  alongside  the  internist,  vascular  sur- 
geon, and  family  practitioner,  in  the  management 
of  ischemic  foot  disorders  and  in  the  prevention  of 
the  development  of  trophic  lesions,  gangrene,  and 
limb  amputations. 

Comments 

Most  patients  present  themselves  to  a podiatrist 
for  symptomatic  relief  of  a painful  foot.  Usually 
the  patient  believes  his  symptoms  are  due  to  corns 
or  calluses.  In  the  majority  of  cases  the  patient  is 
correct.  Eighty  to  90  per  cent  of  all  foot  disorders 
are  of  mechanical  or  functional  etiology  and  re- 
spond to  local  podiatric  surgical  and/or  biochemi- 
cal therapy.  A small  percentage  of  patients,  how- 
ever, have  as  the  underlying  cause  of  their  local 
foot  symptoms  a serious  systemic  disorder.  It  is 
for  these  patients  that  a comprehensive  examina- 
tion of  the  peripheral  circulatory  and  neurologic 
systems  can  be  limb-  and  lifesaving.  The  fol- 
lowing case  reports  will  demonstrate  how  abdomi- 
nal aortic  aneurysm,  profunda  femoral  occlusion, 
diabetes,  and  complete  femoral  occlusion  were 
first  detected  in  a podiatric  office. 

Case  reports 

Case  1.  The  patient  presented  himself  on  June 
12,  1969,  for  routine  podiatric  care,  but  com- 
plained of  persistent  numbness  of  the  right  foot  as 


FIGURE  1.  Posey  heel  protector. 


well  as  calf  cramps  on  the  right  side  of  about  three 
months’  duration.  Physical  examination  revealed 
unilateral  absence  of  pedal  pulses  on  the  affected 
side.  Vibration  sense  was  not  felt  over  the  bony 
prominences  of  the  right  foot.  Oscillometry  mea- 
surement was  zero  at  ankle,  below  knee,  and  above 
knee  on  the  affected  side  and  within  normal  limits 
on  the  opposite  side.  The  femoral  pulse  was  not 
palpable  on  the  affected  side.  Palpation  and  aus- 
cultation of  the  abdominal  aorta  revealed  the  pres- 
ence of  bruits  and  increase  in  width  of  aortic  pul- 
sation. The  patient  was  referred  to  a vascular  sur- 
geon, hospitalized,  and  translumbar  aortograms 
revealed  that  the  patient  had  a leaking  lumbar 
aortic  aneurysm.  This  was  surgically  repaired, 
and  the  patient  recovered. 

Case  2.  The  patient  presented  herself  to  our 
office  with  a complaint  of  burning  in  both  feet  of 
several  months’  duration.  History  revealed  that 
several  of  the  patient’s  siblings  were  diabetic. 
The  podiatric  examination  failed  to  reveal  any  me- 
chanical foot  disorders  which  might  account  for 
burning.  The  pedal  pulses  were  palpable  and  of 
good  quality.  Knee  jerks  were  active  and  equal. 
Ankle  jerks  and  vibration  sense  were  bilaterally 
absent.  The  patient  was  referred  to  a laboratory 
for  a complete  blood  count  and  two-hour  post- 
prandial blood  sugar.  The  complete  blood  count 
was  within  normal  limits.  The  two-hour  post- 
prandial blood  sugar  was  240  mg.  per  100  ml.  The 
patient  was  referred  to  an  internist  who  confirmed 
the  diagnosis  of  diabetes  and  instituted  appropri- 
ate antidiabetic  therapy.9 

Case  3.  The  patient  presented  himself  for 
treatment  of  a sore  on  the  left  heel  of  several  days’ 
duration.  History  revealed  the  patient  was  a 
known  diabetic  under  good  control  with  insulin  25 
units,  NPH-40  units  daily.  The  patient  had 
above-knee  amputation  of  the  right  low-er  extremi- 
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FIGURE  2.  Occlusion  of  femoral  artery  with  no  distal  run- 
off. Patient  developed  gangrene  and  subsequently  under- 
went below-knee  amputation. 


ty  three  years  previously  because  of  gangrene  of 
toes;  he  also  had  a left  lumbar  sympathectomy. 
Physical  examination  revealed  a draining  pregan- 
grenous  ulcer  of  the  left  heel,  cool  foot  with 
atrophic  skin,  absent  pedal  and  popliteal  pulses, 
and  palpable  femoral  pulse.  The  patient  was  hos- 
pitalized, and  femoral  arteriography  revealed  an 
occlusion  of  the  profunda  femoris  with  patent  pop- 
liteal artery.  A femoro-popliteal  bypass  was  suc- 
cessfully performed  by  the  vascular  surgeon.  The 
podiatric  treatment  consisted  of  debridement  and 
dressing  of  the  heel  lesion,  as  well  as  protection  of 
the  heel  with  a Posey  heel  protector  (Fig.  1).  The 
patient  made  an  excellent  recovery. 

Case  4.  A sixty-eight-year  old  female,  a known 
diabetic  of  several  years’  duration,  presented  her- 
self with  painful  toes  of  the  left  foot.  Examina- 
tion revealed  subungual  ulcerations  with  drainage 
of  toes  2,  3,  and  4.  The  affected  limb  had  no  pal- 
pable pulses  from  the  popliteal  distally.  The  op- 
posite limh  had  minimal  circulation.  The  patient 
was  hospitalized,  an  internist  managed  her  diabe- 
tes, and  podiatrically  local  antiseptic  and  antibiot- 
ic solutions  were  used  to  irrigate  the  draining  dig- 
its. Attempts  were  made  to  dry  the  subungual  le- 
sions. The  patient  had  a femoral  arteriogram 
which  revealed  complete  occlusion  of  the  left  fem- 
oral artery  with  no  distal  run  off  (Fig.  2).  A left 
lumbar  sympathectomy  was  performed,  but  the 
ischemic  disease  of  the  foot  became  progressively 
worse  until  the  patient  developed  ascending  gan- 


FIGURE  3.  Gangrene  of  foot. 


FIGURE  4.  Biomechanical  foot  appliances. 


grene  (Fig.  3),  and  below-knee  amputation  was 
performed. 

Conclusions 

The  illustrative  cases  as  well  as  the  many  more 
in  our  files  lead  to  the  following  conclusions: 

1.  Each  patient  presenting  himself  to  a podia- 
trist with  a foot  complaint  should  be  given  a thor- 
ough peripheral,  circulatory,  and  neurologic  exam- 
ination, in  addition  to  the  standard  biomechanical 
evaluation.  Where  this  is  done  a substantial  num- 
ber of  cases  of  peripheral  arterial  disease,  diabetes, 
and  even  neurologic  and  renal  disorders,  can  be 
detected  early. 

2.  In  communities  where  podiatrists  maintain 
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working  relationships  with  local  physicians  and 
medical  centers,  they  will  readily  refer  patients  for 
appropriate  diagnostic  studies  and  proper  medical 
or  surgical  treatment. 

3.  With  the  present  shortage  of  physician  man- 
I power  the  podiatrist  is  an  excellent  source  for  con- 
i tributing  to  the  medical  and  surgical  management 
of  patients  with  ischemic  foot  disorders,  and  can 
do  much  to  prevent  the  onset  of  foot  infections 
and  vascular  and  trophic  lesions  by  delivering  local 
footcare  on  a regular  basis  to  the  aged,  diabetic, 
and  peripheral  vascular  patient,  and  by  prescrib- 
ing appropriate  biomechanical  foot  appliances  to 
remove  pressure  from  areas  susceptible  to  break- 
down (Fig.  4). 

Summary 

This  article  demonstrates  that  podiatrists  can 
be  the  first  to  detect  serious  systemic  disease  as 
manifested  bv  signs  and  symptoms  in  the  foot. 
With  working  relationship  with  physicians,  they 
can  participate  in  the  preventive  and  restorative 


AMA  studying  guidelines 
for  elderly  motorists 

The  American  Medical  Association  is  studying  the 
possibility  of  developing  a set  of  guidelines  to  aid  the 
physician  in  evaluating  and  counseling  his  older  patients 
who  drive  autos. 

The  guidelines  would  follow  a pattern  set  through  the 
joint  efforts  of  the  AMA  and  the  American  Association 
of  Motor  Vehicle  Administrators  in  developing  a video- 
tape program  for  the  upgrading  of  driver  license  exam- 
iners, now  being  used  in  20  states  and  two  Canadian 
provinces. 

In  addition  to  the  guidelines  for  physicians,  the  AMA 
and  AAMVA  also  plans  to  develop  criteria  to  aid  driver 
license  examiners  in  dealing  with  the  problems  of  elder- 
ly drivers.  The  approach  will  be  to  avoid  penalizing  a 
driver  solely  on  account  of  age,  but  to  require  frequent 
evaluations  of  physical  and  mental  state  with  regard  to 
safe  driving. 

The  new  programs  are  an  outgrowth  of  the  recent  Na- 
tional Conference  on  the  Aging  Driver  in  Washington, 
D.C.,  sponsored  by  the  AMA  and  the  AAMVA. 

“Much  of  our  elderly  population  is  socially  isolated  in 
areas  where  services  needed  for  daily  living  are  not  read- 


management of  patients  with  ischemic  foot  diseas- 
es. 
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ily  available  without  private  transportation,”  said 
George  G.  Reader,  M.D.,  of  Cornell  University,  New 
York,  in  keynoting  the  conference. 

Because  the  elderly  often  have  increased  transporta- 
tion needs,  such  as  visiting  a physician,  attorney,  church 
or  friends,  removal  of  a driver  license  is  especially  cru- 
cial. Dr.  Reader  said.  This  would  be  a part  of  the  pro- 
cess that  tends  to  cause  the  aging  person  to  withdraw, 
reduce  his  ability  to  cope,  and  generally  increase  the  so- 
cial consequences  to  society  in  dealing  with  a rapidly  in- 
creasing aging  population,  he  said. 

The  conference  proposed  that  retraining  courses  be 
developed  to  help  older  drivers  overcome  some  age-re- 
lated driving  handicaps,  and  that  states  consider  limited 
and  restricted  licenses  that  would  still  permit  the  older 
driver  to  get  around  his  neighborhood. 

Older  drivers  should  be  the  target  of  broad  education- 
al efforts  to  make  them  more  aware  of  licensing  prob- 
lems. Programs  to  develop  alternative  transportation 
for  older  people  whose  licenses  have  been  removed  or  re- 
stricted were  recommended.  Comprehensive  vision 
tests,  including  night  vision  and  lateral  vision,  were  pro- 
posed for  older  drivers.  All  examinations  should  be 
done  in  person,  and  should  involve  on-the-road  testing. 
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On  April  10,  1974,  Gov.  Malcolm  Wilson  signed 
legislation  establishing  special  parts  of  the  Su- 
preme Court  throughout  the  State  to  undertake 
pretrial  informal  disposition  of  medical  malprac- 
tice suits.  The  legislation,  sponsored  by  Sen. 
Tarky  Lombardi,  Jr.,  extends  to  the  entire  State  of 
New  York  a practice  identical  to  that  begun  in 
1971  in  the  First  Judicial  Department,  County  of 
New  York.  Familiarity  with  the  medical,  legal, 
and  judicial  aspects  of  this  operation  is  essential  if 
the  encouraging  results  attained  in  the  County  of 
New  York,  the  State’s  busiest  court,  are  to  be  dup- 
licated and  improved  in  the  future. 

Amended  legislation,  State  of  New  York, 

10569  in  Senate,  April  22,  1974 

Introduced  by  Senator  Lombardi,  read  twice, 
and  ordered  printed,  and  when  printed  to  be  com- 
mitted to  the  Committee  on  Judiciary. 

An  act 

To  amend  the  judiciary  law,  in  relation  to  establish- 
ing a medical  malpractice  panel  in  the  Supreme  Court 
The  People  of  the  State  of  New  York,  represented  in 
Senate  and  Assembly,  do  enact  as  follows: 

Section  1.  Section  one  hundred  forty-eight-a  of 
the  judiciary  law,  as  added  by  chapter  one  hundred 
forty-six  of  the  laws  of  nineteen  hundred  seventy- 
four,  is  hereby  amended  to  read  as  follows: 

148-a.  Medical  malpractice  panel  established: 

1 . Each  appellate  division  of  the  supreme  court  shall 
establish  within  its  judicial  department  a medical 
malpractice  panel  or  panels  to  facilitate  the  disposi- 
tion of  medical  malpractice  actions  in  the  supreme 
court.  The  number  and  locations  of  such  panels  and 
the  rules  governing  the  operation  thereof  shall  be  de- 
termined by  the  respective  appellate  divisions. 

2.  All  hearings  shall  be  before  a panel  of  three  con- 


sisting of  a justice  of  the  supreme  court,  a physician 
and  an  attorney-at-law,  both  to  be  designated  in  ac- 
cord with  the  following  provisions: 

(a)  A list  of  doctors  regularly  admitted  to  practice 
medicine  in  the  State  of  New  York  shall  be  prepared 
by  each  presiding  justice  of  the  appellate  division  with 
the  assistance  of  the  Medical  Society  of  the  State  of 
New  York,  a county  medical  society  and/or  the  New 
York  Academy  of  Medicine.  Said  list  shall  be  divided 
into  lists  of  doctors  according  to  the  particular  spe- 
cialty of  each. 

(b)  The  presiding  justice  shall  prepare  a list  of  at- 
torneys with  trial  experience,  not  confined,  however, 
to  the  field  of  medical  malpractice. 

(c)  Names  of  doctors  and  attorneys  may  be  added 
to  or  taken  off  the  list  at  any  time  by  the  presiding 
justice  in  his  discretion. 

3.  (a)  The  rules  of  the  appellate  division  shall  pro- 
vide that  prior  to  the  date  set  for  hearing  the  parties 
shall  submit  to  the  court  all  written  material,  includ- 
ing pleadings,  bill  of  particulars,  medical  and  hospital 
reports  (or  authorization  to  obtain  the  same),  said 
written  material  to  be  submitted  in  triplicate  except 
as  to  hospital  records  and  x-rays,  and  that  these  mate- 
rials shall  be  made  available  to  any  panel  member 
desiring  to  see  the  same  in  advance  of  the  hearing. 

(b)  The  rules  of  the  appellate  division  shall  pro- 
vide that  the  Medical  Society  of  the  State  of  New 
York,  a county  medical  society,  and/or  the  New  York 
Academy  of  Medicine  shall  review  the  said  submitted 
material  and  designate  the  medical  specialty  involved 
and  notify  the  court  as  to  such  designation. 

4.  The  hearing  shall  be  informal  and  without  a sten- 
ographic record.  No  statement  nor  any  expression  of 
opinion  made  in  the  course  of  the  hearing  shall  be  ad- 
missible in  evidence  either  as  an  admission  or  other- 
wise in  any  trial  of  the  action.  The  justice  presiding 
at  the  hearing  shall  not  preside  at  the  trial  or  hear  any 
application  in  the  case  not  connected  with  the  hearing 
itself.  No  other  panel  member  shall  participate  in 
the  trial  either  as  counsel  or  witness. 

5.  All  parties  shall  be  represented  at  the  hearing  by 
counsel  authorized  to  act  for  their  respective  clients. 
If  authority  is  not  conferred,  the  plaintiff  and  a repre- 
sentative of  the  carrier  so  authorized  must  attend. 
Failing  an  appearance,  the  justice  presiding  may  order 
an  inquest,  strike  the  case  from  the  calendar,  or  make 
such  direction  as  justice  requires. 

6.  Following  presentation  and  discussion  between 
the  panel  and  counsel,  if  any  disposition  is  arrived  at, 
either  as  to  the  whole  case  or  any  part  thereof,  an  ap- 
propriate order  shall  be  entered.  If  the  justice  pre- 
siding deems  a further  hearing  necessary  or  desirable, 
he  shall  fix  a date  for  the  same.  If  no  disposition  is 
arrived  at  the  case  shall  be  remanded  to  its  regular 
place  on  the  calendar. 

7.  This  act  shall  take  effect  on  the  first  day  of  Sep- 
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tember  next  succeeding  the  date  on  which  it  shall 
have  become  a law. 

Historical  background 

On  October  26,  1970,  W.  Graham  Knox,  M.D.,  in 
I his  inaugural  address  as  President  of  the  Medical 
I Society  of  the  County  of  New  York,  suggested  that 
I increasing  cooperation  between  the  legal  and  med- 
j ical  professions,  aided  by  the  previously  estab- 
lished Joint  Interprofessional  Committee  of  Doc- 
| tors  and  Lawyers,  could  do  much  to  alleviate  the 
j problems  created  by  increasing  medical  malprac- 
| tice  suits.  Among  the  problems  were  an  apparent 
j deteriorating  image  of  the  physician,  strained  rela- 
I tions  between  the  medical  and  legal  professions, 
J and  congested  court  calendars. 

On  December  5,  1970,  the  Medical  Society  of  the 
I County  of  New  York,  in  cooperation  with  the  As- 
| sociation  of  the  Bar  of  the  City  of  New  York,  ar- 
i ranged  a symposium  entitled  “The  Medical  Mal- 

! practice  Crisis.”  At  this  meeting,  held  at  the  house 
of  the  Association  of  the  Bar,  outstanding  leaders 
l in  law  and  medicine  reviewed  problems  common 
i to  their  professions.  It  was  recognized  that  the 
public  would  be  well  served  if  some  system  could 
be  developed  to  reduce  the  undue  delay  in  process- 
| ing  cases.  It  was  anticipated  that  cases  with  merit 
could  be  settled,  eliminating  the  need  for  a trial. 
Where  agreement  was  not  reached,  it  was  expected 
that  the  time  to  bring  a case  to  trial,  three  to  five 
years,  would  be  reduced. 

Following  the  symposium,  Harold  A.  Stevens, 
presiding  justice  of  the  Appellate  Division,  First 
Department,  currently  an  associate  justice  of  The 
New  York  State  Court  of  Appeals,  arranged  a se- 
ries of  meetings  at  the  Appellate  Division  designed 
to  develop  a mediation  program.  Active  partici- 
pants in  these  meetings,  held  early  in  1971,  were 
Justice  Stevens,  Justice  of  the  Appellate  Division 
Aron  Steuer,  Administrative  Judge  Edward  R. 
Dudley,  Justices  William  C.  Hecht,  Jr.,  and  Samu- 
el A.  Spiegel;  attorneys  Jacob  D.  Fuchsberg,  Chair- 
man of  the  Joint  Interprofessional  Committee  of 
Doctors  and  Lawyers,  John  J.  Bower,  Seymour  L. 

| Colin,  Harry  A.  Gair,  Mark  F.  Hughes,  Alfred  S. 
Julien,  Charles  Kramer,  Joel  H.  Lichtenstein,  and 
William  F.  Martin;  and  physicians  Carl  Goldmark, 
Jr.,  M.D.,  co-chairmaan  of  the  Joint  Interpro- 
fessional Committee  of  Doctors  and  Lawyers, 
Edgar  P.  Berry,  M.D.,  W.  Graham  Knox,  M.D., 
William  A.  Liebler,  M.D.,  Stephen  Nordlicht, 
M.D.,  and  George  W.  Slaughter,  M.D. 

The  minutes  of  a meeting  attended  by  judges 
and  lawyers  creating  the  mediation  panel  follow: 

Purpose 

To  formulate  a plan  to  help  relieve  the  overcrowded 
calendar  situation  concerning  malpractice  cases 
which  take  a long  time  to  try  and  are  increasing  in 
volume. 


It  is  believed  that  by  instituting  this  panel,  with  the 
cooperation  of  the  Bar,  New  York  County  Medical 
Society,  and  the  Court,  that  a good  number  of  cases 
will  be  disposed  of  by  a Special  Medical  Malprac- 
tice Mediation  Panel. 

Composition  of  panel 

(A)  Outstanding  doctors  who  are  specialists  and 
highly  recommended  in  their  particular  specialties 
fields.  They  would  he  recommended  to  the  Presid- 
ing Justice  by  the  Medical  Society. 

(B)  Attorneys  on  the  Panel  would  be  both  mal- 
practice and  non-malpractice  active  trial  lawyers. 
They  would  be  recommended  to  the  Presiding  Jus- 
tice who  would  make  the  appointments  within  his 
discretion. 

(C)  The  doctors  and  lawyers  would  be  appointed 
on  a case  basis  rather  than  on  a per  diem  basis. 

(D)  The  judge  presiding  at  the  conference,  who 
would  learn  many  things  off  the  record,  would  not 
be  the  trial  judge,  if  the  matter  is  not  settled  in  con- 
ference. 

Method  of  operation 

(A)  Two  cases  to  be  scheduled  for  an  afternoon 
session. 

(B)  Wherever  possible  it  would  be  the  same  car- 
rier or  the  same  plaintiffs  attorney. 

(C)  Three  weeks  advance  notice  would  be  given  to 
the  attorneys  of  the  conference  before  the  Panel. 

(D)  At  least  two  weeks  prior  to  the  conference 
date,  attorneys  shall  be  required  to  submit  to  the 
clerk,  in  triplicate,  copies  of  the  pleadings,  bill  of 
particulars,  medical  reports,  and  other  pertinent 
data,  and  are  required  to  subpoena  the  hospital  rec- 
ords. 

(E)  Up  to  seven  days  before  the  conference,  an 
adjournment  can  be  had  by  either  side,  upon  a tele- 
phone call  to  the  clerk,  who  will  then  set  another 
date  at  the  convenience  of  the  parties. 

(F)  This  will  not  be  a cursory  pre-trial  board. 
This  will  be  a most  comprehensive  exploratory,  full 
discussion  Part  with  a view  to  achieving  settle- 
ments. 

(G)  Attorneys  must  appear  on  both  sides  who 
have  authority  to  settle.  A claims  man  cannot  ap- 
pear alone.  He  must  appear  with  his  attorney  at 
the  conference. 

(H)  All  medical  reports,  hospital  records,  perti- 
nent data  would  be  distributed  to  the  Panel  ten 
days  before  the  conference. 


Meanwhile,  the  Medical  Society  of  the  County 
of  New  York  in  consultation  with  the  New  York 
Academy  of  Medicine,  later  joined  by  the  Greater 
New  York  Hospital  Association  represented  by  its 
executive  vice  president  John  V.  Connorton,  M.D., 
began  a series  of  meetings  aimed  at  creating  a 
panel  of  medical  specialists. 

On  September  1,  1971,  The  New  York  Law 
Journal  described  the  mediation  project,  the  first 
of  its  kind  in  the  nation.  The  same  issue  pub- 
lished the  first  calendar  of  cases  under  the  order 
creating  the  panel. 
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Appellate  Division — Supreme  Court — First  Depart- 
ment 

The  Justices  of  the  Appellate  Division  of  the  Su- 
preme Court  in  and  for  the  First  Judicial  Depart- 
ment do  hereby  order: 

1.  A part  of  the  Supreme  Court,  New  York  Coun- 
ty, to  be  known  as  Part  XXVII,  is  hereby  designat- 
ed to  facilitate  the  disposition  of  medical  malprac- 
tice actions. 

2.  A calendar  of  all  such  cases  now  pending,  ex- 
cept such  cases  as  have  had  extensive  pretrial  hear- 
ings shall  be  prepared,  grouping  as  far  as  practica- 
ble cases  being  defended  by  the  same  insurance  car- 
rier. The  cases  to  be  heard,  together  with  the  date 
on  which  they  will  be  heard,  will  be  published  in 
The  New  York  Law  Journal  at  intervals  at  least 
three  weeks  in  advance  of  the  date  set  for  hearing. 
Application  for  an  adjournment  may  be  made  by 
any  party  to  the  justice  presiding  in  the  part  at  the 
time  of  the  application.  Such  application  must  be 
made  at  least  one  week  in  advance  of  the  date  set 
for  the  hearing  and  upon  not  less  than  twenty-four 
hours  notice  to  the  other  parties  to  the  action.  Any 
such  application  to  be  made  prior  to  the  date  set  for 
the  first  hearing  shall  be  made  to  the  justice  desig- 
nated to  preside  at  the  first  hearing. 

3.  The  first  hearing  in  said  part  shall  be  held  on 
September  27,  1971,  and  hearings  shall  be  held  on 
each  court  day  thereafter  pending  further  order  of 
this  court.  The  part  shall  open  at  2 p.m.  each  day 
that  hearings  are  provided  to  be  held. 

4.  All  hearings  shall  be  before  a panel  of  three 
consisting  of  a Justice  of  the  Supreme  Court  desig- 
nated to  preside  by  the  Appellate  Division,  and  a 
physician  and  an  attorney-at-law,  both  to  be  desig- 
nated in  accord  with  the  following  provisions: 

(a)  A panel  of  doctors  regularly  admitted  to 
practice  medicine  in  the  State  of  New  York  shall  be 
prepared  by  the  Presiding  Justice  of  the  Appellate 
Division  with  the  assistance  of  the  Medical  Society 
of  the  County  of  New  York  and  the  New  York 
Academy  of  Medicine.  Said  panel  shall  be  divided 
into  lists  of  doctors  according  to  the  particular  spe- 
cialty of  each.  These  lists  shall  be  kept  in  the  of- 
fice of  the  clerk  of  Part  XXVII.  The  clerk  shall  as- 
sign to  the  first  case  to  be  heard  the  doctor  whose 
name  appears  at  the  head  of  the  list  in  the  appro- 
priate specialty  and  after  assignment,  that  name 
shall  be  placed  at  the  foot  of  the  list.  Assignment 
to  succeeding  cases  shall  be  made  in  the  same  man- 
ner. 

(b)  The  Presiding  Justice  shall  prepare  a list  of 
attorneys  with  trial  experience,  not  confined,  how- 
ever, to  the  field  of  medical  malpractice.  The  clerk 
shall  select  the  first  name  appearing  on  the  list  for 
the  first  session  and  continue  in  order  for  succeed- 
ing sessions. 

(c)  Names  of  doctors  and  attorneys  may  be 
added  to  or  taken  off  the  list  at  any  time  by  the 
Presiding  Justice  in  his  discretion,  except  that  doc- 
tors are  to  be  added  on  the  recommendation  of  the 
Medical  Society  of  the  County  of  New  York  and  the 
New  York  Academy  of  Medicine. 

(d)  In  the  event  that  the  doctor  or  attorney  se- 
lected as  above  to  be  on  the  panel  for  a particular 
case  is  unable  to  serve  on  the  particular  case  or  day, 


the  next  doctor  or  lawyer  appearing  on  the  list  shall 
be  substituted  for  him. 

5.  (a)  At  least  one  week  before  the  date  set  for 
hearing  the  parties  shall  submit  to  the  clerk  of  Part 
XXVII  all  written  material,  including  pleadings, 
bill  of  particulars,  medical  and  hospital  reports  (or 
authorization  to  obtain  the  same),  said  written  ma- 
terial to  be  submitted  in  triplicate  except  as  to  hos- 
pital records  and  x-rays.  The  clerk  shall  make 
these  available  to  any  panel  member  desiring  to  see 
the  same  in  advance  of  hearing. 

(b)  With  the  submission  of  said  material  each 
party  shall  file  a statement  setting  forth  the  medi- 
cal specialty  claimed  to  be  involved.  In  the  event 
of  a conflict  between  the  parties  submitting  such 
statement  as  to  the  medical  specialty  involved,  or  if 
no  party  files  such  statement,  the  justice  presiding 
at  the  time  of  the  submission  shall  determine  the 
specialty. 

6.  The  hearing  shall  be  informal  and  without  a 
stenographic  record.  No  statement  made  in  the 
course  of  the  hearing  shall  be  admissible  in  evi- 
dence either  as  an  admission  or  otherwise  in  any 
trial  of  the  action.  Nor  shall  any  expression  of 
opinion.  The  justice  presiding  at  the  hearing  shall 
not  preside  at  the  trial  or  hear  any  application  in 
the  case  not  connected  with  the  hearing  itself.  No 
other  panel  member  shall  participate  in  the  trial  ei- 
ther as  counsel  or  witness. 

7.  All  parties  shall  be  represented  at  the  hearing 
by  counsel  authorized  to  act  for  their  respective 
clients.  If  authority  is  not  conferred,  the  plaintiff 
and  a representative  of  the  carrier  so  authorized 
must  attend.  Failing  an  appearance,  the  justice 
presiding  may  order  an  inquest,  strike  the  case 
from  the  calendar,  or  make  such  direction  as  justice 
requires. 

8.  Following  presentation  and  discussion  between 
the  panel  and  counsel,  if  any  disposition  is  arrived 
at,  either  as  to  the  whole  case  or  any  part  thereof, 
an  appropriate  order  shall  be  entered.  If  the  jus- 
tice presiding  deems  a further  hearing  necessary  or 
desirable,  he  shall  fix  a date  for  the  same.  If  no  ad- 
justment is  arrived  at  the  case  shall  be  remanded  to 
its  regular  place  on  the  calendar. 

9.  Any  judge  presiding  in  Individual  Calendar 
Part  may,  with  the  consent  of  all  parties  in  a case 
based  on  medical  malpractice,  send  the  same  for 
hearing  to  Part  XXVII,  and  the  clerk  of  said  part 
shall  fix  a suitable  date  for  hearing.  If  in  any  such 
case  no  adjustment  is  arrived  at,  the  case  shall  be 
returned  to  the  Individual  Calendar  Part. 

For  the  court: 

Harold  A.  Stevens, 

Presiding  Justice. 

Dated:  New  York,  N.Y.,  August  31,  1971. 

Further  court  notes  in  The  New  York  Law  Jour- 
nal, dated  September  9,  1971,  made  several 
changes  and  additions. 

Appellate  Division — Supreme  Court — First  Depart- 
ment 

The  justices  of  the  Appellate  Division  of  the  Su- 
preme Court  in  and  for  the  First  Judicial  Depart- 
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ment  do  hereby  amend  the  order  of  the  court  dated 
August  31,  1971,  designating  Part  XXVII  to  facili- 
tate the  disposition  of  medical  malpractice  actions 
and  prescribed  procedure  therefor  as  follows: 

Subdivision  (a)  of  Paragraph  5 is  amended  to 
read:  “5.  (a)  At  least  [one  week]  three  weeks  before 
the  date  set  for  hearing  the  parties  shall  submit  to 
the  clerk  of  Part  XXVII  all  written  material,  in- 
cluding pleadings,  bill  of  particulars,  medical  and 
hospital  reports  (or  authorization  to  obtain  the 
same),  said  written  material  to  be  submitted  in 
triplicate  except  as  to  hospital  records  and  x-rays. 
The  clerk  shall  make  these  available  to  any  panel 
member  desiring  to  see  the  same  in  advance  of 
hearing.” 

Subdivision  (b)  of  Paragraph  5 is  rescinded  and  a 
new  Subdivision  (b)  is  inserted  in  its  place  to  read: 
“5.  (b)  The  Medical  Society  of  the  County  of  New 

York  shall  review  the  said  submitted  material  and 
designate  the  medical  specialty  involved  and  notify 
the  clerk  of  Part  XXVII  as  to  such  designation.” 
This  order  shall  take  effect  December  6,  1971. 
Dated:  New  York,  N.Y.,  November  9,  1971. 

For  the  court: 

Harold  A.  Stevens, 

Presiding  Justice. 

(matter  in  brackets  is  deleted;  underlined  matter  is 
new.) 

On  September  23,  1971,  the  Joint  Interpro- 
fessional Committee  of  Doctors  and  Lawyers  ar- 
ranged a meeting  at  the  Association  of  the  Bar  of 
the  City  of  New  York  to  familiarize  medical  and 
legal  panelists  with  the  operation  of  the  mediation 
plan,  slated  to  begin  September  27,  1971. 

To  increase  the  size  of  the  original  panel  of  med- 
ical specialists  and  to  express  appreciation,  letters 
were  addressed  by  the  author  of  this  article,  then 
president  of  The  Medical  Society  of  the  County  of 
New  York,  as  follows: 


As  chief  of  your  department  at Hospital  we  ask 

your  cooperation  and  participation  in  the  experiment- 
al program  which  may  reverse  the  trend  toward  more 
and  more  malpractice  suits  against  physicians.  The 
program  may  reduce  the  number  of  suits  and  the  size 
of  adverse  judgments  and  hence,  in  the  end,  lower  the 
premium  rates  for  malpractice  insurance. 

During  the  past  few  years  members  of  the  New 
York  County  Medical  Society  have  been  meeting  with 
members  of  the  Bar  Association  of  the  City  of  New 
York.  This  meeting  group  has  become  known  as  the 
Interprofessional  Committee  of  Doctors  and  Lawyers. 
On  the  advice  of  this  committee,  the  Appellate  Divi- 
sion of  the  Supreme  Court  of  New  York  State,  First 
District,  has  agreed  to  the  following  experiment: 

1.  That  the  Presiding  Justice,  Harold  A.  Stevens, 
will  appoint  panels  of  three  members  each  to  review 
and  screen  malpractice  actions;  a judge  of  the  Su- 
preme Court,  who  serves  as  chairman,  a distinguished 
attorney  recommended  by  the  Association  of  the  Bar 
of  the  City  of  New  York,  and  a distinguished  physi- 
cian recommended  by  the  President  of  the  Medical 
Society  of  the  County  of  New  York  in  consultation 


with  the  New  York  Academy  of  Medicine. 

2.  These  panels  will  consider  the  facts  of  each  case 
as  presented  by  attorneys  for  the  Plaintiff  and  for  the 
Defendant — doctors  or  hospital. 

The  panel  will  make  recommendations  to  the  attor- 
neys on  both  sides  as  to  whether  the  case  has  merit,  or 
is  unjustified.  The  panel  also  agrees  to  act  as  a Me- 
diation Panel  if  the  parties  will  agree  to  a settlement 
out  of  court. 

The  goal  of  the  project  is  to  reduce  the  case  load  of 
the  Courts  and  to  obtain  faster  and  more  equitable 
settlements  of  justifiable  cases.  The  program  has 
been  in  operation  since  September  27,  1971,  and  early 
experience  suggests  a salutary  effect. 

BUT  . . . AND  THIS  IS  WHY  THIS  LETTER  IS  WRIT- 
TEN . . .this  plan  can  succeed  only  if  enough  physi- 
cians of  repute  volunteer  their  services  to  sit  on  the 
Review  and  Mediation  Panels.  We  need  physicians 
in  all  fields  of  medicine  and  surgery.  We  urge  that 
you  agree  to  serve  and  also  that  you  nominate  mem- 
bers of  your  staff  for  this  most  important  appoint- 
ment by  Judge  Stevens. 

The  physicians  should  have  a sense  of  fairness  and 
objectivity  in  decision  making.  A physician  who  is  a 
professional  medical  witness  in  court,  or  a physician 
who  is  so  biased  that  he  believes  a physician  can  do  no 
wrong,  is  exactly  the  kind  of  a doctor  that  Justice  Ste- 
vens and  the  Courts  DO  NOT  want  for  this  important 
assignment. 

Again,  we  solicit  your  personal  participation  and 
your  nomination  of  doctors  on  your  staff  who  can  ren- 
der a great  service  to  the  profession  of  medicine  by 
participation  in  this  most  important  effort.  We  need 
to  have  some  200  doctors  available  so  that  no  one  phy- 
sician will  be  over-burdened  with  work  and  so  that  all 
of  us  may  have  to  serve  on  no  more  than  one  malprac- 
tice review  panel  per  month. 

Please  send  us  your  list  of  recommendations.  We 
hope  that  your  own  name  is  on  this  list. 


I am  writing  to  thank  you  very  much  for  accepting 
the  appointment  from  the  Honorable  Presiding  Jus- 
tice Harold  A.  Stevens  to  a three  member  review 
panel  in  the  pilot  project  with  the  Appellate  Division 
of  the  New  York  State  Supreme  Court  to  try  to  ward 
off  malpractice  suits  against  the  medical  profession. 

Each  review  panel  will  have  a Supreme  Court  Jus- 
tice as  Chairman,  a distinguished  attorney,  designat- 
ed by  the  New  York  Bar  Association,  and  a distin- 
guished physician,  designated  by  our  Society,  in  con- 
sultation with  the  New  York  Academy  of  Medicine. 
The  work  of  the  review  panels  is  confidential  and  in- 
formal. 

We  need  information  from  you  as  to  what  after- 
noons are  most  convenient  to  you,  personally,  to  at- 
tend a mediation  session.  Please  let  me  have  the  in- 
formation on  the  enclosed  form  so  that  we  can  com- 
pile a roster  of  physicians  and  the  time  that  they  can 
best  serve.  In  this  way,  we  can  give  adequate  notice 
to  you  as  to  time,  date,  and  place. 

The  Bar  Association  and  the  Courts  are  eager  to 
work  with  us  toward  this  end.  It  remains  for  the 
medical  profession  to  be  equally  involved.  I ask  your 
support  and  your  cooperation. 


August  1974/  New  York  State  Journal  of  Medicine  1651 


Form  to  be  completed  by  Medical  Panelists 

Name 

Address 

Telephone  No 

Specialty  _ 

Can  serve  2 p.m.  to  4 p.m.  on: 

Monday 

Tuesday 

Wednesday 

Thursday 

Friday 

A list  of  approximately  40  attorneys  with  broad 
trial  experience,  but  not  limited  to  medical  mal- 
practice, was  prepared  by  the  Bar  Association  in 
cooperation  with  the  Joint  Interprofessional  Com- 
mittee. The  physicians  and  lawyers  were  then  ap- 
pointed by  Presiding  Justice  Stevens.  Presiding 
Justice  Owen  McGivern,  who  succeeded  Judge 
Stevens,  now  oversees  the  operation  of  the  plan, 
appointing  panel  members. 

The  plan 

The  plan  and  its  operation  are  best  described  in 
an  address  delivered  in  Cleveland  by  Justice  Ste- 
vens at  a Medical-Legal  Conference  of  the  Acade- 
my of  Medicine  of  Cleveland,  the  Cleveland  Bar 
Association,  and  the  Cuyahoga  County  (Ohio)  Bar 
Association,  published  in  The  New  York  Law 
Journal  March  29,  1973. 

Outline  of  Plan 

The  plan  adopted  was  and  is  relatively  simple  in 
structure  and  in  operation.  A calendar  of  malprac- 
tice cases  which  were  pending  and  not  assigned  out 
to  individual  calendar  trial  parts  was  prepared. 
We  attempted  to  group,  as  far  as  practicable,  cases 
being  defended  by  the  same  insurance  carrier.  The 
initial  calendar  was  published  in  THE  NEW  YORK 
LAW  JOURNAL,  the  designated  law  daily  for  our  De 
partment,  some  three  weeks  in  advance  of  the  hear- 
ing with  a notice  that  applications  for  adjournment 
were  required  to  be  made  at  least  one  week  before 
the  scheduled  date  of  hearing,  upon  no  less  than 
twenty-four  hours’  notice  to  the  adverse  party. 
Hearings  were  and  are  scheduled  for  2 p.m.  Initial- 
ly, three  cases  per  day  were  listed,  but  this  was 
found  to  be  too  many  for  adequate  consideration. 
Now,  no  more  than  two  cases,  in  the  same  specialty 
if  possible,  are  scheduled  for  an  afternoon  session. 
The  hearings  are  informal,  confidential,  and  with- 
out a stenographic  record.  They  are  held  before  a 
panel  consisting  of  a Justice  of  the  Supreme  Court, 
a doctor,  and  a lawyer.  The  doctor  is  an  expert  or 
specialist  in  the  particular  injury  or  claim  involved. 

All  parties  are  represented  by  counsel  and,  as  in- 
dicated, statements  made  during  the  course  of  the 
hearing  are  not  admissible  at  the  trial,  as  an  admis- 
sion or  otherwise.  Neither  the  justice  presiding  nor 
either  of  the  other  panelists  participate  in  such 
trial.  Prior  to  the  hearing  date,  the  medical  panel- 
ist is  furnished  with  the  plaintiff’s  medical  records. 
7’he  other  members  of  the  panel  are  given  the  bill 


TABLE  I.  Cases  reviewed  by  the  Medical  Malpractice  Panel, 
September  27,  1971  to  April  26,  1974* 


Action  Taken 

Number  of  Cases 

Settled 

122 

Discontinued 

3 

Dismissed 

1 

Remanded 

332 

Open 

52 

Total 

510 

* The  percentage  of  cases  settled, 

discontinued,  and  dismissed  was 

24.7  per  cent.  Of  the  52  open  cases. 

settlement  in  approximately  half 

is  anticipated.  This  would  increase  the  percentage  of  disposed  cases  to 

29.8  per  cent. 

TABLE  II. 

Settlements  for  122  cases* 

Amounts 

Number  of  Cases 

$ 500 

1 

1 , 000  to  $ 5 , 000 

31 

5,001  to 

10,000 

18 

10,001  to 

15,000 

12 

15,001  to 

20 , 000 

11 

20,001  to 

30,000 

8 

30,001  to 

40,000 

7 

40,001  to 

50,000 

4 

50,001  to 

75 , 000 

10 

75,001  to 

100,000 

9 

100,001  to 

150,000 

6 

150,001  to 

200 , 000 

2 

300,000 

2 

350,000 

1 

Total 

122 

* Note  that,  more  than  half  of  these  cases,  62,  were  settled  for  $15,000 
or  less. 


or  bills  of  particulars  and  the  pleadings  which  nor- 
mally consist  of  a complaint  and  an  answer. 

Method  of  operation 

At  the  mediation  session,  the  panelists  discuss 
the  case  among  themselves  and  hear  a summary  of 
the  medical  questions  presented  by  the  medical 
panelist.  Counsel  for  the  litigants  appear  before 
the  panel,  and  the  plaintiff’s  attorney  explains  his 
client’s  case.  Defense  counsel  then  presents  his 
client’s  position,  and  both  lawyers  may  be  ques- 
tioned by  the  panel. 

Where  a medical  panelist  differs  with  counsel  for 
one  of  the  parties,  the  judge  presiding  may  permit 
an  open  discussion  between  the  two;  sometimes 
counsel  questions  the  medical  panelist.  Great  dis- 
cretion rests  with  the  judicial  member  of  the  panel. 
Necessarily,  this  and  the  judge’s  personal  style  re- 
sults in  some  procedural  variation. 

When  the  open  hearing  is  concluded,  the  panel- 
ists go  into  executive  session,  excusing  counsel 
while  they  discuss  the  merit  or  lack  of  merit  in  the 
case  and  what  would  be  a fair  disposition.  The 
parties  and  their  attorneys  are  then  called  in  sepa- 
rately, either  before  the  full  panel  or  the  judge 
presiding.  An  effort  is  then  made  to  persuade  the 
parties  to  dispose  of  the  case  as  recommended  by 
the  panel.  If  any  disposition  is  reached  either  as  to 
the  whole  case  or  a part  of  the  case,  an  appropriate 
order  is  entered.  If  a further  hearing  is  deemed 
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TABLE  III.  Total  and  settled  cases  according  to  specialty 


Category 

Total 

Settled 

General  Surgery 

92 

21 

Orthopedics 

83 

23 

Obstetrics  and  Gynecology 

62 

19 

Neurology  and  Neurosurgery 

44 

8 

Internal  Medicine 

48 

11 

Ophthalmology 

30 

7 

Anesthesiology 

28 

5 

Urology 

25 

7 

Plastic  Surgery 

20 

1 

Otorhinolaryngology 

15 

4 

Vascular  Surgery 

14 

3 

Pediatrics 

10 

3 

Hematology 

10 

2 

Psychiatry 

9 

0 

Thoracic  Surgery 

8 

3 

Radiology  and  Radiation 

7 

2 

Therapy 

Oral  Surgery 

3 

2 

Dermatology 

1 

0 

Cardiac  Surgery 

1 

1 

Totals 

510 

122 

necessary  or  desirable,  the  justice  presiding  may  so 

direct.  If  the  case  is  not  settled,  the 

case  is  re- 

manded  to  its  regular  place  on  the  calendar. 

If  a party  directed  to 

appear  fails  to  do  so,  the 

justice  presiding  has  the  power  to  order  an  inquest, 

to  strike  the  case  from 

the  calendar, 

or  to  make 

such  disposition  as  justice  requires.  For  the  bene- 

TABLE  IV.  Amounts  of  sett 

fit  of  the  doctors,  an  inquest  might  be  defined  as 
unilateral  inquiry  under  judicial  supervision. 

The  results  to  date  are  illustrated  in  Tables  I 
through  IV. 

Comment 

The  following  Supreme  Court  Justices  have 
served  in  the  mediation  sessions:  Samuel  M.  Gold, 
Saul  S.  Streit,  Vincent  A.  Lupiano,  now  Justice  of 
the  Appellate  Division,  Sidney  A.  Fine,  Harry  B. 
Frank,  Jacob  Markowitz,  and  Peter  A.  Quinn. 

During  the  past  year  Supreme  Court  Bronx 
County  cases  have  also  been  mediated.  Medical 
and  legal  specialists  from  Bronx  County  have  been 
added  to  the  panels. 

There  has  been  a considerable  reduction  in  the 
number  of  malpractice  cases  awaiting  trial  in  the 
First  Judicial  Department. 

The  experience  gained  by  physicians  from  closer 
association  with  attorneys  and  judges  in  an  infor- 
mal, but  disciplined,  atmosphere  has  been  benefi- 
cial. 

As  a result  of  this  pilot  project,  the  legal  and 
medical  professions  are  being  brought  together. 
An  atmosphere  of  mutual  understanding  has  been 
created.  The  medical  panel  numbers  more  than 
200  leading  physicians  in  the  community,  repre- 
senting every  medical  specialty.  The  comprehen- 


General 

Internal 

Neurology 

Orthopedics 

Surgery 

Obs  Gyn 

Medicine 

Neurosurg. 

Ophthal- 

Urology 

Anesthesi- 

(23) 

(21) 

(19) 

(11) 

(8) 

mology  (7) 

(7) 

ology  (5) 

$350,000 

$155,000 

$150,000 

$200,000 

$135,000 

$110,000 

$75,000 

$100,000 

300,000 

82,500 

100,000 

87,000 

40,000 

70,000 

57,500 

85,000 

150,000 

75,000 

95 , 000 

20,000 

32 , 500 

35 , 000 

40,000 

12,250 

130,000 

70,000 

45 , 000 

20,000 

30,000 

35,000 

22,500 

10,000 

85,000 

57,500 

30,000 

20,000 

5,000 

12,500 

17,500 

3,200 

75 , 000 

45 , 000 

30,000 

20,000 

3,000 

7,500 

2,500 

64 , 000 

45 , 000 

19 , 000 

17,500 

2,500 

3,000 

2,000 

60,000 

30,000 

18,000 

9,250 

1,500 

28,750 

22,500 

15,000 

6,500 

23,000 

16,500 

15,000 

5,500 

20,000 

15,000 

15,000 

3,000 

15,000 

14 , 000 

12,500 

11,000 

12,500 

8,500 

10,000 

10,000 

3,500 

10,000 

10,000 

3,000 

Hematology  (2)  Oral  Surgery  (2) 

Radiology  (2) 

10,000 

6,500 

2,750 

$125,000 

$2,500 

$35,000 

10,000 

6,000 

2,200 

20,000 

2, 

000 

4,000 

8,750 

3,500 

1,500 

7,500 

3,500 

500 

5,000 

2,500 

3.500 

2.500 

1,750 

1,250 

Otolaryn- 

Thoracic 

Va'scular 

gology 

Pediatrics 

Surgery 

Surgery 

(4) 

(3) 

(3) 

(3) 

Cardiac  Surgery  (1) 

Plastic  Surgery  (1) 

$55,000 

$95,000 

$50,000 

$300,000 

$95 , 000 

$5,000 

32,500 

10,000 

8,500 

12,500 

4.000 

3.000 

4,000 

4,500 

3,500 
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sive  medical  panel  hearing  provides  both  sides 
with  an  impartial  opinion  by  an  outstanding  medi- 
cal specialist.  If  desired,  two  or  more  specialists 
in  the  same  or  a related  field  are  available.  In  the 
past  such  expertise  was  difficult  to  obtain. 

It  is  hoped  that  the  increasing  experience  of  the 
mediation  panels,  reviewed  at  regularly  held  meet- 
ings of  participants,  will  bring  swift  settlements  to 
cases  having  merit,  and  will  discourage  claims 
lacking  merit. 

The  medical  and  legal  professions  have  re- 
sponded wholeheartedly  and  are  most  cooperative. 
Already  there  appears  to  be  less  difficulty  in  ob- 
taining physicians  to  testify  for  either  side. 

The  availability  of  an  increasing  number  of  im- 
partial medical  specialists,  best  qualified  to  study 
and  evaluate  the  merits  of  a malpractice  case  as 
well  as  the  extent  of  injury  to  the  patient,  could  di- 
minish the  need  for  trial  by  a jury.  For  the  pa- 
tient with  a meritorious  claim,  mediation  provides, 


AMA  joins  legal  fight 
against  forced  retirement 

The  American  Medical  Association  will  join  in  a suit 
to  declare  unconstitutional  a federal  law  requiring  man- 
datory retirement  of  U.S.  Civil  Service  employees  at  a 
particular  age,  the  AMA  has  announced. 

The  AMA  Board  of  Trustees,  noting  the  Association’s 
long-established  position  against  chronological  age  as  a 
basis  for  mandatory  retirement,  approved  AMA  partici- 
pation as  amicus  curiae  in  the  litigation.  The  plaintiff 
is  a seventy-year-old  attorney  who  the  government  ac- 
knowledges is  above  average  in  competence  and  physi- 
cally capable  of  performing  the  duties  of  the  position. 

The  AMA  expressed  its  firm  opinion  that  “workers 
who  are  capable  and  who  personally  desire  to  postpone 
retirement  should  be  encouraged  to  do  so  by  adoption  of 
flexible  retirement  policies  by  both  industry  and  gov- 
ernment. Biological  age,  not  chronological  age,  should 
be  used  in  deciding  when  a man  should  retire.” 

Retirement  at  a fixed  age  carries  with  it  multiple 
physical,  emotional,  social  and  financial  ramifications, 
the  AMA  declared.  Compulsory  retirement,  without  re- 
gard for  the  individual’s  desire  and  ability  to  continue 
work,  can  be  a prime  factor  in  health  deterioration  of 
the  retiree. 

“Considerable  medical  evidence  is  available  to  indi- 
cate that  the  sudden  cessation  of  productive  work  and 
earning  power  of  an  individual,  caused  by  compulsory 
retirement  at  the  chronological  age  of  sixty-five,  often 
leads  to  physical  and  emotional  illness  and  premature 
death,”  the  AMA  Board  declared. 

The  promotion  of  work  opportunities  for  persons  over 
sixty-five  improves  their  life  expectancy,  physical  and 
emotional  well  being,  and  their  earning  power,  and  re- 


without rancor,  a dignified  method  of  justly  com- 
pensating him. 

Summary 

An  experience  of  two  and  one  half  years  in  New 
York  and  Bronx  Counties  with  the  Medical  Mal- 
practice Mediation  Panel  is  presented. 

151  East  83rd  Street 
New  York,  N.Y.  10028 
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ditional members  of  the  Joint  Interprofessional  Committee  of 
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New  York  Medicine;  Elvira  Tirola  and  Audrey  Lightner,  Medi- 
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duces  their  dependence  on  family  and  government,  the 
AMA  said. 

Plaintiff  in  the  suit  is  Martin  O.  Weisbrod  of  the  Chi- 
cago office  of  the  Department  of  Housing  and  Urban 
Development  (HUD).  The  case  is  scheduled  this  spring 
in  a federal  district  court  in  Washington,  D.C.  The  suit 
seeks  to  enjoin  the  Secretary  of  HUD  and  the  Civil  Ser- 
vice Commission  from  enforcing  a provision  of  the  U.S. 
Code  which  would  force  Weisbrod  to  retire  on  account 
of  age.  He  seeks  a declaratory  judgment  that  the  code 
provision  is  unconstitutional  and  requiring  the  govern- 
ment to  continue  his  regular  Civil  Service  employment 
until  he  voluntarily  retires,  is  incapable  of  performing 
his  assigned  duties,  or  otherwise  furnishes  the  Govern- 
ment with  a valid  cause  to  discharge  him. 

The  AMA  cited  a recent  report  by  the  Gerontological 
Society  saying:  “Useful  working  life  is  being  prolonged. 
Capable  workers  should  be  allowed  to  work  if  they  so 
desire,  even  beyond  the  usual  retirement  age.  Workers 
between  sixty  and  seventy-five  years  of  age  are  not  only 
proving  to  be  capable  of  working  in  many  occupations; 
they  actually  excel  younger  persons  because  of  their  su- 
perior judgment,  experience  and  safety  of  performance. 
Advances  in  technology  that  have  taken  away  much  of 
the  physical  stress  of  work  tend  in  many  instances  to 
place  a premium  on  the  abilities  that  many  older  work 
ers  possess.” 

The  AMA  Board  action  in  joining  the  law  suit  reflects 
a policy  statement  adopted  three  years  ago  by  the  Asso- 
ciation’s House  of  Delegates,  which  declares:  “Since 

compulsory  retirement  and  artificial  barriers  to  employ- 
ment based  on  age  can  be  prime  factors  in  the  deteriora- 
tion of  health,  middle  aged  and  older  workers  should  be 
afforded  equal  opportunities  with  others  for  gainful  em- 
ployment, based  on  their  personal  desires  and  capabili- 
ties.” 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator- 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  witfvhis 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  a'  : Geriatrics  75.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than  effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Disorders  of  Immunity 

Toward  functional  nomenclature  and 
expeditious  evaluation 

FREDERICK  MILLER,  M.D. 

Stony  Brook,  New  York 

From  the  Department  of  Pathology,  Health  Sciences  Center, 
State  University  of  New  York 


Within  the  last  several  years  an  already  expand- 
ing field  of  knowledge,  immunology,  has  under- 
gone an  even  greater  acceleration  in  growth.  The 
scope  of  the  discipline  has  widened  to  embrace  on- 
cogenesis and  is  headed  for  such  seemingly  unre- 
lated areas  as  aging.  The  technology  of  immuno- 
chemistry  has  become  commonplace  in  the  labora- 
tory, ranging  from  immunofluorescence  to  ra- 
dioimmunoassay. Finally,  as  would  be  expected, 
there  are  now  available  useful  therapeutic  ap- 
proaches based  on  the  previously  accumulated 
basic  knowledge,  for  example,  thymus  transplants, 
transfer  factor  administration,  and  anti-lvmpho- 
cyte  serum. 

As  might  be  expected  with  this  progress,  there 
has  been  a continuing  need  for  clarification  of  ter- 
minology. A brief  perusal  of  the  current  literature 
reveals  a myriad  of  eponymic  designations: 
Louis-Bar  syndrome,  Franklin’s  disease,  Good’s 
syndrome,  Nezelof’s  syndrome,  DiGeorge’s  syn- 
drome, Glanzman  and  Riniker’s  disease,  and  Wis- 
kott-Aldrich syndrome,  to  mention  but  a few.  A 
distinction  must  be  made  between  classes  and  sub- 
classes of  immunoglobulins,  and  also  between  mul- 
tiple stages  of  differentiation  in  two  lymphocyte 
systems,  without  even  considering  a diversity  of 
genetic  markers.  Formerly  one  looked  for  lupus 
erythematosus  cells,  subsequently  for  antinuclear 
antibody,  and  now  in  lupus  erythematosus  over  a 
dozen  anti-“self”  antibody  systems  have  been  de- 
scribed. The  physician  must  currently  evaluate 
arguments  pertaining  to  the  relative  values  of  anti- 
body liters  to  native  versus  single-stranded  deoxy- 
ribonucleic acid  in  following  patients  with  this  dis- 
ease. 

Although  a substantial  amount  of  work  had 
been  done  in  the  past  by  such  pioneers  as  Land- 
steiner,  it  was  not  until  1959  that  Porter  provided 
the  impetus  for  a detailed  structural  analysis  of 
the  antibody  molecule.  Terms  such  as  gamma 
globulin,  beta-2A-maeroglobulin,  and  similar  elec- 
trophoretic designations  were  gradually  replaced 
by  IgG  (immunoglobulin  G),  IgM  (immunoglobu- 
lin M),  and  so  forth.  These  have  been  further  re- 
fined by  subclass  designations,  IgG],  Ig(l2,  and  so 


forth,  each  currently  being  related  to  differences 
in  such  biologic  functions  as  complement  fixation, 
cell  binding,  or  turnover  rate.1  Finally,  we  write 
designations  for  component  polypeptide  chains,  H 
(heavy)  and  L (light),  and  even  functional  frag- 
ments of  these,  that  is,  Fab  (the  antibody  combin- 
ing site  fragment),  or  Fc  (a  crystallizable  or  con- 
stant fragment).  Unfortunately,  it  required  sever- 
al nomenclature  conferences  to  establish  a reason- 
able and  consistent  biochemical  terminology,  and 
although  eight  years  have  passed,  old  and  new  des- 
ignations are  still  confused.  When  disorders  of 
antibody  production  are  considered,  an  even  more 
misleading  terminology  is  still  carried  over.  To 
begin  with,  multiple  myeloma  is  a misnomer;  it 
should  be  properly  termed  plasmacytoma  and 
categorized  as  to  whether  or  not  the  process  is  soli- 
tary, multiple,  and/or  extramedullary.  Consistent 
subdivision  would  specify  which  class,  chain,  or 
fragment  is  associated  with  the  proliferation.  It 
then  might  be  stated  that  a given  patient  had  a 
diffuse  plasmacytoma  secreting  IgM  (Walden- 
strom’s macroglobulinemia),  an  intestinal  lympho- 
ma with  IgA-Fc  fragment  production  (Mediterra- 
nean lymphoma,  alpha  chain  disease),  a diffuse 
plasmacytoma  with  IgG-Fc  fragment  production 
(Franklin’s  disease,  heavy-chain  disease),  or  a soli- 
tary plasmacytoma  with  L-chain  production 
(Bence-Jones  proteinemia  associated  with  solitary 
myeloma).  Indeed,  if  current  observations  be- 
come generalized,  certain  forms  of  amyloidosis 
may  be  referred  to  as  Lv-fragment  disease,  indicat- 
ing that  amyloid  in  many  instances  may  represent 
overproduction  and  tissue  deposition  of  the  vari- 
able (aminoterminal)  portion  of  light  chains.2 
Further,  and  logically,  the  morphologic  component 
of  the  designation  could  be  refined  by  standard- 
ized prefixes  as  lymphocytoid  plasmacytoma,  and 
so  on,  without  introducing  confusion. 

Before  considering  the  problems  of  cellular  im- 
munity, some  attention  might  be  devoted  to  the 
qualification  and  quantitation  of  immunoglobu- 
lins. In  general,  no  longer  is  there  satisfaction 
with  a simple  electrophoresis  of  serum;  today’s 
clinician  requests  immunoelectrophoreses  of  virtu- 
ally every  body  fluid.  In  addition,  requests  for 
quantitation,  previously  done  only  in  research  sit- 
uations, are  commonplace.  Recent  advances  in 
the  physician’s  understanding  of  the  role  of  com- 
plement in  immunologic  and  other  situations  have 
added  the  determination,  and  interpretation  of 
that  analysis,  of  a whole  group  of  blood  proteins. 
These  investigations  require  a degree  of  laboratory 
sophistication  that,  for  the  volume  of  valid  re- 
quests, makes  most  of  them  impractical  for  all  but 
regional  centers.  It  is  the  opinion  of  the  author 
that  the  community  hospital,  even  those  with  sev- 
eral hundred  beds,  can  advantageously  limit  itself 
to  the  performance  of  a few  select  determinations: 
standard  electrophoresis  with  quantitation,  serum 
immunoelectrophoresis  using  a few  specific  antise- 
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ra,  and  radial  immunodiffusion  for  immunoglobu- 
lin quantitation.  All  are  commercially  available  in 
reasonably  reliable  forms  and,  except  for  the  last 
where  each  institution  must  evaluate  the  econom- 
ics of  offering  the  tests,  are  simple,  economical, 
and  quite  informative. 

Terms  such  as  gamma  globulins,  beta-2M-glob- 
ulin,  and  so  forth,  should  he  dropped  in  reports 
and  the  use  of  proper  and  precise  classifications, 
that  is,  IgG,  IgM,  and  kappa-chain,  should  be 
adopted.  The  need  for  a basic  knowledge  of  the 
interrelationships  and  the  development  of  immu- 
nologic immune  system  is  essential.  The  physi- 
cian who  requests  serum  IgA  levels  on  a two- 
month  old  child  is  putting  forward  an  unreason- 
able request.  First,  a child  of  this  age  would  not 
be  expected  to  produce  significant  amounts  of  this 
immunoglobulin  since  it  is  the  last  of  the  three 
major  antibody  classes  to  be  elaborated  and  would 
not  reach  a stable  value  for  some  time.3  Second, 
the  laboratory  would  have  to  be  prepared  to  do  a 
low-level  determination  that  requires  adjustments 
in  the  usual  procedure,  such  as  special  plates  for 
radial  immunodiffusion,  and  would  probably  lack 
a basis  for  providing  the  requester  with  normal,  for 
this  age,  range  and  reliability  data.  Third,  it  is 
hard  to  imagine  a situation  that  would  require 
such  a test.  Although  the  immunoglobulin  levels 
of  children  vary,  it  would  not  be  surprising  for  this 
immunoglobulin  to  be  “undetectable”  or  below 
“normal”  for  several  additional  months,  if  not  for 
years.  Information  relative  to  immunoglobulin 
deficiency  could  be  obtained  more  simply,  and  in 
this  particular  period  of  life  would  remain  some- 
what ambiguous  due  to  the  continued  persistence 
of  maternal  IgG.  It  is  therefore  essential  that  the 
physician  and  the  laboratory  director  understand 
both  the  basis  of  a request  and  the  type  of  infor- 
mation to  be  obtained  from  the  procedure  to  be 
employed.  The  person  asking  for  a particular  im- 
munologic test  must  also  have  some  idea  of  the  ex- 
perience and  reliability  of  the  laboratory  in  its  per- 
formance. Since  it  is  now  common  to  report  im- 
munoglobulins in  terms  of  international  units 
(I.U.),  as  well  as  in  grams  or  milligrams  per  fluid 
volume,4  it  would  seem  desirable  for  each  labora- 
tory to  indicate  both  values,  the  reference  stan- 
dard, the  range  of  values  found  by  the  particular 
laboratory  for  a given  time  period  (“normals”  in 
the  prior  month)  with  reference  to  age  if  relevant, 
and  the  number  of  tests  done  in  that  time  period. 

Immunofluorescence  is  another  area  that  can 
cause  problems  in  the  range  of  studies  to  be  per- 
formed and  in  their  interpretation.  Without  the 
requisite  experience  and  training,  the  perfqrmance 
of  even,  or  perhaps  especially,  prepackaged  anti- 
nuclear antibody  determinations  can  be  difficult 
and  the  nomenclature  confusing.  It  is  not  suffi- 
cient to  have  labeled  antisera  and  a fluorescent 
microscope.  There  must  be  a familiarity  with  ac- 
cepted techniques,  their  variations,  expected  false 


positives  and  false  negatives,  situations  requiring 
special  substrates,  as  well  as  a thorough  knowledge 
of  the  disease  state  investigated  and  the  usefulness 
of  the  information  to  be  obtained.  A similar  argu- 
ment pertains  to  the  diagnostic  usefulness  of  tests 
for  carcinoembryonic  antigen  (CEA)  or  alpha  feto- 
protein in  colonic  and  hepatic  tumors  respectively. 

The  area  responsible  for  greatest  confusion  is 
undoubtedly  that  of  cellular  immunity.  Newness, 
complexity,  and  as  yet  incomplete  understanding 
are  contributory.  Since  a great  deal  of  the  knowl- 
edge in  this  field  was  an  outgrowth  of  a few  rare 
diseases  of  childhood,5  many  physicians  have 
taken  the  attitude  that  since  they  will  probably 
never  see  a case,  there  is  no  reason  to  acquaint 
themselves  with  cellular  systems.  Nothing  could 
be  more  erroneous.  It  is  this  branch  of  immunolo- 
gy that  many  feel  is  responsible  for  graft  rejection, 
for  control  of  neoplasia,  and  for  certain  anergic 
states,  that  is,  sarcoid  and  coccidioidomycosis. 

As  science  has  divided  immunoglobulins,  so  has 
it  divided  the  cells  of  the  immune  system.  Macro- 
phages and  perhaps  other  cells  of  the  reticuloen- 
dothelium  system  appear  to  have  within  their 
numbers  a subpopulation(s)  important  in  the  pro- 
cessing of  antigenic  material.  Furthermore,  both 
macrophages  and  granulocytes  are  important  me- 
diators of  the  ultimate  tissue  reaction.  If  an  indi- 
vidual is  deprived  of  these  functions,  it  would  fol- 
low that  his  subsequent  immune  response  would 
be  enfeebled.6-' 

B,  bone-marrow  or  bursal-equivalent,  cells  and 
T,  thymus-derived,  cells,  are  both  lymphocytes. 
Simply  stated,  B lymphocytes  have  the  capacity  to 
produce  immunoglobulins  and  to  subsequently 
give  rise  to  plasma  cells.  T cells  on  the  other  hand 
are  responsible  for  delayed  hypersensitivity,  graft 
rejection,  and  perhaps  destruction  of  tumors.  In 
certain  situations,  perhaps  in  the  great  majority, 
there  is  an  interplay  between  these  two  types  of 
cells.  This  is  usually  beneficial  to  the  host  but  in 
certain  instances  can  be  detrimental.  In  the  case 
of  tumor  enhancement,  for  example,  the  presence 
of  antibodies  against  tumor  antigens  may  “coat” 
the  surface  of  the  tumor  cells  and  prevent  their 
recognition  and/or  destruction  by  T cells.  Gener- 
ally, the  function  of  B cells  may  be  assessed  by  the 
end  product  of  their  differentiation,  antibodies; 
T-cell  activity  is  determined  by  the  capacity  of  the 
patient  to  exhibit  delayed-type  hypersensitivity 
reactions.  There  are  methods  to  measure  these 
cells  directly:  B cells  have  immunoglobulins  on 

their  surfaces  and  carry  receptors  for  complement, 
C3  receptor;  T cells  can  be  stimulated  to  undergo 
mitosis  by  certain  plant  lectins  and  have  the  ca- 
pacity to  form  rosettes  with  certain  red  blood  cells 
and  in  some  species  carry  thymus-specific  antigens 
on  their  surfaces.8 

The  situation  that  must  be  faced  in  the  assess- 
ment of  the  immune  state  of  a patient  would  be 
easy  indeed  if  everything  were  so  straightforward. 
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In  truth,  however,  the  T and  B cells  undergo  stag- 
es of  differentiation  from  marrow-derived  stem 
cells  to  fully  functional  immunocompetent  cells 
during  which  steps  certain  of  the  identifying  char- 
acteristics of  each  may  be  more  or  less  apparent.I. 2 3 * 5 * * * * 
Since  many  of  the  encountered  immunologic  dis- 
turbances involve  various  combinations  of  cellular 
and  humoral  systems,  ultimate  analysis  may  be  ex- 
tremely complicated.  Eventually,  treatment  must 
be  considered,  and  there  are  a number  of  alterna- 
tives available:  On  one  hand,  an  overactive  or  in- 
appropriate reaction  may  need  to  be  suppressed, 
as  in  plasma-cell  tumors  or  autoimmune  diseases. 
In  the  reverse  situation,  transfer  factor,  thymic  or 
marrow  grafts  may  be  required  to  restore  deficient 
capacity.89  Finally,  the  immune  response  may 
need  to  be  altered,  as  in  hay  fever,  stimulating  suf- 
ficient IgA  or  IgG  production  to  overcome  or  block 
excessive  IgE,  or  perhaps  in  tumors,  either  by  ini- 
tiating immune  responsiveness  with  adjuvants  or 
by  reducing  enhancing  antibodies.  In  most  cases, 
these  decisions  are  best  made  in  medical  centers 
possessing  the  necessary  technology  and  expertise 
to  fully  investigate,  treat,  and  follow  the  patient.10 
It  is  essential  that  the  primary  contact  physician 
have  at  his  disposal  the  knowledge  and  screening 
procedures  necessary  to  identify  the  individual  re- 
quiring detailed  study.  To  facilitate  the  former,  a 
simplified  nomenclature  that  attempts  to  identify 
the  defect  is  strongly  advocated;  this  is  not  a new 
proposal,  but  is  one  that  resists  implementation. 
It  is  quite  understandable  that  the  pioneers  in  this 
field,  many  of  whom  are  contemporary,  deserve 
credit  for  their  discoveries,  but  the  tendency  to  use 
eponymic  and  nondescriptive  nomenclature 
should  be  avoided. 

Terminology  should  embrace  current  recom- 
mendations for  nomenclature  as  proposed  by  the 
World  Health  Organization,  not  only  in  the  case  of 
the  immunoglobulins  but  also  for  immunodeficien- 
cy diseases.11  An  explanatory  scheme  for  the  clas- 
sification of  immune  disorders,  consistent  with  the 
recommendations,  is  outlined: 

I.  B cell-dependent  system  (immunoglobulin  disor- 
ders) 

A.  Primary  (inborn) 

1.  High  levels  of  immunoglobulins 

2.  Normal  levels  of  immunoglobulins  (dys- 

gammaglobulinemias) 

3.  Low  levels  of  immunoglobulins 

a.  Selective  (IgA  deficiency) 

b.  General  (Bruton-infantile  x-linked 

agammaglobulinemia) 

B.  Secondary  (acquired) 

1.  High  levels  of  immunoglobulins  (Walden- 

strom’s macroglobulinemia,  multiple 
myeloma) 

2.  Normal  levels  of  immunoglobulins  (au- 

toimmune diseases,  dysgammaglobuli- 
nemias) 


3.  Low  levels  of  immunoglobulins 

a.  Selective 

b.  General  (non-sex-linked  immuno- 

globulin aberrations) 

4.  Immunoglobulin  fragment  diseases 

(Franklin’s  disease — IgG-Fc  fragment) 

5.  Lymphoma  associated  chronic  lymphocy- 

tic leukemia(?),  Mediterranean  lym- 
phoma (lymphoma  with  alpha-chain 
disease) 

II.  T cell-dependent  system  (disorders  of  cell-mediat- 

ed immunity) 

A.  Primary 

1.  High  levels  of  circulating  lymphocytes  (? 

existence) 

2.  Normal  levels  of  circulating  lymphocytes 

(some  cases  of  DiGeorge’s  syndrome, 
pharyngeal  pouch  syndrome  or  com- 
bined thymic-parathyroid  hypoplasia) 

3.  Low  levels  of  circulating  lymphocytes 

(Nezelof — thymic  dysplasia  or  autoso- 
mal recessive  lymphopenia  with  normal 
immunoglobulins) 

B.  Secondary 

1.  High  levels  of  circulating  lymphocytes  (? 

some  lymphoreticular  cancers) 

2.  Normal  levels  of  circulating  lymphocytes 

(autoimmune  diseases,  sarcoidosis) 

3.  Low  levels  of  circulating  lymphocytes 

(chemotherapy,  immunosuppression) 

III.  Combined  T and  B cell  disorders 

A.  Primary 

1.  Selective  (Louis-Bar  syndrome — ataxia 

telangectasia) 

2.  Variable  (Wiskott-Aldrich — X-linked  im- 

munodeficiency with  eczema,  Gatti- 
Lux — immunodeficiency  with  short- 
limbed  dwarfism) 

B.  Secondary 

1.  Selective  (certain  autoimmune  diseases, 

that  is,  thyroiditis) 

2.  Variable  (mucocutaneous  candidiasis) 

IV.  Phagocytic  system 

A.  Macrophage  (histiocyte) 

1.  Primary 

2.  Secondary 

B.  Granulocyte 

1.  Primary  (chronic  granulomatous  dis- 

ease, Chediak-Higashi — abnormal  lyso- 
somes) 

2.  Secondary  (iatrogenic,  myelogenous  leu- 

kemia) 

V.  Complement 

A.  Primary 

1.  Denoted  by  component,  that  is,  Leiner’s 
disease — deficiency  of  the  fifth  compo- 
nent 

B.  Secondary 

1.  Same  as  preceding  (certain  autoimmune 
diseases,  renal  disease) 


i 
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I VI.  Unclassified 

Note:  Additional  qualifying  subdivisions  can  be  added 
as  the  nature  of  various  disorders  becomes  clear,  that  is, 
i hyperanabolic,  hypercatabolic  to  altered  levels  of  im- 
munoglobulins: mode  of  inheritance;  time  of  onset;  and 
I so  forth. 

This  scheme  is  not  intended  to  be  all  encom- 
, passing,  but  rather  is  meant  to  provide  a frame- 
■ work  in  which  immunodeficiency  states,  lympho- 
I reticular  neoplasias,  gammopathies,  and  autoim- 
i mune  disorders  can  be  coherently  grouped  and 
hopefully  regarded  in  functional  terms. 

Analysis  of  lymph-node  biopsies,  not  only  in  the 
| case  of  immune  deficiency  states  but  also  in  the 
i cases  of  autoimmune  diseases  and  tumors  of  the 
I lymphoid  organs,  might  profitably  employ  the  re- 
: porting  system  advocated  by  Cottier,  Turk,  and 
Sobin.12  The  burden  of  this  effort  will  fall  on  the 
pathologist.  He  must  be  familiar  with  basic  and 
clinical  immunology  so  that  his  laboratory  and 
1 surgical  reports  are  phrased  in  functional  terms 
| that  permit  clear  understanding  of  the  problem, 

| and,  if  possible,  also  indicate  a path  of  resolution. 
Rather  than  reporting  a serum  electrophoresis  on 
a child  with  eczema,  diarrhea,  and  repeated  infec- 
tions as  “normal,”  the  report  might  read: 

No  abnormality  detected.  Deficiencies  of  certain 
complement  components  or  immunoglobulins  are  best 
detected  by  immunoelectrophoresis,  radial  immuno- 
diffusion, or  selective  complement  assay.  It  is  recom- 
mended that  immunoelectrophoresis  be  the  initial 
screening  procedure;  however,  the  history  suggests 
possible  lack  of  C5  (fifth  component  of  complement, 
Leiner’s  disease)  and  arrangements  can  be  made  for 
this  assay  to  be  performed  commercially  if  desired. 

Such  a report  tends  to  provide  a diagnosis  and 
further  serves  to  inform  the  referring  physician  of 
the  type  of  assistance  he  can  expect;  it  also  reas- 
sures him  as  to  the  laboratory  director’s  knowledge 
of  his  own  range  of  competence.  In  another  in- 
stance, examination  of  a lymph  node  draining  a re- 
curring skin  infection  might  be  reported  as:  “Re- 
active hyperplasia.  No  tumor  seen.” 

The  history  should  have  indicated  that  tumor 
was  not  the  surgeon’s  or  internist’s  concern,  and  a 
more  informative  report  might  have  read: 

Lymph  node  with  proliferative  changes  in  paracort- 
ical  areas,  medullary  cords,  and  germinal  centers. 
Note:  The  changes  seen  are  consistent  with  chronic 
inflammation  and  do  not  suggest  an  underlying  defi- 
ciency of  host  responsiveness.  No  evidence  of  a gran- 
ulomatous reaction  as  might  be  seen  with  tuberculous 
or  fungal  disease  is  noted. 

The  difference  in  the  helpfulness  of  the  two  re- 
ports should  be  emphasized,  and  it  should  be 
pointed  out  that  while  the  pathologist  must  be 
able  to  provide  the  type  of  a response  noted,  the 


patient’s  physician  must  provide  a history  that  is 
not  only  complete  but  that  indicates  the  direction 
of  his  concern.  In  this  way,  areas  that  might  not 
have  occurred  to  the  clinician  or  to  the  pathologist 
become  known  to  both  for  the  ultimate  benefit  of 
the  patient.  This  might  well  be  applied  to  any 
medical  situation,  but  in  the  area  of  immunologic 
disturbances,  requiring  specialized  diagnostic  and 
therapeutic  considerations,  it  is  frequently  of  the 
essence.13 

In  conclusion,  a final  word  must  be  offered  per- 
taining to  regional  immunologic  centers.10  Just  as 
in  radiology  in  which  every  hospital  cannot  have 
its  own  cobalt  unit,  or  in  surgery  its  own  open- 
heart  facility,  so  in  immunology  every  institution 
cannot  expect  to  do  histocompatibility  typing,  an- 
tigen-elution studies,  and  immunologic  reconstitu- 
tion. There  should  be  a referral  center  within  a 
reasonable  distance  of  every  practioner;  this  center 
should  be  able  to  provide  not  only  these  services 
but  also  make  available  to  the  primary  physician 
postgraduate  courses  covering  advances  in  the 
field  as  well  as  training  sessions  for  the  hospital- 
based  technician  who  will  be  called  on  to  perform 
an  ever-increasing  number  of  screening  or  evalua- 
tion tests  on  the  local  level.  These  centers  should 
augment,  not  compete  with,  the  smaller  referring 
hospitals  so  that  the  patient  will  derive  the  maxi- 
mum benefits  of  both  types  of  institutions. 

Department  of  Pathology 
Health  Sciences  Center 
State  University  of  New  York 
Stony  Brook,  New  York  11790 
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As  a result  of  the  dramatic  advances  in  medical 
science  and  technology,  health  care  in  the  United 
States  has  changed.  Despite  the  population  ex- 
plosion, which  has  only  recently  leveled  off,  these 
advances  have  enabled  us  to  reduce  the  mortality 
rate  and  increase  life  expectancy  substantially. 
This  has  been  accomplished  through  the  treat- 
ment and  elimination  of  many  acute  diseases. 
The  primary  problems  affecting  our  population  as 
a consequence  are  chronic  disease  and  emotional 
disturbance.  Because  of  these  changes  and  the  as- 
tronomic rise  in  the  cost  of  treating  patients  on  an 
inpatient  basis,  the  trend  in  medicine,  which  is 
being  accelerated  by  governmental  action,  is  more 
and  more  toward  ambulatory  care.  It  is  in  this 
area,  therefore,  that  we  must  not  fall  behind  the 
changing  trends  and  needs  of  our  society  but  must 
meet  the  challenge  and  move  toward  reorganizing 
our  health-service  systems  to  provide  a high  quali- 
ty of  health  care  in  the  most  practical  and  econom- 
ic ways. 

It  is  our  purpose  in  this  report  to  discuss  the 
ways  in  which  Beth  Israel  Hospital  is  attempting 
to  meet  this  challenge  in  its  outpatient  depart- 
ment by  establishing  a model  for  hospital-based 
comprehensive  ambulatory  care. 

In  1958,  Lee1  of  Boston  wrote  a report  on  outpa- 
tient department  problems.  Here  we  are,  in  1973, 
taking  the  same  fresh  look  because  we  know  that 
very  little  has  been  done  to  solve  the  problems. 
The  concept  of  a good  program  of  care  in  hospitals 
has  not  as  yet  extended  to  the  ambulatory  services. 
So  that  we  may  know  what  has  to  he  changed,  let 
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us  examine  what  exists  in  most  hospital  outpatient 
departments  today. 

In  short,  the  patient  who  attends  a hospital  out- 
patient department  is  given  fragmented,  disease- 
oriented,  and  discontinuous  episodic  care  fol- 
lowing an  inadequate  examination  in  unattractive, 
often  unhygienic,  surroundings  with  little  or  no 
considerations  for  his  comfort,  convenience,  or 
dignity.  This  care  is  given  by  harried,  poorly- 
motivated  physicians  and  other  personnel,  and  it 
is  not  uncommon  for  a physician  to  greet  the 
nurse,  in  front  of  the  patient,  by  saying,  “What,  15 
patients?  Hurry  up;  give  them  to  me;  I have  to  be 
out  of  here  in  five  minutes.” 

There  are  four  basic  reasons  for  these  condi- 
tions: 

1.  Hospital  outpatient  departments  are  financial- 
ly losing  propositions  under  current  accounting  prac- 
tices and  third-party  reimbursement  systems.  As  a 
consequence,  there  is  an  incentive  to  reduce  rather 
than  expand  or  improve  ambulatory  services. 

2.  There  is  a gross  lack  of  understanding  and  com- 
mitment to  total  patient  care  on  the  part  of  those  in- 
volved in  it. 

3.  Medical  education  has  taught  physicians  to  be 
disease  oriented  rather  than  patient  oriented.  Edu- 
cation in  the  field  of  community  medicine  and  com- 
munity health  service  is  still  sadly  lacking. 

4.  The  outpatient  department  is  the  Siberia  of  the 
hospital,  a place  where  physicians  work  to  have  a staff 
appointment  and  admitting  privileges.  As  for  house 
staff,  there  is  a belief  that  outpatient  service  is  to  be 
avoided  since  the  greater  yield  of  advanced  medical 
knowledge  comes  at  the  bedside  of  the  inpatient. 

As  a consequence,  working  in  the  clinic  has  al- 
ways been  considered  a chore  and  a bore.  This  is 
reflected  in  the  attitudes  of  the  physicians  and 
other  personnel  toward  the  patient  and  their 
duties  in  the  clinic  and  results  in  poor  medical  care 
and  dissatisfaction  for  all  concerned. 

In  1958,  Beth  Israel  Hospital  took  a major  step 
to  correct  the  deficiencies  that  were  recognized  to 
have  existed  in  its  outpatient  department.  Need- 
less to  say,  a total  reorganization  could  not  have 
beer,  accomplished  overnight  but  rather  had  to  go 
through  an  incremental  and,  in  retrospect,  rational 
evolution. 

Method 

The  first  step  was  the  introduction  of  a diag-. 
nostic  clinic  that  was  to  serve  as  a point  of  intake 
for  all  new  patients.  At  the  initial  visit,  which  was 
by  appointment,  a complete  battery  of  diagnostic 
tests  was  performed,  and  a four-page  preliminary 
history  was  taken  by  a clinic  nurse.  After  this  was: 
completed,  the  patient  was  escorted  to  a private 
examining  room,  undressed,  and  placed  in  a hospi- 
tal gown  ready  for  a physical  examination.  The 
physician  then  reviewed  the  history  taken  by  the 
nurse,  augmented  it  if  necessary,  and  performed  a 
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I complete  physical  examination,  including  Papani- 
I colaou  smears  and  pelvic  examinations  on  all  fe- 
I male  patients.  Any  additional  history,  physical 
} findings,  impressions,  or  plan  of  medications  rec- 
j ommended  was  dictated  by  the  physician  into  a re- 
ft cording  machine  and  transcribed  into  typewritten 
i notes.  The  use  of  the  dictating  machine  and  type- 
{ written  notes  not  only  saved  time,  but  added  a new 
, dimension  to  clinic  charts,  that  of  legibility. 

When  indicated,  prescriptions  were  written,  diag- 
: nostic  tests  were  ordered,  and  referrals  wrere  made 
I to  appropriate  specialty  services. 

Patients  requiring  immediate  diagnostic  tests  or 
i specialty  consultations  were  taken  care  of  immedi- 
ately because  of  the  acceptance  throughout  the 
hospital  of  the  merits  of  the  diagnostic  clinic  and 
the  special  arrangements  made  by  all  services  to 
handle  possible  additional  demands  during  the 
clinic  hours.  If  a cardiac  or  chest  fluoroscopy  was 
needed  or  a sigmoidoscopy  was  to  be  performed,  it 
was  done  in  the  clinic  along  with  all  other  accepted 
office  procedures,  such  as  joint  aspirations,  injec- 
tions, infiltration  of  trigger  points,  spinal  taps,  and 
so  forth.  When  a consultation  was  required,  a 
specialist  was  paged  and  invited  to  consult  person- 
ally in  the  diagnostic  clinic.  Therefore,  the  nature 
of  a pelvic  mass,  a bizarre  dermatologic  condition, 
or  a potential  psychiatric  or  case  work  problem 
was  dealt  with  immediately. 

A medical  social  worker  was  assigned  to  provide 
case-work  study  as  well  as  consultation  with  the 
physicians  on  social  and  community  consider- 
ations affecting  the  patient’s  total  sociomedical 
management.  The  availability  of  the  social  work- 
er resulted  in  uncovering  a large  number  of  com- 
plex social  problems  and  was  often  a determining 
factor  in  helping  the  patient  to  make  definitive  de- 
cisions concerning  the  medical-care  recommenda- 
tions made  as  part  of  the  treatment  plan.  Consid- 
erations had  to  be  given  to  planning  for  the  care  of 
children,  family  interaction,  employment  situa- 
tions, and  other  social  and  environmental  factors 
that  might  impede  the  planned  medical  course  of 
action. 

Evaluation 

Experience  with  this  system  indicated  that  the 
main  feature  that  was  lacking  was  the  provision 
for  continuity  and  coordination  of  care.  For  the 
most  part,  the  diagnostic  clinic  was  found  to  be 
disease  oriented  with  a focus,  not  on  the  total 
needs  of  the  patient,  but  rather  on  the  determina- 
tion of  which  of  the  many  specialty  clinics  to  refer 
the  patient.  In  addition,  the  emphasis  was  also  on 
the  diagnosis  of  an  existing  disease  entity  arid  not 
on  the  prevention  of  disease  and  the  preservation 
of  a state  of  health.  The  patient  still  did  not  have 
one  physician  responsible  for  coordination  of  care, 
and  there  was  no  follow-up  of  the  patient  as  a 
complete  entity.  Furthermore,  there  was  insuffi- 


cient consideration  for  the  patient  as  a part  of  a 
family  unit  and  of  the  role  of  the  family  in  the 
total  environment  in  which  it  functioned. 

Despite  these  shortcomings,  evaluation  of  this 
system  yielded  the  following:  there  was  a reduc- 
tion in  the  number  of  clinic  visits  from  four  to  six 
per  patient  to  1.6  for  a diagnosis  to  be  made. 
While  the  physical  plant  remained  unchanged, 
there  were  fewer  patients  waiting  to  be  worked  up 
because  of  the  appointment  system.  A great  deal 
more  of  pathologic  conditions  were  picked  up  as  a 
result  of  the  complete  examination  of  the  patient, 
and  there  was  a significant  increase  in  hospital  ad- 
missions. Approximately  14  per  cent  of  the  pa- 
tients seen  during  the  first  two  and  one-half  years 
of  operation  were  found  to  require  admission  as 
opposed  to  less  than  8 per  cent  of  the  cases  who 
were  admitted  from  the  previous  system. 

Comprehensive  Care  Unit 

To  meet  the  shortcomings,  as  noted  in  the  diag- 
nostic clinic,  a plan  was  developed  by  the  Commit- 
tee on  Ambulatory  Services  of  Beth  Israel  Medical 
Center;  it  established  an  experimental  Compre- 
hensive Care  Unit.  This  plan  was  approved  and 
supported  by  the  Medical  Board  and  the  Board  of 
Trustees  in  1966  with  provision  for  evaluation 
after  six  months  of  operation. 

This  experimental  Comprehensive  Care  Unit 
was  staffed  by  a full-time  primary  physician,  a 
public  health  nurse,  a medical  social  worker,  and 
appropriate  support  staff.  At  minimal  expense,  a 
suite  of  offices  located  within  the  existing  outpa- 
tient department  was  refurbished  and  painted  to 
give  both  the  patients  and  the  staff  the  feeling  that 
the  dignity  of  the  individual  was  important  in  the 
work  to  be  done  in  the  area.  The  Unit  opened  in 
September,  1966. 

In  the  Spring  of  1967,  the  following  results  of 
the  operations  of  the  experimental  unit  were  pre- 
sented to  the  Medical  Board: 

1.  Dignified  total  patient  care  was  given  which 
was  as  family  centered  as  possible  and  under  the  su- 
pervision of  a personal  physician. 

2.  The  quality  of  care  provided  was  determined, 
through  audit,  to  be  of  the  highest  and  was  patient 
oriented  rather  than  disease  oriented. 

3.  Contrary  to  the  experience  with  other  outpa- 
tients, 75  per  cent  of  the  patients  who  began  receiving 
services  in  the  Comprehensive  Care  Unit  continued  to 
look  to  Beth  Israel  for  all  their  medical  needs,  both 
ambulatory  and  inpatient. 

4.  A new  setting  was  created  for  hospital  person- 
nel that  was  personally  and  professionally  satisfying 
as  well  as  educational. 

It  had  taken  three  hours  of  discussion  with  the 
members  of  the  Medical  Board  to  obtain  permis- 
sion to  introduce  the  experimental  unit.  It  took 
only  thirty  minutes  of  presentation  of  the  overall 
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results  as  well  as  specific  case  findings  to  secure 
agreement  from  even  the  most  determined  acade- 
micians that  the  comprehensive  approach  was  far 
better  than  what  had  preceded  it. 

As  a result  of  this  presentation,  the  Medical 
Board  and  the  Board  of  Trustees  gave  approval  in 
July,  1967,  for  the  complete  reorganization  of  the 
outpatient  service  along  the  lines  of  the  original 
Comprehensive  Care  Unit. 

Under  this  reorganization,  ambulatory  services 
were  divided  into  three  categories:  general,  spe- 
cialty, and  consultative.  Each  plays  a specific  role 
in  the  provision  of  total  patient  care. 

All  patients  coming  to  Beth  Israel  Hospital  for 
ambulatory  care  must  be  referred  to  one  of  two 
major  departments:  (1)  adult  medicine  or  (2)  pe- 
diatrics and  adolescent  medicine.  In  each  of  these 
departments  every  patient  is  assigned  to  a primary 
physician  responsible  for  his  total  medical  man- 
agement on  an  ongoing  basis.  Referrals  are  made 
by  the  primary  physician  to  a full  range  of  special- 
ty and  consultative  services.  In  addition,  commu- 
nications between  the  pediatric/adolescent  ser- 
vices and  comprehensive  health  services  have  been 
structured  to  assure  family-centered  care. 

In  both  departments  all  new  patients  receive 
comprehensive  medical  and  social  evaluations  dur- 
ing the  course  of  the  initial  visit.  The  medical 
evaluation  includes  a complete  history  and  physi- 
cal examination  and  the  basic  laboratory  and  x-ray 
procedures  necessary  to  the  team’s  evaluation  of 
the  patient’s  medical  status.  A routine  annual 
physical  examination  is  performed  in  subsequent 
years  as  a preventive  measure. 

To  insure  complete  continuity  of  care,  special 
arrangements  have  been  made  with  the  emergency 
service  at  Beth  Israel  Hospital  which  make  care 
available  and  accessible  to  patients  twenty-four 
hours  a day,  seven  days  a week.  At  the  close  of 
each  day  and  on  weekends,  a complete  list  of  all 
registered  patients  is  sent  to  the  emergency  ser- 
vice. This  list  contains  each  patient’s  name,  the 
name  of  his  personal  physician,  the  patient’s  cur- 
rent medical  condition,  any  medications  pre- 
scribed, and  the  date  of  his  next  appointment. 
Patients  are  instructed  to  call  the  emergency  ser- 
vice and  identify  themselves  as  registered  with  the 
adult  or  pediatric/adolescent  comprehensive 
health  services.  A triage  system  is  in  operation  to 
listen  to  the  patient’s  problems  and  determine  an 
appropriate  plan  of  action.  If  the  patient’s  prob- 
lems appear  to  require  immediate  medical  inter- 
vention, his  personal  physician  will  be  contacted, 
and  the  patient  will  be  instructed  to  come  to  the 
emergency  room.  At  times,  answering  a patient’s 
questions  is  all  that  may  be  required.  A record  is 
made  of  the  call,  and  its  disposition  is  incorporat- 
ed in  the  medical  record  to  maintain  a complete 
picture  of  the  patient’s  situation. 

Recognizing  that  such  massive  functional 
change  in  the  outpatient  services  required  a con- 


comitant change  in  structure,  the  hospital  subse- 
quently created  a Department  of  Ambulatory 
Health  Services,  the  director  of  which  holds  status 
equal  to  that  of  all  other  clinical  directors.  Under 
the  purview  of  this  department  fall  the  outpatient, 
emergency,  home  care,  and  personnel  health  ser- 
vices. 

A final  phase  in  the  evolution  of  Beth  Israel 
Hospital’s  ambulatory  health  service  took  place  in 
1972  and  completed  the  continuum  of  total  patient 
care;  this  was  the  assumption  of  responsibility  for 
the  medical  care  of  hospitalized  comprehensive- 
health-service  patients  by  their  primary  physi- 
cians. This  totality  of  continuity  is  unique  in  hos- 
pital-based ambulatory  care  services,  and  its  inclu- 
sion gives  real  meaning  to  the  concept  of  continui- 
ty of  care.  While  we  are  immensely  satisfied  with 
the  achievement  of  a comprehensive,  continuous, 
and  personalized  system  providing  the  highest 
quality  patient  care,  we  are  nevertheless  dissatis- 
fied with  those  continuing  traditional  practices 
that  are  inconsistent  with  our  philosophy.  De- 
spite the  fact  that  the  medical  records  in  the  com- 
prehensive health  service  are  typed  and  therefore 
legible,  their  traditional  source  orientation  has  not 
been  completely  eliminated.  This  form  of  record 
is  fragmented,  disease  oriented,  and  virtually  im- 
possible for  anyone  new  to  the  patient  to  decipher 
or  follow.  Progress  notes  are  typically  entered  in 
chronologic  order  and  often  deal  with  multiple 
problems.  Consultations  are  recorded  as  progress 
notes  and  usually  appear  in  a separate  section  of 
the  chart. 

When  a patient  appears  for  treatment,  the  phy- 
sician is  usually  confronted  with  a massive,  disor- 
ganized, and  illegible  chart  and  is  faced  with  the 
task  of  reading  through  pages  of  notes  which  have 
nothing  to  do  with  the  problem  at  hand.  To  deci- 
pher these  notes  he  usually  has  to  resort  to  consul-; 
tation  with  available  cryptographers  who  also 
function  as  nurses,  aides,  clerks,  and  occasionally 
physicians.  Similarly  when  he  has  to  prescribe  a 
drug,  good  medical  practice  requires  that  he  deter- 
mine what  other  medications  the  patient  may  be 
taking.  If  the  patient  does  not  know  the  name  oi 
the  drug,  the  physician  has  to  refer  back  to  the 
chart  which  is  equally  as  revealing.  Needless  tc 
say,  the  typical  outpatient  record  provides  very  lit- 
tle assistance  in  emergency  situations.  Even  wher 
it  is  possible  to  obtain  the  record  quickly,  it  is  usu 
ally  difficult  if  not  virtually  impossible  to  obtair 
pertinent  information  which  might  affect  emer 
gency  treatment. 

The  traditional  medical  record  conceals  as  much 
as  it  reveals  about  the  patient  and  his  history  anc 
treatment.  Furthermore,  the  likelihood  of  unnec 
essary  or  duplicative  diagnostic  procedures  is  en 
hanced,  let  alone  the  possibility  of  medically  con 
traindicated  treatment.  In  addition,  the  record  if 
extremely  difficult  and  time  consuming  to  audit 
which  in  turn  creates  difficulties  in  attempting  t< 
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I assess  and  control  the  quality  of  care  being  deliv- 
ered. 

We  have  decided,  therefore,  to  convert  medical 
record  keeping  in  the  Comprehensive  Health  Ser- 
l vice  Unit  to  the  problem-oriented  record  system. 
This  system  provides  a logical  and  systematic  con- 
text within  which  the  physician  can  approach  and 
record  his  analysis  of  the  patient’s  total  sociomedi- 
i cal  situation.  Weed,2  whose  innovative  work  in 
I this  area  has  been  crucial,  puts  it  in  a way  which 
i we  cannot  improve  on: 


The  structured,  problem-oriented  medical  record 
provides  a focus  for  constructive  action  in  ameliorat- 
ing a variety  of  difficulties  now  besetting  medicine: 
medical  problems  dealt  with  out  of  context;  inefficien- 
cy in  practice;  lack  of  continuity  of  care;  the  apparent 
inapplicability  of  basic  science  facts  and  principles; 
inefficiency  in  education  (resulting  from  improvised 
and  undisciplined  rounds  and  conferences);  and,  fi- 
nally, the  absence  of  meaningful  audit  in  the  practice 
of  medicine. 


It  is  our  contention  that  a higher  quality  of  med- 
ical care  and  a reduction  in  the  cost  of  care  in  a 
hospital  outpatient  department  would  eventuate 
from  the  use  of  a problem-oriented  medical-rec- 
ords system;  we  are  attempting  to  evaluate  this 
contention.  We  further  propose  to  demonstrate 
that  ongoing  quality  control  through  the  mecha- 
nism of  auditing  would  be  greatly  facilitated  and 
made  economic  and  feasible. 

Furthermore,  we  have  developed  the  computeri- 
zation of  the  problem-oriented  record  and  its  link- 
age to  on-line  terminals  which  are  now  placed  in 
various  locations  in  the  Ambulatory  Services  De- 
partment such  as  adult  comprehensive  health  ser- 
vice, emergency  room,  dentistry,  and,  in  the  near 
future,  ophthalmology. 

In  1964,  James3  stated  five  principles  which  he 
felt  would  yield  high  quality  medical  care.  Sum- 
marized, they  are: 

1.  Comprehensiveness:  the  patient  would  be 

treated  not  only  for  his  chief  complaints  but  also  for 
all  problems  related  to  it. 

2.  Continuity  of  care:  this  means  that  the  same 
physician  assumes  primary  responsibility  through  all 
illnesses. 

3.  Family-centered  care:  the  family  is  treated  as 
an  entity. 

4.  Professional  excellence:  members  of  the  at- 

tending staff  of  the  hospital  should  be  assigned  to  the 
outpatient  department.  This  assignment  is  to  be 
considered  as  important  as  the  assignment  to  the  in- 
patient services. 

5.  Community  orientation:  the  need  for  home 

care  and  programs  to  treat  narcotic  addiction,  alco- 
holism, chronic  illness,  and  other  problems  manifest 
in  the  community. 

In  our  opinion  there  are  seven  additional  ingre- 
dients needed  to  provide  this  type  of  care: 


1.  There  must  be  an  adequate  plant  and  operating 
staff.  The  first  contact  with  a hospital  is  most  often 
on  an  outpatient  basis.  This  initial  encounter  affects 
the  patient’s  attitude  throughout  his  interaction  with 
the  institution.  Kindness  instills  confidence,  and 
building  confidence  is  the  first  step  in  attempting  to 
deliver  high-quality  care.  The  patient  must  be  treat- 
ed with  patience,  kindness,  dignity,  and  respect.  The 
lower  the  level  of  intelligence  or  educational  achieve- 
ment, the  more  the  patient  reacts  by  instinct  to  those 
who  seek  to  provide  help.  No  matter  how  well  the 
physician  is  qualified,  he  cannot  give  the  best  care  in 
poor  surroundings.  The  clinic  patient  is  certainly  en- 
titled to  a decent  waiting  area,  to  private  and  clean 
consultation  and  examining  rooms,  to  privacy,  and  to 
the  same  amenities  he  would  obtain  in  a physician’s 
private  office. 

2.  Professional  personnel  must  be  permitted  to 
perform  the  duties  they  were  trained  to  perform. 
Nurses  should  not  serve  as  clerks  but  should  be  per- 
mitted and  encouraged  to  give  the  services  for  which 
they  were  prepared. 

3.  Medical  segregation  must  be  eliminated. 
There  should  be  no  first-  and  second-class  physicians. 
Outpatient  service  must  rank  equally  with  the  inpa- 
tient services  when  it  comes  to  the  assignment  of  at- 
tending physicians  and  house  staff.  The  physician 
must  be  educated  to  the  meaning  of  total,  comprehen- 
sive patient  care  and  must  be  given  incentives  to  work 
in  an  outpatient  setting. 

4.  Extensive  research  must  be  conducted  to  deter- 
mine more  effective  and  efficient  mechanisms  for  de- 
livering and  financing  ambulatory  care. 

5.  Physicians  and  hospital  boards  of  trustees  must 
be  educated  and  indoctrinated  in  the  philosophy  of 
patient  care.  Boards  of  trustees  must  be  shown  the 
importance  of  the  outpatient  department.  At  pres- 
ent, they  are  more  concerned  about  spending  hun- 
dreds of  thousands  of  dollars  for  a betatron  or  hyper- 
baric chamber  that  affects  a relatively  small  percent- 
age of  the  population  than  they  are  with  the  needs  of 
the  outpatient  department  that  serves  their  commu- 
nity. A well-baby  or  adolescent-care  clinic  does  not 
require  anywhere  near  this  kind  of  financial  outlay 
but,  in  many  ways,  is  just  as  important,  if  not  more  so, 
to  the  patients  and  the  hospital.  Furthermore,  a new 
breed  of  physicians  must  be  turned  out  by  our  medi- 
cal schools  to  meet  the  challenges  at  hand. 

6.  Hospital  accounting  practices  and  third-party 
reimbursement  systems  must  be  changed  to  encour- 
age rather  than  discourage  high-quality,  comprehen- 
sive ambulatory  care. 

7.  Finally,  and  perhaps  most  importantly,  the  tra- 
ditional disease-oriented  approach  to  patient  care 
must  be  completely  eradicated. 


Summary 

The  history  of  the  reorganization  of  the  outpa- 
tient department  of  Beth  Israel  Medical  Center 
can  be  divided  into  five  distinct  phases: 

t 

1.  1958:  the  establishment  of  a diagnostic  clinic. 

2.  1966:  the  introduction  of  an  experimental 

Comprehensive  Care  Unit  with  the  approval  and  sup- 
port of  the  Medical  Board  and  the  Board  of  Trustees. 
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3.  1967:  presentation  of  the  results  of  the  experi- 
mental unit  to  the  Medical  Board  and  the  Board  of 
Trustees  and  the  subsequent  approval  for  complete 
reorganization  of  the  outpatient  service  along  the 
lines  of  the  Comprehensive  Care  Unit.  This  was  fol- 
lowed by  the  creation  of  a Department  of  Ambulatory 
Health  Services  under  the  guidance  of  a director  with 
equal  status  to  that  of  all  other  clinical  directors. 

4.  1972:  Comprehensive  Care  Unit  physicians  as- 
sume responsibility  for  their  hospitalized  patients, 
thereby  providing  the  missing  link  in  continuity  of 
care. 

5.  1972:  change  in  the  department  from  the  tra- 
ditional source-oriented  medical  record  to  the  prob- 
lem-oriented medical  record  system  developed  by 
Weed.2 


Successful  treatment  of 
hypersensitivity  to  sunlight  is 
reported  in  AMA  journal 

A successful  treatment  for  most  of  those  individuals 
who  are  supersensitive  to  sunlight  as  one  result  of  exces- 
sive production  of  the  blood  pigment  porphyrin  was  re- 
ported by  a northeastern  medical  group  in  the  May  20 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

The  treatment  consists  of  large  doses  of  a product 
known  as  beta-carotene.  Beta-carotene  is  a yellow  pig- 
ment found  in  yellow  and  green  leafy  vegetables  and  yel- 
low fruit;  in  the  body  it  is  converted  to  Vitamin  A. 

While  porphyria  is  not  a common  disease,  individuals 
affected  are  so  sensitive  to  sunlight  that  even  brief  expo- 
sure to  visible  light  results  in  severe  burn.  As  always 
with  sun  related  problems,  more  reactions  in  number 
and  severity  occur  in  the  sunny  areas  of  the  country, 
notably  the  southwest. 

Fifty-three  patients  hypersensitive  to  sunlight  were 
treated  in  Boston  and  New  York.  After  treatment,  46 
patients  increased  by  fourfold  or  more  the  time  they 
could  tolerate  exposure  to  sunlight  without  discomfort, 
and  3 doubled  their  exposure  time.  Three  patients  were 
doubtful  of  any  improvement,  and  one  had  no  improve- 
ment. 

No  untoward  side  effects  were  noted. 


We  have  been  talking  about  comprehensive 
family-centered  care  for  too  long;  it  is  time  for  us 
to  make  it  a reality  and  to  go  beyond  the  current 
methods  in  search  of  techniques  that  will  assure 
that  it  is  of  a high  quality  and  available  and  acces- 
sible to  all  people  at  a reasonable  cost. 
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Most  of  the  patients  had  been  troubled  with  hyper- 
sensitivity since  early  childhood.  Thirty-three  had 
trouble  with  sunlight  before  the  age  of  five  years,  three 
of  them  as  early  as  eighteen  months. 

Most  of  the  patients,  before  treatment,  went  out  for 
some  time  each  day,  briefly,  but  remained  in  the  shade. 
About  one-third  of  them  avoided  the  hours  of  10  a.m.  to 
2 p.m.,  when  the  sun’s  rays  are  hottest.  Almost  all  wore 
some  kind  of  protective  clothing  in  the  sun — hat,  gloves, 
long  sleeves,  long  trousers.  Most  had  tried  some  of  the 
commercially  available  sunscreens,  but  only  3 reported 
any  relief. 

Of  those  patients  who  benefitted  from  therapy,  most 
reported  increased  tolerance  to  sun  between  one  anc 
two  months  after  beginning  to  take  beta-carotene.  A 
majority  of  the  patients  are  now  engaging  in  outdoor  ac 
tivities  in  which  they  could  not  participate  before  treat 
ment,  and  some  even  reported  that  they  were  able  to  de 
velop  a suntan  for  the  first  time  in  their  lives. 

Protective  effect  is  not  total,  and  patients  with  th< 
hypersensitive  condition  still  may  develop  sunburn  fron 
intense  exposure,  just  as  is  the  case  with  normal  individ 
uals. 

The  report  is  by  four  Harvard  doctors,  Micheline  M 
Matthew-Ross,  M.D.;  Madhu  A.  Pathak,  Ph.D.;  Thoma 
B.  Fitzpatrick,  M.D.,  Ph.D.,  and  Edward  H.  Kass,  M.D. 
Ph.D.,  and  by  Leonard  C.  Harber,  M.D.,  of  Columbi; 
College  of  Physicians  and  Surgeons,  New  York  City. 
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Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
the  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
successful  physicians  are  finding  Air  Force 
medicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
pand your  individual  ability  through  compre- 
hensive educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
vacation  each  year  with  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  offers  physicians  the  opportu- 
nity to  practice  the  most  sophisticated  of  health 
care.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


1 Air  Force  Health  Care  Opportunities 
Major  Sam  Chapman 
Bedford.  Massachusetts  01730 
' Telephone  in  following  areas: 

1 New  York  City:  (212)  688-3065 
1 Upstate  New  York:  (716)  263-5738 
| New  England:  (617)  861-4351 

1 Namp 

1 Address 

. Cit.v 

1 State 

ZiD 

1 Telephone 

Medicine.  Not  Business. 
Air  Force  Physician 


The  Next  Century 
in  Medical  Care* 

ERNEST  L.  BOYER,  Ph.D.,  Litt.D. 

Albany,  New  York 

Chancellor,  State  University  of  New  York 


I am  told  that  during  the  past  one  hundred  years 
nearly  200  American  medical  schools  have  gone 
out  of  business.  The  State  University  of  New 
York’s  Upstate  Medical  Center  in  Syracuse  has 
not  only  survived,  but  has  also  risen  to  a promi- 
nent place  in  medical  and  health  science  educa- 
tion. Endurance  is  praiseworthy,  but  distinction 
is  always  a miracle. 

In  reviewing  the  record  of  the  first  century  of 
Upstate  Medical  Center  for  its  centennial  celebra- 
tion, I have  been  struck  by  several  things. 

First,  I am  impressed  by  the  high  resolve  with 
which  the  college  was  founded.  In  1871,  at  a spe- 
cial meeting  of  the  Onondaga  County  Medical  So- 
ciety called  to  discuss  the  plight  of  the  recently 
bankrupt  Geneva  Medical  College,  the  local  physi- 
cians said  that,  if  the  college  was  removed  from 
Geneva  to  Syracuse,  it  ought  to  elevate  the  stan- 
dard of  culture  above  the  then-prevailing  standard 
common  in  nearly  all  colleges. 

Imagine  physicians  who  had  little  more  than 
their  own  black  bags  of  crude  instruments  dream- 
ing of  a new  medical  college  with  standards  higher 
than  nearly  all  the  rest!  The  daring  and  dedica- 
tion of  that  little  group  of  men  is  hard  to  compre- 
hend and  even  more  difficult  to  surpass.  And 
what  is  just  as  awesome  is  that  the  dream  of  these 
few  Syracuse  physicians  actually  did  come  true. 
The  College  of  Medicine  at  Syracuse  was  actually 
the  third  one  in  the  nation  to  institute  a superior, 
scientific,  three-year  graded  program  for  medical 
students. 

An  even  more  revealing  fact  is  that  the  first 
dean  and  his  faculty  were  actually  criticized  for 
starting  a medical  school  with  such  lofty  aims.  By 
shooting  for  the  top,  the  critics  charged,  the  facul- 
ty and  the  Syracuse  physicians  were  jeopardizing 
growth,  and  possibly  survival.  Dean  Hyde  re- 
plied, “I’d  rather  see  this  school  reduced  to  six  stu- 
dents, to  go  down  with  its  colors  Hying,  than  to  re- 

* Address  delivered  at  the  100th  Anniversary  Dinner,  State 
University  of  New  York  Upstate  Medical  Center,  Syracuse, 
New  York,  on  December  8,  1972. 


turn  to  the  old  way.”  Among  other  things,  medi- 
cal deans  and  chancellors  just  don’t  talk  with  such 
pepper  in  their  speech  anymore. 

Any  dream  fulfilled  means  sacrifice,  and  this  too 
the  Medical  College  has  had  in  great  supply.  In 
1871,  the  board  of  trustees  of  Syracuse  University, 
plagued  with  its  own  financial  problems,  reluc- 
tantly accepted  the  new  medical  school  and  its 
nine-man  faculty,  with  a neat  understanding, 
namely,  “that  this  Board  does  not  become  respon- 
sible for  the  salaries  of  said  professors  or  any  part 
thereof.”  And  they  didn’t.  It  wasn’t  until  the 
medical  school  had  been  in  existence  for  twenty- 
one  years  that  the  university  agreed  to  pay  the 
grand  sum  of  $500  annually  for  the  salary  of  one 
physiologist.  The  trustees  also  decreed  that  “The 
faculty  shall  bear  all  expense  for  fuel,  lights,  ana- 
tomical material,  printing,  and  for  everything  else 
required  in  the  course  of  medical  instruction,  and 
keep  the  building  in  repair.”  I must  say,  as  a 
chancellor  facing  a budget  crunch,  the  contractual 
negotiations  of  those  early  days  are  mouth-water- 
ing, to  say  the  least. 

But,  in  spite  of  severe  austerity,  the  dream  lived 
on,  thanks  to  leaders  like  the  remarkable  Herman 
Weiskotten,  who  was  a dean  and  academic  builder 
for  nearly  thirty  years.  The  college  was  also  sus- 
tained by  the  friendship  of  local  hospitals  such  as 
the  Good  Shepherd,  Syracuse  Memorial  and 
Crouse-Irving  which  have  now  combined,  St.  Jo- 
seph’s, and  the  Syracuse  Free  Dispensary,  which 
served  as  teaching  hospitals  and  clinics  until  the 
Medical  Center  got  its  own.  There  was  the  spon- 
sorship and  then  the  cooperation  of  the  distin- 
guished Syracuse  University  right  next  door, 
which  helped  sustain  the  college  until  it  became 
part  of  the  State  University  of  New  York  in  1950. 
And  there  has  been  the  goodwill  and  assistance  of 
the  Syracuse  community.  The  college  has,  in 
short,  been  blessed  with  deep  roots  and  the 
warmth  of  many  helping  hands. 

History  of  the  college 

The  history  of  the  college  has  also  been  marked 
by  innovation.  The  school  opened  with  a scientif- 
ic and  clinically  based  three-year  program  curricu-: 
lum,  at  a time  when  most  medical  colleges  offered 
only  two  sixteen-week  series  of  lectures,  a program 
with  no  laboratories  and  with  little  clinical  train- 
ing. 

Speaking  of  innovation,  I recall  that  in  1874  thr 
college’s  66  students  included  11  women,  a facl 
that  must  have  caused  a lot  of  huffing  and  puffing 
among  the  beards  and  mustaches  of  the  time. 

Also,  as  early  as  1894,  the  faculty  voted  t( 
lengthen  the  program  to  four  full  years.  Anc 
when  the  famous  Flexner1  report  came  out  in  1910 
this  medical  college  was  among  the  very  few  tha 
met  Flexner’s  rigorous  standards  of  excellence 
Bacteriology  was  made  a separate  department  a: 
early  as  1912,  and,  during  World  War  II,  the  col 
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I lege  developed  a most  respectable,  condensed 
[ three-year  curriculum  to  help  supply  more  physi- 
I cians. 

This  college,  with  the  physicians  who  have  pro- 
| vided  it  support,  has  been  marked  by  extraordi- 
■ nary  surges  of  courage  and  foresight,  and  its  stat- 
ure today  stands  as  a dramatic  tribute  to  the  past. 

[While  noting  the  heritage,  I must  mention  that 
since  1950  this  college  has  benefited  from  the  en- 
i couragement  and  strong  support  of  the  State  Uni- 
versity of  New  York.  I’m  proud  that  the  Universi- 
ty has  been  able  to  play  a major  role  in  the  col- 
lege’s continued  progression  into  a full-fledged 
medical  center  of  scientific  power,  medical  influ- 
ence, and  public  service.  During  the  past  twenty- 
two  years,  the  number  of  medical  students  admit- 
ted to  the  college  each  year  has  grown  from  46  to 
j 120,  and  the  number  of  graduates  each  year  has  al- 
| most  tripled,  from  37  to  95.  The  expenditures  on 
I research  have  increased  remarkably  from  a mere 
[ $200,000  in  1950  to  $7.5  million  last  year. 

In  short,  the  Upstate  Medical  Center  has  moved 
| from  a dream  born  in  a dingy  factory  a century  ago 
to  a national  center  of  great  distinction. 

Fifty  years  of  medical  achievement 

As  I see  it,  American  medicine  is  one  of  the  great 
success  stories  of  our  time.  At  the  turn  of  the  cen- 
! tury,  the  average  American  could  expect  to  live 
i only  forty-nine  years.  Today,  the  average  span  of 
j life  in  America  is  over  seventy,  and  infant  mortali- 
| ty  has  been  reduced  to  one-fifth  of  what  it  was. 

; Smallpox  has  been  eradicated.  Typhoid  fever  and 
whooping  cough  are  rare.  Diabetes  has  been 
brought  under  control  and  the  incidence  of  rheu- 
matic fever  and  rheumatic  heart  disease  markedly 
reduced.  Poliomyelitis,  measles,  and  rubella  are 
yielding  to  new  vaccines.  Influenza  today  does 
not  stir  up  the  fears  of  yesteryear.  Surgery  too 
has  a multitude  of  miracles  and  now  focuses  on  the 
human  heart  itself.  Work  in  pharmacology  and 
nutritional  science  has  led  to  the  prevention  of  dis- 
ease and  the  maintenance  of  good  health. 

In  short,  medical  science  has,  during  the  past 
fifty  years,  transformed  the  very  length  and  nature 
of  life  in  this  nation.  Our  medical  schools  now 
produce  the  best-trained  physicians  in  the  world. 
The  achievement  is  unprecedented  and  marvelous. 

Specialized  medicine 

And  yet,  with  all  our  achievement,  there  is  a 
strange  disquietude  in  our  midst.  We  Americans 
are  not  very  good  at  accepting  irony  and  paradox. 
We  prefer  villains.  But  the  problems  that  medi- 
cine now  faces  do  not  spring  from  villainy,  father 
it  is  precisely  the  magnificent  advance  of  medicine 
that  has  caused  a sudden  change  in  the  capacity 
and  the  role  of  the  individual  physician. 

Let  me  be  more  specific.  To  conquer  disease 
and  provide  sophisticated  care,  medicine  has  had 


to  become  more  specialized.  Forty  years  ago  17 
per  cent  of  all  U.S.  physicians  were  specialists. 
Today  the  number  stands  at  80  per  cent.  Further, 
only  2 per  cent  of  today’s  medical  students  say 
they  intend  to  enter  general  practice,  although  the 
new  specialty  of  family  practice  is  beginning  to  re- 
ceive some  attention.  This  trend  toward  special- 
ization is  also  reflected  in  research. 

As  a result,  more  and  more  critics  are  using 
words  like  “chaos,”  “anarchy,”  and  “total  disor- 
der” to  describe  the  contemporary  medical  scene. 
Even  some  of  the  profession’s  good  friends  and 
colleagues  in  our  midst  are  charging  that  in  Ameri- 
can medicine  “no  one  is  really  in  charge.”2,3 

To  give  another  illustration  of  the  irony  of  prog- 
ress, let  me  point  to  the  growing  prominence  of 
chronic  care.  Because  medicine  has  been  so  suc- 
cessful in  prolonging  life,  the  proportion  of  older 
people  in  this  country,  those  over  sixty-five,  has 
grown  from  4 per  cent  in  1900  to  10  per  cent  today. 
Older  persons,  of  course,  have  a much  larger  inci- 
dence of  chronic  illness.  As  a result,  70  per  cent  of 
all  visits  to  physicians  at  present  are  by  the  chron- 
ically ill.  Not  all  of  these  are  older  people,  but 
many  of  them  are. 

Nor  is  the  individual  physician  excluded  from 
the  ironies  of  progress.  The  more  highly  techni- 
cal, electronic,  and  mechanized  medicine  becomes, 
the  more  dependent  the  individual  practitioner 
becomes  on  equipment  that  is  beyond  easy  reach. 
The  more  medicine  learns  about  all  aspects  of  life, 
the  more  each  physician  has  to  read  nightly  just  to 
keep  up  with  his  profession.  The  more  rapidly 
medicine  rushes  ahead  with  its  work,  the  more 
each  physician  needs  continuing  education  and 
constant  brushing  up.  And,  the  more  specialized 
medicine  becomes,  the  more  necessary  is  it  to 
scrap  individual  practice  for  group  practice,  as  one 
fifth  of  America’s  practicing  physicians  have  al- 
ready done. 

Thus,  the  very  leaps  forward  of  the  medical 
world  have  created  for  the  isolated  physician  a ter- 
rible array  of  new  dilemmas  that  he  can  ignore 
only  at  his  own  peril  and  the  peril  of  his  patients. 

Medical  costs 

As  for  the  general  public,  the  most  apparent 
health-care  problem  is  money.  Health  expendi- 
tures in  the  United  States,  not  counting  medical 
education,  have  shot  up  from  $13  billion  in  1950  to 
$75  billion  in  1971,  a six-fold  increase  in  just 
twenty  years.  This  $75  billion  is  more  than  the 
total  national  product  of  all  but  nine  countries  in 
the  world. 

Hospitals  have  shown  an  especially  fast-rising 
curve  of  cost.  America’s  7,800  hospitals  now  con- 
sume $34  billion  annually,  and  there  is  talk  of 
some  hospitals,  within  the  decade,  costing  the  pa- 
tient $500  a day. 

As  for  medical  education,  the  costs  of  the  aver- 
age medical  school  have,  in  the  past  twenty-five 
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years  moved  upward  thirty-fold.4  This  startling 
rise  in  medical  college  costs  has  made  survival  dif- 
ficult for  the  private  medical  school.  Directly  and 
indirectly,  taxes  now  support  over  80  per  cent  of 
the  expenditures  of  the  country’s  105  medical 
schools.  Each  year  New  York  State  puts  many 
millions  into  the  four  State  University  of  New 
York  health  sciences  centers,  as  well  as  providing 
substantial  aid  to  the  State’s  eight  private  medical 
schools  and  two  private  dental  schools. 

So  huge  has  the  medical  enterprise  become  that 
it  is  now  America’s  third  largest  industry,  employ- 
ing one  out  of  every  20  working  people  in  the  na- 
tion. For  every  physician  there  are  now  11  other 
health  workers  surrounding  him.5 

To  more  and  more  people,  the  medical  world  ap- 
pears to  be  one  of  endless  escalation  of  dollars, 
numbers  of  personnel,  and  multiplication  of  ser- 
vices. What  makes  the  situation  particularly  dis- 
tressing to  some  of  the  nation’s  leaders  is  that  the 
quality  of  the  nation’s  health  is  no  longer  improv- 
ing rapidly,  but  seems  to  have  leveled  out.  Lon- 
gevity has  not  improved  much  in  a decade,  nor 
have  infant  mortality  rates,  and  several  new  forms 
of  illness  have  cropped  up;  all  this  at  the  same 
time  that  biomedical  research  is  reaching  new 
heights,  that  physicians  are  better  trained  than 
ever,  and  that  most  physicians  still  work  sixty 
hours  a week. 

This  dilemma  has  led  to  a great  deal  of  lashing 
out  and  thrashing  about  and,  I feel  compelled  to 
add,  an  unfortunate  amount  of  defensive  inertia 
by  those  of  us  most  concerned.  But  attacks  and 
counterattacks  will  not  solve  the  dilemma.  In 
fact,  they  may  only  aggravate  it  by  bringing  about 
such  things  as  badly  conceived  political  remedies 
or  physicians’  unions  and  strikes  in  the  future. 

What  is  desperately  needed,  I am  convinced,  is 
nothing  less  than  the  most  searching  reappraisal  of 
health  care  this  nation  has  ever  had.  It  must  be  a 
hard,  careful,  sensitive,  and  imaginative  look  at 
where  medicine  is  and  where  it  is  going.  Done 
properly,  it  should  bring  about  a humane, 
thoughtful,  and  smoothly  changing  health-care 
transition  rather  than  a bitter  upheaval  Most 
important,  it  should  be  guided  by  the  profession 
itself. 

This  carries  me  to  my  central  question.  What  is 
the  medical  agenda  for  the  second  century?  I do 
not  pretend  to  have  final  answers  or  flashy  insights 
to  reveal.  But  I would  like  to  suggest  some  of  the 
areas  that  I see  as  needing  attention. 

Preservation  of  health 

Perhaps  the  most  basic  item  of  the  agenda  is  the 
aim  of  medicine  itself.  The  medical  profession 
has  done  a superb  job  in  taking  care  of  the  sick. 
Now  it  needs  to  turn  increasingly  to  a broader  con- 
cern for  the  preservation  of  health. 

I am  quite  aware  that  this  requires  some  pro- 
found changes.  It  means,  above  all,  an  important 
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new  emphasis  on  preventive  medicine.  For 
twenty  years,  medical  schools  have  given  lip  ser- 
vice to  preventive  medicine.  Now  the  schools 
must  produce.  For  example,  less  than  half  of  1 
per  cent  of  the  $75  billion  a year  we  now  spend  on 
health  care  is  for  the  education  of  people  to  avert 
illness.6  Many  expectant  mothers  still  get  no  pre- 
natal care.  Elementary  and  secondary  school  stu- 
dents get  inadequate  health-maintenance  instruc- 
tion. Some  of  the  major  causes  of  illness  and 
death  in  this  country  could  be  prevented  by 
changes  in  our  everyday  habits  of  eating,  drinking, 
exercising,  and  smoking. 

I really  don’t  need  to  tell  you,  but  it  must  be  re- 
stated that  the  best  way  to  reduce  medical  care 
cost  is  to  give  each  citizen  a greater  responsibility 
for  his  own  health.  This  will  require  dispensing 
knowledge  about  good  health  by  those  persons 
who  possess  it  to  those  laymen  who  don’t.  Medi- 
cal schools  are  the  chief  storehouses  of  such  knowl- 
edge. They  must  find  new  ways  to  communicate 
better  with  the  citizens  of  our  country. 

Organization  and  delivery  of  health  care 

Better  preventive  medicine  goes  hand  in  hand 
with  finding  some  better  form  of  health  mainte- 
nance programs  than  the  nation  presently  has. 
Local  health  centers  are  springing  up  all  over  the 
nation,  and  in  Washington  there  is  considerable 
enthusiasm  about  health-maintenance  organiza- 
tions. But  Washington  is  not  the  cutting  edge. 
It’s  in  the  medical  schools  that  we  must  develop 
our  models.  Then  we  should  teach  Washington 
how  to  do  the  job. 

Physicians  need  to  focus,  perhaps,  on  settings  in 
which  people  from  all  walks  of  life  can  go  for  coun- 
sel and  help  that  are  not  as  structured  or  imper- 
sonal as  a specialist’s  office  or  the  outpatient  clin- 
ic. We  need  to  improve  the  setting  for  the  care  of 
medical  problems  that  are  not  acute,  many  of 
which  now  reach  the  emergency  room  of  the  hospi- 
tal, certainly  a poor  location  for  routine  health 
care.  Medical  colleges  need  to  give  a dramatic 
new  emphasis  to  primary  care. 

Medicine  is,  in  its  broadest  context,  a commit- 
ment of  one  human  being  caring  for  another. 
Therefore,  medicine  must  find  a way  to  do  more 
for  the  urban  and  rural  poor.  And  we  must  focus 
more  attention  on  those  just  above  financial  eligi- 
bility for  Medicaid.  They  can  support  their  fami- 
lies but  not  the  financial  impact  of  serious  illness 
The  maldistribution  of  America’s  health  care  ser- 
vices is  well  known,  and  no  easy  remedy  is  in  sight 
But  a wav  must  be  found. 

Sharper  focus  on  new  health  problems 

Another  problem  is  the  need  for  a new  epidem 
iology.  We  now  have  among  us  new  causes  of  ill 
ness  and  death.  The  roots  of  sickness  are  no  long 
er  the  tsetse  fly  but  smog,  not  poliomyelitis  but  ac 


Icidents,  not  the  tubercle  bacillus  but  strontium  90. 

About  60  per  cent  of  all  persons  between  two  and 
| thirty-five  who  die  today  are  killed  by  accidents. 

I Accidents  today  cause  as  much  death  as  tuberculo- 
sis did  seventy  years  ago.  In  New  York  City  in 
l 1972,  the  major  killer  of  persons  between  fifteen 

I*  and  thirty  was  heroin  and  other  hard  drugs. 
Nearly  half  of  all  hospitalized  patients  in  the  na- 
tion are  psychiatric  cases. 

Many  of  the  primary  diseases  of  today  are  root- 
ed not  so  much  in  bacteria,  but  in  contemporary 
culture. 

To  say  that  the  new  conditions  are  the  responsi- 
bility of  the  Department  of  Motor  Vehicles,  or  the 
Narcotics  Addiction  Control  Commission,  or  the 
environmentalists,  is  not  enough.  The  health-care 
I professionals  too  must  help  conquer  the  new  ori- 
gins of  disease  and  death. 

Just  as  the  Flexner  revolution  a half  century  ago 
I married  medicine  to  scientific  research,  the  next 
revolution  will  tie  medicine  much  more  intimately 
to  social  research.  For  anyone  concerned  with  the 
I contemporary  causes  of  illness  and  death,  the 
frontier  is  no  longer  a strictly  bacteriologic  one. 
Research  in  the  years  ahead  needs  to  include  work 
on  the  social  aspects  of  medicine:  the  cultural 

causes  of  disease;  the  delivery  systems  of  health 
care;  the  economics  of  health,  planning,  and  man- 
agement in  health  care;  and  the  changing  nature  of 
medicine  itself. 

Improving  basic  education 

The  noted  educator,  Clark  Kerr,  in  his  recent 
Alan  Gregg  Memorial  Lecture,  said  he  thought  the 
health  sciences  are  now  the  single  most  important 
part  of  all  higher  education  in  the  United  States. 
He  added  that  so  much  more  might  be  done  than 
is  being  done. 

Among  the  things  that  might  be  done  is  a reno- 
vation of  education  for  all  key  health  profession- 
als. The  growing  fragmentation  and  specializa- 
tion within  modern  medicine  points  to  two  new  di- 
rections. One  is  toward  the  team  concept,  and  the 
other  is  toward  a franker  recognition  of  the  special 
needs  of  the  specialties. 

New  kinds  of  expertise  are  developing  within 
medicine,  and  medical  education  needs  to  address 
itself  increasingly  to  joint  approaches,  to  the  con- 
cept of  teams  of  professionals  working  in  concert. 
Nurses,  technicians,  and  physician  associates  can 
and  should  be  used  more  effectively  than  they 
presently  are.  In  conjunction  with  that,  jobs  in 
the  medical  field  should  no  longer  be  viewed  as 
dead-end  streets.  We  need  better  career  ladders, 
or  lattices,  so  that  men  and  women  can  rnoye  more 
fluidly  from  one  part  of  the  professional  team  to 
the  other. 

Then,  because  medicine  is  in  need  of  better  pri- 
mary care,  broader-based  research,  and  finer  man- 
agement, we  should  give  serious  consideration  to  a 
series  of  tracks  within  medical  school,  awarding 


not  just  one  medical  degree  but  four,  as  some  have 
recommended:  (1)  clinical  medicine,  (2)  specialty 
medicine,  (3)  research  medicine,  and  (4)  adminis- 
trative medicine.7 

Our  medical  schools  might  well  explore  alterna- 
tive approaches  to  education,  especially  ones  that 
are  shorter  in  duration,  that  contain  a small  core 
curriculum  for  all  health  professionals,  that  incor- 
porate postgraduate  specialty  training,  and  that 
maintain  continuing  education  as  part  of  the  pro- 
gram to  keep  all  medical  practitioners  up-to-date. 

Expanding  continuing  education 

There  is  no  question  but  that  continuing  educa- 
tion in  the  health  fields  is  also  an  urgency  of  our 
time.  The  day  is  over  when  medical  graduates  can 
go  forth  to  serve,  buttressed  only  by  occasional 
reading  of  journals  late  at  night.  Today,  a medical 
education  remains  vital  for  perhaps  five  years  be- 
fore serious  re-education  must  begin.  In  the  days 
ahead,  medical  education  must  put  continued 
learning  on  a par  with  initial  professional  learning. 

Again,  it  is  not  the  vague  notions  of  mean  bu- 
reaucrats or  angry  consumers  that  has  sparked  the 
need  for  this  new  thrust,  but  the  very  progress  and 
swift  pace  of  change  of  medical  science  itself.  Nor 
does  medicine  alone  face  the  challenge  of  lifelong 
learning.  In  all  of  higher  education,  we  must 
move  from  a narrow  preoccupation  with  the  edu- 
cation of  youth  to  the  larger  task  of  educating  peo- 
ple from  late  adolescence  to  the  senior  years. 

In  tackling  the  challenge  of  lifelong  learning,  I 
urge  you  to  strike  out  in  new  directions.  Continu- 
ing education  should  be  more  than  just  the  pack- 
aging of  medical  school  and  health  sciences  lec- 
tures for  older,  busy  practitioners.  Probably  no 
profession  in  the  nation  is  better  equipped  by  its 
scientific  and  technologic  training  to  build  truly 
creative  programs,  and  I apt  convinced  medicine 
will  continue  to  pioneer. 

Strengthening  cooperation  among  institutions 

I see  the  move  toward  greater  interinstitutional 
collaboration  in  the  days  ahead.  And  here  again, 
for  this  medical  center,  the  concept  is  not  new.  At 
Upstate,  you  have  led  the  way  with  your  excellent 
regional  medical  program,  with  your  leadership  in 
comprehensive  planning,  and  with  your  health- 
care involvement  to  the  north  to  Watertown,  to 
the  south  to  Binghamton  and  into  Pennsylvania, 
to  the  west  to  Auburn  and  almost  to  Rochester’s 
doorstep,  and  eastward  to  Utica  and  beyond. 

Today,  each  college  campus  is  not  an  island,  to- 
tally self-contained.  With  technology,  we  can 
send  messages  around  the  world  in  seconds,  link 
campuses  by  television,  and  permit  students  to 
take  courses  offered  on  distant  campuses. 

Centrality  of  research 

These  are  days  when  science  no  longer  enjoys 
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the  aura  it  did  a decade  ago.  It  is  a time  when  sci- 
entific and  social  research  sometimes  seems  a rath- 
er nonproductive  and  self-indulgent  pursuit.  To 
be  sure,  science  may  very  well  need  to  be  more  hu- 
mane in  its  concerns,  and  research  may  have  to 
take  striking  new  directions  for  its  focus.  But  the 
essential  role  of  the  lonely,  questing  scholar  must 
never  be  downgraded  or  set  adrift. 

If  modern  medicine  is  to  continue  to  progress,  if 
civilization  is  to  continue  to  progress,  the  basic 
work  in  science  and  its  related  fields  and  the  unre- 
lenting pursuit  of  better  information  and  deeper 
truths  must  continue  to  be  a central  activity.  I am 
convinced  that  the  quality  of  America’s  progress  in 
the  years  ahead  will  stand  or  fall  ultimately  on  the 
quality  of  this  nation’s  scholarly  pursuit. 

Conclusion 

I think  it  is  now  abundantly  evident  that  what 
modern  medicine  has  done  is  superimpose  a huge 
load  of  modern  science,  technology,  diagnosis,  and 
treatment  on  a system  of  health  care  that  was  de- 
signed for  an  earlier,  simpler  age.  The  people  of 
this  nation  seem  no  longer  willing  to  keep  giving 
more  and  more  if  it  only  means  more  of  the  same. 
The  health-care  professions  urgently  need  to  con- 
front honestly  the  historical  dilemma  in  which 
they  are  enmeshed.  And  first-rate  medical  cen- 
ters such  as  Upstate  need  to  lead  the  way. 

I know  Upstate  Medical  Center  is  already  on  the 
way.  You  have  developed  models  for  health-care 
programs  to  assist  the  rural  and  the  urban  poor. 
You  have  created  a poison  control  center  to  serve 
the  central  New  York  region.  You  have  temporar- 
ily delayed  building  for  more  hospital  beds  to  con- 
centrate instead  on  new  ambulatory  care  facilities 
that  embrace  new  concepts  of  primary  care.  You 
are  expanding  your  continuing  education  for  phy- 
sicians, and  you  have  developed  a new  cooperative 
program  with  Syracuse  University’s  Maxwell 
School  to  train  economists,  planners,  and  medical 
administrators  for  the  field  of  health-care  delivery. 

As  Upstate  moves  into  its  second  century  of  ser- 
vice, it  is  holding  firm  to  its  long  commitment  to 
the  twin  goals  of  superb  quality  and  creative  re- 


form. You  have  understood  the  challenge  and 
have  had  the  courage  to  respond. 

Sixty-two  years  ago,  Flexner8  wrote  in  his  fa- 
mous report:  “The  physician’s  function  is  fast  be- 
coming social  and  preventive,  rather  than  individ- 
ual and  curative.  Upon  him  society  relies  to  as- 
certain, and  through  measures  essentially  educa- 
tional to  enforce,  the  conditions  that  prevent  dis- 
ease and  make  positively  for  physical  and  moral 
well-being.” 

Those  are  not  bad  words  for  medicine’s  second 
revolution  either,  the  one  that  will  take  place  in 
the  next  one  hundred  years. 

I strongly  suspect  that  the  field  of  health  science 
is  taking  on  major  new  responsibilities  in  our 
world.  Medical  science  may  prove  to  be  the  cata- 
lyst that  enables  us  to  overcome  some  of  the  larger 
problems  of  society,  such  as  poverty,  housing, 
mental  illness,  racial  prejudice,  and  social  violence. 
Physical  well-being  cuts  deftly  across  many  bar- 
riers and  pours  light  on  that  most  basic  of  human 
concerns,  individual  persons  in  need. 

If  this  is  so,  the  medical  profession  will  play  a 
far  more  central  role  in  society  in  the  century 
ahead.  And  the  second  century  of  the  State  Uni- 
versity’s Upstate  Medical  Center  will  be  just  as 
challenging  and  exciting  as  the  first. 

State  University  of  New  York 
99  Washington  Avenue 
Albany,  New  York  12210 
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* Macbeth:  How  does  your  patient,  doctor? 

Doctor:  Not  so  sick,  my  lord. 

As  she  is  troubled  with  thick-coming 
fancies, 

That  keep  her  from  her  rest. 

Macbeth:  Cure  her  of  that. 

Canst  thou  not  minister  to  a mind  dis- 
eased, 

Pluck  from  the  memory  a rooted  sor- 
row, 

Raze  out  the  written  troubles  of  the 
brain, 

And  with  some  sweet  oblivious  anti- 
dote 

Cleanse  the  stuff  d bosom  of  that  peril- 
ous stuff 

Which  weighs  upon  the  heart? 

Doctor:  Therein  the  patient  must  minister  to 

himself. 

Macbeth:  Throw  physic  to  the  dogs;  I’ll  none  of 

it. 


Some  time  ago  I decided  to  go  to  Maine  on  a 
holiday  in  the  winter.  That  is  admittedly  the 
wrong  time  if  one  is  a tourist  at  heart  and  a sum- 
mer soldier-of-travel.  Yet,  if  you  ask  anyone  who 
is  deeply  in  love  with  Maine  as  to  the  best  time  to 
be  there,  he  will  answer:  “Go  when  it  is  cold  and 
clear  and  you  can  be  alone  on  the  shore.” 

That  is  the  Maine  that  Thoreau  loved,  and  that 
is  the  time  of  year  when  geography  and  weather 
conspire  to  make  us  eternally  grateful  that  we 
have  Maine  in  the  Union.  I had  in  mind,  that  day 

Presented  at  University  of  Rochester,  Department  of  Neu- 
rology, May,  1972. 

* MacBeth,  Act  V’  Scene  III 


when  I drove  into  Maine  to  go  to  Camden,  a neat 
and  shipshape  town  on  the  coast  with  a cozy  har- 
bor and  beautiful  outlying  hills. 

After  renting  a room  at  the  BenBow  Inn  on 
Yardarm  Street,  I took  a walk  down  Wheelhouse 
Road;  I had  looked  forward  to  this.  Wheelhouse 
Road  had,  among  its  cafes,  ship-fitting  concerns, 
the  town  newspaper  office,  and  the  best  bookstore 
on  the  Maine  coast. 

The  XYZ  Bookstore  is  in  the  middle  of  the 
block  on  the  harbor  side,  and  1 was  fortunate  that 
late  afternoon  to  find  it  open.  The  store’s  owner, 
Mrs.  Lillian  Bielschowsky,  was  there  and,  as  usual, 
was  knowledgeable  about  books  both  rare  and 
common;  she  combined  this  knowledge  with  a gra- 
cious Viennese  charm.  I had  left  an  order  the  year 
before  for  the  first  Doubleday  edition  of  Conrad’s 
work;  within  minutes,  she  was  showing  me  a set 
that  was  more  than  adequate.  After  looking  at 
the  Conrad  edition,  I walked  back  to  the  rare 
bookroom  in  the  back  of  the  store;  the  door  was 
ajar,  and  the  light  was  on. 

As  1 entered  the  room,  I saw  an  old,  rather 
weatherworn  appearing  man  leaning  against  one  of 
the  shelves  and  reading  a large  folio  volume.  I 
glanced  at  the  cover  of  the  book  and  remember 
thinking  it  odd  that  this  old  man,  his  face  unsha- 
ven and  reddened  by  the  wind  and  sun,  looking  as 
if  it  had  been  brushed  more  than  once  by  intoxi- 
cating spirits,  and  this  none  too  gently,  would  be 
reading  a Smollett  translation  of  Cervantes.  Per- 
haps, I thought,  he  is  an  old  lobsterman,  a bit 
down  on  his  luck,  who  has  just  come  in  out  of  the 
cold  to  look  at  an  old  book  or,  more  likely,  pre- 
tending to  look  at  a book.  Perhaps  it  was  the  en- 
gravings in  the  book  that  attracted  him;  surely,  it 
couldn’t  have  been  the  rather  indifferent  Smollett 
translation,  now  at  best  a literary  curiosity. 

Yet,  I had  the  feeling  that  he  handled  the  book 
like  a man  of  scholarship.  Although  his  hands 
were  coarse  as  if  they  had  hauled  up  many  lobster 
traps  for  years  in  all  kinds  of  weather,  he  turned 
the  pages  adroitly  and  every  so  often  would  seem 
to  mutter  a line  or  two  in  Spanish.  Then,  he 
would  seem  to  search  about  for  Smollett’s  transla- 
tion of  the  line.  Maine  is  full  of  self-sufficient 
men  of  talent  who  work  hard  but  always  seem  to 
have  time  to  read  on  winter  nights.  On  previous 
visits,  I have  been  struck  by  the  laconic  wisdom  of 
these  people.  Thus,  I thought  that  this  wrinkled, 
old,  and  blue-eyed  lobsterman  standing  there  in 
his  old  yellow  half-length  windbreaker  was  just  an- 
other resident  of  Camden,  doing  a bit  of  free  read- 
ing before  closing  time. 

I had  the  good  fortune  to  find  a copy  of  An  Ala- 
bama Student  by  Osier,  in  perfect  condition  with 
the  pages  still  uncut  and  carefully  laid  it  aside  to 
buy  it. 

As  I placed  the  volume  down,  my  eye  was  caught 
by  a worn,  gray-covered,  poorly-bound  book  that 
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had  been  obscured  from  view  until  I had  removed 
the  Osier  copy. 

A literary  discovery 

It  was  getting  dark,  and  I was  not  very  inter- 
ested in  looking  at  more  books  that  afternoon,  but 
the  title  of  this  book  was  arresting.  Although  ob- 
scured by  age  and  dust,  it  was  clearly  made  up  of 
Greek  letters;  I could  make  out  an  alpha,  an 
omega,  a theta,  and  a delta.  Knowing  no  Greek,  it 
was  mainly  curiosity  and  the  fact  that  this  book 
had  been  revealed  only  when  I pulled  the  Osier 
copy  off  the  shelf  that  made  me  reach  over  and 
open  it  up.  I can  hardly  describe  the  feeling  I ex- 
perienced when  I discovered  that  the  covers  con- 
tained seven  closely  handwritten  parchment 
pages,  clearly  written  in  Greek. 

As  I turned  the  parchment  pages,  a very  ancient, 
gray-haired  bookworm  with  extremely  long,  gray 
vibrissae  crawled  out,  looked  up  at  me,  and  walked 
off  the  page  with  a definitive  arthritic  gait.  Clini- 
cians see  many  things  in  their  lifetime,  but  I con- 
fess this  bookworm’s  appearance  and  gait  were 
more  surprising  than  the  manuscript  pages  I had 
discovered.  I made  a perfunctory  effort  to  deci- 
pher the  first  page.  After  turning  it  in  all  direc- 
tions, it  seemed  the  letters  would  never  have  any 
meaning  to  me  and  was  about  to  close  the  book 
when  I sensed  the  old  man  standing  at  my  elbow. 
I glanced  up  and  for  the  first  time  saw  the  black, 
well-worn  stenciled  letters  on  his  yellow  rain  jack- 
et. The  weak  40-watt  lightbulb  in  Mrs.  Biel- 
schowsky’s  rare  bookroom  was  fairly  well  shaded 
by  a fine  patina  of  rare  book  dust,  and  I strained 
my  eyes  somewhat.  But  I made  out  the  letters,  B. 
J.,  on  his  jacket,  and,  as  he  took  the  manuscript 
into  his  hands,  he  said  in  introduction,  “Call  me 
Jowett,  Ben  -Jowett.” 

I thought  to  myself,  now  this  is  fine.  Here  I am 
with  a latter-day  Ishmael  in  an  old  bookstore  on  a 
February  evening  in  an  almost  deserted  Maine 
town,  and  I suppose  he  is  now  going  to  tell  me  that 
he  reads  Greek.  I suspected  a whiff  of  senility 
about  him  when  I first  saw  him  and  thought  it  just 
as  well  to  humor  him  a bit  instead  of  smiling  weak- 
ly and  backing  out  of  the  room  clumsily. 

Within  a minute  he  had  settled  down  on  a small 
stool,  tilting  the  parchment  sheets  toward  the 
light,  and  then  began  to  read  almost  without  hesi- 
tation: 

Yesterday  evening  I returned  from  the  army  at  Pot- 
idaea,  and  having  been  a good  while  away,  1 thought 
that  I should  like  to  go  and  look  at  my  old  haunts.  So 
I went  into  the  palaestra  of  Taureas,  which  is  over 
against  the  temple  adjoining  the  porch  of  the  King 
Archon,  and  there  I found  a number  of  persons,  most 
of  whom  1 knew  but  not  all. 

At  first,  I could  hardly  believe  that  this  ungainly 
old  man  was  translating  the  page  freely  and  easily. 


I thought  of  being  trapped  here  in  a roomful  of  old 
books  with  a gray-haired  loon  who  fancies  himself 
a Greek  scholar  and  is  probably  a specialist  in  con- 
fabulation. I asked  him  who  wrote  those  lines;  al- 
most without  lifting  his  eyes  from  the  page,  he  re- 
plied that  they  were  a fragment  of  an  eighth  centu- 
ry Byzantine  copy  of  a Platonic  dialogue,  tran- 
scribed by  a monk  on  the  Greek  island  of  Cephalo- 
nia.  He  added  that  it  was  a dialogue  that  had 
never  been  found  in  its  entirety,  and  the  authen- 
ticity of  its  existing  fragments  had  always  been 
questioned  by  the  scholars.  The  title  of  the  work 
was  Charmides,  and  its  few  extant  fragments 
could  be  seen  in  a case  in  the  main  foyer  of  the 
Borghese  Gallery  in  Rome.  Charmides,  as  a dia- 
logue, had  never  been  incorporated  in  the  corpus 
of  the  Platonic  dialogues  and  really  was  of  interest 
only  to  a few  Greek  scholars  who  meet  once  each 
year  at  the  Borghese  to  look  at  the  few  pages  and 
argue  their  authenticity. 

I thought  that  even  if  this  is  so,  it  would  be  time 
now  to  get  out  of  the  room  and  try  to  make  it  into 
the  street  before  I am  inundated  by  another  wave 
of  scholarly  trivia  and  an  old  man’s  ramblings.  To 
be  polite,  I asked  with  as  much  an  air  of  finality  as 
I could  what  the  pages  were  about.  “Well,”  he 
said,  “it  is  all  about  a Greek  cure  for  headache.” 
This  was  more  than  I had  bargained  for.  I had 
fled  medicine  and  patients  and  all  their  talk  about 
headache  just  ten  hours  before.  I slowly  sat  down 
on  a pile  of  books  and  experienced  the  wedding- 
guest  syndrome. 

I asked  whether  or  not  he  would  mind  telling  me 
about  the  Greek  cure  for  headache.  “Why  do  you 
want  to  know?”  he  inquired  in  a rather  sharp 
voice.  Not  knowing  what  to  say,  I mumbled  that 
aspirin  didn’t  seem  to  be  as  effective  as  it  was  ad- 
vertised to  be. 

Without  another  word,  he  read  the  following 
passages  to  me  and  offered  what  explanation  was 
needed  to  keep  the  narrative  on  the  issue  of  head- 
ache. The  fragment  of  the  dialogue  seemed  to  be 
a discussion  on  temperance,  but  this  was  fairly  ob- 
scure to  me. 

The  dialogue  is  a report  of  a conversation  So- 
crates had  on  his  return  from  service  in  the  army, 
and  it  concerns  the  definition  of  the  concept  of 
temperance.  Socrates  states: 

Yesterday  evening  1 returned  from  the  army  at  Pot- 
idaea,  and  having  been  a good  while  away,  I thought 
that  I should  like  to  go  and  look  at  my  old  haunts.  So 
I went  into  the  palaestra  of  Taureas,  which  is  over 
against  the  temple  adjoining  the  porch  of  the  King 
Archon,  and  there  I found  a number  of  persons,  most 
of  whom  I knew,  but  not  all. 

He  reports  on  the  events  in  the  army  and  rec- 
ords: 

Then,  when  there  had  been  enough  of  this,  I,  in  my 
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turn,  began  to  make  enquiries  about  matters  at  home — 
about  the  present  state  of  philosophy,  and  about  the 
youth.  I asked  whether  any  of  them  were  remarkable 
for  wisdom  or  beauty,  or  both. 

His  friend,  Critias,  points  out  the  most  promis- 
ing and  attractive  of  the  young  men,  the  youth 
named  Charmides,  who  is  also  his  cousin.  So- 
crates is  overwhelmed  by  the  young  man’s  learn- 
ing, bearing,  and  beauty.  Critias  requests  him  to 
sit  down  with  Socrates  and  himself.  He  intro- 
duces Socrates  in  the  following  words: 

“Very  well,”  he  said;  “then  1 will  call  him;”  and 
turning  to  the  attendant,  he  said,  “Call  Charmides, 
and  tell  him  that  1 want  him  to  come  and  see  a physi- 
cian about  the  illness  of  which  he  spoke  to  me  the  day 
before  yesterday.”  Then  again  addressing  me,  he 
added:  “He  has  been  complaining  lately  of  having  a 
headache  when  he  rises  in  the  morning;  now  why 
should  you  not  make  him  believe  that  you  know  a 
cure  for  the  headache?” 

The  Greeks  have  a word  for  it 

If  this  isn’t  familiar  ground  for  a neurologist,  I 
thought,  I don’t  know  what  is.  Headache,  its 
treatment  and  analysis,  is  to  neurology  what  the 
Hebrews  and  their  plagues  were  to  the  Egyptian 
pharaohs.  Socrates  apparently  was  overwhelmed 
by  the  beauty  of  Charmides’  youth  and  bearing. 
When  he  collects  himself,  having  been  “overcome 
by  a sort  of  wild-beast  appetite,”  the  dialogue  be- 
gins in  earnest  and  the  opening  question  is  the 
cure  of  headache. 

Socrates  has  been  asked  by  Charmides  whether 
or  not  he  knows  the  cure  for  headache,  and  he  re- 
marks that  he  does  know.  Charmides  asks,  con- 
cerning the  cure  of  headache: 

“And  what  is  it?”  he  said. 

I replied  (Socrates)  that  it  was  a kind  of  leaf,  which 
required  to  be  accompanied  by  a charm,  and  if  a per- 
son would  repeat  the  charm  at  the  same  time  that  he 
used  the  cure,  he  would  be  made  whole;  but  that  with- 
out the  charm  the  leaf  would  be  of  no  avail. 

“Then  I will  write  out  the  charm  from  your  dicta- 
tion,” he  said. 

“With  your  consent,  Socrates,”  he  said,  laughing. 

“Very  good,”  I said;  “and  are  you  quite  sure  that 
you  know  my  name?” 

“I  ought  to  know  you,”  he  replied,  “for  there  is  a 
great  deal  said  about  you  among  my  companions,  and 
I remember  when  I was  a child  seeing  you  in  company 
with  my  cousin  Critias.” 

“I  am  glad  to  find  that  you  remember,”  I said;  “for 
I shall  now  be  more  at  home  with  you  and  shall  be 
better  able  to  explain  the  nature  of  the  charm,  about 
which  I felt  a difficulty  before.  For  the  charm  will  do 
more,  Charmides,  than  only  cure  the  headache.  I 
dare  say  that  you  have  heard  eminent  physicians  say 
to  a patient  who  comes  to  them  with  bad  eyes,  that 
they  cannot  cure  his  eyes  by  themselves,  but  that  if 
his  eyes  are  to  be  cured,  his  head  must  be  treated;  and 


then  again  they  say  that  to  think  of  curing  the  head 
alone  and  not  the  rest  of  the  body  also,  is  the  height  of 
folly.  And  arguing  in  this  way  they  apply  their  meth- 
ods to  the  whole  body,  and  try  to  treat  and  heal  the 
whole  and  the  part  together.  Did  you  ever  observe 
that  this  is  what  they  say?” 

“Yes,”  he  said. 

"And  they  are  right,  and  you  would  agree  with 
them?” 

“Yes,”  he  said,  “certainly  I should.” 

His  approving  answers  reassured  me  and  I began  by 
degrees  to  regain  confidence,  and  the  vital  heat  re- 
turned. “Such,  Charmides,”  I said,  “is  the  nature  of 
the  charm,  which  I learned  when  serving  with  the 
army  from  one  of  the  physicians  of  the  Thracian  king 
Zamolxis,  who  are  said  to  be  so  skilful  that  they  can 
even  give  immortality.”  This  Thracian  told  me  that 
in  these  notions  of  theirs,  which  I was  just  now  men- 
tioning, the  Greek  physicians  are  quite  right  as  far  as 
they  go;  “but  Zamolxis,”  he  added,  “our  king,  who  is 
also  a god,  says  further,  that  ‘as  you  ought  not  to  at- 
tempt to  cure  the  eyes  without  the  head,  or  the  head 
without  the  body,  so  neither  ought  you  to  attempt  to 
cure  the  body  without  the  soul;  “and  this,”  he  said,  “is 
the  reason  why  the  cure  of  many  diseases  is  unknown 
to  the  physicians  of  Hellas,  because  they  are  ignorant 
of  the  whole,  which  ought  to  be  studied  also;  for  the 
part  can  never  be  well  unless  the  whole  is  well.”  For 
all  good  and  evil,  whether  in  the  body  or  in  human  na- 
ture, originates,  as  he  declared,  in  the  soul,  and  over- 
flows from  thence,  as  if  from  the  head  into  the  eyes. 
And  therefore,  if  the  head  and  body  are  to  be  weak, 
you  must  begin  by  curing  the  soul,  that  is  the  first 
thing.  And  the  cure,  my  dear  youth,  has  to  be  ef- 
fected by  the  use  of  certain  charms,  and  these  charms 
are  fair  words;  and  by  them  temperance  is  implanted 
in  the  soul,  and  where  temperance  is,  there  health  is 
speedily  imparted,  not  only  to  the  head,  but  to  the 
whole  body.  And  he  who  taught  me  the  cure  and  the 
charm  at  the  same  time  added  a special  direction: 
“Let  no  one,”  he  said,  “persuade  you  to  cure  the  head, 
until  he  has  first  given  you  his  soul  to  be  cured  by  the 
charm.  For  this,”  he  said,  “is  the  great  error  of  our 
day  in  the  treatment  of  the  human  body,  that  physi- 
cians separate  the  soul  from  the  body.”  And  he 
added  with  emphasis,  at  the  same  time  making  me 
swear  to  his  words,  “Let  no  one,  however  rich,  or 
noble,  or  fair,  persuade  you  to  give  him  the  cure,  with- 
out the  charm.”  Now  I have  sworn,  and  I must  keep 
my  oath,  and  therefore  if  you  will  allow  me  to  apply 
the  Thracian  charm  first  to  your  soul,  as  the  stranger 
directed,  I will  afterwards  proceed  to  apply  the  cure  to 
your  head.  But  if  not,  I do  not  know  what  I am  to  do 
with  you,  my  dear  Charmides.” 

Critias,  when  he  heard  this,  said:  “The  headache 
will  be  an  unexpected  gain  to  my  young  relation,  if  the 
pain  in  his  head  compels  him  to  improve  his  mind. 
And  I can  tell  you,  Socrates,  that  Charmides  is  not 
only  pre-eminent  in  beauty  among  his  equals,  but  also 
in  that  quality  which  is  given  by  the  charm;  and  this, 
as  you  say,  is  temperance?” 

The  remainder  of  the  dialogue  seemed  to  be 
spent  in  the  definition  of  temperance  that  is  even- 
tually equated  with  wisdom.  This  is  defined  as 
self-knowledge  and  the  capacity  to  distinguish  be- 
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tween  good  and  evil.  The  issue  is  not  resolved. 
Socrates’  questions  seem  to  be  more  interesting 
than  the  answers  developed.  The  reader  of  the  di- 
alogue is  left  with  a sense  of  delightful  and  infu- 
riating uncertainty.  Full  definition  is  approached 
but  never  arrived  at;  idea  after  idea  are  fired  as  if 
they  were  rockets  only  to  fade  just  as  they  promise 
fulfillment.  One  hopes  at  the  end  of  the  dialogue 
for  the  complete  last  summary  statement.  Its  ab- 
sence is  infuriating,  and  in  its  place  one  finds  So- 
crates’ mocking  plea: 

But  now  I have  been  utterly  defeated,  and  have 

failed  to  discover  what  that  is  to  which  the  imposer  of 

names  give  this  name  of  temperance  of  wisdom. 

When  the  old  man  had  finished  his  translation,  I 
could  hardly  contain  myself  and  asked  immediate- 
ly: “Well,  what  about  the  leaf  that  is  mentioned? 
Does  the  manuscript  contain  the  formula,  the 
name,  or  at  least  the  sort  of  plant  it  is?” 

“There  is  a place  here,”  he  said,  “where  the 
plant’s  name  was  written  but  it  seems  that  a book- 
worm has  cleanly  eaten  an  elliptical  hole  in  the 
parchment  completely  destroying  the  passage.”  I 
know  an  ancestor  of  that  worm,  or  perhaps  the 
original,  and  even  if  I could  find  him  now,  I 
thought,  it  would  be  hopeless  to  try  to  squeeze  the 
information  out  of  him. 

I stood  up,  disappointed,  and  felt  with  certainty 
that  the  time  had  come  to  go.  I thanked  the  old 
man  for  his  help  but  couldn’t  muster  the  enthusi- 
asm I normally  would  have  shown  if  I had  been 
able  to  get  the  name  of  the  leaf  promised  earlier  by 
Socrates.  I was  preempted  by  a bookworm  and 
left  to  console  myself  with  the  other  part  of  the 
Greek  cure  for  headache.  “My  God,”  I thought,  as 
I walked  up  the  darkened  street  to  the  BenBow 
Inn,  “what  luck  in  finding  the  cure  and  what  bad 
luck  in  not  finding  out  the  name  of  the  leaf.” 

For  a moment,  I had  thought  I would  play  out 
Withering’s  role  and,  perhaps,  market  the  leaf 
through  one  of  our  philanthropic  and  ethical  drug 
companies.  I thought  of  a new  clinic  building, 
new  grants,  and  smiling  and  friendly  study  groups 
pouring  money  out  of  ancient  Greek  vases  into  a 
“headache  cure  unit.”  For  a second,  I envisioned 
hundreds  of  headachy  patients  entering  at  one 
door,  dropping  their  fee  into  a large  amphora,  and 
leaving  by  another  door,  radiantly  healthy  after 
swallowing  a thimbleful  of  the  Greek  leaf  extract. 

The  elusive  dream 

This  was  the  worst  of  daydreams.  I had  noth- 
ing left  to  tell  patients  and  students  of  headache 
except  that  all  we  have  are  fair  words  and  some  as- 
pirin. The  fair  words  imply  hard  work  on  the  pa- 
tients’ part  for  they  must  be  encouraged  to  reset 
the  lens  through  which  they  look  at  life;  they  must 
reassess  and  reshuffle  the  few  cards  of  assets  and 


liabilities  they  hold  in  their  hands.  In  Washingto- 
nian jargonese,  this  implies  a reassessment  of 
priorities  in  life  at  a very  personal  level.  In  short, 
as  Critias  remarked,  “The  pain  in  the  head  should 
compel  him  to  improve  his  mind.”  This  should 
indeed  be  our  unexpected  gain  from  the  headache. 

It  seemed  to  me  that  this  Platonic  fragment  is  a 
very  distinct  precursor  of  the  best  ideas  of  Freud 
and  his  school.  The  lines  written  by  Plato  in 
Greece  three-hundred  and  seventy-five  years  be- 
fore the  birth  of  Christ  could  easily  have  been 
written  by  Freud  in  Vienna  in  1905  or,  for  that 
matter,  by  Osier  in  Baltimore  at  the  same  time. 

A medical  panacea 

The  Greek  cure  is  good  medicine,  but  hard  for 
physicians  to  administer  in  that  they  are  always 
looking  for  the  name  of  that  elusive  leaf  promised 
early  in  the  dialogue  and  consumed  by  the  book- 
worm. Patients  find  the  Greek  cure  equally  diffi- 
cult to  accept  because  it  implies  very  hard  work  on 
their  part.  Patients  are  called  on  to  revise  old  at- 
titudes, look  at  personal  inadequacies  with  a clear 
eye,  and  make  an  attempt  at  inward  change.  A 
patient’s  headache  often  reflects  his  environment 
and  interpersonal  relationships,  his  fears,  and  his 
disappointments.  Such  patients,  their  uneven 
lives  filled  with  unrealized  hopes  and  surrounded 
by  the  fear  of  disease  and  death,  really  do  not  want 
fair  words  of  temperance  implanted  in  their  souls. 
They  will  not  or  cannot  grasp  at  the  hope  that 
“where  temperance  is,  there  health  is  speedily  im- 
parted, not  only  to  the  head  but  to  the  whole 
body.” 

To  the  contrary,  what  patients  hunger  for  is 
what  fed  that  imaginary  bookworm’s  appetite. 
They  all  want  that  multicolored  pill  that  will  re- 
lieve headache  entirely,  grant  sleep  at  night  and 
the  serenity  of  St.  Francis  by  day,  leave  no  side- 
effects,  and  cost  less  than  aspirin. 

Ideally,  one  capsule  taken  at  the  first  sign  of 
headache  should  be  sufficient  for  a lifetime.  If 
this  is  the  ideal  drug  we  all  seek,  how  unseemly  are 
the  Greek  physicians  who  insist  on  hard  mental 
work  and  the  revision  of  our  thinking.  It  js  no 
wonder  that  the  great  Aesculapian  Temple  at  Ep- 
idaurus  is  in  ruins  and  in  desperate  need  of  a 
building  program  grant,  while  the  headache  clinics 
of  our  time  are  flourishing. 

In  the  long  run,  the  best  medicine  we  have  is  de- ' 
rived  from  the  Greeks.  What  is  sensible  and  ex- 
cellent in  Western  medicine  is  Greek.  It  is  so- 
bering to  think  that  the  Thracian  physicians  as  de- 
scribed by  Plato  were  more  correct  than  many  of 
us  would  concede.  Hippocratic  medicine  is  distin- 1 
guished  by  balance,  a sunny  optimism,  and  re- 
markable common  sense.  At  least,  if  we  follow 
Greek  medicine  and  its  cure  for  the  usual  head-? 
ache  occasioned  by  life’s  unevenness,  we  would  not 
have  drugged,  lethargic,  stammering,  and  somno- 
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lent  individuals  sitting  in  front  of  us.  There  are 
times  when  I feel  I am  treating  pill  bottles  who 
somehow  have  acquired  arms  and  legs  rather  than 
patients  and  human  beings.  I have  had  the  good 
fortune  to  stumble  on  a new  discovery,  the  Greek 
cure  for  headache,  which,  if  applied,  might  help  us 
avoid  the  expensive,  useless,  and  sometimes  dan- 
gerous new  drugs  that  keep  pouring  out  of  drug 
factories  with  the  intensity  of  lava  pouring  down 
the  sides  of  an  active  volcano.  Drugging  a patient 
does  not  change  his  personality;  it  merely  submer- 
ges him  in  a sea  of  lethargy,  indifference,  and  som- 
nolence. When  the  drugs  are  withdrawn,  hard  re- 
ality returns  along  with  the  old  problems  and  the 
inadequate  methods  of  handling  them.  Mental 
stability  may  be  defined  as  the  capacity  to  make 
decisions;  certainly,  drugs  do  not  help  us  to  make 
these  decisions.  Attempts  at  change  are  continu- 
ing processes  that  cannot  be  achieved  by  three  to 
six  months  on  a so-called  tranquilizing  drug.  If 
this  method  were  applied  on  the  psychiatric  wards, 
they  would  become  noisier  and  more  chaotic.  At 
least,  that  is  more  human  than  the  sights  now  on 
these  wards,  such  as  patients  walking  about 
drugged,  somnolent,  parkinsonian,  and  sometimes 
with  grimacing  and  choreiform  movements  as  if 
possessed. 

The  “manuscript”  I had  the  good  fortune  to 
"discover”  has  recently  been  published  as  the  dia- 
logue Charmides  or  Temperance;  its  critics  re- 
mark that  the  Jowett  translation  is  superb.  I was 
particularly  happy  to  have  stumbled  on  those 
pages  for  they  gave  the  old  lobsterman  a chance  to 
retire  on  a bit  of  money.  I am  not  at  all  certain 
that  the  described  Greek  cure  has  done  much  for 
headache  patients,  but  there  is  some  talk  about 


Hyperbaric  oxygen  chamber 
may  substitute  for  transfusions 

A hyperbaric  oxygen  chamber  may  save  the  life  of  a 
seriously  anemic  patient  who  refuses  blood  transfusions 
because  of  religious  beliefs,  says  a report  in  the  May  20 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

Capt.  George  B.  Hart,  M.D.,  of  the  U.S.  Naval  Hospi- 
tal at  Long  Beach,  Calif.,  reports  on  successfully  treat- 
ing three  such  patients. 

"Treatment  of  blood  loss  anemia  in  patients  who,  for 
religious  beliefs,  refuse  blood  transfusion,  is  vexing,” 


setting  up  a controlled  study.  Again,  that  verita- 
ble model  of  clarity,  wit,  and  brevity  is  to  be  used, 
the  simple  30-page  protocol,  as  it  has  been  so  ef- 
fectively used  in  the  study  and  analysis  of  other 
medical  problems.  Money,  of  course,  is  a factor, 
but  someday  the  war  will  be  over,  and  the  head- 
ache registry  will  be  funded. 

1 realize  the  press  will  be  eager  to  publish  this 
discovery  immediately;  the  public  is  always  hun- 
gering and  clamoring  for  a cure  for  headache.  The 
New  York  Times  specializes  in  the  publication  of 
break-through  medical  discoveries  such  as  this  and 
always  reserves  a column  or  two  in  each  daily  edi- 
tion for  such  breakthroughs  on  the  first  page  of 
the  second  section. 

However,  I must  state  that  this  report  has  been 
submitted  and  accepted  for  publication  by  the 
Delphic  Press  for  their  July  9 issue  of  the  Oracle. 
The  Delphic  Press  is  located  at  606,  The  Sacred 
Way,  Delphi,  Greece,  one  block  above  the  Roman 
Agora  and  one-half  block  below  the  temple  of 
Apollo!  Jowett  and  I are  co-authors,  and  we  have 
expressed  our  appreciation  in  a footnote  to  Plato, 
King  Zamolxis,  and  the  other  involved  Greeks  who 
have  contributed  their  ideas  and  work.  The  usual 
grant  applications,  concerning  future  headache 
registries  and  regional  medical  headache-control 
clinics  that  will  employ  the  Greek  cure  for  head- 
ache, were  delivered  to  the  National  Institutes  of 
Health  by  Cephalonian  Van  Lines  last  week. 

930  Madison  Avenue 
Albany,  New  York  12208 
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says  Dr.  Hart.  He  points  out  that  serious  brain  damage 
could  occur  from  lack  of  oxygen  after  severe  blood  loss. 
The  oxygen  chamber  apparently  provides  the  necessary 
oxygen  to  get  the  patient  over  the  critical  stage  and  per- 
mit recovery  to  begin. 

The  3 patients,  all  seriously  ill,  were  transferred  to  the 
Long  Beach  Naval  Hospital  to  take  advantage  of  its  oxy- 
gen chamber.  They  were  each  placed  in  the  chamber, 
and  also  were  given  intravenous  fluids,  a balanced  saline 
solution. 

"Treatment  with  hyperbaric  oxygen  resulted  in  dra- 
matic improvement,  with  reversal  of  the  signs  and 
symptoms  of  hypoxia  in  all  3 patients,”  he  said. 
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Drug  Information* 


Questions  and  Answers 

Is  hypertension  a side-effect  of  the  “minipill”? 

Norethindrone  alone,  the  “minipill,”  in  a dose  of  0.35 
mg.  per  day,  is  available  as  an  oral  contraceptive  (Micro- 
nor,  Nor-Q.D.)+  but  is  less  effective  as  a contraceptive 
than  the  estrogen -progestogen  combinations. 

One  area  of  concern  is  the  effect  of  oral  contraceptives 
on  blood  pressure.  A review  of  the  literature  reveals  the 
incidence  of  hypertension  from  the  combination  prod- 
ucts ranges  from  a very  low  figure  to  15.5  per  cent.1 
This  rise  in  blood  pressure  is  sometimes  severe  but  is 
usually  reversible  after  withdrawal  of  the  drug.  The 
mechanism  for  the  blood  pressure  rise  is  uncertain,  but 
the  “pill”  has  been  shown  to  produce  changes  in  the 
renin-angiotensin-aldosterone  system  which  together 
with  other  sodium-retaining  effects  may  be  involved  in 
causing  blood  pressure  elevations.2 

Data  suggest  that  the  estrogenic  component  of  the 
combination  is  the  main  causative  factor  in  observed 
changes  in  the  renin-angiotensin  system.  While  the 
progestogens  may  not  be  a factor  in  the  renin  substrate 
stimulation,  this  does  not  exclude  the  possibility  that 
they  participate  in  pressor  reactions.3 

The  British  Committee  on  Safety  of  Drugs  and  others 
have  concluded  that  products  containing  no  more  than 
0.05  mg.  of  estrogen  per  tablet  appear  safer  from  the 
standpoint  of  vascular  side-effects  than  those  which 
contain  greater  amounts  of  estrogen.4 

Spellacy  and  Birk5  conducted  a study  involving  415 
women  with  normal  blood  pressure.  They  were  given 
either  individual  estrogens,  individual  progestogens,  or 
combination  oral  contraceptive  products.  In  addition,  a 
control  group  was  similarly  followed.  The  results 
showed  that  hypertension  occurred  with  the  use  of  the 
combination  contraceptives  in  the  mestranol  group  and 
in  the  ethinyl  estradiol  group;  both  mestranol  and  ethin- 
yl estradiol  are  used  as  estrogen  components  of  oral  con- 
traceptives. Blood  pressure  did  not  rise  in  the  control 
group,  the  progestogen-treated  group,  or  in  those  receiv- 
ing conjugated  estrogens.  The  study  also  revealed  that 
the  frequency  of  hypertension  was  significantly  greater 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Modell,  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989  or  (201)  445-4900, 
extension  131. 

' A second  “minipill”  has  recently  been  made  available  con- 
taining 0.075  mg.  of  the  synthetic  progestogen,  norgestrel  (Ov- 
erette). 


if  the  women  had  hypertension  in  a previous  pregnancy. 

In  personal  correspondence  a statement  was  made 
that  a rise  in  blood  pressure  has  rarely  been  seen  in  pa- 
tients on  the  “minipill”;  however,  they  do  recommend 
blood  pressure  evaluations  be  performed  in  all  patients 
receiving  oral  contraceptive  medication.6 

In  conclusion,  it  appears  that  adverse  effects  of  the 
oral  contraceptives  on  blood  pressure  are  related  to  pa- 
tient and  steroid  selection  and  that  rises  in  blood  pres- 
sure associated  with  the  “minipill”  have  rarely  been 
seen. 

1.  Weir,  R.  J.,  et  al .:  Blood  pressure  in  women  after  one 
year  of  oral  contraception,  Lancet  1:  467  (1971). 

2.  Meyler,  L.,  and  Herxheimer,  A.:  Side  Effects  of  Drugs, 
Amsterdam,  Excerpta  Medica,  1972,  vol.  7,  p.  547. 

3.  Laragh,  J.  H.:  Oral  contraceptive  hypertension,  Post- 
grad. Med.  52:  78  (Sept.)  1972. 

4.  Oral  contraceptives  and  thromboembolism,  M.  Letter  14: 
61  (Aug.  18)  1972. 

5.  Spellacy,  W.  N.,  and  Birk,  S.  A.:  The  effect  of  intrauter- 
ine devices,  oral  contraceptives,  estrogens,  and  progestogens  on 
blood  pressure.  Am.  J.  Obst.  & Gynec.  112:  912  (Apr.  1)  1972. 

6.  Based  on  personal  correspondence  between  Ben  Z. 
Taber,  M.D.,  Vice  President  of  Medical  Affairs  at  Syntex  Labo- 
ratories, Inc.,  and  our  staff. 

Do  you  have  any  information  concerning  a new  drug 
to  treat  levodopa-induced  dyskinesia? 

The  appearance  of  abnormal  involuntary  movements  • 
in  patients  with  Parkinson’s  disease  who  are  receiving 
levodopa  is  considered  a severe  and  potentially  trouble- 
some side-effect  of  this  treatment.  Its  incidence  ranges 
from  49  to  55  per  cent.  The  abnormal  movements  gen- 
erally are  considered  to  be  dose  related  and  often  occur 
after  prolonged  treatment.  Presently,  the  way  to  elimi- 
nate the  abnormal  movements  is  to  reduce  the  optimal 
dosage  of  levodopa,  which  results  in  a sacrifice  in  the 
control  of  extrapyramidal  symptoms.1 

The  etiology  of  levodopa-induced  dyskinesia  is  not 
completely  understood,  and  it  has  been  suggested  that 
stimulation  of  the  cholinergic  system  theoretically 
should  alleviate  dyskinesia. 

Recently,  Miller2  treated  11  patients  with  deanol 
(Deaner),  a drug  which  has  been  shown  to  cross  the 
blood -brain  barrier  following  oral  administration  and  to 
be  converted  to  acetylcholine  intracerebrally.3  (Deanol 
in  a dosage  range  of  25  to  100  mg.  is  presently  being  uti- 
lized as  an  adjunct  in  the  treatment  of  behavioral  prob- 
lems and  learning  difficulties  in  school-age  children  and 
has  been  employed  in  both  children  and  adults  in  treat- 
ment of  chronic  fatigue,  neurasthenia,  and  mild  depres- 
sion.) In  a dose  of  500  to  900  mg.  per  day,  deanol  com- 
pletely eliminated  the  levodopa-induced  dyskinesia  in  8 
out  of  the  1 1 patients  and  resulted  in  improvement  in  1 
patient.  Of  the  remaining  2 patients,  one  stopped  the 
treatment  because  of  a feeling  of  fatigue,  and  the  other 
exhibited  no  improvement.  Improvement  in  those  in 
whom  the  drug  was  beneficial  began  ten  to  fourteen 
days  after  initiation  of  treatment.  In  5 patients  treated 
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successfully  with  deanol,  placebo  was  substituted  after 
four  weeks,  and  dyskinesia  reappeared  within  three  to 
eight  days. 

In  conclusion,  this  study  suggests  that  deanol  may  be 
effective  in  combating  levodopa-induced  dyskinesia, 
and  further  studies  are  needed  to  substantiate  this  sig- 
nificant finding. 

1.  Tarsy,  D.,  Leopold,  N.,  and  Sax,  D.  S.:  Phvsostigmine  in 
choreiform  movement  disorders,  Neurology  24:  24  (Jan.)  1974. 

2.  Miller,  E.:  Deanol  in  the  treatment  of  levodopa-induced 
dyskinesia,  ibid.  24:  116  (Feb.)  1974. 

3.  American  Hospital  Formulary  Service,  Washington, 
D.C.,  American  Society  of  Hospital  Pharmacists,  1973,  vol.  28, 

p.  80. 

I recently  was  made  aware  that  there  is  an  interac- 
tion between  chloropromazine  (Thorazine)  and  antac- 
ids. How  significant  is  this,  and  does  it  involve  all  ant- 
acids? 

Recently,  reports  have  appeared  indicating  that  gel- 
type  antacids,  specifically  those  containing  aluminum 
hydroxide,  may  interfere  with  the  absorption  of  chlor- 
promazine  when  administered  concurrently.* 

Fann  et  al . 1 have  reported  a case  in  which  a patient 
who  was  undergoing  an  acute  psychotic  breakdown  and 
who  had  his  psychosis  well  controlled  on  chlorpromazine 
relapsed  within  three  days  after  being  placed  on  a regu- 
lar regimen  of  antacid  medication.  When  the  antacid 
was  discontinued  the  chlorpromazine  appeared  to  be 
again  clinically  effective.  They  then  studied  6 hospital- 
ized psychiatric  patients  who  were  given  liquid  chlor- 
promazine orally  alone  and  then  concomitantly  with  a 
gel  antacid  (Gelusil).  Plasma  levels  of  chlorpromazine 
were  significantly  lower  after  gel-type  antacid-chlorpro- 
mazine  combination  than  after  chlorpromazine  alone. 
Also  brain  hemogenates  from  rats  given  labeled  chlor- 
promazine with  an  antacid  showed  significantly  lower 
levels  of  isotope  as  compared  with  those  given  labeled 
chlorpromazine  without  antacid. 

A study  by  Forrest  et  al.2  was  designed  to  determine 
the  effect  of  aluminum  hydroxide  with  magnesium  hy- 
droxide (Aludrox)  on  urinary  chlorpromazine  excretion. 
The  administration  of  chlorpromazine  concomitantly 
with  the  antacid  significantly  reduced  the  chlorproma- 
zine excretion  rate.  The  authors  indicate  that  the  ant- 
acid acts  as  a physical  absorbent  when  administered  si- 
multaneously with  chlorpromazine,  thus  lowering  chlor- 
promazine efficiency. 

In  conclusion,  in  those  situations  in  which  it  is  neces- 
sary to  receive  both  chlorpromazine  and  an  antacid,  this 
interaction  may  be  minimized  by  administering  the  ant- 
acid one  hour  before  or  two  hours  after  the  administra- 
tion of  chlorpromazine  or  by  substituting  an  ionic-type 
antacid,  such  as  calcium  carbonate  and  glycine  (Titra- 
lac),  for  the  gel-type  antacid. 

1.  Fann,  W.  E.,  et  al.:  Chlorpromazine:  effects  of  antacids 
on  its  gastrointestinal  absorption,  J.  Clin.  Pharmacol.  13:  388 
(Oct.)  1973. 

2.  Forrest,  F.  M.,  et  al.:  Modification  of  chlorpromazine 
metabolism  by  some  other  drugs  frequently  administered  to 
psychiatric  patients,  Biol.  Psychiat.  2:  53  (Jan.)  1972. 

Is  there  a substitute  product  available  for  Alertonic 
since  it  is  no  longer  commercially  available? 

* Although  this  interaction  has  been  documented  for  chlor- 
promazine, other  phenothiazine  derivatives  theoretically  can  be 
expected  to  behave  similarly. 


This  agent  contained  pipradrol  hydrochloride  in  an 
aqueous  vehicle  and  was  recommended  as  a central  ner- 
vous system  stimulant.  At  one  time  it  was  also  recom- 
mended for  poor  appetite.  The  total  recommended 
daily  dose  of  45  ml.  contained  2 mg.  of  pipradrol  and 
was  to  be  administered  in  3 divided  doses  thirty  minutes 
before  meals.  Pipradrol  hydrochloride  is  still  presently 
available  in  tablets  containing  either  1 or  2.5  mg.  (Mera- 
tranbt 

Recently  the  effectiveness  of  this  amphetamine-like 
stimulant  was  tested  in  a double-blind  study.1  Pipra- 
drol was  administered  to  1 1 1 mildly  depressed  outpa- 
tients in  a dose  of  5 to  7.5  mg.  per  day.  To  be  included 
in  the  study,  it  was  necessary  for  patients  to  display  a 
moderate  degree  of  fatigue  or  lethargy  and  to  be  suffer- 
ing from  at  least  a mild  degree  of  depressed  mood. 
Only  a few  patient,  but  no  physician,  measures  indicat- 
ed any  superiority  of  pipradrol  over  placebo.  Pipradrol 
caused  significantly  more  side-effects  and  was  associ- 
ated with  significantly  more  anorexic  effects  and  weight 
loss  than  placebo.  Another  controlled  study  by  Brauzer 
and  coworkers2  found  a few  significant  treatment  differ- 
ences in  favor  of  pipradrol;  however,  differences  were 
observed  only  in  physician-executed  ratings  of  de- 
pressed mood  and  sadness  and  not  in  the  patient-com- 
pleted 35-item  neurotic  symptom  checklist. 

Present  results  thus  suggest,  at  most,  only  limited  ef- 
ficacy of  pipradrol  in  the  treatment  of  depressed  pa- 
tients. 

1.  Rickels,  K.,  et  al.:  Pipradrol  in  mild  depression:  a con- 
trolled study,  J.  Clin.  Pharmacol.  14:  127  (Feb. -Mar.)  1974. 

2.  Brauzer.  B.,  et  al.:  The  re-evaluation  of  a central  ner- 
vous stimulant:  pipradrol  hydrochloride,  Curr.  Therap.  Res. 

14:  780  (Dec.)  1972. 

Can  5-fluorouracil  be  given  by  mouth  to  treat  cancer 
of  the  gastrointestinal  tract? 

The  only  commercially  available  form  of  5-fluoroura- 
cil (5  F.U.)  for  internal  use  is  the  ampule  intended  for 
intravenous  use  only.  However,  although  not  approved 
by  the  FDA,  5-fluorouracil  has  been  used  orally  for 
many  years.  In  1966  Khung  et  al.1  reported  on  a trial  of 
oral  5-fluorouracil  in  patients  with  metastatic  cancer  of 
the  breast,  stomach,  colon,  and  rectum.  The  study  con- 
cluded that  the  use  of  oral  5-fluorouracil  in  solution  was 
a practical  form  of  therapy,  simple,  effective,  safe,  and 
as  well  tolerated  as  when  given  by  the  intravenous  route. 
The  oral  solution  was  prepared  by  adding  the  calculated 
intravenous  dose  (using  the  commercially  available  500 
mg.  per  10  ml.  ampule)  to  50  ml.  of  tap  water. 

In  another  study  in  which  oral  5-fluorouracil  was 
used,  Lahiri  et  al.2  concluded  that  it  was  both  safe  and 
effective  in  treatment  of  metastatic  colorectal  carcino- 
ma. Once  again,  the  intravenous  form  was  used  added 
to  either  water  or  fruit  juice. 

In  a review  article  on  the  use  of  5-fluorouracil  for  gas- 
trointestinal neoplasia,  Kaufman3  stated  that  oral  ad- 
ministration is  safe,  palatable  when  mixed  with  grape- 
fruit juice  or  similar  diluent,  well  tolerated,  and  effec- 
tive. He  concluded  that  oral  and  intravenous  5-fluo- 
rouracil seemed  to  have  equivalent  effectiveness  and 
similar  toxicity. 

Bruckner  and  Creasey4  recently  presented  data  on  the 
urinary  excretion  and  plasma  concentration  of  5-fluo- 
rouracil after  intravenous  and  oral  therapy.  They  re- 

t Editors’  note:  We  believe  that  this  product  will  also  be  re- 
moved from  the  market  due  to  present  FDA  regulations. 
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ported  that  when  5-fluorouracil  was  administered  by 
mouth  the  drug  concentrations  in  both  blood  and  urine 
were  comparable  to  and  more  sustained  than  those 
achieved  after  intravenous  injection  in  4 of  7 patients. 
This  finding  served  as  evidence  that  the  same  precau- 
tions against  drug  side-effects  should  be  taken  with  oral 
as  with  intravenous  therapy.  Further  it  showed  that 
oral  intravenous  administration  could  result  in  different 
blood  levels  of  5-fluorouracil.  One  patient  who  failed  to 
respond  to  5-fluorouracil  intravenously  responded  to 
oral  5-fluorouracil. 

In  conclusion,  the  administration  of  5-fluorouracil 
orally  has  been  shown  to  be  effective  in  certain  diseases. 
However,  its  use  by  this  route  is  considered  experimen- 
tal. 

1.  Khung,  C.  L.,  et  al. : A clinical  trial  of  oral  5-fluoroura- 
cil,  Clin.  Pharmacol.  Ther.  7:  527  (1966). 

2.  Lahiri,  S.  R.,  et  al.:  Treatment  of  metastatic  colorectal 
carcinoma  with  5-fluorouracil  by  mouth,  Cancer  28:  902  (Oct.) 
1971. 

3.  Kaufman,  S.:  5-Fluorouracil  in  the  treatment  of  gas- 

trointestinal neoplasia,  New  England  J.  Med.  288:  199  (Jan.  25) 
1973. 

4.  Bruckner,  H.  W.,  and  Creasey,  W.  A.:  The  administra- 
tion of  5-fluorouracil  by  mouth,  Cancer  33:  14  (Jan.)  1974. 

Since  different  doses  of  protamine  sulfate  are  re- 
quired to  neutralize  heparin  derived  from  intestinal 
mucosa  from  that  derived  from  lung  tissue,  is  there  a 
therapeutic  difference  between  the  two  types  of  hepa- 
rin? 

There  is  a difference  in  potency  of  heparin  derived 
from  various  tissues  on  a milligram  basis,  but  the  thera- 
peutic response  is  the  same  provided  equal  units  (mea- 
surement of  activity)  are  prescribed.1  The  Pharmaco- 
peia of  the  United  States  states  that  1 mg.  of  heparin 
sodium  from  lung  tissue  possesses  an  activity  of  not  less 
than  120  USP  units,  while  1 mg.  of  heparin  sodium  from 
other  tissue  (intestinal  mucosa),  a more  potent  heparin, 
has  not  less  than  140  USP  units  of  activity.2  A pre- 
scribed dose  of  100  mg.  of  heparin  would  contain  at  least 
12,000  units  of  heparin  if  derived  from  lung  tissue  and  at 
least  14,000  units  of  heparin  if  derived  from  intestinal 
mucosa.  However,  a dose  prescribed  in  units  would 
provide  the  same  degree  of  response  regardless  of  the 
source  of  heparin.  Thus  the  dosage  of  heparin  should 
always  he  stated  in  units  of  activity  rather  than  milli- 
grams. 

Protamine  sulfate  neutralizes  heparin  as  an  acid-base 
reaction;  1 mEq.  of  each  is  required  for  neutralization 
and  reacts  to  a given  weight  of  heparin  rather  than  to  an 
amount  of  activity.3  Since  the  activities  of  the  two 
types  of  heparin  are  different  on  a weight  basis,  1 mg.  of 
protamine  sulfate  will  neutralize  80  units  of  the  less  po- 


tent heparin  derived  from  lung  and  100  units  of  the 
more  potent  heparin  derived  from  intestinal  mucosa. 

1.  Baltes,  B.,  et  al.:  Comparison  of  anticoagulant  activity 
of  two  preparations  of  purified  heparin,  Clin.  Pharmacol  Ther. 
14:  287  (Mar.-Apr.)  1973. 

2.  Pharmacopeia  of  the  United  States,  18th  rev.,  Easton, 
Pennsylvania,  Mack  Printing  Company,  1970,  p.  629. 

3.  Prus,  R.  M.:  Heparins  and  heparin,  units,  J.A.M.A.  228: 
569  (Apr.  29)  1974. 

Do  you  have  any  information  concerning  the  possi- 
bility of  amphetamines  increasing  the  risk  of  cancer? 

Two  teams  of  scientists  have  warned  that  persons  tak- 
ing diet  pills  may  be  at  increased  risk  of  Hodgkin’s  dis- 
ease. Preliminary  data  based  on  a study  of  100  Hodg- 
kin’s disease  patients  and  100  matched  controls  indicat- 
ed that  patients  with  Hodgkin’s  disease  were  more  than 
six  times  as  likely  to  have  taken  amphetamines,  usually 
for  weight  control,  within  two  years  of  becoming  ill.1 

Berry2  described  a case  of  acute  myeloblastic  leuke- 
mia in  a twenty-four-year-old  amphetamine  addict. 
The  addict  had  taken  massive  doses  of  this  drug  over 
more  than  two  years.  This  report  discussed  the  known 
hematologic  effects  of  amphetamine  and  speculated  that 
the  association  might  not  be  due  to  simple  coincidence. 

These  preliminary  findings  must  be  repeated  and 
confirmed  by  other  researchers;  meanwhile,  the  possibil- 
ity of  producing  malignant  lymphoma  as  well  as  the  pos- 
sibility of  activating  a dormant  malignant  condition  by 
amphetamines  that  stimulate  lymphoid  tissue  must  not 
be  ignored. 

1.  Amphetamines — Hodgkin’s  disease,  Med.  World  News 
15: 15  (Feb.  15)  1974. 

2.  Berry,  J.  N.:  Acute  myeloblastic  leukemia  in  a benze-  I 

drine  addiction.  South.  M.  J.  59:  1169  (Oct.)  1966. 
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Obituaries 


Frank  Joseph  Accarino,  M.D.,  of  The  Bronx,  died  on 
April  25  at  the  age  of  seventy-five.  Dr.  Accarino  gradu- 
ated in  1923  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Carl  Robert  Ackerman,  M.D.,  of  The  Bronx  and  Glen 
Cove,  died  on  May  31  at  the  age  of  sixty-eight.  Dr.  Ack- 
erman graduated  in  1930  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  an  attending 
surgeon  at  Union  Hospital  of  The  Bronx  and  a consult- 
ing surgeon  at  Morrisania  City  Hospital.  Dr.  Ackerman 
was  a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ignacy  Igor  Alter,  M.D.,  of  Brooklyn,  died  on  January 
31  at  the  age  of  sixty-three.  Dr.  Alter  received  his  med- 
ical degree  from  the  University  of  Lwow  in  1940.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leonora  Andersen,  M.D.,  of  Minneapolis,  Minnesota, 
formerly  of  New  York  City,  died  on  April  21  at  the  age 
of  eighty-three.  Dr.  Andersen  graduated  in  1929  from 
the  University  of  Minnesota  Medical  School.  Retired, 
she  had  been  a consulting  physician  in  arthritis  at  the 
New  York  Infirmary.  Dr.  Andersen  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a member 
of  the  American  Rheumatism  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Daniel  Clifton  Baker,  M.D.,  of  New  York  City,  died  on 
June  2 at  the  age  of  sixty-five.  Dr.  Baker  graduated  in 
1933  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  director  of  the  Department  of  Otolaryngology 
and  an  attending  physician  in  otolaryngology  at  The 
Presbyterian  Hospital,  a consulting  bronchoscopist  at 
New  Rochelle  Hospital,  a consulting  otolaryngologist  at 
Manhattan  Eye,  Ear  and  Throat  Hospital  and  at  St. 
Luke’s  Hospital  Center.  Dr.  Baker  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the  Amer- 
ican Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Laryngological  Association,  the  American 
Laryngological,  Rhinological  and  Otological  Society,  the 
American  Broncho-Esophagological  Association,  the 
New  York  Academy  of  Medicine,  the  New  York  Otologi- 
cal Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Hans  Behrendt,  M.D.,  of  The  Bronx,  died  on  May  11 
at  the  age  of  eighty.  Dr.  Behrendt  received  his  medical 
degree  from  the  University  of  Konigsberg  in  1920.  He 
was  an  assistant  (affiliate)  pediatrician  at  Metropolitan 
Hospital.  Dr.  Behrendt  was  a Diplomate  of  the  Ameri- 
can Board  of  Pediatrics  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Berlatt,  M.D.,  of  Newburgh,  died  on  August  8, 
1973.  Dr.  Berlatt  graduated  in  1930  from  New  York 
Medical  College.  He  was  a member  of  the  American 
Psychiatric  Association. 

Louis  Emmet  Blanchard,  M.D.,  of  Las  Vegas,  Nevada, 
formerly  of  Buffalo,  died  on  November  24,  1973,  at  the 
age  of  seventy-nine.  Dr.  Blanchard  graduated  in  1919 
from  Yale  University  School  of  Medicine.  Retired,  he 
was  a member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Victor  Michael  Breen,  M.D.,  of  Dansville,  died  on 
April  7 at  the  age  of  sixty.  Dr.  Breen  graduated  in  1940 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  a surgeon  on  the  medical  staff  at  Dansville  Memori- 
al Hospital.  Dr.  Breen  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Livingston  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alexander  F.  Carson,  M.D.,  of  Oneonta,  died  on  April 
22  at  the  age  of  seventy-nine.  Dr.  Carson  graduated  in 
1924  from  Syracuse  University  College  of  Medicine.  He 
was  an  attending  physician  in  physical  medicine  and  re- 
habilitation at  the  Aurelia  Osborn  Fox  Memorial  Hospi- 
tal. Dr.  Carson  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Otsego  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  Chisena,  M.D.,  of  Northport,  died  on  May  4 at 
the  age  of  sixty-five.  Dr.  Chisena  graduated  in  1934 
from  Long  Island  College  of  Medicine.  He  was  a staff 
physician  at  the  Veterans  Administration  Hospital.  Dr. 
Chisena  was  a member  of  the  New  York  Cardiological 
Society,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Philip  Cirincione,  M.D.,  of  Pelham  Manor,  died  on 
February  27  at  the  age  of  seventy-eight.  Dr.  Cirincione 
graduated  in  1930  from  Boston  University  School  of 
Medicine.  He  was  a member  of  the  Bronx  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


August  1974'  New  York  State  Journal  of  Medicine  1679 


Franklin  Turner  Clark,  M.D.,  of  Niagara  Falls,  died 
on  February  15  at  the  age  of  seventy-six.  Dr.  Clark 
graduated  in  1922  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a senior  attending  family  practi- 
tioner at  Niagara  Falls  Memorial  Medical  Center.  Dr. 
Clark  was  a member  of  the  American  Academy  of  Fami- 
ly Physicians,  the  Niagara  Falls  Academy  of  Medicine, 
the  Niagara  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Nathaniel  A.  Cohen,  M.D.,  of  Forest  Hills,  died  on 
April  29  at  the  age  of  sixty-one.  Dr.  Cohen  graduated  in 
1937  from  Long  Island  College  of  Medicine.  He  was  di- 
rector of  internal  medicine  at  Parkway  Hospital.  Dr. 
Cohen  was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine,  a Fellow  of  the  American  College  of  Phy- 
sicians, and  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Sidney  Cohn,  M.D.,  of  Scarsdale,  died  on  January  2 at 
the  age  of  eighty-seven.  Dr.  Cohn  graduated  in  1909 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  surgeon  at  Bronx-Leba- 
non  Hospital  Center.  Dr.  Cohn  was  a member  of  the 
New  York  Academy  of  Medicine,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Henry  Irving  Colman,  M.D.,  of  Forest  Hills,  died  on 
April  9 at  the  age  of  sixty-seven.  Dr.  Colman  graduated 
in  1931  from  Tufts  University  School  of  Medicine.  He 
was  director  of  gynecology  at  Parkway  Hospital.  Dr. 
Colman  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

May  Meyer  Friedman,  M.D.,  of  New  York  City,  died 
on  May  3 at  the  age  of  ninety-one.  Dr.  Friedman  re- 
ceived her  medical  degree  from  the  University  of  Vienna 
in  1909.  She  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Friedman,  M.D.,  of  Brooklyn,  died  on  April  12 
at  the  age  of  seventy-four.  Dr.  Friedman  received  his 
medical  degree  from  the  University  of  Cluj  in  1924.  He 
was  an  attending  physician  at  Brooklyn-Cumberland 
Medical  Center.  Dr.  Friedman  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

John  Carl  A.  Gerster,  M.I).,  of  New  York  City,  died  on 
May  22  at  the  age  of  ninety-two.  Dr.  Gerster  graduated 
in  1905  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  surgeon  at  Lenox 
Hill  Hospital.  Dr.  Gerster  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  As- 


sociation for  the  Surgery  of  Trauma,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical  Society, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Morris  Goldman,  M.D.,  of  Jamaica  and  Hollis,  died  on 
May  14  at  the  age  of  sixty-six.  Dr.  Goldman  graduated 
in  1931  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  anesthesiologist  at  Jewish 
Hospital  and  Medical  Center  of  Brooklyn  and  at  Green- 
point  Hospital.  Dr.  Goldman  was  a Diplomate  of  the 
American  Board  of  Anesthesiology,  a Fellow  of  the 
American  College  of  Anesthesiologists,  and  a member  of 
the  American  Society  of  Anesthesiologists,  Inc.,  the  New 
York  State  Society  of  Anesthesiologists,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Gross,  M.D.,  of  New  York  City,  died  on  April 
19  at  the  age  of  eighty-four.  Dr.  Gross  graduated  in 
1914  from  New  York  University  Medical  School.  He 
was  a consulting  pediatrician  at  Sydenham  Hospital. 
Dr.  Gross  was  a Diplomate  of  the  American  Board  of  Pe- 
diatrics and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Kenneth  Gibson  Hancher,  M.D.,  of  Pelham,  died  on 
April  12  at  the  age  of  eighty-two.  Dr.  Hancher  gradu- 
ated in  1922  from  Cornell  University  Medical  College. 
He  was  a member  of  the  American  Geriatrics  Society, 
the  Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Dora  Hartmann,  M.D.,  of  New  York  City,  died  on 
April  21  at  the  age  of  seventy-one.  Dr.  Hartmann  re- 
ceived her  medical  degree  from  the  University  of  Vienna 
in  1925.  She  was  a member  of  the  American  Psychoan- 
alytic Association,  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hyman  Hershberg,  M.D.,  of  The  Bronx,  died  on  May  2 
at  the  age  of  eighty-four.  Dr.  Hershberg  graduated  in 
1916  from  Albany  Medical  College.  Dr.  Hershberg  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  E.  Hollander,  M.D.,  of  New  York  City,  died 
on  May  2 at  the  age  of  fifty-seven.  Dr.  Hollander  grad- 
uated in  1945  from  Georgetown  University  School  of 
Medicine.  He  was  an  assistant  attending  psychiatrist  at 
Kings  County  Hospital  Center.  Dr.  Hollander  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Franz  C.  Jost,  M.D.,  of  New  York  City,  died  on  May  5 
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at  the  age  of  seventy-four.  Dr.  Jost  received  his  medical 
degree  from  the  University  of  Innsbruck  in  1924.  He 
was  an  honorary  senior  member  of  the  staff  in  medicine 
at  St.  Vincent’s  Hospital  and  Medical  Center  of  New 
York  and  a staff  physician  at  the  New  York  City  Veter- 
ans Administration  Hospital.  Dr.  Jost  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Leo  A.  Kallen,  M.D.,  of  New  York  City,  died  on  May  14 
at  the  age  of  seventy-nine.  Dr.  Kallen  graduated  in 

1925  from  Tufts  University  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Surgery,  the  Ameri- 
can Geriatrics  Society,  the  New  York  Rhino-Otolaryn- 
gological  Society,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Benno  Kastan,  M.D.,  of  New  York  City,  died  on  May 
17.  Dr.  Kastan  received  his  medical  degree  from  the 
University  of  Berlin  in  1921. 

Herbert  Katzev,  M.D.,  of  New  York  City,  died  on  April 
4 at  the  age  of  sixty-eight.  Dr.  Katzev  graduated  in 
1935  from  the  Royal  Colleges  of  Physicians  and  Sur- 
geons of  Edinburgh  and  Glasgow.  He  was  an  associate 
attending  physician  in  pulmonary  disease  at  Jewish  Me- 
morial Hospital.  Dr.  Katzev  was  a Fellow  of  the  Ameri- 
can College  of  Chest  Physicians  and  a member  of  the 
American  Thoracic  Society,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  F.  Kelley,  M.D.,  of  New  Hartford,  died  on  May 
27  at  the  age  of  seventy-three.  Dr.  Kelley  graduated  in 

1926  from  Syracuse  University  College  of  Medicine.  He 
was  an  honorary  member  of  the  medical  staff  at  St. 
Luke’s-Memorial  Hospital  Center  (Utica)  and  an  at- 
tending surgeon  at  St.  Elizabeth’s  Hospital.  Dr.  Kelley 
was  a member  of  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Morris  Kennedy,  M.D.,  of  Gloversville,  died  on  De- 
cember 28,  1973,  at  the  age  of  eighty-seven.  Dr.  Kenne- 
dy graduated  in  1908  from  Long  Island  College  Hospi- 
tal. He  was  an  honorary  member  of  the  medical  staff  in 
medicine  at  Nathan  Littauer  Hospital.  Dr.  Kennedy 
was  a member  of  the  Fulton  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clara  Kornfeld,  M.D.,  of  New  York  City,  died  on  De- 
cember 11,  1973,  at  the  age  of  seventy-eight.  Dr.  Korn- 
feld received  her  medical  degree  from  the  University  of 
Budapest  in  1918.  She  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


William  George  Lancellotti,  M.D.,  of  Brooklyn,  died 
on  April  22  at  the  age  of  seventy.  Dr.  Lancellotti  gradu- 
ated in  1926  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  associate  attending 
gastroenterologist  at  St.  Mary’s  Hospital.  Dr.  Lancel- 
lotti was  a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Samuel  Levine,  M.D.,  of  Brooklyn,  died  on 
April  29  at  the  age  of  seventy-three.  Dr.  Levine  gradu- 
ated in  1924  from  Long  Island  College  Hospital.  He 
was  an  associate  attending  physician  in  internal  medi- 
cine at  Brooklyn-Cumberland  Medical  Center,  an  at- 
tending physician  in  internal  medicine  at  Community 
Hospital  of  Brooklyn,  and  an  assistant  emeritus  physi- 
cian in  medicine  at  Maimonides  Medical  Center.  Dr. 
Levine  was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine,  a Fellow  of  the  American  College  of  Phy- 
sicians, and  a member  of  the  New  York  Academy  of 
Medicine,  the  Clinical  Society,  New  York  Diabetes  As- 
sociation, the  New  York  Cardiological  Society,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Carmel  Edward  Lo  Presti,  M.D.,  of  Astoria,  died  on 
May  15  at  the  age  of  sixty-five.  Dr.  Lo  Presti  received 
his  medical  degree  from  the  University  of  Naples  in 
1933.  He  was  a consulting  obstetrician  and  gynecologist 
at  Astoria  General  Hospital.  Dr.  Lo  Presti  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  Pan  American  Medi- 
cal Association,  the  New  York  Academy  of  Medicine, 
the  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  Lowrenbraun,  M.D.,  of  Yonkers,  died  on 
May  2 at  the  age  of  seventy.  Dr.  Lowenbraun  gradu- 
ated in  1928  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Jacob  L.  Moreno,  M.D.,  of  Beacon  and  New  York  City, 
died  on  May  14  at  the  age  of  eighty-three.  Dr.  Moreno 
received  his  medical  degree  from  the  University  of  Vien- 
na in  1917.  He  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  and  a member  of  the 
American  Psychiatric  Association,  the  New  York  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Hugh  Mulholland,  M.D.,  of  New  York  City,  died 
on  May  16  at  the  age  of  seventy-three.  Dr.  Mulholland 
graduated  in  1925  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a consulting  surgeon  at 
Bellevue,  New  York  City  Veterans  Administration  Hos- 
pital, Beth  Israel  Hospital,  French  and  Polyclinic  Medi- 
cal School  and  Health  Center,  and  Caledonian  Hospital. 
Dr.  Mulholland  was  a Diplomate  of  the  American  Board 
of  Surgery,  a Fellow  of  the  American  College  of  Sur- 
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geons,  and  a member  of  the  American  Surgical  Society, 
the  Society  for  Experimental  Biology  and  Medicine,  the 
American  Association  for  the  Surgery  of  Trauma,  the 
New  York  Academy  of  Medicine,  and  the  New  York 
Surgical  Society. 

Leon  Clifford  Passino,  M.D.,  of  Malone,  died  on  No- 
vember 26,  1973,  at  the  age  of  sixty-four.  Dr.  Passino 
graduated  in  1934  from  the  McGill  University  Faculty  of 
Medicine.  He  was  an  attending  physician  at  the  Alice 
Hyde  Memorial  Hospital.  Dr.  Passino  was  a member  of 
the  American  Geriatrics  Society,  the  Franklin  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  Carl  Philips,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  Babylon,  died  on  November  18,  1973,  at  the 
age  of  seventy-two.  Dr.  Philips  graduated  in  1927  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Leonard  Plechavicius,  M.D.,  of  Yonkers,  died  on 
March  18  at  the  age  of  seventy-three.  Dr.  Plechavicius 
received  his  medical  degree  from  the  University  of  Kau- 
nas in  1932.  He  was  a senior  member  of  the  medical 
staff  in  family  practice  at  St.  Joseph’s  Hospital.  Dr. 
Plechavicius  was  a member  of  the  Westchester  Academy 
of  Medicine,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Abraham  Charles  Posner,  M.D.,  of  The  Bronx,  died 
on  April  28  at  the  age  of  seventy-six.  Dr.  Posner  gradu- 
ated in  1920  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  obstetrician  and 
gynecologist  at  Harlem,  Misericordia  Hospitals,  Bronx- 
Lebanon  Hospital  Center,  French  and  Polyclinic  Medi- 
cal School  and  Health  Center,  and  St.  Joseph’s  (Yon- 
kers) Hospital.  Dr.  Posner  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  New  York  Obstetrical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Constantine  George  Psaki,  M.D.,  of  Wantagh  died  on 
May  28  at  the  age  of  eighty-four.  Dr.  Psaki  graduated 
in  1913  from  Georgetown  University  School  of  Medi- 
cine. He  was  a consulting  physician  in  physical  medi- 
cine and  rehabilitation  at  Mercy  (Rockville  Centre)  and 
Pilgrim  State  (West  Brentwood)  Hospitals.  Dr.  Psaki 
was  a Diplomate  of  the  American  Board  of  Physical 
Medicine  and  Rehabilitation  and  a member  of  the 
American  Academy  of  Physical  Medicine  and  Rehabili- 
tation, the  Industrial  Medical  Association,  the  American 
Geriatrics  Society,  and  the  Nassau  County  Academy  of 
Medicine. 

Max  Rabbiner,  M.I).,  of  Newark,  New  Jersey,  died  on 
April  26  at  the  age  of  eighty.  Dr.  Rabbiner  graduated  in 
1922  from  University  and  Bellevue  Hospital  Medical 


College.  He  was  an  associate  otolaryngologist  emeritus 
at  Maimonides  Medical  Center  (Brooklyn).  Dr.  Rab- 
biner was  a Diplomate  of  the  American  Board  of  Otolar- 
yngology and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology. 

Virgil  Jacob  Sager,  M.D.,  of  Schenectady,  died  on 
March  26  at  the  age  of  sixty.  Dr.  Sager  graduated  in 
1940  from  Syracuse  University  College  of  Medicine.  He 
was  an  assistant  attending  surgeon  at  St.  Clare’s  Hospi- 
tal, and  associate  attending  surgeon  on  the  medical  staff 
at  Ellis  Hospital,  and  an  attending  surgeon  at  Bellevue 
Maternity  Hospital.  Dr.  Sager  was  a member  of  the 
Schenectady  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Gustav  Salomon,  M.D.,  of  New  York  City,  died  on 
April  7 at  the  age  of  eighty.  Dr.  Salomon  received  his 
medical  degree  from  the  University  of  Frankfurt  in 
1920.  He  was  an  assistant  attending  allergist  at  Jewish 
Memorial  Hospital.  Dr.  Salomon  was  a Fellow  of  the 
American  College  of  Allergists  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Henry  A.  Schlesinger,  M.D.,  of  Brooklyn,  died  on 
April  16  at  the  age  of  sixty-four.  Dr.  Schlesinger  gradu- 
ated in  1937  from  the  University  of  Vermont  College  of 
Medicine.  He  was  a member  of  the  American  Academy 
of  Family  Physicians,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Joseph  Schweigert,  M.D.,  of  Buffalo,  died  on 
May  23  at  the  age  of  sixty-two.  Dr.  Schweigert  gradu- 
ated in  1939  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  physician  in  medicine 
at  Sisters  of  Charity  Hospital  of  Buffalo.  Dr.  Schweig- 
ert was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  New  York  State  Society  of  Internal  Medi- 
cine, the  Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Roy  Milne  Seideman,  M.D.,  of  Jamaica,  died  on  March 
19  at  the  age  of  sixty-one.  Dr.  Seideman  graduated  in 
1936  from  Long  Island  College  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Family  Physi- 
cians, the  Society  of  Nuclear  Medicine,  the  American 
Public  Health  Association,  the  American  Geriatrics  So- 
ciety, the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Vincent  Sheedy,  M.D.,  of  Syracuse,  died  on  May 
8 at  the  age  of  sixty-six.  Dr.  Sheedy  graduated  in  1933 
from  St.  Louis  University  School  of  Medicine.  He  was 
an  attending  general  practitioner  at  St.  Mary’s  Hospital 
and  a senior  obstetrician  and  gynecologist  at  Commu- 
nity-General Hospital  of  Greater  Syracuse.  Dr.  Sheedy 
was  a member  of  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Frank  F.  Sornberger,  M.D.,  of  Cortland,  died  on  De 
cember  25,  1973,  at  the  age  of  ninety-two.  I)r.  Sornber- 
ger graduated  in  1909  from  Syracuse  University  College 
of  Medicine.  He  was  a member  of  the  Radiological  So- 
ciety of  North  America,  Inc.,  the  Cortland  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frank  Spielman,  M.D.,  of  New  York  City,  died  on  May 
11  at  the  age  of  seventy-two.  Dr.  Spielman  graduated 
in  1924  from  Tufts  University  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Arthur  Stern,  M.D.,  of  New  York  City,  died  on  May  19 
at  the  age  of  seventy-one.  Dr.  Stern  graduated  in  1927 
from  Long  Island  College  Hospital.  He  was  an  associate 
attending  physician  in  medicine  and  an  associate  at- 
tending allergist  at  Harlem  Hospital  Center,  and  an  as- 
sistant attending  physician  in  medicine  at  Flower  and 
Fifth  Avenue  Hospitals.  Dr.  Stern  was  a member  of  the 
American  Academy  of  Allergy,  the  American  Geriatrics 
Society,  the  American  Association  for  Cancer  Research, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Herman  M.  Sternberg,  M.D.,  of  New  York  City,  died 
on  April  24  at  the  age  of  seventy-three.  Dr.  Sternberg 
received  his  medical  degree  from  the  University  of  Vien- 
na in  1925.  He  was  a Diplomate  of  the  American  Board 
of  Orthopedic  Surgery  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

St  Elmo  Ensdor  Taylor,  M.D.,  of  Brooklyn,  died  on 
April  5 at  the  age  of  seventy-four.  Dr.  Taylor  graduated 
in  1926  from  the  McGill  University  Faculty  of  Medicine. 
He  was  an  associate  attending  dermatologist  at  Brook- 
lyn-Cumberland  Medical  Center.  Dr.  Taylor  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Henry  Tobin,  M.D.,  of  Mount  Vernon,  died  on 
April  19  at  the  age  of  sixty-one.  Dr.  Tobin  graduated  in 
1938  from  George  Washington  University  School  of 
Medicine.  He  was  chief  of  dermatology  at  Mount  Ver- 
non Hospital  and  an  associate  attending  dermatologist 
at  Lawrence  and  University  Hospitals.  Dr.  Tobin  was  a 
Diplomate  of  the  American  Board  of  Dermatology,  Inc., 


and  a member  of  the  American  Academy  of  Dermatolo- 
gy, the  New  York  Academy  of  Medicine,  the  Westches- 
ter County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Frederick  B.  Traub,  M.D.,  of  New  York  City  and 
Brooklyn,  died  on  May  8 at  the  age  of  sixty-three.  Dr. 
Traub  received  his  medical  degree  from  Charles  Univer- 
sity of  Prague  in  1936.  He  was  chief  of  microbiology  at 
•Jewish  Hospital  and  Medical  Center  of  Brooklyn  and 
also  director  of  the  Blood  Bank  there.  Dr.  Traub  was  a 
Diplomate  of  the  American  Board  of  Pathology  (Clinical 
Microbiology),  a Fellow  of  the  College  of  American  Pa- 
thologists, and  a member  of  the  American  Association  of 
Immunologists,  the  American  Society  of  Clinical  Pathol- 
ogists, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Clifford  Sharp  Trimmer,  M.D.,  of  Montclair,  New 
Jersey,  formerly  of  New  York  City,  died  on  January  8 at 
the  age  of  eighty-two.  Dr.  Trimmer  graduated  in  1918 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine. He  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Daniel  R.  Tronolone,  M.D.,  of  Buffalo,  died  on  April 
18  at  the  age  of  seventy-eight.  Dr.  Tronolone  graduated 
in  1922  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Aaron  Wagner,  M.D.,  of  Buffalo,  died  on  May  5 at  the 
age  of  thirty-seven.  Dr.  Wagner  graduated  in  1933  from 
the  University  of  Buffalo  School  of  Medicine.  He  was 
an  attending  general  practitioner  at  Millard  Fillmore 
Hospital  and  an  associate  attending  physician  in  medi- 
cine at  Lafayette  General  Hospital.  Dr.  Wagner  was  a 
Diplomate  of  the  American  Board  of  Family  Physicians 
and  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

A.  Harold  Willard,  M.D.,  of  The  Bronx,  died  in  Febru- 
ary at  the  age  of  ninety.  Dr.  Willard  graduated  in  1908 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Medical  Meetings 


Three-day  international  conference 
on  the  physician  and  population  change 

From  September  4-6,  1974,  in  Stockholm,  Sweden, 
the  World  Medical  Association  in  association  with  The 
World  Federation  for  Medical  Education,  The  Interna- 
tional Planned  Parenthood  Federation,  and  The  World 
Health  Organization  will  convene  to  provide  a world 
forum  in  which  the  physician  can  examine,  with  experts 
from  other  disciplines,  the  responsibilities  and  opportu- 
nities facing  the  physician  in  meeting  the  present  world 
population  challenge  and  to  recommend  action  to  be 
taken  by  the  physician  as  practitioner,  family  counselor, 
teacher,  organizer,  research  scientist,  and  leader  of  pub- 
lic thought  and  action. 

Conference  secretary  is:  Sir  William  Refshauge,  Sec- 
retary General,  The  World  Medical  Association,  Inc.,  10 
Columbus  Circle,  New  York,  New  York  10019. 

Annual  meeting 

The  annual  meeting  of  the  New  York  State  Chapter  2, 
District  11,  American  Academy  of  Pediatrics,  will  be 
held  on  Wednesday,  October  2,  1974,  at  the  Internation- 
al Hotel,  JFK  Airport. 

For  further  information,  please  contact:  James 

Lione,  M.D.,  Treasurer,  42-25  80th  Street,  Elmhurst, 
N.Y.  11373. 

Weekend  seminar 

The  Center  for  the  Study  of  Aging,  Inc.,  presents 
“Fitness  After  Fifty — Relaxation  and  Physical  Fitness,” 
a weekend  seminar  on  professional  and  practical  lec- 
tures, workshops  and  demonstrations  on  relaxation,  re- 
search, techniques,  and  applications  on  October  4-6, 
1974,  at  the  Institute  on  Man  and  Science,  Rensselaer- 
vilie,  New  York. 

Among  the  nationally  prominent  speakers  will  be: 
Josephine  Rathbone,  author  of  “Relaxation”;  Raymond 
Harris,  M.D.,  Chief,  Subdepartment  of  Cardiovascular 
Medicine,  St.  Peter’s  Hospital  and  author  of  “The  Man- 
agement of  Geriatric  Cardiovascular  Disease;  Jerome 
Lettvin,  M.D.,  of  Harvard  Medical  School;  and  Maggie 
Littvin,  author  of  “The  Beautiful  Machine.” 

Cooperating  agencies  include  the  National  Council  on 
the  Aging,  National  Graduate  University,  and  The  Insti- 
tute on  Man  and  Science. 

Registration  is  limited  and  inquiries  should  be  ad- 
dressed to:  Mrs.  Sara  Harris,  Secretary,  Center  for  the 
Study  of  Aging,  Inc.,  706  Madison  Avenue,  Albany,  New 
York  12208,  Phone:  (518)-465-6927. 

Tay  Sachs  Screening  program 

The  National  Foundation/March  of  Dimes  and  The 
Schenectady  B’Nai  Brith  are  holding  a Tay  Sachs 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


screening  program  at  the  Albany  Jewish  Community 
Center  on  White  Road,  Albany,  Sunday,  October  6,  1974 
from  10  a.m.  to  4 p.m.  We  hope  to  reach  all  of  the  Jew- 
ish population  in  the  14  county  area  of  the  Capitol  Dis- 
trict. Harold  Nitwosky,  M.D.,  of  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University,  will  be  in  charge 
of  the  testing.  Jan  Porter,  M.D.,  director  of  the  New 
York  State  Health  Department  Birth  Defects  Institute, 
will  be  in  charge  of  genetic  counseling. 

Harry  Golembe  Memorial  lecture 

The  American  College  of  Chest  Physicians,  New  York 
State  Chapter,  will  present  at  its  autumn  session  the 
Harry  Golembe  Memorial  Lecture,  Thursday,  October 
17,  1974,  at  the  New  York  Medical  College,  106  Street 
and  Fifth  Avenue,  New  York,  New  York  10029.  There 
is  no  registration  fee. 

Registration  is  at  8 a.m.  At  9:15  a.m.  “Respiratory 
Research  Contributions  to  Clinical  Practice  of  Medi- 
cine,” will  be  moderated  by  Roy  H.  Clauss.  At  10:45 
a.m.,  “Clinical  Practice,”  moderated  by  E.  E.  Rockey, 
will  be  presented.  The  luncheon  speaker  at  12:30  p.m., 
will  be  Arthur  Q.  Penta,  who  will  discuss  the  history  of 
the  New  York  chapter  and  pay  a tribute  to  Harry  Gol- 
embe, M.D. 

The  Harry  Golembe  Memorial  Lecture  will  be  given 
at  1:30  p.m.  by  J.  Wesley  Alexander,  who  will  talk  on  the 
host  resistance  mechanisms  to  pulmonary  infection. 

“Lung  Cancer,”  moderated  by  Edward  Gillie,  will  be 
given  at  2:15  p.m.,  and  the  closing  presentation  will  be 
“Ischemic  Heart  Disease,”  moderated  by  Edmund  Son- 
nenblick,  and  presented  at  3:30  p.m. 

Annual  seminar  to  be  held 

The  Nassau  and  Suffolk  County  Societies  of  Patholo- 
gists will  hold  its  5th  Annual  Seminar  on  Saturday,  Oc- 
tober 19th,  1974,  at  the  Nassau  Academy  of  Medicine  in 
Garden  City,  New  York.  The  topic  will  be  “The  Pa- 
thology of  the  Uterus,  Vagina  and  Vulva,”  and  the  main 
speaker  will  be  Robert  E.  Scully,  M.D. 

For  further  information,  contact  Mario  Rossi,  M.D., 
Department  of  Pathology,  Mercy  Hospital,  Rockville 
Centre,  New  York  11570. 

Sixtieth  annual  clinical  congress 

The  sixtieth  annual  Clinical  Congress  of  the  American 
College  of  Surgeons  will  be  held  October  21  to  25,  1974, 
at  Miami  Beach,  Florida.  Headquarters  will  be  the 
Fontainebleau  but  most  of  the  programs  and  the  press 
room  will  be  at  the  Miami  Beach  Convention  Center. 

For  room  reservations  at  the  hotel  of  your  choice  and 
advance  materials,  please  contact  Helen  F.  Bensimon, 
Coordinator  of  Public  Information,  American  College  of 
Surgeons,  55  East  Erie  Street,  Chicago,  Illinois  60611, 
and  enclose  a self-mailer  as  soon  as  possible. 
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gastritis 
can  help 
you  save 
his  life 


A routine  X-ray  picture,  or  is 
there  something  more? 

If  your  patient’s  symptoms  are 
alcohol  related,  that  fact  could  save 
his  life  and  others’.  Last  year, 
problem  drinkers  were  involved  in 
19,000  highway  fatalities,  and  the 
trend  is  increasing.  But  you  can 
help  reduce  the  toll.  By  helping  the 
problem  drinker  separate  his  driv- 
ing from  his  drinking.  By  taking  the 
initiative  when  you  see  a patient 
who  drinks  heavily,  even  if  he  hasn’t 
come  to  you  for  that  problem.  By 
helping  him  examine  his  driving 
practices  during  his  periods  of  in- 
toxication. By  urging  him  not  to 
drive,  and  using  your  considerable 
influence  to  get  him  to  undergo 
treatment  or  seek  counseling 
through  your  referral. 

To  help  counteract  what  has 
patently  become  a public  health 
problem,  you  can  also  help  initiate 
alcohol  treatment  centers  in  your 
hospitals.  Ask  your  local  medical 
society  to  help  expand  programs  of 
rehabilitation  for  alcoholics.  Or 
better  still,  start  an  alcoholism 
counseling  service. 

Punitive  measures  alone 
haven’t  worked.  “Preventive  medi- 
cine”—in  your  office  and  com- 
munity-can work  wonders. 


When  a problem  drinkerdrives... 

it’s  your  problem. 


f 1 

' Drunk  Driver  i 

I Dept.  M.D.  1 

' Box  2345  | 

! Rockville,  MD  20852 

i Please  send  me  your  booklet  outlining  the  dimensions  of  the  alcohol  1 

i crash  problem,  steps  being  taken  to  combat  it,  and  information 
about  what  I can  do  to  help  control  the  deadly  alcohol-highway 
epidemic. 

[ Name m.D.  1 

' Street ' ' 


City State Zip 


U.S.  DEDARTMENT  OF  TRANSPORTATION  • NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION 


Medical  News 


Misues  of  acupuncture  castigated  by  head  of 
government  study  group 

The  head  of  the  federal  government’s  acupuncture  < 
study  committee  declared  June  17  that  there  is  no  scien-  , 
tific  evidence  at  this  time  that  acupuncture  will  actually  i 
cure  anything.  i 

And  he  lashed  out  vigorously  at  “unscrupulous  per- 
sons exploiting  the  public’s  interest”  in  acupuncture  < 
through  operation  of  treatment  centers.  i 

Furthermore,  promiscuous  use  of  acupuncture  in  an  . 
effort  to  cure  a wide  variety  of  ailments  can  be  danger- 
ous, says  John  J.  Bonica,  M.D.  Needles  break  off  in  the 
patient.  Vital  internal  organs  are  punctured.  And,  • 
most  serious,  a reliance  on  acupuncture  treatment  may  i 
delay  start  of  proper  medical  therapy  until  it’s  too  late. 

The  report  is  in  the  June  17  issue  of  the  Journal  of  , 
the  American  Medical  Association,  titled:  “Therapeutic  j 

Acupuncture  in  the  People’s  Republic  of  China:  Irnpli-  < 
cations  for  American  Medicine.”  . 

The  report  deals  primarily  with  use  of  acupuncture  to  j 
treat  disease,  rather  than  its  function  to  relieve  pain.  ( 

Dr.  Bonica,  called  by  an  accompanying  JAMA  editori-  j 
al  “one  of  the  great  students  of  the  phenomenon  of 
pain,”  is  chairman  of  the  Department  of  Anesthesiology  , 
at  the  University  of  Washington,  Seattle.  He  also  is 
chairman  of  the  Ad  Hoc  Committee  on  Acupuncture  of  ] 
the  National  Institutes  of  Health  and  the  American  So-  . 
ciety  of  Anesthesiologists.  , 

Dr.  Bonica’s  lengthy  and  detailed  study  of  acupunc- 
ture draws  four  major  conclusions:  The  misuse  of  acu-  j 
puncture  to  try  to  cure  disease  is  an  important  health 
problem.  The  widespread  use  of  acupuncture  to  try  to 
cure  disease  is  unwarranted  at  the  present  time.  Since  ] 
relief  of  pain  and  response  to  treatment  are  influenced  , 
by  many  factors,  including  culture,  tradition,  education,  ( 
background  and  genetic  factors,  and  because  acupunc-  | 
ture  is  a new  therapeutic  factor  in  American  medicine,  it  ; 
is  essential  that  it  be  tested  in  American  patients  using 
well-established  scientific  principles.  Each  state  should  ( 
legislate  to  permit  such  studies  to  be  carried  out  until  - 
sufficient  data  are  available  to  ascertain  if  acupuncture  , 
is  better  than,  as  good  as,  or  inferior  to  well-tested  drugs  j 
and  procedures.  ( 

“In  order  to  establish  its  efficacy  during  the  period  of  j 
temporary  legalization,  acupuncture  should  be  consid-  ( 

ered  an  experimental  method  to  be  used  in  laboratory  ( 
studies,  controlled  clinical  trials,  and  clinical  surveys.”  ( 
Dr.  Bonica  does  not  charge  off  acupuncture  as  quack-  ( 
ery.  He  calls  for  continued  careful  scientific  studies  to 
test  its  potential  healing  qualities.  I 

“There  is  sufficient  evidence  to  suggest  that  acupunc-  v 
ture  therapy  may  gain  a place  in  American  medicine.  It 
does  relieve  pain  and  other  symptoms  in  some  pa- 
tients. However,  I know  of  no  incontrovertible  scientif-  | 
ic  evidence  that  it  is  any  more  effective  than  placebo 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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therapy  or  that  it  has  high  therapeutic  efficacy  in  the 
many  disease  states  for  which  it  is  being  used.” 

Dr.  Bonica’s  report  is  based  on  personal  observation 
during  a three-week  trip  to  China,  communication  with 
other  American  doctors  who  have  been  to  China,  an  ex- 
tensive review  of  articles  on  the  subject,  and  on  his  ac- 
tivities as  head  of  the  NIH  research  committee. 

“As  far  as  I have  been  able  to  ascertain  from  my  ob- 
servations, discussions,  and  from  reviews  of  the  litera- 
ture, the  claims  for  the  high  degree  of  the  efficacy  of 
acupuncture  (in  China)  are  not  based  upon  data  derived 
from  well-controlled  clinical  trials.  In  fact,  in  many 
health  stations  and  even  in  some  hospitals,  no  records 
are  kept  of  either  the  patient’s  history  or  of  his  response 
to  therapy.” 

Dr.  Bonica  charged  that  in  the  United  States  “many 
unscrupulous  persons  are  exploiting  the  public’s  interest 
by  the  way  they  operate  their  acupuncture  ‘centers’  or 
‘institute.’  In  addition  to  the  fact  that  such  facilities 
are  usually  run  more  like  ‘mills,’  where  several  hundred 
patients  are  treated  daily  and  are  charged  what  I consid- 
er exorbitant  fees,  they  mislead  the  public  and  lure  pa- 
tients with  their  Madison  Avenue  techniques  of  adver- 
tising their  ‘miracle  cures,’  claims  that  often  are  based 
on  short-term  results  in  one  or  at  most  a few  patients.” 

Dr.  Bonica  traces  in  some  detail  the  history  of  acu- 
puncture, beginning  more  than  2,000  years  ago  in  China, 
and  how  it  fell  from  favor  in  the  1920s,  only  to  be  re- 
vived again  with  the  Cultural  Revolution  in  the  late 
1960s.  He  describes  in  detail  how  the  technique  is  ap- 
plied in  China,  including  variations  among  different 
hospitals  and  practitioners. 

There  are  many  complications  cited  by  Dr.  Bonica. 
Needle  breakage  occurs  if  the  needle  is  weak  and  the  pa- 
tient makes  a sudden  movement,  or  if  it  is  trapped  by 
tissue  and  withdrawal  is  difficult.  This  happened  in  the 
foot  of  a leading  authority  on  pain  during  the  course  of 
studying  acupuncture,  he  says. 

Damage  to  a nerve  or  an  artery  is  a distinct  possibili- 
ty, because  many  acupuncture  points  are  near  peripher- 
al nerves,  arteries,  or  both.  Bleeding  under  the  skin  is 
not  uncommon,  especially  on  the  face.  Heart  damage 
has  been  reported  from  too-deep  insertion  of  the  nee- 
dles. Infection  and  hepatitis  can  be  transmitted  by  im- 
properly sterilized  needles.  Spinal  cord  damage  can 
occur  if  the  needles  are  inserted  into  the  spine.  Damage 
to  the  inner  ear  or  to  the  eye  is  possible.  Penetrations 
of  the  pregnant  uterus  or  the  bladder,  and  damage  to 
the  liver,  spleen,  or  kidneys  are  other  hazards. 

There  have  been  examples  of  ruptures  in  acute  ap-  j 
pendicilis  or  advanced  peptic  ulcer  while  the  patient 
was  being  treated  with  acupuncture,  he  said. 

Physicians  counseled  on  how  to  persuade 
patients  to  follow  orders 

What  does  the  doctor  do  when  his  patient  fails  to  fol-( 


II 


low  the  doctor’s  directions  for  getting  well  and  staying 
well? 

Should  he  just  charge  off  the  patient  as  an  "uncooper- 
ative personality,”  or  should  he  keep  trying  to  persuade 
the  patient  to  do  what  he  should? 

By  all  means,  the  doctor  should  keep  trying,  says  a 
communication  in  the  June  17  issue  of  the  Journal  of 
the  American  Association.  In  fact,  patient  noncom- 
pliance is  in  itself  a serious  medical  problem  that  de- 
serves much  more  attention  from  the  medical  profes- 
sion, say  Richard  F.  Gillum,  M.D.,  and  Arthur  J.  Barsky, 
M.D.  Dr.  Gillum  is  with  the  National  Heart  and  Lung 
Institute,  Bethesda,  Nld.,  and  Dr.  Barsky  is  with  Massa- 
chusetts General  Hospital,  Boston. 

“Patient  noncompliance  with  medical  regimens  dras- 
tically curtails  the  benefits  that  could  accrue  to  patients 
from  therapeutic  regimens,  produces  inestimable  costs, 
both  economic  and  human,  and  provides  considerable 
I frustration  for  physicians,"  the  authors  write. 

“The  magnitude  of  the  problem  is  evident  when  one 
I considers  that  at  least  a third  of  the  patients  in  most 
| studies  failed  to  comply  with  doctors  orders,"  and  that 
in  some  of  the  studies  as  many  as  half  did  not  comply. 

Drs.  Gillum  and  Barsky  urge  their  fellow  physicians 
to  attack  the  problem  of  noncompliance  from  the  stand- 
point of  four  factors  that  have  been  found  to  be  at 
cause — Psychological  factors;  Environmental  and  social 
factors;  The  therapeutic  regimen;  and  The  physician- 
patient  relationship. 

Those  who  resist  medical  directions  for  psychological 
reasons  often  are  individuals  who  perceive  themselves  as 
less  susceptible  to  and  threatened  by  actual  or  potential 
illness.  They  tell  themselves — It  won’t  happen  to  me. 

Among  environmental  and  social  factors  involved, 
poverty  and  unemployment  are  high.  Lack  of  money, 
lack  of  transportation,  family  problems  at  home  all  con- 
tribute to  neglect  of  the  doctor’s  orders.  Social  agencies 
often  can  help  with  these  problems. 

A realistic  therapeutic  regimen  that  does  not  entail 
too  drastic  a change  in  life  style  will  work  better  than  a 
hard-nosed  admonition  to  quit  smoking  and  lose  30 
pounds.  Physician-patient  interaction  simply  means 
that  the  doctor  should  take  the  time  to  establish  a 
friendly  rapport  with  his  patient,  so  that  the  patient  will 
do  what  the  doctor  orders. 

It  is  important  for  the  doctor  to  educate  the  patient  as 
to  the  exact  physical  condition  and  the  sound  reasons 
behind  his  instructions,  they  say. 

New  cancer  patient  rehabilitation  center 

The  dedication  of  the  new  Cancer  Patient  Rehabilita- 
tion Center  at  Roswell  Park  Memorial  Institute,  the 
New  York  State  Department  of  Health  cancer  research 
and  treatment  center  in  Buffalo,  was  held  on  Monday, 
July  1,  1974,  at  11  a.m. 

Gerald  P.  Murphy,  M.D.,  D.Sc.,  the  Institute  Direc- 
tor, said  that  the  new  center  will  use  the  team  approach 
to  restore  the  cancer  patient  to  his  former  life  of  pur- 
poseful activity.  He  emphasized  the  hope  that  every 
patient  not  only  be  cared  for,  but  also  feel  cared  about. 

The  new  Cancer  Patient  Rehabilitation  Center  was 
dedicated  in  memory  of  R.  James  Christie,  formerly  of 
Rochester,  New  York,  who  had  been  a patient  at 
Roswell  Park  Memorial  Institute.  Mr.  Christie  was 
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When  the  need  is  for  nutritional 
supplementation  with 
B complex  and  vitamin  C, 
BEMINAL-500  has  what  it  takes: 

• High  potency  B complex 
vitamins 

• 500  mg.  of  vitamin  C 

• No  odor 

• No  aftertaste 

Each  BEMINAL-500  tablet  contains: 


Thiamine  mononitrate 
(Vit  Bi)  25  0 mg 

Riboflavin  (Vit  B?)  12.5  mg 

Niacinamide  100  0 mg 

Pyridoxine  hydrochloride 
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Ascorbic  acid  (Vit.  C) 
as  sodium  ascorbate  500  0 mg 

Cyanocobalamm 

(Vit  Bi2)  5 0 meg 


Each  tablet  contains  0 15  mg  saccharin 
as  sodium  saccharin 

Each  tablet  provides  the  following 
multiples  of  the  recognized 
adult  minimum  daily  requirements 


Thiamine  mononitrate  25 

Riboflavin  10 

Niacinamide  10 

Ascorbic  acid  16 


The  need  for  pyridoxine  hydrochloride, 
calcium  pantothenate,  and  cyanoco- 
balamin  in  human  nutrition  has  not 
been  established 

USUAL  POSAGE;  Adults- 1 tablet  daily, 
or  as  directed 

SUPPLIED:  No  824- BEMINAL-500 
Tablets,  in  bottles  of  100. 
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President  of  the  International  Association  of  Laryngec- 
tomees, and  Chairman  of  the  Board  of  Directors,  New 
York  State  Division  of  the  American  Cancer  Society. 
He  devoted  much  time  to  the  rehabilitation  of  laryngec- 
tomee patients. 

The  new  rehabilitation  facility  will  include  major  ser- 
vices such  as  Physical  Therapy,  Dental  Service,  Occupa- 
tional Therapy,  Respiratory  Therapy,  Plastic  and  Re- 
constructive Surgery,  Enterostomal  Therapy,  Maxillofa- 
cial Prosthetics,  Speech  Therapy,  Social  Services  and 
Rehabilitation  Counseling. 

Organization  changes  name 

The  American  Occupational  Medical  Association  is 
the  new  name  of  the  organization  formerly  known  as  the 
Industrial  Medical  Association.  The  membership  of  the 
Association  voted  the  name  change  at  its  annual  busi- 
ness meeting  held  in  Bal  Harbour,  Florida,  May  1. 

CPS  warns  consumers  of  possible 
contamination  of  goatskin  products 

The  U.S.  Consumer  Product  Safety  Commission 
warned  consumers  in  May  that  goatskin  products  im- 
ported from  Haiti  may  be  contaminated  with  anthrax 
spores. 

Consumers  who  may  have  goatskin  items  such  as 
bongo  drums,  wineskins,  hassocks,  small  rugs,  decora- 
tive wall  coverings  (mosaics),  “Balancers,”  ladies’  purs- 
es, or  unfinished  goatskin  hides  known  to  have  been  im- 
ported from  Haiti  should  place  the  products  in  a sealed 
plastic  bag  and  call  a local  or  state  health  department 
for  disposal  instructions. 

Consumers  should  not  attempt  to  sterilize  the  prod- 
uct, incinerate  it,  or  throw  it  away  because  of  the  risk  of 
additional  contamination. 

The  Commission  is  issuing  this  warning  in  coopera- 
tion with  the  Center  for  Disease  Control  which  is  under 
the  Public  Health  Service  in  the  Department  of  Health, 
Education,  and  Welfare.  CDC  reports  that  a U.S.  tour- 
ist contracted  cutaneous  anthrax  after  purchasing  con- 
taminated bongo  drums  made  of  untreated  goatskin 
during  a visit  to  Haiti. 

American  College  of  Surgeons  scores  medical 
reimbursement  for  chiropractic  services 

The  Board  of  Reagents  of  the  American  College  of 
Surgeons  has  made  public  a statement  sharply  con- 
demning the  inclusion  of  chiropractic  services  for  reim- 
bursement under  Medicare  and  Medicaid. 

Such  inclusion  implies  that  chiropractic  services  are 
considered  legitimate  medical  services  by  the  federal 
government — a designation  with  which  the  Board  of  Re- 
gents, the  College’s  policy-making  body,  sharply  dis- 
agrees. 

Calling  the  situation  “congressional  endorsement  of 
cultism,”  the  Board  criticized  Congress  for  having  ap- 
proved such  an  arrangement  over  the  “wide  range  of 
contrary  recommendations”  which  it  received  from  such 
agencies  as  the  Department  of  Health,  Education,  and 
Welfare;  the  Task  Force  on  Medicaid  and  Related  Pro- 
grams; the  National  Advisory  Commission  on  Health 
Manpower;  and  the  Health  Insurance  Benefits  Advisory 
Council. 


The  Board  noted  that  Congress  had  endorsed  chiro- 
practic services  despite  the  fact  that  it  was  “ostensibly 
concerned  with  high  quality  medical  care  (and)  often 
critical  of  the  medical  profession’s  own  efforts  in  this  re- 
gard.” 

Citing  the  College’s  historical  goal  to  improve  the  care 
of  surgical  patients,  the  Board  said  that  the  College 
would  be  derelict  if  it  did  not  protest  in  this  instance. 

The  Regents  endorsed  the  American  Medical  Associa- 
tion’s statement  on  chiropractic,  which  says,  in  part,  “It 
is  the  position  of  the  medical  profession  that  chiroprac- 
tic is  an  unscientific  cult  whose  practitioners  lack  the 
necessary  training  and  background  to  diagnose  and  treat 
human  disease.  Chiropractic  constitutes  a hazard  to  ra- 
tional health  care  in  the  United  States,  because  of  the 
substandard  and  unscientific  education  of  its  practition- 
ers, and  their  rigid  adherence  to  an  irrational,  unscienti- 
fic approach  to  disease  causation.” 

The  fundamentals  of  chiropractic  are  now  being  stud- 
ied at  the  request  of  Congress  by  the  National  Institute 
of  Neurological  Diseases  and  Stroke,  in  cooperation  with 
the  Engineering  in  Biology  and  Medicine  Program  of 
the  National  Institute  of  General  Medical  Sciences. 

Cancer  staging  booklets  available 

Nine  booklets  in  a series  on  clinical  staging  systems 
for  cancer  are  now  available  free  of  charge  from  the 
American  Joint  Committee  for  Cancer  Staging  and  End 
Results  Reporting. 

The  American  Joint  Committee  booklets  can  be  or- 
dered through  its  executive  secretary  at  55  E.  Erie 
Street,  Chicago,  Illinois  60611. 

Endowed  professorial  chair 

Columbia  University  has  announced  a gift  from  the 
L.A.W.  Fund,  Inc.,  for  an  endowed  professorial  chair  to 
be  occupied  by  the  chairman  of  the  Department  of 
Orthopaedic  Surgery  at  the  College  of  Physicians  and 
Surgeons.  The  fund  was  established  by  Mrs.  DeWitt 
Wallace,  cofounder  with  her  husband  of  Reader’s  Di- 
gest, in  honor  of  an  eminent  American  orthopaedic  sur- 
geon, Frank  E.  Stinchfield. 

The  named  chair  will  be  established  on  Dr.  Stinch- 
field’s  retirement  as  chairman  of  the  Department  of 
Orthopaedic  Surgery  of  the  College  of  Physicians  and 
Surgeons.  Until  Dr.  Stinchfield’s  retirement,  the  in- 
come from  the  gift  will  be  used  in  support  of  the  depart- 
ment he  heads. 

1973  Cecil  award  winners  announced 

Three  awards  of  $1000  each  in  the  18th  Annual  Rus- j 
sell  L.  Cecil  contest  for  outstanding  writing  about  ar- 
thritis in  newspapers,  magazines  and  broadcasting  dur- 
ing 1973  were  announced  on  June  11,  1974,  by  Daniel  E.  I 
Button,  executive  director  of  The  Arthritis  Foundation. 
Special  awards  for  excellence  in  broadcasting  also  were 
voted  by  the  distinguished  judging  panel  to  Rosalind 
Russell.  Barbara  Walters,  the  producer  of  NBC’s  “Not; 
for  Women  Only,”  and  the  show  itself. 

Selected  by  the  judges  for  awards  were  the  following: 
Podine  Schoenberger,  science  writer  of  the  New  Orleans  i 
Times-Picayune,  for  a six-part  series  on  arthritis;  Ron-f 
aid  Kotulak,  science  editor  of  the  Chicago  Tribune  for 
his  Sunday  magazine  story  entitled  “Hinges  for  Hu- 
mans;” Stewart  Stronach,  reporter  at  WDIO-TV  in 
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Duluth,  Minnesota,  for  his  documentary  on  arthritis 
quackery,  "The  Mexican  Prescription.” 

Personalities 

Appointed.  Mrs.  Rachel  Ayers  has  been  appointed  as- 

Isistant  vice  president  and  chairman,  Department  of 
Nursing,  Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases . . . Charles  J.  Campbell,  M.D.,  has  been  named 
chairman,  Department  of  Ophthalmology,  College  of 

I Physicians  and  Surgeons,  and  chief  of  Ophthalmology 
Service,  The  Presbyterian  Hospital,  effective  July  1 . . . 
James  F.  Mohn,  M.D.,  professor  of  microbiology  and 
head  of  the  blood  group  research  unit  at  the  State  Uni- 
versity of  Buffalo,  has  been  appointed  director  of  the 
Center  for  Immunology  . . . Paul  J.  Poppers,  M.D.,  has 
been  appointed  professor  of  anesthesiology  at  New  York 
University  School  of  Medicine,  an  attending  anesthesi- 
ologist at  University  Hospital  and  Bellevue  Hospital 
Medical  Center,  and  a consulting  anesthesiologist  at  the 


New  York  Veterans  Administration  Hospital. 

Fleeted.  Leoni  N.  Claman,  M.D.,  was  elected  chairman 
of  the  board  for  The  Allergy  Foundation  of  America  at 
its  recent  annual  meeting. 

Honored.  June  Jackson  Christmas,  M.D.,  commission- 
er, New  York  City  Department  of  Mental  Health  and 
Mental  Retardation  Services,  was  honored  as  the  “1974 
Woman  of  the  Year”  on  May  4,  1974,  by  the  Association 
for  Children  with  Retarded  Mental  Development,  Inc., 
at  its  twenty-third  anniversary  celebration  . . . Abraham 
Schlossman,  M.D.,  founder  and  outgoing  president,  In- 
ternational Contact  Lens  Council  of  Ophthalmology, 
with  the  Louis  Emile  Javal  Service  Award  during  the 
third  International  Medical  Contact  Lens  Symposium, 
Lyon,  France,  June  2 and  3,  1974  . . . Luis  G.  Amezcua, 
M.D.,  founder  and  since  1961  chief,  Department  of 
Aviation  Medicine,  Mexico,  with  the  Tamisiea  Award  at 
the  recent  annual  meeting  of  the  Aerospace  Medical  As- 
sociation in  Washington,  D.C. 


Book  Notes 


Current  Surgical  Diagnosis  & Treatment.  By  J.  En- 

glebert  Dunphy,  M.D.,  and  Lawrence  W.  Way,  M.D. 
Quarto  of  1,108  pages,  illustrated.  Los  Altos,  Califor- 
nia, Lange  Medical  Publications,  1973.  Fabricoid,  $14. 

This  surgical  text  has  been  prepared  with  the  needs  of 
both  medical  students  and  practicing  surgeons  in  mind. 
The  student  should  find  in  each  chapter  more  than  the 
core  he  needs  to  know  and  the  busy  resident  or  practic- 
ing surgeon  will  appreciate  the  availability  of  up-to-date 
information  on  the  less  common  conditions  he  may  en- 
counter and  a practical  recent  review  of  everyday  surgi- 
cal problems  for  consultation,  seminars,  or  rounds. 

Handbook  of  Surgery.  Fifth  edition.  Edited  by  John 
L.  Wilson,  M.D.  Duodecimo  of  877  pages,  illustrated. 
Los  Altos,  California,  Lange  Medical  Publications,  1973. 
Fabricoid,  $7.00. 

The  objective  of  this  handbook  is  to  provide  a concise 
summary  of  the  essential  features  of  the  more  common 
surgical  disorders.  Basic  information  on  diagnosis  and 
management,  including  preoperative  and  postoperative 
care,  is  also  included.  Details  of  surgical  technic  have 
been  omitted  except  in  those  instances  where  the  non- 
specialist may  need  guidance  in  an  emergency. 


Current  Medical  Diagnosis  & Treatment.  By  Mar- 
cus A.  Krupp,  M.D.,  and  Milton  J.  Chatton,  M.D.,  and 
Associate  Authors.  Quarto  of  1,018  pages,  illustrated. 
Los  Altos,  California,  Lange  Medical  Publications,  1974. 
Fabricoid,  $12. 

This  book  is  intended  to  serve  the  practicing  physician 
as  a useful  desk  reference  on  widely  accepted  technics 
currently  available  for  medical  diagnosis  and  treatment. 
It  is  not  intended  to  be  used  as  a textbook  of  medicine. 
Specific  current  references  to  the  clinical  literature  and 
general  bibliographies  are  included  as  a guide  to  further 
study. 

Atlas  of  Vascular  Surgery.  Third  edition.  By  Falls 
B.  Hershey,  M.D.,  and  Carl  H.  Caiman,  M.D.  Quarto  of 
504  pages,  with  681  illustrations,  including  original 
drawings  by  Kathryn  Murphy  Masterson  and  William 
R.  Schwarz.  St.  Louis,  Missouri,  The  C.  V.  Mosby  Co., 
1973.  Cloth  $35. 

This  atlas  emphasizes  established  operations,  but  some 
operations  that  are  under  trial  and  appear  to  be  promis- 
ing are  also  included.  X-ray  films  have  been  added 
where  they  are  helpful.  This  work  should  be  of  value  to 
residents  and  other  surgeons  as  they  confront  problems 
of  vascular  surgery. 
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• MANUAL  OF  ROUTINE  ORDERS  FOR  MEDICAL  AND  SURGICAL 
Emergencies.”  New  concept  in  treatment  of  emergencies.  Avoid  malpractice 
suits.  Warren  Green  Inc.,  10  South  Brentwood  Blvd.,  St.  Louis,  Missouri 
63105. 


ARE  YOU  PREPARED  FOR  1974'’  LOOK  FOR  MORE  INFLATION— Gov- 
ernment controls — high  gold  prices — higher  silver  prices — chaotic  stock 
market — severe  case  of  inflationary  recession.  Invest  now  in  hard  assets. 
Presently  building  coin  investment  portfolios.  Will  advise  what  to  buy  and 
when  to  sell.  Vincent  Iacobelli.  M.D..  5 David  Court,  Port  Jefferson.  N.Y. 
11777. 


Sedative  non-barbiturates  POSITIONS  WANTED 

Dalmane  (Roche  Laboratories) 1520.  1521.  1522  


Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 1655 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 


Valium  (Roche  Laboratories) 1526.  1527,  1528 


Vitamin  supplements 

Berocca  (Roche  Laboratories) 1536.  1537 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 1511 


OPTOMETRIST  DESIRES  EMPLOYMENT  WITH  OPHTHALMOLOGIST 
anywhere  in  New  York  State  or  Connecticut.  Extensive  refraction  and  contact 
lens  experience.  Contact  Dept.  393,  c/o  NYSJM. 


SITUATION  WANTED:  SURGICAL  ASSISTANT.  F.M.G..  EXPERIENCED 
general  surgeon,  F.R.C.S.  Will  mainly  assist  in  surgery7  for  busy  group  of  sur- 
geons or  surgeon.  Will  take  pre  post-operative  care.  Will  bill  patients  for  as- 
sistance. Willing  to  work  for  G.P.  or  E.R.  part  time.  Licensed  N.Y..  Pa..  Tex. 
Dept.  416,  c/o  NYSJM. 


ANESTHESIOLOGIST.  25  YEARS  EXPERIENCE  IN  SURGICAL  & Ob- 
stetrical anesthesia.  Married,  grown  family,  available  immediately.  Li- 
censed N.  Y.  & Ohio.  Dept.  426,  c/o  NYSJM. 
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PLANT 

PHYSICIAN 

Full  time  preferred 

MD  required  for  large  Syracuse,  N.Y. 
f facility  of  Allied  Chemical  now  in  period  of 
expansion.  Responsibilities  include  treat- 
ment of  plant  employees,  administration 
of  health  care  and  safety  programs,  and 
| standard  practice  of  industrial  medicine. 

; Attractive  compensation  commensurate 
with  your  professional  standing.  Please 
reply  with  letter  or  resume,  to  Mr.  Harry  T. 

King,  Industrial  Chemicals  Division,  Allied 
Chemical  Corporation,  P.O.  Box  6,  Solvay, 

New  York,  13209.  An  Equal  Opportunity 
Employer,  M/F. 

<^l  Allied 
^sjl  Chemical 

J 

PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT  D 


INTERNIST  AND/OR  NEUROLOGIST,  ALLERGIST  OR  RHEUMATOI 
GIST.  Quality  medical  practice  group  in  Southwestern  New  York  St 
needs  these  men.  Wormer  Medical  Center,  Portville,  N.Y.  14770.  T 
(716)  933-8746. 


HEALTH  COMMISSIONER,  CHEMUNG  COUNTY,  (POPULATI 
100,000),  South  Central  New  York  near  Finger  Lakes  region.  To  admini 
over  all  public  health  program  in  an  organized  County  Health  Departmi 
Requirements:  M.D.  with  four  years  of  responsible  public  health  adminis. 

tive  experience  or  M.D.  and  M.P.H.  degrees  with  one  year  experience  in  p 
lie  health  administration.  New  York  State  license  or  eligibility  there 
Salary  negotiable.  Full  fringe  benefits.  Excellent  schools  and  living  ( 
ditions.  Send  curriculum  vitae  to:  L.  Edward  Considine,  Jr.,  Secret 

Chemung  County  Board  of  Health,  812  W.  Water  St.,  Elmira,  N.  Y.  14905. 


E.  R.  PHYSICIAN:  FULL-TIME,  DIVERSIFIED  DUTIES  IN  MODE 
204-bed  accredited  community  hospital  with  all  services.  Located  So  i 
western  coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  i i 
venient  to  lovely  New  England  suburbia.  Dept.  425,  c/o  NYSJM. 


GYNECOLOGIST  (BOARD  ELIGIBLE/CERTIFIED)  POSITION  F 
available.  Licensed  New  York  State.  Chief  Clinician  for  Planned  Parent 
Center,  Syracuse,  New  York.  Training  available  in  all  aspects  medical 
surgical  fertility  control:  contraception,  outpatient  laparoscopic  steriliza 
vasectomy  and  abortion.  Salary  $35,000.  Send  curriculum  vitae.  Con 
A.  Jefferson  Penfield,  M.D.,  Medical  Director,  1120  East  Genesee  St.,  1 
cuse,  N.Y.  13210.  (315)  475-3193. 


PROCTOLOGIST,  PART  TIME  OPPORTUNITY.  N.Y.  STATE  LICENj 
& registered  to  join  staff  of  prestigious  midtown  clinical  examination  ctl 
Salary  negotiable.  An  Equal  Oppty.  Employer.  Send  resume  in  com  ti 
confidence  to  Dept.  427,  c/o  NYSJM. 


GENERAL  PRACTITIONER.  FOR  VILLAGE  OF  2,000  AND  GROWING,  65 
miles  from  NYC,  and  1 1 miles  from  three  hospitals.  Call  Village  Clerk  for  ap- 
pointment. Village  of  Maybrook,  New  York.  (914)  427-2717. 


INTERNIST.  BOARD  CERTIFIED  OR  ELIGIBLE.  FOR  EXPANDING,  PRO- 
gressive  general  hospital  in  Upstate  New  York.  All  facilities  for  infectious 
diseases,  radio-isotopes,  pulmonary  function  and  cardiology,  including  C.C.U. 
Full  time  staff  of  Board  certified  general  and  urological  surgeons,  radiologist 
and  pathologists.  Possible  medical  school  affiliation  within  commuting  dis- 
tance. Salary  or  guaranteed  minimum  net  income  negotiable.  Pleasant  resi- 
dential community  with  expanding  college.  Semi  resume  and  references  to 
Administrator,  Community  Hospital  of  Schoharie  County,  Inc.,  Cobleskill, 
N.Y.  12043. 


GENERAL  PRACTITIONER  & PEDIATRICIAN:  TOWN  OF  SODUS  ON 
Lake  Ontario.  Finger  Lakes  region.  61  -bed  community  hospital.  Associated 
with  large,  urban  medical  center  30  miles  away.  Guarantee,  free  office  space 
available  first  year.  Flxcellent  schools,  boating,  golfing.  For  additional  in- 
formation, call  James  Galloway  (315)  589-8994. 


INTERNISTS— 

l-FULL  TIME;  1-HALF  TIME 


Prestigious  upper  Manhattan  medical  center  with  comprehensive 
Alcoholism  Treatment  center  consisting  of  an  inpatient  service, 
2 outpatient  clinics  and  a halfway  house.  N.Y.  State  license 
required.  Salary  negotiable.  Liberal  benefits  package. 

Send  resume  to  Dept.  418,  c/o  NYSJM 


An  equal  opportunity  employer 


J 


EXAMINING  PHYSICIAN  FULL  TIME.  OPPORTUNITY.  N.Y.  STB 
licensed  & registered  physician  to  join  staff  of  prestigious  midtown  cl  ■ 
examination  center.  Career  position  available  for  Occupational  F iti 
Physician  or  internist  in  a broad,  preventive  medicine  diagnostic  and  1 lti 
examination  program.  Salary  negotiable.  An  Equal  Opptv.  Employer,  m 
resume  in  complete  confidence  to  Dept.  428,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


- 


BRONX  GENERAL  PRACTICE,  VERY  LUCRATIVE,  AVAILABLE  DU  IX 
sudden  illness.  Central  Concourse  location  near  174th  St.;  street  entiB 
near  Lebanon  Hospital;  convenience  of  immediate  subway  and  bus  H; 
Waiting  room  furniture,  examining  table,  instrument  cabinet,  treatment  ». 
instruments,  short-wave  diathermy,  scales,  etc.,  EKG.  Suitable  for  ■ 
specialty.  Dept.  119,  c/o  NYSJM. 


OTOLARYNGOLOGIST  PRACTICE,  BAY  SHORE,  LONG  ISLAND  LY 
Oldest,  largest,  busiest,  ENT  practice  on  Long  Island;  established  22 illM 
grossing  over  .$200,000  per  vear,  attractive  terms  available.  Moving  'Bl 
Phone  (516)  665-6922,  or  write  Martin  H.  Zwerling,  M.D.,  350  East  MajSL 
Bay  Shore,  N.Y.  11706. 
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MXCTICES  AVAILABLE  CONT  D 




J\N1)  SURGEON  TRYING.  TO  GRADUALLY  RETIRE.  WANTS  FAMILY 
| sician  to  take  over  practice  in  a beautiful  suburban  area.  Location  50 
aes  north  of  N.Y.  City.  New  York  license  mandatory'.  Home/office  take- 
ar  negotiable.  Dept.  422,  c/o  NYSJM. 


Nationwide  Medical  Placement  Specialists 
Serving  the  Health-Care  Industry. 

Physicians  Administrators  Nurses 

Technicians  Secretaries  Med  Assts 


PERSONNEL. 


forecast 


INC  280  Madison  Avenue,  New  York.  N.Y.  10016  (212)532-8001 


XiLLENT  PEDIATRIC  PRACTICE  IN  UPPER  MANHATTAN  AVAIL 
fee.  Very  good  conditions.  Spanish  knowledge  desirable.  Contact  Dept. 
I.  c/o  NYSJM. 




f L ESTATE  FOR  SALE  OR  RENT 


| E SPACE  AVAILABLE.  1500  SQ  FT  NEW.  BRICK  BUILDING; 
A ; elevator.  Opposite  village  hall.  Freeport,  L.I  (516)378-4949. 

ilUNTER  MOUNTAIN.  A NEW  CHALET.  LOCATED  IN  A 4 SEASON 
pate  recreational  community.  Includes  4 bedrooms,  2 baths,  fireplace,  full 

■ •eting  and  appliances.  3/4  acres  lot.  with  adjacent  acreage.  Private 
liis  and  heated  pool.  Price  $43,500.  Also  a building  lot.  including  adjacent 

■ age  plus  pool  and  tennis  $12,500.  Call  weekdays  (212)  746-8530;  week 
fei  (914)  688-5525. 


■ ESTATE  & OFFICE  FOR  SALE,  DUE  TO  SUDDEN  ILLNESS.  A 
I large  practice  with  a beautiful,  modern  hospital  nearby.  Excellent  op- 

■ rnity  for  young  doctor;  an  excellent  paying  community  near  a large  city; 

■ llent  schools  and  churches  of  all  denominations.  The  community  is  of 
I h background.  Dept.  408,  c/o  NYSJM. 


| HEMPSTEAD.  L.I  HOME-OFFICE  COMBINATION  FOR  SALE: 
ft-oom  house,  3 bedrooms,  fireplace,  fully  carpeted,  washer,  dryer,  freezer, 
Iterator,  double  garage;  excellent  location;  fully  landscaped;  near  park- 

f,  hospitals,  schools,  shopping.  Five  room  office:  100  M.A.  X-ray,  furni- 
etc..;  excellent  for  group  or  any  profession.  Large  Medicare  practice 
K able.  Call  11-1  or  7-8  p.m.  (516)  483-7035,  or  FR4-1552. 


|SN  ISLAND.  N.Y.  ADJACENT  TO  THE  RICHMOND  COUNTY 
§itry  Club.  Small  mansion,  excellent  condition,  suitable  for  gracious 

tg  and/or  home-office  combination.  One  acre  landscaped  plot  with  view, 
ng  about  ^replacement  value.  Call  (212)  748-1858,  or  (212)  EL  1-1660. 


11ALE:  HOME  & OFFICE.  FULLY  EQUIPPED  FOR  G.P.  OR  INTER 
X-ray.  laboratory  facilities.  Secretary  is  licensed  X-ray  technician. 
:e  entirely  separate  from  home.  Home:  6 rooms;  3 bedrooms,  2 baths, 
'lace,  gas  heat  No  fee  for  practice.  Retiring  G.P.,  46  years  practice 
iklin  Square.  Harrv  S.  Rosenberg.  M.D..  986  Benris  Ave.,  Franklin 
are.  N.Y.  11010.  Tel:  (516)  FL  2-2803. 


I VIEW,  L.I.  AVAILABLE.  ONE  LARGE  TREATMENT  ROOM  (CAN 

kvided).  share  waiting  room,  business  office  and  consultation  room.  Excel- 
i location  near  hospitals  and  parkwavs.  Julian  G.  Kirchick.  M.D.  (516) 
• 8-4800. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


OFFICE  AND  HOME  ON  STATE  HIGHWAY  r209,  KERHONKSON,  N.Y. 
for  rent  or  sale.  House:  8 rooms,  3 baths,  den,  4 bedrooms.  Office:  brooms, 
bathroom.  Swimming  pool  (20  x 40)  well  equipped;  in  very  good  condition. 
Retiring  after  40  yrs.  internal  medicine,  because  of  health.  Primary  hospital 
7 miles.  Will  introduce.  Alfred  M.  Feldshuh,  M.D. 


OFFICE  FOR  RENT,  CLOSE  TO  ALL  MAJOR  HOSPITALS;  OCCUPIED 
for  33  years  by  a general  practitioner,  consisting  of  large  waiting  room,  three 
treatment  rooms.  X-ray  room,  equipped,  two  separate  entrances,  garage  and 
another  facility  if  demanded,  available.  Located  in  a private  cornerhouse  on 
Union  Turnpike,  Flushing,  N.Y.  For  more  information  call:  (212)  G1  4-0933. 


MANHATTAN,  NEW  YORK.  58TH  ST.  WEST  (BETWEEN  FIFTH  & SIXTH 
Aves.),  2 rooms,  air-conditioned.  Call  (212)  PL  9-2761. 


FOR  SALE  OR  RENT:  FOREST  HILLS,  5 ROOM  MEDICAL  OFFICE  COM- 
pletely  equipped,  elegantly  furnished.  Rental  at  $350  or  sale — 2 family  house. 
Call  for  further  details  on  property.  EV  6-3498. 


WEST  HEMPSTEAD,  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE. 
Six  room  house.  3 bedrooms,  fireplace,  fully  carpeted,  all  utilities,  landscaped, 
double  garage,  prime  location,  community  recreation,  swimming  pools;  near 
hospitals,  schools.  Five  room  office.  X-ray,  furniture,  etc.  Excellent  for 
group  or  any  profession;  practice  available.  Call  7-8  p.m.  (516)  483-7035,  or 
FR4-1552. 


FOR  RENT:  BEAUTIFUL  2-BEDROOM  HOUSE  IN  PRESTIGIOUS  SPAN- 
ish  Court  section  of  Boca  Raton.  Two  dens,  living  & dining  room,  large  Fla. 
room  and  private  pool.  Five  min.  from  beach  & Boca  Raton  Hotel  and  Club; 
close  to  shop,  center.  For  rent  by  season  or  weekly,  with  a minimum  of  2 
weeks.  Max  L.  Fox,  M.D.,  188  Genesee  St.,  Auburn,  N.Y.  13021. 


FOR  LEASE:  LOOKING  FOR  IDEAL  SUBURBAN  LOCATION  TO  START 
or  relocate  practice?  Only  minutes  to  nearest  hospital  and  main  street  of 
Somerville.  N.J.  Large  first  floor  apartment;  beautiful  grounds;  off-street 
parking.  Will  renovate  to  suit  your  professional  needs;  or  fine  for  family 
residence  until  settled  in  this  area.  (201)  725-3814. 


■ ATE  NEW  YORK  FINGER  LAKES  AREA;  HOME-OFFICE  COM- 
) tion,  equipment.  Great  for  gracious  country  living.  Excellent  hospital, 
1 ■ drawing  area;  ideal  for  young,  ambitious  family  practice  man.  Excellent 
'*  ols,  shopping,  all  sports,  the  Arts,  etc.  Call  after  5 p.m.  (607)  776-8482, 
» rite  Dept.  423,  c/o  NYSJM. 


> ITECTURAL  DELIGHT  NOW  AVAILABLE.  COMMUNITY  NEEDS 
} ical  arts  practitioners.  Suburban,  growing  area  upstate.  75  miles  NYC. 
' divide  up  to  2,800  sq.  ft.  first  floor.  Present  tenants  law  offices,  dentist, 
f fen  Professional  Building,  P.O.  Box  267,  Walden,  N.Y.  12586.  (914) 

’ 5521. 


EQUIPMENT 


WALL  SYSTEMS,  LEATHER  DESK  CHAIRS.  RECLINERS,  ETC.  THE 
best  at  professional  savings  from  Denmark.  Italy,  Brazil,  U.S.  Design  Imports, 
15  East  32nd  St.,  N.Y.  (212)  889-3362. 


WANTED:  SUPERFICIAL  X-RAY  THERAPY  MACHINE  IN  120-150  KV 

range.  Good  working  condition.  Preferably  air  cooled.  Picker  Zephyr. 
Write  Dept.  421,  c/o  NYSJM. 
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THE  WORST  HANDICAP  OF  ALL? 


There  are  seven  million  handicapped  children  in  America. 
They  need  special  education  to  develop  their  full  potential 
as  people.  And  they  have  a right  to  that  education. 

Yet  less  than  half  the  children  who  need  special  education 
are  getting  it. 

For  information  about  special  education  for  handicapped 
children  — orfor  help-write: 


CLOSER  LGDK,  BOX 1492,  WASHINGTON,  D.C.  20CH3 

U S.  Department  of  Health,  Education  S Welfare,  U.S.  Office  of  Education,  Bureau  of  Education  for  the  Handicapped 


Being  deprived 
of  the  right 
to  educotion 
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NEW  YORK  CITY  AREA 


September  4 and  18,  1974 

4:00-5:30  p.m.,  Wednesdays 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
Bronx 

September  4 

Cancer  Chemotherapy — Lymphomas  and 
Leukemias 

MERVYN  L.  GOLDSTEIN,  M.D. 

Montefiore  Hospital 

September  18 

Radiation  Therapy — Breast  and  Ovary 

NEMETALLAH  A.  GHOSSEIN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  iy2  AAFP 


September  9 / November  25,  1974 

8:00-10:00  p.m.,  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

ANALYTICALLY-ORIENTED  GROUP 
PSYCHOTHERAPY:  PRINCIPLES  AND 
PRACTICE 

AARON  STEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200  CREDIT:  AMA  Cat.  1 


September  11,  1974  / April  30,  1975 

8:00-10:00  p.m.,  Wednesdays 

Department  of  Psychiatry  of  New  York  Medical 
College 

Flower  and  Fifth  Avenue  Hospitals 
Fifth  Avenue  at  106th  Street 

Division  of  Continuing  Education 

PSYCHIATRY:  REVIEW  AND  RECENT 
ADVANCES 

Under  the  direction  of: 

ALFRED  M.  FREEDMAN,  HAROLD  I.  KAPLAN,  AND 
BENJAMIN  J.  SADOCK,  M.D ’s 

This  course  in  psychiatry  is  designed  specifically  for  the  psy- 
chiatrist in  practice  who  wishes  to  review  and  update  his 
knowledge  or  who  wishes  to  gain  an  in-depth  and  compre- 
hensive overview  of  the  recent  advances  made  in  various 
areas  about  which  he  requires  more  detailed  information. 
Knowledge  of  the  behavioral  sciences  is  provided  and  ger- 
mane biological  and  psychological  concepts  are  presented. 
The  rapid  advances  made  in  the  areas  of  psychopharmacolo- 


gy, neurophysiology  and  biochemistry  as  applied  to  human 
behavior  are  also  covered.  Additional  attention  will  be  given 
to  the  performance  of  the  psychiatric  examination  and  the 
differential  diagnosis,  treatment  and  management  of  the  full 
range  of  psychiatric  disorders. 

FEE:  $500  CREDIT:  Category  I AMA 

Apply:  Benjamin  J.  Sadock,  M.D.,  Director,  Continuing  Edu- 
cation in  Psychiatry,  at  the  above  address.  Zip  10029. 


September  11  / October  2,  1974 

3:30-5:00  p.m.,  Wednesdays 

Downstate  Medical  Center,  Kings  County 

Chapter  of  AAFP  and  the  Brooklyn  Psychiatric  Society 

450  Clarkson  Avenue 

Brooklyn 

PSYCHIATRIC  ASPECTS  OF  MEDICAL 
PRACTICES 

Under  the  direction  of 

LEWIS  S.  GLICKMAN,  M.D. 

NO  FEE  CREDIT:  Pending 

Registration:  Mrs.  Marlene  Waschitz,  Dept,  of  Psychiatry, 

Box  32,  above  address.  Tel.  212/630-3909. 


September  12  / December  12,  1974 
(except  Sept.  26  and  Nov.  28) 

3:30-5:30  p.m.,  Thursdays 

Queensboro  Lung  Association 

Triboro  Hospital 
First  Floor  Classroom 

The  Dr.  Harry  Epstein  Memorial 
Postgraduate  Course 

ADVANCES  IN  PULMONARY  MEDICINE 

NO  FEE  CREDIT:  24  hour  Cat  I requested 

Apply:  Division  of  Pulmonary  Medicine,  Room  1-A-21,  Tribo- 
ro Hospital,  Queens  Hospital  Center,  82-68  164th  Street,  Ja- 
maica, N.Y.  11432. 

September  17,  1974  / June  10,  1975 

9:00  a. m. -5:00  p.m.,  Tuesdays 

Columbia  University  P & S 

ADULT  AND  CHILD  PSYCHIATRY 
(Open  to  physicians  who  have  completed 
two  years  of  training  in  the  program  provided 
by  the  New  York  State  Department  of  Mental 
Hygiene.  Residency  training  on  a third  year 
level  in  the  combined  program  of  the  New 
York  State  Psychiatric  Institute  and 
Presbyterian  Hospital.) 

FEE:  $1200 

For  application  and  information  write  Jose  M.  Ferrer,  Jr. 

M. D.,  Associate  Dean,  630  West  168th  Street,  New  York 

N. Y.  10032. 
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September  23  / November  27,  1974 

9:00  a.m. -5:00  p.m.,  Monday  / Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
Postgraduate  Review  Course 

PSYCHIATRY  AND  NEUROLOGY 

Under  the  direction  of 

JAMES  H.  RYAN.  M.D.  and  H.  HOUSTON  MERRITT.  M.D. 
Given  by  the  Staffs  of 

The  N.Y.  Neurological  Institute  and  The  New  York  State 
Psychiatric  Institute 

FEE:  $500 

For  information  and  registration  write:  Jose  M.  Ferrer,  Jr., 
M.D..  Associate  Dean.  630  West  168th  Street.  N.Y.,  N Y. 
10032.  Telephone:  212/579-3682 


September  23,  1974  / May  12,  1975 

3:00-5:00  p.m.,  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

THE  SERGEI  FEITELBERG  COURSE  IN 
NUCLEAR  MEDICINE 

STANLEY  J.  GOLDSMITH.  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $400  CREDIT:  AMA  Cat  1 


MONDAY,  SEPTEMBER  23 

8:30  p.m. 

Federation  of  American-European  Medical 
Societies 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  Congenital  Heart  Disease 

EVAN  DIMIC,  Chief  of  the  Cardiac 
Catheterization  Laboratory,  Mount  Sinai 
School  of  Medicine  (Yugoslav  Society) 

2.  Assessment  of  Fetal  Well  Being  in 
Pregnancy 

THOMAS  D.  KERENYI,  Associate 
Professor  of  Obs/Gyn,  Mount  Sinai  School 
of  Medicine  (Semmel  Weiss  Society) 


September  24,  1974  / April  29,  1975 

8:00-10:00  p.m.,  Tuesdays 

Department  of  Psychiatry  of  New  York  Medical 
College 

Fiower-Fifth  Avenue  Hospitals 
Fifth  Avenue  at  1 06th  Street 


Division  of  Continuing  Education 

COMPREHENSIVE  NEUROLOGY  FOR 
PSYCHIATRISTS 

Under  the  direction  of: 

GEOFFREY  F.  OSLER.  M.D. 

Subjects  to  be  covered  include  cerebrovascular  disease,  con- 
vulsive disorders,  electrodiagnostic  procedures,  disorders  of 
the  spinal  cord,  peripheral  nerve,  neuromuscular  function  and 
muscle.  Also  covered  are  the  basic  sciences  of  neurology, 
including  embryology,  brain  stem,  and  basal  ganglia  morphol- 
ogy. the  limbic  system  and  cortical  structure  and  function 
among  others.  Special  attention  will  be  given  to  perfor- 
mance of  the  neurological  examination  and  the  differential  di- 
agnosis of  neurological  disorders  as  they  relate  to  medical 
problems  in  general  and  psychiatric  problems  in  particular 
This  course  will  be  most  useful  for  candidates  pre- 
paring for  the  American  Board  of  Psychiatry  and  Neurology. 

FEE:  $500  CREDIT:  Category  I AMA 

Please  contact  Benjamin  J.  Sadock,  M.D.,  Director  of  Con- 
tinuing Education  in  Psychiatry,  New  York  Medical  College, 
Fifth  Avenue  at  106th  Street,  New  York,  N.Y.  10029.  Atten- 
dance is  limited. 


September  25  / December  18,  1974 

8:00-9:00  a.m.,  Wednesdays 

Columbia  University  P & S 

630  West  168th  Street 

A Course  for  Radiology  Residents  Preparing  for  Board 
Examination 

RADIOBIOLOGY 

DOCTOR  ERIC  J.  HALL 
FEE:  $150 

Write:  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate  Dean,  at  the 

above  address  or  phone  212/579-3682. 


September  27,  1974  / May  16,  1975 

9:00  a.m. -5:00  p.m.,  Fridays 

Columbia  University  P & S 

630  West  168th  Street 

THE  BASIC  PSYCHOLOGICAL  SCIENCES 
(Designed  for  first  and  second  year  level 
residents  in  psychiatry) 

FEE:  $1200 

Write:  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate  Dean,  at  the 

above  address. 


September  30  / October  2,  1974 

9:00  a.m.-5:00  p.m.,  Monday  & Tuesday 
9:00  a.m.-1:00  p.m.,  Wednesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

CURRENT  CONCEPTS  IN  OBSTETRICS 
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AND  GYNECOLOGY 

SAUL  B.  GUSBERG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $ 1 50  (House  Staffs  $50) 

MONDAY,  SEPTEMBER  30 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

Rudolf  Virchow  Lecture 

MODERN  HUMAN  GENETICS 

KURT  HIRSCHHORN,  M.D. 


BUFFALO  AREA 


Continuing  Medical  Education 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 
2211  Main  Street 
Buffalo,  New  York  14214 
Tel:  716/831-5526 

TENTATIVE  SCHEDULE— FALL  1974 

September  19  & 20 

New  Horizons  in  Perinatal  Medicine 

G.  P.  GIACOIA,  M.D. 

Sheraton  Inn-Buffalo  East 

September  26  & 27 

VA  Hospital  Medical  Record  Audit(with  VA) 

W.  HAINESWORTH,  M.D. 

Holiday  Inn-Grand  Island 

September  27 

Diagnosis  and  Treatment  of  Immunologically- 
Mediated  Renal  Diseases  (with  WHO,  The 
Upjohn  Company  and  V7NY  Kidney 
Foundation) 

C.  M.  ELWOOD  and  G.  A.  ANDRES,  M.D.'s 
Roswell  Park  Medical  Institute 

October  1 & 2 

Family  Planning  for  the  Family  Physician 

R.  G.  CUNANAN,  JR„  M.D. 

Deaconess  Hospital 

October  18  & 19 
Chest  Diseases 

J.  W.  VANCE,  M.D. 

Statler  Hilton  Hotel 


October  30 

Infections  in  Gynecology-Obstetrics 

V.  J.  CAPRARO,  M.D. 

Sheraton  Inn-Buffalo  East 

November  13  & 14 

Gynecology  Endocrinology  and  Applied 
Genetics 

V.  J.  CAPRARO,  M.D. 

Statler  Hilton  Hotel 

November  22  & 23 

Mental  Disability  and  the  Law 

M.  L.  GERSTENZANG,  M.D.  and  MR.  WILLIAM  A. 
CARNAHAN 

December 

Gynecological  Laparoscopy 

N.  G.  COUREY,  M.D. 


SUFFOLK  COUNTY 


September  6 and  13,  1974 

8:00-9:00  a.m.,  Fridays 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

CLINICAL  PROBLEMS  IN  FAMILY 
MEDICINE 

September  6 

Common  Eye  Problems  (including  Trauma) 

HERBERT  SCHMIDT,  M.D. 

September  13 

Clinical  Management  of  Chronic  Renal 
lr*sufficency 

BENJAMIN  SON,  M.D. 


NOTE:  This  is  the  beginning  of  a 23  hour  class  which  will 
continue  until  June  13,  1975.  Watch  for  future  notices  in 
“What  Goes  On.” 

NO  FEE  CREDIT:  23  hours  Class  1 AAFP  (for  whole 

course) 

,cor  further  information,  please  contact:  Dorothy  S.  Lane, 
M.D.,  Director  of  Medical  Education,  above  address.  Tel. 
516/475-5000,  Ext.  452. 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  isues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


I 
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OUTSIDE  OF  NEW  YORK  STATE 

September  11/13,  1974 

American  College  of  Physicians  in  conjunction 
with  Indiana  University  School  of  Medicine 

Indianapolis  Hilton 
Indianapolis.  Indiana 

3-Day  Postgraduate  Course 

SELECTED  TOPICS  IN  ENDOCRINOLOGY 
AND  METABOLISM 

Under  the  direction  of: 

S.  CONRAD  JOHNSON.  M D. 


September  16  / 18,  1974 

American  College  of  Physicians  in  conjunction 
with  Loyola  University  Stritch  School  of 
Medicine 

Arlington  Towers  Hotel 
| Arlington  Heights,  Illinois 

3-Day  Postgraduate  Course 

EMERGENCY  ROOM  MEDICINE 


WEDNESDAY,  SEPTEMBER  25 
Southern  Ontario  Surgical  Society 

McMaster  University  Medical  Centre 
Hamilton,  Ontario 

2nd  Meeting 

DAY  IN  SURGERY  FOR  GENERAL 
SURGEONS 

For  more  information,  please  contact:  DR.  W.  H.  Barnes, 
Associate  Clinical  Professor,  Department  of  Surgery.  66 
Charlton  Avenue  West,  Hamilton,  Ontario. 


September  30  / October  4,  1974 

American  College  of  Physicians  in  conjunction 
with  University  of  Pennsylvania  School  of 
Medicine 

Philadelphia.  Pa. 

5-Day  Postgraduate  Course 

MECHANISMS  AND  MANAGEMENT  OF 
CLINICAL  PULMONARY  DISEASE 

Under  the  co-direction  of: 

ALFRED  P.  FISHMAN,  PAUL  E.  EPSTEIN,  and  NEIL  S. 
CHERNIACK,  M.D.'s 


Under  the  direction  of: 

ROLF  M.  GUNNAR,  M.D. 


September  16  / 18,  1974 

American  College  of  Physicians  in  conjunction 
with  Mayo  Clinic 

Rochester,  Minnesota 
3-Day  Postgraduate  Course 

CLINICAL  GASTROENTEROLOGY 


Under  the  direction  of: 

A.  D.  NEWCOMER,  M.D. 


September  24  / 26,  1974 


‘University  of  Michigan  Medical  Center 

Towsley  Center 
Ann  Arbor,  Michigan 

BLOOD  COAGULATION  TECHNIQUES 


eS 

-«] 

3* 


Write:  Robert  K.  Richards,  Dir.,  Office  of  Intramural  Educa- 
tion, Towsley  Center,  University  of  Michigan  Medical  Center, 
Ann  Arbor,  Michigan  48104. 

'Co-sponsored  with  the  Michigan  Academy  of  Family  Physi- 
cians. 


September  30  / October  3,  1974 

American  College  of  Physicians  in  Conjunction 
with  Gastrointestinal  Section  of  the  University 
of  Pennsylvania 

Marriott  Hotel 
Philadelphia,  Pa. 

4-Day  Postgraduate  Course 

PHYSIOLOGIC  APPROACHES  TO  THE 
DIAGNOSIS  AND  TREATMENT  OF 
GASTROINTESTINAL  DISEASE 

Under  the  co-direction  of: 

FRANK  P.  BROOKS,  SIDNEY  COHEN,  JULIUS  J.  DEREN, 
and  J.  DONALD  OSTROW,  M.D.'s 

For  information  and  registration  on  all  of  the  above  courses, 
please  contact  The  Registrar,  Postgraduate  Courses,  Ameri- 
can College  of  Physicians,  4200  Pine  Street,  Philadelphia,  Pa. 
19104 


PHYSICIANS  PLACEMENT 


ALFRED,  N.Y.,'  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 
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CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.V. 
14802.  Tel.  607/587-8268. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  DonaVj  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel.  607/264-5511. 


COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Corning  Hospital  Medical  Staff,  Corning,  N.Y. 
14830.  Tel.  607/936-9971. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N.Y.  14901.  Tel.  607/734-5117. 


GENESEO,  N.Y.,  Livingston  County.  Family  Physician  or  Internist 
to  join  two  Pediatricians  and  two  F.P.'s  in  community- 
sponsored,  salaried  group  practice. 

CONTACT:  Mr.  Arnold  H.  Matlin,  Box  36,  Geneseo,  N.Y.  14454. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel.  607/656-41 15. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel. 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.’s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel.  315/866-3330. 


HIGHLAND  FALLS,  N.Y.,  Orange  County.  Family  Physician. 

CONTACT:  A.  H.  Margolis,  M.D.,  22  Wyandotte  Avenue, 
Highland  Falls,  N.Y.  10928.  Tel.  914/446-4066. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel.  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel.  315/865-4233. 


ITHACA,  N.Y.,  Tompkins  County.  Internist. 

CONTACT:  Charles  L.  Sprinkle,  M.D.,  304  N.  Geneva  Street, 
Ithaca,  N.Y.  14850.  Tel.  607/272-1360. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel. 
607/274-4444. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and  F.P./ 
Psychiatrist  for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Director,  Jamestown 
Medical  Clinic,  103  Allen  Street,  Jamestown,  N.Y.  14701. 


NOTICE  TO  HOSPITALS  AND  MEDICAL  SCHOOLS 


The  Medical  Society  of  the  State  of  New  York  invites  you  to  send  notices  of  continuing  medical  edu- 
cation including  “Teaching  Days,”  important  lectureships,  courses,  and  similar  programs  for  free 
publication  in  WHAT  GOES  ON.  Please  address  all  correspondence  to:  The  Editor,  WHAT  GOES 

ON,  Medical  Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040. 


Meeting  Dates 


Deadline  Dates 


October  1-31,  1974 
November  1-30,  1974 
December  1-31,  1974 
January  1-31 , 1975 
February  1-28,  1975 


.'  . . August  12,  1974 

September  10,  1974 

..October  10,  1974 

.November  11,  1974 
December  10,  1974 
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Why  should  you  join  the 
Payroll  Savings  Flan  now? 
Maybe  you’ll  find  out  later. 


The  future  can  be  too  late 
for  saving.  So  if  you  want 
security,  you’d  better  start 
today. 

The  Payroll  Savings  Plan 
makes  it  easy.  Because  an 
amount  you  choose  is  auto- 
matically set  aside  from 
each  paycheck  to  buy  U.  S. 
Savings  Bonds.  That  way, 
your  savings  build,  year 
after  year. 

So  start  today.  Because 
tomorrow,  today  will  be 
yesterday. 

Now  E Bonds  pay  6%  interest  when  held  to  maturity  of 
5 years  (4M  % the  first  year).  Bonds  are  replaced  if  lost, 
stolen  or  destroyed.  When  needed,  they  can  be  cashed  at 
your  bank.  Interest  is  not  subject  to  state  or  local  income 
taxes,  and  federal  tax  may  be  deferred  until  redemption. 


Join  the  Payroll  Savings  Plan. 


fin  A public  service  of  this  publication 
and  The  Advertising  Council. 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full  product  in 
mation.  The  following  is  a brief  summary. 


Contraindications:  Severe  central  nervous  system  depression,  comat 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease 
extreme  degree. 


Warnings:  Administer  cautiously  to  patients  who  have  previously  exhib 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  phenot 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  sys 
depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine 
phosphorus  insecticides.  During  pregnancy,  administer  only  when  the  po 
tial  benefits  exceed  the  possible  risks  to  mother  and  fetus. 


Precautions:  There  have  been  infrequent  reports  of  leukopenia  and 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticon 
sant  medication  should  also  be  maintained.  Pigmentary  retinopathy  maj 
avoided  by  remaining  within  the  recommended  limits  of  dosage.  Admini 
cautiously  to  patients  participating  in  activities  requiring  complete  me 
^ alertness  (e.g.,  driving),  and  increase  dosage  gradually.  Orthostatic  hypo 
is  more  common  in  females  than  in  males.  Do  not  use  epinephrim 
5 tre’ating^drug-induced  hypotension  since  phenothiazines  may  induce  a 


rums 


Temper  tantrums... 
sudden  changes  in 
mood...  impairment 
of  orientation 


Mellaril  helps  calm  the  agitated  geriatric  patient.  It  not  only 
reduces  agitation  but  also  diminishes  anxiety,  excitement, 
and  hypermotility.  Of  course,  neurologic  deficit  cannot  be 
repaired,  but  the  patient  with  senile  psychosis  due  to  organic 
brain  syndrome  can  frequently  obtain  meaningful 
symptomatic  relief  with  Mellaril. 


for  the  agitated 
geriatric  uiith 
senile  psychosis 


mellaril 


[thioridazine] 


TABLETS:  50  mg.  thioridazine  HCI,  U.S.P. 


versed  epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300 
should  be  used  only  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— Drowsiness,  especially  with  I; 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  e> 
pyramidal  symptoms;  nocturnal  confusion,  hyperactivity,  lethargy,  psych 
reactions,  restlessness,  and  headache.  Autonomic  Nervous  System-[)t)\ 
of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diarrhea,  n 
stuffiness,  and  pallor.  Endocrine  System-Galactorrhea,  breast  engorgeir 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema.  Skin— De 
titis  and  skin  eruptions  of  the  urticarial  type,  photosensitivity.  Cardiovasi 
System—  ECG  changes  (see  Cardiovascular  Effects  below).  Other— A si 
case  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  shoul 
considered:  Autonomic  Reactions— Miosis,  obstipation,  anorexia,  para 
ileus.  Cutaneous  Reactions- Erythema,  exfoliative  dermatitis,  contact 
matitis.  Blood  Syscras/as-Agranulocytosis,  leukopenia,  eosinophilia,  th 
bocytopenia,  anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactic 
Fever,  laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity-. 
dice,  biliary  stasis.  Cardiovascular  Effects- Changes  in  terminal  portic : 
electrocardiogram,  including  prolongation  of  Q-T  interval,  lowering  i 
inversion  of  T-wave,  and  appearance  of  a wave  tentatively  identified 
bifid  T or  a U wave  have  been  observed  with  phenothiazines,  inclu 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and  due  to  altere  i 
polarization,  not  myocardial  damage.  While  there  is  no  evidence  of  a c ; 
relationship  between  these  changes  and  significant  disturbance  of  caa 
rhythm,  several  sudden  and  unexpected  deaths  apparently  due  to  caa 
arrest  have  occurred  in  patients  showing  characteristic  electrocardiogr  li 
changes  while  taking  the  drug.  While  proposed,  periodic  electrocardiog  r 
are  not  regarded  as  predictive.  Hypotension,  rarely  resulting  in  ca  a 
arrest.  Extrapyramidal  Symptoms— Akathisia,  agitation,  motor  restless  a: 
dystonic  reactions,  trismus,  torticollis,  opisthotonus,  oculogyric  c« 
tremor,  muscular  rigidity,  and  akinesia.  Persistent  Tardive  Dyskinesia-?  i: 
tent  and  sometimes  irreversible  tardive  dyskinesia,  characterize  b 
rhythmical  involuntary  movements  of  the  tongue,  face,  mouth,  or  jaw  g 
protrusion  of  tongue,  puffing  of  cheeks,  puckering  of  mouth,  chewing  i « 
ments)  and  sometimes  of  extremities  may  occur  on  long-term  thera  c 
after  discontinuation  of  therapy,  the  risk  being  greater  in  elderly  pa  it 
on  high-dose  therapy,  especially  females;  if  symptoms  appear,  disconu 
all  antipsychotic  agents.  Syndrome  may  be  masked  if  treatment  is  ir 
stituted,  dosage  is  increased,  or  antipsychotic  agent  is  switched,  m 
vermicular  movements  of  tongue  may  be  an  early  sign,  and  syndrorm  ia 
not  develop  if  medication  is  stopped  at  that  time.  Endocrine  Distun  ais- 
Menstrual  irregularities,  altered  libido,  gynecomastia,  lactation,  v# 
gain,  edema,  false  positive  pregnancy  tests.  Urinary  Disturbances -I  ei 
tion,  incontinence.  Others- Hyperpyrexia;  behavioral  effects  suggest  - 
a paradoxical  reaction,  including  excitement,  bizarre  dreams,  aggra  ifl 
of  psychoses,  and  toxic  confusional  states;  following  long-term  treat  m 
a peculiar  skin-eye  syndrome  marked  by  progressive  pigmentation  o'Tii 
or  conjunctiva  and/or  accompanied  by  discoloration  of  exposed  sclera 
and  cornea;  stellate  or  irregular  opacities  of  anterior  lens  ,. 
and  cornea;  systemic  lupus  erythematosus-like  syndrome.  73.821R 
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Residential  Facilities  for  Hospital-Discharged  Former  Mental  Patients 
Easton 

Affective  Disease  Health  Maintenance  Organization 
Shelley , Mendlewicz,  and  Fieve 


Symposium — Vascular  Malformations  of  Central  Nervous  System  and  Treatment 
King,  Saba,  Smith,  Alker,  Bakay,  and  Glasauer 

Case  Reports 


Carcinoma  of  Head  of  Pancreas  with  Spontaneous  Regression 
Tchertkoff  and  Hauser 

Draining  Umbilicus  in  Infants 

Genieser,  Becker,  Grosfeld,  and  Kaufman 


Aneurysm  of  Superior  Pancreaticoduodenal  Artery 
Lapin,  Alessandri,  Kamath,  and  Kane 


Vinblastine  Therapy  of  Kaposi’s  Sarcoma 

Goldman,  Greenwald,  and  Schulman 


Editorials 


Exercise — how  fast?  How  far? 
Dock 


What  has  the  AMA  done  for  me — lately? 

Blake 

Synthesis  in  medicine;  Are  we  losing  sight  of  the  goal? 
Douglas 

Goals  of  medicine 

Douglas 


Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasrn  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 
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PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  Flowever, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 
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BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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Who  suffers  more 


when  mother's  child  suffers  from  colic,  diarrhea  or  similar  malady? 


ooyalac  from  isolated 
protein  without  corn. 


Soyalac  and  new 
I-Soyalac  can  be  an 
effective  answer. 


I-Soyalac  and  regular  Soyalac  is  palatable, 
readily  digestible  and  assimilated.  It  simulates 
human  milk  in  appearance,  taste  and  texture. 

It  is  complete  with  vitamins  and  minerals.  It 
is  suitable  for  infants  and  children 
who  are  sensitive  to  or  cannot 
tolerate  cow’s  milk. 

For  nearly  a quarter  of  a 
century,  Soyalac  has  proven 
its  value— in  promoting  growth 
and  development— as  proven  by 
extensive  clinical  data. 

Available  in  four  forms:  • I-Soyalac  Concen- 
trated • Soyalac  Concentrated  • Soyalac  Ready- 
to-Serve  • Soyalac  Powder. 
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| send  to:  Loma  Linda  Foods  NYSJM-S 

Medical  Products  Division 
Riverside,  Calif.  92505 


Please  send  me  free  sample  and  literature. 

Name 

Address 

City State Zip 


Or  a simple  note  on  your  prescription  form  will  do. 


Tbfranil-PM 

imipramine  pamoate 

Capsules*  of  150,125,100 
and  75  mg. 

Provides  the  therapeutic 
effectiveness  of  divided  dailv 
doses  with  no  loss  of  safety 


*Each  capsule  contains  imipramine  pamoate  equivalent  to 
150, 125,  100  or  75  mg.  of  imipramine  hydrochloride. 
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One  dose  lasts  from  bedtime  to  bedtime. 


For  single-dose  therapy  in  depression 

when  the  dosage  is  established. 

• for  many  patients,  the  1 50-mg.  capsule 
may  be  the  most  effective  single 
daily  dose. 

• may  markedly  reduce  the  probability 
of  missed  doses. 

• offers  dosage  convenience  that 
assures  greater  patient  cooperation. 

• becomes  part  of  the  regular  bedtime 
routine  — making  it  easier  to  establish 
a more  reliable  pattern  of  self-med- 
ication. 


• offers  the  therapeutic  equivalency  of 
divided  daily  doses  of  Tofranil3, 
imipramine  hydrochloride,  with  no 
loss  of  efficacy  or  safety. 

• has  the  convenience  and  flexibility 
of  a full  range  of  single  daily  dosage 
strengths. 

• saves  time  and  cost  of  dosage  admin- 
istration in  the  hospital. 

Please  read  the  prescribing  information 
for  details  of  usage,  precautions,  warn- 
ings, contraindications,  adverse  experi- 
ences, and  dosage  recommendations.  A 
summary  appears  on  the  following  page. 
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lOTranii-Kivi  ueigy 

imipramine  pamoate 

Capsules*  of  150, 

125,100  and  75  mg. 

*Each  capsule  contains  imipramine  pamoate 
equivalent  to  150,  125.  100  or  75  mg  of  imipra- 
mine hydrochloride 

One  dose  lasts  from  bedtime  to  bedtime. 


Tofranil-PM 

brand  of  imipramine  pamoate 
Tofranil® 

brand  of  imipramine  hydrochloride  USP 

Indications:  For  the  relief  of  symptoms  of 
depression  Endogenous  depression  is  more 
likely  to  be  alleviated  than  other  depressive 
states 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is 
contraindicated  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations  The  potentiation 
of  adverse  effects  can  be  serious,  or  even 
fatal  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug.  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind 
Warnings:  Usage  in  Pregnancy:  Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established;  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards  Animal  repro- 
duction studies  have  yielded  inconclusive 
results  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  of  this  drug,  but  a causal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects. arrhythmias,  myocardial  infarction, 
strokes  and  tachycardia, 

— patients  with  increased  intraocular  pres- 
sure, history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug  s anticholinergic  properties, 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity, 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold. 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs 

Usage  in  Children  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children.  Tofranil, 
brand  of  imipramine  hydrochloride,  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM  brand  of  imipramine  pamoate, 
should  not  be  used  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  100  mg,,  125  mg  and  150  mg  ) Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75  mg  , 100  mg  , 125  mg  or  150  mg 
imipramine  hydrochloride 
Since  imipramine  may  impair  the  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks,  such  as 
operating  an  automobile  or  machinery,  the 


patient  should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible 

Hypomamc  or  manic  episodes  may  occur, 
particularly  in  patients  with  cyclic  disorders 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug  If  needed.  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes 
Prior  to  elective  surgery,  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g . paralytic  ileus)  Close  super- 
vision and  careful  adjustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics,  which  contain 
any  sympathomimetic  amine  (e  g , adrenalin, 
noradrenalin).  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 
Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects 
Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported 
Concurrent  administration  of  imipramine  with 
electroshock  tnerapy  may  increase  the  haz- 
ards, such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered 
Cardiovascular  Hypotension,  hypertension, 
tachycardia,  palpitation,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke,  falls 
Psychiatric:  Confusional  states  (especially  in 
the  elderly)  with  hallucinations,  disorienta- 
tion, delusions,  anxiety,  restlessness  agita- 
tion, insomnia  and  nightmares,  hypomania, 
exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthe- 
sias of  extremities,  incoordination,  ataxia, 
tremors;  peripheral  neuropathy,  extrapyram- 
idal  symptoms;  seizures,  alterations  in  EEG 
patterns,  tinnitus 

Anticholinergic:  Dry  mouth,  and.  rarely,  asso- 
ciated sublingual  adenitis,  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis,  con- 
stipation, paralytic  ileus,  urinary  retention 
delayed  micturition,  dilation  of  the  urinary  tract 


Allergic:  Skin  rash,  petechiae.  urticaria,  itch- 
ing, photosensitization  (avoid  excessive  expo- 
sure to  sunlight);  edema  (general  or  of  face 
and  tongue),  drug  fever,  cross-sensitivity  with 
desipramine 

Hematologic  Bone  marrow  depression  includ- 
ing agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy,  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal  Nausea  and  vomiting,  ano- 
rexia. epigastric  distress,  diarrhea;  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine:  Gynecomastia  in  the  male,  breast 
enlargement  and  galactorrhea  in  the  female, 
increased  or  decreased  libido,  impotence, 
testicular  swelling,  elevation  or  depression  of 
blood  sugar  levels 

Other:  Jaundice  (simulating  obstructive), 
altered  liver  function,  weight  gain  or  loss; 
perspiration,  flushing,  urinary  frequency, 
drowsiness,  dizziness  weakness  and  fatigue, 
headache,  parotid  swelling;  alopecia 
Withdrawal  Symptoms  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission. 

Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM.  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above  This  dose 
may  be  given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and  insom-  1 
nia  with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning 
Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  injectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride  Round  tablets  of  25  and 
50  mg  , triangular  tabletsof  10  mg  , and  am- 
puls. each  containing  25  mg  in  2 cc  for  I M 
administration 

Tofranil-PM.  brand  of  imipramine  pamoate: 
Capsules  of  75.  100.  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75,  100,  125  or  150  mg,  of  imipramine 
hydrochloride  ) (B)  98-146-850-P  (2/74) 

For  complete  details,  including  dosage  and 
administration,  please  refer  to  the  full  pre- 
scribing information 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10502  > 
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Pleural  effusion 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


HERE 


Biliary  calculi 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

prescribing  convenience: 


up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2 ); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


ft 


I Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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Relief  from 
minor  pain 
for 

increased 
range  of 
motion  in 

RHEUMATOID  and 
OSTEOARTHRITIS 

Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 

PRECAUTIONS:  Do  not  use  in  or  near  eyes, 
on  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 

AVAILABLE:  1V2  and  4 oz.  cans.  Approximately 
125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 

Indust.  Med.  & Surg.  28:217,  May,  1959. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 

Pioneers  in  Geriatric  Research 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. ..yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a roller-coaster''  nor  a hangover'’  effect. 


BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower  Its  gentle  daytime  sedative  action  is  often 
all  that  s needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs 


Butisol 

(SODIUM  BUTABARBITAL) 


■a 


(McNEIL) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates:  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment:  respiratory  disease 
with  dyspnea  or  obstruction:  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  orq.i.d. 

For  hypnosis,  SO  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  3 cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
© McN  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Part  of  a series  on  the  clinical,  bacteriological  and  pharmacological  aspects  of  Bactrim  therapy. 


TRese  are  results  from  clinical  trials*  in  which  patients  with  chror 
urinary  tract  infections  (primarily  cystitis,  pyelitis  and  pyelonephritis), 
more  than  half  with  obstructive  complications,  were  treated  with  Bac 
for  1 0 days  and  evaluated  at  intervals  up  to  32  days  after  termination 
of  therapy.  Patients  were  considered  to  have  a significant  bacteriologl 
response  when  the  urine  culture  revealed  10,000  or  fewer  colonies/n 
of  any  single  organism  cultured  from  a midstream  clean-catch  specin: 


prescribing  Bactrim,  plea^consult  co 
verse  reactions,  contraindication^ 


te 


roduct  informb 
warning. 


This  is  Bactrin 

against  Lcoli,  Proteu: 


[performance 
spp.  and  Klebsiella 


Excellent  initial  response* 
after  10  days  of  therapy 

Impressive  response  maintained 
32  days  after  termination  of  therapy 

ji  E.  coli  infections 

97.1  % of  105  patients 

73.1  % of  93  patients 

ii  Proteus  spp.  infections 

81.1  % of  37  patients 

60.0%  of  35  patients 

• --ill! 

n Klebsiella  infections 

85.7%  of  21  patients 

65.0%  of  20  patients 

Data  on  file,  MedicalJjgpa'rtrTmiL  Hoffmann-La  Roche  Inc.  Nutley,  New  Jersey 


In  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
and  due  to  susceptible  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter  and  Proteus  mirabilis. 


Please  see  following  page  for  summary  of  product  information. 


In  cases  or  cystitis, 
pyelonephritis  and  pyelitis 

diagnosed  as  chronic 

Bactrim 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


■ aggressive  antibacterial  activity 

interrupts  essential  metabolic  process 
of  susceptible  organisms,  usually  E,  coli, 
Klebsiella-Enterobacter,  P.  mirabilis,  and, 
less  frequently,  indole-positive  proteus 
species 

over  91%  initial  efficacy  in  clinical  studies 
of  patients  with  urinary  tract  infection 
diagnosed  as  chronic 


impressive  response  even  in  cases  with 
obstructive  complications 

■ not  recommended  for  children  under  1 2, 
during  pregnancy  or  the  nursing  period 

■ no  loading  dose;  two  tablets  b.i.d. 
recommended  for  1 0-1 4 days 

due  to  susceptible  organisms 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species). 

NOTE:  The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials,  especially  in  chronic  and  recurrent 
urinary  tract  infections. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfona- 
mides; pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  thrombopenia  in 
elderly  patients  on  diuretics,  primarily  thiazides.  Sore  throat,  fever, 
pallor  or  jaundice  may  be  early  signs  of  serious  blood  disorders. 
Frequent  CBC's  are  recommended;  therapy  should  be  discon- 
tinued if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  allergy  or  bronchial 
asthma;  and  in  those  with  glucose-6-phosphate  dehydrogenase 
deficiency,  where  hemolysis  may  occur.  During  therapy,  maintain 
adequate  fluid  intake  and  perform  frequent  urinalyses,  with  care- 
ful microscopic  examination,  and  renal  function  tests,  particularly 
where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  tri- 
methoprim are  included,  even  if  not  reported  with  Bactrim,  blood 
dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Ery- 


thema multiforme,  Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema, 
conjunctival  and  scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  sto- 
matitis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and 
pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Mis- 
cellaneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oli- 
guria and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfona- 
mides have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist.  In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 


Dosage:  Not  recommended  for  children  under  12.  Usual 
adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days.  For  patients 
with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole-  bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  100;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
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Abstracts 


Brust,  J.  C.  M.,  and  Richter,  R.  W.:  Tetanus  in  the 
inner  city,  New  York  State  J.  Med.  74:  1735  (Sept.) 
1974. 

Of  34  patients  with  tetanus  seen  at  the  Harlem  Hospi- 
tal Center  from  1964  through  1971,  30  were  heroin  ad- 
dicts. The  case  fatality  rates  were  70  per  cent  for  the 
addicts  and  50  per  cent  for  nonaddicts.  While  curare 
appeared  to  be  effective  in  controlling  tetanospasms  in 
those  patients  resistant  to  other  agents,  the  most  com- 
mon cause  of  death  was  sudden  cardiac  standstill  at  a 
time  when  spasms  were  well  controlled,  and  arterial 
blood  gases  were  satisfactory.  The  cause  of  these  ar- 
rests remains  obscure. 

Orkin,  L.  R.,  and  Robertazzi,  R.  W.:  The  patient  and 
the  anesthesiologist,  New  York  State  J.  Med.  74:  1743 
(Sept.)  1974. 

The  choice  of  anesthetic  agents,  techniques,  and  man- 
agement must  place  in  proper  order  the  priorities  of  sur- 
vival, morbidity,  and  patient  comfort.  The  choice 
should  not  be  constricted  by  the  skills  or  prejudices  of 
the  surgeon  or  anesthesiologist.  The  decisions  can  be 
programmed  by  seeking  the  answers  to  two  questions: 
(1)  If  this  patient  is  liable  to  die,  what  will  lead  to  his 
demise?  (2)  What  can  I do  to  prevent  that  sequence  of 
events?  The  approach  necessitates  a complex  chain  of 
activities  linking  the  preoperative  preparation,  the  in- 
traoperative monitoring  and  management,  and  the  post- 
operative care. 

Dunn,  E.:  Surgical  experience  in  gastroduodenal  ulcer- 
ation; analysis  of  hospital  experience  in  terms  of  peer  re- 
view, New  York  State  J Med.  74:  1749  (Sept.)  1974. 

One  hundred  and  ninety-eight  patients  undergoing 
elective  and  emergent  surgery  for  peptic  ulceration  of 
the  gastrointestinal  tract  were  reviewed  to  determine 
the  effect  of  varying  surgical  procedures  on  hospital 
stay,  return  of  gastrointestinal  function,  morbidity,  and 
mortality  rate.  An  attempt  was  made  to  derive  norms 
for  hospital  stay  following  elective  and  emergent  proce- 
dures. Patients  with  obstruction  generally  had  a more 
protracted  recovery  of  normal  function.  The  high  mor- 
tality rate  for  emergent  surgery  for  bleeding  gastric  ul- 


cers was  again  noted.  Complications  were  found  to 
exert  a profound  affect  on  postoperative  stay  for  all 
groups  of  patients.  In  uncomplicated  circumstances 
there  was  minimal  difference  in  postoperative  stay  be- 
tween emergent  and  elective  surgery  for  either  duodenal 
or  gastric  ulcer. 

Easton,  K.:  Residential  facilities  for  hospital-dis- 

charged former  mental  patients;  aspects  in  develop- 
ment, New  York  State  J.  Med  74:  1762  (Sept.)  1974. 

Since  1965  the  community,  rather  than  large  state 
mental  institutions,  has  been  mandated  to  provide  hous- 
ing and  rehabilitation  for  mentally  disabled  persons. 
An  agonizing  social  experiment  is  now  in  effect  since  the 
necessary  community  facilities  have  not  yet  been  estab- 
lished. A great  deal  of  misunderstanding  exists  regard- 
ing the  kinds  of  services  and  programs  that  need  to  be 
developed.  Community  residential  programs  are  basi- 
cally of  a high-expectation  rehabilitative  nature,  or  low- 
expectation,  custodial-care  oriented.  A wide  range  of 
facilities,  large  and  small,  is  necessary.  Monolithic,  un- 
creative  policy  planning  and  further  deterioration  of  the 
state-hospital  system  will  prolong  our  collective  agony. 
The  potential  for  harm  in  bringing  “seriously  mentally 
ill  people”  into  the  community  must  be  given  due  con- 
sideration. 

Shelley,  E.  M.,  Mendlewicz,  J.,  and  Fieve,  R.  R.:  Af- 
fective disease  health  maintenance  organization;  pat- 
terns of  lithium  response,  New  York  State  J.  Med.  74: 
1766  (Sept.)  1974. 

Over  the  past  several  years  a research  and  treatment 
program  utilizing  lithium  and  standard  antidepressant 
therapy  has  been  developed  in  the  outpatient  lithium 
clinic  of  the  New  York  State  Psychiatric  Institute.  The 
clinic  population  is  composed  solely  of  manic-depres- 
sive, bipolar,  and  recurrent  depressive,  (unipolar)  pa- 
tients. Experimentation  with  a service  delivery  model 
was  undertaken  in  research  and  an  effort  to  provide  an 
effective,  efficient  system  for  the  care  of  a recurrently  ill 
population.  The  results  of  this  experiment  have  been 
reported  elsewhere.1  We  were  also  interested  in  predic- 
tive factors  that  would  facilitate  planning  for  the  man- 
agement and  treatment  of  our  clinic  population. 
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Books  Received* 


Vitamins  in  Your  Life  And  the  Micronutrients 
(Trace  Elements).  Erwin  DiCyan,  Ph  D.  223  pages. 
New  York  City,  Simon  & Schuster,  Inc.,  1974.  Cloth, 
$7.95. 


Retinal  Detachment.  The  Essentials  of  Manage- 
ment. Hector  B.  Chawla,  M.D.,  Ch.B.,  F.R.C.SE.,  D.O. 
74  pages,  illustrated.  New  York  City,  Longman,  Inc., 
1974.  Paper,  $6.50. 


Inc.,  1974.  Cloth,  $42. 

Notes  on  Medical  Virology.  By  Morag  C.  Timbury, 
M.D.  143  pages.  New  York  City,  Longman,  Inc.,  1974. 
Paper,  $5.00. 

Intensive  Care.  By  Ake  Wahlin,  Lars  Westermark, 
and  Ansje  van  der  Vliet.  323  pages,  illustrated.  New 
York  City,  John  Wiley  & Sons,  Inc.,  1974.  Cloth,  $20. 


Cancer  Handbook  of  Epidemiology  and  Prognosis. 

J.  A.  H.  Waterhouse.  195  pages,  illustrated.  New  York 
City,  Longman  Inc.,  1974.  Cloth,  $21. 

Personality  Disorders.  Diagnosis  & Management. 

John  R.  Lion,  M.D.  432  pages.  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1974.  Cloth,  $21. 

Organ  Preservation.  A symposium  held  at  the 
Clinical  Research  Centre,  Harrow.  Edited  by  David 
E.  Pegg.  286  pages,  illustrated.  New  York  City,  Long- 
man, Inc.,  1974.  Cloth,  $17.50. 

Micromanipulation  of  Bacteria.  By  Kenneth  I. 
Johnstone.  110  pages,  illustrated.  New  York  City, 
Longman  Inc.,  1973.  Cloth,  $14. 

Medicine  in  the  Tropics.  Edited  by  A.  W.  Woodruff, 
M.D.  623  pages,  illustrated.  New  York  City,  Longman 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Physical  Therapy  Administration  and  Management. 

By  Robert  J.  Hickok.  214  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1974.  Cloth  $12.75. 

Aromatic  Amino  Acids  in  the  Brain.  Ciba  Founda- 
tion Symposium  22  (new  series).  396  pages,  illus- 
trated. Amsterdam,  Associated  Scientific  Publishers, 
1974.  Cloth,  $23.50. 

Human  Rights  in  Health.  Ciba  Foundation  Sympo- 
sium 23  (new  series).  304  pages.  Amsterdam,  Associ- 
ated Scientific  Publishers,  1974.  Cloth,  $17.95. 

Planning  for  Health.  Development  and  Application 
of  Social  Change  Theory.  By  Henrik  L.  Blum,  M.D. 
622  pages.  New  York  City,  Behavioral  Publications, 
Inc.,  1974.  Cloth,  $24.95. 

First  International  Conference  on  the  Mental 
Health  Aspects  of  Sickle  Cell  Anemia.  Department 
of  Health,  Education,  & Welfare  Publication  No.  HSM 
73-9141.  Paper,  $1.35. 


Acupuncture  discredited 
as  cure  for  deafness 

Further  evidence  that  acupuncture  cannot  cure  nerve 
deafness  is  presented  in  scientific  reports  in  the  June 
issue  of  Archives  of  Otolaryngology,  a publication  of  the 
American  Medical  Association. 

Because  of  a surge  of  popular  interest  in  acupuncture 
as  a cure  for  deafness  and  a flow  of  patients  to  half  a 
dozen  acupuncture  centers  in  the  District  of  Columbia, 
the  District  medical  society  asked  a group  of  its  mem- 
bers specializing  in  ear  problems  to  evaluate  the  tech- 
nique. 

The  group  reports  on  treatment  of  123  ears  of  deaf  or 
partially  deaf  patients  who  sought  acupuncture,  with 


the  conclusion  that  “The  data  available  in  this  study  do 
not  support  the  popularized  notion  that  acupuncture 
cures  deafness.”  More  patients  showed  deterioration 
than  improvement,  they  say. 

The  Washington  study  is  by  David  N.  F.  Fairbanks, 
M.D.;  Ellis  A.  Wallenberg,  M.S.,  and  Blair  Webb,  M.D. 

Another  report  in  the  same  journal  describes  an  effort 
to  use  acupuncture  to  cure  deafness  in  a sixty-three- 
year-old  man  in  Chicago.  Full  measurements  of  hearing 
were  made  before  and  after  treatment,  and  “There  was 
no  change  in  hearing  level.”  This  report  is  by  Richard 
E.  Marcus,  M.D.,  and  Robert  A.  Goldenberg,  M.D.,  of 
the  University  of  Illinois  Eye  and  Ear  Infirmary,  Chica- 
go. 
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Abstracts  in  Interlingua 


Brust,  J.  C.  M.,  e Richter,  R.  W.:  T 'etanus  in  le  interi- 
k or  del  citate,  New  York  State  J.  Med.  74:  1735  (Septem- 
bre)  1974. 

De  34  patientes  con  tetanus  vidite  in  le  Centro  Hospi- 
tal Harlem,  de  1964  a 1971,  30  esseva  addictos  al  heroi- 
| na.  Le  indice  de  mortalitate  esseva  70  pro  cento  per  le 
addictos,  e 50  pro  cento  per  le  non  addictos.  Ben  que  le 
[ curare  pareva  esser  effective  pro  controlar  le  tetanospas- 
mo  in  le  patientes  resistente  a altere  agentes,  le  plus 
parte  del  mortes  esseva  debite  al  stopage  subite  del 
| corde  al  momento  in  que  le  spasmos  esseva  ben  control- 
late  e le  gases  del  sanguine  arterial  esseva  satisfactori. 
Le  causa  de  iste  stopage  cardiac  resta  obscur. 

Orkin,  L.  R.,  e Robertazzi,  R.  W.:  Le  patientes  e le 
anesthesiologista,  New  York  State  J.  Med.  74:  1743 
| (Septembre)  1974. 

Le  election  del  agente  anesthetic,  le  technicas  e le  ma- 
neamento  debe  esser  locate  in  le  proprio  orden  de  priori- 
tates  con  respecto  al  superviventia,  morbiditate  e com- 
moditate  del  patientes.  Le  election  non  debe  esser  con- 
stringite  per  le  experientia  o prejudicios  del  chirurgo  o 
anesthesiologista.  Le  decisiones  pote  esser  program- 
mate  mediante  le  responsa  a duo  questiones:  (1)  si  le 
patiente  ha  probabilitates  de  morir,  que  pote  conducer 
al  morte?,  e (2)  que  es  possibile  de  facer  pro  prevenir 
iste  morte?  Le  approche  necessita  un  catena  complexe 
de  activitates  ligante  le  preparation  preoperatori,  le  se- 
quentias  e maneameno  intra-operatori,  e le  attention 
post-operatori. 

Dunn,  E.:  Experientia  chirurgic  in  le  ulceration  gastro- 
duodenal; analyse  del  experientia  hospitalari  in  function 
de  un  revista  integral.  New  York  State  J.  Med.  74:  1749 
(Septembre)  1974. 

Esseva  revistite  un  total  de  198  patientes  operate 
electivemente  e de  emergentia  per  ulceration  peptic  del 
tracto  gastrointestinal  pro  determinar  le  effecto  del  dif- 
ferente  procedimentos  chirurgic  durante  le  hospitalisa- 
tion, le  retorno  del  function  gastrointestinal  e le  indices 
de  morbiditate  e mortalitate.  Un  tentative  esseva  facite 
pro  derivar  normas  durante  le  periodo  de  hospitalisa- 
tion depost  le  procedimento  chirurgic  elective  o de  em- 
ergentia. Generalmente,  le  patientes  con  obstruction 
habeva  un  recuperation  plus  difficile  del  function  nor- 
mal. Le  elevate  indice  de  mortalitate  in  le  casos  chirur- 
gic de  emergentia  per  ulcerationes  gastric  hemorrhagic 
esseva  de  nove  notate.  Le  complicationes  produceva  un 


effecto  profunde  durante  le  periodo  postoperatori  in 
omne  gruppos  de  patientes.  En  absentia  de  complica- 
tiones, le  differentia  in  le  periodo  post-operatori  esseva 
minime  inter  le  casos  chirurgic  elective  e illos  de  emer- 
gentia, tanto  per  le  ulceration  duodenal  como  gastric. 

Easton,  K.:  Facilitates  residential  per  patientes  prev- 
iemente  mental  e discargate  del  hospital;  aspectos  de 
iste  disvelopamento,  New  York  State  J.  Med.  74:  1762 
(Septembre)  1974. 

Desde  1965,  le  institutiones  communitari,  plus  que  le 
grande  institutiones  mental  statal,  ha  essite  requerite  de 
proportionar  casa  e rehabilitation  al  personas  mental- 
mente  incapacitate.  Un  experimento  social  difficile  es 
ora  in  disvelopamento  perque  le  facilitates  communitari 
necessari  non  ha  essite  establite  totavia.  Existe  un  falta 
grande  de  entendimento  con  respecto  del  typo  de  servi- 
ces e programmas  que  es  necessari  disvelopar.  Le  pro- 
grammas  residential  communitari  es  basicmente  de  un 
natura  de  elevate  expectation  rehabilitative,  o ben  de 
basse  expectation  rehabilitative  e de  orientation  verse  le 
attention  custodial.  Es  necessari  un  large  variatate  de 
facilitates,  sia  grande  o parve.  Le  politica  de  planeam- 
ento  monolithic  e non  creative  e le  deterioration  addi- 
tional del  systema  del  hospitales  statal  prolongara  nos- 
tra agonia  collective.  Le  damno  potential  al  apportar 
personas  gravemente  malade  mental  intra  le  communi- 
tate  debe  esser  ben  considerate. 

Shelley,  E.  M.,  Mendlewicz,  J.,  e Fieve,  R.  R.:  Organ- 
isation pro  le  conservation  del  sanitate  in  morbos  affec- 
tive; Typos  de  responsa  al  lithium,  New  York  State  J. 
Med.  74:  1766  (Septembre)  1974. 

Durante  le  ultime  annos  ha  essite  disvelopate  un  pro- 
gramma  de  investigation  e tractamento  usante  le  lithi- 
um e le  therapia  antidepressive  standard  in  le  Clinic 
Ambulatori  del  Lithium,  del  Institute  Psychiatric  del 
Stato  de  Nove  York.  Le  patientes  del  clinic  es  solmente 
illos  con  psychosis  manic-depressive  (bipolar)  e depres- 
sive recurrente  (unipolar).  Un  modelo  experimental  de 
attention  esseva  initiate  pro  investigation  con  effortio 
pro  provider  un  systema  effective  e efficiente  per  le  at- 
tention del  patientes  malade  recurrentemente.  Le  re- 
sultatos  de  iste  experimento  ha  essite  reportate  in  altere 
publication.  Nos  esseva  etiam  interesate  in  le  factores 
predictive  que  potera  facilitar  le  planeamento  attention- 
al  e tractamento  de  nostra  population  clinic. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P.  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause:  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
"Probably"  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis. retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism),  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  lime. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  sire  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSACE 
ANI)  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1.25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  FREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Medical  Meetings 


Flexible  fiberoptic  bronchoscopy 

The  American  College  of  Chest  Physicians  and  the 
American  Lung  Association  of  Nassau-Suffolk  will  pre- 
sent a postgraduate  course  on  “Flexible  Fiberoptic  Bron- 
choscopy” at  the  Nassau  County  Medical  Center,  East 
Meadow,  from  September  19  to  20,  1974.  Course  direc- 
tor is  Oscar  S.  Cunanan,  M.D.,  F.C.C.P.,  and  codirectors 
are  Paul  Diamond,  M.D.,  Frank  Marici,  M.D.,  Nathan 
Seriff,  M.D.,  and  B.  George  Wisoff,  M.D.  Twelve  (12) 
hours  credit  towards  the  American  Medical  Association 
will  be  awarded. 

Members  and  nonmembers  wishing  to  attend  can 
make  reservations  by  writing  to:  Oscar  Cunanan,  M.D., 
“Post  Graduate  Course,”  American  Lung  Association  of 
Nassau-Suffolk,  405  Ostrander  Avenue,  Riverhead,  N.Y. 
11901  or  American  College  of  Chest  Physicians,  112  E. 
Chestnut  Street,  Chicago,  Illinois  60611. 

Coronary  artery  disease — 1974 

Coronary  heart  disease  accounts  for  almost  31  per 
cent  of  all  the  mortality  in  the  United  States.  This 
deadly  sickness  will  be  the  subject  of  the  postgraduate 
course  “Coronary  Artery  Disease — 1974.” 

This  course  is  sponsored  by  the  American  College  of 
Chest  Physicians  and  the  Page  and  William  Black  Post- 
graduate School  of  the  Mount  Sinai  School  of  Medicine 
of  the  City  University  of  New  York  and  will  be  held  in 
New  York,  New  York,  October  3-5,  1974.  Course  direc- 
tors are  Drs.  Leslie  A.  Kuhn  and  Simon  Dack. 

American  Medical  Writers  Association 

The  annual  meeting  of  the  American  Medical  Writers 
Association  will  be  held  October  2 to  6 at  the  Beverly 
Hilton  Hotel,  Beverly  Hills,  California.  The  meeting 
will  feature  21  workshops  and  seminars,  five  general  ses- 
sions, a film  festival,  and  a number  of  social  activities. 

Advanced  registration  is  required  for  the  workshops 
and  seminars.  Details  concerning  these  sessions  and 
advanced  registration  for  the  annual  meeting  may  be  se- 
cured by  writing  AMWA  headquarters,  9650  Rockville 
Pike,  Bethesda,  Maryland  20014. 

43rd  annual  meeting 

The  forty-third  annual  meeting  of  the  American 
Academy  of  Pediatrics  will  be  held  in  San  Francisco, 
California,  October  19  to  23.  Meeting  sessions  will  be 
held  in  the  San  Francisco  Hilton  Hotel,  the  Civic  Audi- 
torium, and  the  St.  Francis  Hotel. 

For  further  information  contact:  John  P.  Lynch,  Di- 
rector of  Communications,  1801  Hinman  Avenue,  Evan- 
ton,  Illinois  60204,  phone  (312)  869-4255  or  Lucy  Malo- 
ney at  the  same  address  and  telephone  number. 

Material  for  inclusion  in  the  medical  meetings  section  must 
he  received  six  werks  prior  to  publication  date. 


Reinstitution  of 
annual  glaucoma  seminar 

The  Brooklyn  Eye  and  Ear  Hospital  Glaucoma  Center 
has  announced  the  reinstitution  of  the  annual  glaucoma 
seminar  which  will  be  held  Thursday  and  Friday,  No- 
vember 21  and  22,  1974.  Category  I credit  for  continu- 
ing medical  education  (sixteen  hours)  will  be  given  for 
attendance.  For  further  information  or  registration, 
write:  Mr.  Vernon  E.  Dressier,  Executive  Administra- 

tor, Brooklyn  Eye  and  Ear  Hospital,  29  Green  Avenue, 
Brooklyn,  New  York  11238.  Enrollment  is  limited  to 
six  (6)  ophthalmologists. 

Session  II  of  advanced  management 
program  in  health  care  administration 

The  Wharton  School  of  the  University  of  Pennsylva- 
nia will  conduct  Session  II  of  the  Advanced  Manage- 
ment Program  in  Health  Care  Administration  (AMP) 
from  October  13  to  November  8,  1974.  Further  infor- 
mation and  application  forms  may  be  obtained  from  S. 
S.  Moyerman,  Director,  Advanced  Management  Pro- 
gram, 3641  Locust  Walk,  Philadelphia,  Pennsylvania 
19174. 

One-week  course  in 
cancer  chemotherapy 

Memorial  Sloan-Kettering  Cancer  Center  will  present 
a one-week  course  in  cancer  chemotherapy,  December  2 
to  6,  1974. 

This  course  is  designed  principally  for  physicians  in- 
terested in  medical  oncology  and  clinical  investigations 
in  cancer  chemotherapy.  It  will  include  lectures  and 
panels  on  screening  methods,  pharmacological  tech- 
niques, and  methods  for  clinical  evaluation  of  potential 
chemotherapeutic  agents.  The  chemistry  and  pharma- 
cology of  agents  used  in  the  treatment  of  cancer  will  be 
reviewed.  There  will  be  a strong  emphasis  on  disease 
oriented  “workshops”  which  will  consider  optimal  meth- 
ods of  patient  management  relating  medical  oncology  to 
other  relevant  disciplines. 

Requests  for  registration  forms  and  details  of  the  pro- 
gram should  be  addressed  to:  Irwin  H.  Krakoff,  M.D., 

Memorial  Sloan-Kettering  Cancer  Center,  1275  York 
Avenue,  New  York,  N.Y.  10021. 

Postgraduate  course  in  ophthalmology 

The  Department  of  Ophthalmology  of  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center  in  Syra- 
cuse will  present  its  Twenty-fifth  Annual  Postgraduate 
Course  in  Ophthalmology  at  the  Hotel  Syracuse,  Friday 
and  Saturday,  December  6 and  7,  1974. 

The  following  lecturers  will  participate:  D.  Jackson 

Coleman,  M.D.,  New  York,  New  York;  Peter  R.  Laibson,! 
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M.D.,  Philadelphia,  Pennsylvania;  and  George  Wise, 
M.D.,  New  York,  New  York. 

The  course  is  limited  to  100  members.  Inquiries  re- 
garding the  course  should  be  made  to:  James  L. 

McGraw,  M.D.,  Professor  and  Chairman,  Department  of 
Ophthalmology,  750  E.  Adams  Street,  Syracuse,  New 
York  13210. 

Fourth  summer  school  in  methods 
of  immunologic  research  and  diagnosis 

The  fourth  biennial  course  on  current  methods  of  im- 
munologic research  and  diagnosis  will  he  offered  by  The 
Center  for  Immunology  of  the  State  University  of  New 
York  at  Buffalo  in  July.  1975.  The  deadline  for  applica- 
tions is  March  31,  1975. 

Further  information  may  be  obtained  from  James  F. 
Mohn,  M.D.,  Director,  The  Center  for  Immunology, 
State  University  of  New  York  at  Buffalo,  Buffalo,  New 
York  14214. 

Third  international  symposium 

The  third  International  Symposium  on  Detection  and 
Prevention  of  Cancer  will  be  held  at  the  Americana 
Hotel,  New  York  City,  April  26  to  May  1,  1976.  Further 
information  may  be  obtained  by  writing  Herbert  E. 
Nieburgs,  M.D.,  Secretary  General,  Third  International 
Symposium  on  Detection  and  Prevention  of  Cancer, 
Mount  Sinai  School  of  Medicine  of  the  City  University 
of  New  York.  Fifth  Avenue  and  100th  Street,  New  York, 
New  York  10029,  U.S.A. 


“Degreasers’  flush”  is 
unpleasant  new  disease 

A new  human  ailment — “Degreasers’  Flush’’ — is  re- 
ported in  the  July  issue  of  Archives  of  Environmental 
Health,  a publication  of  the  American  Medical  Associa- 
tion. 

Degreasers’  Flush,  an  embarrassing  but  benign  health 
problem,  occurs  in  men  who  work  frequently  with  tri- 
chloroethylene (TCE),  a common  industrial  solvent 
used  to  remove  grease  fom  machinery  and  parts. 

It  isn’t  the  solvent  alone  that  causes  the  problem.  It’s 
a combination  of  exposure  to  TCE  and  a stop  at  the 
local  pub  for  several  beers  or  a shot  of  whisky  or  vodka 
en  route  home. 

- 

Workmen  who  used  the  solvent  at  the  plant,  then 
stopped  for  drinks  after  work  hours  developed  vivid  red 
blotches  on  their  faces — Degreasers  Flush.  So  unsight- 
ly has  been  this  skin  redness  that  the  workmen  shunned 
taverns  to  avoid  derision,  says  the  research  group  from 
the  Medical  College  of  Wisconsin,  Milwaukee. 

The  flush  first  occurred  after  three  weeks  of  daily  ex- 
posure to  TCE  vapor.  Since  all  but  one  of  the  male 
subjects  did  occasionally  drink  moderate  to  large  quan- 
tities of  alcohol,  it  appears  that  repetitive  TCE  vapor 
exposures  are  required  before  alcohol  can  cause  the  skin 
■i  response,  they  say. 

To  avoid  Degreasers’  Flush,  it  is  necessary  to  either 
quit  working  with  the  solvent,  or  quit  drinking. 

The  report  is  by  Richard  D.  Stewart,  M.D.;  Carl  L. 
Hake,  Ph.D.,  and  Jack  E.  Peterson,  Ph.D. 
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Niacin  in  the  long-term  treatment  of 
schizophrenia 

A two-year  comprehensive  study  to  determine  the  ef- 
ficacy of  niacin  at  a dose  of  either  3,000  mg.  per  day  or  6 
mg.  per  day  as  a supplement  in  the  treatment  of  schizo- 
phrenic patients  failed  to  indicate  any  advantage  for  the 
high  dosage  regimen.  Rate  of  attention,  duration  of 
hospitalization,  and  need  for  tranquilizing  drugs  failed 
also  to  reveal  an  advantage  for  this  group.  The  only  sig- 
nificant side-effect  was  a pigmented  hyperkeratosis  oc- 
curring at  about  33  per  cent  of  those  in  the  high  dosage 
group.  Wittenborn,  J.,  et  al. : Arch.  Gen.  Psychiat.  28: 
308  (Mar.)  1973 

Effect  of  cyproheptadine  on  anorexia  and  loss 
of  weight  in  adults 

The  results  of  a double-blind  study  comparing  the  ac- 
tion of  cyproheptadine  (Periactin)  with  a placebo  in  a 
series  of  97  underweight  adult  patients  without  organic 
diseases  showed  that  weight  gain  and  increase  in  appe- 
tite were  significantly  greater  in  the  patients  treated 
with  cyproheptadine.  Mainguet,  P.:  The  Practitioner 
208:  797  (June) 1972 

FDA  announcement 

The  FDA  has  withdrawn  approval  of  the  new  drug  ap- 
plication for  Alevaire,  a mucolytic  agent  marketed  by 
Winthrop  Laboratories.  The  product  is  an  aqueous  so- 
lution of  0.125  per  cent  tyloxapol,  2 per  cent  sodium  bi- 
carbonate, and  5 per  cent  glycerin.  The  basis  for  the  ac- 
tion is  the  lack  of  effectiveness  of  the  product  for  its  la- 
beled indications.  From  Federal  Register  of  March  8, 
1973 

Orai  contraception  and  increased  risk  of 
cerebral  ischemia  or  thrombosis 

A case-control  study  during  a two-year  period  to  de- 
termine the  relation  between  the  use  of  oral  contracep- 
tives and  the  occurrence  of  stroke  in  young  women  indi- 
cated that  the  use  of  oral  contraceptives  increases  the 
risk  of  thrombotic  cerebrovascular  disease.  The  rela- 
tive risk  of  thrombosis  was  estimated  to  be  about  nine 
times  greater  for  women  who  use  oral  contraceptives 
than  for  those  who  do  not.  New  Eng.  J.  Med.  288:  871 
(Apr.  26)  1973 

Zinc  deficiency  with  altered  adrenocortical 
function  and  its  relations  to  delayed  healing 

Both  long-term  corticosteroid  therapy  and  bilateral 
adrenalectomy  produced  a sustained  decrease  in  serum 
zinc.  Oral  zinc  sulfate  supplements  were  given  to  6 pa- 
tients on  long-term  corticosteroids  who  presented  with 
delayed  would  healing,  and  their  wounds  healed  com- 
pletely. Since  corticosteroids  are  so  widely  used  and 
maintenance  of  the  zinc  levels  is  essential  for  proper 
wound  healing,  these  results  are  clinically  important. 
Flynn,  A.,  et  al. : The  Lancet  789-792  (Apr.  14)  1973 
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Month  in  Washington 


Chances  of  passage  this  year  of  any  national  health 
insurance  (NHI)  proposal  by  either  the  Senate  or  the 
House  seem  to  be  dwindling  away.  The  indefinite  post- 
ponement of  Senate  Finance  Committee  hearings  on 
NHI,  plus  the  now  ended  lackluster  once-a-week  hear- 
ings by  the  House  Ways  and  Means  Committee  that 
dragged  out  through  the  spring  and  early  summer  seems 
to  indicate  the  Congress  feels  it  has  more  pressing  mat- 
ters to  deal  with,  or  is  baffled  as  to  how  to  proceed  with 
mandating  health  insurance  for  all. 

Some  veteran  Capitol  Hill  observers  believe  the  most 
important  factor  in  congressional  dawdling  on  the  NHI 
issue  is  genuine  bafflement — which  has  led  to  sharp  con- 
troversy— on  how  such  a program  should  be  financed. 

Most  of  the  NHI  proposals  vary  little  in  the  scope  of 
benefits.  And  there  is  no  sharp  disagreement  that  the 
program  should  be  comprehensive  in  nature.  And  all 
but  one  or  two  of  the  proposals  agree  that  the  adminis- 
tration of  the  program  should  be  derived  from  a combi- 
nation of  the  federal  and  private  sectors,  using  the  exist- 
ing private  health  insurance  industry,  controlled  by  fed- 
eral guidelines  and  regulations. 

The  catch  comes  as  to  how  the  program  should  be  fi- 
nanced. Should  the  program  be  financed  by  a Social 
Security  payroll  tax,  or  by  mandated  employer-em- 
ployee financing,  or  by  a tax  credit  system,  such  as  pro- 
posed by  the  American  Medical  Association  in  its  Medi- 
credit  plan? 

It  is  in  the  area  of  financing  that  conservatives  find 
the  dangers  of  NHI.  When  a program  is  financed  di- 
rectly through  federal  revenues,  it  is  an  open  invitation 
for  government  to  use  those  dollars  as  a lever  to  manip- 
ulate the  entire  program — “an  inappropriate  interven- 
tion of  the  federal  government  into  private  affairs  and 
responsibilities.” 

Each  of  the  proposed  methods  for  financing  a NHI 
program  has  powerful  allies,  both  in  the  Congress  and  in 
the  private  sector.  And  it  would  seem  that  this  Mexi- 
can standoff  is  a major  reason  for  this  Congress’  delay. 
Short  of  an  unlikely  compromise  brought  on  by  a com- 
plete about  face  by  one  of  the  major  contending  forces, 
it  would  appear  that  the  93rd  Congress  will  not  legislate 
a national  health  insurance  program. 

Another  reason  for  congressional  foot-dragging  on 
NHI  is  that  time  is  running  out  for  the  93rd  Congress 
and  its  “must”  work  is  still  piled  high.  For  example, 
still  to  surface  from  the  powerful  House  Ways  and 
Means  Committee  is  its  promised  tax  reform  measure, 
the  long  ago  announced  number  one  priority  of  the 
Committee. 

And  overshadowing  all  congressional  priorities  is  the 
loom  of  time-consuming  impeachment  proceedings  on 
the  near  horizon.  “If  the  House  votes  to  impeach  Presi- 
dent Nixon,  forget  national  health  insurance  this  year,” 
says  Abraham  Ribicoff  (D.  Conn.),  sponsor  of  a leading 
NHI  bill. 

* * * 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


The  House’s  Interstate  and  Foreign  Commerce  sub- 
committee on  health  has  crushed  by  an  8 to  1 vote  a 
public  utility-like  plan  that  would  control  physician  fees 
and  hospital  charges,  a provision  regarded  by  many  as 
the  most  threatening  health  measure  on  Capitol  Hill. 

The  vote  appeared  to  assure  the  doom  of  the  public 
utility  concept  both  in  the  full  House  Commerce  Com- 
mittee and  the  House.  There  remains  the  possibility  of 
Senate  approval,  however. 

The  controversial  provision  is  part  of  a comprehensive 
and  complicated  rewriting  of  the  Comprehensive  Health 
Planning  and  Regional  Medical  Programs  of  the  federal 
government.  The  proposed  strict  rate  controls  exer- 
cised by  the  states  are  backed  by  Sen.  Edward  Kennedy 
(D.  Mass.)  and  Rep.  William  Roy  (D.  Kans.),  the  latter  a 
physician  who  cast  the  lone  vote  for  the  provision  in  the 
House  subcommittee. 

Opponents  of  the  plan  were  subcommittee  chairman 
Paul  Rogers  (D.  Fla.)  and  Democratic  Reps.  David  Sat- 
terfield (Va.),  Peter  Kyros  (Maine),  L.  Richardson 
Preyer  (N.C.);  and  GOP  Reps.  Ancher  Nelson  (Minn.), 
Tim  Lee  Carter  (Ky.),  James  Hastings  (N.Y.),  and  H. 
John  Heinz,  III  (Pa.).  Absent  but  favoring  the  majority 
position  were  Reps.  William  Hudnut  (Ind.)  and  James 
Symington  (Mo.). 

The  vote  was  on  a motion  to  strike  from  the  bill  lan- 
guage that  would  have  authorized  federal  funding  for 
State  Health  Commission  programs  of  regulating  charg- 
es in  the  medical  field  with  ultimate  authority  in  the 
HEW  Department. 

Health  providers  have  opposed  the  plan.  Declaring 
that  the  legislation  has  “far  reaching  implications  for 
the  future  delivery  of  health  care  services,”  Richard 
Palmer,  M.D.,  chairman  of  the  American  Medical  Asso- 
ciation’s Board  of  Trustees,  told  the  subcommittee  ear- 
lier this  year  that  under  the  disputed  plan  “the  health 
sector  in  effect  would  be  deemed  to  be  one  vast,  mono- 
lithic public  utility.” 

Dr.  Palmer  said,  “we  must  caution  against  the  imposi- 
tion of  a massive  bureaucratic  control  of  the  health  care 
system  . . . the  economic  forces  inherent  in  this  proposal 
could  defeat  the  intention  of  this  Committee  to  foster 
the  development  of  improvements  in  our  health  care  de- 
livery system.” 

The  subcommittee  adopted  a requirement  that  the 
local  planning  agencies  monitor  individual  institutional 
rates  within  the  state  and  publicly  comment  on  such 
rates. 

Also  included  in  the  subcommittee  draft  are  provi- 
sions to  require  states  to  have  Certificate  of  Need  legis- 
lation, or  similar  legislation  relating  to  the  construction 
of  new  facilities. 

States  would  be  required  within  three  years  to  review 
and  comment  on  the  need  for  all  facilities  and  services 
provided  within  the  state. 

* * * 

continued  on  page  1863 
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The  Role 

of  the 

Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge 
able  about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


m i 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limittheirdiscussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  countr 
there  is  a potential  for  detail  men  • 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  cente 
research  people,  and  academic 
people  have  and  that’s  in  all  likelih  n 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edi 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific-  : 
ally  sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  filn. 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  tb 


te  a Source  of  Information? 

Yes,  with  certain  reservations. 
2 average  sales  representative 
; a great  fund  of  information 
)ut  the  drug  products  he  is  re- 
>nsible  for.  He  is  usually  able  to 
;wer  most  questions  fully  and 
ell igently.  He  can  also  supply 
irints  of  articles  that  contain  a 
at  deal  of  information.  Here, 

, I exercise  some  caution.  I usu- 
' accept  most  of  the  statements 
i opinions  that  I find  in  the 
)ers  and  studies  which  come 
T)  the  larger  teaching  facilities, 
oes  without  saying  that  a physi- 
n should  also  rely  on  other 
irces  for  his  information  on 
irmacology. 

iningof  Sales  Representatives 

Ideally,  a candidate  for  the 
: .ition  as  a sales  representative 
ji  pharmaceutical  company 
uld  be  a graduate  pharmacist 
d has  a questioning  mind.  I don’t 
ik  this  is  possible  in  every  case, 

I so  it  becomes  the  responsibility 


nacity  they  are  indeed  useful; 

• ticularly  in  the  fact  that  they 
seminate  broadly  based  educa- 
lal  material  and  serve  not  just 
'pushers"  of  their  drugs. 

Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
' companies  are  not  producing  all 
material  as  a labor  of  love  — 
/are  in  the  business  of  selling 
ducts  for  profit.  In  this  regard 
' ambitious  and  improperly  moti- 
Bd  sales  representative  can 
' rt  a negative  influence  on  the 
cticing  physician,  both  by  pre- 
ting a one-sided  picture  of  his 
duct,  and  by  encouraging  the 
: ctitioner  to  depend  too  heavily 
frugs  for  his  total  therapy.  In 
se  ways,  the  salesman  has  often 
orted  objective  reality  and 
lermined  his  potential  role  as  an 
cator. 

Industry  Responsibility 

Since  the  detail  man  must  be 
e-  nformation  resource  as  well  as 
- presentative  of  his  particular 
rmaceutical  company,  he 

• uld  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


in the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
‘‘starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 
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DARVON 

COMPOUND-65 

65  mg  propoxyphene  hydrochloride,  227mg 
asWh  KS2  mg,  phenacetin.  and  324  mg,  caffeine 


100  mg.  propoxyphene  napsytate 
and  650  mg.  acetaminophen 
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Editorials 


Exercise — how  fast?  How  far? 


Recent  articles  on  marathon  running  as  a pre- 
I ventive  of  coronary  occlusion  do  not  emphasize  the 
fact  that  marathon  runners  are  lean  and  never  use 
I'  tobacco.  Populations  all  over  the  world,  too  poor 
I to  put  on  fat,  are  as  free  of  coronary  occlusion  as 
| our  long  distance  runners.  There  is  probably  no 
prophylactic  value  in  frequently  running  26,  or  6, 
miles  unless  one  also  keeps  lean  and  protects  his 
; lungs  from  smoke.  Jogging  for  several  minutes  or 
miles  every  day  is  also  considered  helpful  in  pre- 
t venting  or  postponing  heart  attacks.  These  activi- 
I ties  add  little  to  caloric  expenditure  or  weight  re- 
duction. What  counts  is  an  interest  in  physical 
i fitness  and  avoiding  the  high  calorie,  high  alcohol 
intake  so  common  in  all  prosperous  societies. 

For  each  minute  diverted  from  other  activities, 
we  can  get  far  more  exercise,  more  shortness  of 
breath,  and  increased  coronary  blood  flow  by 
walking  up  a hill,  or  even  up  a few  flights  of  stairs, 
than  by  jogging  or  bicycling  on  the  level.  If  one 
enjoys  jogging,  or  running  26  miles  once  a week,  by 
all  means  do  so.  But  do  not  do  it  to  avoid  a heart 
attack.  The  best  exercise  to  reduce  weight  is 
pushing  away  from  the  table  after  eating  a modest 
meal.  The  best  way  to  treat  angina,  as  Osier 
wrote  in  this  Journal  seventy-eight  years  ago,  is  to 
reduce  the  amount  of  food  eaten  and  to  enjoy 
“quiet,  steady  exercise.”  In  1896  this  meant  walk- 
ing to  work  or  on  weekends.  Today  we  can  often 
include  exercise  on  stairs.  Don’t  use  an  elevator 
for  the  last  four  flights,  going  up,  or  the  first  ten 
flights  coming  down.  If  you  have  had  a “heart  at- 
tack” and  are  back  at  work,  stroll  a few  blocks 
(twenty  minutes)  each  way,  and  walk  up  the  stairs 
so  slowly  that  you  have  no  chest  pain  and  little 
palpitation  or  dyspnea.  If  you  enjoy  walking  city 
streets,  parks  or  rural  paths,  continue  to  do  so. 

What  has  the  AMA  done 


There  is  an  economic  fact  of  life  known  to  all  of 
us,  namely  that  “there  ain’t  no  such  thing  as  a free 
lunch.”  This  holds  true  in  all  areas  and  is  particu- 
arly  true  in  our  own  medical  profession.  There 
are  a lot  of  doctors  throughout  the  country,  how- 
ever, who  are  getting  a “free  ride”  at  the  expense 
of  those  of  us  who  are  members  of  the  American 


But  never  believe  that  exercise,  without  sane  diet 
and  a trim  figure,  will  prevent  coronary  occlusion. 
There  is  no  magic  in  6,  16,  30  or  42  km.  of  bodily 
displacement.  Rich  diets  lead  to  arterial  disease 
in  most  animals  and  birds,  while  sedentary  lives  in 
cages  and  the  frustration  of  being  caged  have  no 
effect. 

If  it  is  your  misfortune  to  inherit  familial  predis- 
position to  hyperlipidemia  plus  familial  predispo- 
sition to  coronary  rather  than  aortic  localization  of 
intimal  lipid,  exercise  and  moderation  in  diet  will 
help  to  postpone  the  inevitable.  Some  of  us  think 
that  three  or  four,  or  even  one,  extra  decade  of 
health  and  life  are  worth  the  trial  of  “optimal 
medical  management.”  This  means  proper  diet 
and  weight  control,  with  the  use  of  drugs  for  se- 
lected people.  The  objective  is  to  keep  plasma 
cholesterol  below  180  mg./dl.,  and  triglycerides 
under  100.  The  symposium  on  “exercise  in  car- 
diovascular health  and  disease”  (Am.  J.  Cardiol. 
33:  713  (May)  1974)  provides  the  latest  informa- 
tion on  the  role  of  exercise  in  the  prevention  and 
rehabilitation  of  damage  to  the  vascular  bed  of  the 
myocardium.  It  also  gives  useful  hints  on  what 
might  be,  and  what  has  not  yet  been,  done  by  di- 
etary management  and  by  surgical  intervention. 

Most  of  us,  even  with  bad  family  histories,  pre- 
fer to  ignore  the  risks  and  enjoy  careless  eating 
and  drinking.  A few,  with  family  histories  of  lon- 
gevity and  obesity,  and  often  with  a distaste  for 
unnecessary  effort,  can  forget  the  whole  problem. 
One  such  physician,  past  eighty  years  of  age, 
boasted  that  the  only  exercise  he  ever  had  taken 
was  when  he  served  as  pallbearer  for  more  energet- 
ic and  abstentious  young  colleagues.  It  should 
happen  to  you! 

WILLIAM  DOCK,  M.D. 

for  me — lately? 


Medical  Association.  This  aphorism  came  to  my 
mind  recently  following  the  actions  of  the  United 
States  Senate  and  the  House  of  Representatives 
which  affects  every  physician  in  the  private  prac- 
tice of  medicine. 

More  than  twenty  years  ago,  the  American  Med- 
ical Association,  leading  the  way  and  in  coopera- 
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tion  with  other  associations  made  up  of  self-em- 
ployed individuals,  began  making  an  effort  to  cor- 
rect the  inequities  of  our  tax  structure  so  as  to  per- 
mit self-employed  individuals  to  set  aside  each 
year  a specific  sum  of  money  for  retirement  pur- 
poses. Income  tax  on  these  monies  was  to  be  de- 
ferred until  withdrawn  from  an  appropriate  pen- 
sion plan.  The  inequity  of  this  was  obvious  for  a 
tax  deferred  program  had  been  permitted  for  cor- 
porations since  1942,  but  not  to  the  self-employed. 

After  a period  of  eight  years  of  very  intense  ef- 
fort and  with  considerable  financial  backing  by  the 
American  Medical  Association  and  other  groups, 
the  Self-Employed  Individual  Tax  Retirement  Act 
was  passed  by  Congress  and  was  signed  into  law. 
This  law  provided  self-employed  with  a yearly  de- 
duction of  contributions  on  their  own  behalf  of  up 
to  10  per  cent  of  earnings  or  $2,500,  whichever  was 
smaller.  The  income  on  this  money  is  to  be  tax- 
deferred  until  distributed  at  the  time  of  retire- 
ment. Former  Congressman  Eugene  Keogh,  of 
New  York,  was  instrumental  in  this  legislation  and 
the  law  still  carries  his  name.  We  are  very  grate- 
ful to  Congressman  Keogh  for  his  continued  spon- 
sorship and  support  of  this  legislation. 

In  1964,  Congressman  Keogh  introduced  legisla- 
tion which  would  have  repealed  the  10  per  cent  or 
$2,500  limitation  on  self-employment  plans.  Al- 
though this  legislation  was  defeated  at  that  time,  it 
was  strongly  supported  by  the  American  Medical 
Association.  Now,  some  ten  years  later,  through 
the  relentless  efforts  of  the  American  Medical  As- 
sociation to  increase  the  amount  and  the  percent- 
ages of  physicians’  income  to  be  deferred,  this  leg- 
islation has  finally  been  approved  by  the  House 
and  the  Senate  and  is  now  near  enactment.  This 
current  legislation  would  liberalize  existing  Keogh 
provisions  for  increasing  the  annual  limits  on  con- 
tributions made  to  retirement  plans  on  behalf  of 
self-employed  to  15  per  cent  of  earned  income  or 
$7,500,  whichever  is  less. 

What  does  this  mean  to  self-employed  physi- 
cians? It  means  that  individual  practitioners,  or 
unincorporated  partnerships,  will  be  able  to  make 
deductible  contributions  of  up  to  $7,500  a year  to 
retirement  plans  for  the  self-employed  which  are 
approved  by  the  Internal  Revenue  Service.  In- 
come tax  on  this  amount  is  to  be  deferred  until 
withdrawal.  For  example,  suppose  an  individual 
were  in  the  40  per  cent  tax  bracket  during  the  time 
he  was  contributing  to  retirement  funds  and  in  the 
20  per  cent  bracket  during  his  retirement  years. 
This  one  persistent  effort  on  the  part  of  the  Amer- 
ican Medical  Association  could  save  that  individu- 
al $1,500  yearly.  Savings  made  by  taking  advan- 
tage of  this  legislation,  regardless  of  income,  in  it- 
self would  be  far  in  excess  of  any  dues  or  contribu- 
tions made  by  an  individual  as  a member  of  the 
American  Medical  Association. 

A short-term  example  of  benefit  exemplified  by 


the  effort  and  leadership  of  the  American  Medical 
Association  is  that  in  opposing  Phase  IV  economic 
controls  on  physicians  and  hospitals,  and  vigorous- 
ly objecting  to  the  extension  of  the  Economic  Sta- 
bilization Act  beyond  April  30th,  which  would 
have  retained  controls  on  health,  medical  and  hos- 
pital services.  The  American  Medical  Association 
filed  suit  against  the  Cost  of  Living  Council  on 
February  19th  of  this  year,  to  seek  an  end  to  eco- 
nomic controls  on  physicians.  This  suit  charged 
that  Phase  IV  regulations  were  confiscatory,  arbi- 
trary and  capricious.  The  American  Medical  As- 
sociation was  represented  on  the  Health  Industry 
Advisory  Committee  to  the  Cost  of  Living  Council 
and,  although  the  Committee  opposed  Phase  IV 
and  extension  of  the  Economic  Stabilization  Act, 
it  became  necessary  for  the  American  Medical  As- 
sociation to  convince  the  members  of  Congress 
that  this  Act  should  be  permitted  to  expire  as  of 
April  30th.  The  Senate  Banking,  Housing  and 
Urban  Affairs  Committee  tabled  proposals  which 
would  have  extended  the  program,  and  so  has  the 
House  Banking  and  Currency  Committee. 

These  two  examples  listed  above  could  be  multi- 
plied many  times  wherein  the  American  Medica! 
Association  helped  legislation  in  the  best  interests 
of  the  people  and  of  the  profession  and  opposec 
bad  legislation  which  would  have  had  a deleterious 
effect  on  the  quality,  availability,  and  the  cost  o 
medical  services.  In  the  scientific,  educational 
and  ethical  areas  of  medicine,  the  American  Medi 
cal  Association  has  provided  the  leadership  whicl 
has  kept  U.S.  medicine  preeminent  throughout  th . 
world.  The  American  Medical  Association  ha 
been  the  champion  of  the  private  practice  of  medi 
cine  and  has  resisted  attempts  to  destroy  the  fee 
for-service  concept  and  a thousand  other  efforts  t 
interject  third  parties  between  the  physician  an 
his  patient. 

What  has  the  AMA  done  for  me  lately?  I ai 
sure  that  each  member  of  the  profession,  if  he  wi 
familiarize  himself  with  the  efforts,  will  recognis 
that  not  a day  goes  by  that  in  some  way  the  effor 
of  the  American  Medical  Association  are  exhibite 
in  his  daily  practice. 

I am  proud  and  pleased  at  the  action  taken  1 
the  Medical  Society  of  the  State  of  New  York 
voting  to  reinstate  unified  membership  in  tl 
American  Medical  Association.  This  demo 
strates  our  willingness  to  pay  our  own  way  for  tl 
multitude  of  services  and  the  legislative  suppo 
and  benefits  that  we  receive  through  the  Amerie; 
Medical  Association. 

United  we  stand,  divided  we  fall  is  a politic 
and  sociological  fact  of  life.  It  is  imperative  th 
we  get  behind  the  American  Medical  Associati  i 
because,  in  the  final  analysis,  the  AMA  is  us. 

JAMES  M.  BLAKE,  M.. 

Member,  AMA  Council  on  Legislatii 
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Synthesis  in  medicine 

Are  we  losing  sight  of  the  goal? 

During  April  and  May  a series  of  annual  meet- 
ings of  a large  number  of  societies  have  for  many 
years  been  held  in  Atlantic  City.  Some  have  clini- 
cal orientation;  some  have  clinical  research  orien- 
tation; some  have  orientation  to  basic  research. 

As  one  walks  the  boardwalk,  it  quickly  becomes 
apparent  that  like  attracts  like.  The  various 
groups  have  little,  if  any,  rapport  with  each  other. 
Furthermore,  the  program  abstracts  of  one  group 
are  all  too  frequently  as  unintelligible  to  another 
as  a foreign  language.  Yet,  all  have  as  their  ulti- 
mate goal  the  advancement  of  knowledge  in  the  in- 
terest of  the  sick.  Extrapolating  the  present  to 
the  future  suggests  that  this  “Tower  of  Babel”  is 
being  built  higher  and  higher. 

A similar  sequence  of  events  has  befallen  publi- 
cations in  the  medical  and  paramedical  domain. 
As  newer  journals  appear,  they  appeal  more  and 
more  to  ever-diminishing  groups.  Fragmentation 
and  refragmentation  has  already  occurred  to  the 
point  that  there  is  serious  danger  of  losing  sight  of 
the  forest  for  the  leaf  of  the  tree.  It  is  the  purpose 
of  this  editorial  to  call  attention  to  the  need  for 
contributions  which  deal  with  synthesis  in  con- 
trast with  those  concerned  with  analysis.  The 
ions,  protons,  and  neutrons  must  be  reconstituted 
into  atoms,  the  atoms  into  molecules,  the  mole- 
cules into  cells,  the  cells  into  organs,  the  organs 
into  a human  and  humans  into  groups.  The  infi- 
nitely small  and  the  infinitely  large  have  equal  im- 
portance in  the  accumulation  of  a meaningful 
body  of  knowledge  that  will  make  possible  a schol- 
arly view  of  medical  education,  applicable  in  ac- 
cordance with  current  concepts  to  the  prevention 
and  treatment  of  disease.  The  New  York  State 
Journal  of  Medicine  has  a niche,  therefore,  among 
an  increasingly  smaller  group  that  attempts  to 
make  sense  out  of  the  enormous  wealth  of  sophis- 


Goals of  medicine 

The  goals  of  the  medical  profession  are  the  pre- 
vention of  disease,  the  cure  of  disease,  the  allevia- 
tion of  suffering,  and  the  prolongation  of  life. 
Achievements  in  these  categories  during  the  past 
half  century  have  undoubtedly  exceeded  the  com- 
bined results  of  all  bygone  generations.  One  goal 
remains  in  the  foreground  and  that  involves  the 
attainment  of  happiness.  And  is  this  not  the  most 
important  of  all? 


ticated  and  highly  specialized  literature  which  is 
bombarding  our  medical  libraries  day  after  day. 

The  concepts  of  research,  analysis,  and  synthe- 
sis can,  perhaps,  be  seen  in  better  perspective  if  we 
compare  medicine  to  some  division  of  engineering, 
for  here,  too,  rapid  change  has  revolutionized  a 
profession.  The  field  of  engineering  best  known 
to  physicians  involves  the  automobile.  During  the 
lifetime  of  many  of  us,  we  have  witnessed  the  tran- 
sition of  the  horseless  carriage  to  the  magnificent 
engineering  feats  of  the  present,  that  have  made 
possible  efficient  and  speedy  transportation  with 
parallel  increase  in  destruction  and  death.  The 
automobile  industry  requires  inventors,  automo- 
tive engineers,  large  research  facilities,  designers, 
construction  personnel,  mechanics,  and  finally, 
drivers.  Need  the  driver  necessarily  be  an  engi- 
neer? Is  the  engineer  necessarily  a good  driver? 

Is  it  not  pertinent  to  raise  similar  questions  with 
relation  to  medical  education?  Certainly,  without 
basic  research  medical  progress  will  stagnate.  At 
the  other  end  of  the  spectrum  is  the  primary  phy- 
sician without  whom  the  carefully  constructed 
work  of  the  others  is  valueless  to  society.  Using 
the  analogy  further,  just  as  drivers  form  the  large 
base  of  the  pyramid  and  the  engineer  the  apex,  in 
comparable  fashion  the  medical  schools  must  gear 
their  curriculum  to  produce  a broad  base  of  pri- 
mary physicians,  with  the  molecular  and  submo- 
lecular  biologists  at  the  apex,  and  proper  propor- 
tions in  the  various  specialties,  related  to  their 
contribution  to  the  goals.  This  raises  another 
question  which  requires  careful  consideration  by 
physicians  and  that  is,  what  are  the  goals  of  medi- 
cine? This  is  a subject  worthy  of  careful  analysis 
in  another  issue  of  the  Journal. 

ALBERT  H.  DOUGLAS,  M.D. 


Almost  invariably,  the  solution  of  one  problem 
gives  origin  to  others,  often  many  more.  It  be- 
hooves us  to  consider  with  greater  care  the  many 
problems  that  have  been  created  by  the  extension 
of  life  expectancy  with  the  increase  in  the  number 
of  the  aged,  and  by  the  survival  of  the  deformed 
and  the  handicapped  who  would  have  succumbed 
in  a previous  era.  The  resulting  disruption  in 
family  adjustments  and  the  rapid  expansion  of  in- 
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stitutional  facilities  which  are  oriented  to  the  care 
of  these  special  groups  are  obvious  to  all.  Recent 
literature  has  stressed  recognition  of  “death  with 
dignity.”  Perhaps,  inadequate  concern  has  been 
directed  to  “life  with  dignity.”  Is  our  basic  goal 
then  the  longest  life  possible  or  the  happiest  life 
possible? 

It  should  be  recognized  at  once,  that  happiness 
has  been  defined  in  many  different  ways  and  it  is 
not  our  intention  in  this  editorial  to  trespass  on 
the  domain  of  the  philosophers.  As  is  frequently 
the  case,  it  is  easier  to  ask  the  questions  than  to 
find  the  answers.  Some,  as  pointed  out  by  Kier- 
kegaard, are  content  with  trivia;  some,  like  Raskol- 
nikov in  Dostoevski’s  “Crime  and  Punishment,” 
prefer  extreme  suffering  to  death.  For  the  physi- 
cian, practical  matters  that  face  us  during  the 
present  time  deal  with  subjects  such  as  extensive 
and  radical  surgery  in  the  very  old  or  in  those  with 
limited  life  expectancy.  For  example,  open  heart 
surgery  is  being  done  more  and  more  in  the  aged. 
It  seems  clear  that  the  wisdom  of  such  heroic  ap- 
proaches in  therapy  require  the  understanding  of  a 
Solomon.  In  any  event,  it  seems  to  the  author 
that  the  duty  of  the  attending  physician  requires  a 
complete  report  of  all  the  facts  to  the  patient;  he 
alone  can  make  the  necessary  decisions. 

A related  problem  concerns  the  goal  of  medicine 
at  a community  level.  Does  the  good  of  the  many 


USP  calls  on  professions  for  direction 
major  reorganization  contemplated 

Concurrent  with  the  announcement  of  the  purchase  of 
the  National  Formulary,  Dr.  William  M.  Heller,  Execu- 
tive Director  of  the  U.S.  Pharmacopeial  Convention, 
called  on  the  medical  and  pharmaceutical  professions, 
including  the  nation’s  colleges,  government,  and  indus- 
try to  take  advantage  of  this  unique  opportunity  to  help 
create  a strong  and  modern  compendial  organization  to 
serve  the  needs  of  the  public. 

The  first  proposal  would  establish  a new  National 
Drug  Research  and  Testing  Laboratory.  Some  of  the 
purposes  of  the  new  laboratory  would  be:  (1)  To  con- 

duct and  support  research  in  the  development  of  analyt- 


take priority  over  the  welfare  of  the  individual? 
When  medical,  hospital,  nursing,  and  paramedical 
facilities  are  limited  who  chooses  the  recipients? 
Is  the  choice  to  be  determined  by  legislators,  and  if 
so,  at  what  level,  state  or  local? 

These  questions  are  of  tremendous  importance 
to  all  of  us.  In  their  solution  we  face  radical 
changes  in  medical  education  and  the  delivery  of 
medical  care.  A plea  is  made,  therefore,  that 
these  changes  be  initiated  on  a local  level,  and 
among  small  groups,  in  order  to  minimize  the  cost 
of  error.  It  seems  obvious  that  experiments  are 
required  and  that  social  experimentation  involves 
more  variables  than  does  laboratory  research.  It 
also  seems  obvious  that  the  more  variables  there 
are,  the  greater  will  be  the  danger  of  error.  Let  us 
do  our  best  to  impress  the  various  authorities  with 
these  points  of  view. 

The  best  care  of  our  patients  and  full  consider- 
ation of  their  constitutional  right  to  the  “pursuit 
of  happiness”  require  that  changes  be  made  care- 
fully; that  the  experiments  be  undertaken  by 
minds  that  are  suitably  trained  and  prepared;  and 
that  recognition  be  granted  the  fact  that  the  basic 
laws  of  supply  and  demand  cannot  be  repealed  by 
law  makers. 


ALBERT  H.  DOUGLAS,  M.D. 


ical  methods  for  the  improvement  of  drug  quality;  ( 2 
To  support  the  revision  programs  of  the  combinec 
U.S.P.  and  N.  F.  through  verification  of  test  and  assa\ 
methods;  (3)  To  develop  a national  bank  of  authenti 
cated  drug  substances.  This  new  bank  would  includ( 
not  only  reference  standards  or  purified  substances  rtc 
ognized  by  the  compendium,  but  also  unofficial  drug 
substances,  substances  of  abuse,  and  reference  material:  I 
in  body  fluids  to  be  utilized  in  bioavailability  testing,. 
(4)  To  stimulate  and  support  the  work  of  individual 
drug  scientists,  to  coordinate  investigations  in  broad 
problem  areas  in  drug  quality  research  and  methodolo 
gy,  both  nationally  and  internationally,  and  to  set  up 
monitor,  and  participate  in  collaborative  studies  on  ana 
lytical  methods. 
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'ALLBEE  vl*C  Scrapbook 
of  Vitamin  Facts  & Fallacies 


The  Indian  fruit-eating  bat  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose1  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources. 


De  Jolnvllle  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food  The  disease  he 
described  was  probably  scurvy 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads  Yet.  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal1  Many  housewives  trim  them  even- more  before  cooking1 


A 1965  U S D A.  survey  revealed 
that  American  diets  were  lower  in 
vitamin  C than  they  had  been  10 
years  earlier! 
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I'/''/'  alcohol)  No,  2 Fxter-tab 

ilfate  0.1037  mg,  0.1037  mg.  0 31 11  mg. 

atropine  sulfate  0 0194  mg  0.0194  mg.  0 0582  mg 

hyoscine  hydrobromicfe  0 0065  mg  0 0065  mg  0 0195  mg 

phenobarbital  (Kgr)162mg  (Hgr)324  mg  C%gr)486mg 

fwarnmq  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions  Blurring  of  vision,  dry  mout 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  c 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindication 
Glaucoma,  renal  or  hepatic  disease,  obstructive  uropathy  (for  e 
ample,  bladder  neck  obstruction  due  to  prostatic  hypertrophy): 
hypersensitivity  to  any  of  the  ingredients 
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Scientific  Articles 


Tetanus  in 
the  Inner  City* 

JOHN  C.  M.  BRUST,  M.D. 

New  York  City 

RALPH  W.  RICHTER,  M.D. 

New  York  City 

From  the  Department  of  Neurology,  Harlem  Hospital  Center- 
Columbia  University,  College  of  Physicians  and  Surgeons 

■ 

Tetanus  as  a complication  of  heroin  addiction  has 
been  seen  with  increasing  frequency  in  urban 
areas.  This  report  reviews  the  course  and  treat- 
ment of  34  recent  tetanus  cases  admitted  to  a large 
municipal  hospital. 

Patients  and  methods 

Between  1939  and  1971  the  diagnosis  of  tetanus 

I was  made  at  Harlem  Hospital  Center  in  71  pa- 
tients, of  whom  53  were  heroin  addicts  (74.5  per 
cent)  (Fig.  1).  Whereas  only  2 of  12  patients  from 
1939  to  1947  were  addicts,  from  1964  to  1971  ad- 
dicts comprised  30  of  the  34  tetanus  cases  seen. 
This  report  review's  our  experiences  with  this  re- 
cent group. 

Results 

Clinical  information.  Table  I depicts  clinical 
features  of  the  34  patients  in  this  study.  Ages  of 
the  30  heroin  addicts  ranged  from  twenty  to  fifty- 
one  years  (mean,  thirty-four  years).  Sixteen  were 
men;  14  were  women.  Ages  of  the  4 nonaddicts 
ranged  from  thirty-two  to  sixty-five  years  (mean, 
forty-nine  years).  Three  of  the  4 nonaddicts  were 
men,  and  all  were  alcoholic. 

Twenty-one  of  the  30  addicts  died,  giving  a case 
fatality  rate  of  70  per  cent.  Two  of  the  4 nonad- 
dicts died. 

Only  6 patients,  all  addicts,  reported  having  had 
tetanus  toxoid  injections  in  the  preceding  decade, 
and  in  none  had  a complete  series  been  given.  An 
addict  who  survived  had  been  successfully  treated 
for  tetanus  at  another  hospital  six  years  before  but 
during  her  long  course  had  never  received  toxoid. 

* Supported  in  part  by  Grant  1 R01  MH  20490-01  from  the 
National  Institute  of  Mental  Health. 


Of  34  patients  with  tetanus  seen  at  the  Harlem 
Hospital  Center  from  1964  through  1971,  30  were 
heroin  addicts.  The  case  fatality  rates  were  70  per 
cent  for  the  addicts  and  50  per  cent  for  nonaddicts. 
While  curare  appeared  to  be  effective  in  control- 
ling tetanospasms  in  those  patients  resistant  to 
other  agents,  the  most  common  cause  of  death  was 
sudden  cardiac  standstill  at  a time  when  spasms 
were  well  controlled,  and  arterial  blood  gases  were 
satisfactory.  The  cause  of  these  arrests  remains 
obscure. 


The  duration  of  heroin  addiction  ranged  from 
six  months  to  over  twenty  years.  All  addicts  ex- 
cept 1 injected  themselves  subcutaneously.  The 
exception  was  a “main  liner”  who  had  recently 
missed  the  vein  while  injecting  his  right  arm  and 
developed  a single  abscess  there.  The  other  ad- 
dicts usually  had  many  indurations  and/or  ab- 
scesses over  their  limbs  and  trunk.  Figure  2 illus- 
trates the  multiple  sites  of  infection  seen  in  a non- 
survivor. Wound  sites  in  the  nonaddicts  included 
a leg  abscess,  a decubitus  ulcer,  and  a puncture 
wound;  in  1 nonaddict  neither  history  nor  exami- 
nation revealed  an  infective  site.  The  location  of 
the  wound  could  be  correlated  with  symptoms  in 
only  1 case,  an  addict  with  recent  abscesses  on  the 
left  buttock  and  right  arm  whose  initial  symptoms 
included,  in  addition  to  trismus,  right-arm  stiff- 
ness. Not  one  wound  showed  Clostridium  tetani 
on  smear  or  grew  it  in  anaerobic  culture. 

Tw'enty-nine  patients  experienced  trismus  as 
their  initial  symptom,  accompanied  within  a few 
hours  in  the  great  majority  by  stiffness  of  the  neck 
and/or  back,  often  painful.  Other  less  frequent 
accompanying  symptoms  included  dysphagia  and 
“tightness  of  the  face.”  In  addition,  on  admission 
there  was  often  a rigid  abdomen,  risus  sardonicus, 
hypertonic  limbs,  or  diaphoresis.  Only  4 patients, 
all  of  whom  died,  were  febrile. 

Generalized  spasms,  lasting  seconds  to  two  min- 
utes, occurred  in  30  patients.  Two  nonaddicts 
never  had  generalized  spasms,  and  2 did  have 
spasms  which  occurred  thirty-six  hours  and  six 
days  following  the  initial  trismus.  Twenty-two 
addicts  had  spasms  appear  within  twenty-four 
hours  of  their  first  symptoms.  Eighteen,  or  82  per 
cent,  of  these  died.  Eight  addicts  either  had  no 
spasms,  or  ones  that  appeared  more  than  twenty- 
four  hours  after  the  first  symptoms.  Three,  or  38 
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FIGURE  1.  Tetanus  cases  at  Harlem  Hospital,  1939 
through  1971.  (A  = addicts,  NA  = nonaddicts.) 

per  cent,  of  these  died.  Early  appearance  of  gen- 
eralized spasms  thus  reflected  more  lethal  tetanus 
and  occurred  only  in  the  addicts. 

Admission  white-cell  count  was  above  10,000  in 
20  patients,  with  up  to  94  per  cent  polymorphonu- 
clear leukocytes.  The  cerebrospinal  fluid  was  ex- 
amined in  19  patients  and  was  normal  in  all.  Ad- 
mission electrocardiogram  findings  were  normal  in 
all  except  for  frequent  sinus  tachycardia.  Fifteen 
patients  whose  serum  enzymes  were  checked 
showed  moderate  to  marked  elevations  of  serum 
creatine  phosphokinase.  Six  patients  had  serum 
and  urine  checked  for  myoglobin.  It  was  present 
in  all  and  reflected  the  severity  of  the  spasms.  No 
patient  developed  oliguria. 

Treatment.  Until  1968  all  patients  were  given 
100,000  units  of  equine  tetanus  antitoxin  intra- 
muscularly as  soon  as  tetanus  was  seriously  sus- 
pected. After  1968  they  received  10,000  units 
human  antitetanus  immune  globulin  intramuscu- 
larly. Each  patient  was  also  begun  on  a ten-day 
course  of  penicillin,  10  to  20  million  units  per  day. 

Except  for  2 patients  in  1964,  all  received  tra- 
cheostomy soon  after  tetanus  was  diagnosed,  ei- 
ther on  the  day  of  admission  or  a day  later.  In  the 
great  majority  the  diagnosis  was  obvious  with  or 
without  generalized  spasms,  but  in  some  the  diag- 
nosis was  considered  sufficiently  uncertain  that 
tracheostomy  was  withheld  until  generalized 
spasms  appeared. 

Sedatives  given  to  our  patients  are  listed  in 
Table  II.  We  usually  began  with  phenobarbital 
and  chlorpromazine  and  if  spasms  continued 
added  diazepam  and/or  paraldehyde.  Methadone 
was  given  to  the  addicts  to  prevent  withdrawal 
symptoms.  Although  it  was  not  possible  to  com- 
pare the  efficacy  of  these  drugs  in  a controlled 
way,  no  one  agent  appeared  to  have  any  particular 
advantage  in  reducing  tetanic  spasms.  When 
spasms  continued  despite  the  previously  men- 
tioned doses,  further  increment  was  of  no  addi- 
tional benefit. 


Seventeen  addicts  and  1 nonaddict  received  cu- 
rare; 14  of  18  (78  per  cent)  curarized  and  9 of  16 
(56  per  cent)  noncurarized  patients  died  (Table  I). 
Since  curare  was  given  to  the  more  severe  cases, 
whose  spasms  had  not  responded  to  sedatives,  the 
higher  mortality  rate  in  this  group  is  not  surpris- 
ing. On  the  other  hand,  curare  did  appear  to  in- 
fluence the  clinical  course  of  tetanus  by  preventing 
early  deaths  secondary  to  uncontrolled  spasms. 
Of  the  9 patients  who  died  without  receiving  cu- 
rare, 8 died  within  five  days  of  admission,  and  6 of 1 
the  8 deaths  were  related  to  poorly  controlled 
spasms.  All  14  of  the  nonsurviving  curarized  pa- 
tients died  after  the  first  week  of  hospitalization, 
and  in  none  were  spasms  a problem  at  the  time. 
Tetanus  of  such  severity  as  to  require  curare  thus 
seemed  to  carry  a poorer  prognosis  even  when  cu- 
rare succeeded  in  controlling  tetanospasms.  In  no 
instance  was  curare  itself  the  apparent  cause  of 
death. 

Four  patients  had  such  severe  spasms  as  to  re- 
quire succinylcholine  in  association  with  emergen- 
cy intubation.  A switch  to  curare  was  then  made. 
The  lowest  possible  curare  dose  was  used  to  mini-!: 
mize  hypotension,  and  for  this  reason  phenobarbi- 
tal, and  sometimes  even  chlorpromazine,  were  con- 
tinued and  mild  twitches  allowed  to  occur  during 
tracheal  suctioning.  After  one  to  six  weeks  the  cu- 
rare dose  per  hour  could  usually  be  tapered  by  1 tc 
2 mg.  every  few  days. 

Seven  patients  received  central  venous  hyperali 
mentation  via  subclavian  catheter  usually  begin 
ning  in  the  second  week  and  continuing  for  severa 
weeks.  No  problems  of  electrolyte  imbalance,  hy 
poglycemia,  or  the  hyperosmolarity  syndrome  oc 
curred. 

Complications  and  cause  of  death.  Twenty 
three  patients,  all  addicts,  were  felt  to  have  pneu 
monia  at  some  time  during  their  course.  Staphy 
lococcus  aureus,  Klebsiella,  Pseudomonas,  am 
Haemophilus  influenzae  were  the  most  commor 
organisms  cultured.  One  patient  grew  Candid; 
from  sputum  and  blood  after  receiving  various  an 
tibiotics  over  several  weeks.  Cultures  were  los 
from  the  patient  who  died  on  admission  with  sus 
pected  sepsis. 

Causes  of  death  are  summarized  in  Table  III 
While  of  the  21  addict  deaths,  5 (during  1964  t 
1967)  were  probably  from  inadequately  controlle; 
spasms,  the  16  others  had  well-controlled  spasms 
13  with  curare.  The  3 deaths  from  infection  in 
eluded  sepsis  on  admission,  Candida  pneumoni 
and  sepsis  on  day  46,  and  pneumonia  on  day  6$ 
The  pulmonary  embolism  occurred  on  day  11,  th 
patient  having  survived  cardiac  arrest  on  day  1 
Twelve  patients  died  of  sudden  cardiac  arrest: 
in  the  first  week,  7 in  the  second  week,  2 in  th 
third  week,  and  1 on  day  26.  Three  arrests  (1  cai 
diac  standstill  and  2 ventricular  fibrillations)  oc 
curred  in  association  with  respiratory  difficulties 
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TABLE  I.  Clinical  features  of  tetanus  patients 


Date 

Admitted 

Age 

Sex 

Curarized 

Signs  of 
Sympathetic 
Overactivity 

Outcome 

Addict  patients 

8/64 

20 

F 

No 

No 

Found  dead,  day  4 

11/64 

32 

M 

No 

No 

Found  dead,  day  2 

10  65 

33 

F 

No 

Yes 

Found  dead,  day  4 

12/65 

27 

M 

Yes 

Yes 

Cardiac  standstill  and  death,  day  16 

2 66 

24 

M 

No 

No 

Survived 

11/66 

41 

F 

No 

No 

Found  dead,  day  2 

1/67 

28 

F 

No 

No 

Survived 

2/67 

33 

F 

No 

Yes 

Found  dead,  day  2 

5/67 

43 

F 

Yes 

Yes 

Cardiac  standstill  and  death,  day  8 

7/67 

37 

F 

Yes 

No 

Survived  after  2 cardiac  arrests  and 
delivery  of  viable  male  infant 

8/68 

29 

M 

Yes 

No 

Died  day  10,  possibly  from  pulmonary 
embolism  after  surviving  cardiac 
arrest,  day  1 

8/68 

38 

F 

Yes 

Yes 

Cardiac  standstill  and  death,  day  26 

10/68 

24 

M 

Yes 

No 

Cardiac  standstill  and  death,  day  18 

10/68 

32 

M 

No 

Yes 

Survived 

11  68 

42 

F 

Yes 

No 

Cardiac  standstill  and  death,  day  8 

12/68 

27 

F 

Yes 

No 

Cardiac  standstill  and  death,  day  8,  with 
arterial  oxygen  tension  25  mm.  Hg. 

8/69 

30 

M 

No 

Yes 

Survived 

9 '69 

46 

M 

No 

No 

Ventricular  fibrillation  and  death,  pos- 
sibly secondary  to  hypoxia,  day  5. 

3/70 

35 

M 

No 

Yes 

Survived 

8/70 

38 

M 

No 

No 

Cardiac  standstill  and  death,  day  6 

9/70 

38 

F 

Yes 

Yes 

Pneumonia  and  death  day  62,  but 
comatose  since  bradycardic  episode 
day  11 

10/70 

28 

F 

Yes 

No 

Survived 

11/70 

28 

M 

Yes 

Yes 

Survived 

11/70 

45 

M 

Yes 

No 

Cardiac  standstill  and  death,  day  7 

12/70 

51 

F 

Yes 

No 

Ventricular  fibrillation  and  death,  pos- 
sibly secondary  to  hypoxia,  day  8. 

1/71 

39 

M 

No 

No 

Died  day  1,  probable  sepsis 

1/71 

24 

M 

Yes 

No 

Survived 

2/71 

44 

F 

Yes 

Yes 

Died  day  10  in  cardiac  standstill  despite 
functioning  cardiac  pacemaker  in- 
serted day  4 for  bradycardia 

7/71 

45 

M 

Yes 

No 

Died  day  46,  Candida  sepsis 

12/71  30 

Nonaddict  patients 

M 

Yes 

No 

Died  day  7 in  cardiac  standstill  despite 
functioning  cardiac  pacemaker  in- 
serted after  cardiac  standstill  day  4 

11  64 

45 

M 

No 

No 

Survived 

1 66 

65 

M 

No 

No 

Survived 

1/66 

34 

M 

Yes 

No 

Died  day  18,  probable  perforated  viscus 

5/71 

52 

F 

No 

No 

Died  day  59,  2 weeks  after  a massive 
stroke 

in  1 case  an  uncorrectable  low  arterial  oxygen  ten- 
sion and  in  2 cases  increased  resistance  to  the  res- 
pirator. The  other  9 arrests  were  sudden,  fatal 
cardiac  standstills  in  the  presence  of  well-con- 
trolled  spasms,  satisfactory  arterial  oxygen  tension 
and  pH,  and  normal  or  elevated  blood  pressure. 
Two  patients  had  intracardiac  pacing  wires  at  the 
time  of  fatal  arrest.  In  one  it  was  inserted  on  day 
4 after  a spell  of  bradycardia,  but  a week  later 
pulses  became  unobtainable  despite  electrical  pac- 
ing. In  the  other  it  was  inserted  on  day  4 after 
successful  resuscitation  of  cardiac  standstill  with 
intracardiac  epinephrine;  cardiac  standstill  oc- 
curred a few  days  later,  again  despite  continuing 


functioning  of  the  pacemaker.  The  other  patients 
with  sudden  cardiac  standstill  had  no  preceding 
arrhythmia  except  sinus  tachycardia  up  to  160 
(usually  120  to  140).  Such  tachycardia  also  oc- 
curred in  8 of  the  9 addicts  who  survived;  1 of 
these  did  have  two  spells  of  ventricular  fibrillation, 
successfully  resuscitated  each  time. 

Tetanus  in  the  2 nonaddicts  who  died  was  as 
mild  as  in  the  2 survivors,  but  1 died  on  the  eigh- 
teenth day  of  a probable  perforated  viscus,  and  the 
other,  who  was  fifty-two  years  old  and  hyperten- 
sive, died  two  weeks  following  a severe  stroke  and 
eight  weeks  after  admission.  All  4 nonaddicts  had 
heart  rates  of  110  to  140. 
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TABLE  II.  Agents  used  to  combat  tetanospasms 


FIGURE  2.  Multiple  sites  of  infection  on  leg  of  non- 
surviving addict. 


Eleven  patients,  all  addicts,  had  “autonomic 
signs”  during  their  course,  with  sweatiness  and 
temperature  swings  as  low  as  90°F.  and  as  high  as 
103°F.  (Table  I).  In  3,  not  previously  hyperten- 
sive, blood  pressure  fluctuated  from  normal  to  as 
high  as  300/145.  Only  1 of  these  patients  had  uri- 
nary catecholamines  determined,  and  results  for 
twenty-four-hour  metanephrine  and  vanillylman- 
delic  acid  determinations  were  two  to  three  times 
normal.  Conversely,  3 other  patients  showing 
similar  urinary  catecholamine  elevations  did  not 
show  these  signs  suggestive  of  sympathetic  overac- 
tivity. Seven  of  the  11  died,  3 of  probably  inade- 
quate control  of  spasms  and  3 of  cardiac  arrest 
after  the  first  week.  The  seventh  was  the  patient 
with  bradycardia  who  seven  weeks  later  died  of 
pneumonia.  Presumed  sympathetic  overactivity 
thus  did  not  correlate  strongly  with  cardiac  arrest. 

Additional  complications  in  our  patients  includ- 
ed gastrointestinal  bleeding  in  5,  ileus  in  3,  conges- 
tive heart  failure  in  2 (1  of  whom  was  only  twenty- 
nine  years  old  and  normotensive),  and  seriously 
infected  decubiti  in  2,  one  of  whom  developed  a 
gluteal  abscess  and  the  other  osteomyelitis  of  the 
greater  trochanter.  A patient  who  survived  devel- 
oped ventricular  tachycardia  which  cleared  when 
the  subclavian  catheter  being  used  for  hyperali- 
mentation was  pulled  away  from  his  heart.  Two 
patients  developed  fixed  pupils  which  became  re- 
active when  curare  dosage  was  reduced.  A thirty- 
seven-year-old  addict  was  admitted  with  tetanus 
while  twenty-eight  weeks  pregnant.  On  the  sev- 
enth day,  receiving  curare,  she  was  delivered,  with 
low  forceps,  of  a viable  male  infant  with  Apgar  4; 
both  the  baby  and  the  mother  survived. 

Comment 

Epidemiology  and  bacteriology.  Tetanus  is 
estimated  to  cause  160,000  deaths  worldwide  per 
year,  with  mortality  rates  in  different  countries 
ranging  from  0.06  to  135  per  100,000,  and  case  fa- 
tality rates  ranging  from  20  to  HO  per  cent.1  In  the 
United  States  352  cases  were  reported  in  1968  and 


Agent 

Dosage 

How 

Administered 

Frequency 

Pheno- 

75  to  150 

Intramuscularly 

Every  four 

barbitol 

mg. 

hours 

Chlor- 

75  to  150 

Intramuscularly 

Every  four 

promazine 

mg. 

hours 

Diazepam 

20  to  30 

Intravenously 

Every  two 

mg. 

or  intra- 
muscularly 

hours 

Paraldehyde 

5 cc. 

Intramuscularly 

Every  one  to 
four  hours 

Curare 

9 to  15 
mg. 

Intravenously 

Every  hour 
(run  over 
ten  min- 
utes) 

Succinyl- 

choline 

300  mg. 

Intravenously 

By  rapid  in- 
fusion for 
emer- 
gencies 

TABLE  III.  Causes  of  death 

Causes 

Number 

Addicts 

Inadequately  controlled  spasms 

5 

Infection 

3 

Pulmonary  embolism 

1 

Cardiac  arrest 

Secondary  to  pulmonary  insufficiency 

3 

Without  apparent  cause 

9 

Nonaddicts 

Perforated  viscus 

1 

Stroke 

1 

1969. 2 The  disease  is  most  common  in  southeast- 
ern states.  Only  13  per  cent  of  American  cases 
were  neonatal,  and  more  than  half  the  patients 
were  over  fifty  years  old.  The  case  fatality  rate 
was  61.3  per  cent,  higher  in  neonates  and  older  pa- 
tients, and  showed  little  change  over  the  past  two 
decades. 

The  first  report  of  tetanus  in  a narcotic  addict 
was  in  1876. 3 Several  reports  of  individual  cases 
appeared  over  the  next  seven  decades.4-8  Then, 
in  1955,  Levinson,  Marske,  and  Shein9  described 
12  heroin  addicts  among  22  tetanus  patients  at 
Cook  County  Hospital  and  noted  a 100  per  cent 
mortality  rate  for  the  addicts  versus  40  per  cent 
for  the  nonaddicts.  In  the  same  year  Bedell  and 
Paley10  noted  that,  6 of  17  tetanus  patients  at  Har- 
lem Hospital  from  1937  to  1953  had  been  addicts, 
all  of  whom  died  as  opposed  to  7 of  the  11  nonad- 
dicts. More  recently,  Cherubin11  has  pointed  out 
that  from  1955  to  1965  nearly  three  fourths  of 
known  cases  of  tetanus  in  New  York  City  occurred 
in  narcotic  addicts.  He12  has  noted  a preponder- 
ance of  women  among  addicts  with  tetanus,  possi- 
bly attributable  to  the  female  addicts’  greater  use 
of  subcutaneous  injection  and  the  lesser  likelihood 
of  effective  immunization. 

The  30  addicts  in  our  series  had  an  average  age 
fourteen  years  younger  than  the  national  average; 
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there  was  no  female  preponderance.  The  case  fa- 
tality rate  for  the  addicts  was  70  per  cent,  as  com- 
pared with  50  per  cent  in  the  nonaddicts,  and  the 
national  case  fatality  rate  for  that  age  of  55.4  per 
cent. 

Recommended  schedules  of  active  immuniza- 
tion and  indications  for  toxoid  booster  and  pro- 
phylactic antitoxin  have  been  described  else- 
where.1:'-14  Immunization  histories  from  our  pa- 
tients were  usually  vague  and  where  available  re- 
vealed incomplete  or  no  immunization.  Our  case 
of  recurrent  tetanus  demonstrates  that  the  disease 
does  not  confer  immunity  and  that  a full  course  of 
toxoid  is  still  necessary.15-16 

The  tetanus  bacillus  is  a strict  anaerobe,  and  so 
puncture  wounds  are  especially  tetanus  prone.17 
La  Force,  Young,  and  Bennett,18  surveying  Ameri- 
can cases,  noted  puncture  wounds  in  one-third. 
Patel  and  Mehta,15  moreover,  have  noted  a greater 
mortality  rate  in  tetanus  following  puncture 
wounds.  It  has  been  suggested  that  the  puncture 
wounds  of  addicts  are  additionally  tetanus  prone 
because  the  heroin  mixture  often  contains  quinine 
which  aggravates  anaerobic  conditions.19 

The  difficulty  of  isolating  the  tetanus  bacillus 
has  been  noted  often.18,20-22  La  Force,  Young, 
and  Bennett18  found  one-third  positive  cultures  in 
American  cases.  The  combination  of  multiple 
wounds,  competing  organisms,  and  delay  between 
debridement  and  anaerobic  culturing  probably  ac- 
counted for  our  zero  yield. 

Symptoms,  signs,  and  laboratory  results. 
Trismus  was  the  initial  symptom  in  the  great  ma- 
jority of  our  patients,  reflecting  most  published  se- 
ries. Like  Levinson,  Marske,  and  Shein’s9  addict- 
ed patients,  ours  had  an  indeterminate  incubation 
period.  Several  authors  have  considered  a short 
incubation  period,  as  well  as  a brief  “onset,”  the 
period  from  the  first  symptoms  to  the  first  gener- 
alized spasms,  to  signal  a poor  prognosis. 15,17,19,23- 
20  Onset  did  correlate  with  prognosis  in  our  pa- 
tients, survival  being  least  in  those  with  early  gen- 
eralized spasms.  Early  fever  has  also  been  associ- 
ated with  poor  prognosis  by  others,  and  our  4 pa- 
tients who  were  febrile  on  admission  died.  It  is 
often  unclear  if  fever  is  an  effect  of  the  toxin  itself, 
or  secondary  to  spasms,  or  merely  caused  by  sec- 
ondary infection. 

The  generalized  spasms  observed  in  30  of  our 
patients  were  typical  for  tetanus.  One  addict, 
showing  a rigidly  flexed  right  arm  in  the  presence 
of  a right-arm  abscess  resembled  one  of  the  vari- 
eties of  local  tetanus  described  by  Struppler, 
Struppler,  and  Adams.26  Dysphagia  and  risus  sar- 
donicus  were  also  seen  in  several  of  our  patients 
but  not  the  cranial  nerve  palsies,27  or  pseudo- 
palsies, as  others  consider  them,26  observed  at 
times  in  so-called  “cephalic  tetanus.” 

Admission  laboratory  values  in  our  patients 
were  as  expected.  Leukocytosis,  when  present, 
likely  reflected  other  bacterial  infection  rather 


than  tetanus  per  se.  Elevated  serum  creatine 
phosphokinase  has  been  described  before,'28  and 
Richter  et  al ,29  and  Ebisawa  and  Matsukura30 
have  found  myoglobinuria.  Such  changes  are  not 
surprising  in  view  of  the  extensive  bleeding,  rup- 
ture, and  degeneration  which  has  been  seen  in 
muscle  at  autopsy.30 

Treatment.  Homologous  antitoxin,  human  im- 
mune globulin,  has  the  advantage  over  equine  tet- 
anus antitoxin  of  less  allergic  reaction  and  also  of 
producing  protective  circulating  antitoxin  levels 
for  up  to  four  weeks.31  It  has  been  recommended 
in  doses  of  5,000  to  10,000  units,32  although  some 
have  felt  much  lower  doses  would  be  as  effective.33 
As  noted,  active  immunization  is  essential  as  well, 
and  it  is  generally  agreed  that  adsorbed  tetanus 
toxin  and  human  antitoxin  may  be  given  in  differ- 
ent sites  simultaneously  without  compromising 
antibody  response.13,18 

All  patients  received  penicillin  on  admission,  as 
recommended  by  others.14,34  Some,  however, 
have  questioned  the  usefulness  of  antibiotics,2,35 
and  Adams,  Lawrence,  and  Smith13  do  not  give 
them  until  infection  develops.  The  severe  skin 
abscesses  in  the  great  majority  of  our  patients  pro- 
vided additional  rationale  for  their  use  here. 

Ablett36  considered  the  indications  for  tracheot- 
omy in  the  noncurarized  tetanus  patient  to  be  se- 
vere uncontrolled  spasms,  unrelieved  trismus  or 
gross  trauma  and  edema  of  the  tongue,  dysphagia 
with  pooled  secretions  or  danger  of  vomiting,  la- 
ryngeal stridor  and  absent  cough,  pulmonary  atel- 
ectasis or  pneumonia,  and  deep  sedation.  All  our 
patients  met  at  least  one  of  these  criteria.  While 
bronchial  plugs,  atelectasis,  and  pneumonia  were 
common  in  our  patients,  we  did  not  observe  such 
serious  complications  of  tracheotomy  as  surgical 
emphysema  or  erosion  into  esophagus  or  vessels, 
as  described  by  others.36,37 

Numerous  sedatives  have  been  recommended 
over  the  years  to  control  the  often  lethal  tetano- 
spasms.  Different  writers  have  advocated  phe- 
nobarbital, 38,39  chlorpromazine, 24,38  paralde- 
hyde,14,15,23,34 thiopental,40  mephenesin,25  chloral 
hydrate,38  tribromoethancl,19  diphenylhydan- 
toin,14  and,  more  recently,  diazepam.41,42  Mor- 
phine has  been  considered  useful  by  some14  but 
specifically  condemned  by  others. 13,19,23,43  Law- 
rence and  Webster43  have  reviewed  physiologic  ac- 
tions of  many  of  these  drugs  and,  assuming  that 
the  toxin,  tetanospasmin,  blocks  internuncial  inhi- 
bition of  anterior  horn  cells,44  have  tried  to  pro- 
vide a rationale  for  a particular  drug’s  use  in  teta- 
nus. But,  despite  variable  case  fatality  rates  over 
the  world,  there  is  little  clinical  evidence  that  any 
one  sedative  or  combination  is  preferable  to  any 
other.  Creech,  Glover,  and  Ochsner17  stressed 
this  point  when  they  described,  among  their  52 
cases  in  1949,  19  consecutive  survivors;  yet  without 
any  change  in  therapy  their  overall  case  fatality 
rate  for  that  year  was  42  per  cent.  Without  at- 
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tempting  in  a series  as  small  as  ours  to  compare 
one  sedative  with  another  in  any  controlled  fash- 
ion, it  was  also  our  impression  that  no  single  agent 
or  combination  was  more  specific  than  another. 

Since  Lassen,  Bjorneboe,  and  Ibsen’s45  descrip- 
tion of  curarization  and  intermittent  positive 
pressure  respiration  in  4 tetanus  patients  in 
1954,  there  have  been  numerous  encouraging  re- 
ports.23’24,36’46-51  Evaluation  of  curare’s  role  in 
tetanus,  however,  is  limited  by  lack  of  controlled 
studies.  Wright  et  al.47  showed  a mortality  rate  of 
84  per  cent  in  50  infants  with  neonatal  tetanus 
treated  consecutively  with  phenobarbital  and  phe- 
nothiazine  as  compared  with  a 44  per  cent  mortali- 
ty rate  in  the  next  50  infants  treated  with  curare, 
other  aspects  of  management  allegedly  being  iden- 
tical. Such  controls,  randomized  or  otherwise,  are 
absent  from  adult  reports.  When  spasms  in  a 
tracheotomized  patient  are  severe  and  uncon- 
trolled by  other  means,  however,  it  is  certainly  rea- 
sonable to  add  curare.  Such  was  our  criterion, 
and  the  greater  mortality  rate  of  curarized  pa- 
tients undoubtedly  reflects  a greater  severity  of 
their  tetanus,  even  though  all  curarized  patients 
had  complete  abolition  of  generalized  spasms.  We 
did  see  hypotension  in  some  of  our  curarized  pa- 
tients, perhaps  attributable  to  curare’s  histamine- 
releasing effects.51 

Severe  weight  loss  is  well  known  during  the 
course  of  tetanus.  A nasogastric  feeding  tube 
carries  the  hazard  of  aspiration,  even  in  the 
tracheotomized  patient,  and  in  addition  can  aggra- 
vate spasms.14’15  The  experience  with  5 of  our  7 
patients  who  received  central  venous  hyperalimen- 
tation via  subclavian  catheter  has  been  reported 
elsewhere.52 

Various  authors  have  recommended  hyperbaric 
oxygen,53  hypothermia,54  adrenocorticosteroids,55 
and  pralidoxime  chloride56  in  the  treatment  of  tet- 
anus. Their  value  is  uncertain,  and  none  of  our 
patients  received  them.  Supportive  care  included 
constant  monitoring  of  respiratory  machines  and 
tracheal  toilet  with  frequent  suctioning  and  hu- 
midification and  prevention  of  contractures,  de- 
cubiti,  thrombophlebitis,  and  conjunctivitis. 

Complications  and  cause  of  death.  In  many 
series  asphyxiation  secondary  to  spasms  is  the 
most  common  cause  of  death.23’24’36’38  Pulmonary 
infection,  often  secondary  to  aspiration,  is  also  a 
prominent  cause,17’34  Pulmonary  emboli  have 
been  conspicuous  in  some  series34,57;  in  fact,  Kerr 
et  al ,57  prophylactically  anticoagulated  all  their 
patients.  Other  often-mentioned  causes  of  death 
include  congestive  heart  failure,17’36  renal  fail- 
ure,34’57 mechanical  accidents,34  tracheal  ulcer- 
ation and  hemorrhage,34  myocardial  infarction,57 
and  sepsis.17  In  several  series  up  to  15  per  cent  of 
deaths  are  listed  as  “unknown  cause,”  10’17’57  and 
in  many  there  is  described  respiratory  or  circulato- 
ry failure  without  any  of  the  previously  mentioned 
problems  accompanying.17'23-25’34’38’57’59  Both 


Kloetzel38  and  Montgomery58  have  described  sud- 
den apnea  without  spasms,  respiratory  infection, 
or  cardiac  arrest  and  also  cardiac  arrest  without 
respiratory  compromise.  Clifton24  has  noted 
unexplained  hypotension  in  25  per  cent  of  his  pa- 
tients, and  persuasively  argues  that  its  cause  is  un- 
likely to  be  intermittent  positive  pressure  respira- 
tion, curare  or  other  drugs,  antiserum  reaction,  or 
infection. 

Three  theories  have  attempted  to  explain  car- 
diovascular failure  in  tetanus.  Some  authors  be- 
lieve the  tetanus  toxin  acts  on  brain-stem  cen- 
ters.25’28 Indeed,  Baker  in  194  259  described  dis- 
tructive  neuronal  changes  in  the  medulla,  and  he 
suggested  respiratory  and  cardiac  failure  in  teta- 
nus might  be  secondary  to  these  lesions.  Mont- 
gomery58 and  Murphy60  have  noted  brain-stem  le- 
sions similar  to  Baker’s. 

Others  believe  the  toxin  acts  directly  on  the 
myocardium.  Electrocardiogram  changes  have 
been  noted,37’61  and  several  authors  have  de- 
scribed myocardial  edema,  histiocyte  and  plasma 
cell  infiltration,  and  fiber  necrosis.24’45’46’62-66 
Levinson,  Marske,  and  Shein9  and  Alhady  et  al ,46 
noted  a resemblance  to  the  myocarditis  of  diph- 
theria, and  Vakil  et  al.e 3 produced  changes  on  iso- 
lated rabbit  heart  suggesting  a direct  toxic  action. 

Kerr  et  al.bl  have  described  what  they  consider 
a syndrome  of  sympathetic  overactivity:  labile 

hypertension,  tachycardia,,  irregular  cardiac 
rhythms,  peripheral  vasoconstriction,  profuse 
sweating,  fever,  and  often  late  hypotension,  para- 
lytic ileus  and  cardiac  arrest,  with  increased  circu- 
lating catecholamines.  They  noted  that  these 
signs  usually  began  four  to  ten  days  after  the  first 
symptoms  of  tetanus,  lasted  up  to  two  weeks,  and 
did  not  seem  to  be  explained  by  spasms,  infection, 
fluid  or  electrolyte  imbalance,  or  drug  overdose. 
Increased  catecholamines  have  been  found  in 
urine57  and  plasma66  of  tetanus  patients,  and  the 
authors  cite  evidence  that  circulating  norepineph- 
rine and  epinephrine  cause  not  only  the  cardiovas- 
cular signs  but  also  the  myocardial  pathology 
noted  by  others.  Recently  they  have  advocated 
using  propranolol  with  or  without  bethanidine  to 
treat  this  syndrome.67  Cole  and  Youngman23  con- 
cur that  sympathetic  overactivity  exists  but  feel  it 
can  be  successfully  treated  with  paraldehyde,  and 
Adams,  Lawrence,  and  Smith13  have  suggested  the 
alpha-blocking  activity  of  chlorpromazine  provides 
additional  rationale  for  its  use.  None  of  the  stud- 
ies advocating  propranolol  or  other  adrenergic 
blockers  has  used  control  patients. 

Of  our  patients,  11  showed  episodic  temperature 
or  blood  pressure  swings  and  sweating.  Most  had 
sinus  tachycardia,  up  to  160  per  minute,  but  this 
was  present  in  at  least  three  fourths  of  our  pa- 
tients whether  or  not  other  signs  suggestive  of 
sympathetic  overactivity  were  present.  Urinary 
catecholamines  were  elevated  in  the  4 patients 
checked;  only  1 of  these  showed  sweating  and  tem- 
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perature  and  blood  pressure  swings.  Since  most 
of  our  severely  ill  patients  were  curarized,  we  could 
not  evaluate  for  central  respiratory  depression. 
Those  patients  with  arrest  and  without  hypoxia  at 
the  time  all  showed  either  sudden  cardiac  stand- 
still or  bradycardia  relentlessly  progressing  to  a 
standstill.  For  these  reasons  we  have  been  reluc- 
tant to  use  propranolol  until  more  data  are  avail- 
able as  to  its  efficacy. 

In  addition  to  these  complications  noted  in  our 
patients,  the  literature  describes  acute  gastric  dila- 
tation, lung  collapse,  paraldehyde  abscesses, 
thrombophlebitis,  and  serum  sickness15;  also  de- 
scribed are  residual  muscle  rigidity,19  corneal  ul- 
ceration, nerve  palsies,  and  contractures,3,  and  ky- 
phosis.68 Of  interest  in  our  series  is  the  pregnant 
woman  who  delivered  a viable  male  infant  while 
curarized.  Beguin  and  Amgwerd69  described  a 
twenty-year  old  primipara  who  developed  tetanus 
a few  days  before  delivery.  Her  only  symptom 
was  trismus,  and  delivery  was  delayed  until  it  sub- 
sided. She  then  spontaneously  delivered  a normal 
infant. 

Differential  diagnosis.  During  the  past  eight 
years  a number  of  patients  have  been  admitted  to 
Harlem  Hospital  with  suspected  tetanus  who 
turned  out  not  to  have  it.  Among  the  alternative 
diagnoses  have  been  phenothiazine  reaction,  men- 
ingitis, hypocalcemic  tetany,  retroperitoneal  hem- 
orrhage, epilepsy,  decerebrate  posturing,  and  her- 
oin withdrawal.  Other  diagnoses  mentioned  in 
the  literature  include  dental  abscess,  mandibular 
fracture,  tonsillitis,  and  diphtheria15;  mumps  and 
trichinosis24;  retropharyngeal  abscess,  mandibular 
osteomyelitis,  strychnine  poisoning,  rabies,  and 
antitetanus  serum  sickness  with  temporomandibu- 
lar arthralgia38;  and  perforated  peptic  ulcer  and 
septicemic  spondylitis.36 

Prevention.  The  treatment  of  tetanus  requires 
elaborate  facilities,  yet  the  results  of  treatment  are 
frustratingly  limited.  The  need  for  active  tetanus 
immunization  of  susceptible  individuals  cannot  be 
overemphasized.  At  Harlem  Hospital  an  exten- 
sive immunization  program  has  been  conducted 
throughout  the  hospital,  within  the  community, 
and  particularly  among  clients  of  the  various  ad- 
diction treatment  programs.  We  anticipate  a re- 
duction in  the  frequency  of  this  disease  if  these 
public  health  measures  are  further  supported. 
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AMA  to  foster  guidelines 
for  evaluating  hospital  care 

The  American  Medical  Association  has  been  named 
by  the  federal  government  to  coordinate  development  of 
a set  of  guidelines  for  evaluating  medical  care  in  hospi- 
tals. 

To  that  end  AMA  has  signed  a contract  with  the  U.S. 
Department  of  Health,  Education,  and  Welfare  for 
$995,635  for  the  eighteen-month  project. 

The  national  medical  specialty  societies  actually  will 
develop  guidelines  for  the  medical  conditions  in  their 
areas  of  expertise.  The  AMA  will  coordinate  the  entire 
project. 

Each  specialty  society  will  first  determine  which  med- 
ical conditions  account  for  three-fourths  of  all  hospitali- 
zation within  the  specialty.  The  specialty  groups  will 
then  develop  guidelines  for  screening  appropriateness, 
necessity,  and  quality  of  medical  services  in  the  hospi- 
tals for  each  condition. 
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The  AMA  House  of  Delegates  voted  at  its  semi-annu- 
al convention  in  June  to  seek  to  exert  AMA  influence  on 
behalf  of  sound  regulations  to  govern  Professional  Stan- 
dards Review  Organizations  (PSROs).  PSRO  is  a 
mechanism  ordered  by  Congress  in  which  the  need  for 
hospitalization  and  the  type  of  care  given  within  the 
hospital  will  be  evaluated  by  a peer  group.  The  process 
will  apply  to  Medicare  and  Medicaid  patients,  whose 
bills  are  paid  from  federal  funds. 

The  AMA  stressed  that  the  new  model  sets  of  criteria 
will  not  be  mandatory  for  each  local  PSRO  group,  but 
will  serve  as  guidelines  which  the  groups  will  adapt  to 
their  local  situations. 

The  AMA  plans  to  form  a Project  Policy  Committee,' 
a Technical  Advisory  Committee,  establish  a standard 
format,  and  work  out  agreements  to  encourage  specialty  I 
society  participation. 

An  initial  publication  will  be  developed  for  distribu- 
tion in  approximately  the  eighth  month  of  the  project, 
with  revisions  and  refinement  distributed  in  approxi 
mately  the  eighteenth  month. 
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It  is  truly  an  honor  to  present  the  first  Robertaz- 
zi  Memorial  Lecture  to  commemorate  the  mean- 
ingfullness of  the  life  of  a dear  friend  and  col- 
league, Raphael  (Ray)  VV.  Robertazzi,  M.D.  Our 
lives  were  parallel  in  many  ways.  We  were  both 
New  Yorkers  and  spent  most,  but  not  all,  of  our 
professional  lives  in  patient  care  and  academic  ac- 
tivities within  this  city.  Ray  inherited  and  ac- 
quired from  his  parents  those  enriching  Italian 
qualities  of  respect  for  scholarship,  respect  for 
teaching,  respect  for  the  student,  respect  for  the 
sanctity  of  life  and  the  individual,  and  a respect 
for  “rightness.”  He  was  the  most  human  person  I 
encountered  in  my  professional  life.  I do  not 
mean  human  in  the  sense  of  homo  sapiens,  but 
human  in  those  sacred  qualities  that  distinguish 
the  arts  and  sciences  from  the  inhumanity  to  man 
of  the  politico-economic  sphere  of  so-called  civili- 
zation. Ray  never  deliberately  nor  with  rationali- 
zation performed  an  act  for  his  own  glorification  or 
gratification  if  that  action  in  any  way  denigrated 
or  harmed  another.  It  was  easy  for  me  to  develop 
empathy  with  such  a human  being.  I know  he  was 
happy  in  life,  and  I thank  those  of  you  and  Alex, 
his  wife,  for  helping  to  make  him  so. 

Ray’s  path  and  mine  crossed  almost  exactly 
^ twenty-five  years  ago,  and  over  those  years  the  re- 
gard I had  for  him  as  a physician,  a superb  anes- 
thesiologist, and  as  a teacher  grew  steadily.  The 
influence  he  had  on  my  own  behavior  grew  wTith 
our  friendship.  I was  deeply  disappointed  when 
he  saw  fit  to  decline  my  invitation  to  join  us  at  the 
Albert  Einstein  College  of  Medicine,  but  I could 
almost  have  anticipated  his  explanations  that  he 
wished  to  remain  physically  close  to  his  aging  par- 
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The  choice  of  anesthetic  agents,  techniques,  and 
management  must  place  in  proper  order  the  priori- 
ties of  survival,  morbidity,  and  patient  comfort. 
The  choice  should  not  be  constricted  by  the  skills 
or  prejudices  of  the  surgeon  or  anesthesiologist. 
The  decisions  can  be  programmed  by  seeking  the 
answers  to  two  questions:  (1)  If  this  patient  is  lia- 
ble to  die,  what  will  lead  to  his  demise?  (2)  What 
can  I do  to  prevent  that  sequence  of  events?  The 
approach  necessitates  a complex  chain  of  activities 
linking  the  preoperative  preparation,  the  intraop- 
erative monitoring  and  management,  and  the  post- 
operative care. 


ents  and  to  root  his  family  in  the  same  soil  as  his 
own  youth  was  rooted. 

I will  not  elaborate  on  his  scientific  contribu- 
tions. These  astute  observations  are  mostly  re- 
garding patient  care  and  management,  although  in 
one  study  Ray  and  I had  an  exciting  time  anesthe- 
tizing a 160-pound  porker  with  cyclopropane  for 
studies  about  reflex  arrhythmias.  During  his 
many  fruitful  years,  he  compiled,  condensed,  and 
transmitted  a number  of  scholarly  presentations 
concerning  the  multiplicity  of  drugs  used  in  thera- 
py and  how  these  treatments  affect  the  manage- 
ment of  the  ill  individual  coming  to  the  surgical 
theatre.  It  was  from  our  formal  and  informal  dis- 
cussions about  these  patients  that  Ray  and  I de- 
veloped a rationale  of  approach  to  the  anesthetic 
management  of  the  patient  that  formed  the  basis 
of  our  teaching  to  the  hundred  or  more  residents 
who  were  students  of  our  joint  efforts  at  New  York 
University  and  to  the  two  hundred  or  more  each  of 
us  has  individually  taught  since. 

Responsibilities  of  the  anesthesiologist 

The  theme  of  that  philosophy  can  be  summa- 
rized in  a few  sentences  that  depict,  with  a proper 
knowledge  of  disease  processes,  the  proper  anes- 
thetic agent,  technique,  monitoring,  and  therapeu- 
tic management.  This  thesis  places  in  order  the 
priorities  of  survival,  morbidity,  and  patient  com- 
fort. If  the  freedoms  of  choice  within  such  selec- 
tive priorities  are  retarded  by  either  the  skills  or 
aptitudes  of  the  surgeon  or  anesthesiologist,  or  by 
economic  factors  within  the  hospital  environment, 
then  medicine  has  failed  the  patient.  The  anes- 
thesiologist must  ask  himself  the  primary  ques- 
tion, “If  this  patient  is  liable  to  die,  what  will  be 
the  sequence  of  events  leading  to  that  death?” 
The  corollary  to  this  query  is,  “What  can  I do  to 
thwart  this  event?”  The  answer  may  lie  in  the 
preoperative  preparation  of  the  patient,  the  selec- 
tion of  anesthetic  agent  or  technique,  the  choice  of 
monitoring  equipment,  ancillary  aids,  or  postoper- 
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ative  maneuvers.  Having  thus  weighed  all  the 
odds  and  having  decided  the  necessary  steps,  the 
anesthesiologist  proceeds  to  a second  set  of  ques- 
tions. Could  this  patient  have  complicating  mor- 
bidities postoperatively?  If  so,  what  are  they  and 
what  can  I do  to  prevent  their  occurrence?  A final 
series  of  questions  should  concern  the  patient’s 
comfort,  wishes,  and  pleasures.  Almost  every  pa- 
tient will  agree  to  reducing  the  chances  of  death 
and  serious  complicating  illness  against  some  rea- 
sonable time  of  moderate  physical  or  mental  dis- 
comfort. It  is  the  duty  and  responsibility,  legally 
and  morally,  of  the  physician  to  present  to  the  pa- 
tient a realistic  estimate  of  the  situation:  the  pa- 
tient will  almost  always  make  the  right  judgment. 
It  must  be  recognized  that  this  presentation  must 
not  be  biased  by  the  personal  prejudices  of  the 
physician. 

The  simplicity  of  this  approach  may  be  illustra- 
ted by  the  management  for  delivery  of  a baby  to 
a normal  twenty-year-old  woman  with  an  unevent- 
ful prenatal  history  but  who  has  eaten  shortly  be- 
fore the  onset  of  active  labor.  Almost  the  only 
possible  cause  of  death  in  such  a potential  mother 
is  vomiting  and  aspiration.  Can  you  really  feel 
competent  in  your  role  if  you  cannot  explain  to 
this  woman  that  the  only  logical  choices  she  has 
are  a regional  technique  or  an  awake  intubation? 
With  all  deference  to  your  personal  skills,  could 
you  ever  excuse  an  asphyxial  death  or  a morbid 
postnatal  course  for  mother  or  child?  Could  you, 
your  colleagues,  or  your  patient  ever  respect  your 
integrity  as  a physician? 

At  other  times,  this  approach  may  necessitate  a 
complex  chain  of  decisions  and  activities.  Many 
of  you  have  been  faced  with  the  specter  of  a sev- 
enty-five-year-old man,  a heavy  smoker  with  pul- 
monary fibrosis  and  emphysema,  coughing  up  a 
few  tablespoonfuls  of  foul  sputum  each  morning, 
whose  chest  roentgenograms  show  increased  hilar 
markings,  whose  electrocardiogram  findings  indi- 
cate strain  of  the  right  side  of  the  heart  and  ques- 
tionable old  left  anterior-wall  infarction,  and 
whose  aorta  is  ballooning.  The  surgeon  schedules 
this  patient  for  the  next  day  for  an  abdominal  aor- 
tic resection.  Is  the  choice  of  anesthetic  agent  or 
technique  minor  when  weighed  against  the  other 
possible  causes  of  death?  If  death  ensues  postop- 
eratively, in  spite  of  a “successful  operative  proce- 
dure,” a likely  cause  is  pulmonary  congestion, 
pneumonia,  consolidation,  asphyxia,  and  cardiac 
failure.  Therefore,  are  there  any  approaches  more 
logical  or  essential  than  proper  preoperative  inha- 
lation therapy,  choosing  an  anesthetic  agent  or 
technique  that  allows  early  return  of  the  effective 
cough  reflex  and  proper  postoperative  pulmonary 
care?  The  total  forces  of  the  hospital  ecology 
must  be  mobolized  in  these  efforts,  and  the  team 
may  include  the  chest  physiotherapist,  the  special- 
ist in  chest  diseases,  and  the  laboratory  determina- 
tion of  respiratory  function  and  blood  gases.  How 


wrong  it  is  to  admit  such  a patient  shortly  before 
surgery.  How  wrong  it  is  to  oversedate  such  a pa- 
tient pre-  or  postoperatively  for  his  “comfort.” 
The  cardiac  problems  may  be  interdigitated  with 
the  respiratory  problem.  The  medical  consultant 
must  then  be  a part  of  the  team  and  must  recom- 
mend measures  to  strengthen  the  circulation  be- 
fore surgery  and  establish  the  base  lines  from 
which  cardiac  therapy  can  proceed  if  necessary. 
Cliches  such  as  “Give  him  plenty  of  oxygen  and 
keep  the  blood  pressure  up”  have  no  place  in  mod- 
ern team  efforts.  However,  the  anesthesiologist 
must  recognize  the  influence  of  anesthetic  agents 
on  cardiac  function  and  therapy. 

Almost  all  conditions  for  surgical  manipulation 
are  simple  to  achieve  and  rarely  enter  into  the 
choice  of  anesthesia.  We  do  not  mean  to  down- 
grade the  importance  of  the  anesthesia,  and  will 
refer  to  it  later,  but  the  operation  is  fraught  with 
the  danger  of  hemorrhage.  Such  depletion  of 
blood  volume  may  be  external  and  obvious,  or  may 
be  fluid  movement  into  the  tissues  and  hidden. 
The  anesthesiologist  is  obligated  to  plan  how  he 
will  manage  fluid  losses  or  shifts.  What  criteria 
will  he  use  for  the  replacement  therapy  with  bal- 
anced salt  solution,  dextran,  albumin,  packed  cells,  j 
whole  blood,  and  fresh  blood?  Such  decisions 
must  be  planned  before  their  need  in  the  operating 
room  and  modified  as  necessary  by  the  immediate 
events.  Will  the  quantities  be  estimated  by  a cen-  j 
tral  venous  catheter,  measurement  or  estimation 
of  blood  loss,  shock  determined  by  blood  pres- 
sures, pulse,  pallor,  capillary  refill  time,  acidosis, 
temperature  of  the  big  toe,  or  urinary  output?  Is 
the  rate  of  fluid  replacement  dependent  on  physio- 
logic signs  or  some  milliliter-per-kilogram-per 
hour  formula?  How  many  blood  warmers?  What 
is  the  effect  of  blood  replacement  with  bank  blood, 
that  is,  the  shift  of  the  oxyhemoglobin  saturation? 
When  will  we  give  bicarbonate,  and  how  much? 
Will  a blood-pressure  fall  occur  after  declamping? 
Can  we  prevent  it?  How  will  we  treat  hypoten- 
sion? I believe  that  if  we  give  no  more  blood  than 
is  necessary,  we  will  save  more  lives  than  by  choos- 
ing among  cyclopropane,  halothane,  methoxyflur-  j 
ane,  or  balanced  techniques.  If  we  answer  such 
questions  correctly,  have  we  not  reduced  our  intra- 
operative mortality  rate?  The  problems  related 
to  the  preoperative  polycythemia  and  transfusion 
may  far  outweigh  the  problems  related  to  the 
choice  of  anesthetic  agent  or  even  to  the  ability  to  , 
handle  a particular  agent.  Subtle  choices  never-  j 
theless  exist.  Is  there  justification  for  pancu-  i 
ronium  versus  curare  if  hypotensive  episodes  are 
dangerous?  How  do  we  weigh  the  convenience  oi 
experience  with  halothane  against  the  relative  un- 
familiarity of  a new  anesthetic  approach,  01 
against  the  history  of  a previous  exposure? 

This  procedure  of  questioning  extends  into  th( 
postoperative  period.  The  postoperative  manage 
ment  must  include  the  ability  of  cough  or  the  pre 
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I vention  of  atelectasis  by  active  aggressive  therapy. 

■ Continuous  monitoring  of  alveolar-arterial  oxygen 
| differences  of  increasing  pulmonary  shunting  may 
) he  the  first  indications  of  respiratory  failure.  The 
( maintenance  of  an  adequate  blood  flow  through 
♦ the  graft  may  spell  success  or  failure  of  this  opera- 
i tion.  The  mortality  rate  increases  manyfold  with 
I second  operations  and  emergencies.  How  wrong  is 
i it  to  believe  that  the  patient  must  be  oversedated 
Iso  that  he  remembers  no  discomfort  in  his  postop- 
erative period? 

Postoperative  problems  need  not  involve  the 

■ complicated  situation  cited  here.  Consider  the 
I catastrophic  picture  of  a woman  receiving  her 

baby  and  preparing  to  go  home,  who  suddenly 
drops  dead  from  pulmonary  embolus.  This  pic- 
ture once  haunted  every  anesthesiologist  and  ob- 
jstetrician.  The  ability  of  a woman  to  move  her 
legs  as  soon  as  possible,  postdelivery,  is  as  impor- 
tant a factor  as  whether  or  not  she  wishes  one  an- 
esthetic or  another.  Similar  decisions  may  revolve 
around  a fetus  in  distress.  I have  rarely  met  the 
mother  who  places  her  own  comfort  above  the  life 
she  has  nurtured  for  nine  months. 

No  one  can  be  so  infallible  or  absolute  in  his 
judgment  as  to  be  consistently  right.  Little  is 
gained  in  the  growth  of  the  anesthesiologist  and  in 
his  ability  to  develop  fine  points  of  judgment  if  he 
does  not  critically  review  the  course  of  those  pa- 
rents in  whom  the  outcome  is  less  than  optimum. 
\ strong  doubt  that  all  was  well  if  the  patient  died 
| >r  was  unusually  ill  is  a healthy  development  for 
he  anesthesiologist,  if  not  for  the  patient.  How- 
| ?ver,  these  reviews  in  mortality-rate  conferences 
> ire  scientific  ego  trips  if  we  do  not  ask  what  man- 
i igement  steps  would  have  prevented  the  compli- 
■ation. 

Although  patients  may  have  strong  convictions 


J.S.  Pharmacopeia  purchases  National 
ormulary 

Unification  of  the  two  official  drug  compendia,  the 
nited  States  Pharmacopeia  and  the  National  Formu- 
iry,  will  be  accomplished  by  sale  of  the  NF  to  the  USP 
onvention,  Inc. 

The  announcement  was  made  July  5 by  Dr.  William 
Apple,  Executive  Director  of  the  American  Pharma- 


concerning anesthetic  techniques  and  washes,  the 
physician  shirks  his  responsibility  if  he  allows  his 
professional  judgment  to  be  overridden  by  the  pa- 
tient’s wishes.  Surely,  after  one  hundred  years  of 
demonstrating  to  other  members  of  the  medical 
profession  the  superior  judgment  of  the  anesthesi- 
ologist in  patient  management  in  the  operating 
room,  it  is  unintelligent  to  accede  to  the  lay  judg- 
ment of  the  patient  when  such  decision  runs  con- 
trary to  proper  medical  practice.  So,  too,  must 
the  responsible  anesthesiologist  exercise  his  judg- 
ment in  decisions  concerning  morality,  legality,  re- 
ligion, or  other  factors  that  may  favorably  or  unfa- 
vorably influence  his  patient’s  welfare.  The  de- 
termination to  do  right  under  any  circumstances  is 
not  always  the  smoothest  or  easiest  course. 

Conclusion 

To  follow  the  precepts  Dr.  Robertazzi  and  I 
have  pointed  out  is  not  simple;  it  is  hard  work  and 
time  consuming,  perhaps  someu'hat  idealistic,  and 
requires  a constant  and  positive  effort.  It  de- 
mands that  the  anesthesiologist  be  first,  a good 
physician,  second,  know  the  course  of  every  dis- 
ease, third,  understand  the  problems  of  each  surgi- 
cal procedure  and  surgeon,  fourth,  possess  an  inti- 
mate knowledge  of  the  pharmacology  of  anesthetic 
agents,  and  fifth,  keep  abreast  of  the  interrelation- 
ships of  each  new  therapeutic  modality.  The  an- 
esthesiologist must  be  a superb  clinician  whose 
ability  is  equal  in  every  technique.  He  must  com- 
mand the  complete  confidence  of  the  patient  and 
the  team  of  physicians.  And,  finally,  he  must  be 
human. 

Department  of  Anesthesiology 
Albert  Einstein  College  of  Medicine 
Eastchester  Road  and  Morris  Park  Avenue 
New  York,  New  York  10061 


ceutical  Association,  and  Dr.  William  M.  Heller,  Execu- 
tive Director  of  the  United  States  Pharmacopeial  Con- 
vention. 

The  agreement  was  reached  after  four  years  of  merger 
discussions.  The  breakthrough  was  achieved  when  the 
APhA  Board  of  Trustees,  in  a letter  from  President 
Gorge  Denmark  to  USPC  President  John  Moyer,  indicat- 
ed APhA’s  willingness  to  consider  an  offer  of  purchase 
from  the  USPC. 
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If  there’s  good  reasoi 

to  prescribe 
for  psychic  tension... 


When,  for  example,  reassurance  and  counseli  i 
on  repeated  visits  are  not  enough. 


Effectiveness 
is  a good  reason  to 

considerValium 

(diazepam) 

After  you've  decided  that  the  tense,  anxious 
patient  can  benefit  from  antianxiety  medication, 
the  question  remains:  which  one? 

Valium  is  one  to  consider  closely.  One  that 
can  help  to  relieve  the  excessive  psychic  tension 
and  anxiety.  One  that  can  minimize  the  patient's 
overreaction  to  stress.  One  that  is  useful  when 
somatic  complaints  accompany  tension  and 
anxiety.  In  short,  one  that  can  work  and  work 
well  to  help  you  manage  the  patient's  anxiety- 
related  symptoms. 

Effectiveness.  One  good  reason  to 
consider  Valium  (diazepam). 

And  should  you  choose  to  prescribe  Valium, 
you  should  also  keep  this  information  in  mind. 
Valium  is  generally  well  tolerated  in  the 
recommended  dosage  ranges.  However,  the 
physician  should  be  aware  of  the  possibility  of 
side  effects  in  some  patients  and  should 
consult  complete  product  information  before 
prescribing. 

Please  turn  page  for  a summary  of  product 
information. 

Valium 

(diazepam) 

2 -mg,  5-mg,  10 -mg  tablets 


Valium 

(diazepam) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology,  spasticity  caused 
by  upper  motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsivedisorders  (not for 
sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute 
narrowangle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  in  convulsivedisorders,  possibility 
of  increase  in  frequency  and /or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity 
of  seizures.  Advise  against  simultaneous  inges- 
tion of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  tothose  with  bar- 
bituratesand  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  ab- 
dominal and  muscle  cramps,  vomitingand 
sweating).  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  child- 
bearingage,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  careful ly 
pharmacology  of  agents  employed ; drugs  such 


as  phenothiazines,  narcotics,  barbiturates,  MAC 
inhibitors  and  other  antidepressants  may  po- 
tentiate its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observt 
usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  musm 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of  nei. 
tropenia,  jaundice;  periodic  blood  countsand 
liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychonei 
roticstates,  2to  10  mgb.i.d.toq.i.d.;  alcoholisi 
10  mgt.i.d.  or  q.i.d.  in  first  24  hours,  then  5 m; 
t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skelet 
muscle  spasm,  2 to  10  mgt.i.d.  or  q.i.d.;  ad  jur- 
tively  in  convulsivedisorders,  2to  10  mgb.i.d 
to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
2V2mg,  1 or  2 times  daily  initially,  increasing;, 
needed  and  tolerated.  (See  Precautions.) 
Children:  1 to  2Vfe  mg  t.i.d.  or  q.i.d.  initially, 
increasing  as  needed  and  tolerated  (not  for  us 
under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg, 

5 mgand  10  mg;  bottles  of  lOOand  500.  All 
strengths  also  available  in  Tel-E-Dose®  packags 
of  100. 
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One  hundred  and  ninety-eight  patients  undergo- 
ing elective  and  emergent  surgery  for  peptic  ulcer- 
ation of  the  gastointestinal  tract  were  reviewed  to 
determine  the  effect  of  varying  surgical  procedures 
on  hospital  stay,  return  of  gastrointestinal  func- 
tion, morbidity,  and  mortality  rate.  An  attempt 
was  made  to  derive  norms  for  hospital  stay  fol- 
lowing elective  and  emergent  procedures.  Pa- 
tients with  obstruction  generally  had  a more  pro- 
tracted recovery  of  normal  function.  The  high 
mortality  rate  for  emergent  surgery  for  bleeding 
gastric  ulcers  was  again  noted.  Complications 
were  found  to  exert  a profound  affect  on  postoper- 
ative stay  for  all  groups  of  patients.  In  uncompli- 
cated circumstances  there  was  minimal  difference 
in  postoperative  stay  between  emergent  and  elec- 
tive surgery  for  either  duodenal  or  gastric  ulcer. 


Surgical  Experience 
a in  Gastroduodenal 
Ulceration 

Analysis  of  hospital  experience  in 
terms  of  peer  review 

e EDWARD  DUNN.  M.D. 

Syracuse,  New  York 

Clinical  Professor  of  Surgery,  Upstate  Medical  Center 


. Modern  concepts  of  surgery  for  peptic  ulceration 
of  the  upper  gastrointestinal  tract  have  evolved 
from  the  pioneering  physiologic  concepts  of  Drag- 
stedt.1  While  experience  with  changing  method- 
9'1  ology  makes  review  of  surgical  experience  mean- 
ingful, recent  legislative  action*  mandating  con- 
^ tinuing  review  of  federally  supported  institutional 
health  care,  emphasizes  the  necessity  for  ongoing 
examination  of  both  the  nature  of  surgical  care, 
2:  process  review,  and  the  results  of  treatment,  out- 
x|  come  analysis.  PSROs  (Professional  Standards 
c Review  Organizations)  will  require  updated  norms 
of  utilization  and  standards  of  care,  locally  gener- 
: ated  as  well  as  derived  from  regional  and  national 
-•c  statistics  for  their  guidance. 

Jfl 1 Although  the  literature  is  replete  with  many  ex- 

j,  cellent  studies  reflecting  changes  in  types  of  proce- 
dures and  mortality  rates,2-4  and  in  long-term  fol- 
’ low-up  results,5-8  there  seemed  to  be  a need  for 
more  detailed  investigation  of  the  acute  hospital 
course  of  the  patient  undergoing  surgery  for  peptic 
ulcer  with  reference  to  the  influence  of  choice  of 
procedures  and  complications  on  hospital  stay  as 
well  as  on  morbidity  and  mortality  rates. 

: Methods 

The  records  of  all  patients  operated  on  for  pep- 
- tic  ulcer  at  the  Crouse-Irving  Memorial  Hospital, 
Syracuse,  were  reviewed  by  the  author  for  the 
years  1967  through  1971.  The  198  patients  are 

* P.  L.  92-603. 


TABLE  I.  Distribution  by  age,  sex,  and  type  of  ulcer  disease 


Decade 


Type 

Totals 

1 

2 

3 

4 

5 

6 

7 

8 

9 

Duodenal 

Male 

98 

3 

0 

7 

10 

18 

27 

21 

8 

4 

Female 

41 

0 

0 

2 

3 

14 

7 

5 

6 

4 

Gastric 

Male 

20 

1 

0 

3 

0 

2 

9 

4 

1 

0 

Female 

28 

0 

1 

0 

3 

7 

7 

5 

3 

2 

Gastrojejunal 

Male 

8 

0 

0 

0 

1 

1 

3 

2 

1 

0 

Female 

Total 

3 

198 

0 

0 

0 

0 

1 

1 

1 

0 

0 

TABLE  II.  Elective  versus  emergency  ulcer  surgery  by  site 
Number  of  Patients — - 


Type 

Elective 

Emergency 

Duodenal 

79 

60 

Gastric 

22 

26 

Gastrojejunal 

6 

5 

Totals 

107 

91 

categorized  by  age,  sex,  and  type  of  disease  in 
Table  I.  Included  in  this  group  were  2 patients 
with  both  gastric  and  duodenal  ulceration.  Table 
II  gives  the  location  of  ulcers  according  to  whether 
the  surgery  was  elective  or  emergent.  For  the  pur- 
pose of  this  review,  obstruction  was  considered  as 
an  elective  indication  for  surgery,  since  many,  if 
not  most,  of  the  patients  underwent  a week  or 
more  of  nasogastric  decompression  prior  to  sched- 
uled surgery  ordinarily  performed  under  optimal 
conditions  with  respect  to  fluid  and  electrolyte 
correction  and  with  the  patient  in  generally  good 
physical  condition. 

Duodenal  ulcer.  Table  III  lists  the  indications 
for  elective  duodenal  ulcer  surgery,  and  Table  IV 
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TABLE  III.  Elective  duodenal  ulcer;  indications  for  surgery* 


Indication 

Number  of  Patients 

Intractability 

35 

Obstruction 

31 

Recurrent  nonacute  hemorrhage 
Pain  and  ?retrogastric  mass  by 

11 

x-ray 

1 

Pain  and  ?ampullary  mass  on  x-ray 

1 

Total 

79 

* Principal  indication  only;  several  patients  had  more  than  one 
indication. 


gives  procedures.  Three  of  the  patients  under- 
went two  operations  each.  As  Table  IV  indicates, 
of  the  82  procedures,  71  involved  vagal  resection 
with  either  a drainage  procedure  or  partial  gastric 
resection.  A total  of  51  additional  procedures 
were  done  in  this  group  (Table  V). 

There  were  3 deaths  in  the  elective  duodenal 
ulcer  group  (3.8  per  cent)  and  5 in  the  emergency 
group  (7.8  per  cent)  giving  an  overall  mortality 
rate  of  5.6  per  cent  for  duodenal  ulcer.  The 
deaths  are  detailed  in  Table  VI.  Complications 
occurred  in  25  of  the  elective  patients  (31.6  per 
cent)  and  in  23  of  the  emergent  group  (38.3  per 
cent).  The  elective  procedures  for  duodenal  ulcer 
were  further  analyzed  to  determine  if  there  was 
any  difference  in  length  of  hospital  stay  or  return 
of  gastrointestinal  function  according  to  the  proce- 
dure performed  (Table  VII). 

Vagotomy  and  pyloroplasty.  Total  stay  for 
vagotomy  and  pyloroplasty  averaged  17.3  days 
with  a median  of  fifteen.  One  patient  had  a total 
stay  of  forty  days,  requiring  a subtotal  gastrecto- 
my sixteen  days  after  vagotomy  and  Jaboulay  py- 
loroplasty for  obstruction.  A second  patient  had  a 
bilateral  hernia  repair  on  the  thirteenth  postoper- 
ative day,  extending  his  stay  six  additional  days. 
Postoperative  stay  averaged  12.8  days  with  a me- 
dian of  eleven.  Gastrointestinal  suction  was  used 
for  a mean  of  4.7  days  with  a median  of  four.  Pa- 
tients returned  to  complete  oral  alimentation  on 
the  average  of  5.7  days  postoperatively  with  a me- 
dian of  five. 

Vagotomy  and  gastroenterostomy.  Total 
stay  averaged  23.2  days  with  a median  of  twenty- 
one  for  vagotomy  and  gastroenterostomy.  One 
patient  stayed  sixty-six  days  because  of  a second 
operative  procedure,  parathyroidectomy.  An  ad- 
ditional patient  stayed  a total  of  fifty  days,  requir- 
ing a second  operative  procedure,  subtotal  gastrec- 
tomy, on  the  twenty-first  day  after  the  original  op- 
eration because  of  continuing  obstruction.  Post- 
operative stay  averaged  16.2  days  with  a median  of 
twelve.  Gastrointestinal  suction  was  used  for  an 
average  of  seven  days  with  a median  of  five,  and 
patients  returned  on  the  average  to  complete  oral 
alimentation  on  the  ninth  postoperative  day  with  a 
median  of  six. 

Vagotomy  and  partial  gastrectomy.  Vagoto- 


TABLE  IV.  Elective  duodenal  ulcer;  operative  procedures 


Procedure 

Number 

Vagotomy  and  pyloroplasty  (5  Jaboulay) 

36 

Vagotomy  and  gastroenterostomy 

23 

Posterior 

18 

Anterior 

5 

Vagotomy  and  partial  gastrectomy 

12 

Billroth  I 

4 

Billroth  II 

8 

Subtotal  gastrectomy 

8 

Billroth  I 

1 

Billroth  II 

7 

Posterior  gastroenterostomy  only 

3 

Total 

82 

TABLE  V.  Elective  duodenal  ulcer;  additional  procedure 


Procedure  Number 


Gastrostomy  31 

Cholecystectomy  5 

Hiatal  hernia  repair  4 

Incisional  hernia  repair  3 

Splenectomy  (for  operative  trauma)  3 

Tracheostomy  2 

Biopsy  of  mesenteric  nodes  (Hodgkin’s 

disease)  1 

Revision  of  choledochostomy  1 

Resection  of  benign  polypoid  tumor  of 
ampulla  of  Vater  with  reimplantation  of 
bile  duct  and  pancreatic  duct  1 

Total  51 


my  and  partial  gastrectomy  was  variously  d 
scribed  as  “antrectomy,”  “hemigastrectomy,”  ai 
“partial  gastrectomy.”  There  were  only  12  p 
tients  in  this  category,  8 of  whom  underwent  ge- 
trojejunal  and  4 gastroduodenal  anastomose 
Total  stay  averaged  16.4  days  with  a median  f 
fourteen.  One  patient  with  senile  psychos 
stayed  thirty-nine  days.  Postoperative  stay  av<- 
aged  12.1  days,  with  median  often.  Gastrointes - 
nal  suction  was  used  for  an  average  of  3.8  das 
with  a median  of  four.  This  group  returned  to  f 1 
oral  intake  on  the  average  of  postoperative  day  (1 
with  a median  of  six. 

Subtotal  gastrectomy.  Only  8 patients  or  3 
per  cent  of  this  group  underwent  subtotal  gastri  - 
tomy,  7 as  Billroth  II  and  1 as  a Billroth  I anas  - 
mosis.  In  5 of  these  cases  the  indication  was  ( - 
struction,  and  as  mentioned  previously,  1 had  i - 
dergone  previous  vagotomy  and  pyloroplasty,  ad 
a second  patient  had  undergone  previous  vagoi- 
my  and  gastroenterostomy.  A third  patient  ha^a 
very  difficult  procedure  for  a postbulbar  ulcer  * 
suiting  in  injury  to  the  duct  of  Wirsung  and  \e 
common  bile  duct  and  subsequently  expired.  1: 
eluding  those  patients  already  in  the  hospital  is 
the  result  of  previous  surgery,  total  stay  averapd 
20.3  days.  Postoperative  stay  was  a mean  of  ill 
days  with  a median  of  ten.  Gastrointestinal  s: 
tion  was  used  for  an  average  of  five  days  wit  la 
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TABLE  VI.  Summary  of  deaths 


Age 

Date  Sex  (Years)  Diagnosis 


Procedures 


Comment 


7 67  M 


10/67  M 


10/67  M 


9 68  F 


9 68  F 


7 days  Perforated  gastric  ulcer,  Plication,  drainage  ab- 
peritonitis  scess,  gastrostomy 


75  Perforated  duodenal  Plication,  gastrostomy 
ulcer 


72  Duodenal  ulcer  with  Transfixion,  pylyro- 

massive  upper  gastro-  plasty,  gastrostomy; 

intestinal  hemorrhage;  subtotal  gastrectomy 

obstructing  cancer  of 

transverse  colon; 

third-degree  heart 

block 


84  Gastric  ulcer;  massive  Subtotal  gastrectomy, 
upper  gastrointestinal  gastrostomy 
hemorrhage 


81  Duodenal  ulcer  pyloric  Vagotomy  and  pyloro- 
obstruction  plasty 


Premature  infant  (thirty-two 
weeks)  perforated  on  fifth  day 
of  life;  went  into  shock,  ex- 
plored, and  died  two  days 
later. 

Admitted  with  thirty-six  hours’ 
perforation;  massive  upper 
gastrointestinal  hemorrhage 
on  fifth  and  seventh  post- 
operative days,  then  pul- 
monary edema;  coexisting 
extreme  obesity  and  arte- 
riosclerotic heart  disease. 
Originally  admitted  with 
acute  abdominal  symptoms 
and  free  air;  thought  to  have 
diverticulitis;  then  correct 
diagnosis  made;  died  twelfth 
postoperative  day  of  coli- 
form  pneumonia. 

Extremely  obese  man  admitted 
with  obstructing  transverse 
colon  cancer;  history  of  2 
previous  hemorrhages  (1954 
and  1961).  Emergency  re- 
section of  transverse  colon 
after  transvenous  pacemaker 
insertion,  complicated  by 
urinary  tract  infection  and 
pleural  effusion;  severe 
hemorrhage  postoperatively 
and  treated  by  transfixion 
and  pyloroplasty;  rebled  one 
week  later  and  subtotal  gas- 
trectomy done,  with  cath- 
eter duodenostomy  because 
of  difficult  closure.  Pro- 
longed downhill  course  with 
pneumonitis  terminating  in 
death  three  months  after 
subtotal  gastrectomy. 

Ten-year  history  of  lesser  cur- 
vature gastric  ulcer;  operated 
day  after  admission,  rebled, 
and  reexplored  next  day  with 
finding  of  hemorrhage  from 
branch  of  midcolic  artery 
and  splenic  tear;  splenec- 
tomy done.  Patient  had 
rheumatic  heart  disease  with 
mitral  stenosis,  left  bundle 
branch  block,  went  into  pul- 
monary edema  and  then  ven- 
tricular fibrillation  postoper- 
atively dying  on  thii'd  day 
after  first  operation. 

Admitted  from  nursing  home 
with  one-week  history  of 
obstruction;  postoperatively 
developed  aspiration  pneu- 
monitis and  right  upper  lobe 
lung  abscess  with  bilateral 
effusions;  died  twelfth  post- 
operative day;  at  autopsy 
found  to  have  second  1-cm. 
ulcer  in  posterior  wall  of 
duodenum. 


0 continued ) 
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TABLE  VI.  ( continued .) 


Case 

Number 


6 


7 


8 


9 


10 


11 


Age 

Date  Sex  (Years)  Diagnosis 


Procedures 


Comment 


2/69  M 


3/70  M 


9/69  M 


7/70  M 


9/70  M 


9/70  F 


72 


81 


60 


64 


42 


69 


Gastric  ulcer  with  mas- 
sive hemorrhage 


Duodenal  ulcer  with 
massive  hemorrhage 


Gastric  ulcer  chronic 
cholecystitis,  chole- 
lithiasis, megacolon 


Subtotal  gastrectomy 


Transfixion  vagotomy, 
and  gastroenteros- 
tomy; reexploration 
gastrostomy 


Vagotomy  and  antrec- 
tomy, cholecystec- 
tomy; secondary  clo- 
sure, colostomy 


Gastric  ulcer,  recurrent  Subtotal  gastrectomy 
hemorrhage 


Postbulbar  ulcer  ob-  Subtotal  gastrectomy 
struction 


Gastric  ulcer  massive  Subtotal  gastrectomy 
hemorrhage;  rheuma- 
toid arthritis;  diabetes 


Admitted  with  recent  cardio- 
vascular accident  and  right 
hemiplegia  and  aspiration 
pneumonia;  because  of  per- 
sistent bleeding,  subtotal 
gastrectomy  done;  sudden 
death  on  ninth  postoperative 
day,  questionably  pulmo- 
nary embolus;  autopsy  un- 
obtainable. 

Diabetic  who  had  undergone 
suprapubic  prostatectomy 
two  weeks  before;  at  first 
operation,  found  to  have  3- 
cm.  ulcer  crater;  rebled  ten 
days  later  and  found  to  have 
diffuse  hemorrhage  gastritis; 
gastrostomy  only  done;  post- 
operative wound  dehiscence 
and  continued  slow  bleeding 
with  sudden  death  nine  days 
after  second  operation. 

Diabetic  with  long-standing 
gastric  ulcer,  severe  hemor- 
rhage one  year  before;  his- 
tory of  megacolon,  cause  ob- 
scure; eviscerated  seven 
days  postoperatively,  and 
treated  by  strapping  wound 
but  reeviscerated  three  days 
later  and  was  then  closed 
secondarily;  suddenly  ex- 
pired while  being  transferred 
to  recovery  room;  no  au- 
topsy could  be  obtained. 

Admitted  five  months  preoper- 
atively  with  massive  hemor- 
rhage from  gastric  ulcer; 
treated  conservatively,  cys- 
tology  negative;  this  proce- 
dure done  electively  under 
thiopental  (sodium  Pentho- 
thal),  methorylflurane  (Pen- 
thrane),  succinyl  choline  and 
gallamine  (Flaxedil);  suc- 
tioned and  extubated  be- 
fore going  to  recovery  room; 
sudden  ventilatory  fibrilla- 
tion in  recovery  room  and 
could  not  be  converted; 
electrocardiogram  one  day 
preoperatively  normal;  no 
autopsy. 

Extremely  difficult  resection 
requiring  repair  of  common 
bile  duct;  postoperative 
pancreatitis  and  pulmonary 
embolus,  expiring  on  seventh 
postoperative  day. 

Recurrent  massive  hemorrhage 
in  hospital;  did  well  post 
operatively  initially;  thei 
developed  thrombophle 
bitis;  anticoagulated  witl 
subsidence;  on  tenth  day  o 
treatment,  sudden  coma  an< 
death;  autopsy  showed  in 
tracerebral  and  intraventric 
ular  hemorrhage. 


0 continued ) 
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TABLE  VI.  ( continued .) 


Case  Age 

Number  Date  Sex  (Years)  Diagnosis  Procedures  Comment 


12  12/70  M 


13  12/70  F 


14  9/71  M 


15  11/71  F 


■ ) 


69 


72 


77 


78 


Duodenal  ulcer  massive 
hemorrhage;  chronic 
obstructive  airway 
disease 


Excise  ulcer,  vagotomy 
and  partial  gastros- 
tomy; tracheostomy 


Gastric  ulcer  with  hemor-  Transfixion,  gastros- 
rhage,  Laennec’s  cir-  tomy,  liver  biopsy 
rhosis,  malnutrition 


Duodenal  ulcer  with  ob- 
struction; malnutri- 
tion, chronic  obstruc- 
tive airway  disease 


Vagotomy  and  pos- 
terior gastroenteros- 
tomy, gastrostomy 


Duodenal  ulcer  with  Plication 
perforation 


Previous  parotidectomy  and 
left  radical  neck  dissection 
for  cancer;  previous  hemor- 
rhage three  years  before; 
admitted  on  ophthalmology 
service  for  sympathetic 
ophthalmia  and  bled  in  hos- 
pital; postoperatively  de- 
veloped aspiration  pnuemo- 
nitis,  persisted  with  death 
fourteen  days  after  ulcer 
surgery. 

Postoperatively  developed  hy- 
perpyrexia, marked  elevation 
right  diaphragm,  beta  hemo- 
lytic streptococcus  from 
blood  and  peritoneal  fluid; 
died  second  postoperative 
day;  no  autopsy. 

Operated  on  after  one  month 
history  of  obstruction;  never 
really  emptied  well  postop- 
eratively despite  2 upper 
gastrointestinal  series  show- 
ing wide  open  stoma;  de- 
veloped pnuemonitis  and 
Serratia  marcescens  septi- 
cemia and  died  thirty-five 
days  after  surgery. 

Admited  seven  months  before 
with  perforated  sigmoid  di- 
verticulitis; diverting  colos- 
tomy; admitted  Nov.  12, 
1971,  with  abdominal  pain 
twenty-four  hours;  free  air 
not  recognized  until  three 
days  after  admitted;  treated 
by  n-g  suction  but  continued 
to  leak  as  shown  on  diatri- 
zoate  (Gastrografin)  series; 
plication  then  done  on  tenth 
hospital  day  (eleven  days 
after  onset)  with  death  one 
day  later;  autopsy  unobtain- 
able. 


TABLE  VII.  Elective  duodenal  ulcer;  etfect  of  operative  procedure  on  length  of  stay  and  postoperative  recovery  of  function 

Postoperative  Gastrointestinal 

Number  of  Total  Stay  Stay  Suction  Full  Feeding 

Procedure  Patients  Mean  Median  Mean  Median  Mean  Median  Mean  Median 


Vagotomy  and  pyloroplasty 

36 

17.3 

15 

12.8 

11 

4.7 

4 

5.7 

5 

Vagotomy  and  gastroenterostomy 

23 

23.2 

21 

16.2 

12 

7.0 

5 

9.0 

6 

Vagotomy  and  partial  gastrectomy 

12 

16.4 

14 

12.1 

10 

3.8 

4 

6.1 

6 

Subtotal  gastrectomy 

8 

20.3 

* 

11.1 

10 

5.0 

4 

6.0 

6 

Partial  gastrectomy 

3 

* 

* 

* 

* 

* 

* 

* 

* 

Totals 

82 

19.2 

13.5 

5.3 

6.8t 

* Numbers  too  few  for  significance. 

+ Partial  gastrectomy  not  included  because  of  so  few  (3)  cases. 


median  of  four.  This  group  returned  to  full  oral 
intake  by  the  sixth  postoperative  day  (mean)  with 
a median  of  six. 

Posterior  gastroenterostomy.  Of  the  3 pa- 


tients treated  by  posterior  gastroenterostomy 
alone,  1 was  a four-year-old  boy  who  had  under- 
gone vagotomy  and  pyloroplasty  two  and  a half 
years  before  for  severe  duodenal  ulcer  disease  and 
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TABLE  VIII.  Emergency  surgery  for  duodenal  ulcer 


Indications 

Number 

Perforation 

27 

Hemorrhage 

33* 

* Two  patients  had  previous  perforations. 

TABLE  IX.  Emergency  procedures  for  duodenal  ulcer 

Procedure 

Number 

Perforation 

Plication 

18 

Plication  and  drainage  of  abscess 

1 

Plication,  vagotomy,  and  gastro- 

enterostomy 

3 

Excision  of  ulcer,  vagotomy,  and 

pyloroplasty 

3 

Subtotal  gastrectomy 

2 

Total 

27 

Hemorrhage 

Vagotomy  and  pyloroplasty  with 

ligation 

18 

Vagotomy  and  posterior  gastro- 

enterostomy  with  ligation 

6 

Vagotomy  and  antrectomy  (all  Bill- 

roth  II) 

4 

Subtotal  gastrectomy 

8 

Billroth  II 

7 

Billroth  I 

1 

Pyloroplasty  and  ligation 

1 

Total 

37 

now  was  admitted  with  pyloric  obstruction.  He 
remained  in  the  hospital  nine  days  postoperatively 
and  returned  to  complete  oral  intake  by  the  sev- 
enth day.  A second  patient  was  a seventy-three- 
year-old  man  admitted  with  pyloric  obstruction 
who  five  years  previously  had  undergone  vagotomy 
and  pyloroplasty  with  suture  ligature  of  a bleeding 
duodenal  ulcer.  He  remained  fourteen  days  post- 
operatively and  was  off  intravenous  feedings  by 
the  eighth  postoperative  day.  The  third  patient 
was  a seventy-six-year-old  man  with  obstruction 
occuring  four  months  after  perforation  of  a duo- 
denal ulcer  with  a walled-off  abscess.  He  was  also 
found  to  have  Hodgkin’s  disease  at  surgery.  He 
remained  fifty-six  days  postoperatively,  although 
returning  to  complete  oral  intake  by  the  twelfth 
postoperative  day. 

Although  obstructed  patients  tended  to  have 
longer  hospital  stays  and  greater  delays  before  re- 


sumption of  postoperative  oral  feedings  than  pa- 
tients with  other  indications  for  elective  duodenal 
ulcer  surgery,  among  the  groups  there  was  very  lit- 
tle difference  with  the  exception  that  vagotomy 
and  gastroenterostomy  seemed  to  have  a longer 
hospital  stay  and  recovery  period.  It  should  be 
mentioned,  however,  that  in  2 patients  subtotal 
gastrectomy  was  carried  out  after  previous  vagoto- 
my and  drainage  procedures  for  obstruction,  the 
original  indication. 

Emergency  surgery  was  carried  out  in  60  pa- 
tients with  duodenal  ulcer  for  a total  of  64  opera- 
tive procedures  (Tables  VIII  and  IX).  Table  X 
gives  the  length  of  stay  and  postoperative  recovery 
for  the  two  groups,  hemorrhage  and  perforation, 
by  the  procedure. 

In  the  bleeding  group  treated  by  vagotomy  and 
drainage  with  transfixion,  there  was  a fifty-nine- 
year-old  man  admitted  on  the  orthopedic  service 
with  a septic  knee  joint.  He  stayed  a total  of 
sixty-four  days,  primarily  because  of  his  orthoped- 
ic problems.  A seventy-two-year-old  man  re- 
mained a total  of  ninety-six  days  because  of  inabil- 
ity to  find  an  extended-care  bed.  Omitting  these 
2 patients  gives  a mean  postoperative  stay  of  16.5 
days.  A third  patient  in  this  group  required  emer- 
gency subtotal  gastrectomy  one  week  postopera- 
tively because  of  severe  recurrent  hemorrhage.  A 
fourth  patient  was  explored  ten  days  after  vagoto- 
my and  posterior  gastroenterostomy  for  bleeding 
duodenal  ulcer,  because  of  recurrent  hemorrhage 
from  erosive  gastritis.  Only  oversewing  of  bleed- 
ing areas  was  carried  out,  and  he  continued  to  ooze 
for  nine  more  days  before  expiring  from  recurrent 
hemorrhage.  In  retrospect,  he  might  well  have 
been  saved  by  aggressive  resection  surgery  at  the 
second  operation. 

There  were  several  other  cases  of  interest  in  the 
bleeding  group.  A sixty-nine-year-old  man  had  a 
bleeding  postbulbar  ulcer  as  well  as  a large  jejunal 
diverticulum.  Because  the  surgeon  was  uncertain 
as  to  which  was  the  offending  lesion,  he  underwent 
vagotomy  and  antrectomy  with  catheter  duode- 
nostomy,  along  with  resection  of  the  diverticulum. 
His  recovery  was  uneventful,  and  he  was  dis- 
charged on  the  twenty-fourth  postoperative  day. 
A sixty-eight-year-old  man  required  emergency 
subtotal  gastrectomy  for  severe  hemorrhage  six 
days  after  plication  of  a perforated  ulcer.  His  re- 
covery was  complicated  by  a superficial  wound  in- 


TABLE  X.  Length  of  stay  for  emergency  duodenal  ulcer  surgery 


Emergency 

Number  of 
Patients 

Procedure* 

^-Postoperative  Stay — - 
Mean  Median 

Hemorrhage 

24 

Vagotomy  and  drainage,  ligation 

21 .8 

13 

Hemorrhage 

12 

Resection  (4  with  vagotomy) 

24.6 

21 

Total 

36 

22.7 

Perforation 

18 

Plication 

15.8 

12 

♦ Other  groups,  that  is,  vagotomy  and  pyloroplasty  with  excision,  vagotomy  and  posterior  gastroenterostomy  with  plication,  and  subtotal  gas 
trectomy  were  too  few  for  consideration. 


1754  New  York  State  Journal  of  Medicine/September  1974 


feet  ion,  but  he  was  discharged  twenty-six  days 
after  his  second  procedure.  Another  patient  was 
readmitted  sixteen  days  after  previous  vagotomy 
and  pyloroplasty  with  ligation  of  a bleeding  ulcer, 
with  severe  recurrent  bleeding,  and  requiring  an 
emergency  subtotal  gastrectomy.  He  was  dis- 
charged on  the  thirteenth  postoperative  day. 

Thus  vagotomy  and  drainage  failed  to  control 
bleeding  in  at  least  3 instances,  2 from  recurrent 
duodenal  ulcer  bleeding  and  1 with  erosive  gastri- 
tis, following  control  of  hemorrhage  from  a duo- 
denal ulcer. 

Resectional  procedures  under  emergency  condi- 
tions for  hemorrhage  carried  a high  rate  of  signifi- 
cant complications,  including  in  at  least  2 in- 
stances (among  the  12  patients  so  treated)  duo- 
denal fistulas.  The  technical  problems  of  han- 
dling the  patient  with  a large  posteriorly  penetrat- 
ing duodenal  ulcer  with  surrounding  inflammatory 
change  in  the  presence  of  massive  hemorrhage  re- 
main a formidable  challenge,  only  partially  solved 
by  the  advent  of  suture  ligation,  drainage,  and  va- 
gotomy.910 


Among  the  33  patients  operated  on  for  massive 
hemorrhage  from  duodenal  ulcer,  there  were  3 
deaths,  reported  more  fully  in  Table  VI. 

Table  IX  gives  the  operative  procedures  per- 
formed for  perforated  duodenal  ulcer.  Two 
deaths  occurred  in  this  group,  1 a seventy-five- 
year-old  and  1 a seventy-eight-year-old  patient. 

Included  in  the  group  treated  by  plication  alone 
was  an  eighty-two-year-old  man  who  remained  in 
the  hospital  thirty-seven  days  postoperatively  be- 
cause of  fecal  and  urinary  incontinence  while 
awaiting  an  extended-care  bed  and  also  a twenty- 
year-old  airman  admitted  on  the  neurosurgical 
service  with  a cervical  fracture  dislocation  and 
quadriplegia,  who  developed  a perforated  ulcer  on 
the  eighth  hospital  day.  This  was  treated  by  pli- 
cation, but  ten  days  later  he  developed  massive 
hemorrhage  from  a penetrating  3-cm.  ulcer  on  the 
lesser  curvature  of  his  stomach  requiring  emergen- 
cy resection.  His  postoperative  course  was  further 
complicated  by  the  development  of  an  anastomot- 
ic leak  and  subphrenic  abscess,  drained  twenty- 
five  days  after  the  emergency  subtotal  gastrecto- 
my. He  was  finally  transferred  to  a military  hos- 
pital nearer  his  home  on  the  fifty-eighth  hospital 
day  for  long-term  care. 

If  these  2 patients  are  excluded  from  the  “plica- 
tion only”  group,  the  mean  length  of  stay  becomes 
12.3  days  as  contrasted  with  15.8  (Table  X). 

Also  included  in  the  plication  group  was  a five- 
year-old  boy  explored  through  a McBurney  inci- 
sion with  a preoperative  diagnosis  of  appendicitis, 
found  to  have  bile-stained  fluid  and,  with  the  cor- 
rect diagnosis  made,  plicated  through  an  upper  ab- 
dominal incision. 


t* 


Nine  patients  underwent  a variety  of  other  pro- 
cedures for  perforated  duodenal  ulcer.  A sixty- 


TABLE  XI.  Gastric  ulcer;  elective  indications 
and  procedures 


Indication  and  Procedure 

N umber 

Indications 

Intractability,  persistence 

11 

Recurrent  nonacute  hemorrhage 

5 

Inability  to  rule  out  carcinoma 

6 

Total 

22 

Operative  procedures 

Subtotal  gastrectomy 

15 

Billroth  II 

11 

Billroth  I 

4 

Vagotomy  and  distal  gastrectomy 

Vagotomy  and  pyloroplasty 

Vagotomy  and  posterior  gastroenterostomy 

3 

3 

1 

Total 

22 

year-old  man  admitted  with  a five-day  history  of 
perforation  underwent  drainage  of  a subhepatic 
abscess  and  closure  of  his  perforation  with  an  un- 
eventful recovery;  he  was  discharged  on  the  ninth 
postoperative  day. 

Another  patient  was  admitted  with  a lesser  sac 
abscess  secondary  to  a perforation  and  was  treated 
by  subtotal  gastrectomy  and  catheter  duodenos- 
tomy.  He  developed  a postoperative  wound  ab- 
scess and  remained  in  the  hospital  thirty-five  days 
after  surgery. 

Still  another  patient  was  found  to  have,  in  addi- 
tion to  his  anterior  perforated  ulcer,  a posterior 
penetrating  duodenal  ulcer.  He  was  treated  by 
excision  of  the  perforated  ulcer,  vagotomy,  and  py- 
loroplasty and  was  discharged  on  the  sixth  postop- 
erative day  after  an  uneventful  recovery.  Finally 
another  patient  was  found  to  have,  in  addition  to 
his  perforated  duodenal  ulcer,  a postbulbar  ulcer 
and  was  also  treated  by  excision  of  the  perforated 
ulcer,  vagotomy,  and  pyloroplasty,  with  discharge 
on  the  ninth  postoperative  day. 

Gastric  ulcer 

A total  of  48  patients  with  gastric  ulcer  were  in- 
cluded with  7 deaths  (14.2  per  cent)  . Twenty-two 
of  these  were  elective  with  2 deaths  (9  per  cent) 
and  26  emergencies  with  5 deaths  (19  per  cent). 

Elective  Surgery.  Table  XI  gives  the  indica- 
tions and  procedures  performed  for  the  elective 
group.  Complications  occured  in  9 patients  ( 41 
per  cent).  Table  XII  gives  the  total  and  postoper- 
ative stay  for  this  group  as  well  as  the  periods  of 
postoperative  gastrointestinal  suction  and  the  re- 
turn to  oral  alimentation.  The  2 deaths  are  dis- 
cussed in  Table  VI.  Of  some  interest  was  1 pa- 
tient operated  on  to  rule  out  carcinoma  who  was 
found  at  surgery  to  have  a phlegmonous  abscess 
surrounding  a perforating  posterior  gastric  ulcer. 
He  was  treated  by  vagotomy  and  pyloroplasty 
after  biopsy  of  his  ulcer,  without  resection,  and 
was  discharged  on  the  fourteenth  postoperative 
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TABLE  XII.  Gastric  ulcer:  length  of  stay  and  recovery  of  function 


Postoperative  Gastrointestinal 

Total  Stay Stay Suction Full  Feeding 


Indication 

Mean 

Median 

Mean 

Median 

Mean 

Median 

Mean 

Median 

Elective 

18.7 

17 

13.5 

11 

3.7 

3 

6.1 

6 

Emergency  hemorrhage* 

17.4 

13 

4.9 

4 

5.7 

5 

Perforation^ 

15.7 

10 

5.5 

4 

7.3 

6 

* Omits  4 deaths,  2 of  which  occurred  in  first  forty-eight  hours. 

t Omits  patient  kept  in  hospital  for  treatment  of  infected  decubiti,  original  cause  of  his  admission. 


TABLE  XIII.  Gastric  ulcer,  emergent  indications 
and  procedures 


Indications  and  Procedures 

Number 

Indications 

Hemorrhage 

18 

Perforation 

8 

Total 

26 

Operative  procedures 
Hemorrhage 

Subtotal  Gastrectomy 

9 

Billroth  I 

7 

Billroth  II 

2 

Transfixion  only 

3 

Wedge  resection,  vagotomy  and  pyloro- 

plasty 

2 

Distal  gastrectomy  and  vagotomy 

2 

Transfixion,  vagotomy,  and  pyloroplasty 

1 

Transfixion  and  pyloroplasty 

1 

Subtotal 

18 

Perforation 

Plication 

3 

Plication  and  drainage  of  abscess 

2 

Subtotal  gastrectomy,  Billroth  I 

2 

Distal  gastrectomy  and  vagotomy 

1 

Subtotal 

8 

Total 

26 

TABLE  XIV.  Gastrojejunal  ulceration;  indications 
and  procedures 


Indication  and  Procedure  Number 


Elective  indications 

Recurrent  hemorrhage  3 

Intractable  pain  2 

Obstruction  1 

Total  6 

Elective  procedures 

Abdominal  vagotomy  and  resection  2 

Abdominal  vagotomy  only  2 

Transthoracic  vagotomy  1 

Subtotal  gastrectomy  1 

Total  6 

Emergency  indications 

Hemorrhage  4 

Perforation  1 

Total  5 

Emergency  procedures 

Abdominal  vagotomy  and  transfixion  of 

bleeder  3 

Abdominal  vagotomy  and  resection  1 

Plication  of  perforated  stomal  ulcer  1 

Total  5 


day  after  an  uneventful  recovery. 

Emergency  surgery.  Table  XIII  gives  the  in 
dication  and  operative  procedures  for  the  emer 
gency  category.  In  addition  to  the  5 deaths,  dis 
cussed  in  Table  VI,  complications  occurred  in  T 
of  the  26  patients  (54  per  cent).  Table  XII  illus 
trates  the  postoperative  stay,  periods  of  gastroin 
testinal  suction,  and  return  to  oral  feedings  in  thi: 
group.  Total  hospital  stay  was  not  included  sinc< 
the  patient  was  admitted  in  most  cases  on  ai 
emergent  basis,  and  surgery  was  carried  ou 
promptly. 

The  majority  of  the  patients  treated  for  hemor 
rhage  had  complementary  gastrostomy.  Two  pa 
tients  had  cholecystectomy  at  the  same  time,  am 
1 had  an  iatrogenic  splenectomy. 

Four  of  the  5 deaths  occurred  in  the  group  witl 
hemorrhage  (22  per  cent)  and  1 in  the  8 patient 
with  perforated  gastric  ulcers  (13  per  cent). 

Among  the  patients  with  perforations,  severe 
had  long  hospital  courses  complicated  by  peritoni 
tis  but  survived.  The  longest  postoperative  staj 
ninety-three  days,  occurred  in  a sixty-eight-year 
old  man  admitted  with  arteriosclerotic  heart  dis 
ease,  congestive  failure,  and  very  large  infected  de 
cubiti  of  his  buttocks  and  thighs.  His  ulcer  perfc 
rated  on  the  fifth  hospital  day.  The  prolonge 
postoperative  course  was  related  to  the  continuin 
treatment  of  his  decubiti.  Another  patient  re 
mained  forty-four  days  postoperatively  because  ( 
delayed  gastric  emptying  following  a subtotal  gas 
trectomy  and  gastroduodenostomy. 

Gastrojejunal  ulceration 

Eleven  patients  required  surgery  for  gastrojeji 
nal  ulceration,  6 as  elective  procedures  and  5 H 
emergencies. 

Table  XIV  gives  the  indications  and  operatic 
procedures  performed  for  gastrojejunal  ulceratio 
There  were  2 complications  in  the  elective  grou 
(33  per  cent)  and  3 in  the  emergent  group  (60  p< 
cent).  There  were  no  deaths  in  this  group  of  pi 
tients. 

Complications 

Complications  occurred  in  a total  of  75  patien 
(38  per  cent).  Thirty-six  of  the  107  elective  p 
tients  (34  per  cent)  and  39  of  the  91  patients  trea  j 
ed  under  emergent  conditions  (43  per  cent)  devt 
oped  complications.  Table  XV  lists  the  complic 
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TABLE  XV.  Complications* 


Complication 

Number 

Elective 

(51  complications  in  36  patients) 
Pulmonary  (atelectasis,  pnuemonitis) 

12 

Wound  infection 

5 

Delayed  gastric  emptying 

5 

Splenic  trauma 

4 

Urinary  tract  infection 

3 

Gastrostomy  leakage 

2 

Thrombophlebitis,  deep  (pulmonary 
embolus  in  2) 

3 

Intravenous  phlebitis 

2 

Urinary  retention 

2 

Wound  dehiscence 

2 

Drug  reaction 

2 

Cardiac  arrhythmia 

2 

Prolonged  paralytic  ileus 

1 

Jaundice,  unexplained  (?  Halothane) 

1 

Brachial  artery  embolus 

1 

Pancreatitis 

1 

Delerium  tremens 

1 

Perianal  abscess 

1 

Septicemia  secondary  to  Serratia 
marcescens 

1 

Total 

51 

Emergency  (59  complications  in  39  patients) 
Pulmonary  (atelectasis,  pnuemonitis) 

20 

Wound  infection 

7 

Postoperative  hemorrhage,  gastrointestinal 

5 

Lesser  sac  abscess 

2 

Urinary  tract  infection 

3 

Splenic  trauma 

2 

Wound  dehiscence 

3 

Septicemia 

2 

Duodenal  stump  blowout 

1 

Delayed  gastric  emptying 

2 

Thrombophlebitis,  deep 

1 

Cardiac  arrhythmia 

2 

Subphrenic  abscess 

2 

Pelvic  abscess 

1 

Pancreatitis 

1 

Gastrostomy  leakage 

1 

Anastomotic  leak 

1 

Urinary  retention 

1 

Cerebrovascular  accident 

1 

Delerium  tremens 

1 

Total 

59 

* Of  the  total  of  117  complications,  34  were  pulmonary  and  29  infec- 
tious. 


tions  for  these  two  groups.  Among  the  more  inter- 
esting complications  was  a brachial  artery  embolus 
in  a sixty-year-old  man,  eleven  days  after  elective 
subtotal  gastrectomy  for  a large  benign  gastric 


ulcer.  This  patient  had  known  rheumatic  heart 
disease  with  mitral  valvular  disease  but  was  ad- 
mitted in  sinus  rhythm.  Postoperatively  he  devel- 
oped atrial  fibrillation  with  the  previously  men- 
tioned embolus.  He  was  treated  by  sympathetic 
block  with  good  recovery  of  function. 

One  of  the  patients  with  delayed  gastric  empty- 
ing after  elective  surgery  was  a four-year-old  boy 
with  ulcer  symptoms  since  age  twenty-one  months, 
after  a bout  of  varicella.  Because  of  persistent 
pain  and  partial  obstruction  with  recurrent  emesis, 
he  underwent  vagotomy  and  pyloroplasty  and  gas- 
trostomy. He  required  twelve  days  of  gastrointes- 
tinal suction  before  finally  opening  up. 

The  influence  of  complications  on  postoperative 
stay  was  studied  in  patients  with  duodenal  and 
gastric  ulcer  treated  both  electively  and  as  emer- 
gency (Table  XVI).  When  duodenal  ulcer  cases 
were  operated  on  under  emergency  conditions,  the 
postoperative  stay  for  uncomplicated  cases  ranged 
from  six  to  ninety-six  days.  One  patient  remained 
sixty-four  days  chiefly  because  of  his  severe  rheu- 
matoid arthritis  for  which  he  was  originally  admit- 
ted. He  had  undergone  emergency  surgery  for  a 
massively  bleeding  duodenal  ulcer  three  days  after 
drainage  of  a septic  knee  joint,  and  recovered  from 
the  ulcer  surgery  uneventfully.  A second  patient 
with  an  uncomplicated  recovery  after  emergency 
duodenal  ulcer  surgery  remained  ninety-six  days 
because  of  inability  to  find  an  extended-care  bed. 
These  2 patients  have  been  omitted  from  the  cal- 
culations in  Table  XVI. 

As  Table  XVI  shows,  when  patients  operated  on 
for  duodenal  ulcer  under  emergent  conditions  de- 
veloped complications,  their  postoperative  stay  av- 
eraged 28.6  days  with  a median  of  thirty-two,  as 
contrasted  with  uncomplicated  emergent  proce- 
dures with  an  average  postoperative  stay  of  10.4 
days  and  a median  of  nine. 

In  the  smaller  group  of  elective  gastric  ulcer 
cases,  complications  led  to  a mean  postoperative 
stay  of  eighteen  days  compared  with  uncomplicat- 
ed elective  stays,  averaging  10.2  days.  When  gas- 
tric ulcers  were  operated  on  as  emergencies,  un- 
complicated postoperative  stay  averaged  11.8 
days,  contrasted  with  the  mean  of  the  complicated 
group,  21.8  days. 

Thus  complications  had  a far  more  significant 


TABLE  XVI.  Effect  of  complications  on  postoperative  stay  in  duodenal  and  gastric  ulcers 


Uncomplicated Complicated- 


P 

Ulcer 

Range 

Mean 

Median 

Range 

Mean 

Median 

Duodenal 

Elective 

5 to  26* 

11.2 

10 

9 to  56 

20.2 

19 

at 

Emergent 

Gastric 

6 to  22  + 

10. 4« 

9 

8 to  50 

28.6 

32 

Elective 

7 to  16 

10.2 

9 

8 to  31 

18.0 

17 

ipi 

Emergent 

7 to  21** 

11 .8 

10 

10  to  48 

21 .8 

18 

* Omits  1 patient  remaining  forty-three  days  because  of  second  procedure,  removal  of  parathyroid  adenoma. 

- t Omits  1 patient  with  rheumatoid  arthritis  requiring  emergency  ulcer  surgery  after  draining  of  a septic  knee  and  1 patient  remaining  ninety-six  days 
because  of  lack  of  extended-care  bed  although  medically  ready  for  discharge  on  the  tenth  postoperative  day. 

: **  Omits  1 patient  remaining  ninety-three  days  for  further  treatment  of  infected  decubiti  for  which  he  was  originally  admitted. 
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TABLE  XVII.  Mortality  rate  by  age  groups 


Decade 

Total 
N umber 

Deaths 

Death  Rate 
Per  Decade 
(Per  Cent) 

1 

4 

1 

25 

2 

1 

0 

0 

3 

12 

0 

0 

4 

17 

0 

0 

5 

43 

1 

2.3 

6 

54 

1 

1.8 

7 

38 

3 

7.9 

8 

19 

6 

31  .6 

9 

10 

3 

30 

role  in  causing  protracted  hospitalization  than 
emergency  surgery  per  se  in  both  duodenal  and 
gastric  ulcers. 

Deaths 

The  15  deaths  in  this  group  of  198  patients  (7.6 
per  cent)  are  summarized  in  Table  VI.  In  the 
group  of  107  elective  patients,  there  were  5 deaths 
(4.7  per  cent),  and  among  the  91  patients  operated 
on  under  emergency  conditions,  there  were  10 
deaths  (11  per  cent).  The  range  of  age  varied 
from  seven  days  to  eighty-four  years,  but  with  the 
exception  of  the  infant  admitted  with  peritonitis 
secondary  to  a perforated  gastric  ulcer,  the  average 
age  was  seventy-one  years.  Table  XVII  gives  the 
mortality  rate  in  this  group  by  decade.  It  should 
be  noted  that  of  the  15  deaths,  8 followed  emer- 
gency procedures  for  hemorrhage.  Thus  of  the 
group  of  55  patients  undergoing  emergent  surgery 
for  this  indication  (33  duodenal,  18  gastric  ulcer, 
and  4 gastrojejunal  ulcer),  the  mortality  rate  was 
14.5  per  cent. 

Comment 

Because  of  the  relatively  small  size  of  the  pa- 
tient population  involved,  any  conclusions  as  to 
the  effect  of  various  procedures  on  such  factors  as 
length  of  stay,  recovery,  and  complications  must 
be  interpreted  very  cautiously.  Clearly,  surgery 
for  peptic  ulcer  still  carries  with  it  too  high  an  inci- 
dence of  complications  and  death,  especially  when 
performed  under  emergency  situations.11  The 
combination  of  advanced  age  and  upper  gastroin- 
testinal hemorrhage  is  particularly  likely  to  be  le- 
thal.9,11 Welch  and  Burke12  have  reemphasized  the 
high  mortality  rate  attending  emergency  resec- 
tions for  bleeding  gastric  ulcers,  their  figure  of  25 
per  cent  closely  agreeing  with  our  own  (22.2  per 
cent). 

Table  XVII  illustrates  the  very  high  mortality 
rate  in  the  eighth  and  ninth  decades.  In  the  elder- 
ly, with  their  high  incidence  of  coexisting  serious 
disease,  the  price  of  dilatory  or  inadequate  surgery 
is  very  high  indeed.  To  quote  Kaplan  et  o/.,1:i 
“The  tendency  to  delay  surgery  when  coexistent 
disease  was  present  is  understandable,  since  mor- 


tality increased  dramatically  in  patients  with  dis- 
eases such  as  pulmonary  emphysema,  advanced 
arteriosclerotic  heart  disease,  cirrhosis,  and  prior 
stroke.  Nevertheless,  when  these  diseases  oc- 
curred in  patients  with  bleeding  ulcer,  early  surgi- 
cal intervention  carried  the  lowest  mortality.” 

With  regard  to  recovery  of  function  and  postop- 
erative stay,  elective  procedures  for  duodenal  ulcer 
disease  tended  to  show  a more  prolonged  recovery 
after  vagotomy  and  gastroenterostomy  than  after 
either  vagotomy  and  pyloroplasty  or  subtotal  gas- 
trectomy. Latchis,  Canter,  and  Shorb14  empha- 
sized the  additive  effects  of  preexisting  obstruc- 
tion and  vagotomy  on  delayed  gastric  emptying 
postoperativelv,  the  incidence  of  this  complication 
being  10  per  cent.  We  too  observed  that  obstruct- 
ed patients  in  general  took  longer  to  recover  post- 
operatively.  Interestingly,  in  the  elective  duo- 
denal ulcer  group  all  of  the  deaths  took  place 
among  the  patients  with  obstructed  ulcer. 

When  emergency  surgery  was  undertaken  for 
hemorrhage  from  duodenal  ulcer  disease,  we  were 
unable  to  find  any  significant  difference  between 
resection  and  vagotomy  and  drainage  with  trans- 
fixion. However,  it  is  worth  noting  that  in  2 pa- 
tients treated  by  the  latter  procedure,  subsequent 
resection  was  necessary  to  control  recurrent  bleed- 
ing. 

Complications  were  surprisingly  frequent,  not 
only  in  the  emergent  group  (43  per  cent)  of  pa- 
tients but  also  in  the  elective  group  (34  per  cent) 
and  exerted  a marked  effect  on  hospital  stay  in 
both  groups  as  shown  in  Table  XVI.  The  majority 
of  complications  were  either  pulmonary,  infec- 
tions, or  related  to  errors  of  technique.  Included 
in  the  last  group  were  six  splenectomies,  an  inci- 
dence of  3 per  cent  and  quite  similar  to  that  re- 
ported by  Wirthlin  and  Malt.15 

Conclusions 

1.  The  records  of  202  patients  undergoing  elec- 
tive or  emergency  surgery  for  ulcer  disease  of  the 
stomach  and  duodenum  were  analyzed  over  a five- 
year  period  to  determine  if  there  were  changing 
patterns  in  procedures  performed,  as  well  as  to  de- 
rive norms  for  hospital  stay  and  return  of  function. 

2.  Elective  duodenal  ulcer  surgery  carried  e\ 
mortality  rate  of  3.8  per  cent  and  a complicatior 
rate  of  31.6  per  cent.  Patients  whose  preoperativt 
indication  for  surgery  was  obstruction  generally 
had  a more  protracted  recovery  and  return  t< 
function  than  those  whose  indication  was  intracta 
bility.  The  mean  total  hospital  stay  was  19.2  dayijj 
with  a mean  postoperative  stay  of  13.5  days  ant 
was  somewhat  longer  for  vagotomy  and  gastroen 
terostomy  than  for  vagotomy  and  pyloroplasty,  va 
gotomy  and  partial  gastrectomy,  and  subtotal  gas 
trectomy.  Patients  were  usually  able  to  tolerate 
complete  oral  feeding  by  the  sixth  postoperativt 
day,  except  in  the  vagotomy  and  gastroenterosj 
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tomy  group,  where  the  mean  was  nine  days. 

3.  Emergency  duodenal  ulcer  surgery  had  a 
mortality  rate  of  7.8  per  cent  and  a complication 
rate  of  38.3  per  cent.  Emergency  procedures  for 
hemorrhage  that  involved  resection  carried  a par- 
ticularly high  complication  rate,  hut  in  at  least  2 
cases,  resection  was  required  to  control  hemor- 
rhage recurring  after  lesser  procedures.  The  mean 
postoperative  stay  after  surgical  procedures  for 
hemorrhage  was  22.7  days,  and  after  plication  pro- 
cedures for  perforated  duodenal  ulcers,  the  mean 
postoperative  stay  was  15.8  days. 

4.  The  high  mortality  rate  in  the  aged  patient, 
especially  when  surgical  control  of  hemorrhage 
from  duodenal  and  gastric  ulcers  was  required,  is 
noted,  and  the  need  for  early  adequate  surgery  de- 
spite the  coexistence  of  other  diseases  is  empha- 
sized. 

5.  Elective  gastric  ulcer  surgery  carried  a mor- 
tality rate  of  9 per  cent  and  complication  rate  of  41 
per  cent.  The  total  hospital  stay  averaged  18.7 
days  with  a median  of  seventeen.  The  postopera- 
tive stay  averaged  13.5  days  with  a median  of  elev- 
en, and  patients  usually  were  on  complete  oral  ali- 
mentation by  the  sixth  postoperative  day. 

6.  Emergency  procedures  for  gastric  ulceration 
had  a mortality  rate  of  19  per  cent  and  a complica- 
tion rate  of  54  per  cent.  The  mean  postoperative 
stay  was  17.4  days  for  the  group  with  hemorrhage 
and  15.7  days  for  those  with  perforation.  Full  re- 
turn to  oral  feedings  occurred  about  as  rapidly  as 
those  undergoing  elective  gastric  ulcer  surgery. 

7.  Complications  exerted  a profound  effect  on 
postoperative  stay  for  duodenal  and  gastric  ulcers, 
both  electively  and  emergently  treated.  Uncom- 
plicated duodenal  ulcers  treated  electively  had  a 
mean  postoperative  stay  of  11.2  days;  complica- 
tions raised  this  to  20.2.  Emergent  duodenal  ul- 
cers had  an  uncomplicated  mean  postoperative 
stay  of  10.4  days  contrasted  with  a mean  of  28.6 
days  when  complications  ensued.  Similarly,  elec- 
tive gastric  ulcers  had  an  uncomplicated  mean 
postoperative  stay  of  10.2  days  which  rose  to  eigh- 

e-i  teen  with  complications,  and  emergent  gastric  ul- 
■i  cers  had  an  uncomplicated  stay  of  11.8  days  con- 
lelBr 


trasted  with  21.8  for  those  with  complications. 
Thus,  complications  had  a far  greater  effect  on 
hospital  stay  than  either  the  type  of  ulcer  or  the 
emergent  versus  elective  nature  of  presentation. 

8.  The  majority  of  complications  were  either 
pulmonary,  infectious,  or  technical  and  thus 
should  be  susceptible  to  control  by  more  careful 
attention  to  respiratory  pre-  and  postoperative 
treatment,  improved  surgical  technique,  and 
greater  efforts  to  prevent  infection. 

64  Robbins  Street 
Waterbury,  Connecticut  06720 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 


Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 


Indications:  I n treatment  of  moderately  severe  infections  d ue  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.  —N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine . Oxygen  and  intravenous  corti- 
costeroids should  also  be  administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparation 
should  not  be  used.  Antihistaminics  appear  beneficial  in  trea 
ment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsu: 
ceptible  organisms.  Constant  observation  of  the  patient  is  esser 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  durin 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  th 
opinion  of  the  physician,  the  condition  being  treated  is  lil 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primal 
or  secondary  syphilis,  perform  proper  diagnostic  procedure 
including  darkfield  examinations.  In  all  cases  in  which  concom 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  < 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sei 
situation)  skin  rashes,  ranging  from  maculopapular  eruptions  1 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reaction 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Sevei 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings!') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  h? 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  mtr, 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  infan 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferabl 
When  doses  are  repeated,  vary  injection  site.  Before  injectio 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  bloc 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  d 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  n 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choic 
Physicians  are  cautioned  not  to  use  less  than  recommends 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4 
million  units  intramuscularly  divided  into  at  least  two  doses  ar 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  or 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injectior 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  shou 
be  individualized  using  large  amounts  of  short-acting  pemcilli 
Gonorrheal  endocarditis  should  be  treated  intensively  wi 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  f 
gonorrhea  (male  and  female)  is  accomplished  with  same  fre; 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Ven 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therap 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  othf 
wise,  a culture  specimen  should  be  obtained  from  the  anteri 
urethra.  In  the  female,  culture  specimens  should  be  obtaint 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persis 
3 or  more  days  following  initial  therapy  and  smear  or  cultu 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  uni 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  1 
N gonorrhoeae  Follow-up  treatment  consists  of  4.8  million  un 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  w 
also  have  syphilis  should  be  given  additional  treatment  app 
priate  to  the  stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,0 
units  (4-cc.  size)  contains  procaine  penicillin  G in  a stabiliz 
aqueous  suspension  with  sodium  citrate  buffer,  and  as  w/v  appn 
imately  0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  pc 
vmylpyrrolidone,  0.01%  propylparaben  and  0.09%  methylparabi 
The  multiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  p 
caine  penicillin  Gina  stabilized  aqueous  suspension  with  sodih 
citrate  buffer  and  approximately  7 mg.  lecithin,  2 mg.  carbo 
methylcellulose,  3 mg.  polyvinylpyrrolidone,  0.5  mg.  sorbil 
monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan  monopalmitc 
0.14  mg.  propylparaben  and  1.2  mg.  methylparaben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 


u 


On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 

too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


N SYPHILIS 


EJECTION 

Jicillin 


,®  LONG- 
ACTING 


STERILE  BENZATHINE 
ENICILLIN  G 
SUSPENSION)  WYETH 

yphilis  is  preferably  treated  with  benzathine 
enicillin  G.  which  is  also  the  drug  of  choice 
,r  prophylaxis  after  exposure.  Administra- 
on  of  2.4  million  units  (1.2  million  in  each 
ittock)  usually  cures  most  cases  of  primary, 
°?condary  and  latent  syphilis  with  negative 
>inal  fluid. 

indications:  In  treatment  of  infections  due  to  penicillin 
sensitive  microorganisms  that  are  susceptible  to  the  low  and 
y prolonged  serum  levels  common  to  this  particular  dosage 
(nv  Therapy  should  be  guided  by  bacteriological  studies  (in- 
(ding  sensitivity  tests)  and  by  clinical  response 
ffhe  following  infections  will  usually  respond  to  adequate 
,;age  of  intramuscular  benzathine  penicillin  G. -Venereal  in- 
I tions:  Syphilis,  yaws,  bejel  and  pmta 
1 FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
•fiicillm. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
ylactoid)  reactions  have  been  reported.  Anaphylaxis  is  more 
•yquent  following  parenteral  therapy  but  has  occurred  with  oral 
hicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
:ih  history  of  sensitivity  to  multiple  allergens. 

-(Severe  hypersensitivity  reactions  with  cephalosporins  have 
;en  well  documented  in  patients  with  history  of  penicillin  hyper 
activity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
us  hypersensitivity  to  penicillins,  cephalosporins  and  other 
^rgens  if  allergic  reaction  occurs,  discontinue  drug  and  treat 
•h  usual  agents,  e g.,  pressor  amines,  antihistamines  and  corti 
(steroids. 


Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  maior  peripheral  nerves  or  blood  vessels,  since  such 
miection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism,  otherwise  the  sequelae  of  streptococcal 
disease  may  occur  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur 

Advorso  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana- 
phylaxis. Fever  and  eosmophilia  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopema,  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ 
ated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics.  Jansch  Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  —2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  under  2 years  of  age.  50.000  umts/Kg.  body 
weight;  ages  2 12  years,  adiust  dosage  based  on  adult  dosage 
schedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref 
erable.  When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 


Composition:  2.400.000  units  in  4 cc.  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0 4%  carboxymethylcellulose.  0.4%  polyvinylpyrrolidone. 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300.000  units  per  cc.  — 10-cc. 
multi-dose  vial.  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg. 
carboxymethylcellulose.  0.5  mg  sorbitan  monopalmitate.  0.5  mg. 
polyoxyethylene  sorbitan  monopalmitate.  0.14  mg.  propylparaben 
and  1.2  mg  methylparaben. 
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In  1847  F.  Koestl,  M.D.,  senior  psychiatrist  at 
the  Bohemian  State  Hospital  for  the  Insane  at 
Graz,  authored  a book  entitled,  Suggestions  of 
Dignified  Attitudes  Toward  and  Therapy  for  Re- 
covered Mental  Patients.1  His  advice  was  that 
before  a patient  is  returned  to  the  environment  in 
which  he  became  ill,  he  should  be  given  inhospital 
instructions  and  information  to  help  make  him 
aware  of  his  vulnerabilities  to  enable  him  to  live 
more  successfully,  and,  especially,  he  should  be 
helped  to  develop  new  and  constructive  interests. 
Dr.  Koestl  pointed  out  the  crucial  importance  of  a 
proper  posthospital  environment  and  proposed  a 
“halfway”  house  where  the  discharged  former  pa- 
tients might  remain  up  to  three  years  until  their 
total  recovery  was  assured.  He  stated  that  pa- 
tients should  be  kept  in  the  hospital  only  as  long 
as  was  really  necessary,  and  emphasized  that  they 
should  never  be  thought  of  as  being  better  off  in 
an  institution  than  at  home. 

State  hospital  policy  change  from  custodial 
care  to  active  treatment 

In  1961,  after  five  years  of  study  by  the  Joint 
Commission  on  Mental  Health,  a report,  Action 
for  Mental  Health ,2  was  issued  that  criticized  cus- 
todial care  in  large  isolated  state  institutions.  It 
recommended  active  treatment  approaches,  urged 
the  creation  of  local  facilities  for  aftercare  rehabil- 
itation, and  condemned  the  isolation  of  mental  pa- 
tients far  removed  from  their  homes  and  com- 
munities. In  1968,  the  Community  Mental  Health 


Program,  providing  Federal  funding  aid  toward 
community  treatment  of  the  mentally  disabled, 
was  established. 

In  1966  we  find  the  New  York  State  Department 
of  Mental  Hygiene  was  under  severe  criticism  for 
the  large  number  of  hospitalized  patients  not  re- 
ceiving active  treatment.  At  that  time,  New  York 
State  rated  forty-ninth  nationwide  in  the  rate  of 
discharge  of  patients  from  state  hospitals.  Ap- 
proximately 40,000  patients,  or  one-half  the  total 
patient  population,  had  been  hospitalized  ten 
years  or  more.  The  department  was  accused  of 
creating  economic  wastes  and  human  tragedies,  of 
stripping  patients  of  their  civil  rights,  rendering 
them  helpless  victims  of  society,  and  harboring 
them  in  human  warehouses. 

A movement  to  change  the  New  York  State 
Mental  Hygiene  Law  resulted  in  new  legislation  on 
September  1,  1965,  that  created  “informal  and  vol- 
untary” admissions  procedures,  mandated  the 
conversion  of  “involuntary”  patients  to  “informal 
and  voluntary”  as  they  became  suitable,  abolished 
judicial  certification  of  “involuntary”  patients, 
and  established  a complete  system  of  initial  ad- 
missions based  on  medical  certification3;  this  legis- 
lation included  appropriate  constitutional  safe- 
guards of  notice  and  the  right  to  judicial  hearing 
on  the  need  for  hospitalization,  provided  for  peri-| 
odic  court  authorization  to  retain  an  “involuntary”  J 
patient  for  continued  hospitalization,  and  created 
in  the  judiciary  system  the  Mental  Health  Infor- 
mation Service  that  acts  as  ombudsman  for  pa- 
tients.4 

As  a result  of  pressures  impinging  on  it  from 
many  sources,  legal,  professional,  civic,  political 
and  financial,  and  also  because  of  philosophic  con 
siderations,  the  Department  of  Mental  Hygiene  is- 
sued a memorandum  on  June  19,  1968,  in  whicl 
State  hospital  directors  were  advised  not  to  admif 
people  “whose  problems  are  primarily  physical  in 
firmity,  or  social,  or  economic  . . .”  since  it  “place; 
a burden  on  the  hospitals  to  which  they  are  non 
equipped  to  respond.”5  The  philosophic  consider 
ations  influencing  this  policy  shift  included  th< 
need  for  the  State  hospital  not  to  be  a “separate 
community”  or  a “special  solution  for  a special  cli 
entele.”  Instead,  “it  should  struggle  to  becom< 
once  again  part  of  the  original  community  rathe; 
than  being  a separate  social  system.”6  Cumming, 
the  author  of  the  June  19,  1968,  memo  writes: 

I believe  that  an  overwhelming  majority  of  the  men 
tally  ill  would,  if  given  their  choice  relatively  early  ii 
their  illness,  elect  to  live  in  the  community  and  not  it 
the  hospital.  If  they  chose  to  live  in  the  community 
the  only  reason  1 can  see  for  restraining  them  is  i 
they  are  a clear  danger  to  society,  not  merely  an  an 
noyance,  or  a disturbing  factor,  or  a discomfort,  hut ; i 
clear  danger,  or  if  we  can  produce  convincing  evideno 
that  continued  hospital  care  is  superior  to  equivalen 
amounts  of  effort  spent  in  the  community  to  assisl 
them.  Since  1 see  few  chronic  patients  as  dangerou 
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Since  1965  the  community,  rather  than  large  state 
mental  institutions,  has  been  mandated  to  provide 
housing  and  rehabilitation  for  mentally  disabled 
persons  An  agonizing  social  experiment  is  now  in 
effect  since  the  necessary  community  facilities 
have  not  yet  been  established.  A great  deal  of  mis- 
understanding exists  regarding  the  kinds  of  ser- 
vices and  programs  that  need  to  be  developed. 
Community  residential  programs  are  basically  of  a 
high-expectation  rehabilitative  nature,  or  low-ex- 
pectation, custodial-care  oriented.  A wide  range 
of  facilities,  large  and  small,  is  necessary.  Mono- 
lithic, uncreative  policy  planning  and  further  de- 
terioration of  the  state-hospital  system  will 
prolong  our  collective  agony.  The  potential  for 
harm  in  bringing  “seriously  mentally  ill  people” 
into  the  community  must  be  given  due  consider- 
ation. 


to  society,  and  since  I believe  they  can  be  helped  more 
effectively  at  no  greater  cost  in  the  community,  I see 
little  reason  to  have  hospitals  housing  the  chronically 
mentally  ill  patient. 

Cumming  continued  that  admission  of  patients 
into  the  system  “removes  from  the  community  the 
necessity  for  developing  adequate  services  to  solve 
such  problems  . . . .”7 

Thus,  the  State  hospital  system  began  its  strug- 
gle to  change  from  custodial-care  institutions  to 
active  therapeutic  centers.  This  occurred  one 
hundred  and  twenty-one  years  after  I)r.  Koestl’s 
description  of  the  basic  therapeutic  triad  of  effec- 
tive inpatient  treatment  and  early  discharge,  fol- 
lowed by  carefully  planned  aftercare  that  included 
“halfway”  houses.  Unfortunately,  in  1968  no  pro- 
visions were  made  by  the  New  York  State  Depart- 
ment of  Mental  Hygiene  for  carefully  planned  af- 
tercare that  included  halfway  houses. 

The  community  problems  created 

In  1967,  while  I was  serving  as  community  men- 
tal health  board  director  of  psychiatry  assigned  to 
the  Department  of  Welfare,  a distinct,  clear-cut 
increase  in  the  number  of  mentally  disabled  per- 
sons seeking  welfare  assistance  and  housing  was 
noted.  In  a letter  to  Sylvan  Furman,  then  execu- 
tive director,  Manhattan  Society  for  Mental 
Health,  I wrote: 

There  is  a great  deal  of  anxiety  and  misconception 
surrounding  the  servicing  of  welfare  clients  who  have 
a history  of  mental  illness.  There  are  feelings  that 
the  State  Department  of  Mental  Hygiene  should  take 
more  responsibility  in  the  care  of  their  formerly  hos- 
pitalized patients  who  become  welfare  recipients. 
The  Department  of  Welfare  staff  feels  frustrated  at 
the  lack  of  adequate  housing  facilities  for  former  men- 
tal patients  and  the  basic  lack  of  facilities  for  them  in 
the  community  in  general  . . . Since  the  implementa- 
tion of  the  1965  admission  procedures  in  the  new  law 
there  has  been  a more  rapid  turnover  in  the  State  hos- 
pitals as  patients  can  sign  themselves  out  with  greater 
ease.  This  presents  a burden  to  the  community  as 
many  of  these  discharged  patients  are  still  quite  sick. 
As  you  know  the  1965  law  mandates  that  admissions 
be  changed  to  voluntary  status  wherever  possible. 
This  results  in  sicker  patients  tending  to  get  back  into 
the  community  sooner  than  in  previous  years. 

Of  course,  since  the  June,  1968,  State  hospital 
policy  shift,  the  situation  depicted  in  my  March, 
1967,  letter,  worsened.  After  all,  for  nearly  one 
hundred  years  the  State  hospital  system  had  been 
the  traditional  resource  for  the  chronically  mental- 
ly ill  patient.  New  York  State  had  built  an  exten- 
sive inpatient  system  that  could  hold  100,000  peo- 
ple, and  local  municipalities  had  few  resources  for 
long-term  care.  Thus,  we  are  currently  in  a phase 
of  agonizing  transition.  The  present  director  of 
psychiatry,  New  York  City  Department  of  Social 
Services,  writes: 

The  “new  policy”  has  taxed  to  the  limit  already  over- 


burdened facilities  in  the  community.  Tremendous 
hardship  has  been  sustained  by  the  families  of  dis- 
charged patients  and,  where  families  do  not  exist,  by 
the  community  in  general.  Many  incidents  of  physi- 
cal violence  have  occurred.  In  the  streets,  of  course, 
the  problem  is  more  profound  and  widespread.  Alco- 
holics further  deteriorate;  young  schizophrenics  are 
deprived  of  their  only  chance  for  some  guidance,  sup- 
port, and  treatment;  and  recluses  are  not  even 
thought  of,  because  they  don’t  bother  anyone  and  do 
not  ask  for  help.  Patients  are  lost  to  follow-up,  dis- 
continue medications,  and  in  deteriorated  condition 
sleep  in  the  streets  or  the  subways.  They  often  can- 
not care  for  their  own  needs  and  frequently  pose  a 
threat  to  themselves  and  others.  The  age  of  pheno- 
thiazines  and  liberalized  psychiatric  thinking  has  re- 
leased patients  from  their  straitjackets  and  backwards 
into  the  oblivion  and  slow  desperation  of  furnished 
rooms,  run-down  hotels,  and  subway  station  domi- 
ciles.8 

From  the  vantage  point  of  Bellevue  Hospital, 
the  Robbinses9  write, 

Although  it  can  be  argued  that  it  is  in  the  best  inter- 
ests of  most  patients  to  live  in  their  home  community 
rather  than  in  a mental  hospital,  our  observations 
have  been  that  many  people  have  been  injured  by 
their  peremptory  discharge.  It  would  have  been  more 
therapeutic  if  pilot  studies  focusing  upon  problems 
encountered  in  readjusting  to  life  outside  the  hospital 
had  been  undertaken  so  that  adequate  supportive  ser- 
vices could  have  been  developed.  Many  former  pa- 
tients have  been  assigned  to  substandard  living  quar- 
ters euphemistically  called  single-room  occupancies. 
Patients  report  reactivation  of  psychotic  symptoms 
and  accentuation  of  depression  as  they  sit  alone  in 
their  rooms,  terrified  to  leave  lest  the  room  be  robbed 
or  they  themselves  mugged  while  on  the  city  streets. 
Being  deprived  of  human  companionship  and  the  ac- 
tivity programs  provided  by  the  state  hospitals  has 
made  many  people  feel  deserted  and  seek  return  to 
the  haven  of  a state  hospital.9 

The  policy  shift  has  resulted  in  a 64  per  cent  de- 
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crease  in  the  State  hospital  population  in  five 
years,  from  78,000  in  1968  to  34,000  in  1973.  It  is 
now  definitely  established  that  a great  but  agoniz- 
ing experiment  in  social  policy  has  been  launched, 
not  entirely  as  a result  of  the  State  Department  of 
Mental  Hygiene  practices  but  also  as  a direct  con- 
sequence of  changes  in  mental  hygiene  legislation. 
In  fact,  the  present  mental  hygiene  law,  in  effect 
since  January  1,  1973,  has  broadened  the  powers  of 
the  Mental  Health  Information  Service,  accelerat- 
ed hospital  review  procedures  pertaining  to  the 
need  for  hospitalization,  and  lowered  the  maxi- 
mum period  of  hospital  retention  on  an  emergency 
basis  from  thirty  to  fifteen  days.  The  net  effect  is 
to  intensify  the  hospital  discharge  rate  and  there- 
by augment  the  number  of  discharged  former  pa- 
tients in  the  community.10 

Some  problems,  misunderstandings, 
and  practical  considerations 

People  discharged  from  psychiatric  hospitals 
have  different  needs  and  requirements.  Some  are 
the  aged  disabled  with  little  rehabilitation  poten- 
tial, and  require  long-term  custodial  care  in  a low- 
expectation  living  situation.  This  can  appro- 
priately be  provided  by  a family-care  home,  board- 
ing home,  foster  or  group  home,  or  a home  or  resi- 
dence for  adults.  In  a low-expectation  residence 
few  efforts  are  expended  toward  rehabilitation  or 
behavioral  change.  These  latter  homes  are  not 
halfway  houses  that  by  definition  are  transitional 
in  nature.  Halfway  houses  have  higher  expecta- 
tions with  built-in  social  and  vocational  rehabilita- 
tion programs  in  an  attempt  at  behavioral  change 
for  a generally  younger  clientele.  There  are  still 
other  kinds  of  living  accommodations  such  as  spe- 
cialized apartments,  residence  clubs,  and  super- 
vised rooming  houses,  appropriate  for  certain 
kinds  of  former  patients,  depending  on  their  spe- 
cific problems  and  diverse  needs.  The  importance 
of  having  a wide  range  of  facilities  in  the  commu- 
nity, small  as  well  as  large,  cannot  be  stressed  too 
highly. 

It  is  important  to  understand  the  divergent  mis- 
sions of  a low-expectation,  custodial-care  living 
situation  as  compared  with  a high-expectation  re- 
habilitation living  situation. 

Recently,  some  long-term,  custodial-care  resi- 
dences have  been  criticized  for  not  providing  treat- 
ment and  rehabilitation  services.  This  was  unfair 
and  indicated  a lack  of  understanding  of  the  situa- 
tion. Indeed,  these  custodial-care  facilities  were 
incorrectly  called  “halfway  houses.”11  The  criti- 
cism, if  any,  should  have  revolved  around  the  issue 
as  to  whether  or  not  adequate  socialization,  recre- 
ation, and  interaction  activity  programs  were  pro- 
vided. The  many  unfavorable  newspaper  articles 
around  the  problems  resulting  from  the  increased 
number  of  hospital-discharged  former  mental  pa- 
tients in  the  community  have  frightened  and 


aroused  the  general  public.  Paralleling  what  hap- 
pened in  California,  zoning  regulations  in  New 
York  City  have  been  legislated  that  will  inhibit  the 
construction  of  new  domiciliary  facilities  and  half- 
way houses.12  This  has  happened  despite  the  gen- 
eral agreement  that  the  basic  policy  of  care  in  the 
community  for  many  expatients  is  more  desirable 
and  humane  than  is  continued  hospitalization.  If 
the  mistake  was  that  community  residential  facili- 
ties were  not  ready  to  receive  the  dischargees  when 
they  started  coming  out  of  mental  hospitals,  how 
can  these  facilities  now  be  augmented  in  today’s 
highly  politicized  and  accusatory  atmosphere? 

In  formulating  models  of  community  residential 
care,  policy  planners  in  large  cities  should  under- 
stand that  high-expectation  halfway  houses  can- 
not serve  more  than  a fraction  of  the  total  number 
of  persons  requiring  service.  Interestingly,  the 
special  vitality,  innovativeness,  and  enthusiasm  of 
halfway  houses  can  be  lost  if  they  become  en- 
meshed in  a rigid  bureaucratic  structure.  This 
was  the  experience  in  England  when  the  provision 
of  funds  under  the  National  Mental  Health  Act 
led  to  the  proliferation  of  halfway  houses.  After  a 
time  these  residences  became  largely  unused,  non- 
transitional  in  nature,  and  lacking  in  dynamic  re- 
habilitation procedures.13 

Low-expectation,  custodial-care  community  fa- 
cilities should  not  be  denigrated.  In  this  regard 
the  prestigious  Group  for  the  Advancement  of 
Psychiatry  (G.A.P.)  has  stated  that  the  substitu- 
tion of  facilities  “in  the  community  for  the  back 
wards  of  public  mental  hospitals  may  represent  a 
gain  in  humane  care  and  even  without  specific 
psychiatric  treatment,  an  advance  in  human  dig- 
nity for  the  chronically  ill  patient.”14  However, 
long-term,  custodial-care,  low-expectation  residen- 
ces need  not  resemble  back  wards  if  creative  social 
and  recreational  programs  are  built  into  them. 
The  residents’  tendency  toward  passivity  and  in- 
activity can  be  overcome  by  aggressive  socializa- 
tion and  activity  programs.  Appropriate  referral 
and  placement  into  low-expectation  facilities  of 
only  those  people  whose  destinies  are  to  remain 
long-term  and  chronic  is  the  diagnostic  challenge, 
difficult  as  it  can  be  sometimes.  Similarly,  high- 
expectation  halfway  houses  and  community  resi- 
dences should  be  the  recipients  of  people  with  reha- 
bilitation potential. 

In  relation  to  the  question  of  large  versus  small 
facilities,  it  has  been  demonstrated  that  an  effec- 
tive high-expectation,  rehabilitation-oriented  pro- 
gram can  be  successfully  developed  in  the  commu- 
nity in  a large  building  housing  200  or  more  former 
mental  patients,15  18  A large  building  in  a central 
downtown  neighborhood  of  a large  city  is  the  es- 
sential requirement.  In  this  locale,  patients  can 
blend  into  the  general  surroundings  and  take  ad- 
vantage of  the  cultural  opportunities,  closeness  to 
transportation,  and  the  possibility  of  places  to  gain 
employment. 
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Policy  planners  should  visit  and  study  success- 
ful large  facilities  before  recommending  that 
“what  is  required  are  relatively  small,  centrally  lo- 
cated, therapeutically  oriented,  specialized  inpa- 

Itient  communities  where  seriously  mentally  ill 
people  can  be  properly  cared  for  for  as  long  as  they 
require  care.”8 

Indeed,  should  “seriously  mentally  ill  people” 
be  discharged  into  the  community  in  the  first 
I place?  O’Neill,19  distinguished  former  director  of 
I the  Central  Islip  State  Hospital,  does  not  think  so. 
He  states: 

The  public  mental  hospital  has  a unique  role  in  being 
the  only  facility  able  to  manage  in  a potentially  ade- 
quate manner  the  problems  of  severe  recurrent  and 
chronic  disabling  mental  diseases  ....  The  observation 
of  these  patients  for  longer  periods  than  might  he  pos- 
sible in  other  facilities  allows  adequate  restructuring 
of  their  behavior  in  a manner  which  might  permit 
maximum  likelihood  of  functioning  in  an  extramural 
environment  or,  failing  that,  permit  them  to  live  lives 
of  reasonable  comfort  in  an  atmosphere  which  is  un- 
derstanding, permissive,  and  nonpunitive.19 

Furthermore,  the  executive  committee  of  the 
American  Psychiatric  Association  has  recently  de- 
clared the  need  to  continue  long-term,  chronic- 
care  facilities  with  the  capability  of  providing  in- 
patient treatment  for  those  patients  who  “cannot 
maintain  even  a marginal  adjustment  in  the  com- 
munity ....  YVe  now  view  with  deep  caution  and 
considerable  concern  the  trend  toward  the  phasing 
out  of  the  capacity  for  providing  long-term  inpa- 
tient care  and  treatment  for  the  mentally  ill  or  dis- 
abled.”20 

Summary 

Society  has  decided  that  the  mentally  disabled 
should  remain  and  be  cared  for  in  the  community 
whenever  possible,  and  not  be  warehoused  in  pub- 
lic mental  hospitals.  Changes  in  the  New  York 
State  Mental  Hygiene  Law  since  1965,  and  a State 
hospital  policy  shift  in  1968,  have  resulted  in  1- 
creased  numbers  of  former  patients  finding  them- 
selves in  communities  unprepared  and  une- 
quipped to  house  and  manage  them. 

In  beginning  to  fill  the  gap  for  community  hous- 
ing facilities  it  should  be  pointed  out  that  there  are 
many  different  kinds  of  residential  programs. 
They  have  various  names,  are  of  differing  sizes, 
favor  diverse  philosophic  approaches,  and  are 
sponsored  by  voluntary  and  governmental  agen- 
cies, or  they  can  be  proprietary.  The  main  princi- 
ple, however,  is  that  all  these  facilities  ultimately 
fall  into  two  basic  functional  categories,  namely: 
high-  and  low-expectation  operations.  Thfeir  ef- 
fectiveness does  not  depend  on  their  size,  but  rath- 
er on  the  quality  of  their  staff  and  the  adequacy  of 
the  services  they  provide. 

It  is  very  important  to  understand  the  function- 
al classification  of  these  facilities  in  evaluating 


their  effectiveness  in  determining  whether  or  not 
they  are  fulfilling  their  mission,  and  their  efficacy 
in  the  referral  process.  Older,  more  disabled,  and 
chronic  inept  persons  should  be  referred  only  into 
long-term  custodial  care,  relatively  low-expecta- 
tion homes;  generally,  younger  and  less  chronic 
former  mental  patients  with  rehabilitation  poten- 
tial should  be  referred  only  to  transitional  rehabil- 
itative-oriented,  high-expectation  residences. 

Finally,  a plea  is  made  for  the  continued  support 
of  public  mental  hospitals  where  certain  patients 
with  intractable  and  chronic  pernicious  problems, 
who  would  be  very  disruptive  in  the  community, 
could  be  managed  in  an  understanding,  long-term, 
protective  and  humane  environment. 

815  Park  Avenue 
New  York,  New  York  10021 
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Over  the  past  several  years  we  have  developed  a 
research  and  treatment  program  utilizing  lithium 
and  standard  antidepressant  therapy  in  the  outpa- 
tient lithium  clinic  of  the  New  York  State  Psychi- 
atric Institute.  The  clinic  population  is  composed 
solely  of  manic-depressive  (bipolar)  and  recurrent 
depressive  (unipolar)  patients.  Experimentation 
with  a service  delivery  model  was  undertaken  in 
our  efforts  to  conduct  research  and  to  provide  an 
effective,  efficient  system  for  the  care  of  this  re- 
currently ill  population.  The  results  of  this  exper- 
iment have  been  reported  elsewhere.1  We  were 
also  interested  in  predictive  factors  that  would  fa- 
cilitate planning  for  the  management  and  treat- 
ment of  our  clinic  population. 

Methology 

The  methodology  for  the  entire  lithium  response 
project  has  recently  been  reported.1  It  undertook 
a double-blind  prospective  comparison  of  the  ef- 
fects of  lithium  carbonate  and  placebo  on  the  long- 
term course  of  manic-depressive  disease.  Neither 
the  clinic  staff  nor  the  psychiatrists  in  the  project 
knew  the  group  to  which  patients  had  been  as- 
signed. Serum  lithium  levels  were  monitored  at 
least  once  every  four  weeks  by  the  clinic  staff,  and 
dosages  were  regulated  by  t he  clinic  psychiatrist  to 


maintain  a serum  lithium  level  between  0.8  mEq. 
to  1.30  mEq.  per  liter.  To  maintain  the  double 
blind,  the  psychiatrists  were  given  fictitious  serum 
levels  for  the  placebo  patients.  Both  patients  and 
staff  were  instructed  about  the  side-effects  of  lithi- 
um, and  the  staff  monitored  the  patients’  lithium 
regimen  making  any  necessary  changes. 

Although  80  patients  were  being  seen  in  the 
clinic,  only  20  patients  were  selected  for  the  analy- 
sis. They  had  been  followed  for  the  same  seventy- 
eight-week  period  when  the  senior  author  was  the 
primary  supervising  and  treating  psychiatrist  and 
the  clinic  staff  remained  constant.  When  the  dou- 
ble blind  was  broken,  it  was  found  that  all  20  pa- 
tients had  been  maintained  on  lithium  for  the  en- 
tire seventy-eight  weeks. 

All  the  patients  in  the  analysis  were  Caucasian 
and  middle  class.  Their  average  age  was  51.9 
years  ranging  from  forty-three  to  seventy  years  of 
age.  All  had  been  diagnosed  independently  as 
suffering  from  manic-depressive  illness.  Inclusion 
criteria  were  those  for  primary  affective  disorder 
as  described  by  Winokur,  Clayton,  and  Reich.2 
Patients  with  any  medical  illness  or  schizoaffective 
disorder  were  excluded  as  were  those  who  had  not 
had  at  least  2 affective  episodes  within  two  years 
before  entering  the  study. 

All  available  first  degree  relatives  and  spouses  of 
the  patients  in  the  study  were  interviewed  to  de- 
termine the  presence  of  affective  disease  in  their 
families  as  well  as  to  familiarize  these  family  mem- 
bers with  the  structure  and  procedures  of  the  clin- 
ic. The  criteria  for  diagnosing  mania  or  depres- 
sion in  a family  member  was  essentially  the  same 
as  in  the  proband.  The  outpatient  lithium  clinic 
was  held  once  a week  for  two  hours,  and  all  study 
patients  were  seen  at  least  once  every  four  weeks 
by  rating  teams.  The  teams  consisted  of  a psychi- 
atric nurse  and  one  or  two  aides;  their  membership 
varied  from  week  to  week  so  that  no  patient  was 
always  seen  by  the  same  staff  members.  All  team 
members  had  at  least  a high  school  education, 
good  general  intelligence,  and  high  work  motiva- 
tion. In  addition,  they  were  working  or  had 
worked  on  our  inpatient  unit  for  psychometabolic 
research  where  the  major  psychopathologic  condi- ! 
tion  seen  was  affective  disease. 

All  team  members  were  trained  and  supervised 
in  the  administration  of  a structured  interview 
using  a manic-depressive  rating  scale.1  The  scale 
contains  18  items  for  depression  and  13  items  for 
mania,  all  of  which  are  rated  for  severity.  In- til 
terobserver  correlation  coefficients  of  total  scored 
for  the  scales  have  been  0.89  and  0.87  respectively. 

The  interview  was  repeated  each  time  the  pa-:  ' 
tient  visited  the  clinic.  On  the  basis  of  the  score 
and  their  general  impressions,  the  rating  teams  ( 
had  to  decide  whether  to  continue  the  white  cap-,  j 
side  treatment  unchanged  and  have  the  patient  re-  : 
turn  in  four  weeks,  or  to  call  the  treating  psychia-l  | 
trist  for  further  evaluation.  If  the  latter  course 
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Over  the  past  several  years  a research  and  treat- 
ment program  utilizing  lithium  and  standard  anti- 
depressant therapy  has  been  developed  in  the  out- 
patient lithium  clinic  of  the  New  York  State  Psy- 
chiatric Institute.  The  clinic  population  is  com- 
posed solely  of  manic-depressive,  bipolar,  and  re- 
current depressive,  unipolar,  patients.  Experi- 
mentation with  a service  delivery  model  was  un- 
dertaken in  research  and  an  effort  to  provide  an 
effective,  efficient  system  for  the  care  of  a recur- 
rently ill  population.  The  results  of  this  experi- 
ment have  been  reported  elsewhere.1  We  were 
also  interested  in  predictive  factors  that  would  fa- 
cilitate planning  for  the  management  and  treat- 
ment of  our  clinic  population. 


TABLE  I.  Clinic  utilization 


Sessions 

Nonfailures 
(N  = 14) 

Failures 
(N  = 6) 

Combined 

Seen  by  a 

psychiatrist 

0 

128 

128 

Seen  only  by  a 

rating  team 

238 

129 

367 

Totals 

238 

257 

495 

TABLE  II.  Failure  group  characteristics 

Episodes 

Depression 

Mania 

Number  of  episodes 
Average  number  of  once  per  week 
sessions  with  a psychiatrist  per 

15 

6 

episode 

6.3 

2.7 

Average  initial  score  per  episode 

18.6 

10.8 

was  followed,  the  psychiatrist  would  decide  wheth- 
er to  institute  additional  therapy  (amitriptyline, 
imipramine  if  depressed,  or  chlorpromazine  added, 
if  manic)  and  set  the  date  of  the  next  visit.  He 
was  required  to  see  each  patient  as  long  as  addi- 
tional medication  was  necessary.  In  such  cases 
the  rating  teams  continued  to  rate  the  patient  as 
usual.  Afterwards,  the  treating  psychiatrist  would 
see  the  patient  along  with  the  team  and  make  nec- 
essary adjustments  in  the  medication. 

Results 

All  20  patients  were  suffering  from  manic-de- 
pressive illness,  and  when  the  double  blind  was 
broken,  it  was  found  that  all  had  been  maintained 
on  lithium  carbonate  for  the  seventy-eight-week 
period. 

Patterns  of  clinical  utilization.  Some  general 
characteristics  of  the  patterns  of  clinic  utilization 
are  presented  in  Table  I.  Fourteen  bipolar  pa- 
tients, 10  males  and  4 females,  average  age  52.1 
years,  remained  free  of  affective  episodes  and 
never  required  the  direct  services  of  a psychiatrist. 
In  addition,  half  the  clinic  visits  by  the  failure 
group,  composed  of  3 men  and  3 women,  did  not 
require  psychiatric  intervention.  A failure  was 
defined  as  the  need  to  see  a psychiatrist,  usually 
because  of  an  affective  episode.  Thus  the  clinic 
rating  teams  were  able  to  utilize  73.4  per  cent  of  all 
visits  without  having  to  call  for  a consultation 
from  the  clinic  psychiatrist.  One  patient  was  hos- 
pitalized on  an  elective  basis  toward  the  end  of  his 
sixty-fourth  week  on  the  study  for  a moderate  de- 
pressive episode. 

Failure  group  characteristics.  As  can  be 

seen  in  Table  II,  the  6 manic-depressive  patients 
who  failed  suffered  2.5  times  as  many  depressive 
episodes  as  manic  episodes.  The  average  duration 
of  the  treated  depressive  episode  was  3.3  times  as 
long  as  the  manic  episode  (6.3  versus  2.7  weeks). 
In  addition,  the  degree  of  initial  impairment  ap- 
peared greater  for  the  depressive  episodes  as  com- 


TABLE  III.  Affective  illness  in  families  of 
manic-depressive  patients 


Nonfail  ures 

Failures 

Illness 

(N  = 14) 

(N  = 6) 

Mania 

12 

1 

Depression 

8 

5 

pared  with  the  manic  episodes.  There  were  no 
suicides  nor  were  any  suicide  attempts  noted. 
The  rating  teams  and  the  treating  clinic  psychia- 
trist encountered  no  significant  difficulties  or 
complaints  in  treating  any  of  the  episodes  by  our 
treatment  methods. 

Family  profile.  An  average  of  3.5  first-degree 
relatives  per  patient  were  interviewed.  Table  III 
indicates  that  the  nonfailure  group  had  a first-de- 
gree relative  with  a history  of  mania  much  more 
frequently  than  the  failure  group  (x2  equals  6.03 
probability  less  than  0.05).  The  instance  of  a fam- 
ily history  of  depression  for  the  failure  group  was 
only  slightly  higher,  and  there  was  no  significant 
difference  between  the  two  groups.  The  course  of 
manic  episodes  in  the  patient’s  family  appears  re- 
lated to  the  ease  with  which  they  may  be  followed 
by  nonphysicians  while  on  maintenance  lithium. 

Comments 

Our  focus  in  the  clinic  was  on  the  presence  or 
absence  of  an  affective  episode.  No  attempt  was 
made  by  the  staff  to  deal  in  the  interpersonal  or 
intrapsychic  problems  that  any  of  the  patients  had 
except  as  related  to  mood. 

Of  prognostic  value  was  the  family  history  of  af- 
fective illness.  The  presence  of  manic  episodes  in 
first-degree  relatives  appears  to  augur  well  for  the 
effectiveness  of  lithium  in  diminishing  morbidity 
and  has  predictive  value  in  planning  for  future  ser- 
vice needs  of  such  patients.  Based  on  these  find- 
ings further  genetic  research  into  the  difference  in 
bipolar  patients’  response  to  pharmacologic  treat- 
ment would  appear  to  be  indicated. 
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The  traditional  methods  of  patient-problem  and 
psychiatrist  was  shifted  to  patient-well  care  and 
rating  team.  Well  care  during  the  symptom-free 
periods  resulted  in  a decrease  in  psychiatric  con- 
tact and  increased  emphasis  on  nonphysician  rat- 
ing teams.  Paradoxically,  the  more  severely  ill  the 
patient  and  family  members  had  been,  the  more 
easily  treatable  they  were  with  our  treatment 
methods. 

Summary 

This  study  focuses  on  the  patterns  of  lithium  re- 
sponse in  an  affective  disorder  health  maintenance 
organization.  Twenty  patients  participated  in  a 
longitudinal  study  of  the  potential  of  lithium  in 
preventing  affective  illness.  All  20  patients  stud-, 
ied  had  been  followed  for  the  same  seventy-eight- 
week  period  during  which  they  were  seen  and  in- 
terviewed at  least  once  a month  by  teams  of  psy- 


Mandatory national  standards  proposed 

The  Food  and  Drug  Administration  recently  proposed 
mandatory  national  standards  to  assure  uniform  high 
quality  in  all  blood  banking  and  transfusion  services  in 
the  United  States. 

When  implemented  the  new  standards  in  the  form  of 
Good  Manufacturing  Practices  (GMP’s)  will  apply  to  in- 
terstate operations  as  well  as  to  approximately  6,000  in- 
trastate blood  collection  and  transfusion  services  never 
before  subject  to  substantive  federal  regulations.  The 
GMP  proposal,  now  subject  to  public  comment  before 
being  made  final,  was  published  in  the  FEDERAL 
REGISTER  on  May  28. 

This  is  the  third  major  step  in  the  FDA’s  two-year 
regulatory  effort  to  help  implement  the  Administra- 
tion’s formal  commitment  to  unify  and  improve  the  na- 
tionwide blood  service  complex. 

Earlier  action  authorized  registration  and  inspection 
by  the  FDA  of  all  establishments  engaged  in  the  manu- 
facture or  processing  of  human  blood  or  blood  compo- 
nents. Since  April,  1973,  when  this  regulation  became 
effective,  nearly  6,000  intrastate  blood  hanking  facilities 
have  been  registered  with  the  FDA  and  more  than  2,600 


chiatric  nurses  and  aides.  The  teams  used  a 
manic-depressive  rating  scale  to  detect  symptoms 
which  might  need  a physician’s  attention.  Four- 
teen of  the  patients  remained  free  of  affective  epi- 
sodes during  this  period  and  never  required  the 
services  of  a psychiatrist.  The  6 patients  who  re- 
quired additional  services  of  a psychiatrist  had  a 
significantly  lower  incidence  of  a family  history  of 
mania  than  the  other  14  patients.  The  presence 
of  manic  episodes  in  the  patient’s  family  was  relat- 
ed to  a near  absence  of  treatment  problems. 
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of  these  facilities  have  been  inspected.  Prior  to  that 
time,  only  blood  banks  engaged  in  interstate  distribu- 
tion were  subject  to  inspection  provisions  of  Federal  reg- 
ulations. 

An  earlier  step,  published  in  1973,  required  the  licens- 
ing and  annual  inspection  of  more  than  250  source  plas- 
ma centers  (plasmapheresis  centers)  collecting  plasma 
for  further  manufacture  into  injectable  biological  prod- 
ucts such  as  albumin  gamma  globulin. 

In  this  action  the  FDA  sought  to  protect  patients 
against  products  manufactured  from  plasma  drawn 
from  unhealthy  donors,  as  well  as  to  protect  plasma  do- 
nors against  exploitation,  either  through  improper 
screening  or  overbleeding. 

To  date,  170  plasmapheresis  centers  have  been  in- 
spected. More  than  40  of  the  centers  inspected  were 
found  not  to  be  in  compliance  with  Federal  regulations 
and  have  been  suspended  from  interstate  operations  by 
the  FDA. 

Interested  persons  have  ninety  days  to  comment  on 
the  GMP  proposal.  Comments  may  be  sent  to  the 
Hearing  Clerk,  Room  6-88,  5600  Fishers  Lane,  Rock- 
ville, Maryland  20852. 
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Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
\ interval  and  the  dosage.  Only  very  spotty 
\ adherence  of  the  competitive  antacid  was 
\ observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

\ These  findings  come  as  no  surprise,  for 

they  correlate  with  earlier  in  vitro  test  results 
' of  Camalox  Suspension  effectiveness.  Camalox 

Suspension  kept  the  pH  above  3.5  for  120 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needs  Camalox,  the  antacid  with  hour  power. 


Camalox9 
fights  excess 
acid  longer 


Longer- acting 

Camalox* 

magnesium  and  aluminum  hydroxides 
with  calcium  carbonate 

The  high  potency 
antacid 
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Subarachnoid  hemorrhage  may  be  cranial  or 
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arachnoid  hemorrhage  occurred  in  at  least  60  per 
cent  of  the  patients  whose  records  we  have  re- 
viewed. The  forewarnings  occurred  over  extended 
periods  of  time  before  a major  subarachnoid  hem- 
orrhage developed.  They  had  clinical  characteris- 
tics which  were  often  reasonably  precise  and 
suggest  that  their  real  clinical  significance  can  be 
determined. 

The  low  presurgical  and  operative  mortality  rate 
(5  to  10  per  cent)  in  patients  with  forewarnings 
who  can  be  admitted  as  grades  I and  II  compared 
with  the  much  higher  mortality  rate  (30  to  40  per 
cent)  in  those  admitted  as  grade  III  or  IV  suggest 
that  further  major  reduction  in  the  mortality  rate 
of  subarachnoid  hemorrhage  due  to  congenital 
berry  aneurysm  may  depend  heavily  on  earlier  di- 
agnosis based  primarily  on  the  appropriate  identi- 
fication of  the  patients’  forewarning  signs. 


spinal,  and  the  bleeding  may  be  arterial,  venous 
capillary,  or  from  those  inchoate  vessels  which 
comprise  the  various  arteriovenous  anomalies  oi 
nourish  certain  types  of  malignant  tumor. 

Causes 

It  is  common  to  subdivide  the  causes  of  sub 
arachnoid  hemorrhage  into  primary,  or  spontane 
ous,  and  secondary. 

Trauma.  Trauma,  whether  at  birth  or  in  late 
life,  is  not  only  the  most  frequent  cause  of  secon 
dary  subarachnoid  hemorrhage  but  the  most  com 
mon  of  all  causes  of  subarachnoid  hemorrhage 
Usually  the  trauma  is  directly  responsible  for  tb 
bleeding;  in  a few  instances,  it  may  lead  to  hemor 
rhage  from  preexisting  anomalous  vessels  ripe  fo 
rupture.  Similarly,  spinal  trauma  may  cause  sub 
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arachnoid  hemorrhage  which  may  he  either  imme- 
diate or  delayed. 

Bleeding  into  the  brain  or  a hemorrhagic  infarc- 
tion may  also  lead  to  the  secondary  escape  of  blood 
or  its  disintegration  products  into  the  cerebrospi- 
nal fluid,  either  through  the  ventricle  or  across  the 
pia  mater.  Cerebral  thrombophlebitis  is  a less  fre- 
quent cause. 

Blood  may  also  leak  into  the  subarachnoid  space 
from  a traumatic  subdural  hematoma,  but  the  sub- 
arachnoid bleeding  in  these  cases  is  gradual  and 
seldom  the  cause  of  more  than  minor  symptoms. 
Such  is  not,  however,  the  case  when  an  aneurysm 
suddenly  ruptures  into  both  the  subdural  and  sub- 
arachnoid spaces. 

Aneurysms.  Ruptured  aneurysm  is  responsi- 
ble for  something  like  75  per  cent  of  cases  of  spon- 
taneous subarachnoid  hemorrhage.  Here,  for 
practical  purposes,  we  are  dealing  with  the  so- 
called  congenital,  berry,  or  saccular  aneurysm 
which  originates  at  a site  of  developmental  weak- 
ness of  the  media,  usually  at  the  base  of  the  brain 
on  or  near  the  circle  of  Willis,  particularly  where 
arteries  divide  or  unite  but  occasionally  at  the  site 
of  vestigial  embryonic  vessels.  At  times,  such  an- 
eurysms occur  at  a little  distance  from  the  circle, 
for  example,  on  the  middle  cerebral  artery  deep  in 
the  fissure  of  Sylvius. 

The  fact  that  aneurysms  are  seldom  found  at 
birth  and  rupture  most  commonly  in  middle  life 
seems  to  imply  that  they  grow  as  life  proceeds. 
Hypertension  is  one  factor.  Another  is  atheroma- 
tous involvement  of  the  int  ima:  destruction  by  an 
atheromatous  plaque  of  the  internal  elastic  lamina 
summates  with  the  previously  mentioned  congeni- 
tal defect  of  the  media  to  produce  critical  weaken- 
ing of  the  arterial  wall,  and  the  hammer  of  a hy- 
pertensive pulse  doubtless  speeds  the  process. 

In  other  cases  there  is  systemic  connective-tis- 
sue weakness  as  in  Ehlers-Danlos  syndrome  and 
pseudoxanthoma  elasticum. 

Other  forms  of  aneurysm  may  occasionally  be 
involved,  such  as  (1)  mycotic  in  association  with 
subacute  bacterial  endocarditis  or  other  forms  of 
chronic  pyemia  which  are  usually  found  more  pe- 
ripherally, particularly  on  the  branches  of  the 
middle  cerebral  artery  and  (2)  arteritic,  in  associa- 
tion with  polyarteritis  nodosa. 

In  the  spinal  canal  aneurysmal  dilatation  of  col- 
lateral spinal  vessels  associated  with  coarctation  of 
the  aorta  may  give  rise  to  subarachnoid  bleeding. 

Arteriovenous  malformations.  Heading  the 
minority  causes  of  subarachnoid  hemorrhage  are 
arteriovenous  malformations  which  indeed  are  the 
most  common  cause  of  such  bleeding  in  childhood. 
Small  cortical  angiomas  which  have  given  no  pre- 
vious trouble  may  be  responsible,  as  may  more  ex- 
tensive malformations.  Such  lesions  often  occur 
over  the  parietal-occipital  area.  Prodromata  such 
as  long-standing  migraine-like  headaches,  focal 
neurologic  disturbances,  and  intracranial  bruits 


are  more  likely  to  precede  rupture  of  an  angioma- 
tous malformation  than  of  a berry  aneurysm. 
Similarly,  fits  followed  by  subarachnoid  hemor- 
rhage, and  likewise  fits  following  such  hemorrhage, 
are  more  suggestive  of  arteriovenous  malformation 
than  of  aneurysm,  as  is  a combination  of  intracere- 
bral and  subarachnoid  hemorrhage. 

Other  forms  of  angiomatous  malformation  may 
be  incriminated,  such  as  hereditary  hemorrhagic 
telangiectasia  (Rendu-Osler- Weber  disease)  and 
Sturge-Weber  syndrome  of  facial  meningeal  an- 
giomatosis. 

Tumors.  In  one  particularly  vexing  case  of  re- 
current subarachnoid  hemorrhage  that  we  encoun- 
tered, the  bleeding  was  ultimately  found  to  have 
come  from  an  hemangioblastoma  of  the  cerebellum. 
Other  tumors  are  occasional  culprits:  angioblastic 
meningioma,  metastatic  sarcoma  or  carcinoma 
(particularly  malignant  melanoma),  glioma,  an- 
giomatous malformation  of  the  choroid  plexus, 
and  pituitary  adenoma  complicated  by  pituitary 
apoplexy,  in  brief,  types  of  tumor  whose  vascula- 
ture is  ill  formed. 

In  the  case  of  spinal  subarachnoid  hemorrhage, 
hemangioblastoma  and  ependymoma  of  the  filum 
terminale  must  be  considered. 

Infective  and  toxic  causes.  Various  forms  of 
acute  hemorrhagic  encephalitis,  as  in  arsenic  poi- 
soning or  herpes  simplex  encephalitis,  may  give 
rise  to  capillary  hemorrhage.  Tuberculous  menin- 
gitis is  an  occasional  cause  of  subarachnoid  hemor- 
rhage, particularly  in  its  terminal  stages.  Syphi- 
litic aneurysm  on  one  of  the  larger  intracranial 
vessels,  such  as  the  basilar  artery,  is  now  largely  of 
historic  interest  as  a cause  of  subarachnoid  hemor- 
rhage. Other  causes  are  disseminated  lupus  er- 
ythematosus and  anaphylactic  purpura.  In  all 
such  cases,  the  bleeding  tends  to  be  much  less  than 
in  the  typical  case  of  ruptured  congenital  aneu- 
rysm. 

Bleeding  diseases.  A variety  of  bleeding  disor- 
ders have  been  incriminated  in  relation  to  anti- 
coagulant therapy,  leukemia,  aplastic  anemia, 
hemophilia,  sickle-cell  disease,  liver  disease,  and 
thrombocytopenic  purpura. 

Hypertensive  crisis.  Subarachnoid  bleeding 
may  complicate  malignant  (accelerated)  hyperten- 
sion, pheochromocytoma,  the  ingestion  of  tyra- 
mine-containing  foods  such  as  cheese,  or  sympath- 
icomimetic  amines  in  patients  who  are  on  mono- 
amine oxidase  inhibitor  therapy,  and  in  the  Conn 
syndrome  of  primary  hyperaldosteronism. 

Differential  diagnosis 

The  most  common  differential  diagnosis  in- 
volves the  so-called  “bloody  spinal  tap.”  Here  the 
tap  has  usually  been  technically  difficult,  the  ini- 
tial specimen  tends  to  contain  more  blood  than 
subsequent  specimens,  the  fluid  may  clot  sponta- 
neously, and  xanthochromia  is  not  initially  pres- 
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ent;  xanthochromia  occurs  after  a few  hours  of 
bleeding  from  oxyhemoglobin  formation  and  after 
forty-eight  hours  or  so  from  bilirubin  compounds. 
Initially,  in  such  bloody  taps  white  cells  are  pres- 
ent in  the  same  ratio  to  red  cells  as  in  the  blood, 
and  the  spinal  fluid  pressure  is  less  likely  to  be  ele- 
vated than  in  subarachnoid  hemorrhage. 

Difficulty  may  arise  in  subarachnoid  hemor- 
rhage because  of  the  tendency  of  blood  cells  to 
layer  in  recumbent  patients;  thus,  initial  speci- 
mens may  show  more  blood  than  later  specimens. 
But  the  presence  of  xanthochromia  should  help 
obviate  erroneous  conclusions. 

Pathophysiology 

The  symptomatology  of  subarachnoid  hemor- 
rhage stems  from  the  following  disturbances:  (1) 

meningeal  irritation,  (2)  raised  intracranial  pres- 
sure and  the  false  localizing  signs  that  may  arise 
from  it  such  as  foraminal  or  transtentorial  hernia- 
tion and  bleeding  into  the  brain  stem,  and  (3)  local 
lesions.  The  local  lesions  may  result  from  the  an- 
eurysm expanding  like  a tumor  or  becoming  sur- 
rounded by  a hematoma  with  pressure  on  cranial 
nerves,  cerebral  tissue  or  brain  stem,  or  the  pitu- 
itary gland.  In  other  cases  ischemia  or  infarction 
may  result  from  clotting  in,  or  the  detachment  of 
an  embolus  from,  the  aneurysm  or,  most  impor- 
tant, spasm  of  the  vessels  related  to  the  aneurysm. 
Not  rarely,  a bleeding  aneurysm  may  erupt  into 
cerebral  tissue;  thus,  aneurysms  on  the  anterior  ce- 
rebral or  anterior  communicating  arteries  may 
bleed  into  the  mesial  frontal  lobe  on  one  or  both 
sides,  and  aneurysms  at  the  carotid  bifurcation  or 
on  the  middle  cerebral  artery  deep  in  the  sylvian 
fissure  may  erupt  into  the  adjoining  temporal  and/ 
or  frontal  lobe. 

Symptomatology 

Prodromal  symptoms  may  occur  or  recur  days, 
weeks,  or  months  before  the  recognized  onset  of 
the  hemorrhage.  These  include  episodes  of  pain 
in  an  eye,  migraine-like  headaches,  focal  seizures, 
or  paralyses.  Sometimes  a form  of  “steal  syn- 
drome” manifests  itself  in  arteriovenous  malfor- 
mation as  a progressive  neurologic  deficit  such  as 
hemiparesis. 

The  ictal  symptoms  and  signs  may  be  general  or 
local.  The  general  signs  are  chiefly  those  of  men- 
ingeal irritation  or  of  raised  intracranial  pressure 
and  may  be  physical  or  mental.  The  local  signs 
may  also  be  physical  or  mental  and  may  or  may 
not  be  detectable  in  the  presence  of  overwhelming 
general  disturbances.  The  findings  will  vary  with 
such  factors  as  the  acuteness  and  extent  of  the 
bleeding  and  may  range  from  the  catastrophic  and 
obvious  to  the  more  subtle  or  even  apparently  triv- 
ial. 

Apoplexy.  Spontaneous  subarachnoid  hemor- 
rhage occurs  most  commonly  in  middle  life.  How- 


ever, subarachnoid  hemorrhage  is  particularly  to 
be  suspected  as  the  cause  of  apoplexy  in  the 
young.  Characteristically,  the  patient  feels 
“something  snap”  in  the  head  and  may  think  that 
he  has  been  bludgeoned;  there  is  severe  pain  which 
is  commonly  occipital  whatever  the  site  of  the 
bleeding;  shock  and  prostration  and  occasionally 
convulsions  may  follow;  there  may  be  nausea  and 
vomiting  and  even  at  times  a small  hematemesis; 
and  the  patient  passes  into  deepening  stupor  or 
coma  from  which  he  may  subsequently  emerge 
into  a state  of  irritable  somnolence,  when  he  lies 
rolled  up  in  general  flexion,  resenting  examination. 

Examination  is  likely  to  reveal  a stiff  neck,  posi- 
tive Kernig  and  Brudzinski  signs,  and  photopho- 
bia; and  if  the  patient  be  conscious,  there  may  be 
the  complaint  of  diplopia.  The  deep  reflexes  are 
commonly  hyperactive,  particularly  on  the  para- 
lyzed side  and  the  plantar  responses  usually  exten- 
sor. When  there  is  deep  coma  and  a state  of 
shock,  there  may  be  flaccidity  with  loss  of  deep  re- 
flexes and  no  stiff  neck;  a stiff  neck  may,  however, 
appear  after  spinal  tap  and,  under  such  circum- 
stances, is  likely  to  indicate  coning.  Papilledema 
may  develop  and  so  may  hemorrhages,  which  are 
sometimes  of  retinal  but  characteristically  of  pre-  ; 
retinal  (subhyaloid)  type,  which  latter  may  occa- 
sionally rupture  into  the  vitreous  with  disastrous  j 
consequences  to  vision.  Mental  confusion,  deliri-  j 
um,  and  disorientation  are  commonly  found,  and  a 
tendency  to  restlessness  may  be  compounded  by  j 
retention  of  urine.  Later,  there  may  be  memory  j 
impairment  and  a Korsakoff-like  state,  and  herpes  j 
zoster  may  appear.  1 

On  general  examination,  there  is  commonly  a . 
mild  fever,  an  increase  in  pulse  and  respiration 
rates,  and  some  degree  of  arterial  hypertension. 
Occasionally,  there  may  be  hyperpyrexia  and  more  » 
severe  disturbances  of  blood  pressure  presumably  j 
due  to  hypothalamic  damage,  and  rarely  akinetic  j 
mutism  may  occur. 

Psychiatric  onset.  Clouding  of  consciousness, 
irritability,  and  uncontrollable  excitement  have  al- 
ready been  mentioned  as  occurring  in  subarach- 
noid hemorrhage  of  apoplectic  onset.  On  occa- 
sion, the  psychiatric  manifestations  are  para- 
mount, and  a diagnosis  of  acute  psychosis  may 
lead  to  admission  to  a mental  institution.  In  such 
cases,  a spinal  tap  may  be  carried  out  and  the 
blood-stained  fluid  attributed  to  struggling  during 
the  procedure. 

Meningeal  symptoms.  Occasionally,  the  head- 
aches, irritability,  confusion,  and  disturbed  con- 
sciousness may  be  attributed  to  meningitis,  partic- 
ularly acute  bacterial  meningitis,  and  the  stiff 
neck  and  positive  Kernig  and  Brudzinski  signs 
may  strengthen  the  diagnosis.  Irritation  of  the 
pia-arachnoid  by  the  escaping  blood  may  cause  a 
pleocytosis,  commonly  lymphocytic,  but  at  times 
polymorphonuclear,  and  the  associated  fever,  fast 
pulse,  and  leukocytosis  may  lead  to  the  diagnosis 
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of  meningitis  and,  in  the  absence  of  organisms,  to 
the  diagnosis  of  acute  aseptic  meningitis. 

Lumbago-sciatica  syndrome.  Hall*  first  de- 
scribed the  syndrome  of  sciatic-like  pain  with  sub- 
arachnoid hemorrhage  wherein,  presumably,  a 
minor  leak  permits  the  patient  to  continue  ambu- 
lant and  the  blood  to  gravitate  to  the  lumbosacral 
sac  and  irritate  the  cauda  equina  with  resulting 
pain  in  the  low  back  and  in  the  legs.  Some  of 
these  cases  may  be  the  result  of  spinal  subarach- 
noid bleeding.  I have  also  had  patients  complain 
of  brachial  pain. 

In  spinal  subarachnoid  hemorrhage,  there  tends 
to  be  pain  and  stiffness  in  the  back,  sphincter  dis- 
turbances, flaccid  weakness  of  the  limbs,  and  per- 
haps a sensory  level  on  the  trunk.  The  blood  also 
extends  upward  and,  particularly  when  it  origi- 
nates from  a cervical  lesion,  intracranially  so  that 
there  are  also  likely  to  be  stiffness  of  the  neck  and 
a positive  Kernig’s  sign. 

Migraine.  Occasionally,  in  what  seems  to  be  a 
typical  case  of  subarachnoid  hemorrhage,  the  spi- 
nal fluid  is  found  to  be  normal.  Some  such  cases 
prove  to  be  examples  of  migraine.  Here  there  is 
the  double  difficulty  that  intracranial  aneurysms 
are  not  rarely  preceded  by  what  is  considered  to  be 
migrainous  headaches,  and,  occasionally,  a mi- 
graine may  be  so  fulminating  as  to  give  rise  to  a 
false  diagnosis  of  subarachnoid  bleeding  and  set  in 
motion  all  the  investigations  appropriate  for  that 
diagnosis. 

Laboratory  tests 

Although  there  are  dangers  associated  with  spi- 
nal tap  in  subarachnoid  hemorrhage  (coning  and 
necrosis  of  the  cerebellar  tonsils  can  occur),  the 
spinal  fluid  findings  are  usually  considered  neces- 
sary to  confirm  the  diagnosis,  although  they  do  not 
separate  primary  from  secondary  subarachnoid 
hemorrhage.  Chief  among  the  findings  are  red 
cells  which  may  persist  up  to  a week,  a deepening 
xanthochromia,  an  increased  spinal  fluid  pressure 
(200  to  600  mm.  of  water),  a rising  protein  content 
(which  is  seldom  very  high  or  above  100  mg.  per 
100  ml.),  and  sometimes  a paretic  colloidal  gold 
curve. 

Potentially  vexing  is  the  finding  of  low  sugar 
(hypoglycorrhachia)  six  to  eight  days  after  the 
hemorrhage,  attributed  to  glycolysis  by  red-cell 
enzymes  or  interference  with  glucose  transfer  into 
the  spinal  fluid.  The  sugar  is  usually  over  40  mg. 
per  100  ml.  but  is  occasionally  between  20  and  40 
mg.  There  may  also  be  metabolic  acidosis  in  the 
spinal  fluid  for  the  first  six  days  associated  with  an 
increase  in  lactic  acid  and  reduction  in  bicarbonate 
content  of  the  fluid. 

t * Hall,  A.  J.:  Spontaneous  subarachnoid  haemorrhage,  Lan- 
cet 1: 1135  (1932). 
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The  electrocardiographic  changes  in  patients 
with  subarachnoid  hemorrhage  may  simulate 
those  of  myocardial  infarction.  Care,  however,  is 
necessary  in  such  an  interpretation  because  suben- 
docardial hemorrhages  have  been  reported  in  asso- 
ciation with  subarachnoid  hemorrhage.  There  may 
be  actual  ventricular  failure  with  pulmonary 
edema,  presumably  associated  with  autonomic  and 
perhaps  hormonal  changes  from  involvement  of 
the  hypothalamic-pituitary  axis,  and  postmortem 
ischemic  and  hemorrhagic  lesions  have  been  found 
in  the  hypothalamus  after  rupture  of  a berry  aneu- 
rysm. 

Sequelae 

The  mortality  rate  and  morbidity  of  subarach- 
noid hemorrhage  are  fearsome.  Nevertheless, 
many  patients  survive  intact  mentally  and  physi- 
cally. 

It  is  not,  however,  rare  to  have  sequelae  such  as 
headaches,  cranial  nerve  palsies,  focal  neurologic 
signs  (for  example,  hemiparesis  or  hemiplegia, 
dysphasia),  or  epilepsy  which  may  be  focal  or  gen- 
eralized. 

A sequela  that  has  become  better  known  in  re- 
cent years  and  which  is  more  likely  to  occur  after 
repeated  leaks  is  normal-pressure  hydrocephalus. 

Occasionally  there  may  be  temporary  or  perma- 
nent impairment  of  hypothalamic-pituitary  func- 
tion manifesting  itself  in  such  ways  as  increased  or 
decreased  thirst  and  hypothermia.  Special  tests 
may  be  needed  to  show  other  sequelae  of  this  type: 
disturbance  of  the  diurnal  rhythm  of  plasma  corti- 
sol or  unresponsiveness  to  the  injection  of  pyro- 
gens. 

There  may  also  be  crippling  mental  sequelae,  ei- 
ther on  a functional  or  an  organic  basis.  The  pa- 
tient frequently  leaves  the  hospital  impressed  with 
the  seriousness  of  his  disease  and  fearful  of  a re- 
currence. Psychoneurotic  symptoms  are  therefore 
common  and  may  range  from  headaches  to  fear  of 
physical  activity,  whether  in  the  form  of  work  or 
sexual  intercourse.  Other  patients  have  symp- 
toms of  an  organic  type  of  mental  loss,  aggravated 
at  times  by  the  development  of  normal-pressure 
hydrocephalus,  with  difficulties  in  memory,  atten- 
tion, concentration,  or  social  adjustment.  Many 
such  cases  would  appear  to  be  associated  with  re- 
sidual damage  to  the  frontal  and  temporal  lobes 
either  on  the  basis  of  hemorrhage  or  ischemia. 
Damage  to  the  frontal  lobes  may  at  times  perform 
what  is  tantamount  to  a lobotomy,  and  relatives 
may  claim,  as  a sort  of  uncovenanted  mercy,  that 
the  patient’s  disposition  has  improved. 
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The  neuroradiologist  plays  an  important  part  in 
the  diagnosis  and  management  of  intracranial  an- 
eurysms and  arteriovenous  malformations.  Plain 
films  as  well  as  special  procedures  are  used  exten- 
sively for  this  purpose. 

Procedures 

Plain  films  of  skull.  Intracranial  aneurysms 
and  arteriovenous  malformations  are  rarely  dem- 
onstrated on  plain  skull  films.  At  times,  the  wall 
of  a large  aneurysm  may  show  sufficient  calcifica- 
tion to  identify  it.  Small  aneurysms  are  rarely 
calcified  and  are,  therefore,  usually  not  visible  on 
plain  films. 

Brain  scanning.  Radionuclide  brain  scanning 
is  of  some  help  in  the  diagnosis  of  intracranial  an- 
eurysms if  they  are  very  large.  Small  aneurysms, 
less  than  2.5  or  3 cm.  in  diameter,  are  not  demon- 
strated because  of  the  limits  of  resolution  of  pres- 
ently available  scanning  instruments.  Large  an- 
eurysms are  seen  as  a collection  of  radioactive  ma- 
terial because  of  the  blood  contained  within  the 
aneurysm.  On  the  basis  of  the  scan  alone  it  is  im- 
possible to  establish  the  diagnosis  of  aneurysm 
with  certainty.  Tumors  and  abscesses  also  give 
the  same  appearance  on  a scan. 

Arteriovenous  malformations  are  usually  dem- 
onstrated except  for  very  small  ones.  Those  oc- 
curring on  the  cerebral  convexity  present  them- 
selves as  spherical  lesions  similar  to  a tumor. 
However,  they  are  associated  with  a crescent  of  in- 
creased radioisotope  concentration  over  the  sur- 
face of  the  brain  representing  the  hypertrophied 
supplying  arteries  and  draining  veins.  Such  le- 
sions may  be  diagnosed  on  the  basis  of  brain  scan- 
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ning.  Deep-seated  arteriovenous  malformations 
are  indistinguishable  from  tumors  on  brain  scans. 

Radionuclide  flow  study  helps  in  differentiating 
these  vascular  lesions  from  most  tumors.  The 
rapid  circulation  and  the  early  appearance  of  the 
venous  drainage  on  rapid  serial  imaging  of  the 
brain  is  usually  indicative  of  the  presence  of  an  ar- 
teriovenous malformation. 

Pneumoencephalography.  Pneumoencepha- 
lography is  rarely  helpful  in  the  diagnosis  of  these 
lesions.  A very  large  aneurysm  may  act  as  a mass 
lesion  and  may  thus  be  demonstrated  on  an  air 
study.  This  is  particularly  true  in  aneurysms  oc- 
curring around  the  sella  turcica  where  they  may  be 
mistaken  for  a suprasellar  or  parasellar  tumor. 
Angiography  is  necessary  to  establish  the  precise 
nature  of  these  lesions.  Arteriovenous  malforma- 
tion occurring  over  the  surface  of  the  brain  may  re- 
sult in  focal  cerebral  atrophy  giving  some  indica- 
tion that  an  arteriovenous  malformation  may  be 
present.  Again,  angiography  is  necessary  to  estab- 
lish the  precise  diagnosis. 

Cerebral  angiography.  Cerebral  angiography 
is  extremely  important  in  the  diagnosis  and  man- 
agement of  intracranial  aneurysms  and  arteriove- 
nous malformations.  It  is  certainly  indispensable 
in  the  diagnosis  of  these  lesions  and  plays  an  im- 
portant part  in  determining:  (1)  operability,  (2)1 

the  type  of  surgical  approach  most  appropriate,  (3)1 
selection  of  the  optimum  time  for  surgery,  and  (4) 
evaluation  of  the  result  postoperatively. 


Intracranial  aneurysms 

Aneurysms  are  localized  outpouchings  on  th( 
wall  of  vessels,  generally  at  a branching  of  a vessel 
It  is  felt  to  be  caused  by  weakening  of  the  wall  ii 
that  area.  Most  of  them  are  thought  to  be  of  con 
genital  origin;  however,  they  may  be  acquired. 

Location.  Eighty  per  cent  of  intracranial  aneu 
rysms  occur  in  the  carotid  circulation  and  20  pe 
cent  in  the  posterior  circulation  supplied  by  th- 
vertebral  arteries.  About  15  to  20  per  cent  of  pa 
tients  with  intracranial  aneurysms  have  more  that 
one  aneurysm.  These  figures  vary  somewhat  de 
pending  on  the  series.  The  percentage  of  aneu 
rysms  in  the  posterior  circulation  and  the  numbe  j 
of  individuals  with  multiple  aneurysms  have  in  I 
creased  in  recent  years  as  more  and  more  patientl  j 
are  subjected  to  angiography  that  includes  bot  i 
carotid  arteries  and  one  or  both  vertebral  arteries  | 

The  most  common  site  of  intracranial  aneurysi  | 
is  the  distal  internal  carotid  artery  at  the  origin  < | 
the  posterior  communicating  artery,  commonly  r< 
(erred  to  as  posterior  communicating  artery  anei 
rysm  (Fig.  1).  Approximately  one  third  of  aneu 
rysms  occur  in  this  area.  Many  of  these  are  bila  I 
eral,  although  only  one  may  be  symptomatic  at  tl 
time  the  angiogram  is  performed.  The  anteri< 
communicating  artery,  that  is,  the  junction  of  tl 
anterior  cerebral  and  anterior  communicating  a 


1774  New  York  State  Journal  of  Medicine  /September  1974 


FIGURE  1.  (A)  Small  posterior  communicating  artery  aneurysm  seen  arising  from  distal  internal  carotid  artery  projecting 

posteriorly  and  interiorly.  Note  marked  spasm  on  distal  internal  carotid  in  this  area  and  elevation  of  anterior  choroidal  ar- 
tery and  middle  cerebral  artery  by  small  localized  mass  lesion  representing  cerebral  edema  and  probably  small  intracere- 
bral hematoma  involving  temporal  lobe.  (B)  Same  patient  after  clipping  of  posterior  communicating  artery  aneurysm. 
Note  absence  of  aneurysm  on  this  examination  and  improvement  of  caliber  of  distal  internal  carotid  artery. 


tery  is  the  next  most  frequent  site,  with  approxi- 
mately one  fourth  of  them  found  here  (Fig.  2). 
The  proximal  portion  of  the  middle  cerebral  artery 
: is  next  in  order  of  frequency  (Fig.  3).  These  aneu- 
rysms occur  frequently  at  the  first  trifurcation  in 
the  anterior  portion  of  the  sylvian  fissure,  this  site 
accounting  for  approximately  10  to  15  per  cent  of 
?u4  all  intracranial  aneurysms.  In  the  posterior  circu- 
' lation,  the  distal  portion  of  the  basilar  artery  is  the 
most  frequent  site  of  aneurysm,  with  the  origin  of 
j-the  posterior-inferior  cerebellar  artery  the  next  in 
■Jfl  frequency. 

if*  Aneurysms,  however,  may  occur  at  any  bifurca- 
tion of  an  intracranial  vessel.  The  circle  of  Willis 
and  the  arteries  immediately  adjacent  to  it  are 
most  frequently  involved.  Peripheral  portions  of 
the  anterior,  middle,  and  posterior  cerebral  arte- 
’ ries  or  their  branches  are  uncommon  sites  of  con- 

• genital  aneurysms.  Mycotic  aneurysms,  however, 

• occurring  secondary  to  an  inflammatory  process 
most  frequently  involve  peripheral  branches. 

r?  Size.  Most  intracranial  aneurysms  are  small, 
measuring  0.5  to  1.5  cm.  in  size,  but  some  are  truly 
r i of  giant  proportions,  such  as  the  anterior  commun- 
‘ icating  artery  aneurysm  shown  in  Figure  4A.  This 
aneurysm  was  so  large,  that  on  the  pneumoen- 
cephalogram it  presented  itself  as  a suprasellar 
Amass  lesion  causing  posterior  and  inferior  displace- 
ment of  the  anterior  end  of  the  third  ventricle  and 


partial  obstruction  of  the  foramen  of  Monroe  re- 
sulting in  hydrocephalus. 

Collateral  circulation.  The  circulatory  pat- 
tern in  the  region  of  the  aneurysm  must  be  careful- 
ly evaluated  before  the  surgical  plan  is  formulated. 
This  is  particularly  important  in  the  case  of  anteri- 
or communicating  artery  aneurysms.  At  times, 
both  anterior  cerebral  arteries  receive  their  blood 
supply  from  only  one  of  the  carotid  arteries.  The 
anterior  communicating  artery  is,  therefore,  ex- 
tremely important  in  these  individuals  as  a means 
of  supplying  the  anterior  cerebral  artery  on  the 
other  side.  Clipping  of  the  anterior  communicat- 
ing artery  in  such  a patient  will  deprive  the  oppo- 
site anterior  cerebral  artery  of  its  blood  supply,  re- 
sulting in  an  infarct  distal  to  the  clip.  Such  infor- 
mation must  be  made  available  to  the  neurosur- 
geon contemplating  surgical  intervention. 

Spasm.  Spasm  is  an  important  consideration. 
Subarachnoid  hemorrhage  is  frequently  followed 
by  localized  or  generalized  spasm  involving  the 
intracranial  arteries.  This  is  usually  more  pro- 
nounced in  the  vicinity  of  the  aneurysm  itself  (Fig. 
1A).  As  a result,  the  brain  distal  to  the  aneurysm 
may  be  completely  or  partially  deprived  of  blood 
supply  and  may  undergo  infarction.  The  evalua- 
tion of  the  presence  or  absence  of  vascular  spasm 
will  enable  the  neurosurgeon  to  select  the  proper 
time  for  surgical  intervention.  Surgery  carries  a 
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FIGURE  2.  Anterior  communicating  artery  aneurysm  with 
excellent  cross  flow  of  contrast  material  from  right  to  left. 
No  significant  spasm  or  mass  effect  in  region  of  this  aneu- 
rysm. 

significantly  greater  risk  in  the  patient  whose 
blood  supply  is  already  compromised  by  spasm. 

If  the  spasm  is  localized  and  severe  enough,  the 
aneurysm  itself  may  fail  to  fill  leaving  the  precise 
etiology  of  the  intracranial  hemorrhage  in  doubt. 
Under  such  circumstances,  repeating  the  angio- 
gram in  seven  to  ten  days  will  allow  the  spasm  to 
subside,  and  the  aneurysm  may  then  be  readily 
identifiable  on  the  second  angiogram. 

Mass  effect.  Frequently,  there  is  a localized 
mass  effect  in  the  region  of  an  aneurysm  i Pig.  1 A ). 
This  indicates  that  bleeding  into  the  surrounding 
brain  has  occurred  resulting  in  an  intracerebral 
hematoma,  usually  with  cerebral  edema  as  well. 
In  the  case  of  anterior  communicating  artery  aneu- 
rysm, the  hematoma  usually  involves  one  of  the 
frontal  lobes;  in  the  case  of  middle  cerebral  artery 
aneurysm,  it  usually  localizes  to  the  temporal  lobe 

FIGURE  3.  Middle  cerebral  artery  aneurysm  located  at 
first  trifurcation  on  middle  cerebral  artery  in  anterior  lip  of 
sylvian  fissure.  Note  marked  spasm  of  all  the  intracranial 
vessels  but  particularly  those  in  vicinity  of  aneurysm. 
There  is  elevation  of  middle  cerebral  arteries  indicating 
mass  lesion,  intracerebral  hematoma  in  anterior  portion  of 


temporal  lobe.  (A)  Anteroposterior  projection.  (B)  Later 
al  projection. 
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FIGURE  4.  (A)  Giant  anterior  communicating  artery  aneu- 

rysm. Lesion  actually  is  larger  than  that  depicted  here 
since  posterior  aspect  of  it  is  filled  with  blood  clots.  (B) 
Pneumoencephalogram  on  same  patient  shows  posterior 
and  inferior  displacement  of  anterior  end  of  third  ventricle 
and  moderate  degree  of  hydrocephalus  indicating  that  an- 
eurysm acts  as  mass  lesion  causing  partial  or  intermittent 
obstruction  of  lateral  ventricles. 

on  the  affected  side.  In  the  case  of  multiple  intra- 
cranial aneurysms,  the  location  of  focal  spasm  and 
mass  effect  will  enable  the  neuroradiologist  to  de- 
termine which  aneurysm  bled  recently. 


The  aneurysm  itself  may  present  itself  as  a mass 
lesion.  One  must  be  particularly  careful  in  con- 
sidering this  possibility  when  the  diagnosis  of  a 
supra-  or  parasellar  mass  lesion  is  made  on  an  air 
study  (F'ig.  4).  The  diagnosis  of  an  aneurysm  will 
certainly  alter  the  management  of  a supra-  or  par- 
asellar mass  lesion. 

Rarely,  the  bleeding  occurs  in  such  a fashion 
that  subdural  hematoma  results.  Under  these  cir- 
cumstances, the  rupture  of  the  intracranial  aneu- 
rysm and  the  subdural  hematoma  are  likely  to  be 
the  cause  rather  than  the  effect  of  the  head  trauma 
which  may  be  the  complaint. 

Postoperative  angiography 

This  helps  in  evaluating  the  results  of  the  surgi- 
cal procedure.  It  is  essential  that  the  aneurysm  be 
entirely  ligated  or  clipped  at  the  time  of  surgery. 
It  is  possible,  however,  for  such  a procedure  to  be 
partially  or  totally  unsuccessful.  If  this  is  recog- 
nized, a second  surgical  procedure  may  be  neces- 
sary to  accomplish  the  desired  result,  thereby  less- 
ening the  chances  of  a repeat  hemorrhage. 

Arteriovenous  malformation.  Arteriovenous 
malformations  are  actually  short  circuits  between 
the  arterial  and  venous  side  of  the  circulation.  In- 
stead of  the  blood  going  through  the  normal  capil- 
lary bed,  it  is  shunted  directly  from  the  arterial  to 
the  venous  side  through  dilated  vessels.  Since  the 
blood  flow  follows  the  path  of  least  resistance,  this 
results  in  an  increase  in  flow  rate  through  the  ab- 
normal shunt,  the  increased  volume  of  blood  re- 
sulting in  enlargement  of  the  feeding  arteries  and 
draining  veins.  The  circulation  time  is  extremely 
rapid  through  such  a shunt  as  compared  with  nor- 
mal circulation. 

Approximately  65  per  cent  of  intracranial  arte- 
riovenous malformations  occur  over  the  cerebral 
hemispheres,  20  per  cent  in  the  posterior  fossa, 
and  15  per  cent  deep  in  or  near  midline  structures. 
Cerebral  angiography  is  essential  to  establish  the 
precise  pattern  of  arterial  supply  and  venous 
drainage  of  the  lesion.  Because  of  the  rapid  circu- 
lation through  such  a lesion,  serial  angiography 
with  films  taken  at  the  rate  of  two  or  even  four 
films  per  second  is  desirable  to  accomplish  this. 

Since  frequently  more  than  one  major  artery 
contributes  blood  supply  to  an  intracranial  arte- 
riovenous malformation,  examination  of  all  possi- 
ble feeding  arteries  must  be  performed  including 
both  carotid  arteries  and  at  least  one  vertebral  ar- 
tery. On  cerebral  angiography,  an  arteriovenous 
malformation  is  characterized  by  one  or  more  hy- 
pertrophied feeding  artery,  a tangle  of  enlarged  di- 
lated vessels  (the  malformation  itself),  and  at  least 
one  but  usually  several  dilated  tortuous  draining 
veins.  Since  such  malformations  are  probably 
congenital  and  present  for  prolonged  periods  of 
time,  they  tend  not  to  be  space  occupying.  Unless 
recent  hemorrhage  or  cerebral  edema  is  present, 
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FIGURE  5.  (A)  Arteriovenous  malformation  in  thoracic  spinal  canal  demonstrated  by  selective  catheterization  of  fifth  left 

intercostal  artery.  Malformation  seen  as  tortuous  vessel  in  midline  within  spinal  canal.  (B)  Same  malformation  a few 
seconds  later  showing  very  slow  circulation  in  this  particular  malformation  which  extended  from  fifth  down  to  ninth  thorac- 
ic vertebrae. 


the  midline  structures  show  little,  if  any,  displace- 
ment. 

The  neuroradiologist  may  be  called  on  to  work 
with  the  neurosurgeon  in  removing  the  arteriove- 
nous malformation  from  the  circulation.  Angiog- 
raphy performed  in  the  operating  room  during  the 
operation  helps  to  identify  remaining  blood  supply 
and  venous  drainage  that  must  be  ligated  and  re- 
moved for  the  procedure  to  be  successful.  Recent- 
ly, embolization  of  arteriovenous  malformation 
has  been  utilized  in  the  management  of  these  le- 
sions. This  involves  the  selective  catheterization 
of  the  arterial  supply  of  the  malformation  and  the 
introduction  of  the  appropriate-sized  emboli  to  oc- 
clude the  supplying  arteries. 

Postoperative  angiography  is  necessary  to  evalu- 
ate the  results  of  the  surgical  procedure.  Fre- 
quently, the  artery  that  previously  supplied  the 
malformation  becomes  significantly  smaller  in  size 


in  a matter  of  a few  weeks.  The  malformation  it-  I 
self  does  not  fill  after  successful  surgical  proce- 
dure, and  the  veins  are  also  absent. 

In  approximately  10  per  cent  of  patients  with 
subarachnoid  hemorrhage,  the  source  of  the  bleed- 
ing is  not  established  radiographically.  In  some  of 
these  individuals,  the  cause  may  be  traumatic  rup-  ,| 
ture  of  small  vessels,  in  others  rupture  of  very 
small  aneurysm  or  arteriovenous  malformations 
which  are  then  not  demonstrable  radiographically.  I 
A few  patients  in  this  group  have  an  arteriovenous 
malformation  in  the  spinal  canal  that  bleeds  into 
the  subarachnoid  space.  Such  a spinal  arteriove-  |f] 
nous  malformation  is  shown  in  Figure  5.  These  | 
lesions  require  angiography  by  selective  catheter- 1 
ization  of  the  intercostal  arteries  which  supply  the  j 
malformation. 
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The  pressure  prevailing  in  the  aneurysmal  sac 
causes  its  gradual  enlargement  and  eventual  rup- 
ure.  Direct  measurement  of  this  pressure  in  pa- 
ients  is  hazardous  because  of  the  innate  danger  of 
nserting  a needle  or  catheter  through  the  aneurys- 
nal  wall,  all  too  ready  to  rupture  at  the  slightest 
rauma.  However,  measurement  of  the  pressure 
n feeding  arteries  from  the  carotid  arteries  in  the 
leek  to  components  of  the  circle  of  Willis  and  even 

• .mailer  vessels  in  the  brain  is  technically  feasible. 
}uch  investigations  were  carried  out  by  a number 
>f  research  groups.  The  data  presented  here  are 
>ased  on  the  results  of  Sweet,  Sarnoff,  and 
^akay,1  as  well  as  Bakay  and  Sweet.2 

Change  in  pressure 

In  previous  reports  we  have  described  the 
•hanges  in  pressure  occurring  in  the  internal  carot- 
d artery  distal  to  occlusion  of  either  the  common 
>r  the  internal  carotid  arteries  ipsilaterally  or  of 

• he  carotid  contralaterally,  using  the  Sanborn  elec- 
romanometer  as  a recorder  through  a 22-gauge 

• leedle  inserted  in  the  lumen  of  the  vessel.1,2  The 
iverage  drop  of  arterial  pressure  on  proximal  oc- 
■lusion  of  the  internal  carotid  artery  was  50  per 

•f  ent,  the  remaining  pressure  having  obviously 
)een  maintained  by  collateral  circulation  from  the 

"f  >ther  side  and  the  basilar-vertebral  system.  A 
Irop  of  carotid  pressure  of  such  magnitude  was 
veil  tolerated  by  the  great  majority  of  patients, 
vhile,  on  the  other  hand,  a remaining  pressure  of 
>nly  20  to  30  per  cent  of  the  original  indicated 
)oor  collateral  circulation  and  severe  reduction  of 
low  to  the  ipsilateral  hemisphere  resulting  in  a 
jreat  risk  of  infarction. 

Individual  measurement  of  pressure  in  the  in- 
ernal  and  external  carotid  arteries  revealed  that 
ilthough  there  usually  is  no  significant  circulation 
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FIGURE  1.  1 and  5:  free  flow  in  cervical  internal  carotid 

artery;  2 and  4:  common  carotid  occlusion;  3:  common 
and  external  carotid  occlusion. 


I 2 


^CERVICAL  INT  CAROTID-#  SMALL  FRONTAL  CORTICAL—* 


1 ARTERY 

FIGURE  2.  Free  flow  in  each  of  two  arteries  noted  with 
additional  occlusion  of  the  common  carotid  artery  (1  and 
2).  Although  pressure  during  free  flow  in  small  cortical  ar- 
tery was  only  72  per  cent  of  that  in  cervical  internal  carot- 
id, percentage  fall  of  pressure  in  two  arteries  was  identi- 
cal.2 

from  the  internal  into  the  external  carotid  arteries, 
or  vice  versa,  occasionally  a “steal”  occurs  in  either 
direction  (Fig.  1). 

These  pressure  measurements  also  showed  that 
the  rapid  injection  of  contrast  material  during  an- 
giography does  not  create  a distally  propagated 
pressure  wave  in  the  carotid  system,  and,  conse- 
quently, carotid  arteriography  does  not  result  in 
increased  pressure  within  the  aneurysm. 

Subsequently,  the  pressure  in  smaller  intracra- 
nial arteries  was  studied  after  the  insertion  of  a 
27-gauge  needle. 

It  became  apparent  that  there  was  a large  fall  in 
pressure  even  in  small  arteries  on  the  superolateral 
surface  of  the  cerebral  hemisphere  when  the  ipsila- 
teral common  carotid  artery  was  closed.  Accord- 
ingly, we  concentrated  our  attention  on  these  ves- 
sels. Measurements  were  made  in  the  supracli- 
noid  portion  of  the  intracranial  carotid,  in  the  an- 
terior cerebral  trunk  at,  or  just  beyond,  the  genu  of 
the  corpus  callosum,  and  in  one  of  the  main  mid- 
dle cerebral  branches  in  the  sylvian  fissure.  The 
principal  fact  emerging  from  the  hundreds  of  indi- 
vidual pressure  readings  available  is  that  the  per- 
centage fall  in  systolic  pressure  on  closure  of  the 
common  carotid  in  the  neck  is  essentially  the  same 
in  all  of  the  intracranial  branches  of  the  artery  as 
it  is  in  the  trunk  in  the  neck  immediately  distal  to 
the  site  of  closure  (Fig.  2). 

With  the  flow  unimpeded,  the  systolic  pressure 
gradient  is  one  of  slow  fall  through  the  range  of  the 
arterial  sizes  studied  so  that  the  pressure  in  the 
small  cerebral  arteries  is  not  far  below  that  in  the 
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FIGURE  3.  Full-scale  pressures  during  free  flow  in  each 
of  three  arteries  noted  except  that  under  brackets  at  1 , 2, 
and  4 common  carotid  artery  in  neck  was  occluded,  and 
that  at  3 integrated  mean  pressure  was  recorded.2 

common  carotid.  Hence,  the  absolute  figures  on 
carotid  closure  also  differ  but  little  between  neck 
and  cerebrum.  In  the  supraclinoid  portion  of  the 
internal  carotid  artery,  systolic  and  diastolic  pres- 
sures are  almost  the  same  as  in  the  neck.  The 
same  was  true  for  pressures  in  the  anteriormost 
part  of  the  anterior  cerebral  arteries,  as  well  as  in 
the  middle  cerebral  trunk.  Only  when  we  entered 
the  smaller  arteries  running  on  the  lateral  surface 
of  the  frontal,  parietal,  and  temporal  lobe  was  the 
pressure  consistently,  even  though  slightly,  lower. 
In  the  temporal  branches  we  measured  the  pres- 
sures averaged  86  per  cent  of  that  in  the  common 
carotid  ranging  from  82  to  91  per  cent.  In  the 
frontal  branches  the  average  was  82  per  cent  of 
that  in  the  carotid  ranging  from  72  to  88  per  cent, 
and  in  the  pietal  branches  the  average  was  82  per 
cent  with  a range  of  65  to  92  per  cent  (Fig.  3). 

In  the  group  of  large  vessels  studied  intracran- 
ially,  anterior  cerebral  and  internal  carotid  arte- 
ries, the  percentage  of  the  original  pressure  left  on 
closure  of  common  carotid  actually  averaged  1 per 
cent  lower  than  the  fall  just  distal  to  the  occlusion 
in  the  common  carotid  artery  itself.  In  the  small- 
er vessels  on  the  surfaces  of  frontal,  parietal,  and 
temporal  lobes  the  percentage  of  the  original  pres- 
sure remaining  averages  1 per  cent  higher  than 
that  in  the  cervical  carotid  just  distal  to  the  point 
of  occlusion.  The  striking  deduction  emerges  that 
measurements  of  fall  in  pressure  in  the  carotid  ar- 
tery in  the  neck  just  beyond  an  occlusion  of  the 
vessel  will  give  a precise  indication  of  the  fall 
which  will  occur  through  the  ipsilateral  carotid 
tree,  at  least  in  all  arteries  greater  than  0.5  mm.  in 
outside  diameter. 

Results 

From  a clinical  point  of  view,  these  results  indi- 
cate that  the  pressure  in  the  feeding  artery  of  an 
aneurysm  decreases  significantly  on  ligation  of  the 
ipsilateral  carotid  artery  in  the  neck,  and  a similar 
reduction  within  the  aneurysmal  sac  can  also  be 
assumed.  This,  in  turn,  would  prevent  further  en- 
largement and  subsequent  rupture  of  the  aneu- 
rysm. Indeed,  until  the  recent  perfection  in  tech- 
nique of  direct  surgery  on  the  aneurysm,  cervical 
carotid  artery  ligation  was  practiced  with  good  re- 
sults, particularly  in  aneurysms  arising  from  the 
intracranial  carotid  artery,  most  frequently  at  the 


junction  of  the  internal  carotid  and  posterior  com- 
municating arteries,  a frequent  site  for  berry  aneu- 
rysms. The  success  of  this  procedure  was  demon- 
strated by  the  fact  that  late  secondary  bleedings 
were  rare  in  the  carotid  ligated  group,  although 
they  did  occur  on  occasion.  The  reduction  of  the 
size  of  the  aneurysm  was  demonstrated  by  angiog- 
raphy and  by  the  frequent  disappearance  of  oculo- 
motor palsy  caused  by  the  pressure  of  the  enlarg- 
ing aneurysm  on  the  adjacent  third  nerve. 

However,  complications  caused  by  ligation  of 
the  common  or  internal  carotid  arteries  were  not 
infrequent  resulting  in  contralateral  hemiplegia 
and  aphasia  when  on  the  left  side  and  occasional 
death.  The  remaining  pressure  of  30  per  cent  or 
less  in  the  artery  distal  to  ligation  made  safe  occlu- 
sion of  the  artery  impossible.  On  the  other  hand, 
a high  (80  per  cent)  remaining  pressure  indicated 
that  the  collateral  circulation  is  too  abundant  to 
make  cervical  carotid  ligation  effective  as  far  as 
the  aneurysm  is  concerned.  The  method  was  ob- 
viously ineffective  in  aneurysm  of  the  anterior 
communicating  artery  which  obtained  its  blood 
supply  usually  from  both  carotid  systems. 

Recent  statistics  revealed  that  direct  oblitera- 
tion of  internal  carotid  aneurysms  in  expert  hands, 
which  excludes  the  possibility  of  subsequent  hem- 
orrhage, carries  a lower  percentage  or  mortality 
and  morbidity  rate  (5  per  cent)  than  carotid  liga- 
tion (10  to  20  per  cent).  Still,  carotid  ligation  has 
to  be  considered  in  otherwise  poor  operative-risk 
patients  or  in  the  occasional  patient  who  refuses 
intracranial  intervention. 

Although  aneurysms  revealed  no  further  growth 
in  size  and  even  an  occasional  reduction  of  size  fol 
lowing  carotid  ligation,  the  much  hoped-foi 
thrombosis  of  the  aneurysm  very  rarely  occurs 
Actually,  the  pattern  of  flow  and  the  pressure  tha 
makes  the  aneurysm  eventually  rupture  is  quit< 
different  from  that  prevailing  in  the  feeding  ar 
tery.  Most  frequently  the  rupture  occurs  at  th< 
dome  of  the  aneurysm,  the  point  farthest  remot 
from  its  origin  from  the  parent  vessel.  Bloo< 
passes  from  a narrow  tube  into  a wider  one  and 
according  to  bernoulli’s  principle,  the  velocity  o 
flow  decreases  and  the  lateral  pressure  increases. 
Very  great  increases  in  tension  may  occur  in  th 
wall  of  the  dilated  vessels  even  while  the  bloo< 
pressure  remains  unaltered.  German  and  Black 
demonstrated  considerable  turbulence  within  th 
aneurysmal  sac.  In  addition,  blood  enters  the  ar 
eurysm  with  a jet  action  of  considerable  magn 
tude.  It  is  now  apparent  that  free  jet  action  repn 
sents  a potent  stress  agent  on  matter  in  its  patl 
Calculated  velocities  of  free  jets  range  up  to  47 
cm.  per  second.5  This  jet  action  is  likely  to  hit  tl 
fundus  of  the  sac.  The  characteristics  of  the  or 
fice  have  a definite  relation  to  the  quantity  and  vi 
locity  of  blood  flowing  into  and  out  of  the  sa 
The  quantity  is  directly  proportional  to  the  an 
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and  velocity.  As  far  as  the  very  important  jet  ac- 
tion is  concerned,  it  has  been  estimated  that  the 
area  of  orifice  available  for  unidirectional  flow  in- 
cluding the  jet  effect  is  only  about  one-third  the 
actual  area.  Within  the  aneurysmal  chamber,  the 
velocity  is  inversely  proportional  to  the  volume.6 
Black  and  German6  determined  that  the  larger  the 
volume  in  proportion  to  the  orifice  the  more 
sluggish  will  be  the  flow  and  the  longer  the  blood 
will  remain  within  the  chamber.  This  factor,  of 
; course,  favors  intra-aneurysmal  clotting,  and  it 
also  supports  the  practical  observation  that  small 
aneurysms  rupture  frequently  while  so-called 
giant  aneurysms  rarely  do  so.  The  general  conclu- 
sion at  the  present  time  is  that  rupture  of  the  an- 
eurysm is  caused  by  pressure  fluctuations  associ- 
ated with  pulsatile  flow,  resulting  in  mechanical 
fatigue  of  the  wall. 

Summary 

The  average  drop  in  systolic  pressure  to  50  per 
cent  of  the  original  level  after  occlusion  of  the  in- 
ternal carotid  artery  suggests  that  such  occlusion 
has  therapeutic  value  in  the  treatment  of  aneu- 
rysms of  this  artery  if  for  one  reason  or  another 
the  patient  is  not  a suitable  candidate  for  intracra- 
nial surgery.  A fall  in  pressure  of  30  per  cent  of 
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The  ultimate  goal  of  any  surgical  treatment  for 
intracranial  aneurysms  is  to  prevent  bleeding  and 
is  best  achieved  by  obliteration  of  the  aneurysm.1" 
3 Therefore,  ligation  of  the  common  or  internal 
carotid  artery  in  the  neck  can  only  be  considered 
an  indirect  method  of  treatment.  However,  cervi- 
cal carotid  ligation  is  indicated  in  the  treatment  of 
infraclinoid  aneurysms  and  in  some  patients  with 
a high  surgical  risk.  The  reduction  in  blood  flow 
and  the  decrease  in  intra-arterial  pressure 
achieved  by  the  cervical  ligation  may  lead  tO'a  re- 
duction in  size  or  thrombosis  of  the  aneurysm. 

Methods  developed  for  the  direct  treatment  of 
intracranial  aneurysms  are: 
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the  original  level  or  less  indicates  a hazardously 
poor  collateral  circulation  and  is  usually  not  toler- 
ated. With  the  flow  free,  the  pressure  in  the 
intracranial  internal  carotid  artery  and  its  main 
branches  is  virtually  the  same  as  that  in  the  cervi- 
cal carotid.  Pressures  within  the  smaller  intracra- 
nial branches  average  about  80  per  cent  of  that  in 
the  carotid.  Circulation  within  the  aneurysm  is 
characterized  by  turbulence  and  jet  action.  Rup- 
ture of  the  aneurysm  is  caused  by  changes  in  arte- 
rial pressure  within  the  sac  resulting  in  mechanical 
fatigue  of  the  wall. 
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1.  Clipping  or  ligation  of  the  neck  of  the  aneu- 
rysm.3-5 

2.  Reinforcement  of  aneurysm  wall  by  coating  with 
various  plastic  or  other  materials.6-8 

3.  The  induction  of  thrombosis  or  coagulation 
within  the  aneurysm  by  various  means  and  stereotax- 
ic procedures.9 

This  report  presents  the  personal  experience 
with  50  consecutive  patients  whose  cerebral  aneu- 
rysms were  treated  by  clipping  of  the  aneurysm. 
Some  observations,  their  clinical  course,  and  the 
operative  results  of  these  patients  are  analyzed 
and  discussed. 

Ancillary  aids  to  surgery 

Detailed  preoperative  arteriographic  studies  in- 
cluding special  views,  subtraction  films,  and  pref- 
erably magnification  are  an  absolute  must.  To 
achieve  maximum  results  in  the  operative  treat- 
ment of  aneurysms  the  following  ancillary  meth- 
ods during  craniotomy  are  employed: 

1.  Spinal  drainage 

2.  Hypertonic  solution 

3.  Hyperventilation 

4.  Hypothermia 

5.  Induced  controlled  hypotension 

6.  Magnification 

7.  Micro-instruments  and  assortment  of  aneurysm 
clips 
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TABLE  I.  Distribution  of  aneurysms 


Location 

Number 

Per  Cent 

Male 

Female 

-Side- 

Right 

Left 

Multiple 

Deaths 

ICA 

7 

13 

3 

4 

3 

4 

2 

1 

ICPCA 

24 

46 

8 

16 

14 

10 

5 

4 

ACA 

15 

28 

7 

8 

6 

6 

3 

1 

MCA 

7 

13 

5 

2 

5 

2 

Totals 

53 

100 

23 

30 

28 

22 

10 

6 

ICA  = internal  carotid  artery,  ICPCA  = internal  carotid  posterior  communicating  artery,  AC  A = anterior  cerebral  artery  complex,  and  MCA  = 
middle  cerebral  artery. 


8.  Plastic  or  other  coating  material 

The  use  of  these  adjuncts  decreases  brain  vol- 
ume, affords  a better  exposure  of  a dry  operative 
field  with  less  retraction,  and  allows  safer  manipu- 
lation of  a less  taut  aneurysm  with  accurate  dissec- 
tion of  the  neck  for  proper  clipping.  The  magnifi- 
cation and  the  excellent  lighting  of  the  operative 
microscope  enhances  the  recognition  of  important 
arteries  and  perforating  branches  and  prevents  the 
inadvertent  occlusion  of  these  vessels  during  dis- 
section. These  aids  complement  the  ultimate  sur- 
gical results  and  sequelae. 

Hypotension  is  avoided  in  patients  over  sixty 
years  of  age  or  in  the  presence  of  other  medical 
contraindications.  Also,  hypothermia  is  not  in 
routine  use  anymore. 

For  the  proper  evaluation  of  surgical  results, 
postoperative  arteriography  is  necessary  to  dem- 
onstrate complete  or  incomplete  obliteration  of 
the  aneurysm  and  an  occasional  complete  failure.10 
The  demonstration  of  postoperative  vascular 
spasm,  the  development  of  hydrocephalus,  the  in- 
advertent obliteration  of  parent  or  adjacent  ves- 
sels, and  the  condition  of  the  intracranial  vessels 
in  general  are  all  of  prognostic  interest. 

Analysis  of  material 

Location.  Fifty  patients  had  intracranial  sur- 
gery for  clipping  or  ligation  of  53  cerebral  aneu- 
rysms. The  location  of  the  intracranial  aneurysms 
in  the  anterior  portion  of  the  circle  of  Willis  and 
other  data  are  listed  in  Table  I.  Comparing  the 
figures  on  the  distribution  of  aneurysms  in  this  se- 
ries with  other  reports,  two  observations  are  strik- 
ing.5,11,12  One  is  the  high  incidence  of  ICPCA  (in- 
ternal carotid-posterior  communicating  artery)  an- 
eurysms (45  per  cent)  and  the  rather  low  figure  of 
13  per  cent  for  MCA  (middle  cerebral  artery)  an- 
eurysms. The  male  to  female  ratio  is  about  even 
in  all  groups  except  in  cases  of  ICPCA  where  it  is  2 
females  to  1 male.  Multiple  aneurysms  were 
found  in  10  patients  which  represents  an  incidence 
of  20  per  cent. 

Subarachnoid  hemorrhage.  In  12  cases  of 
aneurysm  no  definite  history  or  evidence  of  bleed- 
ing was  encountered.  These  patients  presented 
either  other  complaints  and  symptoms  or  in  a few 
instances  t he  aneurysm  was  an  incidental  finding. 


Thirty-six  cases  had  one  subarachnoid  hemor- 
rhage, and  2 patients  had  a definite  history  of  two 
and  three  bleeds  respectively.  One  patient  sur- 
vived four  hemorrhages  before  surgical  treatment 
was  undertaken.  Therefore,  the  incidence  of  sub- 
arachnoid hemorrhage  as  an  initial  symptom  in 
this  study  was  78  per  cent.13 

Timing  of  surgery.  Depending  on  the  clinical 
condition  of  the  patient,  most  of  them  were  oper- 
ated on  between  the  first  and  second  week  of  their 
last  bleed.  Twenty-five  patients  were  operated  on 
between  the  fifth  and  twenty-fourth  day  following 
their  last  bleed.  Patients  with  no  definite  history 
of  a previous  hemorrhage  or  with  other  neurologic 
symptoms  were  operated  on  electively  depending 
on  their  clinical  condition. 

Age.  The  age  of  the  patients  correlated  with 
the  accepted  incidence  from  the  literature  and 
ranged  from  sixteen  to  sixty-eight  years  of  age.J 
However,  among  the  50  patients  in  this  study  10 
patients  were  sixty  years  and  older,  an  incidence  of 
20  per  cent.  Hugosson14  reported  on  the  consider- jj 
ations  of  the  upper-age  limit  for  surgical  treatment 
and  quoted  an  incidence  of  14  per  cent  above  sixty 
years  in  his  series.  This  corresponds  with  the  16 
per  cent  incidence  of  aneurysms  found  among 
those  with  subarachnoid  hemorrhage  in  that  agf 
group.  In  his  report  the  mortality  rate  and  mor- 
bidity was  9 per  cent  each  in  comparison  with  id 
mortality  rate  of  20  per  cent  in  this  study.  Thest 
results  still  compare  more  favorably  with  earlie.'l 
reports  on  mortality  rates  of  21  to  50  per  cent  fo.' 
patients  over  sixty  years  of  age  and  is  also  favor 
able  to  only  a 19  per  cent  five-year  survival  rah 
with  conservative  management.13  In  the  consider 
ation  for  the  operative  treatment  of  aneurysm  ii 
the  elderly  the  clinical  condition  has  to  be  critical 
ly  evaluated.  Contraindications  for  surgery  art 
( 1 ) evidence  of  advanced  arteriosclerosis  in  the  ar 
teriogram,  (2)  arterial  hypertension  in  associatioi 
with  arteriosclerosis,  and  (3)  prolonged  initial  on 
consciousness  following  the  subarachnoid  bleed.14® 

Location  of  aneurysms 

ICA  (internal  carotid  artery  aneurysm 

Seven  patients  had  aneurysms  on  the  internal  ctf 
rotid  artery  either  supraclinoid  in  location  or  i 
the  area  of  the  bifurcation.  Reportedly,  anei 
rysms  of  the  ICA  occur  in  a younger-age  group  an 
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FIGURE  1.  Operative  view  of  aneurysm  of  internal  ca- 
rotid-posterior communicating  artery.  Dome  of  aneurysm 
(A)  is  seen  to  be  very  thin  and  indenting  third  nerve  (n).  (o 
= optic  nerve,  i = internal  carotid  artery). 

accordingly  1 patient  was  sixteen  years  and  anoth- 
er twenty-three  years  of  age.  The  youngest  pa- 
tient here,  a sixteen-year-old  black  male,  had  mul- 
tiple aneurysms  in  addition  to  sickle-cell  anemia. 
Only  the  one  aneurysm  considered  to  be  the  source 
of  bleeding  was  operated  on.  Another  patient  in 
this  group  with  visual  symptoms  was  found  to 
have  bilateral  giant  aneurysms  of  the  ICA  and 
ophthalmic  artery  junction. 

Internal  carotid-posterior  communicating 
artery  aneurysm.  The  group  of  23  patients  with 
ICPCA  aneurysms  was  the  largest  in  this  series  (46 
per  cent)  (Fig.  1).  Five  patients  had  multiple  an- 
eurysms. One  patient  had  three  aneurysms  suc- 
cessfully operated  on,  and  in  another  patient  two 
aneurysms  were  clipped.  As  expected,  9 in  this 
group  and  one  aneurysm  of  the  ICA  presented 
symptoms  of  third-nerve  palsy  as  their  initial  neu- 
rologic symptom  alone  or  in  association  with  sub- 
arachnoid hemorrhage.15  The  incidence  of  preop- 
erative third-nerve  palsy  in  this  series  was  33  per 
cent.  Postoperatively  all  the  third-nerve  palsies 
recovered.  Only  1 patient  with  a large  aneurysm 
developed  temporary  third-nerve  palsy  postopera- 
tively after  clipping. 

One  patient  had  temporal  lobe  seizures  postop- 
eratively, and  a sixty-six-year-old  woman  devel- 
oped mild  dysphasia  after  clipping  of  a right 
ICPCA  aneurysm.  Among  other  operative  com- 
plications were  a subdural  and  an  intracerebral  he- 
matoma. 

ACA  (anterior  cerebral  artery  aneurysm 
complex).  Aneurysms  at  the  anterior  cerebral  or 
anterior  communicating  artery  complex  were  en- 
countered in  14  patients,  and  in  1 patient  the  an- 
eurysm was  located  at  the  junction  of  the  perical- 
losal and  callosomarginal  arteries  (Fig.  2).  Three 
patients  had  multiple  aneurysms,  and  1 had  a 
giant  aneurysm.  In  another  patient  with  a trau- 
matic subdural  hematoma  the  aneurysm  was  con- 
sidered a coincidental  finding  and  not  the  source 


FIGURE  2.  Large  multilobulated  aneurysm  of  anterior 
communicating  artery;  c = internal  carotid  artery,  a = left 
anterior  cerebral  artery  supplying  both  hemispheres,  A = 
aneurysmal  sac,  and  o = optic  nerve. 


of  the  hematoma. 

As  pointed  out  in  the  literature,  aneurysms  of 
the  ACA  have,  owing  to  their  location,  a higher  in- 
cidence of  pre-  and  postoperative  morbidity  mani- 
fested in  frequent  confusion,  memory  loss,  and 
mental  dysfunction. 1’13-16-1'7  These  observations 
have  to  be  considered  in  evaluating  operative  re- 
sults. 

MCA  (middle  cerebral  artery  aneurysm). 

There  were  only  5 patients  with  MCA  aneurysms 
in  that  group,  and  2 additional  patients  were  in  the 
multiple  aneurysm  category  (Fig.  3).  As  expected 
with  aneurysms  in  this  location,  2 had  associated 
intracerebral  hematoma.  These  were  the  only  sig- 
nificant intracerebral  hematomas  due  to  ruptured 
cerebral  aneurysm  encountered  in  the  entire  se- 
ries. 

Giant  aneurysms.  Three  women  had  giant  an- 
eurysms. One  was  located  at  the  ICPCA  and 
caused  temporal-lobe  and  grand-mal  seizures.  A 
mild  temporary  third-nerve  palsy  developed  after 
clipping  of  the  aneurysm,  and  the  seizures  dimin- 
ished. The  other  aneurysm  originated  from  the 
right  ACA  and  had  bled  two  years  previously  re- 
sulting in  severe  dysphasia  and  a moderate  severe 
right  hemiparesis.  She  had  progressive  signs  and 
symptoms  of  obstructive  hydrocephalus.  The 
giant  aneurysm  measuring  at  least  4 cm.  in  diame- 
ter obstructed  the  third  ventricle.  The  right  ACA 
was  clipped  and  the  aneurysm  partially  resected, 
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FIGURE  3.  Operative  view  of  aneurysm  of  middle  cere- 
bral artery.  Aneurysm  is  bilobed,  and  thin  wall  of  larger 
one  is  translucent. 


resulting  in  release  of  the  obstruction  and  quite  an 
amazing  improvement  in  the  patient’s  condition. 
The  third  patient,  as  mentioned  previously,  had 
bilateral  aneurysms  at  the  ICA-ophthalmic  artery 
and  had  visual  loss  and  visual  field  defects.  The 
giant  one  on  the  right  side  showed  calcification  of 
the  aneurysmal  wall  on  plain  skull  films  (Fig.  4). 

Giant  aneurysms  are  often  encountered  in  the 
supra-  or  parasellar  regions  originating  from  the 
internal  carotid  artery  and  give  rise  to  signs  of 
compression  of  the  optic  nerve  or  chiasm.18’19 
They  may  also  cause  signs  of  increased  intracrani- 
al pressure  and  may  be  associated  with  pituitary 
insufficiency.  More  often  they  cause  symptoms  of 
space-taking  lesions  than  of  subarachnoid  hemor- 
rhage. At  arteriography  the  actual  size  of  the  an- 
eurysm may  not  be  visualized  owing  to  frequent 
partial  thrombosis  of  the  aneurysmal  sac.  Be- 
cause of  their  different  symptoms,  the  indication 
and  choice  of  surgery  for  giant  aneurysms  differs 
from  that  of  normal-sized  aneurysms.20 

Multiple  aneurysms  and  vascular  anomalies. 
Ten  patients  or  20  per  cent  in  this  study  were 
found  to  have  multiple  aneurysms.  This  figure 


FIGURE  4.  Right  carotid  arteriogram  of  giant  Aneurysm 
of  internal  carotid-ophthalmic  artery.  Huge  aneurysmal 
sac  acts  as  space-taking  lesion  displacing  major  arteries, 
optic  nerves,  and  chiasm.  (A)  Lateral  view.  (B)  Antero- 
posterior view. 
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TABLE  II.  Operative  results 


Study* 

Number  of 
Patients 

Per  Cent 

f 

, 

Number 

Per  Cent 

Number 

Per  Cent 

Number  PerCent 

ICA 

1 

7 

14 

5 

72 

1 

14 

1 

14 

2 

24 

10 

20 

84 

2 

8 

2 

8 

3 

ICPCA 

1 

23 

46 

17 

74 

2 

9 

4 

17 

2 

64 

28 

54 

84 

7 

11 

3 

5 

3 

249 

24 

49 

25 

ACA 

1 

15 

30 

11 

73 

3 

20 

1 

7 

2 

95 

41 

82 

86 

10 

11 

3 

3 

3 

281 

39 

43 

32 

MCA 

1 

5 

10 

5 

100 

0 

0 

2 

48 

21 

35 

73 

8 

17 

5 

10 

3 

228 

45 

43 

17 

* 1 = present  study,  2 = Krayenbiihl  el  al.,*  and  3 = Sah aetal.1* 


correlates  quite  well  with  other  reports. 13-17-21 
Only  2 patients  had  their  multiple  aneurysms  op- 
erated on,  as  mentioned  previously.  The  other 
multiple  aneurysms  encountered  were  usually  of 
smaller  size  and  considered  to  he  of  no  immediate 
threat  to  the  patient’s  life.22 

A woman  with  a treated  right  ACA  aneurysm 
had  another  small  aneurysm  at  the  bifurcation  of 
the  left  ICA.  She  has  been  followed  with  arteriog- 
raphy over  a period  of  five  years,  and  no  change  in 
its  size  has  been  observed.  Later  on  she  was 
i found  to  have  an  additional  aneurysm  at  the  basi- 
i lar  artery  which  was  successfully  operated  on  by  C. 

: G.  Drake,  M.D.,  London,  Ontario. 

One  “aneurysm  de  novo”  was  found  in  this 
! study.  A fifty-three-year-old  woman  had  a cervi- 
cal carotid  ligation  in  1965  for  a left  ICPCA  aneu- 
rysm. Bilateral  carotid  arteriograms  at  that  time 
: revealed  no  further  aneurysms.  Eight  years  later 
another  aneurysm  on  the  right  ICPCA  had  devel- 
oped, and  she  had  symptoms  of  third-nerve  palsy. 

A patient  with  an  ICPCA  aneurysm  had  a per- 
sistent trigeminal  artery  on  the  same  side.  No  as- 
sociated cerebral  arteriovenous  malformations 
were  encountered  in  this  series. 

Morbidity 

The  majority  of  the  patients  operated  on  were 
improved  considering  the  preoperative  neurologic 
and  mental  status.  Only  3 patients  in  this  study 
showed  considerable  postoperative  neurologic  def- 
icit; one  of  them  was  physically  intact  preopera- 
tively.  The  postoperative  conditions  were  primar- 
ily due  to  severe  arterial  spasm  or  thrombosis. 
The  other  sequelae  were  of  minor  degree  and  tem- 
porary. Among  the  surgical  complications  was  1 
subdural  and  1 intracerebral  hematoma;  both  re- 
covered completely  following  evacuation  of  the  he- 
matoma. 

Although  the  literature  quotes  the  incidence  of 
associated  intracerebral  hematomas  with  rupture 


of  intracranial  aneurysm  as  up  to  50  per  cent,  the 
incidence  in  this  study  was  surprisingly  very  low. 
Only  two  significant  intracerebral  hematomas 
were  found  in  association  with  MCA  aneurysms. 
A low  incidence  of  15  per  cent  of  intracerebral  he- 
matomas was  also  quoted  by  Yasargil  et  al.23 

In  4 patients  the  obliteration  of  the  aneurysm 
was  found  to  be  incomplete  by  postoperative  arte- 
riography and  required  reoperation.10  Three  of 
them  recovered  uneventfully  while  1 patient  died 
as  a consequence  of  the  reoperation.  A sixty-year- 
old  man  was  successfully  operated  on  for  an 
ICPCA  aneurysm  two  months  following  a cerebro- 
vascular accident,  and  another  patient  was  com- 
pletely asymptomatic  following  ligation  of  an 
MCA  artery  aneurysm  with  postoperative  angio- 
graphically  demonstrated  occlusion  of  the  middle 
cerebral  artery. 

Hydrocephalus.  In  this  study  the  develop- 
ment of  postoperative  hydrocephalus  was  demon- 
strated in  only  2 patients.  * Neither  of  them  re- 
quired a shunt  procedure.  In  Yasargil  et  al.  ’s23  se- 
ries of  280  aneurysms  10  per  cent  developed  post- 
operative hydrocephalus,  and  all  were  shunted. 
They  observed  a higher  incidence  of  postoperative 
hydrocephalus  in  aneurysms  of  the  anterior  and 
middle  cerebral  arteries.  Two  thirds  of  these  pa- 
tients had  two  or  more  subarachnoid  hemorrhages, 
and  as  an  additional  factor  an  incidence  of  50  per 
cent  of  associated  intracerebral  hematomas  was 
observed  in  these  cases.  Others  report  an  even 
higher  incidence  of  postoperative  hydrocephalus. 

Results 

Of  the  50  patients  operated  on  76  per  cent  had 
excellent  results.  They  were  returning  either  to 
their  usual  work  or  lived  a normal  life  without  re- 
strictions. Of  the  12  per  cent  who  remained  dis- 
abled, only  in  3 of  the  6 patients  was  the  disability 
attributable  to  surgery.  In  the  other  3 the  disabil- 
ity followed  the  subarachnoid  bleed  and  was  of  a 
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* 1 = present  study,  2 = Krayenbiihl  et  a/.,5  and  3 = Sahs  et  a/.13 


minor  degree.  Although  they  were  not  employed, 
they  have  no  physical  handicap  and  are  able  to 
take  care  of  themselves.  The  increased  disability 
seen  with  aneurysms  of  the  ACA  complex  as  in 
this  series  is  supported  by  the  literature  (Table 
jj)  5,13,17  Intracerebral  hematomas  due  to  rupture 
of  the  aneurysm  also  carry  higher  disability  espe- 
cially in  aneurysms  of  the  MCA. 

The  overall  surgical  mortality  rate  in  this  study 
was  12  per  cent  which  compares  favorably  with 
other  large  series  where  the  mortality  rates  range 
from  5 to  17  per  cent  (Table  III).11*12’24  Of  partic- 
ular note  is  the  fact  that  the  highest  mortality  rate 
occurred  with  ICPCA  aneurysms  in  contrast  with 
other  reports  in  which  MCA  aneurysms  carry  the 
higher  mortality  rate. 5,11,24  Among  the  6 deaths  5 
occurred  in  the  first  25  patients  with  a mortality 
rate  of  20  per  cent.  In  the  second  25  patients 
there  was  only  one  death  with  a mortality  rate  of  4 
per  cent. 

The  utilization  of  controlled  hypotension  and 
magnification  during  dissection  of  the  aneurysm 
proved  essential  and  the  most  significant  recent 
adjuncts  to  the  surgical  procedure.  These,  togeth- 
er with  the  operative  experience  in  the  treatment 
of  cerebral  aneurysms,  may  well  reflect  the  de- 
crease in  the  mortality  rate  and  the  overall  results 
in  this  study. 

Summary 

Fifty  patients  had  intracranial  surgery  for  clip- 
ping of  53  cerebral  aneurysms.  The  distribution 
and  location  of  the  intracranial  aneurysms  at  the 
anterior  portion  of  the  circle  of  Willis  and  some 
clinical  observations  are  discussed. 

The  incidence  of  multiple  aneurysms  and  the  in- 
cidence of  subarachnoid  hemorrhage  as  the  initial 
symptoms  correlated  closely  to  other  reports. 
Thirty-three  of  the  patients  with  internal  carotid 
artery  aneurysms  and  internal  carotid-posterior 
communicating  artery  aneurysms  presented  symp- 
toms of  third-nerve  palsy,  and  3 patients  had  giant 
aneurysms.  Patients  sixty-years  of  age  and  older 
represented  20  per  cent  of  this  series. 

Depending  on  the  clinical  condition  of  these  pa- 
tients, most  of  them  were  operated  on  between  the 
first  and  second  week  of  their  last  bleed.  Con- 
trolled hypotension  and  magnification  during  dis- 
section of  the  aneurysm  proved  essential  and  the 


most  significant  recent  adjuncts  to  the  surgica 
procedure. 

Excellent  functional  recovery  occurred  in  76  pe: 
cent  of  the  50  patients;  12  per  cent  were  disabled 
and  the  surgical  mortality  rate  was  also  12  pe: 
cent.  The  results  obtained  here  compare  favor 
ably  with  other  large  series  on  the  surgical  treat 
ment  of  cerebral  aneurysms. 
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Next  to  congenital,  intracranial  aneurysms  arte- 
riovenous malformations  are  the  second  most  fre- 
quent cerebrovascular  anomalies.  Ferret  and 
Nishioka,1  in  their  analysis  of  the  cooperative  an- 
eurysm study,  found  an  incidence  of  6.5  aneurysm 
to  1 arteriovenous  malformation. 

Arteriovenous  malformations  are  congenital 
local  maldevelopments  of  the  primitive  vascular 
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FIGURE  1.  Right  brachial  arteriogram  demonstrating  me- 
dium-size arteriovenous  malformation  in  parietal  lobe. 
Malformation  is  mainly  supplied  by  enlarged  middle  cere- 
bral artery  and  drains  through  one  large  cortical  vein  which 
enters  the  superior  sagittal  sinus.  (A)  Anteroposterior 
view.  (B)  Lateral  view. 


plexus  of  the  head  which  take  place  in  the  early 
embryo.  The  lesion  is  caused  by  a failure  in  the 
proper  development  of  the  capillary  system  which 
normally  intervenes  between  the  arteries  and 
veins.  Therefore,  blood  is  shunted  directly  from 
the  arterial  into  the  venous  system  leading  to 
gradual  enlargement  of  the  communications.2 
The  malformation,  therefore,  represents  a perpet- 
uation of  primitive  arteriovenous  communications, 
a shunt  normally  relaced  by  intervening  capillary 
network.1  Consequently,  arteries  and  veins  dilate 
for  proper  drainage,  and  collateral  vessels  develop 
adding  to  the  mass  of  the  evolving  lesion  which 
eventually  presents  a conglome/ation  of  abnormal 
arteries  and  veins  of  considerable  size  (Fig.  1). 
These  poorly  formed  vessels  with  thin,  friable 
walls  carry  arterial  blood  under  high  pressure  and 
consequently  continue  to  distend.  Although  arte- 
riovenous malformations  represent  no  growths, 
they  may  enlarge  by  expansion  of  the  vessels  and 
dilatation.  The  increased  circulatory  demand  of 
the  arterial  trunk  may  extend  backward  and  in- 
volve the  heart.  The  adjacent  brain  and  brain  tis- 
sue at  a distance  may  be  robbed  of  its  normal 
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blood  supply,  and  the  resulting  chronic,  hypoxic 
state  produces  gliosis  and  degeneration. 

Size  and  location 

The  size  of  the  arteriovenous  malformation  may 
vary  considerably  from  small  “cryptic”  lesions  to 
extremely  large  malformations  involving  the  entire 
hemisphere.  Malformations  measuring  less  than 
2 cm.  in  diameter  are  considered  small,  and  lesions 
more  than  6 cm.  in  diameter  are  considered  large.3 
Most  of  the  reports  deal  with  medium-sized  and 
large  lesions. 

The  malformations  are  generally  wedge  shaped 
with  the  base  of  the  mass  on  the  cortical  surface 
and  the  apex  pointing  toward  the  ventricle.  They 
may  even  communicate  with  malformed  vessels  in 
the  choroid  plexus.  The  lesions  occur  predomi- 
nately supratentorially  and  on  the  surface  and 
more  frequently  in  the  frontal,  temporal,  and  pari- 
etal lobes  and  to  a lesser  degree  in  the  occipital 
lobe.  Deep  arteriovenous  malformations  involve 
the  basal  ganglia,  thalamus,  midbrain,  and  in  rare 
occasions  the  corpus  callosum  and  may  extend 
into  the  cerebral  ventricles  and  orbit.4  They  are 
located  infratentorially  in  about  12  per  cent.  Ex- 
tensive lesions  may  involve  more  than  one  cerebral 
lobe  or  extend  over  the  entire  hemisphere. 

Any  major  cerebral  artery,  single  or  in  various 
combinations,  may  contribute  to  the  arteriovenous 
malformation,  but  in  two  thirds  of  the  patients  the 
middle  cerebral  artery  participated  in  the  blood 
supply  to  the  malformation.5’6  Occasionally  the 
arteries  of  the  opposite  hemisphere  and  extracere- 
bral arteries  also  supply  the  angioma.  The  venous 
drainage  occurs  either  through  dilated  central 
veins  or  through  enormous  cortical  channels  enter- 
ing the  venous  sinus. 

The  increase  in  bulk  of  the  arteriovenous  mal- 
formations in  time  may  be  explained  by  “silent” 
hemorrhages  through  rupture  of  a small  vessel 
which  causes  a small  area  of  adjacent  hemorrhagic 
degeneration.  The  absorptive  process  in  that  area 
decreases  the  support  of  the  adjacent  angiomatous 
vessel  and  can  lead  to  further  rupture.4 

The  occasional  presence  of  an  intracranial  aneu- 
rysm in  association  with  arteriovenous  malforma- 
tions may  be  explained  by  the  increased  blood  (low 
causing  abnormal  stress  on  the  cerebral  vessel  in- 
volved. 

Age  and  onset 

In  many  reports  on  the  occurrence  of  arteriove- 
nous malformations  males  predominate.3-4’6  In 
about  two  thirds  of  all  cases  the  first  symptom  ap- 
pears before  the  thirtieth  year  of  life,  and  four 
fifths  of  all  patients  manifest  symptoms  before  the 
fourth  decade.5  Women  in  child  bearing  age  were 
found  to  have  an  increased  tendency  of  the  malfor- 
mations to  bleed  during  pregnancy.7  Arteriove- 
nous malformations  may  be  symptom  less  for  the 


rest  of  their  lives  and  may  not  be  discovered. 
They  are  also  apt  not  to  enlarge  progressively  in 
patients  over  fifty  years  of  age  and  even  may  un- 
dergo slight  regression  owing  to  spontaneous 
thrombotic  occlusion.2 

Symptomatology 

The  most  frequent  symptom  in  patients  with  ar- 
teriovenous malformations  is  a subarachnoid  or 
intracerebral  hemorrhage.  The  incidence  of  hem- 
orrhage in  various  reports  ranges  from  42  to  78  per 
cent.2,6,8,9  The  seriousness  of  the  hemorrhage  is 
generally  not  as  great  as  from  a cerebral  aneurysm 
but  may  cause  a greater  neurologic  deficit.10 
Small  angiomas  have  a higher  incidence  of  hemor- 
rhage, and  cerebellar  and  brain-stem  lesions  al- 
ways bleed.3  Repeat  hemorrhages  sometimes 
occur  after  several  years’  interval  and  occur  in 
about  25  per  cent.1’5’6’8 

Epilepsy  is  the  next  frequent  symptom,  and  its 
incidence  is  reported  in  15  to  32  per  cent  of  the 
cases.3,8  In  some  patients  hemorrhage  and  epilep- 
sy are  the  symptoms.  Epilepsy,  as  an  initial 
symptom,  is  more  frequently  encountered  in  large 
angiomas  and  in  lesions  located  in  the  parietal 
lobe.  Seizures  may  initially  be  present  as  focal 
seizures  and  later  become  generalized,  and  some- 
times epilepsy  is  exceptionally  difficult  to  control 
with  medication. 

Other  frequent  symptoms  are  migraine  head- 
aches or  nonspecific  headaches.  They  often  occur 
unilaterally.  Although  headaches  may  not  be  the 
initial  symptom,  they  occur  sometime  during  the 
course  of  the  illness  and  are  present  in  about  60 
per  cent.  Angiomas  near  the  occipital  lobe  tend  to 
produce  complaints  of  migraine  headaches  and 
may  be  associated  with  contralateral  visual  phe- 
nomena. 

Other  symptoms  include  various  neurologic  def- 
icits such  as  slowly  progressive  hemiparesis  or  pro- 
gressive mental  deterioration.  The  focal  neuro- 
logic signs  are  due  most  likely  to  pressure  of  pulsa- 
tions, reduced  blood  flow,  hematoma,  or  arterial 
spasm.3  A bruit  may  be  heard  in  some  patients 
with  large  malformations  or  frequently  in  the  pres- 
ence of  migraine  headaches  or  epilepsy  and  in 
cases  where  the  external  carotid  artery  partici- 
pates in  the  blood  supply  of  the  malformation.1’4  8 
Occasionally  signs  of  increased  intracranial  pres- 
sure and  papilledema  are  observed.  However, 
many  patients  remain  clinically  silent  for  decades 
or  manifest  only  nonspecific  signs.11  Associated 
cardiovascular  abnormalities  include  rising  pulse 
pressure,  left-sided  cardiac  hypertrophy,  or  cardi-l 
ac  failure.4  Signs  of  cardiac  failure  are  frequently 
the  first  symptoms  in  infants  and  children  with 
large  vascular  malformations. 

Diagnosis 

Among  the  investigations  plain  skull  films  are 
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normal  in  the  majority  of  cases.  Abnormalities 
seen  include  increased  vascularity,  abnormal  calci- 
fications, pineal  shift,  or  signs  of  increased  intra- 
cranial pressure. 2,4,12  Chest  x-ray  films  may  re- 
veal cardiac  enlargement  or  strain  secondary  to 
large  malformations.  Electroencephalogram  find- 
ings are  frequently  nonspecific  hut  can  be  lateral- 
izing  and  may  show  either  diffuse  or  focal  abnor- 
malities.6,12 Pneumoencephalography  and  ven- 
triculography, when  carried  out,  may  show  posi- 
tive findings  by  demonstrating  either  a mass  with- 
in the  cerebral  hemisphere,  a protrusion  into  the 
ventricular  system  with  deep-seated  lesions,  ven- 
tricular dilatation,  or  cerebral  atrophy  at  the  site 
of  the  arteriovenous  malformation. 

Most  large  arteriovenous  malformations  are 
demonstrated  by  a typical  abnormal  uptake  in  the 
brain  scan  and  changes  in  the  isotope  cerebral  flow 
study.  The  most  important  diagnostic  procedure, 
however,  is  cerebral  angiography  which  may  re- 
quire a four-vessel  study  to  demonstrate  the  entire 
malformation  and  its  contributing  arteries. 
Sometimes  large  arteriovenous  malformations  are 
difficult  to  demonstrate  in  their  entirety  owing  to 
the  rapid  flow  and  the  great  arteriovenous  shunt- 
ing within  the  malformation  which  also  carries  and 
rapidly  dilutes  the  contrast  medium.10 

Treatment 

Few  authors  still  advise  conservative  manage- 
ment of  cerebral  arteriovenous  malformations 
based  on  their  often  mild  symptoms  and  slow  pro- 
gression.13,14 Another  treatment  in  the  past  has 
been  the  use  of  deep  radiation  therapy  which  has 
definitely  proved  useless.4  Ligation  of  the  cervical 
carotid  artery  not  only  proved  ineffective  but  may 
be  dangerous  because  of  the  increased  demand  of 
blood  flow  through  the  malformation  and  the  pos- 
sible severe  deprivation  of  adequate  circulation  to 
parts  of  the  brain  other  than  the  malformation.2,11 
Clipping  or  ligation  of  cerebral  vessels  entering  the 
malformation  is  an  acceptable  alternative  for  oth- 
erwise inoperable  lesions  but  is  ineffective  as  a 
permanent  treatment  since  it  is  not  obliterating 
the  angioma,  and  new  vessels  are  being  opened  in 
due  time  to  supply  the  blood  demand  for  the  arte- 
riovenous malformation.  Rebleeding  after  these 
procedures  has  occurred.  The  use  of  intraopera- 
tive angiography  in  this  procedure  may  increase 
the  effectiveness  of  the  operation.3 

Certain  otherwise  inoperable  malformations 
may  be  helped  by  embolization  with  silastic 
spheres.  The  angle  of  the  branching  arteries  is 
important  for  their  success.  This  procedure,  how- 
ever, carries  a rather  high  rate  of  complications. 
These  include  spasm  of  the  internal  carotid  artery, 
thrombosis  of  the  tip  of  the  catheter,  passage  of 
the  emboli  into  normal  arteries  or  passage  through 
the  malformation,  and  finally  the  proximal  arrest 
of  the  emboli  before  the  malformation.15 


FIGURE  2.  Operative  view  of  arteriovenous  malforma- 
tion. Conglomeration  of  numerous  enlarged  cortical  arte- 
ries on  surface  can  be  seen  divided  by  a meandering  enor- 
mously dilated  draining  vein  (V). 

There  has  been  an  increasing  expression  in  re- 
cent publications  that  the  most  effective  and  most 
desirable  treatment  of  arteriovenous  malforma- 
tions is  their  total  excision  especially  with  the  re- 
cent advancements  and  magnification  in  surgery. 
Indications  for  the  resection  of  the  arteriovenous 
malformation  is  their  occurrence  in  silent  and  non- 
essential  areas  of  the  brain  even  if  they  are  asymp- 
tomatic. Also  arteriovenous  malformations  locat- 
ed in  functionally  important  areas  but  symptom- 
atic and  all  of  those  which  bled  should  be  operated 
on.  The  coexistence  of  a hematoma  is  a distinct 
indication  for  removal  of  hematoma  and  associ- 
ated malformation.  Cerebellar  lesions  also  can  be 
removed.  Asymptomatic  or  symptomatic  angio- 
mas located  in  important  areas  which  extend  over 
more  than  two  lobes  and  those  deep  in  the  basal 
ganglia  should  not  be  operated  on.3  A consider- 
ation of  the  surgical  risk  against  the  potential  gain 
in  a relatively  asymptomatic  lesion  may  favor 
against  a surgical  approach.7,11 

The  craniotomy  flap  should  be  fashioned  some- 
what larger  than  the  lesion.  The  dissection  of  the 
arteriovenous  malformation  is  carried  out  in  the 
contiguous  normal  brain  around  the  malformation, 
first  coagulating  or  clipping  the  arterial  feeders  en- 
tirely before  ligating  the  draining  veins  (Fig.  2). 1,12 
It  has  been  found  that  with  this  method  even  large 
extensive  malformations  and  angiomas  in  impor- 
tant cerebral  locations  can  be  excised  with  no  ad- 
ditional neurologic  deficit  and  even  more  so  with 
neurologic  improvement.  Children  tolerate  exci- 
sions of  their  arteriovenous  malformations  partic- 
ularly well.  The  surgical  excision  of  the  lesion  re- 
stores normal  circulation  and  blood  flow  to  the  in- 
volved brain,  and  the  previously  enormously  dilat- 
ed arteries  return  to  their  normal  size  (Fig.  3). 

Results 

The  mortality  rate  in  conservatively  managed 
patients  has  been  variously  reported  from  10  to  19 
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FIGURE  3.  (A)  Preoperative  right  brachial  arteriogram  of  occipital  arteriovenous  malformation.  Basilar  artery  (arrow) 

and  posterior  cerebral  artery  (arrow  head)  grossly  dilated  and  latter  is  only  feeder  to  malformation.  (B)  Postoperative  ar- 
teriogram of  same  patient  shows  lesion  excised,  but  in  particular,  decrease  in  caliber  of  posterior  cerebral  artery  (arrow 
head)  and  basilar  artery  (arrow)  compared  with  preoperative  appearance. 


per  cent  consequent  to  their  first  or  repeat  hemor- 
rhages.2’6’713 Patients  with  angiomas  untreated 
and  located  in  the  frontal,  occipital,  or  temporal 
area  have  a lower  mortality  rate  compared  with  a 
higher  mortality  rate  in  the  parietal,  central,  or  in- 
fratentorial located  malformations.14  Palliative 
procedures  were  ineffective  in  43  per  cent  of  the 
cases.4’5  The  morbidity  in  recurrent  hemorrhages 
is  quoted  as  24  per  cent.  Sixty  per  cent  of  the  sur- 
vivors recover  completely  from  their  attacks, 
whereas  a small  number  later  develop  occasional 
epileptic  seizures.1’8’13  Only  35  per  cent  of  the  pa- 
tients are  completely  intact.  Of  the  surviving  pa- 
tients 40  to  45  per  cent  have  disabling  symptoms 
either  due  to  recurrent  seizures,  hemorrhages,  or 
progressive  symptoms,  and  about  20  per  cent  have 
a definite  and  serious  neurologic  loss.  The  disa- 
bility is  due  either  to  jacksonian  seizures,  neuro- 
logic deficits  due  to  repeat  bleeding,  headaches,  or 
bruit.6 

The  morbidity  and  mortality  rate  of  patients 
whose  arteriovenous  malformations  were  com- 
pletely excised  are  lower  than  the  conservatively 
treated  patients.  The  mortality  rates  reported 
vary  from  5 to  15  per  cent.2,3,10,12  Of  the  patients 
operated  on  80  per  cent  have  good  to  excellent  re- 
sults.3,5 Only  a small  percentage  of  the  patients  (6 
per  cent)  have  been  made  worse  either  owing  to 
continued  seizures  or  to  an  increase  in  their  al- 
ready present  neurologic  deficit.3  In  18  per  cent 
of  the  patients  with  epilepsy  the  seizures  were  ei- 
ther decreased  or  completely  alleviated  by  surgery, 


and  22  per  cent  were  either  made  worse  or  new  sei- 
zures appeared.  The  disappearance  of  neurologic 
deficits  is  two  times  more  likely  with  surgery  than 
with  conservative  management.  The  working 
ability  of  the  survivors  is  also  increased  in  oper- 
ated patients.  Under  proper  circumstances  the 
operative  mortality  rate  should  be  about  5 per  cent 
and  the  morbidity  15  per  cent.2  These  figures 
compare  much  more  favorably  with  the  results  ob- 
tained in  conservatively  managed  patients. 

Summary 

The  pathophysiology,  location,  and  onset  of 
symptoms  of  cerebral  arteriovenous  malforma- 
tions are  described. 

The  symptoms  are  mainly  hemorrhage,  seizures, 
headaches,  and  progressive  neurologic  deficits. 
Epilepsy  contributes  to  the  high  incidence  of  disa- 
bility and  is  sometimes  difficult  to  control  by  med- 
ication. 

Complete  surgical  excision  is  the  treatment  of 
choice  and  is  feasible  in  most  cases  even  with  ex- 
tensive lesions  and  malformations  located  in  func- 
tional important  areas.  Surgical  excision  results 
in  the  highest  incidence  of  improvement,  complete 
recovery,  and  working  ability  and  has  the  lowest 
mortality  rate. 

Other  treatments  for  arteriovenous  malforma- 
tions proved  ineffective. 
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In  addition  to  the  usual  congenital  aneurysms  at 
the  circle  of  Willis  and  arteriovenous  malforma- 
tions of  the  cerebral  circulation,  some  traumatic 
intracranial  aneurysms  are  encountered.  These 
may  occur  either  on  large  basal  arteries  or  more 
often  on  distal,  peripheral  branches  of  cerebral 
vessels.1,2  Frequently  they  are  associated  with  se- 
vere craniocerebral  trauma  including  skull  frac- 
ture, extradural,  subdural,  or  intracerebral  he- 
matoma.3-5 In  treating  the  associated  lesions  the 
aneurysm  is  often  overlooked.  An  aneurysm  of 
the  pericallosal  artery  associated  with  closed  cra- 
nial trauma  probably  caused  by  the  edge  of  the 
falx  was  reported.6  Traumatic  aneurysms  rarely 
thrombose  but  frequently  enlarge  and  cause  de- 
layed bleeding.2  Repeat  arteriography  is  neces- 
sary for  their  diagnosis  (Fig.  I).7 

In  addition  to  aneurysms,  a variety  of  other  vas- 
cular anomalies  occur  which  may  be  supplied  pri- 
marily by  the  internal  or  external  carotid  system 
or  in  any  combination  and  with  other  extracranial 
arteries.  Many  of  these  lesions  are  associated 
with  or  follow  craniocerebral  trauma.  Various  ex- 
tracerebral vascular  anomalies  will  be  discussed  in 
this  report. 
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FIGURE  1.  Lateral  carotid  arteriogram  after  evacuation 
of  subdural  hematoma  reveals  several  small  aneurysms 
(arrow  heads)  on  peripheral,  cortical  arteries  in  temporal 
region.  Note  linear  skull  fracture  close  by. 

Carotid-cavernous  sinus  fistula 

As  the  name  implies,  carotid-cavernous  sinus 
fistula  represents  an  abnormal  connection  between 
the  internal  carotid  artery  and  the  cavernous 
sinus.  On  rare  occasions  the  fistulas  occur  be- 
tween the  internal  carotid  or  branches  of  the  ex- 
ternal carotid  artery  and  the  venous  plexus  at  the 
base  of  the  skull.8-10  In  the  majority  of  cases 
these  are  of  traumatic  origin,  but  some  occur  spon- 
taneously.8,11 Bilateral  congenital  carotid-cavern- 
ous fistulas  have  been  described  in  Ehlers-Danlos 
syndrome.12  If  the  trauma  injures  only  the  carot- 
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id  artery,  an  aneurysm  may  develop  within  the 
cavernous  sinus,13’14  and  occasionally  an  aneurysm 
develops  at  the  site  of  a successfully  treated  fistu- 
la.15 Traumatic  intracavernous  aneurysms  fre- 
quently lead  to  massive  or  even  fatal  epistaxis.16 

The  symptoms  of  a carotid -cavernous  sinus  fis- 
tula include:  a bruit  which  can  be  heard  by  the 

patient  and  frequently  by  the  examiner,  proptosis 
and  pulsation  of  the  involved  eye,  diplopia,  visual 
impairment,  and  occasionally  trigeminal  nerve  in- 
volvement.8 

The  diagnosis  is  established  by  careful,  some- 
times selective,  arteriography  of  the  external  and 
internal  carotid  arteries  with  subtraction  views. 

Treatment.  In  some  cases  a spontaneous  oblit- 
eration of  the  fistula  has  been  reported  especially 
if  the  symptoms  are  mild.11  In  general,  however, 
the  treatment  is  surgical.  The  difficulty  in  suc- 
cessfully treating  this  lesion  is  easily  borne  out  by 
the  variety  of  techniques  and  methods  described. 

Cervical  ligation  of  the  common,  external,  and 
internal  carotid  arteries  alone  has  usually  resulted 
in  a low  cure  rate.9,8  Better  results  have  been  ob- 
tained by  ligation  of  the  distal  internal  carotid  ar- 
tery above  the  cavernous  sinus  and  ligation  of  the 
proximal  carotid  artery  following  muscle  emboliza- 
tion carried  out  in  one  stage.17  The  complication 
of  visual  loss  as  a result  of  retinal  ischemia  fol- 
lowing the  trapping  procedure  lead  to  the  addition 
of  occluding  the  ophthalmic  artery.18 

Embolization  of  a large  piece  of  muscle  does  not 
pass  beyond  the  distal  internal  carotid  artery  and 
thus  obliterates  the  fistula  and  the  cavernous  seg- 
ment of  the  artery  and  eliminates  the  intracranial 
occlusion  of  the  internal  carotid  artery.19  In  an 
attempt  to  obliterate  the  fistula  a Fogarty  catheter 
is  advanced  by  x-ray  control  and  the  balloon  filled 
with  positive  contrast.13  Similarly  a piece  of  mus- 
cle marked  with  a silver  clip  is  pushed  to  the  fistu- 
la by  a Fogarty  catheter,  or  a balloon  catheter 
filled  with  positive  contrast  is  advanced  to  the  site 
for  occlusion.15’20  In  all  these  attempts,  however, 
after  proper  placement  of  the  catheter,  the  proxi- 
mal carotid  artery  has  to  be  ligated.  Aside  from 
muscle  emboli  anchored  to  ligatures  or  small  ball- 
shaped muscle  emboli  with  suture  attachment,  a 
variety  of  materials  have  been  used  for  emboliza- 
tion. These  include  pieces  of  Gelfoam  covered 
with  goldfilm,21  porcelain  beads,22  silastic  contain- 
ing steel  balls,  and  polyurethane  foam  attached  to 
monofilament  sutures.10’23  In  these  attempts  at 
embolization  the  anchoring  suture  is  secured  out- 
side the  cervical  carotid  artery  without  its  occlu- 
sion. 

Finally,  the  transcavernous  repair  of  the  ca- 
rotid-cavernous fistula  has  been  developed  and  de- 
scribed.24’25 The  advantage  of  this  technique  is 
the  direct  approach  to  the  fistula  with  repair  and 
preservation  of  the  carotid  artery  with  the  help  of 
profound  hypothermia  and  complete  circulatory 


bypass.  Knowledge  of  the  anatomy  of  the  cavern- 
ous sinus  and  the  structures  within  are  imperative 
for  the  success  of  this  procedure. 

In  this  context,  aneurysms  of  the  proximal  in- 
ternal carotid  artery  extracranially  should  be  men- 
tioned. As  congenital  lesions  they  may  occur  bi- 
laterally, but  more  often  they  are  caused  both  by 
blunt  or  penetrating  trauma  to  the  neck.26  Other 
causes  are  inflammation,  syphilis,  and  atheroscle- 
rosis.27 They  usually  present  symptoms  of  a ten- 
der, expanding  mass  causing  dysphagia  and  are 
mistakenly  diagnosed  as  peritonsillar  abscess. 
These  may  cause  epistaxis  or  bleeding  from  the 
ear,  headaches,  and  cerebral  ischemia.  The  treat- 
ment of  this  lesion  consists  in  excision  of  the  aneu- 
rysm. 

Aneurysms  or  arteriovenous 
fistula  of  meningeal  arteries 

Aneurysms  of  meningeal  arteries  are  usually  of 
traumatic  origin  and  frequently  associated  with 
subdural  or  epidural  hematoma.  An  aneurysm  of 
the  middle  meningeal  artery  may  rupture  after  a 
slight  injury  and  lead  to  extradural  hematoma.28- 
30  Congenital  aneurysms  may  occur  multiply. 
Aside  from  the  aneurysm,  a fistula  between  middle 
meningeal  artery  and  accompanying  veins  or 
greater  petrosal  or  sphenoparietal  sinus  are  ob- 
served. 

The  symptoms  include  headaches  on  the  side  of 
the  fistula,  cranial  bruit,  and  symptoms  of  the  as-  I 
sociated  hematoma.  The  diagnosis  is  established 
by  external  carotid  arteriography  and  in  cases  of 
fistula  a “railroad  track”  appearance  is  demon-  J 
strated.31  The  treatment  of  choice  is  the  excision 
of  the  aneurysm  or  the  fistulous  connection. 

Aneurysms  of  scalp 

Aneurysms  of  the  scalp  are  rare  and  occur  either 
traumatically  or  congenitally.  Traumatic  aneu- 
rysms develop  later  following  either  penetrating  or 
nonpenetrating  injury  to  the  scalp  (Fig.  2).  Con- 
genital aneurysms  are  present  at  birth  and  are  as- 
sociated with  birthmarks  and  usually  remain 
asymptomatic  until  puberty.  They  cause  disfigu-lr 
ration  of  the  scalp,  headaches,  tinnitus,  and  occa- 
sionally bleeding  and  may  be  associated  with  a 
skull  defect.32  Familial  congenital  aneurysms 
have  been  reported.  A vascular  malformation  of 
the  frontal  scalp  was  reported  to  recur  eighteen 
years  later  during  a pregnancy.33  The  diagnosis  is 
made  by  external  carotid  arteriography,  and  treat- 
ment consists  of  excision  of  the  aneurysm  or  vas- 
cular malformation. 

Extracerebral  arteriovenous  malformations 

Extracerebral  arteriovenous  malformations  art 
congenital  vascular  malformations  fed  by  enlarged 
branches  of  cerebral  and  meningeal  arteries 
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FIGURE  2.  (A)  Carotid  arteriogram  reveals  bilobed  accu- 

mulations of  contrast  material  (arrow)  consistent  with  an- 
eurysm of  scalp.  Previous  trauma  also  evident  by  linear 
skull  fracture.  (B)  Surgical  specimen  of  excised,  traumat- 
ic scalp  aneurysm. 

branches  of  the  internal  and  the  external  carotid 
. system,  and  in  various  combinations  and  may 
drain  into  any  of  the  existing  dural  or  venous  si- 
nuses (Fig.  3).34-35  The  main  symptoms  include 
bruit,  murmurs,  headaches,  emotional  changes, 
faintness,  and  occasionally  papilledema  and  sub- 
arachnoid hemorrhage.36’37  Careful  selective  arte- 
riography for  the  preoperative  definition  of  all 
feeding  vessels  is  imperative,  and  repeat  studies 
may  be  necessary. 

The  smaller  malformations  may  be  successfully 
treated  by  ligation  of  the  external  carotid  artery  or 
its  branches  and  obliteration  of  the  vessels  imme- 
diately adjacent  to  the  sinus,  sometimes  eliminat- 
ing the  whole  sinus.  The  treatment  of  the  large 

FIGURE  3 (A)  Small  extracerebral  vascular  anomaly 

supplied  by  enlarged  occipital  artery  and  draining  into 
• transverse  sinus  (common  carotid  arteriogram,  subtraction 
view).  (B)  Operative  view  of  same  patient  showing  plexus 
of  dilated,  abnormal  vasculature. 
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FIGURE  4.  Vertebral  arteriogram  (subtraction  view)  demonstrating  vertebral-venous  fistulous  communication  at  base  ol 
skull.  (A)  Lateral  view.  (B)  Posteroanterior  view. 


malformation  proved  to  be  less  successful  and 
more  complicated.  Storrs  and  King38  suggested 
embolization  and  ligation  of  the  major  feeding  ves- 
sels first  with  repeat  arteriographic  studies  and  as 
a second  procedure,  the  total  excision  of  the  mal- 
formation including  soft  tissue,  skull,  and  dura. 
This  two-stage  procedure  has  the  advantage  of  in- 
creasing the  chance  for  total  excision  of  the  mal- 
formation, minimizing  blood  loss  at  the  time  of 
total  excision  and  reducing  the  postoperative  soft- 
tissue  defect. 

Vertebral-venous  fistula 

Spontaneous  vertebral-venous  fistulas  are  most- 
ly located  suboccipitally  at  the  level  of  the  atlas 
(Fig.  4).39,40  Post-traumatic  fistulas  following 
penetrating  wounds  or  iatrogenic  following  angiog- 
raphy occur  in  the  second  segment  of  the  vertebral 
artery.41  14  The  second  segment  is  this  portion  of 
the  vertebral  artery  running  in  the  osseous  tunnel 
from  its  entrance  into  the  transverse  foramen  of 
the  sixth  cervical  vertebra  to  its  exit  from  the  fora- 
men in  the  second  cervical  vertebra.  Due  to  the 
widespread  communications  between  vertebral  ar- 
teries, the  carotid  arteries,  and  the  venous  plexus, 
these  fistulas  may  be  quite  extensive  and,  there- 
fore, difficult  to  treat. 

Symptoms  include  tinnitus,  bruit  and  thrill,  car- 
diac enlargement,  and  possible  heart  failure.  The 
fistula  may  present  a “steal  phenomenon”  and, 


therefore,  produce  symptoms  of  vascular  insuffi- 
ciency.45 Proximal  ligation  of  the  vertebral  artery 
or  trapping  of  the  fistula  is  frequently  unsuccess- 
ful due  to  the  large  collateral  circulation.  For  the 
best  surgical  result  complete  excision  of  the  fistu- 
lous communication  is  desirable. 

Vascular  malformation  of  spinal  cord 

Vascular  malformations  present  about  5 per 
cent  of  all  intraspinal  space-taking  lesions.46 
They  present  symptoms  of  racemose  vascular  mal- 
formations lying  intradural,  subarachnoid  and  fre- 
quently extramedullary  (Fig.  5). 47 

Two  clinical  courses  in  their  symptomatology 
can  be  observed:  (1)  a slowly  progressive  course 

with  signs  of  cord  compression  and  (2)  apoplectic 
with  sudden  onset  of  pain  and  in  a short  perioc 
followed  by  numbness  and  weakness  of  the  ex- 
tremities.48 Intermittent  paraparesis  may  be  at- 
tributed to  occlusive  vascular  disease.49  The  vas-’ 
cular  malformation  may  cause  compression  of  the 
spinal  cord  or  a “steal  syndrome”  and  is  frequently 
associated  with  adhesive  or  cystic  arachnoiditis 
In  a high  percentage  of  cases  a wrong  diagnosis  has 
been  made  based  on  the  clinical  impression.4 
Vascular  malformations  of  the  cervical  regior 
which  bleed  are  extremely  difficult  to  differential 
from  intracranial  bleeding  due  to  the  rapid  spreac 
of  blood  into  the  intracranial  cavity. 

Myelography,  especially  in  supine  position,  maj 
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-IGURE  5.  Operative  exposure  of  extensive  vascular 
nalformation  of  thoracic  spinal  cord.  Serpentine  loops  of 
lilated,  abnormal  vessels  on  surface  of  spinal  cord  can 
easily  be  recognized.  Feeding  artery  enters  at  the  fourth 
lorsal  vertebra  level  and  is  pointed  out  by  white  arrow. 

irouse  suspicion  of  a vascular  malformation,  but  a 
lefinite  diagnosis  with  demonstration  of  the  ex- 
ent  and  all  the  feeding  vessels  of  the  malforma- 
ion  can  only  be  made  by  careful,  selective  spinal 
ngiography. 

The  best  results  have  been  obtained  by  partial 
»r,  when  feasible,  complete  surgical  removal  of  the 
ascular  malformation.50  Selective  intradural  li- 
ation  or  artificial  embolization  of  the  feeding  ar- 
eries  have  been  successful  in  certain  cases.51’52 

Conclusion 

All  of  the  various  vascular  lesions  already  de- 
cribed  in  detail  receive  their  blood  supply  from 


intracranial  or  extracranial  arteries  or  in  various 
combinations  thereof.  They  are  either  congenital 
in  nature  or  occur  in  association  with  trauma  and 
present  distinct  clinical  symptoms.  These  lesions 
require  skillful  and  detailed  radiologic  investiga- 
tions for  their  diagnosis  and  are  best  treated  by 
surgical  obliteration  or  total  excision  of  the  vascu- 
lar malformation. 

462  Grider  Street 
Buffalo,  New  York  14215 
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Clinical  Clues 


— The  carcinoid  syndrome  consists  of  recurrent  attacks  of  flushing,  chronic  diarrhea,  intermittent  abdominal  cramps  j 
bronchospasm,  occasional  cardiac  endocardial  and  valvular  lesions  of  the  right  side,  and  pellagra-like  skin  changes. 

— The  cutaneous  flushing  occurs  chiefly  in  the  face  and  neck  and  is  the  most  common  and  often  the  earliest  manifes 
tation  of  this  syndrome. 

— Precipitating  stimuli  for  the  flushing  episodes  include  ingestion  of  food,  alcohol,  emotional  upsets,  defecation 
physical  activity,  manipulation  of  tumors,  and  intravenous  administration  of  catecholamines. 

— Patients  with  intestinal  carcinoid  may  develop  pulmonic  stenosis,  tricuspid  regurgitation,  and  tricuspid  stenosis 
alone  or  in  combination. 

— The  heart  lesions  associated  with  bronchial  carcinoid  are  uncommon  and  involve  only  the  mitral  and  aortic  valves. 

- — With  ileal  carcinoid,  cardiac  involvement  is  not  observed  in  the  absence  of  hepatic  metastases. 

— Some  patients  with  carcinoid  have  attacks  of  dyspnea  and  wheezing  indistinguishable  from  bronchial  asthma  | 
Others  experience  constricting  sensations  in  the  chest  and  recurrent  paroxysms  of  coughing.  Also,  dependent  edem<| 
is  common,  even  in  the  absence  of  cardiac  disease. 

— Concurrent  endocrine  disorders  such  as  Cushing’s  syndrome  and  pleuroglandular  adenomastosis  may  occur. 

— Typical  functioning  malignant  carcinoid  develops  from  a small  primary  of  the  distal  third  of  the  ileum.  Other  site | 
of  origin  include  the  small  bowel  elsewhere,  Meckel’s  diverticulum,  stomach,  colon,  bronchus,  bile  ducts,  pancreas 
and  ovary. 

Appendiceal  carcinoids  rarely  metastasize,  and  rectal  carcinoids  are  nonfunctioning.  Approximately  40  per  cent  o| 
rectal  carcinoids  are  malignant.  Even  though  extensive  hepatic  metastases  occur  with  rectal  carcinoid,  signs  of  thf 
malignant  carcinoid  syndrome  due  to  excessive  secretion  of  serotonin  are  usually  not  detected. 

Even  when  metastases  are  present  at  the  time  of  initial  diagnosis,  the  mean  survival  time  of  patients  with  carcil 
noids  is  approximately  five  years,  considerably  longer  than  that  of  patients  who  have  the  more  common  gastrointesti| 
nal  cancers. 

NATHANIEL  SHAFER,  M.I 
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Left  Thigh  Mass 


Case  history 

J.  Gu,  M.D,*:  A seventy-year-old  man  was  first 
seen  at  the  Syracuse  Veterans  Administration 
Hospital  in  1972  for  a complaint  of  transient  apha- 
sia. On  physical  examination  a large  mass  was 
noted  in  his  left  thigh.  The  patient  stated  that 
the  painful  mass  had  first  appeared  in  1968  fol- 
lowing minor  trauma  and  had  been  progressively 
increasing  in  size  over  the  past  four  years.  The 
mass  was  biopsied  in  1968  with  the  pathologic  in- 
terpretation of  the  biopsy  specimen  being  “myosi- 
tis with  perivascular  inflammation.” 

Detailed  examination  of  the  thigh  showed  a 
slightly  tender,  fusiform,  firm  7 by  10-cm.  fixed 
mass  situated  2 cm.  inferior  to  the  left  greater  tro- 
chanter. Small  shotty  lymph  nodes  were  palpable 
in  both  groins. 

Results  of  laboratory  examinations  including 
blood  count,  urinalysis,  blood  chemistries,  blood 
glucose,  and  chest  roentgenogram  were  normal. 
Roentgenograms  of  the  left  femur  were  then  ob- 
tained, and  subsequently  a left  femoral  arterio- 
gram was  performed. 

Edward  W.  Carsky,  M.D.b  Roentgenogram  of 
the  proximal  left  femur  shows  a large  soft  tissue 
mass  located  mainly  on  the  lateral  aspect  of  the 
thigh  (Fig.  1).  The  mass  is  neither  calcified  nor 
ossified  nor  is  it  radiolucent.  The  outer  cortex  of 
the  adjacent  femur  is  thinned  and  shows  areas  of 
periosteal  hone  proliferation.  The  cortical  thin- 
ning of  the  femur  appears  to  be  due  to  the  pres- 
sure effect  of  the  enlarging  mass  rather  than  to  in- 
trinsic involvement  of  the  bone  itself.  The  medul- 
lary cavity  of  the  femur  is  normal. 

A left  femoral  arteriogram,  early  arterial  phase, 
demonstrates  a large  vascular  mass  supplied  prin- 

* Guest  Kditor,  Assistant  Professor,  Department  of  Radiolo- 
gy, Upstate  Medical  Center.  Radiologist,  Syracuse  Veterans 
Administration  Hospital. 

1 Clinical  Associate  Professor,  Department  of  Radiology,  Up- 
state Medical  Center.  Director  of  Radiology,  St.  Joseph’s  Hos- 
pital. 


FIGURE  1 . Roentgenogram  of  left  femur  shows  nonoss 
fied,  noncalcified,  radiodense  mass  in  left  thigh  erodin 
cortical  surface  of  adjacent  femur.  Minimal  perioste; 
bone  formation  present.  Medullary  cavity  of  femur  is  noi 
mal. 

flu. 

cipally  by  branches  of  the  profunda  femoris  arter 
(Fig.  2A).  Abundant  tumor  neovascularity  { 
present  as  well  as  a “tumor  stain.”  On  the  late  a; 
terial  phase  arteriogram  the  tumor  stain  is  still  e\ 
ident  as  well  as  numerous  early  filling  veins  drair 
ing  the  lesion  (Fig.  2B). 

Differential  diagnostic  considerations  for  this  1c 
sion  should  include  a primary  soft-tissue  tum< 
arising  from  muscle,  adipose  tissue,  or  blood  ve: 
sels.  A primary  bone  tumor  is  a less  likely  poss 
bility.  Leiomyosarcoma  and  rhabdomyosarcorr 
are  likely  possibilities  because  of  the  characterist 
pressure  effect  on  the  femur  and  the  abundai 
neovascularity  present  on  the  arteriogram. 

Since  the  mass  is  radiodense  and  growing  slov 
ly,  a liposarcoma  with  hemorrhage  should  1 
thought  of.  A synovioma  is  rare  in  this  locatio 
Hemangioma  is  ruled  out  by  the  arteriogram  ar 
the  absence  of  soft-tissue  calcification. 

Most  of  the  common  primary  bone  tumors  ail 
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| :IGURE  2.  Left  femoral  arteriograms.  (A)  Early  arterial  phase.  Note  large  vascular  mass  with  abundant  tumor  neovas- 
L;ularity.  Tumor  blush  is  evident.  (B)  Late  arterial  phase.  Note  persistent  tumor  blush.  Early  filling  veins  are  identified. 


' excluded  from  serious  consideration  except  perios- 
i teal  fibrosarcoma.  This  tumor  can  occur  as  a 
dense  extraosseous  soft-tissue  mass  without  calci- 
) fication  with  only  minimal  thinning  of  the  adja- 
cent bony  cortex  with  or  without  periosteal  bony 
proliferation. 

> Another  consideration  is  a metastasis  from  a 
primary  lesion  elsewhere  in  the  patient's  body. 
Did  the  patient  have  occult  malignancy? 

Dr.  Carsky’s  diagnosis 

1.  Periosteal  fibrosarcoma — left  femur 

2.  Metastatic  tumor  to  soft  tissues  of  the  left 
thigh 

Dr.  Gu:  Additional  studies  were  performed  to 
rule  out  a primary  tumor,  and  none  was  found. 
Liver  scan  and  metastatic  bone  survey  findings 
were  also  negative.  Serum  protein  electrophoresis 
showed  a mild  elevation  of  both  the  alpha  and  beta 
globulin  fractions.  Examination  for  Bence-Jones 
protein  in  the  urine  gave  negative  results.  Periph- 
eral blood  smear  showed  a mild  normochromic, 
microcytic  anemia  with  adequate  platelets  and  a 
normal  differential.  Bone-marrow  biopsy  showed 
a grossly  hypocellular  marrow7  with  microcytic  cells 
and  adequate  megakaryocytes.  Mild  erythyroid 
hyperplasia  was  present.  The  plasma  cell  count 
was  2.5  per  cent. 


Ilga  Rullis,  M.D.*:  The  1968  biopsy  specimen 
was  reviewed.  It  was  felt  that  it  might  not  repre- 
sent the  lesion  itself  but  reflect  only  secondary  pe- 
ripheral changes.  It  was  decided  to  rebiopsy  the 
mass  under  local  anesthesia.  Three  tissue  frag- 
ments were  received  from  the  biopsy  site,  the  larg- 
est measuring  3 cm.  in  length. 

Microscopically  the  mass  is  composed  of  sheets 
of  moderately  well-differentiated  piasma  cells  en- 
closed by  pools  and  lakes  of  acellular  pink  matter 
(Fig.  3A).  On  special  staining  this  material 
proved  to  be  amyloid  (Fig.  3B).  The  lesion  is, 
therefore,  classified  as  a solitary  extraosseous  plas- 
macytoma with  amyloid  deposits. 

Although  extraosseous  plasmacytic  tumors  are 
not  rare,  most  of  them  occur  in  the  upper  respira- 
tory tract.  For  the  tumor  to  be  located  within 
large  muscles  of  the  thigh  is  somewhat  unusual. 
The  presence  of  amyloid  within  the  lesion  is  com- 
mon. 

Comment 

Joseph  A.  Head,  M.DA:  On  the  basis  of  the  bi- 
opsy diagnosis  of  extraosseous  plasmacytoma,  the 
* Assistant  Professor,  Department  of  Pathology,  LIpstate 
Medical  Center.  Chief  of  Surgical  Pathology,  Syracuse  Veter- 
ans Administration  Hospital. 

+ Professor,  Department  of  Radiology,  Upstate  Medical  Cen- 
ter. Chief  of.  Radiology,  Syracuse  Veterans  Administration 
Hospital. 
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FIGURE  3.  Low-power  photomicrographs.  (A)  Cellular  zone  of  tumor.  Sheets  of  plasma  cells  are  identified  (hematoxyl- 
in and  eosin  stain  X 420).  (B)  Acellular  portion  of  tumor.  Large  quantities  of  amyloid  are  present  (crystal  violet). 


patient  received  2,000  rads  to  the  tumor  bed  in  two 
weeks  without  appreciable  response.  An  addition- 
al 4,000  rads  to  a reduced  field  over  a month’s  pe- 
riod did  little  to  reduce  the  size  of  the  tumor. 
Chemotherapy  with  cyclophosphamide  (Cytoxan) 
and  prednisone  were  also  of  no  avail.  The  tumor 
mass  was  not  removed  surgically  because  the  pa- 
tient continued  to  be  a poor  anesthetic  risk  due  to 
his  obstructive  lung  disease  and  chronic  congestive 
heart  failure.  He  subsequently  expired  from  con- 
gestive heart  failure  and  intercurrent  infection. 

The  angiographic  findings  of  primary  soft  tissue 
and  of  bony  and  metastatic  lesions  are  nonspecific. 
Abrams1  in  describing  a liposarcoma  of  the  thigh 
stated  that  “the  tumor  is  moderately  vascular  with 
marked  distortion  of  the  supplying  profunda  fem- 
oris  branches.  . . . Tumor  vessels  and  areas  of 
tumor  stain  are  evident.”  Dilated,  tortuous  early 
filling  veins  were  also  seen. 

The  angiographic  findings  of  a rhabdomyosarco- 
ma of  the  thigh  are  described  as  a “rather  avascu- 
lar mass  around  which  are  stretched  branches  of 
the  superficial  femoral  artery.  In  the  area  of  the 
tumor  the  superficial  femoral  artery  is  compressed 
and  displaced  by  the  mass  ...  no  distinct  early  ve- 
nous filling  is  seen.  Rather  a diffuse  tumor  stain, 
more  prominent  in  different  areas,  is  visualized.” 
The  conclusion  was  that  there  was  nothing  charac- 
teristic to  distinguish  these  two  lesions.  Other  au- 
thors have  described  the  angiographic  findings  of 
fibrosarcoma2  and  metastatic  lesions.  * 


A primary  plasma  cell  tumor  may  arise  in  any 
organ.  Less  commonly  plasma  cell  tumors  are  lo- 
calized to  a single  bone  (solitary  plasmacytomas) 
or  as  extraosseous  foci  (extramedullary  plasmacy- 
tomas). 

Extramedullary  plasmacytomas  account  for  8 to 
13  per  cent  of  all  plasma-cell  tumors  and  usually 
originate  in  the  oral  cavity  or  upper  respiratory 
tract.4’5 

The  tumor’s  behavior  is  unpredictable.  It  is 
characterized  by  either  slow  or  rapid  invasion  of 
adjacent  structures,  nodal  or  extranodal  metasta- 
ses,  and  even  regression  to  multiple  myeloma. 

Only  a few  cases  of  angiograms  of  plasmacyto- 1 
mas  have  been  reported  in  the  literature.  Rosen- 
baum et  al.6  reported  the  angiographic  findings  ir 
3 cases  of  plasma-cell  tumors  causing  exophthal- 
mos. Sayre  and  Castellino7  reported  a subcuta- 
neous extramedullary  plasmacytoma  studied  b> 
angiography.  The  angiogram  of  their  patient,  s 
seventy-two-year-old  male  with  a large  glutea 
mass,  showed  a 7 by  12-cm.  hypervascular  lesior 
with  numerous  pathologic  vessels  and  a prolongec 
tumor  blush.  Solomito  and  Grise8  reported  th( 
angiographic  findings  in  a renal  (extramedullary 
plasmacytoma  and  stated  that  the  tumor  was  in 
distinguishable  from  a hypernephroma. 

Our  case  is  that  of  a very  large  plasmacytoma  ii 
an  unusual  location.  The  angiographic  finding: 
were  not  characteristic  and  appeared  similar  t( 
those  seen  in  liposarcoma  or  rhabdomyosarcoma 
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The  angiographic  findings  were  not  unlike  those 
seen  in  the  case  described  by  Sayre  and  Castelli- 
no.7 

Plasmacytoma  usually  responds  quite  well  to  ra- 
diotherapy and/or  chemotherapy.  The  poor  re- 
sponse seen  in  this  case  could  be  due  to  the  large 
size  of  the  mass  and  the  large  deposits  of  amyloid 
within  the  tumor. 

Final  diagnosis 

Extraosseous  plasmacytoma  with  amyloid  de- 
position 
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Country  doctors  enlisted 
to  teach  medical  students 

Medical  education  has  discovered  a brand  new  and 
highly  effective  type  of  teacher — the  country  doctor  on 
his  rounds. 

In  establishing  a new  program  to  encourage  more 
young  physicians  to  go  into  family  practice,  the  Univer- 
sity of  Washington  at  Seattle  organized  a program  of 
clinical  clerkships  in  which  students  serve  six  weeks 
with  rural  practitioners,  says  a report  in  the  June  10 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

The  medical  school  found  that  not  only  do  the  stu- 
dents learn  much  about  the  practical,  day-to-day  as- 
pects of  treating  patients  but  they  also  often  become  in- 
terested in  rural  family  practice  and  move  into  this  field 
on  graduation.  ' 

After  three  years  of  experience  with  the  program,  the 
University  found  that  “carefully  selected  family  physi- 
cians excel  at  teaching  management  of  common  clinical 
problems,  doctor-patient  interaction,  use  of  community 
resources,  perception  of  the  demands  made  by  a pa- 
tient’s environment,  and  practice  management.” 


The  program  is  set  up  in  four  states,  Washington,  Al- 
aska, Montana,  and  Idaho,  and  is  called  WAMI.  The 
clerkships  are  in  rural  or  small-town  practices — towns 
range  in  size  from  3,500  to  10,000  people.  Physicians  in 
the  units  accept  a yearly  contract  with  the  medical 
school  and  are  considered  equal  to  the  full-time  academ- 
ic faculty. 

The  practicing  family  physician  has  been  found  to  be 
particularly  suited  for  teaching  the  students  about  the 
common  clinical  problems  that  are  encountered  more 
frequently  in  his  office  than  in  the  teaching  hospitals 
and  its  clinics.  He  is  more  likely  to  understand  the 
health  implications  of  the  demands  of  the  patient’s  job 
or  living  circumstances.  And  the  practicing  family  phy- 
sician excels  in  teaching  by  example  those  skills  that  he 
has  learned  more  or  less  intuitively. 

Some  64  per  cent  of  those  students  or  residents  who 
took  clerkships  in  family  medicine  in  rural  settings  are 
pursuing  family  practice  training  or  are  in  rural  general 
practice.  Seventeen  per  cent  are  in  other  primary  care 
training — medicine,  pediatrics,  emergency  care. 

The  report  is  by  Theodore  J.  Phillips,  M.D.,  and  Au- 
gust G.  Swanson,  M.D.,  of  the  University  of  Washington 
School  of  Medicine  at  Seattle. 
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Unsurpassed  efficacy 

Control  of  emesis  has  been  shown  to 
be  equivalent  to  that  achieved  with 
Compazine®  (prochlorperazine)  and  other 
potent  phenothiazines  in  well-controlled 
clinical  studies* 

Well  tolerated 

The  parenteral  solution  is  non- 
irritating and  does  not  produce  pain  at  the 
site  of  injection.  Drowsiness  appears 
to  be  the  most  common  adverse  reaction. 
Other  more  significant  reactions 
have  been  reported:  Please  refer  to  the 
package  insert. 


Characteristically 
nonhypotensive 

Emete-con™(benzquinamide  HCl'l 
be  used  in  marginally  hypotensive  pati 
since  it  does  not  characteristically  caus  [ 
potentiate  hypotension.  Indeed,  it  has 
reported  to  produce  a pressor  effect  in 
some  cases,  and  should  therefore  be  u: 
with  caution  in  the  debilitated,  in 
hypertensives,  and  in  patients  with  a 
history  or  current  evidence  of 
cardiovascular  disease. 

No  respiratory  depress:  ! 

Emete-con  does  not  characteristic 
cause  respiratory  depression  or  potent  | 
CNS  depressants.  On  the  contrary,  it 
appears  to  counteract  the  respiratory 
depression  which  may  be  induced  by 
narcotics,  morphine  and  meperidine, 
commonly  used  in  the  post-operative 
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^xntral  Nervous  System-  Drowsiness,  insomnia,  restlessness, 
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Mstrointestinal  System  Anorexia,  nausea. 

Musculoskeletal  System  Twitching,  shaking  tremors,  weakness, 
fibre  Hives  rash. 
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Dosage  and  Administration.  Intramuscular:  50  mg  (o.5j^H  kg- 
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First  dose  may  be  repeated  in  one  hour  with  subsequenfloxes  evert 
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injections  shouH  be  observed.  Emete-con  should  be  injected  well 
within  the  muss  ot  larger  muscle.  The  deltoid  area  should  lx-  used  only 
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Therapeutic  blood  levels  and  demonstrate  antiemetic  activity  apfxa^ 
within  fifteen  minutes  of  intramuscular  administration.  When  the 
obiective  of  therapy  is  the  prevention  of  nausea  and  vomitmc^W'  I 
intramuscular  administration  is  recommended  at  least  fifteen  minutes 
prior  to  emergence  from  anesthesia. 

Intravenous:  25  mg  (0.2  mg  kg- 0.4  mg  kg  as  a single  dose) 
administered  slowly  ( 1 ml  per  0.5  to  t minute).  Subsequent  doses  should 
be  given  intramuscularly.™ 

The  intravenous  route  of  administration  should  be  restricted  to 
patients  without  cardiovas  cular  disease  (See  WARNINGS).  If  it  is 
necessary  to  use  Emete-con  intravenously  in  elderly  or  debilitated 
patients,  benzquinamide  should  be  administered  cautiously  and  the 
lower  dose  range  is  recommended.  This  preparation  must  be  initially 
reconstituted  with  2. 2 ml  of  sterile  water.  This  procedure  yields  2 ml  of  a 
solution  equivalent  to  25  mg  benzquinamide  ml,  which  maintains  its 
potency  for  14  days  at  room  temperature.  DO  NOT  REFRIGERATE. 
Overdosage.  Manifestations:  On  the  basis  of  acute  animal  toxicology 
studies,  gross  Emete-con  overdosage  in  humans  might  be  expected  to 
manifest  itself  as  a combination  of  Central  Nervous  System  stimulant 
and  depressant  effects.  This  speculation  is  derived  from  experimental 
studies  in  which  intravenous  doses  of  benzquinamide,  at  least  150  times 
the  human  therapeutic  dose,  were  administered  to  dogs. 

Treatment:  There  is  no  specific  antidote  for  Emete-con  overdosage. 
General  supportive  measures  should  be  instituted,  as  indicated.  Atropine 
may  be  helpful.  .Although  there  has  been  no  direct  experience  with 
dialysis,  it  is  not  likely  to  be  of  value,  since  benzquinamide  is 
extensively  bound  to  plasma  protein. 

How  Supplied.  Emete-con  for  IM  I V use  is  available  in  a vial 
containing  benzquinamide  HQ  equivalent  to  50  mg  of  benzquinamide 

in  packages  of  10  vials. 
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of  a proven,  gentle  laxative  with  a sufficient  dosage  of  stool 
softener  for  dependable,  effective  relief  of  constipation. 

In  most  cases,  one  capsule  before  bedtime  brings  effective  re- 
sults without  straining  or  irritation  . . . griping  or  cramps. 

AVAILABLE:  Bottles  of  30, 100  and  500  Soft  Gelatin  Capsules. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 
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QUESTION  157.  What  is  the  rhythm  (lead  ID? 


QUESTION  158.  This  electrocardiogram  was  obtained  from  a sixty-eight-year-old  woman  admitted  for  gallbladder 
surgery.  She  had  had  diet-controlled  diabetes  and  intermittent  hypertension  for  many  years.  She  was  on  no  thera- 
py. What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  157.  The  rhythm  is  regular  sinus 
rhythm  at  a rate  of  70  beats  per  minute.  Beat  6 is 
premature  and  aberrant.  Superficially  it  resem- 
bles a ventricular  premature  contraction.  How- 
ever, the  T wave  of  the  preceding  QRS  complex  is 
deformed  indicating  that  a P wave  is  superim- 
posed. The  P-R  interval  of  this  beat  is  slightly 
prolonged  indicating  a conduction  delay  due  to  in- 
creased refractoriness  in  atrioventricular  junction- 
al tissues.  The  presence  of  an  early  P wave  indi- 
cates that  this  is  an  atrial  premature  contraction 
with  aberrant  ventricular  conduction.  There  is  no 
compensatory  pause.  It  is  important  to  distin- 
guish atrial  from  ventricular  premature  contrac- 


tions since  the  therapeutic  implications  are  differ- 
ent. 

Question  158.  There  is  an  Rs  in  lead  I.  The 
mean  electrical  axis  of  the  QRS  is  close  to  plus  90 
degrees.  The  mean  electrical  axis  of  the  T wave  is 
plus  75  degrees.  Lead  V3  has  a minute  r wave  ji 
smaller  than  the  r in  V2.  The  diminished  initial  j 
positivity  in  V3  may  be  due  to  infarction  of  the  an-  J 
teroseptal  region.  The  deep  S wave  in  V3  (33  j 
mm.)  suggests  large  posteriorly  directed  forces  1 
(left  ventricular).  The  tall  R waves  in  V5  and 
deep  S in  V2  also  suggest  left  ventricular  hypertro-  J 
phy.  In  keeping  with  this  diagnosis  are  the  de- 
pressed  S-T  segments  with  biphasic  T waves  in  i 
leads  III,  aVf,  and  V5  to  V6. 

The  diagnosis  is  left  ventricular  hypertrophy  in 
a patient  with  a vertical  heart.  In  this  situation,  n 
tall  R waves  appear  in  leads  II,  III,  and  aVf  rather 
than  leads  I and  aVl. 


Dispensing  medications  in  school 

School  personnel  are  often  faced  with  the  responsibil- 
ity of  dispensing  medication  at  school.  A student  may 
have  an  illness  which  requires  medication  for  relief  or 
cure  that  does  not  prevent  his  attending  school.  If  pos- 
sible, such  medication  should  be  given  by  the  parents 
and  taken  at  home.  However,  if  the  student  needs  to 
take  his  medication  during  school  hours  in  order  to  as- 
sume full  participation  in  the  school  program,  dispens- 
ing the  medication  may  become  the  responsibility  of  the 
school. 

Guidelines  for  the  benefit  of  those  involved  are  need- 
ed, particularly  in  view  of  widespread  concern  over  the 
abuse  of  drugs.  School  administrators  should  meet 
with  school  health  service  professionals  and  the  local 
medical  society,  in  order  to  work  out  a mutually  accept- 
able plan  for  dispensing  medication  in  schools.  The 
final  plan  should  be  made  known  to  parents,  students 
and  other  members  of  the  community. 

The  following  guidelines  are  suggested: 

1.  The  school  principal  should  appoint  one  responsi- 
ble person,  e.g.,  the  school  nurse,  or  other,  to  su- 
pervise the  storing  and  dispensing  of  medications. 


2.  The  medication  should  be  brought  to  the  school 
by  the  parent  of  the  student.  The  student  should 
not  carry  the  medication  with  him  or  administer 
it  to  himself. 

3.  For  legal  purposes,  written  permission  should  be  I 
obtained  for  dispensing  drugs  to  a student  from 
both  his  parents  and  his  physician. 

4.  The  person  in  charge  of  dispensing  drugs  should 
keep  them  in  a locked  place  that  is  not  easily  ac- 
cessible to  either  students  or  others  in  the  build- 
ing. 

5.  Each  student’s  medication  should  have  affixed  a 1 
prescription  label  including  his  name,  the  name  of 
the  drug,  and  directions  concerning  dosage.  In- 
structions about  the  duration  of  the  medication 
period  should  be  included. 

6.  The  school  nurse  should  give  at  least  the  first 
dose  of  any  medication.  She  should  explain  to  J 
the  child  and  his  teachers  all  possible  side  effects 
of  the  medication. 

(Passed  by  Joint  Committee  on  Health  Problems  in 

Education  of  the  National  Education  Association  and 
The  American  Medical  Association) 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 

: ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 

10  treatment  conflicts  reported 

he  cerebral  or  peripheral  vascular  disease  patient  often  has 
oexisting  disease1  which  calls  for  another  drug  along  with  his 
asodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
liuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator, 
asodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
onflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
ias  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
unction,  or  intraocular  pressure— or  to  complicate  treatment  of 
liabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease, 
n fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
n recommended  oral  doses,  other  than  that  it  should  not  be  given 
n the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

Gertier,  M.  M.,  et  al.:  Geriatrics  ^5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows 
Possibly  Effective. 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  I N 01  AN  A 47721  U.S.A.  734017 
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Angiography  as 
Diagnostic  Aid  in 
Splenic  Trauma 
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Approximately  85  per  cent  of  all  ruptures  of  the 
spleen  are  immediately  diagnosed  by  signs  of  blood  loss 
into  the  peritoneal  cavity.  The  use  of  diagnostic  para- 
centeses early  in  the  hospital  course,  combined  with  a 
high  index  of  suspicion  of  intraperitoneal  injury,  has 
markedly  reduced  the  frequency  of  so-called  delayed 
rupture  of  the  spleen  seen  in  most  major  hospitals. 
This  case  was  selected  to  illustrate  the  effective  use  of 
selective  celiac  angiography  for  diagnosing  splenic  rup- 
ture in  the  presence  of  equivocal  physical  findings. 

Case  history 

A fifty-two-year-old  male  methadone  addict  was  ad- 
mitted to  the  hospital  on  September  5,  1973,  with  a his- 
tory of  trauma  three  days  prior  to  admission.  He  com- 
plained of  pain  in  the  lower  left  side  of  the  chest  and  of 
having  bled  from  multiple  lacerations  of  the  face.  He 
related,  affirmed,  or  confirmed  eating  normally  with 
normal  bowel  function  since  the  accident  but  continued 
to  experience  pain  over  the  ribs  and  over  the  entire  face 
and  skull.  Past  medical  history  included  bilateral  ankle 
edema  of  unknown  etiology,  which  had  been  treated 
with  diuretic. 

Physical  examination  revealed  a somnolent  patient 
with  bilateral  periorbital  ecchymoses  and  diffuse  swell- 
ing of  the  face  Acute  tenderness  was  demonstrated 
over  the  left  eighth  and  ninth  ribs  anteriorly,  and  the 
left  side  of  the  chest  was  dull  on  percussion  at  the  base. 
The  abdomen  was  slightly  tender  in  the  left  upper  quad- 
rant with  pain  referred  to  the  area  of  the  rib  tenderness. 
Bowel  sounds  were  present,  and  there  was  no  rebound. 
A neurologic  examination  demonstrated  no  focal  signs. 
X-ray  films  showed  fractures  of  the  eighth  and  ninth 
ribs  in  the  left  anterior  axillary  line,  and  there  were  in- 
filtrates in  both  lower  lobes,  more  marked  on  the  left. 
Abdominal  films  were  within  normal  limits.  The  ad- 
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mission  hematocrit  was  36  and  remained  in  that  range 
when  repeated  every  four  hours.  Arterial  blood  gases  I 
on  room  air  averaged  a pH  of  7.44  with  an  oxygen  pres- 
sure of  70  mm.  Hg  and  a carbon  dioxide  pressure  of  40. 
Serum  electrolyte,  blood  urea  nitrogen,  creatinine,  and 
glucose  values  were  within  normal  limits.  Abdominal 
paracentesis  without  lavage  revealed  no  sign  of  intra-  ]J 
peritoneal  bleeding. 

Although  physical  signs  and  laboratory  data  remained 
unchanged,  the  injury  site  and  physical  findings  cau- 
tioned against  overlooking  possible  splenic  rupture. 
Therefore,  selective  celiac  angiography  was  performed 
on  the  morning  after  admission.  The  study  demon- 
strated extravasation  of  contrast  medium  from  the 
splenic  arteries  into  the  splenic  pulp. 

The  abdomen  was  explored  through  a midline  inci-  I 
sion.  Examination  of  the  spleen  revealed  a triangular 
laceration  of  the  posterior  hilar  area  covered  with  adher-  j 
ent  clot.  A splenectomy  was  performed.  After  irriga- J 
tion  of  the  operative  field  and  assurance  of  the  integrity  j 
of  the  other  abdominal  viscera,  the  abdomen  was  closed  I 
without  draining  the  splenic  bed.  The  patient  was  in 
good  condition  at  the  completion  of  surgery,  and  the 
postoperative  course  was  uneventful. 

Comment 

Prior  to  the  introduction  of  selective  angiography  or 
peritoneal  lavage,  such  a patient  might  have  presented 
symptoms  of  so-called  delayed  splenic  rupture,  with 
massive  intraperitoneal  hemorrhage  days  or  weeks  later 
when  an  adherent  clot  covering  the  splenic  laceratior 
underwent  lysis.  Operating  in  a dry  field  under  electivt 
conditions  without  the  necessity  of  massive  blood  re 
placement  avoids  much  of  the  morbidity  and  mortality 
rate  associated  with  delayed  splenic  rupture. 

A possible  alternative  to  the  additional  risk  of  delayer 
operation  is  earlier  laparotomy,  based  on  a high  index  o 
clinical  suspicion.  While  the  judgment  of  the  individua 
surgeon  is  of  great  importance  in  the  consideration  o 
possible  splenic  trauma,  it  is  always  preferable  to  oper 
ate  after  a diagnosis  has  been  proved  or  confirmed  b; 
adjunctive  diagnostic  techniques. 

Peritoneal  lavage  and  aspiration,  rather  than  onh 
paracentesis,  may  have  been  helpful  in  this  case.  Had  ; 
lavage  of  250  to  500  cc.  of  Ringers’  lactate  been  introducer 
through  the  paracentesis  catheter  and  then  aspirated, 
small  amount  of  blood  in  the  peritoneal  cavity  migh 
have  been  detected.  However,  unnecessary  celiotomie 
have  been  performed  because  of  the  extreme  sensitivit 
of  lavage  paracenteses.  While  some  believe  a false  posi 
tive  lavage  may  be  avoided  by  the  performance  of  a re 
blood-cell  count  on  the  aspirate  and  by  accepting  as  posl 
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FIGURE  1.  Arterial  roentgenograms.  (A)  Early  film.  (B)  Delayed  film. 
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itive  only  those  aspirates  which  yield  a red-cell  count  of 
over  100,000  per  cubic  millimeter,  inaccuracies  may  still 
result.  Selective  angiography  often  demonstrates  a spe- 
cific lesion  and  not  only  the  extravasation  of  contrast 
material  at  a site  of  hemorrhage. 

Selective  angiography  of  abdominal  visceral  arteries 
must  be  viewed  as  a major  advance  in  diagnosing  intra- 
abdominal hemorrhage.  In  the  diagnosis  of  gastrointes- 
tinal bleeding,  this  technique  has  led  to  detection  of 
bleeding  diverticula  and  intestinal  angiomata.  The 
specificity  of  diagnosis  in  this  area  has  unquestionably 
been  improved. 

Extension  of  the  technique  to  abdominal  trauma  has 
also  been  rewarding.  Not  only  splenic  rupture  but  also 
traumatic  atrioventricular  fistulas  are  being  reported 
with  greater  frequency.  The  procedure  will  undoubted- 
ly find  more  widespread  use.  Added  experience,  with 
the  minimal  traumatic  disruptions  of  splenic  architec- 
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ture  demonstrated  by  selective  angiography,  may  re- 
quire redefinition  of  the  criteria  for  operation  for  trau- 
ma to  the  spleen. 

Radiology 

Richard  LeFleur,  M.D.*:  On  an  early  arterial  film 
active  leakage  of  contrast  medium  from  the  splenic  arte- 
ries into  the  splenic  pulp  is  demonstrated  (Fig.  1A). 
There  is  also  a swelling  of  the  adjacent  margin  of  spleen 
secondary  to  hematoma  formation.  Also  noted  is  very 
faint  early  filling  of  a segmental  splenic  vein  adjacent  to 
the  ruptured  pulp.  The  delayed  film  shows  residual 
contrast  material  at  the  rupture  site  (Fig.  IB). 

550  First  Avenue 
New  York,  New  York  10016 
* Director  of  Vascular  Radiology,  New  York  University  Med- 
ical Center.  Bellevue  Hospital  Division. 


$200,000  Damages  for  denial  of 
hospital  staff  privileges 

In  a suit  against  a hospital,  a physician  who  claimed 
that  his  privileges  to  use  operating  and  emergency 
: rooms  had  been  improperly  curtailed  was  awarded 
! $200,000  by  a California  jury.  , 

The  physician,  a general  surgeon,  sued  to  recover 
damages  for  lost  income  and  lost  prestige,  as  well  as  pu- 
nitive damages.  He  contended  that  he  was  eligible  to 
perform  thoracic  surgery  at  the  hospital.  The  hospital 
believed  otherwise. 

In  the  dispute,  which  began  in  1968,  a focal  issue  was 


a hospital  regulation  concerning  certification  and  quali- 
fications for  use  of  operating  rooms.  At  the  time  of 
trial,  the  physician  was  associated  with  a hospital  in  an- 
other city. 

The  trial  lasted  for  seven  weeks,  and  the  jury  deliber- 
ated for  a little  more  than  two  days  before  returning  a 
verdict.  The  minimum  number  of  votes  necessary  for  a 
verdict  was  six,  and  the  jury  decision  was  six  to  two  in 
favor  of  the  physician.  The  court  dismissed  a civil  suit 
against  several  individually  named  physicians. — Visalli 
v.  Mary's  Help  Hospital  (Cal. Super. Ct.,  San  Mateo  Co., 
Docket  No.  151707,  March  15,  1974) 

The  Citation  vol.  29,  no.  4 June  1,  1974 
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how  big  a dose  will  now 
ring  relief  if  it  is  a narcotic? 

I'Tolerance  is  an  ever-present  hazard  to  continued  use 

of  narcotics The  very  first  dose  diminishes  the 

[effects  of  subsequent  doses.”1  And,  as  increasing 
Jamounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects— lethargy,  hypotension,  con- 
istipation,  etc.— can  needlessly  debilitate  the  patient. 

Bl.  Sadove,  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics, 
postgrad.  Med.  49:102,  June  1971. 

how  big  a dose  will  now 
‘ing  relief  if  it  isTalwin  ? 

Chances  are,  the  same  50  mg.  Talwin  Tablet  you  pre- 
scribe originally  will  continue  to  provide  good  pain 
•elief.  Talwin  can  be  compared  to  codeine  in  analgesic 
efficacy:  one  50  mg.  tablet  appears  equivalent  in  anal- 
gesic effect  to  60  mg.  ( 1 gr.)  of  codeine.  However, 
oatients  receiving  Talwin  Tablets  for  prolonged  periods 
ace  fewer  of  the  consequences  you’ve  come  to  expect 
vith  narcotics.  There  should  be  fewer  "adverse  effects" 
in  her  way  of  life. 

Tolerance  rare:  Tolerance  to  the  analgesic  effect  of  Talwin 
’ablets  is  rare. 

)ependence  rare:  During  three  years  of  wide  clinical  use, 
here  have  been  a few  reports  of  dependence  and  of  with- 
Irawal  symptoms  with  orally  administered  Talwin.  Patients 
vith  a history  of  drug  dependence  should  be  under  close 
upervision  while  receiving  Talwin  orally. 

n prescribing  Talwin  for  chronic  use,  the  physician  should 
ake  precautions  to  avoid  increases  in  dose  by  the  patient 
)nd  to  prevent  the  use  of  the  drug  in  anticipation  of  pain 
ather  than  for  the  relief  of  pain* 

Senerally  well  tolerated  by  most  patients*:  Infrequently 
:auses  decrease  in  blood  pressure  or  tachycardia;  rarely 
:auses  respiratory  depression  or  urinary  retention;  seldom 
:auses  diarrhea  or  constipation.  Acute,  transient  CNS  effects, 
lescribed  in  product  information,  have  occurred  in  rare 
nstances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
ghtheadedness,  nausea,  or  vomiting  is  encountered,  these 
Tfects  may  decrease  or  disappear  after  the  first  few  doses. 

iee  important  product  information  for  adverse  reactions,  patient 
election,  prescribing  and  precautionary  recommendations. 


in  chronic  pain 

noderate  to  severe  intensity 

Talwin = 

>rand  of  m 

pentazocine 

(as  hydrochloride) 


Talwin*  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use  — 

Indication:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who  are 
hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psychological 
and  physical  dependence  on  parenteral  Talwin  in  patients  with  a history  of 
drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt  discon- 
tinuance following  the  extended  use  ot  parenteral  Talwin  has  resulted  in 
withdrawal  symptoms.  There  have  been  a tew  reports  ot  dependence  and  ot 
withdrawal  symptoms  with  orally  administered  Talwin.  Patients  with  a his- 
tory ot  drug  dependence  should  be  under  close  supervision  while  receiving 
Talwin  orally. 

In  prescribing  Talwin  tor  chronic  use,  the  physician  should  take  precautions 
to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the  use  of  the  drug 
in  anticipation  ot  pain  rather  than  tor  the  relief  ot  pain. 

Head  In/ury  and  Increased  Intracranial  Pressure.  The  respiratory  depressant 
effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions,  or  a preexisting  increase  in  intracranial  pressure.  Further- 
more, Talwin  can  produce  effects  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries,  in  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than  labor) 
has  not  been  established.  Animal  reproduction  studies  have  not  demon- 
strated teratogenic  or  embryotoxic  effects.  However,  Talwin  should  be 
administered  to  pregnant  patients  (other  than  labor)  only  when,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh  the  possible  hazards. 
Patients  receiving  Talwin  during  labor  have  experienced  no  adverse  effects 
other  than  those  that  occur  with  commonly  used  analgesics.  Talwin  should 
be  used  with  caution  in  women  delivering  premature  infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of  Talwin 
have  experienced,  in  rare  instances,  hallucinations  (usually  visual),  dis- 
orientation, and  confusion  which  have  cleared  spontaneously  within  a 
period  of  hours.  The  mechanism  of  this  reaction  is  not  known.  Such  patients 
should  be  very  closely  observed  and  vital  signs  checked.  If  the  drug  is  re- 
mstituted  it  should  be  done  with  caution  since  the  acute  CNS  manifesta- 
tions may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12  years  of 
age  is  limited,  administration  of  Talwin  in  this  age  group  is  not  recommended. 
Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  euphoria 
have  been  noted,  ambulatory  patients  should  be  warned  not  to  operate 
machinery,  drive  cars,  or  unnecessarily  expose  themselves  to  hazards. 
Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  depres- 
sion has  rarely  been  reported  after  oral  administration  of  Talwin,  the  drug 
should  be  administered  with  caution  to  patients  with  respiratory  depression 
from  any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the  drug  by 
the  liver  in  extensive  liver  disease  may  predispose  to  accentuation  of  side 
effects.  Although  laboratory  tests  have  not  indicated  that  Talwin  causes  or 
increases  renal  or  hepatic  impairment,  the  drug  should  be  administered 
with  caution  to  patients  with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used  with  caution 
in  patients  with  myocardial  infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of  Talwin 
on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution  in  patients 
about  to  undergo  surgery  of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist.  Some 
patients  previously  given  narcotics,  including  methadone  for  the  daily  treat- 
ment of  narcotic  dependence,  have  experienced  withdrawal  symptoms  after 
receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  to  pa- 
tients prone  to  seizures;  seizures  have  occurred  in  a few  such  patients  in 
association  with  the  use  of  Talwin  although  no  cause  and  effect  relationship 
has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of  Talwin 
include  gastrointestinal:  nausea,  vomiting;  infrequently  constipation;  and 
rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects:  dizziness,  light- 
headedness, sedation,  euphoria,  headache;  infrequently  weakness,  dis- 
turbed dreams,  insomnia,  syncope,  visual  blurring  and  focusing  difficulty, 
hallucinations  (see  Acute  CNS  Manifestations  under  WARNINGS);  and  rarely 
tremor,  irritability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely  urticaria, 
edema  of  the  face.  Cardiovascular:  infrequently  decrease  in  blood  pressure, 
tachycardia.  Hematologic:  rarely  depression  of  white  blood  cells  (especially 
granulocytes),  usually  reversible  and  usually  associated  with  diseases  or 
other  drugs  which  are  known  to  cause  such  changes,  moderate  transient 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  retention,  toxic 
epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tablet 
(50  mg.)  every  three  or  four  hours.  This  may  be  increased  to  2 tablets  (100 
mg.)  when  needed.  Total  daily  dosage  should  not  exceed  500  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  to 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received  Talwin 
orally  for  prolonged  periods  have  not  experienced  withdrawal  symptoms 
even  when  administration  was  abruptly  discontinued  (see  WARNINGS).  No 
tolerance  to  the  analgesic  effect  has  been  observed.  Laboratory  tests  of 
blood  and  urine  and  of  liver  and  kidney  function  have  revealed  no  signifi- 
cant abnormalities  after  prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdosage  has 
been  insufficient  to  define  the  signs  of  this  condition. 

Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  supportive 
measures  should  be  employed  as  indicated.  Assisted  or  controlled  ventila- 
tion should  also  be  considered.  Although  nalorphine  and  levallorphan  are 
not  effective  antidotes  for  respiratory  depression  due  to  overdosage  or  un- 
usual sensitivity  to  Talwin,  parenteral  naloxone  (Narcan®,  available  through 
Endo  Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains  Talwin 
(brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg.  base.  Bottles 
of  100. 
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HELPS  PROVIDE 
EARLY  CONTROL 
OF  DEPRESSIVE 
SYMPTOMS... 


A 

1 \nxiety  is  an  invidious  symptom.  It  feeds  upon 
sickness,  gnaws,  grows  and  invades  every  cranny 
of  psychic  pathology  adding  intensity  to 
torment.  Anxiety  as  a symptom  secondary  to 
depression  may  be  so  dominant  that  it  obscures 
the  primary  diagnosis.  It  may  suggest  treatment 

with  tranquilizers  which  often  help.  But  as  the 
vampire  of  legend  had  to  have  a laurel  stake 
driven  through  its  heart  to  truly  die,  so  anxiety 
secondary  to  depression  will  not  cease  to  nibble  and 
bite  until  an  antidepressant  eradicates  the 
primary  illness — and  symptomatic  anxiety  starves. 


IN  BRIEF 

Indications:  Norpramin"  (desipramine 

hydrochloride)  is  indicated  for  the  relief 
of  depressive  symptoms  Endogenous 
depressions  are  more  likely  to  be  alle- 
viated than  others 

Contraindications:  Desipramine  hydro- 
chloride should  not  be  given  within  two 
weeks  of  treatment  with  a monoamine 
oxidase  inhibitor  Contraindications  in- 
clude the  acute  recovery  period  follow- 
ing myocardial  infarction  and  hypersen- 
sitivity to  the  drug  Cross  sensitivity 
with  other  dibenzazepines  is  a possi- 
bility 

Warnings:  t Extreme  caution  should  be 
used  in  patients  (a)  with  cardiovascular 
disease,  (b)  with  a history  of  urinary  re- 
tention or  qlaucoma.  (c)  with  thyroid 
disease  or  those  on  thyroid  medication, 
(d)  with  a history  of  seizure  disorder  2 
This  drug  is  capable  of  blocking  the 
antihypertensive  effect  of  guanethidine 
and  similarly  acting  compounds  3 Use 
in  Pregnancy  Safe  use  during  pregnan- 
cy and  lactation  has  not  been  estab- 
lished 4 Use  in  Children  Norpramin" 
(desipramine  hydrochloride)  is  not  rec- 
ommended for  use  in  children  5 This 
drug  may  impair  the  mental  and/or  phy- 
sical abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery 
Therefore,  the  patient  should  be  cau- 
tioned accordingly 

Precautions:  This  drug  should  be  dis- 
pensed in  the  least  possible  quantities 
to  depressed  outpatients,  since  suicide 
has  been  accomplished  with  drugs  of 
this  class  If  possible,  dispense  in  child- 
resistant  containers.  It  should  be  kept 
out  of  reach  of  children  Reduce  dos- 
age or  alter  treatment,  if  serious  ad- 
verse effects  occur  Norpramin- 
(desipramine  hydrochloride)  therapy  in 
patients  with  manic-depressive  illness 
may  induce  a hypomamc  state  after  the 
depressive  phase  terminates  and  may 
cause  exacerbation  of  phychosis  in 
schizophrenic  patients  Use  cautiously 
with  anticholinergic  or  sympathomimetic 
drugs  Response  to  alcoholic  beverages 
may  be  exaggerated  In  the  concurrent 
administration  of  ECT  and  antidepres- 
sant drugs  one  should  consider  the 
possibility  of  increased  risk  relative  to 
benefits.  Discontinue  as  soon  as  pos- 
sible prior  to  elective  surgery  because 
of  possible  cardiovascular  effects  Hy- 
pertensive episodes  have  been  observed 
during  surgery  in  patients  on  desipra- 
mine hydrochloride  Leukocyte  and  dif- 
ferential counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  neutropenia 
Adverse  Reactions:  Cardiovascular  hy- 
potension. hypertension,  tachycardia, 
palpitation,  arrhythmias,  heart  block, 
myocardial  infarction,  stroke  Psychi- 
atric confusional  states  (especially  m 
the  elderly),  hallucinations,  disorienta- 
tion. delusions;  anxiety,  agitation;  in- 
somnia and  nightmares;  hypomama;  ex- 
acerbation of  phychosis  Neurological 
paresthesias  of  extremities,  incoordina- 
tion, ataxia,  tremors,  peripheral  neuro- 
pathy; extrapyramidal  symptoms;  sei- 
zures; alteration  in  EEG  patterns;  tinni- 
tus. Anticholinergic  dry  mouth,  and 
rarely  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommo- 
dation. mydriasis;  constipation,  paraly- 
tic ileus;  urinary  retention,  delayed  mic- 
turition, hypotonic  bladder.  Allergic 
skin  rash,  petechiae.  urticaria,  itching, 
photosensitization,  edema  (of  face  and 
tongue  or  general),  drug  fever  Hema- 
tologic: agranulocytosis,  eosinophilia, 

purpura,  thrombocytopenia  Gastrointes- 
tinal: anorexia,  nausea  and  vomiting, 
epigastric  distress,  peculiar  taste,  ab- 
dominal cramps,  diarrhea,  stomatitis, 
black  tongue.  Endocrine  gynecomastia, 
breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libi- 
do, impotence,  ‘esticular  swelling;  ele- 
vation or  depression  of  blood  sugar 
levels.  Other  Jaundice  (simulating  ob- 
structive), altered  liver  function;  weight 
gain  or  loss;  perspiration,  flushing;  uri- 
nary frequency,  nocturia;  parotid  swell- 
ing; drowsiness,  dizziness,  weakness 
and  fatigue,  headache;  alopecia  With- 
drawal Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  after  pro- 
longed therapy  may  produce  nausea, 
headache  and  malaise 
Dosage  and  Administration:  The  usual 
adult  dose:  50  mg.  three  times  daily;  in- 
crease if  necessary  after  7 to  10  days  to 
maximum  of  200  mg  daily  Dosages 
above  200  mg.  per  day  are  not  recom- 
mended. Maintenance:  At  a lower  dose 
adequate  to  maintain  remission.  Adoles- 
cent and  geriatric  patient  dose:  25  to  50 
mg.  daily  if  necessary 
Overdosage:  There  is  no  specific  anti- 
dote for  desipramine.  nor  are  there 
specific  phenomena  of  diagnostic  value 
characterizing  poisoning  by  the  drug 
The  principles  of  management  of  coma 
and  shock  by  means  of  the  mechanical 
respirator,  cardiac  pacemaker,  monitor- 
ing of  central  venous  pressure  and  regu- 
lation of  fluid-  and  acid-base  balance 
are  wel!  known  in  most  medical  centers. 
If  heart  failure  is  imminent,  digitalize 
promptly 
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Spontaneous  regression  of  carcinoma  of  the 
pancreas,  proved  histologically,  is  extremely  rare. 
Such  a case  in  a white  male,  only  twenty-one  years 
of  age  at  the  time  of  onset,  fully  recovered  twelve 
years  later,  is  reported.  The  possible  immunolog- 
ic factors  affecting  such  remissions  are  reviewed 
and  discussed. 

Carcinoma  of  the  head  of  the  pancreas  is  pre- 
dominantly a disease  of  the  sixth  and  seventh  dec- 
ades with  a 2-to-l  male-to-female  ratio.  In  a 
study  of  609  cases  of  primary  pancreatic  carcino- 
ma by  Bell,1  culled  from  73,187  autopsies,  there 
were  only  18  patients  under  forty  years  of  age,  0.03 
per  cent.  From  1885  to  1962,  there  were  only  15 
recorded  cases  under  the  age  of  twenty-five.  In 
the  Portland  survey  of  194  patients  undergoing 
laparotomy  without  definitive  resection,  the  aver- 
age survival  was  three  months,  t he  two  longest  sur- 
vivals being  sixteen  and  thirty-six  months.2  In  a 
review  by  Everson3  of  176  cases  of  confirmed  spon- 
taneous regression  of  carcinoma,  the  pancreas  ac- 
counted for  only  1 case. 

This  report  deals  with  a twenty-one-year-old 
white  male  who  at  laparotomy  had  tissue  test  find- 
ings that  confirmed  the  diagnosis  of  carcinoma  of 
the  head  of  the  pancreas  with  lymph-node  metas- 
tases,  and  was  alive  and  well  twelve  years  later. 

Case  report 

A twenty-one-year-old  white  American  male 


clerk  was  admitted  to  Metropolitan  Hospital  on 
April  20,  1962,  owing  to  abdominal  pain,  hypoten- 
sion, and  tachycardia.  He  previously  had  been  at 
an  affiliated  hospital  with  malaise,  anorexia,  low- 
grade  fever,  and  jaundice  of  three  months’  dura- 
tion. There  was  no  history  of  an  injection,  a 
transfusion,  alcoholism,  or  drug  addiction,  or  of 
any  exposure  to  hepatotoxins.  The  working  diag- 
nosis had  been  infectious  hepatitis,  and  a liver  bi- 
opsy two  weeks  prior  to  this  admission  had  been 
interpreted  as  “pericholangitis.”  A second  liver 
biopsy  just  prior  to  this  admission  was  followed  by 
abdominal  pain,  a fall  in  blood  pressure,  and 
tachycardia.  Emergency  treatment  for  shock  was 
given,  and  the  patient  was  transferred  to  Metro- 
politan Hospital.  On  admission,  his  temperature 
was  100.6°F.,  pulse  110,  respiration  22,  blood  pres- 
sure 88/40,  and  he  was  obviously  icteric.  The 
abdomen  was  diffusely  tender  with  involuntary  i 
guarding  in  the  right  upper  quadrant;  no  abdomi- 
nal masses  were  palpable.  Surgery  was  performed 
on  the  night  of  admission  for  repair  of  a rent  in  the 
liver  that  had  led  to  bile  peritonitis;  at  this  time  a 
wedge  biopsy  of  the  liver  was  submitted  that  i 
showed  acute  cholangitis  and  pericholangitis. 

During  the  postoperative  period  the  stools  re- 1 
mained  acholic,  and  the  alkaline  phosphatase 
gradually  increased  from  15.7  King-Armstrong 
units  on  admission  to  36  King-Armstrong  units;  j;j 
the  cholesterol  rose  from  280  to  375,  the  serum 
glutamic  oxaloacetic  transaminase  varied  from  20 
to  60  units  per  milliliter,  and  the  thymol  turbidity  , 
from  0.9  to  1.6  units.  There  were  traces  of  bile 
and  urobilinogen  in  the  urine.  The  serum  biliru-  i 
bin  was  9.8  mg.  per  100  ml.;  the  total  serum  pro- 
tein was  6.3  Gm.,  with  3.4  Gm.  albumin  and  2.9 
Gm.  globulin. 

Gastrointestinal  series  findings  were  interpreted 
as;  “The  esophagus,  pars  cardiaca  ventriculi,  and 
media  of  the  stomach  were  normal.  There  was  in 
constant  spasm  and  narrowing  in  the  antrum  anc1 
in  the  prepyloric  region.  There  was  some  irregu 
larity  along  the  lesser  curvature,  possibly  sugges  j 
tive  of  ulcers  or  pregastric  adhesions.” 

Three,  and  again  four,  weeks  after  the  laparot 
omy,  the  patient  had  attacks  of  paralytic  ileus  re  ^ 
lieved  by  decompression  with  a tube,  and  he  wa 
reoperated  on  seven  weeks  after  the  original  sur 
gery.  A frozen  section  of  a biopsy  of  the  ampull, 
of  Vater  was  submitted  and  diagnosed  as  poor! 
differentiated  adenocarcinoma  (Fig.  1).  The  sur 
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FIGURE  1.  (A)  Low  power:  scanning  view  showing 

nests  of  tumor  cells  encroaching  on  duodenal  mucosa. 
(B)  Balls  of  tumor  cells  with  dyskariotic,  hyperchromatic 
nuclei  with  scant  cytoplasm,  with  indistinct  cell  borders  ad- 
jacent to  duodenum.  (C)  Ribbon  pattern  of  poorly  differ- 
entiated adenocarcinoma. 


geons  were  wary,  and  a T tube  was  placed  in  the 
common  duct.  Permanent  sections  and  consulta- 
tions with  Arthur  Purdy  Stout,  M.D.,*  confirmed 
the  diagnosis. 

Following  this  surgery,  the  patient’s  jaundice  di- 
minished, his  appetite  returned,  and  he  was  dis- 
charged as  improved  four  weeks  postoperatively, 
to  return  in  three  weeks  for  a Whipple  operation. 

At  his  return,  the  hemoglobin  was  8.7  Gm.  per 
100  ml.,  the  white  blood  cell  count  14,000,  with  78 
per  cent  neutrophils,  20  per  cent  lymphocytes, 
and  2 per  cent  eosinophils.  The  urine  had  a spe- 
cific gravity  of  1.012  and  a trace  of  albumin,  but  no 
bile.  The  serum  bilirubin  findings  were  1.8  mg. 
per  100  ml.,  the  prothrombin  time  15  seconds,  the 
alkaline  phosphatase  15  King-Armstrong  units, 
the  cephalin  flocculation  findings  were  negative 
and  the  thymol  turbidity  0.4  units;  the  total  pro- 
tein was  6.9  Gm.  per  100  ml.,  with  4.3  Gm.  albumin 
and  2.6  Gm.  globulin  and  the  cholesterol  216  mg. 

* Deceased  Professor  Emeritus,  Surgical  Pathology,  College 
of  Physicians  and  Surgeons,  to  whom  we  are  indebted. 
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FIGURE  2.  Lymph  node  replaced  by  sheets  of  disorga- 
nized cells  with  large  hyperchromatic  dyskariotic  nuclei 
and  scanty  cytoplasm  in  no  recognizable  pattern. 


per  100  ml.  At  surgery,  the  day  after  admission, 
peripancreatic  lymph  nodes  were  submitted  for 
frozen  section  and  were  found  to  contain  metastat- 
ic, poorly  differentiated  ductal  carcinoma  (Fig.  2). 
Since  the  experience  here  was  similar  to  the  Port- 
land survey,2  the  Whipple  operation  was  aban- 
doned, and  the  patient  was  discharged  after  two 
weeks,  improved,  and  on  no  specific  medication. 

At  home,  slowly  but  gradually,  the  icterus  faded, 
and  he  regained  his  normal  weight  in  six  months 
and  returned  to  work.  One  year  postoperatively, 
the  local  draft  board  found  him  apparently  so  well 
that  they  required  proof  of  disability.  His  local 
physician  (A.D.H.)  routinely  runs  a battery  of  liver 
function  tests,  examines  him  every  six  months, 
and  he  is  now  perfectly  fit.  Currently,  he  is  happi- 
ly married  and  rearing  a family. 

Comment 

Carcinoma  of  the  head  of  the  pancreas  at  the 
age  of  twenty-one  is  most  unusual;  combined  with 
the  lack  of  the  usual  radiographic  confirmatory 
signs,  it  was  not  seriously  considered  clinically,  al- 
though on  review  there  was  a suggestion  of  the  in- 
verted 3 sign.  Because  of  the  patient’s  age  and 


the  known  fallibility  of  pancreative  biopsy,  as 
pointed  out  by  Bowden,4  Schultz  and  Sanders,5 
and  by  Glenn  and  Thorbjarnarson,6  definite  sur- 
gery was  postponed.  Spiro7  pointed  out  that 
“spread  of  a pancreatic  carcinoma  is  almost  inevi- 
table by  the  time  the  tumor  first  gives  rise  to 
symptoms,  as  there  is  no  thick  wall  around  the 
pancreas;  spread  to  the  immediately  adjacent 
lymph  nodes  and  to  other  organs,  especially  to  the 
duodenum,  is  almost  the  rule.”  In  this  matter, 
this  case  was  no  exception  since  there  was  exten- 
sion to  regional  lymph  nodes  at  the  last  operation. 

Statistics  vary  as  to  the  life  expectancy  of  symp- 
tomatic carcinoma  of  the  head  of  the  pancreas 
with  metastases.  The  mean  duration  of  life  from 
the  onset  of  symptoms  is  four  months  according  to  , 
Guillan.8  In  the  Portland  study  of  194  patients  , 
who  underwent  laparotomy,  without  resection  or  ' 
bypass,  the  operative  mortality  rate  was  25  per 
cent,  and  the  average  survival  rate  was  three 
months.2  Two  patients  survived  sixteen  and 
thirty-six  months  respectively,  and  2 others  who 
had  pancreatoduodenostomies  survived  one  hun-  j 
dred  and  five  months  and  nine  years,  respectively, 
without  recurrence.  Thus  the  outlook  for  cases 
with  lymph-node  metastases  is  bleak  indeed,  al-  > 
though  there  are  the  rare  exceptions  such  as  this 
case  and  the  one  reported  by  Morley,9  who  sur-  j 
vived  twenty  years  to  die  of  coronary  thrombosis. 

Very  few  carcinomas  regress  spontaneously,  as 
this  one  apparently  has.  Boyd,10  in  his  mono- 
graph, covers  a broad  variety  of  said  regressions  < 
and  poses  the  question:  “Why  do  they  regress?”  i 
Leaving  out  the  possible  effects  of  therapy,  he 
suggests  either  a hormonal  or  immune  control  of 
such  neoplasms,  favoring  the  latter.  The  example 
of  latent  carcinomas  is  cited,  especially  in  the 
prostate,  possibly  presenting  sufficient  specific  an- 1 ft 
tigenicity  to  control  tumor  extension.  Black11  had 
previously  postulated  that  “if  the  malignant  trans- 
formation of  tissues  is  associated  with  the  develop- 
ment of  antigenicity,  why  aren’t  such  tumors  de- 
stroyed in  situ  by  antibodies?”  Two  possible  an- 
swers have  been  suggested:  (1)  Many  malignant 

transformations  are  destroyed  before  developing 
into  clinical  cancer.  (2)  If,  however,  the  antigenic 
change  is  slight  and/or  the  local  growth  potentia 
is  great,  the  tumor  might  become  established  be 
fore  antibodies  are  elaborated. 

Black  and  Speer12  also  pointed  out  that  axillan 
lymph  nodes  in  human  beings  and  mice,  bearing 
spontaneous  mammary  cancers,  often  reveal  reac 
tive  changes  consistent  with  antigenic  stimulation 

The  lymph  node  submitted  in  this  case  was  al 
most  totally  replaced  by  tumor,  and  sinus  histiocy 
tic  activity  could  not  be  evaluated.  Fass,  Haber 
man,  and  Ziegler13  reported  positive  skin  reactioi 
to  autologous  melanoma  extracts  in  patients  witl 
autologous  disease,  while  those  with  disseminate* 
disease  did  not  react,  indicating  that  some  pa 
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tients  with  malignant  melanoma  have  detectable 
cellular  immunity  to  autologous  tumor  antigen. 

The  editors  of  Lancet 14  comment  that  Burkitt’s 
lymphoma  and  malignant  melanoma  provide  some 
of  the  best  evidence  that  an  individual  can  some- 
times mount  an  effective  immune  response  against 
his  own  tumor  and  that  such  a response  may  mate- 
rially alter  the  course  of  his  disease. 

Smith  and  Adler15  stated:  “The  cellular  im- 

mune response  has  been  established  as  having  a 
major  role  in  the  recognition  and  destruction  of 
experimentally  induced  tumors.” 

A more  general  but  unproved  concept  is  that 
cellular  surveillance  is  a major  function  of  the  lym- 
phoreticular  system  in  that  it  controls  the  emer- 
gence of  aberrant  potentially  tumorgenic  cell 
clones. 

Field  and  Caspary16  found  sensitivity  to  ence- 
phalitogenic  lymphocytic  factor  in  all  patients 
with  carcinomatous  neuropathy  and  suggested  this 
lymphocytic  sensitization  as  an  in  vitro  test  for 
cancer  of  the  central  nervous  system. 

Daly  et  al .1T  found  that  circulating  lymphocytes 
from  patients  with  renal-cell  carcinoma  have  pro- 
duced varying  degrees  of  damage  to  both  au- 
tochthonous and  allogenic  tumor  cells,  the  former 
more  regular  but  not  necessarily  more  marked 
than  the  latter. 

Obviously  many  related,  but  as  yet  not  inter- 
locked, factors  in  the  jigsaw  puzzle  of  how  immuni- 
ty and  antigens  affect  and  control  tumors  are 
available.  The  question  is  how  to  stimulate  and 
maintain  the  host  antigen  levels  that  our  patient 
most  likely  has  achieved  spontaneously.  It  is  by 


Ampicillin  rash  in  children 

Of  370  children  receiving  ampicillin,  35  (9.46  per  cent) 
developed  a skin  rash.  No  child  with  ampicillin  rash 
had  a positive  skin  test  to  ampicillin  or  penicillin  major 
or  minor  determinants.  Fourteen  children  with  rash 
continued  ampicillin  therapy  with  no  ill  effects  and  with 
disappearance  of  the  rash  while  still  receiving  the  drug. 


applying  the  lessons  of  immunology  to  tumor  ther- 
apy that  we  may  be  able  clinically  to  cause  tumor 
regression. 
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These  observations  suggest  that  patients  with  ampicillin 
rash  are  not  at  significant  risk  to  develop  life-threaten- 
ing immediate  or  accelerated  reactions  to  subsequent 
ampicillin  or  penicillin  therapy.  The  possibility  re- 
mains that  skin  rashes  and  other  delayed  reactions 
might  occur  with  repeated  drug  exposure.  Kerns,  D.,  et 
al.:  Am.  J.  Dis.  Child.  125:  187  (Feb.)  1973 
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The  Upper  Functional  G.I.  Disorder 


The  Pseudo-ulcer 


I Ilcer-like  symptoms: 
no  G.I.  pathology 


X-ray  demonstrates  normal  stomach. 


However,  symptoms  are  not  quite  typical,  and 
x-ray  findings  are  negative.  These  findings  and 
the  results  of  additional  diagnostic  procedures 
exclude  an  organic  basis  for  the  patient’s  com- 
plaints. A diagnosis  of  “upper  f unctional  gastro- 
intestinal disorder”  is  made,  which  is  supported 
by  the  fact  that  episodes  of  painf  ul  symptoms 
coincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

It  may  be  useful  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
G.I.  functioning,  resulting  in  hypersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upper  functional 
gastrointestinal  disorders,  counseling  by  the 
primary  physician  can  often  help  the  patient 
understand  how  excessive  anxiety  may  cause 
flare-ups  of  G.I.  symptoms. 

A disproportionate  number  of  patients  seen 
by  the  general  practitioner  suffer  from  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Where  milder 
cases  may  respond  to  counseling  alone,  if  symp- 
toms are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  include  medication  to  re- 
duce the  symptoms  and  the  excessive  anxiety 
that  often  provokes  these  distressing  symptoms. 

In  these  cases,  Librax  as  an  adjunct  can 
greatly  contribute  to  the  course  of  therapy.  Its 
dual  action  can  offer  relief  of  both  painful  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  Hr.  The  antianxiety  action  of 
Librium®  (chlordiazepoxide  HC1)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal disorders  associated  with  excessive  anxiety; 
the  clidinium  bromide  (Quarzan™ ) component 
furnishes  dependable  antisecretory-antispasmodic 
action.  Dosage  is  flexible;  it  may  be  adjusted 
according  to  your  patient’s  requirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  product  information 
regarding  precautions  and  adverse  reactions. 

*Rome  HP,  Brannick  TL:  Orientation  and  mechanism  of 
functional  disorders;  clinicophysiologic  correlation,  chap.  133, 
in  Gastroenterology,  edited  by  Bockus  HL.  Philadelphia,  W.  B. 
Saunders  Company.  1965,  p.  1 116. 


An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Please  see  summary  of  product  information  on  following  page. 
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An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Initial  therapy 

The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Follow-up  therapy 

Follow-up  therapy. with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazincs.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti-  • 
coagulants;  causal  relationship  has  not  been  established  clinically 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti-  « 
pation,  extrapyramidal  symptoms,  increased  and  decreased  libid 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulc 
cytosis),  jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.c.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has  t 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxidc  hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan™  )— bottles  of  100  and  500. 
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The  umbilical  cord  remnant  usually  sloughs  be- 
tween the  sixth  and  tenth  day  of  life.  In  some  in- 
fants an  excess  of  granulation  tissue  may  persist  in 
the  form  of  an  umbilical  granuloma.  This  rela- 
tively inconsequential  lesion  almost  invariably  re- 
sponds to  the  topical  application  of  silver  nitrate. 
Persistent  drainage  from  the  base  of  the  cord  or 
chronic  periumbilical  inflammation  unresponsive 
to  the  usual  therapy  for  omphalitis,  however, 
should  suggest  a patent  urachus  or  omphalo- 
mesenteric duct  as  the  underlying  disease.  Al- 
though both  of  these  congenital  anomalies  are  un- 
common lesions,  they  may  be  the  cause  of  signifi- 
cant morbidity  and  occasional  death. 

Two  illustrative  cases  describing  the  clinical 
findings,  diagnostic  considerations,  and  definitive 
operative  therapy  concerning  these  interesting  and 
unusual  anomalies  are  presented. 

Case  reports 

Case  1.  The  patient  was  two  months  of  age 
when  first  admitted  to  University  Hospital.  He 
had  been  a full-term  infant  who  at  birth  was  noted 
to  have  a protruberant  umbilical  cord.  Since 
sloughing  of  the  cord  the  naval  area  had  hlways 
been  moist  and  red.  This  region  had  been  treated 
conservatively,  since  it  was  felt  to  represent  a low- 
grade  infection.  However,  when  the  baby  had  a 
severe  bout  of  diarrhea,  yellowish  fluid  oozed  from 
the  umbilical  area.  In  the  radiology  department  a 


FIGURE  1.  (A)  Lateral  abdominal  film  with  barium  outlin- 

ing gastrointestinal  tract.  Note  small  patent  omphalo- 
mesenteric duct  filling  with  barium  (B)  Cone-down  view 
of  Figure  1A  demonstrating  patent  duct. 


small  catheter  was  inserted  into  the  umbilical 
tract,  the  patient  was  placed  in  a lateral  recum- 
bent position,  and  contrast  medium  was  injected. 
The  contrast  was  seen  in  the  small  bowel.  An 
upper  gastrointestinal  series  was  performed,  and 
in  the  lateral  projection  the  duct  was  again  identi- 
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FIGURE  2.  Lateral  film  of  abdomen  demonstrating  patent 
urachus.  Note  abdominal  position  of  urinary  bladder, 
fied  as  the  barium  suspension  passed  through  it 
(Fig.  1). 

The  patient  was  operated  on  and  the  resection 
of  the  duct  performed.  The  postoperative  course 
was  uneventful. 

Case  2.  The  patient  was  a ten-month-old  men- 
tally retarded  ill  child  with  multiple  congenital 
anomalies  who  entered  University  Hospital  for 
evaluation.  She  had  been  a small-for-date  infant, 
weighing  4 pounds  6 ounces  at  birth.  The  umbili- 
cal area  was  moist,  and  the  skin  showed  mild  irri- 
tation. During  micturation  a small  amount  of 
urine  was  seen  at  the  umbilical  area. 

An  intravenous  pyelogram  was  performed,  and 
the  upper  tracts  were  normal.  The  baby  had  a 
small  catheter  inserted  into  the  umbilical  draining 
site.  She  was  then  placed  in  a right  lateral  recum- 
bent position,  and  a soluble  contrast  medium  was 
injected  into  the  tract  under  fluoroscopic  control 
(Fig.  2).  This  revealed  a communication  between 
the  umbilicus  and  the  bladder,  patent  urachus. 

Prior  to  contemplated  surgical  intervention  the 
patient  expired  from  uncorrectable  cardiac  dis- 
ease. 

Comment 

The  omphalomesenteric  duct  connects  the  em- 


bryonic yolk  sac  to  the  primitive  midgut,  usually 
in  the  area  of  the  antimesenteric  border  of  the  de- 
veloping distal  ileum.  In  the  majority  of  instances 
the  duct  is  obliterated  during  the  sixth  week  of  in- 
trauterine life.1  Persistence  of  all  or  part  of  the 
duct  leads  to  one  of  several  possible  conditions,  in- 
cluding Meckel’s  diverticulum,  omphalomesenter- 
ic cyst,  and  patent  omphalomesenteric  duct.  A 
patent  omphalomesenteric  duct  may  be  seen  as  a 
bright  red  protuberance  suggestive  of  an  umbilical 
granuloma,  or  simply  with  mucous  drainage. 
Fecal  discharge  or  passage  of  flatus  from  the  um- 
bilicus makes  the  diagnosis  quite  apparent. 

Demonstration  of  the  omphalomesenteric  duct 
is  most  easily  accomplished  by  injecting  contrast 
material  through  a fine  catheter  inserted  into  the 
umbilical  opening  and  obtaining  an  anteroposteri- 
or and  lateral  x-ray  film  of  the  abdomen.  The  ra- 
diographic contrast  medium  will  be  seen  entering 
the  small  bowel.  The  appearance  of  orally  admin- 
istered methylene  blue  or  charcoal  at  the  umbili- 
cus is  also  diagnostic. 

The  therapy  of  choice  is  operative  resection  of 
the  duct.  This  is  accomplished  by  resection  from 
the  umbilicus  to  its  entrance  into  the  ileum  at  a 
variable  distance  from  the  ileocecal  valve,  usually 
within  2 feet.  The  intestinal  end  of  the  duct  is  re- 
moved by  a V-shaped  longitudinal  antimesenteric 
resection. 

The  antimesenteric  border  is  then  reconstructed 
by  a transverse  two-layer  closure. 

This  operation  should  be  performed  in  all  cases 
of  persistently  patent  omphalomesentric  duct  al 
the  time  of  diagnosis.  Deaths  have  been  recordec 
due  to  massive  prolapse  of  the  normal  ileurr 
through  the  patent  omphalomesenteric  duct.2>: 
Progressive  eversion  of  the  duct  may  occur  due  tc 
increased  intra-abdominal  pressure  from  coughing 
or  crying.  With  continuation  of  the  process,  th< 
duct  may  turn  completely  inside  out,  followed  b’ 
loops  of  prolapse  ileum  that  are  proximal  and  dis 
tal  to  the  intestinal  portion  of  the  duct.3  One 
ileal  prolapse  occurs,  reduction  is  quite  difficul 
because  of  the  tight  ring  formed  by  the  umbilicus 
In  such  instances  an  emergency  segmental  resec 
tion  of  the  involved  ileum  and  patent  omphak 
mesenteric  duct  and  an  end-to-end  ileal  anastomcl 
sis  should  be  performed.  Other  significant  com 
plications,  referable  to  the  presence  of  the  due' 
include  internal  hernia  and  volvulus  of  the  sma 
intestine.  Hemorrhage  may  occur  from  pepti 
erosion  due  to  the  presence  of  ectopic  gastric  mi 
cosa  at  the  base  of  the  duct  at  its  internal  er 
trance. 

The  urachus  is  a tubular  structure  that  lies  be 
tween  the  anterior  peritoneum  and  the  transversa 
1 is  fascia  in  the  space  of  Retzius.  It  connects  th 
dome  of  the  bladder  and  the  umbilicus.  Althoug 
this  structure  normally  involutes,  failure  of  oblil 
eration  leads  to  the  development  of  a number  cl 
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urachal  anomalies.  These  include  complete  pa- 
tency with  an  umbilical  sinus  in  continuity  with 
the  bladder,  a single  opening  into  the  bladder  with 
an  intact  umbilicus  (diverticulum),  and  at  both 
ends  of  the  urachus  blind  persistence  of  the  cen- 
tral lumen  forming  a urachal  cyst.4 

Some  controversy  still  exists  as  to  the  exact  em- 
byrologic  derivation  of  the  urachus.  Begg5  de- 
scribes the  urachus  as  a part  of  the  ventral  cloaca; 
others  suggest  that  it  arises  from  the  intra-abdom- 
inal segment  of  the  allantois.4,5 

The  patent  urachus  is  more  frequent  in  boys 
than  in  girls  and  is  commonly  observed  in  infants 
with  bladder-neck  obstruction  and  the  prune  belly 
syndrome,  deficiency  of  abdominal  musculature.4,6 
Undoubtedly,  these  instances  of  lower  urinary- 
tract  obstruction  significantly  contribute  to  the 
persistence  of  urachal  patency. 

In  the  newborn  period,  the  diagnosis  of  patent 
urachus  is  often  made  when  leakage  of  the  urine  is 
observed  at  the  time  of  cord  separation.  In  these 
cases,  reflux  of  urine  up  through  the  urachus  may 
cause  dilatation  of  the  cord,  suggestive  of  early 
umbilical  hernia  prior  to  its  separation.  The  flow 
of  urine  through  the  sinus  will  vary  from  a few 
drops  to  a full  stream  usually  at  the  time  of  ureth- 
ral voiding.  Forty  per  cent  of  cases  will  have  a 
“red  tumor”  at  the  umbilicus,  representing  urachal 
mucosa,  and  the  urine  leakage  can  be  seen  coming 
directly  from  this  area.  The  periumbilical  skin 
may  be  subject  to  constant  bathing  in  urine  and  be 
the  site  of  severe  ammoniacal  dermatitis.  This 
differs  from  the  type  of  skin  digestion  from  bowel 
content  observed  with  a patent  omphalomesenter- 
ic duct. 

Diagnosis  is  confirmed  by  retrograde  injection 
of  contrast  material  into  the  fistula  and  obtaining 
a lateral  roentgenogram  of  the  abdomen.  This  si- 
nogram study  will  show  the  contrast  leading  into 
the  bladder.  Similarly,  methylene  blue  injected 
into  the  sinus  will  be  observed  in  heavy  concentra- 
tion at  the  time  of  urethral  voiding. 

Intravenous  pyelogram  and  voiding  cystoureth- 
rogram  are  done  in  each  case  to  rule  out  associated 
lower  urinary-tract  obstruction,  bladder  neck,  and 
so  forth.  Cystoscopy  is  usually  not  a useful  test  in 
these  infant  cases. 

The  therapy  of  choice  is  complete  operative  re- 
section of  the  urachus.  The  operation  is  best  done 
by  extraperitoneal  approach  with  removal  of  the 


patent  urachus  down  to  the  bladder  wall.  The 
bladder  dome  is  closed  by  inversion  with  two 
layers  of  4-0  chromic  catgut.  Following  resection 
an  umbilical  herniorrhaphy  is  done  at  the  cepha- 
lad  end  of  the  tube.  Due  to  the  high  incidence  of 
local  infection,  the  space  of  Retzius  is  routinely 
drained,  and  an  indwelling  urethral  catheter  is  left 
in  place  for  five  days  for  bladder  drainage. 

All  cases  of  urachal  sinus  or  cyst  should  be  re- 
sected completely,  because  the  anomalies  are 
prone  to  complications,  particularly  infection.  If 
an  abscess  is  present  at  the  time  of  diagnosis,  inci- 
sion and  drainage  should  be  performed  as  the  ini- 
tial procedure.  This  should  be  followed  by  appro- 
priate definitive  therapy  at  a later  date,  as  there 
exists  a high  incidence  of  recurrence  and  complica- 
tions following  lesser  procedures.  In  addition, 
there  is  a real  threat  of  future  malignant  sarcoma- 
tous degeneration  of  the  urachal  elements. 

Summary 

The  presence  of  umbilical  drainage  in  infants 
demands  early  and  careful  evaluation.  Failure  of 
healing  of  what  is  presumed  an  umbilical  granulo- 
ma, or  omphalitis,  after  appropriate  therapy, 
suggests  the  presence  of  a patent  omphalomesen- 
teric duct  or  patent  urachus.  The  passage  of 
bowel  content  or  flatus  from  the  former  and  urine 
at  the  time  of  voiding  from  the  latter  are  usually 
diagnostic.  Both  lesions  can  be  identified  with 
the  use  of  the  contrast  umbilical  sinogram  and  a 
lateral  x-ray  view  of  the  abdomen.  Operation  and 
complete  resection  of  both  these  unusual  anoma- 
lies are  the  therapy  of  choice  because  of  a high  fre- 
quency of  complications  that  is  associated  with  a 
significant  morbidity  and  occasional  death.  Two 
illustrative  cases  are  presented. 
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Aneurysms  of  the  superior  pancreaticoduodenal 
artery  are  uncommon  lesions,  and  the  few  reports 
in  the  literature  attest  to  their  extreme  rarity.  It 
is  the  purpose  of  this  report  to  add  another  case  to 
the  5 previously  reported  and  to  review  the  current 
literature  regarding  such  unusual  vascular  lesions. 

Case  report 

A seventy-two-year-old  female  was  admitted  to 
the  hospital  on  April  14,  1972,  with  massive  upper 
gastrointestinal  bleeding.  The  patient  denied  any 
drug  intake  or  any  history  of  ulcer  disease  and 
stated  that  she  suffered  no  pain.  Her  past  medi- 
cal history  was  noncontributory. 

Physical  examination  revealed  a well-developed, 
extremely  thin,  white  female  in  hemorrhagic 
shock;  temperature  was  97.8°  F.,  blood  pressure 
was  70/50,  pulse  rate  was  140,  respiration  was  28, 
and  central  venous  pressure  was  0.  Massive 
amounts  of  bright  red  blood  were  noted  coming 
from  the  nasogastric  tube.  Except  for  a protuber- 
ant abdomen,  the  rest  of  the  examination  was  un- 
remarkable. 

Laboratory  study  findings  were  within  normal 

* Present  address:  1510  N.  Grand,  Santa  Ana,  California 

92701. 


FIGURE  1.  Duodenum  open  posteriorly  revealing  2-cm. 
hemorrhagic  mass  which  perforated  into  bowel  lumen 
(black  arrow).  Ampulla  of  Vater  located  2 cm.  superior  to 
site  of  perforation  (white  arrow).  A large  retroperitoneal 
hematoma  can  be  seen  in  right  inferior  aspect  of  picture. 

limits,  except  for  a hemoglobin  level  of  7.5  Gm.  per 
100  ml.  X-ray  findings  were  unremarkable. 

The  patient  was  taken  to  the  operating  suite  two 
hours  after  arriving  at  the  hospital  when  her  vital 
signs  failed  to  improve  following  the  transfusion  of 
4 units  of  whole  blood.  The  patient  was  explored 
through  an  upper  midline  abdominal  incision,  and 
the  entire  gastrointestinal  tract  was  found  to  con- 
tain a large  amount  of  blood.  Soon  after  a duode- 
notomy  incision  was  made  to  locate  the  origin  of 
the  bleeding,  the  patient  had  a cardiac  arrest.  All 
efforts  to  resuscitate  her  as  well  as  to  locate  the 
source  of  the  hemorrhage  failed. 

Postmortem  examination  disclosed  the  presence 
of  a necrotic  mass  in  the  posterior  aspect  of  the 
second  portion  of  the  duodenum  2 cm.  distal  to  the 
ampulla  of  Vater.  The  mass  measured  1 by  2 cm.  si 
and  careful  dissection  through  it  as  well  as  the  en-M 
tire  area  revealed  the  presence  of  a thrombosed 
aneurysm  measuring  1.5  cm.  (Fig.  1).  The  origir 
of  the  ruptured  aneurysm  was  carefully  traced  to  £ I 
point  1 cm.  distal  to  the  superior  pancreaticoduo- 
denal artery  take-off  from  the  gastroduodenal  ar 
tery.  The  aneurysmal  formation  was  attributed  t( 
arteriosclerotic  changes  in  the  vessel  wall.  In  ad 
dition,  a large  hematoma  measuring  5 by  8 by  /ip] 
cm.  was  located  in  the  retroperitoneal  space  adja 
cent  to  the  aneurysm.  Microscopic  examinatior 
confirmed  the  presence  of  aneurysmal  changes  ir 
the  vessel  wall,  as  well  as  evidence  of  a recent  ruo 
ture  (Fig.  2). 

Comment 

Extensive  review  of  the  literature  suggests  tha 
aneurysm  of  the  superior  pancreaticoduodenal  ar 
tery  is  indeed  a rare  entity.  The  first  case  identi 
fied  at  necropsy  was  reported  in  1952  by  Sampsel 
Barry,  and  Steele.1  The  first  successful  surgica 
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FIGURE  2.  (A)  Low-power  hematoxylin-eosin  stain  photo- 

micrograph showing  duodenal  wall  with  thrombosed  aneu- 
rysm in  center.  Section  of  tortuous  vessel  can  be  seen  to 
right  and  left  of  center.  Pancreatic  tissue  located  interior- 
ly. (B)  Superior  pancreaticoduodenal  artery  section,  high- 
power  magnification,  stained  for  elastic  tissue.  Internal 
elastic  lamina  fragmented,  irregular,  and  becoming  ex- 
tremely thin  toward  right  side  of  picture.  On  left,  delami- 
nation can  be  seen  under  an  area  of  intimal  thickening. 


excision  of  such  a lesion  was  reported  in  1956  by 
Hendrick.2  Catanzaro,  Merlino,  and  Palumbo3  re- 
ported the  second  case  of  successful  treatment  of  a 
similar  aneurysm  in  1957.  In  1960,  Lambert  and 
Hyde4  treated  the  third  aneurysm  of  this  artery  by 
obliterating  the  involved  vasculature  with  good  re- 
sults. Lannik  and  Ruskin5  reported  the  fourth 
case  in  1965,  for  which  successful  surgery  was  per- 
formed as  well  as  the  second  case  for  which  the  di- 
agnosis was  made  preoperatively. 
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We  have  been  unable  to  find  any  other  reported 
cases  in  both  the  American  and  the  world’s  litera- 
ture regarding  either  the  recognition  or  the  treat- 
ment of  such  lesions.  We  believe,  therefore,  that 
the  case  which  we  have  reported  is  only  the  sixth 
of  this  nature. 

The  etiology  of  these  lesions  is  unsettled.  Ath- 
erosclerosis, hypertension,  polyarthritis,  congeni- 
tal malformation,  trauma,  septic  emboli,  local  in- 
flammation, and  infection  have  been  implicated. 
The  symptoms  may  include  intermittent  upper 
abdominal  pain,  indigestion,  jaundice,  and  hemor- 
rhage, either  in  the  form  of  melena  or  hematemesis 
when  the  aneurysm  erodes  into  the  bowel.  The 
diagnosis  is  suggested  by  a pulsating  mass  in  the 
right  upper  quadrant,  exhibiting  a systolic  bruit. 
While  such  bruits  are  not  diagnostic  of  aneurysms, 
they  do  suggest  the  presence  of  vascular  disease. 

A plain  roentgenogram  may  aid  in  the  diagnosis 
if  calcification  is  present  in  the  vessel  wall.  Re- 
cently, with  the  increased  use  of  celiac  and  superi- 
or mesenteric  arteriography,  splanchnic  arterial 
aneurysms  can  be  identified  and  treated  early  be- 
fore the  onset  of  abdominal  apoplexy.  Simple  li- 
gation of  the  involved  artery  has  been  suggested 
by  many  previous  authors. 

This  procedure,  combined  with  excision  of  the 
aneurysm,  if  possible,  is  the  treatment  of  choice 
for  such  lesions. 

A plea  is  made  for  early  diagnosis  and  definitive 
excisional  therapy  of  all  types  of  intra-abdominal 
aneurysms  involving  the  smaller  vessels  because  of 
the  frequency  of  eventual  perforation  of  fatal  hem- 
orrhage; 80  per  cent  of  the  patients  described  in 
the  American  medical  literature  died  of  hemor- 
rhage. 
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out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 
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Kaposi’s  sarcoma,  the  symptoms  of  which  are 
usually  skin  lesions  on  the  lower  extremities,  can 
occasionally  be  a rapidly  progressive  illness  lead- 
ing to  the  patient’s  death.  Visceral  involvement, 
common  in  the  patients  in  the  latter  group,  can  af- 
fect virtually  every  organ  in  the  body.  Rarely,  the 
patient  succumbs  to  such  complications  of  cuta- 
neous disease  alone  as  infection  or  hemorrhage. 
Severe  leg  edema,  an  extremely  frequent  manifes- 
tation, is  probably  due  to  lymphatic  blockage. 

Although  it  is  sometimes  unnecessary  to  treat 
patients  with  a few  stable  cutaneous  Kaposi’s  le- 
sions, most  patients  eventually  require  local  radio- 
therapy. Local  recurrence  in  treated  areas  is  not 
uncommon,  while  radiotherapy  is  of  little  value  in 
treating  visceral  lesions.  Gastrointestinal  tract 
mucosal  Kaposi’s  lesions  can  bleed  and  can  lead  to 
fatal  hemorrhage. 

Thus,  it  can  be  seen  that  there  is  need  of  effec- 
tive chemotherapy  in  patients  with  Kaposi’s  sarco- 
ma. There  are  very  few  reports  in  the  literature 
pertaining  to  chemotherapy  of  this  disease. 

Case  reports 

Case  1.  A seventy-nine-year-old  female  was 
first  seen  by  us  in  March,  1964.  Biopsy  of  one  of 
many  lesions  present  since  1962  proved  the  diag- 
nosis to  be  Kaposi’s  sarcoma.  At  this  time,  and  in 
December,  1964,  lesions  on  both  lower  extremities 
and  on  the  right  arm  responded  to  local  radiother- 
apy- 

In  October,  1966,  due  to  multiple  recurrent  Ka- 
posi’s lesions  on  both  lower  extremities,  the  pa- 


tient was  referred  to  Edmund  Klein,  M.D.,  De- 
partment of  Dermatology,  Roswell  Park  Memorial 
Institute,  Buffalo,  New  York.  On  October  31, 

1966,  the  patient  was  given  4 mg.  of  vinblastine  in- 
travenously and  on  November  7,  1966,  5 mg.  were 
given;  more  than  a 50  per  cent  regression  of  her  le- 
sions was  noted. 

Vinblastine  therapy  was  continued,  but  no  fur- 
ther response  occurred.  Dr.  Klein  then  suggested 
that  the  vinblastine  dosage  be  increased,  to 
achieve  leukopenia  in  the  range  of  2,000  to  3,000 
WBC  per  cubic  millimeter.  Vinblastine  was  given 
in  a dose  sufficient  to  keep  the  white  blood-cell 
count  between  2,000  and  3,500  per  cubic  millime- 
ter as  much  of  the  time  as  possible;  the  usual 
weekly  amount  given  was  8 mg.  On  several  occa- 
sions the  blood  count  fell  to  1,500  per  cubic  milli- 
meter without  any  adverse  effect.  Between  Octo- 
ber 31,  1966,  and  November  10,  1971,  the  patient 
received  1,732  mg.  of  vinblastine  intravenously.  , 
During  most  of  this  time  the  lesions  remained  sta-  . 
ble  with  occasional  slight  regression,  but  radio- 
therapy was  required  to  treat  new  lesions  on  sever- 
al occasions. 

In  the  middle  of  1971  it  was  apparent  that  the 
skin  lesions  were  again  progressing.  The  patient 
was  again  seen  by  Dr.  Klein  who  suggested  a trial 
of  vincristine  sulfate,  1 mg.  weekly,  for  five  weeks 
starting  November  16,  1971.  The  disease  again 
remained  stable.  Since  that  time  1 mg.  of  vincris- 
tine sulfate,  alternating  with  8 mg.  of  vinblastine 
intravenously,  were  administered  at  weekly  inter- 
vals. 

Comment.  This  was  our  first  attempt  at  treating 
Kaposi’s  sarcoma  with  vinblastine.  Although 
there  was  an  initial  good  response  to  the  drug, 
thereafter  its  main  effect  seemed  to  be  to  retard 
progression  of  the  disease.  On  two  occasions,  h 
when  vinblastine  was  omitted  for  several  weeks, 
many  new  lesions  appeared.  Despite  the  patient’s 
age,  she  tolerated  repeated  attempts  to  reduce  the 
white  blood  count  below  3,000  per  cubic  millime- 
ter, and  received  vinblastine  weekly  for  over  five 
years. 

Case  2.  A man  was  first  seen  in  April,  1966,  be- 
cause of  chronic  pulmonary  emphysema.  On- 
March  15,  1967,  a skin  lesion  on  the  right  hand  was 
shown  to  be  Kaposi’s  sarcoma  by  biopsy,  and  mul-; 
tiple  lesions  on  both  upper  extremities  were  treat- 
ed with  radiotherapy  to  a dose  of  900  to  1,500  rads. 

On  September  20,  1967,  due  to  a poor  response 
to  radiotherapy,  he  was  started  on  vinblastine 
therapy.  Between  this  date  and  November  15 

1967,  he  received  gradually  increasing  weekly  in 
travenous  doses  of  vinblastine.  The  first  injectior 
was  3 mg.,  the  final  14  mg.,  and  the  total  dose  was 
75  mg.  The  white  blood-cell  count  on  Decembei 
8,  1967,  was  3,800  per  cubic  millimeter,  and  12  mg 
of  vinblastine  were  given.  On  November  15,  1967 
with  a white  blood-cell  count  of  3,750  per  cubit 
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millimeter,  14  mg.  were  administered. 

On  December  3,  1968,  he  was  admitted  to  the 
hospital  with  fever,  pneumonia,  and  respiratory 
failure,  and  eventually  died  on  February  29,  1968. 
It  was  not  clear  if  the  vinblastine  therapy  contrib- 
uted to  his  death,  since  the  admission  white  blood- 
cell  count  was  14,600.  There  was  no  response  of 
the  Kaposi’s  sarcoma  to  vinblastine  therapy. 

Comment.  This  patient  failed  completely  to  re- 
spond to  vinblastine  therapy,  and  the  drug  may 
well  have  led  to  his  death. 

Case  3.  A forty-nine-year-old  male  was  first 
seen  in  July,  1967,  with  biopsy-confirmed  lesions 
of  Kaposi’s  sarcoma  on  the  left  leg.  A review  of 
biopsy  material  from  a nasopharyngeal  polyp  re- 
moved in  1964  also  revealed  Kaposi’s  sarcoma. 
Superficial  radiotherapy,  1,000  rads,  was  given  to 
the  leg  with  partial  response.  Gastric  lesions  of 
Kaposi’s  were  seen  on  gastroscopic  examination  in 
August,  1967. 

The  patient  did  not  return  for  follow-up  be- 
tween August,  1968,  and  April,  1969,  at  which  time 
there  was  a 6 by  5-cm.  fungating  Kaposi’s  lesion  on 
the  left  thigh  and  a similar  4 by  5-cm.  tumor  on 
the  sole  of  the  left  foot.  In  addition,  there  were 
multiple  subcutaneous  nodular  lesions  on  the  left 
thigh  and  left  foot  and  marked  bilateral  lower-ex- 
tremity edema. 

Because  of  diffuse  disease  and  marked  edema, 
vinblastine  therapy  was  started  on  July  8,  1969; 
the  patient  has  received  approximately  10  mg.  per 
week  since  that  time.  The  total  dose  as  of  Febru- 
ary 26,  1972,  was  875  mg.  Improvement  in  the 
skin  lesions  began  within  five  weeks,  resulting  in 
complete  disappearance  of  the  large  tumor  masses. 
The  edema  decreased  considerably,  but  he  still 
had  a few  small  nodular  Kaposi’s  lesions  on  the 
left  lower  extremity.  A repeat  gastroscopy  in  No- 
vember, 1970,  showed  marked  decrease  in  the  size 
of  the  gastric  lesions. 

Comment.  This  patient,  who  was  considered  to 
have  disease  too  far  advanced  for  treatment  by  ra- 
diotherapy, had  almost  complete  remission  of  ex- 
tensive Kaposi’s  skin  and  gastric  mucosal  lesions 
when  given  systemic  vinblastine. 

Case  4.  A sixty-eight-year-old  female  was  first 
seen  in  May,  1970,  for  Kaposi’s  sarcoma  of  the  skin 
of  the  lower  extremities.  In  1957,  a splenectomy 
had  been  performed  for  a Coombs’-positive  hemo- 
lytic anemia.  On  slide  review,  the  pathology  de- 
partment made  a diagnosis  of  Hodgkin’s  disease  of 
the  spleen,  but  no  further  evidence  of  this  disease 
has  appeared. 

In  1969,  a diagnosis  of  Kaposi’s  sarcoma  was 
made  on  biopsy  of  a skin  nodule.  Local  radiother- 
apy and  then  several  injections  of  vinblastine  were 
given  elsewhere,  with  some  response.  In  May  and 
July  she  received  radiotherapy  to  both  feet  and 
right  thigh  to  a total  dose  of  1,050  rads. 

On  July  6,  1970,  weekly  intravenous  vinblastine 


treatment  was  started,  in  doses  varying  from  4 to 
18  mg.,  depending  on  the  white  blood-cell  count; 
up  to  April  14,  1971,  she  received  a total  of  355  mg. 
of  vinblastine.  With  one  exception,  the  white 
blood-cell  count  never  fell  below  4,200  per  cubic 
millimeter,  and  was  usually  over  7,000  per  cubic 
millimeter. 

Marked  regression,  which  was  almost  complete, 
occurred  in  multiple  lesions  on  both  legs.  On  De- 
cember 21,  1970,  she  was  admitted  to  the  hospital 
with  Staphylococcus  aureus  and  enterobacterial 
septicemia,  and  with  a white  blood-cell  count  of 
2,000  per  cubic  millimeter.  The  differential 
showed  7 per  cent  polymorphonuclear  leukocytes. 
Since  that  time,  the  percentage  of  polymorphonu- 
clear leukocytes  on  the  differential  remained 
below  25  per  cent  despite  the  fact  that  she  had  re- 
ceived no  more  vinblastine  and  her  white  blood- 
cell count  was  in  the  range  of  10,000  to  12,000.  As 
of  February,  1972,  there  had  been  no  recurrence  of 
Kaposi’s  lesions.  She  did  receive  radiotherapy  to 
a few  lesions  on  the  sole  of  the  left  foot  and  on 
both  thighs  in  February  and  March  of  1971. 

Comment.  This  patient  was  1 of  2 who  had  an 
excellent  response.  There  was  almost  complete 
clearance  of  extensive  disease  on  the  skin  of  both 
legs;  she  remained  in  remission  for  eight  months 
following  her  last  vinblastine  dose,  but  almost  died 
as  a result  of  septicemia  that  occurred  during  a pe- 
riod of  drug-induced  leukopenia.  However,  it  ap- 
pears that  she  has  some  disorder  of  polymorpho- 
nuclear leukocyte  production  unrelated  to  the  vin- 
blastine therapy  that  contributed  to  the  occur- 
rence of  leukopenia. 

Case  5.  A seventy-one-year-old  male  was  first 
seen  at  the  hospital  on  September  8,  1968,  with 
diffuse  cutaneous  lesions  of  Kaposi’s  sarcoma  on 
both  legs  and  feet.  The  lesions  were  treated  with 
radiotherapy  to  a tumor  dose  of  1,200  rads  on  the 
cesium  unit  with  good  response.  In  June,  1970,  he 
was  seen  with  recurrent  Kaposi’s  sarcoma  lesions 
in  some  of  the  treated  areas.  All  areas  of  involve- 
ment were  treated  with  900  to  1,200  rads,  again 
using  the  cesium  unit.  Partial  response  was  ob- 
tained. 

On  April  13,  1971,  vinblastine  therapy  was  insti- 
tuted owing  to  the  occurrence  of  multiple  lesions 
of  Kaposi’s  sarcoma  on  both  lower  extremities  re- 
current in  areas  previously  treated  with  radiother- 
apy, but  also  in  many  new  areas.  Between  April 
13,  1971,  and  November  10,  1971,  he  received  a 
total  vinblastine  dose  of  219  mg.,  given  in  weekly 
intravenous  injections  of  4 to  12  mg.  White 
blood-cell  counts  ranged  from  3,600  per  cubic  mil- 
limeter to  5,400  per  cubic  millimeter.  Vinblastine 
therapy  was  discontinued,  owing  to  the  progressive 
appearance  of  new  lesions.  At  the  start  of  vinblas- 
tine treatment,  no  new  Kaposi’s  sarcoma  lesions 
developed,  so  that  the  drug  may  have  had  a tem- 
porary retarding  effect  on  the  disease. 
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Comment.  This  patient  must  be  considered  a 
treatment  failure  although  vinblastine  may  have 
slowed  the  progress  of  the  Kaposi’s  sarcoma. 

Case  6.  A seventy-three-year-old  female  was 
found  to  have  Hodgkin’s  disease  on  cervical 
lymph-node  biopsy  at  another  hospital  in  July, 
1967.  Because  of  fever,  she  was  given  mechloreth- 
amine  and  mediastinal  radiotherapy,  with  tempo- 
rary response.  On  October  16,  1967,  she  was  ad- 
mitted to  the  hospital  with  fever,  weight  loss,  and 
diffuse  lymphadenopathy.  Intravenous  vinblas- 
tine, 5 mg.  per  week,  was  started  on  November  7, 
1967,  with  good  results,  and  this  schedule  was  con- 
tinued until  November,  1968. 

On  July  18,  1968,  the  first  lesions  of  Kaposi’s 
sarcoma  were  noted  on  the  skin  of  her  feet.  When 
she  was  readmitted  to  the  hospital  on  November 
11,  1968,  because  of  advanced  Hodgkin’s  disease, 
there  were  multiple  Kaposi’s  lesions  on  the  skin  of 
the  upper  and  lower  extremities  and  face.  There 
were  also  mucosal  lesions  in  the  mouth,  stomach, 
and  small  intestines.  The  patient  did  not  respond 
to  treatment  for  this  disease  and  died  January  13, 
1969. 

Comment.  This  patient  developed  Kaposi’s  le- 
sions first  on  the  skin  and  then  on  the  gastrointes- 
tinal tract  mucosa  while  receiving  intravenous  vin- 
blastine therapy  for  Hodgkin’s  disease. 

Comment 

Vinblastine  and  vincristine  sulfate,  alkaloids  ob- 
tained from  the  periwinkle  plant,  are  both  inhibi- 
tors of  mitosis.  Vinblastine,  used  to  treat  Hodg- 
kin’s disease,  has  its  major  toxic  effect  on  the  bone 
marrow,  while  vincristine  sulfate,  useful  in  child- 
hood acute  leukemia  therapy,  is  toxic  to  the  ner- 
vous system. 

In  1966,  Scott  and  Voight1  reported  on  3 pa- 
tients with  Kaposi’s  sarcoma  treated  with  intrave- 
nous vinblastine,  all  of  whom  had  marked,  pro- 
longed regression  of  cutaneous  lesions,  although  no 
maintenance  therapy  was  given. 

A 1968  report  by  Klein2  described  3 vinblastine- 
treated  patients  with  advanced  Kaposi’s  sarcoma. 
One  patient  had  a remission  lasting  only  three 
months,  while  a second  patient  with  initial  “rapid 
and  marked  improvement”  required  repeated 
doses  of  intravenous  vinblastine  to  maintain  what 
Klein  called  partial  control  lasting  one  year  to  the 
time  of  reporting.  A third  patient  obtained  tem- 
porary results  lasting  three  to  four  weeks.  A 
fourth  patient  with  less  advanced  disease  was  suc- 
cessfully treated  with  intralesional  vinblastine  and 
vincristine  sulfate. 

In  light  of  our  studies,  and  the  observations  of 
Scott  and  Voight,1  and  Klein,2  it  is  apparent  that 
vinblastine  is  actively  tumoricidal  in  Kaposi’s  sar- 
coma. 

It  would  appear  that  approximately  50  per  cent 
of  patients  respond  to  systemic  vinblastine.  Al- 


though we  had  two  instances  of  serious  drug  toxic- 
ity, one  of  which  led  to  the  patient’s  death,  we  be- 
lieve vinblastine  can  be  used  with  relative  safety. 
The  patient  who  died,  Case  2,  had  a history  of  se- 
vere bronchitis  and  emphysema,  and  Case  4 had 
an  underlying  hematologic  disorder. 

In  retrospect,  it  was  incorrect  to  treat*  these  2 
patients  so  vigorously.  Case  4 responded  to  doses 
that  did  not  produce  leukopenia,  so  that  it  was  un- 
necessary to  increase  the  vinblastine  dosage,  while 
Case  2,  with  a history  of  recurrent  pulmonary  in- 
fections, should  not  have  been  treated  to  the  point 
of  leukopenia. 

On  the  other  hand,  Case  1,  although  over  eighty 
years  of  age,  was  repeatedly  given  sufficient  vin- 
blastine to  lower  her  white  blood-cell  count  to 
below  3,000  per  cubic  millimeter.  On  several  oc- 
casions, the  white  blood-cell  count  fell  to  1,500  per 
cubic  millimeter,  yet  there  were  no  complications 
from  this  vigorous  treatment. 

If  the  patient’s  disease  is  very  sensitive  to  vin- 
blastine, leukopenia-producing  doses  are  unneces- 
sary, and  vinblastine  therapy  is  safe.  If,  however, 
the  Kaposi’s  lesions  do  not  clear  on  these  doses,  i 
the  physician  must  decide  if  more  vigorous  treat- 
ment is  indicated.  If  the  disease  is  extensive  and 
symptomatic,  and  there  are  no  contraindications  ; 
such  as  a tendency  to  infection,  leukopenia-pro-  1 
ducing  doses  can  be  tried  for  several  weeks.  This  i 
should  be  done  carefully,  raising  the  weekly  vin-  : 
blastine  dose  by  1 to  2 mg.  until  the  white  blood-  v 
cell  count  is  brought  to  2,000  to  2,500  per  cubic  ij 
millimeter. 

There  are  too  few  data  to  discuss  maintenance 
therapy,  but  the  results  in  the  3 patients  of  Scott  \ 
and  Voight,1  and  in  our  Case  4,  indicate  that  re- 
missions may  last  for  considerable  periods  of  time 
without  such  treatment. 

In  our  only  patient  with  visceral  Kaposi’s  sarco-  i 
ma,  Case  3,  stomach  lesions  did  respond,  so  it 
would  appear  worthwhile  to  use  vinblastine  to 
treat  systemic  disease.  However,  it  should  be 
noted  that  case  6 developed  Kaposi’s  lesions  first 
on  the  skin  and  then  on  the  gastrointestinal  tract 
mucosa,  while  receiving  vinblastine  therapy  for 
Hodgkin’s  disease.  Thus  it  can  be  concluded  that 
vinblastine  is  an  effective  agent  in  some  patients 
with  Kaposi’s  sarcoma,  but  that  it  should  be  re- 
served for  the  patient  with  symptomatic  disease 
not  controlled  by  local  radiotherapy. 

Summary 

Five  patients  with  extensive  cutaneous  Kaposi’; 
sarcoma,  one  of  whom  had  visceral  lesions,  wen 
treated  with  systemic  vinblastine  therapy  afte 
local  irradiation  failed  to  control  the  disease.  Tw< 
patients  had  prolonged  sustained  remissions  tha 
were  almost  complete,  while  a third  patient  hac 
partial  control  of  skin  lesions  for  five  years,  l 
sixth  patient  receiving  weekly  vinblastine  therap 
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for  Hodgkin’s  disease  developed  extensive  cuta- 
neous and  visceral  Kaposi’s  lesions.  Vinblastine 
therapy  is  very  effective  in  some  patients  with  Ka- 
posi’s sarcoma,  and  its  use  is  justified  for  patients 
with  visceral  disease  or  extensive  skin  lesions  not 
controlled  by  local  irradiation. 
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Most  medical  research  on  convicts 
called  unethical  in  JAMA  article 

Under  the  conditions  existing  today  in  most  American 
prisons,  medical  research  involving  the  use  of  human 
subjects  goes  contrary  to  medical  ethics  and  professional 
standards,  declares  an  article  in  a July  issue  of  the  Jour- 
nal of  the  American  Medical  Association. 

George  Bach-y-Rita,  M.D.,  of  the  University  of  Cali- 
fornia School  of  Medicine  at  San  Francisco,  declares 
that  “Too  often  the  only  concern  of  researchers  working 
with  prisoners  is  how  best  to  use  their  subjects,  with  lit- 
tle regard  for  the  institution,  or  for  the  inmate  as  a per- 
son.” 

Informed  consent  on  the  part  of  a convict  participat- 
ing in  a medical  research  study  is  virtually  impossible 
under  conditions  in  most  prisons,  says  Dr.  Bach-y-Rita. 

“Information  about  the  experiment  can  be  provided 
by  the  researcher,  but  a judgment  about  an  acceptable 
degree  of  risk  requires  contact  with  the  free  world  as  op- 
posed to  the  prison  environment.  What  may  be  per- 
ceived as  an  acceptable  risk  for  a person  inside  a prison 
may  be  totally  unacceptable  for  that  same  person  out- 
;l  side. 

“Lack  of  unimpeded  access  to  information,  absence  of 
advice  from  a physician  friend  of  the  prisoner’s  own 
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choosing,  lack  of  legal  counsel,  censorship  of  mail,  and 
the  long-term  isolation  from  the  changing  ideas  of  soci- 
ety greatly  restrict  the  prisoner’s  ability  to  evaluate  the 
magnitude  of  his  risk  and  thus  to  make  an  informed  de- 
cision abut  a research  contract.” 

Dr.  Bach-y-Rita  declares  that  the  most  pressing 
change  in  prison  life  needed  to  allow  prisoners  to  make 
informed  decisions  regarding  participation  in  research  is 
to  permit  unimpeded,  uncensored  mail,  and  telephone 
contact  with  the  outside  world.  Equally  important,  he 
says,  is  the  need  to  permit  unhampered  access  to  law- 
yers, the  physician  friend,  and  to  those  in  a prisoner’s 
life  who  care  about  him. 

Another  need  is  availability  to  prisoners  of  meaning- 
ful employment,  so  that  they  would  not  be  coerced  into 
a medical  experiment  simply  to  earn  a little  pocket 
money. 

“Coercion  as  an  institutional  policy  is  incompatible 
with  research.  When  information  regarding  a person’s 
participation  is  used  in  formulating  decisions  about  a 
prisoner’s  degree  of  freedom,  research  is  not  possible. 

“In  every  instance,  responsibility  ultimately  rests 
with  the  investigator.  It  is  he  who  must  assure  that 
conditions  compatible  with  current  social  mores  are 
present  prior  to  starting  a project.” 
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Cerebral  tumors  can  be  a cause  of  sudden  death. 
However,  there  is  a sparsity  of  reports  in  the 
American  and  foreign  medical  literature  written 
about  this  topic.1-6  This  report  concerns  3 cases 
of  sudden  death  caused  by  colloid  cysts  of  the 
third  cerebral  ventricle. 

Between  1960  and  1970,  a total  of  17,404  au- 
topsies were  performed  at  the  medical  examiner’s 
office  in  Brooklyn,  New  York.  In  58  cases  the 
cause  of  death  was  a primary  cerebral  neoplasm. 
Twenty-eight  of  these  cases  were  presented  clini- 
cally as  sudden  or  unexpected  deaths,  and  in  3 of 
these  a colloid  cyst  of  the  third  ventricle  was  dis- 
covered at  necropsy. 

Therefore,  colloid  cysts  can  be  directly  responsi- 
ble for  sudden  deaths.  Yet,  this  fact  has  not  been 
well  documented  in  the  literature.  Huntington  et 
al.,e  in  an  extensive  review  of  109  fatalities  due  to 
primary  intracranial  neoplasms,  recorded  no  cases 
of  colloid  cysts.  It  is  because  of  these  facts  that 
we  believe  our  cases  are  worth  reporting. 

Case  reports 

Case  1.  A fourteen-year-old  black  boy  came  to 
the  emergency  room  of  Kings  County  Hospital 
Center  on  February  27,  1961,  complaining  of  a 
headache  of  one  day’s  duration.  He  was  given 
medication  and  sent  home.  At  home,  he  became 
progressively  worse  and  expired  that  same  night. 

Necropsy  revealed  the  pathologic  condition  to 

* At  present,  (thief  Medical  Examiner,  520  First  Avenue,  New 
York,  New  York  10016. 


FIGURE  1.  Gross  photograph  from  Case  1.  This  colloid 
cyst  was  largest  and  filled  entire  third  ventricle. 


be  confined  to  the  central  nervous  system.  Exam- 
ination of  the  brain  revealed  an  oval-shaped  cystic 
mass  located  in  the  anterior  portion  of  the  third 
ventricle  (Fig.  1).  The  mass  measured  5 by  3.8  bj 
3.8  cm.,  was  composed  of  gelatinous  grayish  tissue 
of  a soft  consistency,  and  was  covered  by  a thir 
capsule  of  fibrous  tissue.  It  was  situated  near  the 
foramen  of  Monro  producing  obstruction  of  the 
latter  with  resulting  dilation  of  the  lateral  ventri 
cles.  There  was  herniation  of  both  unci  and  cere 
bellar  tonsils.  Microscopic  sections  revealed  thai 
the  cyst  wall  was  composed  of  connective  tissue 
lined  by  a ciliated  low  columnar  epithelium  (Fig 
2).  Both  the  gross  and  microscopic  findings  were 
diagnostic  of  a colloid  cyst  of  the  third  ventricle. 

Case  2.  A twenty-three-year-old  white  mar 
was  dead  on  arrival  at  Lutheran  Medical  Cente 
on  June  12,  1967.  The  only  history  obtainable 
from  his  family  was  the  recent  onset  of  headaches. 

The  autopsy  was  unremarkable  except  for  the 
central  nervous  system.  A large  cystic  mass  mea 
suring  3 by  1 by  1 cm.  was  found  occupying  the  en 
tire  third  ventricle.  The  cyst  contained  approxi 
mately  10  ml.  of  yellow  tenacious  fluid  and  wa 
lined  by  a tough  gray  membranous  wall.  The  lat 
eral  ventricles  were  symmetrically  and  markedl; 
dilated.  Microscopy  demonstrated  that  the  cys 
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FIGURE  2.  Ciliated  low  columnar  epithelial  lining  characteristic  of  colloid  cysts. 


- 

wall  consisted  of  fibrinous  tissue  infiltrated  by 
. some  chronic  inflammatory  cells.  The  epithelium 
was  denuded  in  some  places  but  in  better  pre- 
served areas  consisted  of  ciliated  cuboidal  cells 
typical  of  the  third  ventricle  colloid  cyst. 

Case  3.  A nineteen-year-old  black  woman  was 
admitted  to  Community  Hospital  on  August  23, 
1968,  after  being  found  semicomatose.  She  had 
been  complaining  of  severe  headaches  for  the  last 
two  days  and  of  persistent  headaches  for  the  past 
ten  months.  She  had  one  previous  hospital  ad- 
mission, but  a complete  work-up  was  reported 
with  negative  findings. 

At  the  time  of  this  hospitalization,  she  suffered 
two  major  convulsions  and  then  expired  after 
..  twenty-one  hours. 

The  major  postmortem  findings  concerned  the 
brain.  It  was  markedly  edematous,  weighing  1,720 
Gm.  Sectioning  of  the  brain  disclosed  a round 
cystic  tumor  measuring  1.5  cm.  in  diameter  and 
arising  from  the  rostral  floor  of  the  third  vehtricle. 
The  ventricular  system  displayed  marked  dilata- 
. tion  of  both  lateral  and  third  ventricles.  There 
was  severe  cerebellar  tonsil  herniation  bilaterally. 
Microscopic  sections  showed  the  typical  connec- 
, tive  tissue  and  epithelium  of  the  colloid  cyst. 


Comment 

Colloid  cysts  of  the  third  ventricle,  also  referred 
to  as  “paraphyseal  or  neuroepithelial  cysts,”  are 
generally  classified  as  congenital  tumors  or  tumors 
of  developmental  defects.7-8  They  account  for  ap- 
proximately 2 per  cent  of  all  intracranial  gliomas. 
These  cysts  are  commonly  found  in  young  adults, 
with  males  and  females  being  equally  affected.9 

Colloid  cysts  are  benign  lesions  that  were 
thought  to  be  of  telencephalic  paraphyseal  origin. 
However,  in  a detailed  study  of  human  fetuses 
Kappers10  concluded: 

Paraphyseal  cystic  tumors  developing  from  the  cho- 
roidal fold  between  the  Foramen  of  Monro  in  the 
third  ventricle  in  the  adult  human  brain  are  for  the 
most  part  not  of  paraphyseal  origin  but  arise  from  de- 
tached and  degenerated  embryonic  diencephalic  ve- 
sicular recesses  included  in  the  choroidal  fold.  Only 
for  a very  few  cases  cited  in  the  literature  does  a real 
paraphyseal  origin  of  such  cysts  seem  likely. 

Colloid  cysts  are  usually  attached  to  the  roof  of 
the  anterior  portion  of  the  third  ventricle  by  a 
stalk.  This  stalk  provides  the  cyst  with  some  mo- 
bility. Thus,  some  of  these  cysts  are  capable  of 
obstructing  not  only  the  foramen  of  Monro  but 
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even  at  times  the  aqueduct  of  Sylvius.  This  occlu- 
sion produces  sudden  and  excruciating  headaches. 
Sometimes,  changing  the  position  of  the  head  will 
cause  the  cyst  to  move  and  thereby  relieve  the  ob- 
struction as  well  as  the  headache.  However,  if  the 
cyst  grows  sufficiently  large,  it  will  become  im- 
pacted in  the  third  ventricle,  and  changing  posi- 
tions of  the  head  will  not  relieve  the  occlusion  or 
alter  the  severity  of  the  headaches.  The  fatalities 
produced  by  this  so-called  “benign”  lesion  are  ex- 
plained as  follows:  the  cyst  suddenly  blocks  the 

outflow  of  ventricular  fluid,  producing  an  acute 
obstructive  hydrocephalus  which  results  in  sudden 
death.5 

Pathologic  findings 

Colloid  cysts  on  gross  examination  are  usually 
thin  walled  and  contain  semisolid  mucoid  materi- 
al. 

Microscopically  the  colloid  cyst  wall  is  com- 
posed of  an  outer  layer  of  connective  tissue  and  an 
inner  layer  of  low  columnar  or  cuboidal  epitheli- 
um. A large  number  of  the  epithelial  cells  are  cil- 
iated. Mucicarmine  stains  may  reveal  the  pres- 
ence of  mucous  vacuoles  in  the  cytoplasm  of  some 
cells.  The  colloid-like  contents  of  the  cyst  stain 
with  positive  results  for  mucus. 

Summary 

This  is  a report  of  3 cases  of  sudden  death 
caused  by  colloid  cysts  of  the  third  cerebral  ventri- 
cle. Colloid  cysts  are  congenital  tumors  usually 
found  in  young  individuals.  These  cysts  are  capa- 
ble of  blocking  the  outflow  of  ventricular  fluid  by 
occluding  the  foramen  of  Monro  or  aqueduct  of 
Sylvius.  This  occlusion  is  responsible  for  the 
main  complaint  of  severe  headache.  However,  if 
this  obstruction  is  complete  and  prolonged,  it  will 
produce  acute  hydrocephalus  and  sudden  death. 


Effect  of  coadministration  of  aluminum  and 
magnesium  hydroxides  on  absorption  of 
anticoagulants  in  man 

Coadministration  of  magnesium  hydroxide  with  BHC 
(Dicumarol)  resulted  in  a 75  per  cent  increase  in  mean 
peak  plasma  levels  of  BHC  and  a 50  per  cent  increase  in 
the  area  under  the  plasma  level  curve  compared  to  con- 
trols. Coadministration  of  aluminum  hydroxide  did  not 


Our  3 cases  involved  2 males,  ages  fourteen  and 
twenty-three  and  1 woman  of  nineteen.  Each  had 
complained  of  severe  headache  prior  to  his  demise 
which  was  sudden  and  unexpected.  At  necropsy 
all  three  brains  demonstrated  acute  hydrocephalus 
caused  by  colloid  cysts. 

When  confronted  with  a young  adult  com-  j 
plaining  of  severe  or  intermittently  severe  'head- 
aches, a complete  neurologic  work-up  appears  nec- 
essary. This  may  demonstrate  a colloid  cyst  of 
the  third  ventricle  which  can  be  surgically  re-  ;j 
moved  and  result  in  a cure.  Thus  the  tragedy  of 
sudden  death  in  a young  individual  may  be  avoid- 
ed. 
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alter  BHC  plasma  levels.  Evidence  is  presented  t 
suggest  that  chelate  formation  may  be  involved  in  th 
increased  absorption  of  BHC  when  it  was  administere 
with  magnesium  hydroxide.  In  identical  experimenl 
using  warfarin,  it  was  found  that  the  antacids  had  no  e: 
feet  on  absorption.  It  is  suggested  that,  in  the  selectio 
of  a coumarin  anticoagulant  for  clinical  use,  consider 
ation  should  be  given  to  the  predictability  of  absorptioi 
Ambre,  J.,  et  al.:  Clin.  Pharm.  & Therap.  14:  2c j 
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In  January  1971,  in  response  to  an  urgent  com- 
er- munity  need,  the  LIJHMC  (Long  Island  Jewish- 
Hillside  Medical  Center)  commenced  operation  of 
a regionalized  program  for  neonatal  care.  This  ar- 
ticle reviews  the  results  of  the  first  two  years  of 
this  program. 


Operation  of  transport  service 
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Incoming  calls  for  neonatal  transport  from  coop- 
erating hospitals  were  directed  either  to  the 
neonatology  fellows  or,  in  their  absence,  to  the  se- 
nior pediatric  resident  on  duty  in  the  hospital.  A 
preliminary  assessment  of  the  infant’s  condition 
was  made  on  the  basis  of  information  provided  on 
the  telephone.  Based  on  this  assessment,  a nurse 
was  dispatched  for  well  infants,  a nurse  and  a pe- 
diatric resident  or  intern  for  sick  infants,  and  a 
nurse,  neonatology  fellow,  and  inhalation  therapist 
for  infants  requiring  respiratory  assistance.  A 
driver  completed  the  team,  which  was  designated 
as  the  Neonatal  Flying  Squad. 

When  the  transport  team  arrived  at  the  refer- 
ring hospital,  the  infant  was  evaluated,  and  imme- 
diate transport  was  carried  out  if  indicated. 


Every  effort  was  made  to  speak  to  both  parents 
and  to  show  the  infant  to  the  mother  prior  to 
transport. 

If  immediate  transport  was  judged  to  be  not  in 
the  infant’s  best  interest,  the  transport  team  of- 
fered its  assistance  in  the  management  of  the  in- 
fant at  the  referring  hospital.  This  assistance  was 
always  graciously  accepted.  Thereupon  the  team 
either  waited  for  the  infant’s  condition  to  be  suit- 
able for  transport  or  returned  to  LIJHMC  and 
maintained  telephone  contact,  sometimes  return- 
ing a second  or  third  time. 

A modified  nine-passenger  Ford  Country  Squire 
station  wagon  was  used  as  the  transport  vehicle. 
Metal  tracks  were  securely  fastened  to  the  rear 
floor  of  the  station  wagon  immediately  in  front  of 
the  rear  seat.  These  tracks  were  designed  so  that 
an  Air  Shields  transport  incubator  could  be  firmly 
fixed  into  position  by  means  of  removable  pins 
(Fig.  1).  An  electric  outlet  was  installed  in  the 
rear  of  the  station  wagon  and  connected  to  the  au- 
tomotive battery.  A DC  cord  of  the  transport  in- 
cubator was  modified  to  fit  into  this  outlet.  The 
transport  incubator  could  then  be  operated  in 
three  different  ways  in  the  vehicle  and  four  ways 
altogether:  (1)  into  the  special  outlet  by  means  of 
the  modified  DC  cord,  (2)  into  the  station  wagon 
cigarette  lighter  by  the  standard  DC  cord,  (3)  into 
its  own  battery  by  the  standard  DC  cord,  and  (4) 
into  the  AC  outlet  by  the  AC  cord. 

Considerable  attention  was  devoted  to  keeping 
the  infants  warm  during  transport.  Efforts  were 
made  to  keep  the  interior  temperature  within  the 
vehicle  at  75  to  80°  F.,  and  this  was  generally  pos- 
sible, even  with  outside  temperatures  of  5 to  10° 
F.,  by  running  the  vehicle  with  the  heater  on  “full” 
for  thirty  minutes  prior  to  transport.  The  ambi- 
ent temperature  of  the  transport  incubator  was 
kept  at  approximately  95°  F.  for  infants  of  birth 
weight  below  1,500  Gm.  and  85  to  92°  F.  for  larger 
infants. 

To  meet  the  need  of  transporting  infants  who 
had  been  placed  on  respirators  at  the  referring 
hospital,  a Bird  respirator  was  encased  in  a wood- 
en frame  containing  two  E cylinders  attached  to  a 
pressure  regulator  (Fig.  2). 

Results 

During  the  first  two  years  of  operation,  January 
1,  1971,  to  December  31,  1972,  448  infants  were 
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FIGURE  1.  (A)  Transport  incubator  on  tracks  in  rear  of  station  wagon,  connected  to  special 


transported.  These  infants  ranged  in  age  from 
sixty-five  minutes  to  five  weeks  at  the  time  of  ar- 
rival at  LIJHMC;  the  median  age  was  eleven  and  a 
half  hours,  and  the  modal  age  five  and  a half 
hours.  The  duration  of  transport  ranged  from  ten 
to  ninety  minutes,  with  a mean  of  twenty-seven 
minutes. 

Of  the  448  infants  transported,  368  survived  and 
were  discharged,  and  80  died  (Table  I).  Only  1 in- 
fant died  during  transport.  Sixteen  died  in  less 
than  eight  hours,  14  died  in  eight  to  twenty-four 
hours,  and  28  died  twenty-four  hours  to  one  week 
after  arrival  at  LIJHMC.  The  relatively  high 
mortality  rate  in  infants  of  hirth  weight  above 
2,500  Gm.  is,  no  doubt,  due  to  selection,  since  in- 
fants of  very  low  birth  weight  are  referred  to  a neo- 
natal center  regardless  of  condition,  whereas  only 
those  larger  infants  who  are  ill  are  transported. 

In  Table  II  the  mortality  rates  are  presented  ac- 
cording to  the  condition  at  time  of  transport.  The 
infants  were  classified  as  “good,”  “intermediate,” 
or  “poor,”  in  accordance  with  the  classification 
presented  by  Storrs  and  Taylor.1  The  criteria  for 
such  classification  was  as  follows. 


The  condition  of  the  baby  was  defined  as  good  if  n< 
abnormal  signs  or  symptoms  were  present.  A previ 
ous  history  of  apnoeic  attacks  did  not  exclude  a bab} 
from  this  group,  provided  they  were  not  occurring  a 
the  time  of  assessment.  If  abnormal  signs  or  symp 
toms  were  present  the  condition  was  said  to  be  inter 
mediate  unless  the  baby  was  needing  artificial  venti 
lation  or  was  in  cardiac  failure,  in  which  case  the  con 
dition  was  classed  as  poor. 

Fourteen  per  cent  of  the  infants  were  classify 
as  good,  73  per  cent  as  intermediate,  and  13  pe 
cent  as  poor.  None  of  the  good  infants,  15  pe 
cent  of  the  intermediate,  and  53  per  cent  of  th 
poor  infants  died. 

The  most  difficult  problem  encountered  in  th 
entire  transport  program  was  the  management  c 
the  apneic  infant,  most  particularly  the  manage 
ment  of  severe  apnea,  by  which  is  meant  prolonge 
apnea  not  responding  to  manual  stimulatioi 
There  were  57  poor  infants  who  required  assiste 
ventilation  when  the  transport  team  was  at  the  r< 
ferring  hospital.  No  infant  was  judged  poor  b< 
cause  of  cardiac  failure.  Attempts  were  made  t 
improve  the  condition  of  these  infants  by  sue 
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receptacle.  Transport  bag  also  shown.  (B)  Physician  and  nurse  seated  in  rear  of  station  wagon. 


FIGURE  2.  Portable  Bird  respirator. 


means  as  increase  in  ambient  oxygen  concentra- 
tion, administration  of  intravenous  fluids  and  al- 


TABLE  I.  Mortality  rate  according  to  birth  weight 


Birth 
W eight 
(Gm.) 

Number 

of 

Infants 

Number 

Who 

Died 

Mortality 

Rate 

(Per  Cent) 

501  to  750 

5 

4 

80 

751  to  1,000 

24 

13 

54 

1,001  to  1,250 

40 

14 

35 

1,251  to  1,500 

39 

10 

26 

1,501  to  2,000 

121 

11 

9 

2,001  to  2,500 

55 

4 

7 

over  2,500 

164 

24 

14 

Totals 

448 

80 

18 

TABLE  II.  Infants  grouped  according  to  initial  condition  and 
eventual  outcome 


Initial 
Condition 
of  Infants 

, Ca 

Number 

ses «. 

Per  Cent 
of  Total 
Group 

✓ Dischi 

Number 

arged 

Per  Cent 
Within 
Group 

, r 

Number 

)ied * 

Per  Cent 
Within 
Group 

Good 

61 

14 

61 

100 

0 

0 

Intermediate 

330 

73 

280 

85 

50 

15 

Poor 

57 

13 

27 

47 

30 

53 

Totals 

448 

100 

368 

82 

80 

18 

kali,  and  warming  the  infant  if  he  was  cold. 
Forty-eight  infants  improved  to  the  point  where  it 
was  elected  to  attempt  transport  without  an  endo- 
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TABLE  III.  Reason  for  transfer 


Reasons 

Number  of 
Infants 

Low  birth  weight,  5 pounds  or  below 

133 

Respiratory  difficulty: 

182 

Respiratory  distress  syndrome,  transient 
tachypnea,  massive  aspiration,  and  so 
forth 

Congenital  malformation 

57 

Hematologic  disorder: 

28 

Rh  disease,  ABO  incompatibility, 
anemia,  and  so  forth 

Seizures 

9 

Narcotic  addiction 

9 

Birth  trauma 

6 

Miscellaneous 

24 

Total 

448 

tracheal  tube  in  place.  The  remaining  9 infants 
were  transported  with  an  endotracheal  tube  in 
place.  The  portable  Bird  respirator  was  used  for  5 
of  the  9.  All  survived  the  trip,  but  2 later  died. 

During  transport  20  nonintubated  infants  devel- 
oped severe  apnea.  Twelve  of  these  infants  were 
among  the  48  poor  infants  transported  without  an 
endotracheal  tube  in  place.  However,  8 were  clas- 
sified as  intermediate,  indicating  that,  although 
the  poor  infants  were  far  more  likely  to  develop  se- 
vere apnea  en  route,  (12  out  of  48  infants  or  25  per 
cent)  a small  number,  8 out  of  330  or  2 per  cent  of 
the  intermediate  infants  developed  severe  apnea. 
No  good  infant  developed  severe  apnea. 

Since  it  was  not  possible  to  carry  out  endotra- 
cheal intubation  in  the  transport  vehicle,  these  20 
infants  were  managed  by  manual  ventilation  with 
the  Hope  pediatric  resuscitator.  To  accomplish 
this,  the  top  of  the  transport  incubator  had  to  be 
raised,  exposing  the  infant  to  a lower  than  optimal 
ambient  temperature.  In  addition,  it  was  found 
necessary  for  the  physician  to  assume  an  uncom- 
fortable position,  on  his  knees.  Nineteen  infants 
survived  the  trip;  1 died  in  transit. 

Table  III  gives  the  reasons  for  transport.  Low 
birth  weight,  respiratory  disorder,  and  congenital 
malformation  account  for  the  overwhelming  ma- 
jority, 83  per  cent.  Many  infants  were  transport- 
ed for  multiple  reasons,  such  as  low  birth  weight 
plus  respiratory  disorder,  and,  if  so,  are  classified 
according  to  what  was  considered  the  most  urgent 
reason. 

Hypothermia.  The  infant’s  temperature  was 
taken  immediately  before  and  after  transport. 
The  temperature  rose  more  than  one  degree  in  92 
infants,  and  fell  more  than  one  degree  in  30;  in 
only  5 instances  did  the  temperature  fall  to  96°  F. 
or  below.  These  data  indicate  that  the  facilities  of 
the  modified  station  wagon  were  generally  capable 
of  preventing  hypothermia,  even  with  infants  of 
very  low  birth  weight  during  the  winter  months. 
However,  despite  the  ability  of  the  transport  vehi- 
cle to  prevent  significant  drops  in  temperature,  45 


TABLE  IV.  Incidence  of  hypothermia  in  the  69  infants  of 
birth  weight  below  1,250  Gm. 


— N umber  of  Infants-^ 

Tempera- 

Tempera- 

ture  96  °F. 

ture  94  °F. 

Time 

or  Below 

or  Below 

Admission  to  nursery 

24 

16 

Departure  from  nursery 

20 

. 8 

Arrival  LIJHMC,  neonatal  unit 

14 

6 

At  one  or  more  of  the  above  times 

41 

23 

infants  arrived  at  LIJHMC  with  temperatures  ol 
96°  F.  or  below.  To  study  this  problem  further,  a 
more  detailed  analysis  was  conducted  for  the  69 
infants  transported  whose  birth  weights  were 
below  1,250  Gm.  (Table  IV).  It  can  be  seen  that 

23  of  these  infants  were  severely  hypothermic 
temperature  94°  F.  or  below,  at  some  point  prim 
to  transport.  This  was  often  the  result  of  chilling 
in  the  delivery  room,  since  temperatures  of  94°  F 
and  below  were  noted  in  15  infants  on  admissioi 
to  the  nursery.  However,  it  was  also  sometime 
the  result  of  chilling  in  the  newborn  nursery,  as  ii 
the  following  two  examples. 

A 908-Gm.  male  infant  was  brought  to  the  nurser  ■ 
with  a temperature  of  95.4°  F.  The  nurse  on  dut  ; 
was  inexperienced.  She  knew  that  small  infants  mus 
be  kept  warm,  but  was  unfamiliar  with  the  tempere 
tures  required.  The  ambient  temperature  within  th 
incubator  was  kept  at  85°  F.  In  four  hours  the  ir  I 
fant’s  temperature  fell  to  89°  F.,  and  he  died  short! 
after  transfer  to  LIJHMC. 

Twins  were  born  weighing  990  Gm.  and  1,020  Gn 
One  Isolette  incubator  was  available  and  this  wi 
given  to  the  smaller  of  the  twins.  The  larger  w< 
placed  in  a heated  crib,  and  in  three  hours  that  ii 
fant’s  temperature  fell  to  92°  F. 

It  was  realized  soon  after  the  introduction  of  tl 
transport  service  that  hypothermia  was  a signif 
cant  and  common  problem.  At  the  end  of  197 
nurses  from  cooperating  hospitals  were  invited  ill 
attend  a one-day  symposium  on  “The  Primai 
Care  of  the  Distressed  Neonate.”  Temperatu 
regulation  was  stressed  at  this  symposium.  Th 
was  apparently  helpful  since,  in  1971,  12  of  24  iiH 
fants,  50  per  cent,  had  temperatures  of  94°  F.  • 
below  before  admission,  as  compared  with  11  of  4 

24  per  cent,  in  1972  (x2  = 3.66,  p = 0.06). 
Hypothermia  was  found  to  result  from  tvi 

major  causes:  (1)  equipment  failure— the  lack 

certain  essential  equipment  such  as  incubators,  r 
diant  heaters  in  the  delivery  rooms,  and  so  fort, 
and  (2)  personnel  failure — , a failure  to  unde 
stand  and  utilize  certain  fundamentals  of  therm  I 
regulation.  This  is  particularly  ironic  since,  of  .1 
neonatal  therapies,  the  one  which  has  been  me  L 
convincingly  evaluated  is  thermal  regulatie . ; 
Studies  by  three  groups  concurred  in  demonstn- 
ing  that  hypothermia  may  be  lethal  for  neonab, 
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especially  for  those  of  very  low  birth  weight.2-6  It 
can  be  seen  that  there  is  an  urgent  need  to  remedy 
this  situation.  Necessary  equipment  should  be 
provided  and  the  essentials  of  thermal  regulation 
must  be  imparted  to,  and  utilized  by,  those  indi- 
viduals responsible  for  the  care  of  neonates  in  all 
delivery  rooms  and  nurseries.  This  matter  is  im- 
portant enough  that  the  licensing  standards  for 
delivery  rooms  and  newborn  nurseries  should  be 
amended  to  include  these  concepts. 

Prophylactic  intubation  versus  manual  ven- 
tilation. It  is  of  considerable  interest  to  compare 
our  findings  to  those  presented  by  Storrs  and  Tay- 
lor.1 Those  authors  describe  the  transport  of  122 
infants  in  1969  to  the  Hammersmith  Hospital  in 
London,  England.  The  Hammersmith  infants 
were  similar  to  those  in  the  present  study.  Most 
were  premature  infants,  and  a large  number  had 
respiratory  difficulties.  The  Hammersmith  in- 
fants were  somewhat  smaller,  33  per  cent  weighing 
less  than  1,500  Gm.,  compared  with  22  per  cent  of 
the  LIJHMC  infants.  In  addition,  using  the  same 
scoring  system,  24  per  cent  of  the  Hammersmith 
infants  were  judged  to  be  in  poor  condition,  com- 
pared with  13  per  cent  of  the  LIJHMC  group. 

In  the  Hammersmith  study,  an  aggressive  ap- 
proach was  followed  with  regard  to  apnea.  Fifty 
of  the  122  infants  were  transported  with  an  endo- 
tracheal tube  in  place.  Intubation  was  carried  out 
if  the  infant  required  respiratory  assistance  or  if  it 
was  believed  that  respiratory  assistance  might  be 
necessary  during  the  trip.  In  other  words,  pro- 
phylactic intubation  was  carried  out  in  infants 
who  would  not  have  been  intubated  had  they  been 
at  the  neonatal  center. 

Forty-seven  per  cent  of  the  group  died,  a sub- 
stantially higher  mortality  experience  than  that  of 
the  present  study  (18  per  cent).  Since  the  Ham- 
mersmith infants  were  smaller  and  in  poorer  con- 
.,dition,  it  is  not  possible  to  draw  any  firm  conclu- 
sions from  these  mortality  differences.  However, 
it  remains  to  be  demonstrated  that  prophylactic 
intubation  can  be  safely  carried  out  under  the  less 
than  optimal  conditions  generally  encountered  at 
the  referring  hospital’s  newborn  nursery,  and  the 
available  data  suggest  that  there  may  be  a risk  to 
this  procedure. 

In  the  present  study,  severe  apnea  in  transit  was 
managed  with  difficulty,  insofar  as  endotracheal 
intubation  was  not  possible  and  manual  ventila- 
tion was  awkward.  It  was  found  that,  although  in- 
fants who  had  previously  experienced  the  need  for 
assisted  ventilation  were  far  more  likely  to  develop 
severe  apnea,  it  was  not  possible,  on  this  basis 
alone,  to  predict  all  the  infants  who  would  do  so. 

It  is  concluded  that,  until  further  evidence  is  af- 
forded regarding  the  safety  of  prophylactic  intuba- 
tion, the  ideal  transport  vehicle  would  permit  one 
o carry  out  manual  ventilation  and  endotracheal 


intubation  and  to  use  a respirator.  This  would 
permit  the  same  flexibility  in  approach  to  the 
problem  of  respiratory  arrest  as  is  possible  in  the 
modern  neonatal  unit,  and  treatment  could  be  car- 
ried out  based  solely  on  the  immediate  clinical 
needs  of  the  patient.  One  would  not  have  to  com- 
promise, as  did  the  Hammersmith  group,  by  carry- 
ing out  prophylactic  intubation,  a technique  the 
safety  of  which  is  yet  undetermined,  on  a group  of 
infants  some  of  whom  may  not  have  later  required 
intubation;  or  as  did  the  LIJHMC  group,  which 
was  unable  to  carry  out  endotracheal  intubation 
en  route,  and  was  therefore  limited  to  manual  ven- 
tilation carried  out  under  less  than  optimal  condi- 
tions. 

A new  and  larger  transport  vehicle  has  been  de- 
signed in  which  effective  manual  ventilation,  en- 
dotracheal intubation,  and  use  of  a respirator  can 
be  accomplished.  This  vehicle,  which  is  a modi- 
fied motor  home,  will,  in  addition,  provide  for  al- 
most all  the  therapeutic  modalities  available  in  the 
modern  neonatal  intensive  care  unit. 

Conclusion 

It  was  found  that  the  introduction  of  a regional- 
ized program  for  neonatal  intensive  care  had  many 
beneficial  effects  in  addition  to  the  obvious  one  of 
providing  vital  medical  care  for  neonates.  The 
transport  service  served  as  a direct  link  between 
the  LIJHMC  neonatal  unit  and  several  community 
hospitals,  and  has  served  as  a stimulus  toward  the 
regionalization  of  neonatal  intensive  care  facilities 
in  our  area.  Physicians  and  nurses  from  LIJHMC 
met  their  counterparts  at  the  referring  hospitals, 
and  a very  profitable  dialogue  ensued.  Thermal 
regulation,  oxygen  therapy,  and  other  vital  mat- 
ters were  discussed.  The  LIJHMC  team  was  bet- 
ter able  to  comprehend  the  difficulties  faced  by 
the  referring  nursery  personnel  after  having  seen 
the  facilities  available.  The  referring  nursery  per- 
sonnel were  most  helpful  in  imparting  clinical  in- 
formation of  importance.  The  transport  service 
was  an  excellent  vehicle  for  teaching;  not  only  did 
interns  and  residents  go  on  runs  by  themselves, 
but  they  frequently  accompanied  the  neonatology 
fellows  on  the  more  difficult  cases.  Medical  stu- 
dents were  also  taken  frequently.  Finally,  the 
young,  community-oriented  physicians  and  nurses 
saw  the  transport  service  as  an  important  way  in 
which  the  hospital  was  reaching  out  to  serve  the 
needs  of  the  community,  and  they  rallied  to  its 
support. 
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Addendum: 

From  January  1,  1973,  to  June  30,  1974,  an  addi- 
tional 434  infants  were  transported.  In  December, 
1973,  a new  transport  vehicle  replaced  the  modi- 
fied stationwagon.  The  new  vehicle  has  facilities 
to  conveniently  carry  out  manual  intubation,  en- 
dotracheal intubation  and  respirator  care,  permit- 
ting the  flexible  approach  to  respiratory  arrest 


which  has  been  found  desirable.  Infants  can  be 
kept  warm  under  all  circumstances.  Umbilical  ar- 
tery catheterization  and  other  procedures  can  be 
carried  out  within  the  new  vehicle  which  functions 
as  a mobile  intensive  care  unit. 
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The  ballad  of  “Doctor  Tom” 

“Doc”  Hobbie  came  to  Sodus  shortly  after  thirty-three. 

Long,  long  ago,  long,  long  ago. 

And  that  was  quite  a benefit  to  folks  like  you  and  me, 

Long,  long  ago,  long  ago. 

He  delivered  lots  of  babies,  but  he  didn’t  get  much  cash. 

The  folks  paid  off  in  corn  and  beans.  He  lived  on  succotash. 

He  once  took  a chicken  for  a case  of  diaper  rash, 

But  that  was  long,  long  ago,  long  ago. 

When  children  came  to  bless  his  home  and  bring  him  peace  and  joy, 
Long,  long  ago,  long,  long  ago. 

He  always  sorta  hoped  that  maybe  one  would  be  a boy, 

Long,  long  ago,  long  ago. 

First  came  a girl,  and  then  a girl,  and  then  a girl,  and  then 
Three  other  little  baby  girls,  and  I think  that  was  when 
“Doc”  walked  up  to  the  mirror  and  said,  “don’t  do  that  again!” 

And  that  was  long,  long  ago,  long  ago. 

With  seven  females  in  the  house,  'twas  hard  to  call  it  home, 

Long,  long  ago,  long,  long  ago. 

He  took  to  makin’  house-calls  just  to  have  a place  to  roam, 

Long,  long  ago,  long  ago. 

He  couldn’t  find  a closet  or  a drawer  to  keep  his  clothes, 

The  bath  was  filled  with  dainty  things,  as  every  husband  knows. 

He  once,  almost,  got  strangled  by  a pair  of  panty-hose. 

Long,  long  ago,  long  ago. 

I cracked  my  ribs  some  years  ago.  “Doc”  patched  me  up  with  tape, 
Long,  long  ago,  long,  long  ago. 

It  itched  me  like  the  Dickens,  but  it  held  me  right  in  shape, 

Long,  long  ago,  long  ago. 

I worked  a little  corner  of  the  tape  loose  every  day, 

I hoped  that  he  would  e-e-ease  it  off.  Compassion  he’d  display. 

He  gave  a YANK.  I gave  a YELL,  and  hide  and  hair  gave  'way. 

And  that,  was  long,  long  ago,  long  ago. 

A young  man  with  a goal  in  which  his  heart  and  soul  believes. 

Long,  long  ago,  long,  long  ago. 

He  takes  the  Hippocratic  Oath  and  then  rolls  up  his  sleeves, 

Long,  long  ago,  long  ago. 

Now  with  pride  and  satisfaction,  he  can  look  to  what  he's  done, 

The  honors  he  has  garnered,  and  t he  friendships  he  has  won. 

And  to  think  that  forty  years  ago  his  task  had  just  begun. 

And  that  was  long,  long  ago,  long  ago. 

by  Al  Dobbin 
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28th  ama  clinical  convention 

November  30-December  3,  1974/Portland,  Oregon/Memorial  Coliseum 
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My  remittance  of  $ is  enclosed.  Make  check  or  money  order  payable  to 

the  American  Medical  Association.  Payment  must  accompany  registration. 

Please  print 


Name. 


(Each  physician  must  register  in  his  own  name). 

Office  Address 

City /State /Zip  Code 

I am  a member  of  the  AMA  through  the  following  State  Medical  Association  or 
government  service 


Course  Registration  Overleaf 
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Special  Activities 


Postgraduate  Course  in  Public  Speaking /Saturday,  Nov.  30 — 9:00  AM-5:00  PM  anc 
Sunday,  Dec.  1 — 9:00  AM-Noon  (Category  I Credit:  $75;  Course  Number  21)* 

Writing  for  Scientific  Journals/Saturday,  Nov.  30/9:00  AM-5:00  PM  ($50;  Course 
Number  22)  — Register  for  Course  Number  22  on  Coupon  Below. 

16th  National  Conference  on  the  Medical  Aspects  of  Sports/Saturday,  Nov.  30/ 
8:00  AM-6:30  PM  ($10,  includes  Luncheon  with  Jesse  Owens;  Activity  Num- 
ber 23)* 

Postgraduate  Course  on  How  to  Form  a Small  Medical  Group/Saturday,  Nov.  30/ 
8:30  AM-5:00  PM  (Category  II  Credit:  $45;  Course  Number  25)* 


*For  thorough  replies  to  all  questions  about  the  above  Special  Activities  anc 
their  registration  information,  write  directly  to:  American  Medical  Association 
535  N.  Dearborn  St.,  Chicago,  IL  60610. 


REGISTRATION  FORM -COURSES 

Please  try  to  send  your  postgraduate  course  registration  coupon  below  to  us  t 
October  21,  1974.  Your  tickets  and  registration  materials  will  be  sent  to  yc 
on  November  4,  1974,  unless  you  request  an  earlier  mailing  date.  Course  ticke 
requested  after  October  21,  1974,  will  not  be  mailed  to  you.  They  may  be  pick( 
up  at  the  Postgraduate  Course  Registration  Desk  in  the  Memorial  Coliseum.  Plea 
use  the  corresponding  number  or  letter  designation  beside  each  course  to  indica 
your  choices  for  each  day,  in  order  of  preference,  in  the  space  provided  below  tl  ji 
listing.  Try  to  avoid  choices  which  conflict  with  each  other.  If  the  minimu 
course  registration  is  not  attained  for  your  1st  choice,  or  if  the  course  is  full,  o 
of  your  alternate  choices  will  be  substituted.  Note:  All  medical  students,  interr  j 
and  residents  are  entitled  to  a 50%  discount  on  registration  fees. 


Monday,  Dec.  2/2:00-5:00  PM  (3-hour  course:  $20) 

17.  Pediatric  Emergencies 

18.  Gastrointestinal  Disorders 

Monday,  Dec.  2 (Numbers  17-18) 

1st  Choice  # ; 2nd  Choice  # — 

Tuesday,  Dec.  3/2:00-5:00  PM  (3-hour  course  $20) 

19.  Office  Gynecology 

20.  Management  of  Pain 

Tuesday,  Dec.  3 (Numbers  19-20) 

1st  Choice  2nd  Choice  # — 


Offered  Both  Saturday  & Sunday,  Nov.  30  & Dec. 
1/8:00  AM-12:30  PM  (4‘/2-hour  course:  $50) 

26.  Basic  Life  Support — Cardiopulmonary  Re-  1 1 

suscitation  (Nov.  30) 

27.  Basic  Life  Support — Cardiopulmonary  Re- 
suscitation (Dec.  1) 

Monday-Tuesday,  Dec.  2-3/8:00  AM-Noon  & 
1:30-4:30  PM  on  Monday;  8:00  AM-11:00  AM 
on  Tuesday  (9-hour  course:  $65) 

28.  Advanced  Life  Support — Cardiopulmonary 

Resuscitation  (Prerequisite:  Basic  Life 
Support  Course)  (Dec.  2-3) 

Saturday,  Nov.  30/9:00  AM-5:00  PM  (1-day 
course:  $50) 

22.  Writing  for  Scientific  Journals 

J 
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Sunday-Tuesday,  Dec.  1-3/7:30-9:00  AM  (4V2- 
hour,  3-day  course:  $30) 

1.  Pulmonary  Function,  Blood  Gases 

2.  Basic  Electrocardiography 

3.  Advanced  Electrocardiography 

4.  Immunology 

5.  Dermatology  for  Non-Dermatologists 

6.  Rheumatology 

Sunday-Tuesday,  Dec.  1-3  (Numbers  1-6) 

1st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 


Sunday,  Dec.  1/2:00-5:00  PM  (3-hour  course:  $20) 

7.  Anorectal  Problems 

8.  Office  Orthopedics 

9.  Thromboembolic  Disease 

10.  Physical  Examination 

11.  Gallstones 

12.  Office  Urology 

Sunday,  Dec.  1 (Numbers  7-12) 

1st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 


Monday-Tuesday,  Dec.  2-3/2:00-5:00  PM  (6  hours 
for  total  course;  3 hours  on  Monday, 3 hours  on 
Tuesday:  $40) 

13.  Fluid  and  Electrolyte  Balance 

14.  Infectious  Diseases  and  Antibiotics 

15.  Critical  Patients — Critical  Decisions 

16.  Tumor  Chemotherapy  (Monday,  Soft  Tu- 
mors; Tuesday,  Hard  Tumors) 

Monday-Tuesday,  Dec.  2-3  (Numbers  13-16) 

1st  Choice  ft  ; 2nd  Choice  //  ; 3rd  Choice  jj 


28th  AMA  Clinical  Convention 
November  30-December  3, 1974 
r ~ Portland,  Oregon 


Housing  Form 


&> 


HEADQUARTERS 
-S  ' 

vU^, 


WILLAMET 

river 


P(fav< 

»Wa< 


»oJ 


MEETINGS 


2. 


3. 


4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 


Single 

Portland  Hilton 
Headquarters  Hotel  & 
Woman's  Auxiliary  Area 
Benson  Hotel 
Co-Headquarters 
Hotel 

Congress  Hotel 

Co-Headquarters 

Hotel 

Cosmopolitan  Hotel  $19.00 

Heathman  Hotel  $12.00 

Holiday  Inn  $17.00 

Hyatt  Lodge  $15.00 

Imperial  Hotel  $10.00 

Portland  Motor  Hotel  $15.50 

Ramada  Inn  $16.00 

Riverside-West  $15.50 

Royal  Inn  $15.00 

Sheraton  Motor  Inn  $13.50 

Thunderbird  Motor 
Hotel  $13.00 

Travelodge-Coliseum  $16.00 


Double 


Twin 


Suite 


NO  ROOMS  AVAILABLE 


NO  ROOMS  AVAILABLE 


NO  ROOMS  AVAILABLE 


$24.00-$32.00 

$18.00-$20.00 

$19.00-$25.00 

$17.00-$19.00 

$12.00-$15.00 

$17.50-$22.50 

$18.00-$23.00 

$17.50-$22.50 

$17.00-$19.00 

$21.50-$24.00 

$16.00 

$21.00 


$24.00-$32.00 

$18.00-$20.00 

$19.00-$25.00 

$17.00-$19.00 

$12.00-$15.00 

$17.50-$22.50 

$18.00-$23.00 

$17.50-$22.50 

$17.00-$19.00 

$24.00-$27.00 

$20.00 

$24.00 


$45.00 

$28.00-$75.00 


$35.00 
$22.00 
$35.00  & Up 


$45.00 


A.  The  Memo  rial  Coliseum  NO  ROOMS — Site  of  General  Registration,  Scientific. 

Commercial,  and  Industrial  Exhibits,  and  Scientific  Meetings. 


loom  Reservations 

te  (503)  228-9411  or  mail  this  form  to: 

i Housing  Bureau 

Convention  Bureau  of 

and  Chamber  of  Commerce 

southwest  5th  Avenue 

and.  OR  97204 

e print  or  type  4 choices: 


Please  do  not  send  your  request  directly  to  the  hotel.  It  will 
delay  your  confirmation. 

Room  will  be  occupied  by: 

Name 


(Please  print  or  type.) 


Street, 


City/State  Zip  Code 

Additional  Occupants  (list  ages  of  children) 


Date  Arriving, 


_at. 


AM 

_PM  Departing. 


e enter  my  reservation  at  the  above  hotel  for: 
t?  Double  Twin  Suite 

□$ □$ □$ 

te  requested  is  not  available,  next  highest  will  be 


ned.  (Sales  tax:  5%) 


Be  sure  to  specify  time  of  arrival  as  well  as  date. 

Changes  in  accommodations  other  than  cancellations 
should  be  made  directly  with  the  assigned  hotel. 

Confirmations  will  be  mailed  up  to  Nov.  15,  1974. 


(Detach,  fill  out,  and  return  this  form) 
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Trends  in  Physicians 
in  New  York  City 

1959  to  1970 

IRVING  LEVESON 

New  York  City 

GELVIN  STEVENSON 

New  York  City 

From  the  Office  of  Health  Systems  Planning,  Office  of  Program 
Analysis,  Planning  and  Budgeting,  New  York  City  Health  Services 
Administration 


The  decade  of  the  1960s  witnessed  a continued 
though  modest  growth  in  the  number  of  physicians 
in  New  York  City  (Table  I).  This  expansion  ac- 
companied major  changes  in  the  composition  of 
physicians  by  specialization  and  location  of  activi- 
ty (Table  II).  The  population  of  GPs  (physicians 
in  general  practice)  fell  by  two-thirds  from  1959  to 
1970,  unti(  by  1970  fewer  than  one  in  ten  physi- 
cians were  GPs.  National  data  suggest  that  the 
declining  importance  of  GPs  was  accelerated  by  a 
decline  in  the  number  of  hours  and  visits  of  GPs. 
Yet,  above-average  growth  did  not  occur  among 
specialists  in  private  practice.  Rapid  growth  oc- 
curred among  hospital-based  physicians  whose 
share  of  the  total  increased  from  one-fifth  to  two- 
fifths.* 

This  rapid  growth  of  hospital-based  physicians, 
including  interns  and  residents,  explains  why  this 
finding  of  a slight  increase  in  physicians  per  capita 

* Due  to  adjustment  in  the  data  required  by  changes  in  the 
AMA’s  collection  and  presentation  procedures,  this  represents 
a slight  moderation  in  the  trend  reported  in  the  earlier  study  of 
this  topic  by  Piore,  N.,  and  Sokal,  S.:  A Profile  of  Physicians 
in  the  City  of  New  York  Before  Medicare  and  Medicaid,  Urban 
Research  Center,  Hunter  College,  New  York,  1968,  pp.  2,  1 1. 


TABLE  I.  Total  physicians  for  New  York  City,  absolute  and 
per  100,000  population,  by  year* 


Year 

Number 

Per  100,000 

1959 

16,679 

214.6 

1966 

22 , 086 

281.4 

1967 

22,529 

286.6 

1968 

22,880 

290.6 

1969 

23,456 

297.5 

1970 

23,493 

297.5 

^Compiled  from  Tables  X and  VIII. 


is  not  inconsistent  with  the  belief  held  by  many 
that  physicians  are  leaving  New  York  City.  Of- 
fice-based general  practitioners  declined  rapidly, 
while  office-based  specialists  remained  about  the 
same.  Therefore,  examining  only  office-based 
physicians,  as  has  been  done  by  some  journalistic  > 
accounts  of  physician  distribution,  would  show  a 
decline.  But  examining  all  physicians  shows  an 
increase. 

The  trend  toward  increasing  delivery  of  primary  r 
care  in  hospitals,  by  interns  and  residents  and  at- 
tending physicians  spending  the  majority  of  their 
time  in  the  hospital,  implies  that  the  hospital  is 
playing  an  increasingly  important  role  in  the  deliv-  I 
ery  of  health  services.  Under  these  circumstances,  k 
the  question  arises  as  to  whether  the  continuity  of  i 
patient  care  can  be  expected  to  decline  in  the  ab-  I 
sence  of  preventive  measures.  The  increasing  role  , 
of  the  hospital-based  physician  is  of  particular  im-  f 
portance  in  signifying  the  impact  of  hospital  loca-  fl 
tion  decisions  on  the  distribution  of  medical  ser-  I 
vices  generally.  It  also  raises  questions  about  the 
provision  of  services  on  an  inpatient  basis  which 
previously  may  have  been  provided  less  expensive- 
ly in  private  offices.  Another  implication  is  that 
auxiliary  and/or  paraprofessional  health  manpow-||: 
er,  such  as  physicians’  associates,  must  be  trained 
to  work  in  specialists’  offices  and/or  hospitals  j 
where  most  care  is  being  delivered. 

Office-based  specialists  increased  in  number  at 
about  the  same  rate  as  all  physicians,  maintaining  j 
their  relative  share  of  40  per  cent  of  all  physicians 
However,  nationally  the  rising  number  of  hours 
worked  by  specialists,  and  the  shortening  average  ,i 
length  of  visits,  suggests  that  specialists  have  beer 
substituting,  to  some  degree,  for  GPs. 

Manhattan  has  many  more  physicians  per  capi 
ta  in  every  category  than  any  other  borough  (Ta 


TABLE  II.  Per  cent  distribution  of  physicians  in  New  York  City,  1959,  1966,  and  1970  by  specialty* 


Categories 

1959 

1966 

1970 

New  York  City-total 

100.0 

100.0 

100.0 

Patient  care-total 

92.3 

83.2 

87.6 

General  Practice 

27.2 

12.4 

9.3 

Specialties-total 

43.3 

40.5 

39 . 1 

Medical 

14.9 

14.4 

Surgical 

14.1 

13.1 

Other 

11  .6 

11.6 

Hospital-based 

21  .9 

31  .9 

39.1 

Other 

7.7 

15.2 

12.4 

^Calculated  from  Appendix  Table  A-I.  Parts  may  not  sum  to  total  clue  to  rounding. 
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TABLE  III.  Physicians  in  direct  patient  care  per  100,000 
population  by  borough,  1970 


Borough 

Per  100,000 

Manhattan 

624.4 

Bronx 

182.2 

Brooklyn 

178.2 

Queens 

163.0 

Richmond 

137.8 

TABLE  IV.  General  practitioners  per  100,000  by  borough,  1970 

Borough 

GPs  per  100,000 

Manhattan 

34.8 

Queens 

27.8 

Brooklyn 

26.0 

Bronx 

24  7 

Richmond 

17.3 

TABLE  V.  Hospital-based  physicians  per  100,000  by 

borough, 1970 

Hospital-Based 

Borough 

per  100,000 

Manhattan 

268.7 

Bronx 

102.4 

Brooklyn 

81 .5 

Queens 

63.8 

Richmond 

55.5 

TABLE  VI.  All  specialists  per  100,000  population,  by  borough, 

1970* 

Borough 

Specialists  per  100,000 

Manhattan 

320  9 

Queens 

71.4 

Brooklyn 

70.7 

Richmond 

65.0 

Bronx 

54.8 

•Compiled  from  Table  VIII. 


bles  III  to  VIII).  Its  advantage  is  concentrated  in 
specialists  and  hospital-based  physicians.  The 
trends  indicate  that  an  extremely  slight  equaliza- 
tion of  physician  distribution  overall  is  occurring, 
accompanied  by  a definite  equalizing  trend  among 
hospital-based  physicians. 

New  York  City  trends 

The  number  of  physicians  per  capita  in  New 
York  City  increased  over  the  past  decade,  1959  to 
1970,  by  an  average  annual  compound  growth  rate 
of  3 per  cent  per  year  (Table  IX). + The  growth 


rate  of  physicians  in  New  York  City  appears  to  be 
slowing,  as  indicated  by  the  1.4  per  cent  average 
increase  in  physicians  per  capita  over  the  last  four 
years,  1966  to  1970,  as  compared  with  the  4 per 
cent  rate  of  1959  to  1966. 

During  the  1960s  there  was  a great  deal  of 
change  in  the  distribution  of  physicians  in  differ- 
ent categories,  but  all  these  trends,  both  increases 
and  decreases,  appear  to  be  slackening.  GPs  per 
capita  fell  an  average  rate  of  6.6  per  cent  per  year 
between  1959  and  1970,  but  by  only  5.7  per  cent 
per  year  between  1966  and  1970.  Nevertheless,  by 
1970  GPs  constituted  only  9.3  per  cent  of  total  ac- 
tive physicians  in  New  York  City,  as  opposed  to 
27.2  per  cent  in  1959.  Hospital-based  physicians 
increased  an  average  of  8.7  per  cent  per  year  dur- 
ing this  decade,  but  this  growth  has  slowed  slightly 
to  6.7  per  cent  per  year  between  1966  and  1970. 
Physicians  who  are  researchers,  administrators, 
teachers,  and  others  not  involved  in  patient  care, 
increased  7.6  per  cent  per  year  over  the  entire  peri- 
od but  decreased  by  an  average  of  1.6  per  cent  per 
year  during  the  last  four  years.  We  cannot,  how- 
ever, infer  that  the  number  of  nonpatient-care 
physicians  per  capita  had  begun  to  decline  since 
there  was  an  increase  between  1969  and  1970  of  3.5 
per  cent.  The  four-year  decline  probably  reflects 
the  cutbacks  in  research  funding  during  the  peri- 
od. Specialist  rates  grew  by  2.3  per  cent  over  the 
decade,  slightly  more  slowly  than  all  physicians. 
Over  the  past  four  years,  their  growth  rate  has  de- 
clined to  about  one-third  that  of  all  physicians,  0.5 
per  cent  versus  1.4  per  cent  for  all  physicians. 

The  major  findings  are  that  the  number  of  phy- 
sicians has  continued  to  increase  and  that  the  de- 
cline in  GPs  has  been  offset  not  by  the  increase  in 
specialists  in  private  practice,  but  by  the  increase 
in  hospital-based  physicians.  General  medical 
care  is  no  longer  provided  predominately  by  GPs, 
and  their  functions  are  being  replaced,  or  new 
functions  are  being  executed,  by  office-based  spe- 
cialists and  hospital-based  physicians. 

The  fluctuation  of  nonpatient-care  physicians  in 
the  late  1960s  provides  us  with  an  interesting  op- 
portunity to  examine  the  ease  with  which  physi- 
cians can  switch  from  one  category  to  another. 

f To  get  an  idea  of  the  magnitude  involved,  it  should  be 
noted  that  a 4.2  per  cent  annual  rate  of  growth  will  increase  the 
stock  by  50  per  cent  in  ten  years.  A 7.2  per  cent  annual  rate 
will  double  the  stock  rate  in  ten  years. 


TABLE  VII.  Per  cent  distribution  of  physicians  in  the  boroughs  by  specialty,  1970* 


Categories 

Manhattan 

The 

Bronx 

Brooklyn 

Queens 

Richmond 

Total 

100  0 

100.0 

100  0 

100.0 

100.0 

Patient  care-total 

83.8 

87.7 

91.6 

93.4 

91.9 

General  practice 

4.7 

11.9 

13.4 

15.9 

11.5 

Special  ists-total 

43.1 

26.4 

36.3 

40.9 

43.3 

Medical 

14.0 

11.2 

15.2 

17.1 

17.4 

Surgical 

13.1 

9.2 

14.6 

14.2 

16.3 

Other 

16.0 

6.0 

6.5 

9.6 

9.7 

Hospital-based 

36.1 

49.3 

41.9 

36.6 

37.0 

Other 

16.2 

12.3 

8.4 

6.6 

8.1 

•Calculated  from  Table  X.  Parts  may  not  sum  to  total  due  to  rounding. 
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TABLE  VIII.  Physicians  per  100,000  population  for  New 
York  City  and  the  boroughs  for  1959  and  1966  through  1970. 
Adjusted  for  1968  change  in  classification* 


Categories 

1959 

1966 

1967 

1968 

1969 

1970 

New  York  City-total 

214 

.6 

281 

.4 

286 

.6 

290 

.6 

297 

.5 

297 

.5 

Patient  care-total 

198 

.2 

234 

.0 

242 

.8 

248 

.5 

259 

. 1 

260 

.6 

General  practice 

58 

.5 

34 

.8 

33 

.5 

31 

.0 

28 

. 7 

27 

.6 

Specialists-total 

92 

.9 

114 

.0 

114 

.0 

115 

.3 

115 

6 

116 

. 1 

Medical 

41 

.9 

42 

.2 

42 

. 7 

42 

. 1 

42 

.9 

Surgical 

39 

6 

39 

. 7 

39 

.5 

38 

.5 

39 

. i 

Other 

31 

4 

32 

.2 

33 

. 1 

35 

. 1 

34 

4 

Hospital  based 

46 

.9 

89 

.8 

95 

. 1 

102 

.2 

114 

.8 

116 

.5 

Other 

16 

.5 

42 

6 

43 

.8 

42 

. 1 

38 

.4 

37 

. 1 

Inactive 

15 

.6 

28 

. 2 

13 

.9 

14 

3 

13 

.9 

Brooklyn-total 

143 

.2 

177 

.9 

181 

.2 

192. 

.9 

195 

.8 

196 

.4 

Patient  care-total 

137 

8 

163 

.4 

1 66 

.2 

172 

. 1 

178 

.0 

178 

.2 

General  practice 

50 

. 5 

31 

.9 

30 

. 7 

29 

.2 

27 

0 

26 

.0 

Spec  ial  ists-total 

59 

. 1 

69 

.3 

69 

.2 

70 

. 7 

69 

. 7 

70 

.7 

Medical 

28 

.9 

28 

.4 

29 

.8 

29 

.0 

29 

.6 

Surgical 

28 

.9 

29. 

2 

28. 

4 

27. 

4 

28 

.4 

Other 

11 

.4 

11 

.6 

12 

.5 

13 

3 

12 

. 7 

Hospital  based 

28 

. 1 

62 

2 

66 

.3 

72 

.2 

81 

.3 

81 

.5 

Other 

5 

.5 

14 

.5 

15 

. 1 

20 

.8 

17 

.8 

16 

. 4 

Inactive 

8 

.8 

7 

.8 

8 

.8 

8 

.8 

7 

.9 

Bronx-total 

162. 

9 

196 

.8 

197. 

.9 

202, 

6 

207 

.9 

207 

.9 

Patient  care-total 

151. 

0 

166 

.2 

164 

.8 

172 

.0 

181 

.4 

182 

.2 

General  practice 

60 

.0 

32 

.6 

31 

.9 

29 

. 1 

26 

.9 

24 

. 7 

Special  ists-total 

41 

.9 

54 

.7 

50 

. 1 

55 

. 2 

54 

.8 

54 

.8 

Medical 

21 

.3 

22 

0 

22. 

.7 

22 

2 

23 

.2 

Surgical 

19 

.0 

19 

. 1 

19 

.8 

19 

.3 

19 

.2 

Other 

8. 

0 

9. 

0 

12. 

8 

13 

3 

12 

4 

Hospital  based 

49. 

.2 

79 

0 

82. 

.8 

87. 

7 

99 

7 

102 

.4 

Other 

12 

.0 

30 

. 7 

33 

1 

30 

.5 

26 

.5 

25 

6 

Inactive 

9 

.0 

8 

.6 

8. 

2 

8 

, 7 

8 

6 

M anhattan-total 

497. 

3 

714 

3 

735. 

2 

712. 

8 

737. 

, 7 

745. 

0 

Patient  care-total 

444. 

4 

565. 

6 

583. 

i 

584. 

0 

615 

3 

624 

4 

General  practice 

82. 

2 

48. 

, 7 

47. 

3 

38. 

7 

35 

0 

34 

.8 

Specialists-total 

242. 

5 

306 

.8 

311 

0 

310 

.7 

316 

8 

320 

.9 

Medical 

100 

9 

102 

.2 

101 

.6 

101 

3 

104 

.3 

Surgical 

97. 

4 

98. 

4 

97. 

5 

95. 

.2 

97 

.8 

Other 

108. 

5 

110. 

.5 

Ill 

5 

120. 

2 

118. 

9 

Hospital  based 

119. 

7 

210. 

0 

224. 

8 

234. 

6 

263 

4 

268. 

. 7 

Other 

53. 

0 

148 

.8 

152 

0 

128. 

8 

122. 

4 

120. 

6 

Inactive 

39. 

6 

35 

5 

36. 

5 

37. 

0 

36 

4 

Queens-total 

104. 

5 

145. 

9 

150. 

5 

168. 

4 

172. 

8 

174. 

6 

Patient  care-total 

101. 

7 

139. 

2 

143. 

3 

155. 

2 

161 

0 

163 

0 

General  practice 

48. 

7 

31. 

0 

29. 

7 

30. 

7 

28. 

7 

27. 

8 

Specialists-total 

45. 

6 

65. 

4 

68. 

6 

69. 

6 

70. 

0 

71. 

4 

Medical 

28 

1 

29 

.3 

29. 

8 

29 

5 

29. 

9 

Surgical 

23. 

0 

23. 

4 

24. 

3 

24. 

8 

24. 

7 

Other 

14. 

4 

16 

0 

15. 

6 

15. 

7 

16 

8 

Hospital  based 

7. 

5 

42 

8 

45 

0 

54. 

8 

62. 

3 

63 

8 

Other 

2. 

9 

6. 

7 

7. 

2 

13 

3 

11. 

8 

11 . 

6 

Inactive 

11. 

0 

10. 

3 

8. 

0 

9. 

1 

9. 

3 

Richmond-total 

93 

6 

125. 

9 

123. 

3 

144. 

3 

149. 

6 

149. 

9 

Patient  care-total 

89. 

9 

118. 

4 

117 

4 

127. 

9 

137 

1 

137. 

8 

General  practice 

36. 

8 

18. 

4 

17. 

6 

18. 

5 

17. 

7 

17. 

3 

Specialists-total 

42. 

4 

65. 

4 

62. 

5 

65 . 

9 

67. 

0 

65. 

0 

Medical 

25. 

2 

25. 

2 

26 

0 

27. 

1 

26 

1 

Surgical 

29. 

1 

25. 

2 

27. 

1 

25 

3 

24 

4 

Other 

11  . 

4 

12. 

1 

12. 

8 

14. 

6 

14. 

6 

Hospital  based 

10. 

7 

34. 

5 

37. 

3 

43 

4 

52 

4 

55. 

5 

Other 

3. 

7 

7. 

5 

5. 

8 

16. 

4 

12. 

5 

12. 

2 

Inactive 

8. 

2 

5. 

8 

6. 

1 

7. 

3 

5 . 

8 

♦Calculated  from  Table  X. 


Specifically,  it  allows  us  to  examine  what  might 
have  happened  to  these  physicians  when  they  left 
research,  teaching,  and  administrative  jobs.  Al- 


though they  could  have  left  the  city,  dropped  out 
of  the  labor  force,  or  made  other  adjustments,  the 
data  indicate  that  they  probably  tended  to  become 
hospital-based  physicians.  If  we  assume  that  the 
1966  to  1967  change  was  normal,  that  is,  that  we 
expected  the  same  absolute  changes  to  occur  each 
year,  then  we  can  see  that  the  decreases  in  teach- 
ing, administrative,  and  research  physicians  were 
very  closely  offset  by  larger  than  ordinary  in- 
creases in  hospital-based  physicians  (Table  X). 
The  increases  in  hospital-based  physicians  were 
141  between  1967  and  1968,  and  586  between  1968 
and  1969,  higher  than  expected,  compared  with 
the  219  and  381  smaller  than  expected  increases 
for  others.  Between  1969  and  1970,  the  decline  in 
administrators,  teachers,  and  researchers  slack- 
ened, while  the  increase  in  hospital-based  physi- 
cians slowed.  Although  too  much  confidence  can-  i 
not  be  put  in  such  gross  aggregate  estimates,  it 
nevertheless  appears  from  these  gross  changes  that 
there  is  very  easy  substitutability  between  nonpa-  j 
tient-care  physicians  and  hospital-based  patient- 
seeing  physicians.  Whether  these  were  actual 
functional  changes,  as  implied  by  the  data,  or  ( 
merely  nominal  changes,  must  be  left  open  to  fur-  1 
ther  investigation. 

Utilization  and  workload  of  physicians 

The  supply  of  physicians’  services  depends  not 
just  on  the  number  of  physicians,  but  also  on  how 
many  patients  they  see  and  how  much  time  they  j 
spend  with  each  patient.  Some  rough  indications 
of  these  patterns  are  provided  by  examination  of 
national  data  on  physicians’  hours  for  1967  and 
1969  on  the  assumption  that  trends  in  New  York  i 
City  were  comparable  (Table  XI). 

The  effect  of  the  decline  in  the  numbers  of  GPs  I 
in  New  York  City  was  accentuated  by  small  de-  I 
dines  in  both  their  hours  of  work  and  their  num- 
ber of  office  visits  per  week.  Visits  per  hour  in- 
creased, so  that  less  time  was  being  spent  on  the 
average,  with  each  patient  (Table  XII).  This  J 
could  be  interpreted  as  reflecting  either  a decline 
in  the  service  content  of  a visit  or  an  increase  ir 
productivity.  In  view  of  the  absence  of  evidence 
of  any  marked  changes  in  physician  productivity  \ 
the  association  of  length  of  visit  with  quality  ap 
pears  more  plausible. 


TABLE  IX.  Annual  growth  rate  of  physicians  per  100,000  population  in  New  York  City  by  specialty,  1959,  1966,  and  1970* 
Categories  1959  to  1970  1959  to  1966  1966  to  1970 


New  York  City-total 

3.0 

4 .0 

1 .4 

Patient  care-total 

2.5 

2.4 

2.7 

General  practice 

-6.6 

-7.1 

-5.7 

Special  ties- total 

2.3 

3.0 

0.5 

Medical 

0.6 

Surgical 

-0.3 

Other 

2.3 

Hospital-based 

Other 

8.7 

7.6 

9.7 

14  .5 

6.7 

-1.6 

♦Compiled  from  Appendix  Table  A-I V. 
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TABLE  X.  Physicians  supply  for  New  York  City  by  borough 
and  by  specialty  for  1959  and  1966  through  1970,  Adjusted! 


Categories 

1959 

1966 

1967 

1968 

1969 

1970 

New  York  City-total 

16,679 

22,086 

22.529 

22,880 

23,456 

23,493 

Patient  care-total 

15,400 

18,371 

19,084 

19,564 

20,431 

20,575 

General  practice 

4,541 

2,731 

2,687 

2,445 

2 , 260 

2,180 

Specialties- total 

7,214 

8,951 

8,972 

9,077 

9. 117 

9,196 

Medical 

3.287 

3,319 

3,361 

3,316 

3,387 

Surgical 

3,111 

3,123 

3,111 

3,037 

3,089 

Other 

2,553 

2.530 

2,605 

2,764 

2 . 720 

Hospital  based 

3,645 

7,049 

7,475 

8,042 

9,054 

9.195 

Other 

1,279 

3 , 355 

3,445 

3.316 

3,025 

2,926 

Inactive* 

l . 228 

2,221 

1 ,095 

1.131 

1 ,09.r» 

Bronx-total 

2,314 

2.859 

2,885 

2,962 

3,050 

3,059 

Patient  care-total 

2,145 

2,415 

2.402 

2,516 

2,661 

2,682 

General  practice 

853 

473 

465 

i 16 

395 

364 

Specialties-total 

954 

796 

730 

808 

804 

807 

Medical 

310 

320 

332 

326 

342 

Surgical 

276 

279 

289 

283 

282 

Other 

209 

131 

187 

195 

183 

Hospital  based 

698 

1,147 

1,207 

1,282 

1 .462 

1,507 

Other 

169 

444 

483 

446 

389 

377 

Inactive* 

130 

126 

120 

127 

126 

Manhattan- total 

8,625 

11,449 

11.667 

11,198 

11,472 

11,468 

Patient  care-total 

7,617 

9,065 

9,254 

9, 175 

9,568 

9,611 

General  practice 

1.409 

781 

751 

608 

545 

535 

Specialties-total 

4,157 

4,918 

4,936 

4,881 

4,926 

4,940 

Medical 

1.618 

1,622 

1,597 

1.576 

1 .605 

Surgical 

1,561 

1,561 

1.532 

1 ,480 

1,505 

Other 

1 . 739 

1,753 

1,752 

1,870 

1,830 

Hospital  based 

2,061 

3,366 

3,567 

3,686 

4,097 

4,136 

Other 

908 

2,384 

2,413 

2,023 

1.904 

1,857 

Inactive* 

634 

564 

574 

575 

561 

Brooklyn-total 

3,766 

4.697 

4.729 

5,028 

5,099 

5,063 

Patient  care-total 

3.623 

4,268 

4,336 

4,486 

4.636 

4,636 

General  practice 

1,328 

833 

800 

760 

704 

677 

Specialties-total 

1,556 

1,810 

1,807 

1 ,844 

1,815 

1,839 

Medical 

754 

742 

778 

755 

769 

Surgical 

756 

762 

740 

713 

739 

Other 

300 

303 

326 

347 

331 

Hospital  based 

739 

1,625 

1,729 

1,882 

2.117 

2,120 

Other 

143 

379 

393 

542 

463 

427 

Inactive* 

232 

204 

228 

228 

206 

Queens-total 

1.873 

2,796 

2,911 

3,287 

3.404 

3.469 

Patient  care-total 

1,822 

2,668 

2,771 

3,028 

3,171 

3,239 

General  practice 

872 

595 

574 

599 

565 

553 

Specialties-total 

816 

1,254 

1,327 

1,359 

1,379 

1.418 

Medical 

538 

566 

581 

581 

594 

Surgical 

441 

452 

474 

488 

491 

Other 

275 

309 

304 

310 

333 

Hospital  based 

134 

819 

870 

1,070 

1,227 

1,268 

Other 

51 

128 

140 

259 

233 

230 

Inactive* 

210 

200 

156 

180 

185 

Richmond-total 

201 

335 

337 

405 

431 

443 

Patient  care- total 

193 

315 

321 

359 

395 

407 

General  practice 

79 

49 

48 

52 

51 

51 

Specialties-total 

91 

174 

171 

185 

193 

192 

Medical 

67 

69 

73 

78 

77 

Surgical 

77 

69 

76 

73 

72 

Other 

30 

33 

36 

42 

43 

Hospital  based 

23 

92 

102 

122 

151 

164 

Other 

8 

20 

16 

46 

36 

36 

Inactive* 

22 

16 

17 

21 

17 

*Not  included  in  total. 

tSources:  1959  data  from  Health  Manpower  Source  Books,  1959, 
Department  of  Health,  Education,  & Welfare.  1966  thru  1970  data 
from  Distribution  of  Physicians,  American  Medical  Association,  1966 
thru  1970  volumes. 

The  trend  of  hours  of  work  reinforces  the  trend 
toward  replacement  of  GPs  by  various  specialists. 
Specifically,  internists  and  obstetricians  and  gyne- 
cologists (OBGs)  increased  their  patient-seeing 
hours,  their  visits,  and  their  visits  per  hour.  So 
they  are  putting  in  more  time  and  seeing  more  pa- 
tients, but  spending  less  time  with  each  patient. 
Therefore,  they  appear  to  be  taking  up  the  slack  in 
visits  left  by  the  decline  in  the  number  and  hours 
of  GPs,  and  perhaps  undertaking  functions  which 
GPs  previously  performed  which  do  not  require  as 
lengthy  visits.  Yet  the  question  arises  as  to 
whether  specialists  are  able  to  provide  the  same 
services  as  a few  years  ago  with  the  pressures  on 


TABLE  XI.  Annual  per  cent  changes  in  hours  doing  office 
visits,  visits,  and  visits  per  hour,  1967-1969  for  United  States 


Visits 

Categories 

Hours* 

Visitsf 

Per 

H our** 

All 

-0.8 

General  practice 

-1.5 

-0.5 

1 .0 

Internist 

2.1 

5.7 

5.8 

Surgery 

0.0 

- 0.6 

-0.6 

Obstetrics  and  gynecology 

1 .0 

4 .8 

3.7 

Pediatrics 

0.5 

1 .5 

1 .0 

•Calculated  from  Appendix  Table  B-Ill. 
t From  Appendix  Table  B-II. 

••From  Appendix  Table  B-I. 


TABLE  XII.  Minutes  per  office  visit* 


Categories 

1967 

1969 

All 

15.8 

General  practice 

14.3 

14.0 

Internists 

18.3 

16.4 

Surgery 

12.3 

12.5 

Obstetrics-Gynecology 

16.2 

15.1 

Pediatrics 

16.7 

16.4 

• Calculated  as  , from  Appendix  Table  B-I. 

visits  per  hour 


their  time.  These  questions  are  apparent  when 
the  pattern  by  speciality  is  examined  in  detail. 

It  is  interesting  to  speculate  about  the  decline  in 
minutes  per  office  visit  for  the  various  specialties. 
It  is  possible  that  minutes  per  visit  will  continue  to 
decline  rapidly  until  they  reach  some  minimum 
levels.  As  cases  shift  from  GPs  to  internists, 
OBGs,  and  to  a lesser  degree  to  pediatricians, 
these  specialists  may  be  treating  less  complicated 
cases,  and  thereby  spending  fewer  minutes  per 
visit.  If  this  is  so,  we  can  expect  the  minutes  per 
visit  for  these  specialists  to  decline  as  their  case 
mix  changes,  approaching  a level  somewhat  higher 
than  that  of  GPs.  This  is  consistent  with,  al- 
though not  proved  by,  the  data,  w'hieh  show  the 
most  rapid  decline  in  minutes  per  visit  among  in- 
ternists, probably  the  closest  substitute  for  GPs,  a 
lesser  but  still  substantial  decline  for  OBGs,  a 
moderately  close  substitute,  and  a very  slight  de- 
cline for  pediatricians,  a very  poor  substitute. 

Distribution  of  physicians  by  borough 

The  borough-specific  data  show  that  Manhattan 
continues  to  be  the  medical  center  of  the  city,  hav- 
ing, in  1970,  more  physicians  per  capita  than  any 
other  borough  in  every  category.  It  had  nearly  as 
many  physicians  in  direct  patient  care  per  capita 
as  the  other  boroughs  combined.  Its  advantage 
over  the  other  boroughs  was  greatest  in  specialists, 
least  in  GPs,  supporting  the  contention  that  Man- 
hattan houses  the  specialized  care  for  the  entire 
city. 

There  was  considerable  disparity  in  the  distri- 
bution of  physicians  among  the  outer  boroughs. 
The  disparity  was  greatest  for  hospital-based  phy- 
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TABLE  XIII.  Annual  growth  rate,  1966-1970,  in  physicians  per 
100,000  population* 


General  Practice  Specialists  Hospital  Based 


Richmond 

-1.6 

Queens 

2.3 

Richmond 

12.6 

Queens 

-2.7 

Manhattan 

1.1 

Queens 

10.5 

Brooklyn 

-5.0 

Brooklyn 

0.5 

Brooklyn 

7.0 

Bronx 

-6.7 

Bronx 

0.0 

Bronx 

6.7 

Manhattan 

-7.1 

Richmond 

-0.2 

Manhattan 

6.4 

*Compiled  from  Table  A-II. 


sicians  (Table  V);  least  for  specialists  (Table  VI). 
This  shows  that  the  location  of  hospitals  has  tend- 
ed to  increase  the  disparity  of  the  interborough 
distribution  of  physicians.  But  The  Bronx  is  a 
special  case,  for  although  it  ranks  at  or  near  the 
bottom  of  the  outer  boroughs  in  GPs  and  special- 
ists, it  has  enough  hospital-based  physicians  to 
make  it  rank  first  in  per  capita  physicians  in  direct 
patient  care.  In  fact,  The  Bronx  is  the  only  bor- 
ough in  which  the  number  of  hospital-based  physi- 
cians exceeds  the  number  of  office-based  physi- 
cians, such  as  GPs  and  specialists  (Table  VII). 

Brooklyn,  with  42  per  cent  of  its  physicians  hos- 
pital-based, ranked  after  The  Bronx  in  hospital- 
based  physicians.  Richmond  ranked  last,  having 
about  half  as  many  hospital-based  physicians  as 
The  Bronx,  even  though  the  same  share  of  its  phy- 
sicians were  hospital-based  as  was  the  case  in 
Queens  and  Manhattan. 

Queens  had  more  GPs  and  specialists  than  the 
other  outer  boroughs,  although  its  advantage  over 
Brooklyn  in  both  cases  was  very  slight. 

The  Bronx  had  more  GPs  per  capita  than  Rich- 
mond, but  the  order  was  reversed  for  specialists, 
which  constituted  43  per  cent  of  Richmond’s  phy- 
sicians (Table  VII),  but  only  26  per  cent  for  The 
Bronx. 

Equalization  or  increased  disparity 

The  trends  in  the  latter  half  of  the  sixties  indi- 
cate that  for  GPs  the  extreme  disparities  in  inter- 
borough distribution  of  physicians  are  being  mod- 
erated, but  within  the  extremes  the  disparities  are 
increasing  (Table  XIII).  For  specialists,  however, 
the  disparities  are  increasing.  In  the  case  of  hos- 
pital-based physicians,  the  trends  are  unambig- 
uously working  to  equalize  the  interborough 
disparities. 


The  case  of  GPs  indicates  the  closing  of  the  ex- 
treme disparities  and  widening  of  disparities  with- 
in the  extremes.  Note  that  the  boroughs  with  the 
largest  and  smallest  number  of  GPs,  Manhattan 
and  Richmond  respectively,  are  those  with  the  re-  j 
spectively  largest  and  smallest  decline  in  GPs  per 
capita.  But  within  these  extremes,  those  bor-  i 
oughs  with  the  relatively  smallest  number  of  GPs 
are  losing  them  the  most  rapidly. 

For  specialists,  the  trends  are  toward  increasing 
disparity,  although  the  differences  between  certain 
pairs  of  boroughs  are  tending  to  diminish. 

The  hospital-based  physicians  show  the  most 
encouraging  trend  toward  equalizing  interborough 
disparities,  as  the  increases  are  greatest  in  those  i 
boroughs  with  the  fewest  hospital-based  physi-  f 
cians  per  capita  and  the  smallest  in  those  with  the 
most  hospital-based  physicians  per  capita. 
Therefore,  the  location  of  hospitals  appears  to  be 
the  dominant  force  working  toward  equalizing  the 
number  of  physicians  per  capita  between  bor- 
oughs. 


Appendix  1.  Detail  tables  (Tables  A1  to  B5). 

Appendix  2.  Comparison  of  physician'  data 
from  the  masterfile  and  the  New  York  State  bien- 
nial licensing  survey  (Table  C-l). 

There  are  four  sources  of  physicians’  data  avail 
able  for  New  York  City: 

1.  AMA’s  annual  survey 

2.  New  York  State  Health  Planning  Commission V 
biennial  survey,  the  first  of  which  was  completec 
in  late  1971 

3.  Decennial  census  of  population 

4.  Medicaid  (and  Medicare)  physician’s  data. 

Since  the  AMA  data  is  consistent  over  time  am 

appears  annually,  it  tends  to  be  most  useful  fo  i 
short-term,  broad  comparisons.  Their  data  is  ver; 
complete,  including  both  members  and  nonmem 
bers.  The  AMA  keeps  track  of  every  new  entran 
to  a medical  school  in  the  United  States  and  of  for 
eign-trained  physicians  who  practice  in  the  Unite* 
States. 

In  this  note,  we  compare  AMA  and  New  Yor 
State  data  to  get  a picture  of  possible  inconsisten 


TABLE  A-l. 

Number  of  physicians  in 

New  York  City,  1959,  1966,  and  1970  by  specialty* 

Categories 

1959 

1966 

1970 

New  York  City-total 

16,679 

22,086 

23,493 

Patient  care-total 

15,400 

18,371 

20,575 

General  practice 

4,541 

2,731 

2,180 

Special  ties-total 

7,214 

8,951 

9,196 

Medical 

3,287 

3,387 

Surgical 

3,111 

3 , 089 

Other 

2,553 

2 , 720 

Hospital-based 

Other 

3,645 

1,279 

7,049 

3,355 

9,195 

2,926 

♦Compiled  from  "Fable  X. 


1848  New  York  State  Journal  of  Medicine/September  1974 


TABLE  A ll.  Annual  rates  of  change  in  physicians  per  100,000  population,  adjusted.  Various  periods  between  1959  and  1970* 


Boroughs  and 
categories 

1959  to 
1970 

1959  to 
1966 

1966  to 
1970 

1966  to 
1967 

1967  to 
1968 

1968  to 
1969 

1969  to 
1970 

New  York  City-total 

3.0 

4.0 

1 .4 

1.8 

1.4 

2.4 

0.0 

Patient  care- total 

2.5 

2.4 

2.7 

3.7 

2.3 

4.3 

0.5 

General  practice 

-6.6 

-7.1 

-5.7 

-3.8 

-7.5 

-7.4 

-3.8 

Specialists- total 

2.3 

3.0 

0.5 

0.0 

1.1 

0.3 

0.4 

Medical 

0.6 

0.7 

1 .2 

-1.4 

1 .9 

Surgical 

-0.3 

-0.3 

-0.5 

-2.6 

1 .5 

Other 

2.3 

2.5 

2.8 

6.0 

-2.0 

Hospital  based 

8.7 

9.7 

6.7 

5.9 

7.5 

12.3 

1 .4 

Other 

7.6 

14.5 

-1.6 

2.8 

-3.8 

-8.8 

3.5 

Inactives 

-2.8 

80.8 

-51 .0 

2.9 

-2.7 

Brooklyn-total 

2.9 

3.2 

2.5 

1 .8 

6.5 

1 .5 

0.3 

Patient  care-total 

2.4 

4.3 

2.2 

1 .7 

3.4 

3.4 

0.1 

General  practice 

-5.8 

-6.4 

-5.0 

-3.8 

-4.9 

-7.5 

-3.7 

Specialists- total 

1 .7 

2.3 

0.5 

-0.1 

2.2 

-1.4 

1 .4 

Medical 

0.6 

-1.8 

4.9 

-2.7 

2.1 

Surgical 

-0.4 

1 .0 

-2.7 

-3.5 

3.6 

Other 

2.7 

1 .8 

7.8 

6.4 

-4.5 

Hospital  based 

10.2 

12.0 

7.0 

6.6 

8.9 

12.6 

0.2 

Other 

10.5 

14.9 

3.1 

4.1 

37.7 

-14.5 

-7.8 

Inactive 

-2.6 

-11.3 

12.8 

0.0 

-10.6 

Bronx-total 

2.2 

2.7 

1 .4 

0.6 

2.4 

2.6 

0.0 

Patient  care-total 

1.7 

1 .4 

2.3 

-0.8 

4.4 

5.5 

0.4 

General  practice 

-7.7 

-8.3 

-6.7 

-2.2 

-8.8 

-7.6 

-8.2 

Specialists-total 

2.5 

3.9 

0.0 

-8.4 

10.2 

-0.7 

0.0 

Medical 

2.2 

3.3 

3.2 

-2.2 

4.5 

Surgical 

0.3 

0.5 

3.7 

-2.5 

-0.5 

Other 

11 .6 

12.5 

42.2 

3.9 

-6.7 

Hospital  based 

6.9 

7.0 

6.7 

4.8 

5.9 

13.7 

2.7 

Other 

7.1 

14  .4 

-4.5 

7.8 

-7.8 

-13.1 

3.4 

Inactive 

-1.1 

-4.5 

-4.7 

6.1 

-1.2 

Manhattan- total 

3.8 

5.3 

1.1 

2.9 

-3.0 

3.5 

2.2 

Patient  care-total 

3.1 

3.5 

2.5 

3.1 

0.2 

5.4 

1.5 

General  practice 

-7.5 

-7.2 

-7.1 

-2.9 

-18.0 

-9.6 

-0.6 

Specialists-total 

2.6 

3.4 

1.1 

1.4 

-0.2 

2.0 

1.3 

Medical 

0.8 

1.3 

-0.6 

-0.3 

3.0 

Surgical 

0.1 

1.0 

-0.9 

-2.3 

2.7 

Other 

2.3 

1.8 

0.9 

7.8 

-1.1 

Hospital  based 

7.6 

8.4 

6 .4 

7.0 

4.4 

12.3 

2.0 

Other 

7.8 

15.9 

-5.1 

2.2 

-15.3 

-4.9 

-1.5 

Inactive 

-2.1 

-10.3 

2.8 

1 .4 

-1.6 

Queens-total 

4.8 

4.9 

4.6 

3.2 

11 .9 

2.6 

1.0 

Patient  care-total 

4.4 

4.6 

4.0 

2.9 

8.3 

3.7 

1.2 

General  practice 

-4.9 

-6.3 

-2.7 

-4.2 

3.4 

-6.5 

-3.1 

Specialists-total 

4.2 

5.3 

2.3 

4.9 

1.6 

0.6 

2.0 

Medical 

1.6 

4.3 

1.7 

-1.0 

1.4 

Surgical 

1.8 

1 .7 

3.8 

2.1 

-0.4 

Other 

3.9 

11.1 

-2.5 

0.6 

7.0 

Hospital  based 

22.0 

28.0 

10.5 

5.1 

21 .8 

13.7 

2.4 

Other 

13.5 

12.7 

14.7 

7.5 

85.7 

-11.3 

-1.7 

Inactive 

-4.1 

-6.4 

-22.3 

13.8 

2.2 

Richmond-total 

4.4 

4.3 

4.5 

-2.1 

17.0 

3.7 

0.2 

Patient  care-total 

4.0 

4.0 

3.9 

-0.8 

8.9 

7.2 

0.5 

General  practice 

-6.6 

-9.4 

-1.6 

-4.3 

5.1 

-4.3 

-2.2 

Specialists-total 

4.0 

6.4 

-0.2 

-4.4 

5.4 

1.7 

-3.0 

Medical 

0.9 

0.0 

3.2 

4.2 

-3.7 

Surgical 

-4.3 

-13.4 

7.5 

-6.6 

-3.6 

Other 

6.4 

6.1 

5.8 

14.1 

0.0 

Hospital  based 

16.2 

18.2 

12.6 

8.1 

16.4 

20.7 

5.9 

Other 

11 .4 

10.6 

12.9 

-22.5 

282.8 

-23.8 

-2.4 

Inactive 

-8.3 

-29.0 

5.2 

19.7 

-20.5 

’Calculated  from  Table  VIII. 


cies,  both  in  the  aggregate  and  in  specializations.* 
There  are  four  possible  sources  of  discrepancy  be- 
* Comparisons  at  the  neighborhood  level  were  made  in  a 
companion  pilot  study  of  one  postal  zone.  Stevenson,  G.:  A 
Comparison  and  Evaluation  of  Various  Sources  of  Physician 
Data,  Oifice  of  Health  Systems  Planning,  New  York  City 
Health  Services  Administration,  February,  1973. 


tween  AM  A and  New  York  State  health  planning 
data  for  New  York  City. 

1.  Physicians  counted  in  the  AMA  tape  may  not  be 
licensed  by  the  State.  This  would  apply  for  in- 
terns, residents  who  confine  their  practice  to  hos- 
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TABLE  B-l.  Physicians’  office  visits  per  hour  spent  doing 
office  visits,  1967  and  1969,  United  States 


Categories 

1967* 

1969* 

Annual 

Percentage 

Change 

All 

4.00 

3.80 

General  practice 

4.19 

4.27 

1.0 

Internist 

3.27 

3.66 

5.8 

Surgery 

4.87 

4.81 

-0.6 

Obstetrics  and  gynecology 

3.70 

3.98 

3.7 

Pediatrics 

3.59 

3.66 

1.0 

*Calculated  from  Tables  B-II  and  B-III. 


TABLE  B-II.  Physicians’  office  visits  per  week,  by  specialty, 
1967  to  1969,  for  United  States 


Specialty 

1967* 

1969  f 

Annual 
Percentage 
Change, 
1967  to  1969 

All 

91.6 

General  practice 

130.8 

129.5 

-0.5 

Surgery 

74  0 

73.1 

-0.6 

Internal  medicine 

77.2 

86.3 

5.7 

Obstetrics  and 

88.1 

96.8 

4.8 

gynecology 

Pediatrics 

121.5 

125.3 

1 .5 

Psychiatry 

36.6 

35.2 

-2.0 

Radiology 

135.4 

89.6 

-19.0 

Anesthesiology 

27.0 

15.5 

-24.0 

Other 

90.4 

84.9 

-6.0 

♦Source:  Theodore,  C.  N.,  and  Sutter,  G.  E.:  A report  on  the  first 
periodic  survey  of  physicians,  J.A.M.A.  202:  6 (1967). 

tSource:  Reference  Data  on  the  Profile  of  Medical  Practice,  A.M.A., 
1971,  Table  19. 

pitals,  retirees,  and  other  physicians  who  don’t 
engage  in  direct  patient  care,  including  inactive 
physicians. 

2.  New  York  State  data  is  from  1971;  AMA  from 
1970. 

3.  Differences  may  exist  in  where  a physician  is  lo- 
cated. New  York  State  addresses  (licensing  ad- 
dress) is  the  place  where  he  is  allowed  to  distrib- 
ute narcotics.  Therefore,  it  is  highly  likely  to  be 
his  place  of  work  and  not  his  residence.  It  could 
be  his  residence  if,  for  instance,  he  keeps  his  li- 


cense while  working  in  administrative  medicine. 
AMA  data  are  based  on  professional  addresses, 
and  therefore  may  have  a somewhat  unspecified 
lower  proportion  of  office  addresses. 

4.  Foreign  physicians  practicing  in  hospitals  need 
not  be  licensed  and  therefore  would  not  be  includ- 
ed in  New  York  State  data.  Licenses  are  required 
for  private  practice.  Licenses  are  generally  grant- 
ed to  students  as  residents.  AMA  data  includes 
information  on  aliens  residing  in  this  country.  It 
is  unclear  whether  this  includes  unlicensed  physi- 
cians. 

Differences  in  categorization  by  specialty  should 
be  minimal  because  both  sources  have  similar  clas- 
sification methods.  The  AMA  classifies  according 
to  hours  spent  in  various  activities,  and  the  New 
York  State  survey  asked  for  “major  portion  of  pro- 
fessional time  devoted  to  . . . .” 

We  expected  the  first  source  to  dominate,  mean- 
ing  the  AMA  data  would  show  more  physicians 
than  would  the  New  York  State  data.  But,  as  the 
table  shows,  this  is  not  true  for  general  practition- 
ers, although  it  holds  for  total  physicians.  It  ap- 
pears then  that  nonlicensed  physicians  are  more 
than  plentiful  enough  to  offset  those  physicians 
not  members  of  AMA  and  the  increase  of  physi 
cians  between  1970  and  1971. 

Appendix  3,  AMA  data-coverage,  1966  for 
mat  change  and  1968  data  collection  changes. 

Coverage:  A master  file  of  physicians  has  beer 
maintained  by  the  American  Medical  Associatior 
since  1906.  It  has  included  information  on  ever 
physician  in  the  United  States  and  on  those  gradu 
ates  of  American  medical  schools  practicing  over 
seas  on  a temporary  basis.  The  file  includes  mem 
bers  and  nonmembers  of  the  Association.  It  ata 
includes  aliens  residing  in  this  country.  Inclusion 
in  the  file  starts  during  the  medical  school  phase  c 
a physician’s  career  or  on  his  entry  into  the  coun 
try.  The  master  file  is  divided  into  two  section; 


TABLE  B-II  I.  Calculating  hours  spent  doing  office  visits  from  hours  of  direct  care  and  per  cent  of  direct  care  time  spent  seeir 

patients  in  office 


** 


Specialty 

Per  cent  of 
Direct  Care 
Time  Spent 
Hours  of  Direct  Seeing  Office 
Care,  1969  Patients,  1971 

Hours  Spent  in 
Office  Visits, 
1969 

ft 

Hours  of 
Direct  Care, 
1967 

Hours  Spent 
Office  Visits 
1967 

All 

44.7 

54 . 0 

24.1 

45.3 

24.5 

General  practice 

47.8 

63.4 

30.3 

49.2 

31.2 

Surgery 

45.5 

33.3 

15.2 

45.6 

15.2 

Internist 

47.7 

51.6 

24.6 

45.8 

23.6 

Obstetrics  and  gynecology 

48.4 

50.2 

24.3 

47.4 

23.8 

Pediatrics 

46.9 

72.9 

34 . 2 

46.4 

33.8 

Psychiatry 

39.2 

* 

38.1 

Radiology 

32.8 

* 

30.3 

Anesthesiology 

47.0 

* 

43 . 0 

Other 

35.5 

* 

36.6 

♦Not  available. 

tSource:  The  Profile  of  Medical  Practice,  AMA,  1 f)7 1 , Table  18. 

♦♦Source:  Calculated  from  Medical  Economics,  December  6,  11171,  p.  8. 

ttSource:  Theodore,  ('.  N.,  and  Sutter,  (1.  E.  A report  in  the  first  periodic  survey  of  physicians,  J.A.M.A.,  202:  516  (1967),  Table  8. 
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TABLE  B-IV.  Per  cent  distribution  of  direct  care  time  among  activities 


Activity 

Seeing  office  patients 
Hospital  rounds  and  consultants 
In  operating,  delivery,  and  labor  rooms 
House  calls 


General 

Practice 

Internist 

General 

Surgeon 

63.4 

51 .6 

33.3 

20.5 

27.0 

32.3 

9.8 

16.4 

29.3 

6.2 

4.9 

5.0 

Obstetrics 


and 

ynecology 

Pediatrics 

All 

Physicians 

50.2 

72  9 

54.0 

18.0 

20.0 

23.0 

27.5 

3.0 

16.8 

4 4 

4.0 

6.2 

♦Source:  Calculated  from  Medical  Economics,  December  6,  1971,  p.  81. 


TABLE  B-V.  Hours  by  specialty  and  activity.  Midpoints  of  intervals 

Specialties 

Obstetrics 


Activity 

General 

practice 

Internist 

General 

Surgeon 

and 

Gynecology 

Pediatrics 

All 

Physicians 

Office  visits* 

35.5 

31 .5 

16.5 

26.5 

36.4 

30.5 

Hospital  visits* 

11.5 

16.5 

16.0 

9.5 

10.0 

13.0 

Operating,  delivery,  and  labor  rooms* 

5.5 

10. 0| 

14.5 

14.5 

1 .5 

9.5 

Professional  reading  and  writing 

4.5 

4.5 

4 .0 

3.5 

4.0 

4.5 

House  calls* 

3.5 

3.0 

2.5 

2. Of 

2.0 

3.5 

Paper  work 

3.0 

3.0 

3.0 

2.0 

1.5 

3.0 

Teaching 

1.5 

3.0 

3.0 

2.0 

2.5 

3.0 

Meetings 

2.5 

3.0 

3.0 

2.5 

2.5 

2.5 

Insurance 

2.0 

1.5 

1.5 

1.5 

1 .5 

1.5 

Other 

6.0 

7.5 

7.0 

3.0 

6.5 

6.0 

Total  direct  care* 

56.0 

(61.0) 

49.5 

(52.8) 

49.9 

56 . 5 

Total 

75.5 

83.0 

71 .0 

67.3 

68.4 

77.0 

♦Direct  care  includes  office  visits;  hospital  visits;  operating,  delivery,  and  labor  rooms;  and  house  calls. 
tAverage  of  two  adjacent  categories;  subject  to  further  revision. 

Source:  Medical  Economics,  December  6,  1971,  p.  81. 


TABLE  C-l.  Comparison  of  physician  data 




Totals 

New  York 

General  Practice — - 

New  York 

New  York 

State  as  per 

New  York 

State  as  per 

Borough 

AMA 

State* 

cent  of  AMA 

AMA 

State* 

cent  of  AMA 

Bronx 

3,059 

2,278 

0.74 

364 

442 

1.21 

Kings 

5,063 

3,710 

0.73 

677 

767 

1.13 

New  York 

11,468 

8,498 

0.74 

535 

653 

1.22 

Queens 

3,468 

2,541 

0.73 

553 

684 

1.24 

Richmond 

443 

401 

0.91 

51 

64 

1.25 

Totals 

23,493 

17,438 

0.74 

2,180 

2,695 

1.24 

*Based  on  a survey  which  had  at  least  90  per  cent  response.  Therefore,  these  are  slight  underestimates  of  actual  numbers. 

New  York  State  data  from  New  York  State  Health  Planning  Commission’s  biennial  physicians’  survey,  1971,  “Physicians  Registered  in  NYC  January 
1, 1971,  by  County  & Specialty.” 

AM  A data  from  Physicians  Distribution  by  County,  1970,  AM  A,  Chicago,  1971,  Table  12. 

From  AMA  Physician  Survey,  1969,  p.  19:  “All  data  on  physicians  presented  in  this  publication  are  as  of  December  31,  1969,  and  were  developed 
from  the  ‘Physician  Master  File’  maintained  by  the  AMA  Physician  Records  Service.” 

Information  on  New  York  State  data  from  phone  conversation  with  Laura  Zyeiman  of  New  York  State  Health  Planning  Commission,  December  14, 

1971. 


(1)  current  records  of  professional  activities,  and 

(2)  historical  records. 

1966  format  changes:  In  establishing  the  Dis- 

tribution of  Physicians  series,  the  department  in- 
stituted a number  of  changes  in  the  existing  for- 
mat for  presentation  of  data  on  the  physician  pop- 
ulation. This  format  had  traditionally  distributed 
the  physician  population  among  the  two  catego- 
ries, private  practice  and  not  in  private  practice,  a 
classification  scheme  affected  more  by  the  type  of 
employer  and  fee-for-service  versus  salary  forms  of 
remuneration,  than  by  the  actual  activity  of  indi- 
vidual physicians. 


The  new  format  introduced  the  more  functional 
categories,  “patient  care”  and  “other  professional 
activity.”  This  classification  concept  is  based  on 
the  extent  to  which  a physician  is  engaged  in  di- 
rect care  of  patients,  and  is  more  meaningful, 
therefore,  than  a concept  based  on  the  financial 
characteristics  of  a practice.  Volume  1 of  the  Dis- 
tribution of  Physicians,  Hospitals,  and  Hospital 
Beds — 1966  provides  a detailed  explanation  of  dif- 
ferences in  these  format  changes.  Subsequent  to 
this  volume,  comparable  tabulations  have  been 
published  for  every  year  since  1963,  the  first  year 
for  which  computerized  data  on  the  physician  pop- 
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TABLE  D-l.  Comparison  of  1968  data  from  CPA  (classifica- 
tion of  professional  activities)  and  TOP-PE  (type  of  practice- 
present  employment)  AMA  classification  systems  for  New 
York  City  standard  metropolitan  statistical  area* 


Categories 

CPA 

(Old: 

TOP-PE 

(New) 

Per  Cent 
Difference 

General  practice 

4,508 

3,339 

-25.9 

Medical  specialties 

4,984 

4,778 

-4.1 

Surgical  specialties 

4,945 

4,403 

11.0 

Other  specialties 

3,818 

3,523 

-7.7 

Hospital  based 

10,065 

9,446 

-6.2 

Other  patient  care 

2,008 

3,945 

+ 96.5 

Inactive 

751 

1,503 

+ 100.1 

Totals 

31,079 

30,937 

-0.5 

^Source:  Reclassification  of  Physicians,  1968,  American  Medical 
Association,  Chicago,  1971. 


larly,  primary,  secondary,  and  tertiary  specialties 
are  assigned  according  to  the  number  of  hours  in- 
dicated by  the  physicians  on  the  questionnaire,” 
(p.  9). 

The  functional  classifications  seemed  to  im- 
prove the  classifications  data  in  several  ways. 
Classifying  according  to  hours  spent  in  an  activity 
rather  than  self-categorized  major  professional  ac- 
tivity resulted  in,  among  other  things: 

1.  53.8  per  cent  increase  in  inactives,  newly  defined 
as  working  fewer  than  twenty  hours  per  week. 

2.  Decline  in  office-based  and  hospital-based  prac- 
tice by  4.9  and  13.6  per  cent  respectively. 

3.  Decline  in  full-time  hospital  physician  staff  by 
26.8  per  cent. 


TABLE  E-l.  Adjustment  factors  1968  New  York  City  Standard  Metropolitan  Statistical  Area 


Categories 

CPA 

TOP-PE 

TOP-PE 

CPA 

Patient  care-total 

28,320 

25,489 

90.0 

General  practice 

4,508 

3,339 

74.1 

Specialties-total 

13,747 

12,704 

92.4 

Medical 

4,984 

4,778 

95.9 

Surgical 

4,945 

4,403 

89.0 

Other 

3,818 

3,523 

92.3 

Hospital  based 

10,065 

9,446 

93.8 

Other 

2,008 

3,945 

196.5 

Inactive 

751 

1,503 

200.1 

Totals 

31,079 

30,937 

99.5 

ulation  are  available. 

1968  Revision  of  data  collection:  The  reclassifi- 
cation of  physicians  project  was  implemented  in 
1968  in  an  effort  to  revise  both  the  classification 
and  the  data  collection  systems  so  that  individual 
records  could  conform  to  the  patient  care — other 
professional  activity  scheme,  a concept  which 
would  eventually  provide  continuity  between  col- 
lection, classification,  and  presentation  of  man- 
power data.  This  new  system  is  called  Type  of 
Practice — Present  Employment  or  TOP-PE. 

Comparability:  The  publication,  Reclassifica- 

tion of  Physicians,  1968,  “documents  the  proce- 
dures which  were  used  to  implement  the  new  clas- 
sification system,  and  presents  data  as  of  year-end 
1968,  based  on  both  the  old  and  the  new  classifica- 
tion systems.  While  this  does  not  render  the  1968 
figures  any  more  comparable  to  those  in  previous 
volumes,  it  may  aid  the  users  of  the  series  to 
bridge  the  gap  between  the  1967  and  1968  data” 
(p.  4). 

Classification  of  activity,  specialty,  and  em- 
ployer categories:  “In  short,  the  new  system  re- 

quests each  physician  to  indicate  the  average  num- 
ber of  hours  worked  per  typical  week  in  each  of  the 
activity,  specialty,  and  through  computer  pro- 
grams which  assign  primary  activity  and  employ- 
ment classifications,  according  to  those  activity 
and  employment  categories  in  which  the  physician 
has  indicated  the  greatest  number  of  hours.  Simi- 


4.  Partly  related  to  number  3,  and  the  55.2  per  cent 
decline  in  medical  teaching,  the  number  of  physi- 
cians in  administration  and  research  rose  by  199.1 
and  251.0  per  cent  respectively. 

For  the  New  York  City  standard  metropolitar 
statistical  area  (comparison  data  are  not  available 
for  New  York  City),  the  new  classification  systerr 
showed  less  than  1 per  cent  fewer  total  physicians 
but  considerable  differences  in  specialties.  Foi 
GPs,  the  new  system  showed  20  per  cent  fewe 
than  the  old  system.  The  number  of  inactive: 
nearly  doubled  under  the  new  system. 

Note  that  hospital-based  physicians  includes  in 
terns,  residents,  and  full-time  physician  staf  • 
(Table  D-I). 

Appendix  4.  Data  adjustment.  To  adjust  th 
early  data  for  the  classification  change  institute* 
by  the  AMA  in  1968,  we  multiplied  the  pre-196 
data  by  the  ratio  in  the  third  column  below  (Tabl 
E-I). 

Adjusting  each  previous  year  by  the  same  facte 
may  cause  some  biases,  but  it  was  the  only  metho 
available.  Also,  it  should  be  noted  that  the  ac 
justment  factors  were  derived  from  data  for  th 
New  York  City  Standard  Metropolitan  Statistic; 
Area  and  may  not  correspond  exactly  with  the  a< 
tual  adjustment  factors  necessary  for  New  Yor 
City. 
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PACKAGE  DISTRIBUTORS  OF  AMERICA,  INC. 


Dear  Doctor: 

The  opportunity  to  share  a cold  beer  among  friends  is  something 
many  of  us  take  for  granted.  But  there  are  times  when  medical 
problems  dictate  that  a patient  must  either  eliminate  or  reduce  his 
alcoholic  or  caloric  consumption.  Even  to  the  point  of  having  to 
give  up  beer,  a beverage  usually  consumed  for  taste  rather  than  its 
alcoholic  stimulation. 

It  is  for  this  reason  we  would  like  to  call  your  attention  to 
a brand  new,  non-alcoholic  malt  beverage  called  Ex  Bier  (pronounced 
"x  beer"),  recently  introduced  in  the  New  York,  New  Jersey  and 
Connecticut  area,  from  Switzerland. 

As  you  know,  alcohol  contributes  almost  two-thirds  of  the 
calories  in  beer.  Since  Ex  Bier  is  non-alcoholic,  it  has  only  59 
calories  per  bottle  (60%  less  calories  than  the  leading  imported 
beers) . 

Ex  Bier  uses  only  natural  ingredients:  pure  Swiss  mountain 
water,  malt,  hops  and  yeast.  Even  natural  carbonation.  Ex  Bier 
is  brewed  with  the  same  alcohol  content  as  other  leading  imports. 

After  it  is  brewed  and  aged,  however.  Ex  Bier  goes  through  a special 
vacuuming  process  which  removes  only  the  alcohol  and  its  calories. 

The  taste  of  the  product  is  not  affected. 

We  believe  Ex  Bier  will  be  very  useful  to  many  of  your  patients, 
and  we  hope  you  will  consider  it  for  yourself  as  well.  Should  you 
have  any  inquiries,  or  desire  further  information,  please  contact  us. 

We  thank  you  for  your  time  and  consideration. 


September,  1974 


E.  Val  Cerutti 


1 345  AVE.  OF  THE  AMERICAS,  NEW  YORK,  N.Y.  1 001 9/(21 2)  Cl  7-4900 
226  SOUTH  16th  STREET,  PHILADELPHIA,  PA.  19102/(215)  PE  5-6800 
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Mary  Putnam  Jacobi,  M.D. 
(1842-1906) 

CAROLYN  F.-R.  DISSOSWAY,  Ph.D. 

Albany,  New  York 


Not  the  first  woman  admitted  to  medical  prac- 
tice in  modern  times  nor  the  first  to  be  admitted  to 
membership  in  the  Medical  Society  of  the  County 
of  New  York,  Mary  Corinna  Putnam  was  among 
the  pioneer  women  physicians.  She  traced  her  in- 
terest in  medicine  to  the  year  she  was  nine.  She 
had  found  a large  dead  rat  in  the  stable  and  want- 
ed very  much  to  examine  the  heart  but  was  re- 
lieved when  her  mother  forbade  the  dissection. 

Education 

Mary  Putnam  graduated  from  the  New  York 
College  of  Pharmacy  in  1863;  no  other  woman  was 
admitted  during  the  next  quarter  of  a century. 
She  entered  the  Woman’s  Medical  College  of 
Pennsylvania  in  1863  to  follow  what  her  father, 
publisher  George  Palmer  Putnam,  called  a “repul- 
sive pursuit.”  He  gave  her  her  first  official  profes- 
sional cards  when  she  graduated  in  1864.  She  was 
the  first  woman  admitted  to  the  Ecole  nationale  de 
Medecine,  Paris,  France,  on  January  25,  1868. 
This  came  after  two  years,  in  Paris,  devoted  to  self 
education,  “serving”  at  the  hospitals,  reading  in 
the  library  of  the  Ecole  nationale  de  Medecine, 
“assisting”  at  the  lectures  at  the  Jardin  des 
Plantes  and  Ecole  Pratique,  and  meeting  and  win- 
ning the  support  of  many  influential  French  citi- 
zens. French  physicians  had  argued  that  it  would 
be  dangerous  for  men  and  women  to  enter  the  dis- 
secting room  together;  the  English  merely  said  it 
would  be  indelicate.  The  faculty  were  surprised 
when  she  was  prepared  to  take  the  first  of  the  five 
required  examinations  on  June  24,  1868.  Mary 
Putnam  surprised  them  again  by  passing  with  the 
highest  possible  grade,  “tres  satisfait.” 

The  Franco- Prussian  War  and  the  Second  Siege 
of  Paris  delayed  her  work  at  the  medical  college 
hut  not  her  study  or  practice  of  medicine.  She 
graduated  on  July  24,  1871.  Her  thesis,  “De  La 
Grais  Neutre  et  Les  Acides  Gras,”  was  awarded  a 
bronze  medal. 

As  a physician  she  strongly  opposed  specializa- 
tion in  the  practice  of  medicine,  especially  by 
women,  because  if  they  permitted  themselves  to  he 


diverted  into  the  practice  of  obstetrics,  gynecolo- 
gy, and  pediatrics  they  might  again  lose  the  right 
to  practice  as  physicians.  The  fact  that  she  did 
not  specialize  is  demonstrated  by  the  range  of 
subjects  of  her  published  reports. 

Publications 

During  the  years  she  lived  in  Paris  she  earned 
money  by  writing  letters  on  “Medical  Matters  in 
Paris”  to  The  Medical  Record  in  New  York,  a fact 
that  journal  failed  to  mention  when  they  reported 
her  graduation  from  Ecole  nationale  de  Medecine. 
She  had  reported  the  lectures  given  at  the  Interna- 
tional Medical  Congress  in  1867,  her  reports  were 
signed  with  the  pseudonym  PCM.  Not  all  her 
publications  were  signed,  and  so  a complete  bibli- 
ography cannot  be  compiled.  Some  of  the 
subjects  were:  the  treatment  of  wounds  to  avoid 

surgical  accidents,  infantile  paralysis,  diphtheria, 
croup,  tuberculosis,  scarlatinaceous  nephritis,  the 
endometrium,  birth  defects,  postnatal  disorders, 
pharmaceutical  agents  (she  taught  materia  medica 
and  therapeutics  at  the  Women’s  Medical  College 
of  the  New  York  Infirmary),  and  tumors.  She 
diagnosed  and  reported  the  brain  tumor  which  led 
to  her  death  on  June  10,  1906. 

Mary  Putnam  Jacobi,  M.D.,  was  interested  in 
hypnotism  as  a means  of  relieving  pain,  as  in 
childbirth,  and  in  the  treatment  of  psychotic  per-  jl 
sons.  Like  J.  M.  Charcot,  she  realized  there  were 
limitations  to  its  usefulness.  In  her  studies  of  hys-  : 
teria  she  insisted  that  the  apparent  greater  suscep- 
tibility of  women  was  not  due  to  any  inherent 
weakness  but  to  the  unreasonable  conditions  soci- 
ety imposed  on  them.  This  theme  is  also  used  ir 
her  interpretation  of  the  data  she  collected  for  hei 
essay:  “The  Question  of  Rest  for  Women  During 
Menstruation”  which  won  the  Boylston  Prize  ir 
1876. 

Among  her  publications  were  essays  on  the  edu 
cation  of  physicians.  It  was  possible,  in  the  Unit 
ed  States,  for  a man  to  enter  into  the  practice  o 
medicine  without  having  examined  or  treated  ; 
sick  person.  Dr.  Putnam  Jacobi  was  convincec 
that  the  physician  should  be  taught  at  the  pa 
tient’s  bedside  as  well  as  in  the  lecture  hall  anc 
laboratory.  Because  she  enjoyed  learning  for  it 
own  sake  she  found  it  hard  to  understand  the  lacl 
of  enthusiasm  for  intellectual  efforts  she  observe* 
in  her  students. 

Husband  and  family 

Her  husband,  Abraham  Jacobi,  M.D.,  had  writ 
ten  a book,  Infant  Diet,  which  she  helped  to  ed i 
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and  revise.  The  editing  and  revision  were  done  at 
Dr.  Jacobi’s  summer  home  during  their  honey- 
moon in  1873.  The  hook  contained  tar  more  in- 
formation than  most  women  wanted. 

I)r.  Jacobi  was  born  at  Westphalia,  Prussia,  in 
1830.  He  received  his  medical  diploma  from  the 
University  of  Bonn  in  1851.  Because  he  had  par- 
ticipated in  the  rebellions  of  1848  he  was  impris- 
, oned  in  1851.  He  escaped  in  1853.  When  he  first 
reached  New  York  City  he  lived  and  practiced 
medicine  among  the  tenements  near  Howard 
| Street.  Stephen  Smith,  M.D.,  invited  him  to 
I translate  German  medical  reports  for  publication 
in  the  New  York  Journal  of  Medicine.  Many  of 
his  translations  were  of  articles  about  the  diseases 
of  children,  and  he  was  soon  recognized  as  an  au- 
thority on  pediatrics. 

Dr.  Jacobi  was  president  of  the  Medical  Society 
of  the  County  of  New  York  when  Dr.  Putnam  re- 
turned to  the  city  from  Paris.  He  placed  her 
name  in  nomination  for  membership  in  the  soci- 
ety. They  discovered  they  had  many  interests  in 
common,  among  them  the  need  to  improve  the 
standards  of  medical  education  and  the  needs  of 
the  working  poor. 

Dr.  Jacobi  believed  families  should  be  kept 
small.  He  wrote  an  introduction  to  William  J. 
Robinson,  M.D.’s  Fewer  But  Better.  The  Jacobis’ 
first  child  died  the  day  he  was  born.  Their  second 
was  named  Ernst  after  Ernst  Krackowzer,  M.D. 
The  only  domestic  quarrel  Dr.  Putnam  Jacobi  re- 
corded was  over  the  naming  of  their  daughter.  Dr. 
Jacobi  wanted  to  call  her  Margaretha,  after  the 
wife  of  his  friend  Carl  Schurz.  Mrs.  Jacobi  pre- 
ferred Miriam.  They  named  her  Marjory.  Both 
children  contracted  diphtheria;  Marjory  recov- 
ered, but  Ernst  died,  June  10,  1883.  Their  first 
grandchild,  Ruth  McAneny,  was  born  in  1901. 

• i 

Other  interests 

Dr.  Putnam  Jacobi's  interests  were  not  limited 
to  the  practice  and  teaching  of  medicine  and  the 
care  of  her  family.  She  supported  the  abolition- 
ists, worked  for  better  treatment  of  American  In- 
dians, and  was  an  active  member  of  the  League  for 
Political  Education  and  the  Consumer’s  League,  as 
well  as  of  several  scientific  societies.  In  1894  she 
addressed  the  New  York  State  Constitutional 
Convention  on  the  subject  of  woman’s  suffrage 
and  wrote  “ ‘Common  Sense,’  As  Applied  to 
Woman  Suffrage.”  One  of  the  objections  to  giving 
women  the  vote  was  that  they  wanted  it  in  order  to 
change  society:  Dr.  Putnam  Jacobi  did. 

1148  Western  Avenue 
Albany,  New  York  12203 
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HARRY  BLOCH,  M.D. 

Forest  Hills,  New  York 

Senior  Lecturer,  Downstate  Medical  School;  Consulting  Pediatri- 
cian, Kings  County  Hospital  Center  and  Brookdale  Hospital  Cen- 
ter, Brooklyn,  New  York 


Pai  Chu-en  (White  Seek-Grace)  was  the  affec- 
tionate and  respectful  sobriquet  conferred  on  a 
Canadian  thoracic  surgeon,  Norman  Bethune, 
M.D.,  by  the  People’s  Republic  of  China  for  su- 
preme dedication  to  the  welfare  of  her  people.1 
Like  Grenfell2  who  came  to  barren  Labrador  to  es- 
tablish a health  service,  and  Father  Damien 
(1840-1889)  who  went  to  Hawaii  to  help  aban- 
doned lepers  on  the  island  of  Molokai,3  Bethune’s 
life  was  an  epic  of  humanitarianism.  His,  how- 
ever, “was  never  neutral  . . . always  had  a political 
direction  ...  to  liberate  constructive  forces  in  peo- 
ple ...  to  serve  the  people  . . . ,”4 

China,  a civilization  for  over  five  thousand 
years,  became  a nation  of  poverty,  disease,  and  illi- 
teracy under  feudal-military  rulers  and,  in  1937,  a 
victim  of  Japanese  aggression.  Abetted  by  cor- 
rupt Kuomintang  forces  and  military  supplies  pro- 
vided by  the  United  States  until  the  attack  on 
Pearl  Harbor  in  December,  1941,  the  Japanese 
army  swiftly  advanced  and  left  the  raped,  robbed, 
and  murdered  in  its  wake.5’6  To  repel  and  evict 
the  ruthless  invaders  was  the  wish  of  the  people 
and  the  role  of  the  Eighth  Route  Army.  Urgent 
appeals  for  a united  front  by  Communist  leaders 
to  Chiang  Kai-shek,  from  their  base  in  Yenan, 
reached  after  “the  great  march”  in  January,  1937, 
were  repulsed.  ' The  Generalissimo  established, 
instead,  an  almost  impenetrable  blockade  that  re- 
sulted in  rapid  depletion  of  slender  stocks  of  drugs 
and  medical  supplies  scrupulously  hoarded  and 
dispensed.  The  effective  blockade  resulted,  in 
1939,  in  Bethune’s  painful,  tortured  death  as  well 
as  that  of  countless  others  from  want  of  essential 


medicines.7  Skirmishes  were  frequently  initiated 
by  the  Red  troops  to  lure  Japanese  guards  from 
caches  of  drugs,  which  were  then  seized.6  Medical 
supplies  sent  by  American  and  British  sympathiz- 
ers were  confiscated  and  diverted  to  the  black 
market  by  Kuomintang  officers;  and  when  Erwin 
Kisch,  M.D.,  a Czech  surgeon,  arrived  to  replace 
Bethune,  he  was  turned  back.7’8 

Primitive  medical  facilities,  lack  of  physicians 
and  paramedical  personnel,  and  the  desperate 
plight  of  sick  and  wounded  created  a situation  ol 
extreme  emergency.  In  early  1938,  Agnes 
Smedley,  American  correspondent  in  China  foi 
American  and  English  newspapers,  and  a volunteei 
in  the  Chinese  Red  Cross,  broadcast  a plea  for  sur 
geons  on  behalf  of  Mao  Tse-tung.8  Dr.  Bethune,  e 
distinguished  Canadian  thoracic  surgeon,  prompt- 
ly responded,  as  did  five  from  India,  and  Richarc 
Brown,  M.D.,  from  the  United  States.  Two  years 
later,  age  forty-nine  years,  Dr.  Bethune  was 
dead.1’8 

Life  of  Bethune 

The  life  of  Bethune  was  short  and  eventful 
During  his  third  year  at  the  University  of  Toronto 
Medical  School,  World  War  I erupted,  and  he  lefi 
to  join  the  Canadian  ambulance  unit  leaving  foij 
France.  Wounded  and  invalided  home,  he  com 
pleted  his  studies  in  1916,  promptly  reenlisted,  re 
mained  in  England  after  the  war  to  study  am 
train  in  surgery,  and  was  elected  a Fellow  of  th< 
Royal  College  of  Surgeons.  In  1924,  thirty-fou 
years  old,  Bethune  started  practice  in  Detroit;  am 
two  years  later  ended  a promising  surgical  caree 
to  enter  Trudeau  Sanitarium,  a “hopeless”  case  o 
pulmonary  tuberculosis.  Discovering  the  story  o 
artificial  pneumothorax  for  collapse  therapy  ii 
lung  tuberculosis  in  a textbook  written  by  Johi 
Alexander,  M.D.,  he  prevailed  on  skeptical  physi 
cians  to  apply  the  procedure;  he  was  sufficientl  I 
recovered  in  1927  to  return  to  work  and  study  a 
the  New  York  State  Tuberculosis  Hospital  at  Ra  j 
Brook. 

His  career  as  chest  surgeon  began  in  January  ■ 
1929,  when  he  joined  Edward  Archibald,  M.D., 
pioneer  in  the  treatment  of  lung  tuberculosis,  a 
the  Royal  Victoria  Hospital.  In  1933,  Bethun 
was  appointed  thoracic  surgeon  to  the  Sacre-Coeu 
Hospital  near  Montreal,  rapidly  won  distinction 
received  international  recognition  for  therapeuti 
innovations  and  surgical  instruments  he  inventec 
and  was  elected  to  the  council  of  the  American  As 
sociation  of  Thoracic  Surgery.9 

Contact  with  hopeless,  fatal,  and  untreatabl 
cases  at  Sacre-Coeur  Hospital  deeply  impresse 
him  with  the  role  of  socioeconomic  and  politic* 
factors  in  health,  disease,  and,  especially,  tuberci 
losis.  This  was  not  unlike  the  experience  of  Ri 
dolf  Virchow,  M.D.  (1821-1902),  who  in  1848,  the 
a young  pathologist  of  twenty-seven  years,  startle 
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Prussian  Junkers  whom  he  blamed  for  creating 
health  and  social  conditions  that  made  possible 
the  devastating  typhus  epidemic  in  Upper  Silesia. 
Virchow  spent  the  greater  part  of  his  life  in  the 
Reichstag  pleading  the  cause  of  the  poor  and  sick, 
attacking  German  feudal  institutions,  and  urging 
that  the  physician  become  “the  attorney  of  the 
poor.”10  Sigerist1113  likewise  spread  the  gospel  of 
humanism  and  medical  sociology,  maintaining 
that  physicians  must  “know  social  conditions.” 

Bethune  became  an  activist  for  the  poor,  the 
downtrodden,  the  forgotten,  and  the  unfortunate; 
joined  organizations  of  the  unemployed;  and  par- 
ticipated energetically  in  the  “Montreal  group  for 
the  Security  of  the  People’s  Health.”14  His  expe- 
rience led  him  to  unorthodox  conclusions:  health 
is  public,  and  there  is  no  such  thing  as  private 
health;  there  is  a rich  man’s  disease  and  a poor 
man’s  disease,  and  the  rich  man  survives,  the  poor 
man  dies;  physicians  must  go  into  the  slums  where 
the  need  is  greatest:  the  security  of  the  people’s 
health  is  the  primary  duty  of  the  physician;  the 
medical  profession  must  become  socially  minded; 
it  is  disgraceful  to  enrich  ourselves  at  the  expense 
of  our  fellow  men:  and  the  greatest  role  of  the  phy- 
sician is  his  duty  to  the  sick.1 

When  Spanish  fascism,  supported  by  the  forces 
of  Hitler  and  Mussolini,  attacked  the  democrati- 
cally elected  government  in  1936.  it  was  inevitable 
that  Bethune  would  leave  his  work  at  Sacre-Coeur 
in  response  to  a call  for  medical  assistance  to  loyal- 
ist Spain.  In  October,  1936,  forty-six  years  old, 
with  the  slogan  “Blood  for  the  Wounded.”  Be- 
thune organized  the  first  mobile  blood  bank  and 
transfusion  service.4  Bethune  became  ill  in  1937, 
returned  to  Canada,  and  raised  funds  for  medical 
aid.  Moved  by  the  plea  of  Agnes  Smedley,  Be- 
thune, now  forty-eight  years  old.  left  for  China  and 
reached  Yenan  where  he  saw  the  results  of 
Chiang’s  blockade.  With  the  slogan,  “Doctors! 
Go  to  the  wounded,”4  he  threw  himself  into  a mer- 
ciless routine  of  work:  organized  front-line  guer- 
rilla medical  services;  established  mobile  operating 
units  near  the  front:  constructed  a model  hospital; 
organized  schools  to  train  physicians,  nurses, 
orderlies,  and  front-line  medical  soldiers;  gave  in- 
struction in  techniques  of  surgical  procedures;  and 
brought  his  skill,  experience,  and  knowledge  of  hy- 
giene to  mountain  villages  and  primitive  areas 
heretofore  without  medical  services.1’15 

Since  medical  supplies,  as  well  as  other  essen- 
tials, were  under  the  ban  of  Chiang’s  blockade.  Be- 
thune performed  surgery  without  benefit  of  gloves. 
When  septicemia  followed  a finger  infection,  and 
aware  that  lacking  essential  drugs  his  prognosis 
was  hopeless,  he  declared:  “The  last  two  years 

have  been  the  most  significant,  the  most  meaning- 
ful years  of  my  life.”1-16 

He  lamented  that  a million  Japanese  workers 
came  to  kill  a million  Chinese  workers,  from  w’hich 


only  militarists  and  finance  capitalists  would  ben- 
efit.1-15 

Conclusion 

Bethune  died  in  China,  November  13,  1939.  An 
undistinguished  obituary  read:  “Norman  Be- 

thune, Montreal,  Quebec,  Canada;  University  of 
Toronto  Faculty  of  Medicine,  1916;  member  of  the 
American  Association  of  Thoracic  Surgery;  served 
during  the  World  War:  died  November  28  (13), 

1939  in  China,  of  septicemia.”17  But  Bethune  was 
not  to  die  and  be  forgotten.  In  the  People’s  Re- 
public of  China,  every  schoolchild  knows  his  name; 
and  to  them,  one  who  comes  from  Canada  comes 
“from  the  land  of  Bethune.”  He  is  revered  by  one 
quarter  of  the  human  race  who  sing  his  name  “Pai 
Chu-en”  and  to  whom  the  events  of  his  life  and 
death  have  become  imperishable. 6-15'18’19  In  a val- 
ley in  East  Shansi  there  is  a perpetual  shrine,  and 
Bethune  international  peace  hospitals  and  Be- 
thune medical  schools  commemorate  this  “valor- 
ous fighter  for  the  emancipation  of  mankind.” 
Leaders  of  the  People’s  Republic  of  China  spoke  at 
his  grave:15 

Mao  Tse-tung:  “Dr.  Norman  Bethune’s  devotion 

to  the  common  people  is  a lesson  for  all.” 

Chu  Teh:  “We  have  suffered  a tremendous  loss. 
His  great  love,  his  sympathy,  his  courage  . . . .” 

Madame  Sun  Yat-sen:  “The  new  China  will  never 
forget  Dr.  Bethune.  He  was  one  of  those  who  helped 
us  become  free.” 

Richard  Brown,  M.D.,  an  American  physician  in 
China:  “Norman  Bethune  boasted  he  was  a Commu- 
nist. I say  he  was  a Saint  of  God.” 

For  a time  Canada  officially  ignored  Bethune; 
but  now  that  China  is  “in,”  it  has  become  legiti- 
mate to  recognize  his  accomplishments.14  In  the 
Osier  Library,  McGill  University,  there  is  a grow- 
ing collection  of  “Bethunia”  founded,  in  1940,  by 
W.  WT.  Francis,  M.D.,  first  Osier  librarian,  with  one 
article,  a reprint  sent  by  the  author.16  In  1952,  a 
book  was  added.1  China  sent  two  stamps  issued 
in  1960,  portraits,  photographs,  and  a biography 
by  Chou  Erh-fu  published  in  Peking  in  1961.  A 
film,  In  Memory  of  Norman  Bethune,  produced 
by  China  in  1962,  and  a Canadian  National  Film 
Board  documentary,  Bethune,  were  added  to  the 
collection.  The  Norman  Bethune  exchange  pro- 
fessorship was  established  in  1964,  and  R.  A.  C.  El- 
liot, M.D.,  of  McGill  was  Canada’s  first  appointee. 
In  1971,  a Norman  Bethune  seminar  was  held  at 
McGill.4 

Bethune  was  not  one  of  Sigerist’s  Great  Doctors 
nor  Victor  Robinson’s  Pathfinders  of  Medicine; 
but  he  will  be  remembered  in  medical  and  Chinese 
history  for  outstanding  humanitarianism  and  as  an 
example  of  international  selflessness. 

140  Greenwav  North 
Forest  Hills,  New  York  11375 
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training  programs,  and  in  addition  carries  provisions  foi 
the  establishment  of  federal  licensure  and  relicensun 
requirements.  In  its  statement,  the  AMA  supported 

A continuation  of  the  program  of  constructioi 

loans  and  grants  for  medical  schools A continua 

tion  of  capitation  grants  to  medical  schools I 

continuation  of  assistance  through  a broad  special  proj 

ect  grant  authority A continuation  of  loans  ant 

scholarships  to  medical  students A continuatioi 

of  assistance  for  family  practice A continuatioi 

of  assistance  for  allied  health  personnel  training  .... 
A continuation  of  assistance  for  public  health  trainin 

A continuation  of  assistance  for  students  am 

schools  of  nursing. 

AMA  opposed The  mandatory  service  require 

ments  for  students The  federal  control  of  resi 

dency  training  programs Federal  licensure  am 

relicensure  requirements. 

Legislative  Roundup,  July  12,  1974,  vol.  XV,  LR  2‘ 
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Obituaries 


Bruno  Baltradis,  M.D.,  of  Ogdensburg,  died  on  .Janu- 
ary 26.  Dr.  Baltradis  received  his  medical  degree  from 
the  University  of  Latvia,  Riga,  in  19,37.  He  was  an  at- 
tending psychiatrist  at  St.  Lawrence  State  Hospital. 

Peter  S.  Battaglia,  M.D.,  of  Niagara  Falls,  died  on  July 
4 at  the  age  of  forty-six.  Dr.  Battaglia  graduated  in 
1955  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  physician  at  Mount  Saint  Mary’s 
Hospital  of  Niagara  Falls.  Dr.  Battaglia  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a Fel- 
low of  the  American  College  of  Physicians,  and  a mem- 
ber of  the  Society  of  Nuclear  Medicine,  the  Niagara 
Falls  Academy  of  Medicine,  the  Niagara  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alfred  Lee  Loomis  Bell,  M.D.,  of  Brooklyn,  died  on 
July  8 at  the  age  of  eighty-four.  Dr.  Bell  graduated  in 
1916  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  radiologist  at  Long 
Island  College  Hospital,  a consulting  radiologist  at 
Coney  Island,  Caledonian,  and  St.  Giles  Hospitals  and 
at  Lutheran  Medical  Center.  Dr.  Bell  was  a Diplomate 
of  the  American  Board  of  Radiology  (Roentgenology),  a 
Fellow  of  the  American  College  of  Radiology,  and  a 
member  of  the  American  Roentgen  Ray  Society,  the  Ra- 
diological Society  of  North  America,  Inc.,  the  Radiologi- 
cal Society  of  New  York  State,  the  New  York  Academy 
of  Medicine,  the  New  York  Roentgen  Society,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Monroe  Boger,  M.D.,  of  Rochester,  died  on 
May  16  at  the  age  of  forty-three.  Dr.  Boger  graduated 
in  1956  from  Temple  University  School  of  Medicine. 
He  was  an  associate  orthopedic  surgeon  at  Strong  Me- 
morial Hospital  of  the  University  of  Rochester  and  at 
Genesee  Hospital.  Dr.  Boger  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery  and  a member 
of  the  American  Academy  of  Orthopaedic  Surgeons,  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Joseph  V.  Caltagirone,  M.D.,  of  Manhasset,  died  on 
June  17  at  the  age  of  seventy-nine.  Dr.  Caltagirone 
graduated  in  1924  from  the  University  of  Tennessee 
College  of  Medicine.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Plastic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jeanne  Carbonnier,  M.D.,  of  New  York  City,  died  on 
May  19  at  the  age  of  seventy-nine.  Dr.  Carbonnier  re- 
ceived her  medical  degree  from  the  University  of  Paris 
in  1920.  She  was  an  emeritus  obstetrician  and  gynecol- 


ogist at  New  York  Infirmary.  Dr.  Carbonnier  was  a Fel- 
low of  the  American  College  of  Obstetricians  and  Gyne- 
cologists and  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Christopher  D’Amanda,  M.D.,  of  Rochester,  died  on 
May  16  at  the  age  of  seventy-eight.  Dr.  D’Amanda 
graduated  in  1919  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a consulting  surgeon  at  Rochester 
General  Hospital.  Dr.  D’Amanda  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Lavelle  Patrick  Davlin,  M.D.,  of  Rochester,  died  on 
June  10  at  the  age  of  seventy-three.  Dr.  Davlin  gradu- 
ated in  1927  from  Georgetown  University  School  of 
Medicine.  He  was  an  attending  proctologic  surgeon  at 
Highland  Hospital  of  Rochester  and  an  assistant  attend- 
ing proctologic  surgeon  at  St.  Mary’s  Hospital.  Dr. 
Davlin  was  a Diplomate  of  the  American  Board  of  Colon 
and  Rectal  Surgery  and  a member  of  the  American 
Proctologic  Society,  the  Monroe  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Henry  Eisenbrandt,  M.D.,  of  New  York  City, 
died  on  January  14.  Dr.  Eisenbrandt  graduated  in  1932 
from  the  University  of  Maryland  School  of  Medicine 
and  College  of  Physicians  and  Surgeons. 

Harold  Foster,  M.D.,  of  Flushing,  died  on  June  30  at 
tha  age  of  seventy-six.  Dr.  Foster  graduated  in  1920 
from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  director  of  otolaryngology  at 
Parsons  Hospital.  Dr.  Foster  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  New  York  Rhino-Otolaryngological  Society,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bernard  M.  Friedman,  M.D.,  of  Brooklyn,  died  on 
May  28  at  the  age  of  sixty-five.  Dr.  Friedman  gradu- 
ated in  1930  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  an  associate  attending 
physician  at  Jewish  Hospital  and  Medical  Center  of 
Brooklyn  and  Unity  Hospital,  and  an  attending  physi- 
cian at  King  County  Hospital  Center.  Dr.  Friedman 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Arnold  Galambos,  M.D.,  of  New  York  City,  died  on 
June  13  at  the  age  of  ninety.  Dr.  Galambos  received  his 
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medical  degree  from  the  University  of  Budapest  in  1907. 
He  was  a Fellow  of  the  American  College  of  Cardiology 
and  a member  of  the  American  Geriatrics  Society,  the 
New  York  Cardiological  Society,  the  New  York  Acade- 
my of  Gastroenterology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  Andrew  Graig,  M.D.,  of  Valhalla,  died  on  June 
12  at  the  age  of  fifty-nine.  Dr.  Graig  received  his  medi- 
cal degree  from  the  University  of  Budapest  in  1940.  He 
was  director  of  internal  medicine  at  Westchester  County 
Medical  Center,  a consulting  endocrinologist  at  United 
Hospital  (Port  Chester),  and  a consulting  physician  at 
Mount  Vernon  Hospital.  Dr.  Graig  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  Endocrine  Society,  the  American  Physiological  Soci- 
ety, the  American  Thyroid  Association,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

George  William  Hill,  M.D.,  of  Ossining,  died  on  May 
31  at  the  age  of  sixty-nine.  Dr.  Hill  graduated  in  1933 
from  Indiana  University  School  of  Medicine.  He  was  an 
attending  physician  in  internal  medicine  at  Phelps  Me- 
morial Hospital  Association.  Dr.  Hill  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Miner  Clifford  Hill,  M.D.,  of  Oyster  Bay,  died  on  June 
14  at  the  age  of  ninety-three.  Dr.  Hill  graduated  in 
1908  from  Johns  Hopkins  University  School  of  Medi- 
cine. He  was  a consulting  pediatrician  at  Huntington 
Hospital,  Community  Hospital  at  Glen  Cove,  and  St. 
James  Mercy  Hospital.  Dr.  Hill  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  New  York  Acade- 
my of  Medicine,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Allen  Wheeler  Holmes,  M.D.,  of  Penn  Yan  and  Keuka 
Park,  died  on  May  16  at  the  age  of  eighty-six.  Dr. 
Holmes  graduated  in  1909  from  the  University  of  Buffa- 
lo School  of  Medicine.  He  was  an  honorary  member  of 
the  medical  staff  at  Soldiers  and  Sailors  Memorial  Hos- 
pital. Dr.  Holmes  was  a member  of  the  Yates  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Paul  Jacobson,  M.D.,  of  Wappingers  F'alls,  died  on 
January  8 at  the  age  of  seventy-eight.  Dr.  Jacobson 
graduated  in  1922  from  the  University  of  Cologne.  He 
was  a member  of  the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Courtland  S.  Jones,  Jr.,  M.D.,  of  Buffalo,  died  on  May 
24  at  the  age  of  sixty.  Dr.  Jones  graduated  in  1940  from 
the  University  of  Buffalo  School  of  Medicine.  He  was 
an  attending  otolaryngologist  at  Sisters  of  Charity  Hos- 
pital of  Buffalo,  and  Veterans  Administration  and  Ed- 


ward J.  Meyer  Memorial  Hospitals.  Dr.  Jones  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Meyer  J.  Karsh,  M.D.,  of  The  Bronx,  died  on  May  29 
at  the  age  of  seventy-two.  Dr.  Karsh  graduated  in  1928 
from  Tufts  University  School  of  Medicine.  He  was  an 
attending  surgeon  at  Jewish  Memorial  Hospital.  Dr. 
Karsh  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alice  Geraldine  Kemeny,  M.D.,  of  New  York  City, 
died  on  March  30  at  the  age  of  sixty-three.  Dr.  Kemeny 
received  her  medical  degree  from  the  University  of  Bu- 
dapest in  1953.  She  was  an  attending  psychiatrist  at 
Rockland  State  Hospital.  Dr.  Kemeny  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  R.  Kingsley,  Jr.,  M.D.,  of  Bradenton,  Florida,! 
formerly  of  Staten  Island,  retired,  died  on  July  1 at  the 
age  of  ninety-one.  Dr.  Kingsley  graduated  in  1909  from 
Johns  Hopkins  University  School  of  Medicine.  He  was 
a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Reuben  L.  Leverton,  M.D.,  of  Syracuse,  died  on  June 
29  at  the  age  of  eighty-seven.  Dr.  Leverton  graduatec 
in  1916  from  the  University  of  Syracuse  College  of  Med 
icine.  He  was  a member  of  the  Syracuse  Academy  o 
Medicine,  the  Onondaga  County  Medical  Society,  th- . | 
Medical  Society  of  the  State  of  New  York,  and  th<j] 
American  Medical  Association. 

Walter  Gay  Lough,  M.D.,  of  New  York  City,  died  o 
July  4 at  the  age  of  eighty-eight.  Dr.  Lough  graduate 
in  1912  from  Johns  Hopkins  University  School  of  Medi 
cine.  He  was  an  attending  physician  at  Bellevue  Hospi 
tal  and  a consulting  physician  at  University  Hospita 
Dr.  Lough  was  a Diplomate  of  the  American  Board  c | 
Internal  Medicine,  a Fellow  of  the  American  College  ( 
Physicians,  and  a member  of  the  New  York  Academy  c 
Medicine,  the  New  York  County  Medical  Society,  th 
Medical  Society  of  the  State  of  New  York,  and  th 
American  Medical  Association. 

Arturo  Martinez,  M.D.,  of  New  York  City,  died  o 
June  7 at  the  age  of  seventy-nine.  Dr.  Martinez  gradt 
ated  in  1920  from  Cornell  University  Medical  Colleg 
He  was  a senior  assistant  attending  allergist  at  S 
Clare’s  Hosital  and  an  associate  attending  physician 
internal  medicine  at  French  and  Polyclinic  Medic 
School  and  Center,  as  well  as  chief  and  an  attendii 
physician  in  internal  medicine  at  Nine  East  91st  Stre 
Hospital.  Dr.  Martinez  was  a member  of  the  New  Yo 
County  Medical  Society,  the  Medical  Society  of  tl 
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State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Delfino  P.  Mascolo,  M.D.,  of  Howard  Beach,  died  on 
May  6 at  the  age  of  eighty-one.  Dr.  Mascolo  graduated 
in  1916  from  Long  Island  College  Hospital.  He  was  a 
consulting  surgeon  at  Lutheran  Hospital.  Dr.  Mascolo 
was  a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


James  Alex  L.  Mathers,  M.D.,  of  New  York  City,  died 
on  June  21  at  the  age  of  sixty-one.  Dr.  Mathers  gradu- 
ated in  1940  from  the  University  of  Virginia  School  of 
Medicine.  He  was  an  assistant  attending  physician  in 
medicine  at  The  Presbyterian  Hospital.  Dr.  Mathers 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  (Cardiovascular  Diseases)  and  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Victor  Carl  McCuaig,  M.D.,  of  Brookville,  died  on 
June  9 at  the  age  of  seventy-nine.  Dr.  McCuaig  gradu- 
ated in  1918  from  Queen’s  University  Faculty  of  Medi- 
cine, Kingston,  Ontario.  He  was  a consulting  otolaryn- 
gologist at  Community  Hospital  at  Glen  Cove  and  Roo- 
sevelt Hospital.  Dr.  McCuaig  was  a Diplomate  of  the 
American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  American  Laryngological,  Rhinological  and 
Otological  Society,  the  New  York  Academy  of  Medicine, 
the  New  York  Otological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


LeRoy  D.  Miller,  M.D.,  of  Long  Island  City  and  Brook- 
lyn, died  on  January  15  at  the  age  of  sixty-two.  Dr.  Mil- 
ler graduated  in  1942  from  the  University  of  London 
Faculty  of  Medicine.  He  was  a Fellow  of  the  American 
College  of  Angiology  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Academy  of  Gas- 
troenterology, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Ruth  Demarest  Miltimore,  M.D.,  of  Nyack,  died  on 
November  21.  Dr.  Miltimore  graduated  in  1903  from 
Cornell  University  Medical  College. 

Samuel  Barlow  Moore,  M.D.,  of  Glen  Cove,  died  on 
June  23  at  the  age  of  sixty.  Dr.  Moore  graduated  in 
1940  from  New  York  Medical  College.  He  was  an  assis- 
tant attending  psychiatrist  at  Community  Hospital  at 
Glen  Cove  and  an  associate  attending  psychiatrist  at 
Mercy  Hospital  (Rockville  Centre).  Dr.  Moore  was  a 
member  of  the  American  Psychiatric  Association,  the 
American  Geriatrics  Society,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederick  W.  Proewig,  M.D.,  of  Wantagh,  died  on 
June  13  at  the  age  of  sixty-seven.  Dr.  Proewig  received 
his  medical  degree  from  the  University  of  Zurich  in 


1939.  He  was  assistant  attending  general  practitioner 
at  Brunswick  Hospital  Center  (Amityville).  Dr.  Proew- 
ig was  a Diplomate  of  the  American  Board  of  Family 
Physicians  and  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Julius  Richter,  M.D.,  of  Buffalo,  died  on  May  26  at  the 
age  of  ninety-seven.  Dr.  Richter  graduated  in  1904 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  an  emeritus  surgeon  at  Millard  Fillmore  Hospital,  a 
consulting  surgeon  at  Lafayette  General  Hospital,  and 
an  associate  surgeon  at  Buffalo  General  Hospital.  Dr. 
Richter  was  a Diplomate  of  the  American  Board  of  Sur- 
gery and  a member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Arthur  Jacob  Robbins,  M.D.,  of  Poughkeepsie,  died 
on  April  8 at  the  age  of  sixty-seven.  Dr.  Robbins  gradu- 
ated in  1931  from  Long  Island  College  of  Medicine.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Dutchess  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Joseph  Rosenthal,  M.D.,  of  The  Bronx,  died  on 
June  21  at  the  age  of  sixty-nine.  Dr.  Rosenthal  gradu- 
ated in  1931  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  a member  of  the 
American  Thoracic  Society. 

Ernst  Rumstein,  M.D.,  of  New  York  City,  died  on  June 
1 1 at  the  age  of  seventy-five.  Dr.  Rumstein  received  his 
medical  degree  from  the  University  of  Vienna  in 
1927.  He  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Margarete  Lotte  Schwabe,  M.D.,  of  New  York  City, 
died  on  June  21  at  the  age  of  fifty-seven.  Dr.  Schwabe 
received  her  medical  degree  from  the  University  of  Leip- 
zig in  1948.  She  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Eli  Yale  Shorr,  M.D.,  of  Brooklyn,  died  in  June.  Dr. 
Shorr  graduated  in  1924  from  Yale  University  School  of 
Medicine.  He  was  a consulting  pediatrician  at  Brook- 
lyn-Cumberland  Medical  Center.  Dr.  Shorr  was  a 
Diplomate  of  the  American  Board  of  Pediatrics  (Aller- 
gy) and  a member  of  the  American  Academy  of  Pediat- 
rics and  the  American  Academy  of  Allergy. 

Louis  Robert  Steibel,  M.D.,  of  New  York  City,  died  on 
January  2.  Dr.  Steibel  graduated  in  1910  from  Long 
Island  College  Hospital. 

Julius  Westheimer,  M.D.,  of  Kew  Gardens  and  Jamai- 
ca, died  on  May  18  at  the  age  of  seventy-seven.  Dr. 
Westheimer  received  his  medical  degree  from  the  Uni- 
versity of  Frankfurt  in  1922.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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Francis  Clark  White,  M.D.,  of  Victoria,  British  Co- 
lumbia, formerly  of  Ray  Brook,  died  on  October  4,  1973, 
at  the  age  of  sixty-six.  Dr.  White  graduated  in  1931 
from  Queen’s  University  Faculty  of  Medicine,  Kingston, 
Ontario.  He  had  been  director  at  Ray  Brook  State  Tu- 
berculosis Hospital  and  a consultant  in  chest  disease  at 
Champlain  Valley  Physicians  Hospital  Medical  Center 
(Plattsburgh)  and  Lake  Placid  Memorial  Hospital.  Dr. 
White  was  a member  of  the  American  Public  Health  As- 
sociation, the  American  Thoracic  Society,  the  Essex 


Chiropractic  manipulations 
named  as  cause  of  strokes 

Chiropractic  adjustments  of  the  head  and  neck  are 
named  as  a cause  of  stroke  and  serious  illness  in  a report 
in  the  -July  8 issue  of  the  Journal  of  the  American  Medi- 
cal Association. 

M.D.’s  Robert  G.  Miller  and  Robert  Burton  of  the  De- 
partment of  Neurology  of  the  University  of  California 
School  of  Medicine  at  San  Francisco  report  on  treating  2 
patients  suffering  from  the  after-effects  of  stroke  in- 
duced by  chiropractic  manipulations. 

The  doctors  also  report  that  there  are  now  a total  of 
12  reported  cases  of  stroke  related  to  chiropractic  treat- 
ments. 

A fifty- two-year-old  woman  sought  chiropractic  ma- 
nipulation for  recurrent  neck  pain.  During  the  treat- 
ment she  developed  dizziness,  nausea,  and  blurred  vi- 
sion. Then  weakness  and  numbness  of  the  left  side  de- 
veloped. She  was  unable  to  stand  when  she  sought  help 


County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Norman  Wilbur,  M.D.,  of  Homer,  died  on 
March  30  at  the  age  of  forty-nine.  Dr.  Wilbur  gradu- 
ated in  1948  from  Albany  Medical  College.  He  was  a 
member  of  the  Cortland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


later  from  the  neurologists.  After  five  months  of  thera- 
py she  partially  regained  strength  and  coordination  ir 
the  affected  left  side. 

A thirty-five-year-old  former  Air  Force  man  sufferec 
from  similar  symptoms  after  a chiropractic  adjustment  > 
for  an  aching  stiff  neck.  Although  he  lost  consciousnest 
during  the  first  manipulation,  a second  treatment  wa; 
administered.  His  memory  suffered  and  he  was  unable 
to  sit  or  stand. 

After  a year  of  neurological  treatment,  the  patien 
still  was  severely  handicapped  by  his  intellectual  deficit 
had  to  sell  two  of  his  businesses,  had  several  near  acci 
dents  in  his  auto,  and  found  a marked  reduction  in  hi 
aptitude  in  social  situations. 

In  both  cases,  major  brain  damage  could  have  beei 
averted  had  the  chiropractors  stopped  treatment  imme 
diately  when  the  first  symptoms  appeared,  says  Dr? 
Miller  and  Burton.  In  neither  case  was  the  importance 
of  the  symptom  complex  appreciated  by  chiropractor  o 
patient,  they  say. 
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continued  from  page  1723 

A slashing  attack  against  the  nation’s  reliance  on  for- 
eign medical  graduates  (FMGs)  has  been  launched  in 
Washington  by  the  Association  of  American  Medical 
Colleges  (AAMC). 

The  present  situation  "undermines  the  process  of 

) quality  medical  education  in  this  country  and  ultimately 
poses  a threat  to  the  quality  of  care  delivered  to  the  peo- 
ple,” according  to  a report  by  an  AAMC  task  force  on 
I FMGs  headed  by  Kenneth  Crispell,  M.D.,  vice  president 
I for  health  affairs  at  the  University  of  Virginia. 

Endorsed  by  the  AAMC  executive  council,  the  blunt 
• assault  on  the  immigration  of  FMGs  called  for  applica- 
tion of  the  same  graduate  medical  education  qualifying 
> examinations  to  all. 

The  report  said:  “This  country  should  not  depend 

for  its  supply  of  physicians  to  any  significant  extent  on 
the  immigration  of  FMGs  or  on  the  training  of  its  own 
t citizens  in  foreign  medical  schools.”  If  this  results  in  a 
projected  shortfall  of  supply,  "appropriate  measures  in- 
cluding adequate  funding  must  be  taken  to  enlarge  the 
student  body  (in  domestic  schools)  accordingly.” 

The  AAMC  noted  that  FMGs  are  approaching  20  per 
cent  of  all  physicians  here  and  one  third  of  all  current 
internship  and  residency  training  posts  are  filled  bv 
them.  The  foreign-trained  physicians  "preform  at  a 
lower  level”  in  objective-type  examinations,  and  “it  is 
generally  acknowledged,  though  not  proved,  that  the 
medical  care  rendered  by  some  FMGs  is  of  poorer  quali- 
ty .. . ,”  The  report  charged. 

There  is  no  evidence  that  FMGs  either  concentrate 
more  on  primary  care  or  seek  out  shortage  areas,  accord- 
ing to  the  AAMC.  Rather,  in  the  aggregate,  the  FMGs 
follow  about  the  same  pattern  in  this  regard  as  domestic 
graduates. 

The  report  said  special  licensure  provisions  for  FMGs 
in  many  state  public  institutions  “suggests  that  much 
health  care  delivery  in  the  public  sector  depends  on 
physicians  not  fully  qualified  but  willing  to  accept  work- 
ing conditions  and  income  levels  qualified  physicians 
will  not  accept.” 

"The  present  system  of  accepting  FMGs  into  the 
United  States  and  incorporating  them  into  our  medical 
education  and  care  system  has  created  a category  of  sec- 
ond-class physicians.  From  an  educational  and  ethical 
point  of  view,  this  is  undesirable,”  the  report  said. 

A decrease  in  FMGs  would  require  new  methods  to 
ensure  patient  care  services  in  many  hospitals,  the 
AAMC  conceded,  suggesting  that  other  health  care  per- 
sonnel be  trained  to  perform  some  of  these  functions 
under  the  supervision  of  physicians. 

The  task  force  said  it  found  no  significant  difference 
in  the  qualifications  of  FMGs  who  are  American  citizens 
who  have  gone  abroad  for  their  training  and  foreigners. 

* * * 

Congress  has  passed  and  sent  to  the  White  House  leg- 
islation bringing  nonprofit  hospital  employees  under  the 
Taft-Hartley  Labor  Act  for  the  first  time. 

The  legislation  did  not  contain  a sixty-day  cooling-off 
period  following  a strike  cell  that  had  been  soqght  by 
the  American  Hospital  Association  as  a safeguard 
against  sudden  disruptions  of  service  that  could  jeopar- 
dize care  in  hospitals. 

Instead,  the  bill  carried  a thirty-day  cooling-off  provi- 
sion prior  to  a contract  expiration  that  was  supported  by 
Labor  and  dismissed  by  hospital  officials  as  essentially 


meaningless  as  far  as  public  protection  is  concerned. 

An  AHA  official  said  one  result  of  the  law  would  be  to 
spur  further  the  unionization  of  hospital  workers  and  to 
generate  new  pressures  for  higher  pay  and  fringe  bene- 
fits. Inclusion  under  Taft-Hartley  guarantees  workers 
certain  organizing,  mediating,  and  job  rights  that  are 
not  provided  by  all  states. 

For-profit  hospital  workers  have  been  included  under 
the  National  Labor  Relations  Act  for  several  years. 

President  Nixon  is  expected  to  sign  the  bill. 

* * * 

The  American  Medical  Association  has  joined  with 
the  Association  of  American  Medical  Colleges  in  oppos- 
ing the  Administration’s  proposal  to  cut  back  on  federal 
aid  to  medical  education. 

The  Senate  Health  subcommittee  was  told  by  the 
AMA  that  “it  seems  particularly  inadvisable  to  reduce 
support  to  institutions  with  national  health  insurance 
now  being  considered  in  the  Congress.” 

“Moreover,  any  shift  away  from  institutional  support 
by  requiring  students  or  their  families  to  provide  the 
major  portion  of  education  costs  through  loans  or  ser- 
vice scholarships  may  prevent  some  able  students  from 
families  with  low  incomes  from  contemplating  or  enter- 
ing a health  profession,”  the  AMA  said  in  a statement 
submitted  to  the  subcommittee. 

“This  is  not  the  time,”  the  AMA  statement  said,  “to 
make  sudden  shifts  in  federal  policies  and  to  create  un- 
certainty and  instability  in  educational  or  health  care 
institutions.” 

At  the  same  time,  the  AMA  opposed  a provision  of  a 
bill  prepared  by  subcommittee  Chairman  Edward  Ken- 
nedy (D.  Mass.)  that  would  require  all  medical  school 
graduates  to  serve  in  shortage  areas  for  two  years. 
“These  draft-like  provisions  would  be  unique  to  the 
health  professions,  would  constitute  a dangerous  prece- 
dent, and  would  be  contrary  to  fundamental  concepts  of 
the  American  educational  system,”  said  the  statement. 

Instead,  the  AMA  fully  backed  provisions  to  increase 
support  to  the  National  Health  Service  Program  for 
placing  Public  Health  Service  physicians  and  health 
personnel  in  shortage  areas  for  two  years. 

In  backing  scholarships  for  students,  the  AMA  urged 
that  no  strings  of  repayment  or  compulsory  service  be 
tied  to  them.  They  “should  be  limited  to  giving  able 
students  who  could  not  otherwise  enter  medicine,  or 
other  health  fields,  the  opportunity  to  do  so.” 

In  addition  to  assistance  to  students  under  the  Na- 
tional Health  Service  Corps  plan,  the  AMA  backed  con- 
tinuing loan  and  scholarship  assistance  without  require- 
ment of  mandatory  service  and  with  reasonable  payback 
and  loan  forgiveness  provisions. 

AMA  also  supported  provisions  for  expansion  of  pro- 
grams in  family  medicine  and  primary  care  as  well  as 
authority  to  expand  or  construct  ambulatory  facilities 
“in  which  much  of  family  practice  and  primary  care 
must  be  learned.” 

Strongly  opposed  by  the  AMA  was  a recommendation 
in  the  Kennedy  bill  for  relicensure  of  physicians.  Said 
the  AMA:  “Licensure  per  se  cannot  assure  high  quality 
of  medical  care  or  effectiveness  of  the  practice  of  physi- 
cians. Relicensure  has  the  same  limitations.  Under 
present  circumstances  the  process  of  relicensure  could 
severely  disrupt  the  care  of  patients  in  many  instances 
because  physicians  would  have  to  prepare  for  examina- 
tions and  be  away  from  patient  care  while  taking  them.” 
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The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern  — in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


In  most  cases  of  sustained  moderate  hypertension 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
ally maintained  with  nocardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA  I MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  a 
kaline  phosphatase,  serum  transaminases  (SGOl, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention, 
jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  ^pe-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single  unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  lull  prescribing  information 
Merck  Sharp  & Dohme.  Division  of  Merck  & Co.,  INC., 
West  Point.  Pa.  19486 


“Required 

Reading” 

For  Your 

Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “High 
Blood  Pressure,”  a concise, 
pocket-sized  booklet  that 
defines  the  patient's  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 
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Medical  News 


Hospital  at  center  of 
volunteer  rescue  squads 

The  Community  Hospital  of  Schoharie  County,  Cob- 
leskill.  New  York,  has  become  the  emergency  medical 
center  control  in  a communications  system  which  is 
linked  up  with  the  largest  number  of  volunteer  ambu- 
lance and  fire  department  rescue  squads  in  the  State  of 
New  York,  according  to  an  hospital  official. 

Fifteen  volunteer  ambulance  rescue  squads  already 
have  been  equipped  with  the  latest  radio  system  activat- 
ing instantaneous  and  continuing  communication  be- 
tween the  hospital  medical  and  surgical  staff  on  a 
twenty-four-hour  basis,  and  the  trained  rescue  squad 
volunteers  at  the  scene  of  an  accident  or  a major  catas- 
trophe. 

Responsible  for  developing  and  implementing  the 
unique  service  are  Arthur  Berard,  chairman  of  the  Scho- 
harie County  Board  of  Supervisors:  Richard  Bauers,  di- 
rector of  the  county  Civil  Defense  organization;  William 
Munz,  chairman  of  the  Fire,  Civil  Defense.  Radio  & Vet- 
erans Association;  New  York  State  Trooper  Patrick 
Donnelly,  chairman  of  the  county  Highway  Traffic  Safe- 
ty Board,  and  Mrs.  Barbara  Courlis,  secretary  of  the 
Schoharie  County  Ambulance  and  Rescue  Squad  Asso- 
ciation. 

Similarly  active  roles  in  the  development  of  the  highly 
complex  technical  service  to  the  public  were  taken  by 
John  Murray,  president  of  the  Board  of  Directors  of  the 
Community  Hospital  of  Schoharie  County,  Inc.;  Howard 
Archer,  hospital  administrator;  Dr.  Peter  0.  Garner, 
president  of  the  medical  staff,  and  Dr.  Thomas  W. 
Greenlees,  chief  of  surgery. 

It  is  estimated  that  this  far-reaching  volunteer  rescue 
squad  emergency  service,  when  completely  operative, 
will  broadcast  within  a radius  of  25  miles  from  the  indi- 
vidual mobile  unit  and  the  hospital  control  center,  with 
the  mobile  unit  being  able  to  make  contact  with  other 
rescue  squads  for  an  additional  25  miles.  Schoharie 
County  encompasses  625  square  miles;  there  are  some  50 
communities  of  varying  sizes  in  the  county. 

Together  with  the  six  adjourning  counties  involved  in 
the  new  system  it  is  estimated  that  there  will  be  a total 
population  of  30,000  residents.  This  does  not  include 
visitors  passing  through  the  sectors  involved  who  may 
find  themselves  in  need  of  emergency  medical  attention 
or  aid  or  possibly  hospitalization. 

This  first-time  complete,  all-Schoharie  County  volun- 
teer emergency  rescue  squad  operation,  whose  funds  for 
the  purchase  and  installation  of  the  2-way  radio  commu- 
nications system  were  provided  by  the  Schoharie  Coun- 
ty Board  of  Supervisors,  includes  the  following  groups: 

Carlisle  Volunteer  Fire  Department,  William  McLear, 
captain;  Central  Bridge  Volunteer  Fire  Department, 
William  J.  Courlis,  captain;  Cobleskill  Fire  Department, 

Material  for  inclusion  in  the  Medical  News  section  must  be 
received  six  weeks  prior  to  publication  date. 


Loren  Christman,  captain;  Conesville  Fire  Department, 
Thomas  Hughes,  captain;  Esperance  Fire  Department, 
Fred  Parslow,  captain;  Jefferson  Fire  Department,  Cleo 
Moore,  captain;  Middleburgh  Emergency  Volunteer 
Ambulance  Corps  (includes  Broome,  Fulton,  Blenheim), 
William  McCabe,  captain;  Scho-Wright  Ambulance  Ser- 
vice, Frank  Lewis,  captain;  Sharon  Springs  Fire  Depart- 
ment, Le  Roy  Van  Schaick,  captain;  Summit  Fire  De- 
partment, Leo  Van  Valkenburgh,  captain. 

Soon  scheduled  to  tie-in  with  the  system  will  be  Sche- 
nectady County’s  Duanesburgh  Ambulance  Service, 
Earl  Dibble,  captain,  and  Albany  County’s  newly  orga- 
nized Rensselaerville  Ambulance  Squad,  including  Pres- 
ton Hollow  and  Crystal  Lake  areas,  Ben  Snyder,  cap- 
tain. 

In  charge  of  all  installations  was  the  E.  Scribner 
Radio  Electric  Company,  of  Schoharie,  including  place- 
ment of  two,  20-foot  antenna  towers  on  the  hospital  roof 
to  receive  and  transmit  all  calls.  The  entire  system  is 
tied  in  with  Schoharie  County’s  150  foot  Greenbush 
tower. 

The  two-way  radio  system  is  known  as  “HEAR” 
(Hospital  Emergency  Administrative  Radio). 

Grant  received 

The  Center  for  Research  in  Ambulatory  Health  Care 
Administration  (CRAHCA)  has  received  a $181,154 
grant  from  the  United  States  Department  of  Health, 
Education,  and  Welfare,  Bureau  of  Health  Resources 
Development,  to  examine  current  trends,  future  roles 
and  educational  needs  of  medical  group  practice  admin- 
istration. The  title  of  the  study  is:  The  Management 
of  Group  Practice  Forms  in  Health  Care  Delivery:  Cur- 
rent Trends,  Future  Administrative  Roles  and  Educa- 
tional Needs.” 

The  purpose  of  the  study  is  to  determine  the  roles  and 
functions  of  administrative  and  physician  personnel  in- 
volved in  the  management  decision-making  process  and 
staff  structure  in  a variety  of  medical  group  practice  set- 
tings. The  study  will  examine  the  management  func- 
tion in  medical  groups  and  the  characteristics  and  ca- 
reers of  group  practice  administrators  and  medical  di- 
rectors. The  results  of  the  study  should  aid  in  planning 
for  future  administrative  manpower  resources  and  edu- 
cational efforts  in  this  area. 

The  University  of  Colorado  Medical  Center,  Division 
of  Health  Administration,  is  cooperating  with  CRAHCA 
on  the  study. 

CRAHCA,  a nonprofit  corporation  based  in  Denver, 
Colorado,  is  an  affiliate  organization  of  the  Medical 
Group  Management  Association.  CRAHCA  is  a diver- 
sified research  and  educational  firm  specializing  in  pri- 
mary health  care  administration,  increasing  public  ac- 
cessibility to  quality  health  care,  and  improving  the  effi- 
ciency of  ambulatory  health  care  organizations. 

continued  on  page  1869 
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MEDI-SCAN  Q&A 


1 


What’s  wrong  with  this  "patient”? 


B 


Supplementary  vitamins 
when  water-soluble 
stores  are  depleted 


“He  would  rather  drink  than  eat'.' Although 
the  alcoholic  is  not  necessarily  a continuous 
drinker,  and  may  eat  adequately  during 
periods  of  sobriety,  he  may  eat  very  little, 
or  not  at  all  during  drinking  bouts.  In  ad- 
dition, intestinal  mucosal  atrophy  may  com- 
pound the  problem  of  inadequate  dietary 
intake  by  decreasing  the  absorptive  area. 

For  the  alcoholic  patient,  poorly  stored, 
water-soluble  B-complex  vitamins  are  among 
the  nutrients  most  in  danger  of  depletion. 

Thus,  as  part  of  the  management  of  the 
alcoholic  patient,  it  may  be  advisable  to 
supplement  inadequate  vitamin  intake. 
Berocca  Tablets,  available  by  prescription 
only,  provide  generous  amounts  of  the  major 
B-complex  vitamins,  as  well  as  500  mg 
vitamin  C in  each  tablet. 


When  nutritional 
supplementation  is  indicated 


BEROCCAtabl 

IS  THERAPY 

With  balanced,  high  potency 
vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 


* Diagnosis  appears  on  next  page. 

See  next  page  for  summary  of  Product 
Information. 


DIAGNOSIS:  Results  of  alcohol- 
ism are  revealed  in  these  illustra- 
tions: ( A | ) Liver  scan  showing 
decreased  uptake  due  to  Laennec’s 
cirrhosis:  (A2)  Liver  biopsy  show- 
ing Laennec’s  cirrhosis:  ( B)  Diabetic 
glucose  tolerance  test  due  to  recur- 
rent attacks  of  acute  pancreatitis; 

(C)  Endoscopy  showing  esophageal 
varices;  ( D)  Chest  x-ray  showing  an 
area  of  aspiration  pneumonia  and 
abscess  formation  in  the  right 
middle  lobe;  ( E ) Barium  meal 
showing  esophageal  varices. 

Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  B])  15  mg 

Riboflavin  (Vitamin  B>)  15  mg 

Pyridoxine  HC1  (Vitamin  Btb  5 mg 

Niacinamide  100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  Bi 2)  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  ( Vitamin  C ) 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophvlactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress. despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 
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Fur  further  details,  contact  Douglas  Patterson,  Re- 
search Director,  CRAHCA,  4101  East  Louisiana  Avenue, 
Denver,  Colorado  80222. 


Establishment  of  a new  center 

INFORM  (the  International  Reference  Organization 
in  Forensic  Medicine  and  Sciences)  has  announced  the 
establishment  of  the  “Milton  Helpern  International 
Center  for  the  Forensic  Sciences.”  The  Center  will  be 
based  at  the  Wichita  State  University,  Wichita,  Kansas, 
so  that  it  will  be  able  to  carry  out  its  basic  objective  of 
supporting  the  teaching  of  the  forensic  sciences  at  all 
levels. 

William  G.  Eckert,  M.D.,  forensic  pathologist,  St. 
Francis  Hospital,  Wichita,  Kansas  67214  (AC  316-262- 
6211)  will  chair  the  advisory  committee  of  International 
Forensic  Scientists  which  will  develop  the  Center. 


Change  of  address 

The  American  College  of  Chest  Physicians  moved  to 
911  Busse  Highway,  Park  Ridge,  Illinois  60068  on  June 
24,  1974.  The  telephone  number  is  (312)  698-2200. 


Thousands  of  infants  receive 
home  delivered  supplemental  foods 


Thousands  of  children  under  one  year  of  age  will  ben- 
efit from  better  diets  because  the  Health  Department’s 
Special  Supplemental  Food  Program  for  Women,  In- 
fants and  Children  (WIC)  will  continue  to  be  funded,  at 
least  through  the  end  of  1974,  according  to  Catherine 
Cowell,  Director  of  the  Health  Department’s  Bureau  of 
Nutrition. 

The  WIC  Program,  which  began  April  22,  1974,  has 
served  approximately  8,000  infants  who  were  born  since 
January  1,  1974.  “If  additional  funds  are  appropriated, 
it  will  be  possible  to  serve  as  many  as  18,000  infants  dur- 
ing the  next  six  months,”  Miss  Cowell  said. 

Child  Health  Stations  throughout  the  city  bring  the 
Supplemental  Food  Program  to  the  attention  of  moth- 
ers and  encourage  continued  participation  in  the  pro- 
gram. Participants  receive,  every  six  weeks,  by  delivery 
to  their  homes,  infant  formula,  cereal,  and  fruit  juice. 
Mothers  are  educated  in  the  wise  use  of  these  foods 
through  individual  counseling  and  food  demonstrations, 
in  either  English  or  Spanish,  at  the  Child  Health  Sta- 
tion, and,  at  the  same  time,  their  infants  receive  well- 
baby  care. 

Miss  Cowell  said:  “The  first  twelve  months  of  life  are 
crucial  to  the  growth  and  development  of  a child.  I be- 
lieve that  this  program  will  not  only  provide  improved 
nutrition  for  infants,  but  will  encourage  mothers  to 
bring  their  children  to  the  Health  Department’s  Child 
Health  Stations.  Hopefully,  the  idea  of  medical  care  for 
the  child  will  become  routine  to  the  parents.” 

The  WIC  program  is  funded  by  the  United  States  De- 
partment of  Agriculture. 

For  further  information  about  the  WIC  Program,  call 
(212)  925-7314;  or  contact:  Helen  Stone  at  (212)  566- 
8040,  or  Beverly  Schechter  at  (212)  566-8037. 
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Main  auditorium  dedicated 

On  July  26,  1974,  the  main  auditorium  of  the  Re- 
search Studies  Center  at  Roswell  Park  Memorial  Insti- 
tute, the  New  York  State  Department  of  Health  cancer 
research  and  treatment  center  in  Buffalo,  New  York, 
was  dedicated  to  the  memory  of  Herman  E.  Hilleboe, 
M.D. 

Dr.  Hilleboe  was  the  former  Assistant  United  States 
Surgeon  General,  and  later  Commissioner  of  Health  for 
the  State  of  New  York. 

As  New  York  State’s  Health  Commissioner,  who 
served  under  Governors  Dewey,  Harriman,  and  Rocke- 
feller, he  called  repeated  attention  to  outdated  school 
health  education  and  obsolete  medical  services  in 
schools  as  examples  of  programs  that  needed  overhaul- 
ing. 

Dr.  Hilleboe  was  also  credited  with  initiating  and  pro- 
moting a practical  method  of  mass  screening  for  tuber- 
culosis, particularly  among  industrial  workers. 

In  1952,  through  Dr.  Hilleboe’s  efforts  as  Commis- 
sioner of  Health,  Roswell  Park  Memorial  Institute 
began  to  develop  as  a cancer  research  center  of  major 
significance. 

Dr.  Hilleboe  was  instrumental  in  making  the  Institute 
not  merely  a hospital  and  outpatient  clinic  with  inciden- 
tal research  interest,  but  instead  a great  institution  de- 
voted primarily  to  research.  This  period  was  marked  by 
a tremendous  expansion  program  involving  staff  as  well 
as  physical  facilities. 

The  dedication  was  attended  by  Mrs.  Herman  E.  Hil- 
leboe and  members  of  her  family. 

Gerald  P.  Murphy,  M.D.,  Institute  Director,  unveiled 
a display  case  containing  various  awards,  medals,  books, 
and  Dr.  Hilleboe’s  commencement  cap  and  gown  which 
have  been  donated  as  a permanent  collection  to  Roswell 
Park  by  the  Hilleboe  family. 

Also  in  attendance  at  the  dedication  of  the  Herman  E. 
Hilleboe  Auditorium  was  Hollis  S.  Ingraham,  M.D., 
Commissioner  of  the  New  York  State  Department  of 
Health,  and  members  of  the  New  York  State  Public 
Health  Council. 

Hospital  network 

A coordinated  effort  of  Brooklyn  hospitals  to  treat 
and  control  breast  cancer  began  recently  when  Down- 
state  Medical  Center  (State  University  of  New  York) 
was  awarded  a contract  for  a prototype  network  demon- 
stration project  in  breast  cancer. 

“The  purpose  of  the  hospital  network,”  says  Anne  C. 
Carter,  M.D.,  professor  of  medicine  at  Downstate  and 
project  coordinator,  “is  to  reduce  the  mortality  of  breast 
cancer  through  early  detection  and  treatment  of  the  dis- 
ease, which  strikes  1,100  women  in  the  borough  each 
year.” 

The  three-year  project,  sponsored  by  the  National 
Cancer  Institute’s  Division  of  Cancer  Control  and  Reha- 
bilitation, is  one  of  several  similar  programs  initiated  by 


the  NIH  agency.  Downstate  has  received  $367,937  for 
the  first  year  of  the  project,  when  the  Medical  Center 
and  nine  participating  Brooklyn  hospitals  will  organize 
their  program  and  attempt  to  expand  the  network  to  in- 
clude more  hospitals  and  medical  groups. 

Personalities 

Grants  received:  Humberto  H.  Cravioto,  M.D.,  as- 
sociate professor  of  pathology  (neuropathology),  and  Jo- 
seph Ransohoff,  M.D.,  professor  and  chairman,  Depart- 
ment of  Neurosurgery,  New  York  University  School  of 
Medicine,  are  studying  under  a National  Institutes  of 
Health  grant,  immunological  mechanisms  that  may  be 
operative  in  brain  tumors  . . . William  J.  Kuhns,  M.D., 
associate  professor  of  pathology,  at  New  York  Universi- 
ty School  of  Medicine,  has  received  a NIH  grant  entitled 
ABO  (H)  Blood  Groups  and  Blood  Groups  Enzymes  in 
Cancer  . . . Also  there,  under  a March  of  Dimes  clinical 
research  grants  for  1974  to  1975,  researchers  will  con- 
duct two  separate  projects  in  diagnosis  and  treatment  of 
birth  defects:  Michael  L.  Freedman,  M.D.,  assistant 

professor  of  medicine,  will  test  the  theory  that  an  excess  ; 
of  platelets  (cell  fragments  important  in  normal  blood 
clotting)  may  be  partly  responsible  for  the  painful  crises 
of  sickle  cell  anemia  and  Rochelle  R.  Hirschhorn,  M.D.,  * 
assistant  professor  of  medicine,  will  study  molecular 
variants  of  two  enzymes  whose  absence  or  inactivity 
causes  fetal  inherited  disease — adenosine  deaminase, 
absent  in  some  patients  with  combined  immune  defi- 
ciency, and  acid  maltase,  without  which  heart  and  other 
muscles  deteriorate  fatally  before  two  years;  and  the 
School  of  Medicine  recently  was  awarded  a grant  of 
$200,000  for  its  “Animal  Resources  Improvement  Pro- 
gram” from  the  animal  resources  branch  of  the  Depart- 
ment of  Research  Resources  of  the  Department  of 
Health,  Education,  and  Welfare. 

Appointments.  Robert  M.  Hui,  M.D.,  professor  of 
clinical  otolaryngology,  Columbia  University  College  of 
Physicians  and  Surgeons,  has  been  named  acting  chair- ; 
man,  Department  of  Otolaryngology  . . . Robert  Arthur 
Chase,  M.D.,  Emile  Holman  Professor  of  Surgery  and 
chairman,  Department  of  Surgery,  Stanford  University 
School  of  Medicine,  has  been  named  President  and  Di- 
rector of  the  National  Board  of  Medical  Examiners,  tc 
become  effective  in  November  . . . John  E.  Allen,  M.D. 
University  of  Cincinnati,  has  been  appointed  clinicall 
professor  of  family  practice;  Dr.  Saiyid  A.  Shafiq  haf  I 
been  appointed  associate  professor  of  neurology;  Antho 
ny  D.  Nicastri,  M.D.,  has  been  promoted  to  professor  oi 
pathology;  Harris  S.  Goldstein,  M.D.,  has  been  promot 
ed  to  associate  professor  of  psychiatry;  and  Bertrand  G 
Winsberg,  M.D.,  has  been  promoted  to  clinical  associatf  l 
professor  of  psychiatry,  all  at  Downstate  Medical  Centeij  .ij 
. . . At  the  New  York  University  School  of  Medicine  the 
following  promotions  have  been  announced:  Edwin  S l 
Robbins,  M.D.,  Pauline  Rudnick,  M.D.,  and  Samue 
Slipp,  M.D.,  to  clinical  professors  of  psychiatry. 


1870  (Mew  York  State  Journal  of  Medicine/September  1974 


Books  Reviewed 


4 Chest  Roentgenology.  By  Benjamin  Kelson,  M.D. 
■ 574  pages,  illustrated.  Philadelphia,  Pa.,  VV.  B.  Saun- 
: ders  Company,  1973.  Cloth,  $17. 

“Chest  Roentgenology”  is  an  excellent  review  of  the 
author’s  experience  in  a field  in  which  he  has  deserved 
renown.  Ben  Felson  is  professor  of  radiology  at  the 
| University  of  Cincinnati  College  of  Medicine,  having 
only  recently  stepped  down  from  the  chairmanship  of 
the  Department  of  Radiology  at  that  school,  a post 
which  he  has  held  with  distinction  for  many  years.  His 
a chief  interest  has  been  chest  radiology. 

This  well-illustrated  book  contains  many  of  the  Felso- 
nian  original  contributions  to  the  subject  of  chest  roent- 
genology  with  description  of  the  many  famous  signs  so 
useful  to  any  physician  interested  in  radiology  of  the 
chest — the  silhouette  sign,  the  hilum  overlay  sign,  the 
hilum  convergence  sign,  the  cervicothoracic  sign,  “air 
bronchogram,"  “downhill  varices,”  and  more. 

The  author  writes  in  an  informal,  breezy  style  with  a 
scattering  of  nonobjectionable  witticisms,  resulting  in  a 
book  which  is  easy  to  read  and  yet  filled  with  important 
information.  The  reader  benefits  from  the  author’s  vast 
clinical  experience;  in  addition  ample  reference  is  made 
to  the  work  of  others,  as  evidenced  by  the  bibliography 
of  over  1,300  references. 

This  is  a comprehensive  presentation  of  chest  roent- 
genology. The  chapter  on  the  roentgen  work-up  offers 
excellent  technical  and  procedural  information,  exhib- 
iting Felson’s  knowledge  of  the  tricks  of  the  trade. 
There  is  a chapter  describing  methods  of  localization  of 
intrathoracic  lesions — pulmonary,  mediastinal,  or  extra- 
pleural. There  are  chapters  on  lobar  and  segmental 
anatomy  with  a discussion  of  mechanisms  and  roentgen 
signs  of  collapse  and  infiltration.  The  hila  and  the  pul- 
monary vessels — normal  and  abnormal — are  covered 
well.  A chapter  is  devoted  to  the  intrathoracic  lymph 
nodes.  Alveolar  and  interstitial  abnormalities  receive 
their  deserved  discussion.  There  are  separate  chapters 
for  the  consideration  of:  the  pleura,  the  extrapleural 

space,  the  mediastinum,  the  diaphragm,  the  thoracic 
wall,  and  thoracic  calcifications.  Localization  and  dif- 
ferential diagnosis  are  emphasized. 

The  book  is  of  value  for  medical  students,  residents, 
and  practicing  physicians.  It  has  information  of  per- 
tinence to  the  physician  who  sees  only  an  occasional 
chest  film  or  to  the  radiologist  who  sees  many  chest 
films.  It  is  easy  enough  to  read  from  beginning  to  end, 
and  detailed  enough  to  be  used  as  a reference. 

Dr.  Felson  attempted  to  convey  his  wide  knowledge 
and  skill  in  the  interpretation  of  roentgenograms  of  the 
chest;  he  has  succeeded  admirably.  This  book  has  my 
enthusiastic  recommendation.  Milton  Elkin,  M.D. 

The  Paul  D.  White  Symposium:  Major  Advances  in 
Cardiovascular  Therapy.  Edited  by  Henry  I.  Russek, 
M.D.  Quarto  of  462  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1973. 
Cloth,  $35. 


This  book  contains  the  edited  procedures  of  the 
American  College  of  Cardiology — St.  Barnabas  Hospital 
Symposium  on  December  10-12,  1971.  It  consists  of  a 
medley  of  articles  dedicated  to  Paul  D.  White  evaluating 
the  balance  between  hereditary  versus  environmental 
factors  in  the  production  of  coronary  heart  disease.  It 
contains  the  advances  in  knowledge  ranging  from  myo- 
cardial cellular  excitation  to  human  heart  transplanta- 
tion by  major  figures  in  North  American  medical  and 
surgical  endeavors.  The  guideline  topics  include  pre- 
vention of  coronary  heart  disease,  subcellular  and  chem- 
ical concepts  in  the  normal  and  failing  heart,  diagnostic 
and  chemical  decisions  in  angina  pectoris,  myocardial 
infarction,  disorders  of  cardiac  rhythm,  as  well  as  hyper- 
tension, infections,  or  even  unknown  causes.  The  for- 
mat is  good.  Pictures  and  graphs  are  liberally  pro- 
duced. It  reads  easily.  The  book  will  be  appreciated 
by  all  those  who  hold  Dr.  Paul  D.  White’s  efforts  in  high 
esteem.  His  contribution  of  two  centuries  since  Heber- 
den  is  of  historical  interest.  Bernard  Seligman,  M.D. 

Medical  Genetics.  Edited  by  Victor  A.  McKusick  and 
Robert  Claiborne.  320  pages,  illustrated.  New  York 
City,  HP  Publishing  Co.,  1973.  Cloth,  $13.95. 

Previously  presented  as  individual  portraits  by  the 
publishing  house  of  Hospital  Practice,  the  chapters  are 
strung  together  by  the  common  denominators  of  what  is 
indispensible  and  what  is  useful  to  those  who  deal  with 
the  diseases  of  mankind  rather  than  with  the  chromatin 
material  of  canteloupes  and  aardvarks.  The  book  is  a 
fine  collection  culled  from  the  pens  of  the  most  eminent 
geneticists  in  the  world  and,  as  such,  embroidered,  not 
too  richly,  but  sufficiently  and  in  good  taste,  with  nota- 
tions from  the  research  endeavors  of  the  most  astute 
people  in  the  business  of  heredity. 

The  book  is  a veritable  rainbow  of  genetic  subjects, 
starting  from  the  drab  foundations  of  chromosome 
dysjunctions  and  rising  rapidly  to  the  utterly  sanguine 
and  colorful  discourses  on  the  Lesch-Nyhan  syndrome, 
the  porphyric  diseases,  the  mucopolysaccharidoses,  and 
one  of  the  most  recent  subjects  of  intense  investigation, 
the  heritable  malfunctions  of  membrane  transport.  Ap- 
propriately, and  logically,  the  final  section  encompasses 
counseling,  screening,  and  the  present  status  of  thera- 
peutics. 

The  entire  work  is  contained  within  320  pages,  writ- 
ten by  a host  of  experts,  generously  illustrated  with  di- 
agrams, sketches,  and  photographs,  and  skillfully  com- 
piled through  the  editorial  efforts  of  Dr.  Victor  A. 
McKusick  of  Johns  Hopkins  University  and  Mr.  Robert 
Claiborne  of  Hospital  Practice.  Under  the  art  direction 
of  Mr.  Robert  S.  Herald,  it  is  presented  with  a certain 
undeniable  flair,  which  is  quite  appealing.  The  bibliog- 
raphy is  disappointing. 

There  are  contributors  from  Europe,  Canada,  and  the 
United  States.  Cedric  O.  Carter,  who  tackles  the  knotty 
problem  of  multifactorial  genetic  disease,  and  Cyril  A. 
Clarke,  whose  finely  executed  chapter  on  the  prevention 
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of  Rh  immunization  is  taken  from  his  own  brimming 
reservoir  of  exhaustive  research  and  personal  expertise, 
are  both  from  England.  Still  among  the  British,  Mal- 
colm A.  Ferguson-Smith  is  from  the  Royal  Hospital  for 
Sick  Children  in  Glasgow,  and  F.  Clarke  Fraser  and 
Charles  R.  Scriver  are  from  McGill  University  in  Cana- 
da. 

The  chapter  by  Torbjorn  Caspersson  and  Lore  Zech, 
from  the  Karolinska  Institute  in  Stockholm,  constitutes 
one  of  the  finest  contributions  to  the  science  of  genetics 
since  the  green  pea  studies  of  Gregor  Mendel.  Under 
the  title  of  Chromosome  Identification  by  Fluorescence, 
it  describes  the  use  of  quinacrine  mustard  (QM),  a stain- 
ing agent  which  binds  firmly  to  the  basic  residues  of  the 
DNA  molecule. 

The  output  of  the  American  authors  is  a splendid  and 
impressive  spectrum  of  21  articles,  starting  with  Kurt 
Hirschhorn’s  Chromosomal  Abnormalities  and  ending 
with  Howell’s  treatise  on  Current  Therapy  in  Genetic 
Diseases.  C.  Lockard  Conley  and  Samuel  Charache  give 
an  excellent  summary  of  the  broad  and  sinuous  subject 
of  hemoglobinopothies,  and  James  German,  in  an  ab- 
sorbing chapter  on  chromosomal  instability,  recounts 
the  clinical  details  of  Bloom’s  Syndrome,  Fanconi’s  ane- 
mia, xeroderma  pigmentosum,  and  ataxia-telangiectasia, 
emphasizing  the  extraordinary  increase  in  the  suscepti- 
bility to  malignancy  associated  with  these  disorders. 

In  the  treatise  on  inherited  enzyme  defects,  one  is  re- 
minded that  the  very  art  and  science  of  medical  genetics 
actually  began  with  those  glittering  hours  when  the 
Croonian  Lectures  (1908)  of  Archibald  Garrod  were  ech- 
oed from  a London  podium.  Now,  W.  Eugene  Knox 
gives  a panoramic  view  of  a large  number  of  “inborn  er- 
rors of  metabolism,”  including  alkaptonuria,  albinism, 
cystinuria,  and  pentosuria. 

The  article  on  Vitamin-Dependent  Genetic  Disease, 
by  Leon  Rosenberg,  is  a little  gem  of  six  pages,  crisply 
written,  in  which  biotin,  B12,  calciferol,  pyridoxine,  nico- 
tinamide, and  thiamin  are  explored  in  their  relationship 
to  known  aberrations  in  metabolic  pathways.  The  heri- 
table disorders  include  pyruvic  acidemia,  Hartnup  dis- 
ease, familial  hypophosphatemic  rickets,  and  the  infan- 
tile seizures  of  pyridoxine  deficiency.  The  author  em- 
phasizes that  the  day  to  day  vitamin  dosages  necessary 
to  suppress  symptoms  may  be  as  high  as  1,000  times  the 
normal  physiological  requirements. 

In  the  eleventh  chapter,  there  is  an  excellent  review  of 
the  Porphyric  Diseases  of  Man  by  Richard  D.  Levere 
and  Attallah  Kappas. 

The  link  between  alpha- 1 -antitrypsin  deficiency,  the 
atypical  emphysema  of  adults,  and  the  liver  cirrhosis  of 
childhood  is  explored  by  Harvey  L.  Sharp.  Elizabeth  F. 
Neufeld  discusses  the  mucopolysaccharidoses,  and 
David  L.  Rimoin,  inherited  dwarfism  and  isolated  defi- 
ciencies of  growth  hormone. 

There  are  two  chapters  on  immunogenetics.  The  one 
by  Hugh  O.  McDevitt  is  a somewhat  heavy  bolus  which 
is  difficult  to  swallow.  The  article  by  Marily  and  Fritz 
Bach  on  the  Genetics  of  Histocompatibility  is  far  more 
easily  understood. 

Screening  techniques  are  described  by  Robert  Guthrie 
in  one  paper,  and  by  David  Hsia  and  Neil  A.  Holtzman 
in  another.  In  the  Prenatal  Detection  of  Hereditary 
Defects,  Joseph  Dancis  focuses  on  the  culture  of  amniot- 
ic  fluid  cells,  while  Michael  M.  Kaback  and  John  S. 
O’Brien,  in  a surprisingly  lively  chapter  which  deals  to  a 


large  extent  with  the  Hex  A activity  of  serum  and  whit 
cells,  attack  the  hideous  problem  of  Tay-Sachs  diseas' 
by  a massive  research  for  heterozygotes. 

In  the  small  and  humble  space  which  remains,  wha 
does  one  say  of  Victor  A.  McKusick?  Author,  lecturei 
teacher,  researcher,  dean  of  clinical  geneticists,  botl 
here  and  abroad,  whose  influence  extends  to  every  noo 
and  precinct  where  the  mysteries  of  man’s  hereditar 
are  being  probed — how  does  one  measure  his  contribu 
tion  to  this  book?  In  the  chapter  on  the  Nosology  c 
Genetic  Disease,  he  transforms  the  abominably  lifeles 
science  of  classification  into  something  vigorous  and  e> 
citing. 

In  conclusion,  this  reviewer  would  like  to  compar 
this  book  to  a delightful  banquet  of  genetic  viands,  e> 
pertly  prepared  and  elegantly  presented,  and  rating  i 
stature  and  importance  above  the  four  stars  of  Michelii 

Martin  V.  Bonventre,  M.D. 

Duncan’s  Diseases  of  Metabolism.  7th  editioi 
Volume  II.  Endocrinology.  Edited  by  Philip  I 

Bondy,  M.D.,  and  Leon  E.  Rosenberg,  M.D.  736  page  . 
illustrated.  Philadelphia,  London,  Toronto,  W.  I 
Saunders  Company,  1974.  Cloth,  $26. 

The  expressed  intention  of  the  editors  and  contribu 
ing  authors  of  this  book,  all  of  whom  are  active  and  im  < 
vative  investigators  in  their  specific  area  of  interest,  is  i j 
emphasize  the  biochemical  background  needed  to  uji  j 
derstand  the  pathophysiology  of  endocrine  and  met.  I j 
bolic  diseases.  Except  for  the  discontinuation  of  tl 
section  on  nutrition  (in  part  incorporated  into  othi  t 
chapters),  the  format  of  the  seventh  edition  remains  u;l  t 
changed  from  that  of  the  successful  sixth  edition  pu 
lished  in  1969.  As  would  be  expected,  the  more  basj  ! 
oriented  chapters,  such  as  those  on  Molecular  Disea  ! 
and  on  Metabolic  Interrelationships  between  Carboh.  \ 
drate,  Lipids,  and  Proteins,  which  deal  with  well  defirn  I 
biochemical  pathways  show  few  revisions  and  most 
the  text,  figures,  and  tables  are  identical  to  the  old 
edition. 

In  contrast,  chapters  dealing  with  subjects  in  whiJ  j 
major  advances  have  been  made  are  considerably  r 
vised  in  both  texts  and  figures  to  include  the  advanc|  | 
up  to  approximately  mid  1972.  For  example,  the  se 
tion  dealing  with  parathormone,  vitamin  D,  and  bo 
metabolism,  an  area  where  striking  advances  have  be  ] 
made  over  the  past  four  years,  is  185  pages  long  and  co 
tains  827  references  conveniently  divided  in  speci 
subheadings.  The  chapter  dealing  with  the  thyrc . I 
gland,  perhaps  the  least  satisfying  section  in  the  six 
edition,  has  been  strengthened  by  extensive  revisions  • 
new  authors. 

Because  of  the  design  of  the  editors,  this  volume  dt ; 
not  serve  as  a rapid  reference  source  for  the  physici  i 
facing  either  a clinical  problem  or  seeking  a simplifil 
outline  for  laboratory  testing.  The  purely  clinical  so 
tions  are  at  times  short  and  fragmented.  The  extensi: 
bibliography  at  the  end  of  each  chapter  overcomes  tl 3 . 
deficiency  and  serves  as  an  excellent  aid  to  those  w ) 
may  wish  to  pursue  a subject  in  depth.  Because  the  £| 
thors  favor  biochemistry  while  attempting  to  integrate 
with  clinical  medicine,  the  private  practitioner  may  fii 
this  edition  at  times  tedious,  hut  never  unrewardii.  ! 
This  text  definitely  belongs  in  institutional  libraries  a I 
on  the  shelves  of  those  physicians  who  are  involved  i 
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Join  us. 

We  can  do  much  more  together. 


Dept.  D W 

American  Medical  Association 
535  N.  Dearborn  St. 

Chicago,  111.  60610 

Please  send  me  more  information  on 
the  AMA  and  AMA  membership. 


Name. 


Address . 


City/ State/ Zip. 


inis  year,  me  am  a win  neip 
John  Vivian  and  15  million 
other  Americans  take  a little 
better  care  of  their  health. 

■ 

a i 


Better  than  anyone,  you  know  that  good  health  depends, 
to  a great  extent,  on  good  health  practices.  So  you 
provide  your  patients  with  the  kind  of  sound  informa- 
tion they  need  to  take  better  care  of  themselves. 

The  AMA  does  the  same  thing  for  millions  of  other 
Americans.  Every  year,  it  distributes  15  to  20  million 
pieces  of  health  literature  to  schools,  colleges, 
health  agencies  and  the  public.  Some  1300  different 
publications  are  currently  in  circulation,  with  the 
topics  ranging  from  arthritis  to  drug  abuse  to  sex 
education  and  hypertension. 

These  educational  materials  provide  the  public  with 
sound,  authoritative  information  about  illness,  personal 
health  problems  and  ways  to  take  better  care  of 
their  health. 

Physicians  often  ask  what  the  AMA  really  does. 

This  is  just  one  of  its  many  activities  — all 
made  possible  by  the  physicians  who  support  the 
AMA  through  their  membership.  Find  out  more  about 
the  AMA,  how  it  serves  the  public,  how  it  serves 
the  profession.  Just  send  us  the  completed  coupon. 
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teaching  programs.  The  volumes  are  recommended  for 
all  who  wish  to  understand  the  pathophysiology  of  met- 
abolic and  endocrine  disease.  R.  Paul  Miller,  M.D. 

The  Human  Lens  in  Relation  to  Cataract.  Ciba 
Foundation  Symposium  19  (new  series).  324  pages, 
illustrated.  Amsterdam,  Associated  Scientific  Publish- 
ers, 1973.  Cloth,  $17.75. 

The  symposium  is  chaired  by  Dr.  Antoinette  Pirie,  di- 
rector of  the  Nuffield  Laboratory  of  Ophthalmology  at 
Oxford  University.  The  participants  are  a group  of  re- 
searchers and  clinicians. 

The  presentations  and  discussions  in  this  symposium 
cover  the  major  progress  in  current  investigations  of  the 
human  lens.  A large  portion  of  this  book  is  devoted  to 
the  morphology  and  biochemistry  of  the  lens  in  relation 
to  aging  and  different  stages  of  senile  cataracts.  The 
morphological  study  is  primarily  concerned  with  the  size 
and  shape  of  the  lens  observed  by  slit-image  photogra- 
phy and  ultrasonography.  Biochemical  investigations 
include  the  recent  progress  in  the  elaborated  studies  on 
ion  transport,  enzymes,  lipids,  and  proteins.  Classifica- 
tion of  different  types  of  cataracts  based  on  the  detailed 
morphological  and  biochemical  studies  are  the  essence 
of  the  discussion. 

This  symposium  also  includes  presentations  on  mi- 
otic-induced cataracts,  light  scattering  in  senile  cata- 
racts, cataract  epidemiology  with  respect  to  diabetes, 
and  a geographical  survey  on  the  prevalance  of  cataracts 
in  Punjab,  India.  The  only  deficiency  in  this  sympo- 
sium is  that  the  developmental  anatomical  and  physio- 
logical aspects  of  the  lens  are  not  completely  covered. 

The  report  on  miotic-induced  cataracts  in  humans 
should  be  most  interesting  and  useful  to  those  using 
such  drugs,  even  though  the  mechanism  by  which  mi- 
otic-induced cataracts  are  formed  is  still  unclear.  This 
book  is  recommended  to  those  who  are  interested  in  the 
human  lens  with  respect  to  cataract,  and  should  be  con- 
sidered an  essential  reference  for  medical  libraries. 
Pei-fei  Lee,  M.D. 

Principles  of  Drug  Action:  The  Basis  of  Pharma- 
cology. Second  edition.  Avram  Goldstein,  M.D., 
Lewis  Aronow,  Ph.D.,  and  Sumner  M.  Kalman,  M.D. 
854  pages,  illustrated.  New  York,  John  Wiley  & Sons, 
1974.  Cloth,  $21.50. 

This  II  revised  edition  by  the  same  authors  was  first 
published  in  1968.  It  reaffirms  the  wisdom  of  the  au- 
thors in  writing  that  first  volume.  This  is  exemplified 
by  the  fact  that  the  basic  principles  of  drug  use  that 
were  so  clearly  stated  in  that  edition  have  now  assumed 
ever  greater  importance.  The  analysis  of  drug  recep- 
tors, drug  absorption,  distribution,  and  drug  elimination 
by  metabolic  and  excretory  routes,  has  remained  the 
same,  and  the  theoretical  basis  for  their  analyses  has 
been  placed  on  a firmer  experimental  base  in  the  inter- 
vening years.  It  is  this  more  detailed  II  base  that  the 
authors  have  expanded  on  in  the  present  revision,  leav- 
ing the  basic  principles  essentially  as  they  appeared  in 
the  first  edition. 

In  the  chapters  on  drug  toxicity  and  drug  idiosyncra- 
cy  the  authors  are  concerned  with  the  basic  pharmaco- 
logical events  which  can  be  explained  by  known  bio- 
chemical reactions  and  a knowledge  of  human  genetics. 


The  chapter  on  drug  allergy,  although  revised  to  account 
for  the  revolution  in  immunology  that  has  occurred 
since  the  first  edition,  is  still  cursory,  and  limited  pri- 
marily to  a discussion  of  acute  reactions. 

The  latter  third  of  the  book  concerns  drug  resistance, 
tolerance,  addiction,  carcinogenesis,  and  teratogenesis. 
The  experimental  data  that  has  filled  the  literature  has 
added  little  to  our  basic  understanding  of  these  prob- 
lems since  the  first  edition  was  published. 

The  last  chapter  entitled  “Drug  evaluation  in  man”  is 
especially  pertinent  in  the  light  of  the  many  clinical 
evaluations  that  have  not  only  been  of  little  use  because 
of  poor  experimental  design  but  have  been  lacking  in 
concern  for  the  experimental  animal,  Homo  sapiens.  It 
should  be  forced  reading  for  those  who  decry  the  im- 
position by  the  federal  government  of  careful  experi- 
mental design  and  proved  efficacy  on  investigators  be- 
fore drugs  can  be  marketed  by  the  American  pharma- 
ceutical industry. 

This  book  remains  a basic  text  for  anyone  who  is  a 
pharmacological  investigator  and  could  be  read  selec- 
tively, with  profit,  by  any  physician.  Stanley  Fried- 
man, M.D. 

Recent  Advances  in  Dermatology.  Third  edition. 
Arthur  Rook,  Editor.  469  pages,  illustrated.  New 
York,  Longman  Inc.,  1974.  $26. 

This  is  the  third  edition  of  this  book,  the  last  having 
been  published  in  1954.  Dr.  Rook,  well  known  to  der- 
matologists for  his  standard  text  and  as  editor  of  The 
British  Journal  of  Dermatology,  has  assembled  12  arti- 
cles on  subjects  chosen  on  the  basis  of  two  criteria:  thal, 
the  diseases  discussed  be  frequently  encountered  or  ol 
special  importance  in  practice;  and  that  there  have  beer 
important  recent  developments  in  the  knowledge  o 
these  diseases.  The  panel  of  24  contributors  was  askec 
to  furnish  critical  reviews  of  the  literature  of  the  pas 
ten  years.  Subjects  include  cutaneous  bacteriology 
fungal  and  viral  infections,  photodermatoses,  contac 
dermatitis,  atopic  dermatitis,  acne,  vitiligo,  melanoma 
bullous  disease,  genetic  diseases,  topical  therapy,  an< 
psoriasis. 

The  result  is  mixed,  ranging  from  technical  discus 
sions  likely  to  interest  primarily  those  engaged  in  re 
search,  to  articles  so  general  as  to  cover  material  alread 
available  in  any  complete  textbook  of  dermatology. 

This  is  a handsome  book  to  hold  and  look  at,  and  tha 
may  be  its  greatest  drawback,  accounting  for  a pric 
greater  than  most  will  choose  to  pay  for  a review  bool 
Though  the  references  are  well  chosen  and  extensiv 
and  this  book  will  be  a useful  library  resource,  the  avei 
age  nondermatologist  will  likely  find  it  too  technica 
and  the  dermatologist  that  it  does  not  add  enough  suf 
plementary  material  to  the  fine  assortment  of  currer 
texts  to  justify  its  price.  L.  B.  Lowe,  M.D. 

Recent  Advances  in  Otolaryngology.  Joselyn  I 
Holden,  and  T.  R.  Bull,  Editors.  New  York,  Longma 
Inc.,  1973.  Price,  $23. 

This  work,  last  published  in  1958  by  one  author,  no 
presents  18  qualified  consultants.  Most  of  the  autho 
are  British,  but  the  chapter  references  are  multinatioi 
al. 

The  work  is  justified,  even  in  the  presence  of  new  ar 
complete  texts  in  America  and  England.  It  compl 
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An  apology 


■ 

To  the  Editor:  The  article  entitled,  “Immediate  Rigid 
Dressing  for  Amputees”  (N.Y.  State  J.  Med.  74:  980 
[June]  1974)  was  a verbatim  transcription  of  an  address 
I gave  before  the  Westchester  County  Medical  Society, 
Section  on  Physical  Medicine  and  Rehabilitation,  on 
December  20,  1973,  and  before  two  other  medical  so- 
cieties, with  the  knowledge  of  my  department.  The  ma- 
terial presented  in  the  paper  was  developed  by  Norman 
Bodenstein,  Consultant  in  Prosthetics,  Justin  Alexan- 
der, Ph.D.,  Chief  of  Physical  Therapy,  and  Heinz  I. 
Lippmann,  M.D.,  Director  of  the  Amputee  Center  and 
Professor  of  Rehabilitation  Medicine  at  the  Albert  Ein- 
m 


Letters  to  the  Editor 


stein  College  of  Medicine  who  should  have  been  coau- 
thors of  this  paper  and  should  so  be  designated. 

I also  would  like  to  thank  Mr.  Donald  Bills,  R.P.T., 
for  his  help  in  data  collection  at  Montefiore  Hospital. 

I regret  the  wrong  impression  which  might  have  been 
created  by  the  omission. 

Thank  you  for  bringing  this  note  to  the  attention  of 
your  readers. 


VICTOR  CUMMINGS,  M.D. 
Chief  of  the  Prosthetic  Clinic 
Associate  Professor,  Department  of  Rehabilitation  Medicine 
Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
The  Bronx,  N.  Y.  10461 
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ments  accepted  knowledge,  by  reviewing  and  evaluating 
areas  of  controversy,  unsettled  subjects,  and  fields 
where  further  research  is  needed. 

Authors  in  related  subjects  add  depth  to  the  work. 
Hematology,  virology  of  the  respiratory  tract,  audiology, 
cryosurgery,  anesthesia,  antibiotics,  radiology,  and  space 
. travel  are  covered  by  qualified  authors. 


The  volume  is  small,  easily  held,  and  in  an  easy  to 
read  print.  Line  drawings  and  black  and  white  prints 
are  used  where  needed,  but  it  is  a work  not  demanding 
many  illustrations.  It  is  not  a work  for  medical  stu- 
dents or  generalists.  For  the  otolaryngologist  in  train- 
ing or  in  practice,  it  is  a worthy  adjunct  to  his  texts  and 
monographs,  and  as  such  is  recommended.  John  P. 
Frazer,  M.D. 
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Weekly  reDort 

An  AMA  delegation  was  in  China  at  the  invitation  of 
the  Chinese  Medical  Association.  The  delegation’s  16 
members,  including  12  physicians,  visited  the  Peoples 
Republic  of  China  July  9 to  30,  to  observe  all  aspects  of 
the  health  care  delivery  system,  health  educational  pro- 
grams, and  techniques  and  procedures  of  Chinese  medi- 
cine. They  expected  to  visit  five  or  six  major  cities  in 
various  parts  of  the  country  and  to  travel  to  a number  of 
smaller  outlying  cities,  villages,  and  communes.  It  is 
hoped  the  trip  established  a closer  liaison  and  working 
relationship  with  Chinese  medicine  in  the  interest  of 
continuing  overall  improvement  of  international  medi- 
cine. On  its  return,  the  delegation  prepared  an  official 
document  covering  its  observations  and  studies  made  in 
the  PRC.  The  document  will  be  made  available  to  the 
AMA  membership  and  to  the  public. 

Members  of  the  delegation  included  AMA  President 
Malcolm  C.  Todd,  M.D.;  Russell  B.  Roth,  M.D.,  AMA 
immediate  past  president;  Richard  E.  Palmer,  M.D., 
chairman  of  the  AMA  Board  of  Trustees;  C.  A.  Hoff- 
man, M.D.,  AMA  past  president;  James  H.  Sammons, 
M.D.,  AMA  EVP — designate;  Kenneth  C.  Sawyer,  M.D., 
member  of  the  AMA  Board  of  Trustees;  John  M.  Che- 
nault,  M.D.,  past  member  of  the  AMA  Board  of  Trust- 
ees; Donald  E.  Wood,  M.D.,  past  member  of  the  AMA 
Board  of  Trustees;  Jay  M.  Arena,  M.D.,  chairman  of  the 
AMA  Interspecialty  Council;  Claude  E.  Welch,  M.D., 
president  of  the  American  College  of  Surgeons  and 
member  of  the  AMA  Interspecialty  Council;  and  Marion 
T.  Jenkins,  M.D.,  past  president  of  the  American  Soci- 
ety of  Anesthesiologists  and  alternate  member  of  the 
AMA  Interspecialty  Council.  Also  on  the  trip  were  Mrs. 
Jules  Lederer  (Ann  Landers),  syndicated  newspaper  col- 
umnist; Mrs.  Russell  B.  Roth;  Mrs.  C.  A.  Hoffman;  John 
S.  Cowan,  M.D.,  director  of  AMA’s  Dept,  of  Internation- 
al Medicine  and  Joe  D.  Miller,  AMA  Assistant  EVP. 

A Chinese  delegation  visited  the  U.S.  in  October, 
1972.  The  AMA  delegation’s  return  visit  originally  had 
been  scheduled  for  October,  1973,  but  was  postponed 
until  the  invitation  was  renewed  recently  by  the  Chinese 
Medical  Association. 

Current  government  standards  and  regulatory  prac- 
tices “do  not  assure  bioequivalence  for  drug  products,” 
according  to  a report  by  a 12-member  panel  for  the  Of- 
fice of  Technology  Assessment,  an  advisory  group  to 
Congress.  The  report  also  concluded  that  technology 
exists  for  establishing  the  bioequivalence  of  most  drugs, 
and  that  the  government  ought  to  get  going  on  “an  offi- 
cial list  of  interchangeable  drug  products.”  This  was 
the  issue  that  prompted  the  report.  Last  December, 
HEW  announced  a proposal  for  Medicare-Medicaid 
drug  reimbursement,  based  on  products  generally  avail- 
able, but  lowest  in  cost.  When  drug  companies  argued 
that  it  would  be  impossible  to  ensure  the  bioequivalency 
of  similar  generic  drugs  using  the  government’s  own 
standards,  HEW  Secretary  Caspar  W.  Weinberger 
agreed  to  postpone  putting  the  reimbursement  plan  into 
effect,  pending  the  report. 

Both  sides  in  the  controversy  have  praised  the  report. 
The  Pharmaceutical  Manufacturers  Association  said  the 
report  “completely  undercuts  the  ill-advised  proposal” 
of  HEW  and  “fully  refutes  the  concept  that  high-quality 
products  and  research  incentives  in  industry  can  be 


maintained  while  prices  at  lowest  levels  are  dictated  by 
government.”  Robert  Berliner,  M.D.,  dean  of  the  Yale 
University  School  of  Medicine,  said  it  was  “somewhat 
exaggerated  to  say  our  report  ‘completely  undercuts’  the 
public  policy  of  HEW.”  Sen.  Edward  M.  Kennedy  (D- 
Mass.),  chairman  of  both  the  OTA’s  Technology  Assess- 
ment Board  and  the  Senate  Health  Subcommittee, 
praised  the  report  and  said  he  would  introduce  amend- 
ments to  S-3441.  Kennedy  said  the  bill  would  be  re- 
drafted to  incorporate  the  report’s  recommendations 
and  new  legislation  would  be  introduced  if  needed. 

119  PSRO  contracts  totaling  more  than  $20  million 
were  awarded  to  medical  care  foundations  and  profession- 
al associations  in  38  states,  Puerto  Rico,  and  the  Dis- 
trict of  Columbia  by  HEW.  All  of  the  contracts  were 
negotiated  before  the  end  of  fiscal  1974.  Eleven  organi- 
zations designated  as  conditionally  operational  PSROs 
were  awarded  more  than  $13  million;  91  qualified  orga- 
nizations nationwide  received  planning  contracts  worth 
more  than  $5.5  million;  and  13  state-level  foundations 
and  medical  societies  intending  to  function  as  statewide 
PSRO  support  centers  were  awarded  about  $2  million. 

In  addition,  $2.8  million  in  contracts  to  training  pro-  I 
grams  and  technical  work  went  to  the  AMA,  American 
Association  of  Foundations  of  Medical  Care,  American 
Nurses  Association  and  American  Podiatry  Association. 
Twelve  states — Arizona,  Georgia,  Louisiana,  Maine, 
Montana,  Nebraska,  New  Hampshire,  New  Mexico,  >i 
North  Dakota,  Oklahoma,  Rhode  Island,  and  Texas — are 
not  represented  among  the  first-round  contract  awards. 
The  complete  summary  of  PSRO  contracts  was  pub- 
lished in  the  July  15  issue  of  American  Medical  News. 

Contract  negotiations  in  two  areas  were  halted  when 
10  per  cent  or  more  of  the  physicians  in  each  area  voiced 
“timely  objection.”  As  a result,  all  physicians  in  the  Sa- 
cramento, California  area  and  in  the  state  of  New  Mexi 
co  will  be  polled.  A 51  per  cent  favorable  vote  in  eacl 
area  will  be  required  to  allow  HEW  to  go  ahead  witl 
originally  announced  PSRO  contracts.  If  the  majority 
of  doctors  are  opposed,  the  contracts  will  be  cancelled 
If  the  two  PSRO  applicants  win  majority  support,  con 
ditional  operating  contracts  will  be  awarded  during  thi 
next  funding  cycle.  If  no  PSRO  can  gain  required  sup 
port  by  1976,  HEW  is  required  to  name  an  organizatioi 
in  the  state  to  handle  the  review  function. 

The  AMA  has  signed  a $995,635  contract  with  HE\ 
for  the  development  of  model  sets  of  criteria  for  screer 
ing  appropriateness,  necessity,  and  quality  of  medic; 
services  in  hospitals.  The  eighteen-month  contrac 
which  went  into  effect  June  29,  is  the  result  of  sever; 
months  of  negotiations.  The  AMA  has  held  the  pos 
tion  that  medical  criteria  development  must  be  a fun; 
tion  of  the  individual  specialty  societies  and  must  l 
coordinated  nationally,  with  the  completed  criter 
made  available  to  all  physician  groups  for  adaptatic  i| 
and  use  at  the  local  level.  Under  the  contract,  the  AM 
will  coordinate  a project  designed  to  utilize  specialty  si 
ciety  participation  in  developing  medical  criteria  f 
those  diagnoses  which  account  for  75  per  cent  of  hosp  . ^ 
talization  within  each  specialty;  form  a Project  Poli* 
Committee  and  a Technical  Advisory  Committee;  esta 
lish  a standard  format  and  work  out  agreements  to  e 
courage  specialty  society  participation. 

AMA  Newsletter:  vol.  6,  no.  26,  July  15,  19 
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AMERICAN  ASSOCIATION  OF  MEDICAL  ASSISTANTS 

NEW  YORK  STATE  SOCIETY,  INC. 


THE  KEY  TO  SUCCESS 


MEMBERSHIP  I N AAMA-NYSS  , INC  . 


MEMBERSHIP  IN  AAMC  - NYSS,  INC. 
PROMOTES  BOTH  SELF-IMPROVEMENT 
AND  BETTER  JOB  PERFORMANCE. 

ENCOURAGE  YOUR  MEDICAL  ASSISTANT  TO  JOIN. 


HELP  US  TO  HELP  YOU  ! 


CLIP  AND  MAIL  ABOVE  INQUIRY  TO: 

Kathleen  M.  Grippo 
Membership  Chairman 
AAMA  - NYSS,  INC. 

18  Adele  Circle 
Rochester,  N.Y.  14624 


1877 


UNIVERSITY  OF  TORONTO 

FACULTY  OF  MEDICINE 

will  offer 

A POSTGRADUATE  REFRESHER  COURSE  IN 
THE  RADIOLOGY  OF  CHEST  DISEASES 

October  25  and  26,  1974 
at 

MOUNT  SINAI  HOSPITAL 

REGISTRATION  FEE:  $75.00 

The  course  will  include  symposia  on  the  following  topics 

Diffuse  Lung  Disease 

Immune  Lung  Disease 

Obstructive  Lung  Disease 

The  Chest  and  the  Intensive  Care  Unit. 

A panel  will  present 

The  Investigation  of  the  Unknown  Lesion 
For  information  contact 

The  Director,  Division  of  Postgraduate  Medical  Education 
302  McMurrich  Building,  University  of  Toronto,  Toronto, 
Ontario,  M5S  1A8 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

4-20  Lakeville  Road 
Lake  Success,  New  York  11040 


Index  to  Advertised  Products 


Analgesics 

Darvon/Darvocet-N  (Eli  Lilly  & Company) 

Antacids 

Camalox  (William  H.  Rorer) 

Antibiotics 

Bactrim  (Roche  Laboratories) 

Bicillin  (Wyeth  Laboratories) 

Trobicin  (Upjohn  Company)  

Wycillin  (Wyeth  Laboratories) 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 

Antiemetics 

Emete-Con  (J.  B.  Roerig  & Company) 

Antihypertensives 

Aldomet  (Merck  Sharp  & Dohme) 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company).  . . 

Antispasmodics 

Donnatal  (A.  H.  Robins  Company) 

Automobile  leasing 

Waldorf  Auto  Leasing 

Beverages 

Ex-Bier  (Package  Distributors  of  America)  . . . 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 

Laboratory  services 

Bio-Science  Laboratories 

Laxatives 

Stimulax  (Geriatric  Pharmaceutical  Corp.)  . . . 

Mood  elevators 

Tofranil  (Geigy  Pharmaceuticals)  

Multivitamins 

Albee  with  C (A.  H.  Robins  Company) 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories)  

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 

Surface  analgesics 

Ger-O-Foam  (Geriatric  Pharmaceutical  Corp.) 

Tranquilizers 

Valium  (Roche  Laboratories)  

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories) 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 
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CASE 

IS 

Yoi 


GIVE, 

TO  HELP  OTHERS. 


CARE-  New  York,  N Y.  10016  or  regional  offices 


We're  specialists  in 

fitlTO  LEASING 


When  you're  a specialist  in  your  field,  people 
depend  on  you  And  when  it  comes  to  leasing  a 
car,  doctors  have  been  depending  on  us  for 
years.  Maybe  it's  because  we  lease  any  car,  any 
make,  any  model,  any  equipment  ...  at  the  right 
prices  too.  And  we  don't  waste  time  discussing 
service  ...  we  do  it! 

We  know  you're  busy,  so  why  not  give  us  a call. 
We  can  handle  most  of  the  details  on  the  phone. 


AUTO  LEASING,  INC 

1712  E.  9th  St.,  Brooklyn  (212)  336-6767 


II  PM  ENT 


J SYSTEMS,  LEATHER  DESK  CHAIRS.  RECLINERS,  ETC.  ,THE 
•sit  professional  savings  from  Denmark,  Italy,  Brazil,  U.S.  Design  Imports, 
5 st  32nd  St.,  N'.Y.  (212)  889-3362. 


i::ellaneous 


COLLECTED-ABUSE  IS  RULED  OUT-TACTFUL  YET  SUC- 
j1 — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
ie  Is.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
-C  -2943 


iAJAL  OF  ROUTINE  ORDERS  FOR  MEDICAL  AND  SURGICAL 
ic  gencies.”  New  concept  in  treatment  of  emergencies.  Avoid  malpractice 
u Warren  Green  Inc.,  10  South  Brentwood  Blvd..  St.  Louis.  Missouri 

13 


'R  -ALE:  INVESTMENT  LAND;  POUND  RIDGE.  50  ACRES  PRIME 
Exclusive.  Situated  in  residential  estate  area.  Fully  treed,  running 
tr  ms.  Will  subdivide  to  minimum  15  acre  tracts.  Principals  onlv.  Call 
d:  lirschfeld  (212)  227-5533. 


LET  YOUR  MONEY  START 
WORKING  FOR  YOU... AGAIN! 

Land  R«al  Your  Praaar.t 

E*Uta  Invaatmants 


- 

/ 

-s; 

- \ 

Do  your  present  investments  offer: 

• Immediate  tax  benefits 

• Appreciation  in  value 

• No  management  time 


Let  AL  MASON  show  you 
how  to  use  leverage  to  stretch 
your  available  capital  at  no 
obligation.  Land  throughout 
New  York  State 

Call  Icollectl  914/794-2040 


Call  (collect)  914/794-2040 

JL  V B 

MASON  \ / ^TTjBrortwa, 
REALTY  l_l  L/  L-T  Monticello,  N Y. 


gnoui  , 

mV 


PHYSICIANS  WANTED 

) TIONS  WANTED 


T 1ETRIST  DESIRES  EMPLOYMENT  WITH  OPHTHALMOLOGIST 
A Here  in  New  York  State  or  Connecticut.  Extensive  refraction  and  contact 
?r  xperience.  Contact  Dept.  393.  c/o  NYSJM. 


GENERAL  PRACTITIONER  & PEDIATRICLAN : TOWN  OF  SODUS  ON 
Lake  Ontario.  Finger  Lakes  region.  61-bed  community  hospital.  .Associated 
with  large,  urban  medical  center  30  miles  away.  Guarantee,  free  office  space 
available  first  year.  Excellent  schools,  boating,  golfing.  For  additional  in- 
formation, call  James  Galloway  (315)  589-8994. 


£ I.OGIST  BOARD  CERTIFIED  INTERESTED  IN  PARTNERSHIP 
" other  Radiologist  or  Group;  also  part  or  full  time  position  in  Hospital, 
It  nor  other  organization.  Dept.  429,  c/o  NYSJM. 


E SH  M.D..  36,  MARRIED,  2 CHILDREN;  SWEDISH  SPECLALIST  IN 
o'  tal  Medicine  and  in  Geriatrics;  should  like  to  work  for  one  for  a few  years. 
s esident  in  Internal  Medicine  with  Geriatric  connection  or  in  a Geriatric 
O'  tal.  ECFMG  certified.  Dr.  Ove  Dehlin,  Clinic  II,  Vasa  Hospital, 
33  Goteborg,  Sweden. 


INTERNIST  AND/OR  NEUROLOGIST,  ALLERGIST  OR  RHEUMATOLO- 
GIST. Quality  medical  practice  group  in  Southwestern  New  York  State 
needs  these  men.  Wormer  Medical  Center,  Portville,  N.Y.  14770.  Tel.: 
(716)  933-8746. 


E.  R.  FHYSICLAN:  FULL-TIME,  DIVERSIFIED  DUTIES  IN  MODERN, 
204-bed  accredited  community  hospital  with  all  services.  Located  South- 
western coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con 
venient  to  lovely  New  England  suburbia.  Dept.  425,  c/o  NYSJM. 


i 


September  1974/New  York  State  Journal  of  Medicine  1879 


INDUSTRIAL 

PHYSICIAN 


Pratt  and  Whitney  Aircraft,  largest  employer 
in  New  England,  has  an  opening  in  its  Medi- 
cal Department  for  an  Industrial  Physician. 
Responsibilities  include  examination  of  new 
and  existing  employees  to  determine  physi- 
cal and  mental  suitability  for  employment 
and  treatment  of  occupational  injury  and 
disease  resulting  from  this  employment. 


The  Medical  Department  totals  approxi- 
mately 77  employees.  Support  personnel 
are  available  in  Safety  Engineering,  Indus- 
trial Hygiene  and  Health  Physics.  Candi- 
dates must  possess  a valid  state  license  (or 
be  suitable  for  Connecticut  reciprocity)  and 
qualify  for  a narcotic  license. 


All  inquires  will  be  handled  in  complete 
professional  confidence.  Please  forward 
your  resume  (including  salary  require- 
ments) to  Mr.  H.  M.  Heldmann,  Profes- 
sional Placement,  Office  125,  Pratt  & Whit- 
ney Aircraft,  East  Hartford,  Conn.  06108. 


Pratt  & 

Whitney 

Aircraft 


u 

MITCO  A 

ft 


CMVrSO*  OF  UNITEO  AIRCRAFT  CORP. 


An  Equal  Opportunity  Employer  Male  & Female 


PHYSICIANS  WANTED  — CONT  D 


PHYSICIANS  WANTED— CONT  D 


PHYSICIANS.  EAST  COAST  OPPORTUNITIES  IN  ALL  SPECIA 
including  Family  Practice.  For  specific  information  contact:  Mr. 

Tarlecki,  Health  Care  Career  Service,  117  So.  17th  St.,  Suite  2202,  PI 
phia,  Pa.  19103,  or  call  collect  (215)  568-6900. 


EMERGENCY  ROOM  PHYSICIAN  FOR  200  BED  UPSTATE  NEW 
Community  Hospital — 40  hr. — full  benefits — $31,000-1 — hours  fle 
skiing — N.Y.S.  lie.  required.  Send  C.  V.  to:  S.  Kaufman,  M.D.,  Co 
Memorial  Hospital,  Hudson,  New  York  12534. 


PSYCHIATRIST:  1200  BED  PREDOMINANTLY  PSYCHIATRIC 
pital  affiliated  with  the  University  of  Rochester  Medical  School; 
salary  commensurate  with  education  and  experience  with  liberal  fring 
fits;  work  week  generally  40  hours;  located  in  beautiful  Finger  Lake 
area;  equal  opportunity  employer.  Contact  Chief  of  Staff,  Veters 
ministration  Hospital,  Canandaigua,  New  York.  Area  Code  315-394-2 1 


ORTHOPEDIC  SURGEON.  73  BED  HOSPITAL  WITH  ADJOINING 
nursing  home.  Hospital  based  office  available.  Southern  tier  of  N< 
State  near  the  Finger  Lakes  Region.  Send  resume  to  Frederick  A.  Ka 
Administrator,  Tioga  General  Hospital,  37  N.  Chemung  Street,  Waver 
14892. 


PHYSICIAN  TO  HEAD  LONG-TERM  MEDICAL  CARE  SECT! 
Canandaigua  Veterans  Administration  Hospital.  You  may  already  1 » 
ing  mostly  for  the  government.  Why  not  make  it  full  time?  Cal  a 
Gilbert,  M.D.,  or  E.  B.  Millard,  M.D.  Area  Code  315-394-2000. 


PHYSICIAN  WHO  LIKES  TO  DO  SOMETHING  DIFFERENT,  CHA  H 
ing,  and  with  opportunity  to  do  some  good.  Veterans  Administraul 
pital,  Canandaigua,  New  York.  Call  Dr.  J.  Gilbert  or  Dr.  E.  B.  il 
Area  Code  315-394-2000. 


GYNECOLOGIST  (BOARD  ELIGIBLE/CERTIFIED)  POSITION  NOW 
available.  Licensed  New  York  State.  Chief  Clinician  for  Planned  Parenthood 
Center,  Syracuse,  New  York.  Training  available  in  all  aspects  medical  and 
surgical  fertility  control:  contraception,  outpatient  laparoscopic  sterilization, 
vasectomy  and  abortion.  Salary  $35,000.  Send  curriculum  vitae.  Contact: 
A.  Jefferson  Penfield,  M.D.,  Medical  Director,  1120  East  Genesee  St.,  Syra- 
cuse, N.Y.  13210.  (315) 475-3193. 


PROCTOLOGIST,  PART  TIME  OPPORTUNITY.  N.Y.  STATE  LICENSED 
& registered  to  join  staff  of  prestigious  midtown  clinical  examination  center. 
Salary  negotiable.  An  Equal  Oppty.  Employer.  Send  resume  in  complete 
confidence  to  Dept.  427,  c/o  NYSJM. 


MEDICAL  DIRECTOR  OF  THE  PHYSICIAN’S  ASSISTANT  PR  M 
Half-time  position  to  develop  problem  oriented  curriculum.  Teach  «»* 
diagnosis.  Family  practitioner  or  general  internist  preferred.  Fa  tv 
pointment  available.  Location:  Downtown  Brooklyn.  Send  resum  I>. 
434,  c/o  NYSJM. 


SURGEON:  EXPERIENCED  IN  CLINICAL  RENAL  TRANSPLAN  I'll 
and  dialysis.  Must  be  Board  certified  in  surgery.  Position  inch  s ' 
appointment  in  medical  school  and  hospital  which  are  equal  opport  jtjl 
ployers.  Dept.  435,  c/o  NYSJM. 


EXAMINING  PHYSICIAN  FULL  TIME.  OPPORTUNITY.  N.Y.  STATE 
licensed  & registered  physician  to  join  staff  of  prestigious  midtown  clinical 
examination  center.  Career  position  available  for  Occupational  Health 
Physician  or  internist  in  a broad,  preventive  medicine  diagnostic  and  health 
examination  program.  Salary  negotiable.  An  Equal  Oppty.  Employer.  Send 
resume  in  complete  confidence  to  Dept.  428,  c/o  NYSJM. 


THORACIC  & CARDIOVASCULAR  SURGEON:  OPPORTUNITY  A 
able,  Board  certified  or  eligible  surgeon.  New  York  State  license  qv 
Attractive  salary  plus  fringe  benefits.  Interested  academic  career  >'  i 
Secretary,  Chest  Surgical  Service,  Columbia-Presbyterian  Medici1 1 
622  West  168th  St.,  New  York,  N.Y.  10032. 


FULL-TIME  DIRECTOR  OF  PROFESSIONAL  SERVICES  EXPERIENCED 
in  community  hospital  affairs,  to  assume  chief  of  staff  leadership  in  managing 
education,  staff  development,  in  a 204-bed,  acute,  general  hospital.  Must 
have  outstanding  record  of  achievement  in  his  field.  Dept.  399,  c/o  NYSJM. 


CARDIOLOGIST— FULL  TIME  FOR  ACTIVE  DIVISION  OF  CARDIOLOGY 
encompassing  two  medical  school  affiliated  hospitals  in  Bronx.  Active 
Cardiac  Function  Laboratory  (Cath  etc.),  consultative  and  teaching  appoint- 
ment. ABIM  desirable.  Submit  C.V.  Replies:  R.  F.  Gomprecht,  M.D., 
Director,  Department  of  Medicine,  Misericordia  Hospital  Medical  Center, 
600  E.  233  St.,  Bronx,  N.Y.  10466. 


INTERNIST:  COMPREHENSIVE  CARE  FOR  PREPAID  MEDICA  JR 
on  Staten  Island,  N.Y.  Salary  competitive,  usual  fringe  benefits.  ( Uiol 
tion  for  partnership  after  two  years.  Include  complete  curricului  at 
reply.  Dept.  433,  c/o  NYSJM. 


RADIOLOGIST  NEEDED  FOR  200  BED  MEDICAL  AND  SURGIC  •<  1 
munity  hospital  in  southeastern  Long  Island.  At  least  six  months  < IWJ  i 
or  experience  in  arteriography  recommended.  Good  salary  and  lib 
benefits.  Apply  to  Dr.  M.  Alpert,  Director  of  Radiology,  Frankliwd 
Hospital,  Valley  Stream,  New  York  1 1580.  516  (VA5-8800). 
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■ SICIANS  WANTED  — CONT  D 


I ATRICLAN,  BOARD  ELIGIBLE.  UNUSUAL  OPPORTUNITY  FOR 
gbitious,  hard  worker.  Contact:  Harold  Levy,  M.D.,  Medical  Director, 

Irapstead  General  Hospital,  800  Front  St.,  Hempstead,  L.I.,  N.Y.  (516) 
■ •9700. 


I IHKEEPSIE,  N.Y.,  DUTCHESS  COUNTY  PHYSICIAN  FOR  VERY 

I'  ive  practice,  internal  medicine  and  cardiology.  Contact  Robert  I.  Sommer. 
0.,  274  Hooker  Ave.,  Poughkeepsie,  N.Y.  12603.  (914)  452-8520. 


I3RAL  PRACTITIONER  TO  JOIN  SAME  IN  RAPIDLY  GROWING, 
ative  new  practice  in  Queens.  No  OB.  Plan  to  develop  satisfying  practice 

Ii  acceptable  life  style.  Trial  period  and  assumption  part  ownership  of 
ding/equipment  expected.  Call  (212)  767-9707. 

— 

:L  ESTATE  FOR  SALE  OR  RENT 


I'E  SPACE  AVAILABLE.  1500  SQ.  FT.  NEW,  BRICK  BUILDING; 
V;  elevator.  Opposite  village  hall.  Freeport.  L.I  (516)378-4949. 


JlUNTER  MOUNTAIN.  A NEW  CHALET.  LOCATED  IN  A 4-SEASON 
l ate  recreational  community.  Includes  4 bedrooms,  2 baths,  fireplace,  full 
meting  and  appliances.  3/4  acres  lot,  with  adjacent  acreage.  Private 
nis  and  heated  pool.  Price  $43,500.  Also  a building  lot.  including  adjacent 
i age  plus  pool  and  tennis  $12,500.  Call  weekdays  (212)  746-8530;  week- 
h (914)  688-5525. 


1 HEMPSTEAD.  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE: 
■ room  house,  3 bedrooms,  fireplace,  fully  carpeted,  washer,  dryer,  freezer, 
tgerator,  double  garage;  excellent  location;  fully  landscaped;  near  park- 
i.i,  hospitals,  schools,  shopping.  Five  room  office:  100  M.A.  X-ray,  furni- 
u etc.;  excellent  for  group  or  any  profession.  Large  Medicare  practice 
. able.  Call  11-1  or  7-8  p.m.  (516)  483-7035,  or  FR4-1552. 


1 SN  ISLAND.  N.Y.  ADJACENT  TO  THE  RICHMOND  COUNTY 

■ itry  Club.  Small  mansion,  excellent  condition,  suitable  for  gracious 
'g  and  or  home-office  combination.  One  acre  landscaped  plot  with  view, 
mg  about  replacement  value.  Call  (212)  748-1858,  or  (212)  EL  1-1660. 

M 
- 1 

' .VIEW,  L.I.  AVAILABLE.  ONE  LARGE  TREATMENT  ROOM  (CAN 
fivided),  share  waiting  room,  business  office  and  consultation  room  Excel- 

■ location  near  hospitals  and  parkways.  Julian  G.  Kirchick.  M.D.  (516) 
>8-4800. 


RENT:  BEAUTIFUL  2-BEDROOM  HOUSE  IN  PRESTIGIOUS  SPAN- 
• murt  section  of  Boca  Raton.  Two  dens,  living  & dining  room,  large  Fla. 
• and  private  pool.  Five  min.  from  beach  & Boca  Raton  Hotel  and  Club; 
i i to  shop,  center  For  rent  by  season  or  weekly,  with  a minimum  of  2 
ts.  Max  L.  Fox,  M.D.,  188  Genesee  St.,  Auburn,  N.Y.  13021. 

*1 

' . PRESTIGE  MEDICAL  CENTER  ON  MAJOR  ARTERY.  DEER  PARK 
(Rte.  231)  North  Babylon,  L.I.  Fully  air  conditioned  and  ample  parking, 
q.  It.  suite  available  or  1,500  sq.  ft.  suite  available  for  two  associates. 
Carl  Monte  (516)  249-5250. 


ALE:  HOME  & OFFICE.  FULLY  EQUIPPED  FOR  G.P.  OR  INTER- 
X-ray.  laboratory  facilities.  Secretary  is  licensed  X-ray  technician, 
e entirely  separate  from  home.  Home:  6 rooms;  3 bedrooms,  2 baths, 
jace,  gas  heat.  No  fee  for  practice.  Retiring  G.P.,  46  years  practice 
klin  Square.  Harry  S.  Rosenberg.  M.D.,  986  Benris  Ave.,  Franklin 
re,  N.Y.  11010.  Tel:  (516)  FL  2-2803. 


- DOCTOR’S  OFFICE  AVAILABLE.  10‘/>  ROOMS  INCLUDING 
equipped  x-ray  department.  Suitable  for  group  practice  including 
logist.  Mid-Manhattan  West  Side.  Dept.  430,  c/o  NYSJM. 


Nationwide  Medical  Placement  Specialists 
Serving  the  Health-Care  Industry. 

Physicians  Administrators  Nurses 

Technicians  Secretaries  Med  Assts 

forecast 

PERSONNEL,  INC.  280  Madison  Avenue,  New  York,  N.Y.  10016  (212)  532-8001 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


EAST  69TH  ST.  NEAR  LEXINGTON  AVE.  GROUND  FLOOR,  TOWN- 
house,  M.D.  office,  private  entrance.  Garden  in  rear.  Absolute  quiet. 
WPFB,  Air-conditioned,  all  utilities  included.  A gem  suite  for  the  right  M.D. 
Good  lease  for  $600/Mo.  Call  (212)  421-7760. 


MEDICAL  OFFICE  FOR  RENT.  NORTH  WOODMERE— VALLEY 
Stream.  Large  waiting  room,  nurse’s  station,  lavatory,  2 examining  rooms, 
consultation  room;  and  including  14  room  house  with  pool  for  sale.  Call 
516-791-6257. 


DOCTOR'S  OFFICE.  FURNISHED  PROFESSIONAL  SUITE  AVAILABLE 
for  rent.  Three  rooms  (waiting,  consultation  and  examination  room).  Lo- 
cated conveniently  at  Park  Avenue,  Elizabeth,  New  Jersey.  All  utilities  are 
included.  Very  reasonable.  Call  (201)  965-2147. 


E.  DUTCHESS:  A RARE  OPPORTUNITY  FOR  THOSE  WHO  CARE. 

Eight  rooms,  six  bedrooms  (dormitory),  five  half  baths;  owners’  four  rooms/ 
bath.  Carpeted,  F.  & F.  exclusive  of  Owners’  personal.  Fire  alarm  system, 
heating  systems,  zoned.  Health  conditions  State  approved.  Large  pavilion. 
Two  car  garage.  Beautifully  landscaped — quiet  road.  2%  acres.  Taxes 
$700.-$80,000.  Gladys  M.  Carey,  Broker,  Dover  Plains,  New  York  12522. 


YONKERS  (NORTHWEST)  CLOSE  TO  ST.  JOHN’S  RIVERSIDE  HOS- 
pital,  4%  room  professional  suite  in  condominium,  1st  floor.  Present  use 
residential.  Sale  $36,000  or  rent  $360.  (914)693-0038. 


BUILDING  WITH  FURNISHED  APT.  AND  TWO  OFFICES.  ONE  OFFICE 
newly  equipped  for  G.P.s,  internists,  or  small  clinic  group.  New  furniture  and 
equipment  (including  new  X-ray  and  processor).  Quiet  residential  Queens 
area.  Asking  $130,000.  Dept.  432,  c/o  NYSJM. 


FOR  LEASE:  GLEN  HEAD.  PROFESSIONAL  BUILDING  SUITABLE  FOR 
medical  or  dental  group  practice;  excellent  location  opposite  main  entrance 
to  shopping  center;  near  intersection  Glen  Cove  Road  & Glen  Head  Road; 
3 phase  power  1,000  amps.  Will  modify  and  alter  to  suit.  One  acre  paved 
parking.  Inquire:  Conart  Industries  Corp.,  Glen  Head,  N.Y.  (516)676-2250. 


FOR  RENT.  MEDICAL  SUITE— PARK  AVENUE.  LARGE,  BEAUTIFUL, 
1600  sq.  ft.  Prime  location.  Ground  floor-separate  entrance.  X-ray  equip- 
ment-dark room.  Furnishings  for  sale.  Suitable  for  Internists’ group.  Dept. 
431,  c/o  NYSJM. 


MAMARONECK,  SHORE  ACRES.  SERENE  CORNER  PARKLIKE  SET- 
ting,  Mediterranean  villa,  spacious  & airy,  4 bedrooms,  family  room,  fireplace, 
den,  3 baths,  eat-in  modem  kitchen,  2 flagstone  terraces,  member  private  pool, 
beach  & boating.  $139,500.  Owner  (914)  381-2429. 


FOR  SALE:  LEAVING  STATE.  TWO-FAMILY  HOUSE  WITH  25  YR. 

general  practice.  Near  shopping,  transportation,  schools,  churches  and 
hospitals.  Complete,  modem  apartment,  air  conditioned,  brand  new  kitchen, 
all  appliances.'  Located  in  Richmond  Hill,  Queens.  (212  849-5703. 
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Now  E Bonds  pay  &%  interest  when  held  to  maturity  of 
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taxes,  and  federal  tax  may  be  deferred  until  redemption. 
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3.  Discussion  of  Cases:  8:15-9:45  p.m. 


NEW  YORK  CITY  AREA 


October  1,  1974  / January  10,  1975 
Institute  of  International  Medical  Education 

222  East  19th  Street 

CLINICAL  MEDICINE  CURRICULUM 

(This  course  is  primarily  intended  for  candidates  for  ECFMG, 
State  Board  and  FLEX  examinations.  The  course  content  is 
based  on  the  subject  outline  suggested  by  the  National  Board 
of  Medical  Examiners  for  the  Part  II  Board  examination,  and 
by  the  Educational  Council  for  Foreign  Medical  Graduates. 

Contact:  Prof.  Natale  Colosi,  Director,  at  the  above  address. 


October  1,  1974  / January  10,  1975 

BASIC  MEDICAL  SCIENCES 
CURRICULUM 

(This  course  is  primarily  intended  for  medical  school  gradu- 
ates and  other  qualified  candidates  preparing  for  FLEX,  State 
or  National  Boards,  and  other  examinations,  or  for  validation 
in  other  institutions.  Included  in  the  course  contents  are  top- 
ics listed  in  the  subject  outline  on  the  National  Board  of  Medi- 
cal Examiners  for  candidates  for  Part  I of  the  Board  examina- 
tion. 


Fall  Session  1974 

NURSING  HOME  ADMINISTRATION 
PROGRAM 

(Offers  basic  courses  and  continuing  education  in  Nursing 
Home  Administration  to  meet  the  requirements  of  the  Board 
of  Examiners  of  Nursing  Home  Administrators  of  the  New 
York  State  Department  of  Health. 

For  further  information,  contact:  The  Dean,  French  and  Poly- 
clinic Medical  School  and  Health  Center,  481  Eighth  Ave. 
10001 


TUESDAY,  OCTOBER  1 

7 p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 
2 East  103rd  Street 

1.  Presentation  of  Cases 

Members:  7:00-7:45  p.m. 

Non-members:  7:45-8:15  p.m. 

From  the  Departments  of  Dermatology  of: 

a.  Bellevue  Hospital  Center 
RUDOLF  L.  BAER,  M.D. 

b.  New  York  University  Hospital 
FARRINGTON  DANIELS,  JR,  M.D 

c.  Manhattan  Veterans  Administration  Hospital 
PARASKEVAS  MICHAELIDES,  M.D. 

2.  Business  Meeting:  7:45-8:15  p.m. 


OCTOBER  1/31,  1974 
Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

October  1 — 10-11  a.m. 

Protein  Structure  and  Function 

DONALD  M.  KIRSCHENBAUM,  M.D. 

Downstate  Medical  Center 

October  8 — 10-11  a.m. 

Correctable  Organic  Brain  Syndromes 

LEWIS  GLICKMAN,  M.D. 

October  10 — 8-9  a.m. 

Cancer  Immunology 

MIN  C.  LI,  M.D.  M.A.C.P. 

October  15 — 10-11  a.m. 

Acid  Base  Balance 

LEO  KESNER,  M.D. 

October  22 — 10-11  a.m. 

Infertility 

GEORGE  I.  SOLISH,  M.D.  Ph.D 

October  29 — 10-11  a.m. 

Breast  Cancer 

ANNE  CARTER,  M.D. 

October  31 — 8-9  a.m. 

Acute  Pancreatitis 

ROBERT  PFEFFER,  M.D. 


WEDNESDAY,  OCTOBER  2 

10:00  a.m. -3:45  p.m. 

New  York  State  Chapter  2,  District  II 

American  Academy  of  Pediatrics 
International  Hotel 
JFK  Airport 

ANNUAL  MEETING 

Morning  Sessions 

1.  Gastroenterology — Diagnosis  and 
Management  of  Chronic  Diarrhea 

MERVIN  SILVERBERG,  M.D. 

Cornell  University  Medical  College 

2.  Neurology  I — New  Approach  to  the 
Management  of  Uncontrollable  Seizure 
Disorder 

JOSEPH  FRENCH,  M.D. 

Albert  Einstein  College  of  Medicine 
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3.  Neurology  II — Migraine:  Theme  and 
Variations 

MARVIN  KLEIN.  M.D. 

State  University  of  New  York  at  Stony  Brook 

4.  Questions 

Lunch  and  Business  Meeting 

Afternoon  Sessions 

1.  Perinatology  I — Intrapartum  Fetal 
Monitoring 

LEON  MANN,  M.D. 

SUNY  Stony  Brook 

2.  Perinatology  II — The  Use  of 
Amniocentesis  in  Prenatal  Counseling 

MELVIN  GERTNER,  M.D. 

The  Mount  Sinai  Hospital 

3.  Perinatology  III — Clinical  Considerations 
in  Neonatal  Hypoxia 

NATHAN  RUDOLPH.  M.D. 

SUNY.  Downstate  Medical  Center 

4.  Questions 

FEE:  $10  (includes  luncheon) 

Contact:  James  Lione,  M.D.,  42-25  80th  Street,  Elmhurst, 
NY.  11373 


OCTOBER  2 and  16  1974 

4:00-5:30  p.m.,  Wednesdays 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
Bronx 

October  2 

Cystitis  in  Office  Practice 

JOHN  HERMAN,  M.D. 

October  16 

Common  Neurologic  Disorders 

JOAN  RUMBERG,  M.D. 

NO  FEE  CREDIT:  lV2  AAFP 


WEDNESDAY,  OCTOBER  2 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Physical  Medicine  and  Rehabilitation 
2 East  103rd  Street 

SENSORY  FEEDBACK  THERAPY:  A 
NEW  MODALITY  IN  REHABILITATION 
MEDICINE 

JULIUS  KOREIN,  M.D. 

New  York  University 

JOSEPH  BRUDNY,  M.D. 

New  York  University 


THURSDAY,  OCTOBER  3 

9:00-11:00  p.m. 

The  Bronx  County  Medical  Society,  American 
Academy  of  Family  Physicians 

The  Albert  Einstein  College  of  Medicine 
The  Forcheimer  Building — 1st  floor  lecture  hall 
1300  Morris  Park  Avenue 
Bronx 

HEAD  INJURIES 

KENNETH  SHULMAN,  M.D. 

Note.  This  Seminar  is  one  of  nine  being  offered  once  a 
month — the  course  is  approved  for  18  hours  of  Category  1 
credit  by  AAFP  and  AMA.  See  "What  Goes  On"  for  future 
Seminars. 

To  register,  contact:  Mrs.  Frieda  Fagin,  office  of  Continuing 
Medical  Education,  above  address.  Tel.  212/430-2822. 


SATURDAY,  OCTOBER  5 

9:00  a m. -4:00  p.m. 

American  Association  of  Medical  Assistants, 
New  York  State  Society,  Inc. 

Pine  Tree  Point  Club 
Alexandria  Bay 

1.  Emergency  Education 

2.  Child  Abuse 

3.  Office  Techniques — Psychology  of 
Patient  Handling 

4.  The  Hip — Treatment  and  Management 

FEE:  $10  members  $12  non-members 

For  further  information  contact:  Mrs.  Marsha  Maurer,  CMA 
261  Ten  Eyck  Street,  Watertown,  13601 


SUNDAY,  OCTOBER  27 

9:00  a. m. -4:00  p.m. 

New  York  State  Society,  Inc.,  AAMA 

Elimira  Holiday  Inn 
Elimira 

1.  Preventive  Medicine — “Yesterdays 
Luxury,  Tomorrow’s  Necessity.” 

2.  Dermatology 

3.  Plastic  Surgery 

4.  Mental  Health 

FEE:  $10  members  $12  non-members 
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For  further  information  contact:  Mrs.  Marion  Webster,  Chair- 
man, RD  #1,  Elimira  area. 


October  3 / December  12,  1974 

4:00-5:30  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

HYPNOSIS  AND  CONDITIONING 
THERAPIES  FOR  PSYCHIATRISTS:  A 
CLINICAL  EVALUATION  AND  PRACTICAL 
TECHNICS 

ELLIOT  N.  WINEBURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100  CREDIT:  AMA  Cat.  1 


Octobers,  1974  / May  3,  1975 

10:30  a. m. -12:00  noon 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

COORDINATION  OF  DRUG  THERAPY 
AND  PSYCHOTHERAPY 

MORTIMER  OSTROW,  M.D. 

FEE:  $75  CREDIT:  AMA  Cat.  1 


October  8 and  9,  1974 

9:00  a.m  -5:00  p.m.,  Tuesday  & Wednesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

TREATMENT  IN  NEUROLOGY 

MELVIN  D.  YAHR,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150  CREDIT:  AMA  Cat.  1 


October  6,  13,  20  and  27,  1974 

10:00  a.m. -12:00  noon  Sundays 

New  York  City  Health  and  Hospitals 
Corporation 

Coney  Island  Hospital 
2601  Ocean  Parkway 

“STANDARD  ELECTROCARDIOGRAPHY” 
with  an  introduction  to  vector-cardiography — 
a review  for  internists-noncardiologists  and 


practitioners  of  other  fields  of  medicine. 

ERNEST  GRIEF,  M.D. 

Coney  Island  Hospital 

Fee;  $25.00  for  all  four  sessions. 

For  registration  please  write:  Department  of  Medical  Educa- 
tion Coney  Island  Hospital  2601  Ocean  Parkway. 


October  7 and  28,  1974 

3:30  p.m.  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

CLINICAL  PATHOLOGICAL  CONFERENCE 

STANLEY  G.  SECKLER,  M.D. 

Mount  Sinai  School  of  Medicine 

THROMBOGENESIS 

THEODORE  SPAET,  M.D. 

Albert  Einstein  College  of  Medicine 

October  7,  1974  / December  23,  1974 

Mondays  & Thursdays  22  sessions 

Columbia  University  College  of  Physicians  and 
Surgeons 

RADIOLOGY  PM  1.  THE  BASIC 
PHYSICS  OF  RADIOLOGY 

DOCTOR  PETER  JOSEPH 

An  introduction  to  the  basic  physics  of  radiology,  including  th 
generation  of  x-rays,  the  interaction  of  radiation  with  mattei 
the  roentgen  and  concepts  of  radiation  dosimetry,  depth  dos 
curves  in  human  tissue,  basic  phenomena  of  radioactivity 
and  legal  and  biological  aspects  of  radiation  protection.  Se\ 
eral  of  the  sessions  will  involve  experiments  with  clinical  n 
diation  equipment.  Homework  problems  will  be  assigned  an 
discussed  in  class.  This  course  is  recommended  for  res 
dents  specializing  in  both  diagnostic  and  therapeutic  radiok 
gy.  No  preparation  beyond  one  year  of  college  physics  is  a: 
sumed. 

FEE:  $150 

For  information  and  application  write  to  Jose  M.  Ferrer,  J 
M.D.  Associate  Dean,  630  West  168th  Street,  10032  i | 
phone  212-579-3682 

■ ■ 

October  7/9,  1974 

N.Y.U.  School  of  Medicine 

Alumni  Hall 
550  First  Avenue 

Three  Day  Symposium  on 

DERMATOPATHOLOGY 

Directed  by: 

A.  BERNARD  ACKERMAN,  M.D. 

For  detailed  information,  please  inquire  at  the  Office  of  t 
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Recorder,  N Y U.  School  of  Medicine,  550  First  Avenue,  NY,  FEE:  $200 

NY.  10016. 


TUESDAY,  OCTOBER  8 


THURSDAY,  OCTOBER  10 


8:00  p.m. 

New  York  Society  for  Gastrointestinal 
Endoscopy 

Memorial  Sloan-Kettering  Cancer  Center 
1275  York  Avenue 

CLINICAL  APPLICATIONS  OF 
ENDOSCOPIC  RETROGRADE 
CHOLANGIOGRAPHY  AND 
PANCREATOGRAPHY 

PETER  COTTON.  M.D. 

- Middlesex  Hospital  London 

DAVID  S.  ZIMMON,  M.D. 

Va  Hospital 

JEROME  D.  WAYE,  M D. 

Mt.  Sinai  Hospital 

For  information  about  membership  as  well  as  details  of  the 
meeting  write  or  call:  Sidney  J.  Winawer,  M.D.,  Secretary  of 

— the  Society  at  the  above  address.  212  879-3000  Ext.  2497. 


WEDNESDAY,  OCTOBER  9 
d Jewish  Memorial  Hospital 

Broadway  & 196th.  Street 

GENERAL  PROBLEMS  OF  OLD  AGE 

LEON  MERKIN,  M.D. 

Fellow  of  American  Geriatrics  Society 


WEDNESDAY,  OCTOBER  9 


10:00  a.m.-l  1:00  a.m. 


Wyckoff  Heights  Hospital 

.374  Stockholm  Street 
» Brooklyn 

t HYPERTENSION:  TREATMENT  AND 
COMPLICATION 


DR.  GADDO  ONESTI 

Hahnemann  Medical  College  and  Hospital 


October  10  and  11,  1974 

9:00  a m. -4:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 


The  Mount  Sinai  Medical  Center 

LAPAROSCOPY,  CULDOSCOPY— 
HYSTEROSCOPY 


MARTIN  J.  CLYMAN,  M.D. 
Mount  Sinai  School  of  Medicine 


9:30  a m. -4:00  p.m. 

The  New  York  Academy  of  Medicine 

Committee  on  Medical  Education 
2 East  103rd  Street 

SYMPOSIUM  ON  CONTINUING  MEDICAL 
EDUCATION 

1.  Why  Continuing  Medical  Education? 

What  are  the  Objectives  and  the 
Indications  of  Needs? 

GEORGE  E.  MILLER,  M D. 

University  of  Illinois,  Chicago 

2.  Governmental  and  Societal  Pressures  for 
Continuing  Medical  Education  Programs 

C.  H.  WILLIAM  RUHE,  M.D. 

AMA  Council  on  Medical  Education 

3.  Toward  a Continuum  in  Medical 
Education 

THOMAS  C.  MEYER,  M.D. 

University  of  Wisconsin,  Madison 

4.  Patient  Care  Assessment 

JOHN  W.  WILLIAMSON,  M.D. 

Johns  Hopkins  School  of  Hygiene  and  Public  Health, 
Baltimore,  Md. 

5.  Continuing  Medical  Education  in  the 
Community  Hospital 

JOHN  RICHARD  GAINTNER,  M.D. 

The  University  of  Connecticut  Health  Center 
Farmington,  Conn. 

6.  The  Medical  Audit 

JOHN  G.  FREYMANN,  M.D. 

Hartford  Hospital,  Conn. 

Afternoon  Session 

1.  Peer  Review 

JOSEPH  POST,  M.D. 

N.Y.U.  College  of  Medicine 

2.  Orientation  of  Continuing  Medical 
Education  Toward  Patient  Care  Needs 

PATRICK  B.  STOREY,  M.D. 

University  of  Pennsylvania,  The 
Graduate  Hospital 

3.  Patient  Care  Appraisal  System  as 
Continuing  Medical  Education 

ROBERT  J.  CULLEN,  PH.D. 

Washington  State  Medical  Association 
and  the  Health  Care  Review  Center,  Seattle 

4.  The  Evaluation  of  continuing  Medical 
Education  Programs 

S.  E.  SIVERTSON,  M.D. 

University  of  Wisconsin,  Madison 

5.  How  are  the  Costs  of  Continuing  Medical 
Education  to  be  Defrayed? 
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JOSE  M.  FERRER,  M.D. 
Columbia  University  P & S 


the  course  to  enhance  the  learning 
process.  Material  is  theoretically  and 

fee:  $5  (includes  lunch  and  coffee  break)  clinically  integrated  so  as  to  ensure  a 

Registration  by  October  1st  required  broad  understandjng  of  a„  aSpectS  Of 

human  sexuality. 


THURSDAY,  OCTOBER  10 

8:00-10:00  p.m. 

New  York  Medical  College 

Department  of  Psychiatry 

Fifth  Avenue  at  106th  Street 

Course  Content 

1.  Fundamental  principles  upon  which  all 
group  therapies  are  based,  including  the 
selection  of  patients  and  organization  of 
the  group. 

2.  Specialized  group  therapy  techniques, 
including  group  psychoanalysis, 
behavioral  group  therapy,  transactional 
group  therapy,  co-therapy,  psychodrama 
and  videotape  techniques,  among  others. 

3.  Special  patient  populations,  including 
sexual  variants,  adolescents,  neurotics 
and  psychotics,  married  couples,  geriatric 
patients,  alcoholics,  etc. 

4.  New  group  approaches,  including 
encounter  groups,  sensitivity  training  and 
marathons.  Training  in  encounter 
methods  is  provided  from  a didactic  and 
experimental  view. 

FEE:  $350  covers  all  30  sessions. 


November  6 / 30,  1974 

8:00-10:00  p.m.  Wednesdays 

New  York  Medical  College 

Fifth  Avenue  at  1 06th  Street 

20  two-hour  sessions 

1.  Surveys  of  psychosexual  development; 
physiology  of  male  and  female  sexuality; 
ejaculatory  disturbances  including 
premature  and  retarded  ejaculation; 
impotence,  frigidity,  dyspareunia  and 
vaginismus;  the  unconsummated 
marriage;  sexual  deviations;  sex  in  the 
aged;  contraception,  dual-sex  therapy; 
abortion  and  sterilization;  sex  and  the 
law;  pornography;  sociocultural  roles  of 
men  and  women,  as  well  as  many  other 
areas  of  relevance. 

2.  Specific  audiovisual  aids,  including  film 
studies,  are  utilized  within  the  structure  of 


FEE:  $400  covers  all  20  sessions. 


October  11  and  12,  1974 

9:30  a. m. -5:30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

NEW  TECHNIQUES  FOR  THE  DIAGNOSIS 
AND  TREATMENT  OF  PSYCHIATRIC 
DISORDERS  IN  THE  ELDERLY. 

ALVIN  I.  GOLDFARB,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75  CREDIT:  AMA  Cat.  1 

October  14  / 18,  1974 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 
Five  Day  Course  in 

GENERAL  DIAGNOSTIC  RADIOLOGY 

Course  Director 

NORMAN  E.  CHASE,  M.D. 

FEE:  $250  (Residents  and  Fellows  in  approved  training  pro- 
grams will  be  eligible  for  a $185  fee.) 

Apply:  Office  of  the  Recorder,  at  the  above  address.  Zip 

10016. 

October  15  / 17,  1974 

The  American  College  of  Cardiology 

PROBLEMS  IN  ACUTE  MYOCARDIAL 
INFARCTION 

Directors 

WILLIAM  J.  GRACE,  M.D. 

RICHARD  J.  KENNEDY,  M.D. 

JAMES  T.  MAZZARA,  M.D. 


December  13  / 15,  1974 

The  American  College  of  Cardiology 

THE  ELIOT  CORDAY  SYMPOSIUM- 
CARDIOVASCULAR  PROBLEMS: 
PERSPECTIVES  AND  PROGRESS 

Director 
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HENRY  I.  RUSSEK.  M.D. 

I April  14  / 18,  1975 
The  American  College  of  Cardiology 

CONSULTANT  S COURSE  IN 

CARDIOLOGY 

-I 

Director 

Simon  Dack,  M.D. 

I 

May  10  / 11,  1975 

The  American  College  of  Cardiology 

CORE  CURRICULUM:  CLINICAL 
VECTORCARDIOGRAPHY  1975 

Directors 

IRWIN  HOFFMAN,  M.D. 

ROBERT  I.  HAMBY,  M/D. 

For  information  on  the  above  continuing  education  programs 
contact:  The  American  College  of  Cardiology,  9650  Rock- 
ville Pike,  Bethesda,  Maryland  20014.  Phone  301-530-1600 


THURSDAY,  OCTOBER  17 

8:00  a. m. -4:30  p.m. 

American  College  of  Chest  Physicians 
New  York  State  Chapter 

New  York  State  Medical  College 
106  Street  at  Fifth  Avenue 

Harry  Golembe  Memorial  Lecture 

RESPIRATORY  RESEARCH 
CONTRIBUTIONS  TO  CLINICAL 
1 PRACTICE  OF  MEDICINE 

CLINICAL  PRACTICE 

LUNG  CANCER 

ISCHEMIC  HEART  DISEASE 


October  17  / November  21,  1974 

8:30  p.m. -10:00  p.m.  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

SEMINAR  ON  LEGAL  ASPECTS  OF 
PSYCHIATRY 

HON.  SIDNEY  H.  ASCH,  PH.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $35  CREDIT:  AMA  Cat.  1 


FRIDAY,  OCTOBER  18 

8:30  p.m. 

Semmelweis  Scientific  Society  (SSS) 
American-Hungarian  Medical  Association  Inc. 

The  New  York  Academy  of  Medicine 
Room  441 
2 East  103rd  Street 

DR.  ALICE  G.  KEMENY  MEMORIAL  MEETING 

1.  EUOLOGY 

PAUL  A RADNEY,  M.D. 

Montefiore  Hospital  and  Medical  Center 
Bronx 

2.  THE  WHY  NOT?  AND  WHEREFORES 
IN  PHYCHIATRIC  DRUG  THERAPY 

ERVIN  VARGA,  M.D..  M.R.C.  Psych. 

Rockland  State  Hospital 

3.  CANCER  RESEARCH  IN  MAN 

JAMES  F.  HOLLAND,  M.D. 

Mount  Sinai  School  of  Medicine 

PAUL  A.  RADNAY,  M.D. 

SSS  Secretary 

MIHALY  BARTALOS,  M.D. 

SSS  President 


SUNDAY,  OCTOBER  20 
Queens  Chapter  of  AAMA 

Booth  Memorial  Medical  Center 

ALCOHOLISM 

For  further  information  contact:  Mrs.  Marie  Owen,  President 
31-22  29  Street,  Astoria,  1 1106  Tel:  212-726-1937 


MONDAY,  OCTOBER  21 

8:15 

Psychoanalytic  Association  of  New  York 

Einhorn  Auditorium,  Lenox  Hill  Hospital 
131  E.  76th  Street 

A CLINICAL  COUNTERPART  OF  THE 
MYTH  OF  MEDUSA 

AUSTIN  SILBER,  M.D. 

DOWNSTATE  MEDICAL  CENTER 


MONDAY,  OCTOBER  21 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Ophthalmology 
2 East  103rd  Street 

DIAGNOSIS  AND  MANAGEMENT  OF  DISEASES  OF  THE 
OPTIC  NERVE 

1.  NEURO-OPHTHALMOLOGIC  SIGNS  OF 
OPTIC  NERVE  DISEASE  IN  CHILDREN 
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MYLES  BEHRENS,  M.D. 

Columbia  Presbyterian  Medical  Center 

2.  MANAGEMENT  OF  OPTIC  NERVE 
DISEASES  IN  CHILDREN 

ABE  CHUTORIAN,  M.D. 

Columbia  Presbyterian  Medical  Center 

3.  NEURSURGICAL  MANAGEMENT  OF 
DISEASES  INVOLVING  THE  OPTIC 
NERVE 

JOSEPH  RANSOHOFF,  M.D. 

New  York  University  Medical  Center 

4.  DIAGNOSIS  AND  MANAGEMENT  OF 
OPTIC  NERVE  DISEASE  IN  ADULTS 

THOMAS  R.  KUHNS,  M.D. 

New  York  University  Medical  Center 

October  22,  19 74- June  3,  1975 
Long  Island  Dermatology  Society 

Long  Island  Jewish  Hospital 

October  22 

7:30  p.m. 

CLINICAL  MEETING 

Sponsored  by 

LEWIS  SHAPIRO,  M.D. 

Columbia  University 

November  26 

8:00  p.m.  Tuesday 

Long  Island  Dermatology  Society 

Westbury  Manor 

TUBERCULOSIS  AND  CUTANEOUS 
MYCOBACTERIOSES 

LEWIS  SHAPIRO,  M.D. 

Columbia  University 

‘7:30  Cocktails — Dinner  will  follow  lecture. 

March  25,  1975 

7:30  p.m.  Tuesday 

Long  Island  Dermatology  Society 

North  Shore  Hospital 

CASE  PRESENTATIONS  AND 
DISCUSSIONS 

Moderator 

EUGENE  BODIAN,  M.D. 

North  Shore  Hospital 

May  1,  1975 

8:00  p.m. 

Long  Island  Dermatology  Society 

Westbury  Manor 

TOPIC  TO  BE  ANNOUNCED 

JOHN  H.  EPSTEIN,  M.D. 


University  of  California 


June  3,  1975 

7:30  p.m. 

Long  Island  Dermatology  Society 

Nassau  County  Medical  Center  (Meadowbrook  Hospital) 
Moderator 

RALPH  GROVER,  M.D. 

State  University  of  New  York  at  Stony  Brook 


October  25  and  26,  1974 
New  York  Medical  College 

1249  Fifth  Avenue 

October  25  Friday 

8:00  registration 

Morning  Session:  Part  I PERINATOLOGY 
EVALUATION  OF  FETAL  WELL  BEING 

Moderator 

MYRON  GORDON,  M.D. 

MEDICAL  COMPLICATIONS 

Moderator 

JOHN  D.  THOMPSON,  M.D. 

Afternoon  Session:  Part  II  INFECTION 

Moderator 

LOUIS  J.  SALERNO,  M.D. 

October  26  Saturday 

Morning  Session:  Part  III  ONCOLOGY 

Moderator 

SANFORD  SALL,  M.D. 


October  22  / November  12,  1974 

3:30  p.m. — 5:00  p.m.  Tuesdays 

The  Page  and  William  Black  Post-Graduates 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

RENAL  BIOPSY  AS  AN  AID  IN 
DIAGNOSIS  AND  MANAGEMENT  OF 
RENAL  DISEASE 

JACOB  CHURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50  CREDIT:  AMA  Cat.  1 


TUESDAY,  OCTOBER  22 

8:00  p.m. 


1890  New  York  State  Journal  of  Medicine/September  1974 
WGO-8 


New  York  Academy  of  Medicine 

2 East  103rd  Street 
ACUPUNCTURE  1974  SYMPOSIUM 

THE  ANATOMY  OF  THE  ACUPUNCTURE 
POINT 

WILLIAM  H.  L.  DORNETTE 
Cleveland  Clinic 

THE  ELECTRO  PHYSIOLOGY  OF 
ACUPUNCTURE 

HENRY  FLECK,  M.D. 

Albert  Einstein  College  of  Medicine 

THE  PRACTICAL  MEDICAL  ASPECTS  OF 
MEDICINE 

MAXWELL  SPRING,  M.D. 

College  of  Medicine  & Dentistry  of  New  Jersey 

ACUPUNCTURE  SURGICAL  ASPECTS 

PHILIP  SECHZER,  M.D. 

Downstate  Medical  School 


WEDNESDAY,  OCTOBER  23 

8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

NEUROTIC  PRIDE  AND  HOMICIDE 

ANDREW  K.  RUOTOLO,  M.D. 

American  Institute  for  Psychoanalysis 

Discussant 

MARTIN  SYMONDS,  M.D. 

Karen  Horney  Clinic 

FRIDAY,  OCTOBER  25 
New  York  University  Medical  Center 

550  First  Avenue 
Goldwater  Memorial  Hospital 
Roosevelt  Island,  NYC 

COMPREHENSIVE  PATIENT  CARE  AND 
CURRENT  RESEARCH  IN  CHRONIC 
RESPIRATORY  DISEASE 

PHILIP  KIMBEL,  M.D. 

Albert  Einstein  Medical  Center 

EDWARD  H.  BERGOFSKY 

State  University  of  New  York  at  Stony  Brook 

The  program  will  include  discussions  of  pulmonary  physiology, 
the  respirator  rehabilitation  unit,  the  pulmonary  laboratory, 
neuromuscular  disease,  evaluation  of  long-term  pulmonary 
care  in  quadriplegia  secondary  to  poliomyelitis,  muscular  dys- 
trophy, syringomyelia,  amytrophic  lateral  sclerosis,  and  multi- 
ple sclerosis.  Discussions  will  also  include  the  efficacy  of  re- 
habilitation for  patients  with  chronic  obstructive  pulmonary 
disease  as  well  as  pulmonary  circulation  and  cor  pulmonale. 


For  further  information  and  registration,  write:  Miss  Arleen 

Mandia,  symposium  registrar,  Department  of  Rehabilitation 
Medicine,  Goldwater  Memorial  Hospital,  Roosevelt  Island, 
10017 


October  28  / November  1,  1974 

Monday-Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
Review  Courses  in  Obstetrics  and  Gynecology 
Monday 

October  28 — 8:15-a.m.-5:15  p.m. 
GYNECOLOGIC  ONCOLOGY 

Tuesday 

October  29 — 8:00-a.m.-5:15  p.m. 

PERINATAL  MEDICINE 

Wednesday 

October  30 — 8:00  a.m.-2:15  p.m. 
GYNECOLOGY  & OBSTETRICS 

Thursday 

October  31 — 8:00-a.m.-5:15  p.m. 

REPRODUCTION,  CONTROL  AND 
BEHAVIOR 

Friday 

November  1 — 8:00  a. m. -5:00  p.m. 

ENDOCRINE  DISORDERS 

FEE:  $250.  CREDIT:  AMA  Cat.  1 

$100.  Residents  & Interns 

Registration  closes  October  18.  Refund  for  withdrawal,  after 
deducting  $10.00  for  administrative  charge,  will  be  made  only 
before  this  date.  For  additional  applications  write  to:  Jose 
M.  Ferrer,  Jr,  M.D.,  Associate  Dean,  630  West  168th  Street, 
10032  or  phone  212  579-3682. 


WEDNESDAY,  OCTOBER  30 

8:30  p.m.- 10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

Specialty  Training  Program  In  Psychoanalytic  Medicine 

THE  NATURAL  PROCESSES  OF 
HEALING— PART  I* 

Moderator 

DAVID  SHAINBERG,  M.D. 

Postgraduate  Center  for  Mental  Health 

‘Videotape  followed  by  discussion. 
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October  31  & November  1,  1974 

9:00  a. m. -4:00  p.m.  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

DISORDERS  OF  LANGUAGE  AND 
CONSCIOUSNESS 

EDWIN  A.  WEINSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100  CREDIT:  AMA  Cat.  1 


FUTURE  EVENTS 


January  8,  1975 

10  weekly  Wednesday  P.M.  sessions 

New  York  University  Medical  Center 

550  First  Avenue 

RHINOPLASTY,  OTOPLASTY,  MAXILLO 
FACIAL  SURGERY 

FEE:  $500 

Contact:  Department  of  Otorhinolaryngology,  N.Y.U.  Medical 
Center  at  above  address  10016.  212-679-3200. 


BUFFALO  AREA 

October  1 and  2,  1974 

Department  of  Gynecology-Obstetrics,  State 
University  of  New  York  at  Buffalo 

Deaconess  Hospital 

CONTINUING  HEALTH  CARE  FOR 
WOMEN 

What’s  New  in  Family  Planning? 

Concept:  In  the  delivery  of  continuing  health  care  to  women 
the  family  physician  and  the  generalist  in  gynecology  and  ob- 
stetrics are  recognized  as  the  leaders  of  the  health  care 
team.  Another  now  important  member  of  this  health  team  is 
the  family  planning  nurse  practitioner.  This  two-day  sympo- 
sium will  be  led  by  experts  in  the  field  from  the  U.S.  and  Eu- 
rope. On  Tuesday  evening,  the  8th  annual  dinner  and  lecture 
will  be  given  in  honor  of  Dr.  W.  Herbert  Burwig  for  his  dedica- 
tion to  the  health  care  of  women.  The  Wednesday  morning 
session  will  include  the  Buffalo  City-Wide  Gynecology-Obstet- 
rics Conference. 

FEE:  $60  (Physicians) 

30  (Nurse  practitioners) 

For  complete  program  and  application,  please  write  or  call: 
Continuing  Medical  Education,  2211  Main  Street,  Buffalo,  N Y. 
14214— Tel.  716/831-5526. 


October  18  and  19,  1974 

State  University  of  New  York  at  Buffalo  and 
American  College  of  Chest  Physicians 

Statler  Hilton  Hotel 
Empire  State  Suite 

CONFERENCE  ON  CHEST  DISEASE 

Concept:  This  program  is  devoted  to  challenging  problems 
of  pulmonary  disease  emphasizing  methods  of  management 
as  they  apply  to  situations  encountered  in  today’s  practice. 
Formal  presentations  will  be  followed  by  panel  discussions 
encouraging  full  audience  participation.  A series  of  practical 
workshops  will  allow  close  interchange  among  all  partici- 
pants. An  outstanding  faculty  of  international  reputation  will 
join  physicians  from  clinical  facilities  in  Western  New  York. 

FEE:  $55 

Write  for  complete  program  and  application  form:  Continu-  , 
ing  Medical  Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 
Tel.  716/831-5526. 


CLINTON  COUNTY 


October  18  and  19,  1974 

The  International  College  of  Psychosomatic 
Medicine  in  collaboration  with  State  University 
College  of  Arts  and  Science  at  Plattsburgh, 
Champlain  Valley-Physicians  Hospital  Medical 
Center  and  Clinton  County  Chapter  of  AAFP 

Champlain  Valley-Physicians  Hospital  Medical  Center 
Plattsburgh 

Regional  Seminar 

PSYCHOPHARMACOLOGY  IN  MEDICAL 
PRACTICE 

For  information,  write  to:  Adam  J.  Krakowski,  M.D.,  Suite 

103,  210  Cornelia  Street,  Plattsburgh,  N.Y.  12901. 


SUFFOLK  COUNTY 


October  4 / 25,  1974 

8:00-9:00  a.m.,  Fridays 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

CLINICAL  PROBLEMS  IN  FAMILY 
MEDICINE 

October  4 

Family  Counceliing 

ROBERT  DERMAN,  M.D. 


Li 
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October  18 

Management  of  Difficult  Urologic  Problems 

LOUIS  SCORDAMAGLIA,  M.D. 

October  25 

Examination  and  Diagnosis  of  Back  Pain 

ABRAHAM  COHEN,  M.D. 

NO  FEE  CREDIT:  23  hours  AAFP 

(for  full  course) 

Contact  Dorothy  S.  Lane.  M D„  Director  of  Medical  Educa 
tion,  above  address.  Tel.  516/475-5000  ext.  452. 


SYRACUSE  AREA 


October  30  / November  1,  1974 

Department  of  Anesthesiology 

State  University  of  New  York 
Upstate  Medical  Center 
750  E.  Adams  Street 
Syracuse 

IX  ANNUAL  REFRESHER  COURSE  IN 
ANESTHESIA 

FEE:  $60 

Write:  William  Evers,  M.D. , above  address.  Zip.  13210. 


WESTCHESTER  COUNTY 


October  19  / December  7,  1974 

9:00  a.m.- 12:30  p.m.  (unless  otherwise  noted) 

Behavior  Therapy  Institute 

68  East  Post  Road 
White  Plains 

Post-Graduate  Training  in  Behavior  Therapy 

FALL  WORKSHOP  SERIES 
October  19 

Use  of  Hypnosis  for  Personality  Change 

SALVITORE  DIDATO,  PH.D. 

October  30 — 7:30-10:30  p.m. 

Training  Women  in  Assertive  Behavior:  A 
Psychotherapeutic  Approach  to  Female  Role 
Conflict 

IRIS  FODOR,  M.D. 

November  2 

Behavioral  Family  Therapy 

WILLIAM  Dl  SCIPIO,  PH.D. 

November  9 

Behavioral  Techniques  in  Health  Care 


Delivery 

FRANK  L.  MORTON,  M.D. 

November  16 

Use  of  Behavior  Therapy  for  Sexual 
Problems 

STEPHEN  WILDER.  M.D. 

November  23 

Behavioral  Treatment  of  Childhood  Disorders 

WARREN  W.  TRYON,  PH  D. 

December  7 

Interpersonal  and  Characterological 
Considerations  in  the  Treatment  of  Sexual 
Problems 

STEPHEN  WILDER,  M.D 
FEE:  $35  per  workshop 


OUTSIDE  OF  NEW  YORK  STATE 

October  8 / 13,  1974 

The  Society  for  Clinical  and  Experimental 
Hypnosis 

Montreal,  Canada 

26th  ANNUAL  WORKSHOPS  AND 
SCIENTIFIC  PROGRAM 

Write:  Mrs.  Marion  Kenn,  Administrative  Secretary,  SCEH,  205 
West  End  Avenue,  New  York,  N.Y.  10023. 

September  24  / December  6,  1974 
University  of  Michigan  Medical  Center 

Towsley  Center  for  Continuing  Medical  Education 
Ann  Arbor,  Michigan  48104 

FALL  COURSES 

September  24-26 

Blood  Coagulation  Techniques 

October  2 

Illness  in  Children  (for  Social  Workers) 

October  8-10 

Cardiology  for  Internists 

November  8-9 

Advanced  Burn  Care 

November  13 

Medicine  and  Law:  Trends  and  Protections 

November  15-16 

Anesthesiology  Conference 

December  4 

Cardiology  for  Family  Physicians 
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December  6 

Basic  Burn  Care 

Address  inquiries  to:  Robert  K.  Richards,  Dir.,  Office  of  In- 
tramural Education,  above  address. 

October  6 / 12,  1974 

University  of  Kentucky  Medical  Center 

Lexington,  Kentucky  40506 

THE  FIFTH  FAMILY  MEDICINE  REVIEW 

FRANK  R.  LEMON,  M.D.,  Program  Chairman 
FEE:  $195  CREDIT:  50  AAFP 

Contact:  Ronald  D.  Hamilton,  M.D.,  Director,  Continuing  Edu- 
cation, above  address. 

October  20  / 26,  1974 
American  Cancer  Society 

Florence,  Italy 

XI  INTERNATIONAL  CANCER  CONGRESS 


October  30  / November  4,  1974 
American  Society  of  Therapeutic  Radiology 

Sonesta  Beach  Hotel 
Key  Biscayne,  Florida 

MEETING 


EVENTS  RECEIVED  AFTER  DEADLINE 

October  20  / February  23,  1974 
Downstate  Medical  Center,  (SUNY) 

Boulevard  Hospital 
46-04  31st.  Avenue 

16  Lectures 

INTENSIVE  REVIEW  FOR  COMMUNITY 
PHYSICIANS 


October  3 and  17,  1974 

12:15  p.m.  Thursday 

Albert  Einstein  College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

October  3 

CLINICAL  IMPLICATIONS  OF  CURRENT 
CONCEPTS  OF  PTH  BIOSYNTHESIS  AND 
METABOLISM 

ERIC  REISS,  M.D. 


October  17 

DIABETES  MELLITUS  WITH 
NEUROLOGICAL  COMPLICATIONS 

ORA  ROSEN,  M.D. 

Albert  Einstein  College  of  Medicine 


TUESDAY,  OCTOBER  8 

1:15-2:15  p.m. 

State  University  of  N.Y.  Downstate  Medical 
Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

PATHOGENESIS  AND  TREATMENT  OF 
IDIOPATHIC  EDEMA 

DAVID  H.  P.  STREETEN,  M.D. 

State  University  of  N.Y.,  Upstate  Medical  Center 


ROCHESTER  AREA 


October  17  and  18,  1974 

4 

5:00  p.m.  Thursday 

The  University  of  Rochester  Medical  Center 

The  New  Strong  Memorial  Hospital 
Rochester 

POST-OPERATIVE  INFLAMMATION  OF 
THE  EYE 

LORENZ  E.  ZIMMERMAN,  M.D. 

Sponsored  by  the  Rochester  Opthalmologica!  Society 

Write  for  program:  Robert  E.  Kennedy,  M.D.,  Chm.  Program 

Committee,  235  Alexander  Street,  Rochester,  N.Y.  14607. 

Tel:  716/232-2468. 


, 

PHYSICIANS’  PLACEMENT 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.'s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr.  Ronald  J.  Fryzel,  Adm.  Ass’t.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel.  716/484-1161. 


MASSENA,  N.Y.,  St.  Lawrence  County.  ENT,  Internist  and 
Family  Physicians. 

CONTACT:  Mr.  George  Skomsky  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel. 
716/798-2000. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Frederick  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  Tel.  607/656- 
2881. 


University  of  Miami  School  of  Medicine  
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vhen  restful  sleep 
;>  indicated 

Dalmane 

(flurazepam  HCI) 


induces  sleep  within 
' minutes,  on  average 
reduces  nighttime  awakenings 
provides  7 to  8 hours 
eep,  on  average, 
ithout  repeating  dosage 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary’  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  wrho  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 


nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SCOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


REFERENCE: 

1.  Sleep:  it’s  not  a time  of  rest.  Patient  Care 
4(  17):28-55,  Oct  15,  1970 
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If 'trouble  sleeping” 
means  trouble  staying 

C\  Q • • • The  patient  describing  this  complaint  is  probably  over 

fifty  years  old.1  And  a sleep  research  laboratory  “profile” 
based  on  physiologic  tracings  taken  during  the  middle  third 
of  her  night  would  look  much  like  the  one  shown  on  this  page. 

Dalmane  (flurazepam  HC1)  has  been  proven  to  effectively  reduce  awaken- 
ings in  patients  with  insomnia, ^ 
as  demonstrated  by  clinical 
studies  conducted  in  the 
sleep  research  labora- 
tory. In  elderly  or 
debilitated  patients, 
initial  dosage  should 
be  limited  to  15  mg 
to  preclude  over- 
sedation, dizziness 
and/or  ataxia. 


AWAKE 


REM 


STAGE  1 


STAGE  2 


STAGE  3 


STAGE  4 


HOURS 


consider  the  benefits  of 

Dalmane 

(flurazepam  HCI ) 


One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 


reduces  both  number  and  length  of  nighttime  awakenings 


• induces  sleep  within  17  minutes,  on  average 

• provides  7 to  8 hours  sleep,  on  average, 
without  repeating  dosage 


Please  lurn  (he  page  for  a summary  of  Complete  Product  Information. 
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Scientific  Articles 


Central  Nervous  System  Infections  in  New  York  Stat 

H/aifm/  D-arron  Mi//ion  <an/V  O m iffa  0/*©^..  rHyQiniA.. 


Deibel,  Barron,  Millian,  and  Smith 


Are  Freon  Propellants  Inert? 

Nicholas 

Acupuncture  Therapy  of  Sensorineural  Deafness 
Eisenberg,  Taub,  and  DiCarlo 

Endoscopic  Gastrointestinal  Evaluation 

Yamada,  Holyoke,  Endo,  and  Takemoto 


Presumed  Pneumococcal  Pneumonia 

Cherubin,  Anagnastopoulos,  Berger,  Matarese,  Padmanabhan,  Perilli,  Palini, 
Scannapiego,  Taddonio,  Tan,  Taverna,  Villamena,  Waymost,  Weiser,  and  Zeitlin 


Takayasu’s  Disease,  Revisited 
Bon  ventre 


Methadone-Maintained  Patients 

Cushman  and  Kreek 

Adrenal  Therapy  for  Neuromuscular  Disease  Including  Myesthenia  Gravis  from  1896 
Marsh 

Schizophrenic  Patients  in  Community 
Serban  and  Gidynski 


Necrotizing  (Rheumatoid)  Disease  of  Sclera 
Roca 

Case  Report 


Cataracts  Following  Use  of  Microwave  Oven 
Zaret 


Editorial 

Have  Radar  Ovens  the  Potential  To  Do  Harm? 
Angrist 


w hen  the  asthmatic 
can  anticipate 
the  attack 

Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


*£*  — 
0^  ' 


Bronkotabs 
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PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal, and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


prescribing,  see  complete  prescribing 
ation  in  SK&F  literature  or  PDR  The 
ing  is  a brief  summary 
ons:  Edema  associated  with  congestive 
ailure,  cirrhosis  of  the  liver,  the  nephrotic 
me;  steroid-induced  and  idiopathic 
; edema  resistant  to  other  diuretic  therapy, 
ild  to  moderate  hypertension, 
indications:  Pre-existing  elevated  serum 
ium.  Hypersensitivity  to  either  com- 
. Continued  use  in  progressive  renal  or 
dysfunction  or  developing  hyperkalemia, 
igs:  Do  not  use  dietary  potassium  supple- 
or  potassium  salts  unless  hypokalemia 
ps  or  dietary  potassium  intake  is  markedly 
ed.  Enteric-coated  potassium  salts  may 
small  bowel  stenosis  with  or  without 
tion.  Hyperkalemia  (>  5.4  mEq/L)  has 
leported  in  4%  of  patients  under  60  years, 
of  patients  over  60  years,  and  in  less 
%of  patients  overall.  Rarely,  cases  have 
ssociated  with  cardiac  irregularities, 
ingly.  check  serum  potassium  during 
>y,  particularly  in  patients  with  suspected 
firmed  renal  insufficiency  (e.g.,  elderly  or 
ics).  If  hyperkalemia  develops,  substitute 
:ide  alone.  If  spironolactone  is  used 
nitantly  with  ‘Dyazide',  check  serum 
ium  frequently — both  can  cause  potassium 
on  and  sometimes  hyperkalemia.  Two 
; have  been  reported  in  patients  on  such 
ned  therapy  (in  one,  recommended 
e was  exceeded;  in  the  other,  serum  elec- 
’s were  not  properly  monitored).  Observe 
ts  on  'Dyazide'  regularly  for  possible 
dyscrasias.  liver  damage  or  other  idio- 
tic reactions.  Blood  dyscrasias  have  been 
ed  in  patients  receiving  Dyrenium 
Hterene.  SK&F).  Rarely,  leukopenia, 

abocytopenia.  agranulocytosis,  and  aplastic 
a have  been  reported  with  the  thiazides. 

; a i for  signs  of  impending  coma  in  acutely 
-cl  hotics.  Thiazides  are  reported  to  cross  the 
H ital  barrier  and  appear  in  breast  milk. 

■may  result  in  fetal  or  neonatal  hvperbili- 
kblrnia,  thrombocytopenia,  altered  carbo- 
I te  metabolism  and  possibly  other  adverse 
I mis  that  have  occurred  in  the  adult.  When 
ft  luring  pregnancy  or  in  women  who  might 
ft  hildren.  weigh  potential  benefits  against 
t.s  >le  hazards  to  fetus. 

ft  Jtions:  Do  periodic  serum  electrolyte  and 
R determinations.  Do  periodic  hematologic 
I s in  cirrhotics  with  splenomegaly.  Anti- 
I tensive  effects  may  be  enhanced  in  post- 
mj  ithectomy  patients.  The  following  may 
hyperuricemia  and  gout,  reversible 
* r en  retention,  descreasing  alkali  reserve 
tl  ossible  metabolic  acidosis,  hyperglycemia 
c ycosuria  (diabetic  insulin  requirements 
re  altered),  digitalis  intoxication  (in 
f .alemia).  Use  cautiously  in  surgical 
t its.  Concomitant  use  with  antihypertensive 
" 5 may  result  in  an  additive  hypotensive 


se  Reactions:  Muscle  cramps,  weakness, 
ess.  headache,  dry  mouth;  anaphylaxis; 
urticaria,  photosensitivity,  purpura,  other 
itological  conditions;  nausea  and  vomiting 
■ indicate  electrolyte  imbalance),  diarrhea, 

’ pation.  other  gastrointestinal  distur- 
f s.  Rarely,  necrotizing  vasculitis,  pares- 
; is,  icterus,  pancreatitis,  and  xanthopsia 
' iccurred  with  thiazides  alone, 
i ied:  Bottles  and  Single  Unit  Packages  of 
( apsules. 


KEEP  THE  HYPERTENSIVE  PARENT 
ON  THERAPY 

KEEPTHERAPY  SIMPLE  WITH 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


No  potassium  supplements 

No  special  K+  rich  diets 

Just  ‘Dyazide*  once  daily  or  twice  daily 


Studies  have  demonstrated  that  two  prime  reasons  patients  drop  out  of 
hypertensive  therapy  are:  (1)  the  patient  failed  to  understand  directions, 
and  (2)  the  regimen  was  overly  complicated*  Dosage  is  simple  with 
‘Dyazide’.  easily  understood,  once  or  twice  daily,  depending  on  response. 
There’s  no  need  to  complicate  the  regimen  with  potassium  supplements 
or  unwieldy  potassium-rich  diets. 


*E.D.  Freis:  The  Modem  Management  of  Hypertension,  V.A.  Information 
Bulletin,  11-35. 


‘F  CO. 

>lina,  P.R.  00630 
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TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


1895 


We  know  Libriunrworks 

(chlordiazepoxide  HC1) 


Clinical  studies  of  Librium  in  the  1970’s  are  extending 
our  knowledge  of  its  pharmacology  and  therapeutic  applicatic 


By  1970,  the  antianxiety 
effect  of  Librium  (chlordiazepox- 
ide HC1)  had  been  well  established. 
Nevertheless,  Roche  Laboratories, 
in  keeping  with  its  commitment 
to  continuing  research,  has  en- 
couraged further  investigations  on 
Librium.  Its  aim:  to  obtain  new 
biochemical  and  clinical  data  rele- 
vant to  the  use  of  this  psychothera- 
peutic agent  in  medical  practice. 

Subjects  recently  explored 
include  predictability  of  Librium 
effectiveness,  metabolism  and 
half-life  in  humans,  correlation 
of  antianxiety  response  with  re- 
ports of  life  situation  events,  and 
other  areas  of  specific  medical 
interest. 


References 
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5.  Schwartz  MA,  Postma  E,  Gaut  Z:  J Pharm  Sci 
60:1500-1503,  Oct  1971 

6.  Shader  RI,  Dimascio  A,  Harmatz  JS:  Am  J 
Psychiatry  128: 1576-1577,  June  1972 

The  references  cited  constitute  only  a part  of  the 
Librium  (chlordiazepoxide  HC1)  bibliography. 
Through  the  capabilities  of  RETRIEVE,  a com- 
puter literature-retrieval  system,  additional 
comprehensive  data  arc  readily  available. 

For  specific  inquiries  on  Librium,  please  write 
Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche 
Inc.,  Nutley,  N.J.  07110 


Effect  of  single 
vs.  repeated  doses 
of  medication 


A decrease  in  excessive 
anxiety  following  a single 
dose  of  antianxiety  medi- 
cation might  be  predictive 
of  effectiveness  after  re- 
peated doses. 


Plasma  levels  and 
antianxiety  effecti  it 

An  important  conside 
tion  in  the  determinat  t 
of  adequate  therapeul 
dosage. 


' AfeVe  still  learning  more  about 

bow  and  why. 


Metabolic  transformation 
and  biological  half-life 


Specific  information 
which  may  be  of  value  in 
establishing  an  appropri- 
ate dosage  regimen. 
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Correlation  of  anxiety 
reduction  with  quality 
of  life  experiences 


Therapeutic  value  in 
the  postcoronary  patient 

Studying  the  prevalence 
of  anxiety  in  CCU 
patients  and  the  need  for 
psychotropic  medication. 


Concomitant  use  with 
anticoagulant  therapy 

An  increasingly  important 
consideration  in  the  total 
treatment  of  cardiovas- 
cular conditions  accom- 
panied by  excessive 
anxiety. 

Physicians  should  be 
aware  that  variable  effects 
on  blood  coagulation 
have  been  reported  very 
rarely  in  patients  receiv- 
ing oral  anticoagulants 
and  Librium  (chlordi- 
azepoxide  HC1). 


The  possible  influence  of 
life  situation  events  on  the 
response  to  antianxiety 
medication. 


Librium’ 

(chlordiazepoxide  HC1) 

5 mg,  10  mg,  25  mg  capsules 


ease  see  following  page  for  summary'  of  product  information. 


We’re  still  learning  more  about  Librium... 
to  make  it  more  useful  to  you.  <chlordiazeP°x,de  HCI) 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  ( e.g operating 
machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (in- 
cluding convulsions),  following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have  been  reported. 

Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children 
over  six,  limit  to  smallest  effective  dosage  (initially  10  mg  or 
less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  grad- 
ually as  needed  and  tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recommended,  if  combination 


iftgltt 

5 mg 

For  geriatric 
patients  and, 
in  general, 
for  milder 
degrees  of 
clinically 
significant 
anxiety 

10  mg 
For  relief 
of  mild  to 
moderate 
anxiety 

25  mg 
Specifically 
for  use  in 
severe 
anxiety 

Librium  has  shown  a consistently  high  de- 
gree of  efficacy  with  a wide  margin  of  safety  in 
the  relief  of  excessive  anxiety.  In  proper  dosage, 
Librium  seldom  impairs  mental  acuity  or  general 
performance.  As  with  all  CNS-acting  drugs,  pa- 
tients should  be  cautioned  against  hazardous 
occupations  requiring  complete  mental  alertness 

Librium  is  often  given  concomitantly,  in 
various  somatic  disorders,  with  certain  specific 
medications  of  other  classes  of  drugs,  such  as 
cardiac  glycosides,  diuretics  and  antihyperten- 
sive agents,  whenever  anxiety  is  a clinically  sig- 
nificant factor. 

When  anxiety  has  been  reduced  to  manage-  j 
able  levels,  therapy  with  Librium  should  be 
discontinued. 

therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use 
of  potentiating  drugs  such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage)  have  been  reported  in  psy- 
chiatric patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be  present  • 
and  protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  ma 
occur,  especially  in  the  elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent  anc  - 
generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  afte 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaun- 
dice and  hepatic  dysfunction  have  been  reported  occasionally 
making  periodic  blood  counts  and  liver  function  tests  advisabl 
during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  benefici  I 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See  Precautions. 

Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsule s, 

5 mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose®  i 
packages  of  100.  Libritabs®  (chlordiazepoxide)  Tablets,  5 mg 
10  mg  and  25  mg— bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are  indistinguishable. 


Libriunr 

(chlordiazepoxide  HCI) 

/nnmir\  Roche  Laboratories 
\ ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

'V X Nutley  New  Jersey  07110 
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introducing  B-C-BID 

B-complex  with  C 

an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 


New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 


Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 


Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 


DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

FLORAL  PARK,  NEW  YORK  11001 


PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 
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The  Rx  that  says 
*‘A  “Relax” 


Butisol 

(SODIUM  BUTABARBITAL) 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. ..yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster’’  nor  a "hangover"  effect. 


BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 
costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that  s needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  pcrphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
' anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 

doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  1 00  mg. 

I McNFTTi  ] Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 

) (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © mcn  1971  butabarbital)j  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin"  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  person'  1 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML  '■< 

/ Burroughs  Wellcome  Co. 
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in  chronic  pain 

of  moderate  to  severe  intensity 

Talwin 

brand  of  ^ 9 

pentazocine 

• (as  hydrochloride) 


50  mg. 
Tablets 


how  big  a dose  will  now 
bring  relief  if  it  is  Talwin  ? 

Chances  are,  the  same  50  mg.  Talwin  Tablet  you 
prescribe  originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  anal- 
gesic efficacy:  one  50  mg.  tablet  appears  equivalent 
in  analgesic  effect  to  60  mg.  (1  gr.)  of  codeine.  How- 
ever, patients  receiving  Talwin  Tablets  for  prolonged 
periods  face  fewer  of  the  consequences  you’ve  come 
to  expect  with  narcotics.  There  should  be  fewer 
“adverse  effects”  on  her  way  of  life. 


Tolerance  rare:  Tolerance  to  the  analgesic  effect  of 
TalwinTablets  is  rare. 


Dependence  rare:  During  three  years  of  wide  clinical  use,  there 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history 
of  drug  dependence  should  be  under  close  supervision  while 
receiving  Talwin  orally. 


In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient  and 
to  prevent  the  use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain* 


Generally  well  tolerated  by  most  patients*:  Infrequently  causes 
decrease  in  blood  pressure  or  tachycardia;  rarely  causes  respi- 
ratory depression  or  urinary  retention;  seldom  causes  diarrhea 
or  constipation.  Acute,  transient  CNS  effects,  described  in 
product  information  on  following  page,  have  occurred  in  rare 
instances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea  or  vomiting  are  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses. 

♦See  important  product  information  on  next  page  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 


“Tolerance  is  an  ever-present  hazard  to  continued 
use  of  narcotics. . . .The  very  first  dose  diminishes  the 
effects  of  subsequent  doses.”1  And,  as  increasing 
amounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects— lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

l.Sadove,  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics,  Postgrad. 
Med.  49:102,  June  1971. 


in  chronic 
pain  of 
moderate  to 
severe 
intensity 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use 

Indication:  For  the  relief  of  moderate  to  severe  pain. 
Contraindication:  Talwin  should  not  be  administered  to  patients 
who  are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psy- 
chological and  physical  dependence  on  parenteral  Talwin  in  pa- 
tients with  a history  of  drug  abuse  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  withdrawal  symptoms.  There 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history  of 
drug  dependence  should  be  under  close  supervision  while  receiv- 
ing Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take 
precautions  to  avoid  increases  in  dose  by  the  patient  and  to  pre- 
vent the  use  of  the  drug  in  anticipation  of  pain  rather  than  for  the 
relief  of  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  Talwin  and  its  potential  for  elevating  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore,  Talwin  can  pro- 
duce effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses 
of  Talwin  have  experienced,  in  rare  instances,  hallucinations  (usu- 
ally visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should  be  very  closely  ob- 
served and  vital  signs  checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severely  limited  res- 
piratory reserve,  severe  bronchial  asthma  and  other  obstructive 
respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to 
accentuation  of  side  effects.  Although  laboratory  tests  have  not 
indicated  that  Talwin  causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  ' : 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagi  : 
Some  patients  previously  given  narcotics,  including  methador  i 
the  daily  treatment  of  narcotic  dependence,  have  experie  ■ 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  adminisj 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few 
patients  in  association  with  the  use  of  Talwin  although  no  tj 
and  effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administrat  I 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infreqi 
constipation;  and  rarely  abdominal  distress,  anorexia,  diar 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria, 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  ■ 
cope,  visual  blurring  and  focusing  difficulty,  hallucinations 
Acute  CNS  Manifestations  under  WARNINGS);  and  rarely  tn 
irritability,  excitement,  tinnitus.  Autonomic:  sweating;  infreqi 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequentl 
crease  in  blood  pressure,  tachycardia.  Hematologic.-  rarel 
pression  of  white  blood  cells  (especially  granulocytes),  u 
reversible  and  usually  associated  with  diseases  or  other 
which  are  known  to  cause  such  changes,  moderate  trai 
eosinophilia.  Other.-  rarely  respiratory  depression,  urinary 
tion,  toxic  epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  d 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  incr 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  shou 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in 
tion  to  analgesia,  aspirin  can  be  administered  concomitantl 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in 
dren  under  12  years  of  age  is  limited,  administration  of  ' 
in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  rec 
Talwin  orally  for  prolonged  periods  have  not  experienced' 
drawal  symptoms  even  when  administration  was  abruptly  cl 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effe  I 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liv  ; 
kidney  function  have  revealed  no  significant  abnormalities  : 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwirv 
dosage  has  been  insufficient  to  define  the  signs  of  this  con  i 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  t 
supportive  measures  should  be  employed  as  indicated.  As 5 
or  controlled  ventilation  should  also  be  considered.  Alt! 
nalorphine  and  levallorphan  are  not  effective  antidotes  for  nfl 
tory  depression  due  to  overdosage  or  unusual  sensitiu 
Talwin,  parenteral  naloxone  (Narcan®,  available  through:! 
Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  cca 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivahtj 
50  mg.  base.  Bottles  of  100. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Abstracts 


Deibel,  R.,  Barron,  A.,  Millian,  S.,  and  Smith,  V.: 

Central  nervous  system  infections  in  New  York  State: 
etiologic  and  epidemiologic  observations.  New  York 
State  J.  Med.  74:  1929  (Oct.)  1974 

In  an  ongoing  study,  initiated  by  the  New  York  State 
Health  Department,  the  causes  and  the  factors  which 
determine  the  frequencies  and  distribution  of  CNS 
(central  nervous  system)  infections  of  suspected  viral 
etiology  were  studied  in  residents  of  New  York  State. 
Diagnostic  findings  were  obtained  in  302  patients,  110  of 
whom  resided  in  New  York  City.  The  findings  dis- 
closed that  CNS  infections  associated  with  enteric  vi- 
ruses and  arboviruses  have  a definite  seasonal  distribu- 
tion, which  appears  to  coincide  with  the  incidence  of 
virus-associated  abacterial  meningitis.  No  seasonal 
preference  was  observed  for  patients  with  a diagnosis  of 
encephalitis  or  for  diagnostic  findings  for  the  most  com- 
mon nonenteric  pathogens,  herpes  simplex  and  mumps. 

. Most  infections  occurred  in  children  and  adolescents, 
and  males  were  more  frequently  affected  than  females. 


Nicholas,  W.  M.:  Are  Freon  propellants  inert?  New 
York  State  J.  Med.  74:  1939  (Oct.)  1974. 

The  inhalation  of  halogenated  hydrocarbons  for  anes- 
thesia purposes  may  result  in  cardiac  arrhythmias,  espe- 
cially if  sympathetic  stimulation  occurs.  Fluorinated 
hydrocarbons  (Freons)  have  been  considered  to  be  inert 
propellants  in  aerosol  sprays.  The  deliberate  sniffing  of 
these  agents  has  resulted  in  many  sudden  deaths,  possi- 
bly as  a result  of  arrhythmia.  The  Freons  inhaled  by 
asthmatics  who  use  bronchodilator  aerosols  are  neither 
inert  nor  nontoxic,  although  most  evidence  suggests  that 
the  blood  levels  attained  in  clinical  use  are  insufficient 
to  result  in  toxicity  except  with  severe  hypoxemia. 

J 

Eisenberg,  L.,  Taub,  H.  A.,  and  DiCarlo,  L.:  Acu- 
puncture therapy  of  sensorineural  deafness;  evaluation 
study,  New  York  State  J.  Med.  74:  1942  (Oct.)  1974. 

This  project  was  designed  to  evaluate  the  possible 
. usefulness  of  acupuncture  in  the  treatment  of  sensori- 

9 neural  deafness.  Four  small  studies  were  run  using  a 
total  of  10  female  and  15  male  volunteers.  The  subjects 
covered  a wide  range  of  ages  (fourteen  to  seventy-nine 
years),  severity  of  losses  (mild  to  profound),  and  of  audi- 
ometric histories.  The  number  of  experimental  treat- 
ments ranged  from  8 to  28,  and,  in  addition,  some 
subjects  received  up  to  eight  control  treatments  utilizing 
acupuncture  points  not  related  to  hearing  or  deafness. 
r Possible  changes  in  hearing  were  evaluated  using  verbal 
reports  and  pre-  and  postmeasurements  of  pure-tone 
thresholds,  speech  reception  thresholds,  and  accuracy  of 
speech  discrimination.  The  general  findings  were  that 
although  the  verbal  reports  suggested  improvements, 
the  hearing  tests  revealed  little  or  no  consistent  changes. 


Yamada,  K.,  Holyoke,  D.,  Endo,  M.,  and  Takemoto, 

T.:  Endoscopic  gastrointestinal  evaluation  with  con- 

vertible lens  system  and  biopsy  channel  equipped  pan- 
endoscope, New  York  State  J.  Med.  74:  1950  (Oct.)  1974 

Our  results  using  the  new  Machida  panviewfiberscope 
(PFS-B1200)  in  123  consecutive  upper  gastrointestinal 
endoscopies  are  reported.  The  performance  of  pancrea- 
tocholangiography  using  this  convertible  panendoscope 
is  discussed.  This  convertible  panendoscope  allows  a 
complete  upper  gastrointestinal  examination  by  chang- 
ing from  front  to  lateral  view  as  required.  In  addition, 
the  instrument  has  biopsy  capability  and  catheteriza- 
tion and  pancreatocholangiography  capability.  The  in- 
strument is  useful  as  a multipurpose  complete  upper 
gastrointestinal  panendoscope. 

Cherubin,  C.  E.,  Anagnastopoulos,  C.,  Berger,  S., 
Matarese,  R.,  Padmanabhan,  C.  S.,  Perilli,  J.,  Pulini, 
M.,  Scannapiego,  S.,  Taddonio,  R.,  Tan,  J.,  Taverna, 
L.,  Villamena,  D.,  Waymost,  R.,  Weiser,  P.,  and  Zei- 
tlin,  W.:  Presumed  pneumococcal  pneumonia;  treat- 

ment with  parenteral  penicillin,  cephaloridine,  and  lin- 
comycin  with  continuation  on  oral  therapy,  New  York 
State  J.  Med.  74:  1954  (Oct.)  1974. 

One  hundred  two  patients  with  presumptive  pneumo- 
coccal pneumonia,  of  mild  or  moderate  severity,  were 
treated  with  one  of  three  parenterally  intramuscular  ad- 
ministered antibiotics;  procaine  penicillin,  0.6  million 
units  twice  a day;  cephaloridine,  0.5  Gm.  four  times  a 
day;  or  lincomycin  0.6  Gm.  twice  a day.  Patients  were 
randomly  assigned  to  one  of  the  three  regimens  except 
when  there  was  a history  of  allergy  to  penicillin.  Thirty 
per  cent  of  cases  were  changed  to  oral  therapy  (penicil- 
lin, cephalexin,  or  clindamycin)  after  they  had  been  afe- 
brile two  days  or  more.  All  three  drug  regimens  were 
equally  effective,  and  all  patients  in  all  treatment 
groups  responded  satisfactorily  without  relapses.  Only 
2 patients  had  allergic  reactions  with  minor  rashes.  A 
relatively  slow  response  of  less  than  four  days  to  therapy 
was  noted  in  30  per  cent.  This  was  due  to  either  sterile 
pleural  effusions  or  documented  alcoholic  hepatitis.  Al- 
most a third  of  the  patients  were  chronic  alcoholics,  and 
most  of  the  apparent  poor  responses  occurred  in  this 
group.  The  duration  of  time  until  the  patient  was  afe- 
brile was  longer  in  the  alcoholics  than  in  the  nonalcohol- 
ics even  when  infectious  complications  were  absent. 
Thirteen  per  cent  of  cases  had  a blood  urea  nitrogen  of 
less  than  3 mg.  per  100  ml.  which  declined  with  hydra- 
tion and  therapy. 


Cushman,  P.,  and  Kreek,  M.  K.:  Methadone  main- 
tained patients;  effect  of  methadone  on  plasma  testos- 
terone, FSH,  LH,  and  prolactin,  New  York  State  J. 
Med.  74:  1970  (Oct.)  1974. 
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Plasma  testosterone  values  in  8 selected  stable  male 
methadone  patients  were  studied  before  and  after  their 
daily  methadone  dose.  Their  plasma  methadone  con- 
centrations rose  after  methadone,  but  there  were  no  sig- 
nificant changes  in  their  plasma  testosterone,  prolactin, 
FSH,  or  LH  levels.  Although  patients’  plasma  contain- 
ing higher  levels  of  methadone  tended  to  have  lower  tes- 
tosterone level,  no  simple  relationship  was  found.  Daily 
methadone  doses  in  stable  tolerant  individuals  did  not 
produce  adverse  effects  on  plasma  pituitary  or  testoster- 
one hormone  levels. 

Marsh,  D.  O.:  Adrenal  therapy  for  neuromuscular  dis- 
ease including  myasthenia  gravis  from  1896,  New  York 
State  J.  Med.  74:  1974  (Oct.)  1974. 

Patients  who  were  treated  with  adrenal  extract  for 
neuromuscular  disease  in  Paris  at  the  end  of  the  nine- 
teenth century  are  discussed.  The  patients  included 
cases  of  myasthenia  gravis  that  improved  while  on  adre- 
nal therapy.  That  therapy  antedated  by  more  than 
fifty  years  the  use  of  adrenocorticotropic  hormone,  and 
the  more  recent  alternate  day  prednisone  therapy,  for 
myasthenia  gravis.  Henri  Huchard  is  credited  with  the 
initiation  of  adrenal  therapy  for  neuromuscular  disor- 
ders, and  the  role  of  major  figures  in  the  Paris  school  of 
neurology  is  discussed. 

Serban,  G.:  Schizophrenic  patients  in  community: 

legal  misinterpretations  of  right  to  treatment,  New  York 
State  J.  Med.  74:  1977  (Oct.)  1974 

Extent  of  schizophrenics’  insight  into  their  mental 
condition  on  admission  and  their  premorbid  functioning 
were  measured  in  terms  of  self-report  and  psychiatric 
evaluation.  Results  indicate  that  schizophrenics  appear 
to  have  little  awareness  of  their  psychosocial  difficulties 
and  this  interferes  with  constructive  use  of  posthospital- 
ization care.  The  findings  emphasize  the  need  for  legal 
statutes  regulating  compulsory  convalescent  care  of 
schizophrenics  released  into  the  community. 

Roca,  P.  D.:  Necrotizing  (rheumatoid)  disease  of  scle- 
ra, New  York  State  J.  Med.  74:  1982  (Oct.)  1974. 

Ocular  involvement  in  collagen  diseases  is  most  fre- 
quently seen  in  rheumatoid  disorders,  uveitis  being  the 
leading  manifestation.  Scleritis  and  episcleritis  occur 
less  frequently,  the  latter  having  usually  a benign  char- 
acter. In  this  report,  the  necrotizing  types  of  deep 
scleritis,  mindful  of  the  rheumatoid  nodule,  illustrate 
and  emphasize  their  clinicopathologic  features  and  de- 
vastating course. 
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TROUBLE 
FALLING  ASLEEP... 


HOURS  1 


slee 


"Trouble 
ieping^means 


different  things 
to  different 
people 


Dalmane  (flurazepamh 

provides  sleep 
within  17  minutes 


. . .on  average,  after  taking  one  30-mg 
capsule  of  Dalmane  at  bedtime.1'5 


Insomnia  patients  under  the  age  of  50  with 
"trouble  sleeping”  usually  describe  difficulty 
falling  asleep.  Conversely,  the  over-fifty  insomnia 
• ••  patient  more  often  complains  of  frequent, 
lengthy  awakenings  — or  of  early  morning  awakening. 
This  composite  sleep  profile  characterizes  the  three  most  common 
forms  of  insomnia. 
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OUBLE 

LYING  ASLEEP... 


TROUBLE 

SLEEPING  LONG  ENOUGH... 


3 4 5 

imane  (flurazepam  HC1) 

vides  sleep 
ih  fewer  awakenings 

• lout  repeating  dosage  during  the 
t"5  Dalmane  and  warfarin  may  be 
i oncurrently  without  risk  of 
isptable  fluctuation  in  prothrombin 


...on  average,1'5  with  infrequent  morning 
“hang-over"  and  relative  safety.  In  elderly 
and  debilitated  patients,  initial  dosage 
should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia. 


; e see  following  page  for  a summary 
nplete  Product  Information. 


the  benefits  of 


Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 


when  restful  sleep 
is  indicated 
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the  benefits  of 

Dalmane 

(flurazepam  HCI) 

when 

restful  sleep 
is  indicatec 


■ sleep  within  17  minutes, 
on  average* 1'5 

■ sleep  with  fewer 
awakenings2 3 4'5 

■ sleep  for  7 to  8 hours, 
on  average,  without 
repeating  dosage1 '5 


Before  prescribing  Daimane  ( flurazepam 
HCI ),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  bv  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  inpatientswith  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  fluraz.epam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 


irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficia 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Diebel,  R.,  Barron,  A.,  Million,  S.,  e Smith,  V.:  In- 

fectiones  del  systema  nervose  central  in  le  Stato  de  Nove 
York;  observationes  etiologic  e epidemiologic,  New  York 
State  J.  Med.  74:  1929  (Octobre)  1974. 

In  un  studio  totavia  in  progresso,  initiate  per  le  I)e- 
partamento  de  Sanitate  del  Stato  de  Nove  York,  le  cau- 
sas  e factores  que  determine  le  frequentia  e distribution 
del  infectiones  del  systema  nervose  central  in  que  es  sus-  | 
pectate  un  etiologia  viral  esseva  studiate  intra  le  resi- 
dentes  de  Nove  York.  Le  diagnose  esseva  establite  in 
302  patientes;  110  de  iste  gruppo  esseva  residentes  de 
Nove  York.  Le  trovatos  indicate  que  le  infectiones  as- 
sociate con  viruses  enteric  e arboviruses  habeva  un  dis- 
tribution stational  definite  que  pare  coincider  con  le  fre- 
quentia del  meningitis  abacterial  relationate  con  viruses. 
Un  preferentia  stational  non  esseva  observate  in  le  pa- 
tientes con  le  diagnose  de  encephalitis  o como  trovate 
diagnostic  del  agentes  pathogenic  non  enteric  plus  com- 
mun,  le  herpes  simplex  e le  partotiditis.  Le  plus  majori- 
tate  del  infectiones  occurre  in  pueros  e adolescentes;  le 
homines  esseva  plus  frequentemente  affectate  que  le 
feminas. 

Nicholas,  W.  M.:  Es  Freons  propellantes  inerte?,  New 
York  State  J.  Med.  74:  1939  (Octobre)  1974. 

Le  inhalation  de  hydrocarbonos  halogenate  per  pro- 
ducer anesthesia  pote  causar  arrhythmias  cardial,  speci- 
almente  si  produce  se  un  stimulation  sympathetic.  Le 
hydrocarbonos  fluorinate  (Freons)  ha  essite  considerate 
como  propellantes  inerte  in  le  spargeros  de  typo  aerosol. 
Le  inhalation  deliberate  de  iste  agentes  ha  causate 
multe  mortes  subite,  possibilimente  per  arrhythmia  car- 
dial.  Le  Freons  inhalate  per  patientes  asthmatic  que 
usa  bronchodilatatores  contenite  in  aerosoles  es  compos- 
tos  toxic  o non  inerte,  ben  que  existe  un  bon  evidentia 
que  suggere  que  le  nivellos  sanguine  obtenite  durante  le 
uso  clinic  esseva  insufficiente  pro  producer  toxicitate, 
excepto  in  le  patientes  con  hypoxemia  grave. 

Eisenberg,  L,  Taub,  H.  A.,  e DiCarlo,  L.:  Tractamen- 
to  con  acupunctura  del  surditate  sensorineural;  studio 
evalutative,  New  York  State  J.  Med.  74:  1942  (Octobre) 
1974. 

Iste  projecto  esseva  designate  pro  evalutar  le  utilitate 
possibile  del  acupunctura  per  le  tractamento  del  surdi- 
tate sensorineural.  Quatro  parve  studios  esseva  condu- 
cite  usante  un  total  de  10  feminas  e 15  homines  volun- 
taries. Iste  subjectos  esseva  de  14  a 79  annos  de  etate,  e 
includeva  le  grado  del  surditate  (leve  o profunde)  e le 
antecedentes  audiometric.  Le  numero  de  tractamentos 
experimental  variava  de  8 a 28;  in  addition,  certe  subjec- 
tos recipeva  usqua  8 tractamentos  de  controlo,  usante 
punctos  de  acupunctura  non  relationate  con  le  surditate. 
Le  possible  cambios  in  le  audition  esseva  evalutate  us- 
ante reportos  verbal  e le  mensuras  pre  e post  del  limines 
del  tono  pur,  e etiam  le  limines  del  reception  del  parolas 

continued  on  page  1916 
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e le  exactitude  del  discrimination  parolari.  Le  trovatos 
general  esseva  que  ben  que  le  reportos  verbal  suggereva 
un  melioramiento  del  audition,  le  tests  auditori  revelava 
cambios  parve  e non  uniforme. 

Yamada,  K.,  Holyoke,  D,,  Endo,  M.,  e Takemoto,  T.: 

Evalutation  endoscopic  gastrointestinal  mediante  un 
panendoscopio  equipate  con  un  systema  de  lentes  con- 
vertibile  e un  dispositivo  pro  biopsias  in  canal.  New  York 
State  J.  Med.  74:  1950  (Octobre)  1974. 

Nostre  resultatos  con  le  uso  del  nove  panendoscopio 
de  fibra  optic  Machida  (PFS-B12oo)  in  123  endoscopias 
gastrointestinal  consecutive,  es  reportate.  Le  rendi- 
mento  del  pancreatocholangiographias  usante  iste  pane- 
doscopio  convertibile,  es  discutite.  Iste  instrumento 
permite  facer  un  examination  complete  del  tracto  gas- 
trointestinal superior  mediante  le  cambio  de  vista  fron- 
tal a lateral,  como  sia  requerite.  In  plus,  le  instrumento 
permite  practicar  biopsias,  catheterisationes  e pancrea- 
tocholangiographias; etiam  es  utile  como  endoscopio  de 
multiple  applicationes  per  le  examination  complete  del 
tracto  gastrointestinal. 

Cherubin,  C.  E.,  Anagnastopoulos,  C.,  Berger,  S., 
Matarese,  R.,  Padmanabhan,  C.  S.,  Perilli,  J.,  Pulini, 
M.,  Scannapiego,  S.,  Taddonio,  R.,  Tan,  J.,  Taverna, 
L.,  Villamena,  D.,  Waymost,  R.,  Weiser,  P.,  e Zeitlin, 

W.:  Pneumonia  pneumococcic  presumptive;  tractam- 

ento  parenteral  con  penicillina,  cephaloridina,  e lincom- 
ycina,  seguite  de  therapia  oral,  New  York  State  J.  Med. 
74:  1954  (Octobre)  1974. 

Cento-duo  (102)  patientes  con  pneumonia  pneumo- 
coccic presumptive,  de  gravitate  leve  o moderate,  esseva 
tractate  con  un  de  tres  antibioticos  administrate  intra- 
muscularmente  como  sigue:  600.000  unitates  de  peni- 
cillina-procaina,  4 vices  al  die;  500  mg  de  cephaloridina, 
duo  vices  al  die,  e 600  mg  de  lincomycina,  duo  vices  al 
die.  Le  patientes  esseva  assignate  al  hazardo  a cata  un 
del  tres  gruppos  de  tractamento,  con  exception  in  caso 
de  antecendentes  de  allergia  al  penicillina.  Le  30  pro 
cento  del  casos  esseva  cambiate  al  tractamento  oral 
(penicillina,  cephalexina  o clindamycina)  depost  le  pa- 
tiente  ha  essite  afebrile  per  duo  o plus  dies.  Le  tres 
tractamentos  esseva  equalmente  effective  e omne  pa- 
tientes de  cata  gruppo  respondeva  satisfactorimente,  sin 
recadite.  Solmente  duo  patientes  habeva  reactiones  al- 
lergic, con  leve  eruption  cutanee.  In  30  pro  cento  del 
casos  esseva  presentate  un  responsa  al  therapia  rela- 
tivemente  lente  de  minus  que  4 dies.  Iste  esseva  debite 
a un  effusion  pleural  sterile  o a un  hepatitis  alcoholic 
probate.  Quasi  un  tertio  del  patientes  esseva  alcoholic 
chronic,  e le  plus  del  apparentemente  povre  responsa  oc- 
curreva  in  iste  gruppo  de  patientes.  Le  lapso  usque  le 
patiente  torna  se  afebrile  esseva  plus  longe  in  le  alcohol- 
icos  que  in  le  non  alcoholicos,  mesmo  quando  non  habe- 
va complicationes  infectiose.  In  30  pro  cento  del  casos, 
le  nitrogeno  ureic  del  sanguine  esseva  superior  a 30  mg/ 
100  ml;  iste  cifra  declinava  con  hydratation  e therapia 
adequate. 


Cushman,  P.,  e Kreek,  M.  K.:  Patientes  in  tractamen- 
to de  mantenimento  con  methadona;  effecto  del  metha- 
dona  supra  le  testosterona  plasmatic,  le  hormona  folli- 
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Whenever  an  APC/narcotic  is  indicated. 

Percodan  e 

tach  yellow,  scored  tablet  contains  4 50  mg  oxycodone  HCI  (Warning  May 
be  habit  forming).  0 38  mg  oxycodone  terephthalate  (Warning  May  be 
habit  forming).  224  mg  aspirin.  160  mg  phenacetin.  and  32  mg  caffeine 
INDICATIONS  for  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin or  caffeine 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce  drug  dependence  of 
the  morphine  type  and  therefore,  has  the  potential  tor  being  abused  Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  ol  Percodan.  and  it  should  be  prescribed  and  administered 
with  the  same  degree  ol  caution  appropriate  to  the  use  ol  other  oral  narcotic- 
containing  medications  Like  other  narcotic-containing  medications.  Percodan 
is  subiect  to  the  Federal  Controlled  Substances  Act 
Usage  m ambulatory  patients  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  lor  the  performance  ol  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery  The  patient  using  Percodan  should 
be  cautioned  accordingly 

Interaction  with  other  central  nervous  system  depressants  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines.  other  tran- 
quilizers. sedative-hypnotics  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  Percodan  may  exhibit  an  additive  CNS  depression  When 
such  combined  therapy  is  contemplated,  the  dose  ol  one  or  bolh  agents  should 
be  reduced 

Usage  in  pregnancy:  Sale  use  in  pregnancy  has  not  been  established  relative 
to  possible  adverse  ellects  on  letal  development  Therelore,  Percodan  should 
not  be  used  in  pregnant  women  unless,  in  the  judgment  ol  the  physician,  the 
potential  benefits  outweigh  the  possible  hazards 
Usage  in  children:  Percodan  should  not  be  administered  to  children 

Salicylates  should  be  used  with  caution  in  the  presence  ol  peptic  ulcer  or 
coagulation  abnormalities 

PRECAUTIONS:  Head  m/ury  and  increased  intracranial  pressure  The  respi- 
ratory depressant  ellects  ol  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  ol  head 
injury,  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  react  ions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 
Acute  abdominal  conditions  The  administration  of  Percodan  or  other  narcotics 
may  obscure  the  diagnosis  or  cl  mical  course  in  patients  with  acute  abdominal 
conditions 

Special  rist  patients  Percodan  should  be  given  with  caution  to  certain  pa- 
tients such  as  the  elderly  or  debilitated,  and  those  with  severe  impairment  ol 
hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time 

ADVERSE  REACTIONS:  The  most  trequently  observed  adverse  reactions 
include  light  headedness.  dizziness,  sedation,  nausea  and  vomiting  Some  ol 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  ANO  ADMINISTRATION:  Dosage  should  be  adjusted  according 
to  the  severity  of  the  pain  and  the  response  of  the  patient.  It  may  occasion- 
ally be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  ol 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  ellects  of  Percodan  may  be  addi- 
tive withthat  of  other  CNS  depressants.  See  WARNINGS 

Aspirin  may  enhance  the  effect  el  anticoagulants  and  inhibit  the  etlect  of 
uricosuric  agents 

MANAGEMENT  OF  0VER00SAGE : Signs  and  Symptoms:  Serious  overdose 
with  Percodan  is  characterized  by  respiratory  depression,  extreme  somno- 
lence progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In  severe  overdos- 
age.  apnea,  circulatory  collapse,  cardiac  arrest  and  death  may  occur  The 
ingestion  of  very  large  amounts  ol  Percodan  may.  in  addition,  result  in  acuta 
salicylate  intoxication 

treatment  Primary  attention  should  be  given  to  the  reestablishment  of  ade 
quate  respiratory  exchange  through  provision  ol  a patent  airway  and  the 
institution  of  assisted  or  controlled  ventilation.  The  narcotic  antagonist: 
naloxone,  nalorphine  or  leval  lorphan  are  specificentidotes  against  respiratory 
depression  which  may  result  from  overdosage  or  unusual  sensitivity  tr- 
narcot.cs.  including  oxycodone  Therefore,  an  appropriate  dose,  of  one  of  thesi 
antagonists  should  be  administered,  preferably  by  the  intravenous  route 
simultaneously  with  efforts  at  respiratory  resuscitation  Since  the  duratioi 
ol  action  ol  oxycodone  may  eiceed  that  ol  the  antagonist,  the  patient  shouli 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonis 
should  be  administered  as  needed  to  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  climcall 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measure 
should  be  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 

£ndo  Loborotories.lnc. 

Subsidiary  of  E I du  Pont  de  Nemours  & Co  (Inc.) 

Garden  City,  NY  11530 


1916  New  York  State  Journal  of  Medicine/ October  1974 


Pain:  a call  to 


□ rapid  acting 

□ effective,  reliable  oral  analgesia  in  moderate 
to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient  of 
Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics' 

□ one  tablet  q. 6 h* 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warping: 
May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit  forming),  224  mg.  aspirin,  160  mg.  phenacetin,and32mg.  caffeine. 


See  facing  page  for  Brief  Summary 
See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 
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Dialogue 


“I  may  be  prejudiced,  but  i am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 

Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center,  : 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihooc 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 
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Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  larger  teaching  facilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  trainingof  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


in the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 
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culo-stimulante  (HFS),  le  hormona  luteinisante  (HL)  e 
le  prolactina,  New  York  State  J.  Med  74:  1970  (Octo- 
bre)  1974. 

Le  nivellos  del  testosterona  plasmatic  in  8 homines 
seleccionate  e stabilisate  infra  tractamento  de  manteni- 
mento  con  methadona  esseva  determinate  ante  e depost 
un  dose  quotidian  de  methadona.  Le  concentration 
plasmatic  de  methadona  esseva  elevate  depost  le  admin- 
istration del  narcotico,  mais  non  habeva  cambios  signifi- 
cative del  nivellos  plasmatic  del  testosterona.  prolactina, 
HFS  e HL.  Ben  que  le  plasma  del  patientes  que  con- 
teneva  un  concentration  plus  elevate  de  methadona  ha 
le  tendentia  a haber  un  nivello  plus  basse  de  testostero- 
na, un  relation  simple  pro  iste  observation  non  ha  essite 
trovate.  Le  doses  quotidian  de  methadona  adminis- 
trate a individuos  stabilisate  e tolerante  del  droga  non 
produce  effectos  adverse  supra  le  concentrationes 
plasmatic  de  le  hormona  pituitari  e le  testosterona. 

Marsh,  D.  O.:  Therapia  adrenal  per  le  morbos  neuro- 
muscular!, incluso  le  myasthenia  gravis,  desde  1896, 
New  York  State  J.  Med.  74:  1974  (Octobre)  1974. 

Le  patientes  tractate  con  extracto  adrenal  per  morbos 
neuromusculari,  in  Paris,  al  fin  del  Seculo  XIX  es  discu- 
tite.  Inter  le  patientes  habeva  casos  de  myasthenia  gra- 
vis que  meliorava  durante  le  tractamento  adrenal.  Tal 
therapia  antedatava  plus  que  50  annos  al  uso  del  hormo- 
na adrenocorticotropic  (“ACTH”),  e le  plus  recente 
tractamento  alternative  con  prednisona  per  le  myasthe- 
nia gravis.  Henri  Huchard  es  accreditate  del  initiation 


del  therapia  adrenal  del  morbos  neuromusculari,  e le 
rolo  del  figuras  principal  del  Schola  Neurologic  de  Paris 
es  discutite. 


Serban,  G.:  Patientes  schizophrenic  in  le  communi- 

tate;  misinterpretation  legal  del  “derecto  a tractamen- 
to,” New  York  State  J.  Med.  74:  1977  (Octobre)  1974. 

Le  grado  de  autoevalutation  del  schizophrenicos  con 
respecto  a su  stato  mental  al  esser  hospitalisate  e su 
functionamento  premorbic  esseva  evalutate  in  quanto  a 
su  autoreporto  e stato  psychiatric.  Le  resultatos  de  iste 
studio  indica  que  le  eschizophrenicos  pare  haber  un  cog- 
noscimento  parve  de  su  difficultate  psychosocial,  e isto 
interfere  con  le  uso  constructive  del  attention  posthospi- 
talari.  Le  trovatos  emphatisa  le  necessitate  de  statutes 
legal  que  regule  le  attention  obligate  del  convalescentia 
del  schizophrenicos  incorporate  al  communitate. 

Roca,  P.  D.:  Morbo  necrotisante  (rheumatoide)  del 

sclera,  New  York  State  J.  Med.  74:  1982  (Octobre)  1974. 

Le  compromisso  oculari  in  le  morbo  eollagenic  es  plus 
frequentemente  observate  in  le  morbos  rheumatoide;  le 
uveitis  es  le  manifestation  predominante.  Le  scleritis  e 
le  episcleritis  occurre  minus  frequentemente;  general- 
mente,  iste  ultime  morbo  ha  un  character  benigne.  In 
iste  reporto,  le  typos  necrotisante  del  scleritis  profunde, 
rememorante  del  nodulos  rheumatoide,  illustra  e em- 
phatisa le  characteristicas  clinic-pathologic  e le  desvast- 
ante  curso  del  morbo. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


Familial  clustering  of 
hepatitis  B infection 

In  a survey  of  449  family  contacts  of  blood  donors 
from  197  households  with  carriers  of  hepatitis  B anti- 
gen, results  support  the  hypothesis  that  the  virus  can  be 
transmitted  nonparenterally.  Before  definitive  conclu- 
sions can  be  drawn  from  the  data,  however,  Wolf  Szmu- 
ness,  M.D.,  D.Sc.,  Alfred  M.  Prince,  M.D.,  Robert  L. 
Hirsch,  M.D.,  and  Betsy  Brotman  (New  Eng.  J.  Med 
289:  1 162  [Nov.  29]  1973)  caution  that  donors  with  B an- 
tigen may  actually  have  been  secondary  rather  than 
index  cases;  that  few  infants  were  available  for  testing 
and  few  relatives  outside  the  household,  making  a com- 
plete family  pedigree  impossible;  and  that  a large  num- 
ber of  the  study  population  was  nonwhite.  Of  the  do- 
nors from  the  hepatitis  B households,  6.7  per  cent  were 
antigen-positive  as  compared  to  0.8  per  cent  in  control 


households.  The  greatest  prevalence  of  B antigen  was 
among  siblings  (19.7  per  cent)  and  other  genetic  family 
contacts  (8  per  cent).  In  spouses,  B antigen  was  detect- 
ed less  frequently  (3.4  per  cent).  Hepatitis  B antibody 
was  detected  three  times  more  frequently  in  the  study 
households  than  in  control  households.  No  differences 
in  prevalence  of  hepatitis  B antibody  between  specific 
relatives  of  antigen  carriers  were  seen.  Familial  clus- 
tering does  not  appear  to  be  correlated  with  presence  c r 
absence  of  liver  damage  in  the  asymptomatic  donor  car- 
rier. Neither  venereal  nor  maternal-fetal  transmission 
seems  to  be  of  primary  importance  in  the  surveyed  fami- 
lies. This  report  presents  initial  findings  of  a longitudi- 
nal study  in  a sample  of  volunteer  blood  donors.  Pres- 
ence of  hepatitis  B antigen,  hemagglutinating  antibody 
against  the  antigen,  and  abnormal  serum  transaminase 
activity  were  the  markers  of  hepatitis  B infection  in  this 
survey. 
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Editorials 


Have  radar  ovens  the  potential  to  do  harm? 
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Radar  ovens  are  popular.  At  least  one  large 
consumer  group  does  not  recommend  their  use 
without  special  safeguards.  On  May  29,  1974,  the 
Food  and  Drug  Administration  proposed  that  per- 
manent warning  labels  be  added  to  all  microwave 
ovens.  The  Food  and  Drug  Administration  reject- 
ed a petition  by  Consumers  Union  calling  for  more 
comprehensive  warnings  and  safety  testing.  The 
suggested  warning  label  would  read,  “Do  not  at- 
tempt to  operate  this  oven  using  microwave  energy 
with  (a)  object  caught  in  door,  (b)  door  that  does 
not  close  properly,  (c)  damaged  door  or  hinge  latch 
or  sealing  surface.”  The  proposed  label  would 
also  advise  owners  and  repairmen  that  only  prop- 
erly qualified  personnel  should  undertake  the  re- 
pair of  microwave  ovens.  The  Food  and  Drug  Ad- 
ministration rejected  some  specific  points  in  the 
request  of  Consumers  Union,  but  at  the  same  time 
took  seriously  the  claims  of  Consumers  Union  that 
microwave  leakage  may  cause  eye  damage  and  skin 
burn  in  excessive  dosage. 

Other  types  of  injury  by  microwave  ranges  and 
by  other  zones  of  the  nonionizing  electromagnetic 
spectrum  have  been  described,  although  absolute 
scientific  proof  of  such  claims  is  still  lacking. 
Such  ranges  of  electromagnetic  radiation  are  used 
extensively  in  many  instruments  and  scientific  de- 
vices in  modern  technology. 


The  case  report  in  this  issue  of  the  Journal  suf- 
fers from  lack  of  pathological  data  but,  as  noted  by 
Dr.  Zaret,  this  is  difficult  to  obtain  in  the  human. 
Also,  early  changes  depend  on  study  of  the  lens, 
and  particularly  of  the  lens  capsule,  with  a narrow 
slit  beam,  if  the  alleged  early  capsule  alterations 
are  to  be  seen.  It  should  be  noted  too  that  others 
disagree  that  such  changes  do  occur  except  with 
overexposure  well  above  the  safety  limits  which 
have  been  recommended,  let  alone  with  minimal 
doses.  Their  contrary  opinions,  as  well  as  view- 
points in  agreement  with  the  author’s  contentions, 
follow  the  case  presentation.  The  case  report  in 
this  issue  alleges  specifically  that  lens  changes 
were  due  to  a leaking  radar  oven.  Dissenting 
opinions  follow  this  case  report  in  this  instance 
and  some  supporting  contentions  are  also  noted. 
A recent  article  by  one  of  the  dissenters,  Colonel 
Appleton  on  microwave  cataracts,  was  published 
as  a lead  article  in  the  Journal  of  the  AM  A dated 
July  22,  1974. 

One  thing  is  certain,  defective  devices  without 
safeguards  for  immediate  cutoff  if  the  doors  are 
opened,  and  any  instruments  with  a leak,  should 
not  be  used. 


A.  A.  A. 


Where  is  the  “Old  Family  Doctor?”* 


This  celebrated  and  beloved  character  seems  to 
be  missing.  He  is  almost  obsolete,  remarked  Dr. 
Howard  W.  Haggard  in  a recent  address.  Wistful 
myths  are  growing  up  about  his  memory.  He  was 
a power  in  the  town,  a paragon  in  medical  matters, 
an  oracle,  a father  confessor.  Babies  were  named 
after  him,  and  his  limitations  “were  known  only  to 
his  wife  and  the  town  druggist.”  We  may  smile  at 
him  if  we  like,  but  Dr.  Haggard  reminds  us  that  at 
any  rate  his  patients  did  not  turn  from  him  to  the 
quacks,  the  cults,  the  faddists.  They  respected 
him.  No  one  suggested  that  the  old  family  doctors 

* Reprint  of  editorial  in  the  New  York  State  Journal  of  Med- 
icine, published  May  15, 1934,  page  467. 


group  together  into  a subsidized,  socialized  sort  of 
practice  to  become  servants  rather  than  leaders  of 
the  community.  They  would  have  regarded  the 
slightest  hint  of  it  as  an  insult. 

Now  medicine  has  advanced  amazingly  and  the 
doctor  does  far  more  for  his  patients  than  in  the 
old  days,  yet  the  prestige  of  the  physician  and  the 
public  regard  for  medicine  “have  not  increased 
correspondingly,”  he  remarks,  “indeed,  they  seem 
to  have  declined.”  The  reason  for  it,  Dr.  Haggard 
finds  is  the  fact  that  the  doctor  has  become  a mere 
scientist,  and  “to  the  American  public  the  scientist 
is  not  a god,  but  only  a servant.”  This  loss  of 
prestige,  of  public  regard,  is  an  obstacle  to  the  ad- 
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vancement  of  medicine,  he  holds,  and  the  problem 
now  is  to  regain  them.  The  physician  must  leave 
his  office  sometime  and  become  a factor  in  public 
affairs.  “The  public  will  appreciate  the  impor- 
tance of  medicine  when  it  sees  the  physician  enter- 
ing into  the  activities  of  the  community  and  be- 
coming a leader  there.” 

However,  it  appears  that  some  of  the  old  family 
doctors  are  still  left,  and  one  of  them  out  in  Kan- 
sas writes  a letter  to  his  son  telling  about  the  good 
old  days.  We  find  it  in  the  Journal  of  the  Kansas 
Medical  Society.  He  compares  the  wonderful  new 
surgical  instruments  with  the  ones  of  his  time  and 
remarks  wisely  that  dexterous  fingers  and  a modi- 
cum of  brains  are  still  needed.  He  recalls  improvi- 
sations that  were  necessary  on  the  spur  of  the  mo- 
ment. “We  learned  to  make  bandages  with  starch 
instead  of  plaster  of  paris  and  to  saw  off  a bone  in 
an  emergency  with  a carpenter’s  saw.”  Once  he 
sent  a man  on  horseback  four  miles  over  the  prai- 
rie to  borrow  a long  tube  from  a baby’s  bottle  to 
“catheterize  a poor  old  nester  whose  functions 
were  out  of  commission.”  It  was  rapidly  used  and 
swiftly  returned  in  time  for  baby’s  next  feeding! 
There  were  no  telephones  or  automobiles,  and  the 
buggy  stove  burning  carbon  blocks  was  thought 
the  last  word  in  comfort  in  zero  weather. 

To-day  the  doctor  in  his  seated  sedan  goes  50 
miles  per  hour  “and  is  back  from  his  country  call 
and  on  his  second  rubber  of  bridge  before  the  old 
doctor  would  have  been  fifteen  miles  on  his  way.” 
But  today’s  doctor  “has  never  had  fifteen  or 
twenty  tow-headed  potential  candidates  for  Presi- 


Hans H.  Zinsser,  M.D. 


An  outstanding  member  of  the  Medical  Society 
of  the  State  of  New  York  who  has  been  a member 
of  the  Associate  Editorial  Board  of  the  New  York 
State  Journal  of  Medicine  for  many  years,  Dr. 
Hans  H.  Zinsser,  died  Wednesday,  August  14, 
1974.  Dr.  Zinsser  was  the  son  of  the  famous  bac- 
teriologist and  author  by  the  same  name.  He  was 
a graduate  of  Harvard  College  and  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

Dr.  Zinsser  combined  interests  in  clinical  medi 
cine  and  basic  science,  particularly  electronics  and 
its  applications  to  medicine.  He  made  important 
contributions  to  the  study  of  pyelonephritis  and 
kidney  calculi  and  specific  urological  problems  of 
space  medicine.  He  was  interested  in  the  use  of 
computers  in  research  in  clinical  diagnosis  and  in 


dent  named  after  him,”  he  has  missed  being  the 
trusted  adviser  in  time  of  family  trouble,  and  “has 
missed  the  affection  and  loyalty  that  was  the  heri- 
tage of  the  old  doctor.” 

This  subject  simply  will  not  down.  Dr.  Dean 
Lewis  of  Baltimore,  President  of  the  American 
Medical  Association,  read  a paper  a few  weeks  ago 
at  a medical  congress  in  Chicago  on  “The  Restora- 
tion of  the  General  Practitioner,”  and  as  some- 
times happens,  the  discussion  following  the  paper 
brought  out  some  of  the  most  stimulating  ideas. 
In  the  discussion  Dr.  James  B.  Herrick,  of  Chicago, 
said  that  the  general  practitioner  of  the  old  type 
“had  to  pass”  and  “cannot  be  put  back,”  because 
“the  mass  of  medical  knowledge  that  came  on  the 
world  a few  decades  ago  was  so  huge  that  it  made 
it  impossible  for  any  one  mind  to  grasp  it  all,  or  to 
practice  in  accordance  with  that  knowledge.”  For 
that  reason,  “the  day  of  the  know-all  and  do-all 
doctor  has  passed.” 

But  a new  type  of  family  doctor  is  developing, 
Dr.  Herrick  assures  us,  a type  that  will  succeed,  if 
he  is  qualified.  He  must  possess  knowledge  that  is 
gained  not  only  in  his  years  of  schooling,  but  “by 
studying  long  and  hard  through  the  years  of  prac- 
tice.” 

And  that  too,  is  not  all.  He  must  also  have 
character,  energy,  and  personality. 

The  kernel  of  it,  then,  seems  to  be  that  if  we  lose 
the  Old  Family  Doctor,  we  may  gain  in  his  place 
the  New  Family  Doctor,  perhaps  less  picturesque, 
but  far  better  for  the  family,  which  after  all  is  the 
main  point. 


programmed  teaching.  He  was  a member  of  man} 
important  scientific  organizations  including  th< 
New  York  Academy  of  Medicine,  the  Internationa 
Federation  for  Medical  Electronics,  and  was  i 
member  of  the  advisory  boards  of  the  Institute  o 
Radio  Engineers  and  of  the  American  Chemica 
Society. 

He  served  diligently  as  a member  of  our  Asso 
ciate  Editorial  Board  and  contributed  to  the  bet 
terment  of  the  New  York  State  Journal  of  Medi 
cine. 

We  wish  to  note  the  loss  we  all  have  sustainec 
and  extend  our  condolences  to  the  members  of  hi 
family. 

A.AA 
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II 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  DlMETAPP 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 
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Allergy? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 
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ADVERSE  REACTIONS:  Adverse  reac- 
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hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
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when  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2.  3,  or  4 contains-  Phenobarbital  (Vi  gr),  16  2 mg  (warning 
may  be  habit  forming);  Aspirin  (2  Vs  gr.),  162.0  mg  Phenacetin  (3  gr  ),  194.0  mg  ; Codeine 
phosphate.  Vi  gr.  (No  2),  Vs  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed  For  further  details 
see  product  literature 

/jjj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
viL'  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 
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School  of  Medicine,  State  University  of  New  York  at  Buffalo. 
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Health  Services,  State  of  New  York  Department  of  Health. 

The  neuropathogenicity  of  many  viruses  com- 
monly occurring  in  New  York  State  and  the  desir- 
ability of  elucidating  the  consequences  of  viral 
CNS  (central  nervous  system)  infections  has  since 
1949  prompted  a surveillance  of  CNS  diseases  of 
suspected  viral  etiology  by  the  State  of  New  York 
Department  of  Health.1-2  CNS  infections  affect 
children  and  adolescents  more  often  than  adults; 
they  affect  males  more  often  than  females.  This 
marked  age  and  sex  dependence  appears  to  be  gen- 
eral in  neurotropic  virus  infections,  since  it  is 
noted  in  years  with  different  prevalent  viruses. 

For  an  effectively  broad  surveillance  the  cooper- 
ation of  local  virus  laboratories  is  essential.  Such 
cooperation  was  initiated  during  1972,  when  clini- 
cal and  epidemiologic  data  were  gathered  on  796 
patients  with  CNS  disease  in  New  York  State,  ex- 

* Present  address:  Department  of  Microbiology  and  Immu- 
nology,  University  of  Arkansas  Medical  Center,  Little  Rock, 
Arkansas  72201. 


In  an  ongoing  study,  initiated  by  the  New  York 
State  Health  Department,  the  causes  and  the  fac- 
tors which  determine  the  frequencies  and  distribu- 
tion of  CNS  (central  nervous  system)  infections  of 
suspected  viral  etiology  were  studied  in  residents 
of  New  York  State.  Diagnostic  findings  were  ob- 
tained in  302  patients,  110  of  whom  resided  in  New 
York  City.  The  findings  disclosed  that  CNS  infec- 
tions associated  with  enteric  viruses  and  arbovi- 
ruses have  a definite  seasonal  distribution,  which 
appears  to  coincide  with  the  incidence  of  virus-as- 
sociated abacterial  meningitis.  No  seasonal  pref- 
erence was  observed  for  patients  with  a diagnosis 
of  encephalitis  or  for  diagnostic  findings  for  the 
most  common  nonenteric  pathogens,  herpes  sim- 
plex, and  mumps.  Most  infections  occurred  in 
children  and  adolescents,  and  males  were  more  fre- 
quently affected  than  females. 


elusive  of  New  York  City,  by  the  State  virus  labo- 
ratory (557  patients)  and  at  the  Erie  County  virus 
laboratory  (239  patients).  The  data  included  in- 
formation on  the  geographic  distribution  of  the 
patients.  In  addition,  110  diagnostic  findings 
were  obtained  at  the  virus  laboratory  of  the  City  of 
New  York  Department  of  Health. 

As  in  previous  years,  aseptic  meningitis,  enceph- 
alitis, and  meningoencephalitis  were  the  most 
common  diagnoses.  For  some  patients,  the  data 
did  not  permit  grouping  in  a specific  diagnostic 
category.  Enteric  viruses  were  the  most  frequent- 
ly isolated  agents.  An  unusually  high  number  of 
unidentified  agents  were  found. 

Techniques  for  virus  identification3  and  serolog- 
ic studies,  which  include  Ch  (complement  fixa- 
tion),4-5 HI  (hemagglutination  inhibition),6  and 
neutralization  tests,7-8  have  been  described.  Anti- 
bodies for  measles,  mumps,  herpes  simplex,  vari- 
cella, lymphocytic  choriomeningitis,  and  adenovi- 
ruses were  determined  by  CF  only.  Antibodies  for 
enteric  viruses  were  assayed  by  neutralization 
tests9  and  for  rubella  and  California  encephalitis 
viruses  by  CF  and  HI  tests.  Antibodies  for  other 
arboviruses  were  determined  by  HI  only.  All  sera 
showing  HI  reaction  with  arbovirus  antigen  were 
also  tested  by  neutralization.  The  following  arbo- 
virus antigens  were  used:  Western  equine  en- 

cephalomyelitis, Eastern  equine  encephalomyeli- 
tis, St.  Louis  encephalitis,  Powassan,  California 
encephalitis,  and  Cache  Valley  of  the  Bunyamwera 
group. 
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TABLE  I.  Laboratory  diagnostic  findings  in  patients  with  central  nervous  system  disease 


Number  of 

Diagnostic  Category  Patients 


Agents  Indicated  (Number  of  Cases) 


Confirmed  diagnoses 

4-fold  or  greater  antibody  rise  57 


Virus  isolations  from 

CSF  or  tissue  33 

CSF  and  stool  and/or  throat  swab  16 

Total  confirmed  diagnoses  106 

Presumptive  diagnoses 

4-fold  or  greater  CF  antibody  26 

decline  or  unusual  antibody 

Virus  isolations  from 

Stool  or  throat  swab  162 

Stool  and  throat  swab  14 

Total  presumptive  diagnoses  202 


Coxsackie  A9  (1),  Coxsackie  A16  (1),  Coxsackie  B5  (15),  Ectn 
11  (2);  influenza  A (3),  mumps  (11),  measles  (1),  rubella  (1) 
Powassan  (2),  California  encephalitis  (9),  adeno  (1),  herpe 
simplex  (8),  varicella  (2) 

Coxsackie  A1  (1),  Coxsackie  A9  (2),  Coxsackie  B3  (3),  Coxsacki 
B4  (26);  Echo  4 (1),  Echo  11  (4),  Echo  31  (2);  mumps  (1) 
herpes  simplex  (5),  adeno  2 (1),  adeno  7A  (2),  U (1) 


Coxsackie  B5  (2),  influenza  A (2),  mumps  (9),  Californi 
encephalitis  (6),  herpes  simplex  (2),  varicella  (2),  cytomegalc 
virus  (2),  Mycoplasma  pneumoniae  (1) 

Polio  1 (4),  polio  2 (2),  polio  3 (1);  Coxsackie  A2  (2),  Coxsacki 
A4  (1),  Coxsackie  A9  (4),  Coxsackie  B2  (4),  Coxsackie  B 
(2),  Coxsackie  B5  (101);  Echo  3 (1),  Echo  4 (5),  Echo  9 (2) 
Echo  11  (15),  Echo  14  (3),  Echo  15  (1),  Echo  31  (3);  in 
fluenza  A2  (1),  herpes  simplex  (2),  adeno  1 (1),  adeno  2 (1) 
adeno  5 (3),  adeno  7 (5),  U (12) 


Total  308* 


FIGURE  1 Geographic  distribution  of  patients  with  central  nervous  system  symptoms  and  virus  diagnostic  findings  (nii- 
ber  of  patients  studied  per  number  of  diagnostic  findings).  X = Total  number  studied  not  available. 
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TABLE  II.  Seasonal  distribution  of  patients  with  central  nervous  system  disease  and  of  the  diagnostic  findings.  New  York 

State  exclusive  of  New  York  City 


1972  Month 
of  Onset  of 
Illness 

Number  of 
CNS  Patients 
with 

Virologic 

and/or 

Serologic 

Studies 

Total 

Number  of 
Laboratory 
Diagnostic 
Findings 

• 

Agents  Indicated  (Number  of  Cases) 

January 

28 

4 

Influenza  A (1),  mumps  (1),  adeno  7 (1),  herpes  simplex  (1) 

February 

14 

0 

March 

27 

3 

Polio  2 (1),  Echo  9 (1),  varicella  (1) 

April 

21 

2 

Polio  3 (1),  rubella  (1) 

May 

38 

6 

Polio  1 (1),  mumps  (1),  herpes  simplex  (1),  varicella  (1), 
adeno  3 (1),  adeno  5 (1) 

June 

49 

13 

Coxsackie  B5  (2),  Echo  11  (1),  Echo  31  (3),  mumps  (2), 
California  encephalitis  (1),  Powassan  (2),  herpes  simplex 
(1),U(1) 

July 

123 

57 

Coxsackie  A2  (1),  Coxsackie  A4  (1),  Coxsackie  A9  (1), 
Coxsackie  B3  (3),  Coxsackie  B5  (34),  Echo  4 (3),  Echo  11 
(7),  Echo  31  (1),  herpes  simplex  (2),  U (4) 

August 

213 

78 

Coxsackie  A9  (1),  Coxsackie  B2  (1),  Coxsackie  B5  (51),  Echo 
9 (1),  Echo  11  (4),  Echo  14  (1),  mumps  (1),  California 
encephalitis  (10),  herpes  simplex  (2),  adeno  5 (1),  adeno  7 
(1),U  (4) 

September 

121 

17 

Coxsackie  B2  (1),  Coxsackie  B3  (1),  Coxsackie  B5  (4),  Echo  3 
(1),  Echo  11  (2),  Echo  31  (1),  California  encephalitis  (3), 
adeno  5 (1),  Mycoplasma  pneumoniae  (1),  U (2) 

October 

108 

14 

Polio  1 (3),  polio  2 (1),  Coxsackie  B5  (3),  Echo  11  (2),  measles 
(1),  California  encephalitis  (1),  herpes  simplex(2),  U (1) 

November 

40 

3 

Coxsackie  A2  (1),  influenza  A (1),  U (1) 

December 

14 

1 

Coxsackie  A1  (1) 

Totals 

796 

198 

Coxsackie  B5  (94),  Echo  11  (16),  California  encephalitis 
(15),  U (13),  Other  (60) 

U “ unknown. 


Cell  cultures  used  for  virus  isolation  at  the  State 
laboratory  were  primary  rhesus  monkey  kidney 
(PMK),  diploid  human  embryonic  lung  and  pri- 
mary human  amnion  cells.  At  the  Erie  County 
laboratory  they  were  primary  rhesus  monkey  kid- 
ney, HEp  2,  andtw'o  continuedlines  derived  in  this 
laboratory  from  rabbit  kidney  cells  (BIRK)  and 
African  green  monkey  kidney  cells  (BGM).10’11 

Assays  for  virus  and  virus  antibody  at  the  three 
collaborating  laboratories  followed  the  protocols 
accepted  by  public  health  laboratories.  However, 
local  conditions,  including  availability  of  funds, 
space,  and  clerical  staff,  necessitated  some  differ- 
ences in  the  testing  of  specimens  and  the  process- 
ing of  data.  At  the  Erie  County  laboratory  only 
isolation  attempts  were  performed,  at  the  State 
laboratory  the  serologic  tests  excluded  assays  for 
enterovirus  antibody,  and  at  the  New  York  City 
laboratory  the  total  numbers  of  patients  studied  in 
the  relevant  categories  were  not  tabulated.  These 
differences  affect  the  presentation  of  data  in  this 
report  and  should  also  be  kept  in  mind  in  the  eval- 
uation of  the  results. 

Findings 

Laboratory  diagnostic  findings  were  obtained  in 
specimens  from  302  patients:  State  laboratory, 

146;  New  York  City  laboratory,  110;  Erie  County 


laboratory,  46  (Table  I).  In  one-third  of  the  cases, 
serum  conversions  for  virus  isolation  from  blood, 
tissue,  and  CSF  (cerebrospinal  fluid)  indicated  an 
active  infection  and  permitted  a confirmed  diag- 
nosis. For  the  rest,  antibody  findings  at  unusual 
levels  or  of  unusual  type  or  isolation  of  virus  from 
stool  or  throat  swabs  was  considered  to  support  a 
presumptive  diagnosis.  In  these  cases  the  labora- 
tory data  suggested  an  active  or  recent  infection. 
For  virus  isolations  from  stool  or  swabs,  the  re- 
mote possibility  of  passenger  virus  should  also  be 
considered.  Figure  1 presents  the  geographic  dis- 
tribution of  the  patients  and  the  diagnostic  find- 
ings. It  is  apparent  that  more  patients  were  stud- 
ied from  counties  with  greater  density  of  popula- 
tion. 

The  highest  incidence  of  CNS  disease  was  ob- 
served, as  usual,  during  July,  August,  September, 
and  October  (Table  II).  The  most  prevalent  virus 
was  Coxsackie  B5;  the  next  most  frequently  en- 
countered enteric  virus  was  Echo  11.  Among  non- 
enteric viruses,  California  encephalitis,  herpes 
simplex,  and  mumps  viruses  had  the  highest  inci- 
dence. The  latter  two  agents  showed  no  seasonal 
preference,  but  California  encephalitis  infections 
were  observed  only  from  June  to  October.  Two 
Powassan  infections  were  confirmed  in  June. 
Human  infections  with  signs  of  encephalitis 
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TABLE  III.  Seasonal  distribution  of  patients  with  both  central  nervous  system  disease  and  virus  diagnostic  findings,  New 

York  City 


1972 


Month  of 
Onset 
Illness 

— Number  of  DNS  Patients  with — - 
Diagnostic  Menin-  Enceph- 

Findings  gitis  alitis 

Agents  Indicated  (Number  of  Cases) 

January 

9* 

3 

5 

Influenza  A (3),  influenza  A2  (1),  mumps  (1),  herpes 
simplex  (2),  adeno  7A  (2) 

February 

2 

2 

0 

Mumps  (2) 

March 

4* 

2 

1 

Mumps  (1),  herpes  simplex  (1),  varicella  (1),  cyto 
megalo  (1) 

April 

7 

5 

2 

Mumps  (5),  herpes  simplex  (1),  varicella  (1) 

May 

2 

2 

0 

Mumps  (2) 

June 

10 

8 

2 

Coxsackie  B2  (1),  Coxsackie  B5  (8),  cytomegalo  (1) 

July 

34 

32 

2 

Coxsackie  B5  (29),  mumps  (2),  herpes  simplex  (1) 
adeno  (1),  adeno  7A  (1) 

August 

24 

24 

0 

Coxsackie  A9  (4),  Coxsackie  B2  (1),  Coxsackie  Bi 
(12),  Echo  4 (2),  Echo  11  (3),  mumps  (1),  adeno  IP 

(1) 

Coxsackie  A9  (1),  Coxsackie  A16  (1),  Coxsackie  B3 
(1),  Coxsackie  B5  (1),  Echo  11  (2),  Echo  14  (2) 
Echo  15  (1),  herpes  simplex  (1) 

September 

10 

9 

1 

October 

0 

0 

0 

November 

7 

5 

2 

Echo  4 (1),  mumps  (1),  herpes  simplex  (2),  adeno  (1) 
adeno  2 (1),  adeno  7A  (1) 

December 

1 

1 

0 

Mumps  (1) 

Totals 

not 

93 

15 

Coxsackie  B5  (50),  mumps  (16),  herpes  simplex  (8)1 
others  (36) 

* Includes  1 patient  with  polyneuritis,  f Includes  2 patients  with  polyneuritis. 


showed  no  seasonal  prevalence,  but  most  of  the 
meningitis  cases  were  observed  during  the  sum- 
mer, as  the  findings  for  New  York  City  show 
(Table  III).  Thirteen  of  the  isolates  obtained 
could  not  be  identified  and  may  represent  new  vi- 
ruses or  variants. 

More  than  half  of  the  CNS  infections  occurred 
in  children  fifteen  years  of  age  or  under  (Table  IV; 
New  York  City  data  show  a very  similar  age  and 
sex  distribution).  The  data  confirm  previous  ob- 
servations that  males  in  all  age  groups,  except  pos- 
sibly those  sixteen  to  thirty  years  old,  are  more 
frequently  affected  than  females. 

In  Table  V laboratory  diagnostic  findings  are 
correlated  with  the  diagnoses  supplied  by  physi- 
cians in  their  notes  accompanying  the  specimens. 
Aseptic  meningitis  was  the  clinical  diagnosis  for  70 
per  cent  of  the  302  patients  with  virus  diagnostic 
findings,  encephalitis  for  18  per  cent,  and  menin- 
goencephalitis for  5 per  cent.  The  rates  of  labora- 
tory diagnostic  findings  in  these  groups  were  34, 
27,  and  52  per  cent  respectively.  Coxsackie  B5 
virus  was  found  in  patients  from  all  three  groups, 
as  were  mumps,  herpes  simplex,  and  California  en- 
cephalitis viruses.  However,  diagnoses  of  enceph- 
alitis and  meningoencephalitis  were  relatively 
more  f requent  in  patients  with  California  encepha- 
litis and  herpes  simplex  infections. 

In  2 cases  the  disease  took  a fatal  course.  Polio- 
virus type  1 was  isolated  from  stool  and  brain  of  a 
ten-month-old  boy  with  encephalitis  and  bron- 
chopneumonia secondary  to  dysgammaglobuli- 
nemia.  The  child  had  received  oral  trivalent  po- 
liomyelitis vaccine  at  two  and  seven  months  of  age. 


Both  isolates  were  submitted  to  the  Center  fo 
Disease  Control  in  Atlanta,  Georgia,  which  re 
ported  that  they  “cannot  be  identified  by  the  chai 
acterization  results  as  a vaccine  strain.”  From  a 
eight-year-old  girl  with  Reye’s  syndrome,  adenovi 
rus  type  2 was  isolated  from  the  adrenal  orgar 
No  virus  was  isolated  from  the  brain,  thyroi 
gland,  lymph  nodes,  or  heparinized  blood. 

In  4 patients  a confirmed  diagnosis  of  adenov 
rus  type  7 infection  was  obtained  by  isolation  c 
the  virus  from  CSF  (3)  or  by  serum  conversion  an 
virus  recovery  from  stool  (1).  Three  of  the  pe 
tients  were  children  (six  months,  one  and  one-ha 
years,  and  four  years  of  age)  with  diagnoses  ( 
meningitis  (2)  or  encephalitis  (1).  The  fourth  pi 
tient  was  a forty-three-year-old  male  with  p( 
lyneuritis  and  Bell’s  palsy. 

High  levels  of  cytomegalovirus  , antibody  wer 
observed  in  a six-month-old  infant  with  seizure 
and  in  a woman  twenty-one  years  of  age  with  dia£ 
nosis  of  Guillain-Barre  polyneuritis  and  hepatitis. 

In  6 patients,  there  was  evidence  of  either  simu 
taneous  or  closely  spaced  dual  infections:  (1)  isc 
lation  of  Echo  31  from  the  CSF  and  serum  convei 
sion  for  Powassan  virus  in  a fourteen-month-ol 
male  infant  with  encephalitis  and  hemiplegia;  (i 
isolation  of  Coxsackie  B5  from  the  stool  and  serui 
conversion  for  California  encephalitis  in  a sever 
year-old  girl  with  seizures,  drowsiness,  and  abnoi 
mal  CSF;  (3)  isolation  of  Coxsackie  A4  and  an  ur 
identified  agent  from  the  stool  of  a five-year-ol 
girl  with  meningitis;  (4)  isolation  of  Coxsackie  B 
from  the  CSF  and  an  unidentified  agent  from  th 
stool  of  a two-month-old  male  infant  with  a diaf 
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TABLE  IV.  Laboratory  diagnostic  findings  by  age  and  sex  of  patient,  New  York  State  exclusive  of  New  York  City 


Age  Group 
(Years') 
(Sex) 

No.  of 
Patients 
with  Lab- 
oratory 
Diagnos- 
tic 

Studies 

Total 
No.  of 
Labora- 
tory 

Diagnos- 

tic 

Findings 

Coxsackie 

B5 

Other  Nonenteric 

Enteroviruses  Viruses 

0 to  5 
F 

105 

27 

10 

Polio  2 (1),  Coxsackie  A2  (1), 

Mumps  (1),  measles  (1), 

M 

167 

53 

27 

Coxsackie  A4  (1),  Echo  3 
(1),  Echo  11  (3),  Echo  31 
(1),  U (4) 

Polio  1 (2),  polio  2 (1),  polio 

California  encephalitis  (2), 
herpes  simplex  (1) 

Mumps  (1),  California 

Unknown 

6 

1 

3 (1),  Coxsackie  A1  (1), 
Coxsackie  B2  (1),  Echo  4 (1), 
Echo  11  (6),  Echo  31  (1), 

U (3) 

Coxsackie  B3  (1) 

encephalitis  (1),  Powassan 
(1),  herpes  simplex  (1), 
varicella  (1),  adeno  5 (2), 
adeno  7 (2) 

6 to  15 

F 

72 

21 

10 

Coxsackie  A2  (1),  Echo  4 (1), 

California  encephalitis  (4), 

M 

142 

39 

16 

Echo  31  (1),  U (2) 

Polio  1 (1),  Coxsackie  A9  (2), 

herpes  simplex  (1),  adeno 
2 (1) 

Mumps  (2),  California 

Unknown 

2 

1 

Coxsackie  B2  (1),  Echo  4 
(1),  Echo  11  (4),  U (1) 

U (1) 

encephalitis  (7),  Powassan 
(1),  herpes  simplex  (2), 
adeno  5 (1) 

16  to  30 

F 

68 

17 

9 

Coxsackie  B3  (3),  Echo  9 (1), 

Influenza  A (1),  rubella  (1) 

M 

66 

18 

11 

Echo  11  (2) 

Echo  9 (1),  Echo  14  (1), 

California  encephalitis  (1), 

Unknown 

1 

0 

Echo  31  (2) 

varicella  (1),  herpes  simplex 

(1) 

31  to  60 

F 

37 

5 

2 

Influenza  A (1),  mumps  (1), 

M 

57 

9 

7 

Echo  11  (1) 

herpes  simplex  (1) 
Herpes  simplex  (1) 

>60 

F 

12 

1 

Herples  simplex  (1) 

M 

16 

0 

Unknown 

F 

14 

0 

M 

25 

2 

2 

Unknown 

Summary 

F 

6 

4 

Polio  1 (1),  U (2) 

Mycoplasma  pneumoniae  (1) 

308 

71 

31 

M 

473 

121 

63 

Unknown 

15 

6 

0 

Totals 

796 

198 

94 

U = unknown. 


nosis  of  aseptic  meningitis;  (5)  isolation  of  Cox- 
sackie  B5  and  adenovirus  type  5 from  the  rectal 
swab  of  a one-month-old  child  with  meningitis; 
and  (6)  isolation  of  polioviruses  type  1 and  2 from 
the  stool  of  a five-month-old  boy  with  encephali- 
tis. The  last  patient  had  received  oral  poliomyeli- 
tis vaccine  seven  days  prior  to  onset  of  symptoms 
and  collection  of  the  fecal  specimens.  No  viruses 
were  isolated  from  the  CSF  collected  on  the  same 
day.  Both  strains  were  identified  at  the  Center 
for  Disease  Control  as  “most  probably  vaccine  de- 
rived.” 

Comment 

Enteroviruses  were  the  most  frequently  encoun- 


tered and  widespread  neuropathogenic  viruses, 
and  Coxsackie  B5  and  Echo  11  were  the  most 
prevalent  types.  The  unusually  high  number  of 
unidentified  isolates,  most  of  them  from  fecal 
specimens,  suggests  the  occurrence  of  one  or  more 
new  enteric  viruses  with  neuropathic  properties. 
Further  work  to  characterize  these  strains  is  under 
way. 

Among  the  nonenteric  viruses,  those  of  the 
herpes  group  were  the  most  important,  as  judged 
by  their  etiologic  involvement  in  23  patients,  14  of 
whom  had  a diagnosis  of  encephalitis  or  menin- 
goencephalitis. Arboviruses  were,  however,  the 
most  common  in  upstate  New  York;  15  cases  of 
California  encephalitis  and  2 cases  of  Powassan  in- 
fections were  observed.  Only  7 arbovirus  infec- 
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TABLE  V.  Laboratory  diagnostic  findings  by  diagnosis  of 
patient 


Agent 

Indicated 

E 

MEM  P Other  Total 

Polio 

1 

2 

2 

4 

2 

1 

1 

2 

3 

1 

1 

Coxsackie 

A1 

1 

1 

A2 

1 

1 

2 

A4 

1 

1 

A9 

7 

7 

A16 

1 

1 

Coxsackie 

B2 

1 

3 

4 

B3 

1 

4 

5 

B5 

11 

8 

115 

10 

144 

Echo 

3 

1 

1 

4 

1 

5 

6 

9 

2 

2 

11 

2 

19 

21 

14 

3 

3 

15 

1 

1 

31 

3 

1 

1 

5 

Influenza  A2 

1 

1 

Influenza  A 

2 

3 

5 

Mumps 

2 

1 

18 

21 

Measles 

1 

1 

Rubella 

1 

1 

California 

encephalitis 

9 

3 

2 

1 

15 

Powassan 

1 

1 

2 

Adeno 

1 

1 

1 

2 

1 

1 

2 

5 

2 

1 

3 

7 

1 

4 

2 

7 

group 

1 

1 

Herpes  simplex 

12 

1 

3 

1 

17 

Varicella 

3 

1 

4 

Cytomegalo 

1 

1 

2 

Unidentified 

12 

1 

13 

Mycoplasma 

pneumoniae 

1 

1 

Summary 

New  York  City: 

Findings 

15 

94 

1 

110 

New  York  State 
(exclusive  of 
New  York  City) 

Findings 

39 

15 

121 

4 

19 

198 

Patients  studied 

146 

29 

354 

21 

246 

796 

Percentage 

27 

52 

34 

19 

7 

25 

Total  findings 

54 

15 

215 

4 

20 

308  f 

* E = encephalitis;  ME  <=  meningoencephalitis;  M = aseptic  menin* 
gitis,  includes  abacterial  meningitis;  P «=  paralytic  disease;  Other:  in- 
cludes suspected,  unspecified  CNS  disease, 
t Observed  in  302  patients. 

tions  were  observed  in  1971.  In  view  of  the  rela- 
tively low  numbers,  the  data  cannot  be  considered 
statistical  proof  of  an  increased  incidence  of  arbo- 
virus infections  in  1972.  They  emphasize,  how- 
ever, the  need  for  continued  surveillance  of  patho- 
genic arthropod-horne  viruses  in  wildlife,  domestic 
animals,  and  arthropods  that  may  serve  as  reser- 
voirs or  vectors  respectively.  Ten  of  the  patients 
with  California  encephalitis  resided  in  surburban 


areas  of  the  capital  district  where  California  en- 
cephalitis virus  infection  had  also  occurred  in  pre- 
vious years:  1969,  1 case;  1970,  1 case;  1971,  5 

cases.1,2,12 

In  the  2 fatal  cases  an  etiology  of  poliovirus  type 
1 was  suggested  by  virus  isolations  from  stool  and 
brain  of  a child  with  encephalitis.  In  the  other 
case,  a girl  with  Reye’s  syndrome,  the  isolation  of 
adenovirus  type  2 from  the  adrenal  gland  raises 
the  question  of  what,  if  any,  role  the  infection  with 
this  common  childhood  pathogen  may  have  played 
in  the  etiology  of  the  clinical  illness.  Different  vi- 
ruses were  reported  by  others  to  have  been  associ- 
ated with  Reye’s  syndrome.13  The  potential  of 
adenoviruses  for  neuropathogenicity  is  suggested 
by  the  confirmed  diagnosis  of  adenovirus  type  7 
infection  in  4 of  our  patients  and  also  by  reports  of 
isolation  of  adenovirus  type  3 and  5 from  CSF  of 
children  with  encephalitis.14 

Two  patients  had  high  levels  of  cytomegalovirus 
antibody;  in  an  infant  they  suggest  a congenital  cy- 
tomegalovirus infection  with  involvement  of  the 
CNS  resulting  in  seizures.  The  data  on  the  other 
patient,  a young  woman,  do  not  permit  a conclu- 
sive interpretation  in  view  of  the  dual  diagnosis  of 
hepatitis  and  Guillain-Barre  polyneuritis. 

In  the  6 patients  with  evidence  of  closely  spaced 
or  dual  infections,  the  etiologic  role  of  each  virus  is 
difficult  to  assess,  particularly  when  both  agents 
are  potentially  neuropathogenic,  as  was  the  case  in 
4 children.  The  presence  of  adenovirus  type  5 in 
the  infant  with  meningitis  and  Coxsackie  B5  ex- 
cretion is  considered  to  be  coincidence.  Coinci- 
dence is  also  assumed  in  the  patient  with  polio- 
viruses type  1 and  2.  The  one-week  interval  be- 
tween vaccination  and  onset  of  symptoms  is  toe 
short  to  make  an  etiologic  involvement  of  thesf 
strains  likely. 

In  1972  diagnostic  rates  for  the  three  majo 
categories — encephalitis,  meningoencephalitis 

and  abacterial  meningitis  (27, 52,  and  34  per  cent)— 
were  similar  to  those  in  the  previous  year  (30,  55 
and  49  per  cent). 

The  large  increase  in  the  number  of  patient 
studied  in  1972  (Table  V)  over  those  studied  b; 
the  State  laboratory  alone  in  1971  (444)  and  ii 
1970  (190)  indicates  the  value  of  collaboratio) 
among  virus  laboratories.  It  also  reflects  the  in 
creasing  awareness  by  physicians  in  New  Yor 
State  of  the  availability  of  laboratory  diagnosti 
services. 

Summary 

In  1972,  virus  diagnostic  findings  were  obtaine 
in  302  patients  with  CNS  disease  of  suspecte 
viral  etiology.  All  patients  were  residents  of  Ne' 
York  State.  In  6 cases  the  findings  indicated  s 
multaneous  or  closely  spaced  infection  by  two  dii 
ferent  agents.  Enteroviruses,  the  major  group  c 
pathogens,  were  found  in  211  cases.  Coxsackie  B 
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was  the  prevalent  agent.  The  most  frequently  en- 
countered nonenteric  viruses  were  mumps  (21), 
herpes  simplex  (17),  and  California  encephalitis 
(15).  Males  appeared  to  be  more  often  affected 
than  females  and  children  more  often  than  adults. 
The  most  frequent  clinical  diagnosis  among  pa- 
tients with  virus  diagnostic  findings  was  aseptic 
meningitis  (70  per  cent),  encephalitis  (18  per 
cent),  and  meningoencephalitis  (5  per  cent).  Two 
fatal  cases  were  observed.  In  one  of  these  polio- 
virus type  1 was  isolated  from  brain  and  stool,  in 
the  other,  adenovirus  type  2 was  isolated  from  the 
adrenal  organ. 
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— Cranial  nerve  paralysis  with  diplopia  involving  the  third,  fourth,  and  sixth  cranial  nerves  is  occasionally  the  pre- 
senting complaint  of  diabetes.  Third-nerve  paralysis  is  probably  most  common,  may  be  bilateral,  and  the  pupil  is 
usually  not  dilated. 

— Twenty  to  25  per  cent  of  all  patients  admitted  to  hospitals  in  diabetic  coma  are  undiagnosed  diabetics. 

— The  finding  of  calcification  of  the  seminal  vesicles  on  the  flat  film  of  the  abdomen  is  nearly  always  evidence  of  dia- 
betes. 

— Renal  glycosuria  is  usually  considered  to  be  a benign  condition,  although  some  long-term  studies  have  shown  that 
diabetes  will  eventually  become  manifest  in  a significant  number  of  such  patients. 

— Suspect  diabetes  mellitus  when  cataracts  appear  in  the  forties  and  fifties. 

— A higher  incidence  of  toxemia  of  pregnancy  is  said  to  occur  in  wives  of  diabetic  fathers. 

— The  “spotted-leg  syndrome”  consisting  of  depressed,  atrophic,  shiny  pigmented  areas  due  to  repeated  trauma  may 
be  the  first  sign  of  diabetes. 

— Nocturnal  diarrhea  may  be  a sign  of  diabetic  autonomic  nervous  system  neuropathy  or  visceral  neuropathy  and 
may  occasionally  be  accompanied  by  malabsorption. 

— Reactive  hypoglycemia  may  predate  the  occurrence  of  true  diabetes  mellitus. 
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If  there’s  good  reason 

to  prescribe 
for  psychic  tension... 


When,  for  example,  despite  counseling, 
tension  and  anxiety  continue  to  produce 
distressing  somatic  symptoms 


Prompt  action 
is  a good  reason 
to  consider  Wium 


(diazepam) 


When  your  patient's  somatic  complaints 
are  associated  with  tension  and  anxiety  and  you 
have  tried  counseling  and  other  supportive 
measures  alone,  you  may  decide  to  prescribe 
psychotherapeutic  medication.  If  you  do,  the 
question  remains:  which  one? 

Valium  (diazepam)  is  one  to  consider 
closely.  One  that  works  promptly  as  an  adjunct 
to  continued  supportive  measures.  One  that 
generally  produces  significant  improvement 
within  the  first  few  days  of  therapy,  although 
some  patients  may  require  more  time  for  a clear- 
cut  response. 

Prompt  action.  One  good  reason  to  con- 
sider Valium. 

And  should  you  choose  to  prescribe 
Valium,  you  should  also  keep  this  information 
in  mind.  Valium  is  usually  well  tolerated. 
Patients  taking  Valium  should  be  cautioned 
against  operating  dangerous  machinery  or 
driving.  Therapy  with  Valium  should  normally 
be  continued  until  the  patient’s  psychic  tension 
symptoms  have  been  reduced  to  tolerable  levels. 

Please  turn  page  for  a summary  of 
product  information. 


<^Wium 

(diazepam) 

2-mg,  5 -mg,  10-mg  tablets 


Other  good  reasons 
to  consider  Wium 

(diazepam) 


Effectiveness 


Dependable  response  Titratable  dosage 


The  efficacy  of  Valium 
(diazepam)  has  been  proven 
in  clinical  studies  and  in  ex- 
tensive clinical  use.  It  can 
relieve  psychic  tension  and  its 
somatic  symptoms  in  patients 
who  overreact  to  stress  and 
in  psychoneurotic  patients. 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fa- 
tigue, depressive  symptoms  or  agita- 
tion; symptomatic  relief  cf  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are 
receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simulta- 


The  psychotherapeutic 
effect  of  Valium  (diazepam), 
characterized  by  sympto- 
matic relief  of  tension  and 
anxiety,  is  generally  reliable 
and  predictable. 


neous  ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms (similar  to  those  with  barbitu- 
rates and  alcohol)  have  occurred 
following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweat- 
ing). Keep  addiction-prone  individu- 
als under  careful  surveillance  because 
of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age, 
weigh  potential  benefit  against  possi- 
ble hazard. 

Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharmacol- 
ogy of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  other 
antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debil- 
itated to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confu- 
sion, diplopia,  hypotension,  changes 
in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  uri- 


With  Valium  (diaz- 
epam), adjustments  in  dosa 
can  alter  the  clinical  re- 
sponse. This  titratability 
enables  you  to  tailor  your 
therapy  for  maximum  effi- 
ciency. There  are  three  con 
venient  tablet  strengths  to 
choose  from:  2 mg,  5 mg 
and  10  mg. 

nary  retention,  blurred  vision.  Pari 
doxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluc 
nations,  increased  muscle  spasticit 
insomnia,  rage,  sleep  disturbances 
stimulation  have  been  reported; 
should  these  occur,  discontinue  dr  . 
Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  ar 
liver  function  tests  advisable  durir 
long-term  therapy. 

Dosage:  Individualize  for  rm  - 
mum  beneficial  effect.  Adults:  Tet 
sion,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  a 
coholism,  10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q d. 
as  needed;  adjunctively  in  skeleta 
muscle  spasm,  2 to  1 0 mg  t.i.d.  or 
q.i.d.;  adjunctively  in  convulsive  ( - 
orders,  2 to  1 0 mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  * o 
2 Vi  mg,  1 or  2 times  daily  initially 
increasing  as  needed  and  toleratei 
(See  Precautions.)  Children:  1 to  h 
mg  t.i.d.  or  q.i.d.  initially,  increas  g 
as  needed  and  tolerated  (not  for  u : 
under  6 months). 

Supplied:  Valium®  (diazepa ) 
Tablets,  2 mg,  5 mg  and  1 0 mg;  b - 
ties  of  1 00  and  500.  All  strengths  1st 
available  in  Tel-E-Dose®  packagi 
of  100 
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The  inhalation  of  halogenated  hydrocarbons  for 
anesthesia  purposes  may  result  in  cardiac  arrhyth- 
mias, especially  if  sympathetic  stimulation  occurs. 
Fluorinated  hydrocarbons  (Freons)  haue  been  con- 
sidered to  be  inert  propellants  in  aerosol  sprays. 
The  deliberate  sniffing  of  these  agents  has  resulted 
in  many  sudden  deaths,  possibly  as  a result  of  ar- 
rhythmia. The  Freons  inhaled  by  asthmatics  who 
use  bronchodilator  aerosols  are  neither  inert  nor 
nontoxic,  although  most  evidence  suggests  that  the 
blood  levels  attained  in  clinical  use  are  insufficient 
to  result  in  toxicity  except  with  severe  hypoxemia. 


Are  Freon  Propellants 
Inert? 

WILLIAM  M.  NICHOLAS,  M.D. 

New  York  City 

Attending  Physician,  R.  A.  Cooke  Institute  of  Allergy,  The 
Roosevelt  Hospital 


To  release  a substance  from  a container  in  the 
form  of  a fine  spray  or  mist,  it  is  necessary  to  use  a 
chemical  propellant  that  has  a boiling  point  at 
about  room  temperature.  Naturally,  such  a pro- 
pellant should  be  inert  and  should  not  react  with 
the  active  ingredient  being  sprayed;  if  it  comes  in 
contact  with  people,  it  should  be  nontoxic.  The 
most  commonly  used  propellants  for  this  purpose 
are  a series  of  fluorocarbons,  halogenated  hydro- 
carbons, which  in  this  country  bear  the  name 
Freons.  These  are  used  in  many  commercial 
products,  including  the  bronchodilator  aerosols 
employed  by  patients  with  obstructive  pulmonary 
disease.  In  these  aerosols,  the  most  frequently 
used  fluorocarbons  are  Freon  11  (trichloromono- 
fluoromethane),  Freon  12  (dichlorodifluo- 
romethane),  and  Freon  114  (dichlorotetrafluo- 
roethane).  These  Freons  had  been  considered  in- 
nocuous on  the  basis  of  extensive  animal  testing 
until  recent  years  when  the  fad  of  glue  sniffing  was 
followed  by  an  era  of  teenage  experimentation 
with  aerosolized  shampoos,  refrigerants,  hair 
sprays,  and  the  like.1  In  this  situation,  the  mate- 
rial is  discharged  into  a balloon  or  bag  and  then  in- 
haled deeply  with  the  resultant  inhalation  of  high 
concentrations  of  Freon.  At  least  in  some  cases, 
this  produces  a “high,”  occasionally  accompanied 
by  hallucinations.  Sophisticated  users  can  easily 
distinguish  between  a product  such  as  gold-can 
Right  Guard  deodorant,  which  contains  40  per 
cent  Freon  12  and  is  relatively  ineffective,  and  the 
silver-can  Right  Guard,  which  contains  27  per  cent 
Freon  12,  plus  63  per  cent  of  the  more  hallucino- 
genic Freon  11. 2 

Together  with  the  appearance  of  this  practice, 
there  began  to  appear  isolated  reports  of  sudden 
death  accompanying  Freon  inhalation.3  The  first 
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7 deaths  in  1967  followed  the  sniffing  of  a cocktail- 
glass  refrigerant  and  were  initially  attributed  to 
freezing  of  the  larynx.4  Theoretically,  the  inhala- 
tion of  still-liquid  propellant  droplets  could  result 
in  enough  freezing-tissue  damage  to  cause  laryn- 
geal edema  or  spasm,  leading  to  death.  This  has 
reportedly  been  demonstrated  twice  at  autopsy.4 
However,  as  the  practice  continued,  and  with  the 
abuse  of  other  types  of  products,  many  more 
deaths  occurred,  generally  with  completely  nega- 
tive autopsy  findings.  It  has  been  considered  that 
these  deaths  might  have  been  due  to  anoxia,  with 
the  displacement  of  oxygen  from  the  lungs  by  the 
Freon  gas.  However,  the  deaths  occur  under  cir- 
cumstances that  make  this  unlikely.  Death  is  gen- 
erally instantaneous,  often  while  the  victim  is 
walking  or  running,  which  suggests  that  a cardiac 
arrhythmia  has  occurred.3’4 

Test  results 

Freons  are  halogenated  hydrocarbons,  and  it  has 
been  known  for  a long  time  that  the  inhalation  of 
hydrocarbon  anesthetics,  such  as  chloroform  and 
halothane,  sensitize  the  heart  to  the  excitatory  ef- 
fects of  epinephrine.5  In  anesthesia,  arrhythmias 
are  particularly  prone  to  occur  if  sympathomimet- 
ic drugs  are  given,  or  if  respiratory  acidosis  is  al- 
lowed to  develop.  To  test  the  hypothesis  that 
aerosol-sniffing  deaths  were  due  to  cardiac  ar- 
rhythmias, a series  of  experiments  were  carried  out 
in  dogs  in  which  the  electrocardiogram  responses 
to  epinephrine  were  monitored  during  a control 
period,  and  again  while  the  animals  were  inhaling 
mixtures  of  various  fluorocarbons  and  air.4  The 
epinephrine,  when  administered  simultaneously 
with  the  Freons,  was  found  to  cause  either  runs  of 
multiple  ventricular  beats  or  ventricular  fibrilla- 
tion in  a substantial  number  of  cases.  Freon  11 
showed  the  greatest  capacity,  and  after  a five-min- 
ute exposure  at  a concentration  of  1 per  cent,  40 
per  cent  of  the  animals  experienced  epinephrine- 
induced  arrhythmias,  while  other  Freons  showed 
similar  effects  at  a concentration  range  of  5 to  20 
per  cent.  Even  a thirty-second  exposure  was  ca- 
pable of  sensitizing  the  heart  in  some  cases.  The 
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term  sensitization  to  epinephrine  is  something  of  a 
misnomer.  The  hydrocarbons  actually  reduce 
myocardial  irritability,  probably  in  an  irregular 
distribution,  and  tend  to  suppress  the  response  of 
the  sinus  and  atrioventricular  nodes;  this  leads  to 
conduction  disturbances  and  to  the  appearance  of 
ectopic  foci  of  excitation  when  epinephrine  is  ad- 
ministered.4 

Presumably,  the  deaths  accompanying  the  de- 
liberate sniffing  of  fluorocarbon  vapors  were  in 
large  measure  due  to  the  simultaneous  secretion  of 
endogenous  epinephrine.  As  the  numbers  of  these 
deaths  accumulated,  it  was  also  being  reported 
that  the  incidence  of  asthma  deaths  was  on  the 
rise,  especially  in  Great  Britain,  with  epidemiolog- 
ic evidence  suggesting  a link  to  the  widespread  use 
of  pressurized  bronchodilator  aerosols.6’7  It  was 
only  natural  to  attempt  to  relate  these  two  catego- 
ries of  death. 


Other  studies 

In  1970,  Taylor  and  Harris8  studied  the  electro- 
cardiographic responses  of  mice  to  asphyxiation 
alone  and  following  three  inhalations  of  the  Freon 
vapors  of  a standard  pocket  nebulizer.  They  re- 
ported that  a four-minute  period  of  asphyxiation 
alone  caused  only  tachycardia,  while  asphyxia  for 
shorter  periods  following  Freon  inhalation  caused 
a profound  sinus  bradycardia  and  frequent  atrio- 
ventricular block.  In  those  mice  not  dying  initial- 
ly from  the  bradyarrhythmia,  the  release  of  the  as- 
phyxia led  to  rapid  recovery,  but  its  reapplication 
resulted  in  similar  electrocardiogram  changes  for 
as  long  as  two  hours  later.  These  arrhythmias  oc- 
curred whether  or  not  the  isoproteronol  droplets 
had  been  filtered  out  of  the  Freon  gas.  From  their 
studies,  Taylor  and  Harris8  concluded  that  Freon- 
induced  cardiac  arrhythmias  and  sudden  death 
might  well  occur  in  asthmatic  individuals  already 
experiencing  hypoxemia  and  hypercapnia  and 
subjected  both  to  endogenous  and  exogenous  cate- 
cholamines. Their  report  received  considerable 
notice,9,10  and  it  cast  serious  doubts  on  the  use  of 
pressure-packed  nebulizers  by  asthmatic  individu- 
als. However,  the  results  could  never  be  con- 
firmed by  subsequent  investigators,  who  found 
that  under  similar  experimental  conditions  the 
control  mice  undergoing  asphyxia  alone  also 
showed  bradycardia  and  arrhythmias  not  signifi- 
cantly different  from  the  Freon-exposed  mice.11  13 

It  is  clear  that  the  question  of  the  toxicity  of 
Freon  propellants,  which  may  be  encountered  by 
individuals  under  grossly  different  circumstances, 
depends  in  large  measure  on  their  concentration  in 
the  blood  following  exposure.  Dollery14  measured 
blood  fluorocarbons  by  gas  chromatography  in 
human  volunteers  who  used  a placebo  Medihaler 
ejecting  Freon  11,  12,  and  1 14.  His  evidence  indi- 


cated that  Freon  II,  which  is  less  volatile,  is  eject- 
ed as  microdroplets  and  is  better  absorbed  than 
the  other  two,  possibly  through  the  oropharyngeal 
mucosa,  while  the  more  volatile  Freons  are  rapidly 
exhaled  as  gas.  After  30  puffs  of  the  inhaler  over 
one  to  two  minutes,  the  fluorocarbons  reached  a 
peak  level  of  about  1 microgram  per  milliliter  in 
the  venous  blood.  The  concentration  fell  rapidly, 
but  levels  were  still  detectable  sixty-six  minutes 
later.  Arterial  blood  levels  were  higher;  1.7  micro- 
grams per  milliliter  were  present  after  three  inha- 
lations, but  disappeared  rapidly. 

In  a second  experiment,14  volunteers  took  a sin- 
gle inhalation  every  ten  minutes  for  six  hours. 
The  Freon  11  blood  levels  varied  between  0.1  and 
0.15  micrograms  per  milliliter  throughout  the  peri- 
od, with  no  tendency  to  rise  progressively. 

In  experiments  with  dogs  inhaling  Freon  11  gas, 
it  was  found  that  ventricular  arrhythmias  could  be 
induced  by  epinephrine  when  the  venous  blood 
fluorocarbons  reached  levels  of  20  micrograms  per 
milliliter.11’15  At  levels  of  10  micrograms  per  mil- 
liliter, however,  the  epinephrine  failed  to  induce 
arrhythmias;  there  is  no  evidence  that  Freons  are 
selectively  concentrated  in  heart  muscle.  The  20- 
microgram-per-milliliter  level  was  reached  by  ad- 
ministering Freon  at  a concentration  of  1.25  per 
cent  for  five  minutes.  If  no  epinephrine  was 
given,  this  concentration  caused  no  untoward  ef- 
fects. However,  when  the  concentration  was  in- 
creased to  2 per  cent,  central  nervous  system  stim- 
ulation occurred  with  tremors  and  tachycardia, 
and  at  4 per  cent  these  changes  became  marked 
For  comparison  purposes,  the  Freon  concentrator 
inhaled  by  a patient  using  a nebulizer  delivering  6 
ml.  of  Freon  per  puff  diluted  by  1 L.  of  inspired  ai) 
is  0.6  per  cent.  However,  some  brands  of  nebuliz 
ers  eject  twice  this  amount  of  Freon,  and  it  mus: 
be  remembered  that  a seven-year-old  child  using  i 
nebulizer  would  dilute  the  fluorocarbons  with  onh 
half  the  adult  volume  of  air.14 

Studies  in  human  beings  of  the  use  of  Freoi 
propellants  in  hand-held  nebulizers  have  thus  fa 
failed  to  show  any  significant  toxic  effects 
Brooks  administered  10  inhalations  of  Freon  ove 
a four-minute  period  to  asthmatic  subjects  with 
out  inducing  any  significant  changes  in  arteria 
oxygen  tension  or  electrocardiogram  responses,  al 
though  five  inhalations  were  sufficient  to  cause 
transient  increase  in  airway  resistance.16 

Comment 

It  would  appear,  therefore,  that  no  Freon  bloo 
levels  achieved  with  the  pocket  nebulizer,  even 
abusd  to  some  extent,  do  not  begin  to  approac 
the  levels  that  cause  arrhythmias  in  animal 
Thirty  rapid  inhalations  resulted  in  a blood  lev 
only  5 per  cent  of  the  sensitizing  level  in  dogs.  C 
the  other  hand,  the  concentration  of  active  ingr 
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dient,  specifically  isoproterenol,  has  been  convinc- 
ingly linked  to  the  hazards  of  nebulizer  therapy.17 

The  Roosevelt  Hospital 
428  West  59t h Street 
New  York,  New  York  10019 
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Naloxone  for  diagnosis  in  methadone  programs 
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creating  addicts  to  methadone  hydrochloride,  since  a 
third  of  those  applying  to  a methadone  clinic  without 
prior  documentation  of  withdrawal  in  an  institution 
showed  no  evidence  of  physical  dependence.  Blachlv, 
P.:  JAMA  224:  334  (Apr.  16)  1973. 
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Numerous  reports  have  appeared  in  lay  maga- 
zines, newspapers,  and  journal  articles  describing 
the  excellent  results  obtained  in  Mainland  China 
with  the  acupuncture  therapy  of  sensorineural 
deafness.1  In  1971,  Dimond2  reported  his  person- 
al observations  of  this  therapy  performed  at  a 
deaf-mute  institute.  There  are  two  more  recent 
clinical  studies  in  the  medical  literature,  Peng,3 
covering  10  subjects,  and  Kao,4  describing  5 
subjects,  which  were  written  as  preliminary  re- 
ports. Although  positive  findings  were  noted  in 
both  of  these,  the  authors  reported  that  a larger 
number  of  subjects  would  be  needed  before  defini- 
tive conclusions  could  be  drawn.  In  addition,  it 
was  noted  that  controls  were  needed  to  exclude 
psychogenic  effects,  that  is,  suggestion.4 

d’he  present  report  is  a composite  of  four  stud- 
ies: I,  pilot;  II,  control;  III,  motivational;  and  IV, 
follow-up. 


General  method 

Subjects.  A test  sample  consisted  of  teen-age 
and  adult  volunteer  subjects  of  either  sex  with 
known  stable  hearing  losses  due  to  sensorineural 
(nerve)  involvement.  In  the  initial  interview  all 
subjects  were  informed:  (1)  that  treatments  were 
to  be  given  as  part  of  a research  project,  (2)  that 
the  Veteran’s  Administration  made  no  claims  of 
treatment  success,  and  (3)  of  the  possible  side-ef- 
fects or  adverse  reactions.  A properly  executed 
consent  form  was  then  obtained. 

Each  subject  was  given  a pretreatment  hearing 
test  to  evaluate  the  extent  of  the  sensorineural  loss 
and  to  establish  a base  line  for  evaluating  change 
in  hearing  levels.  Table  I presents  a summary  of 
pertinent  data  for  each  patient  including  a pre- 
treatment estimate  of  severity  of  losses  according 
to  the  1964  International  Standards  Organization 
standards.5  The  measure  used  to  estimate  the 
losses  is  the  three-frequency  average  which  is  de- 
fined as  the  average  air  conduction  threshold  (dec- 
ibel loss)  for  the  three  critical  pure-tone  frequen- 
cies in  the  speech  range  (500,  1,000,  2,000  Hz.).  As 
characteristic  of  this  type  of  hearing  impairment, 
the  air  conduction  levels  illustrated  in  Table  I can 
also  be  considered  to  be  representative  of  the  bone 
conduction  threshold  levels.  That  is,  the  bone 
conduction  measurements  were  within  10  decibels 
of  the  air-conduction  losses  except  with  severe  oi 
profound  deafness.  In  these  cases  no  bone  con 
duction  responses  could  be  elicited.  Only  Case  [ 
had  a clear-cut  mixed  sensorineural  and  conduc 
tive  loss,  each  of  which  represented  approximately 
one  half  (20  decibels)  of  the  38-  and  42-decibe 
losses. 

Just  as  the  severity  of  losses  ranged  from  mild  t( 
severe,  the  case  histories  revealed  a wide  spectrun 
of  audiometric  backgrounds.  Nine  of  the  subject 
(Cases  2,  5,  7,  11,  12,  13,  18,  24,  and  25)  had  con 
genital  losses,  while  the  losses  of  the  others  wer 
attributed  to  noise  exposure  or  trauma  (Cases  4,  £ 
14,  and  15),  advancing  age  (Cases  1,  17,  and  21] 
Meniere’s  disease  (Case  16),  childbirth  (Case  231 
and  unexplained  family  histories  of  deafnes 
(Cases  3,  6,  20,  and  22).  Three  (Cases  9,  10,  an: 
19)  could  offer  no  reason  for  their  losses. 

Audiometric  equipment  and  testing  proce 
dures.  Each  hearing  test  consisted  of  establishin 
pure-tone  thresholds  (air  and  bone),  speech  recep 
tion  threshold,  and  accuracy  of  speech  discrimim 
tion.  Tone  signals  were  presented  monaurall 
through  Grason-Stadler  1701  and  1702  audiomt 
ters  employing  TDH  49-10Z  and  TDH  50  eai 
phones  mounted  in  MX-41/AR  cushions.  Speec 
signals,  that  is,  the  standard  two-syllable  wor 
(spondees)  lists  for  the  speech  reception  threshol 
and  the  phonetically  balanced  word  lists  fc 
speech  discrimination,  were  presented  monaural 
through  Grason-Stadler  Speech  Audiometers  If 
with  TDH  39-10Z  and  TDH  49-10Z  earphon. 
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mounted  in  MX-41/AR  cushions.  The  test  equip- 
ment was  calibrated  periodically  with  a Bruel  and 
Kjaer  precision  sound-level  meter,  Model  158, 
type  2203,  with  artificial  ear-type  4152.  Testing 
was  conducted  by  clinically  certified  audiologists 
using  adjoining  pairs  of  IAC  1700  double-wall 
sound  suites.  Subjects  were  observed  through  a 
one-way  mirror  between  the  chambers. 

The  psychophysical  method  of  limits  with  as- 
cending procedures  was  utilized  in  acquisition  of 
pure-tone  and  speech  reception  thresholds. 
Phonetically  balanced  word  lists  were  presented  at 
40  decibels  above  each  subject’s  speech  reception 
threshold  when  the  subject’s  hearing  loss  was  70 
decibels  or  below.  When  the  loss  was  greater  than 
70  decibels,  the  lists  were  administered  at  the 
subject’s  most  comfortable  loudness  level.  Stan- 
dard instructions  were  given,  as  described  in  Davis 
and  Silverman5  and  Hirsh.6 

To  control  for  possible  variations  in  procedures 
and  equipment,  all  subjects  were  always  tested  by 
the  same  audiologist  throughout  the  course  of  the 
study  and,  whenever  possible,  with  the  same 
equipment.  To  keep  conditions  “blind,”  the  au- 
diologists were  nqt  informed  of  the  specific  treat- 
ment conditions  utilized  in  each  study,  and  neither 
the  subjects  nor  the  physician  performing  the  acu- 
puncture treatments  was  informed  of  the  hearing- 
test  results  until  a study  was  ended.  Finally,  each 
completed  audiogram  was  delivered  to  an  author 
who  had  no  part  in  performing  either  the  acupunc- 
ture treatments  or  audiometric  tests.  Thus,  the 
audiologists  had  no  reference  for  providing  cues  or 
hints  for  the  subjects. 


This  project  was  designed  to  evaluate  the  possible 
usefulness  of  acupuncture  in  the  treatment  of  sen- 
sorineural deafness.  Four  small  studies  were  run 
using  a total  of  10  female  and  15  male  volunteers. 
The  subjects  covered  a wide  range  of  ages  (four- 
teen to  seventy-nine  years),  severity  of  losses  (mild 
to  profound),  and  of  audiometric  histories.  The 
number  of  experimental  treatments  ranged  from  8 
to  28,  and,  in  addition,  some  subjects  received  up 
to  eight  control  treatments  utilizing  acupuncture 
points  not  related  to  hearing  or  deafness.  Possible 
changes  in  hearing  were  evaluated  using  verbal  re- 
ports and  pre-  and  postmeasurements  of  pure-tone 
thresholds,  speech  reception  thresholds,  and  accu- 
racy of  speech  discrimination.  The  general  find- 
ings were  that  although  the  verbal  reports  suggest- 
ed improvements,  the  hearing  tests  revealed  little 
or  no  consistent  changes. 


Subjects  received  one  pretreatment  hearing  test 
in  study  I and  had  three  pretests  in  all  subsequent 
studies.  Posttreatment  evaluations  were  given 
during  the  three-day  interval  after  every  fourth 
treatment  when  the  total  number  of  treatments 
were  in  multiples  of  four  and  after  every  fifth 
treatment  when  multiples  of  five  were  used. 

Acupuncture  Therapy.  There  were  seven 
acupuncture  points  per  side  used  on  all  subjects 
with  four  being  local,  primarily  near  the  ear  or  on 
the  face,  and  three  distant,  on  the  hands.  The 
subjects  who  were  given  the  real  or  experimental 


TABLE  I.  Summary  of  general  data  describing  sample  of  subjects 

Right  Ear  Loss •— Left  Ear  Loss- 


Case 

Sex 

Age 

(Years) 

Duration 
( Y ears) 

Amount 

(Decibels) 

Severity 

Amount 

(Decibels; 

i Severity 

1 

M 

79 

15 

40 

Moderate 

38 

Mild 

2 

M 

30 

30 

72 

Severe 

67 

Moderate  to  severe 

3 

F 

37 

8 

38 

Mild 

42 

Moderate 

4 

M 

41 

12 

32 

Mild 

47 

Moderate 

5 

F 

17 

17 

103  + 

Profound 

102  + 

Profound 

6 

F 

24 

18 

47 

Moderate 

50 

Moderate 

7 

M 

35 

35 

80 

Severe 

83 

Severe 

8 

M 

45 

15 

37 

Mild 

38 

Mild 

9 

M 

56 

8 

47 

Moderate 

55 

Moderate 

10 

M 

50 

4 

Normal 

85 

Severe 

11 

F 

14 

14 

78 

Severe 

83 

Severe 

12 

F 

27 

27 

68 

Moderate  to  severe 

43 

Moderate 

13 

M 

16 

16 

97  + 

Profound 

90 

Severe 

14 

M 

53 

30 

23 

Normal 

35 

Mild 

15 

M 

57 

29 

52 

Moderate 

52 

Moderate 

16 

M 

51 

10 

113  + 

Profound 

Normal 

17 

M 

64 

3 

63 

Moderate  to  severe 

75 

Severe 

18 

F 

20 

20 

110  + 

Profound 

90 

Severe 

19 

F 

60 

28 

' 55 

Moderate 

62 

Moderate  to  severe 

20 

M 

39 

10 

20 

Normal 

27 

Mild 

21 

F 

72 

16 

67 

Moderate  to  severe 

58 

Moderate  to  severe 

22 

M 

33 

10 

28 

Mild 

33 

Mild 

23 

F 

34 

25 

110 

Profound 

Normal 

24 

F 

35 

35 

108  + 

Profound 

107 

Profound 

25 

M 

31 

31 

87 

Severe 

90 

Severe 
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FIGURE  1.  Location  of  acupuncture  points  used  for  experimental  treatments.  Ear:  small  intestine  (SI)- 19,  gallbladder 
(GB)-2,  triple  burner  (TB)-17,  triple  burner  (TB)-21;  and  hand:  large  intestine  (LI)-4,  small  intestine  (SI)-3,  triple  burner 

(TB)-5. 


treatments  received  therapy  at  the  acupuncture 
points  most  often  recommended  for  the  therapy  of 
deafness  (Fig.  1). 1.3,4,7-10  The  subjects  who  were 
given  the  control  treatments  received  therapy  at 
the  following  points,  none  of  which  have  been  rec- 
ommended for  use  in  the  treatment  of  deafness. 
Face:  stomach  (ST)-2,  stomach  (ST)-4,  stomach 
(ST)-6,  and  vessel  of  conception  (VC)-24,  and 
hand:  heart  (HE)-7;  lung  (LU)-9,  and  heart  con- 
strictor (HC)-7. 

The  treatments  were  performed  utilizing  Chi- 
nese, stainless  steel,  32-gauge  acupuncture  needles 
which  were  3.8  cm.  (1.5  inches)  long.  They  were 
steam  autoclaved  before  each  use,  and  inserted  to 
a depth  of  approximately  1 to  2.5  cm.  (%  to  1 inch) 
using  sterile  precautions  similar  to  those  utilized 
in  starting  intravenous  infusions.  The  needles 
were  then  rotated  rapidly  in  alternate  directions 
for  a period  of  approximately  one  minute  to  pro- 
duce tonification  of  the  nerves;  this  was  repeated 
every  five  minutes.  At  the  end  of  twenty  minutes 
the  needles  were  withdrawn.  The  therapy  gener- 
ally was  administered  twice  a week  until  a series 
was  completed. 

Subjects  with  bilateral  deafness  received  treat- 
ments on  both  sides,  while  for  unilateral  deafness 
(Cases  10,  16,  and  23)  only  the  involved  side  was 


treated.  In  general,  subjects  were  in  the  recum- 
bent position  for  the  first  treatment  and  were  seat- 
ed for  all  further  treatments.  The  recumbent  po- 
sition was  used  since  a few  of  the  early  subjects  in 
study  II  exhibited  symptoms  of  faintness  if  seated 
during  the  initial  treatment.  These  symptoms  ap- 
peared to  be  neurogenic  and  were  not  exhibited  by 
future  patients  when  the  recumbent  position  was 
used. 

Study  I:  pilot  study 

The  pilot  study  evaluated  Cases  1 to  4 to  obtair 
preliminary  data  on  the  differences  between  ex 
perimental  and  control  treatments.  Case  1 re 
ceived  a total  of  10  experimental  treatments  anc 
then  declined  to  continue  in  the  study.  Case  i 
was  given  a total  of  20  experimental  treatments 
while  both  Case  3 and  4 received  five  control  treat 
ments  followed  by  a total  of  15  experimental  treat 
ments.  No  prior  information  was  provided  abou 
the  two  possible  modes  of  treatment,  experimenta 
and  control,  and  all  subjects  were  instructed  tha 
all  treatments  were  appropriate. 

Results.  Table  II  indicates  that  there  were  m 
consistent  improvements  for  Case  1.  In  contrast 
Case  2 had  bilateral  changes  between  pre-  ant 
posttests  in  all  measures,  with  three-frequenc 
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TABLE  II.  Results  of  study  I 


Right  Ear  Results • • — Left  Ear  Results- 

Case  ' : Posttest* ■>  • Posttest* 


dumber 

Hearing  Tests 

Pretest 

1 

2 

3 

4 

Pretest 

1 

2 

3 

4 

1 

3-frequency  average) 

40 

38 

43 

38 

40 

38 

1 

Speech  reception  threshold  t 

38 

34 

40 

40 

38 

44 

1 

Speech  discrimination** 

84 

92 

90 

90 

92 

82 

2 

3-frequency  average 

72 

62 

60 

62 

60 

67 

63 

57 

58 

57 

2 

Speech  reception  threshold 

68 

60 

56 

54 

54 

66 

60 

54 

54 

56 

2 

Speech  discrimination 

80 

78 

84 

86 

88 

76 

74 

82 

82 

82 

3 

3-frequency  average 

38 

35 

35 

32 

33 

42 

37 

37 

37 

37 

3 

Speech  reception  threshold 

36 

34 

32 

30 

30 

40 

38 

36 

36 

34 

3 

Speech  discrimination 

96 

96 

100 

100 

100 

96 

96 

100 

100 

100 

4 

3-frequency  average 

32 

32 

30 

32 

33 

47 

43 

40 

40 

38 

4 

Speech  reception  threshold 

24 

20 

14 

16 

20 

36 

22 

18 

20 

24 

4 

Speech  discrimination 

66 

78 

76 

80 

80 

58 

64 

64 

82 

84 

* Posttest  1 followed  five  control  treatments  for  Cases  3 and  4. 

t The  3-frequency  average  and  speech  reception  threshold  are  measured  in  decibel  loss  from  normal  hearing:  therefore,  a decreased  value  signifies  an 

mprovement. 

**  Speech  discrimination  is  measured  in  percentage  correct;  therefore  an  increase  signifies  an  improvement. 


ind  speech  reception  threshold  improvements 
)eing  10  to  12  decibels  and  speech  discrimination 
)eing  6 to  8 per  cent.  The  audiogram  from  Case  2 
tlso  indicated  improvements  (5  to  15  decibels)  in 
>oth  ears  at  almost  all  frequencies  with  the  largest 
•hange  being  at  least  35  decibels  (left  ear,  8,000 
-iz.).  In  general,  these  improvements  appeared 
ifter  the  fifth  treatment,  were  larger  after  the 
enth  treatment,  and  showed  little  or  no  further 
■hanges  with  additional  treatments. 

Table  II  also  indicates  that  Cases  3 and  4 
howed  small  positive  changes  in  the  post-  as  com- 
>ared  with  pretest  scores.  However,  for  both  of 
hese  subjects  the  improvements  first  appeared  on 
>osttest  1,  that  is,  the  test  given  after  the  fifth 
ontrol  treatment  and  before  initiation  of  the  ex- 
>erimental  treatments.  For  example,  on  posttest 
j,  Case  4 had  a right-ear  improvement  of  4 deci- 
>els  in  speech  reception  threshold  and  12  per  cent 
n speech  discrimination  scores,  w’hile  for  the  left 
ar,  improvements  were  4 decibels  for  the  three- 
requency  average,  12  decibels  for  the  speech  re- 
eption  threshold,  and  8 per  cent  for  speech  dis- 
rimination.  After  15  experimental  acupuncture 
reatments  additional  improvements  were  ob- 
erved  only  for  the  left  ear  on  the  three-frequency 
verage  (5  decibels)  and  the  speech  discrimination 
est  (20  per  cent). 

Verbal  reports  of  the  subjects  indicated  that 
'ase  1 found  the  treatments  to  be  painful  and  ex- 
remely  unpleasant  and  did  not  notice  any  changes 
r improvements  in  hearing  levels.  Case  2 felt 
aat  the  treatments  produced  large  improvements 
i his  hearing  levels,  specifically  with  respect  to 
•onversations  (face-to-face  and  telephone)  and 
ackground  noises  (cars,  trucks,  airplanes,  and 
ogs).  Some  background  noises  (for  example, 
ogs  barking)  had  never  been  heard  before.  Fi- 
ally,  he  felt  that  he  could  enunciate  more  clearly 
Tan  before  owing  to  an  improvement  in  the  abili- 
V to  hear  his  own  voice.  Case  3 did  not  report 
ny  changes  during  the  control  treatments  but 


began  noticing  improvements  after  a few  experi- 
mental sessions.  After  the  fifth  experimental 
treatment,  she  believed  that  the  improvement  was 
sufficiently  large  to  enable  her  to  remove  the  hear- 
ing aid  while  on  duty  as  an  operating-room  super- 
visor. She  had  worn  the  appliance  for  over  five 
years  and  had  never  ventured  to  perform  her 
duties  without  it,  as  lip  reading  is  impossible  in  the 
operating  theater  due  to  the  wearing  of  face  masks 
by  all  personnel.  She  did  not  replace  her  hearing 
aid  during  the  course  of  the  study  and  reported 
that  she  was  able  to  hear  conversations  and  back- 
ground noises  without  it.  Finally,  Case  4 also  re- 
ported large  improvements  in  his  hearing  levels 
which  began  after  his  second  experimental  treat- 
ment. Again,  these  reports  were  of  improved  face- 
to-face  and  telephone  conversation  and  back- 
ground noises. 

Study  II:  experimental  versus  control  groups 

The  study  on  experimental  versus  control 
groups  was  designed  to  provide  a more  extensive 
evaluation  of  the  experimental  and  control  treat- 
ments and  to  assess  the  effects  of  repeated  audi- 
ometric testing  on  the  auditory  scores.  That  is, 
while  the  positive  findings  for  Case  2 were  encour- 
aging, the  findings  for  Cases  3 and  4 raised  the 
question  of  a possible  placebo  effect  from  the  con- 
trol treatments  or  a possible  practice  effect  from 
the  repeated  audiometric  testings. 

Cases  5 to  17  (13  patients)  were  included  in  this 
study,  while  an  additional  subject  (not  numbered) 
dropped  out  after  one  treatment.  Unlike  the  pilot 
study,  subjects  were  informed  that  half  of  them 
would  receive  10  real  (experimental)  treatments 
and  the  rest  would  be  given  10  false  (control) 
treatments.  However,  subjects  were  not  told 
which  group  they  were  assigned  to  nor  provided 
with  any  information  about  which  constituted  the 
experimental  or  control  acupuncture  points. 
Cases  5 to  10  (6  patients)  were  in  the  experimental 
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TABLE  III.  Mean  results  for  study  II 


Test 

1 

2 

3 

1 

2 

1 

2 

3 

1 

2 

Experimental  Group 
3-frequency  average 

59.3 

58.0 

56.8 

57.5 

59.5 

66.6 

66.6 

65.0 

67.6 

68.6 

Speech  reception 
threshold 

57.0 

57.5 

56.5 

56.5 

55.5 

66.8 

65.6 

66.4 

66.0 

66.4 

Speech  discrimination 

59.0 

58.5 

55.0 

61.0 

63.5 

45.2 

44.4 

43.6 

48.0 

48.8 

Control  group 

3-frequency  average 

71.6 

71.9 

72.0 

73.7 

74.0 

63.0 

62.8 

60.8 

66.2 

64.8 

Speech  reception 
threshold 

70.3 

70.6 

68.3 

68.0 

67.7 

61.0 

62.3 

59.3 

62.0 

63.0 

Speech  discrimination 

29.1 

36.0 

35.4 

36.9 

35.7 

44.3 

42.3 

42.7 

44.3 

41.0 

* Mean  for  right  ear  based  on  4 experimental  and  7 control  patients, 
t Mean  for  left  ear  based  on  5 experimental  and  6 control  patients. 


TABLE  IV.  Auditory  performance  for  Case  12  in  study  II 


Test 

1 

-Pretest- 

2 

3 

Posttest 
- — (Control)-^ 
1 2 

Right  ear 

3-frequency  ave- 
rage (decibel  loss) 

68 

63 

58 

67 

67 

Speech  reception 
threshold  (decibel 

loss) 

74 

70 

66 

70 

62 

Speech  discrimina- 
tion (per  cent 
correct) 

28 

46 

44 

60 

44 

Left  ear 

3-frequency  average 

43 

42 

38 

43 

43 

Speech  reception 
threshold 

40 

42 

40 

42 

40 

Speech  discrimina- 
tion 

96 

94 

96 

92 

94 

group,  while  Cases  11  to  17  (7  patients)  were  in  the 
control  group.  Although  adequate  matching  of 
groups  was  precluded  by  the  small  number  of 
subjects,  an  attempt  was  made  to  balance  for  gross 
categories.  Thus,  each  group  contained  1 subject 
with  a unilateral  loss,  2 females,  and  a mixture  of 
the  available  ages,  audiometric  histories,  and  se- 
verity of  losses. 

Results.  Case  7 (experimental)  dropped  out  of 
the  study  after  eight  experimental  treatments  and 
had  no  improvements  in  his  post-  as  compared 
with  his  pretests.  Similarly,  the  mean  scores  for 
the  other  subjects  indicated  that  for  both  the  ex- 
perimental and  control  groups  there  were  little,  if 
any,  differences  between  pre-  and  posttest  perfor- 
mances (Table  III).  While  the  scores  for  individu- 
al subjects  showed  some  positive  and  negative 
variations  across  tests,  only  a control  subject  (Case 
12)  showed  any  consistent  suggestions  of  improve- 
ment on  more  than  one  performance  measure. 
Table  IV  indicates  that  these  improvements  were 
for  the  right  ear  only  and,  for  the  most  part,  oc- 
curred on  the  successive  pretests. 

One  final  observation  from  the  data  was  that 
both  the  three-frequency  average  and  the  speech 
reception  threshold  scores  were  relatively  stable 


TABLE  V.  Right  ear  speech  discrimination  (per  cent  cor- 
rect) in  study  II  for  patients  with  residual  hearing  in  that  eai 


Group  and  Case 

1 

-Pretests- 

2 

3 

- — Posttests— 
1 2 

Experimental 

6 

80 

70 

58 

74 

82 

7* 

4 

4 

8 

10 

8 

74 

84 

76 

80 

78 

9 

82 

80 

86 

90 

94 

t 

42 

36 

50 

Control 

11 

4 

18 

26 

24 

26 

12 

28 

46 

44 

60 

44 

14 

72 

90 

88 

84 

78 

15 

40 

40 

32 

34 

40 

17 

60 

58 

58 

48 

54 

* Patient  stopped  treatments  and  did  not  take  last  posttest, 
t Patient  dropped  out  after  one  treatment  and  was  not  assigned 
number. 


across  repeated  testings  with  most  subjects  havin 
variations  of  less  than  5 decibels  between  thei 
highest  and  lowest  scores.  However,  the  speec 
discrimination  scores  were  highly  variable  wit 
differences  between  successive  tests  being  as  hig 
as  22  per  cent.  Table  V illustrates  this  variabilit 
for  the  right  ear  for  all  10  subjects  who  had  at  leaf 
partial  hearing  in  that  ear. 

Verbal  reports  of  the  experimental  subjects  ir 
dicated  that  2 reported  no  change  in  hearing  ov( 
the  10  sessions  (Cases  6 and  10);  1 reported  in 
provements  after  each  treatment  but  later  quit  bi 
cause  of  discomfort  and  because  the  treatmen 
“weren’t  really  helping”  (Case  7);  3 reported  sma 
but  general,  improvements  which  began  in  tl 
early  treatments  (Cases  5,  8,  and  9).  These  in 
provements  were  all  in  the  areas  of  backgrour 
noises  (cars,  footsteps,  and  dogs),  conversation 
general  (less  lip-reading,  clearer),  and  telephoi 
conversation.  For  Case  5,  who  was  profound 
deaf  and  wore  a hearing  aid,  these  improvemen 
were  only  with  the  hearing  aid,  while  for  Case 
who  had  moderate  hearing  losses,  the  report* 
changes  also  resulted  in  wearing  a hearing  aid  “le 
frequently.” 

The  verbal  reports  of  the  control  subjects  inc 
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TABLE  VI.  Mean  results  from  study  III 


Test 

1 

Pretest 

2 

3 

. — Posttest — ■ 
1 2 

Right  ear  (14  patients) 
3-frequency  average 
(decibel  loss) 

76  6 

76.7 

76.1 

77.7 

79.0 

Speech  reception 
threshold  (decibel 
loss) 

73.9 

73.0 

72.3 

72.6 

73.1 

Speech  discrimina- 
tion (per  cent  cor- 
rect) 

31.4 

32.6 

33.4 

35.6 

34.1 

Left  ear  (12  patients) 
3-frequency  average 
(decibel  loss) 

67.5 

67.8 

66.3 

69.8 

69.3 

Speech  reception 
threshold  (decibel 
loss) 

67.5 

66.7 

65.5 

66.5 

66.2 

Speech  discrimina- 
tion (per  cent 
correct) 

41.8 

43.5 

40.8 

40.2 

40.0 

cated  that  4 subjects  (Cases  11,  12,  14,  and  16)  re- 
ported no  changes  over  the  treatments,  1 (Case  17) 
reported  a possible  small  but  insignificant  im- 
provement, and  2 (Cases  13  and  15)  thought  that 
they  had  small  but  definite  improvements  which 
occurred  within  the  first  five  treatments.  Again, 
the  improvements  were  in  hearing  conversations 
and  background  noises,  especially  cars  and  dogs. 

Study  111:  motivation 

Study  III  was  designed  in  an  attempt  to  manip- 
ulate motivation  to  determine  if  the  general  lack  of 
positive  findings  in  Study  II,  experimental  versus 
control  groups,  as  compared  with  the  pilot  study 
was  related  to  differences  in  instructions.  Thus, 
during  debriefing  for  study  II,  the  experimental 
subjects  were  told  the  generally  negative  findings 
to  date  and  asked  to  continue  for  an  additional 
eight  treatments,  while  control  subjects  were  told 
that  although  still  inconclusive  there  were  some 
positive  findings  (for  example,  Case  2)  and  they 
would  now  be  given  eight  real  treatments.  In  ad- 
dition, new  subjects  were  recruited  with  some 
being  given  each  of  the  same  instructions.  The 


use  of  these  differential  instructions  was  consid- 
ered a failure  since  none  of  the  experimental 
subjects  from  study  II  completed  the  new  series, 
and  it  was  difficult  to  recruit  “low-motivation” 
subjects.  Thus,  study  III  is  reported  as  a clinical 
study  using  eight  treatments  on  a combined  group 
of  14  people  (Cases  11  to  13  and  15  to  25)  who 
knew  that  our  previous  results  were  inconclusive. 

Results.  Case  9 started  the  series  and  dropped 
out  after  four  additional  treatments  with  no  im- 
provement. Table  VI  further  indicates  that  there 
were  no  improvements  on  the  mean  scores  for  the 
14  subjects  who  received  the  eight  experimental 
treatments.  In  addition,  inspection  of  the  data  for 
each  individual  subject  indicated  that  none  exhib- 
ited any  consistent  improvements  in  their  auditory 
tests.  On  the  other  hand,  the  verbal  reports  indi- 
cated that  only  3 (Cases  16,  22,  and  23)  of  the  14 
subjects  consistently  indicated  that  the  treatments 
were  not  having  any  effect.  Two  of  these  had  uni- 
lateral deafness  (Cases  16  and  23).  Of  the  11  who 
responded  positively,  5 (Cases  11,  17,  18,  24,  and 
25)  thought  that  the  overall  improvement  was  very 
small  and  insignificant,  while  the  other  6 (Cases 
12,  13,  15,  19,  20,  and  21)  thought  that,  in  general, 
the  changes  were  small  but  definite.  Again,  most 
reported  improvements  in  hearing  background 
noises  and  both  direct  and  telephone  conversation. 
Four  subjects  (Cases  12,  13,  18,  and  25)  reported 
hearing  sounds  (dogs  barking,  motorcycle,  phone 
ringing,  and  whistling)  that  they  had  never  heard 
before  but  had  no  improvement  in  hearing  conver- 
sation. 

Study  IV:  follow-up  of  pilot  study 

Cases  2 to  4 were  given  a four-month  follow-up 
hearing  test  and  then  provided  with  eight  addi- 
tional experimental  treatments.  Before  receiving 
treatments  they  were  informed  that  aside  from  the 
original  and  encouraging  results  from  the  pilot 
study,  all  of  the  other  findings  were  generally  neg- 
ative. 

Results.  Tables  VII  and  VIII  indicate  that,  in 
general,  the  four-month  follow-up  scores  were  the 


TABLE  VII.  Comparison  of  right  ear  results  Irom  study  I and  study  IV 


Test 

Pretest 

Control 

Posttest  4 

Follow-up 

Posttest  1 

Posttest  2 

Case  2 

3-frequency  average 

72 

60 

70 

72 

68 

Speech  reception  threshold 

68 

54 

68 

66 

66 

Speech  discrimination 

80 

88 

80 

70 

64 

Case  3 

3-frequency  average 

38  ' 

35 

33 

43 

38 

38 

Speech  reception  threshold 

36 

34 

30 

42 

42 

40 

Speech  discrimination 

96 

96 

100 

100 

100 

96 

Case  4 

3-frequency  average 

32 

32 

33 

42 

43 

40 

Speech  reception  threshold 

24 

20 

20 

24 

24 

24 

Speech  discrimination 

66 

78 

80  . 

72 

78 

76 

October  1974/  New  York  State  Journal  of  Medicine  1 947 


TABLE  VIII.  Comparison  of  left  ear  results  from  study  I and  study  IV 


Q + nrKr  TV 

Pretest 

Control 

Posttest  4 

Follow-up 

Posttest  1 

Posttest  2 

X Lb  Vi  ' 

Case  2 

3-frequency  average 

67 

57 

63 

63 

63 

Speech  reception  threshold 

66 

56 

58 

58 

50 

Speech  discrimination 

76 

82 

28 

34 

38 

Case  3 

3-frequency  average 

42 

37 

37 

47 

40 

43 

Speech  reception  threshold 

40 

38 

34 

42 

40 

42 

Speech  discrimination 

96 

96 

100 

100 

100 

100 

Case  4 

3-frequency  average 

47 

43 

38 

47 

43 

43 

Speech  reception  threshold 

36 

22 

24 

26 

24 

28 

Speech  discrimination 

58 

64 

84 

64 

70 

68 

same  or  poorer  than  the  pretest  or  control  scores 
and  that  the  additional  treatments  did  not  pro- 
duce any  consistent  improvements  in  hearing  lev- 
els. Paradoxically,  the  only  two  large  differences 
between  the  pre-  and  final  posttests  were  with  the 
left  ear  of  Case  2 which  exhibited  a positive  gain  of 
16  decibels  on  the  speech  reception  threshold  but 
a loss  of  38  per  cent  in  speech  discrimination. 

The  verbal  reports  were  in  agreement  with  the 
general  findings  on  the  hearing  tests.  That  is, 
Cases  2 and  3 both  stated  that  their  hearing  re- 
turned to  pretreatment  levels  within  two  weeks 
after  cessation  of  the  pilot  study.  Case  3 had  to 
replace  her  hearing  aid  at  that  time  and  has  worn 
it  since.  Only  Case  4 believed  that  he  was  still 
hearing  better  than  at  pretreatment  levels.  After 
receiving  the  eight  additional  treatments,  all  3 
gave  guarded  statements  of  “possible”  slight  im- 
provements, and  all  stated  that  possible  improve- 
ments were  not  as  large  as  attained  with  the  first 
series. 

Side-effects 

Areas  of  anesthesia.  A total  of  7 subjects 
(Cases  2,  3,  4,  6,  17,  20,  and  22)  reported  that  they 
sometimes  had  numbness  around  the  needles, 
most  frequently  at  LI  (large  intestine)-4  in  the 
hand  (4  patients)  and  TB  (triple  burner)-5  in  the 
forearm  (6  patients).  On  testing  with  a needle, 
the  areas  were  noted  to  be  approximately  2.5  cm. 
(1  inch)  in  diameter,  sometimes  enlarging  to  3.8 
cm.  (1.5  inches).  For  Cases  2 and  3,  anesthesia  de- 
veloped in  one  arm  up  to  the  level  of  the  shoulder 
in  the  pilot  study  but  did  not  recur  during  later 
treatments.  Normal  sensation  returned  to  the 
anesthetized  areas  within  three  to  five  minutes  fol- 
lowing the  removal  of  the  needles. 

Improved  eyesight.  Case  21,  a seventy-two- 
year-old  female,  began  reporting  after  the  second 
treatment  that  her  vision  was  improving  and  that 
her  left  eye  stopped  turning  inward  when  she  was 
concentrating.  Since  the  three  hand  acupuncture 
points  are  also  recommended  for  the  treatment  of 
visual  problems,8  10  we  checked  further  and  found 


that  her  enthusiasm  was  unwarranted.  That  is, 
she  had  her  yearly  eye  examination  after  comple- 
tion of  the  study,  and  the  optometrist  reported  no 
change  in  lenticular  opacities  or  in  muscle  test  re- 
sults and  only  a small  improvement  in  far  sighted- 
ness that  had  been  progressive  over  the  last  two 
years. 

Loss  of  tinnitus.  Case  8,  a forty-five-year-old 
male,  reported  that  his  tinnitus  stopped  during  the 
treatment  period  but  returned  soon  after  treat- 
ments ended. 

Bleeding  and  hematoma.  Some  oozing  oc- 
curred commonly  following  removal  of  the  needles 
but  was  easily  controlled  following  a few  minutes 
of  firm  pressure.  A small  hematoma,  about  1 to 
1.6  cm.  (%  to  % inch)  in  diameter,  would  occasion- 
ally be  noted  at  the  site  of  a previous  needle  punc- 
ture. This  caused  no  discomfort  and  subsided 
with  no  special  therapy.  Finally,  no  infections  oc- 
curred during  the  course  of  treatments. 

General  complaints.  A total  of  14  subjects  re- 
ported at  least  one  complaint  during  the  course  oi 
treatment,  with  6 of  these  reporting  more  than  one 
symptom.  In  general,  these  complaints  were  spo- 
radic, mild  in  nature,  and  responded  to  simple 
remedies  or  subsided  spontaneously.  They  in 
elude  tinnitus  (8  patients),  cramp  or  pain  in  hand; 
(6  patients),  headache  (4  patients),  soreness  in  jav 
(4  patients),  swelling  in  hands  and  wrists  (2  pa 
tients),  and  earache  (1  patient). 

Comment 

In  general,  the  findings  indicated  that  many  o 
the  subjects  with  bilateral  hearing  losses  reportef 
some  subjective  improvements  in  their  hearing  bu 
that  these  positive  changes  were  not  substantial e< 
by  the  standard  audiometric  tests.  That  is,  som 
of  the  subjects  reported  the  ability  to  hear  certaii 
specific  sounds  for  the  first  time  (telephone  ring 
ing,  dogs  barking),  while  others  reported  improve 
ments  in  hearing  background  noises,  in  genera 
and  in  hearing  both  direct  and  telephone  convei 
sations.  On  the  other  hand,  aside  from  the  pile 
study,  the  improvements  on  the  audiometric  test: 
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if  any,  were  very  minor  in  degree,  were  not  consis- 
tent within  individual  patients,  and  were  similar 
for  both  control  and  experimental  patients. 

The  only  study  that  found  improvements  with 
both  the  verbal  reports  and  the  hearing  tests  was 
the  pilot  study  which  provided  the  impetus  for  the 
further  studies.  That  is,  there  were  positive 
changes  in  the  hearing  tests  for  both  of  the  con- 
trols (Cases  3 and  4)  and  1 of  the  experimental 
subjects  (Case  2),  with  the  latter  showing  the  larg- 
est and  most  consistent  of  the  improvements.  He 
had  bilateral  changes  of  10  to  14  decibels  (15  to  20 
per  cent)  in  both  the  three-frequency  average  and 
speech  reception  threshold  scores,  bilateral 
changes  of  6 to  8 per  cent  in  speech  discrimination, 
and  a left-ear  improvement  of  more  than  35  deci- 
bels (35  per  cent)  for  the  highest  pure-tone  fre- 
quency (8,000  Hz.).  The  fact  that  these  findings 
could  not  be  duplicated  in  the  further  studies,  in- 
cluding the  study  IV  follow-up  with  the  same 
i subjects,  suggests  that  the  variations  in  experi- 
mental procedures  may  have  been  sufficient  to 
eliminate  the  positive  changes  in  the  hearing  tests. 
These  variations,  which  included  the  “blind”  ex- 
perimental and  control  treatments  and  the  knowl- 
edge that  previous  results  were  inconclusive,  may 
have  affected  the  expectations  of  the  subjects.  In 
addition,  the  use  of  three  pretests  instead  of  one 
may  have  served  to  eliminate  suggestions  of  im- 
provements that  were  actually  due  to  test  variabil- 
ity (for  example,  speech  discrimination),  or  to 
practice  (for  example,  Case  12).  Finally,  the  use 
of  multiple  pretests  may  have  also  aided  in  detect- 
ing patients  who  may  have  shown  improvements 
because  their  hearing  losses  may  also  have  con- 
tained functional  or  psychogenic  components. 
These  patients  (for  example,  Case  4)  generally  ex- 
hibit poor  consistency  between  tests  and  high  vari- 
ability across  testing  sessions.11 

In  view  of  the  lack  of  positive  findings  with  the 
audiometric  tests,  there  are  two  alternate  explana- 
tions for  the  verbal  reports  of  improvements. 
First,  it  is  possible  that  the  verbal  reports  repre- 
sent real  improvements  which  are  too  small  or  sub- 
tle to  be  observed  on  the  hearing  tests.  Alterna- 
tively, it  is  possible  that  the  reported  improve- 
ments represent  increased  focusing  of  attention  on 
specific  auditory  stimuli.  That  is,  during  the 
course  of  treatment  numerous  patients  noted  that 
they  were  testing  themselves,  and  it  is  possible 


that  they  thought  they  had  improvements  simply 
because  they  were  trying  harder  than  normally. 

In  conclusion,  the  acupuncture  therapy  tech- 
nique and  procedures  used  in  the  present  study 
did  not  appear  to  produce  a significant  attenua- 
tion of  hearing  losses.  However,  it  is  possible  that 
the  lack  of  change  in  measured  hearing  levels  may 
be  related  to  the  use  of  a fixed  grouping  of  acu- 
puncture points  for  all  experimental  subjects.  Al- 
though this  procedure  is  recommended  by  some 
authors,3,10  it  is  contrary  to  other  suggestions  that 
the  points  be  varied  on  the  basis  of  diagnosed  mer- 
idian imbalances.4  Further,  other  than  manual 
twirling  of  the  needles,  there  was  no  utilization  of 
such  acupuncture  techniques  as  pulse  diagnosis, 
tonification  combined  with  dispersion,  moxibus- 
tion,  or  pulsed  electrical  stimulation.  The  dura- 
tion of  the  treatments  was  twenty  min  tes,  and  it 
may  be  that  by  prolonging  the  treatments,  admin- 
istering them  more  frequently,  or  continuing  the 
study  for  a longer  period  of  time,  more  consistent 
results  could  have  been  obtained.  Thus,  further 
controlled  investigation  is  indicated. 
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Endoscopic 

Gastrointestinal 


Our  results  using  the  new  Machida  panviewfiber- 
scope  (PFS-B 1200)  in  123  consecutive  upper  gas- 
trointestinal endoscopies  are  reported  The  per- 
formance of  pancreatocholangiography  using  this 
convertible  panendoscope  is  discussed.  This  con- 
vertible panendoscope  allows  a complete  upper 
gastrointestinal  examination  by  changing  from 
front  to  lateral  view  as  required.  In  addition,  the 
instrument  has  biopsy  capability  and  catheteriza- 
tion and  pancreatocholangiography  capability. 
The  instrument  is  useful  as  a multipurpose  com- 
plete upper  gastrointestinal  panendoscope. 
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Since  frontal  viewing  fiberoptic  esophagogas- 
troscope  has  been  used  by  LoPresti  et  a/.1  in  1970 
for  examination  of  the  esophagus  and  of  the  stom- 
ach, the  desirability  of  being  able  to  employ  one 
endoscope  to  observe  the  complete  upper  gastroin- 
testinal tract  (including  the  esophagus,  stomach, 
and  duodenal  bulbar  region)  has  been  frequently 
commented  on.1-4  In  an  attempt  to  achieve  this 
purpose,  a convertible  panviewfiberendoscope  has 
been  developed  with  the  cooperation  of  the  Nihon 
Medical  School  and  Tohuku  with  Prof.  K.  Tsuneo- 
ka  and  Prof.  S.  Yamagata,  respectively.  This  in- 
strument allows  a lateral  view  or  a frontal  view  as 
needed  through  the  use  of  a movable  prism.  Be- 
cause it  is  possible  to  convert  from  a frontal  to  lat- 
eral field  of  view  with  this  instrument,  some  of  the 
difficult  areas  in  the  stomach,  the  duodenal  bulb, 
and  surgically  created  bypass  situations  can  be 
better  visualized  than  previously.5’6 


Capability  of  PFS-B  instrument 

There  are  two  types  of  this  panviewfiberendos- 
cope with  biopsy  equipment,  the  PFS-B  and  the 
PFS-B  1200-  The  PFS-B  was  designed  to  be  insert- 
ed into  the  duodenal  bulb,  while  the  PFS-B1200 
can  be  inserted  into  the  second  portion  of  the  duo- 
denum. Table  I lists  the  specifications  of  these 
two  PFS-B  models. 

Figure  1 is  a photograph  of  the  metallic  tip  of 
the  instrument  showing  the  objective  lens  group. 
The  special  objective  lens  is  on  the  left,  the  illumi- 
nation source  in  the  center,  and  the  orifice  is  in  the 
upper  rim.  There  is  a remote  control  prism  which 
can  continuously  alter  the  visual  field  direction 
from  straight  frontal  to  a lateral  view  with  a maxi- 
mum visual  angle  of  up  to  145  degrees  vertical  to 
the  axis  of  the  instrument. 

The  tip  can  be  angulated  in  four  directions  with 
a vertiflexion  upwards  of  120  degrees,  downwards 
of  90  degrees,  and  a 90-degree  flexion  to  the  right 
and  left.  There  is  a stop  device  for  holding  steady 
at  any  angle  desired.  The  large  biopsy  forceps  can 
be  angulated  up  to  90  degrees,  and  it  can  be  moved 


TABLE  I.  Specifications  of  PFS  type  panendoscope 


Dimensions 

PFS-B, 200  PFS-B 

Whole  length 

1,430  mm.  1,270  mm. 

Effective  length 

1 , 200  mm.  1 , 050  mm. 

Rigid  apical  portion 

Diameter 

14  mm 

Length 

25  mm 

Soft  shaft  portion 

Diameter 

12 . 3 mm 

Angular  segment 

Length 

55  mm 

Range  of  apical  motion 

Up 

120° 

Down 

90° 

Left  and  Right,  each 

90° 

Field  of  vision 

Subtense 

45° 

Diagonal 

47° 

Maximal  visual  field 
vertically  (from  frontal 

view  to  lateral) 

130° 

Biopsy  channel 

( + ) 
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FIGURE  1.  Tip  of  PFS-B  instrument.  At  lower  left  corner 
biopsy  forceps  can  be  seen  protruding  from  biopsy  chan- 
nel. Smaller  channels  for  suction  and  irrigation  can  be 
seen  in  rim.  Remotely  controlled  prism  allows  either  vi- 
sion straight  ahead  or  to  side  for  duodenoscopy. 

and  controlled  independently  of  the  viewing  direc- 
tion and  the  angulation  of  the  tip,  which  allows 
rather  large  biopsy  specimens  to  be  obtained  freely 
under  direct  vision. 

Materials  and  procedures 

A total  of  116  panendoscopic  examinations,  in- 
cluding patients  with  esophageal,  gastric,  duo- 
denal lesions,  and  seven  cases  of  pancreatocholan- 
giogram  have  been  performed  in  Tokyo  Women’s 
College  and  Roswell  Park  Memorial  Institute 
using  the  Panview  Fiberscope  (PFS-B12oo)  as 
shown  in  Table  II. 

All  patients,  excluding  those  with  hemorrhage, 
were  kept  from  oral  intake  from  the  night  before 
endoscopy  and  received  routine  medication  con- 
sisting of  atrophine  sulfate  0.5  mg.,  demerol  1 mg. 
per  kilogram  and  buscopane  20  mg.  (antispasmod- 
ic)  intramuscularly,  thirty  minutes  before  endos- 
copy. Swallowing  one  spoonful  of  1 per  cent  lido- 


TABLE  II.  Panendoscopy  with  the  PFS-B|.0O 


Illness 

Number  of 
Patients 

Esophagus 

Varices 

2 

Hiatus  hernia 

1 

Postoperative  esophagitis 

1 

Stomach 

Benign  ulcer 

24  (2)* 

Gastritis 

21 

Cancer 

5 

(Early  cancer) 

(2) 

Polypoid  lesion 

6 

Duodenum 

Benign  ulcer 

21  (3)* 

Polypoid  lesion 

4 

Diverticulum 

2 

Postoperative  stomach 

Stomal  ulcer 

6 

Residual  suture  material 

2 

Multiple  lesions 

Gastric  ulcer  and  duodenal  ulcer 

8 (1)* 

Duodenal  ulcer  and  erosive  gastritis 

6 

Gastro-duodenitis 

5 

Gastric  ulcer  and  polyp 

1 

Hiatus  hernia  with  esophagitis 

1 

Total 

116 

♦ Acute  Hemorrhage. 


caine  hydrochloride  (viscous  Xylocaine)  provided 
pharyngeal  anesthesia.  The  patient  was  placed  in 
the  left  lateral  decubitus  position,  and  endoscopy 
performed. 

On  passing  the  panendoscope,  initial  observa- 
tion of  the  mucosa  of  the  esophagus  and  stomach 
was  restricted  to  observing  major  pathologic 
changes  with  a minimal  insufflation  of  air.  The 
esophagus  was  observed  with  a frontal  setting,  but 
in  the  stomach  a lateral  view  setting  is  usually  pre- 
ferred. We  find  the  insertion  of  the  instrument 
into  the  duodenal  bulb  through  the  prepyloric  re- 
gion is  much  easier  if  a frontal  view  setting  again  is 
utilized. 

The  duodenal  bulb  is  observed  using  either  the 
frontal  or  lateral  field  setting  of  the  prism  depend- 
ing on  the  portion  of  the  duodenal  bulb  and  the 
pathologic  condition  present.  Detailed  observa- 
tion of  the  stomach  and  esophagus  is  performed 
during  withdrawal  accompanied  by  the  insuffla- 
tion of  adequate  amounts  of  air  following  the  ex- 
amination of  the  duodenum. 

Following  this  procedure,  routine  observation 
required  only  a short  period  of  time.  We  were 
concerned  that  when  the  PFS-B  was  inserted  into 
the  esophagus,  the  patient  might  suffer  from  mod- 
erate or  severe  discomfort  because  the  diameter  of 
the  apical  rigid  tip  of  this  endoscope  is  14  mm. 
However,  it  has  proved  to  be  quite  easy  to  pass 
this  instrument  apparently  because  of  the  particu- 
lar streamlined  shape  of  its  tip. 

Results 

Success  of  insertion.  Insertion  of  the  viewing 
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head  into  the  duodenal  bulb  was  performed  using 
the  front-view  setting  and  was  successfully  accom- 
plished in  100  per  cent  of  patients.  There  were  no 
complications,  such  as  severe  hemorrhage  or  perfo- 
ration, during  examination  of  patients  with  ulcer. 
However,  a slight  resistance  was  encountered  in 
about  half  of  the  patients,  as  the  scope  was  passing 
the  pylorus.  In  a few  instances,  minimal  bleeding 
occurred  from  the  duodenal  ulcers  during  observa- 
tion, especially  those  on  the  anterior  wall  near  the 
pylorus,  probably  because  of  the  thickness  of  the 
distal  tip  of  the  instrument. 

Insertion  into  the  second  portion  of  the  duo- 
denum was  performed  employing  the  same  tech- 
nique of  direct  visualization  as  previously  reported 
using  the  FDS  and  JF  type  B.7’8 

The  PFS-B1200  was  inserted  into  the  second  por- 
tion of  the  duodenum.  In  general,  this  endoscope 
is  easily  inserted.  In  15  patients  in  whom  we  at- 
tempted to  observe  the  papilla  of  Vater  we  were 
successful,  and  visualization  was  accomplished 
with  no  real  difficulties.  In  12  patients,  it  would 
have  been  possible  to  perform  pancreatocholangio- 
gram  without  angulation  of  the  tip  of  the  instru- 
ment. In  the  remaining  3 it  was  possible  to  ob- 
serve laterally  the  duodenal  ampulla  during  with- 
drawal of  the  scope,  although  the  ampullary  region 
could  not  be  visualized  using  the  lateral  instru- 
ment setting  during  insertion. 

Observation  and  biopsy  procedures.  Obser- 
vation of  the  upper  gastrointestinal  tract  with  the 
PFS-B  compared  favorably,  in  our  opinion,  with 
the  conventional  gastroscope  (FGS-BL)  and  du- 
odenoscope  (FDS  and  JF-B).  On  the  other  hand, 
it  was  quite  difficult  to  observe  duodenal  ulcers  on 
the  anterior  wall  just  below  the  pylorus  in  patients 
with  multiple  duodenal  ulcers.  We  found  the 
upper  portion  of  the  esophagus  is  also  hard  to 
visualize.  This  difficulty  is  related  to  our  inability 
to  maintain  a constant  viewing  level  with  the  scope 
because  of  excessive  length.  In  our  hands,  the  dis- 
tal end  of  the  instrument  can  easily  be  directed 
and  held  in  position  in  the  stomach,  so  that  obser- 
vation of  the  gastric  lesions  especially  on  the  pos- 
terior wall  of  body  was  rather  good. 

The  biopsy  equipment  of  the  PFS-B  has  several 
merits.  The  biopsy  procedure  can  be  performed 
under  direct  vision  using  the  convertible  lens  sys- 
tem from  frontal  to  lateral  view  as  controlled  by 
the  operator  depending  on  which  portion  of  the 
specimen  one  wishes  to  biopsy.  In  addition,  the 
tip  of  the  biopsy  forceps  is  observed  in  the  visual 
field  when  it  is  out  about  6 mm.  from  its  orifice. 
Also,  the  biopsy  forceps  are  larger  than  those 
found  in  some  other  duodenoscopes  (FDS  and  JF- 
B).  Therefore,  more  useful  biopsies  may  be  ob- 
tained. It  is  important  to  recognize  that  the  biop- 
sy forceps  must  be  passed  out  from  the  orifice  with 
minimal  bend  in  the  instrument.  The  adjustment 
of  the  biopsy  forceps  is  easily  performed  without 


FIGURE  2.  Cholangiogram  obtained  using  PFS-B  proto- 
type V instrument  in  patient  with  right  upper-quadrant  pain 
several  months  after  cholecystectomy.  Visible  are  stone, 
dilated  common  bile  duct,  and  residual  cystic  duct. 

resistance  when  passed  from  this  forward  position. 
However,  when  the  biopsy  specimen  has  to  be 
taken  under  lateral  view,  there  is  some  resistance 
as  one  regulates  the  position  of  the  tip  of  the  biop- 
sy forceps  and  especially  near  the  maximal  angula- 
tion. 

Application  of  endoscopic  pancreatocholan- 
giogram.  Pancreatocholangiography  was  at- 
tempted using  the  same  method  as  reported  by 
many  authors,  using  a side-viewing  duodenoscope. 
The  same  pancreatocholangiography  cannula  for 
FDS  and  JF-B  was  used  to  cannulize  to  the  orifice 
of  the  papilla  in  this  study.  Five  cases  out  of  8 
were  cannulated  in  both  the  pancreatic  duct  and 
the  common  duct  (Fig.  2).  In  1 case,  only  pancre- 
atography could  be  done,  and  in  the  remaining  2 
cases,  cannulations  were  not  satisfactory. 

Analysis  of  our  2 unsuccessful  attempts  reveals 
that  the  tip  of  the  cannula  repeatedly  slipped  out 
of  the  orifice  of  the  papilla.  We  believe  that  this 
is  partially  due  to  the  diameter  of  the  cannula  we  , 
currently  use  being  too  narrow  in  relation  to  the  j 
lumen  of  the  biopsy  channel  in  allowing  a certain 
degree  of  unsteadiness  of  the  cannula. 

We  find  that  with  the  PFS-B  type  panendos-  1 
cope,  we  are  able  to  examine  the  esophagus,  stom- 
ach, and  duodenum  without  any  need  to  change 
from  one  type  of  endoscope  to  another  during  the 
examination. 

Comment 

Recently  a study  of  endoscopic  diagnosis  for  du-  | 
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odenal  ulcer  using  the  FDS  and  JF-B,  the  gastro- 
duodenoscope  (FGDS),  and  panendoscope  PFS-A 
and  GIF-D  was  completed  in  Tokyo  Women’s 
Medical  College.  Using  the  lateral-viewing  instru- 
ments FGDS,  FDS,  and  JF-B  and  resected  speci- 
mens, 21  ulcers  (41.2  per  cent)  of  51  specimen  ul- 
cers on  the  posterior  wall,  and  6 ulcers  (50  per 
cent)  of  12  duodenal  ulcers  on  the  greater  curva- 
ture were  overlooked  in  contrast  to  lesions  on  the 
anterior  wall  and  lesser  curvature  where  visualiza- 
tion was  good.  Furthermore,  it  was  also  found  to 

I I be  difficult  to  observe  the  anterior  wall  and  poste- 
rior wall  below  the  pyloric  ring  with  the  frontal- 
viewing  system.5 

These  results  show  that  full  examination  of  the 
duodenal  bulb  using  a lateral-view  or  frontal-view 
scope  is  not  easily  accomplished.  Salmon  et  al .9 
have  stated  that  they  would  miss  many  lesions  if 
they  used  only  a frontal-viewing  scope  and 
stressed  the  importance  of  the  use  of  both  a fron- 
tal-viewing and  lateral-viewing  instrument  to 
make  a full  examination  of  the  duodenal  bulb. 
This  is  why  we  believe  that  the  ideal  panendos- 
cope should  incorporate  a convertible  lens  system. 

The  ideal  panendoscope  should  be  easy  and  safe 
to  insert  through  the  esophagus  to  the  duodenal 

ibulb  even  in  acute  situations  such  as  massive  gas- 
trointestinal bleeding.  Furthermore,  it  should  be 
possible  to  view  classically  difficult  areas  for  ob- 
servation. This  report  concerns  our  experience 

I with  the  panview  fiberscope  (PFS-B12oo)  which  al- 
lows biopsy  and  is  a panendoscope  through  which 
pancreatocholangiography  can  be  performed. 

The  PFS-B  1200  still  presents  some  difficulties 
when  used  to  observe  the  duodenal  bulb,  because 
of  its  rather  large  diameter  due  to  the  incorpora- 
tion of  a biopsy  channel.  If  the  biopsy  forceps  and 
cannula  for  pancreatocholangiogram  can  be  modi- 
fied to  allow  a steady  and  easier  control  especially 
of  the  cannula,  this  scope  will  be  used  not  only  for 


Experimental  alcoholic  hepatitis 

In  “Experimental  Alcoholic  Hepatitis:  a new  primate 
model,”  by  Emanuel  Rubin  and  Charles  S.  Lieber, 
which  was  published  in  Science  182:  712  (Nov.  16) 
1973),  the  authors  point  out  that  as  the  results  of  experi- 
ments over  a period  of  nine  months  with  6 adolescent  fe- 
male baboons  indicate  that  both  fatty  liver  and  alcoholic 

I hepatitis  result  directly  from  alcoholic  toxicity  and  are 
unrelated  to  nutritional  factors  as  earlier  believed. 
Diets  of  all  the  experimental  animals  included  excess 
protein,  minerals,  and  vitamins.  On  the  basis  of  early 


panendoscopic  examination,  but  also  in  the  endo- 
scopic treatment. 

Conclusion 

Our  endoscopic  experience  with  the  panviewfi- 
berscope  ( PFS-B  12oo)  in  124  patients  has  been  re- 
viewed and  the  results  reported.  Successful  pan- 
creatocholangiographic  studies  were  carried  out  in 
6 patients.  Only  slight  modifications  are  neces- 
sary in  the  instrument  as  now  constituted,  particu- 
larly in  the  biopsy  and  cannula  equipment.  The 
usefulness  of  the  convertible  lens  system,  however, 
is  well  documented.  We  believe  that  in  skilled 
and  experienced  hands,  the  PFS-B120o  does  allow 
the  use  of  a multiple  purpose  endoscope  at  the 
present  time.  How  this  will  compare  with  newer 
models  of  other  endoscopes  or  with  wide-field  for- 
ward-viewing instruments,  remains  to  be  deter- 
mined. 
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experiments  with  rats  fed  ethanol  in  drinking  water  it 
was  claimed  by  some  that  liver  disease  related  to  alcohol 
abuse  is  caused  by  associated  malnutrition,  and  that  a 
nutritionally  fortified  diet  protects  against  the  deleteri- 
ous effects  of  chronic  alcoholism.  In  man,  alcohol-in- 
duced cirrhosis  of  the  liver,  often  preceded  by  alcoholic 
hepatitis,  usually  follows  ten  to  fifteen  years  of  alcohol- 
ism, so  it  is  not  surprising  that  this  irreversible  phase  of 
liver  damage  was  not  seen  in  this  series  of  animals  after 
only  nine  months  of  alcohol  administration.  The  au- 
thors note  that  it  will  be  of  interest  to  see  whether  the 
baboons  eventually  develop  cirrhosis. 
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Penicillin  G is  acknowledged  to  he  the  drug  of 
choice  for  the  treatment  of  pneumococcal  infec- 
tions in  patients  who  do  not  have  a history  of  peni- 
cillin hypersensitivity.1  In  certain  severe  infec- 
tions, such  as  meningitis  and  endocarditis,  penicil- 
lin may  still  he  the  preferred  agent,  but  in  less  exi- 
gent situations,  such  as  pneumococcal  pneumonia, 
erythromycin  or  even  chloramphenicol,  with  reser- 
vations, is  recommended  in  some  sources.2  How- 
ever, neither  of  these  agents  has  reliable  intramus- 
cular preparations.  Although  there  is  no  large 


One-hundred-two  patients  with  presumptive 
pneumococcal  pneumonia,  of  mild  or  moderate  se- 
verity, were  treated  with  one  of  three  parenterally  1 
intramuscular  administered  antibiotics;  procaine 
penicillin,  0.6  million  units  twice  a day;  cephalori- 
dine, 0.5  Gm.  four  times  a day;  or  lincomycin  0.6 
Gm.  twice  a day.  Patients  were  randomly  as- 
signed to  one  of  the  three  regimens  except  when 
there  was  a history  of  allergy  to  penicillin.  Thirty 
per  cent  of  cases  were  changed  to  oral  therapy  ' 
(penicillin,  cephalexin,  or  clindamycin)  after  they  \ 
had  been  afebrile  two  days  or  more.  All  three  drug 
regimens  were  equally  effective,  and  all  patients  in 
all  treatment  groups  responded  satisfactorily  with- 
out relapses.  Only  2 patients  had  allergic  reac-  ' 
tions  with  minor  rashes.  A relatively  slow  re- 
sponse of  less  than  four  days  to  therapy  was  noted 
in  30  per  cent.  This  was  due  to  either  sterile  pleu- 
ral effusions  or  documented  alcoholic  hepatitis. 
Almost  a third  of  the  patients  were  chronic  alco- 
holics, and  most  of  the  apparent  poor  responses  oc- 
curred in  this  group.  The  duration  of  time  until  ' 
the  patient  was  afebrile  was  longer  in  the  alcohol- 
ics than  in  the  nonalcoholics  even  when  infectious 
complications  were  absent.  Thirteen  per  cent  of 
cases  had  a blood  urea  nitrogen  of  30  mg.  per  100 
ml.  which  declined  with  hydration  and  therapy. 


amount  of  comparative  data  of  oral  versus  paren- 
teral therapy,  it  is  generally  considered  that  the 
former  is  a less  desirable  mode  of  therapy. 

Tempest  and  Austrian3  did  compare  parenteral 
therapy  with  cephaloridine  and  penicillin  and 
found  them  to  be  equivalent.  Because  of  the  pos- 
sibility of  cross  allergenicity  and  concern  about  the 
possible  nephrotoxicity  of  cephaloridine,  this  drug 
has  not  been  widely  accepted  in  the  treatment  of 
pneumococcal  pneumonia  in  penicillin-hypersensi- 
tive individuals.  Lincomycin,  an  antibiotic  with 
good  activity  against  pneumococci  and  without 
any  cross  allergenicity  with  the  penicillins,4  has 
also  been  studied  in  comparison  with  penicillin  G5  , 
and  with  cephalosporin  antibiotics  (cephaloridine 
and  cephalothin)6  in  the  therapy  of  pneumococcal 
pneumonia  and  has  been  found  to  be  equivalent  in 
efficacy  to  all  three  drugs. 

The  purpose  of  this  study  was  to  document  the 
comparative  efficacy  of  all  three  parenteral  agents 
in  a municipal  hospital  patient  population  with 
presumptively  diagnosed  pneumococcal  pneumo- 
nia of  moderate  severity. 

Methods 

The  study  covered  all  adult  patients,  except  for 
those  severely  ill  or  moribund,  admitted  to  the 
medical  wards  of  Metropolitan  Hospital  with  the 
presumptive  diagnosis  of  pneumococcal  pneumo- 
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nia  between  November,  1971,  and  January,  1973. 
The  following  laboratory  procedures  were  per- 
formed on  admission,  several  times  during  thera- 
py, and,  where  possible,  after  therapy:  posterior- 
anterior  and  lateral  roentgenograms  of  thorax; 
complete  blood  counts;  BUN  (blood  urea  nitro- 
gen); creatinine;  SGOT  (serum  glutamic  oxalacetic 
transaminase);  sputum  smear  and  culture;  and 
blood  cultures. 

On  the  basis  of  the  last  digit  of  the  hospital 
number*  patients  were  assigned  to  three  treat- 
ment regimens:  I.  procaine  penicillin  G,  600,000 

units  intramuscularly  twice  a day;  II.  cephalori- 
dine,  0.5  Gm.  intramuscularly  every  six  hours;  III. 
lincomycin,  600  mg.  intramuscularly  every  twelve 
hours.  The  patients  were  to  be  treated  with  par- 
enteral preparations  until  they  had  been  afebrile 
for  at  least  two  days,  at  which  time  their  therapy 
could  be  changed,  at  the  resident’s  discretion,  to 
the  following  oral  preparations:  I.  penicillin  V, 

250  mg.  four  times  a day;  II.  cephalexin,  250  mg. 
four  times  a day;  and  III.  clindamycin,  300  mg. 
three  times  a day.  Therapy  was  to  be  given  arbi- 
trarily for  ten  days. 

Patients  with  a history  of  penicillin  allergy  were 
automatically  assigned  to  regimen  III,  lincomycin, 
and  those  with  initial  BUN  values  over  30  mg.  per 
100  ml.  were  not  to  be  assigned  to  regimen  II,  ce- 
phaloridine;  this  latter  instruction  was  generally 
ignored  by  the  house  staff. 

During  therapy,  rectal  temperatures  were  taken 
four  times  a day.  Patient  treatment  regimens 
could  be  changed  if:  (1)  the  patient’s  condition 

deteriorated,  (2)  the  patient  showed  no  response 
for  forty-eight  hours,  or  (3)  a potential  pathogen 
other  than  pneumococcus  was  isolated  from  spu- 
tum or  blood. 

Patients  were  removed  from  the  study  if  the  di- 
agnosis of  pneumonia  was  discarded,  the  cause  of 
the  pneumonia  was  demonstrated  to  be  nonpneu- 
mococcal,  or  when  concomitant  disease  made  it 
difficult  to  assess  the  results  of  therapy  (for  exam- 
ple, active  tuberculosis,  acute  pancreatitis,  or 
acute  cholecystitis).  Two  common  complicating 
conditions  in  our  patient  population,  that  is,  pleu- 
ral effusion  and  alcoholic  hepatitis,  did  not  war- 
rant exclusion  because  x-ray  films  and  other  labo- 
ratory measures  of  improvement  could  be  fol- 
lowed. The  diagnosis  of  the  first  complication  was 
made  by  lateral  decubitus  chest  films  and  thoraco- 
centesis and  the  second  by  markedly  elevated  al- 
kaline phosphatase  values,  variably  elevated 
serum  bilirubin,  moderately  elevated  transaminase 
values,  a history  of  binge  drinking,  an  enlarged 
liver  by  palpation,  and,  in  two  thirds  of  the  in- 
stances, by  liver  biopsy. 

Isolates  of  Streptococcus  pneumoniae  were 
typed  with  antisera  from  the  Danish  State  Serum 
Institute. 

* Zero  was  not  considered,  and  the  next  digit  was  used. 
Thus,  numbers  1 to  3 placed  the  patient  in  regimen  I,  numbers 
4 to  6 in  II,  and  6 to  9 in  III. 


TABLE  I.  Patient  personal  and  laboratory  data 


Data 

I 

Penicillin 

II 

Cephaloridine 

III 

Linco- 

mycin 

Total  patients 

34 

34 

34 

Males 

23 

21 

22 

Females 

11 

13 

12 

Age  (years) 

<30 

5 

7 

9 

30  to  49 

12 

12 

13 

50  to  59 

3 

8 

7 

>60 

14 

7 

5 

Associated  conditions 

Alcoholism 

12 

9 

16 

Addiction 

1 

1 

2 

Both 

2 

3 

0 

Others 

1 

2 

2 

WBC  <8,000  per  milliliter 

5 

3 

4 

BUN  >30  mg.  per  100  ml. 

7 

3 

3 

Blood  culture  positive  finding 

3 

3 

2 

Ix>bes  involved 

RLL 

18 

17 

16 

LLL 

9 

8 

10 

RML 

2 

2 

1 

LUL 

0 

2 

4 

RUL 

3 

3 

3 

Combined  lobes 

2 (RLL  and 
LLL) 

2 (RLL  and 
RML) 

0 

Alcoholic  hepatitis 

6 

2 

5 

Pleural  effusion 

6 

4 

2 

Follow-up  oral  therapy 

16 

21 

19 

(number  placed  on) 
Duration  of  intramuscular 
therapy  (days) 

0 to  3 

4 

2 

5 

4 to  7 

8 

17 

16 

7 to  10 

17 

8 

5 

10  + 

5 

7 

8 

WBC  = white  blood  eount;  BUN^.=  blood  urea  nitrogen;  RLL  = 
right  lower  lobe;  LLL  = left  lower  lobe;  RML  = right  middle  lobe; 
LUL  = left  upper  lobe;  and  RUL  = right  upper  lobe. 


All  sputum  smears  were  reviewed  by  the  staff  of 
the  infectious  disease  section.  If  the  smear  was 
judged  to  be  inadequate  because  of  the  paucity  of 
neutrophils  or  the  presence  of  squamous  epithelial 
cells,  suggesting  that  the  specimen  obtained  was 
saliva,  it  was  discarded  and  a new  specimen  pro- 
cured. Where  an  adequate  sputum  could  not  be 
obtained,  a transtracheal  aspirate  was  performed. 
In  most  cases,  confirmation  of  the  presence  of  S. 
pneumoniae  on  the  smears  was  obtained  by  the 
use  of  Danish  State  Serum  Institute  “Omnisera.” 
Results 

Only  about  half  the  patients  with  presumptive 
pneumococcal  pneumonias  admitted  during  the 
study  period  form  the  study  population.  Those 
not  included  either  were  judged  to  be  too  severely 
ill,  did  not  meet  the  criteria  of  the  study  (mainly  a 
lack  of  an  adequate  sputum  smear  or  culture),  or, 
as  with  the  major  portion,  were  improperly  as- 
signed because  of  lack  of  house-staff  cooperation 
during  early  phases  of  the  study. 

There  were  34  patients  in  each  treatment  group. 
Their  characteristics  were  generally  similar,  except 
for  a greater  number  of  patients  over  sixty  years  of 
age  in  the  group  treated  with  penicillin  and  fewer 
alcoholic  patients  among  those  treated  with  ce- 
phaloridine  (Table  I).  Forty-two  of  the  patients 
were  considered  to  be  chronic  alcoholics,  and  9 
were  narcotic  addicts. 

There  were  13  individuals  with  admission  BUNs 
of  30  mg.  per  100  ml.  With  one  exception,  the 
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BUN  values  returned  to  normal  (25  mg.  per  100 
ml.)  with  hydration  during  therapy.  The  excep- 
tion had  chronic  renal  failure  and  was  on  mainte- 
nance hemodialysis.  She  was  treated  with  ce- 
phaloridine  on  two  separate  occasions  for  pneumo- 
coccal pneumonia.  No  change  was  observed  in  her 
minimal  creatinine  clearance  after  therapy. 

Right  lower-lobe  infiltrates  were  the  most  com- 
mon, followed  by  left  lower-lobe  infiltrates. . Right 
middle-lobe  involvement  was  uncommon.  Upper- 
lobe  infiltrates  were  seen  in  15  patients:  1 had 

systemic  lupus  erythematosus,  and  11  were  over 
fifty  years  of  age,  most  of  whom  were  alcoholic.  In 
particular,  four  of  five  axillary  pneumonias  of  the 
right  upper  lobe  were  found  in  patients  over  fifty 
years  of  age.  Multiple-lobe  involvement,  although 
reported  in  about  20  per  cent  of  the  cases,  could  be 
confirmed  by  personal  review  of  serial  films  in  only 
5 cases. 

The  capsular  types  of  isolates  from  sputum  and 
from  blood  are  shown  in  Table  II.  Types  6,  9,  12, 
and  19  predominate  in  sputum,  as  do  types  4 and 
18  in  the  blood  cultures. 

Oral  therapy  following  parenteral  treatment  was 
given  to  55  per  cent  of  the  cases,  and  no  relapses  or 
failure  of  the  infiltrate  to  clear  were  noted.  All 
patients  who  had  less  than  ten  days  of  hospital 
therapy  (one-third)  were  seen  in  clinic,  and  in  all 
cases  the  pneumonia  had  cleared. 

The  length  of  time  of  treatment  required  for  the 
patient  to  become  afebrile  depended  mainly  on  the 
presence  or  absence  of  alcoholic  hepatitis  or  of  a 
pleural  effusion  (Table  III).  Both  conditions  oc- 
curred in  alcoholics;  of  the  38  with  slow  deferves- 
cence, 26  were  alcoholic.  In  5 patients  the  pro- 
longed fever  associated  with  these  conditions  led 
the  house  staff,  despite  other  measures  of  clinical 
improvement  (x-ray  film  clearing,  and  so  forth),  to 
change  therapy.  If  the  individuals  with  these  con- 
ditions were  eliminated,  there  is  little  difference  in 
patient  response  to  the  three  treatment  regimens 
(Table  III).  However,  a small  but  consistent  dif- 
ference in  the  duration  of  fever  in  alcoholics  and  in 
nonalcoholics  remains.  Aside  from  the  alcoholics 


TABLE  II.  Pneumococcal  Types* 


Types 

Sputum 

Blood 

Culture 

Cerebrospinal 

Fluid 

1 

1 

2 

1 

3 

5 

3 

4 

6 

5 

5 

6 

12 

2 

7 

4 

3 

2 

8 

6 

9 

12 

1 

1 

10 

3 

1 

11 

2 

2 

12 

12 

2 

1 

13 

2 

14 

3 

2 

15 

3 

16 

2 

1 

17 

2 

18 

2 

8 

1 

19 

16 

1 

20 

2 

2 

23 

4 

1 

Other 

23 

2 

4 

Totals 

81 

37 

9 

* Includes  all  patients  with  pneumonia  and/or  pneumococcal  septi- 
cemia or  meningitis. 


and  those  with  pleural  effusions,  there  were  4 pa 
tients  who  took  more  than  seventy-two  hours  t< 
become  afebrile. 

There  was  1 patient  who  had  a probable  penicil 
lin  skin  reaction,  and  1 wTho  had  a rather  question 
able  transient  rash  while  on  lincomycin.  Th< 
therapy  in  both  cases  was  altered  .immediately. 

Comment 

This  study  differs  from  the  two  previous  com 
parisons  of  therapeutic  efficacy  of  antibiotics  ir 
pneumococcal  pneumonia  in  several  respects.3’5’1 
First,  patients  did  not  need  a positive  sputum  cul 
ture  finding  to  be  included  in  the  study.  Certain 
ly,  the  inaccuracy  of  sputum  smears  in  the  diagno 
sis  of  the  cause  of  bacterial  pneumonias  has  re 


TAB  E III.  Duration  on  therapy  until  afebrile 


■p 

Days 

N 

i 

—Patient  Type- 
A 

AH 

N 

ii 

-Patient  Type > 

A AH 

N 

hi 

Patient  Type 
A 

AH 

0 to  1 

12 

1 

11 

5 

12 

5 

to  2 

5 

5 

3 

2 

4 

to  3 

1“ 

1 

3 

1 

4 

to  4 

lb 

1,  1» 

1 

1“ 

1 1 

1° 

2 

to  5 

1J 

1,  1“ 

1 

1« 

1 

to  6 

lb 

1 

to  7 

1* 

2 

to  8 

1" 

1 

to  9 

1 

10  + 

1- 

2n 

1 

1“ 

1 

N nonalcoholic;  A 

(ninety  years),  otherwise 

alee 

unex 

holic,  without  alcoho 
plained;  d penicil] 

lie  hepatitis;  AM 
in  reaction;  and 

- alcoholic  with  hepatitis;  a = pleural 
e - addict,  otherwise  unexplained. 

effusion;  b = unexplained; 

c = elderly 
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ceived  recent  attention  in  the  literature.7-9  How- 
ever, since  we  experienced  no  difficulty  in  growing 
the  pneumocci  from  any  sputum  that  showed  a 
predominance  of  lancet-shaped  gram-positive  di- 
plococci,  comfirmed  largely  by  “Omnisera,”  on 
smear,  we  felt  that  this  requirement  was  not  an  en- 
tirely mandatory  one.  Further,  it  was  impractical 
since  the  routine  laboratory,  for  a variety  of  rea- 
sons beyond  their  control,  could  not  be  relied  on. 
The  significance,  in  any  case,  of  a predominance  of 
pneumococci  in  a sputum  smear  or  culture  is  not 
that  it  establishes  the  diagnosis,  since  a similar 
picture  can  be  found  in  sputum  from  bronchitis, 
but  that  it  suggests  a causal  relationship  of  this  or- 
ganism to  the  illness  by  its  presence  and  by  the 
concomitant  absence  of  other  treatable  pathogens 
such  as  staphylococci  and  Klebsiella.  Viral  pneu- 
monias obviously  pose  a different  problem.  Addi- 
tionally, we  were  unable  to  assess  the  contribution 
of  anaerobes  in  our  patients’  disease. 

The  reasons  the  routine  laboratory  was  unable 
to  culture  S.  pneumoniae  very  frequently  was 
found  to  be  the  poor  quality  of  the  specimen  sub- 
mitted, such  as  saliva  or  part  of  an  overnight  spu- 
tum collection,  and  the  length  of  time  it  took  for 
the  specimen  to  reach  the  laboratory  from  the 
wards.  These  problems  of  collection  could  well  be 
the  reason  for  the  present  general  distrust  of  spu- 
tum culture  results.  The  inclusion  of  some  cases 
of  other  causes  is  no  doubt  unavoidable  in  all  such 
studies;  hopefully,  they  are  distributed  equally  in 
all  treatment  groups.  The  final  consideration  is 
that  analysis  of  the  data  showed  that  there  ap- 
peared to  be  no  difference  in  the  response  to  treat- 
ment of  those  who  had  a pneumococcus  isolated 
from  their  sputum  and  those  who  did  not. 

The  technique  of  transtracheal  aspiration,  while 
of  use  in  obtaining  an  adequate  specimen  in  an 
obtunded  or  uncooperative  patient,  was,  in  our 
view,  of  questionable  additional  benefit  in  individ- 
uals who  did  produce  an  adequate  sputum  speci- 
men. 

Second,  we  restricted  our  cases  to  those  mildly 
or  moderately  ill  because  we  did  not  believe  we 
could  secure  house-staff  cooperation  in  placing 
critically  ill  individuals  on  such  a protocol  until  we 
had  ascertained  its  results  in  less  severe  infections, 
although  these  regimens  have  been  tested  pre- 
viously.3’5’6 As  a consequence  of  their  exclusion, 
the  frequency  of  pneumococcal  bacteremia  was 
only  7 per  cent;  taking  into  consideration  all  pa- 
tients with  probable  pneumococcal  pneumonia 
during  this  period,  the  rate  would  be  about  22  per 
cent,  similar  to  that  reported  by  Tempest  and 
Austrian3  and  Anderson,  Bauman,  and  Austrian.5 
There  were  no  deaths. 

Further,  we  investigated  the  factors  associated 
with  prolonged  fever  and  found  that  the  majority 
of  protracted  febrile  courses  could  be  attributed  to 
a concomitant  alcoholic  hepatitis  or  to  a radio- 
graphically demonstrable  large  sterile  pleural  effu- 


sion. Interestingly,  as  compared  with  the  patients 
of  Tempest  and  Austrian3  which  included  those 
seriously  ill,3  our  study  group  had  far  fewer  cases 
of  prolonged  fever. 

These  slow  responders  caused  considerable  con- 
cern, and  this  resulted  in  a change  in  therapy 
(cephalothin  and  gentamicin)  in  several  cases  be- 
cause of  anxiety  about  sepsis  of  unknown  etiology. 
As  pointed  out  some  years  ago  by  Shulman,  Phil- 
lips, and  Petersdorf,10  the  nonbacterial  complica- 
tions can  produce  prolonged  elevation  of  fever  in 
pneumonia  patients. 

Allergic  reactions  were  uncommon  in  our  study 
group  and  no  nephrotoxicity  was  observed  in  the 
patients  treated  with  cephaloridine  in  the  doses 
used. 

Unusual  infiltrates  with  upper-lobe  or  with  in- 
complete consolidation  giving  a honeycomb  or 
even  a cavitary  appearance,  or  both  together,  were 
seen  in  our  study  patients  who  had  radiologic  evi- 
dence of  preexisting  pulmonary  disease.  These 
were  mainly  the  elderly  and/or  alcoholic  patients. 
This  finding  has  previously  been  noted  in  a large 
series  by  Ziskind  et  a/.11  and  is  confirmed  here. 
Axillary  pneumonias  of  the  right  upper  lobe  were 
closely  associated  with  an  age  over  fifty  years  rath- 
er than  with  alcoholism  or  evidence  of  chronic  lung 
disease.  The  house  staff  interpreted  these  unusu- 
al radiographic  features  as  indicative  of  necrotiz- 
ing bronchopneumonia  or  even  tuberculosis. 

Finally,  the  study  groups  indicate  that  the  three 
drugs  in  the  doses  given  are  apparently  compara- 
ble in  the  treatment  of  presumed  pneumococcal 
pneumonia  of  moderate  severity  in  a municipal 
hospital  population.  Furthermore,  once  response 
has  occurred  with  parenteral  therapy,  administra- 
tion of  medication  orally  can  be  used  without  sig- 
nificant likelihood  of  relapse  or  complications. 

Further,  cephaloridine  and  lincomycin  have 
been  compared  with  nafcillin  in  the  treatment  of 
gram-positive  coccal  pneumonias  (pneumococcal, 
staphylococcal,  group  A streptococci,  and  so  forth) 
and  found  to  be  probably  equivalent,  although 
there  were  statistically  nonsignificant  differences 
suggesting  that,  perhaps,  lincomycin  might  be  the 
least  active  of  the  three  agents.12  The  finding  of 
relative  equivalency  is  important  since  even  prop- 
erly done  sputum  stains  may  be  misleading  or 
equivocal.  The  high  frequency  of  penicillin  resis- 
tance in  staphylococci  and  the  fulminant  nature  of 
staphylococcal  pneumonias  usually  precludes  a 
therapeutic  second  chance  when  the  diagnosis  has 
to  be  revised.  Thus  it  is  important  to  have  treated 
this  type  of  pneumonia  properly  from  the  outset. 

The  actual  choice  of  antibiotic  for  the  penicillin 
hypersensitive  patient  with  pneumococcal  pneu- 
monia must  rest  on  marginal  criteria,  since  both 
cephaloridine  and  lincomycin  are  shown  to  be 
equally  effective.  With  cephaloridine,  there  is  a 
question  of  the  cross  allergenicity  with  penicillin, 
and  with  lincomycin  of  resistant  strains  of  pneu- 
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mococci  (usually  linked  with  erythromycin  resis- 
tance), and  of  pseudomembranous  colitis.13-16 
The  frequency  and  severity  of  reactions  to  ce- 
phalosporins in  penicillin-hypersensitive  individu- 
als is  unclear,  but  the  frequency  of  lincomycin-re- 
sistant  pneumococci  is  extremely  low  as  is  proba- 
bly the  frequency  of  colitis.  We  have  tested  sever- 
al hundred  isolates  of  pneumococci  in  this  hospital 
in  the  past  several  years,  and  we  have  not  yet  de- 
tected a resistant  isolate.  We  saw  no  cases  of 
pseudomembranous  colitis. 
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Of  the  other  17,  only  3 complained  of  headache  sponta- 
neously. Admittedly,  a single  measurement  of  the 
blood  pressure  must  yield  some  false  positives,  but  even 
so,  he  maintains  it  makes  pickup  of  the  condition  virtu- 
ally certain.  As  to  who  should  do  the  screening  (he  is 
speaking  of  the  situation  in  Great  Britain),  Dr.  Stewart 
notes  that  since  taking  blood  pressure  requires  standard 
technic  and  atmosphere,  the  general  practitioner  or  the 
industrial  physician  is  strategically  placed  to  do  the 
screening. 
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Takayasu’s  disease  is  essentially  an  arteritis  of 
the  large  vessels.  It  has  certain  characteristic  pre- 
dilections: (1)  it  occurs  predominantly  in  young 

females,  especially  Orientals,  (2)  its  major  target  is 
the  aortic  arch  and  its  branches,  and  (3)  its  most 
frequent  and  serious  clinical  expressions  are  in  the 
eye,  the  brain,  and  the  upper  extremities. 

To  review  in  detail  the  long  register  of  names 
applied  or  misapplied  to  this  disease  would  be  a 
fruitless  exercise.  Some  of  its  labels  will  be  men- 
tioned later. 

The  historical  evolution  of  the  Takayasu  story  is 
well  summarized  by  McKusick5  in  one  article  and 
by  Judge  et.  al.2  in  another.  In  1908,  at  the 
Twelfth  Congress  of  the  Japanese  Ophthalmologic 
Society,  Takayasu  presented  the  case  of  a twenty- 
one-year-old  female  who  first  came  to  him  with 
poor  vision  and  conjunctival  injection.  Fundos- 
copic  examination  revealed  a curious  ringlet  of  an- 
astomosing arterioles  and  venules  surrounding  the 
optic  disk.  Shortly,  the  patient  developed  severe 
and  complicated  cataracts,  glaucoma,  and  retinal 
detachment.  At  the  meeting,  Takayasu  openly 
admitted  he  did  not  understand  the  nature  of  the 
disease.  In  the  discussion  which  followed,  Profes- 
sor Onishi  of  Kyushu  University  described  another 
patient,  also  a young  female,  with  similar  ophthal- 
mologic findings,  but  with  the  additional  extraor- 
dinary feature  of  total  lack  of  pulses  in  both  upper 
extremities.  Thus,  the  liaison  between  eye  disease 
and  pulselessness  was  established.  But  poor  Pro- 
fessor Onishi  was  forgotten,  and  Takayasu,  who 
was  frankly  befuddled  by  a vascular  wreath  in  a 
woman’s  eye,  will  long  be  remembered  for  a type  of 
arteritis  he  never  described. 

For  about  three  decades  thereafter,  scanty  re- 
ports, similar  to  those  of  Takayasu  and  Onishi,  ap- 

*  By  invitation. 


peared  in  Japan  and  other  oriental  countries.  In 
1938,  Sato3  surgically  explored  a typical  case  with 
radial  pulselessness  and  demonstrated  that  the 
primary  site  of  the  disease  was  in  the  aortic  arch 
and  its  major  branches.  In  1940,  Oota,4  a Japa- 
nese pathologist,  described  the  essential  necropsy 
findings  in  a young  female,  with  clinical  features 
exactly  like  those  in  previous  reports. 

In  1951,  Shimizu  and  Sano5  wrote  an  excellent 
survey  on  the  numerous  neurologic  aspects  of  Ta- 
kayasu’s disease.  The  article  was  entitled,  “Pulse- 
less disease.”  It  was  an  appealing  label  and,  al- 
though hardly  specific  for  Takayasu’s  disease,  the 
name  is  now  firmly  entrenched  in  the  literature. 
Ross  and  McKusick,  in  1953, 6 and  Ask-Upmark 
and  Fajers,  in  1956, 7 emphasized  the  fact  that 
terms  such  as  aortic-arch  syndrome  and  pulseless 
disease  are  simply  generic  and  encompass  a variety 
of  pathologic  entities  which  may  significantly  af- 
fect that  particular  part  of  the  aorta  and  its 
branches.  Arteriosclerosis,  syphilitic  aortitis, 
trauma,  thromboses,  neoplastic  diseases,  and  con- 
genital abnormalities  may  all  give  rise  to  pulseless- 
ness, eye  disease,  and  neurologic  symptoms. 
Judge  et  al.2  refer  to  a case  published  by  Davy  in 
London,  in  1839,  as  the  original  description  of  the 
aortic  arch  or  pulseless  syndrome.  The  exact  na- 
ture of  the  pathology  in  that  patient  is  not  clear. 
Of  interest  is  an  1856  report  by  an  English  physi- 
cian, Savory,8  concerning  “a  young  woman  in 
whom  the  main  arteries  of  both  upper  extremities 
and  of  the  left  side  of  the  neck  were  throughout 
completely  obliterated.”  This  may  well  have  been 
a clinical  and  pathologic  description  of  Takayasu’s 
disease  long  before  the  Twelfth  Congress  of  the 
Japanese  Ophthalmologic  Society  in  1908.  Unfor- 
tunately, microscopic  studies  are  lacking,  and 
syphilis  cannot  be  excluded. 

To  indulge  in  further  historical  meanderings  can 
serve  no  useful  purpose.  Suffice  it  to  say  that  the 
Japanese  have  explored  the  subject  far  more  thor- 
oughly than  any  other  ethnic  group,  and  it  is  pri- 
marily from  them  that  we  glean  whatever  knowl- 
edge we  have  of  this  fascinating  disease. 

To  describe  the  pathognomonic  gross  and  mi- 
croscopic features  of  Takayasu’s  disease  is  impos- 
sible. There  are  none.  Disintegration  of  elastic 
fibers,  necrosis,  fibrosis,  stenosis,  and  thrombotic 
occlusions  is  hardly  a hallmark  of  distinction.  : 
Microscopically,  the  tissues  reveal  no  granulomas, 
no  organisms,  no  unusual  staining  properties,  no 
eosinophils.  Giant  cells,  when  they  do  occur,  are 
never  more  than  occasional.  In  brief,  from  a his-  j 
tologic  point  of  view,  Takayasu’s  disease  has  no 
special  personality  of  its  own.  As  presented  by 
Koszewski  and  Hubbard,9  the  initial  insult  is 
probably  a periarteritis,  which  progresses  to  a 
panarteritis,  with  round-cell  foci  and  disruption  of 
elastic  lamellae.  The  repair  which  follows,  unfor-  J 
tunately,  is  a relentless  fibrosing  process  which 
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transforms  the  diseased  vessels  into  rigid,  nar- 
rowed tubes,  very  often  shortened,  less  often  calci- 
fied. 

Despite  a lack  of  morphologic  specificity,  there 
is  in  Takayasu’s  disease  a peculiar  distribution  of 
lesions  which  is  highly  characteristic  and  from 
which,  both  clinically  and  pathologically,  a diag- 
nostic pattern  emerges.  In  postmortem  examina- 
tions, two  features  are  notable:  (1)  the  unusual 

vulnerability  of  the  arch  of  the  aorta,  and  (2)  the 
equally  unusual  vulnerability  of  large  elastic  arte- 
ries, particularly  those  which  arise  from  the  aortic 
arch. 

Vessels  with  muscular  coats,  such  as  the  coro- 
nary arteries,  are  almost  invariably  spared.  In 
long  arteries  which  are  part  elastic  and  part  mus- 
cular, it  is  the  proximal  elastic  segments  that  are 
selectively  diseased.  For  example,  the  carotid  ar- 
teries may  exhibit  the  most  advanced  scarring  and 
narrowing  at  their  points  of  origin  and  for  several 
centimeters  beyond,  while  their  intracranial  por- 
tions are  usually  patent  and  surprisingly  healthy. 

Hence,  Takayasu’s  arteritis  is  recognized  essen- 
tially by  its  anatomic  distribution  and  not  by  any 
specific  morphologic  findings,  and  the  serious  neu- 
rologic and  ophthalmologic  problems  that  accrue 
from  the  disease  are  predicated  chiefly  on  what 
happens  at  the  aortic  arch,  and  not  on  vascular 
disease  at  local  levels.  If  the  predilection  for 
young  females  and  the  tendency  to  thrombotic  oc- 
clusions are  added  to  these  features,  the  diagnostic 
panorama  is  completed. 

It  is  difficult  to  escape  the  fact  that  there  are 
similarities,  overlaps,  or  actual  common  denomi- 
nators between  this  disease  and  panaortitis  or 
nonspecific  aortitis.  In  the  early  descriptions  of 
Takayasu’s  disease,  the  name  was  reserved  for  a 
primary  arteritis  confined  to  the  aortic  arch  and 
its  major  branches,  and  observed  exclusively  in  the 
young  female  of  the  Far  East.  Many  Japanese  in- 
vestigators have  taken  a much  broader  view  of  the 
subject  and  have  emphasized  that  any  or  all  parts 
of  the  aorta  may  be  involved.  Atypical  coarcta- 
tions, which  have  an  extraordinary  frequency 
among  oriental  females,  are  regarded  as  a localized 
form  of  Takayasu’s  arteritis,  and  aortic  aneurysms 
and  aortic  branch  occlusions,  far  removed  from  the 
aortic  arch,  if  occurring  in  a setting  of  nonspecific 
aortitis,  are  regarded  as  complications  of  the  same 
basic  process. 

According  to  the  extent  and  the  location  of  the 
lesions,  as  revealed  by  aortography,  Nakao  et  ai, 10 
in  a review  of  84  cases,  have  divided  the  disease 
into  3 main  categories:  a classic  type,  in  which  the 
aortic  arch  and  the  brachiocephalic  vessels  are  ex- 
clusively involved;  an  extensive  type,  in  which  the 
entire  aorta  and  its  branches  are  diseased;  and  a 
third  type,  which  may  be  localized  or  extensive  but 
in  which  the  ascending  aorta  and  the  aortic  arch 
are  radiologically  normal.  The  categorization 


serves  no  useful  purpose  except  to  punctuate  the 
author’s  concept  that  Takayasu’s  disease  is  not 
necessarily  restricted  to  the  aortic  arch, 
e The  controversial  issues  over  etiology  may  be 
4 summarized  briefly  as  follows:  (1)  the  disease  is 

n an  expression  of  tuberculin  sensitization  in  which 
the  aorta  and  its  branches  are  the  target  organs, 
or,  (2)  the  disease  is  another  entity  in  the  intermi- 
ll nable  list  of  rheumatic  illnesses  in  which  the  heart, 
e the  blood  vessels,  the  joints,  and  a number  of  sero- 
logic factors  share  in  a loosely  structured  member- 
c ship.  Neither  view  is  substantiated. 

McKusick,1  quoting  Sano,  reported  41  out  of  48 
i-  cases  with  positive  tuberculin  test  findings.  In 
n Nakao  et  al.,10  over  25  per  cent  gave  positive 
histories  or  positive  residues  of  active  tuberculosis, 
e and  over  85  per  cent  showed  positive  Mantoux  test 
findings. 

d In  1959,  Lessof  and  Glynn11  described  pulseless 
il  disease  with  antinuclear  and  rheumatoid  factors 
and  falsely  positive  Wasserman  reactions.  Several 
such  reports  are  in  the  literature.  The  suggestion 
often  made  that  Takayasu’s  disease  is  an  oriental 
y form  of  disseminated  lupus  is  probably  fanciful. 

It  is  a pale  argument  that  both  diseases  have  a pre- 
e dilection  for  young  females;  so  do  such  obviously 
t disparate  diseases  as  hyperthyroidism,  anorexia 
r nervosa,  and  thrombotic  thrombocytopenic  purpu- 
r ra.  Furthermore,  if  there  is  any  sanguine  kinship 
between  Takayasu’s  disease  and  any  rheumatic 
c disorder,  certainly  a few  positive  serologic  test  re- 
sults will  not  decide  the  issue.  Having  suffered 
e through  the  gamut  of  positive  lupus  erythemato- 
sus (LE)  cell  preparations,  rheumatoid  factor,  and 
r biologically  false  positive  Wassermans  in  collagen 
f disorders,  in  Hashimoto’s  thyroiditis,  in  gamma 
a globulin  dyscrasias,  in  chronic  hepatitis,  in  drug 
d reactions,  in  lymphomas  and  leukemias,  one  is 
e hardly  impressed  with  the  specificity  of  such  find- 
ings. The  fact  is  there  are  no  pathologic  similari- 
e ties  between  the  large-vessel  disease  of  Takayasu’s 
s arteritis  and  the  small-vessel  disease  of  systemic 
lupus  and  its  cousins. 

y 

d 

s Early  acute  Takayasu’s  disease 

e It  is  often  forgotten,  in  recounting  the  natural 
c history  of  the  disease,  that  the  onset  is  associated 

e with  acute  systemic  manifestations  in  over  70  per 
cent  of  the  patients.  Vague  and  indefinite,  the 
e symptoms  are  the  common  property  of  a thousand 

0 and  one  other  disorders:  fever,  malaise,  arthral- 

e gias,  muscle  aches,  anorexia,  nausea,  night  sweats, 

e weight  loss,  pallor,  and  irregular  menses.  Occa- 

sionally, Raynaud’s  phenomenon  appears,  but  un- 
e like  that  observed  in  systemic  lupus  or  scleroder- 

a ma  it  does  not  herald  the  disease,  nor  does  it  per- 

t sist  beyond  the  acute  systemic  phase.  Pleurisy 

h and  pericarditis,  like  Raynaud’s  phenomenon,  are 

a usually  evanescent.  Skin  eruptions  resembling  er- 
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ythema  multiforme  and  erythema  nodosum  are 
described  by  both  McKusick1  and  Vinijchaikul.12 
Erythema  nodosum  should  not  be  surprising  in  a 
population  so  highly  victimized  by  tuberculosis. 
Blood  examinations  frequently  reveal  anemia, 
mild  leukocytosis,  and  elevated  levels  of  fibrino- 
gen, alpha  globulins,  and  gamma  globulins,  rarely 
with  monoclonal  spikes.  Biologically  false  posi- 
tive serologic  test  findings  for  syphilis  and  antinu- 
clear and  rheumatoid  factors  probably  appear  in 
less  than  10  per  cent  of  cases.  Sedimentation  rates 
can  be  extremely  rapid,  and  figures  of  70  to  80  mm. 
per  hour  are  rather  common. 

The  period  of  systemic  manifestations  preludes 
the  onset  of  overt  arterial  disease  by  weeks  or 
months.  In  the  average  patient,  the  acute  symp- 
toms endure  for  about  a month,  then  gradually 
subside.  The  asymptomatic  pause  which  follows 
is  of  variable  duration. 

Concept  of  prepulselessness 

The  concept  of  prepulselessness  recognizes  a 
time  span  from  the  first  flicker  of  clinical  illness  to 
the  first  perceptible  depressions  in  the  radial,  bra- 
chial, or  carotid  pulses.  It  is  a time  when  the  arte- 
ries are  quietly  stenosing.  The  process  may  be 
slow  or  rapid.  It  may,  in  fact,  be  so  fulminating 
that  detectable  signs  of  pulselessness  may  appear 
in  the  acute  systemic  phase,  without  an  asymp- 
tomatic hiatus.  In  rare  instances  the  entire  course 
of  the  disease,  from  beginning  to  death,  may  re- 
main in  a prepulseless  state.  The  symptoms  are 
vague,  recurrent,  insidious,  and  without  pattern. 
Roberts  et  al. 13  report  such  a case  in  an  article  en- 
titled: “The  prepulseless  phase  of  pulseless  disease 
or  pulseless  disease  with  pulses:  A newly  recog- 

nized cardiac  disease,  with  monoclonal  gammopa- 
thy,  and  fever  of  unknown  origin.”  The  patient 
was  a forty-six-year-old  woman  with  recurrent  epi- 
sodes of  fever,  nausea,  vomiting,  chills,  epistaxis, 
and  swelling  of  the  finger  tips.  A systolic  murmur 
at  the  left  lower  sternal  border  changed,  after 
months,  to  a diastolic  rumble.  On  one  occasion,  a 
pleural  friction  rub  was  audible  over  the  right  pos- 
terior hemithorax.  A marrow  specimen  contained 
8 per  cent  plasma  cells,  and  serum  electrophoresis 
revealed  a myeloma-type  gamma  spike.  Other 
significant  laboratory  findings  included  a hemo- 
globin of  9 Gm.  and  a sedimentation  rate  of  127 
mm.  per  hour.  After  an  illness  of  fourteen 
months,  the  patient  died,  apparently  in  congestive 
heart  failure.  Necropsy  examination  uncovered 
an  extensive  panaortitis  involving  all  segments  of 
the  aorta,  with  narrowing  of  the  left  subclavian, 
celiac,  superior  mesenteric,  renal,  and  common 
iliac  arteries.  The  coronary  arteries  were  also  nar- 
rowed, and  all  the  heart  valves  were  thickened. 

Whether  or  not  the  case  is  one  of  Takayasu’s 
disease  or  nonspecific  aortitis,  and  whether  or  not 
both  are  consequences  of  the  same  basic  pathogen- 


esis, are  controversial  matters.  But  if  the  case  is 
in  fact  an  atypical  example  of  Takayasu’s  arteritis, 
a view  currently  acceptable  to  many  investigators, 
then  certain  interesting  and  unusual  aspects  of  the 
disease  should  be  kept  in  mind:  (1)  that  not  all 

cases  are  confined  to  the  aortic  arch  and  its 
branches,  which  is  simply  a reiteration  of  Nakao’s 
concept  from  aortographic  studies;  (2)  that  muscu- 
lar arteries  such  as  the  renals  and  coronaries  may, 
in  exceptional  cases,  share  in  the  same  pathology 
as  the  elastic  arteries;  (3)  that  the  disease  may  be 
insidious,  recurrent,  and  lethal,  without  conspicu- 
ous evidence  of  pulselessness  throughout  its  entire 
course;  and  (4)  that  involvement  of  heart  valves 
can  occur,  and  hence  that  audible  murmurs  are  not 
necessarily  the  product  of  fever,  anemia,  or  sten- 
osed  vessels.  Aortic  insufficiency,  which  is  the 
most  frequently  encountered  valvular  lesion,  will 
be  discussed  in  a later  section. 

Needless  to  say,  the  diagnosis  of  Takayasu’s  dis- 
ease in  its  early  prepulseless  phase  may  frustrate 
the  most  astute  clinician.  The  problem,  however, 
is  not  always  insurmountable.  Certain  clues  are  of 
inestimable  value  and,  if  searched  for  diligently 
and  daily,  can  provide  a strong  presumptive  diag- 
nosis, without  aortography.  The  following  signs 
and  symptoms  should  be  carefully  explored: 

1.  Pain  or  discomfort  in  the  neck,  in  the  upper  an- 
terior chest,  or  both. 

2.  The  presence  of  a bruit  in  the  neck  or  upper 
thorax.  A supraclavicular  systolic  murmur  is  espe- 
cially suggestive.  A continuous  murmur  in  this  area 
occasionally  displays  the  machinery  quality  of  a pat- 
ent ductus  arteriosus  but  without  the  corroboratory  • 
signs  of  an  arteriovenous  fistula. 

3.  Tenderness  over  one  or  both  carotid  or  subcla- 
vian arteries.  This  is  an  exceptionally  strong  diag- 
nostic clue  in  early  disease  when  acute  inflammatory 
changes  in  the  arteries  are  particularly  prominent. 

4.  Hypotension  in  the  upper  extremities  associated 
with  hypertension  in  the  lower  extremities. 

5.  A hypersensitive  carotid  sinus. 

6.  Inequality  of  symmetrical  pulses. 

7.  A peculiar  semiflexed  posture  of  the  head,  de- 
liberately assumed,  because  the  patient  learns  by  ex- 
perience that  extension  of  the  neck  will  provoke  pain, 
syncope,  or  visual  disturbances. 

Obviously,  these  clinical  clues  are  based  on  the 
disease  in  the  aortic  arch  and  its  branches  where 
active  inflammation,  scarring,  and  stenosis,  are 
proceeding  simultaneously.  One  can  anticipate 
that  these  signs  and  symptoms  will  not  only  per-  ! 
sist  but  actually  become  exaggerated  as  the  disease  1 
advances  into  chronicity. 

Cardiovascular  system 

In  the  fully  established  chronic  state,  the  major 
clinical  manifestations  are  in  the  arteries,  the 
heart,  the  eye,  and  the  central  nervous  system.  In 
a primary  arteritis,  such  as  Takayasu’s  disease,  the 
most  logical  point  of  departure  in  any  discussion 
must  of  necessity  be  the  cardiovascular  system. 
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Hypertension,  tachycardia,  murmurs,  intermittent 
claudication,  and  absent  pulses  are  common  find- 
ings. Atypical  coarctations,  aortic  aneurysms,  val- 
vular disease,  and  pericarditis  are  less  common. 
In  a typical  case  with  pulselessness  and  hypoten- 
sion in  the  upper  extremities,  evidence  of  hyper- 
tension must  of  course  be  found  in  the  lower  ex- 
tremities. As  the  blood  pressure  findings  are  ex- 
actly the  opposite  of  those  found  in  a congenital 
coarctation  of  the  aorta,  Takayasu’s  disease  is 
sometimes  referred  to  as  reverse  coarctation. 

Hypertension,  which  is  universally  present  in 
advanced  pulseless  disease,  is  based  on  one,  or  all, 
of  three  mechanisms:  (1)  a blunting  of  the  carotid 
sinus  and  aortic  arch  reflexes,  (2)  stenosis  of  the 
aorta  above  the  renal  vessels,  and  (3)  partial  or 
complete  occlusion  of  the  renal  arteries  by  disease 
in  the  contiguous  aorta,  with  or  without  disease  in 
the  renal  arteries  themselves.  The  latter  two 
mechanisms  are  a virtual  reproduction  of  the 
Goldblatt  experiment  and  occur  only  in  the  minor- 
ity of  cases  when  the  disease  extends  to  the  de- 
scending segments  of  the  aorta  and  its  branches. 
In  most  instances,  hypertension  is  a reflex  phe- 
nomenon. Because  of  the  strategically  placed  ab- 
normality in  classical  Takayasu’s  disease,  the  nor- 
mal function  of  the  carotid  sinus  and  aortic  arch 
reflexes  is  compromised.  With  narrowing  of  the 
carotid  arteries  and  with  lack  of  distensibility  of 
the  densely  scarred  aortic  arch,  the  effective  pulse 
pressure  in  these  areas  is  severely  reduced,  causing 
a marked  decline  in  the  discharge  rate  of  the  baro- 
receptors,  with  hypertension  and  tachycardia  as 
induced  consequences. 

It  is  conceivable  that  in  a particularly  violent 
case  of  arteritis,  all  baroreceptors  might  be  de- 
stroyed. Such  cases  must  be  distinctly  exception- 
al. In  a report  by  Sano,  a hypersensitive  carotid 
sinus,  which  obviously  depends  on  viable  stretch 
reflexes,  is  found  in  over  90  per  cent  of  patients 
with  Takayasu’s  disease1.  Sloppily  stroking  the 
neck  will  not  demonstrate  its  presence.  If  one 
common  carotid  artery  is  compressed  below  the 
level  of  the  sinus,  syncope  without  alteration  in 
cardiac  rhythm  simply  suggests  obstructive  dis- 
ease of  the  opposite  carotid  artery,  a circumstance 
not  unusual  in  Takayasu’s  disease.  In  the  truly 
hypersensitive  carotid  sinus,  direct  compression 
will  provoke  almost  immediate  cardioinhibitorv  ef- 
fects such  as  sinus  bradycardia,  sinus  arrest,  or 
atrioventricular  block.  Typically,  the  response 
can  be  blocked  by  the  use  of  y50  gr.  of  atropine, 
subcutaneously. 

Oddly,  despite  its  reported  frequency  in  careful- 
ly conducted  clinical  studies  among  Japanese  in- 
vestigators, the  carotid  sinus  syndrome  is  rarely 
reported  from  other  countries,  which  reflects  ei- 
ther the  perspicacity  of  the  Japanese  clinicians  or 
their  greater  familiarity  with  a disease  which  is  al- 
most ethnic. 


Cases  of  Takayasu’s  disease  which  originate  in 
southeast  Asia  are  often  far  less  classical  than 
those  described  from  Japan.  In  the  usual  report, 
the  aorta  is  extensively  involved,  and  aneurysms 
are  common.  Whether  or  not  these  aortitides  are 
a separate  and  distinct  group  is  better  left  to  clini- 
cal philosophers  or  sophisticated  researchers. 
The  labels  in  the  articles  are  unmistakable. 

In  the  8 cases  of  Takayasu’s  arteriopathy  re- 
ported by  Vinijchaikul12  from  Thailand,  advanced 
disease  of  the  abdominal  aorta  and  renal  arteries 
was  found  in  6 cases.  Clinical  and  necropsy  find- 
ings included  severe  hypertension  with  congestive 
failure,  cerebral  hemorrhage,  unilateral  or  bilateral 
renal  atrophy,  thrombotic  occlusions  of  major  ves- 
sels, abdominal  coarctations,  and  saccular  aneu- 
rysms of  all  segments  of  the  aorta.  One  spectacu- 
lar case  presented  gangrene  of  the  left  leg.  In  3 
young  females  with  congestive  failure,  precordial 
murmurs,  and  a history  of  arthralgia,  the  diagnosis 
of  rheumatic  heart  disease  seemed  rather  secure. 
At  postmortem  examination,  the  cardiac  valves 
were  surprisingly  normal,  but  the  thoracic  aorta 
was  extensively  involved  with  stenotic  lesions  and 
saccular  aneurysms,  either  or  both  of  which  were 
the  probable  source  of  murmurs. 

The  most  fascinating  case  in  Vinijchaikul’s  se- 
ries was  a twenty-five-year-old  Thai  female  with  a 
nine-month  history  of  recurrent  heart  failure. 
Physical  examination  revealed  a systolic  murmur 
and  a diastolic  rumble  over  the  mitral  area.  The 
patient  died  seven  hours  after  admission.  Autop- 
sy findings  included  a mild  chronic  pericarditis, 
cardiomegaly,  a dilated  aortic  root  with  saccular 
aneurysms  of  the  ascending  aorta,  passive  conges- 
tion of  the  lungs  and  liver,  and  most  impressive, 
thickening  and  stenosis  of  the  mitral  valve  without 
involvement  of  the  chordae  tendinae,  without  in- 
volvement of  atrial  endocardium,  and  without  mi- 
croscopic evidence  of  Aschoffs  bodies. 

Shah,  Shah,  and  Shah14  reported  on  the  aortic 
arch  syndromes  with  aortic  insufficiency.  The 
diagnoses  were  based  on  aortography,  necropsy,  or 
both.  The  basic  pathologic  pattern  consisted  of 
thickening  and  retraction  of  the  aortic  cusps  with 
separation  of  the  commissures.  The  statistical  in- 
cidence in  Takayasu’s  disease  was  quoted  as  6 per 
cent. 

In  the  case  reported  by  Judge  et  al.,2  a thirty- 
six-year-old  white  female  with  severe  aortic  insuf- 
ficiency died  in  intractable  heart  failure.  On  ad- 
mission to  the  hospital,  the  systolic  pressure  in 
both  lower  extremities  was  over  300  mg.  Hg.  The 
pressure  in  the  right  arm  was  130/70;  the  pressure 
in  the  left  arm  was  unobtainable.  The  most  pro- 
nounced postmortem  findings  were  in  the  arch  of 
the  aorta  and  its  major  vessels.  The  renal  arteries 
were  uninvolved.  The  aortic  cusps  were  thickened 
and  retracted. 
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Radiologic  findings 

The  radiologic  exploration  of  Takayasu’s  disease 
is,  for  all  practical  purposes,  confined  to  the  heart 
and  blood  vessels.  The  following  features  are  of 
diagnostic  importance: 

1.  With  hypertension  so  common,  left  ventricu- 
lar hypertrophy  is  expected  in  almost  every  case. 
The  size  of  the  cardiac  silhouette  is  exaggerated 
further  with  valvular  disease.  With  scarring  and 
retraction  of  the  brachiocephalic  vessels,  the  aorta 
is  actually  pulled  upwards.  Hence,  the  fluo- 
roscopic finding  of  cardiomegaly  of  the  left  side, 
associated  with  an  elongated  and  pulseless  aortic 
arch,  especially  if  observed  in  a young  female,  is 
strong  presumptive  evidence  of  Takayasu’s  dis- 
ease. 

2.  Aortography  is  by  far  the  most  valuable  in- 
vestigative tool  for  a definitive  diagnosis.  Typi- 
cally, the  aortic  arch  is  rigid,  elongated,  and  slight- 
ly narrowed  and  the  brachiocephalic  vessels,  nota- 
bly at  their  origins,  are  either  markedly  stenosed 
or  totally  occluded.  Less  frequently,  aortic  aneu- 
rysms, aortic  constrictions,  and  aortic  branch  oc- 
clusions, anywhere  and  everywhere  along  the 
course  of  the  vessel,  may  be  encountered. 

3.  Aortic  insufficiency  is  best  demonstrated  by 
aortography. 

4.  In  conventional  films,  calcification  of  the 
aorta  or  its  branches,  though  unusual,  does  not  ex- 
clude the  diagnosis  of  Takayasu's  disease.  Its 
presence  is  related  to  chronicity. 

5.  In  a disease  in  which  anastomotic  circula- 
tions are  essential  for  survival,  the  finding  of  a rich 
network  of  interconnecting  collaterals  is  of  obvious 
diagnostic  value.  Similar  to  congenital  coarcta- 
tion of  the  aorta,  notched  ribs  with  palpable  inter- 
costal and  transverse  scapular  arteries  do  occur, 
but  in  searching  the  literature  one  is  impressed 
that  such  findings  in  Takayasu’s  disease  are  rather 
infrequent.  Transverse  scapular  pulsations  and 
radiologically  demonstrable  scapular  anastomoses 
are  the  ones  most  frequently  seen  in  the  thoracic 
area.  The  most  fruitful  site  for  demonstrating  a 
well-developed  collateral  circulation  is  in  the  head. 
Since  the  common  carotid  arteries  are  often  oc- 
cluded bilaterally,  and  since  the  vertebral  arteries 
are  almost  invariably  spared,  a vertebral  angiogra- 
phy will  reveal  the  arterial  tree  illuminated  as  far 
forward  as  the  anterior  fossa.  In  normal  individu- 
als, the  dye  is  generally  confined  to  the  posterior 
fossa. 


Ophthalmology 

To  say  that  Takayasu’s  disease  covers  the  entire 
spectrum  of  ophthalmic  pathology  is,  of  course,  an 
exaggeration,  but  only  a modest  one.  From  the 
optic  nerve  to  the  cornea,  the  variety  of  manifesta  - 
tions is  incredible  and  overwhelming.  Excellent 


reviews  are  available.15-19  Fundamentally,  all 
problems  are  related  to  ischemia.  As  the  subject 
matter  is  extensive,  only  a recitation  of  the  types 
of  ophthalmopathology  most  often  encountered  is 
permissible  in  a treatise  of  this  kind.  A brief  de- 
scription of  symptoms  and  clinical  tests  cannot  be 
excluded.  The  discussion  is  rendered  in  clusters 
of  complaints  and  findings. 

Complaints  include  photophobia,  ocular  pain, 
blurred  vision,  restricted  vision,  and  blindness.  In 
patients  with  impaired  vision,  amaurosis  fugax  or 
fleeting  episodes  of  blindness,  in  one  or  both  eyes, 
may  be  experienced  spontaneously  or  following 
certain  movements  such  as  rotation  or  extension  of 
the  head. 

Xanthopsia  occurs  in  a number  of  intoxications, 
rarely  following  cataract  extraction,  and  rarer  still, 
in  severe  obstructive  jaundice,  brain  tumors,  hys- 
teria, and  rapidly  advancing  blindness.  Its  occa- 
sional occurrence  in  Takayasu’s  arteritis  may  be 
due  to  progressive  retinal  pathology,  or  ischemic 
irritation  of  visual  centers  in  the  brain,  or  the  un- 
usual and  complicated  cataracts  that  appear  in 
over  40  per  cent  of  patients  with  this  disease.  It  is 
possible  that  someone  has  already  investigated  the 
filtration  and  diffraction  of  light  through  Takay- 
asu  cataracts. 

The  development  of  hyperopia  within  a short 
span  of  time,  as  a result  of  ischemic  shortening  of 
the  long  axis  of  the  eye  or  as  a result  of  hardening 
of  the  lens,  is  quite  common. 

Enophalmos  and  superficial  keratitis  are  also 
common,  and  hyperemia  of  the  bulbar  conjuncti- 
va, but  especially  surrounding  the  cornea  in  the 
perilimbal  area,  occurs  in  80  per  cent  of  the  cases. 
The  latter  is  an  indication  of  the  anastomotic  con- 
nections between  the  internal  and  external  carotid 
arteries. 

With  carotid  artery  stenosis  or  occlusion,  the 
pressure  in  the  central  retinal  artery  drops  to  lev-  fj 
els  below  normal.  Sequential  studies  of  progres- 
sive narrowing  of  the  carotid  arteries  as  reflected 
by  progressive  fall  in  intraocular  pressure,  or  com- 
parison of  the  extent  of  disease  in  the  right  and 
left  carotid  systems  may  be  obtained  with  Bail- 
liart’s  ophthalmodynamometer. 

In  the  uveal  tract,  the  following  problems  may 
develop:  iris  atrophy,  anterior  and  posterior  syne-  { i 
chiae,  partial  or  complete  occlusion  of  the  drainage 
angles,  atrophy  of  the  ciliary  body,  and  atrophy  of 
the  entire  choroid  layer. 

In  rubeosis  iridis,  which  is  associated  with  sever- 
al kinds  of  vascular  disease  in  the  young,  and  Ta- 
kayasu’s disease  is  no  exception,  a web  of  small  in- 
tertwining blood  vessels  appears  on  the  anterior 
surface  of  the  iris.  Hyphemia,  or  bleeding  into  the 
anterior  chamber,  is  common.  With  the  forma-  > • 
tion  of  peripheral  anterior  synechiae,  blockage  of 
the  aqueous  outflow  with  secondary  glaucoma  is 
inevitable. 

With  atrophy  of  the  ciliary  body,  which  through 
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the  system  of  zonular  fibers  governs  the  size  of  the 
lens,  problems  in  accommodation  become  insolu- 
ble. 

Since  a major  function  of  the  choroid  is  to  sup- 
ply nourishment  to  the  outer  portion  of  the  retina, 
the  development  of  choroid  atrophy  must,  of  ne- 
cessity, have  compromising  effects  on  the  retina. 
This  is  not  to  say  that  one  must  precede  the  other. 
The  retina,  in  fact,  has  its  own  bag  of  afflictions, 
independent  of  the  choroid. 

If  the  lenses  are  not  completely  opacified  and  if 
the  vitreous  is  clear,  some  of  the  most  fascinating 
findings  in  all  of  Takayasu’s  disease  may  be  ob- 
served in  the  retina.  Arteriovenous  anastomoses, 
mostly  peripapillary,  are  noted  in  60  per  cent  of 
the  cases.  When  the  intraocular  pressure  is  espe- 
cially low,  venous  pulsations  and  fragmentation  of 
the  columns  of  blood  in  the  retinal  arteries  are 
common  ophthalmoscopic  findings.  In  some 
cases,  slight  pressure  over  the  eyeball  may  cause 
bleaching  of  the  retinal  arteries.  All  of  the  vascu- 
lar phenomena  described,  whether  anastomoses, 
pulsations,  fragmentations,  or  bleaching,  are  indi- 
cations of  severe  occlusive  disease  in  the  carotid 
system. 

The  frequent  manifestation  of  both  microaneur- 
ysms and  retinal  hemorrhages  has  been  well  docu- 
mented by  Dowling  and  Smith18  in  their  occular 
study  of  pulseless  disease.  Excellent  angiographic 
studies  with  fluorescein  have  been  conducted  by 
Tokuoka19  and  by  Schimizu.20  Numerous  mi- 
croaneurysms, arteriovenous  shunts,  prolonged 
circulation  time,  and  patches  of  retinal  edema 
were  demonstrated  by  both  observers.  In  Schim- 
izu’s21  series,  in  which  several  cases  were  treated 
with  aorticocarotid  shunts,  fluorescein  studies  re- 
vealed that  in  some  patients  the  vascular  structure 
of  the  retina  gradually  returned  to  normal  in  the 
postoperative  state.  The  success  or  failure  of  the 
procedure  is  apparently  dependent  on  the  absence 
or  presence  of  irreversible  changes. 

Retinitis  proliferans,  vitreous  hemorrhages,  reti- 
nal detachment,  and  optic  atrophy  have  also  been 
described. 

Of  importance,  and  the  point  cannot  be  stressed 
too  strongly,  once  demonstrable  ocular  disease  be- 
gins, the  prognosis  as  to  vision  is  exceedingly  poor. 
If  successful  aorticocarotid  shunt  can  be  achieved, 
the  prognosis  is  considerably  more  encouraging. 

Neurologic  manifestations 

A fine  review  of  the  neurologic  aspects  of  Ta- 
kayasu’s disease  was  published  by  Schimizu  and 
Sano  in  1951.°  Dizziness,  headache,  syncope,, 
transient  blindness,  diplopia,  and  hemiparesis  or 
paraparesis  are  frequent  early  manifestation.  A 
syndrome  not  unlike  multiple  sclerosis  may  lead  to 
diagnostic  confusion  unless  the  subtle  vascular 
findings  of  the  prepulseless  stage  are  carefully  un- 


covered. Cerebellar  symptoms,  convulsive  sei- 
zures, memory  deficits,  and  permanent  paralyses 
are  observed  with  varying  degrees  of  frequency, 
alone  or  in  combination,  before  or  after  overt  evi- 
dence of  brachiocephalic  arterial  occlusions. 

Of  interest  is  the  occasional  occurrence  of 
speech  defects  which  may  be  the  result  of  (1)  di- 
rect vascular  involvement  of  the  tongue,  with  lin- 
gual weakness  or  lingual  atrophy  as  the  obvious 
cause  for  dysarthria,  or  (2)  the  subclavian  steal 
syndrome,  in  which  case  vertebrobasilar  artery  in- 
sufficiency is  the  fundamental  cause  of  speech  im- 
pairment, with  dysphagia,  vertigo,  hearing  deficits, 
and  facial  weakness  as  coexisting  markers  of 
brain-stem  ischemia. 

Case  report 

A case,  illustrative  of  the  neurologic  complications  of 
Takayasu’s  disease,  was  seen  by  the  author  in  recent 
years. 

The  patient  was  a thirty-six-year-old  Puerto  Rican  fe- 
male who  entered  the  hospital  following  a convulsive 
seizure.  The  essential  history  consisted  of  recurrent  ar- 
thralgia, fever,  and  sweats,  for  a period  of  ten  months 
prior  to  admission.  Because  of  cataracts,  she  had  been 
under  the  care  of  an  ophthalmologist  who  suspected 
some  metabolic  disorder.  Six  months  previously,  a 
medical  consultant  had  made  a diagnosis  of  rheumatic 
fever.  Blood  studies  had  revealed  a rapid  sedimenta- 
tion rate  with  a negative  tuberculin  test  result  and  nor- 
mal blood  values  for  sugar,  calcium,  and  phosphorous. 
Positive  physical  findings  included  an  absence  of  radial, 
brachial,  and  carotid  pulses  bilaterally.  The  blood  pres- 
sure in  the  upper  extremities  was  unobtainable,  in  the 
lower  extremities  260/130.  Loud  systolic  murmurs  were 
audible  over  the  precordium  and  over  the  right  and  left 
supraclavicular  areas.  Cataracts  in  both  eyes  precluded 
a satisfactory  examination  of  the  fundi.  Laboratory  in- 
vestigations revealed  rapid  sedimentation  rates,  mild 
anemia,  and  elevated  serum  globulins.  LE  cell  prepara- 
tions and  serologic  test  results  for  syphilis  were  nega- 
tive. Blood  chemistries  were  unremarkable.  She  was 
treated  with  steroids  and  diphenylhydantoin  (Dilantin) 
and  discharged  two  weeks  after  admission.  One  month 
later,  she  was  readmitted  with  another  convulsive  sei- 
zure. She  emerged  in  the  postconvulsive  state  with 
right  hemiplegia  and  dysarthria  which  persisted,  unim- 
proved, at  the  time  of  the  patient’s  discharge  six  weeks 
later.  Within  two  weeks,  while  at  home,  the  patient  de- 
veloped severe  vertigo,  headache,  repeated  episodes  of 
syncope,  impairment  of  memory,  dysphagia,  and  total 
blindness.  She  was  rehospitalized  after  another  convul- 
sive seizure.  Unconscious  and  severely  dyspneic  on  ad- 
mission, she  died  two  hours  later.  At  necropsy,  the  aor- 
tic arch  and  its  branches  displayed  the  characteristic 
rigid,  tubular,  fibrotic  structure  of  Takayasu’s  disease. 
The  innominate,  the  right  common  carotid,  the  left 
common  carotid,  and  the  left  subclavian  arteries  were 
completely  occluded  by  old  and  new  thrombi.  Areas  of 
softening  and  hemorrhage  were  noted  in  the  brain  stem 
and  in  both  cerebral  hemispheres,  especially  on  the  sur- 
faces The  spinal  fluid  in  the  ventricles  and  subarach- 
noid space  was  grossly  bloody. 
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Lung 

Most  of  the  lung  problems  in  Takayasu’s  arteri- 
tis are  observed  in  the  early  course  of  the  disease. 
Although  unusual  by  comparison,  the  main  pulmo- 
nary artery  may  be  the  site  of  the  same  pathologic 
assault  as  the  large  elastic  branches  of  the  aorta. 
Occasionally,  there  is  involvement  of  the  peripher- 
al branches  of  the  pulmonary  arteries,  with  multi- 
ple segmental  stenoses  or  thromboses,  exactly  as 
described  in  nonspecific  aortitis.  Hemoptysis  or 
pleurisy,  associated  with  radiologic  or  cardiograph- 
ic  evidence  of  cor  pulmonale,  are  valuable  clinical 
clues  of  pulmonary  vascular  disease.  Fibrotic 
changes  in  one  or  both  lung  fields,  with  or  without 
obvious  manifestations  of  pulmonary  hyperten- 
sion, are  sometimes  observed  in  conventional  films 
of  the  chest.  Acute  infarctions  are  not  rare.  They 
are  best  explored  with  scanning  techniques. 

All  pulmonary  symptoms  in  Takayasu’s  disease 
are  ominously  serious.  Persisting  pulmonary 
symptoms  are  harbingers  of  short  survival. 

Miscellaneous  findings 

In  completing  the  clinical  spectrum  of  Takay- 
asu’s disease,  mention  should  be  made  of  (1) 
chronically  cold  skin,  especially  of  the  face,  neck, 
shoulders,  and  upper  extremities;  (2)  leg  ulcers;  (3) 
splenomegaly;  (4)  loss  of  hair;  (5)  atrophy  of  the 
facial  muscles;  and  (6)  perforation  of  the  nasal 
septum.  Although  the  latter  may  seem  to  be  a 
clinical  curiosity,  an  appalling  figure  of  60  per  cent 
is  reported  by  Sano,  quoted  by  McKusick,1  as  an 
overall  incidence  in  the  natural  history  of  the  dis- 
ease in  Japan. 

Pregnancy  and  Takayasu’s  disease 

Despite  a predilection  for  females  in  the  repro- 
ductive years  of  their  lives,  the  effects  of  Takay- 
asu’s disease  on  pregnancy,  and  vice  versa,  are  not 
clearly  delineated.  Comprehensive  reviews  with 
critical  analysis  of  the  pertinent  data  seem  to  be 
lacking.  Only  sporadic  case  reports  are  seen  in  the 
American  literature. 

In  1962,  Judge  et  al.2  published  an  article  on 
the  protean  manifestations  and  variable  course  of 
Takayasu’s  arteritis  and  the  aortic  arch  s>ndrome. 
Four  cases  were  admirably  detailed  and  analyzed. 
A thirty-two-year-old  pregnant  Negress  with  a re- 
cent history  of  sudden  blindness  of  the  left  eye, 
left  hemiparesis,  and  severe  hypotension  of  the 
upper  extremities,  delivered  a normal  child  with- 
out difficulty.  In  an  article  which  explored  Ta- 
kayasu’s disease  from  so  many  perspectives,  the 
total  absence  of  a single  comment  on  the  coexist- 
ing pregnant  state  seems  rather  surprising. 

Later  in  1962,  a case  report  by  Sicuranza,  Maio- 
ririo,  and  Tisdall22  focused  directly  on  the  subject. 
The  patient  was  a gravid  twenty-four-year-old 
Puerto  Rican  female  with  a history  of  rheumatic 


fever,  progressive  vertigo,  and  4 previous  unevent- 
ful pregnancies.  The  physical  findings  included 
carotid  and  radial  pulselessness,  associated  with 
loud  systolic  murmurs  precordially  and  over  the 
left  supraclavicular  area.  The  diagnosis  was  docu- 
mented by  the  classical  angiographic  features  of 
Takayasu’s  disease.  No  evidence  of  valvular  dis- 
ease could  be  established.  The  rheumatic  fever 
was  apparently  an  acute  phase  of  arteritis.  Upon 
admission,  the  patient  complained  of  dyspnea,  or- 
thopnea, and  severe  vertigo.  The  delivery  was 
conducted  successfully,  with  the  patient  in  Fowl- 
er’s position.  In  the  postpartum  period,  neurolog- 
ic and  respiratory  symptoms  disappeared  com- 
pletely. One  of  the  most  commendable  aspects  of 
this  case  is  that  the  diagnosis  was  made  and  thor- 
oughly pursued  by  obstetricians,  at  a time  in  this 
country  when  the  appearance  of  Takayasu’s  dis- 
ease was  less  than  occasional  in  the  periodicals  of 
the  Internist,  and  nonexistent  in  those  of  the  ob- 
stetrician. The  author  was  called  in  consultation 
but  remained,  throughout,  a spectator. 

Prognosis  and  treatment 

There  are  no  universal  rules  which  govern  the 
prognosis  in  Takayasu’s  disease.  Approximations 
from  Kalmansohn  and  Kalmansohn23  and  from 
Ross  and  McKusick,6  such  as  one  to  fourteen  years 
from  diagnosis  to  death,  simply  reflect  the  broad 
latitude  of  severity  and  survival.  In  some  patients 
whose  span  of  life  is  measured  in  months,  the 
course  is  fulminating  and  lethal  from  the  very  be- 
ginning. In  other  patients  who  live  beyond  the 
acute  prepulseless  phase,  the  ravages  of  cerebral 
disease,  hypertension,  and  renal  failure  are  some- 
times overwhelming.  With  recurrent  cardiac  fail- 
ure or  recurrent  neurologic  deficits,  survival  be- 
yond three  to  five  years  is  rare. 

Some  patients  endure  for  many  years  despite 
pulselessness,  ocular  disease,  and  neurologic  defi- 
cits. After  the  acute  phase,  or  after  months  or 
years  of  a slow,  smoldering,  indolent  phase,  collat- 
erals develop,  symptoms  recede,  and  the  clinical 
picture  plateaus  to  a completely,  or  almost  com- 
pletely, asymptomatic  level. 

The  therapeutic  approach  to  the  disease  can  be 
summarized  in  a few  lines.  Of  the  drugs  available 
which  might  conceivably  have  therapeutic  value, 
heparin  and  steroids  seem  to  be  logical  choices. 
The  responses  are  sometimes  good,  sometimes 
equivocal,  and  sometimes  patently  disappointing. 
In  patients  with  strongly  positive  tuberculin  test 
findings,  antituberculous  therapy  should  be  given 
a trial.  Surgical  replacement  of  the  aortic  arch 
and  aorticocarotid  shunts  have  been  performed 
with  varying  degrees  of  success.  With  improved 
surgical  techniques  and  with  better  and  more 
durable  prostheses  or  grafts,  it  is  hoped  that  many 
of  the  crippling  consequences  of  occlusive  disease 
can  be  circumvented  in  the  future. 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 

Indications:  I n treatment  of  moderately  severe  i nfections  d ue  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.  — N gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen  and  intravenous  corti- 
costeroids should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma, 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  mtra- 
dermallyO.1  cc.  of  a 1 to  2 percent  procaine  solution  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparatuJ 
should  not  be  used.  Antihistaminics  appear  beneficial  in  trrl 
ment  of  procaine  reaction 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsl 
ceptible  organisms.  Constant  observation  of  the  patient  is  ess® 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  durtj 
therapy,  discontinue  penicillin  and  take  appropriate  measure® 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  I 
opinion  of  the  physician,  the  condition  being  treated  is  I 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  pri nr® 
or  secondary  syphilis,  perform  proper  diagnostic  procedu® 
including  darkfield  examinations.  In  all  cases  in  which  concc® 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  fofl 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  rjj 
sitization)  skin  rashes,  ranging  from  maculopapular  eruption:H 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  react™ 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Se\j,. 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings® 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  ir I 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  inf;  pj 
and  small  children,  midiateral  aspect  of  thigh  may  be  prefera  ■, 
When  doses  are  repeated,  vary  injection  site.  Before  inject® 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  bi  ll 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  A 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  t 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  chc  !.] 
Physicians  are  cautioned  not  to  use  less  than  recommen  t* 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:! 
million  units  intramuscularly  divided  into  at  least  two  doses  li 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  il 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injectiil 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  she  5 
be  individualized  using  large  amounts  of  short-acting  pemc >.» 
Gonorrheal  endocarditis  should  be  treated  intensively  i ■ 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatmen 
gonorrhea  (male  and  female)  is  accomplished  with  same  trT-  ■ 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  V<® 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therjl 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  of'-' 
wise,  a culture  specimen  should  be  obtained  from  the  ant< j*i#< 
urethra.  In  the  female,  culture  specimens  should  be  obtailW 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  per  s* 
3 or  more  days  following  initial  therapy  and  smear  or  cul!?1 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  u pA 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatmerjs 
indicated  if  follow  up  cervical  or  rectal  cultures  remain  positivi  jr : 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  i ISxs 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  tes  ih, 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  A'1 
also  have  syphilis  should  be  given  additional  treatment  afiM 
priate  to  the  stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2.40 1 
units  (4-cc.  size)  contains  procaine  penicillin  G in  a stabil  [ 
aqueous  suspension  with  sodium  citrate  buffer,  and  as  w/v  apj.  j 
imately  0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4% 
vinylpyrrolidone.  0.01%  propylparaben  and  0.09%  methylpara| 
The  multiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  r 
caine  penicillin  Gina  stabilized  aqueous  suspension  with  sot] 
citrate  buffer  and  approximately  7 mg.  lecithin,  2 mg.  cart] 
methylcellulose,  3 mg.  polyvinylpyrrolidone,  0.5  mg.  sort] 
monopalmitate.  0.5  mg.  polyoxyethylene  sorbitan  monopalm,] 

O. 14  mg.  propylparaben  and  1.2  mg.  methyl paraben, 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


M SYPHILIS 


UECTION 


liicillin 


LONG- 

ACTING 


(ITERILE  BENZATHINE 
IENICILLIN  G 
USPENSION)  WYETH 


! philis  is  preferably  treated  with  benzathine 
t mcillin  G.  which  is  also  the  drug  of  choice 
t prophylaxis  after  exposure.  Admmistra- 
tn  of  2.4  million  units  (1.2  million  in  each 
t ttock)  usually  cures  most  cases  of  primary, 
scondary  and  latent  syphilis  with  negative 


sinal  fluid. 

ldications:  In  treatment  of  infections  due  to  penicillin 
Jbnsitive  microorganisms  that  are  susceptible  to  the  low  and 
I prolonged  serum  levels  common  to  this  particular  dosage 
Therapy  should  be  guided  by  bacteriological  studies  (in- 
kling sensitivity  tests)  and  by  clinical  response 
Roe  following  infections  will  usually  respond  to  adequate 
d age  of  intramuscular  benzathine  penicillin  G— Venereal  in- 
■ ions:  Syphilis,  yaws,  bejel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 
ontraindications:  Previous  hypersensitivity  reaction  to  any 
■MCillm. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 

S acted)  reactions  have  been  reported  Anaphylaxis  is  more 
uent  following  parenterai  therapy  but  has  occurred  with  oral 
cillms.  These  reactions  are  more  apt  to  occur  n individuals 
Ai  history  of  sensitivity  to  multiple  allergens, 
jevere  hypersensitivity  reactions  with  cephalosporins  have 
by'  well  documented  in  patients  with  history  of  penicillin  hyper- 
Sipitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
v s hypersensitivity  to  penicillins,  cephalosporins  and  other 
a gens,  if  allergic  reaction  occurs,  discontinue  drug  and  treat 
a isual  agents,  e g.,  pressor  amines,  antihistamines  and  corti- 
c-  eroids. 


Precautions  nd'viduals  with  histories  of 

significant  allergies  and 'or  asthma 
Carefully  avoid  intravenous  or  intraarterial  use.  or  inaction 
into  or  near  maior  peripheral  nerves  or  blood  vessels,  since  such 
miection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  supermfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana 
phylaxis.  Fever  and  eosmophilia  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopenia.  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ- 
ated with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphihtics.  Jansch  Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections - 
Syphilis  — Primary,  secondary  and  latent— 24  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)— 2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age.  50.000  units/Kg  body 
weight:  ages  2-12  years,  adiust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
Injection  in  the  upper  outer  quadrant  of  the  buttock  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable When  doses  are  repeated,  vary  the  injection  site  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  miect  in 
another  site 

Composition:  7 400.000  units  n 4 cc.  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose.  0.4%  polyvinylpyrrolidone. 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300.000  units  per  cc.-10-cc. 
multi-dose  vial  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin.  3 mg.  polyvinylpyrrolidone,  1 mg. 
carboxymethylcellulose.  0.5  mg  sorbitan  monopalmitate.  0.5  mg. 
polyoxyethylene  sorbitan  monopalmitate.  0.14  mg.  propylparaben 
and  1.2  mg.  methylparaben. 


Wyeth 


Laboratories 

Philadelphia.  Pa.  19101 


Methadone-Maintained 

Patients 


Effect  of  methadone  on  plasma 
testosterone , FSH, 

LHy  and  prolactin* 


PAUL  CUSHMAN,  JR.,  M.D.,  F.A.C.P. 

New  York  City 

MARY  JEANNE  KREEK,  M.D.,  F.A.C.P. 

New  York  City 


Assistant  Professor  of  Medicine,  St.  Luke's  Hospital  Center,  and 
Columbia  University  (Dr.  Cushman),  and  Senior  Research 
Associate  and  Physician,  Rockefeller  University  (Dr.  Kreek) 


Low  plasma  testosterone  levels  have  been  ob- 
served in  some  untreated  and  methadone-main- 
tained narcotic  addicts.1’2  The  role  of  narcotics 
per . se  in  plasma  testosterone  levels  is  unclear. 
Therefore,  a study  of  the  effect  of  a single  dose  of 
methadone  on  plasma  methadone  and  T (testos- 
terone) concentrations  was  initiated.  Correlations 
between  plasma  methadone,  testosterone,  LH  (lu- 
teinizing hormone),  and  FSH  (follicle-stimulating 
hormone)  levels  were  made. 

Materials  and  methods 

Eight  male  volunteer  patients,  twenty-five  to 
forty-two  years  of  age,  in  treatment  at  the  St. 
Luke’s  Hospital  methadone  clinic,  were  studied 
(Table  I).  None  gave  any  history  of  sexual  distur- 
bances within  the  past  year,  and  all  had  no  clinical 
or  laboratory  evidence  of  illicit  drug  use  for  at 
least  one  year  before  study.  Except  for  the  cuta- 
neous residua  of  addiction,  the  physical  examina- 
tion findings  on  all  patients  were  normal.  All  de- 
nied alcohol  abuse  except  for  Case  5 who  had  used 


* Supported  by  grants  from  the  National  Institute  of  Mental 
Health  DA  00335,  the  Special  Action  Office  for  Drug  Abuse 
Prevention,  and  the  Narcotic  Addiction  Control  Commission. 
The  opinions  expressed  within  are  not  necessarily  those  of  the 
Commission. 


excessive  daily  alcohol  until  admitted  to  the  hospi 
tal  two  months  before  study,  after  which  he  ha 
abstained.  The  patients  had  been  addicted  t 
narcotics  for  7.9  plus  or  minus  three  years  befor 
entry  into  methadone  treatment  and  for  3.4  pic 
or  minus  0.9  years  before  being  studied. 

The  basic  design  of  the  investigation  was  fc 
plasma  hormone  and  methadone  levels  to  be  ol 
tained  at  11:00  A.M.  which  was  twenty-four  houi 
after  their  last  methadone  dose,  and  immediate! 
before  the  next  dose.  Subjects  were  restudied  < 
1:00  p.m.  and  3:00  P.M.  or  two  and  four  hou: 
after  their  methadone.  They  returned  the  ne: 
day  for  repeat  plasma  studies  at  11:00  A.M.,  1:( 
P.M.,  and  3:00  P.M.  or  twenty-four,  twenty-si: 
and  twenty-eight  hours  after  their  last  methadon' 
the  dose  for  the  second  day  was  withheld  unt 
completion  of  the  study.  The  second  day’s  obse 
vations  were  included  to  measure  whatever  diurn; 
variation  of  plasma  hormones  may  have  been  pre; 
ent  during  the  11:00  A.M.  to  3:00  P.M.  time  peric 
at  a time  when  the  plasma  methadone  levels  woul, 
be  changing  slowly,  assuming  they  had  an  approx 
mate  plasma  methadone  half  time  of  twenty-fi\ 
hours  as  was  reported  in  similar  patients.3’4 

Plasma  testosterone  was  determined  by  r, 
dioimmunoassay,5  as  were  LH,5  FSH,6  and  prola 
tin,7  and  the  methadone  concentrations  by  a g; 
liquid  chromatography  technique.4  Plasma  pr 
teins,  SGOT  (serum  glutamic  oxaloacetic  transar 
inase),  alkaline  phosphatase,  and  bilirubin  we 
determined  by  the  12-channel  autoanalyzer,  and 
spot  urine  was  obtained  for  the  qualitative  pre 
ence  of  dangerous  drugs.8  Plasma  was  separat 
from  red  cells  within  one  hour  and  stored 
— 17°C.  before  analysis. 

Results 

The  demographic  data,  together  with  t ; 
SGOT,  alkaline  phosphatase,  bilirubin,  and  t? 
urinary  drug  data  are  listed  in  Table  I.  Most  p - 
tients  had  modest  increases  in  alkaline  phospf- 
tase  and  SGOT  values  which  are  common  findir? 
in  drug-free  exaddicts  and  methadone-maintain  1 
patients.9  Only  methadone  was  detected  in  th  r 
spot  urines,  in  which  quinine,  morphine,  ampl- 
tamines,  barbiturates,  and  cocaine  were  not  ( - 
tected.  These  urinary  findings  were  confirmatcv 
of  the  negative  drug  histories  and  reinforced  te 
clinical  impressions  that  these  patients  were  fie 
of  illicit  drug  use  at  the  time  of  the  study.  Path  t 
6 took  a belladonna-phenobarbital  tablet  for  a g. 
trie  complaint  during  the  morning  of  the  stue: 
otherwise  there  were  no  other  medications  C( 
sumed. 

Cases  3,  7,  and  8 would  not  wait  the  four  hoi  s 
on  the  second  day,  so  their  studies  were  termin 
ed  after  only  twenty-four  hours.  Case  2 had  If 
twenty-four  to  twenty-eight  hour  study  perforrrd 
a week  after  the  initial  study.  Cases  4 and  5 hd 
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the  single-dose  tolerance  test  repeated  on  a second 
occasion  which  was  designated  as  4a  and  5a  in 

Table  II. 

The  plasma  methadone  concentrations  rose 
above  the  base  line  during  the  first  four  hours  but 
had  returned  to  the  base  line  by  twenty-four 
hours,  except  Case  5 whose  plasma  levels  remained 
somewhat  higher  during  the  twenty-four  to 
twenty-eight-hour  period.  The  plasma  testoster- 
one values  of  most  patients  two  to  four  hours  after 
the  methadone  dose  were  less  than  the  pretreat- 
ment levels.  The  mean  T after  four  hours  was  not 
significant  (p  less  than  0.20,  using  the  differences 
of  the  means)  compared  to  the  base  line.  By 
twenty-four  hours  the  testosterone  values  had  gen- 
erally returned  to  levels  comparable  to  those  at  the 
start  of  the  study.  During  the  twenty-fourth  to 
twenty-eighth  hours,  Cases  1 and  5 had  similar  de- 
clines in  plasma  T levels  while  Cases  2,  4,  and  6 
had  stable  testosterone  levels.  Therefore,  the  de- 
crease in  plasma  T values  from  11:00  A.M.  to  3:00 
P.M.  occurred  in  most  patients  whether  they  had 
methadone  at  11:00  A.M.  or  not. 

In  Figure  1 are  depicted  the  relationship  be- 
tween plasma  methadone  concentrations  and  T 
values  in  all  patients  at  11:00  A.M.  There  was  no 
simple  relationship  between  T and  methadone 
concentrations  evident. 

In  Table  II  are  listed  the  LH  and  FSH  values. 
There  were  no  changes  either  after  methadone  ad- 
ministration or  during  the  control  period.  No  re- 
lationships between  methadone  or  testosterone 
and  the  levels  of  either  gonadotropin  were  found. 
Prolactin  levels  were  within  the  normal  range 
throughout  the  study.  Mean  values  in  5 patients 
were  8.0  plus  or  minus  4.2  at  11:00  A.M.,  at  1:00 
P.M.,  and  3:00  P.M.  they  were  12.1  plus  or  minus 
6.5  and  16.8  plus  or  minus  15.1  ng.  per  milliliter  re- 
spectively, which  were  similar  to  the  mean  prolac- 
tin values  twenty-four,  twenty-six,  and  twenty- 
eight  hours  after  methadone.  (Table  II). 

Comments 

Symptoms  of  disturbed  sexual  function,  such  as 
delayed  ejaculation,  potency  difficulties,  and  re- 
duced libido,  are  common  in  narcotic  addicts  al- 
though much  less  frequently  observed  in  metha- 


Plasma  testosterone  values  in  8 selected  stable 
male  methadone  patients  were  studied  before  and 
after  their  daily  methadone  dose.  Their  plasma 
methadone  concentrations  rose  after  methadone, 
but  there  were  no  significant  changes  in  their  plas- 
ma testosterone,  prolactin,  FSH,  or  LH  levels.  Al- 
though patients'  plasma  containing  higher  levels 
of  methadone  tended  to  have  lower  testosterone 
level,  no  simple  relationship  was  found.  Daily 
methadone  doses  in  stable  tolerant  individuals  did 
not  produce  adverse  effects  on  plasma  pituitary  or 
testosterone  hormone  levels. 


done-maintained  patients  than  in  untreated  ad- 
dicts.10 There  has  been  no  satisfactory  explana- 
tion for  these  symptoms  as  yet.  One  possibility 
could  be  a central  nervous  system  effect  of  narcot- 
ics to  depress  pituitary  gonadotropins.  There  is 
some  evidence  that  narcotics  influence  a neuro- 
endocrine function — gonadotropins  may  be  af- 
flicted11 l3:  antiduretic  hormone  release,  ACTH 

suppression14  or  release,15,16  inhibition  of  cortico- 
trophin-releasing  factor  under  appropriate  stimu- 
latory circumstances,17  and  subnormal  growth  hor- 
mone secretion.1® 

Alternatively  there  might  be  a narcotic-related 
inhibitory  influence  on  testosterone  per  se  which 
could  be  particularly  relevant  to  disordered  sexual 
functions.  Previous  studies  of  plasma  testoster- 
one concentrations  in  untreated,  methadone- 
maintained,  and  abstinent  addicts  showed  a wide 
scatter  of  individual  values.1  Although  the  pre- 
ponderance of  the  values  were  normal,  several  de- 
terminations were  below  the  lower  limit  of  normal 
range.  In  the  methadone-maintained  patients 
category,  patients  receiving  less  than  40  mg.  of 
methadone  as  their  daily  maintenance  dose  tended 
to  have  higher  T levels  than  those  who  were  taking 
40  mg.  or  more  daily.  These  data  suggest  the  pos- 
sibility of  methadone  exerting  a depressing  action 
on  plasma  T levels. 

The  present  study  showed  that  the  oral  admin- 
istration of  methadone,  under  controlled  condi- 
tions, to  stabilized  selected  patients  did  not  pro- 
duce significant  changes  in  the  plasma  levels  of 
FSH  or  LH.  The  testosterone  values  probably  did 
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TABLE  1. 

Volunteer  patients  in  treatment  at  St. 

Luke’s  Hospital  methadone  clinic* 

rfef 

Methadone- 

Alkaline 

Case 

Age 

dose 

SCOT 

Phosphatase 

Bilirubin 

i'J  . 

Number 

(Years) 

(mg.  per  day)  years  of  RX 

(mlu.  per  ml.) 

(mlu.  per  ml.) 

(mg.  per  dl.) 

;n3i 

1 

42 

100 

2 

41 

74 

1.0 

2 

28 

30 

3 

113 

93 

0.9 

3 

24 

80 

27* 

81 

92 

0.9 

4 

25 

100 

2. 

60 

120 

0.8 

A 

5 

33 

80 

17* 

15 

224 

0.7 

J) 

6 

26 

80 

6 

58 

103 

0.6 

id  t| 

7 

3B 

70 

2 

141 

145 

0.9 

■m 

8 

41 

100 

5 

31 

61 

0.4 

4 


In  all  cases  there  was  urinary  drug  excretion  of  methadone  but  not  of  morphine  or  of  other  drugs. 
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TABLE  II.  LH  and  FSH  values 


Plasma,  Hormone  or 
Methadone 

Time 

(Hours) 

x * - 

1 

2 

3 

4 

4a 

i <x  LIBU Is 
5 5a 

6 

7 

8 

Mean 

dbSD 

LH 

0 

13 

6 

13 

14 

13 

15 

10 

13 

12.1 

2.8 

mlu.  per  ml. 

2 

15 

6 

12 

20 

19 

15 

10 

15 

13.7 

± 

4.2 

(normal  5 to  20) 

4 

12 

6 

7 

15 

9 

6 

8 

5 

8.5 

=b 

3.3 

24 

20 

12 

14 

10 

13 

13.8 

± 

3.8 

26 

12 

14 

10 

12.0 

28 

11 

17 

7 

11.7 

FSH 

0 

7 

2 

6 

10 

7 

9 

14 

16 

8.8 

4.5 

mlu  per  ml. 

2 

9 

4 

6 

12 

9 

4 

9 

20 

9.1 

± 

5.2 

(normal  4 to  25) 

4 

6 

7 

6 

13 

11 

6 

8 

10 

8.2 

± 

2.7 

24 

9 

12 

4 

9 

10 

8.8 

d= 

2.9 

26 

11 

5 

6 

7.3 

28 

15 

4 

6 

8.3 

Testosterone 

0 

203 

1,400 

395 

799 

1,123 

358 

510 

580 

971 

958 

730 

± 

378 

ng.  per  100  ml. 

2 

116 

1,100 

415 

748 

1,171 

257 

339 

576 

877 

709 

630 

358 

(normal  300  to  1200) 

4 

270 

780 

154 

676 

908 

227 

181 

390 

719 

759 

506 

± 

287 

24 

1,051 

1,480 

625 

539 

530 

979 

745 

8^8 

db 

333 

26 

848 

1,220 

625 

313 

510 

703 

± 

340 

28 

676 

1,952 

650 

250 

593 

824 

± 

651 

Methadone 

0 

0.17 

0.13 

0.11 

0.04 

0.16 

0.10 

0.07 

0.17 

0.12 

± 

0.05 

ug.  per  ml. 

2 

0.21 

0.30 

0.33 

0.13 

0.97 

0.11 

0.09 

0.52 

0.32 

dc 

0.27 

4 

0.38 

0.13 

0.11 

0.28 

0.67 

0.22 

0.18 

0.16 

0.24 

± 

0.48 

24 

0.20 

0.09 

0.12 

0.07 

0.71 

0.07 

0.09 

0.12 

0.18 

± 

0.53 

26 

0.24 

0.12 

0.07 

0.75 

0.07 

0.25 

± 

0.58 

28 

0.16 

0.10 

0.06 

0.74 

0.07 

0.22 

db 

0.59 

Prolactin 

0 

13.3 

3.3 

6.3 

7.0 

10.2 

8.0 

± 

4.2 

ng.  per  ml. 

2 

13.3 

16.0 

12.6 

20.3 

5.1 

12.1 

6.1 

(normal  15  to  25) 

4 

40.0 

2.6 

8.1 

25.0 

8.6 

16.6 

15.1 

24 

4.9 

3.9 

17.0 

8.6 

8.1 

± 

5.9 

26 

6.3 

3.9 

7.7 

6.0 

28 

8.8 

2.7 

28.1 

13.2 

not  change  significantly  either.  The  lower  T 
values  at  3:00  P.M.  compared  to  11:00  A.M.  oc- 
curred in  11  out  of  15  studies,  whether  or  not  the 
patients  had  received  methadone  at  11:00  A.M. 
that  day.  These  data  are  consistent  with  a diurnal 
variation  in  plasma  T,  a finding  which  has  been 
often  but  not  invariably  observed.19 

Interpretation  of  single  values  of  plasma  T can 
be  difficult  in  view  of  the  recent  discovery  that,  T 
levels  fluctuate  widely,  suggesting  episodic  rather 
than  continuous  secretion.20  It  is  likely  that  there 
were  additional  factors  other  than  methadone 
which  may  have  influenced  the  secretory  bursts  of 
testosterone  in  these  patients.  More  frequent 
sampling  via  an  indwelling  catheter  might  help  re- 
solve this  problem.  Alternatively,  the  present 
data  can  be  interpreted  to  show  somewhat  less  T 
secretory  activity  after  methadone  administration 
in  most  patients,  but  not  all,  for  example  Case  1. 
However,  the  similar  reduction  in  plasma  1'  levels 
in  some  patients  on  the  control  day,  when  the 
methadone  effects  would  have  consisted  solely  of 
residua  of  past  methadone  doses,  suggests  that 
methadone  may  not  be  influential  in  plasma  T lev- 
els at  all.  Further,  the  absolute  values  of  plasma 
T generally  were  within  the  normal  range.  Only 
16  per  cent  of  the  50  determinations  fell  below  an 
arbitrarily  selected  lower  limit  of  normal.  Most  of 
the  low  values  were  clustered  in  Cases  1 and  5, 
both  of  whom  had  several  normal  plasma  T values 
at  some  points  in  the  study. 


The  plasma  methadone  merely  sampled  the  vas- 
cular methadone  pool.  Although  these  values  can 
be  determined  with  precision,  it  is  uncertain  what 
they  may  represent  in  terms  of  methadone  effects 
on  tissue.3’4  Since  methadone  has  a large  extra-  ; 
vascular  pool,4  and  a relatively  long  half-time  in 
the  tolerant  subject,3  the  plasma  compartment 
may  not  be  a valid  reflection  of  the  quantities  of 
methadone  actually  occupying  the  appropriate  tis-  1 
sue  receptor  and  effector  sites.  Nevertheless,  the 
present  study  of  plasma  methadone  in  relation  to 
plasma  T,  determined  in  the  same  plasma  drawn 
at  the  same  time  of  day,  showed  no  correlation. 

There  did  not  seem  to  be  any  correlation  be-  i 
tween  plasma  FSH  or  LH  and  T concentrations. 
Even  the  patients  with  relatively  low  plasma  T > 
had  normal  gonadotropins  in  their  plasma.  These  4 
data  are  similar  to  those  of  Naftolin,  Judd,  and 
Yen20  in  normal  patients  whose  plasma  T values 
may  have  varied  without  corresponding  changes  in 
gonadotropins.  In  the  present  study  the  levels  ol 
T,  FSH,  and  LH  did  not  correlate  with  the  livei 
function  abnormalities;  it  is  noteworthy  in  this  re 
gard  that  Cases  2 and  7,  who  had  the  highes 
SGOT  values,  had  relatively  high  base  line  T con  i 
centrations. 

Acknowledgment.  Mrs.  Charlene  Teng  and  Mrs.  C.  I 
Gutjahr,  provided  expert  technical  services.  The  prolactin  de  - 
terminations  were  carried  out  in  the  laboratory  of  A.  G.  FrantJ 
M.I).  The  testosterone,  LH,  and  FSH  studies  were  performei 
in  the  RioScience  laboratories,  Van  Nuys,  California. 
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Some  reports  that  were  presented  to  the  Neuro- 
logical Society  of  Paris  between  1899  and  1908  on 
the  use  of  adrenal  extract  in  the  treatment  of  neu- 
romuscular disorders  will  be  commented  on  brief- 
ly. This  antedated  by  many  years  the  modern  era 
of  steroid  therapy. 

Nineteenth  century  recognition  of  Addison’s 
disease  and  myasthenia 

In  1855,  Thomas  Addison  of  Guy’s  Hospital, 
London,  published  his  monograph  on  adrenal  in- 
sufficiency, and  the  following  year  Trousseau  was 
the  first  to  refer  to  it  as  Addison’s  disease.  Weak- 
ness of  muscles  was  recognized  to  be  a major  fea- 
ture of  that  disorder,  and  by  1899  many  cases  had 
been  recognized. 

Although  myasthenia  gravis  had  been  recorded 
by  Thomas  Willis  in  1685,  there  was  no  further 
mention  of  that  disorder  in  the  literature  for  al- 
most two  centuries.  In  1877,  Sir  Samuel  Wilks, 
M.D.,  like  Addison  a physician  at  Guy’s  Hospital, 
published  the  second  case. 

The  third  case  of  myasthenia  gravis  was  re- 
ported by  Wilhelm  Erb  in  1879,  and  by  1900 
H.  F.  Campbell  and  Sir  Byrom  Bramwell,  M.D., 
were  able  to  review  60  cases,  of  which  Erb  had  de- 
scribed 4 and  S.  V.  Goldflam  3,  so  that  it  was  some- 
times known  as  the  Erb-Goldflam  syndrome. 
Among  early  authors  on  the  subject  were  Jean  Mar- 
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tin  Charcot,  Fulgence  Raymond,  and  Edouard 
Brissaud;  by  1899  very  few  individual  physicians 
had  much  experience  with  myasthenic  patients, 
whereas  addisonian  patients,  often  tuberculous, 
were  well  recognized. 


Early  treatment  of  neuromuscular  disorders  with 
adrenal  extract 

In  1899  Dufour  and  deFursac1  who  were  training 
in  the  service  of  Professor  Joffroy,  M.D.,  reported 
to  the  Neurological  Society  of  Paris  on  neurasthe- 
nia and  the  adrenal  glands.  They  stated  that  Ad- 
dison’s disease  had  been  treated  successfully  with 
extract  of  adrenal  glands,  and  questioned  whether 
or  not  adrenal  insufficiency  might  cause  other  dis- 
orders. They  reported  a fifty-four-year-old  fe- 
male who  had  become  a patient  of  Joffroy  in  De- 
cember, 1895,  after  experiencing  headaches,  de- 
pression, nervousness,  and  “above  all  great  muscu- 
lar  weakness.”  She  became  so  weak  that  she 
could  not  leave  her  bed,  had  to  be  fed,  and  avoided 
all  muscular  exertion.  Her  intellect  was  intact. 
She  “seemed  as  if  curarised.  In  a word,  muscular 
weakness  dominated  the  picture.”  Then,  in  Feb-  -/ 
ruary,  1898,  therapy  was  commenced  with  adrenal 
extract,  3 to  4 capsules  daily;  after  two  months,  the 
patients  strength  began  to  improve  and  continued 
without  relapse  during  the  twenty  months  of  treat- 
ment. Her  weight  increased  and  her  muscular 
strength  returned.  The  physicians  suggested  that 
neurasthenics  with  depression  and  weakness,  with- 
out any  other  signs,  should  be  treated  with  adrenal 
therapy.  They  stressed  that  their  patient  had  nc  1 
pigmentation  or  other  features  of  Addison’s  dis- 
ease. Dufour  and  deFursac1  added  that  they  hac 
found  that  the  only  previous  reference  to  this  ther 
apy  had  been  made  by  Henry  Huchard,  who  firsl 
proposed  its  use  in  neurasthenia. 

Thus,  in  1896,  these  authors,  together  with  Pro 
fessor  A.  Joffroy,  concluded  that  their  patient  die  ( 
not  have  Addisons  disease,  but  had  severe  weak 
ness  of  muscles,  appeared  curarised,  and  her  defi 
cits  were  remedied  by  adrenal  extract. 

In  1895,  F.  Jolly,  had  coined  the  term  myasthen 
ia  gravis  pseudoparalytica,  but  that  disorder  wa: 
still  often  referred  to  as  asthenia  or  neurasthenia. 

Present  at  that  meeting  of  the  society  was  Pro 
fessor  Joseph  Jules  Dejerine,  who  commented  tha 
the  patient  did  not  present  symptoms  of  Addison’: 
disease  and  could  be  termed  neurasthenic.  Jof 
froy  stated  that  the  patient  improved  both  physi 
cally  and  mentally  and  that  deformities  of  the  fin 
gers  that  resembled  rheumatism  had  gradually  de 
creased.  Brissaud  announced  that  in  the  near  fut 
ure  he  would  present  an  example  of  Addisoniai 
encephalopathy,  which  was  cured  by  treatmen 
with  adrenal  capsules.  Thus,  in  1899,  these  neu 
rologists  believed  that  the  extract  of  adrena  ;; 
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glands  they  prescribed  was  a potent  medication. 
Both  Brissaud  and  Dejerine  were  to  succeed  to  the 
chair  of  neurology  that  had  been  created  in  1882 
for  Charcot  at  the  Salpetriere  in  Paris. 

It  is  not  certain  whether  or  not  this  patient  had 
an  organic  or  psychogenic  disorder,  but  the  differ- 
ential would  include  polymyositis  and  other  colla- 
gen diseases,  as  well  as  myasthenia;  Joffroy’s  ob- 
servation that  with  adrenal  therapy  her  finger 
deformities  improvedis  of  interest. 

The  next  case  is,  I believe,  undoubtedly  an  ex- 
ample of  myasthenia  gravis.  In  1905  Raymond 
and  Sicard2  presented  the  case  of  a fifty-one-year- 
old  man  to  the  Neurological  Society  of  Paris.  In 
1901,  he  had  symptoms  of  ptosis;  diplopia;  weak- 
ness of  muscles  of  mastication,  swallowing,  and 
neck;  and  severe  fatigue  of  the  arms,  “so  severe 
that  after  a few  movements  he  was  like  a curarised 
animal.”  No  muscular  atrophy,  fasciculations, 
sensory  deficit,  or  disorder  of  pupils  were  present. 
He  was  neither  alcoholic,  syphilitic,  nor  tubercu- 
lous, there  was  no  evidence  of  Addison’s  disease, 
and  he  was  treated  with  extracts  of  thymus  and 
adrenal  glands.  His  symptoms  gradually  im- 
proved so  that  after  four  months  he  was  quite  well; 
this  well-being  was  maintained  despite  overstrain 
in  the  previous  year  during  which  he  travelled  to 
the  Congo  and  lived  a life  of  hard  work  and  priva- 
tion. The  authors  added  that  for  the  previous 
four  years  he  had  neglected  to  take  any  medica- 
tion, and  they  did  not  necessarily  attribute  his 
cure  to  the  thymus  and  adrenal  medication  that 
had  been  prescribed  over  a four-month  period  in 
1901.  They  commented  that  lengthy  remission  of 
that  type  was  unfortunately  the  rare  exception. 
Thus,  this  case  of  Raymond  and  Sicard2  was  quite 
compatible  with  a diagnosis  of  myasthenia  gravis 
of  severe  degree;  total  remission  persisted  for  four 
years  after  a course  of  adrenal-  and  thymus-ex- 
tract therapy. 

Since  the  death  of  Charcot  in  1893,  Fulgence 
Raymond,  M.D.,  had  held  the  Charcot  chair  of 
neurology  at  the  Salpetriere,  and  in  1890  he  had 
published  his  first  case  of  myasthenia  gravis.  Si- 
card  had  been  externe  to  Raymond  and  to  Bris- 
saud. 

In  1908,  Claude  and  Vincent3  presented  a 
thirty-eight-year-old  man  to  the  Neurological  So- 
ciety of  Paris.  At  twenty-five  years  of  age  he  had 
acquired  a primary  chancre  followed  by  manifesta- 
tions of  secondary  syphilis,  but  despite  lack  of 
therapy  he  had  thereafter  developed  no  further 
signs  of  syphilis.  He  was  a founder  by  trade  and 
worked  ten  or  eleven  hours  a day  at  a hot  furnace, 
lifting  80  ingots  of  60  Kg.  each  per  day,  which  de- 
manded considerable  physical  strength.  He 
drank  “perhaps  a little  more  than  average,  three 
litres  of  wane  per  day.” 

One  evening  in  January,  1908,  he  went  to  bed 
feeling  quite  well  and  the  next  morning  his  neck 
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corticotropic hormone,  and  the  more  recent  alter- 
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muscles  were  so  weak  that  he  could  not  raise  his 
head  from  his  chest.  That  weakness  persisted, 
and  in  March  he  developed  weakness  of  the  face, 
tongue,  and  pharynx,  and  then  of  the  arms. 

On  examination,  he  had  a darkly  pigmented 
complexion,  facial  immobility,  weakness  of  the 
neck  extensors  and  sternomastoids,  weakness  in 
closure  of  the  mouth  and  eyes,  impaired  abduction 
of  the  eyes,  and  diplopia.  On  speaking,  his  voice 
was  initially  strong  but  would  fatigue;  swallowing 
was  impaired.  The  shoulder  girdle  muscles  were 
weak,  but  there  was  good  strength  in  the  arms  dis- 
tally  and  in  the  trunk  and  legs.  During  the  month 
he  was  under  observation,  he  became  weaker. 
The  authors  noted  that  his  fatigue  varied  from  one 
moment  of  the  day  to  the  next  as  in  myasthenia. 
He  had  normal  intellectual  function,  tendon  and 
cutaneous  reflexes,  sensation,  and  cerebrospinal 
fluid.  “It  seemed  that  myasthenia  was  the  only 
possible  diagnosis.”  However,  his  skin  pigmenta- 
tion seemed  to  be  greater  than  could  be  readily  ex- 
plained by  his  occupational  exposure  to  great  heat. 
There  was  no  abdominal  pain  or  vomiting,  the 
heart  and  kidneys  appeared  normal,  and  the  liver 
was  somewhat  enlarged. 

Later  in  1908,  the  patient  was  again  presented 
to  the  society  by  Claude  and  Vincent3  with  the 
statement  that  they  had  formulated  a diagnosis  of 
bulbar  myasthenia  due,  in  some  degree,  to  adrenal 
insufficiency.  They  had  tried  thyroid  therapy 
without  success,  and  then  prescribed  powder  of 
adrenal  glands  intermittently  from  July  to  No- 
vember, 1908.  They  reported  that  his  strength 
had  returned  to  normal  so  that  movements  of  the 
neck,  face,  and  shoulder  girdle  muscles  were  again 
strong,  and  his  swallowing  had  recovered.  Claude 
and  Vincent3  clearly  believed  that  their  patient 
was  myasthenic  and  that  the  fortunate  outcome 
was  due  to  adrenal  therapy. 

After  that  presentation,  Sicard  reported  that 
the  patient  he  had  presented  with  Raymond  in 
1905, 2 who  had  “for  four  months  in  1901  a classical 
Erb-Goldflam  syndrome,”  was  still  in  good  health 
seven  years  later.  His  recollection  was  that  they 
had  attributed  his  cure  to  therapy  with  extract  of 
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adrenal  and  thymus  glands.  Dufour  then  recalled 
that  in  1899  he  and  deFursac  had  presented  a pa- 
tient to  the  society  who  was  cured  of  severe  weak- 
ness by  adrenal  therapy.1  “As  well  as  being  neu- 
rasthenic, that  patient  was  above  all  a myasthen- 
ic.” She  had  sent  him  annual  reports,  and  for 
nine  years  had  remained  well. 

Modern  era  of  adrenocorticotropichormone 
(ACTH)  and  steroid  therapy  for  myasthenia 
gravis 

Myasthenia  gravis  was  first  treated  with  adreno- 
corticotropic hormone  in  1944  by  Torda  and 
Wolff4  and  by  other  investigators  after  it  became 
commercially  available  in  1948.  Although  some 
patients  appeared  to  gain  temporary  remissions, 
most  experienced  a decrease  in  strength  during 
therapy,  some  deaths  were  attributed  to  the  treat- 
ment, the  periods  of  remissions  were  brief,  and  in 
most  cases  subsequent  courses  produced  less  bene- 
fit. 

During  the  1950s,  several  investigators  used  cor- 
ticosteroids in  the  treatment  of  myasthenia  gravis 
with  disappointing  results,  but  in  1970  Warmolts, 
Engel,  and  Whitaker5  reported  a well-documented 
case  of  an  adult  myasthenic  male  who  was  treated 
successfully  with  alternate-day  prednisone.  In 
1972,  Warmolts  and  Engel6  reported  benefit  in  5 
patients,  and  other  authors  have  reported  favor- 
ably on  the  effect  of  continued  alternate-day  ther- 
apy. 

Thus,  more  than  half  a century  elapsed  between 
the  use  of  crude  adrenal  extract  and  the  recent 
therapy  with  specific  corticosteroids  for  the  treat- 
ment of  myasthenia  gravis;  the  role  of  the  latter 
has  not  yet  been  fully  established.  The  fifty-one- 


year-old  male  myasthenic,  treated  by  Raymond 
and  Sicard2  in  1901  was  remarkably  similar  to  the 
forty-four-year-old  male  treated  by  Warmolts, 
Engel,  and  Whitaker  in  1970. 5 They  both  did 
well,  and  the  essence  of  therapy  in  the  2 cases  may 
have  been  the  same.  Perhaps  Addison  deserved 
more  honor  than  he  was  given  in  his  lifetime,  and 
Huchard  should  be  credited  with  the  initiation  of 
adrenal  therapy  for  neuromuscular  disorders. 

Professor  Henri  Huchard  lived  from  1844  to 
1910.  He  published  extensively  on  disorders  of 
the  heart  and  blood  vessels,  and  was  on  the  active 
staff  of  the  Necker  Hospital,  Paris,  until  a few 
months  before  his  death.7 
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Problems  associated  with  hospitalization  and 
discharge  of  the  mentally  ill  in  psychiatric  facili- 
ties have  received  wide  attention  from  both  the 
law  and  the  medical  professions  in  recent  years.1  6 
Although  the  court  intervention  into  the  psychiat- 
ric scene  has  been  applauded  by  some  as  assuring 
justice  for  mental  patients,'-8  this  legal  intrusion 
into  the  mental  health  movement  is  seen  by  others 
as  potentially  harmful  not  only  for  the  court  and 
the  hospitals,1  but  also  for  the  patient  himself.4 
One  aspect  of  the  discharge  issue,  with  significant 
implications  for  the  welfare  of  both  the  communi- 
ty and  the  psychotic  patient,  has  been  sorely  ne- 
glected: the  need  for  clearly  defined  statutes  de- 
termining conditions  and  type  of  discharge.  In 
the  current  version  of  the  New  York  State  Mental 
Health  Law,  conditional  discharge,  assuming  some 
control  over  the  discharged  patients’  compliance 
with  ambulatory  remedial  procedures,  is  conspicu- 
ous by  its  absence.9  Based  on  the  physical  model 
of  illness,  the  law  presupposes  that  the  psychotic 
expatient,  and  particularly  the  schizophreniac,  is 
healthy  enough  at  discharge  to  be  able  to  assume 
responsibility  for  his  acts  and  posthospitalization 
treatment.  Furthermore,  in  case  of  exacerbation 
of  his  illness,  he  is  seen  as  aware  of  his  disruptive 
and  maladaptive  behavior,  and  is  expected  to  seek 
treatment  to  ameliorate  his  condition.  Contrary 
to  expectation,  however,  this  appears  to  be  rarely 
the  case.  As  Rothman10  and  others  pointed  out, 
schizophrenic  patients,  stemming  primarily  from 

*The  research  was  supported  by  the  Kittay  Scientific  Foun- 
dation with  matching  funds  from  New  York  University  School 
of  Medicine. 


Extent  of  schizophrenics'  insight  into  their  mental 
condition  on  admission  and  their  premorhid  func- 
tioning were  measured  in  terms  of  self-report  and 
psychiatric  evaluation.  Results  indicate  that 
schizophrenics  appear  to  have  little  awareness  of 
their  psychosocial  difficulties  and  this  interferes 
with  constructive  use  of  posthospitalization  care. 
The  findings  emphasize  the  need  for  legal  statutes 
regulating  compulsory  convalescent  care  of  schizo- 
phrenics released  into  the  community. 


the  lowest  socioeconomic  levels,  show  generalized 
resistance  towards  following  through  on  outpa- 
tient remedial  care,  and  have  a dropout  rate  for 
aftercare  of  about  75  per  cent.10-12  The  lack  of 
awareness  of  the  schizophrenic  patient  in  need  of 
treatment  can  be  further  inferred  from  the  fact 
that,  on  the  average,  only  3.9  per  cent  of  the  pa- 
tients requiring  hospitalization  are  self-admitting, 
the  rest  consisting  of  referrals  by  family,  police, 
and  other  social  agencies.13 

In  addition,  in  the  eyes  of  the  law,  the  schizo- 
phrenic patient,  without  active  psychopathologic 
illness,  is  expected  to  understand  his  relationship 
to  the  community  and  be  competent  in  judging  his 
behavior  in  line  with  social  expectations.  Yet  it 
has  been  shown  that  one  year  after  discharge,  89 
per  cent  of  schizophreniacs  function  below  the 
level  of  the  average  person,  failing  to  perform  so- 
cially expected  roles  such  as  self  support,  accord- 
ing to  both  his  family  and  himself.14 

This  report  is  part  of  a large  project  investigat- 
ing factors  contributing  to  readmission  in  schizo- 
phrenia. As  a result  of  investigating  such  vari- 
ables as  level  of  functioning  and  reaction  to  stress 
between  hospitalizations,15  attitudes  toward  post- 
hospitalization treatment  within  existent  systems 
of  aftercare,11  and  premorbid  social  performance 
in  relation  to  readmission,16  a main  question  was 
posed  whether  or  not  the  patient’s  poor  insight 
precludes  his  recognition  of  the  need  for  continu- 
ing aftercare  treatment.  It  is  the  purpose  of  this 
report  to  present  evidence  that  the  schizophreniac, 
between  discharge  and  readmission,  lacks  full 
awareness  of  the  extent  of  his  psychological  im- 
pairment, which,  despite  his  progressive  social 
dysfunction,  prevents  him  from  use  of  posthospi- 
talization care,  resulting  in  his  readmission. 

Subjects 

The  sample  consisted  of  641  schizophrenic  pa- 
tients of  both  sexes  of  whom  125  (19.5  per  cent) 
were  acute  and  516  (80.5  per  cent)  chronic  patients 
admitted  to  Bellevue  Hospital  in  New  York  City. 
Acutes  were  defined  as  first  psychiatric  admission 
cases,  chronics  as  patients  with  multiple  hospitali- 
zations. Of  the  125  acute  patients,  97  (77.6  per 
cent)  had  onsets  within  three  months  of  their  hos- 
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TABLE  I.  Distribution  of  diagnoses  for  acute  and  chronic  schizophreniacs 


Acute . Chronic , Total 


Diagnoses 

Number 

Per  Cent- 

Number 

Per  Cent 

Number 

Per  Cent 

Schizoaffective 

17 

13.6 

63 

12.2 

80 

12.5 

Paranoid 

43 

34.4 

192 

37.2 

235 

36.7 

Acute  schizophrenic  episode 

50 

40.0 

50 

7.8 

Chronic  undifferentiated  type 

245 

47.5 

245 

38.2 

Catatonic 

2 

1.6 

1 

0.2 

3 

0.5 

Others  (simple,  latent,  hebephrenic) 

13 

10.4 

15 

2.9 

28 

4.4 

* Diagnoses  based  on  Diagnostic  and  Statistical  Manual  of  Mental  Disorders  (DSM  II)  American  Psychiatric  Association,  1968. 17 


pitalization,  and  28  (22.4  per  cent)  reported  onsets 
from  three  months  to  one  year  prior  to  admission. 
For  the  516  chronic  patients,  amount  of  hospitali- 
zation in  the  past  ten  years  ranged  from  one  to  two 
years;  the  average  number  of  hospitalizations  was 
3.63.  Serving  as  controls  were  104  non-hospital- 
ized  “normal”  subjects  with  comparable  demo- 
graphic characteristics. 

The  patients’  diagnoses,  established  at  admis- 
sion, were  subsequently  verified  by  ward  and  proj- 
ect psychiatrists.  The  agreement  rate  of  diagnosis 
of  schizophrenia,  based  on  Diagnostic  and  Statis- 
tical Manual  II17  was  95  per  cent.  Subjects  whose 
diagnosis  of  schizophrenia  was  secondary  to  alco- 
holism, drug  addiction,  and  mental  retardation 
were  eliminated  from  the  sample.  Distribution  of 
the  diagnostic  subclassifications  within  the  sample 
is  shown  in  Table  I. 

The  subjects  were  comparable  in  terms  of  sex, 
age,  marital  status,  employment  status,  and  race 
as  shown  in  Table  II.  The  sample  fell  mainly  into 
Classes  IV  and  V on  the  Hollingshead  and  Re- 
dlich 18  socioeconomic  classification  index. 

From  the  original  sample  of  641  schizophren- 
iacs, 349  chronics  and  70  acutes  were  available  for 
the  follow-up  study.  Of  the  349  chronics,  258  (73 


per  cent)  were  readmitted  to  Bellevue  or  other 
psychiatric  facilities  during  the  follow-up  period  of 
approximately  two  years;  91  of  the  349  chronics 
(26.1  per  cent)  were  not  readmitted  during  this  pe- 
riod. Of  the  70  acutes,  31  (44.3  per  cent)  were  re- 
hospitalized at  Bellevue  or  other  facilities  during 
the  follow-up  interval,  and  38  (55.7  per  cent)  were 
not  readmitted  during  this  time. 

Measures 

Psychiatric  history,  reported  by  the  patients 
and  pertaining  to  reasons  for  admission,  amount  of 
previous  hospitalization,  type  of  admission  (volun- 
tary vs.  induced),  and  length  of  illness  prior  to  cur- 
rent hospitalization,  was  obtained  from  the 
SSFIPD  (social  stress  and  functionability  invento- 
ry), a structured  interview  questionnaire,  devel- 
oped for  the  purposes  of  this  study.  A global  mea- 
sure of  premorbid  psychosocial  functioning  was 
also  derived  from  the  SSFIPD.  The  total  func- 
tioning score  represented  the  sum  of  174  items 
covering  4 independent  but  related  areas:  social 

performance  (job,  education,  dependence  on  wel- 
fare, management  of  finances,  and  living  circum- 
stances); family  interaction  (relationship  with  par- 
ents, relatives,  marital  partner,  and  children);  so- 


TABLE  II.  Socio-demographic  characteristics  of  sample 


A 

Variable 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Sex 

Males 

329 

63.8 

65 

52.0 

394 

61.5 

43 

45.3 

Females 

187 

36  2 

60 

48.0 

247 

38.5 

52 

54.7 

Total 

516 

125 

95 

Age 

Under  25 

120 

23.1 

57 

45.6 

176 

27.5 

27 

28.4 

25  to  44 

352 

68.2 

62 

49.6 

414 

64.6 

58 

61.1 

45  + 

44 

8.7 

6 

4.8 

50 

7.8 

10 

10.5 

Marital  status 

Single 

306 

59.3 

80 

64.0 

386 

60.2 

25 

86.3 

Married 

67 

13.0 

20 

16.0 

87 

13.6 

34 

35.8 

Separated 

143 

27.7 

25 

20.0 

168 

26.2 

36 

37.9 

Employment  status 

Welfare 

205 

39.7 

25 

20.0 

230 

35.9 

10 

10.5 

Unemployed 

182 

35.3 

47 

37.6 

229 

35.7 

2 

2.1 

Part-time 

23 

4.6 

7 

5.6 

30 

4.7 

1 

1.0 

F ull-time 
Race 

106 

20.4 

46 

36.8 

152 

23.7 

82 

86.3 

White 

292 

56.6 

60 

48.0 

352 

54.9 

42 

44.2 

Black 

192 

37  2 

57 

45.6 

249 

38.9 

33 

31.7 

Puerto  Rican 

22 

4.3 

5 

4.0 

27 

4.2 

17 

17.9 

Oriental 

1 

0.2 

2 

1.6 

3 

0.5 

1 

1 1 

Other 

9 

1.7 

1 

0.8 

10 

1.5 

2 

2.1 
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cial  interpersonal  interaction  (dating,  sex,  rela- 
tionship with  close  friends,  neighbors,  and  others, 
use  of  leisure  time,  and  religion);  and  social  mal- 
adaptive activities  (drinking,  use  of  addictive  and 
psychedelic  drugs,  and  antisocial  behavior).  The 
scoring,  standardization,  and  reliability  of  the 
questionnaire  have  already  been  reported.15 

Mental  status  evaluation  was  based  on  the  PAS 
(problem  appraisal  scale),  standardized  by  Spitzer 
and  Endicott.19  The  scales  cover  areas  of  physical 
function  disturbance,  intellectual  development, 
social  relations,  social  performance  impairment, 
and  primary  and  secondary  signs  and  symptoms. 

The  SSFIPD  and  the  PAS  were  individually  ad- 
ministered to  all  subjects  by  independent  inter- 
viewers within  approximately  two  to  six  days  of 
admission,  depending  on  the  ability  of  the  patient 
to  be  in  contact  with  the  interviewer. 

Results 

The  results  are  presented  in  three  interrelated 
parts.  The  first  part  deals  with  the  patients’ 
awareness  of  their  mental  condition  on  admission. 
Part  two  presents  results  pertaining  to  the  pa- 
tients’ insight  into  their  illness  between  hospitali- 
zations. Finally,  the  follow-up  data  on  patients’ 
insight  are  studied  in  relation  to  readmission. 

Patients’  insight  on  admission.  The  distribu- 
tion of  reasons  for  admission,  based  on  self-report, 
of  the  acute  and  chronic  patients  was  obtained  to 
determine  the  pattern  of  presenting  problems  on 
hospitalization  from  the  viewpoint  of  the  patient. 
Eight  reasons  for  hospitalization  were  considered: 
antisocial  acts,  confusion,  inappropriate  behavior, 
bodily  problems,  drug  and  alcohol  abuse,  depres- 
sion, and  vagrancy.  Of  the  multiple  reasons  of- 
fered by  each  patient,  the  most  frequent  reason  for 
admission  was  confusion;  76.4  per  cent  (394)  of  the 
chronics  and  72  per  cent  (90)  of  the  acutes  re- 
ported it  as  the  primary  reason  for  hospitalization. 
Inappropriate  behavior  ranked  second,  with  51.7 
per  cent  (267)  of  the  chronics  and  46.4  per  cent 
(58)  of  the  acutes  reporting  objectionable  behavior 
as  reason  for  admission.  Depression  ranked  third, 
with  30.6  per  cent  (158)  of  the  chronics  and  37.6 
per  cent  (47)  of  the  acutes  admitting  behavior 
manifesting  depression.  Bodily  problems,  antiso- 
cial acts,  drug  and  alcohol  abuse,  and  vagrancy 
were  approximately  equally  distributed,  and  ac- 
counted for  substantially  smaller  proportions  of 
admission  in  both  types  of  schizophreniacs  (aver- 
age per  cent  was  16.1  for  chronics  and  11.2  for  ac- 
utes). 

To  determine  whether  there  are  any  differences 
in  the  patients’  understanding  of  their  mental  con- 
dition, as  reflected  in  stated  reasons  for  admission, 
and  the  psychiatric  evaluation  of  the  patients,  the 
former’s  self-reported  reasons  for  admission  and 
those  determined  by  the  psychiatrists  were  com- 
pared by  means  of  point-biserial  correlations. 


TABLE  III.  Correlations  of  patients'  self-appraisal  and 
mental  status  on  reasons  for  admission:  chronic  and  acute 
schizophreniacs 


Self-Report  Variables 

Mental  Status 
— Evaluation 
Acute  Chronics 

Bodily  problems 

0.01 

0.10 

Antisocial  acts 

0.01 

0.01 

Confusion 

0.20* 

0.07 

Inappropriate  behavior 

0.06 

0.02 

Depression 

0.38t 

0.37t 

Drug  or  alcohol  abuse 

0.31 

0.45) 

Awareness  of  illness 

0 02 

0.03 

* p <0.05 
t p <0.001 


The  results  are  shown  in  Table  III. 

As  can  be  seen,  for  the  acute  patients,  psychiat- 
ric evaluation  and  self-report  data  yielded  signifi- 
cant, although  low  correlations  for  confusion  (r  = 
0.198  p <0.05),  low  to  moderate  correlation  for  de- 
pression (r  = 0.377  p <0.001.),  and  drug  abuse  (r  = 
0.311  p <0.001).  For  the  chronic  group,  signifi- 
cant correlations  of  low  to  moderate  magnitude 
were  obtained  for  depression  (r  = 0.368  p <0.001) 
and  alcohol  abuse  (r  = 0.452  p <0.001).  In  both 
groups  of  patients  the  correlations  between  pa- 
tients’ self-report  and  psychiatrist’s  statement 
about  bodily  problems,  antisocial  acts,  inappro- 
priate behavior,  and  patients’  insight  into  his  men- 
tal condition  failed  to  reach  acceptable  levels  of 
significance. 

The  degree  of  patients’  awareness  of  their  illness 
and  the  severity  of  illness  as  judged  by  the  psy- 
chiatrist on  the  basis  of  mental  status  examination 
was  investigated  next.  Correlation  between  lack 
of  insight  as  presented  by  the  patient  and  severity 
of  illness  ascertained  on  admission  for  the  acutes 
failed  to  reach  an  acceptable  level  of  significance  (r 
= 0.089  p >0.05);  for  the  chronics,  the  relationship 
between  these  two  variables  was  found  to  be  of 
moderate  magnitude  (r  = 0.313  p <0.001)  yet 
suggesting  that  the  more  the  patient  denies  his  ill- 
ness, the  more  severely  ill  is  he  judged  by  the  psy- 
chiatrist. 

To  determine  whether  confusion,  inappropriate 
behavior,  and  antisocial  acts  as  presenting  prob- 
lems on  admission  are  related  to  type  of  admission 
(self  vs.  induced),  chi-square  tests  were  performed 
separately  for  acutes  and  chronics  using  present- 
ing problems  symptoms  and  type  of  admission  as 
the  test  variables.  None  of  the  2 by  3 contingency 
tables  yielded  significant  results,  suggesting  that 
form  of  presenting  problem  is  independent  of  type 
of  admission. 

Patients’  insight  and  functioning  in  the  com- 
munity. The  patient’s  degree  of  awareness  of  his 
condition  at  admission  was  further  tested  in  rela- 
tion to  comprehensive  mental  status,  amount  of 
hospitalization  during  the  past  five  years,  and 
subtype  of  schizophrenia.  A correlation  matrix 
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computed  for  the  combined  (acute  plus  chronic) 
patient  sample  to  test  the  interrelationship  among 
these  four  variables  produced  only  a few  statisti- 
cally significant  correlations.  For  the  schizoaffec- 
tive type,  there  was  a correlation  of  0.24  p <0.05 
between  confusion  as  a reason  for  admission  and 
amount  of  previous  hospitalization,  suggesting 
that  the  greater  the  amount  of  previous  hospitali- 
zation, the  more  likely  is  readmission  due  to  con- 
fusion. For  the  paranoid  subgroup  of  patients,  a 
significant  correlation  was  obtained  between  total 
mental  status  score  on  admission  and  confusion  as 
the  reason  for  current  hospitalization  (r  = 0.20  p 
<0.05)  indicating  presence  of  relatively  weak 
agreement  (4  per  cent  of  variance  accounted  for) 
between  the  psychiatric  evaluation  of  the  patient 
and  his  own  self-appraisal. 

The  next  two  analyses  focused  on  the  schizo- 
phrenics’ functioning  in  the  community  prior  to 
current  hospitalization.  First,  the  relationship  be- 
tween length  of  illness  prior  to  current  hospitaliza- 
tion (onset)  based  on  self-report  and  mental  status 
score  obtained  on  admission  was  tested  by  point- 
biserial  correlations.  None  of  the  correlations 
were  found  to  be  significant,  suggesting  lack  of  re- 
lationship between  length  of  onset  and  severity  of 
mental  condition  as  reflected  in  the  patients’ 
awareness  of  admission.  Second,  the  level  of  pre- 
morbid  functioning  of  acute  and  chronic  schizo- 
phreniacs  was  compared  to  the  normal  control 
base  by  means  of  one-way  analysis  of  variance. 
The  analysis  revealed  that  chronics  functioned  at 
the  lowest  level  (X  = 2.23),  the  acutes  at  the  inter- 
mediate level  (X  = 2.36),  and  the  normal  at  the 
highest  level  (X  = 2.53).  The  differences  among 
the  three  groups  were  found  to  be  highly  signifi- 
cant (F  = 77.29  2/716  df  p<0.001). 

Follow-up:  patients’  insight  and  readmis- 

sion. Finally,  the  insight  of  the  patient  regarding 
his  own  mental  condition  was  studied  in  relation 
to  readmission.  The  follow-up  sample  provided 
an  opportunity  to  reevaluate  the  extent  of  the  re- 
lationship between  the  patient’s  recognition  of  his 
own  mental  condition  (based  on  self-report),  the 
psychiatrist’s  evaluation  of  the  patient’s  mental 
state,  and  need  for  rehospitalization.  The  point- 
biserial  correlations  computed  for  mental  status 
score  and  patients’  self-reported  awareness  of  con- 
fusion and  inappropriate  behavior  for  114  read- 
mitted and  91  non-readmitted  chronics,  and  for  1 1 
readmitted  and  37  non-readmitted  acutes,  failed 
to  yield  statistically  significant  values.  The  re- 
sults suggest  that  the  patients’  insight  level  hears 
no  relationship  to  the  mental  status  evaluation  by 
psychiatrists  on  admission  or  on  readmission. 

To  determine  more  precisely  whether  lack  of  in- 
sight on  the  part  of  the  patient  or  severity  of  his 
illness  as  determined  by  the  psychiatrist  may  be 
differentially  related  to  readmission,  point-biserial 
correlations  were  computed  for  lack  of  insight,  se- 


verity of  illness,  and  readmission  status  for  acutt 
and  chronic  schizophreniacs.  It  was  found  tha 
the  correlations  between  lack  of  insight  on  the  par 
of  the  patient  were  unrelated  to  redmission  (ac 
utes  r = 0.005  p <0.05;  chronics  r = 0.003  p <0.05) 
The  correlations  testing  the  relationship  betweei 
severity  of  illness  as  ascertained  by  the  psychia 
trist  on  admission  and  readmission  revealed  tha 
although  for  acutes  severity  of  the  illness  appear 
to  be  independent  of  readmission,  there  is  a weal 
relationship  between  severity  of  illness  and  nee< 
for  readmission  among  the  chronics  (r  = 0.115  ] 
<0.05). 

Comment 

The  results  of  this  study  have  supported  th 
known  clinical  observation  that  at  the  time  of,  o 
even  prior  to,  admission,  the  awareness  of  schizc  i 
phrenic  patients  regarding  the  severity  of  thei 
mental  condition  is  insufficient  to  permit  the  ma 
jority  of  them  to  seek  hospitalization  on  a volun 
tary  basis.  This  is  further  corroborated  by  the  ob 
served  discrepancy  between  the  psychiatric  evalu 
ation  of  the  patients  and  their  understanding  c 
their  own  illness.  Yet,  the  basic  tenet  of  the  Men 
tal  Hygiene  Law  presupposes  an  ability  on  th 
part  of  the  schizophrenic  to  seek  treatment  volun 
tarily. 

In  this  context,  although  a large  majority  < 
schizophreniacs  reported  confusion  as  a reason  f( 
their  hospitalization,  their  acknowledgement  of  ii 
appropriate  behavior  as  reason  for  admission 
less  frequent  (by  25  per  cent  or  more).  Howeve 
inappropriate  behavior  is  more  exact  evidence  < 
the  patient’s  mental  state  than  is  confusion,  whit 
in  his  eyes  is  not  necessarily  related  to  his  ment. 
illness.  It  is  particularly  noteworthy,  in  the  coi 
text  of  admission  to  confusion,  that  only  33.5  p< 
cent  (173)  of  the  516  chronics  and  22.4  per  cei 
(28)  of  the  125  acutes  were  self-hospitalized,  th; 
is,  were  seeking  hospital  treatment.  By  contras 
67.5  per  cent  (343)  of  the  former  and  78.6  per  cei 
of  the  latter  represented  induced  admissions,  th; 
is,  they  were  brought  to  the  hospital  by  someoi 
else.  Moreover,  28.8  per  cent  of  the  acutes  an 
42.7  per  cent  of  the  chronics  were  admitted  to  Be 
levue  for  antisocial  behavior  (antisocial  acts,  dri 
and/or  alcohol  abuse,  and  vagrancy). 

It  is  of  interest  to  note  that  the  length  of  onsi 
prior  to  current  hospitalization,  as  estimated  1 
the  patients  themselves,  does  not  bear  either  a n 
lationship  to  the  degree  of  awareness  of  severity  < 
illness  on  admission  or  to  provide  the  incentive  f( 
seeking  help  at  any  point  of  time  between  onst 
and  admission. 

This  implies  that  the  patient,  while  progressiv 
ly  getting  sicker  in  the  community,  does  not  lot 
for  help  voluntarily  as  the  law  would  like  to  a 
sume,  waiting  until  his  condition  becomes  total 
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uncontrollable,  which  leads  to  induced  hospitaliza- 
tion. 


;vii 


F'urthermore,  the  study  provided  evidence  that 
the  greater  the  amount  of  hospitalization  in  the 
past  five  years,  the  more  likely  is  confusion  the 
presenting  symptom  on  readmission,  particularly 
in  the  schizoaffective  type.  Vet,  these  cases  repre- 
sent the  same  patients  coming  in  and  out  of  the 
hospital,  poorly  integrated  into  the  community, 
with  impaired  social  functioning  between  hospital- 
izations, and  rarely  seeking  regular  outpatient 
care. 

These  findings  have  significant  implications  for 
the  concepts  underlying  the  recodified  New  York 
State  Mental  Hygiene  Law.  In  essence,  the  law 
presupposes  that  on  discharge,  the  schizophrenic 
is  recuperated.  It  is  true,  of  course,  that  these  pa- 
tients are  able  to  mobilize  enough  motivation  to 
present  a superficially  adequate  mental  picture  to 
obtain  discharge.20  This,  however,  should  not  be 
confused  with  adequate  mental  functioning  since 
many  of  the  residual  mental  symptoms  lead  to 
short-term  readmissions  as  the  stresses  of  living  in 
the  community  precipitate  a new  exacerbation  of 
the  illness.16  Bv  psychiatric  consensus,  in  all  schi- 
zophreniacs  (correctly  diagnosed),  after  discharge 
the  degree  of  impairment  of  social  and  mental 
functioning  is  significant  enough  to  warrant  con- 
tinuous attention.  The  law  further  presupposes 
that  the  schizophrenic  expatient  is  aware  of  his  ill- 
ness and  is  able  to  take  steps  to  ameliorate  his  con- 
dition by  attending  a clinic,  regular  use  of  pre- 
scribed medication,  and  other  rehabilitative  mea- 
sures. Yet,  it  has  been  shown  that  on  the  average, 
only  40  per  cent  of  the  chronic  and  30  per  cent  of 
the  acute  cases  follow  through  with  the  recom- 
mended posthospitalization  care.11  This  is  mainly 
due  to  the  residual  personality  disorganization  of 
the  schizophreniac  which  prevents  him  from  being 
able  to  integrate  his  verbal  commitment  to  after- 
i care  programs  with  his  actual  behavior  in  this  re- 
gard. 

In  addition,  the  data  bearing  on  factors  in- 
fluencing readmission,  presently  and  previously 
reported,  support  the  contention  that  discharge  of 
schizophrenic  patients  from  the  hospital  into  the 
community  without  compulsory  aftercare  program 
of  treatment  is  actually  detrimental  to  the  pa- 
tients’ welfare,  since  it  denies  them  a chance  to  re- 
ceive support  and  treatment  outside  an  institu- 
tion. In  view  of  the  schizophreniac’s  general  lack 
of  motivation,21  a widely  recognized  condition  for 
effective  treatment  and  outside  control  governing 
aftercare  programs  appear  to  be  necessary.  In  the 
absence  of  such  statutes,  one  is  likely  to  find  the 
continuation  of  the  familiar  pattern — frequent  re- 
hospitalizations, often  preceded  by  antisocial  acts. 


Summary 

The  results  of  this  study  tend  to  invalidate  the 
assumption  underlying  the  law  that  the  discharged 
schizophrenic  patient,  who  has  a recurrence  of 
symptomatology,  has  sufficient  insight  into  his 
condition  to  take  rehabilitative  steps  on  his  own 
initiative.  This  condition  leads  to  the  revolving- 
door  hospitalization  approach  currently  seen  in 
psychiatric  facilities. 
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Ocular  involvement  in  rheumatic  disorders  is 
widely  recognized.  Uveitis,  in  particular,  has  kept 
a long  and  close  association,  especially  with  the 
more  chronic  types  of  the  disease.  In  fact,  the  oc- 
currence of  acute  or  chronic  uveitis,  typically,  an- 
terior uveitis,  lacking  an  obvious  cause,  always 
leads  toward  ruling  out,  first  and  foremost,  rheu- 
matic disease. 

Involvement  of  other  areas  in  the  eye  is  encoun- 
tered less  frequently,  scleritis  and  episcleritis  com- 
prising the  majority  of  instances.  The  latter,  as  a 
rule,  is  a benign  although  intermittently  recurrent 
process  of  variable  extension,  nodular  or  diffuse, 
which  aside  from  its  annoying  discomfort,  is  easily 
diagnosed  and  usually  responds  promptly  and  ef- 
fectively to  nonspecific  treatment  with  topical 
(heat  and  steroids)  and,  when  needed,  systemic 
medications  (salicylates,  phenylbutazone,  and  ste- 
roids) (Fig.  1). 

Deep  scleritis,  on  the  other  hand,  is  rarer  but 
much  more  serious;  some  confusion  has  always  ex- 
isted because  of  terminology  given  according  to 
the  area  of  sclera  involved.  Thus,  several  clinical 
forms  have  been  described:  anterior  scleritis, 

sclerokeratitis,  sclerouveitis,  sclerotenonitis, 
brawny  scleritis,  massive  granuloma  of  the  sclera, 
and  posterior  scleritis.1  In  reality,  all  present  the 
same  fundamental  pathologic  condition,  with  an 
intense  round-cell  infiltration,  lymphs  predomi- 
nating, some  vascularization,  and  focal  necrosis, 
leading  ultimately  to  massive  fibrosis  and  thicken- 
ing. Their  association  with  rheumatoid  arthritis 
is  notorious. 

This  report  is  concerned  with  necrotizing  in- 
flammation, a distinct  clinicopathologic  syndrome 
not  infrequently  seen  in  patients  with  rheumatoid 
arthritis,  vasculitis,  or  other  collagen  diseases,  al- 


though quite  a number  of  cases  cannot  be  immedi- 
ately related  to  any  systemic  disease.  It  is  a pecu- 
liar and  grave  process;  indeed,  few  entities  exhibit 
its  dramatic  clinical  features  and  often  devastating 
outcome.  Again,  confusing  terminology  has  been 
the  rule,  since  different  phases  of  the  process  have 
been  labeled  as  separate  entities,  giving  the  im- 
pression of  different  etiological  significance  (Table 

I). 

Histopathologically,  just  as  in  Aschoffs  rheu-  : 
matic  nodule,  lesions  consist  of  a localized  area  of 
fibrinoid  necrosis  surrounded  by  fibroblasts  and 
epithelioid  cells  in  palisade  formation,  with 
lymphs,  plasma  cells,  and  occasional  giant  cells  • 
more  peripherally.  Proliferative  and  necrotizing 
stages,  plus  its  relentless  progression,  with  remis-  I 
sions  and  exacerbations,  characterize  the  disease. 
The  concomitant  uveal  involvement  is  always  a 
prominent  feature,  the  process  being  truly  a mas- 
sive granulomatous  sclerouveitis.  The  common 
result  is  loss  of  vision,  panophthalmitis,  secondary  i 
glaucoma,  staphylomata,  perforation,  and  phthisis  i 
bulbi,  or  enucleation. 

In  1950  Franceschetti  and  Bischler5  firmly  es- 
tablished two  separate  clinical  types  of  the  disease:  t 
(1)  necrotizing  nodular  scleritis,  infrequently  re-  I 
lated  to  rheumatoid  arthritis,  usually  unilateral,  l: 
with  nodule  formation,  extremely  painful,  accom- 
panied by  marked  inflammatory  reaction  and  af- 
fecting both  sexes  equally,  and  (2)  scleromalacia 
perforans,  a quiet,  indolent  sloughing  process,  i 
more  frequently  related  to  arthritis,  usually  bilat- 
eral and  with  predilection  for  females.  Ordinarily, 
both  types  become  manifest  many  years  after  a 
well-established  systemic  disease,  but  just  as  many 
patients  show  no  such  association.  Conversely,)] 
the  scleritis  may,  at  times,  precede  the  arthritic  in- 
volvement for  just  as  long.  Trauma,  however,  may  | 
be  a very  prominent  factor  in  triggering  the  course 
of  events,  particularly  in  the  second  type.  The 
following  case  histories  illustrate  the  two  types: 
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Ocular  involvement  in  collagen  diseases  is  most 
frequently  seen  in  rheumatoid  disorders,  uveitis 
being  the  leading  manifestation.  Scleritis  and  ep- 
iscleritis occur  less  frequently,  the  latter  having 
usually  a benign  character.  In  this  report,  the 
necrotizing  types  of  deep  scleritis,  mindful  of  the 
rheumatoid  nodule,  illustrate  and  emphasize  their 
clinicopathologic  features  and  devastating  course. 


TABLE  I.  Nomenclature 


Scientist 

Disease  Name 

Van  der  Hoeve  (1931)’ 

Scleromalacia  perforans 

Rochat  (1934) » 

Scleritis  necroticans 

Verhoeff  and  King  (1938)* 

Necroscleritis  nodosa 
excavans; 

necroscleritis  nodosa 

Franceschetti  and  Bischler 

Necrotizing  nodular 

(1950)* 

scleritis: 

scleromalacia  perforans 

Turtz  (1951)* 

Spontaneous  idiopathic 
holes  of  the  sclera 

Sevel  (1967)7 

N ecrogranulomatous 

scleritis 

Case  reports 


Case  1.  This  seventy-one-year-old  white  male  was 
admitted  to  the  hospital  in  December,  1944,  with  the  di- 
agnosis of  bilateral  iridocyclitis,  secondary  glaucoma, 
and  blindness.  He  had  been  crippled  with  rheumatoid 
arthritis  for  twelve  years  for  which  he  had  been  on  sali- 
cylates; for  over  thirty  months  he  had  also  complained 
about  episodes  of  redness  and  discomfort,  first  on  the 
right  eye,  then  on  the  left,  with  gradually  decreasing  vi- 
sion. These  inflammatory  bouts  were  accompanied  by 
moderate  amounts  of  pain  at  first,  but  they  gradually 
worsened,  needing  codeine  frequently  for  the  last  sever- 
al months.  Eye  drops  were  prescribed  but  did  not  help. 
Some  five  to  six  months  prior  to  admission,  the  pain  be- 
came excrutiating  in  both  eyes,  the  vision  was  gradually 
lost  in  the  right  eye  and  subsequently  on  the  left  a few 
weeks  later.  The  discomfort  was  such  that  during  this 
period  he  begged  his  physician  several  times  to  have  his 
eyes  removed.  Six  weeks  prior  to  admission,  the  right 
eye  “burst”  and  kept  draining  and  tearing.  After  this 
episode,  the  pain  subsided  somewhat.  On  admission, 
the  lids  were  swollen  and  the  conjunctivae  markedly  in- 
jected. The  right  cornea  was  steamy  showing  a promi- 
nent uveal  prolapse  straddling  the  limbus  nasally,  cov- 
ered by  adherent  mucopurulent  exudate.  The  adjacent 
sclera  as  well  as  that  surrounding  most  of  the  cornea 
showed  thinning  and  nodule-like  elevations.  The  left 
eye  showed  a somewhat  clearer  cornea  with  an  ectasia 
medially,  bluish  discoloration,  and  swelling  confined  to 
the  immediate  perikeratic  area.  Arcus  senilis  was  pres- 
ent bilaterally,  and  the  eyes  were  extremely  tender  on 
palpation.  No  details  of  the  interior  of  either  eye  were 
ascertained,  and  the  intraocular  pressure  could  not  be 
measured.  A review  of  systems  and  laboratory  work 
was  generally  unremarkable,  except  for  the  typical  ar- 
thritic changes  with  deformities  and  limitation  of  mo- 
tion present  on  his  limbs.  Both  eyes  were  enucleated 
the  following  day  (Fig.  2). 

Case  2.  This  sixty-six-year-old  white  male  was  seen 
in  consultation  in  October,  1966,  because  of  a gradually 
developing  scleromalacia  in  the  right  eye.  He  had  had 
an  uneventful  cataract  extraction  in  this  eye  in  July, 
1965,  but  the  referring  surgeon  noticed  “dehiscences” 
along  the  temporal  aspect  of  the  incision  six  months 
later.  He  had  also  noticed  a gradual  decrease  in'vision, 
but  the  patient  remained  comfortable,  using  topical  at- 
ropine and  a combination  of  steroids  and  antibiotics. 
Examination  revealed  a clear  cornea  on  the  right  eye,  a 
clear  and  deep  anterior  chamber,  minimal  conjunctival 
flush,  and  a basal  iridectomy  at  12:00  o’clock.  All  along 
the  incision,  however,  on  the  corneal  side,  a distinct 


groove  was  present,  as  if  the  wound  would  reopen.  Be- 
hind the  limbus,  above  the  180-degree  meridian,  the 
sclera  showed  several  defects,  exposing  the  uvea,  as  far 
back  as  the  equator  of  the  glohe;  a large  fenestration  was 
seen  nasally,  with  well-outlined  edges  and  containing  a 
sequestrum-like  island  of  necrotic  sclera  in  its  center. 
The  best  corrected  vision  was  3/200  with  mushy-soft  in- 
traocular pressure.  The  left  eye  corrected  to  8/200,  and 
except  for  a mature  cataract,  it  was  normal  throughout. 
Previous  history  disclosed  surgery  for  gastrointestinal 
ulcer  some  twenty  years  prior  and  rheumatoid  arthritis 
for  at  least  fifteen  years,  his  regimen  consisting  of  pred- 
nisone 5 mg.  twice  daily  and  aspirin  four  times  daily. 

The  possibility  of  a graft  was  considered  but  ultimate- 
ly not  recommended,  since  the  disease  was  quite  ad- 
vanced and  the  eye  showed  evidence  of  phthisis.  He 
was  advised,  however,  to  have  the  left  cataract  removed 
although  not  without  trepidation  given  the  circumstanc- 
es with  the  first  eye. 

He  was  next  seen  a year  and  a half  later,  when  while 
watching  television  the  night  before,  he  noticed  a 
"heavy  tear  drop”  rolling  down  his  right  cheek,  when 
the  eye  painlessly  and  spontaneously  perforated.  Vi- 
sion was  only  light  perception,  and  the  cornea  was  clou- 
dy with  an  obvious  perforation  at  10:00  o’clock,  just  be- 
hind the  limbus  with  uvea  and  vitreous  strands  visible 
(Fig  3A).  The  adjacent  sclera  presented  more  diffuse 
staphylomafous  changes,  and  the  anterior  chamber 
showed  a significant  hypopyon.  Curiously  enough,  de- 
spite the  advanced  necrotizing  disease  and  prominent 
inflammatory  reaction  leading  to  perforation  of  the 
globe,  he  had  been  perfectly  comfortable  throughout. 
The  eye  was  enucleated  the  same  day  (Fig.  3B  and  C). 

Comment 

A survey  of  the  literature  underlines  the  pre- 
ponderance of  this  entity  in  elderly  females,  the 
process  being  more  frequently  unilateral,  chiefly  in 
association  with  rheumatoid  arthritis  and  occasion- 
ally with  necrotizing  vasculitis.  It  is  a fact,  how- 
ever, that  roughly  half  the  patients  show  no  evi- 
dence of  related  systemic  disease.  But  even  if 
present,  the  intimate  mechanism  of  its  dreaded 
course  remains  unaccounted  for.  Histologically, 
there  are  no  distinguishing  features  between  cases 
with  or  without  systemic  collagen  disease.  Conse- 
quently, biopsy  is  not  only  useless  but  even  con- 
traindicated because  of  the  danger  of  perforation. 

Some  authors  have  theorized  that  inflammation 
could  actually  be  secondary,  the  scleromalacia 
being  spontaneous  and  unrelated, 2-3'8  but  there  is 
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no  evidence  to  substantiate  this.  The  possibility 
of  an  ischemic  process  has  been  considered,  but 
experimentally  it  has  been  shown  that  disrupting 
the  scleral  vascular  supply  for  many  weeks  does 
not  produce  necrosis.7 

The  role  of  trauma  and  irritation,  no  matter  how 
trivial,  may  however  be  extremely  important  in 
triggering  changes.  It  so  happens  that  the  area  se- 
lectively involved,  as  a rule,  is  commonly  the  ex- 
posed interpalpehral  area  of  the  sclera,  where  the 
tendons  of  the  recti  muscles  are  inserted  and  exert 
pressure;  it  is  also  the  area  where  surgical  proce- 
dures are  commonly  performed,  and  the  effect  of 
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FIGURE  2.  Case  1.  (A)  Left  eye.  Diffuse  sclerouveitis 
and  corneal  ectasia.  Note  marked  inflammatory  thicken- 
ing of  sclera  and  choroid.  Lens  is  cataractous  but  iris  is 
unremarkable  except  for  anterior  and  posterior  synechiae. 
Serosanguineous  material  and  cellular  debris  fill  vitreous 
cavity  with  retina  detached  and  folded  on  itself.  (B)  Left 
eye.  Granulomatous  nodules  (arrows)  on  deep  sclera  (S) 
and  intense  inflammatory  reaction  and  disorganization  on 
choroid  (C).  (C)  Left  eye.  High-power  view  of  lower  right 
hand  corner  of  (B)  showing  a scleral  nodule.  Note  central 
fibrinoid  necrosis,  inflammatory  cell  palisading  and  giant 
cells  in  periphery.  (D)  Right  eye.  Another  typical  and 
well-outlined  scleral  granuloma.  (E)  Right  eye.  Diffuse 
granulomatous  choroiditis.  Disrupted  Bruch’s  membrane 
with  prominent  degenerative  drusen  (arrows).  (Hematoxy- 
lin and  Eosin  Stain) 


these  factors  may  result  in  some  sort  of  reaction 
(hypersensitivity).  One  is  reminded  of  the  role  of 
traumatic  injury  to  the  cornea,  surgical,9  chemi- 
cal,10 or  otherwise,  in  the  production  of  some  cases 
of  Mooren’s  ulcer,  an  entity  occasionally  seen  fol- 
lowing surgery  in  elderly  arthritic  and  debilitated 
patients.  Sevel7  points  out  that  this  type  of  sensi- 
tization may  start  a chain  reaction  which  accounts 
for  the  chronicity  of  the  lesions.  He  cites  the  work 
of  Banerjee  and  Glynn11  supporting  the  role  of 
trauma  in  the  production  of  subcutaneous  rheu- 
matic nodules.  They  implanted  human  fibrin  in 
laboratory  animals  previously  sensitized  to  it  and 
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reproduced  the  typical  histologic  features  of  the 
rheumatic  nodule  after  four  weeks.  Fibrin-circu- 
lating antibody  was  also  found,  and  necrotizing 
, vasculitis  could  be  observed  in  response  to  repeat- 
ed fibrin  implantations.  This  is  the  pathogenesis 
of  an  immune  mechanism  and  points  toward  the 
irritative  character  of  the  offending  antigen. 

In  summary,  no  clear-cut  etiopathogenesis  has 
been  elucidated. 

The  differential  diagnosis  is  not  difficult;  the 
nodular  lesions  of  lues,  tuberculosis,  sarcoid,  neu- 
rofibromatosis, and  lymphomatosis  seldom  have 
the  appearance  or  clinical  course  of  necrotizing 
{ scleritis  and  the  staphylomata  and  blue  sclera  syn- 
dromes (Ehler-Danlos,  fragilitas  ossium)  lack  the 
history  of  inflammatory  episodes  and  rapid  course. 

The  treatment  of  necrotizing  scleritis  is  fre- 
quently totally  unsatisfactory.  Anti-inflammato- 
. ry  agents  and  general  supportive  measures  are  in 
I order;  topical  and  systemic  steroids  while  capable 
I of  occasionally  arresting  necrosis  and  stimulating 
; some  fibrous  regeneration,  ultimately  prove  use- 
less and  disappointing;  the  lesions  never  heal  com- 
pletely. and  perforations  occur  even  while  on  ther- 
apy. The  prognosis,  by  necessity,  is  remarkably 
poor.  In  scleromalacia,  on  the  other  hand,  the 
best  attempts  rest  with  grafts  in  the  early  stages 
(homologous  fascia  lata,  sclera),12-13  but  results  are 
not  always  permanent  by  any  means.  The  inci- 
dence of  perforation  is  high,  and  the  eye  frequent- 
■ ly  becomes  blind  and  phthisical  or  enucleated. 

277  Alexander  Street 
Rochester,  New  York  14607 
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FIGURE  3 Case  2.  (A)  Right  eye.  Scleromalacia  per- 
forans, two  and  one-half  years  after  uneventful  cataract 
extraction.  Note  corneal  clouding  and  perforation  site 
(arrow)  along  surgical  incision  site.  Staphylomatous  scle- 
ra showing  uveal  prolapse.  (B)  Right  eye.  Site  of  perfo- 
ration (arrow)  with  necrotic  sclera  behind  it,  surrounding 
the  corneoscleral  junction.  (C)  Right  eye.  Diffuse,  granu- 
lomatous episcleral  and  scleral  reaction  (hematoxylin  and 
eosin  stain  X 165). 
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The  Pseudo-ulcer 


Ulcer-like  symptoms: 
no  G.I.  pathology 


X-ray  demonstrates  normal  stomach. 


An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 


The  patient  is  convinced  he  has  an  ulcer. 

1 lowever,  symptoms  are  not  quite  typical,  and 
x-ray  findings  are  negative.  These  findings  and 
the  results  of  additional  diagnostic  procedures 
exclude  an  organic  basis  for  the  patient’s  com- 
plaints. A diagnosisof  'upper  functional  gastro- 
intestinal disorder”  is  made,  which  is  supported 
by  the  fact  that  episodes  of  painf  ul  symptoms 
coincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

1 1 may  be  usef  ul  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
G.I.  f unc  tioning,  resulting  in  hypersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upper  functional 
gastrointest inal  disorders,  counseling  by  the 
primary  physician  can  often  help  the  patient 
understand  how  excessive  anxiety  may  cause 
flare-ups  of  G.I.  symptoms. 

A disproportionate  number  of  patients  seen 
by  the  general  practitioner  suffer  from  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Where  milder 
cases  may  respond  to  counseling  alone,  if  symp- 
toms are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  include  medication  to  re- 
duce the  symptoms  and  the  excessive  anxiety 
that  often  provokes  these  distressing  symptoms. 

In  these  cases.  Librax  as  an  adjunc  t can 
greatly  contribute  to  the  course  of  therapy.  Its 
dual  action  can  offer  relief  of  both  painful  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  Br.  The  antianxiety  action  of 
Librium®  (chlordiazepoxide  HC1)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal disorders  associated  with  excessive  anxiety; 
the  clidinium  bromide  (Quarzan™  ) component 
furnishes  dependable  antisecretory-antispasmodic 
action.  Dosage  is  flexible;  it  may  be  adjusted 
according  to  your  patient’s  requirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  product  information 
regarding  precautions  and  adverse  reactions. 

*Rome  HP,  Brannick  TL:  Orientation  and  mechanism  of 
functional  disorders;  clinicophysiologic  correlation,  chap.  133, 
in  Gastroenterology,  edited  by  Bockus  HL.  Philadelphia,  W.  B. 
Saunders  Company,  1965,  p.  1 1 16. 


Librax’ 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


'lease  see  summary  of  product  information  on  following  page. 


ROCHE 


An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 

Librax' 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Initial  therapy 

The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Follow-up  therapy 

Follow-up  therapy. with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  i 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libidc 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo-  - 
cytosis),  jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/ or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan™  )— bottles  of  100  and  500. 
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Electrocardiograms 
of  the  Month 


QUESTION  159.  What  is  the  rhythm,  lead  VI? 


QUESTION  160.  What  is  the  rhythm,  lead  II? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  159.  The  rhythm  is  regular  at  ap- 
proximately 72  beats  per  minute.  There  are  P 
waves  visible  in  a varying  relationship  to  the  QRS. 
At  the  beginning  of  the  record  they  are  visible  im- 
mediately following  the  R wave  buried  in  the  early 
portion  of  the  S-T  segment.  The  last  three  beats 
show  the  P wave  preceding  the  QRS  complex. 
However,  the  P-R  interval  is  too  short  for  these  to 
be  conducted  beats,  and  the  R-R  interval  remains 
constant. 

The  rhythm  is  a junctional  rhythm  with  a sinus 


rhythm  at  approximately  the  same  rate.  This  is 
known  as  synchronization  or  accrochage.  There  is 
no  evidence  of  heart  block.  The  rhythm  may  also 
be  termed  atrioventricular  dissociation  without 
heart  block. 

Question  160.  No  P waves  are  visible.  The 
R-R  intervals  are  totally  irregular.  The  rhythm  is 
atrial  fibrillation.  Beats  3,  6,  and  11  are  aberrant 
and  occur  at  a fixed  interval  after  the  preceding  R 
waves.  They  are  coupled  VPCs  (ventricular  pre- 
mature contractions).  Beats  4 and  7 follow  the 
coupled  VPCs  by  varying  intervals.  These  beats 
have  a different  QRS  configuration.  They  are  ei- 
ther VPCs  from  a second  focus,  or,  more  likely,  the 
VPCs  cause  aberrant  conduction  of  the  following 
supraventricular  QRS  complexes.  Coupled  VPCs 
in  the  presence  of  atrial  fibrillation  often  are  a re- 
sult of  digitalis  excess.  If  the  patient  is  receiving 
digitalis  it  should  be  discontinued. 
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Internal  Ductal 
Drainage  for 
Pancreatic  Rupture 

STEPHEN  R.  RAKOWER,  M.D. 

New  York  City 

nstructor  of  Surgery.  New  York  University 
School  of  Medicine 


The  operative  treatment  for  injuries  to  the  pancreas 
■nay  vary  according  to  circumstances,  from  simple 
drainage  to  total  pancreatectomy  or  pancreaticoduode- 
lectomy.  No  hard  and  fast  rules  can  be  made  for  the 
specific  method  of  therapy,  and  each  case  must  be  treat- 
'd individually.  The  following  case  demonstrates  an  al- 
ernative  to  extirpation  of  the  distal  pancreas  and  the 
itilization  of  internal  gastric  transplantation  of  the 
lucts  through  the  site  of  transsection. 

Zase  history 

A forty-year-old  man  was  admitted  to  the  hospital  on 
December  13,  1973,  with  a history  of  mugging  and  head 
rauma  and  loss  of  consciousness.  Physical  examina- 
ion  was  unremarkable  at  the  time  of  admission,  but 
aboratory  data  included  a hematocrit  of  45,  serum  amy- 
ase  of  230  units,  and  a few  red  blood  cells  in  the  urinal- 
sis.  The  remainder  of  the  laboratory  findings  were 
.ithin  normal  limits.  A few  hours  after  admission,  the 
bdomen  became  distended,  no  bowel  sounds  were 
eard,  and  abdominal  paracentesis  yielded  grossly 
loody  fluid.  An  intravenous  pyelogram  taken  on  the 
perating  room  table  revealed  intact  kidneys  and  nor- 
lal  ureters.  The  abdomen  was  opened  through  a mid- 
ne  incision,  and  approximately  750  cc.  of  free  blood 
ere  drained  from  the  peritoneal  cavity.  A gross  lacera- 
on  of  the  lateral  portion  of  the  splenic  capsule  was  evi- 
ent.  After  the  spleen  was  removed,  an  adherent  blood 
lot  was  found  over  the  pancreas  just  to  the  left  of  the 
imbar  spine.  This  was  removed  revealing  a partial 
anssection  of  the  pancreas.  No  pancreatic  juice  was 
owing  from  the  ducts  at  that  time.  The  transsection 
as  completed  surgically  and  the  ends  of  the  pancreatic 
ucts  identified.  Number  8 French  catheters  were 
assed  2 cm.  into  each  transsected  end  of  the  duct  and 
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FIGURE  1.  Postoperative  pancreatogram  taken  through 
the  transgastric  pancreatic  catheter  shows  normal  pan- 
creatic duct  size  and  configuration  and  no  collection  in  the 
pancreatic  gastric  space. 

sewn  into  place  with  3-0  silk  sutures.  Pancreatography 
in  the  operating  room  showed  no  extravasation  from  the 
remaining  portions  of  the  duct  or  parenchyma  (Fig.  1). 
The  antrum  of  the  stomach  was  opened  anteriorly 
through  a 5-cm.  long  incision  through  the  seromuscular 
layers,  and  the  mucosa  was  punctured  at  the  proximal 
end  of  the  incision.  A Kelly  clamp  was  passed  through 
the  antrum  to  tent  up  the  posterior  portion  of  the  an- 
trum at  the  point  opposite  the  pancreatic  transsection. 
The  stomach  was  incised  and  the  two  catheters  drawn 
through  the  posterior  antrum  and  out  through  the  ante- 
rior incision.  The  seromuscular  layer  of  the  posterior 
antrum  was  then  sutured  to  the  capsule  of  the  pancreas 
to  obliterate  the  dead  space  and  communication  with 
the  free  peritoneal  cavity.  A chromic  catgut  purse 
string  was  placed  around  the  anterior  mucosal  incision, 
the  catheters  placed  over  the  mucosa,  and  the  seromus- 
cular layer  closed  over  them  with  interrupted  3-0  silk 
sutures.  The  free  ends  of  the  catheter  were  then 
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brought  through  the  anterior  abdominal  wall  and  the 
abdomen  closed  after  further  exploration  and  irrigation. 
Penrose  drains  and  a soft  sump  tube  were  placed  to  the 
tail  of  the  pancreas  and  to  the  area  of  pancreatic  trans- 
section and  brought  out  through  left  lateral  stab 
wounds. 

The  pancreatic  catheters  drained  approximately  600 
cc.  of  clear  pancreatic  juice  daily  for  the  first  several 
days,  and  the  volume  gradually  decreased  over  the  next 
two  weeks.  However,  a left  pleural  effusion  and  signs  of 
sepsis  signaled  development  of  a left  subphrenic  abscess 
which  was  drained  through  a lateral  subcostal  incision. 
The  patient  improved  after  drainage  and  was  discharged 
two  weeks  later. 

Comment 

According  to  their  severity  and  location,  pancreatic 
wounds  may  be  treated  with  simple  drainage,  direct  su- 
ture, partial  resection,  total  resection,  pancreaticoduo- 
denectomy, and  internal  ductal  drainage.  Blunt  trauma 
to  the  pancreas  tends  to  be  more  difficult  to  manage  and 
may  be  overlooked  early  in  the  clinical  course  or  even  at 
laparotomy.  Occasionally,  adherent  blood  clots  may 
obscure  a rent  in  the  pancreatic  parenchyma  and  not 
produce  drainage  into  the  retroperitoneal  tissue  until 
later  in  its  course. 

Probably  the  most  common  pancreatic  injury  is  that 
associated  with  splenectomy  because  of  either  trauma 
about  the  tail  from  the  initial  injury  or  from  the  ligation 
of  the  vessels  in  the  splenic  pedicle.  This  can  frequent- 
ly be  managed  by  drainage  and  occasionally  suture  liga- 
tion of  the  damaged  end.  When  a large  proportion  of 
the  tail  is  injured,  resection  and  suturing  of  the  proximal 
capsule  is  most  often  the  best  choice.  This  area  is  not 


Largest  increase  in  newly 
licensed  physicians 

The  largest  increase  in  newly  licensed  physicians  in 
any  one  year  was  recorded  in  1973.  The  16,689  figure  is 
a 15  per  cent  increase  over  the  14,476  reported  in  1972. 
The  figures  are  published  in  the  July  22  issue  of  JAMA. 
As  of  December  31,  1973,  there  were  366,379  physicians 
in  the  U.S.,  including  326,933  licensed  physicians,  a net 
gain  of  12,406  from  the  same  date  in  1972.  New  York 
State  had  the  greatest  number  of  newly  licensed  physi- 


often suitable  for  internal  ductal  drainage  because  of  th 
size  of  the  duct  in  the  area  and  the  frequency  of  tf 
presence  of  a forked  duct  in  the  tail.  Transsection  i 
the  main  body  of  the  pancreas,  most  commonly  just  1 
the  left  of  the  lumbar  spine,  is  the  hallmark  of  blur 
trauma.  Current  data  on  the  late  development  of  di; 
betes  mellitus  following  hemipancreatectomy  are  m 
conclusive,  and  it  seems  feasible  that  preservation  of 
normal  viable  portion  of  the  pancreas  is  desirabl 
hence,  internal  ductal  drainage  was  selected  for  the  ca; 
presented  here. 

Numerous  articles  have  appeared  in  the  literatu 
concerning  pancreaticoduodenectomy  for  injuries  of  tl 
proximal  pancreas.  This  operation  is  best  reserved  f< 
more  complex  injuries  including  duodenal  lesions,  whit 
are  not  common  in  penetrating  trauma.  These  a 
much  more  frequently  associated  with  massive  blui 
trauma  such  as  is  incurred  in  high-speed  vehicular  acc 
dents. 

The  inability  to  assess  the  exocrine  function  of  tl 
distal  pancreas  in  the  case  described  makes  difficult  tl 
comparison  of  simple  ligation  of  the  distal  pancreas  wii 
preservation  of  the  endocrine  function  by  leaving  tl 
gland  in  situ.  The  subphrenic  abscess  was  possibly  se 
ondary  to  the  splenectomy,  but  the  etiology  must  al: 
include  the  type  of  pancreatic  operation.  In  most  i 
stances,  the  volume  of  pancreatic  juice  drained  is  co 
siderably  less  than  in  this  case,  with  complete  draina,' 
around  the  tubes  into  the  stomach  (with  minimal  or  i 
drainage  through  the  catheter  lumen)  occurring  in  fro 
three  to  five  days. 

This  case  illustrates  the  possibility  of  retaining  viafc 
pancreatic  tissue  in  the  patient  with  no  previous  pancr 
atic  disease  history.  It  is  frequently  possible  to  avo 
unnecessary  organ  extirpation. 


cians,  2,399.  Of  the  total  number  of  newly  licensed  ph 
sicians,  almost  half — 7,419 — were  foreign  medical  gra 
nates.  1973  was  the  seventh  consecutive  year  that  the 
has  been  a substantial  increase  in  the  number  of  FM< 
taking  state  board  examinations.  Beginning  in  1 97 
FMG  examinations  were  expanded  to  include  a or  . 
hour  exam  in  English,  designed  primarily  to  test  t 
candidate’s  comprehension  of  spoken  English,  includi 
words  and  phrases  not  common  to  the  medical  vocab 
lary. 


1992  New  York  State  Journal  of  Medicine/October  1974 


Case  Reports 


Increased  Fecal 
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[ill 

- Thyroid  function  changes  associated  with 
chronic  protein  loss  were  first  noted  in  nephrotic 
patients.1,2  These  changes  consist  of  low  serum 
T-4  (thyroxine)  concentration,  diminished  total 
body  T-4  stores,  and  high  fractional  and  normal 
total  T-4  turnover  rates.  Low  serum  T-4  concen- 
tration associated  with  variable  levels  of  thyroidal 
radioiodine  uptake  has  been  reported  in  PLE  (pro- 
tein losing  enteropathy)  of  diverse  etiologic  condi- 
tions.3 Unlike  nephrotic  syndrome,  in  which  uri- 
nary T-4  losses  are  well  documented,  no  peripheral 
metabolic  studies  of  T-4  disposal  have  been  re- 
ported in  PLE,  and  the  mechanism  of  hypothyrox- 
inemia  remains  hypothetical.4-8  In  this  report  are 
described  results  of  tracer  T-4  turnover  studies  in 
a patient  with  PLE  of  undetermined  cause,  dem- 
onstrating actual  fecal  losses  as  the  competent 
cause  of  diminished  T-4  body  stores. 

Case  report 

The  patient  is  a twenty-four-year-old  black 
male  who  developed  bilateral  edema  of  the  lower 
extremities  up  to  the  midthigh  with  no  other 
symptoms.  He  had  two  acute  diarrheal  episodes 
accompanied  by  abdominal  cramps,  the  first  oc- 
curring two  years  prior  to  the  occurrence  of  the 
edema,  and  the  second  after  his  PLE  was  recog- 
nized. The  laboratory  findings  are  listed  in  Table 
I.  Repeated  urinary  protein  determinations  gave 
negative  results.  Radiologic  study  of  the  stomach 
and  small  bowel  revealed  no  abnormality.  Lym- 
phangiographic  study  of  the  lower  extremities  and 
abdomen  revealed  normal  vessels  and  lymph 
nodes.  The  elevated  131I  albumin  excretion  and 
the  severe  hypoproteinemia  confirm  the  diagnosis. 


TABLE  I.  Laboratory  findings 


Data 

Study 

I 

Study 

II 

Normal* 

Total  protein  (grams 
per  100  ml.) 

3.8 

3.0 

Albumin  (grams  per 
100  ml.) 

1.7 

1.1 

IgG  (milligrams  per 
100  ml.) 

600 

400 

1158  ± 305 

IgA  (milligrams  per 
100  ml.) 

95 

94 

200  ± 61 

IgM  (milligrams  per 
100  ml.) 

26 

125 

99  db  27 

Cholesterol  (milligrams 
per  100  ml.) 

245 

135 

Carotene  (milligrams 
per  xOO  ml.) 

33 

9 to  11 

Calcium  (milligrams 
per  100  ml.) 

8.2 

8.5 

D-xylose  urine  (grams) 

9.0 

Over  5 per 
5 hours 

mI  albumin 

fecal  (per  cent  dose) 

28 

Less  than  1 

* Normal  values  given  only  for  nonroutine  tests. 


The  etiology  remains  undetermined. 

Methods.  Metabolic  studies  on  the  patient 
were  conducted  on  two  occasions,  first  in  July, 
1970  (study  I),  and  then  repeated  in  February, 
1971,  under  inhospital  conditions,  (study  II).  In 
study  I,  I125T-4  and  I131albumin  obtained  from  a 
commercial  source  were  simultaneously  injected 
into  an  antecubital  vein.  Serial  heparinized  plas- 
ma samples  for  the  study  of  the  acute  distribution 
and  late  plasma  decay  samples  were  collected  at 
appropriate  intervals  of  time.9  Complete  fecal 
collections  for  determination  of  enteric  T-4  loss 
were  obtained.  Two-ml.  aliquots  of  plasma  and 
3-ml.  aliquots  of  homogenized  feces  were  counted 
in  a Packard  autogamma  spectrometer,  along  with 
a 1:100  dilution  of  .the  injected  dose.  The  acute 
distribution  study  was  carried  to  one-hundred  and 
forty  minutes  only;  this  was  imposed  by  the  pa- 
tient’s working  hours.  In  study  II,  only  I131T-4 
was  injected.  Thyroxine-binding  globulin  (TBG) 
and  thyroxine-binding  prealbumin  (TBPA)  were 
determined  as  previously  described.10  Several  ad- 
ditional thyroxine-binding  globulin  determina- 
tions were  done  at  Bio-Science  Laboratories.4 

Fecal  clearance  was  obtained  as  described  by 
Rasmussen.2  For  these  calculations,  only  those  al- 
iquots corresponding  to  the  linear  portion  of  the 

Van  Nuys,  California. 
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FIGURE  1.  Two  tracer  T-4  turnover  studies.  Late  break  in  the  linear  shape  of  the  radiothyroxine  curve  in  study  I remai 
unexplained  but  does  not  affect  its  validity.  Study  II  shows  linear  plasma  radiothyroxine  decay  curve  with  half-life  of  thr 1 
days. 


plasma  radiothyroxine  curve  were  used.  Total  ex- 
changeable thyroxine  (TET),  total  distribution 
space,  fractional  turnover  constant  (K),  and  meta- 
bolic clearance  rate  (MCR)  were  obtained  by  stan- 
dard graphic  methods.2 

Results.  The  acute  distribution  phase  is  char- 
acterized by  a 50  per  cent  fall  of  tracer  T-4  concen- 
tration in  plasma  at  one-hundred  and  forty  min- 
utes. The  fraction  of  I125T-4  outside  the  instanta- 
neous albumin  distribution  space  is  39  per  cent. 
These  values  are  similar  to  those  obtained  at  com- 
parable time  intervals  in  studies  previously  con- 
ducted in  healthy  volunteers.9 

The  two  tracer  T-4  turnover  studies,  I and  II, 
are  shown  in  Figure  1.  The  plasma  disappearance 
of  I125T-4  and  I131albumin  is  characterized  by  a 
rapid  decay  with  a half-life  (T%)  of  three  days  for 
both.  The  late  break  in  the  linear  shape  of  the  ra- 
diothyroxine curve  in  study  I remains  unexplained 
but  does  not  affect  its  validity.  Study  II  shows  a 
linear  plasma  radiothyroxine  decay  curve  with  a 
half-life  of  three  days.  The  only  difference  be- 
tween the  tracer  T-4  plasma  decay  curves  in  these 
2 studies  is  that  of  a lower  radiothyroxine  concen- 
tration in  study  II  resulting  in  a larger  total  distri- 
bution space.  This  could  be  partially  due  to  the 
well-recognized  presence  of  rapidly  diffusible  thy- 
ronine contaminants  present  in  commercial  prepa- 


rations labeled  with  I131.10  The  cumulative  frg 
tion  of  radiothyroxine  excreted  in  the  feces  is  prf 
tically  identical  in  both  studies.  The  actual  vale  s 
are  52.23  and  52.87  per  cent  of  the  dose  appeari ; 
in  the  first  forty-eight  hours  after  injectic . 
These  values  are  well  above  the  reported  15  p 1 
cent  fecal  I131T-4  excretion  observed  during  sin- 
lar  studies  over  comparable  periods  of  time,  cc- 
ducted  in  patients  free  of  gastrointestinal  illness 1 
The  fecal  clearance  is  1.0  L.  per  day  which  is  ou 
twice  the  normal  rate. 

Total  exchangeable  thyroxine  is  well  below  n<- 
mal  in  both  studies  even  though  serum  T-4  cc- 
centration  is  normal  and  plasma  binding  in  stuy 
II,  as  judged  from  the  triiodothyronine  (T-3)  incs 
is  normal  also.  The  normality  of  metabolic  cle  - 
ance  rate  is  explained  by  the  reciprocal  changes  ( 
K and  total  exchangeable  thyroxine  (Table  II). 

Comment 

The  marked  serum  albumin  depletion  and  tl  t 
of  all  classes  of  tested  circulating  globulins  with<  t 
demonstrable  proteinuria  is  highly  suggestive  4 
PLE.  The  diagnosis  is  confirmed  by  131I  alburn 
excretion,  well  above  the  normal  fecal  conte  t, 
which  is  less  than  1 per  cent  of  the  injected  dc  5. 
Low  serum  T-4  has  been  repeatedly  observed  n 
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TABLE  II.  Results  of  T,  kinetik  and  serum  T4  protein-binding  studies 


Studies 

T-4 

(micro- 
grams per 
100  ml.) 

Maximal - 

Binding  Capacity 
TBPA  TBG 

(micrograms 
thyroxine  per 
100  ml.) 

K 

(per  cent 
per  day) 

TDS 

Liters 

TET 

micro- 

grams 

MCR 

Liters 

Fecal 

Clear- 

ance 

Liters 

T-3* 

TSH 
micro- 
micron per 
milliliter 

Study  I 

2.8 

240  14 

23.1 

6.6 

192 

1 .52 

1 .0 

10.6 

Study  II 

3.9 

2.9- 

23.1 

8.3 

325 

2.11 

1 .0 

0.92 

5.6 

Normal  (11)  t 

6.4** 

296*  18» 

10.6 

9 4 

508 

1.00 

0.27 

* 

0 to  10 

* T-3  resin  uptake  expressed  as  per  cent  in  study  I and  index  in  study  1 1 is  normal  for  both  (Bio-Science  reference  book ) . 
t Mean  values. 

**  Bio-Science  T-4  column  method.* 


this  syndrome  and,  since  the  unsuccessful  attempt 
by  Nussle4  to  demonstrate  enteric  T-4  loss,  attrib- 
uted to  low-serum  thyroxine-binding  globulin  con- 
centration.5-8 This  is  the  first  demonstration  of 
actual  fecal  loss  of  T-4  in  PLE. 

The  persistence  of  low  total  exchangeable  T4 
with  normal  plasma  binding  and  serum  T-4 
suggests  that  at  least  in  study  II  the  predominant 
cause  conducive  to  the  observed  kinetic  changes  is, 
in  fact,  the  markedly  increased  fecal  T-4  clearance 
resulting  in  net  fecal  T-4  logs  two  to  three  times 
above  normal  (Table  II).  This  does  not  exclude  a 
contribution  due  to  thyroxine-binding  globulin  de- 
pletion when  present. 


si  Summary 

Peripheral  metabolic  studies  by  means  of  tracer 
techniques  were  conducted  in  a euthyroid  patient 
, with  PLE. 

• , A two-  to  threefold  elevation  of  fecal  T-4  excre- 
, tion  was  noted  in  two  separate  studies.  The  con- 
• stant  total  exchangeable  thyroxine  depletion  dur- 
ing periods  of  normal  serum  T-4  and  plasma  bind- 
ing serves  to  emphasize  the  major  role  of  the  ob- 
served increase  of  fecal  T-4  loss  in  maintaining  low 
. body  T-4  stores. 

4 
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n 
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Well  tolerated 

The  parenteral  solution  is  non- 
irritating and  does  not  produce  pain  at  tb 
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package  insert. 
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No  respiratory  depress 
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S depressants. 
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labeled  benzquinamide.  In  blood.  bcn/quinumn] 
d to  plasma  protein.  | 

Prevention  and  treatment  of  nausea  and  vomiting 

with  anesthesia  and  surgery. 

>e  prophylactic  use  should  be  restricted  to  those  patients  in  whom 
would  .'ndangcr  the  results  of  surgery  or  result  in  harm 
patient. 

idications.  Contraindicated  in  individuals  who  have 
hypersensitivity  to  the  drug. 

'se  in  Pregnancy:  No  teratogenic  effects  of  benzquinamide 
ited  in  reproduction  studies  in  chick  embryos,  mice,  rats 
The  relevance  of  these  data  to  the  human  is  not  known. 

:ver,  safe  use  of  this  drug  in  pregnancy  has  not  been  established 
a use  in  pregnancy  is  not  recommended. 
e in  Children : As  the  data  available  at  present  are  insufficient  to 
proper  dosage  in  children,  use  in  children  is  not  recommended. 
use:  Sudden  increase  in  blood  pressure  and  transient 
(premature  ventricular  and  auricular  contractions)  have 
. following  intravenous  administration  of  benzquinamide. 
a more  predictable  pattern  of  the  effect  of  intravenous 

idered  preferable.  The  intravenous  route  should 
itricted  to  patients  without  cardiovascular  disease  and  receiving  no 
- nesthetic  cardiovascular  and  or  concomitant  cardiovascular  drugs. 

autions.  Benzquinamide,  like  other  antiemetics,  may  mask  signs 
' a-dosage  of  toxic  drugs  or  may  obscure  diagnosis  of  such  conditions 
estinal  obstruction  and  brain  rumor, 
xse  Reactions.  Drowsiness  appears  to  be  the  most  common 
on.  One  case  of  pronounced  allergic  reaction  has  been 
uttered,  characterized  by  pyrexia  and  urticaria, 
stem  Affected-  Autonomic  Nervous  System ■ Dry  mouth, 
ring,  sweating,  hiccoughs,  flushing,  salivation,  blurred  vision. 
rdiovascular  System  Hypertension,  hypotension,  dizziness,  atrial 
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Systems:  Fatigue,  chills,  increased  temperature. 


Dosage. and  Administration.  Intramuscular:  50  mg( 

me  iq£jg 

I i!  - : due  may  be  repeated  in  one  hour  with  subscquenitioses  every 
necessary.  The  precautions  applicable  to  all  inu.imi  is,  ul.,: 

injections  shouk^^Bserved.  Emcte-con  should  be  injected  well 
within  the  mass  of  i^^er  muscle.  The  deltoid  area  shfld  be  used  only 

if  well  developed.  InjecttWftjhould  not  be  made  into  the  lower  and 
mid-thirds  of  the  upper  arm.  Aspiration  of  the  syringe  should  be  carried 
out  to  avoid  inadvertent  intravascularlffiection. 

Therapeutic  blood  levels  and  demonstrablW^iemetic  activity appear 
within  fifteen  minutes  of  intramuscular  administraTO*  When  the 
objective  of  therapy  is  the  prevention  of  nausea  and  vomitmg^^*- 
intramuscular  administration  is  recommended  at  least  fifteen  minutes 
prior  to  emergence  froi 
Intravenous:  25  mg( 
administered  slowly  ( I 
be  given  intramuscularly. 
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bsthesia. 

g-0.4  mg,  kg  as  a single  dose) 
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patients,  benzquinamide  should  be  administered  cautiously  and  the 
lower  dose  range  is  recommended.  This  preparation  must  be  initially 
reconstituted  with  2. 2 ml  of  sterile  water.  This  procedure  yields  2 ml  of  a 
solution  equivalent  to  25  mg  benzquinamide,  ml,  which  maintains  its 
potency  for  14  days  at  room  temperature.  DO  NOT  REFRIGERATE. 
Overdosage.  Manifestation.-:  On  the  basis  of  acute  animal  toxicology 
studies,  gross  Emete-con  overdosage  in  humans  might  be  expected  to 
manifest  itself  as  a combination  of  Central  Nervous  System  stimulant 
and  depressant  effects.  This  speculation  is  derived  from  experimental 
studies  in  which  intravenous  doses  of  benzquinamide,  at  least  150  times 
the  human  therapeutic  dose,  were  administered  to  dogs. 

Treatment:  There  is  no  specific  antidote  for  Emete-con  overdosage. 
General  supportive  measures  should  be  instituted,  as  indicated.  Atropine 
may  be  helpful.  Although  there  has  been  no  direct  experience  with 
dialysis,  it  is  not  likely  to  be  of  value,  since  benzquinamide  is 
extensively  bound  to  plasma  protein. 

How  Supplied.  Emete-con  for  IM  IV  use  is  available  in  a vial 
containing  benzquinamide  HC1  equivalent  to  50  mg  of  benzquinamide 
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In  1855  Breithaupt,  a Prussian  military  sur- 
geon, first  described  the  fatigue  fracture.  He 
noted  that  frequently,  after  long  marches,  army 
recruits  would  complain  of  pain  and  swelling  of 
the  foot.1  Since  then,  similar  injuries  have  been 
described  in  other  groups  who  indulge  in  unaccus- 
tomed prolonged  physical  activity. 

A newly  recognized  group  with  a predisposition 
for  this  injury  are  the  converts  to  the  Hare  Krish- 
na sect.  Three  were  recently  seen  at  Bellevue 
Hospital.  Others  of  their  coreligionists  were  said 
to  be  suffering  with  the  same  symptoms. 


FIGURE  1.  Periosteal  new  bone  formation  indicating  s 
of  fatigue  fracture  of  second  metatarsal. 


Comment 


Case  reports 

Case  1.  A twenty-year-old  female  was  seen 
complaining  of  pain  and  tenderness  over  the  dor- 
sum of  the  left  foot.  A radiograph  revealed 
changes  of  a fatigue  fracture  of  the  second  meta- 
tarsal (Fig.  1).  The  patient  was  advised  to  rest  her 
foot  and  return  for  a follow-up  study,  but  further 
films  were  not  obtained. 

Case  2.  After  one  month  of  pain  and  swelling 
over  the  dorsum  of  his  left  foot,  a twenty-one-year 
old  male  was  seen.  A radiograph  revealed  perios- 
teal new-bone  formation  and  a linear  fracture  of 
the  shaft  of  the  second  metatarsal  (Fig.  2).  He 
was  given  crutches,  and  rest  was  advised.  One 
week  later,  he  was  improved  but  further  follow-up 
could  not  be  obtained. 

Case  3.  A twenty-one-year  old  female  was  seen 
complaining  of  tenderness  and  swelling  over  the 
dorsum  of  her  left  foot.  Although  the  radiograph- 
ic examination  result  was  negative,  she  was 
thought  to  have  a fatigue  fracture,  and  rest  was 
advised.  Follow-up  examination  could  not  be  ob- 
tained. 


The  new  followers  of  the  Krishna  Consciousne 
constitute  a group  who  engage  in  prolonged,  stre 
uous  physical  activity  to  which  they  are  unacci 
tomed.  They  can  be  seen  dancing,  marching,  ai 
singing  in  the  streets.  In  this  way  they  attempt 
interest  others  in  the  Krishna  Consciousne 
Their  dress  does  not  include  shoes  that  give  ad 
quate  support  for  their  prolonged  exercise. 

The  histogenesis  of  this  lesion  is  proposed 
Johnson  et  al.2  and  Sweet  and  Allman.3  Bone 
constantly  remodeled  in  response  to  stress  to  i 
crease  its  mechanical  support.  This  remodeling 
accomplished  by  removal  and  new  deposition 
bone.  The  removal  is  done  by  osteoclasts  whii 
form  resorption  cavities  in  lamellar  bone.  The  ( 
teoclasts  are  followed  by  osteoblasts  which  reh 
the  cavity  with  new  lamellar  bone.  The  replacl 
unit,  or  osteone,  is  identifiable  histologically  as 
haversian  system.  Remodeling  is  governed  ' 
muscle  action.  Excess  stress  may  lead  to  an  acc  ■ 
eration  of  osteoclastic  removal.  Replacement  m’ 
be  unable  to  keep  pace  and  the  cortex  is  tempor; 
ily  weakened.  Endosteal  or  periosteal  buttressi: 
may  occur  at  this  time,  about  the  second  week  f • 
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It  lowing  the  inception  of  activity.  It  may  reach  a 
peak  at  about  six  weeks.  If  activity  continues,  a 
peak  bone  loss  will  occur  in  the  third  week  and  a 
thin  fracture  line  may  be  visible.  An  actual  frac- 
ture may  be  seen  in  one-third  of  cases. 

The  cases  presented  here  illustrate  the  but- 
I tressing  effect.  A small  infraction  may  be  seen  in 
Case  2 on  careful  inspection.  Case  3 most  likely 
represents  the  early  phase  when  no  radiographic 
change  is  noted. 

In  a study  of  250  military  recruits  with  march 
fracture,  Wilson  and  Katz4  found  the  metatarsal 
to  be  the  most  frequently  affected  site  (35.2  per 
cent).  Among  the  metatarsals,  the  second  is  most 

I frequently  affected.5  Stress  fracture  has  been  de- 

II  scribed  in  the  femur,  tibia,  fibula,  calcaneous,  pa- 
ttella, humerus,  ulna,  ribs,  pubis,  ischium,  cervical 

and  lumbar  vertebrae.1,4,6 

Other  groups  which  have  a high  incidence  of  this 
injury  include:  athletes,  ballet  dancers,  campers, 
nurses,  pregnant  women,  salesmen  and  ice  ska- 
ters.7 Fractures  in  athletes  from  running  and 
jumping  are  seen  most  frequently  in  the  tibia8  and 
are  also  reported  in  the  fibula.5  The  fractures  of 
ballet  dancers  occur  more  frequently  in  men  and 
are  more  apt  to  be  in  the  tibia.9  Fracture  of  the 
first  rib  has  been  reported  in  campers  and  soldiers 
after  long  pressure  from  knapsack  straps.4  Stress 
fractures  of  the  ribs  have  been  seen  following  pro- 
longed coughing.4 

Summary 

A new  group  with  high  “occupation”  risk  of  fa- 
tigue fractures  are  the  new  followers  of  Hare 
Krishna.  These  people,  unaccustomed  to  long  pe- 
riods of  pedal  exercise,  are  suddenly  involved  with 
prolonged  muscular  activity  in  their  religious  fer- 
vor. Stress  or  fatigue  fractures  should  be  consid- 
ered in  these  people  when  they  begin  suffering 
with  painful  and  swollen  feet. 
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FIGURE  2.  (A)  Fatigue  fracture  of  second  metatarsal 

shown  by  periosteal  new  bone  formation.  (B)  Fatigue 
fracture  of  second  metatarsal  shown  by  linear  fracture. 
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Tuberous  sclerosis  is  an  autosomal  dominant  ge- 
netic disease  characterized  by  tumors  and  malfor- 
mations of  the  skin,  brain,  and  viscera.  The 
symptoms  of  this  disease  are,  most  often,  a triad  of 
convulsive  seizures,  mental  retardation,  and  skin 
lesions,  but  its  clinical  expression  is  extremely 
variable.  Diagnosis  rests  on  the  finding  of  one  or 
more  of  the  characteristic  lesions  including  adeno- 
ma sebaceum,  retinal  phakoma,  and  shagreen’s 
patch.  In  Lagos’  and  Gomez’12  series  of  71  pa- 
tients with  tuberous  sclerosis,  a history  of  seizures 
was  found  in  93  per  cent  of  the  cases,  electroence- 
phalographic  abnormalities  in  87  per  cent,  adeno- 
ma sebaceum  in  83  per  cent,  mental  retardation  in 
62  per  cent,  retinal  phakoma  in  53  per  cent,  intra- 
cranial calcifications  in  51  per  cent,  shagreen’s 
patch  in  21  per  cent,  periungual  fibroma  of  the 
digits  in  17  per  cent,  and  subcutaneous  nodules  in 
10  per  cent.  Other  serious  manifestations  include 
renal  cysts  and  tumors,  myocardial  rhabdomyoma, 
and  cystic  myomatous,  or  fibrotic  lesions  of  the 
lung. 

Pulmonary  lesions  are  the  least  common  of  the 
various  stigmata  of  the  disease,  occurring  in  an  es- 
timated 0.1  per  cent  of  all  patients  with  tuberous 
sclerosis.2  The  earliest  reference  to  pulmonary 
symptoms  and  pathology  was  made  by  Lauten- 
bacher  in  1918.:!  He  described  numerous  small 
cystic  changes  and  small  submiliary  nodules  of  fi- 
brosarcomatous  tissue  in  the  walls  of  alveoli,  bron- 
chioles, and  blood  vessels.  Dwyer,  Hickie,  and 


Garvan2  reviewed  17  cases  including  2 of  their  own 
with  either  lung  biopsy  or  autopsy.  The  most 
characteristic  finding  was  honeycomb  lung;  how- 
ever, considerable  variation  was  present  including 
focal  emphysema,  multiple  fibromas,  leiomyoma- 
tosis, cystic  changes,  or  various  combinations  of 
these.  In  1 of  their  own  cases,  lung  biopsy  showed 
a diffuse  infiltration  by  vascular  plain  muscle  with 
widespread  destruction  of  alveoli  and  terminal 
bronchioles  and  hypertensive  changes  in  the  pul- 
monary artery  system.  At  autopsy,  the  lung 
showed  macroscopically  the  typical  microcysts  of 
honeycomb  lung. 

Although  tuberous  sclerosis  occurs  with  equal 
frequency  in  both  sexes,  pulmonary  tuberous  scle- 
rosis occurs  more  frequently  in  females.  Dawson4' 
reviewed  the  clinical  and  other  manifestations  of 
pulmonary  tuberous  sclerosis.  The  most  common 
symptom  is  dyspnea;  this  may  be  secondary  to 
spontaneous  pneumothorax  of  a subpleural  bleb  or 
to  the  onset  of  cor  pulmonale.  Dyspnea  pro-1 
gressed  to  the  point  of  severe  disability  in  most 
cases.  Cor  pulmonale  was  the  cause  of  death  in 
the  majority  of  patients.  Not  surprisingly,  at  au- 
topsy, a large  right  ventricle,  dilated  pulmonary 
artery,  and  disorganization  of  the  pulmonary  vas- 
cular bed  were  found.  Hemoptysis  also  was  a fre 
quent  complaint. 

Despite  careful  study  of  pathogenetic  and  clini 
cal  findings  in  pulmonary  tuberous  sclerosis,  little 
work  has  been  done  on  pathophysiologic  changes 
in  this  disease.  We  here  present  cardiac  catheter 
ization,  pulmonary  angiography,  pulmonary  perfu 
sion  scan,  and  pulmonary  function  studies  in  <■ 
thirty-one-year-old  black  female  with  pulmonar 
tuberous  sclerosis  whose  course  was  followed  ove 
an  eight-year  period.  The  manifestations  of  he 
disease  included  adenoma  sebaceum,  epilepsy 
electroencephalographic  abnormalities,  mental  re 
tardation,  and  a shagreen’s  patch  on  her  left  flank 

Case  report 

A thirty-one-year-old  black  female  was  admit 
ted  to  Flower  and  Fifth  Avenue  Hospital  on  Octo  £ 
ber  30,  1971,  with  chief  complaints  of  increasin 
dyspnea  on  exertion  since  1963  and  occasions 
muscle  cramps  of  three  months’  duration.  Pric  ^ 
to  1963,  she  had  multiple  hospital  admissions  dui 
ing  which  she  was  found  to  have  a seizure  disorde 
and  electroencephalographic  abnormalities,  mer 
tal  retardation  on  I.Q.  testing,  adenoma  sebaceui 
of  the  chin,  and  a shagreen’s  patch  on  her  lei 
flank.  Biopsy  findings  of  the  shagreen’s  pate 
were  positive,  and  a diagnosis  of  tuberous  scleros 
was  made. 

In  April,  1964,  she  was  admitted  to  another  ii 
stitution  with  a history  of  productive  cough,  chill 
fever,  dyspnea,  and  muscle  aches  and  pain 
Physical  examination  at  that  time  revealed  her  I 
have  a temperature  of  102°F.;  a pulse  rate  of  If  ! 
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FIGURE  1.  Pulmonary  perfusion  scan  demonstrating  mul- 
tiple areas  of  decreased  to  absent  perfusion  throughout 
30th  lung  fields  but  most  prominently  in  right  lung  field. 

per  minute,  a respiration  rate  of  32  per  minute, 
and  a blood  pressure  rate  of  110/80  mm.  Hg.  She 
appeared  a coughing,  obese,  dull  female  in  moder- 
ate respiratory  distress.  Lungs  were  clear  to  aus- 
cultation and  percussion,  but  a decreased  dia- 
phragmatic excursion  was  present.  The  abdomen 
appeared  slightly  distended,  and  examination  of 
the  lower  extremities  was  negative  for  calf  tender- 
ness or  swelling,  edema,  variocosities,  or  Homan’s 
sign.  Neither  clubbing  nor  peripheral  cyanosis 
ivas  present.  The  chest  radiograph  demonstrated 
persistent  main  pulmonary  artery  prominence  and 
central  pulmonary  artery  prominence  with  a small 
oeripheral  vascular  pattern.  Findings  on  electro- 
cardiogram were  normal  sinus  rhythm,  right-axis 
deviation,  flattened  or  inverted  T waves  through- 
out the  entire  precardium,  and  decreased  voltage 
suggestive  of  acute  cor  pulmonale  or  pericarditis. 
Cardiac  catheterization  studies  performed  during 
he  acute  episode  and  following  the  acute  episode 
showed  persistence  of  a markedly  elevated  pulmo- 
oary  artery  pressure  of  75/30  mm.  Hg.  Neither  a 
systolic  gradient  nor  shunting  was  present.  Arte- 
•ial  oxygen  saturation  studies  performed  on  ad- 
nission  were  85  and  86  per  cent  after  breathing 
oom  air,  and  98  per  cent  after  breathing  100  per 
ent  oxygen  for  ten  minutes. 

Following  her  discharge  in  1964,  the  patient 
ontinued  to  have  dyspnea  on  moderate  exertion 
ind  occasional  episodes  of  severe  dyspnea  at  rest 
asting  for  a few  minutes  at  a time.  In  the  two 
ears  prior  to  her  current  admission,  she  had  fre- 
(uent  upper-respiratory  infections  characterized 
)y  a nonproductive  cough,  nasal  congestion,  and 
ore  throat. 

Physical  examination  on  admission  to  Flower 
nd  Fifth  Avenue  Hospital  revealed  her  again  to 
e an  obese,  dull,  dyspneic  black  female.  Her 
emperature  was  98.8° F.,  her  blood  pressure  was 
20/80  mm.  Hg,  her  pulse  rate  was  82  per  minute, 
nd  her  respiratory  rate  28  per  minute. 


FIGURE  2.  (A)  Right  pulmonary  angiogram  showing  pul- 

monary hypertension  and  marked  disorganization  of  pul- 
monary vascular  bed  which  are  characteristic  of  pulmo- 
nary tuberous  sclerosis.  Note  dilation  of  pulmonary  artery 
segments  and  rapid  tapering  of  vessels  in  periphery  of 
lung  field,  extreme  tortuosity  of  pulmonary  vasculature, 
and  areas  of  decreased  and  absent  perfusion.  (B)  Left 
pulmonary  angiogram  also  showing  characteristics  of  pul- 
monary tuberous  sclerosis. 

Lungs  were  clear  to  auscultation  and  percussion; 
diaphragmatic  excursion  was  percussed  to  less 
than  1 cm.  The  heart  had  a regular  rate;  there 
were  no  murmurs,  but  a presystolic  gallop  was 
heard  along  the  left  sternal  border  on  forced  inspi- 
ration. The  second  heart  sound  was  narrowly 
split  with  no  change  on  inspiration.  The  pulmon- 
ic second  sound  was  louder  than  the  aortic  second 
sound.  The  first  heart  sound  was  heard  along  the 
right  sternal  border  and  split  on  inspiration;  there 
was  no  evidence  of  calf  tenderness,  positive  Ho- 
man’s sign,  or  peripheral  edema. 

Complete  blood  count  and  differential  and  uri- 
nalysis were  within  normal  limits.  Fasting  blood 
sugar  was  85  mg.  per  100  ml.;  electrocardiogram 
had  an  axis  of  plus  60  degrees  and  was  read  within 
normal  limits.  Arterial  blood  gas  analysis  demon- 
strated a pH  of  7.46,  a carbon  dioxide  pressure  of 
29.9  mm.  Hg,  and  a oxygen  pressure  of  59.2  mm. 
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TABLE  I.  Patient’s  lung  volumes  and  ventilation  after  discharge 


Lung  Volumes « Ventilation — 

RV/  VE  Helium 


IC 

ERV 

VC 

FRC 

TLC 

RV 

TLC 
X 100 

Vt 

f 

1/min/ 

M2 

Mixing 

Time 

Measured 
L = BTPS 

1 .970 

0.578 

2.548 

2.512 

4.482 

1.934 

43 

0.368 

37 

7.47 

2 

Predicted 
L = BTPS 

2.150 

1.260 

3.410 

2.670 

4.820 

1 .410 

29 

0.400- 

14-16 

3.20 

3 

Predicted  (Per 
Cent) 

93 

46 

75 

94 

93 

137 

0.600 

233 

IC  = inspiratory  capacity;  ERV  = expiratory  reserve  volume;  VC  = Vital  capacity;  FRC  = functional  residual  capacity;  TLC  = total  lung  capac-  ; 
ity;  RV  = residual  volume;  Vt  = tidal  volume;  f = respiratory  frequency;  VE  = minute  ventilation;  L = BTPS  = lung-body  temperature,  pressure 
saturation. 


TABLE  II.  Patient’s  ventilatory  function  and  diffusing  capacity  after  discharge 


Ventilatory  Function ■ Diffusing  Capacity  : 

Peak  (ml/min/mmHg) 


- — TVC  (Per  Cent) — - 
1"  2"  3" 

MMF 

(1/sec) 

MEFR 

(1/sec) 

Flow 

(1/min) 

FEVi 

(1) 

FVC 

(1) 

Single 

breath 

Steady 

state 

Measured 

67 

81 

88 

1 .020 

2.470 

283 

1.708 

2.548 

30.2 

11 .2 

Predicted 

83 

94 

97 

3.410 

5.500 

360 

3.450 

3.180 

52 

19.4 

Predicted  (Per  Cent) 

30 

45 

79 

50 

80 

58 

58 

TVC  = timed  vital  capacity;  MMF  = maximal  mid-expiratory  flow;  MEFR  = maximal  expiratory  flow  rate;  FEVi  = first-second  forced  expiratory 
volume;  FVC  = forced  vital  capacity. 


Hg.  Chest  x-ray  films  showed  a reticular  pattern 
most  prominent  in  both  bases. 

Pulmonary  perfusion  scans  performed  on  Octo- 
ber 21,  1971  and  November  22,  1971  showed  no  in- 
terval change  (Fig.  1).  Right  cardiac  catheteriza- 
tion results:  right  atrial  mean  pressure  18  mm. 

Hg;  right  ventricular  pressure  +85/+15  mm.  Hg; 
pulmonary  artery  pressure  T85/+22  mean  equals 
45  mm.  Hg;  preangiography  +78/+27  mean  equals 
45  mm.  Hg.  Pulmonary  angiography  demon- 
strates diminished  perfusion  to  the  right  upper 
lobe  and  left  lower  lobe  (Fig.  2).  There  are  mark- 
edly dilated  and  tortuous  arteries  supplying  both 
lower  lobes.  Pulmonary  function  studies  per- 
formed after  her  discharge  on  December  15,  1971 
are  charted  (Table  I to  III). 

Vital  capacity  was  75  per  cent  of  predicted 
value,  and  total  lung  capacity  was  93  per  cent  of 
predicted.  Residual  volume  was  increased  to  137 
per  cent  predicted  with  a residual  volume/total 
lung  capacity  ratio  of  43  per  cent.  Tidal  volume 
was  decreased  to  0.368  L.,  and  respiratory  frequen- 
cy was  increased  to  37  per  minute.  Ventilatory 
function  was  mild  to  moderately  reduced.  Arteri- 
al blood  gas  studies  were  indicative  of  a mild  respi- 
ratory alkalosis  secondary  to  hyperventilation  and 
characterized  by  hypocapnia  and  a moderate  hy- 
poxemia. A shunt  study  after  100  per  cent  oxygen 
inhalation  for  fifteen  minutes  demonstrated  an 
oxygen  pressure  of  250  mm.  Hg  equivalent  to  a 
22.62  per  cent  shunt  by  the  Fick  equation.  Dif- 
fusing capacity  with  carbon  monoxide  was  11.2  ml. 
for  steady  state  method  and  30.2  ml.  per  minute 
per  millimeter  for  single-breath  method  for  58  per 
cent  of  predicted  values. 


TABLE  III.  Patient’s  arterial  blood  gas  analysis  afte 
discharge 


Condition 

pH 

pC02 

p02 

Sa02 

(per 

cent) 

AV 

shunt 

(per 

cent) 

Measured 

7.435 

33.3 

67 

92.3 

Normal 

100  Per  Cent 
oxygen 

7.400 

40 

90  to 
100 

97 

2 

breathing 

31.5 

250 

99.7 

22.6 

PH  = hydrogen  ion  concentration;  PCO2  = caabon  dioxide  pressu; 
po  2 = oxygen  tension;  Sa02  = samarium  oxide;  AV  shunt  = i 
teriovenous  shunt. 


Comment 

Abnormal  pulmonary  function  results  have  bee 
extremely  variable  in  the  few  reported  cases  stui 
ied.  Our  patient  had  mild  restrictive  and  mild  ol 
structive  airway  disease.  Diffusion  capacity  will 
reduced  secondary  to  decrease  in  the  alveolar  ca]|I 
illary  bed  available  for  gas  exchange,  decreased  z 
veolar  surface  area,  and  alveolar  capillary  bIo< 
syndrome.  However,  most  impressive  was  tl 
finding  of  a 22.62  per  cent  venous-arterial  shu 
which  was  most  responsible  for  this  patient’s  h 
poxemia. 

Malik,  Pardee,  and  Martin,5  and  Harris,  Wal 
uck,  and  Swenson6  have  each  reported  a case 
pulmonary  tuberous  sclerosis  with  pulmona 
function  studies.  The  patient  studied  by  Mali 
Pardee,  and  Martin5  was  a fifty-six-year-old  whi 
female  who  had  honeycombing  on  chest  x-r 
films  and  who  was  followed  over  a six-year  pert 
with  serial  studies.  Their  major  findings  includ 
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a normal  vital  capacity  in  the  face  of  moderately 
severe  obstructive  airway  disease.  Distribution  of 
inspired  gas  was  normal  as  it  was  in  this  case  re- 
port. Diffusing  capacity  as  measured  by  a modi- 
fied steady-state  technique  was  markedly  reduced 
from  5.04  L.  to  2.70  L.  per  minute  per  millimeter 
Hg  over  the  period  during  which  she  was  followed. 
Hypoxemia  was  thought  to  be  secondary  to  an  al- 
veolar capillary  block  syndrome. 

On  the  other  hand,  Harris,  Wattuck,  and  Swen- 
son6 reported  pulmonary  function  tests  in  a forty- 
one-year-old  black  female  who  had  the  typical  fea- 
tures of  pulmonary  tuberous  sclerosis  on  lung  bi- 
opsy. Their  major  findings  were  consistent  with 
severe  obstructive  airway  disease  characterized  by 
a small  vital  capacity  (1.7  L.),  a decreased  first- 
second  forced  expiratory  volume  (0.6  L.),  a residu- 
al volume  of  5.81  L.,  and  a total  lung  capacity  of 
7.46  L.  which  was  160  per  cent  of  predicted.  Dif- 
fusing capacity  as  measured  by  the  single  breath 
method  was  20  ml.  per  minute  per  millimeter  Hg 
which  was  slightly  reduced.  Arterial  blood  oxygen 
tension  was  52  mm.  Hg  at  rest  and  440  mm.  Hg 
following  100  per  cent  oxygen  for  ten  minutes  indi- 
cating a shunt  mechanism  as  in  our  patient.  Car- 
diac catheterization  and  pulmonary  angiography 
performed  suggested  that  this  was  a small  but 
physiologic  right  to  left  shunt.  The  pulmonary  ar- 
terial pressure  was  elevated  and  did  not  change 
after  100  per  cent  oxygen  inhalation  indicating 
that  changes  in  the  pulmonary  vasculature  rather 
than  hypoxemia  accounted  for  the  elevated  pul- 
monary arterial  pressure. 

Other  authors  have  show-n  reduced  vital  capaci- 
ties, evidence  of  non-reversible  obstructive  airway 
disease,  and  oxygen  desaturation  at  rest.7-9 

In  contrast  to  the  findings  by  Harris,  Wattuck, 
and  Swenson,6  who  also  performed  angiography  in 
this  disease,  our  patient  had  marked  disorganiza- 
tion of  the  pulmonary  vascular  bed  and  dilatation 
of  the  pulmonary  artery  (Fig.  2).  Harris,  Watt- 
uck, and  Swenson  performed  angiography  on  a 
forty-one-year-old  mentally  retarded  black  female 
and  found  enlargement  of  the  pulmonary  arteries 
centrally  and  no  abnormal  vascular  changes,  but 
cystic  and  nodular  changes  within  the  peripheral 
vasculature. 

Perfusion  scan  performed  on  our  patient  re- 


vealed multiple  areas  of  decreased  to  absent  perfu- 
sion (Fig.  1).  Cardiac  catheterization  confirmed 
the  presence  of  a severe  fixed  elevation  in  pulmo- 
nary artery  pressure  which  increased  slightly  over 
an  eight-year  period.  Neither  a systolic  gradient 
nor  an  anatomic  shunt  was  present  indicating  that 
her  pulmonary  hypertension  was  a secondary 
manifestation  of  her  pulmonary  disease. 

Studies  of  the  pathophysiologic  manifestations 
of  tuberous  sclerosis,  although  few  in  number, 
have  been  quite  variable  in  their  results.  How- 
ever, these  are  related  to  the  variability  in  re- 
ported pathologic  manifestations  of  the  disease  in 
individual  patients. 

Nevertheless,  in  all  patients  studied  to  date,  ob- 
structive airway  disease  was  an  important  compo- 
nent in  pulmonary  dysfunction.  Hypoxemia  was 
also  present  and  was  most  probably  secondary  to 
anatomic  venous  to  arterial  shunting  through  mul- 
tiple small  arteriovenous  malformations  and  venti- 
lation-perfusion abnormalities.  Cor  pulmonale, 
found  in  most  patients  with  pulmonary  tuberous 
sclerosis,  is  secondary  to  distortion  and  destruc- 
tion of  the  pulmonary  capillary  bed  by  fibromyo- 
matous  tissue. 
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Carcinoma  arising  in  a thyroglossal  duct  has 
been  reported  uncommonly  but  with  increasing 
frequency.  This  subject  has  recently  been  re- 
viewed by  Jacques,  Chambers,  and  Oertel,1  and 
Bhagavan,  Rao,  and  Weinberg,2  who  have  found  a 
total  of  61  cases.  There  has  been  controversy  as  to 
whether  carcinoma  can  arise  primarily  in  the  thy- 
roglossal duct  or  whether  such  a lesion  represents 
a metastasis  from  a thyroid  gland  primary.3-5 

Three  cases  treated  at  New  York  University 
Medical  Center  are  reported.  These  patients,  all 
of  whose  treatment  included  total  thyroidectomy, 
reflect  the  latter  problem.  The  role  of  external  ir- 
radiation as  a possible  predisposing  factor  and  the 
preoperative  diagnostic  value  of  echography  of  the 
mass  are  also  discussed. 

Case  reports 

Case  1.  A twenty-six-year-old  female  was  ad- 
mitted with  a six-week  history  of  a painless  right 
lower  neck  mass.  She  had  known  of  a midline 
nodule  in  her  neck  since  childhood  which  had  not 
undergone  recent  change.  Seven  years  prior  to 
admission  she  received  radiation  therapy,  in  the 
form  of  600  rads  to  her  face,  in  8 treatments,  for 
acne. 

Biopsy  of  the  right  lower  neck  mass  revealed 
metastatic  papillary  carcinoma  in  a lymph  node. 
She  then  underwent  neck  exploration  at  which 
time  a tumor  mass  adjacent  to  the  hyoid  bone  was 
excised,  and  a total  thyroidectomy  and  modified 
right  radical  neck  dissection  were  performed. 

Microscopic  examination  revealed  the  thyro- 
glossal duct  remnant  to  be  completely  replaced  by 
papillary  carcinoma.  The  thyroid  gland  was  care- 
fully studied  and  showed  no  evidence  of  cancer. 
Two  lymph  nodes  contained  metastases. 

She  has  been  maintained  on  thyroid  extract 
since  then.  There  has  been  no  evidence  of  recur- 
rent disease  in  the  six-year  follow-up  period. 


Case  2.  A thirty-two-year-old  female  was  ad- 
mitted with  a two-year  history  of  a mass  in  the 
upper  neck  which  had  undergone  recent  enlarge- 
ment. There  was  a history  of  irradiation  for  ■ 
thymic  enlargement  in  infancy  but  further  details  i 
could  not  be  obtained.  There  was  a 3.5-cm.  diam-  j 
eter,  round,  hard,  mobile  mass  above  the  hyoid 
just  to  the  left  of  the  midline.  The  thyroglossal  le- 
sion was  excised  along  with  a segment  of  hyoid 
bone.  Microscopic  examination  revealed  mixed  > 
papillary  and  follicular  carcinoma. 

Two  months  postoperatively  she  underwenl  j 
total  thyroidectomy  and  suprahyoid  lymph-nodt 
dissection.  Two  lymph  nodes  contained  metasta  > 
ses.  There  was  a metastasis  within  the  substana 
of  a strap  muscle  on  the  left  side,  and  this  was  noi  I 
continuous  with  the  thyroid  gland.  These  metas 
tases  were  mixed  papillary  and  follicular  carcino 
ma.  Careful  examination  of  the  thyroid  glanc 
failed  to  demonstrate  any  cancer. 

She  has  been  maintained  on  thyroid  extract,  { 
gr.  daily.  In  the  six-year  follow-up  period  then 
has  been  no  evidence  of  recurrent  disease. 

Case  3.  The  patient  was  a forty-year-old  mail 
when  he  was  admitted  to  another  facility  in  July 
1966,  with  a one-month  history  of  a painless  mid 
line  upper-neck  mass.  There  was  no  history  o < 
prior  irradiation.  A mass  was  palpable  beneatl 
the  hyoid,  and  the  examination  was  otherwise  nor 
mal. 

He  underwent  excision  of  a thyroglossal  cyst  le 
sion  containing  papillary  carcinoma.  Postopera 
tively  he  was  maintained  on  thyroid  extract,  3 gi 
daily.  Ten  months  later  bilateral  enlarged  cervi 
cal  lymph  nodes  were  found.  Biopsy  of  one  c 
these  revealed  metastatic  papillary  carcinoma.  I: 
August,  1967,  he  underwent  a total  thyroidectom 
and  bilateral  modified  radical  neck  dissection. 

Pathologic  examination  revealed  one  additions 
lymph  node  with  a metastasis,  but  careful  exami 
nation  of  the  thyroid  gland  failed  to  reveal  any  evi  I 
dence  of  cancer. 

He  was  first  seen  at  New  York  University  Medi 
cal  Center  in  November,  1967,  where  he  has  sine 
been  maintained  on  thyroid  extract.  Seven  yeai  * 
following  the  initial  diagnosis,  there  is  no  evidenc  * 
of  any  recurrent  disease. 

Comment 

Thyroglossal  duct  carcinoma  is  being  reports 
more  commonly.  In  recent  reviews  of  the  subje' 
there  were  12  cases  reported  between  1911  ar 
1959  and  over  49  cases  since  then.1,2  Great* 
awareness  of  the  entity  may  be  a factor  in  this  ii 
crease  or  it  may  be  related  to  an  increase  in  tl 
frequency  of  the  thyroid  carcinoma  in  general 
Carcinoma  has  been  found  once  in  128  thyroglo 
sal  cysts  in  one  series7  and  twice  in  130  cases  in  ai 
other  series.8 
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Some  authors  feel  that  thyroglossal  duct  carci- 
noma represents  a metastasis  from  the  thyroid.4,5  " 
While  this  may  be  true  in  some  cases,  there  are  6 
previous  cases  of  thyroglossal  duct  carcinoma  in 
which  the  thyroid  gland  was  available  for  careful 
examination  and  in  which  no  tumor  was  found  in 
the  thyroid.2  In  the  3 cases  reported  here,  despite 
a careful  search,  no  cancer  could  be  identified  in 
the  thyroid.  These  cases  would  strongly  suggest 
that  carcinoma  can  arise  primarily  in  a thyroglos- 
sal duct  remnant. 

External  irradiation  to  the  neck  or  mediastinum 
during  infancy  or  childhood  is  probably  related  to 
the  development  of  thyroid  carcinoma.9  It  has 
also  been  suspected  that  such  irradiation  in  ado- 
lescents or  adults  may  predispose  to  thyroid  can- 
cer as  well.  Radiation  which  may  have  had  some 
role  in  Cases  1 and  2 has  not  previously  been  re- 
corded as  an  etiologic  factor  in  thyroglossal  duct 
carcinoma.  Indeed,  if  the  concept  of  radiation  in- 
duction of  thyroid  cancer  has  any  validity,  the  as- 
sociation with  cancer  in  the  thyroglossal  duct  is 
not  surprising. 

In  most  of  the  previous  cases  this  kind  of  carci- 
noma has  been  of  the  papillary  type.  One  case 
was  follicular  and  1 mixed  papillary-follicular.2 
Lymph  node  metastases  from  thyroglossal  duct 
carcinoma  have  been  reported  only  6 times.2 
Each  of  our  3 patients  had  some  form  of  regional 
lymph-node  dissection,  and  metastases  were  pres- 
ent in  all.  Distant  metastases  have  been  recorded 
only  once.  All  of  our  patients  have  had  a total 
body  I131  scans,  after  total  thyroidectomy  in  the 
presence  of  adequate  TSH  stimulation,  and  these 
have  failed  to  demonstrate  ectopic  tissue  avid  for 
radioiodine.  Nor  have  other  studies  in  follow-up 
periods  of  four  to  five  years  shown  evidence  of 
local  recurrence  or  additional  regional  or  distant 
metastases. 

Ultrasonic  examination  of  the  structures  in  the 
neck  has  recently  become  a valuable  diagnostic  ad- 
junct.10 Thyroglossal  duct  cysts  show  an  echo- 
free  zone  equal  in  diameter  to  the  palpable  cyst. 
Tumors  other  than  cysts  reflect  dense  echoes,  and, 
therefore,  the  echographic  appearance  consists  of  a 
mixture  of  echospikes  and  echo-free  zones,  with 
the  diameter  of  the  echo-free  zone  appreciably 
smaller  than  the  diameter  of  the  palpable  mass. 

Because  of  the  scarcity  of  cases  of  thyroglossal 
iuct  carcinoma,  it  is  not  possible  to  state  what  its 
deal  treatment  should  be.  The  primary  lesion,  at 
east,  should  be  resected  along  with  the  central 
Dortion  of  the  hyoid  in  accordance  with  the  con- 
ventional operation  for  benign  thyroglossal  cysts, 
md  all  patients  should  be  continuously  rpain- 


tained  on  oral  thyroid  therapy  for  hormonal  re- 
placement or  supression  of  the  thyrotropic  stimu- 
lus to  thyroid  gland  growth.  Although  it  is  likely 
that  at  least  some  thyroid  tumors  may  be  inhibited 
by  hormonal  suppression,  in  Case  3 regional 
lymph-node  metastases  developed  while  he  was  on 
such  a regimen. 

The  role  of  concommitant  total  thyroidectomy 
or  radical  neck  dissection  is  controversial,  and 
therapy  must  be  individualized.  In  general,  the 
presence  of  follicular  elements,  regional  or  distant 
metastases,  or  a history  of  prior  irradiation  would 
favor  a total  thyroidectomy  and  perhaps  a modi- 
fied radical  neck  dissection. 

In  conclusion,  primary  thyroglossal  duct  carci- 
noma is  unusual  but  is  now  being  diagnosed  more 
commonly.  These  cancers  in  our  series  were  not 
secondary  to  a primary  lesion  in  the  thyroid  gland 
proper.  Carcinoma  should  be  considered  in  any 
thyroglossal  cyst  which  is  hard,  fixed,  irregular,  or 
had  undergone  recent  change,  especially  if  there  is 
an  appreciable  echo-dense  zone  comprising  the 
mass.  The  history  of  radiation  therapy  to  the 
neck  or  mediastinum  should  make  one  particularly 
suspicious.9  The  management  of  thyroglossal 
duct  carcinoma  is  similar  to  the  treatment  of  thy- 
roid carcinoma  when  the  gland  itself  is  involved. 

20  East  68th  Street 
New  York,  New  York  10021 
(DR.  SOHN) 
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In  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
and  due  to  susceptible  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter  and  Proteus  mirabilis. 
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The  advantages  of  the  long  intestinal  tube  in  the 
treatment  of  nonstrangulating  obstructions  of  the 
;mall  intestine  have  long  been  recognized.  The 
— ootential  dangers  of  a bolus  and  tube  while  still  in 
he  intestinal  tract  are  also  widely  known. 

The  group  of  cases  to  be  discussed,  however,  de- 
veloped the  clinical  picture  of  subacute  or  chronic 
ntestinal  obstruction  at  a period  subsequent  to  an 
>jipparentlv  uncomplicated  removal  of  the  tube. 
The  pathologic  basis  of  this  clinical  condition  is 
he  development  of  a propulsive,  isoperistaltic,  ir- 
•educible  intussusception  induced  by  the  intesti- 
lal  tube  itself.  Once  initiated,  progression  of  the 
: ntussusception  continues  after  the  tube  has  been 
emoved.  The  present  communication  is  based  on 
1 such  cases  of  which  3 will  be  presented  in  detail. 
Retrograde  intussusceptions  of  this  type  have  also 
)een  reported,1  but  we  have  not  encountered  them 
n our  own  experience. 

3ase  reports 

__  Case  1.  A seventy-five-year-old  male  was  ad- 
nitted  with  a neoplasm  of  the  descending  colon 
^demonstrated  on  barium  enema  examination. 
J-  Three  days  preoperatively  a Miller-Abbott  tube 
_vas  passed  prophylactically.  A left  hemicolec- 
tomy was  performed,  and  it  was  noted  that  the 
vliller-Abbott  tube  was  at  the  ileocecal  junction; 
he  tube  was  withdrawn  to  the  ligament  of  Treitz. 
^ive  days  postoperatively  the  patient  vomited,  al- 
hough  the  Miller-Abbott  tube  was  on  suction,  and 
Levin  tube  was  inserted.  Abdominal  x-rays  re- 
galed small-bowel  distention.  However,  two  days 
ater  the  patient  expelled  flatus,  and  the  Miller- 
Vbbott  tube  was  clamped  and  removed  the  fol- 


FIGURE  1.  Barium  contrast  study.  Cantor  tube  is  in 
proximal  jejunum  when  contrast  material  has  demon- 
strated complete  obstruction. 


lowhng  day.  The  subsequent  postoperative  course 
was  uneventful.  Eight  weeks  later,  the  patient 
was  readmitted  with  vomiting  of  five  days’  dura- 
tion. Scout  films  of  the  abdomen  revealed  small- 
bowel  distention,  and  a Cantor  tube  was  inserted. 
Because  of  continuous  copious  Cantor-tube  drain- 
age, barium  study  was  performed  demonstrating 
definite  jejunal  obstruction  (Fig.  1).  Exploration 
was  performed  at  which  time  an  antegrade  jejuno- 
jejunal  intussusception  occurring  approximately 
20  to  25  cm.  distal  to  the  ligament  of  Treitz  was 
found.  The  intussusception  was  irreducible  but 
showed  no  evidence  of  circulatory  impairment  of 
the  bowel.  The  involved  segments,  both  intussus- 
ception and  intussuscipiens,  were  resected  (Fig.  2). 
The  Cantor  tube  was  removed  and  replaced  by  a 
Levin  tube.  The  pathology  report  revealed  dense 
fibrous  adhesions,  focal  acute  inflammation,  and 
an  intussuscepted  loop. 

Case  2.  A forty-two-year-old  female  was  ad- 
mitted with  nausea,  vomiting,  crampy  abdominal 
pain  of  one  week’s  duration,  and  distention  and 
obstipation  of  one  day’s  duration.  The  past  histo- 
ry included  a laparotomy  for  a dermoid  cyst 
twenty-two  years  prior  to  admission,  and  an  ooph- 
orectomy twelve  years  prior  to  admission.  The 
abdomen  was  distended  and  nontender.  A surgi- 
cal scar  was  noted.  Bowel  sounds  were  hyperac- 
tive with  tinkles  and  gurgles.  Radiographic  exam- 
ination of  the  abdomen  showed  a small-bowel  ob- 
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Open,  demonstrating  typical  intussusception  with  dense  fibrous  adhej 


FIGURE  2.  Resected  specimen.  (A)  Closed.  (B) 
sions  preventing  reduction  of  intussusception. 

struction.  A Cantor  tube  was  inserted,  but  copi- 
ous drainage  continued.  Contrast  studies  con- 
firmed the  diagnosis  of  small-bowel  obstruction, 
and  laparotomy  was  performed.  Adhesions  of  the 
ileum  to  the  pelvis  were  lysed,  and  the  Cantor  tube 
was  noted  in  the  proximal  ileum.  Postoperatively, 
vomiting  accompanied  by  profuse  Cantor-tube 
drainage  continued,  and  a barium  study  was  per- 
formed which  was  interpreted  as  showing  an  ob- 
struction of  the  distal  duodenum  (Fig.  3).  The 
possibility  of  a superior  mesenteric  artery  syn- 
drome was  suggested,  and  angiography  was  per- 
formed but  the  finding  was  normal.  The  patient 
was  explored  with  the  finding  of  an  antegrade  jeju- 


nojejunal  intussusception  which  was  resectec 
The  pathology  examination  revealed  a segment  c 
small  intestine  with  intussusception  secondary  t 
adhesions. 

Case  3.  A thirty-five-year-old  male  was  admit 
ted  with  anemia,  rectal  bleeding,  and  bariur 
enema  evidence  of  a polypoid-filling  defect  in  th 
cecal  region.  On  admission,  signs  of  partial  intes! 
tinal  obstruction  were  present,  and,  accordingly,  , 
Cantor  tube  was  inserted,  and  the  patient  was  pri 
pared  for  surgery.  Five  days  later  a right  hemicy 
lectomy  for  a leiomyoma  of  the  terminal  ileum  wg|( 
performed.  By  the  sixth  postoperative  day  th 
patient  was  passing  flatus,  and  a diatrizoate  soli 
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rIGURE  3.  Barium  contrast  study  demonstrating  com- 
Dlete  obstruction  of  distal  duodenum.  Note  Cantor  tube  in 
distal  small  intestine,  beyond  point  of  obstruction. 


GURE  4.  Diatrizoate  contrast  study  demonstrating  pas- 
ige  of  contrast  material  into  distal  bowel  but  with  persis- 
nt  dilated  proximal  loop. 


tion  (Gastrografin)  study  showed  no  obstruction. 
The  patient  had  normal  bowel  movements,  the 
tube  was  removed,  and  the  patient  discharged 
eight  days  later.  Eleven  days  postdischarge  he 
was  readmitted  because  of  nausea,  vomiting, 
cramps,  and  diarrhea.  The  abdomen  was  distend- 
ed, soft,  and  nontender  with  hyperactive  bowel 
sounds.  Abdominal  x-rays  revealed  numerous  di- 
lated loops  of  small  bowel.  A Cantor  tube  was  in- 
serted, and  the  abdomen  was  decompressed.  A 
diatrizoate  study  revealed  prompt  passage,  hut  a 
distended  loop  of  small  bowel  remained  (Fig.  4). 
The  patient  was  explored,  and  an  antegrade  jeju- 
nal intussusception  was  found  and  resected.  The 
patient  did  well  and  was  discharged  on  the  eighth 
postoperative  day.  The  pathology  examination 
reported  a segment  of  small  intestine  showing 
intussusception  (Fig.  5). 

Mechanism  and  pathology 

As  is  well  known,  the  bolus  at  the  head  of  the 
long  intestinal  tube  stimulates  an  active  peristalsis 
which  may  propel  it  well  down  into  the  distal 
ileum  or  even  the  right  colon,  while  the  external 
measurings  on  the  tube  show  it  to  be  down  for  only 
a relatively  short  distance.  On  a few  occasions  the 
balloon  was  passed  per  anus  when  the  external 
marking  on  the  tube  at  the  nasal  orifice  read  6 to  8 
feet.  This  phenomenon  is  made  possible  by  the 
fact  that  the  tube  passes  along  the  greatly  fore- 
shortened mesenteric  side  of  the  bowel.  As  a re- 
sult, the  proximal  small  intestine  is  shirred  or  tel- 
escoped on  the  tube  itself.  Observations  at  lapa- 
rotomy have  shown  that  these  changes  are  most 
marked  in  the  proximal  jejunum.  At  times,  deep, 
closely  juxtaposed,  circumferential,  thin  folds  of 
bowel  compressed  against  each  other,  are  noted 
extending  along  the  tube.  The  acuteness  of  some 
of  these  angulations,  and  the  compression  of  these 
narrow  segments  of  intestine  by  each  other,  may 
well  be  sufficient  to  cause  partial  interference  with 
the  intramural  circulation  of  the  bowel.  These 
changes  are  more  marked  in  prophylactic  intuba- 
tions than  when  the  tube  has  been  employed  for 
an  established  obstruction.  This  difference  prob- 
ably results  from  the  fact  that  the  edema  present 
in  an  obstructed  segment  of  bowel  offers  greater 
resistance  to  telescoping  and  shirring.  In  a num- 
ber of  instances,  where  prophylactic  intubation 
had  been  performed  a few  days  earlier,  fine,  filmy, 
fibrinous  adhesions  between  tightly  drawn  folds  of 
intestine  have  been  noted.  Further  agglutination 
of  these  pleated  narrow  segments  of  bowel  may 
well  proceed  to  the  development  of  a fixed  portion 
of  intestine  which  could  act  as  a head  of  an  intus- 
susceptum  in  a manner  similar  to  that  induced  by 
the  presence  of  an  intramural  tumor. 

The  proximal  jejunum  is  the  most  common  site 
for  the  development  of  the  described  disease.  The 
maximum  extent  of  bowel  involved  in  the  intussu- 
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FIGURE  5.  Resected  opened  specimen  demonstrating 
typical  intussusception  with  no  evidence  of  tumor  or  gan- 
grene. 

sception  has  been  about  2 feet.  In  some  instances, 
the  further  propulsion  of  the  involved  bowel  was 
apparently  halted  only  by  the  restraining  proximi- 
ty of  the  ligament  of  Treitz,  effecting  fixation  both 
of  the  mesentery  and  the  bowel  itself. 

A considerable  degree  of  obstruction  may  be 
present,  but  it  has  not  been  complete  for  both  gas 
and  fluid.  No  instances  of  infarction  or  clinical 
evidence  of  lesser  degrees  of  circulatory  impair- 
ment were  noted  at  surgery.  The  only  circulatory 
change  encountered  was  one  case  of  superficial  ne- 
crosis of  the  mucosa  at  the  head  of  the  intussus- 
ceptum.  This  was  noted  only  on  the  surgical  spec- 
imen. 


Fibrinous  adhesions  develop  between  the  serosa 
of  the  invaginated  bowel  and  the  serosa  of  the 
intussuscipiens.  These  occur  primarily  at  the 
head  of  the  intussusceptum  and  undergo  fibrosing 
changes  which  make  it  difficult  to  effect  reductior 
of  the  most  distal  portion  of  the  intussusceptum 
In  every  resected  specimen  a lumen  was  still  pres 
ent  in  the  intussuscepted  bowel  up  to  the  very  tij 
of  the  intussusceptum.  Indeed,  the  long  tube  i< 
occasionally  found  beyond  the  area  of  intussuscep 
tion  (Fig.  3). 

Clinical  manifestations 

The  symptoms  of  this  type  of  intussusceptioi 
are  those  of  an  incomplete  obstruction,  either  re 
current  or  chronic.  Bleeding  or  currant-jelh 
stools  were  not  encountered  in  a single  instance 
either  by  history  or  examination  of  the  patients 
stools.  No  particular  relationship  has  been  note* 
between  difficulties  in  removal  of  the  tube  and  de 
velopment  of  late  intussusception.  Retrospective 
ly,  clinical  evidence  of  the  complication  at  time 
appears  to  develop  within  the  first  two  postopera 
tive  weeks.  The  significance  of  these  manifesta 
tions  was  originally  not  appreciated.  To  a grea 
extent  this  is  due  to  the  fact  that  the  obstruction  i 
incomplete,  a condition  reflected  radiologically  b 
the  presence  of  gas  in  the  colon  as  well  as  in  th 
small  intestine.  Furthermore,  while  in  the  hosp 
tal,  the  symptoms  were  temporarily  ameliorate 
either  by  stopping  oral  intake  or  by  permittin 
only  clear  fluids.  Resumption  of  normal  feedir 
gradually  caused  an  increase  of  symptoms. 

The  outstanding  symptoms  are  vomiting  and  ii 
testinal  cramps.  The  colic  tends  to  become  ii 
creasingly  severe  as  the  condition  persists.  Di 
tention  is  not  an  outstanding  feature  because  < 
high  level  and  incompleteness  of  the  obstructio 
Gas  and  small  amounts  of  stool  may  continue  to  1 
passed  by  rectum.  Late  in  the  course  of  the  con 
plication  an  abdominal  mass  may  become  palp, 
ble.  However,  a mass  may  be  found  at  operatic 
which  was  not  detectable  preoperatively.  This 
especially  the  case  in  high  jejunal  obstructic 
where  the  mass  may  lie  behind  the  rib  cage  wi1 
omentum,  mesocolon,  and  colon  interspersed  b 
tween  it  and  the  abdominal  wall.  In  some  i) 
stances,  the  early  symptoms  have  disappeared  e 
most  completely  only  to  return  as  long  as  tv 
months  later. 

X-ray  diagnosis  also  has  its  pitfalls.  Findin 
following  the  employment  of  diatrizoate  solutic 
are  of  real  value  only  when  positive  evidence  of  o 
struction  is  present.  In  a number  of  instances, ; 
obstruction  which  was  not  demonstrated  by  tl 
use  of  diatrizoate  solution,  was  revealed  by  oral  i 
gestion  of  a thin  barium  mixture.  The  fact  that 
long  tube  may  pass  through  an  intussuscepti* 
may  be  another  source  of  error.  Contrast  mediu 
injected  through  the  tube,  would  of  course,  she 
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no  evidence  of  obstruction  under  these  circum- 
stances.  It  should  be  emphasized  that  when  a 
long  intestinal  tube  is  employed,  the  appearance  of 
recurrent  or  persistent,  usually  incomplete  ob- 
struction, after  its  removal,  should  lead  to  the  sus- 
picion of  intussusception. 

When  exploration  has  been  needed,  it  has  been 
noted  that  intussusception  usually  occurs  within 
the  proximal  4 to  5 feet  of  jejunum  and  is  easily  lo- 
cated. None  of  these  intussusceptions  could  be 
completely  reduced,  although  some  degree  of  re- 
duction has  been  possible.  In  contradistinction  to 
reduction  in  an  acute  intussusception,  partial  re- 
duction in  these  cases  of  chronic  intussusception  is 
best  accomplished  by  traction  rather  than  pressure 
on  the  head.  This  is  due  to  the  fact  that  adhe- 
sions prevent  the  reduction  of  the  most  distal  por- 
tion of  the  intussusception.  Once  resistance  is  en- 
countered, further  manipulation  should  cease. 
Persistence  in  traction  may  result  in  a tear  of  the 
bowel,  while  pressure  may  result  in  a rupture  near 
the  head.  Resection  of  the  intussusception  was 
found  necessary  and  performed  in  every  case 
subjected  to  laparotomy. 

In  the  course  of  resection  it  must  be  remem- 
bered that  the  mesentery  of  the  intussuscepted 
bowel  also  passes  into  the  intussuscipiens  and 
therefore  lies  closer  to  the  base  of  the  mesentery. 
This  is  especially  important  to  keep  in  mind  in  the 
upper  jejunum  where  a ligation  near  the  base  of 
the  mesentery  may  lead  to  devascularization  of 
uninvolved  portions  of  the  bowel.  Therefore,  the 
blood  supply  should  be  secured  close  to  the  intus- 
suscepted bowel  where  it  disappears  into  the 
intussuscipiens. 

As  mentioned  previously,  a long  tube  may  pass 
through  this  type  of  intussusception.  At  surgery 
the  natural  instinct  is  to  explore  distal  to  the  tube 
for  the  site  of  obstruction.  If  no  obstruction  is 
found  distally,  exploration  of  the  jejunum  should 
be  commenced  at  the  fossa  of  Treitz. 

In  1967,  Dietel2  reported  his  experience  with  369 
cases  of  intestinal  intubations  of  all  types,  per- 
formed at  the  Beth  Israel  Hospital  during  one 
year.  Not  a single  case  of  late  isoperistaltic  intus- 
susception following  removal  of  the  tube  w'as 
noted. 

In  addition,  the  senior  author  reported  on  the 
postoperative  complications  in  the  course  of  1,000 
cases  of  colon  and  rectal  resection  for  carcinoma 
and  did  not  find  a single  instance  of  this  complica- 
tion.3 

Prevention 

Fixation  of  the  tube,  usually  to  the  nose,  to  pre- 
vent further  descent  of  the  tube,  is  a pernicious 


practice.  It  does  not  prevent  the  tube  from  de- 
scending further  into  the  bowel,  but  induces  fur- 
ther telescoping,  tightening,  and  further  pleating 
of  the  bowel  around  the  tube.  Should  postpone- 
ment of  surgery  become  necessary,  the  tube  should 
be  removed.  Rapid  passage  of  the  tube  distally 
following  surgery,  w’hen  unaccompanied  by  coinci- 
dental marked  drainage,  should  be  a sign  for 
prompt  removal. 

Postoperatively  the  tube  should  be  left  in  only 
as  long  as  necessary.  Passage  of  gas  by  rectum,  or 
the  demonstration  of  gas  in  the  colon  radiological- 
lv  should  also  indicate  extubation.  However, 
there  is  no  direct  relationship  between  the  dura- 
tion of  intubation  and  late  intussusception.  At 
times  it  has  been  found  necessary  for  various  rea- 
sons, both  general  and  local,  to  leave  the  tube  in 
situ  for  prolonged  periods.  An  increased  inci- 
dence of  this  complication  was  not  encountered. 
It  appears  that  the  onset  of  symptoms,  in  some  in- 
stances, occurs  within  the  first  week  following  in- 
troduction of  the  tube. 

For  the  management  of  an  established  small- 
bowel  obstruction,  we  employ  a single  lumen  tube, 
the  Cantor  tube.  The  greater  diameter  of  the 
lumen  gives  more  effective  drainage  and  is  less 
likely  to  be  obstructed  by  the  particulate  matter 
present  in  the  contents  of  the  obstructed  bowel. 
Its  disadvantage  for  prophylactic  intubation  is  the 
impossibility  of  aspirating  the  mercury  from  the 
balloon.  Thus,  a relatively  large  bolus  remains  to 
stimulate  further  descent  of  the  tube.  With  a 
double  lumen  tube  (Miller-Abbott),  however,  the 
mercury  can  be  aspirated.  Furthermore,  preoper- 
ative preparation,  entailing  as  it  does  the  adminis- 
tration of  only  clear  and  intravenous  fluids,  leaves 
an  intestinal  fluid  devoid  of  grossly  particulate 
material.  Before  the  abdomen  is  closed,  the  tube 
is  withdrawn  to  within  a few  inches  of  the  ligament 
of  Treitz,  the  intestine  being  smoothed  out  in  the 
process.  The  mercury  is  then  removed  from  the 
balloon  by  a combination  of  suction  by  the  anes- 
thesiologist and  pressure  on  the  balloon  by  the 
surgeon.  Should  distal  passage  of  the  tube  be  de- 
sired postoperatively,  this  can  be  accomplished  by 
injecting  air  into  the  balloon.  This  technique  has 
made  extubation  much  simpler  and  may  be  a fac- 
tor in  the  absence  of  retrograde  intussusceptions. 
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Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin  — The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin  — The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin  — Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly*;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 

andlrobicin  2 gm  and  4 gm  vials 

sterile  spectinomycin  hydrochloride 
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i vials  containing  5 ml  when  reconstituted 
diluent. 
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minocyclitol  antibiotic  active  in  vitro  against 
strains  of  Neisseria  gonorrhoeae  ( MIC  7.5 
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syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male — Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibio*ic  therapy  should  receive  4 
grams  ( 10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4 gram  dose. 

How  supplied:  Vials,  2 and  4 grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 
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In  recent  years,  there  has  been  a rash  of  cases  of 
multiple  myeloma  recorded  to  have  terminated 
with  acute  leukemia  of  the  monomyelocytic, 
myeloblastic,  or  stem-cell  variety.110  Lysozy- 
memia  and  lysozvmuria  have  also  been  demon- 
strated, confirming  the  monocytic-granulocytic  or- 
igin of  the  leukemias.6  The  common  denominator 
in  the  reported  cases  is  prolonged  drug  therapy 
with  alkylating  agents,  particularly  melphalan  (Al- 
keran),  but  also  cyclophosphamide  (Cytoxan).  In 
some  cases  radiation  therapy  has  been  given,  but 
dose-time  relationships  do  not  implicate  this  mod- 
ality. In  virtually  all  reported  cases,  the  course  of 
the  myeloma  has  been  favorably  altered  by  treat- 
ment with  increased  useful  life  expectancy  and  de- 
finitive improvement  in  bone  pain  as  well  as  a de- 
monstrable fall  in  the  M-protein  component  and 
reduction  of  the  plasma-cell  clonal  population. 
Increased  duration  of  life  beyond  the  usual  two 
years  has  been  achieved  in  many  of  these  patients, 
suggesting  the  possibility  that  the  natural  history 
of  plasma  cell  proliferation,  if  maintained  long 
enough,  is  evolution  into  an  acute  monomyeloblas- 
tic  leukemia.  In  this  regard,  patients  surviving 
with  myeloma  resemble  patients  with  myeloprolif- 
erative disorders  such  as  polycythemia  vera  and 
chronic  myelocytic  leukemia  in  their  increased  in- 
cidence of  terminal  acute  myeloblastic  leukemia. 

Alteratively,  prolonged  immunosuppression 
with  alkylating  agents  may  provide  the  stimulus 
for  the  emergence  of  a new  or  mutagenic  leukemic 
monocytic-myeloid  clone.  The  alkylating  agents, 


in  their  action  on  DNA,  have  been  shown  to  hav« 
radiomimetic  and  mutagenic  properties.11-12  Fur 
thermore,  in  myeloma  normal  immunoglobulir 
production  is  severely  impaired.  Thus,  possibh 
reduced  immunologic  surveillance  against  onco 
genic  stimuli,  coupled  with  further  immunosup 
pressive  cytotoxic  therapy,  may  facilitate  th< 
emergence  of  an  oncogenic  clone.  That  renal  alio  I 
transplant  recipients  have  an  increased  incidenci 
of  lymphoma  has  been  ascribed  to  the  presence  o 
the  foreign  tissue  plus  the  application  of  immuno 
suppressive  therapy.13  Recent  reports  of  carcino 
ma  of  the  ovary14-16  and  lung,17  as  well  as  chronf 
lymphocytic  leukemia18  terminating  in  acute  leu 
kemia  would  seem  to  further  indict  the  alkylatin; 
agents  with  their  oncogenic  and  cytogenetic  pro 
pensities. 

Analysis  of  many  of  the  reported  cases  of  acut 
leukemia  complicating  chemotherapy  of  myelom, 
or  solid  tumors  indicate  a drug-induced  marrov  i 
hypoplasia  or  aplasia  with  pancytopenia  precedin  • 
the  development  of  the  leukemic  state.  Marro\ 
vulnerability  to  clonal  evolution  of  a leukemic  cel  j 
line  into  a terminal  acute  leukemia  is  well  know:  : 
in  aplastic  states  of  either  idiopathic  or  congenita  I 
type,19  accompanying  paroxysmal  nocturnal  hem 
oglobinuria,20  or  secondary  to  irradiation21  c j 
drugs  such  as  benzene22  or  chloramphenicol.23 

Thus  the  recent  bevy  of  cases  of  acut  j 
monomyeloblastic  leukemia  complicating  long  i 
standing  treated  myeloma  may  be  explained  in 
number  of  ways.  The  prolonged  survival  of  th 
patient  resulting  from  current  therapy,  the  prc 
duction  of  an  aplastic  state  following  energetic  irr 
munosuppressive  therapy,  and  finally  the  prc 
longed  use  of  alkylating  agents  with  their  inherer  i 
radiomimetic,  mutagenic,  and  oncogenic  potentii  i 
may  all  contribute  to  this  propensity.  The  case  t - 
be  reported  cannot  be  classified  as  myeloma  bi  i 
rather  as  plasma-cell  dyscrasia  associated  wit 
chronic  inflammation  and  behaving  in  a noninv?  I 
sive  non-neoplastic  manner.  In  this  instance,  i ; 
the  absence  of  a proved  neoplasm  or  of  a signif 
cant  and  prolonged  treatment-induced  marro 
aplasia,  the  intrinsic  leukemogenic  potential  <, 
long-term  administration  of  cyclophosphamic| 
(twenty-six  months)  emerges  as  the  probable  r< 
sponsible  factor  in  the  induction  of  the  acui  j 
monomyeloblastic  leukemia. 


Case  report 

This  sixty-eight-year-old  woman  first  con 
plained  of  weakness  and  was  told  of  anemia  ij  I 
1966.  During  1968,  she  developed  a cough,  furthi 
weakness,  and  a 20-pound  weight  loss.  In  Noven 
her,  1968,  when  chills  and  fever  occurred,  she  w;  j 
admitted  to  The  Mount  Sinai  Hospital  in  Ne 
York.  The  past  medical  history  was  otherwi:  ! 
noncontributory.  Except  for  paleness  of  mucoi 
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membranes,  physical  examination  was  otherwise 
unremarkable.  There  were  no  palpable  lymph 
nodes  or  hepatosplenomegaly.  Significant  labora- 
tory data  revealed  a hemoglobin  of  8.3  Cm.  per  100 
ml.,  hematocrit  27,  white  count  8,400  per  cubic 
millimeter  with  differential  showing  segmented 
neutrophils  51,  nonsegmented  neutrophils  11,  lym- 
phocytes 25,  and  monocytes  13  per  cent;  and  a 
platelet  count  of  182,000  per  cubic  millimeter. 
The  peripheral  smear  showed  rouleau  formation. 
Sedimentation  rate  was  147  mm.  per  hour.  Uri- 
nalysis showed  2 plus  protein,  Bence-Jones  protein 
negative,  and  a few  red  and  white  blood  cells  and 
rare  granular  casts  on  microscopic  examination. 
The  blood  urea  nitrogen  was  19  mg.  per  100  ml. 
Total  protein  was  9.6  Gm.  per  100  ml.,  with  albu- 
min 2.1  and  total  globulin  7.5  Gm.  per  100  ml. 
Protein  electrophoresis  showed  a monoclonal  spike 
in  the  gamma  globulin  region  of  4.67  Gm.  per  100 
ml.  Quantitative  immunoglobulins  were  not  de- 
termined. A sternal  marrow  aspiration  showed  a 
.reactive  hyperplasia  with  no  increase  in  plasma 
cells. 

Skeletal  survey,  including  skull  series,  was  nor- 
mal except  for  discogenic  disease  of  the  fifth  lum- 
bar to  first  sacral  articulation.  X-ray  films  of  the 
•chest  and  liver  scan  showed  that  they  were  normal. 
An  intravenous  pyelogram  showed  enlargement  of 
the  left  kidney  with  a possible  cyst  or  tumor  of  the 
superior  pole.  A left  renal  angiogram  showed  an 
area  on  the  lateral  aspect  of  the  left  kidney  which 
did  not  fill  well,  with  a suggestive  mass  present.  A 
bone  marrow  biopsy  was  normal  with  no  increase 
in  plasma  cells.  The  patient  was  then  subjected  to 
exploratory  laparotomy,  and  the  left  kidney  was 
•surrounded  by  “whitish  tissue”  which  was  bi- 
jopsied.  This  showed  renal  tissue  with  dense  fi- 
brous stroma  supporting  multiple  dilated  renal  tu- 
bules and  hyalinized  glomeruli.  An  intense 
plasmacytic  cellular  infiltrate  wras  present  which  in 
areas  was  confluent  (Fig.  1).  The  diagnosis  was 
advanced  chronic  pyelonephritis  with  possible  lo- 


calized lymphosarcoma  or  plasmacytoma.  The 
possiblity  of  a reactive  non-neoplastic  infiltration 
in  response  to  chronic  inflammation  was  not  enter- 
tained. 

It  was  elected  to  begin  chemotherapy  with  vin- 
cristine (Oncovin)  1 mg.  intravenously  weekly,  cy- 
clophosphamide 900  mg.  intravenously  weekly, 
and  prednisone  60  mg.  daily.  She  was  discharged 
and  maintained  on  this  regimen,  but  progressive 
low-back  pain  and  weakness  of  the  lower  extremi- 
ties necessitated  admission  to  another  hospital  in 
April,  1969.  A myelogram  finding  was  negative. 
X-ray  films  of  the  spine  showed  diffuse  osteoporo- 
sis. She  received  radiation  (2,300  r)  to  the  lower 
thoracic  and  lumbar  spine  with  some  relief  of  pain 
but  subsequently,  in  July,  developed  further  se- 
vere back  pain,  and  new  x-ray  films  now  revealed 
several  compression  fractures  in  the  thoracic 
spine.  The  favored  diagnosis  was  myeloma.  The 
patient  was  switched  to  oral  cyclophosphamide 
100  mg.  daily  and  was  transferred  to  a nursing 
home.  There  she  received  physiotherapy,  her  gait 
improved,  and  she  was  discharged  on  cyclophos- 
phamide maintenance. 

She  was  first  seen  by  this  examiner  in  Novem- 
ber, 1969.  Examination  revealed  pallor,  some  hes- 
itancy in  walking  due  to  weakness  and  to  back 
pain,  and  absent  deep-tendon  reflexes  in  the  lower 
extremities  perhaps  due  to  vincristine  toxicity. 
There  was  no  palpable  lymphadenopathy,  abdomi- 
nal mass,  or  hepatosplenomegaly.  The  hemoglo- 
bin was  11.4  Gm.  per  100  ml.,  white  count  5,800, 
and  platelets  152,000  per  cubic  millimeter.  A 
sternal  bone-marrow  aspiration  was  moderately 
hypocellular  but  contained  adequate  numbers  of 
megakaryocytes.  The  differential  showed  myelo- 
blasts 2,  promyelocytes  3,  neutrophilic  myelocytes 
28,  eosinophilic  myelocytes  2,  metamyelocytes  8, 
nonsegmented  neutrophils  12,  segmented  neutro- 
phils 7,  lymphocytes  7,  plasma  cells  6,  and  nor- 
moblasts 25  per  cent.  Protein  electrophoresis 
showed  an  albumin  of  4,  alphai  0.28,  alphaa  0.76, 


-IGURE  l.  (A)  Photomicrograph  of  left  renal  biopsy  showing  hyalinization  of  glomeruli,  dilated  renal  tubules,  and  dense 
nterstitial  cellular  infiltrate.  (B)  Higher  power  magnification  showing  infiltrate  to  consist  mainly  of  plasma  cells. 
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beta  0.76,  and  gamma  0.80  Gm.  per  100  ml.  with  no 
evidence  of  an  M-spike.  An  intravenous  pyelo- 
gram  showed  reduced  function  of  the  left  kidney 
with  dilated  calyces  and  a small  pelvis  as  well  as 
diminution  in  the  volume  of  functioning  paren- 
chyma. No  mass  lesion  was  suggested.  These 
findings  were  compatible  with  chronic  pyelone- 
phritis. The  right  kidney  and  collecting  system 
appeared  normal. 

The  patient  was  continued  on  cyclophospham- 
ide 75  mg.  for  twenty  days  each  month  during 
which  time  the  hemoglobin  ranged  between  9 and 
11  Gm.  per  100  ml.  and  the  white  count  between 
2,000  and  6,000  per  cubic  millimeter.  She  was  ac- 
tive and  ambulatory,  although  complaining  of  oc- 
casional low-back  pain.  In  February,  1971,  cyclo- 
phosphamide had  to  be  discontinued  after  twenty- 
six  months  of  treatment  because  of  gastrointesti- 
nal intolerance.  On  repeat  protein  electrophoresis 
there  was  1 Gm.  per  100  ml.  gamma  globulin  with 
no  spike.  In  June,  1971,  when  the  hemoglobin  had 
fallen  to  7.7  Gm.  per  100  ml.,  a sternal  marrow  as- 
piration showed  10  per  cent  promyelocytes  and  14 
per  cent  myeloblasts,  some  of  which  contained 
Auer  rods.  The  patient  was  begun  on  prednisone 
and  chlorambucil  (Leukeran).  By  September, 
1971,  a progressive  pancytopenia  necessitated  in- 
terruption of  chlorambucil,  and  parenteral  testos- 
terone was  begun.  By  December,  1971,  the  hemo- 
globin had  risen  to  10.5  Gm.  per  100  ml.,  white 
count  3,800  and  platelets  106,000  per  cubic  milli- 
meter. A differential  showed  segmented  neutro- 
phils 84,  nonsegmented  neutrophils  2,  and  lym- 
phocytes 14  per  cent.  There  were  3 normoblasts 
per  100  white  blood  cells.  In  March,  1972,  the  dif- 
ferential had  changed,  and  80  per  cent  myeloblasts 
were  present  in  the  peripheral  smear.  The  white 
count  was  4,600  and  the  platelet  count  49,000  per 
cubic  millimeter.  Until  this  time,  the  patient  had 
few  symptoms.  Within  the  next  month,  however, 
she  developed  progressive  weakness  and  required 
admission  to  the  South  Nassau  Communities  Hos- 
pital on  April  5,  1972. 

On  admission,  she  was  very  pale.  There  were 
no  palpable  lymph  nodes.  The  abdomen  was  free 
of  palpable  organs  or  masses.  Fresh  petechiae 
were  seen  on  the  lower  extremities.  The  hemoglo- 
bin was  5.6  Gm.  per  100  ml.,  hematocrit  19,  and 
white  count  8,200  per  cubic  millimeter  with  76  per 
cent  myeloblasts.  A peroxidase  stain  result  was 
strongly  positive.  Many  of  the  myeloblasts  had 
monocytoid  features,  and  occasional  cells  con- 
tained Auer  rods.  A bone-marrow  aspiration  was 
cellular  and  contained  myeloblasts  60,  promyelo- 
cytes 1,  neutrophilic  myelocytes  9,  metamyelo- 
cytes 1,  segmented  neutrophils  5,  lymphocytes  7, 
plasma  cells  1,  reticulum  cells  15,  and  normoblasts 
1 per  cent.  The  diagnosis  of  acute  myeloblastic 
leukemia  was  confirmed.  The  blood  urea  nitrogen 
was  16  mg.  per  100  ml.  and  the  urine  negative  for 


Bence-Jones  protein.  Protein  electrophoresis  re 
vealed  total  protein  6.9,  albumin  4.2,  alphai  0.3 
alpha2  0.6,  beta  0.7,  and  gamma  globulin  1.2  Gm 
per  100  ml.  Quantitative  immunoglobulins  gav< 
values  of  IgG  1,100,  IgA  85,  IgM  80,  and  IgD  5 mg 
per  100  ml.  Further  electrophoretic  studies  wen 
performed  in  the  laboratory  of  Elliot  F.  Osserman 
M.D.,  and,  by  more  sensitive  techniques,  th 
gamma  globulin  region  revealed  a small  spike  o 
fast  gamma  mobility  (0.8  Gm.  per  100  ml.)  identi 
fied  immunoelectrophoretically  as  IgG  wit! 
lambda  light  chains.  These  findings  were  consis 
tent  with  plasma-cell  dyscrasia.  Lysozyme  stud 
ies  of  the  serum  gave  a level  of  70  micrograms  pe 
milliliter  (normal  serum  value  5 to  7 microgram 
per  milliliter).  A twenty-four-hour  urine  sped 
men  showed  a total  of  324  mg.  of  lysozyme  or  29 
micrograms  per  milliliter  (normal  urine  level  is 
to  2 micrograms  per  milliliter).  Electrophoresis  c 
the  concentrate  of  urine  showed  an  extremely  slo\ 
post-gamma  lysozyme  protein.  These  markedl 
elevated  levels  in  serum  and  urine  were  consisten 
with  monomyeloblastic  leukemia. 

The  patient  was  treated  with  cytosine  arabinc 
side  and  thioguanine  but  never  entered  bone-mai 
row  remission  despite  the  development  of  marke 
leukopenia  and  the  disappearance  of  blasts  fror 
the  peripheral  blood.  Terminally,  the  white  cour 
rose  to  64,000  per  cubic  millimeter  with  a marke 
outpouring  of  blasts. 

Autopsy  examination  showed  acute  myeloblasti 
leukemia  involving  lymph  nodes,  vertebrae,  an 
kidneys.  Sections  from  the  right  kidney  and  th. 
nonfibrotic  portion  of  the  left  kidney  showed  infi 
tration  by  leukemic  cells  with  occasional  lympht 
cytes  and  plasma  cells  also  noted.  Sections  froi 
the  indurated  portions  of  the  left  kidney  showe 
extensive  fibrosis  and  scarring  with  atrophy  < 
renal  tubules  and  the  presence  of  numerous  In 
alinized  glomeruli  changes  consistent  with  old  p; 
elonephritis.  No  infiltration  of  plasma  cells  wj 
seen,  although  scattered  lymphocytes,  plasrr 
cells,  and  blasts  were  noted.  There  was  no  ev 
dence  of  myeloma. 


Comment 

Apparently  the  disease  began  as  a reactiy 
plasmacytic-lymphocytic  hyperplasia  at  the  site 
chronic  pyelonephritis  of  the  left  kidney.  Couph 
with  the  clinical  course  of  weakness,  promine 
monoclonal  gammopathy,  anemia,  osteoporos 
and  thoracic  vertebral  collapse  with  back  pain,  tl 
possibility  of  a malignant  process  certainly  exis 
ed.  Nevertheless,  no  lytic  bone  lesions  or  suppre 
sion  of  normal  gamma  globulin  components  ev 
developed  and  repeat  bone  marrow  aspiratio  ■ 
never  showed  any  plasma-cell  infiltration.  C 
this  basis,  a diagnosis  of  myeloma  could  not  be  t 
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tablished.  The  case  is  best  classified  under  the 
title  “plasma  cell  dyscrasia.” 

The  designation  of  benign  versus  malignant 
plasmacvtic  dyscrasia  are  terms  which  are  present- 
ly obsolete  because  of  the  numerous  instances  of 
the  ultimate  establishment  of  clinical  disease  after 
the  fortuitous  demonstration  of  an  elevated  M- 
protein  of  monoclonal  origin  in  otherwise  asymp- 
tomatic individuals.  Newer  knowledge  of  the  me- 
dian cellular  doubling  time  of  approximately  six 
months,  with  the  fact  that  only  four  such  doubling 
time  cycles  occur  during  the  clinically  manifest 
two-year  period  of  an  average  patient  with  myelo- 
ma, has  led  to  an  awareness  of  the  slow  growth  of 
the  plasma  cell  tumor  burden.  The  clinical  dis- 
ease has  been  compared  to  the  top  of  an  iceberg  in- 
sofar as  a backward  exponential  growth  curve 
would  suggest  approximately  twenty  years  for  the 
duration  required  for  a single  mutant  plasma  cell 
precursor  to  develop  into  a clone  of  sufficient  clini- 
cal magnitude  to  cause  death  of  the  patient.24  On 
this  basis,  Hobbs12  believes  that  a follow-up  period 
of  at  least  five  years  must  elapse  before  he  would 
accept  a case  as  a benign  immunocytoma.  During 
b1 that  time  no  immunoglobulin  fragments  should 
appear  such  as  Bence-Jones  proteins,  suppression 
of  normal  immunoglobulin  should  not  occur,  and 
the  serum  M-protein  should  not  exceed  1 or  2 Gm. 
per  100  ml.  Thus,  our  patient’s  illness  with  clini- 
cal manifestations  of  anemia  and  osteoporosis  and 
with  an  M-component  of  4.67  Gm.  per  100  ml. 
suggests  a more  aggressive  process  and  yet  was  not 
classifiable  as  a case  of  myeloma.  Suffice  it  to  say 
that  this  patient  had  a plasma-cell  dyscrasia  w’hich 
may  have  arisen  at  a site  of  chronic  inflammation 
as  a reactive  hyperplasia  with  the  emergence  of  a 
plasma  cell  clone. 

Osserman25  has  interpreted  the  induction  of 
plasmacvtic  infiltration  and  plasmacytomas  in 
BALB/c  mice  following  the  injection  of  mineral  oil 
or  other  adjuvants  to  suggest  that  chronic  reticu- 
loendothelial system  stimulation  may  be  responsi- 
ble for  this  infiltration.  He  has  emphasized  that  a 
human  counterpart  of  this  may  exist  and  has  as- 
sembled numerous  instances  of  long-standing 
chronic  inflammatory  disease  such  as  chronic 
cholecystitis,  chronic  granulomatous  pulmonary 
disease,  osteomyelitis,  or  chronic  genitourinary  in- 
fections as  stimuli  for  the  development  of  a mono- 
nuclear infiltrate  which  eventually  gives  rise  to  the 
emergence  of  a plasmacytic  clone.  The  present 
case  is  consistent  with  this  hypothesis. 

That  chemotherapy  undoubtedly  satisfactorily 
suppressed  this  plasmacytic  infiltration  is  attested 
by  the  fact  that  the  protein  electrophoretic  pat- 
terns from  December,  1969,  until  her  death  in 
May,  1972,  showed  no  gross  increase  in  parapro- 
tein concentration  and  no  suppression  of  other 
normal  globulin  levels.  Furthermore,  bone-mar- 
row examination  continued  to  show  no  evidence  of 


plasmacytosis,  and  no  radiolucent  bone  lesions 
were  ever  identified.  Further,  postmortem  exami- 
nation failed  to  show  any  evidence  of  plasmacyto- 
ma or  myeloma.  Careful  evaluation  of  the  left 
kidney  showed  chronic  pyelonephritis  but  no  ac- 
tive plasmacytic  infiltrate  at  the  time  of  her  death. 

The  mechanism  responsible  for  the  induction  of 
the  acute  monomyeloblastic  leukemia  can  only  be 
surmised  in  this  case.  Chronic  cytotoxic  therapy 
w’ith  cyclophosphamide  at  no  time  resulted  in 
frank  marrow  aplasia,  although  leukopenia  rang- 
ing between  2,000  and  4,000  per  cubic  millimeter 
was  frequently  noted.  Satisfactory  suppression  of 
the  plasmacytic  disorder  was  clearly  evident  at  the 
autopsy.  It  is  suggested  that  the  virtually  con- 
stant administration  of  cyclophosphamide  over  a 
period  of  twenty-six  months  may  be  responsible 
for  the  leukemic  transformation  in  this  case.  One 
wonders  w-hether  intermittent  high  dosage  therapy 
with  alkylating  agents  with  suitable  periods  of  es- 
cape from  cytotoxic  and  immunologic  suppression 
would  not  offer  comparable  control  of  disease  with 
reduced  risk  of  leukemogenesis.  The  widespread 
use  of  numerous  alkylating  agents  for  long-term 
treatment  of  solid  tumors  as  well  as  the  autoim- 
mune diseases  may  be  expected  to  result  in  more 
cases  of  acute  leukemia  in  the  next  few  years. 
Where  permitted,  intermittent  therapy  should  be 
considered  in  these  instances  as  well. 

Summary 

A patient  with  a plasma-cell  dyscrasia,  arising  at 
the  site  of  chronic  inflammation  (chronic  pyelone- 
phritis of  the  left  kidney)  and  behaving  in  a nonin- 
vasive  and  non-neoplastic  manner,  was  treated 
with  cyclophosphamide  for  twenty-six  months 
w’ith  clinical  improvement  and  suppression  of  a 
monoclonal  spike.  She  subsequently  succumbed 
from  acute  myeloblastic  leukemia.  Analysis  of 
possible  leukemogenic  factors  leads  to  the  conclu- 
sion that  continuous  long-term  administration  of 
the  alkylating  agent  may  be  responsible  for  the  de- 
velopment of  acute  monomyeloblastic  leukemia. 
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Controlled  trial  of  prednisone  and  azathioprine 
in  active  chronic  hepatitis 

A double-blind  prospective  trial  of  prednisone  versus 
azathioprine  (Imuran)  in  the  treatment  of  47  patients 
with  active  chronic  hepatitis  over  a two-year  period 


I 


showed  that  prednisone  was  superior  at  improving  liv< 
function,  preventing  the  development  of  esophage. 
varices,  and  prolonging  survival.  However,  side-effec' 
with  prednisone  (15  mg.  per  day)  were  troublesome  an 
sometimes  serious.  Murray-Lyon,  I.,  et  al.:  The  Lai 
cet  1:735  (Apr.  7)  1973 
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Significant  hemorrhage  is  a rare  complication  of 
nfectious  mononucleosis.  This  report  concerns  a 
Datient  in  whom  tonsillar  hemorrhage  was  a severe 
tnd  recurrent  complication. 

3ase  report 

A twenty-year-old  white  female  secretary  was 
idmitted  to  the  Edward  J.  Meyer  Memorial  Hos- 
pital because  of  severe  nausea  and  vomiting  of 
even  days'  duration.  In  addition,  she  complained 
>f  fever,  dizziness,  and  photophobia. 

On  physical  examination  she  appeared  acutely 
11,  and  was  dehydrated.  The  blood  pressure  on 
tdmission  was  110/70,  the  pulse  rate  120  and  regu- 
ar, and  the  temperature,  rectal,  104. 6°F.  Other 
indings  were  limited  to  mild  bilateral  conjunctivi- 
is  and  to  a few  petechial  lesions  on  the  hard  pal- 
ite.  Lymphadenopathy  and  splenomegaly  were 
lot  observed.  The  pharynx  and  tonsils  did  not 
ippear  inflamed. 

Laboratory  data  on  admission  included  a hema- 
ocrit  of  41,  and  a white  blood  count  of  4,300 
ells  per  cubic  millimeter,  with  56  per  cent  poly- 
norphonuclear  leukocytes,  36  per  cent  lympho- 
ytes,  4 per  cent  monocytes,  and  4 per  cent  baso- 
philic granulocytes.  The  stool  had  negative  find- 
ngs  for  occult  blood.  Additional  laboratory  data, 
ncluding  heterophile  titers,  are  presented  in 
"able  I. 

During  the  first  nine  days  of  her  hospitalization, 
he  remained  febrile  and  extremely  weak.  Nausea 
nd  vomiting  persisted,  and  intravenous  feeding 
/as  necessary. 

On  the  sixth  hospital  day,  the  patient  com- 


plained of  a sore  throat.  Erythema  of  the  oropha- 
rynx and  bilateral  tonsillar  enlargement  were  ob- 
served. On  the  eighth  hospital  day,  slight  bilater- 
al posterior  cervical-node  enlargement  was  ob- 
served. On  the  morning  of  the  tenth  hospital  day, 
she  was  able  to  sit  up  in  bed  and  tolerate  oral 
fluids  without  vomiting,  but  remained  febrile. 
During  the  evening  of  the  tenth  hospital  day,  the 
patient  vomited  400  to  500  cc.  of  dark  red  blood. 
Examination  showed  a clot  on  the  right  tonsil,  and 
the  hematocrit  was  29;  10  mg.  of  vitamin  K!  oxide 
were  given  intramuscularly.  On  the  morning  of 
the  eleventh  hospital  day,  the  partial  thrombo- 
plastin time  of  the  patient  was  46.5  seconds,  with  a 
control  of  37.2  seconds,  and  the  platelet  count  was 
132,000.  Hematemesis  and  bleeding  from  the 
right  tonsil  recurred  on  the  eleventh  hospital  day. 
The  submucosa  of  the  right  tonsillar  pillar  was  in- 
jected with  5 cc.  of  1 per  cent  lidocaine  and  1:1,000 
epinephrine.  Bleeding  recurred  within  thirty 
minutes.  A single  suture  was  placed  in  the  superi- 
or pole  of  the  right  tonsil  with  control  of  bleeding. 
Hemorrhage  recurred  from  the  right  tonsil  on  the 
twelfth  hospital  day.  Another  suture  was  placed 
in  the  superior  pole  of  the  right  tonsil,  and  a su- 
ture was  placed  in  the  inferior  pole  of  the  right 
tonsil;  the  hematocrit  was  22.  The  patient  re- 
ceived 2,000  cc.  of  whole  blood,  and  no  further 
bleeding  was  observed.  The  hematocrit  rose  to  30, 
and  on  the  fourteenth  hospital  day  a palpable 
spleen  was  observed. 

The  patient  was  discharged  on  the  thirty-fifth 
hospital  day  with  a hematocrit  of  33  and  a palpa- 
ble spleen.  She  was  seen  as  an  outpatient  one 
month  later,  at  which  time  the  physical  examina- 
tion findings  were  within  normal  limits. 

Comment 

Hemorrhagic  complications  of  infectious  mono- 
nucleosis occur  sporadically.  Several  authors  re- 
porting large  series  of  cases  observed  a 3 to  6.9  per 
cent  prevalence  of  hemorrhagic  phenomena.1-3 
There  are  813  cases  in  these  series,  with  46  cases  of 
hemorrhagic  complications,  4.8  per  cent.  Among 
these  46  cases  are  16  instances  of  bleeding  gums,  6 
instances  of  epistaxis,  and  16  instances  of  pete- 
chiae  or  ecchymosis.  Also  included  are  hemopt- 
ysis, hematuria,  hematemesis,  rectal  bleeding  re- 
quiring transfusion,  and  splenic  rupture.  Tonsil- 
lar bleeding  was  not  observed  among  these  46 
cases.  Bernstein1  mentions  a case  of  tonsillar 
hemorrhage  from  the  early  French  literature. 
Wintrobe4  mentions  a case  of  tonsillar  hemorrhage 
resulting  in  death.  Furthei  details  on  these  cases 
are  not  available. 

Other  authors  do  not  find  bleeding  a significant 
complication  of  infectious  mononucleosis.5-7 
Among  748  cases,  only  2 cases  of  hemorrhagic  phe- 
nomena are  noted.  Hoagland0  found  a single  case 
of  thrombocytopenic  purpura  in  500  cases. 
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TABLE  I.  Laboratory  data  on  case  of  tonsillar  hemmorrhage 


T~v  r T11  /XT  i 

Laboratory  Data 

10  (3) 

11  (4) 

12  (6)  13  (8)  15  (10) 

17  (12) 

19  (14) 

Follow-up 

Hematocrit 

40 

39 

37 

37 

29 

22* 

30 

39 

White  blood-cell  count 

4,800 

8,100 

6,900 

6,700 

4,000 

6,400 

6,600 

Lymphocytes/polymorphonuclear 

36/30 

30/60 

33/67 

54/38 f 

66/27 f 

56/36| 

62/39 

leucocytes 

Heterophil  titers 

1:7 

1:56 

1:56 

1:56 

N.R.** 

Oxygen  cell  hemolysin 

1:60 

1:120 

1:240 

1:480 

N.R.** 

Guinea  pig  kidney 

1:14 

1:14 

N.R.** 

Beef  cell 

1:7 

N.Ra.  ft 

N.R.** 

Bilirubin  (mg.  per  100  ml.) 

1.2 

2.2 

1.1 

Alkaline  phosphatases 

1.6 

2.6 

1.4 

(millimole  per  L.) 

SGOT  (Karmen  units) 

225 

1,400 

560 

510 

29 

Protime  Pt/cont. 

12/11 

18/11 

13/11 

10/11 

* Transfused  2,000  cc.  whole  blood. 

t Many  atypical  lymphocytes  seen  on  peripheral  blood  smear. 
**  Not  reported, 
ft  No  reaction. 


Milne7  reports  a single  hemorrhagic  rash  in  111 
cases. 

Thrombocytopenia  is  observed  in  infectious  mo- 
nonucleosis. Its  presence  does  not  necessarily  re- 
sult in  hemorrhagic  phenomena.  Our  patient  had 
an  adequate,  albeit  decreased,  platelet  count.  The 
elevations  of  prothrombin  and  partial  thrombo- 
plastin times  were  corrected  with  intramuscular 
vitamin  K.  Possibly,  tissue  inflammation  and  a 
hemostatic  abnormality  secondary  to  poor  dietary 
intake  and  the  severe  febrile  illness  played  a part 
in  the  explanation  of  the  hemorrhage  in  this  pa- 
tient. 

Maricopa  County  General  Hospital 
2601  East  Roosevelt 
Phoenix,  Arizona  85008 
(DR.  KELLY) 
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False  aneurysms  following  fracture  of  a limb  are 
not  unusual.1,2  Angiography  of  these  is  rare, 
probably  because  the  diagnosis  of  pseudoaneur- 
ysm is  readily  made  by  physical  examination  and 
promptly  repaired.  Herein  are  reported  2 cases  of 
false  aneurysm  in  which  diagnosis  was  made  by 
vascular  opacification.  In  the  first,  treatment  by 
traction  and  application  of  a spica  cast  obscured 
the  diagnosis  of  false  aneurysm  for  a month,  and 
was  suspected  only  after  the  occurrence  of  a 
marked  drop  in  the  hemoglobin  content  of  the 
blood.  Ligation  of  the  bleeding  arterial  branch  of 
the  femoral  artery,  suture  of  the  femoral  vein,  and 
removal  of  a bony  fragment  were  curative.  In  the 
second  case,  because  of  senility,  a large  left  axillary 
mass  and  fracture,  separation,  and  dislocation  of 
the  humerus  were  untreated  for  three  years  after 
injury  to  the  shoulder.  Neoplastic  disease  was 
suspected  on  admission  to  the  hospital,  but  be- 
cause of  a bruit,  venography  and  arteriography 
were  first  done  and  established  the  diagnosis  of 
pseudoaneurysm.  Recovery  resulted  after  drain- 
age of  the  aneurysm,  suture  of  the  abraded  artery, 
and  removal  of  the  head  of  the  humerus. 

Case  report 

Case  1.  Pseudoaneurysm  following  right  intra- 
trochanteric  fracture.  A ninety-year-old  Cauca- 


sian woman  was  admitted  on  January  6,  196r 
complaining  of  pain  in  the  right  hip.  She  W£ 
mentally  alert,  oriented,  and  bright,  and  state 
that  she  slipped  and  fell  at  home  and  was  unab! 
to  stand.  After  enduring  pain  for  several  hour: 
she  called  a physician,  who  referred  her  into  th 
hospital. 

On  examination,  she  was  not  in  great  distref 
and  was  well  nourished  and  well  developer 
There  was  shortening  of  the  right  leg.  The  rest  < 


FIGURE  1.  Case  1.  (A)  Roentgenogram  of  right  hi 

shows  comminuted  fracture  of  hip  with  displacement  c 
lesser  trochanter.  (B)  Femoral  arteriogram  shows  larg 
multiloculated  pseudoaneurysm. 
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the  examination  was  normal.  The  blood  pressure 
was  120/70  mm.  Hg.  The  pulse  was  88,  and  respi- 
rations were  18  per  minute.  Roentgen  examina- 
tion of  the  pelvis  showed  a comminuted  intratro- 
chanteric  fracture  of  the  right  femur  with  shearing 
of  the  lesser  trochanter  (Fig.  1A).  Traction  and 
later  a hip  spica  were  applied,  and  she  was  com- 
fortable. The  electrocardiogram  showed  regular 
sinus  rhythm  and  occasional  premature  atrial  con- 
tractions. She  was  unusually  pale  on  the  seventh 
day  of  admission,  and  repeat  blood  studies  showed 
that  the  hemoglobin  had  dropped  to  5 Gm.  Blood 
was  given  on  February  9,  1967,  and  a right  femoral 


FIGURE  2.  Case  2.  (A)  Frontal  roentgenogram  of  left 

shoulder  shows  huge  axilla  swelling  with  fracture,  disloca- 
tion, and  separation  of  head  of  humerus.  (B)  Venography 
discloses  marked  displacement  of  axillary  and  cephalic 
veins  by  axillary  mass.  (C)  Toward  end  of  study,  rounded 
opacified  mass  (arrow)  visualized.  (D)  Axillary  arteriogra- 
phy via  catheter  from  femoral  artery  shows  displacement 
of  vessel  to  bottom  of  mass.  (E)  Later  in  study,  there  is 
again  opacification  of  rounded  mass  (arrow). 

arteriogram  disclosed  a huge  multilocular  pseu- 
doaneurysm below  the  right  inguinal  canal  (Fig. 
IB). 

At  operation  on  February  10,  1967,  the  right 
common  femoral  artery  was  isolated,  and  lacera- 
tions of  the  femoral  artery  and  vein  were  found. 
These  were  sutured  after  the  hematoma  cavity  was 
drained  of  about  600  cc.  of  blood  and  clot.  The 
lesser  trochanter  fragment  was  removed  after 
being  freed  from  its  muscular  attachments. 
Bright  red  blood  was  still  filling  the  cavity,  so  the 
profunda  femoral  artery  was  isolated,  and  a lacera- 
tion of  2.5  cm.  about  5 cm.  below  its  origin  was 
found,  sutured,  and  ligated.  At  the  end  of  the  op- 
eration good  femoral  and  popliteal  pulsations  were 
present,  the  foot  was  warm,  and  there  were  no  pul- 
sations of  the  profunda  femoral  artery.  She  made 
an  uneventful  recovery  and  was  discharged  to  a 
convalescent  home.  She  was  again  readmitted  on 
October  25,  1969,  because  of  hematemesis.  Gas- 
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trointestinal  studies  showed  a deformed  antrum, 
with  two  ulcerations  and  a small  hiatus  hernia. 
She  had  transfusions,  stopped  bleeding,  and  was 
discharged  on  November  18,  1969.  The  right  hip 
was  well  healed,  and  the  patient  was  up  and 
around. 

Case  2.  Pseudoaneurysm  of  left  axilla  following 
fracture  of  the  humerus.  A sixty-nine-year-old 
Caucasian  woman  was  transferred  from  a nursing 
home  on  October  12,  1969,  because  of  sudden 
blindness  and  confusion.  A deformity  of  the  left 
shoulder,  an  axillary  mass,  and  poor  motion  of  the 
arm  and  hand  were  evident.  She  gave  a history  of 
a fall  and  injury  to  the  left  arm  three  years  prior  to 
admission. 

On  examination  she  was  well  developed  and  well 
nourished.  The  blood  pressure  was  120/60  mm. 
Hg.  The  pulse  was  90,  and  respirations  were  20. 
The  heart  was  normal.  The  left  radial  and  axilla 
pulses  were  absent,  and  the  soft  axillary  mass  mea- 
sured 20  cm.  in  diameter.  A bruit  was  heard  over 
the  mass.  The  electrocardiogram  showed  regular 
sinus  rhythm,  occasional  premature  contractions, 
and  high  voltage.  Roentgen  examination  of  the 
left  shoulder  showed  a large  axillary  mass  with 
fracture,  lateral  displacement,  and  separation  of 
the  head  of  the  humerus  (Fig.  2A). 

Venography  (left  arm)  disclosed  a huge  mass 
widely  separating  the  axillary  and  cephalic  arteries 
(Fig.  2B).  Later  in  the  series,  opacification  of  a 
rounded  mass  in  the  bottom  of  the  axilla  was  visu- 
alized (Fig.  2C).  Arteriography,  made  the  fol- 
lowing day,  showed  an  intact  axillary  artery  which 
was  markedly  depressed  toward  the  axilla  and 
abruptly  ended  in  the  mass  (Fig.  2D).  Later  in 
the  series,  opacification  of  a rounded  opacified 
mass,  somewhat  larger  than  that  seen  after  veno- 
graphy, was  evident  (Fig.  2E). 

On  November  11,  1969,  operation  disclosed  a 
pseudoaneurysm  with  old  well-organized  and  fresh 
blood  clots  measuring  approximately  1,000  cc. 
The  tumor  mass  displaced  and  deformed  the  bra- 
chial plexus.  A fistulous  connection  from  the  sub- 
scapular artery  into  the  pseudoaneurysm  cavity 
was  ligated.  The  left  humeral  head  was  attached 
by  ligaments  and  was  detached  from  the  humerus. 
It  was  removed.  The  radial  and  axillary  artery 
pulses  were  palpable.  No  venous  injury  was  rec- 
ognized. The  patient  made  a good  recovery,  the 


blindness  disappeared,  and  she  was  discharged  on 
November  26,  1969.  She  has  been  seen  in  the  out- 
patient department  at  frequent  intervals.  The 
last  visit  was  on  February  5,  1971,  and  she  had  no 
complaints.  A painless  swinging  movement  of  the 
left  arm  and  shoulder  was  evident,  and  she  had 
full  use  of  the  hand  and  fingers. 

Comment 

Since  percutaneous  femoral  and  axillary  arteri- 
ography have  come  into  general  use,  pseudoaneur- 
ysms have  increased.  The  repair  of  these  is  sim- 
ple.3-5 At  this  Center  a decrease  in  the  occurrence 
of  femoral  or  axillary  hematomas,  and  no  false  an- 
eurysms have  occurred  following  the  use  of  the 
Cournand  18T  rather  than  the  Seldinger  needle 
for  femoral  and  axillary  puncture.  Prompt  diag- 
nosis and  treatment  of  pseudoaneurysms  has  pre- 
vented serious  brachial  plexus  injury  and  obviated 
leg  amputation. 

In  Case  1,  venous  rupture  was  discovered  only  at 
operation.  In  the  second  case,  because  neoplastic 
disease  was  suspected,  both  venography  and  arte- 
riography demonstrated  pooling  of  contrast  mate- 
rial after  venous  and  arterial  opacifications  respec- 
tively (Fig.  2,  C and  E).  Because  the  vascular  con- 
trast studies  were  made  on  successive  days,  and 
because  the  central  axillary  masses  were  opacified 
late  in  axillary  artery  and  vein  studies,  it  is  certain 
that  injury  of  both  the  axillary  artery  and  vein  ex- 
isted. Failure  to  demonstrate  this  at  operation 
may  have  been  due  to  the  alleviation  of  pressure 
after  evaluation  of  the  false  aneurysm.  This  may 
have  permitted  spontaneous  contracture  and  clo- 
sure of  the  venous  laceration. 
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Penetrating  foreign  bodies  of  the  maxillary  an- 
trum are  unusual  civilian  injuries.  Impalement  of 
the  sinus  by  a pencil,  wood  sliver,  glass,  and  metal 
fragments  has  been  previously  reported.1-7  In 
most  instances  the  mode  of  entry  into  the  sinus 
has  been  by  way  of  the  orbital  floor.1-8  The  pres- 
ent case  of  a broken  scissors  blade  in  the  maxillary 
antrum  merits  documentation  since  it  occurred  by 
direct  penetration  of  the  maxilla  and  was  removed 
through  an  intra-oral  approach. 

Case  report 

A fifty-three-year-old  Black  male  was  admitted 
to  the  Jewish  Hospital  and  Medical  Center  of 
Brooklyn  for  a stab  wound  of  the  left  cheek  sus- 
tained thirty-six  hours  prior  to  admission.  Short- 
ly after  injury  he  developed  hematemesis,  weak- 
ness, and  dizziness.  He  experienced  numbness  in 
the  left  infraorbital  region  on  the  following  day 
and  sought  emergency  treatment.  The  patient 
was  conscious  and  well  oriented  with  stable  vital 
signs.  A linear  puncture  wound  was  noted  be- 
neath the  infraorbital  ridge  surrounded  by  mini- 
mal swelling  and  redness.  Hypoesthesia  was 
found  along  the  distribution  of  the  left  infraorbital 
nerve.  No  foreign  body  was  palpated  at  the  site  of 
the  facial  wound.  Indirect  examination  of  the 
oropharynx  revealed  the  tip  of  a scissors  blade  just 
beyond  the  posterior  choanae.  Routine  x-ray 
films  of  the  skull  and  sinuses  showed  the  broken 
blade  of  a scissors  traversing  the  maxillary  an- 


FIGURE  1.  (A)  Anteroposterior  x-ray  film  of  skull  shows 

relation  of  blade  to  nasal  septum  medially  and  ethmoid 
sinus  superiorly.  (B)  Lateral  x-ray  film  of  skull  shows 
blade  protruding  through  posterior  choana. 


trum.  From  a lateral  entry  wound  it  was  directed 
medially  and  posteriorly  and  had  perforated 
through  the  lateral  wall  of  the  nasal  cavity  (Fig.  1). 
The  left  eye  appeared  to  be  normal.  The  remain- 
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FIGURE  2.  Foreign  body  extracted  through  Caldwell-Luc 
approach. 

der  of  the  physical  examination  was  unremark- 
able. 

The  degree  of  blood  loss  from  the  sinus  wound, 
much  of  which  had  been  swallowed,  was  reflected 
in  an  initial  hematocrit  of  32.  The  patient  re- 
ceived 2 units  of  whole  blood,  intravenous  fluid 
support,  and  antibiotics  on  admission  and  forty- 
eight  hours  later  was  placed  on  a regular  diet.  On 
his  sixth  hospital  day  exploration  of  the  maxillary 
sinus  was  performed  through  the  Caldwell-Luc 
intra-oral  approach.  The  end  of  the  scissors 
blade  was  identified  and  easily  extracted  (Fig.  2). 
The  maxillary  cavity  was  packed  with  iodoform 
gauze  and  counter  drainage  established  by  means 
of  a naso-antral  window.  The  patient’s  subse- 
quent course  was  uneventful,  and  he  was  dis- 
charged on  his  seventh  postoperative  day. 

Comment 

Architecturally,  the  membranous  bone  of  the 
antrum  is  quite  thin  and  offers  little  resistance  to 
sharp,  pointed  instruments.  In  the  present  case 
the  tract  of  the  penetrating  blade  lay  parallel  to 
the  floor  of  the  antrum  and  was  directed  toward 
the  midline,  thereby  avoiding  the  peripharyngeal 
neurovascular  structures.  It  is  therefore  not  sur- 
prising that  the  patient  was  completely  unaware  of 
the  foreign  body  he  harbored.  On  the  other  hand, 
antral  penetration  by  way  of  the  orbital  floor  has 
frequently  been  associated  with  symptoms  due  to 
injury  of  the  globe,  conjunctiva,  or  eyelids.1-8 

An  alternate  surgical  approach  to  the  antrum 
for  removal  of  a foreign  body  is  elevation  of  a 
cheek  flap  (Weber-Ferguson).  Ample  access  to 


the  sinus  is  achieved  at  the  expense  of  more  exten- 
sive dissection.  However,  the  intra-oral  route  to 
the  sinus  provided  adequate  exposure  with  a bet- 
ter cosmetic  end  result  and  less  postoperative  mor- 
bidity. In  those  situations  in  which  vascular  or 
neurologic  injury  is  suspected,  a combined  proce- 
dure to  include  exploration  of  the  upper  neck  and 
peripharyngeal  spaces  should  be  planned. 

Patients  with  antral  foreign  bodies  rarely  re- 
quire emergency  operation.  Careful  analysis  of 
the  extent  of  injury,  restitution  of  fluid  and  blood 
deficits,  and  broad-spectrum  antibiotic  coverage 
are  essential  features  of  the  preoperative  prepara- 
tion. Evaluation  of  the  skull  x-ray  film  will  yield 
information  regarding  the  course  and  depth  of 
penetration  of  the  impaling  instrument.4  Its  ex- 
traction along  the  tract  of  the  original  wound  will 
facilitate  removal  from  a wedged  position  and 
avoid  additional  fractures. 


Summary 

An  unusual  case  of  a penetrating  wound  of  the 
maxillary  antrum  caused  by  the  blade  of  a scissors 
is  described.  Extraction  of  the  foreign  body  was 
accomplished  through  the  intra-oral  (Caldwell- 
Luc)  approach  to  the  sinus.  Preoperative  correc- 
tion of  blood  and  fluid  deficits,  antibiotic  coverage, 
and  elective  operation  were  considered  key  factors 
in  the  successful  management  of  this  patient. 
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Extrapyramidal  motor  signs,  including  chorea, 
athetosis,  tremor,  and  the  Parkinsonian  syndrome 
are  rare  late  complications  of  hypoparathyroidism 
following  thyroid  surgery.  In  a review  of  the 
world’s  literature  Muenter  and  Whisnant1  found 
10  cases  of  extrapyramidal  motor  signs  associated 
with  post-thyroidectomy  hypoparathyroidism. 
Included  were  3 cases  described  by  Frame2-3  which 
presented  full  Parkinsonian  syndrome. 

Transient  Parkinsonian  signs  and  chorea  have 
also  been  described  in  post-thyroidectomy  hypo- 
parathyroidism as  part  of  a larger  syndrome  which 
includes  seizures,  altered  state  of  consciousness, 
and  muscular  irritability  occurring  many  years  fol- 
lowing thyroidectomy.4-5  This  case  is,  to  our 
knowledge,  the  fourth  description  of  a patient  pre- 
senting full  Parkinsonian  syndrome  associated 
with  hypoparathyroidism  following  thyroidecto- 
my. 

Case  report 

A fifty-six-year-old  Black  woman  underwent 
subtotal  thyroidectomy  for  nontoxic  nodular  goi- 


ter in  1963.  Postoperatively  her  serum  calcium 
was  5.2  mg.  per  100  cc.,  with  a positive  Chvostek 
sign  the  only  clinical  manifestation  of  hypocalcem- 
ia. Serum  calcium  gradually  rose  to  9.1  mg.  per 
100  cc.  over  the  next  three  weeks  as  she  received 
vitamin  D 200,000  units  by  mouth  twice  a day  and 
calcium  lactate  10  Gm.  orally  every  day.  She  was 
discharged  on  vitamin  D,  calcium  lactate,  and  thy- 
roid extract,  but  took  her  medications  irregularly. 
She  was  readmitted  seven  months  later  with  evi- 
dence of  myxedema,  particularly  increasing  obesi- 
ty, and  coarsening  of  skin.  Laboratory  values 
were  as  follows:  protein  bound  iodine,  4.3  micro- 
grams per  100  cc.;  serum  cholesterol,  280  mg.  per 
100  cc.;  serum  calcium,  7.1  to  7.3  mg.  per  100  cc.; 
serum  phosphorus,  4.7  to  6.3  mg.  per  100  cc.  She 
was  discharged  on  thyroid  extract  2 gr.  by  mouth 
every  day  and  calcium  gluconate  1 tablet  by  mouth 
three  times  a day.  The  patient  continued  to  take 
her  medications  irregularly,  and  in  1966  serum  cal- 
ciums of  5 and  5.5  mg.  per  100  cc.  were  obtained 
without  any  symptoms  or  signs  of  hypocalcemia. 
In  early  1971  the  patient  was  noted  to  have  a 
stooped  posture,  shuffling  gait,  and  tremor  of  the 
hands  and  jaw.  These  findings  progressed  in  se- 
verity until  she  was  admitted  to  Harlem  Hospital 
Center  for  evaluation  in  August,  1971.  There  was 
no  history  of  encephalitis  or  phenothiazine  or  re- 
serpine  medication. 

On  physical  examination  the  patient  had  mod- 
erately masked  facies  and  a festinating  gait.  A 4 
to  5 per  second  coarse  tremor  of  the  tongue,  jaw, 
and,  to  a lesser  extent,  hands,  was  present  at  rest. 
There  were  moderate  rigidity  and  bradykinesia, 
and  handwriting  was  micrographic.  Myerson’s 
sign  was  positive.  A thyroidectomy  scar  was  pres- 
ent, and  the  skin  was  cool,  dry,  and  leathery.  Hair 
was  decreased  over  the  lateral  eyebrows,  and  the 
voice  was  deep  but  not  otherwise  dysarthric. 
Vital  signs  were  normal.  Chvostek  and  Trousseau 
signs  were  negative,  and  there  was  no  tetany  or  ev- 
idence of  muscular  irritability.  Mentation  and 
the  rest  of  the  physical  and  neurologic  examina- 
tion were  normal. 

Serum  calcium  was  5.8  mg.  per  100  cc.;  serum 
phosphorus,  11.5  mg.  per  100  cc.  The  electrocar- 
diogram showed  a Q-T  interval  of  0.42  second 
(high  for  heart  rate  of  75).  Serum  albumin  was  3.8 
Gm.  per  100  cc.;  globulins  4.61  Gm.  per  100  cc.;  T- 
3 resin  uptake  was  0.87  micrograms  per  100  cc. 
Serum  cholesterol  was  370  mg.  per  100  cc.  Ra- 
dioactive iodine  uptake  was  13.2  per  cent  at 
twenty-four  hours.  Hematocrit,  white  blood  cell 
count,  urinalysis,  serum  glucose,  blood  urea  nitro- 
gen, sodium,  potassium,  carbon  dioxide,  chloride, 
magnesium,  prothrombin  time,  alkaline  phospha- 
tase, creatinine,  and  VDRL  results  were  all  nor- 
mal. A chest  x-ray  film  finding  was  normal,  and 
skull  x-ray  films  showed  no  abnormal  calcifica- 
tions. 
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Shortly  after  admission  the  patient  was  started 
on  vitamin  D 200,000  units  and  6 Gm.  of  calcium 
lactate  daily.  Over  the  course  of  two  weeks  her 
Parkinsonian  signs  completely  cleared.  Three 
and  a half  weeks  after  admission  the  serum  calci- 
um was  7.1  mg.  per  100  cc.;  serum  phosphorus,  5.3 
mg.  per  100  cc.,  and  the  neurologic  examination  re- 
sults were  completely  normal.  Thyroid  extract 
was  then  begun,  30  mg.  daily,  which  was  gradually 
increased  to  60  mg.  daily.  The  patient  was  dis- 
charged on  thyroid  extract  60  mg.,  calcium  lactate 
6 Gm.,  and  vitamin  D 50,000  units  daily. 

Six  weeks  after  discharge  the  neurologic  exami- 
nation remained  normal.  Serum  calcium  was  7.5 
mg.  per  100  cc.;  serum  phosphorus,  5.6  mg.  per  100 
cc.;  and  T-4  by  column  3.9  micrograms  per  100  cc. 
Three  months  after  discharge  there  was  still  no  ev- 
idence of  Parkinsonism;  serum  calcium  was  6.8 
mg.  per  100  cc.  and  serum  phosphorus  5.9  mg.  per 
100  cc. 

Comment 

In  contrast  to  their  infrequency  in  post-thyroid- 
ectomy hypoparathyroidism,  Parkinsonian  signs 
have  been  estimated  to  occur  in  up  to  30  per  cent 
of  cases  of  hypoparathyroidism  of  the  idiopathic, 
familial,  and  pseudohypoparathyroid  types.6-11 

Although  no  calcification  was  present  on  skull 
x-ray  film  in  our  patient,  basal  ganglia  calcifica- 
tion is  often  seen  in  both  idiopathic  and  post-thy- 
roidectomy  hypoparathyroidism.1-8’12  Two  of 
Frame’s3  3 postsurgical  patients  had  basal  ganglia 
calcification.  The  frequency  of  such  calcification 
in  post-thyroidectomy  hypoparathyroidism  is  re- 
ported to  be  much  less  than  in  other  types  of  hy- 
poparathyroidism, however.13  Such  calcification 
apparently  does  not  preclude  improvement  with 
therapy.  Muenter  and  Whisnant1  and  Frame3  re- 
ported reversal  of  extrapyramidal  signs  in  post- 
thyroidectomy patients  with  basal  ganglia  calcifi- 
cation receiving  calcium  lactate  and  vitamin  D. 

After  probably  several  years  of  hypocalcemia 
and  hyperphosphatemia  our  patient  developed 
typical  signs  of  Parkinson’s  disease  without  basal 
ganglia  calcification  on  skull  x-ray  film.  She  was 
also  myxedematous,  but  her  signs  of  Parkinsonism 
cleared  completely  during  three  weeks  of  calcium 
lactate  and  vitamin  D therapy.  Thyroid  replace- 


ment was  then  begun,  with  improvement  of  skin 
and  voice  changes. 

The  occurrence  of  a potentially  reversible,  al- 
though rare,  Parkinsonian  syndrome  in  post-thy- 
roidectomy hypoparathyroid  patients  many  years 
after  surgery  makes  this  an  important  association 
to  keep  in  mind  for  both  the  long-term  follow-up 
of  thyroidectomy  patients  and  the  routine  evalua- 
tion of  patients  with  a Parkinsonian  syndrome. 

Summary 

A Parkinsonian  syndrome  occurred  in  a hypo- 
parathyroid  patient  eight  years  following  thyroid- 
ectomy. Basal  ganglia  calcification  was  not  pres- 
ent, and  the  Parkinsonian  signs  were  completely 
reversed  with  therapy  for  hypoparathyroidism. 

Department  of  Neurology 
Mount  Sinai  School  of  Medicine 
100th  Street  and  Fifth  Avenue 
New  York,  N.Y.  10029 
(DR.  RUBENSTEIN 
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A well-known  delayed-appearing  adverse  effect 
of  exposure  to  hertzian  radiation  is  cataract  forma- 
tion.1-5 Although  the  maturation  time  for  any 
type  of  cataract  may  be  shortened  by  nonionizing 
radiation  exposure,  occasionally  following  repeat- 
ed, low-level  exposures  and  a latency  measured  in 
months  to  years,  a unique  type  of  cataract  occurs. 
It  has  the  distinctive  feature  of  taking  origin  in  the 
capsule  (an  elastic  membrane  that  surrounds  the 
lens  substance)  rather  than  in  the  lens  substance 
itself  where  practically  every  other  type  of  cataract 
(such  as  congenital,  hereditary,  metabolic,  or  se- 
nile types)  originates.  If  the  patient  is  examined 
by  slit-lamp  biomicroscopy  or  stereophotography 
before  the  cataract  is  fully  mature,  it  is  frequently 
possible  to  distinguish  capsular  cataract  from  all 
other  types.  However,  it  is  not  common  practice 
for  ophthalmologists  to  search  specifically  for  the 
microscopic  distinctive  features  because  capsular 
opacification  is  so  rare  that  very  few  ophthalmolo-. 
gists  have  had  experience  in  its  diagnosis.  In- 
stead, it  is  usually  reported  as  subcapsular  opacifi- 
cation. 

When  the  specific  portion  of  the  hertzian  spec- 
trum responsible  for  the  capsular  cataract  can  be 
identified,  such  as  following  infrared  or  microwave 
irradiation,  then  the  condition  may  be  referred  to 
as  an  infrared  cataract  or  a microwave  cataract  as 
the  case  may  be. 

Case  report 

A normally  developed,  well-nourished,  fifty-one- 
year-old,  white,  female  housewife  was  examined  on 
February  23,  1973.  The  reason  for  examination 
was  to  obtain  an  opinion  regarding  the  etiology  of 
her  cataracts. 

Family  history  of  eye  disease  disclosed  that  her 
father  and  a paternal  aunt  had  developed  senile 
cataracts  late  in  life. 

Personal  history  was  one  of  general  good  health 
and  absence  of  ocular  complaints  until  February, 
1961,  when  the  patient  noticed  that  her  near  vision 
was  becoming  blurred.  Examination  revealed 
that  the  unaided  distance  vision  was  20/25  for  the 
right  eye  and  20/20  for  the  left,  that  the  patient 
had  a negligible  degree  of  farsightedness  which  did 
not  require  the  prescription  of  distance  glasses  but 
that  she  was  developing  presbyopia  which  was  cor- 

*Refer to  editorial  in  this  issue. 


rected  with  -1-1.00  diopter  spherical  lenses  for  each 
eye  as  reading  glasses.  The  cornea,  anterior 
chamber,  iris  and  pupillary  reactions,  lens,  and 
retina  of  both  eyes  were  examined  and  found  to  be  ; 
physiologic. 

The  next  significant  eye  examination  was  per- 
formed in  June,  1969,  at  which  time  her  chief  com- 
plaint was  an  increasing  sense  of  blurred  vision  of 
the  right  eye  which  had  begun  during  the  previous 
twelve  months.  Examination  revealed  that  the  vi- 
sual acuity  could  be  corrected  to  20/20  in  the  right 
eye  and  20/15  in  the  left  and  that  incipient  opaci-  i 
ties  were  forming  at  the  posterior  subcapsular  area 
of  both  eyes,  being  more  pronounced  in  the  right 
eye  than  in  the  left. 

Examination  in  March,  1972,  revealed  that  the 
best  visual  acuity  was  20/70  for  the  right  eye  and 
20/50  for  the  left  eye  in  a refraction  room  with 
subdued  illumination.  The  patient  complained 
that  her  vision  was  impaired  further  with  the  high- 
er levels  of  ambient  illumination  found  under  nor- 
mal conditions.  Her  ophthalmologist  found  that 
there  were  extensive  posterior  subcapsular  opaci- 
ties with  a few  opacities  and  vacuoles  in  the  anteri- 
or subcapsular  areas  of  both  lenses,  the  right  eye 
being  more  advanced  than  the  left.  On  April  5,, 
1972,  the  patient  underwent  cataract  extraction 
for  the  right  eye,  and  subsequently  the  visual  acu- 
ity of  this  eye  was  correctable  to  20/15. 

In  view  of  the  facts  that  the  patient  had  been  in 
good  health  throughout  her  life  and  that  her  cata-  j 
racts  were  not  of  a hereditary  nor  senile  type,  she 
and  her  ophthalmologist  sought  an  etiologic  factor. 

A potential  cause  that  could  be  incriminated  was 
the  microwave  oven  installed  in  her  home  in  1966.  | 
The  patient  was  fortunate  in  obtaining  the  ser- 
vices of  the  Radiological  Health  Division  of  hei 
home  county  to  test  and  evaluate  her  microwavt 
oven  for  radiation  leakage.  In  September,  1971 
the  test  results  indicated  that  the  oven  leaked  mi 
crowave  radiation  at  a maximum  level  of  2 mW 
per  square  centimeter  during  operation  and  4( 
mW.  when  opening  the  door.  The  test  was  repeat 
ed  in  November,  1972,  at  which  time  the  oven  was, 
reported  to  be  leaking  microwaves  at  a level  of  7 j 
mW.  per  square  centimeter  during  operation  ant 
90  mW.  when  opening  the  door.  The  essentia 
findings  of  my  examination  of  the  patient’s  eye: 
were  as  follows: 

Right  eye.  The  right  eye  was  aphakic;  the  sur  j 
gery  appearing  to  have  been  a round-pupil,  intra 
capsular  cataract  extraction  combined  with  pe 
ripheral  iridectomy.  Visual  acuity  was  easily  cor  i 
rected  to  20/20  for  distance  and  Jaeger  1 print  fo 
reading. 

Left  eye.  The  vision  of  the  left  eye  was  20/8 
correctable  to  a faulty  20/50.  No  lens  could  irr  i 
prove  the  near  vision  well  enough  to  permit  reac  | 
ing  ordinary  test  print.  The  remainder  of  th 
findings  for  the  left  eye  were  physiologic  except  fc 
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FIGURE  1.  Photographs  of  pupils.  (A)  In  normal  eye.  Only  flashlamp  light  reflex  seen  against  black  surround  which  is 
appearance  of  normal  lens.  (B)  In  housewife  exposed  to  leaky  microwave  oven,  depicting  microwave  cataract.  Here,  in 
addition  to  light  reflex,  center  half  of  pupil  can  be  seen  to  exhibit  varying  degrees  of  incomplete  opacification. 


the  lens  which  exhibited  an  advanced  stage  of  cap- 
sular cataract  involving  the  posterior  region  of  the 
capsule  more  than  the  anterior.  At  the  posterior 
surface  of  the  lens,  in  addition  to  extensive  capsu- 
lar opacification,  there  were  also  many  regions 
where  the  contiguous  lens  cortex  was  also  opaci- 
fied giving  rise  to  multiple  areas  having  a honey- 
combed appearance.  Although  the  process  had 
also  extended  to  encompass  the  anterior  capsule, 
in  this  location  the  pathologic  condition  was  at  an 
earlier  stage  exhibiting  extensive  capsular  opacifi- 
cation with  a few  scattered  opacities  and  vacuoles 
contiguous  with  the  capsule. 

The  photographs  demonstrate  a normal  lens  in 
Figure  1A  and  this  patient’s  left  lens  in  Figure  IB. 
Inspection  of  Figure  IB  reveals  a few  areas  having 


the  typical  honeycombed  appearance  of  microwave 
cataracts  as  found  in  radar  troubleshooters.  The 
principal  volume  of  the  lens  substance  which  con- 
tains the  opacification  in  other  types  of  cataract  is 
completely  transparent  in  this  case.  Each  of  these 
photographs  is  taken  from  a stereoscopic  pair. 
When  Figure  IB  is  stereoviewed  with  its  mate,  the 
anterior  capsular  opacification  can  be  recognized 
readily  as  well  as  the  fact  that  what  cortical  opaci- 
fication is  present  is  itself  contiguous  with  opaci- 
fied posterior  capsule.  Figure  2 is  a slit-lamp  pho- 
tograph demonstrating  roughening,  thickening, 
and  opacification  of  the  anterior  capsule. 


; 


Impression 


1.  Microwave  cataract  of  left  eye 

2.  Aphakia  of  right  eye,  presumptively > this 
cataract  was  also  a microwave  cataract 


Comment 

This  is  the  first  reported  case  of  microwave  cat- 
aract where  the  patient’s  exposure  could  not  be  re- 
lated to  an  occupational  environment  or  a thera- 


peutic application  of  microwave  radiation.  In- 
stead, the  evidence  would  seem  to  indicate  a faulty 
consumer  product  to  be  the  exposure  source. 

In  addition  to  the  distinctive  capsulopathy,  the 
other  features  in  this  case — such  as  repeated  co- 
vert exposures,  latency  of  months  to  years,  and 
subsequent  slow  spread  of  the  cataractous  changes 
both  by  extension,  to  involve  increasingly  larger 
areas  of  capsule,  and  by  opacification  of  lens  sub- 
stance which  begins  at  its  peripheral  surface  con- 


FIGURE  2.  Slit-lamp  photograph  of  the  case  reported. 
Roughening,  thickening,  and  opacification  of  anterior  cap- 
sule of  lens  (wide  structure)  can  be  recognized  as  slight 
projection  into  anterior  chamber  (optically  empty)  toward 
cornea  (narrow  structure). 
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tiguous  to  sites  of  capsule  injury  and  later  spreads 
to  deeper  regions — are  all  typical  of  microwave 
cataracts. 

Although  definitive  data  cannot  be  extracted 
from  a retrospective  exposure  history  in  this  spe- 
cific case  at  this  particular  time,  nevertheless  the 
following  estimates  may  be  of  some  value.  During 
the  period  prior  to  the  appearance  of  signs  and 
symptoms  of  early  cataract  in  1969,  the  patient 
used  the  microwave  oven  for  a total  of  about  five 
hundred  hours,  opening  its  door  approximately 
5,000  times.  Subsequently,  until  the  oven  was 
found  to  be  faulty  in  1971,  she  used  the  oven  for 
about  three  hundred  fifty  hours  and  opened  the 
door  about  3,500  times. 

1230  Post  Road 
Scarsdale,  New  York  10583 

Letters  of  comment — pro  and  con 

Con,  Dr.  Michaelson  and  Dr.  Osepchuk: 

Dr.  Zaret’s  first  sentence  implies  that  long  delay  in 
cataract  formation  due  to  exposure  to  nonionizing  radia- 
tion at  any  frequency  is  recognized.  The  author  refers 
to  five  articles  in  support  of  this  statement.  In  fact,  ex- 
perimental data  (including  those  in  references  1 to  3) 
are  only  at  microwave  frequencies.  The  cataracts  in 
references  1 to  4 all  occurred  with  short  latency  periods 
of  at  most  a few  days.  The  “data”  of  reference  5 are 
only  previous  clinical  presumptions  of  the  author,  simi- 
lar to  those  in  the  present  report,  and  unacceptable. 
The  first  two  references  are  those  related  to  experimen- 
tal studies  in  rabbits  where  the  animal  was  in  a re- 
strained position  and  the  eye  continually  exposed  to  the 
microwave  source.  The  case  of  Hirsch  and  Parker  (ref- 
erence 3)  is  one  in  which  a radar  technician  exposed  his 
whole  face  to  a radiating  horn  for  long  periods  of  time 
over  a year  to  power  densities  ranging  up  to  1 W.  per 
square  centimeter.  The  fourth  reference  by  Shimko- 
vich  and  Shiliaev  is  of  interest  because,  in  a recent  state- 
ment by  Shiliaev,  he  does  not  accept  the  microwave-in- 
duced cataractogenesis  that  has  been  reported.  The 
fifth  reference  by  Zaret,  Kaplan,  and  Kay  is  based  on  a 
case  which  is  confounded  by  many  inconsistencies  and, 
in  addition,  as  Dr.  Zaret  himself  notes,  the  patient  was 
exposed  to  very  high-power  densities,  ranging  at  times 
up  to  1 W.  per  square  centimeter. 

In  the  second  sentence  the  author  implies  evidence  of 
a superposition  of  microwaves  (presumably  low  level) 
and  other  causes  of  cataracts.  We  know  of  no  such  evi- 
dence in  the  scientific  literature. 

“A  unique  type  of  cataract  occurs.  It  has  the  distinc- 
tive feature  of  taking  origin  in  the  capsule  . . . .”  Capsu- 
lar cataracts  are  not  unique  for  microwaves;  such  cata- 
racts are  found  with  ionizing  radiation,  certain  tranquil- 
i/.ing  drugs,  and  occasionally  in  diabetics.  Dr.  Zaret’s 
discussion  of  “capsular  cataract”  is  not  accepted  by 
other  ophthalmologists.  There  are  no  data  that  support 
Dr.  Zaret’s  contention,  and  any  data  that  do  exist  sup- 
port the  opposite  point  of  view,  that  is  that  if  there  are 
any  cataracts  caused  by  microwaves  in  human  beings, 
they  are  clinically  indistinguishable  from  cataracts  due 
to  other  causes. 

The  author  reports  a family  history  of  cataracts  and 
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implies  that  there  were  “senile”  cataracts,  late  in  life. 
What  is  the  actual  evidence  of  age  and  type  of  cataract 
to  support  this  conclusion?  It  should  be  noted  that  the 
patient  was  a fifty-one-year-old  female  who  was  pre- 
sented in  February,  1973,  at  which  time  she  apparently 
had  a mature  cataract.  His  use  of  the  term  “incipient 
cataract”  is  peculiar  to  the  author  and  is  not  generally 
accepted. 

Later  on,  the  author  eliminates  “heredity  and  senili- 
ty” from  association  with  the  patient’s  cataracts.  He 
presents  no  evidence  for  this  conclusion.  With  what  as- 
surance can  anyone  state  that  an  individual’s  cataracts 
were  not  hereditary  nor  presenile  type?  It  is  also  inter- 
esting to  note  the  comment  that  the  patient  and  he) 
ophthalmologist  were  searching  for  an  etiologic  factoi 
and  that  the  only  potential  cause  that  could  be  incrimi 
nated  was  a microwave  oven  installed  in  the  patient’s 
home  in  1966,  five  years  after  the  initial  symptoms  oil 
“blurred  vision.”  The  rest  of  the  paragraph  which  de 
scribes  oven  leakage  of  2 to  40  mW.  per  square  centime 
ter  when  opening  the  door  during  a test  in  1971  and  on< 
of  90  mW.  when  opening  the  door  in  November,  1972 
should  be  checked. 

The  author’s  quotations  of  emission  values  presum 
ably  are  taken  at  2 inches  and  are  not  exposure  values  a: 
he  probably  implies.  The  leakage  values  of  1 to  2 mW 
per  square  centimeter  during  operation  are  well  withii 
present  DHEW  (Department  of  Health,  Education,  anc 
Welfare)  standards.  These  imply  a very  low  average  ex 
posure.  The  leakage  values  observed  in  a door-openinj 
test  are  not  relevant  to  probable  consequential  exposun 
because  the  leakage  exists  for  a fraction  of  a second  onl 
during  a normal  door  opening  and  then  only  if  the  time 
is  still  operating.  In  most  cases  a user  opens  the  duo 
when  the  timer  is  off,  and  then  no  transient  leakage  re 
suits. 

The  transient  leakage  during  a normal  door  opening  i 
not  measurable  with  existing  survey  measurements.  I 
can  be  assumed  that  the  Radiological  Health  technicia 
adjusted  carefully  the  door  position,  by  shimming  fc 
example,  to  a maximum  door-opening  gap  without  trip 
ping  the  interlock.  This  situation  does  not  at  all  reflec 
normal  operation;  a housewife  does  not  carefully  shii 
her  door  before  operation. 
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Thus,  by  the  author’s  own  admission,  the  maximum 
leakage  for  this  oven  during  normal  operation  is  2 mVV. 
per  square  centimeter.  This  is  not  the  exposure  level, 
however.  One  needs  to  determine  the  location  habit  of 
the  housewife  in  operation  of  the  oven  as  well  as  the 
continuous  duration  of  oven  operation.  P'rom  data  on 
location-time  history,  one  can  estimate  her  average  ex- 
posure which  is  relevant  for  any  hazard.  Quite  clearly 
since  the  2 mW.  per  square  centimeter  is  well  within  the 
DHEW  standard,  one  can  predict  likely  exposure  at  3 to 
4 feet  average  location  of  less  than  10  ^W.  per  square 
centimeter  for  durations  of  significant  time.  This  expo- 
sure is  well  within  the  long-term  exposure  limit  of  the 
most  restrictive  personnel  protection  standards  in  the 
world.  In  addition,  any  short-term  exposure  of  only 
several  minutes  or  less  even  at  very  close  average  dis- 
tance is  also  well  within  the  most  restrictive  limits  for 
whole-body  exposure.  Because  the  exposure  at  a close 
distance  to  an  oven  is  partial  body,  there  are  additional 
safety  factors  that  are  operant. 

The  statement  that  “inspection  of  the  left  lens  re- 
vealed a few  areas  having  the  typical  honeycombed  ap- 
pearance of  microwave  cataracts  as  found  in  radar  trou- 
bleshooters” should  be  qualified  by  a specific  reference. 

It  is  incongruous  for  the  author  to  definitely  state  that 
there  was  a “microwave  cataract”  in  the  left  eye,  and  for 
the  right  eye  a microwave  cataract  is  presumptive.  It 
seems  obvious  that,  if  this  were  indeed  a radiant  energy- 
induced  cataract,  both  eyes  without  question  or  neither 
eye  would  have  had  it,  unless  this  particular  patient  al- 
ways checked  her  “leaky”  oven  with  one  eye  and  not  the 
other. 

Conclusion.  The  discussion  is  speculative  and  filled 
with  distortion  of  facts.  The  “evidence”  does  not  indi- 
cate a faulty  consumer  product  and  certainly  does  not 
indicate  the  oven  as  the  “exposure  source.”  It  is  incred- 
ible that  an  author  should  submit  such  unsupported  and 
subjective  speculation  for  publication  in  a medical  jour- 
nal. 

Many  ophthalmologists  argue  and  disagree  with  Dr. 
Zaret’s  contention  of  the  distinctiveness  of  the  capsulo- 
pathy  as  being  typical  of  “microwave  cataracts.”  He  ac- 
tually contradicts  himself  by  noting  “although  definitive 
data  cannot  be  extracted  from  a retrospective  exposure 
history  in  this  particular  case  at  this  particular  time, 
nevertheless  the  following  estimates  may  be  of  some 
value.”  It  would  also  be  interesting  to  note  how  Dr. 
Zaret  came  up  with  the  number  of  hours  and  approxi- 
mate number  of  door  openings.  It  is  difficult  to  see  how 
one  can  be  so  definite  in  the  light  of  variations  in  fre- 
quency of  use  of  microwave  ovens  in  general. 

It  is  perhaps  unfortunate  that  reference  3 (Hirsch  and 
Parker)  is  always  cited  as  a proved  case  of  “microwave 
cataract,”  whereas,  in  fact,  it  is  anything  but  clear-cut. 
The  subject  had  active  uveitis,  an  inflammation  of  the 
eye  of  many  possible  causes  and  which  may  have  been 
present  before  the  exposure,  without  the  subject  being 
aware  of  it.  The  authors  state  that  they  think  the  sig- 
nificant exposure  to  microwaves  occurred  in  the  three 
days  prior  to  onset  of  symptoms.  Two  days  after  the 
exposure  he  is  reported  to  have  had  moderately  ad- 
vanced cataract  in  each  eye.  The  latent  period  is  un- 
convincingly short  unless  the  lenses  actually  got  cooked 
which  is  implausible.  At  this  first  examination  pig- 
mented lesions  were  seen  in  the  left  fundus  as  well  as 
what  appeared  to  be  active  inflammatory  lesions.  The 


pigmentation  could  not  have  occurred  in  five  days.  It 
seems  almost  certain  from  this  report  that  the  patient 
had  prior  uveitis  and  recurrent  uveitis  associated  with 
vitreous  opacities  and  probably  with  secondary  cata- 
racts. Uveitis  not  infrequently  leads  to  cataract  forma- 
tion. It  is  unreasonable  to  draw  any  conclusions  based 
on  this  case  as  reported  about  the  effect  of  microwave 
energy  on  the  eye.  Furthermore,  the  authors  them- 
selves caution  against  “unequivocally”  connecting  the 
eye  changes  with  the  microwave  exposure. 

SOL  M.  MICHAKLSON 
Professor,  Department  of  Radiation  Biology 
and  Biophysics 
The  University  of  Rochester  School  of 
Medicine  and  Dentistry 
Rochester,  New  York  14642 

JOHN  OSEPCHUK,  Ph.D. 
Principal  Research  Scientist 
Raytheon  Research  Division 
Waltham,  Massachusetts  02154 

Con,  Dr.  Carpenter: 

For  the  past  twenty  years  I have  been  engaged  in  ani- 
mal research  on  the  ocular  effects  of  microwave  radia- 
tion, and  so  Dr.  Zaret’s  report  on  “Cataracts  Following 
the  Use  of  a Microwave  Oven”  appearing  in  this  issue  of 
your  Journal  is  of  particular  interest  to  me.  I have  read 
it  carefully,  have  given  it  considerable  thought,  and  have 
formed  some  definite  opinions  concerning  it.  They  lead 
me  to  offer  the  following  comments,  which  represent 
solely  my  personal  view. 

1.  At  the  outset,  Dr.  Zaret  states:  “A  well-known 

delayed-appearing  adverse  effect  of  exposure  to  hertzian 
radiation  is  cataract  formation,”  and  he  supports  the 
statement  with  five  references  in  the  literature.  He  also 
writes:  “occasionally  following  repeated,  low-level  ex- 
posures and  a latency  measured  in  months  to  years,  a 
unique  type  of  cataract  occurs.”  The  cited  references 
do  not  in  fact  support  the  concept  of  a delayed-ap- 
pearing effect  or  a latency  measured  in  months  to  years. 

The  first  reference,  by  Daily  et  al.,  was  a brief  report 
on  cataracts  which  developed  in  the  eyes  of  8 dogs  fol- 
lowing multiple  microwave  irradiations.  Latent  periods 
were  reported  for  only  2 cases;  they  were  six  days  and 
one  day.  Richardson,  Duane,  and  Hines  (the  second 
reference)  induced  lens  opacities  in  rabbits  by  single  ir- 
radiations, with  latent  periods  of  from  three  to  nine  days 
in  8 of  9 animals.  With  multiple  exposures,  latent  peri- 
ods were  from  two  to  ten  days  in  3 cases,  fifteen  days  in 
3 others,  and  in  only  a single  case,  forty-two  days.  The 
third  reference,  by  Shimkovich  and  Shiliaev,  reported  a 
finding  of  bilateral  cortical  opacities  in  a young  man  one 
to  two  months  following  exposure  to  microwaves.  A 
case  reported  by  Parker  and  Hirsch  (the  fourth  citation 
by  Dr.  Zaret)  was  that  of  a thirty-two-year-old  man  who 
developed  bilateral  nuclear  opacities  at  the  end  of  an 
eleven-month  period  of  operating  a microwave  test 
bench,  with  a three-day  period  of  increased  risk  in  the 
week  preceding  onset  of  symptoms  and  initial  diagnosis. 
Parker  and  Hirsch  did  not  themselves  assert  a cause  and 
effect  relationship,  and  they  pointed  out  that  “it  is  very 
difficult  in  a case  such  as  this  to  resist  the  temptation 
offered  by  circumstantial  evidence  and  thus  unequivo- 
cally to  ascribe  the  ocular  pathology  to  irradiation  by 
microwave  energy.” 
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Only  in  his  own  work  (reference  5)  is  there  support  for 
Dr.  Zaret’s  contention  that  a latent  period  measured  in 
months  and  years  intervenes  between  exposure  and  the 
earliest  evidence  of  microwave  cataracts. 

2.  A second  point  emphasized  by  Dr.  Zaret  as  a dis- 
tinctive feature  of  microwave  cataract  is  its  origin  in  the 
lens  capsule  as  a “roughening,  thickening,  and  opacifica- 
tion.” This  has  not  been  a characteristic  of  the  hun- 
dreds of  microwave  cataracts  induced  in  experimental 
animals  by  a great  many  investigators,  including  myself. 
Furthermore,  in  a histologic  study  I have  undertaken  to 
reveal  the  course  of  development  of  such  cataracts;  I 
have  measured  capsule  thickness  by  means  of  a calibrat- 
ed ocular  micrometer,  and  I find  no  evidence  that  it  has 
changed  in  lenses  fixed  at  intervals  varying  from  twelve 
hours  to  four  months  after  irradiation,  although  other 
histopathologic  changes  are  clearly  defined. 

3.  In  his  discussion,  Dr.  Zaret  asserts  that  this  is  the 
first  reported  case  of  microwave  cataract  attributable  to 
a microwave  oven  and  claims  that  “the  evidence  seems 
to  indicate  a faulty  consumer  product  to  be  the  exposure 
source.”  He  cites  repeated  covert  exposures  as  one  of 
the  features  of  this  case,  “typical  of  microwave  cata- 
racts.” Analysis  of  the  information  he  provides,  and  on 
which  ostensibly  he  bases  his  claim,  leads  me  to  the  op- 
posite conclusion:  namely,  that  this  patient’s  cataracts 
were  not  in  any  way  relatable  to  her  use  of  a microwave 
oven. 

Although  the  information  is  not  given,  we  can  proba- 
bly assume  that  the  oven  in  question  was  the  typical 
home  kitchen  model  operating  at  a frequency  of  2,450 
MHz.,  with  wavelength  of  12.3  cm.  The  patient  report- 
edly used  her  oven  over  a period  of  three  years  prior  to 
signs  of  early  cataract  and  for  two  years  thereafter,  when 
it  was  tested  and  “found  to  be  faulty.”  The  reported  2 
mW.  per  square  centimeter  level  of  leakage  during  oper- 
ation cannot  be  considered  to  be  faulty,  for  it  is  well 
below  the  emission  level  permitted  by  present  regula- 
tions of  the  Federal  Bureau  of  Radiological  Health 
which  limit  radiation  emitted  from  an  oven  to  5 mW. 
per  square  centimeter,  measured  2 inches  from  the  door 
seal.  However,  the  tests  also  showed  a leakage  level  of 
40  mW.  per  square  centimeter  during  opening  of  the 
door,  and  we  must  conclude  that  it  is  this  radiation  that 
Dr.  Zaret  deems  incriminating.  Assuming  standard  test 
procedures,  the  leakage  was  also  measured  at  the  2-inch 
distance,  but  it  must  be  clearly  understood  that  40  mW. 
per  square  centimeter  measured  2 inches  from  the  door 
does  not  in  any  sense  mean  that  the  user’s  eyes  were 
subjected  to  radiation  at  this  power  level.  Ordinarily, 
the  user  is  at  a sufficient  distance  from  the  oven  so  as 
not  to  be  in  the  way  of  the  door  as  it  is  swung  open. 
With  the  usual  countertop  model,  this  less-than-arms- 
length  distance  means  that  the  eyes  are  16  or  more  inch- 
es away  from  the  door  seal.  If  the  microwave  energy 
varies  inversely  as  the  square  of  the  distance,  as  it  does 
under  circumstances  such  as  appear  to  exist  in  this  case, 
then  the  40  mW.  per  square  centimeter  2 inches  from 
the  door  becomes  only  0.6  mW.  incident  on  the  house- 
wife’s eyes.  This  energy  level  is  well  below  the  10  mW. 
considered  to  be  hazardous. 

In  addition,  it  must  be  remembered  that  this  level  of 
radiation  could  be  present  only  during  that  fraction  of  a 
second  occurring  between  the  beginning  of  the  outward 
excursion  of  the  door  and  the  interruption  of  electric 
power  by  the  interlock  device  which  acts  before  the  door 
has  been  opened  a half  inch.  Based  on  an  unhurried 


opening  of  the  door,  a generous  estimate  of  this  brief  in- 
terval would  be  0.1  second.  Under  these  conditions, 
each  microwave  exposure  of  the  patient’s  eyes  in  this 
case  would  have  been  0.6  mW.  per  square  centimeter  for 
a duration  of  0.1  second.  This  exposure  amounts  to 
0.000017  mW.  hour  per  square  centimeter  (1.7  X 10-5  j 
mW.  hour  per  square  centimeter),  which  is  some  60,000 
times  less  than  the  safety  level  of  1 mW.  hour  per  square 
centimeter  recommended  as  a radiation  protection 
guide  by  the  A.N.S.I.  (American  National  Standards  In-  j 
stitute). 

Even  if  we  were  to  assume  that  the  leakage  powei 
density  decayed  by  a factor  of  only  10  over  the  distance 
2 to  16  inches,  the  incident  power  density  at  the  pa 
tient’s  eyes  would  be  only  4 mW.  per  square  centimeter 
a level  we  have  no  reason  to  consider  hazardous.  The 
energy  density  exposure  would  be  only  %0oo  mW.  pei 
square  centimeter,  which  is  9,000  times  less  than  the  en 
ergy  density  limit  specified  by  the  A.N.S.I.  exposun 
standard.  It  is  roughly  equivalent  to  0.0004  joule  pei  1 
square  centimeter.  Dr.  Zaret  has  consistently  held  tha 
microwave  cataracts  develop  as  a thermal  effect  of  th< 
radiation.  In  the  present  case,  the  incident  power  level: 
were  so  low  that  insufficient  energy  could  be  absorbed  t< 
effect  any  significant  rise  in  intraocular  temperature 
In  fact,  any  possible  rise  would  be  less  than  would  resul 
from  normal  fluctuations  of  body  temperature. 

A cumulative  effect  is  suggested  by  Dr.  Zaret’s  esti 
mate  that  the  patient  opened  her  oven  door  approxi 
mately  5,000  times  during  the  three-year  period  prior  t 
the  appearance  of  symptoms  of  early  cataract.  0 
course,  exposure  to  any  radiation  leakage  could  occu 
only  when  the  act  of  opening  the  door  interrupted  th  : 
cooking  period  for  which  the  automatic  timer  had  pr€ 
viously  been  set  to  turn  the  oven  off.  If  this  happene 
half  the  time  and  we  assume  the  same  leakage  whe 
closing  the  door,  then  the  patient’s  eyes  at  most  woul 
have  been  exposed  to  a level  of  4 mW.  per  square  cent 
meter  for  an  aggregate  time  of  eight  minutes  and  twent 
seconds  over  a three-year  period,  or  an  average  of  tw 
minutes  and  forty-seven  seconds  per  year,  at  a pow< 
level  considered  to  be  not  harmful. 

I feel  quite  certain  that  microwave  radiation  can  caus 
cataracts  in  the  human  eye,  although  we  cannot  as  y< 
say  how  much  radiation  constitutes  a cataractogenic  e:  i 
posure.  I feel  equally  certain  that  in  the  case  presente 
here  by  Dr.  Zaret,  the  low  level  of  radiation  and  the  vei 
brief  exposures  could  not  have  been  harmful  to  his  p: 
tient’s  eyes.  Whatever  the  cause  of  these  cataracts,  v 
have  to  conclude  from  the  evidence  presented  that  tl 
microwave  oven  was  not  guilty  and  that  these  are  n* 
“microwave  cataracts.” 

RUSSELL  L.  CARPENTER,  Ph. 

Professor  of  Zoology,  Emeritus,  and  former  Direct  i 
Microwave  Radiobiology  Research  Laborato  1 
Tufts  University,  Medford,  Massachusei 
60-H  Lake  Street,  Winchester,  Mass.  018 
Con,  Dr.  Merriam: 

We  have  read  Dr.  Zaret’s  manuscript  carefully  and  i : 
viewed  the  pertinent  literature  in  an  attempt  to  evalua 
the  problem.  Our  conclusions  are  as  follows. 

I.  Experimental  cataracts  have  been  produced,  us  • 
ally  with  short  exposures,  single  or  multiple,  at  pow 
densities  exceeding  100  mW.  per  square  centimeter. 

II.  The  reported  clinical  cases  usually  involved  occ  ! 
pational  exposures  well  above  those  quoted  in  the  )■  1 
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port,  except  for  the  one  Russian  article  which  is  in  the 
bibliography. 
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III.  There  are  several  factors  to  be  considered  in 
evaluating  the  reported  data  on  the  power  density. 

A.  Was  the  patient’s  face  at  the  point  of  measure- 
ment or  at  some  unspecified  distance  from  it? 

B.  Have  these  measurements  been  confirmed,  and  is 
this  abnormal  for  this  type  of  oven?  Do  such 
ovens  shut  off  automatically  when  the  door  is 
opened? 

C.  Assuming  the  data  to  be  correct,  and  taking  the 
maximum  measurement  of  90  mW.  per  square 
centimeter,  she  would  have  had  to  have  been  ex- 
posed for  about  0.5  minutes  each  time  to  reach 
the  permissible  energy  density  of  1 mWh.  per 
square  centimeter.  Nothing  in  the  report  con- 
firms this. 

D.  It  has  been  reported,  in  hvperthemia,  that  using 
90  mW.  per  square  centimeter  for  36  exposures  of 
fifteen  minutes  each  over  a six-month  period,  no 
deleterious  effects  were  observed. 

E.  In  this  Institute  we  have,  for  many  years,  used 
microtherm  pre-  and  postoperatively  on  the  eye. 
The  usual  treatment  is  about  100  mW.  per  square 
centimeter  for  twenty  minutes,  and  treatments 
are  often  given  twice  a day  for  up  to  two  weeks. 
No  adverse  effects  have  been  seen. 

IV.  Microwave  cataracts  are  produced  by  heat,  and 
while  they  may,  in  general,  have  a fairly  characteristic 
appearance,  this  is  not  absolute.  Occasionally  one  sees 
a senile  opacity  which  is  not  unlike  that  allegedly  due  to 
microwaves.  It  would  be  of  considerable  value  if  anoth- 
er observer  were  to  see  this  patient. 

As  you  can  appreciate,  it  is  impossible  to  say  with  ab- 
solute certainty  that  the  case  reported  was  or  was  not 
due  to  microwave  exposure. 

GEORGE  R.  MERRIAM,  Jr.,  M.D. 

Institute  of  Ophthalmology 
635  West  1 65th  Street 
New  York,  New  York  10032 


Con,  Dr.  Donaldson: 

As  a person  vitally  interested  in  various  types  of  ra- 
diation cataracts  for  more  than  twenty-five  years,  I be- 
lieve it  is  important  to  make  some  comments  in  regard 
to  the  article  by  Dr.  Zaret,  “Cataracts  Following  Use  of  a 
Microwrave  Oven.”  My  earlier  involvement  in  this  field 
was  with  that  of  ionizing  radiation  cataracts,1-3  but  re- 
cently my  interests  have  been  in  the  field  of  clinical  ef- 
fects of  microwave  radiation  on  the  eye.  I have  had  the 
opportunity  to  examine  a number  of  individuals  who 
have  been  exposed  to  radiation  from  various  microwave 
sources  and  compare  these  with  individuals  who  have 
never  had  any  known  exposure  to  such  radiation.  I 
have  yet  to  see  a cataract  which  could  be  definitely  at- 
tributed to  microwave  radiation. 

I would  like  to  point  out  that  Dr.  Zaret  gives  five  ref- 
erences from  the  literature  to  support  his  statement  that 
“a  well-known  delayed  effect  of  hertzian  radiation  is 
cataract  formation,”  but  on  review  of  these  articles  only 
one  (his  own  with  Kaplan  and  Kay)  applies  to  delayed 
effects,  the  others  having  to  do  with  acute  effects.  He 
further  states  that  the  maturation  time  of  any  cataract 


may  be  shortened  by  nonionizing  radiation  exposure, 
but  he  gives  no  reference  to  support  this  statement,  and 
I know  of  no  work  to  prove  this  conclusion.  In  fact,  ani- 
mal experimentation  indicates  just  the  opposite.4  Dr. 
Zaret  goes  on  to  say  that  the  type  of  cataract  is  distinc- 
tive in  that  it  arises  in  the  lens  capsule;  but  again,  as  far 
as  I know,  he  is  the  only  investigator  or  ophthalmologist 
who  has  reached  this  conclusion,  and  it  has  not  been 
supported  histopathologically.  Cataracts  limited  to  the 
anterior  and  posterior  subcapsular  region  in  this  age 
group  are  not  unusual  findings.  If  indeed  he  can  prove 
that  this  involvement  is  in  the  capsule,  then  I would 
agree  that  we  do  have  an  unusual  type  of  cataract,  but 
still  it  would  have  to  be  proved  that  it  was  due  to  micro- 
wave  or  hertzian  radiation.  The  progression  of  the  cat- 
aract which  he  described  is  no  different  from  any  other 
senile  form  or  cataracts  associated  with  systemic  disease 
such  as  diabetes  mellitus.  The  pictures  which  he  pre- 
sents do  not  substantiate,  in  my  opinion,  anything  other 
than  an  anterior  and  posterior  subcapsular  type  of  cata- 
ract. Admittedly,  not  being  able  to  examine  the  actual 
patient  leaves  much  to  be  desired.  Furthermore  the 
lack  of  histopathologic  material  is  most  unfortunate. 

As  to  the  amount  of  radiation  (“leakage”)  of  this  mi- 
crowave oven,  the  incident  power  is  well  within  the  safe 
limits  as  specified  by  the  A.N.S.I.  C95  exposure  stan- 
dard. 

After  having  thoroughly  evaluated  Dr.  Zaret’s  report, 
my  conclusion  is  that  the  patient  has  a presenile  type  of 
subcapsular  cataract  which  is  commonly  seen  in  individ- 
uals exposed  to  no  known  radiation.  Furthermore  there 
is  no  evidence  that  she  was  exposed  to  a hazardous 
amount  of  microwave  radiation.  Thus,  in  my  opinion, 
the  cause  and  effect  relationship  is  totally  unfounded 
and  represents  an  erroneous  and  dangerous  conclusion. 

DAVID  D.  DONALDSON,  M.D. 

Associate  Professor  of  Ophthalmology 
Howe  Laboratory  of  Ophthalmology 
Harvard  Medical  School 
Massachusetts  Eye  & Ear  Infirmary 
243  Charles  Street 
Boston,  Massachusetts  02114 
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Con,  Col.  Appleton: 

The  question  of  whether  human  cataracts  can  be 
caused  by  chronic  exposure  to  microwaves  at  low  levels 
has  received  a great  deal  of  attention  in  the  last  five 
years.  The  article  by  Dr.  Zaret  purporting  to  cite  an  ex- 
ample of  this  occurrence  presupposes  that  the  answer  to 
this  question  is  “yes.”  All  the  clinical  survey  data  and 
all  the  animql  experimental  data,  however,  appear  to  in- 
dicate that  in  fact  the  answer  is  really  “no.” 
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The  results  of  a five-year  clinical  survey  of  personnel 
considered  on  the  basis  of  their  occupational  status  to 
have  the  highest  likelihood  "of  exposure  to  microwaves 
are  most  impressive.  Approximately  1,500  such  persons 
had  their  eyes  examined  by  a team  including  two 
ophthalmologists,  and  the  results  of  these  examinations 
were  recorded  in  quantitative  terms  as  presence  or  ab- 
sence of  three  physical  signs  selected  as  the  most  com- 
monly occurring  cataract  precursors.  Approximately 
800  “controls”  were  also  examined  along  with  the  “tar- 
get” population  and  in  such  a way  that  no  examiner  was 
aware  of  the  occupational  status  of  any  examinee  at  the 
time  of  the  examination.  Clearly  there  was  no  differ- 
ence between  these  two  populations  with  respect  to 
their  eyes.1 

Experiments  with  rabbits  have  shown  that  daily  expo- 
sures over  the  course  of  a month  to  levels  of  microwave 
which  would  be  obvious  to  human  beings  as  sensation  of 
heat  on  the  skin  (25  mW.  per  centimeter)  did  not  result 
in  any  detectable  lens  effect  at  the  end  of  one  year.  The 
only  experiment  in  which  any  lens  effects  were  caused  in 
rabbits  was  one  using  repeated  doses  of  microwave  in 
the  range  of  300  mW.  per  centimeter,  an  extremely  high 
level  which  would  have  been  lethal  to  all  of  the  rabbits  if 
delivered  as  whole-body  exposure  and  which  was  in  fact 
lethal  to  some  of  them  despite  the  fact  that  only  the 
head  was  exposed.2 

The  existence  of  a sign  or  set  of  signs  which  could  be 
considered  pathognomonic  for  microwave  ocular  effect 
in  human  beings  might  entitle  us  to  make  that  diagnosis 
in  any  one  case  and  thus  lend  support  to  the  view  ex- 
pressed in  Dr.  Zaret’s  article.  Again,  however,  there  is 
no  support  for  this  idea.  Although  Zaret3  has  stated 
elsewhere  that  there  is  such  a set  of  physical  signs, 
which  is  either  pathognomonic  or  characteristic  of  mi- 
crowave ocular  effect,  it  appears  that  the  ability  to  iden- 
tify these  signs  with  the  slit-lamp  would  be  unique. 
Moreover,  in  a six-year  follow-up  of  7 patients  in  whom 
he  did  state  these  signs  were  detected,  a total  of  14  eyes, 
followed  for  an  average  of  forty  months,  have  remained 
essentially  the  same.  This  would  lead  to  the  conclusion 
that  either  there  is  no  set  of  signs  by  which  so-called 
“microwave  cataract”  can  be  diagnosed,  or  if  there  were 
such  an  entity  having  a pathognomonic  appearance, 
then  it  would  be  essentially  a stable,  nonprogressive 
condition. 

It  is  an  old  maxim  among  ophthalmologists  that  “ev- 
eryone will  develop  cataracts  if  he  lives  long  enough.” 
The  natural  aging  process  for  eyes  shows  wide  variation, 
probably  determined  genetically,  but  also  likely  subject 
to  postnatal  influence.  For  this  reason  the  age  of  onset 
of  naturally  occurring  cataracts  in  human  beings  is  ex- 
tremely variable. 

Many  people  in  the  United  States  have  purchased  mi- 
crowave ovens;  many  thousands  of  these  appliances  are 
now  being  used  in  American  homes.  Probably  some  of 
them  leak  in  excess  of  the  standard  currently  used  (10 
mW.  per  centimeter).  There  is  mounting  evidence  that 
the  standard  could  safely  be  raised,  and  although  there 
is  not  much  pressure  to  raise  this  standard,  exposures  in 
excess  of  it  are  being  viewed  with  progressively  less 
alarm. 

In  light  of  the  foregoing  facts  it  should  be  expected 
that  cataracts  will  be  diagnosed  in  many  people  who 
own  microwave  ovens,  some  of  which  leak  microwaves  in 
excess  of  current  standards.  It  should  also  be  apparent 


that  there  is  no  scientific  basis  to  link,  as  to  cause  and 
effect,  a microwave  oven  (leaky  or  not)  with  the  devel- 
opment of  a cataract  in  its  user.  Since  the  article  under 
discussion  uses  as  its  basis  the  unsupported  assumption 
of  such  a relationship,  the  conclusion  that  the  case  at 
hand  represents  an  example  of  “microwave  cataract”  i 
must  also  be  rejected  as  unsupported. 

COL.  BUDD  APPLETON  (MC)  U.S.  Army 
Chief,  Ophthalmology  Service  ' 
Walter  Reed  Army  Medical  Center 
Washington,  D.C.  20012 
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Pro,  Prof.  Bouchat: 

The  observations  published  by  Dr.  Zaret  are  of  great 
interest  to  me  because  they  correspond  well  with  what  I 
published  with  Marsol  in  1967*  in  the  Archives] 
d' Ophthalmologue  (Paris). 

1.  As  far  as  the  etiology  is  concerned,  nothing  in  the 
personal  or  family  history,  nothing  in  the  clinical  and  bi- 
ologic summary  permits  one  to  find  an  etiology  for  these 
cataracts.  The  only  thing  that  comes  to  mind  is  the 
idea  of  exposure  to  nonionizing  radiation. 

2.  As  far  as  the  morphology  is  concerned,  one  must 
insist  indeed  on  the  rarity  of  capsular  cataract,  and  I 
ought,  in  all  truth,  to  say  that  only  thanks  to  the  interest 
which  I took  at  one  time  in  biomicrophotography  was  I 
able  to  pinpoint  these  cataracts.  Indeed  it  is  easy  to 
confuse  these  with  subcapsular  cataracts.  It  is,  as  a 
rule,  at  the  site  of  the  posterior  capsule,  but  by  the  time 
the  patient  consults  us,  the  adjacent  cortex  is  already  af-  : 
fected;  this  is  what  Dr.  Zaret  calls  honeycomb  opacities 
and  what  we  call  “cataracts  tuffacee.”  It  is  then  at  the 
periphery  of  the  posterior  layer,  and  more  often  at  the 
site  of  the  anterior  layer,  that  the  diagnosis  is  estab- 
lished. It  is  practically  impossible  to  make  the  diagno- 
sis in  a “large  slit”  (wide  opening  of  the  slit-lamp  beam): 
here  the  radiating  linear  opacities  clearly  show  the  ar- 
chitecture of  the  fibers  of  the  parenchymal  cortex.  Bui 
we  have  stated  that  in  the  subcapsular  cataract  these 
opacities  are  rather  thick,  whereas  in  capsular  cataract 
they  are  very  fine  and  silky.  In  “narrow  slit”  (narrow 
opening  of  the  slit-lamp  beam),  at  maximum  intensity  : 
one  localizes  them  perfectly,  whereas  there  is  a line  ol 
weak  and  homogeneous  refringence  in  front  of  the  sub 
capsular  opacities;  the  very  marked  refringence  of  cap 
sular  opacities  closes  behind  the  empty  optical  zone  oil  I 
aqueous  humor. 

In  this  subject,  I do  not  interpret  the  photographs  a.1  j 
Dr.  Zaret  does,  who  speaks  of  irregularities  and  thicken 
ing  of  the  capsule.  To  my  way  of  thinking  this  is  an  op 
tical  illusion  due  to  the  inhomogeneous  character  of  th< 
capsular  cataract.  When  the  opacities  are  dense,  the.'  I 
are  very  refringent,  and  they  show  up  on  photography  a: 
a much  larger  zone;  therefore  the  impression  of  irregu 

* Bouchat,  J.,  and  Marsol,  C.:  Cataracte  capsulaire  bilatei  J 
ale  et  radar.  Arch.  opht.  27:  593  (1967). 
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larity  is  interpreted  stereoscopically  as  a false  relief. 
This  effect  disappears  when  the  examination  is  made 
with  narrow  (slit-lamp)  beam  and  with  moderate  light 
intensity.  We  get  excellent  pictures. 

3.  As  far  as  evolution  is  concerned,  I think  that  the 
delay  in  appearance,  a function  of  the  duration  of  expo- 
sure and  of  the  intensity  of  the  emission,  is  perhaps  less 
evident  than  one  would  think.  Indeed,  the  patients  do 
not  come  for  consultation  except  for  a functional  com- 
plaint, and  then  only  when  the  posterior  capsular  opaci- 
ty became  rather  dense,  that  is  to  say,  that  it  already  has 
affected  the  subcapsular  cortex. 

However,  with  systematic  screening  examinations,  de- 
tection of  a play  of  light  from  the  posterior  capsule  with 
slightly  polychromatic  reflexes  could  be  detected,  as  was 
in  our  patient,  in  which  these  appeared  only  some 
t months  after  his  starting  to  work  as  a radar  technician. 


Response  by  the  author 


Dr.  Zaret:  At  the  outset,  I would  like  to  thank 
the  editors  for  publishing  this  article.  All  of  us 
who  are  readers  recognize  it  as  a case  report: 
nothing  more,  nothing  less.  At  least  that  was  all  it 
was  until  the  collective  comments  and  my  conclud- 
ing remarks  were  added. 

Before  answering  the  questions  raised  in  the 
' comments,  I would  like  to  say  that  I have  read  all 
of  them  carefully,  I understand  their  content,  I 
have  reread  my  article,  and  I find  no  reason  to 
change  a single  word.  The  case  report  speaks  for 
. itself. 

The  best  way  to  present  my  specific  responses  is 
to  divide  them  into  three  parts.  First,  I will  an- 
swer the  nonophthalmologists:  second,  the 

ophthalmologists  who  do  not  recognize  “micro- 
wave  cataract”:  and  third,  the  ophthalmologist 

Dr.  Bouchat,  who  not  only  recognized  that  he  had 
seen  a microwave  cataract  but  analyzed  it.  I have 
been  privileged  to  examine  hundreds  of  radar 
workers  and  study  the  specific  detail  in  the  more 
than  50  of  these  subjects  who  developed  capsular 
aJcataract. 

Lest  the  reader  be  led  to  believe  that  my  case  re- 
port was  accepted  lightly,  it  should  be  pointed  out 
that  it  underwent  the  usual  critical  editorial  evalu- 
ation. At  the  request  of  the  reviewers,  additional 
material  omitted  from  the  original  manuscript  was 
incorporated;  namely  (1)  estimates  of  total  expo- 


sure, (2)  references  to  other  articles  about  harmful 
effects  of  microwave  radiation  on  the  eye,  and  (3) 
inclusion  of  a slit-lamp  photograph  to  show  the 
structures  involved.  Finally,  it  was  accepted  for 
oublication  because  the  editors  believed  that  a 
:ase  report  of  cataracts  attributable  by  one  author 
:o  a microwave  oven  might  be  both  timely  and  im- 
portant. 


Microwave  radiation  is  but  one  component  of 
‘electronic  smog.”  This  term  was  introduced  into 
be  air-pollution  lexicon  to  denote  the  environ- 
nental  hazard  associated  primarily  with  the  hertz- 


After the  stage  of  pure  capsular  cataract  comes  that  of 
the  subcapsular  opacities,  and  in  our  case  nuclei  (scat- 
tered, minute  loci)  were  becoming  opacified,  whereas 
the  cortex  still  maintained  a certain  transparency. 

4.  As  far  as  therapy  is  concerned,  the  only  problem 
posed  by  this  type  of  cataract  is  the  age  at  which  it  ap- 
pears: intracapsular  extraction  does  not  do  well  under 
age  twenty-five.  However,  with  an  adequate  technique, 
one  should  not  encounter  any  particular  difficulty  or 
specific  complication  with  this  capsular  cataract. 

We  think  that  thanks  to  those  of  very  precise  observa- 
tions of  Dr.  Zaret,  as  the  classification  of  cataracts  due 
to  nonionizing  radiation  will  soon  be  perfectly  estab- 
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ian  ray  portion  of  the  electromagnetic  radiation 
spectrum,  extending  from  the  short  wavelengths  of 
infrared  through  the  longest  wavelengths  of  radio- 
frequency radiations.  Prior  to  World  War  II, 
there  was  little  concern  about  hertzian  radiation 
hazards.  However,  since  the  advent  of  radar, 
where  most  systems  operate  at  microwave  wave- 
lengths, and  since  the  subsequent  advances  in 
electronic  technology,  wherein  both  the  power 
available  per  class  of  device  has  doubled  and  the 
number  of  such  radiators  in  use  has  increased  ex- 
ponentially with  every  passing  decade,  concern  for 
the  health  and  safety  of  human  beings  exposed  to 
electronic  smog  has  surfaced.1’2 

There  is  a possible  reason  according  to  some  to 
suspect  that  electronic  smog  may  be  a contributo- 
ry factor  in  other  disease  processes  too  where  cur- 
rently the  pathogenesis  remains  obscure.  The  So- 
viet-bloc literature  is  rich  in  reports  of  behavioral 
and  electrophysiologic  derangements  attributable 
to  microwaves. 

Since  1958,  I have  been  investigating  the  effects 
of  nonionizing  radiation  on  both  experimental  ani- 
mals and  man  and  examining  the  methods  for 
drawing  comparisons.  The  vast  majority  of  ani- 
mal experiments  of  necessity  are  contrived  and 
represent  relatively  immediate  results  of  acute  ex- 
posures. On  the  other  hand,  most  human  pathol- 
ogy is  the  consequence  of  delayed  effects  following 
chronic  exposure.  In  this  regard,  the  ocular  radia- 
tional  burn  of  the  animal  experiment,  a thermal 
effect,  is  seldom  seen  in  man.  In  my  experience, 
when  observed,  it  occurs  at  levels  of  irradiation 
which  calculate  out  to  be  in  general  agreement 
(approximately  an  order  of  magnitude)  with  the 
experimental  data.3 

On  the  other  hand,  microwave  cataract  as  ordi- 
narily found  in  man  is  different.  There  is  no  suit- 
able, equivalent  biologic  model  available  for  com- 
parison. It  appears  to  me  that  the  basic  intellec- 
tual flaw  of  those  attempting  extrapolation  is  the 
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insistence  that  because  some  effects  of  microwave 
radiation  clearly  appear  to  be  thermal,  therefore, 
ipso  facto,  all  microwave  effects  are.  This  results 
in  adherence  to  linear  equations  for  calculating 
health  safety  and  promulgating  “safety  standards” 
therefrom.  In  this  regard,  the  A.N.S.I.  C95  com- 
mittee standard  and  its  derivative,  the  DHEW 
sanction  for  oven  malfunction,  appear  to  be  in  se- 
rious error  because  they  do  not  take  into  account 
at  all  the  possibility  of  nonthermal  (nonlinear)  ef- 
fects. Not  too  long  ago,  the  same  mistake  was 
made  with  ionizing  radiation  at  the  other  end  of 
the  electromagnetic  radiation  spectrum  because 
there,  too,  reliance  was  originally  placed  on  linear 
models. 

Explanation  of  early  references 

As  mentioned  previously,  this  article  was  pre- 
sented originally  without  any  references.  In  com- 
pliance with  the  reviewers’  request  for  references 
about  harmful  effects  of  microwave  radiation  on 
the  eye,  I selected  reports  with  the  objective  of 
providing  appropriate  historical  priority.  As 
noted  in  the  case  report,  Daily  et  al . 1 and  Rich- 
ardson, Duane,  and  Hines2  published  during  the 
same  month  and  had  produced  cataracts  in  ani- 
mals with  microwaves.  Hirsch  and  Parker3  pub- 
lished the  first  human  case  to  appear  in  the  west- 
ern-bloc literature,  and  Shimkovich  and  Shiliaev4 
published  the  first  comparable  case  to  appear  in 
the  Soviet-bloc  literature.  I thought  it  appropri- 
ate to  include  the  Russian  work  because  it  repre- 
sented one  of  the  first  instances  of  agreement  be- 
tween the  two  large  and  frequently  divergent  bod- 
ies of  microwave  bioeffect  literature.  The  refer- 
ence to  my  own  work  summarizes  a large  number 
of  human  cases  where  men  were  exposed  to  occu- 
pational environments  of  microwaves  and  presents 
a rationale  in  explanation  of  one  specific  form  of 
microwave  cataractogenesis  as  actually  found  in 
man  (in  contradistinction  to  the  contrived  condi- 
tions found  in  the  animal  experimental  literature) 
for  the  reader  who  is  interested  in  the  human  form 
of  this  preventable  disease  and  desires  to  look  into 
the  subject  in  greater  than  casual  depth.5  If  what 
Michaelson  and  Osepchuk  have  implied  about 
both  the  Hirsch  and  Parker  case  and  the  Shimko- 
vich and  Shiliaev  case  is  true,  then  I could  claim 
priority  because  I retract  nothing  substantive 
about  anything  I have  ever  published.  However, 
based  on  my  personal  experience  and  observa- 
tions, I can  find  no  reason  to  believe  that  Hirsch 
and  Parker  as  well  as  Shimkovich  and  Shiliaev  did 
not  report  accurately  what  they  had  observed  in 
their  cases,  the  implication  to  the  contrary  by  Mic- 
haelson and  Osepchuk  notwithstanding. 

Further  reports 

Since  submission  of  this  case  report,  I have  be- 


come aware  of  additional  and  perhaps  more  appro- 
priate references,  Duke-Elder4  and  Bouchat  and 
Marsol.5  Duke-Elder  states  that  the  ocular  effects 
of  microwaves  can  be  cumulative  so  that  single  ex- 
posures which  would  not  be  harmful  may  become 
so  if  repeated  often  enough.  Further  it  is  more 
likely  for  microwave  cataracts  to  develop  the 
shorter  the  interval  between  subthreshold  expo- 
sures. In  my  experience  his  statements  not  only 
are  true  but  also  offer  the  basis  on  which  my  clas- 
sification of  microwave  cataracts  has  been  de- 
rived.6 

Without  question,  the  most  germane  reference 
is  the  article  by  Bouchat  and  Marsol5  who  not  onl> 
attributed  capsular  cataracts  in  a twenty-three- 
year-old  radar  worker  to  microwave  exposure  but 
also  were  fortunate  to  be  able  to  correlate  and  ana- 
lyze its  pathogenesis  over  a period  of  years.  The 
man’s  exposures  were  all  covert,  extended  for  a du 
ration  of  forty-four  months,  and  resulted  in  the 
formation,  as  defined  by  the  proposed  classifica 
tion,  of  subacute  microwave  cataract.  It  is  inter 
esting  to  note  both  that  Bouchat  and  Marsol’s  case 
was  exposed  to  microwaves  in  the  same  radiofre 
quency  band  as  the  case  I have  reported  here  anc 
that  the  slit-lamp  appearance  of  the  cataracts  ir 
both  cases  are  similar. 

Earlier,  I indicated  that  my  personal  experienc< 
with  microwave  cataracts  covers  fifteen  years 
During  this  time,  I have  been  afforded  an  unusua 
opportunity  to  follow  many  patients  for  long  dura 
tions,  some  for  a decade.  In  addition,  I have  beei 
privileged  to  be  a consultant  to  a few  companies  ii 
the  electronics  industry  that,  to  their  credit,  wouk 
not  abandon  their  responsibility  for  the  health 
safety  of  their  employees  working  with  micro 
waves.  When  any  of  their  workers  were  discov 
ered  to  have  been  exposed  to  excessive  levels  o 
microwaves  or  developed  cataracts  of  unknown  or 
igin,  I was  able  to  study  the  case  history  and  per 
form  repeated  follow-up  examinations  as  often  as 
deemed  advisable.  I now  have  more  than  50  case 
of  capsular  cataract  in  microwave  workers.  It  be 
came  apparent  that  these  cases  could  be  arrangei 
into  various  types  of  clusters.  Suspected  in 
stances  that  follow  troubleshooting  occasionall 
yield  one  clustering  of  cases.  When  it  occurs,  al 
most  invariably  it  will  define  the  environment 
problem  and  lead  to  its  solution. 

Microwaves  can  produce  cataracts  in  man  i 
several  different  ways.  Ordinarily,  the  irradiatio 
itself  is  completely  covert  as  to  the  patient  bein 
able  to  sense  it  as  heat  even  in  the  rare  situatio 
where  the  exposure  is  relatable  to  or  associate 
with  signs  suggestive  of  a radiational  burn  such  s 
keratoconjunctivitis,  hydrops  of  the  lens,  iridoc} 
clitis,  and  chorioretinitis  which  can  appear  withi 
hours  following  the  exposure  (much  the  sam 
delay  as  ordinarily  occurs  in  ultraviolet  keratitis 
One  of  the  many  misleading  concepts  fostered  b 


2040  New  York  State  Journal  of  Medicine/October  1974 


some  about  microwave  injury  is  that  it  can  only 
follow  a subjectively  recognizable  thermal  insult. 

It  is  my  practice  to  reserve  use  of  the  term  “mi- 
crowave cataract”  strictly  to  those  cases  of  hertzi- 
an  radiation  cataract  meeting  the  following  crite- 
ria: (1)  exposure  primarily  and  only  to  the  micro- 
wave  portion  of  electromagnetic  spectrum  (that  is, 
with  exposure  to  shorter  or  longer  wavelengths, 
the  diagnostic  term  would  be  infrared  or  radiofre- 
quency radiation  cataract),  (2)  subsequent  devel- 
opment of  capsular  opacification  (a  signature  of 
hertzian  radiational  injury),  (3)  an  absence  of  any 
other  intercurrent  condition  which  could  be  asso- 
ciated with  cataract  formation  (such  as,  a disease 
process  or  use  of  therapeutic  agents  with  an  affini- 
ty for  lens  substance  changes,  even  though  in  these 
cases  it  is  conceivable  that  microwaves  could  be 
contributory),  and  (4)  a time  reference  for  devel- 
opment roughly  related  to  dosage,  dose  rate,  and 
dose  interval  (the  relationships  are  not  clear-cut 
probably  because  not  only  of  individual  variability 
but  also  of  nonlinear  effects).  At  any  rate,  these 
are  very  restrictive  criteria  which  must  be  satisfied 
before  diagnosis  of  microwave  cataract  should  be 
considered. 

Generally,  there  are  three  different  clinical  pre- 
sentations for  microwave  cataract  which  permit 
one  to  classify  them  as  (1)  acute,  (2)  subacute,  or 
(3)  delayed.  Although  this  is  not  an  entirely  satis- 
factory method  for  describing  all  the  permutations 
because  the  transitions  between  stages  are  not  dis- 
tinctly demarcated  and  both  additive  and  cumula- 
tive effects  may  be  contributing  toward  making 
the  pathogenic  evolution  variable,  nevertheless,  I 
find  this  classification  to  be  useful.  Microwave 
cataracts  can  be  classified  as  follows. 

1.  The  “acute”  microwave  cataract  rarely  oc- 
curs in  man.  Although  it  could  conceivably  follow 
a single  massive  exposure  and  thereby  resemble 
most  of  the  reported  animal  experiments,  I do  not 
yet  know  of  such  a human  case.  Instead,  the  typi- 

cal acute  microwave  cataract  has  a history  of  re- 

peated, short-duration  exposures,  for  example, 
looking  into  a microw’ave  generator  cavity  to  ob- 
serve the  color  of  the  grids  or  to  view  an  antenna 
rotary  joint  for  arcing  through  a hole  cut  into  the 
waveguide.  Ordinarily,  the  time  duration  of  each 
individual  exposure  is  estimated  in  seconds  to 
minutes,  and  exposure  repetition  varies  from 
many  times  daily  to  several  times  per  week  during 
a period  of  weeks  to  months.  Under  these  condi- 
tions, vision  usually  begins  to  fail  during  or  imme- 
diately following.  In  addition  to  diminution  of  vi- 
sion, which  is  the  usual  chief  complaint  bringing 
the  patient  to  the  ophthalmologist,  occasionally 

other  ocular  symptoms  related  to  an  irritable  eye 

also  develop.  None  of  the  patients  reported  sens- 

ing any  heat  nor  had  any  awareness  of  being  irra- 

diated during  any  of  the  exposures.  Discomfort, 


when  it  occurred,  began  after  a variable  latent  pe- 
riod. 

2.  The  “subacute”  microwave  cataract  ordi- 
narily results  from  frequently  repeated  subclinical 
exposures  carried  out  over  a duration  measured  in 
months  to  years.  Usually,  the  patient’s  only  com- 
plaint is  gradually  failing  vision.  As  a rule,  there 
is  a clear-cut  history  of  intimate  daily  contact  with 
a microwave  source.  Although  some  evidence  of 
disease  is  usually  present  in  both  eyes,  it  is  seldom 
equal  or  bilaterally  symmetrical.  These  cases  are 
the  most  instructive,  as  far  as  following  the  clinical 
course  of  microwave  cataract  is  concerned,  because 
the  two  eyes  present  different  stages  of  the  injury, 
and  in  follow-up  examination  of  these  cases  the 
frequently  observed  latency  and  delayed  evolution 
of  microwave  cataract  can  be  determined.  Fur- 
ther, when  the  source  becomes  identified,  the  pa- 
tient can  be  spared  from  additional  irradiation. 
By  following  the  clinical  course  of  such  patients, 
the  latency  and  slow  progression  of  the  cataract 
becomes  evident  as  well  as  the  fact  that  regression 
of  the  capsulopathy  never  occurs,  although  it  may 
remain  at  an  arrested  stage  of  development  for 
long  periods  of  time. 

3.  The  “delayed”  microwave  cataract  usually 
forms  insidiously  over  a five-  to  thirty-year  period. 
The  best  documentation  for  this  has  been  found 
where  the  contralateral  eye  has  a subacute  micro- 
wave  cataract.  Here,  there  is  real  latency  since 
the  capsulopathy  frequently  lies  dormant  for 
many  months.  In  the  early  years,  progression, 
which  occurs  intermittently,  is  ordinarily  recog- 
nized by  additional  areas  of  the  capsule  becoming 
opacified.  Eventually,  lens  substance  opacifica- 
tion will  ensue  either  in  the  manner  already  de- 
scribed, or  by  the  intervention  of  nuclear  sclerosis. 
Ordinarily  the  nuclear  sclerosis  form  of  cataract  is 
considered  to  result  from  the  aging  process.  How- 
ever, I have  found  it  to  occur  prematurely  and  to 
follow1 * * * * * 7  an  accelerated  course  in  the  presence  of  mi- 
crowave capsulopathy. 

In  summary,  the  patient  in  this  case  report  ex- 
hibited the  typical  findings  of  subacute  microwave 
cataract  in  her  left  eye.  Since  the  right  eye  was 
aphakic,  I could  not  examine  the  lens;  however, 
the  patient’s  ophthalmologist  described  the  condi- 
tion he  found  prior  to  surgical  removal  of  the  cata- 
ract to  be  similar  to  that  of  the  left  eye.  There 
being  no  reason  not  to  believe  him  and  there  being 
no  way  to  perform  a slit-lamp  examination  on  the 
lens  which  had  been  removed,  my  diagnosis  for  the 
aphakic  eye  can  of  necessity  be,  as  I stated,  “pre- 
sumptive.” I fail  to  see  anything  illogical  about 
rendering  such  an  opinion,  Michaelson  and  Osep- 
chuk’s  objections  notwithstanding. 

I return  now  to  further  discussion  of  the  remain- 
ing items  by  categories  indicated. 
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Nonophthalmologists 

Regarding  Dr.  Michaelson  and  Osepchuk’s 
comments.  The  criticisms  by  Dr.  Michaelson  and 
Dr.  Osepchuk  can  only  be  answered  in  light  of  the 
fact  that  neither  is  an  ophthalmologist  nor  a phy- 
sician, Dr.  Michaelson  being  a veterinarian  and 
Dr.  Osepchuk  a microwave  physicist.  Both,  and 
frequently  jointly,  present  viewpoints  of  the  Asso- 
ciation of  Home  Appliance  Manufacturers,  which 
includes  the  consortium  of  microwave  oven  manu- 
facturers. What  is  germane  deserves  an  answer. 

Their  questions  as  to  references  for  microwave 
cataracts  have  been  answered.  The  remainder  of 
their  discussion  about  cataracts  reveals  a lack  of 
fundamental  knowledge  about  this  subject  in  par- 
ticular and  ophthalmology  in  general.  Capsular 
cataract  is  in  fact  recognized  by  other  ophthalmol- 
ogists, since  about  half  the  patients  with  this  con- 
dition whom  I have  seen  were  initially  examined 
by  other  ophthalmologists  who  recognized  or  sus- 
pected the  condition  and  subsequently  referred 
their  patients  to  me  for  consultation. 

The  term  “incipient  cataract”  was  not  created 
by  me  but  is  in  common  usage  by  many  clinicians 
to  indicate  a stage  of  lens  opacification  where  ad- 
ditional increased  density  or  extension  of  the  opa- 
cification would  be  expected  to  result  in  degrada- 
tion of  vision.  Incidentally,  in  this  case  report  I 
did  not  use  the  term,  “incipient  cataract,”  to 
which  Michaelson  and  Osepchuk  object,  but  I re- 
peated the  term,  “incipient  opacities,”  which  was 
recorded  by  the  patient’s  personal  ophthalmolog- 
ist at  the  time  he  examined  her  in  1969.  I under- 
stood what  he  meant,  I believe  Dr.  Bouchat  would 
agree  that  he  knows  what  was  meant,  and  I trust 
that  most  of  the  physicians  and  especially  the 
ophthalmologists  who  read  this  article  would  also 
understand  his  meaning.  It  signifies  the  earliest 
sign,  ordinarily  observable  by  slit-lamp  examina- 
tion, of  lens  opacification  which  made  its  appear- 
ance three  years  after  the  patient  began  to  use  her 
microwave  oven. 

Also,  they  should  understand  the  significance  of 
her  complaint  in  1961  which  was  not  “blurred  vi- 
sion” as  stated  by  Michaelson  and  Osepchuk  but, 
instead,  it  was  “that  her  near  vision  was  becoming 
blurred,”  a common  finding  in  presbyopia  which 
she  exhibited  at  age  thirty-nine,  normal  for  a hyp- 
erope,  and  which  was  correctable  with  reading 
glasses.  It  was  this  complaint  which  brought  her 
to  an  eye  specialist  who  examined  her  and  deter- 
mined that  the  lenses  in  both  of  her  eyes  were  nor- 
mal at  that  time.  His  examination  provided  a 
bench-mark  record  that  her  lenses  were  known  to 
be  free  of  pathologic  condition  in  the  years  prior  to 
obtaining  her  microwave  oven. 

Moreover,  it  is  not  merely  interesting  as  Mi- 
chaelson and  Osepchuk  commented  but,  instead,  it 
is  extremely  important  that  the  patient’s  ophthal- 
mologist was  in  fact  searching  for  an  etiologic  fac- 


tor. Physicians  are  always  obliged  to  look  for  the 
cause  of  disease. 

Michaelson  and  Osepchuk’s  discussion  of  micro- 
wave  oven  malfunction  and  certification  by  the 
Department  of  Health,  Education,  and  Welfare 
that  ovens  leaking  microwaves  in  a prescribed 
fashion  are  safe  is  revealing.  In  the  first  instance, 

I accept  as  fact  that  the  patient’s  oven  was  leaking. 
It  was  tested  by  the  Radiological  Health  Division 
of  the  County  of  Los  Angeles  Department  of : 
Health  on  two  different  occasions.  There  is  no 
reason  for  me  to  believe  the  Los  Angeles  health  de- 
partment would  issue  a report  of  a false  or  inaccu- 
rate test  result.  I assume  they  did  find  leakage. 
In  the  second  instance,  no  matter  how  soothing  it 
might  be  when  DHEW  certifies  malfunctioning 
ovens  as  being  safe,  nevertheless  it  is  a fact  that  ] 
when  DHEW’s  representative  testified  on  this 
subject  before  the  United  States  Senate  Commit- 
tee on  Commerce  on  March  9,  1973,  he  did  not 
provide  any  data  to  support  his  contention  that 
leakage  at  field  intensities  of  5 mW.  per  square 
centimeter  or  less  would  in  fact  be  safe.  Indeed,  i 
the  implication  in  this  case  report  is  that  lesser 
values  are  not  safe. 

The  uninitiated  reader  should  be  cautioned 
against  playing  the  microwave  numbers  game. 
Some  perspective  of  the  difficulties  that  arise 
thereby  can  be  gained  by  considering  the  micro- 
wave  component  of  our  naturally  occurring  back- 
ground of  electromagnetic  radiation.7  In  nature 
the  only  significant  source  of  microwave  radiation 
is  the  sun,  and  the  worst  possible  case  for  exposure 
is  from  the  highest-value  bursts  during  maximum 
sunspot  activity,  an  infrequent  occurrence.  By  in-  j 
tegrating  the  maximum  value  data  and  calculating 
the  sum  from  bursts,  the  worst  possible  naturally 
occurring  exposure  would  be  less  than  1 times  10-8 
mW.  per  square  centimeter.  In  other  words,  a 
consumer-type  microwave  oven  leaking  approxi- 
mately 1 mW.  per  square  centimeter  during  its  op- 
eration (as  in  this  case)  would  be  certified  as  i 
“safe,”  but,  nevertheless,  it  would  be  a source  of 
exposure  about  a billion  times  more  intense  than 
what  occurs  naturally  under  the  worst  possible 
conditions.  If  one  were  to  make  the  comparison  a 
better  fit  by  using  average  emission  from  the  sun, 
this  would  increase  the  factor  by  more  than  a 
thousand,  that  is,  a trillion  times  greater. 

Regarding  Michaelson  and  Osepchuk’s  skeptical 
enquiry  as  to  the  numbers  of  oven  usage  hours  and 
door  openings,  these  represent  the  patient’s  retro- 
spective estimates.  Not  being  nor  likely  to  be-  i 
come  a microwave  oven  user  until  such  time  as  I 
am  satisfied  that  these  devices  are  safe,  I cannot 
claim  any  special  knowledge  about  their  day-to- 
day  use.  Nevertheless,  in  this  arena  Osepchuk 
does  have  expertise.  However,  he  failed  to  en-  \{ 
lighten  us  about  his  thoughts  on  the  subject.  In-  j 
stead  of  the  emphasis  placed  on  my  statement,  if 
any  emphasis  is  required,  it  should  be  “although  . 
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efinitive  data  cannot  be  extracted  from  a retro- 
pective  exposure  history  in  this  particular  case  at 
his  particular  time,  nevertheless,  the  following  es- 
imates  may  be  of  some  value.”  Further,  the 
tatement  is  not  in  the  least  contradictory.  Per- 
iaps  the  estimates  are  of  no  pragmatic  value  (my 
pinion).  For  whatever  they  may  be  worth,  the 
xposure  estimates  were  included  only  after  a re- 
iewer  requested  that  this  information  be  added. 

Regarding  Dr.  Carpenter’s  comments.  Dr. 
'arpenter  has  had  extensive  experience  irradiat- 
ng  the  rabbit  eye  with  microwaves.  Some  of  my 
wn  rabbit  experiments  were  based  on  his  work,  a 
act  clearly  noted  in  the  reference  in  my  publica- 
ions  on  experimental  cataractogenesis.  His  work 
■ $ excellent.  The  only  problem  with  it  is  that  (1)  it 
leals  principally  with  radiational  burn  or  near- 
>urn  insults  and  (2)  it  is  not  extrapolatable,  either 
lualitatively  nor  quantitatively,  to  this  case  or  any 
•ther  form  of  delayed  radiation  injury  resulting 
rom  chronic  exposure  to  nonthermal  field  intensi- 
ies. 

In  attempting  to  define  burn  threshold  data, 
’arpenter,  as  well  as  many  others,  now  fraction- 
tes  the  irradiation,  repeating  subthreshold  burn 
xposures,  and  considers  this  to  be  a “cumulative” 
ffect,  all  the  time  using  radiational  burn  as  an 
nd  point.  What  they  are  usually  measuring  by 
his  technique  is  what  I would  term  an  “additive” 
ffect  because  each  subsequent  exposure  takes 
dace  before  healing  from  the  previous  exposure 
las  been  completed.  I prefer  to  reserve  use  of  the 
erm  “cumulative”  for  the  situation  where  the 
icute  radiation  effect,  if  it  occurs,  appears  to  have 
leaied  completely  between  exposures  or  where 
here  has  been  no  discernible  effect  following  an 
xposure.  In  this  context,  when  using  frequently 
epeated  exposures  at  burn  or  simmer  subthresh- 
>lds,  both  additive  and  cumulative  effects  may  be 
aking  place  simultaneously.  With  infrequent 
ubthreshOld  exposures,  the  result  more  closely  re- 
embles  a cumulative  effect.  When  the  exposure 
ntensity  is  significantly  lower  than  the  sub-burn 
hreshold,  one  would  expect  that  if  an  effect  were 
ound,  this  would  be  cumulative  in  the  usual  con- 
ent  of  radiational  injury  or  disease. 

It  should  be  recognized  that  human  exposure 
>ccurs  quite  differently  from  the  ordinarily  con- 
rived  experiments.  Therefore  human  data  can 
>nly  have  a meaningful  comparison  to  appro- 
>riately  designed  biologic  assay  experiments.  If 
>ne  so  desired,  he  could,  in  a general  way,  relate 
icute  microwave  cataract  to  the  radiational  burn 
>f  the  rabbit  eye,  subacute  microwave  cataract  to 
he  combination  of  additive  and  cumulative  ef- 
ects,  and  delayed  microwave  cataract  to  the  cu- 
nulative  effect  alone.  However,  because  human 
xposure  is  not  contrived,  but  instead  extremely 
ariable,  numerous  permutations  between  these 
tages  also  occur.  Carpenter’s  discussion  of  the 


effects  of  exposure  from  the  leaky  oven  also  ig- 
nores the  fact  that  oven  leakage  itself  is  variable 
because  of  daily  differences  in  the  characteristics 
of  the  food  being  prepared,  the  duration  of  opera- 
tion, the  volume  and  position  of  the  load  in  the 
oven,  the  intervals  between  usage,  as  well  as  the 
temperature-humidity  index  in  the  kitchen,  and 
many  other  important  factors.  These  are  some  of 
the  additional  reasons  my  original  submission  did 
not  include  estimates  of  exposure.  Carpenter’s 
calculations  notwithstanding,  in  my  opinion  it  is 
meaningless  to  perform  the  mathematical  gymnas- 
tics he  proposed. 

By  far  the  worst  reason  presented  by  Carpenter 
for  what  he  calls  evidence,  is  his  reliance  on  the 
regulations  of  the  Federal  Bureau  of  Radiological 
Health.  Although  he  may  have  been  a participant 
in  the  development  of  these  regulations,  neverthe- 
less, what  he  should  do  is  apply  his  considerable 
talent  to  taking  another  look  at  the  “science”  in- 
volved with  the  setting  of  standards.  No  matter 
what  the  regulation  states,  when  the  body  is  in- 
jured, it  will  respond  in  a pathologic  fashion. 

It  is  difficult  for  me  to  understand  the  logic  that 
Carpenter  expounds  when  he  says  he  is  certain 
that  microwave  radiation  can  cause  cataracts  in 
the  human  eye,  that  he  cannot  as  yet  say  how 
much  radiation  constitutes  a cataractogenic  expo- 
sure, and  that  he  is  equally  certain  it  did  not  occur 
in  this  case.  As  a zoologist,  he  could  not  have  had 
much  experience  in  examining  human  beings  with 
a slit  lamp  which  becomes  evident  to  me  in  two 
ways. 

First,  he  does  not  appear  to  understand  the  sig- 
nificance of  the  fact  that  my  description  of  rough- 
ening, thickening,  and  opacification  of  the  lens 
capsule  are  clinical  findings,  and  are  based  on  slit- 
lamp  observation  of  the  optical  qualities  of  the 
lens  as  it  is  illuminated  by  a beam  of  light.  It  is 
the  optical  appearance  of  the  in  vivo  human  eye. 
That  it  is  not  relatable  to  the  histologic  appear- 
ance of  his  fixed  rabbit  capsule  preparation  does 
not  mean  much  to  me  unless  he  can  demonstrate  a 
methodology  for  comparison.  At  any  rate,  I have 
no  first-hand  knowledge  of  what  Carpenter’s  his- 
tologic studies  are  and,  although  I accept  as  factu- 
al what  he  has  said,  I am  not  in  a position  to  make 
any  intelligent  evaluation  of  what  they  represent. 

Second,  although  Carpenter  may  believe  capsu- 
lar opacification  to  be  an  illusory  finding,  to  my 
knowledge  it  was  present  in  the  eyes  of  one  of  my 
patients  who  was  examined  by  him,  Dr.  Donald- 
son, and  Colonel  Appleton.  Figure  3 is  a photo- 
graph, half  of  a stereoscopic  pair,  of  the  left  lens  of 
this  patient,  a former  Air  Force  sergeant  who 
served  as  radarman  on  an  EC-121  (electronic  intel- 
ligence) aircraft.  Although  the  photograph  may 
not  demonstrate  well  the  qualities  of  roughening 
and  thickening,  various  degrees  of  opacification 
which  are  located  in  the  anterior  capsule  are  clear- 
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FIGURE  3.  Photograph  of  former  EC-121  radarman’s  left 
lens.  Many  varying  sized  opacities  of  anterior  capsule 
visible  in  segment  between  2:00  and  3:00  o’clock. 

ly  evident  on  the  side  opposite  the  flash-lamp  re- 
flex. In  comparing  the  stereoview  of  this  radar- 
man  to  the  case  reported  here,  they  are  practically 
identical. 

Earlier,  I mentioned  the  importance  of  clusters 
in  evaluating  troubleshooters  for  the  hazards  asso- 
ciated with  certain  occupational  environments. 
The  EC-121  aircraft  is  a perfect  example.  Ordi- 
narily, finding  just  one  case  of  capsular  cataract 
among  its  radarmen  should  have  been  sufficient 
for  the  Department  of  Defense  to  be  concerned. 
However,  there  are  now  3 EC-121  radarmen  with 
capsular  cataract  in  my  group.  Obviously,  they 
represent  only  the  part  of  the  iceberg  that  is  visi- 
ble. 

At  any  rate,  returning  to  the  former  EC-121  rad- 
arman  who  was  examined  by  Dr.  Carpenter,  copies 
of  some  of  their  correspondence  are  in  my  records 
and  show  clearly  that  Carpenter  was  of  the  opinion 
at  one  time  that  it  was  highly  probable  that  the 
patient’s  cataracts  were  a result  of  microwave  ex- 
posure. 

Ophthalmologists  who  do  not  recognize 
“microwave  cataract’’  as  clinical  entity 

Regarding  Dr.  Merriam’s  comments.  Dr. 

Merriam’s  comments  should  be  considered  in  the 
context  of  the  pragmatic  conditions  for  measuring 
the  actual  existent  field  intensities  encountered 
when  determining  the  power  density  of  a free  field 
of  radiation  and  the  perturbations  produced  by  in- 
serting an  object  in  the  irradiation  field.  Even 
when  performed  by  experts,  there  occur  a host  of 
variables,  including  the  absence  of  standardized 
mensuration  equipment  or  techniques,  so  that  it  is 
not  unusual  to  find  measured  values  of  the  same 
field  differing  by  two  orders  of  magnitude.  In- 
deed, it  is  frequently  considered  to  be  relatively 
good  agreement,  under  such  conditions,  for  read- 
ings to  be  within  a factor  of  ten.  So,  when  Dr. 


Merriam  informs  us  (1)  that  experimental  cata 
racts  have  been  produced,  usually  with  short  expo 
sures,  single  or  multiple,  at  power  densities  ex 
ceeding  100  mW.  per  square  centimeter,  and  (2 
that  at  his  institution  therapeutic  diathermy  has 
been  used  on  the  eye  for  many  years  in  treatments 
of  about  100  mW.  per  square  centimeter  foj 
twenty-minute  durations  twice  a day  for  up  to  twc 
weeks,  without  observing  any  adverse  effects,  ther 
I say  he  has  the  material  available  for  a worthwhih 
study. 

It  would  be  of  value  if  Dr.  Merriam  would  con  i 
duct  or  supervise  a follow-up  study  of  the  treatec 
patients.  Although  he  reports  that  no  adverse  ef 
fects  were  noted,  perhaps  some  occurred,  but  the} 
were  not  suspected  of  being  related  to  the  radia 
tion  therapy.  Perhaps  also  no  one  has  looked  int< 
this  population  grouping  for  the  long-term  or  de 
layed  effects  following  an  acute  exposure  regimei 
of  the  type  described.  In  addition  to  the  acute  ex 
posure  group,  perhaps  he  can  identify  the  opera 
tors  of  the  equipment  or  others  who  also  regularl; 
inhabited,  occupationally,  the  room  where  th< 
treatments  were  provided  since  they  could  repre 
sent  chronic  exposure  to  “low”  levels  of  irradiatioi 
over  a prolonged  period  of  time.  Certainly  such  ; 
study  would  add  useful  information  to  our  body  o 
knowledge. 

There  is  another  cluster  of  radar  workers  wit! 
microwave  cataracts  whom  I have  followed;  thei 
exposures,  in  a crude  sense,  resembled  that  of  ocu  : 
lar  diathermy.  These  men  were  employed  as  trou 
bleshooters  for  malfunctioning  generating  tubes 
To  correct  the  malfunction,  they  were  obliged  t : 
look  through  a window  in  the  tube  casing  to  ob 
serve  the  color  of  the  grids  which  would  appear  t 
be  black,  white,  grey,  or  red.  They  would  correc 
the  malfunction  by  altering  the  current  flowin 
through  the  wires  to  obtain  the  desired  color.  Th 
time  duration  of  each  exposure  was  brief  while  th 
number  of  exposures  varied  from  many  times  dail 
to  several  times  a week  during  a period  of  weeks  t 
months.  Typically,  the  visual  sighting  was  per 
formed  with  the  right  eye  until,  after  a period  c:J 
many  months,  the  worker  noticed  that  the  visio 
of  this  eye  was  failing  gradually.  Frequently,  b 
the  time  each  was  first  examined,  he  had  begun  t 
use  the  left  eye  for  his  work  because  its  vision  wa 
materially  better. 

One  of  the  first  patients  in  whom  I recognize 
capsular  cataracts  was  such  a microwave  tub 
technician.  His  exposures  took  place  over  a tw 
and  one-half  year  span  in  the  mid  1950s.  The  foi 
lowing  year,  during  a routine  eye  examination  b 
the  plant  optometrist,  it  was  noted  that  althoug 
the  patient’s  vision  was  still  correctable  to  20/20  i 
each  eye,  lens  bubbles  were  present  in  the  righ 
eye,  and  some  ill-defined  changes  were  takin 
place  in  the  left  lens,  findings  which  were  not  ot 
served  in  prior  examinations.  A year  later,  th 
plant  optometrist  noted  that  the  lens  changes  ha 
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progressed  so  that  the  opacity  in  the  right  lens  was 
described  as  having  an  overall  lace-like  appearance 
which  reduced  the  best  correctable  visual  acuity  to 
20/60,  and  many  small  bubbles  were  noted  to  be 
present  in  the  left  lens  which  could  still  be  correct- 
ed to  20/20.  At  that  time  the  patient  was  referred 
for  consultation  to  Dr.  Merriam  whose  findings 
were  that  both  lenses  exhibited  posterior  subcap- 
sular  opacities,  the  right  more  than  the  left,  and 
that  these  changes  were  similar  to  those  seen  fol- 
lowing exposure  to  ionizing  radiation.  A recon- 
struction of  exposure  records  revealed  that  the  pa- 
tient did  not  have  any  significant  exposure  to  ion- 
izing radiation;  his  weekly  exposure  was  in  the 
order  of  8 millirem.  Several  years  later  in  1960,  I 
had  the  opportunity  to  examine  this  patient  for 
i the  first  time.  The  findings  in  his  right  eye  were 
basically  extensive  capsular  cataract  as  seen  in 
Figure  4A  and  capsular  cataract  which  was  exten- 
sive only  at  the  posterior  polar  region  of  the  left 
: eye.  Two  years  later,  the  capsular  cataractous 
changes  had  progressed  to  the  extent  that  they 
were  demonstrable  in  the  left  eye  by  photography 
(Fig.  4B). 

| Nothing  in  this  should  be  construed  as  a criti- 
cism of  Dr.  Merriam’s  observations.  He  had  seen 
the  patient  (1)  before  there  was  any  information 
published  that  the  early  stages  of  capsular  cataract 
were  to  be  specifically  searched  for,  instead  of 
merely  being  considered  a part  of  subcapsular  opa- 
cification,8 a differentiation  which  to  this  day  most 
ophthalmologists  are  not  aware  of,  and  (2)  he  may 
have  seen  the  patient  before  the  capsular  cataract 
was  so  marked  that  it  would  be  obvious.  At  any 
rate,  this  patient  exhibited  subacute  capsular  cata- 
ract, his  exposures  in  a general  sense  bore  a resem- 
blance to  microwave  diathermy,  and  the  temporal 
evolution  of  the  pathologic  condition  is  typical  of 
the  time-bomb  nature  of  the  problem  with  which 
we  are  dealing. 

On  the  one  hand,  I am  sympathetic  with  Dr. 
Merriam’s  concern  about  the  possible  problems 
that  could  arise  as  the  press  becomes  aware  of  this 
case  and  may  distort  it.  On  the  other  hand,  I do 
not  see  any  wisdom  whatsoever  in  the  suggestions 
made  that  this  case  report  be  witheld  from  our  col- 
leagues. In  my  opinion,  we  have  a greater  respon- 
sibility to  our  professional  colleagues  than  to  cen- 
sor what  they  may  hear.  If  there  is  no  validity  in 
what  I have  reported,  the  sooner  this  is  found  to  be 
so,  the  better  for  all  of  us.  By  the  same  token,  if 
my  observations  and  opinions  are  correct  as  I be- 
ieve  them  to  be,  their  importance  for  preventive 
medicine  becomes  self-evident. 

Regarding  Dr.  Donaldson’s  comments.  Inso- 
ar as  capsular  cataract  is  concerned,  I would  refer 
Dr.  Donaldson  to  Bouchat  and  Marsol’s5  case  re- 
port except  for  the  fact  that,  to  my  knowledge,  Dr. 
Donaldson  has  already  examined  at  least  2 pa- 
tients where  the  refringence  of  the  slit-lamp  beam 
dearly  indicated  opacification  of  the  capsule. 


FIGURE  4.  Photographs  of  microwave  tube  technician’s 
eyes.  (A)  Right  eye  five  years  after  2.5-year  duration  job 
assignment  of  viewing  grids.  Extensive  opacification  in- 
volves principally  posterior  capsule  and  contiguous  cortex. 
Practically  99  per  cent  of  lens  substance  is  still  transpar- 
ent. (B)  Left  eye  taken  two  years  after  (A).  Again,  exten- 
sive opacification  is  limited  principally  to  posterior  capsule 
and  contiguous  cortex.  Note  that  lag  of  two  years 
elapsed  before  similar  stage  of  cataract  formation  was 
reached  in  left  eye  as  compared  with  right. 


Thus,  if  he  was  unable  to  make  this  direct  observa- 
tion in  the  cases  he  himself  examined,  he  will  find 
no  reason  to  accept  this  finding  as  being  present  in 
Bouchat  and  Marsol’s  case.  Perhaps,  though,  he 
might  consider  that  their  case,  at  age  twenty- 
three,  was  in  a very  young  man,  too  young  to  ex- 
hibit “senile  cataracts.” 

Regarding  Col.  Appleton’s  comments.  Col. 
Appleton’s  comments  reflect  accurately  many  as- 
pects of  the  Department  of  Defense’s  posture  vis- 
a-vis  microwave  injury.  Before  discussing  what 
Colonel  Appleton  has  said,  I should  like  to  com- 
ment on  his  maxim:  “everyone  will  develop  cata- 
racts if  he  lives  long  enough.”  Do  not  believe  it. 

In  order  that  the  reader  not  be  left  confused  by 
Colonel  Appleton’s  “facts,”  some  remarks  are  in 
order.  For  example,  he  tells  us  about  the  results 
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of  a five-year  clinical  survey  of  personnel  inhabit- 
ing microwave  environments  comparing  presump- 
tively exposed  to  presumptively  control  popula- 
tions; he  tells  us  there  was  no  significant  difference 
between  the  two  populations  with  respect  to  their 
eyes.  He  refers  to  an  article  about  his  survey  with 
himself  as  the  lead  author.  As  a matter  of  fact,  I 
was  the  leading  author  of  a document  published 
more  than  ten  years  ago  in  which  a similar  study 
was  performed  with  the  same  net  substantive  find- 
ings, but,  in  addition,  a rationale  was  presented 
outlining  why,  beyond  a reasonable  doubt,  this 
kind  of  study  would  not  provide  meaningful  data.9 
In  other  words,  Colonel  Appleton’s  survey  only 
confirms  my  prior  findings,  stated  more  than  ten 
years  ago,  and  I would  refer  the  interested  reader 
to  review  especially  the  conclusions  on  page  71  of 
this  reference. 

While  performing  my  initial  survey  on  the  pre- 
selected population,  a small  number  of  microwave 
workers  who  were  not  part  of  the  survey  began 
being  referred  to  me  for  consultation  on  an  indi- 
vidual basis.  Each  either  had  cataracts  suspected 
of  being  related  to  his  occupational  environment 
or  was  believed  to  have  been  exposed  to  potential- 
ly hazardous  levels  of  irradiation.  From  this  ini- 
tially small,  select  sample,  the  importance  of  the 
relationship  to  capsular  opacification  became  evi- 
dent; disturbance  of  slit-lamp  refringence  exhib- 
ited by  roughening,  thickening,  and  opacification, 
usually  at  the  posterior  lens  surface,  appeared  to 
be  the  earliest  observable  sign  of  microwave  inju- 
ry. Each  patient  was  advised  of  the  significance  I 
attached  to  my  findings,  cautioned  against  further 
exposure,  and,  where  necessary,  his  job  assignment 
was  changed  to  preclude  further  work  as  a micro- 
wave  troubleshooter.  Many  of  them  have  been 
reexamined  annually,  some  for  more  than  ten 
years.  Since  then  many  additional  new  cases  have 
been  added.  Some  have  gone  on  to  develop  ma- 
ture microwave  cataracts,  others  appeared  to  re- 
main arrested  for  many  years  and  then  progressed 
in  a stop-and-go  fashion,  while  others  appeared  to 
remain  stationary  in  a forme  fruste  stage.  How- 
ever, once  capsular  opacification  appeared,  it 
never  regressed. 

Based  on  this  knowledge,  a new  type  of  general 
investigation  was  instituted  in  which  the  objective 
was  not  to  compare  ill-defined  exposure  to  ill-de- 
fined control  groups,  but  instead  to  screen  large 
numbers  of  men  occupationally  inhabiting  envi- 
ronments of  laser  radiation  and/or  microwave  ra- 
diation, to  determine  whether  or  not  minimal  sig- 
natures of  nonionizing  radiation  injury  could  be 
detected  and  could  be  used  effectively  as  a preven- 
tive medicine  measure  to  protect  workers  from 
sustaining  further  covert  injury.  This  was  the  in- 
vestigation, not  the  former  one,  which  was  inter- 
rupted under  onerous  conditions  and  in  which  I 
had  identified  the  7 individuals  whom  Colonel  Ap- 
pleton now  appears  to  be  following.  For  high-in- 


tensity light  environments,  I had  previously  foun< 
hyperpigmentation  and/or  minute  areas  of  depig 
mentation  in  the  macula  to  be  an  indicator  of  pho 
tic  exposure. 

Colonel  Appleton  stated  that  the  eyes  of  these  ' 
men  have  remained  essentially  the  same  over  a pe 
riod  of  six  years.  He  did  not  say  whether  or  not  h 
had  observed  any  capsular  opacification  in  a singl 
one  of  them.  He  implied  that  he  did  not  find  thi 
by  saying  there  is  no  support  for  my  views  and  m 
observation  powers  are  unique.  To  my  knowl 
edge,  he  did  learn  in  October,  1973,  from  Dr.  Ten 
groth  and  Dr.  Aurell  of  Sweden  that  they  hav 
made  the  same  observations.  In  addition,  he  ca! 
now  read  what  Dr.  Bouchat  has  written  on  th 
subject. 

Returning  to  the  7 men  mentioned  by  Colone 
Appleton,  I would  surmise  that  some  of  them  wer 
employed  at  Fort  Monmouth,  a site  not  only  in 
eluded  in  my  second  (screening)  investigation  a 
mentioned,  but  also  where  I reported  to  the  has 
optometrist,  G.  C.  McCrossan,  the  results  of  m 
examinations  on  each  individual.  Nevertheless 
Appleton  and  McCrossan10  reported  they  fount 
nothing  suggestive  of  microwave  injury  at  that  fa 
cility.  It  appears  to  me  that  if  any  of  these  7 mer 
were  from  Fort  Monmouth  and  were  omitted  fror 
their  survey,  an  explanation  of  some  sort  should  b 
in  order. 

Finally,  there  is  one  other  matter  about  whicij 
he  also  appears  to  be  unclear.  While  writin 
about  microwave  ovens,  he  states  that  probabl 
some  of  them  leak  in  excess  of  the  standard  cur 
rently  used  and  then  he  provides  a figure  for 
standard  of  10  mW.  per  centimeter  (again,  I ar 
confident  he  meant  10  mW.  per  square  centime 
ter).  Now  the  standard  for  oven  leakage  is  5 mW 
per  square  centimeter  whereas  the  standard  fo 
military  use  of  microwaves  is  10  mW.  per  squar 
centimeter.  Colonel  Appleton  is  a consultant  t 
both  groups.  However,  there  is  no  evidence  what 
soever  that  I know  about  to  permit  increasing  th 
levels  of  leakage  from  ovens  but,  instead,  there  i 
mounting  pressure,  not  evidence,  to  raise  the  star 
dard  for  military  usage  of  nonionizing  radiatior 
otherwise  EMP  (the  use  of  electronic  counter  mea 
sures  against  certain  types  of  ballistic  missiles 
could  not  be  deployed. 

Contrary  to  Colonel  Appleton’s  assurance  tha 
exposures  in  excess  of  the  so-called  standards  ar 
being  viewed  with  progressively  less  alarm  (b 
whom  I do  not  know),  the  views  expressed  in  th 
report  from  the  Office  of  Telecommunication 
Policy  in  the  White  House  and  the  data  collecte< 
by  Sen.  John  V.  Tunney11  both  are  diametricall 
opposed  to  those  put  forth  by  Colonel  Appleton. 

Ophthalmologist  who  recognizes  “microwave 
cataract”  as  clinical  entity 

Regarding  Dr.  Bouchat’s  comments.  It  w< 
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ndeed  a pleasure  to  read  Dr.  Bouchat’s  article  and 
o receive  his  comments,  not  because  they  are  sup- 
jortive  but  because  they  are  substantive.  Per- 
haps I can  supplement  his  case  report  and  add  a 
ew  small  details  to  his  comments. 

In  the  case  reported  by  Bouchat  and  Marsol,5 
he  search  for  detail  was  thorough,  the  analysis  of 
vhat  they  found  was  brilliant,  and  the  photo- 
graphs were  magnificent.  Polychromatism  was 
nentioned  briefly,  I am  certain,  just  for  complete- 
ness because  they  themselves  did  not  expand  on  it. 
in  my  experience,  polychromatic  luster  can  be  ex- 
libited  in  every  lens  examined  by  slit  lamp,  and  it 
s dependent  not  on  any  special  quality  of  the  opa- 
cifying lens  capsule,  per  se,  but  instead  on  the 
)rismatic  dispersion  of  the  chromatic  content  of 
he  luminaire  as  it  is  focused  on  and  reflected  from 
he  posterior  surface  of  the  lens.  During  the  past 
'ifteen  years,  I have  paid  special  attention  to  poly- 
hromatic  luster  in  examining  thousands  of  nor- 
nal  lenses,  hundreds  of  lenses  exhibiting  minimal 
vidence  of  hertzian  radiation  injury  of  the  poste- 
ior  capsule,  more  than  50  microwave  workers  with 
arious  clinical  stages  of  microwave  cataract,  and 
bout  another  50  patients  with  hertzian  radiation 
ataracts;  in  none  of  the  patients  exhibiting  any 
orm  of  hertzian  radiation  injury,  minimal  or  ad- 
anced,  could  I find  polvchromatism  to  be  a signif- 
cant  factor,  and  I have  never  mentioned  it  in  any 
'f  my  reports  or  publications. 

Dr.  Bouchat’s  observation  that  it  is  easy  to  con- 
use  capsular  with  subcapsular  cataracts  provides 
ne  of  the  basic  reasons  why  more  cases  have  not 
'een  found:  they  have  been  occurring,  but  mostly 
hey  have  remained  unsuspected  and  therefore 
ndiagnosed.  His  self-effacing  explanation  that 
nly  because  of  his  interest  in  biomicrophotogra- 
hy  was  he  able  to  pinpoint  these  cataracts  must 
ot  be  permitted  to  pass  without  comment.  The 
act  that  he  made  the  observation  and  understood 
ps  significance  speaks  highly  for  his  technical 
iompetence  and  intellectual  ability,  since  he  was 
ruly  exploring  an  unchartered  area. 

Dr.  Bouchat  is  correct  in  stating  that  irregulari- 
ies  and  thickening  of  the  capsule  per  se  are  not 
learly  evident  in  the  photographs.  These  are  pri- 
larily  slit-lamp  findings.  Nevertheless,  if  one 
ould  examine  Figure  2 carefully,  it  will  be  noted 
nat  the  opacification  present  in  the  anterior  cap- 
ale  and  projecting  into  the  anterior  chamber  is 
ot  homogeneous.  Instead,  it  can  be  described  as 
ontaining  a scattering  of  fine  opacities  of  differ- 
ig  texture  and  optical  density.  Further,  some  of 
ie  minute  opacities  appear  to  be  clumped  togeth- 
r into  aggregates  of  varying  dimensions.  Be- 
veen  the  visible  opacities  are  small  regions  where 
ie  capsule  remains  transparent.  The  interfaces 
etween  transparency  and  opacity  are  fuzzy,  or  at 
ast  frequently  they  are  not  completely  sharply 
emarcated.  On  detailed  inspection  with  a sharp 


narrow  beam  being  moved  back  and  forth,  the  re- 
fringence  surface  is  easily  observed  to  be  irregular. 
Moreover,  as  the  ordinarily  transparent  capsule 
becomes  readily  observable  where  opacification  is 
taking  place,  this  produces  the  visual  impression 
that  the  capsule  is  thicker  in  these  regions  than  in 
unaffected  areas,  where  the  only  clue  to  the  pres- 
ence of  the  capsule  is  the  line  of  refringence  as  the 
optical  beam  passes  from  the  optical  rarity  of  the 
medium  surrounding  the  lens  into  the  optical  den- 
sity of  the  lens.  Returning  again  to  Figure  2,  I 
think  this  can  be  appreciated,  even  in  this  photo- 
graph, by  observing  the  appearance  of  the  inter- 
face between  anterior  chamber  and  lens,  since  this 
interface  extends  from  the  peak  of  the  anterior 
capsular  opacity  projection  upward  or  downward 
until  it  blends  into  the  normal-appearing  interface 
between  anterior  chamber  and  lens.  Naturally,  like 
capsular  irregularity,  capsular  thickness  can  also 
be  better  appreciated  by  moving  a sharp  narrow 
beam  back  and  forth  while  observing  the  refrin- 
gence. 

Regarding  Dr.  Bouchat’s  discussion  of  the  delay 
in  evolution,  he  is  entirely  correct.  In  addition  to 
the  intensity-duration  function,  other  important 
exposure  factors  which  affect  the  onset  of  signs 
and  symptoms  are  the  interval  between  exposures 
and  the  total  number  of  exposures. 

Our  experience  is  contrary  to  Dr.  Bouchat’s  dis- 
cussion of  therapy;  unfortunately  the  surgical  mor- 
bidity, immediate  postoperative  wound  healing, 
and  delayed-appearing  postsurgical  complication 
rates  are  all  higher  than  ordinarily  encountered. 
This  should  not  be  surprising  if  one  considers  that 
all  of  the  other  tissues  of  the  anterior  segment 
have  also  been  irradiated  simultaneously  with  the 
lens. 

Some  of  the  more  common  surgical  complica- 
tions encountered  are  due  to  increased  capsule  fri- 
ability and  the  frequent  occurrence  of  unsuspected 
posterior  synechiae  lying  closer  to  the  root  of  the 
iris  than  to  the  sphincter.  In  my  experience,  this 
can  often  be  predicted  preoperatively  when  the 
pupil  fails  to  dilate  fully  after  the  installation  of 
mydriatics.  At  any  rate,  it  is  not  rare  in  these 
cases  to  find  when  the  anterior  chamber  has  been 
entered,  and  before  the  lens  has  been  touched  with 
an  instrument,  that  the  capsule  is  already  rup- 
tured. My  preference  for  iridectomy  is  the  sector 
type  for  two  reasons:  first,  it  permits  inspection 

for  a flush  of  pigment  at  the  time  of  iridectomy,  a 
finding  highly  relatable  to  the  presence  of  posteri- 
or synechia  and  indicative  of  the  desirability  of 
performing  posterior  synechiotomy  maneuvers  be- 
fore attempting  extraction  of  the  cataract,  and  sec- 
ond, it  permits  under  direct  observation  the  strip- 
ping away  of  the  face  of  the  vitreous  from  the  pos- 
terior capsule,  another  not  infrequent  site  of  adhe- 
sions in  capsular  cataract. 

The  immediate  postoperative  course,  especially 


October  1 974/  New  York  State  Journal  of  Medicine  2047 


where  adhesions  have  been  encountered,  can  be 
stormy.  Keratitis  and  delayed  wound  healing  also 
occur  more  frequently  in  these  cases  than  ordinari- 
ly expected.  Among  the  delayed-appearing  com- 
plications are  secondary  glaucoma,  corneal  thin- 
ning at  the  wound  margins  leading  to  ectasia,  de- 
layed wound  dehiscence,  detached  retina,  and  per- 
sistent keratopathy. 

In  summary,  where  other  types  of  cataract  have 
surgical  complications  only  2 to  3 per  cent  of  the 
time,  with  microwave  cataract  surgery  there  is  a 20 
to  30  per  cent  chance  for  complications. 

Dr.  Bouchat’s  comments  were  as  incisive  and 
relevant  as  his  original  observations.  We  are  all 
better  informed  for  his  willingness  to  share  his  ex- 
perience with  us.  Merci  beaucoup. 
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Much  has  been  written  about  the  maldistribu- 
tion of  physicians  in  the  United  States.  Physi- 
cian-to-population  ratios  are  frequently  cited  as 
evidence.  These  figures  are  then  correlated  with  a 
number  of  community  attributes,  such  as  popula- 
tion, buying  power,  and  number  of  hospital  beds, 
to  discover  which  are  the  most  significant. 

Joroff  and  Navarro1  worked  with  9 different 
community  attributes,  while  Mardin2  confined 
himself  to  only  5.  Both  these  studies  helped  to 
describe  and  explain  the  present  distribution  of 
physicians.  They,  however,  deal  with  factors  that 
are  difficult  to  manipulate.  For  example,  one  can 
hardly  increase  the  per  capita  income  of  a city  to 
attract  physicians. 

Since  community  characteristics  are  difficult  to 
alter,  much  importance  is  placed  on  the  physi- 
cian’s own  background  in  determining  his  present 
place  of  practice.  Conceivably,  this  information 
could  lead  regional  health  manpower  councils  to 
establish  guidelines  concerning  the  type  of  appli- 
cants medical  schools  and  hospitals  should 
accept.3-9 

This  study  concerning  the  mobility  of  the  Uni- 
versity of  Buffalo  Medical  School  graduates  within 
New  York  State  attempts  to  shed  some  light  into 
this  area. 

Method 

The  study  involves  170  specialists  who  gradu- 
ated from  the  University  of  Buffalo  from  1956  to 

This  study  was  supported  by  the  State  University  of  New 
\ork  Research  Foundation  via  a grant  from  the  Joint  Awards 
Council,  University  Awards  Committee.  All  rights  reserved. 
This  study  or  parts  thereof,  may  not  be  reproduced  in  any  form 
without  the  permission  of  the  author. 


1962,  and  whose  geographic  background  is  listed  in 
the  Marquis  Directory  of  Medical  Specialists. 

The  total  number  of  graduates  from  the  Univer- 
sity of  Buffalo  was  409  physicians  from  1956  to 
1962.  Of  these,  170  had  been  New  York  State  res- 
idents prior  to  their  admission  into  medical  school 
and  had  achieved  board  certification  by  1970,  and 
so  were  listed  in  the  Directory  of  Medical  Special- 
ists. Another  26  physicians  were  in  specialist 
practice  but  were  not  from  New  York  State;  52 
were  in  specialist  practice  but  not  certified.  The 
other  161  were  in  general  practice  and  other  forms 
of  work.  One  way  of  doing  the  study  would  have 
been  to  trace  the  location  of  all  409  physicians 
through  the  American  Medical  Directory.  This 
study  was  limited  first  to  specialists  and  second  to 
those  physicians  who  were  board  certified  from 
New  York  State,  the  assumption  being  that  their 
training  was  completed  and  that  they  were  estab- 
lished in  a long-term  career  in  New  York  State. 

The  specialists  are  traced  from  before  their  ad- 
mission into  the  medical  school  through  intern- 
ship, residencies,  and  first  place  of  practice. 

Results 

The  results  of  this  study  appear  in  the  figures 
following.  Figure  1 displays  geographically  the 
distribution  of  the  170  specialists  prior  to  and  fol- 
lowing their  medical  training  at  the  University  of 
Buffalo.  Figure  2 is  a standard  metropolitan  sta- 
tistical areas  map  of  New  York  State.  For  exam- 
ple, Figure  1A  displays  the  geographical  distribu- 
tion of  the  1956  to  1962  medical  school  graduates 
who  would  become  specialists  prior  to  their  admis- 
sion to  the  University  of  Buffalo’s  Medical  School: 
of  the  170  graduates  traced  in  this  study,  95  had 
Erie  County  as  their  permanent  address  prior  to 
their  admission  to  the  school.  There  were  12  en- 
tering students  from  Monroe  County,  whereas  9 or 
less  were  from  the  other  non-zero  counties  in  the 
State. 

Figure  IB  displays  geographically  the  distribu- 
tion of  the  1956  to  1962  medical  school  graduates 
at  the  time  of  internship:  of  the  170  graduates 

traced,  82  interned  in  Erie  County,  14  in  Bronx 
County,  10  in  Monroe  County,  and  7 or  less  in  the 
other  counties  (Fig.  IB). 

Figures  1C,  ID,  and  IE  display  the  distribution 
of  the  1956  to  1962  medical  school  graduates  at  the 
time  of  first  residency,  second  residency,  and  first 
practice,  respectively.  Therefore,  of  the  170  grad- 
uates traced,  50  established  their  first  practice  in 
Erie  County,  9 in  Monroe  County,  and  5 or  less  in 
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31  OR  MORE 

FIGURE  1.  Distribution  period.  (A)  Admission.  (B)  Internship.  (C)  First  residency.  (D)  Second  residency.  (E)  Practice 
1968. 
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the  other  counties  (Fig.  IE). 

Figure  3 displays  the  percentage  of  specialists 
who  lived  in  a county  at  the  time  of  admission,  in- 
ternship, first  residency,  and  second  residency  who 
stayed  or  returned  to  that  county  for  their  first 
practice.  For  example,  Figure  3A  displays  the 
percentage  of  specialists  wrho  lived  in  an  area  at 
the  time  of  admission  to  Buffalo’s  Medical  School 
and  who  stayed  in  that  area  for  their  first  practice: 
of  the  170  specialists  traced,  95  lived  in  Erie  Coun- 
ty at  the  time  of  admission  to  Buffalo’s  Medical 
School  (Fig.  1A)  and  of  this  95,  44  remained  or  re- 
' turned  to  Erie  County  for  their  first  practice. 
Therefore  44/95  is  plotted  for  Erie  County  in  Fig-' 
ure  3A.  Of  the  original  170  specialists  studied,  12 
lived  in  Monroe  County  at  the  time  of  admission 
to  Buffalo’s  Medical  School  (Fig.  1A)  and  of  this 
12,  5 remained  or  returned  to  Monroe  County  for 
their  first  practice.  Therefore  5/12  is  plotted  for 
Monroe  County  in  Figure  3A. 

Figures  3B  through  3D  display  the  percentage  of 
specialists  from  New  York  State  who  lived  in  a 
county  at  the  time  of  internship,  first  residency, 
and  second  residency  who  stayed  or  returned  to 
that  county  for  their  first  practice,  respectively. 


Therefore,  of  the  9 specialists  who  performed  their 
second  residency  in  Erie  County,  8 stayed  or  re- 
turned for  their  first  practice  in  Erie  County  (Fig. 
3D). 

Conclusions 

The  distribution  charts  when  compared  to  a 
standard  metropolitan  statistical  areas  map  clear- 
ly show'  that  many  specialists  chose  to  practice  in 
an  urban  or  suburban  environment.  These  results 
are  in  harmony  with  the  previous  studies  of  Joroff 
and  Navarro,1  and  Mardin.2 

The  area  retention  percentages  point  to  another 
aspect.  Of  the  170  physicians  studies,  the  fol- 
lowing overall  figures  were  obtained:* 

1.  Of  those  who  were  in  an  area  at  the  time  of  ad- 
mission 37  per  cent  stayed  or  returned  to  that  area  for 
first  practice. 

2.  Of  those  who  interned  in  an  area  38  per  cent 
stayed  or  returned  to  that  area  for  first  practice. 

3.  Of  those  who  did  a first  residency  in  an  area  43 
per  cent  stayed  or  returned  to  that  area  for  first  prac- 
tice. 

4.  Of  those  who  did  a second  residency  in  an  area 

* Areas  were  defined  by  the  A.M.A.  Geographic  County 
Code. 
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AREA 

ALBANY  1/2 

BRONX  1/14 

CHEMUNG  1/1 

ERIE  38/82 

KINGS  0/7 

MONROE  6/10 

NASSAU  1/4 

NIAGARA  0/4 

ONONDAGA  0/1 

RICHMOND  0/3 

WCHESTER  1/2 


A 


50  per  cent  stayed  or  returned  to  that  area  for  first 
practice. 

The  influence  of  the  physician’s  background  can 
also  be  seen  by  the  tracing  of  four  physicians  who 
returned  to  Chautauqua  and  Chemung  counties, 
although  these  areas  are  relatively  poor  and  do  not 
contain  any  large  metropolitan  areas. 

The  findings  of  this  article  are  in  congruence 
with  a previous  study  performed  by  this  author.3 
The  results  of  this  research  should  be  clear  to  re- 
gional health  manpower  councils.  If  they  wish  to 
increase  the  number  of  specialists  in  a geographic 
area  they  should  be  accepting  more  medical  school 
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FIGURE  3. 

Percentage  of  specialists  living  in  an  area 

who  stayed  for  first  practice.  (A)  After  admission.  (B) 
After  internship.  (C)  After  first  residency.  (D)  After  sec- 
ond residency.  (Those  states  not  listed  had  no  physicians 
initially  in  area  indicated.) 


applicants  from  that  region  and  attracting  more 
interns  and  medical  residents  to  that  district. 

State  University  of  New  York  at  Buffalo 
School  of  Management 
218  Crosby  Hall 
Buffalo,  New  York  14214 
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As  the  dweller  in  the  body  (the  soul)  experi- 
ences in  body,  childhood,  youth  and  old  age,  so 
passes  he  on  to  another  body,  the  steadfast  one 
grieves  not  thereat. 

— Lord  Krishna  in  Bhagavad  Gita 

It  is  difficult  to  visualize  in  today’s  death-deny- 
ing society  that  death  is  at  least  as  natural  as  life. 
Failure  to  realize  this  has  led  some  of  us  to  think 
that  medicine  is  a fight  against  death  rather  than 
disease  and  that  all  our  patients  are  entitled  to 
cure  rather  than  care.  It  is  this  same  tubular  vi- 
sion which  makes  us  uncomfortable  when  faced 
with  a dying  patient,  makes  us  treat  him  beyond 
the  point  where  life  ceases  to  be  meaningful,  and 
to  look  for  a culprit  when  a patient  dies,  in  the 
form  of  a known  pathologic  entity — a disease 
which  we  w'ould  like  to  conquer.  As  a result,  al- 
though we  do  not  precisely  know  the  cause  of  life, 
still  we  always  insist  on  knowing  the  cause  of  a 
death.  The  format  of  the  death  certificate  also 
demands  this  and  insists  on  not  accepting  the 
“mode  of  death”  alone.  This  has  important  epi- 
demiological implications,  but  is  it  always  possible 
or  practical  to  give  a precise  cause  of  every  death? 

A hypothetical  one-hundred-year-old  man  is 
under  care  in  a chronic  disease  hospital.  He  has 
had  rheumatoid  arthritis  which  has  for  many  years 
made  him  bedridden.  He  had  a benign  prostatic 
hypertrophy  treated  by  a transurethral  resection. 
He  is  having  increased  anteroposterior  diameter  of 
chest  and  has  had  a skin  condition  for  many  years. 
One  morning  he  is  found  dead. 

What  is  the  cause  of  death?  None  of  the  diseas- 
es mentioned  can  be  blamed,  at  least,  not  without 
some  serious  doubt.  “Heart  failure”  as  the  lay- 
man may  say,  is  not  an  acceptable  cause  of  death; 
so  he  gets  the  diagnosis  “acute  myocardial  infarc- 
tion,” since  statistically  it  is  the  commonest  cause 
of  such  deaths,  and  these  statistics  are  in  turn 
based  on  such  death  certificates.  High  cholesterol 
diet  is  not  the  only  factor  which  makes  heart  dis- 
ease America’s  number  one  killer.  Our  loose 
thinking,  too,  contributes  to  the  same.  “Acute 
myocardial  infarction”  in  this  case  is,  in  essence, 
the  mode,  disguised  as  the  cause  of  death. 

To  exemplify  this,  Angrist1  noted  that  in  the 
first  year  of  the  confidential  certificate  in  New 


York  City,  the  diagnoses  of  syphilis,  alcoholism, 
and  tuberculosis,  and  so  forth,  increased  10  per 
cent  with  a corresponding  loss  in  the  arterioscle- 
rotic heart  disease. 

It  is  important  to  remember,  as  pointed  out  by 
Kuller,  Lilienfeld,  and  Fisher2  that  while  we  base 
our  diagnosis  of  ASH1)  (arteriosclerotic  heart  dis- 
ease) in  such  cases  on  either  suddenness  of  death 
or  on  the  past  history  of  ASHI),  such  a person  can 
die  of  dissecting  aneurysm,  a ruptured  aortic  aneu- 
rysm, or  a cerebrovascular  insult  as  well. 

It  is  not  always  the  ASHD  that  is  misused.  De- 
pending on  the  geographic  and  other  factors  af- 
fecting prevalence  of  diseases,  many  other  diseases 
such  as  pulmonary  embolism,  bronchopneumonia, 
malnutrition,  bronchitis,  and  emphysema,  to  men- 
tion a few,  may  be  similarly  exploited. 

This  kind  of  guesswork,  not  always  voluntary, 
has  made  death  certificate  data  of  doubtful  reli- 
ability in  compiling  mortality  statistics2-5  Mori- 
yama,  Dawber,  and  Kannel3  evaluated  the  data  on 
death  certification  and  concluded  that  “there 
should  be  another  basis  for  the  compilation  of 
mortality  statistics.”  They  also  found  the  under- 
lying cause  concept  often  difficult,  if  not  impossi- 
ble to  apply.  Of  1,362  death  certificates  coded  as 
cardiovascular  deaths,  they  found  that  only  in  12 
per  cent  of  cases  was  the  diagnosis  well  estab- 
lished, and  in  an  additional  40  per  cent  the  diagno- 
sis seemed  “reasonable”  or  a “reasonable  infer- 
ence” from  the  cited  evidence.  In  the  remaining 
cases  either  the  evidence  was  insufficient  or  the  di- 
agnosis was  “probably  incorrect”  or  “better  be  re- 
placed by  another  diagnosis.” 

Autopsy  may  help  to  establish  cause  of  death  in 
some  cases.  However,  the  results  of  autopsy  can 
be  evaluated  in  the  light  of  careful  history,  clinical 
observation,  and  laboratory  data.  The  percentage 
of  error  increases  when  some  or  all  of  these  data 
are  unobtainable.  Abramson,  Sacks,  and  Cahana6 
also  reported  many  inconsistencies  for  myocardial 
infarction  in  their  study  dealing  with  death  certifi- 
cate data  as  an  indication  of  even  presence  of  cer- 
tain diseases  at  the  time  of  death,  not  necessarily 
being  the  cause  of  death.  At  autopsy  there  may 
be  no  gross  lesion  present,  as  discussed  by  An- 
grist,7 in  case  of  hyperirritable  carotid  sinus,  drug 
hypersensitivity,  and  so  forth,  and  if  a lesion  is 
found,  such  as  a lobar  pneumonia,  it  may  not  be 
incompatible  with  life. 

This  situation  is  in  sharp  conflict  with  the  preci- 
sion required  by  the  form  of  death  certificates 
used  at  present.  It  calls  for,  Feinstein5  noted, 

The  physician  not  merely  to  state  the  diseases  be- 
lieved to  be  present  in  the  dead  patient  but  also  to  ar- 
range those  diseases  into  a sequence  comprising  an 
immediate  “cause  of  death,”  a list  of  successive  “con- 
tributing causes,”  and  a list  of  “unrelated”  diseases. 
The  precision  of  diagnosis  demanded  in  this  request  is 
often  difficult  to  fulfill.  A physician  frequently  can- 
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not  be  sure  of  which  disease,  among  several,  was  the 

prime  cause  of  death. 

Not  only  that,  but,  at  times  as  in  our  hypotheti- 
cal patient,  no  disease  can  really  be  called  the 
“cause  of  death”  or  even  contributing  toward 
death,  and  to  find  the  cause  of  death  may  call  for  a 
great  deal  of  guesswork,  and  the  frustated  physi- 
cian will  often  put  down  a cause  of  death  which  he 
knows  will  “cause  no  trouble.”1 

At  times,  it  is  possible  to  give  precise  cause  of  a 
death,  such  as  cancer  with  metastasis,  but  when  it 
is  not  possible  to  give  cause  of  a death,  in  which 
trauma,  poisoning,  or  other  medicolegal  possibili- 
ties are  ruled  out,  several  things  can  be  done. 
A physician  should  not  be  required  to  give  the 
cause  of  a death,  unless  he  wishes  to  do  so,  and  can 
do  it  without  doing  any  guesswork.  He  may  enu- 
merate the  disease  conditions  considered  to  be 
present  at  the  time  of  death,  without  any  particu- 
lar order,  or  in  an  order  in  which  he  wishes  to  list 
them.  This  should  not  cause  any  extra  trouble  for 
the  epidemiologist,  since  what  is  being  done  now  is 
not  helping  him  either,  and  it  forces  the  physician 
into  distortion  of  records.  If  we  do  not  want  to 
change  the  format  of  the  death  certificate,  one 
may  be  allowed  to  write  “disease  none”  as  cause  of 
death,  and  then  go  on  to  list  the  diseases  thought 
to  be  present  at  the  time  of  death. 

In  the  Standard  Nomenclature,8  “disease  none” 
(rubrics  yoo-000)  is  an  accepted  diagnosis.  Nor- 
mal pregnancy9  which  is  certainly  not  a disease 
(although  acquired  by  contact,  carried  by  men  and 
manifest  only  in  women),  and  even  the  lack  of 
pregnancy10  (pregnant  not:  yoo-006)  are  accepted 
diagnoses.  There  are  many  occasions  when  “dis- 
ease none”  is  diagnosed  such  as  in  epidemiological 
surveys,  pre-employment  examination,  premar- 
riage examinations,  and  so  forth;  there  are  times 
when  people  are  admitted  for  checkups,  tests,  and 
the  like,  and  these  conditions  are  listed  in  the  In- 
ternational Classification  of  Diseases11  as  “condi- 
tions without  sickness.” 

Some  diseases  are  known  to  cause  death,  and 
this  association  is  fixed  into  our  minds  during  our 
training  in  the  medical  schools,  which  is  oriented 
toward  disease  and  death  rather  than  health  and 
life.  Just  as  there  are  diseases  that  do  not  cause 
death,  we  should  realize  that  there  are  deaths  that 
are  not  caused  by  diseases.  Death  is  the  final 
stage  of  life,  and  ideally  it  follows  old  age,  if  dis- 
eases do  not  abruptly  bring  it  about.  The  process 
of  aging  with  its  effects  on  tissues  is  studied  sepa- 
rately from  that  of  disease;  in  the  same  manner,  a 
death,  especially  the  one  occurring  in  extreme  old 
age,  can  he  visualized  as  having  no  relation  to  a 
disease.  As  in  other  aspects  of  life,  such  as  aging, 
our  knowledge  of  the  intricate  processes  involved 
in  death  too  is  limited.  In  this  context,  giving 
cause  of  each  death  is  a denial  of  our  extreme  igno- 
rance in  this  matter.  In  spite  of  t he  difficulties  in- 


volved in  selecting  (or  finding)  a disease  as  cause 
of  death,  it  is  always  done. 

One  reason  for  this  mystery  in  medicine  is  that 
“no  disease”  written  in  the  column  for  “cause  of 
death”  may  automatically  signify  an  “unnatural 
death”  and  may  cause  some  difficulty  with  the 
law,  the  reason  for  which  I find  difficult  to  see. 
The  death  certificates  do  include  a statement  from 
the  physician  expressing  his  satisfaction  as  to  rul- 
ing out  any  trauma,  poisoning,  and  so  forth.  “I 
further  certify  that  traumatic  injury  or  poisoning 
DID  NOT  play  any  part  in  causing  death,  and  that 
death  did  not  occur  in  any  unusual  manner  and 
was  due  entirely  to  NATURAL  CAUSES”  (the 
capitals  are  in  the  original).12 

How  could  one  be  sure  of  this  when  writing  “no 
disease”  under  “cause  of  death”?  This  is  a good 
question.  One  cannot,  at  least  not  always;  but 
then  how  does  writing  “acute  myocardial  infarc- 
tion” answer  it?  Actually,  when  writing  that  diag- 
nosis we  are  not  conveying  anything  more  than  the 
statement  quoted  previously.  Accepting  “disease 
none”  in  the  cause  of  death  column  will  “create 
confidence  in  the  belief  that  the  certificate  of 
death  tells  nothing  less  than  the  facts  warrant  and 
nothing  more  than  the  facts  permit,”1  help  keep 
our  records  and  statistics  straight,  our  consciences 
clear,  and  will  acknowledge  the  fact  that  one  can 
be  born,  live,  be  admitted  to  a hospital,  and  even 
die  without  a specific  disease. 

Bird  S.  Coler  Hospital 
Roosevelt  Island 
New  York,  New  York  10017 
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The  program  lists  my  participation  in  this  semi- 
nar as  “Comments”  on  the  major  address  “Prob- 
lems of  Scientific  Publications”  by  Cummings,1 
just  a holding  action  on  his  coattails,  and  1 am 
mindful  of  what  the  tiny  mouse  said  to  the  mighty 
elephant  as  they  approached  the  railroad  trestle: 
“Well,  we  two  sure  will  make  that  bridge  shake.” 
To  comment  would  just  be  repetitious  and  anticli- 
mactic  and  a bit  presumptuous  on  my  part,  much 
like  “painting  the  lily  or  adding  another  hue  to  the 
rainbow.” 

Contribution  of  National  Medical  Library 

I have  chosen  then  to  stress  a single  but  singular 
application  of  Dr.  Cummings’  discussion  of  the 
“publication  dilemma,”  as  revealed  in  the  title 
mentioned  as  a more  fitting  and  appropriate  con- 
tribution to  this  seminar.  I respond  then  as  a lay- 
man in  this  field,  a user  of  a library.  All  medical 
libraries  have  benefited  munificently  from  the  Na- 
tional Library  network,  in  no  small  measure  the 
creation  of  Dr.  Cummings.  I will  then  speak  as  a 
grateful  benefactor — a consumer,  active  rather 
than  activist — of  the  bounty  of  this  remarkable 
ever-expanding  program.  May  it  be  spared  the 
economy  mood  in  Washington  and  continue  to 
grow-  and  to  serve. 

The  nation  is  much  indebted  to  Dr.  Cummings 
for  the  existing  outstanding  medical  library  net- 
work. serving  as  it  does  so  effectively  and  efficient- 
ly. Despite  the  “problems  of  scientific  publica- 
tions” analyzed  so  beautifully  by  Dr.  Cummings,  a 
great  deal  has  already  been  done  and  is  being  done 
by  the  National  Medical  Library.  We  have  al- 
ready in  operation  a system  for  the  collation  and 
distribution  of  knowledge  which  is  second  to  none 
in  the  world  today,  a remarkable  achievement. 
With  the  innovative  services  indicated  by  the  acro- 
nyms MEDLARS  (medical  literature  analysis  re- 
trieval system),  MEDLINE  (medlars  on  line  inter- 
active bibliographic  searching  systems)  plus 

Presented  at  Seminar  on  Problems  of  Scientific  Publications, 
May  2,  1973,  State  University  of  New  York  Downstate  Medical 
Center,  Brooklyn,  New  York. 


SIDELINE  and  MEDLEARN  (on  line  orientation 
to  MEDLINE),  and  TOXICON  (toxicity  informa- 
tion controversial  on-line  network),  AVLINE 
(audio-visual  on  line),  SERLINE  (serials  on  line), 
CATLINE  (catalog  on  line),  the  new  KWOL  (key 
word  out  of  context  index),  and  the  many  other 
important  bibliographies  and  indices,  all  kept  up 
to  date  under  the  auspices  of  the  National  Medical 
Library,  we  have  powerful  tools  for  use  by  every  li- 
brarian and  by  all  individuals  seeking  sources  of 
information  and  data.  The  TWX  (teletype  wire 
exchange)  and  the  faster  Texas  instrument,  on 
line,  assure  a most  rapid  service  and  approach  the 
ideal  in  information  transfer  and  dissemination. 
The  promise  of  more  wonders  to  come  is  inherent 
in  the  many  projected  new  endeavors  of  the  Lister 
Hill  National  Center  for  Biochemical  Communica- 
tions, such  as  satellite  links  with  medical  centers 
and  isolated  hospitals. 

Plea  to  meet  varying  needs 
of  all  physicians 

This  presentation  is  by  way  of  an  appeal  to  the 
national  library  network  to  offer  a still  more  selec- 
tive service  to  the  average  practicing  physician, 
that  is,  to  “cut  the  cloth  to  fit”  the  varying  needs 
of  different  readers  and  users.  All  readers  do  not 
have  the  same  needs.  A more  selective  approach 
to  meet  the  problem  of  the  busy  practicing  physi- 
cian, created  by  the  overwhelming  amount  of  pub- 
lished material,  is  imperative.  This  requires  more 
careful  consideration  of  the  nature  of  the  reader 
and  his  purpose,  to  supply  the  appropriate  materi- 
al to  meet  his  individual  need  of  the  moment.  We 
must  subdivide  the  objectives  of  the  inquiring 
physicians  into  different  categories,  and  also  in- 
clude the  factors  of  past  achievments,  present  nar- 
row interests,  capabilities,  and  background  as  well 
as  the  broad  nature  of  the  problem  and  the  use  to 
which  the  information  sought  is  going  to  be  put. 
We  need  the  Weed  special  “problem-oriented  and 
problem-solving”  approach  in  selecting  the  correct 
or  best  references  for  the  specific  aim. 

Thus  the  reference  material  needed  for  an  arti- 
cle to  be  published  in  a scientific  journal  is  quite 
different  from  that  required  for  a presentation  of  a 
case  at  a mortality  conference.  The  former  probes 
into  the  minutiae  to  add  to  our  knowledge  in  the 
future;  the  other  utilizes  the  past  for  interpreta- 
tion and  solution  of  a particular  problem  and  seeks 
“distilled  information,”  as  Dr.  Cummings  puts  it. 
Also  a group  of  references  for  analysis  and  presen- 
tation at  a journal  club,  or  for  a general  review  of  a 
subject,  or  the  “state  of  the  art,”  each  needs  a dif- 
ferent approach.  One  seeks  incisive  analysis,  the 
other  broad  applicable  generalities.  Undoubtedly, 
overlapping  occurs.  For  instance,  for  one  purpose 
the  availability  of  tapes  and  multimedia  packets 
would  serve  an  excellent  purpose,  but  for  the  ex- 
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perimental  research  worker  this  type  of  service 
would  be  meaningless.  A list  of  references  that 
would  be  most  helpful  to  an  alert  research  worker 
would  probably  be  useless  and  even  discouraging 
and  confusing  to  a general  practitioner  or  special- 
ist in  another  field. 

Until  “the  brave  new  world,”  Alice  in  Wonder- 
land “magic  carpet”  instantaneous  library  service 
is  in  operation,  such  as  is  still  considered  “far  out,” 
as  suggested  by  Bernal2  and  by  Kemeny3  for  an 
“automated  reference  library”  with  only  authors, 
titles,  and  brief  abstracts  distributed,  and  the  full 
article  only  made  available  on  request,  we  must 
keep  our  feet  on  terra  firma  and  depend  primarily 
on  journals  for  library  service;  this  is  our  lot  for 
some  time  to  come.  As  stressed  by  Dr.  Cummings, 
even  so,  libraries  can  be  more  than  “passive  re- 
positories.” 

Continuation  of  financial 
support  of  libraries 

May  I digress  at  this  point  to  make  a plea  to  Dr. 
Cummings  to  use  his  good  offices  to  help  restore 
the  budget  cuts  that  are  compelling  many  libraries 
to  cancel  journal  subscriptions,  a sad  and  ulti- 
mately a very  costly  action.  The  projected  termi- 
nation of  the  140  million  dollars  aid  will  cause 
havoc,  for  we  are  still  dependent  on  complete  runs 
of  journals.  This  need  will  continue  until  the  co- 
pyright issue  is  resolved,  microfilm  or  microfiche 
systems  further  perfected,  and  finally  until  a 
“massive  repository  and  delivery  organization 
committed  to  provide  the  author’s  full  text  upon 
request”  is  at  hand.  It  is  not  as  yet. 

Service  to  research  worker 
and  practitioner 

Today  the  research  worker  is  really  having  his 
reference  needs  met.  He  has  his  specialized  jour- 
nals and  material  selected  by  a careful  peer  review 
mechanism.  The  research  worker  ordinarily  has 
available  a medical  school  library  or  a good  staff 
hospital  library  unit,  and  thus  can  obtain  the  full 
benefit  of  one  of  the  11  regional  medical  libraries. 
In  turn,  he  also  has  the  backup  of  the  central  Na- 
tional Medical  Library  in  Washington,  the  pre- 
cious keystone  in  the  entire  arch  of  dissemination 
of  medical  information.  It  is  this  particular  group 
too  that  has  the  full  benefits  of  preprints,  reprints, 
technical  reports,  abstracting  services,  and  special- 
ized indices. 

If  anything,  there  is  a redundancy  and  repeti- 
tion in  the  presentation  of  the  literature  of  the  re- 
search worker  today.  As  Dr.  Cummings  quoted, 
“there  is  first  the  colloquium,  then  the  national 
meeting,  then  the  publication  in  a national  or  in- 
ternational journal  or  the  individual  organ  of  a 
special  society.”  As  Dr.  Cummings  also  indicated, 
“the  same  report,  often,  with  only  minor  modifica- 
tions, can  he  found  in  the  abstract  published  be- 


fore a meeting,  the  presentation  at  the  meeting,  in 
the  progress  report  of  the  work  done,  in  a prelimi- 
nary article  in  Science,  Lancet,  Nature,  or  Life 
Sciences,  etc.,  in  a review  article  and  finally  as  a 
published  paper  in  a specialty  journal.  Of  course, 
the  acme  is  reached  if  the  work  also  appears  in 
Medical  World  News  or  its  equivalent,  with  wide- 
spread dissemination,  or  if  it  reaches  the  public 
press  by  wangling  a relationship  to  ecology,  per- 
sonal health  and  hygiene,  or  sex.” 

Paralytic  overabundance  of  publications 

Something  must  be  done  about  the  2 million 
published  articles  in  50,000  journals  annually. 
Unless  organized  by  using  modern  computers  it 
yields  an  “overloaded  switchboard”  situation,  in  a 
state  of  confusion  and  panic,  and  is  incompre- 
hensible. The  poor  buries  the  good;  little  gets 
through  the  overwhelmed  switchboard.  We  are 
being  engulfed  by  a raging  sea  of  wordage,  print, 
and  paper— just  too  many  articles  in  too  many 
journals.  We  are  suffering  from  a diarrhea  of 
words,  crude  but  true  even  in  the  vernacular.  The 
threat  is  that  we  will  drown  in  this  liquid  diarrheal 
mess,  a most  uninviting  prospect.  As  Billings4 
said  long,  long  ago,  “nine-tenths,  at  least,  becomes 
worthless  within  ten  years,  and  of  no  interest,”  a 
most  polite  way  of  saying  so  much  of  it  is  just  fer- 
tilizer. Here  women’s  lib  has  a point,  for  the  ref- 
erence is  always  to  the  male  product! 

This  is  mindful  of  the  time  I was  asked  to  autop- 
sy an  elephant  at  the  Bronx  Zoo.  The  group  of  at- 
tendants gathered  around  and  pleaded.  “Doc, 
when  an  elephant  has  diarrhea,  it’s  rough,  but 
when  the  whole  animal  house  has  the  runs  it  is  a 
calamity.”  We  did  find  the  cause  in  a typhi  mu- 
rium infection  with  the  source  in  some  trapped 
rats.  Chloromycetin  stopped  the  diarrhea,  for 
which  the  caretakers  have  been  ever  grateful. 

Begging  your  pardon  for  the  unesthetic  implica- 
tion, if  the  mess  in  the  world’s  medical  literature  is 
ever  to  be  cleaned  up,  so  as  to  be  useful  and  not 
overwhelming,  the  National  Medical  Library,  with 
its  advanced  computer  technology,  will  do  it;  no 
one  else  can.  We  must  remember  that  we  only 
keep  adding  to  the  medical  literature;  we  never 
subtract.  Lest  this  be  misinterpreted,  we  are  not 
in  favor  of  the  destruction  of  books,  records,  and 
journals,  as  the  Roman  legions  of  Caesar  did  to  the 
Library  of  Alexandria,  nor  the  burning  debacle  of 
Hitler.  Yet  we  do  badly  need  some  spring  “house- 1 
cleaning.”  With  the  computer  this  could  take  the 
form  of  removing  material  from  memory  on-line 
storage  on  tap  instantaneously,  after  careful  con- 
sultation with  recognized  authorities,  and  placing 
such  material  in  a less  active  file.  Such  an  histori- 
cal file  could  have  entries  in  it  retrieved  at  a more 
leisurely  pace  for  scholarly  study  of  the  evolution 
of  an  idea  or  for  priority;  then  the  remainder  of 
material  in  the  memory  storage  would  be  active 
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material  and  always  be  retrieved  with  great  rapidi- 
ty for  instant  availability  and  use. 

Publication  and  priority 

With  all  of  this,  one  would  think  that  very  few 
real  discoveries  could  be  made  without  proper  rec- 
ognition and  the  establishment  of  the  correct  pri- 
ority. Yet  as  Dr.  Cummings  has  noted,  and  as  re- 
cently published  by  Pavel,  Bonoparte,  and  Sdrobi- 
ci,  ’ Paulesco  of  Rumania  did  have  priority  over  the 
Canadians  Banting,  Best,  and  MacLeod,  who  got 
the  Nobel  Prize  for  insulin.  As  a matter  of  fact,  I 
had  the  unique  personal  experience  of  seeing  the 
records  and  charts  of  Dr.  Israel  Kleiner,  professor 
of  biochemistry  at  New  York  Medical  College,  a 
student  of  Lafayette  Mendel,  who  showed  that  hy- 
poglycemia in  rabbits  with  extracts  of  the  pancreas 
obtained  at  low  pH  would  prevent  the  acinar  en- 
zymes, which  require  neutral  or  alkaline  pH,  from 
destroying  the  islet  tissue  extract,  which  is  insulin. 
This  technique  has  been  utilized  since  in  isolating 
separate  and  distinct  hormones  from  other  endo- 
crine organs  that  secrete  several  different  ones  si- 
multaneously. Thus  the  growth  hormone  can  be 
and  is  now  extracted  separately  at  a very  acid  pH, 
from  the  pituitary. 

All  of  this  drives  home  the  necessity  of  proper 
attention  and  publication  of  a real  discovery  with- 
out delay,  to  give  priority  to  innovation  and  origi- 
nality, without  demanding  that  the  papers  con- 
form to  a Procrustean  format  and  style  of  publica- 
tion and  have  full  statistical  proof.  Kleiner  lost 
out  because  he  tried  to  do  just  that.  It  is  impera- 
tive too,  to  prepare  titles  carefully,  so  that  we  will 
not  be  accused  of  “freezing  medical  students,”  im- 
plied in  a title  cited  by  Dr.  Cummings.  There  is 
also  the  great  need  for  an  international  language 
for  communication;  English  seems  to  be  achieving 
that  position.  Careful  correct  translation  without 
errors  into  Interlingua,  French,  German,  and  sev- 
eral other  languages  is  indicated.  The  error  made 
by  MacLeod  in  the  translation  of  Paulesco’s  ab- 
stract on  “pancrein,”  which  denied  him  the  Nobel 
Prize,  should  just  never  occur. 

Plea  for  selective  library 
service  as  solution 

My  appeal  is  to  make  existing  data  or  the  stored 
literature  available  to  all  physicians,  so  that  they 
can  benefit  without  any  delay.  This  is  best 
achieved  by  facsimile  reproduction  as  by  Xerox  or 
an  equivalent  service.  Thus,  all  physicians,  urban, 
suburban,  and  rural  will  be  able  to  get  the  full  ben- 
efit of  the  computer  in  all  of  its  applied  ramifica- 
tions. Without  that  service  the  general  practi- 
tioner will  continue  to  be  overwhelmed  by  the  load 
he  must  carry  in  his  practice  and  by  the  paralyzing 
overload  of  publication.  It  is  much  more  difficult 
for  the  general  practitioner  or  the  busy  specialist 
to  keep  abreast.  Thus  the  modern  system  of  sci- 


entific communication  and  dissemination  of  infor- 
mation, that  has  been  exploited  for  the  research 
worker,  can  now  be  made  available  to  all  physi- 
cians by  a properly  integrated  “need  and  use”  di- 
rected selective  library  service. 

The  National  Medical  Library  service  with  its 
decentralized  components  can  serve  all  physicians, 
so  that  they  can  take  care  of  their  clinical  prob- 
lems properly.  Thus  a problem  of  poisoning  or 
drug  reaction  can  obtain  the  crucial  information 
for  its  care,  whether  it  be  an  antidote  or  other  sup- 
portive therapy.  Interaction  of  drugs  can  be  made 
known  on  an  emergency  basis  both  via  work  in  the 
basic  sciences  or  other  reported  experience.  This 
can  be  done  through  toll-free  WATS  (Wide  Area 
Telephone  Service),  utilizing  MEDLARS,  MED- 
LINE, AND  TOXICON  to  bring  better  care  to  the 
patient.  A very  helpful  hierarchy  of  importance 
and  priority  can  be  achieved  in  a printout  utilizing 
GRACE  (Graphic  Arts  Composing  Equipment). 

Library  service  to  keep 
physicians  abreast 

We  are  urging  that  the  service  we  have  outlined 
be  extended  to  what  amounts  to  the  general  group 
of  physicians,  the  group  for  whom  there  exists  the 
greatest  need.  In  so  doing  we  will  be  extending 
our  efforts  to  achieve  much  needed  continuing  ed- 
ucation. Most  of  the  practitioners  in  the  field 
come  into  this  category;  they  learn  best  by  prob- 
lem solving  and  by  doing.  Also  our  busy  special- 
ists, and  particularly  those  way  out  on  a very  re- 
fined thin  limh  of  specialized  effort,  need  this  kind 
of  service  to  keep  abreast  of  pertinent  other  fields. 
Now,  by  default,  the  “throwaway”  journals  are  at- 
tempting to  do  this  and  exploiting  this  opportuni- 
ty financially. 

As  a play  on  words  I would  like  to  call  this  effort 
“selective  library  service,”  mindful  of  selective  ser- 
vice of  the  war  days.  It  would  constitute  an  exten- 
sion of  the  service  all  librarians  have  always  will- 
ingly given,  but  now  we  can  utilize  the  telephone 
(WATS)  to  tap  all  levels  of  the  national  library 
network.  It  would  require  the  active  promotion  of 
special  interests  of  some  librarians  in  different 
locations  and  the  development  of  special  training 
programs  for  librarians.  The  network  would  make 
possible  individual  and  interpersonal  contact  and 
the  use  of  the  particular  individual  experience  of 
the  specialized  librarian  to  help  the  physician. 
This  would  also  add  the  person-to-person  touch 
and  thus  obtain  the  advantage  of  direct  human  in- 
terest. This  is  better  than  a request  for  assistance 
from  an  impersonal  machine  yielding  only  a stark 
computer  printout.  The  response  might  take  the 
form  of  just  answers  to  questions,  a short  list  of 
references,  or  referral  to  an  already  existing  short 
bibliography  or  review  article.  Thus  a question  on 
amphetamines  would  be  referred  to  the  librarian 
in  a location  where  there  is  such  a functioning 


October  1974/New  York  State  Journal  of  Medicine  2057 


brain  metabolic  group.  The  Weed  problem-solv- 
ing approach  would  be  exploited  with  the  specific 
question  referred  to  an  individual  librarian-spe- 
cialist working  in  the  area  of  particular  interest  at 
a listed  location  selected  via  the  library  network. 
The  problem  of  lactic  acid  acidosis  would  go  to  the 
librarian  in  a location  interested  in  acid-base  salt- 
water metabolism.  Experts  will  then  always  be 
available  there  on  the  premises  for  backup. 

Further,  the  general  practitioner  could  obtain 
the  most  recent  articles  on  a subject  and  be  told 
what  to  do  for  his  patient  in  a particular  emergen- 
cy that  confronts  him  there  and  then,  such  as 
acute  lead  poisoning.  This  is  already  being  done 
for  tumor  problems  at  Roswell  Park  Memorial  In- 
stitute in  New  York  State  by  WATS. 

Ultimately  this  could  help  overcome  the  sad 
present  isolation  of  many  of  our  medical  col- 
leagues. Isolation  means  the  loss  of  stimulation. 
Physicians  are  not  machines;  they  are  social  ani- 
mals who  need  human  contact  with  peers  for  inspi- 
ration. With  the  preceding  suggestions,  continu- 
ing education  would  be  automatic  and  ongoing. 

Collaboration  with  state  journals 
for  continuing  education 

The  state  journals  should  utilize  the  National 
Library  Network  and.  with  its  help,  become  an  im- 
portant asset  in  continuing  medical  education  and 
in  improving  practice  and  training.  That  is  their 
true  mission.  This  would  benefit  all  readers  of 
state  journals  and  their  patients.  Collated  an- 
swers to  problem  questions,  recommendations  and 
listing  of  references,  short  summary  statements, 
abstracts,  reviews,  and  reviews  of  reviews  could  be 
published  in  the  question  and  answer  section  or 
some  other  delineated  columns  in  the  state  jour- 
nals. In  this  way,  the  Medical  Society  of  the  State 
of  New  York,  through  its  Journal,  would  help 
make  the  advances  in  medicine  and  in  library 
science  available  to  all  its  readers.  We  repeat,  this 
would  be  a vital  active  process  of  continuing  medi- 
cal education,  far  more  effective  than  passive  lis- 
tening to  prepared  lectures,  divorced  from  the 
daily  problems  of  the  practitioner. 

Without  doubt,  the  state  journals  can  do  a bet- 
ter job  than  the  “throwaways”  in  keeping  physi- 
cians abreast.  This  would  mean  better  control  by 
the  peer  and  editorial  review  process.  Also  better 
control  of  advertising  would  follow.  Without  such 
a new  direction  for  the  utilization  of  the  state  soci- 
ety journals,  I am  afraid  that  ultimately  they  will 
all  disappear.  Several  have  folded.  Northwest 
Medicine  ceased  publication  with  its  April  issue, 
for  example. 


The  state  journals  are  not  appropriate  vehich 
any  longer  for  primary  publication  of  experiment 
or  even  outstanding,  esoteric  clinical  resean.. 
Such  material  now  goes  to  the  specialty  and  bail 
science  journals.  The  state  journals  should  strt. 
continuing  medical  education;  that  they  can  ad 
should  do.  And  here  the  National  Medical  li- 
brary Network  can  help  a great  deal. 

Apologia 

And  so  we  see  well  demonstrated  here  in  tl ; 
prolonged  “comment”  the  very  reason  why  t ; 
overall  problem  of  excessive  wordage  and  public 
tion  exists — that  very  diarrhea  of  words.  Forgi  : 
the  continued  use  of  this  indelicate  metaphi. 
With  little  to  say,  too  much  time,  space,  and  ern 
gy  are  given  to  the  saying  of  it.  Let  us  stop  the  t- 
arrhea,  but  not  just  symptomatically  with  parego  ; 
to  cause  constipation,  nor  by  ligation  of  the  lumi 
of  the  bowel  with  resultant  lethal  obstruction,  bt 
rather  basically  by  a process  of  careful  selection  1 
the  one  hand  and  some  deletion  on  the  other,  ths 
lessening  the  bulk  and  the  irritation,  to  obtain 
natural  well-formed  result — good  fertilizer—1) 
promote  meaningful  writing  and  useful  wholesoi? 
growth  in  our  literature. 

There  is  little  or  nothing  new  in  all  this,  a 1 
surely  nothing  profound.  We  derive  some  comftt 
from  the  quote  by  Dr.  Cummings  from  A.  Com 
Doyle,  “There  is  no  harm  done,  save  that  ii 
breath  and  your  time  have  been  wasted.”  Do]? 
also  said,  “It’s  just  elementary,  Watson,  quite  e| 
mentarv.”  Dr.  Cummings  has  said  it  all.  It  do* 
however,  warrant  stressing,  for  the  need  is  ) 
pressing. 

Now  if  you  will  only  lean  far  forward  and  be  i 
down  very  low,  you  will  hear  that  bleating  tijf 
mouse  reiterating,  “We  did  shake  that  bridge, 
did — me,  too — me,  too.” 
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Camalox 
fights 

acid  longer 

Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
of  Camalox  Suspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  1 20 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needs  Camalox,  the  antacid  with  hour  power. 

Longer- acting 

Camalox* 
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Sports  Medicine 


JAMES  A.  NICHOLAS,  M.D. 

New  York  City 

Director,  Department  of  Orthopedic  Surgery,  Lenox  Hill  Hospital 
and  Founding  Director,  The  Institute  of  Sports  Medicine  and 
Athletic  Trauma 

When  one  hears  the  term  sports  medicine  one 

thinks  of  the  television  screen,  the  giant  stadia,  the 
Olympics,  and  the  superstar  athletes  who  perform. 
Sports,  however,  involve  the  sea,  turf,  mountains, 
and  sky,  as  well  as  violent  contact  and  perfect 
movement.  Sports  medicine  involves  the  child, 
emulating  what  he  sees  and  hears,  often  using  de- 
fective or  no  equipment,  and  often  with  poor  phys- 
ical capacity.  It  is  concerned  with  the  risk,  safety, 
and  supervision  in  noncontact,  nonendurance,  as 
well  as  contact  activities  of  recreation.  How  many 
hats  should  there  be  for  the  physician  involved  in 
sports  medicine?  As  an  obvious  example,  the  pe- 
diatrician is  intimately  involved  since  6 million  out 
of  17  million  adolescents  are  hurt  in  a year,  largely 
from  injuries  to  the  musculoskeletal  system  re- 
quiring the  care  of  an  orthopedist.  Seemingly  safe 
recreation,  such  as  using  the  bicycle,  or  swings,  or 
slide,  or  the  racket  and  the  ball,  indoors  and  out- 
doors, are  all  associated  with  some  injuries.  To 
many,  the  risks  are  very  well  known.  Medical  care 
has  been  provided  at  the  source,  such  as  at  some 
ski  resorts.  In  other  areas,  on  camping  or  fishing 
grounds,  or  in  aquatics,  such  as  scuba  diving,  this 
is  not  possible.  In  sporting  activity  the  partici- 
pant himself  may  cause  sports  injury.  Over  the 
past  twenty  years,  1951  to  1971,  two  football 
championship  teams  when  compared,  showed  an 
average  gain  of  20  pounds  per  man,  while  speed  in- 
creased from  one  man  able  to  run  100  yards  at  9.8 
seconds,  to  three  men  who  could  run  100  yards  at 
9.3‘and  9.1  seconds  in  1971. 

Sports  medicine  also  involves  human  behavior. 
These  quotes  from  Vince  Lombardi,  a great  man, 
are  extremely  important  in  understanding  the 
competitive  athlete.  “As  one  can  see,  football  in- 
volves conditions  of  spartanism,  defense,  and  vio- 
lence as  distinct  from  brutality.  Its  rewards  are 
the  thrill  and  satisfaction  of  working  with  a group 
of  teammates  who  are  willing  to  make  every  sacri- 
fice to  achieve  a goal.”  The  same  can  be  said,  too, 
for  the  individual  who  is  trying  to  achieve  a goal 
when  he  skis  downhill  or  climbs  a mountain.  “It 
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should  also  be  noted  that  in  order  to  achieve  suc- 
cess in  many  team  sports  one  must  be  driven, 
often  beyond  the  limits  that  one  thought  possible 
to  endure.” 

Calisthenics,  some  of  which  are  quite  severe  to  ! 
the  human  body,  are  an  important  part  of  condi-  I 
tioning.  Those  who  treat  athletes  are  aware  of 
what  these  calisthenics  are  and  what  good  and 
harm  they  can  do. 

“It  is  also  a fact  that  medicine  has  proved  that 
some  men  can  take  more  pain  than  others.”  | 
“Pain  tolerance  is  important  in  understanding  pa- 
tients who  are  under  the  care  of  the  athletic  spe- 
cialist. “.  . . nor  is  it  for  those  with  high  pain  tol- 
erance,” he  said,  “but  an  unfit  temperament  to  ac-  < 
cept  pain,  punishment,  or  discipline.”  “Football  is 
essentially  a violent  game.”  But  so  are  other 
sports  when  one  has  to  run  at  his  peak  speed, 
climb  beyond  his  limits  of  endurance,  swim  as  fast 
as  he  can,  play  an  opponent  in  tennis  competitive- 
ly while  behind  on  a hot  day,  or  jump  from  a 
height.  Lombardi  said,  “It  is  violence  distinct  i 
from  brutality.”  The  individual  who  loves  sports, 
and  those  who  take  care  of  the  athlete,  should  rec- 
ognize that  the  athletic  personality  has  certain 
characteristics,  as  Ogilvie1  has  described.  The 
athletic  personality  includes  aggressiveness,  deter- 
mination, leadership  as  well  as  mental  toughness, 
and  many  other  traits  associated  with  productive 
people  in  society.  One  who  takes  care  of  school 
teams  should  also  be  aware  of  the  idiosyncrasies  of 
such  teams.  It  has  its  own  personality,  created  by 
the  owners,  or  the  school  officials,  as  well  as  coach- 
es, teachers,  alumnae,  parents,  and  the  players 
themselves.  One  should  be  aware  of  the  relation- 
ship of  people  who  are  proficient  at  sports  to  such 
various  personality  traits.  It  is  not  different  from 
dealing  with  aggressive  prone  individuals.  Cer- 
tain traditions  in  sports  over  many  years,  such  as 
diet  fads  and  erroneous  misconceptions,  are  bar-f  ( 
riers  if  the  physician  is  not  aware  of  these  facts 
and  does  not  remedy  the  misconceptions  about 
them.  Since  the  ability  for  increased  performance 
is  a paramount  trait  in  competitive  sports,  some 
coaches  and  athletes  thought  work  performance 
could  be  improved  with  ergogenic  aids.  Contrast 
this  with  a time-honored  axiom  “reluctance  to 
drink  water,”  because  performance  was  thought  to 
be  affected,  and  realize  the  risks  involved  in  this 
attitude.  Such  idiosyncrasies  in  sports,  emulated 
from  the  top,  carried  down  to  the  grade  schools, 
authorized  by  paramedical  personnel,  require  edu- 
cation on  the  part  of  the  physician  who  is  involved 
in  sports  medicine  and  of  those  concerned  with 
sports  at  the  source. 

Sports  physician 

A sports  physician  is  still  a physician  in  the  gen- 1 
eral  sense,  although  he  may  often  be  a specialist,! 
having  knowledge  of  the  importance  of  trauma 
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cardiorespiratory  fitness,  and  the  nervous  system 
in  recreational  activity.  He  has  to  know  a little  bit 
about  pharmacology  and  what  various  drugs  can 
do  to  the  body;  about  the  history  of  drugs;  even  a 
little  chemistry  sometimes  helps.  Notice  that  the 
amphetamine  “pep”  pill  and  epinephrine  are  very 
similarly  structured  with  three  hydroxyl  groups, 
the  only  difference  between  the  two  structures. 
Moreover,  moral  principles  must  be  dealt  with  in 
analyzing  what  restrictions  or  permissiveness  does 
to  the  prospective  athlete  and  his  reaction  to  ad- 
vice when  he  has  been  hurt  or  is  a poor-risk  candi- 
date. In  sports  medicine  one  comes  as  close  to  so- 
cial medicine  as  one  who  deals  with  alcoholism, 
drug  addiction,  and  obesity,  all  of  which  use  recre- 
ation in  therapy.  The  Olympic  Committee’s  defi- 
nition of  “doping”  is  very  strict.  “Any  drugs  given 
to  a healthy  individual  or  taken  by  a participant  in 
a sporting  competition  should  be  banned.”  As 
was  seen  in  the  1972  Olympics  this  definition  can 
create  considerable  conflict  in  moral  judgments. 
It  was  seen  when  one  who  had  asthma  required  a 
drug  for  its  treatment.  The  question  as  to  wheth- 
er he  should  or  should  not  be  penalized  was  hotly 
debated.  One  has  to  recognize  the  effect  of  value 
t judgments  on  such  individuals  if  they  are  penal- 
ized. 

Not  only  does  sports  medicine  involve  teams, 
i Olympic  stars,  and  professionals,  but  it  also  in- 
volves the  average  individual  and  requires  some 
knowledge  of  the  mechanics  of  sporting  activity.. 
Then  one  can  appreciate  injury  causation  occur- 
ring to  athletes  who  want  to  lift  weights  in  a physi- 
cal education  program,  who  enjoy  a throwing 
sport,  such  as  pitching,  who  utilize  some  type  of 
apparatus  such  as  one  designed  by  a physician  to 
cure  tennis  elbow,  or  who  might  indulge  in  gym- 
nastics to  acquire  a fit  body  with  flexibility,  power, 
and  coordination,  even  at  an  exercise  class  for 
middle-aged  suburban  women.  Injury  can  occur 
to  the  body  in  movement,  such  as  in  a variation  (1 
of  11  kinds)  in  running  gait,  such  as  pivoting;  it 
can  happen  to  an  individual  skating  on  ice  or 
: someone  else  who  is  kicking.  These  are  some  ex- 
amples of  the  variations  in  the  running  movement. 
It  may  affect  those  who  require  apparatus,  such  as 
using  a bar  to  jump,  a gymnastic  horse,  a pool  to 
swim,  the  bicycle  to  enjoy  the  parks,  or  the  pole 
vault. 

Since  each  of  these  maneuvers  deals  with  mass, 

■ velocity,  drive,  impact,  and  resistance  to  impact, 
they  cause  one  to  work  in  sports. 

Some  athletic  individuals  have  congenital  de- 
fects, such  as  an  athlete  who  has  no  patella,  Fong’s 
disease,  who  was  a champion  tennis  player  and 
played  even  when  warned  of  the  dire  consequences 
by  her  physician.  She  did  it  by  turning  her  body 
very  little.  Knowledge  of  conditions  which  would 
c seem  to  preclude  sports  should  be  kept  in  mind 
; when  one  is  asked  by  such  a person  for  permission 


to  practice  sports.  I have  seen  many  individuals 
who  have  played  with  many  peculiar  infirmities 
and  diseases.  Indeed,  one  of  the  better  profes- 
sional quarterbacks  in  the  early  1960s  was  an  indi- 
vidual with  Marfan’s  disease.  One  of  the  best 
running  backs  in  professional  football  had  por- 
phyria. We  must  recognize  that  some  individuals 
with  a handicap  may  have  more  motivation.  Wit- 
ness Pete  Gray  and  Bert  Shepherd,  amputees  of 
the  arm  and  leg  respectively,  who  played  major- 
league  baseball. 

Yes,  the  practice  of  sports  medicine  involves 
being  a complete  physician  not  just  one  who  treats 
an  injury.  For  example,  we  had  a patient  with  a 
swollen  knee  with  a little  red  spot  at  the  top;  the 
athlete’s  swollen  knee  was  due  to  herpes.  When 
dealing  with  athletic  medicine  a narrow  specialist 
is  not  appropriate  unless  he  has  acquired  a feeling 
of  what  sports  medicine  entails.  Proper  examina- 
tion of  the  body  including  the  heart,  lungs,  and 
especially  the  musculoskeletal  system,  are  of  para- 
mount importance.  Not  all  athletes  are  young 
children  and  glamorous,  vigorous  young  adults. 
Many  more  are  elderly  individuals  who  have  had 
old  injuries,  for  example  to  the  shoulder.  Even 
with  a frozen  shoulder  such  people  often  still  want 
to  go  out  and  play  tennis;  indeed  may  go  out,  rup- 
tured cuff  and  all,  and  do  it.  One  of  the  primary 
advantages  of  being  involved  in  sports  medicine  is 
the  great  joy  of  allowing  competitive  individuals  to 
return  to  activity  despite  their  defects,  by  careful 
analysis  of  risks.  The  diagnosis  of  individuals  who 
have  athletic  injury  has  been  designed  to  better 
decide  what  is  proper  treatment.  Ruptured  ten- 
dons, as  demonstrated  by  arthrography,  recogni- 
tion of  an  hamate  hook  fracture  or  a carpal  tunnel 
syndrome  in  golfers,  are  examples  of  techniques 
which  have  been  stressed  to  help  make  the  diagno- 
sis. In  each  of  these  injuries  headlines  have  edu- 
cated the  public.  Even  the  use  of  arteriography 
has  helped  some  athletes  to  return  effectively  to 
competitive  sports,  as  in  the  case  of  a pitcher  who 
had  a chronic  index  blister  from  digital  ischemia 
or  of  another  pitcher  whose  arm  became  numb  and 
cold  from  compression.  Arteriography  led  to  suc- 
cessful surgery  and  effective  performance  in  both 
athletes.  We  have  seen  on  the  lower  extremity  of 
a runner  who  developed  thigh  pain,  an  obliteration 
of  the  left  anterior  lateral  femoral  circumflex  ves- 
sels; .this  led  to  section  of  the  iliotibial  band.  He 
returned  to  long-distance  running  thereafter. 
These  are  examples  of  how  the  practice  of  sports 
medicine  has  stressed  persistent  additional  con- 
trast techniques  and  treatment.  The  individual 
who  takes  care  of  athletes  bears  the  responsibility 
to  see  it  through  to  proper  consultants.  Even  the 
routine  x-ray  of  the  painful  foot  on  a runner  and 
eventual  tomography  to  diagnose  this  fracture 
leads  to  treatment  that  might  be  a little  different 
in  the  nonathlete  who  didn’t  need  to  push  himself. 
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Arthrography  has  led  to  great  strides  in  the  di- 
agnosis of  sports  injury.  Many  athletic  injuries 
damage  soft  parts  of  the  body,  so  that  a large  part 
of  the  practice  of  sports  medicine  is  in  soft-tissue 
injury.  The  use  of  the  arthrogram  of  the  knee  to 
demonstrate  meniscus  damage  in  the  young,  or  to 
demonstrate  an  osteochondral  erosion  in  the  old 
golfer,  led  to  surgery  in  both  the  young  and  old 
who  have  asked  “Can  I play  tennis  again?”  It  is 
my  contention  that  orthopedic  surgery  should  bear 
the  primary  educational  responsibility  for  training 
in  sports  medicine  despite  the  various  ramifica- 
tions, since  trauma  to  the  musculoskeletal  system 
is  the  bodily  system  most  frequently  hurt  and 
which  most  limits  return  to  enjoyable  pursuits. 
However,  cardiovascular  respiratory  fitness  and 
exercise  tolerance  are  important  conjunctive  areas 
of  knowledge.  The  most  common  sites  of  injury  in 
sports  are  to  the  musculoskeletal  system. 

Although  conditions  demanding  emergency 
treatment  in  athletic  injuries  may  involve  the  fam- 
ily specialist,  internist,  cardiologist,  and  some- 
times thoracic  surgeon,  the  abdominal  surgeon,  or 
a neurosurgeon,  it  is  much  more  likely  that  one 
who  is  interested  in  sports  medicine  will  treat  the 
musculoskeletal  system.  He  must  learn  of  the 
other  areas  and  the  diagnostic  pitfalls  in  other 
fields.  It  is  easier  for  an  orthopedist  to  do  this 
than  for  an  internist  to  become  a proficient  ortho- 
pedist. But  we  must  promote  this  type  of  training 
to  accomplish  it.  In  acute  injuries  one  has  to  also 
recognize  the  role  that  biomechanics  plays  in 
sports  medicine.  The  question  “How  did  you  get 
hurt?”  is  the  single  most  important  question  of 
importance  in  prescribing  treatment.  We  see  an 
example  of  this  in  Bateman’s2  book,  The  Mechan- 
ics of  Injury  to  the  Shoulder  Joint.  Modern 
movies,  videotape  techniques  replays,  studies  of 
performance  mechanisms,  even  at  the  high  school 
level,  can  illustrate  the  intense  biomechanical 
stresses.  Don  Maynard  of  the  New  York  Jets, 
landed  on  his  head,  and  his  neck  completely  hy- 
perextended  and  rotated.  He  suffered  a concus- 
sion. Jack  Spikes  of  the  Bulls  was  hurt  by  a knee 
on  the  chin  and  developed  a Jacksonian  epilepti- 
form convulsion  on  the  field  requiring  immediate 
diagnosis  and  care.  Knowledge  of  resuscitative 
techniques  and  the  ability  to  make  an  immediate 
diagnosis  is  extremely  important.  Physical  educa- 
tors, coaches,  schoolteachers,  trainers,  and  even  in 
some  cases  the  parents  who  supervise  games,  must 
appreciate  some  of  the  facts,  for  such  injuries 
occur  daily  in  contact  sports  at  all  ages  and  in  both 
sexes. 

Because  of  the  intense  competition  in  sports  and 
the  impact  that  can  occur,  be  it  from  a tennis  ball 
that  hits  one  in  the  eye  or  a finger  that  pokes  it, 
the  eye  is  particularly  vulnerable.  More  than  ru- 
dimentary knowledge  of  the  diagnosis  of  eye  injury 
is  needed.  An  individual  with  a tear  of  the  choroid 


and  some  loss  of  vision  has  been  known  to  be  per- 
mitted to  play  football  not  realizing  the  danger.  It 
does  not  suffice  to  simply  accept  an  injury  to  the 
eye  as  a blow  on  the  eye  without  being  sure  thal 
the  eye  does  not  have  internal  damage. 

Provisions  and  facilities  for  care  as  well  as  the 
immediate  suspicion  of  such  injuries  is  an  impor 
tant  part  of  one’s  fingertip  knowledge  if  one  is  te 
care  for  athletes  on  the  field,  in  the  gymnasium,  oi 
in  a stadium.  A ruptured  spleen  may  be  hidder 
when  it  occurs  unless  immediate  specialist  consul 
t.ation  is  available.  Celiac  arteriography  has  beer 
useful  in  making  the  diagnosis  in  a professiona 
football  player  so  that  immediate  surgery  was  per 
formed.  The  alert  recognition  of  such  hazard; 
ready  to  strike  at  any  time  in  everyday  sports 
must  be  recognized  be  it  from  an  implement  tha 
strikes  one,  from  another  player,  from  anothe 
object,  or  by  a fall  such  as  in  a shallow  pool.  Th< 
recognition  of  the  imminent  chest  trauma,  the  us» 
of  the  airway,  and  the  possibility  of  pneumotho 
rax,  are  important.  Yet  the  ability  of  the  body 
particularly  the  young  and  fit,  to  recover  rapidh 
and  go  on  to  play  again  is  an  important  and  excit 
ing  aspect  of  sports  medicine.  Demanding  can 
with  a firm  attitude,  one  should  not  allow  the  ath 
lete  to  participate  in  sports  again  until  it  is  safe 
One  should  realize  that  athletic  people  are  wel 
motivated  and  one  of  the  most  productive  an< 
valuable  components  in  our  society. 

Most  injuries  occur  without  one  being  there  t< 
see  them  occur.  So  we  use  professional  sports  as 
model  for  teaching  what  does  happen.  The  week 
end  athlete  may  have  exactly  the  same  thing  hap 
pen  as  we  see  on  the  football  field  in  televisioi 
shows.  He  may  do  it  skiing,  on  the  snow,  on  th 
water,  or  while  sliding  on  the  tennis  court.  H 
may  get  it  while  playing  touch  football  with  hi 
children,  or  even  while  playing  golf.  In  the  pivo 
when  the  leg  is  fixed,  and  is  turned  violently  in  ex 
ternal  rotation  and  abduction,  tears  of  the  anteric 
cruciate  and  medial  complex  may,  in  each  of  thes 
sports,  produce  anteromedial  instability.  On 
should  have  some  knowledge  of  the  impact  of  rots 
tional  laxity  of  the  knee,  ankle,  and  shoulder  i 
athletic  endeavors  at  all  ages.  Injuries  which  tea 
tendons  or  ligaments  may  require  early  repair 
the  individual  is  to  return  to  compete  in  recres 
tional  activity.  Adequate  knowledge  of  the  mt 
chanics  and  diagnosis  of  such  injuries  is  importar 
so  that  the  individual  can  understand  his  subst 
quent  limitations  and  risks. 

There  must  also  be  a provision  of  nearby  erne; 
gency  care  for  an  individual  or  a school.  Immed 
ate  transfer  in  football  uniform  to  the  emergency 
room  of  an  athlete  who  has  sustained  an  epiphj 
seal  slip  is  essential  since  this  is  a surgical  emei 
gency  which  cannot  wait  hours.  Immediate  recop 
nition  of  this  injury,  the  immediate  reduction  b 
an  expert  who  recognizes  the  peroneal  nerve  injur 
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which  occurs,  is  an  important  corollary  to  the 
training  of  those  who  supervise  sports  facilities, 
and  providing  this  care  is  important  at  the  high 
school  level.  Those  who  want  to  take  care  of  the 
athlete  must  provide  the  facilities  for  their  care, 
and  those  who  indulge  in  athletics  must  recognize 
r that  such  risks  do  exist.  They  should  he  aware  of 
to  the  need  and  availability  of  the  nearest  facility  for 
proper  care. 

■ri 

Continuing  sports 

Prevention,  fitness,  and  conditioning,  as  well  as 
r-  body  build,  and  tolerance  to  injury,  are  as  impor- 
ts tant  as  the  type  of  treatment  rendered  in  athletic 
-S  trauma.  For  example,  patellectomy  for  one  w'ho 
x wants  to  play  sports  when  multiple  fractures  of  the 
t*  patella  occur,  may  require  a vigilant  conservative 
hey  approach.  Treatment  in  the  basketball  player 
with  expert  repositioning  of  such  fractures  allows 
him  to  recover  the  ability  to  play  basketball  well, 
iyi  I believe  that  what  is  good  treatment  for  the  ath- 
x.  lete  is  also  usually  good  for  the  average  nonathletic 
it-  person,  since  the  highest  optimum  of  care  is 
•re  sought. 

How  vivid,  study  and  appreciation  of  the  mech- 
:!r.  anisms  of  injury  can  be  demonstrated,  when  Jeff 
eil  Heath  and  Roy  Campanella  collided  at  home  plate 
uxf  thirty  years  ago,  producing  a career-ending  injury. 

Recurring  injury  to  the  ankle,  with  earlier  insta- 
te bility,  may  later  lead  to  fracture  and  dislocation. 

Potentially  recurring  sprains  require  careful  treat- 
v ment  rather  than  a perfunctory  approach.  Tap- 
.•?■  ing,  bracing,  and  other  supports  are  important  aids 
in  sports  prophylactically,  for  one  who  has  a 
.u  chronic  history  of  pain  and  who  wants  to  continue 
Hi  sports,  be  it  tennis,  paddle  ball,  or  handball. 

The  ruptured  Achilles  tendon,  as  commonly 
seen,  should  be  recognized  as  an  increasingly  prev- 
;i  alent  disorder  particularly  in  the  patient  with  a 
tight  hamstring  calf.  By  prophylactic  stretching 
:>)  and  strengthening  of  the  calf  some  of  these  injuries 
t.j  can  be  minimized. 

There  are  many  important  cases  of  athletic  in- 
• ir  juries.  The  presence  of  weakness  in  muscle 
■f at  groups  that  are  usually  not  tested,  such  as  the  ab- 
ductors and  adductors  of  the  hip  and  the  hip  flex- 
ors, contractures,  especially  those  which  we  do  not 
recognize  often,  such  as  the  anterior  thigh,  or  the 
posterior  deltoid,  should  be  specifically  tested  as 
part  of  the  athletic  physical  examination.  The  ef- 
fect of  fatigue  on  running  is  to  shorten  stride 
er  which  often  means  impending  injury,  and  the  pa- 
;edi  tient  should  be  taught  this.  It  should  be,  recog- 
nized by  people  who  attempt  to  return  to  athletics 
iv  long  after  they  have  built  careers,  and  who  then 
--  decide  to  play  sports  again,  that  they  have  added 
2 problems  to  cope  with.  The  importance  of  over- 
b;  stretching  a joint  or  muscle  tendon  unit  with  the 
:r  resultant  sprains  or  muscle  pulls  cause  many  mis- 


erable Mondays  after  weekend  sports.  How  to 
prevent  such  injuries  by  periodic  stretching,  with 
development  of  symmetrical  and  total  limb  power, 
is  an  important  preventative  to  athletic  injury, 
especially  in  the  later-aged  athlete.  The  associa- 
tion of  hypermobility  to  knee  and  ankle  ligament 
injury  in  individuals  with  loose  joints  requires  sub- 
stantial attention  if  one  is  to  prevent  athletic  inju- 
ry. Continued  reinjury  from  little  injuries  may 
become  serious  injuries.  Thus  a minor  Achilles- 
tendon  pull  may  lead  to  late  rupture.  Over-repeti- 
tion in  unthinking  athletic  individuals,  on  the 
weekend,  is  an  important  cause  of  injury.  For  this 
reason,  adequate  warm-up  designed  for  specific 
stiffness  is  particularly  important  especially  to  the 
aged  athlete  before  he  tries  to  swing  his  golf  clubs 
or  goes  deep  sea  fishing.  Reeling  in  a heavy  fish, 
with  muscles  that  don’t  give  or  joints  that  are  stiff, 
causes  numerous  injuries.  In  children  the  pres- 
ence of  incoordination,  imitation  of  adult  move- 
ments, immaturity,  and  therefore  improper  sports 
have  to  be  weeded  out  for  certain  vulnerable  indi- 
viduals. There  are  certain  types  of  injuries  associ- 
ated with  certain  sports.  In  contact  sports,  as  op- 
posed to  the  endurance  sports,  or  noncontact 
sports,  direct  contact  between  one  person  and  the 
other,  or  the  ground,  or  another  object,  such  as  a 
moving  vehicle,  or  a fall,  produce  severe  fractures, 
dislocations,  and  ligamentous  and  cartilage  tears. 
Avulsions,  impingements,  and  arthritic  changes 
will  develop.  Later  the  loss  of  muscle  excursion 
with  recurring  pulls  and  further  weakness  are  an 
important  cause  of  injury  in  individuals  who  play 
contact  sports,  ill  prepared  for  them. 

In  heavy  throwing  sports,  and  this  does  not 
mean  only  pitching,  for  throwing  occurs  in  any 
sport  in  which  momentum  is  exerted  onto  the 
hand  or  from  an  implement  such  as  a hockey  puck 
or  a tennis  racket,  follow  through,  or  jerky  incoor- 
dination, as  well  as  poor  weight  transfer  in  initial 
windup,  can  produce  avulsions  and  strains  of  the 
rotator  cuff  or  elbow  ligaments. 

In  running  sports,  a feature  of  contact  as  well  as 
noncontact  endurance  sports,  strains  are  much 
more  common  than  sprains.  In  time,  impinge- 
ments, particularly  at  the  ankle,  or  subluxation 
impingements  of  the  patellofemoral  joint,  especial- 
ly in  rotary  or  diagonal  running,  are  common  se- 
quelae to  recreational  activity. 

In  middle-aged  athletes  the  ankle  joint  and  foot 
are  frequently  sites  of  foot  strain.  Some  individu- 
als who  play  a great  deal  of  sports  and  who  have 
had  previous  ankle  fractures,  may  develop  im- 
pingement osteophytosis  and  arthritis.  Some  of 
these  individuals  need  not  be  taken  out  of  sports, 
for  operations  can  help  where  indicated  by  im- 
pingement as  O’Donoghue3  has  described.  Simi- 
larly, patella  facetectomy  is  useful  at  the  knee,  and 
deimpingement  has  been  reported  to  be  successful 
at  the  hip  joint  for  individuals  who  have  a small 
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overhanging  shelf  of  femoral  neck  hindering  rota- 
tion of  the  hip.  Impingement  also  occurs  at  the 
shoulder  as  well  as  at  the  elbow.  If  removed  early 
they  will  usually  unroof  a good  articular  cartilage 
in  the  interior  of  the  joint;  the  restoration  of  move- 
ment and  power  will  often  protect  such  joints  from 
arthritis»and  permit  continuing  enjoyment  of  rec- 
reational activity. 

Performance  tests  in  athletes  are  an  important 
part  of  studying  athletes.  It  is  incumbent  on  indi- 
viduals who  deal  with  athletes  to  understand  what 
performance  tests  are  all  about.  It  is  important  to 
recognize  that  individuals  are  often  on  the  tight  or 
loose  side  in  some  joints.  Indeed,  one  who  has  a 
loose  knee  cannot  have  it  made  tighter  than  its 
normal  looseness  after  knee  injury  and  surgery. 
Hence,  many  individuals  who  have  loose  knees  be- 
fore surgery  function  well.  When  they  are  oper- 
ated on  for  torn  ligaments  thereafter,  disappoint- 
ing results  may  occur,  because  if  additional  loose- 
ness recurs,  the  instability  leads  to  an  unhappy  pa- 
tient. However,  it  should  also  be  recognized  that 
individuals  with  tight  joints  can  be  made  more 
flexible.  Usually,  performance  tests  can  bring  out 
these  traits.  It  is  the  function  of  performance 
tests  to  detect  power,  endurance,  speed,  agility,  in- 
coordination, hidden  weakness,  contractures,  bal- 
ance, and  to  detect  as  well  somatotype  differences. 
They  are  easily  performed.  Excessive  looseness 
can  often  he  seen  very  early  in  life.  Indeed,  the 
young  individual  frequently  has  loose  joints  to 
adolescence.  As  time  goes  on  the  joints  slowly  get 
somewhat  stiffer.  During  the  loose-jointed  peri- 
od, sprains  are  extremely  common.  If  one  checks 
individual  joints  there  may  be  excessive  ranges  of 
motion.  Such  individuals  may  be  loose  at  the 
knee  but  not  at  the  shoulder,  or  as  Carter  and 
Sweetnam4  described,  they  may  be  both  loose  at 
the  shoulder  and  the  knee  and  have  some  subluxa- 
bility  of  both  joints.  They  may  have  isolated  hy- 
perextensible  joints  such  as  hands.  But  in  many 
cases,  all  joints  are  flexible.  As  a result,  such  indi- 
viduals may  have  difficulty  in  acquiring  power,  al- 
though they  may  be  agile  and  speedy.  They  rarely 
have  strains  and  are  vulnerable  instead  to  liga- 
ment problems  and  subluxations,  and  dislocations 
are  potential  threats  at  the  hypermobile  joints. 
Examples  of  looseness  can  be  detected  in  individu- 
als by  screening  tests  which  try  to  depict  many 
areas  in  a given  test.  One  test  examines  how  the 
hypothenar  eminence  points  to  the  ceiling  in  ex- 
ternal rotation  laxity  to  denote  hypersupination 
and  hyperextensibility  at  the  shoulder,  elbow, 
forearm,  and  hand.  It  is  not  only  a trait  of  young 
females  but  also  of  middle-aged  flexible  yet  uncon- 
ditioned individuals.  This  trait,  frequently  seen 
in  the  lower  extremity  as  external  rotation  laxity 
from  the  hip  down  may  result  in  severe  trauma  to 
the  medial  aspect  of  the  ankle,  knee,  or  groin,  if 
the  leg  is  hit  from  the  outside  or  violently  overpi- 


voted. 

In  tight-jointed  athletes,  performance  tests 
demonstrate  much  more  stiffness  in  their  joints. 
They  often  have  contractures  but  usually  have 
more  power.  They  are  usually  not  very  speedy, 
and  they  have  less  agility.  They  may  feel  stiff 
about  the  neck,  and  backache  and  neck  pain  are 
frequently  encountered  problems.  Dislocations 
are  rare.  As  one  ages,  in  time  these  traits  increase, 
and  performance  tests  of  such  individuals  demon- 
strate abductor,  hamstring  contractures,  anterior 
thigh  or  iliotibial  band,  as  well  as  calf  tightness. 
There  may  be  quadratus  lumborum  or  pectoral  la-  l 
tissimus  muscle  tightness.  The  muscles  of  such 
individuals  must  be  stretched. 

Safety  therapy 

When  one  deals  with  athletes,  one  faces  another 
problem.  All  of  us,  who  are  competitive  will  in 
time,  often  play  while  hurt.  It  has  already  been 
pointed  out  that  the  athletic  personality  is  a driv- 
ing individual  who  is  aggressive  and  competitive. 
It  is  important  to  recognize  in  dealing  with  pa- 
tients who  have  elbow,  shoulder,  hip,  knee,  and 
ankle  pain,  or  middle-aged  arthritic  conditions, 
that  the  risk  of  playing  sports  can  be  tempered 
somewhat  by  appropriate  exercises  to  restore  flexi- 
bility, by  specialized  exercises,  as  well  as  by  the 
restoration  of  power  in  groups  of  muscles  not  sus- 
pected of  being  weak.  An  adolescent  may  be 
forced  to  play  sports  because  it  has  been  tagged  as 
the  “in  thing”  by  his  peers,  as  well  as  by  himself, 
and  that  this  is  the  most  important  thing  in  his 
life.  The  demands,  the  risks,  the  nature  of  injury, 
the  protection  from  permanence,  the  likelihood  of 
permanence,  and  the  adjustments  to  continued 
play,  have  to  be  spelled  out  to  some  individuals. 
Even  though  he  has  been  hurt  once,  sometimes 
there  is  more  value  in  letting  him  play  with  equip- 
ment or  by  protection,  than  in  running  the  risk  of 
hurting  his  personality  by  restrictions.  There  are 
many  such  examples;  playing  with  injury  and  de- 
fects is  not  limited  only  to  the  professional  athlete. 
There  are  many  individuals  with  scoliosis  who  play 
tennis.  Some  people  with  painful  disks  are  out 
playing  golf,  and  some  with  poliomyelitis  residuals 
have  been  known  to  play  contact  sports.  There 
are  many  individuals  with  recurvatem  of  the  knees 
who  dance,  and  individuals  with  contractures  whc 
hunt  and  climh.  Many  individuals  who  have  had 
tuberculosis  of  a hip  or  one  knee  have  been  known 
to  play  sports.  Recreational  activity  is  part  of  oui 
life,  and  a desirable  part.  Indeed,  we  work  to  have 
time  for  recreation.  However,  careful  evaluation 
of  such  individuals  is  necessary,  and  some  should 
be  restricted,  of  course.  When  one  has  had  contu- 
sions, lacerations,  abrasions,  sprains,  or  strains,  if 
is  extremely  important  in  these  instances  to  recov- 
er power  and  motion  before  allowing  one  to  pla> 
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the  sports  which  produce  the  trauma.  One  does 
have  moral  problems  to  deal  with  in  those  individ- 
uals who  insist  on  sports,  particularly  children  who 
have  one  eye,  one  kidney,  one  testicle,  or  elderly  or 
middle-aged  individuals  who  have  had  rheumatic 
heart  disease,  tuberculosis,  or  diabetes,  who  wish 
to  play  sports  which  involve  endurance  or  contact. 
One  can  only  justify  participation  by  these  people 
on  an  individual  basis,  for  in  some  instances  not 
allowing  a patient  to  have  recreation  is  more  dam- 
aging than  to  allow  it.  A young  person  should  not 
be  forced  to  play  if  he  does  not  want  to.  Those 
who  want  to  play  badly  and  are  risk  prone  should 
’ be  protected  if  they  do  play. 

Methods 

What  are  methods  which  allow  one  who  has 
been  hurt  or  one  who  has  a defect  to  compete  and 
r,  play  sports?  First,  we  must  ask  whether  he  is  in- 
- jury  prone.  Second,  can  we  change  what  position 
he  plays?  For  example,  in  skiing  it  would  be  a 
lower  slope  or  a change  from  downhill  skiing  to 
id  cross-country  skiing.  The  use  of  equipment  or 
nd|  changing  movements,  in  throwing  from  overhand 
to  sidearm,  are  important  methods  whereby  one 
td  who  has  been  hurt  in  sports  can  continue  to  play. 
,>!  Reduction  in  the  amount  of  time  that  one  plays  a 
-f  sport  or  changing  conditions,  such  as  keeping 
. someone  in  shallow  water  instead  of  deep  water, 
r are  important  in  allowing  individuals  to  partici- 
. pate  yet  providing  an  element  of  safety.  All  of 
this  means  an  integrated  team:  medical  person- 

. nel,  coach,  patient,  teacher,  nurse,  participant,  and 
parent.  Continuous  risk  assessment  designed  to 
t'|  evaluate  the  ability  to  continue  to  play  at  maxi- 
ed  mum  safety  is  necessary. 

An  example  of  how  equipment  can  be  used  can 
. be  seen  in  people  with  patellar  subluxation  who 
> have  great  difficulty  with  pivoting  sports  such  as 
: basketball,  volleyball,  paddle  ball,  and  tennis  in 
ire  particular.  This  can  be  handled  frequently  by  use 
r of  a foam  rubber  support  with  a hinge  knee  brace 
-:e  incorporated  over  it  rather  than  by  surgery  or  by 
jv  both.  That  decrease  in  vulnerability  to  knee  in- 
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stability  occurs  effectively  when  protected  by  a 
brace  has  been  depicted  in  many  athletic  profes- 
sional individuals.  An  individual  can  wear  a chest 
protector  with  a float  as  well  as  a derotation  brace 
and  can  water  ski  and  enjoy  sports.  Pessimism  re- 
garding bracing  is  unfounded. 

Conclusion 

Sports  medicine  deals  with  all  of  us.  Look  at 
the  numbers  of  us  who  are  all  athletes  in  some 
sense  whether  it  be  leisure  time  to  play,  to  relax,  or 
to  compete  and  excel.  Sports  medicine  embraces 
all  aspects  of  medicine,  be  it  the  social  or  mental 
approaches,  as  well  as  the  family,  for  its  function  is 
to  make  recreation  safer  and  enjoyable  to  all. 
Those  who  intend  to  be  well  versed  in  it  must  ap- 
preciate the  family  unit,  social  implications  of  ath- 
letics, and  the  desirability  to  benefit  from  it. 
Lombardi  said,  “Sports  teaches  discipline,  respect 
for  one  another,  for  achievement,  for  durability 
and  the  value  of  teamsmenship.”  The  orthopedic 
surgeon,  the  physical  educator,  the  athletic  train- 
er, the  teacher,  and  the  family  physician,  dealing 
with  the  athlete,  as  well  as  all  the  specialists  caring 
for  the  athlete,  should  have  an  integrated  continu- 
ing interest  in  this  area,  if  sports  is  to  be  practiced 
at  its  highest  efficiency  of  safety  and  enjoyment 
for  the  benefit  of  all.  The  greatest  reward  of  all  is 
that  what  we  learn  from  our  healthy  competitors  is 
what  can  be  applied  to  our  infirm  by  demanding 
optimum  techniques.  For  them  increasing  their 
endurance  as  well  as  the  ability  to  get  around  is 
ample  reward. 

100  East  77th  Street 
New  York,  N.Y.  10021 
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The  fiftieth  anniversary  of  the  death  of  the 
discoverer  of  the  x-ray  presents  an  opportunity  to 
rekindle  the  memory  of  an  immortal  scientist  and 
great  benefactor  of  mankind. 

Early  years 

Wilhelm  Conrad  Roentgen  was  born  in  the  little 
town  of  Lennep,  Bergenland,  near  Cologne,  Ger- 
many, in  1845.  His  father,  Friedrich  Conrad 
Roentgen,  a textile  manufacturer,  and  his  ances- 
tors played  a leading  role  in  the  community  for 
several  generations.  Contrary  to  some  belief,  they 
were  not  related  to  other  famous  Roentgens  such 
as  the  cabinet  maker  David  Roentgen  of  Wiesba- 
den or  the  musicians  Engelbert  and  Julius  Roent- 
gen of  Leipzig.1 

Roentgen’s  mother,  Charlotte  Constanze,  nee 
Frowein,  was  born  in  Amsterdam,  but  her  father 
and  grandfather  also  came  from  Lennep.  His 
grandmother  Frowein  (Susanne  Maria)  belonged 
to  the  prominent  Moyet  family  which  emigrated 
from  Turino,  Italy,  to  Holland  in  the  eighteenth 
century.  One  Moyet  ancestor  came  from  Geneva 
and  another  from  London.1 

Several  intermarriages  of  the  Roentgens  and  the 
Froweins  took  place.  Grandfather  Roentgen,  for 
example,  was  married  to  the  sister  of  grandfather 
Frowein,  and  W'ilhelm’s  parents  were  first  cousins. 
Out  of  this  consanguinity  a genius  was  horn.  Like 
other  outstanding  leaders  in  all  walks  of  life,  Wil- 
helm was  an  only  child.2 

*In  commemoration  of  the  fiftieth  anniversary  of  his  death. 


In  1848,  the  year  of  revolutions,  the  small  family 
moved  to  Apeldoorn,  Holland.  The  political  un-  I 
rest  at  that  time  could  very  well  have  contributed 
to  the  emigration.  Wilhelm  was  only  three  years  ! 
old  and  could  not  remember  his  place  of  birth  later 
on.  When,  in  1896,  he  reached  world  fame 
through  the  discovery  of  the  x-ray,  it  is  of  interest 
that  the  Mayor  of  Lennep  inquired  about  his  place 
of  origin. 

In  his  reply  Roentgen  stated:  “.  . . Indeed  I am 
the  Wilhelm  Conrad  Roentgen  who  was  born  in 
Lennep,  on  March  27,  1845.  The  house  of  my 
birth  must  still  exist,  as  Mr.  E.  R.  Roentgen  of 
Lennep  not  so  long  ago  has  sent  me  a photograph 
of  the  same.  This  corresponds  to  the  model  my 
father  has  built  for  me  when  I was  a youngster.”  ■ 
(Roentgen  to  Sauerbronn,  Sorrento,  April  2, 
1896). 1 

Childhood  years 

Roentgen’s  childhood  years  were  happy  ones  in 
a circle  of  relatives  and  friends.  At  the  age  of  sev- 
enteen, he  was  sent  to  nearby  Utrecht  to  finish  his 
high  school  education.  His  love  of  nature  and  . 
sports,  of  music  and  theater  increased  with  the 
years.  He  also  grew  into  a giant,  well  above  6 feet  ' 
in  height.1 

Unhappily,  Roentgen  was  not  permitted  to 
graduate  from  high  school.  He  was  discharged  as 
a result  of  another  student’s  prank,  for  which  he 
took  the  blame.  Actually,  this  serious  setback 
proved  a blessing  in  disguise,  since  he  had  to  strive 
much  harder  than  others  to  compensate  for  the 
missing  high  school  diploma.3 

His  mother  comforted  him,  since  she  respected 
his  action  as  that  of  a martyr.  Nevertheless, 
Roentgen’s  ambitions  and  his  Rhenish  humor  he- 
came  subdued  and  his  future  beclouded.  As  a , 
youngster  he  displayed  an  unusual  dexterity  with 
tools.  He  had  built  a suction  pump  and  many; 
other  gadgets,  but  a vocation  as  a mechanic  or  per- 
haps as  a business  partner  with  his  father  had  no 
attraction  for  him.1 

Student  years 

In  his  desire  for  an  academic  career,  Roentgen 
visited  lectures  at  the  University  of  Utrecht  for 
two  years,  but  lacking  a high  school  diploma  he 
could  not  qualify  for  a degree.  A good  fortune,! 
however,  came  his  way  when  he  learned  that  he1 
could  enroll  as  a regular  student  at  the  Polytechni-I 
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chum  in  Zurich.  Thus,  destiny  took  him  to  Swit- 
zerland for  a three-vear  course  in  engineering.1 

In  retrospect,  Roentgen  considered  the  years  in 
Zurich  the  happiest  of  his  life.  He  met  congenial 
fellow  students  with  whom  he  roamed  and  in- 
dulged in  all  kinds  of  sports  including  mountain 
climbing.  He  enjoyed  discussions  with  intellectu- 
als as  they  relaxed  at  roundtables  in  various  inns. 
The  climax  of  his  contentment  was  reached  when 
he  met  his  future  fiancee,  the  beautiful  Bertha 
Ludwig,  a native  of  Zurich. 1 

The  well-educated  and  cultured  young  lady  in- 
spired Roentgen  to  pursue  his  studies  most  seri- 
ously. As  a result,  he  graduated  with  high  honors 
in  1868.  The  following  year  he  obtained  the  Doc- 
tor of  Philosophy  degree  with  a dissertation  on  the 
physical  properties  of  gases.  This  work  received 
high  praise.1 

In  his  paper  Roentgen  hinted  at  a relativity  fac- 
tor to  explain  minutest  differences  of  precision 
measurements,  perhaps  suspecting  the  theory  to 
be  fully  developed  by  Einstein.  The  happiness 
over  his  degree  was  somewhat  dimmed  since  he 
was  still  undecided  about  his  future.  In  this  un- 
certainty, a friend  came  to  the  rescue  by  introduc- 
ing him  to  Kundt,  professor  of  physics  at  the  LJni- 
versity  of  Zurich.  The  latter  suggested  that  he 
should  try  experimental  physics  and  invited  him 
to  become  his  assistant.1 

Soon  afterward,  in  1871,  Kundt  followed  a call 
to  the  University  of  Wurzburg,  Germany,  and  took 
his  promising  assistant  with  him.  Here,  Roentgen 
strived  for  a faculty  appointment  but  was  rebuffed 
because  he  lacked  a high  school  diploma.  Profes- 
sor Kundt  was  not  discouraged  and  worked  on  a 
different  strategy  when  he  accepted  a more  presti- 
gious appointment  in  the  re-opened  University  of 
Strassburg.1 


Academic  career 
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In  April,  1872,  Roentgen  followed  his  chief  to 
the  new  assignment.  Two  years  later  he  finally 
achieved  the  rank  of  assistant  professor.  The 
stage  was  now  set  for  an  unimpeded  academic  ca- 
reer. Thus,  in  1875,  he  became  professor  of  phys- 
ics at  the  small  Hohenheim  College  near  Stuttgart. 
Conditions  there,  however,  were  too  primitive  for 
serious  experimenting,  and  he  returned  to 
Strassburg  the  following  year  as  an  associate  pro- 
fessor. 1 

Three  more  years  of  outstanding  research  re- 
sulted in  nationwide  recognition  so  that  Roentgen 
was  unanimously  chosen  for  the  full  professorship 
in  Giessen  at  the  early  age  of  thirty-four.  His  par- 
ents, who  had  followed  him  from  Holland  to 
Strassburg  in  1873,  also  moved  with  him  to  Gies- 
sen in  1879.  Unhappily,  his  beloved  mother  died 
soon  afterward  of  a heart  ailment  and  his  devoted 
father  four  years  later  at  the  age  of  eighty-three.1 


The  Roentgens  never  had  children  of  their  own, 
but  took  an  orphaned  six-year-old  niece  from 
Switzerland  into  their  home  in  1887.  Mrs.  Roent- 
gen pleaded  for  an  adoption.  Wilhelm,  however, 
held  back  decisively.  He  argued  that  the  art  of 
educating  a child  could  prove  too  difficult.  Fif- 
teen years  later,  niece  “Berteli”  was  officially 
adopted.  In  the  meantime,  she  had  been  treated 
like  a princess.1 

In  Giessen,  Roentgen  received  tempting  offers 
from  leading  universities  in  Germany  and  Holland. 
Finally,  he  accepted  the  professorship  at  the  Uni- 
versity of  Wurzburg  which  had  once  refused  him  a 
faculty  appointment.  This  time  he  was  honored 
with  a new  physics  building  containing  satisfacto- 
ry facilities  for  experimenting  and  spacious  living 
quarters  on  the  upper  floor.1 


Wurzburg  years 

The  following  twelve  years  in  Wurzburg  proved 
most  productive  and  successful.  The  surround- 
ings of  the  city  were  beautiful,  and  ideal  hunting 
grounds  were  found  in  nearby  Wimparer  Forest. 
Roentgen  made  many  new  friends  among  the  uni- 
versity professors.  He  became  most  popular  and 
was  increasingly  recognized  as  an  outstanding  sci- 
entist so  that  in  1894  he  was  chosen  as  rector  of 
the  university  for  one  year.1 

On  November  8,  1895,  Roentgen  discovered  the 
x-ray.  The  following  seven  weeks  he  experi- 
mented in  deepest  secrecy  and  solitude,  practically 
day  and  night.  On  January  1,  1896,  he  dispatched 
reprints  of  his  Fundamental  Contribution  to  a 
New  Kind  of  Ray  and  radiographs  to  selected  col- 
leagues near  and  far.  He  commented,  “Now  let 
the  devil  take  over!”4 

His  fame  spread  to  all  corners  of  the  world  when 
the  Vienna  Presse  sensationalized  the  discovery  on 
Sunday,  January  5,  1896.  As  a result,  Roentgen 
was  invited  to  demonstrate  the  x-ray  before  Em- 
peror Wilhelm  II.  Otherwise,  he  steadfastly  de- 
clined honorary  and  official  lectures  in  spite  of  in- 
vitations from  all  over  the  world. 

The  Emperor  bestowed  a coveted  medal  on 
Roentgen  and  had  a statue  of  him  erected  on  Ber- 
lin’s Potsdamer  Bridge.1  The  King  of  Bavaria, 
called  “Prinzregent”  at  that  time,  also  showered 
him  with  titles  and  medals.  Nevertheless,  Roent- 
gen remained  a modest  and  unassuming  scientist 
who  preferred  to  work  with  the  least  possible  in- 
terference. He  considered  interviews  and  func- 
tions annoying  and  a waste  of  valuable  time.1 

Radioactivity  was  discovered  soon  afterward 
through  blackening  of  a covered  photographic 
plate  when  uranium  ore  was  placed  on  it.  Roent- 
gen suggested  this  simple  experiment  to  Becquerel 
through  the  French  physicist  Poincare.  Thus  he 
planted  the  seed  for  another  momentous  revela- 
tion.1 
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Munich  years 

In  1900,  Roentgen  became  professor  of  physics 
at  the  University  of  Munich  and  director  of  its 
physics  institute.  The  facilities  proved  enticing 
for  performing  research  and  for  teaching.  He 
should  have  been  elated  over  living  in  the  great 
city  with  its  numerous  attractions.  Somehow, 
however,  he  felt  lost  and  found  it  difficult  to  estab- 
lish new  friendships.  In  retrospect,  he  thought 
that  he  should  have  never  left  Wurzburg.1 

There  was  one  consolation:  the  acquisition  of  a 
hunting  lodge  in  nearby  Weilheim  with  an  impres- 
sive view  of  the  Bavarian  Alps.  Here,  Roentgen 
could  entertain  his  friends,  study  in  leisure,  and 
enjoy  nature.  Large  hunting  grounds  surrounded 
the  area,  and  a garden  proved  ideal  for  Mrs. 
Roentgen’s  horticultural  pursuits.  In  Munich  it- 
self, Roentgen  remained  a favorite  of  the  royal 
court.  In  1908,  he  became  “His  Excellency,”  but 
declined  to  have  the  accompanying  title  “von” 
Roentgen  registered.1 

Numerous  decorations  and  special  honors 
poured  in  from  all  over  the  world;  some  of  the  out- 
standing ones  included  the  Rumford  Gold  Medal 
of  the  Royal  Society  in  London  (1896)  and  the  dis- 
tinguished order  of  Pour-le-Merite  (1911).  In 
1901,  Roentgen  became  the  first  recipient  of  the 
Nobel  Prize  in  physics.  He  traveled  to  Stockholm 
for  the  ceremonies  but  shied  away  from  an  accep- 
tance speech.  Streets  and  plazas  were  named 
after  him.  Busts,5  statues,  and  monuments  were 
erected  in  his  honor,  and  his  portrait  could  be 
found  on  special  stamps  in  various  lands  and  on 
German  currency  (Fig.  1). 

Roentgen  was  known  as  a great  traveller.6  In 
1912,  he  planned  a journey  to  America  where  his 
relatives  had  settled  forty  years  earlier.  The  ex- 
pedition, however,  had  to  be  called  off  because  of 
Mrs.  Roentgen’s  recurrent  bouts  of  illness.  When 
Roentgen  reached  the  age  of  seventy  in  1915  he 
wished  to  retire.  However,  because  of  World  War 
I,  he  had  to  stay  on  for  five  more  years.  After  giv- 
ing up  his  post  in  1920,  he  still  continued  his  re- 
search at  the  university. 

Scientific  achievements 

The  Prussian  Academy  of  Sciences  praised 
Roentgen’s  accomplishments  at  the  fiftieth  anni- 
versary of  the  Doctor  of  Philosophy  degree  on 
June  22,  1919,  as  follows: 

Very  esteemed  colleague! 

The  fiftieth  anniversary  of  the  happy  day  on  which 
you  started  your  scientific  career  is  also  a day  of  sol- 
emn memory  for  our  academy.  We  cannot  pass  this 
day  over  without  expressing  pride  that  we  can  include 
you  as  one  of  us  whose  lustrous  name  is  praised  in 
gratitude  by  all  mankind. 

In  early  years  a benevolent  destiny  led  you  into 
Kundt’s  laboratory  and  allowed  you  to  complete  your 


training  under  the  eyes  of  this  master  of  experimenta 
tion. 

Already  your  first  major  work  on  the  ratio  of  th( 
specific  heat  of  some  gases  represents  an  example  o 
keen  and  critical  precision.  Although  still  under  th< 
influence  of  your  preceptor,  you  soon  followed  nev 
trails  which  clearly  reflected  the  character  of  you 
personality  as  a scientist.  Thus,  your  great  talent  fo 
innovating  new  methods  has  been  proved  through  th< 
simple  and  visionary  method  to  measure  the  conduc 
tivity  of  heat  in  crystals  with  the  configuration  of  th< 
vapor  of  exhaled  breath. 

Your  astounding  talent  for  devising  equipment  wa 
completely  demonstrated  by  the  experiments  of  th< 
electromagnetic  rotation  of  the  plane  of  polarizatioi 
in  gases  conducted  together  with  Kundt.  In  this  clas 
sical  work  you  succeeded  in  observing  the  effec 
searched  in  vain  by  Faraday  and  in  measuring  th< 
same  quantitatively  for  a number  of  gases. 

You  proved  the  same  skill  in  overcoming  experi 
mental  difficulties  through  the  numerous  investiga 
tions  you  undertook  with  your  assistants  concernin; 
the  influence  of  pressure  on  the  compressibility,  capil 
larity,  viscosity,  and  light  diffraction  of  various  sub 
stances.  As  a result  of  these  valuable  works  can  als' 
be  considered  your  eminently  fruitful  theory  con 
cerning  the  composition  of  liquid  water. 

Through  utilization  of  a unique  new  method  yo> 
have  definitely  brought  to  a decision  the  old  argumen 
between  John  Tyndall  and  Gustave  Magnus  con 
cerning  the  absorption  potential  of  water  steam  fo 
heat  rays. 

You  have  discussed  a question  of  fundamental  sig 
nificance  in  your  work  concerning  the  electrodynami 
effect  of  a dielectric  moving  in  a homogenous  electri 
field.  The  fact  that  you  have  succeeded  in  observin. 
with  certainty  the  minimal  effect  predicted  by  Max 
well’s  theory  is  again  a proof  of  your  experiment 
skill  developed  to  the  highest  degree. 

All  these  investigations,  not  to  forget  also  you 
comprehensive  studies  of  pyro-  and  piezoelectricity  c 
crystals,  guided  by  uniform  viewpoints  are  apt  to  as 
sure  you  a place  of  honor  among  the  leading  physicist 
of  Germany.  These  eminent  achievements,  howeve 
fade  when  compared  to  your  great  discovery  in  189; 
like  the  stars  around  the  sun.  Probably  never  befor 
has  a new  revelation  from  the  silent  laboratory  of  th 
scientist  traveled  the  path  of  victory  all  around  th 
world  as  quickly  as  your  trailblazing  discovery  of  th 
wonderful  rays.  Tremendous  have  been  from  the  bf 
ginning  the  expectations  which  arose  from  their  the< 
retical  and  practical  utilization,  but  they  have  by  fc 
been  exceeded  by  actual  developments. 

The  history  of  science  teaches  that  with  each  did 
covery  merit  and  luck  are  combined  in  peculiar  fas! 
ion,  and  some  less  knowledgeable  ones  may  perhaj: 
tend  to  attribute  a preponderant  share  to  the  luck  i 
this  case;  but  whoever  has  delved  into  the  peculiarit 
of  your  scientific  personality  fully  realizes  that  yoi 
the  investigator  free  from  bias  who  blends  the  perfec  } 
ed  art  of  experimenting  with  highest  conscientiou; 
ness  and  diligence,  had  to  succeed  with  this  great  dii 
covery. 

The  three  communications,  in  which  you  descril 
the  wonderful  properties  of  the  new  rays,  also  belor 
by  appearance  to  the  classical  treatises  of  the  physic;  i 
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sciences  in  its  modest  form,  its  factual  brevity,  and 
masterly  presentation.  The  value  of  revelation,  con- 
tained in  your  discovery,  has  opened  a new  epoch  of 
' our  science  leading  to  always  more  beautiful  results 
and  rising  to  always  higher  goals. 

The  eminently  practical  significance  of  the  new 
rays,  immediately  recognized  by  you,  the  utilization  of 
which  you  presented  to  mankind  in  noble  altruism 
has  manifested  itself  in  an  enormous  measure  during 
the  World  War.  One  can  truly  state  that  the  poor 
wounded  ones  by  the  hundreds  of  thousands,  friends 
and  foes  alike,  had  their  lives  or  the  use  of  their  limbs 
« saved  through  the  results  of  your  investigations. 
Ml  Thus,  not  only  the  physical  science  honors  you  as  an 
I immortal  master,  but  the  whole  world  as  its  benefac- 
i-  tor. 

On  this  day  of  honor  may  the  serene  feeling  of  hav- 
hi  ing  contributed  such  great  achievements  of  furthering 
our  knowledge  and  of  blessing  suffering  mankind  help 
you  to  soften  the  sorrow  which  you  as  well  as  all  of  us 
is*  suffer  over  the  collapse  of  our  beloved  fatherland. 

; May  it  be  granted  to  you  to  still  see  the  rosy  predawn 

hue  of  better  times.  This  is  our  sincere  wish. 
Signed:  The  Prussian  Academy  of  Sciences.1 

Final  years 

In  October  1919,  Roentgen’s  beloved  wife  died 
’ after  a prolonged  illness.  His  sorrow  and  sadness 
were  deepened  because  of  World  War  I conditions. 
Roentgen  strictly  adhered  to  the  food  rations  and 
thereby  lost  50  pounds.  Thoughtful  members  of 
. his  household,  however,  secretly  added  to  the  allo- 
cated food  later  on  to  prevent  further  weight  loss. 
The  depressing  situation  is  illustrated  in  Roent- 
■ gen’s  letter  to  his  old  friend  Albert  three  months 
before  his  death  as  quoted  by  Forssell7: 

. . . About  two  and  one-half  years  ago  I retired  from 
my  post  and  I can  no  longer  endure  but  little  work  in 
physics.  In  addition,  there  are  depressing  conditions 
under  which  we  Germans  have  to  suffer.  It  is  not 
merely  that  poverty  has  entered  our  lives,  that  could 
still  be  bearable;  but  there  is  serious  concern  over 
what  will  become  of  us  and  how  people  sunk  so  low 
will  rise  again.  It  requires  much  courage  and  faith 
just  to  hold  one’s  head  up. 

The  Moselle  Blossoms  are  no  longer  subject  of  con- 
versation, but  the  recollection  of  this  and  of  our 
happy  student  time  rings  a bell  in  my  old  heart. 
Years  ago,  Besser  visited  me  to  my  delight,  and  we 
revelled  while  recalling  the  years  we  spent  together  in 
Zurich. 

You,  he,  and  I can  all  be  satisfied  with  our  achieve- 
ments in  life,  especially  when  I consider  that,  in  my 
case  at  least,  the  future  looked  very  bleak.  Do  you 
still  remember  that  you  introduced  me  to  Kundt  who 
guided  me  into  the  field  of  physics  thus  rescuing  me 
from  the  uncertainties  of  my  future?  , 

Toward  the  end  of  his  life,  Roentgen  embarked 
on  agricultural  pursuits  in  Weilheim,  not  unlike 
Dr.  Faustus  in  Goethe’s  drama.  He  continued  to 
worry  over  Germany’s  downfall  and  especially  over 
£ the  dreaded  Ruhr  occupation  which  he  felt  he 


FIGURE  1.  Wilhelm  Conrad  Roentgen  by  Nicola  Per- 
scheid,  Berlin,  1906.  (Courtesy,  Deutsches  Rontgen-Mu- 
seum,  Remscheid-Lennep,  Germany.) 


could  never  survive.8  Indeed,  when  Senegalese 
troops  finally  marched  into  Bergenland,  his  place 
of  birth,  he  became  seriously  ill  with  an  acute  in- 
testinal disease  and  succumbed  three  days  later, 
on  February  10,  1923. 

Eulogies 

Numerous  scientists  have  praised  Roentgen  in 
eulogies.  Gosta  Forssell,'  an  eminent  pioneer  ra- 
diologist gives  the  following  account: 

...  I had  the  occasion  to  get  acquainted  with  Wil- 
helm Conrad  Roentgen  personally  when  early  in  May 
1908  I had  the  honor  to  deliver  the  diploma  of  Honor- 
ary Membership  in  the  Swedish  Academy  of  Physi- 
cians. Roentgen  extended  his  courtesy  to  invite  me 
and  my  wife  for  dinner  in  his  beautiful  home  where  he 
and  his  wife  gave  us  a most  cordial  reception.  Of 
Roentgen’s  personality,  I received  the  same  impres- 
sion of  natural  simplicity  and  cautious  circumspection 
as  we  find  in  his  writings,  but  also  the  unforgettable 
impression  of  an  ennobled  and  great  personality 
which  carried  the  glamor  of  the  position  he  had  to 
represent  without  aiming  at  any  effect.  I am  com- 
pletely convinced  that  Roentgen  himself  actually  did 
not  consider  even  the  discovery  of  the  roentgen  ray  an 
accomplishment  of  greater  merit  or  greater  peculiari- 
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ty  than  the  other  experiments  he  had  conducted  with 
the  same  thoroughness  which  characterizes  his  analy- 
sis of  the  x-ray. 

The  vivacious  and  friendly  Mrs.  Roentgen  appeared 
very  proud  of  her  great  husband.  She  beamed  full  of 
love  and  happiness,  and  I shall  never  forget  the  mood 
of  harmony  and  warmhearted  spirit  which  emanated 
from  this  German  home  in  this  glamorous  era  of 
Roentgen  and  of  Germany. 

Lecher,9  a physicist,  eulogized  Roentgen  as  the 
favorite  of  the  gods.  Friedrich,10  another  physi- 
cist, felt  that  it  was  difficilt  to  do  full  justice  to  the 
deceased.  Sommerfeld,  the  theoretical  physicist, 
considered  the  so-called  roentgen  current  even 
more  meritorious  than  the  x-ray. 

The  physicist  Konig11  stated:  “The  discovery 

cannot  be  considered  an  accident,  but  rather  the 
result  of  most  careful  planning.  The  angels  of 
good  fortune  help  those  few  immortals  who  can 
delve  into  the  mysteries  and  laws  of  nature 
through  never  ending  search.  To  be  a celebrity 
was  more  of  a nuisance  than  a joy  to  him.  Our 
pride  lies  in  the  fact  that  he  was  once  one  of  us.” 
Grashey,12  a pioneer  roentgenologist,  stated: 

An  angel  from  heaven  presented  the  wonderful  new 
ray  to  the  scientist.  Medicine  has  received  the  lion’s 
share  of  his  discovery.  Nature  manifests  itself  in 
such  a way  only  to  those  who,  through  restless  explor- 
ing, have  developed  an  instinct  for  its  intricacies  and 
laws.  AH  discoveries  are  in  the  air  prepared  by  relat- 
ed processes.  Nobody  could  have  been  more  digni- 
fied, predestined  to  receive  this  present  from  nature. 
Life  has  given  him  much,  but  more  than  he  has  re- 
ceived he  has  given  us.  A spark  of  his  mind  has 
kindled  a light  which  illuminated  dark  trails  of  sci- 
ence. Immortal  is  his  work,  immortal  his  name. 


Roentgen  as  a martyr 

Roentgen  had  to  endure  much  criticism  of  the 
envious  who  claimed  to  have  discovered  the  x-ray 
first. 13  Such  assertions  caused  him  much  dis- 
pleasure. It  was  below  his  dignity,  however,  to 
enter  into  arguments.  Instead,  he  chose  the  fate 


of  a martyr.  Unhappily,  the  attacks  continued  to 
flare  up  for  many  years  and  even  decades  after 
Roentgen’s  demise. 

In  this  vein,  his  fate  could  be  likened  to  that  of|j| 
Prometheus  who  brought  fire  to  the  world  accord- 
ing  to  Greek  mythology.  As  punishment,  Zeus;* 
had  him  chained  to  Mount  Caucasus.  A vulture,/ 
came  each  day  to  pick  his  liver  and  every  night  his  a 
liver  grew  back.  Thus,  Prometheus  suffered  for 
years  until  Hercules  killed  the  vulture  and  set  Pro-H 
metheus  free. 

I 

Epilogue 

Almost  eighty  years  have  elapsed  since  the  dis-jl 
covery  of  the  x-ray.  All  doubts  about  the  authen- 1 
ticity  of  the  true  discoverer  have  now  vanished. 
Roentgen  has  become  recognized  for  his  superhu- 
man eyesight  and  an  intellect  unique  in  the  history 
of  mankind.  He  has  inspired  the  study  of  the 
atom  and  thus  has  laid  the  groundwork  for  the  era 
of  atomic  science. 


References 

1.  Glasser,  O.:  Wilhelm  Conrad  Rontgen  und  die  Ges-k 

chichte  der  Rontgenstrahlen,  2nd  ed.,  Berlin,  Springer,  1959. 

2.  Seth-Hirsch,  I.:  Wilhelm  Conrad  Roentgen:  his  life 

and  work,  Radiology  4:  63  (1925). 

3.  Wolfflin,  E.:  Begebenheiten  aus  den  letzten  jahrer 

Wilhelm  Conrad  Rdntgens,  Fortschr.  Geb.  Roentgenstr.  Nuk- 
learmed.  72:  614  (1950). 

4.  Dessauer,  F.:  Die  Offenbarung  einer  Nacht,  4th  ed. 

Frankfurt  am  Main,  Josef  Knecht,  1958. 

5.  Streller,  E.:  Beitrag  zur  geschichte  verschiedenei : 

Rontgenbiisten,  Rontgenblatter  8:  147  (1955). 

6.  Kraft,  E.:  W.  C.  Roentgen:  travel  aspects  of  his  life 
New  York  State  J.  Med.  72:  1769  (July  1)  1972. 

7.  Forssell,  G.:  Wilhelm  Conrad  Rontgen:  in  memoriam 
Acta,  radiol.  2:  101  (1923). 

8.  Eiselberg,  A.:  Gedachtnisrede  auf  W.  C.  von  Rontgen 
Wien.  klin.  Wchnschr.  36:  432  (1923). 

9.  Lecher,  E.:  Wilhelm  Conrad  von  Rontgen,  Wien,  med  »■ 
Wchnschr.  73:370  (1923). 

10.  Friedrich,  W.:  Wilhelm  Conrad  Rontgen  und  die  phvs  ! • 
ik,  Strahlentherapie  15:  855  (1923). 

11.  Konig,  W.:  Gedachtnisrede  auf  Rontgen,  Fortschr 

Geb.  Roentgenstr.  Nuklearmed.  32:  189  (1924). 

12.  Grashey,  R.:  Wilhelm  Conrad  Rontgen,  ibid.  30:  40iil 
(1923). 

13.  Zehnder,  L.:  Rdntgens  Briefe  an  Zehnder,  Zurich.^ 

Rascher  & Cie.,  1935. 


i * 


2070  New  York  State  Journal  of  Medicine/ October  1974 


> 


/lust  vasodilators 
ind  therapy  for 
ither  diseases 
:ome  into 
onflict? 


iot  if  the  vasodilator  is 

/ASODILAN 

30XSUPRINE  HCI) 

ie  compatible  vasodilator... 
o treatment  conflicts  reported 

? cerebral  or  peripheral  vascular  disease  patient  often  has 
existing  disease1  which  calls  for  another  drug  along  with  his , 
odilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
retie,  anticoagulant,  corticosteroid,  or  coronary  vasodilator, 
odilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
iflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
■ not  been  reported  to  affect  carbohydrate  metabolism,  liver 
ction,  or  intraocular  pressure-or  to  complicate  treatment  of 
betes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease, 
act,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
ecommended  oral  doses,  other  than  that  it  should  not  be  given 
he  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

ertler,  M.  M.,  et  al.:  Geriatrics  .Z5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
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Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI.  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  1.00,  500  and  Unit  Dose. 
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Samuel  Alper,  M.D.,  of  Brooklyn,  died  on  August  9 at 
the  age  of  sixty-eight.  Dr.  Alper  graduated  in  1929  from 
Long  Island  College  Hospital.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Virginia  Apgar,  M.D.,  of  White  Plains,  died  on  August 
7 at  the  age  of  sixty-five.  Dr.  Apgar  graduated  in  1933 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  She  was  a Diplomate  of  the  American  Board 
of  Anesthesiology,  a Fellow  of  the  American  College  of 
Anesthesiologists,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  Ameri- 
can Public  Health  Association,  the  American  Academy 
of  Pediatrics,  the  American  Pediatric  Society,  the  New 
York  Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Percy  Huntley  Austin,  M.D.,  of  Castleton-on-Hudson, 
died  on  December  17,  1973.  Dr.  Austin  graduated  in 
1915  from  Albany  Medical  College. 

Wilbur  Blum  Brett,  M.D.,  of  Flushing  and  Fresh 
Meadows,  died  on  July  6 at  the  age  of  fifty-eight.  Dr. 
Brett  graduated  in  1937  from  New  York  Medical  College 
and  Flower  Hospital.  He  was  an  attending  general 
practitioner  on  the  medical  staff  at  Deepdale  General 
Hospital.  Dr.  Brett  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Geriatrics 
Society,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Horton  Daniels,  M.D.,  of  New  York  City,  died  on 
July  31  at  the  age  of  eighty-two.  Dr.  Daniels  graduated 
in  1918  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Chester  Logan  Davidson,  M.D.,  of  Chapel  Hill,  North 
Carolina,  formerly  of  Jamaica,  died  on  August  7 at  the 
age  of  eighty.  Dr.  Davidson  graduated  in  1918  from 
Vanderbilt  University  School  of  Medicine.  He  had 
been  a consulting  surgeon  at  Jamaica  Hospital,  Queens 
Hospital  Center,  and  Long  Beach  Memorial  Hospital. 
Dr.  Davidson  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Anthony  J.  Della  Rocca,  M.D.,  of  The  Bronx  ar 
White  Plains,  died  on  May  28  at  the  age  of  seventy-tw 
Dr.  Della  Rocca  graduated  in  1927  from  University  ar 
Bellevue  Hospital  Medical  College.  He  was  an  adjun 
in  ophthalmology  at  Bronx-Lebanon  Hospital  Cent 
and  a member  of  the  medical  staff  in  ophthalmology 
Pelham  Bay  General  Hospital.  Dr.  Della  Rocca  was 
Diplomate  of  the  American  Board  of  Otolaryngoloj 
and  a member  of  the  American  Academy  of  Ophthc! 
mology  and  Otolaryngology,  the  American  Geriatri 
Society,  the  American  Ophthalmological  Society,  tl 
Pan  American  Association  of  Ophthalmology,  the  Broi 
County  Medical  Society,  the  Medical  Society  of  tl 
State  of  New  York,  and  the  American  Medical  Associ 
tion. 


Joseph  Desane,  M.D.,  of  Flushing,  died  on  July  31 
the  age  of  seventy-four.  Dr.  Desane  graduated  in  19 
from  the  University  of  Maryland  School  of  Medici 
and  College  of  Physicians  and  Surgeons.  He  was  an  ; ■ 
tending  gynecologist  at  Parsons  Hospital. 

James  S.  Edlin,  M.D.,  of  Hartsdale,  died  on  July  14 
the  age  of  eighty-five.  Dr.  Edlin  graduated  in  1912  frr  i 
the  Medical  College  of  Virginia.  He  was  a consulti , 
physician  in  thoracic  surgery  at  St.  Clare’s  Hospit. 
Dr.  Edlin  was  a Fellow  of  the  American  College  of  Ch< 
Physicians  and  a member  of  the  American  Academy 
Compensation  Medicine,  Inc.,  the  New  York  Acadei ' 
of  Medicine,  the  New  York  Thoracic  Society,  the  N>' 
York  County  Medical  Society,  the  Medical  Society  f 
the  State  of  New  York,  and  the  American  Medical  Ass  - 
ciation. 

Bernard  Feldstein,  M.D.,  of  St.  Johnsville,  died  i 
May  21  at  the  age  of  eighty-seven.  Dr.  Feldstein  grac- 
ated  in  1909  from  Cornell  University  Medical  Colle:. 
He  was  a member  of  the  American  Public  Health  Ass- 
ertion, the  Montgomery  County  Medical  Society,  t ; 
Medical  Society  of  the  State  of  New  York,  and  t ; 
American  Medical  Association. 

Jacob  B.  Glenn,  M.D.,  of  Brooklyn,  died  on  July  16  t 
the  age  of  sixty-nine.  Dr.  Glenn  received  his  medid 
degree  from  the  University  of  Zurich  in  1943.  He  wa  i 
family  practitioner  on  the  medical  staff  of  Lefferts  G(- 
eral  Hospital.  Dr.  Glenn  was  a member  of  the  Ame- 
can  Geriatrics  Society. 

Morris  Grilihas,  M.D.,  of  Brooklyn,  died  on  Augus  t 
at  the  age  of  sixty-seven.  Dr.  Grilihas  graduated  l 
1931  from  New  York  Homeopathic  Medical  College  al 
Flower  Hospital.  He  was  a member  of  the  Americ" 
Academy  of  Family  Physicians,  the  Medical  Society  i 
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the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

K| 

’ Walter  Juelich,  M.D.,  of  Forest  Hills,  died  on  July  8 at 
the  age  of  seventy-nine.  Dr.  Juelich  received  his  medi- 
cal  degree  from  the  University  of  Hamburg  in  1920.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jacob  M.  Krich,  M.D.,  of  Woodhaven,  died  on  June  2 
at  the  age  of  sixty-five.  Dr.  Krich  graduated  in  1932 
from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  associate  family  practition- 
er at  Wyckoff  Heights  Hospital  and  an  attending  family 
practitioner  on  the  medical  staff  at  Whitestone  General 
Hospital.  Dr.  Krich  was  a member  of  the  American  Oc- 
cupational Medical  Association,  the  American  Geriatrics 
Society,  the  Medical  Society  of  the  County  of  Queens, 

, the  Medical  Society  of  the  State  of  New  York,  and  the 
• American  Medical  Association. 

Stanislas  T.  Krzywicki,  M.D.,  of  Syracuse,  died  on 
July  3 at  the  age  of  seventy-eight.  Dr.  Krzywicki  gradu- 
i ated  in  1920  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a member  of  the  American  Adademv 
of  Family  Physicians,  the  Syracuse  Academy  of  Medi- 
cine, the  Onondaga  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  Levin,  M.D.,  of  New  York  City,  died  on  July  23  at 
the  age  of  seventy-three.  Dr.  Levin  graduated  in  1924 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  a consulting  psychiatrist  at  Long  Beach  Memorial 
Hospital.  Dr.  Levin  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a member  of 
the  American  Psychiatric  Association,  the  Association 
for  Research  in  Nervous  and  Mental  Disease,  the  New 
York  Neurological  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
V York,  and  the  American  Medical  Association. 

Nathan  Levine,  M.D.,  of  Buffalo,  died  on  June  27  at 
the  age  of  seventy-seven.  Dr.  Levine  graduated  in  1926 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
T;  American  Medical  Association. 

3 

Amour  Fiscus  Liber,  M.D.,  of  The  Bronx,  died  on 
June  27.  Dr.  Liber  received  his  medical  degree  from  the 
University  of  Paris  in  1933.  He  was  chief  of  laborato- 
ries at  the  Bronx  Veterans  Administration  Hospital. 
Dr.  Liber  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Pathologic  Anatomy  and  Clinical  Pathology),  a 
Fellow'  of  the  College  of  American  Pathologists,  and  a 
member  of  the  American  Association  of  Pathologists 
and  Bacteriologists,  the  American  Society  of  Clinical 
Pathologists,  the  New  York  Academy  of  Medicine,  the 
New  York  Pathological  Society,  and  the  New  York  Neu- 
. rological  Society. 

511 

Barbara  F.  Lipton,  M.D.,  of  New  York  City,  died  on 
July  20  at  the  age  of  forty-five.  Dr.  Lipton  graduated  in 
1951  from  Yale  University  School  of  Medicine.  She  was 


an  attending  anesthesiologist  at  The  Mount  Sinai  Hos- 
pital. Dr.  Lipton  was  a Diplomate  of  the  American 
Board  of  Anesthesiologists,  a Fellow  of  the  American 
College  of  Anesthesiologists,  and  a member  of  the  Amer- 
ican Society  of  Anesthesiologists,  Inc.,  the  New  York 
Academy  of  Medicine,  the  New  York  State  Society  of 
Anesthesiologists,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Victor  Thomas  McGrattan,  M.D.,  of  Flushing  and 
Elmhurst,  died  on  July  26  at  the  age  of  sixty-eight.  Dr. 
McGrattan  graduated  in  1934  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital.  He  was  an 
attending  radiologist  at  St.  John’s  Queens  Hospital. 
Dr.  McGrattan  was  a Diplomate  of  the  American  Board 
of  Radiology  (Diagnostic  Roentgenology),  a Fellow  of 
the  American  College  of  Gastroenterology,  and  a mem- 
ber of  the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  M.  Michalek,  M.D.,  of  Lackawanna,  died  on  June 
26  at  the  age  of  seventy.  Dr.  Michalek  graduated  in 
1930  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  member  of  the  surgical  staff  at  Our 
Lady  of  Victory  Hospital.  Dr.  Michalek  was  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Rafael  Antonio  Perez-Lara,  M.D.,  of  Buffalo,  died  on 
June  29  at  the  age  of  fifty-two.  Dr.  Perez-Lara  received 
his  medical  degree  from  the  University  of  Santo  Domin- 
go in  1946.  He  was  a physician  in  internal  medicine  on 
the  medical  staff  of  the  Veterans  Administration  Hospi- 
tal in  Buffalo.  Dr.  Perez-Lara  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Menny  Rapp,  M.D.,  of  New  York  City,  died  on  July  8 
at  the  age  of  eighty-one.  Dr.  Rapp  received  his  medical 
degree  from  the  University  of  Frankfurt  in  1917.  He 
was  an  assistant  adjunct  (off  service)  in  surgery  at 
Bronx-Lebanon  Hospital  Center.  Dr.  Rapp  was  a mem- 
ber of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Naftal  Reznik,  M.D.,  of  Brooklyn,  died  on  July  10  at 
the  age  of  sixty-four.  Dr.  Reznik  received  his  medical 
degree  from  the  University  of  Wilno  in  1939.  He  was  an 
adjunct  pediatrician  at  Brookdale  Hospital  Center.  Dr. 
Reznik  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Samuel  F.  Scuderi,  M.D.,  of  Brooklyn,  died  on  August 
6 at  the  age  of  seventy-nine.  Dr.  Scuderi  graduated  in 
1926  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Stuart  Bertine  Smith,  M.D.,  of  Scarsdale,  died  on  July 
5 at  the  age  of  sixty-three.  Dr.  Smith  graduated  in  1936 
from  Cornell  University  Medical  College.  He  was  an  at- 
tending physician  at  White  Plains  Hospital  Association. 
Dr.  Smith  was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  Sosler,  M.D.,  of  Brooklyn,  died  on  July  14  at 
the  age  of  seventy-four.  Dr.  Sosler  graduated  in  1923 
from  Long  Island  College  Hospital.  He  was  an  associate 
attending  physician  in  medicine  at  Coney  Island  Hospi- 
tal and  an  associate  attending  general  practitioner  at 
Community  Hospital  of  Brooklyn.  Dr.  Sosler  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  H.  R.  Stover,  M.D.,  of  Syracuse,  died  on  Octo- 
ber 30,  1973,  at  the  age  of  fifty-eight.  Dr.  Stover  gradu- 
ated in  1945  from  the  University  of  Oklahoma  School  of 
Medicine.  He  was  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  P.  Viscardi,  M.D.,  of  New  York  City,  died  on 
July  20  at  the  age  of  eighty-eight.  Dr.  Viscardi  gradu- 
ated in  1911  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ralph  F.  Ward,  M.D.,  of  Ossining,  died  on  July  5 at  the 
age  of  ninety-six.  Dr.  Ward  graduated  in  1904  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons. 
He  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


George  Nelms  Wise,  M.D.,  of  The  Bronx,  died  on  July 
31  at  the  age  of  fifty-nine.  Dr.  Wise  graduated  in  1938 
from  the  University  of  Virginia  School  of  Medicine.  He 
was  an  attending  ophthalmologist  at  Montefiore  Hospi- 
tal and  Medical  Center  and  Lenox  Hill  Hospital  and  a 
consulting  ophthalmologist  at  Manhattan  Eye,  Ear  and 
Throat  and  St.  Clare’s  Hospitals.  Dr.  Wise  was  a Diplo- 
mate  of  the  American  Board  of  Ophthalmology  and  a 
member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Ophthalmological 
Society,  the  Pan  American  Association  of  Ophthalmolo- 
gy, the  New  York  Academy  of  Medicine,  the  New  York 
Ophthalmology  Society,  the  New  York  County  Medica 
Society,  The  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association. 


Robert  Andrew  Wise,  M.D.,  of  Sonyea,  died  on  Augus 
1 at  the  age  of  seventy.  Dr.  Wise  graduated  in  193( 
from  the  University  of  Michigan  Medical  School.  Hi 
was  chief  of  psychiatry  at  Craig  State  School.  Dr.  Wisi 
was  a Diplomate  of  the  American  Board  of  Psychiatr 
and  Neurology  (Psychiatry)  and  a member  of  the  Amer 
ican  Psychiatric  Association,  the  Livingston  Count; 
Medical  Society,  the  Medical  Society  of  the  State  o 
New  York,  and  the  American  Medical  Association. 


Hans  H.  Zinsser,  M.D.,  of  New  York  City,  died  on  Ac 
gust  14  at  the  age  of  fifty-seven.  Dr.  Zinsser  graduate 
in  1942  from  Columbia  University  College  of  Physician 
and  Surgeons.  He  was  an  associate  attending  urologis 
at  The  Presbyterian  Hospital  and  an  associate  professc 
of  clinical  urology  at  the  College  of  Physicians  and  Sui 
geons.  Dr.  Zinsser  was  a member  of  the  American  Ger 
atrics  Society,  the  American  Urological  Association,  th 
American  Fertility  Society,  the  New  York  Academy  c. 
Medicine,  the  New  York  County  Medical  Society,  th 
Medical  Society  of  the  State  of  New  York,  and  th 
American  Medical  Association. 
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Month  in  Washington 


Congress’s  on-again-off-again  attempts  to  write  a na- 
tional health  insurance  law  are  very  much  off' again — so 
far  off  that  most  observers  believe  there  is  no  chance 
whatsoever  for  the  93rd  Congress  to  go  down  in  history 
as  the  author  of  mandated  health  insurance  for  all. 

The  method  of  financing  national  health  insurance 
(NHI)  was  again  the  stumbling  block,  cutting  the  House 
Ways  and  Means  Committee  down  the  middle  in  a 12~to 

12  vote  (a  tie  vote  defeats  an  amendment)  and  thus 
scuttled  a patchwork  proposal  by  Chairman  Mills  that 
seemed  to  many  likely  to  win  Committee  passage. 

The  dramatic  tie  vote  came  about  the  morning  of 
Tuesday,  August  20  after  the  Committee  had  been 
called  to  order  by  Chairman  Mills  with  the  admonish- 
ment, “We  need  to  work  awfully  hard.” 

Staff  began  to  explain  the  draft  compromise  point  by 
point  in  routine  fashion  to  the  Committee  when  Rep. 
Joel  T.  Broyhill,  (R.  Va.)  said  he  believed  the  Commit- 
tee should  be  given  the  opportunity  to  vote  on  alternate 
methods  of  financing  NHI  (as  opposed  to  the  Social  Se- 
curity payroll  tax)  such  as  the  tax  credit  idea  in  the 
AMA  Medicredit  plan.  Mills  stalled  Broyhill  off  until 
the  financing  section  of  the  compromise  regarding 
mandated  employer  coverage  was  completed.  The 
chairman  was  about  to  go  on,  when  Broyhill  again  re- 
minded Mills  that  he  wanted  a vote  on  his  amendment. 
The  AMA  tax  credit  approach  would  be  voluntary  and 
consistent  with  the  free  enterprise  system,  Broyhill  said. 

The  first  roll  call  vote  of  the  Committee  defeated  the 
Broyhill  proposal  11  to  10.  One  member— Rep.  Bill 
Archer,  (R.  Texas) — changed  his  vote  from  “present”  to 
“aye”  and  the  motion  was  tied.  Rep.  Charles  Chamber- 
lain,  (R.  Mich.)  walked  in  and  the  proposal  was  ahead  12 
to  11.  However,  Rep.  Herman  Schneebeli,  (R.  Pa.) 
showed  up  to  cast  a “no”  vote  and  the  tie  12  to  12  tally 
defeated  the  Broyhill  proposal. 

Though  not  apparent  at  the  time,  this  was  the  begin- 
ning of  the  end.  Rep.  Omar  Burleson,  (D.  Texas)  lost 

13  to  12  on  his  bid  to  substitute  the  financing  proposed 
by  the  health  insurance  industry’s  NHI  plan.  The 
crusher  came  at  the  afternoon  session  when  the  Com- 
mittee approved  11  to  7 a motion  to  make  voluntary 
rather  than  mandatory  the  compromise  provision  for 
the  poor  and  the  self-employed.  This  was  a drastic  set- 
back for  Mills  who  angrily  adjourned  the  hearings  until 
the  next  day. 

The  following  morning  shortly  after  the  Committee 
had  convened,  Chairman  Mills  threw  up  his  hands, 
saying:  “I’ve  never  tried  harder  on  anything  in  my  life. 
But  we  don’t  have  it.  I’m  not  going  to  go  before  the 
House  with  a NHI  bill  approved  by  any  13  to  12  Vote.” 
He  said  the  staff  should  try  to  figure  out  a different  ap- 
proach, but  indicated  he  believed  chances  of  reaching  a 
future  agreement  on  NHI  were  dim. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


The  forced  abandonment  of  his  compromise  plan  was 
a bitter  defeat  for  Mills  and  for  the  Administration 
which  had  been  working  closely  with  the  chairman  to 
steer  a measure  through  the  Committee.  President 
Ford  had  urged  Congress  to  give  NHI  top  priority  this 
year. 

The  up  and  down  fortunes  of  NHI,  which  appeared  to 
have  a bright  chance  of  passage  following  Ford’s  plea 
and  Mills’  determined  push  for  a compromise,  have  now 
slumped  to  the  point  where  only  some  drastic  interven- 
tion by  President  Ford  could  save  the  measure  for  this 
year. 

Note:  Votes  for  the  Medicredit  financing  plan  came 
from  Democratic  Representatives  Phil  Landrum,  (Ga.); 
Richard  Fulton,  (Tenn.),  Omar  Burleson,  (Texas),  Sam 
Gibbons,  (Fla.),  and  Joe  Waggonner,  (La.).  On  the 
GOP  side,  the  pro-Medicredit  votes  were  Representa- 
tives Broyhill,  (Va.),  Jerry  Pettis,  (Cal.),  John  Duncan, 
(Tenn.),  Donald  Brotzman,  (Colo.),  Donald  Clancy, 
(Ohio),  Bill  Archer,  (Texas),  and  Charles  Chamberlain, 
(Mich.). 

* * * 

Self-employed  physicians  are  about  to  receive  some 
cheery  news  from  Washington. 

The  House  and  Senate  have  passed  and  sent  to  the 
White  House  a liberalization  of  the  Keogh  law  providing 
tax  deferrals  on  retirement  savings  of  self-employed 
people. 

This  means  that  physicians  in  this  category  can  im- 
mediately start  setting  aside  more  money  subject  to  tax 
deductions  in  qualified  retirement  programs.  The  bill’s 
Keogh  plan  arrangement  is  retroactive  to  July  1,  1974. 

There  is  no  threat  of  a Presidential  veto  to  cast  any 
shadow  on  the  legislation  becoming  law. 

The  bill  substantially  boosts  the  savings  subject  to  tax 
deductions.  The  present  Keogh  plan  allows  the  self- 
employed  to  set  aside  tax  free  up  to  10  per  cent  of  their 
annual  income  with  a $2,500  a year  maximum.  The  new 
law  will  allow  15  per  cent  of  earned  income  not  to  exceed 
$7,500  a year. 

House  and  Senate  conferees  after  months  of  work  fi- 
nally agreed  on  all  provisions  of  a sweeping  pension  re- 
form bill  that  contains  the  Keogh  provision.  The  mea- 
sure had  earlier  swept  through  both  House  and  Senate 
with  only  minor  opposition  to  the  Keogh  provisions. 

Organized  labor  had  fought  the  liberalization  as  a 
loophole  for  wealthier  people,  but  many  of  labor’s 
staunchest  backers,  including  Rep.  Martha  Griffiths,  (D. 
Mich.),  disputed  labor’s  stand  and  supported  the  provi- 
sion. 

The  liberalization  capped  a long  fight  by  the  Ameri- 
can Medical  Association  for  tax  treatment  of  the  self- 
employed  physicians  that  would  give  them  the  same  tax 
incentives  for  retirement  savings  as  are  now  present  in 
most  corporate  pension  plans. 

continued  on  page  2077 
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MEDI-SCAN  Q&A  1 


What’s  wrong  with  this  "patient”? 


Supplementary 
vitamins  in  febrile 
illness 

Poor  appetite.  Depletion  of  vitamin  C. 
Possible  antibiotic  interference  with 
intestinal  microorganisms  that  syn- 
thesize the  B-complex  vitamins.  These 
factors  may  lead  to  a vitamin  deficient 
state  in  the  patient  with  advanced 
chronic  infection  or  severe  acute 
febrile  illness. 

During  the  recovery  period,  high 
potency  Berocca  Tablets  can  supple- 
ment inadequate  dietary  supply  of  both 
B-complex  and  C vitamins  and  can  help 
meet  essential  vitamin  requirements  in 
the  patient  with  these  types  of  infection. 


When  nutritional 
supplementation  is  indicated 
in  infection 


BEROCCArtBLER 

PY 


vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 

* Diagnosis  appears  on  next  page. 

See  next  page  for  summary  of  Product 
Information. 
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DIAGNOSIS:  Chronic  pyelo- 
nephritis is  revealed  in  these 
illustrations:  (A)  Intravenous 
pyelogram  showing  irregular  renal 
outline  and  deformed  pelvis; 

( B)  Renal  scan  showing  decreased 
renal  size;  (C)  X-ray  of  the  lumbar 
spine  and  pelvis  showing  osteo- 
porosis; ( D)  V3  lead  showing T-wave 
elevation  due  to  hyperkalemia. 


Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  B]) 15  mg 

Riboflavin  (Vitamin  B2) 15  mg 

Pvridoxine  HC1  (Vitamin  B6)  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  ( Vitamin  B 1 2 ) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (Vitamin  C)  . 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylacticallv  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress, despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


The  bill  also  contains  a relatively  minor  restriction  on 
corporation  pension  plans  that  would  affect  so-called 
professional  corporations  that  have  been  gaining  favor 
with  many  physicians  in  recent  years  because  of  the 
more  attractive  retirement  tax  treatment.  Tax  defer- 
rals will  not  be  allowed  on  savings  that  would  exceed  a 
pension  that  brings  in  more  than  75  per  cent  of  highest 
earnings  over  a three-year  period  with  a maximum  po- 
tential retirement  income  of  $75,000  the  limit.  A 
“grandfather  clause”  exempts  current  plans  that  exceed 
this  standard. 

The  new  Keogh  provisions  plus  a new  Keogh-type 
plan  for  nonself-employed  not  covered  by  company  pen- 
sions is  expected  to  cost  the  government  about  $500  mil- 
lion a year  in  lost  revenues. 

In  urging  approval  of  the  plan,  Rep.  A1  Ullman,  (D. 
Ore.),  second-ranking  Democrat  on  the  House  Ways  and 
Means  Committee,  told  the  House  that  “what  we  have 
to  do  is  to  bring  into  balance  as  much  as  we  can  the  tax 
treatment  for  the  self-employed  as  compared  to  the  cor- 
porate community.” 

* * * 

Retired  military  physicians  may  now  accept  positions 
as  active  physicians  with  the  Defense  Department  with- 
out any  loss  of  their  retired  pay.  Defense  hopes  the  ex- 
ception to  previous  Civil  Service  Commission  standards 
will  induce  retired  military  physicians  to  go  to  work  for 
the  Pentagon  as  civilian  employees  to  help  ease  the 
shortage  caused  by  the  end  of  the  military  “doctor 
draft.” 

* * * 

The  Senate  Labor  and  Education  Committee  has  ap- 
proved a revolutionary  medical  education  bill  that 
would  require  all  medical  graduates  to  serve  in  shortage 
areas  and  compel  relicensing  of  all  physicians. 

The  measure,  written  by  the  Health  Subcommittee 
headed  by  Sen.  Edward  Kennedy,  (D.  Mass.),  carries  al- 
most $1  billion  in  Federal  aid  for  medical  and  other 
health  schools  over  the  next  five  years. 

In  addition  to  the  controversial  mandatory  service 
and  relicensing  provisions,  the  bill  gives  the  Federal  go- 
vernment power  to  allocate  and  limit  postgraduate 
training  positions  for  physicians.  Designed  to  curb  reli- 
ance on  foreign  medical  graduates  and  to  increase  the 
numbers  of  primary  care  physicians,  the  disputed  provi- 
sion also  requires  the  Secretary  of  Health,  Education, 
and  Welfare  to  limit  the  number  of  postgraduate  physi- 
cian training  positions  to  no  more  than  10  per  cent 
above  the  number  of  domestic  medical  and  osteopathic 
school  graduates  that  year.  The  HEW  Secretary  would 
assign  the  total  number  of  certified  positions  established 
to  the  various  categories  of  specialty  and  subspecialty 
practice  of  medicine. 

The  Association  of  American  Medical  Colleges  and 
the  AMA  were  sharply  critical  of  these  provisions.  The 
legislation  now  before  the  House  Health  Subcommittee 
is  not  expected  to  contain  them.  Eventual  fate  may 
hinge  on  the  outcome  of  a House-Senate  conference. 

* * * 

The  government  issued  final  regulations  defining  the 
conditions  under  which  Medicare  will  help  pay  for  ser- 
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vices  provided  by  independent  physical  therapists  and 
limited  services  by  chiropractors. 

Under  the  regulations,  carrying  out  the  Medicare 
amendments  law  of  last  year,  covered  chiropractic  ser- 
vices are  limited  to  manual  manipulation  of  the  spine  to 
correct  “subluxations”  which  can  be  demonstrated  by 
x-ray.  Also,  chiropractors  must  meet  strict  educational 
and  professional  requirements  before  their  services  can 
be  reimbursed  under  the  program. 

The  cost  of  x-ray  will  not  be  covered.  HEW  said  the 
x-ray  must  demonstrate  “at  least.  . . a malpositioning  of 
a vertebra”  identifiable  by  any  experienced  x-ray  read- 
er. 

* * * 

The  American  Medical  Association  has  opposed  legis- 
lation that  would  eliminate  the  authority  of  the  Food 
and  Drug  Administration  to  control  the  kinds  and 
amounts  of  ingredients  in  dietary  supplements  and 
other  foods  for  dietary  uses. 

Appearing  before  the  Senate  Health  Subcommittee, 
AMA  officials  noted  that  excessive  use  of  vitamins  can 
be  harmful  and  is  scientifically  unwarranted.  Combina- 
tions of  vitamins  should  contain  only  those  vitamins 
shown  to  be  essential  in  human  nutrition. 

The  witnesses  were  C.  E.  Butterworth,  Jr.,  M.D., 
Chairman  of  the  AMA’s  Council  on  Foods  and  Nutri- 
tion, and  Vice  Chairman  Theodore  Van  Itallie,  M.D. 
“There  is  no  valid  evidence  to  demonstrate  that  larger 
amounts  of  nutrients  are  beneficial  under  ordinary  psy- 
chological conditions,”  said  Dr.  Butterworth. 

Recent  FDA  regulations  limiting  the  inclusions  of  cer- 
tain vitamins  and/or  minerals  in  dietary  supplements 
have  aroused  the  wrath  of  food-vitamin  faddists  and 
prompted  introduction  of  legislation  to  overturn  the 
FDA’s  actions. 

Restriction  of  FDA’s  powers  in  this  field,  the  AMA  of- 


ficials told  the  subcommittee,  “would  permit  an  i 
checked  proliferation  of  health  deception  and  econor : 
fraud.” 

* * * 

Less  than  half  of  the  nation’s  physicians  are  now  ; - 
cepting  assignment  for  all  of  their  Medicare  patients, ; ■ 
cording  to  the  latest  government  figures.  Deputy  Ass 
tant  HEW  Secretary  Stuart  Altman  revealed  the  decli  • 
in  testimony  before  the  House  Ways  and  Means  Co  - 
mittee  on  national  health  insurance.  HEW  Secret; 
Caspar  Weinberger  later  told  the  Committee  a NHI  p 
gram  should  carry  inducements  for  physicians  to  acc< : 
the  assignment  route,  but  opposed  making  it  manda 
ry- 

* * * 

President  Ford  met  with  American  Medical  Assoc 
tion  officials  at  the  White  House  the  end  of  August. 

They  discussed  prospects  for  national  health  insi 
ance  in  the  current  session  of  Congress  and  an  AMA  d 
egation’s  recent  visit  to  China. 

Those  who  attended  the  White  House  meeting  inch 
ed  AMA  President  Malcolm  Todd,  M.D.;  Richard  . 
Palmer,  M.D.,  Chairman  of  the  Board  of  Trustees;  Ri 
sell  Roth,  M.D.,  Immediate  Past  President;  Max  H.  P. 
rott,  M.D.,  President  Elect;  James  Sammons,  M.D.,  E 
ecutive  Vice  President  Designate;  and  Joe  Miller,  Ass 
tant  Executive  Vice  President. 

Correction 

Month  In  Washington  incorrectly  reported  (Ju ) 
that  the  public  utility  type  provision,  defeated  by  ail 
to  1 vote  by  the  House  Health  Subcommittee,  covei  i 
both  institutions  and  physicians’  fees.  The  Administ  - 
tion’s  Comprehensive  Health  Planning  Bill,  which  sp 
cifically  called  for  regulation  of  fees  of  individual  prac  - 
tioners,  was  never  seriously  considered  by  the  Subco  - 
mittee,  according  to  a protest  from  Rep.  William  R* , 
M.D.,  (D.  Kan.). 
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Examination  applications 
increased 

Announcement  that  more  than  1,700  family  doctors 
have  applied  to  take  the  October  examination,  a reaffir- 
mation of  the  1978  cutoff  date  for  practice-eligible  can- 
didates, a statement  on  “lateral  mobility”  among  pri- 
mary-care residencies,  and  a definition  of  “board  eligi- 
bility” were  highlights  of  the  interim  meeting  of  the 
American  Board  of  Family  Practice  (ABFP)  July  19  to 
20  at  Colorado  Springs. 

ABFP  is  the  certifying  board  in  family  practice.  It 
was  approved  by  the  American  Board  of  Medical 
Specialties  and  the  Council  on  Medical  Education  of 
AMA  in  February,  1969.  More  than  5,800  family  doc- 
tors have  been  certified  since  its  first  examination  in 
1970. 

According  to  Arthur  Nelson,  M.D.,  ABFP  president, 
the  heavy  registration  of  applicants  resulted  from  an  in- 
crease in  residency  graduates  and  an  apparent  “recogni- 
tion on  the  part  of  Academy  of  Family  Physicians  mem- 
bers that  board  certification  will  affect  their  future.” 
Dr.  Nelson  noted  that  the  directors  upheld  an  earlier  de- 
cision that  1978  would  mark  the  end  of  a practice-eligi- 
ble category  of  diplomate  candidates.  However,  he 
said,  it  was  decided  to  change  the  effective  date  from 
January  1,  1978,  to  July  1,  1978.  He  added  that  this 
was  done  to  make  the  changeover  coincide  with  the 
graduate  education  wheel. 

The  board  of  directors  adopted  part  of  a statement  on 
“lateral  mobility,”  a concept  aimed  at  permitting  inter- 
change after  the  first  year  between  family  practice  resi- 
dencies and  residencies  in  internal  medicine  and  pediat- 
rics and  possibly  other  primary-care  specialties.  The 
adopted  portion:  “The  American  Board  of  Family 

Practice  reaffirms  its  position  that  all  three  years  of  the 
family  practice  residency  should  be  under  the  direct  su- 
pervision of  the  director  and  his  faculty.  The  impor- 
tance of  the  resident  having  a learning  experience  in  a 
family  practice  center  throughout  all  three  years  is  rec- 
ognized and  stressed.” 

Dr.  Nelson  said  the  remainder  of  the  statement  dealt 
with  methodology  for  achieving  lateral  mobility.  He 
added  that  input  would  be  sought  from  AAFP,  the  AMA 
Section  on  Family/General  Practice  and  the  Residency 
Review  Committee  for  Family  Practice  before  consid- 
ering the  full  statement  at  the  ABFP’s  annual  meeting 
next  January. 

The  board  clarified  the  term  “board  eligible”  as  ap- 
plied to  the  family  practice  specialty.  It  determined 
that  a physician  is  “board  eligible”  only  if  he  has  satis- 
fied the  basic  requirements  of  submitting  his  creden- 
tials, paying  the  fee,  and  being  judged  by  ABFP  as  qual- 


Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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ified  to  sit  for  the  examination.  This  eligibility  is  valid 
only  until  the  time  of  the  upcoming  examination,  or,  if 
the  candidate  cannot  because  of  extenuating  circum- 
stances (agreeable  to  ABFP)  take  the  upcoming  exam,  it 
is  valid  only  until  the  next  following  exam.  This  applies 
to  both  practice  eligible  and  residency  eligible  candi- 
dates, Dr.  Nelson  said. 

Series  designed  to 

evaluate  surgeons’  professional  knowledge 

SESAP  II,  the  second  in  a series  of  projects  designed 
to  help  practicing  surgeons  evaluate  their  professional 
knowledge  and  continue  their  professional  education,  is 
now  being  completed  by  the  American  College  of  Sur- 
geons. 

The  College  expects  more  than  20,000  surgeons  to 
participate  in  the  self-evaluation  program,  for  which 
registration  is  now  open.  Materials  will  be  ready  in  Oc- 
tober. Some  15,000  surgeons  participated  in  SESAP  I, 
which  was  initiated  in  1971. 

SESAP  stands  for  Surgical  Education  and  Self-As- 
sessment Program,  and  it  is  just  that. 

It  is  designed  to  provide  the  surgeon  with  an  objective 
measure  of  the  strengths  and  weaknesses  in  his  profes- 
sional knowledge,  so  that  he  can  take  steps  to  continue 
his  education  appropriately.  The  ultimate  goal  is  to 
provide  patients  with  more  knowledgeable  surgeons. 

H.  Houston  Merritt  Clinical 
Research  Center  for  muscular 
dystrophy  and  related  diseases 

The  president  of  Columbia  University  on  July  29  an- 
nounced the  establishment  at  the  University’s  College  of 
Physicians  and  Surgeons  of  the  H.  Houston  Merritt 
Clinical  Research  Center  for  Muscular  Dystrophy  and 
Related  Diseases. 

The  new  facility  will  be  named  in  honor  of  Dr.  Mer- 
ritt, dean  emeritus  of  Columbia’s  Faculty  of  Medicine 
and  vice  president  emeritus  for  medical  affairs.  The 
center  has  been  made  possible  by  a construction  grant  of 
$1,292,828  from  Muscular  Dystrophy  Associations  of 
America  (MDAA),  which  will  be  matched  from  other 
sources  to  provide  a modern  clinical  research  facility 
costing  $2,585,656. 

Additional  research  funds  of  $174,500  have  been 
awarded  to  the  new  unit  by  MDAA,  bringing  the  total 
grant  to  $1,467,328.  The  center  will  also  be  aided  by  a 
grant  from  the  National  Institute  of  Neurological  Dis- 
eases and  Stroke. 

Research  at  the  Merritt  Center  will  involve  studies  by 
seven  laboratory  groups.  The  laboratories  and  their 
principal  investigators  include:  Muscle  Disease  Bio- 

chemistry, Ilrs.  Rowland,  A.  S.  Penn,  and  Salvatore  Di- 
Mauro;  Clinical  Physiology,  Drs.  R.  E.  Lovelace  and  M. 
R.  Koenigsberger;  Cytology  and  Cytopathology,  Dr.  Wil- 
liam Markesbery;  Cell  Biology,  Drs.  Virginia  M.  'Fenny- 
son,  Leon  T.  Kremzner,  and  Armond  Miranda;  Neuro- 
physiology, Drs.  John  P.  Reuben,  George  M.  Katz,  and 
Phillip  W.  Brandt;  Neurochemistry,  Drs.  Terrne  T.  Ro- 
senberry,  H.  W.  Chang,  and  Arthur  Karlin;  and  Neuro- 
biology, Drs.  J.  H.  Schwartz  and  PI.  R.  Kandel. 


Genesee  Region  PSRO,  Inc. 

William  L.  Craver,  M.D.,  President  of  the  Genese 
Region  Professional  Standards  Review  Organization  ar 
nounced  on  August  9 the  appointment  of  John  H.  Col< 
man  as  Executive  Director  reporting  to  the  Board  of  D 
rectors.  Mr.  Coleman,  former  President  of  Will  Sciei 
tific  and  Vice  President/Eastern  Operations  VWR  Sc 
entific  (Univar)  resides  at  10  Cranwick  Lane,  Pittsfon 
Mrs.  Sylvia  Wade,  of  34  Crittenden  Way,  was  appointe 
Executive  Secretary  to  the  Executive  Director. 

An  initial  Board  of  Directors  has  been  selected  by  tl 
respective  County  Medical  Societies  and  includes  an  o 
teopath.  Initial  officers  and  directors  are:  President  - 
William  L.  Craver,  M.D.,  Vice  President — Donald  ! 
Raines,  M.D.,  Secretary — William  H.  Dean,  M.E 
Treasurer — James  Flanagan,  M.D.,  John  Stoll,  M.E 
Thomas  E.  Cardillo,  M.D.,  James  Zimmer,  M.D.,  Paul  ( 
Jenks,  M.D.,  Mario  Argentieri,  M.D.,  Robert  O.  Jense 
M.D.,  James  Reid,  D.O.,  and  Mr.  Arthur  Liebert. 

Cancer  information  service 

How  can  a busy  New  York  general  practitioner  kef 
up  with  what’s  happening  in  cancer  treatment? 

Until  recently,  the  only  way  was  to  sift  through  a ma 
of  information  ranging  from  referral  services  to  ne 
drugs  for  patients. 

Now  the  American  Cancer  Society’s  New  York  Ci 
Division  has  simplified  the  process.  Its  new  public: 
tion,  Cancer  Information  Service,  is  exactly  what  i 
name  implies.  According  to  Dr.  Hugh  R.  K.  Barber,  D 
vision  President,  the  quarterly  newsletter  performs  tl 
service  of  gathering  and  capsulizing  information  on  ca 
cer  treatment  from  a large  number  of  sources. 

The  recipients  of  this  service  are  both  doctor  and  p 
tient — physicians  can  keep  up  on  the  latest  in  cancer  d . 
tection  and  treatment  news,  and  patients  consequent 
can  receive  up-to-date  care. 

Cancer  Information  Service  carries  a wide  range 
succinct  items  about  detection  methods  and  treatme 
techniques,  since  it’s  a working  tool  and  a referen 
piece.  It  features  such  topics  as:  — what  constitutes 
thorough  physical  exam;  — which  free  detection  clini 
are  open  to  patients;  — how  indigent  patients  can  r 
ceive  free  drugs;  — the  dates  by  which  patients  must  e 
roll  for  medical  insurance  under  Medicare. 

In  addition  to  assisting  physicians  on  a day-to-d 
basis,  the  newsletter  also  promotes  professional  dev< 
opment  by  spotlighting  upcoming  medical  conferenc. 
and  symposiums  on  cancer  diagnosis  and  treatment, 
even  makes  suggestions  for  patient  education  in  a phy: 
cian’s  office,  for  example,  teaching  breast  self-examin 
tion  to  women. 

Cancer  Information  Service  is  presently  received  1 
15,000  general  practitioners  throughout  the  metropo 
tan  area. 

$1.3  million  net  deficit  primarily 
due  to  outpatient  losses 

St.  Vincent’s  Hospital  and  Medical  Center  of  Nr 
York  recorded  a $2  million  net  operating  loss  during  t 
1973  calendar  year.  Supplementary  income  of  approx 
mately  $700,000  reduced  the  net  deficit  for  the  year  i 
$1.3  million. 

continued  on  page  20’. 
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The  deficit  was  incurred  primarily  through  operation 
of  the  Hospital’s  ambulatory  services  for  which  inade- 
quate reimbursements  are  received  from  third  party 
payers. 

Despite  implementation  of  management  practices 
which  have  kept  costs  controlled,  operating  deficits  have 
totaled  approximately  $5  million  at  St.  Vincent’s  over 
the  past  three  years,  the  Hospital  reported. 

St.  Vincent’s  officials  in  their  annual  statement  urge 
prompt  enactment  of  legislation  to  redress  the  inequi- 
ties of  patient  reimbursement  before  “St.  Vincent’s  and 
other  voluntary  hospitals,  are  forced  to  curtail  services 
to  those  most  in  need.” 

Decrease  of  patient  population 
in  state  and  county  mental  hospitals 

The  number  of  patients  in  state  and  county  mental 
hospitals  dropped  9 per  cent  in  the  United  States  last 
year,  according  to  the  National  Institute  of  Mental 
Health  of  HEW’s  Alcohol,  Drug  Abuse,  and  Mental 
Health  Administration. 

At  the  end  of  July  1973  there  were  248,562  patients  in 
these  hospitals,  a drop  of  26,275  since  July  1972.  It  was 
the  eighteenth  consecutive  year  a reduction  took  place. 

The  decrease  in  patient  population  of  state  and  coun- 
ty mental  hospitals  was  posted  in  all  but  nine  states,  and 
in  23  states  a decline  of  10  per  cent  or  more  was  reported 
for  fiscal  1973. 

Such  reductions  are  made  possible  in  part  because 
more  community-based  treatment  facilities  are  avail- 
able, such  as  community  mental  health  centers  and  al- 
ternate care  faclities  for  the  elderly.  Other  contributing 
factors  include  the  introduction  of  more  effective 
screening  procedures  to  prevent  inappropriate  admis- 
sions. 

“The  reduction  in  the  number  of  patients  requiring 
hospitalization  in  mental  hospitals  highlights  the  need 
for  alternate  care  facilities  in  our  communities,”  Dr. 
Bertram  S.  Brown,  Director  of  NIMH,  pointed  out.  “As 
States  work  toward  development  of  improved  communi- 
ty care  services,  we  can  expect  the  downward  trend  in 
hospitalization  to  continue  and  even  accelerate.” 

The  NIMH  survey,  reported  in  the  Biometry  Divi- 
sion’s Statistical  Note  106,  also  notes  that  in  the  two 
most  recent  years  reductions  occurred  in  both  the  num- 
ber of  admissions  and  the  number  of  patients  released 
from  state  and  county  mental  hospitals.  Deaths  in  state 
and  county  mental  hospitals  declined  14.5  per  cent  dur- 
ing the  same  period  to  a new  low  of  76  per  1,000  pa- 
tients. 

A full  state-by-state  report  is  available  from  the  Divi- 
sion of  Biometry,  National  Institute  of  Mental  Health, 
5600  Fishers  Lane,  Rockville,  Md.  20852. 

Birth  rate  at  an  all-time  low 

The  birth  rate  in  New  York  City  has  declined  to  an 
all-time  low  according  to  the  Health  Department’s  Bu- 
reau of  Vital  Records.  The  statistical  report  for  the 
first  six  months  of  1974  revealed  the  number  of  live 
births  to  be  53,336,  a rate  of  13.5  per  1,000  population, 
the  lowest  in  seventy-five  years  of  record-keeping.  For 
the  same  period  in  1973,  there  were  56,283  births,  a rate 
of  14.3  per  1,000  population. 


According  to  Jean  Pakter,  M.D.,  Director  of  the  Bu- 
reau of  Maternity  Services  and  Family  Planning,  the 
record-breaking  drop  can  be  attributed  in  great  measure 
to  extensive  family  planning  services  and  the  liberalized 
abortion  program.  Dr.  Pakter  said,  “A  study  of  the  last  I 
decade  revealed  that  a decline  in  the  birth  rate  of  the  ! 
white  population,  was  in  part  attributable  to  migration 
from  the  city,  but  a decline  occurred  also  in  nonwhites.  I 
She  emphasized  that  family  planning  services,  which  be-  t 
came  widely  available  in  and  after  1965,  made  it  possible 
for  women  to  control  the  size  of  their  families.” 

Frieda  Nelson,  principal  statistician  for  the  New  York 
City  Department  of  Health,  pointed  out  that  in  the 
three  years,  beginning  in  1970  when  abortion  was  legal- 
ized, until  1973,  the  overall  birth  rate  declined  25.8  pei 
cent.  The  births  among  the  white  population  decreased 

28.3  per  cent,  while  the  decrease  among  nonwhites  was  ' 

20.3  per  cent. 

The  statistical  record  also  shows  that  infant  mortality  i 
for  the  first  six  months  of  1974  had  touched  a new  low—  1 
1,043  deaths,  a rate  per  1,000  live  births  of  19.6.  In  the 
decade  from  1962  to  1972,  infant  mortality  declined  26.41 
per  cent. 

Dr.  Pakter  attributed  the  low  infant  mortality  rate  ir 
New  York  City  to  remarkable  advances  in  medical  tech 
nology  and  skills,  coupled  with  an  impressive  number  o « 
social  advances.  She  also  said  family  planning  and  saf< 
abortions,  which  have  become  available  to  all  women  re  ' 
gardless  of  financial  status  have  played  a decisive  role 
On  the  other  hand,  she  stated,  “Impediments  to  furthe 
declines  include  serious  social  problems,  such  as  dru; 
addiction,  which  afflict  at  least  one  per  cent  of  babie: 
born,  as  well  as  the  continuing  large  proportion  of  out!  >1 
of-wedlock  births,  with  their  concomitant  relatively  higl  ' 
mortality.” 

Impact  of  PSROs  on  medical  malpractice 
among  medicolegal  topics 
at  ABA  meeting 

Activities  of  Professional  Standards  Review  Organiza 
tions  (PSROs) — established  to  evaluate  treatmen 
under  Medicare  and  Medicaid — could  affect  medict 
malpractice  actions,  but  it  is  uncertain  if  the  physicia 
or  the  patient  will  be  the  beneficiary,  members  of  th 
American  Bar  Association  were  told  at  their  annua  : 
meeting  in  Honolulu,  August  14,  1974. 

Proponents  of  PSROs  believe  that  if  the  practitione 
adheres  to  established  criteria,  and  if  the  criteria  are  ap 
plicable  to  a particular  case  of  alleged  malpractice,  the 
the  practitioner  has  a good  line  of  defense,  according  t 
James  G.  Zimmerly,  M.D.,  and  Edward  R.  White,  M.D 
who  are  both  attorneys  and  physicians. 

They  also  say  that  PSROs  are  capable  of  outlinin 
problems  that  would  allow  physicians  to  recognize  pr 
tential  malpractice  hazards  early  and  to  deal  with  ther 
more  effectively. 

Critics  of  PSROs,  they  pointed  out,  claim  that  if  ; 
doctor  fails  to  adhere  to  established  criteria,  it  may  bi 
held  against  him  in  a subsequent  malpractice  action. 

And  while  a physician  may  depart  from  the  criteria 
he  or  she  should  have  a good  reason  and  a body  of  sup 
porting  and  well-documented  evidence  for  doing  so. 

Dr.  Zimmerly,  who  is  chief  of  legal  medicine,  Arme 
Forces  Institute  of  Pathology,  and  Dr.  White,  both  ( 
Washington,  D.C.,  described  the  structure  and  objec 
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tives  of  PSROs  in  a paper  delivered  at  a general  session 
of  the  Committee  on  Law  and  Medicine  and  the  Com- 
mittee on  Professional  and  Officers  and  Directors  Lia- 
bility Law  of  the  ABA’s  Section  of  Insurance,  Negli- 
gence and  Compensation  Law. 

New  York  City  Health  Department 
laboratories  foil  “goldenseal” 

New  York  City  Health  Commissioner  Lowell  E.  Bei- 
lin. M.D..  announced  on  August  21  that  the  use  of  the 
herbal  root  “goldenseal”  does  not  impede  the  detection 
: of  heroin  abusers.  Dr.  Beilin  credited  the  Bureau  of 
Laboratories  with  devising  a method  to  detect  traces  of 
; narcotics  in  urine  samples  despite  the  use  of  this  herb, 
which  is  reputed  to  mask  the  presence  of  drugs  when  the 

- urine  is  tested. 

Appointments  Audrey  K.  Brown,  M.D..  an  interna- 
tionally known  specialist  in  blood  diseases  in  infants, 
was  recently  appointed  Professor  of  Pediatrics  and 
Head  of  Pediatric  Hematology  at  Downstate  Medical 
Center.  Dr.  Brown  expects  to  treat  at  least  100  imma- 

- ture  infants  for  jaundice  during  the  initial  year  of  her 


study  at  Downstate.  She  hopes  that  soon  she  can  ex- 
tend her  study  to  Kings  County  Hospital  Center,  the 
large  municipal  facility  located  across  the  street  from 
Downstate  and  staffed  by  Downstate  faculty  ...  At  the 
Mount  Sinai  Medical  Center,  Arthur  H.  Aufses,  -Jr., 
M.D.,  became  the  Franz  W.  Sichel  Professor  of  Surgery 
and  chairman  of  the  Department  of  Surgery  on  Septem- 
ber 1 and  Richard  Gorlin,  M.D.,  became  the  new  Murray 
M.  Rosenberg  Professor  and  Chairman  of  the  Depart- 
ment of  Medicine,  Mount  Sinai  School  of  Medicine,  and 
Physician-in-Chief  of  the  Hospital  . . . Dennis  S.  Lerner 
has  been  appointed  Evaluator  for  the  Central  New  York 
Regional  Medical  Program  (CNYRMP)  headquartered 
in  Syracuse  . . . Raymond  A.  McBride,  M.D.,  an  immu- 
nologist, Executive  Dean  of  the  New  York  Medical  Col- 
lege for  Westchester,  has  been  named  Director  and 
Chief  Operating  Officer  of  the  Westchester  Center  De- 
velopment Board,  Inc.  . . . Ana  L.  Rodriguez,  M.D.,  has 
been  named  Executive  Medical  Director  of  Prison 
Health  Services  in  New  York  City  . . . Benjamin  A. 
Rosenberg,  M.D.,  representing  Medical  Musicians  and 
Musical  Groups,  has  been  appointed  to  the  newlv- 
formed  Committee  on  Cultural  Activities  of  the  Medical 
Society  of  the  County  of  Kings. 
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Letters  to  the  Editor 


Halothane  anesthesia  followed  by 
anicteric  hepatitis  with 
complete  recovery 

To  the  Editor:  Davis,1 2 3 4  of  Mary  Imogene  Bassett  Hos- 
pital and  Columbia  University,  New  York,  reported  a 
case  of  anicteric  hepatitis  following  halothane  anesthe- 
sia. It  seems  to  me  that  his  conclusion  of  halothane 
hepatitis  is  not  a factual  one,  but  rather  based  on  many 
hypotheses.  There  is  not  a single  proof  in  his  case  re- 
port which  focuses  the  blame  on  halothane.  Even  Sher- 
lock has  claimed  that  pathologic  evidence  can  distin- 
guish halothane  from  viral  hepatitis  employing  clinical, 
morbid,  anatomic,  and  immunologic  grounds.  Indeed, 
most  evidence  now  indicates  that  viral  hepatitis  is  more 
commonly  a problem  and  proponents  of  a halothane 
hepatitis  concept  must  first  reject  strongly  the  idea  of 
viral  etiology. 

There  is  no  evidence  to  support  the  concept  of  a cause 
and  effect  relationship  between  halothane  and  hepatitis 
in  this  case.  Just  because  this  patient  received  halo- 
thane three  years  previously  does  not  make  halothane  a 
causal  agent  in  this  case.  This  is  purely  coincidental  in 
this  case. 

The  national  halothane  study  suggests  that  halothane 
has,  in  fact,  an  even  better  record  than  most  other 
agents. 2-4  I think  halothane  is  a safer  general  anesthetic 
than  other  drugs  employing  relaxants  and  opioids. 
Overall,  there  is  no  conclusive  evidence  to  support  the 
concept  of  a cause  and  effect  relationship  between  halo- 
thane and  hepatitis.  Indeed  pressure  from  “nonanes- 
thesiologists” and  threats  of  legal  retribution  are  com- 
pelling anesthesiologists  to  use  other  drugs  which  may 
be  medically  poorer  choices. 

BIJAN  K.  BASAK,  M.D. 

New  York  Anesthesia  Associates 
4295  Hempstead  Turnpike 
Rethpage,  New  York 

1.  Davis,  J.  S.:  Halothane  anesthesia  followed  by  anicteric 
hepatitis  with  complete  recovery,  New  York  State  J.  Med.  74: 
1042  (June)  1974. 

2.  Simpson,  B.  R.,  et  at:  Halothane  hepatitis — fact  or  fal- 
lacy?, Surv.  Anesthesiol.  18:  277  (June)  1974. 

3.  Cascorbi,  H.  F.,  and  Gravenstein,  J.  S.:  Anesthesiology 
40:  319  (Apr.)  1974. 

4.  Carney,  F.  M.,  and  Van  Dyke,  R.  A.:  Halothane  hepati- 
tis: a critical  review,  Anesth.  & Analg.  51:  135  (1972). 


Words  of  appreciation 

To  the  Editor:  I just  had  a chance  to  see  our  article  o 
pivoting  disc  valve  replacement  in  the  July  issue  of  th 
New  York  State  Journal  of  Medicine* 

I was  very  pleased  to  find  that  the  many  correction 
and  changes  that  I found  necessary  in  this  manuscrip 
have  all  been  splendidly  made.  Please  accept  my  com 
pliments  for  what  I know  was  a difficult  editing  task. 

C.  WALTON  LILLEHEI,  M.I 
Lewis  Atterhury  Stimson  Professor  of  Surger 
The  New  York  Hospital-Cornell  Medical  Cente 
525  East  68th  Stret 
New  York,  N.  Y.  1002 


* Lillehei,  C.  W.,  Raster,  R.  L.,  Coleman,  M.,  and  Bloch,  . 
H.:  Heart-valve  replacement  with  Lillehei-Kaster  pivotir 

disk  prosthesis,  New  York  State  J.  Med.  74:  1426  (July)  1974. 


To  the  Editor:  Thank  you  for  the  services  of  your  o 
fice  in  preparation  of  my  report  “Tic  Douloureux”  in  th 
August  issue.1  I am  especially  grateful  for  the  use  of  th 
subtitle  and  for  the  prompt  appearance  of  the  preprint 
I am  delighted  with  its  appearance. 

As  beauty  spots,  the  typographical  errors  were  minit 
cule  (!)  in  the  summary  and  soft  as  “cotton,  wool”  (pag 
1586,  column  1). 

With  appreciation. 


ARTHUR  ECKER,  M.I 
Medical  Plaza,  Room  20 
407  University  Avenu 
Syracuse,  New  York  1321 


1 Ecker,  A.:  Tic  douloureux;  eight  years  after  alcoholic  ga 
serian  injection,  New  York  State  J.  Med.  74:  1586  (Aug.)  1974. 
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Rapid  acting  analgesic-sedative  for  mild  to  moderate 
pain  and  associated  tension  in  such  conditions  as  "v, 

■ tension  headache  with  underlying  nervousten- 
sion  and  anxiety 

■ muscular  tension  (e.g.,  sustained  coni 
of  head  and  neck) 

■ dysmenorrhea 

■ postpartum  pain 


contraction 


Each  tablet  contains:  ftgrain  Butalbital 
(allylisobutylbarbituric  acid).  Warning  — 
may  be  habit  forming.  1 grain  Caffeine 
(anhydrous).  7Vi  grains  Aspirin,  2 'h 
grains  Aluminum  Hydroxide. 


K 


Kengesin 

potent 
buffered  analgesic 


Kenwood  Laboratories,  Inc.  New  Rocheiie,  New  York  iosoi 
developers  and  suppliers  of  I-L-Xbi2™  and  Cebral 


Indications:  Kengesin  is  effective  for 
Ihe  relief  of  mild  to  moderate  pain 
and  pain  due  to  tension  associated 
with  upper  respiratory  infections 
(sinusitis,  coryza,  otitis  media), 
postpartum  pain,  dysmenorrhea, 
and  pain  associated  with  tension. 
Kengesin  is  also  effective  as  a seda- 
tive-analgesic preparation  for  the 
relief  of  tension  headache.  Relieves 
pain  due  to  sustained  contraction  of 
head  and  neck  muscles  (muscular 
tension),  and  the  nervous  tension 
and  anxiety  that  underlie  tension 
headache. 

Kengesin  is  also  effective  for  the  re- 
lief of  mild  to  moderate  pain  and  pain 
due  to  tension  in  pre-  and  postdental 
surgical  procedures 
Contraindications:  Hypersensitivity 
to  salicylates  or  barbiturates. 

Adverse  Reactions:  In  sensitive  per- 
sons: drowsiness,  dizziness,  nausea, 
constipation,  or  skin  rash  may  occur. 
Sudden  withdrawal  from  barbiturates 
may  cause  abstinence  syndrome,  in- 
cluding convulsions. 

Precautions:  Excessive  or  prolonged 
use  should  be  avoided.  Do  not  use 
concurrently  with  other  sedative- 
hypnotics  or  with  alcohol. 

Adult  Dosage:  1 or  2 tablets,  re- 
peated if  required,  at  4 hour  intervals, 
up  to  6 per  day. 

Supplied:  Bottles  of  100  tablets. 


Books  Reviewed 


Practical  Points  in  Allergy.  By  James  M.  Rubin, 
M.D.,  and  Nathan  S.  Weiss,  M.D.  208  pages.  Flushing, 
New  York,  Medical  Examination  Publishing  Company 
Inc.,  1974.  Paper,  $10. 

This  loose-leaf  spiral  book  intended  for  the  general 
practitioner  fills  a basic  need  precisely  because  it  is 
short  and  to  the  point.  Very  complex  subjects  such  as 
“Mechanisms  of  Immunological  Reactions”  which  intro- 
duces the  book  are  described  briefly,  succinctly,  and 
clearly.  The  book  covers  the  entire  field  of  allergy  from 
anaphylaxis  through  hay  fever  and  asthma  and  urticar- 
ia, and  so  forth.  But,  in  doing  so,  has  emphasized  the 
important  and  the  practical.  The  book  will  be  especial- 
ly useful  for  those  who  never  had  decent  instruction  in 
allergy  (and  how  many  did?)  and  will  serve  to  broaden 
the  concept  of  allergy  to  those  who  seek  a better  under- 
standing. ' 

The  book,  however,  is  only  a foyer  for  the  entrance  of 
those  who  are  more  seriously  interested  to  enter  and 
browse  around  in  texts  giving  greater  details  rather  than 
the  highlights.  The  book  is  in  essence  a handy  hand- 
book on  allergy.  There  is  much  that  can  be  learned 
trom  it.  Samuel  J.  Prigal,  M.D.,  F.A.C.P. 


Practical  Spanish  for  Medical  and  Hospital  Person- 
nel. Marguerite  D.  Bomse  and  Julian  H.  Alfaro.  176 
pages.  New  York,  Pergamon  Press,  Inc.,  1974.  Paper, 
$4.50. 

The  authors  have  not  given  theii  qualifications  in  this 
neatly  presented  paperback  book,  but  they  make  a theo- 
retically good  combination  of  one,  Mrs.  Bomse  being  na- 
tive to  English  and  Mr.  Alfaro  to  Spanish. 

The  book  is  intended  for  helping  the  English-speak- 
ing physician  and  paramedical  personnel  and  the  Span- 
ish-speaking patient  to  establish  a speedy  two-way  com- 
munication leading  to  diagnosis  and  treatment.  Natu- 
rally, a book  of  this  type  cannot  cover  the  entire  field  of 
medical  practice,  but  the  few  selected  subjects  are  rath- 
er complete  although  the  vocabulary  is  somewhat  limit- 
ed. 

Each  section  of  this  manual  contains:  (1)  a dialogue 
(medical  personnel  and  patient);  (2)  notes  with  instruc- 
tive grammatical  hints;  and  (3)  translating  exercises. 

The  Spanish  in  the  dialogue  section  appears  too  clas- 
sic and  the  authors  could  well  have  explored  parallel  ex- 
pressions and  much  wider  range  of  synonyms  commonly 

continued  on  page  2090 
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Medical  Meetings 


Internal  medicine  specialists 
to  study  crisis  medicine 

The  American  College  of  Physicians  will  sponsor  a 
four-day  postgraduate  course  entitled  “Crisis  Medicine” 
on  October  28  to  31,  1974,  in  Albany.  The  course,  held 
in  conjunction  with  Albany  Medical  College,  will  be  held 
at  the  Hyatt  House. 

For  information  and  registration,  contact:  Registrar, 
Postgraduate  Courses,  ACP,  4200  Pine  Street,  Philadel- 
phia, Pennsylvania  19104. 


Eastern  Pennsylvania  internal 
medicine  specialists  meeting 

The  Eastern  Pennsylvania  Regional  Meeting,  Ameri- 
can College  of  Physicians,  will  hold  a three-day  scientif- 
ic meeting  on  November  1 to  3,  1974,  at  the  Hershey 
Hotel,  Hershey,  Pennsylvania.  For  further  information, 
write  Francis  J.  Sweeney,  Jr.,  M.D.,  Thomas  Jefferson 
University  Hospital,  11th  and  Walnut  Streets,  Philadel- 
phia, Pennsylvania  19107. 


Third  annual  Harold  Fink 
Memorial  Lecture 

The  Coney  Island  Hospital  Research  Institute  is 
sponsoring  the  Third  Annual  Harold  Fink  Memorial 
Lecture  on  November  7,  1974,  in  the  Auditorium  (Room 
2W1),  Coney  Island  Hospital,  Ocean  and  Shore  Park- 
ways, Brooklyn,  New  York.  James  F.  Holland,  M.D., 
professor  and  chairman,  Department  of  Neoplastic  Dis- 
eases, director,  Cancer  Center,  Mount  Sinai  School  of 
Medicine  and  Hospital,  New  York,  New  York,  will  dis- 
cuss “Cancer  Therapy  as  a Unifying  Concept,”  on  No- 
vember 7,  1974,  at  4 p.m. 


New  Jersey  internal  Medicine 
Specialists  to  meet 

Specialists  in  internal  medicine  and  related  medical 
fields  will  hold  a one-day  scientific  meeting  on  Novem- 
ber 13,  1974,  at  Rutgers  Medical  College,  New  Jersey 
College  of  Medicine,  University  Heights,  Piscataway, 
New  Jersey. 

Material  for  inclusion  in  I he  medical  meetings  section  must 
he  received  six  weeks  prior  to  publication  date. 


The  New  Jersey  Regional  Meeting  of  the  Americar 
College  of  Physicians  (ACP)  is  designed  to  bring  physi-| 
cians  up-to-date  on  late  developments  in  the  field  of  in  ! 
ternal  medicine.  It  is  one  of  more  than  30  such  sessions 
held  each  year  throughout  the  United  States,  Canada 
and  Mexico  by  the  26,500-member  medical  society. 

One  of  the  prime  purposes  of  the  American  College  ol 
Physicians,  which  is  headquartered  in  Philadelphia 
Pennsylvania,  is  the  continuing  education  of  practicing 
physicians.  In  addition  to  regional  meetings,  it  spon 
sors  a four-day  national  meeting  and  postgraduate 
courses,  and  publishes  the  monthly  Annals  of  Interna 
Medicine. 

In  charge  of  arrangements  for  the  ACP  New  Jersej 
Regional  Meeting  is  Harvey  E.  Nussbaum,  M.D.,  Mill 
burn,  New  Jersey,  who  serves  as  the  ACP’s  representa 
tive  in  the  State  of  New  Jersey. 


Symposium  to  be  presented 
at  the  annual  meeting 

At  the  annual  meeting  of  the  American  Associatioi 
for  the  Advancement  of  Science  in  New  York  City,  Jan 
uary  26  to  31,  1975,  a symposium  on  “Primary  Health 
Care  in  the  Urban  Community”  will  be  held  on  Januar 
28,  1975  from  2 to  5 p.m.,  at  the  Americana  Hotel,  80 
Seventh  Avenue,  Malmaison  6 and  7 meeting  rooms. 

The  following  speakers  and  their  topics  will  be:  Low 
ell  Beilin,  M.D.,  Commissioner  of  Health  of  New  Yor, 
City,  “The  Role  of  a Department  of  Health”;  Kur 
Deuschle,  M.D.,  chairman,  Community  Medicine 
Mount  Sinai  School  of  Medicine,  “The  Role  of  a Medi 
cal  School”;  Kenneth  Endicott,  M.D.,  administrate 
Health  Resources  Administration,  “The  Role  of  Goverr 
ment”;  Alfred  Gellhorn,  M.D.,  vice  president  for  Healt 
Affairs,  City  College  of  New  York,  “The  Role  of  a Co 
lege  of  Liberal  Arts  and  Sciences”;  John  Hollomai 
M.D.,  president,  Health  and  Hospitals  Corporatioi 
“Role  of  the  Municipal  Hospital  System”;  Mr.  Alla 
Kornfeld,  president,  Health  Insurance  Plan,  New  Yor 
City,  “The  Role  of  Prepaid  Group  Practice  Plans”;  an 
David  Rogers,  M.D.,  president,  Robert  Wood  Johnsol 
Foundation,  “The  Role  of  the  Private  Foundation.” 

All  physicians,  health  workers,  and  the  public  are  well 
come. 
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28th  ama  clinical  convention 

November  30-December  3,  1974/Portland,  Oregon/Memorial  Coliseum 


28th  AMA  Clinical  Convention 
November  30-December  3.  1974 
Memorial  Coliseum 
Portland.  Oregon 

Advance  Registration 


Scientific  General  Sessions  include  Human  Sexuality/Office  Treatment  of  Hyper- 
tension/Obesity/Total Parenteral  Nutrition  (TPN) 

Postgraduate  Courses  include  Tumor  Chemotherapy/Pulmonary  Function.  Blood 
Gases  Infectious  Diseases  and  Antibiotics  Basic  and  Advanced  Electrocardio- 
graphy/Pediatric Emergencies  Office  Gynecology  Immunology 
Film  Symposia  include  outstanding  medical  teaching  films 

Scientific  Exhibits  include  Fractures/Live  Teaching  Clinics/Cardiopulmonary 
Resuscitation  (CPR)/Heart  Sound  Recognition 
Charter  Flights  are  being  planned  from  national  metropolitan  centers 

j 

Please  return  to: 

Circulation  and  Records  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago.  Illinois  60610 

General  Registration 

AMA  members  and  their  guests:  no  fee 

Non-member  physicians:  $25 

_ Guests  of  non-members  S5 

Medical  students,  interns,  and  residents:  no  fee 


To  receive  your  Advance  Registration  Card,  this  form  must  arrive  at  the  AMA  by 
Oct.  21.  1974.  (After  this  date,  please  register  at  the  Memorial  Coliseum  in  Port- 
land. Ore.)  Your  Advance  Registration  Card  will  be  sent  to  you  on  Nov.  4.  1974, 
unless  you  request  an  earlier  mailing  date. 

is  enclosed.  Make  check  or  money  order  payable  to 


My  remittance  of  S 

the  American  Medical  Association.  Payment  must  accompany  registration. 

Please  print 


Name. 


(Each  physician  must  register  in  his  own  name). 


Office  Address. 


City /State /Zip  Code. 


I am  a member  of  the  AMA  through  the  following  State  Medical  Association  or 
government  service— : 


Course  Registration  Overleaf” 
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Special  Activities 


Postgraduate  Course  in  Public  Speaking /Saturday,  Nov.  30 — 9:00  AM-5:00  PM  ai 
Sunday,  Dec.  1 — 9:00  AM-Noon  (Category  I Credit:  $75;  Course  Number  21)* 

Writing  for  Scientific  Journals/Saturday,  Nov.  30/9:00  AM-5:00  PM  ($50;  Coursi1 
Number  22)  — Register  for  Course  Number  22  on  Coupon  Below. 

16th  National  Conference  on  the  Medical  Aspects  of  Sports/Saturday,  Nov.  30 
8:00  AM-6:30  PM  ($10,  includes  Luncheon  with  Jesse  Owens;  Activity  Num 
ber  23)* 


Postgraduate  Course  on  How  to  Form  a Small  Medical  Group/Saturday,  Nov.  30 
8:30  AM-5:00  PM  (Category  II  Credit:  $45;  Course  Number  25)* 


*For  thorough  replies  to  all  questions  about  the  above  Special  Activities  ar 
their  registration  information,  write  directly  to:  American  Medical  Associatio 
535  N.  Dearborn  St.,  Chicago,  IL  60610. 


REGISTRATION  FORM -COURSES 

Please  try  to  send  your  postgraduate  course  registration  coupon  below  to  us  y 
October  21,  1974.  Your  tickets  and  registration  materials  will  be  sent  to  >,u 
on  November  4,  1974,  unless  you  request  an  earlier  mailing  date.  Course  tick  s 
requested  after  October  21,  1974,  will  not  be  mailed  to  you.  They  may  be  picld 
up  at  the  Postgraduate  Course  Registration  Desk  in  the  Memorial  Coliseum.  Pie  e 
use  the  corresponding  number  or  letter  designation  beside  each  course  to  indict 
your  choices  for  each  day,  in  order  of  preference,  in  the  space  provided  below  e 
listing.  Try  to  avoid  choices  which  conflict  with  each  other.  If  the  minim  r 
course  registration  is  not  attained  for  your  1st  choice,  or  if  the  course  is  full,  ( e 
of  your  alternate  choices  will  be  substituted.  Note:  All  medical  students,  inter; 
and  residents  are  entitled  to  a 50%  discount  on  registration  fees. 


Sunday-Tuesday,  Dec.  1-3/7:30-9:00  AM  (4V2- 
hour,  3-day  course:  $30) 

1.  Pulmonary  Function,  Blood  Gases 

2.  Basic  Electrocardiography 

3.  Advanced  Electrocardiography 

4.  Immunology 

5.  Dermatology  for  Non-Dermatologists 

6.  Rheumatology 

Sunday-Tuesday,  Dec.  1-3  (Numbers  1-6) 

1st  Choice  § ; 2nd  Choice  # ; 3rd  Choice  # 


Sunday,  Dec.  1/2:00-5:00  PM  (3-hour  course:  $20) 

7.  Anorectal  Problems 

8.  Office  Orthopedics 

9.  Thromboembolic  Disease 

10.  Physical  Examination 

11.  Gallstones 

12.  Office  Urology 

Sunday,  Dec.  1 (Numbers  7-12) 

1st  Choice  # ; 2nd  Choice  3rd  Choice  # 


Monday-Tuesday,  Dec.  2-3/2:00-5:00  PM  (6  hours 
for  total  course;  3 hours  on  Monday,  3 hours  on 
Tuesday:  $40) 

13.  Fluid  and  Electrolyte  Balance 

14.  Infectious  Diseases  and  Antibiotics 

15.  Critical  Patients — Critical  Decisions 

16.  Tumor  Chemotherapy  (Monday,  Soft  Tu- 
mors; Tuesday,  Hard  Tumors) 

Monday-Tuesday,  Dec.  2-3  (Numbers  13-16) 

1st  Choice  //  ; 2nd  Choice  //  ; 3rd  Choice  § 


'1 


Monday,  Dec.  2/2:00-5:00  PM  (3-hour  course:  $20) 

17.  Pediatric  Emergencies 

18.  Gastrointestinal  Disorders 

Monday,  Dec.  2 (Numbers  17-18) 

1st  Choice  § ; 2nd  Choice  # — 


Tuesday,  Dec.  3/2:00-5:00  PM  (3-hour  course  $20) 

19.  Office  Gynecology 

20.  Management  of  Pain 

Tuesday,  Dec.  3 (Numbers  19-20) 

1st  Choice  # ; 2nd  Choice  # — 


Offered  Both  Saturday  & Sunday,  Nov.  30  & Dec. 
1/8:00  AM-12:30  PM  (4’/2-hour  course:  $50) 

26.  Basic  Life  Support — Cardiopulmonary  Re- 
suscitation (Nov.  30) 

27.  Basic  Life  Support — Cardiopulmonary  Re- 
suscitation (Dec.  1) 

Monday-Tuesday,  Dec.  2-3/8:00  AM-Noon  & 
1:30-4:30  PM  on  Monday;  8:00  AM-11:00  AM 
on  Tuesday  (9-hour  course:  $65) 

28.  Advanced  Life  Support— Cardiopulmonary 

Resuscitation  (Prerequisite:  Basic  Life 
Support  Course)  (Dec.  2-3) 

' 

Saturday,  Nov.  30/9:00  AM-5:00  PM  (1-day 

course:  $50) 

22.  Writing  for  Scientific  Journals 
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Housing  Form 


t» 

u 

a 

ca 

.. 

Ml 

i 


No.  Single 

1.  Portland  Hilton 
Headquarters  Hotel  & 
Woman's  Auxiliary  Area 

2.  Benson  Hotel 
Co-Headquarters 
Hotel 

3.  Congress  Hotel 
Co-Headquarters 
Hotel 

4.  Cosmopolitan  Hotel  $19.00 


5.  Heathman  Hotel  $12.00 

6.  Holiday  Inn  $17.00 

7.  Hyatt  Lodge  $15.00 

8.  Imperial  Hotel  $10.00 

9.  Portland  Motor  Hotel  $15.50 

10.  Ramada  Inn  $16.00 

11.  Riverside-West  $15.50 

12.  Royal  Inn  $15.00 

13.  Sheraton  Motor  Inn  $13.50 

14.  Thunderbird  Motor 

Hotel  $13.00 

15.  Travelodge-Coliseum  $16.00 


Double  Twin  Suite 

NO  ROOMS  AVAILABLE 


NO  ROOMS  AVAILABLE 


NO  ROOMS  AVAILABLE 


$24.00-$32.00 

$18.00-$20.00 

$19.00-$25.00 

$17.00-$19.00 

$12.00-$15.00 

$17.50-$22.50 

S18.00-S23.00 

$17.50-$22.50 

$17.00-$19.00 

$21.50-$24.00 

$16.00 

$21.00 


$24.00-$32.00 

$18.00-$20.00 

$19.00-$25.00 

$17.00-$19.00 

$12.00-$15.00 

S17.50-S22.50 

$18.00-$23.00 

S17.50-S22.50 

$17.00-$19.00 

$24.00-$27.00 

$20.00 

$24.00 


$45.00 

$28.00-$75.00 


$35.00 
$22.00 
$35.00  & Up 


$45.00 


A.  The  Memorial  Coliseum  NO  ROOMS — Site  of  General  Registration.  Scientific. 

Commercial,  and  Industrial  Exhibits,  and  Scientific  Meetings. 


ir  Room  Reservations 

lone  (503)  228-9411  or  mail  this  form  to: 
\1A  Housing  Bureau 
o Convention  Bureau  of 
irtland  Chamber  of  Commerce 
4 Southwest  5th  Avenue 
irtland.  OR  97204 

ease  print  or  type  4 choices: 

« t 


Please  do  not  send  your  request  directly  to  the  hotel.  It  will 
delay  your  confirmation. 


Room  will  be  occupied  by: 

Name 

'Please  print  or  type.) 


Street 


City/State  Zip  Code_ 

Additional  Occupants  (list  ages  of  children) 


•v  (l 

•g 

:1 


>y  

ase  enter  my  reservation  at  the  above  hotel  for: 

’sle  Double  Twin  Suite 

S □$ □$ □$ 

rate  requested  is  not  available,  next  highest  will  be 
■igned.  (Sales  tax:  5%) 


AM 

Date  Arriving at , PM  Departing 

Be  sure  to  specify  time  of  arrival  as  well  as  date. 

Changes  in  accommodations  other  than  cancellations 
should  be  made  directly  with  the  assigned  hotel. 

Confirmations  will  be  mailed  up  to  Nov.  15.  1974. 


(Detach,  fill  out,  and  return  this  form) 
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Coming 


in 

New  York  State 
Journal  of  Medicine 


Group  B Streptococcal  Disease  in  Infants 
Drug  Efficacy  in  Chronic  Urinary  Infections 
Endogenous  Depression 
Hypertension  During  Anesthesia  and  Surgery 

State  of  the  Art 


Bacterial  Infections  in  Renal  Transplants 
Horseshoe  Crabs,  Endotoxemia,  and 
Postanesthesia  Hepatitis 
Hazards  to  Independence  of  New 
Medical  Graduates 


Clinical  Capsules 


Drug  Efficacy  Computer  Study  in 
Chronic  Urinary  Infections 
Pulmonary  Tuberculosis  with 
Bronchogenic  Carcinoma 


Geriatrics 


A New  Series 


continued  from  page  2085 

used  by  Latin-Americans  living  in  the  U.S.  For  exam- 
ple, the  section  on  optometry  admirably  gives  “lentes,” 
“espejuelos,”  “anteojos,”  and  “gafas”  for  glasses,  but  in 
other  sections  a Spanish  expression,  literally  translated 
from  or  into  English  is  constantly  repeated  (“echar” 
sangre  [bleeding])  omitting  the  more  appropriate  “per- 
der  sangre  o tener  hemorragia”;  “hizo  de  vientre” 
(moved  the  bowels),  omitting  “movio  el  vientre”;  “re- 
conocimiento,”  omitting  “examen”;  “quemar,”  omitting 
“arder”  or  “doler,”  and  others.  The  book  could  be  of 
much  greater  practical  value  if  this  point  were  covered 
in  the  notes. 

The  manual  is  completed  with  an  extensive  classified 
vocabulary  very  useful  for  doctors  and  paramedical  per- 
sonnel, but  undoubtedly  not  revised  by  a Spanish- 
speaking practicing  physician  to  avoid  certain  ambigui- 
ties, inappropriate  renderings,  and  errors. 

The  concept  and  labor  put  by  the  authors  in  their  pre- 
liminary edition  of  a needed  manual  is  admirable,  and  a 
forthcoming  edition  will  solve  the  inherent  problems  of 
a publication  of  this  kind.  Eduardo  I.  Juliet,  M.D. 


Trypanosomiasis  and  Leishmaniasis  with  Special 
Reference  to  Chagas’  Disease.  Ciba  Foundation 
Symposium  20  (new  series).  353  pages,  illustrated. 
Amsterdam,  Associated  Scientific  Publishers,  1974. 
Cloth,  $19.50. 

This  book  is  a report  of  a symposium  held  in  Venezu- 
ela and  sponsored  by  the  Ciba  Foundation  to  bring  to- 
gether experts  in  the  field  of  tropical  medicine  to  discuss 
two  important  flagellate  diseases,  trypanosomiasis  and 
leishmaniasis.  This  multi-authored  volume  is  divided 
into  several  chapters  covering  the  etiology,  epidemiolo- 
gy, immunology,  pathophysiology,  and  chemotherapy  ol 
these  two  clinical  entities. 

Although  the  pathogenesis  and  clinical  picture  ol 
these  infections  are  relatively  well  covered,  this  book  is 
addressed  more  to  the  basic  scientist  than  to  the  clinical 
practitioner.  This  is  demonstrated  in  the  highly  techni 
cal  discussion  of  the  ultrastructure  of  the  pathogenic 
flagellates,  their  biosynthetic  capabilities,  and  the  anti- 
genic variation.  For  the  clinician,  the  reviewer  strongh, 
recommends  the  chapter  on  chemotherapy.  Epidemiol 
ogists  and  public  health  workers  will  find  the  chapters 
on  epidemiology  and  the  discussions  of  the  ecologica 
factors  and  the  determinants  of  infection  most  inter 
esting. 

Despite  the  large  number  of  contributors  and  the 
countries  they  represent,  the  chapters  are  cohesive  anc 
are  well  organized.  The  abstracts  introducing  eacl 
chapter  and  the  wealth  of  references  alluded  to  add  t< 
the  merits  of  this  undertaking.  The  selection  and  scope 
of  topics  and  the  vast  experience  of  contributors  make 
this  volume  on  trypanosomiasis  and  leishmaniasis  a wel 
come  addition  to  the  library  of  any  worker  in  the  field  o 
tropical  medicine.  Mahfouz  H.  Zaki,  M.D.,  Dr.P.H. 
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Empire  Medical  Political  Action  Committee 

1974 

THE  YEAR  OF  POLITICAL  DECISION 
FOR  MEDICINE 


• EMPAC  is  the  political  voice  of  New  York  State  medicine 

• EMPAC  contributions  to  a candidate  carry  more  impact  than  individual  con- 

tributions 

• EMPAC  support  assures  a candidate  that  physicians  are  interested  in  his 

election 

• EMPAC  strength  is  in  proportion  to  its  dollars  and  membership 


A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is 
(or  will  be)  available  for  purchase  from  the  Superintendent  of  Documents, 
U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 


Remit  by  PERSONAL  check  payable  to: 

EMPAC,  P.O.  Box  16,  Lake  Success,  N.Y.  11040 

(please,  no  “PC”  checks) 


Name 

Address 

City Zip  Code. 


Sustaining  Member $100 

Family*(physician  and  spouse) $50 

Active  Member $35 


(Contribution  includes  membership  in  AMP  AC,  Political  Stethoscope  newsletter, 
AMP  AC  membership  card  & pin) 

*Name  of  spouse Home  Address 


Whatever  your  special  needs  are  in  your  car,  we’ll  get  it  . . . 
any  make,  any  model,  any  equipment.  And  at  a special  price, 
too.  And  we  don’t  waste  time  when  you  need  service.  Just 
ask  any  of  the  doctors  who  lease  from  us.  We  know  you’re 
busy.  Give  us  a call  and  we’ll  handle  most  of  the  details  on 
the  phone. 

AUTO  LEASING,  INC. 

.,  Brooklyn  (212)  336-6767 


The  Project 
with  a heart 

One  of  the  world’s  most  valued 
assets  — medical  knowledge  — is 
urgently  needed  today  by  people 
in  developing  areas  at  home 
and  abroad. 

Help  relay  this  precious  gift 
of  HOPE. 

Give  to: 

PROJECT 


EQUIPMENT 


RADIUM  SAFE,  PERFECT  CONDITION  WITH  HAM.  HEARING  TURN- 
table  compartments,  for  sale  at  $500.  Original  cost  $2700.  Weight  approxi- 
mately 550  lb1-  Huyer  must  arrange  for  removal  & transportation.  Contact 
Administrator  of  Radiotherapy  Department,  153  W.  1 1th  Street,  New  York, 
N.Y.  10011.  Tel.  212-620-1688. 


Index  to  Advertised  Products 


Analgesics 

Kengesin  (Kenwood  Laboratories)  2085 

Percodan  (Endo  Laboratories) 1916,  1917 

Phenaphen  (A.  H.  Robins  Company) 1928 


Antacids 

Camalox  (William  H.  Rorer) 2059 

Antibiotics 

Bactrim  (Roche  Laboratories) 2006,  2007,  2008 

Bicillin  (Wyeth  Laboratories) 1969 

Keflex  (Eli  Lilly  & Company)  1922 

Neosporin  (Burroughs  Wellcome  & Company)  1904 

Trobicin  (Upjohn  Company)  2014,  2015 

Wycillin  (Wyeth  Laboratories) 1968 

Antiemetics 

Emete-Con  (J.  B.  Roerig  & Company) 1996,  1997  • 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 1959 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Cerebrovascular  dilators 

Cebral  (Kenwood  Laboratories)  2083 

Diagnostic  laboratory  services 

Bio-Science  Laboratories 2023 

Ultra  Sound  Laboratories 1921 

Hematinics 

IXL-B12  (Kenwood  Laboratories)  1921 

Hypnotics 

Doriden  (USV  Pharmaceuticals) 2031 


Multivitamins 

B-C-Bid  (Geriatric  Pharmaceutical  Corp.) 1901  ■ 

Beminal  (Ayerst  Laboratories)  1911,  2079 

Nasal  decongestants 

Dimetapp  (A  H.  Robins  Company) 1927 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 1906,  1907,  1908 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 1895 


Sedative  barbiturates 

Butisol  (McNeil  Laboratories)  1901: 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 1912,  1913,  1914 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 207" 

Surface  analgesics 

Ger-O-Foam  (Geriatric  Pharmaceutical  Corp.) 208 

Tranquilizers 

Librium  (Roche  Laboratories) 1896,  1897,  189£ 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cove 

Valium  (Roche  Laboratories) 1936,  1937,  1 93E 


Tranquilizer  antlspasmotics 

Librax  (Roche  Laboratories) 1986,  1987,  198f 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 2076,  207 
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iCELLANEOUS 


S COLLECTED  -ABUSE  IS  RULED  OUT-TACTFUL  YET  SUC- 
tful— 40  years  of  top  service  to  doctors  and  hospitals— Mail  billhead  for 
ails  Crane  Discount  Corp.,  251  W 42nd  St.,  New  York,  N.  Y.  10036. 
5-2943 


SALE:  INVESTMENT  LAND;  POUND  RIDGE,  50  ACRES  PRIME 
- 1.  Exclusive.  Situated  in  residential  estate  area.  Fully  treed,  running 
ams.  Will  subdivide  to  minimum  15  acre  tracts.  Principals  only.  Call 
: Hirschfeld  (212)  227-5533. 


; jUE  TAX  DEDUCTION  FOR  PARAPSYCHOLOGICAL  RESEARCH  IN 
ling  extraterrestrial  communication.  IRS  approved  public  foundation 
ts  additional  funding  to  complete  scientifically  sound  research.  Box  504 
; icortes.  Washington  98221. 


AR1.Y  GAINS  OF  17  TO  30  PER  CENT  APPEAL  TO  YOU.  LET  ME 
4 you  invest  in  rare  coins.  Coins  selected  for  growth  potential  and  placed 
: our  hands  for  appreciation.  Will  advise  you  all  the  way  Vincent 
• relli.  M.D.,  Numistned  Investors  Inc.,  5 David  Court,  Port  Jefferson, 
11777. 


:tices  available 


(GY  PRACTICE  (MIXED  ADULT  & PEDIATRIC),  SMITHTOWN, 
Island.  New  York.  Established,  lucrative  practice;  doctor  heading  West. 
' 1 llent  growth;  good  reactional  area;  excellent  facilities  in  fine  medical 
ling.  Very  practical,  mutual  financial  terms;  will  introduce  and  familiar- 
completely.  A realy  great  opportunity!  Call  (516  ) 265-5138  or  (212) 
.;  424,  or  write  Dept.  440.  c o NYSJM. 


ITIONS  WANTED 


METRIST  DESIRES  EMPLOYMENT  WITH  OPHTHALMOLOGIST 
.here  in  New  York  State  or  Connecticut  Extensive  refraction  and  contact 
experience.  Contact  Dept.  393.  c/o  NYSJM. 


RAL  SURGEON  AND  2 INTERNISTS.  AS  A GROUP.  LOOKING  FOR 
-immunity  to  practice  as  a group  Dept.  439.  c o NYSJM. 

TJ 


SICIANS  WANTED 


: (NIST  AND/OR  NEUROLOGIST,  ALLERGIST  OR  RHEUMATOLO- 
T.  Quality  medical  practice  group  in  Southwestern  New  York  State 
Is  these  men.  Wormer  Medical  Center,  Portville,  N.Y.  14770.  Tel.: 
) 933-8746. 


PHYSICIAN;  FULL-TIME.  DIVERSIFIED  DUTIES  IN  MODERN, 
ted  accredited  community  hospital  with  all  services.  Located  South- 
ern coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con 
;nt  to  lovely  New  England  suburbia.  Dept.  425,  c/o  NYSJM. 


TIME  DIRECTOR  OF  PROFESSIONAL  SERVICES  EXPERIENCED 
. mmunity  hospital  affairs,  to  assume  chief  of  staff  leadership  in  managing 
ation,  staff  development,  in  a 204-bed.  acute,  general  hospital.  Must 
outstanding  record  of  achievement  in  his  field.  Dept.  399,  c/o  NYSJM. 

TOLOGIST  (BOARD  ELIGIBLE/CERTIFIED)  POSITION  NOW 
able.  Licensed  New  York  State.  Chief  Clinician  for  Planned  Parenthood 
?r,  Syracuse,  New  York.  Training  available  in  all  aspects  medical  and 
: .'al  fertility  control:  contraception,  outpatient  laparoscopic  sterilization, 
; tomy  and  abortion.  Salary  $35,000.  Send  curriculum  vitae.  Contact: 
> t'ferson  Penfield,  M.D.,  Medical  Director,  1120  East  Genesee  St.,  Svra- 
N.Y.  13210.  (315)  475-3193. 


ZEXCY  ROOM  PHYSICIAN  FOR  200  BED  UPSTATE  NEW  YORK 
n unity  Hospital— 40  hr.— full  benefits— $31, 000i — hours  flexible— 
»~rN.\.S.  lie.  required.  Send  C.  V.  to:  S.  Kaufman,  M.D.,  Columbia 
--0081  Hospital,  Hudson.  New  York  12534. 


FAMILY  PRACTITIONERS 
GENERAL  PRACTITIONERS 

North  Carolina 

Practice  opportunities  near  the  ocean,  in  the 
mountains  or  near  the  larger  cities. 

If  you  are  considering  relocation  and  are  seeking 
an  attractive  life  style  coupled  with  a satisfying, 
professional  practice,  call  or  write  in  confidence: 

Physician  Placement  Service,  Inc. 
Metroview  Building 
Charlotte,  North  Carolina  28207 

All  fees  are  paid  by  our  clients 


PHYSICIANS  WANTED  — CONT  D 


PSYCHIATRIST:  1200  BED  PREDOMINANTLY  PSYCHIATRIC  HOS- 

pital  affiliated  with  the  University  of  Rochester  Medical  School;  starting 
salary  commensurate  with  education  and  experience  with  liberal  fringe  bene 
fits;  work  week  generally  40  hours;  located  in  beautiful  Finger  Lakes  resort 
area;  equal  opportunity  employer.  Contact  Chief  of  Staff,  Veterans  Ad- 
ministration Hospital,  Canandaigua,  New  York.  .Area  Code  315-394-2000. 


PHYSICIAN  TO  HEAD  LONG-TERM  MEDICAL  CARE  SECTION  AT 
Canandaigua  Veterans  Administration  Hospital.  You  may  already  be  work- 
ing mostly  for  the  government.  Why  not  make  it  full  time?  Call  James 
Gilbert,  M.D.,  or  E.  B.  Millard,  M.D.  .Area  Code  315-394-2000. 


PHYSICIAN  WHO  LIKES  TO  DO  SOMETHING  DIFFERENT,  CHALLENG- 
ing,  and  with  opportunity  to  do  some  good.  Veterans  Administration  Hos- 
pital, Canandaigua,  New  York.  Call  Dr.  J.  Gilbert  or  Dr.  E.  B.  Millard, 
.Area  Code  315-394-2000. 


SURGEON:  EXPERIENCED  IN  CLINICAL  RENAL  TRANSPLANTATION 
and  dialysis.  Must  be  Board  certified  in  surgery.  Position  includes  joint 
appointment  in  medical  school  and  hospital  which  are  equal  opportunity  em- 
ployers. Dept.  435,  c/o  NYSJM. 


THORACIC  & CARDIOVASCULAR  SURGEON:  OPPORTUNITY  AVAIL- 
able,  Board  certified  or  eligible  surgeon.  New  York  State  license  required. 
Attractive  salary  plus  fringe  benefits.  Interested  academic  career.  Write: 
Secretary,  Chest  Surgical  Service,  Columbia-Presbyterian  Medical  Center, 
622  West  168th  St.,  New  York.  N.Y.  10032. 


UNIVERSITY  OF  CINCINNATI 
MEDICAL  CENTER 

Family  Practitioners  Pediatricians 

Internists  Emergency  Physicians 

Innovative  Board  certified/eligible  physicians 
needed  to  participate  in  progressive  primary  care 
group  practice  in  an  academic  setting.  Teaching 
with  faculty  appointment.  Salary/benefits  very 
competitive.  Write  James  Agna,  M.D.,  Dean’s 
Office  University  of  Cincinnati  College  of  Medi- 
cine, Cincinnati,  Ohio  45267. 
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PHYSICIANS  WANTED  — CONT'D 


ATTENTION 

GENERAL  PRACTITIONERS 
SURGEONS— INTERNISTS 
PEDIATRICIANS 


We  are  searching  for  two  Physicians  to  join 
an  Emergency  Group  serving  a 500-bed 
hospital  located  in  a medium-sized  city  in 
Northeast  Ohio.  Group  is  headed  by 
Board  Internist.  Congenial  atmosphere. 
Prior  experience  as  Emergency  Room 
Physician  not  required.  Change  your  life- 
style to  a more  normal  and  regular  sched- 
ule with  considerable  more  worry-free 
time  off  for  yourself  and  family.  Start- 
ing annual  level  is  $50K  with  increases  in 
succeeding  years — plus  other  benefits  of 
corporate  group.  Interested  physicians 
may  call  or  send  their  curriculum  vitae  in 
confidence  and  with  no  financial  obliga- 
tion to  Arthur  A.  Lepinot. 


Nationwide  Medical  Placement  Specialists 
Serving  the  Health-Care  Industry. 

Physicians  Administrators  Nurses 

Technicians  Secretaries  Med  Assts 


./pv 


forecast 


PERSONNEL,  INC.  280  Madison  Avenue,  New  York,  N.Y.  10016  (212)  532-8001 


GENERAL 

PRACTITIONER 

NEW  YORK  STATE 

For  multispecialty  group  located  in  attractive 
college  town  upstate.  Regular  hours.  Salary 
$40-45,000  plus  fringe  benefits. 

DEPT.  437,  c/o  NYSJM 


■ 


INTERNIST:  COMPREHENSIVE  CARE  FOR  PREPAID  MEDICAL  f 
on  Staten  Island,  N.Y  Salary  competitive,  usual  fringe  benefits.  C j 
tion  for  partnership  after  two  years.  Include  complete  curriculun  it 
reply.  Dept.  433,  c/o  NYSJM. 


RADIOLOGIST  NEEDED  FOR  200  BED  MEDICAL  AND  SURGIC/  1 
munity  hospital  in  southeastern  Long  Island.  At  least  six  months  o t 
or  experience  in  arteriography  recommended.  Good  salary  and  libel, I 
benefits.  Apply  to  Dr.  M.  Alpert,  Director  of  Radiology,  Franklii  ii 
Hospital,  Valley  Stream,  New  York  11580.  516  (VA5-8800). 

SUNY  COLLEGE  AT  CORTLAND,  NEW  YORK,  SEEKS  A PHYSI1  \ 
share  with  the  Medical  Director  scheduled  general  clinic  practice  ar  ,ii 
on-call  duties  in  a modern  student  health  center  offering  outpatier  it 
firmarv  care  for  approximately  5000  students.  New  York  State  1 n 
quired,  past  experience  in  college  health  or  adolescent  medicine  ii 
Reasonable  salary,  liberal  fringe  benefits.  SUNY  College  at  Cortl  d 
Equal  Employment  Opportunity/Affirmative  Action  employer,  w 
resumes  and  letters  of  application  to  W.  W.  Taylor,  Vice  President  foil 
Affairs,  Chairman  of  the  Search  Committee,  SUNY  College  at  rl 
Cortland,  New  York  13045. 


INTERNIST/GP  (3)  SALARY  $30,000  RANGE  PLUS  BENEFITS.  L | 
in  Finger  Lakes,  gracious  country  living.  Nondiscrimination  in  em  yi 
Contact  Chief  of  Staff  VA  Center,  Bath,  New  York  14810. 

STAFF  PSYCHIATRIST.  FOR  ESTABLISHED  COMMUNITY  iSf 
Health  Center  in  New  York's  Capital  District.  Provides  essentic  sei 
through  interdisciplinary  approach,  including  inpatient,  outpatient  nc 
tial  hospital  programs,  emergency  services,  consultations  and  tra  nf 
grams.  Center  is  affiliated  with  Albany  Medical  College  for  traini  cl 
dents  and  medical  students.  Faculty  appointments  available.  V re 
N.Y.S.  license  to  practice  medicine  and  completion  of  approved  j ch 
residency.  Salary  range  $32,000  to  $38,000  depending  on  qual  ca 
Respond  in  confidence  to:  Dr.  William  C.  Taylor,  Medical  Directo  in 
tan  Hospital,  Trov,  N.Y.  12180. 


WANTED:  ANESTHESIOLOGIST  BOARD  ELIGIBLE  OR  Cl  T! 

with  New  York  State  license  for  large  metropolitan  hospital  wit  m 
school  affiliation.  Minimum  guarantee  and  excellent  benefits,  ai  be 
group  member  within  six  months.  Send  c.v.  to  Dept.  438,  c/o  NYSJ  . 

DERMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  FIFTEE  R1 
office  wishes  associate.  Salary.  Partnership  possible  later.  Josep  1. 1 
M.D..  745  Fifth  Avenue,  New  York,  New  York  10022.  (212)  753-6033  > 


HOUSE  OFFICER,  ELIGIBLE  FOR  N.Y.  LICENSE,  TO  SERVE N 
pital-sponsored.  family  care  health  center,  in  desirable  area;  corner 
practice;  excellent  medical  staff  support.  Jan.  1 or  sooner  iet( 
Write:  Robert  A.  Anderson,  Admin  , Faxton  Hospital,  Utica.  N.Y.  50:* 


ANESTHESIOLOGIST  WANTED:  N.Y.  STATE  LICENSED  Ji. 

available  from  Dec.  23,  1974.  Group  practice  in  Queens,  N.Y.  Exo 
financial  arrangements  and  pleasant  working  conditions.  Recergrn 
considered.  Dept  . 400,  c/o  NYSJM. 


DOCTOR  OF  AN  OLD,  ESTABLISHED  DOWNTOWN  N.Y.C.  INI  S 
office  with  considerable,  lucrative  practice  is  ready  to  retire ! hi 
physician  as  associate  for  2 years  with  excellent  compensation,  id  * 
the  office  will  revert  to  the  associate  with  no  investment.  Great  ciorl 
for  one  interested  in  this  type  of  practice.  Dept.  441,  c/o  NYSJM 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SPACE  AVAILABLE,  1500  SQ.  FT.  NEW,  BRICK  I I! 
A/C;  elevator.  Opposite  village  hall,  Freeport,  L.l.  (516)  378-494(1 

FOR  SALE:  HOME  & OFFICE.  FULLY  EQUIPPED  FOR  G.P.  GO 
nist.  X-ray,  laboratory  facilities.  Secretary  is  licensed  X-ray 
Office  entirely  separate  from  home.  Home:  6 rooms;  3 bedrooij  • 
fireplace,  gas  heat.  No  fee  for  practice.  Retiring  G.P.,  16  ye  i i1 
Franklin  Square.  Harry  S.  Rosenberg,  M.D.,  986  Henris  \v<  I 
Square,  N.Y.  1 1010.  Tel:  (516)  FL  2-2803. 
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VL  ESTATE  FOR  SALE  OR  RENT — CONT'D 


PHYSICIANn 


TCHESS:  A RARE  OPPORTUNITY  FOR  THOSE  WHO  CARE, 
it  rooms,  six  bedrooms  (dormitory),  five  half  baths;  owners'  four  rooms 
.ii.  Carpeted,  F.  & F.  exclusive  of  Owners’  personal.  Fire  alarm  system. 
inK  systems,  zoned  Health  conditions  State  approved.  Large  pavilion 
• car  garage.  Beautifully  landscaped  quiet  road  2*4  acres.  Taxes 
i. -$80,000.  Gladys  M.  Carey,  Broker,  Dover  Plains,  New  York  12522. 

.EASE:  GLEN  HEAD.  PROFESSIONAL  BUILDING  SUITABLE  FOR 
lical  or  dental  group  practice;  excellent  location  opposite  main  entrance 
hopping  center;  near  intersection  Glen  Cove  Road  & Glen  Head  Road; 
lase  power  1,000  amps.  Will  modify  and  alter  to  suit  One  acre  paved 
. cing.  Inquire:  Conart  Industries  Corp.,  Glen  Head,  N Y.  (516)676-2250. 

‘ESSIONAL  HOUSE  FOR  SALE  BELLEROSK.  QUEENS.  2 MILES 
*i  LM  complex.  Office:  Corner  house  4 room  office  on  lower  level; 

hrate  entrance;  recently  remodeled  with  lab.  House;  6'.  rooms,  2 
is  on  first  floor;  3'j  room  full  apartment  on  second  floor-garage.  2 
■ heat,  central  A C.  Call  (212)  FI  7-8337. 


UCK.  L.I.  IDEAL  CORNER  FOR  OFFICE  PRACTICE  RESIDENCE 
Ject  location,  near  R.R.,  schools,  shopping.  3 bedrooms,  2 baths,  large 
- 1 in  kitchen,  family  room,  finished  basement  with  wet  bar.  Attached 
ge.  $47,000.  For  appointment  call  (516)  378-4918. 


|TO  RICO,  COSTA  AZUL  AT  LUQUILLO.  HAVE  YOUR  OWN  HOUSE 
- yard  and  enjoy  the  world’s  greatest  beaches.  Three  bedrooms.  For  rent 
. |dy.  Edward  Pinnev.  M.D.,  148  East  78th  St.,  New  York,  N Y.  10021 
) 879-8870. 


Unique,  challenging  position  for  physician  to 
serve  as  medical  specialist  on  audit  team  for 
the  review  necessary  for  continuing  funding 
and/or  accredition  of  inpatient  and  outpatient 
methadone  treatment  programs  throughout  New 
York  State.  Limited  travel,  regular  hours,  ex- 
cellent remuneration. 

For  interview  call:  S.  Seymour  Joseph,  MD 

Deputy  Commissionar  at  (212)  488-4255 

DRUG  ABUSE 
CONTROL  COMMISSION 

■HHHI  w equal  opportunity  employer 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


DOCTOR  S DREAM  IN  POUND  RIDGE.  MAGNIFICANT  3 PLUS  ACRES 
with  private  acre  of  lake  to  swin,  fish,  boat.  4 bedroom,  center  hall,  dining 
room,  living  room  with  fireplace.  2 full,  2 half  baths,  country  kitchen  with 
dining  area  overlooks  lake  through  glass  wall.  Wing  with  separate  entrance 
for  office  or  apartment,  very  private  but  accessible.  Financing  available. 
$119,500,  Dept.  436  c/o  NYSJM. 


HYDE  PARK.  L.I  HOME-OFFICE  COMBINATION  FOR  SALE 
"n  room  house,  3 bedrooms,  fireplace,  gas  heat,  all  facilities,  superior 
tion.  Walk  major  transportation,  minutes  to  parkways,  schools,  hospital, 
•ping  Beautiful  five  room  office.  X-ray,  EKG,  fully  equipped.  Active 
tice.  Call  6-8  p.m.  (516)  354-0032,  or  GE  7-5627. 

Temporary  custom  ranch,  north  shore,  laurel  hol 

2  plus  wooded  acres.  5 bedrooms,  3 baths,  den,  large  fireplace,  family 
i,  sewing  room,  work  shop,  carpeting  drapes,  appliances,  extras,  low 
t'S.  Cold  Spring  Harbor  schools,  beach  and  mooring  rights.  $85,000. 
er  (516)692-7706. 


IT  NOW  IN  A VERMONT  VACATION  HOME  WHETHER  YOU 
T.se  a Colonial  contemperary-Chalet  or  whatever,  we  have  a wide  selection 
spmes  where  you  can  relax  and  unwind.  Available  for  your  inspection. 
. te  or  write  for  appointment  (open  7 days!  James  G.  Sloman,  Realtor, 
2 37.  Manchester  Center,  Yt.  05255.  (802)  362-2400. 


JTOWN,  COLONIAL,  8 ROOM.  4 BEDROOMS.  2%  BATHS;  6 ROOM 
T ie,  private  entrance:  % acre;  central  air  conditioning;  pool  in-ground,  large 
: >and  barbeque;  many  extras.  Retiring.  (516)  724-6563. 


ROCKLAND  COUNTY,  FOUR  ROOM  SUITE,  20  MINUTES  WASHINGTON 
Bridge,  established  medical  building  with  internists,  psychiatrist,  dentists. 
Sensible  rental,  near  good  open  staff  hospital.  Suitable  most  medical  special- 
ties; good  living,  fine  schools.  Norman  E.  Rubinstein.  M.D.,  111  So.  Western 
Highway,  Blauvelt.  N.Y.  10913.  (914)  359-0277. 


COWPET  BAY.  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFUL 
ly  in  physician’s  own  luxuriously  appointed  villa.  Accommodates  five.  Right 
on  private  virgin  white  beach  safe  for  children.  Private  tennis  club  with  regis- 
tered Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat  visits  and 
happy  thank  you  letters  from  pleased  fellow  physicians.  Brochure.  Gilbert 
C.  Norton.  M.D.,  101  Jefferson  Ave.,  Endicott.  N.Y.  13760.  Call  after  9 p.m. 
(607)  ST  5-5810. 


DOCTOR’S  COMPLEX.  BLOCKFRONT  17  TO  18  STS.  (THIRD  AVE  ), 
one  block  from  5 hospitals  Professional  offices  in  newly  erected  31-story 
building,  9500  sq.  ft.  Perfect  for  medical  group.  Will  build  to  suit. 
Goodstein  Management  Co.,  4 Park  Ave..  N.Y.C.  10016.  Martin  Goodstein 
(212)  532-9550. 


FOR  RENT  IN  LARGE.  PROFESSIONAL  OFFICE  BUILDING  IN 
rd.  Pa.  Will  alter  to  suit  any  practice.  Splendid  opportunity  for  dentist. 
■ halmologist.  general  practitioner:  unlimited  potential;  1%  hours  from 
York  City.  Call  (914)  342-5502  and  (717)  775-7873. 

YOUR  VERMONT  RETREAT  ON  14  ACRES  IN  WINDHAM.  VT. 

(ded  but  not  isolated.  One  mile  to  either  Timber  Ridge  ski  area  or  Wind- 

Heights  Country  Club  for  golf,  tennis,  swimming.  Less  than  $1,300  per 
Phone  or  write  for  appointment  (open  7 days)  James  G.  Sloman  Realtor, 
-31.  Manchester  Center.  Vt.  05255.  (802)  362-2400. 


FOR  SALE:  VERY  ACTIVE  G.P.  OFFICE  ESTABLISHED  30  YEARS. 

Office  building:  6 rooms  fully  equipped  and  ready  for  use,  plus  separate 

residence  on  one  acre:  30  ft.,  unusual  living  room,  3 bedrooms,  greenhouse. 
Quiet  residential  section  in  Wantagh.  L.I.  Call  (516)  SU  5-1615. 


FORTY  ACRES  SURROUND  THIS  ELEVEN  ROOM  COLONIAL  HOME. 
Center  hall  entrance,  five  bedrooms,  large  kitchen.  baths,  and  glass  en- 
closed porch  insure  luxury  country  living.  Two  farm  size  barns  and  a trout 
stream  complete  the  setting.  Ninety  miles  north  of  New  York  City;  7 miles 
from  18-hole  golf  course,  only  two  miles  outside  of  northern  Dutchess  town  on 
well  maintained  road.  Price  $149,000.  After  4 p.m.  (914)  398-7352. 


>M.  BRICK  RANCH.  8 ROOM  HOUSE.  3%  ROOM  OFFICE.  SEPA- 
' entrance.  A4  landscaped  acres,  parking.  Furniture,  equipment,  extras, 
nal.  Retiring,  36  years  general  practice,  will  introduce.  Excellent  for 
internist,  psychiatrist.  ENT.  mother-in-law.  Tax  advantage;  8 miles 
Westchester  Med.  College.  5 South  Broadway,  Dobbs  Ferry.  N.Y. 
-•  (914)693-2277. 

.1 

3 YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT.  ALL  OR 

4 2.000  sq.  ft.  Pleasant  setting.  Elaborate  X-ray  set-up.  Three  M.D.s 
idence,  looking  for  two  additional.  Call  (914)  969-0432. 


FREEPORT:  95  N.  MAIN  ST.  SUBLET  FULL  OR  PART  TIME,  5 ROOM 
air  conditioned  office.  Flexible  terms.  Ample  parking.  Call  (212)  687-5770 
or (516) 328-3666. 


PRESTIGIOUS  AREA  IN  NORTHERN  WESTCHESTER  COMMUNITY 
which  needs  physicians,  general  practice  or  specialists;  35  miles  from  N'ewYork 
City.  Beautiful  brick  building  in  professional  area  of  town  available  for  3 or 
4 individual  practitioners  or  group.  Renovation  to  your  needs.  Attractive 
financial  opportunity.  Call  (212)  LE  2-2211. 
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1975  Albion  0.  Bernstein,  M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1975 
ALBION  O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  March  9-13,  1975.  It  was  endowed  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a 
hospital  call  in  November  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award  no  later  than  January  6,  1975  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

\ j 

(Nomination  Form) 

Albion  0.  Bernstein,  M.D.  Award 

Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

The  above  is  nominated  for  the  1975  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  bene 
ficial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (This  official  nominatior 
form  must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  and  outline  of  publication: 
in  general,  and  include  the  significance  of  the  achievement). 

Mail  entries  before  January  3,  1975  to:  BERNSTEIN  AWARDS  COMMITTEE,  Medical  Society  o 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  10040. 
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NEW  YORK  CITY  AREA 


November  / May,  1975 
The  New  York  Surgical  Society 

1160  Park  Avenue 

MONTHLY  MEETINGS 

For  further  information  contact  J.  Beall  Rodgers,  M.D.  at 
above  address,  10028. 


November  1 and  2,  1974 

9:00  a. m. -5:00  p.m.  Friday 
9:00  a. m. -1:00  p.m.  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

MICROBIOLOGY  PM  177— SELECTED 
TOPICS  OF  CURRENT  IMPORTANCE  IN 
DIAGNOSTIC  MICROBIOLOGY 

EDWARD  J.  BOTTONE,  Ph.D.,  BECA  DAMSKER,  M.D.  & 
SVETOZAR  TEODORVIC,  M.D. 

Mount  Sinai  School  of  Medicine 

This  course,  the  first  in  a series  of  lecture-workshops,  is  de- 
signed primarily  for  the  clinical  microbiology  technologist  and 
supervisor.  These  session  will  cover  several  topics  in  depth 
which  may  not  presently  be  emphasized  in  most  clinical  labo- 
ratories. 

FEE:  $50.00  CREDIT:  AMA  Cat.  1 


November  2 / December  7,  1974 

9:30-11:00  a.m.  Saturdays 

Astoria  General  Hospital  in  affiliation  with  the 
Albert  Einstein  College  of  Medicine 

Hospital  Auditorium 
25-10  30th  Avenue 
Long  Island  City 

November  2 

RATIONAL  USE  OF  ANTIMICROBIAL 
DRUGS 

JOAN  CASEY,  M.D. 

Montefiore  Hospital 

November  16 

INTERPRETATION  AND  SIGNIFICANCE 
OF  FREQUENT  LABORATORY  TESTS 

ARTHUR  KARMEN,  M.D. 

Jacobi  Hospital 

December  7 

DYSFUNCTIONAL  UTERINE  BLEEDING 

J.  J.  SMITH,  M.D, 

Jacobi  Hospital 


NO  FEE  CREDIT:  AAFP  iy2  per  session  Cat.  1 

For  further  information  Tel:  212/932-1002  Ext.  200 


November  3 / December  1,  1974 

10:00  a.m.-12:00  noon  Sundays 

Coney  Island  Hospital  affiliated  with 
Maimonides  Medical  Center 

Coney  Island  Hospital  Auditorium 
2601  Ocean  Parkway 
Brooklyn 

PHYSICAL  DIAGNOSIS  REVISITED— PART 
I— CARDIOVASCULAR 

A series  of  workshops  designed  to  refresh  and  update  the 
physicians'  skill  in  physical  diagnosis.  A variety  of  visual 
aids,  Simulators  and  other  modern  techniques  will  be  utilized 
and  individual  instruction  and  supervision  provided.  Part  I will 
deal  with  the  physical  diagnosis  of  cardiovascular  disease  and 
will  include  instruction  in  the  examination  of  venous  and  arte- 
rial pulses,  heart  sounds  and  murmurs  and  optic  fundus. 

FEE:  $100  Registration  limited 
Applications  accepted  in  order  of  receipt. 

For  further  information  and  a detailed  program  write  to: 
David  Mumford,  M.D.,  Director  of  Medical  Education,  the 
Coney  Island  Hospital,  2601  Ocean  Parkway,  Brooklyn  11235 
(212/743-4100,  Ext.  460) 

November  4 and  5,  1974 

9:00  a.m. -5:00  p.m.  Monday  & Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

NEUROLOGY  PM  146-NEURO- 
OPHTHALMOLOGY 

MORRIS  B.  BENDER,  M.D.  & IRVING  LEOPOLD,  M.D. 
Mount  Sinai  School  of  Medicine 

This  course  will  be  an  intregrated  presentation  of  clinical,  an- 
atomical and  physiological  material  by  members  of  the  De- 
partments of  Neurology  and  Ophthalmology.  The  emphasis 
will  be  on  the  functions  and  dysfunctions  of  the  central  ner- 
vous system  with  particular  reference  to  the  normal  physiolo- 
gy and  pathology  of  the  visual,  vestibular  and  oculomotor  sys- 
tems. 

FEE:  $200  CREDIT:  AMA  Cat.  1 


MONDAY,  NOVEMBER  4 

5:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103  Street 
Committee  on  Public  Health 

A CRITICAL  REVIEW  OF  THE  HEALTH 
STATISTICS  OF  THE  CITY  OF  NEW 
YORK  FOR  1972 
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Program  directed  by  the  Department  of  Health 
GEORGE  G.  READER 


MONDAY,  NOVEMBER  4 

6:30-8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103  Street 

DIAGNOSIS  OF  POSTERIOR  SEGMENT 
MELANOMAS  BY  HEMATOPOYHYIN 
FLUORESCENCE 

DAVID  L.  KROHN,  M.D. 

Presidential  Address 

THE  OBLIQUE  MUSCLES— HISTORY 
AND  HORIZONS 

EDWIN  BILLET,  M.D. 


TUESDAY,  NOVEMBER  5 

9:00  a. m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

DYSLEXIA-CURRENT  DEVELOPMENTS 

VIRGINIA  LUBKIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50  CREDIT:  AMA  Cat.  1 


November5  / 26,  1974 

Tuesdays 

Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

November  5 — 10:00-11:00  a.m. 
TRANSPLANTATION  & IMMUNITY 

CYRIL  J.  JONES,  M.D. 

Downstate  Medical  Center 

November  12 

CONNECTIVE  TISSUE  DISEASE 

DAVID  KAPLAN,  M.D. 

Downstate  Medical  Center 

November  19 
PULMONARY  DISEASES 

JOSEPH  FONANETTA,  M.D. 

Downstate  Medical  Center 

November  26 
GLAUCOMA 


AUSTIN  I.  FINK,  M.D. 
Downstate  Medical  Center 


TUESDAY,  NOVEMBER  5 

7:00  p.m. 

Columbia  University  College  of  P & S 

630  West  168th  Street 

SECTION  ON  DERMATOLOGY  AND 
SYPHILOLOGY 

1.  Presentation  of  Cases 

members:  7:00-7:45  p.m. 

non-members:  7:45-8:15  p.m. 

Departments  of  Dermatology: 

New  York  Hospital 
St.  Vincent's  Hospital 
Harlem  Hospital 

Bronx  Veterans  Administration  Hospital 

2.  Business  Meeting  7:45-8:15  p.m. 

3.  Discussion  of  Cases  8:15-9:45  p.m. 

WEDNESDAY,  NOVEMBER  6 

4:00-5:30  p.m. 

Weschester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
Bronx 

SEIZURES 

KENNETH  SHULMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 \ AAFP 


WEDNESDAY,  NOVEMBER  6 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103  Street 

SPINAL  STABILITY  OR  INSTABILITY 

STANLEY  HOPPENFELD,  M.D. 

Albert  Einstein  College  of  Medicine 

November  6 / 30,  1974 

8:00-10:00  p.m.  Wednesdays 

New  York  Medical  College 

Fifth  Avenue  at  106th  Street 

20  two-hour  sessions 

1.  Surveys  of  psychosexual  development; 
physiology  of  male  and  female  sexuality; 
ejaculatory  disturbances  including 
premature  and  retarded  ejaculation; 
impotence,  frigidity,  dyspareunia  and 
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vaginismus;  the  unconsummated 
marriage;  sexual  deviations;  sex  in  the 
aged;  contraception,  dual-sex  therapy; 
abortion  and  sterilization;  sex  and  the 
law;  pornography;  sociocultural  roles  of 
men  and  women,  as  well  as  many  other 
areas  of  relevance. 

2.  Specific  audiovisual  aids,  including  film 
studies,  are  utilized  within  the  structure  of 
the  course  to  enhance  the  learning 
process.  Material  is  theoretically  and 
clinically  integrated  so  as  to  ensure  a 
broad  understanding  of  all  aspects  of 
human  sexuality. 

FEE:  $400  covers  all  20  sessions. 


THURSDAY,  NOVEMBER  7 

9:00-11:00  p.m. 

The  Bronx  County  Medical  Society  American 
Academy  of  Family  Physicians 

The  Albert  Einstein  College  of  Medicine 
The  Forcheimer  Building — 1st  floor  lecture  hall 
1300  Morris  Park  Avenue 
Bronx 

PULMONARY  FUNCTION  TESTS  IN 
PRACTICE 

M.  HENRY  WILLIAMS,  M.D. 

Note:  # eight  of  a nine  series  seminar  session  in  Family 

Practice. 

Contact:  Mrs.  Frieda  Fagin,  office  of  Continuing  Medical  Edu- 
cation, above  address.  Tel-2 12/430-2822. 


November  8 and  9,  1974 

9:00  a. m. -5:00  p.m.  Friday  & Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  at  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

NEUROLOGY  PM  176— HEADACHE,  AND 
OTHER  PAINS  OF  THE  HEAD,  FACE 
AND  NECK. 

DAVID  R.  CODDON,  M.D. 

Mount  Sinai  School  of  Medicine 

This  course  includes  a comprehensive  review  of  anatomical 
and  physiological  aspects  of  head,  face  and  neck  pain,  cur- 
rent concepts  and  the  most  recent  advances  in  the  diagnosis 
and  classification,  etiologies,  management  and  therapeutics 
of  headache. 

FEE:  $100  CREDIT:  AMA  Cat  1 


SATURDAY,  NOVEMBER  9 

8:30  a.m.-1:30  p.m. 

Coney  Island  Hospital  affiliated  with 
Maimonides  Medical  Center 

Coney  Island  Hospital  Auditorium 
2601  Ocean  Parkway 
Brooklyn 

SURGICAL  TEACHING  DAY— SURGICAL 
DISEASES  OF  THE  PANCREAS 

A teaching  symposium  will  be  presented  on  the  principles  of 
management  of  surgical  diseases  of  the  pancreas  and  homo- 
transplantation of  the  pancreas. 

NO  FEE  CREDIT:  5 prescribed  hours  AAFP 


SATURDAY,  NOVEMBER  9 

fl 

New  York  State  Cancer  Programs  Association 

New  York  Hilton 

Avenue  of  the  Americas  and  53rd  Street 

ANNUAL  MEETING 

Coordinating  Council  to  meet  November  8,  1974 

— 

November  9 / 30,  1974 

9:15-10:45  a.m.  Saturdays 

Alfred  Adler  Institute 

333  Central  Park  West 

HOW  TO  IDENTIFY  AND  TREAT  THE 
DEPRESSED  AND  SUICIDAL  PATIENT 

KURT  A.  ADLER,  M.D. 

FEE:  $40 

For  information  and  registration  contact:  Mrs.  Ina  Block,  at 
above  address  10025. 


November  11  / 15,  1974 

9:00  a.m. -12:00  noon 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

CLINICAL  CHEST  DISEASES 

LOUIS  E.  SILTZBACH,  M.D. 

ALVIN  S.  TEIRSTEIN,  M.D. 

FEE:  $100  CREDIT:  AMA  Cat.  1 


November  11  / 25 , 1974 

3:30  p.m.  Mondays 

Mount  Sinai  School  of  Medicine 

7901  Broadway 
Queens 


u 
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November  11 

INFECTIOUS  DIARRHEA 

GERALD  T.  KEUSCH,  M.D. 

The  Mount  Sinai  Hospital 

November  18 

ORAL  AGENTS  IN  THE  TREATMENT  OF 
DIABETICS— A CONTROVERSY 

ROBERT  MATZ.  M.D. 

Morrisania  City  Hospital 

November  25 

PLATELET  AGGREGATION  AND 
MYOCARDIAL  INFARCTION 

JACOB  HAFT,  M.D. 

St.  Michael's  Medical  Center 


TUESDAY,  NOVEMBER  12 

8:00-10:00  p.m. 

Albert  Einstein  College  of  Medicine 

Union  Hospital  of  the  Bronx 
260  East  188th  Street 
Bronx 

MANAGEMENT  OF  CARDIAC 
ARRYTHMIAS  AND  CONJECTIVE 
FAILURE 

MARTIN  COHEN,  M.D. 

For  Further  information  contact:  Frieda  Fagun,  Adm.,  1300 
Morris  Park  Avenue,  Bronx,  N.Y.  10461.  Tel:  212/430- 

2822. 


TUESDAY,  NOVEMBER  12 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103  Street 
Computers  in  Medicine 

COMPUTER  AIDS  TO  DECISION  MAKING 
IN  MEDICINE 

RALPH  L.  ENGLE,  JR.  M.D. 

Cornell  University  Medical  School 

COMPUTERS  IN 
ELECTROCARDIOGRAPHY 

LEON  PORDY,  M.D. 

Mount  Sinai  Hospital 


WEDNESDAY,  NOVEMBER  13 

9:00  a. m. -12:00  noon 

Queens  Chapter  of  A.A.M.A. 

Medical  Society  of  the  County  of  Queens 
112-25  Queens  Blvd. 

Forest  Hills 

INSURANCE  SEMINAR:  ON  BLUE 


SHIELD,  GROUP  HEALTH  INSURANCE, 
MEDICARE  AND  MEDICAID 

NO  FEE 

For  information  please  contact  Elvira  Aliberti — 212/HA-9- 
7732. 


WEDNESDAY,  NOVEMBER  13 
Jewish  Memorial  Hospital 

Broadway  & 196th  Street 

RHEUMATOID  ARTHRITIS 

BERNARD  ROGOFF,  M.D. 

Cornell  Medical  College 

Contact:  Jacob  Cohen,  M.D.  at  above  address,  10040  Tel: 
212/569-4700. 

FRIDAY,  NOVEMBER  13 

6:00  p.m. 

New  York  Allergy  Society 

Commodore  Hotel 

THE  BIOLOGY  OF  LYMPHOCYTES 

HENRY  CLAMAN,  M.D. 

University  of  Colorado  Medical  School 

FRIDAY,  NOVEMBER  15 

8:30  p.m. 

Semmelweis  Scientific  Society 
American-Hungarian  Medical  Association  Inc. 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 
Room  20 

ORTHOMOLECULAR  DIAGNOSIS 

PROFESSOR  LINUE  PAULING 
Institute  of  Orthomolecular  Medicine 


MONDAY,  NOVEMBER  18 

4:30  p.m. 

The  New  York  Academy  of  Medicine  with  the 
New  York  Roentgen  Society 

2 East  103  Street 
Afternoon  Teaching  Session 

DIAGNOSTIC  ULTRASOUND 

Moderator: 

NATHANIEL  FINBY,  M.D. 

St.  Luke’s  Hospital  Center 

Panelists: 

LAJOS  VON  MICSKY,  M.D. 

St.  Luke's  Hospital  Center 

JOSHUA  A.  BECKER,  M.D. 

Downstate  Medical  Center 
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KUO  YORK  CHIN,  M.D. 

St.  Luke’s  Hospital  Center 

6:00  p.m.  Dinner 
7:00-7:45  p.m. 

RESIDENT’S  QUIZ  (Hosack  Hall) 

8:00  p.m. 

Evening  Diagnostic  Lecture  (Hosack  Hall) 

THE  LATERAL  CHEST 

EUGENE  C.  KLATTE 

Indiana  University  Medical  Center 

Section  on  Radiotherapy — Evening  Session 

8:00  p.m.  (Room  441) 

BRACHYTHERAPY  OF  CANCER  OR 
CORPUS  UTERUS  AND  AFTER-LOADING 
TECHNIQUES 

BASIL  S.  HILARIS,  M.D. 

Memorial  Hospital 

MONDAY,  NOVEMBER  18 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103  Street 
Section  on  Ophthalmology 

PROBLEMS  IN  KERATOPLASTY 

PROFESSOR  JOAQUIN  BARRAQUER 
Executive  Director  Instituto  Barraquer 
Barcelona,  Spain 


MONDAY,  NOVEMBER  18 

8:15  p.m. 

The  Psychoanalytic  Association  of  New  York 

Einhorn  Auditorium,  Lenox  Hill  Hospital 
131  E.  76th  Street 

THE  BORDERLINE  CHILDHOOD  OF  THE 
WOLF-MAN 

HAROLD  P.  BLUM,  M.D. 

Downstate  Medical  Center 

NO  FEE 


WEDNESDAY,  NOVEMBER  20 

8:00  a. m. -5:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103  Street 

ANTIBIOTICS  1974  MODE  OF  ACTION 
PHARMACOLOGY  AND  THE  NEW 
CLINICAL  USES 

Presiding 

MAXWELL  SPRING,  M.D. 


8:00-8:30  a.m.  Registration 
8:30-8:45  a.m. — Introduction 
8:45-9:05  a.m. 

TISSUE  PERMEABILITY  OF  ANTIBIOTICS 
AND  THE  CLINICAL  SIGNIFICANCE 

WENDELL  H.  HALL,  M.D. 

University  of  Minnesota  Medical  School 

9:05-9:25  a.m. 

MODE  OF  ACTION  OF  ANTIBIOTIC 
COMBINATIONS 

STUART  LEVIN,  M.D. 

Rush  Medical  College 

9:25-9:45  a.m. 

ANTIBIOTIC  AGENTS  AND  THE 
IMMUNITY  MECHANISMS  OF  DEFENSE 

J.  W.  ALEXANDER,  M.D. 

University  of  Cincinnati  Medical  Center 

9:45-10:05  a.m. 

EFFECT  OF  SUBINHIBITORY 
CONCENTRATIONS  OF  ANTIBIOTICS 

VICTOR  LORIAN,  M.D. 

Albert  Einstein  College  of  Medicine 

10:15-10:35  a.m. 

NEW  ANTIBACTERIAL  TREATMENT  OF 
NOSOCOMIAL  INFECTIONS 

THEORDORE  C.  EICKHOFF,  M.D. 

University  of  Colorado  Medical  Center 

10:35-10:55  a.m. 

PROPHYLATIC  CHEMOTHERAPY  IN 
SURGERY 

WILLIAM  ALTEMEIER,  M.D. 

University  of  Cincinnati  Medical  Center 

10:55-11:15  a.m. 

ANTIMICROBIAL  THERAPY  OF 
VENEREAL  DISEASE 

RICHARD  ROBERTS,  M.D. 

Cornell  University  Medical  School 

1 1:15-12:15  a.m. 

PANEL  DISCUSSION 

Moderator 

MAXWELL  SPRING,  M.D. 

1:30-1:50  p.m. 

ANTIBIOTIC  THERAPY  OF  ANAEROBIC 
INFECTIONS 

SHERWOOD  GORBACH,  M.D. 

UCLA  School  of  Medicine 

1:50-2:10  p.m. 

BLIND  THERAPY  IN  EMERGENCIES 


, 
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CLAIR  E.  COX,  M.D. 

University  of  Tennessee  Center  for  Health  Sciences 
2:10-2:30  p.m. 

INFECTION  CAUSED  BY  GRAM-POSITIVE 
PATHOGENS— NEW  CLINICAL 
CONSIDERATIONS 

LEON  D.  SABATH,  M.D. 

University  of  Minnesota 

2:30-2:50  p.m. 

INFECTIONS  CAUSED  BY  GRAM- 
NEGATIVE PATHOGENS— NEW  CLINICAL 
CONSIDERATIONS 

HAROLD  NEU,  M.D. 

Columbia  University  School  of  Medicine 

3:00-3:20  p.m. 

ANTIBIOTICS  AND  ENDOTOXIC  SHOCK 

WILLIAM  McCABE,  M.D. 

Boston  University  School  of  Medicine 

3:20-3:40  p.m. 

NEW  DRUGS  IN  THE  TREATMENT  OF 
TUBERCULOSIS 

EMANUEL  WOLINSKY,  M.D. 

Case  Western  School  of  Medicine 

3:40-4:00  p.m. 

NEW  DRUGS  IN  THE  TREATMENT  OF 
THE  SYSTEMIC  MYCOSIS 

JOHN  P.  UTZ,  M.D. 

Dean,  Georgetown  University  School  of  Medicine 
4:00-5:00 

PANEL  DISCUSSION 

Moderator: 

RICHARD  ROBERTS,  M.D. 

Cornell  University  Medical  School 

Pre-registration  by  November  13  required. 

FEE:  $5.00 — includes  lunch 


WEDNESDAY,  NOVEMBER  20 

4:00-5:30  p.m. 

Albert  Einstein  College  of  Medicine 

Conference  Room  1625  St.  Peters  Avenue 
Bronx 

HYPERKINETIC  SYNDROME 

NATHAN  M.  GREENSTEIN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  % AAFP 

WEDNESDAY,  NOVEMBER  20 

7:30-10:00  p.m. 


Albert  Einstein  College  of  Medicine 

Bassine  Building  Auditorium 
1300  Morris  Park  Avenue 
Bronx 

THE  AMBULATORY  MANAGEMENT  OF 
EMOTIONAL  DISORDERS  FOR  FAMILY 
PHYSICIANS 

INTRODUCTION 

JACK  F.  WILDER,  M.D. 

LEON  SALZMAN,  M.D. 

Bronx  State  Hospital 

THE  OFFICE  MANAGEMENT  OF  THE 
ALCOHOLIC  PATIENT 

HARVEY  BLUESTONE,  M.D. 

Bronx  Lebanon  Hospital  Center 

RATIONAL  USE  OF  TRANQUILIZERS 
AND  SEDATIVES 

ROBERT  STEINMULLER,  M.D. 

Bronx  Municipal  Hospital  Center 

PANEL  DISCUSSION 

CREDIT:  AMA  2%  Cat.  1 toward  AMA-Physicians  Recogni- 
tion Award.  AAFP  Cat.  12%  applied  for. 


WEDNESDAY,  NOVEMBER  20 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103  Street 

THE  TREATMENT  OF  URINARY 
INCONTINENCE  AND  IMPOTENCE  WITH 
IMPLANTS:  CURRENT  STATUS 

JOSEPH  J.  KAUFMAN,  M.D. 

University  of  California 


8:15  p.m. 

Section  on  Historical  Medicine 

VINCENZO  BELLINI:  HIS  ILLNESS  AND 
LAST  DAYS 

LOUIS  CARP,  M.D. 

Goldwater  Memorial  Hospital 

Discussants: 

MICHAEL  KATZ,  M.D. 

Columbia  University 

BENJAMIN  H.  KEAN,  M.D 
Cornell  Medical  Center 


WEDNESDAY,  NOVEMBER  20 

8:30  p.m. 

Association  for  the  Advancement  of  the 

Psychoanalysis  of  the 

Karen  Horney  Psychoanalytic  Institute  & 

Center 
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Karen  Horney  Clinic  Building 
329  East  62nd  Street 

THE  CULTURE,  THE  INDIVIDUAL  AND 
PSYCHOPATHOLOGY 

JACK  L.  RUBINS,  M.D. 

Karen  Horney  Psychoanalytic  Institute  and  Center 

Discussant: 

VICTOR  F.  LIEF,  M.D. 

New  York  Medical  College 


November  21  and  22,  1974 

The  Institute  of  Human  Nutrition 
Columbia  University  College  of  P&S 

Commodore  Hotel 

November  21,  Thursday 

9:00  a. m. -5:00  p.m. 

BROAD  CONCERNS  IN  NUTRITION  AND 
AGING 

BASIC  STUDIES  ON  THE 
INTERRELATION  OF  NUTRITION  AND 
AGING 
DISCUSSION 

STUDIES  IN  NORMAL  HUMAN 
POPULATIONS 

PHYSIOLOGIC  CHANGES  WITH  AGING 

PROTEIN  AND  AMINO  ACID 
REQUIREMENTS  OF  THE  ELDERLY 

DISCUSSION 

STUDIES  OF  NUTRITIONALLY  RELATED 
DISEASES  OF  OLD  AGE 
CALCIUM  DEFICIENCY  IN  BONES  AND 
TEETH 

OSTEOPOROSIS 

PERIODONTAL  DISEASE 

DIET  AND  GASTROINTESTINAL  DISEASE 

THE  ROLE  OF  FIBER  IN  THE  DIET 

DISCUSSION 

November  22,  Friday 

9:00  a.m.-12:30  p.m. 

STUDIES  OF  NUTRITIONALLY  RELATED 
DISEASES  OF  OLD  AGE  (continued) 
ABNORMALITIES  OF  LIPID  AND 
CARBOHYDRATE  METABOLISM 
OBESITY  CARBOHYDRATE  AND  LIPID 
INTERACTIONS  IN  THE  ELDERLY 
ATHEROSCLEROSIS  IN  THE  ELDERLY 
DISCUSSION 

SOLUTIONS  TO  PROBLEMS  AND 
DIRECTIONS  FOR  FURTHER  RESEARCH 
PANEL  DISCUSSION 


THURSDAY,  NOVEMBER  21 

4:00  p.m. 

New  York  Association  for  Ambulatory  Care 

3 East  54th  Street 
5th  Floor  Board  Room 

NATIONAL  HEALTH  INSURANCE:  IS  IT 
TOO  LATE  FOR  IDEALISM 

The  meeting  is  open  to  all  interested  health-care  profession- 
als in  the  Metropolitan-New  York  area  dealing  in  the  field  of 
Ambulatory  Care. 

For  further  information  contact  Naomi  Bluestone,  M.D.  Pro- 
gram Chm.,  New  York  City  Health  and  Hospitals  Corp.,  Bird  S. 
Coler  Memorial  Hospital,  Roosevelt  Island,  10017. 


THURSDAY,  NOVEMBER  21 

8:00  p.m. 

New  York  State  Hospitals  Medical  Alumni 
Association 

Payne  Whitney  Psychiatric  Clinic 
N.Y.  Hospital 

Panel  Discussion 

THE  CARE  AND  AFTERCARE  OF  THE 
STATE  HOSPITAL  PATIENT 

Under  the  direction  of: 

HENRY  I.  SCHNEER,  M.D. 

New  York  State  Hospitals  Medical  Alumni  Association 

For  further  information  contact:  Martin  Hurvitz,  M.D.  8 Lo- 
cust Lane,  Roslyn  Heights,  11577. 


THURSDAY,  NOVEMBER  21 

8:00  p.m. 

The  Harvey  Society  in  affiliation  with  The  New 
York  Academy  of  Medicine 

Rockefeller  University  (Caspary  Hall) 

York  Avenue  & 66th  Street 

THE  PROSTAGLANDINS— BIOREGULA- 
TORS WITH  CLINCAL  IMPLICATIONS 

SUNE  BERGSTROM,  M.D. 

Stockholm,  Sweden 

November  21  & 22,  1974 

Institute  of  Human  Nutrition 

Columbia  University  P&S 

Commodore  Hotel 

Lexington  Avenue  at  42nd  Street 

NUTRITION  AND  AGING  SYMPOSIUM 

MYRON  WINICK,  M.D.,  Chairman 
Thursday  Sessions 

1.  Broad  Concerns  in  Nutrition  and  Aging 

MYRON  WINICK,  M.D. 

2.  Keynote  Address 
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3.  Basic  Studies  on  the  Interrelation  of  Nutri- 
tion and  Aging. 

Nutrition  and  Aging  in  Cultured  Cells. 
Nutrition  and  Aging  in  Placenta  as 
an  Aging  Organ. 

Nutrition  and  Longevity  in  Experi- 
mental Animals. 

Discussion 

Afternoon  Session 

1.  Studies  in  Normal  Human  Populations. 
Physiologic  Changes  with  Aging. 

Protein  and  Amino  Acid  Require- 
ments of  the  Elderly. 

Discussion 

2.  Studies  of  Nutritionally  Related  Diseases 
of  Old  Age. 

Calcium  Deficiency  in  Bones  and  Teeth. 
Osteoporosis. 

Periodontal  Disease. 

Diet  and  Gastrointestinal  Disease. 

The  Role  of  Fiber  in  the  Diet. 

Discussion 

Friday  Sessions 

1.  Studies  of  Nutritionally  Related  Diseases 
of  Old  Age  (Continued). 

Abnormalities  of  Lipid  and  Carbohydrate 
Metabolism. 

Obesity  Carbohydrate  ana  Lipid  In- 
teractions in  the  Elderly. 

Atherosclerosis  in  the  Elderly. 

Discussion 

2.  Solutions  to  Problems  and  Directions  for 
Further  Research. 

Panel  Discussion 

D.  COURSIN,  Chairman 
M.  WINICK,  R.  RIVLIN,  W.  H.  SEBRELL,  JR., 

D.  KRICHEVSKY,  M.  S.  READ,  M.D.'s 

For  further  information  write  Director,  Institute  of  Human  Nu- 
trition, Columbia  University,  511  West  166th  Street,  New 
York,  N.Y.  10032. 


November  21  and  22,  1974 

Thursday  and  Friday 

Brooklyn  Eye  and  Ear  Hospital 

Glaucoma  Center 
29  Greene  Avenue 
Brooklyn 

ANNUAL  GLAUCOMA  SEMINAR 

The  Seminar  consists  of  audio-visual  elements,  lectures, 
demonstration  of  applanachian  tonometry,  gonioscopy,  tono- 
graphy, and  field  studies.  Students  will  perform  all  examina- 
tions with  equipment  supplied  by  the  Center.  Round  table 
discussions  are  held. 

Director: 


A.  S.  ROSENBERG,  M.D. 

Brooklyn  Eye  and  Ear  Hospital 

Enrollment  is  limited  to  6 Ophthalmologists.  Residents  of 
other  than  the  Brooklyn  Eye  and  Ear  Hospital  are  admitted 
free  to  the  didactic  sessions  only  and  upon  presentation  of  re- 
quest from  Service  or  Departmental  Chief. 

FEE:  $150  CREDIT:  Cat.  1 — 16  hours. 

For  further  information  or  registration  write:  Mr.  Vernon  E. 

Dressier,  Exec.  Adm.,  at  above  address,  11238. 


MONDAY,  NOVEMBER  25 

8:30  p.m. 

The  Rudolf  Virchow  Medical  Society  in  the  City 
of  New  York  and  The  Pirquet  Society  of  Clinical 
Medicine,  Inc. 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

EXERCISE  IN  HEART  DISEASE 

RUDOLPH  E.  FREMONT,  M.D. 

THE  AGING  BACK 

OTTO  C.  KESTLER,  M.D. 

November  25  / 27,  1974 

American  Cancer  Society 

Waldorf-Astoria  Hotel 

NATIONAL  CONFERENCE  ON  ADVANCES 
IN  CANCER  MANAGEMENT,  PART  I, 
TREATMENT  AND  REHABILITATION 

For  further  information  write:  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Advances  in  Cancer  Management,  American 
Cancer  Society  at  above  address  10017. 


TUESDAY,  NOVEMBER  26 

8:00  p.m.  Tuesday 

Long  Island  Dermatology  Society 

Westbury  Manor 

TUBERCULOSIS  AND  CUTANEOUS 
MYCOBACTERIOSES 

LEWIS  SHAPIRO,  M.D. 

Columbia  University 

*7:30  Cocktails — Dinner  will  follow  lecture. 


December  2 / 7,  1974 

10:00  a.m.-5:00  p.m. 

Columbia  University  College  of  P & S 

630  West  168th  Street 

HYPNOSIS 

Under  the  Direction  of: 
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HERBERT  SPIEGEL,  M.D. 

Columbia  University 

with  Guest  Lecturers: 

RALPH  V.  AUGUST,  M.D. 

HANS  KRAUS,  M.D. 

MARTIN  T.  ORNE,  M.D. 

ARTHUR  PHILLIPS,  M.D. 

E.  E.  ROCKEY,  M.D. 

DAVID  SPIEGEL,  M.D. 

DANIEL  T.  WILLIAMS,  M.D. 

L.  S.  WOLFE,  M.D. 

MELBA  R.  KAWELASKE,  C.R.N.A. 

Lectures,  case  demonstrations,  practice  sessions,  movies, 
slides  and  seminars  designed  to  present  techniques  and 
theories  of  hypnosis  and  to  demonstrate  the  practical  adjunc- 
tive uses  of  hypnosis  in  clinical  medicine  from  the  prespec- 
tives  of  diagnosis,  therapy,  and  research.  Open  to  physi- 
cians, dentists,  psychologists  (Ph.  D.  level),  registered  nurses 
with  special  qualifications  and  research  scientists  with  special 
interests. 

FEE:  $300 

Registration  closes  November  25,  1974.  Refund  for  cancel- 
lations. after  deducting  $10.00  administrative  charge,  will  be 
made  only  before  this  date.  Write:  Jose  M.  Ferrer,  Jr., 

M.D.,  Associate  Dean,  630  West  168th  St.,  10032. 


January  6,  1975  / May  30,  1975 
Institute  of  International  Medical  Education 

222  East  19th  Street 

BASIC  MEDICAL  SCIENCES 
CURRICULUM 

Primarily  intended  for  American  students  in  foreign  medical 
schools  preparing  for  Part  I examination  of  the  National  Board 
of  Medical  Examiners,  for  transfer  to  a U.S.  medical  school. 
Also  for  FLEX,  STATE  BOARD  and  other  examinations.  In- 
cluded in  the  course  contents  are  topics  listed  in  the  subject 
outline  of  the  National  Board  of  Medical  Examiners  for  the 
Part  I examination. 

For  further  information,  please  contact:  Natale  Colosi,  Ph.D.,  Di- 
rector, Institute  of  International  Medical  Education,  222  East  19th 
Street  10003.  Tel:  212/677-4728. 


CHEMUNG  COUNTY 


WEDNESDAY,  NOVEMBER  20 

9:00  a. m. -4:00  p.m. 

American  Cancer  Society 

New  York  State  Division,  Inc. 

Holiday  Inn,  Downtown 

MANAGEMENT  OF  CANCER— 1974 

CANCER  OF  THE  COLON  AND  CANCER 
OF  THE  CERVIX 

FEE:  $3.50  (includes  registration  & lunch.) 

CREDIT:  AMA  (pending) 

For  further  information  contact:  Gladys  Austin,  Executive  Di- 
rector, Chemung  County  Unit,  627  West  Church  Street,  Elmi- 
ra 14901.  Tel:  716/734-1552. 


ALBANY  AREA 

Novembers  / 8,  1974 
New  York  Trudeau  Society 

Lake  Mohonk  Mountain  House 
(Near  New  Paltz) 

Third  Annual 

PULMONARY  PHYSIOLOGY  COURSE 

Topics  include: 

1.  Oxygenation  of  the  Blood 

2.  Oxygen  Transport 

3.  Control  of  Respiration 

4.  Work  of  Breathing 

5.  Acid-Base  Balance 

6.  Pulmonary  Circulation 

FEE:  $150 

Please  enroll  before  September  30.  Write:  Bill  Smith,  Ne' 
York  Trudeau  Society,  8 Mountain  View  Avenue,  Albany,  N.>  •> 
12205. 


SUFFOLK  COUNTY 


November  1 and  8,  1974 

8:00-9:00  a.m.  Fridays 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

MANAGEMENT  OF  DIFFICULT  UROLOGIC 
PROBLEMS 

LOUIS  SCORDAMAGLIA,  M.D. 

November  8 

COMMON  SKIN  DISEASES 

ABRAHAM  ZELONY,  M.D. 

NOTE:  This  is  the  continuation  of  a 23  hour  class  which  wi 
terminate  June  13,  1975.  Watch  for  future  notices  in  "Wha 
Goes  On.” 

NO  FEE  CREDIT:  23  hours  Class  1 AAFP  (for  whole 

course) 

For  further  information,  please  contact:  Dorothy  S.  Lane 

M.D.,  Director  of  Medical  Education,  above  address.  Tel 
516/475-5000,  Ext.  452 


WESTCHESTER  COUNTY 
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November  2 / 23,  1974 
The  Behavior  Therapy  Institute 

68  East  Post  Road 
White  Plains 

Post-Graduate  Training  in  Behavior  Therapy 

FALL  WORKSHOP  SERIES— NOV. 
November  2 

BEHAVIORAL  FAMILY  THERAPY 

WILLIAM  Dl  SCIPIO,  PH  D. 

November  9 

BEHAVIORAL  TECHNIQUES  IN  HEALTH 
CARE  DELIVERY 

FRANK  L.  MORTON,  M.D. 

November  16 

USE  OF  BEHAVIOR  THERAPY  FOR 
SEXUAL  PROBLEMS 

STEPHEN  WILDER,  M.D. 

November  23 

BEHAVIORAL  TREATMENT  OF 
CHILDHOOD  DISORDERS 

WARREN  W.  TRYON,  PH.D. 

FEE:  $35  per  workshop 


TUESDAY,  NOVEMBER  12 


4:00-6:00  p.m. 

Westchester  County  Medical  Center 

Grasslands 

Valhalla 

Conference  Room  C 
Eastview  Hall 

A CASE  PRESENTATION  ON  MEDICAL  & 
SURGICAL  TREATMENT  OF  ISCHEMIC 
HEART  DISEASE 

RICHARD  ROSS,  M.D. 

American  Heart  Association 


8:00  p.m. 

Pforzheimer  Building 

Purchase 


LONG  TERM  INVOLVEMENT  OF 
CARDIAC  BY-PASS  ISCHEMIC  HEART 
DISEASE  MANAGEMENT  1974. 


FRANK  SPENCER,  M.D. 

New  York  University  School  of  Medicine 


OUTSIDE  OF  NEW  YORK  STATE 


WEDNESDAY,  NOVEMBER  6 

McMasters  University  Medical  Centre 

Hamilton,  Ontario 

DAY  IN  MEDICINE  FOR  FAMILY 
PHYSICIANS 

CONTACT:  Dr  W C.  Nicholas,  Associate  Professor,  Dept, 
of  Medicine,  McMaster  University  Medical  Centre,  1200  Main 
Street  West,  Hamilton,  Ontario  L8S  4J9. 


November  6/9,  1974 

American  College  of  Obstetricians  and 
Gynecologists 

Royal  York  Hotel 
Toronto,  Ontario 

District  V Meeting 

Contact  American  College  of  Obstetricians  and  Gynecolo- 
gists, 1 E.  Wacker  Drive,  Chicago,  III.  60601. 


November  1 and  2,  1974 
McMaster  University  Medical  Centre 

Hamilton,  Ontario 

3rd  ANNUAL  PEDIATRIC  REFRESHER 
COURSE 

CONTACT:  Dr.  W.  Feldman,  Associate  Professor,  Depart- 

ment of  Pediatrics,  McMaster  University  Medical  Centre,  200 
Main  Street  West,  Hamilton,  Ontario  L8S  4J9. 


November  4/8,  1974 

The  World  Organization  of  National  Colleges, 
Academies  and  Academic  Associations  of 
Genera!  Practitioners/Family  Physicians 

Mexico  City 

6th  WORLD  CONFERENCE  ON  GENERAL 
PRACTICE— FAMILY  MEDICINE 

Information:  Oficina  de  Organizacion  de  Eventos 
Cientificos  Avenue,  Cuauhtemoc  No.  330,  Mexico  7,  D.F. 


November  7 and  8,  1974 
American  Cancer  Society 

M.D.  Anderson  Hospital 
Houston,  Texas 

CANCER  CHEMOTHERAPY 


November  13  / 15,  1974 

The  Department  of  Pediatrics  of  the  Long 
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Island  Jewish-Hillside  Medical  Center 

Sonesta  Beach  Hotel 
Nassau,  The  Bahamas 

5th  Annual  Pediatric  Postgraduate  Course 

TIMELY  TOPICS  IN  PEDIATRICS 

Write  Dr.  Philip  Lanzkowsky,  Chairman  of  Pediatrics,  Long 
Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park,  N.Y. 
11040. 


November  21  / 24,  1974 

American  Association  for  Clinical  Immunology 
and  Allergy 

Pier  66 

Ft.  Lauderdale,  Florida 

ANNUAL  MEETING 

Program  Chairman:  John  L.  Dewey,  M.D.,  President-Elect, 

AACIA,  P.O.  Box  912,  DTS,  Omaha,  Neb.  68101. 

EVENTS  RECEIVED  AFTER 
DEADLINE 


TUESDAY,  NOVEMBER  12 

8:30  p.m. 

American  Association  of  Medical  Assistants, 
Inc.  Westchester  Chapter 

Winslow  Hall,  White  Plains  Hospital 
158  Maple  Avenue,  Mae  Cleveland  Rm. 

“RHOgam” 

JANE  LESTER,  M.D. 

Attendance  open  to  all  medical  assistants.  For  information 
regarding  membership  contact:  Mrs.  Mary  Ellen  Wildberger, 
177  East  Lincoln  Avenue,  Mt.  Vernon  10522. 


WEDNESDAY,  NOVEMBER  13 

8:00  p.m. 

Group  for  Geriatric  Society  of  New  York 

Gracie  Square  Hospital 
420  E.  76th  Street 

TEACHING  DIAGNOSIS  OF  ORGANIC 
BRAIN  SYNDROME 

ALVIN  I.  GOLDFARB,  M.D. 

Mount  Sinai  School  of  Medicine 

NO  FEE 

For  further  information  contact:  Seymour  B.  Jacobson,  M.D., 
55  East  86th  Street,  10028. 


New  York  Society  for  Thoracic  Surgery 

University  Club 
1 West  54  Street 

Scientific  Meeting — Annual  Dinner 

1.  RADIOLOGICALLY  OCCULT  LUNG 
CANCER:  REPORT  OF  28  CASES 

NAEL  MARTINI,  M.D. 

MANJ  S.  BAINS,  M.D. 

EDWARD  J.  BEATTIE,  JR,  M.D. 

2.  SURGICAL  MANAGEMENT  OF 
INTRA-ATRIAL  EXTENTION  TUMOR 

M.  ALI  MADANI,  M.D. 

3.  THE  SELECTION  OF  THERAPY 

FOR  MALIGNANT  PLEURAL  EFFUSION 

JOHN  L.  POOL,  M.D. 

CHII-CHUANG  WANG,  M.D. 

4.  OMENTAL  PEDICLE  GRAFT  IN 

THE  CLOSURE  OF  LARGE  ANTERIOR 
CHEST  WALL  DEFECT 

DAVID  M.  CARBERRY,  M.D. 

LOWYD  W.  R.  BALLANTYNE,  JR.,  M.D. 

5.  PRIMARY  MALIGNAN  MELANOMA 
OF  THE  ESOPHAGUS 

TZU-SHONG  YANG,  M.D. 

CHOON-SIK  SHIN,  M.D. 

AMBRISH  MATHUR,  M.D. 

ELLIOT  SENDEROFF,  M.D. 


PHYSICIANS’  PLACEMENT 


ALBANY,  N.Y.,  Albany  County.  Emergency  Room  Physician  fc 
800  bed  teaching  medical  center. 

CONTACT:  Edward  I.  Lummus,  Jr.,  Ass't.  Dir.,  Albany  Medic; 
Center  Hospital  Tel:  518/445-4378 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians,  Ot 
Gyn,  Orthopedic  Surgeon  and  Ophthalmologist  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians’  Procure 
ment  Committee,  157  Ross  Street,  Auburn,  N.Y.  13021.  Te 
315/253-3388  (call  collect).  ■. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedi 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memori. 
Hospital.  127  North  St.,  Batavia,  N.Y.  14020.  Tel:  71£ 
343-6030,  Ext.  211  or  212. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen’s  Committee  1 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  14025. 


THURSDAY,  NOVEMBER  14 

3:00  p.m. — Program 
7:30  p.m. — Dinner 


-■  • 


BROCKPORT,  N.Y.,  Monroe  County, 
es.,  and  Pediatrician. 


Family  Physician,  Anestl 
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CONTACT:  Mrs.  Hermance,  Adm  , Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N Y.  14420 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N Y. 
14716. 


BRONX,  N.Y.C.  Full  time  position  for  Gen  Int.  at  Fordham  Hos- 
pital, which  is  a teaching  institution  affiliated  with  Misericordia 
Hospital  (affiliated  with  New  York  Medical  College).  Also 
opening  for  parttime  Dermatologist. 

CONTACT:  Seymour  Herschberg,  M.D.,  Chief.  Dept,  of  Medi- 

cine, Fordham  Hospital,  Southern  Blvd.,  and  Crotona  Avenue, 
Bronx,  N.Y.  10458.  Tel:  212/CY  8-4000. 


BROOKLYN,  N.Y.  Full  time  (9-5,  Monday-Friday).  General 
Medical  care  plus  physicals  for  employees  of  Brookdale  Hos- 
pital, 
a 

CONTACT:  Mr.  L.  Nirenberg,  525  Rockaway  Parkway,  Brook- 

lyn, N.Y.  1 1212.  Tel:  212/240-5331. 


CARMEL,  N.Y.,  Putnam  County.  Emergency  Room  Physician 
wanted. 

CONTACT:  S.  Buchbinder,  M.D.,  Putnam  Community  Hospital, 

Carmel,  N.Y.  10512.  Tel:  914/279-6111. 


CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 

Health  Services,  Cato,  N.Y.  13033.  Tel:  315/626-6401. 


County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CORNING,  N.Y.,  Clinton  County.  Orthopedic  Surgeon. 

CONTACT:  Corning  Hospital  Medical  Staff,  Corning,  N.Y. 
14830  Tel:  607/936-9971. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthetist. 

CONTACT:  Mr  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road,  Delhi,  13753.  Tel:  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  Family  Physicians  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  14901.  Tel:  607/734-5117. 


ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  for  group. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Norman  A.  Zober,  Ass’t.  Adm.,  Arnot-Ogden 
Memorial  Hospital,  Elmira,  14901.  Tel:  607/737-4100. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  13778.  Tel:  607/656-4115. 


BUFFALO,  N.Y.  The  American  Cancer  Society,  New  York  State 
7 Division,  Inc.,  has  announced  the  availability  of  a Richard  P. 
Ettinger,  Sr.  Cancer  Detection  Fellowship,  for  postgraduate 
study  in  some  aspect  of  cancer,  at  Roswell  Park  Memorial  In- 
stitute, Buffalo.  The  fellowship  provides  an  opportunity  for  a 
physician  in  private  practice  to  become  acquainted  with  prog- 

ress  in  the  field  of  oncology.  (All  counties  in  New  York  State 

are  eligible  with  the  exception  of  Nassau,  Queens,  Suffolk, 
Westchester,  Kings,  Richmond,  Bronx  and  Manhattan.)  For 
further  information  contact:  Professional  Education  Commit- 
tee Chm.,  American  Cancer  Society,  6725  Lyons  Street,  P.O. 
Box  7,  East  Syracuse,  13057. 


HAMILTON,  N.Y.,  Madison  County.  Family  Physicians  or 

Internists  needed  for  innovative  rural  health  center  adjacent  to 
community  hospital. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small 
expanding  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  13783.  Tel:  607/ 
637-3381. 


AMSTERDAM,  N.Y.,  Montgomery  County.  General  or  Family 
Physician. 

CONTACT:  Mr.  John  McNulty,  188  Market  Street,  Amsterdam. 
,.r  Tel:  518/842-3311. 

'ii 


HERKIMER,  N.Y.,  Herkimer  County.  Two  Family  Physicians  and 
a specialist  in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


CANAJOHARIE,  N.Y.,  Montgomery  County.  General  or  Family 
' Physician. 

CONTACT:  Mayor  John  L.  Tooker,  Canajoharie  Tel:  518/673- 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Major  Douglas  Hurlbutt,  Village  of  Hilton,  14468. 
Tel:  716/392-4144. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent  13354.  Tel:  315/865-4233. 
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ITHACA,  N.Y.,  Tompkins  County.  Internist. 

CONTACT:  Charles  L.  Sprinkle,  M.D.,  304  N.  Geneva  Street, 
Ithaca,  14850.  Tel:  607/272-1360. 


JAMESTOWN,  N.Y.,  Chautaugua  County.  An  Internist,  a Family 
Physician  and  a Psychiatrist  for  Ambulatory  Primary  Care 
Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Director,  Jamestown 
Medical  Clinic,  103  Allen  Street,  Jamestown,  14701. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Qiunlan,  Little  Falls,  13365.  Tel: 
315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake. 
12847.  Tel:  518/624-2111. 


MAHOPAC,  N.Y.,  Putnam  County.  Specialists  in  Ob/Gyn, 
Internal  Medicine  and  Family  Practice. 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  10541.  Tel:  914/628-3473. 


MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  a G.P.,  an 
Internist  and  a General  Surgeon. 

CONTACT:  John  J.  McDonald,  Administrator,  Schuyler  Hospital, 
Montour  Falls,  14865.  Tel:  607/568-3121. 


TO:  Subscribers  to  “What  Goes  On  In  Medicine” 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  biank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


''WHAT  GOES  ON” 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On” 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address — I 

City,  State I 

(zip) 

jj 
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1975  ANNUAL  CONVENTION 


SUNDAY,  MARCH  9 THROUGH  WEDNESDAY,  MARCH  12 

HOTEL  AMERICANA,  NEW  YORK  CITY 


s C H JE D U L E OF  SCI^NTNFIC  MEETINGS 

SUNDAY,  MARCH  9 

10  A.M.  GENERAL  SESSION,  Royal  Ballroom  A 

FAM.  & GEN.  PRAC.;  OB  & GYN;  PSYCH.;  UROL— JOINT  MEETING 
ALLERGY,  Versailles  Ballroom 
NEUROSURGERY,  Princess  Room 
OPHTHALMOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY 
Joint  Meeting,  Versailles  Terrace 
RADIOLOGY 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A (Co nt’d.  as  above ) 

ANESTHESIOLOGY,  Versailles  Terrace 
ARCHIVES,  Versailles  Ballroom 

PLASTIC,  RECONSTRUCTIVE,  & MAXILOFACIAL  SURGERY,  Royal  Ballroom  B 

MONDAY,  MARCH  10 

9 A.M.  DATA  PROCESSING  IN  MEDICINE,  Royal  Ballroom  B 
DERMATOLOGY  & SYPHILOLOGY,  Versailles  Ballroom 
GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY  & 

PATHOLOGY  AND  BLOOD  BANKING 
Joint  Meeting,  Royal  Ballroom  A 
SCHOOL  HEALTH,  Versailles  Terrace 
2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 

TUESDAY,  MARCH  11 

9 A.M.  CHEST  DISEASES,  Royal  Ballroom  A 
OTOLARYNGOLOGY,  Royal  Ballroom  B 
PEDIATRICS,  Versailles  Ballroom 

PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Terrace 
2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A 

MEDICAL  LEGAL  & WORK.  COMP.  MATTERS  & OCCUPATIONAL  MEDICINE 
Joint  Meeting,  Versailles  Ballroom 
PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH,  Versailles  Terrace 
SURGERY  & EMERGENCY  HEALTH  SERVICES 
Joint  Meeting,  Royal  Ballroom  B 

WEDNESDAY,  MARCH  12 

9 A.M.  INTERNAL  MEDICINE,  The  Royal  Ballroom 
SPACE  MEDICINE,  Versailles  Ballroom 

2 P.M.  GENERAL  SESSION,  The  Royal  Ballroom 

• 

SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND  TECHNICAL  EXHIBITS, 
SUNDAY  THROUGH  WEDNESDAY,  MARCH  9 THROUGH  12,  9 A.M.  to 
5 P.M.,  IN  ALBERT  HALL,  LOWER  LOBBY. 

SCIENTIFIC  MEETING  ROOMS,  2nd  FLOOR. 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full  product  info 
mation.  The  following  is  a brief  summary 


Temper  tantrums... 
sudden changes  in 
mood...  impairment 
off  orientation 


Mellaril  helps  calm  the  agitated  geriatric  patient.  It  not  only 
reduces  agitation  but  also  diminishes  anxiety,  excitement, 
and  hypermotility.  Of  course,  neurologic  deficit  cannot  be 
repaired,  but  the  patient  with  senile  psychosis  due  to  organic 
brain  syndrome  can  frequently  obtain  meaningful 
symptomatic  relief  with  Mellaril. 

for  the  agitated 
geriatric  with 
senile  psychosis 

mellartf 

[thioridazine] 

TABLETS:  50  mg.  thioridazine  HCI,  U.S.P. 


Contraindications:  Severe  central  nervous  system  depression,  comato; 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  i 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  previously  exhibit* 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  phenothi 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  syste 
depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  ai, 
phosphorus  insecticides.  During  pregnancy,  administer  only  when  the  pote 
tial  benefits  exceed  the  possible  risks  to  mother  and  fetus. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia  and/1 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticonvi 
sant  medication  should  also  be  maintained.  Pigmentary  retinopathy  may  I 
avoided  by  remaining  within  the  recommended  limits  of  dosage.  Administ 
cautiously  to  patients  participating  in  activities  requiring  complete  menlj 
alertness  (e.g.,  driving),  and  increase  dosage  gradually.  Orthostatic  hypote 
sion  is  more  common  in  females  than  in  males.  Do  not  use  epinephrine 
treating  drug-induced  hypotension  since  phenothiazines  may  induce  a i 


versed  epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300  n 
should  be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System— Drowsiness,  especially  with  lar 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  ext 
pyramidal  symptoms;  nocturnal  confusion,  hyperactivity,  lethargy,  psycho 
reactions,  restlessness,  and  headache.  Autonomic  Nervous  System— Drynt 
of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diarrhea,  na 
stuffiness,  and  pallor.  Endocrine  System- Galactorrhea,  breast  engorgeme 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema.  SAw-Derr 
titis  and  skin  eruptions  of  the  urticarial  type,  photosensitivity.  Cardiovascu 
System— ECG  changes  (see  Cardiovascular  Effects  below).  Other—  A sin 
case  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should 
considered:  Autonomic  Reactions— Miosis,  obstipation,  anorexia,  paraly 
ileus.  Cutaneous  Reactions- Erythema,  exfoliative  dermatitis,  contact  c 
matitis.  Blood  Dyscrasias—  Agranulocytosis,  leukopenia,  eosinophilia,  thri 
bocytopenia,  anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reaction 
Fever,  laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity-ii 
dice,  biliary  stasis.  Cardiovascular  Effects— Changes  in  terminal  portion 
electrocardiogram,  including  prolongation  of  Q-T  interval,  lowering  ; 
inversion  of  T-wave,  and  appearance  of  a wave  tentatively  identified  a 
bifid  T or  a U wave  have  been  observed  with  phenothiazines,  includ 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and  due  to  altered 
polarization,  not  myocardial  damage.  While  there  is  no  evidence  of  a car 
relationship  between  these  changes  and  significant  disturbance  of  care 
rhythm,  several  sudden  and  unexpected  deaths  apparently  due  to  cart 
arrest  have  occurred  in  patients  showing  characteristic  electrocardiograf 
changes  while  taking  the  drug.  While  proposed,  periodic  electrocardiogr; . 
are  not  regarded  as  predictive.  Hypotension,  rarely  resulting  in  cart 
arrest.  Extrapyramidal  Symptoms- Akathisia,  agitation,  motor  restlessni , 
dystonic  reactions,  trismus,  torticollis,  opisthotonus,  oculogyric  cri: , 
tremor,  muscular  rigidity,  and  akinesia.  Persistent  Tardive  Dyskinesia— Per  • 
tent  and  sometimes  irreversible  tardive  dyskinesia,  characterized  i 
rhythmical  involuntary  movements  of  the  tongue,  face,  mouth,  or  jaw  (t 
protrusion  of  tongue,  puffing  of  cheeks,  puckering  of  mouth,  chewing  mi 
ments)  and  sometimes  of  extremities  may  occur  on  long-term  therapy  r 
after  discontinuation  of  therapy,  the  risk  being  greater  in  elderly  patio 
on  high-dose  therapy,  especially  females;  if  symptoms  appear,  disconti; 
all  antipsychotic  agents.  Syndrome  may  be  masked  if  treatment  is  r 
stituted,  dosage  is  increased,  or  antipsychotic  agent  is  switched,  l! 
vermicular  movements  of  tongue  may  be  an  early  sign,  and  syndrome  y 
not  develop  if  medication  is  stopped  at  that  time.  Endocrine  Disturbance 
Menstrual  irregularities,  altered  libido,  gynecomastia,  lactation,  we  t 
gain,  edema,  false  positive  pregnancy  tests.  Urinary  Disturbances-^^ 
tion,  incontinence.  Hyperpyrexia;  behavioral  effects  suggestive 

a paradoxical  reaction,  including  excitement,  bizarre  dreams,  aggravar 
of  psychoses,  and  toxic  confusional  states;  following  long-term  treatm  t, 
a peculiar  skin-eye  syndrome  marked  by  progressive  pigmentation  of  n 
or  conjunctiva  and/or  accompanied  by  discoloration  of  exposed  sclera 
and  cornea;  stellate  or  irregular  opacities  of  anterior  lens  u 
and  cornea;  systemic  lupus  erythematosus-like  syndrome.  74198 
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The  Physician’s  Part  in  Politics 


In  the  treatment  of 
the  asthma  complex 
consider  the 
advantages  of 

BRONKOTABS 


Potent 

Bronchodilation  X 

ephedrine  and  theophyl-  , \ ' 


line  relax  bronchial 
musculature  to  open 
airways  and  keep 
them  open. 


Efficien 

Decongestio 

glyceryl  guaiacolate  helps  liquet 
tenacious  secretions  and  enable 
productive  cough  to  elec 
airways  and  keep  them  clea 


phenobarbital  provides  mild 
calming  action  to  diminish 
hyperreactions  that  can  trigger 
bronchospasm. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are 
none  of  the  dangers  or  side  effects 
associated  with  steroid  therapy. 
However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness, 
or  sleeplessness.  Should  be  used 
with  caution  in  the  presence  of  hyper- 
tension, heart  disease  or  hyperthy- 
roidism. Drowsiness  may  occur. 
Ephedrine  may  cause  urinary  reten- 
tion, especially  In  the  presence  of 
partial  obstruction,  as  in  prostatism. 


DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


to  treat  the  individual— 
not  an  individual  symptom 

BRONKOTABS 

Each  tablet  contains  ephedrine  sullate  24  mg;  glyceryl  guaiacolate  100  mg  | 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit-forming). 


Doriden  c 

(glutelfiimidc  NF) 

synonymous  with  sleep 
for  almost  a generation 


You  can  conveniently  pre- 
scribe Doriden  with  up  to  5 
refills  within  6 months  (unless  re- 
stricted  bv  state  law);  a tele- 
phone order  is  permissible  in  \ 
many  states. 

Usually  acts  within  30  minutes  to 
provide  4 to  8 hours  of  calm,  relaxed 
sleep. 

Well  tolerated. "Morning  hangover"and 
preexcitation  rarely  occur. 

BRIEF  SUMMARY 

INDICATIONS:  All  types  of  Insomnia  including  elderly  and  chroni- 
cally ill  patients  who  have  difficulty  in  falling  asleep  or  frequent 
awakenings.  Preoperatively  and  in  the  first  stages  of  labor,  it 
induces  sleep  without  depressing  respiration. 

CONTRAINDICATION:  Known  hypersensitivity  to  glutethimide 
WARNINGS:  Caution  patients  (1)  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants;  (2)  operating  machinery, 
driving  motor  vehicles  or  engaging  in  activities  requiring  complete 
alertness  shortly  after  ingesting  drug.  Dosage  of  coumann  anti- 
coagulants may  require  adjustments  during  and  on  cessation  of 
glutethimide 

Physical  and  Psychological  Dependence:  Physical  and  psycho- 
logical dependehce  have  occurred.  Prescribe  cautiously  for 
patients  known  to  take  excessive  quantities  of  drugs.  Limit 
repeated  prescriptions  without  adequate  medical  supervision. 

Withdrawal  symptoms  include  nausea,  abdominal  discomfort, 
tremors,  convulsions,  and  delirium.  Newborn  infants  of  mothers 
dependent  on  glutethimide  may  also  exhibit  withdrawal  symptoms. 

In  the  presence  of  dependence,  dosage  should  be  reduced 
gradually. 

Pregnancy:  Use  of  any  drug  in  pregnancy  or  lactation  requires 
weighing  potential  benefits  against  hazards. 

PRECAUTIONS:  Total  daily  dosage  above  1 Gm.  is  not  recom- 
mended for  continued  administration.  In  presence  of  pain,  which 
may  counteract  the  effect  of  glutethimide.  an  analgesic  should  also 
be  prescnbed. 


over  35,000,000 
prescriptions 


ADVERSE  REACTIONS:  Withdraw  glutethimide  if  a generalized 
skin  rash  occurs.  Rash  usually  clears  spontaneously  within  a few 
days  after  withdrawal.  Occasionally,  a purpuric  or  urticarial  rash 
may  occur,  exfoliative  dermatitis  has  been  reported  rarely.  With 
recommended  doses,  there  have  been  rare  reports  of  nausea, 
hangover,  paradoxical  excitation,  and  blurring  of  vision.  Rarely, 
acute  hypersensitivity  reactions,  porphyria,  and  blood  dyscrasias 
(thrombocytopenic  purpura,  aplastic  anemia,  leukopenia)  have 
been  reported. 

DOSAGE:  Tc  avoid  overdosage,  individualize  dosage.  Not  recom- 
mended for  children  under  12. 

To  induce  sleep: 

In  insomnia:  0.25  to  0.5  Gm.  at  bedtime.  Repeat  dose  if  necessary, 
but  not  less  than  4 hours  before  arising. 

Preoperatively:  0.5  Gm.  the  night  before  surgery;  0.5  to  1 Gm.  1 
hour  before  anesthesia 

First  stage  of  labor:  0.5  Gm.  at  onset  of  labor.  Repeat  if  necessary. 
SUPPLIED:  Tablets,  0.5  Gm.  (white,  scored):  bottles  of  100.  500. 
1000  and  Strip  Dispensers  of  100.  Tablets.  0.25  Gm.  (white, 
scored);  bottles  of  100  and  1000  Tablets.  0.125  Gm.  (white): 
bottles  of  100.  Capsules,  0.5  Gm.  (blue  and  white):  bottles  of  100. 


USV  PHARMACEUTICAL  CORP 
Tuckahoe,  N Y 10707 


PHARMACEUTICALS 


Part  of  a series  on  the  clinical,  bacteriological  and  pharmacological  aspects  of  Bactrim  therapy. 


This  is  Bactrim 
against  Lcdi,  Proteus 


results  from  clinical  trials*  in  which  patients  with  chroi 
urinary  tract  infections  (primarily  cystitis,  pyelitis  and  pyelonephritis), 
more  than  half  with  obstructive  complications,  were  treated  with  Bac 
for  1 0 days  and  evaluated  at  intervals  up  to  32  days  after  termination 
of  therapy.  Patients  were  considered  to  have  a significant  bacteriologi 
response  when  the  urine  culture  revealed  10,000  or  fewer  colon ies/rr  j 
of  any  single  organism  cultured  from  a midstream  clean-catch  specin 


Before  prescribing  Bactrim,  pleaj 
for  all  adverse  reactions,  conty 


te  product  informa  or 
uhons-ai i dwa r n i n g ' 


. 


G S&L ' 


t-’. 


performance 
sppand  Klebsiella 


v x 

Excellent  initial  response* 
after  10  days  of  therapy 

Impressive  response  maintained 
32  days  after  termination  of  therapy 

ilcoji  infectiohs^ 

97.1  % of  105  patients 

73.1  % of  93  patients 

Yoteus  spp.  mfeAions 

81.1%  of  37  patients 

60.0%  of  35  patients 

(lebsiella  infections 

85.7%  of  21  patients 

65.0%  of  20  patients 

a on  file,  Medical  QftfaTfnnaal.  Hoff m a 

nn-La  Roche  Inc.,  Nutley,  New^lersey 

HP 

In  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
and  due  to  susceptible  urinary  tract  pathogens, 
usually  E.  cob,  Klebsiella-Enterobacter  and  Proteus  mirabilis. 


Please  see  following  page  for  summary  of  product  information. 


In  cases  of  cystitis, 
pyelonephritis  and  pyelitis 
diagnosed  as  chronic' 

Bactrim 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


■ aggressive  antibacterial  activity 

interrupts  essential  metabolic  process 
of  susceptible  organisms,  usually  E.  coli, 
Klebsiella-Enterobacter,  P.  mirabilis,  and, 
less  frequently,  indole-positive  proteus 
species 

over  919c  initial  efficacy  in  clinical  studies 
of  patients  with  urinary  tract  infection 
diagnosed  as  chronic 


impressive  response  even  in  cases  with 
obstructive  complications 

not  recommended  for  children  under  1 2, 
during  pregnancy  or  the  nursing  period 
■ no  loading  dose ; two  tablets  b.i.d. 
recommended  for  1 0-1 4 days 

due  to  susceptible  organisms 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species). 

NOTE:  The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials,  especially  in  chronic  and  recurrent 
urinary  tract  infections. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfona- 
mides; pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  thrombopenia  in 
elderly  patients  on  diuretics,  primarily  thiazides.  Sore  throat,  fever, 
pallor  or  jaundice  may  be  early  signs  of  serious  blood  disorders. 
Frequent  CBC's  are  recommended;  therapy  should  be  discon- 
tinued if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  allergy  or  bronchial 
asthma;  and  in  those  with  glucose-6-phosphate  dehydrogenase 
deficiency,  where  hemolysis  may  occur.  During  therapy,  maintain 
adequate  fluid  intake  and  perform  frequent  urinalyses,  with  care- 
ful microscopic  examination,  and  renal  function  tests,  particularly 
where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  tri- 
methoprim are  inc  luded,  even  if  not  reported  with  Bactrim,  lilood 
dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Ery- 


thema multiforme,  Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema, 
conjunctival  and  scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  sto- 
matitis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and 
pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Mis- 
cellaneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oli- 
guria and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfona- 
mides have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist.  In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 


Dosage:  Not  recommended  for  children  under  12.  Usual 
adult  dosage:  Two  tablets  b.i  d.  for  10  to  14  days.  For  patients 
with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimethoprim  and  400  m 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  100;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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acid  longer 


Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
of  Camalox  Suspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  120 
minutes,  versus  93  minutes  for  its  nearest 
/ competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  arid  effectively.  He 
needsCamalox,  the  antacid  with  hour  power. 


Longer- acting 
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SOLID  LINE:  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 
BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 
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Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  * Adaptation 
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antihypertensive  action 
at  the  vasomotor  centers 


Cataixes 

hydrochloride) 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


Central  action: 

Catapres  appears  to  lower  bloc 
pressure  through  central  alphar 
adrenergic  stimulation,  as  sho:l 
in  animal  studies.  This  results  i 
diminution— but  not  blocking- 
sympathetic  outflow  from  card 
accelerator  and  vasoconstrictci 
centers  in  the  medulla. 

Not  a “depleter” 

Not  a “blocker” 

Not  an  “inhibitor” 

Not  a “false  transmitter” 
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new  Catapre 

(clonidine  hydrochloride) 

Effective  in  hypertensiol 
mild  to  severe 

Catapres  is  distinguished  by  its  broad  clinical  usefulm 
in  the  treatment  of  hypertension. 

More  than  600  major 
published  papers* 

The  extensive  experimental  and  clinical  work  with  Cata  e 
has  been  reported  in  hundreds  of  papers  published  in 
scientific  journals  in  this  country  and  abroad.  Controlll 
studies17  plus  numerous  other  clinical  evaluations  ha\ 
demonstrated  that  Catapres  is  an  effective  antihyper- 
tensive drug  with  these  desirable  properties: 


does  not  alter  normal  hemodynamic  responses  to  exeii 

renal  blood  flow  and  glomerular  filtration  rate  essenti \) 
unchanged 

antihypertensive  response  enhanced  by  diuretics  sue  a 
chlorthalidone 


compatible  with  other  antihypertensive  agents 


has  been  shown  to  reduce  plasma  renin  activity  and  t 
decrease  excretion  of  aldosterone  and  catecholamine 

(See  ACTIONS  section  of  Brief  Summary) 


What  to  watch  for—  The  principal  side  effects  of  Catapres  are  'Y 
mouth,  sedation,  and  drowsiness.  Constipation,  dizziness,  head;  to’ 
and  fatigue  also  have  been  reported.  Generally,  these  effects  tenc  o 
diminish  with  continued  therapy.  As  with  other  antihypertensive  ac  to 
tolerance  may  develop  in  some  instances.  For  a more  detailed  dis  JS 
sion  of  side  effects,  warnings,  and  precautions,  see  the  brief  sums 
of  prescribing  information  on  the  last  page  of  this  advertisement 
consult  the  Catapres  package  insert. 


♦ Complete  Catapres  bibliography  available  on  request. 


and  infrequent 
Lstatic  effects 


Normal  hemodynamic 
responses  to  exercise 
not  altered 


Renal  blood  flow  and 
glomerular  filtration  rate 
essentially  unchanged 


ng  and  supine  blood  pressure 
lse  at  the  conclusion  of  therapy  in 
rolled  studies1-7 


Control 


Supine 


Standing 


Systolic  Diastolic 


1 No  2 No  3 No  4 No  5 No  6 No  7 


w 

.A  9 13+  17  41+  12+  9* 

.^ved  Catapres  alone, 
ved  Catapres  + a diuretic. 

In  study  No. 4,  blood  pressure  was  taken  in  the 
i rather  than  the  supine  position. 


10  + 


Mean  blood  pressure  reductions  in 
9 hypertensive  patients  receiving 
Catapres  (0.15  mg  daily)  for  4 weeks 

Systolic  pressure  reduction 
(mm  Hg) 


Lying 


Standing 


After 

Exercise 


^ 22.9  ^ 

^ 22.3  ^ 

23.4 

Diastolic  pressure  reduction 
(mm  Hg) 

Lying 

Standing 

After 

Exercise 

15.0 


Adapted  from  Elkeles  et  al. 


Renal  hemodynamics  before  and 
after  Catapres  in  7 hypertensive 
patients.  Mean  blood  pressure 
reductions  were  significant  in 
both  the  supine  position  (from  1 55 
to  128  mm  Hg)  and  the  standing 
position  (from  151  to  101  mm  Hg). 

Supine  ■■■ 
Head-up  tilting  (45°)hbhb 

Renal  Blood  Flow  (ml/min) 
Before  After 

646 


606  (-6%) 


542 


512  (-6%) 


Glomerular  Filtration  Rate  (ml/min) 
Before  After 

79 


59  (-1 2% ) 


Adapted  from  Onesti  et  al  8 
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New  from  Boehringer  Ingelheim 


Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


new  Catapres 

(clonidine  hydrochloride) 


It’s  easy  to  start  with  Catapres.  The 

usual  starting  dose  of  Catapres  is  one 
0.1  mg  tablet  twice  daily.  Increments  of 
0.1  to  0.2  mg  per  day  (up  to  the  maximum 
daily  dose  of  2.4  mg)  may  be  made  until 
the  desired  blood  pressure  response  is 
achieved. 

How  to  stop  Catapres.  Reduce  the  dose 
gradually  over  two  to  tour  days  to  avoid  a 
possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
PatientsonCatapresshouldbeinstructed 
not  to  discontinue  therapy  without  con- 
sulting their  physician.  It  has  been  dem- 
onstrated that  a rapid  rise  in  blood 
pressure,  should  it  occur,  can  be  re- 
versed by  resumption  of  Catapres  or  by 
administration  of  intravenous 
phentolamine. 

Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 

Actions:  The  mechanism  of  action  appears  to  be  cen- 
tral alpha-adrenergic  stimulation  as  demonstrated  in 
animal  studies.  This  results  in  inhibition  of  bulbar  sym- 
pathetic cardioaccelerator  and  sympathetic  vasocon- 
strictor centers,  thereby  decreasing  sympathetic  outflow 
from  the  brain.  Other  studies  in  humans  have  provided 
evidence  of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The  exact 
relationship  between  these  pharmacologic  actions  of 
Catapres  (clonidine  hydrochloride)  in  humans  and  its 
antihypertensive  effect  has  not  been  fully  elucidated  at 
this  time. 

Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 
It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  in 
children. 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 
4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician.  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  In  blood  pres- 
sure, should  it  occur,  can  be  reversed  by  resumption 
of  clonidine  hydrochloride  therapy  or  by  Intrave- 


nous phentolamine.  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machi 
or  driving,  should  be  advised  of  the  sedative  effect.. 
This  drug  may  enhance  the  CNS-depressive  effectsl 
alcohol,  barbiturates  and  other  sedatives.  Like  any  ol 
agent  lowering  blood  pressure,  clonidine  hydrochlol 
should  be  used  with  caution  in  patients  with  severeB 
coronary  insufficiency,  recent  myocardial  infarctiorB 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  careB 
patients  treated  with  Catapres  (clonidine  hydrochloB 
should  receive  periodic  eye  examinations.  While.  I 
except  for  some  dryness  of  the  eyes,  no  drug-relatrB 
abnormal  ophthalmologic  findings  have  been  recorB 
with  Catapres  (clonidine  hydrochloride),  in  several  iB 
studies  the  drug  produced  a dose-dependent  incre.B 
in  the  incidence  and  severity  of  spontaneously  occ 
ring  retinal  degeneration  in  albino  rats  treated  for  jjj 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  ai  1 
dry  mouth,  drowsiness  and  sedation.  Constipation,  fl 
dizziness,  headache,  and  fatigue  have  been  reportrB 
Generally  these  effects  tend  to  diminish  with  conti  I 
therapy.  The  following  reactions  have  been  associaB 
with  the  drug,  some  of  them  rarely.  (In  some  instarH 
an  exact  causal  relationship  has  not  been  establisl 
These  include:  Anorexia,  malaise,  nausea,  vomitinr 
parotid  pain,  mild  transient  abnormalities  in  liver  f 
tion  tests;  one  report  of  possible  drug-induced  hep 
titis  without  icterus  and  hyperbilirubinemia  in  a pa 
receiving  clonidine  hydrochloride,  chlorthalidone, 
papaverine  hydrochloride.  Weight  gain,  transient  e 
tion  of  blood  glucose,  or  serum  creatine  phosphoki 
congestive  heart  failure,  Raynaud's  phenomenon,  • 
dreams  or  nightmares,  insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mi 
depression.  Also  rash,  angioneurotic  edema,  hives 
urticaria,  thinning  of  the  hair,  pruritus  not  associai 
with  a rash,  impotence,  urinary  retention,  increase 
sensitivity  to  alcohol,  dryness,  itching  or  burning  c 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs’  test,  asymptomat 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 
Overdosage:  Profound  hypotension,  weakness,  sor 
lence,  diminished  or  absent  reflexes  and  vomiting 
lowed  the  accidental  ingestion  of  Catapres  (clonid 
hydrochloride)  by  several  children  from  19  months 
5 years  of  age.  Gastric  lavage  and  administration  ( 
analeptic  and  vasopressor  led  to  complete  recover 
within  24  hours.  Tolazoline  in  intravenous  doses  o 
10  mg  at  30-minute  intervals  usually  abolishes  all 
facts  of  Catapres  (clonidine  hydrochloride)  overdo 
How  Supplied:  Catapres,  brand  of  clonidine  hydro 
chloride,  is  available  as  0.1  mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  1i 

For  complete  details,  please  see  full  prescribing 
Information. 

Under  license  from  Boehringer  Ingelheim  GmbH  j 
References:  1.  Elkeles,  R.  S.,  Goldby,  F.  S,  and  O >f 
D.  O.:  A Double  Blind  Study  of  Catapres,  A New  H >- 
tensive  Agent,  in  Conolly,  M.  E.  (ed.) : Catapres  in  I 
Hypertension,  London,  Butterworths,  1970,  pp.  13SH 

2, Freis,  E.  D : Data  on  file  at  Boehringer  Ingelhein  <1 

3.  Hickler,  R.  B.:  Data  on  file  at  Boehringer  Ingelhi 
Ltd.  4.  Mroczek,  W.  J.,  Leibel,  B.  A.  and  Finnerty,  L, 
Jr.:  Comparison  of  clonidine  and  methyldopa  In  hy  '■ 
tensive  patients  receiving  a diuretic,  Am.  J.  Cardie  j 
29:712,-1972.  5.  Putzeys,  M.  R.  and  Hoobler,  S.  W. 
Comparison  of  clonidine  and  methyldopa  on  blood  >s- 
sure  and  side  effects  in  hypertensive  patients.  Am 
Heart  J.  83:464,  1972.  6.  MacDonald,  R.  H.  and  Sh;  K. 
A.:  Data  on  file  at  Boehringer  Ingelheim  Ltd.  7 Ki  II-  ' 
dal  I . W.  M.,  Toubes,  D.  B . et  al.  : Hypertensive  effe  o'  < 
clonidine  and  chlorthalidone,  Am.  Heart  J.  82:312,  fw 
8.  Onesti,  G.  et  al. : Pharmacodynamic  effects  of  a 
antihypertensive  drug,  Catapres  (ST-155),  Circula' ' 
39:219,  1969. 
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“Gentlemen, 

ongratulations  are  in  order” 


.. ! “A.H.  Robins  asked  me 
. mpare  the  banana  flavor  of  their 
tnagel® -PG  with  the  real  thing  and, 
live,  I couldn’t  tell  the  difference, 
^even  in  sip-by-sip  comparison, 
ping! 

“There’s  no  unpleasant 
‘'goric  taste  because  there’s  no 
: goric.  Clever,  wouldn’t  you  say? 
;ad,  A.  H.  Robins  uses  the  thera- 
' ' ic  equivalent,  powdered  opium, 

1 omote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?”  . 

/MT  [ROBINS 

A.  H Robins  Company.  Richmond.  Virginia  23220 


Donnagel-PG.  (2 

Donnagel  with  paregoric  equivalent 
Each  30  cc.  contains: 

Kaolin  6 Og 

Pectin . . . 142  8 mg 

Hyoscyamine  sulfate 0.1037 mg 

Atropinesuifate  0.01 94  mg 

Hyoscine  hydrobromide  0 0065mg 

Powderedopium,  USP  24.0mg 

(equivalent  to  paregoric  6 ml.) 

(warning  may  be  habit  forming) 

Sodium  benzoate  60  0 mg 

(preservative) 

Alcohol,  5% 

(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law 


/TH-f^OBINS 


IN  COUGHS 

OF  COLDS- 
TUT  AND  UNI; 


CLEAR 

THE 

TRACT 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 
All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 
your  prescription  or  recommendation. 


For  unproductive  coughs 

ROBITUSSIN" 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol.  3 5% 

For  severe  coughs 

ROBITUSSIN  A-C"  G 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate  10  0 mg. 


(warning:  may  be  habit  forming) 
Alcohol.  3.5% 

Non-narcotic  tor  6-8  hr.  cough  control 


ROBITUSSIN-DM" 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1 4% 


Robitussin-DM  in  solid  form  tor  “coughs  on  the  go" 


COUGH  CALMERS** 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Clears  nasal  and  sinus  passages  as  it  relieves  coughs 


ROBITUSSIN-PE* 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1 .4% 


MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic. 

ROBITUSSIN --CF 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 10.0  mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Alcohol,  1.4% 


Select  the  Robitussin®  formulation 


that  treats  your  patient's 
individual  coughing  needs: 

ROBITUSSIN® 
ROBITUSSIN  A-C® 
ROBITUSSIN-DM® 
ROBITUSSIN-PE® 
ROBITUSSIN®-CF 
COUGH  CALMERS® 


o® 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


NATURAL 

For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 
For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

I (For  full  prescribing  information,  see  package 
I circular.) 

PREMARIN* 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMAR  IN'  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information.  FDA  has  classified 
(he  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
••Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis. retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  (his  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tascs.  and  (his  usually  indicates  progression  of 
bone  melastascs.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diclhyl- 
stilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


PREMARIN 


BRAND 

OF 


CONJUGATED 
ESTROGENS 
TABLETS,  U.S.P 


CONTAINS  ONLY 
NATURAL  ESTROGENS 
...NO  SYNTHETICS 
OR  SUPPLEMENTS 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Abstracts 


Lomanto,  C.,  Ibrahim,  S.,  Dombrowiecki,  A.,  Nigrel- 
li,  R.  F.,  and  Ruggieri,  G.  D.:  Horseshoe  crabs,  endo- 
toxemia  and  postanesthesia  hepatitis,  New  York  State 
J.  Med.  74:  2145  (Nov.)  1974. 

The  diagnosis  of  hepatitis  in  the  postoperative  period 
is  often  difficult.  The  authors  suggest  that  the  use  of 
the  Limulus  lysate  test,  which  is  rapid,  simple,  and  sen- 
sitive, can  serve  as  a diagnostic  aid. 

Zinsser,  H.  H.,  Dreyfus,  J.  C.,  Ill,  Doeneke,  A.,  Sene- 
ca, H.,  Peer,  P.,  . Wister,  C.,  Suri,  E.,  Mathers,  J., 
and  Nugent,  E.:  Drug  efficacy:  comparative  comput- 
er study  in  chronic  urinary  infections,  New  York  State 
J.  Med.  74:  2151  (Nov.)  1974. 

This  report  covers  an  ongoing  study  of  the  nature  and 
progress  of  chronic  urinary  infections  under  a prospec- 
tive program.  Specific  intervals  have  been  defined  cov- 
ering a given  medication  and  time  period,  and  patients 
have  been  grouped  into  computer  derived  clusters.  Dis- 
turbingly, in  a previous  study,  those  patients  with  the 
fewest  symptoms  had  the  worst  prognosis.  In  this  study 
with  standard  observation  intervals,  reasonably  consis- 
tent physician  attention  was  given  to  all  patients  regard- 
less of  symptoms.  Criteria  for  grading  the  efficacy  of 
specific  medications  were  derived  from  those  character- 
istics of  patients  surviving  more  than  eighteen  months 
in  the  study.  Poor  prognosis  characteristics  were  de- 
rived from  patient  episodes  where  the  patient  later  died 
of  renal  failure  during  the  course  of  the  study. 

Schmerler,  A.,  and  Abramowicz,  M.:  Childhood 

asthma  in  The  Bronx,  New  York  State  J.  Med.  74: 

2166  (Nov.)  1974. 

The  number  of  children  admitted  to  the  Bronx  Mu- 
nicipal Hospital  Center  for  asthma  rose  during  the  years 
between  1962  and  1972,  from  15  in  1962-63  to  228  in 
1971-72,  or  from  0.6  per  cent  to  9 per  cent  of  total  ad- 
missions. The  age  distribution  of  children  admitted  to 
the  hospital  for  asthma  did  not  change  over  the  ten-year 
period.  Asthmatic  children  seen  in  the  emergency  room 
were  compared  to  controls:  asthmatics  included  a 

marked  predominance  of  males  but  were  indistinguisha- 
ble from  controls  in  ethnic  composition,  family  size,  or 
socioeconomic  status. 

Kandall,  S.  R.,  and  Tseng,  P.:  Group  B Streptococcal 
disease  in  neonates  and  infants,  New  York  State  J. 
Med.  74:  2169  (Nov.)  1974. 

Twenty-two  cases  of  Group  B streptococcal  (GBS) 
disease  under  the  age  of  twenty-one  weeks  were  seen 
within  a forty-month  period  at  a New  York  City  medical 
center.  Twelve  cases  presented  within  the  first  three 
days  of  life,  and  were  associated  with  maternal  vaginal 
carriage  of  the  organism.  Respiratory  symptoms  were 


prominent,  and  half  the  neonates  died.  Autopsic 
showed  bronchopneumonia  in  all  cases  and  meningit 
in  half.  Ten  later-onset  cases  were  seen  at  between  tw 
to  twenty-one  weeks  of  age.  In  contrast  to  the  ear 
cases,  there  were  no  deaths  in  this  group.  Recurrence  c| 
GBS  disease,  however,  may  be  a feature  of  this  secom 
group  of  patients.  This  is  the  first  report  of  a GBS  ou 
break  in  this  geographic  area. 

Smolev,  J.  K.,  Merrin,  C.  E.,  Surgalla,  M.  J.,  Moor 
R.  H.,  and  Murphy,  G.  P.:  Renal  transplant  patient 
significance  of  bacterial  infections,  New  York  State  <> 
Med.  74:  2175  (Nov.)  1974. 

This  study  is  a prospective  analysis  of  all  the  bacteri 
(nonviral)  infections  which  occurred  in  38  renal  alb  i 
grafts  performed  at  (RPMI)  Roswell  Park  Memorial  Ii 
stitute.  The  infections  have  been  separated  into  preo] 
erative  pulmonary,  urinary,  and  other  sites  (arteriov 
nous  shunt,  nephrectomy  wound).  The  influence  of  in! 
munoglobulin  level,  preoperative  treatment  of  infectio ■ 
underlying  renal  disease,  kidney  donor  source,  and  oth 
factors  have  been  analyzed  with  regard  to  those  factor 
associated  with  postoperative  renal  transplant  infe« 
tions.  Infection  contributes  significantly  to  postoper 
tive  mobidity  and  mortality  in  this  group  of  renal  tran, 
plant  patients.  There  was  no  correlation  between  pr 
operative  or  postoperative  immunoglobulin  levels  ar‘ 
the  development  of  infection.  Treatment  of  preoper 
tive  infection  often  led  to  organisms  of  increased  vir 
lence  in  the  postoperative  infection  sites.  Staphyloco' 
cal  infections  were  a considerable  problem,  and  proph 
lactic  antistaphylococcal  treatment  is  recommende 
All  renal  transplant  patients  in  this  series  who  had  i 
fection  following  treatment  of  a rejection  crisis  survive 
58  per  cent  of  patients  who  had  infection  preceding  t 
rejection  episode  had  a fatal  outcome. 


Chalon,  J.:  Changes  in  tracheobronchial  cytolo 

noted  during  anesthesia,  New  York  State  J.  Med.  1 
2185  (Nov.)  1974. 


Tracheobronchial  washings  were  studied  in  4,573  p 
tients  undergoing  general  endotracheal  anesthesia  ai 
the  following  phenomena  discovered:  (1)  significant  c 
tomorphologic  changes  occur  in  the  epithelial  of  p 
tients  who  inhale  dry  anesthetic  gases  for  longer  th 
one  hour,  (2)  the  tracheobronchial  epithelium  undergc 
variations  in  morphology  which  resemble  changes  foui 
in  the  endometrium  during  the  menstrual  cycle,  (3)  i 
creased  numbers  of  multinucleated  ciliated  epithel 
cells  and  a higher  degree  of  multinucleation  are  found 
patients  with  extrathoracic  malignancies,  (4)  cytomc 
phologic  damage  in  smokers  precedes  by  far  reductio 
in  lung  function,  and  (4)  tracheobronchial  washings  m 
be  used  to  diagnose  inhalational  injuries  sustained 
fires  and,  of  course,  to  discover  unsuspected  maligna 
conditions  of  the  lung  and  bronchus. 
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Sign  of  a cold  sufferer 
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Each  Spansule®  capsule  contains  8 mg.  Teldrin* 
(brand  of  chlorpheniramine  maleate); 
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Seventh  symposium 

The  seventh  symposium  of  the  Fulton  Society  on 
“Basal  Ganglia”  will  be  held  in  New  York  City  on  May 
31,  1975,  at  the  Hilton  Hotel.  This  will  precede  the 
meeting  of  the  American  Neurological  Association 
which  will  be  celebrating  its  centennial  on  June  2,  1975. 

For  further  information,  write  to:  Dr.  Victor  Soriano, 
Oalle  Buenos  Aires  363,  Montevideo,  Uruguay. 

Teaching  seminar 

The  Nassau-Suffolk  Allergy  Society  will  present  a 
teaching  seminar  entitled  “The  Allergy-Immunology 
Teaching  Day”  at  the  Nassau  County  Medical  Center, 
Hempstead,  New  York,  on  Wednesday,  November  20, 
1974.  All  interested  physicians  are  invited  to  attend. 

For  literature  and  applications,  contact  Nathan 
Weiss,  M.D.,  Nassau  County  Medical  Center,  Hemp- 
stead, New  York  11550. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Small  subcutaneous  doses  of  heparin  in 
prevention  of  venous  thrombosis 

Small  subcutaneous  doses  of  heparin  reduced  the  rate 
of  venous  thrombosis  from  16.1  per  cent  to  1.9  per  cent 
after  elective  surgery;  from  48  per  cent  to  1 per  cent 
after  hip  fracture;  and  from  22.5  per  cent  to  2.6  per  cent 
in  patients  admitted  to  the  hospital  for  suspected  myo- 
cardial infarction.  Thrombosis  occurred  in  21.5  pel 
cent  of  the  total  of  181  untreated  and  in  3.6  per  cent  ol 
169  heparin-treated  patients,  though  the  blood  require 
ment  of  transferred  patients  was  moderately  augment 
ed,  and  treated  patients  had  a slightly  lower  postopera 
tive  hematocrit.  Gallus,  A.,  et  al. : New  England  J 

Med.  288:  545  (Mar.  15)  1973. 
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Books  Reviewed 


Endocrinology  of  the  Gut.  Edited  by  William  Y. 
Chey,  M.D.,  and  Frank  P.  Brooks,  M.D.  373  pages,  il- 
lustrated. New  Jersey,  Charles  B.  Slack,  Inc.,  1974. 
Cloth,  $20. 

This  book  is  composed  of  papers  presented  at  the  In- 
ternational Symposium  on  Recent  Advances  in  Gas- 
trointestinal Hormone  Research  held  on  August  25  and 
26,  1973,  in  Rochester,  N.Y.  The  area  of  gastrointesti- 
nal hormonal  physiology  and  pathophysiology  has  been 
developing  so  rapidly  in  recent  times  and  has  potentially 
so  important  implications  that  an  attempt  to  collect  in 
one  volume  the  basic  knowledge  in  gastrointestinal  en- 
docrinology is  very  justified.  Obviously  the  dynamicity 
in  the  field  requiring  immediate  publishing  did  not 
allow  a more  balanced  approach  in  the  scope  and  size  of 
different  chapters  and  articles. 

The  publication  gives  most  valuable  information  on 
the  chemistry  of  intestinal  hormones,  on  the  character- 
istics of  some  hormone-producing  cells  in  the  stomach 
and  gut,  release  and  biological  activities  of  gastrointesti- 
nal hormones,  and  radioimmunoassays  of  gastrin,  secre- 
tin, and  CCK.  Two  additional  chapters  are  concerned 
with  the  role  of  cyclic  AMP  in  gastrointestinal  function 
and  with  the  relationship  between  calcium  and  intesti- 
nal hormones.  It  is  a very  recommendable  book  to  ev- 
erybody interested  in  hormonal  activity  in  the  gut,  to 
the  student  in  the  field,  as  well  as  to  the  practicing 
gastroenterologist.  Ivo  Buhac,  M.D. 

Sex  Ethics  in  the  Writings  of  Moses  Maimonides. 
By  Fred  Rosner,  M.D.  129  pages.  New’  York,  Block 
Publishing  Company,  1974.  Cloth,  $7.95. 

Dr.  Rosner,  Director  of  Hematology  at  the  Queens 
Hospital  Center,  affiliated  with  the  Long  Island  Jewish- 
Hillside  Medical  Center,  is  also  associate  professor  of 
medicine  at  the  State  University  of  New  York  College  of 
Medicine  at  Stony  Brook.  His  specialty  is  hematology 
and  his  interests  are  Jewish  medical  ethics  and  Jewish 
medical  history. 

In  this  small  volume  he  presents  an  excellent  explora- 
tion of  Moses  Maimonides  on  the  subject  of  sex  ethics. 
We  are  reminded  in  this  day  of  sexual  revolution  that 
the  sex  drive  has  been  with  us  for  millions  of  years.  The 
ten  chapters  stimulate  us  to  read  more. 

In  recommending  regimen  helpful  in  increasing  sexual 
potential,  the  lists  of  food,  the  general  body  hygiene, 
measures  of  baths,  massage,  rest,  proper  ventilation,  and 
the  use  of  wine  in  moderation  are  enumerated. 

As  the  theme  is  developed,  one  is  impressed  with  the 
various  laws  in  Judaism  concerning  marriage,  but  of 
more  importance  is  the  admonition  that  for  those  fortu- 
nate to  be  committed  to  life,  sex  is  an  intimate,  personal 
affair  demanding  privacy,  with  little  room  for  exhibi- 
tion. The  joys  and  pleasures  are  not  neglected,  but  the 
responsibility  and  the  consideration  of  the  needs  of  oth- 
ers are  stressed. 

The  book  is  timely  and  should  interest  many  in 
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Editorials 


The  generation  gap  in  medicine 


One  cannot  help  but  be  aware  of  the  radical 
changes  which  have  occurred  within  a single  gener- 
ation. These  changes  have  involved  scientific 
knowledge,  styles  of  living,  mode  of  dress,  and, 
most  important  of  all,  ethical  and  personal  values. 

For  any  society  to  survive  there  must  be  bridges 
between  the  past,  the  present,  and  the  future.  It 
. >is  essential,  therefore,  that  our  own  Society  do  ev- 
erything within  its  power  to  interest  and  stimulate 
the  recent  medical  graduate,  into  whose  hands  the 
- future  of  medicine  will  inevitably  pass,  to  appreci- 


ate the  importance  of  some  old  values,  indepen- 
dence among  them. 

With  this  in  mind,  it  has  been  deemed  appropri- 
ate to  have  your  editor  publish  in  this  issue  a com- 
mencement address  which  he  recently  presented 
at  the  Albert  Einstein  College  of  Medicine.  It  re- 
ceived an  enthusiastic  reception  by  the  graduating 
class.  I hope  that  the  readers  of  the  Journal  will 
find  it  appropriate  to  bring  it  to  the  attention  of 
their  interns  and  residents. 

ALBERT  H.  DOUGLAS,  M.D. 


The  primary  physician  and  primary  care 


Much  that  has  been  said  and  written  about  the  pri- 
mary physician  has  been  confusing,  and  clarifying  arti- 
cles are  needed.  It  is  important  to  define  precisely  what 
ve  mean  by  the  word  primary,  particularly  when  used 
is  an  adjective  with  physician  and  care. 

Traditionally,  the  true  primary  physician  was  and 
till  is  the  old  revered  general  practitioner — now  by  his 
>wn  choosing  called  family  physician — who  enjoys  the 
ove  and  respect  of  his  patients.  He  alone  created  the 
ine  image  that  all  physicians  benefited  from  until  about 
he  forties.  After  the  second  World  War  that  image 
>egan  to  decline  and  the  family  physician’s  colleagues 
vere  as  culpable  as  any  others,  including  the  general 
lublic.  The  type  of  care  rendered  by  the  general  practi- 
ioner,  consciously  or  unconsciously,  was  demeaned  by- 
hose  with  more  training  and  especially  by  the  rapidly 
rowing  new  breed  of  subspecialists.  He  was  usually  re- 
srred  to  as  the  “local  physician’’  and  often  his  knowl- 
dge  and  opinion  wasn’t  sought  on  his  own  patient 
;hen,  by  accident  or  referral,  the  patient  fell  under  the 
expert’s”  care. 

In  the  1940s  and  1950s  it  became  increasingly  more 
ishionable  and  lucrative  to  practice  as  a specialist. 
)ne  could  more  readily  become  proficient  in  a narrow 
eld,  and  enjoy  the  “fine”  things  in  life,  with  less  sacri- 
ce  of  one’s  time  to  the  care  of  patients.  As  a result,,  the 
umber  of  general  practitioners  progressively  declined 
ntil  their  own  society  successfully  embarked  on  a cam- 
aign  to  change  the  name  and  status  of  the  group.  The 
specialty”  of  Family  Physician  was  born  and,  joyfully, 
ie  infant  is  growing  at  a very  rapid  rate. 

Public  demand  for  the  type  of  care  rendered  by  the 


old  general  practitioner,  and  the  new  and  almost  identi- 
cal twin,  the  family  physician,  has  grown,  and  there  has 
been  political  pressure  to  have  their  number  increased. 
This  poses  a threat  to  those  bearing  the  title  of  special- 
ist, but  practicing  to  a greater  or  lesser  degree  as  family 
physicians. 

The  term  “Primary  Care”  is  used  by  many  to  describe 
that  care  received  in  initial  entry  to  the  health  care  sys- 
tem and  the  physician  seen  is  referred  to  as  the  “Pri- 
mary Physician.”  If  this  is  generally  accepted  then 
every  physician  at  one  time  or  another  may  appropriate- 
ly be  called  a primary  physician.  For  example,  a pa- 
tient with  visual  symptoms  may  visit  an  ophthalmolo- 
gist first.  The  ophthalmologist,  by  that  definition,  is 
the  primary  physician.  The  same  may  be  true  for  the 
cardiologist,  the  otolaryngologist,  the  gynecologist,  and 
even  the  neurosurgeon.  To  classify  all  as  primary  phy- 
sicians confuses  everyone  and  the  word  primary  should 
not  be  used  in  that  context. 

Primary  care  and  the  physician  who  delivers  it  applies 
best  to  the  health  services  administered  to  an  entire 
family  unit.  It  is  or  should  be  comprehensive  and  long 
term  and  is  best  described  as  the  care  given  from  the 
prenatal  period  to  the  grave.  Yes,  it  is  the  type  of  care 
rendered  by  the  same  old  highly  respected  general  prac- 
titioner; it  is  now  expected  from  the  family  physician. 

Medical  practice  in  certain  areas,  particularly  small 
towns  in  rural  states,  is  molded  by  need  and  it  must  be 
provided  by  the  physicians  who  are  available,  regardless 
of  their  specialty  rating.  Here  the  internist,  general 
surgeon,  pediatrician,  and  others,  by  necessity,  practice 
primary  care. 
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Economics  may  also  compel  the  new  specialist  to 
practice  in  a similar  fashion  until  time  and  quality  of 
performance  provide  a sufficient  number  of  referrals 
and  allows  him  to  restrict  his  activities  to  the  specialty 
of  his  choice.  This  is  unavoidable  and  should  not  be 
discouraged.  It  makes  for  a better  specialist  in  the  long 
run.  On  the  other  hand,  our  colleagues  who  elect  to 
pursue  a life-long  career  in  delivering  primary  care,  de- 
serve our  respect,  cooperation,  and  commendation,  not 
criticism  and  denigration. 

Let  not  the  specialist  lay  claim  to  the  title  of  primary 
physician  and  infringe  on  the  jurisdiction  of  those  in- 
volved in  actual  primary  care  as  described  above.  Let 
us  recognize  the  fact  that  the  general  internist,  pediatri- 
cian, and  general  surgeon  can  perform  primary  care,  if 
need  be,  even  though  he  is  indeed  specially  trained  to 
treat  more  complex  medical  problems  within  his  field  of 
expertise. 

Some  have  suggested  that  general  internists-in-train- 
ing  be  exposed  to  otolaryngology,  ophthalmology,  office 
gynecology,  and  minor  surgery  so  that  they  be  better 
qualified  to  deliver  primary  care.  If  this  is  generally  ac- 
cepted then  the  difference  between  the  internist  and  the 
family  physician  would  only  be  a matter  of  degree,  pos- 
sibly related  to  the  time  spent  in  training.  Would  this 
solve  the  problem?  I don’t  believe  so.  It  would  be  un- 
acceptable to  27,000  internists  and  wouldn’t  create  more 
family  physicians,  as  the  public  is  now  demanding.  To 
meld  the  groups  would  be  analogous  to  a bookkeeping 
maneuver  to  disguise  and  not  correct  a deficit  of  funds. 

Our  profession  should  take  a definite  position  on  this 
matter  and  state  it  clearly  as  follows: 

The  medical  profession  recognizes  the  need  for  more 
family  physicians  (primary  physicians  to  render  primary 
care)  and  understands  the  public  demand  for  the  old 

The  art  of  medicine* 

The  recent  movement  on  the  part  of  medical  educators 
to  accelerate  the  education  of  physicians  by  shortening 
the  course  of  undergraduate  study  from  four  to  three 
years  and  eliminating  the  necessity  of  internship  prior 
to  specific  residency  training  provokes  one  to  explore 
some  fundamental  concepts  inherent  in  undergraduate 
and  early  clinical  training.  Shortening  the  course  of 
pre-specialty  training  must  eliminate  considerable  de- 
tail in  the  ever  increasing  area  of  basic  science  as  well  as 
abbreviate  the  overall  exposure  to  various  clinical 
specialties.  The  unnecessary  pressures  created  by  ac- 
celerated training  programs  denies  students  the  privi- 
lege of  personal  exploration  and  promotes  premature, 
often  poorly  formulated,  specialty  decisions.  As  tech- 
nological advances  necessitate  the  mastery  of  highly  so- 
phisticated and  specialized  techniques,  the  concept  of 
total  patient  care  has  become  minimized.  However,  an 
effective  and  meaningful  practice  of  medicine  extends 
beyond  the  mastery  of  sophisticated  methodology  and 
implies  an  extensive  awareness  of  all  medical  science. 

* Reprinted  by  permission  of  Pharos,  April,  1974,  p.  55. 


type — house-call  making — family  doctor.  We  will  er 
courage  our  students  to  enter  this  field  and  reaffirm  th 
fact  that  a four-year  course  in  an  approved  medic; 
school  with  exposure  to  clinically  oriented  basic  science  n 
and  the  major  disciplines  with  their  related  specialties  f 
the  best  foundation  from  which  all  specialties  ma  i 
evolve.  We  urge,  in  addition,  a year  or  perhaps  two  <1 
postgraduate  training  in  fields  most  commonly  used  t i 
the  family  physician  to  supply  our  people  with  the  typ 
of  physician  they  want  most  to  care  for  their  medic,  j 
problems. 

The  need  for  the  general  internist,  pediatrician,  gei 
eral  surgeon,  and  obstetrician  and  gynecologist,  as  w« 
as  all  other  specialists,  will  continue.  They  will  be  suj 
plementary  and  as  essential  as  they  are  now.  Overla] 
ping  and  some  duplication  of  effort  is  unavoidable.  W 
realize  that  training  and  ability,  along  with  humai  t 
qualities  and  experience,  begets  reputation  and  that 
what  consultants  are  made  of. 

Medicine  is  broad  enough  and  the  acquisition  of  i jj 
current  knowledge  so  difficult  that  a specific  number 
subspecialists  will  always  be  needed.  How  mam  t 
What  kind  and  where  are  they  in  short  supply  can  on 
be  determined  by  collecting  and  evaluating  hard  dat 
The  American  Medical  Association,  the  American  Boa) 
of  Medical  Specialists,  and  others  are  now  involved 
appropriate  studies.  When  the  results  become  ava 
able,  our  profession  must  be  prepared  to  act  forthright 
and  firmly  to  direct,  guide,  and  encourage  our  prese 
and  future  supply  of  physicians  so  that  they  may  ser 
adequately  and  efficiently  the  health  needs  of  our  n 
tion. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.  > 
Associate  Edit 


Traditional  training  programs,  although  laborio 
and  extensive,  provide  a minimal  exposure  to  m( 
phases  of  medical  science.  An  awareness  of  the  int 
cate  interaction  of  psychological  and  physiological  f; 
tors  in  the  production  of  pathologic  states  is  essential 
any  specialty  practice.  If  medical  education  is  eff; 
tively  to  produce  physicians  capable  of  handling  the 
cissitudes  of  human  suffering  within  a scientific  the) 
peutic  milieu,  the  course  of  study  must  provide  me 
than  didactic  instruction.  Emotional  growth  must  ; 
company  intellectual  development  to  ensure  the  sane 
ty  of  medicine  as  a clinical  art. 

To  appreciate  the  relevance  of  medical  education  t 
student  must  emulate  the  artist  and  stand  back  fre 
the  canvas  to  visualize  the  intensity  of  the  role  in  wh> 
he  is  so  intimately  involved.  Just  as  the  painter  < 
presses  his  subjective  experience  on  a canvas  embraci' 
color,  form,  light,  and  texture,  the  physician  practii 
the  art  of  medicine  by  fusing  intuition  and  educati 
within  a structural  framework.  To  indulge  his  artisl  ‘ 
passion  the  physician  must  be  trained  to  perceive  t'  -1 
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problem  and  express  a therapeutic  solution,  in  whatever 
form.  Traditional  medical  education  is  an  exploration 
of  the  wealth  of  concrete  factual  knowledge  and  applied 
clinical  judgment  that  serves  as  the  subsidiary  ground- 
work or  basis  for  the  physician’s  specialized  goals.  He  is 
taught  to  observe  and  process  his  observations  with  an 
I intellect  tempered  by  an  over  inclusive  knowledge  of 
medical  science.  An  integrated  concept  of  all  aspects  of 
human  illness  enables  the  physician  to  perceive  without 
distortion  or  falsification  and  to  create  a therapeutic 
disposition  of  maximum  benefit  to  his  patient. 

Basic  science  is  the  structural  framework  from  which 
the  clinical  tools  of  perception  will  ultimately  emerge. 
To  penetrate  the  reality  of  medical  science  each  observ- 
er must  begin  with  what  is  known  by  gaining  cognizance 
( of  the  language  of  medicine.  The  concepts  and  princi- 
ples of  basic  science  provide  a rational  systematic  or- 
dering of  facts  and  hypotheses.  In  understanding  the 
'anguage,  mechanics,  and  implications  of  basic  science, 
he  physician  possesses  an  enduring  viable  instrument 
(highly  relevant  and  adaptable  to  constructive  change. 
Once  able  to  discern  the  language  of  medicine,  one  may 
oegin  to  cultivate  a mode  of  expression;  in  this  sense  the 
ohysician  is  an  artist,  a man  who  has  the  ability  and  de- 
sire to  transform  diligent  observation  and  insight  into  a 
scientific  form.  It  is  not  possible  in  practice  to  separate 
hese  two  processes;  the  physician,  like  the  artist,  can 
>nly  express  what  he  perceives. 

All  students  of  medicine  will  readily  agree  that  the 
nitial  exposure  to  the  sciences  is  an  ominous  experi- 
ence, as  the  volume  is  immense,  the  details  seemingly 
■ndless,  and  the  complexity  often  beyond  comprehen- 
ion.  The  prolonged  study  is  laborious  and  total  under- 
tanding  well  beyond  the  anticipated  capability  of  any 
>ne  individual.  Yet,  during  the  first  two  years  of  school, 
.11  students,  be  they  future  obstetricians,  surgeons,  or 
>sychiatrists,  are  nurtured  in  the  same  fundamental 
tructure,  uniformly  introduced  to  a common  architec- 
ure.  Without  an  intimate  knowledge  of  the  basic  sci- 
nces,  the  physician  is  operating  in  a vacuum,  substitut- 
ng  an  empirical  scheme  for  a verisimilar  method.  It  is 
rom  this  common  structure  that  the  fragmented  ex- 
iression  of  medical  specialty  will  emerge. 

The  art  of  medicine,  like  most  artistic  forms,  has  a 
'rescribed,  disciplined  framework.  Knowledge  of  the 
asic  sciences  provides  the  tools  of  perception  for  physi- 
ian  as  artist,  while  the  clinical  experience  demonstrates 
he  means  of  expression.  In  every  patient  interaction 
he  creative  process  requires  that  the  physician  inte- 
rate  clinical  observation  with  basic  science  so  as  to  in- 
^llectualize  the  abstract  and  form  a rational  biological 
attern.  The  months  spent  rotating  through  various 
lerkships  is  a unique  and  valuable  opportunity  to  ob- 
erve  the  sensibility  clinicians  have  for  their  practice 
nd  their  ways  of  expressing  it.  The  focus  in  this  period 
not  primarily  the  acquisition  of  technical  skill  and 
iinical  proficiency,  but  the  observation  of  method, 
ach  clinician  tends  to  develop  his  style  in  strict  accor- 
ance  with  his  determinant  personality.  Yet,  in  each 
ise,  competence  is  founded  in  the  knowledge  of  the  tra- 
itional  basic  sciences,  tempered  by  mature  judgment, 


and  guided  by  empirically  acquired  wisdom.  Only 
through  their  modes  of  expression,  their  techniques  of 
therapy,  do  the  fragmented  specialists  diverge  to  sepa- 
rate paths.  The  doctor’s  perception  of  the  patient’s  di- 
lemma and  his  intelligent  construction  of  subjective 
symptoms  and  vague  signs  into  an  objective,  unified 
concept  of  disease  constitute  common  operative  path- 
ways in  the  establishment  of  a therapeutic  intervention. 

As  technological  advances  and  sophisticated  method- 
ology are  constantly  broadening  the  scope  and  under- 
standing of  medical  science,  undergraduate  educators 
and  specialty  training  programs  are  under  constant 
pressure  to  expediate  the  course  of  study  to  ensure  the 
most  effective  medical  training  within  a relatively  limit- 
ed time  period.  Those  responsible  for  educating  physi- 
cians must  of  necessity  establish  priorities  and  cultivate 
physicians  adequately  trained  to  fill  a constantly  ex- 
panding and  divergent  spectrum  of  specialty  needs. 
The  demands  for  sophisticated  technological  compe- 
tence must  not  deny  the  potential  physician  an  ade- 
quate opportunity  emotionally  to  assimilate  and  intel- 
lectually organize  the  intricacies  of  patient  care.  Of 
vital  concern  to  each  individual  is  the  incorporation  of 
an  extensive  knowledge  of  medical  facts  and  a well  de- 
veloped sense  of  clinical  judgment.  Only  time  and  var- 
ied repetitious  exposure  to  all  phases  of  basic  science 
and  clinical  experience  will  prevent  the  fragmentation  of 
clinical  care  into  divergent  specialized  systems. 

The  study  of  medicine  cannot  be  arbitrarily  limited  to 
the  complete  acceptance  of  traditional  concepts.  Stu- 
dents of  medicine  continually  analyze  and  challenge  tra- 
ditionally accepted  modes  of  practice  with  innovative 
criticism.  Ambivalent  acceptance  of  hypothesis  retards 
the  emergence  of  truth  and  perpetuates  dogmatic  obser- 
vation. If  the  education  of  the  student  is  to  be  truly  rel- 
evant, his  knowledge  of  medicine  must  be  of  sufficient 
breadth  to  stimulate  in  him  the  process  of  intellectual 
growth.  Medical  education  provides  the  student  with  a 
wealth  of  concepts  in  the  form  of  basic  science  and  clini- 
cal method.  Once  the  concepts  are  learned  by  virtue  of 
disciplined  study  and  intense  observation  the  student 
may,  if  he  chooses,  help  provide  progressive  change. 
Creative  ideas  can  be  synthesized  and  incorporated  into 
medical  science  by  individuals  who  can  demonstrate  the 
superiority  and  excellence  of  their  reasoning.  Innova- 
tive change  requires  compromise  between  what  was, 
what  is,  and  what  will  be;  one  must  recognize  and  accept 
what  was  as  relevant  and  important  before  beginning  to 
adopt  and  transpose  for  tomorrow. 

Condensation  of  preclinical  training  denies  the  poten- 
tial physician  the  privilege  of  contemplating  the  rele- 
vance of  each  successive  level  of  experience.  Accelerat- 
ed specialty  programs  may  produce  technically  compe- 
tent practitioners  without  the  sufficiently  detailed  and 
extensive  education  necessary  to  assure  the  maximum 
utilization  of  their  intellectual  prowess.  An  abbreviated 
course  of  study  can  only  inhibit  the  doctor’s  opportunity 
to  integrate  a most  demanding  and  intense  personal  ex- 
perience. It  is  hoped  that  by  engaging  in  an  arduous 
and  extensive  course  of  training  the  physician  can 
achieve  personal  growth  at  the  same  time  as  he  acquires 
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highly  qualified  knowledge.  Essential  to  the  practice  of 
medicine  as  art  is  insight  into  self  and  science.  As  the 
expectations  of  society  demand  more  efficacious  solu- 
tions medical  educators  must  not  make  expediency  the 
focal  point.  Condensation  implies  abbreviation  while 
quality  demands  persistent  and  often  excruciating  re- 
examination. To  ensure  the  preservation  and  future 
development  of  quality  medical  care,  we  must  maintain 
the  integrity,  extensiveness,  and  excellence  of  our  edu- 
cational system. 

BRIAN  SCHULMAN,  M.D. 

435  E.  70th  Street,  Apt.  32B 
New  York,  N.  Y.  10021 

Editorial  comment.  Many  educators  and  practi- 
tioners have  been  concerned  by  the  trend  in  our  medical 


schools  described  so  well  in  the  foregoing  reprinted  edi 
torial.  Several  excellent  articles  written  by  outstanding 
men  have  also  criticized  plans  for  shortening  the  medi 
cal  curriculum.  No  one  objected  to  periodic  revisions 
streamlining,  or  early  patient  contact,  but  reducing  thi 
time  spent  in  absorbing  a larger  volume  of  medical  inj 
formation  is  obviously  unwise. 

Dr.  Schulman’s  essay  is  all  the  more  impressive  be  t 
cause  it  expresses  the  opinion  of  a recent  graduate  whi 
lived  through  the  changes  and  still  states  an  opinio) 
that  concurs  with  that  of  many  older  academicians; 
The  passage  of  time,  I am  certain,  will  support  thes 
views.  We  are  grateful  for  the  able  manner  in  which  h 
expressed  them. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.F 
Associate  Edito 


The  Physician’s  Part  in  Politics* 


All  lawmaking  bodies  and  all  lawmakers  are 
undergoing  a critical  scrutiny  just  now,  all  over  the 
world.  Perhaps  it  is  deserved.  In  Europe  the 
distrust  has  reached  the  point  where  some  of  the 
governments  have  been  handed  over  to  dictators. 
In  other  lands,  as  in  France,  for  instance,  public 
mutterings  against  the  lawmakers  are  both  loud 
and  deep.  In  America  our  attitude  has  not 
reached  any  such  stage  as  that,  but  it  must  be  said 
that  the  work  of  our  Congress  and  our  legislatures 
often  leaves  something  to  be  desired,  especially  in 
legislation  affecting  the  public  health.  And  when 

* Reprint  of  editorial  in  the  New  York  State  Journal  of  Medi- 
cine, published  May  15,  1934,  page  466. 


our  lawmaking  bodies  come  to  deal  with  health  ir 
surance  and  socialized  medicine,  perhaps  in  th 
near  future,  then  the  interest  of  the  medical  prt 
fession  will  become  very  active  and  vital,  (unde: 
lining  added) 

Can  we  say  in  the  face  of  this  situation  that  tl 
doctor  has  no  concern  about  the  sort  of  man  wf 
shall  go  to  Albany  and  Washington?  True,  tl 
doctor  cannot  go  on  the  stump  for  or  against  ar 
candidate  or  party,  but  it  is  entirely  proper  for  hi) 
to  keep  in  mind  the  attitude  of  any  candidate  c 
matter  affecting  the  public  health,  and  to  exercis 
his  right  as  a free  citizen  to  express  his  hone 
opinion  at  any  and  all  times. 


Tighter  standards  for  licensing 
foreign  medical  graduates  urged 

The  Association  of  American  Medical  Colleges  issued 
a report  which  urged  much  tighter  standards  for  licens- 
ing foreign  medical  graduates  to  practice  in  this  country. 
An  AAMC  task  force  said  FMGs  perform  at  a lower  level 


than  graduates  of  American  medical  schools  and  d 
dared  that  “this  country  should  not  depend  for  its  su 
ply  of  physicians  to  any  significant  extent  on  the  imn 
gration  of  FMGs  or  on  the  training  of  its  own  citizens 
foreign  medical  schools.”  The  chairman  of  the  ta 
force  is  Kenneth  R.  Crispell,  M.D.,  vice  president  1 
health  affairs  at  the  University  of  Virginia. 
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Clinical  experience  indicates  that  endotoxemia 
in  the  postoperative  period  is  not  uncommon.  If 
there  is  a large  amount  of  circulating  endotoxin,  or 
if  the  liver  is  unable  to  clear  it  quickly  enough,  he- 
patic necrosis  and  death  will  ensue.  However,  if 
he  quantity  of  circulating  endotoxin  is  small,  and 
f the  live’r  which  has  the  ability  to  clear  endotoxin 
vithin  minutes  is  functioning  normally,  the  clini- 
cal manifestations  of  endotoxemia  may  be  deceiv- 
ng.  The  patient  may  present  a host  of  transient 
symptoms,  including  low-grade  fever,  slightly  al- 
ered  liver  function,  mental  confusion,  oliguria, 
aundice,  and  coagulopathies. 

The  determination  of  the  etiologic  condition 
>resents  a real  challenge  when  these  symptoms 
)ccur  in  the  postoperative  patient.  In  the  past,  if 
he  investigation  of  possible  etiologic  factors  was 
educed  to  two  possibilities,  namely  sepsis  or  anes- 
hesia,  a negative  blood  culture  or  series  of  nega- 
ive  cultures  would  decide  in  favor  of  anesthesia- 
nduced  hepatitis.  In  a previous  report,  the  senior 
uthor  studied  4 patients  who,  after  receiving 
nethoxyflurane,  were  suspected  of  having  anes- 


The diagnosis  of  hepatitis  in  the  postoperative  pe- 
riod is  often  difficult.  The  authors  suggest  that 
the  use  of  the  Limulus  lysate  test,  which  is  rapid, 
simple,  and  sensitive,  can  serve  as  a diagnostic  aid. 


thesia-related  hepatitis1;  all  developed  postopera- 
tive jaundice  and  fever.  One  patient  had  had  a 
hysterectomy,  another  a radical  cystectomy,  and  2 
had  had  bowel  surgery.  Utilizing  the  epinephrine 
test,  it  was  found  that  3 of  the  4 patients  demon- 
strated a localized  Shwartzman  reaction  and  had 
circulating  endotoxin  while  their  blood  cultures 
were  negative.2  The  fourth  patient  had  no  detect- 
able circulating  endotoxin  but  had  a positive  bac- 
teroids  blood  culture.  Encouraged  by  these  find- 
ings we  adopted  the  semiquantitative  Limulus  ly- 
sate test  which  is  rapid,  very  sensitive,  does  not  re- 
quire maintenance  and  sacrifice  of  laboratory  ani- 
mals, and  correlates  well  with  the  already  de- 
scribed Shwartzman  reaction. 

The  lyophilized  lysate  was  prepared  at  the  Os- 
born Laboratories  of  Marine  Sciences,  New  York 
Aquarium,  in  Brooklyn,  New  York.  Horseshoe 
crabs  were  collected  from  the  waters  of  Long 
Island  Sound  and  maintained  at  the  New  York 
Aquarium  for  six  months  before  being  bled.  The 
blood  was  obtained  from  the  central  sinus,  using 
siliconized  syringes  and  needles.  The  preparation 
of  the  lysate  is  a modification  of  other  methods.3-5 
The  collected  hemolymph  was  added  to  a solution 
of  3 per  cent  sodium  chloride  and  0.125  per  cent 
N-ethyl  maleimide.  After  centrifugation,  the  su- 
pernatant was  discarded  and  the  amebocytes  were 
washed  three  times  with  3 per  cent  sodium  chlo- 
ride solution.  Five  times  the  volume  of  distilled 
water  was  added  to  the  amebocytes,  and  the  mix- 
ture was  placed  in  the  freezer  overnight.  The  fol- 
lowing day  the  frozen  material  was  thawed  and 
subjected  to  homogenization  at  40,000  revolutions 
per  minute  for  five  minutes  to  rupture  the  cells. 
Thawing  and  homogenization  were  repeated  and 
the  homogenate  centrifuged  at  1,500  g for  ten  min- 
utes. The  supernatant  was  then  lyophilized  at 
— 40°C.  The  resulting  powder  was  reconstituted 
in  pyrogen-free  distilled  water  at  a concentration 
of  500  mg.  per  100  ml.  Lyophilization  increased 
its  shelf  life,  made  it  easier  to  work  with,  and,  by 
concentrating  it,  made  it  more  sensitive. 

Limulus  polyphemus,  commonly  known  as  the 
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horseshoe  crab,  has  an  ancient  history.  It  is  one  of 
the  oldest  marine  invertebrates  known,  having  re- 
mained relatively  unchanged  through  its  three- 
hundred-million-year  history.  These  marine  or- 
ganisms live  in  an  environment  in  which  there  are 
many  gram-negative  bacteria  containing  endotox- 
in. Observations  by  Bang6  and  by  Shirodkar, 
Warwick,  and  Bang7  of  the  similarity  between  dif- 
fuse intravascular  clotting  in  the  horseshoe  crab 
and  in  the  experimental  mammal  during  gram- 
negative sepsis  led  to  investigations  into  the  be- 
havior of  Limulus  blood  on  exposure  to  endotoxin. 
These  changes  in  coagulation  are  strikingly  similar 
to  those  seen  during  the  Shwartzman  reaction  in 
rabbits,  or  to  gram-negative  sepsis  in  human 
beings.  This  coagulation  system,  mediated 
through  the  amebocytes,  is  exquisitely  sensitive  to 
the  action  of  endotoxin. 

The  amebocyte  is  the  only  circulating  cell  in  the 
crab’s  blood.  It  is  larger  than  the  mammalian 
platelet,  about  the  size  of  a macrophage,  and  in 
many  ways  resembles  the  platelet.  Both  contain 
granules,  and  in  Limulus,  as  in  other  invertebrates 
and  in  mammals,  the  coagulation  process  is  associ- 
ated with  aggregation  of  the  cells  followed  by  loss 
of  granules  as  coagulation  proceeds. 

Horseshoe  crabs  live  in  an  environment  contain- 
ing gram-negative  organisms.  The  gel  produced 
by  the  reaction  with  endotoxin  immobilizes  endo- 
toxin-containing bacteria,  but  phagocytic  activity 
is  not  observed.  Additionally,  cultures  of  amebo- 
cytes have  bactericidal  activity,  as  do  mammalian 
platelets.  Hence,  activation  of  the  coagulation 
system  by  gram-negative  organisms  may  be  a criti- 
cal defense  mechanism  in  Limulus,  serving  to  con- 
trol bacterial  infection.  The  role  of  platelets  in 
the  response  of  the  mammalian  coagulation  sys- 
tem to  endotoxin  probably  represents  the  remnant 
of  this  very  primitive  antibacterial  mechanism. 

Data  are  consistent  with  the  concept  that  an  en- 
zymatic system  mediates  the  conversion  of  the  cel- 
lular protein  into  a gel  by  endotoxin.  The  in  vitro 
reaction  of  Limulus  lysate,  a pregel  containing  the 
active  principle  of  the  amebocyte,  with  endotoxin 
results  in  the  formation  of  a gel  and  serves  as  the 
basis  and  end  point  of  the  test.  Heparin  and  sodi- 
um citrate  do  not  block  the  action  of  the  endotoxin 
on  Limulus  coagulation,  but  EDTA  (ethylenedi- 
aminetetracetic  acid)  does.  Similarly,  heparin 
and  sodium  citrate  do  not  block  the  aggregation  of 
mammalian  platelets  by  endotoxin  in  vitro,  but 
EDTA  is  inhibitory. 

Accordingly,  if  a patient’s  plasma,  containing 
endotoxin,  is  adjusted  to  the  proper  pH  and  reacts 
with  this  pregel  at  a temperature  of  20  to  40°C.,  a 
stable  gel  forms.  Concentrations  of  circulating 
endotoxin  as  low  as  0.002  micrograms  per  milliliter 
can  be  detected  with  this  method.  Recently,  Na- 
chum,  Lipsey,  and  Siegel,8  using  a modification  of 
the  method  of  Levin  and  Bang,4  reported  100  per 
cent  positive  assays  on  cerebrospinal  fluid  of  38 


patients  with  culture-proved  gram-negative  bacte- 
rial meningitis.  Interestingly,  only  66  per  cent  of 
these  specimens  demonstrated  bacteria  by  gram 
staining. 

In  this  report,  2 patients  are  presented  who  de- 
veloped postoperative  complications  in  which  the 
Limulus  lysate  test  was  instrumental  in  making 
the  proper  diagnosis.  Of  particular  interest  to  the 
anesthesiologist  is  the  Case  1 patient  whose  liver- 
function  test  findings  were  abnormal  postopera- 
tively  and,  therefore,  were  suspect  of  being  anes- 
thesia-related. Both  patients  had  endotoxemia 
despite  negative  blood  cultures.  The  first  patient, 
however,  did  have  sputum  and  lung-tissue  cultures 
positive  for  miliary  tuberculosis. 

Case  reports 

Case  1.  A sixty-nine-year-old  man  developer 
jaundice  and  fever  after  a wide  excision  of  a tumo 
mass  of  the  left  lung  under  fentanyl  and  droperi 
dol  (Innovar)  anesthesia.  He  had  been  broncho 
scoped  five  days  prior,  using  the  same  anestheti' 
with  an  uneventful  recovery.  His  past  history  in 
eluded  a Miles  resection  for  adenocarcinoma  of  th 
rectum,  and  his  father  was  once  treated  for  tubei 
culosis.  All  his  skin  test  results,  however,  for  ti 
berculosis,  histoplasmosis,  and  coccidioidomycos 
were  negative.  Preliminary  laboratory  test  fine 
ings  were  within  normal  limits  except  for  a che: 
roentgenogram  that  revealed  a sharply  defined  li 
sion  of  the  upper  lobe  of  the  left  lung.  His  surg 
cal  course  was  uneventful,  and  he  received  2 uni 
of  whole  blood.  Immediately  following  the  thor 
costomy,  he  developed  a tachycardia  in  the  ran; 
of  110  to  114  and  a spiking  fever  that  lasted  fo 
days.  His  cardiogram  revealed  atrial  fibrillatic 
with  S-T  segment  abnormalities,  and  his  liver  wsj 
enlarged  4 fingerbreadths  below  the  right-cosi  1 
margin.  On  the  fifth  postoperative  day  he  becan 
jaundiced.  Because  the  excised  lesion  was  susj- 
cious  for  tuberculosis,  he  was  treated  postopei- 
tively  with  antitubercular  drugs.  Numerous  pi  - 
operative  sputum  cultures  were  positive  for  Ent<  -| 
obacter,  Escherichia,  and  Pseudomonas  aerugii  - 
sa,  but  all  specimens  failed  to  grow  any  acid-f;t 
organisms.  However,  those  collected  on  the  s 
ond  postoperative  day  grew  many  colonies  of  IV ' 
cobacterium  tuberculosis  after  forty  days’  inculi- 
tion.  Lung-tissue  suspension  cultures  were  a o 
positive  for  the  same  organism.  The  patient  »- 
mained  entirely  lucid  throughout  his  convals 
cence.  The  serum  glutamic  pyruvic  transaminst 
values  never  rose  about  267  units,  and  the  sern 
bilirubin  reached  a level  of  4.92  mg.  per  100  ml.  P 
Limulus  lysate  test  performed  at  this  time  ns 
closed  findings  positive  for  endotoxin. 

Case  2.  A forty-seven-year-old  labile  diab ;i 
female  underwent  an  amputation,  under  spinal  n 
esthesia,  of  a gangrenous  third  right  toe,  the  real; 
of  an  injury  sustained  two  weeks  before.  On  :dt 
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mission,  she  had  a slight  fever  of  100°F.,  a pulse  of 
100,  and  a blood  pressure  reading  of  150/90.  The 
toe  was  gangrenous  with  a purulent,  foul-smelling 
i open  lesion  and  surrounding  cellulitis.  The  popli- 
teal and  posterior  tibial  pulses  were  absent,  but 
, the  remaining  physical  examination  findings  were 
unremarkable.  Laboratory  data  revealed  an  ele- 
vated blood  glucose,  230  mg.  per  100  ml.,  and  trace 
acetone  in  the  urine. 

Her  vital  signs  remained  stable  throughout,  and 
surgery  proceeded  uneventfully.  However,  post- 
operatively,  the  diabetes  was  extremely  difficult  to 
control,  requiring  various  adjustments  in  insulin 
administration.  Despite  combined  antibiotic 
therapy,  she  ran  an  intermittent  fever  for  a three- 
week  period  with  spikes  up  to  102. 4°F.  During 
this  time,  spread  of  gangrene  again  developed  at 
the  operative  site,  necessitating  amputation  of  a 
fourth  toe  and  the  metatarsals  of  the  third  and 
fourth  toes  under  ketamine  hydrochloride  and  di- 
azepam (Valium)  anesthesia;  the  vital  signs  were 
stable  throughout  surgery.  The  postoperative  pe- 
riod was  similar  to  her  previous  one,  but  this  time 
osteomyelitis  of  the  tarsal  bones  and  joints  devel- 
oped. A blood  culture  performed  during  this  peri- 
od while  the  temperature  was  101  °F.  failed  to  grow 
any  bacteria. 

Five  weeks  later,  saucerization  and  curettage  of 
he  osteomyelitic  bone  were  performed  under  fen- 
:';anyl,  nitrous  oxide,  and  oxygen  anesthesia.  Two 
lours  postoperatively,  while  still  in  the  recovery 
' -oom,  the  patient  developed  shaking  chills,  a fever 
;>f  102°F.,  nausea,  and  vomiting.  The  pulse  was  a 
apid  126  to  130  and  the  blood  pressure  remained 
Within  normal  limits  of  120/70  to  130/80.  Blood 
Irawn  and  tested  by  the  Limulus  lysate  technique 
lisclosed  findings  positive  for  endotoxin.  The 
' )lood  was  also  hypercoagulable  as  determined  by 
he  Thromboelastograph.  Although  wound  cul- 
ures  grew  gamma  streptococci,  Klebsiella  sp.,  the 
' )lood  cultured  aerobically  and  anaerobically  failed 
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)rug  induced  deafness 

Thirty- two  of  11,526  medical  inpatients  (three  per 
,000)  monitored  by  the  Boston  Collaborative  Drug  Sur- 
eillance  Program  developed  deafness  of  varying  severi- 
ty attributed  to  drugs  administered  while  in  the  hospi- 
n il.  Drugs  implicated  in  the  development  of  deafness 


to  grow  any  bacteria.  Liver-  function  test  results 
remained  within  normal  range  throughout  her  en- 
tire hospital  stay  except  for  hypoalbuminemia  and 
a slight  elevation  of  alpha-1,  alpha-2,  and  gamma 
globulins. 

Conclusion 

The  Limulus  lysate  test  is  simple  to  perform 
and  correlates  well  with  the  Shwartzman  reaction 
in  rabbits  for  the  detection  of  circulating  endotox- 
in. It  is  recommended  as  a supplement  to  blood 
culturing,  Australian  hepatitis  associated  antigen 
test,  (HAA)  and  routine  liver-function  tests.  A 
positive  Limulus  lysate  test  finding  is  a valuable 
presumptive  diagnostic  aid  in  differentiating  jaun- 
dice caused  by  sepsis  from  that  produced  by  the 
anesthesia.  This  test  is  also  recommended  for 
those  patients  who  develop  postoperative  compli- 
cations suggestive  of  septic  shock  or  endotoxemia. 
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Good  reasons  to  prescribe 
for  psych ic  tension. 


When  the  patient’s  pattern 
of  overreaction  to  stress 
impairs  his  ability 
to  function. 


When  tension  and  anxiety 
continue  to  produce 
distressing  somatic  symptoms. 


When  reassurance  and 
counseling  during  repeated 
visits  are  not  enou 


Good  reasons  to  consider 

Valium  (diazepam). 


Effectiveness 

'he  efficacy  of  Valium  has  been  demonstrated  in  clinical  trials  and  ex- 
msive  clinical  use.  Valium  can  provide  effective  relief  of  excessive  psy- 
hic  tension  and  anxiety  for  the  psychoneurotic  patient  and  the  patient 
\ 'ho  overreacts  to  stress.  Accompanying  somatic  symptoms  — attributed 
) anxiety  and  tension  — can  be  subsequently  minimized. 

iompt  action 

alium,  when  used  as  an  adjunct  to  supportive  measures  and  counsel- 
ig,  can  produce  prompt  psychotherapeutic  effects.  Significant  improve- 
lent  is  usually  apparent  within  the  first  few  days  of  therapy.  With  some 
itients,  however,  more  time  may  be  required  before  evidence  of  a clear- 
ut  response  is  gained.  Therapy  with  Valium  may  normally  be  discon- 
nued  when  the  patient's  psychic  tension  symptoms  have  been  reduced 
l tolerable  levels. 

ependable  response 

i major  consideration  in  choosing  an  antianxiety  agent  is  the 
i liability  of  its  performance.  The  psychotherapeutic  effect  of  Valium  is 
uaracterized  by  prompt,  symptomatic  relief  of  anxiety  and  tension. 

1 ith  a safety  profile  characterized  by  excellent  tolerance  and  a relatively 
lw  incidence  of  adverse  reactions,  patient  response  is  generally 
redictable.  While  drowsiness,  fatigue  and  ataxia  are  most  frequently 
i ported,  physicians  should  be  aware  of  the  possibility  of  more  serious 
i actions.  Before  prescribing,  consult  complete  product  information. 

(diazepam) 
2-mg,  5-mg,  10-mg  tablets 


For  summary  of  product  information,  see  next  page. 


If  there’s  good  reason 
to  prescribe  for  psychic  tension, 
there’s  good  reason 
to  consider 

Valium 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Tension  and  anxiety  states, 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneu- 
rotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  sympto- 
matic relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spastic- 
ity caused  by  upper  motor  neuron  dis- 
orders, athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  he  used  in  patients  with 
open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 


seizures.  Advise  against  simultaneous 
ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms 
(similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addic- 
tion-prone individuals  under  careful 
surveillance  because  of  their  predis- 
position to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothi- 
azines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants 
may  potentiate  its  action.  Usual  precau- 
tions indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or 
with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debili- 
tated to  preclude  ataxia  or  oversedation. 
Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipa- 
tion, headache,  incontinence,  changes 
in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hal- 
lucinations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension, 
anxiety  and  psychoneurotic  states,  2 to 
10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then 

5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunc- 
tively in  skeletal  muscle  spasm,  2 to 
10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d. 
to  q.i.d. 

Geriatric  or  debilitated  patients:  2 to 
2 Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children:  1 to  2Vi  m; 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  undei 

6 months). 

Supplied:  Valium®  (diazepam)  Tablets, 
2 mg,  5 mg  and  1 0 mg;  bottles  of  1 00 
and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  100. 
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This  report  covers  an  ongoing  study  of  the  nature 
and  progress  of  chronic  urinary  infections  under  a 
prospective  program. 

The  results  have  been  grouped  in  the  light  of  the 
insight  derived  from  a retrospective  study  where 
insufficient  data  and  varying  examination  inter- 
vals made  evaluation  of  specific  medication  haz- 
ardous.1-2 

In  this  study,  specific  intervals  have  been  de- 
fined covering  a given  medication  and  time  period, 
and  patients  have  been  grouped  into  computer  de- 
rived clusters.  Disturbingly,  in  the  previous  retro- 
spective study,  those  patients  with  the  fewest 
symptoms  had  the  worst  prognosis.  In  this  study 
A-ith  standard  observation  intervals,  reasonably 
consistent  physician  attention  was  given  to  all  pa- 
rents regardless  of  symptoms. 

Criteria  for  grading  the  efficacy  of  specific  medi- 
cations were  derived  from  those  characteristics  of 
aatients  surviving  more  than  eighteen  months  in 
he  study.  Poor  prognosis  characteristics  were  de- 
ived  from  patient  episodes  where  the  patient  later 
lied  of  renal  failure  during  the  course  of  the  study. 

* Deceased. 


Source  of  data 

The  following  outline  shows  the  patient  sample 
available  to  us. 

Source  of  Basic  Data 

History 

1950:  Earliest  data  admitted  to  study 

1963:  Retrospective  study  435  patientst 

1965:  Prospective  study  330  patients 

1967:  Initial  studies  completed 

Private,  100 
Clinic,  230 
1968:  Follow-up 

1969:  Follow-up 

1970:  Reassembly  of  patients 

Recheck  basic  data 
Private,  82 
Clinic,  120 

Patients  still  alive  and  in  study,  202 
Dead,  16:  12  dead  of  this  disease,  4 dead  of  other 
diseases 

Episodes 

Approximately  5,700  episodes  available  to  evaluate 
progress  of  disease  and  modifications  by  medica- 
tion over  2 to  20  year  span 
Maximum  episodes  per  patient:  84 
Minimum  episodes  per  patient:  5 
Average  episodes  per  patient:  24 

Both  males  and  females  of  all  ages  were  utilized. 
Many  patients  were  initially  hospitalized  for  spe- 
cial studies,  but  this  report  is  based  on  serial  out- 
patient observations  at  intervals  of  six  weeks  or 
less  during  the  first  two  years  of  the  study.  This 
interval  was  progressively  lengthened  to  six 
months  during  the  five  years  of  the  study  (Appen- 
dix I and  II). 

Drug  therapy  was  dictated  by  sensitivity  report 
whenever  possible.  When  no  such  information 
was  available,  a drug  was  selected  from  a list  post- 
ed in  the  outpatient  department  by  free  choice  of 
the  resident  staff.  This  did  not  result  in  true  ran- 
domization in  the  sophisticated  sense  of  the  term. 
The  haphazard  selection  resulted,  however,  in  gen- 
erating significant  samples  of  treatment  regimens 
in  each  patient  cluster  at  different  stages  of  the 
disease  to  make  comparative  evaluations  statisti- 
cally valid. 

The  data  was  abstracted  from  the  clinical  rec- 
ords onto  standard  study  sheets,  Appendix  III,  by 
medical  students  and  spot  checks  for  accuracy  of 
encoding  carried  out  on  about  1 episode  of  every  5. 
Punch  cards  were  made  and  verified,  and  trans- 
ferred to  magnetic  tape.  The  raw  error  rate  was 
only  0.9  per  cent  at  this  stage,  and  these  errors 
were  then  tracked  and  eliminated.  The  tapes 
were  then  duplicated,  and  two  separate  teams  of 
computer  programmers  were  given  the  date. 

One  team  followed  the  ABDIF  procedure  pre- 

t These  studies  reported  in  exhibit  AUA,  AMA'1964;  meth- 
odology reported  by  us.1-2 
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Appendix  I.  Protocol  for  study 

Patients 

Admission  to  study:  Any  patient  with  documented 
history  of  recurrent  urinary  tract  infection  with  signs 
or  symptoms  indicating  upper  urinary  tract  involve- 
ment. 

Preliminary  work-up:  All  patients  at  uniform  inter- 
vals given  basic  studies  outlined  in  attached  Appen- 
dix I. 

Follow-up:  For  the  first  year,  all  patients  were  seen 

at  a standard  six-week  interval.  This  interval  was  ex- 
tended to  three  months  in  the  second  year,  and  at  in- 
creasingly longer  intervals  in  the  subsequent  three 
years. 

Drugs 

Choice:  Depending  on  initial  isolation  and  suscepti- 

bilities of  organism  the  patient  was  placed  on  the 
most  appropriate  drug  for  six  weeks. 

At  subsequent  visits,  if  no  sensitivities  available, 
(that  is,  No  growth,  <10,000  organisms,  or  many 
species  reported)  patients  were  assigned  to  long-term 
therapy  with  a given  drug. 

A.  — At  the  end  of  an  observation  interval,  if  culture 
had  become  positive  and  organism  was  resistant  to 
the  drug  previously  given,  a more  appropriate  drug 
was  assigned  for  the  next  treatment  interval. 

B.  — If  culture  remained  negative  then  therapy  with 
original  long-term  drug  continued. 

Discontinuance:  After  two  years  of  negative  cultures 
the  patients  were  followed  on  no  drug  therapy  until 
clinical  or  laboratory  studies  indicated  need  for  return 
to  medication. 

Evaluation  of  efficacy 

Clinical  progress:  From  an  earlier  computer  study  of 
a similar  group  of  patients  clear-cut  subpopulations  of 
the  patient  sample  were  derived.1  The  progress  of 
disease  in  these  subpopulations  were  different. 

As  a result,  preliminary  separation  into  clusters  of 
patients  were  selected  on  the  basis  of  the  presenting 
pattern  of  a given  patient. 

In  the  earlier  study,  certain  few  parameters  were 
shown  to  be  sensitive  indices  of  poor  prognosis.  The 
ABDIF  program  which  sums  differences  across  suc- 
cessive treatment  intervals  was  used  to  evaluate 
changes  in  prognosis  as  a result  of  therapy  as  mea- 
sured by  the  previous  indices. 

Drug  comparison:  Intervals  of  no  drug  administration 
and  intervals  on  one  specific  drug  were  compared 
against  all  other  drug  regimens  and  a margin  of  merit 
derived,  ranking  for  a given  cluster  of  patients  the 
most  effective  regimen  as  compared  with  no  therapy. 

Data  handling:  The  patient  visit  and  acquisition  of 
new  data  was  termed  an  episode,  and  for  each  episode 
the  encoding  sheets  (Appendix  IV)  were  completed 
using  medical  students,  trained  encoders,  and  regis- 
tered nurses.  These  were  spot  checked  until  a given 
encoder  was  reliable  and  at  intervals  thereafter. 
These  sheets  were  then  punched  and  verified.  Tape 
cleanup  with  error  dump  was  carried  out.  Thereafter 
the  flow  sheets  follow. 


This  report  covers  an  ongoing  study  of  the  nature 
and  progress  of  chronic  urinary  infections  under  a 
prospective  program.  Specific  intervals  have  been 
defined  covering  a given  medication  and  time  peri- 
od, and  patients  have  been  grouped  into  computer-  < 
derived  clusters.  Disturbingly,  in  a previous  i 
study,  those  patients  with  the  fewest  symptoms  i 
had  the  worst  prognosis.  In  this  study  with  stan-  ; 
dard  observation  intervals,  reasonably  consistent  t 
physician  attention  was  given  to  all  patients  re- 
gardless of  symptoms.  Criteria  for  grading  the  ef- 
ficacy of  specific  medications  were  derived  from 
those  characteristics  of  patients  surviving  more 
than  eighteen  months  in  the  study.  Poor  progno- 
sis characteristics  were  derived  from  patient  epi- 
sodes where  the  patient  later  died  of  renal  failure 
during  the  course  of  the  study. 


viously  derived,  Appendix  IV,  to  classify  patients 
and  follow  each  individual  and  all  individuals  in 
given  clusters  to  evolve  summed  prognostic  scores. 
Known  as  Qi,  Q2,  Q3,  and  Q4,  these  were  adjusted 
for  the  number  of  intervals  involved  to  result  in  a 
rate  of  change  in  the  disease  per  standard  interval. 


Definitions  for  Patient  Classification 


Qi  is 

Q2  is 
Q3  is 

Q4  is 


Range 

n = 98 

is  £ parameters 

” 0 = not  measured 

1 = normal 

2 = slightly  abnormal 
_ 4 = more  abnormal 

Oto  300 

Score 

100  to  300 

Score  is  all  normal 

Episode  Score 

33  to  100 

Maximum  value  of  episode  score  if  all  abnormal 

Score  from  episode  n + 1 - Score  from  episode  n 
(absent  data  considered  unchanged) 

-33  to  +30 

Q3 

-20  to +20 

Maximum  value  of  episode  score  available 

all  episodes 

Average  differences  are 

Eq3 


number  of  episodes 


The  patients  were  further  subdivided  by  charac- 
teristics, previously  defined  as  clusters  of  patients 
as  described  in  the  protocol.  It  was  found  in  this 
study  that  some  patients  shifted  from  one  cluster 
to  another  depending  on  their  clinical  course. 
This  was  not  true  in  previous  studies,  indicating 
that  in  this  study  perhaps  more  observations  were 
carried  out.  Four  characteristics  were  derived  for 
each  patient  and  each  episode.  These  were  a rank 
score  which  was  the  total  of  the  sum  of  the  98 
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Appendix  II.  Plan  of  management  in  the  clinic  of 
pyelonephritis 

The  following  outline  refers  to  both  confirmed  and 
uspected  cases  of  pyelonephritis. 

A.  The  following  information  should  be  obtained  on 
the  first  visit: 

1.  Duration  of  condition 

2.  Number  of  previous  attacks 

3.  Review  of  previous  chemotherapy  and  its 
duration 

4.  Review  of  symptoms 

5.  Review  of  complicating  conditions,  espe- 
cially cystitis 

6.  Review  of  previous  genitourinary  opera- 
tions and  cystoscopies 

7.  History  of  pregnancy. 

B.  The  tests  listed  under  “first  visit”  on  the  Sched- 
ule of  Study  should  be  ordered. 

_ C.  If  indicated,  one  of  the  study  medications  should 
be  prescribed. 

D.  The  second  visit  and  each  visit  thereafter  should 
be  scheduled  in  not  more  than  six  weeks. 

E.  On  each  visit  the  patient  should  then  be  sent  to 
the  nurse  and  she  will  draw  the  bloods  and  take 
the  blood  pressure  and  temperature.  She  will 
also  ask  the  patient  about  his  or  her  drug  habits. 

F.  Cases  of  primary  pyelonephritis  should  be  re- 
ferred for  possible  admission. 

Schedule  of  study  for  pyelonephritis  cases  (out- 
>atient) 

7irst  visit 

Urine  concentration  and 
specific  gravity 
Urinalysis 

Phenol  sulfonphthalein 
Red  blood  count 
White  blood  count 
Hemoglobin 
Reticulocytes 
Erythrocyte  sedimenta- 
tion rate 
Sodium 
Calcium 
Phosphorous 
Blood  urea  nitrogen* 

Intravenous  pyelogram 
(if  not  already  done) 


econd  visit 

Urine  concentration  and 
specific  gravity 
Urinalysis 

Twelve-hour  urine  con- 
centration 

*Repeat  at  each  visit  only  if  abnormal. 


Third  visit 

Urine  concentration  and 
specific  gravity 
Urinalysis 

Twenty-four-hour  urine 
protein 

Red  blood  count 
White  blood  count 
Hemoglobin 
Reticulocytes 
Erythrocyte  sedimenta- 
tion rate 

Serum  glutamic  oxal- 
oacetic transaminase 
Serum  creatinine* 

Flow  studies  (if  indicat- 
ed) 

Chest  x-ray  (if  not  al- 
ready done) 

Fourth  visit 

Urine  concentration  and 
specific  gravity 
Urinalysis 
Stool  culture 
Red  blood  count 


Red  blood  count 
White  blood  count 
Hemoglobin 
Reticulocytes 
Erythrocyte  sedimenta- 
tion rate 

Serum  antibodies 
Fasting  blood  sugar 
Lactic  dehydrogenase 
Cystoscopy  (if  indicat- 
ed) 

Bilateral  ureteral  cul- 
tures (if  indicated) 
Fifth  visit  like  first  visit. 
Sixth  visit  like  second  visit. 


White  blood  count 
Hemoglobin 
Reticulocytes 
Erythrocyte  sedimenta- 
tion rate 

Serum  antibodies 
Uric  acid 

Cystometrogram  (if  in- 
dicated) 

Cystogram  (if  indicated) 


and  so  forth. 


Plan  of  management  in  the  wards  of  primary 
pyelonephritis 

Preadmission  workup 

1.  Dr.  Zinsser  will  select  those  patients  he  wants 
admitted  from  among  the  patients  in  the  geni- 
tourinary clinic  with  primary  pyelonephritis. 

2.  Protoplast  and  standard  urine  cultures  will  be 
done  on  these  patients  prior  to  admission. 

3.  The  following  tube  dilution  sensitivities  will 
also  be  done  initially. 


Gram-negative  organisms 

Sodium  cephalothin 
(Keflin) 
Streptomycin 
Sulfonamide 
Tetracycline 
Chloramphenicol 
Cephaloridine 
Hippramine 
Nitrofurantoin 
Kanamycin 
Novobiocin 
Ampicillin 
Nalidixic  acid 
Colistin  sulfate 


Gram-positive  organisms 

Sodium  cephalothin 
(Keflin) 
Streptomycin 
Sulfonamide 
Tetracycline 
Chloramphenicol 
Cephaloridine 
Hippramine 
Furadantin 
Kanamycin 
Novobiocin 
Ampicillin 
Penicillin 
Erythromycin 
Lincomycin 


4.  The  patient  will  be  admitted  one  week  later 
when  the  sensitivity  results  are  available. 

Hospital  plan 

1.  Serum  antibodies 
Hemagglutination 
Agglutination 
Agar  gel  diffusion 

2.  Treatment  for  two  weeks  with  the  drug  of 
choice  as  determined  by  the  initial  sensitivity 
tests. 

3.  Protoplast  and  standard  urine  cultures. 

4.  Other  routine  genitourinary  tests,  cystoscopy 
with  collection  of  upper-tract  cultures,  urethral 
calibration  and  dilatation,  cystogram,  cystome- 
trogram, flow  studies. 

(continued) 
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Appendix  III.  ABDIF  program 


Clinic  follow-up 

1.  Return  to  clinic  for  routine  visits  and  laborato- 
ry work  as  outlined  in  pyelonephritis-drug 
study  protocol  (Appendix  I). 

. 2.  Suppressive  therapy  with  a long-term  drug  for 
at  least  two  years. 

3.  Continued  interval  follow-up  for  five  years. 


characteristics  that  were  given  values  ranging  from 
0 to  3.  This  was  a check  of  the  availability  of  in- 
formation before  and  after  each  episode,  and 
served  as  a method  of  internal  control  of  the  data. 
Thus,  if  a rank  score  of  a given  group  of  patients 
deviated  more  than  20  per  cent  from  the  mean  of 
130,  it  was  felt  that  either  insufficient  or  extrane- 
ous information  had  been  collected,  and  this  group 
was  then  reexamined  and  withheld  from  the  gener- 
al processing.  Since  this  rank  score  was  severely 
damaged  by  absence  of  information,  any  grading 
of  drug  efficacy  was  omitted  on  this  basis.  The 
good  characteristics  indicating  normal  values  were 
separated  into  a group  designated  Qi,  and  the  bad 
characteristics  were  separated  into  a group  desig- 
nated Q2.  Both  Qi  and  Q2  were  still  subject  to  ex- 
treme variance  if  missing  data  could  not  be  includ- 
ed. Accordingly,  a new  characteristic  called  Q3 
was  derived  by  assuming  that  any  symptom  which 
was  not  recorded  was  not  present;  that  any  labora- 
tory or  x-ray  film  finding  which  was  not  recorded 
did  not  change  until  such  change  was  made  evi- 
dent by  a new  scoring. 

Differences  were  derived  for  Q1;  Q2,  Q3,  and  Q4. 
These  differences  were  the  sum  and  average  over- 
all of  episodes  of  observation  of  all  patients  on  a 
given  course  of  drug  therapy.  The  largest  sample 
was  that  of  patients  in  control  periods  on  no  thera- 
py. No  grouping  smaller  than  5 patient  episodes 
on  a given  drug  was  utilized  in  the  analysis. 
These  average  differences  were  then  compared 
with  the  corresponding  differences  for  living  and 
dead,  and  the  sign  of  change  indicating  return  to 
normality  versus  approaching  death  were  utilized 
in  the  ranking  of  various  drugs  used  in  the  study. 

These  scores  were  then  compared  for  each  drug 
or  combination  of  drugs  as  against  a no-therapy 
episode  and  against  each  other  to  give  relative 
ranks. 

It  is  important  to  note  that  from  the  time  of  en- 
coding through  the  generation  of  relative  rank,  the 
drugs  were  only  a number,  and  personnel  deriving 
the  scores  were  not  aware  of  the  identity  of  specific 
drugs  being  ranked.  In  turn  the  encoders  were 
not  aware  of  the  criteria  for  good  and  bad  progno- 
sis since  these  were  computer  derived  from  the  pa- 
tients dying  during  the  study. 

Programming 

Details  of  the  programs  used  will  not  be  given  in 
detail  here.  Data  now  are  preserved  as  clinical 


The  number  of  intervals  pe 
case  is  not  constant  betwee  1 
cases.  The  difference  is  treat  j 
ed  in  absolute  terms. 


Total  is  sum  of  absolute  va 
ues. 


This  part  done  if  there  ai 
more  than  two  intervals. 

j 

Total  is  sum  of  absolute  va 
ues. 

-I 


This  is  the  absolute  sum 
differences  (Vi-V2),  (v2-v- 

• • • (Vn-l-Vn) 


The  possible  differences  a 
the  sum  of  the  possible  cod 
that  each  variable  can  ta 
on.  For  the  total  across  inte 
vals  the  actual  number 
intervals  encountered  is  US' 
not  the  possible  number  if  j 
cases  were  complete. 
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Name 


1 


CARD  0 

PRELIMINARY  EXAMINATION 


ID  No.  . 
Card  No. 


8 0 


Date  of  Exam  11 

(Mo.,  Day,  Yr.) 


Date  of  Birtl.  17 

(Mo.,  Day,  Yr.) 

Sex  23 

(1=M,  2=F) 


No.  of  previous  attacks  24 

(99=NA) 


Duration  of  condition  (in  Yrs . ) 26 
il  (99  = NA) 


General  Examination  Findings 


Temperature  48 

Diastolic  pressure  52 


G-U  Tract  Symptoms 
(Code:  0=NA,  l = No,  2=Yes  in 
past  only,  3=Yes  now) 


Frequency,  urgency,  nocturia  23 

^Burning,  dysuria  29 

Ecliauf f ement  (flashes)  30 

Hematuria  31 

Abdominal  pain  32 

Back  pain,  CVA  (flank)  pain  33 


(Code:  3=Yes  now  unspec,  4 = Yes  now 
sharp,  5=Yes  now  dull) 

Generalized  arthralgia  or  myalgia  34 


3-1  Tract  Symptoms 
(Code:  same) 

Constipation  

Diarrhea  


Inorexia  

Nausea,  vomiting 
„ iemorrhoids  .... 

;-V;l 

i-P  Symptoms 
(Code;  same) 

leadaches  


)izziness 


!rritabili 


ty 


ie  rvousness 


Ialaise , 

I 

’sychosis 


fatigue  . . . . 
or  neurosis 


:-jAther_  Symptoms 
(Code:  same) 

ever  

hills,  sweating 


35 

36 

37 
3G 
39 


40 

41 

42 

43 

44 

45 


46 

47 


Cystoscopy  Findings 
(Code:  0=NA,  l=No,  2=Yes) 

Trabeculation  55 

Elevation  of  bladder  neck  56 

Ureteral  orifice  abnormality  ..  57 

Other  ( ) 58 

Ureteral  calibration  59 


IVP  Findings 

IVP  (0=NA,  l=Neg.,  2=+L, 

3=+R,  4=+L&  R) 61 

Blunt,  Calyx  (Calyectasis)  ....  62 

Hydronephrosis/hydroureter  ....  63 

U-P  stricture  64 

U-V  stricture  65 

Ureteral  stricture  66 

Stone  67 

Significant  residual  (l  = Nb,  2=Yes)68 

Other  (5=bladder)(  ) 69 

Other  Examinations  Performed 
(Code:  0=Not  recorded,  l=Normal 


2-Abnormal) 

Cystograms  70 

Other  G-U  X-rays  R 71 

Other  G-U  X-rays  L 72 

Electrocardiogram  73 

Chest  X-ray  74 

Cystometries  75 

Pressure  flow  studies  76 

PSP  - 15  min.  (1st  reading)  ...  77 
PSP  - Total  79 


(continued) 
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CARD  1 

ID  No 1 

Card  No 8 1 


Other  Chemotherapy 
(Code:  0=NA,  l = No,  2 = Yes) 

Chloremphenicol  (Chloromycetin)  ...  11 


Cycloserine  (Seromycin)  12 

Erythromycin  13 

Furadantin  14 

Gantnsin  15 

Sulfadiazine  16 

Sulf amethoxypy razine  17 

Other  sulfa  drugs  ( ) 18 

Kanamycin  19 

Mandel amine  20 

Novobiocin  21 

Penicillin  (natural)  22 

Penicillin  (synthetic)  23 

Polymyxin  24 

Streptomycin  25 

Tetracyclines  (all  types)  26 

Vancomycin  27 

Neomycin  28 

Bacitracin  29 

Cephalosporin  30 

Other  I ( ) 31 

Other  II  ( ) 32 

Other  III  ( ) 33 


Drug  Habits 

(Code:  0 = NA,  l = Doesn't  use,  2=Uses 
sparingly,  3=Uses  excess.) 


Aspirin  34 

Corticosteroids  35 

Rauwolfia  36 

Barbiturates  37 

Digitalis  38 

Phenacetin  39 

Mercurials  40 

Diuretics  41 

Antacids  42 

Meprobamate  43 

Phenothiazines  44 

Vitamins  45 

Analeptics  46 

Other  I ( ) 47 

Other  II  ( ) 48 


G-U  Operations 

No.  of  operations  (99  = NA  49 

— (Oide:  Year  of  operation) 

Cystoscopy  51 

Dilat.  Urethra  53 

Dilat.  Bladder  55 

— Prostatectomy  57 

Stone-x-cystoscopy  59 

Stone-x-operation  61 

— Nephropexy  63 

Nephrectomy  65 

Other  ( ) 67 

Complicating  Conditions 


— (Code  A:  0=NA,  l=No,  2=Yes  in 

past  only,  3=Yes  now) 

— Stone  

(Code  B:  0 = NA,  l = Kidney,  2 = UP  junc- 
tion, 3=Ureter,  upper  3rd, 
4=Ureter,  middle  3rd,  5= 
Ureter,  lower  3rd,  6=UV 

— junction,  7=Bladder, 

8=Prosfate,  9=Urethra) 

— Stricture  

(Code  B:  0=NA,  1=UP  junction, 

2=Ureter,  3=UV  junction, 
4=Bladder  neck,  5=Urethra) 


73 

RPH  

74 

Neoplasm  (G-U  and  non  G-U)  . . 

75 

76 

77 

TB  (not  only  nenal)  

78 

79 

Other  ( 

) 80 

(continued) 
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ID  No. 


1 


CARD  2 


— 

Card  No 8 _2 

Blood  Test 

- RBC 11  . 

WBC 13 

- E3R 15 

- Hemoglobin  18 

' BUN 21 

FBS  24 

Reticulocytes  ....  27 

Uric  Acid  29 

Sodium  32 

Calcium  35 

Phosphorous  38 

Serum  Creatinine  . 40 
5G0T 43 

- !,DH  45 

-02  48  

Icid  Phosphatase  . 50 


Bilateral  Ureteral • Cul tures 
(Use  code  on  Card  4 except:  00  = NA 

88=Sterile) 

Right  Left 

53 55 

57 59  _ 

Urine  Culture  Before  Cystoscopy 

(Use  code  on  Card  4 except:  00=NA 

88=Sterile) 


61 

63 

Urine  Culture  After  Cystoscopy 

(Use  code  on  Card  4 except:  00=NA 

88=Steril e) 

65 

67 

Other  Cultures 

Source:  69  70 

(Code:  0=NA,  l=Ear,  nose  or  throat,  2=Blood, 
3=Wound,  4=Abscess,  5=Placenta, 
6=0ther  ( ) 

Resul t : 

(Use  code  on  Card  4 except:  00=NA 

88=Stenle) 

71 7 3 

1$ 77 

(continued) 


■ arts,  encoding  sheets,  punched  cards,  and  tape 
ending  further  enquiries  from  interested  investi- 
. : tors,  and  further  updating  of  ongoing  patients, 
^tails  can  be  obtained  from  Dr.  Dreyfus. 

Bsults 

Cluster  analysis.  Survey  of  drugs  by  clusters 
aowed  that  clusters  demand  individual  therapy. 
Cluster  I almost  any  drug  is  useful.  In  Cluster 
nitrofurantoin  (Furadantin),  penicillin,  strepto- 
ycin,  nalidixic  acid  (Negram),  and  cranberry 
ice  only  are  useful.  In  Cluster  III,  all  drugs  sur- 
yed,  except  nalidixic  acid  and  chlormerodrin 
1 ieohydrin),  are  of  value.  In  Cluster  IV,  all  drugs 


except  nitrofurantoin  and  chlormerodrin  are  use- 
ful. 

Clinic  versus  private  patients.  On  the  basis 
of  Qi,  Q2,  Q3,  Q4,  and  their  average  differences, 
drugs  can  be  ranked  for  both  groups  of  patients 
and  quite  comparable  results  confirmed  that  the 
samples  could  be  mixed  for  overall  evaluation 
(Table  I). 

Single  drugs.  Drug  ranks  were  derived  on  the 
basis  of  the  average  difference  of  Qi,  Q2,  Q3,  and 
Q4  patients  studied  since  1965  (Table  II). 

On  the  basis  of  the  difference  of  Qi  from  those 
patients  receiving  no  drug  the  ranking  is:  (1)  sul- 
fisoxazole  (Gantrisin);  (2)  sulfadiazine:  (3)  methe- 
namine  mixture;  (4)  methenamine  mandelate 
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ID  No. 


1 


CARD  3 


Card  No. 


8 3 


Urinalysis 

Cath. 
Spec.  #1 

Cath. 
Spec.  #2 

Clean 
catch  #1 

1 

Specific  Gravity  

11  . 

28  . 

45  . 

62  . 

PH  

(0=NA , l=Alk. , 2=Acid,  3=Neutral) 

14  _ 

31 

48  _ 

65 

Glucose  

( 0 = NA , l=No,  2 = Yes) 

15  _ 

32  . 

49  _ 

66 

Albumin  

( 0 = NA , l=None,  2 = Trace,  3=+l , 

4=+2 , 5=+3,  6 = + 4) 

16  _ 

33  _ 

50  _ 

67 

Bacteria  

(0=NA,  l=None,  2=+l  (few),  3=+2 , 
4=+3,  5=+4) 

17 

34  _ 

51 

68 

RBC  

(0=NAf  l=None,  2=1-4,  3=5-19, 
4=20-30,  5=0cc.,  6=Few,  7=Mod. , 
8=Many,  9=Loaded  or  packed) 

18 

35  _ 

52 

69 

WBC  

(Code  same  as  for  RBC) 

19 

36 

53  _ 

70 

Crystals  

(0=NA,  l=No,  2=Yes  unspec. , 
3=0cc.,  4=Few,  5=Many) 

20 

37 

54  _ 

71 

Casts  

(0=NA,  l=No,  2=Yes  unspec., 
3=Hyaline,  4=RBC,  5=WBC, 

6=Waxy  (fatty) , 7=Granular, 
3=Renal  failure,  9=Epithelial) 

21 

38 

55 

72 

WBC  Clumps  

(0=NA,  l=No,  2=Yes  unspec., 
3=Small,  4=Large) 

22 

39 

56  _ 

73 

24-hour  Urine  Protein  (in  gms.)  . . . 

23 

40 

57 

74 

12-hour  Cone.  Test  (Sp.  Gray.)  ... 

25  . 

42  . 

59  . 

76  . 

(continued) 


(Mandelamine);  (5)  cranberry  juice;  (6)  nalidixic 
acid;  (7)  methenamine)  (8)  colistin  sulfate  (Coly- 
mycin);  (9)  methenamine  mixture;  (10)  nalidixic 
acid;  (11)  cranberry  juice;  (12)  nitrofurantoin;  and 
(13)  tetracycline. 

Average  differences  of  Q,(  were  utilized  for  an 
additional  listing.  This  was  for  private  patients 
since  1965  and  is  as  follows:  (1)  tetracycline;  (2) 
sulfisoxazole;  (3)  methenamine  mixture;  (4)  me- 
thenamine; (5)  cranberry  juice;  (6)  penicillin;  (7) 
sulphadiazine;  (8)  methenamine  mandelate;  (9) 
nalidixic  acid;  (10)  chloramphenicol;  (11)  erythro- 
mycin; and  (12)  nitrofurantoin. 

These  figures  were  then  combined  with  the  clin- 
ic patients  since  1965,  and  the  following  ranking 
emerged:  (1)  tetracycline;  (2)  sulfisoxazole;  (3) 


erythromycin;  (4)  cranberry  juice;  (5)  nalidixi 
acid;  (6)  methenamine  mandelate;  (7)  methena 
mine  mixture;  (8)  nitrofurantoin;  (9)  penicillir 
(10)  sulphadiazine;  and  (11)  chloramphenicol. 

It  must  be  emphasized  that  there  was  shifting  c 
position  of  erythromycin,  penicillin,  and  tetracj 
cline  between  private,  clinic,  and  combined  dati 
This  suggested  a significant  difference  in  the  usag 
of  the  drugs  under  specific  circumstances.  It 
felt  that  in  the  earlier  data,  tetracyclines  wei 
quite  often  prescribed  without  knowledge  of  sp< 
cific  bacterial  sensitivity,  and  this  may  account  f( 
the  poor  showing  of  the  tetracyclines  in  some  stuc 
ies.  This  must  be  confirmed.  The  validity  of  C 
and  Q2  in  their  present  form  must  be  closely  exan 
ined. 
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CARD  4 


Urine  Culture,  Drug  Therapy,  and  Sensitivity  Studies 


ID  No 1 

Card  No 8 4 


Code  for  bacteria  found  and  tested: 


99- NA 

00- Sterile 

01- Aerobacter 

02- Klebsiella 

03- Escherichia  coli 

04- Escherichia 

f reundii 

05- Escherichia 

intermedia 


06- Proteus  vulgaris 

07- Proteus  morganii 

08- Pseudomonas 

09- Paracolon 

10- IIemophilus 

11- Alcaligenes 

12- Staph  (all  types) 


13- B  Strep 

1 4- A  Strep  (viridans) 

15- G  Strep 

16- Anaerobic  Strep 

17 - Enterococcus 

18- Gaff kya 

19- Sarcina 


20- Gonococcus 

21- Fungus  (all  types 

inc.  yeast) 

22- Pleuro  Pneumonia- 

like organisms 

23- Other  I ( ) 

24- Other  II  ( ) 

25- Other  El ( ) 


Sensitivity  code:  0=Not  tested,  l=Resistant,  2=Sensitive 


Bacteria  found  11 

Drug  code 

01  Gantrisin  13 

02  Sulfadiazine  14 

03  Sonilyn  15 

04  Sulla  (AHR)  16 

05  Abbott  Sulfa  1 8908 (Methoxypy razine) . . 17 

06  Mesulfin 

07  Roache  4393  18 

08  Anturane 

09  Mandelamine  19 

10  Methenamine  20 

11  Hippramine  21 

12  Cranberry  22 

13  Neohydrin 

14  NegGram  (WIN  18320)  23 

15  Furadantin  24 

16  yogurt 

17  Maltosupex 

18  Erythromycin  25 

19  Tetracyclines  (all  types)  26 

20  Chloramphenicol  (Chloromycetin)  ....  27 

21  Penicillin  (natural)  28 

22  Penicillin  (synthetic)  29 

23  Cephalosporin  30 

24  Streptomycin  31 

25  Kanamycin  32 

26  Polymyxin  33 

27  Colymycin  34 

20  Cycloserine  (seromycin)  35 

29  Novobiocin  36 

30  PAS 

31  INH 

32  Neomycin  37 

33  Other  I ( ) 38 

34  Other  II  ( < ) 29 


Drugs  used  in  therapy 
(NA=99,  None-00) 


40 


42 

43 

44 

45 

46 

47 

48 

49 

50 

51 

52 

53 


54 

55 

56 

57 

58 

59 

60 
61 
62 

63 

64 

65 


66  _ 

67  Duration  of  therapy 

68  (in  weeks) : 
(NA=99,  None=00) 

69  75 

71 77  ~ 

73  79 


( continued ) 
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CARD  5 

ID  No 1 

Card  No 8 5 

Stool  Culture  Cause  of  Death 

(Code:  0=NA,  l = No,  2=Yes) 

Aerobacter  11 

E.  Coli  12 

Proteus  13 

Pseudomonas  14 

Enterococcus  15  ~ Code : Pyelonephritis 

— 01-Chronic,  R & L 

Candida  16  n 

— 02-Chronic,  R 

Lactobacillus  17  _ 03-Chronic,  L 

Shigella  18  04-Acute,  R & L 

Salmonella  19  05-Acute,  R 

Other  I ( ) 20  06-Acute,  L 

Other  II  ( ) 21  ~ 07-Sub-acute , R & 

— 08-Sub-acute,  R 

09-Sub-acute,  L 


37 

39 

41 

43 

45 


(primary) 


Serum  Antibodies 
(Code:  same) 


Other  I ( 
Other  II  ( 


10-Other  type  of  Pyelonephritis 
( ) 


13-Non  G.U, 


22 

11-Septicemia 

23 

12-Arteriosclerot 

24 

Disease 

Carcinoma 

25 

14-Bladder 

26 

15-Prostate 

27 

16-Other  G-U 

2C 

17-Other  I ( 

29 

18-Other  II  ( 

19-Other  III  ( 

30 

31 

99-NA 

Renal  Pathology 

How  obtained  32 

(Code:  0=NA,  l=Renal  biopsy, 

2=Nephrectomy , 3=Autopsy) 


Date  Last  Seen 


Findings : 


Code 

Code 


Right 

33 

35 


Left 

34 

36 


Code  A 


Reason 
(Code ; 


47 


53 


0=NA,  l=Death,  2=Cured, 
3=Did  not  return) 


0- NA 

1- Acute  Pyelonephritis 

2- Sub-acute  Pyelonephritis 

3- Chronic  Pyelonephritis 

4- Healed  Pyelonephritis 

5- Chronic  Healed  Pyelonephritis 

6- Other  ( ) 

7- Normal  Kidney 

Code  B 

0- NA 

1 - Focal 

2- Dif fuse 

3- Unspecif ied 

Appendix  IV.  ABDIF  procedure  cards 
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TABLE  I.  Pyelonephritis  project — significant  variables 


Clusters 

Card 

Columns 

Value 

Cluster  I 

Bacteria 

2 

53  to  68 
(eight 
sets  of  2 
col.) 

Any  01  to  55 
in  any  set 

3 

17,34,51,68 

Any  3,  4 or  5 

4 

11  to  12, 
40  to  41 

Any  01  to  55 

Obstruction 

0 

55  to  57 

Any  2 

0 

61  to  67 

Any  2 to  4 

0 

68 

2 

0 

69 

Any  2 to  5 

0 

70  to  72 

Any  2 

0 

75  to  76 

Any  2 

0 

77  to  78 

Less  than  25 

0 

79  to  80 

Less  than  55 

1 

69 

2 or  3 

1 

71 

2 or  3 

Urine  white  blood 

3 

19,36,53,70 

4,8  or  9 

count 

23,39,56,73 

2,3  or  4 

Elevated 

erythrocyte 

2 

15  to  17 

Greater  than 
10 

sedimentation 

rate 

Cluster  II 

Chills 

0 

47 

2 or  3 

Fever 

0 

46 

2 or  3 

Pain — Abdominal 

0 

32 

2 or  3 

Pain — Back 

0 

33 

2 to  5 

Cluster  III 

Pain — Abdominal 

0 

32 

3 

Pain — Back 

0 

33 

3 

Nausea 

0 

38 

3 

Cluster  IV 

Bacteria 

2 

53  to  68 
(eight 
sets  of 
two  col.) 

Any  01  to  55 
in  any  set 

3 

17,34,51,68 

2 to  5 

4 

11  to  12 
40  to  41 

Any  01  to  55 

Urine  red  blood 

3 

18,35,52,69 

3 to  9 

count 

The  effect  of  single  drugs,  and  the  ranking  of 
these  drugs  against  each  other  can  be  carried  out 
with  Q3  and  Q4,  but  in  some  less  commonly  used 
drugs  fails  to  carry  any  validity. 

Single  versus  multiple  drugs.  On  the  basis  of 
Q3  and  Q4,  comparisons  can  be  made  of  single- 
drug, double-drug,  and  triple-drug  therapies. 

Selected  combinations  seem  to  have  consider- 
able merit.  It  is  interesting  to  compare  number  6 
methenamine  mixture  with  number  1 sulfisoxazole 
combined  with  methenamine  mandelate,  number 
9.  The  dosage  level  of  the  second  combination  is 
close  to  double  that  of  the  first,  and  yet  the  result 
is  about  the  same.  Acidification  of  the  urine  with 
cranberry  juice  improves  the  efficacy  of  methena- 
mine mandelate  and  methenamine  mandelate-sul- 
fonamide  combinations  but  not  nitrofurantoin 
nalidixic  acid.  Sulfisoxazole  combined  with  tetra- 
cyclines are  so  effective  as  to  suggest  synergism,  as 
is  the  combination  of  sulfisoxazole  and  nalidixic 


TABLE  II.  Rank  (All  Clusters  Combined) 


Drug  AQi  AQ,  aQ3  AQi  Final 


Tetracycline 

8 

12 

1 

1 

2 

Methenamine 

12 

7 

4 

2 

5 

Sulfisoxazole 

1 

5 

2 

5 

1 

Methenamine 

4 

4 

8 

1 

3 

mandelate 

Penicillin 

10 

2 

6 

3 

4 

Methenamine 

3 

8 

3 

7 

6 

mixture  tablets 
(Mesulfin) 

Cranberry 

5 

10 

5 

8 

7 

Erythromycin 

12 

1 

11 

4 

9 

Nalidixic  acid 

6 

9 

9 

6 

10 

Sulfadiazine 

2 

6 

7 

9 

8 

Chloramphenicol 

9 

3 

10 

11 

11 

Nitrofurantoin 

7 

11 

12 

10 

12 

acid.  Any  two  drugs  together  are  better  than  no 
drug,  but  three  drugs  together  are  almost  value- 
less. 

The  addition  of  sulfinpyrazone  (Anturane) 
number  8 to  sulfadiazine  number  2 crossover  clini- 
cal study  had  previously  suggested  this. 

Drugs  versus  organism.  Specific  rankings 
against  organisms  did  not  elicit  many  surprising 
findings,  but  served  to  confirm  that  clinical  results 
could  usually  be  predicted  by  disk  or  better  by 
tube  dilution  sensitivities. 

An  independent  computer  program  devised  and 
run  by  another  data-handling  group  with  different 
and  more  rigorous  criteria,  showed  that  methena- 
mine mixture  was  statistically  more  effective  in 
rendering  urine  cultures  negative  than  methena- 
mine mandelate  or  sulfisoxazole  alone,  but  not  sig- 
nificantly superior  to  methenamine  or  cranberry 
juice  alone  (Ayerst  study). 

Comment 

The  classification  of  patients  within  clusters  has 
precedent  and  prognostic  value  as  well  as  some  di- 
rective value  as  to  medication.1-3  The  Cluster  III 
and  IV  patients  appear  to  comprise  the  “relaps- 
ing” pyelonephritis  patients  that  can  be  duplicat- 
ed experimentally4  and  in  whom  bacterial  antigen 
can  be  demonstrated  interstiiially.5  Our  service 
policy  has  been  against  needle  biopsy  because  of 
proved  hazards,6  and  we  have  been  forced  to  prove 
upper-tract  infection  by  meticulous  ureteral  urine 
sampling.  Our  study  of  serum  antibodies  was  a 
limited  one  and  insufficient  for  such  firm  declara- 
tions as  have  been  made  by  others.7  There  is  no 
consistent  failure  to  produce  immune  globulins  in 
the  groups  with  the  worst  prognosis.  The  sugges- 
tion has  been  made  that  a failure  in  cellular  immu- 
nity may  account  for  the  persistence  of  bacterial 
antigens  and  subsequent  fibrosis.8  No  confirma- 
tory data  were  derived  in  this  study.  There  are  in 
this  sample,  however,  Cluster  IV  patients  who  un- 
derwent intensive  surveillance,  change  in  life  style 
to  diminish  tension  and  fatigue,  and  consistent  an- 
tibacterial therapy  whose  progressive  disease  has 
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been  arrested  for  over  ten  years. 

Fifty-eight  per  cent  of  our  kidney  stone  patients 
are  infected  at  one  time  or  another,  and  it  is  im- 
portant to  point  out  that  most  of  our  stone  pa- 
tients with  infection  fall  in  Cluster  I and  that  in 
many  patients,  contrary  to  common  opinion,  ster- 
ilization of  the  urine  could  almost  always  be  ac- 
complished with  appropriate  therapy  even  with 
the  stones  in  situ.9  In  at  least  2 patients  with 
blocked  kidneys,  infection  was  overcome  even 
without  drainage,  by  intensive  intravenous  medi- 
cation judiciously  chosen.10 

Although  we  have  shown  antibacterial  activity 
in  the  urine  of  patients  ingesting  cranberry  juice, 
in  part  due  to  aminohydroxybutyric  acid,11  the 
dose  of  one  quart  of  “cocktail”  (2  parts  water  : 1 
part  cranberry  juice)  is  not  sufficient  to  make  their 
urine  bacteriocidal,  but  reasonably  bacteriostatic 
to  make  it  effective  therapeutically. 

The  role  of  prophylactic  medication  cannot  be 
determined  unequivocally  in  this  study,  but  drugs 
that  consistently  adversely  affect  Q3  and  Q4  across 
a long  run  of  episodes  more  than  no  therapy  what- 
soever must  be  regarded  as  not  only  probably  value- 
less, but  perhaps  dangerous.  As  previously  ex- 
plained, this  varies  with  the  type  of  patient,  and  in 
Clusters  III  and  IV  where  prognosis  is  the  worst, 
nalidixic  acid,  nitrofurantoin,  and  chlormerodin 
should  be  avoided. 

In  our  original  study  the  worst  prognostic 
changes  in  the  patients  later  dying  in  the  study 
were  rising  blood  urea  nitrogen  and  diastolic  blood 
pressure,  persistent  infection,  and  more  ominous- 
ly, persistent  presence  of  a greater  than  10  red 
blood  cells  per  high-power  field  in  even  uninfected 
urine  indicating  a continuing  interstitial  inflam- 
matory process.1  In  this  study  significant  vari- 
ables are  shown  in  Table  I. 

Limited  results  by  the  other  data-handling 
group  indicated  that  of  the  drugs  on  which  suffi- 


Prognosis after  colonic  resection  for 
Crohn’s  disease  of  the  colon 

A review  by  F.  Warren  Nugent,  M.D.,  and  his  asso- 
ciates at  the  Lahey  Clinic  Foundation  and  the  New  En- 
gland Deaconess  Hospital,  Boston,  Massachusetts  (Gas- 
troenterology 65:  398  ( 1973))  covering  a three-year  period 
(1957  to  1959)  with  follow-up  averaging  12.8  years  of  44 
patients  with  Crohn’s  disease  of  the  colon,  indicates  that 
the  prognosis  after  ileostomy  and  proctocolectomy  is 
very  good  and  that  recurrence  is  unusual  provided  all 
disease  is  resected.  Of  the  44  patients,  33  eventually 


cient  data  existed,  only  sulfisoxazole  favorably  af- 
fected the  blood  urea  nitrogen  and  microscopic  he- 
maturia as  compared  with  no  drug,  and  methena- 
mine  mixture  had  the  best  score  on  eradicating  in- 
fection. No  antibacterial  medications  helped 
blood  pressure,  as  might  have  been  expected. 


Summary 

A significant  group  of  chronic  urinary  tract  in- 
fections were  studied  prospectively  for  five  years 
or  more  and  were  classified  by  their  symptomatic 
and  laboratory  characteristics.  Specific  medica- 
tions were  examined  for  efficacy  in  changing  the 
downhill  course  of  the  patients  in  the  four  main 
groups  of  patients. 

There  was  considerable  evidence  that  multiple- 
drug  therapy  had  merit. 

References 


1.  Zinsser,  H.  H.:  Patient  derived  autodefinition  of  dis- 
ease, in  Jacquez;  J.  A.,  Ed:  The  Diagnostic  Process,  Ann 

Arbor,  University  of  Michigan  Press,  1964,  p.  103. 

2.  Idem:  [The  taxonomic  structure  of  medical  informa- 

tion and  its  usefulness  in  this  form],  Meth.  Inform.  Med.  4: 112 
(1965)  (Ger.). 

3.  Kleeman,  C.  R.,  Hewitt,  W.  L.,  and  Guze,  L.  B.:  Pyelo- 
nephritis, Medicine  39:  3 (1960). 

4.  Seneca  H.,  Zinsser,  H.  H.,  and  Lattimer,  J.  K.:  Experi- 
mental enterococcal  pyelonephritis:  I.  Effect  of  tetracycline, 
prednisone,  and  tetracycline  plus  prednisone,  J.  Urol.  87:  213 
(1962). 

5.  Aoki,  S.,  Imamura,  S.,  Aoki,  M.,  and  McCabe,  W.  R.: 
“Abacterial”  and  bacterial  pyelonephritis:  immunofluorescent 
localization  of  bacterial  antigen,  New  England  J.  Med.  281: 
1375  (1969). 

6.  Hampers,  C.  L.,  and  Prager,  D.:  Massive  bleeding  ten 
days  after  renal  biopsy,  A.M.A.  Arch.  Int.  Med.  114:  782  (1964). 

7.  Kass,  E,  H.:  Progress  in  Pyelonephritis,  Philadelphia, 
F.  A.  Davis  Co.,  1965. 

8.  MacKaness,  G.  B.:  Cell  mediated  immunity  to  infec- 
tion, Hosp.  Pract.,  1970,  p.  73. 

9.  Zinsser,  H.  H.,  et  al.:  Management  of  infected  stones 
with  acidifying  agents,  New  York  State  J.  Med.  68:  301  (1968). 

10.  Zinsser,  H.  H.:  Nalidixic  acid  in  acute  and  chronic  uri- 
nary tract  infections,  M.  Clin.  North  America  54: 1347  (1970). 

11.  Idem:  Cranberry  Research  Seminar,  Hanson,  Ocean 

Spray,  1966,  p.  5. 


had  total  proctocolectomy  and  ileostomy,  and  of  these 
33  only  1 (3  per  cent)  had  recurrence  of  disease.  The 
authors  caution  that  care  must  be  taken  to  differentiate  J 
recurrent  Crohn’s  disease  from  ileal  stomatitis.  In  all 
1 15  cases  with  inflammatory  disease  of  the  colon  is  nol 
greatly  different  from  Crohn’s  disease  or  ulcerative  coli 
tis.  The  need  for  ileostomy  revision  occurs  with  equa 
frequency  in  the  two  groups,  but  only  an  occasional  pa 
tient  with  Crohn’s  disease  can  be  expected  to  develop 
recurrent  ileal  disease.  When  anastomosis  was  done  irl 
Crohn’s  disease,  however,  recurrence  developed  in  tw<| 
thirds  of  the  patients,  usually  leading  to  further  resec  j 
tion. 
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Catapres  Man. 

He  doesn’t  have 
to  compromise 
his  renal  function 
to  lower  his 
blood  pressure. 

Renal  blood  flow  and  glomerular 
filtration  rate  are  essentially  unchanged 


Catapres  lowers  blood  pressure  without  compromising 
kidney  function. 

Onesti  et  a/.1  report,  for  example,  that  Catapres  produced 
marked  reductions  in  mean  arterial  pressure  without  sig- 
nificantly altering  renal  hemodynamics  (see  chart). 

The  investigators  concluded:  “This  is  an  extremely  favor- 
able pharmacodynamic  effect,  especially  in  view  of  the 
fact  that  a decrease  in  renal  blood  flow  and  glomerular  fil- 
tration rate  ordinarily  follows  acute  blood  pressure 
reduction.”1 

Catapres.  A major  new  antihypertensive  agent.  Try  it. 
Because  how  you  lower  blood  pressure  can  make  a 
difference. 


Renal  hemodynamic  effects  of  Catapres  in  7 hypertensive  patients 


Renal  Blood  Flow  (ml/min) 


Glomerular  Filtration  Rate  (ml/min) 
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Tablets  o(  0 1 mg  and  0.2  mg 

Indication:  The  drug  is  indicated  in  the  treatment  ol  hyperten- 
sion. As  an  antihypertensive  drug,  Catapres  (clonidine  hydro- 
chloride) is  mild  to  moderate  in  potency.  It  may  be  employed  in 
a general  treatment  program  with  a diuretic  and/or  other  antihy- 
pertensive agents  as  needed  (or  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating 
a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  ol  embryotoxic  findings  in  animals, 
and  since  information  on  possible  adverse  effects  in  pregnant 
women  is  limited  to  uncontrolled  clinical  data,  the  drug  is  not 
recommended  in  women  who  are  or  may  become  pregnant  unless 
the  potential  benefits  outweigh  the  potential  risk  to  mother 
and  fetus. 

Usaga  In  Children:  No  clinical  experience  is  available  with  the 
use  of  Catapres  (clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydro- 
chloride), reduce  the  dose  gradually  over  2 to  4 days  to  avoid 
a possible  rapid  rise  in  blood  pressure  and  associated  sub- 
jective symptoms  such  as  nervousness,  agitation,  and  headache 
Patients  should  be  instructed  not  to  discontinue  therapy  with- 
out consulting  their  physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  recorded  after  cessation  of 
clonidine  hydrochloride  therapy.  A causal  relationship  has  not 
been  established  in  these  cases.  It  has  been  demonstrated  that 
an  excessive  rise  in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine  hydrochloride  therapy  or 
by  intravenous  phentolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance 
the  CNS-depressive  effects  of  alcohol,  barbiturates  and  other 
sedatives.  Like  any  other  agent  lowering  blood  pressure,  cloni- 
dine hydrochloride  should  be  used  with  caution  in  patients  with 
severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients 
treated  with  Catapres  (clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except  for  some  dryness  of 
the  eyes,  no  drug-related  abnormal  ophthalmologic  findings  have 
oeen  recorded  with  Catapres,  in  several  studies  the  drug  pro- 
j duced  a dose-dependent  increase  in  the  incidence  and  severity 
of  spontaneously  occurring  retinal  degeneration  in  albino  rats 
treated  for  6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth, 
frowsiness  and  sedation.  Constipation,  dizziness,  headache,  and 
atigue  have  been  reported.  Generally  these  effects  tend  to 
fiminish  with  continued  therapy.  The  following  reactions  have 
reen  associated  with  the  drug,  some  of  them  rarely.  (In  some 
nstances  an  exact  causal  relationship  has  not  been  established.) 
These  include:  Anorexia,  malaise,  nausea,  vomiting,  parotid  pain, 
Tiild  transient  abnormalities  in  liver  function  tests;  one  report  of 
rossible  drug-induced  hepatitis  without  icterus  and  hyperbili- 
ubinemia  in  a patient  receiving  clonidine  hydrochloride,  chlor- 
halidone  and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood  glucose,  or  serum 
:reatine  phosphokinase;  congestive  heart  failure,  Raynaud's 
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rocardiographic  abnormalities  manifested  as  Wenckebach  period 
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minished or  absent  reflexes  and  vomiting  followed  the  accidental 
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Iren  from  19  months  to  5 years  of  age.  Gastric  lavage  and  ad- 
ninistration  of  an  analeptic  and  vasopressor  led  to  complete 
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pursuing  the  wisdom  of  this  learned  scholar  and  physi- 
cian who  lived  nearly  a thousand  years  ago.  James  H. 
Wall,  M.D. 

Todd-Sanford  Clinical  Diagnosis  by  Laboratory 
Methods.  Fifteenth  edition.  Edited  by  Israel  David- 
sohn,  M.D.,  and  John  Bernard  Henry,  M.D.  1,433 
pages,  illustrated.  Philadelphia,  Pa.,  W.  B.  Saunders 
Company,  1974.  Cloth,  $28. 

The  fifteenth  edition  of  this  important  book  was  pub- 
lished in  April,  1974.  This  is  probably  the  most  widely 
read  publication  in  the  speciality  of  clinical  pathology. 

Under  multiple  authorship  since  1963,  this  book  has 
attempted  to  keep  pace  with  the  many  new  develop- 
ments in  the  rapidly  expanding  field  of  laboratory  medi- 
cine. Appropriately,  the  present  edition  begins  with  a 
chapter  on  quality  control  and  ends  with  a new  chapter 
on  “Clinical  Laboratory  Computerization.” 

Many  chapters  have  been  enlarged.  The  sections  on 
“Nuclear  Medicine,”  “Lipid  Chemistry,”  “Endocrine 
Measurements,”  and  “Toxicology”  have  been  particu- 
larly expanded.  The  section  on  toxicology  now  forms  a 
new  chapter  which  includes  timely  discussions  on  sub- 
stances such  as  “Hallucinogens”  and  “Cocaine.”  The 
chapter  on  hematology  now  irrcludes  a new  “addendum” 
on  the  “Ultrastructure  of  Blood  Cells.”  In  spite  of  the 
many  additions,  the  increase  in  the  book  volume  has 
been  relatively  modest.  The  editors  have  eliminated 
certain  topics  such  as  “The  Microscope,”  “The  Planning 
of  a Medical  Diagnostic  Laboratory,”  and  “Vaccines  and 
Diagnostic  Skin  Tests.”  The  interesting  section  on  the 
history  of  clinical  pathology  as  a medical  speciality  in 
the  U.S.  (written  by  the  senior  editor)  has  also  been  de- 
leted. The  loss  of  these  sections  is  unfortunate,  but  it 
was  presumably  necessary  to  keep  a one  volume  format. 

This  is  a most  useful  book  for  pathologists,  clinical 
laboratory  scientists,  and  technologists.  The  students 
and  practitioners  of  medicine  who  seek  concise  and  well 
written  references  on  interpretation  of  laboratory  data 
will  find  several  chapters  of  this  book  (such  as  those  on 
the  diseases  of  the  liver  and  pancreas  and  enzymology) 
most  helpful. 

The  book  may  be  consulted  as  a source  of  essential  in- 
formation in  virtually  every  subspeciality  of  Laboratory 
Medicine.  Iradge  Argani,  M.D. 

Annals  of  the  New  York  Academy  of  Sciences.  Vol- 
ume 230,  March  18,  1974.  Paraneoplastic  Syn- 
dromes. Editor  and  Conference  Chairman,  Thomas  C. 
Hall.  577  pages,  illustrated.  New  York,  N.Y.,  The  New 
York  Academy  of  Sciences,  1974.  Paper,  $51. 

This  is  a compilation  of  a series  of  papers  given  at  a 
conference  entitled  International  Conference  on  the 
Paraneoplastic  Syndromes  held  by  the  New  York  Acad- 
emy of  Sciences  in  March,  1973.  The  editor.  Dr.  Hall, 
has  allowed  an  unusually  broad  interpretation  of  the 
term  paraneoplastic  so  that  many  additional  syndromes 
are  discussed  that  are  not  usually  considered  under  this 
heading. 

The  book  will  serve  as  a valuable  reference  source  for 
oncologists  as  well  as  those  endocrinologists  and  neurol- 
ogists who  have  an  interest  in  cancer  but  the  price  for 
this  paper  back  will  probably  necessitate  these  refer- 
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An  increase  in  the  severity  of  asthma  in  child- 
hood has  been  reported  both  here  and  abroad; 
more  children  are  dying  of  asthma,  and  more  cases 
of  asthma  are  being  admitted  to  hospitals.1 
Whether  this  reflects  more  cases,  more  severe  dis- 
ease, or  both,  has  not  been  established.  If  the  dis- 
ease has  become  more  severe  without  becoming 
more  common,  iatrogenic  factors  would  be  suspect; 
some  investigators  have  suggested  that  corticoste- 
roids and  aerosol  bronchodilators  may  be  responsi- 
ble for  an  increase  in  morbidity  and  mortality.2’3 

Childhood  asthma  has  become  a major  public 
health  problem  in  The  Bronx.  There  appears  to 
have  been  a sharp  increase  in  cases  of  life-threat- 
ening asthma,  and  these  most  seriously  ill  cases 
seem  to  be  appearing  in  younger-age  groups.  In 
children  enrolled  in  a comprehensive  care  project, 
asthma  is  the  second  most  common  chronic  health 
problem  (after  school  and  behavior  disorders). 
The  following  study  was  done  to  confirm  the  im- 
pression of  an  increase  in  numbers  of  severe  cases, 
to  determine  whether  there  has  been  a shift  in  age 
distribution  of  children  with  asthma,  and  to  study 
the  demographic  characteristics  of  children  with 
asthma. 

Materials  and  methods 

Hospital  admissions.  The  number  and  ages  of 
patients  admitted  to  the  Bronx  Municipal  Hospi- 
tal Center  with  the  diagnosis  of  “asthma”  between 
1962  and  1972  were  tabulated  from  admission  log 
books  on  the  three  pediatric  wards.  No  admission 
with  the  diagnosis  of  asthma  was  excluded.  Pa- 
tients admitted  more  than  once  were  counted 
more  than  once. 


Demographic  study.  A survey  of  children 
with  asthma  was  begun  in  the  summer  of  1971  in 
the  pediatric  emergency  room  of  the  Bronx  Munic- 
ipal Hospital  Center.  For  this  purpose,  asthma 
was  defined  as  a recurrent,  obstructive  respiratory 
episode  with  wheezing  audible  by  stethoscope. 
Patients  with  fever  were  excluded.  It  was  not  pos- 
sible to  confine  the  survey  to  consecutive  patients 
with  asthma.  Whenever  the  survey  questionnaire 
was  completed  for  a patient  with  asthma,  the  same 
questionnaire  was  then  completed  for  the  next  pa- 
tient (with  any  diagnosis)  seen  by  the  same  physi- 
cian, and  these  patients  made  up  a control  group. 
Comparisons  between  50  asthmatic  patients  anc 
50  controls  were  made  with  respect  to  age,  sex, 
ethnic  origin,  number  of  siblings,  birth  order,  and, 
as  an  index  of  socioeconomic  status,  the  number  of 
people  per  room  in  the  patient’s  dwelling. 

Results 

The  number  of  pediatric  patients  with  asthma 
admitted  to  the  Bronx  Municipal  Hospital  Centei 
each  year  between  1962  and  1972  are  shown  in  Fig- 
ure 1A.  Admissions  for  asthma  increased  ever} 
year  until  1971,  and  over  the  entire  ten-year  peri- 
od the  number  of  children  admitted  annually  foi 
asthma  rose  15-fold,  accounting  for  an  increasec 
percentage  of  total  pediatric  admissions.  The  age 
distribution  of  children  admitted  for  asthma  each 
year  between  1962  and  1972  is  shown  in  Figure  IB 
The  shape  of  the  distribution  appears  fairly  con 
stant  over  the  entire  ten-year  period. 

The  demographic  characteristics  of  asthmatic 
and  control  patients  seen  in  the  pediatric  emer 
gency  room  are  presented  in  Table  I.  The  ethnic 
composition  of  the  two  groups  was  nearly  identi 
cal.  Asthmatic  children  were  predominately  male 
the  nearly  even  division  between  males  and  fe 
males  among  controls  is  evidence  for  the  validity 
of  the  control  sample.  Asthmatic  patients  were 
on  the  average,  older  than  other  patients  seen  ii 
the  pediatric  emergency  room,  who  were  mostly 
toddlers  with  upper-respiratory  infections.  There 
were  virtually  no  differences  between  asthmati* 
patients  and  controls  in  family  size,  birth  order 
number  who  were  firstborn,  or  socioeconomic  sta 
tus,  as  measured  by  average  number  of  people  pe 
room  in  the  family  dwelling. 

Comment 

The  increase  in  pediatric  admissions  for  asthm; 
between  1962  and  1972  at  the  Bronx  Municipa 
Hospital  Center  could  have  been  influenced  b; 
factors  other  than  a real  increase  in  number  o 
cases  of  severe  asthma.  Staff  physicians  may  hav 
eased  criteria  for  admission,  or  a small  number  o 
patients  with  many  repeated  episodes  might  hav 
accounted  for  some  fraction  of  the  annual  increase! 
The  population  seeking  admission  to  the  hospita 
changed  over  the  ten-year  period,  both  in  number 
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FIGURE  1.  (A)  Graph  depicting  pediatric  admissions  for 

asthma  to  Bronx  Municipal  Hospital  as  compared  with  total 
pediatric  admissions  for  ten-year  period  1962  to  1972. 
(B)  Graph  illustrating  age  distribution  of  child  asthma  pa- 
tients over  same  ten-year  span. 

and  composition,  but  the  stability  of  the  annual 
total  number  of  admissions  for  all  causes,  and  the 
fact  that  asthmatic  patients  in  our  survey  were  like 


:e:  TABLE  I. 


Demographic  characteristics  of  asthmatic  and 
control  patients 


Category 

Asthmatic 

Control 

Ethnic  group 

White 

11 

10 

Black* 

16 

13 

Puerto  Rican  t 

23 

26 

Other 

0 

1 

Sex 

Male 

38 

26 

Female 

12 

24 

Age  (average  in  years) 

8.1 

4.9 

Number  of  siblings  (average) 

2.35 

2.32 

Birth  order  (average) 

2.08 

2.20 

Number  firstborn 

22 

22 

Rooms/people 

1 

0.95 

* Afro-Americans. 

t Includes  Black  Spanish-speaking  patients. 


The  number  of  children  admitted  to  the  Bronx 
Municipal  Hospital  Center  for  asthma  rose  during 
the  years  between  1962  and  1972,  from  15  in 
1962-63  to  228  in  1971-72,  or  from  0.6  per  cent  to  9 
per  cent  of  total  admissions.  The  age  distribution 
of  children  admitted  to  the  hospital  for  asthma  did 
not  change  over  the  ten-year  period.  Asthmatic 
children  seen  in  the  emergency  room  were  com- 
pared to  controls:  asthmatics  included  a marked 
predominance  of  males  but  were  indistinguishable 
from  controls  in  ethnic  composition,  family  size,  or 
socioeconomic  status. 


other  patients  in  ethnic  composition,  suggest  that 
the  increase  in  admissions  for  asthma  cannot  be 
accounted  for  by  changes  in  the  population  served 
by  the  hospital.  In  any  case,  the  magnitude  (more 
than  15-fold)  of  the  increase  in  pediatric  admis- 
sions for  asthma  suggests  that  there  must  be  a real 
increase  either  in  severity  or  number  of  cases,  or 
both. 

It  seems  unlikely  that  iatrogenic  factors  are  re- 
sponsible for  increasing  the  severity  of  asthma  in 
these  patients  since  it  has  not  been  customary  at 
the  Bronx  Municipal  Hospital  Center  to  prescribe 
either  nebulizers  or  corticosteroids  for  children 
with  asthma  to  use  at  home.  The  deterioration  of 
the  air  in  The  Bronx  is  a plausible  factor,  especial- 
ly in  the  South  Bronx,  which  is  one  of  the  most  im- 
poverished areas  in  New  York  City,  where  the  mal- 
odorous pollution  of  the  air  is  obvious  to  any  ob- 
server. Since  the  South  Bronx  has  a large  Puerto 
Rican  population,  the  contribution  of  the  environ- 
ment could  readily  be  measured  by  comparing  the 
prevalence  of  asthma  in  a sample  of  Puerto  Ricans 
in  The  Bronx  with  the  prevalance  in  a similar  sam- 
ple in  Puerto  Rico. 

The  consistency  in  the  shape  of  the  age  distribu- 
tion of  children  admitted  for  asthma  was  a sur- 
prise to  the  staff,  which  had  the  impression  of  a 
temporal  shift  toward  younger-age  groups,  but 
these  data  suggest  that  the  appearance  of  more 
young  asthmatic  patients  in  the  hospital  simply 
reflects  an  increase  in  cases  at  all  ages. 

The  ethnic  composition  of  children  with  asthma 
in  the  emergency  room  was  also  a mild  surprise. 
Many  pediatricians  in  hospitals  in  The  Bronx  are 
impressed  with  the  large  numbers  of  Puerto  Ri- 
cans among  their  asthmatic  patients.  The  intro- 
duction of  a control  group  here  indicated  that 
there  are  no  more  Puerto  Ricans  among  asthmatic 
children  than  there  are  among  other  patients  com- 
ing to  the  emergency  room  at  the  Bronx  Municipal 
Hospital  Center. 

A male  predominance  in  childhood  asthma  has 
been  reported  by  other  workers  who  found  that 
the  ratio  of  boys  to  girls  was  largest  in  severe  asth- 
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ma  and  smallest  in  adolescence.4  The  large  excess 
of  males  in  this  survey  may,  therefore,  reflect  a 
large  number  of  young  children  and  perhaps  the 
severity  of  their  disease. 

The  absence  of  a socioeconomic  difference  be- 
tween asthmatic  patients  and  controls  in  this  sur- 
vey has  limited  meaning  because  most  of  the  pa- 
tients seen  in  the  emergency  room  of  the  Bronx 
Municipal  Hospital  Center  could  be  considered  in- 
digent. Other  reports  give  conflicting  views  on 
the  association  between  childhood  asthma  and  so- 
cial class.  Dawson  et  al. 4 reported  no  social  class 
predominance  among  children  with  all  degrees  of 
asthma  in  Aberdeen,  but  found  that  children  with 
severe  asthma  were  more  likely  to  come  from  the 
lower  classes.  Graham  et  al.,5  on  the  other  hand, 
found  more  asthma  in  the  children  of  the  upper 
and  middle  classes  on  the  Isle  of  Wight.  Murray 
and  Anderson6  found  no  association  of  asthma 


with  any  particular  social  class  in  Vancouver.  In 
the  New  York  City  area,  life-threatening  asthma  is 
virtually  unknown  to  practitioners  in  middle-class 
suburbs  but  is  a frequent  cause  of  hospital  admis- 
sion in  urban  slums. 
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Clinical  clues 

— Arterial  oxygen  saturation  should  distinguish  primary  polycythemia  from  polycythemia  secondary  to  hypoxia.  In 
uncomplicated  polycythemia  vera,  there  are  normal  arterial  oxygen  saturations,  with  values  of  93.2  per  cent  or  great- 
er. 

— The  hemorrhagic  tendency  in  polycythemia  vera  is  puzzling.  Although  the  platelet  counts  are  normal  or  elevated 
and  the  bleeding  time  is  normal,  poor  clot  retraction  has  been  noted. 

— Peptic  ulcer  which  occurs  in  10  to  14  per  cent  of  patients  with  polycythemia  vera  may  be  associated  with  severe 
gastrointestinal  bleeding;  this  may  be  the  initial  manifestation  of  this  disease.  The  diagnosis  may  not  be  obvious 
until  the  blood  counts  become  abnormally  high  after  bleeding  stops  (New  England  J.  Med.  258:  1250  (1958)). 

— An  increased  incidence  of  chronic  peptic  ulceration  in  patients  with  obstructive  pulmonary  emphysema  has  beer 
reported  by  several  investigators  and  has  been  stated  to  range  from  19  to  43  per  cent  (ibid.  254:  123  (1956);  Dis 
Chest  31:  195  (1957)). 

It  has  been  stated  that  more  pheochromocytomas  are  discovered  in  thyroid  clinics  than  are  found  in  hypertensior 
clinics  The  signs  of  hypermetabolism  which  these  patients  usually  exhibit  are  probably  the  most  helpful  features  t( 
the  alert  clinician. 

About  10  per  cent  of  pheochromocytomas  have  occurred  in  pregnant  women  where  the  clinical  picture  is  often  mis 
taken  for  toxemia  of  pregnancy. 

-Suspect  the  tarsal  tunnel  syndrome  in  any  patient  who  complains  of  intermittent  burning  pain,  tingling,  or  numb 
ness  in  the  foot  that  is  accentuated  by  a variety  of  activities  such  as  prolonged  standing  or  walking.  Often  the  paii 
grows  more  intense  as  the  day  progresses.  The  syndrome  is  due  to  compression  of  the  posterior  tibial  nerve  as  i 
passes  through  the  fibro-osseous  tunnel  inferior  to  the  medial  malleolus.  Pressure  at  this  point  may  reproduce  th 
symptoms. 

NATHANIEL  SHAFER,  M.D 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospital 
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leven  cases  of  GBS  (group  B streptococcal)  in- 
ection  occurring  in  women  during  the  puerper- 
iim,  implicating  that  organism  for  the  first  time  as 
cause  of  human  disease,  were  reported  by  Fry  in 

938.1  Reports  by  Hood,  Janney,  and  Dameron  in 

961. 2 and  by  Eickhoff  et  al.  in  19643  established 
IBS  infection  as  a significant  pathogen  in  the 
ewborn  period.  Since  that  time,  reports  from  the 
Jnited  States  and  Europe  have  confirmed  this  ob- 
ervation.4-20 

Within  a forty-month  period,  from  November, 
970,  to  February,  1974,  at  the  Bronx  Municipal 
lospital  Center  and  the  Hospital  of  the  Albert 
linstein  College  of  Medicine,  47  cases  of  neonatal 
spsis  or  meningitis  were  documented  in  infants 
;ss  than  four  weeks  of  age.  Of  those  cases,  16 
ere  caused  by  GBS  infection.  Another  6 infants 
ere  treated  for  GBS  disease  between  four  weeks 
nd  four  months  of  age.  The  experience  with 
lese  22  cases  is  now  reported  to  draw  attention  to 
le  occurrence  of  GBS  systemic  disease  in  a neo- 
atal  population  in  New  York  City. 

laterials  and  methods 

Neonatal  and  pediatric  records  were  reviewed  at 
le  two  hospitals  for  the  study  period.  The  Bronx 
lunicipal  Hospital  Center  is  a municipal  hospital, 


serving  a predominantly  black  and  Puerto  Rican 
population  of  low  socioeconomic  standing.  Ob- 
stetric deliveries  during  the  study  period  num- 
bered 8,521.  The  Hospital  of  the  Albert  Einstein 
College  of  Medicine  is  a voluntary  hospital  in  the 
same  area,  serving  a predominantly  white  popula- 
tion of  higher  socioeconomic  standing.  Deliveries 
at  that  hospital  during  the  study  period  numbered 
7,205. 

Twenty-two  cases  of  GBS  septicemia  or  menin- 
gitis, or  both,  in  neonates  and  young  infants  were 
observed  during  this  period.  The  criterion  for  in- 
clusion was  a positive  blood  or  cerebrospinal  fluid 
culture.  Group  B beta-hemolytic  streptococci 
were  identified  from  cultures  by  macroscopic  mor- 
phologic studies  of  colonies,  characteristic  zones  of 
beta-hemolysis  on  blood-agar  media,  and  sodium 
hippurate  tests.21-22  Group  A streptococci  were 
excluded  by  bacitracin-sensitivity  testing23  and 
group  D streptococci  by  bile-esculin  hydrolysis.24 
All  isolated  group  B streptococci  from  blood  and 
cerebrospinal  fluid  were  sensitive  to  penicillin  and 
ampicillin  by  disk-sensitivity  testing. 

Results 

Group  I,  early  onset.  The  22  cases  of  GBS 
systemic  disease  were  divided  into  two  groups  ac- 
cording to  the  age  of  onset  of  symptoms  (Fig.  1A). 
Group  I,  early  onset  disease,  comprised  12  cases 
with  the  inception  of  symptoms  in  the  immediate 
neonatal  period,  from  birth  to  fifty-five  hours  of 
age.  The  attack  rate  at  the  municipal  hospital 
was  0.59  per  1,000  live  births,  and  at  the  voluntary 
hospital  0.97  per  1,000  live  births,  a difference  not 
statistically  significant;  the  combined  attack  rate 
was  0.76  per  1,000  live  births.  Of  the  12  early 
cases,  9 were  male  and  3 were  female;  9 were  white 
and  3 were  black.  The  average  gestation  was 
thirty-six  and  one-half  weeks,  and  9 of  the  12  were 
born  prematurely,  less  than  thirty-seven  weeks’ 
gestation.  The  mean  birth  weight  was  2,680  Gm.; 
5 of  the  12  babies  weighed  less  than  2,500  Gm. 
Two  of  the  infants  suffered  severe  neonatal  as- 
phyxia, with  five-minute  Apgar  scores  of  less  than 
4.  A review  of  the  obstetric  histories  showed  no  as- 
sociation between  the  neonatal  streptococcal  dis- 
ease and  problems  such  as  low  or  advanced  mater- 
nal age,  toxemia,  bleeding,  fever,  precipitous  deliv- 
ery, cesarean  section,  or  polyhydramnios.  There 
was  an  inverse  correlation,  however,  between  the 
duration  of  rupture  of  membranes  prior  to  delivery 
and  the  time  of  onset  of  the  baby’s  symptoms  (Fig. 
IB).  Four  cases  with  rupture  of  membranes 
greater  than  twenty-four  hours  presented  symp- 
toms at  or  immediately  after  birth.  Shorter  dura- 
tions of  membrane  rupture  were  associated  with 
asymptomatic  periods  of  up  to  fifty-five  hours. 
Respiratory  distress  was  the  most  common  initial 
symptom  (Table  I);  others  included  cyanosis, 
fever,  shock,  lethargy,  and  hypothermia.  In  1 case 
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FIGURE  1.  (A)  Bar  graph  showing  number  of  cases,  both 

early  and  late  onset,  and  age  of  onset  of  symptoms.  (B) 
Early-onset  cases,  showing  relationship  of  onset  of  symp- 
toms to  duration  of  rupture  of  maternal  membranes. 


seizures  were  the  presenting  symptom. 

Initial  peripheral  white  hlood-cell  counts  ranged 
from  1,700  to  31,700  per  cubic  millimeter;  3 pa- 
tients had  white  blood-cell  counts  under  5,000  per 
cubic  millimeter.  Of  the  10  chest  roentgenograms 
available,  5 revealed  abnormal  pulmonary  infil- 
trates. Six  of  11  cerebrospinal  fluid  cultures 
showed  positive  findings  for  GBS  infection;  of 
those  6,  only  2 had  abnormal  cell  counts,  4 showed 
low  glucose  values  relative  to  the  blood  glucose, 


Twenty-two  cases  of  Group  B streptococcal  (GBS) 
disease  under  the  age  of  twenty-one  weeks  were 
seen  within  a forty-month  period  at  a New  York 
City  medical  center.  Twelve  cases  presented  with- 
in the  first  three  days  of  life,  and  were  associatea 
with  maternal  vaginal  carriage  of  the  organism 
Respiratory  symptoms  were  prominent,  and  halj 
the  neonates  died.  Autopsies  showed  broncho- 
pneumonia in  all  cases  and  meningitis  in  half.  Ter 
later-onset  cases  were  seen  at  between  two  tc 
twenty-one  weeks  of  age.  In  contrast  to  the  early 
cases,  there  were  no  deaths  in  this  group.  Recur- 
rence of  GBS  disease,  however,  may  be  a feature  o; 
this  second  group  of  patients.  This  is  the  first  re 
port  of  a GBS  outbreak  in  this  geographic  area. 


TABLE  I.  Initial  symptoms  of  early-onset  GBS  disease  ir 
12  patients 


Symptom 

Number  of 
Patients 

Respiratory  distress 

8 

Cyanosis 

4 

F ever 

3 

Shock 

2 

Lethargy 

2 

Hypothermia 

1 

Seizures 

1 

TABLE 

II.  Culture 

results  in  early-onset 
12  patients 

GBS  disease  ir 

Blood 

From  - — From  Mothers — - 

Infants  Pla- 

Case 

Type 

CSF* 

Skin  Cervix 

Lochia  centa 

1 

Pf 

JvJ  ** 

P 

2 

p 

P 

3 

P 

p 

P 

4 

p 

P 

5 

P 

p 

P 

6 

P 

7 

p 

P P 

8 

P 

p 

9 

P 

N 

10 

P (cord) 

N 

P 

P 

11 

P (cord) 

N 

P 

P 

12 

P 

N 

P . . . 

* Cerebrospinal  fluid, 
t P = positive. 

**  N = negative. 


and  4 had  elevated  protein  levels.  All  9 pretreat 1 
ment  blood  cultures  obtained  disclosed  positiv 
findings  for  GBS  infection  (Table  II).  Maternal 
cultures  taken  in  8 cases  from  the  cervix,  lochia,  o! 
maternal  side  of  the  placenta  all  showed  positiv 
findings  (Table  II).  j| 

Despite  vigorous  antibiotic  therapy,  6 of  the  1 
neonates  died.  Before  death,  pulmonary  hemoi 
rhage  was  noted  in  3 infants,  and  definite  labors  I 
tory  evidence  of  disseminated  intravascular  coagt , 
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TABLE  III.  Initial  symptoms  of  late-onset  GBS  disease  in 
10  patients  with  one  recurrence 


Symptom 

Number  of 
Patients 

Fever 

10 

Irritability 

9 

Failure  to  feed 

3 

Nasal  congestion 

2 

lation  was  present  in  a fourth  baby.  Five  of  the  6 
who  died  had  moderate-to-severe  metabolic  aci- 
demia. an  arterial  pH  of  less  than  7.25,  during 
their  course,  and  3 of  those  5 had  an  arterial  pH  of 
less  than  7.10.  There  was  no  apparent  correlation 
between  survival  and  age  of  onset  of  symptoms 
(Fig.  IB).  Autopsies  revealed  bronchopneumonia 
in  all  6 cases  and  coexisting  purulent  meningitis  in 
3.  Four  infants  had  evidence  of  extensive  hemor- 
rhage in  either  the  lungs,  pericardium,  pleural 
space,  or  central  nervous  system. 

Group  II,  delayed  onset.  Cases  with  delayed 
onset  of  symptoms  included  10  patients  who  were 
symptomatic  at  between  two  and  twenty-one 
weeks  of  age.  Of  these  10  cases,  5 were  males  and 
5 were  females.  In  contrast  to  group  I,  2 infants 
were  white  and  8 were  black.  The  obstetric  and 
immediate  neonatal  histories  were  usually  normal; 
the  average  gestational  age  was  thirty-nine  and 
one-half  weeks  and  the  mean  birth  weight  was 
3,217  Gm.  Fever  and  irritability  were  the  pre- 
dominant symptoms;  nasal  congestion  and  failure 
to  feed  were  also  noted  (Table  III).  Peripheral 
white  blood-cell  counts  were  between  5,900  and 
18,900  per  cubic  millimeter.  Three  of  11  initial 
:erebrospinal  fluid  examinations  revealed  pleocy- 
tosis and  elevated  protein  levels;  2 cultures  showed 
positive  results  for  GBS  infection  (Table  IV). 
Ten  of  11  initial  blood  cultures  were  positive,  but 
lone  of  3 maternal  cervical  cultures  performed  re- 
;rospectively  revealed  positive  findings.  All  10 
latients  responded  well  to  antibiotic  therapy  and 
vere  discharged  from  the  hospital  with  negative 
epeat  cultures.  Two  infants,  however,  developed 
ecurrent  streptococcal  disease.  One  infant  was 
uccessfully  treated  for  GBS  septicemia  at  two 
— veeks  of  age  but  was  readmitted  five  weeks  later 
vith  a second  such  illness.  A second  infant  devel- 
>ped  GBS  septicemia  and  meningitis  seven  weeks 
ifter  successful  treatment  of  group  D streptococ- 
al  septicemia.  A work-up  in  these  2 infants 
ailed  to  reveal  humoral  or  cellular  immune  incom- 
)etence  or  a hidden  nidus  of  infection.  A third 
>atient  died  at  another  hospital  three  weeks  after 
ssful  treatment  of  GBS  septice- 
cultures  were  not  available. 


upposedly  succt 
oia;  postmortem 


/Omment 


The  changing  pattern  of  neonatal  bacterial  in- 
sctions  has  challenged  pediatricians  for  many 


TABLE  IV.  Culture  results  in  late-onset  GBS  disease  in 
10  patients 


Case 

Blood 

. — From  Infants — » 
Cerebrospinal 
Fluid 

From 

Maternal 

Cervix 

13 

P* 

Nf 

14 

P 

P 

15 

P (P) 

N(N) 

. . .(N) 

16 

P 

N 

17 

P 

N 

18 

P 

N 

N 

19 

N 

P 

20 

P 

N 

21 

P 

N 

N 

22 

P 

N 

* P = positive, 
t N = negative 


years.  In  the  late  1940s,  coliform  organisms  re- 
placed beta-hemolytic  streptococci  as  the  leading 
pathogens  of  the  neonate.25  Staphylococcal  epi- 
demics became  common  in  nurseries  throughout 
the  country  in  the  1950s,  but  subsided  in  the 
1960s.  With  this  decline,  coliform  organisms 
reemerged  as  major  pathogens.26  In  the  last  ten 
years,  and  especially  in  the  last  two  to  three  years, 
data  from  many  geographically  separated  centers 
have  demonstrated  the  increasingly  important  role 
of  group  B beta-hemolytic  streptococci  in  neonatal 
infections. 2’3>8'10-u-i9,27  This  report  documents 
this  ecologic  shift  in  the  New  York  area. 

The  division  of  our  22  cases  into  early  and  late 
onset  confirms  the  bimodal  distribution  observed 
in  other  centers  (Fig.  1A).13’16’17’28  Qur  findings 
do  not  confirm,  however,  the  strict  division  into 
early  septicemia  and  late  meningitis  suggested  by 
others.17-28  Of  our  12  early  cases,  6 had  positive 
blood  cultures  only,  3 had  positive  blood  and  cere- 
brospinal fluid  cultures,  and  3 had  positive  cere- 
brospinal fluid  cultures  only.  Of  the  10  late  cases, 
only  2 had  positive  cerebrospinal  fluid  cultures. 

Respiratory  symptoms  were  common  in  the 
early  group,  but  the  chest  roentgenograms  dis- 
closed abnormalities  in  only  50  per  cent  of  the 
cases.  Other  laboratory  data  were  not  helpful  in 
making  the  diagnosis  early.  The  mortality  rate 
was  high,  50  per  cent,  in  the  early-onset  group  de- 
spite prompt  antibiotic  and  supportive  treatment 
in  most  cases.  This  high  mortality  rate  occurred 
despite  in  vitro  sensitivity  of  each  isolate  to  ampi- 
cillin  and  penicillin,  the  treatment  used  in  every 
case.  In  one  patient,  Case  5,  who  survived  with 
respirator  support  for  nine  days,  cerebrospinal 
fluid  and  ventricular  fluid  cultures  remained  per- 
sistently positive  despite  large  intravenous  doses 
of  ampicillin  and  penicillin.  This  high  mortality 
rate  observed  by  us  and  by  other  authors3’10-13’14’17 
may  be  due  to  the  absence  of  immune  components 
in  the  neonates,  as  suggested  by  Klesius  et  al.29 
The  fulminant  nature  of  the  disease  may  also  be 
related  to  the  virulence  of  the  specific  offending 
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type  of  streptococcus.  Franciosi,  Knostman,  and 
Zimmerman17  found  type  I responsible  for  71  per 
cent  of  early-onset  cases,  all  of  whom  died,  but 
Baker  and  Barrett16  found  type  I in  only  25  per 
cent  of  their  cases;  the  mortality  rate  was  not 
given.  Typing  was  not  performed  in  our  cases. 

In  the  late-onset  group,  while  10  of  11  had  posi- 
tive blood  cultures,  only  2 of  11  had  positive  cere- 
brospinal fluid  cultures.  Fever  and  irritability 
characterized  the  clinical  presentation  in  this 
group.  As  in  the  early  cases,  laboratory  determi- 
nations on  admission  were  not  helpful,  and  roent- 
genograms of  the  chest  disclosed  consistently  neg- 
ative findings.  All  the  isolated  streptococci  were 
sensitive  to  ampicillin,  which  was  used  in  each  in- 
stance. In  contrast  to  the  high  mortality  rate  of 
the  early  cases,  all  10  patients  recovered.  Follow- 
up of  available  patients  showed  no  neurologic  se- 
quelae. Although  typing  of  the  isolated  strepto- 
cocci was  not  available  in  our  series,  other  reports 
have  implicated  type  B III  in  almost  all  late-onset 
cases.16,17 

Pathogenesis 

General  agreement  now  exists  that  in  early- 
onset  cases,  the  mode  of  transmission  of  GBS  in- 
fection is  from  mother  to  neonate,  in  utero  or  dur- 
ing passage  through  a vagina  contaminated  with 
the  organism.2,3,10,13,14,16,17,28  Vaginal  carriage 
rates  are  usually  reported  as  between  5 to  10  per 
cent.2,17,18  In  our  cases,  GBS  infection  was  cul- 
tured from  either  the  cervix,  lochia,  or  placenta  of 
every  mother.  Confirmatory  evidence  is  also  ob- 
tained by  comparing  the  onset  of  symptoms  to  the 
duration  of  rupture  of  maternal  membranes  (Fig. 
IB).  Symptoms  were  apparent  at  or  very  shortly 
after  birth  in  those  infants  born  after  prolonged 
rupture  of  membranes,  over  twenty-four  hours. 
In  the  other  cases,  with  shorter  durations  of  mem- 
brane rupture,  symptoms  appeared  after  birth. 
Fifty-five  hours  was  the  longest  asymptomatic  pe- 
riod in  our  series,  confirming  the  suggestion  that 
infection  occurs  in  utero  after  rupture  of  mem- 
branes, or  during  passage  through  the  birth  canal 
when  membranes  are  ruptured  just  prior  to  deliv- 
ery. It  is  also  of  interest  to  note  that  9 of  12  in- 
fants in  this  group  were  premature,  suggesting 
that  gestational  immaturity  may  play  a role  in  de- 
termining the  susceptibility  to  systemic  infection. 

Our  data  also  lend  confirmation  to  the  observa- 
tions that  early  GBS  infection  in  the  newborn  pe- 
riod is  more  common  in  whites  than  in  blacks.13,14 
Despite  an  approximately  equal  number  of  deliv- 
eries in  our  black  and  Caucasian  hospital  popula- 
tions, 9 of  the  12  early  infections  occurred  in  the 
white  neonates.  Hood,  Janney,  and  Dameron2  re- 
ported a 5.8  per  cent  vaginal  carrier  rate  in  a pre- 
dominantly black,  lower-income  population  of 
parturient  women,  while  Kexel  and  Beck30  and 
Bergqvist  et  a/. 31  noted  12.4  and  14  per  cent  vagi- 


nal carrier  rates  in  predominantly  white,  middle- 
class  populations.  This  difference  in  carrier  rate 
may  in  part  determine  the  difference  in  the  attack 
rate  of  GBS  disease  in  these  population  groups. 
The  reason  for  this  division  is  not  clear,  but 
McCracken28  has  speculated  that  the  more  com- 
mon use  of  oral  contraceptives  in  the  higher  socio- 
economic groups  may  play  a role  in  promoting 
GBS  carriage  and  subsequent  transmission. 

The  epidemiologic  factors  of  the  later-onset 
cases  are  considerably  more  confusing.  Previous 
reports  have  suggested  that  early  asymptomatic 
colonization  from  the  mother,  nursery  mates,  or 
nursery  personnel  may  be  followed  by  later  sys- 
temic dissemination.13,16,17  It  is  also  known  that 
reservoirs  of  the  organism  exist  in  the  male  and  fe- 
male genitourinary  tract,  rectum,  and  throat. 
This  suggests  that  later-onset  infections  may  be 
acquired  from  adult  contacts  in  the  home.  In  this 
respect,  the  recurrence  in  one  patient,  Case  15, 
and  possible  recurrence  in  another  patient,  Case 
13,  are  of  considerable  interest. 

Management 

Although  in  most  populations  between  5 to  10 
per  cent  of  pregnant  women  in  the  last  trimester 
will  harbor  GBS  infection,  management  of  these 
women  is  extremely  controversial.  Franciosi. 
Knostman,  and  Zimmerman17  and  McCracken2* 
have  recommended  that  all  positive  carriers  be 
treated  with  systemic  penicillin.  No  evidence  ex- 
ists, however,  that  such  treatment  would  eliminate 
the  risk  of  early  neonatal  GBS  infection.  Withoul 
such  data,  obstetricians  have  been  unwilling  tc 
treat  a significant  proportion  of  their  patients  wit! 
systemic  antibiotics.  On  the  other  hand,  mosl 
neonatologists  feel  that  interruption  of  materna 
to  infant  transmission  is  critical  in  reducing  the  in 
cidence  of  GBS  neonatal  disease.  Information  i.< 
similarly  lacking  as  to  the  incidence  of  late-onsei 
infection  in  relation  to  maternal  GBS  carriage 
Studies  to  answer  these  questions  are  presenth 
under  way  in  some  centers. 

We  would  currently  recommend  that  culture 
positive  women  with  prolonged  rupture  of  mem 
branes  should  be  treated  with  parenteral  penicillir 
during  labor.  Hopefully,  this  would  minimize  th< 
risk  of  fulminant  GBS  sepsis  in  the  newborn.  I 
the  mother  has  been  treated,  we  would  recom 
mend  external  (skin)  and  internal  (blood,  cerebro 
spinal  fluid,  and  urine)  culturing  of  the  infant  an( 
a course  of  antibiotic  treatment  of  at  least  sevei 
days.  If  a GBS-positive  mother  has  not  beei 
treated,  the  infant  should  he  cultured  immediate!; 
after  birth.  Infants  with  low  birth  weight  or  peri 
natal  distress  should  be  considered  to  be  extreme 
ly  high  risks.  It  must  then  be  decided  whether  t< 
institute  therapy  immediately  or  to  wait  either  fo 
positive  culture  results  in  the  newborn  or  for  th< i 
onset  of  symptoms  to  begin  treatment.  We  fee 
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that  either  of  the  two  should  lead  to  prompt  treat- 
ment. The  fulminant  nature  of  this  infection 
suggests  that  a delay  of  even  a few  hours  may  he 
critical. 


Summary 

An  outbreak  of  GBS  septicemia  and/or  meningi- 
tis in  newborns  and  young  infants  during  a recent 
forty-month  period  in  a New  York  medical  center 
is  described.  Twelve  early-onset  cases  with  prom- 
inent respiratory  symptoms  between  birth  and 
fifty-five  hours  of  age,  were  associated  with  mater- 
nal GBS  carriage  and  had  a mortality  rate  of  50 
per  cent  despite  vigorous  therapy.  Autopsies 
showed  bronchopneumonia  in  all  cases  and  menin- 
gitis in  half.  Later-onset  cases,  10,  presented 
symptoms  of  fever  and  irritability  between  two  to 
twenty-one  weeks  of  age.  Obstetric  and  neonatal 
histories  were  usually  normal;  all  10  patients  re- 
covered. One  patient,  however,  developed  recur- 
rent GBS  disease,  a second  had  an  episode  of 
group  D streptococcal  sepsis,  and  a third  died 
three  weeks  after  supposedly  successful  treatment 
of  GBS  sepsis. 
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uncontrolled  pain,  to  avoid  because  of  possible  excitement. 
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anticoagulant  therapy,  because  of  possible  increased  metabolism  of  cou 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessiv 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debil 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  ah 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  sk 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.c 
For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  pet c 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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This  study  is  a prospective  analysis  of  all  the  bac- 
terial (nonviral)  infections  which  occurred  in  38 
renal  allografts  performed  at  (RPMI)  Roswell  Park 
Memorial  Institute.  The  infections  have  been 
separated  into  preoperative  pulmonary,  urinary, 
and  other  sites  ( arteriovenous  shunt,  nephrectomy 
wound).  The  influence  of  immunoglobulin  level, 
preoperative  treatment  of  infection,  underlying 
renal  disease,  kidney  donor  source,  and  other  fac- 
tors have  been  analyzed  with  regard  to  those  fac- 
tors associated  with  postoperative  renal  transplant 
infections.  Infection  contributes  significantly  to 
postoperative  morbidity  and  mortality  in  this 
group  of  renal  transplant  patients.  There  was  no 
correlation  between  preoperative  or  postoperative 
immunoglobulin  levels  and  the  development  of  in- 
fection. Treatment  of  preoperative  infection  often 
led  to  organisms  of  increased  virulence  in  the  post- 
operative infection  sites.  Staphylococcal  infec- 
tions were  a considerable  problem,  and  prophylac- 
tic antistaphylococcal  treatment  is  recommen- 
ded. All  renal  transplant  patients  in  this  series 
who  had  infection  following  treatment  of  a rejec- 
tion crisis  survived;  58  per  cent  of  patients  who 
had  infection  preceding  the  rejection  episode  had 
a fatal  outcome. 


Renal  Transplant 
Recipients 


Significance  of  bacterial  infections 
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Infection  remains  the  major  cause  of  morbidity 
md  death  in  renal  transplantation.1,2 . Uremia,  de- 
bility, dialysis,  and  urinary  tract  disorders  render 
he  renal  transplant  candidate  susceptible  to  in- 
ection  from  various  sources.3  Immunosupression, 
he  postoperative  convalescent  state,  and  superim- 
>osed  rejection  crises  produce  a “compromised 
tost”  situation  following  transplantation.4-5  <.  The 
issociation  of  increased  steroid  doses  needed  to 
nanage  rejection  episodes  with  an  increased  in- 
idence  and  severity  of  infection  is  well  docu- 
nented.1,6  McDonald  et  al.2  concluded  that 
adaver  kidney  recipients  die  of  sepsis  more  fre- 
| [uently  than  living  related  kidney  recipients  be- 
ause  of  the  overall  lower  immunosuppressive 
loses  needed  by  the  latter.  In  Turcotte’s5  series  at 
he  University  of  Michigan,  all  fatalities  in  the  first 
ix  months  following  transplantation  occurred  in 
’ and  D tissue  matches;  15  of  these  22  deaths  were 
ue  to  infection.  , 

Simmons  et  al."  suggest  that  infection  may  not 
lways  follow  the  rejection  crisis  and  its  accompa- 
; ying  increased  steroid  dose.  In  many  cases,  they 
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feel  that  the  immunologic  balance  which  exists  be- 
tween the  antigenic  stimulus  of  the  allograft  and 
the  immunosuppressed  host  might  be  upset  by  the 
additional  antigenic  load  of  infection.  In  this  way, 
infection  may  in  some  way  initiate  rejection  or 
renal  insufficiency,  possibly  by  the  deposition  of 
antigen-antibody  complexes  in  the  glomerulus, 
leading  to  immune  complex  glomerulonephritis 
and  rejection. 

This  study  is  a prospective  analysis  of  all  the 
bacterial  (nonviral)  infections  which  occurred  in 
38  renal  allografts  performed  at  RPMI  (Roswell 
Park  Memorial  Institute).  The  infections  have 
been  separated  into  preoperative  pulmonary,  uri- 
nary, and  other  sites  (arteriovenous  shunt,  ne- 
phrectomy wound).  The  influence  of  immuno- 
globulin level,  preoperative  treatment  of  infection, 
underlying  renal  disease,  kidney  donor  source,  and 
other  factors  have  been  analyzed  with  regard  to 
those  factors  associated  with  postoperative  renal 
transplant  infections. 

Materials  and  methods 

Thirty-two  renal  transplant  recipients,  who  re- 
ceived 38  kidney  grafts  at  RPMI  from  September, 
1968,  through  December,  1972,  were  included  in 
the  study.  Preoperative  evaluation  of  all  patients 
included  history,  physical  examination,  routine 
roentgenographs  and  special  roentgenographs  as 
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indicated,  and  routine  hematologic  and  serum 
chemistry  determinations.  Furthermore,  each  pa- 
tient had  quantitative  immunoglobulin  electro- 
phoresis8 and  serum  C'3  complement  levels9  deter- 
mined at  several  intervals  during  the  preoperative 
period.  Sputum,  urine,  arteriovenous  shunt,  and 
nephrectomy  wound  cultures  were  periodically  ob- 
tained. Thirty-one  patients  had  pretransplant  bi- 
lateral nephrectomy  performed.  Routine  hemodi- 
alysis was  performed  at  RPMI.  Tissue  typing  was 
by  the  leukocyte  antigen  typing  method  of  Amos 
et  al. 10  during  the  early  years  of  the  transplant 
program,  and  subsequently  by  the  Terasaki  meth- 
od. 

Preoperative  infections  were  defined  as  follows: 


this  institution  being:  IgG,  1,200  plus  or  minus 

300  mg.;  IgA,  288  plus  or  minus  121  mg.;  and  IgM 
89  plus  or  minus  21  mg.  per  100  ml.  Early  post- 
transplant infection  sites  were  categorized  as 
wound,  pulmonary,  urinary,  and  other  (abcesses 
phlebitis,  and  so  forth).  The  same  diagnostic  cri 
teria  were  followed  for  these  postoperative  infec 
tions  as  has  been  applied  to  the  preoperative  infec 
tions.  Infections  were  further  classified,  when  ap 
plicable,  as  occurring  before  or  after  a clinical  re 
jection  episode.  Clinical  rejection  episodes  wert 
confirmed  with  closed  renal  biopsy  techniques.  / 
separate  study  has  been  completed  and  reporte( 
on  viral  reactivation  in  transplant  recipients  a 
this  center  and  will  not  be  considered  here.11 


1.  Pulmonary:  If  an  organism  other  than  neisseria 

or  diphtheroids  species,  streptococcus  viridans,  or 
staphylococcus  albus  was  isolated  from  the  sputum  in 
significant  numbers,  or  if  roentgenographic  or  clinical 
evidence  of  pneumonia  was  present  and  any  organism 
was  isolated. 

2.  Urinary:  If  more  than  10,000  organisms  per  mil- 
liliter were  isolated  from  a clean  catch  urine  specimen 
or  bladder  irrigation  if  the  patient  was  anephric. 

3.  Wound:  The  isolation  of  organisms  from  a 

wound  collection  in  a clinically  tender,  fluctuant,  or 
draining  wound. 

4.  Arteriovenous  Shunt:  The  isolation  of  organisms 
from  skin  entry  sites  of  cannulae  used  for  hemodialy- 
sis. 

5.  Other:  Any  infection  not  included  previously, 
such  as  purulent  tonsillitis,  subphrenic  abcesses,  he- 
patic abscesses.  Most  of  these  occurred  in  the  postop- 
erative period. 

Renal  transplants  were  performed  by  the  same 
surgical  team  with  standard  procedures  used  in  all 
cases.  All  ureteral  anastomoses  were  ureteroneo- 
cystostomies.  All  patients  were  maintained  under 
reverse  isolation  nursing  techniques  for  the  first 
five  days  after  renal  transplantation. 

Immunosuppression  was  achieved  with  predni- 
sone 100  to  200  mg.  and  azathioprine  1 to  3 mg. 
per  kilogram.  Ordinarily,  these  drugs  were  begun 
twelve  hours  prior  to  transplantation.  Prednisone 
was  gradually  tapered  to  a maintenance  dose  of  10 
to  30  mg.  per  day,  and  later  most  patients  were 
switched  to  alternate-day  therapy  with  methyl- 
prednisolone.  This  involved  giving  the  previous 
total  prednisone  dose  for  forty-eight  hours  in  a 
single  dose  of  methylprednisolone  on  alternate 
mornings.  Early  cases  in  this  series  were  treated 
with  antilymphocyte  globulin  2 to  4 mg.  per  kilo- 
gram for  two  to  three  weeks.  Rejection  crises  were 
managed  with  increased  prednisone  dosage  (up  to 
400  mg.  per  day),  methylprednisolone  (100  to  200 
mg.  per  day),  irradiation  of  the  allograft  bed  (450 
to  600  rads  by  a cobalt-60  unit),  and  transplant  ne- 
phrectomy as  indicated. 

Post-transplant  quantitative  Ig  (immunoglobu- 
lin) levels  were  obtained,  with  normal  ranges  for 


Results 


Thirty-eight  transplants  were  performed  on  3! 
patients  during  the  period  of  the  study.  Twenty 
seven  patients  received  1 kidney  graft,  4 patient 
received  2,  and  1 patient  was  transplanted  3 times 
Age  at  the  time  of  first  transplant  ranged  fron 
eleven  through  sixty-two  years.  Living  related  do 
nors  were  used  in  23  transplants,  living  unrelatei 
donors  in  3,  and  cadaver  kidneys  in  12.  Antigeni 
matchings  were  done  by  the  leukocyte  antige 
method  of  Amos  et  al.10  In  this  system,  identics 
twins  were  “A”  matches,  no  major  group  mismatc 
“B,”  1 group  mismatch  “C,”  and  2 or  more  grou 
mismatches  “D.”  Using  this  matching  system,  2 
patients  underwent  preoperative  tissue  matche: 
no  matches  were  “A,”  11  matches  were  “B,” 
matches  were  “C,”  and  10  matches  were  “D.” 

Chronic  pyelonephritis  was  the  most  commo 
underlying  renal  disease  for  which  transplanl 
were  performed  (17  patients),  followed  by  chron 
glomerulonephritis  (14  patients).  End-stage  rem 
disease  was  used  to  categorize  1 patient  with  mt 
gacystic,  bilateral  megaureter  and  chronic  ren 
failure.  Polycystic  kidneys  were  present  in 
cases,  and  congenital  dysplasia  in  1 patient. 

Preoperatively,  11  patients  had  depressed  Ig 
levels,  ranging  from  280  mg.  to  740  mg.,  with  no 
mal  for  the  method  used  being  1,200  plus  or  mini 
300  mg.  per  100  ml.  Two  patients  had  depresse 
IgA,  54  mg.,  with  normal  being  288  plus  or  mini 
121;  and  3 patients  had  depressed  IgM  (10,  24,  an 
30  mg.  with  normal  being  89  plus  or  minus  21  m 
per  100  ml.).  Before  transplant,  5 patients  he 
depressed  C'3  complement  levels  (50  to  100  m 
with  normal  by  the  method  used  being  145  plus 
minus  22  mg.  per  100  ml.).  Of  those  patients  wil 
depressed  complement  levels,  2 had  chronic  gl 
merulonephritis,  2 had  chronic  pyelonephritis,  ar 
1 had  polycystic  kidneys  as  their  underlying  ren 
disease.  Two  patients  had  levels  of  IgG  great 
than  1,500  mg.  per  100  ml.  preoperatively,  and  i 
patient  had  elevated  IgA  or  IgM  levels  in  the  pr 
operative  evaluation.  Two  patients,  both  wii 
chronic  pyelonephritis,  had  C'3  complement  leve 
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TABLE  I.  Correlation  of  underlying  renal  disease  and 
preoperative  infection  site 


Number 

Arterio- 

of 

Pulmo 

venous 

Disease 

Patients  nary 

Urine  Shunt 

Total 

'hronic  glomerulonephritis  I t 

1 

3 1 

5 

'hronic  pyelonephritis 

17 

6 

8 0 

14 

ind-stage  kidney 

1 

1 

0 0 

1 

’olycystic  renal  disease 

3 

1 

3 1 

5 

'ongenital  dysplasia 

1 

1 

1 0 

2 

)ther 

2 

0 

0 0 

0 

Totals 

38 

10 

15  2 

27 

fABLE  II.  Correlation  of 

underlying 

renal  disease  and 

postoperative  infection  site 

Number 

of  Pulmo- 

Disease 

Patients 

nary  Urine  Wound  Other  Total 

'hronic 

14 

9 

9 

l l 

20 

glomerulonephritis 

'hronic  pyelonephritis 

17 

12 

13 

4 4 

33 

md-stage  kidney 

1 

1 

1 

1 0 

3 

‘olycystic  renal  disease 

3 

2 

2 

1 0 

5 

'ongenital  dysplasia 

1 

1 

1 

0 0 

2 

>ther 

2 

1 

2 

0 0 

3 

Totals 

38 

26 

28 

7 5 

66 

ABLE  III.  Correlation  of  postoperative  infection  site  and 

donor  source 

*0 

0 

7) 

e+ 

0 

5 

<T> 

Infection  Site * 

(Per  Cent) 

Pulmo- 

Donor 

Wound 

nary 

Urine  Other  Total 

Living  (26) 

12 

38 

43  7 

100 

Cadaver  (12) 

9 

41 

41  9 

100 

reater  than  300  mg.  per  100  ml.  before  surgery. 
There  were  27  preoperative  infection  sites  in  19 
f the  transplants.  In  19  other  transplants  there 
'ere  no  demonstrable  preoperative  infection  sites, 
’he  infection  sites  included  10  pulmonary  infec- 
ons,  15  urinary  tract  infections,  and  2 arteriove- 
ous  shunt  infections.  There  were  no  nephrecto- 
ly  wound  infections  in  this  group.  Seven  of  the 
•ansplant  candidates  had  multiple  infection  sites 
reoperatively.  Table  I documents  the  relation- 
dp  between  underlying  renal  disease  and  the  pre- 
berative  infections.  Over  50  per  cent  of  the  pre- 
oerative  infection  sites  occurred  in  patients  with 
' ironic  pyelonephritis.  Infection  was  seen  in  over 
|i)  per  cent  of  patients  with  this  disease. 

Table  II  shows  the  postoperative  infections  in 

Jlation  to  each  underlying  renal  disease.  There 
ere  67  total  postoperative  infection  sites  seen  in 
5 transplants;  5 cases  had  no  infection.  There 
ere  24  infections  in  the  12  cadaver  recipients  and 
' in  the  24  live  donor  recipients.  The  distribu- 
m of  these  infections  is  identical  in  the  two 
oups  (Table  III). 

Figure  1 demonstrates  the  organisms  isolated 
om  the  pre-  and  postoperative  infection  sites, 
reptococcal  organisms  showed  no  significant 
ange  in  incidence,  although  staphylococcal  in- 


FIGURE  1.  Organisms  isolated  in  preoperative  and  post- 
operative infections. 


TABLE  IV.  Depressed  preoperative  immunoglobulin  levels 
and  infection* 


Patient 

Preoperative 
Infection  Site 

Post- 

operative 

Immuno- 

globulin 

Postoperative 

Infection 

1 

Sputum 

Depressed 

Lung  urine,  other 

2 

None 

N ormal 

Lung,  urine 

3 

None 

Depressed 

None 

4 

None 

Depressed 

Urine 

5 

Urine 

Normal 

Lung,  urine,  other 

6 

Sputum,  urine 

Unknown 

Lung,  urine 

7 

Urine 

Normal 

Wound 

8 

Sputum,  urine 

Unknown 

Lung,  urine 

9 

None 

Depressed  Lung,  urine 

10 

None 

Unknown 

Lung,  urine 

11 

None 

Depressed 

Lung,  urine 

* All  patients  here  had  depressed  preoperative  immunoglobulin  levels. 


fections  increased  by  50  per  cent  in  the  postopera- 
tive period.  There  was  a significant  increase  in 
the  number  of  gram-negative  organisms  recovered. 
This  reflects  both  the  high  number  of  gram-nega- 
tive urinary  tract  infections,  as  well  as  the  number 
of  gram-negative  pneumonias  seen. 

The  preoperative  immunoglobulin  levels  showed 
no  correlation  with  the  pre-  or  postoperative  pres- 
ence of  infection  (Table  IV).  Eleven  patients  had 
levels  of  IgG  ranging  from  280  to  740  mg.  per  100 
ml.  preoperatively  (normal  1,200  plus  or  minus  300 
mg.  per  100  ml.),  and  5 of  these  had  preoperative 
infection  sites:  2 patients  had  pulmonary  and 

urine  infections,  2 had  only  urinary,  and  1 had 
only  pulmonary  infection.  Of  14  patients  in  whom 
preoperative  levels  of  IgC  were  within  the  normal 
range,  10  had  infections.  Of  the  11  patients  with 
depressed  levels  of  IgG  preoperatively,  8 had  post- 
operative values  recorded:  5 remained  low  (600  to 
850  mg.  per  100  ml.),  and  3 became  normal.  Ten 
of  the  11  patients  with  preoperatively  depressed 
IgG  developed  postoperative  infections,  but  the  re- 
version of  the  level  to  normal  had  no  effect  on  the 
incidence  of  infection.  All  3 of  the  patients  who  re- 
verted to  normal  incurred  postoperative  infec- 
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TABLE  V.  Change  in  bacteriologic  flora  and  infection 
pattern 


Patient 

Number 
of  Preop- 
erative 
Infection 
Sites 

Number 
of  Post- 
operative 
Infection 
Sites 

Change  Flora 

Preopera- 
tive Anti- 
biotics 

12 

i 

i 

No /yes 

Yes 

1 

i 

3 

No 

No 

2 

0 

2 

Yes 

No 

13 

2 

2 

No /yes 

Yes 

14 

0 

4 

Yes 

Yes 

3 

0 

0 

No 

No 

15 

0 

1 

Yes 

No 

4 

0 

1 

Yes 

No 

5 

1 

3 

No 

No 

6 

2 

3 

No 

Yes 

7 

1 

1 

No 

Yes 

16 

1 

2 

No /yes 

Yes 

17 

0 

2 

Yes 

No 

18 

1 

2 

N o /yes 

No 

8 

2 

2 

No 

Yes 

19 

1 

4 

Yes 

Yes 

20 

1 

3 

No/yes 

No 

21 

3 

3 

No 

Yes 

22 

1 

3 

No/yes 

Yes 

23 

0 

2 

Yes 

No 

9 

0 

2 

Yes 

No 

10 

0 

1 

Yes 

No 

24 

1 

2 

Yes 

Yes 

11 

0 

2 

Yes 

No 

25 

0 

2 

Yes 

No 

26 

0 

0 

No 

No 

27 

0 

1 

Yes 

No 

28 

0 

2 

Yes 

No 

29 

0 

0 

No 

No 

30 

0 

1 

Yes 

No 

31 

2 

3 

No 

No 

32 

1 

1 

No 

No 

33 

0 

O 

No 

No 

34 

0 

1 

Yes 

No 

35 

2 

1 

No 

Yes 

36 

2 

2 

No 

No 

37 

0 

2 

Yes 

No 

38 

1 

0 

No 

No 

Totals 

27 

67 

tions.  In  only  1 case  was  treatment  of  the  preop- 
erative infection  associated  with  a change  of  IgG 
level  from  low  to  normal. 

The  change  of  bacteriologic  flora  seen  after 
transplantation  in  each  patient  is  shown  in  Table 
V.  Postoperative  infection  was  present  in  33  of 
the  transplants.  Fifteen  of  these  were  new  infec- 
tions, since  no  infection  had  been  demonstrated 
preoperatively.  Of  the  19  transplants  in  which  in- 
fection was  present  preoperatively,  10  showed  an 
increase  in  the  number  of  sites  affected,  3 showed 
a decrease,  and  6 showed  no  change.  In  14  of  the 
18  patients  with  both  preoperative  and  postopera- 
tive infection  sites  (1  patient  had  pre-  but  not 
postoperative  infection),  the  same  organisms  were 
isolated  before  and  after  transplant. 

Treatment  of  preoperative  infection  was  record- 
ed in  12  cases,  and  no  treatment  in  7.  In  no  case 
did  the  treatment  of  infection  before  surgery  pre- 
vent infection  after  surgery.  In  4 patients  with 
preoperative  treatment,  the  same  organism(s)  ap- 
peared postoperatively  in  the  same  or  new  sites;  in 
5 cases,  the  same  as  well  as  new  organisms  re- 
sulted; and  in  3 cases,  new  organisms  were  isolated 
preoperatively.  In  8 of  the  12  cases  where  preop- 
erative treatment  of  infection  was  recorded,  pseu- 
domonas or  serratia  marcescens  appeared  initially 


PREOPERATIVE  SPUTUM  POSITIVE 
10  PATIENTS 

1 


POSTOPERATIVE  SPUTUM  POSITIVE 
10  PATIENTS 


NEW  FLORA 
2 PATIENTS 

/ \ 


PREOPERATIVE 
TREATMENT 
I PATIENT 


NO  PREOPERATIVE 
TREATMENT 
I PATIENT 


SAME  FLORA 
8 PATIENTS 

/ \ 


PREOPERATIVE 
TREATMENT 
6 PATIENTS 


NO  PREOPERATIVE 
TREATMENT 
2 PATIENTS  ^ 


PREOPERATIVE 
URINE  INFECTION 


NO  POSTOPERATIVE 
URINE  INFECTION 
2 PATIENTS* 


POSTOPERATIVE 
URINE  INFECTION 
13  PATIENTS 


NEW  FLORA  SAME  FLORA 

2 PATIENTS  II  PATIENTS 


PREOPERATIVE  NO  PREOPERATIVE 
TREATMENT  TREATMENT 

I PATIENT  | PATIENT 


PREOPERATIVE  NO  PREOPERATIVE 
TREATMENT  TREATMENT 

6 PATIENTS  5 PATIENTS 


* ONE  OF  THESE  TWO  HAD  POSTOPERATIVE  WOUND  INFECTION  WITH  THE  SAME  'D 

ORGANISM  AS  IN  PREOPERATIVE  URINE  INFECTION 

FIGURE  2.  Effect  of  treatment  of  preoperative  infectioi  . 
(A)  Preoperative  pulmonary  infection.  (B)  Preoperativ 
urinary  infection. 


TABLE  VI.  Number  of  infection  sites  and  survival 


Number  of  Sites 

Number  of 
Patients 

Surv 

Numbers 

Ivors > 

Per  Cent 

0 

5 

5 

100 

1 

10 

8 

80 

2 

14 

9 

65 

3 

7 

4 

57 

4 

2 

0 

0 

Totals 

38 

26 

after  transplant.  These  2 organisms  were  isolate 
in  10  of  26  cases  where  no  treatment  with  antibio 
ics  was  given  preoperatively.  It  is  of  interest 
note  that  of  7 patients  with  postoperative  wour 
infections,  6 had  preoperative  infections,  of  whie 
4 had  been  treated. 

Figure  2 compares  the  preoperative  infectic 
sites  with  postoperative  sites  and  treatment. 

15  patients  with  preoperative  urinary  tract  inte 
tions,  13  had  postoperative  urine  infections.  Ele 
en  of  these  13  had  the  same  flora  both  before  ai 
after  surgery;  of  these  11,  6 had  had  preopera ti’ 
treatment  and  5 did  not.  Of  the  10  patients  wi 
preoperative  pulmonary  infections,  all  had  posto 
erative  pulmonary  infections.  Eight  of  these 
had  the  same  flora  isolated,  and  6 of  these  8 h; 
been  treated  preoperatively.  Table  VI  shows  f 
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TABLE  VII.  Time  sequence  of  infection  and  rejection-infection  following  rejection 

White  Rlood  Count > 


Patient 

Donor 

Infection  Sites 

During 

Rejection 

During 

Infection 

Antigen  Match 

Result 

1 (D* 

Cadaver 

Pulmonary,  urine 

2,000 

8,000 

D 

Survived 

2 (2) 

Cadaver 

Pulmonary,  urine 

5,400 

3,600 

D 

Survived 

15  (2) 

Living,  unrelated 

Urine 

12,000 

8,000 

D 

Survived 

5 

Living,  related 

Pulmonary,  urine,  sepsis 

9,000 

11 ,000 

C 

Survived 

8 

Living,  related 

Pulmonary,  urine 

5 , 000 

6,000 

C 

Survived 

27  (2) 

Cadaver 

Pulmonary,  urine 

5,800 

5,900 

Unclassified 

Survived 

Total 

Mean  White  Blood  Count 

6,483  ± 3,520 

7,066  ±2, 

528 

* Number  following  (in  parentheses)  refers  to  the  number  of  transplants  for  that  patient  in  which  this  sequence  of  infection  and  rejection  occurred. 


TABLE  VIII. 

Time  sequence  of  infection  and  rejection-rejection  following  infection 

atient 

Donor 

Infection  Sites 

White  Blood  Count n 

During  During 

Rejection  Infection 

Antigen 

Match 

Result 

17 

Living,  related 

Pulmonary,  urine 

3,900 

14,000 

B 

Survived 

18 

Living,  related 

Pulmonary,  urine 

8,600 

3,600 

C 

Survived 

28 

Cadaver 

Pulmonary,  urine 

4,000 

4,000 

Unclassified 

Survived 

9 

Cadaver 

Pulmonary,  urine 

17,000 

12,000 

Unclassified 

Died  one 

10 

Living, 

Pulmonary,  urine 

2,000 

3,500 

B 

month 
Died  four 

24 

unrelated 

Cadaver 

Pulmonary,  urine 

1,900 

12,000 

Unclassified 

months 
Died  sixteen 

25 

Cadaver 

Pulmonary,  urine 

11,000 

12,000 

Unclassified 

months 
Died  six 

Total 

Mean  White 

10,950  ± 

7,400  ± 

weeks 

X 

Blood  Count 

3,680 

5,970 

:! 


TABLE  IX.  Summary  of  the  deaths  among  the  transplant  recipients 

— White  Blood  Count—' 

Preopera- 


atient 

Donor 

Antigen  Match 

tively 

Terminal 

Course 

Time  of  Death 

14 

Living,  related 

B 

5,000 

6,400 

Delayed  rupture  of  arterial 
anastomosis,  wound,  urine 
infection 

Three  months 

24 

Cadaver 

Unclassified 

6,500 

12,000 

Rejection;  vesicocutaneous 
fistula;  perinephric  abcess 

Sixteen  months 

10 

Living,  unrelated 

B 

5,000 

1,500 

Rejection;  transplant 

nephrectomy;  pneumonia 

Four  months 

6 

Living,  related 

B 

5,800 

1,100 

Rejection;  pneudomonas 
sepsis 

Twelve  months 

7 

Living,  related 

B 

5,400 

Another  hospital 

Four  months 

28 

Living,  related 

B 

7,000 

4,000 

Rejection;  transplant 

nephrectomy;  pulmonary 
embolism 

Three  months 

9 

Cddaver 

Unclassified 

10,000 

1,300 

Pseudomonas;  sepsis 

One  months 

25 

1 

Cadaver 

Unclassified 

6,100 

2,500 

Rejection;  pseudomonas 
pneumonia  and  urinary 
tract  infection 

Six  weeks 

22 

Living,  related 

B 

6,900 

1,400 

Myocardial  infarction; 
hepatic  abcesses 

Ten  months 

39 

Cadaver 

Unclassified 

9,600 

1,900 

Rejection;  transplant 
nephrectomy,  sepsis 

Six  weeks 

19 

Cadaver 

Unclassified 

7,300 

6,400 

Rejection;  transplant 

nephrectomy;  pneumonia 

Six  weeks 

ticipated  finding  that  as  the  number  of  infection 
es  increases,  the  survival  decreases. 

The  association  of  rejection  crises  with  the  de- 
opment  of  infection  was  noted  in  all  cases  where 


this  occurred  (Tables  VII  and  VIII).  In  6 trans- 
plants, infections  occurred  initially  after  a rejec- 
tion crisis.  All  of  these  patients  survived  both  the 
rejection  episodes  and  the  infections  and  are  alive 
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and  well.  Infection  followed  rejection  in  3 of  the  5 
cases  who  had  received  a second  transplant.  In  7 
patients,  rejection  crises  followed  infection,  and  4 
of  these  7 patients  died.  All  7 of  these  patients 
had  infections  in  multiple  sites  with  multiple  orga- 
nisms, and  death  was  the  result  of  these  infections. 

Reference  to  Tables  VII  and  VIII  will  show  that 
neither  donor  source,  white  blood  count,  antigen 
match,  or  infection  site  could  distinguish  between 
these  2 groups  of  patients.  The  mean  white  blood 
counts  at  the  time  of  infection  or  at  the  time  of  re- 
jection were  similar  in  the  2 groups.  Where  rejec- 
tion follows  infection,  a relative  leukocytosis  was 
present  during  the  infection  episodes,  representing 
a host  response  which  was  not  under  the  apparent 
influence  of  the  presence  of  or  treatment  of  a re- 
jection episode. 

Table  IX  summarizes  the  clinical  courses  of  the 
11  deaths  in  this  series.  Ten  of  the  11  patients 
had  postmortem  examinations  at  RPMI;  the  elev- 
enth patient  died  at  another  hospital.  Seven  pa- 
tients had  a rejection  episode.  All  11  patients  had 
infection,  and  this  was  felt  to  be  the  cause  of  death 
in  8 of  the  10  patients  autopsied  at  RPMI.  One 
death  was  due  to  pulmonary  embolism,  and  1 re- 
lated to  delayed  disruption  of  the  renal  arterial 
anastomosis;  both  of  these  patients  had  infections. 
The  2 patients  who  had  no  clinical  rejection  epi- 
sodes died  from  sepsis  from  multiple  sites. 

Comment 

We  have  analyzed  the  bacterial  infections  in  38 
renal  transplants  at  RPMI.  Only  4 transplant  re- 
cipients had  no  infection  as  part  of  the  pre-  or 
postoperative  course.  This  statistic  alone  may 
demonstrate  the  enormity  of  the  infection  problem 
in  this  group  of  patients,  and  confirms  findings 
generally  accepted  since  Rifkind  et  al.i2  reported 
on  the  experience  in  Denver.  We  were  unable  to 
confirm  the  association  between  hypogammaglob- 
ulinemia and  susceptibility  to  infection.  Equal 
numbers  and  equally  severe  infections  occurred 
among  patients  with  preoperative  normal  and  low 
immunoglobulin  levels,  and  reversion  of  preopera- 
tive depressed  levels  to  normal  (with  or  without 
treatment  of  infection)  did  not  influence  the  de- 
velopment of  infection  after  transplant  Ten  pa- 
tients had  low  postoperative  immunoglobulin 
values,  and  3 of  these  patients  died.  One  patient 
with  low  levels  of  IgG  both  before  and  after  trans- 
plant developed  no  infection  during  either  period. 

The  effect  of  treatment  of  preoperative  infec- 
tion seemed  to  be  a negative  one.  In  no  case 
where  preoperative  treatment  of  infection  was 
given  was  postoperative  infection  avoided.  In  67 
per  cent  of  those  so  treated,  a more  virulent  orga- 
nism was  isolated  after  surgery.  Furthermore,  of 
the  7 postoperative  wound  infections  noted,  6 had 
preoperative  infections,  of  which  4 had  been  treat- 
ed. The  site  of  preoperative  infection  correlated 


with  the  postoperative  infection  site,  since  all  10  o 
the  patients  with  preoperative  pulmonary  infec 
tions  developed  postoperative  pulmonary  infec 
tions,  and  80  per  cent  had  the  same  flora  isolated 
of  this  80  per  cent,  75  per  cent  had  had  preopera 
tive  treatment.  Similar  figures  are  true  for  uri 
nary  tract  infections.  These  findings  suggest  tha 
treatment  of  infection  preoperatively  was  for  th 
most  part  ineffective  and  that  bacteriocidal  treat 
ment  of  longer  intervals  might  be  indicated. 

Rifkind  et  al.12  and  Burgos-Calderon,  Panke} 
and  Figueroa13  felt  that  endogenous  bacterial  flor 
was  the  origin  of  the  infecting  organisms  in  tram 
plant  recipients.  This  is  also  the  case  in  our  s( 
ries.  Staphylococcal  infections  were  a significar 
problem  and  were  present  in  9 of  the  11  patient 
who  died.  However,  in  these  latter  patient; 
gram-negative  infections  were  more  often  th 
cause  of  death.  The  suppression  of  host  flora  wit 
the  use  of  preoperative  antibiotics  was  also  a fine 
ing  in  this  series,  since  the  more  virulent  gran 
negative  organisms,  pseudomonas  and  serrat: 
marcescens,  were  isolated  in  66  per  cent  of  thos 
patients  who  had  been  so  treated.  These  same  o 
ganisms  were  isolated  in  only  37  per  cent  of  p; 
tients  in  whom  preoperative  antibiotic  treatmei 
had  not  been  used.  Rifkind  et  al.12  and  William 
recommend  prophylactic  antistaphylococcal  trea 
ment  in  these  patients,  and  our  series  would  see 
to  support  their  claims.  Established  preoperati’ 
infections  should  be  treated,  when  possible,  wii 
specific  bacteriocidal  therapy.  Our  data  sugge 
that  during  the  postoperative  period  a high  susp 
cion  for  the  presence  of  infection  in  the  same 
new  site  should  be  held  in  patients  with  preoper 
tive  infections. 

The  time  sequence  of  infection  and  rejection 
an  interesting  finding  in  this  report.  Three  of 
patients  who  had  second  transplants  showed  e\ 


dence  of  infection  after  a rejection  crisis;  3 
tients  exhibited  this  pattern  following  first  trar 
plant.  All  6 of  these  patients  survived  both  the 
jection  and  the  infections.  Neither  antigenic  m 
match  nor  leukopenia  could  be  correlated  wi 
clinical  course. 

The  fact  that  4 of  7 patients  had  rejection  f< 
lowing  infection  is  of  more  interest.  Simmons 
al.7  first  reported  on  this  phenomenon  and  si 
gested  that  infection  may  be  a trigger  for  rejectic 
The  mechanism  which  they  propose  is  that  inft 
tion  may  provide  an  adjuvant  antigen  thereby  u 
setting  “immunological  balance”  between  the  ki 
ney  graft  and  the  immunosuppressed  host,  or 
producing  immune  complex  glomerulonephril 
thereby  stimulating  rejection  and  adversely 
fecting  renal  function.  The  inference  is  tl 
treatment  of  the  infection,  and  not  necessarily 
the  rejection  episode,  may  lead  to  improvement 
renal  function  and  survival  of  the  patient  a 
graft.  In  our  series,  the  patients  whose  rejecti 
episodes  followed  infection  invariably  had  sevi 


- 
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nfections  when  they  required  treatment  for  the 
•ejection. 

These  measures  aggravated  the  already  life- 
hreatening  infections.  Transplant  nephrectomy 
vas  utilized  in  1 of  the  4 patients  in  this  group  who 
;ubsequently  died. 

The  treatment  of  infection  and  rejection  simul- 
aneously  is  hazardous  and  often  unsuccessful, 
'’he  use  of  transplant  nephrectomy  may  he  the 
>nly  means  by  which  to  salvage  the  patient.  Pre- 
'entative  measures,  such  as  life-island  unit£,  re- 
’erse  isolation,  and  laminar  flow  rooms  have  been 
ised  by  Bodey  and  Johnston14  in  patients  with 
eukemia  and  immunosuppression  to  decrease  ex- 
•genous  infections.  The  use  of  bowel  steriliza- 
ions  has  also  been  advocated  by  these  workers  as 
means  of  decreasing  endogenous  gastrointestinal 
lora. 

Belzer  et  al.  4 convincingly  demonstrated  the  ef- 
icacy  of  using  topical  wound  antibiotics  in  some 
)atients  undergoing  transplants.  Not  only  does 
le  feel  that  exogenous  contamination  is  decreased. 
>ut  also  blood-borne  endogenous  organisms  have 
ess  opportunity  for  colonizing  and  infecting  the 
resh  wound. 

Our  findings  reemphasize  the  importance  of 
ontrolling  infection  in  transplant  candidates  and 
ecipients.  No  reliance  can  be  placed  on  immuno- 
lobulin  levels  as  indicators  of  susceptibility  to 
•acterial  infections  in  our  group  of  patients.  The 
reatment  of  preoperative  infections  is  critical  and 
hould  be  as  specific  as  possible,  including  prophy- 
actic  antistaphylococcal  agents.  The  use  of  inad- 
quate  or  broad-spectrum  antibiotic  agents  will 
?ad  to  organisms  of  greater  virulence  in  the  post- 
perative  period.  Other  measures,  including  re- 
erse  isolation,  life-island  units,  and  bowel  steril- 
;ation  may  deserve  consideration  as  each  individ- 
al  case  and  institutional  resources  are  evaluated, 
.ocal  wound  antibiotics  will  probably  decrease 
ostoperative  wound  infections.  The  judicious 
se  of  transplant  nephrectomy  when  infection  has 
,receded  a rejection  episode  is  indicated  when  the 
ifection  js,  aggravated  by  the  simultaneous  thera- 
i y of  these  two  entities. 


Conclusions 

Infection  contributes  significantly  to  postopera- 
tive morbidity  and  mortality  in  this  group  of  renal 
transplant  patients.  There  was  no  correlation  be- 
tween preoperative  or  postoperative  immunoglob- 
ulin levels  and  the  development  of  infection. 
Treatment  of  preoperative  infection  often  led  to 
organisms  of  increased  virulence  in  the  postopera- 
tive infection  sites.  Staphylococcal  infections 
were  a considerable  problem,  and  prophylactic  an- 
tistaphylococcal treatment  is  recommended.  All 
renal  transplant  patients  in  this  series  who  had  in- 
fection following  treatment  of  a rejection  crisis 
survived;  58  per  cent  of  patients  who  had  infection 
preceding  the  rejection  episode  had  a fatal  out- 
come. 
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. lcer-like  symptoms: 
10  G.I.  pathology 


X-ray  demonstrates  normal  stomach. 


l lie  patient  is  convinced  lie  has  an  ulcer. 
However,  symptoms  arc  not  quite  typical,  and 
x-ray  findings  are  negative.  These  findings  and 
the  results  of  additional  diagnostic  procedures 
exclude  an  organic  basis  for  the  patient’s  com- 
plaints. A diagnosis ot  “upper  functional  gastro- 
intestinal disorder’’  is  made,  which  is  supported 
by  the  fact  that  episodes  of  painful  symptoms 
coincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

It  may  be  useful  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
(»  I . functioning,  resulting  in  hypersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upper  functional 
gastrointestinal  disorders,  counseling  by  the 
primary  physician  c an  often  help  the  patient 
understand  how  excessive  anxiety  may  cause 
flare-ups  of  G.I . symptoms. 

A disproportionate  number  of  patients  seen 
by  the  general  practitioner  suffer  from  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Where  milder 
cases  may  respond  to  counseling  alone,  if  symp- 
toms are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  include  medication  to  re- 
duce the  symptoms  and  the  excessive  anxiety 
that  often  provokes  these  distressing  symptoms. 

In  these  cases,  Librax  as  an  adjunct  can 
greatly  contribute  to  the  course  of  therapy.  Its 
dual  action  c an  offer  relief  of  both  painful  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  Br.  The  antianxiety  action  of 
Librium®  (chlordiazepoxide  HC1)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal disorders  associated  with  excessive  anxiety; 
the  clidinium  bromide  (Quarzan™ ) component 
furnishes  dependable  antisecretory-antispasmodic 
action.  Dosage  is  flexible;  it  may  be  adjusted 
according  to  your  patient’s  requirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  product  information 
regarding  precautions  and  adverse  reactions. 

*Rome  HP.  Brannick  TL:  Orientation  and  mechanism  of 
functional  disorders:  clinicophysiologic  correlation,  chap.  133, 
in  Gastroenterology,  edited  by  Bocktis  HI,.  Philadelphia,  W.  B. 
Saunders  Company.  1965,  p.  1116. 
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An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 

Librax' 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Initial  therapy 

The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazincs.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


Follow-up  therapy 


Follow-up  therapy- with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinicall 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alor.e  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libit 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appea 
during  and  after  treatment;  blood  dyscrasias  (including  agranul 
cytosis),  jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurrin 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan™  )— bottles  of  100  and  500. 
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The  study  of  tracheobronchial  smears  obtained 
from  patients  undergoing  general  endotracheal  an- 
esthesia for  surgery  obviates  the  difficulties  en- 
countered in  obtaining  specimens  in  the  awake 
state.  In  addition,  patients  coming  to  operation 
arrive  with  a wealth  of  data  on  their  physical  sta- 
tus and  underlying  pathologic  conditions,  not  nor- 
mally obtainable  outside  a hospital. 

We  have,  thus  far,  studied  smears  from  4,573 
anesthetized  patients,  and  in  addition  to  screening 
them  for  the  early  diagnosis  of  bronchopulmonary 
tumors,  have  been  able  to  obtain  information  not 
previously  described  on  the  effects  of  dry  anes- 
thetic gases,  smoking  habit,  inhalation  of  noxious 
fumes  in  fires,  female  sex  hormones,  and  preexist- 
- ihg  extrathoracic  malignant  conditions. 
a 

Patients  and  methods 

All  patients  included  in  the  various  studies  were 
visited  preoperatively  and  their  medical  charts  re- 
viewed. In  addition,  they  were  questioned  as  to 
their  age,  occupation,  place  of  residence,  smoking 
habit,  menstrual  history  (where  relevant),  ethnic 
origin,  significant  medical  history,  and  whether  or 
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FIGURE  1.  Scoring  system  for  assessment  of  cellular 
damage.  (Reproduced  from  Anesthesiology  by  permis- 
sion of  J.  B.  Lippincott,  Co.)2 


not  hormones,  immunosuppressive  drugs,  alkylat- 
ing agents,  or  radiotherapy  had  been  adminis- 
tered. 

Tracheobronchial  washings  were  obtained  dur- 
ing anesthesia  by  instilling  5 ml.  of  normal  saline 
into  the  endotracheal  tube  and  suctioning  for  re- 
turn with  a transparent  catheter  thirty  seconds 
after  instillation.  The  material  thus  obtained  was 
spread  on  microscope  slides,  spray  fixed  at  once, 
and  stained  by  the  Papanicolaou  method. 

In  addition  to  screening  for  malignant  cells,  one 
or  more  of  the  following  measurements  were  made, 
according  to  the  study  in  progress. 

1.  TNS  (Total  nuclear  score).1  A score  is  used 
to  determine  the  mean  position  of  the  nucleus  of  300 
ciliated  tracheobronchial  epithelial  cells  in  a smear. 
If  the  nucleus  is  at  the  base  of  the  cell  it  scores  one 
point,  if  it  is  in  the  middle  it  scores  2 points,  and  if  it 
is  at  the  apex  3 points.  Scores  may  thus  vary  from 
300  to  900  points. 

2.  PGC  (Percentage  of  goblet  cells).1  Percent- 
age is  determined  by  the  number  of  goblet  cells  in 
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TABLE  I.  Total  cellular  score  of  tracheobronchial  washings 
at  onset  of  anesthesia  and  at  hourly  intervals  thereafter* 


Humidity  (N) 

X 

SD 

P 

Dry  gas  (6) 

Control 

1,043 

90 

1 hour 

920 

152 

NSf 

2 hours 

751 

195 

0.01 

3 hours 

579 

239 

0.01 

60  per  cent  humidity, 
22  to  26°C.  (6) 

Control 

1,070 

90 

1 hour 

973 

161 

NS 

2 hours 

944 

150 

NS 

3 hours 

925 

163 

NS 

Saturated  humidity, 
37°C.  (6) 

Control 

1,112 

22 

1 hour 

1,097 

70 

NS 

2 hours 

1,073 

91 

NS 

3 hours 

1,103 

71 

NS 

* Reproduced  from  Anesthesiology  by  permission  of  J.  B.  Lippincott, 
Co.  2 

t NS  = not  significant. 


relation  to  total  ciliated  plus  goblet  cells  seen  in  one 
smear. 

3.  TCS  (Total  cellular  score).2  A score  is  used 
to  determine  the  morphologic  integrity  of  the  ciliated 
tracheobronchial  epithelial  cells  seen  in  a smear. 
This  is  achieved  by  using  a point  scoring  system,  one 
point  being  given  for  each  of  the  following  factors: 
(a)  presence  of  cilia,  (b)  presence  of  end  plate,  (c)  nor- 
mal cytoplasmic  color  (blue),  (d)  normal  cytoplasmic 
shape  and  texture,  (e)  normal  nuclear  size,  and  (f) 
normal  nuclear  shape  and  texture  (Fig.  1).  Since  200 
ciliated  cells  are  examined  to  calculate  the  TCS,  the 
score  can  vary  from  0 to  1,200  points.  This  may  also 
be  expressed  as  percentage  of  normal  cellular  features 
by  dividing  the  TCS  by  12. 

4.  PMNC  (Percentage  of  multinucleated 
cells).3  Percentage  is  the  ratio  of  nonmalignant  tra- 
cheobronchial ciliated  cells  with  more  than  one  nucle- 
us to  the  total  number  of  ciliated  cells  seen  in  a smear. 

Results 

The  study  naturally  falls  under  two  headings: 

(1)  changes  in  cytology  caused  by  anesthesia,  and 

(2)  changes  in  cytology  coincident  to  anesthesia. 

Changes  in  tracheobronchial  cytology 
caused  by  anesthesia.2  Thus  far,  we  have  not 
found  any  cytomorphologic  changes  which  can  be 
attributed  to  the  use  of  inhalation  agents  such  as 
halothane,  methoxyflurane,  diethyl  ether,  or  enflu- 
rane.  There  are,  however,  characteristic  changes 
in  cell  morphology  which  are  caused  by  dry  anes- 
thetic gases.  These  changes  were  first  demon- 
strated in  a series  of  18  adult  patients  who  were  re- 
ceiving general  endotracheal  anesthesia  for  elec- 
tive surgery  (nitrous  oxide  in  oxygen  plus  a muscle 
relaxant  and  an  opiate).  All  were  nonsmokers  and 
were  free  from  preexisting  cardiopulmonary  dis- 
ease. Six  of  these  received  dry  anesthetic  gases 
through  a nonrebreathing  system,  6 breathed  gases 


Tracheobronchial  washings  were  studied  in  4,573 
patients  undergoing  general  endotracheal  anesthe- 
sia and  the  following  phenomena  discovered:  (1) 
significant  cytomorphologic  changes  occur  in  the 
epithelial  of  patients  who  inhale  dry  anesthetic 
gases  for  longer  than  one  hour,  (2)  the  tracheo- 
bronchial epithelium  undergoes  variations  in  mor- 
phology which  resemble  changes  found  in  the  en- 
dometrium during  the  menstrual  cycle,  (3)  in- 
creased numbers  of  multinucleated  ciliated  epithe- 
lial cells  and  a higher  degree  of  multinucleation 
are  found  in  patients  with  extrathoracic  malignan- 
cies, (4)  cytomorphologic  damage  in  smokers  pre- 
cedes reductions  in  lung  function,  and  (5)  tracheo- 
bronchial washings  may  be  used  to  diagnose  inha- 
lational  injuries  sustained  in  fires  and,  of  course, 
to  discover  unsuspected  malignant  conditions  of 
the  lung  and  bronchus. 


with  a 60  per  cent  relative  humidity  at  room  tem- 
perature, and  6 inhaled  gases  fully  humidified  at 
body  temperature.  Tracheobronchial  smears  were 
obtained  immediately  after  the  onset  of  anesthesia 
and  at  hourly  intervals  thereafter,  and  the  mean 
TCS  (for  morphologic  integrity)  was  calculated  for 
all  specimens  collected  at  each  time  interval  in 
each  group  (Table  I).  Specimens  from  patients 
who  breathed  partly  or  fully  humidified  gases  did 
not  show  significant  cellular  changes.  In  patients 
exposed  to  dry  gases,  the  mean  total  score  de- 
creased from  a control  of  1,043  to  920  after  one 
hour,  to  750  (p  < 0.01)  after  two  hours,  and  to  579  :: 
(p  < 0.01)  after  three  hours.  All  individual  factors 
examined  suffered  equally  (cilia,  end  plates,  cyto- 
plasm, and  nucleus). 

it 

Changes  in  tracheobronchial  cytology  coin- 
cident to  anesthesia.  Tracheobronchial  cytolog- 
ic changes  during  menstrual  cycle. 1 The  subjects 
for  this  study  included  429  patients;  of  these,  349 
were  women  in  the  reproductive  stage  of  life  (8 
were  pregnant  and  11  were  receiving  oral  contra- 
ceptives). Eleven  older  women  and  69  men  served 
as  controls.  Tracheobronchial  smears  were  ob- 
tained from  all  patients  within  thirty  minutes  of 
the  onset  of  anesthesia.  In  addition,  in  135  cases, 
an  additional  smear  was  stained  by  the  PAS  (peri- 
odic acid-Schiff)  method  for  the  assessment  of  in- 
tracytoplasmic  mucopolysaccharide  content.  The 
TNS  was  calculated  in  each  instance  and  the  PGC 
estimated  in  all  smears  from  younger  women. 

When  the  TNS  is  plotted  against  the  day  of  the 
menstrual  cycle,  it  is  evident  that  the  mean  score, 
which  is  approximately  400  for  the  first  eight  days 
after  menstruation  starts,  rises  progressively  until 
it  attains  550  on  the  twenty-fourth  day,  thereaftei 
rapidly  decreasing  to  a premenstrual  value  of  40C 


2186  New  York  State  Journal  of  Medicine/November  1974 


DAYS  Of  MENSTRUAL  cycle 


-IGURE  2.  Top,  number  of  cases  per  day  of  cycle.  Bot- 
:om,  variations  of  mean  TNS  between  ± 1 standard  devia- 
:ion  during  menstrual  cycle  of  younger  women.  (Repro- 
duced by  permission  of  J A M. A.)' 


:IGURE  3.  Top,  number  of  cases  per  day  of  cycle.  Bot- 
om,  variations  in  mean  percentage  of  goblet  cells  be- 
ween  ±1  standard  deviation  during  the  menstrual  cycle  of 
'ounger  women.  (Reproduced  by  permission  of 
I.A.M.A.)' 

ID ■ 

Tig.  2).  The  percentage  of  goblet  cells  undergoes 
an  inverse  variation,  dropping  from  25  per  cent 
- ?arly  in  the  cycle,  to  10  per  cent  on  the  thirteenth 
lay,  and  then  gradually  rising  on  the  nineteenth 
antil  it  attains  33  per  cent  on  the  thirty-first  day 
Fig.  3).  Since  the  fall  in  position  of  the  nucleus 
after  the  twenty-fifth  day  is  accompanied  by  a 
I steady  rise  in  the  percentage  of  goblet  cells,  it 
-•  seems  that  the  decrease  in  number  of  ciliated  cells 
vith  high  nuclei  is  due  to  metaplasia  into  goblet 
sell  rather  than  to  a regression  of  the  position  of 
he  nucleus  toward  the  base. 

In  males  and  elderly  females  the  TNS  remains 
n the  region  of  400  irrespective  of  age.  Pregnant 
emales  and  those  receiving  oral  contraceptives 
lad  a TNS  in  the  region  of  480  and  an  invariably 
ligh  goblet  cell  count  of  approximately  30  per 
ent.  Examination  of  the  135  smears  stained  by 
he  PAS  method  clearly  demonstrated  that  cells 
vith  the  nuclei  at  the  base  had  a much  lower  con- 


TABLE  II.  Mean  percentage  of  multinucleated  cells  in 
patients  with  tumors  and  in  controls* 

— *G roup  studied * Tumors / Controls * 

Groups  N X SE  X SE  F 


36  4.24  0.45 

76  3.78  0.27 


Males 
Females 
Age  groups 
10  to  39 
40  to  69 
70  and  over 
Smoking  habit 
Nonsmoker 
Light  smoker 
Medium  smoker 
Heavy  smoker 
Very  heavy  smoker 
Site  of  origin 

Colon  and  rectum 
Breast 

Female  genital 
Stomach 
All  others 
Other  digestive 
Urinary  system 
Lymphomas 
Bronchogenic 
Total 


14 

4 

09 

0 

63 

68 

3 

.81 

0 

27 

30 

4 

11 

0 

.55 

62 

3 

88 

0 

31 

10 

3 

86 

0 

57 

10 

4 

02 

0 

83 

21 

3 

60 

0 

60 

9 

4 

96 

0 

i.:, 

32 

3 

60 

0 

35 

28 

4 

28 

0 

45 

18 

3 

95 

0. 

55 

9 

3 

54 

0 

59 

6 

3. 

59 

0. 

49 

6 

4. 

58 

1. 

65 

5 

4 

19 

0 

92 

4 

3. 

62 

1. 

66 

4 

4. 

47 

1. 

66 

112 

3. 

93 

0. 

22 

1 

.87 

0 

19 

0.01 

1 

.90 

0 

. 15 

0.01 

2 

.01 

0 

39 

0.01 

1 

.86 

0 

. 14 

0.001 

1 

.89 

0 

24 

0.01 

1 

19 

0 

.15 

0.01 

2 

.00 

0 

41 

0.02 

1 

.87 

0 

40 

0.02 

1 

.79 

0 

24 

0.02 

1 

89 

0 

62 

0.01 

2 

.06 

0 

.22 

0.01 

1 

.95 

0 

.29 

0.01 

1 

73 

0 

25 

0.01 

1 

.75 

0 

37 

0.02 

1 

25 

0 

34 

0.02 

1 

27 

0 

12 

NSf 

2 

.60 

0 

27 

NS 

1 

33 

0. 

21 

NS 

2 

5 

1 . 

20 

NS 

1. 

89 

0. 

11 

0.001 

* Reproduced  by  permission  of  Science .*  Copyright  1974  by  the 
American  Association  for  the  Advancement  of  Science, 
t NS  = not  significant. 


centration  of  intracytoplasmic  mucopolysaccha- 
rides than  did  those  cells  with  higher  nuclei. 

Tracheobronchial  multinucleation  in  malig- 
nant disease . 3 Smears  from  112  patients  suffer- 
ing from  malignant  tumors  were  examined  and  the 
percentage  of  noncancerous  ciliated  cells  contain- 
ing more  than  one  nucleus  (PMNC)  calculated  in 
relation  to  the  total  number  of  ciliated  cells  seen  in 
each  smear.  The  maximum  number  of  nuclei  in 
any  one  cell  was  also  recorded.  Controls  were  ob- 
tained from  patients  without  known  malignant 
conditions  and  matched  exactly  by  decade  of  age, 
sex,  and  smoking  habit. 

The  PMNC  in  smears  from  patients  with  cancer 
and  in  controls  was  3.93  plus  or  minus  0.22  and 
1.89  plus  or  minus  0.11  respectively  (p  < 0.001) 
(Table  II).  This  was  not  affected  by  sex,  age, 
smoking  habit,  or  site  of  origin  of  tumor  as  long  as 
the  group  studied  contained  at  least  9 cases. 

If  the  percentage  of  smears  falling  into  multinu- 
cleation groups  rising  by  increments  of  3 per  cent 
was  calculated,  the  majority  of  controls  (84  per 
cent)  was  found  in  the  0 to  2.99  per  cent  multinu- 
cleation range,  and  the  majority  of  cancers  (64  per 
cent)  above  that  range  (Fig.  4).  There  were  al- 
ways more  cancers  than  controls  when  multinu- 
cleation exceeded  3 per  cent,  and  no  control  was 
found  to  have  more  than  6.25  per  cent  of  multinu- 
cleated cells. 

The  mean  high  number  of  nuclei  per  cell  per 
smear  was  3.34  plus  or  minus  0.15  for  cases  with 
tumors  and  2.25  plus  or  minus  0.08  for  controls  (p 
< 0.01). 

Tracheobronchial  cell  morphology  and  smok- 
ing. The  TCS  was  calculated  in  specimens  ob- 
tained ten  minutes  after  the  onset  of  anesthesia 
from  94  adult  patients.  Of  these,  20  did  not 
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PER  CENT  MULTINUCLEATION 
FIGURE  4.  Frequency  distribution  of  multinucleated  ciliat- 
ed tracheobronchial  cells  in  patients  suffering  from  known 
malignant  conditions  compared  with  matched  control 
group.  (Reproduced  by  permission  of  Science.)3  Copy- 
right 1974  by  the  American  Association  for  the  Advance- 
ment of  Science. 

smoke,  28  were  light  smokers  (1  to  9 cigarettes  a 
day),  24  were  moderate  smokers  (10  to  19  ciga- 
rettes), 12  smoked  heavily  (20  to  29  cigarettes)  and 
10  very  heavily  (30  cigarettes  and  over).  There 
were  no  major  differences  in  the  duration  of  smok- 
ing habit,  age  group,  percentage  of  any  one  sex,  or 
duration  and  type  of  operation  (major  or  minor 
surgery)  between  the  groups  studied.  The  mean 
TCS  was  1,044  in  nonsmokers,  828  in  light  smok- 
ers, 732  in  moderate  smokers,  707  in  heavy  smok- 
ers, and  612  in  very  heavy  smokers.  Postoperative 
complication  rate  (bronchopulmonary)  increased 
hand  in  hand  with  increases  in  cigarette  consump- 
tion and  the  associated  decrease  in  the  value  of  the 
TCS.  Lung  function  test  results  (Peak  Expiratory 
Flow  Rate  and  first-second  forced  expiratory  vol- 
ume) were  only  significantly  diminished  in  the 
preoperative  period  between  the  heavy  and  very 
heavy  smoking  groups. 

Tracheobronchial  cytologic  changes  in  thermal 
injury  of  the  lower  airway.  The  study  of  smears 
obtained  by  suction  of  the  endotracheal  or  trache- 
ostomy tube  of  patients  suspected  of  lower-airway 
injury,  sustained  through  the  inhalation  of  hot  air 
and  noxious  fumes  in  house  fires,  provides  an  in- 
sight on  the  diagnosis  and  prognosis  of  the  case. 
If  the  patient  is  seen  before  endotracheal  intuba- 
tion or  tracheostomy  has  been  performed,  material 
for  cytologic  evaluation  may  be  obtained  for  diag- 
nostic purposes  by  suction  through  the  glottis,  ex- 
posed during  direct  laryngoscopy. 

A series  of  28  cases,  studied  thus  far,  shows  that 
the  initial  cytologic  diagnosis  is  always  in  agree- 
ment with  the  final  clinical  picture.  Positive  cyto- 
logic findings  include:  (1)  loss  of  cilia  and  end 

plate,  (2)  changes  in  the  character  and  staining 
reaction  of  the  cytoplasm  (from  granular  greenish 
blue  to  waxy-looking  and  vivid  turquoise),  and  (3) 


nuclear  changes  including  pyknosis  in  mild  burr 
and  karyorrhexis  and  karyolysis  in  more  severe  ir 
juries.  Other  changes  include  the  presence  c 
soot,  either  enmeshed  in  mucus  or  injested  by  his  I 
tiocytes,  or  the  discovery  of  free  spaces  around  th 
polymorphonuclear  leukocytes  (pus  cells)  entar 
gled  in  mucus  (pericellular  halos).  The  TCS  vai 
ied  from  12  (out  of  a possible  1,200)  in  sever 
burns,  to  around  300  with  lighter  injuries.  Poc 
prognostic  criteria  in  serial  cytologic  studies  ir 
elude  heavy  infiltration  of  smears  with  pus  cell: 
while  a favorable  sign  is  found  in  the  proliferatio 
of  epithelial  squames  which  denote  healing  b 
squamous  metaplasia. 

Cancerous  and  noncancerous  smears.  Over  9 
per  cent  of  the  first  4,071  smears  screened  for  th 
cytodiagnosis  of  bronchogenic  carcinoma  were  c 
Papanicolaou  classes  I and  II.  The  majority  c 
those  smears  belonged  to  class  I irrespective  of  th 
sex  of  the  patient.  This  included  86  per  cent  c 
smears  from  men  and  94  per  cent  of  smears  fror 
women.  There  were  8 class  III  smears  (6  fror 
men  and  2 from  women)  and  a class  IV  smear  fror 
a female  patient.  The  series  is  being  expande 
into  a multihospital  study  in  which  specimens  ar 
being  collected  from  the  population  group  at  risk 
males  forty-five-years-old  and  over  who  smoke. 

Comment 

A variety  of  conclusions  are  apparent  from  th 
various  studies  conducted:  (1)  No  patient  shoul 
receive  dry  anesthetic  gases  if  the  procedure  is  es 
timated  to  last  over  one  hour.  A 60  per  cent  rela 
tive  humidity  at  room  temperature  is  the  lowes 
acceptable  degree  of  humidification  of  anestheti 
gases.  (2)  Cyclic  metaplasia  of  ciliated  cells  int  ' 
goblet  cells,  seen  in  smears  from  young  female; 
may  explain  the  lower  incidence  of  bronchogeni 
carcinoma  in  women.  (3)  Multinucleation  of  th 
ciliated  tracheobronchial  epithelial  cells  of  pa 
tients  with  extrathoracic  malignant  condition 
may  be  explained  by  viral  or  immunologic  theorie 
on  the  etiology  of  cancer,  or  it  may  be  that  patient 
with  carcinoma  have  an  inherent  tendency  to  mul 
tinucleation.  The  recognition  of  this  phenomeno 
may  lead  to  the  development  of  a new  diagnosti 
test  for  occult  cancer  and  open  new  pathways  i 
the  investigation  of  cancer  host  relationships.  (4 
Tracheobronchial  smears  obtained  before  a sched 
uled  operation,  by  induced  coughing  methods,  ma 
be  used  to  assess  the  risk  of  postoperative  ches 
complications  in  smokers.  They  may  also  play 
role  in  the  diagnosis  of  impending  chronic  obstruc 
tive  lung  disease  and  in  the  advice  given  to  the  pa 
tients  with  regard  to  reducing  his  cigarette  con 
sumption.  (5)  Cytology  is  a powerful  tool  in  th 
early  diagnosis  of  thermal  injury  of  the  lower  air 
way,  and  it  may  be  of  prognostic  value  when  seria 
studies  are  conducted.  (6)  Malignant  cells  appeal 
from  time  to  time  in  smears  obtained  during  gen 
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ral  endotracheal  anesthesia.  The  study  should 
>e  expanded  but  limited  to  the  population  group 
■it  risk,  smoker  males  over  forty-five  years  of  age. 
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ift  ban  on  DDT 

4 4 , 

. A plea  to  end  the  ban  on  the  insecticide  DDT  is 
. oiced  in  the  July  29  issue  of  the  Journal  of  the  Ameri- 
an  Medical  Association. 

The  decision  of  William  Ruckelshaus,  then  head  of 
;:  he  Environmental  Protection  Agency,  to  ban  DDT  in 
:-;i972,  was  “political  rather  than  scientific,”  charges 
'Thomas  H.  Jukes,  Ph.D.,  D.Sc.,  medical  biochemist  at 
he  University  of  California  at  Richmond,  California. 

:3i;  “Let  us  hope  that  DDT  will  find  its  place  again  as  a 
ublic  health  measure  for  uses  that  are  essential  in  the 
ontrol  of  noxious  insects,”  declares  Dr.  Jukes. 

. He  points  to  the  gypsy  moths  that  “have  ruined  many 
quare  miles  of  woodland  in  the  eastern  United  States” 
l the  last  three  years,  leaving  denuded  forests  that  “are 
n ecological  disaster.”  And,  in  the  Pacific  Northwest, 
he  tussock  moth,  a similar  insect,  has  “destroyed  thou- 
‘ands  of  square  miles  of  magnificent  Douglas  fir  forests, 
ne  of  the  last  great  timber  reserves  in  the  United 
- Jtates.” 


EPA  refused  to  allow  DDT  to  be  used  against  these 
. loths  in  1973,  and  the  substitute  measures  were  inef- 
- : ictive,  he  says. 

Hearings  were  held  on  DDT  for  nine  months  in  1971 
nd  1972.  The  hearing  examiner,  Edmund  Sweeney,  re- 
iewed  the  9,000  pages  of  testimony  and  recommended 
lat  the  use  of  DDT  be  continued  for  essential  purposes. 
Towever,  Mr.  Ruckelshaus  ignored  Mr.  Sweeney Wec- 
mmendations  and  findings  of  fact  and  banned  DDT, 
r.  Jukes  writes. 

The  California  scientist  reviews  the  major  complaints 
gainst  the  insecticide.  DDT  is  stored  in  body  fat,  but 
. iere  has  been  no  indication  that  this  causes  harm.  It  is 
resent  in  small  quantities  in  breast  milk,  but  no  harm 
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to  infants  has  been  noted.  There  is  absolutely  no  real 
evidence  that  DDT  causes  cancer.  Studies  of  individu- 
als who  worked  for  many  years  in  DDT  factories,  ex- 
posed daily  to  very  high  doses,  found  no  cases  of  cancer. 
DDT  does  not  accumulate  in  the  oceans  and  in  the  air, 
because  it  decomposes  in  both  areas.  There  is  some 
danger  to  wildlife,  particularly  birds  and  fishes.  Resi- 
dues in  grocery  store  foods  are  so  small  that  no  health 
hazard  is  involved. 

Dr.  Jukes  quotes  one  scientist  who  said:  “Except  for 
antibiotics,  it  is  doubtful  that  any  material  has  been 
found  which  protects  more  people  against  more  diseases 
over  a large  area  than  does  DDT.  Most  of  the  peoples 
of  the  globe  have  received  some  measure  of  benefit  from 
this  compound,  either  directly  by  protection  from  infec- 
tious diseases  and  pestiferous  insects,  or  indirectly  by 
better  nutrition,  cleaner  food  and  increased  disease  re- 
sistance.” 

The  World  Health  Organization  has  stated  that  more 
than  960,000,000  people  who  used  to  be  subject  to  en- 
demic malaria  are  now  free  of  this  sickness.  The  WHO 
noted  that  there  have  been  no  detectable  ill  effects  in 
spraymen  who  have  worked  for  years  in  malaria  eradica- 
tion. DDT  has  also  been  of  great  use  in  agriculture  on 
potatoes  and  other  vegetables,  cotton,  rice,  and  oil  seed 
crops. 

In  1970,  the  AMA  councils  on  occupational  health  and 
on  environmental  and  public  health  stated  that  it  was 
an  established  fact  that  pesticide  handlers  who  have 
been  studied  with  great  care  for  thirty  years  have  DDT 
concentrations  in  fat  up  to  50  times  that  of  the  general 
population,  yet  “Careful  research  has  shown  no  interfer- 
ence with  their  health  despite  long-continued  exposure. 
Injuries  to  humans  have  been  observed  only  in  persons 
who  accidentally  receive  acute  massive  doses.” 
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Diarrhea  with  String 
Sign 

Case  history 

Seuk  Ky  Kim,  M.D.*:  A sixty-one-year-old 

white  male  was  admitted  for  complaints  of  abdom- 
inal pain  and  chronic  diarrhea  of  six  months’  dura- 
tion. He  had  experienced  episodes  of  sharp  inter- 
mittent abdominal  cramps  with  occasional  nausea 
and  vomiting  accompanied  by  diarrhea.  The  diar- 
rhea was  described  as  watery  but  bloodless.  He 
had  noted  a 25-pound  weight  loss  during  that  peri- 
od. For  the  month  prior  to  admission  he  had  been 
* Guest  Editor,  Associate  Professor,  Department  of  Radiolo- 
gy- 


treated  for  a presumptive  diagnosis  of  regional  en- 1 
teritis  without  noticeable  improvement. 

On  physical  examination,  the  patient  was  tender 
to  deep  palpation  of  the  right  lower  quadrant. 
His  bowel  sounds  were  hypoactive  with  occasional  ! 
rushes.  No  hepatosplenomegaly  or  abdominal 
masses  were  felt.  The  remainder  of  the  examina- 
tion findings  were  normal. 

Results  of  laboratory  examinations  including  ! 
chest  x-ray  films  and  hemoglobin  were  normal 
The  white  blood  cell  count  was  15,000  with  60  per  ! 
cent  polymorphonuclear  leukocytes.  A bariuir  i 
enema  and  an  upper  gastrointestinal  series  wit!  s 
small-bowel  follow-through  were  then  performed. 

Edward  W.  Carsky,  M.D.+:  The  bariurr 

enema  result  is  normal,  although  there  is  no  reflu> 
of  the  barium  into  the  terminal  ileum  or  appendix 
The  small-bowel  series  shows  several  dilated  loops 

+ Clinical  Associate  Professor,  Department  of  Radiology 
Director  of  Radiology,  St.  Joseph’s  Hospital. 


FIGURE  1.  (A)  Delayed  film  from  small-bowel  follow-up  examination  shows  barium  in  ileum  and  colon.  Arrowhead 

point  to  string  sign  of  terminal  ileum  which  is  partly  covered  by  dilated  proximal  ileum.  (B)  Compression  spot  film  of  dist£ 
ileum  shows  small  amount  of  barium  passing  through  terminal  ileum.  Note  rigidity  and  spasticity  of  ileum  proximal  t 

area. 


2190  New  York  State  Journal  of  Medicine/November  1974 


> 


I, 


■& 


FIGURE  2.  Photograph  of  gross  specimen.  Note  areas 
of  mucosal  hemorrhage  in  ileum  proximal  to  point  of  con- 
striction (long  arrow).  Bulbous  tumor  is  identified  project- 
ing into  lumen  of  bowel  (short  arrow). 


of  ileum  consistent  with  a partial  small-bowel  ob- 
struction. The  transit  time  is  delayed.  In  addi- 
tion, the  terminal  15  inches  of  the  ileum  are  nar- 
rowed and  angulated  (Fig.  1A).  The  mucosa  in 
some  areas  appears  swollen,  but  no  definite  ulcer- 
ations are  identified.  The  terminal  3 inches  of  the 
ileum  are  very  narrow  and  resemble  a positive 
string  sign  (Fig.  IB). 

The  differential  diagnosis  should  include  re- 
gional enteritis.  The  roentgenographic  findings 
suggest  this  possibility,  and  the  medical  history  is 
quite  appropriate. 

The  fact  that  no  ulcerations  can  be  identified  is 
against  this  diagnosis.  It  would  be  unusual  for  the 
mucosal  margin  to  be  completely  maintained 
throughout  a segment  of  bowel  involved  by  active 
regional  enteritis.  Therefore,  other  possibilities 
should  be  considered. 

Lymphoma  can  involve  long  segments  of  the 
bowel.  Again,  one  would  expect  to  find  more  mu- 
cosal alteration  than  is  seen  in  this  case.  Another 
possibility  is  that  the  patient  had  appendicitis, 
and  we  are  seeing  an  appendiceal  abscess  in  the 
area  of  the  terminal  ileum.  Involvement  of  the 
terminal  ileum  by  inflammatory  disease  may  cause 
considerable  distortion  with  sparing  of  the  muco- 
sa. The  clinical  presentation  does  not  favor  ab- 
scess. One  might  consider  vascular  compromise  of 
the  ileum  as  a possibility,  but  in  the  absence  of 
“thumb  printing”  and  the  other  characteristic 
findings  of  this  condition,  that  diagnosis  is  unlike- 
ly- 

Another  disease  that  mimics  regional  enteritis, 
is  accompanied  by  diarrhea,  and  frequently  shows 
narrowing  of  the  terminal  ileum  resembling  a 
“string  sign”  is  a carcinoid  tumor.  A carcinoid 
tumor  would  not  respond  to  medical  management 
aimed  against  regional  enteritis.  The  second 


highest  incidence  of  carcinoid  tumor  is  in  the 
ileum.  Most  carcinoids  of  the  ileum  are  small 
submucosal  tumors.  The  larger  tumors  are  malig- 
nant and  invade  locally  causing  fibrous  kinking  of 
the  lumen  of  the  bowel  and  partial  obstruction. 

The  roentgenographic  findings  of  carcinoid 
tumor  may  mimic  regional  enteritis.  The  chronic 
diarrhea  of  six  months’  duration  may  be  a part  of 
the  “carcinoid  syndrome.” 

Dr.  Carsky’s  diagnosis 

Carcinoid  tumor  of  the  distal  ileum 

Dr.  Kim:  The  patient  was  then  taken  to  sur- 
gery where  the  terminal  ileum  was  noted  to  be 
quite  firm  to  palpation.  Fibrosis  and  adhesions 
were  found  on  its  serosal  surface.  The  liver  was 
not  enlarged  and  was  grossly  free  of  metastases. 
A primary  ileocolostomy  was  performed. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  surgical  spec- 
imen consisted  of  the  distal  45  cm.  of  ileum  and  28 
cm.  of  proximal  right  colon.  On  external  exami- 
nation, the  distal  7 cm.  of  ileum  exhibited  indura- 
tion with  many  fibrous  adhesions  along  its  serosal 
surface.  There  was  some  knuckling  of  the  bowel 
in  the  middle  portion  of  this  area  where  a tumor 
was  palpable.  Lymph  nodes  measuring  up  to  0.7 
cm.  in  diameter  were  palpable  in  the  mesentery. 

The  mucosal  surface  of  the  distal  12  cm.  of 
ileum  showed  many  focal  superficial  ulcerations. 
The  diameter  of  the  ileal  lumen  was  reduced  to  1.3 
cm.  at  a point  5 cm.  from  the  ileocecal  valve.  Ap- 
proximately 3 cm.  from  the  ileocecal  valve  a 2 cm. 
diameter  firm  bulbous  mass  was  noted  protruding 
2.5  cm.  into  the  ileal  lumen  (Fig.  2).  On  cut  sec- 
tion, the  mass  had  a yellow  color  and  extended 
through  the  bowel  wall.  The  small  bowel  wall  in 
the  area  of  the  tumor  measured  0.5  cm.  in  thick- 
ness as  compared  with  0.2  cm.  at  the  ileal  resection 
line. 

Microscopic  examination  showed  a malignant 
carcinoid  of  the  distal  ileum  with  extension 
through  the  Dowel  wall  into  mesenteric  fat  and 
perineural  lymphatics  (Fig.  3).  The  lymph  nodes 
were  free  of  tumor.  The  small  bowel  proximal  to 
the  tumor  showed  an  ulcerative  ileitis  secondary  to 
bowel  obstruction  (Fig.  4).  There  was  no  evidence 
of  regional  enteritis. 

Carcinoid  tumors  arise  from  Kulchitsky  cells  of 
the  crypts  of  Lieberkiihn  of  the  intestinal  epitheli- 
um. Most  of  the  gastrointestinal  carcinoids  arise 
in  the  appendix  and  are  benign  tumors.  Almost 
80  per  cent  of  the  remainder  occur  in  the  ileum. 
The  majority  of  carcinoids  are  small  and  are  inci- 
dental findings  at  autopsy.  When  the  carcinoid 
exceeds  2.5  cm.  in  diameter  or  is  deeply  invasive,  it 

* Assistant  Professor,  Department  of  Pathology. 
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FIGURE  3.  Low-power  photomicrograph  of  tumor  illus- 
trating uniform  cell  pattern  of  carcinoid  tumor  in  nests  and 
lobules  destroying  overlying  mucosa  and  invading  muscu- 
laris  (hematoxylin  and  eosin  stain). 

frequently  metastasizes  (85  per  cent  of  cases)  to 
the  regional  lymph  nodes,  liver,  or  skeleton.1 

It  has  been  stated  that  leakage  of  serotonin  from 
the  tumor  may  result  in  marked  fibrosis  of  the  ad- 
jacent bowel  wall  resulting  in  intestinal  obstruc- 
tion.2 It  would  be  quite  provocative  to  evoke  this 
principle  to  explain  many  of  the  complexities  of 
this  case. 

Final  diagnosis 

Malignant  carcinoid  of  the  ileum  with  obstruc- 
tive ileitis 

Dr.  Kim:  Liver-imaging  studies  performed 

with  technetium-99m  sulfur  colloid  one  week  and 
six  months  postoperatively  showed  negative  find- 
ings. Postoperative  chest  x-ray  films  have  not 
shown  evidence  of  metastatic  carcinoid. 

In  1961  Stark,  Bluth,  and  Rubenstein3  reported 
a case  of  carcinoid  tumor  which  had  been  erro- 
neously diagnosed  and  treated  as  regional  enteritis 
for  a number  of  years  until  autopsy  showed  ileal 
carcinoid  with  liver  metastases. 

Invasion  of  the  mesentery  by  carcinoid  tumor  of 
the  ileum  may  produce  surrounding  fibrosis,  adhe- 
sions, kinking,  muscular  hypertrophy  of  the  bowel 
wall,  mucosal  ulceration,  separation  of  bowel 
loops,  luminal  narrowing,  and  partial  obstruction — 
roentgenographic  changes  frequently  seen  in  re- 
gional enteritis. 1-5  Marshak  and  Linder6  illus- 
trate such  cases  in  their  text. 

The  diarrhea  associated  with  carcinoid  tumors 


FIGURE  4.  Photomicrograph  of  ileum  demonstratin< 
thickened  edematous  submucosa  with  focal  cellular  lym 
phoid  aggregates  (hematoxylin  and  eosin  stain). 


is  usually  due  to  liver  metastases.  That  appear: 
not  to  be  the  situation  in  this  case,  since  no  metas 
tases  have  been  demonstrated  up  to  one  year  post 
operatively. 

It  is  felt  that  the  diarrhea  in  this  case  is  due  b 
local  changes  in  the  small  bowel. 

The  most  common  symptom  of  carcinoid  of  thi 
ileum  is  small-bowel  obstruction  with  bloodless  di 
arrhea. 

One  should  consider  the  diagnosis  of  smal 
bowel  carcinoid  in  patients  who  complain  of  diar 
rhea  and  who  have  x-ray  film  changes  mimickin; 
regional  enteritis. 

Final  diagnosis 

Ileal  carcinoid  without  metastases 
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Should  not  be  ignored 
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The  Chairman:  Today’s  topic  is  a case  study 
which  will  be  presented  by  Dr.  Stark  and  Dr.  Mil- 
liken  and  illustrates  the  problem  of  choice  of  anes- 
thesia for  multiple  surgical  procedures  and  the 
evaluation  and  possible  causes  of  hypertension 
during  the  course  of  anesthesia. 


Case  report 
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Dr.  Stark:  A forty-two-year-old  male,  with 

documented  multiple  aneurysms  distal  to  the  aor- 
tic bifurcation  developed  circulatory  inadequacies 
in  his  right  foot.  He  was  scheduled  for  reconstruc- 
tion of  his  femoral-popliteal  arterial  circulation, 
using  a saphenous  vein  graft.  Anesthesia  consisted 
of  induction  with  a sleep  dose  of  thiopental  sodi- 
um, followed  by  halothane.  nitrous  oxide,  and  oxy- 
gen in  a semi-closed  system  via  a mask.  After  plac- 
ing an  oropharyngeal  airway  at  an  appropriate 
time,  the  patient  was  maintained  on  assisted  respi- 
ration. The  procedure  lasted  four  hours,  and  the 
anesthetic  course  was  uneventful. 

Thirteen  days  later  the  patient  was  to  be 
reanesthetized  for  surgery  on  the  opposite  leg.  It 
was  decided  to  use  neuroleptanesthesia,  consisting 
of  an  induction  dose  of  fentanyl  with  droperidol 
(Innovar),  followed  by  intermittent  doses  of  fen- 
tanyl (Sublimaze)  with  nitrous  oxide  and  oxygen. 
For  intubation  and  muscular  relaxation  d-tubocu- 


Presented  and  discussed  at  a conference  held  on  February 
26,  1974,  at  Roosevelt  Hospital,  New  York  City.  Clinical  anes- 
thesia conferences  are  held  on  the  second  Tuesday  of  each 
month. 


rarine  was  used.  Respirations  were  controlled  by  a 
ventilator  during  this  operation.  Anesthesia  was 
uneventful. 

Ten  days  later  additional  surgery  became  neces- 
sary and  neuroleptanesthesia  conducted  similarly 
to  the  previous  one  was  chosen.  During  the  first 
sixty  minutes  of  the  anesthesia  the  blood  pressure 
was  steady,  then  it  gradually  rose  from  140  to  200 
torr.  Despite  additional  doses  of  the  narcotic  and 
hyperventilation,  the  hypertension  persisted  for 
about  one-hundred  minutes.  At  that  point  ven- 
tricular tachycardia  occurred.  This  was  success- 
fully treated  by  the  intravenous  administration  of 
1 mg.  per  kilogram  lidocaine  in  a 2 per  cent  solu- 
tion given  as  a bolus. 

Since  hypertension  had  persisted,  halothane  was 
introduced  in  concentration  of  1 per  cent  to  con- 
trol it.  As  the  systolic  blood  pressure  dropped 
suddenly  to  90  and  then  to  70  torr,  the  concentra- 
tion of  halothane  was  first  reduced,  then  the  anes- 
thetic was  discontinued  altogether. 

In  view  of  the  proved  presence  of  multiple  aneu- 
rysms of  the  arterial  tree  distal  to  the  aortic  bifur- 
cation, it  was  assumed  that  the  cause  of  the  inci- 
dent might  have  been  a ruptured  cerebral  vessel. 
A lumbar  puncture  on  the  operating  room  table 
right  after  the  discontinuation  of  anesthesia  re- 
vealed grossly  bloody  spinal  fluid  and  increased 
pressure. 

Despite  supportive  measures  to  the  cardiopul- 
monary system,  the  patient  expired  thirteen  hours 
later. 

Comment 

The  Chairman:  Do  you  think,  Dr.  Stark,  that 
the  accident  was  caused  by  a cerebral  hemorrhage 
or  by  the  rupture  of  an  aneurysm  of  the  circle  of 
Willis?  To  my  best  knowledge  nobody  has  ever 
described  a syndrome  in  which  there  were  multiple 
aneurysms  of  the  entire  arterial  tree. 

Dr.  Stark:  I would  ask  Dr.  Milliken  to  answer 
the  question,  since  he  was  best  acquainted  with 
the  case. 

Dr.  Milliken:  In  my  judgement  the  most  likely 
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cause  was  the  rupture  of  a small  aneurysm. 

The  Chairman:  There  is  also  a possibility  that 
the  hypertension  developed  first,  and  the  rupture 
was  a direct  consequence  of  it.  This  patient  might 
have  had  weakened  vessel  walls  predisposing  him 
to  develop  aneurysms. 

Dr.  Forbat:  Looking  at  the  chart  it  seems  that 
the  pressure  did  not  begin  to  rise  as  soon  as  the  an- 
esthetic agent  was  administered,  but  it  began  to 
rise  with  stimulation. 

Dr.  Milliken:  I don’t  think  so,  since  more  than 
an  hour  had  elapsed  before  the  rise  was  noted. 

Dr.  Forbat:  Rise  in  blood  pressure  is  very 

often  seen  on  stimulation  under  neuroleptanes- 
thesia.  We  have  all  seen  this  occur.  You  give  the 
patient  what  seems  to  be  adequate  doses  of  narcot- 
ics, and  you  note  a rise  of  blood  pressure  which  is 
usually  resistant  to  further  doses  of  the  narcotic.  I 
think  it  is  due  to  catecholamine  release.1 

Dr.  Halevy:  We  see  this  frequently  with  fen- 
tanyl. 

Dr.  Forbat:  The  fact  that  1 per  cent  halothane 
lowered  the  blood  pressure  speaks  for  the  combi- 
nation of  drugs  as  the  cause  of  the  hypertension 
rather  than  an  intracranial  accident. 

Dr.  Milliken:  I would  like  to  note  that  the  pre- 
vious neuroleptanesthesia  was  uneventful.  I be- 
lieve that  the  hypotension  was  the  result  of  the 
events  following  the  cardiovascular  accident  and 
the  administration  of  halothane  was  only  inciden- 
tal. 

Dr.  Hupert:  Excuse  me,  how  much  fentanyl 

and  dropiderol  did  the  patient  have  at  the  time  the 
pressure  started  to  go  up? 

Dr.  Milliken:  Two  ml.  for  induction,  followed 
by  50  micrograms  of  fentanyl  fifteen  minutes  later, 
50  micrograms  in  another  fifteen  minutes,  and  25 
micrograms  forty-five  minutes  after  that.  Addi- 
tional 25-microgram  increments  were  given  as 
needed. 

The  Chairman:  He  had  a total  of  400  micro- 
grams of  fentanyl  in  addition  to  the  2 ml.  of  fen- 
tanyl with  droperidol,  making  it  a total  of  500  mi- 
crograms, if  my  figures  are  correct. 

Dr.  Halevy:  What  was  the  pulse  rate? 

Dr.  Milliken:  The  pulse  rate  was  80  before  in- 
duction, then  it  increased  to  100  to  105  per  min- 
ute. 

The  Chairman:  Increase  in  pulse  rate  and 

blood  pressure  are  usually  indicative  of  catechol- 
amine release.  In  our  studies  of  anesthesia  for 
coronary  bypass  surgery  we  employed  neurolept- 
anesthesia.2 One  group  received  fentanyl,  the  sec- 
ond meperidine,  and  the  third  morphine,  as  the 
narcotic  component.  The  greatest  incidence  of 
hypertension  (33  per  cent)  occurred  with  fentanyl. 
Our  dose  of  droperidol  was  150  micrograms  per 
kilogram,  but  never  more  than  a total  of  12  mg. 
There  are  reports  in  the  literature  about  an  in- 
crease in  blood  pressure  when  fentanyl  is  used.  * 4 


Dr.  Stark:  I am  quite  convinced  that  this 

problem  arose  because  halothane  v/as  not  adminis- 
tered in  the  second  or  third  procedure.  It  was 
probably  not  used  because  of  medical-legal  consid- 
erations. 

Dr.  Forbat:  I agree. 

Dr.  Halevy:  It  is  my  impression,  from  going 

over  the  chart,  that  this  change  in  blood  pressure 
could  hardly  be  expected  to  induce  a rupture  of  an 
aneurysm.  The  highest  systolic  pressure  was  only 
in  the  200  range.  I can’t  think  of  a case  off  hand 
where  this  moderate  change  in  the  blood  pressure 
could  have  caused  this  type  of  accident.  It  would 
seem  to  me  that  it  was  most  likely  coincidental 
that  it  occurred  at  that  time,  rather  than  through 
the  pressure  change  which  we  frequently  see  with 
this  type  of  anesthesia  without  any  untoward  reac- 
tions, even  in  the  elderly  who  have  advanced  arte- 
riosclerosis. The  disturbing  feature  of  this  case  at 
least  for  me  is  that  medical-legal  considerations 
were  allowed  to  exclude  halothane  as  an  agent. 

Hypertension 

The  Chairman:  There  is  a very  important 

question  here.  Let’s  discuss  in  addition  to  the 
case  itself  the  handling  of  intraanesthetic  hyper- 
tension. 

Dr.  Stark:  I believe  that  hypertension  is  dan- 
gerous. I think  if  somebody  starts  with  a pressure 
of  140,  he  is  entitled  to  go  through  the  rest  of  anes- 
thesia with  a pressure  of  140,  unless  you  have  ur- 
gent reasons  for  lowering  it. 

The  second  thing  is  that  I am  convinced  that  a 
period  of  sustained  hypertension  in  somebody 
with  proved  multiple  aneurysms  should  not  be  tol- 
erated, although  a syndrome  as  mentioned  by  our 
chairman  involving  cranial  as  well  as  other  arte- 
ries, has  thus  far  not  been  described.  I am  certain 
that  all  this  stems  from  an  inhibition  placed  on  the 
anesthesiologist  in  his  free  choice  of  anesthesia. 

Dr.  Halevy:  I would  like  to  state  that  neuro- 
leptanesthesia in  my  judgment  is  contraindicated 
in  any  patient  who  cannot  tolerate  a rise  in  blood 
pressure.  The  vast  majority  of  neuroleptanes- 
thesias  you  perform  are  associated  with  a rise  in 
blood  pressure. 

The  Chairman:  I am  unable  to  go  along  with 
this  summary  condemnation  of  neuroleptanes- ; 
thesia.  I cannot  recall  more  than  a handful  of  cases 
where  meperidine  or  morphine  was  a major  prob- 
lem. 

Dr.  Milliken:  I think  that  hypertension  is  a 

major  contributor  to  cardiac  arrhythmia  as  well. 

Dr.  Stark:  It  is  the  primary  cause. 

Dr.  Milliken:  It  can  be  a primary  cause,  but  it 
can  be  a major  secondary  contributor.  The  ven- 
tricular tachycardia  (occurring  before  the  intro- 
duction of  halothane)  and  the  sudden  drop  in 
blood  pressure  later  and  after  the  administration 
of  1 per  cent  halothane  could  have  been  caused  in 
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this  case  by  the  rupture  of  an  aneurysm  and  the 
subsequent  intracranial  hemorrhage.  I feel  I could 
join  the  chairman  in  stating  that  most  neu- 
i roleptanesthesias  are  not  associated  with  hyper- 
i tension.  A significant  rise  in  blood  pressure  after 
I intubation  may  also  be  prevented  by  good  induc- 
tion and  topical  anesthesia  to  the  larynx  and  tra- 
chea. 

Dr.  Schonfeld:  In  my  experience  each  analge- 
| sic  agent  has  characteristic  changes  connected 
i with  it  in  terms  of  blood  pressure  and  heart  rate. 

' When  we  give  a dose  of  thiopental  sodium  for  in- 
, duction,  we  expect  a drop  in  blood  pressure. 

1 When  we  administer  halothane  we  expect  a drop 
in  blood  pressure  and  pulse,  concommitant  with 
the  depth  of  anesthesia.  It  is  my  impression  that 
i neuroleptanesthesia  is  associated  with  a rise  in 
i both  systolic  and  diastolic  blood  pressures. 

The  Chairman:  In  our  institution,  in  about  80 
per  cent  of  the  patients  who  receive  general  anes- 
thesia we  employ  neurolept  technique.  I have  al- 
, ready  alluded  to  our  way  of  managing  this  type  of 
anesthesia  during  the  discussion.  We  encounter 
1 hypertension  in  a rather  small  percentage  of  cases. 
If  the  hypertension  is  due  to  the  direct  effects  of 
the  narcotic,  an  additional  dose  would  aggravate 
it. 

These  are  the  cases  in  which  we  usually  change 
agents  provided  that  the  ventilation  is  normal  as 
proved  by  blood  gases  or  we  resort  to  trimetha- 
phan  camphorsulfonate  (Arfonad).5 

Let  us  now  return  to  the  very  important  point  of 
our  discussion.  How  would  you  treat  hypertension 
; during  anesthesia?  I will  now  ask  every  member 
of  the  committee  to  express  his  or  her  views. 

Dr.  Stark:  As  you  don’t  tolerate  hypotension, 
you  should  not  tolerate  hypertension.  Both  are 
harmful. 

The  Chairman:  W’ould  you,  Dr.  Stark,  tell  us 
how  would  you  go  about  lowering  the  blood  pres- 
sure? 

Dr.  Stark:  I would  have  selected  halothane 

much  earlier.  I would  not  have  tolerated  a blood 
pressure  that  high  over  such  a long  period  of  time. 

The  Chairman:  Dr.  Forbat,  what  would  you 

do? 

Dr.  Forbat:  My  treatment  would  depend  on 

the  cause.  I would  check  the  blood  gases  to  deter- 
mine if  hypoventilation  may  be  the  cause  of  hyper- 
tension. In  case  the  blood  gases  are  normal  I 
would  give  a dose  of  the  narcotic  to  see  if  the  cause 
is  light  anesthesia.  If  increased  ventilation  and 
the  additional  dose  of  the  narcotic  have  no  effect,  I 
would  give  chlorpromazine  in  a dose  of  2.5  to  5 mg. 
intravenously.  This  way  I would  avoid  the  use  of 
halothane. 

The  Chairman:  It  is  your  turn,  Dr.  Hupert. 

Dr.  Hupert:  My  first  thought  would  be:  is 

this  patient  ventilated  well,  especially  since  the 
rise  in  blood  pressure  was  gradual.  My  second 


step  would  be  to  give  more  droperidol  or  fentanyl 
with  droperidol. 

The  Chairman:  Dr.  Schonfeld,  would  you  ex- 
press yourself. 

Dr.  Schonfeld:  I have  no  arguments  with  the 
methods  expressed  thus  far  in  treating  hyperten- 
sion. I think  I would  have  introduced  halothane  a 
lot  earlier  instead  of  administering  a ganglion  or 
an  alpha  blocking  agent.  I would  have  introduced 
halothane  in  very  small  amounts  in  the  neighbor- 
hood of  one-tenth  of  one  per  cent,  gradually  in- 
creasing it.  If  I did  not  get  the  results  in  a reason- 
able time,  I would  have  increased  the  halothane  to 
half  or  maybe  as  high  as  three-quarters  of  one  per 
cent. 

The  Chairman:  Dr.  Halevy. 

Dr.  Halevy:  Because  fentanyl  has  the  reputa- 
tion of  giving  early  tachyphylaxis  in  many  cases, 
my  first  step  would  have  been  to  change  the  nar- 
cotic. If  this  did  not  work,  I would  have  given  hal- 
othane in  this  case. 

The  Chairman:  Dr.  Milliken,  how  would  you 
have  treated  hypertension? 

Dr.  Milliken:  I would  have  given  larger  doses 
of  fentanyl  with  droperidol  and/or  fentanyl.  I 
would  not  have  used  chlorpromazine  because  of  its 
long  duration  of  action.  I would  have  given  halo- 
thane much  earlier.  In  case  all  these  measures 
would  have  failed,  I would  have  reached  for  tri- 
methaphan  camphorsulfonate. 

Dr.  Stark:  We  agree  that  unexplained  intraop- 
erative hypertension  should  not  be  ignored. 

The  Chairman:  In  view  of  the  pathologic  con- 
dition necessitating  multiple  surgery,  hyperten- 
sion of  any  significance  should  have  been  avoided. 
If  the  hypertension  was  caused  by  a process  in  the 
brain,  measures  to  lower  blood  pressure  would  not 
have  saved  the  patient.  I would  have  turned  to 
halothane  after  a brief  period  of  observation,  de- 
spite medical-legal  considerations,  if  my  attempts 
to  lower  blood  pressure  by  additional  doses  of  the 
narcotic  or  trimethaphan  camphorsulfonate  ad- 
ministration had  failed.  Medical-legal  angles  influ- 
ence the  practice  of  medicine  whether  we  like  it  or 
not. 

Dr.  Forbat:  Mr.  Chairman,  there  is  an  aspect 
of  light  anesthesia  not  leading  to  hypertension 
that  I would  like  to  mention.  In  England  we  were 
trained  with  a technique  that  utilized  nitrous 
oxide  as  a relaxant  and  hyperventilation.  We 
never  noted  the  rise  in  blood  pressure  that  you  do 
with  neuroleptanesthesia,  although  I know  about 
reports  opposing  this  view.1  Therefore  I must 
conclude  that  the  narcotic  itself  is  the  culprit. 

Dr.  Schonfeld:  I too  have  had  similar  experi- 
ences. My  anesthesia  dates  back  to  1950  when  I 
used  “neurolept”  anesthesia  before  we  had  halo- 
thane. We  didn’t  call  it  neuroleptanesthesia  then. 
We  had  two  intravenous  lines  going,  one.  with  suc- 
cinylcholine  drip  and  the  other  with  meperidine 
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drip.  We  induced  anesthesia  with  large  doses  of 
thiopental  sodium  and  used  nitrous  oxide-oxygen, 
intubated  the  patient,  then  hyperventilated  him. 
I noticed  at  the  time  that  the  more  narcotic  I used, 
the  more  apt  I was  to  encounter  hypertension. 

Dr.  Stark:  I would  accuse  the  succinylcholine 
as  the  cause  of  hypertension  more  than  meperi- 
dine. 

Dr.  Halevy:  Meperidine  is  known  to  cause  hy- 
potension in  certain  cases.6 

Dr.  Hupert:  May  I ask  a question? 

The  Chairman:  Go  ahead,  Dr.  Hupert. 

Dr.  Hupert:  Why  did  you,  Dr.  Stark,  decide  to 
do  a lumbar  puncture?  Did  you  suspect  a cardio- 
vascular accident? 

Dr.  Stark:  I did  my  lumbar  puncture  on  the 

operating  room  table  after  the  discontinuation  of 
anesthesia,  since  all  our  attempts  to  raise  the 
blood  pressure  had  failed,  and  there  was  no  re- 
sponse to  the  stimulation  of  the  carina.  I tried  to 
find  out  the  cause  for  this  incident;  among  them 
cardiovascular  accident  was  high  on  the  list,  hop- 
ing to  be  able  to  help  this  way.  I would  like  to 
mention  at  this  point  that  continuous  epidural  an- 
esthesia would  have  been  a superb  anesthetic  for 
this  patient  for  the  repeated  surgery.  It  would 
have  been  probably  free  of  the  problems  encoun- 
tered. The  only  contraindication  to  an  epidural 
block  would  have  been  the  preoperative  use  of 
heparin. 

The  Chairman:  We  have  to  conclude  our  clini- 
cal discussion  now.  This  is  a case  of  a forty-two- 
year-old  male  who  had  multiple  aneurysms,  either 
congenital  or  arteriosclerotic  in  nature.  He  was 
exposed  to  repeated  anesthetics  for  repeated  sur- 
gery. After  first  receiving  halothane,  he  had  neu- 
roleptanesthesia  twice.  Hypertension  occurred 
during  the  third  (second  neurolept)  anesthesia.  It 
is  the  concensus  of  the  committee  that  hyperten- 
sion during  anesthesia,  regardless  of  its  cause, 
should  be  promptly  treated.  The  majority  of  the 
members  participating  in  the  discussion  feel  that, 
despite  justified  medical-legal  considerations,  hal- 
othane should  have  been  considered  in  trying  to 
lower  the  blood  pressure  in  such  a critical  case.  If 
intracranial  hemorrhage  was  the  primary  cause  of 
the  hypertension  that  developed,  lowering  of  the 
blood  pressure  could  have  done  no  harm.  The 
committee  agrees  also  that  the  probable  cause  of 
the  incident  was  the  rupture  of  an  aneurysm,  or 
cerebral  hemorrhage. 

In  view  of  our  clinical  conclusion  it  would  be 
very  interesting  to  know  whether  an  autopsy  was 
performed. 

Autopsy  report 

Dr.  Milliken:  Yes,  there  was  an  autopsy  per- 
formed. 


The  Chairman:  Could  you  then,  Dr.  Milliken, 
acquaint  us  with  the  report? 

Dr.  Milliken:  The  coronary  arteries  showed 

moderate  sclerosis,  the  aorta  had  a segmental  band 
of  arteriosclerosis  just  above  the  valve,  and  there 
was  a small  aneurysm,  measuring  2 cm.  in  diame- 
ter, bulging  out  at  the  wall  of  the  aorta.  The  right 
subclavian  artery,  about  5 cm.  after  its  origin,  had 
an  aneurysmal  dilatation.  The  left  carotid  artery 
had  two  small  aneurysms.  The  left  subclavian  ar- 
tery had  multiple  small  aneurysmic  dilations. 
The  superior  mesenteric  artery  had  a dilatation 
just  after  its  origin  and  3 cm.  distal  to  that,  the  lat- 
ter completely  occluded  by  an  atheromatous 
plaque.  The  left  renal  artery  had  an  aneurysmal 
dilatation.  The  bypasses  established  during  the 
three  surgical  operations  excluded  all  known  aneu- 
rysms under  the  aortic  bifurcation  to  be  observed 
during  autopsy. 

A giant  aneurysm  of  the  right  anterior  cerebral 
artery  was  observed  in  addition  to  the  one  that  had 
ruptured  causing  a massive  subarachnoid  hemor- 
rhage. 


Conclusion 

The  Chairman:  This  was  an  unusual  and  very 
interesting  case.  Multiple  aneurysms  involving 
the  entire  arterial  tree  (including  those  of  the 
brain)  caused  by  severe  systemic  arteriosclerosis  in 
a forty-two-year-old  male  are  very  rare  occurren- 
ces; indeed  our  search  in  the  literature  did  not  re- 
veal a similar  one.  The  committee  reached  the 
proper  clinical  diagnosis,  supported  by  the  find- 
ings of  the  autopsy. 

Hypertension  is  dangerous,  and  should  not  be 
tolerated  in  general,  but  even  less  in  a patient  in 
whom  there  is  reason  to  believe  that  the  level  of 
blood  pressure  may  be  a critical  factor. 
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QUESTION  161.  Monitor  lead.  What  is  the  rhythm?  The  patient  has  rheumatic  heart  disease  and  has  been  re- 
ceiving digitalis. 


£ 
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ELUCIDATION 


Question  161.  There  are  no  visible  P waves, 
but  atrial  fibrillatory  waves  can  be  seen.  Beats  1 
and  2 have  a narrow  QRS.  The  following  four 
beats  have  a wide  QRS  and  are  perfectly  regular  at 
a rate  of  70  beats  per  minute.  Beats  7 and  8 are 
fusion  beats  intermediate  in  form  between  the  first 
two  beats  and  the  ensuing  four.  The  last  beat  is 
similar  to  the  first  two.  This  regular  rhythm  in- 
terrupting atrial  fibrillation  represents  a parasys- 
tolic focus  arising  below  the  bifurcation  of  the 
bundle  of  His.  This  arrhythmia  has  been  termed 


either  accelerated  idioventricular  rhythm  or  a slow 
ventricular  tachycardia.  In  a patient  receiving 
digitalis,  this  rhythm  usually  indicates  digitalis 
toxicity. 

Question  162.  No  P waves  are  visible.  The 
undulations  between  the  R waves  are  the  f waves 
of  atrial  fibrillation.  Beat  6 is  aberrantly  conduct- 
ed and  represents  a ventricular  premature  con- 
traction. Beats  11  to  14  are  almost  precisely  regu- 
lar as  are  beats  15  to  17.  The  regularization  of  the 
ventricular  response  in  patients  with  atrial  fibrilla- 
tion suggests  digitalis  toxicity.  When  it  occurs  at 
a very  rapid  rate,  it  probably  represents  a junc- 
tional tachycardia.  It  is  impossible  at  times  to  de- 
termine from  the  electrocardiogram  whether  or 
not  digitalis  should  be  discontinued  or  increased. 
It  is  usually  safer  to  stop  the  drug  and  observe  the 
patient’s  response.  Digoxin  levels  may  be  of  help. 


Clinical  clues 

— The  occurrence  of  pneumothorax  as  a complication  of  an  acute  asthmatic  attack  should  be  suspected  when  there  is 
a sudden  intensification  of  dyspnea  associated  with  chest  pain. 

— The  gluten-free  diet  should  be  continued  for  at  least  several  months  before  sprue  can  be  excluded  and  a favorable 
clinical  response  fully  expected. 

— Fever  of  unknown  origin  occurs  in  patients  with  regional  enteritis,  even  in  the  absence  of  diarrhea.  In  these  cases 
there  is  nearly  always  arthritis. 

— One  or  both  of  the  dorsalis  pedis  pulses  may  be  absent  congenitally  in  approximately  12  per  cent  of  individuals. 
The  posterior  tibial  pulse,  however,  is  never  absent  congenitally  (New  England  J.  Med.  278:  264  (1968)). 

— An  abnormally  high  level  of  serum  creatinine  phosphokinase  may  be  a clue  to  the  anticipation  of  anesthetic-in- 
duced hyperpyrexia.  Upper  borderline  levels  of  lactic  dehydrogenase  may  also  be  observed  (J.A.M.A.  215:  146E 
(1971)). 

— Gilbert’s  syndrome  (idiopathic  unconjugated  hyperbilirubinemia)  may  be  diagnosed  when  there  is  jaundice  withou 
any  other  evidence  of  hepatic  dysfunction,  hemolysis,  or  gallbladder  disease  (New  England  J.  Med.  277:  1108  (1967). 

— With  congestive  heart  failure,  the  physician  should  be  aware  of  “vanishing  tumors”  (pseudotumor)  of  the  lung  du» 
to  interlobar  pleural  effusion.  These  are  usually  located  in  the  right  hemithorax. 

Livedo  reticularis  in  the  vast  majority  of  cases  is  a benign  condition  which  does  not  lead  to  complications  and  foi 
which  no  treatment  is  necessary.  The  patients  are  usually  young  women,  and  the  skin  of  the  lower  extremities  is  usu 
ally  involved.  The  most  common  associated  organic  disease,  however,  is  systemic  lupus  erythematosus. 

— A point  worth  reiterating  is  that  75  per  cent  of  cancers  of  the  large  bowel  and  rectum  can  be  visualized  with  the  sig 
moidoscope. 

— T he  absence  of  meningeal  signs  in  a comatose  patient  does  not  eliminate  meningitis  or  subarachnoid  hemorrhage 
A significant  number  of  patients  with  either  of  these  conditions  may  not  have  meningeal  signs  for  twenty-four  t( 
forty-eight  hours  after  onset. 

The  nontreponemal  screening  test  (VDRL)  may  be  nonreactive  in  about  30  per  cent  of  the  patients  with  cardiovas 
cular  syphilis.  The  diagnosis  is  confirmed  by  a reactive  FTA-ABS  (fluorescent  trepononemal  antibody-absorbtion 
test  finding. 

The  FTA-ABS  test  is  more  sensitive  than  the  treponema  pallidum  immobilization  (TPI)  test  and  is  equally  specific 
(J.A.M.A.  211:  637  (1970)). 

NATHANIEL  SHAFER,  M.D 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospital. 
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AUXILIARY 


Needed  By  Our  Medical  Schools  — 
MONEY  NOT  "TIED  DOWN”! 

Our  medical  schools  need  flexible  financial  aid  - the 
kind  that  AMA  Education  and  Research  Founda- 
tion funds  provide.  Medical  schools  receive 
AMA-ERF  money  WITHOUT  STRINGS  AT- 
TACHED. It  may  be  used  as  they  see  fit  to 
solve  their  most  pressing  financial  problems. 


LOAN  GUARANTEE  FUND 


Have  you  tried  to  borrow  money  lately?  More  specifically,  a long-term  un- 
secured loan?  Most  lending  institutions  do  not  make  that  kind  of  loan,  even  for  a 
worthy  reason  like  medical  education.  The  Loan  Guarantee  Fund  was  established 
to  aid  medical  students,  interns  and  residents.  If  all  other  resources  are  exhausted, 
they  can  borrow  up  to  $1,500  a year  ($10,000  maximum).  AMA-ERF  guarantees 
repayment  of  both  principal  and  interest  to  the  participating  banks,  who  make 
students  loans  as  a public  service.  Contributions  to  AMA-ERF  are  tax  deductible. 


AMA-ERF  DONATION  FORM 

Name  of  person  to  be  honored  or  memorialized:  

Name  and  address  of  member  of  family  to  be  notified: 


Amount  of  gift : 

Designated  for:  □ Loan  Guarantee  Fund 

Q]  Name  of  Medical  School 

□ Fund  for  Medical  Schools  (to  be  divided  equally  among  all 
medical  schools) 

Contributor 

Address 

Mail  donation  to  your  AMA-ERF  N.Y.  State  Chairman, 

Mrs.  William  E.  Homan,  73  Heathcrbloom  Road,  White  Plains,  N.Y.  10605 
Make  checks  payable  to  AMA-ERF. 
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The  basic  assumption  underlying  the  work  of  all 
epidemiologists  is  that  the  phenomena  they  study 
are  not  randomly  distributed  among  the  general 
population.  By  identifying  the  nature  of  such 
nonrandom  distribution  we  can  obtain  important 
information  about  the  reasons  why  one  group  may 
be  more  affected  than  another. 

The  approach  is  nowhere  more  applicable  than 
to  the  subject  of  injury  in  the  aged.  Although  per- 
sons age  sixty-five  or  older  comprise  about  10  per 
cent  of  the  population,  they  represent  25  per  cent 
of  all  injury  fatalities,  or  some  28,000  deaths  per 
year.1  While  the  death  rate  from  unintentional 
injury  per  100,000  persons  is  57  for  all  ages  com- 
bined it  rises  to  93  for  persons  age  sixty-five  to 
seventy-four,  210  for  those  age  seventy-five  to 
eighty-four,  and  625  for  persons  age  eighty-five  or 
older.2 

It  would  be  erroneous,  however,  to  assume  that 
a high  death  rate  also  means  a high  injury  rate. 
Exactly  the  opposite  is  true,  as  shown  in  Table  I. 
Looking  at  all  injuries  combined,  persons  age 
sixty-five  or  older  are  less  likely  than  persons  in 
other  age  groups  to  be  injured  at  all  but  more  like- 
ly to  have  fatal  outcome  of  those  injuries  that  do 
occur.2  Three  types  of  events  account  for  about 
three  quarters  of  all  injury  deaths  among  the  el- 

Rresented  at  Judith  and  Hebert  Seltzer  Award  Lecture  and 
Symposium  on  Accidents  in  the  Aged,  Daughters  of  Jacob  Geri- 
atric Center,  New  York  City,  May  14,  1974. 


TABLE  I.  Rates  per  unit  population  according  to  age 
of  injuries  requiring  medical  attention,  hospitalization, 
and  resulting  in  death 


Age  (Years) 

Medically 

Attended* 

Hospi- 

talized* 

Fatalf 

0 to  14 

255 

11 

27 

15  to  24 

260 

10 

56 

25  to  44 

191 

11 

42 

45  to  64 

184 

11 

54 

>65 

131 

14 

140 

* Per  1,000  population, 
t Per  100,000  population. 


derly.  These  are  falls,  fires  and  contact  with  ho 
substances,  and  vehicular  collisions,  especially 
with  elderly  pedestrians.  We  will  return  to  a mor< 
detailed  discussion  of  each  of  these  later. 


Nature  of  injury  event 

With  this  background  information  about  the  im 
portance  of  injury  as  a cause  of  morbidity  am 
mortality  in  the  elderly,  I believe  it  is  worth  whil 
to  examine  the  phenomenon  of  the  injury  event  it 
self  to  identify  where  and  how  the  elderly  may  b 
at  particular  risk  and  where  countermeasures  ma; 
be  appropriate.  First,  it  is  relevant  that  I have  no 
used  the  common  term  “accident”  at  all  so  far  ii 
the  discussion,  and  I will  attempt  to  avoid  it  fror 
this  point  on.  I have  distinct  semantic  reasons  fo 
this  avoidance. 

The  word  accident  has  connotations  that  are  an 
tithetical  to  a scientific  approach  to  the  probler 
we  wish  to  deal  with.  Originally,  and  to  some  ex 
tent  today  also,  the  term  is  understood  as  referrin 
to  random  events.  But  as  I have  noted,  epidem 
iologists  are  interested  in  the  nonrandomness 
events,  and  we  have  already  seen  that  neither  th 
occurrence  nor  the  severity  of  these  events  is  i 
fact  random.  Therefore,  the  term  is  inappropriat 
on  that  account. 

Also  inappropriate  are  the  connotations  that  th 
term  accident  carries  of  acts  of  God,  sinfulnes 
thoughtlessness,  carelessness,  and  other  pejorativ 
implications  that  derive  from  prescientific  aj 
proaches  to  the  problem.  In  years  past  persor 
with  epilepsy  were  burned  as  witches  or  exorcise 
of  demons,  and  epidemics  were  countered 


lli 


2200  New  York  State  Journal  of  Medicine/November  1974 





/means  of  prayers  and  sacrifices.  As  we  have 
learned  more  about  disease  processes,  less  spiritual 
and  more  effective  approaches  have  been  applied, 
f To  root  out  some  of  these  same  prescient  ific  sets  of 
i mind  with  respect  to  so-called  accidents,  many 
epidemiologists  now  use  the  term  unintentional  in- 
jury instead.  When  referring  to  such  events  on 
the  highway  we  talk  about  crashes  rather  than 
traffic  accidents. 

How  does  the  injury  phenomenon  occur?  Man 
is  surrounded  by  several  types  of  energy  which  are 
relevant  to  the  medical  profession  when  they  are 
released  in  harmful  ways.  One  type  of  energy  is 
the  biologic  energy  of  bacteria,  viruses,  and  other 
iving  forms  that  may  alter  the  body.  Another 
;ype  of  energy,  one  that  we  still  understand  rather 
Doorly  despite  excellent  work  by  Selye  and  others, 
s psychic  energy.  The  type  of  energy  we  wish  to 
;onsider  here  is  physical  energy  which  occurs  in  ki- 
netic, thermal,  electrical,  chemical,  and  radiation 
'orms. 

The  ability  to  deal  with  and  use  these  energy 
orms  depends  on  both  the  performance  level  of 
he  person  exposed  to  the  energy  and  on  the  de- 
nands  of  the  particular  task  that  the  person  is  at- 
empting  to  carry  out.  For  most  people,  the  task 
>f  walking  across  a room,  which  involves  kinetic 
rnergy,  is  not  difficult,  and  the  performance  level 
)f  the  average  person  is  more  than  enough  to  com- 
pete the  task.  The  task  of  walking  across  a tight 
ope,  however,  is  impossible  for  all  but  a select  few, 
ind  the  potential  energy  that  is  inherently  in- 
volved is  released  rather  explosively  when  the  av- 
■rage  attempter  falls  off  the  rope.  Two  options 
ivailable  to  prevent  the  unintentional  release  of 
his  energy,  commonly  referred  to  as  an  accident, 
ire  either  to  improve  the  performance  levels  of 
)eople  or  to  reduce  the  task  demands.  WTith  the 
'lderly  we  usually  attempt  the  latter. 

The  release  of  energy,  however,  does  not  neces- 
arily  mean  that  injury  has  to  occur.  As  Hippoc- 
ates  pointed  out  in  425  B.C.,  a person  struck  on 
he  head  by  a hard,  sharp  object  is  much  more 
ikely  to  suffer  brain  damage  than  is  one  who  is  hit 
>y  a soft,  blunt  object.  Thus,  the  amount  of  ener- 
gy released,  its  rate  of  transfer  over  time,  and  its 
listribution  over  body  surfaces  determine  the  oc- 
urrence  and  severity  of  the  injury.  Finally,  the 
iltimate  outcome  for  those  injuries  that  are  not  in- 
lerently  nonsurvivable  depends  on  the  adequacy 
f emergency  and  definitive  care  provided. 

Thus,  five  broad  categories  of  countermeasures 
an  be  identified.  One  is  to  prevent  the  mar- 
hailing  of  a specific  energy  form  altogether,  for 
xample  by  banning  the  production  of  firecrackers 
r of  carbon  tetrachloride  fire  extinguishers.  A 
econd  approach,  and  the  one  that  has  been  most 
ommonly  used,  especially  by  those  who  espouse 
he  sinfulness-carelessness  concept,  is  to  attempt 
a change  people.  Third  is  to  make  tasks  less  de- 


TABLE  II.  Recent  alcohol  use  or  precipitating  health 
problem  among  persons  age  sixty-five  or  older  treated 
in  an  emergency  department  for  falls 


Problem 

Number  of 
Patients 

Per  Cent 

Health  problem 

No  alcohol 

48 

33 

Alcohol 

12 

8 

No  health  problem 

No  alcohol 

70 

48 

Alcohol 

5 

3 

Unsure  if  health  problem  existed 

No  alcohol 

9 

6 

Alcohol 

2 

1 

Totals 

146 

99 

manding.  If  potentially  injury-producing  events 
occur  despite  these  three  countermeasures,  it  is 
still  possible  to  prevent  or  reduce  the  injury  by 
moderating  the  energy  transfer.  And  if  injury  still 
occurs,  we  can  ensure  that  care  is  both  prompt  and 
appropriate  to  the  problem. 

Falls 

As  we  noted  earlier,  three  types  of  injury  events 
account  for  the  vast  majority  of  injury  deaths 
among  the  elderly.  The  first  of  these  is  falls. 
Persons  age  sixty-five  or  older  are  involved  in 
about  three  quarters  of  all  fatal  falls  in  the  United 
States,  having  both  a higher  than  average  number 
of  falls  that  produce  injury  and  a much  higher 
than  average  number  of  deaths  per  unit  falls.2 
Also  noteworthy  is  the  fact  that  for  all  ages  com- 
bined the  death  rate  from  falls  has  gradually  been 
dropping  from  a high  of  about  19  per  100,000 
around  1936  to  less  than  9 per  100,000  currently.1 
Furthermore,  the  death  rate  differs  according  to 
race  and  sex,  being  higher  among  women  than  men 
and  among  white  persons  than  nonwhite.2 

To  what  are  falls  and  their  severity  attribut- 
able? We  are  currently  completing  a study  com- 
paring 150  randomly  selected  persons  age  sixty  or 
older  who  have  been  seen  in  the  emergency  room 
at  the  Medical  Center  Hospital  of  Vermont  after  a 
fall  and  the  same  number  of  persons  of  similar  age 
and  sex  who  live  near  the  injured  person  but  who 
have  not  been  seen  for  an  injury.3  In  this  study 
we  are  examining  the  ways  in  which  human  and 
environmental  factors  interact  both  to  initiate  the 
fall  and  to  determine  the  severity  and  ultimate 
outcome  of  injury. 

One  of  the  most  striking  observations  of  the 
study  so  far  is  the  absolute  frequency  of  falls 
among  the  elderly.  Fully  one  third  of  our  compar- 
ison sample  of  presumably  uninjured  individuals 
reported  that  they  had  fallen  at  least  once  during 
the  previous  year.  One  reason  for  this  may  be 
that  we  have  matched  the  injured  population  with 
the  nearest  residents  of  similar  age  and  sex.  Since 
9 per  cent  of  those  who  were  seen  in  the  emergency 
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TABLE  III.  Mechanisms  of  falls  of  persons  age  sixty  or  older  according  to  recent  alcohol  use  and 

precipitating  health  problem 


n . . . TT  . . y,  , , , . , TJ 

, 

-Health  Problem  - 

s , No  Health  Problem ■.  , Unsure  if  Health  Problem s 

^ — No  Alcohol — > 

< Alcohol 

/ — No  Alcohol — s 

^ Alcohol - 

, — No  Alcohol — 

✓ Alcohol ^ 

Total s 

Num- 

Per 

Num- 

Per 

Num- 

Per 

Num-  Per 

Num- 

Per 

Num- 

Per  Num- 

Per 

Mechanism 

ber 

Cent 

ber 

Cent 

ber 

Cent 

ber  Cent 

ber 

Cent 

ber 

Cent 

ber 

Cent 

Tripped,  no  hazard 

13 

27 

2 

17 

0 

0 

0 

i 

0 

16 

ii 

identified 

Identifiable  environ 

6 

13 

1 

8 

55 

79 

3 

2 

0 

67 

46 

mental  hazard 

Dizzy,  other  health 

25 

52 

9 

75 

2 

3 

0 

0 

0 

36 

25 

episode 

Hurrying,  other 

4 

8 

0 

0 

11 

16 

1 

0. 

0 

16 

11 

mechanisms 

Unknown 

0 

0 

0 

0 

2 

3 

1 

6 

2 

11 

8 

Totals 

48 

100 

12 

100 

70 

101 

5 100 

9 

100 

2 

100 

146 

101 

TABLE  IV. 

Product 

involvement  in  falls  of  persons  age  sixty  or  older  according  to  presence  of 

precipitating  health  problem  in  fall 

, 

— 

Health  Problem — 

Yes- 

Mr, 

T T„  „ 

Product 

Number  Per  Cent 

Number  Per  Cent  Number  Per  Cent 

Number 

Per  Cent 

Slippery  ground 

2 

3 

31 

41 

0 

0 

33 

22 

Rough  ground 

7 

11 

10 

13 

0 

0 

17 

11 

Ladder  or 

chair 

1 

2 

8 

11 

0 

0 

9 

6 

Walker  or 

wheelchair 

8 

13 

2 

3 

0 

0 

10 

7 

Rug 

6 

9 

1 

1 

1 

9 

8 

5 

Other 

12 

19 

12 

16 

2 

19 

26 

17 

None 

27 

43 

5 

7 

4 

36 

36 

24 

Unknown,  possible 

0 

0 

6 

8 

4 

36 

10 

7 

Totals 

63 

100 

75 

100 

11 

100 

149 

99 

department  for  falls  lived  in  nursing  homes,  a sim- 
ilar proportion  of  the  comparison  group  also  were 
institutionalized  and  probably  impaired.  Never- 
theless, even  if  we  discount  this  twofold  overrep- 
resentation of  institutionalized  people,  the  propor- 
tion with  falls  still  is  quite  high. 

Since  impairment  and  old  age  often  accompany 
each  other,  it  is  reasonable  to  assume  that  many 
elderly  persons  fall  because  even  the  tasks  of 
standing  and  walking  are  beyond  their  capabilities 
at  least  some  of  the  time.  Table  II  shows  informa- 
tion for  146  persons  in  our  sample  of  those  with 
falls.  Incomplete  information  was  available  for  an 
additional  4 persons.  First  it  is  apparent  that  48, 
or  one  third,  of  these  people  fell  primarily  because 
of  an  acute  or  chronic  health  problem  such  as  a 
dizzy  spell,  drop  attack,  reduced  vision,  or  a chron- 
ic disorder  of  mobility. 

Second,  an  additional  19  persons  (13  per  cent) 
admitted  to  use  of  alcohol  shortly  before  the  fall, 
and  in  at  least  12  of  these  impairment  from  alcohol 
probably  contributed  to  the  fall.  One  elderly  man 
was  injured  when  he  fell  off  a bicycle  while  intoxi- 
cated. He  was  riding  a bicycle  because  his  driver’s 
license  had  been  suspended  after  a previous  con- 
viction of  driving  while  intoxicated.  Not  shown  in 
this  table  is  the  fact  that  among  persons  ages  sixty 
to  seventy-nine  slightly  over  a third  of  falls  were 
primarily  because  of  a health  problem,  whereas 
among  persons  age  eighty  or  older  such  problems 
contributed  to  two  thirds  of  all  falls. 


As  seen  in  Table  III,  a very  crude  assessment  of 
the  mechanism  of  immediate  cause  of  the  fall 
shows  that  most  persons  with  an  underlying  health 
problem  either  fell  directly  because  of  neurologic 
or  circulatory  impairment  or  else  tripped  because 
of  reduced  vision  or  mobility.  In  contrast,  most 
persons  without  underlying  health  problems  fell 
because  of  environmental  factors  such  as  icy  side- 
walks or  wet  floors  (p  < 0.0005). 

Table  IV  provides  more  information  about  envi- 
ronmental factors,  including  the  contribution  of 
specific  types  of  products.  One  noteworthy  prod- 
uct is  the  walker.  Several  people  fell  because  their 
walkers  got  caught  or  because  they  tripped  over 
the  walker.  Commonly  these  were  individuals  in 
residential  institutions.  It  was  not  possible  to  de- 
termine in  this  study  whether  these  people  fell  be- 
cause of  the  walker  or  in  spite  of  it.  I have  an  un- 
easy feeling  that  further  improvements  can  still  bf 
made  either  in  the  basic  design  and  construction  oi 
these  devices  or  in  more  knowledgeable  matching 
of  the  person  to  the  appliance.  I admit  to  abso- 
lutely no  expertise  in  this  area  but  suggest  that 
further  research  on  this  issue  might  be  warranted. 

The  epidemiologic  design  of  the  study  does  nol 
permit  actual  prediction  but  does  identify  impor 
tant  associations  between  the  long-term  healtl 
status  of  the  person  and  his  recent  fall  history.  A: 
shown  in  Table  V persons  who  fell  because  of  i 
health  problem  not  unexpectedly  had  some  long 
term  limitation  of  activities  of  daily  living  abou 
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TABLE  V.  Observed  lucidity  and  reported  physical  limitations  among  persons  age  sixty  or  older  with  falls 
according  to  presence  of  precipitating  health  problem  in  falls 


Lucidity  and  Limitations 

Preci 

pitating 

Health  P 
Uns 

roblem^ 
ure — > 
Per 
Cent 

N 

1 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Number  Per  Cent 

Lucid 

No  Limits 

19 

30 

56 

75 

4 

36 

79 

53 

Limited  mobility 

10 

16 

7 

9 

4 

36 

21 

14 

Limited  vision 

4 

6 

1 

1 

1 

9 

6 

4 

Limited  mobility  and  vision 

5 

8 

7 

9 

0 

0 

12 

8 

Limited  stamina  and  other  limits 

5 

8 

0 

0 

1 

9 

6 

4 

Confused 

No  limits 

1 

2 

1 

1 

1 

9 

3 

2 

Limited  mobility,  vision,  or  stamina  16 

25 

3 

4 

0 

0 

19 

13 

Unknown 

3 

5 

0 

0 

0 

0 

3 

2 

Totals 

63 

100 

75 

99 

11 

99 

149 

100 

two  and  one-half  times  as  often  as 

did  those  whose 

strengthen  bone  and  m 

uscle  tc 

) avoid  the 

more 

falls  were  not  precipitated  by  health  problems 

harmful  outcomes  of  falls.  In  the  third  situation, 

(p  < 0.0005).  Persons  who  fell  because  of  contrib- 

however, 

, more  emphasis 

can  be  placed  simply  on 

utory  health  problems  also  much 

more  often  re- 

making 

a more 

forgiving  environment  for 

those 

ported  dizzy  spells  and  specific  diseases  during  the 

who  fall. 

It  is  relevant  that  42  per  cent  of  the  falls 

previous  twelve  months  than  did  persons  who  fell 
without  any  contributory  health  problems.  Those 
with  contributory  problems  averaged  2.4  diseases 
per  person  in  contrast  to  an  average  1.4  among 
persons  who  fell  predominantly  for  environmental 
reasons. 

Simply  because  a person  falls,  of  course,  should 
not  necessarily  mean  that  he  or  she  will  be  injured 
i unless  the  energy  transferred  is  above  the  injury 
• threshold  for  the  tissues  involved.  This  aspect  of 
^the  injury  phenomenon  has  been  the  subject  of  in- 
ftense  debate  for  many  years  regarding  hip  frac- 
ftures  among  the  elderly.  On  the  one  hand  it  is 
claimed  that  many  elderly  persons  have  such  brit- 
tle bones  that  the  fall  occurs  because  the  bone  is 
broken.  Other  scientists  argue,  however,  that 
most  fractures  occur  because  of  the  distance  of  the 
"all  and  the  nature  of  the  surface  struck. 

I would  like  to  offer  a third  option.  I suspect 
that  in  some  cases  the  bone  is  so  brittle  that  it 
does  break  spontaneously  and  results  in  a fall.  In 
other  cases,  bone  fragility  does  not  initiate  the  fall 
out  there  is  sufficiently  small  muscle  mass  or  suffi- 
ciently weak  bone,  so  that  the  person’s  own  body 
veight  is  enough  to  bring  about  a fracture  no  mat- 
:er  how  forgiving  the  surface  struck.  This  may  be 
vhy  women  have  higher  injury  rates  in  falls  than 
men.  The  third  situation  involves  stronger  bone 
md  large  muscle  mass,  and  the  fracture  occurs 
only  if  the  surface  struck  is  sharp  or  hard. 

What  proportion  of  serious  injuries  is  attribut- 
ible  to  each  of  these  three  mechanisms?  The  an- 
;wer  is  hardly  academic,  because  the  nature  and 
:ost  effectiveness  of  the  countermeasures  chosen 
lepend  on  the  relative  distributions.  In  the  first 
•ase,  the  prime  goal  is  to  strengthen  bone  so  that  it 
von’t  fracture  spontaneously.  In  the  second  case, 
ve  must  seek  both  to  prevent  falls  initially  and  to 


in  this  study  occurred  indoors  at  home,  9 per  cent 
in  residential  institutions,  and  9 per  cent  in  public 
buildings.  Thus,  fully  60  per  cent  occurred  in 
locations  that  are  or  can  be  regulated  by  building 
codes. 

To  my  knowledge  the  question  about  the  mech- 
anism of  fracture  has  not  been  resolved  as  yet. 
Data  do  show  fewer  fractures  of  the  spine  among 
people  who  reside  in  areas  with  fluoride  content  of 
at  least  3 to  4 ppm  in  their  drinking  water.4  Fluo- 
ride concentrations  of  1 ppm  or  higher  are  re- 
ported to  strengthen  bone  just  as  they  have  been 
documented  to  strengthen  teeth.  Persons  in  areas 
with  1 ppm  added  to  their  drinking  supply  tend  to 
show  greater  bone  density  on  x-ray  film  than  do 
those  without  fluoride.5  There  is  no  area  of  the 
nation,  however,  in  which  elderly  people  have  been 
exposed  to  1 ppm  of  fluoride  for  a sufficient  num- 
ber of  years  so  that  it  is  possible  to  compare  the 
frequency  and  types  of  falls  among  such  persons 
with  presumably  stronger  bones  and  among  per- 
sons from  unfluoridated  areas.  A study  of  this 
type  by  Goggin  et  al.G  several  years  ago  was  inade- 
quate in  my  opinion  because  the  duration  of  expo- 
sure to  fluoride  was  too  short  to  have  meaning. 

Our  own  data  show  little  difference  in  the  fre- 
quency of  fracture  and  concussions  among  those 
persons  who  hit  either  hard  or  soft  ground  directly 
when  they  fell;  in  each  case  about  two-thirds  had 
fractures  or  concussions.  However,  among  those 
people  the  impact  of  whose  fall  was  broken  be- 
cause they  hit  something  else  before  striking  the 
ground,  49  per  cent  had  a fracture  or  concussion  (p 
< 0.2).  Although  the  difference  is  not  statistically 
significant,  the  direction  of  the  difference  is  con- 
sistent with  the  conclusions  of  a study  that  DeHa- 
ven1  made  in  1942  in  which  he  examined  the  cir- 
cumstances associated  with  survival  among  per- 
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sons  who  fell  from  heights  of  50  to  150  feet.  He 
reported  that  injury  is  less  severe  if  the  full  impact 
of  the  fall  is  broken. 

We  have  assumed  that  persons  who  already 
have  limitations  of  mobility  are  more  likely  to 
have  degeneration  of  bone  and  muscle  mass  than 
those  who  are  healthy.  Therefore,  we  further 
categorized  our  data  about  severity  of  injury  in 
falls  according  to  the  nature  of  the  surface  struck 
and  the  existence  of  medical  impairment.  No  dif- 
ferences were  found,  however.  It  is  quite  appar- 
ent though  that  older  persons  who  fall  have  frac- 
tures much  more  often  than  do  children  under 
similar  circumstances.  I believe  the  current  data 
tentatively  support  the  conclusion  that  brittleness 
of  bone,  small  muscle  mass,  or  both  are  substantial 
contributors  to  fractures  in  the  elderly,  and  that 
the  nature  of  the  surface  struck  is  less  important, 
but  not  entirely  irrelevant,  in  determining  the  se- 
verity of  injury  to  persons  who  fall  in  this  age 
range. 

Finally,  we  need  to  examine  the  care  received  by 
the  injured  once  they  fell.  Of  150  persons,  fully 
two-thirds  received  no  first  aid  at  all  before  com- 
ing to  the  hospital,  whereas  28  persons  (19  per 
cent)  ministered  to  themselves,  and  21  (14  per 
cent)  had  either  medical  or  nonmedical  help. 
Looking  specifically  at  61  persons  with  fractures  of 
back  or  long  bones,  71  per  cent  received  no  first 
aid,  and  only  14  per  cent  had  the  fractures  immo- 
bilized. Among  persons  with  fractures  or  concus- 
sions, about  half  sought  help  during  the  first  hour, 
but  almost  an  additional  third  waited  for  six  hours 
or  longer  before  seeking  help.  Individuals  who 
had  less  serious  injuries  were  even  more  likely  to 
delay  seeking  care.  About  40  per  cent  of  injured 
persons  either  attempted  or  were  able  to  reach 
their  physician  before  going  to  the  hospital,  and  in 
most  cases  he  simply  advised  them  by  phone  to  go 
directly  to  the  emergency  room  rather  than  see 
him. 

We  tend  to  assume  that  most  people  with  seri- 
ous injury  arrive  at  the  hospital  by  ambulance. 
Yet  even  among  the  elderly  only  43  per  cent  came 
by  this  means,  and  even  among  persons  with  frac- 
tures of  back  or  long  bones  only  about  half  used  an 
ambulance.  Thus,  a substantial  number  of  per- 
sons literally  walked  or  hobbled  in  with  fractures 
that  were  totally  untended. 

I suspect  that  the  gradual  reduction  in  the  fatal- 
ity rate  from  falls  over  the  past  third  of  a century 
is  at  least  in  part  the  result  of  more  effective  forms 
of  treatment  now  available.  Nonetheless,  the  el- 
derly still  have  substantially  higher  case  fatality 
ratios  than  do  younger  persons  because  they  com- 
monly have  cardiovascular,  respiratory,  or  renal 
complications  that  are  less  severe  or  frequent  in 
young  individuals.  For  this  reason  it  is  especially 
important  that  the  elderly  injured  should  be  seen 
as  soon  after  their  injuries  as  possible  and  should 


have  care  that  is  not  only  compassionate  but  com- 
petent during  both  the  prehospital  and  inhospital 
phases  of  care.  Unfortunately,  data  suggest  that 
this  is  not  the  case.8 


Fire  and  hot  substances 


Both  the  very  young  and  the  elderly  are  exces- 
sively involved  in  injury  and  death  attributable  to 
fire  or  hot  substances.1  As  with  falls,  factors  asso- 
ciated with  degenerative  disease  and  impairment 
appear  to  contribute  substantially  to  the  overrep- 
resentation of  the  elderly.9  First,  the  elderly  are 
more  likely  to  get  into  trouble  initially  because  of 
falls  against  hot  surfaces,  inability  to  hold  things 
without  spilling  them,  and  lesser  sensitivity  of 
nerve  endings  to  substances  that  may  be  too  hot. 
Second,  because  of  physical  infirmities,  the  elderly 
person  who  comes  into  contact  with  a hot  surface 
or  who  is  exposed  to  fire  often  is  not  able  to  re- 
move himself  until  extensive  damage  has  occurred. 
Finally,  preexisting  cardiovascular,  respiratory, 
and  renal  disease  often  makes  it  impossible  for  the 
injured  person  to  overcome  serious  but  possibly 
survivable  burns. 

For  this  reason  major  attention  must  be  given  to 
environmental  aspects  of  control.  In  one  study  I 
found  that  these  aspects  contributed  to  most 
deaths  from  fire.10  For  example,  a man  confined 
to  a wheelchair  with  severe  arthritis  dropped  a 
match  his  wife  had  given  him  to  light  his  cigarette. 
He  burned  to  death  because  his  clothing  was  high- 
ly flammable,  and  he  could  not  extricate  himself 
because  of  his  impairment.  I am  particularly  con- 
cerned about  such  dubious  technologic  innova- 
tions as  electric  stoves  which  may  continue  to  be 
dangerously  hot  even  after  they  have  ceased  to 
glow,  or  with  ceramic  top  stoves  which  may  not 
even  glow  at  all,  and  thus  give  little  or  no  help  to 
the  elderly  person  with  failing  eyesight.  In  fact, 
they  give  little  help  to  the  person  with  20/20  vi- 
sion. 

Water  temperatures  must  be  regulated  to  below 
110°  F.  Flame-retardant  fabrics  and  bedding  are 
as  important  for  the  elderly  as  they  are  for  chil- 
dren, although  only  the  latter  need  has  received 
much  public  attention.10  Wherever  possible  the 
elderly  should  receive  preference  for  ground-level 
housing,  not  only  for  general  mobility  but  also  for 
quick  exit  in  emergency.  I believe  it  is  not  by 
chance  that  death  rates  from  fire  are  higher  among 
elderly  nonwhite  persons  than  among  whites.  I 
suspect  this  may  be  a reflection  of  poverty  and  in- 
adequate housing  which  is  more  likely  to  become 
involved  in  fire  and  is  less  easy  to  escape. 
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Highway  injury 

The  third  major  type  of  injury  involving  the  el- 
derly is  highway  crashes.  Each  year  about  5,000 
persons  age  sixty-five  or  older  are  killed  as  drivers 
or  passengers  and  an  additional  2,500  are  killed  as 
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pedestrians.1  To  some  extent  these  modes  are  in- 
terchangeable, because  both  driving  and  walking 
are  two  aspects  of  the  transportation  needs  of  the 
elderly.  The  removal  of  driving  privileges  for  an 
elderly  person  because  of  impairment  commonly 
means  that  he  will  simply  become  an  impaired  pe- 
destrian. At  the  recent  White  House  Conference 
on  Aging,  problems  of  transportation  were  identi- 
fied as  the  third  most  frequent  concern  of  the  el- 
derly. 

The  determinants  of  transportation  patterns  in 
the  elderly  are  threefold:  their  physical  and  psy- 
chological capabilities;  the  nature  and  extent  of 
needs  for  people,  goods,  and  services  outside  the 
home;  and  the  availability  of  various  transporta- 
tion resources,  whether  it  be  their  own  driving,  a 
helpful  relative  or  neighbor,  taxi,  or  public  or 
semipublic  transportation.  Especially  in  rural 
areas  the  discontinuity  between  needs  and  re- 
sources may  be  extremely  great.  It  is  highly  rele- 
vant that  40  per  cent  of  this  nation’s  elderly  are 
nonurban  in  residence,  and  that  the  rural  elderly 
are  more  likely  to  be  poverty  stricken  than  are 
their  urban  counterparts. 

I cannot  emphasize  these  points  enough,  be- 
cause to  my  knowledge  there  is  an  absolute  pauci- 
ty of  information  about  the  transportation  needs 
and  coping  patterns  of  the  rural  elderly,  especially 
in  relation  to  the  presence  or  absence  of  medical 
limitations  that  may  affect  highway  safety. 

Just  what  is  known  at  this  point  about  the  elder- 
ly driver  and  pedestrian?  There  can  be  little 
doubt  but  that  the  elderly  pedestrian  is  ill 
equipped  to  deal  with  the  hazards  of  the  highway. 
Study  after  study  has  shown  that  pedestrian  fa- 
talities are  comprised  almost  entirely  of  three 
groups:  preschool  and  elementary  school  chil- 

dren, middle-aged  alcoholics,  and  the  elderly.11-12 

But  what  about  the  16  million  elderly  drivers? 
To  what  extent  are  they  also  ill  equipped  for  mod- 
ern traffic?  The  answer,  unfortunately,  is  not 
simple,  but  rather  depends  on  what  criterion  is 
used.  If  reported  highway  crashes  per  100  drivers 
are  examined,  the  elderly  are  found  not  to  have 
any  higher  crash  experience  than  do  middle-aged 
persons,  and  the  highest  crash  rates  are  among  the 
> young.1 

Another  way  of  considering  risk  is  to  ask  what  is 
the  likelihood  of  crashing  per  unit  miles  of  driving 
exposure.  The  data  in  this  case  suggest  that  el- 
derly drivers  do  have  substantially  higher  crash 
experience  per  miles  traveled  when  compared  with 
middle-aged  drivers.13-14  A department  of  motor 
vehicles,  however,  licenses  people,  not  miles  of  ex- 
posure. It  is  possible  to  argue,  therefore,  that  the 
combination  in  the  elderly  of  fewer  miles  driven 
plus  higher  risk  for  each  of  those  miles  still  does 
not  result  in  a sufficient  hazard  to  warrant  special 
administrative  action. 

Finally,  one  can  look  at  the  types  of  crashes  the 
elderly  are  involved  in.  The  data  here,  in  my  esti- 


mation, give  cause  for  alarm.  While  the  young 
driver  is  more  likely  to  be  involved  in  a serious  sin- 
gle vehicle  crash  of  danger  to  himself  and  his  pas- 
sengers, the  elderly  driver  more  often  has  a two- 
vehicle  collision,  for  example  at  an  intersec- 
tion.15-16 Furthermore,  per  hundred  drivers,  the 
very  elderly  are  as  likely  to  be  involved  in  fatal 
crashes  as  are  young  drivers,  and  this  substantially 
exceeds  the  fatality  experience  of  middle-aged 
drivers.1  The  reason,  of  course,  is  that  once  in- 
jured the  elderly  driver  is  less  likely  to  survive  the 
injury. 

Simply  because  it  is  possible  to  identify  that  a 
particular  group  is  at  high  risk  of  injury  or  illness, 
however,  doesn’t  necessarily  mean  that  the  only 
way,  or  even  the  best  way,  to  control  their  problem 
is  to  attempt  to  regulate  the  high-risk  group.  I 
will  explore  some  of  the  options  that  relate  to 
achieving  control  of  the  preinjury,  injury,  and 
postinjury  phases  of  crashes  involving  the  elderly. 
The  major  emphasis  will  be  on  the  preinjury  phase 
in  which  we  examine  the  interaction  of  the  vehicu- 
lar and  roadway  environment  in  the  creation  of  the 
driving  task  and  of  the  driver  in  dealing  with  that 
task. 

Driving  patterns  and  adjustments 

First,  it  is  relevant  to  know  that  many  elderly 
drivers  consider  this  task  too  demanding.  They 
either  cut  back  substantially  on  their  total  driving 
exposure  and  alter  the  type  of  driving  they  do,  or 
they  may  stop  driving  entirely  as  shown  in  a recent 
monumental  study  by  Planek.17  The  relevant 
question  here  is  whether  the  adjustments  are  suffi- 
cient, or  whether,  even  after  these  adjustments, 
many  elderly  drivers  are  still  at  greater  risk  of 
crashing  than  they  were  when  a few  years  younger. 

It  is  my  impression  that  in  many  cases  the  ad- 
justments are  not  entirely  adequate.  In  our  case- 
comparison  study  of  elderly  persons  injured  in 
falls  I was  able  to  obtain  information  about  driving 
patterns  and  medical  status  both  for  persons  who 
had  falls  and  for  a comparison  group  of  individuals 
who  had  not  done  so.  The  data  show  that,  al- 
though reduction  in  driving  does  occur  with  in- 
creasing age,  it  is  only  partly  related  to  the  extent 
of  medical  impairment.  Many  impaired  persons 
stop  driving  entirely,  but  those  who  continue  drive 
almost  as  many  miles  per  year  as  do  unimpaired 
persons  of  similar  age.  These  data  are  quite  con- 
sistent with  those  from  an  earlier  study  I carried 
out  in  Seal  Beach,  California.18  The  fact  that 
older  people  as  a group  do  have  higher  crash  expe- 
rience per  unit  of  exposure,  as  noted  earlier,  also 
suggests  that  the  adjustments  are  not  adequate. 

Several  types  of  conditions  would  increase  a 
person’s  risk  by  interfering  with  the  identification, 
evaluation,  and  implementation  of  the  driving 
task.  Two  of  these  are  reduced  ability  to  see  or 
hear.  Several  parameters  of  visual  ability  de- 
crease markedly  with  age,  including  daylight  acu- 
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ity, 19  fields,20  glare  resistance,21  and  night  vision.22 
A third  problem  is  the  occurrence  of  conditions 
that  alter  attention  and  consciousness,  for  exam- 
ple, transient  ischemic  attacks,  angina,  and  slow- 
ing of  thought  processes.  Some  of  these  condi- 
tions may  be  constant,  while  others  vary  from  day 
to  day,  or  even  from  minute  to  minute. 

Fourth  is  the  alteration  of  judgment.  This  may 
occur  because  of  the  onset  of  senile  changes  in  the 
brain.  A less  commonly  recognized  reason,  how- 
ever, is  because  all  of  the  organic  and  psychologi- 
cal changes  in  the  elderly  in  fact  place  them  on  a 
new  learning  curve  for  driving,  just  as  the  young 
driver  is  on  a learning  curve.  The  younger  driver, 
however,  is  likely  to  stabilize  after  about  two  or 
three  years,  while  the  older  driver  remains  on  a 
learning  curve  from  about  age  fifty-five  until  he 
ceases  driving.  This  occurs  because  the  aging  pro- 
cess is  a continuing  one,  and  perhaps  explains  why 
the  previously  mentioned  adjustments  that  the  el- 
derly make  may  often  be  too  little  or  too  late.  Fi- 
nally, there  often  is  decreased  ability  to  implement 
appropriate  actions  once  decided  on  because  of  se- 
vere arthritis,  emphysema,  heart  disease,  de- 
creased muscle  mass,  or  other  problems. 

In  my  opinion  it  is  possible  to  identify  which 
groups  are  likely  to  have  increase  in  crash  risk,  and 
I believe  it  is  further  possible  to  select  a substan- 
tial proportion  of  the  high-risk  individuals.  In 
one  study  we  compared  essentially  healthy  mid- 
dle-aged drivers  with  elderly  drivers  who  were 
healthy,  had  cardiac  disease,  had  signs  and  symp- 
toms of  senility,  or  both.18  Signs  and  symptoms 
of  senility  included  observed  presence  of  tremor 
and  reported  slowing  of  thought  processes  or  in- 
crease in  forgetfulness.  Basically,  the  data  show 
that  apparently  healthy  older  drivers  do  not  have 
an  appreciable  increase  in  crash  risk  over  that  of 
middle-aged  drivers,  but  that  such  an  increase  is 
associated  with  medical  impairment. 

Driver  licensing 

With  this  information  as  background  let  us  con- 
sider some  possible  administrative  approaches  to 
identification  and  regulation  of  the  high-risk  el- 
derly driver,  starting  with  the  periodic  relicensing 
process  and  then  turning  to  identification  of  indi- 
viduals between  license  renewals.  Central  to  any 
consideration  of  relicensing  is  the  requirement 
that  every  person  seeking  to  renew  his  or  her  li- 
cense must  appear  in  person  before  personnel  of 
the  licensing  agency.  There  is  no  effective  substi- 
tute. We  have  reported  this  matter  in  greater  de- 
tail.23 

What  things  should  he  observed  by  the  examin- 
er? Does  the  person  appear  confused,  respond 
slowly  or  inappropriately,  or  tend  to  ramble?  Are 
there  tremors  or  limitations  of  motion?  Is  the 
handwriting  especially  shaky?  These  factors  may 
vary  rather  substantially  over  a period  of  several 


hours,  so  one  can  perhaps  expect  that  at  any  given 
moment  these  phenomena  might  not  be  observed 
in  some  individuals  even  if  they  do  exist. 

The  standard  visual  screening  in  the  offices  of 
licensing  agencies  effectively  identifies  persons 
who  have  reduced  daylight  acuity.  In  the  elderly  I 
believe  it  is  also  relevant  to  test  for  visual  fields 
and  for  nighttime  acuity.  The  reality  of  the  driv- 
ing environment  is  that  many  road  signs  are  less 
than  adequate  during  the  day  even  for  persons 
who  are  alert  and  visually  facile,  and  they  are  quite 
impossible  at  night. 

I think  it  is  reasonable  to  ask  special  questions 
of  the  elderly  applicant  about  recent  hospitaliza- 
tions, slowing  of  thought  processes,  blackouts,  or 
forgetfulness.  Recent  driving  record  should  also 
be  scanned  to  determine  if  there  is  any  marked 
changes  from  previous  pattern. 

Those  individuals  who  cannot  pass  visual 
screening  should  not  be  licensed,  or  should  be  per- 
mitted to  drive  only  during  daylight  hours  or  in  a 
limited  geographic  area.  Persons  who  are  ob- 
served to  have  problems  or  who  report  symptoms 
of  senility  in  response  to  written  questions  should 
be  given  two  behind-the-wheel  driving  tests  on 
separate  days,  and  the  lower  of  the  two  scores 
should  be  utilized. 

Questioning  of  relatives  or  family  physician  also 
is  useful  to  pick  up  information  about  behavior 
that  they  have  been  concerned  about  but  may  not 
have  felt  free  to  bring  to  the  attention  of  the  li- 
censing agency  unless  specifically  asked.  It  was 
recommended  at  the  National  Conference  on  the 
Aging  Driver  that  legislation  be  introduced  in  all 
states  to  permit  physicians  to  report  impaired  pa- 
tients without  liability  to  the  physician  if  the  pa- 
tient is  likely  to  be  a hazardous  driver  for  medical 
reasons. 

Suggestions  are  commonly  made  to  require 
medical  examination  of  all  elderly  drivers  as  a pre- 
requisite for  license  renewal.  I do  not  believe  this 
is  an  especially  cost-effective  option.  Rather  the 
most  relevant  signs  and  symptoms  can  be  identi- 
fied by  licensing  personnel  themselves  at  consider- 
ably less  cost  than  would  be  involved  in  requiring 
all  older  drivers,  of  which  there  are  about  16  mil- 
lion in  the  United  States,  to  have  medical  exami- 
nations. 

Furthermore,  it  is  substantially  easier  to  achieve 
comparability  of  screening  methods  and  criteria 
among  several  hundred  or  several  thousand  driver 
examiners  than  it  is  among  several  hundred  thou- 
sand physicians. 

Regarding  identification  of  persons  between  li- 
cense applications  most  departments  of  motor  ve- 
hicles commonly  receive  anonymous  calls  for  help 
from  concerned  relatives  or  friends,  and  older 
drivers  who  are  beginning  to  have  problems  can 
also  be  identified  if  after  a previously  clear  record 
for  many  years  they  have  two  or  more  separate 
traffic  events  in  a year.  This  may  be  more  than 
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ample  warning  of  current  deterioration  of  driving 
ability. 

There  has  been  some  concern  whether  or  not  it 
is  possible  to  retrain  the  elderly  driver.  While  this 
may  be  a possibility,  it  is  also  quite  likely  that 
those  persons  who  are  most  retrainable  are  the 
ones  who  already  are  at  lowest  relative  risk  of 
crash  involvement.  1 do  not  think  we  should 
abandon  exploration  of  this  option,  but  on  the  ot her 
hand  I suspect  it  may  be  found  to  have  relatively 
limited  applicability  for  crash  reduction. 

Finally,  other  options  that  are  not  driver  orient- 
ed need  to  be  discussed.  Impairment  is  a relative 
term.  A person  may  be  able  to  cope  at  an  inter- 
section with  a one-way  road  but  may  have  diffi- 
culty in  processing  and  dealing  with  two-way  traf- 
fic. A large  sign  with  good  contrast  placed  suffi- 
ciently in  advance  of  a decision  point  is  less  likely 
to  create  problems  than  is  a small,  poorly  notice- 
able sign  that  is  improperly  placed.  In  addition  to 
these  characteristics  of  prominence  and  ability  to 
provide  advance  notice,  signs  should  be  easy  to  in- 
terpret, provide  continuity  of  guidance  from  one 
sign  to  the  next,  have  relatability  to  the  environ- 
ment, and  warn  of  the  necessity  of  unusual  maneu- 
vers. 

It  has  been  estimated  that  under  certain  condi- 
tions the  average  sign  on  our  roads  is  inadequate 
for  as  many  as  half  of  the  drivers.  This  would 
mean  that  it  is  probably  inadequate  for  most  of 
the  elderly. 

Studies  of  recent  model  automobiles  have  docu- 
mented substantial  problems  in  the  visual  fields 
they  offer24  and  in  the  driver’s  ability  to  reach  all 
necessary  displays  and  controls  on  the  dash- 
board.25 Again,  the  elderly  are  most  likely  to  be 
adversely  affected  by  these  deficiencies.  Clearly, 
a concern  with  the  elderly  driver  cannot  be  limited 
to  the  capabilities  of  the  driver  himself  but  also 
must  deal  with  making  the  tasks  he  is  required  to 
perform  less  unnecessarily  demanding.  At  the  re- 
cent National  Conference  on  the  Aging  Driver,  it 
was  recommended  that  the  elderly  driver  should 
be  used  as  the  bellwether  for  designing  the  na- 
tion’s roads  and  cars.  Of  course,  the  elderly  can 
and  should  be  used  as  the  bellwether  for  other 
means  of  transportation  and  for  ways  to  separate 
pedestrian  and  vehicular  traffic. 

It  is  often  impossible  for  the  older  person,  for 
example,  to  walk  across  a street  before  the  light 
changes  or  to  negotiate  the  high  steps  or  self-ser- 
vice doors  of  buses. 

I noted  earlier  that  the  elderly  are  more  likely  to 
die  of  injuries  which  might  not  prove  fatal  to  youn- 
ger persons.  If  we  are  concerned  w7ith  saving  these 
lives  our  attention  must  be  directed  also  to  reduc- 
ing the  likelihood  of  injury  in  the  crash  or  energy- 
transfer  phase  and  to  improving  the  quality  of 
emergency  and  definitive  care  available  for  those 
who  are  injured  nonetheless. 


Summary 

Unintentional  injury  in  the  aged  is  an  important 
cause  of  disability  and  especially  of  death.  Dete- 
rioration of  physical  and  mental  capabilities  in 
many  elderly  persons  often  makes  it  impossible  for 
them  to  accomplish  normal  activities  of  daily  liv- 
ing in  a way  that  will  minimize  the  hazards.  Once 
the  injury  event  has  begun  they  may  be  unable  to 
extricate  themselves  quickly  enough  to  avoid  seri- 
ous injury,  and  once  injured  they  may  have  re- 
duced capability  to  survive. 

The  sparse  data  available  suggest  that  older  per- 
sons in  good  health  may  not  have  any  substantial 
increase  in  risk  of  involvement  in  injury  events  al- 
though their  injuries  may  possibly  be  more  severe 
than  those  of  younger  persons  because  of  greater 
fragility  of  bone  and  smaller  muscle  mass.  The 
greatest  emphasis  in  prevention  and  mitigation  of 
injury  in  the  aged  must  be  on  use  of  environmental 
controls  rather  than  on  attempts  to  change  or  re- 
train a segment  of  the  population  whose  capabili- 
ties often  are  decreasing  in  ways  and  at  rates  that 
are  both  unpredictable  and  uncontrollable. 
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Physician  permits  patients 
to  adjust  their  bills 

A physician  in  the  midwest  is  giving  his  patients  the 
slip — and  they  like  it. 

The  unusual  approach  to  billing  for  medical  services 
is  described  in  an  article  in  a current  issue  of  AMA 
UPDATE,  a publication  of  the  American  Medical  Asso- 
ciation. 

A housewife  in  St.  Charles,  111.,  received  a bill  from 
her  doctor  the  other  day.  Nothing  unusual  about  that, 
of  course.  What  was  unusual  was  the  slip  of  pink  paper 
she  found  enclosed  with  the  bill. 

“Well,  I was  kinda  surprised  at  that  piece  of  paper — 
and  pleased,”  she  said.  “To  tell  the  truth,  I didn’t  think 
there  were  people  of  Dr.  Grayson’s  fine  caliber  around 
anymore.” 

Here’s  what  the  slip  of  pink  paper  said  . . . “TO  ALL 
MY  PATIENTS 

My  fee  schedule  is  based  upon  standard  medical  prac- 
tice in  this  area. 

However,  for  retired  persons  on  limited  pensions,  or 
any  others  whose  financial  circumstances  are  difficult 
due  to  extensive  illness,  unemployment,  or  for  other  rea- 
sons, I will  reduce  my  fees. 

Under  these  circumstances  I suggest  a 25%  reduction, 
hut  more  or  less  may  be  appropriate  to  your  situation. 
No  discussion  is  necessary — simply  write  the  amount  of 
reduction  you  choose  on  the  statement  with  your  remit- 
tance. 

Reasonable  and  regular  partial  payments  are  satisfac- 
tory. Richard  R.  Grayson,  M.D.” 

Dr.  Grayson,  an  internist,  told  AMA  UPDATE  Editor 
Peter  Van  Note  that  he’s  been  enclosing  the  pink  slip 
with  his  bills  for  the  past  five  or  six  years. 
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“It  works  on  the  honor  system,”  he  explained.  “As 
the  pink  slip  points  out,  my  fee  schedule  is  in  line  with 
the  prices  charged  by  other  doctors  hereabouts.  How- 
ever, if  a patient  feels  he  can’t  afford  my  prices,  the  pink 
slip  assures  him  that  he  needn’t  pay  more  than  he  can 
afford. 

“Or,  if  a patient  honestly  believes  I’ve  overcharged 
him,  he  is  free  to  pay  only  the  amount  he  considers  to  be 
a fair  price  for  my  services. 

“I  never  ask  for  an  explanation,  so  the  patient  need 
not  feel  embarrassed  or  chagrined.  And  a patient  who 
has  reduced  his  bill  is  just  as  welcome  at  my  office  as  the 
patient  who  paid  in  full. 

“Money- — or  the  lack  of  it — is  the  cause  of  emotional 
distress  in  some  families,  these  days.  Emotional  dis- 
tress often  leads  to  ulcers  and  other  physical  ailments. 
I see  plenty  of  ulcer  patients  already;  and  I’d  just  as 
soon  that  my  bills  not  help  create  more  ulcer  patients.” 

Do  many  of  your  patients  accept  your  invitation  to  re- 
duce their  doctor  bill,  he  was  asked. 

“Surprisingly  few.  Maybe  2 per  cent  or  3 per  cent. 
“Mostly,  the  patients  who  reduce  their  bills  are  older 
people,  trying  to  survive  on  their  Social  Security  checks, 
or  people  who  are  out  of  work,  or  young  families  who 
have  got  caught  in  the  inflationary  spiral. 

“Only  twice,  that  I know  of,  did  patients  reduce  their 
bills  just  to  see  what  I’d  do  about  it.  I didn’t  do  a thing. 
As  I said  before,  it  works  on  the  honor  system. 

“And  on  only  one  occasion  did  a patient  ask  me  to 
write  off  the  full  amount  of  his  bill.  He  was  a young  fa- 
ther who  had  lost  his  job  some  weeks  before.  Jobs  at 
that  time  were  hard  to  find  in  this  area. 

“Of  course,  I was  happy  to  mark  that  patient’s  bill: 
Paid  in  Full.” 
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Case  Reports 


Salmonella  Enteritidis 


JOSE  G.  TAN,  M.D. 

Hornell,  New  York 

From  St.  James  Mercy  Hospital 


Areas  of  western  New  York  State,  including  the 
town  of  Hornell,  were  virtually  devastated  by 
floods  caused  by  typhoon  Agnes  in  1972,  which 
i caused  pollution  in  city  and  well  waters.  St. 
James  Mercy  Hospital  in  Hornell  cultured  80  sam- 
ples of  the  well  water  and  the  City  of  Hornell  De- 
partment of  Health  cultured  71  of  the  city  water- 
[ supply  samples.  The  hospital’s  pathologist  and 
laboratory  director  established  that  80  to  90  per 
cent  of  the  well  waters  tested  were  polluted  with 
I coliform  organisms. 

Case  report 

A sixteen-year-old  white  female  was  first  seen  in 
i the  hospital  emergency  room  with  a history  of  di- 
arrhea. She  had  had  loose  bowel  movements  for 
two  days,  10  to  12  times  during  the  first  day  and 
every  hour  on  the  second  day.  The  stool  was  sem- 
iliquid initially,  then  turned  to  very  loose,  yellow- 
ish, watery  stools,  with  mucous  but  no  blood.  The 
accompanying  lower-abdominal  cramps  were  re- 
lieved each  time  the  watery  stool  was  passed. 
Prior  to  entering  the  hospital,  the  patient’s  tem- 
perature registered  102°F.,  and  she  was  given  aspi- 
rin; she  claimed  allergic  reaction  to  analgesic  com- 
pounds. Her  past  history  revealed  a tonsillectomy 
early  in  the  year;  she  had  had  measles,  pneumonia, 
and  chicken  pox  during  her  childhood.  She  re- 
; cently  had  eaten  raw  fruits  and  had  consumed  well 
water. 

Physical  examination 

On  admission,  the  patient  was  moderately  dehy- 
drated. The  eyeballs  were  sunken,  the  pupils 
squal  and  reactive  to  light,  and  the  sclerae  were 
not  icteric.  The  tongue  was  dry,  the  neck  supple, 
with  no  rigidity  or  lymphadenopathy.  The  chest 

Iwas  symmetrical  with  no  respiratory  excursions. 
Questionable  rose  spots  were  noted  on  the  trunk; 
die  lungs  were  clear,  with  no  rales  or  wheezing. 
The  heart  beats  were  regular,  with  sinus  rhythm  at 
a rate  of  88  per  minute  and  no  murmur.  The 


abdomen  was  soft,  not  board-like,  with  no  epigas- 
tric tenderness,  muscle  guarding,  or  rebound  ten- 
derness; the  bowel  sounds  were  hyperactive.  The 
liver  and  spleen  were  not  palpable;  there  was  pres- 
sure pain  at  the  lower  abdomen  but  no  real  tender- 
ness, no  rebound.  The  rectal  examination  dis- 
closed browmish  liquid  stools,  and  no  hemorrhoids 
were  seen.  The  extremities  were  moderately  de- 
hydrated, with  no  edema  or  cyanosis.  A consid- 
ered diagnosis,  on  admission,  was  Salmonella  en- 
teritidis, the  type  to  be  determined  subsequent  to 
further  examination  and  testing. 

Laboratory  determinations 

The  patient  was  placed  in  strict  isolation.  Lab- 
oratory tests  included  stool  cultures  for  Salmonel- 
la and  other  organisms,  blood  chemistry  tests,  uri- 
nalyses, and  the  Widal  agglutination  test.  The 
patient  was  given  nothing  orally  for  twelve  hours 
and  then  was  started  on  intravenous  fluids.  After 
all  the  cultures  were  taken,  she  was  started  on  am- 
picillin,  500  mg.  three  times  a day.  Her  tempera- 
ture, initially,  was  101  °F.,  the  complete  blood 
count  demonstrated  a hemoglobin  of  12.1,  the 
hematocrit  was  37,  the  white  blood-cell  count 
5,850,  the  polymorphonuclear  leukocytes  54,  lym- 
phocytes 27,  monocytes  8,  and  eosinophils  1.  On 
the  second  hospital  day,  the  patient  became  afe- 
brile; there  were  still  loose  bowel  movements,  two 
to  four,  greenish  in  color,  with  some  mucous  but  no 
blood  and  no  accompanying  abdominal  pain;  the 
patient  stated  that  she  felt  improved.  On  the 
third  day,  she  was  doing  well,  was  afebrile,  the 
stools  were  semisolid,  numbered  only  two  a day, 
and  a soft  diet  was  ordered.  The  blood  cultures, 
tested  twice,  were  negative,  with  no  bacterial 
growth.  The  first  stool-culture  report  showed  no 
staphylococci  and  no  typhoid  bacilli  or  other 
species  of  Salmonella;  no  dysentery  bacilli  were 
isolated,  and  the  Widal  test  findings  disclosed  no 
significant  agglutination  with  the  typhoid  bacilli. 
The  patient,  clinically,  continued  to  improve  and 
on  the  fourth  day  had  no  diarrhea.  The  intrave- 
nous fluids  were  discontinued,  a regular  diet  was 
ordered,  and  on  the  seventh  day  the  patient  was 
discharged  from  the  hospital  as  totally  asymptom- 
atic. 

A report  on  the  findings  from  a stool  culture 
sent  to  the  State  of  New  York  Department  of 
Health  in  Albany  stated  that  Salmonella  group  B 
was  isolated,  that  “an  enteric  pathogen  of  the  Sal- 

continued  on  page  2241 


November  1974/New  York  State  Journal  of  Medicine  2209 


Primary  Syphilis  of 
Rectum* 

JEFFREY  B.  GLUCKMAN,  M.D. 

Rochester,  New  York 

MARTIN  S.  KLEINMAN,  M.D. 

Rochester,  New  York 

ALLYN  G.  MAY,  M.D. 

Rochester,  New  York 

From  the  Gastrointestinal  Unit,  Department  of  Medicine, 
and  the  Isaac  Gordon  Laboratory  for  Gastrointestinal 
Research,  University  of  Rochester,  School  of  Medicine 
and  Dentistry 

The  United  States  is  in  the  grip  of  a venereal  dis- 
ease epidemic.1  Although  a striking  proportion  of 
the  new  cases  of  syphilis  occurs  in  the  male  homo- 
sexual population,  descriptions  of  primary  syphilis 
in  the  anorectal  area  have  been  infrequent.2  We 
have  recently  had  the  opportunity  to  study  2 pa- 
tients with  primary  rectal  syphilitic  lesions  ac- 
quired through  homosexual  contact  and  feel  that 
this  presentation  may  be  more  common  than  is 
generally  appreciated. 

Case  reports 

Case  1.  A twenty-four-year-old  white,  unmar- 
ried, mentally  retarded,  masculine-appearing  male 
was  referred  for  diagnosis  and  management  of  con- 
stipation and  rectal  pain.  His  bowel  habit  had 
been  normal  until  eight  weeks  previously  when  he 
developed  pain  on  defecation  and  became  consti- 
pated. He  began  to  administer  tap  water  enemas 
every  fourth  or  fifth  day.  On  his  second  visit  to  a 
local  emergency  facility  a rectal  lesion  was  noted. 
At  proctoscopic  examination  in  our  referral  clinic, 
a 2 by  2-cm.  area  of  inflammation  was  noted  on 
the  anterior  rectal  wall;  this  area  was  tender  but 
not  ulcerated  or  indurated.  On  biopsy  there  were 
multiple  granulomata  with  epithelioid  and  giant 
cells,  but  special  stain  smears  for  spirochetes  dis- 
closed negative  findings.  When  directly  ques- 
tioned he  admitted  having  been  induced  to  have 
rectal  intercourse  ten  weeks  previously.  VDRL 
test  findings  were  markedly  positive,  and  a rash  of 
secondary  syphilis  appeared  two  days  later. 
There  was  complete  healing  two  weeks  after  treat- 
ment with  penicillin. 

Case  2.  A twenty-four-year-old,  bearded,  un- 
married, masculine-appearing  male  was  referred 
by  his  general  physician  to  a surgeon  for  evalua- 
tion of  three  days  of  rectal  pain,  bleeding,  and  dis- 
charge. He  was  seen  in  consultation  with  the  sur- 
geon, and  a proctoscopic  examination  demon- 
strated three  lesions  (Fig.  1).  Two  were  ulcers 
with  necrotic  bases  situated  on  the  anterior  wall  of 

* This  work  was  supported  by  Grant  5-TO-l-Am-05177  from 
the  National  Institute  of  Arthritis  and  Metabolic  Diseases. 


FIGURE  1.  Photograph  taken  with  Olympus  CF  colonos- 
cope  showing  three  lesions  in  Case  2 patient.  Two  were 
ulcers  with  necrotic  bases;  third  (arrow)  was  somewhat 
raised.  Darkfield  microscopic  examination  findings  on 
material  from  ulcer  bases  were  positive  for  Treponema 
pallidum. 

the  proximal  rectum  and  the  third  appeared  as  a 
raised  white  lesion.  All  were  indurated  and  ten- 
der to  palpation.  Darkfield  microscopic  studies 
showed  positive  findings  for  Treponema  pallidum. 
VDRL  test  findings  were  normal.  Treatment  with 
bicillin,  4.8  mg.  intramuscularly,  was  initiated,  and 
the  patient  was  well  and  without  residua  on  fol- 
low-up one  month  later. 

Comment 

Primary  syphilis  of  the  anus  and  rectum  is  an 
unusual  but  well-recognized  entity,  at  least  in  the 
early  French  literature  on  venereal  disease.31 
Downing,4  in  reviewing  outpatient  records  at  the 
Boston  City  Hospital  from  1908  to  1930,  noted  691 
cases  of  primary  syphilis  with  38  extragenital  le- 
sions including  one  anal  chancre;  he  noted  no  rec- 
tal lesions.  Wile  and  Holman5  found  only  one 
anorectal  lesion  among  68  extragenital  chancres 
culled  from  841  cases  of  primary  syphilis.  Other 
series,  however,  suggest  that  anorectal  syphilis 
may  be  more  common  than  had  been  previously 
suspected.  Martin  and  Kallet6  observed  20  cases 
of  primary  anorectal  syphilis  during  one  year  in 
the  proctology  clinic  of  the  Detroit  Receiving  Hos- 
pital, and  Smith7  collected  11  cases  in  his  private 
practice  in  a little  over  one  year. 

Primary  syphilis  within  the  rectum  is  rare  even 
in  proctologic  series.  A search  of  the  English-lan- 
guage literature  has  yielded  nine  reports  of  rectal 
lues,  the  features  of  which  are  summarized  in 
Table  I.3-8-12  Patients  with  anorectal  syphilis  gen- 
erally present  to  the  general  physician,  emergency 
department,  or  eventually  proctologist  symptoms 
of  anorectal  disease,  and  not  because  they  suspect  < 
venereal  disease.  Painful  defecation  and  consti- 
pation, discharge,  itching,  and  occasionally  bleed- 
ing are  the  presenting  symptoms.  Inguinal  ade-  I 
nopathy  may  be  present. 

The  lesions  of  rectal  syphilis  have  been  invari- 
ably located  on  the  anterior  rectal  wall  and,  in  gen- 
eral, are  necrotic,  indurated  ulcers  (Table  I). 

Although  the  syphilitic  chancre  is  classically  de- 
scribed as  painless,  anorectal  lesions  are,  as  in  our 
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TABLE  I.  Clinical  data 


Case 

Age,  Sex, 
(Marital 
Status)  *t 

Location 

Symptoms 

Appearance  and 
Comments 

Test  Results 
Darkfield  Test 
(Serologic  Test 
for  Syphilis) 

Literature 

1* 

46, M 

Filled  lower  rectum 

Diarrhea,  constipation, 
some  blood 

Painful,  smooth  lobulated 
masses;  biopsy  findings: 
“inflammatory  tissue” 

( + ) 

2* 

46, M 

5 inches  from  anus 

Rectal  pain,  painful 
defecation 

Chancre  removed  as  a car- 
cinoma of  rectum,  no 
carcinoma  found,  acute, 
chronic  inflammation 
with  plasma  cells  and 
mononucleocytes. 

( + ) 

3* 

27, M* 

Anterior  rectal  wall  7 cm. 

Constipation,  mucus, 
bloody  diarrhea 

2 by  2-cm.  irregularity. 
Referring  physician  sus- 
pected rectal  polyp; 
biopsy:  “inflammatory 
granulation” 

(+)  + 

4 io 

29, M* 

Rectal  ulcer,  black  and 
white  photo 

( + ) 

5 10 

32,  M* 

Rectal  ulcer 

( + ) 

6 10 

27,  M* 

Rectal  ulcer 

( + ) 

710 

33,M* 

Rectal  ulcer 

(+) 

8 10 

25, M* 

Rectal  ulcer 

( + ) 

9U 

33, M* 

Anterior  rectal  wall 

“Sore  rectum,” 

tenesmus,  loose  stool 

Painless  nodule,  progressing 
irregular  ulcer 

( + ) 

10”  31, Ff 

Present  Report. 

Anterior  rectal  wall 

Bleeding,  tenesmus 

2-cm.  irregular  ulcer  with 
elevated  edge  and  ne- 
crotic base,  mimicked  car 
cinoma  of  rectum,  in- 
guinal adenitis 

( + ) 

11 

24, M* 

Anterior  rectal  wall 

Constipation,  rectal 
pain 

Area  of  inflammation  on 
anterior  rectal  wall,  ten- 
der not  ulcerous;  biopsy: 
granuloma  ta 

( + ) 

12 

24, M* 

Anterior  rectal  wall 

Constipation,  rectal 
pain,  bloody  discharge 

3 ulcers  (Fig.  1). 

+ (-) 

* Unmarried, 
t Divorced. 

**  Serologic  tests  for  syphilis  in  parentheses  ( ). 


patients,  usually  painful  and  tender.  Painless  le- 
sions are  infrequent  but  invariably  syphilitic, 
while  the  painful  ones  must  be  differentiated  from 
nonspecific  fissures  and  ulcers,  carcinoma,  and 
Crohn’s  disease.'  Cases  with  heaped-up  granula- 
tion tissue,  mimicking  polyps,  or  even  tumor  mass- 
es have  been  reported.8’9’12  The  role  of  traumatic 
irritation  or  laceration  with  secondary  infection  of 
these  lesions  is  unclear. 

The  diagnosis  can  be  easily  established  by  dark- 
field  microscopic  examination  as  long  as  topical 
antibiotics  or  lubricants  have  not  been  allowed  to 
obscure  the  lesion.  The  serologic  findings  may 
show  positive  or  negative  results  depending  on  the 
age  of  the  lesion. 

Most  infections  are  acquired  through  male  ho- 
mosexual contact,  although  cases  in  females  have 
been  reported.12  The  history  of  homosexual  activ- 
ity has  in  general  been  obtained  only  on  direct, 
specific,  and  persistent  questioning. 

The  physician  must  include  syphilis  and  other 
venereal  diseases  in  his  differential  diagnosis  of 
anorectal  lesions.  The  proctoscopic  examination 
may  be  necessary  to  make  the  diagnosis  of  syphi- 
lis. Once  the  diagnosis  is  considered,  confirma- 


tion is  straightforward,  the  patient  may  be  treated, 
and  the  appropriate  public-health  measures  may 
then  be  taken. 
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We  know  Librium  works 

(chlordiazepoxide  HCI) 


I 

L 1 


Clinical  studies  of  Librium  in  the  1970’s  are  extending 
our  knowledge  of  its  pharmacology  and  therapeutic  application 


By  1970,  the  antianxiety 
effect  of  Librium  (chlordiazepox- 
ide HCI)  had  been  well  established. 
Nevertheless,  Roche  Laboratories, 
in  keeping  with  its  commitment 
to  continuing  research,  has  en- 
couraged further  investigations  on 
Librium.  Its  aim:  to  obtain  new 
biochemical  and  clinical  data  rele- 
vant to  the  use  of  this  psychothera- 
peutic agent  in  medical  practice. 

Subjects  recently  explored 
include  predictability  of  Librium 
effectiveness,  metabolism  and 
half-life  in  humans,  correlation 
of  antianxiety  response  with  re- 
ports of  life  situation  events,  and 
other  areas  of  specific  medical 
interest. 
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The  references  cited  constitute  only  a part  of  the 
Librium  (chlordiazepoxide  HCI)  bibliography. 
Through  the  capabilities  of  RETRIEVE,  a com- 
puter literature-retrieval  system,  additional 
comprehensive  data  are  readily  available. 

For  specific  inquiries  on  Librium,  please  write 
Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche 
Inc.,  Nutley,  N.J.  071 10 


Effect  of  single 
vs.  repeated  doses 
of  medication 


A decrease  in  excessive 
anxiety  following  a single 
dose  of  antianxiety  medi- 
cation might  be  predictive 
of  effectiveness  after  re- 
peated doses. 


Plasma  levels  and 
antianxiety  effective  s 

An  important  considera-  ] 
tion  in  the  determinatior  ij 
of  adequate  therapeutic  I 
dosage. 


W re  still  learning  more  about 

how  and  why. 


Metabolic  transformation 
and  biological  half-life 


Correlation  of  anxiety 
reduction  with  quality 
of  life  experiences 


Specific  information 
which  may  be  of  value  in 
establishing  an  appropri- 
ate dosage  regimen. 


Therapeutic  value  in 
the  postcoronary  patient 

Studying  the  prevalence 
of  anxiety  in  CCU 
patients  and  the  need  for 
psychotropic  medication. 


Concomitant  use  with 
anticoagulant  therapy 

An  increasingly  important 
consideration  in  the  total 
treatment  of  cardiovas- 
cular conditions  accom- 
panied by  excessive 
anxiety. 

Physicians  should  be 
aware  that  variable  effects 
on  blood  coagulation 
have  been  reported  very 
rarely  in  patients  receiv- 
ing oral  anticoagulants 
and  Librium  (chlordi- 
azepoxide  HC1). 


The  possible  influence  of 
life  situation  events  on  the 
response  to  antianxiety 
medication. 


Libriunr 

(chlordiazepoxide  HC1) 

5 mg,  10  mg,  25  mg  capsules 


I ase  see  following  page  for  summary  of  product  information. 


WeVe  still  learning  more  about  Librium... 
to  make  it  more  useful  to  you. (chlordiazepoxlde  HCI) 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (in- 
cluding convulsions),  following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have  been  reported. 

Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children 
over  six,  limit  to  smallest  effective  dosage  (initially  10  mg  or 
less  perday)  to  preclude  ataxia  or  oversedation,  increasing  grad- 
ually as  needed  and  tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recommended,  if  combination 


rnsaS  jam  a 

* 


5 mg 

For  geriatric 
patients  and, 
in  general, 
for  milder 
degrees  of 
clinically 
significant 
anxiety 


10  mg 
For  relief 
of  mild  to 
moderate 
anxiety 


25  mg 
Specifically 
for  use  in 
severe 
anxiety 


Librium  has  shown  a consistently  high  de- 
gree of  efficacy  with  a wide  margin  of  safety  in 
the  relief  of  excessive  anxiety.  In  proper  dosage, 
Librium  seldom  impairs  mental  acuity  or  general 
performance.  As  with  all  CNS-acting  drugs,  pa- 
tients should  be  cautioned  against  hazardous 
occupations  requiring  complete  mental  alertness. 

Librium  is  often  given  concomitantly,  in 
various  somatic  disorders,  with  certain  specific 
medications  of  other  classes  of  drugs,  such  as 
cardiac  glycosides,  diuretics  and  antihyperten- 
sive agents,  whenever  anxiety  is  a clinically  sig- 
nificant factor. 

When  anxiety  has  been  reduced  to  manage- 
able levels,  therapy  with  Librium  should  be 
discontinued. 

therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use 
of  potentiating  drugs  such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage)  have  been  reported  in  psy- 
chiatric patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may 
occur,  especially  in  the  elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaun- 
dice and  hepatic  dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
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q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
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5 mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
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Iron  preparations  and  vitamins  containing  iron 
are  the  fourth  most  frequently  ingested  toxic  prod- 
ucts in  the  United  States  for  children  under  five 
years  of  age.  Iron  poisoning  occurs  in  the  two-  to 
four-year-old  age  group  where  the  mother  is  taking 
iron  tablets  in  pregnancy,  unaware  that  this 
“tonic”  can  be  a poison. 

Case  report 

A twenty-two-month-old  male  infant  was  ad- 
mitted at  9:53yA.M.  with  a history  of  having  in- 
gested 10  to  15  tablets  or  600  to  900  mg.  of  elemen- 
tal ferrous  sulfate  (Feosol)  one-half  hour  earlier. 
Vomiting  had  been  induced  ten  minutes  after  in- 
gestion. 

On  arrival  at  the  hospital,  the  child  was  mori- 
bund, having  massive  hematemesis,  and  passing 
tarry  stools.  The  patient  was  semicomatose, 
reacting  only  to  painful  stimuli.  His  blood  pres- 
sure was  130/90,  his  pulse  rate  132,  and  his  respi- 
ratory rate  30  per  minute. 

On  admission,  the  serum  iron  level  was  above 
6,000  micrograms  per  100  ml.,  hematocrit  46.7,  he- 
moglobin 14.7  Gm.,  and  the  white  blood-cell  count 
28,400  per  cubic  millimeter.  An  x-ray  film  of  the 
abdomen  revealed  no  opaque  material  in  the  gas- 


TABLE  I.  Commonly  used  iron  preparations 


Product 

Equivalent 
of  Elemental 
Iron  in 
Milligrams 

Ferrous  sulfate 

Form  described  in  text 

Tablets — 0.3  Gm. 

60 

Elixir — 0.150  Gm.  per  5 ml. 

30 

Spansules — 225  mg. 

45 

Fer- In-Sol 

Pediatric  drops — 125  mg.  per  milliliter 

25 

Mol-Iron 

Tablet — 195  mg. 

39 

Liquid — 195  mg.  per  4 ml. 

39 

Drops — 125  mg.  per  milliliter 

25 

Ferrous  sulfate,  U.S.P. 

Tablet — 300  mg. 

60 

Elixir — 200  mg.  per  5 ml. 

40 

Solution — 125  mg.  per  milliliter 

25 

Ferrous  gluconate 
Fergon 

Tablets — 320  mg. 

36 

Elixir — 300  mg.  per  5 ml. 

34 

Ferrous  gluconate,  U.S.P. 

Tablets — 160  mg.,  320  mg. 

18,  36 

Elixir — 300  mg.  per  5 ml. 

34 

Ferrous  choline  citrate 
Chel  Iron 

Tablet — 0.33  Gm. 

40 

Liquid — per  5 ml. 

50 

Drops — per  1 ml. 

25 

Ferrolip 

Syrup — 5 ml. 

50 

Syrup — 5 ml. 

20 

Tablet — 0.33  Gm. 

40 

Drops — 1 ml. 

25 

Ferrous  fumarate 
Ircon 

Tablets — 200  mg. 

66.6 

Feostat 

Tablets — 200  mg. 

66.6 

Suspension — 60  mg.  per  5 ml. 

20 

Chewable  tablet — 60  mg. 

20 

trointestinal  tract.  The  patient  was  lavaged, 
yielding  coffee-ground-like  material.  He  was 
given  0.5  Gm.  of  deferoxamine  mesylate  intramus- 
cularly, and  passed  a rose  wine-colored  urine  at 
12:30  P.M.,  two  and  one-half  hours  after  admis- 
sion. Electrolytes  and  blood  gases  were  initially 
normal  and  remained  normal.  The  patient’s 
blood  sugar,  with  an  intravenous  infusion  contain- 
ing 5 per  cent  glucose  in  one-half  normal  saline  so- 
lution, was  elevated  to  402  mg.  per  100  ml.,  and 
the  bilirubin  level  was  4.5  mg.  per  100  ml.  At  7:00 
P.M.,  nine  hours  after  admission,  the  prothrombin 
time  was  twenty-two  and  one-half  seconds,  control 
twelve  and  one-half  seconds,  and  the  serum  iron 
level  was  870  micrograms  per  100  ml. 

The  patient  continued  to  pass  tarry  stools  and 
blood  in  his  vomitus.  There  was  bleeding  from 
the  venipuncture  and  injection  sites.  At  8:00 
P.M.,  ten  hours  after  admission,  his  hematocrit 
had  fallen  to  36,  and  he  had  a blood  pressure  read- 
ing of  80/40.  Deferoxamine  was  given  intrave- 
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TABLE  II.  Disturbances  which  may  occur  with  iron 
poisoning 


Disturbance 

Time  (Hours) 

Gastrointestinal  hemorrhage 
and  necrosis 

One-half  to  six 

Metabolic  acidosis 

Six  to  eighteen 

Coagulation  defects: 
thromboplastin, 
prothrombin,  thrombin, 
fibrinogen,  fibrin 

Six  to  eighteen 

Hepatic  damage 

Six  to  eighteen 

Shock,  death 

Eighteen  to  forty-eight 

Pyloric  stenosis,  after 
recovery 

Four  to  six  weeks 

nously,  and  20  ml.  per  kilogram  of  fresh  frozen 
plasma  and  5 mg.  of  vitamin  K were  administered. 

The  patient’s  condition  improved  slowly.  X- 
ray  examination  revealed  evidence  of  an  ileus,  and 
the  bowel  had  an  appearance  compatible  with  en- 
terocolitis. The  patient  recovered  within  one 
week  and  appeared  normal  on  discharge.  A fol- 
low-up gastrointestinal  series  was  planned  to  rule 
out  late-occurring  pyloric  stenosis,  but  the  parents 
refused  to  return  for  the  procedure. 

Comment 

Ferrous  sulfate  tablets  each  contain  300  mg.  of 
ferrous  sulfate,  of  which  one-fifth  is  elemental 
iron.  The  fatal  dose  of  ferrous  sulfate  is  300  to 
900  mg.  per  kilogram.1’2  An  ingestion  of  as  little 
as  10  ferrous  sulfate  tablets  has  proved  fatal  to  an 
infant.3  It  has  been  suggested  that  every  child 
who  is  known  to  have  ingested  more  than  500  mg. 
of  elemental  iron  be  medically  treated.  Table  I 
shows  the  content  of  elemental  iron  in  some  of  the 
commonly  used  iron  preparations. 

Six  physiologic  disturbances  occur  from  a toxic 
iron  ingestion  (Table  II). 

1.  Hemorrhage  and  necrosis  of  the  gastrointesti- 
nal tract  caused  by  the  caustic  nature  of  the  iron 

2.  Metabolic  acidosis  secondary  to  shock 

3%  Coagulation  defects  in  all  three  stages  of  coagu- 

lation, for  example,  in  the  generation  of  thromboplas- 


tin, in  the  conversion  of  prothrombin  to  thrombin, 
and  in  the  conversion  of  fibrinogen  to  fibrin 

4.  Hepatic  damage 

5.  A constrictive,  scarring,  pyloric  stenosis,  the 
final  phase  that  may  occur  after  recovery 

The  following  basic  guidelines  are  especially 
useful  during  the  initial  phases  of  treatment 
(Table  III). 

If  the  patient  is  in  coma  or  shows  signs  of  shock, 
in  addition  to  the  usual  treatment  for  shock,  par- 
enteral deferoxamine  should  be  given  at  once. 

For  those  patients  not  exhibiting  signs  of  shock 
or  coma,  the  following  method  of  treatment  should 
be  instituted. 

1.  Induce  emesis  with  syrup  of  ipecac  15  cc.  In- 
troduce a nasogastric  tube  and  lavage  with  one-third 
strength  of  Fleet  enema  (5  per  cent  sodium  biphos- 
phate and  sodium  phosphate)  until  return  is  clear. 
Following  lavage,  instill  50  cc.,  one-tenth  strength  of 
the  enema  (1.5  per  cent  sodium  biphosphate  and  sodi- 
um phosphate  enema). 

2.  Draw  blood  for  hemoglobin,  hematocrit,  white 
blood-cell  count,  serum  iron,  total  iron-binding  capac- 
ity, electrolytes,  blood-type  and  cross-match  tests, 
and  perform  at  least  one  of  the  rapid  screening  tests, 
either  the  Fischer4  or  the  Cooper,5  for  serum-iron  de- 
termination. 

3.  Start  intravenous  administration  of  fluids  to 
correct  electrolyte  imbalance  and  dehydration,  and 
treat  hypotension  with  vasopressors,  or  give  plasma 
volume  expanders. 

4.  If  the  results  of  either  the  Fischer4  or  the  Coo- 
per5 screening  test  for  iron  indicate  the  presence  of  | 
unbound  serum  iron  or  if  the  signs  of  clinical  toxicity 
develop,  then  immediately  institute  deferoxamine 
therapy,  80  mg.  per  kilogram  as  a continuous  intrave- 
nous drip  over  twelve  hours.  If  it  is  not  possible  to 
rapidly  determine  the  presence  of  unbound  iron  in  the 
serum  or  the  total  serum- iron  level,  the  institution  of 
deferoxamine  should  be  based  on  an  estimate  of  the 
total  iron  ingestion.  Deferoxamine  should  be  insti- 
tuted if  the  dose  of  ingested  elemental  iron  is  greater 
than  500  mg.  If  the  intramuscular  dose  of  deferox- 
amine produces  a rose  wine-colored  urine  in  two  to 
three  hours,  this  is  presumptive  evidence  of  a serum- 
iron  level  above  300  micrograms  per  100  ml.  and  indi- 


TABLE  III. 

Treatment  for  Iron  Poisoning 

Degree  of 
Toxicity 

Serum  Iron  Levels 
(Four  Hours) 

Oral  Syrup 
of  Ipecac 

Oral,  1.5 
per  cent 
Sodium 
Dihydro- 
gen 

Phosphate 

Intramuscular, 
DFOM*  (90  mg. 
per  kilogram 
Every  Six  to 
Twelve  Hours) 

Intravenous, 
DFOM*  (15  mg. 
per  kilogram  per 
Hour) 

Mild 

150  to  300  micrograms 
per  100  ml. 

Yes 

Yes 

Moderate 

300  to  500  micrograms 
per  100  ml. 

Yes 

Yes 

Yes,'  if  not 
in  shock 

If  in  shock 

Severe 

> 500  micrograms 
per  100  ml. 

Yes 

Yes 

Yes 

* DFOM  = Deferoxamine. 
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cates  free  iron  in  excess  of  binding  capacity  of  trans- 
ferrin. If  no  clinical  signs  of  iron  toxicity  are  present, 
but  there  is  a deferoxamine-induced,  rose  wine-col- 
ored urine,  deferoxamine,  90  milligrams  per  kilogram 
intramuscularly,  may  be  given  every  six  to  twelve 
hours  until  no  further  wine-colored  urine  is  passed.6 

5.  All  patients  with  a history  of  ingesting  more 
than  one-half  a tablet  of  ferrous  sulfate  per  kilogram, 
30  mg.  elemental  iron  per  kilogram,  should  be  hospi- 
talized for  observation  for  at  least  twenty-four  hours. 
Patients  who  show  signs  of  iron  toxicity  should  re- 
ceive intramuscular  courses  of  deferoxamine,  90  mg. 
per  kilogram  every  six  to  twelve  hours.  If  necessary, 
for  shock,  coma,  and  serum  iron  over  500  micrograms 
per  100  ml.,  intravenous  deferoxamine  may  be  given, 
but  not  to  exceed  15  mg.  per  kilogram  per  hour,  along 
with  other  supportive  measures. 

Summary 

A case  study  is  presented  of  excessive  ingestion 
of  an  iron  compound  in  a twenty-two-month-old 
infant  who  experienced  moderate  morbidity.  The 
patient’s  survival  is  probably  related  to  therapy 
with  a chelating  agent.  To  aid  in  the  decision  of 
which  cases  require  immediate  chelation  therapy, 


Flower  vases  in  hospitals 
as  reservoirs  of  pathogens 

Gram-negative  bacteria  counts  taken  from  the  flower 
vases  on  surgical  wards  and  a burn  unit  suggest  the  wis- 
dom of  barring  flowers  from  areas  occupied  by  suscepti- 
ble or  debilitated  patients.  Gram-negative  bacteria 
have  been  traced  to  sinks,  mops,  baths,  soap  dishes,  in- 
halation equipment,  and  similar  wet  sites.  David 
Taplin  and  Patricia  M.  Mertz  in  “Flower  Vases  in  Hos- 
pitals as  Reservoirs  of  Pathogens”  (The  Lancet  2:  7841 
[Dec.  8]  1973)  believe,  however,  that  the  most  important 
reservoir  of  these  organisms  may  have  been  largely  over- 


a  rapid  test  for  detection  of  iron  in  excess  of  the 
iron-binding  capacity  should  be  used.  Therapy 
should  begin  by  inducing  emesis,  followed  by  la- 
vage with  a phosphate  salt  to  bind  the  unabsorbed 
iron.  Chelation  therapy  with  deferoxamine 
should  be  considered  when  there  is  proved  inges- 
tion of  over  500  mg.  of  elemental  iron,  clinical 
symptoms  are  severe,  or  when  there  is  free  iron  in 
the  serum.  Most  cases  will  recover  with  symp- 
tomatic therapy. 
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looked.  Wilted  flowers  and  foul  water  from  the  vases 
may  be  discarded  or  changed  by  nurses,  aides,  relatives, 
or  the  patient  himself,  usually  into  the  handbasin  in  the 
room  or  adjoining  toilet,  without  regard  to  sterile  tech- 
nic. This,  the  authors  comment,  is  equivalent  to 
splashing  a twenty-four-hour  broth  culture  of  mixed 
pathogens  around  the  ward  in  which  susceptible  pa- 
tients are  staying.  The  authors  suggest  that  the  esthet- 
ic and  morale-boosting  value  of  flowers  in  hospitals, 
while  indisputable,  scarcely  offsets  the  risk  involved. 

Certainly,  they  say,  flowers  have  no  place  in  burn,  in- 
tensive care,  immunosuppressive,  neurosurgical,  kidney 
dialysis,  neonatal,  or  similar  units. 
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Tbfranil-PM 

imipramine  pamoate 
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effectiveness  of  divided  daih 
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*Each  capsule  contains  imipramine  pamoate  equivalent  to 
150,  125, 100  or  75  mg.  of  imipramine  hydrochloride. 


One  dose  lasts  from  bedtime  to  bedtime 


For  single-dose  therapy  in  depression 

when  the  dosage  is  established. 

• for  many  patients,  the  1 50-mg.  capsule 
may  be  the  most  effective  single 
daily  dose. 

• may  markedly  reduce  the  probability 
of  missed  doses. 

• offers  dosage  convenience  that 
assures  greater  patient  cooperation. 

• becomes  part  of  the  regular  bedtime 
routine  — making  it  easier  to  establish 
a more  reliable  pattern  of  self-med- 
ication. 


• offers  the  therapeutic  equivalency  of 
divided  daily  doses  of  Tofranil®, 
imipramine  hydrochloride,  with  no 
loss  of  efficacy  or  safety. 

• has  the  convenience  and  flexibility 
of  a full  range  of  single  daily  dosage 
strengths. 

• saves  time  and  cost  of  dosage  admin- 
istration in  the  hospital. 

Please  read  the  prescribing  information 
for  details  of  usage,  precautions,  warn- 
ings, contraindications,  adverse  experi- 
ences, and  dosage  recommendations.  A 
summary  appears  on  the  following  page. 
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Tofranil-PM ! 

brand  of  imipramine  pamoate 
Tofranil " 

brand  of  imipramine  hydrochloride  USP 

Indications:  For  the  relief  of  symptoms  of 
depression  Endogenous  depression  is  more 
likely  to  be  alleviated  than  other  depressive 
states 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is 
contraindicated  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  potentiation 
of  adverse  effects  can  be  serious,  or  even 
fatal  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  1 4 days 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug.  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind 
Warnings:  Usage  in  Pregnancy:  Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established;  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards  Animal  repro- 
duction studies  have  yielded  inconclusive 
results  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  of  this  drug,  but  a causal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to: 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects, arrhythmias,  myocardial  infarction, 
strokes  and  tachycardia. 

— patients  with  increased  intraocular  pres- 
sure, history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug  s anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold, 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs 

Usage  in  Children  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children  Tofranil, 
brand  of  imipramine  hydrochloride  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM  brand  of  imipramine  pamoate 
should  not  be  used  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  . 100  mg  , 125  mg.  and  150  mg,).  Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75  mg  , 100  mg  , 125  mg  or  150  mg 
imipramine  hydrochloride 
Since  imipramine  may  impair  the  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks,  such  as 
operating  an  automobile  or  machinery,  the 


patient  should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur, 
particularly  in  patients  with  cyclic  disorders 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug  If  needed.  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes 
Prior  to  elective  surgery,  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g , paralytic  ileus).  Close  super- 
vision and  careful  adjustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics,  which  contain 
any  sympathomimetic  amine  (e  g . adrenalin, 
noradrenalin),  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 
Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects 
Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported 
Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  haz- 
ards. such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essentiai,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered 
Cardiovascular  Hypotension,  hypertension, 
tachycardia,  palpitation,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke,  falls 
Psychiatric  Confusional  states  (especially  in 
the  elderly)  with  hallucinations,  disorienta- 
tion, delusions,  anxiety,  restlessness,  agita- 
tion. insomnia  and  nightmares,  hypomania, 
exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthe- 
sias of  extremities,  incoordination,  ataxia, 
tremors;  peripheral  neuropathy;  extrapyram- 
idal  symptoms,  seizures,  alterations  in  EEG 
patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis,  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis,  con- 
stipation, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the  urinary  tract 


Allergic  Skin  rash,  petechiae,  urticaria,  itch- 
ing. photosensitization  (avoid  excessive  expo- 
sure to  sunlight),  edema  (general  or  of  face 
and  tongue);  drug  fever;  cross-sensitivity  with 
desipramine 

Hematologic  Bone  marrow  depression  includ- 
ing agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy,  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal:  Nausea  and  vomiting,  ano- 
rexia, epigastric  distress,  diarrhea,  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine:  Gynecomastia  in  the  male,  breast 
enlargement  and  galactorrhea  in  the  female, 
increased  or  decreased  libido,  impotence, 
testicular  swelling,  elevation  or  depression  of 
blood  sugar  levels 

Other  Jaundice  (simulating  obstructive), 
altered  liver  function,  weight  gain  or  loss, 
perspiration,  flushing;  urinary  frequency, 
drowsiness,  dizziness,  weakness  and  fatigue, 
headache,  parotid  swelling,  alopecia 
Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission 
Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM.  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above  This  dose 
may  be  given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and  insom- 
nia with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning 
Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  injectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride  Round  tablets  of  25  and 
50  mg  , triangular  tablets  of  10  mg  , and  am- 
puls. each  containing  25  mg  in  2 cc  for  I M 
administration 

Tofranil-PM,  brand  of  imipramine  pamoate: 
Capsules  of  75,  100.  125  and  150  mg,  (Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75,  100,  125  or  150  mg  of  imipramine 
hydrochloride  ) (B)  98-146-850-P  (2/74) 

For  complete  details,  including  dosage  and 
administration,  please  refer  lo  the  full  pre- 
scribing information. 
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The  rarity  of  arteriovenous  fistulae  in  the 
face  involving  branches  of  the  external  carotid  ar- 
tery has  been  pointed  out  in  both  military  and  ci- 
I vilian  experience.  This  has  been  true  despite  the 
apparent  increase  in  the  incidence  of  trauma  in 
: general.  Our  recent  experience  with  a traumatic 
arteriovenous  fistula  between  the  external  carotid 
artery  and  the  posterior  facial  vein  in  the  retropar- 
J otid  region  of  the  face  is  reported  to  emphasize  the 
diagnostic  aspects  of  the  condition  and  to  present 
a safe  and  successful  surgical  approach  to  an  ana- 
! tomical  area  of  difficult  access. 

Case  report 

A thirty-one-year-old  male  entered  Beth  Israel 
Medical  Center  for  the  first  time  on  April  1,  1969, 
with  a chief  complaint  of  buzzing  in  the  area  of  the 
right  neck  and  right  ear  of  two  years’  duration. 
Two  years  prior  to  this  admission,  the  patient  had 
sustained  a stab  wound  just  behind  the  angle  of 
the  jaw  on  the  right  side  which,  according  to  the 
history,  had  been  a tiny  wound,  not  requiring  su- 
turing. One  month  later  he  had  first  noticed  a sen- 
sation of  vibration  in  the  same  area,  followed  by  a 
buzzing  and  earache,  as  well  as  episodes  of  head- 
ache. The  buzzing  was  noted  to  be  correlated 
with  the  heart  beat. 

When  seen,  the  patient  was  a heroin  addict  of 
eight  years’  duration,  being  treated  in  the  metha- 
done maintenance  program.  No  history  of  cardiac 
or  other  disease  in  the  past  was  obtainable.  Phys- 


FIGURE 1.  Angiogram  showing  “dilatation”  (arrow)  of 
branches  of  external  carotid  artery  behind  and  above 
angle  of  mandible. 


ical  examination  revealed  no  visible  or  palpable 
mass.  A 1-cm.,  well-healed  scar  was  present  be- 
hind the  angle  of  the  right  mandible.  Deep  to 
this,  a fullness  was  detectable  to  palpation,  associ- 
ated with  a thrill  that  could  be  obliterated  by  pres- 
sure over  the  right  carotid  artery  interiorly.  In 
addition,  there  was  a harsh  murmur  during  both 
systole  and  diastole,  readily  detected  by  all  observ- 
ers. Blood  pressure  was  130/80;  pulse  rate,  62. 
Cardiac  auscultation  revealed  a systolic  murmur, 
grade  IV  to  VI,  heard  best  in  the  fourth  interspace 
just  left  of  the  sternum.  Otherwise,  physical  ex- 
amination findings  were  unremarkable.  Labora- 
tory data,  including  complete  blood  count,  urinal- 
ysis, and  chest  roentgenogram  results,  were  all 
within  normal  limits,  as  were  blood  chemistries 
and  enzyme  levels.  Electrocardiogram  findings 
showed  nonspecific  T-wave  changes  in  leads  II, 
aVf,  and  V4  to  V6.  Vectorcardiographic  findings 
were  normal.  Thermography  was  performed  over 
the  area  of  suspected  arteriovenous  fistula,  and  no 
change  in  the  surface  thermal  pattern  was  re- 
vealed. The  right  audiometric  examination 
showed  no  abnormalities.  Carotid  angiography 
showed  “dilatation”  of  distal  branches  of  the  right 
external  carotid  artery  (Fig.  1).  The  venous  com- 
munication could  not  be  definitively  visualized. 
The  radiologist  was  unable  to  distinguish  between 
the  clinical  diagnoses  of  aneurysm  or  fistula. 

Operative  correction  was  undertaken;  the  surgi- 
cal approach  was  via  a standard  parotidectomy 
incision,  that  is,  a vertical  incision,  made  in  front 
of  the  ear,  curving  interiorly  around  the  lobe,  and 
then  carried  anteriorly  in  the  submandibular  skin 
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FIGURE  2.  (A)  Operative  photograph  demonstrating  marked  dilatation  of  venous  system  around  parotid.  (B)  Penrose 

drain  and  umbilical  tapes  hold  external  carotid  artery  to  left;  silk  sutures  are  around  arterial  and  venous  sides  of  fistula  and 
clamp  has  been  placed  beneath  it.  Lower  parotid  has  been  removed  and  facial  nerve  is  retracted  by  vein  retractor  superi- 
orly. 


crease.  An  arteriovenous  fistula  was  found  at  the 
level  of  the  midportion  of  the  parotid  gland;  it  in- 
volved the  distal  external  carotid  artery  and  the 
posterior  facial  vein,  just  proximal  to  the  internal 
maxillary  branch  of  the  artery.  It  was  necessary 
first  to  identify  the  facial  nerve  trunk  and  then 
trace  its  branches  distally  by  excising  portions  of 
the  parotid  gland  superficial  and  inferior  to  the 
trunk.  Once  liberated,  the  trunk  of  the  facial 
nerve  was  elevated  and  the  entire  deep  lobe  of  the 
parotid  gland  removed.  This  maneuver  brought 
the  branches  of  the  external  carotid  clearly  into 
view,  and  they  were  defined  by  dissection  from  the 
lower  border  of  the  parotid  gland  superiorly.  The 
veins  in  the  entire  operative  area  were  markedly 
dilated  and  tortuous  (Fig.  2A).  These  were  also 
carefully  traced  upward  until  a fistulous  connec- 
tion between  the  external  carotid  artery  and  the 
deep  facial  vein  was  demonstrated.  After  proxi- 
mal and  distal  control  was  obtained  in  both  arteri- 
al and  venous  systems,  the  fistulous  tract  was  di- 
vided. An  aneurysmal  dilatation  was  then  seen  at 
its  posterior  margin  (Fig.  2B).  The  vein  was  over- 
sewn with  5-0  silk,  and  the  involved  segment  of  ex- 
ternal carotid  artery  was  divided  between  clamps 
and  doubly  tied. 

Postoperatively,  the  patient’s  complaints  disap- 
peared entirely.  Transient  facial-nerve  palsy  was 
noted  in  the  immediate  postoperative  period  but 
this  cleared  completely  within  four  weeks’  time. 
The  wound  healed  primarily. 

Comment 

Previous  reports  in  the  literature  have  dealt 
with  congenital  arteriovenous  fistulae  in  this  area, 


including  reports  by  such  eminent  surgeons  as 
Halsted  in  1919, 1 Lewis  in  1930, 2 Clay  and  Blalock 
in  1951, 3 and  Gage  in  1951. 4 Individual  cases  of 
traumatic  arteriovenous  fistula  were  reported  by 
Reed  in  1925, 5 who  found  a connection  between 
the  external  carotid  artery  and  the  external  jugu- 
lar vein,  below  the  ear;  by  Stasick  et  al.  in  1964, 6 
and  by  Schwartz  and  Rankow  in  1967. 7 These  lat-  : 
ter  cases  involved  the  facial  artery;  the  former  was 
a false  aneurysm,  the  latter  an  arteriovenous  fistu- 
la. An  arteriovenous  fistula  between  the  external 
carotid  artery  and  the  retromandibular  or  deep  fa- 
cial vein  was  reported  by  Rankow,  Misir,  and  King 
in  1968.®  In  their  case,  the  fistula  was  secondary 
to  blunt  trauma,  but  the  presenting  symptoms  of 
“buzzing”  or  “pounding”  in  the  ear  were  quite 
similar  to  those  of  this  patient.  Arteriographic 
findings  were  confirmatory  in  both  their  case  and 
in  this  one. 

For  precise  localization  of  a suspected  fistula, 
the  value  of  arteriography  cannot  be  overempha- 
sized. In  the  particular  location  in  this  patient,  it 
permitted  adequate  advance  planning  of  the  surgi- 
cal approach  which,  as  noted,  required  almost 
total  parotidectomy  with  displacement  and  retrac- 
tion of  the  facial  nerve  trunk  and  branches.  The 
fistula  could  thus  be  totally  isolated  with  four-ves-  \ 
sel  control  before  attacking  the  fistulous  connec- 
tion and  its  aneurysmal  dilatation. 

Summary 

This  is  the  first  reported  case  of  an  arteriove- 
nous fistula  between  the  external  carotid  artery 
and  the  posterior  facial  vein  due  to  penetrating 
trauma. 
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Preoperative  angiography  was  of  great  help  in 
diagnosis  and  precise  localization  of  the  lesion, 
suggested  by  the  pathognomonic  clinical  symptom 
of  buzzing  in  one  ear  synchronous  with  the  heart 
beat. 

Operative  care  of  the  fistula  was  successfully  un- 
dertaken by  a surgical  approach  involving  subtotal 
parotidectomy  and  temporary  dislocation  of  the 
facial  nerve. 

10  Nathan  D.  Perlman  Place 
New  York,  New  York  10003 
(DR.  NUSSBAUM) 
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AAVP  will  maintain  liaison  with  various  organiza- 
tions utilizing  physicians  volunteers  abroad  and  will  as- 
sist in  professional  and  technical  services.  Its  members 
will  contribute  to  continuing  education  programs 
abroad,  and  will  be  available  for  professional  service  in 
national  and  international  disasters. 

Officers  of  AAVP  are  Lawrence  A.  Smookler,  M.D.,  of 
San  Francisco,  president;  Peter  A.  Nathan,  M.D.,  of 
Portland,  Oregon,  president  elect;  Albert  B.  Hagedorn, 
M.D.,  of  Rochester,  Minnesota,  vice  president;  James  F. 
Gerrits,  M.D.,  of  St.  Clair,  Michigan,  secretary-treasur- 
er, and  Charles  R.  Bowers,  M.D.,  of  Anderson,  Indiana, 
John  V.  Connolly,  M.D.,  of  Galveston,  Texas,  and  Victor 
S.  Falk,  M.D.,  of  Edgerton,  Wisconsin,  councilors. 

AAVP  membership  will  be  open  to  physicians  who 
have  served  overseas  with  voluntary  organizations  and 
agencies,  including  those  who  participated  in  the  AMA 
program  in  Vietnam. 

Further  information  on  the  new  organization  is  avail- 
able through  James  F.  Gerrits,  M.D.,  secretary-treasur- 
er, Post  Office  Box  107,  Marysville,  Mich.  48040. 


November  1974/New  York  State  Journal  of  Medicine  2223 


h' 

» 

1 


tiow  big  a dose  will  now 
ring  relief  if  it  is  a narcotic? 

\ Tolerance  is  an  ever-present  hazard  to  continued  use 

\ T narcotics The  very  first  dose  diminishes  the 

Iffects  of  subsequent  doses.”1  And,  as  increasing 
I mounts  of  narcotics  are  required  to  control  pain,  dis- 
Iressing  adverse  effects  — lethargy,  hypotension,  con- 
Itipation,  etc.— can  needlessly  debilitate  the  patient. 

I.  Sadove,  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics, 
losfgrad.  Med.  49:102,  June  1971. 

iiow  big  a dose  will  now 
ing  relief  if  it  is  Talwin  ? 

fhances  are,  the  same  50  mg.  Talwin  Tablet  you  pre- 
cribe  originally  will  continue  to  provide  good  pain 
slief . Talwin  can  be  compared  to  codeine  in  analgesic 
fficacy:  one  50  mg.  tablet  appears  equivalent  in  anal- 
esic  effect  to  60  mg.  (1  gr.)  of  codeine.  However, 
atients  receiving  Talwin  Tablets  for  prolonged  periods 
ice  fewer  of  the  consequences  you’ve  come  to  expect 
■ith  narcotics.  There  should  be  fewer  "adverse  effects” 
n her  way  of  life. 

olerance  rare:  Tolerance  to  the  analgesic  effect  of  Talwin 
ablets  is  rare. 

ependence  rare:  During  three  years  of  wide  clinical  use, 
iere  have  been  a few  reports  of  dependence  and  of  with- 
'awal  symptoms  with  orally  administered  Talwin.  Patients 
ith  a history  of  drug  dependence  should  be  under  close 
jpervision  while  receiving  Talwin  orally. 

> prescribing  Talwin  for  chronic  use,  the  physician  should 
<ke  precautions  to  avoid  increases  in  dose  by  the  patient 
id  to  prevent  the  use  of  the  drug  in  anticipation  of  pain 
wither  than  for  the  relief  of  pain.* 

enerally  well  tolerated  by  most  patients*:  Infrequently 
auses  decrease  in  blood  pressure  or  tachycardia;  rarely 
auses  respiratory  depression  or  urinary  retention;  seldom 
auses  diarrhea  or  constipation.  Acute,  transient  CNS  effects, 
ascribed  in  product  information,  have  occurred  in  rare 
stances  following  the  use  of  Talwin  Tablets.  If  dizziness, 
;htheadedness,  nausea,  or  vomiting  is  encountered,  these 
fects  may  decrease  or  disappear  after  the  first  few  doses. 

I;e  important  product  information  for  adverse  reactions,  patient 
■ lection,  prescribing  and  precautionary  recommendations. 


n chronic  pain 

t loderate  to  severe  intensity 

Ifelwiirss 

and  of  _ m 

>entazocine 

(as  hydrochloride) 


Talwin*  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use  — 

indication:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who  are 
hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  ot  psychological 
and  physical  dependence  on  parenteral  Talwin  in  patients  with  a history  ot 
drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt  discon- 
tinuance lollowmg  the  extended  use  ol  parenteral  Talwin  has  resulted  in 
withdrawal  symptoms.  There  have  been  a lew  reports  ol  dependence  and  ol 
withdrawal  symptoms  with  orally  administered  Talwin.  Patients  with  a his- 
tory ol  drug  dependence  should  be  under  close  supervision  while  receiving 
Talwin  orally. 

In  prescribing  Talwin  lor  chronic  use,  the  physician  should  take  precautions 
to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the  use  ol  the  drug 
in  anticipation  ol  pain  rather  than  tor  the  reliel  ol  pain. 

Head  In/ury  and  Increased  Intracranial  Pressure.  The  respiratory  depressant 
effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions,  or  a preexisting  increase  in  intracranial  pressure.  Further- 
more, Talwin  can  produce  effects  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than  labor) 
has  not  been  established.  Animal  reproduction  studies  have  not  demon- 
strated teratogenic  or  embryotoxic  effects.  However,  Talwin  should  be 
administered  to  pregnant  patients  (other  than  labor)  only  when,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh  the  possible  hazards. 
Patients  receiving  Talwin  during  labor  have  experienced  no  adverse  effects 
other  than  those  that  occur  with  commonly  used  analgesics.  Talwin  should 
be  used  with  caution  in  women  delivering  premature  infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of  Talwin 
have  experienced,  in  rare  instances,  hallucinations  (usually  visual),  dis- 
orientation, and  confusion  which  have  cleared  spontaneously  within  a 
period  of  hours.  The  mechanism  of  this  reaction  is  not  known.  Such  patients 
should  be  very  closely  observed  and  vital  signs  checked.  If  the  drug  is  re- 
instituted it  should  be  done  with  caution  since  the  acute  CNS  manifesta- 
tions may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12  years  of 
age  is  limited,  administration  of  Talwin  in  this  age  group  is  not  recommended. 
Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  euphoria 
have  been  noted,  ambulatory  patients  should  be  warned  not  to  operate 
machinery,  drive  cars,  or  unnecessarily  expose  themselves  to  hazards. 
Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  depres- 
sion has  rarely  been  reported  after  oral  administration  of  Talwin,  the  drug 
should  be  administered  with  caution  to  patients  with  respiratory  depression 
from  any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the  drug  by 
the  liver  in  extensive  liver  disease  may  predispose  to  accentuation  of  side 
effects.  Although  laboratory  tests  have  not  indicated  that  Talwin  causes  or 
increases  renal  or  hepatic  impairment,  the  drug  should  be  administered 
with  caution  to  patients  with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used  with  caution 
in  patients  with  myocardial  infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of  Talwin 
on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution  in  patients 
about  to  undergo  surgery  of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist.  Some 
patients  previously  given  narcotics,  including  methadone  for  the  daily  treat- 
ment of  narcotic  dependence,  have  experienced  withdrawal  symptoms  after 
receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  to  pa- 
tients prone  to  seizures;  seizures  have  occurred  in  a few  such  patients  in 
association  with  the  use  of  Talwin  although  no  cause  and  effect  relationship 
has  been  established. 


Adverse  Reactions:  Reactions  reported  after  oral  administration  of  Talwin 
include  gastrointestinal:  nausea,  vomiting;  infrequently  constipation;  and 
rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects:  dizziness,  light- 
headedness, sedation,  euphoria,  headache;  infrequently  weakness,  dis- 
turbed dreams,  insomnia,  syncope,  visual  blurring  and  focusing  difficulty, 
hallucinations  (see  Acute  CNS  Manifestations  under  WARNINGS);  and  rarely 
tremor,  irritability,  excitement,  tinnitus.  Autonomic ; sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely  urticaria, 
edema  of  the  face.  Cardiovascular:  infrequently  decrease  in  blood  pressure, 
tachycardia.  Hematologic:  rarely  depression  of  white  blood  cells  (especially 
granulocytes),  usually  reversible  and  usually  associated  with  diseases  or 
other  drugs  which  are  known  to  cause  such  changes,  moderate  transient 
eosinophilia.  Other:  rarely  respiratory  depression,  urinary  retention,  toxic 
epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tablet 
(50  mg.)  every  three  or  four  hours.  This  may  be  increased  to  2 tablets  (100 
mg.)  when  needed.  Total  daily  dosage  should  not  exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  to 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Duration  ot  Therapy.  Patients  with  chronic  pain  who  have  received  Talwin 
orally  for  prolonged  periods  have  not  experienced  withdrawal  symptoms 
even  when  administration  was  abruptly  discontinued  (see  WARNINGS).  No 
tolerance  to  the  analgesic  effect  has  been  observed.  Laboratory  tests  of 
blood  and  urine  and  of  liver  and  kidney  function  have  revealed  no  signifi- 
cant abnormalities  after  prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdosage  has 
been  insufficient  to  define  the  signs  of  this  condition. 

Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  supportive 
measures  should  be  employed  as  indicated.  Assisted  or  controlled  ventila- 
tion should  also  be  considered.  Although  nalorphine  and  levallorphan  are 
not  effective  antidotes  for  respiratory  depression  due  to  overdosage  or  un- 
usual sensitivity  to  Talwin,  parenteral  naloxone  (Narcan®,  available  through 
Endo  Laboratories)  is  a specific  and  effective  antagonist. 


Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains  Talwin 
(brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg.  base.  Bottles 
of  100. 
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ERNEST  E.  KEET,  M.D.,  F.A.C.P. 

Saranac  Lake,  New  York 

From  the  Department  of  Medicine,  The  General  Hospital  of 
Saranac  Lake 


The  clinical  course  of  Yersinia  enterocolitica  is 
noteworthy  not  only  for  the  extreme  virulence  of 
the  organism,  but  also  for  its  ability  to  produce  a 
purulent  arthritis.  A case  is  presented  here  in- 
volving a seventy-five-year-old  man.  A brief  his- 
tory, clinical  manifestations  of  the  disease,  and 
possible  sources  of  infection  are  also  discussed. 

Case  report 

On  November  7,  1972,  a seventy-five-year-old 
male  was  admitted  to  the  Saranac  Lake  General 
Hospital  with  high  fever  and  general  malaise.  He 
had  suddenly  become  ill  four  days  after  arriving  at 
a wilderness  hunting  camp  approximately  a 10- 
mile  trek  through  the  woods  from  the  Cranberry 
Lake  area  of  the  Adirondack  Mountains,  New 
York.  His  son  joined  him  the  day  after  he  became 
ill  and  was  able  to  help  him  make  it  out  of  the 
woods  and  to  the  hospital.  His  history  indicated 
that  he  had  never  previously  been  ill  except  for  a 
troublesome  neck  injury  occasioned  by  a wartime 
torpedo  attack.  A careful  review  of  systems  failed 
to  disclose  any  enteric  or  other  symptom  related  to 
his  present  illness.  On  examination  the  patient 
was  a rugged  man  appearing  younger  than  stated 
age,  but  obviously  acutely  ill.  Temperature  was 
40.2°C.,  pulse  108,  and  respirations  24.  Physical 
examination  disclosed  no  other  abnormalities. 
The  white  blood  cell  count  was  9,800  with  seg- 


mented neutrophils  34  per  cent,  bands  13  per  cent, 
and  lymphocytes  53  per  cent.  Red  blood  cell 
count,  hemoglobin,  blood  sugar,  and  blood  urea  ni- 
trogen were  all  normal.  Six  blood  cultures  were 
drawn  on  admission  and  the  patient  then  started 
on  ampicillin  6 Gm.  the  first  day  and  3 Gm.  daily 
thereafter.  On  the  third  hospital  day  all  cultures 
were  reported  to  contain  an  unidentified  coccoba- 
cillus,  urine  culture  findings  were  negative,  the 
white  count  relatively  unchanged,  splenomegaly 
had  appeared,  and  a diagnosis  of  typhoid  or  other 
Salmonella  infection  was  entertained.  By  the 
fifth  hospital  day  the  patient  remained  very  toxic, 
the  fever  ranged  from  37.8°C.  to  39.9°C.,  and  the 
laboratory  had  thus  far  only  been  able  to  identify 
the  organism  as  an  “atypical  coliform”  sensitive  to 
ampicillin,  chloramphenicol,  gentamicin,  and 
cephalothin.  Treatment  was  shifted  to  the  latter 
two  antibiotics  with  only  moderate  success  in  re- 
ducing fever  and  toxicity,  and  on  the  eighth  hospi- 
tal day  therapy  was  shifted  to  chloramphenicol. 
On  a 4-Gm.  daily  dose  the  fever  subsided  abruptly, 
and  the  dosage  was  thereafter  gradually  reduced 
and  then  discontinued  on  the  thirteenth  hospital 
day.  Throughout  the  course  the  white  count  re- 
mained somewhat  neutropenic,  the  blood  urea  ni- 
trogen rose  from  17  to  24,  but  all  other  clinical  and 
laboratory  parameters  remained  normal.  He  was 
discharged  on  the  fourteenth  hospital  day  appar- 
ently well.  Shortly  after  his  discharge  the  final 
positive  identification  of  the  organism  as  Yersinia 
enterocolitica  had  been  confirmed  by  the  State  of 
New  York  Department  of  Health,  Division  of  Lab- 
oratories, specimen  B210. 

Thirteen  days  after  discharge  the  patient  was 
readmitted  with  weakness,  anorexia,  night  sweats, 
and  severe  pain  in  his  neck  and  right  shoulder.  ; 
This  at  first  was  ascribed  to  his  old  injury,  but  by 
admission  he  had  been  awake  night  and  day  with 
unbearable  pain.  Some  similar  pain  was  begin-  • 
ning  in  his  right  hip.  He  was  afebrile,  pulse  108, 
respirations  20,  white  blood  cell  count  10,800  with 
53  per  cent  neutrophils,  normal  hemoglobin, 
hematocrit,  and  red  blood  cell  count.  Sedimenta- 
tion rate  was  108,  uric  acid,  sugar,  rheumatoid  fac- 
tor, calcium,  and  phosphorous  were  normal. 
Blood,  urine,  and  stool  cultures  were  drawn  and 
the  patient  placed  on  phenylbutazone  and  analge- 
sics. A shoulder  x-ray  film  finding  was  interpret- 
ed as  mild  osteoarthritis,  chest  x-ray  film  findings 
were  normal,  and  the  patient  remained  in  exqui- 
site pain.  The  right  shoulder  was  injected  with  r 
hydrocortisone  on  the  second  hospital  day,  with  ! 
partial  relief  of  the  pain.  It  was  therefore  repeat- 
ed the  following  day.  This  helped  greatly,  but  the 
hip,  back,  and  groin  became  more  painful,  and  at 
this  point  in  time  the  blood  cultures  were  all  re-  |fj 
ported  again  to  be  strongly  positive  for  Y.  entero-  I 
colitica.  It  is  noteworthy  that  at  no  time  could 
these  be  grown  out  of  urine  or  stool.  His  white  ' 
blood  cell  count  had  risen  to  14,200  with  increas- 
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ing  left  shift,  red  blood  cells  were  down  to  3.5  mil- 
lion with  hemoglobin  11.4  Gm.  and  hematocrit  33. 
Blood  urea  nitrogen  had  risen  to  40,  the  patient  re- 
mained afebrile  but  definitely  ill,  and  on  the  basis 
of  antibiotic  sensitivity  studies  colistimethate  so- 
dium was  administered  150  mg.  every  twelve 
hours.  On  the  eighth  hospital  day  redness  and 
swelling  were  noted  over  the  posterior  portion  of 
the  right  shoulder,  and  two  days  later  this  had 
pointed  and  was  drained  surgically  with  recovery 
of  Y.  enterocolitica  in  pure  culture.  Rising  blood 
urea  nitrogen  and  dropping  hemoglobin  forced  the 
discontinuance  of  colistimethate  sodium,  and 
chloramphenicol  was  given  in  a 4-Gm.  daily  dose 
from  his  eleventh  to  seventeenth  hospital  day.  He 
then  developed  a left  abducens  paralysis,  and  with 
normal  brain  scan  and  spinal  tap  it  was  felt  that 
this  could  represent  chloramphenicol  toxicity.  The 
drainage  was  still  purulent,  there  was  at  least  a 
suspicion  of  liver  abscesses  on  scan,  and  the  renal 
function  was  poor.  It  was  decided,  therefore,  to 
continue  antibiotic  therapy  but  go  back  to  ampi- 
ciilin  6 Gm.  daily  intravenously.  This  dosage  and 
route  were  continued  for  six  days  and  then 
changed  to  the  oral  route  at  3 Gm.  daily  for  the 
subsequent  week.  Efforts  to  recover  the  organism 
from  urine  stool,  blood,  and  wound  at  this  time 
proved  futile,  and  all  therapy  was  stopped.  The 
patient  made  a slow  but  complete  recovery  there- 
after. Liver  scan  returned  to  normal,  as  did  all 
chemistries  and  blood  count.  Abducens  paralysis 
persisted  in  part  for  several  months  but  eventually 
cleared.  A careful  search  failed  to  reveal  any 
underlying  chronic  illness,  and  the  patient  was  last 
seen  in  July,  1973,  in  excellent  health.  Total  hos- 
pitalization days  were  sixty-seven.  His  serum 
agglutinin  titer  against  Y.  enterocolitica  type  8 
rose  from  zero  in  the  early  stage  of  his  illness  to  1: 
8,192  prior  to  discharge. 

In  the  course  of  this  illness  it  seemed  probable 
that  the  source  of  infection  was  the  mountain 
stream  water  used  for  drinking.  All  food  eaten 
had  been  in  canned  form,  since  no  deer  had  been 
killed  for  food.  It  was  thought  desirable,  there- 
fore, to  obtain  some  of  the  water  for  culture,  but 
heavy  snows  prevented  this  for  six  weeks.  A pro- 
longed thaw  at  this  time  not  only  made  it  possible 
to  obtain  water  specimens,  but  may  have  substan- 
tially contributed  to  the  successful  recovery  of  Y. 
enterocolitica  from  the  specimens  (State  of  New 
York  Department  of  Health,  Division  of  Laborato- 
ries, confirmation  B239).  All  organisms  recovered 
from  both  patient  and  water  were  indole  positive, 
serotype  8,  lysogenic  type  100. 

Historical 

Human  infection  with  Y.  enterocolitica  has  been 
widely  reported  in  Europe  and  implicated  in  a va- 
riety of  disease  syndromes.  It  has  not  been  often 
recognized  in  the  United  States  despite  the  fact 


that  the  first  12  human  isolates  were  recovered  in 
New  York  State  from  1923  to  1947. 1-4  Most  of 
these  original  infections  occurred  in  enteric  form 
in  children  in  rural  areas,  with  2 reported  deaths. 
One  strain  was  recovered  from  a healthy  adult. 
Four  additional  infections  were  recognized  in  New 
York  by  1957,  but  none  have  been  subsequently 
reported  from  this  area  to  the  present.5'7  Only 
rare  instances  of  infection  in  human  beings  have 
been  reported  in  the  United  States  from  other 
areas  until  a very  recent  epidemic  in  North  Caro- 
lina involving  17  persons  with  2 deaths.8-10  In  the 
past  ten  years  human  infection  with  this  organism 
has  been  reported  from  almost  every  country  in 
Europe,  and  large  “banks”  of  different  strains 
have  been  maintained  both  at  Malmo,  Sweden, 
and  Paris,  France.11-13  Organisms  have  been  clas- 
sified by  biotype,  serotype,  and  lysogenic  type. 
An  important,  but  puzzling,  difference  has  almost 
universally  been  found  between  human  strains  re- 
covered in  Europe  and  America;  in  the  former,  or- 
ganisms recovered  from  human  beings  have  been 
indole  negative  and  usually  type  3;  in  the  latter, 
they  are  almost  all  indole  positive  and  type  8 or  9. 
Serum  agglutinin  titers  have  been  widely  used  in 
Europe  as  diagnostic  tools  and  have  been  chiefly 
responsible  for  the  identification  of  widely  varying 
clinical  syndromes  thought  to  be  associated  with 
Y.  enterocolitica  infection.14 

Clinical  manifestations  of  Y.  enterocolitica 
infection 

Excellent  reviews  have  been  published  in  Swe- 
den by  Nilehn,11  in  France  by  Mollaret,12  and  by 
Ahvonen  in  Finland.13  Syndromes  can  be  classi- 
fied into  several  types,  although  they  frequently 
overlap. 

Enteritis.  Enteritis  must  certainly  be  the  most 
common  but  least  diagnosed  form  of  the  disease. 
When  it  occurs  in  epidemic  form  the  organism  can 
be  recovered  from  the  stool  in  a high  percentage  of 
cases.1014  It  must  be  remembered,  however,  that 
the  presence  of  other  organisms  hinders  its  growth 
as  well  as  the  fact  that  it  will  grow  better  at  room 
temperature  than  it  will  in  an  incubator.  One 
must  obviously  have  a strong  index  of  suspicion 
both  to  grow  and  recognize  it.  Most  patients  in 
this  group  are  children  who  are  much  more  severe- 
ly affected  than  adults. 

Mesenteric  adenitis.  Some  of  the  earliest  Eu- 
ropean isolations  of  the  organism  were  from  pa- 
tients suspected  of  having  acute  appendicitis.  Or- 
ganisms have  been  recovered  both  from  the  stool 
and  from  the  mesenteric  nodes  at  operation.15-16 
A common  pathologic  finding  in  the  nodes  was  a 
proliferation  of  large  pyroninophilic  cells,  a find- 
ing which  correlated  well  with  early  antibody  re- 
sponse.17 

Erythema  nodosum.  It  has  become  increas- 
ingly evident  that  agglutinin  titers  rise  in  almost 
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all  patients  from  whom  the  organism  is  recov- 
ered.13’14,18 Using  such  titers  as  a diagnostic 
method  many  investigators  have  reported  erythe- 
ma nodosum  in  association  with  Y.  enterocolitica 
infection.  The  largest  series,  333  patients  with  er- 
ythema nodosum,  was  collected  by  Winblad19  who 
found  high  titers  in  73  and  symptoms  referable  to 
the  intestinal  tract  in  53  per  cent  of  these.  A simi- 
lar relationship  had  been  reported  earlier  with 
Yersinia  pseudotuberculosis.20 

Arthritis.  Polyarthritis  of  varying  severity, 
type,  and  duration  has  been  mentioned  by  many 
authors.  It  is  frequently,  but  not  invariably, 
found  in  association  with  erythema  nodosum  and 
may  mimic  rheumatic  fever  including  carditis,21 
rheumatoid  arthritis  and  polymyalgia  rheumati- 
ca,14  juvenile  rheumatoid  arthritis,  and  benign 
aseptic  arthritis.22  The  incidence  of  acute  Y.  en- 
terocolitica arthritis  in  Finland  has  been  stated  to 
equal  that  of  rheumatic  fever.23  Reiter’s  disease 
has  also  been  implicated.24 

Septicemia.  Septicemia  is  the  rarest  form  of 
human  Y.  enterocolitica  infection  and  carries  the 
highest  mortality  rate.  Mollaret  et  al ,25  collected 
17  cases  with  a mortality  of  50  per  cent  despite  an- 
tibiotic therapy.  Almost  all  of  these  patients  had 
underlying  disease  including  diabetes,  cirrhosis  of 
the  liver,  leukemia,  severe  anemia,  and  there  were 
instances  of  opportunistic  infection  in  patients 
being  dialized.  The  2 deaths  reported  among  the 
original  New  York  State  cases  were  presumably  in 
healthy  children  but  prior  to  the  antibiotic  era. 
Clinical  details  are  inadequate  to  assess  the  deaths 
reported  by  Hassig,  Karrer,  and  Pusterla26  and 
Gutman  et  al. 10  If  one  may  judge  from  the  case 
herewith  presented,  as  well  as  that  reported  by 
Sonnenwirth,8  prompt  recognition  and  adequate 
therapy  may  be  expected  to  prevent  a fatality  in 
an  otherwise  healthy  patient.  Careful  study  of  a 
case  described  by  Chessum  et  al . 27  would  lead  one 
to  believe  that  the  development  of  host  resistance 
must  be  important,  for  their  patient  recovered 
from  persistent  bacteremia  after  all  antibiotics 
had  been  -stopped.  The  diverse  symptomatology, 
morbidity,  and  mortality  described  in  various  re- 
ports suggests  also  that  strain  virulence  may  play 
an  important  part. 

Miscellaneous  forms.  Hemolytic  anemia,28 
osteitis,17  iritis,8  and  Parinaud’s  occuloglandular 
syndrome29  have  all  been  ascribed  to  Y.  enterocoli- 
tica infection.  The  diagnosis  in  these  instances 
had  been  made  by  the  association  of  the  syndrome 
with  elevated  agglutinin  titers.  More  common 
manifestations  of  yersiniosis  have  usually  accom- 
panied these  rare  forms. 

Epidemiology 

The  source  of  human  infection  with  this  orga- 
nism has  been  discussed  and  theories  propounded 
in  almost  every  published  series.  The  earliest 


suggestion  as  to  source  was  by  one  of  the  early  au- 
thors who  described  3 infected  sisters,  2 with 
“Bacterium  enterocoliticum”  and  the  third  with 
Salmonella  typhimurium.6  They  ascribed  the 
source  of  these  infections  to  “water  from  a supply 
that  was  reported  to  be  unsafe  unless  boiled.”  In 
Europe,  pigs  and  human  beings  share  the  biotype 
4,  serotype  3,  bacteriophage  type  III  strain,  and 
the  pig  is  therefore  generally  thought  to  be  the  res- 
ervoir for  human  infection.  A high  incidence  of 
this  infection  in  the  Netherlands  has  been  ascribed 
to  a common  national  habit  of  eating  raw  meat 
(beef  tartar).30 

Prompted  by  Russian  reports  of  probable  infec- 
tion by  food  and  water,  Dominowska  and  Mal- 
ottke31  conducted  very  interesting  studies  on  the 
survival  time  of  Y.  enterocolitica  in  water  from  dif- 
fering sources  and  under  differing  climatic  condi- 
tions. Their  inoculums  of  Y.  enterocolitica  sur- 
vived much  longer  in  autumn  and  winter  than  in 
spring  and  summer,  and  if  the  inoculum  was 
placed  in  water  free  of  other  organisms  it  survived 
even  as  long  as  one  hundred  fifty-seven  days. 
Their  observations  agree  closely  with  the  reported 
seasonal  outbreaks  of  epidemics  in  the  months  of 
October  through  January,31  as  well  as  with  the  or- 
ganism’s ability  to  grow  best  at  22°C.  in  cultures 
not  too  heavily  contaminated  with  other  orga- 
nisms.11 The  existence  of  human  carriers,  re- 
marked on  earlier  in  the  report,  led  to  the  specula- 
tion of  an  animal  reservoir  with  some  undisclosed 
manner  of  spread  to  human  beings,  followed  by 
human-to-human  spread  through  food  or  water.32 
The  possibility  of  a hog  reservoir  in  Europe  has  al- 
ready been  commented  on,  but  it  should  be  noted 
that  in  North  America  all  reported  human  infec- 
tions, with  one  exception,33  have  been  with  indole- 
positive strains  and  that  a similar  strain  has  been 
isolated  from  healthy  North  American  deer.34 
European  strains  are  almost  universally  indole 
negative. 

In  our  patient,  the  source  of  infection  almost 
certainly  was  the  ingested  stream  water  inasmuch 
as  all  food  eaten  was  canned  and  no  insects  exist  in 
the  temperatures  prevalent  at  the  onset  of  illness. 
The  incubation  period  may  therefore  be  set  at  four 
days  or  less.  The  recovery  six  weeks  later  from 
the  stream  water  of  an  organism  with  the  same  bi- 
otype, serotype,  and  lysogenic  type  would  seem  to 
demonstrate  the  existence  of  a host  in  the  water- 
shed area.  Human  habitation  does  not  exist  up- 
stream of  the  place  where  the  water  was  obtained, 
and  a human  source  of  these  organisms  is  most  im- 
probable. The  existence  of  an  animal  host  species 
warrants  further  investigation. 

Comment 

The  increasingly  large  number  of  reported 
human  Y.  enterocolitica  infections  makes  it  seem 
certain  that  the  disease  is  far  more  prevalent  than 
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heretofore  recognized.  Diagnosis  is  certainly  best 
accomplished  in  the  acute  enteritis  phase  by  re- 
covery of  the  organism  from  stool,  but  this  will  be 
accomplished  only  in  a laboratory  maintaining  a 
strong  index  of  suspicion  and  utilizing  correct 
media  and  growing  temperature.11  The  use  of  ele- 
vated agglutinin  titers  as  a diagnostic  method  has 
strong  favor  in  Europe  and  may  well  be  a tech- 
nique that  should  be  more  widely  used  in  this 
country.  Cross  agglutination  with  Brucella  does 
occur,35,36  but  in  areas  where  Brucella  coexists  a 
methodology  has  been  proposed  for  the  differen- 
tiation of  the  two.37 

Some  light  may  have  been  shed  on  the  transmis- 
sion of  infection  from  an  animal  host  to  human  by 
our  success  in  finding  the  organism  in  the  stream 
water.  One  can  sensibly  theorize  that  infected 
wild  animals,  possibly  deer,  contaminate  a wide 
area  of  frozen  ground  with  their  droppings.  In  the 
presence  of  a rain  or  thaw  massive  stream  contam- 
ination could  occur.  The  ability  of  the  organism 
to  survive  for  long  periods  at  low  temperatures  in- 
creases the  likelihood  that  it  will  eventually  be  in- 
gested by  farm  or  domestic  animals  and  even  by 
man.  Such  secondarily  infected  animals  (or  man) 
may  then  be  the  source  of  infection  for  others,  via 
food  or  water.  Reported  epidemics  in  nurseries 
and  hospitals  may  be  thus  explained. 

A theory  such  as  this  should  not  be  too  difficult 
to  prove.  A careful  search  for  the  organism  in 
droppings  from  a variety  of  wrild  animals  inhabit- 
ing watershed  areas  must  be  made.  Domesticated 
animals  and  pets  utilizing  the  runoff  from  such 
areas  must  also  be  investigated.  The  organism 
should  prove  recoverable  from  both  types  of  ani- 
mals as  well  as  from  the  water. 

Summary 

A case  of  Yersinia  enterocolitica  septicemia  is 
presented.  The  clinical  course  was  noteworthy 
not  only  for  the  extreme  virulence  of  the  organism, 
but  also  for  its  ability  to  produce  a purulent  ar- 
thritis. Wilderness  mountain  stream  water  was 
identified  as  the  source  of  the  infection  and  the  in- 
cubation period  noted  to  be  four  days  or  less.  Y. 
enterocolitica  of  the  same  biotype,  serotype,  and 
lysogenic  type  was  recovered  from  the  stream  at  a 
later  date.  A theory  is  proposed  that  wild  animals 
inhabiting  a watershed  may  be  a source  of  infec- 
tion for  farm  or  domestic  animals  via  such  water. 
Man,  conceivably,  may  become  infected  from  ei- 
ther source  as  well  as  by  human-to-human  trans- 
mission. 
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scribed,  48  per  cent  had  formerly  taken  an  overdose,  and 
44  per  cent  had  had  previous  psychiatric  treatment, 
suggesting  that  more  attention  should  be  given  preven- 
tion through  better  identification  of  susceptible  pa- 
tients. Unconsciousness,  respiratory  depression,  meta- 
bolic acidosis  and  acidemia,  and  hypokalemia  were  the 
most  frequent  clinical  abnormalities.  There  were  6 
deaths.  Average  duration  of  coma  was  short;  only  5 sur- 
vivors were  unconscious  for  more  than  twenty-four 
hours.  Respiratory  complications  were  frequent. 
Treatment  was  supportive. 
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Steal  me.  Bum  me. 
Throw  me  away. 

Fm  still  yours. 


Once  you  bring  me  home, 
I’m  yours  forever. 

Even  if  I’m  burned.  Or 
lost.  Or  stolen. 

If  you  look  for  me  and 
can’t  find  me,  just  report  it. 
And  you’ll  get  me  back,  as 
good  as  new. 

And  remember:  I’ll  never 
break  your  heart.  Or 
leave  you  stranded  in  the 
tight  spots. 

I’ll  always  be  there  when 
you  need  me. 

And  that  ought  to  make 
you  feel  pretty  secure. 
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5 years  (4M  % the  first  year).  Bonds  are  replaced  if  lost, 
stolen  or  destroyed.  When  needed,  they  can  be  cashed  at 
your  bank.  Interest  is  not  subject  to  state  or  local  income 
taxes,  and  federal  tax  may  be  deferred  until  redemption. 
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Leptospirosis  was  first  recognized  as  a clinical 
entity  in  1886  and  is  commonly  reported  through- 
out the  50  states.1  However,  the  diagnosis  of  this 
disease  is  rarely  established  in  larger  urban  cen- 
ters. The  following  represents  the  second  case  of 
leptospirosis  reported  in  New  York  City  over  a six- 
year  period,  and  involves  a relatively  rare  species. 
The  possible  existence  of  further,  undetected  cases 
is  discussed. 

Case  report 

A forty-four-year-old  white  male  entered  the 
hospital  on  November  3,  1971,  following  four  days 
of  nausea,  vomiting,  generalized  “body  aches,”  and 
a sensation  of  fever.  Significant  medical  history 
included  moderate  alcoholism  for  twenty  years 
and  contact  with  persons  with  “hepatitis”  six 
weeks  prior  to  admission.  The  patient  was  em- 
ployed as  a building  superintendent  and  subse- 
quently described  occasional  contact  with  rats  and 
with  rat  excreta.  He  had  not  been  outside  of  New 
York  City  in  several  years. 

On  physical  examination,  the  patient  was  found 
to  be  moderately  icteric.  The  rectal  temperature 
was  101  °F.,  blood  pressure  90/60,  pulse  rate  100 
per  minute,  and  respiratory  rate  20  per  minute. 
The  neck  was  supple,  and  a firm  hepatic  edge  was 
palpable  2 cm.  below  the  right  costal  margin. 
There  was  mild  muscular  tenderness  in  the  lower 
extremities.  The  sensorium  was  clear,  and  no 
stigmata  of  portal  hypertension  were  noted.  The 
clinical  diagnosis  on  admission  was  “alcoholic  hep- 
atitis.” 

Laboratory  data  obtained  twenty-four  hours 
after  admission  revealed  a serum  bilirubin  level  of 
8 mg.  per  100  ml.,  blood  urea  nitrogen  level  of  40 


mg.  per  100  ml.,  serum  creatinine  level  of  2.8  mg. 
per  100  ml.,  hemoglobin  of  11.6  Gm.  per  100  ml., 
white  blood  count  of  15,000  per  cubic  millimeter, 
and  reagent  (Hematest)  positive  stool.  The  urine 
revealed  4-plus  protein  and  many  red  blood  cells 
and  white  blood  cells  per  high-power  field.  The 
serum  glutamic  oxaloacetic  transaminase,  lactic 
acid  dehydrogenase,  and  alkaline  phosphatase 
findings  were  normal,  and  the  creatinine  phos- 
phokinase  was  440  I.U. 

Forty-eight  hours  after  admission,  the  blood 
urea  nitrogen  level  was  90  mg.  per  100  ml.,  the 
serum  creatinine  level  8 mg.  per  100  ml.,  and  the 
serum  bilirubin  level  13.7  mg.  per  100  ml.  On  the 
fourth  hospital  day,  the  patient  became  obtunded. 
A lumbar  puncture  was  unrevealing.  Darkfield 
microscopic  examination  of  the  urine  at  this  time 
demonstrated  numerous  Leptospirae. 

During  the  succeeding  two  weeks,  the  serum  bi- 
lirubin level  remained  elevated,  and  the  creatinine 
phosphokinase  was  greater  than  1,000  I.U.  The 
patient  was  discharged  on  the  twenty-seventh  hos- 
pital day  with  the  following  laboratory  results: 
serum  bilirubin  level  of  4.7  mg.  per  100  ml.,  alka- 
line phosphatase  of  215  I.U.,  creatinine  phosphoki- 
nase of  45  I.U.,  lactic  acid  dehydrogenase  count  of 
260  I.U.,  a serum  glutamic  oxaloacetic  transami- 
nase of  70  I.U.,  a blood  urea  nitrogen  level  of  22 
mg.  per  100  ml.,  and  a hemoglobin  of  10  Gm.  per 
100  ml. 

A serum  specimen  obtained  on  the  fourth  hospi- 
tal day  revealed  a flocculation  titer  of  1:800  for 
Leptospira  pomona  and  1:1,600  for  L.  Copenhagen 
(Ictero),  with  positive  macroagglutination  for  L. 
canicola,  L.  grippotyphosa  and  L.  autumnalis.* 
Repeat  serologic  findings  on  a specimen  obtained 
two  months  following  hospital  admission  revealed 
a titer  of  1:29,600  L.  autumnalis.* 

Comment 

The  preceding  case  represents  the  second  re- 
ported instance  of  leptospirosis  in  New  York  City 
over  a six-year  period,  and  the  seventh  in  fifteen 
years.2  A history  of  animal  exposure  was  given  in 
only  2 other  cases  reported  since  1951;  however, 
the  association  of  Leptospirae  with  rats,  and  spe- 
cifically rats  within  New  York  City,  has  been  ap- 
preciated for  over  fifty  years.3’4  In  fact,  Leptospi- 
rae can  be  recovered  from  renal  tissue  or  urine  in 
27  to  45  per  cent  of  urban  rat  species.5 

The  most  common  organisms  producing  human 
disease  in  the  United  States  are  L.  canicola,  L.  ic 
terohaemorrhagiae,  and  L.  pomona,  which  are  im- 
plicated in  30,  24,  and  17  per  cent,  respectively,  of 
cases  reported  to  the  National  Communicable  Dis- 
ease Center.6  However,  L.  icterohaemorrhagae  re- 
mains the  most  commonly  serotyped  pathogen  in 
the  New  England  and  Middle  Atlantic  States.7 

* Courtesy  of  National  Communicable  Disease  Center,  At- 
lanta, Georgia. 
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The  species  implicated  in  the  present  case,  L. 
autumnalis,  has  not,  to  our  knowledge,  been  here- 
tofore reported  from  New  York  City,  and  accounts 
for  only  3.2  per  cent  of  serotypes  in  the  United 
States.7  This  low  frequency  may  be  related  to  its 
natural  reservoir  in  the  field  mouse  (Apodemus 
speciosus)  rather  than  in  the  rat  or  domestic  ani- 
mals with  which  man  has  frequent  contact.  Other 
unusual  aspects  of  the  present  case  were  severe  he- 
patic and  renal  findings  and  the  elevation  of  serum 
creatinine  phosphokinase.  L.  autumnalis  has 
been  heretofore  associated  only  with  the  relatively 
mild  “autumnal  fevers”  and  the  rather  distinctive 
Fort  Bragg  fever.5-8  The  possible  coexistence  of 
leptospirosis  with  alcoholic  liver  disease  and  myo- 
necrosis must,  therefore,  be  considered  in  the  pre- 
ceding patient. 

It  is  of  note,  however,  that  the  most  common 
initial  diagnostic  impressions  in  cases  of  uncompli- 
cated leptospirosis  are  "meningitis”  and  “hepati- 
tis.”7 In  fact,  the  case  at  point  was  variously  diag- 
nosed as  “alcoholic  hepatitis”  and  “hepatorenal 
syndrome”  by  house  officers.  In  view  of  the  com- 
mon presence  of  rats  and  the  prevalence  of  “alco- 
holic liver  disease”  in  urban  areas,  it  is  quite  possi- 
ble that  many  such  cases  of  leptospirosis  are  not 
recognized.  Darkfield  microscopic  examination  of 


Ophthalmia  neonatorum 

With  the  increasing  incidence  of  gonorrhea  the  poten- 
tial for  gonococcal  conjunctivitis  in  the  newborn  is  a 
continuing  matter  of  concern  not  only  for  obstetricians, 
pediatricians,  and  ophthalmologists,  but  for  general 
practitioners  as  well.  The  presentation  of  a case  in 
Minnesota  Medicine  56:  940  (Nov.)  1973,  by  W.  Benton 
Boone,  M.D.,  Donald  J.  Doughman,  M.D.,  and  John  E. 
Harris,  Ph.D.,  M.D.,  serves  as  a takeoff  point  for  a dis- 
cussion of  the  clinical  picture,  diagnosis,  epidemiology, 
and  prophylaxis.  Regarding  the  persisting  controversy 
on  the  matter  of  prophylaxis,  the  authors  say  that  de- 
spite the  modern  ability  to  effectively  treat  gonorrheal 


urine  specimens  and  serologic  screening  should, 
therefore,  be  considered  in  all  such  patients. 

1870  Beacon  Street 
Brookline,  Massachusetts  02146 
(DR.  BERGER) 
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ophthalmia  neonatorum,  most  consultants  in  this  coun- 
try recommend  prophylaxis  with  1.0  per  cent  silver  ni- 
trate solution  in  wax  ampules  (to  prevent  evaporation 
and  consequent  dangerous  concentration  of  the  solu- 
tion) or  as  an  alternative,  use  of  a topical  penicillin 
preparation.  That  even  with  silver  nitrate  prophylaxis 
the  infection  is  not  always  prevented  is  illustrated  by 
the  presented  case.  In  the  newborn  the  absence  of  lym- 
phoid tissue  and  absence  of  tears  at  birth  as  well  as  lack 
of  immunity  in  the  neonate  allow  for  a greater  severity 
in  infection  and  variance  in  clinical  characteristics  as 
compared  to  the  adult.  Treatment  in  this  case  was 
300,000  units  of  CR  Bicillin  intramuscularly  and  50,000 
units  of  penicillin  VK  orally.  Erythromycin  ointment 
was  given  every  two  hours  bilaterally. 
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Intramural  Abscess 
and  Peritonitis 
Following 
Appendectomy 

SAMUEL  D.  WINNER,  M.D.a 

New  York  City 

EDWARD  G.  STANLEY-BROWN,  M.D.b 

New  York  City 

From  St.  Luke’s  Hospital  Center. 
a Assistant  Attending  Surgeon. 
b Assistant  Director  of  Surgery. 


An  eleven-year-old  black  girl  was  admitted  to  St. 
Luke’s  Hospital  Center  on  May  16,  1971,  her  chief 
complaint  a “sickness”  in  her  stomach.  She  was 
in  excellent  health  until  twelve  hours  prior  to  ad- 
mission when  she  experienced  the  gradual  onset  of 
right  lower-quadrant  pain  that  was  steady  and 
nonradiating.  She  complained  of  nausea,  vomit- 
ing, and  anorexia,  while  denying  any  change  in 
bowel  movements,  dysuria,  or  cough.  In  January, 
1971,  she  had  experienced  menarche;  on  admission 
she  was  in  mid-cycle,  denying  any  history  of  simi- 
lar pain  during  menses. 

On  physical  examination  her  temperature  was 
101. 2°F.  rectally,  and  her  pulse  was  regular.  Her 
lungs  were  clear  and  the  abdomen  soft  and  flat 
with  normal  bowel  sounds  and  no  palpable  masses. 
There  was  direct  right  lower-quadrant  tenderness 
without  guarding  or  rebound,  and  the  rectal  exam- 
ination finding  was  normal.  The  white  blood-cell 
count  was  11,800  with  87  per  cent  polymorphonu- 
clear leukocytes;  the  urinalysis  and  chest  roent- 
genogram findings  were  normal. 

After  twelve  hours  of  intravenous  hydration,  the 
patient’s  symptoms  and  physical  findings  re- 
mained unchanged,  and  she  was  operated  on. 
Through  a McBurney  incision  on  the  right  side, 
the  appendix  was  found  to  be  acutely  inflamed  in 
its  distal  third,  without  perforation.  An  appen- 
dectomy was  performed  and  the  appendiceal 
stump  ligated  with  3-0  chromic  catgut;  the  ligated 
stump  was  inverted  by  means  of  a 3-0  chromic  cat- 
gut pursestring  suture.  No  “Z”  suture  was  used 


because  of  the  complete  inversion  obtained  by  the 
pursestring.  The  appendiceal  stump  was  not 
treated  with  phenol  or  alcohol. 

Postoperatively  the  child  became  afebrile  and 
ate  regular  meals.  On  the  morning  of  the  fourth 
postoperative  day,  she  developed  a temperature  of 
100°F.  with  tenderness  in  the  area  of  the  incision, 
but  no  induration  or  drainage.  When  examined 
three  hours  later,  her  temperature  had  risen  to 
103°F.,  and  her  abdomen  was  rigid  with  hypoac- 
tive  bowel  sounds;  a rectal  examination  disclosed 
no  abnormalities.  The  leukocyte  count  was 
12,300,  and  the  urinalysis,  chest  and  abdominal 
roentgenogram  findings  were  normal. 

She  was  reoperated  on  on  the  afternoon  of  the 
fourth  postoperative  day  through  the  previous 
McBurney  incision.  On  entering  the  peritoneal 
cavity,  free,  whitish,  nonodorous  purulent  matter 
was  observed.  The  cecum  was  mobilized  and  the 
omentum  seen  to  be  bound  down  around  the  area 
of  the  inverted  appendiceal  stump.  When  this 
was  removed,  a whitish  purulent  matter  was  seen 
coming  from  the  center  of  the  pursestring  suture 
in  the  cecum.  This  suture  was  extracted,  reveal- 
ing an  intramural  abscess  cavity  with  the  chromic 
ligature  intact  about  the  appendiceal  stump.  The 
peritoneum  was  irrigated  with  warm  saline  and 
two  7/8-mch  Penrose  drains  were  placed  in  the  area 
of  the  cecum  and  brought  out  through  a stab 
wound.  The  wall  of  the  cecum  was  so  inflamed 
and  edematous  that  primary  closure  seemed  inad- 
visable. The  ligature  was  removed  from  the  ap- 
pendiceal stump  and  a mushroom  catheter  insert- 
ed through  the  appendiceal  lumen  to  create  a ce- 
costomy.  The  omentum  was  wrapped  around  the 
cecostomy  tube,  and  the  cecum  was  attached  to 
the  peritoneum  with  interrupted  chromic  sutures. 
The  peritoneum  was  closed  with  chromic  catgut, 
and  the  internal  oblique  and  external  oblique  fas- 
cia were  loosely  approximated  with  chromic  su- 
tures. The  wound  was  packed  with  povidone-io- 
dine (Betadine)-soaked  fine  mesh  gauze  and  4-0 
nylon  sutures  placed  through  the  skin,  but  not 
tied.  The  patient  was  started  on  parenteral  ce- 
phalosporin during  the  operative  procedure. 

Following  the  second  operation,  the  patient  be- 
came afebrile  after  forty-eight  hours,  and  her  inci- 
sion was  closed  secondarily  on  the  sixth  postopera- 
tive day.  Drains  were  removed  on  the  ninth  post- 
operative day  and  the  cecostomy  tube  was  with- 
drawn on  the  twelfth  postoperative  day.  Cultures 
of  the  peritoneal  fluid  grew  out  Escherichia  coli 
sensitive  to  cephalosporin.  The  patient  was  dis- 
charged on  the  fourteenth  postoperative  day,  afe- 
brile, on  a regular  diet,  and  with  a completely 
healed  incision. 

Comment 

This  patient  developed  an  abscess  in  the  wall  of 
the  cecum  which  ruptured  into  the  peritoneal  cavi- 
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ty  resulting  in  peritonitis.  In  1935,  Oschner* 
clearly  described  this  potential  danger  and  recom- 
mended inversion  of  the  appendiceal  stump  with- 
out ligation.  The  operation  carried  out  in  this  in- 
stance, ligation  of  the  stump  followed  by  inversion, 

* Ochsner,  A.,  and  Lilly,  G.:  The  technique  of  appendecto- 
my, Surgery  2:  532  (1937). 


is  standard  procedure  at  our  hospital,  but  this  case 
is  the  first  complication  of  this  sort  in  the  past  fif- 
teen years.  It  should  be  pointed  out  that  the  ap- 
pendiceal stump  is  usually  ligated  with  plain  cat- 
gut and  not  chromicized  gut.  In  an  average  year 
at  this  hospital,  forty  children  are  operated  on  for 
acute  appendicitis. 


Clinical  clues 


I — The  peripheral  blood  smear  in  Waldenstrom’s  macroglobulinemia  shows  intense  rouleau  formation  and  a bluish 
l background  reflecting  the  presence  of  large  amounts  of  protein. 

I — Ten  per  cent  of  patients  with  primary  macroglobulinemia  exhibit  Bence-Jones  proteinuria  in  addition  to  other 
| serum  changes. 

I — As  many  as  one  third  of  the  patients  with  renal  vascular  hypertension  will  have  a normal  intravenous  pyelogram. 

I — Paradoxical  embolism  should  be  included  in  the  differential  diagnosis  of  arterial  embolism  for  which  there  is  no  ob- 
i vious  source,  such  as  atrial  fibrillation,  mitral  valve  disease,  or  myocardial  infarction,  especially  when  there  is  also  ev- 
idence of  venous  thrombosis  or  pulmonary  embolism.  The  intracardiac  defect  across  which  an  embolus  reaches  the 

I left  side  of  the  heart  is  almost  always  a patent  foramen  ovale,  which,  although  seldom  functional,  is  present  in  20  to 
35  per  cent  of  the  population. 

I — The  finding  of  associated  congenital  anomalies  often  provides  the  clue  to  the  diagnosis  of  a familial  renal  disease. 
Thus,  malformation  of  the  ear,  deafness,  multiple  structural  abnormalities,  Marfan’s  syndrome,  and  visual  defects  in- 
cluding retinitis  pigmentosa,  retinal  degeneration,  and  congenital  cataracts  are  all  recognized  as  “pointers”  to  a con- 
genital basis  for  renal  disease.  Red  and  blonde  hair  must  now  be  added  to  this  list. 

I — Nasal  polyps  are  almost  universal  among  aspirin-sensitive  patients.  In  many  cases  asthma  and  polyps  may  pre- 
cede the  aspirin  sensitivity.  Nasal  polyps  are  also  common  in  patients  with  cystic  fibrosis. 

— Pseudomonas  aeruginosa  in  the  respiratory  tract  may  act  as  an  “indirect  pathogen”  by  interfering  with  antibiotic 
therapy  directed  against  other  organisms  such  as  Haemophilus  influenzae  presumably  by  degradation  of  the  antibiot- 
ic. 

— Reye’s  syndrome  is  the  term  applied  to  acute  encephalopathy  with  fatty  infiltration  of  the  viscera,  specifically  the 
liver.  This  condition  is  distinctive  because  the  patient  is  not  icteric,  and  thus  it  may  be  confused  with  other  forms  of 
encephalopathy. 

i — Unexplained  postoperative  fever  in  a patient  who  has  undergone  halothane  anesthesia  should  suggest  the  clinical 
syndrome  of  hepatic  necrosis,  which,  when  secondary  to  halothane,  is  similar  to  that  of  infectious  hepatitis.  Jaundice 
is  typically  delayed  unless  there  have  been  multiplfe  exposures  to  halothane. 

— More  than  half  of  all  brain  tumors  are  metastatic,  and  therefore  a careful  search  for  a primary  focus  should  be 
made  in  those  patients  with  a picture  of  an  intracranial  space-occupying  lesion. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihood 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 
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Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  larger  teaching  facilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  "pushers”  of  theirdrugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouragingthe 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individualscomprehen- 
sively.  It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


in the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
"starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
115 5 Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 
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Urea  in  sugar  solutions  has  been  shown  to  block 
the  sickling  phenomenon  reversibly  by  means  of 
interference  with  the  intertetrameric  hydrophobic 
bonds  between  interacting  molecules  of  hemoglo- 
bin S.1  The  clinical  application  of  intravenous 
urea  in  invert  sugar  by  Nalbandian  et  al.2  to  the 
treatment  of  sickle-cell  crisis  has  led  to  a dramatic 
interruption  of  the  crisis,  with  limited  requirement 
for  narcotics,  provided  that  the  BUN  (blood  urea 
nitrogen)  level  has  been  elevated  to  values  be- 
tween 150  and  200  mg.  per  100  ml.  Presumably 
occlusive  log  jamming  of  the  vasculature  by  sickled 
erythrocytes  is  interfered  with  by  reversal  of  the 
sickling  phenomenon.  Such  acute  elevations  in 
the  BUN,  by  affecting  the  central  nervous  system, 
result  in  a.  variable  degree  of  sedation,  thereby  re- 
ducing the  need  for  analgesics  or  narcotics.  The 
major  danger  is  the  potential  increase  in  dehydra- 
tion in  individuals  already  dehydrated  due  to  mas- 
sive diuresis  accompanying  such  high  BUN  levels. 
Headache  may  herald  such  reduction  in  fluid  vol- 
ume. Copious  fluid  and  electrolyte  replacement 
with  careful  monitoring  to  insure  adequate  hydra- 
tion is  mandatory  if  urea  infusion  therapy  is  to  be 
safe.2 

Favorable  therapeutic  results  have  been  re- 
ported with  urea  given  orally  as  chronic  mainte- 
nance therapy  to  patients  with  SS  sickle-cell  dis- 
ease in  an  attempt  to  abort  sickle-cell  crisis.3  Nal- 
bandian et  al.3  believes  that  the  dosage  for  oral 
urea  used  prophylactieally  may  be  less  than  that  of 
intravenous  urea  in  invert  sugar  as  outlined  in  cri- 
sis because  it  takes  significantly  less  urea  to  block 
sickling  than  it  does  to  reverse  sickling.  In  the  av- 


erage adult  patient  he  prescribes  160  Gm.  of  urea  t 
daily. 

There  is  a resultant  elevation  of  the  blood  urea 
nitrogen,  albeit  not  to  the  degree  that  one  sees  fol-  j 
lowing  intravenous  therapy  and  without  the  pro- 
found diuresis  that  accompanies  intravenous 
treatment.  Whereas  Nalbandian  et  al.3  in  a pre-  . 
liminary  study  in  over  80  patients  with  sickle-cell 
disease  reported  very  favorable  results  with  the 
use  of  oral  urea  prophylactieally,  a recent  evalua- 
tion of  oral  urea  therapy  for  sickle-cell  anemia  in 
11  children  by  Lubin  and  Oski4  indicated  neither 
hematologic  or  clinical  benefits  from  continuous 
administration  of  oral  urea. 

Recently  2 patients  appeared  with  painless  gross 
hematuria  due  to  sickle-cell  trait.  Oral  urea  ther-  ' 
apy  was  attempted  in  both  patients  after  more 
conventional  approaches  failed  to  stop  the  hema- 
turia. Preliminary  study  of  these  2 patients 
suggests  interruption  of  hematuria  by  oral  urea 
and  points  to  the  need  for  a controlled  study  in  a 
larger  series  of  such  patients. 

Case  reports 

Case  1.  A thirty-seven-year-old  black  female 
was  admitted  with  gross  painless  hematuria  of 
three  days’  duration.  Cystoscopy  and  right  retro-  j 
grade  pyelography  showed  a right  hydronephrosis 
believed  secondary  to  a blood  clot.  Admission  he- 
moglobin was  14  Gm.  per  100  ml.  with  hematocrit 
42.  Hemoglobin  electrophoresis  showed  A and  S 
hemoglobin.  The  urologist  gave  25  Gm.  of  epsilon 
aminocaproic  acid  intravenously  over  twenty-four  . 
hours  with  no  effect  on  the  hematuria. 

The  patient  was  then  treated  with  continuous 
oxygen  at  8 L.  per  minute  by  mask  but  this  did  not 
reduce  the  gross  hematuria.  There  was  a steady 
fall  of  hemoglobin  to  9.9  Gm.  per  100  ml.  and 
hematocrit  to  30,  and  one  unit  of  blood  was  re- 
quired. When  first  seen  by  this  examiner,  oral  so-  i 
dium  bicarbonate  20  Gm.  per  day  was  prescribed 
but  this  failed  to  reduce  the  hematuria  despite  al- 
kaline urines  ranging  from  pH  7 to  8.5.  The  pa- 
tient was  then  placed  on  oral  urea  for  a total  of  160 
Gm.  daily  in  four  divided  doses.  The  drug  was  ad- 
ministered in  ginger  ale  or  fruit  juice.  Patient  tol- 
erance was  satisfactory,  although  some  nausea  oc- 
curred by  the  third  day  at  which  time  the  BUN 
had  risen  to  100  mg.  per  100  ml.  The  hematuria 
diminished  considerably  to  a mere  pinkish  discol-  e 
oration.  Within  forty-eight  hours  of  interruption  li 
of  urea  the  BUN  was  normal,  but  there  was  return 
of  gross  hematuria.  After  persistence  of  hematu-  I 
ria  for  five  days,  oral  urea  therapy  was  reinsti- 
tuted. By  the  third  day  on  urea,  there  was  com-  it 
plete  cessation  of  hematuria.  The  patient  re- 
mained free  of  hematuria  for  four  days  after  stop- 
ping urea  and  was  subsequently  discharged.  Fol- 
low-up eleven  months  later  revealed  no  further  p 
bleeding. 
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Case  2.  A thirty-one-year-old  black  female  was 
admitted  with  gross  painless  hematuria  of  two 
weeks’  duration.  On  admission,  the  hemoglobin 
was  7.8  Gm.  per  100  ml.  with  a hematocrit  of  22. 
Tests  of  clotting  parameters  were  normal.  There 
was  a history  of  anemia  eight  years  earlier  for 
which  she  was  given  iron  but  no  familial  history  of 
anemia  or  any  prior  symptoms  or  awareness  of 
sickle-cell  disease. 

An  intravenous  pyelogram  showed  a filling  de- 
fect in  the  left  renal  pelvis.  Cystoscopy  and  left 
retrograde  pyelography  showed  blood  to  be  coming 
from  the  left  ureter  with  a possible  mass  present  in 
the  left  kidney.  A selective  left  renal  arteriogram 
was  done  and  was  normal.  Hemoglobin  electro- 
phoresis showed  A and  S hemoglobin.  She  re- 
quired 3 units  of  blood.  The  patient  was  placed 
on  sodium  bicarbonate  to  alkalinize  the  urine,  but 
she  continued  to  pass  large  amounts  of  grossly 
bloody  urine  despite  urinary  pH  ranging  between 
6 and  8.  She  was  given  40  Gm.  of  urea  powder  dis- 
solved in  fruit  juice  four  times  daily  for  a total  of 
160  Gm.  per  day.  After  twelve  hours  the  hematu- 

iria  lightened.  By  the  third  day  the  BUN  had 
risen  to  82  mg.  per  100  ml.  in  the  absence  of  any 
symptoms.  On  the  fourth  day  the  urine  was  just 
slightly  blood-tinged,  and  the  urea  was  stopped. 
The  following  day  heavy  hematuria  developed.  A 
twenty-four  hour  quantitative  urinary  hemoglobin 
excretion  was  7.2  Gm.  Urea  therapy  was  started 
again,  and  on  the  following  day  the  twenty-four 
hour  urinary  hemoglobin  loss  was  3 Gm.,  the  BUN 
12  mg.  per  100  ml.  After  two  days  of  urea  the 
twenty-four-hour  urine  contained  1.84  Gm.  of  he- 
moglobin. On  the  third  day,  the  BUN  was  87  mg. 
per  100  ml.,  and  the  urine  was  clear  with  no  de- 
tectable hemoglobin.  Urea  therapy  was  discontin- 
ued the  following  day,  and  the  BUN  fell  rapidly  to 
normal.  A slightly  brownish  urine  was  passed 
once,  two  days  after  stopping  urea.  The  urine 
then  cleared  again  and  remained  clear  during  the 
follow-up  period  of  six  months. 

Comments 

Hematuria  in  sickle-cell  trait  is  a well-known 
phenomenon,  and  numerous  case  reports  have  fol- 
I lowed  the  initial  report  of  Abel  and  Brown  in 
1948.5’6  In  view  of  the  fact  that  roughly  2 million 
black  Americans  carry  the  sickle-cell  trait  and  an 
estimated  3 per  cent  of  this  group  may  experience 
hematuria,  it  is  obvious  that  a significant  number 
of  patients  develop  this  complication.  Numerous 
instances  are  on  record  where  the  bleeding  was  so 
severe  that  no  conservative  approach  could  control 
it,  and  nephrectomy  was  necessary.  Unfortunate- 
ly, nephrectomy  may  be  followed  by  hematuria 
from  the  opposite  kidney.  The  pathophysiology 
of  hematuria  in  sickle-cell  trait  is  not  settled. 
Pathologic  studies-  of  kidneys  removed  from  pa- 
tients with  sickle-cell  trait  hematuria  have  shown 


the  most  frequent  gross  findings  to  be  congestion 
and  focal  hemorrhages  in  the  renal  pelvis.  Capil- 
lary stasis  and  dilatation  were  invariably  associ- 
ated with  sickled  red  cells,  most  notably  in  the  me- 
dulla and  renal  papillae,  with  focal  hemorrhages  in 
the  interstitium,  tubules,  or  pelvis.7  The  predilec- 
tion for  the  medullary  region  has  been  related  to 
the  normal  counter-current  mechanism  of  urinary 
concentration  which  produces  a graded  hyperos- 
molality as  well  as  lowering  of  oxygen  tension  from 
the  base  of  the  medulla  to  the  tips  of  the  papillae. 
It  is  believed  that  sickling  is  enhanced  in  this  re- 
gion as  a consequence  of  the  hypoxemic  environ- 
ment and  the  rise  in  erythrocyte  concentration  of 
S hemoglobin  which  accompanies  the  loss  of  red- 
cell water.8 

Aside  from  general  measures  such  as  bed  rest, 
hydration,  and  transfusions,  numerous  forms  of 
therapy  directed  at  the  sickling  phenomenon  have 
been  tried  for  this  condition.  Alkalinization  of  the 
urine  by  means  of  sodium  bicarbonate  or  citrate, 
intravenous  administration  of  distilled  water,  and 
various  diuretics  (furosemide,  mannitol,  and  etha- 
crynic  acid)  have  had  varying  degrees  of  success.9 
Recently  epsilon  aminocaproic  acid  has  been  em- 
ployed because  of  its  known  inhibition  of  uroki- 
nase, a fibrinolysin  which  has  been  alleged  to  en- 
hance urinary  bleeding  by  means  of  interference 
with  clot  stability.  Whereas  there  is  no  proof  for 
the  existence  of  this  mechanism  in  sickle-cell  he- 
maturia, cessation  of  bleeding  followed  the  use  of 
epsilon  aminocaproic  acid  in  8 of  11  cases  recently 
studied.10 

Based  on  recent  successful  reports  of  urea  thera- 
py in  sickle-cell  crisis,  a trial  of  oral  urea  was  insti- 
tuted in  2 patients  with  gross  hematuria  uncon- 
trolled by  previously  described  measures.  Al- 
though no  firm  conclusions  can  be  reached  on  the 
basis  of  only  2 cases,  the  cessation  of  hematuria 
which  followed  the  administration  of  oral  urea  on 
2 occasions  in  each  of  these  patients  suggests  the 
urgent  need  for  a larger  controlled  study. 

Numerous  recent  reports  attest  to  the  morbidi- 
ty, and  even  lethality,  of  SA  hemoglobinopathy  in 
clinical  settings  that  predispose  to  hypoxemia  and 
sickling.11  Urea  therapy  may  have  a role  in  pre- 
venting or  arresting  the  small-vessel  thromboses 
and  infarctions  induced  in  cerebral,  retinal,  pul- 
monary, placental,  and  other  tissues  in  SS  and  SA 
individuals  under  conditions  of  acidosis,  fever, 
hypoxia,  anesthesia,  and  dehydration.  There  was 
no  evidence  of  any  of  these  conditions  in  the  2 pa- 
tients described  in  this  report.  Nevertheless,  local 
renal  acidosis,  hypoxia,  and  increased  S hemoglo- 
bin concentration  (red-cell  dehydration)  may  have 
accounted  for  renal  sickling  and  hematuria. 
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ment  of  collateral  circulation),  smoking  should  be  elimi- 
nated. While  the  role  of  animal  fats  is  still  controver- 
sial, their  restriction  probably  would  be  wise  with  sub- 
stitution of  vegetable  fats.  This  especially  if  blood  lip- 
ids are  elevated.  Feet  should  be  kept  clean  and  injury 
should  be  avoided,  since  most  ischemic  ulceration  begins 
from  blisters,  cuts,  burns,  freezing,  and  so  forth.  (Arte- 
riosclerosis Obliterans:  clinical  diagnosis  and  treat- 

ment, Geriatrics  28:  93  [Sept.]  1973.) 
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monella  genus  was  identified,  the  microorganism  is 
not  Salmonella  typhosa  (typhoid  fever),  and  the 
Salmonella  paratyphi  group  B was  identified.” 
The  director  of  the  health  department  laboratory 
further  stated  that  the  paratyphi  group  consists  of 
Salmonella  schottmulleri  and  tvphimurium.  Sal- 
monella paratyphi  group  B manifests  itself  clini- 
cally in  a typhoid-like  illness  and  should  be  treat- 
ed like  typhoid.  Ampicillin  is  the  drug  of  choice, 
as  compared  with  chloramphenicol,  the  drug  of 
choice  for  Salmonella  typhosa. 

A serotyping  report  from  the  Georgia  Disease 
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Glomerulonephritis  is  well  known  to  develop 
after  infections  with  certain  strains  of  beta  hemo- 
lytic streptococci.  Although  uncommon,  staphy- 
lococcal infections  may  be  followed  by  comparable 
renal  changes.  Two  examples  in  heroin  addicts 
suggest  that  an  increased  risk  of  this  complication 
of  drug  abuse  may  be  present. 

Case  reports 

Case  1.  A thirty-two  year-old  black  male  her- 
oin addict  had  become  fatigued  with  malaise,  an- 
orexia, and  a 7-Kg.  weight  loss  over  a four  week 
period  following  the  drainage  of  a dental  abscess. 
He  had  passed  reddish-tinged  urine  for  several 
months,  and  had  been  treated  for  a urinary  tract 
infection.  Despite  intermittent  participation  in  a 
methadone  program  he  was  using  intravenous 
drugs  for  at  least  three  weeks  prior  to  admission. 
Past  history  was  negative  except  for  rheumatic 
fever  at  age  three.  Pertinent  physical  findings  in- 
cluded a temperature  of  37.8°C.,  blood  pressure  of 
130/70,  and  pulse  rate  of  110  per  minute.  There 
were  two  subconjunctival  petechiae;  rales  were 
heard  at  the  left  lung  base,  and  there  was  a grade 
1/6  systolic  ejection  murmur  at  the  left  sternal 
border.  The  liver  was  depressed  5 cm.  below  the 
right  costal  margin  with  a total  span  of  13  cm. 
Laboratory  findings  included  a hemoglobin  of 


Control  Center  stated:  “Salmonella  enteritidis. 

Stool  culture  revealed  Salmonella  group  B paraty- 
phoid. Typhimurium.” 
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10.7  Gm.  and  a hematocrit  of  33.  The  white  blood 
count  was  11,800  per  cubic  millimeter  with  a shift 
to  the  left.  The  urine  contained  3 plus  albumin,  20 
to  30  white  blood  cells  per  high-power  field,  and 
gross  blood.  Urine  culture  was  negative.  The 
blood  urea  nitrogen  was  122  mg.,  creatinine  6.1 
mg.,  uric  acid  23.4  mg.,  calcium  7.2  mg.,  and  phos- 
phate 7.8  mg.  per  100  ml.  The  antistreptolysin  O 
titer  was  below  200  international  units.  Antihy- 
aluronidase  and  antistreptokinase  antibody  titers 
were  negative.  The  antinuclear  antibody  and 
lupus  erythematosus  preparations  were  negative 
on  three  occasions.  Serum  complement  was  50 
units  (normal:  over  150).  Ig  (immunoglobulin)  G 
and  IgA  were  increased  while  IgM  was  normal. 
The  urinary  protein  was  620  mg.  per  100  ml.,  with 
66  per  cent  albumin,  and  positive  for  IgG  and  IgA. 

Six  blood  cultures  were  positive  for  Staphylo- 
coccus aureus.  The  organism  was  coagulase  posi- 
tive, deoxyribonuclease  positive,  catalase  positive, 
and  fermented  glucose.  It  was  not  phage  typable. 
It  was  resistant  to  penicillin,  slightly  sensitive  to 
streptomycin,  and  sensitive  to  11  other  antibiotics 
including  oxacillin,  erythromycin,  and  cephalori- 
den.*  During  the  first  few  hospital  days,  the  heart 
murmur  was  noted  to  change  in  intensity  and 
character,  and  a diagnosis  of  acute  bacterial  endo- 
carditis was  entertained. 

The  patient  was  placed  on  intravenous  oxacillin, 
4 Gm.  every  six  hours  for  a six-week  course.  Sub- 
sequently, the  renal  function  decreased  as  evi- 
denced by  the  development  of  marked  pedal 
edema,  increased  blood  pressure,  160/110,  hypoal- 
buminemia,  and  a twenty-four-hour  urinary  pro- 
tein of  10.8  Gm.  in  a volume  of  1,200  cc.  An  open 
renal  biopsy  was  performed. 

With  antibiotic  therapy,  the  patient  became  afe- 
brile, and  the  cardiac  murmur  was  no  longer  audi- 
ble. On  fluid  restriction  and  diuretic  therapy, 
renal  function  improved,  although  the  proteinuria 
and  hematuria  never  fully  disappeared.  The  most 
recent  twenty-four-hour  urine  protein  was  1.5  Gm. 
in  a total  volume  of  1,800  cc. 

* We  are  indebted  to  Sam  Schaefler,  M.D.,  of  the  laboratory 
of  the  City  of  New  York  Department  of  Health  who  provided 
special  bacteriologic  studies. 
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FIGURE  1.  Case  1.  (A)  Swollen  hypercellular  glomerulus  with  polymorphonuclear  leukocytic  infiltration  characteristic  of 
acute  diffuse  glomerulonephritis,  (hematoxylin-phloxine-safran  stain,  original).  (B)  Dark-stained  glomerular  basement 
membranes  and  mesangial  matrix  show  irregular  thickening.  Within  Bowman’s  capsule  is  epithelial  crescent,  indicative 
of  severe  glomerulonephritis,  (periodic  acid-Schiff).  (X  495) 


The  renal  biopsy  included  about  50  glomeruli 
per  section.  All  were  hypercellular,  and  neutro- 
phils were  present  in  the  glomerular  capillary  walls 
(Fig.  1A).  Crescent  formation  was  evident  (Fig. 
IB).  Aside  from  evidence  of  albuminuria  and  he- 
maturia, the  renal  tubules  appeared  unaltered. 
Periodic  acid-Schiff  and  periodic  acid  silver  me- 
thenamine  stains  showed  an  irregular  nonspecific 
thickening  of  the  glomerular  capillary  basement 
membranes  and  mesangial  matrix.  Electron  mi- 
croscopy demonstrated  lumpy  or  “hump”  glomer- 
ular lesions,  usually  considered  typical  of  post- 
streptococcal glomerulonephritis  (Fig.  2).  Immu- 
nofluorescence was  negative  for  IgG,  IgA,  IgM,  and 
fibrinogen.  It  was  positive  for  beta  CT  comple- 
ment, which  was  deposited  in  a diffuse  granular 
pattern  in  the  glomerular  capillary  walls. 

Case  2.  A nineteen-year-old  Puerto  Rican 
male  was  admitted  to  Lenox  Hill  Hospital  for  pos- 
sible hemodialysis  treatment.  He  was  a known 
heroin  addict  on  a methadone  program.  The  pa- 
tient was  transferred  from  another  hospital  with  a 
diagnosis  of  staphylococcal  septicemia,  acute  bac- 
terial endocarditis,  and  renal  failure.  Pertinent 
findings  included  spiking  fevers  to  40°C.,  a systolic 
ejection  murmur,  and  blood  cultures  positive  for  S. 
aureus.  The  patient  was  treated  with  penicillin 
and  vancomycin  and  soon  became  afebrile.  Six 
days  alter  admission  to  the  other  hospital,  he  be- 
came oliguric  with  a urine  output  of  100  cc.  per 
day  despite  mannitol  and  furosemide  therapy. 
Pertinent  laboratory  findings  included  a markedly 
high  urine  specific  gravity  and  osmolality,  4 plus 
proteinuria,  and  numerous  red  blood  cells  with 
red-cell  casts.  He  was  started  on  peritoneal  dialy- 


FIGURE  2.  Osmiophilic  dark  gray  hump  deposit  shown 
bulging  from  outer  edge  of  glomerular  capillary  basement 
membrane.  To  left  are  tuft  epithelial  foot  processes  and  ' 
cytoplasm.  Below  are  shown  nuclei  of  capillary  endotheli- 
um (X  8,445). 

3S1 

sis.  After  fourteen  days  of  oliguria,  a right  open 
renal  biopsy  was  performed.  Then,  because  of  se- 
vere postoperative  bleeding,  a right  nephrectomy 
was  done. 

The  patient  was  referred  to  Lenox  Hill  Hospital 
for  possible  hemodialysis.  On  physical  examina- 
tion the  patient  appeared  thin  and  somnolent.  He 
was  afebrile  with  a pulse  rate  of  106,  a respiratory 
rate  of  24,  and  a blood  pressure  of  118/50.  Perti- 
nent physical  findings  included  a harsh,  two-com- 
ponent pericardial  friction  rub  at  the  second  right 
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intercostal  space  and  along  the  left  sternal  border. 
A grade  1 to  6 high-pitched  systolic  murmur  was 
also  audible  at  the  second  right  intercostal  space, 
radiating  to  the  right  carotid  area.  Pertinent  lab- 
oratory findings  on  admission  included  blood  urea 
nitrogen  143  mg.,  creatinine  102  mg.,  calcium  6.4 
mg.,  inorganic  phosphorus  9.9  mg.,  uric  acid  17.2 
mg.,  and  hemoglobin  7 Gm.  per  100  ml.;  hemato- 
crit 22;  and  a white  blood  count  of  20,000  per  cubic 
millimeter  with  a shift  to  the  left.  Chest  x-ray 
findings  revealed  a left  pleural  effusion. 

An  emergency  arteriovenous  shunt  was  created, 
and  hemodialysis  was  instituted.  Subsequently, 
an  arteriovenous  fistula  was  created.  The  patient 
responded  to  medical  management  and  hemodial- 
ysis. Bv  discharge  his  creatinine  clearance  was  18 
cc.  per  minute.  His  daily  urine  output  was  about 
900  cc.  with  a urinary  protein  in  the  range  of  4 Gm. 
per  day. 

The  renal  biopsy  showed  diffuse  rapidly  pro- 
gressive extracapillary  glomerulonephritis  with 
crescent  formation.  Eighteen  glomeruli  were 
seen,  and  they  all  showed  marked  hvpercellularity 
of  the  glomerular  tufts,  polymorphonuclear  infil- 
trates, and  slight  mesangial  expansion.  In  most 
glomeruli,  there  was  marked  cellular  crescent  for- 
mation with  fibrinoid  necrosis.  The  renal  tubules 
contained  red-cell  casts  and  proteinaceous  casts. 
Severe  chronic  interstitial  inflammation  was  also 
present.  Electron  microscopy  was  not  done.  Im- 
munofluorescent  studies  demonstrated  fibrinogen 
in  the  glomerular  crescents,  and  linear  depositions 
of  IgG,  IgM,  and  complement  in  their  capillary 
walls. 


Comments 


Acute  diffuse  glomerulonephritis  has  been  asso- 
I ciated  with  infectious  agents  other  than  beta  he- 
I molytic  streptococci.  According  to  Anderson  and 
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Jones,1  one-third  of  acute  diffuse  glomerulone- 
phritis cases  are  not  poststreptococcal  in  origin. 
Glomerulonephritis  was  described  in  0.7  per  cent 
of  1,004  patients  with  pneumococcal  pneumonia.2 
Diffuse  glomerulonephritis  is  often  associated  with 
infective  endocarditis,  especially  that  caused  by 
Streptococcus  viridans.  The  incidence  has  ranged 
from  17  per  cent  as  reported  by  Heptinstall,3  to  81 
per  cent  as  reported  by  Christian.4  It  has  also  been 
associated  with  a spectrum  of  viruses  including 
those  of  influenza,  Coxsackie,  enterocytopathogen- 
ic  human  orphan  virus,  mumps,  measles,  and  hep- 
atitis types.5-1  Since  1948,  6 cases  of  staphylococ- 
cal endocarditis  and  diffuse  glomerulonephritis 
have  been  reported.8”11  In  each  of  these  cases  the 
organism  was  a coagulase-positive  staphylococcus. 
An  additional  11  cases  of  poststaphylococcal  glo- 
merulonephritis without  endocarditis  have  been 
recorded  in  association  with  infected  ventriculoa- 
trial shunts.12”14  In  10  of  these  cases  the  organism 
was  a coagulase-negative  staphylococcus,  (S. 


albus),  and  in  1 case  the  organism  was  a coagulase- 
positive  staphylococcus,  (S.  aureus). 

Drug  addicts  are  susceptible  to  a wide  variety  of 
infections  induced  by  parenteral  administration  of 
addictive  agents  and  contaminants.  Four  of  the  6 
patients  reported  with  poststaphylococcal  glomer- 
ulonephritis and  endocarditis  have  been  drug  ad- 
dicts. Staphylococcal  skin  growth,  needle  contami- 
nation of  the  blood  stream,  and  colonization  of 
heart  valves  represent  a newly  recognized  patho- 
genesis of  glomerulonephritis. 

By  morphologic,  microbiologic,  and  immunoflu- 
orescent  criteria,  poststaphylococcal  glomerulone- 
phritis is  closely  analogous  to  the  better-known 
poststreptococcal  type.  It  is  an  immune  complex 
glomerulonephritis  with  deposition  of  humps  of 
osmiophilic  antigen-antibody  protein  at  the  outer 
edge  of  the  glomerular  capillary  basement  mem- 
brane. This  is  apparently  the  first  clearly  evident 
self-induced  glomerulonephritis. 

Summary 

Diffuse  poststaphylococcal  glomerulonephritis 
is  a clinicopathologic  entity  in  drug  addicts,  a com- 
plication of  staphylococcal  septicemia  with  or 
without  infective  endocarditis.  Morphologically, 
the  poststaphylococcal  and  poststreptococcal 
types  of  diffuse  glomerulonephritis  appear  indis- 
tinguishable. 
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(desipramine  hydrochloride) 


HELPS  PROVIDE 
EARLY  CONTROL 
OF  DEPRESSIVE 
SYMPTOMS... 


A 

lYnxiety  is  an  invidious  symptom.  It  feeds  upon 
sickness,  gnaivs,  groivs  and  invades  every  cranny 
of  psychic  pathology  adding  intensity  to 
torment.  Anxiety  as  a symptom  secondary  to 
depression  may  he  so  dominant  that  it  obscures 
the  primary  diagnosis.  It  may  suggest  treatment 

with  tranquilizers  which  often  help.  But  as  the 
vampire  of  legend  had  to ' have  a laurel  stake 
driven  through  its  heart  to  truly  die,  so  anxiety 
secondary  to  depression  will  not  cease  to  nibble  and 
bite  until  an  antidepressant  eradicates  the 
primary  illness — and  symptomatic  anxiety  starves. 


IN  BRIEF 

Indications:  Norpramin"  (desipramine 

hydrochloride)  is  indicated  for  the  relief 
of  depressive  symptoms  Endogenous 
depressions  are  more  likely  to  be  alle- 
viated than  others 

Contraindications  Desipramine  hydro- 
chloride should  not  be  qiven  within  two 
weeks  of  treatment  with  a monoamine 
ox-dase  Inhibitor  Contraindications  in- 
clude the  acute  recovery  period  follow- 
ing myocardial  infarction  and  hypersen- 
sitivity to  the  drug  Cross  sensitivity 
with  other  dibenzazepines  is  a possi- 
bility 

Warnings:  t Extreme  caution  should  be 
used  in  patients  (a)  with  cardiovascular 
disease,  (b)  with  a history  of  urinary  re- 
tention or  qlaucoma  (c)  with  thyroid 
disease  or  those  on  thyroid  medication, 
(d)  with  a history  of  seizure  disorder  2 
This  drug  is  capable  of  blocking  the 
antihypertensive  effect  of  guanethidme 
and  similarly  acting  compounds  3 Use 
in  Pregnancy  Safe  use  durinq  pregnan- 
cy and  lactation  has  not  been  estab- 
lished 4 Use  in  Children  Norpramin" 
(desipramine  hydrochloride)  is  not  rec- 
ommended for  use  in  children  5 This 
druq  may  impair  the  mental  and/or  phy- 
sical abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery 
Therefore,  the  patient  should  be  cau- 
tioned accordingly 

Precautions:  This  drug  should  be  dis- 
pensed m the  least  possible  quantities 
to  depressed  outpatients,  since  suicide 
has  been  accomplished  with  drugs  of 
this  class.  If  possible,  dispense  in  child- 
resistant  containers  It  should  be  kept 
out  of  reach  of  children  Reduce  dos- 
age, or  alter  treatment,  if  serious  ad- 
verse effects  occur  Norpramin* 
(desipramine  hydrochloride)  therapy  in 
patients  with  manic-depressive  illness 
may  induce  a hypomanic  state  after  the 
depressive  phase  terminates  and  may 
cause  exacerbation  of  phychosis  in 
schizophrenic  patients  Use  cautiously 
with  anticholinergic  or  sympathomimetic 
drugs.  Response  to  alcoholic  beverages 
may  be  exaggerated  In  the  concurrent 
administration  of  ECT  and  antidepres- 
sant drugs  one  should  consider  the 
possibility  of  increased  risk  relative  to 
benefits  Discontinue  as  soon  as  pos- 
sible prior  to  elective  surgery  because 
of  possible  cardiovascular  effects  Hy- 
pertensive episodes  have  been  observed 
during  surgery  in  patients  on  desipra- 
mine hydrochloride  Leukocyte  and  dif- 
ferential counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  neutropenia 
Adverse  Reactions:  Cardiovascular  hy- 
potension. hypertension,  tachycardia 
palpitation,  arrhythmias,  heart  block, 
myocardial  infarction,  stroke  Psychi- 
atric confusional  states  (especially  in 
the  elderly),  hallucinations,  disorienta- 
tion. delusions;  anxiety,  agitation;  in- 
somnia and  nightmares;  hypomania;  ex- 
acerbation of  phychosis  Neurological 
paresthesias  of  extremities;  incoordina- 
tion. ataxia,  tremors,  peripheral  neuro- 
pathy; extrapyramidal  symptoms;  sei- 
zures; alteration  in  EEG  patterns;  tinni- 
tus. Anticholinergic:  dry  mouth,  and 
rarely  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommo- 
dation. mydriasis;  constipation,  paraly- 
tic ileus;  urinary  retention,  delayed  mic- 
turition. hypotonic  bladder.  Allergic 
skin  rash,  petechiae.  urticaria,  itching, 
photosensitization,  edema  (of  face  and 
tongue  or  general),  drug  fever.  Hema- 
tologic: agranulocytosis,  eosinophilia. 
purpura,  thrombocytopenia  Gastrointes- 
tinal: anorexia,  nausea  and  vomiting, 
epigastric  distress,  peculiar  taste,  ab- 
dominal cramps,  diarrhea,  stomatitis, 
black  tongue.  Endocrine:  gynecomastia; 
breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libi- 
do. impotence,  testicular  swelling;  ele- 
vation or  depression  of  blood  sugar 
levels.  Other:  jaundice  (simulating  ob- 
structive). altered  liver  function;  weight 
gain  or  loss;  perspiration,  flushing;  uri- 
nary frequency,  nocturia;  parotid  swell- 
ing; drowsiness,  dizziness,  weakness 
and  fatigue,  headache;  alopecia  With- 
drawal Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  after  pro- 
longed therapy  may  produce  nausea 
headache  and  malaise 
Dosage  and  Administration:  The  usual 
adult  dose:  50  mg.  three  times  daily;  in- 
crease if  necessary  after  7 to  10  days  to 
maximum  of  200  mg  daily  Dosages 
above  200  mg.  per  day  are  not  recom- 
mended. Maintenance:  At  a lower  dose 
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Massive  edema  of  the  ovary  is  a rare  but  distinc- 
tive cause  of  ovarian  enlargement,  only  5 cases 
having  been  reported.1,2  The  ovary  is  enlarged, 
white,  and  wet,  and  the  probable  pathogenesis  is 
partial  torsion  of  the  mesovarium.  If  this  is  sus- 
pected clinically,  such  ovaries  might  be  preserved. 

Case  report 

A twenty-year-old  para  1-0-0-1  white  female  was 
seen  in  clinic  over  a six-month  period  because  of 
recurrent  lower  abdominal  pain.  The  pain  was 
colicky,  with  radiation  to  the  right  thigh  and  flank 
and  to  the  right  shoulder.  An  intravenous  pyelo- 
gram  for  renal  stones  disclosed  negative  findings. 
The  right  ovary  was  enlarged  on  palpation  to 
about  5 cm.  and  felt  cystic  and  nontender.  Men- 
ses were  regular  until  one  month  prior  to  admis- 
sion when  vaginal  bleeding  persisted  for  three 


weeks.  The  presence  of  pain  and  vaginal  bleeding 
prompted  her  admission  to  the  hospital  with  the 
diagnosis  of  suspected  ectopic  pregnancy.  On  ad- 
mission, a tender  right-adnexal  mass  was  palpated. 
At  surgery,  the  right  ovary  measured  about  5 by  5 
by  2 cm.,  was  pale  tan,  and  felt  elastic.  The  cut 
surface  was  homogeneous:  the  left  ovary,  uterus, 
and  both  tubes  appeared  normal.  A right  oophor- 
ectomy was  performed. 

Pathologic  examination 

The  formalin-fixed  ovary  measured  5 by  3 by  3 
cm.;  the  surface  was  smooth  and  pale,  and  multi- 
ple subcortical  cysts  were  seen.  The  cut  surface 
was  smooth,  glistening,  and  elastic.  Microscopi- 
cally, there  was  diffuse  edema  and  lymphangiec- 
tasia with  scattered  collections  of  lymphocytes 
(Fig.  1).  Cortical  structures  were  preserved,  and 
numerous  ova  and  developing  follicles  were  pres- 
ent. Lutein  cells  were  not  seen  in  the  stroma. 

Comment 

Massive  ovarian  edema  may  present  clinically 
an  acute  abdominal  syndrome,  as  in  this  case,  or 
with  virilization  and  stromal  luteinization.1,2 
While  the  pathogenesis  of  the  latter  remains  con- 
troversial and  must  be  distinguished  pathological- 
ly from  Stein-Leventhal  ovaries  and  hyperthe- 
cosis,3  Kalstone,  -Jaffe,  and  Abell1  clearly  implicat- 
ed partial  torsion  or  kinking  of  the  mesovarium, 
insufficient  to  cause  infarction,  as  the  mechanism 
of  venous  and  lymphatic  obstruction  in  the  former 
situation.  While  torsion  was  not  observed  in  this 
case,  the  recurrent  severe  colicky  pain  strongly 
suggests  its  presence.  Important  negative  find- 
ings were  the  absence  of  pelvic  inflammation,  ve- 
nous thrombosis,  and  lymphadenopathy. 

The  incidence  of  edematous  enlargement  of  the 
ovary  is  not  known.  The  5 reported  cases  were 


FIGURE  1.  (A)  Stroma  is  edematous  beneath  preserved  cortex.  Lymphatics  markedly  dilated.  (B)  Edematous  stroma 

with  dilated  lymphatics  and  scattered  lymphocytes.  Stromal  lutein  cells  not  seen.  (Hematoxylin  and  Eosin  Stain). 
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mistaken  for  a solid  neoplasm  at  laparotomy  be- 
cause of  their  large  size,  8 to  15  cm.  in  greatest  di- 
mensions. All  occurred  in  young  women  of  child- 
bearing age.  Two  of  the  original  4 cases  of  Kal- 
stone,  Jaffe,  and  Abell1  had  been  diagnosed  patho- 
logically as  soft  fibroma.  It  is  possible  that  addi- 
tional cases,  classified  as  “degenerating”  fibrothe- 
coma,  fibroma,  or  chronic  inflammation  of  ovary, 
might  be  found.  The  microscopic  diagnosis  is  es- 
tablished by  the  absence  of  neoplastic  elements, 
edema  with  marked  lymphangiectasia,  and  the  ab- 
sence of  plasma  cells  in  the  exudate. 

There  would  be  little  point  in  emphasizing  the 
recognition  of  this  entity  except  for  its  potential 
reversibility.  Kalstone,  Jaffe,  and  Abell1  suggest- 
ed that  such  ovaries  might  be  preserved  in  the 
nonvirilized  cases  by  securing  them  surgically  to 
prevent  torsion  and  to  allow  the  edema  to  regress. 
If  regression  fails  to  occur,  they  felt  the  ovary  can 
be  removed  at  a subsequent  operation.  The  valid- 
ity of  this  treatment  has  not  been  established  and 
might  be  criticized  as  adventuresome  when  dealing 
with  alarmingly  enlarged  ovaries  such  as  have  pre- 
viously been  reported.  However,  slightly  enlarged 
ovaries,  as  in  this  case,  might  well  be  preserved 
with  little  risk. 

Frozen  section  of  a deep-wedge  biopsy  should  be 
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performed  to  confirm  the  diagnosis  and  to  rule  out 
neoplasm. 

Summary 

A case  of  edematous  enlargement  of  the  ovary  in 
a young  woman  was  presented  and  its  probable 
mechanism  discussed.  It  demonstrates  that  mild 
degrees  of  edematous  enlargement  exist,  and,  if 
recognized,  might  be  amenable  to  conservative 
therapy.  The  necessity  of  recognizing  this  entity 
was  emphasized  because  of  its  potential  reversibil- 
ity. Diagnosis  is  easily  established  by  the  distinc- 
tive gross  appearance  and  by  frozen  section. 

Department  of  Pathology 
Morrisania  City  Hospital 
Gerard  Avenue  and  168th  Street 
The  Bronx,  New  York  10452 
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Nonspecific  colitis  following 
oral  lincomycin  therapy 

Three  cases  are  presented  of  severe  diarrhea,  abdomi- 
nal pain,  and  low-grade  fever  following  oral  lincomycin 
or  clindamycin  therapy.  In  all  3 patients,  radiographic 
changes  revealed  ulceration  and  hvperemic  mucosa  in- 
volving the  colon,  rectum,  rectosigmoid,  or  cecum.  In  2 
oatients  the  x-ray  changes  were  confined  to  the  right 
tnd  transverse  colon.  All  patients  responded  to  conser- 
vative measures.  The  paper  is  presented  as  a reminder 
o keep  this  diagnosis  in  mind  when  a patient  presents 


with  obscure  diarrhea  after  being  treated  orally  with  lin- 
comycin or  clindamycin.  Ic  must  be  distinguished  from 
ulcerative  colitis,  amebic  colitis,  granulomatous  colitis, 
vascular  colitis,  actinomycosis,  schistosomiasis,  and  so 
forth.  The  sigmoidoscopic  picture  may  sometimes  be 
differentiated  from  ulcerative  colitis  by  these  features: 
(1)  absence  of  bleeding  or  friability  of  the  mucosa;  (2) 
absence  of  purulent  exudate;  (3)  presence  of  multiple 
well-circumscribed  ulcerations;  and  (4)  presence  of  a 
mucosal  urticarial  eruption.  (Manashil,  G.  B.,  and 
Kern,  J.  A.:  Nonspecific  colitis  following  oral  lincomy- 
cin therapy,  Am.  J.  Gastroenterol.  60:  394  [Oct.]  1973). 
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Hydatid  cysts  of  the  liver  commonly  produce 
pressure  erosion  of  the  biliary  channels  without 
rupture.  No  untoward  reaction  results  unless  the 
erosion  is:  (1)  associated  with  significant  obstruc- 
tion to  the  biliary  flow  by  compression  resulting  in 
clinical  jaundice,  or  (2)  associated  with  infection 
resulting  in  either  abscess  formation  or  ascending 
cholangitis. 

Rupture  of  a hydatid  cyst  of  the  liver  into  the 
biliary  system  with  resultant  obstruction  of  the 
biliary  drainage  by  retained  membranes  may  pro- 
duce serious  complications.  The  treatment  in 
such  a situation  is  different  from  that  required 
when  the  hydatid  cysts  are  intact. 

Case  reports 

Case  1.  A twenty-four-year-old  Italian  male 
was  admitted  for  the  first  time  to  Memorial  Hospi- 
tal on  November  7,  1969.  He  was  born  in  Amalfi, 
Italy,  where  he  lived  for  fourteen  years  before  emi- 
grating to  the  United  States.  In  1958,  a routine 
chest  x-ray  film  showed  a spherical  mass  in  the 
right  lung.  He  underwent  a right  thoracotomy, 
and  a solitary  hydatid  cyst  was  removed  from  the 
right  lower  lobe  by  wedge  excision.  He  was  well 
for  the  following  ten  years.  In  August,  1969,  he 
was  hospitalized  because  of  progressive  obstruc- 
tive jaundice,  and  at  surgical  exploration  of  the 
abdomen  the  liver  was  found  to  be  two  and  one- 
hall  times  its  normal  size.  The  common  duct  was 


markedly  dilated  to  approximately  five  times  its 
normal  size.  Contrast  material  was  injected  into 
the  common  duct,  and  an  operative  cholangiogram 
was  obtained  which  showed  obstruction  of  the 
common  duct  by  multiple  spherical  masses.  The 
common  duct  was  opened,  and,  literally,  thou- 
sands of  hydatid  cysts  were  extracted.  A T-tube 
was  left  in  place  and  the  operation  terminated. 
Two  months  later  he  was  readmitted  acutely  ill, 
emaciated,  and  septic.  He  had  enormous  swelling 
and  tenderness  in  the  right  upper  abdominal 
quadrant.  He  was  re-explored  on  October  9,  1969, 
and  a large  subhepatic  abscess  containing  foul- 
smelling pus  was  found  and  drained.  All  tissues 
in  the  vicinity  of  the  abscess,  including  the  anteri- 
or abdominal  wall,  were  markedly  edematous  and 
inflamed.  The  common  duct  could  not  be  visual- 
ized. Two  weeks  later  he  developed  an  abscess  in 
the  left  lower  abdominal  quadrant.  This  too  was 
incised  and  drained.  His  wounds  healed  but  he 
remained  toxic  and  feverish.  There  was  a small, 
persistent,  cutaneous  fistula  in  the  right  upper 
quadrant  of  the  abdomen  that  periodically  and 
spontaneously  expelled  small  hydatid  cysts.  At 
this  stage,  the  patient  was  referred  to  Memorial 
Hospital  for  possible  hepatic  resection. 

Physical  examination  revealed  an  acutely  ill, 
thin,  feverish,  young  male  in  great  distress.  There 
was  no  evidence  of  jaundice.  The  head  and  neck 
examination  result  was  negative.  There  was  no 
palpable  lymphadenopathy.  Both  lungs  were 
clear.  There  was  a well-healed  right  thoracotomy 
scar.  Heart  sounds  were  regular  and  rhythmic.  | 
Examination  of  the  abdomen  revealed  two  recent- 
ly healed  operative  scars:  a right  subcostal  scar 

with  a small  cutaneous  fistula  at  its  center,  and  a 
well-healed  left  lower  paramedian  scar.  The  liver 
was  enlarged  to  approximately  3 inches  below  the 
right  costal  margin.  There  was  mild  tenderness  in 
the  epigastrium  and  at  the  right  costal  margin. 
The  spleen  was  not  palpable.  Genitalia  were  nor- 
mal.  Rectal  examination  finding  was  negative, 
and  the  lower  extremities  were  essentially  normal.  ; 

Hemoglobin  was  12.9  Gm.  per  100  ml.,  hemato- 
crit 42,  white  blood  cell  count  29,600  with  a shift  to 
the  left,  and  platelets  473,000  per  cubic  millimeter. 
Urinalysis  gave  negative  results.  Liver  function 
test  results  were  as  follows:  total  bilirubin  3 mg. 
per  100  ml.,  total  proteins  5.7  Gm.  per  100  ml., 
serum  albumin  2.5  Gm.  per  100  ml.,  alkaline  phos- 
phatase 330  units,  LDH  (lactic  dehydrogenase) 
180  units,  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  104  units,  5'  nucleotidase  42.4  units, 
and  prothrombin  time  22.2  seconds.  Culture  of 
the  draining  sinus  revealed  Enterobacteriaceae- 
Escherichia  group  of  organisms.  The  chest  x-ray 
findings  were  normal.  Liver  scan  showed  a large 
space-occupying  lesion  in  the  left  hepatic  lobe 
(Fig.  1A). 

The  abdominal  sinus  tract  was  probed  and 
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FIGURE  1..  Case  1.  Liver  photoscan  in  anteroposterior 
view.  (A)  Preoperative  showing  hepatomegaly.  Most  of 
left  hepatic  lobe  replaced  by  cold  space-occupying  lesion. 
(B)  Postoperative  showing  much  smaller  liver  and  smaller 
cold  space  in  left  lobe. 


: 


el 

:.( 

: 


about  300  cc.  of  yellowish-green  fluid  drained, 
without  amelioration  of  the  pain.  Because  of  per- 
sistent sepsis,  it  was  decided  to  re-explore  the  pa- 
tient. On  November  13,  1969,  under  general  anes- 
thesia, a left  subcostal  incision  was  made.  On  vi- 
sualization, the  left  lobe  of  the  liver  was  found  to 
contain  a large  cystic  mass.  The  inferior  surface 
of  the  liver  was  incised  over  the  mass,  and  a large 
multilocular  hydatid  cyst  containing  innumerable 
daughter  cysts  was  evacuated.  The  cyst  davity 
was  estimated  to  hold  1 L.  of  fluid  (Fig.  2).  After 
adequate  irrigation  of  the  cyst’s  cavity  and  remov- 
al of  all  cyst  membranes,  the  hepatic  incision  was 
closed  with  continuous  heavy  chromic  suture,  and 
:hen  sterile  saline  solution  was  instilled  into  the 


FIGURE  2.  Case  1.  (A)  Hydatid  daughter  cysts  removed 
at  operation.  (B)  Operative  view  of  inferior  surface  of  left 
lobe  of  liver  demonstrating  extent  of  incision  over  cyst 
cavity. 


cyst  cavity.  The  abdominal  incision  was  then 
closed,  in  layers,  in  the  usual  fashion.  A separate 
incision  was  made  in  the  right  subcostal  area  fol- 
lowing the  cutaneous  sinus  tract.  After  tedious 
dissection  of  all  adhesions,  the  entire  right  hepatic 
lobe  was  visualized  and  found  to  be  free  of  hydatid 
cysts.  To  confirm  this  impression,  several  diag- 
nostic punctures  of  the  liver  substance  were  done. 
The  cutaneous  tract  led  to  a large  fistula  measur- 
ing approximately  3 cm.  in  the  second  part  of  the 
duodenum.  This  was  closed  over  a Pezzer  drain 
using  interrupted  silk.  A cholecystostomy  was 
then  performed,  and  free  communication  with  the 
biliary  tree  w'as  noted.  A cholecystostomy  tube 
was  left  in  place.  It  was  also  decided  to  insert  a 
feeding  jejunostomy  and  a gastrostomy  tube  to  re- 
duce gastric,  pancreatic,  and  biliary  stimulation 
during  the  postoperative  course.  A sump  drain 
was  left  in  the  region  of  the  common  duct.  Pen- 
rose drains  were  also  left  in  the  region  of  the  left 
hepatic  lobe  and  in  the  pelvis.  The  abdominal 
incision  was  then  closed,  in  layers,  in  the  usual 
fashion. 

The  postoperative  course  was  slow  but  unevent- 


November  1974/New  York  State  Journal  of  Medicine  2249 


ful.  The  duodenostomy  tube  was  removed  three 
weeks  after  the  operation,  and  the  biliary  fistula 
was  healed  completely  in  approximately  four  post- 
operative weeks.  Meanwhile,  the  patient  was 
being  fed  via  the  jejunostomy  tube.  An  upper  gas- 
trointestinal (G.I.)  series  revealed  no  obstruction 
to  the  upper  gastrointestinal  tract  and  no  evidence 
of  fistulization.  A tube  cholangiography  via  the 
cholecystostomy  tube,  prior  to  its  removal,  re- 
vealed a dilated  common  duct  with  free  communi- 
cation of  the  biliary  tree  with  the  evacuated  cyst 
cavity  in  the  left  hepatic  lobe.  By  the  time  the  pa- 
tient was  discharged  on  December  24,  1969,  all 
tubes  had  been  removed.  The  patient  was  eating 
a normal  diet  and  had  gained  20  pounds  (weight 
preoperative,  113  pounds;  immediately  postopera- 
tive, 90  pounds;  on  discharge,  110  pounds).  Liver- 
function  test  findings  had  improved.  Total  biliru- 
bin w-as  0.60  mg.  per  100  ml.,  total  proteins  7.4 
Gm.  per  100  ml.,  serum  albumin  4.4  Gm.  per  100 
ml.,  alkaline  phosphatase  125  units,  LDH  110 
units,  SGOT  88  units,  5'  nucleotidase  23.7  units, 
and  prothrombin  time  15.4  seconds.  A repeat 
liver  scan  just  prior  to  discharge  showed  marked 
reduction  in  the  size  of  the  cold  area  in  the  left  he- 
patic lobe  (Fig.  IB). 

This  patient  has  remained  well.  His  weight  is 
now  stable  at  155  pounds,  and  liver  scans  on  Janu- 
ary 6,  1971,  and  February  21,  1973,  showed  no  re- 
sidual mass  effect. 

Case  2.  A fourteen-year-old  Italian  boy  was  ad- 
mitted to  Memorial  Hospital  for  the  first  time  on 
March  14,  1971.  He  was  born  in  the  vicinity  of 
Rome,  Italy,  and  lived  in  that  region  for  approxi- 
mately five  years  before  being  brought  to  the  Unit- 
ed States  where  he  has  lived  since.  In  1966  he  had 
developed  obstructive  jaundice  with  right  upper- 
quadrant  pain.  At  that  time,  an  eosinophil  count 
of  60  per  cent  was  noted,  and  the  possibility  of  hy- 
datid disease  of  the  liver  was  entertained.  A Ca- 
soni  skin  test  was  positive.  He  had  been  treated 
conservatively  and  discharged.  Since  then,  he  had 
repeated  episodes  of  right  upper-quadrant  discom- 
fort but  no  jaundice.  In  1968  he  had  recurrent  se- 
vere upper-quadrant  pain.  A liver  scan  showed  a 
mass  in  the  right  hepatic  lobe,  consistent  with  a 
hydatid  cyst.  Again,  no  surgical  therapy  was  ad- 
vised and  the  patient  was  sent  home.  Persistence 
of  upper-quadrant  discomfort  prompted  him  to 
seek  further  advice. 

Physical  examination  on  admission  revealed  an 
alert,  asthenic,  healthy  looking  adolescent  in  no 
acute  distress.  Blood  pressure  was  120/70  mm. 
Hg,  temperature  98.2°F.,  respirations  18  per  min- 
ute, and  pulse  64  per  minute.  Head  and  neck  ex- 
amination was  unremarkable.  There  was  no  pal- 
pable lymphadenopathy.  Both  lungs  were  clear 
and  resonant.  Heart  sounds  were  regular  and 
rhythmic.  The  abdomen  was  soft  with  no  palpa- 
ble organs  or  masses,  and  no  tenderness.  External 


FIGURE  3.  Right  lateral  view  of  liver  photoscan  preoper- 
atively  in  Case  2.  Large  cold  space-occupying  lesion 
seen  in  posterior  aspect  of  right  hepatic  lobe. 


genitalia  were  normal.  Rectal  examination  was 
unremarkable.  The  lower  extremities  had  good 
pulses,  and  there  was  no  ankle  edema. 

Blood  hemoglobin  was  15.2  Gm.  per  100  ml., 
hematocrit  44.5,  white  blood  cell  count  7,400  with 
50  per  cent  polymorphonuclear  leukocytes,  15  per 
cent  eosinophils,  7 per  cent  monocytes,  and  23  per 
cent  lymphocytes.  The  platelet  count  was 
306,000.  Urinalysis  was  negative.  Blood  urea  ni- 
trogen was  10  mg.,  uric  acid  4.8  mg.,  serum  calcium 
10.8  mg.,  with  an  inorganic  phosphorus  of  4 mg. 
per  100  ml.  Total  proteins  were  7.6  Gm.  per  100 
ml.  with  a serum  albumin  of  4.3.  Total  bilirubin 
was  0.48  mg.  per  100  ml.,  alkaline  phosphatase  190 
units,  LDH  125  units,  SGOT  33  units,  prothrom- 
bin time  13.9  seconds,  and  5'  nucleotidase  8 units. 
Fasting  blood  sugar  was  87  mg.  per  100  ml. 
Serum  electrolytes  were  normal.  Blood  serology 
finding  was  negative.  The  electrocardiogram  and 
chest  x-ray  film  findings  were  normal.  A liver 
scan  showed  a large  defect  in  the  posterolateral 
portion  of  the  right  lobe,  hepatosplenomegaly,  and 
increased  uptake  in  the  spleen  (Fig.  3).  Percuta- 
neous transfemoral  selective  celiac  and  superior 
mesenteric  arteriograms,  and  an  inferior  vena  cav- 
agram,  showed  one  large  cystic  lesion  in  the  right 
lobe  of  the  liver  compatible  with  the  diagnosis  of 
hydatid  disease  (Fig.  4A).  The  intravenous  chol- 
angiogram  showed  a small  calcified  calculus  in  the 
gallbladder.  The  common  hepatic  duct  was  sig- 
nificantly dilated  and  measured  17  mm.  in  diame- 
ter at  its  widest  point  (Fig.  4B).  The  cystic  duct 
was  normal.  The  upper  gastrointestinal  series 
were  normal. 
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FIGURE  4.  Case  2.  (A)  In  hepatogram  phase  of  selec- 
tive celiac  arteriogram  there  is  sharply  demarcated  lucent 
defect  in  right  hepatic  lobe.  Surrounding  hepatic  paren- 
chyma compressed  but  no  tumor  staining  or  abnormal 
vasculature  is  apparent.  (B)  Intravenous  cholangiogram. 
No  clearly  demarcated  area  of  obstruction  is  present. 


j 

j The  patient  was  operated  on  March  18,  1971. 
t Through  a subcostal  incision,  the  right  upper 
i quadrant  of  the  abdomen  was  explored.  A' large 
I hydatid  cyst  was  found  in  the  posterolateral  por- 
tion of  the  right  hepatic  lobe.  This  portion  of  the 
lobe  was  adherent  to  the  lateral  abdominal  wall. 
The  right  lobe  of  the  liver  was  mobilized  and, 
[through  the  under  surface  of  the  liver,  an  incision 


FIGURE  5.  Multiple  daughter  cysts  and  cyst  membranes 
removed  from  Case  2. 


was  made  into  the  cyst  cavity  following  the  instil- 
lation of  30  cc.  of  formalin  into  the  cyst.  A large 
number  of  daughter  cysts,  as  well  as  retained 
membranes  of  the  primary  cyst,  were  extracted 
(Fig.  5).  The  cyst  cavity  was  thoroughly  irrigated, 
cleansed  of  all  debris,  and  closed  per  primum.  No 
other  cysts  were  palpable  in  the  abdomen  or  else- 
where in  the  liver.  The  common  hepatic  duct  was 
markedly  dilated.  A choledochotomy  was  carried 
out  and  cyst  membranes  were  extracted  from  the 
common  hepatic  duct  (Fig.  6A).  An  intraopera- 
tive cholangiogram  showed  no  residual  cyst  mem- 
branes in  the  biliary  system  (Fig.  6B).  A T-tube 
was  placed  in  the  common  hepatic  duct.  Chole- 
cystectomy was  done  because  of  the  small  calculus 
in  the  gallbladder.  The  postoperative  course  was 
uneventful.  Repeat  T-tube  cholangiogram  prior 
to  discharge  from  the  hospital  showed  marked  re- 
duction in  the  size  of  the  cyst  cavity  with  a residu- 
al small  communication  with  the  biliary  system. 

Approximately  two  months  postoperatively,  the 
patient  developed  obstructive  jaundice  with  a total 
serum  bilirubin  of  6.4  Gm.  per  100  ml.  and  an  ele- 
vated alkaline  phosphatase  to  56  Bodansky  units. 
He  was  hospitalized  elsewhere  and  re-explored. 
The  common  duct  was  found  to  be  completely 
scarred.  There  were  no  residual  hydatid  cysts.  A 
Roux-en-Y  hepatojejunostomy  reconstruction  of 
the  biliary  collecting  system  was  performed.  He 
has  done  well  since  then,  and  remains  free  of  dis- 
ease two  years  later. 

Comment 

The  liver  is  the  organ  most  commonly  infected 
with  echinococcal  disease.1  A hydatid  cyst  may  be 
located  in  any  part  of  the  liver  and  tends  to  grow 
peripherally  in  the  path  of  least  resistence.2’3  As 
it  develops  into  a space-occupying  mass,  the  cyst 
compresses  the  structures  in  its  vicinity,  and  may 
erode  capillaries  or  biliary  ducts.4  It  may  rupture 
into  the  biliary  system  and,  as  a rule,  although  the 
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FIGURE  6.  Case  2.  (A)  Operative  view  of  inferior  sur- 

face of  liver  and  dilated  common  duct.  Common  duct  in- 
cised between  2 black  guy  sutures.  Hydatid  cyst  mem- 
brane shown  being  removed  with  ring  forceps.  (B)  Intra- 
operative cholangiogram.  Large  cavity  in  right  lobe  of 
liver  seen  communicating  with  biliary  system.  Common 
duct  dilated  but  cystic  duct  normal.  Contrast  material 
seen  in  small  bowel  denoting  absence  of  obstruction  to  bil- 
iary drainage. 

liquid  is  expelled,  the  membranes  are  retained. 
At  this  time  one  of  two  developments  may  occur: 
the  leak  may  seal  off,  the  cyst  survive,  and  daugh- 
ter cysts  develop  in  t he  space  occupied  by  the  orig- 
inal cyst,  or,  infection  may  set  in,  t he  parasite  die, 
and  an  abscess  form  with  retained  membranes  act- 
ing as  a sequestrum. 

The  fluid  in  an  intact  hydatid  cyst  is  highly  in- 
fective. If  spilled  at  operation  or  by  spontaneous 
rupture,  it  may  cause  a wide  range  of  anaphylac- 


toid reactions.  In  addition,  spilled  viable  ele- 
ments, the  scolices,  are  capable  of  implanting 
themselves  in  adjacent  tissues  and  serosal  surfac- 
es, and  developing  into  secondary  cysts.  In  con- 
trast, hydatid  fluid  spilled  into  the  tracheobron- 
chial tree  or  the  alimentary  tract  does  not  cause 
dissemination  of  the  parasite.  The  reason  for  this 
is  not  known. 

Surgical  removal  of  the  hydatid  cyst  is  the  only 
treatment  at  the  present  time.  This  is  a potential- 
ly curable  disease  provided  one  adheres  to  a few 
basic  principles.  In  the  management  of  the  intact 
cyst  of  the  liver,  three  things  must  be  remembered: 
the  cyst  and  its  membranes  must  be  removed;  the 
wound  and  adjacent  peritoneal  cavity  must  not  be 
contaminated  with  the  hydatid  fluid;  and  some 
provision  must  be  made  to  deal  with  the  residual 
cavity  in  the  liver.  Numerous  agents  may  be  in- 
stilled into  the  cyst  prior  to  its  removal  to  kill  the 
viable  elements  in  the  cyst.  Five  to  10  per  cent 
formalin  and  absolute  alcohol  are  the  most  com- 
monly used  agents.  Resection  of  hepatic  tissue  is 
not  necessary. 

The  operative  steps  in  the  treatment  of  hydatid 
cyst  of  the  liver  are: 

1.  Expose  the  surface  of  the  liver  with  the  cyst,  and 
isolate  that  surface  from  the  rest  of  the  peritoneal  cavity 
with  abdominal  lap  pads. 

2.  Needle  aspirate  some  of  the  cyst  fluid  and  check  its 
color  and  appearance.  The  liquid  in  an  intact  hydatid 
cyst  is  clear  and  colorless.  A yellowish  tinge  implies  bil- 
iary communication.  Insufficient  aspirate  suggests  the 
presence  of  multiple  daughter  cysts  or  a ruptured  cyst. 
A turbid  purulent  aspirate  denotes  an  infected  and 
hence  a nonviable  cyst. 

3.  Instill  20  to  30  cc.  of  formalin  or  absolute  alcohol  if 
the  cyst  is,  or  is  suspected  to  be,  viable  and  wait  three  to 
five  minutes. 

4.  Incise  the  cyst  and  evacuate  its  contents.  A ring 
forceps  and  an  ordinary  kitchen  spoon  are  very  handy 
instruments  to  help  remove  daughter  cysts  and  cyst 
membranes  (Fig.  7). 

5.  Visualize  and  inspect  the  inside  of  the  cavity  left  in 
the  liver  for  retained  membranes.  A ring  forceps  with  a 
gauze  sponge  may  be  carefully  rubbed  along  the  entire 
inner  surface  of  the  cavity  to  ascertain  that  no  small 
fragments  are  left  behind. 

6.  In  the  absence  of  infection,  close  the  incision  into 
the  cavity  and  instill  saline  into  it.  The  saline  is  ab- 
sorbed as  the  cavity  gets  smaller  and  hepatic  paren- 
chyma expands  to  obliterate  the  space. 

7.  Finally,  in  a case  of  an  infected  cyst,  provide  ade- 
quate drainage  similar  to  a liver  abscess  of  other  cause. 

To  cure  a patient  whose  cyst  has  ruptured  into 
the  biliary  system,  decompression  of  the  common 
duct  must  be  associated  with  evacuation  of  the 
cyst  content  and  its  membranes  (Fig.  8). 

In  Case  1,  adequate  decompression  of  the  biliary 
system  was  effected  by  exploring  the  common  duct 
and  providing  a T-tube  drainage  of  the  common 
duct.  However,  the  main  cyst  cavity  in  the  left 
lobe  of  the  liver  was  not  evacuated.  This  caused 
retention  of  t he  original  cyst  membranes  and  a sig- 
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FIGURE  7.  Operative  view  of  inferior  surface  of  liver  with  hydatid  cyst  in  process  of  removal.  (A)  Intact  daughter  cyst 
held  by  ring  forceps.  (B)  Use  of  tablespoon  in  extracting  daughter  cysts  is  demonstrated. 


nificant  number  of  daughter  cysts  to  perpetrate 
infection  and  biliary  obstruction. 

In  Case  2,  accurate  preoperative  diagnosis  of  hy- 
datid cyst  of  liver  was  made,  but  no  treatment  was 
recommended.  The  patient  had  periods  of  regres- 
sion due  to  partial,  spontaneous  expulsion  of 
daughter  cysts.  Fragments  of  membranes  proba- 
bly entered  the  gallbladder  and  remained  there, 
acting  as  a nidus  for  stone  formation.  This  appar- 
ently was  so,  since  cyst  membranes  were  found  ob- 
structing the  common  duct  which  had  partially 
scarred  down  by  the  repeated  episodes  of  ascend- 
ing cholangitis.  Whether  the  eventual  total  scar- 
ring and  the  obstruction  of  the  common  duct  in 
Case  2 are  due  to  the  repeated  insults  of  ascending 
cholangitis  and  the  added  surgical  trauma  to  the 
I common  duct  is  not  clear.  Communication  be- 
tween the  cyst  cavity  and  the  biliary  system  was 
present.  Formalin  as  scolicide  was  instilled  into 
the  cyst  cavity  prior  to  its  evacuation.  Whether 
this  agent  caused  a violent  inflammatory  reaction 
in  the  lining  of  the  common  duct,  with  its  resul- 
tant scarring,  is  difficult  to  ascertain.  We  could 
find  no  evidence  in  the  literature  to  substantiate 
such  a side-effect  from  instillation  of  scolicides. 

Summary 

Rupture  of  a hydatid  cyst  of  the  liver  into  the 
biliary  system  may  result  in  obstruction  of  the  bil- 
iary drainage  by  the  retained  membranes  and  may 
oroduce  serious  complications.  The  surgical 
reatment  in  such  a situation  is  different  from  that 
squired  for  intact  hydatid  cysts.  Two  case  re- 


FIGURE  8.  Diagrammatic  representation  of  hepatic  cyst 
communicating  with  biliary  system.  Two  maneuvers  re- 
quired for  complete  drainage  and  evacuation  are  shown. 


ports  are  presented  to  illustrate  this  difference. 

Memorial  Hospital  Center 
1275  York  Avenue 
New  York  City  10021 
(DR.  MARTINI) 
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Penetrating  traumatic  injury  to  the  extrahepatic  bil- 
iary system  is  relatively  rare,  although  several  reports 
have  been  published  on  its  occurrence  with  high-speed 
sutomobile  accidents.1-6  The  following  case  is  present- 
ed to  illustrate  the  potential  of  associated  injuries  and 
problems  in  postoperative  management. 

Case  report 

A forty-eight-year-old  black  male  was  admitted  to 
Bellevue  Hospital  on  November  9,  1973,  after  sustaining 
a stab  wound  to  the  right  upper  quadrant  with  a weapon 
of  unknown  size.  Past  medical  history  included  chole- 
cystectomy for  symptomatic  gallstones  and  antrectomy 
and  vagotomy  with  Billroth  II  gastrojejunostomy  for  du- 
odenal ulcer  disease. 

On  admission,  the  blood  pressure  was  70  mm.  Hg  sys- 
tolic, heart  rate  was  68,  and  respirations  were  24  per 
minute;  hematocrit  was  35.  Serum  electrolytes  and 
amylase  were  normal.  The  patient  was  brought  to  the 
operating  room  thirty  minutes  after  admission  following 
the  initial  resuscitation. 

The  abdomen  was  explored  through  a midline  inci- 
sion. Dense  adhesions  in  the  right  upper  quadrant  from 
previous  surgery  hindered  the  dissection.  A through- 
and -through  jagged  laceration  with  extensive  surround- 
ing hematoma  of  the  hepatic  flexure  was  present,  with 
significant  fecal  contamination.  The  terminal  ileum, 
ascending  colon,  and  right  transverse  colon  were  resect- 
ed and  iliotransverse  colostomy  performed. 


The  duodenal  stump  and  head  of  the  pancreas  were 
carefully  explored.  Bile  was  found  to  be  leaking  from 
behind  the  pancreas,  and  this  was  traced  to  90  per  cent 
transection  of  the  retropancreatic  common  bile  duct.  A 
laceration  of  the  most  superior  portion  of  the  head  of 
the  pancreas  was  noted.  The  duct  was  repaired  with  in- 
terrupted 5-0  silk  sutures,  and  a T tube  was  placed 
proximal  to  the  repair  through  a separate  choledochos- 
tomy  (Fig.  1).  Sump  drainage  tubes  and  Penrose  drains 
were  placed  over  the  head  of  the  pancreas  and  foramen 
of  Winslow,  but  were  not  in  contact  with  the  common 
duct  repair.  A Witzel-type  jejunostomy  was  con- 
structed with  a Foley  catheter  in  anticipation  that  pan- 
creatitis would  preclude  postoperative  oral  alimenta- 
tion. 

Peritoneal  irrigation  with  1.5  per  cent  dialysis  solu- 
tion through  the  sump  was  continued  for  four  days  post- 
operatively.  Oral  feedings  were  begun  on  the  seventh 
postoperative  day.  At  no  time  was  there  clinical  or  lab- 
oratory evidence  of  postoperative  pancreatitis.  Bile 
leakage  through  the  drain  sites  and  around  the  T tube 
began  on  the  tenth  postoperative  day  with  concomitant 
decrease  in  output  through  the  T tube.  Cholangio- 
grams  through  the  T tube  revealed  kinking  of  the  tube 
and  a possible  stricture  at  the  anastomotic  site  (Fig.  2). 
The  T tube  was  removed  on  the  twenty-fifth  postopera- 
tive day  with  no  untoward  effect.  External  biliary 
drainage  had  stopped  completely  by  the  thirtieth  post- 
operative day.  An  intravenous  cholangiogram  on  the 
thirty-seventh  postoperative  day  showed  a free  flow  of 
bile  into  the  duodenum  through  a narrowed  area  at  the 
anastomotic  site.  Liver  function  studies  were  constantly 
normal  in  the  postoperative  period,  and  the  patient  re- 
mained well  six  months  after  operation. 

Comment 

The  most  frequently  injured  organs  following  abdomi- 
nal stab  wounds  are  the  liver  and  small  intestine.711 
The  overall  rarity  of  biliary  tract  injury  is  attested  to  by 
several  large  series.  Hopson,  Sherman,  and  Sanders7 
found  biliary  tract  injuries  in  2.1  per  cent  of  297  patients 
in  a five-year  period.  No  breakdown  as  to  the  relative 
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FIGURE  1.  Operative  cholangiogram  showing  extravasa- 
tion at  site  of  insertion  of  T tube  but  no  leakage  at  anasto- 
mosis, located  at  level  of  tip  of  clamp. 


frequency  of  gallbladder  as  opposed  to  ductal  injury  was 
given.  Jordan  and  Beall8  in  a major  review  of  abdomi- 
nal trauma  noted  that  extrahepatic  bile-duct  injury  oc- 
curred in  less  than  1 per  cent  of  penetrating  abdominal 
injuries.  Moss,  Schmidt,  and  Creech9  found  no  case  of 
common-duct  injury  in  550  abdominal  stab-wound  vic- 
tims. Nance  and  Cohn10  found  no  instance  of  common- 
duct  injury  in  600  consecutive  cases.  Pridgen  et  al. 1 1 
similarly  did  not  find  a single  case  of  common-duct  inju- 
ry in  776  operative  cases  of  penetrating  abdominal  in- 
juries. 

Diethrich  and  associates2  reviewed  extrahepatic  bili- 
ary tract  injuries  seen  at  the  Ben  Taub  Hospital  over  a 
twenty-five  year  period.  Of  61  injuries,  54,  or  88  per 
cent,  involved  the  gallbladder;  12  per  cent,  or  7 patients, 
had  injuries  to  the  common  bile  duct.  Only  1 of  these 
patients  sustained  a stab  wound,  5 were  secondary  to 
gunshot  wounds,  and  1 injury  resulted  from  blunt  trau- 
ma. Haynes  et  al.3  found  2 common  bile-duct  injuries 
out  of  39  penetrating  injuries  to  the  extrahepatic  bile 
ducts  and  gallbladder  in  a seventeen-year  period.  They 
point  out  that  biliary  fistula  is  to  be  expected  after  oper- 
ative repair  and  stricture  is  a frequent  postoperative 
complication  at  the  repair  site,  particularly  in  the  pres- 
ence of  pancreatic  enzymes. 


FIGURE  2.  Postoperative  cholangiogram  showing  dis- 
placement of  T tube  within  common  duct.  Patient  had 
pulled  on  exterior  portion  of  tube  in  immediate  postopera- 
tive period. 


Possibly,  prior  operations  leading  to  fixation  of  sur- 
rounding structures  set  the  stage  for  the  unusual  injury 
in  this  report.  Stewart  and  Silen°  reached  this  conclu- 
sion when  they  reported  the  first  case  of  ruptured  com- 
mon duct  in  a patient  with  previous  surgery. 

The  bile  drainage  in  this  case  was  caused  bv  postoper- 
ative displacement  of  the  limbs  of  the  T tube,  which 
caused  opening  of  the  choledochostomy  site.  It  was  re- 
lieved by  removal  of  the  tube. 

If  there  is  any  chance  of  biliary  tract  injury,  a com- 
plete exploration  is  mandatory,  since  the  postoperative 
clues  to  a neglected  injury  are  extremely  subtle.  If  the 
bile  is  sterile  prior  to  injury,  there  is  a surprisingly  long 
interval  prior  to  recognition,  averaging  eighteen  days. 
Fluid  and  electrolyte  abnormalities  can  be  severe  but 
occur  late  with  the  development  of  biliary  ascites.4-5 

Summary 

A case  of  stab  wound  injury  to  the  common  bile  duct 
is  reported.  The  extremely  low  incidence  of  this  injury 
is  noted. 

This  might  conceivably  cause  one  to  overlook  a simi- 
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lar  injury  with  disastrous  results  unless  meticulous  ex- 
ploration is  performed. 

100  High  Street 
Buffalo,  New  York  14203 
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Clinical  Clues 

— In  most  cases  with  a widened  right  superior  mediastinum,  if  there  is  no  pressure  defect  on  the  right  border  of  the 
trachea  or  tracheal  deviation  to  the  left,  the  underlying  mass  is  almost  always  a tortuous  innominate  artery.  On  the 
other  hand,  when  tracheal  deviation  or  pressure  occurs  the  cause  is  usually  a solid  mass.  The  most  common  is  an  en- 
larged right  lobe  of  the  thyroid;  next  is  an  aneurysm  of  one  of  the  brachiocephalic  vessels,  the  latter  usually  showing 
mural  calcification. 

— Protein-bound  iodine  (PBI)  is  lowered  by  liothyronine  (Cytomel),  diphenylhydantoin  (Dilantin),  meralluride 
(Mercuhydrin),  large  doses  of  aspirin,  and  nephrosis. 

— Nonmetastatic  complications  of  carcinoma,  sometimes  referred  to  rather  confusingly  as  carcinomatous  neuromy- 
opathies, affect  the  nervous  system  fairly  frequently.  These  manifestations  occur  in  6.6  per  cent  of  unselected  patients 
suffering  from  carcinoma  originating  in  various  tissues.  They  occur  most  commonly  in  association  with  carcinoma  of 
the  lung  and  ovary,  but  are  found  also  in  a significant  number  of  patients  suffering  from  carcinoma  of  the  stomach, 
prostate,  or  breast.  They  are  rarely  associated  with  carcinoma  of  the  lower  bowel. 

— A flat  glucose  tolerance  curve  may  be  seen  in  malabsorption,  hypopituitarism,  hypothyroidism,  adrenal  cortical  in- 
sufficiency, and  in  normal  persons. 

— The  order  of  metastases  to  the  supraclavicular  region  are  from  lungs  to  breast  and  stomach. 

— Lymph-node  metastases  found  at  a considerable  distance  from  the  site  of  a primary  tumor  are  generally  regarded 
as  signifying  a poor  prognosis. 

— Pigeon  droppings  carry  cryptococcus  neoformans  more  often  than  histoplasma  capsulatum. 

— Four  factors  have  been  associated  with  the  subsequent  development  of  cancer  in  a patient  with  ulcerative  colitis: 
the  severity  of  the  first  attack,  universal  involvement  of  the  colon,  continuous  rather  than  intermittent  disease,  and 
onset  of  the  disease  in  childhood.  Proctocolectomy  significantly  enhances  survival  rate  and  has  been  considered  the 
treatment  of  choice  for  these  patients. 

— There  is  an  old  clinical  axiom  that  if  a patient  presents  symptoms  of  cirrhosis  and  has  distended  neck  veins  as  well, 
the  clinician  must  think  of  pericardial  constriction. 

-Beck’s  triad  for  pericardial  constriction  includes  a high  venous  pressure,  small  quiet  heart,  and  ascites. 

— The  most  common  causes  of  hemorrhagic  pleural  effusions  are  tumor,  pulmonary  infarction,  and  tuberculosis. 

In  the  past  tuberculosis  was  the  most  common  cause  of  constrictive  pericarditis.  At  the  present  time,  however,  in 
most  cases  the  etiology  is  unknown. 

The  Kveim  test  result  for  sarcoidosis  is  generally  positive  in  82  per  cent  of  the  patients  with  hilar  adenopathy  and 
erythema  nodosum,  50  per  cent  of  patients  with  hilar  adenopathy  or  erythema  nodosum  alone,  approximately  40  per 
cent  of  patients  with  pulmonary  infiltration,  and  10  per  cent  of  patients  with  pulmonary  fibrosis. 


The  sudden  development  of  an  apical  systolic  murmur  after  a myocardial  infarction  is  much  more  often  due  to  pa- 
pillary muscle  dysfunction  (25  per  cent)  than  to  rupture  of  a papillary  muscle  or  perforation  of  the  intraventricular 
septum. 
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Indications:  For  the  relief  of  cerebral  and  peripheral  ischemia 
associated  with  arterial  spasm. 

Contraindications:  The  use  of  ethaverine  hydrochloride  is 
contraindicated  in  the  presence  of  complete  atrioventricular 
dissociation. 

Precautions:  Use  with  caution  in  patients  with  glaucoma. 
Hepatic  hypersensitivity  has  been  reported  with  gastrointesti- 
nal symptoms,  jaundice,  eosinophilia  and  altered  liver  function 
tests.  Discontinue  drug  if  these  occur. 

The  safety  of  ethaverine  hydrochloride  during  pregnancy  or 
lactation  has  not  been  established;  therefore  it  should  not  be 
used  in  pregnant  women  or  in  women  of  childbearing  age 
unless,  in  the  judgment  of  the  physician,  its  use  is  deemed 
essential  to  the  welfare  of  the  patient. 

Adverse  Reactions:  Although  occurring  rarely,  the  reported 
side  effects  of  ethaverine  include  nausea,  abdominal  distress, 
hypotension,  anorexia,  constipation  or  diarrhea,  skin  rash, 
malaise,  drowsiness,  vertigo,  sweating,  and  headache. 
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Medical  News 


Enforced  Federal  standards 
for  nursing  homes 

The  establishment  of  a new  unit  to  enforce  federal 
. standards  for  nursing  homes  was  announced  here  re- 
1 cently  by  Mrs.  Bernice  L.  Bernstein,  HEW  regional  di- 
rector. The  standards  apply  to  more  than  1,200  long- 
term care  facilities  that  serve  about  112,000  Medicare 
and  Medicaid  patients  in  New  York,  New  Jersey,  and 
Puerto  Rico. 

Mrs.  Bernstein  has  named  Alan  J.  Saperstein,  a key 
health  official  from  the  Social  Security  Administration, 
; to  be  director  for  long-term  care  standards  enforcement, 
and  to  head  the  new  unit. 

Mrs.  Bernstein  said,  “Long  term  care  facilities  have 
1 become  a vital  element  in  the  nation’s  health  care  indus- 
try. Neither  the  country  nor  the  nursing  home  opera- 
tors can  afford  a level  of  care  in  these  facilities  that  is 
less  than  safe,  pleasant,  and  beneficial  to  the  patient.” 

Grants  given  to  Columbia- 
Presbyterian  Medical  Center 

Two  of  America’s  largest  and  most  prestigious  philan- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


thropic  foundations,  with  special  interest  in  the  im- 
provement of  health  care  for  urban  dwellers  and  in 
health  sciences  professional  education,  will  give  Colum- 
bia-Presbyterian  Medical  Center  $3,750,000  for  the 
health  sciences. 

The  Kresge  Foundation  of  Troy,  Michigan,  will  give 
$2,500,000  and  The  Andrew  W.  Mellon  Foundation  of 
New  York  will  give  $1,250,000. 

The  funds  will  help  build  a 20-story  health  science 
center  in  which  medical  scientists  will  concentrate  on 
such  persistent  problems  as  cancer,  heart  disease,  and 
hereditary  and  developmental  disorders.  As  their  basic 
research  uncovers  new  approaches  to  therapy,  the  clini- 
cal application  of  their  research  will  be  carried  out  in  the 
Center’s  diversified  hospital  units. 

Review  of  procedures  and 
practices 

HEW  Secretary  Caspar  W.  Weinberger  announced  on 
August  25  a full  review  of  the  procedures  and  practices 
by  which  the  Food  and  Drug  Administration  evaluates 
the  safety  and  effectiveness  of  new  drugs  for  use  in  gen- 
eral medical  practice  in  this  country. 

continued  on  page  2267 
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Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern  — in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall  : 
drug  performance  has  come  a 
growingrelianceonALDOMET®  ; 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap-  ; 
proval  from  physicians.  First,] 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


^ring  blood  pressure.  But 
e are  other  considerations 
/ell.  Cardiac  output  is  usu- 
f maintained  with  nocardiac 
deration;  in  some  patients 
heart  rate  is  actually 
<e d.  Peripheral  resistance 
slapparently  reduced. 
'OMET  does  not  usually 
hpromise  existing  renal 
:tion;  it  generally  does  not 
jce  renal  blood  flow,  glo- 
• ular  filtration  rate,  or  fil- 
on  fraction.  And  ALDOMET 
-'  ally  does  not  cause  sympto- 
' ic  postural  or  exercise 
^tension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA  I MSD) 

smoothly  lowers  blood  pressure 


i brief  summary  of  prescribing  information, 
se  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSB) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemclytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  f.rst  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 


Use  in  Pregnancy  and  Childbearing  zt^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred atter  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC., 
West  Point,  Pa  19486 


“Required 

Reading” 

For  Your 

Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  ‘‘High 
Blood  Pressure,’’  a concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 
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Hazards  to 
Independence  of 
New  Medical  Graduate* 

ALFRED  A.  ANGRIST,  M.D. 

Lake  Success,  New  York 

Editor,  New  York  State  Journal  of  Medicine 


Why  did  you  study  medicine?  There  are  many 
reasons,  all  meritorious,  but  it  was  a deep  yearning 
for  independence  that  brought  many  of  us  into  the 
study  of  medicine.  It  is  a sad  but  true  fact  that 
the  much-sought-for  free  independent  status  is  no 
longer  completely  available  to  the  average  physi- 
cian, particularly  not  to  young  graduates,  unless 
they  are  willing  to  create  the  machinery  for  their 
continuing  emancipation. t That  is  my  message 
and  my  plea. 

Solo  practice 

The  physician  can  no  longer  practice  alone:  he 
must  now  be  a member  of  a group,  a partnership,  a 
hospital;  he  must  subject  himself  to  orders  of  his 
chief  and  all  others  above  him  in  the  hierarchy  of 
his  service  or  specialty;  the  physician  must  con- 
form and  submit  to  the  discipline  of  the  hospital, 
its  medical  board,  and  the  board  of  trustees;  he 
must  obey  all  rules  and  regulations  of  the  institu- 
tion in  their  ever-increasing  detail  and  number,  in- 
cluding, in  many  hospitals,  fund-raising  efforts, 
and  contribute  voluntarily,  of  course,  “suggested” 
sums.  The  official  agent  of  the  board  of  trustees, 
the  administrator,  may  be  creative  and  inspiring, 
but  he  may  also  be  authoritarian,  as  many  are. 
No  matter  how  benevolent  he  may  be,  the  admin- 
istrator must  promulgate  rules  and  regulations 
and  issue  orders,  and  this  can  be  irritating  and  af- 
fect the  care  of  your  patient.  Here  is  a simple 
test.  Just  try  to  question  or  lower  a bill  for  a per- 
sonal friend,  or  any  other  individual  whom  you 
know  to  be  deserving  of  such  special  consideration, 

* Address  delivered  at  the  Twenty-third  Commencement, 
May  24,  1974,  at  the  Albert  Einstein  College  of  Medicine. 

t Angrist,  A.  A.:  New  challenges  for  the  medical  graduate. 
Remarks  at  commencement,  New  York  State  J.  Med.  71:  1112 
(1971). 


particularly  if  you  are  full  or  part-time  at  the  hos- 
pital. This  can  become  a confrontation  best 
avoided.  We  refer  not  to  the  bill  for  hospital  care, 
but  to  your  own  hill  for  your  own  professional  ser- 
vices. 

Then  too,  we  now  have  third-party  payers — in- 
surance companies,  unions,  and  so  forth — who  are 
having  an  ever-increasing  stake  and  say  in  hospital 
administration,  as  well  as  those  ubiquitous  govern- 
ment agencies  such  as  Medicare  and  Medicaid, 
PSROs,  HMOs,  and  others  to  come.  Also,  com- 
pulsory continuing  education  confronts  you,  and 
no  matter  how  justified,  it  is  still  compulsion,  as  is 
also  the  submission  to  supervised  standards  of 
care  and  peer  review.  There  is  the  time-consum- 
ing and  irritating  red  tape  with  the  invariable  re- 
quirement of  proof  of  actual  performance,  always 
in  duplicate  at  least,  and  on  the  proper  printed 
form  and  preferably  typed,  if  not  certified  and  no- 
tarized. And  finally,  you  now  have  the  good  and 
bad  of  community  control  as  well. 

Price  of  progress 

This  has  all  come  to  pass  because  of  recent  prog- 
ress in  medicine,  with  its  resulting  specialization, 
and  the  consequent  fundamental  changes  in  medi- 
cal practice,  particularly  the  destruction  of  solo 
practice  and  the  old  one-to-one  physician-patient 
relationship.  This  deep-rooted  change  has  had 
profound  psychologic  implications  and  social  ef- 
fects, and  has  also  unintentionally  affected  medi- 
cal care,  in  some  respects  adversely.  The  former 
strong  tie  between  patient  and  physician  is  gone  or 
going.  The  rapid  advances  in  medicine  have 
brought,  in  addition  to  specialization,  the  depen- 
dence on  laboratory  and  other  tests  by  others,  re- 
quiring experts  and  expensive  instrumentation 
and  the  availability  of  many  qualified  paramedical 
personnel.  Most  of  these  needs  for  proper  care 
can  be  obtained  only  in  the  hospital.  This  has  in- 
troduced many  personal  and  impersonal  barriers 
between  the  patient  and  his  physician. 

Specialization  first  denigrated  the  general  prac- 
titioner, who  only  recently  organized  and  fought 
back  and,  as  a result,  is  returning  from  enforced 
isolation  to  the  mainstream.  Some  of  his  former 
status  is  being  recovered  mainly  because  he  is  in 
short  supply  and  his  numbers  are  decreasing. 
However,  the  ultimate  role  the  general  practition- 
er, or  primary  physician,  will  play  in  academic  and 
hospital  medicine  is  still  moot.  If  the  primary 
physician  is  to  fulfill  a meaningful  role,  then  his 
former  rol6  of  ombudsman  for  the  patient  must  be 
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returned  to  him,  within  the  complex  of  academic 
and  hospital  practice.  That  transformation  has 
not  yet  occurred,  as  I see  it,  nor  is  it  on  its  way  in 
any  realistic  sense. 

Return  patient  to  physician 

The  physician’s  duty  is  to  serve  the  patient;  of 
that  there  is  no  question.  The  hospital’s  duty  is  to 
serve  the  patient  and  the  physician.  The  physi- 
cian’s responsibility  is  not  primarily  to  serve  the 
hospital,  although  he  should  be  loyal  to  it  and  sup- 
port it.  With  an  ever-increasing  bureaucracy  and 
legal  language,  more  and  more  forms,  ever  more 
detailed  reports,  many  new  and  very  specific  legal- 
istic regulations,  new  HMOs  and  PSROs,  and  peer 
review,  the  practice  of  medicine  has  acquired  as 
much  form  as  substance,  and  often,  more  form 
than  substance  of  personal  care,  and  less  essence 
of  genuine  concern  for  the  patient.  If  one  were 
just  a bit  paranoid,  he  would  say  that  hospitals  are 
conspiring  to  take  over  the  practice  of  medicine. 
This  goes  beyond  the  mere  dissociation  of  academ- 
ia from  the  patient,  and  the  all  too  frequent  former 
ivory-tower  segregration  of  the  research  laborato- 
ry, all  of  which  does  decrease  further  the  warmth 
and  the  personal  touch  in  the  delivery  of  medical 
care. 

You  just  cannot  be  passive  about  this  any  long- 
er, as  were  your  predecessors,  for  this  can  ulti- 
mately destroy  much  of  the  good  in  medical  care. 
A directed  effort  must  be  made  by  all  to  reverse 
this  process  which  is  separating  you  from  your  pa- 
tients. Your  own  status  as  physicians,  your  own 
integrity  and  personal  independence,  depend  on 
recapturing  this  personal  relationship  with  the  pa- 
tient. 

Incidentally,  this  would  return  precious  human- 
ism to  that  which  has  been  construed  as  the  cold 
science  of  medicine. 

Hospital  versus  goverment  control  of  physicians 

If  you  recapture  the  patient,  so  that  he  becomes 
yours  and  not  the  institution’s,  then  you  have  both 
the  beginning  and  the  end  for  the  preservation  and 
maintenance  of  your  professional  status  and  your 
stature,  with  your  head  high,  free  and  indepen- 
dent. Your  patient  will  then  support  you,  he  will 
even  fight  for  you,  and  this  is  quite  different  from 
his  present  readiness  to  sue  you. 

Hospital  control  of  the  physician  can  be  worse 
than  full-fledged  government  takeover.  In  the 
latter  instance  you  can  throw  the  political  rascals 
out.  With  hospital  control,  however,  you  have  a 
self-perpetuating  group,  and  neither  your  vote  nor 
your  patient’s  veto  can  control  the  board  of  trust- 
ees. They  are  autonomous,  free  and  independent, 
and  controlled  by  no  one  except  their  own  admin- 
istrator, if  he  is  dynamic  and  agressive,  as  many 
are. 


Due  process  and  the  physician 

The  legal  protection  of  due  process  for  the  phy- 
sician in  his  relation  to  the  hospital  was  always 
tenuous.  The  policy  of  annual  reappointment  of 
the  physician  made  his  record  and  performance  al- 
ways subject  to  periodic  review,  and  his  success  in 
being  selected  or  reappointed  often  depended  on 
compliance  and  good  behavior,  even  though  care  of 
the  patient,  which  is  the  real  objective  of  the  hos- 
pital as  it  is  the  physician’s,  requires  that  the  phy- 
sician be  independent,  and  on  occasion,  even  be  a 
maverick  with  a divergent  viewpoint,  or  even  be  an 
irritant  to  the  administrator,  all  to  assure  the  best 
of  care  to  his  patient.  The  Joint  Commission  on 
Accreditation  of  Hospitals  has  recently  further 
weakened  due  process  for  the  physician  by  permit- 
ting any  full-  or  part-time  employed  physician  to 
be  dealt  with  summarily  by  the  administrator  and 
board  of  trustees,  thus  by-passing  his  peers  and 
the  medical  board,  on  the  basis  that  paid  physi- 
cians have  administrative  duties.  All  paid  physi- 
cians, as  employees,  must  have  some  administra- 
tive functions.  The  administrator  decides  that 
anyway. 

Despite  all  of  this,  young  graduates  are  being 
driven,  by  economic  and  other  understandable 
considerations,  to  become  full-time  employees  of 
hospitals.  Forty  per  cent  of  all  physicians  in  New 
York  City  are  already  hospital  employees,  and  this 
number  is  growing  rapidly.  There  is  danger  in 
this,  for  they  may  be  selling  their  birthright  for 
immediate  stability  and  security.  Today’s  appar- 
ent security  may  be  fleeting  and  ephemeral.  The 
trouble  is  that  the  employee  physician  is  still  an 
employee,  no  matter  that  he  is  an  M.D.  At  the 
present  time  the  physician  has  some  bargaining 
strength,  for  the  shortage  of  physicians  still  exists. 
This  fact  still  assures  him  of  some,  if  not  every, 
consideration.  The  economic  law  of  supply  and 
demand  supersedes  other  considerations,  and 
today  this  still  gives  the  physician  some  protection 
from  any  flagrant  personal  abuse.  Yet  I remem- 
ber the  depression,  when  physicians  too,  sold  ap- 
ples. 

By  the  late  1980s  we  will  have  double  the  num- 
ber of  physicians  and  many  more  paraprofession- 
als,  and  there  will  be  less  of  a shortage.  Who  will 
protect  the  physician  then,  from  his  employer,  and 
from  other  abusers,  or  must  the  physician  resort  to 
union  activity?  The  day  that  a union  becomes 
necessary  will  be  a sad  one  indeed.  Your  profes- 
sional status  will  have  been  eroded  to  some  degree. 
There  will  be  some  loss  of  gloss  on  the  lily.  The 
union  equalizes,  it  does  not  individualize,  yet  phy- 
sicians are  fundamentally  individualists,  the  very 
antithesis  to  union  approach  and  action.  The 
elite  status  of  medicine  will  have  been  changed 
forever  by  economics,  as  will  the  social  position  of 
the  physician,  all  contributing  to  a sad  loss  of  pre- 
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cious  individual  independence,  in  contrast  to 
I group  power. 

Research  and  the  patient 

Do  not  separate  patient  care  from  research;  they 
I are  hand  and  glove.  Support  and  participate  in 
| research  or  you  do  a great  disservice  to  yourself,  to 
l medicine,  and  to  the  patient.  Every  patient  who 

iis  carefully  observed,  treated,  or  just  followed,  is 
an  experiment.  Does  your  medication  help?  Is  it 
your  medication,  or  only  the  passing  of  time  that 
helped,  and  in  fact  did  your  medication  do  harm? 
Is  the  withholding  of  medication  as  a control  justi- 
fied? The  ethics  of  drug  trial  will  soon  confront 
you  with  all  its  complexities. 

James  Lind,  of  the  English  Navy,  proved  that 
citrus  fruits  cured  scurvy,  with  only  2 patients,  and 
enough  fruit  for  only  a six-day  trial.  His  experi- 
ment was  also  in  part  confused,  for  one  of  his  neg- 
ative controls  was  cider,  which  also  has  some  vita- 
min C.  One  feels  compelled  to  comment  that  it 
took  the  administrative  command  in  the  British 
Admiralty  more  than  one  hundred  years  to  apply 
this  discovery  and  include  limes  in  the  daily  diet  of 
British  sailors,  thus  the  term  “limies,”  to  prevent 
and  cure  scOrvy,  a most  dreaded  disease.  In  the 
meantime,  for  that  full  century,  thousands  of  sail- 
ors continued  to  die  from  a preventable  disease 
that  has  killed  more  people  than  all  the  wars  of  all 
time.  All  medical  care  can  be  and  should  be  ther- 
apeutic research:  we  still  need  to  observe  the 

good  and  determine  the  all-too-frequent  bad  ef- 
fects of  drugs;  our  knowledge  here  is  still  very  lim- 
ited. Harmful  effects  of  drugs,  single  and  syner- 
gistic, are  all  too  common.  Some  claim  that  as 
much  as  5 per  cent  of  hospital  admissions  are  ia- 
trogenic. 

New  dimension-care  of  aged 

The  changing  social  scene  also  means  that  most 
of  your  patients  now  will  be  older  people,  unless 
you  become  pediatricians  and  obstetricians. 
Their  illnesses  will  be  of  a chronic  and  debilitating 
nature.  Take  advantage  of  the  opportunity  this 
offers.  Care  for  some  of  the  lackluster  entities  of 

ithe  aged  with  kindness  and  consideration.  Stop 
and  listen  patiently  and  then  accept  the  grateful 
appreciation  of  your  aged  patients  which  is  your 
due.  The  reward  can  be  great.  The  old  are  so 
li  often  helpless.  Caring  for  them  will  test  your  met- 
i|  tie,  your  character,  and  your  ethics.  You  will  soon 
realize  that  contrary  to  your  impression  from  your 
hospital  training,  you  will  have  to  deal  with  the 
problem  of  constipation,  obstipation,  and  fecal  im- 
paction more  often  than  disseminated  lupus.  You 
can  cure  the  former,  so  stoop  to  empty  the  rectum 
in  that  old  diabetic,  as  well  as  control  the  patient’s 
carbohydrate,  salt  water,  and  acid-base  metabo- 
lism. Your  patient  is  your  secret  weapon.  You 
must  change  the  patient’s  present  readiness  to  be 


critical,  to  an  attitude  of  devotion  and  support,  as 
of  old.  With  the  patient’s  support  you  can  over- 
come; without  it  you  cannot.  It  is  the  key  to  your 
independence. 

Psychologic  aspect  of  medicine-chiropractic 

Medicine  is  still  not  an  exact  science.  The 
mathematical  precision  of  foretelling  the  coming 
and  going  of  an  eclipse  is  lacking  in  determining 
the  onset  of  a crisis  in  many  illnesses,  even  in  lobar 
pneumonia  with  all  our  very  effective  antibiotics. 
Medicine  is  still  very  much  an  art,  and  often  still 
more  of  an  art  than  a science.  This  is  a very  im- 
portant realization  and  must  take  into  account  the 
importance  of  the  abstract,  and  the  less  exact,  im- 
measurable emotional  and  psychological  aspects  of 
medical  care. 

Bear  witness  on  this  score  to  the  expanding  use 
and  the  patient’s  all-too-ready  acceptance  of  chi- 
ropractic, that  sheer  nonsense.  Chiropractic  is  en- 
dorsed by  our  legislators  and  elected  officials  who 
should  know  better;  they  support  it  out  of  igno- 
rance or  hypocrisy  or  worse.  In  the  same  breath, 
these  same  legislators  and  officials,  who  are  ex- 
panding utilization  of  harmful  irrational  chiro- 
practic, simultaneously  call  for  continuing  educa- 
tion and  recertification  of  the  physician,  all  in 
their  crocodile-teared  avowed  support  of  high 
standards  of  medical  care.  Standards  for  chiro- 
practic: that  very  notion  is  self-contradictory  and 
ridiculous,  just  reductio  ad  absurdum.  “Es  ist 
zum  lachen,”  if  it  just  were  not  so  sad. 

Relation  of  hospital  to  patient  and  physician 

The  major  culprit  causing  the  change  in  the 
relation  of  physician  to  patient,  with  its  bad  effect 
on  medical  care,  even  though  unwittingly,  is  the 
hospital.  This  is  a price  we  must  pay  and  cannot 
avoid;  it  is  part  of  the  changing  scene.  It  is  part  of 
the  health  revolution  and  its  evolution  of  the  right 
to  good  medical  care.  The  benefits,  efficiency, 
and  productivity  of  the  industrial  revolution  in 
medical  care  demand  a price.  The  pound  of  flesh 
is  in  the  form  of  a sacrifice  of  some  of  the  humani- 
ty and  responsiveness  that  must  necessarily  go 
with  the  bureaucratic  complexity  that  follows. 

If  only  the  administrator  would  divert  some  of 
his  energy  from  medical  Weltpolitik  and  full  con- 
trol of  the  medical  staff,  to  help  preserve  concern 
for  the  patient:  let  him  make  that  effort  his  daily 
prayer;  let  him  join  with  the  staff  physician  in  this 
great  endeavor,  the  problem  that  besets  us  in  med- 
ical care  today.  Let  him  make  his  immediate  con- 
cern the  assurance  that  each  intravenous  is 
checked  and  that  no  patient  has  his  food  tray  re- 
moved untouched;  yes,  let  him  stoop  to  see  that 
there  is  no  unwarranted  delay  in  the  bedpan 
reaching  the  patient,  or  any  other  emergency. 
There  must  be  genuine  empathic  concern  for  the 
patient  by  all  hospital  personnel,  including  all  ad- 
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ministrative  staff,  as  well  as  the  lowest  orderly  and 
attendant.  No  amount  of  regulation  alone,  no 
matter  how  detailed  or  complete,  can  match  or 
compare  with  the  care  of  the  patient  as  a labor  of 
love,  with  pride  and  satisfaction  in  its  rendering. 

No  patient  can  obtain  proper  and  complete  care, 
no  physician  can  practice  modern  medicine  today, 
nor  keep  abreast,  without  being  on  the  staff  of  a 
hospital.  Hospital  privileges  represent  the  ability 
of  a physician  to  be  a physician,  to  earn  a living,  to 
practice,  to  exist.  Protect  that  right.  Organize 
your  staffs  so  you  can  be  judged  by  your  peers  and 
thus  control  your  own  destiny.  Join  organized 
medicine  and  fashion  it  according  to  your  own 
wishes.  If  you  are  willing  to  work  and  fight,  you 
can  do  just  that.  I repeat,  you  can  do  just  that;  it 
will  take  gumption.  You  can  thereby  obtain  all 
the  benefits  and  protection  of  united  action  with- 
out loss  of  professional  status  and  its  benefits. 
Compare  what,  of  necessity,  must  be  the  average 
selfish  industrial  union  approach,  often  leading  to 
the  strike  and  the  public-  or  even  the  patient-be- 
damned  attitude,  with  that  of  your  own  united 
professional  attitude  and  activity,  all  for  the  main- 
tenance of  higher  standards  of  care  attuned  to  the 
welfare  of  the  patient. 


Price  of  arrogance 

It  is  nothing  less  than  sheer  arrogance  on  the 
part  of  any  physician  to  think  that  he  is  above  or- 
ganized medicine:  that  you,  with  your  modern 

knowledge,  are  precluded  from  association  with 
less  fortunate  colleagues,  physicians  of  an  older 
generation  or  those  without  academic  rank,  those 
without  grant  support,  and  those  not  doing  esoter- 
ic research.  A research  worker  should  still  seek  to 
be,  and  be  proud  to  be,  a physician.  Medical 
schools  have  been  guilty  in  this  regard.  They  have 
been  a bit  arrogant  at  times.  There  was  a time 
when  they  considered  themselves  too  good  to  di- 
lute their  efforts  with  hospital  affiliations  other 
than  their  own,  let  alone  a broad  regional  institu- 
tional affiliation  program.  The  executive  faculty 
of  the  Albert  Einstein  College  of  Medicine  consid- 
ered my  original  advocacy  of  such  a broad  regional 
affiliation  program,  in  the  early  days  of  the  medi- 
cal college,  as  quite  immature  on  my  part:  it  has 
proved  to  be  only  a bit  premature. 

I still  hope  it  will  ultimately  be  full-term  and 
fully  viable. 


Malpractice  muddle 

The  malpractice  situation  is  another  real  symp- 
tom of  the  deteriorating  status  of  the  physician 
and  of  the  poor  physician-patient  relationship. 
The  high  cost  of  malpractice  is  also  driving  young 
physicians  into  the  arms  of  hospitals  in  an  em- 
ployee status,  for  hospitals  usually  cover  such 
costs  for  employee  physicians.  Malpractice  costs 
will  rise  an  average  of  93  per  cent  in  New  York 
State  this  year.  It  has  already  gone  up  65  per  cent 
in  the  last  five  years.  In  California,  premiums 
have  jumped  as  much  as  400  per  cent.  The  mal- 
practice muddle  should  also  prompt  you  to  join  or- 
ganized medicine,  just  to  protect  yourselves  better, 
and  have  a hand  in  the  control  of  such  protection. 
The  best  prophylaxis  to  avoid  malpractice  suits  is 
a satisfied  patient.  You  must  be  a free  agent,  in 
control  of  and  responsible  for  your  patient:  then 
you  can  achieve  this  objective. 

Precious  independence  and  happiness 

Alone,  you  can  be  picked  off  one  by  one,  for,  as 
noted,  even  the  protection  of  due  process  has  re- 
cently been  weakened  for  you.  You  should  also 
plan  to  protect  yourselves  from  all  unfair  adminis- 
trative, governmental,  and  other  authority.  Most 
important,  and  this  is  the  same  issue,  you  should 
be  able  to  take  care  of  your  patients  without  inter- 
ference from  the  administration,  or  the  communi- 
ty, and  that  means  being  free  and  independent. 
Administrative  and  community  input  and  active 
participation,  yes — control,  no. 

Be  not  so  engrossed  with  daily  chores,  research 
stints,  nor  even  become  so  involved  and  busy  with 
patients,  that  you  lose  the  proper  perspective  and 
cease  being  a social  animal  and  ignore  the  social 
forces  about  you.  Above  all,  think  of  your  col- 
leagues at  all  times:  this  will  ultimately  benefit 

yourselves.  Be  great  human  beings,  and  then  you 
cannot  help  but  be  great  physicians,  with  intuitive 
humanistic  compassion.  Be  free,  and  stay  free,  to 
give  your  best  to  your  patient. 

As  Daniel  Webster  said  in  his  memorial  for 
Thomas  Jefferson  and  John  Adams,  both  of  whom 
interestingly,  and  very  appropriately  for  the  topic 
of  this  discourse,  died  on  the  same  day,  Indepen- 
dence Day,  July  4,  1826: 

It  is  my  living  sentiment,  and  by  the  blessing  of  God, 
it  shall  be  my  dying  sentiment: 

Independence  now  and  independence  forever! 

420  Lakeville  Road 
Lake  Success,  New  York  1 1040 
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The  review  was  called  at  the  request  of  Dr.  Alexander 
M.  Schmidt,  Commissioner  of  Food  and  Drugs,  fol- 
lowing Senate  hearings  during  which  charges  of  industry 
favoritism,  improper  administrative  practices,  and  har- 
rassment  of  employees  were  leveled  at  FDA  manage-  J 
ment.  The  hearings  were  conducted  by  the  combined 
Senate  Health  Subcommittee  of  the  Labor  and  Public 
Welfare  Committee  and  the  Administrative  Practice 
and  Procedure  Subcommittee  of  the  Judiciary  Commit- 
tee, both  chaired  by  Senator  Edward  M.  Kennedy  (D. 
Mass.). 


Record  number  pass 
certification  exam 


A total  of  540  CMA  certificates — the  highest  number 
in  history — were  earned  in  June  by  those  taking  the  an- 
nual Certification  examination,  according  to  J.  Estrada, 
RN,  CMA-AC,  Chairman  of  the  Certifying  Board. 

This  record  includes  23  who  passed  the  new  pediatric 
examination  offered  for  the  first  time  this  year.  This 
program  is  conducted  by  The  American  Association  of 
Medical  Assistants  in  collaboration  with  the  American 
Academy  of  Pediatrics. 

Beginning  in  1975,  the  examination  will  have  a new 
format,  consisting  of  the  basic  Certification  Examina- 
tion and  three  specialty  examinations:  administrative, 
clinical,  and  pediatrics. 

The  AAMA,  a national  organization  of  15,500  medical 
assistants  employed  by  physicians  in  their  offices,  offers 
the  certification  examination  at  more  than  70  centers 
throughout  the  country.  Information  may  be  obtained 
from  the  American  Association  of  Medical  Assistants, 
One  East  Wacker  Drive,  Chicago,  Illinois  60601. 


Move  to  insure  confidentiality 
of  patient  records  in  pharmacies 

The  Board  of  Health  on  September  21,  1974,  pro- 
posed an  amendment  to  the  Health  Code  that  would 
preserve  the  confidentiality  of  prescriptions  and  other 
patient  reports  and  records  on  file  in  pharmacies. 

Health  Commissioner  Lowell  E.  Beilin,  M.D.,  who  is 
also  Chairman  of  the  Board  of  Health  said,  ‘‘This  pro- 
posal breaks  new  ground  since  there  is  no  basic  common 
law  on  the  rights  of  privacy  and  at  present  there  is  no 
statute  or  other  law  which  makes  prescription  records 
confidential.  It  is  also  a prelude  to  our  projected  pro- 
posal that  all  pharmacies  maintain  patient  profile  rec- 
ords. The  Board  is  apprehensive  that  a patient  might 
be  deterred  from  having  a prescription  filled  if  his  rec- 
ord were  open  to  public  scrutiny.”  He  emphasized  that 
some  pharmacies  already  are  using  profile  cards  and 
that  the  trend  indicated  the  system  would  be  used  more 
extensively  in  the  future.  “In  view  of  that  fact,”  Dr. 
Beilin  stated,  “We  want  to  insure  that  the  same  confi- 
dentiality of  prescription  records  applies  to  pharmacies 
in  respect  to  their  customers  as  it  does  to  the  physician- 
patient  relationship.” 

Under  the  new  proposal,  pharmacy  records  shall  not 
be  subject  to  inspection  by  persons  other  than  autho- 
rized personnel  of  a pharmacy,  the  physician  or  ether 

continued  on  page  2279 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N  gonorrhoeae acute 
and  chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen  and  intravenous  corti- 
costeroids should  also  be  administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparation; 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat 
ment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  prmnan 
or  secondary  syphilis,  perform  proper  diagnostic  procedures 
including  darkfield  examinations.  In  all  cases  in  which  concomi 


tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  a 
[four 


Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 


least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen 
situation)  skin  rashes,  ranging  from  maculopapular  eruptions  t( 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reaction; 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Seven, 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings!') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  ha 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  mtra 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  infant 


and  small  children,  midlateral  aspect  of  thigh  may  be  preferable 
When  doses  are  repeated,  vary  injection  site.  Before  i njectior 


aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  bloor 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  no 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice 
Physicians  are  cautioned  not  to  use  less  than  recommendec 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.1 
million  units  intramuscularly  divided  into  at  least  two  doses  ant 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  ora 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin 
Gonorrheal  endocarditis  should  be  treated  intensively  witf 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  fo 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  other 
wise,  a culture  specimen  should  be  obtained  from  the  anterio 
urethra.  In  the  female,  culture  specimens  should  be  obtamec 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persist: 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  i 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  fo 
N gonorrhoeae  Follow-up  treatment  consists  of  4.8  million  unit 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologit  test  fo 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  wh< 
also  have  syphilis  should  be  given  additional  treatment  apprc 
priate  to  the  stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,00 
units  (4-cc.  size)  contains  procaine  penicillin  G in  a stabilizec|| 
aqueous  suspension  with  sodium  citrate  buffer,  and  as  w/v  approx 
imately  0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  poly 
vinylpyrrolidone,  0.01%  propylparaben  and  0.09%  methyl paraber 
The  multiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  pro 
came  penicillin  Gina  stabilized  aqueous  suspension  with  sodiur 
citrate  buffer  and  approximately  7 mg.  lecithin,  2 mg.  carboxy 
methylcellulose,  3 mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitail 
monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan  monopalmitafl 


0.14  mg.  propylparaben  and  1.2  mg.  methylparaben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 


On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


c -its 


N SYPHILIS 


EJECTION 


Jicillin 


p LONG- 
ACTING 


STERILE  BENZATHINE 
•ENICILLIN  G 
SUSPENSION)  WYETH 


yphilis  is  preferably  treated  with  benzathine 
anicillin  G.  which  is  also  the  drug  of  choice 
>r  prophylaxis  after  exposure.  Administra- 
on  of  2.4  million  units  (1.2  million  in  each 
jttock)  usually  cures  most  cases  of  primary, 
jcondary  and  latent  syphilis  with  negative 
)inal  fluid. 


Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and 'or  asthma 
Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur  Take  cultures  following  completion  of  treat- 
ment to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  Overgrowth  of  non- 
suscept  bie  organisms  including  fung.  Take  appropriate  measures 
should  supermfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana- 
phylaxis. Fever  and  eosmophiha  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopema.  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ- 
ated with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphihtics.  Jansch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphihs)—  2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age  50.000  units/Kg  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 


Indications:  In  treatment  of  infections  due  to  penicillin 
: sensitive  microorganisms  that  are  susceptible  to  the  low  and 
‘ -y  prolonged  serum  levels  common  to  this  particular  dosage 
m.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
idmg  sensitivity  tests)  and  by  clinical  response 
. The  following  infections  will  usually  respond  to  adequate 
(sage  of  intramuscular  benzathine  penicillin  G -Venereal  m- 
L'tions;  Syphilis,  yaws,  bejel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
’jnicillm. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
" yiactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
quent  following  parenteral  therapy  but  has  occurred  with  oral 
r mcillins.  These  reactions  are  more  apt  to  occur  in  individuals 
h history  of  sensitivity  to  multiple  allergens. 

; Severe  hypersensitivity  reactions  with  cephalosporins  have 
' en  wen  documented  in  patients  with  history  of  penicillin  hyper- 
..  nsitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
" us  hypersensitivity  to  penicillins,  cephalosporins  and  other 
. 5rgens.  if  allergic  reaction  occurs,  discontinue  drug  and  treat 
' h usual  agents,  eg.  pressor  amines,  antihistamines  and  corti- 
; sterods 


j 


(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Ac --  r ster  by  deep  Intramuscular 
Infection  i the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable When  doses  are  repeated,  vary  the  injection  site  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel,  if  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  2.400.000  units  in  4-cc.  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecThin,  0.4%  carboxymethylcellulose.  0.4%  jx)lyvmyl pyrrol idone, 
0.01%  propylparaben  and  0.09%  methyiparaben.  Units  benzathine 
penicillin  G (as  active  ingredient):  300.000  units  per  cc.  — 10-cc. 
multi-dose  via1  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg. 
carboxymethylcellulose.  0.5  mg.  sorbitan  monopalmitate,  0.5  mg. 
polyoxyethylene  sorbitan  monopalmitate.  0.14  mg.  propylparaben 
and  1.2  mg.  methyiparaben. 

Wyeth  Laboratories 

^ Philadelphia,  Pa  19101 
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Drug  Information* 


Questions  and  Answers 


In  the  lay  press  there  have  been  articles  about  dihy- 
drogenated  ergot  alkaloids  (DEA)  for  relieving  symp- 
toms of  aging.  Are  these  commercially  available?  Are 
they  effective? 

Dihydrogenated  ergot  alkaloids  are  commercially 
available  as  dihydrogenated  alkaloids  of  ergotoxine  (Hy- 
dergine)  containing  equal  parts  of  dihydroergocornine 
methanesulfonate,  dihydroergocristine  methanesulfon- 
ate,  and  dihydroergokryptine  methanesulfonate.  The 
dosage  forms  available  are  tablets  for  sublingual  admin- 
istration and  a parenteral  form.  The  labeling  of  ergot 
alkaloid  now  contains  an  indication  for  the  treatment  of 
selected  symptoms  in  elderly  patients,  and  states  that 
short-term  modest  improvement  has  been  demonstrated 
in  such  symptoms  and  levels  of  performance  as  mood 
depression,  confusion,  self-care,  unsociability,  and  dizzi- 
ness.1 

There  have  been  numerous  studies  performed  utiliz- 
ing ergot  alkaloid  in  geriatric  patients  to  determine  its 
value  in  relieving  symptoms  of  cerebral  insufficiency. 
Rosen2  conducted  a study  with  51  geriatric  patients  to 
evaluate  the  efficacy  of  ergot  alkaloid  in  relieving  the 
symptoms  of  chronic  cerebrovascular  insufficiency  at  a 
dosage  of  1 mg.  three  times  a day  administered  sub- 
lingually for  twelve  weeks.  Eighty-two  per  cent  of  the 
patients  were  described  as  “very  much  improved.”  The 
author  suggested  that  the  ergot  alkaloid  improves  cere- 
bral metabolism,  which  finally  results  in  reduced  vascu- 
lar resistance  and  increased  intracerebral  blood  flow. 

Roubicek  and  Geiger3  conducted  a series  of  psycho- 
logical and  psychopathologic  studies  in  22  pairs  of  non- 
psychotic  patients  (average  age  78.7  years)  matched  in 
sex,  age,  and  previous  occupation.  The  patients  re- 
ceived by  mouth  4.5  mg.  of  ergot  alkaloid  or  placebo 
daily  for  three  months,  according  to  a randomized 
schedule  under  double-blind  conditions.  Of  21  clinical 
and  psychological  variables,  13  showed  a significant  im- 
provement with  ergot  alkaloid  and  2 with  placebo.  Sta- 
tistically significant  improvements  with  ergot  alkaloid 
were  noted  for  affectivity,  psychomotor  activity,  and  for 
global  estimation  of  18  items  in  a behavioral  and  psy- 
chological rating  scale. 

Jennings4  treated  50  geriatric  patients  with  symptoms 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  healt  h 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Modell,  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989  or  (201)  445-4900, 
extension  131. 


of  cerebrovascular  insufficiency;  24  were  treated  with 
ergot  alkaloid  in  a dosage  of  two  0.5-mg.  tablets  three 
times  daily  for  twelve  weeks;  and  26  were  treated  with 
placebo.  Compared  to  the  placebo  group,  the  ergot  al- 
kaloid group  improved  significantly  with  respect  to  cog- 
nitive and  intellectual  capacity,  attitude  and  mood,  and 
physical  complaints.  Improvement  was  manifested  par- 
ticularly by  relief  of  such  symptoms  as  confusion,  de- 
pression, uncooperativeness,  fatigue,  anorexia,  and  diz- 
ziness. The  ergot  alkaloid  patients  also  became  mental- 
ly more  alert  and  had  greater  initiative. 

Banen5  treated  78  geriatric  patients  with  symptoms 
and  signs  of  cerebrovascular  insufficiency  with  either 
ergot  alkaloid  or  a placebo  in  a randomized,  double- 
blind manner  for  twelve  weeks.  Changes  in  the  pa- 
tients’ conditions  were  measured  in  three  areas:  atti- 

tude and  behavior,  cognitive  and  intellectual  ability, 
and  physical  complaints.  Analysis  of  the  data  revealed 
that  ergot  alkaloid  most  significantly  improved  items 
pertaining  to  the  patients’  attitude  and  behavior. 

Bazo6  carried  out  a trial  in  66  geriatric  patients  with 
various  complaints  of  the  aged  attributed  to  cerebral  ar- 
teriosclerosis with  cerebrovascular  insufficiency.  He 
stated  that  ergot  alkaloid  was  significantly  superior  to 
papaverine  in  relieving  impaired  mental  alertness,  con- 
fusion, irritability,  hostility,  emotional  lability,  depres- 
sive mood,  and  lack  of  motivation  in  geriatric  patients. 
The  greatest  benefits  of  ergot  alkaloid  therapy  seemed 
to  be  in  the  areas  of  intellectual  or  cognitive  function. 

A case  report  appeared  where  treatment  with  ergot  al- 
kaloid resulted  in  dramatic  improvement  in  a patient 
with  confirmed  presenile  brain  atrophy  (Alzheimer’s 
disease).7  However,  a recent  Medical  Letter  review  of 
ergot  alkaloid  concluded  that  there  is  no  convincing  evi- 
dence that  the  agent  has  any  value  in  treatment  of  cere- 
bral arteriosclerosis  or  senile  behavior.8 

In  conclusion,  it  appears  that  ergot  alkaloid  has 
shown  some  beneficial  effects,  at  least  on  a short-term 
basis,  in  treating  certain  selected  symptoms  in  elderly 
patients. 

1.  Sublingual  drugs  containing  hydrogenated  ergot  alka- 
loids, Fed.  Register  39:  28310  (Aug.  6)  1974. 

2.  Rosen,  H.  J.:  Chronic  cerebrovascular  insufficiency  in 

the  elderly,  J.  M.  Soc.  New  Jersey  69:  445  (May)  1972. 

3.  Roubicek,  J.,  and  Geiger,  C.:  An  ergot  alkaloid  prepara- 
tion (Hydergine)  in  geriatric  therapy,  J.  Am.  Geriatrics  Soc.  20: 
222  (May)  1972. 

4.  Jennings,  W.  G.:  An  ergot  alkaloid  preparation  (Hyder- 

gine) versus  placebo  for  treatment  of  symptoms  of  cerebrovas- 
cular insufficiency:  double-bind  study,  ibid.  22:  407  (Aug.) 

1972. 

5.  Banen,  D.  M.:  An  ergot,  preparation  (Hydergine)  for  re-  j 

lief  of  symptoms  of  cerebrovascular  insufficiency,  ibid,  20:  22 
(Jan.)  1972.  « 

6.  Bazo,  A.  J.:  An  ergot  alkaloid  preparation  (Hydergine) 
versus  papaverine  in  treating  common  complaints  of  the  aged: 
double-blind  study,  ibid.  21:  63  (Feb.)  1973. 

7.  Burian,  E.:  An  ergot  alkaloid  preparation  (Hydergine) 

in  the  treatment  of  presenile  brain  atrophy  (Alzheimer’s  dis- 
ease ):  case  report,  ibid.  22:  126  (Mar.)  1974. 

8.  Hydergine  for  cerebral  arteriosclerosis,  M.  Letter  16:  21 
(Mar.  1)  1974). 
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Do  you  have  any  information  concerning  the  use  of 
propranolol  in  the  treatment  of  migraine  headache? 

Propranolol  (Inderal)  a drug  currently  indicated  in 
the  treatment  of  angina  pectoris  due  to  coronary  athero- 
sclerosis, cardiac  arrhythmias,  hypertrophic  subaortic 
stenosis,  and  pheochromocytoma,  has  been  observed  in 
some  patients  to  relieve  coexisting  migraine. 

In  a double-blind  study  testing  90  mg.  of  propranolol 
daily  against  a placebo  for  the  prevention  of  migraine, 
over  75  per  cent  of  the  patients  showed  a good  to  excel- 
lent response.1  Weber-  reported  that  79  per  cent  of  the 
patients  taking  propranolol  obtained  greater  than  50  per 
cent  reduction  in  both  frequency  and  severity  of  mi- 
graine regardless  of  age,  sex,  or  migraine  subtype. 

Ludvigsson3  studied  32  children  between  the  ages  of 
seven  and  sixteen  who  suffered  from  migraine.  Of  the 
28  patients  who  completed  the  study,  20  were  complete- 
ly free  from  headache  while  on  propranolol,  3 showed 
good  improvement,  and  3 showed  modest  improvement. 
This  author  stated  that  propranolol  caused  no  serious 
side-effects  if  patients  with  heart  decompensation,  asth- 
ma, or  atrioventricular  block  were  excluded  from  the 
treatment. 

However,  Blank  and  Rieder4  suggested  caution  in  the 
nondiscriminative  use  of  propranolol  in  patients  with 
migraine.  They  reported  the  case  of  a forty-vear-old 
patient  who  received  60  mg.  of  propranolol  daily  for  car- 
diac symptoms  and  developed  severe  exacerbation  of 
migraine  attacks  which  were  refractory  to  ergot  prepara- 
tions. 

The  precise  rational  for  propranolol’s  use  in  migraine 
has  not  been  fully  developed.  Propranolol  does  block 
vasodilator  receptors  in  adrenergically  innervated  ves- 
sels.2’3 It  also  inhibits  glycogenolysis  and  glycolysis.  A 
result  of  this  latter  effect  would  be  the  removal  of  a met- 
abolic vasodilator  influence  on  cerebral  vessels  at  the 
tissue  level.3 

In  conclusion,  our  search  indicated  that  propranolol 
may  be  an  effective  adjunct  in  the  treatment  of  mi- 
graine, but  additional  well-controlled  studies  are  needed 
to  corroborate  this  fact. 

1.  Pace,  J.:  Prophylaxis  of  migraine  using  propranolol, 

West.  J.  Med.  118:  42  (June)  1973. 

2.  W’eber,  R.:  Rational  treatment  of  migraine.  South.  M.  J. 
65:  737  (June)  1972. 


Antacids  vs  placebos 
in  peptic  ulcer  therapy 

The  relative  efficacy  of  antacids  and  placebos  in  pain 
relief  and  healing  rate  in  peptic  ulcer  was  evaluated  in  a 
double-blind  controlled  outpatient  study  (Hollander, 
D.,  and  Harlan,  J.:  Antacids  vs.  placebos  in  peptic  ulcer 
therapy,  J.A.M.A.  226:  1181  [Dec.  3]  1973).  The  pa- 


3. Ludvigsson,  J.:  Propranolol  in  the  treatment  of  mi- 

graine in  children,  Lancet  2:  799  (Oct.  6)  1973. 

4.  Blank,  N.,  and  Rieder,  M.:  Paradoxical  response  to  pro- 
pranolol in  migraine,  ibid.  2: 1336  (Dec.  8)  1973. 

Up  until  what  age  should  oral  fluorides,  in  tablets  or 
drops,  be  taken  to  prevent  dental  caries? 

When  a child’s  source  of  drinking  water  contains  less 
than  optimal  fluoride,  tablets  or  drops  containing  sodi- 
um fluoride  are  an  appropriate  means  of  supplying  fluo- 
ride to  substantially  reduce  the  incidence  of  dental  car- 
ies. For  maximal  benefit,  fluoride  should  be  available 
during  the  entire  period  of  enamel  development,  that  is, 
from  before  birth  until  eight  or  ten  years  of  age.  With 
the  exception  of  the  third  molars,  calcification  of  the 
teeth  is  virtually  completed  by  the  age  of  ten.  Caries 
resistance  induced  by  fluoride  administration  during  the 
development  period  would  appear  to  persist  throughout 
life.  Specifically  the  AM  A Drug  Evaluations'  recom- 
mends oral  fluoride  supplementation  from  infancy 
through  age  twelve  to  fourteen,  and  Medical  Letter 2 
recommends  supplements  from  infancy  through  age 
eighteen. 

1.  AMA  Drug  Evaluations,  2nd  ed.,  Acton,  Massachusetts, 
Publishing  Sciences  Group,  Inc.,  1973,  p.  905. 

2.  Fluoride  for  prevention  of  dental  caries,  M.  Letter  13:  54 
(June  21)  1974. 
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tients  were  seen  over  a period  of  two  years  at  an  air  force 
hospital  and  studied  individually  for  thirty  days.  Of 
the  66  patients  finally  evaluated,  16  were  treated  for 
gastric  ulcer  and  50  for  duodenal  ulcer.  In  the  gastric 
ulcer  group,  antacids  appeared  to  have  a statistically 
significant  advantage,  but  results  were  equivocal  in  the 
duodenal  ulcer  group.  There  was  a trend  in  favor  of 
antacids  in  the  latter  both  in  healing  and  pain  relief,  but 
the  difference  was  not  significant  statistically. 
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Obituaries 


Robert  Charles  Bak,  M.D.,  of  New  York  City,  died  on 
September  14  at  the  age  of  sixty-five.  Dr.  Bak  received 
his  medical  degree  from  the  University  of  Budapest  in 
1933.  He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychoanalytic  Association  and  the  Amer- 
ican Psychiatric  Association. 

Harold  W.  Bales,  M.D.,  of  Rochester,  died  on  August  5 
at  the  age  of  forty-eight.  Dr.  Bales  graduated  in  1952 
from  the  University  of  Rochester  School  of  Medicine 
and  Dentistry.  He  was  a senior  associate  plastic  sur- 
geon at  Strong  Memorial  Hospital,  an  attending  plastic 
surgeon  at  Highland  Hospital  of  Rochester,  and  a con- 
sulting plastic  surgeon  at  Veterans  Administration  Hos- 
pital (Batavia).  Dr.  Bales  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Diplomate  of  the  Ameri- 
can Board  of  Plastic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  So- 
ciety of  Plastic  and  Reconstructive  Surgery,  the  Roches- 
ter Academy  of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jerome  David  Blumberg,  M.D.,  of  New  Hyde  Park, 
died  on  August  24  at  the  age  of  fifty-four.  Dr. 
Blumberg  graduated  in  1944  from  New  York  Medical 
College.  He  was  a staff  obstetrician  and  gynecologist  at 
Long  Island  Jewish-Hillside  Medical  Center  and  an  at- 
tending obstetrician  and  gynecologist  at  North  Shore 
Hospital.  Dr.  Blumberg  was  a Diplomate  of  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists, 
and  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Morris  Brooks,  M.D.,  of  Brooklyn,  died  on  August  18 
at  the  age  of  eighty-two.  Dr.  Brooks  graduated  in  1917 
from  Long  Island  College  Hospital.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  D.  Burlington,  M.D.,  of  Aurora,  died  on  August 
20  at  the  age  of  eighty-one.  Dr.  Burlington  graduated 
in  1919  from  Syracuse  University  College  of  Medicine. 
He  was  a member  of  the  Cayuga  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Otto  Anthony  Carabba,  M.D.,  of  Brooklyn,  died  on 
March  25  at  the  age  of  seventy-three.  Dr.  Carabba 
graduated  in  1925  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  an  associate  attending 
physician  at  Bay  Ridge  Hospital.  Dr.  Carabba  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 


the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Levere  M.  Chaney,  M.D.,  of  New  York  City,  died  on 
August  10  at  the  age  of  seventy-three.  Dr.  Chaney 
graduated  in  1928  from  Howard  University  College  of 
Medicine.  He  was  an  assistant  attending  physician  at 
Harlem  Hospital  Center.  Dr.  Chaney  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Paul  Chodack,  M.D.,  of  Brooklyn,  died  on  August  25  at 
the  age  of  seventy-six.  Dr.  Chodack  graduated  in  1925 
from  Northwestern  University  Medical  School.  He  was 
a consulting  physician  in  internal  medicine  at  Maimon- 
ides  Hospital  of  Brooklyn.  Dr.  Chodack  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine,  a Fel- 
low of  the  American  College  of  Angiology,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  Pan  American  Medical  Association,  the  New  York 
State  Society  of  Internal  Medicine,  the  New  York  State 
Society  of  Medical  Research,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jack  E.  Clare,  M.D.,  of  New  York  City,  died  on  August 
7 at  the  age  of  fifty-seven.  Dr.  Clare  graduated  in  1944 
from  Chicago  Medical  School.  He  was  a member  of  the 
American  Psychiatric  Association,  the  American  Acade- 
my of  Psychoanalysis,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Gilbert  Arden  Clark,  M.D.,  of  Troy,  died  on  March  24 
at  the  age  of  seventy.  Dr.  Clark  graduated  in  1929  from 
Albany  Medical  College.  He  was  a consulting  surgeon 
at  Samaritan  Hospital.  Dr.  Clark  was  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the  Rensse- 
laer County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  A.  R.  Connor,  M.D.,  of  New  York  City,  died 
on  September  8 at  the  age  of  sixty-nine.  Dr.  Connor 
graduated  in  1931  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a consulting  physician  in 
medicine  at  Lenox  Hill  Hospital,  director  and  attending 
physician  in  cardiovascular  disease  at  St.  Clare’s  Hospi- 
tal, a consulting  cardiologist  at  Misericordia  Hospital, 
an  associate  in  medicine  at  University  Hospital,  and  a 
consulting  physician  in  cardiovascular  disease  at  Yonk- 
ers General  Hospital.  Dr.  Connor  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  (Cardiovascu- 
lar Diseases),  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  New  York  Academy  of  Med- 
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icine,  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Morris  Lionel  Drazin,  M.IX,  of  Orlando,  Florida,  for- 
merly of  Maspeth,  died  on  August  16  at  the  age  of  sev- 
enty-six. Dr.  Drazin  graduated  in  1927  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Milton  Darwin  Feltenstein,  M.D.,  of  Berkley  Heights, 
New  Jersey,  formerly  of  New  York  City,  died  on  Sep- 
tember 1 at  the  age  of  seventy-three.  Dr.  Feltenstein 
graduated  in  1931  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  associate  physi- 
cian in  metabolic  disease  (off  service)  at  Beth  Israel 
Medical  Center.  Dr.  Feltenstein  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Israel  Simon  Freiman,  M.D.,  of  New  York  City  and 
Brooklyn,  died  on  August  28  at  the  age  of  sixty-seven. 
Dr.  Freiman  graduated  in  1931  from  Long  Island  Col- 
lege of  Medicine.  He  was  an  associate  attending  neurol- 
ogist at  University  Hospital,  an  associate  (off  service) 
neurologist  at  The  Mount  Sinai  Hospital,  and  physician 
in  charge  of  neurology  at  Goldwater  Memorial  Hospital. 
Dr.  Freiman  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  Association 
for  Research  in  Nervous  and  Mental  Disease,  the  Ameri- 
can Academy  of  Neurology,  the  American  Psychiatric 
Association,  the  New  York  Academy  of  Medicine,  the 
New  York  Neurological  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Fred  Glucksman,  M.D.,  of  Hewlett,  died  on  March  14 
at  the  age  of  eighty-one.  Dr.  Glucksman  graduated  in 
1915  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gerard  J.  Grassi,  M.D.,  of  Rochester,  died  on  July  5 at 
the  age  of  sixty-eight.  Dr.  Grassi  graduated  in  1931 
from  the  University  of  Rochester  School  of  Medicine 
and  Dentistry.  He  was  an  attending,  emeritus,  general 
practitioner  at  Rochester  General  Hospital.  Dr.  Grassi 
was  a member  of  the  American  Geriatrics  Society,  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Donald  Hader,  M.D.,  of  Far  Rockaway,  died  on  August 
21  at  the  age  of  forty.  Dr.  Hader  graduated  in  1963 
from  Howard  University  College  of  Medicine.  He  was  a 
junior  assistant  internist  at  Peninsula  General  Hospital. 
Dr.  Hader  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Association. 

Alvin  Russell  Harnes,  M.D.,  of  New  York  City,  died 
on  August  26  at  the  age  of  eighty.  Dr.  Harnes  gradu- 
ated in  1927  from  St.  Louis  University  School  of  Medi- 
cine. He  was  a member  of  the  New  York  Academy  of 
Medicine. 

Alvin  Hollander,  M.D.,  of  New  York  City,  died  on  Au- 
gust 12  at  the  age  of  sixty-two.  Dr.  Hollander  gradu- 
ated in  1950  from  State  University  of  New  York  Down- 
state  Medical  Center.  He  was  an  assistant  attending 
physician  at  Flower  and  Fifth  Avenue  and  Metropolitan 
Hospitals  and  an  emeritus  member  of  the  medical  staff 
at  Misericordia  Hospital  and  an  assistant  attending 
physician  at  Trafalgar  Hospital.  Dr.  Hollander  was  a 
member  of  the  New  York  Cardiological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Leo  Holzmann,  M.D.,  of  Brooklyn,  died  on  August  13 
at  the  age  of  sixty-three.  Dr.  Holzmann  received  his 
medical  degree  from  the  University  of  Vienna  in  1936. 
He  was  an  attending  anesthesiologist  at  Kings  County 
Hospital  Center  and  a consulting  anesthesiologist  at 
Maimonides  Hospital  of  Brooklyn,  and  Coney  Island  and 
Brooklyn  Veterans  Administration  Hospitals.  Dr. 
Holzmann  was  a Diplomate  of  the  American  Board  of 
Anesthesiology,  a Fellow  of  the  American  College  of  An- 
esthesiologists, and  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  New  York  State  Society  of 
Anesthesiologists,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Daniel  R.  Kaufman,  M.D.,  of  Flushing  and  Lake  Suc- 
cess, died  on  August  28  at  the  age  of  sixty-three.  Dr. 
Kaufman  graduated  in  1936  from  the  University  of  Ar- 
kansas School  of  Medicine.  He  was  a consulting  urolo- 
gist at  Queens  Hospital  Center  and  Flushing  Hospital 
and  Medical  Center,  chief  of  urology  at  Physicians  Hos- 
pital, and  an  attending  urologist  on  the  medical  staff  at 
Booth  Memorial  Hospital  as  well  as  an  attending  urolo- 
gist at  Creedmoor  State  Hospital.  Dr.  Kaufman  was  a 
Diplomate  of  the  American  Board  of  Urology,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of 
the  American  Urological  Association,  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Fred  William  Kehr,  M.D.,  of  Olean,  died  on  April  7 at 
the  age  of  sixty.  Dr.  Kehr  graduated  in  1943  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons. 
He  was  an  active  member  of  the  medical  staff  at  St. 
Francis  Hospital.  Dr.  Kehr  was  a Fellow  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists  and  a 
member  of  the  American  Academy  of  Family  Physi- 
cians, the  Cattaraugus  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Benjamin  I.  Klein,  M.D.,  of  Brooklyn,  died  on  July  18 
at  the  age  of  seventy-one.  Dr.  Klein  graduated  in  1927 
from  Boston'  University  School  of  Medicine.  He  was  a 
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member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Rudolfs  Fridrichs  Leja,  M.D.,  of  Utica,  died  on  De- 
cember 4,  1973.  Dr.  Leja  received  his  medical  degree 
from  the  University  of  Latvia  in  Riga  in  1938.  He  was  a 
consulting  psychiatrist  at  Marcy  State  Hospital.  Dr. 
Leja  was  a member  of  the  American  Psychiatric  Associa- 
tion. 

Samuel  Lempert,  M.D.,  of  Long  Island  City  and  Asto- 
ria, died  on  August  2 at  the  age  of  seventy-three.  Dr. 
Lempert  graduated  in  1930  from  Howard  University 
College  of  Medicine.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Asa  Liggett  Lincoln,  M.D.,  of  North  Salem,  died  on 
September  13  at  the  age  of  eighty-three.  Dr.  Lincoln 
graduated  in  1916  from  Johns  Hopkins  University 
School  of  Medicine.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Warren  Andrew  Linhart,  M.D.,  of  Huntington  Sta- 
tion, died  on  August  27  at  the  age  of  fifty-three.  Dr. 
Linhart  graduated  in  1950  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Mervyn  Joseph  Lobel,  M.D.,  of  New  York  City,  died 
on  September  6 at  the  age  of  sixty-nine.  Dr.  Lobel 
graduated  in  1934  from  Laval  University  Medical  Facul- 
ty. He  was  an  attending  otolaryngologist  at  Fordham 
Hospital.  Dr.  Lobel  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
American  Geriatrics  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Henry  Leon  Messutta,  M.D.,  of  Peekskill,  died  on  Au- 
gust 25  at  the  age  of  sixty-one.  Dr.  Messutta  received 
his  medical  degree  from  the  University  of  Leipzig  in 
1937.  He  was  an  attending  physician  at  Peekskill  Com- 
munity Hospital.  Dr.  Messutta  was  a member  of  the 
Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Alvah  Strong  Miller,  M.D.,  of  Naples,  died  on  January 
19.  Dr.  Miller  graduated  in  1912  from  Harvard  Univer- 
sity Medical  School.  He  was  a member  of  the  Roches- 
ter Academy  of  Medicine. 


Donald  Nathan,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 1 at  the  age  of  thirty-six.  Dr.  Nathan  graduated 
in  1964  from  State  University  of  New  York  Downstate 
Medical  Center.  He  was  an  assistant  attending  derma- 
tologist at  Beth  Israel  Medical  Center.  Dr.  Nathan  was 
a member  of  the  American  Academy  of  Dermatology, 
the  American  Public  Health  Association,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

James  Leonard  O’Leary,  M.D.,  of  Brooklyn,  died  on 
August  31  at  the  age  of  sixty-eight.  Dr.  O’Leary  gradu- 
ated in  1931  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  an  attending  obstetrician 
and  gynecologist  at  Methodist  Hospital  of  Brooklyn,  di- 
rector and  attending  obstetrician  and  gynecologist  at 
Midwood  Hospital,  and  a consulting  obstetrician  and 
gynecologist  at  Victory  Memorial,  Good  Samaritan 
(West  Islip)  Hospitals,  and  Brooklyn-Cumberland 
Medical  Center.  Dr.  O’Leary  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Orla  James  Park,  M.D.,  of  Hudson  Falls,  died  on  Feb- 
ruary 19  at  the  age  of  eighty-three.  Dr.  Park  graduated 
in  1916  from  Albany  Medical  College.  He  was  an  hon- 
orary ophthalmologist  at  Ellis  Hospital.  Dr.  Park  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology 
and  a member  of  the  Warren  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clarence  O.  Peterson,  Jr.,  M.D.,  of  Mount  Vernon, 
died  on  August  14  at  the  age  of  sixty-six.  Dr.  Peterson 
graduated  in  1931  from  Georgetown  University  School 
of  Medicine.  He  was  an  assistant  attending  physician 
at  Mount  Vernon  Hospital.  Dr.  Peterson  was  a member 
of  the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Richard  Rongetti,  M.D.,  of  New  York  City, 
died  on  August  26  at  the  age  of  sixty-five.  Dr.  Rongetti 
graduated  in  1933  from  Long  Island  College  of  Medi- 
cine. He  was  an  attending  surgeon  in  head  and  neck  at 
St.  Vincent’s  Hospital  and  Medical  Center,  an  honorary 
consulting  bronchoscopist  at  St.  Joseph’s  Hospital 
(Yonkers),  and  a consulting  otolaryngologist  at  St. 
John’s  Riverside  Hospital.  Dr.  Rongetti  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  the  American  Laryngological, 
Rhinological  and  Otological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Myron  Sagal,  M.D.,  of  Brooklyn,  died  on  August  30  at 
the  age  of  forty-four.  Dr.  Sagal  received  his  medical  de- 
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gree  from  the  University  of  Bern  in  1961.  He  was  an  as- 
sistant attending  ophthalmologist  at  Kingsbrook  Jewish 
Medical  Center.  Dr.  Sagal  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Charles  Henry  Sanford,  M.D.,  of  Palm  Beach  Shores, 
Florida,  formerly  of  Hartsdale,  died  on  August  17  at  the 
age  of  ninety-three.  Dr.  Sanford  graduated  in  1910 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  had  been  a consulting  anesthesiologist  at 
Lenox  Hill  Hospital.  Dr.  Sanford  was  a Diplomate  of 
the  American  Board  of  Anesthesiology,  a Fellow  of  the 
American  College  of  Anesthesiologists,  and  a member  of 
the  American  Society  of  Anesthesiologists,  Inc.,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

David  Sashin,  M.D.,  of  Roslyn  Heights,  died  on  Sep- 
tember 11  at  the  age  of  seventy-four.  Dr.  Sashin  gradu- 
ated in  1926  from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  a consulting  orthopedic  surgeon  at  the  Hospital  for 
Joint  Diseases,  an  orthopedic  surgeon  at  Fordham  Hos- 
pital, and  an  off  service  orthopedic  surgeon  of  Long 
Island  Jewish-Hillside  Medical  Center.  Dr.  Sashin  was 
a Diplomate  of  the  American  Board  of  Orthopedic  Sur- 
gery, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  American  Rheumatism  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Sol  S.  Schifrin,  M.D.,  of  Fort  Lauderdale,  Florida,  for- 
merly of  The  Bronx  and  New  Rochelle,  died  on  July  25 
at  the  age  of  sixty-seven.  Dr.  Schifrin  graduated  in 
1930  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  a 
Fellow  of  the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of 
the  American  Fertility  Society,  the  New  York  Academy 
of  Medicine,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Martin  Morris  Shir,  M.D.,  of  New  York  City,  died  on 
August  2 at  the  age  of  seventy-seven.  Dr.  Shir  gradu- 
ated in  1921  from  Harvard  University  Medical  School. 
He  was  a consulting  obstetrician  and  gynecologist  at 
Jewish  Hospital  of  Brooklyn.  Dr.  Shir  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons  and  a Fel- 
low of  the  American  College  of  Obstetricians  and  Gyne- 
cologists. 

George  Kdward  Snider,  Jr.,  M.D.,  of  Mattituck,  died 
on  April  15.  Dr.  Snider  graduated  in  1935  from  Boston 
University  School  of  Medicine.  He  was  an  attending 
surgeon  at  St.  Clare’s  Hospital. 

Isadore  Wolfe  Stillman,  M.D.,  of  Bayside  and  Flush- 
ing, died  on  September  1 1 at  the  age  of  seventy-five. 
Dr.  Stillman  graduated  in  1925  from  the  University  of 
Toronto  Faculty  of  Medicine.  He  was  an  associate  at- 
tending psychiatrist  at  Brunswick  Hospital  Center.  Dr. 
Stillman  was  a member  of  the  Academy  of  Psychoso- 
matic Medicine,  the  American  Psychiatric  Association, 
the  American  Geriatrics  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Catherine  S.  Verbitsky,  M.D.,  of  Staten  Island,  died 
on  January  25.  Dr.  Verbitsky  received  her  medical  de- 
gree from  the  University  of  Odessa  in  1916. 

William  Weiner,  M.D.,  of  Hempstead,  died  on  July  27 
at  the  age  of  eighty.  Dr.  Weiner  received  his  medical 
degree  from  the  University  of  Freiburg  in  1920.  He  was 
a member  of  the  American  Geriatrics  Society,  the  Nas- 
sau County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Lewis  H.  Wright,  M.D.,  of  Great  Neck,  died  on  August 
20  at  the  age  of  eighty.  Dr.  Wright  graduated  in  1925 
from  the  Medical  College  of  Georgia.  He  was  a consult- 
ing anesthesiologist  at  Nassau  County  Medical  Center, 
United  States  Naval  Hospital  at  St.  Albans,  and  at  Good 
Samaritan  Hospital.  Dr.  Wright  was  a Diplomate  of  the 
American  Board  of  Anesthesiology,  a Fellow  of  the 
American  College  of  Anesthesiologists,  and  a member  of 
the  American  Society  of  Anesthesiologists,  Inc.,  the  Pan 
American  Medical  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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Statement  of  the  AMA  delegation  to  the 
People’s  Republic  of  China 

The  American  Medical  Association  delegation  entered 
the  People’s  Republic  of  China  on  July  9 and  departed 
on  July  30,  1974.  Medical  disciplines  represented  in- 
cluded surgery,  internal  medicine,  urology,  anesthesiolo- 
gy, pathology,  pediatrics,  family  practice,  and  adminis- 
trative medicine.  In  the  course  of  visiting  eight  major 
cities,  a number  of  rural  medical  installations,  and  a 
wide  assortment  of  hospitals,  sanatorial  and  special  fa- 
cilities, observations  were  made  on  a fairly  wide  spec- 
trum of  Chinese  medicine.  There  was  an  obvious  em- 
phasis by  our  host  on  the  role  of  traditional  Chinese 
medicine,  which  includes  acupuncture,  cupping,  moxi- 
bustion,  and  herbal  medicine  in  the  treatment  of  a wide 
range  of  disorders,  and,  even  more  specifically,  on  acu- 
puncture as  a substitute  for,  or  adjunct  to,  surgical  anes- 
thesia or  analgesia.  American  interest  in  Chinese  medi- 
cine rather  clearly  focuses  on  these  same  subjects,  and 
acupuncture  analgesia  is  especially  controversial. 

This  commentary  is  restricted  to  observations  on  acu- 
puncture and  traditional  Chinese  medicine.  It  does  not 
deal  with  the  outstanding  work  being  done  by  the  Chi- 
nese in  replantation  of  severed  arms,  legs,  hands,  feet, 
fingers,  and  toes.  It  does  not  report  on  the  striking  ac- 
complishments in  burn  management,  nor  upon  challeng- 
ing concepts  in  fracture  treatment.  Most  importantly, 
it  does  not  analyze  the  progress  being  made  by  the  Chi- 
nese in  the  eradication  of  venereal  disease  and  the  con- 
trol of  the  many  other  public  health  hazards  which  were 
a massive  national  disability  as  recently  as  three  dec- 
ades ago.  These  extremely  important  elements  should 
not  be  overshadowed  by  a strict  focus  on  acupuncture. 
They  will  be  discussed  in  other  commentaries. 

Straightforward  evaluation  of  present  Chinese  medi- 
cal practice  by  present  day  Western  scientific  medical 
standards  is  difficult  at  best.  Although  “traditional 
Chinese  medicine”  has,  in  the  past,  been  officially 
frowned  upon  by  the  Chinese  imperial  medical  board, 
and  was  banned  by  the  Kuomintang  in  1929,  this  stand 
has  been  reversed,  practically  and  ideologically.  Chair- 
man Mao  has  issued  a call  for  a combination  of  Western 
and  traditional  Chinese  medicine.  True  Western  scien- 
tific medicine  is  no  longer  being  taught  in  the  abridged 
curriculum  of  the  new  medical  schools,  and  there  is  little 
effort  to  evaluate  the  newly  authorized  blend  of  thera- 
peutic techniques  and  materials  by  strictly  Western 
standards.  The  scientist  is  likely  to  be  frustrated  by  the 
Chinese  assertion  that  treatment  is  not  directed  at  the 
disease;  it  is  directed  at  the  patient.  This  mandates  in- 
dividually-tailored prescriptions  including  all  manner  of 
animal,  vegetable  and  mineral  products  as  well  as  vast 
differences  in  the  size,  shape,  placement  and  stimulation 
of  acupuncture  needles,  and  a general  dismissal  of  any 
attempt  to  control  variables  for  purposes  of  evaluation 
of  results. 

Therapeutic  acupuncture,  of  course,  is  thousands  of 
years  old.  Today  there  is  a bewildering  lack  of  unifor- 
mity in  acupuncture  practice.  In  the  schools  of  medi- 
cine there  are  acknowledged  acupuncturists,  but  essen- 
tially all  of  the  1.2  million  “barefoot  doctors”  also  use 
acupuncture  and  teach  worker,  peasant,  and  soldier 
families  to  use  it  on  one  another.  There  is  no  possibility 
of  measuring  competence  in  acupuncture.  Our  observa- 
tions would  suggest  that  with  that  preponderance  of 
self-limited  patient  problems  which  will  generally  re- 


spond to  all  manner  of  substitutes  for  scientific  medical 
care,  acupuncture  and  traditional  medical  measures  will 
be  equally  successful.  Recognizing  that  much  of  our 
modern  pharmacopoeia  has  derived  from  past  empiri- 
cism, it  seems  highly  unlikely  that  traditional  Chinese 
medicine  may  contribute  additional  therapeutic  agents 
of  importance.  Evaluation  should  be  encouraged  under 
controlled  circumstances.  There  is  an  undoubted  ad- 
vantage when  traditional  Chinese  medicine  is  used  in  a 
population  steeped  in  these  traditions,  ideologically  sat- 
urated with  them,  and  inherently  confident  in  them. 
The  virtues  of  traditional  Chinese  medicine  would  ap- 
pear to  be  exportable  to  a very  limited  degree. 

Acupuncture  anesthesia  is  misnamed.  Not  even  the 
Chinese  represent  it  to  be  anesthesia.  It  is  more  prop- 
erly analgesia,  or  still  more  accurately  “hypalgesia” — a 
reduced  perception  of  pain.  It  is  used  in  only  a small 
percentage  of  total  surgical  cases  by  the  Chinese — per- 
haps as  much  as  15%  of  all  major  surgery.  In  many 
types  of  surgery  it  is  not  used  except  experimentally.  It 
is  coupled  with  standard  agencies  of  Western  medicine, 
such  as  the  pre-operative  sedatives  and  narcotics,  and 
infiltration  of  local  anesthetic  agents  into  lines  of  inci- 
sion or  critical  areas  such  as  the  bronchi  prior  to  tran- 
section. Ideally,  acupuncture  analgesia  involves  a peri- 
od of  patient  pre-conditioning  by  the  anesthetist.  This 
has  been  likened  to  hypnosis  but  it  should  probably  not 
be  confused  with  that  still  incompletely  understood 
modality  for  pain  control. 

Some  patients  tolerate  major  surgery  exceedingly  well 
under  acupunture,  alone  or  with  minimal  adjuvant  mea- 
sures. Many  other  patients  manifest  significant  dis- 
comfort. There  is,  in  general,  little  muscle  relaxation. 
For  a substantial  number  of  patients  the  technique  will 
not  work.  In  the  opinion  of  the  three  Western  trained 
surgeons  and  one  anesthesiologist  who  are  members  of 
our  delegation  it  seems  unlikely  that  acupuncture  anal- 
gesia will  be  widely  accepted  by  Western  patients  who 
tend  to  have  relatively  lower  pain  thresholds  than  do 
their  stoic  Oriental  brethren.  It  also  seems  that  West- 
ern surgeons  will  demand  quieter,  more  relaxed  pa- 
tients. 

One  element  of  Chinese  enthusiasm  for  acupuncture 
analgesia  is  the  absence  or  minimal  occurrence  of  com- 
plications such  as  cardiac  arrest,  vomiting  with  aspira- 
tion, or  post-operative  ileus.  Although  authenticating 
statistical  information  is  not  readily  available  this  in- 
vites serious  attention  and  further  investigation. 

Conclusions.  1 — It  is  the  uniform  opinion  of  the 
delegation  that  acupuncture  analgesia  merits  controlled 
experimental  study.  There  is  a need  for  continuing  ef- 
forts to  understand  the  nature  of  the  acupuncture  ef- 
fect. Clinical  studies  of  the  applicability  of  acupunc- 
ture are  undoubtedly  in  order  and  may  perhaps  best  be 
carried  out  through  cooperative  ventures  between  ac- 
complished Chinese  practitioners  of  the  art  and  licensed 
American  physicians,  dentists,  and  research  scientists. 

2— It  is  the  conviction  of  the  delegation  that  acupunc- 
ture therapy  should  be  regarded  as  the  practice  of  medi- 
cine in  an  experimental  phase,  permissible  only  in  quali- 
fied investigational  settings.  Every  effort  should  be 
made  to  guard  against  the  conversion  of  acupuncture 
into  a new  kind  of  quackery  in  the  Western  world.  In 
China,  acupuncture  is  not  practiced  for  money.  In  our 
Western  society,  it  should  not  become  a technique  for 
exploitation  of  the  public. 
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[Blowing  the  whistle 
on  the  $2  billion 
health  boondoggle. 


ad  diets,  fountains  of  youth,  sex  rejuvenators,  worthless 
incer  and  arthritis  “cures,”  unscientific  cults— every 
?ar  Americans  waste  at  least  $2  billion  on  such 
audulent  and  often  dangerous  health  products  and 
ractices. 

Who  blows  the  whistle  on  them?  Who  helps  expose  them 
) the  public?  Often,  it’s  the  AMA.  The  AMA  is  the 
rgest  collector  and  disseminator  of  information  on 
faith  frauds  in  this  country,  serving  as  the  clearing- 
ouse  of  such  information  for  federal,  state  and  municipal 
gencies  and  the  public.  It  also  provides  regulatory  and 
w enforcement  agencies  with  documentation  of,  such 
auds  for  use  in  prosecution. 

Physicians  often  ask  what  the  AMA  does.  Protecting 
mericans  from  health  frauds  is  just  one  of  its  many 
ftivities  — all  made  possible  by  the  physicians  who 
ipport  the  AMA  through  their  membership.  Find  out 
ore  about  the  AMA  and  how  it  serves  the  public 
id  the  profession.  Just  send  in  the  completed  coupon. 
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Abstracts  in  Interlingua 


Lomanto,  C.,  Ibrahim,  S.,  Dombrowiecki,  A.,  Nigrel- 
li,  R.  F.,  e Ruggieri,  G.  D.:  Crabbas  in  “ferjo  de  caval- 
lo,”  endotoxemia  e hepatitis  post-anesthesic,  New  York 
State  J.  Med.  74:  2145  (Novembre)  1974. 

Le  diagnose  de  hepatitis  in  le  periodo  post-operatori 
es  frequentemente  difficile.  Le  authores  suggiere  que  le 
uso  del  test  con  le  lysato  del  Limulus,  que  es  rapide, 
simple  e sensibile,  pote  servir  como  un  adjuta  diag- 
nostic. 

Zinsser,  H.  H.,  Dreyfus,  J.  C.,  Doeneke,  A.,  Seneca, 
H.,  Peer,  P.,  Wister,  C.,  Suri,  E.,  Mathers,  J.,  e Nu- 
gent, E.:  Efficacia  medicamentose;  studio  comparative 
ab  computator  in  infectiones  urinari  chronic,  New  York 
State  J.  Med.  74:  2151  (Novembre)  1974. 

Iste  reporto  include  un  studio  in  progresso  supra  le 
natura  e curso  del  infectiones  urinari  chronic  in  un  pro- 
gramma  prospective.  Intervallos  specific  esseva  esta- 
blite  includente  un  medication  determinate  e un  periodo 
de  tempore;  le  patientes  esseva  distribuite  in  gruppos 
pro  le  computator.  Perturbatemente,  in  un  studio  pre- 
vie, le  patientes  con  le  minus  symptomas  habeva  le  pejor 
prognose.  In  iste  studio  con  intervallos  normal  de  ob- 
servation omne  patientes  recipeva  un  attention  medic 
uniforme  e rasonabile,  sin  consideration  al  symptomas. 
Le  criterio  per  le  evalutation  del  efficacia  de  medicam- 
entos  specific  esseva  derivate  del  characteristicas  del  pa- 
tientes que  superviveva  plus  que  18  menses  in  iste  stu- 
dio. Le  characteristicas  pro  un  prognose  grave  esseva 
derivate  de  episodios  del  patientes  in  que  illos  moreva 
plus  tarde  de  insufficientia  renal  durante  le  curso  de  iste 
studio. 

Schmerler,  A.,  e Abramowicz,  M.:  Asthma  infantil  in 
The  Bronx,  New  York  State  J.  Med.  74:  2166  (Novem- 
bre) 1974. 

Le  numero  de  pueros  admittite  in  Le  Bronx  Munici- 
pal Hospital,  Centro  per  Asthma,  esseva  elevate  inter 
1962  e 1972  de  15  in  1962-1963  a 228  in  1971-1972,  o sia, 
de  0.6  a 9 pro  cento  del  total  de  hospitalisationes.  Le 
distribution  per  etate  del  pueros  hospitalisate  per  asth- 
ma non  variava  in  un  periodo  de  10  annos.  Le  pueros 
asthmatic  examinate  in  le  sala  de  emergentia  esseva 
comparate  con  le  controllos:  habeva  un  predominantia 
de  homines,  e non  habeva  differentias  in  le  composition 
ethnic,  le  grandor  del  familia,  e le  stato  socioeconomic. 

Randall,  S.  R.,  e Tseng,  P .:  Morbo  streptococcal, 

Gruppo  B,  in  neonatos  e infantes,  New  York  State  J. 
Med  74:  2169  (Novembre)  1974. 

Vinti-duo  (22)  casos  de  morbo  streptococcal,  Gruppo 
B (MSGB),  de  minus  que  21  menses  de  etate  esseva  ob- 
servate  durante  un  periodo  de  40  menses  in  un  Centro 
Medic  del  Citate  de  Nove  York.  Dece-duo  (12)  casos 
esseva  intra  le  prime  tres  dies  de  vita  e esseva  relation- 
ate  con  le  presentia  del  microorganismo  in  le  secretion 


vaginal  materne  (stato  de  portador).  Le  symptomas 
respiratori  esseva  predominante,  e le  50  pro  cento  del 
neonatos  moreva.  In  le  autopsias,  bronchopneumonia 
esseva  trovate  in  omne  casos  e meningitis  in  le  medie  (50 
pro  cento)  del  casos.  Dece  (10)  casos  de  initiation  tar- 
dive esseva  observate  inter  2 e 21  septimanas  de  etate. 
In  contraste  con  le  casos  temprane,  non  habeva  mortali- 
tate  in  iste  gruppo  de  infantes.  Nonobstante,  le  recur- 
rentia  del  MSGB  pote  esser  un  characteristica  in  iste  se- 
cundo  gruppo  de  patientes.  Iste  es  le  prime  reporto  de 
un  episodio  epidemic  de  MSGB  in  iste  area  geographic. 

Smolev,  J.  K.,  Merrin,  C.  E.,  Surgalla,  M.  J.,  Moore, 
R.  H.,  e Murphy,  G.  P .:  Patientes  con  renes  transplan- 
tate;  significantia  del  infectiones  bacterial,  New  York 
State  J.  Med.  74:2175  (Novembre)  1974. 

Iste  studio  es  un  analyse  prospective  de  omne  infec- 
tiones bacterial  (non  viral)  disveloppate  in  38  allograffos 
renal  in  le  Institute  Roswell  Park  Memorial  (IRPM). 
Iste  infectiones  ha  essite  separate  in  pulmonari  preoper- 
ative, urinari  e de  altere  sites  (anastomosis  arterio-ven- 
ose,  ferita  del  nephrectomia).  Le  influentia  del  nivello 
del  immunoglobulina,  le  tractamento  preoperatori  del 
infection,  le  morbo  renal  subjacente,  le  fonte  donante 
renal  e altere  factores  ha  essite  analysate  con  respecto  a 
le  factores  associate  al  infectiones  postoperatori  in  le 
transplante  renal.  Le  infection  contribute  significa- 
tivemente  al  morbiditate  e mortalitate  postoperatori  in 
iste  gruppo  de  patientes  con  transplantes  renal.  Non 
habeva  correlation  inter  le  nivellos  pre  o postoperatori 
del  immunoglobulina  e le  disveloppamento  de  infec- 
tiones. Frequentemente,  le  tractamento  del  infection 
preoperatori  conduce  al  disveloppamento  de  microor- 
ganismos  de  virulentia  augmentate  in  le  sites  de  infec- 
tiones postoperatori.  Le  infectiones  staphylococcal  es- 
seva un  problema  considerabile,  e le  tractamento  anti- 
staphylococcal  prophylactic  es  recommendate.  Omme 
patientes  con  transplante  renal  in  iste  serie  e que  disvel- 
oppate infectiones  depost  le  tractamento  del  crisis  de  re- 
jection del  graffo,  supervivite;  58  pro  cento  del  patientes 
que  disveloppate  infectiones  precedente  al  periodo  de 
rejection  habeva  un  curso  fatal. 

Chalon,  J.:  Cambios  del  cytologia  tracheobronchial 

observate  durante  le  anesthesia,  New  York  State  J. 
Med.  74:  2185  (Novembre)  1974. 

Le  lavages  tracheobronchial  esseva  studiate  in  4,573 
patientes  que  recipeva  anesthesia  general  endotracheal. 
Le  sequente  phenomena  esseva  discoperite:  (1)  cam- 

bios  cytomorphologic  significative  occurreva  in  le  epi- 
thelium del  patientes  que  inhalava  gases  anesthesic  sec 
per  plus  que  1 hora,  (2)  le  epithelium  tracheobronchial 
suffreva  variations  del  morphologia  que  pareva  al  cam- 
bios  trovate  in  le  endometrium  durante  le  cyclo  men- 
strual, (3)  augmento  del  numero  de  cellulas  epithelial 
ciliate  e multinucleate  e etiam  un  grado  major  de  mul-; 

continued  on  page  2287 
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authorized  practitioner  for  the  examination  or  treat- 
ment of  the  person  or  patient  for  whom  the  prescription 
was  issued  and  representatives  of  governmental  agencies 
charged  with  enforcing  drug  control  laws  or  with  the 
duty  of  detecting  or  prosecuting  crime.  The  patient, 
however,  may  authorize  the  examination  of  his  own  pre- 
scription or  record  by  signing  a written  consent. 


ma  of  the  head  of  the  pancreas  and  for  periampullary 
tumors  generally  resulted  in  a shorter  life  span  and  infe- 
rior palliation.  An  exception  was  the  occasional  patient 
with  polypoid  periampullary  carcinoma. 

The  method  of  treatment  of  pancreatic  cancer  at 
Roswell  Park  Memorial  Institute  emphasizes  an  aggres- 
sive and  individualized  approach  to  each  patient.  This 
attitude  has  a favorable  effect  on  the  accuracy  of  preop- 
erative diagnosis  of  the  extent  of  disease,  and  on  the 
outcome  of  the  resultant  therapy. 


. 
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Pancreatoduodenal  resection 
versus  palliative  bypasses 
in  similar  patients? 


Trust  fund  set  up  by  U.S.  to  settle 
malpractice  suit  will  revert  to  U.S. 


i The  management  of  patients  with  carcinoma  of  the 
pancreas  or  the  periampullary  region  is  poorly  standard- 

: ized  and  require  congruity  report  Harold  O.  Douglass, 
Jr.,  M.D.,  and  E.  Douglas  Holyoke,  M.D.,  Department  of 

, Surgery  at  Roswell  Park  Memorial  Institute,  the  New 
York  State  Department  of  Health  cancer  research  and 
treatment  center  in  Buffalo,  New  York. 

A study  of  170  patients  with  confirmed  carcinoma  of 
the  pancreas  and  periampullary  region  referred  to 
Roswell  Park  Memorial  Institute  between  1960  and  1970 
indicated  the  choice  of  initial  operation  performed  for 
malignant  obstruction  is  most  important  in  curing  this 
4 disease.  ' 

Initial  pancreatoduodenal  resection  was  performed  as 
the  primary  treatment  on  approximately  one  third  of  all 
.he  previously  untreated  patients  with  pancreatic  cancer 
•eferred  to  Roswell  Park.  This  procedure  resulted  in 
greater  relief  of  symptoms  than  did  palliative  bypasses 
n similar  patients.  Two-staged  resections  for  carcino- 


The  United  States  recently  agreed  to  settle  a medical 
malpractice  case  for  $1,000,000,  believed  to  be  the  larg- 
est settlement  ever  approved  by  the  federal  government 
in  such  a case.  The  settlement,  setting  up  a trust  fund 
for  the  injured  patient,  contained  an  unusual  provision 
whereby  the  income  from  the  trust  will  be  used  for  the 
patient’s  expenses  during  his  lifetime,  with  the  trust 
fund  reverting  to  the  government  on  his  death. 

The  settlement  was  made  in  a case  involving  a 
twenty-three-year-old  merchant  seaman  who  entered  a 
U.S.  public  service  hospital  for  repair  of  a minor  eye  in- 
jury and  emerged  a quadriplegic  and  unable  to  see  or 
speak. 

He  became  paralyzed  when  a student  nurse  adminis- 
tered a general  anesthetic  that  caused  rare  complica- 
tions. Malignant  hyperthermia  developed,  pushing  his 
temperature  quickly  up  to  107  degrees. 

His  attorney  concluded  that  physicians  at  the  hospital 

continued  on  page  2280 
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had  failed  to  monitor  administration  of  the  anesthetic 
and  could  have  overcome  its  adverse  effects. 

The  judge  in  the  federal  trial  court  where  suit  was 
filed  pointed  out  that  payment  of  the  settlement  would 
require  enactment  of  a special  bill  in  Congress  and  ap- 
proval by  the  Attorney  General.  However,  neither  he 
nor  the  lawyers  in  the  case  foresaw  any  difficulty  in  ob- 
taining the  settlement. 

Out  of  the  $1,000,000  total  settlement,  $150,000  was 
to  be  paid  to  the  patient’s  father  for  loss  of  services  and 
$200,000  to  the  attorney  who  represented  the  family. 
The  balance  of  $650,000  was  to  be  used  to  establish  a 
trust  fund  for  the  patient,  with  income  to  be  used  for  his 
care. 

Although  the  young  man  is  unable  to  speak  or  to 
move  his  body,  he  is  mentally  alert.  He  stays  awake 
until  late  at  night  to  watch  TV  or  listen  to  a “talking 
book”  machine. 

Expenses  to  be  paid  from  the  income  of  the  trust  fund 
include  the  cost  of  rebuilding  of  his  parents’  home  to 
provide  a ramp,  access  doors,  bathing  facilities,  and  a 
suitable  bedroom.  Also  included  are  costs  of  installa- 
tion of  special  television  equipment,  a station  wagon, 
and  reasonable  expenses  for  therapeutic  and  nursing 
services. — Fertig  v.  U.S.  (D.C.,  N.Y.,  Dec.  21,  1973)  Ref- 
erence: New  York  Times,  Dec.  22,  1973.  The  Citation, 
29:  145  (Sept.  1)  1974. 

Changes  in  board  leadership 

Chairman  of  the  Board,  Laurance  S.  Rockefeller  an- 
nounced on  September  26,  1974,  three  major  leadership 
changes  in  the  boards  of  Memorial  Sloan-Kettering 
Cancer  Center. 

James  B.  Fisk,  Ph.D.  was  elected  chairman  of  the 
Board  of  Trustees  of  the  Sloan-Kettering  Institute  for 
Cancer  Research.  James  D.  Robinson,  III,  was  elected 
president  of  Memorial  Hospital  for  Cancer  and  Allied 
Diseases.  James  H.  Wickersham,  Jr.,  was  elected  trea- 
surer of  the  Board  of  Managers  of  Memorial  Hospital 
and  treasurer  of  the  Board  of  Trustees  of  both  the  Cen- 
ter and  Institute. 

Appointments  and  promotions:  At  Downstate  Medi- 
cal Center:  Burton  M.  Altura,  Ph.D.,  professor  of  phys- 
iology; Masazumi  Adachi,  M.D.,  clinical  professor  of  pa- 
thology; Martin  J.  Glynn,  M.D  , clinical  associate  pro- 
fessor of  pediatrics;  Yehoshua  Rapp,  M.D.,  associate 
professor  of  dermatology,  as  acting  head,  Division  of 
Dermatology;  Michael  Kenney,  M.D.,  designated  profes- 
sor emeritus  of  pathology;  Frederic  Kavaler,  M.D.,  pro- 
moted to  professor  of  physiology;  Sadashiv  M.  Kirpekar, 
Ph.D.,  promoted  to  professor  of  pharmacology;  Eugene 
Fanta,  M.D.,  promoted  to  clinical  associate  professor  of 
family  practice;  Leon  Rudorfer,  M.D.,  promoted  to  clini- 
cal associate  professor  of  psychiatry  . . . Long  Island 
Jewish  Hillside  Medical  Center:  Allan  Abramson, 

M.D.,  full-time  physician-in-charge  of  otorhinolaryngol- 
ogy . . . Richard  Gorlin,  M.D.,  as  the  Murray  M.  Rosen- 
berg Professor  and  chairman,  Department  of  Medicine, 
Mount  Sinai  School  of  Medicine  and  director,  Depart- 
ment of  Medicine  as  well  as  physician-in-chief,  The 
Mount  Sinai  Hospital  ...  At  New  York  University 
School  of  Medicine:  Arthur  H.  Gladstein,  M.D.,  to  pro- 
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Whenever  an  APC/narcotic  is  indicated. 

Percodaric 

Each  yellow,  scored  tablet  contains  4 50  mg  oxycodone  HCI  (Warning  May 
be  habit  forming),  0 38  rng  oxycodone  terephthalate  (Warning  May  be 
habit  forming).  224  mg  aspirin,  160  mg  phenacetm.  and  32  mg  caffeine 
INDICATIONS : Forthe  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etm  or  caffeine 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce  drug  dependence  of 
the  morphine  type  and.  therefore,  has  the  potential  for  being  abused  Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  of  Percodan.  and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate  to  the  use  of  other  oral  narcotic- 
containing  medications  Like  other  narcotic-containing  medications,  Percodan 
is  subject  to  the  Federal  Controlled  Substances  Act 
Usage  m ambulatory  patients  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery  The  patient  using  Percodan  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines.  other  tran- 
quilizers. sedative-hypnotics  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  Percodan  may  exhibit  an  additive  CNS  depression  When 
such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should 
be  reduced 

Usage  m pregnancy  Safe  use  in  pregnancy  has  not  been  established  relative 
to  possible  adverse  effects  on  fetal  development  Therefore.  Percodan  should 
not  be  used  in  pregnant  women  unless,  in  the  ludgment  of  the  physician,  the 
potential  benefits  outweigh  the  possible  hazards 
Usage  in  children  Percodan  should  not  be  administered  to  children 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pressure  The  respi- 
ratory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
miury.  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 
Acute  abdominal  conditions  The  administration  of  Percodan  or  other  narcotics 
may  obscure  the  diagnosis  or  clinical  course  in  patients  with  acute  abdominal 
conditions 

Special  risk  patients  Percodan  should  be  given  with  caution  to  certain  pa- 
tientssuch  as  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture 

Phenacetm  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse  reactions 
include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting  Some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according 
to  the  severity  of  the  pain  and  the  response  of  the  patient  It  may  occasion- 
ally be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic effect  of  narcotics  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  for  pain 

DRUG  INTERACTIONS:  The  CNS  depressant  effectsof  Percodan  may  be  addi 
tive  with  that  of  other  CNS  depressants  See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect  of 
uricosuric  agents 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms:  Serious  overdose 
with  Percodan  is  characterized  by  respiratory  depression,  extreme  somno- 
lence progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension  In  severe  overdos- 
age. apnea,  circulatory  collapse,  cardiac  arrest  and  death  may  occur  The 
ingestion  of  very  large  amounts  of  Percodan  may,  in  addition,  result  in  acute 
salicylate  intoxication 

Treatment  Primary  attention  should  be  given  to  the  reestablishment  of  ade 
quate  respiratory  exchange  through  provision  of  a patent  airway  and  the 
institution  of  assisted  or  controlled  ventilation  The  narcotic  antagonists 
naloxone,  nalorphine  or  levallorphan  are  specific  antidotes  against  respiratory 
depression  which  may  result  from  overdosage  .or  unusual  sensitivity  to 
narcotics,  including  oxycodone  Therefore,  an  appropriate  dose  of  one  of  these 
antagonists  should  be  administered,  preferably  by  the  intravenous  route, 
simultaneously  with  efforts  at  respiratory  resuscitation  Since  the  duration 
of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the  patient  should 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
should  be  administered  as  needed  to  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measures 
should  be  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 
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Pain:  a call  to 


□ rapid  acting 

□ effective,  reliable  oral  analgesia  in  moderate 
to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient  of 
Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

□ one  tablet  q. 6 h* 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warping: 
May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit  forming),  224  mg.  aspirin,  160  mg.  phenacetin,and32mg.  caffeine. 


See  facing  page  for  Brief  Summary 
'■'See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated, 
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Month  in  Washington 


The  Senate  has  overwhelmingly  passed  legislation 
that  would  require  one  fourth  of  all  medical  and  dental 
school  graduates  to  spend  at  least  two  years  in  the  na- 
tion’s slums  and  rural  areas  where  there  are  shortages  of 
physicians. 

Earlier  the  Senate  voted  down  a much  more  sweeping 
bill  sponsored  by  Senator  Edward  Kennedy  that  would 
have  required  mandatory  federal  service  for  all  health 
professions  students  and  national  licensure  and  relicen- 
sure for  physicians  and  dentists. 

Hours  before  the  first  Senate  vote  Senator  Kennedy, 
aware  that  he  was  losing  liberal  support,  shelved  his 
Health  Subcommittee’s  $5.1  billion,  five-year  bill  and 
offered  a substitute  measure  which  was  trounced  57  to 
34.  Instead  the  Senate  adopted  a measure  sponsored  by 
Senator  J.  Glenn  Beall,  Jr.,  (R.  Md.)  and  went  on  to  pass 
a three  year,  $2  billion  health  manpower  bill  by  a vote  of 
81  to  7. 

The  bill  finally  approved  by  the  Senate  was  stripped 
of  most  of  the  controversial  provisions  of  the  original 
Kennedy  bill  and  was  a victory  for  the  American  Medi- 
cal Association,  the  American  Dental  Association,  and 
the  Association  of  American  Medical  Colleges. 

The  Senate  bill  calls  for  a three-year  extension  of 
present  federal  programs  for  aiding  medical  education 
at  a total  cost  of  about  $2  billion.  Capitation  grants  for 
medical  schools  would  be  continued  at  a high  level  de- 
spite the  administration’s  request  for  a cutback. 

The  Beall  substitute  measure  provides  federal  aid  to 
medical  and  dental  schools  that  agree  to  allocate  25  per 
cent  of  their  classroom  space  to  students  volunteering  to 
serve  in  areas  short  of  medical  care  workers.  In  return 
for  either  civilian  or  federal  service  under  the  National 
Health  Service  Corps,  the  students  would  recieve  schol- 
arships. 

The  Kennedy  bill  would  have  compelled  all  medical 
school  graduates  to  serve  in  the  shortage  areas,  an  ap- 
proach labelled  a “domestic  draft”  by  Senator  Beall  and 
his  committee  colleagues  Senators  Peter  Dominick,  (R. 
Colo.)  and  Robert  Taft,  Jr.,  (R.  Ohio)  who  developed  the 
substitute  measure. 

The  Senate  bill  does  not  contain  the  original  require- 
ment for  a federally-appointed  National  Council  on 
Postgraduate  Education  with  10  regional  councils  de- 
signed to  deal  with  allocation  of  speciality  training  slots 
and  foreign  medical  graduates.  The  Senators  contend- 
ed this  was  too  heavy  an  involvement  of  the  federal  gov- 
ernment. 

Another  casualty  of  the  Senate  voting  was  the  propos- 
al for  federal  standards  for  licensing  and  relicensing 
physicians  and  dentists,  a plan  that  stirred  wide  protest 
within  the  professions. 

The  Maryland  Senator’s  bill  represented  a middle 
ground  on  financial  help  for  medical  schools,  with  the 
AAMC  contending  the  amount  was  too  low  and  the  Ad- 
ministration believing  it  was  too  high. 

Immigration  standards  would  be  tightened  to  restrict 

Prepared  by  the  Washington,  I). Office  of  the  American 
Medical  Association. 


the  number  of  foreign  medical  graduates  under  the  Sen- 
ate bill. 

* * * 

On  the  other  side  of  the  Capitol,  a House  subcommit- 
tee has  approved  a counterpart  bill  to  the  Senate  man- 
power legislation  that  would  establish  federal  scholar- 
ships intended  to  increase  the  number  of  doctors  in  the 
nation’s  rural  areas  and  urban  slums  where  there  are 
doctor  shortages. 

The  House  subcommittee’s  bill  authorizes  $240  mil- 
lion over  three  years  for  National  Health  Service  Schol- 
arships paying  $9,200  to  $9,500  a year  to  cover  the  cost 
of  a medical  education. 

In  return,  the  scholarship  recipients  would  have  to 
spend  two  to  four  years  serving  in  areas  with  doctor 
shortages.  Nonscholarship  students  who  volunteer  to 
practice  in  areas  with  doctor  shortages  would  receive  a 
guaranteed  income  of  $28,000  a year  until  they  get  their 
practices  started. 

The  bill  would  also  give  medical  schools  a grant  of 
$2,100  a year  for  each  student — $400  less  than  the 
schools  now  receive. 

But  any  graduate  who  does  not  practice  in  an  under- 
served area  would  have  to  repay  the  government  the 
money  given  to  the  medical  school. 

Though  the  House  bill  differs  sharply  from  the  Senate 
version,  particularly  the  Senate  provision  forcing  medi- 
cal schools  to  have  one  fourth  of  their  classes  on  federal 
scholarships  requiring  two  years  of  practice  in  under- 
served areas,  the  House  subcommittee  Chairman,  Paul 
G.  Rogers,  (D.  Fla.),  believes  the  difference  can  be  re- 
solved when  the  two  bills  go  to  conference. 

* * * 

Undaunted  by  collapse  of  the  National  Health  Insur- 
ance (NHI)  measure  in  the  House  Ways  and  Means 
Committee  in  late  summer,  Senator  Russell  Long,  (D. 
La.)  is  forging  ahead  with  plans  to  ram  a bill  through  the 
Senate  in  the  strained  atmosphere  of  a “lame  duck” 
Congress.  Long  is  Chairman  of  the  Senate  Finance 
Committee  and  sponsor  along  with  Senator  Abraham 
Ribicoff,  (D.  Conn.)  of  a NHI  plan  featuring  Social  Se- 
curity financed  and  operated  catastrophic  health  insur- 
ance plan  for  all.  The  Long-Ribicoff  bill  enjoys  the  offi- 
cial support  already  of  25  senators  and  rates  some 
chance  of  Senate  passage. 

But  the  chances  of  passage  of  a version  of  such  a Sen- 
ate bill  by  the  House  in  a “lame  duck”  session  after  the 
November  elections  is  considered  extraordinarily  slim. 

* * * 

President  Ford’s  long-heralded  summit  economic  con- 
ference produced  relatively  little  talk  about  health  care 
costs  and  inflation,  despite  the  fact  that  HEW  Secretary 
Weinberger  has  of  late  frequently  sounded  such  an 
alarm. 

Nor  was  there  any  indication  during  the  Washington 
parley  that  the  Administration  was  considering  controls 
at  this  time,  although  Senate  Majority  Leader  Mike 
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Mansfield,  (D.  Mont.)  urged  the  800  delegates  to  re- 
quest such  controls. 

However,  it  became  clear  to  conference  observers  that 
the  President  will  ask  Congress  to  approve  certain  but 
unspecified  tax  changes  and  to  cut  the  federal  budget  to 
combat  inflation. 

American  Medical  Association  President  Malcolm  C. 
Todd,  a delegate  to  the  summit  conference,  said  that  he 
agreed  with  the  President  with  respect  to  avoiding  con- 
trols at  this  time — “particularly  discriminatory  cost 
controls.’’ 

“Every  American,  every  physician,  has  the  duty  to  as- 
sist in  solving  the  number  one  problem  of  the  nation — 
inflation,"  Dr.  Todd  said,  noting  that  the  AMA  has  re- 
peatedly stressed  the  need  for  restraints  by  physicians 
in  avoiding  unjustifiable  charges  and  fee  increases. 

A summary  of  the  earlier  presummit  session  on  health 
was  presented  by  Michael  Zubkoff,  Professor  of  Health 
Economics  at  Meharry  Medical  College  and  Vanderbilt 
University.  He  stated  that  “it  is  generally  recognized 
that  the  health  sector  is  both  a hostage  and  a cause  of 
inflation.” 

According  to  Professor  Zubkoff,  the  presummit  meet- 
ing had  determined  certain  “structural  defects”  in  the 
health  care  delivery  system  which  included: 

“Fee-for-service  payment  for  physicians  and  cost-plus 
reimbursement  for  hospitals  . . . encourages  cost  growth. 

“First  dollar  insurance  coverage  reduces  cost-con- 
: sciousness  by  consumers. 

“Consumers  lack  knowledge  to  become  agressive,  in- 
formed purchasers  of  health  care. 

Among  the  “common  themes”  stressed  at  the  presum- 
mit health  conference,  Zubkoff  said,  were  that  the  feder- 
■ al  commitment  to  health  care  should  not  be  reduced; 
that  structural  reform  is  needed;  and  that  existing  in- 
centives and  regulatory  mechanisms  are  inadequate. 

“There  was  a definite  lack  of  widespread  concensus 
on  solutions  to  cost  problems  in  health  during  the  pre- 
summit  meeting,”  Zubkoff  told  the  summit  meeting. 

While  pleased  that  President  Ford  had  not  called  for 
wage-price  clamps  by  the  federal  government,  Dr.  Todd 
at  the  same  time  criticized  the  Administration  for  “sin- 
gling out”  health  by  “annualizing”  monthly  consumer 
price  index  levels.  The  practice  of  projecting  the  yearly 
! increase  on  the  basis  of  what  happens  during  one  month 
or  several  months  has  been  followed  only  on  “health”  by 
the  HEW  Department  so  as  to  bolster  its  contention 
that  the  health  segment  should  be  isolated  for  controls, 
Dr.  Todd  charged. 

The  AMA  President  noted  that  in  the  past  three  years 
physicians’  fees  have  risen  17.6  per  cent  compared  with 
22.9  per  cent  for  the  economy  as  a whole  and,  for  exam- 
ale,  32.9  per  cent  for  legal  charges. 

Suggested  steps  to  curb  medical  costs,  listed  by  Dr. 
Todd,  were  preadmission  testing;  expansion  of  ambula- 
:ory  care  services;  earlier  discharge  from  hospitals;  avoi- 
ience  of  unnecessary  hospitalization;  reducing  wasteful 
:esting,  prescribing  and  treatment;  and  decreasing  the 
:ost  of  malpractice  insurance. 

In  addition,  Dr.  Todd  said,  there  must  be  incentives 
o produce  more  family  physicians  and  to  plan  for  need- 
•d  specialists  only. 

“Perhaps  physicians  should  attempt  voluntarily  to 
uide  their  fee-setting  decisions  by  tying  their  charges  to 
he  consumer  price  index  levels  and  not  exceeding 


Lungs  are  priceless.  That’s 
why  Christmas  Seals  are 
precious.  Christmas  Seals  say 
you  believe  in  fighting  lung 
disease,  in  better  health 
education,  in  further  medical 
research,  in  anti-pollution 
work,  in  helping  people  lead 
healthier  and  happier  lives. 

Your  gift  to  Christmas  Seals 
does  all  this  and  more.  When 
you  use  Christmas  Seals  you 
also  remind  others  to  join  you 
in  this  cause.  For  life  and 
breath,  give  more  to  Christmas 
Seals  this  year. 
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MEDI-SCAN  Q&A 


What’s  wrong  with  this  "patient”? 


Supplementary 
vitamins  in  febrile 
illness 


Poor  appetite.  Depletion  of  vitamin  C. 
Possible  antibiotic  interference  with 
intestinal  microorganisms  that  syn- 
thesize the  B-complex  vitamins.  These 
factors  may  lead  to  a vitamin  deficient 
state  in  the  patient  with  advanced 
chronic  infection  or  severe  acute 
febrile  illness. 

During  the  recovery  period,  high 
potency  Berocca  Tablets  can  supple- 
ment inadequate  dietary  supply  of  both 
B-complex  and  C vitamins  and  can  help 
meet  essential  vitamin  requirements  in 
the  patient  with  these  types  of  infection. 
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When  nutritional 
supplementation  is  indicated 
in  infection 


BEROCGAtableis 

PY 


vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 

* Diagnosis  appears  on  next  page. 
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See  next  page  for  summary  of  Product 
Information. 


DIAGNOSIS:  Chronic  pyelo- 
nephritis is  revealed  in  these 
illustrations:  (A)  Intravenous 
pyelogram  showing  irregular  renal 
outline  and  deformed  pelvis; 

( B)  Renal  scan  showing  decreased 
renal  size;  (C)  X-ray  of  the  lumbar 
spine  and  pelvis  showing  osteo- 
porosis; ( D)  V3  lead  showing T- wave 
elevation  due  to  hyperkalemia. 


Please  see  complete  product  information. 
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them,”  Dr.  Todd  suggested. 

* * * 

A wide  range  of  health  care  related  subjects  were  dis- 
cussed at  a recent  meeting  between  an  AMA  delegation 
and  Health,  Education,  and  Welfare  Secretary  Caspar 
Weinberger. 

Malcolm  Todd,  M.D.,  President  of  the  AMA,  said  the 
Secretary  and  his  aides  were  told  that  the  AMA  desires 
the  best  possible  national  health  insurance  (NHI)  pro- 
gram that  can  be  worked  out,  but  cautioned  against  any 
hurry-up  approval  in  an  emotionally-charged  Congress 
late  in  the  session. 

I)r.  Todd  said  he  emphasized  that  the  number  one 
problem  facing  the  nation  at  present  is  inflation  and 
that  therefore  any  NHI  program  should  have  a minimal 
impact  on  this  problem.  AMA  officials  urged  that  NHI 
be  kept  outside  of  the  Social  Security  Administration. 

The  AMA  delegation  urged  that  controls  not  be  reim- 
posed on  the  medical  profession,  citing  the  AMA’s  urg- 
ing of  moderation  by  physicians  to  keep  fees  in  line  with 
expenses. 

Other  subjects  at  the  meeting  included  manpower  leg- 
islation and  Current  Procedural  Terminology. 

The  AMA  delegation  included,  in  addition  to  Dr. 
Todd.  Richard  Palmer,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees;  Russell  Roth,  M.D.,  Past  President; 
William  Holden,  M.D.,  board  member;  Ernest  Living- 
stone, M.D.,  chairman  of  the  Council  on  Legislation; 
James  Sammons,  M.D.,  Executive  Vice  President  Desig- 
nate; Joe  Miller,  Deputy  Executive  Vice  President; 
Whalen  Strobhar,  Assistant  Executive  Vice  President; 
and  Harry  Peterson,  director  of  the  legislative  depart- 
ment. 

* * * 

The  Food  and  Drug  Administration  is  planning  a let- 
ter to  physicians  alerting  them  to  a series  of  studies  to 
be  published  in  Lancet,  the  British  Medical  Journal, 
that  finds  a higher-than-normal  incidence  of  cancer  of 
the  breast  among  women  age  sixty  and  older  who  have 
been  treated  with  reserpine  for  high  blood  pressure.  A 
panel  of  experts  appointed  by  the  HEW  department 
will  review  the  data. 

* * * 

The  Food  and  Drug  Administration  has  indicated  to 
Congress  it  will  order  warning  labels  placed  on  oral  dia- 
betic preparations  when  a new  study  of  the  drug’s  safety 
and  efficiency  is  published  soon. 

Alexander  Schmidt,  M.D.,  FDA  Commissioner,  told 
the  Senate  Monopoly  Subcommittee  headed  by  Senator 
Gaylord  Nelson  that  the  FDA  endorses  a 1970  study  by 
the  University  Group  Diabetes  Program  which  found 
that  the  drugs  (tolbutamide  and  phenformin)  were 
linked  with  a heart  disease  death  rate  twice  as  high  as 
for  diabetics  taking  insulin  or  no  drug  at  all  through 
diet. 

Within  a few  weeks,  an  eighteen-month  audit  of  the 
1970  study  is  due  to  be  published  and  apparently  it 
backs  up  the  major  findings  of  previous  study.  The 
audit  is  being  prepared  by  a special  panel  of  the  Biomet- 
rics Society. 

Law  suits  challenging  the  FDA’s  right  to  impose 
warning  labels  have  deterred  the  agency  from  action  to 

continued  on  page  2286 


November  1974/New  York  State  Journal  of  Medicine  2285 


continued  from  page  2285 

date,  Dr.  Schmidt  told  the  Subcommittee.  He  said 
many  physicians  have  something  close  to  a “religious 
belief’  that  the  oral  diabetic  preparations  by  lowering 
blood  sugar  decrease  the  likelihood  of  cardiovascular 
complications  among  diabetics. 

Major  opponent  of  relabeling  is  the  Committee  on  the 
Care  of  the  Diabetic,  composed  of  some  180  physicians. 


The  issue  has  proved  a serious  controversy  among  spe- 
cialists in  the  treatment  of  diabetics,  with  experts  taking 
both  sides. 

The  FDA  is  relying  on  the  audit  to  strengthen  its 
hand  sufficiently  in  the  legal  fight  to  allow  it  to  go  ahead 
with  warning  labels,  but  the  prospects  are  that  that  the 
actual  implementation  of  such  an  order  will  be  tied  up 
in  the  courts  for  some  time. 


continued  from  page  2165 

ences  being  derived  primarily  from  library  copies  or 
from  friends  in  the  Academy.  John  Horton,  M.B., 
Ch.B.,  F.A.C.P. 


Cardiovascular  Disease.  New  Concepts  in  Diagno- 
sis and  Therapy.  Edited  by  Henry  I.  Russek,  M.D. 
520  pages,  illustrated.  Baltimore,  University  Park, 
1974.  Cloth,  $29.50. 

This  book  contains  the  edited  proceedings  of  the 
American  College  of  Cardiology,  St.  Barnabas  Hospital 
symposium,  “Paths  of  progress  in  cardiovascular  dis- 
ease,” held  in  New  York  City  in  December,  1972.  Two 
main  types  of  articles  may  be  found:  original  communi- 
cations, many  of  which  by  the  time  the  proceedings  of 
the  symposium  were  published  had  been  expanded  and 
published  in  a more  definitive  form  in  any  of  the  general 
or  specialty  medical  journals.  And  review  articles 
which,  with  some  exceptions,  were  incomplete  and 
poorly  documented  with  references,  because  of  the  brev- 
ity imposed  by  the  lecture  format  and/or  by  the  editing 
process.  Courses  or  symposia,  as  the  above,  are  very 
valuable  to  those  who  are  fortunate  to  attend,  but  the 
value  of  the  published  proceedings  is  questionable. 
George  Bousvaros,  M.D. 

Nomenclature  and  Criteria  for  Diagnosis  of  Diseas- 
es of  the  Heart  and  Great  Vessels.  The  Criteria 
Committee  of  the  New  York  Heart  Association.  Sev- 
enth edition.  374  pages,  illustrated.  Boston,  Little 
Brown  & Co.  Cloth,  $8.95. 

The  new  seventh  edition  of  the  above  publication  fol- 
lows the  high  standards  set  by  the  previous  edition  in 
providing  a ready  reference  for  classification  and  criteria 
for  diagnosis  of  cardiovascular  disease.  The  abandon- 
ment of  the  old  functional  and  therapeutic  classification 
in  favor  of  a new  classification  of  cardiac  status  and 
prognosis  represents  a major  step  forward.  It  is  unfor- 
tunate that  the  Committee  was  not  radical  enough  to 
abandon  the  rather  rigid  classification  into  etiologic,  an- 
atomic, and  physiologic  classification  which,  although 
used  in  a modified  form  by  most  physicians,  appears  ob- 
solete in  the  formal  way  in  which  it  is  presented  here. 
George  Bousvaros,  M.D. 


Micromanipulation  of  Bacteria.  By  Kenneth  I. 
Johnstone.  110  pages,  illustrated.  New  York  City, 
Longman  Inc.,  1973.  Cloth,  $14. 

Dr.  Johnstone  has  written  an  authoritative,  detailed 
monograph  on  a subject  in  which  he  has  obvious  exper- 
tise, namely  the  separation  of  individual  bacterial  cells 
and  spores  by  micromanipulative  techniques  for  pur- 


poses of  cultivation  of  axenic  or  pure  strains  of  bacteria. 
The  title  of  the  book  is  somewhat  misleading  as  to  the 
breadth  of  treatment  of  the  subject,  and  it  is  only  on  ex- 
amination of  the  subtitle  on  the  overleaf,  “The  cultiva- 
tion of  single  bacteria  and  their  spores  by  the  agar  gel 
dissection  techniques,”  that  the  reader  is  informed  of 
the  scope  of  this  treatise. 

The  book  would  appear  to  appeal  to  microbiologists, 
geneticists,  taxonomists,  and  others  who  are  interested 
in  methods  of  insuring  absolute  purity  of  bacterial 
clones.  The  techniques  are  described  by  the  author  in  a 
well  illustrated,  orderly,  and  detailed  manner.  The 
subject  is  somewhat  refractory  to  presentation  in  easily 
digested  text.  The  price  will  probably  give  cause  for 
hesitation  by  the  individual  buyer.  James  L.  Beebe, 
Ph.D. 


Intensive  Care.  By  Ake  Wahlin,  Lars  Westermark, 
and  Ansje  van  der  Vliet.  323  pages,  illustrated.  New 
York  City,  John  Wiley  & Sons,  Inc.,  1974.  Cloth,  $20. 

The  authors  of  this  book  are  eminently  qualified  to 
discuss  intensive  care,  having  had  long  experience  in  an- 
esthesiology and  intensive  care  in  the  Karolinska  Hospi- 
tal in  Stockholm. 

The  book  is  divided  into  3 parts:  1.  Administration 

and  organization.  2.  Emergency  care  of  severely  ill  pa- 
tients. 3.  Special  problems  such  as  intoxications. 

The  illustrations  are  good  and  there  is  a useful  appen- 
dix added  which  includes  nomograms,  lists  of  supplies 
and  working  regulations  in  the  intensive  care  unit. 

There  is  an  excellent  chapter  on  blood  gas  exchange 
and  acid-base  balance,  a subject  the  Scandinavian  phy 
sicians  pioneered  twenty  years  ago,  and  introduced  into 
routine  patient  monitoring. 

This  book  deserves  a better  translation  than  that  pro 
vided  by  Richard  Cox  with  the  medical  assistance  by  Dr 
Daniel  Mclnerney.  The  sentences  are  often  long  “By 
using  the  technical  resources  available  in  an  intensive 
care  unit  and  applying  his  specialized  knowledge,  the 
anaesthesiologist  should  attempt  to  create,  from  a pa- 
tient with  a dangerous  functional  insufficiency  of  some 
kind  the  immediate  course  of  which  may  be  regarded  as 
temporary  or  reversible,  an  object  to  which  the  remit 
ting  department  can  apply  its  specialized  knowledge 
with  a view  to  treating  the  disease  process  that  has  di 
rectly  or  indirectly  caused  the  insufficiency  or  has  been 
complicated  thereby.”  Nonstandard  medical  terms  are 
frequently  used,  for  example,  astolia  or  asystolia.  It  is 
hoped  (hat  future  editions  will  correct  this  serious  short- 
coming. 

This  book  is  written  principally  for  medical  students 
student  nurses,  and  administrators  planning  the  estab 
lishment  of  an  intensive  care  unit  in  their  hospital.  As 
introductory  reading  material  it  is  to  be  recommended 
to  that  class  of  readers.  Edith  R.  Kepes,  M.D. 
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fessor  of  clinical  dermatology;  David  A.  Tice,  M.D.,  to 
professor  of  surgery;  and  Stanford  Wessler,  M.D.,  ap- 
pointed associate  dean  of  the  Post-Graduate  School  of 
Medicine  and  professor  of  medicine. 

Awarded:  Robert  K.  Match,  M.D.,  executive  vice  pres- 
ident and  director.  Long  Island  Jewish-Hillside  Medical 
Center,  a five-week  fellowship  from  the  World  Health 
Organization  to  study  the  British  health  system. 

Elected:  Phyllis  Harrison-Ross,  M.D.,  to  the  board  of 
trustees  of  the  Children’s  Television  Workshop  . . . Ten 
grants  totalling  $742,861  to  support  the  continuing  edu- 
cation of  mental  health  professionals  and  workers  in  al- 
lied fields  at  training  institutions  across  the  country 
from  HEW’s  National  Institute  of  Mental  Health. 

Honored:  Benjamin  Felson,  M.D.,  Robert  A.  Good, 

M.D.,  Irvine  H.  Page,  M.D.,  and  Earl  H.  Wood,  M.D., 
presented  with  awards  at  the  convocation  of  the  40th 
Annual  Scientific  Assembly,  November  3 to  7,  1974,  bv 
the  American  College  of  Chest  Physicians  . . . Malcolm 
S.  Artenstein,  M.D.,  and  Emil  C.  Gotschlich,  M.D.,  were 
chosen  to  share  the  1974  Squibb  Award  of  the  Infectious 
Diseases  Society  of  America. 

Installed:  John  C.  MacQueen,  M.D.,  F.A.A.P.,  45th 

president  of  the  American  Academy  of  Pediatrics  . . . 
Robert  W.  Jamplis,  M.D.,  president  of  the  American 
Group  Practice  at  the  25th  annual  meeting  in  Septem- 
ber . . . Thomas  C.  Chalmers,  M.D.,  as  the  third  presi- 
dent of  The  Mount  Sinai  Medical  Center  on  September 
19,  1974. 
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tinucleation  in  patientes  con  malignitates  extrathoracic, 
(4)  injuria  cytomorphologic  in  le  fumatores  precedeva  le 
reduction  del  function  pulmonari,  e (5)  le  lavages  tra- 
cheobronchial pote  esser  usate  pro  le  diagnose  del  inju- 
rias  inhalatori  sufferite  in  incendios  e,  naturalmente, 
pro  discoperir  morbos  maligne  non  suspectate  del  pul- 
mon  e le  bronchios. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Experience  with  682  patients  who  underwent  mid-tri- 
mester abortion  by  means  of  intra-amniotic  instillation 
if  20  per  cent  sodium  chloride  solution  was  analyzed  in 
irder  to  find  the  procedure  with  the  shortest  abortion 
ime  and  the  lowest  complication  rate.  Administration 
>f  large  doses  of  oxytocin  intravenously  at  a rate  of  10  U. 
>er  hour  started  within  two  hours  of  the  saline  instilla- 
ion  shortened  the  mean  abortion  time  and  lowered  the 
duplication  rate  significantly  compared  to  patients 
vho  received  no  oxytocin  or  who  were  given  oxytocin 
ater.  Lauersen,  N.,  et  al. : Am.  J.  Obst.  Gynec.  115:  420 
Feb.  1) 1973 


When  the  need  is  for  nutritional 
supplementation  with 
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vitamins 

• 500  mg.  of  vitamin  C 

• No  odor 

• No  aftertaste 


Each  BEMINAL-500  tablet  contains: 
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Mount  Sinai  commensurate  with  qualifications. 
Possible  consideration  for  Associate  Medical 
Direc  tor.  Current  program  includes  inpatient  & 
large  new  outpatient  quarters  with  medical, 
psychiatric,  social  work  & counseling  services. 
Excellent  salary  + generous  benefit  package. 

Please  forward  curriculum  vitae  to: 

ENOCH  GORDIS,  .M.l).  Alcoholism  Treat- 
ment Program  Dept,  of  Medicine. 

MOUNT  SINAI  HOSPITAL  SERVICES 

City  Hospital  Center  at  Elmhurst 
79-01  Broadway,  Elmhurst,  New  York 

Confidential  Inquiries  Respected. 

ti" ii~nrarnnni  r ~n to  ■■■■■ 


PHYSICIANS  WANTED 


E.  R.  PHYSICIAN:  FULL  TIME.  DIVERSIFIED  DUTIES  IN  MODERN. 
204-bed  accredited  community  hospital  with  all  services.  Located  South- 
western coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con 
venient  to  lovely  New  England  suburbia.  Dept.  425.  c/o  NYSJM. 


FULL-TIME  DIRECTOR  OF  PROFESSIONAL  SERVICES  EXPERIENCED 
in  community  hospital  affairs,  to  assume  chief  of  staff  leadership  in  managing 
education,  staff  development,  in  a 204-bed,  acute,  general  hospital  Must 
have  outstanding  record  of  achievement  in  his  field.  Dept.  399.  c o NYSJM. 


RADIOLOGIST  NEEDED  FOR  200  BED  MEDICAL  AND  SURGICAL  COM- 
munity  hospital  in  southeastern  Long  Island.  At  least  six  months  of  training 
or  experience  in  arteriography  recommended.  Good  salary  and  liberal  fringe 
benefits  Apply  to  Dr.  M.  Alpert.  Director  of  Radiology,  Franklin  General 
Hospital.  Valley  Stream.  New  York  11580.  516  (VA5-8800). 


INTERNIST  GP  1 3)  SALARY  >30.000  RANGE  PLUS  BENEFITS.  LOCATED 
in  Finger  Lakes,  gracious  country  living.  Nondiscrimination  in  employment. 
Contact  Chief  of  Staff  VA  Center.  Bath.  New  York  14810. 


WANTED:  ANESTHESIOLOGIST  BOARD  ELIGIBLE  OR  CERTIFIED 

with  New  Aork  State  license  for  large  metropolitan  hospital  with  medical 
school  affiliation.  Minimum  guarantee  and  excellent  benefits,  and  become 
group  member  within  six  months  Sendc.v  to  Dept.  438.  c o NYSJM 


The  President’s  Committee  on  Employment  of  the  Handicapped 


DERMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  FIFTEEN'  ROOM 
office  wishes' associate.  Salary.  Partnership  possible  later.  Joseph  J.  Eller. 
M.D..  745  Fifth  Avenue.  New  York.  New  York  10022.  (212)  753-6033. 
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LEE  TODD  INC. 

“SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028 
(Mailing  address  only) 

(212)  RH  4-3615-3466 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions. 


PHYSICIANS  WANTED  — CONT  D 


DOCTOR  OF  AN  OLD,  ESTABLISHED  DOWNTOWN  N.Y.C.  INDUSTRIAL 
office  with  considerable,  lucrative  practice  is  ready  to  retire.  Wishes 
physician  as  associate  for  2 years  with  excellent  compensation,  after  which 
the  office  will  revert  to  the  associate  with  no  investment.  Great  opportunity 
for  one  interested  in  this  type  of  practice.  Dept.  441,  c/o  NYS-JM. 


HOUSE  OFFICER,  ELIGIBLE  FOR  N.Y.  LICENSE,  TO  SERVE  IN  HOS- 
pital-sponsored,  family  care  health  center,  in  desirable  area;  consider  future 
practice;  excellent  medical  staff  support.  Jan.  1 or  sooner  preferred. 
Write:  Robert  A.  Anderson,  Admin.,  Faxton  Hospital,  Utica,  N.Y.  13502. 


ANESTHESIOLOGIST  WANTED:  N.Y.  STATE  LICENSED;  TO  BE 

available  from  Dec.  23.  1974.  Group  practice  in  Queens,  N.Y.  Excellent 
financial  arrangements  and  pleasant  working  conditions.  Recent  graduate 
considered.  Dept . 400,  c/o  NYS-JM. 


POSITIONS  IN  OPHTHALMOLOGY,  OTOLARYNGOLOGY.  OBSTE- 
trics/gynecology.  internal  medicine,  orthopedics,  pediatrics  now  open  with 
full  time,  salaried  plus  extras,  multi-specialty  group  at  long  established,  non- 
profit hospital  and  clinic.  Contact:  Franz  J.  Herpok.  Asst.  Director-Admin- 
istration. Clifton  Springs  Hospital  & Clinic,  Clifton  Springs,  N.Y.  11432. 
(315) 462-9561. 


PHYSICIANS  FULL  TIME  AND  PART  TIME  (MINIMUM  20  HRS. /WEEK). 
Excellent  opportunity  for  a licensed  physician  with  clinical  experience  in 
private  practice.  The  candidate  will  be  responsible  for  claims  review  and 
policy  administration  for  a non-profit  prepayment  health  insurance  plan 
in  the  N.Y.  City  area.  Comprehensive  employee  benefits’  coverage.  An 
Equal  Opportunity  Employer.  Send  resume  and  salary  requirements  to 
Dept.  443,  c/o  NYSJM. 


PHYSICIAN-INTERNIST.  CAREER  POSITION  FULL  TIME.  OPPOR- 
tunity  for  internist  interested  in  primary  care  delivery.  Well  established 
group  providing  broad  preventive  & diagnostic  medical  services  & health 
care  program.  Located  Midtown  NYC.  Salary  negotiable.  An  Equal  Op- 
portunity Employer.  Send  resume  in  complete  confidence  to  Dept.  442,  c/o 
NYSJM. 


PEDIATRICIAN  TO  JOIN  FOUR  MAN  MULTI-SPECIALTY  GROUP  IN 
suburban  area  in  upstate  New  York.  New  hospital  and  extended  care 
facility.  Excellent  community  schools  and  recreation  areas.  Partnership 
afteroneyear.  Call:  C.  S.  Brown,  M.D.  (315)  895-7784. 


GENERAL  ELECTRIC  COMPANY,  AT  ITS  LARGE.  HEAVY  MANUFAC- 
turing  plant  in  Upstate  New  York’s  capital  district,  seeks  a physician  for  the 
examinations  section  of  the  Medical  and  Environmental  Health  Operation. 
Certification  in  internal  medicine  or  occupational  medicine  is  preferred, 
but  not  essential.  The  27,000  employees  and  varied  manufacture  provide 
a unique  opportunity  for  physicians  seriously  interested  in  a career  in  occu- 
pational medicine.  Contact:  R.  E Sandroni,  M.D  , General  Electric  Co., 

Schenectady,  N.Y.  12345. 

OB/GYN  TO  JOIN  FOUR  MAN  Ml  I.TI  SPECIALTY  GROUP  IN  SUBUR- 
ban  area  in  upstate  New  York  New  hospital  and  extended  care  facility 
Excellent  community  schools  and  recreation  areas.  Partnership  after 
oneyear.  Call:  G.  S.  Brown,  M.D.  (315)  895-7784. 


INTERNIST:  INTERNIST  WANTED  FOR  HALF  TIME  POSITION  IN 

large,  comprehensive  Alcoholism  Treatment  Program  within  the  Dept,  of 
Medicine,  affiliated  with  large  teaching  hospital  & medical  school.  Board 
certified  or  Board  qualified  Inpatient  and  outpatient  responsibilities. 
$17,000  plus  generous  benefit  package  Confidential  inquiries  respected. 
Please  forward  curriculum  vitae  to:  Enoch  Gordis,  M l)  , Alcoholism  Treat 
men!  Program,  Dept  of  Medicine.  Mount  Sinai  Hospital  Services.  City 
Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y. 


PHYSICIANS  WANTED— CONT  D 


INTERNIST  TO  JOIN  FOUR  MAN  MULTI-SPECIALTY  GROUP 
suburban  area  in  upstate  New  York.  New  hospital  and  extended  < 
facility.  Excellent  community  schools  and  recreation  areas.  Partners 
afteroneyear.  Call:  C.  S.  Brown,  M.D  (315)  895-7784. 


MEDICAL  DIRECTOR  FOR  70-BED  HOSPITAL  AND  RESEARCH  LAI 
ratories  in  Saranac  Lake.  New  York.  Applicant  should  be  Board  certi: 
or  eligible  internist  with  sub-specialty  in  chest  diseases.  Large  intellect 
community.  Resort  area  with  year  round  recreational  and  cultural  activit 
Salary  competitive.  Write  including  curriculum  vitae  to  Executive  Direc 
Will  Rogers  Memorial  Fund.  250  West  57th  St.,  N.  Y.,  N.  Y.  10019. 


INTERNIST  OR  FAMILY  PRACTITIONER  WITH  PRIMARY  INTERI 
in  internal  medicine  and/or  family  practice  to  join  full  time  hospital  be 
group.  Beautiful  area  of  rural  Upstate  New  York.  Modern  office  fac 
adjacent  to  hospital.  Excellent  salary  and  fringe  benefits.  Contact:  Tho 
e.  Lavell,  M.D.,  Medical  Office  Facilitv,  Delaware  Valiev  Hospital,  Wal 
N.  Y.  (607)  865-4101. 


PRACTICES  AVAILABLE 


ALLERGY  PRACTICE  (MIXED  ADULT  & PEDIATRIC),  SMITHTOt 
Long  Island,  New  York.  Established,  lucrative  practice:  doctor  heading  W 
Excellent  growth;  good  reactional  area;  excellent  facilities  in  fine  mec 
building.  Very  practical,  mutual  financial  terms;  will  introduce  and  fami 
ize  completely.  A realy  great  opportunity!  Call  (516)  265-5138  or  I 
423-1424,  or  write  Dept.  440,  c o NYSJM. 


AVAILABLE  DUE  TO  SUDDEN  DEATH,  LARGE  ACTIVE  PRACTICE 
internal  medicine.  Excellent  Manhattan  location,  opposite  George  Wash 
ton  Bridge  and  bus  terminal.  Beautiful,  spacious  facilities  and  moi 
equipment,  including  X-rav.  Suitable  for  solo  or  group.  Priced  for  e 
sale.  (212)923-6003. 


FULLY  ESTABLISHED.  ACTIVE.  FAMILY  PRACTICE  IN  ROCHEST 
New  York,  for  socially  dedicated  phvsician.  Excellent  income.  Predomin 
lv  black  community  needs  physician  desperately.  Beautiful  house  has  1; 
office  on  first  floor  and  lovelv  living  quarters  on  second  floor.  Call  (' 
464-0740. 


POSITIONS  WANTED 


PEDIATRICIAN,  AGE  45.  WITH  MS  PARAPLEGIA.  OTHER  FUNCT 

normal.  Board  certified,  terminated  16  years  practice  due  to  limited  mobi  ; 
Office-based,  extensive  library,  desires  work  with  written  review,  appra 
claims,  writing,  editing,  advisories,  all  medical  fields.  Communications 
telephone,  mails,  tape  or  in  person.  Suburb  N.Y.C.  Dept.  446,  c/o  NYS.I1 


RADIOLOGIST:  SENIOR  RADIOLOGIST,  RECENTLY  RETIRED 

director  of  medium-size  hospital,  interested  in  diagnostic  roentgenolog 
hospital  only,  part  or  full  time  from  May  thru  October.  Carriage  for  sum 
months  also  available.  Dept.  445,  c/o  NYSJM . 


MEDICAL  INTERNSHIP  WANTED.  SCOTTISH  GRADUATE  SEI 
medical  internship  in  New  York  City  starting  January.  Please  reply 
mediately  to:  Dr.  William  J.  Mair.  Apt.  10B,  11  Waverlv  Place.  New  V 
N.Y  10003.  Phone  GR  7-9060 


CERTIFIED  OB/GYN,  VIGOROUS.  WANTS  TO  RELOCATE  IN  (II 
Cove  Manhasset  (North  Shore)  area.  To  share  office/practice.  Dept 
c/o  NYSJM 


INTERNIST,  AGE  31.  A HIM  CERTIFIED.  BOARD  ELIGIBLE  CARDK 
gist,  desires  group  or  partnership  in  suburban,  southern  New  York,  avail 
July  1975.  Write:  T.  J.  Cuomo,  ,Jr.,  M.D..  5405  Markview  Lane.  Richm 
Virginia  23234. 
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i L ESTATE  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT  -CONT  D 


| K SPACE  AVAILABLE,  1500  SC)  FT  NEW,  BRICK  BUILDING: 
; elevator.  Opposite  village  hall,  Freeport,  L.I.  (516)378-4949. 


LEASE:  GLEN  HEAD.  PROFESSIONAL  BUILDING  SUITABLE  FOR 
liral  or  dental  group  practice;  excellent  location  opposite  main  entrance 
■hopping  center;  near  intersection  Glen  Cove  Road  & Glen  Head  Road; 
liase  power  1,000  amps.  Will  modify  and  alter  to  suit.  One  acre  paved 
King  Inquire:  Conart  Industries  Corp  , Glen  Head,  NT  (516)676-2250. 


I 


HYDE  PARK.  L I HOME  OFFICE  COMBINATION  FOR  SALE 
n room  house,  3 bedrooms,  fireplace,  gas  heat,  all  facilities,  superior 
ion.  Walk  major  transportation,  minutes  to  parkways,  schools,  hospital, 
ping.  Beautiful  five  room  office,  X-ray.  EKG,  fully  equipped  Active 
ice.  Call  6-8  p.m.  (516)  354-0032,  or  GE  7-5627. 


1!  FOR  RENT  IN  LARGE,  PROFESSIONAL  OFFICE  BUILDING  IN 
M ord . Pa.  Will  alter  to  suit  any  practice.  Splendid  opportunity  for  dentist, 
Ahalmologist,  general  practitioner;  unlimited  potential:  l1^  hours  from 
¥ York  City.  Call  (9141  342-5502  and  (7171  775-7873. 


P )M.  BRICK  RANCH.  8 ROOM  HOUSE.  3%  ROOM  OFFICE.  SKPA 
« entrance,  % landscaped  acres,  parking.  Furniture,  equipment,  extras. 

Inal  Retiring,  36  years  general  practice,  will  introduce.  Excellent  for 
. internist,  psychiatrist.  ENT.  mother-in-law.  Tax  advantage:  8 miles 
Westchester  Med  College.  5 South  Broadway,  Dobbs  Ferrv.  NT 
1.  (914)693-2277. 


IF  H YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT  ALL  OR 

■ of  2,000  sq.  ft.  Pleasant  setting.  Elaborate  X-ray  set-up.  Three  M.D.s 
a >idence.  looking  for  two  additional  Call  (9141  969-0432. 


V ET  BAY.  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFUL 
fiphvsician’s  own  luxuriously  appointed  villa.  Accommodates  five.  Right 
n ivate  virgin  white  beach  safe  for  children.  Private  tennis  club  with  regis 
Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat  visits  and 

iy  thank  you  letters  from  pleased  fellow  physicians.  Brochure.  Gilbert 
rrton,  M.D.,  101  Jefferson  Ave.,  Endicott,  N.Y.  13760.  Call  after  9 p.m. 
ST  5-5810. 

fiOR  S COMPLEX  BLOCKFRONT  17  TO  18  STS.  (THIRD  AVE  ). 
nplock  from  5 hospitals.  Professional  offices  in  newly  erected  31-story 
ij  ing,  9500  sq.  ft.  Perfect  for  medical  group  Will  build  to  suit. 
■ stein  Management  Co.,  4 Park  Ave..  N.Y.C.  10016.  Martin  Goodstein 
-Jl  532-9550. 

•LEASE.  WILL  DIVIDE.  60  MILES  N.Y.  CITY.  MIDDLETOWN. 
I)  New  14.000  sq.  ft.  medical  bldg.  orig.  designed  for  group  practice.  Eight 
■ lit.  rms..  16  exam  rms.,  3 X-ray,  large  lab.,  dressing  rms.,  lobby,  business 
I.  Two  acres,  excellent  location.  Call:  B.  Smith  (212)  295-4440,  or 

I 359-1500,  or  write  for  plan,  Smith-Wight  Inc..  Prel  Plaza.  Orangeburg, 
1110962. 


» ATTAN:  TO  SHARE  4 ROOM  EQUIPPED  OFFICE:  ANY  SPE- 

■ good  location.  J.  L.  Linden.  M.D.  (Physiatrist),  65  Central  Park 
ft . N .Y.C.  10023  or  call:  a.m.  (212)  621-3309,  or  after  5 p.m.  873-7878. 


\LE:  HOME-OFFICE  COMBINATION,  SMITHTOWN,  L.I.  Seven 
split.  3 bedrooms,  1 _ baths,  full  basement,  fully  carpeted,  profes- 
llly  decorated;  landscaped,  fenced,  corner  1/3  acre  opposite  Smjthtown 
Iral  Hospital.  3'_  room  air  conditioned  office  with  bath,  room  for 
|ision.  Suitable  G.P..  any  specialty.  MidSO’s.  Owner  (516)  265-4244. 


SCOYE:  ATTRACTIVE  SPACE  AVAILABLE  IN  ESTABLISHED 

;sional  bldg,  opposite  large  shopping  center,  2 blocks  from  hospital. 
?e  rooms  plus  share  waiting  room  with  other  medical  practitioner, 
ebnable  rental.  Call  Mon.-Thurs.  after  10  a.m.  (212)  821-3015. 


NORTH  MERRICK,  LONG  ISLAND,  NEW  YORK.  FOR  RENT:  4 ROOM, 
air  conditioned,  fully  equipped  office;  adjacent  private  home.  Good  location, 
near  hospitals  and  parkways.  Large  practice  available.  Doctor  recently 
deceased.  Dept.  444,  c/o  NYSJM. 


SARASOTA,  LONGBOAT  KEY,  FLA.  THE  PRIVATEER.  DELUXE, 
brand  new  decorator  furnished.  2 bedroom,  2 bath  luxury  apartment  6th 
floor  in  hi-rise  condominium  directly  on  virgin  white  sand  beach  and  golf 
course;  l'ft  miles  from  exquisite  St.  Armands  shopping.  Two  balconies 
with  panoramic  views  of  Bay  and  gulf.  Central  air  conditioning,  full 
electric  kitchen,  recreation  room,  saunas,  heated  Olympic  pool  with 
Jacuzzi  whirlpool,  tennis  courts,  shuffleboard,  putting  green,  covered 
parking,  24  hour  security  and  no  recreation  lease.  $74,500  with  large 
assumable  7}j%  mortgage,  or  will  lease  for  3 to  4 months  season  with  option 
to  buy.  Owner,  evenings/ weekends  (212)  442-1011. 


FOR  RENT  OR  LEASE  FULLY  EQUIPPED  AND  FURNISHED  SEVEN 
room  physician’s  office  suite.  Suitable  any  specialty.  X-ray  and  dark  room 
present.  Grand  Army  Plaza,  Brooklyn.  Call  789-3217. 


INTERNIST.  GP  OR  GROUP:  TAKE  OVER  BUILDING  WITH  NEWLY 
furnished  office  clinic  (including  X-rav  and  processor!,  supplemental  base- 
ment office  and  decorated  upstairs  apartment.  Located  in  lovely  residential, 
medicallv  fertile  Queens  area.  New.  but  rapidly  growing  general  practice 
included.  Will  introduce  at  local  hospitals  and  in  community.  Asking 
$30,000  and  assumption  liability  (practice  already  paying  liability  and  yield- 
ing profit).  Current  owner  wishes  to  go  West.  Base  price  increases  monthly, 
equal  to  liability,  starting  in  November.  Dept.  448,  c/o  NYSJM. 


LARGE,  WELL  APPOINTED  OFFICE  AVAILABLE  PARK  AVENUE  (BE- 
tween  37th  & 38th  Sts.),  most  suitable  for  surgeon  or  plastic  surgeon.  (212) 
OR  9-4134. 


FOR  SALE:  ROCKVILLE  CENTRE.  LONG  ISLAND,  N.  Y.  ELEGANT 

home/office  combination;  separate  entrance;  5 bedrooms;  3L  baths;  park- 
like  setting,  35  minutes  to  New  York  City,  near  schools  and  hospitals.  All 
appliances.  (516)  764-1744. 


PROFESSIONAL  SPACE  UP  TO  1500  SQ.  FT..  WILL  DIVIDE  AND  DECO- 
rate  to  suit,  in  large  luxury  apartment  house  lobby  floor;  ample  parking,  all 
services  available;  very  reasonable.  Call  (516)  538-5081. 


COUNTRY  PROPERTY.  COUNTRY  RETREAT  FOR  WEEKENDS  OF 
summer,  110  miles  from  N.Y.C.  in  Berkshire  hills.  Saltbox  with  five  bed- 
rooms, two  baths  Huge  playroom  in  basement  opening  on  terrace,  fireplaces; 
3%  acres,  beautiful  view.  Asking  $50,000.  Financing  available.  Henry 
Schmidt,  Box  28,  So.  Salem,  N.Y.  10590. 


PUERTO  RICO,  COSTA  AZUL  AT  LUQUILLO.  THREE  BEDROOM 
house,  all  conveniences.  Ideal  for  convalescence  while  enjoying  the  world’s 
greatest  beaches.  For  rent  weekly.  Edward  Pinnev,  M.D.,  148  East  78th 
St.,  N.Y.C.  10021.  (212)879-8870. 


FOR  LEASE  MEDICAL  BIJLDING,  FOREST  HILLS.  QUEENS.  ON 
Queens  Blvd.  Approximately  14.000  sq.  ft.,  2-storv  bldg,  under  construction, 
near  Medical  Society  of  the  County  of  Queens,  will  meet  tenant’s  specifica- 
tions. Suitable  for  insurance  companies,  medical  groups,  institutional 
agencies.  Write:  Shavani,  P.O.  Box  87,  Canal  St.  Station,  New  York  City 

10013. 


GENERAL  PRACTITIONER  RETIRING  FROM  BUSY  PRACTICE.  SELL- 
ing  completely 'equipped  office  in  affluent  area  of  Manhattan.  Lease  available 
at  reasonable  rent.  Telephone  from  11  a.m.  to  2 p.m.  (212)  362-5245. 
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1975  Albion  0.  Bernstein,  M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1975 
ALBION  O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  March  9-13,  1975.  It  was  endowed  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a 
hospital  call  in  November  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award  no  later  than  January  6,  1975  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

J 

(Nomination  Form) 

Albion  0.  Bernstein , M.D.  Award 


The  above  is  nominated  for  the  1975  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  bene 
hcial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (This  official  nominatior 
form  must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  and  outline  of  publication: 
in  general,  and  include  the  significance  of  the  achievement). 


Mail  entries  before  January  3,  1975  to:  BERNSTEIN  AWARDS  COMMITTEE,  Medical  Society  o 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040. 


Nominator:. 


Signed :. 
Date: 
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Three  Day  Intensive  Course: 

EVENT  RECEIVED  LATE  GRADUATE  COURSE  IN  OPHTHALMIC 

FOR  NOV.  SCHEDULE  PLASTIC  SURGERY 


SATURDAY,  NOVEMBER  23 

9:00  a. m. -4:00  p.m. 

The  Post  Graduate  Institute  of  the  New  York 

Eye  and  Ear  Infirmary 

3 1 0 E 1 4th  Street 

Comprehensive  Course  on  Medical  Legal  Problems 

Subjects  to  be  covered: 

1)  Responsibility  of  the  ophthalmologist  to 
patient  & family;  the  ophthalmologist’s 
role  in  negligency  injuries  and  medicine; 

2)  Dos  and  don’ts  in  the-court  room  as 
attending  surgeon  and  as  expert  witness; 

3)  Malpractice  problems  in  detail;  the 
viewpoint  of  expert  plaintiff  & defendant 
attorneys. 

4)  The  future  trend  of  malpractice  problems 
& recent  decisions  regarding  ophthalmic 
malpractice. 

Coordinator: 

MORTIMER  R.  CHOLST,  M.D. 


Conducted  by: 

MARTIN  BODIAN,  M.D.,  Members  of  the  Staff  and  invited  lec- 
turers 

FEE:  $150  CREDIT:  AMA  Cat.  1 (24  hours) 

Contact:  The  Administrator,  Brooklyn  Eye  and  Ear  Hospital,  at 
above  address,  11238. 

December  2 / 7,  1974 — February  21  / 24, 
1975 

10:00  a.m. — 5:00  p.m.  Monday  / Saturday 

Columbia  University  P & S 

630  West  168th  Street 

Annual  Postgraduate  Courses  in  Hypnosis 

Under  the  direction  of: 

HERBERT  SPIEGEL,  M.D. 
with  Guest  Lecturers 

December  2/7 

MEDICAL  HYPNOSIS  (BASIC) 

FEE:  $300 

February  21  / 24  1975 

HYPNOSIS  AND  PSYCHIATRY 


Participants: 

THOMAS  EDWARDS,  M.D. 

American  Association  of  Ophthalmologists 

ERWIN  J.  COHEN,  M.D. 

New  York  University 

LEE  S.  GOLDSMITH,  M.D.,  ESQ. 

New  York  University 

MR.  E.  DONALD  SHAPIRO,  ESQ. 

New  York  Law  School,  Dean 

MR.  JOHN  J.  TULLMAN,  ESQ. 

MR.  ALFRED.  JULIEN,  ESQ. 

MR.  DONALD  FAGER,  ESQ. 

Wanvig  Insurance  Company,  Chief  Defense  Council 

JUDGE  EDWARD  J.  GREENFIELD 
New  York  State  Supreme  Court 


NEW  YORK  CITY  AREA 


December  2/4,  1974 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 


FEE:  $200 

For  further  information  write:  Jose  M.  Ferrer,  Jr.,  M.D.,  As- 
sociate Dean,  at  above  address,  10032. 

MONDAY,  DECEMBER  2 


6:30 — 8:00  p.m. 

Instruction  Hour  5:30 — 6:30  p.m. 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  1 03rd  Street 

Scientific  Session: 

THE  RETINOPATHY  OF  INDIRECT 
TRAUMA 


MORTON  L.  ROSENTHAL,  M.D. 

THE  SCHOENBERG  MEMORIAL  LECTURE: 


SOME  RECENT  OBSERVATIONS 
CONCERNING  PIGMENT 
EPITHELIOPATHIES  IN  THE  MACULA  G 

0. 

J.  DONALD  M.  GASS,  M.D/  S| 


For  further  information  contact:  Jack  M.  Dodick,  M.D.,  at 

above  address,  10029.  Tel:  212/TR-6-8200. 


fee; 

M 


MONDAY,  DECEMBER  2 


H. 

Jen 


7:30  p.m. 


fer:7 
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The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

MANAGEMENT  OF  ACUTE  AND 
CHRONIC  LIGAMENTUS  INJURIES  OF 
THE  KNEE 

JOHN  L.  MARSHALL  D.V.M. 

Cornell  University  Medical  College 

JAMES  A.  NICHOLAS,  M.D. 

Lenox  Hill  Hospital 

JAMES  E.  NIXON,  M.D. 

University  of  Pennsylvania  School  of  Medicine 

Joseph  D.  Godfrey,  M.D. 

State  University  of  New  York,  Buffalo 

Subscription  dinner  6:30 — Cocktails  6:00  p.m. 


December  2/6,  1974 

Memorial  Sloan-Kettering  Cancer  Center 

1275  York  Avenue 

CANCER  CHEMOTHERAPY 

This  course  is  designed  for  physicians  interested  in  medical 
onocology  and  clinical  investigations  in  cancer  chemothera- 
py. It  will  include  lectures  and  panels  on  screening  methods, 
pharmacological  techniques  and  methods  for  clinical  evalua- 
tion of  potential  chemotherapeutic  agents.  The  chemistry 
and  pharmacology  of  agents  used  in  the  treatment  of  cancer 
will  be  reviewed.  There  will  be  a strong  emphasis  on  disease 
oriented  "workshops"  which  will  consider  optimal  methods  of 
patient  management  relating  medical  oncology  to  other  rele- 
vant disciplines. 

Applications  should  be  submitted  as  soon  as  possible  as  en- 
rollment is  limited. 

FEE:  $150 

The  fee  is  payable  at  time  of  application.  Requests  for  regis- 
tration forms  and  details  of  the  program  should  be  addressed 
to:  Irwin  H.  Krakoff,  M.D.,  at  above  address  10021.  Tel: 

212/879-3000. 


December  4,  1974  / May  28,  1975 

1 1:00  a.m.  Wednesdays 

5t.  John’s  Episcopal  Hospital 

Department  of  Pediatrics 
Conference  Room  A 
Medical  Education  Building 
180  Herkimer  Street 
Jrooklyn 

December  4 

GENETIC  COUNSELLING 

Q.  QAZI,  M.D. 

S.U.N.Y. 

December  11 

MENINGITIS 

H.  EVANS,  M.D. 

Jewish  Hospital  & Medical  Center 

lecember  18 


HYPOGLYCEMIA  IN  INFANTS  AND 
CHILDREN 

G.  NIGRIN,  M.D 
N Y U.  School  of  Medicine 

January  8.  1975 

INTERESTING  CLINICAL  SYNDROMES 

Q.  QAZI.  M.D. 

S.U.N.Y. 

January  15 

INTESTINAL  MALABSORPTION 

A.  SCHUSSHEIM,  M.D. 

S.U.N.Y. 

January  22 

HYPOTHALAMUS  & PITUITARY 
ENDOCRINE  DISEASE 

S.  CASTELLS,  M.D. 

S.U.N.Y. 

February  5 

ACUTE  RENAL  FAILURE 

B.  GAUTHIER.  M.D. 

S.U.N.Y. 

February  12 

INFLAMMATORY  BOWEL  DISEASE 

A.  SCHUSSHEIM,  M.D. 

S.U.N.Y. 

February  19 

DWARFISM  AND  GIGANTISM 

S.  CASTELLS,  M.D. 

S.U.N.Y. 

February  26 

CARDIOPULMONARY  RESUSCITATION 

R.  EHRLICH,  M.D. 

S. U.N.Y. 

March  5 

THE  NEPHROTIC  SYNDROME 

B.  GAUTHIER,  M.D. 

S.U.N.Y. 

March  12 

EFFECT  OF  MATERNAL  DIABETES  IN 
THE  NEWBORN 

R.  HARPER,  M.D. 

Cornell  Medical  College 

March  19 

DIABETES  MELLITUS  IN  CHILDHOOD 

S.  CASTELLS,  M.D. 

S.U.N.Y. 

March  26 

RESPIRATORY  PROBLEMS  IN  INTENSIVE 
CARE 

R.  EHRLICH,  M.D. 

S. U.N.Y. 

April  2 
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COMMONLY  USED  DRUGS  AND  THEIR 
EFFECTS  ON  THE  NEWBORN 

R.  HARPER,  M.D. 

Cornell  Medical  College 

April  9 

G.l.  PROBLEMS  MILK  AND  MILK 
SUBSTITUTES 

A.  SCHUSSHEIM,  M.D. 

S. U.N.Y. 

April  16 

NEW  ADVANCES  IN  INTENSIVE  CARE 

R.  EHRLICH,  M.D. 

S. U.N.Y. 

April  23 

URINARY  TRACT  INFECTIONS 

B.  GAUTHIER,  M.D. 

S.U.N.Y. 

May  7 

CHRONIC  RENAL  FAILURE- 
MANAGEMENT  OF  END  STAGE  DISEASE 

B.  GAUTHIER,  M.D. 

S.U.N.Y. 

May  14 

RESPIRATORY  SUPPORT  OF  THE 
NEWBORN 

R.  HARPER,  M.D. 

Cornell  Medical  College 

May  21 

CASE  PRESENTATION;  ILLUSTRATIVE 
TECHNIQUES 

R.  EHRLICH,  M.D. 

S. U.N.Y. 

May  28 

MATERNAL  ADDICTION  AND  ITS 
EFFECT  ON  THE  NEWBORN 

R.  HARPER,  M.D. 

Cornell  Medical  College 

NO  FEE 


WEDNESDAY,  DECEMBER  4 

4:00 — 5:30  p.m. 

Westchester  Square  Hospital  in 
collaboration  with  Albert  Einstein 
College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

DEHYDRATION  AND  AUDOSIS 

CHAIM  CHARYTAN  M.D. 

Albert  Einstein  College  of  Medicine 

FEE:  None  CREDIT:  AAFP  1’/2 


WEDNESDAY,  DECEMBER  4 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

TOTAL  APPROACH  TO  MANAGEMENT 
OF  CEREBRAL  PALSY 

ALICE  GARRETT,  M.D. 

Columbia  University  College  of  P & S 

Subscription  dinner  7:00 — Cocktails  6:00  p.m. 


WEDNESDAY,  DECEMBER  4 

8:30—10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

Specialty  Training  Program  In  Psychoanalytic  Medicine 

THE  NATURAL  PROCESSES  OF 
HEALING— PART  II. 

Moderator: 

DAVID  SHAINBERG,  M.D. 

Assistant  Dean,  Specialty  Training  Program  in  Psychoanalytic 
Medicine 

Panelists: 

JOAN  HALIFAX-GROF  PH.D. 

Jackson  Memorial  Hospital,  Fla. 

LAWRENCE  LE  SHAN,  PH  D. 

Memorial  Hospital,  NYC 

BERNARD  GRAD,  PH.D. 

McGill  University 

ALVAN  R.  FEINSTEIN,  M.D. 

Yale  University  Medical  School 

SARA  SHEINER,  M.D. 

Specialty  Training  Program  in  Psychoanalytic  Medicine 
FEE:  None 

'Videotape  followed  by  discussion. 

For  further  information  write  Postgraduate  Center  for  Mental 
Health  above  address,  10016,  Tel:  212/Mu-9-7700. 

1 


December  5,  1974 — June  5,  1975 

6:30 — 8:00  p.m. 

First  Thursdays  of  the  month. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School  ^ 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

Fifth  Avenue  at  100th  Street  ^ 

LECTURES  IN  OPHTHALMIC  PLASTIC 
SURGERY 

MURRAY  A.  MELTZER,  M.D.  and  FACULTY  I 

Mount  Sinai  School  of  Medicine  |i 
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FEE:  $50  CREDIT:  AMA  Cat.  1 

December  6/7,  1974 

St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York 

I 153  West  1 1th  Street 
I Friday  6,  1:00  p.m. 

a.  Historical  background  of  endoscopy 

b.  Indications  and  contraindications 

c.  Films  on  patient  positioning,  endoscopic 
photography,  instrumentation  and 
anesthesia 

d.  Clinical  review;  differential  diagnosis 

1.  P.I.D.,  endometriosis,  ectopic 

2.  Borderline  mass 

3.  Infertility 

4.  During  pregnancy 

ie.  Complications  of  endoscopy 
f.  Critique 

I Saturday  7,  8:00  a m. 

Cases  in  operating  pavilion 

i Participants: 

BERNARD  J.  PISANI,  M.D. 

N.Y.U.  School  of  Medicine 

I JAMES  R.  NEALON,  M.D. 

College  of  Medicine  & Dentistry  of  New  Jersey 

H.  L.  RIVA,  M.D. 

College  of  Medicine  & Dentistry  of  New  Jersey 

KARL  G.  KLINGES,  M.D. 

College  of  Medicine  & Dentistry  of  New  Jersey 

PAUL  L.  JUAN,  M.D. 

New  York  Medical  College 

DAVID  G.  BUTLER,  M.D. 

St.  Vincent’s  Hospital  & Medical  Center  of  N Y. 

FEE:  $200 

For  further  information  please  write  to:  H.  L.  Riva,  M.D.,  De- 
partment of  Obstetrics  and  Gynecology  at  above  address, 
10011.  Tel:  212/620-1762. 

'Course  limited  to  Board  Certified  or  Board  Eligible  Physicians 
in  Ob/Gyn. 


December  7,  1974  / January  4,  1975 

Four  Saturday  Sessions 

The  Alfred  Adler  Institute 

333  Central  Park  West 

PSYCHIATRIC  TECHNIQUES  FOR 
TREATMENT  OF  PSYCHOSOMATIC 
ILLNESSES 


A.  ADLER.  M.D. 

THOMAS  BONCINA,  M.D. 

FEE:  $40 

For  further  information  and  registration  contact:  Mrs.  Ina 

Block,  Alfred  Adler  Institute,  at  above  address,  10025. 


SATURDAY,  DECEMBER  7 

1:30 — 5:00  p.m. 

Mount  Sinai  School  of  Medicine 

Guggenheim  Hall 
5 E 98th  Street 

12th  Bernard  H.  Eliasberg  Symposium 

THE  NEUROMUSCULAR  JUNCTION  AND 
MYASTHENIA  GRAVIS 

1.  Newer  Physiology 

PROFESSOR  R.  J.  KITZ,  M.D. 

Massachusetts  General  Hospital  Boston 

2.  Newer  Pharmacology 

S.  G.  NGAI,  M.D. 

Columbia  Presbyterian  Medical  Center 

3.  Myasthenia  Gravis,  Anesthetic  & Post- 
operative Management 

G.  GENKINS,  M.D. 

A.  WEINREICH,  M.D. 

C.  W.  BRYAN-BROWN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $15.00  Practicing  Physicians.  NO  FEE:  Residents, 
nurses,  and  students.  CREDIT:  NYSSA  3 hours 

For  further  information  contact  R.  Bryan  Roberts,  M.D.  Tel: 
212/650-7484. 


December  10,  1974  / April  15,  1975 

1:15 — 2:15  p.m.  Tuesdays 

State  University  of  New  York  Downstate 
Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

Visiting  Scientist  Seminars  Metabolism — Endocrine  Section 
December  10 

BILE  SALTS  AS  METABOLIC 
REGULATORS 

ELAINE  B.  FELDMAN,  M.D. 

Medical  Coliege  of  Georgia 

January  14,  1975 

PHYSIOLOGY  OF  SOMATOMEDiN 

ERNEST  SCHWARTZ,  M.D. 

Cornell  University  Medical  College 

February  11 

STUDIES  ON  THE  REGULATION  OF 
PITUITARY  HORMONE  SECRETION 
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NORMAN  FLEISCHER,  M.D. 

Albert  Einstein  College  of  Medicine 

March  11 

THE  ROLE  OF  THE  LIVER  AS  SITE  OF 
INSULIN  ACTION 

PHILIP  FELIG,  M.D. 

Yale  University 

April  15 

ECTOPIC  HUMAN  CHORIONIC 
GONADOTROPIN  SECRETION 

JUDITH  L.  VAITUKAITIS,  M.D. 

National  Institute  of  Health 


TUESDAY,  DECEMBER  10 

4:00  p.m. 

The  Mount  Sinai  School  of  Medicine 

5 East  98  Street 
Guggenheim  Hall  Auditorium 

ONCOLOGY  SEMINAR 

MICHAEL  D.  WALKER,  M.D. 

Baltimore  Cancer  Research  Center 
Sponsored  by: 

The  Chemotherapy  Foundation  Inc. 


WEDNESDAY,  DECEMBER  11 

9:30  a.m. — 12:00  noon 

The  New  York  Academy  of  Medicine  with  the 
New  York  State  Society  of  Anesthesiologists, 
Inc. 

The  New  York  Hilton 

1335  Avenue  of  the  Americas 

Trianon  Ballroom 

VENTILATION  AND  RESPIRATORY  CARE 

Chairman: 

HENRIK  H.  BENDIXEN,  M.D. 

Columbia-Presbyterian  Medical  Center 

Participants: 

HENNING  PONTOPPIDAN,  M.D. 

Massachusetts  General  Hospital 

ALEX  CRAMPTON-SMITH,  M.D. 

Oxford  University 

B W.  KIRK,  M.D. 

Health  Sciences  Center,  Canada 

SAMUEL  R.  POWERS,  M.D. 

Albany  Medical  College 


December  11  I 13,  1974 

The  New  York  University  School  of  Medicine  in 
conjunction  with  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation 

2 East  103rd  Street 
Full-time  course: 

CLINICAL  ELECTRODIAGNOSIS  OF 
NEUROMUSCULAR  DISEASES 

The  course  will  present  the  basic  principles  of  electromyogra- 
phy and  nerve  stimulation  studies.  The  course  is  focused  for 
the  physician  or  Ph.D.  planning  to  specialize  in  clinical  neuro- 
physiology, as  well  as  for  the  allied  group  of  physicians  who 
rely  on  test  results  to  aid  in  diagnosis.  The  systematic  corre- 
lation of  laboratory  observations  with  clinical  diagnoses  will 
be  stressed. 

Chairman: 

JOSEPH  GOODGOLD,  M.D. 

Please  address  requests  for  enrollment  or  application  to  Jo- 
seph Goodgold,  M.D.,  The  Institute  of  Rehabilitation,  New 
York  University  Medical  Center,  400  East  34th  Street,  10016. 

FEE:  $165 


December  12  / 14,  1974 

9:00  a.m. — 4:30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

NEUROCHEMISTRY 

GERALD  M.  LEHRER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200  CREDIT:  AMA  Cat.  1 


December  13  / 15,  1974 

8:15  a.m. — 5:30  p.m.  Friday 
8:00  a.m. — 6:30  p.m.  Saturday 
8:00  a.m. — 12  noon  Sunday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

Co-sponsored  with  the  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  Inc. 

The  Mount  Sinai  Medical  Center 

A WORKSHOP  IN  SOFT  TISSUE 
SURGERY  FOR  RESIDENTS 

SIDNEY  S.  FEUERSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100  CREDIT:  AMA  Cat.  1 
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December  13  / 15,  1974 
American  College  of  Cardiology 

THE  ELIOT  CORDAY  SYMPOSIUM- 
CARDIOVASCULAR  PROBLEMS: 
PROSPECTIVES  AND  PROGRESS 

Director: 

HENRY  I.  RUSSEK,  M.D. 

For  information  contact  American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Maryland  20014  Tel:  301/ 
530-1600. 


MONDAY,  DECEMBER  16 

4:30 — 6:00  p.m. 

The  New  York  Academy  of  Medicine  with  the 
New  York  Roentgen  Society 

2 East  103rd  Street 

AREAS  OF  NEW  AND  RENEWED 
INTEREST  IN  THE  TOOLS  OF  THE 
TRADE 

1.  THE  FOCAL  SPOT 

ERIC  MILNE,  M.D. 

University  of  Toronto 

2.  FILM  PROCESSING 

R.  THOMAS  BERGERON.  M.D. 

New  York  University  Medical  Center 

3.  DIAGNOSTIC  ULTRASOUND 

DONALD  KING,  M.D. 

Columbia  Presbyterian  Medical  Center 

Resident's  Quiz — 7:00 — 7:45  p.m.  (Hosack  Hall) 

Evening  Diagnostic  Lecture — 8:00  p.m.  (Hosack  Hall) 

PULMONARY  EDEMA  AND  BLOOD  FLOW 

ERIC  MILNE,  M.D. 

University  of  Toronto 

Section  on  Radiotherapy — Evening  Session — 8:00  p.m. 

RADIATION  PATHOLOGY  OF  NORMAL 
TISSUES 

GEORGE  W.  CASARETT,  M.D. 

University  of  Rochester  School  of  Medicine 

Cocktails  & Dinner  6:00 — 7:00  p.m. 


MONDAY,  DECEMBER  16 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

LID  TUMORS  AND  RECONSTRUCTION 

JAMES  H.  CARRAWAY,  M.D. 

Norfolk,  Va. 

MODERN  CONCEPTS  IN  PTOSIS 
SURGERY 


ORKAN  G.  STASIOR,  M.D. 
Albany,  N.Y. 

Subscription  dinner  6:00  p.m. 


TUESDAY,  DECEMBER  17 

8:30  p.m. 

Federation  of  American  European  Medical 
Societies 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

I Business  Meeting 

II  Scientific  Meeting: 

ENDOCRINE  GLANDS  AND  SEXUALITY 

LEON  A.  FALIK,  M.D. 

Policlinic  Hospital 

III  Discussion 


WEDNESDAY,  DECEMBER  18 

4:00 — 5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

RENAL  DISEASE 

CHESTER  EDELMAN,  JR.,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  1 \ 


WEDNESDAY,  DECEMBER  18 

8:15  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street  * 

HISTORICAL  SIDE  LIGHTS  ON  BREAST 
CANCER 

DAVID  CHARLES  SCHECHTER,  M.D. 

New  York  Medical  College 

Subscription  dinner  7:15  p.m. 


December  20,  1974  / May  9,  1975 

10:30 — 11:30  a.m.  Fridays 

Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

Conference  Room,  Main  Building 
December  20 

HYPOCALCEMIA  IN  INFANTS  AND 
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CHILDREN 

DONALD  GRIBETZ,  M.D. 

Mount  Sinai  School  of  Medicine 

January  10,  1975 

HEMOGLOBINPATHIES 

AARON  RAUSEN,  M.D. 

Beth  Israel  Medical  Center,  N.Y. 

February  14,  1975 

CURRENT  STATUS  OF  PHOTO-THERAPY 

BRUCE  ACKERMAN,  M.D. 

Beth  Israel  Medical  Center,  N.Y. 

March  14,  1975 

IMMUNOLOGIC  DEFICIENCY  DISEASES 

HUGH  EVANS,  M.D. 

Brooklyn  Jewish  Hospital 

April  11,  1975 

LEAD  POISONING  IN  CHILDREN 

RANESH  JHAVERI,  M.D. 

Brooklyn  Jewish  Hospital 

May  9,  1975 

RECENT  ADVANCES  IN  CYSTIC 
FIBROSIS 

CAROLYN  DENNING,  M.D. 

Columbia  University  College  of  P & S 

For  further  information  contact  Alvin  N.  Eden,  M.D.,  Wyckoff 
Heights  Hospital,  Department  of  Pediatrics,  at  above  address, 
11237. 


BUFFALO 


December  4/6,  1974 

School  of  Medicine  State  University  of  New 
York  at  Buffalo 

Statler  Hilton  Hotel 

GYNECOLOGICAL  LAPAROSCOPY 

The  aim  of  this  program  is  to  provide  a sound  foundation  for 
those  gynecologists  who  wish  to  learn  about  laparoscopy  and 
enable  them  to  make  better  use  of  the  equipment  available. 

For  further  information  write:  Continuing  Medical  Education, 
State  University  of  New  York  at  Buffalo,  2211  Main  Street, 
Buffalo,  14214,  Tel:  716/831-5526 


101  Hospital  Road 
Patchogue 

2nd  Floor  Conference  Room 
December  6 

SYPHILIS  AND  OTHER  VENEREAL 
DISEASES 

ABRAHAM  ZELONY,  M.D. 

December  13 

SINUSITIS,  EPISTAXIS,  and  T & A 

DOMINICK  SAMPOGNA,  M.D. 

NO  FEE  CREDIT:  23  hours  Class  I 

(prescribed  credit)  AAFP 

For  further  information  please  contact  Dorothy  S.  Lane,  M.D. 
Director  of  Medical  Education,  Brookhaven  Memorial  Hospital, 
at  above  address,  Tel:  516/475-5000.  Ext.  452. 


SYRACUSE  AREA 


Decembers  / 19,  1974 

11:00  a.m.  Thursdays 

Upstate  Medical  Center 

Wilson  Memorial  Hospital  (Redwood  Room) 

33-57  Harrison  Street 
Johnson  City 

December  5 

ADVERSE  DRUG  REACTION 

SAMUEL  MALLOV,  PH.D. 

Upstate  Medical  Center 

December  12 

WIDESPREAD  PULMONARY  FIBROSIS 

ROBERT  GILBERT,  M.D. 

Upstate  Medical  Center 

December  19 

ACUTE  RECTAL  BLEEDING 

ROBERT  A.  LEVINE,  M.D. 

Upstate  Medical  Center 

CREDIT:  Cat.  1 AAFP 

'Medical  Grand  Rounds  will  be  held  at  10:00  a.m.  preceding 
each  of  the  above  sessions. 

For  further  information  contact  Mucio  R.  Valenca,  M.D.  at  Pi 
above  address,  13790.  Tel:  607/773-6391. 


SUFFOLK 


OUT  OF  STATE 


k 

Is 


December  6 / 13,  1974 

8:00 — 9:00  a.m. 

Brookhaven  Memorial  Hospital 


December  10  / 12,  1974 
Emerson  College 

Robins  Speech  and  Hearing  Center 

Marriott  Hotel 

Newton,  Massachusetts 


De 

to 

4 
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Training  workshops 

INDUSTRIAL  HEARING  TESTING 

FEE:  $225.  Tuition,  materials,  break  refreshments,  certifi- 
cate and  reception  inclusive  in  fee. 

For  complete  details  contact:  Dr  Ernest  J.  Moore.  Robbins 
Speech  and  Hearing  Center,  Emerson  College,  Boston,  Mass. 
02116.  Tel:  617/536-7255.  ext.  261/262. 


December  4/6,  1974 

Health  Law  Center 

Riviera  Hotel  and  Country  Club 
1600  Indian  Avenue 
Palm  Springs,  California 

Seminar  on  health  institution  management  with  the  vital  tools 
needed  to  establish  procedures  and  working  relationships 
with  the  medical  staff. 

MEDICAL  STAFF  LAW  AND  BYLAWS 

For  further  information  write:  Registrar,  Health  Law  Center, 

Aspen  Systems  Corporation,  11600  Nebel  Street,  Rockville, 
Maryland  20852.  Tel:  301/770-4900 

December  18  / 20,  1974 

Health  Law  Center 

Hotel  Fontainebleau 
Oceanfront  44th  to  47th  Streets 
Miami  Beach 

Seminar 

THIRD  PARTY  REIMBURSEMENT 

1)  Origin  of  Third  Party  Reimbursement 
Private  Third  Party  Players 

2)  Medicare 

3)  Principles  of  Reimbursement 

4)  Tactics  in  Controversies 

5)  Economic  Stabilization  Act  & Third  Party 
Reimbursement 

6)  Problem  Solving  Session 

For  further  information  write:  Registrar,  Health  Law  Center. 
Aspen  Systems  Corporation,  11600  Nebel  Street,  Rockville, 
Maryland,  20852.  Tel:  301  770-4900. 


FUTURE  EVENTS 


'I  January — May  1975 
1st  Session  January  8 

8:00 — 10:00  p.m.  Wednesday 

Department  of  Psychiatry 

jew  York  Medical  College 

FAMILY  AND  MARITAL  PROCESS 

bourse  includes: 


Overview  and  fundamental  principles  of  the  major  schools  of 
thought  in  family  and  marital  therapy  including  the  systems 
oriented,  psychoanalytic  and  structural  approaches. 

Specialized  techniques  for  couples,  nuclear  and  extended 
families  including  the  use  of  family  sculpting,  videotape,  co- 
therapy, combined  therapies,  dual  sex  therapy,  group  and  so- 
cial network  methods. 

Application  of  family  techniques  to  specific  areas  such  as 
sexual  problems,  psychosomatic  illness,  psychosis,  marital 
problems  and  disturbed  communication  patterns  in  families. 

FEE:  $350.  covers  all  20  sessions. 

A certificate  will  be  issued  attesting  to  satisfactory  completion 
of  the  course.  The  program  meets  all  existing  standards  for 
continuing  education  programs  for  psychiatrists.  Attendance 
is  limited. 

For  further  information  contact  Benjamin  J.  Sadock,  M.D.,  Di- 
rector of  Continuing  Education  in  Psychiatry,  New  York  Medi- 
cal College,  Fifth  Avenue  at  106th  Street,  10029. 

January  6,  1975  / May  30,  1975 
Institute  of  International  Medical  Education 

22  East  19th  Street 

BASIC  MEDICAL  SCIENCES 
CURRICULUM 

Primarily  intended  for  American  students  in  foreign  medical 
schools  preparing  for  Part  I examination  of  the  National  Board 
of  Medical  Examiners,  for  transfer  to  a U.S.  medical  school. 
Also  for  FLEX,  STATE  BOARD  and  other  examinations.  In- 
cluded in  the  course  contents  are  topics  listed  in  the  subject 
outline  of  the  National  Board  of  Medical  Examiners  for  the 
Part  I examination. 

For  further  information,  please  contact:  Natale  Colosi,  Ph.D., 
Director,  Institute  of  International  Medical  Education,  222  East 
19th  Street  10003.  Tel:  212/677-4728. 


DEADLINE  DATE  for  February  copy  is  December  10,  1974. 
Send  information  to  the  Editor  now. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


AFTON,  N.Y.,  Chenango  County.  Family  Physician. 

CONTACT:  Mr.  James  P.  Ernstrom,  Chm.,  Afton  Medical 
Committee,  188  Main  Street,  Afton,  N.Y.  13730 


ALBANY,  N.Y.,  Albany  County.  Emergency  Room  Physician  for 
800  bed  teaching  medical  center. 

CONTACT:  Edward  I.  Lummus,  Jr.,  Ass’t.  Dir.,  Albany  Medical 
Center  Hospital,  Albany,  N.Y.  12208.  Tel.  518  445-4378 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-7117. 
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ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


CONTACT:  Seymour  Herschberg,  M.D.,  Chief,  Dept,  of 
Medicine,  Fordham  Hospital,  Southern  Blvd.,  and  Crotona 
Avenue,  Bronx,  N.Y.  10458.  Tel:  212  CY  8-4000. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians,  Ob/ 
Gyn,  Orthopedic  Surgeon  and  Ophthalmologist  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 15/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass’t.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 


BRONX,  N.Y.  Full  time  position  for  Gen.  Int.  at  Fordham 
Hospital,  which  is  a teaching  institution  affiliated  with 
Misericordia  Hospital  (affiliated  with  New  York  Medical 
College).  Also  opening  for  parttime  Dermatologist. 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff. 

CONTACT:  Gerald  M.  Blum,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel.  212/240- 
1701. 


BROOKLYN,  N.Y.  Full  time  (9-5,  Monday-Friday).  General 
Medical  care  plus  physicals  for  employees  of  Brookdale 
Hospital. 

CONTACT:  Mr.  L.  Nirenberg,  525  Rockaway  Parkway, 
Brooklyn,  N.Y.  11212.  Tel.  212/240-5331. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


’ 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CARMEL,  N.Y.,  Putnam  County.  Emergency  Room  Physician 
wanted. 

CONTACT:  S.  Buchbinder,  M.D.,  Putnam  Community  Hospital, 
Carmel,  N.Y.  10512.  Tel.  914/279-61 1 1. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area.  ft 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 

12983. 
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CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr  Wilkie  T.  Maddox.  P.O.  65.  Cherry  Valley,  N Y. 
13320.  Tel:  607/264-5511. 


[ CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

\ CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P O Box 
700,  Latham,  N Y.  12110.  Tel:  518/783-5571. 


COLTON,  N Y..  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr  George  Tiffany,  P.O.  Box  1 16,  Colton.  N Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road,  Delhi.  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N.Y.  14901.  Tel:  607/734-5117. 


ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  for  group. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N.Y.  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Norman  A.  Zober,  Ass't.  Adm.,  Arnot-Ogden 
Memorial  Hospital,  Elmira,  N.Y.  14901.  Tel:  607/737-4100. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HAMILTON,  N.Y.,  Madison  County.  FPs  or  Internists  needed  for 
innovative  rural  health  center  adjacent  to  community  hospital. 


CONTACT:  N.  Cara  Ackerman,  Director,  Community  Memorial 
Hospital,  Hamilton,  N Y.  13346.  Tel:  315/824-1100. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.’s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468  Tel:  716/392-4144. 


HOLLAND  PATENT.  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Internist. 

CONTACT:  Charles  L.  Sprinkle,  M.D.,  304  N.  Geneva  Street, 
Ithaca,  N.Y.  14850.  Tel:  607/272-1360. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and  F.P ./ 
Psychiatrist  for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Director,  Jamestown 
Medical  Clinic,  103  Allen  Street,  Jamestown,  N.Y.  14701. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.’s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr.  Ronald  J.  Fryzel,  Adm.  Ass’t.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel:  716/484-1161. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 
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MAHOPAC,  N.Y.,  Putnam  County.  Specialists  in  Obs/Gyn, 
Internal  Medicine  and  Family  Practice. 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel:  914/628- 
3473. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


NEW  YORK  CITY.  Part  time  Board  Elig/Cert.  Internist  who  would 
be  willing  to  work  in  comprehensive  alcoholism  treatment 
center,  inpatient  service  and  outpatient  clinic  and  halfway 
house. 

CONTACT:  Sheldon  Zimberg,  M.D.,  Hospital  for  Joint  Diseases, 
1919  Madison  Avenue,  New  York,  N.Y.  10035.  (by  letter  only) 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


MASSENA,  N.Y.,  St.  Lawrence  County.  Family  Physicians 
needed.  Prosperous  Northern  New  York  Rural  industrial 
community  with  good  hospital. 

CONTACT:  John  Clough,  M.D.,  176  Maple  Street,  Massena, 
N.Y.  13662.  Tel:  315/769-6227. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 
F.P.’s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
716/798-2000. 


MASTIC  BEACH,  N.Y.,  Suffolk  County.  Family  Physician  needed 
for  neighborhood  health  center. 

CONTACT:  Morton  Jagust,  M.D.,  South  Brookhaven  Health 
Center,  Mastic  Beach,  N.Y.  11951.  Tel:  516/281-1830. 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  116  Park  Ave.,  Mechanicville,  N.Y.  12118 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NEW  YORK  CITY.  General  or  Orthopedic  Surgeon. 

CONTACT:  John  Stump,  M.D.,  Veterans  Administration,  O.P.D. 
7th  Avenue  and  24th  St.,  New  York,  N.Y.  Call  before  9 am 
212/620-6588  or  6595. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph’s  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialists  in 
Ophthalmology,  Pediatrics,  Internal  Medicine  and  Family 
Medicine. 

CONTACT:  Administrator,  A.  Barton  Hepburn  Hospital, 
Ogdensburg,  N.Y.  13369.  Tel:  315/393-3600. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


NEW  YORK  CITY.  Emergency  Room  Board  Eligible/Certified 
(preferably  Surgeon)  for  small  hospital. 

CONTACT:  Stanley  Reichman,  M.D.,  Hospital  for  Joint 

Diseases,  1919  Madison  Avenue,  New  York,  N.Y.  10035  (send 
resume). 


PORT  JERVIS,  N.Y.,  Orange  County.  Family  Physicians, 
Ophthalmologist,  Pediatrician  and  Anesthesiologist. 


CONTACT:  Daniel  Schultz,  M.D.,  Doctors  Sunnyside  Hospital, 
140-160  Hammond  St.,  Port  Jervis,  N.Y.  12771.  Tel:  914/ 
856-5121. 


f! 


NEW  YORK  CITY.  Board/Cert/Elig.  Physician  with  cardiology 
background  to  work  in  occupational  medicine.  Modern 
facilities. 

CONTACT:  Mr  Henry  Leonard,  20  E 49th  Street,  10017. 


PORT  JERVIS,  N.Y.,  Orange  County.  Board  Certified 
Pediatrician  and  F.P. 

CONTACT:  Sister  Mary  Jeanne,  R.S.M.,  Adm.  St.  Francis 
Hospital,  160  E.  Main  Street,  Port  Jervis,  N.Y.  12771.  Tel: 
914/856-5351,  ext.  229. 
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POTSDAM,  N.Y.,  St.  Lawrence  County.  E N T.  and  Family 
Physicians  wanted. 

CONTACT:  Henry  Vinicor,  M D.,  Chief  of  Staff,  Potsdam 
Hospital.  Potsdam.  N Y.  13676.  Tel:  315/353-2341. 


POUGHKEEPSIE.  N Y..  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt.  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N Y.  12601.  Tel:  914/431- 
2305. 


CONTACT:  Mr  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
NY.  12302.  Tel:  518/346-7748 


PULASKI,  N Y.,  Oswego  County. 


Two  Primary  Physicians. 


CONTACT:  Mr  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N Y. 

13142. 


! RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N Y.  13143 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

I CONTACT:  Mr.  Edgar  E.  Moore.  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N Y.  14428.  Tel:  716/293-3252. 


; ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

I CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 

Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 

— 

ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

f CONTACT:  Ralph  C.  Parker,  Jr.,  M.D..  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians  and  Ob/Gyn’s  for  Health  Center  (a 
comprehensive  health  care  plan  featuring  prepayment  and 
fee  for  services). 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.  Northeast  Health 
Center,  1 171  Culver  Rd.,  Rochester,  N.Y.  14609.  Tel: 
716/482-4300. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed. 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr. 
J.  W Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N.Y. 
13838  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician  Internist. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y. 
14551.  Tel:  315/483-9136. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.,  Adm.  Myers  Community 
Hospital,  Sodus,  N.Y.  14551.  Tel:  315/483-9161. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D.,  Stamford,  N.Y.  12167.  Tel: 
607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford,  N.Y.  12167.  Tel:  607/652-7312. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


UTICA,  N.Y.,  Oneida  County  needs  F.P.’s  Pediatricians  and 
Internists. 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 
Utica,  N.Y.  13502.  Tel:  315/735-5261. 
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WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.’s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WEBSTER,  N.Y.,  Monroe  County.  Recently  formed  multi- 
specialty group  practice  seeks  men  or  women  in  Family 
Practice  and/or  Internal  Medicine.  New  Building. 

CONTACT:  Jason  O.  Cook,  M.D.,  190  South  Avenue,  Webster, 
N.Y.  14580.  Tel:  716/872-2936. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


OVERSEAS  NEED — Doctors  in  all  specialties  needed  to  serve 
overseas  with  MEDICO,  a service  of  CARE.  Two-year 
positions  on  teams  with  salary,  benefits,  travel  expenses. 
Also  one-month  volunteers. 

CONTACT:  Mr.  Leonard  J.  Coppold,  Dir.,  Contract  Personnel, 
CARE  MEDICO,  660  First  Avenue,  New  York,  N.Y.  10016. 
Tel:  212/686-3110. 


CARE/MEDICO — Needed  immediately  is  a Public  Health  Doctor 
and  two  Public  Health  Nurses  to  work  in  Kontum  S.V.  Also 
required  is  an  Internist  to  serve  with  1 6-member  Medico  team 
in  Indonesia  under  two-year  contract. 

CONTACT:  Leonard  J.  Coppold,  at  the  above  address. 


MOST  RECENT  LISTINGS 


CANAJOHARIE,  N.Y.,  Montgomery  County  General  or  Family 
Physician. 

CONTACT:  Major  John  L.  Tooker,  Canajoharie,  Tel:  518/673- 
5512. 


AMSTERDAM,  N.Y.,  Montgomery  County,  General  or  Family 
Physician. 

CONTACT:  John  McNutly,  188  Market  Street,  Amsterdam.  Tel: 
518/842-3311. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  a G.P.,  an 
Internist  and  a General  Surgeon. 

CONTACT:  John  J.  McDonald,  Administrator  Schuyler  Hospital, 
Montour  Falls,  14865.  Tel:  607/568-3121. 

PLAINVIEW,  N.Y.,  Nassau  County.  Physicians  wanted  for 
industrial  medicine  for  medium  size  reputable  Long  Island 
Industry,  to  contract  for  medical  services,  especially  pre- 
employment & employment  physicals. 

CONTACT:  Mr.  Ron  Wall,  Mergenthaler  Linotype  Co.,  14 

Mergenthaler  Drive,  Plainview,  1 1803.  Tel:  516/694-1300. 

NASSAU  COUNTY,  N.Y.  The  Nassau  County  Health  Dept, 
needs  Family  Physicians  or  Internists  to  work  session,  part 
time  or  full  time. 

CONTACT:  Normal  Schell,  M.D.,  Nassau  County  Health  Dept., 

240  Old  Country  Road,  Mineola  1 1501.  Tel:  516/535-4922. 

Ti 


f| 

AMA’S  PHYSICIANS’  PLACEMENT  * 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535  TI 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians’  opportunities  listed  in  the  classi-  ' 
fied  ad  section  of  JAMA,  The  Journal  of  the  AMA. 


RECEIVED  AFTER  DEADLINE 


CATSKILL  AREA 


January  22  / 26,  1974 

The  Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports  in 
conjunction  with  the  37th  Annual  Conference 
of  the  New  York  State  Association  for  Health, 
Physical  Education  and  Recreation 

Concord  Hotel 
Kiamesha  Lake 
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THE  8th  ANNUAL  SYMPOSIUM 
MEDICAL  ASPECTS  OF  SPORTS 

Included  in  attendance  will  be  the  New  York  State  Public 
High  School  Athletic  Association,  the  Eastern  Athletic 
Trainers  Association,  and  the  New  York  State  Coaches 
Association.  The  Conference  Planning  Committee  with 
the  cooperation  of  those  representing  the  Committee  on 
the  Medical  Aspects  of  Sports  has  developed  a program 
which  will  offer  the  1500  to  2000  conferees  an  interesting 


schedule  of  lectures,  workshops,  demonstrations, 
cracker-barrel  sessions  under  the  leadership  of  physi- 
cians and  trainers  experienced  in  the  field  of  sports  medi- 
cine. 

For  further  information  and  program,  please  write:  Com- 
mittee on  Medical  Aspects  of  Sports,  Medical  Society  of 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  11040.  Tel.  516/488-6100  x 208. 


NOTICE  TO  HOSPITALS  AND  MEDICAL  SCHOOLS 


The  Medical  Society  of  the  State  of  New  York  invites  you  to  send  notices  of  continuing  medical  edu- 
cation including  "Teaching  Days,"  important  lectureships,  courses,  and  similar  programs  for  free 
publication  in  WHAT  GOES  ON.  Please  address  all  correspondence  to:  The  Editor,  WHAT  GOES 

ON,  Medical  Society  of  the  State  of  New  York.  420  Lakeville  Road,  Lake  Success,  N Y.  11040.  Be 
sure  to  include  the  following  information: 

Day  and  Date  of  Meeting 

Time  of  meeting,  including  length  of  time 

Name  of  Organization  giving  meeting 

Place  of  Meeting 

Topic 

Speaker 

Speaker's  affiliation 

Fee 

Credit 


TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On"  and  invite  your  suggestions  and  comments. 


"WHAT  GOES  ON" 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 

(zip) 
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1975  ANNUAL  CONVENTION 


SUNDAY,  MARCH  9 THROUGH  WEDNESDAY,  MARCH  12 

HOTEL  AMERICANA,  NEW  YORK  CITY 


Hj:  D U L E O SC  IJENTJ[F  I C M E ET  IJN^S 

SUNDAY,  MARCH  9 

10  A.M.  GENERAL  SESSION,  Royal  Ballroom  A,  JOINT  MEETING 
FAM.  & GEN.  PRAC.;  OB  & GYN;  PSYCH.;  UROL. 

ALLERGY,  Versailles  Ballroom 
NEUROSURGERY,  Princess  Room 
OPHTHALMOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY;  RADIOLOGY 
Joint  Meeting,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A (Cont’d.  as  above) 

ANESTHESIOLOGY,  Versailles  Terrace 
ARCHIVES,  Versailles  Ballroom 

PLASTIC,  RECONSTRUCTIVE,  & MAXILOFACIAL  SURGERY,  Royal  Ballroom  B 

MONDAY,  MARCH  10 

9 A.M.  DATA  PROCESSING  IN  MEDICINE,  Royal  Ballroom  B 
DERMATOLOGY  & SYPHILOLOGY,  Versailles  Ballroom 
GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY;  PATHOLOGY  AND 
BLOOD  BANKING 
Joint  Meeting,  Royal  Ballroom  A 
SCHOOL  HEALTH,  Versailles  Terrace 
2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 

TUESDAY,  MARCH  11 

9 A.M.  CHEST  DISEASES,  Royal  Ballroom  A 
OTOLARYNGOLOGY;  PEDIATRICS 
Joint  Meeting,  Royal  Ballroom  B 
PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Terrace 
2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A,  Joint  Meeting 
CARDIOVASCULAR  DISEASES 

MEDICAL  LEGAL  & WORK.  COMP.  MATTERS;  OCCUPATIONAL  MEDICINE 
Joint  Meeting,  Versailles  Ballroom 
PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH,  Versailles  Terrace 
SURGERY;  EMERGENCY  HEALTH  SERVICES 
Joint  Meeting,  Royal  Ballroom  B 

WEDNESDAY,  MARCH  12 

9 A.M.  INTERNAL  MEDICINE,  The  Royal  Ballroom 
SPACE  MEDICINE,  Versailles  Ballroom 
2 P.M.  GENERAL  SESSION,  The  Royal  Ballroom 


SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND  TECHNICAL  EXHIBITS, 
SUNDAY  THROUGH  WEDNESDAY,  MARCH  9 THROUGH  12,  9 A.M.  to 
5 P.M.,  IN  ALBERT  HALL,  LOWER  LOBBY. 

SCIENTIFIC  MEETING  ROOMS,  2nd  FLOOR. 


hen  restful  sleep 
indicated 

Dalmane 

(flurazepam  HCI) 


liduces  sleep  within 
Jninutes,  on  average 
(tduces  nighttime  awakenings 
rovides  7 to  8 hours 

i 

lip,  on  average, 
lliout  repeating  dosage 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  w hen  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 


nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SCOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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If 'trouble  sleeping” 
means  trouble  staying 

Q ■ • • The  patient  describing  this  complaint  is  probably  over 

fifty  years  old.1  And  a sleep  research  laboratory  “profile” 
based  on  physiologic  tracings  taken  during  the  middle  third 
of  her  night  would  look  much  like  the  one  shown  on  this  page. 

Dalmane  (flurazepam  HC1)  has  been  proven  to  effectively  reduce  awaken- 
ings in  patients  with  insomnia,/ 
as  demonstrated  by  clinical 
studies  conducted  in  the 
sleep  research  labora- 
tory. In  elderly  or 
debilitated  patients, 
initial  dosage  should 
be  limited  to  15  mg 
to  preclude  over- 
sedation, dizziness 
and/or  ataxia. 
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consider  the  benefits  of 


Dalmane 

(flurazepam  HCI ) 


One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 


reduces  both  number  and  length  of  nighttime  awakenings 

induces  sleep  within  17  minutes,  on  average 

provides  7 to  8 hours  sleep,  on  average, 

without  repeating  dosage  > 
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In  the  treatment  of 
the  asthma  complex 
consider  the 
advantages  of 

BRONKOTABS 


Efficient 
Expectorant  Action 

glyceryl  guaiacolate  helps  liquefy 
tenacious  secretions  and  enables 
productive  cough  to  clear 
airways  and  keep  them  clear. 
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Gentle 
Calming  Action 

phenobarbital  provides  mild 
calming  action  to  diminish 
hyperreactions  that  can  trigger 
broncho8pasm. 
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PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are 
none  of  the  dangers  or  side  effects 
associated  with  steroid  therapy. 
However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness, 
or  sleeplessness.  Should  be  used 
with  caution  in  the  presence  of  hyper- 
tension, heart  disease  or  hyperthy- 
roidism. Drowsiness  may  occur. 
Ephedrine  may  cause  urinary  reten- 
tion, especially  in  the  presence  of 
partial  obstruction,  as  in  prostatism. 


DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


to  treat  the  individual- 
not  an  individual  symptom 

BRONKOTABS1 

Each  tablet  contains  ophedrlne  sulfate  24  mg:  glyceryl  guaiacolate  100  mg: 
theophylline  100  mg;  phanobarbltel  8 mg  (warning:  may  be  habit-torming). 


"If  you’re  self-employed, 
The  Bowery  can  help  you 
take  advantage  of  the  new 
$7500 tax  deduction. 


And  they  won’t  charge 
you  a cent.” 


—Joe  DiMaggio 


“A  $7j00  tax  break  — that’s  not 
exactly  peanuts’.’ 


The  self-employed  retirement 
law  has  been  changed.  The 
maximum  tax  advantage  has 
been  tripled  — from  $2500  up 
to  $7500. 

Many  physicians,  dentists, 
pharmacists,  lawyers,  account- 
ants, salesmen  and  operators 
of  unincorporated  businesses 
or  partnerships  may  qualify. 

To  claim  this  deduction  on 
your  1974  tax  return,  act  now. 
Let  The  Bowery  Savings  Bank 
help  you  set  up  an  IRS  approved 


tax-favored  retirement  plan 
by  December  31. 

The  Bowery'  will  serve  as 
Trustee  and  Depository' for  your 
Retirement  Account.  There  are 
currently  no  brokerage  or 
trustee  fees. 

When  you  make  a contribu- 
tion to  your  Retirement  Account 
now;  you  get  7.50%  a year  if  you 
agree  to  keep  $1000  or  more  on 
deposit  for  the  next  4 to  7 years. 
7.90%  with  daily  compounding. 
All  interest  on  qualified  con- 
tributions is  tax-deferred  until 
your  retirement. 


Note:  Interest  must  remain 
on  deposit  for  fund  to  yield 
7.90%  on  a rate  of  7.50%.  Upon 
premature  withdrawal,  Federal 
law'  requires  the  Bank  to  reduce 
the  amount  of  interest  earned 
on  funds  withdrawn  from  date 
of  deposit  to  the  then  prevailing 
savings  account  rate.  In  addi- 
tion a forfeiture  of  up  to  three 
months’  interest  at  the  low'er 
rate  is  required. 

Mail  coupon  for  details,  or 
call  The  Bowery’s  Retirement 
Plan  Department  at 
(212)  953-8330.  But  act  today. 


The  Bowery  Savings  Bank  KNYJM  12 

Retirement  Plan  Department 
Box  1230,  L.I.C.P.O. 

Long  Island  City,  N.Y.  11101 

□ Please  send  me  detailed  information 

□ Please  call  me  at 

(PHONE) 

Name Address 

City State_ _ _Zip 
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110  East  42nd  St./Grand  Central  Station/130  Bowery  at  Grand  St./5th  Ave.  at  34th  St./7th  Ave.  at  34th  St./8th  Ave.  at  34th  St. 

Penn  Station/Broadway  at  47th  St./Lexington  Ave.  at  54th  St./3rd  Ave.  at  60th  St./145th  St.  at  St  Nicholas  Ave. 

5100  Sunrise  H’way.,  Massapequa  Pk.,  L.I./947  Old  Country  Rd.,  New  Cassel,  Westbury,  L.I./Member  FDIC 
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We  know  Librium  works 

(chlordiazepoxide  HC1) 


Clinical  studies  of  Librium  in  the  1970’s  are  extending 
our  knowledge  of  its  pharmacology  and  therapeutic  applicatior 


By  1 970,  the  antianxiety 
effect  of  Librium  (chlordiazepox- 
ide HC1)  had  been  well  established. 
Nevertheless,  Roche  Laboratories, 
in  keeping  with  its  commitment 
to  continuing  research,  has  en- 
couraged further  investigations  on 
Librium.  Its  aim:  to  obtain  new 
biochemical  and  clinical  data  rele- 
vant to  the  use  of  this  psychothera- 
peutic agent  in  medical  practice. 

Subjects  recently  explored 
include  predictability  of  Librium 
effectiveness,  metabolism  and 
half-life  in  humans,  correlation 
of  antianxiety  response  with  re- 
ports of  life  situation  events,  and 
other  areas  of  specific  medical 
interest. 
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The  references  cited  constitute  only  a part  of  the 
Librium  (chlordiazepoxide  HC1)  bibliography. 
Through  the  capabilities  of  RETRIEVE,  a com- 
puter literature-retrieval  system,  additional 
comprehensive  data  are  readily  available. 

For  specific  inquiries  on  Librium,  please  write 
Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche 
Inc.,  Nutley,  N.J.  07110 


Effect  of  single 
vs.  repeated  doses 
of  medication 


A decrease  in  excessive 
anxiety  following  a single 
dose  of  antianxiety  medi- 
cation might  be  predictive 
of  effectiveness  after  re- 
peated doses. 


Plasma  levels  and 
antianxiety  effectiven 

An  important  considera- 
tion in  the  determination 
of  adequate  therapeutic 
dosage. 


were  still  learning  more  about 

how  and  why. 


Metabolic  transformation 
and  biological  half-life 

Specific  information 
which  may  be  of  value  in 
establishing  an  appropri- 
ate dosage  regimen. 


Correlation  of  anxiety 
reduction  with  quality 
of  life  experiences 


Therapeutic  value  in 
the  postcoronary  patient 

Studying  the  prevalence 
of  anxiety  in  CCU 
patients  and  the  need  for 
psychotropic  medication. 


Concomitant  use  with 
anticoagulant  therapy 

An  increasingly  important 
consideration  in  the  total 
treatment  of  cardiovas- 
cular conditions  accom- 
panied by  excessive 
anxiety. 

Physicians  should  be 
aware  that  variable  effects 
on  blood  coagulation 
have  been  reported  very 
rarely  in  patients  receiv- 
ing oral  anticoagulants 
and  Librium  (chlordi- 
azepoxide  HC1). 


The  possible  influence  of 
life  situation  events  on  the 
response  to  antianxiety 
medication. 


P ase  see  following  page  for  summary  of  product  information. 


Librium’ 

(chlordiazepoxide  HC1) 

5 mg,  10  mg,  25  mg  capsules 
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We’re  still  learning  more  about  Librium... 
to  make  it  more  useful  to  you. (chlordiazepox,de  HCI) 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (in- 
cluding convulsions),  following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have  been  reported. 

Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children 
over  six,  limit  to  smallest  effective  dosage  (initially  10  mg  or 
less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  grad- 
ually as  needed  and  tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recommended,  if  combination 


5 mg 

For  geriatric 
patients  and, 
in  general, 
for  milder 
degrees  of 
clinically 
significant 
anxiety 


10  mg 
For  relief 
of  mild  to 
moderate 
anxiety 


25  mg 
Specifically 
for  use  in 
severe 
anxiety 


Librium  has  shown  a consistently  high  de- 
gree of  efficacy  with  a wide  margin  of  safety  in 
the  relief  of  excessive  anxiety.  In  proper  dosage, 
Librium  seldom  impairs  mental  acuity  or  general 
performance.  As  with  all  CNS-acting  drugs,  pa- 
tients should  be  cautioned  against  hazardous 
occupations  requiring  complete  mental  alertness. 

Librium  is  often  given  concomitantly,  in 
various  somatic  disorders,  with  certain  specific 
medications  of  other  classes  of  drugs,  such  as 
cardiac  glycosides,  diuretics  and  antihyperten- 
sive agents,  whenever  anxiety  is  a clinically  sig- 
nificant factor. 

When  anxiety  has  been  reduced  to  manage- 
able levels,  therapy  with  Librium  should  be 
discontinued. 

therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use 
of  potentiating  drugs  such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage)  have  been  reported  in  psy- 
chiatric patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may 
occur,  especially  in  the  elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaun- 
dice and  hepatic  dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsules, 

5 mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiazepoxide)  Tablets,  5 mg, 
10  mg  and  25  mg— bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are  indistinguishable. 


Libriunr 

(chlordiazepoxide  HCI) 

/ \ Roche  Laboratories 

\ ROCHE  > Division  of  Hotfmann-La  Roche  Inc 
/ Nutley  New  Jersey  07110 
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2341  Retroperitoneal  Liposarcoma;  Diagnostic  work-up  and  preoperative  planning 
Howard  J.  Kesseler,  M.D.,  Guillermo  E.  Delgado,  M.D., 
and  Frank  M.  Purnell,  M.D. 
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and  Eugene  M.  Wyso,  M.D. 
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and  Orlando  Castro,  M.D. 
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2385  Tracheal  Grafts;  Experimental  and  clinical  observations 
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Camalox  Suspension,  because  it  persists  in  the  stomach 
longer,  provides  the  prolonged  antacid  action  your 
peptic  ulcer  patient  needs. 

A recent  gastroscopic  study  of  nine  patients,  who 
first  received  Camalox  and  then  a leading  competitive 
antacid,  revealed  that  only  Camalox  persisted  in  the 
cardia  portion  of  the  stomach  throughout  the  test,  at 
one  hour  post-ingestion— and  in  the  form  of  flecks, 
patches,  clumps  or  coating  in  the  antrum  and  the 
body  of  the  stomach,  depending  on  the  time 
interval  and  the  dosage.  Only  very  spotty 
adherence  of  the  competitive  antacid  was 
observed  at  10  minutes,  and  hardly  any  at  30 
and  60  minutes. 

These  findings  come  as  no  surprise,  for 
they  correlate  with  earlier  in  vitro  test  results 
of  Camalox  Suspension  effectiveness.  Camalox 
Suspension  kept  the  pH  above  3.5  for  1 20 
minutes,  versus  93  minutes  for  its  nearest 
competitor. 

When  excess  gastric  acid  overwhelms 
your  ulcer  patient,  he  needs  an  antacid  that 
neutralizes  longer,  faster,  and  effectively.  He 
needs  Camalox,  the  antacid  with  hour  power. 
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Abstracts 


Kesseler,  H.  J.,  Delgado,  G.  E.,  and  Purnell,  F.  M.: 

Retroperitoneal  liposarcoma;  diagnostic  work-up  and 
preoperative  planning,  New  York  State  J.  Med.  74: 

2341. 

Retroperitoneal  masses  can  be  defined  by  gastrointes- 
tinal series,  barium  enema,  and  intravenous  pyelogram 
studies.  However,  the  details  of  the  anatomy  of  the 
mass  are  best  determined  by  flush  aortography  and  se- 
lective studies  of  the  lumbar  and  intercostal  vessels. 
These  details  enable  the  surgeon  to  plan  the  best  surgi- 
cal approach  to  the  tumor.  The  blood  supply  of  the 
tumor  can  be  divided  prior  to  dissection  of  the  tumor. 
The  opportunity  for  complete  excision  is  thereby  im- 
proved, and  the  chances  of  tumor  emboli  occurring  dur- 
ing surgical  manipulation  are  lessened.  Hopefully,  this 
approach  will  favorably  influence  survival.  Three  cases 
are  discussed  and  illustrate  the  evolution  of  these  prin- 
ciples. 


Jamal,  N.  M.,  Hernandez,  J.  F.,  and  Wyso,  E.  M.: 
CVP  catheter  tip;  location  by  means  of  intra-atrial  lead, 
New  York  State  J.  Med  74:  2349  (Dec.)  1974. 

A modified  technique  of  central  venous  pressure  cath- 
eter placement  is  presented.  The  wire  stylet  of  the  in- 
tracatheter is  utilized  as  an  exploring  electrode  of  the  V 
lead  of  the  electrocardiogram.  Forty-nine  consecutive 
patients  were  included  in  the  study.  The  position  of  the 
catheter  tip  was  judged  accurately  without  exception. 
The  only  complications  encountered  were  3 cases  of 
local  phlebitis  and  one  with  a hematoma  in  a cutdown 
incision.  There  were  no  complications  of  the  method 
per  se. 


Heffer,  E.  T.:  Cystic  fibrosis  in  black  population,  New 
York  State  J.  Med.  74:  2355  (Dec.)  1974. 


Cystic  fibrosis  is  reported  as  being  uncommon  in  the 
black  population.  In  the  United  States,  for  the  year 
1972,  there  were  14,014  patients  with  cystic  fibrosis; 
13,657  were  Caucasian,  only  232  were  black.  The  Cystic 
Fibrosis  Center  at  Long  Island  College  Hospital  in 
Brooklyn,  New  York,  is  reporting  an  unusually  high  per- 
centage of  black  cystic  fibrosis  patients.  During  the 
. nine  years  since  the  clinic  started,  there  were  10  black 
patients,  14.2  per  cent,  and  60  white  patients,  85.7  per 
cent.  The  present  clinic  is  composed  of  7 black  pa- 
tients, 20  per  cent,  and  28  white  patients,  80  per  cent. 
The  1970  census  reports  there  are  25.2  per  cent  black 
people  in  Brooklyn.  The  reason  for  the  high  percentage 
of  black  patients  at  our  clinic  is  unknown. 


Warner,  M.  P.:  Artificial  insemination;  Revievy  after 
thirty-two  years’  experience,  New  York  State  J.  Med 
74:  2358  (Dec.)  1974. 

An  intensive  review  is  given  of  thirty-two-years  expe- 
rience with  518  cases  of  artificial  insemination,  338  cou- 
ples, treated  in  private  practice  by  the  author  in  New 
York  City.  Successful  conceptions  resulted  in  73  per 


cent  of  the  wives  treated.  The  incidence  and  indica- 
tions for  AID  and  AIH  are  given.  Analysis  of  case  rec- 
ords, with  thirty-two-year  followup  by  personal  contact 
and  letters,  and  reports  of  friends  and  relatives,  dis- 
closed no  regrets  with  the  method  of  conception,  only 
great  satisfaction  and  gratitude.  Analysis  of  the  records 
gave  interesting  data  on  sociologic,  education,  ages, 
medical  and  reproductive  histories,  clinical  and  patho- 
logical findings  in  male  and  female  partners.  Diag- 
nostic test  results,  corrective  therapy,  blood  incompata- 
bilities,  and  so  forth  were  summarized.  The  number  of 
inseminations  per  cycle  and  total  number  of  treatments 
with  successful  dates  of  ovulation  are  cited.  Statistics 
were  obtained  on  numbers  of  resulting  conceptions, 
spontaneous  abortions,  ectopics,  and  live  normal 
pregnancies.  Physicians  should  inform  and  make  avail- 
able to  couples  the  opportunity  for  artificial  insemina- 
tion treatments;  AID  or  AIH  when  they  have  no  other 
source  of  becoming  parents.  Indications  for  AID  or 
AIH  are  as  follows:  (1)  inability  to  consummate  coitus 
for  physical  or  emotional  reasons;  (2)  incurably  sterile 
husbands;  (3)  prolonged  infertility  due  to  the  male  fac- 
tor; (4)  incompatible  blood  factors;  (5)  to  avoid  trans- 
mission of  undesirable  genetic  and  familial  traits  of  hus- 
bands; (6)  when  adoption  is  unattainable  or  not  desired. 
The  legal,  ethical,  religious,  moral,  psychologic,  techni- 
cal, and  financial  aspects  of  AID  and  AIH  are  discussed. 
The  medical  profession  recognizes  the  value  of  AID  for 
couples  qualifying  for  this  procedure.  The  number  of 
repeat  requests  for  treatment  by  AID  ranging  from  1 to 
4 pregnancies  is  evidence  of  patients’  acceptance. 

Aronian,  J.  M.,  and  Redo,  S.  F.:  Gastrocutaneous  fis- 
tula after  tube  gastrostomy;  incidence  in  infants  and 
children,  New  York  State  J.  Med.  74:  2364  (Dec.)  1974. 

The  records  of  88  patients  under  two  years  of  age  were 
reviewed.  Of  20  gastrostomies  in  place  for  over  six 
months,  9,  45  per  cent,  required  surgical  closure  of  a gas- 
trocutaneous fistula  which  persisted  after  tube  removal. 
Histologic  examination  of  the  excised  fistula  reveal  com- 
plete epithelialization  of  the  tube  tract  in  6 patients. 
No  fistulas  developed  on  short-term  gastrostomies  and 
in  all  cases  closure  was  spontaneous  after  tube  removal. 
There  was  no  mortality  associated  with  either  gastrosto- 
my or  fistula  closure.  The  authors  feel  that  the  dura- 
tion of  the  gastrostomy  and  not  its  use  is  the  cause  of 
fistula  formation. 

Gourin,  A.,  and  Lyons,  H.  A.:  Concurrent  pulmonary 
tuberculosis  and  bronchogenic  carcinoma;  experience  in 
a large  municipal  hospital,  New  York  State  J.  Med.  74: 
2367  (Dec.)  1974. 

Seventy-three  patients  with  concurrent  pulmonary 
tuberculosis  and  bronchogenic  carcinoma  treated  at 
Kings  County  Hospital,  Brooklyn,  New  York  form  the 
basis  of  this  report.  Histological  types  of  cancer  were 
comparable  to  primary  lung  cancer  in  nontuberculous 

continued  on  page  2436 
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how  big  a dose  will  now 
bring  relief  if  it  is  a narcotic? 


in  chronic  pain 

of  moderate  to  severe  intensity 

Talwin 

brand  of  ^ 

pentazocine 

* (as  hydrochloride) 


50  mg. 
Tablets 


“Tolerance  is  an  ever-present  hazard  to  continued 
use  of  narcotics. . . .The  very  first  dose  diminishes  the 
effects  of  subsequent  doses.”1  And,  as  increasing 
amounts  of  narcotics  are  required  to  control  pain,  dis- 
tressing adverse  effects— lethargy,  hypotension,  con- 
stipation, etc.— can  needlessly  debilitate  the  patient. 

l.Sadove.  M.  S.:  A look  at  narcotic  and  non-narcotic  analgesics,  Postgrad. 

Med.  49: 102.  June  1971. 

how  big  a dose  will  now 
bring  relief  if  it  is  Talwin  ? 


Dependence  rare:  During  three  years  of  wide  clinical  use,  there 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history 
of  drug  dependence  should  be  under  close  supervision  while 
receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  by  the  patient  and 
to  prevent  the  use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain.* 

Generally  well  tolerated  by  most  patients*:  Infrequently  causes 
decrease  in  blood  pressure  or  tachycardia;  rarely  causes  respi- 
ratory depression  or  urinary  retention;  seldom  causes  diarrhea 
or  constipation.  Acute,  transient  CNS  effects,  described  in 
product  information  on  following  page,  have  occurred  in  rare 
instances  foilowingthe  use  of  Talwin  Tablets.  If  dizziness, 
lightheadedness,  nausea  or  vomiting  are  encountered,  these 
effects  may  decrease  or  disappear  after  the  first  few  doses. 

•See  important  product  information  on  next  page  for  adverse  reactions,  patient 
selection,  prescribing  and  precautionary  recommendations. 
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Chances  are,  the  same  50  mg.  Talwin  Tablet  you 
prescribe  originally  will  continue  to  provide  good  pain 
relief.  Talwin  can  be  compared  to  codeine  in  anal- 
gesic efficacy:  one  50  mg.  tablet  appears  equivalent 
in  analgesic  effect  to  60  mg.  (1  gr.)  of  codeine.  How- 
ever, patients  receiving  Talwin  Tablets  for  prolonged 
periods  face  fewer  of  the  consequences  you’ve  come 
to  expect  with  narcotics.  There  should  be  fewer 
“adverse  effects”  on  her  way  of  life. 

Tolerance  rare:  Tolerance  to  the  analgesic  effect  of 
TalwinTablets  is  rare. 


in  chronic 
pain  of 
moderate  to 
severe 
intensity 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use 

Indication:  For  the  relief  of  moderate  to  severe  pain. 
Contraindication:  Talwin  should  not  be  administered  to  patients 
who  are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psy- 
chological and  physical  dependence  on  parenteral  Talwin  in  pa- 
tients with  a history  of  drug  abuse  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  withdrawal  symptoms.  There 
have  been  a few  reports  of  dependence  and  of  withdrawal  symp- 
toms with  orally  administered  Talwin.  Patients  with  a history  of 
drug  dependence  should  be  under  close  supervision  while  receiv- 
ing Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take 
precautions  to  avoid  increases  in  dose  by  the  patient  and  to  pre- 
vent the  use  of  the  drug  in  anticipation  of  pain  rather  than  for  the 
relief  of  pain. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  Talwin  and  its  potential  for  elevating  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore,  Talwin  can  pro- 
duce effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses 
of  Talwin  have  experienced,  in  rare  instances,  hallucinations  (usu- 
ally visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should  be  very  closely  ob- 
served and  vital  signs  checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience  in  children  under 
12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severely  limited  res- 
piratory reserve,  severe  bronchial  asthma  and  other  obstructive 
respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to 
accentuation  of  side  effects.  Although  laboratory  tests  have  not 
indicated  that  Talwin  causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau 
sea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  given  narcotics,  including  methadone  for 
the  daily  treatment  of  narcotic  dependence,  have  experienced 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause 
and  effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syn- 
cope, visual  blurring  and  focusing  difficulty,  hallucinations  (see 
Acute  CNS  Manifestations  under  WARNINGS);  and  rarely  tremor, 
irritability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic.-  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular:  infrequently  de- 
crease in  blood  pressure,  tachycardia.  Hematologic:  rarely  de- 
pression of  white  blood  cells  (especially  granulocytes),  usually 
reversible  and  usually  associated  with  diseases  or  other  drugs 
which  are  known  to  cause  such  changes,  moderate  transient 
eosinophilia.  Other.-  rarely  respiratory  depression,  urinary  reten- 
tion, toxic  epidermal  necrolysis. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased ' 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  nol 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 


Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwir 
in  this  age  group  is  not  recommended. 


Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receivec 
Talwin  orally  for  prolonged  periods  have  not  experienced  with 
drawal  symptoms  even  when  administration  was  abruptly  discon 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  anc 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  over-  i 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assistec 
or  controlled  ventilation  should  also  be  considered.  Although 
nalorphine  and  levallorphan  are  not  effective  antidotes  for  respira  r 
tory  depression  due  to  overdosage  or  unusual  sensitivity  tc 
Talwin,  parenteral  naloxone  (Narcan®,  available  through  Endc 
Laboratories)  is  a specific  and  effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls.  J 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contain: 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  t(  t: 
50  mg.  base.  Bottles  of  100. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  \V\//nfhro^  ^ 
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Abstracts  in  Interlingua 


Kesseler,  H.  J.,  Delgado,  G.  E.,  e Purnell,  F.  M.:  Li- 

posarcoma  retroperitoneal;  planeamento  diagnostic  e 
preoperatori.  New  York  State  J.  Med.  74:  2341 
(Decembre)  1975. 

Le  massas  retroperitoneal  pote  esser  definite  con  se- 
ries gastrointestinal,  enema  de  barium  e pyelogramma 
intravenose.  Nonobstante,  le  detalios  anatomic  del 
massas  es  determinate  melior  con  le  aortographia  e stu- 
dios selective  del  vasos  lumbar  e intercostal.  Iste  detal- 

Iios  facilita  al  chirurgo  le  planeamento  melior  pro  le  ap- 
proche  chirurgic  del  tumor.  Le  suministro  sanguine  del 
tumor  pote  esser  interrumpite  ante  del  disection  del 
tumor.  Le  opportunitate  de  un  excision  complete  es, 
consequentemente,  plus  melior,  e le  chance  de  embolisa- 
tion tumoral  durante  le  manipulationes  chirurgic  es  re- 
ducite.  Es  expectate  que  iste  approche  influnce  favora- 
bilimente  le  superviventia.  Tres  casos  es  discutite  e il- 
lustra  le  evolution  de  iste  principios. 

Jamal,  N.  M.,  Hernandez,  J.  F.,  e Wyso,  E.  M.: 
Puncta  del  catheter  pro  determinar  le  pression  venose 
central  (PVC);  localisation  mediante  un  guida  intra- 
atrial,  New  York  State  J.  Med.  74:  2348  (Decembre) 
1974. 

Un  technica  modificate  pro  placiar  le  catheter  pro 
determinar  le  PVC  es  presentate.  Le  styleto  de  filo  me- 
tallic del  catheter  intravasculari  es  utilisate  como  elec- 
trodo  exploratori  del  derivation  V del  electrocardio- 
i gramma.  Quarante-nove  (49)  patientes  consecutive  es- 
seva  includite  in  iste  studio.  Le  position  del  puncta  del 
catheter  esseva  observate  con  precission,  sin  exception. 
Le  sol  complicationes  trovate  esseva  3 casos  de  phlebitis 
e un  con  hematoma  in  le  incision  pro  placiar  le  instru- 
mento.  Non  habeva  complicationes  con  iste  methodo. 

Heffer,  E.  T.:  Fibrosis  cystic  in  le  population  negro, 
New  York  State  J.  Med.  74:  2355  (Decembre)  1974. 

Ha  essite  reportate  que  le  fibrosis  cystic  es  pauc  fre- 
quente  in  le  population  negro.  In  le  Statos  Unite,  in 
1972  habeva  14.014  patientes  con  fibrosis  cystic;  de  iste, 
13.657  esseva  caucasic  e solmente  232  esseva  negro.  Le 
Centro  de  Fibrosis  Cystic,  del  Hospital  Long  Island  Col- 
lege, Brooklyn,  Nove  York,  reporta  un  elevate  percent- 
age de  patientes  negro  con  fibrosis  cystic.  Durante  le  9 
annos  desde  le  initiation  del  clinic  habeva  10  patientes 
negro  (14.2  pro  cento)  e 60  bianco  (85.7  pro  cento). 
Actualmente,  le  clinic  ha  7 patientes  negro  (20  pro 
cento)  e 28  bianco  (80  pro  cento).  Le  censo  de  1970  in- 
dicava  25.2  pro  cento  de  population  negro  en  Brooklyn. 
Non  es  cognoscite  le  ration  del  elevate  percentage  de  pa- 
tientes negro  in  nostra  clinic. 

Warner,  M.  P.:  Insemination  artificial;  Revista  de  un 
experientia  de  32  annos,  New  York  State  J.  Med.  74: 
2358  (Decembre)  1974. 

Un  revista  extense  de  un  experientia  de  32  annos,  con 

continued  on  page  2327 


When  the  need  is  for  nutritional 
supplementation  with 
B complex  and  vitamin  C, 
BEMINAL-500  has  what  it  takes: 

• High  potency  B complex 
vitamins 

• 500  mg.  of  vitamin  C 

• No  odor 

• No  aftertaste 

Each  BEMINAL-500  tablet  contains 


Thiamine  mononitrate 
(Vit  BO  25  0 mg 

Riboflavin  (Vit  B2)  12  5 mg 

Niacinamide  100  0 mg 

Pyridoxme  hydrochloride 
(Vit  Be)  10  0 mg 

Calcium  pantothenate  20  0 mg 

Ascorbic  acid  (Vit  C) 
as  sodium  ascorbate  500  0 mg 

Cyanocobalamm 

(Vit  B i2)  5 0 meg 


Each  tablet  contains  0 15  mg  saccharin 
as  sodium  saccharin 

Each  tablet  provides  the  following 
multiples  of  the  recognized 
adult  minimum  daily  reguirements : 


Thiamine  mononitrate  25 

Riboflavin  10 

Niacinamide  10 

Ascorbic  acid  16 


The  need  for  pyridoxme  hydrochloride, 
calcium  pantothenate,  and  cyanoco- 
balamin  in  human  nutrition  has  not 
been  established 

USUAL  DOSAGE:  Adults- 1 tablet  daily, 
or  as  directed 

SUPPLIED:  No  824-BEMINAL-500 
Tablets,  in  bottles  of  100 


Ayerst, 


AYERST  LABORATORIES 
New  York.  NY  10017 


7411 
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Headquartei  s Building  at  Lake  Success,  New  York 


i69th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  - - STATE  OF  NEW  YORK 

Americana  of  New  York 

March  9-13,  1975  New  York  City 

Highlights  . . . General  Sessions:  Cardiovascular  Diseases;  Human  Sexuality;  Stress; 

The  Bone  • 29  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of 
Delegates  • President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific 

Motion  Pictures 

Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


3mericana  of  new  york  seventh 

Please  make  reservations  for 


. persons 


NAME(S). 


AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 
TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  york  City  and  State  Taxes) 


SINGLE  BEDROOM 

n $27  □ $30  □ $33 

□ $36 

□ $39 

DOUBLE  FOR  2: 

Address 

□ $33  □ $36 

□ $39 

□ $42 

□ $45 

City State 

Zip... 

A.M. 

..P.M. 

TWIN  FOR  2: 

□ $35  □ $38 

□ $41 

□ $44 

□ $47 

Arrive:  Date 

AT... 

STUDIO  FOR  1: 

□ $33  □ $36 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  it  indicated) 

Probable  Departure  Date 

STUDIO  FOR  2: 

□ $35  □ $38  □ $41 

PARLOR  & 1 BEDROOM: 

□ $80  & Up 

THIS  FORM  MUST  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


PARLOR  & 2 BEDROOMS: 

n $no  & up 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

March  9-13,  1 975 


2324 


1975  ANNUAL  CONVENTION 

EiiiriL  simm  nr  tin:  state  he  m 

SUNDAY,  MARCH  9 THROUGH  WEDNESDAY,  MARCH  12 

HOTEL  AMERICANA,  NEW  YORK  CITY 


SCH  EDULEOF^  SC  IENTI F I \C _M  EET I INGS 

SUNDAY,  MARCH  9 

10  A.M.  GENERAL  SESSION,  Royai  Ballroom  A,  JOINT  MEETING 
FAM.  & GEN.  PRAC.;  OB  & GYN;  PSYCH.;  UROL. 

ALLERGY,  Versailles  Ballroom 
NEUROSURGERY,  Princess  Room 
OPHTHALMOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY;  RADIOLOGY 
Joint  Meeting,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A (Co nt’d.  as  above) 

ANESTHESIOLOGY,  Versailles  Terrace 
ARCHIVES,  Versailles  Ballroom 

PLASTIC,  RECONSTRUCTIVE,  & MAXILOFACIAL  SURGERY,  Royal  Ballroom  B 

MONDAY,  MARCH  10 

9 A.M.  DATA  PROCESSING  IN  MEDICINE,  Royal  Ballroom  B 
DERMATOLOGY  & SYPHILOLOGY,  Versailles  Ballroom 
GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY;  PATHOLOGY  AND 
BLOOD  BANKING 
Joint  Meeting,  Royal  Ballroom  A 
SCHOOL  HEALTH,  Versailles  Terrace 
2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 

TUESDAY,  MARCH  11 

9 A.M.  CHEST  DISEASES,  Royal  Ballroom  A 
OTOLARYNGOLOGY;  PEDIATRICS 
Joint  Meeting,  Royal  Ballroom  B 
PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Terrace 
2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A,  Joint  Meeting 
CARDIOVASCULAR  DISEASES 

MEDICAL  LEGAL  & WORK.  COMP.  MATTERS;  OCCUPATIONAL  MEDICINE 
Joint  Meeting,  Versailles  Ballroom 
PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH,  Versailles  Terrace 
SURGERY;  EMERGENCY  HEALTH  SERVICES 
Joint  Meeting,  Royal  Ballroom  B 

WEDNESDAY,  MARCH  12 

9 A.M.  INTERNAL  MEDICINE,  The  Royal  Ballroom 
SPACE  MEDICINE,  Versailles  Ballroom 
2 P.M.  GENERAL  SESSION,  The  Royal  Ballroom 


SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND  TECHNICAL  EXHIBITS, 
SUNDAY  THROUGH  WEDNESDAY,  MARCH  9 THROUGH  12,  9 A.M.  to 
5 P.M.,  IN  ALBERT  HALL,  LOWER  LOBBY. 

SCIENTIFIC  MEETING  ROOMS,  2nd  FLOOR. 
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Catapres  Man. 

He  can  handle 
hypertension,  from 
mild  to  severe 


Catapres  is  effective  in  mild  to  severe  hypertension.  It  is  mild 
to  moderate  in  potency.  Its  effectiveness  is  enhanced  in  com- 
bination with  a diuretic  such  as  chlorthalidone. 


The  table  shows  some  representative  results  on  the  effec- 
tiveness of  new  Catapres,  with  and  without  chlorthalidone, 
in  hypertension  from  mild  to  severe. 

Try  new  Catapres.  Alone.  Or  in  combination  with  other  anti- 
hypertensive agents.  Because  how  you  lower  blood  pressure 
can  make  a difference. 

Blood  pressure  responses  to  Catapres  alone  or  in  combination 
with  a diuretic,  as  shown  in  three  controlled  studies'  3 


Investigator 

No.  of 
patients 

Author's 
description 
of  degree  of 
hypertension 

Mean  blood  pressure  (mm  Hg) 
in  recumbent  position 

Control 

Catapres 

alone 

Catapres  + 
a diuretic 

Putzeys  and 
Hoobier' 

12 

moderately 

severe 

173/106 

143/91 

Elkeles  et  at.7 

9 

mild  to 
moderate 

182/110 

159/95 

Finnerty. 
Mroczek  et  at.3 

41 

moderate 
to  severe 

176/116* 

143/92* 

♦Sitting  blood  pressure. 


new  Catapres’ 

(clonidine  hydrochloride) 

Tablets  of  0.1  and  0.2  mg 


Boehringer  Ingelheim 

Boehrlnger  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


Please  see  adjoining  column 
for  brief  summary  of 
prescribing  information. 


new  Catapres* 

(clomdine  hydrochloride) 

Tablets  of  0 1 mg  and  0.2  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension  As  an  antihypertensive  drug.  Catapres 
(clomdine  hydrochloride)  is  mild  to  moderate  in 
potency  It  may  be  employed  in  a general  treatment 
program  with  a diuretic  and/or  other  antihyperten- 
sive  agents  as  needed  for  proper  patient  response 
Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy 
Usage  in  Pregnancy  In  view  of  embryotoxic  find- 
ings in  ammals.  and  since  information  on  possible 
adverse  effects  in  pregnant  women  is  limited  to 
uncontrolled  clinical  data,  the  drug  is  not  recom- 
mended m women  who  are  or  may  become  pregnant 
unless  the  potential  benefits  outweigh  the  potential 
risk  to  mother  and  fetus 

Usage  in  Children  No  clinical  experience  is  avail- 
able with  the  use  of  Catapres  (clonidine  hydro- 
chloride) in  children 

Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose  gradu- 
ally over  2 to  4 days  to  avoid  a possible  rapid  rise 
m blood  pressure  and  associated  subjective  symp- 
toms such  as  nervousness,  agitation,  and  headache 
Patients  should  be  instructed  not  to  discontinue 
therapy  without  consulting  their  physician.  Rare 
instances  of  hypertensive  encephalopathy  and 
death  have  been  recorded  after  cessation  of 
clonidine  hydrochloride  therapy  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood 
pressure,  should  it  occur,  can  be  reversed  by 
resumption  of  clonidine  hydrochloride  therapy  or  by 
intravenous  phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as  operating 
machinery  or  driving,  should  be  advised  of  the 
sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other 
sedatives.  Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should  be  used 
with  caution  in  patients  with  severe  coronary  insuf- 
ficiency, recent  myocardial  infarction,  cerebro- 
vascular disease  or  chronic  renal  failure 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydro- 
chloride) should  receive  periodic  eye  examinations. 
While,  except  for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings  have 
been  recorded  with  Catapres.  in  several  studies  the 
drug  produced  a dose-dependent  increase  *n  the 
incidence  and  severity  of  spontaneously  occurring 
retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions 
are  dry  mouth,  drowsiness  and  sedation  Constipa- 
tion, dizziness,  headache,  and  fatigue  have  been 
reported.  Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  reactions 
have  been  associated  with  the  drug,  some  of  them 
rarely.  (In  some  instances  an  exact  causal  relation- 
ship has  not  been  established.)  These  include: 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  function  tests; 
one  report  of  possible  drug-induced  hepatitis  with- 
out icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride 

Weight  gain,  transient  elevation  of  blood  glucose, 
or  serum  creatine  phosphokinase  congestive  heart 
failure,  Raynaud’s  phenomenon;  vivid  dreams  or 
nightmares,  insomnia,  other  behavioral  changes, 
nervousness,  restlessness,  anxiety  and  mental 
depression  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associ- 
ated with  a rash,  impotence,  urinary  retention, 
increased  sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal  mucosa, 
pallor,  gynecomastia,  weakly  positive  Coombs’  test, 
asymptomatic  electrocardiographic  abnormalities 
manifested  as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage:  Profound  hypotension,  weakness 
somnolence,  diminished  or  absent  reflexes  and 
vomiting  followed  the  accidental  ingestion  of 
Catapres  (clonidine  hydrochloride)  by  several 
children  from  19  months  to  5 years  of  age.  Gastric 
lavage  and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery  within 
24  hours  Tolazoline  in  intravenous  doses  of  10  mg 
at  30-minute  intervals  usually  abolishes  all  effects 
of  Catapres  (clonidine  hyorochloride)  overdosage 
How  Supplied:  Catapres,  brand  of  clonidine  hydro- 
chloride. is  available  as  0.1  mg  (tan)  and  0.2  mg 
orange)  oval,  single-scored  tablets  in  bottles  of  100 

For  complete  details,  please  see  full  prescribing 
information 

Under  license  from  Boehringer  Ingelheim  GmbH 
References:  1.  Putzeys,  M.  R and  Hoobler,  S.  W.: 
Comparison  of  clonidine  and  methyldopa  on  blood 
pressure  and  side  effects  in  hypertensive  patients. 
Am.  Heart  J.  83  464.  1972.  2.  Elkeles,  R.  S.,  Goldby, 

F.  S and  Oliver.  D.  O.:  A Double  Blind  Study  of 
Catapres.  A New  Antihypertensive  Agent,  in  Conolly, 
M E.  (ed  ):  Catapres  in  Hypertension,  London, 
Butterworths,  1970,  pp  139-144  3.  Mroczek,  W.  J., 
Leibel,  B.  A.  and  Finnerty,  F.  A.,  Jr.:  Comparison  of 
clonidine  and  methyldopa  in  hypertensive  patients 
receiving  a diuretic.  Am.  J.  Cardiol.  29:712,  1972. 
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518  casos  de  insemination  artificial,  338  pares,  tractate 
privatemente  per  le  autor  in  le  Citate  de  Nove  York  es 
presentate.  Concept iones  successose  esseva  obtenite  in 
73  pro  cento  del  sposas  tractate.  Le  incidentia  e indica- 
tiones  del  “AID”  e “AIH”  es  etiam  presentate.  Le  ana- 
lyse del  records  de  32  annos,  seguite  mediante  contactos 
personal,  cartas  e reportos  de  amicos  e parentes,  non 
discoperite  regretes  con  iste  methodo  de  conception, 
mais  solmente  satisfactiones  e gratitude.  Le  analyse  del 
records  proportiona  information  interesante  supra  le  as- 
pectos  sociologic,  educational,  de  etate,  le  historias 
medic  e reproductive,  e trovatos  clinic  e pathologic  del 
participate  homine  o femina.  Le  resultatos  del  tests 
diagnostic,  le  therapia  corrective,  le  incompatibilitate 
sanguine  e altere  information  es  summarisate.  Le  num- 
ero  de  inseminationes  per  cyclo  e le  numero  total  de 
tractamentos  con  le  datas  de  ovulation  successose  es 
presentate.  Statisticas  del  numero  de  conceptiones  ob- 
tenite, abortamentos  spontanee,  pregnantias  ectopic,  e 
normal  es  reportate.  Le  medicos  debe  informar  e offer- 
er le  opportunitate  del  tractamentos  AID  e AIH  de  in- 
semination artificial  quando  non  ha  altere  possibilitate 
de  devenir  parentes.  Le  indicationes  del  AID  o AIH  es: 
(1)  incapacitate  de  consummar  le  coitus  per  rationes 
physic  o emotional,  (2)  marito  sterile  incurabile,  (3)  in- 
fertilitate  prolongate  debite  al  factor  masculine,  (4)  in- 
compatibilitate sanguine,  (5)  prevention  de  transmission 
de  tendentias  genetic  o familiari  non  recommendate  ex- 
istente  in  le  maritos,  e (6)  quando  le  adoption  non  es 
possibile  o non  desirate.  Le  aspectos  legal,  ethic,  reli- 
giose, moral,  psychologic,  technic,  e financial  del  AID  e 
AIH  es  etiam  discutite.  Le  profession  medic  recognisce 
le  valor  del  AID  per  le  pares  qualificate  pro  iste  procedi- 
mento.  Le  numero  de  demandas  repetite  pro  le  trac- 
tamento  con  AID,  que  es  de  1 a 4 pregnantias,  es  le  evi- 
dentia  del  acceptation  del  procedimento  per  le  demand- 
antes. 

Aronian,  J.  M.,  e Redo,  S.  F.:  Fistula  gastrocutanee 
post-tubo  gastrostomic;  incidentia  in  infantes  e pueros, 
New  York  State  J.  Med.  74:  2364  (Decembre)  1974. 

Le  records  de  88  patientes  infra  2 annos  es  revistite. 
De  20  gastrostomias  mantenite  plus  que  6 menses,  9 (45 
pro  cento)  requireva  le  clausura  chirurgic  del  fistula  gas- 
trocutanee que  persisteva  depost  le  extraction  del  tubo. 
Le  examination  histologic  del  fistula  resecate  revelava 
epithelisation  complete  del  tracto  tubulari  in  6 patientes. 
Non  fistulas  disvelopate  in  gastrostomias  de  duration 
breve,  e le  clausura  esseva  spontanee  in  omr.e  casos  de- 
post del  extraction  del  tubo  gastrostomic.  Non  habeva 
mortalitate  relationate  con  le  clausura  del  gastrostomia 
o fistula.  Le  autores  opina  que  le  duration  del  gastros- 
tomia, e non  su  uso,  es  le  causa  del  formation  de  fistulas. 

Gourin,  A.,  e Lyons,  H.  A.:  Tuberculosis  pulmonari 
concurrente  con  carcinoma  bronchogenic;  experientia  in 
un  hospital  municipal  grande.  New  York  State  J.  Med. 
74:  2367  (Decembre)  1974. 

Septenta-tres  (73)  patientes  con  tuberculosis  pulmo- 
nari concurrente  con  carcinoma  bronchogenic  tractate  in 
le  Hospital  Kings  County,  Brooklyn,  Nove  York,  es  le 
base  de  iste  reporto.  Le  typos  histologic  de  cancer  esse- 
va comparabile  con  ille  del  cancer  pulmonari  primari  in 
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Month  in  Washington 


Though  Senator  Russell  Long  (D.  La.)  may  make  an 
attempt  to  win  Senate  approval  of  his  social  security- 
catastrophic  national  health  insurance  proposal  when 
the  Congress  returns  in  late  November,  most  Capitol 
Hill  observers  believe  such  legislation’s  chances  of  pas- 
sage are  less  than  that  of  Henry  Mencken’s  snowball  in 
hell. 

* * * 

The  American  Medical  Association  is  now  in  the  pro- 
cess of  reviewing  and  updating  its  position  on  national 
health  insurance,  Malcolm  C.  Todd,  M.D.,  has  told 
Washington  groups. 

“Our  objective  is  to  make  the  AMA’s  national  health 
insurance  proposal  more  flexible,  while  at  the  same  time 
maintaining  certain  basic  precepts,”  Dr.  Todd  said. 

“If  necessary,  we  may  compromise  on  the  method  of 
financing  we  adopt.  But  we  are  not  willing  to  fund  na- 
tional health  insurance  through  an  increase  in  Social  Se- 
curity taxes;  nor  are  we  willing  to  see  the  program  ad- 
ministered by  the  Social  Security  Administration. 

“We  want  a financing  mechanism  for  comprehensive 
health  insurance  that  will  do  the  most  at  the  least  cost. 
This  could  involve:  * Increase  employer-employee  con- 
tributions for  private  health  insurance;  * The  use  of 
general  tax  revenues;  * Or,  an  individual  tax  credit  to 
be  applied  toward  full  health  care  protection.  This  lat- 
ter method  was,  of  course,  the  method  employed  in 
Medicredit. 

“The  important  point  is  that  we  cannot  countenance 
greater  fiscal  and  bureaucratic  authority  for  the  Social 
Security  Administration  or  an  increase  in  the  Social  Se- 
curity tax. 

“Any  payroll  tax,  whether  collected  under  Social  Se- 
curity or  not,  constitutes  the  most  insidious  form  of 
taxation  that  can  be  invoked  by  government.  It  is  a to- 
tally regressive  tax  that  weighs  heavily  on  low  and  mid- 
dle income  workers  and  lightly  on  the  affluent. 

“Finally,  the  measure  that  emerges  will  provide  com- 
prehensive health  care  benefits  as  well  as  protection 
against  the  catastrophic  costs  of  prolonged  illness  for 
every  American,”  Dr.  Todd  said. 

* * * 

A batch  of  major  health  bills  are  hanging  afire  for  the 
“lame  duck”  session  of  Congress  starting  November  18. 
Comprehensive  health  planning  bills  have  cleared  Sen- 
ate but  not  the  House.  Though  no  public  utility-type 
regulation  is  in  prospect,  other  measures  strengthening 
government  planning  authority  abound. 

Health  manpower  legislation  with  provisions  for  fed- 
eral service  in  shortage  areas  is  through  Senate.  House 
action  is  expected  shortly  after  Congress  returns. 
There  is  a possibility  that  one  or  both  may  be  stalled  in 
conference  as  the  Administration  now  wishes  simple  ex- 
tension of  present  programs. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 
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Whenever  an  APC/narcotic  is  indicated. 


Each  yellow,  scored  tablet  contains  4 50  mg  oxycodone  HCI  (Warning  May 
be  habit  forming).  0 38  mg  oxycodone  terephthalate  (Warning  May  be 
habit  forming),  224  mg  aspirin,  160  mg  phenacetm.  and  32  mg  caffeine 
INDICATIONS:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin  or  caffeine 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce  drug  dependence  of 
the  morphine  type  and.  therefore,  has  the  potential  for  being  abused  Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  of  Percodan.  and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate  to  the  use  of  other  oral  narcotic- 
containing  medications  Like  other  narcotic-containing  medications.  Percodan 
is  subject  to  the  Federal  Controlled  Substances  Act 
Usage  in  ambulatory  patients  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery  The  patient  using  Percodan  should 
be  cautioned  accordingly 

Interaction  with  other  central  nervous  system  depressants  Patients  receiving 
other  narcotic  analgesics,  genera!  anesthetics,  phenothiazmes,  other  tran- 
quilizers, sedative-hypnotics  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  Percodan  may  exhibit  an  additive  CNS  depression  When 
such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should 
be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not  been  established  relative 
to  possible  adverse  effects  on  fetal  development  Therefore.  Percodan  should 
not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the 
potential  benefits  outweigh  the  possible  hazards 
Usage  in  children:  Percodan  should  not  be  administered  to  children 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pressure:  The  respi- 
ratory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 
Acute  abdominal  conditions  The  administration  of  Percodan  or  other  narcotics 
may  obscure  the  diagnosis  or  clinical  course  in  patients  with  acute  abdominal 
conditions 

Special  risk  patients.  Percodan  should  be  given  with  caution  to  certain  pa- 
tientssuch  as  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time 

ADVERSE  REACTIONS:  The  most  frequently  observed  adverse. reactions 
include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting  Some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according 
to  the  severity  of  the  pain  and  the  response  of  the  patient  It  may  occasion- 
ally be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effectsof  Percodan  may  be  addi- 
tive with  that  of  other  CNS  depressants  See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect  of 
uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms  Serious  overdose 
with  Percodan  is  characterized  by  respiratory  depression,  extreme  somno- 
lence progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension  In  severe  overdos- 
age, apnea,  circulatory  collapse,  cardiac  arrest  and  death  may  occur  The 
ingestion  of  very  large  amounts  of  Percodan  may.  in  addition,  result  in  acute 
salicylate  intoxication. 

Treatment  Primary  attention  should  be  given  to  the  reestablishment  of  ade- 
quate respiratory  exchange  through  provision  of  a patent  airway  and  the 
institution  of  assisted  or  controlled  ventilation  The  narcotic  antagonists 
naloxone,  nalorphine  or  leval  lorphan  are  specific  antidotes  against  respiratory 
depression  which  may  result  from  overdosage  or  unusual  sensitivity  to 
narcotics,  including  oxycodone  Therefore,  an  appropriate  dose  of  one  of  these 
antagonists  should  be  administered,  preferably  by  the  intravenous  route, 
simultaneously  with  efforts  at  respiratory  resuscitation  Since  the  duration 
of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the  patient  should 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
should  be  administered  as  needed  to  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measures 
should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 

£ndo  Laborotories.lnc. 
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Pain:  a call  to 


□ rapid  acting 

□ effective,  reliable  oral  analgesia  in  moderate 
to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient  of 
Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

□ one  tablet  q. 6 h* 


Each  yellow,  scored  tablet  contains  4,50  mg.  oxycodone  HCI  (Warping: 
May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit  forming),  224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


See  facing  page  for  Brief  Summary 
'See  dosage  and  administration  section  of  Brief  Summary 
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A health  revenue  sharing  bill  will  be  taken  up  again 
by  a House-Senate  conference.  This  measure  extends 
state  health  block  grants,  community  mental  health  cen- 
ters, family  planning,  migrant  health,  and  neighborhood 
health  center  programs.  It  should  secure  Congressional 
enactment  this  year. 

The  Health  Education  and  Welfare  appropriations 
bill  still  has  to  be  completed. 

No  chance  is  seen  for  passage  of  the  Omnibus  Drug 
amendments  bill  that  would  provide  Medicare  outpa- 
j tient  drug  benefits,  a Federal  Formulary,  and  the  Ad- 
ministration’s low-cost  drug  plan  for  Medicare-Medi- 
caid patients. 

* * * 

The  Health,  Education,  and  Welfare  Department  has 
issued  final  regulations  on  benefits  and  structure  of 
Health  Maintenance  Organizations,  giving  the  green 
light  to  federal  grants  launching  the  program. 

The  regulations  set  forth  the  rules  and  restrictions 
and  benefits  that  must  be  followed  in  order  for  organiza- 
tions to  qualify  as  HMO’s  and  receive  federal  aid.  The 
$325  million  HMO  program  was  approved  by  Congress 
in  1973. 

Grants  can  now  be  made  among  the  125  groups  that 
have  applied  for  funds  to  conduct  feasibility  studies, 
planning  and  development. 

The  HMO  Act  authorizes  federal  support  for  five 
years  “to  demonstrate  more  broadly  the  concept  of  orga- 
nizations delivering  comprehensive  health  care  services 
on  a prepaid  basis.”  Last  year  Congress  appropriated 
$61  million.  The  Administration  sought  $60  million 
this  year,  but  the  Senate  approved  only  $18  million  be- 
cause of  a delay  due  to  the  development  of  the  compli- 
cated regulations. 

The  regulations  specify  basic  services  to  be  provided 
in  return  for  fixed  payments  made  on  a periodic  basis 
without  regard  to  the  frequency,  extent,  or  kind  of  ser- 
vices provided,  with  the  payments  set  on  a community 
rating  system.  These  may  be  supplemented  by  what 
the  regulations  call  “nominal  copayments”  limited 
under  a variety  of  formulas. 

Before  the  HMO  program  can  be  launched  still  more 
regulations  will  have  to  be  completed.  The  most  impor- 
tant is  the  statutory  requirement  that  employers  with 
more  than  25  workers  offer  the  employees  the  option  of 
joining  a qualified  HMO  if  one  is  available.  These  pro- 
posed regulations  are  slated  to  be  issued  soon,  but  final 
ones  are  some  months  off. 

Though  suggestions  were  made  to  exempt  HMO’s 
from  Professional  Standards  Review  Organization 
(PSRO)  authority,  HEW  rejected  them,  declaring  that 
there  is  a need  “to  assure  that  suitable  procedures  are 
applied  to  HMO  services  to  assure  they  conform  to  ap- 
propriate professional  standards  for  the  provision  of 
health  care  applicable  to  other  providers.” 

Basic  HMO  benefits  must  include:  * physicians  ser- 
vices (including  consultant  and  referral  services  by  a 
physician);  * outpatient  services  and  inpatient  hospital 
services;  * medically  necessary  outpatient  and  inpa- 
tient emergency  health  services;  * short-term  (not  to 
exceed  20  visits),  outpatient  evaluative  and  crisis  inter- 
vention mental  health  services;  * medical  treatment 
and  referral  services  (including  referral  services  to  ap- 
propriate ancillary  services)  for  the  abuse  of  or  addic- 

continued  on  page  2333 
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$7500 ANNUALLY 

intaxable 

INCOME... 


c-caa  onnuallv  in  dollars.  We  return 
But  our  Keogh  Plan  ea^ve  you^  insured  maximum.  Mutual 
100%  of  every  dollar  invested  P Commercial  Banks  and  Insurance 
Funds  can’t  promise  that.  Nor  can  v. 

Companies. 


But  our  Keogh  Plan  currently  pays  better  than  5.25%  compounded 
yield  annually.  Government  Retirement  Bonds  don’t  offer  that.  Commercial 
Banks,  Mutual  Funds  and  Insurance  Companies  can’t  guarantee  that  yield  in 
any  given  year  because  of  the  fluctuating  return  on  investments,  downside 
and  upside. 


2 267-4000,  Ext.  304. 
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MEDI-SCAN  Q&A  1 


What’s  wrong  with  this  "patient”? 


Supplementary 
vitamins  in  febrile 
illness 


Poor  appetite.  Depletion  of  vitamin  C. 
Possible  antibiotic  interference  with 
intestinal  microorganisms  that  syn- 
thesize the  B-complex  vitamins.  These 
factors  may  lead  to  a vitamin  deficient 
state  in  the  patient  with  advanced 
chronic  infection  or  severe  acute 
febrile  illness. 

During  the  recovery  period,  high 
potency  Berocca  Tablets  can  supple- 
ment inadequate  dietary  supply  of  both 
B-complex  and  C vitamins  and  can  help 
meet  essential  vitamin  requirements  in 
the  patient  with  these  types  of  infection. 


When  nutritional 
supplementation  is  indicated 
in  infection 


BEROCGAiablkis 
IS  THERAPY 


With  balanced,  high  potency 
vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 


* Diagnosis  appears  on  next  page. 

See  next  page  for  summary  of  Product 
Information. 


DIAGNOSIS:  Chronic  pyelo- 
nephritis is  revealed  in  these 
illustrations:  (A)  Intravenous 
pyelogram  showing  irregular  renal 
outline  and  deformed  pelvis: 

( B)  Renal  scan  showing  decreased 
renal  size:  (C)  X-ray  of  the  lumbar 
spine  and  pelvis  showing  osteo- 
porosis; (D)  V3  lead  showing T-wave 
elevation  due  to  hyperkalemia. 


Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  B j ) . . . 15  mg 

Riboflavin  (Vitamin  Bo)  15  mg 

Pvridoxine  HC1  ( Vitamin  B6)  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  Bi 2)  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  ( Vitamin  C ) 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress, despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 
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tion  to  alcohol  and  drugs;  * diagnostic  laboratory  and 
diagnostic  and  therapeutic  radiologic  services;  * home 
health  services;  and  * preventive  health  services  (includ- 
ing voluntary  family  planning  services,  services  for  in- 
fertility, preventive  dental  care  for  children,  and  chil- 
dren’s eye  examinations  conducted  to  determine  the 
need  for  vision  correction). 

* * * 

The  General  Accounting  Office  has  charged  that  per 
capita  payments  for  Medicaid  patients  enrolled  in  pre- 
paid health  plans  in  California  exceeded  average  fee-for- 
service  costs  on  one  of  two  pilot  projects  studied. 

In  a report  to  the  Senate  Finance  Committee,  the 
GAO  also  said  that  Medicaid  enrollees  in  the  prepaid 
plans  “have  made  many  complaints  about  the  quality  of 
medical  care,”  especially  the  lack  of  a personal  family 
physician. 

About  three  per  cent  of  the  Medicaid  patients  in  fiscal 
1972  dropped  out  of  the  plans  each  month  with  the  ex- 
ception of  the  Sacramento  Foundation  Community 
Health  plan  where  the  rate  was  only  .3  per  cent,  a differ- 
ence attributed  by  GAO  probably  to  the  fact  that  the 
Foundation  allows  most  enrollees  to  remain  with  their 
family  physicians. 

However,  GAO,  Congress’  watchdog  on  federal  expen- 
ditures, said  the  Foundation  was  paid  $406,000  more  for 
Medicaid  patients  than  per  capita  fee-for-service  esti- 
mates for  the  group. 

The  agency  recommended  that  the  HEW  Department 
establish  surveillance  mechanisms  to  insure  that  costs  of 
HMO  do  not  exceed  the  costs  of  fee-for-service. 

* * * 

A controversial  draft  report  that  showed  two  Blue 
Cross  Medicare  intermediaries  with  substantially  lower 
administrative  costs  than  those  of  the  Social  Security 
Administration’s  Bureau  of  Health  Insurance  has  been 
pulled  back  by  the  General  Accounting  Office  and  is 
being  redone,  according  to  the  Washington  Report  on 
Medicine  and  Health.  BHI  has  objected  to  the  com- 
parison as  invalid  and  GAO  has  protested  Blue  Cross 
use  of  the  draft  which  had  been  put  out  on  a confiden- 
tial basis. 

* * * 

Physicians,  patients  and  fellow  workers  have  reacted 
favorably  to  the  Physician  Assistants  (PA)  employed  in 
a pilot  experiment  by  Kaiser  Foundation  Health  Plan, 
according  to  a report  on  the  program. 

At  present  seven  PA’s  are  on  duty  at  Kaiser.  The 
first  was  hired  in  1970,  a graduate  of  the  Duke  Universi- 
ty PA  program  and  a former  military  corpsman. 

There  was  concern  by  some  physicians  and  adminis- 
trators, but  “the  greatest  resistance  came  from  the  nurs- 
ing department,”  writes  Kaiser  official  Paul  Lairson, 
M.D.,  in  Inquiry,  the  Blue  Cross  Association  magazine. 

As  the  nurses  began  to  work  with  the  PA  and  learned 
from  experience  that  there  was  more  of  an  “equal  rela- 
tionship” with  him  than  with  the  physicians,  they  be- 
came a “traditional  team,”  Dr.  Lairson  declared.  Fur- 
thermore, “all  but  one  of  the  physicians  who  worked  in 
the  clinic  with  the  PA  came  to  favor  expanding  the  pro- 
gram, he  said. 

The  PA  saw  approximately  20  patients  per  day  at  the 
Vancouver  Washington,  clinic.  He  was  given  three 

continued  on  page  2429 
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cefazolin  sodium 


Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


: - > 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


Humanism  in  the  delivery  of  health  care 


In  evaluating  the  delivery  of  health  care  the  fac- 
tors usually  disregarded  are  beautifully  described 
in  Webster’s  definitions  of  humanism,  humane, 
and  ethics. 

Humanism  is  “a  system,  mode  or  attitude  of 
thought  or  action  centering  upon  distinctively 
human  interests  or  ideals,  esp.  as  contrasted  with 
naturalistic  or  religious  interests.”  Roget’s  The- 
saurus lists  these  synonyms:  philanthropy,  al- 

truism, benevolence,  generosity,  charitability, 
compassion,  mercy,  and  forgiveness. 

Humane  is  “having  the  feelings  and  inclinations 
creditable  to  man;  having,  showing,  or  evidencing, 
a disposition  to  treat  other  human  beings  or  ani- 
mals w'ith  kindness  or  compassion;  kind,  benevo- 
lent.” 

Ethics  is  “the  doctrine  that  man’s  obligations 
are  limited  to,  and  dependent  alone  on,  man  and 
human  relations.”  “Regard  for  the  interests  of 
mankind;  benevolence.” 

These  characteristics  are  an  integral  part  of  the 
patient-physician  relationship  and  are  necessary 
for  the  delivery  of  good  medical  care.  How  empty 
and  mechanical  our  professional  activities  would 
be  without  them!  Yet,  they  are  often  taken  for 
granted  and  seldom  emphasized  in  medical  educa- 
tional activities. 

Please  note  that  race,  color,  creed,  place  of  ori- 
gin, and  reimbursement  formulas  are  neither  nec- 
essary nor  required  to  comply.  However,  they  do 
imply  the  need  for  listening  to,  advising,  and  reas- 
suring a fellow  human  being  afflicted  by  an  illness 
or  the  fear  of  one. 

It  cannot  be  substantiated  by  the  “hard  data” 
always  demanded  by  the  investigator,  but  many 
colleagues  join  us  in  the  clinical  impression  that 
the  application  of  these  principles  is  diminishing 
in  our  profession.  It  is  difficult  to  measure 
thoughts  and  motives  for  they  reside  deep  in  the 
conscience  of  each  of  us.  Are  we  losing  the  sympa- 
thetic understanding  that  prior  to  World  War  II 
seemed  to  abound  in  the  interaction  between  the 
practitioner  and  his  patient?  Did  the  conflicts 
cause  us  to  change?  Can  we  truly  blame  medical 
advances,  sophisticated  equipment,  politicians,  or 
the  high  cost  of  medical  care?  They  seem  so  irrel- 
evant! Has  the  rise  in  liability  litigation  been  the 
cause?  Or  is  it  one  of  the  results!  Being  humane 


and  ethical  is  synonymous  with  good,  courteous, 
and  mutually  respectful  conduct  between  two  in- 
dividuals. As  it  is  rude  to  interrupt  and  refuse  to 
listen,  it  is  discourteous  to  be  abrupt,  curt,  and  de- 
meaning. 

Kindness,  understanding,  sympathy,  compas- 
sion, and  gentlemanly  conduct  begin  in  early 
childhood;  it  should  be  nourished  and  allowed  to 
fluorish  throughout  the  teens  and  bloom  in  adult- 
hood. No  drug  or  treatment  can  duplicate  the 
soothing  effect  of  the  kind  and  gentle  ministra- 
tions of  the  practitioner  w'ho  is  walling  to  listen  to 
the  complaints  of  the  sick  and  the  worried  well. 
We  know  of  no  “adverse  reaction”  and  no  one  de- 
velops immunity  to  it.  The  poor,  as  well  as  the 
rich,  the  uneducated,  and  intelligent,  the  profes- 
sional as  well  as  the  politician  all  find  solace  and 
comfort  in  the  reassuring  words  of  one  who  prac- 
tices well  the  true  art  of  medicine.  The  private  as 
well  as  the  staff  patient,  the  relative  as  well  as  the 
concerned  friend,  the  weak  as  well  as  the  strong, 
respond  favorably  to  the  physician  who  listens  at- 
tentively, examines  thoroughly  and  offers  advice 
with  the  good  of  the  patient  in  mind. 

The  hungry,  the  sick,  and  the  insecure  are  al- 
ways more  irritable,  suspicious,  and  demanding. 
They  require  a more  concentrated  application  of 
the  art.  Being  aware  of  these  frailties  and  coping 
with  them  adequately — not  the  number  of  diplo- 
mas hanging  on  the  wall — fills  the  waiting  room  in 
the  clinician’s  office.  The  gratitude  and  mutual 
respect  so  engendered  are  felt  instantly  by  all  con- 
cerned, and  the  experience  constitutes  one  of  med- 
icine’s greatest  rewards. 

Let  us  inventory  our  own  demeanor  and  profes- 
sional performance  during  this  holiday  season. 
Let’s  ask  ourselves,  “Are  we  humane  and  ethical  in 
our  professional  contacts  w'ith  brother  and  sister 
human  beings?  Are  we  treating  our  patients, 
neighbors,  friends,  and  family  according  to  the 
beautiful  definitions  transcribed  above.  If  not. 
why  not  change  now?  It  matters  little  whether  or 
not  we  are  students,  house  officers,  teachers,  in- 
vestigators, or  attending  physicians.  To  practice 
humanely,  and  ethically,  is  a necessary  ingredient 
of  good  patient  care. 

Overcrowded  offices  with  no  regard  for  appoint- 
ments, hurried  consultations,  brusque  manner  and 
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annoyance  with  questions  are  major  sources  of  pa- 
tient dissatisfaction.  Disregarding  privacy  and 
the  rights  of  individuals  used  for  teaching,  exces- 
sive exposure,  impatient  explanations,  exorbitant 
bills  as  well  as  unavailability  add  to  the  problems 
of  our  profession.  A lack  of  coverage,  unanswered 
phones,  inadequate  instructions  all  convey  a com- 
plete disregard  for  humanism  in  medical  practice. 
All  physicians,  students,  nurses,  aides,  ancillary 
personnel,  hospital  administrators  and  their  staffs 
must  preach,  practice,  and  act  as  ladies  and  gen- 


tlemen should.  Kindness  and  respect  beget  the 
like  from  those  whose  lives  we  control  or  influence. 

Join  us,  please,  in  our  prayerful  hope  for  a re- 
turn of  humanism  in  all  phases  of  the  practice  of 
medicine  now,  and  in  the  new  year. 

May  each  of  you,  your  families,  and  your  pa- 
tients enjoy  a long,  healthy,  happy,  and  productive 
life. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


In  defense  of  doctors* 


Who  has  become  the  most  important  person  in 
the  practice  of  medicine  aside  from  the  doctor  and 
his  patient?  Not  the  patient’s  relatives,  not  the 
nurse,  not  the  technician.  It’s  the  lawyer.  The 
inescapable  fact  is  that  the  legal  profession  has  en- 
croached into  the  practice  of  medicine.  Now  let 
us  examine  whether  the  interposition  of  lawyers  in 
the  practice  of  medicine  has  made  the  care  of  pa- 
tients better  or  worse.  The  other  day  I saw  a pa- 
tient in  the  office  who  had  a mole  that  she  wished 
to  have  removed.  I listened  to  her,  examined  her, 
wrote  down  all  the  pertinent  details  on  at  least  two 
sheets  of  paper,  made  a drawing  of  the  mole  and 
took  some  photographs.  After  that,  I explained  to 
her  the  alternatives  of  electrodesiccation  and  sur- 
gical excision,  what  I thought  the  diagnosis  was 
and  the  likelihood  that  it  was  benign.  Then  1 ex- 
plained to  her  the  possibility  of  its  being  malig- 
nant was  small  but  that  it  existed,  and  that  remov- 
al of  the  mole,  would  not,  in  all  likelihood,  incite 
malignant  changes  and  then  explained  to  her 
about  the  procedure  of  removing  the  mole:  how 

she  would  be  placed  on  the  operating  table,  given  a 
local  anesthetic,  have  the  lesion  excised  without 
pain  (other  than  that  from  the  local  anesthetic) 
and  have  it  sutured  and  how  the  lesion  would  be 
sent  for  pathological  examination.  After  that  I 
described  how  long  it  would  take  for  the  sutures  to 
be  removed  and  how  soon  the  site  would  “heal.” 
She  wanted  to  know  whether  there  would  be  a 
scar,  and  I had  to  tell  her  honestly  that  there 
would  probably  be  a small  scar.  How  big  would 
the  scar  be?  Approximately  so  long.  “Whoo,” 
she  said  “Why  so  big?”  Then  I went  into  an  ex- 
planation of  why  the  removal  of  a circular  lesion 
by  an  elliptical  excision  produced  a scar  approxi- 
mately 2'Zi  to  three  times  as  long  as  the  lesion  it- 
self. I also  explained  that  the  scar  would  be  red  at 

* Reprinted,  hy  permission,  from  the-  Now  England  Journal 
of  Medicine  291:  846  (Oct.  17)  1974. 


first  and  would  later  fade,  but  that  I could  not 
guarantee  that  it  would  not  become  hypertrophic. 
At  this  she  was  rather  shocked,  and  I tried  to  calm 
her  fears  saying  that  most  scars  became  pale  and 
thin  and  relatively  inconsequential.  After  this, 
and  some  further  conversation,  I filled  in  a small 
slip  on  which  the  operation  was  described  for  the 
benefit  of  my  secretary,  who  would  schedule  it. 
Would  you  all  agree  that  this  was  pretty  well  rou- 
tine procedure,  and  that  you  might  do  the  same 
thing?  The  next  day  the  patient’s  husband  called 
me  and  said,  “Cancel  the  whole  thing.  I don’t 
want  my  wife  having  a scar  which  is  going  to  be 
bigger  than  what  she  has  now.” 

I won’t  go  into  the  details  of  how  I discussed 
with  the  husband  (and  how  long  it  took  me)  what 
kind  of  a scar  it  would  be  and  then  again  explained 
that  one  could  give  them  no  guarantees.  In  fact,  I 
had  to  make  a mountain  out  of  a mole.  Now,  who 
among  you  has  not  had  a similar  experience? 

When  I worked  in  England  a patient  came  to  the 
doctor  and  said,  “I  have  this  mole  here.  Would 
you  advise  removing  it?”  The  doctor  would  say, 
“yes”  or  “no,”  and  make  a note  on  the  patient’s 
chart  such  as  “mole  of  forehead.  Excise.”  He 
might  even  add  “probably  benign.”  The  patient 
had  sufficient  trust  in  the  doctor  not  to  ask,  “How 
big  will  the  scar  be?”  but  if  she  did,  he  would 
probably  say,  “Don’t  worry  about  it;  after  a few 
months  you  will  hardly  notice  it.” 

Now  what’s  wrong?  Is  it  better  to  have  a half- 
hour  discussion  with  a patient  and  give  her  an 
abridged  course  in  plastic  surgery  (without  the 
board  examination)  or  to  ask  for  the  patient’s  con- 
fidence and  treat  her  with  the  assumption  of  such 
confidence? 

We  have  been  led  to  believe  that  all  these  things 
are  essential — the  warnings  to  the  patient,  the 
paper  work,  the  photographs,  the  diagrams,  the 
consent  forms  in  duplicate,  the  written  history  and 
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physical  examination,  and  the  documentation  of 
what  was  discussed  with  the  patient  and  the  warn- 
ings given  to  her.  Is  this  really  a part  of  medicine, 
or  is  it  the  practice  of  law?  We  choose  to  call  it 
the  practice  of  defensive  medicine,  hut  in  all  hon- 
esty, it  has  nothing  to  do  with  treating  patients. 
All  this  rigmarole  is  done — and  you  and  1 know  it — 
to  protect  us  in  case  of  a lawsuit.  We  are  told  that 
our  medical  record  has  become  a legal  document. 
So  we  keep  it  like  one.  More  and  more  we  use  the 
circumlocutions  of  lawyers  and  fill  out  charts  with 
words  that  will  protect  us  in  case  of  that  much 
feared  suit. 

Unfortunately,  rather  than  examine  what  has 
brought  us  to  this  impasse,  we  are  busy  devising 
new  protection  mechanisms.  All  these  add  com- 
plications and  paper  work,  unnecessary  medical 
investigations,  the  wasteful  letting  of  blood,  and 
the  uneconomic  use  of  roentgen  rays,  each  of 
which  may  bring  their  complications.  That  is  to 
say  nothing  of  the  time  and  energy  wasted  and 
nights  of  worry,  not  only  about  the  patient’s  health 
hut  about  the  aggressiveness  or  veracity  of  the 
lawyer  who  lurks  behind  every  patient. 

Most  of  our  patients  are  decent  people  who 
come  with  a problem,  ask  for  advice,  request  treat- 
ment, and  get  it.  They  are  grateful  and  go  away 
praising  us.  That  is  what  we  are  used  to.  How- 
ever, among  every  busload  of  patients  there  is  one 
or  two  who  come  to  challenge,  to  query,  to  com- 
pare doctors,  to  check  up  on  another  doctor,  or 
even  to  threaten. 

Why  has  this  happened?  Not  because  patients 
have  changed.  It  is  because  the  malpractice  suit 
has  become  a public  spectacle,  because  the  legal 
profession  has  made  capital  out  of  it,  and  because 
“every  man  has  the  right  to  sue  his  doctor” — but 
first  you  have  to  find  something  to  sue  him  for. 

The  prophets  of  our  profession  are  advocating 
greater  and  greater  safeguards,  including  tighter 
consent  forms,  more  copious  records,  longer  dis- 
cussions w'ith  patients,  the  avoidance  of  drawings 
or  diagrams  that  might  show  the  patient  w-hat  one 
plans  to  do,  the  avoidance  of  forecasting  favorable 
results,  not  showing  photographs  of  previous  suc- 
cesses, guarded  optimism,  guarded  discussions 
with  patients  and  even  making  tape  recordings  of 
these  conversations.  What  have  we  come  to  in  the 
practice  of  medicine?  How  far  have  we  come  from 
treatment  of  the  patient  for  a specific  condition  by 
the  best  available  means?  We  are  now  practicing 
the  same  verbal  convolutions  as  the  lawyers,  and 
we  are  being  encouraged  to  follow  the  same  evasive 
tactics. 

Look  at  your  hospital  chart:  20  sheets  of  paper 
for  one  day  of  hospitalization  w'ith  six  or  seven 
places  where  you  must  sign  or  you  are  held  “delin- 
quent.” Who  designed  those  things?  Doctors, 
hospital  administrators,  lawyers?  Why  are  they 
so  voluminous?  Is  it  because  of  medical  necessity, 


or  is  it  in  anticipation  of  having  to  defend  a medi- 
cal decision,  or,  heaven  forbid,  a complication? 
Who  writes  in  these  charts?  Well,  mostly  the  doc- 
tor of  course,  because  if  anyone  else  writes  some- 
thing that  might  be  a mistake,  guess  who’s  liable? 

We  must  get  these  lawyers  off  our  backs.  Get 
them  to  take  care  of  their  own  crisis,  the  crisis  in 
their  profession,  the  crisis  in  the  law  courts,  the 
crisis  of  crime,  which  hasn’t  been  dealt  with,  the 
crisis  of  politics  in  the  federal  government,  at  the 
local  level  or  wherever  you  look.  The  only  health- 
care crisis  is  one  of  paper  work.  If  we  had  to  do 
less  writing  and  could  take  care  of  more  patients, 
you  woidd  need  half  as  many  doctors.  If  fewer 
doctors  were  employed  defending  malpractice 
suits,  if  fewer  unnecessary  but  “defensive”  investi- 
gations were  done,  there  would  he  less  need  for 
medical  manpower.  If  fewer  doctors  spent  their 
time  sitting  on  those  committees  and  checking  up 
on  other  doctors,  you  would  find  that  the  medical 
needs  of  the  community  were  easily  met. 

Why  should  the  patient  have  to  worry  about  the 
complications  of  an  operation,  when  his  doctors  al- 
ready worry  about  them  and  take  every  precaution 
to  avoid  them?  Yes  we  should  give  patients  an 
honest  and  accurate  appraisal  of  what  to  expect, 
but  not  frighten  them  with  unnecessary  warnings 
of  rare  and  dire  complications  that  hardly  ever 
happen.  And,  if  those  complications  do  occur,  we 
should  treat  them  sensibly  and  sanely  without 
having  to  run  for  legal  protection  and  without  hav- 
ing to  worry  about  a malpractice  suit  every  time 
the  door  opens.  I would  agree  with  the  premise  of 
“a  chicken  in  every  pot”  and  “a  car  in  every  ga- 
rage,” but  not  with  the  entitlement  to  a malprac- 
tice suit  in  every  closet.  The  doctors  and  the 
medical  profession  should  have  the  inalienable 
right  to  practice  without  fear.  We  are  even  now 
being  enjoined  by  lawyers  and  politicians  not  to 
practice  “defensive  medicine.”  This,  too,  may 
soon  be  a cause  for  suit. 

We  must  have  some  defense  of  doctors  against 
the  inroads  of  lawyers  and  politicians. 

They  see  that  in  the  practice  of  medicine  there 
is  still  hope  that  patients  respect  the  practitioner 
and  that  there  is  a certain  measure  of  success  in 
medical  and  surgical  treatment.  That’s  more  than 
can  be  said  for  the  successes  at  any  level  of  govern- 
ment. In  a recent  poll  of  popular  opinion,  doctors 
were  rated  number  one  on  a scale  that  measured 
the  respect  of  their  fellow  citizens.  Lawyers  along 
with  politicians,  who  are  often  lawyers,  were  at  the 
bottom  of  the  heap.  So  it  is  an  easy  step  from  this 
concept  to  the  announced  desire  to  get  all  of  medi- 
cine under  a political  roof — i.e.,  a nationalized 
health  service.  You  can  just  hear  them:  “Here  is 
a good  thing;  let’s  get  on  to  it;  let’s  make  it  ours.” 

Don’t  let  us  hang  around  and  wait  to  see  how 
they  will  ruin  it.  What  has  the  law  ever  done  for 
, continued  on  page  2434 
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Retroperitoneal  liposarcoma  is  an  uncommon 
tumor  representing  about  13  per  cent  of  all  lipo- 
sarcomata.1’2  Average  survival  of  the  patient  from 
initial  treatment  to  death  is  twenty-six  months.3 
The  surgical  excision  of  these  lesions  is  frequently 
difficult,  and  local  recurrence  is  the  rule.  Incom- 
plete excision  of  these  large  tumors  leads  to  pri- 
mary and  secondary  hemorrhage,  particularly 
when  details  of  the  blood  supply  are  unknown  to 
the  surgeon.  Detailed  preoperative  studies  permit 
a more  intelligent  approach  to  the  tumor  and  help 
avoid  the  hazards  of  its  incomplete  removal.  The 
use  of  these  studies  is  illustrated  in  3 cases.  The 
evolution  and  importance  of  selective  angiography 
is  particularly  stressed. 

The  diagnostic  work-up  should  include  a chest 
x-ray  film,  intravenous  pyelogram,  liver  scan,  gas- 
trointestinal series,  barium  enema,  and  flush  aor- 
togram,  with  selective  arteriograms  as  indicated.3-4 
In  certain  instances  a venogram  and  lymphangio- 
gram  may  be  useful.0  The  most  important  study 
is  the  angiographic  examination  of  the  lesion. 
This  relatively  noninvasive  work-up  outlines  the 
anatomy  of  the  tumor  and  allows  for  a rational 
surgical  approach. 

The  abdominal  aortogram  permits  a simulta- 
neous evaluation  of  the  normal  tributaries  of  the 
celiac  axis  and  mesenteric  arterial  systems,  and  a 
comparison  of  the  abnormal  lumbar  arteries  on  the 


Retroperitoneal  masses  can  be  defined  by  gastroin- 
testinal series,  barium  enema,  and  intravenous  py- 
elogram studies.  However,  the  details  of  the  anat- 
omy of  the  mass  are  best  determined  by  flush  aor- 
tography and  selective  studies  of  the  lumbar  and 
intercostal  vessels.  These  details  enable  the  sur- 
geon to  plan  the  best  surgical  approach  to  the 
tumor.  The  blood  supply  of  the  tumor  can  be  di- 
vided prior  to  dissection  of  the  tumor.  The  oppor- 
tunity for  complete  excision  is  thereby  improved, 
and  the  chances  of  tumor  emboli  occurring  during 
surgical  manipulation  are  lessened.  Hopefully, 
this  approach  will  favorably  influence  survival. 
Three  cases  are  discussed  and  illustrate  the  evolu- 
tion of  these  principles. 


tumor  side  with  the  contralateral  normal  vessels. 
The  lower  intercostal  and  the  lumbar  arteries  sup- 
ply large  segments  of  the  retroperitoneum.6  Al- 
terations in  size  and  distribution  of  these  vessels 
seen  in  the  selective  arteriograms  may  indicate  the 
site  and  extent  of  the  tumor  in  the  retroperitoneal 
space. 

Hypertrophy  of  the  feeding  arterial  system  of  a 
mass  may  be  a striking  angiographic  finding;  it  is 
best  demonstrated  by  selective  studies.  The 
following  3 cases  illustrate  some  of  these  points. 

Case  reports 

Case  1.  A sixty-three-year-old  white  male  was  ad- 
mitted to  Lenox  Hill  Hospital  in  October,  1937,  with  the 
complaint  of  recent  onset  of  hoarseness;  there  was  no 
history  of  hemoptysis  The  patient  had  smoked  three 
packs  of  cigarettes  a day  for  twenty  years. 

On  admission  physical  examination  the  vital  signs 
were  normal;  the  chest  revealed  dullness  to  percussion 
in  the  right  lower  posterior  third  of  the  lung,  and  breath 
sounds  were  decreased  over  the  same  area.  A large 
mass  was  palpated  in  the  upper  right  quadrant  of  the 
abdomen;  it  was  smooth,  firm,  nontender,  and  movable. 

Laboratory  data  were  as  follows:  Hemoglobin  was  14.4 
Gm.  per  100  ml.,  hematocrit  was  43,  and  white  blood 
count  was  10,600.  Urinalysis  was  normal;  BUN  (blood 
urea  nitrogen)  was  17  mg.  per  100  ml.,  glucose  level  was 
121  mg.  per  100  ml.,  and  blood  electrolytes  were  normal. 

An  electrocardiogram  showed  anteroseptal  infarction 
of  unknown  age.  A chest  radiograph  revealed  right 
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FIGURE  1.  Case  1.  (A)  Barium  enema  showing  medial 
displacement  of  ascending  colon,  hepatic  flexure,  and  liver 
(arrow).  (B)  Drawing  emphasizes  angiographic  details  of 
enlarged  intercostal  arteries  supplying  tumor. 

pleural  effusion.  A liver  scan  was  normal.  Barium 
enema  showed  the  hepatic  flexure,  ascending  colon,  and 
cecum  to  he  displaced  downward  and  medially  (Fig.  1A). 
An  upper  gastrointestinal  tract  series  showed  the  de- 
scending loop  of  the  duodenum  as  well  as  the  upper 
loops  of  the  jejunum  and  colon  to  be  displaced  towards 
the  left  hy  a large  mass  lesion.  An  intravenous  pyelo- 
gram  demonstrated  displacement  of  the  right  kidney 
upward  and  the  right  ureter  medially.  A flush  aorto- 
gram  revealed  the  liver  to  he  displaced  medially  hy  a 


large  avascular  mass.  The  nephrographic  phase  of  the 
aortogram  showed  the  tumor  to  be  separated  from  the 
kidney. 

A right  thoracentesis  was  performed,  and  200  ml.  of 
straw-colored  pleural  fluid  was  removed.  It  contained 
2.9  Gm.  per  100  ml.  of  protein  and  was  negative  for 
tumor  cells.  Therefore  a thoracolaparotomy  was  decid- 
ed on.  The  preoperative  clinical  diagnosis  was  retroper- 
itoneal sarcoma. 

At  operation,  a thoracoabdominal  incision  was  made, 
and  en  bloc  resection  of  the  tumor,  a portion  of  the  dia- 
phragm, the  abdominal  wall,  and  the  thoracic  wall  was 
performed.  The  patient’s  postoperative  course  was  un- 
eventful. The  pathology  report  read  “liposarcoma.” 
The  patient  died  of  metastases  thirty-six  months  later; 
autopsy  was  not  performed. 

Case  2.  A forty-seven-year-old  Negro  female  was  ad- 
mitted in  August,  1970,  for  excision  of  a cyst  of  the  left 
breast  and  evaluation  of  painless  hematuria,  which  had 
been  present  intermittently  for  two  years.  There  was  a 
past  history  of  sickle-cell  anemia.  Physical  examination 
revealed  a well-developed,  well-nourished  Negro  woman 
in  no  acute  distress.  The  heart  and  lungs  were  clear.  A 
1-cm.  freely  movable  mass  was  noted  in  the  left  breast 
and  thought  to  be  a cyst.  Abdominal  examination  re- 
vealed fullness  in  the  upper  left  quadrant  with  a sugges- 
tion of  a mass.  Pelvic  and  rectal  examination  findings 
were  negative. 

Laboratory  results  showed  hemoglobin  to  be  11.5  Gm. 
per  100  ml.,  red  cell  count  3 million,  BUN  10  mg.  per 
100  ml.,  fasting  blood  sugar  100  mg.  per  100  ml.,  choles- 
terol 180  mg.  per  100  ml.,  and  alkaline  phosphatase  50 
Bodansky  units.  Electrocardiogram  and  chest  radio- 
graph findings  were  normal.  An  upper  gastrointestinal 
series  showed  medial  displacement  of  the  stomach.  An 
intravenous  pyelogram  indicated  that  the  left  kidney 
was  displaced  downward  by  a large  retroperitoneal 
mass;  the  right  kidney  appeared  normal.  A nephrotom- 
ogram confirmed  this  impression  and  showed  downward 
displacement  of  the  left  kidney  with  lateral  displace- 
ment of  the  upper  pole.  Left  retrograde  pyelogram  con- 
firmed this  finding.  A flush  aortogram  demonstrated 
the  downward  displacement  of  the  left  kidney  and  ante- 
rior displacement  of  the  splenic  vessels  (Fig.  2A).  The 
lumbar  arteries  were  enlarged  on  the  left  side;  this  sug- 
gested adrenal  origin  of  the  tumor  or  possible  retroperi- 
toneal liposarcoma.  No  selective  angiographic  studies 
were  done  at  this  time. 

On  September  30,  1970,  the  patient  was  operated  on 
in  the  posterolateral  position,  with  an  incision  over  the 
eleventh  rib  on  the  left  side.  The  tumor  was  ap- 
proached transdiaphragmatically,  and  a large  fatty  le- 
sion was  encountered.  The  tumor  was  resected  with 
difficulty  because  of  the  attachments  to  the  diaphragm. 
The  tumor  was  approached  from  the  peripheral  aspects 
rather  than  centrally  where  the  blood  supply  originated. 

Postoperatively  the  patient  showed  signs  of  hemor- 
rhage from  the  wound  and  a drop  in  blood  pressure,  re- 
quiring rapid  transfusion.  The  wound  was  reopened 
and  packed,  with  control  of  hemorrhage.  Subsequent  to 
this,  the  postoperative  course  was  satisfactory.  The  pa- 
tient was  discharged  from  the  hospital  on  November  19, 
1970.  The  pathologic  diagnosis  of  the  tumor,  which 
weighed  790  Gm.,  was  fibromatosis  with  abundant 
plasma-cell  infiltration.  However,  the  definitive  diag- 
nosis was  uncertain.  Review  and  consultation  with  Raf- 
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FIGURE  2.  Case  2.  (A)  Flush  aortogram  showing  down- 
ward displacement  of  left  kidney,  anterior  displacement  of 
splenic  vessels,  and  enlarged  lumbar  arteries  (arrow) 
suggesting  retroperitoneal  origin  of  tumor.  (B)  Flush  aor- 
togram showing  vascular  pedicle  of  spleen  now  displaced 
superiorly  rather  than  anteriorly  as  in  (A).  Hypertrophied 
lumbar  artery  demonstrated  (arrow).  (C)  Selective  angio- 
gram demonstrating  enlarged  lumbar  artery.  Tumor  ves- 
sels are  noted.  (D)  Drawing  emphasizes  findings  of  hy- 
pertrophied lumbar  artery  and  displaced  splenic  and  renal 
arteries. 


faele  Lattes,  M.D.,  concerning  the  pathologic  diagnosis 
resulted  in  his  suggesting  a possible  underlying  liposar- 
coma  or  myxofibrosarcoma.7 

Sixteen  months  postoperatively  the  patient  developed 
a large  palpable  mass  in  the  left  mid-abdomen.  She  was 
readmitted  to  the  hospital  for  a study.  Physical  exami- 
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nation  revealed  a large,  firm,  palpable  mass  in  the  mid- 
abdomen, much  larger  than  the  original  primary  tumor. 
Intravenous  pyelogram  findings  again  demonstrated  the 
suprarenal  aspect  of  the  mass.  Upper  gastrointestinal 
roentgenograms  revealed  anteromedial  displacement  of 
the  stomach.  Flush  aortography  demonstrated  that  the 
vascular  pedicle  of  the  spleen  was  now  displaced  superi- 


FIGURE  3.  Case  3.  (A)  Flush  aortogram  demonstrating 
downward  displacement  of  right  kidney,  hypertrophied 
lumbar  arteries  (black  arrow)  and  left  lateral  displacement 
of  superior  mesenteric  artery  (white  arrow).  (B)  Drawing 
emphasizes  enlarged  lumbar  arteries  and  displacement  of 
superior  mesenteric  and  renal  arteries.  (C)  Selective  an- 
giogram of  eleventh  intercostal  artery  showing  tumor  ves- 
sels arising  from  it.  (D)  Tumor  being  mobilized  at  surgery. 
Note  size  of  small  bowel  in  relation  to  tumor. 


orly  rather  than  anteriorly,  as  in  the  original  study  (Fig. 
2B).  Hypertrophied  lumbar  arteries  were  demon- 
strated going  to  the  tumor,  and  selective  studies  of  the 
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lumbar  arteries  further  delineated  tumor  vessels  arising 
from  these  lumbar  arteries  which  were  going  to  the  su- 
perior aspect  of  the  tumor  (Fig.  2C).  Selective  catheter- 
ization of  the  left  renal  artery  showed  the  left  kidney  to 
be  more  depressed  than  previously,  and  tumor  vessels 
arose  from  the  superior  pole  of  the  kidneys. 

On  June  21,  1972,  a thoracolaparotomy  was  per- 
formed through  a left  paramedian  incision  extending 
into  the  seventh  interspace.  The  entire  tumor  was  re- 
sected, including  the  tail  of  the  pancreas,  spleen,  left 
adrenal  gland,  and  left  kidney.  The  structures  were  ap- 
proached from  the  medial  side  at  the  aorta.  No  undue 
bleeding  was  encountered.  The  postoperative  course 
was  satisfactory  except  for  the  development  of  serum 
hepatitis  from  which  the  patient  recovered.  The  resect- 
ed specimen  weighed  2,500  Gm.,  and  the  pathologic  di- 
agnosis was  myxoid-type  liposarcoma.  Eighteen 
months  postoperatively  there  was  no  evidence  of  local 
reappearance  or  pulmonary  metastasis. 

Case  3.  A seventy-eight-year-old  white  male  was  ad- 
mitted to  the  hospital  on  July  7,  1972,  with  the  chief 
complaint  of  slow  enlargement  of  the  abdomen.  The 
patient  had  noted  this  for  four  years  but  had  been 
asymptomatic.  In  the  three  months  prior  to  admission, 
the  patient  had  anorexia  and  weight  loss  of  approxi- 
mately 10  pounds  in  spite  of  continued  enlargement  of 
the  abdomen. 

Physical  examination  revealed  a chronically  ill-ap- 
pearing white  man  with  a large  abdominal  protrusion. 
Heart  and  lungs  were  clear.  The  abdomen  was  diffusely 
enlarged;  no  fluid  wave  was  present.  No  organs  were 
palpable.  Rectal  examination  was  negative. 

Laboratory  results  included  a hemoglobin  of  10.2  Gm. 
per  100  ml.,  a red  blood  count  of  3 million,  a BUN  of  10 
mg.  per  100  ml.,  and  fasting  blood  sugar  100  mg.  per  100 
ml.  The  electrocardiogram  finding  was  within  normal 
limits.  Radiographs  of  the  chest  were  normal;  a flat  ab- 
dominal roentgenogram  showed  a diffuse  density  oc- 
cupying the  entire  right  upper  and  lower  side  of  the 
abdomen,  extending  across  the  midline.  The  psoas 
shadows  were  present.  Upper  gastrointestinal  barium 
studies  revealed  a displacement  of  the  stomach  anterior- 
ly and  to  the  left.  The  duodenum  and  jejunum  were 
similarly  displaced  toward  the  left.  Barium  enema 
showed  anterior  displacement  of  the  cecum  and  ascend- 
ing colon  to  the  left  of  the  midline.  Intravenous  pyelo- 
gram  revealed  inferior  displacement  of  the  right  kidney 
with  lateral  displacement  of  both  ureters.  Flush  aor- 
tography was  performed  via  the  right  femoral  artery  and 
demonstrated  inferior  displacement  of  the  right  renal 
artery  and  superior  lateral  displacement  of  the  superior 
mesenteric  artery  (Fig.  3A  and  B).  The  lower  right  in- 
tercostal and  lumbar  arteries  were  particularly  promi- 
nent. Selective  catheterization  of  the  eleventh  left  in- 
tercostal artery  demonstrated  it  to  be  enlarged  with 
tumor  vessels  arising  from  it  (Fig.  3C).  A liver  scan 
showed  the  liver  to  be  extremely  small  and  displaced 
upward  and  to  the  right. 

Laparotomy  was  performed  on  July  18,  1972,  through 
a transverse  supra-umbilical  excision.  A huge  retroper- 
itoneal fatty  tumor  was  removed  from  a medial  ap- 
proach by  dissecting  the  venous  branches  from  the  vena 
cava  and  the  arterial  branches  from  the  aorta  (Fig.  3D). 
No  undue  bleeding  was  noted  during  surgery.  The 
postoperative  course  was  uneventful,  and  the  patient 
was  discharged  from  the  hospital  on  August  2,  1972. 


The  diagnosis  of  the  tumor  was  “undifferentiated  lipo- 
sarcoma”; it  weighed  10,300  Gm. 

Comment 

These  cases  illustrate  the  evolution  and  refine- 
ment of  angiographic  techniques  in  the  study  of 
retroperitoneal  tumors  and  the  role  they  play  in 
the  excision  of  the  lesion.  Detailed  angiography 
affords  early  surgical  control  of  the  blood  supply 
before  the  tumor  is  manipulated.  This  aids  in 
prevention  of  tumor  embolization  during  excision 
and  may  improve  survival  rates. 

In  the  first  case,  selective  angiographic  studies 
were  not  done.  The  angiograms  defined  the  retro- 
peritoneal position  of  the  tumor,  but  did  not  detail 
the  vascular  anatomy  of  it  and  were  of  no  assis- 
tance to  the  surgeon  in  planning  his  operative  ap- 
proach. The  tumor  was  approached  from  the  pe- 
ripheral aspect  and  the  vessels  ligated  last.  The 
patient  died  of  recurrence  and  metastases  thirty- 
six  months  postoperatively. 

In  the  second  case,  the  tumor  was  again  oper- 
ated from  its  peripheral  aspects.  Major  vessels 
supplying  the  tumor  from  the  diaphragm  were  not 
defined  in  the  angiograms  and  not  anticipated  at 
surgery.  The  tumor  was  resected  with  consider- 
able difficulty.  Postoperative  hemorrhage  devel- 
oped requiring  reoperation  and  packing  of  the 
wound. 

The  tumor  recurred  within  sixteen  months  post- 
operatively and  was  three  times  as  large  as  the  pri- 
mary tumor.  In  studying  the  recurrence  the  de- 
tails of  the  blood  supply  were  demonstrated  by  the 
selective  angiograms.  The  resection  of  the  secon- 
dary tumor  was  accomplished  without  difficulty 
because  the  blood  supply  was  secured  first.  The 
tumor  was  not  manipulated  until  the  vessels  were 
ligated.  The  principle  of  ligation  of  the  blood  sup- 
ply to  a tumor  prior  to  its  operative  manipulation 
is  well  established  and  is  probably  more  important 
in  sarcomas  than  in  epithelial  tumors  because  they 
metastasize  through  the  blood  stream.  This  fact 
may  be  a reason  why  there  has  been  no  reappear- 
ance of  this  recurrent  tumor  twenty  months  post- 
operatively. 

In  the  third  case,  the  tumor  was  most  challeng- 
ing technically.  It  was  thoroughly  studied  by  an- 
giography. The  surgery  was  performed  by  ap- 
proaching the  tumor  medially  and  ligating  the 
blood  supply  first.  A satisfactory  resection  was 
easily  accomplished.  The  tumor  was  an  undiffer- 
entiated liposarcoma  of  25  pounds  and  has  not  re- 
curred twenty  months  postoperatively.  The  aver- 
age survival  of  patients  with  this  tumor  is  twenty- 
six  months.  We  feel  that  ligation  of  the  vessels 
first  has  a bearing  on  survival. 
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Post-heart  attack  patients 
benefit  from  marathon  run 

The  benefit  of  vigorous  exercise  for  post-heart  attack 
patients  is  vividly  illustrated  in  a report  on  8 men  who 
recovered  from  attacks  to  run  26 V4  miles  in  the  Boston 
Marathon  with  no  serious  ill  effects. 

The  study  appeared  in  the  September  16  issue  of  the 
Journal  of  the  American  Medical  Association,  by  a re- 
search group  from  the  University  of  Toronto. 

One  of  the  8 became  dizzy  and  dropped  out  midway  in 
the  race,  but  the  other  7 all  completed  the  gruelling 
course  at  an  average  speed  of  5.4  miles  per  hour.  Signs 
and  symptoms,  both  immediately  after  the  race  and 
later,  were  remarkably  few. 

The  heart  attacks  were  from  one  to  four  years  prior  to 
the  endurance  trial.  All  of  the  runners  had  been  train- 
ing for  eight  to  twelve  months,  running  up  to  45  miles  a 
week  at  a slow  steady  pace,  with  some  time  spent  in 
speedup  runs.  All  were  under  careful  medical  supervi- 
sion throughout  their  training,  and  during  the  race  were 
followed  by  doctors  in  autos. 

All  of  the  post-heart  attack  patients  lost  weight  dur- 
ing the  run,  and  the  researchers  concluded  that  large 
quantities  of  fluid  are  necessary  during  the  trial,  as 
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much  as  two  pints  every  hour. 

“We  do  not  advocate  marathon  running  as  a casual 
pastime  for  the  post-MI  patient  (myocardial  infarction, 
or  heart  attack).  However,  even  in  those  who  are  in- 
volved in  jogging  more  modest  distances,  more  thought 
will  need  to  be  given  to  regulation  of  body  fluid  bal- 
ances,” the  researchers  say. 

The  men  ranged  in  age  from  thirty-two  to  forty-nine 
years. 

An  accompanying  editorial  in  the  Journal  points  out 
that  “the  benefits  of  physical  training  can  be  provided 
at  the  lowest  possible  hazard  to  high-risk  cardiac  pa- 
tients by  community  programs  offering  medical  facili- 
ties and  supervision.” 

The  editorial  also  reminds  that  physical  training  has 
its  own  heart  hazards,  documented  by  periodic  reports 
of  sudden  death  of  men  while  jogging,  some  of  whom 
were  presumably  healthy.  This  doesn’t  mean  that  exer- 
cise should  be  avoided.  It  does  mean  that  proper  medi- 
cal supervision,  at  least  a periodic  physical  examination, 
should  be  observed. 

The  University  of  Toronto  report  is  by  Terry  Kavan- 
agh,  M.D.;  Roy  Shephard,  M.D.,  and  Veena  Pandit, 
M.D.  The  editorial  is  by  Robert  A.  Bruce,  M.D.,  of 
Seattle. 
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in  the  elderly. 
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effectiveness  of  cortical  stimulation 
and  cerebral  vasodilation,  reducing 
mental  confusion,  faulty  memory  and 
negative  social  behavior  often 
associated  with  the  senility  syndrome. 
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with  low  convulsive  threshold,  focal  brain 
lesions,  severely  impaired  liver  function, 


peptic  ulcer,  diabetes,  and  gall  bladder  or  liver 
diseases.  Niacin  may  potentiate  hypotensive 
drugs,  phenothiazine  derivatives  and 
inactivate  fibrinolysin. 

CONTRAINDICATIONS:  There  are  no  known 
contraindications  to  Menic. 
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Rapid  acting  analgesic-sedative  for  mild  to  moderate 
pain  and  associated  tension  in  such  conditions  as 

■ tension  headache  with  underlying  nervous  ten- 
sion and  anxiety 

■ muscular  tension  (e.g.,  sustained  contraction 
/of  head  and  neck) 

■ dysmenorrhea  ■ BK 

■ postpartum  pain  bAj 
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Each  tablet  contains:  'h grain  Butalbital 
(allylisobutylbarbituric  acid).  Warning  — 
may  be  habit  forming.  1 grain  Caffeine 
(anhydrous),  I'h  grains  Aspirin.  2Vz 
grains  Aluminum  Hydroxide. 


potent 
buffered  analgesic 
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Indications:  Kengesin  is  effective  for 
the  relief  of  mild  to  moderate  pain 
and  pain  due  to  tension  associated 
with  upper  respiratory  infections 
(sinusitis,  coryza,  otitis  media), 
postpartum  pain,  dysmenorrhea, 
and  pain  associated  with  tension. 
Kengesin  is  also  effective  as  a seda- 
tive-analgesic preparation  for  the 
relief  of  tension  headache.  Relieves 
pain  due  to  sustained  contraction  of 
head  and  neck  muscles  (muscular 
tension),  and  the  nervous  tension 
and  anxiety  that  underlie  tension 
headache. 

Kengesin  is  also  effective  for  the  re- 
lief of  mild  to  moderate  pain  and  pain 
due  to  tension  in  pre-  and  postdental 
surgical  procedures. 
Contraindications:  Hypersensitivity 
to  salicylates  or  barbiturates. 

Adverse  Reactions:  In  sensitive  per- 
sons: drowsiness,  dizziness,  nausea, 
constipation,  or  skin  rash  may  occur. 
Sudden  withdrawal  from  barbiturates 
may  cause  abstinence  syndrome,  in- 
cluding convulsions. 

Precautions:  Excessive  or  prolonged 
use  should  be  avoided.  Do  not  use 
concurrently  with  other  sedative- 
hypnotics  or  with  alcohol. 

Adult  Dosage:  1 or  2 tablets,  re- 
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Despite  its  limitations,  CVP  (central  venous 
pressure)  measurement  is  in  widespread  clinical 
use.  It  gives  an  estimate  of  the  complex  interac- 
tions of  cardiac  pump,  blood  volume,  and  periph- 
eral circulation.  The  CVP  catheters  are  placed 
usually  in  the  superior  vena  cava  through  an  arm 
vein  or  subclavian  vein.  Accurate  placement  in 
the  superior  vena  cava  is  essential.  Under  special 
circumstances  the  catheter  is  passed  through  a 
femoral  vein. 

Chest  roentgenogram  remains  the  most  popular 
method  of  localizing  the  catheter  tip.  It  entails 
extra  cost,  technical  labor,  and  radiation.  More- 
over, if  the  catheter  is  aberrantly  located,  it  re- 
quires repeated  chest  x-ray  films  after  each  ma- 
nipulation. The  method  presented  here  may  re- 
place chest  x-ray  films  in  localizing  the  catheter 
tip. 

Materials  and  methods 

Forty-nine  consecutive  patients  requiring  CVP 
measurement  were  included  in  this  study.  The 
procedure  was  carefully  explained  to  the  patients 
or  their  families. 

The  patient  is  connected  to  an  electrocardio- 
graph machine,  and  the  “V”  lead  terminal  con- 
nected to  an  alligator  clip.  The  antecubital  fossa 
is  prepared  with  careful  asepsis  and  a suitable 
vein:  basilic,  median  cubital,  and  cephalic  veins 

are  chosen  in  decreasing  order  of  preference.  A 
24-inch  plastic  catheter  (Deseret  Intracat h)  is  in- 


serted into  the  vein  via  a percutaneous  14-gauge  or 
16-gauge  needle,  preferably  the  former.  A cut- 
down  is  done  in  cases  where  percutaneous  punc- 
ture is  not  possible.  Subclavian  route  is  used 
where  speed  is  crucial  or  where  a cutdown  is  diffi- 
cult. 

In  case  of  encountering  resistance  during  the 
catheter  advancement,  it  is  withdrawn  several  cen- 
timeters and  remanipulated  with  external  massage 
maneuver  done  over  the  possible  point  of  hin- 
drance. In  some  cases  withdrawing  the  stylet  out 
of  the  catheter  3 to  4 cm.  and  then  continuing  the 
advancement  of  the  catheter  is  helpful. 

After  the  entire  length  of  the  catheter  is  insert- 
ed, the  plastic  sheath  is  detached  from  the  needle 
hub.  The  needle  is  withdrawn  from  the  vein,  and 
the  plastic  guard  clip  is  applied.  The  stylet  of  the 
catheter  is  withdrawn  1 to  2 cm.  and  connected  to 
the  alligator  clip  which  in  turn  has  been  connected 
to  the  V lead  of  the  electrocardiograph  machine 
(Fig.  1). 

An  electrocardiogram  tracing  is  obtained.  The 
appearance  of  big  biphasic  P waves  indicates  the 
intra-atrial  location  of  the  catheter  tip.  Subse- 
quently, the  catheter  is  withdrawn  until  negative  P 
waves  of  high  amplitude  appear.  This  indicates 
superior  vena-caval  location  (Fig.  2).  If  the  trac- 
ing does  not  demonstrate  intra-atrial  P waves,  an 
aberrant  location  is  assumed  and  corrected  by 
withdrawing  the  catheter  4 to  6 inches  and  rein- 
serting with  manipulation  of  neck  and  arm. 

After  satisfactory  placement,  the  whole  stylet  is 
withdrawn,  and  the  catheter  is  connected  to  a bot- 
tle of  intravenous  fluid  and  fastened  securely  to 
the  skin  with  tapes.  A chest  roentgenogram  is  ob- 
tained. In  all  cases  wherein  the  catheter  tip  is  not 
demonstrated  by  the  initial  roentgen  studies,  2 to 
4 ml.  of  sodium  diatrizoate  (Hypaque)  is  injected 
through  the  catheter,  and  the  roentgenogram  is  re- 
peated. 

The  patient  is  observed  for  possible  local  and 
systemic  complications  during  and  after  the  proce- 
dure. 

Results 

About  50  per  cent  of  the  patients  in  this  series 
had  myocardial  infarction,  hypotension  and/or 
congestive  heart  failure.  The  remainder  required 
the  CVP  measurements  for  other  indications  such 
as  renal  failure,  respiratory  failure,  dehydration, 
diabetic  acidosis,  toxemia  of  pregnancy,  septice- 
mia, major  abdominal  surgery,  and  so  forth. 

A total  of  49  patients  were  studied  (Table  I).  In 
46  patients,  satisfactory  morphologies  of  P waves 
were  demonstrated.  Chest  x-ray  films  clearly  con- 
firmed the  locations  indicated  by  intra-atrial  lead 
tracings  (Fig.  3).  This  is  called  a positive  correla- 
tion with  x-ray  films.  Five  patients  had  atrial  fi- 
brillation, 1 had  atrial  flutter,  and  1 PAT  (parox- 
ysmal atrial  tachycardia)  with  block.  These  ar- 
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rhythmias  did  not  interfere  with  the  accurate  in- 
terpretation of  the  placement  tracings.  In  3 pa- 
tients, CVP  catheter  tips  were  felt  to  be  in  the 
neck  (Fig.  4A).  No  satisfactory  P waves  were  ob- 
tained. After  repeated  unsuccessful  manipula- 
tions, the  catheters  were  left  in  the  aberrant  loca- 
tion. X-ray  films  were  taken,  and,  as  predicted, 
the  catheter  tips  were  in  the  neck.  In  1 case,  using 
the  subclavian  approach,  the  inadvertent  place- 
ment of  the  catheter  in  the  right  ventricle  was  im- 
mediately recognized  and  corrected  (Fig.  4B). 

In  3 patients,  the  catheter  tips  were  not  discern- 
ible on  x-ray  films,  but  the  placement  electrocardi- 
ogram tracing  showed  satisfactory  location. 
These  were  called  negative  correlations  with  x-ray 
films.  However,  a repeat  study  with  injection  of  2 
to  4 ml.  of  sodium  diatrizoate  through  the  catheter 
confirmed  the  superior  vena-caval  location. 

Two  of  the  patients  were  pregnant:  1 with  tox- 
emia of  pregnancy  and  the  other  with  rheumatic 
mitral  stenosis  and  severe  pulmonary  edema. 
There  was  no  difficulty  in  using  this  method  in 
them. 


A modified  technique  of  central  venous  pressure 
catheter  placement  is  presented.  The  wire  stylet 
of  the  intracatheter  is  utilized  as  an  exploring 
electrode  of  the  V lead  of  the  electrocardiogram. 
Forty-nine  consecutive  patients  were  included  in 
the  study.  The  position  of  the  catheter  tip  was 
judged  accurately  without  exception.  The  only 
complications  encountered  were  3 cases  of  local 
phlebitis  and  one  with  a hematoma  in  a cutdown 
incision.  There  were  no  complications  of  the 
method  per  se. 


There  were  3 cases  of  local  phlebitis  and  1 case 
of  hematoma  in  a cutdown  incision.  No  other 
complications  were  observed. 

Comment 

Accurate  placement  of  CVP  catheters  is  essen- 
tial. An  undesirable  position  giving  inconsistent 


FIGURE  1.  Scheme  for  obtaining  tracing.  Stylet  of  catheter  withdrawn  about  1 to  2 cm.  (A),  one  end  of  alligator  clip  at- 
tached to  withdrawn  portion  of  stylet  (B),  other  end  of  alligator  clip  attached  to  V lead  of  electrocardiogram  (C). 
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FIGURE  2.  Tracings  illustrating  successful  placement  of 
CVP  catheter.  Upper  tracing  obtained  after  insertion  of 
full  length  of  catheter,  demonstrates  intra-atrial  location  of 
catheter  tip.  Lower  tracing  obtained  on  withdrawal  of 
catheter  demonstrates  superior  vena-caval  location  of 
catheter  tip. 


TABLE  I.  Results  of  catheter  insertion  study 


Number  of  Patients — — . 

Location 

of 

Catheter 

Findings  Rhythm  Tip  Total 


Positive  correlation 
with 

roentgenogram 

Superior  vena-caval  . . . 

placement 

Sinus  rhythm  36 

Atrial  fibrillation  5 

Atrial  flutter  1 

PAT  with  block  1 

Aberrant  location  in 
neck 

Sinus  rhythm  3 


Negative  correlation 
with 

roentgenogram 
Superior  vena-caval 
placement 

Sinus  rhythm  3 

Total 


46 


43 


3 


3 


49 


FIGURE  3.  fracing  demonstrating  superior  vena-caval 
location  of  catheter  tip. 


FIGURE  4.  (A)  Tracing  demonstrating  anomalous  place- 

ment in  neck.  (B)  Inadvertent  insertion  of  catheter  tip  in 
right  ventricle  with  immediate  correction.  Sequentially 
from  above  downward,  tracings  show  ventricular,  ventricu- 
lar atrial,  and  superior  vena-caval  location  of  catheter  tip 
during  correction  of  placement. 


measurement  is  often  more  harmful  to  the  evalua- 
tion and  treatment  than  no  measurement  at  all.1 
The  superior  vena-caval  location  of  the  catheter 
tip  is  believed  to  be  the  safest  because  of  the  risk 
of  cardiac  perforation  from  intra-atrial  location.2 

Fluctuation  of  the  manometer  meniscus  has 
been  said  to  indicate  the  central  location  of  the 
catheter  tip.  However,  Kellner  and  Smart3  from 
the  study  of  195  patients  showed  absence  of  flue- 
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tuation  with  respiration  in  only  7 patients  (3.6  per 
cent).  This  contrasted  with  the  x-ray  findings 
that  48  (24.6  per  cent)  of  the  catheter  tips  were  not 
in  central  veins. 

In  the  field  of  intracardiac  electrocardiography, 
it  was  found  that  a normal  saline-filled  catheter 
could  he  used  as  an  “exploring”  electrode.4’5  This 
was  later  improved  by  using  5 per  cent  saline  solu- 
tion with  10  per  cent  heparin  to  obtain  better  trac- 
ings.6 This  was  later  used  in  CVP  catheter  place- 
ment.' Robson,8  utilizing  slight  modification, 
placed  the  catheter  tips  in  the  superior  vena  cava. 
Phibbs9  suggested  the  use  of  Teflon-coated  wire 
placed  via  the  catheter  with  the  tip  protruding  1 to 
2 mm.  for  accurately  placing  the  catheter  tip  by 
means  of  electrocardiogram. 

All  of  these  methods  require  some  accessory 
equipment  and  are  not  widely  used.  Chest  x-ray 
films  remain  the  most  popular  method  for  locating 
the  catheter. 

However,  our  method  is  simple,  safe,  economi- 
cal, less  time-consuming,  and  requires  no  accesso- 
ry equipment.  Although  statistically  not  signifi- 
cant, in  our  series  chest  x-ray  films  were  not  total- 
ly reliable. 

It  is  our  belief  that  the  method  is  worthy  of  fur- 
ther evaluation  and  continued  use.  It  would  not 
only  obviate  the  need  for  a chest  x-ray  film  to  lo- 
cate the  CVP  catheter  tip,  but  also  provide  an 
intra-atrial  electrocardiogram  which  could  assist 
in  the  interpretation  of  complex  arrhythmias. 


4.4  Per  cent  found  allergic 
to  antibiotic  drugs 

There  is  risk  of  adverse  reactions  to  all  antibiotics, 
but  some  of  the  antimicrobial  agents  are  much  riskier 
than  others,  says  a report  in  the  October  7 issue  of  the 
Journal  of  the  American  Medical  Association. 

A three-year  study  of  7,765  patients  by  a research 
team  at  the  J.  Hills  Miller  Health  Center,  University  of 
Florida,  Gainesville,  found  that  4.4  per  cent  of  the  pa- 
tients had  adverse  reactions  to  the  antimicrobial,  drugs. 

The  reaction  ratio  varied  from  0.88  per  cent  for  strep- 
tomycin to  8.5  per  cent  for  methicillin. 

Reaction  was  moderate  or  severe  in  58  per  cent  of  the 
observed  episodes,  and  hospitalization  time  was  pro- 
longed by  45  per  cent  of  the  reactions,  says  the  study  by 
M.D.s  Jacques  R.  Caldwell  and  Leighton  E.  Cluff. 
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Penicillin,  the  most  often  prescribed  antibiotic,  had 
an  adverse  reaction  rate  of  3.2  per  cent.  The  second 
most  often  prescribed  drug,  ampicillin,  caused  adverse 
reactions  in  5.7  per  cent  of  the  patients. 

The  study  offers  tables  of  comparative  risk  of  all  com- 
monly used  antibiotics,  enabling  the  physician  to  weigh 
risks  of  the  individual  drug  use  against  the  suspected 
benefit.  It  also  offers  tables  of  the  relatively  severity  of 
reactions  from  the  various  products  used. 

Many  infections  are  treated  with  a combination  of  an- 
tibiotics, the  researchers  point  out.  If  an  undesirable 
side  effect  appears,  discontinuation  of  all  antimicrobial 
therapy  may  be  harmful  to  the  patient.  Recognition 
that  the  observed  reaction  is  more  commonly  associated 
with  one  of  the  administered  drugs  allows  the  physician 
to  discontinue  giving  the  suspect  drug  while  continuing 
therapy  with  other  agents,  they  say. 
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If  there’s  good  reason 

to  prescribe 
for  psychic  tension... 


When,  in  spite  of  counseling,  the  patient’s  pattern 
of  overreaction  to  stress  affects  his  ability  to  functioi 


Dependable  response 
is  a good  reason 
to  consider  Valium 

(diazepam) 


Once  you’ve  decided  that  the  patient’s 
pattern  of  overreaction  to  stress  can  be  favor- 
ably influenced  by  antianxiety  medication, 
the  question  remains:  which  one? 

Valium  (diazepam)  is  one  to  consider 
closely.  One  whose  psychotherapeutic  effect 
is  characterized  by  prompt,  symptomatic 
relief  of  tension  and  anxiety.  One  whose 
safety  profile  is  characterized  by  excellent 
tolerance  and  a relatively  low  incidence  of 
adverse  reactions.  In  short,  one  whose  over- 
all performance  is  characterized  by  reliabil- 
ity and  predictability. 

Dependable  response.  One  good  rea- 
son to  consider  Valium. 

And  should  you  choose  to  prescribe 
Valium,  you  should  keep  in  mind  that  pa- 
tients taking  Valium  should  be  cautioned 
against  driving  or  operating  dangerous 
machinery. 

Please  turn  page  for  a summary  of 
product  information. 
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^Valium 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Wium 

(diazepam) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  deliriumtremensand 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology,  spasticity  caused 
by  upper  motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsive  disorders  (not  for 
sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute 
narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  i n frequency  and  / or  severity 
of  seizures.  Advise  against  simultaneous  inges- 
tion of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similartothose  with  bar- 
biturates and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  ab- 
dominal and  musclecramps,  vomitingand 
sweating).  Keepaddiction-prone  individuals 
under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  chi  Id- 
bearing  age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed;  drugs  such 


as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  po- 
tentiate its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneu- 
rotic states,  2 to  10  mgb.i.d.toq.i.d.;  alcoholism, 
10  mgt.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mgt.i.d.  or  q.i.d.;  adjunc- 
tively in  convulsive  disorders,  2to  lOmgb.i.d. 
to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
2!/2mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.) 
Children:  1 to  2Vfe  mg  t.i.d.  or  q.i.d.  initially, 
increasing  as  needed  and  tolerated  (not  for  use 
under  6 months). 

Supplied:  Valium®  (diazepam) Tablets,  2 mg, 

5 mgand  10  mg;  bottles  of  lOOand  500.  All 
strengths  also  available  in  Tel-E-Dose®  packages 
of  100. 
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Cystic  fibrosis  is  a hereditary  disorder  of  chil- 
dren, adolescents,  and  young  adults.  The  true  in- 
cidence of  this  disorder  is  still  not  definitely 
known.  The  National  Cystic  Fibrosis  Research 
Foundation  suggests  the  figure  between  1:1,000 
and  1:3,500  live  births.  In  its  first  publication  in 
1963,1  the  Foundation  reported  that  cystic  fibrosis 
was  “rare  in  Negroes.”  This  was  changed  in  its  re- 
cent edition  to  “numerous  cases  have  been  found 
in  black  Americans.”2  Di  Sant’  Agnese3  suggests 
the  incidence  of  black  cystic  fibrosis  patients  to 
number  1:10,000  to  1:12,000  black  live  births. 
However,  he  does  not  offer  any  data  to  confirm 
these  statistics. 

Warwick4  has  been  collecting  statistics  on  the 
incidence  of  cystic  fibrosis  from  all  the  cystic  fi- 
brosis centers  and  clinics  in  the  United  States. 
His  latest  report  for  the  year  1972  shows  that  there 
were  14,014  patients  writh  cystic  fibrosis.4  Of 
these,  13,657  were  Caucasian,  232  were  Negro,  11 
were  Indian,  and  91  were  other  or  of  mixed  paren- 
tal race.  Of  the  total  number  of  patients  with  cys- 
tic fibrosis  reported  in  1972,  1.52  per  cent  were 
black.  In  this  study,  we  will  report  on  a high  num- 
ber of  black  cystic  fibrosis  patients  in  Brooklyn, 
New  York,  with  a description  of  these  patients  and 
the  population  of  the  area  in  which  they  reside. 

The  Cystic  Fibrosis  Clinic  at  the  Long  Island 
College  Hospital  is  located  in  Brooklyn,  one  of  the 
five  boroughs  of  New  York  City;  the  clinic  draws 
its  patients  only  from  Brooklyn.  In  these  statis- 
tics, only  those  patients  with  cystic  fibrosis  who 
were  followed  regularly  in  our  clinic  from  its  open- 
ing in  July,  1964  to  July,  1973  will  be  included. 
Two  Cuban  and  2 Puerto  Rican  patients  are  in- 
cluded in  the  statistics  as  white.  A diagnosis  of 
cystic  fibrosis  was  made  only  if  there  was  a repeat- 
edly positive  sweat  test  result.  All  tests  were  done 


by  a trained  technician  utilizing  the  pilocarpine 
iontophoretic  method,  with  the  sodium  and  chlo- 
ride being  analyzed  separately.1 

A total  of  70  cases  of  cystic  fibrosis  were  fol- 
lowed at  the  Long  Island  College  Hospital. 
Thirty-five  patients  were  treated  until  they  either 
moved  from  the  area,  or  died  from  the  disease. 
The  remaining  35  patients,  or  one-half  the  total, 
are  still  attending  the  clinic.  The  age  at  the  time 
of  diagnosis  varied  from  six  weeks  to  eighteen 
years.  A total  of  41  cases,  58.5  per  cent,  were  fe- 
male, and  29,  41.4  per  cent,  were  male. 

Ten,  14.2  per  cent,  of  the  70  cases  of  cystic  fibro- 
sis are  black.  These  are  equally  divided  into  5 fe- 
males and  5 males.  No  black  cystic  fibrosis  pa- 
tient had  meconium  ileus,  but  one  twelve-year-old 
boy.  Case  5,  required  surgery  for  intestinal  ob- 
struction caused  by  meconium  equivalent.  The 
early  symptoms  of  Cases  3,  5,  6,  9,  and  10  were  not 
correctly  diagnosed.  As  noted  by  Kulczycki, 
Guin,  and  Mann,5  the  history,  physical  findings, 
and  course  of  cystic  fibrosis  in  9 black  patients  are 
similar  to  that  of  the  white  patient.  A brief  case 
history  of  the  10  black  patients,  all  of  whose  par- 
ents are  black,  follows: 

Case  reports 

Case  1.  A fifteen-year-old  boy  had  foul,  loose  stools, 
noticed  since  shortly  after  birth.  At  three  months  of 
age,  he  developed  a severe  cough,  the  diarrhea  became 
worse  and  he  was  hospitalized,  at  which  time  a proper 
diagnosis  of  cystic  fibrosis  was  made.  He  then  devel- 
oped severe,  recurrent  abdominal  pains  at  the  age  of 
nine  years;  repeated  gastrointestinal  x-ray  film  studies 
revealed  a duodenal  ulcer  which  responded  to  proper 
therapy.  During  the  past  two  years,  he  had  had  recur- 
rent attacks  of  pneumonia,  with  two  episodes  of  pneu- 
mothorax; his  Shwachman6  score  was  46. 

Case  2.  A three-year-old  girl  was  tested  for  cystic  fi- 
brosis at  the  age  of  eight  months  because  of  repeated  at- 
tacks of  pneumonia.  She  did  well  on  routine  cystic  fi- 
brosis therapy  and  had  a Shwachman6  score  of  85. 

Case  3.  A nineteen-year-old  college  girl  had  been  at- 
tending an  allergy  clinic  because  of  asthma  for  almost 
ten  years.  At  the  age  of  eighteen  she  developed  abdom- 
inal pain  associated  with  a loss  of  10  pounds  in  two 
weeks;  a diagnosis  of  diabetes  mellitus  was  confirmed. 
A flat  x-ray  plate  of  the  abdomen  revealed  calcific  de- 
posits in  the  pancreas,  and  repeated  sweat  tests  showed 
findings  positive  for  cystic  fibrosis.  She  has  done  well 
on  cystic  fibrosis  and  diabetes  care.  It  is  interesting  to 
note  that  she  was  never  tested  for  cystic  fibrosis  despite 
the  fact  that  a younger  brother  died  of  it  at  the  age  of 
eighteen  months  when  she  was  six  years  old.  She  had  a 
Shwachman6  score  of  82. 

Case  4.  A three-year-old  boy  was  admitted  to  this 
hospital  at  the  age  of  eight  months  because  of  recurrent 
attacks  of  diarrhea.  Repeated  sweat  tests  showed  find- 
ings positive  for  cystic  fibrosis.  He  did  well  and  had  a 
Shwachman6  score  of  92. 

Case  5.  An  eleven-year-old  boy  was  treated  as  an  in- 
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fant  for  celiac  disease  because  of  his  “voracious  appetite, 
foul  stools,  and  pot  belly.”  He  also  had  recurrent  at- 
tacks of  bronchopneumonia,  but  the  diagnosis  of  cystic 
fibrosis  was  not  made  until  he  was  six  years  old.  Four 
years  later  he  was  operated  on  because  of  intestinal  ob- 
struction caused  by  meconium  ileus.  He  was  referred  to 
us  at  the  age  of  eleven,  at  which  time  he  had  severe  pul- 
monary involvement,  complicated  by  cor  pulmonale. 
When  he  was  thirteen  years  old,  he  suddenly  developed 
severe  respiratory  failure  and  died  shortly  thereafter. 
An  autopsy  revealed  multiple  lung  abscesses  with  a mu- 
cous plug  in  the  left  main  bronchus. 

Case  6.  A fourteen-year-old  boy  was  tested  at  the 
age  of  two  years  for  cystic  fibrosis  only  because  his 
younger  brother  (Case  5)  was  found  to  have  the  disor- 
der. Numerous  foul  stools  were  present  since  birth  and 
he  was  considered  to  have  celiac  disease.  He  was  re- 
ferred to  our  clinic  at  the  age  of  six  and  has  since  done 
well;  his  Shwachman6  score  was  83. 

Case  7.  An  eight-year-old  boy  was  a premature  in- 
fant who  developed  diarrhea  and  bronchopneumonia  at 
the  age  of  two  months.  Sweat  tests  were  positive  for 
cystic  fibrosis  at  that  time.  When  he  was  two  years  old, 
the  family  moved  to  Brooklyn,  and  he  was  referred  to 
the  clinic.  He  had  a Shwachman6  score  of  78. 

Case  8.  An  infant  girl  was  tested  for  cystic  fibrosis 
at  the  age  of  six  months  because  of  intestinal  and  respi- 
ratory symptoms.  She  was  referred  to  the  clinic  when 
she  was  six  years  old,  and  was  doing  well  when  the  fami- 
ly moved  from  Brooklyn,  one  year  later.  She  had  a 
Shwachman6  score  of  78. 

Case  9.  A five-year-old  girl  was  referred  to  us  for 
evaluation  and  treatment.  She  had  had  repeated  at- 
tacks of  pneumonia  for  several  years,  but  a diagnosis  of 
cystic  fibrosis  was  not  made  because  the  sweat  tests 
were  “inconclusive.”  Multiple  tests  done  by  our  techni- 
cian disclosed  all  findings  positive  for  cystic  fibrosis. 
Despite  intensive  care,  she  continued  to  have  recurrent 
attacks  of  pneumonia  and  died  at  the  age  of  eight  years. 
Permission  for  an  autopsy  was  not  obtained. 

Case  10.  A seven-year-old  girl  was  referred  to  the 
clinic  at  the  age  of  sixteen  months  by  the  family  of  her 
first  cousin  (Case  9).  She  had  had  diarrhea  since  birth 
but  was  being  treated  for  celiac  disease.  The  proper  di- 
agnosis was  established  at  the  clinic  and  she  did  well; 
her  Shwachman6  score  was  80. 

Of  the  70  cystic  fibrosis  patients  observed  in  the 
clinic,  15,  21.4  per  cent,  have  died;  20,  28.5  per 
cent,  have  moved;  and  35,  50  per  cent,  are  still  at- 
tending the  clinic  (Table  I).  Two  of  the  10  black 
patients,  20  per  cent,  and  13  of  the  60  white  pa- 
tients, 21.6  per  cent,  have  died.  One  of  the  10 


Cystic  fibrosis  is  reported  as  being  uncommon  in 
the  black  population.  In  the  United  States , for 
the  year  1972,  there  were  14,014  patients  with  cystic 
fibrosis;  13,657  were  Caucasian,  only  232  were 
black.  The  Cystic  Fibrosis  Center  at  Long  Island 
College  Hospital  in  Brooklyn,  New  York,  is  re- 
porting an  unusually  high  percentage  of  black  cys- 
tic fibrosis  patients.  During  the  nine  years  since 
the  clinic  started,  there  were  10  black  patients, 
14.2  per  cent,  and  60  white  patients,  85.7  per  cent. 
The  present  clinic  is  composed  of  7 black  patients, 
20  per  cent,  and  28  white  patients,  80  per  cent. 
The  1970  census  reports  there  are  25.2  per  cent 
black  people  in  Brooklyn.  The  reason  for  the  high 
percentage  of  black  patients  at  our  clinic  is  un- 
known. 


black  patients,  10  per  cent,  has  moved  from  this 
borough,  whereas  19  of  the  60  white  patients,  31.6 
per  cent,  have  left  Brooklyn.  Of  the  total  still  at- 
tending the  clinic,  7 patients,  20  per  cent,  are 
black,  and  28,  80  per  cent,  are  white. 

Comment 

The  Department  of  Commerce  in  a 1970  census 
report  published  in  1972  shows  the  total  United 
States  population  to  be  203,212,000.7  This  is  di- 
vided into  177,749,000  whites,  87.4  per  cent,  22.57 
million  blacks,  11.1  per  cent,  and  the  remainder 
nonwhites,  1.4  per  cent.  The  total  Brooklyn  pop- 
ulation is  2,602,000,  of  which  the  black  population 
is  656,000,  an  incidence  of  25.2  per  cent.  This  is 
an  increase  of  11.1  per  cent  from  the  total  black 
population  of  14.4  per  cent  reported  in  the  1960 
census.  In  1970,  the  City  of  New  York  Board  of 
Health  reported  a live  black  birth  rate  of  25.6  per 
1,000  population  as  compared  with  a live  white 
birth  rate  of  15.3  per  1,000  population.8  The  in- 
crease in  the  black  population  in  Brooklyn  is  due 
to  socioeconomic  causes  and  to  an  increase  of 
black  live  births  as  compared  with  white  live 
births.  The  same  situation  is  occurring  in  most  of 
our  large  northern  cities. 

In  New  York  City,  patients  frequently  travel 
from  one  borough  to  another  for  medical  services. 
Personal  communication  with  the  directors  of  cys- 
tic fibrosis  centers  at  Columbia-Presbyterian 


TABLE  I.  Cystic  fibrosis  in  a black  population 


Patient  Data 
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Medical  Center  and  Mount  Sinai  Medical  Center 
in  Manhattan,  and  Long  Island  Jewish  Medical 
Center  in  New  Hyde  Park,  reveals  that  only  a few 
patients,  all  white,  from  Brooklyn  are  being  fol- 
lowed at  these  centers.  Our  center  is  the  only  one 
in  Brooklyn  certified  by  the  City  of  New  York 
Board  of  Health  to  care  for  cystic  fibrosis  patients 
and  to  be  reimbursed  for  this  care.  As  a result, 
most  of  the  hospitals  in  Brooklyn  refer  cystic  fi- 
brosis patients  to  our  center. 

The  incidence  of  cystic  fibrosis  is  unknown,  but 
probably  averages  1:2,000  live  births.  Although 
our  total  number  of  cases,  10  black  cystic  fibrosis 
patients,  14.2  per  cent,  is  relatively  small,  we  feel 
that  the  high  percentage  of  our  black  patients, 
when  compared  with  the  reported  black  percent- 
age nationwide,  were  significant  at  the  0.01  level 
when  contingency  table  statistical  tests  were  ap- 
plied. This  becomes  even  more  important  when 
we  consider  the  current  clinic  of  35  patients,  7,  20 
per  cent,  of  whom  are  black.  This  is  in  a popula- 
tion area  of  25.2  per  cent  blacks.  We  are  unable  to 
explain  this  unusually  high  percentage  of  black 
cystic  fibrosis  patients.  It  must  be  noted  that  in  5 
of  our  10  black  cases,  the  diagnosis  of  cystic  fibro- 
sis should  have  been  established  at  an  earlier  age. 


Perhaps  this  report  will  stimulate  the  study  of  the 
black  population  for  the  presence  of  cystic  fibrosis. 

Cystic  Fibrosis  Center 
Long  Island  College  Hospital 
340  Henry  Street 
Rrooklyn,  New  York  11201 
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Clinical  clues 

— Diethylstilbestrol  (stilbestrol,  DES)  has  been  approved  for  use  as  a postcoital  contraceptive.  The  FDA  (Food  and 
Drug  Administration)  considers  this  use  to  be  safe  only  as  an  emergency  measure  and  explicitly  warns  against  its  rou- 
tine or  frequent  use  as  a contraceptive.  Pregnancy  should  be  ruled  out  by  appropriate  tests  prior  to  instituting  ther- 
apy so  that  no  unnecessary  exposure  of  a fetus  to  diethylstilbestrol  occurs. 

— The  recommended  dosage  is  25  mg.  twice  a day  for  five  continuous  days,  beginning  preferably  within  twenty-four 
hours  and  not  later  than  seventy-two  hours  after  exposure.  With  this  dosage  diethylstilbestrol  is  highly  effective  in 
preventing  conception.  The  most  common  side-effect  seen  with  this  therapy  appears  to  be  nausea.  Patients  must 
be  instructed  to  continue  taking  the  medication,  however,  for  it  to  be  effective. 

— The  Holt-Oran  syndrome  refers  to  a genetically  determined  disorder  in  which  congenital  heart  disease,  most  com- 
monly atrial  septal  defect,  is  associated  with  an  anomaly  of  the  thumb  consisting  of  a hypoplastic,  triphalangeal,  long 
and  clumsy,  or  an  absent  thumb. 

—Alternating  complexes  on  the  electrocardiogram  (electrical  alternans)  occurs  most  commonly  in  pericardial  effu- 
sion, mostly  neoplastic,  and  may  be  the  first  clue  to  that  diagnosis. 

— The  Wolf-Parkinson-White  syndrome,  the  pre-excitation  or  accelerated  conduction  syndrome,  is  relatively  benign, 
affecting  males  predominantly,  and  is  found  in  all  age  groups.  In  younger  subjects  it  occurs  mainly  in  the  absence  of 
heart  disease,  but  in  older  individuals  it  may  be  a manifestation  of  serious  heart  disease.  It  is  found  in  a significant 
number  of  young  patients  with  idiopathic  hypertrophic  subaortic  stenosis. 

— In  most  patients  the  only  other  cardiac  peculiarity  associated  with  the  Wolf-Parkinson-White  syndrome  is  a ten- 
dency to  atrial  arrhythmias,  and  of  those,  paroxysmal  atrial  tachycardia  occurs  in  70  per  cent,  atrial  fibrillation  in  16 
per  cent,  nonspecific  supraventricular  tachycardia  in  10  per  cent,  and  atrial  flutter  in  4 per  cent. 

— Acute  myocardial  infarction  is  complicated  by  first-degree  block  in  13  per  cent,  second-degree  block  in  5 per  cent, 
and  third-degree  block  in  3 per  cent  of  the  cases. 

— In  almost  all  the  patients  with  inferior-wall  myocardial  infarction  and  heart  block,  complete  reversal  of  the  conduc- 
tion defect  occurs,  generally  within  a week  of  admission,  if  the  patient  survives  the  infarction. 

— Anterior-wall  myocardial  infarction  is  associated  with  a much  higher  incidence  of  intraventricular  conduction  de- 
fects than  is  inferior-wall  myocardial  infarction,  presumably  reflecting  involvement  of  the  ventricular  septum. 

— The  most  common  conduction  defect  complicating  acute  myocardial  infarction  is  left  anterior  hemiblock  (15  per 
cent). 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Review  after  thirty-two  years' 
experience * 

MARIE  PICHEL  WARNER,  M.D. 

New  York  City 

Assistant  Attending,  Division  of  Obstetrics  and  Gynecology,  Beth 
Israel  Hospital;  Visiting  Gynecologist,  Long  Island  Jewish-Hillside 
Medical  Center,  Queens;  Assistant  Attending  Emeritus,  New  York 
Infirmary 


Despite  the  world  population  explosion  prob- 
lems and  need  for  contraception  in  family  plan- 
ning, there  still  remain  numerous  infertile  couples 
who  are  desperate  to  have  at  least  one  baby.1-5 

For  a limited  group  of  infertile  couples  there  is 
no  other  solution  than  artificial  insemination.2’4’6 
Today  artificial  insemination  from  an  extramarital 
A.I.D.  (artificial  insemination  donor),  or  to  a lesser 
extent  with  the  husband  as  donor  A.I.H.  (artificial 
insemination  husband),  is  a widely  recognized 
medical  and  socially  accepted  therapeutic  proce- 
dure for  initiating  a pregnancy.  A.I.D.  has  proved 
technically  practical  and  emotionally  satisfying  as 
a clinical  method  of  treatment  for  special  types  of 
sterility  problems.6’7 

The  value  of  A.I.D.  is  shown  in  my  study  of  518 
cases,  73  per  cent  successes  with  338  couples,  by 
the  fact  that  more  than  half  the  successful  couples 
returned  for  a second  A.I.D.  baby,  and  32  came  for 
a third  and  2 for  a fourth  A.I.D.  baby.8  It  is  essen- 
tial that  the  physician  giving  A.I.D.  be  certain  of 
the  mutual  request  and  acceptance  by  both  part- 
ners, and  also  obtain  from  both,  signed  simulta- 
neously, written  consent  and  release  forms. 

The  legal,  financial,  and  technical  aspects  of 
A.I.D.  have  been  discussed  in  my  previous  publica- 
tions and  vary  geographically.9  11  A.I.D.  is  legally 
permitted  in  most  states  in  the  United  States 

* Presented  at  the  International  Congress  of  Fertility  and 
Sterility,  Tokyo,  Japan,  October  20,  1971  Scientific  exhibit  of 
data  presented  at  Annual  Convention  of  the  Medical  Society  of 
the  State  of  New  York,  Americana  Hotel,  New  York  City,  Feb- 
ruary II  to  14,  1973. 


An  intensive  review  is  given  of  thirty-two  years  ex- 
perience with  518  cases  of  artificial  insemination, 
338  couples,  treated  in  private  practice  by  the  au- 
thor in  New  York  City.  Successful  conceptions  re- 
sulted in  73  per  cent  of  the  wives  treated.  The  in- 
cidence and ' indications  for  AID  and  AIH  are 
given.  Analysis  of  case  records,  with  thirty-two- 
year  followup  by  personal  contact  and  letters,  and 
reports  of  friends  and  relatives,  disclosed  no  re- 
grets with  the  method  of  conception,  only  great 
satisfaction  and  gratitude.  Analysis  of  the  records 
gave  interesting  data  on  sociologic,  education, 
ages,  medical  and  reproductive  histories,  clinical 
and  pathological  findings  in  male  and  female  part- 
ners. Diagnostic  test  results,  corrective  therapy, 
blood  incompatabilities,  and  so  forth  were  summa- 
rized. The  number  of  inseminations  per  cycle  and 
total  number  of  treatments  with  successful  dates  of 
ovulation  are  cited.  Statistics  were  obtained  on 
numbers  of  resulting  conceptions,  spontaneous 
abortions,  ectopics,  and  live  normal  pregnancies. 
Physicians  should  inform  and  make  available  to 
couples  the  opportunity  for  artificial  insemination 
treatments;  AID  and  AIH  when  they  have  no  other 
source  of  becoming  parents.  Indications  for  AID 
or  AIH  are  as  follows:  (1)  inability  to  consummate 
coitus  for  physical  or  emotional  reasons;  (2)  incu- 
rably sterile  husbands;  (3)  prolonged  infertility 
due  to  the  male  factor;  (4)  incompatible  blood  fac- 
tors; (5)  to  avoid  transmission  of  undesirable  ge- 
netic and  familial  traits  of  husbands;  (6)  when 
adoption  is  unattainable  or  not  desired.  The 
legal,  ethical,  religious,  moral,  psychologic,  techni- 
cal, and  financial  aspects  of  AID  and  AIH  are  also 
discussed.  The  medical  profession  recognizes  the 
value  of  AID  for  couples  qualifying  for  this  proce- 
dure. The  number  of  repeat  requests  for  treat- 
ment by  AID  ranging  from  1 to  4 pregnancies  is  ev- 
idence of  patients’  acceptance. 


when  a couple  mutually  and  voluntarily  request 
and  qualify  for  this  medical  therapy.  There  is  no 
way  of  knowing  the  exact  prevalence  of  A.I.D. 
since  the  procedure,  although  widespread  in  the 
United  States,  is  of  an  extremely  confidential  na- 
ture for  all  concerned. 

Qualifications  of  patients  for  A.I.D.  and  A.I.H. 

There  should  be  confirmation  of  coital  consum-  t 
mation.  Both  mates  require  an  understanding  of 
the  physiology  of  reproduction  and  coital  tech-  r 
niques. 

Extensive  analysis  of  many  factors  in  a review  of  c 
my  series  of  518  cases  has  been  made,  with  statisti- 
cal data  and  comments  given  on  charts,  graphs, 
and  tables  prepared  in  great  detail.2’3’12-15 
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Material  for  study 

This  study  comprises  518  cases  of  A.I.D.  or 
A.I.H.  patients  treated  by  me  in  private  practice  in 
New  York  City  from  1939  through  1971. 16  It  cov- 
ers thirty-two  years’  experience  with  patients  who 
requested  from  1 to  4 conceptions.  Each  series 
may  have  required  from  1 to  206  inseminations,  al- 
though the  majority  had  from  2 to  12  insemina- 
tions per  cycle.1.  Repeat  A.I.D.  conception  re- 
quests are  referred  to  as  series  1,  2,  3,  and  4. 

Residence  of  patients.  There  were  70  per  cent 
from  New  York  City,  10  per  cent  from  New  York 
State,  about  17  per  cent  from  elsewhere  in  the 
United  States,  and  0.9  per  cent  from  foreign 
countries. 

Race.  This  study  had  98.5  per  cent  Caucasians, 
0.9  per  cent  Negroes,  and  0.6  per  cent  Orientals. 

Religion.  The  religions  given  were  71  per  cent 
Jewish,  15  per  cent  Catholic,  7 per  cent  Protestant, 
1 Mohammaden,  3 per  cent  no  religious  affiliation, 
and  3 per  cent  mixed  religions,  of  which  6 wives 
were  Catholic.  There  were  53  Roman  Catholic 
wives  of  whom  75  per  cent,  40,  had  A.I.D.  or  A.I.H. 

Age.  The  wives’  ages  ranged  from  eighteen  to 
forty-five  years  at  time  of  first  request.  The  ma- 
jority were  between  twenty-four  and  thirty-six 
years.  The  husbands’  ages  ranged  from  twenty- 
one  to  sixty-five  years,  with  the  majority  twenty  - 
five  to  thirty-seven. 

Education.  The  great  majority  of  the  appli- 
cant couples  had  at  least  a high  school  education. 
Five  of  the  women  and  28  of  the  men  had  post- 
graduate or  professional  degrees,  while  undergrad- 
uate college  studies  had  been  completed  by  anoth- 
er 71  wives  and  husbands. 

Occupations.  About  60  per  cent  of  the  wives 
were  employed  outside  the  home,  with  office  work, 
education,  and  business  as  the  predominant  occu- 
pations; 5.5  per  cent  were  in  the  professions,  and 
6.5  per  cent  would  be  classified  as  unskilled  work- 
ers. The  husbands’  occupations  also  varied  from 
accountancy  to  welding;  many  were  in  business  or 
the  professions,  including  the  rabbinate;  6.5  per 
cent  did  unskilled  work. 

Referral  sources.  About  75  per  cent  of  the 
patients  requesting  artificial  insemination  were  re- 
ferred by  physicians,  about  10  per  cent  by  former 
patients  who  had  had  successful  A.I.D.s,  and  oth- 
ers from  various  media  such  as  publications  and 
lectures. 

Repeated  A.I.D.  series.  Three-hundred-elev- 
en couples  were  treated  for  an  initial  A.I.D.  se- 
ries.18 Of  this  number,  145  wives  returned  for  a 
second  series,  32  for  a third,  and  2 for  a fourth  se- 
ries. 

Duration  of  sterility  prior  to  seeking  medi- 
cal aid.  The  time  for  trying  to  conceive  on  their 
own  ranged  from  six  months  to  sixteen  years.15 
The  majority  of  requests  for  A.I.D.  came  after  six 
to  twenty-four  months  of  infertility.  This  list  ex- 


cludes 4 couples  with  known  hereditary  defects,  3 
with  known  Rh-negative  incompatabilities,  11 
cases  where  couples  knew  of  azoospermia  premari- 
tally,7  and  1 postmaritally  due  to  irreparable  geni- 
tal trauma  from  auto  accident  after  marriage. 
Only  7 couples  waited  from  ten  to  sixteen  years  be- 
fore medical  consultation. 

Clinical  and  pathologic  findings 
in  337  wives  and  336  husbands 

The  husband  was  the  factor  necessitating  A.I.D. 
in  285  couples.19  Both  husbands  and  wives  were 
infertile  factors  in  30  cases.  There  was  female  in- 
fertility alone  in  14  cases.2 

Reasons  for  A.I.D.  and  A.I.H.  based  on 
clinical  findings  in  336  husbands 

The  principal  indication  for  A.I.D.  was  a hus- 
band’s seminal  inadequacy.20  This  series  includ- 
ed 207  husbands  with  azoospermia,  109  with  se- 
vere oligospermia,  and  21  with  a high  percentage 
of  malformation  of  sperm.  Other  causes  were  con- 
genital absence,  malformation,  or  destruction  of 
essential  reproductive  organs;  interference  with 
loss  of  normal  gonadal  functions;  sperm  inadequa- 
cy due  to  previous  severe  systemic  infections;  fe- 
brile diseases  and  venereal  diseases;  exposure  to 
therapeutic  or  occupational  radiation;  diabetes; 
previous  pelvic  surgery,  especially  herniorrhaphy; 
and  unsuccessful  attempts,  corrective,  to  repair 
undescended  testicles  and  other  organic  genital 
defects,  such  as  bypass  and  repair  for  vas  obstruc- 
tion and  varicocelectomy;  traumatically  induced 
sterility  by  accidents  to  genital  and  reproductive 
organs;  nonconsummation  due  to  extreme  obesity; 
and  obstructive  hymen  or  ignorance  concerning 
coital  technique  for  vaginal  intromission.  Impo- 
tence resulted  from  organic  or  psychologic  causes: 
several  instances  of  males  impotent  for  vaginal 
coitus  but  able  to  produce  adequate  masturbation 
semen  specimen,  premature  or  retrograde  ejacula- 
tion, or  severe  and  mental  depression  of  either 
mate.3  Some  wives  with  dyspareunia,  noncon- 
summation, and  complete  rejection  of  coitus  ac- 
cepted A.I.D.  rather  than  correction  of  defects  de- 
spite psychiatric  and  gynecologic  help.3  A.I.H.  is 
useless  if  the  semen  is  completely  inadequate. 

Comment.  Never  give  a diagnosis  of  complete 
hopelessness  if  there  is  the  least  possibility  for  fer- 
tility.21 Nature,  medical  treatment,  and  time 
sometimes  produce  belated  unexpected  successes. 
This  study  disclosed  4 cases  of  wives  becoming 
pregnant  from  their  oligospermic  husbands  after 
A.I.D.  with  excellent  sperm  had  failed.  In  other 
cases,  A.I.D.  failed,  the  couples  adopted  children, 
and  two  to  four  years  later  the  wives  conceived 
from  the  husbands. 

I was  consulted  by  a college  professor  whose  wife 
was  sterile  because  of  a hysterectomy.  He  was 
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seeking  a female  recipient  for  artificial  insemina- 
tion with  his  semen.  He  wished  to  have  the  im- 
pregnated female  agree  to  surrender  the  offspring 
to  him  on  birth.  Nobody  could  be  found  to  agree 
to  this  arrangement  despite  significant  financial 
inducement. 

Other  reasons 

Hereditary  conditions  in  males  with  normal 
sperm  count  and  potency  are  also  reasons  for 
A.I.D.  as  is  failure  of  corrective  genital  surgery. 
Other  reasons  for  A.I.D.  include: 

1.  Elderly  husband  with  young  wife  wishes  an  heir 
but  is  rejected  for  adoption. 

2.  Young  fertile  wife  prefers  her  own  baby  to 
adoption. 

3.  Husband’s  known  incurable  sterility  discussed 
premaritally  by  couple  with  agreement  to  permit 
A.I.D.  arranged  premaritally. 

4.  Acquired  azoospermia  from  chemotherapy  or 
radiation  therapy  for  systemic  cancers. 

5.  Drug  and  alcohol  addictions. 

6.  Venereal  disease. 

There  were  20  cases  of  azoospermia  due  to  se- 
vere endocrine  dysfunction,  such  as  Froelich’s  syn- 
drome and  hypogonadal  development,  and  3 cases 
with  severe  obesity.  There  were  also  3 cases  of 
mumps  orchitis  with  azoospermia  after  1 normal 
pregnancy  prior  to  mumps,  contracted  from  their 
own  children. 

Reasons  for  A.I.H.  need  clarification.22  In 

cases  of  adequate  semen  and  normal  potency,  and 
proof  of  intravaginal  consummation,  A.I.H.  is  not 
indicated.  However,  it  is  indicated  in  cases  of  im- 
potence with  ability  to  produce  an  adequate  mas- 
turbation specimen  of  semen.  Psychologic  inhibi- 
tion for  vaginal  coitus  with  wife  is  another  reason. 
Orthopedic  deformities,  obesity  of  husband  or 
wife,  dyspareunia  or  vaginal  obstructive  defects,  or 
any  physical  condition  interfering  with  consum- 
mation by  normal  coitus  suffice.  In  oligospermia 
cases,  A.I.H.  with  first  portion  of  split  ejaculate 
may  be  effective  but  in  many  cases,  unnecessary 
after  varicocelectomy. 

Clinical  and  pathologic  factors  in  Rh-nega- 
tive  wives  in  A.I.D.  study.  Thirteen  per  cent  of 
wives  had  Rh-negative  blood,  3 of  whom  had  had 
multiple  erythroblastic  dead  infants  and  could 
only  have  live  pregnancies  from  extramarital  Rh- 
negative  semen.  This  was  the  factor  which  neces- 
sitated A.I.D.  even  though  the  husband  had  ade- 
quate sperm.  Also,  22  wives  with  Rh-negative 
blood  had  Rh-positive  husbands  with  inadequate 
sperm. 

Results 

My  success  rate  was  72  per  cent  in  this  series  of 
518  cases  of  artificial  insemination,  with  333  con- 
ceptions using  A.I.D.  and  8 using  A.I.H.  One  hun- 
dred A.I.D.s  had  1 conception,  84  had  2 concep- 


tions, 19  had  3,  and  2 had  4 conceptions.  In  the 
A.I.H.  series,  7 conceived  once,  and  1 conceived 
twice.  There  were  113  A.I.D.  failures,  and  17 
A.I.H.  failures;  263  live  births  resulted  from  341 
conceptions  of  A.I.D.  or  A.I.H.;  58  aborted,  and  10 
had  still  births  or  immediate  postnatal  deaths. 

It  must  be  noted  that  these  preceding  figures  do 
not  include  the  47  artificial  insemination  cases 
who  had  complete  infertility  workups  and  treat- 
ments, but  whose  final  results  are  unknown  be- 
cause of  lost  contact. 

It  is  interesting  that  of  16  wives  over  age  forty 
treated  by  A.I.D.,  6 conceived  with  5 live  births 
and  1 abortion,  and  10  were  unsuccessful.  Five 
wives  who  had  not  conceived  with  A.I.H.  tried 
A.I.D.  Results  were  1 with  3 live  births,  1 with  an 
abortion  followed  by  a failure,  1 had  1 live  birth, 
and  2 failed  to  conceive  from  A.I.D. 

Number  and  duration  of  treatments.  The 
range  of  time  for  successful  treatments  was  from 
one  month  to  over  two  years.  Thirty-five  per  cent 
of  first  conceptions  occurred  in  the  first  month  of 
treatment  with  two-thirds  successful  within  three 
months.  Only  2 cases  required  over  two  years 
treatment.  The  frequency  of  treatment  for  the 
successes  ranged  from  1 to  125  inseminations. 
The  majority  required  2 to  12  treatments.  The 
failures  ranged  from  1 to  206  treatments.  Most  of 
the  unsuccessful  group  stopped  after  20  insemina- 
tions. 

Results  after  prolonged  A.I.D. — 50  or  more 

treatments.20-23  Thirty-five  patients  persisted 
with  A.I.D.  and  received  a total  of  from  50  to  207 
treatments.  Seventy-nine  cases  in  this  group  had 
from  one  to  four  series.  Of  these,  33  women  had 
61  conceptions  (38  live  births,  18  abortions,  5 still- 
born and  postnatal  deaths)  and  18  failures.  Of 
special  consideration  are  6 patients  each  treated 
from  126  to  284  times.  The  most  persistent  was  a 
woman  treated  210  times.  The  results  were  2 
spontaneous  abortions  followed  by  2 live  births. 
Persistency  pays  off.  Seventeen  pregnancies  were 
conceived  from  husbands  after  11  prior  A.I.D.  con- 
ceptions and  6 failures. 

The  cycle  days  of  treatment.17  The  majority 
of  successful  A.I.D.s  were  treated  from  the  tenth 
through  the  fifteenth  day  with  peaks  on  the 
twelfth  to  fourteenth  days.  Successful  cases  were 
inseminated  from  2 to  12  times  on  the  average. 
Some  were  treated  1 to  15  times.  f 

Reasons  for  discontinuing  A.I.D.  or  A.I.H. 
Fifty-two  couples  decided  to  adopt;  24  reported  ( 
adopting  1 child,  and  2 couples  adopted  2 children 
each.  Most  of  these  adoptions  were  after  A.I.D. 
failures,  abortions,  or  deaths  of  an  A.I.D.  baby. 
Five  couples  adopted  a second  baby  after  an  A.I.D. 
birth. 

Menstrual  data.  Detailed  analysis  of  menstru- 
al data  has  been  analyzed  in  tables  and  graphs. 
Most  of  the  women  had  regular  menstrual  cycles, 
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about  25  per  cent  were  moderately  irregular,  and 
49  w'ives  had  very  irregular  cycles  with  prolonged 
amenorrhea  sometimes  lasting  for  months.  De- 
spite this,  our  study  showed  a relatively  high  suc- 
cess rate  for  A.I.D.  It  is  most  gratifying  to  have 
had  successful  A.I.D.  in  30  women  who  had  pro- 
longed amenorrheic  cycles,  although  23  failed.  I 
urge  continuous  utilization  of  daily  basal  tempera- 
ture records  for  all  cases. 

Medical  history  and  reproductive  and  sex  activi- 
ties, as  well  as  diagnostic  tests,  should  precede 
A.I.D.24  Routinely,  genitourinary  examinations, 
and  pelvic  examinations  are  done  with  the  neces- 
sary laboratory  tests:  serology,  Rh  factor  and 

blood  type,  blood  studies,  urinalysis,  and  special 
tests  as  indicated  to  establish  health  and  fertility 
or  sterility  status. 

A.I.D.  may  be  given  for  two  months  without 
tube  tests.  If  there  is  no  success  tubal  patency 
tests  should  be  done.  Results  of  tubal  patency 
tests  in  this  study  have  been  prepared  in  charts 
and  graphs,  as  were  the  incidence  and  results  of  di- 
agnostic procedures  and  corrective  therapy  of  hus- 
bands and  wives.  Varicocelectomy  and  split  ejac- 
ulate are  most  useful  in  oligospermic  cases  and 
contributed  to  successful  sperm  production  and 
conception.25,26 

Follow-up  data 

In  this  study  of  338  couples,  201  were  followed 
up  for  periods  of  from  one  to  thirty-two  years. 
Most  of  these  maintained  contact  for  periods  rang- 
ing from  one  to  six  years;  123  patients  continued 
personal  contact,  and  58  sent  occasional  letters. 
Indirect  information  about  20  patients  came  from 
physicians,  friends,  and  relatives  of  the  patients. 
About  one  third  of  the  patients  requested  or  main- 
tained no  further  contact.  None  of  the  wives  ex- 
pressed regret  over  having  A.I.D.  No  A.I.D.  in- 
fants were  born  with  malformations.  Continued 
sex  life  during  the  pregnancy  and  the  shared  hos- 
pital experience  of  delivery  helped  the  husband 
identify  as  the  father.22,27 

It  is  significant  that  of  the  total  of  338  couples, 
145  wives  who  had  conceived  with  A.I.D.  returned 
for  a second  series.  In  only  3 cases  did  the  wife 
wish  a second  series  but  could  not  obtain  the  con- 
sent of  the  husband.  Five  couples  divorced  after 
A.I.D.  pregnancies.  Only  one  husband  had  a bad 
reaction. 

Conclusion 

In  conclusion,  the  physician  should  be  cognizant 
of  the  many  types  of  conditions  that  warrant  con- 
sideration of  A.I.D.  before  starting  treatment  of  an 
infertile  couple.  The  mental  health  and  emotion- 
al status  and  stability  of  marriage  of  a childless 
couple  who  request  A.I.D.  requires  evaluation  and 


responsible  judgment  by  the  physician  before  un- 
dertaking such  treatment,  no  matter  what  the  in- 
dications may  be. 

My  experience  with  A.I.D.  has  been  a source  of 
great  satisfaction  to  me  as  well  as  to  the  many  cou- 
ples who  are  grateful  for  the  opportunity  for  the 
wife  to  have  a child  of  her  own  and  their  achieve- 
ment of  parenthood. 

1035  Fifth  Ave., 
New  York,  N.Y.  10028 
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The  Role 
of  the 

Detail  Man 


Dr.  Willard  Gobbell  jjP^  < 
Family  Physician 
Encino,  California 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 

Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limittheirdiscussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


Dialogue 


"In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihood 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellentfilms 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 
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Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  larger  teaching  facilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  trainingof  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 
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Gastrostomy,  as  an  aid  in  gastrointestinal  de- 
compression, alimentation,  or  esophageal  dilata- 
tion, has  long  been  safely  employed  in  pediatric 
surgery.  As  modern  medicine  permits  greater  in- 
fant survival  in  previously  catastrophic  neonatal 
problems,  the  surgeon  finds  himself  employing 
gastrostomy  more  frequently.  The  technique  is 
simple,  the  morbidity  quite  acceptable,  and  the 
benefit  often  immeasurable,  especially  in  short- 
term usage.1 

Whenever  a gastrostomy  is  maintained  for  an 
extended  period  of  time,  there  is  the  possibility  of 
the  development  of  a gastrocutaneous  fistula  after 
tube  removal.  This  complication  is  one  of  nui- 
sance, rather  than  of  a real  danger,  but  it  nonethe- 
less requires  a minor  surgical  procedure  as  a reme- 
dy. Articles  in  the  recent  literature  suggest  that 
surgical  correction  of  such  a fistula,  one  that  re- 
sults after  gastrostomy  tube  removal,  is  necessary 
in  6 to  10  per  cent  of  patients.2-3  These  reports 
and  the  recent  need  to  close  several  gastrocuta- 
neous  fistulas  prompted  an  analysis  of  our  experi- 
ence. 

Material 

The  charts  of  all  patients,  newborn  through  two 
years  of  age,  who  had  had  a gastrostomy  per- 
formed at  New  York  Hospital-Cornell  University 
Medical  Center  between  the  years  1'  50  to  1972, 


The  records  of  88  patients  under  two  years  of  age 
were  reviewed.  Of  20  gastrostomies  in  place  for 
over  six  months,  9,  45  per  cent,  required  surgical 
closure  of  a gastrocutaneous  fistula  which  persist- 
ed after  tube  removal.  Histologic  examination  of 
the  excised  fistula  reveal  complete  epithelializa- 
tion  of  the  tube  tract  in  6 patients.  No  fistulas  de- 
veloped on  short-term  gastrostomies  and  in  all 
cases  closure  was  spontaneous  after  tube  removal. 
There  was  no  mortality  associated  with  either  gas- 
trostomy or  fistula  closure.  The  authors  feel  that 
the  duration  of  the  gastrostomy  and  not  its  use  is 
the  cause  of  fistula  formation. 


were  reviewed.  In  all  cases,  a Stamm  procedure 
was  done  using  a Malecott  catheter  ranging  from 
10  to  18  French.  There  were  92  operations  with 
complete  records  available  for  review  in  88  cases. 
In  20,  23  per  cent,  of  these  patients,  the  gastrosto- 
my tube  was  maintained  for  at  least  six  months, 
with  replacement  of  catheter  every  four  to  six 
weeks,  and  more  often  where  retrograde  dilatation 
was  carried  out  at  short  intervals.  In  reviewing 
the  patients,  attention  was  directed  to  the  length 
of  time  the  tube  gastrostomy  existed  in  relation  to 
the  development  of  gastrocutaneous  fistula  after 
removal  of  the  tube. 

Results 

Twenty  patients  had  gastrostomy  tubes  in  place 
for  over  six  months,  8 for  more  than  two  years,  and 
4 for  over  four  years.  The  longest  period  of  exis- 
tence was  eight  years  (Table  I).  Nineteen  of  20 
gastrostomies  were  performed  for  esophageal  atre- 
sia or  stenosis  and  were  maintained  during  dilata-  j 
tion  of  postoperative  esophageal  stricture.  There 
were  no  major  complications  at  the  initial  surgical 
procedure  or  in  the  subsequent  period  during 
which  the  gastrostomy  tube  was  in  place,  or  was 
changed  or  removed  to  permit  retrograde  dilata- 
tions. Except  for  occasional  patients  in  whom 
small  amounts  of  granulation  tissue  were  encoun- 
tered at  the  exit  site  of  the  gastrostomy  tube  from 
the  abdomen,  there  was  no  significant  skin  exco-  j 
riation  or  irritation  during  the  time  the  gastrosto-  | 
my  tube  was  in  place.  Following  removal  of  the 
tube,  small-to-moderate  amounts  of  gastric  con- 
tents drained  out  of  the  stoma  for  a variable  peri- 
od of  time  in  most  patients.  In  those  in  whom  the 
tube  had  been  in  place  less  than  six  months,  the 
stoma  following  tube  removal  closed  spontaneous- 
ly in  ail  cases.  Where  spontaneous  closure  oc- 
curred, it  did  so  within  a few  weeks  after  removal 
of  the  tube,  although  it  is  of  interest  to  note  that  in 
1 patient  the  fistula  healed  after  draining  for  one 
year.  Nine  patients  developed  persistent  gastro- 
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TABLE  I.  Gastrostomy  tube  placement  of  over  six  months' 
duration 


Pa- 

tient 

Duration 

(months)  Disease 

Closure 

Time  after 
Tube 
Removal 

1 

7 

Esophageal 

stenosis 

Spontaneous 

45  days 

2 

7 

TEF* 

Spontaneous 

2 weeks 

3 

7 

TEF 

Spontaneous 

3 weeks 

4 

8 

TEF 

Surgical 

9 daysf 

5 

9 

TEF 

Spontaneous 

1 year 

6 

10 

TEF 

Spontaneous 

6 months 

7 

10 

TEF 

Surgical 

1 month 

8 

10 

TEF 

Death  from 
metastatic 
Wilm’s 
tumor 

9 

10.5 

TEF 

Spontaneous 

20  days 

10 

10.5 

Esophageal 

stenosis 

Surgical 

17  days 

11 

12 

Esophageal 

stenosis 

Surgical 

75  days 

12 

17 

TEF 

Spontaneous 

1 week 

13 

24 

TEF 

Surgical 

4 months 

14 

24 

TEF 

Surgical 

2 months 

15 

32 

TEF 

Surgical 

73  days 

16 

36 

Brain 

damage 

Spontaneous 

2 weeks 

17 

48 

TEF 

Spontaneous 

40  days 

18 

60 

TEF 

Spontaneous 

2 weeks 

19 

84 

TEF 

Surgical 

6 months 

20 

96 

Esophageal 

atresia 

Surgical 

5 months 

♦ Tracheosophageal  fistula. 

t In-hospital  removal  of  tube;  excessive  loss  of  gastric  contents. 


cutaneous  fistulas  which  required  surgical  excision 
and  closure.  These  represented  10.2  per  cent  of 
all  patients  and  45  per  cent  of  those  who  had  the 
tube  in  place  over  six  months. 

Operative  correction  was  performed  if  the  stoma 
remained  without  evidence  of  continuing  sponta- 
neous closure  two  months  after  tube  removal.  In 
some  patients,  if  drainage  was  excessive  through  a 
large  stoma  that  remained  widely  patent,  surgical 
closure  was  carried  out  as  early  as  two  to  four 
weeks  following  removal  of  the  gastrostomy  tube. 
In  one  eight-month-old  child,  who  was  coinciden- 
tally hospitalized  at  the  time  of  tube  removal,  sur- 
gical closure  was  necessary  after  nine  days  of  copi- 
ous loss  of  gastric  contents.  In  no  case  were  at- 
tempts made  to  decrease  the  size  of  the  stoma  by 
serial  use  of  catheters  of  decreasing  diameters. 

Comment 

Analysis  of  the  patients  in  this  series  supports 
the  currently  held  view  that  it  is  the  length  of  time 
the  tube  gastrostomy  is  maintained  rather  than 
the  use  of  it  for  retrograde  dilatations  that  deter- 
mines whether  it  will  close  spontaneously  after 
tube  removal  or  will  require  surgical  manage- 
ment.2-4 Many  patients  with  gastrostomies  in 
place  for  less  than  six  months  underwent  retro- 
grade dilatations  but  did  not  develop  persistent 


FIGURE  1.  (A)  Microscopic  appearance  of  excised  fistula 

in  patient  with  tube  gastrostomy  in  place  more  than  six 
months.  Completely  epithelialized  tract  with  junction  of  in- 
growing skin  and  outgrowing  gastric  mucosa.  (B)  Micro- 
scopic appearance  of  excised  fistula  from  adult  patient 
with  tube  gastrostomy  in  place  over  three  years.  Major 
portion  of  tract  lined  by  granulation  tissue. 

gastrocutaneous  fistulas  when  the  gastrostomy 
tube  was  removed.  Forty-five  per  cent  of  those 
with  gastrostomies  for  periods  of  more  than  six 
months  developed  a fistula.  Although  in  1 patient 
spontaneous  healing  occurred  after  one  year  of 
drainage,  in  general,  if  the  gastrostomy  has  not 
closed  two  months  after  removal  of  the  tube,  sur- 
gery is  indicated  for  closure. 

Microscopic  examination  of  the  excised  fistula 
in  6 patients  with  tube  gastrostomies  in  place  more 
than  six  months  revealed  complete  epithelializa- 
tion  of  the  tract,  with  gastric  mucosa  growing  out 
from  the  stomach  side  to  meet  ingrowing  skin  (Fig. 
1A).  Thus,  a completely  epithelial-lined  tract  de- 
velops, which  obviously  will  not  close  by  itself. 
This  is  in  contrast  to  long-term  gastrostomies  in 
adults  where  after  three  years  or  more,  examina- 
tion of  the  tract  reveals  a portion  of  it  to  be  lined 
with  granulation  tissue  (Fig.  IB).  In  such  in- 
stances, it  would  be  expected  that  the  tract  would 
close  by  fibrosis  of  that  portion  lined  by  granula- 
tion tissue.  This  same  mechanism  probably  ac- 
counts for  healing  in  infants  and  children  with  gas- 
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trostomies  in  place  for  less  than  six  months  and  in 
half  the  patients  with  gastrostomies  for  more  than 
six  months.  Thickness  of  the  abdominal  wall  or 
rate  of  gastric  mucosal  outgrowth  and  skin  in- 
growth undoubtedly  play  a significant  role  in  the 
time  required  for  development  of  a completely  epi- 
thelial-lined tract  or  fistula. 

Our  findings  are  comparable  to  those  of  Parrish 
and  Cohen2  and  of  Haws,  Sieber,  and  Kiesewetter3 
who  found  the  incidence  of  surgical  closure  of  gas- 
trostomies to  be  6.6  per  cent  and  10.8  per  cent,  re- 
spectively. Both  Holder,  Leape,  and  Ashcraft4 
and  Parrish  and  Cohen2  found  that  all  closures 
were  in  patients  who  had  gastrostomy  tubes  in 
place  six  months  or  longer.  Haws,  Seiber,  and  Ki- 
esewetter3 had  31  patients  with  fistulas  patent  for 
at  least  three  months  after  gastrostomy  tube  re- 
moval, and  Holder,  Leape,  and  Ashcraft4  report  6 
cases  in  which  the  fistulas  closed  five  to  fifteen 
months  after  tube  removal. 

Although  delayed  spontaneous  closure  may 
occur,  our  results  show  that  9 of  11  spontaneous 
closures  occurred  before  two  months  had  elapsed 
from  the  time  of  removal  of  the  tube.  Of  those 
closed  surgically,  6 of  9 fistulas  were  patent  at 
least  two  months  after  removal  of  gastrostomy 
tube,  the  longest  being  six  months. 

Microscopic  examination  of  resected  surgical 
specimens  show  complete  epithelialization  of  the 
fistula  tract  more  than  two  months  after  tube  re- 
moval in  5 of  6 patients.  It  is  of  interest  that  the 
one  fistula  surgically  closed  only  nine  days  after 
tube  removal  was  also  fully  epithelialized.  After 
careful  analysis  of  these  facts,  it  is  our  opinion  that 
a safe  surgical  procedure  with  a short  hospitaliza- 
tion, is  probably  indicated  after  a fistula  remains 
static  for  more  than  two  months.  This  would 
eliminate  the  expense  of  frequent  outpatient  visits 


Athlete’s  foot 

The  term  “athlete’s  foot”  was  coined  by  an  advertis- 
ing man  in  the  early  1930s  to  promote  a patent  remedy 
for  fungus  infections  of  the  feet. 

The  popular  term  is  a misnomer,  says  the  American 
Medical  Association.  You  don’t  have  to  be  an  athlete  to 
have  a fungus  infection  of  the  feet.  Anyone  can  have  it. 

Some  people  are  more  susceptible  than  others.  A 
man  may  have  the  ailment  for  years  and  his  wife  will  re- 
main free  of  it.  Doctors  know  that  most  of  the  efforts  to 
prevent  athlete’s  foot — chlorine  foot  baths  at  the  swim- 
ming pool,  disposable  slippers,  boiling  of  socks,  and 
treatment  of  shoes — are  not  helpful.  Athlete’s  foot  is 
almost  never  “Picked  up.” 

The  most  common  form  of  athlete’s  foot  is  that  which 
causes  redness,  cracks  in  the  skin,  itching  and  burning 
of  the  feet,  particularly  between  the  toes.  The  same 


and  the  nuisance  of  dressings  in  a situation  that 
our  experience  suggests  will  most  likely  lead  to 
surgery  at  a later  date. 

Summary 

The  records  of  88  patients  under  two  years  of 
age  who  had  gastrostomies  performed  at  New 
York  Hospital-Cornell  University  Medical  Center 
between  the  years  1950  to  1972  were  reviewed.  Of 
20  gastrostomies  in  place  for  more  than  six 
months,  9 required  surgical  closure  of  persistent 
gastrocutaneous  fistulas  that  developed  after  the 
gastrostomy  tubes  were  removed.  This  represents 
10.2  per  cent  of  all  patients  and  45  per  cent  of 
those  with  gastrostomies  in  place  over  six  months. 
Closure  was  spontaneous  in  all  other  cases.  There 
was  no  mortality  rate  associated  with  the  creation 
of  gastrostomy  or  with  a fistula  closure. 

Histologic  examination  of  the  excised  gastrocu- 
taneous fistulas  in  6 patients  revealed  complete 
epithelialization  of  the  tract,  as  contrasted  to  in- 
complete epithelialization  in  an  adult  with  a long- 
term gastrostomy. 

In  the  opinion  of  the  authors,  it  is  this  epithelial 
migration  and  the  lining  of  the  gastrocutaneous 
fistula  that  prevents  healing  in  a significant  num- 
ber of  long-standing  gastrostomies. 
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fungus  can  cause  blister  eruptions  of  the  soles  of  the 
feet. 

Prevention  requires  that  the  skin  of  the  feet,  and 
most  particularly  between  the  toes,  be  kept  cool  and 
dry.  When  successfully  done,  this  is  more  effective 
than  the  use  of  medicated  powders,  lotions,  creams,  or 
ointments.  Relief  may  be  obtained  by  simple  and  bland 
substances,  but  a specific  approach  to  treatment  will 
often  require  the  attention  of  a specialist  with  laborato  * 
ry  facilities  for  confirmation.  Treatment  should  be 
aimed  at  the  type  of  fungus  causing  the  infection.  Self 
medication  may  encourage  complications  and  prolong 
discomfort  and  disability. 

Warm,  moist  skin  encourages  the  growth  of  all  types 
of  fungi.  It  is  difficult  to  eliminate  the  fungi  entirely,  | 
but  their  ill  effects  can  be  kept  under  control  by  keeping 
Ihe  feet  cool  and  dry. 
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Lung  cancer  in  tuberculous  patients  was  first 
reported  in  the  nineteenth  century  at  the  time 
when  bronchogenic  carcinoma  was  practically  un- 
known, while  pulmonary  tuberculosis  was  so  ram- 
pant as  to  be  called  “white  plague.”  The  pre- 
vailing idea  at  that  time  was  that  the  two  diseases 
are  mutually  antagonistic  and  thus  incompatible. 1- 
3 In  the  twentieth  century  the  pendulum  swung 
the  opposite  way,  with  published  reports  suggest- 
ing a higher  incidence  of  lung  cancer  in  tubercu- 
lous patients  than  in  the  general  population  and  a 
poorer  prognosis  in  patients  harboring  both  dis- 
eases than  in  patients  with  primary  lung  cancer 
alone.4-6  Other  recent  reports  suggest  a better 
survival  in  tuberculous  patients  with  superim- 
posed lung  cancer  than  in  patients  with  primary 
lung  cancer  alone.  >8  The  purpose  of  this  report  is 
to  present  our  experience  with  concurrent  pulmo- 
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Seventy-three  patients  with  concurrent  pulmo- 
nary tuberculosis  and  bronchogenic  carcinoma 
treated  at  Kings  County  Hospital,  Brooklyn,  New 
York  form  the  basis  of  this  report.  Histological 
types  of  cancer  were  comparable  to  primary  lung 
cancer  in  nontuberculous  patients  and  showed  no 
preponderance  of  mucin-secreting  adenocarcino- 
ma. Microscopic  features  suggestive  of  scar  carci- 
noma were  observed  in  6 cases.  Thirteen  curative 
resections  were  possible  with  5.4  per  cent  overall 
five-year  survival  in  the  series.  None  of  the  unre- 
sected patients  survived  beyond  six  months  from 
the  time  of  diagnosis  of  cancer.  The  results 
suggest  that  patients  with  concurrent  pulmonary 
tuberculosis  and  bronchogenic  carcinoma  have  a 
poorer  prognosis  than  patients  with  lung  cancer 
alone. 


nary  tuberculosis  and  bronchogenic  carcinoma  at 
Kings  County  Hospital  Center,  Brooklyn,  New 
York,  which  is  a large  referral  center  for  patients 
with  pulmonary  tuberculosis. 

Material  and  results 

In  a ten-year  period  ending  in  June,  1972,  7,290 
patients  with  pulmonary  tuberculosis  were  hospi- 
talized at  Kings  County  Hospital  Center.  In  73 
patients  (1  per  cent)  concurrent  bronchogenic  car- 
cinoma was  also  diagnosed.  Twenty-two  patients 
were  admitted  in  the  first  five  years,  and  51  pa- 
tients came  in  the  second  five  years  of  the  period 
under  study.  This  group  of  73  patients  forms  the 
basis  of  this  report.  The  group  was  made  up  of  40 
Caucasian,  32  Black,  and  1 Oriental  patients;  67 
were  men  and  6 women.  Their  ages  ranged  from 
forty-two  to  seventy-nine  years,  with  a mean  of 
sixty-one  years.  All  but  one  patient  were  cigarette 
smokers  (Table  I).  The  nonsmoker  was  a seventy- 
two-year-old  woman  who  had  oat-cell  carcinoma. 

In  42  patients  (58  per  cent)  pulmonary  tubercu- 
losis had  been  diagnosed  and  treated  prior  to  the 
diagnosis  of  bronchogenic  carcinoma  for  one  to 
thirty  years,  with  a mean  of  twelve  years.  In  the 
remaining  31  patients  (42  per  cent)  both  diseases 
were  diagnosed  during  the  same  hospitalization. 
Pulmonary  tuberculosis  was  far  advanced  in  22  pa- 
tients, moderately  advanced  in  46  patients,  and 
minimal  in  5 patients  according  to  National  Tu- 
berculosis Association  classification.  Two  thirds 
of  the  surgical  candidates  had  moderately  ad- 
vanced tuberculosis. 

All  patients  had  systemic  or  pulmonary  symp- 
toms which  appeared  within  three  months  preced- 
ing diagnosis  of  cancer.  Five  patients  were  admit- 
ted in  a state  of  cachexia  (Table  II).  Weight  loss 
documented  in  42  patients  ranged  from  10  to  70 
pounds,  with  a mean  of  26  pounds.  Weight  loss 
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TABLE  I.  Smoking  habits  with  concurrent  pulmonary 
tuberculosis  and  bronchogenic  carcinoma 


Number  of  Cigarette 
Packs  Smoked  Per  Day 

Number  of  Patients 

4 

1 

3 

3 

2 

22 

1 

38 

0.5 

8 

0 

1 

Total 

73 

TABLE  II.  Symptoms  leading  to  hospitalization  and  diag- 
nosis of  bronchogenic  carcinoma  concurrent  with 
pulmonary  tuberculosis 

Symptoms 

Number  of  Patients 

Weight  loss 

42 

Cough 

42 

Chest  pain 

20 

Hemoptysis 

14 

Dyspnea 

14 

Weakness 

11 

Fever 

9 

Cachexia 

5 

was  observed  in  35  per  cent  of  the  surgical  candi- 
dates and  in  66  per  cent  of  the  inoperable  patients. 

New  radiographic  densities  were  responsible  for 
suspicion  of  carcinoma  in  64  patients  (88  per  cent). 
In  9 patients  bronchogenic  carcinoma  was  not  sus- 
pected antemortem  but  was  a surprise  finding  at 
autopsy.  Diagnosis  of  cancer  was  confirmed  with- 
out inhospital  delay  by  appropriate  diagnostic 
studies  in  53  patients.  In  11  patients  inhospital 
delay  in  the  correct  interpretation  of  the  radio- 
graphic  changes  ranged  from  two  to  ten  months, 
with  a mean  of  six  and  one-half  months. 

Diagnosis  of  carcinoma  was  confirmed  by  means 
of  sputum  cytology  in  26  patients  (36  per  cent), 
bronchoscopic  biopsy  in  24  patients  (33  per  cent), 
scalene  lymph  nodes  biopsy  in  8 patients  (11  per 
cent),  and  needle  biopsy  of  the  lung  in  2 patients 
(3  per  cent).  There  were  30  autopsies  in  the  se- 
ries. 

Tuberculous  process  involved  predominantly 
the  lung  harboring  carcinoma  in  43  patients  and 
was  comparable  in  extent  in  both  lungs  in  24  pa- 
tients. In  6 patients  two  disease  entities  were  in 
the  opposite  lungs.  The  right  lung  was  the  site  of 
neoplasm  in  48  patients  and  the  left  lung  in  25  pa- 
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TOTAL  73 


FIGURE  1.  Gross  location  of  tumors  in  73  patients  wit! 
concurrent  pulmonary  tuberculosis  and  bronchogenic  car 
cinoma. 

tients,  with  the  upper  lobes  harboring  carcinom; 
more  frequently  than  the  lower  lobes.  At  the  tim< 
of  recognition  15  tumors  were  hilar  in  gross  loca 
tion,  37  occupied  an  intermediate  position,  and  2 
were  peripheral  (Fig.  1). 

Hilar  lymph-node  involvement  was  present  ii 
56  patients  (77  per  cent)  at  the  time  cancer  wa 
first  recognized,  and  in  26  patients  there  were  ex 
trapulmonary  metastases  as  well.  Histologi 
types  of  the  tumors  in  relation  to  their  gross  loca 
tion  are  shown  in  Table  III.  Of  the  21  peripheral 
ly  located  tumors,  2 had  microscopic  features  sug 
gestive  of  “scar  carcinoma,”  that  is,  they  were  lo 
cated  within  or  immediately  adjacent  to  an  area  o 
hyalinized  or  pigmented  scar  tissue,  fibrosis,  o 
healed  granuloma.  Three  of  the  peripheral  tu 
mors  were  adenocarcinomas  measuring  3 cm.  in  di 
ameter  or  less. 

Twenty-three  patients  (32  per  cent)  were  con 
sidered  to  be  surgical  candidates,  4 of  whom  re 
fused  surgery  and  left  the  hospital  against  advice 
Forty-one  patients  (56  per  cent)  were  considere< 
inoperable  because  of  the  spread  of  tumor  witl 
metastases,  general  debility,  or  inadequate  pulmo 
nary  reserve  (Table  IV).  Nineteen  patients  un 
derwent  exploratory  thoracotomy,  and  curative  re 
sections  were  possible  in  13  patients  (18  per  cent] 


TABLE  III.  Histopathology  and  gross  locations  of  the  tumors  in  73  patients  with  concurrent  pulmonary  tuberculosis  am 

bronchogenic  carcinoma 


Location 

Epidermoid 

Carcinoma 

Un- 

differentiated 

Carcinoma 

Oat-cell 

Carcinoma 

Adeno- 

carcinoma 

Class  V 
Cytology  Only 

Total  (Per  Cent) 

Hilar 

14 

6 

2 

15(20) 

Intermediate 

7 

12 

5 

3 

5 

37(51) 

Peripheral 

14 

3 

2 

21(29) 

Totals 

35 

18 

7 

6 

7 

73(100) 
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TABLE  IV.  Criteria  for  inoperability  in  patients  with  con- 
current pulmonary  tuberculosis  and  bronchogenic  carcinoma) 


Factor  for  Inoperability 

Number  of  Patients 

Systemic  factors 

Poor  general  condition 

16 

Inadequate  pulmonary  reserve 

4 

Intrathoracic  spread  of  tumor 

Carina  invaded  by  tumor 

3 

Superior  vena  cava  invaded 

3 

Extrathoracic  spread 

Scalene  lymph-nodes  metastases 

8 

Skeletal  metastases 

2 

Brain  metastases 

2 

Widespread  metastases 

3 

Total 

41 

10  lobectomies  and  3 pneumonectomies.  Three 
patients  underwent  palliative  resections,  and  3 pa- 
tients were  found  to  be  unresectable  at  operation. 
There  were  3 postoperative  deaths  due  to  respira- 
tory failure.  Histopathologic  breakdown  in  73  pa- 
r_  tients  and  their  management  is  shown  in  Table  V. 
None  of  the  unresected  patients  survived  beyond 
six  months  from  the  time  of  diagnosis  of  cancer. 
! Four  of  the  13  curative  resections  are  alive  five 
e years  after  operation  for  an  overall  five-year  sur- 
!*  vival  of  5.4  per  cent  in  the  series  (Fig.  2).  All  4 
• five-year  survivors  had  well-differentiated  squa- 
mous-cell carcinoma.  Radiotherapy  was  initiated 
1 in  15  inoperable  patients,  4 of  whom  died  before 
;;  completion  of  treatment.  Twenty-six  patients 

' were  too  ill  to  tolerate  radiotherapy. 

ic 

Comment 

j.  The  incidence  of  bronchogenic  carcinoma  in  tu- 
berculous patients  ranges  from  0.5  to  1.5  per  cent 
in  the  reported  series. 3-5-6-9  The  1 per  cent  inci- 
. dence  at  our  institution  is  consistent  with  these  re- 
ports and  appears  to  be  rising  since  51  patients 
were  diagnosed  in  the  last  five  years  and  only  22 
patients  in  the  first  five  years  under  study.  A re- 
cent fourfold  increase  in  the  incidence  of  lung  can- 
cer in  tuberculous  patients  was  reported  from  San 
Antonio  State  Tuberculosis  hospital.5 


FIGURE  2.  Five-year  survival  in  73  patients  with  concur- 
rent pulmonary  tuberculosis  and  bronchogenic  carcinoma. 
Patients  surviving  beyond  six  months  are  curative  resec- 
tions. 

According  to  epidemiologists  pulmonary  tuber- 
culosis has  now  become  a disease  of  middle-aged 
and  older  persons  predominately,  that  is,  the  age 
susceptible  to  lung  cancer.1-10  Patients  in  these 
series  were  comparable  in  terms  of  age  and  sex  to 
nontuberculous  patients  with  primary  lung  cancer 
treated  at  our  institution.11  The  high  incidence  of 
lung  cancer  in  tuberculous  patients  cannot  be  ade- 
quately explained  in  terms  of  age,  sex,  or  smoking 
habits.  Steinitz4  has  shown  that  even  in  a popula- 
tion with  limited  smoking  habits  male  tuberculous 
patients  run  a fivefold  risk  and  females  a tenfold 
risk  of  developing  lung  cancer  when  compared 
with  the  population  at  large. 

New  systemic  and  pulmonary  symptoms  were 
present  in  all  patients  at  the  time  the  new  radio- 
graphic  densities  were  recognized  as  malignant. 
Diagnosis  of  cancer  was  delayed  for  an  average  of 
six  and  one-half  months  after  hospitalization  in  11 
patients  while  they  were  treated  for  recurrence  of 
tuberculosis.  In  9 patients  a malignant  condition 
was  a surprise  finding  at  autopsy.  Sixteen  of 


TABLE  V.  Histopathology  and  management  of  73  patients  with  concurrent  pulmonary  tuberculosis  and 

bronchogenic  carcinoma 


t- 

Course  of  Action 

Epidermoid 

Carcinoma 

Undiffer- 

entiated 

Carcinoma 

Oat-cell 

Carcinoma 

Adeno- 

carcinoma 

Class  V 
Cytology  Only 

Total 

Curative  resections 

9 

1 

3 

13 

Palliative  resections 

2 

1 

3 

Found  unresectable  at 

1 

2 

3 

thoracotomy 

Considered  surgical  candidate 

2 

2 

4 

- but  refused  treatment 

Considered  inoperable 

16 

12 

5 

3 

5 

41 

Carcinoma  first  diagnosed 

5 

2 

2 

9 

at  autopsy 

Totals  (Per  Cent) 

35(47) 

18(25) 

7(10) 

6(8) 

7(10) 

73(100) 
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these  20  patients  with  delayed  diagnosis  were 
known  to  have  tuberculosis  prior  to  hospitalization 
as  compared  with  42  previously  known  tubercu- 
lous patients  in  the  entire  series.  The  “tubercu- 
lous label’’  may  have  been  a factor  in  the  diag- 
nostic delay  due  to  the  reluctance  to  add  another 
interpretation  to  an  established  primary  disease. 
Tuberculous  process  was  in  the  moderately  or  far- 
advanced  stage  in  the  majority  of  patients  with  de- 
layed recognition  of  carcinoma.  Presence  of  acid- 
fast  bacilli  in  the  sputum  should  not  deter  one 
from  suspecting  a superimposed  carcinoma.  It 
has  been  suggested  that  invasion  of  the  encapsu- 
lated foci  by  neoplasm  may  be  responsible  for  the 
positive  sputum.  The  patients  were  treated  for 
reactivation  of  tuberculosis,  thus  possibly  denying 
them  a chance  of  cure.  Weight  loss  was  docu- 
mented in  twice  as  many  inoperable  patients  as 
surgical  candidates.  A high  index  of  suspicion  and 
overreading  of  roentgenograms  is  needed  to  avoid 
the  frequent  error  of  treating  patients  for  recur- 
rence of  tuberculosis  when  in  fact  bronchogenic 
carcinoma  is  present.  New  radiodensities  or  en- 
larging existing  shadows  in  tuberculous  patients 
on  chemotherapy  should  cause  special  studies  such 
as  tomography,  sputum  cytology,  and  bronchosco- 
py to  be  ordered.  In  practice  we  recommend  spu- 
tum cytology  on  every  tuberculous  patient  above 
the  age  of  forty  years,  for  early  detection  of  a bron- 
chogenic carcinoma.  Practical  reasons  dictate  the 
age  requirement. 

The  presence  of  clubbing  of  the  fingers  is  rare  in 
tuberculosis  and  should  suggest  bronchogenic  car- 
cinoma or  associated  suppurative  bronchiectasis. 
The  development  of  unexplained  anemia  as  a find- 
ing in  bronchogenic  carcinoma  has  been  observed. 
These  additional  findings  in  a tuberculous  patient 
should  raise  the  suspicion  of  bronchogenic  carcino- 
ma and  lead  to  institution  of  diagnostic  proce- 
dures. 

A review  of  the  experience  with  primary  lung 
cancer  at  our  institution  in  a five-year  period  was 
reported  in  1967. 11  The  440  patients  reported  are 
comparable  to  the  present  series  of  patients  in 
terms  of  age,  sex,  and  the  histologic  types  of  can- 
cer. The  relatively  small  number  of  surgical  can- 
didates (32  per  cent)  among  patients  with  concur- 
rent pulmonary  tuberculosis  and  bronchogenic 
carcinoma  and  the  five-year  survival  of  5.4  per 
cent  with  none  of  the  unresected  patients  surviv- 
ing beyond  six  months  from  the  time  of  diagnosis 
of  cancer  do  not  match  the  results  of  our  overall 
experience  with  primary  lung  cancer  nor  those  of 
other  centers.1 1-14 

Since  the  majority  of  these  tumors  were  found 
in  that  portion  of  the  pulmonary  parenchyma 
most  involved  in  tuberculous  process,  the  question 
arises  as  to  what  percentage  of  I hem  are  cicatricial 
cancers.  Location  at  the  time  of  diagnosis  of  car- 
cinoma may  not  necessarily  represent  the  primary 


site  since  most  cases  were  recognized  late,  and  th< 
central  tumors  may  actually  be  secondary  im 
plants  of  the  originally  peripheral  primaries.  Mi 
croscopic  features  typical  of  “scar  carcinoma”  wer< 
described  by  pathologists  in  only  6 cases,  3 of  then 
small  subpleural  adenocarcinomata  measuring  ( 
cm.  in  diameter  or  less  similar  to  scar  carcinom; 
described  by  Raeburn  and  Spencer.15  Spreac 
from  such  small  peripheral  growths  to  lobar  bron 
chi  and  regional  lymph  nodes  may  have  resulted  ii 
mistaking  the  metastases  for  the  primary  growths 
Lymph-node  involvement  was  present  in  a higl 
proportion  of  our  patients.  Several  reports  hav 
indicated  an  early  and  extensive  lymph-node  in 
volvement  in  scar  cancers.15-17  With  regard  to  th 
histology  of  the  tumors  found  in  association  witl 
areas  of  scarring  reports  vary.  Mucin-producin: 
adenocarcinoma  is  predominant  in  some  se 
ries, 15,18  while  squamous-cell  carcinoma  was  diag 
nosed  most  frequently  in  other  series.16  Histolog 
ic  distribution  in  the  present  series  does  not  sho\ 
a preponderance  of  adenocarcinoma  but  is  compa 
rable  to  that  of  primary  lung  cancer  in  nontuber 
culous  patients  seen  at  our  institution.11 

Freant,  Joseph,  and  Adkins17  in  a recent  repor 
questioned  whether  scar  carcinoma  is  a separat 
clinical  entity.  These  authors  claim  that  contrar 
to  previously  held  views  scar  carcinoma  is  not  as 
sociated  with  a favorable  prognosis,  and  its  charac 
teristics  appear  to  be  not  different  from  those  c 
similar  cell  types  without  scarring.  One  possibl 
explanation  of  the  poor  prognosis  may  be  an  eai 
lier  blockage  of  lymphatic  drainage  by  the  scarrin 
process  and  the  accumulated  pooling  of  carcim 
gens  within  the  scar  for  longer  periods  resulting  i 
more  extensive  vascular  and  lymphatic  seeding. 
Our  experience  also  suggests  that  patients  wit 
concurrent  pulmonary  tuberculosis  and  bronch< 
genic  carcinoma  have  a poorer  prognosis  than  p< 
tients  with  lung  cancer  alone.  Reluctance  to  add 
secondary  diagnosis  to  the  “tuberculous  label”  d< 
lays  diagnostic  work-up  and  treatment.  In  ov< 
one  half  of  the  patients  inoperability  due  to  tl 
presence  of  occult  or  detectable  metastases,  the 
debilitated  status,  and  their  low  respiratory  r* 
serve  contributed  to  the  poor  results  of  treatmen 
The  poor  prognosis  should  improve  with  a great* 
alertness  to  the  risk  of  development  of  bronchi 
genic  carcinoma  and  by  early  appropriate  diaj 
nostic  studies  in  patients  with  pulmonary  tubercu 
losis,  especially  the  older  male  patients. 

Summary 

Experience  with  73  cases  of  concurrent  pulnn 
nary  tuberculosis  and  bronchogenic  carcinoma 
presented.  The  majority  of  tumors  were  in  an  at 
vanced  stage  at  the  time  of  diagnosis,  and  differei 
tiation  between  primary  growths  and  secondai 
implants  was  difficult.  Microscopic  features  < 
scar  carcinoma  were  noted  in  6 cases,  3 of  whit 
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were  small  subpleural  growths.  Histologic  types 
breakdown  was  comparable  to  primary  lung  cancer 
in  nontuberculous  patients  and  did  not  show  a 
preponderance  of  mucin-secreting  adenocarcino- 
ma. There  were  13  curative  resections  with  4 pa- 
! tients  (5.4  per  cent)  alive  five  years  after  opera- 
, tion.  None  of  the  unresected  patients  survived 
beyond  six  months  from  the  time  of  diagnosis  of 
cancer.  In  9 patients  carcinoma  was  a surprise 
it  finding  at  autopsy.  Delay  in  diagnosis  of  carcino- 
ma appears  to  be  a factor  contributing  to  the  poor 
j,  prognosis  of  lung  cancer  in  tuberculous  patients. 

$ 

Department  of  Surgery,  Box  40 
State  University  of  New  York  Downstate  Medical  Center 
S 450  Clarkson  Avenue 

Brooklyn,  New  York  11203 
(DR.  GOURIN) 
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Hypnosis 

' Does  hypnosis  have  a place  in  medical  care? 

Yes,  but  with  sharp  reservations,  says  the  American 
Medical  Association. 

The  most  common  medical  use  of  hypnosis  is  as  an 
anesthetic.  Patients  have  been  hypnotized  for  child- 
birth, for  dental  surgery,  and  during  the  setting  of  a 
fracture.  It  has  been  used  to  ease  anxiety  and  to  relieve 
headaches.  Obese  patients  have  lost  weight  from  hyp- 
notic suggestion  and  smokers  have  cut  down  or  quit. 

However,  it  is  important  to  know  that  dangerous  com- 
plications can  result  from  the  indiscriminate  use  of  hyp- 
nosis. It  should  be  used  only  by  qualified  professionals 
and  on  carefully  screened  patients.  The  AMA  strongly 
iT  objects  to  use  of  hypnosis  for  entertainment  purposes, 
because  of  severe  effects  that  sometimes  follow. 

One  big  problem  in  hypnotic  treatment  is  that  it 
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sometimes  treats  the  symptoms  without  getting  at  the 
cause.  One  woman  went  to  a hypnotist  because  she  was 
a chain  smoker.  She  stopped  smoking,  but  became  a 
compulsive  eater  and  gained  40  pounds.  Another  hyp- 
notist cured  the  over-eating  problem,  but  the  woman  be- 
came an  alcoholic.  Finally,  she  was  treated  psychiatri- 
cally. 

Hypnosis  has  been  tried  in  sports  in  an  effort  to  im- 
prove performance.  It  didn’t  work.  A big  league  base- 
ball team  once  engaged  a hypnotist  to  pep  up  the  spirits 
of  the  team.  They  finished  in  seventh  place. 

About  one  fourth  of  the  population  can  be  deeply 
hypnotized  in  a relatively  short  time  period.  Most  peo- 
ple can  be  hypnotized  to  some  degree.  It’s  relatively 
easy  to  learn  hypnosis,  but  it  can  be  dangerous. 

Hypnosis  is  not  a toy.  Unwise  use  may  seriously  af- 
fect an  individual’s  physical  and  emotional  health. 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N  gonorrhoeae  acute 
and  chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen  and  intravenous  corti- 
costeroids should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi 
enced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  f3efore  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  inaction  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra 
dermallyO.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparatior 
should  not  be  used.  Antihistaminics  appear  beneficial  in  tree 
ment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsu 
ceptible  organisms.  Constant  observation  of  the  patient  is  esse 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  durir 
therapy,  discontinue  penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  tf 
opinion  of  the  physician,  the  condition  being  treated  is 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  prima 
or  secondary  syphilis,  perform  proper  diagnostic  procedure 
including  darkfield  examinations.  In  all  cases  in  which  concorr 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  se 
situation)  skin  rashes,  ranging  from  maculopapular  eruptions 
exfoliative  dermatitis:  urticaria:  serum  sickness-like  reactior 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Seve 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings!'; 

As  with  other  antisyphilitics.  Jarisch-Herxheimer  reaction  h 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  inti 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  infar 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferab 
When  doses  are  repeated,  vary  injection  site.  Before  mjectic 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blo< 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  c 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  r 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choir 
Physicians  are  cautioned  not  to  use  less  than  recommend' 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  • 
million  units  intramuscularly  divided  into  at  least  two  doses  ai 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  o 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injectio 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  shoe 
be  individualized  using  large  amounts  of  short-acting  pemcill 
Gonorrheal  endocarditis  should  be  treated  intensively  w 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  ’ 
gonorrhea  (male  and  female)  is  accomplished  with  same  tre 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Ver 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends 

Test  cure  procedures  at  approximately  7 14  days  after  therai 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  oth> 
wise,  a culture  specimen  should  be  obtained  from  the  anter 
urethra.  In  the  female,  culture  specimens  should  be  obtain'1 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persr 
3 or  more  days  following  initial  therapy  and  smear  or  culti 
remams  positive.  Follow-up  treatment  consists  of  4.8  million  uni; 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive 
N gonorrhoeae  Follow-up  treatment  consists  of  4.8  million  ur 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  w 
also  have  syphilis  should  be  given  additional  treatment  app 
priate  to  the  stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2.400,( 
units  (4-cc.  size)  contains  procaine  penicillin  G in  a stabiliz 
aqueous  suspension  with  sodium  citrate  buffer,  and  as  w/vappr: 
imately  0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  pc 
vmylpyrrolidone,  0.01%  propylparaben  and  0.09%  methylparabi 
The  multiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  p 
came  penicillin  Gina  stabilized  aqueous  suspension  with  sodn 
citrate  buffer  and  approximately  7 mg.  lecithin,  2 mg.  carbo 
methylcellulose,  3 mg.  polyvinylpyrrolidone,  0.5  mg.  sorbit 
monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan  monopalmits 
0.14  mg.  propylparaben  and  1.2  mg.  methyl paraben. 


Five  are  graduating 
with  honors. 

How  many  with  YD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  thost  m the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing 

In  the  long  r ; populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  ans  wer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


N SYPHILIS 

EJECTION 


iicillin 


.*  LONG- 
ACTING 


STERILE  BENZATHINE 
’ENICILLIN  G 
SUSPENSION)  WYETH 

yphilis  is  preferably  treated  with  benzathine 
enicillin  G.  which  is  also  the  drug  of  choice 
!)r  prophylaxis  after  exposure.  Administra- 
on  of  2.4  million  units  (1.2  million  in  each 
.uttock)  usually  cures  most  cases  of  primary, 
scondary  and  latent  syphilis  with  negative 
oinal  fluid. 


Indications:  In  treatment  of  infections  due  to  penicillin 
’sensitive  microorganisms  that  are  susceptible  to  the  low  and 
ry  prolonged  serum  levels  common  to  this  particular  dosage 
m.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
jdmg  sensitivity  tests)  and  by  clinical  response 
The  following  infections  will  usually  respond  to  adequate 
■sage  of  ntramuscular  benzathine  penicillin  G. -Venereal  m 
:tions  Syphilis,  yaws,  betel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
•nicillm. 

I Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
jylactoid)  reactions  have  been  reported.  Anaphylaxis  is  more 
!>quent  following  parenterai  therapy  but  has  occurred  with  oral 
imicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
jth  history  of  sensitivity  to  multiple  allergens, 
i Severe  hypersensitivity  reactions  with  cephalosporins  have 
,en  well  documented  in  patients  with  history  of  penicillin  hyper- 
nsitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
!>us  hypersensitivity  to  penicillins,  cephalosporins  and  other 
.ergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
-th  usual  agents,  e g.,  pressor  amines,  antihistamines  and  corti- 
steroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and  or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  inaction 
into  or  near  maior  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  supermfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana 
phylaxis  Fever  and  eosmophiha  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopenia,  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ- 
ated with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphihtics.  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosaga:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)— 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age.  50,000  units/Kg.  body 
weight;  ages  2-12  years,  ad|ust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  i the  upper  outer  quadrant  of  the  buttock  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  2.400,000  units  in  4-cc.  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethyicellulose.  0.4%  polyvinylpyrrolidone, 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300.000  units  per  cc.  — 10-cc. 
multi-dose  vial  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone.  1 mg. 
carboxymethyicellulose.  0.5  mg.  sorbitan  monopalmitate.  0.5  mg. 
polyoxyethylene  sorbitan  monopalmitate.  0.14  mg.  propylparaben 
and  1.2  mg.  methylparaben. 
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Scientific  Sessions  held  at 
University  Club 
New  York  City 
November  15,  1973 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 

New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG,  M.D.,  Editor 


Winter  Session 


The  Winter  meeting  of  the  New  York  Society 
for  Thoracic  Surgery  was  held  on  November  15, 
1973,  at  the  University  Club.  Walter  A.  Wichern, 
Jr.,  M.D.,  President  of  the  Society,  was  in  the 
chair. 

The  following  report  will  be  given  in  its  entire- 
ty. 

Blunt  Cardiac  Trauma 

Pulmonary  vein  left  atrial  tear  with 
recovery 


ROCCO  P.  GIORDANO,  M.D.,  F.A.C.S.a 

Elmhurst,  New  York 

AHMAD  HADDAD,  M.D.b 

Elmhurst,  New  York 

SIMEON  FLORO,  M.D.C 

Elmhurst,  New  York 

ORLANDO  CASTRO,  M.D.d 

Elmhurst,  New  York 

From  St.  John’s  Queens  Hospital  and  Catholic  Medical  Center  of 
Brooklyn  at  Queens. 

a Chief  and  Attending  Surgeon,  Division  of  Thoracic  Surgery, 
and  Chief,  Division  of  Thoracic  and  Cardiovascular  Surgery. 
b Associate,  Division  of  General  Surgery. 
c Surgical  Resident 
d Assistant  Surgical  Resident. 


Cardiac  injury  secondary  to  nonpenetrating 
trauma  is  occurring  more  frequently  with  high- 
speed travel  and  highly  complex  machines. 

Kissane,1  and  DeMuth,  Bane,  and  Odom2  has 
stated  that  15  per  cent  of  all  chest  injuries  have 
cardiac  damage.  These  may  vary  from  minor  con- 
tusions to  ruptures.  Aneurysms,  disruption  of 
chordae  or  papillary  muscles,  septal  rupture,  val- 
vular tears,  coronary  laceration  and  thrombosis, 


delayed  chamber  rupture,  arrhythmias,  and  con 
duction  defects  have  all  been  reported  following 
closed-chest  trauma.1-10 


Case  report 


A seventeen-year-old  man  was  admitted  to  tht 
emergency  room  of  St.  John’s  Hospital  at  4:3( 
P.M.,  May  5,  1973.  He  was  in  an  automobile  acci 
dent  on  the  Long  Island  Expressway  as  a fronl 
seat  passenger  not  wearing  a seat  belt. 

On  admission  his  blood  pressure  was  60/30  mm 
Hg,  his  pulse  120,  and  his  respiration  shallow.  Hr 
was  unresponsive,  and  his  skin  was  cold  anc 
clammy.  There  were  several  petechiae  over  th< 
right  and  left  anterior  upper  chest  and  no  appar 
ent  fracture.  Admission  hemoglobin  was  11.7  Gm 
per  100  ml.,  with  hematocrit  34  and  white  blooc 
count  17,000.  Bloody  urine  was  obtained  on  inser 
tion  of  a Foley  catheter.  X-ray  films  revealed 
fracture  of  the  left  frontal  bone  and  a right  hem 
othorax  (Fig.  1A). 

A tube  thoracostomy  was  performed  on  the  righ 
side;  1,500  cc.  of  blood  drained  in  a short  time  (Fig 
IB).  During  the  three  hours  after  transfer  to  th< 
intensive  care  unit  he  received  1 L.  plasma  volumt 
expander  (Dextran  75),  3 units  of  whole  blood, 
ampule  calcium  gluconate,  and  44.6  mEq.  sodiun 
bicarbonate.  At  this  time  his  blood  pressure  ros< 
to  100/50  mm.  Hg,  and  he  was  now  more  respon 
sive  but  confused.  His  blood  pressure  remained  a 
100/50  mm.  Hg  while  receiving  two  more  pints  o 
blood.  However,  he  remained  confused,  cold  an( 
clammy,  and  another  2,000  cc.  of  blood  drainer 
into  the  chest  bottle.  Since  bleeding  was  active,  i 
was  decided  that  a right  exploratory  thoracotom; 
he  done.  Surgery  was  started  approximately  eigh 
and  one-half  hours  after  injury. 

The  chest  was  entered  through  a right  anterolat 
eral  fourth  intercostal  space  incision.  Blood  am 
clots  filled  the  chest.  Active  bleeding  obscure< 
the  site  of  injury  until  a tear  3.5  cm.  long  wa 
noted  in  the  pericardium,  just  anterior  to  t.h« 
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FIGURE  1.  (A)  Preoperative  x-ray  film  of  chest  with  hem- 

othorax. (B)  Preoperative  x-ray  film  of  chest  with  tube 
thoracostomy  and  pneumomediastinum. 

hilum  of  the  lung.  Blood  gushed  from  the  lower 
end  of  this  tear,  and  a finger  tamponade  into  a de- 
fect in  the  left  atrium  was  ineffective.  A number 
| 12  Foley  catheter  with  a 30-cc.  bag  was  then  in- 
serted into  this  defect  and  inflated  with  10  cc.  of 
saline.  With  traction,  bleeding  from  the  atrium 


was  controlled  but  not  from  the  lung.  Complete 
control  was  obtained  only  after  incising  the  inferi- 
or pulmonary  ligament,  applying  a Satinsky  clamp 
to  the  lung,  and  complete  occlusion  of  the  right 
main  pulmonary  artery  within  the  pericardium. 
Inspection  now  revealed  that  the  lower  three 
fourths  of  the  inferior  pulmonary  vein  was  torn 
from  the  left  atrium.  The  superior  portion  of  the 
vein  was  intact.  The  tear  was  approximately  4 to 
5 cm.  in  length  (Fig.  2A). 

After  mobilizing  the  posterolateral  left  atrial 
wall,  a vascular  clamp  was  applied  to  the  atrium  as 
the  catheter  was  removed  (Fig.  2B).  After  trim- 
ming frayed  edges  on  both  sides  of  the  tear,  the 
detached  portion  of  the  vein  was  anastomosed  to 
the  left  atrium  with  a single  layer  of  5-0  silk  trav- 
ersely  in  the  same  direction  as  the  tear  (Fig.  2C). 
He  received  eight  units  of  whole  blood  and  two 
units  of  packed  cells  during  surgery.  Blood  loss 
was  estimated  to  be  4,500  cc.  preoperatively  and 
6,000  cc.  during  surgery.  He  left  the  operating 
room  with  a systolic  blood  pressure  of  100.  With- 
in one  hour  his  vital  signs  were  stable.  He  awoke 
and  extubated  himself. 

He  developed  clinical  and  x-ray  findings  of  atel- 
ectasis on  the  third  postoperative  day  with  pulse 
124,  respiration  28,  and  a temperature  of  104°  F. 
With  expectorants  and  inhalation  therapy,  he 
coughed  up  many  purulent  secretions.  At  this 
time  dextran  40  (Rheomacrodex)  and  heparin 
were  started  since  arterial  or  venous  pulmonary 
thrombosis  was  a possibility.  His  temperature  re- 
mained normal  from  the  fourth  day  on,  and  his 
lung  expanded  with  a small  amount  of  residual 
pleural  fluid  (Fig.  3). 

Further  x-ray  films  revealed  a fracture  of  the 
left  zygoma  and  maxillary  bone,  in  addition  to 
compression  fractures  of  the  fourth  and  fifth  lum- 
bar vertebral  bodies.  Crystalline  sodium  warfarin 
(Coumadin)  was  started  ten  days  after  the  opera- 
tion and  continued  until  discharge  on  the  nine- 
teenth postoperative  day.  The  electrocardiogram 
showed  only  S-T  elevation  during  the  first  week 
postoperatively  and  then  reverted  to  normal.  A 
lung  scan  on  the  seventeenth  postoperative  day 
showed  decreased  perfusion  in  the  right  lower  lobe 
compatible  with  pleural  fluid  (Fig.  4). 

Three  months  postoperatively,  his  lung  was 
clear  to  auscultation  and  percussion,  and  he  was 
breathing  normally  (Fig.  5). 

Comment 

This  case  may  have  been  handled  more  effi- 
ciently with  a cardiopulmonary  bypass  as  used  by 
Siderys  and  Strange11  for  a ruptured  right  atrium 
in  1971.  However,  this  instrument  was  not  avail- 
able. 

The  Foley  catheter  was  an  efficient  tool  in  this 
case  since  control  of  bleeding  was  unmanageable 
otherwise. 
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FIGURE  2.  (A)  Artist’s  sketch  of  tear  in  junction  of  inferior  pulmonary  vein  and  left  atrium.  (B)  Foley  catheter  inflated  in 

side  of  left  sternum  controlling  bleeding  from  left  atrium.  (C)  Junction  of  inferior  pulmonary  vein  and  left  atrium  reanasto 
mosed  preserving  lumen  of  inferior  pulmonary  vein. 


The  Foley  catheter  or  modifications  have  been 
used  in  many  other  locations  for  control  of  bleed- 
ing, including  the  nose,  inferior  vena  cava,  aorta, 
and  major  vessels.12  21 

In  1954  Hughes1'1  reported  using  a Dotter-Lukas 
balloon  catheter  to  tamponade  the  upper  abdomi- 
nal aorta  in  two  Korean  war  casualties  with  mas- 
sive abdominal  bleeding. 

The  control  of  the  left  atrial  bleeding  with  the 
Foley  catheter  was  first  described  in  1957. 22  We 


FIGURE  4.  Lung  scan  showing  decreased  perfusion  ii 
right  base  compatible  with  fluid  on  seventeenth  postopera 
tive  day. 


had  occasion  to  use  this  technique  successfully 
while  performing  a closed  mitral  commissurotomy 
in  1957  since  the  atrial  wall  close  to  the  atrioven 
tricular  groove  was  lacerated  with  a Bailey  com 
missurotomy  guillotine  knife. 

The  first  successful  repair  of  a ruptured  cardiai 
chamber  due  to  blunt  chest  trauma  was  reporter 
by  Desforges,  Ridder,  and  Lenoci  in  1955. 23  0 
the  total  8 cases  of  cardiac  chamber  rupture  nov 
reported  with  recovery,  5 were  in  the  right  atriun 
and  3 in  the  left  atrium.  Two  tears  were  in  th< 
right  atrial  appendage.  A third  extended  from  th( 
superior  to  inferior  vena  cava,  8 cm.  long.  / 
fourth,  from  the  right  auricular  appendage,  ex 
tended  posteriorly  to  the  superior  vena  cava.  / 
fifth  rupture  featured  a tear  in  the  right  atrial  ap 
pendage  and  a second  tear  in  the  right  atrial  wall 
All  three  of  the  left  atrial  ruptures  reported  prio 
to  this  case  were  in  the  auricular  appendage. 1124_2i 


2376  New  York  State  Journal  of  Medicine/ December  1974 


rr 

8* 

\j 

D- 


ei 

01 

■a 

hs 

II 

jfl 

r 

ali* 

ril 


FIGURE  5.  Chest  x-ray  film  three  months  postoperatively 
shows  normal  lung  and  heart. 


Of  these  8 cases,  4 appeared  with  tamponade 
and  4 with  bleeding  into  either  chest.  Little  at- 
tention was  given  to  this  type  of  injury  until  the 
classic  work  of  Bright  and  Beck  in  1935, 4 followed 
by  Warbug  in  1940"  and  the  most  extensive  report 
by  Parmley,  Manion,  and  Mattingly6  in  1958.  Of 
the  546  autopsy  cases  of  Parmley,  Manion,  and 
Mattingly,  cardiac  rupture  caused  death  in  64  per 
cent  or  353  patients;  106  had  multiple  chamber 
ruptures,  and  80  had  associated  aortic  rupture. 
Twenty-three  of  these  survived  the  initial  injury. 

Of  the  168  cases  in  the  world  literature  reviewed 
by  Bright  and  Beck,4  152  had  rupture  of  the  heart. 
Rupture  occurred  about  equally  in  all  four  cham- 
bers. Thirty  of  these  patients  lived  a sufficient 
time  to  have  been  considered  for  surgery. 
Twenty-nine  of  these  died  from  tamponade  and  1 
from  exsanguination.  There  were  a total  of  76 
deaths  from  tamponade  in  this  series  of  152  rup- 
tures. An  intact  or  minimally  torn  pericardium 
results  in  tamponade,  and  life  may  be  prolonged 
for  a considerable  time.  Severe  blood  loss  may 
also  be  seen  with  prolonged  survival  as  demon- 
strated in  this  case  and  many  others  reported. 

The  diagnosis  of  cardiac  chamber  rupture  is  to 
be  suggested  when  tamponade  occurs  in  nonpene- 
trating injury  since  50  per  cent  of  cases  appear  ini- 
tially with  this  syndrome.  Hemothorax  and  hypo- 
volemic shock  with  a low  venous  pressure  not  re- 
sponding to  tube  thoracostomy  and  resuscitative 
measures  should  also  alert  us  to  possible  cardiac 
chamber  injury.  Pneumopericardium  before  or 


after  tube  thoracostomy  should  also  alert  us  (Fig. 

2).27 

Electrocardiograms  usually  are  not  helpful  in 
the  acute  stage.  They  are  more  helpful  in  the 
prognosis  and  treatment  in  the  less  serious  myo- 
cardial injury.9 

In  conclusion,  it  has  been  shown  that  the  heart 
can  withstand  considerable  trauma,  and  more  pa- 
tients may  be  salvaged  with  early  diagnosis  and 
surgical  intervention. 
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Discussion 

Robert  Potter,  M.D.,  Brooklyn,  New  York.  I 
congratulate  Dr.  Giordano  on  the  successful  out- 
come of  his  case  and  the  interesting  presentation 
of  the  problems  involved.  I gather  that  this  is  the 
ninth  such  case  in  the  literature.  I would  like  to 
deal  very  briefly  with  three  aspects  of  blunt  cardi- 
ac trauma:  etiology,  pathology,  and  treatment. 

Etiology:  Most  cases  of  nonpenetrating  cardi- 
ac trauma  result  from  highway  accidents.  For  ex- 
ample, 23  of  25  consecutive  clinical  cases  reported 
in  1972  by  Madoff  and  Desforges  were  associated 
with  automobile  accidents.  Typically,  these  car- 
diac lesions  occur  during  the  collision  of  a moving 
vehicle  with  relatively  immobile  objects  such  as  a 
tree,  at  which  time  the  driver’s  thorax  impacts 
against  the  steering  wheel  post,  or  the  front  seat 
passenger’s  thorax  impacts  against  the  dashboard. 
However,  any  severe  blow  to  the  anterior  surface 
of  the  thorax  may  cause  cardiac  damage.  Chil- 
dren, whose  pliable  rib  cages  provide  less  protec- 
tion to  the  heart,  are  perhaps  more  vulnerable  in 
this  respect  than  adults.  There  is  at  least  one  re- 
ported case  of  a little  league  baseball  player  who 
died  instantly  after  being  struck  on  the  precor- 
dium  by  a pitched  ball. 

Pathology:  Blunt  cardiac  injuries  include  con- 
tusions, infarctions,  and  ruptures  of  the  myocar- 
dium. In  addition  there  have  been  conduction 
problems,  valve  injuries,  pericardial  effusions,  and 
lacerations.  The  myocardial  lacerations  which  are 
our  topic  today  involve  the  four  chambers  in  about 
equal  incidence,  as  noted  in  the  extensive  study  by 
Parmlee  and  his  associates  at  the  Armed  Forces 
Institute  of  Pathology.  However,  the  only  in- 
stances of  clinical  survival  after  a heart  chamber 


rupture  are  those  of  atrial  lacerations.  This 
makes  sense  because  ventricular  lacerations  result 
in  such  massive  bleeding  that  the  patient  does  not 
reach  the  hospital  alive. 

Several  experimental  observations  of  ventricular 
asystole  after  blunt  cardiac  trauma  indicate  that 
mechanical  injuries  may  cause  cardiac  arrest  in  the 
absence  of  chamber  rupture.  In  a clinical  setting 
this  situation  might  respond  to  external  cardiac 
massage  with  electrical  defibrillation  if  a fast  ar- 
rhythmia supervened. 

Treatment:  As  thoracic  surgeons  we  are  inter- 
ested in  the  recognition  and  treatment  of  injuries 
such  as  described  by  Dr.  Giordano.  The  history  of 
deceleration  or  impact  type  of  injury  to  the  precor- 
dium  should  arouse  suspicion  of  nonpenetrating 
cardiac  trauma,  especially  when  associated  with 
automobile  accidents.  If  the  pulse  rhythm  is  ir- 
regular or  there  are  signs  of  pericardial  tamponade 
or  hemothorax,  the  patient  should  be  given  oxygen 
and  handled  gently  (“infarction  care”),  and  appro- 
priate diagnostic  and  therapeutic  measures  should 
be  immediately  instituted. 

The  operative  management  of  cardiac  lacera- 
tions depends  on  hospital  facilities.  Since  the  ma- 
jority of  high-speed  automobile  accidents  do  not 
occur  near  downtown  medical  centers,  a system  of 
extracorporeal  circulation  may  not  be  available  to 
facilitate  the  repair  of  the  laceration.  A Foley  bal- 
loon catheter  is  a helpful  expedient  to  stem  hem- 
orrhage and  to  give  the  surgeon  time  to  decide 
what  he  will  do  next.  After  using  a Foley  catheter 
Dr.  Giordano  exposed  and  clamped  the  right  pul- 
monary artery  within  the  pericardium  to  stem  the 
principal  flow  of  blood  into  the  right  lung.  In 
Desforges’  original  case  in  1954,  a large  triangular 
lung  clamp  was  applied  to  a longitudinal  lacera- 
tion which  bridged  the  junction  of  the  superior 
vena  cava  and  the  right  atrium.  In  Dr.  Giordano’s 
case  vascular  clamps  were  used  successfully. 

I congratulate  Dr.  Giordano  on  the  successful 
outcome  of  his  case  and  on  an  interesting  presen- 
tation of  the  problems  involved. 

The  following  report  will  be  given  in  its  entire- 
ty■ 
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The  pressure  exerted  by  the  inflated  cuff  on  the 
tracheal  wall  is  generally  recognized  as  the  pri- 
mary cause  of  the  tracheal  damage  encountered 
after  prolonged  intubation  for  ventilatory  sup- 
port.1-5 The  design  of  the  occluding  cuff  has  re- 
ceived considerable  attention  to  reduce  the  pres- 
sure exerted  on  the  tracheal  wall  by  the  inflated 
cuffs.-1'4,6-10  Thoracic  surgeons  are  confronted 
with  a large  number  of  these  new  cuffs.  We  have 
used  the  technique  of  monitoring  the  intracuff 
pressures  and  periodically  examining  the  tracheas 
endoscopically  to  evaluate  these  new  tubes  since 
1970. 

Materials  and  methods 

The  Portex  was  the  conventional  cuffed  trache- 
ostomy tube  in  use  at  our  hospital  at  the  beginning 
of  the  study.  Its  performance  was  typical  of  the 
conventional  tubes  and  was  used  as  an  example  of 
those  tubes.  The  cuff  was  modified  to  produce  a 
low-pressure  cuff  by  hyperinflating  it  with  hot 
water  as  described  by  Geffin  and  Pontopiddan.7 
The  commercially  available  Forreger  Soft-Cuf  on  a 
Pilling  tube,  the  Shiley  tube,  and  Lanz  tube,  all 
representative  of  the  new  high-volume,  low-pres- 
sure cuffed  tubes,  were  also  studied.  The  Lanz 
cuff  has  an  external  valve  shunting  any  excess  air 
which  might  raise  the  cuff  pressure  above  20  mm. 
Hg  into  a reservoir  balloon,  thereby  limiting  the 
pressure  exerted  on  the  tracheal  walls  to  that  level. 

The  techniques  for  studying  the  cuffs  in  the  lab- 
oratory and  clinical  situations  are  outlined  in  de- 
tail in  previous  publications.2,11  The  pressure 
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FIGURE  1.  Cuff  pressures  measured  with  mercury  ma- 
nometer after  inflating  Portex,  modified  Portex,  Shiley  and 
Soft-Cuf  cuffs  with  10  ml.  of  air  at  atmospheric  pressure. 
Soft-Cuf  pressure  was  lowest  because  this  cuff  had  larg- 
est volume. 

characteristics  of  all  new  tracheostomy  tubes  were 
studied  in  the  laboratory  before  clinical  usage. 
The  relationships  between  intracuff  and  lateral 
tracheal  pressures  were  determined  for  all  cuffs 
when  inflated  in  a tracheal  model  and  in  dogs.  In- 
tracuff pressure  was  measured  at  the  bedside  using 
a simple  mercury  manometer  each  time  the  cuff 
was  deflated  and  reinflated.  The  tracheal  mucosa 
of  the  patients  using  the  cuffs  was  examined  en- 
doscopically and  photographed  with  a flexible  fi- 
beroptic bronchoscope  at  regular  tube  changes. 

Results 

Laboratory  studies.  The  new  high-volume 
cuffs  did  not  all  have  low-pressure  characteristics 
because  they  did  not  all  have  the  same  volume  at 
atmospheric  pressure.  The  modified  Portex  mea- 
sured 3 cm.  in  diameter  but  was  only  1.8  cm.  in 
length.  The  Soft-Cuf  had  a 2.8-cm.  diameter  and 
the  Shiley  cuff  a 2.2-cm.  diameter.  Both  had  the 
same  length  of  2.5  cm.  The  Soft-Cuf  had  the  larg- 
est volume  so  that  it  had  the  lowest  pressure  as 
measured  with  a mercury  manometer  after  the 
same  volume  of  air  was  used  to  inflate  the  cuffs 
(Fig.  1). 

The  relationship  of  intracuff  pressure  and  later- 
al tracheal  wall  pressure  is  summarized  in  Figure  2 
for  three  types  of  cuffs:  the  conventional  Portex 
cuff,  the  Forreger  Soft-Cuf8  and  the  controlled- 
pressure  Lanz  cuffs.12  The  Portex  is  representa- 
tive of  the  high-pressure  tubes.  Cuff  pressure  was 
higher  than  lateral  tracheal  pressure  because  of 
the  greater  resistance  of  the  cuff  to  inflation,  re- 
sulting in  higher  cuff  and  lateral  tracheal  pressure 
at  the  point  when  the  cuff  occluded  the  trachea. 
Once  occlusion  had  occurred,  any  additional  air  in- 
serted in  the  cuff  raised  the  pressure  in  the  cuff 
and  against  the  tracheal  wall.  Excessive  lateral 
tracheal  pressure  was  exerted  whenever  the  cuff 
was  inflated  with  excessive  air. 

The  pressure-volume  relationship  for  the  high- 
volume  Soft-Cuf  Pilling  tracheostomy  tube  was 
different  from  that  for  the  standard  tubes.  Al- 
though this  type  of  cuff  can  occlude  at  lower  pres- 
sures than  the  standard  Portex,  extra  air  also  in- 
creased cuff  pressure  rapidly,  and  as  in  the  other 
tubes  the  excess  pressure  was  exerted  directly 
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FIGURE  2.  Relationship  of  cuff  and  lateral  tracheal  pres- 
sure. Number  36  Portex,  number  8 Soft-Cuf,  and  number 
9 Lanz  tracheostomy  tubes  inflated  in  dog  tracheas.  Soft- 
Cuf  and  Lanz  cuffs  occluded  at  lowest  pressures.  Addi- 
tion of  extra  air  after  occlusion  resulted  in  increase  in  lat- 
eral tracheal  pressure  with  Portex  and  Soft-Cuf.  Cuff 
pressure  and  lateral  tracheal  pressure  with  Lanz  tube  was 
limited  to  20  mm.  Hg  in  spite  of  addition  of  excessive  air. 
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FIGURE  3.  Relationship  of  cuff  and  lateral  tracheal  pres- 
sure. Additional  air  after  occlusion  had  been  achieved  re- 
sulted in  dangerously  high  tracheal  pressures  in  each  of 
these  high-volume,  low-pressure  cuffs. 


against  the  tracheal  wall.  Intracuff  pressure 
closely  approximated  lateral  tracheal  pressure,  al- 
lowing us  to  monitor  lateral  tracheal  pressure  in 
our  patients. 

All  of  the  low-pressure  cuffs  except  the  Lanz 
could  exert  high  pressures  when  excessive  air  was 
added  (Fig.  3).  The  Lanz  tube  was  designed  to 
limit  the  intracuff  pressure  to  20  mm.  Hg.  The  in- 
tracuff and  lateral  tracheal  pressures  also  closely 
approximate  each  other,  but  the  pressure  cannot 
rise  above  the  predetermined  level  when  excessive 
air  is  used  (Fig.  2).  Not  all  the  Lanz  cuffs  tested 
limited  the  pressure  to  20  mm.  Hg.  Pressures  up 
to  26  mm.  Hg  were  measured  in  some  of  the  first 
cuffs  used  in  patients.  The  valve  was  modified  by 
the  manufacturer  and  pressures  were  more  closely 
limited  to  20  mm.  Hg. 

Clinical  studies.  'The  cuff  pressures  measured 
in  a series  of  88  patients  requiring  continuous  ven- 
tilatory support  in  our  surgical  and  medical  inten- 
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FIGURE  4.  Cuff  pressures  measured  in  patients  receiving 
continuous  ventilatory  support. 


sive  care  units  are  recorded  in  Figure  4.  The  pres- 
sures recorded  for  the  conventional  Portex  aver- 
aged 136  mm.  Hg.  The  cuffs  with  the  larger  resid- 
ual volumes  required  lower  pressures.  Most  of  the 
new  cuffs,  with  the  exception  of  the  Shiley  tubes, 
were  able  to  occlude  the  majority  of  tracheas  at 
pressures  less  than  20  mm.  Hg.  In  most  instances 
intracuff  pressures  greater  than  25  mm.  Hg  were 
due  to  the  use  of  too  much  air  by  the  nursing  staff 
because  careful  reinflation  showed  that  lower  pres- 
sures than  those  recorded  provided  effective  occlu- 
sion and  ventilation. 

Endoscopic  examination  showed  damage  to  the 
trachea  varying  from  superficial  erosions  to  perfo- 
rations. The  degree  of  damage  was  related  to  the 
intracuff  pressure.  The  conventional  Portex  cuffs 
produced  severe  tracheal  erosions  seen  in  all  cases 
after  only  forty-eight  to  seventy-two  hours  of  use. 
One  of  these  cuffs  created  the  largest  perforation 
into  the  esophagus  at  a cuff  pressure  of  160  mm. 
Hg.  Even  the  low-pressure  modified  Portex  and 
Shiley  tubes  resulted  in  perforations  when  the  cuff 
pressures  were  90  and  68  mm.  Hg  respectively. 

However,  when  used  properly  the  majority  of 
the  low-pressure  high-volume  cuffs  created  mini- 
mal tracheal  damage  when  the  pressures  were  kept 
below  25  mm.  Hg.  Although  erosions  were  still 
seen  as  early  as  after  forty-eight  to  seventy-two 
hours,  they  were  so  superficial  they  were  generally 
recognizable  only  when  the  photographs  were  ex- 
amined. Only  superficial  erosions  were  observed 
when  the  intracuff  pressures  were  kept  below  25 
mm.  Hg. 

The  Lanz  tube  provided  us  with  a controlled- 
pressure  cuff  in  which  dangerously  high  pressures 
could  not  be  readily  generated  by  overinflating  the 
cuff.  The  pressures  measured  at  the  bedside  of 
patients  using  this  cuff  were  the  lowest,  averaging 
14  mm.  Hg.  In  one  patient,  erosion  in  the  mem- 
branous portion  was  seen  in  three  days  due  to  the 
use  of  a high  pressure  cuff  on  an  endotracheal  tube 
used  to  ventilate  the  patient  prior  to  performance 
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of  the  tracheostomy.  While  a Lanz  tube  was  used 
the  erosion  cleared  up  by  the  seventh  day  but 
reappeared  on  the  fourteenth  day  when  the  pres- 
sure was  found  to  26  mm.  Hg  using  one  of  their 
early  prototypes. 

A new  supply  of  tubes  with  an  improved  valve 
was  received  from  the  manufacturer.  Pressures 
above  20  mm.  Hg  were  rarely  observed  thereafter. 
The  pressures  were  then  adequately  controlled, 
and  only  minimal  erosions  were  seen,  even  with 
use  in  a patient  for  as  long  as  thirty-eight  days. 
However,  some  of  the  valves  limited  the  cuff  to 
pressures  well  below  20  mm.  Hg  which  proved 
troublesome,  requiring  replacement  of  the  tube. 
Two  patients  who  had  developed  significant  tra- 
cheal erosions  after  seven  and  fourteen  days  with  a 
Soft-Cuf  in  which  excessive  pressures  had  been 
used  were  changed  to  the  controlled-pressure  Lanz 
cuffs.  Excessive  pressures  could  no  longer  be  gen- 
erated by  the  nursing  staff,  and  the  erosions 
showed  regression.  One  of  these  patients  re- 
mained with  continuous  insufflation  and  ventila- 
tion for  a month,  with  almost  complete  resolution 
of  the  erosions  as  seen  in  follow-up  endoscopic  ex- 
aminations. 

Comment 

The  technique  of  studying  new  tracheostomy 
cuffs  using  a combination  of  laboratory  and  clini- 
cal methods  has  proved  valuable  in  helping  us 
evaluate  these  new  products.  The  extensive  study 
of  the  pressure  characteristics  of  a variety  of  cuffs 
in  laboratory  models  provides  data  to  allow  us  to 
predict  the  safety  of  use  in  patients  before  actual 
use  in  patients.  Some  of  the  new  cuffs  did  not 
possess  low-pressure  characteristics  as  demon- 
strated in  laboratory  studies.  The  cuffs  which  oc- 
cluded at  pressures  low  enough  to  prevent  exces- 
sive damage  were  shown  to  still  possess  the  capa- 
bility of  generating  dangerously  high  pressures 
when  inflated  with  excessive  air.  This  character- 
istic makes  them  as  dangerous  as  those  they  were 
meant  to  replace.  This  laboratory  technique  did 
not  evaluate  the  effect  on  tissue  of  the  materials 
used  in  the  manufacture  of  the  cuff  but  concen- 
trated on  the  pressure  characteristics  because  cuff 
pressure  had  been  implicated  as  the  primary  cause 
of  the  tracheal  damage.  Only  those  cuffs  shown  to 
be  able  to  occlude  at  low  pressures  should  then  be 
used  for  clinical  evaluation. 

The  bedside  monitoring  of  cuff  pressure  and  fre- 
quent evaluation  endoscopically  of  the  trachea  for 
the  progression  of  tracheal  damage  allowed  us  to 
follow  the  use  of  new  tubes  safely.  The  new  low- 
pressure  cuffs  still  produced  damage,  but' not  as 
severe  as  that  seen  with  the  older  Portex  cuffs. 
This  damage  was  related  to  the  pressures  used  and 
increased  when  the  cuffs  were  inflated  above  mini- 
mal occlusion  pressure. 


The  Lanz  controlled-pressure  tracheostomy 
tube  allowed  us  to  study  the  damage  when  cuff 
pressures  were  not  permitted  to  rise  above  20  mm. 
Hg.  The  nursing  staff  could  not  overinflate  and 
create  dangerously  high  pressures.  Excessive 
leakage  when  stiff  lungs  were  ventilated  was  com- 
pensated by  increasing  the  tidal  volume  of  a vol- 
ume respirator.  Tracheal  erosions  were  rpinimal 
in  the  patients  studied,  and  the  damage  seen  from 
the  use  of  excessive  pressure  in  other  low-pressure 
cuffs  was  observed  to  resolve  when  the  controlled- 
pressure  cuffs  were  substituted  for  the  previously 
used  cuff.  We  are  convinced  of  the  practicality  of 
this  type  of  tube,  but  there  are  a few  production 
problems  which  must  be  solved. 

Conclusion 

A variety  of  tracheostomy  tubes  have  been  stud- 
ied using  a combination  of  laboratory  and  clinical 
evaluations.  The  new  high-volume  low-pressure 
cuffs  produced  minimal  tracheal  damage  in  a ma- 
jority of  the  cases  studied.  However,  excessive  in- 
flation of  these  new  cuffs  resulted  in  excessive 
pressures  and  significant  damage.  Excessive  cuff 
pressures  may  be  avoided  by  regularly  measuring 
cuff  pressure  at  each  inflation  or  using  pressure- 
limited  cuffs. 
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Discussion 

Ronald  Andree,  M.D.,  New  York  City.  I 
would  like  to  thank  you  very  much,  Dr.  Wichern, 
for  inviting  me  to  speak  before  this  group  again. 
As  you  all  know  this  report  represents  a continua- 
tion of  work  which  Dr.  Ching  and  Dr.  Nealon  re- 
ported before  this  society  in  1970.  I think  the 
study  is  excellent,  and  I think  it  can  very  well  be- 
come a classic  on  tracheal  damage  due  to  endotra- 
cheal cuffs  because  of  the  fact  that  it  represents 
studies  on  living  patients  under  clinical  conditions 
and  use.  There  are  just  a couple  of  points  I would 
like  to  mention  that  I think  are  significant.  First 
of  all,  I think  this  demonstrated  again  what  a sub- 
stantial breakthrough  the  fiberoptic  bronchoscope 
has  become.  This  study,  having  been  done  with 
minimal  traumatic  manipulation,  excellent  pho- 
tography, and  an  opportunity  to  observe  a great 
number  of  patients  without  disturbing  them,  rep- 
resents a substantial  improvement  in  our  medical 
care.  The  other  thing  that  is  important  is,  of 
course,  that  the  technology  of  endotracheal  cuffs 
has  indeed  improved,  and  there  are  great  strides 
being  made  in  this  area  of  medical  care. 

One  of  the  points  that  Dr.  Ching  brought  out 
which  is  a good  one  to  keep  in  mind  is  that  the 
low-pressure,  high-volume  cuffs  that  he  is  talking 
about  do,  indeed,  when  used  properly,  give  a good 
measure  of  lateral  tracheal  wall  pressure. 

One  of  the  problems  of  the  old-style  cuff  was 
that  you  might  monitor  the  pressure  inside  the 
cuff  quite  conveniently,  but  that  pressure  did  not 
clearly  represent  pressure  against  the  tracheal 
wall,  because  what  you  were  really  measuring  was 
the  resistance  to  inflation  of  the  cuff.  As  Dr. 
Ching  has  shown,  in  his  very  well-done  work,  is 
that  the  properly  used  high-volume  low-pressure 
cuff  does  accurately  reflect  the  pressure  on  the  tra- 


FIGURE  5.  Inflated  Portex  tube. 


FIGURE  6.  Autopsy  specimen  of  larnyx  and  trachea  of 
patient  suffering  from  adult  respiratory  distress  syndrome. 

cheal  wall.  In  this  way  now  we  can  have  a fairly 
reasonable  idea  as  to  whether  or  not  we  are  inter- 
fering with  circulation  to  the  tracheal  mucosa  and 
producing  damage.  Therefore,  I think  that  is  a 
very  important  point  worth  emphasizing. 

The  other  thing  that  I think  was  really  quite 
dramatic  was  the  improvement  in  the  patient’s 
condition  after  the  insertion  of  the  Lanz  cuff.  Tc 
take  someone  who  has  the  degree  of  damage  repre-I 
sented  by  these  pictures  and  to  actually  have  them 
improve  during  a further  month-long  period  of  in-l  f 
tensive  respiratory  therapy  involving  a cuffed  tube 
I think  is  a very  big  plus  for  the  people  who  make  H 
that  cuff. 

I have  just  a couple  of  slides  in  case,  as  these 
tubes  come  into  wider  and  wider  use,  we  forget 
what  it  is  that  we  are  talking  about. 

One  of  our  slides  shows  one  of  the  old  Portex 
tubes  inflated  (Fig.  5).  Not  only  does  it  have  a 
very  round  hard  spherical  shape,  but  it  also  may 
sometimes  be  placed  eccentrically  and  produce 
damage  to  one  side  or  another  of  the  trachea. 
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Another  slide  depicts  an  autopsy  specimen  of 
the  larynx  and  trachea  from  a twenty-eight-year- 
old  female  who  was  treated  in  our  hospital  in  1968 
for  severe  acute  pancreatitis  with  what  we  would 
now  call  the  adult  respiratory  distress  syndrome 
(Fig.  6).  Her  requirements  were  for  a very  high 
oxygen  concentration  in  the  presence  of  a very  low 
pulmonary  compliance  and  a need  for  continuous 
positive  pressure  ventilation.  This  posterior  view 
of  the  trachea  shows  clearly  the  place  where  the 
cuff  was  lodged.  Inferior  to  the  tracheostomy  is  a 
very  large  posterior  through-and-through  perfora- 
tion into  the  esophagus.  There  is  erosion  through 
the  anterior  tracheal  wall  as  well,  and  the  total  tra- 
cheal wall  deformity  represents  a perfect  cast  of 
the  hard  spherical  Portex  cuff  which  was  used  in 
the  girl  for  two  and  one  half  weeks.  The  next 


slides  show  stages  in  the  surgical  repair  carried  out 
a few  years  ago  on  a patient  who  developed  a cir- 
cumferential stenosis  on  the  trachea  due  to  the 
presence  of  an  endotracheal  cuff  for  nine  days 
(Fig.  7A). 

Another  step  in  that  procedure  resulted  in  the 
trachea  being  divided  and  the  endotracheal  tube 
passed  into  the  distal  trachea  (Fig.  7B). 

Finally,  the  stay  sutures  are  in  place  after  the 
cut  ends  of  the  trachea  have  been  brought  back  to- 
gether (Fig.  7C),  and  the  last  slides  show  the  com- 
pleted anastamosis  (Fig.  7D)  and  Figure  8 shows 
the  segmental  piece  removed  from  the  trachea 
with  an  opening  of  about  3 or  4 mm.  in  it.  The  pa- 
tient did  very  well. 

I would  like  to  ask  Dr.  Ching  if  at  any  time  he 
encountered  any  problems  in  providing  a suffi- 
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FIGURE  7.  (A)  First  step  in  surgical  repair  of  circumfer- 

ential stenosis  on  trachea.  (B)  Second  step.  Note  endo- 
tracheal tube  passing  into  distal  trachea.  (C)  Third  stage 
in  surgical  procedure.  Cut  ends  of  trachea  have  been  re- 
joined. (D)  Completed  anastamosis. 


M 


FIGURE  8.  Segmental  piece  removed  from  trachea. 


ciently  good  seal  with  low-pressure  high-volume 
cuffs? 

Dr.  Ching:  The  nurses  think  so.  That  is  why 
they  continue  to  add  more  air  to  what  I establish 
as  minimal  occluding  volume  and  pressure. 

Dr.  Andree:  In  other  words,  they  were  leaking, 
and  the  nurses  added  more  air? 

Dr.  Ching:  The  end  point  is  hard  to  define.  I 
think  that  some  of  the  nurses  are  adding  air  be- 
cause it  was  necessary,  but  when  they  do  so,  they 
add  amounts  which  are  excessive  because  they  are 
not  always  monitoring  the  resultant  pressures. 

Robert  Frater,  M.D.,  The  Bronx,  New  York. 
We  have  deliberately  been  instructing  our  nurses 
for  some  time  now  in  the  following  way.  We  ask  a 
key  question:  What  is  the  proper  amount  of  air  to 
put  into  the  balloon  of  this  endotracheal  tube? 
The  answer  of  the  uninitiated  is  always  10  or  5 cc. 
or  some  other  precise  amount.  The  correct  an- 
swer is  that  with  volume  ventilators  enough  is  put 
in  so  that  no  sound  of  escaping  air  is  heard.  Then 
the  balloon  is  let  down  until  the  sound  of  air  com- 
ing back  is  heard.  The  expiratory  volume  coming 
from  the  tube  is  measured  at  this  time  to  make 
sure  that  the  patient  is  properly  ventilated,  and  as 
long  as  he  is,  it  doesn’t  matter  how  much  leak 
there  is.  In  fact  there  may  be  an  advantage  to 
have  a leak  back  since  this  ensures  that  there  is  no 
pressure  on  the  tracheal  wall  and  that  oral  secre- 
tions are  blown  back  into  the  mouth. 


Dr.  Ching:  That  is  right.  Lester  Bryant,  in 

his  animal  work,  showed  that  you  can  compensate 
for  this  leak  on  a volume  respirator,  and  in  this 
way  you  have  less  pressure  on  the  trachea.  Our 
nurses  are  the  same.  They  ask  how  much  volume 
but  we  are  trying  to  teach  them  not  how  much  vol- 
ume, but  how  much  pressure,  and  the  definition  of 
the  correct  end  point. 

Emil  Naclerio,  M.D.,  New  York  City.  I rise  to 
congratulate  the  essayists  for  an  excellent  and 
timely  presentation. 

It  is  interesting  to  note  the  incredibly  low  inci- 
dence of  pulmonary  aspiration  in  the  patients 
studied,  with  the  exception  of  one  patient  in  whom 
there  was  continual  aspiration  despite  good  infla- 
tion of  the  tracheostomy  cuff. 

I find  that  no  matter  how  expert  or  knowledge- 
able the  treating  physicians  or  nurse  specialists  are 
in  overall  tracheostomy  and  respirator  care,  tra- 
cheostomy tube  and  cuff  designs,  and  the  indicat- 
ed amounts  of  air  or  pressure  required  in  the  cuff, 
the  incidence  of  aspirative  pulmonary  complica- 
tions continues  to  be  significantly  high.  From 
time  to  time,  I am  called  to  see  a well-cared-for 
tracheostomy  patient,  who  is  presumed  to  have  a 
tracheoesophageal  fistula  secondary  to  tracheal 
erosion.  It  is  to  be  remembered  that  secretions 
and  other  fluids  tend  to  accumulate  in  the  upper 
part  of  the  trachea,  proximal  to  the  tracheostomy 
cuff,  in  practically  all  severely  ill  or  critically  in- 
jured patients.  The  accumulation  varies  but  on 
occasion  is  considerable  and  life-threatening. 

I have  carefully  studied  the  problem  of  pulmo- 
nary aspiration.  In  a few  seriously  ill  patients  in 
respiratory  failure  with  an  inadequate  cough  re- 
flex, in  addition  to  suctioning  and  cleansing  the 
oropharynx  and  upper  airways,  I resorted  to  aspi- 
rating and  lavaging  with  saline  solution  the  upper 
part  of  the  trachea  proximal  to  the  tracheostomy 
cuff  (which  was  temporarily  hyperinflated),  prior 
to  deflating  the  tracheostomy  cuff.  I lavaged  the 
upper  tracheal  area  in  which  secretions  and  other 
fluids  tend  to  accumulate  by  instilling  the  saline 
solution  through  an  ingeniously  designed  small- 
size  rubber  catheter  with  a multifenestrated  distal 
region,  which  was  previously  secured  around  the 
tracheostomy  tube  close  to  the  proximal  portion  of 
the  balloon  cuff. 

This  simple  measure  has  been  surprisingly  help- 
ful, and  I shall  continue  to  utilize  this  adjunctive 
measure  and  hope  to  report  to  you  in  a favorable 
vein  in  the  near  future. 
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Fresh  tracheal  and  molded  silicone  grafts  have 
been  investigated  in  the  dog  and  the  silicone  pros- 
thesis used  with  success  in  man.  The  experimen- 
tal results  with  autografts  of  5 rings  were  that  4 
dogs  died  within  three  weeks  from  dissolution  of 
the  cartilagenous  rings  with  cicatricial  stenosis  of 
the  airway.  One  remained  alive  for  two  months. 
Autografts  of  2 to  3 rings  resulted  in  4 deaths  with- 
in thirty  days.  One  remained  alive  six  months. 
Fresh  allografts  using  immunosuppression  of  2 to  3 
rings  resulted  in  2 deaths  within  one  month  from 
stenosis  of  the  graft.  The  trachea  was  normal  in  3 
cases  when  sacrificed  from  eight  to  ten  months. 
The  results  of  fresh  allografts  without  immuno- 
suppression involving  2 to  3 rings  were  that  1 died 
in  three  weeks;  4 were  living  and  well  up  to  seven 
months.  Fresh  allografts  using  immunosuppres- 
sion of  5 rings  resulted  in  an  average  survival  of 
twenty-one  days  in  5 dogs.  Cartilage  was  replaced 
by  fibrous  tissue.  Silicone  prosthesis  resulted  in 
death  from  suture  line  disruption.  There  were  3 
long-term  survivors. 

One  patient  was  alive  twenty-six  months  after 
her  entire  intrathoracic  trachea  and  both  stem 
bronchi  were  replaced  with  a bifurcated  silicone 
graft.  Two  individuals  were  living  nine  months 
after  tracheal  reconstruction  with  a straight  sili- 
cone tube.  One  man  died  from  graft  erosion  of  the 
innominate  artery.  Although  allografts  are  feasi- 
ble for  short  airway  reconstruction,  long  segments 
demand  the  use  of  a prosthesis. 

Discussion 

Nicholas  J.  Demos,  M.D.,  Jersey  City,  New 
Jersey.  I want  to  congratulate  Dr.  Neville  and  his 
co-workers  on  this  tremendous  amount  .of  work 
that  they  have  done  on  tracheal  prostheses.  This 
is  the  first  successful  prosthesis  available.  Experi- 
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ments  and  clinical  work  on  this  problem  have  been 
done,  and  we  started  by  replacing  the  trachea  with 
compressed  Ivalon  sponge  which,  of  course,  failed 
many  years  ago.  We  have  done  allografts  and  au- 
tografts in  dogs  which  failed  after  seven  days  from 
collapse  of  the  softened  trachea  due  to  ischemic 
dissolution  of  the  cartilages.  However,  we  have 
obtained  survivals  after  three  and  four  months  by 
splinting  the  allograft  itself  with  a cylindrical 
piece  of  Teflon  tube,  but  after  four  months  the 
Teflon  tube  dislocated  and  obstructed  the  trachea 
and  had  to  be  removed.  On  removal  the  softened 
trachea  again  collapsed.  Silicone  prosthesis  was 
used  by  us  again  first  in  the  laboratory  and  then 
clinically  after  the  example  of  Dr.  Neville.  As  I 
reported  at  the  beginning  of  this  year,  we  have  had 
a very  interesting  and  provocative  finding  around 
the  silicone  prosthesis.  In  dogs  whose  trachea  was 
replaced  by  the  Neville  silicone  prosthesis  and  sur- 
vived longer  than  fifteen  months,  we  found  regen- 
erated, grossly  malformed,  but  functional  calcified 
rings,  so  that  when  the  silicone  tube  was  removed, 
there  remained  a functional  new  trachea. 

This  will  have  to  be  pursued  and  perhaps  modi- 
fied for  clinical  use.  In  a few  cases,  we  have  used 
the  silicone  prosthesis.  In  one  case  I would  like  to 
mention  to  you  a very  interesting  finding.  A pa- 
tient with  a cylindroma  of  the  trachea  spreading  to 
about  90  per  cent  of  its  length,  had  been  treated  by 
chemotherapy.  Immediately  after  subtotal  re- 
placement of  his  trachea,  he  developed  severe  leu- 
kopenia. The  bone  marrow  stopped  producing 
white  cells,  perhaps  because  of  the  chemotherapy 
that  the  patient  had  received  before  surgery.  I am 
told  that  there  is  no  way  of  telling  what  the  re- 
sponse to  stress  is  going  to  be  in  patients  who  have 
previously  received  chemotherapy.  The  patient 
died  several  days  postoperatively  from  severe  bi- 
lateral disseminated  bronchopneumonia. 

Dr.  Neville:  I would  like  to  thank  Dr.  Demos 
for  his  kind  remarks  and  the  society  for  the  oppor- 
tunity to  present  this  report.  Although  it  would 
appear  that  the  failure  of  tracheal  homografts  is 
on  the  basis  of  the  failure  of  blood  supply  rather 
than  rejection,  it  is  interesting  that  at  the  present 
time  we  have  a few  dogs  alive  that  have  had  a sple- 
nectomy prior  to  having  a replacement  and  were 
also  on  drugs.  At  the  moment  they  are  too  few  in 
number  to  be  statistically  significant.  At  the 
present  time  we  have  8 patients  throughout  the 
country  who  have  silicone  prostheses,  and  all  of 
them  are  doing  well.  Only  time  will  tell  whether 
this  will  be  the  answer  to  tracheal  replacement. 


The  following  report  will  be  given  in  its  entire- 
ty. 
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One  hundred  thirty-seven  cases  of  open  heart 
surgery  were  studied  in  three  groups:  (1)  40  in  the 
latter  half  of  1971,  (2)  52  in  the  first  half  of  1972, 
and  (3)  45  in  July  and  September  of  1973.  Preop- 
erative cultures  were  taken  from  nasopharynx, 
urine,  and  any  potentially  infected  surface  sites. 
Postoperative  cultures  were  taken  from  endotra- 
cheal tubes,  chest  tubes,  intravascular  catheters, 
urinary  catheters,  blood,  and,  where  applicable, 
wounds.  Pump  blood  was  cultured  in  some  cases. 

All  patients  had  dental  work  performed  prior  to 
surgery.  All  were  prepared  with  showers  using  an- 
tibacterial sudsing  emulsion  (pHisoHex)  preopera- 
tively  and  a ten-minute  wash  with  microbicidal 
soap  (Betadine)  and  paint  on  the  day  of  surgery. 
The  operative  sites  were  covered  with  “3M”  plas- 
tic adhesive  drapes.  Bladder  and  venous  and  ar- 
terial pressure  catheters  were  inserted  in  the  oper- 
ating room.  Urinary  drainage  was  into  a suppos- 
edly closed  system.  Intravascular  catheters  were 
kept  continuously  connected,  and  water  manome- 
ters were  covered  with  gauze  filters.  Antibiotics 
were  started  eighteen  hours  before  surgery  and 
given  intravenously,  intraoperatively,  and  for  five 
days  postoperatively.  Other  routes  of  administra- 
tion were  used  until  the  stitches  were  removed. 
Infections  were  defined  as  any  case  from  which 
any  amount  of  pus  or  material  with  a positive  cul- 
ture could  be  obtained.  Most  such  cases  were  not, 
in  fact,  serious  although  clearly  potentially  dan- 
gerous (if  bacterial  endocarditis  can  arise  from  a 
single  infected  tooth,  so  also  may  it  arise  from  a 
single  stitch  abscess).  All  4 cases  with  positive 
blood  cultures  were  regarded  as  serious  infections 
and,  in  fact,  one  of  the  patients  died.  Sophisticat- 
ed techniques  for  the  identification  of  bacteria 
were  not  used,  but  if  an  organism  was  cultured 
twice  from  the  same  patient  and  had  the  same  an- 
tibiotic sensitivity  pattern  in  each  case,  it  was  re- 
garded, for  the  purposes  of  this  study,  as  the  same 
organism. 
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7 ABLE  I.  Incidence  of  postoperative  colonization 
and  infection 


Location 

Number  of 
Cases  of 
Postoperative 
Colonization* 

Number  of 
Cases  of 
Infection) 

Urine  and/or  Foley 
catheter 

65 

10** 

Sputum  and/or 
endotracheal  tube 

43 

0** 

Intravascular  pressure 
lines 

26 

5 

Chest  tubes 

24 

6 

* Total:  122  patients, 

t Total:  19  patients. 

**  Total:  12  patients. 


Between  the  first  and  second  groups  of  cases, 
operating  room  procedures  were  changed  as  fol- 
lows: 

1.  Surgeons  wore  double  gloves  and  double  masks. 

2.  Visitors  had  to  wear  gown  and  gloves. 

3.  Visitors  were  restricted  to  two  per  case. 

The  third  group  of  cases  were  handled  the  same 
way  as  the  second  but  half  had  sodium  nafcillin 
and  half  sodium  cephalothin  (Keflin)  as  prophy- 
lactic antibiotics.  Since  the  differences  between 
these  three  periods  were  not  striking,  the  results 
will  be  presented  first  as  a whole. 

For  the  purposes  of  description,  the  finding  of  a 
positive  culture  from  the  routine  sites  such  as 
Foley  catheters,  chest  tubes,  pacemaker  elec- 
trodes, intravenous  lines,  and  endotracheal  cathe- 
ters studied  after  surgery  will  be  designated  “early 
postoperative  colonization”  and  the  finding  of  a 
positive  culture  from  a wound  or  blood  “postoper- 
ative infection.”  There  was  a total  of  137  cases. 
Preoperative  cultures  were  positive  for  potential 
pathogens  as  follows:  in  urine,  16,  in  the  naso-  | 

pharynx,  8,  and  in  other  sites,  6.  The  apparently 
same  organisms  reappeared  postoperatively  in  the 
following  way:  in  urine,  postoperative  coloniza- 

tion appeared  7 times  and  postoperative  infection 
4 times;  postoperative  colonization  appeared  in 
the  nasopharynx  twice  while  postoperative  infec-  . 
tion  appeared  once;  and  postoperative  coloniza-  \ 
tion  and  postoperative  infection  both  appeared  in 
other  sites  once. 

Early  postoperative  colonization  in  the  137  cases 
occurred  as  follows: 

Urine  and/or  Foley  catheter:  65 

Sputum  and/or  endotracheal  tube:  43 

Intravascular  pressure  lines:  26 

Chest  tubes:  24 

In  all,  122  cases  had  one  or  more  examples  of 
early  postoperative  colonization,  a few  of  which,  as 
described  previously,  could  be  traced  to  the  preop- 
erative period. 

Postoperative  infection  was  apparent  in  29  of 
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the  137  patients.  These  were  distributed  as  fol- 
lows: groin,  13;  sternotomy  skin  incision,  18  (27 
patients);  and  blood,  4.  Five  of  these  were  serious, 
and  2 patients  died,  both  in  the  first  period.  Hos- 
pital stay,  however,  was  prolonged  in  most  cases 
since  the  potential  seriousness  of  even  a stitch  ab- 
scess in  a postoperative  cardiac  patient  was 
enough  to  merit  further  close  hospital  observation. 
Of  these  29  patients,  6 had  the  apparently  same 
organism  cultured  preoperatively,  and  19  had  the 
same  organism  present  as  an  early  postoperative 
contaminant,  with  an  overlap  between  these  two 
categories,  so  that  23  of  the  29  patients  had  pre- 
viously positive  cultures,  while  only  6 patients  had 
entirely  negative  cultures  before  the  wound  or 
blood  became  positive. 

The  significance  of  postoperative  contamination 
is  illustrated  in  Table  I. 

Many  patients  had  more  than  one  positive  cul- 
ture or  infection.  It  is  important  to  recognize  that 
there  were  no  symptoms  associated  with  postoper- 
ative contamination,  and  had  the  cultures  not 
been  taken,  the  relationship  to  later  infection 
would  never  have  been  apparent.  Of  the  4 pa- 
tients with  positive  blood  cultures,  all  had  the 
same  organism  present  in  urine,  sputum,  and,  in 
one  case,  urine,  sputum,  chest  tube,  and  intravas- 
cular catheter  prior  to  the  positive  culture. 

There  was  a complex  bacteriologic  picture,  and 
a wide  variety  of  organisms  was  found.  Gram- 
negative bacteria  constituted  two  thirds  of  the 
contaminants  in  groups  A and  B and  slightly  less 
in  group  C.  Staphylococcus  coagulase  negative 
and  Streptococcus  faecalis  in  equal  numbers  con- 
stituted virtually  all  the  gram-positive  organisms 
throughout  with  their  proportion  increased  in 
group  C.  The  ratio  of  presence  as  a contaminant 
to  presence  as  an  infecting  agent  was  highest  for 
coagulase-negative  staphylococcus,  and  infections 
due  to  this  organism  and  Streptococcus  faecalis 
represented  more  than  half  of  the  total  infections 
throughout  all  three  periods.  Coagulase-positive 
staphylococcus  occurred  twice  and  only  in  the  first 
period.  There  was  no  special  predilection  of  orga- 
nism for  sites  of  contamination. 

This  study  has  demonstrated:  (1)  the  impor- 

tance of  preoperative  infection  in  the  genesis  of 
postoperative  infection,  (2)  the  widespread  con- 
tamination of  the  patient  that  occurs  in  the  inten- 
sive care  environment  despite  careful  manage- 
ment, and  (3)  the  relationship  of  this  asymptomat- 
ic early  postoperative  contamination  to  subse- 
quent symptomatic  minor  or  major  infection. 
However,  at  the  same  time,  the  study  iqevitably 
raises  certain  questions:  What  are  the  source  or 
sources  of  early  postoperative  contamination?,  and 
what  measures  can  be  used  to  prevent  early  post- 
operative contamination  and  subsequent  infec- 
tion? 

Attempts  to  find  sources  for  the  contaminating 


organisms  by  culturing  the  nasopharynges  of  oper- 
ating room  personnel  and  placing  culture  plates  in 
the  operating  room  were  quite  unsuccessful. 
Clearly  more  sophisticated  and  thorough  tech- 
niques might  have  yielded  far  more  information. 
Another  potential  mechanism  for  simultaneous 
spread  of  an  organism  to  multiple  sites  would  be 
via  the  cardiopulmonary  bypass  machine.  Pump 
blood  was  sampled  in  12  cases,  and  the  whole  dis- 
posable oxygenator  and  its  residual  blood  was  cul- 
tured. A positive  culture  was  obtained  in  only  1 of 
20  cases.  In  that  case  no  early  contaminants  were 
found,  and  no  infections  occurred  while  contami- 
nation and/or  infection  did  occur  in  several  of  the 
cases  with  negative  pump  blood  cultures. 

It  is  possible  that  contamination  also  takes  place 
in  the  intensive  care  unit.  Inspection  of  the  rec- 
ords of  other  patients  in  the  intensive  care  unit  at 
the  same  time  failed  to  reveal  any  correlations.  As 
yet,  therefore,  we  have  not  explained  the  source  of 
contamination  in  most  patients  except  in  those  in 
whom  a positive  culture  at  one  site  or  another  was 
already  present  preoperatively. 

The  changes  in  technique  introduced  during 
this  study  to  prevent  contamination  and  infection 
were  largely  based  on  the  assumption  that  the 
sources  were  related  to  the  operating  room  envi- 
ronment and  personnel.  Their  effect  was  not  sig- 
nificant. Similarly,  varying  the  prophylactic  anti- 
biotics during  the  last  period  had  no  apparent  in- 
fluence. Despite  the  fact  that  sodium  cephalothin 
is  effective  in  our  institution  against  more  than  90 
per  cent  of  most  types  of  gram-negative  organisms 
found  in  our  series,  its  use  as  a prophylactic  antibi- 
otic produced  no  change  in  incidence,  site  or  type 
of  contamination  or  infection. 

Summary 

Preoperative  patient  infection  is  a potent  source 
of  later  postoperative  major  or  minor  infection. 
Widespread  contamination  occurs  in  the  early 
postoperative  period  in  an  intensive  care  unit  pop- 
ulation, particularly  of  the  Foley  catheter  and  en- 
dotracheal tube,  despite  strict  aseptic  technique. 
Subsequent  major  or  minor  infections  are  highly 
likely  to  be  caused  by  apparently  the  same  orga- 
nisms. 


Discussion 

Frederick  Bowman,  M.D.,  New  York  City. 
First  of  all,  let  me  say  that  the  authors  are  to  be 
commended  for  pursuing  this  type  of  study  and  for 
bringing  up  this  discussion,  since  it  should  certain- 
ly come  up  from  time  to  time.  At  Presbyterian 
Hospital  we  are  interested  in  infection  as  is  every 
cardiac  surgeon.  In  1965  we  did  present  to  the 
American  Association  of  Thoracic  Surgery  our  ex- 
perience with  bacterial  endocarditis  in  patients 
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undergoing  open-heart  surgery.  We  tried  to  draw 
some  conclusions,  and  like  Dr.  Frater,  we  cannot 
say  that  these  conclusions  are  absolutely  accurate. 
They  are  somewhat  different  from  his.  Our  con- 
clusions at  that  time  were  that  patients  were  prob- 
ably colonized  in  the  operating  room,  and  usually 
with  a coagulase-negative  staphylococcus  albus  as 
the  predominant  offender.  J.  Ankeney,  M.D.,*  at 
that  time  had  reported  that  he  had  run  cultures  on 
various  aspects  of  the  cardiac  perfusion  apparatus 
and  had  suggested  that  his  cultures  showed  a high- 
er contamination  in  blood  taken  through  the  pump 
suckers  returning  blood  from  the  operative  field 
into  the  pump  oxygenator.  We  have  not  done 
this,  and,  in  fact,  our  pump  blood  cultures  have 
been  negative.  In  addition  to  colonization  in  the 
operating  room,  we  also  felt  that  in  the  early  post- 
operative time  a second  very  likely  source  of  con- 
tamination, especially  if  it  was  a gram-negative  of- 
fender, would  be  the  genitourinary  tract  or  per- 
haps groin  cannulae  sites.  Our  main  conclusion 
was  that  even  though  we  could  not  say  for  certain 
when  these  patients  became  colonized,  in  view  of 
our  experience  at  that  time,  we  did  feel  very  defi- 
nitely that  high-dosage  antibiotic  therapy  should 
be  given  to  patients  undergoing  open-heart  sur- 
gery, especially  those  having  valve  replacements. 
Our  main  purpose  was  to  cover  colonization  due  to 
staphylococcus,  especially  Staph,  epidermidis,  and 
to  give  patients  coverage  against  gram-negative  in- 
vaders also.  At  the  present  time  we  feel  that  oper- 
ative infection  is  not  a major  problem  using  this 
regimen,  but  we  have  always  tried  to  keep  in  mind 
the  potential  dangers  along  that  line,  and  this  is 
the  reason  I believe  it  is  good  to  review  the  prob- 
lem frequently.  We  now  see  only  a very  rare  pros- 
thetic valvulitis,  in  which  we  feel  that  the  infection 

* Marsten,  J.  L.,  Cooper,  A.  G.,  and  Ankeney,  J.  L..  Acute 
cardiac  tamponade  due  to  perforation  of  a benign  mediastinal 
teratoma  into  the  pericardial  sac.  Review  of  cardiovascular 
manifestations  of  mediastinal  teratomas,  J.  Thorac.  Cardio- 
vasc.  Surg.  51:  700  (1966). 


occurred  during  surgery  or  in  the  early  postopera- 
tive period.  The  major  problems  we  see  now  are 
secondary  infections  which  occur  later  on  after 
surgery.  We  use  high-dosage  penicillin  intrave- 
nously for  five  days,  a high  dosage  oxacillin  intra- 
venously for  five  days,  and  then  round  out  the  cov- 
erage with  either  kanamycin  or  streptomycin  for 
five  days.  Our  recorder,  who  reviews  our  charts 
and  notes  a number  of  things  for  us,  has  reviewed 
the  hospital  courses  of  900  patients  operated  on 
since  we  included  this  triple  antibiotic  coverage. 
In  these  900  patients  we  have  had  no  significant 
sternal  infection  or  bacterial  mediastinitis.  We 
have  noted  between  1.5  to  2 per  cent  minor  wound 
infections  which  responded  to  local  therapy. 
However,  we  do  see,  as  everyone  does,  problems  of 
nosocomial  infection  in  the  patient  who  does  not 
respond  rapidly  to  surgical  procedures,  such  as  pa- 
tients who  undergo  prolonged  assisted  ventilation, 
those  patients  who  need  prolonged  periods  of  ste- 
roid treatment,  and  those  patients  who  are  under 
prolonged  periods  of  antibiotic  therapy  for  one 
reason  or  another.  We  have  had  an  occasional 
case  of  Serratia  infection,  occasional  Pseudomo- 
nas, resistant  staphylococcus,  and  several  patients 
with  fungal  infections  prior  to  death.  I would  like 
to  conclude  my  comments  by  saying  that  we  do  not 
know  exactly  when  the  patients  are  colonized  in  all 
instances,  but  we  do  feel  that  there  is  still  a good 
chance,  since  the  major  offender  in  our  experience 
has  been  the  staphylococcus,  that  these  patients 
are  colonized  in  the  operating  room.  We  do  feel 
that  proper  antibiotic  treatment  toward  this  pos- 
sibility should  be  given  and  that  it  is  not  strictly 
prophylactic  antibiotic  therapy,  but  is  more  likely 
therapeutic  in  many  cases,  without  waiting  for  the 
diagnosis  of  infection  to  be  established.  Possibly 
the  length  of  operation  and  the  length  of  cardio- 
pulmonary bypass  are  important  in  colonization. 
Certainly  postoperative  hemostasis  and  attention 
to  rigid  surgical  principles  and  sterile  techniques 
as  well  as  care  of  the  wound  is  of  great  importance. 
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Repeated  attempts  have  been  made  to  decrease 
the  incidence  of  valve  thrombosis,  infection,  embo- 
lism, and  fibroblastic  overgrowth  with  orifice  oc- 
clusion and/or  poppet  sticking.  Sequential  stud- 
ies from  this  laboratory  have  revealed  various  so- 
lutions to  these  problems.  The  first  problem, 
valve  thrombosis,  can  be  prevented  by  use  of 
“electrochemically  clean”  oxide-free  negatively 
charged  nonthrombogenic  metallic  surfaces.  Alu- 
minum, Starr-Edwards  stellite  21,  titanium,  and  a 
recently  developed  metal  surface  from  Howmedica 
seem  to  provide  this  antithrombogenic  character- 
istic along  with  appropriate  uniform  net  negative 
surface  potentials. 

Light  electron  and  scanning  electron  microscop- 
ic studies  of  the  surfaces  and  composition  of  heal- 
ing characteristics  of  100  valves  implanted  in  the 
mitral  and  tricuspid  annuli  of  calves  for  periods  as 
long  as  seven  hundred  sixty-five  days  have  been 
completed.  The  scanning  electron  microscope 
and  transmission  electron  microscope  pictures 
have  proved  of  real  value  in  developing  insight 
into  the  pathologic  processes  found  in  dysfunc- 
tioning  valves. 

The  use  of  cloth  around  struts  leads  to  abnormal 
fibrin  deposition  in  the  cloth  interstices  covering 
the  metallic  valve  surfaces  with  invasive  fibro- 
blasts followed  by  abnormal  collagen  production, 

*By  invitation. 


sequential  platelet  deposition,  and  significant  re- 
petitive onion  layering  of  fibrin  on  strut  surfaces. 
This  results  in  increasing  strut  diameter,  poppet 
sticking,  and  increased  transvalvular  pressure  gra- 
dients. 

Infection,  fibroblastic  overgrowth  on  the  cuff, 
and  orifice  occlusion  can  be  prevented  by  use  of 
the  Dacron-reinforced  autogenous  venous  skirt 
which  heals  as  normal  autogenous  tissue  to  the 
valve  orifice.  The  remaining  problems  are  obviat- 
ed by  the  use  of  clean  surfaces  and  appropriately 
designed  valves  as  shown  by  (low,  electrochemical, 
and  valve  surface  studies  before  and  following  im- 
plantation. The  characteristic  photographs  and 
surface  phenomena  changes  found  using  the  new 
techniques  are  presented  along  with  related  inter- 
facial potentials  and  characteristic  light,  electron, 
and  scanning  electron  microscopy  histology. 

Discussion 

Martin  Kaplitt,  M.D.,  Manhasset,  New  York. 
Thank  you,  Dr.  Wichern,  for  the  privilege  of  dis- 
cussing the  report.  While  working  over  the  years 
with  Dr.  Sawyer  in  the  laboratory  we  were  fasci- 
nated with  the  idea  that  the  Dacron  metal  junc- 
tion, which  was  always  judged  to  be  the  primary 
source  for  most  of  the  problems  of  the  valve,  was 
left  untouched  as  the  designs  of  the  valve  changed. 
In  addition  to  the  problem  posed  by  the  metal, 
which  Dr.  Sawyer  has  described,  we  were  particu- 
larly interested  in  the  fact  that  when  cloth-covered 
valves  came  into  use,  while  the  problem  of  emboli 
seemed  to  be  somewhat  reduced,  the  question  of 
encapsulation  and  continuous  overgrowth  of  tissue 
remained.  During  the  time  that  Dr.  Sawyer  im- 
planted various  skirted  valves  in  calves,  we  were 
able  to  see  how  well  they  healed  and  most  impor- 
tantly how  the  healing  was  self-limited,  rather 
than  continuously  progressive  as  a foreign-body 
reaction.  We  had  an  occasion  to  test  this  clinical- 
ly when  Dr.  Robinson  at  Montefiore  Hospital  re- 
moved an  infected  Starr-Edwards  valve  and  re- 
placed it  with  a venous  skirted  Wada  valve.  The 
patient  did  well,  and  this  clinical  application  was 
mentioned  when  Dr.  Sawyer  presented  the  venous 
skirt  concept  at  the  American  Heart  meeting  four 
years  ago. 

As  Dr.  Sawyer  showed,  it  is  possible  to  fashion  a 
valve  with  a groove  at  its  base  which  will  accept  a 
skirt  that  can  be  readily  fashioned  at  the  operating 
table.  Cutter  Laboratories  has  devised  a pyrolite 
valve  with  titanium  struts  which  accepts  the  au- 
togenous tissue  readily. 

The  Dacron  ring  is  slipped  through  the  inverted 
vein  so  that  the  intimal  surface  is  exposed.  The 
vein  is  then  sutured  to  itself  around  the  Dacron 
sewing  ring  so  that  the  Dacron  is  completely  cov- 
ered. We  have  used  a Lillehei-Kaster  valve  which 
was  so  large  that  a venous  skirt  could  not  be  ap- 
plied. We  used  pericardium,  reversing  it  and  sew- 
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ing  it  as  we  would  a vein,  to  completely  cover  the 
Dacron  ring,  eliminating  the  cloth-metal  junction. 

This  patient,  four  months  postoperatively,  was 
doing  very  well,  without  anticoagulants. 

Charles  Bailey,  M.D.,  New  York  City.  After 
such  a beautiful  presentation  and  a wonderful  in- 
terdisciplinary effort  that  Dr.  Sawyer  made,  I 
would  not  want  to  say  anything  to  detract  from  it. 
I wish  I could  do  that  kind  of  work  myself.  How- 
ever, the  beautiful  concept  of  Dr.  Kaplitt  and  the 
evidence  that  these  tissue  valves  were  so  well  toler- 
ated, in  this  case  pericardium,  which  is  not  a truly 
intravascular  structure  ever,  convinces  me  all  the 
more  that  the  use  of  autologous  tissue  for  valvular 
reconstruction  ought  to  be  a little  more  acceptable 
than  it  has  been  in  the  past.  It  seems  to  us  that 
skirting  the  metal,  the  pyrolite,  or  the  Dacron  with 
a living  tissue,  is  offering  the  body  its  own  tissue 
which  it  will  accept  in  the  usual  biologic  fashion. 
After  all,  that  is  what  you  do  with  the  Dacron  cov- 
ering of  the  strut.  You  get  a deposition  of  fibrin, 
you  get  fiberblasts  in  there,  and  pretty  soon  you 
have  a pseudointima.  A living  tissue  is  there.  I 
wonder  if  perhaps  we  are  not  going  finally  to  come 
back  to  reconstruction  with  tissue  de  novo,  rather 
than  using  the  skeleton  of  metal,  ball  valves,  and 
what  not  as  the  replacement  for  the  damaged 
valve. 

Dr.  Frater:  I am  also  fascinated  by  Dr.  Saw- 
yer’s presentation.  As  a matter  of  fact,  fifteen 
years  ago,  I took  Dr.  Sawyer’s  principles  and  gold- 
plated  a few  valves,  expecting  to  put  a negative 
charge  on  some  of  them.  What  happened  in  those 
gold  plated  valves,  aside  from  the  fact  that  I took 
them  home  again  later  on,  was  that  although  no 
thrombus  formed  on  the  gold-plated  surface,  the 
thrombus  did  form  where  the  tissue  joined  the 
gold-plated  surface.  At  some  point  the  tissue  has 
to  join  the  gold-plated  surface;  not  at  the  fabric- 
metal  interface,  but  at  the  point  where  the  tissue 
joins  whatever  foreign  substance  that  constitutes 
the  problem.  And,  at  that  point,  thrombus  did 
form,  and  according  to  flow  patterns  it  might  be 
low  in  profile  or  might  build  out  into  some  sort  of  a 
tail  ultimately  breaking  off  and  resulting  in  an  em- 
bolus. What  has  worried  me  about  the  concept  of 
a polished  ultra-clean  metal  surface  of  the  design 
you  describe  is  that  if  there  is  any  abnormal  flow 
pattern  in  relationship  to  the  prosthesis,  then  from 
the  point  where  tissue  makes  contact  with  it,  there 
may  be  tails  of  thrombus  going  out  into  the  circu- 
lation, and  so  form  potential  emboli.  I agree  with 
you  totally  that  all  the  valves  we  are  putting  in 
now  do  make  thrombi,  and  the  fact  that  we  don’t 
diagnose  them  is  no  reason  to  be  confident  or  be 


happy  in  what  we  are  doing. 

Dr.  Sawyer:  Thank  you  all  for  your  comments. 
It’s  impossible  to  predict  what  is  going  to  happen 
in  this  society.  I heard  a second  comment  at  in- 
termission that  as  the  money  gets  less,  research 
gets  better,  and  you  know  it’s  true.  So,  what  we 
have  to  invest  in  has  to  be  a very  good  project,  and 
I guess  probably  that  is  what  is  happening,  but  in 
answer  to  the  multiple  questions,  Dr.  Bailey,  I 
could  not  agree  with  your  more.  Now  all  of  the 
advantages  of  biologic  tissue  valves  accrue  in  their 
construction  if  one  can  maintain  them  in  their  nor- 
mal biologic  flexible  state  following  implantation. 
The  biologic  prosthesis  presents  all  of  the  positive 
physiologic  advantages  of  central  flow  and  all  of 
the  natural  built-in  biologic  advantages  that  God 
gave  us  by  having  the  valve  as  we  normally  have  in 
our  hearts.  The  basic  problem  as  Dr.  Bailey  has 
studied  it,  and  as  I have  studied  it  for  over  twenty 
to  twenty-five  years,  hasn’t  been  touched  on  by 
Dr.  Bailey  and  by  Charley  Huffnagel;  it  is  that  the 
valves  stiffen  as  fibroblasts  grow  into  them,  and 
the  problem  has  always  been  how  to  maintain 
them  in  their  normal  physiologic  state.  Maybe 
Warren  Hancock  has  come  up  with  an  answer  in 
his  balanced  glutaldhyde  tanned  valves,  which  are 
actually  heterografts.  There  are  some  projected 
improvements  in  the  offing  in  this  area.  Maybe 
before  long  we  will  have  a five-  to  ten-year  expec- 
tancy for  a biologic,  beautifully  tanned,  negatively 
charged  valve  for  implantation.  If  that  happens,  I 
•think  perhaps  this  would  help  at  least  in  an  inter- 
mediary form  to  change  some  of  our  problems  or 
solve  them.  Dr.  Frater,  I hate  to  tell  you,  sir,  but 
gold  is  a very  nice  thrombogenic  surface.  Wherev- 
er gold  meets  the  biologic  interface  you  will  have  a 
continuing  series  of  rouleaux  formation  involving 
platelet  formation  and  microembolization  with 
platelet  groups  in  the  order  of  magnitude  of  about 
100  to  1,000  platelets  per  embolus.  That  doesn’t 
show  very  much  in  the  human  being  unless  you 
have  the  valve  in  for  somewhere  in  the  range  of 
from  four  to  ten  years.  And  then  you  start  to  see 
cerebral  vascular  changes  in  the  patient  after  a 
very  long  implantation.  Gold  is  an  extraordinarily 
interesting  material.  When  one  goldplates  some- 
thing, you  cannot  always  protect  its  electrochemi- 
cal interreactions  with  blood  which  is  after  all  an 
extremely  corrosive  form  of  sea  water.  I do  think 
that  the  problem  is  only  in  part  solved  by  the  ve- 
nous ring,  but  I can  see  immediately  that  the  bio- 
logic solution  to  the  problem  is  the  obvious  and 
appropriate  one. 

The  following  report  will  he  given  in  its  entire- 
ty- 
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Permanent  ventricular  pacing  has  had  generous 
support  by  the  medical  community  in  the  past  ten 
years  because  the  therapeutic  results  have  yielded 
unassailable  and  recognized  achievements.1-2 
Since  its  inception,  a variety  of  methods  for  the 
placement  of  the  myocardial  electrode  have  been 
introduced.  Perhaps  no  one  method  has  been  as 
well  received  and  widely  utilized  as  the  transve- 
nous endocardial  method  in  which  the  myocardial 
electrode  is  inserted  under  fluoroscopic  control  via 
a major  tributary  of  the  superior  vena  cava  and 
wedged  into  the  trabeculae  near  the  apex  of  the 
right  ventricle. 

* By  invitation. 


FIGURE  1.  Screw-in  myocardial  lead  installed  in  handle 
(25  cm.  in  length).  Handle  used  to  rotate  electrode  coil 
(inset  bottom)  into  epimyocardium.  Long  plastic  tool  (27 
cm.  in  length)  right  used  to  free  electrode  head  from  han- 
dle. Attached  to  proximal  end  of  conductor  is  connector 
pin  for  connecting  lead  to  pulse  generator  (inset  top). 
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FIGURE  2.  Details  of  electrode  head.  Stimulating  tip 
area  provides  high-current  density  needed  for  low-stimula- 
tion thresholds,  minimum  current  drain,  and  maximum 
pacemaker  life.  Dacron  netting  (mesh)  interfaces  with 
ventricular  surface  and  enhances  fibrotic  anchoring. 


The  transvenous  method  undoubtedly  has  ac- 
complished enviable  results;  nonetheless,  two 
major  complications  exist:  loss  of  effective  pacing 
because  of  changes  in  catheter  position,  and  perfo- 
ration of  the  myocardial  wall  incident  to  migration 
of  the  floating  catheter  tip.3-5 

Approximately  two  years  ago,  we  introduced  at 
Columbus  Hospital  an  entirely  new  method  for  in- 
sertion of  the  myocardial  lead  in  which  the  elec- 
trode is  torqued  into  the  wall  of  the  right  ventricle. 
This  technique  has  overcome  a number  of  serious 
objections  to  the  transthoracic  (transpleural) 
method  in  which  the  electrode  is  sutured  directly 
into  the  ventricular  myocardium. 

In  the  method  advocated,  certain  special  fea- 
tures include  local  anesthesia  and  noninvasion  of 
the  pleural  space.  Additionally,  the  surgical  ap- 
proach permits  ample  exposure  of  the  anterior  and 
diaphragmatic  surfaces  of  the  right  ventricle,  al- 
lowing easy  insertion  of  the  “screw-in”  electrode. 
Our  experience  with  this  new  electrode  has  been 
most  gratifying.  We,  therefore,  report  briefly  our 
initial  experience  with  this  pacemaker  technique 
utilized  in  36  patients,  and  the  specific  surgical  ap- 
proach devised  and  developed  by  the  authors. 

Description  of  myocardial  lead 
and  “screw-in”  electrode 

The  Medtronic  Model  6917  myocardial  pacing 
lead  is  a unipolar  lead  consisting  of  a conductor,  an 
electrode  plate,  a spiral  electrode,  a connector  pin, 
and  insulating  material  (Figs.  1 and  2). 

The  conductor  consists  of  6 platinum  ribbons 
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reinforced  around  polyester  yarn  and  brought  to- 
gether around  a center  core  of  this  material.  The 
entire  structure  is  covered  with  silicone  rubber  in- 
sulation. The  construction  is  such  to  provide  tol- 
erance to  flexural  stresses  and  a lead  break 
strength  exceeding  20  pounds. 

At  the  distal  end  of  the  conductor  is  a spiral 
electrode  made  of  90  per  cent  platinum  and  10  per 
cent  iridium.  The  electrode  is  3 mm.  in  diameter 
and  6 mm.  in  length,  and  it  emerges  from  the  flat 
side  of  a silicone  rubber  electrode  plate.  A disk  of 
Dacron  mesh  is  located  on  the  surface  of  the  elec- 
trode plate.  At  the  proximal  end  of  the  conductor 
is  a connector  pin  which  is  inserted  into  the  pulse 
generator  (Fig.  1 inset,  top). 

Preparation  for  operation 

Temporary  transvenous  endocardial  pacing  is 
instituted  in  all  patients  before  surgery  for  preop- 
erative and  intraoperative  control  of  cardiac  rate 
and  rhythm.  An  infusion  of  glucose  in  water  is 
started  on  the  day  of  surgery.  The  patient  is 
given  meperidine  hydrochloride  (Demerol),  25  to 
75  mg.,  and  atropine  sulfate,  0.2  to  0.6  mg.,  intra- 
muscularly (depending  on  the  age,  size,  and  health 
status  of  the  patient)  thirty  minutes  before  opera- 
tion. Diazepam  (Valium)  is  administered  by  the 
intravenous  route  just  prior  to  the  operative  proce- 
dure in  increments  of  2.5  to  5 mg.  every  several 
minutes  until  the  desired  sedative  and  tranquiliz- 
ing  effects  are  obtained. 

Anesthesia 

The  operation  is  performed  under  local  anesthe- 
sia supplemented  with  incremental  doses  of  di- 
azepam and/or  neurolept  analgesia  (Innovar). 
The  operative  site  and  the  anterior  branches  of  the 
intercostal  nerves  (4  to  7 inclusive,  about  3 cm.  lat- 
eral to  the  sternum  on  each  side)  are  infiltrated 
with  lidocaine  (Xylocaine),  0.5  per  cent  solution. 
The  pericardium  is  also  infiltrated  with  lidocaine 
prior  to  opening  the  pericardial  sac,  and  once 
opened,  a small  amount  is  instilled  in  the  sac. 
Oxygen  is  administered  by  mask.  In  the  very  anx- 
ious or  uncooperative  patient,  general  anesthesia 
may  be  preferred. 

Operation 

Transxiphisternal  (extrapleural).  The  pa- 
tient is  placed  supine  on  the  operating  table,  and 
the  anterior  chest  wall  and  upper  abdorqen  are 
prepared  and  draped  in  the  usual  manner.  A ver- 
tical midline  incision  approximately  6 inches  long 
is  made  through  the  skin  and  subcutaneous 
tissues;  electrocoagulation  current  is  used.  The 
incision  is  begun  at  the  level  of  the  fourth  costal 
cartilage  and  is  extended  downward  over  the  lower 
sternum,  xiphoid  process,  and  through  the  linea 
alba,  exposing  preperitoneal  fat  (Fig.  3).  The 


FIGURE  3.  Diagram  showing  heart,  pleurae  and  lungs 
projected  through  structures  of  chest  wall.  Note  extra- 
pleural area  beneath  xiphisternum  and  midline  incision  site. 


right  and  left  costal  arches  are  then  retracted  an- 
tero-laterally. 

The  xiphoid  process  (variable  in  configuration 
and  frequently  depressed  dorsad)  is  freed  from 
surrounding  tissues  sufficiently  to  permit  intro- 
duction of  the  index  finger  into  the  anterior  medi- 
astinum. The  xiphoid  is  then  grasped  with  a 
Kocher  forceps  and  excised  using  Mayo  scissors;  a 
1-cm.  segment  of  adjacent  sternum  is  also  removed 
with  a large  double-action  bone  rongeur.  Removal 
of  the  xiphoid  is  a key  point  in  the  operation  since 
release  of  the  many  muscles  attached  to  this  struc- 
ture results  in  a free  anatomic  area. 

With  the  xiphoid  and  a small  segment  of  ster- 
num removed,  a relatively  small  area  of  pericar- 
dium and  underlying  heart  is  exposed.  We  there- 
fore now  routinely  split  the  lower  midsternum 
cephalad  with  sternum  shears  or  rib  shears,  Be- 
thune  type,  to  the  level  of  the  fourth  or  fifth  inter- 
space where,  if  necessary,  the  sternum  is  cut 
transversely  (Fig.  4).  This  added  midsternal  inci- 
sion brings  about  the  required  exposure  for  appro- 
priate insertion  of  the  screw-in  electrode  with  little 
expenditure  of  effort  and  time  and  without  pleural 
penetration  or  injury  to  the  internal  mammary 
vessels  occurring.  Figure  3 demonstrates  why  re- 
moval of  the  xiphoid,  a 1-cm.  segment  of  adjacent 
sternum,  and  a limited  midsternotomy  can  be  per- 
formed without  entering  the  pleural  space. 

The  fixed  sternum  is  then  brought  forward  with 
a rake,  the  left  sternal  segment  is  pulled  to  the  side 
using  a rake,  and  the  diaphragm  is  pushed  back- 
ward and  downward  with  a rigid  flat  ribbon  retrac- 
tor. The  pericardial  fat  is  grasped  in  the  midline, 
dissected  away  from  the  pericardium  by  blunt  dis- 
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FIGURE  4.  Illustration  showing  inverted  Y pericardiotomy 
incision  and  inferior  midsternotomy  (inset). 


section,  and  the  pericardium  is  then  incised  close 
to  its  diaphragmatic  attachment  with  an  inverted 
Y incision  (Fig.  4).  A retractor  is  then  inserted 
into  the  pericardial  sac  at  an  appropriate  site  and 
the  necessary  traction  applied.  This  maneuver 
permits  visualization  of  the  entire  right  ventricular 
surface  extending  to  the  interventricular  groove 
(Fig.  5). 

The  right  ventricle  is  inspected  and  palpated  for 
an  area  suitable  for  electrode  insertion,  that  is,  one 
which  is  free  of  epicardial  fat  and  coronary  vessels. 
A thin  layer  of  epicardial  fat  on  the  anterior  sur- 
face of  the  right  ventricle  does  not  preclude  elec- 
trode insertion.  A suitable  site  can  frequently  be 
found  in  the  midregion  of  the  anterior  surface  of 
the  right  ventricular  wall  close  to  the  interventric- 
ular groove  (Fig.  6).  The  most  advantageous  site 
for  electrode  insertion  is  determined  with  a spe- 
cially designed  exploring  electrode  needle.  This 
needle  is  inserted  into  various  sites  of  the  right 
ventricular  wall  offering  immediate  measurements 
of  both  stimulation  and  sensing  thresholds  (Fig. 
5). 

The  anterior  surface  of  the  right  ventricle  is  fa- 
■ vored  over  the  diaphragmatic  surface  since  the  lat- 
ter is  associated  with  a number  of  surgical  pitfalls. 
The  heart  must  be  retracted  (lifted  and/or  rotat- 
ed) and  held  in  a relatively  fixed  position  for  a pe- 
riod of  time  predisposing  to  dysrhythmias  and  hy- 
potension. Additionally,  if  bleeding  occurs  from 
the  diaphragmatic  surface  of  the  right  ventricle,  a 
:e  life-threatening  situation  may  follow.  Also,  the 
approach  to  the  anterior  wall  of  the  right  ventricle 
permits  the  surgeon  to  insert  the  electrode  perpen- 
dicular  to  the  cardiac  surface  leisurely  and  with  fa- 
■'  cility.  For  these  reasons,  the  authors  prefer  the 


FIGURE  5.  Illustration  depicting  right  ventricular  surface 
and  exploring  needle  which  aids  in  obtaining  lowest  stimu- 
lation and  maximal  sensing  thresholds  for  selection  of  ap- 
propriate electrode  insertion  site. 


FIGURE  6.  Heart  specimen  showing  preferred  ventricular 
implantation  site,  an  area  relatively  free  of  fat,  infarcts, 
and  fibrosis,  and  significantly  avascular. 


anterior  wall  of  the  right  ventricle  for  electrode  in- 
sertion. 

Unlike  the  right,  the  left  ventricle  is  not  within 
the  operative  purview  and  would  require  undue 
manipulation  for  accurate  electrode  insertion 
which  may  lead  to  surgical  hazards.  The  left  ven- 
tricle, however,  may  be  utilized  if  the  surgeon  se- 
lects a formal  thoracotomy  approach. 

Lead  installation  and  placement.  Once  the 
optimal  site  for  electrode  insertion  is  determined, 
the  electrode  tip  is  held  perpendicular  to  the  ante- 
rior surface  of  the  right  ventricle  and  is  “gently 
thrusted”  into  the  epimyocardium  and  minimally 
rotated  (Fig.  7).  The  handle  containing  the  myo- 
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FIGURE  7.  Illustration  showing  lead  installation  and  place- 
ment. Electrode  coil  held  perpendicular  to  selected  inser- 
tion site  on  anterior  surface  of  right  ventricle  and  leisurely 
torqued  into  myocardial  wall  with  three  clockwise  turns 
during  systole. 


cardial  lead  is  then  slightly  withdrawn  to  ascertain 
that  the  electrode  tip  has  been  affixed  to  the  myo- 
cardial wall.  These  maneuvers  are  important 
since  a good  grasp  facilitates  electrode  insertion. 

The  electrode  coil  is  then  leisurely  torqued  into 
the  wall  of  the  heart  with  three  clockwise  turns 
during  systole.  Because  of  the  screw-in  feature  of 
the  electrode  tip,  little  pressure  is  required  during 
its  insertion.  If  bipolar  pacing  is  desired,  a second 
lead  may  be  installed  approximately  2.5  cm.  adja- 
cent to  the  insertion  of  the  first  lead. 

Following  electrode  insertion  and  before  releas- 
ing the  myocardial  lead  from  the  handle,  the  au- 
thors measure  thresholds  for  stimulation  and  sens- 
ing. When  the  desired  thresholds  are  obtained, 
the  lead  is  then  disengaged  from  the  handle.  Re- 
lease of  the  lead  is  accomplished  by  simply  insert- 
ing the  long  plastic  tool  into  the  handle’s  hollow 
center  (Fig.  1).  The  connector  pin  (proximal  end 
of  the  myocardial  lead)  is  then  attached  to  the 
pulse  generator  (Fig.  1 inset,  top)  which  is  housed 
in  one  of  three  areas:  left  subcostal,  midepigas- 

trium, or  right  subcostal,  according  to  sensing 
measurements  (Fig.  8). 

The  pericardium  is  left  open,  and  the  underly- 
ing tissues  and  skin  are  brought  together  in  rou- 
tine fashion.  Rarely  is  drainage  of  the  operative 
site  necessary. 

Patient  material 

Thirty-six  patients  were  selected  for  implanta- 
tion of  the  sutureless  screw-in  electrode.  The  ages 
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FIGURE  8.  Photograph  of  patient  subjected  to  transxi- 
phisternal  approach,  using  “screw-in”  electrode.  Note 
line  of  incision,  pulse  generator,  in  left  subcostal  region. 


ranged  from  fifty-four  to  ninety-nine;  there  were 
20  female  patients  and  16  male  patients.6 


Results 


In  all  36  patients,  ventricular  pacing  was  imme- 
diately established  following  implantation  of  the 
spiral  electrode  into  the  wall  of  the  right  ventricle. 
Minimal  stimulation  thresholds  using  an  external 
battery  operated  pacemaker  ranged  between  0.4  to 
1.5  ma.  with  sensing  thresholds  ranging  between  3 
to  6 mv.  All  patients  had  local  anesthesia  except  4 
who  were  extremely  nervous  and  apprehensive. 

Postoperative  complications  were  minimal,  con- 
sisting of  auscultatory  pericarditis  (posttraumatic) 
in  4 patients,  requiring  no  specific  therapeutic 
measures  and  disappearing  in  a period  ranging 
from  two  days  to  two  weeks,  atrial  fibrillation  of 
short  duration  in  3 patients,  easily  controlled  with 
conventional  doses  of  digitalis,  and  mild  unilateral 
pleural  effusion  in  3 patients,  clearing  sponta- 
neously within  seven  to  ten  days.  There  were  2 
deaths,  1 two  months  postoperatively  from  intrac- 
table congestive  heart  failure  and  the  other  from 
myocardial  infarction  following  a major  orthopedic 
procedure. 

Twenty  months  have  elapsed  since  initial  screw- 
in  electrode  implantation.  The  average  follow-up 
time  for  the  entire  series  of  patients  is  nine 
months.  Follow-up  studies  have  demonstrated 
unfailing  continued  pacing  function  in  all  patients 
with  demand  or  asynchronous  mode  of  pacing 
There  have  been  no  instances  of  wire  breakage,  in- 
fection, or  electrode  extrusion. 


Comment 

The  introduction  of  the  screw-in  myocardia 
electrode,  therefore,  represents  an  important 
method  for  permanent  ventricular  pacing.  It  has 
reaffirmed  the  value  of  the  epicardial  approach 
and  has  enhanced  its  applicability  in  view  of  its 
demonstrable  efficacy  and  relatively  low  incidence; 
of  complications.7  9 
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FIGURE  9.  Photograph  of  cadaver  heart  showing  excel- 
lent retentive  properties  (ability  to  withstand  pull)  of  elec- 
trode tip  coil  when  inserted  into  epimyocardium. 


The  surgical  approach  is  relatively  simple.  It  is 
confined  to  the  lowermost  anterior  mediastinum, 
the  xiphisternal  area,  without  invasion  of  the  pleu- 
ral space,  thereby  eliminating  the  need  for  endo- 
tracheal intubation  and  its  potential  hazards. 
Moreover,  the  procedure  may  be  performed  under 
local  anesthesia  avoiding  the  complications  associ- 
ated with  general  anesthesia.  In  our  experience, 
we  have  found  electrode  implantation  into  the  an- 
terior right  ventricular  myocardium  in  the  vicinity 
of  the  interventricular  groove  to  be  effective  and 
secure.  Early  in  our  experience,  the  electrode  was 
affixed  to  the  diaphragmatic  surface  of  the  right 
ventricle  in  a few  patients. 

Threshold  measurements  for  stimulation  and 
sensing  have  been  within  the  desired  range  and 
have  matched  our  experience  with  threshold  re- 
sults obtained  via  endocardial  contact.  From  a 
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theoretic  point  of  view,  the  right  ventricle  offers 
less  chance  for  significant  rise  in  chronic  stimula- 
tion thresholds  with  possible  pacemaker  failure 
than  the  left  ventricle  since  the  right  ventricle  is 
rarely  involved  with  ischemic  injury  or  infarction 
with  subsequent  fibrosis. 

It  is  to  be  noted  that  in  a series  of  25  hearts  ex- 
amined at  necropsy  by  one  of  us  (E.A.N.),  the  elec- 
trode coil  was  torqued  into  the  anterior  right  ven- 
tricular surface  in  a variety  of  areas,  and  in  no  in- 
stance was  there  evidence  of  penetration  by  the 
coil  into  the  cardiac  chamber  (Fig.  6).  Moreover, 
the  excellent  retentive  properties  (ability  to  with- 
stand pull)  of  the  electrode  coil  were  observed  by 
the  following  simple  maneuver.  The  spiral  elec- 
trode was  screwed  into  the  cadaver  heart  and 
pulled  upward  via  the  lead  above  the  level  of  the 
table,  and  in  each  instance,  the  electrode  main- 
tained a secure  and  fixed  position  (Fig.  9). 

Summary 

A new  pacemaker  electrode  providing  perma- 
nent ventricular  implantation  by  a sutureless 
“screw-in”  technique  is  described.  A safe  surgical 
approach  via  the  transxiphisternal  (extrapleural) 
route  is  advocated.  Local  anesthesia  usually  suffi- 
ces. The  major  advantage  of  this  pacing  system  is 
its  reliability  of  continued  cardiac  pacing,  since  the 
insertion  of  the  electrode  into  the  myocardial  wall 
provides  both  secure  and  permanent  fixation  with 
a low  stimulation  threshold.  The  applicability  of 
this  procedure  has  no  absolute  contraindications 
and  is  suitable  for  all  age  groups  despite  the  pres- 
ence of  cardiopulmonary  risk. 
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Discussion 

E.  Foster  Conklin,  M.D.,  New  York  City. 
This  is  a new  technique  for  epicardial  pacing,  and 
we  have  had  no  personal  experience  with  it.  I do 
have  three  reservations  about  the  new  technique. 
The  first  is  that  it  is  a bigger  operation.  In  Dr. 
Naclerio’s  manuscript  which  he  was  kind  enough 
to  send  me,  25  per  cent  of  the  patients  were  done 
under  general  anesthesia.  When  rongeuring  away 
the  sternum  and  possibly  dividing  the  costal  mar- 
gin as  well,  general  anesthesia  will  be  required  in  a 
fair  percentage  of  the  cases.  This  is  in  contrast  to 
the  endocardial  type  of  pacing  where  superficial 
dissection  is  done  under  a usual  dose  in  our  labora- 
tory of  15  to  20  cc.  of  0.5  per  cent  lidocaine,  and 
without  the  necessity  of  going  down  and  through 
bone  or  rectus  muscle  to  get  at  the  heart.  The 
second  reservation  about  the  use  of  the  myocardial 
electrode  is  that  I wonder  when  it  is  indicated.  In 
the  440  transvenous  implantations  that  we  have 
done  at  the  St.  Vincent’s  Hospital,  we  have  had  23 
cases  of  exit  block,  and  we  have  had  20  cases  of 
wire  displacement.  All  of  these  were  corrected 
with  the  passage  of  another  wire  without  any  com- 
plication whatsoever.  Half  of  the  wire  displace- 
ments and  half  of  the  exit  blocks  occurred  in  our 
first  year  with  the  endocardial  approach.  I think 
that  with  a reasonable  experience,  the  incidence  of 
both  wire  displacement  and  of  exit  block  is  going 
to  be  minimal.  We  believe  that  with  careful  sens- 
ing pressure  measurements  as  well  as  pacing  pres- 
sure measurements,  we  have  been  able  to  cut  our 
incidence  of  exit  block  to  a minimum.  Wire  dis- 
placement after  the  first  six  months  has  really  not 
been  a problem.  We  have  people  now  transve- 
nously  paced  for  six  and  seven  years  who  have  had 
batteries  changed  now  four  and  five  times.  The 
stable  wire  position  once  achieved  appears  perma- 
nent. The  third  reservation  I have  about  the  tech- 
nique concerns  the  use  of  a monofilament  elec- 
trode into  the  epicardium.  This  is  an  illustration 
of  the  last  monofilament  electrode.  This  is  from 
Chardak’s  original  study.  The  metal  used  in  this 
first  epicardial  electrode  was  platinum  iridium,  as 
in  the  new  electrode.  It  is  distressing  to  realize 
that  in  the  interval  between  the  time  Chardak’s  re- 
port was  presented  for  publication  and  when  it  ap- 
peared in  publication,  19  out  of  22  of  these  elec- 
trodes had  fractured  flush  with  the  plate  where 
the  needle  comes  out.  This  new  method  has  not 
been  followed  long  enough  in  my  opinion.  I 
talked  to  Fleming  who  was  one  of  the  developers  of 
it  out  in  Chicago.  So  far,  after  twenty- two  months 
of  experience  he  has  not  yet  experienced  a wire 
breakage.  I myself  however  am  very  wary  of  a 
monofilament  type  of  epicardial  placement.  So, 
in  summary,  I do  have  some  reservations  about  the 
technique.  It  is  a bigger  operation,  we  have  been 
unable  to  find  in  our  experience  people  who  can- 


not be  paced  by  the  simpler  endocardial  method 
which  seems  in  our  hands  to  be  stable  and  effec- 
tive, and  third,  this  point  of  the  monofilament  epi- 
cardial lead  may  be  more  theoretical  than  real;  let 
us  hope  so,  but  at  least  the  last  monofilament  epi- 
cardial electrode  did  not  work  out  at  all. 

Dr.  Varriale:  We  recognize  that  the  transve- 
nous endocardial  pacemaker  represents  the  major 
method  of  ventricular  pacing  today.  Nonetheless, 
the  number  of  serious  complications  associated 
with  this  procedure  has  prompted  us  to  introduce 
the  epicardial  screw-in  electrode  pacemaker  as  a 
realistic  alternative  method. 

Displacement  of  the  electrode  lead  from  its  en- 
docardial contact  and  perforation  of  the  myocar- 
dium represent  two  of  the  leading  complications  of 
transvenous  pacemakers,  accounting  for  10  to  20 
per  cent  of  pacing  failure  after  implantation. 

We  believe  that  the  epicardial  electrode  avoids 
these  two  problems  since  this  technique  provides 
an  electrode  fixation  into  the  myocardium  that  is 
reasonably  secure.  We  have  not  seen  extrusion  of 
the  electrode  in  our  series  of  36  patients,  and  a 
negligible  number  had  been  reported  in  patients  of 
other  investigators  who  have  recently  utilized  this 
technique.  It  is  our  feeling  now  that  good  elec- 1 
trode  fixation  may  be  assured  and  exit  block 
avoided  if  the  initial  stimulation  threshold  is  less 
than  1 ma.  and  sensing  threshold  greater  than  4 
mv.  In  accordance  with  the  surgical  approach,  the 
lower  anterior  right  ventricular  wall  close  to  the 
interventricular  septum  in  an  area  free  of  fat  and 
vasculature  offers  is,  in  my  opinion,  the  site  of  pre-l 
dilection  for  electrode  insertion. 

Since  the  surgical  technique  employs  an  extra- 
pleural approach,  the  postoperative  complications 
of  a conventional  thoracotomy  are  avoided.  A 
transient  pericarditis  has  been  observed  in  less  ; 
than  one  fifth  of  our  cases  and  atrial  fibrillation  in 
10  per  cent,  easily  controlled  with  digitalis. 

In  conclusion,  we  feel  the  epicardial  screw-ir 
electrode  compares  very  favorably  to  the  transve-ijssi 
nous  pacemaker  with  particular  regard  to  reliabili-1  ^ 
ty  of  electrode  fixation  and  consequently  less  pac- 
ing failure.  It  is  a genuine  alternative  to  the  othei 
major  method  of  ventricular  pacing. 

Everett  L.  Dargan,  M.D.,  The  Bronx,  Neu  T] 
York.  I don’t  want  to  get  into  the  merits  of  the  p 
procedure  itself,  but  I just  want  to  point  out  the  ! 
historical  context  of  this  operation.  In  1969  a sur 
geon  from  Springfield,  Massachusetts,  Jacob  B 
Shammash,  M.D.,  described  the  procedure,  the 1 1 
transxiphisternal  extrapleural  approach.  In  facl 
at  that  time  he  had  done  some  22  cases.  The  dif 
ference  is  that  he  did  not  use  the  screw-in  elec 
trode;  he  did  it  by  suture.  I just  think  it  is  import  i 
tant  to  point  out  that  he  was  doing  this  arounc 
1969  and  1970. 

Albert  E.  Roberto,  M.D.,  Yonkers,  New  York .3; 
Dr.  Conklin’s  series  of  transvenous  pacemakersil  f 
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yielded  excellent  results.  I am  afraid,  as  a country 
surgeon  working  in  a small  hospital,  that  1 cannot 
approach  his  degree  of  proficiency.  It  is  necessary 
that  I turn  to  some  other  approach.  I have  done 
13  of  the  procedures  described  by  Dr.  Naclerio, 
modifying  his  procedure  only  to  one  extent.  As  a 
matter  of  routine  I put  in  two  electrodes,  capping 
one  and  using  a unipolar  pulse  generator.  We 
have  had  one  failure.  If  the  surgeon  who  had  cov- 
ered me  while  I was  on  vacation  had  checked  the 
other  lead  he  might  not  have  had  to  do  a transve- 
nous approach. 

The  anterior  surface  of  the  right  ventricle,  I 
found,  contained  considerable  epicardial  fat  which 
caused  annoying  bleeding  when  manipulated. 
When  my  assistant  elevates  the  heart  with  a small 
sponge  a beautiful  view  of  the  diaphragmatic  sur- 
face of  the  heart  is  obtained,  and  I have  elected  to 
implant  in  this  area. 

We  have  had  thresholds  as  low  as  0.1  ma.  and  we 
try  to  get  less  than  0.5  ma.  Indeed,  after  ob- 
taining a threshold  of  1 with  initial  stimulation  we 


Slow-release  aspirin  blamed 
as  causing  internal  bleeding 

Slow-release  aspirin  causes  internal  bleeding  to  a 
greater  degree  than  regular  aspirin,  declares  a report  in 
the  August  12  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  entire  aspirin  problem  is  more  serious  than  has 
previously  been  considered,  says  James  Richard  Hoon, 
M.D.,  Sheboygan,  Wisconsin,  surgeon,  and  an  expert  in 
use  of  the  gastrocamera.  The  camera  photographs  the 
inside  of  the  intestines  and  stomach. 

All  forms  of  aspirin  may  cause  internal  bleeding,  says 
Dr.  Hoon,  but  the  slow-release  aspirin  caused  bleeding 
in  several  individuals  who  had  experienced  no  previous 
bleeding  problem  from  taking  regular  aspirin.  The 
Wisconsin  doctor  used  the  gastrocamera  to  observe  the 
effects  on  the  stomach  of  both  regular  aspirin  and  slow- 
release  aspirin  in  several  patients. 

“It  appears  that  the  time  has  come,  and  in  fact  is  ov- 
erdue, to  emphasize  to  the  public  the  dangerous  prob- 
lem of  aspirin  bleedings  and  possibly  to  consider  restric- 
tive measures,”  Dr.  Hoon  declares.  He  points  to  reports 


have  found  that  by  waiting  ten  minutes,  the 
threshold  will  drop  to  0.4  or  0.5  ma.  Aside  from 
one  minimal  pleural  effusion  we  have  had  no 
major  complications. 

We  work  under  less  than  the  optimal  conditions 
found  in  a well-equipped  big  center.  When  we 
have  spent  hours  achieving  good  transvenous 
pacemaker  position  only  to  be  told  at  2:00  o’clock 
in  the  morning  that  the  transvenous  pacer  is  not 
functioning,  it  creates  an  energy  crisis  on  its  own. 
With  a good  assistant  I now  find  that  I can  do  the 
screw-in  technique  in  about  thirty  to  thirty-live 
minutes.  I do  all  of  these  patients  under  general 
anesthesia  and  have  had  no  complications  from 
the  anesthesia,  even  though  my  oldest  patient, 
who  has  been  doing  well  for  one  year,  is  ninety 
years  of  age.  Because  of  the  less  than  optimal 
conditions  under  which  we  work  we  have  had  sev- 
eral episodes  of  subacute  bacterial  elbow  which  re- 
quired removal  of  the  transvenous  pacers. 

I think  the  screw-in  technique  makes  for  stabili- 
ty and  is  a good  procedure. 


of  other  researchers  indicating  that  bleeding  from  regu- 
lar aspirin  is  likely  much  more  common  than  generally 
known,  and  may  be  a cause  of  anemia. 

In  reporting  on  his  studies,  Dr.  Hoon  says  that  “The 
persons  examined  were  known  from  previous  multiple 
examinations  performed  by  me  with  the  gastrocamera 
not  to  bleed  with  ordinary  doses  of  aspirin.  They  were 
not  overtly  sensitive  to  aspirin  and  had  no  other  known 
bleeding  tendencies.  Yet  both  were  found  to  have  defi- 
nite bleeding  with  overnight  testings  with  long-term  re- 
lease aspirin.” 

The  problem  could  be  particularly  severe  for  individ- 
uals taking  a small  amount  of  aspirin  over  a very  long 
period  of  time,  for  example,  for  minor  arthritis.  That 
patient  may  be  found  to  have  a degree  of  anemia  and 
general  lassitude,  Dr.  Hoon  says. 

AMA  Drug  Evaluations,  the  AMA’s  handbook  for 
physicians  on  drugs,  says  that  serious  adverse  reactions 
from  actual  doses  of  aspirin  are  infrequent,  and  include 
upset  stomach  and  internal  bleeding.  Prolonged  taking 
of  aspirin  can  cause  bleeding  that  leads  to  iron  deficien- 
cy anemia,  the  AMA  handbook  says.  It  does  not  com- 
ment specifically  on  the  effect  of  slow-release  aspirin. 
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TROUBLE 
FALLING  ASLEEP... 


HOURS  1 


"Trouble 
sleeping”means 
different  things 
to  different 
people 


Dalmane  (flurazepam 

provides  sleep 
within  17  minutes 

. . .on  average,  after  taking  one  30-mg 
capsule  of  Dalmane  at  bedtime.15 


Insomnia  patients  under  the  age  of  50  with 
“trouble  sleeping”  usually  describe  difficulty 
falling  asleep.  Conversely,  the  over-fifty  insomnia 
•••  patient  more  often  complains  of  frequent, 
lengthy  awakenings  — or  of  early  morning  awakening. 
This  composite  sleep  profile  characterizes  the  three  most  common 


I 


forms  of  insomnia. 


3UBLE 

lYING  ASLEEP... 


TROUBLE 

SLEEPING  LONG  ENOUGH... 


3 4 5 

mane  (flurazepam  HC1) 

rides  sleep 
1 fewer  awakenings 

out  repeating  dosage  during  the 
5 Dalmane  and  warfarin  may  be 
recurrently  without  risk  of 
ptable  fluctuation  in  prothrombin 


Dalmane  (fl 
provides  sleep 
for  7 to  8 hours 


. . .on  average,1'5  with  infrequent  morning 
“hang-over”  and  relative  safety.  In  elderly 
and  debilitated  patients,  initial  dosage 
should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia. 


see  following  page  for  a summary 
tplete  Product  Information. 


the  benefits  of 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 


when  restful  sleep 
is  indicated 
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the  benefits  of 

Dalmane 

(flurazepam  HCI) 

when 

restful  sleep 

is  indicatec 

■ sleep  within  17  minutes, 
on  average* 1'5 

■ sleep  with  fewer 
awakenings2 3 4'5 

■ sleep  for  7 to  8 hours, 
on  average,  without 
repeating  dosage1'5 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 


irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Osseous  Lesions 
in  Adolescence 
with  Known 
Neurofibromatosis 

Case  history 

Arlen  K.  Snyder,  M.D.*:  A fourteen-year-old 
male  was  first  seen  in  the  orthopedic  clinic  for 
complaints  of  an  increasingly  painful  bump  on  the 
dorsum  of  his  left  foot  and  “aching”  in  his  right 
knee  and  thigh.  He  was  known  to  have  wide- 
spread cutaneous  neurofibromatosis  with  multiple 
cafe-au-lait  spots  and  subcutaneous  nodules. 
There  was  no  family  history  of  neurofibromatosis. 

Examination  revealed  a mentally  retarded 
youth  who  was  somewhat  large  for  his  age.  Multi- 
ple cafe-au-lait  spots  and  subcutaneous  nodules 
were  present  over  his  entire  body.  A prominent 
spur  arising  from  the  dorsum  of  the  left  talus  was 
noted.  The  remainder  of  the  physical  examina- 
tion findings  was  normal. 

A chest  roentgenogram  and  laboratory  tests  in- 
cluding blood  counts  and  urinalysis  were  inter- 
preted as  showing  normal  results. 

Because  of  his  obvious  neurofibromatosis  and 
progressive  musculoskeletal  complaints,  a long- 
bone  survey  and  bone-imaging  study  were  ob- 
tained. 

Anthony  Proto,  M.D.+:  Radiographs  of  the 

left  ankle  show  a large  exostosis  arising  from  the 
dorsum  of  the  left  talus.  Anteroposterior  and  lat- 
eral radiographs  of  the  right  femur  demonstrate  a 
multiloculated  area  of  radiolucency  13  cm.  long  in 
the  medial  distal  diaphysis.  The  margins  of  the 
intracortical  defect  are  sclerotic  suggesting  a slow- 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 

Chief  Resident,  Department  of  Radiology. 


growing  process.  No  periosteal  reaction,  infiltra- 
tive bone  destruction,  or  calcification  are  identi- 
fied. The  distal  femoral  epiphyseal  plate  is  open, 
and  the  surrounding  soft  tissues  are  normal  (Fig. 
1).  Oblique  radiographs  of  the  right  tibia  demon- 
strate a second  lesion  arising  in  the  proximal  tibial 
diaphysis  (Fig.  2).  Similar  but  smaller  lesions  are 
present  in  the  lateral  distal  metaphysis  of  the  left 
femur  and  proximal  left  tibial  diaphysis.  Both 
radii  show  bowing  and  cortical  thickening. 

If  the  large  lesion  in  the  right  femur  were  to  be 
considered  independently  of  the  others,  several  di- 
agnostic possibilities  would  have  to  be  considered. 
A chondromyxoid  fibroma  might  have  this  appear- 
ance although  it  usually  arises  in  the  metaphysis  of 
a long  bone  and  displays  matrix  calcification. 
Similarly  a giant-cell  tumor  is  a metaphyseal  le- 
sion and  occurs  more  often  in  the  presence  of  a 
closed  epiphyseal  plate.  Areas  of  hemorrhage  or 
degeneration  in  fibrous  dysplasia  look  similar,  but 
again  these  lesions  are  primarily  metaphyseal  in 
origin,  and  the  other  features  of  fibrous  dysplasia 
are  not  present.  Hemangiomas  that  invade  bone 
show  changes  in  the  adjacent  soft  tissues,  and 
phleboliths  are  frequently  seen.  Fibrous  cortical 
defects  are  typically  smaller  and  when  they  reach 
this  size  are  called  nonosteogenic  fibromas.  A 
large  nonosteogenic  fibroma  would  strongly  resem- 
ble this  lesion,  and  since  they  are  occasionally 
multiple,  that  diagnosis  would  have  to  be  consid- 
ered. 

The  other  major  consideration  is  an  intraos- 
seous neurofibroma.  The  multiplicity  of  similar 
lesions  in  the  long  bones  and  the  presence  of  cuta- 
neous lesions  makes  intraosseous  neurofibroma- 
tosis the  more  likely  diagnosis. 

Dr.  Proto’s  diagnosis 

Intraosseous  neurofibromatosis;  multiple 
nonosteogenic  fibromas 

Dr.  Snyder:  Because  of  the  patient’s  contin- 
ued left-foot  pain,  it  was  elected  to  excise  the  left 
talar  exostosis.  An  open  biopsy  of  the  distal  right 
femur  was  also  performed.  At  surgery,  the  perios- 
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FIGURE  1.  (A)  Posteroanterior  radiograph  of  right  femur 

demonstrating  multiloculated  intracortical  lesion.  (B)  Lat- 
eral radiograph  also  showing  lesion. 


teum  overlying  the  femoral  lesion  was  intact.  The 
periosteum  was  smooth,  white,  and  firm.  A 1 by 
2-cm.  window  was  made  in  the  cortex  and  the  le- 
sion biopsied. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  Two  surgical 

specimens  were  examined.  The  first  was  labeled 
“left  talus”  and  consisted  of  a 2.5  by  1.4  by  1.2-cm. 
fragment  of  cancellous  bone.  One  surface  had  a 
pale  gray,  glistening  appearance. 

Microscopic  examination  revealed  nests  of  pro- 
liferating cartilaginous  elements  with  bony  spic- 
ules typical  of  an  osteochondroma.  The  increased 
number  and  mosaic  pattern  of  the  cement  lines 
suggest  a proliferative  or  reparative  process  often 
seen  with  secondary  trauma. 

The  second  surgical  specimen  labeled  “right 

* Assistant  Professor,  Department  of  Pathology. 


femur”  consisted  of  a bone  fragment  measuring  2.9 
by  1.4  by  1 cm.  and  several  soft-tissue  fragments. 
The  cut  surface  of  the  bone  fragment  and  the  soft- 
tissue  fragments  had  a pale  tan  appearance. 

Microscopic  examination  of  this  tissue  demon- 
strated a proliferation  of  spindle  elements  resem- 
bling fibroblasts  associated  with  nests  of  foam 
cells  (Fig.  3A).  In  some  areas,  the  spindle  cells 
showed  a palisading  pattern  suggestive  of  neural 
origin.  The  trabeculae  of  the  spongy  bone  associ- 
ated with  this  proliferation  showed  some  marginal 
scalloping  and  increased  mosaic  pattern  of  the  ce-| 
ment  lines  (Fig.  3B).  These  changes  are  typical  of 
an  active  resorptive  and  remodeling  process  of  the 
spongy  bone.  These  findings  are  most  consistent 
with  a diagnosis  of  a neurofibroma  in  bone.  There 
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is  no  known  association  between  an  osteochondro- 
ma and  neurofibromas  or  neurofibromatosis. 

Comment 

Dr.  Snyder:  The  literature  is  replete  with  arti- 


cles describing  the  clinical,  pathologic,  and  radio- 
logic  features  of  neurofibromatosis.  Von  Reck- 
linghausen's disease  is  a congenital,  familial  dis- 
ease which  classically  presents  abnormalities  in- 
volving the  skin  and  soft  tissues  and  the  nervous 


: FIGURE  3.  High-power  photomicrographs.  (A)  Areas  of  spindle  elements  resembling  fibroblasts  associated  with  nests 

of  foam  cells.  (B)  Bony  trabeculae  with  increased  mosaic  pattern  of  cement  lines  and  scalloped  marginal  resorption. 
■:  (Hematoxylin  and  Eosin  stain) 
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and  skeletal  systems.  Defects  in  the  neuroecto- 
derm and  mesoderm  are  the  cause  of  this  dys- 
plasia. 

Skeletal  abnormalities  are  common  features  in 
this  disease.  Holt  and  Wright1  found  osseous  ab- 
normalities in  29  per  cent  of  77  patients  with 
known  neurofibromatosis.  Hunt  and  Pugh2  found 
skeletal  abnormalities  in  51  per  cent  of  the  pa- 
tients in  their  series. 

Holt  and  Wright1  have  listed  the  skeletal 
changes  in  neurofibromatosis  as  follows:  “Erosive 
defects  due  to  the  presence  of  neurofibromas  con- 
tiguous to  bone;  scoliosis;  disorders  of  growth,  in- 
cluding both  over  and  under  development;  bowing 
and  pseudoarthrosis  of  the  lower  leg;  intraosseous 
cystic  lesions;  and  congenital  abnormalities.” 

Although  intraosseous  lesions  are  listed  as  char- 
acteristic findings  in  neurofibromatosis,  controver- 
sy exists  as  to  the  exact  nature  of  these  lesions. 
Norgaard3  felt  that  most  of  the  cystic  bone  lesions 
seen  in  this  condition  were  “pits  or  caves”  pro- 
duced by  erosion  from  extraosseous  neurofibro- 
mas. Hunt  and  Pugh,2  on  the  other  hand,  found 
no  intraosseous  lesions  in  their  series  and  felt  they 
were  not  characteristic  lesions.  The  “subperios- 
teal cyst”  postulate  of  Brooks  and  Lehman4  sug- 
gested that  a neurofibroma  in  the  periosteum  may 
become  surrounded  by  osteogenetic  elements  lead- 


”Low blood  sugar”  diagnosis 
called  new  medical  cult 

Diagnosing  all  sorts  of  ill-defined  physical  malaise  as 
hypoglycemia  (low  blood  sugar)  has  become  virtually  a 
cult  in  the  United  States  today,  says  a report  in  the  Oc- 
tober 21  issue  of  the  Journal  of  the  American  Medical 
Association. 

Actually,  the  condition  is  quite  rare,  and  is  seldom  a 
cause  of  the  discomforts  for  which  it  is  blamed,  says 
Rachmiel  Levine,  M.D.,  executive  medical  director  of 
the  City  of  Hope  Medical  Center  in  Duarte,  California. 

“Hypoglycemia  has  taken  the  place  of  much  of  the 
group  of  ‘psychosomatic’  illnesses  of  fifteen  to  twenty 
years  ago”  as  a medical  fad,  says  Dr.  Levine. 

“It  is  undoubtedly  very  attractive  and  satisfying  to 
believe  in  one  plausible  and  ‘scientific’  biological  expla- 
nation for  feelings  of  fatigue,  weakness,  dizzy  spells,  and 
exhaustion,”  he  writes. 

“This  set  of  symptoms  is  such  a common  affliction  of 


ing  to  the  appearance  of  a subperiosteal  bone  cyst. 
Several  other  authors  have  also  described  subper- 
iosteal bone  cysts  in  association  with  neurofibro- 
matosis.5-8 

It  is  felt  that  the  case  presented  here  represents 
an  unusual  form  of  cystic  involvement  of  cortical 
bone  with  neurofibromatous  tissue. 

Final  diagnosis 

Atypical  intraosseous  neurofibromatosis 
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mankind  that  it  begs  for  an  explanation  in  terms  of  an 
easily  understood  chemical  change  in  the  body.  The 
modern  concept  is  to  blame  it  all  on  the  low  blood  sugar 
levels.” 

Of  course,  low  blood  sugar,  actually  can  cause  these 
symptoms,  but  so  can  many  other  health  problems. 
Low  blood  sugar  may  occur  due  to  advanced  failure  of 
the  pituitary  or  of  the  adrenal  cortex,  and  thus  it  has  be- 
come common  to  treat  “hypoglycemia”  with  injections 
of  adrenal  cortical  extracts,  Dr.  Levine  says.  The  prep- 
arations used  in  treatment  are  very  weak,  and  “These 
injections  may  well  have  a placebo  effect,  but  they  are 
mainly  helpful  in  producing  better  incomes  for  the  man- 
ufacturers and  dispensers.” 

“In  reality,  the  syndrome  (low  blood  sugar)  as  a cause 
of  disability  in  the  adult  is  rare,  and  the  proper  diagno- 
sis can  only  be  made  by  modern  hormonal  assays  and 
tests.” 

Dr.  Levine  formerly  was  with  Michael  Reese  Hospital 
and  the  University  of  Chicago,  and  was  chairman  of  the 
department  of  medicine  at  New  York  Medical  College. 
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Corticosteroids  as 
Immunosuppressive  Drugs 
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Brooklyn,  New  York 

Chairman  and  Professor,  Downstate  Department  of  Family 
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This  report  features  a quick  rundown  of  high- 
lights in  the  history  of  corticosteroids  from  first 
demonstrations,  experimentally,  of  their  anti-in- 
flammatory effect,  to  utilization  for  their  immuno- 
suppressive activity.  Dr.  Plotz  mentions  theories 
about  mechanisms  responsible  for  effects  of  corti- 
costeroids. 

Effect  of  Steroids 
on  Lysosomes 

IRA  M.  GOLDSTEIN,  M.D. 

New  York  City 

Assistant  Professor  of  Medicine,  Division  of  Rheumatology, 
Department  of  Medicine,  School  of  Medicine,  New  York 
University  School  of  Medicine 


Lysosomes  (subcellular  organelles)  play  an  im- 
portant part  both  in  homeostasis  and  in  producing 
disease.  They  contain  a variety  of  hydrolytic  en- 
zymes. When  they  release  these  into  phagosomes 
(phagocytic  vacuoles),  ingested  macromolecules 
are  digested.  This  phenomenon,  says  Dr.'  Gold- 
stein, involving  membrane  fusion  between  lyso- 
somes and  phagosomes,  underlies  many  normal 

Conference  presented  on  May  17  and  18,  1974,  at  the  State 
University  of  New  York  Downstate  Medical  Center,  Brooklyn, 
New  York. 


cell  functions  and  is  crucial  for  immunologic  de- 
fense. His  experimental  studies  suggest  a rela- 
tionship between  the  effects  steroids  may  have  on 
membrane  fusion  between  lysosomes  and  phago- 
somes and  their  anti-inflammatory  properties.  By 
inhibiting  the  release  by  lysosomes  of  enzymes 
outside  the  cell,  steroids  serve  to  protect  normal 
tissues  from  the  injurious  effects  of  these  sub- 
stances, retarding  the  intensification  and  spread  of 
the  inflammatory  response.  But  by  the  same 
token,  this  same  membrane-stabilizing  property, 
which  does  not  permit  membrane  fusion,  may  di- 
rectly interfere  with  the  phagosomes’  ability  to  de- 
stroy pathogens.  Phagocytes  are  frequently  re- 
ferred to  as  the  killer  cells  of  the  immune  system. 

Corticosteroids  and 

Circulating 

Lymphocytes 

ANTHONY  S.  FAUCI,  M.D. 

Bethesda,  Maryland 

Senior  Investigator,  Laboratory  of  Clinical  Investigation,  National 
Institute  of  Allergy  and  Infectious  Diseases 


Corticosteroids  are  helpful  in  the  treatment  of 
lymphocyte-mediated  and  auto-immune  disorders. 
Dr.  Fauci  presents  an  overview  of  their  specific  ef- 
fect on  human  circulating  lymphocytes.  He  con- 
cludes that  the  effects  of  CS  (corticosteroids)  are 
twofold.  The  first  is  a temporary  lymphocytopen- 
ia, probably  related  to  redistribution  of  lympho- 
cytes into  other  body  compartments,  particularly 
the  bone  marrow,  and  not  to  destruction  of  lymph 
cells.  “There  is  convincing  evidence,”  he'  says, 
that  CS  “do  not  cause  cell  death  or  lysis  of  normal 
human  lymphocytes.”  The  second  effect  of  CS  is 
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interference  with  lymphocyte  function  by  directly 
suppressing  proliferation  and  indirectly  interfer- 
ing with  the  response  of  effector  cells  to  mediators 
released  by  lymphocytes,  as  studies  with  animals 
suggest. 

Corticosteroids  and 
Bioavailability 

SAMUEL  S.  STUBBS,  M.D. 

Kalamazoo,  Michigan 

Medical  Manager,  Anti-Inflammatory  Products,  The  Upjohn 
Company 


Is  all  prednisone  alike?  Dr.  Stubbs  says  that 
different  formulations  of  the  same  drug  can  result 
in  different  therapeutic  effects  on  the  patient. 
“The  rate  of  absorption  and  the  amount  of  drug 
ultimately  absorbed  (that’s  the  essential  concept 
of  bioavailability)  are  crucial  factors  in  obtaining 
the  desired  therapeutic  effect  with  minimum  tox- 
icity.” Both  factors  are  influenced,  not  only  by 
the  patient  and  his  ability  to  absorb  from  the  gas- 
trointestinal tract,  but  also  by  differences  in  the 
formulation  of  the  medication — in  excipients  (pill 
coating,  fillers,  and  so  forth);  in  bulk  drug  particle 
size,  solubility,  and  the  like;  and  in  salt  or  ester 
form. 

There  are  approximately  60  manufacturers  and 
distributors  of  U.S.P.  prednisone  tablets.  Predni- 
sone and  prednisolone  are  corticosteroids  com- 
monly used  in  kidney  transplantations.  Dr. 
Stubbs  suggests  that  laboratory  tests  alone  may 
not  be  reliable  for  predicting  whether  or  not  a par- 
ticular formulation  will  act  the  way  the  drug  is  ex- 
pected to  act.  Bioavailability  studies  must  also  be 
done,  he  says. 

Donor  Pretreatment 
as  Adjunct  to 
Cadaver  Renal 
Allotransplantation* 

RONALD  D.  GUTTMAN,  M.D. 

J.  C.  BEAUDOIN 
D.  D.  MOREHOUSE 
J.  KLASSEN 
J.  KNAACK 
J.  JEFFERY 

* Supported  in  part  by  grants  from  the  Medical  Research 
Council  of  Canada,  the  .John  A.  Hartford  Foundation,  Inc.,  and 
the  Quebec  Heart  Foundation 


P.  G.  CHASSOT 

C.  C.  ABBOU 

Montreal,  Canada 


From  the  Department  of  Pathology  and  Transplantation  Service, 
Royal  Victoria  Hospital  and  McGill  University 


These  reports  on  extensive  experimental  studies 
demonstrate  that  treatment  of  the  tissue  of  cadav- 
er transplant  kidneys  prior  to  transplant,  to  de-  I] 
stroy  the  so-called  “passenger  leukocytes”  (nones- 
sential components  of  tissue  which  stimulate 
transplant  rejection),  results  in  a significant  in- 
crease in  transplant  survival  rate  of  these  organs. 
The  severity  of  rejection  episodes,  once  the  trans-  ( : 
plantation  is  effected,  is  also  reduced.  The  study 
concludes  that  “donor  pretreatment  with  cytotoxic 
drugs  is  a worthwhile  adjunct  in  cadaver  renal 
transplantation,  and  while  many  questions  relat- 
ing to  drug  dosage,  mode  of  administration,  and 
optimal  time  of  kidney  harvest  following  pretreat- 
ment remain  unanswered,  we  believe  this  series  to 
be  of  sufficiently  high  quality  that  such  a program 
should  continue.” 


Adrenocorticosteroids 
in  Luptus  Nephritist 


ELLEN  M.  GIN2LER,  M.D.a 

Brooklyn,  New  York 

DAVID  KAPLAN,  M.D.b 

Brooklyn,  New  York 

From  the  Department  of  Medicine,  Downstate  Medical  Center 
a Assistant  Instructor. 
b Associate  Professor. 


Steroids  are  almost  universally  used  as  the 
major  drug  in  the  management  of  patients  with 
lupus  kidney  disease,  as  they  are  in  patients  who 
have  received  renal  transplants.  Theoretically, 
the  use  of  these  drugs  is  rational  and  “there  is  sug- 
gestive evidence,”  from  clinical  experience,  “that 
they  are  useful.”  However,  “on  the  basis  of  hard 
scientific  and  statistical  evidence,  justification  for 
their  use  is  lacking.”  Again,  similar  to  the  situa-; 
tion  with  kidney  transplant  patients,  in  the  ab- 
sence of  carefully  conducted  drug  trials,  there  is 
increasing  use  of  cytotoxic  drugs  added  to  the  ste- 
roids given  to  lupus  patients.  Dr.  Kaplan  is  hope- 
ful that  one  of  the  outcomes  of  this  symposium 
will  be  greater  motivation  “to  look  more  critically 
at  the  evidence  before  large  numbers  of  patients 
are  placed  for  long  periods  of  time  on  any  of  these 
potentially  toxic  drugs.” 

t Supported  in  part  by  the  Arthritis  Foundation,  New  York 
Chapter. 
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Steroids  in 
Pancreatic 
Transplantation 
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ROBERT  SOBERMAN,  M.D. 

HAROLD  RIFKIN,  M.D. 

SELWYN  Z.  FREED.  M.D. 

FRANK  J.  VEITH,  M.D. 

The  Bronx,  New  York 

From  the  Department  of  Surgery  and  Medicine,  Montefiore 
Hospital  and  Medical  Center  and  the  Albert  Einstein  College  of 
Medicine 


When  used  in  transplantation  of  the  pancreas, 
steroids  function  not  only  as  immunosuppressants 
but  at  the  same  time  adversely  affect  the  function 
of  the  transplant.  Dr.  Gliedman  and  his  col- 
leagues carried  out  a series  of  experimental  studies 
which  demonstrated  that  pancreatic  duct  to  ureter 
anastomosis,  making  a connection  between  the  two 
surgically,  “appeared  to  be  a simple  and  effective 
means  of  providing  exocrine  drainage  for  the  pan- 
creas and  seemed  reasonable”  for  use  in  transplan- 
tations of  segments  of  the  pancreas  in  human 
beings.  Dr.  Gliedman  reports  on  7 cases  in  which 
such  anastomoses  were  performed.  In  3 cases 
when  both  kidney  and  pancreas  from  the  same 
donor  were  transplanted  simultaneously,  2 of  the  3 
patients  died.  The  third  rejected  both  kidney  and 
pancreas  transplantations  and  has  been  on  hemo- 
dialysis for  about  a year  and  a half.  In  4 cases, 
there  was  a time  lapse  between  transplantation  of 
kidney  and  pancreas  with  resultant  long-term  suc- 
cesses in  2 patients:  1 is  on  hemodialysis  one  and 
a half  years  following  a second  transplant,  and  an- 
other patient,  who  received  kidney  transplant  one 
hundred  and  forty-five  days  after  his  pancreatic 
allograft,  has  survived  more  than  one  year  and  ten 
months  (six  hundred  seventy-five  days). 

Intravenous 
Methylprednisolone 
in  Transplantation 

j Use  in  Diabetes 

■i 

JOHN  E.  WOODS,  M.D. 


P.  J.  PALUMBO,  M.D. 
WILLIAM  J.  JOHNSON,  M.D. 
CARL  F.  ANDERSON,  M.D. 

PETER  P.  FROHNERT,  M.D. 

Rochester,  Minnesota 

From  the  Mayo  Clinic 


Until  recently,  diabetic  patients  with  end-stage 
kidney  disease  were  certain  to  die  within  a short 
period.  Hemodialysis  extended  survival  to  one 
year  in  approximately  50  per  cent  of  such  patients, 
but  as  many  as  50  per  cent  of  the  survivors  became 
blind  from  advancing  neuropathy. 

Dr.  Woods’  report  updates  the  experience  his 
group  has  had  performing  kidney  transplants  in 
patients  w'ith  diabetes  at  the  Mayo  Clinic  over  the 
past  almost  four  years.  Twenty  allografts  were 
implanted  in  19  recipients  at  risk  for  periods  rang- 
ing from  four  months  to  almost  four  years  (forty- 
six  months).  Five  patients  received  cadaver  kid- 
neys; the  others,  kidneys  from  living  related  do- 
nors (one  patient  received  two  living  related  donor 
kidneys). 

All  cases  were  treated  with  an  immunosuppress- 
ive drug  therapy  that  depended  heavily  on  methyl- 
prednisolone given  intravenously  and  began  the 
day  of  transplantation. 

Conclusion?  In  view  of  the  generally  poor  re- 
sults with  hemodialysis  in  patients  who  have  dia- 
betes and  end-stage  renal  disease,  kidney  trans- 
plantation seems  to  be  the  best  treatment,  despite 
the  fact  that  there  were  a significant  number  of 
complications.  All  the  patients  developed  periph- 
eral polyneuropathy  which  was  arrested  after 
transplantation,  leaving  no  effects.  Retinopathy 
was  a complication  in  all  but  1 of  the  patients,  and 
arteriosclerotic  complications  occurred  one  to  one 
and  one-half  years  after  transplantation  in  5 pa- 
tients, writh  resultant  gangrene.  Four  of  the  5 re- 
quired amputations. 

Sepsis  is  more  common  in  diabetic  kidney  trans- 
plant patients  than  in  the  general  transplant  pop- 
ulation; it  caused  the  death  of  3 of  the  4 patients 
who  did  not  survive. 

The  majority  of  patients  not  only  survived  with 
good  renal  function,  but  “also  have  returned  to  a 
generally  comfortable  and  satisfactory  life,  and  in 
some  instances,  to  nearly  complete  rehabilitation.” 

“Until  a better  steroid  agent  is  produced,”  they 
will  continue  at  Mayo  to  give  “methylprednisolone 
intravenously  for  early  post-transplant  immuno- 
suppression and  for  episodes  of  rejection  in  diabet- 
ics as  well  as  in  general  population.” 

Alternate-Day 
Steroids  in  Children 
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One  of  the  factors  that  has  limited  the  rehabili- 
tation of  children  after  kidney  transplantation  is 
growth  failure,  a recognized  consequence  of  treat- 
ment with  adrenal  steroids.  Giving  the  same  total 
dose  of  prednisone  as  a single  dose  on  alternate 
days,  instead  of  in  divided  doses  daily,  has  been 
shown  to  have  less  toxic  effects,  yet  be  just  as  ef- 
fective in  treating  some  diseases.  The  effects  of 
administering  prednisone  daily  and  on  alternate 
days  were  evaluated  in  56  children,  three  to  seven- 
teen years  old,  who  received  kidney  transplants  at 
the  University  of  California.  Conclusions  were: 
(1)  alternate-day  therapy  allowed  better  growth 
than  daily  therapy  and  was  associated  with  less 
toxic  effects.  The  majority  of  the  children  with 
well-functioning  transplants  who  are  changed  to 
alternate-day  therapy  within  six  months  of  trans- 
plantation will  probably  grow  normally,  Dr.  Potter 
says.  (2)  The  risk  of  rejection  with  alternate-day 
therapy  is  slightly  greater  because  it  is  slightly  less 


Record  gains  are  reported  in 
continuing  education  for  doctors 

The  American  Medical  Association’s  twentieth  annu- 
al compilation  of  continuing  education  courses  for  phy- 
sicians lists  5,677  courses  offered  by  876  institutions  in 
44  states  and  the  District  of  Columbia  in  the  year  Sep- 
tember 1,  1974  to  August  31,  1975. 

This  is  a major  increase  over  the  number  of  courses 
offered  in  the  current  year  (2,441),  and  is  the  largest  in- 
crease in  the  number  of  courses  ever  reported  in  a single 
year,  says  the  report  published  in  the  August  12  issue  of 
the  Journal  of  the  American  Medical  Association. 

The  iist  is  published  each  year  as  a service  to  all  phy- 
sicians who  are  interested  in  maintaining  their  compe- 
tence and  skill  through  formal  courses  and  other  orga- 
nized activities  in  continuing  education. 

A major  stimulus  to  continuing  education  in  medicine 
has  been  the  American  Medical  Association’s  Physi- 


immunosuppressive than  daily  therapy.  However, 
the  investigators  finally  conclude,  “the  benefits  of 
alternate-day  therapy  outweigh  the  risks.” 

Corticosteroids  in 
Organ  Preservation* 

ROBERT  E.  McCABE,  M.D. 

New  York  City 

LAWRENCE  E.  STEVENS,  M.D. 

New  York  City 

HUGH  F.  FITZPATRICK,  M.D. 

New  York  City 

From  Columbia  University-St.  Luke's  Hospital  Center 


Glucocorticoids  are  known  to  have  an  anti-in-  § 
flammatory  action,  to  be  potential  membrane-sta- 
bilizing agents,  and,  in  large  doses,  to  be  peripher- 
al vasodilators.  Without  one  of  these  drugs,  su- 
tureline breakdown  and  anastomatic  aneurysms 
“occurred  with  alarming  frequency  due  to  frac-  |; 
tionation  of  the  elastic  membrane.”  For  these 
reasons,  steroids  have  been  used  to  preserve  or- 
gans for  transplant.  Dr.  McCabe  and  his  coinves- 
tigators  present  a review  of  the  use  of  steroids  in 
the  preservation  of  the  liver,  lung  (still  in  the  ex- 
perimental phase),  pancreas,  heart,  and  vein. 
They  also  report  on  their  clinical,  as  well  as  labora- 
tory, experiences  with  large  doses  of  methylpred- 
nisolone  in  recovery  of  cadaver  kidneys. 

* Supported  in  part  by  a grant  from  the  Carmille  and  Henry 
Dreyfus  Foundation. 


cian’s  Recognition  Award.  This  is  a certificate  present- 
ed to  those  who  have  successfully  completed  one  hun- 
dred fifty  hours  of  continuing  education  courses  in  a 
three-year  period.  More  than  13,000  physicians  quali-  ! 
fied  for  the  award  in  1973.  There  are  now  24,498  physi-  : i 
cians  in  the  United  States  who  hold  a valid  award. 

Eleven  state  medical  associations  have  adopted  pro- 
grams that  may  have  the  effect  of  requiring  continuing 
medical  education  as  a condition  of  membership,  and 
others  have  the  subject  under  consideration.  Many  of 
the  medical  specialty  societies  also  are  in  process  of  in- 
stituting similar  requirements.  Four  states  now  have 
permissive  legislation  that  authorizes  a requirement  of 
continuing  education  as  a part  of  the  process  of  reregis- 
tering the  license  to  practice  medicine. 

The  listing  was  compiled  by  the  staff  of  the  AMA’s 
Department  of  Continuing  Medical  Education,  C.  H.f* 
William  Ruhe,  M.D.,  Rutledge  W.  Howard,  M.D., 
Clarke  W.  Mangun,  Jr.,  M.D.,  and  Charlotte  Hartman. 
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Electrocardiograms 
of  the  Month 


Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 

Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  163.  What  is  the  rhythm,  lead  II? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  163.  The  initial  14  beats  are  precise- 
ly regular  at  a rate  of  approximately  175  beats  a 
minute.  The  QRS  duration  is  0.09  second.  The 
tachycardia  ceases  abruptly.  Following  a pause, 
sinus  bradycardia  at  a rate  of  56  beats  per  minute 
begins.  The  initial  tachycardia  was  a supraven- 
tricular tachycardia  with  no  distinct  atrial  activity 
visible.  A diagnosis  of  supraventricular  tachycar- 
dia is  made  when  the  rhythm  is  precisely  regular, 
the  rate  is  rapid,  and  the  QRS  duration  narrow. 
Paroxysmal  tachycardias  cease  abruptly  and  are 
followed  by  a prolonged  pause.  The  sinus  node 
often  resumes  discharging  at  a slow  rate  as  a 
“warm-up  period”  is  required. 


' 1 

The  first  beat  after  the  tachycardia  stops  is 
slightly  aberrant  and  has  a slightly  shortened  P-R 
interval.  This  beat  is  a fusion  of  a junctional  es- 
cape beat  with  the  conducted  sinus  beat. 

Question  164.  The  atrial  rate  is  100.  The 
ventricular  rate  is  40  with  regular  R-R  intervals 
until  beat  4 which  comes  somewhat  early  and  is 
preceded  by  a P wave  with  a P-R  interval  of  0.36 
second.  This  QRS  is  slightly  different  in  configu- 
ration from  the  previous  ones.  It  is  a sinus  cap- 
ture beat.  The  initial  three  beats  were  junctional 
in  origin.  Beat  6 is  similar  to  the  initial  three 
beats  and  is  also  a junctional  beat.  Beat  5 has  an 
intermediate  appearance  and  a P-R  interval  of 
0.16  second.  This  beat  represents  a fusion  beat, 
fusing  the  junctional  beat  with  the  sinus  capture 
and  producing  an  intermediate  QRS  configuration. 
There  is  no  relation  between  the  P waves  and  the 
QRS  of  beats  1,2,3,  and  6.  The  rhythm  is  high- 
grade  atrioventricular  block  with  occasional  cap- 
ture. 


AMA  inaugurates 
medical  scholarships 

A twenty-year  $480,000  scholarship  program  has  been 
inaugurated  by  the  American  Medical  Association  Edu- 
cation and  Research  Foundation  (AMA-ERF)  with  the 
naming  of  the  first  12  senior  medical  students  as  Rock 
Sleyster  Scholars.  Each  will  receive  a $2,000  grant  for 
the  1974-75  school  year. 

Twelve  one-year  scholarships,  totaling  $24,000  will  be 
awarded  during  each  of  the  twenty  years  to  medical  stu- 
dents on  the  basis  of  scholarship,  financial  need,  and 
demonstrated  interest  in  psychiatry,  according  to  Ken- 
neth C.  Sawyer,  M.D.,  AMA-ERF  president. 

Dr.  Sawyer  said  the  program  was  made  possible 
through  a $380,000  bequest  of  the  late  Mrs.  Clara  S. 
Sleyster,  of  Shorewood,  Wisconsin,  a suburb  of  Milwau- 
kee, which  established  a memorial  fund  to  honor  her 
husband,  Rock  Sleyster,  M.D.,  president  of  the  Ameri- 
can Medical  Association  in  1939  40. 

Selected  as  1974  Rock  Sleyster  Scholars  are:  Agustin 


J.  Argenal,  25,  University  of  California  at  Davis;  Henry  j 
E.  Cretella,  24,  Vanderbilt  University;  Mrs.  Strother  P. 
Dixon,  34,  Howard  University;  Eleanor  P.  Faithorn,  31,  l 
New  York  University;  Glen  O.  Gabbard,  25,  Rush  Medi- 
cal College;  John  E.  Humphrey,  Jr.,  25,  Duke  Universi-  I 
ty;  Catherine  G.  Kincaid,  35,  Creighton  University;  Vir-  j 
ginia  Kay  Mayfield,  29,  University  of  Colorado;  George 
G.  Paz,  24,  University  of  New  Mexico;  Jeffrey  S.  Shapi-  I 
ro,  25,  State  University  of  New  York  at  Syracuse;  Mary  I 
M.  Treese,  30,  Washington  University;  and  James  R. 
Westphal,  University  of  Wisconsin. 

Dr.  Sawyer  said  the  Rock  Sleyster  Memorial  Fund 
provides  that  scholarships  be  awarded  to  United  States  i 
citizens  enrolled  in  AMA-approved  American  or  Cana-  j 
dian  medical  schools  that  grant  MD  degrees.  Each 
school  is  invited  to  submit  one  nominee  annually,  nor- 
mally a student  about  to  enter  the  terminal  year  of  the 
curriculum. 

The  nominees  are  evaluated  by  a committee  of  medi-  I 
cal  educators  working  with  the  AMA  Department  of  Un-  | 
dergraduate  Medical  Education. 
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AMERICAN  ASSOCIATION  OF  MEDICAL  ASSISTANTS 

NEW  YORK  STATE  SOCIETY,  INC. 


THE  KEY  TO  SUCCESS 


MEMBERSHIP  I N AAMA-NY  SS  , INC  . 


ENCOURAGE  YOUR  MEDICAL  ASSISTANT 
TO  TAKE  THE  FIRST  STEP  TOWARD 
SELF-IMPROVEMENT  AND  BETTER  JOB 
PERFORMANCE  BY  JOINING  AAMA— NYSS,  INC. 

HELP  US  TO  HELP  YOU! 


Kathleen  M.  Grippo 
Membership  Chairman 
AAMA  - NYSS,  INC. 

18  Adele  Circle 
Rochester,  N.Y.  14624 
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Traumatic  Aortic  Transection 

Repair  using  heparin-coated  bypass 
cannula 

RAMON  A.  CUKINGNAN,  Jr.,  M.D. 

New  York  City 

WILLIAM  I.  BRENNER,  M.D. 

New  York  City 

ANTHONY  J.  ACINAPURA,  M.D. 

New  York  City 

From  the  Division  of  Thoracic  and  Cardiovascular  Surgery,  Belle- 
vue Hospital,  New  York  University  Medical  Center 


The  continuing  increase  in  vehicular  deceleration  in- 
juries and  blunt  trauma  to  the  thorax  has  provided  sub- 
stantial experience  with  aortic  rupture.  Successful  re- 
pair of  a traumatic  transection  of  the  descending  aorta 
was  accomplished  employing  a nonthrombogenic  bypass 
cannula  of  polyvinyl  chloride  plastic  coated  with 
TDMAC  (tridodecylmethyl-ammonium  chloride)  hepa- 
rin complex.  The  diagnostic  signs  and  clinical  course 
herein  presented  illustrate  many  of  the  problems  in  the 
treatment  of  this  lesion. 

Case  report 

A forty-two-year-old  white  male  was  admitted  to  a 
suburban  hospital  on  May  18,  1974,  after  sustaining 
multiple  contusions,  a left  Colles’  fracture,  and  blunt 
chest  trauma  from  a steering  wheel  deceleration  injury 
in  an  automobile  accident.  The  patient  complained  of 
severe  chest  pain,  and  initial  chest  x-ray  films  showed 
mediastinal  widening  (Fig.  1A).  Follow-up  x-ray  films 
showed  no  progression  in  size  of  the  mediastinum.  An 
aortogram  demonstrated  disruption  of  aortic  intimal 
continuity  in  the  descending  thoracic  aorta  distal  to  the 
takeoff  of  the  left  subclavian  artery  (Fig.  1 B). 

The  patient  was  transferred  to  Bellevue  Hospital  with 
the  diagnosis  of  traumatic  transection  and  dissecting 
aneurysm  of  the  descending  thoracic  aorta.  The  patient 
underwent  repair  of  the  transected  aorta  through  a left 
fourth  intercostal  space  thoracotomy  with  proximal  and 
distal  aortic-pressure  monitoring.  Findings  included 
marked  antegrade  and  retrograde  subadventitial  dissec- 
tion of  aortic  hematoma  originating  in  a circumferential 
disruption  of  the  aortic  intirna  and  media  at  the  level  of 


Editors 

MELVIN  H.  WORTH,  Jr.,  M.D. 
Associate  Professor  of  Surgery, 

New  York  University  School  of  Medicine 

VINCENT  A.  PICCONE,  Jr.,  M.D. 
Associate  Professor  of  Surgery, 

State  University  of  New  York  Downstate 
Medical  Center 


the  ligamentum  arteriosum.  The  transected  vessel  ends 
were  retracted,  and  there  was  a marked  inflammatory 
response  in  the  surrounding  posterior  mediastinum. 
Employing  a TDMAC  and  heparin-coated  polyvinyl 
chloride  tapered  cannula  (Gott  design),1  bypass  of  the 
descending  aorta  was  accomplished  by  purse-string  can- 
nulation  of  the  arch  of  the  aorta  and  retrograde  cannula- 
tion  through  the  left  common  femoral  artery  (Fig.  2). 

No  systemic  heparin  was  administered. 

The  transected  aorta  was  repaired  after  cross-clamp- 
ing the  proximal  and  distal  descending  aorta.  The  dis- 
tal dissection  was  oversewn  with  a continuous  suture  of 
the  4-0  silk.  A 3-cm.  long  25-mm.  woven  Dacron  pros-  ] 
thesis  was  interposed  into  the  descending  aorta  using  5- 
0 Prolene  continuous  suture  material.  Urine  output 
was  maintained  during  bypass  lasting  one  hour  and 
forty-five  minutes.  The  radial  artery  systolic  pressure 
was  kept  at  140  mm.  Hg,  and  femoral  artery  systolic 
pressure  was  80  mm.  Hg.  A Fogarty  catheter  passed 
into  the  left  common  femoral  artery  after  decannulation 
yielded  some  distal  thrombus,  but  excellent  pulses  were 
restored.  Inspection  of  the  bypass  cannula  revealed  no  i 
thrombus  formation. 

The  postoperative  course  was  uneventful  with  no  sig- 
nificant hemorrhage,  coagulopathy,  or  paresis.  The  pa-  j- 
tient  was  discharged  on  May  31,  1974. 

1 

Comment 

Transection  with  dissecting  aneurysm  of  the  descend-  I 
ing  aorta  is  a rapidly  fatal  condition  that  requires  a high 
index  of  suspicion.  Twenty  per  cent  of  patients  survive 
longer  than  thirty  minutes  after  the  injury  before  sue-  : j 
cumbing  to  fatal  hemorrhage.2  Seventy  per  cent  of 
transections  of  the  descending  aorta  occur  just  distal  to 
the  left  subclavian  artery  opposite  the  ligamentum  arte-  I 
riosum.  The  tear  may  involve  a portion  of  the  aortic  j, 
wall  or  all  the  layers;  and  is  often  circumferential  with 
separation  of  the  ends.  The  adventitia  and  pleura  form 
the  protective  layer  in  most  survivors.  Fatal  rupture 
and  free  bleeding  usually  occur  within  four  weeks  in 
those  patients  surviving  the  initial  insult.3 

Frequent  chest  roentgenograms  to  measure  mediasti-  1 
nal  widening  is  the  primary  step  in  observation.  Severe 
chest  or  back  pain  should  increase  the  level  of  clinical 
suspicion.  An  aortogram  should  be  done  as  soon  as  the  i 
diagnosis  is  entertained,  and  immediate  surgery  per-|l 
formed. 

It  has  been  demonstrated  that  a surface  bearing  a 
layer  of  attached  heparin  as  thin  as  100  A is  nonthrom-l 
Oogenic.4  TDMAC,  a quaternary  amine,  forms  a molec-w 
ular  bond  with  heparin  and  can  also  firmly  attach  to  a 
polyvinyl  chloride  plastic  surface. r>  For  a temporary 
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FIGURE  2.  Woven  Dacron  prosthesis  sutured  in  place 
between  transected  edges  of  aorta.  Left  subclavian  ar- 
tery seen  on  right,  held  by  umbilical  tape. 

vascular  bypass  cannula,  such  a heparin-bonded  surface 
coating  is  ideal,  and  the  safety  margin  of  thromboresis- 
tance  is  well  within  the  heparin  half-life.6  ' 

Summary 

A successful  repair  of  a blunt  rupture  and  dissection 
of  the  descending  aorta  is  presented. 


Repeated  chest  films  and  early  aortography  are  essen- 
tial for  prompt  diagnosis.  A tridodecylmethyl-ammo- 
nium  chloride  and  heparin-coated  aortofemoral  shunt 
was  employed  to  insure  adequate  distal  organ  perfusion 
during  the  period  of  aortic  repair. 

Department  of  Surgery, 
New  York  University  School  of  Medicine, 
550  First  Avenue 
New  York  City  10016 
(DR.  CUKINGNAN) 
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The  Upper  Functional  G.I.  Disorder 


l lccr-like  symptoms: 
no  G.I.  pathology 


X-ray  demonstrates  normal  stomach. 


i ne  patient  is  convinced  ne  lias  an  ulcer. 

I lowever,  symptoms  are  not  ( j u ite  typical,  and 
x-ray  findings  are  negative.  These  findings  and 
the  results  of  additional  diagnostic  procedures 
exclude  an  organic  basis  for  the  patient’s  com- 
plaints. A diagnosis  ot  ‘ upper  f unctional  gastro- 
intestinal disorder'  is  made,  which  is  supported 
by  the  fact  that  episodes  of  painf  ul  symptoms 
t oincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

It  may  be  useful  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
G.I . functioning,  resulting  in  hypersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upper  functional 
gastrointestinal  disorders,  counseling  by  the 
primary  physic  ian  can  often  help  the  patient 
understand  bow  excessive  anxiety  may  cause 
flare-ups  of  G.I.  symptoms. 

A disproportionate  number  of  patients  seen 
by  the  general  practitioner  suffer  from  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Where  milder 
cases  may  respond  to  counseling  alone,  if  symp- 
toms are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  include  medication  to  re- 
duce the  symptoms  and  the  excessive  anxiety 
that  often  provokes  these  distressing  symptoms. 

In  these  cases,  Librax  as  an  adjunct  can 
greatly  contribute  to  the  course  of  therapy.  Its 
dual  action  can  offer  relief  of  both  painful  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  Br.  The  antianxiety  action  of 
Librium®  (chlordiazepoxide  HC1)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal  disorders  associated  with  excessive  anxiety; 
the  clidinium  bromide  (Quarzan™  ) component 
furnishes  dependable  antisec rctory-antispasmodic 
action.  Dosage  is  flexible;  it  may  be  adjusted 
according  to  your  patient’s  requirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  product  information 
regarding  precautions  and  adverse  reactions. 

*Rome  HP,  Brannick  TL:  Orientation  and  mechanism  of 
functional  disorders;  clinicophvsiologic  correlation,  chap.  133, 
in  Gastroenterology,  edited  by  Bockus  HL.  Philadelphia,  W.  B. 
Saunders  Company.  1963,  p.  1 1 16. 


An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


L 

BPlease  see  summary  of  product  information  on  following  page. 
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An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 

Librax' 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Initial  therapy 

The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Follow-up  therapy 

Follow-up  therapy. with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  ( e.g excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
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Our  concern  is  with  accidents  in  the  aged,  which 
Waller1  has  discussed  from  the  aspects  of  clinical 
medicine  and  epidemiology.  We  are  now  to  con- 
sider this  topic  from  a psychological  and  psychiat- 
ric point  of  view.  That  is,  we  will  examine  the 
ways  in  which  psychological  factors  may  affect  the 
i behavior  of  the  individual,  particularly  the  aged 
individual,  so  as  to  result  in  an  accident. 

For  our  purposes,  we  will  divide  these  psycho- 
logical factors  into  an  "emotional"  category  and  a 
“mental-organic"  category,  a separation  that  is 
more  useful  in  simplifying  our  presentation  than  it 
is  exact.  Emotional  factors  refer  to  those  com- 
monly described  as  “functional,”  and  they  apply 
to  all  age  groups.  Under  this  category,  we  will 
consider  unconscious  motivation,  accident  prone- 
ness, and  the  influences  of  functional  mental  ill- 
ness and  of  transient  and  chronic  emotional  states. 
Mental-organic  factors  will  refer  to  those  which 
are  related  to  changes  in  the  structure  and/or  the 
psychophysiologic  functions  of  the  central  ner- 
vous system.  These  are  largely,  but  not  always, 
age  related.  Under  the  mental-organic  category, 
we  will  primarily  consider  the  organic  mental  syn- 
dromes and  iatrogenic  causes  of  accidents  due  to 


the  adverse  effects  of  drugs.  Obviously,  both  cate- 
gories can  overlap,  with  each  affecting  the  other. 

Emotional 

It  is  generally  accepted  that  unconscious  moti- 
vation plays  a significant  part  in  many  accidents. 
Human  experience  is  filled  with  instances  of  per- 
sonal and  property  damage  which  happen  “acci- 
dentally on  purpose,"  and  there  is  much  in  the 
psychoanalytic  and  other  literature  to  explain  such 
events.  Menninger-  has  written  about  “purposive 
accidents  . . . those  occurrences  in  everyday  life  by 
which  the  body  suffers  damage  . . . which  appears 
to  be  entirely  fortuitous  but  which,  in  certain  cir- 
cumstances, represent  the  expression  of  an  uncon- 
scious self-destructive  wish.”  Brenner5  refers  to 
accidents  as  “due  to  repressed  hostile  wishes  or  an 
unconscious  need  for  punishment,  for  sacrifice,  or 
for  making  restitution  for  some  previous  act  or 
wish.”  Lawton,4  referring  more  specifically  to  the 
aged,  speaks  of  “indifferent  suicide,  that  self-de- 
structive event  which  may  result  after  the  would- 
be  victim  places  himself  in  a hazardous  situation 
beyond  his  ability  to  control.” 

The  elderly  are  as  likely  as  any  other  age  group 
to  invite  or  provoke  accidents  to  satisfy  uncon- 
scious needs.  Such  behavior  among  the  aged  is 
probably  most  closely  related  to  the  multiple  loss- 
es of  physical,  social,  and  economic  resources  so 
common  to  old  age.  These  losses,  as  Goldfarb  ' 
has  pointed  out.  can  produce  a sense  of  helpless- 
ness associated  with  decreased  confidence,  pride, 
and  self-esteem.  This  helpless,  dependent  condi- 
tion evokes  unconscious,  unacceptable  feelings  of 
rage  and  fear.  When  rage  predominates,  it  will  be 
directed  toward  those  whom  the  aged  person  holds 
to  be  either  responsible  for  his  plight  or  unrespon- 
sive to  his  efforts  to  gain  relief.  The  guilt  aroused 
in  him  by  this  unacceptable  rage  may  then  be  ex- 
piated by  self-destructive  behavior  leading  to  acci- 
dent and  injury.  When  fear  predominates,  it  is 
frequently  manifested  as  apathy.  Risk-taking  be- 
havior may  then  be  seen,  according  to  Lawton,4  as 
part  of  an  “age-regressive  pattern  of  indifference 
occurring  because  of  an  absence  of  further  goals 
and  the  removal  of  a strong  impulse  to  live." 
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Sometimes,  the  aged  person  may  get  into  trou- 
ble because  he  cannot  accept  the  limitations  of 
aging  and  denies  his  inability  to  perform  everyday 
activities  as  well  as  before.  To  maintain  an  image 
of  himself  as  a capable  and  effective  person,  he  will 
refuse  to  ask  for  or  accept  assistance  in  getting  out 
of  bed  or  in  going  to  the  bathroom.  Although  de- 
nial may  serve  as  a defense  against  anxiety  and 
help  preserve  an  illusion  of  competence,  it  also  en- 
courages attempts  at  activities  which  cannot  be 
safely  performed  and  may  have  disastrous  conse- 
quences. 

All  of  us  would  agree  that  unconscious  determi- 
nants are  important  in  some  accidents.  Psycho- 
analytic explanations,  however,  are  difficult  to 
confirm  except  through  clinical  case  studies. 
Such  studies  are  few,  often  would  appear  inter- 
preted to  fit  preconceived  theories,  and  are  diffi- 
cult to  validate. 

They  are,  nevertheless,  as  Haddon,  Suchman, 
and  Klein6  have  said,  “of  sufficient  interest,  influ- 
ence, and  plausibility  to  justify  their  consideration 
and  scientific  evaluation.” 

Let  us  now  turn  to  accident  proneness,  which  re- 
fers to  a predisposition  to  having  repeated  acci- 
dents because  of  a particular,  persistent  personali- 
ty disturbance.  This  concept  interests  us  because 
the  high  incidence  of  accidents  in  the  aged  raises 
the  question  of  whether  the  aged,  as  a group,  are 
accident  prone.  They  are,  in  point  of  fact,  psy- 
chologically no  more  so  than  the  general  popula- 
tion, but  the  subject  is  of  sufficient  interest  to  war- 
rant further  mention. 

Most  of  the  controlled  studies  of  the  role  of  psy- 
chological factors  in  accident  proneness  have  been 
of  motor-vehicle  accidents.  In  one  of  these,  indi- 
viduals with  high  accident  rates  were  shown  to 
have  certain  significant  personality  traits  such  as  a 
poor  capacity  for  controlling  hostility,  either  an 
excessive  self-centered  ness  or  an  overconcern  for 
others,  a fear  of  loss  of  love  and  support,  and  a low 
tolerance  for  tension.7  Although  there  seems  to 
he  a relationship  between  these  characteristics  and 
motor-vehicle  accidents  and,  by  extension,  to 
other  kinds  of  accidents,  there  is  doubt  on  statisti- 
cal, methodologic,  and  theoretic  grounds  that 
there  is  a specific,  definable  accident-prone  per- 
sonality." The  term  “accident  prone”  simply 
implies  that  the  accident  repeater  is  distinguished 
from  persons  with  low  accident  rates  by  certain 
traits  which  predispose  him  to  injurious  behavior. 
Among  the  aged,  some  accident  repeaters  are 
merely  young  accident  repeaters  grown  older. 
Others  are  those  in  whom  impatience,  intransi- 
gence, intolerance,  irritability,  and  other  compro- 
mising traits  eit  her  emerge  with  or  are  accentuated 
by  advancing  years. 

The  mental  illnesses  of  the  elderly  include  both 
those  carried  over  from  earlier  years  and  those 
which  make  their  first  appearance  in  late  life. 


These  illnesses  and  their  affective,  ideational,  and 
behavioral  manifestations  can  obviously  place  the 
aged  individual  at  risk  of  accident.  We  will  touch 
on  just  a few. 

Depression  can  sometimes  be  so  severe,  with 
psychomotor  function  so  retarded,  that  the  ability 
to  think  and  react  will  be  too  slow  to  enable  the 
depressed  person  to  avoid  imminent  danger.  De- 
pression can  also  be  dynamically  significant,  as  al- 
ready indicated,  in  the  development  of  the  uncon- 
scious self-destructive  wish  which  seeks  fulfillment 
in  an  accident.  Manic  thought  and  behavior  are 
readily  seen  to  be  potentially  dangerous  to  safety. 
The  euphoric  or  elated  person  is  frequently  oblivi- 
ous to  the  realities  of  his  surroundings.  Endowed, 
as  he  believes,  with  superhuman  capabilities,  his 
judgment  tends  to  be  poor  and  his  insurability 
worse.  The  chronic  schizophrenic  person  very 
often  lives  in  circumstances  which  offer  many  op- 
portunities for  accidents.  The  elderly  “accumula- 
tor” is  a not  uncommon  sight  on  city  streets  carry- 
ing shopping  bags  loaded  with  trash  picked  from 
corner  refuse  baskets.  Their  rooms,  haphazardly 
stored  with  their  collections,  are  literally  accident 
“traps.” 

We  all  will  accept  the  fact  that  emotional  states 
can  predispose  to  accidents  and  that  many  acci- 
dents occur  during  periods  of  transient  emotional 
stress  or  shortly  after  an  emotional  upheaval.  We 
know  that  whenever  a person  is  temporarily  tense 
and  angry,  anxious  or  frightened,  disappointed, 
frustrated,  or  preoccupied,  his  alertness  to  poten- 
tial situations  of  danger  is  blunted  and  his  capaci- 
ty to  respond  effectively  is  impaired.  These  emo- 
tional states,  of  course,  apply  to  all  ages,  but  the 
elderly  are  not  only  subject  to  changes  in  their 
lives  which  can  evoke  such  feelings  but  also  have  a 
limited  capacity  to  adjust  to  them  when  they 
occur.  For  example,  when  the  residents  of  the 
Daughters  of  Jacob  Geriatric  Center  were  recently 
moved  to  a new  building,  there  was  a sharp  in- 
crease in  the  accident  rate  attributable  not  only  to 
unfamiliarity  with  the  new  setting  hut  also  to  the 
emotional  reactions  to  the  change.  This  is  a vari- 
ant of  the  phenomenon  of  “transplantation  shock” 
which  may  follow  the  admission  of  an  elderly  per- 
son to  an  institutional  setting.  This  period  of  in- 
creased confusion  is  not  infrequently  associated 
with  the  occurrence  of  acute  illnesses  and  acci-  i 
dents. 

The  elderly  are  unusually  subject  to  concern 
about  illness  and  disability  and,  indeed,  most  sin- 
ter from  more  than  one  chronic  illness.  This  isj 
significant  not  only  because  of  the  physical  liabili- 
ties imposed  by  chronic  illness  but  also  because,  as 
Parrish  and  Weil9  have  found,  such  illness  tends  to 
“cause  apat  hy  and  a sense  of  detachment  from  the! 
environment  and  . . . preoccupation  with  illness! 
causes  lessened  alertness,  decreased  self-care,  and 
can  result  in  a predisposition  to  accident.” 
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Mental-organic 

Let  us  now  consider  the  psychological  factors  of 
mental-organic  origin.  Organic  brain  syndrome  is 
a striking  example  of  how  aging  may  affect  the 
mental  functioning  of  the  elderly.  It  is,  as  we 
know,  the  psychological  reflection  of  diffuse  im- 
pairment of  brain-tissue  function  and  is  manifest- 
ed by  disorientation,  memory  loss,  poor  compre- 
hension, poor  judgment,  and  excessive  and  inap- 
propriate emotional  reactions.  In  its  acute  form, 
it  frequently  develops  in  old  people  due  to  the 
physiologic  stress  imposed  by  a variety  of  causes. 

It  is  obvious  how  the  behavior  due  to  the  psy- 
chological impairment  associated  with  organic- 
brain  syndrome  can  result  in  accidents.  The  el- 
derly afflicted  with  this  disorder  frequently  climb 
over  side  rails,  wander,  lose  their  hearings,  and  fail 
to  grasp  the  implications  of  potentially  dangerous 
objects  in  the  environment.  Furthermore,  the  dif- 
fuse cortical  neuronal  loss  in  organic  brain  syn- 
drome has  a parallel  loss  throughout  the  remain- 
der of  the  central  nervous  system,  where  it  more 
directly  adversely  affects  the  processes  of  percep- 
tion and  motor  response. 

Gibson10  has  said  that  accidents  occur  for  one  of 
two  general  reasons.  "The  first  is  misperception 
of  a danger  in  the  environment,  or  of  its  proximity, 
or  of  its  imminence.  The  second  is  inappropriate 
reaction  to  a perceived  danger.”  The  majority  of 
accidents  in  the  elderly  are  due  to  such  an  impair- 
ment of  perception  and  motor  response  which  is 
part  of  the  general  decline  in  psychological  and 
psychophysiologic  functions  which  occur  at  an  in- 
creasing rate  with  declining  years.  This  decline 
results  largely  from  age-related  changes  in  the 
structure  and  function  of  the  various  peripheral 
sense  receptors,  their  connections  with  the  central 
nervous  system  and  in  the  central  nervous  system 
itself.  Changes  in  the  peripheral  sense  receptors 
lower  the  intensity  of  sensory  stimuli;  changes  in 
the  connecting  nervous  pathways  decrease  the 
speed  w-ith  which  the  stimuli  are  transmitted  to 
the  brain;  changes  in  the  areas  of  the  brain  where 
the  integration  of  perception  and  reaction  take 
place  interfere  with  the  proper  timing,  choice,  and 
ordering  of  the  movements  necessary  to  avoid 
harm.11  All  the  psychological  factors  we  have  con- 
sidered thus  far  can  affect  the  behavior  of  the  aged 
so  as  to  result  in  an  accident,  primarily  through 
their  influence  on  processes  which,  as  we  see,  are 
themselves  psychophysiologic  in  nature. 

The  efforts  of  psychiatrists  and  other  physicians 
to  modify  disturbed  and  disturbing  behavior  in  el- 
derly patients  may  inadvertently  lead  to  accidents. 
The  variety  of  sedatives,  tranquilizers,  and'antide- 
pressants  which  are  prescribed  can  have  both  di- 
rect and  indirect  deleterious  effects.  For  example, 
barbiturates  may  cause  drowsiness  and  subtle  dis- 
tortions of  judgment  and  of  motor  skill  as  part  of  a 
drug  "hangover.”  They  may  also  cause  paradoxic 


excitement  with  hyperactivity  and  irritability. 
Phenothiazines  and  other  major  tranquilizers  may 
cause  drowsiness,  hypotension,  and,  under  pro- 
longed high  dosage,  impairment  of  gait  due  to  ex- 
trapyramidal  side-effects.  Antidepressants  may, 
despite  their  mood-elevating  properties,  have  a 
sedative  effect  and  may  also  cause  hypotension. 

The  aged  are  especially  prone  to  such  harmful 
side-effects  and  iatrogenic  accidents  because  the 
metabolism,  excretion,  and  secretion  of  drugs  may 
be  altered  due  to  old  age.  In  addition,  the  large 
number  of  medications  taken  bv  the  average  aged 
person  increases  the  potential  for  drug  interac- 
tions as  well  for  reactions.  Rodstein12  has  empha- 
sized the  dangers  of  barbiturates,  tranquilizers, 
and  antidepressant  drugs  as  underlying  causes  of 
accidents  in  the  aged.  This  is  not  only  because  of 
the  reasons  already  given  but  also  because  the 
aged  have  been  found  to  commit  errors  of  dosage, 
sequence,  and  timing  in  the  use  of  medications. 
Obviously,  the  choice  of  medication  must  be  care- 
fully made  and  periodically  reviewed,  with  moni- 
toring of  effects  at  all  times.  Restraints,  intended 
to  protect  the  frail  or  confused  elderly  patient 
from  harm,  often  fail  in  their  purpose  when  they 
are  improperly  fitted  and  enable  the  patient  to  slip 
from  under  them  and  fall.  The  act  of  restraint,  it- 
self, not  infrequently  agitates  the  elderly  and  leads 
to  harm. 

Comment 

We  have  examined  some  of  the  psychological  in- 
fluences on  the  behavior  of  aged  individuals  which 
may  be  involved  in  accidents  and  injuries.  Basi- 
cally, they  are  those  which  consciously  or  uncon- 
sciously bring  them  into  a situation  of  danger  or 
impair  their  capacity  to  correctly  perceive  and  re- 
spond to  such  a situation  so  as  to  avoid  harm. 
The  accidents  and  injuries  themselves  have  serious 
psychological  as  well  as  physical  and  social  conse- 
quences on  the  aged  person  which  further  compli- 
cate his  ability  to  function  in  his  environment. 

Those  of  us  concerned  with  the  wrell-being  of  the 
aged  recognize  the  tremendous  impact  of  accidents 
and  injuries  on  them,  and  we  must  apply  our 
knowledge  and  experience  to  minimize  it.  We 
must  strive  to  get  the  aged  to  accept  the  limita- 
tions imposed  by  age  and  to  modify  their  activities 
to  meet  these  limitations.  We  must  be  alert  to  the 
presence  of  personality  traits  or  emotional  reac- 
tions which  may  lead  to  accidents,  and  we  must 
treat  them  appropriately.  We  must  be  careful  in 
our  choice  and  use  of  chemical  and  mechanical  re- 
straints and  be  aware  of  their  possible  conse- 
quences. And  we  must  provide  for  the  physical 
and  psychological  rehabilitation  of  those  elderly 
who  have  had  accidents,  so  as  to  offset  the  real  or 
imagined  losses  which  are  so  threatening  to  their 
independence. 
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The  hazardous  hibachi 

Glowing  charcoal  briquets  are  a pleasant  and  conve- 
nient method  of  grilling  steaks,  hamburgers,  hot  dogs, 
and  other  goodies  in  the  back  yard  of  an  evening. 

Keep  those  glowing  coals  in  your  hibachi  or  grill 
where  they  belong — in  the  open  air.  In  a closed  space, 
they  can  kill  you. 

The  problem  is  a colorless,  odorless,  tasteless  gas  pro- 
duced by  smouldering  charcoal — the  highly  lethal  car- 
bon monoxide. 

Medical  journals  are  sprinkled  with  reports  from  doc- 
tors called,  too  late,  to  treat  victims  of  carbon  monoxide 
poisoning  from  charcoal  grills.  The  victims  were  indi- 
viduals who  brought  the  grill  inside — into  a camper, 
tightly  closed  tent,  a room  in  the  house,  a room  in  a 
motel.  Some  thought  the  fire  had  burned  out.  Others, 
unaware  of  the  danger,  used  the  hibachi  to  warm  the 
camper  or  lake  cottage  room  on  a cool  evening.  Some  of 
them  never  woke  up. 

The  title,  “The  Hazardous  Hibachi,”  comes  from  a re- 
port published  in  the  -Journal  of  the  American  Medical 
Association,  describing  in  detail  live  deaths  from  car- 
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bon  monoxide  poisoning  from  charcoal  briquets — inside 
a Volkswagon  bus,  a trailer,  a station  wagon,  and  a pota- 
to cellar.  The  journal  article  also  cites  five  more  deaths 
reported  by  other  doctors.  And  a bulletin  from  the  Na- ) 
tional  Clearinghouse  for  Poison  Control  Centers  reports 
on  more  than  30  deaths  from  the  same  cause. 

Charcoal  is  perfectly  safe  when  used  as  intended,  in 
the  open  air  or  under  a proper  vent,  such  as  a fireplace. 
The  charcoal  briquet  sacks  available  in  the  grocery  store 
carry  warnings  on  the  label  against  use  indoors  or  in  an 
enclosed  space.  The  warnings  read:  “Toxic  fumes  may 
accumulate  and  cause  death.” 

These  warnings  mean  what  they  say. 

One  backyard  chef  was  routed  by  a sudden  rain 
storm.  He  carried  his  grill  into  a small  tool  shed  to  fin-  i 
ish  the  cooking.  His  family  found  him  dead  in  the  shed. 

Carbon  monoxide  also  is  a component  of  auto  ex- 1 
hausts,  and  the  potential. danger  of  running  the  auto  en-  J; 
gine  in  a closed  garage  is  well  known  and  widely  publi- 
cized. The  hazard  of  the  charcoal  briquet  is  less  com- 
monly known. 

Keep  your  cookouts  in  the  open  air. 
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Drug  Information* 


Questions  and  Answers 

Do  you  have  any  information  concerning  adverse  ef- 
fects associated  with  long-term,  low-dose  tetracycline 
therapy  in  acne  vulgaris? 

Long-term,  low-dose  tetracycline  therapy  is  widely 
used  in  the  treatment  of  inflammatory  acne  lesions.1,2 
A typical  regimen  starts  with  tetracycline  250  mg.  three 
times  a day,  and  then  the  patient  is  maintained  on  250 
to  500  mg.  daily.3  When  elevated  doses  such  as  1,250 
mg.  per  day  were  used,  side-effects  including  nausea, 
vomiting,  and  diarrhea  occurred.  These  side-effects 
quickly  subsided  on  lowering  the  dosage.4 

Kinn,  Shalepa,  and  Baer  used  1.5  to  3 Gm.  a day  of 
tetracycline  on  80  patients.5  After  three  months  of 
treatment,  the  only  side-effect  noted  was  phototoxic  ef- 
fects in  2 patients.  Another  study  has  shown  that  con- 
tinued use  of  antibiotics  leads  to  a higher  rate  of  coloni- 
zation of  the  anterior  nares  of  acne  patients  by  gram- 
negative  organisms.  However,  the  concomitant  use  of 
hexachlorophene-containing  soaps  appeared  to  be  a 
contributing  factor.6 

It  is  the  general  impression  among  clinicians  that 
there  is  very  little  danger  of  any  serious  blood  change 
occurring  from  long-term,  low-dose  tetracycline  therapy. 
In  a study  that  consisted  of  55  patients,  of  which  22 
completed  the  study,  3 test  subjects  showed  slight  leu- 
kopenia, 2 showed  a very  slight  degree  of  toxic  granula- 
tions of  leukocytes,  and  3 instances  of  polymorphonucle- 
ar leukocyte-lymphocyte  reversal  (2  were  in  the  control 
group)  were  found.  No  test  subject  showed  a low 
packed-cell  volume,  and  although  18  patients  had  their 
white  blood-cell  count  lowered,  no  count  below  5,000 
was  observed.7 

Kestel8  reported  that  2 female  patients  who  received 
1,000  mg.  per  day  of  tetracycline  chronically  for  several 
years  developed  what  appeared  to  be  tetracycline-in- 
duced onycholysis  in  the  absence  of  photosensitivity. 
This  appears  to  suggest  that  on  occasion  onycholysis 
could  occur  either  as  part  of  the  photosensitive  reaction 
from  tetracycline  or  independently. 

A report  appeared  that  a sixteen-year-old  girl  who  re- 
ceived 250.  mg  of  tetracycline  twice  a day  for  two  and  a 
half  years  developed  malignant  lymphoepithelioma. 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Modell.  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989. 


Since  tetracycline  has  been  reported  to  be  immunosup- 
pressive and  teratogenic  in  laboratory  animals,  it  might 
predispose  toward  malignant  change  when  taken  for  a 
long  period  of  time.9 

Increased  susceptibility  to  additional  infection  has  re- 
ceived considerable  attention.  Bjornberg  and  Roupe10 
studied  51  acne  patients  on  low  dosage  of  tetracycline 
for  more  than  six  months  (mean  sixteen  months)  and 
compared  them,  by  means  of  a questionnaire,  with  51 
matched  healthy  controls  as  to  their  opinion  of  the  oc- 
currence of  symptoms  of  some  types  of  infection.  There 
was  ro  indication  of  an  increased  susceptibility  to  devel- 
op infections  in  the  tetracycline-treated  group.  In  an- 
other series  conducted  by  the  same  authors,  6 of  44 
women  on  low-dose  tetracycline  had  symptoms  of  moni- 
lial  infection  of  the  genitals. 

In  conclusion,  to  date,  long-term,  low-dose  tetracy- 
cline hydrochloride  appears  to  be  associated  with  few 
serious  side-effects. 

1.  The  Committee  on  Drugs  of  the  American  Academy  of 
Pediatrics,  South.  M.  J.  66:  494  (1973). 

2.  Schmitt,  C.  L.:  Current  acne  therapy.  A complete  re- 
port, Arch.  Dermatol.  87:  361  (1963). 

3.  Kalivas,  J.:  Acne  vulgaris — fact,  fancy,. and  in  between, 
Ration.  Drug  Ther.  7:  1 (Mar.)  1973. 

4.  Leyden,  J.  J.,  et  al. : Tretinon  and  antibiotic  therapy  in 
acne  vulgaris.  South.  M.  J.  67:  20  (Jan.)  1974. 

5.  Friedman-Kien,  A.,  et  al. : Letter  to  editor,  Arch.  Der- 
matol. 105:608  (Apr.)  1972. 

6.  Leyden,  J.  J.,  et  al. : Gram-negative  folliculitis — a 

complication  of  antibiotic  therapy  in  acne  vulgaris,  Brit.  J.  Der- 
matol. 88:  533  (June)  1973. 

7.  Osment,  L.  S.,  and  Hammack,  W.  J.:  The  long-term 
use  of  tetracycline  in  acne  vulgaris,  effect  on  blood  elements, 
South.  M.  J.  63:  1156  (1970). 

8.  Kestel,  J.  L.,  Jr.:  Tetracycline-induced  onycholysis  un- 
associated with  photosensitivity,  Arch.  Dermatol.  106:  766 
(Nov.)  1972. 

9.  Sadoff,  L.,  and  Eckberg,  T.:  Lymphoepithelioma  after 
long-term  tetracycline  for  acne.  Lancet  1:  675  (Mar.  24)  1973. 

10.  Bjornberg,  A.,  and  Roupe,  G.:  Susceptibility  to  infec- 
tions during  long-term  treatment  with  tetracycline  in  acne  vul- 
garis, Dermatologica  145:  334  (1972). 

How  effective  is  propoxyphene  as  a mild  analgesic? 

The  therapeutic  value  of  propoxyphene  hydrochlo- 
ride (Darvon)  and  propoxyphene  napsylate  (Darvon-N) 
remains  equivocal.  There  is  conflicting  evidence  in  the 
literature  regarding  the  effectiveness  of  propoxyphene, 
either  alone  or  in  combination. 

On  request  of  the  FDA  (Food  and  Drug  Administra- 
tion), Eli  Lilly  and  Company  issued  a letter  dated  May 
19,  1972,  clarifying  some  facts  about  propoxyphene. 
The  letter  stated  the  following: 

There  is  no  substantial  evidence  to  demonstrate 
that  65  mg.  of  (propoxyphene  hydrochloride)  is  more 
effective  than  650  mg.  of  aspirin  (two  5-grain  tablets), 
and  the  preponderance  of  evidence  indicates  that  it 
may  be  somewhat  less  effective. 

The  preponderance  of  evidence  indicates  that  (pro- 
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poxyphene  hydrochloride)  is  somewhat  less  potent 
than  codeine.  The  best  available  evidence  is  that 
(propoxyphene  hydrochloride)  is  approximately  two- 
thirds  as  potent  as  codeine.  Furthermore,  there  is  no 
substantial  evidence  that,  when  administered  at  equi- 
analgesic  doses,  (propoxyphene  hydrochloride)  pro- 
duces a lower  incidence  of  side-effects  than  codeine. 

Miller  and  associates1  reviewed  the  literature  exten- 
sively and  concluded  that  propoxyphene  is  no  more  ef- 
fective than  aspirin  or  codeine  and  may  be  inferior. 

Beaver2  concluded  that  propoxyphene  hydrochloride 
(65  mg.)  is  superior  to  a placebo,  but  doses  of  less  than 
65  mg.  are  of  questionable  efficacy.  He  estimated  the 
potency  of  propoxyphene  to  be  one-half  to  one-third 
that  of  codeine  and  believed  that  propoxyphene  hydro- 
chloride (32  to  65  mg.)  is  no  more  and  possibly  less  ef- 
fective than  the  usually  used  dose  of  aspirin. 

Hopkinson  et  al. 3 compared  the  analgesic  effect  of 
650  ml.  of  acetaminophen  with  65  mg.  of  propoxyphene 
and  with  a placebo.  He  found  no  difference  between 
the  analgesic  effect  of  propoxyphene  and  the  placebo. 

A recent  double-blind  study  by  Moertel  et  al.4  com- 
pared analgesic  drugs  in  100  patients  with  pain  due  to 
cancer.  Propoxyphene  hydrochloride  alone  showed  a 
slight  but  insignificant  advantage  over  placebo  and  was 
inferior  to  aspirin.  A combination  of  100  mg.  of  propox- 
yphene napsylate  with  650  mg.  of  aspirin  showed  no  sta- 
tistically significant  difference  in  analgesic  effect  than 
650  mg.  of  aspirin  and  consistently  ranked  lower  than 
the  combination  of  65  mg.  of  codeine  and  650  mg.  of  as- 
pirin. 

In  conclusion,  it  appears  that  propoxyphene  and  its 
combinations  may  be  overprescribed  when  one  considers 
their  analgesic  effectiveness. 

1.  Miller,  R.,  et  al.:  Propoxyphene  hydrochloride,  a critical 
review,  J.A.M.A.  213:  996  (1970). 

2.  Beaver,  W.:  Mild  analgesics:  a review  of  their  clinical 
pharmacology,  Am.  J.  M.  Sc.  251:  586  (1966). 

3.  Hopkinson,  J.  H.,  3rd,  et  al. : Acetaminophen  versus 

propoxyphene  hydrochloride  for  relief  of  pain  in  episiotomv  pa- 
tients, J.  Clin.  Pharmacol.  13:  251  (July)  1973. 

4.  Moertel,  C.,  et  al. : Relief  of  pain  by  oral  medications, 
J.A.M.A.  229:  55  (July  1)  1974. 

Does  minocycline  (Minocin)  have  a broader  range  of 
activity  than  other  tetracyclines ? 

The  in  vitro  activity  of  minocycline  appears  to  be 
greater  against  Staphylococcus  aureus  than  the  other  te- 
tracyclines. Against  other  bacterial  species,  superiority 
of  minocycline  is  less  evident  or  nonexistent. 

Fedorko  and  coworkers1  compared  the  in  vitro  activi- 
ty of  minocycline  to  that  of  tetracycline  (Achromycin), 
oxytetracycline  (Terramycin),  chlortetracycline  (Aure- 
omycin),  and  demeclocycline  (Declomycin).  Minocyc- 
line was  the  most  active  against  Staph,  aureus.  Eighty 
per  cent  of  tetracycline-resistant  staphylococci  tested 
were  sensitive  to  minocycline. 

Kuck  et  al.2  reported  that  minocycline  was  more  ac- 
tive in  vitro  than  doxycycline  (Vibramycin),  demeclo- 
cycline, methacycline  (Rondomycin),  and  tetracycline 
against  101  clinical  staphylococcal  isolates. 

Nelson3  and  Landes4  reported  that  patients  with  tet- 
racycline-resistant staphylococcal  infections  showed 
clinical  improvement  after  a course  of  therapy  with  mi- 
nocycline. heigh  and  Simmons5  reported  that  of  the 
isolates  tested,  minocycline  would  have  been  effective 
against  Staph,  aureus  reported  resistant  to  tetracycline. 


In  conclusion,  minocycline  has  been  shown  to  be  more 
active  in  vitro  against  certain  strains  of  Staph,  aureus 
than  other  tetracyclines.  However,  tetracyclines  are  not 
the  drugs  of  choice  for  staphylococcal  infections.  Peni- 
cillin G is  the  drug  of  choice  for  nonpenicillinase-pro- 
ducing species,  a penicillinase-resistant  penicillin  for 
penicillinase-producing  species.6 

1.  Fedorko,  J.,  et  al.:  In  vitro  activity  of  minocycline,  a 

new  tetracycline,  Am.  J.  M.  Sc.  255:  252  (1968). 

2.  Kuck,  N.,  et  al. : Activity  of  minocycline  and  other  te- 
tracyclines against  tetracycline-sensitive  and  -resistant  staphy- 
lococci, Proc.  Soc.  Exper.  Biol.  & Med. 136:  479  (1971). 

3.  Nelson,  B.  A.:  Clinical  evaluation  of  a new  antibiotic, 

minocycline,  Eye  Ear  Nose  & Throat  Month.  50:  217  ( 1971). 

4.  Landes,  M.:  Minocycline  in  tetracycline-resistant 

staphylococcal  infections,  Clin.  Med.  80:  31  (Sept.)  1973. 

5.  Leigh,  D.,  and  Simmons,  K.:  Effect  of  minocycline  on 

tetracycline-resistant  staphylococcus  aureus,  Lancet  1:  1006 
(May  18)  1974. 

6.  Antimicrobial  drugs  of  choice,  M.  Letter  Handbook  An- 
timicrob.  Ther.  340:  11  (Jan.  21)  1972. 

What  is  the  recommended  influenza  vaccine  for  the 
1974  to  1975  season?  Is  it  different  from  that  available 
last  year?  What  is  the  recommended  schedule  for  vac- 
cination? 

Influenza  virus  vaccine,  bivalent,  for  1973  to  1974 
contained  not  less  than  1,000  CCA  (chick-cell  agglutin- 
ating) units  of  antigen  in  the  following  proportions:  700 
CCA  units  of  type  A strain  comparable  to  the  prototype, 
A England/42/72  (H3N2)  and  300  CCA  units  of  type  B 
strain,  B/Massachusetts/1/71.1  To  achieve  optimal  pro- 
tection, a monovalent  influenza  vaccine  type  B was  rec- 
ommended as  a supplemental  vaccine  for  those  who 
were  to  receive  bivalent  vaccine.  The  administration  of 
the  two  vaccines  was  recommended  to  be  two  weeks  or 
more  apart  to  enhance  an  overall  type  B antibody  re- 
sponse. 

The  Bureau  of  Biologies,  Food  and  Drug  Administra- 
tion, reviews  influenza  vaccine  formulation  regularly 
and  recommends  reformulation  with  contemporary  anti- 
gens when  indicated.  Influenza  virus  vaccine,  bivalent, 
for  1974  to  1975  contains  a new  type  A influenza  virus 
representative  of  currently  prevalent  “England”  strains. 
Each  adult  dose  (0.5  ml.)  of  the  1974  to  1975  vaccine 
contains  not  less  than  1,200  CCA  units  of  antigen  in  the 
following  proportion:  700  CCA  units  of  a type  A strain 
comparable  to  the  prototype,  A/Port/Chalmers/1/73 
(H3N2)  and  500  units  of  a type  B strain,  B/Hong  Kong/ 
5/72.2 

Influenza  control  through  widespread  vaccination  is 
not  currently  a public  health  objective,  but  annual  vac- 
cination is  recommended  for  the  older-age  group  and  for 
persons  of  all  ages  who  have  such  chronic  conditions  as 
(I ) heart  disease  of  any  etiology,  particularly  with  mitral 
stenosis  or  cardiac  insufficiency;  (2)  chronic  bronchopul- 
monary diseases,  such  as  asthma,  chronic  bronchitis, 
bronchiectasis,  and  emphysema;  (3)  chronic  renal  dis- 
ease; and  (4)  diabetes  mellitus  and  other  chronic  meta- 
bolic disorders. 

The  primary  series  of  influenza  virus  vaccine,  biva- 
lent, has  traditionally  been  two  doses  given  at  an  inter- 
val of  approximately  two  months.  Data  indicate  that 
with  the  more  potent  influenza  vaccines  available  in  re- 
cent years,  the  second  dose  provides  little  additional 
benefit.  It  is  now  considered  reasonable,  therefore,  to 
give  only  one  injection,  preferably  by  the  intramuscular 
route,  of  bivalent  vaccine  for  either  primary  or  annual 
booster  use.  Monovalent  type  B is  not  recommended 
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this  year.  Influenza  vaccination  should  be  scheduled 
for  completion  by  mid- November.  Adults  and  children 
ten  years  of  age  and  older  shoidd  receive  0.5  ml.  of  vac- 
cine. Children  six  to  ten  years  of  age  should  receive 

0.25  ml.  Vaccine  should  not  he  administered  to  persons 
hypersensitive  to  egg  protein. 1 

1.  Recommendation  of  the  Public  Health  Service  Advisory 
Committee  on  Immunization  Practices,  Morbid.  Mortal.  Week- 
ly Rep.  22:  207  (June  16)  1973. 

2.  Recommendation  of  the  Public  Health  Service  Advisory 
Committee  on  Immunization  Practices,  ibid.  23:  215  (June  15) 
1974. 

3.  New  Formulation,  Pharm.  Index  16:  11  (Aug.)  1974. 

Is  the  Kveim  test  available? 

The  Kveim  test,  first  described  in  1935,  is  an  intra- 
dermal  skin  test  used  in  the  diagnosis  of  sarcoidosis. 
The  test  utilizes  a serum  suspension  of  human  sarcoid 
tissue  that  has  been  carefully  standardized.1  It  is  well 
I established  that  some  components  of  this  suspension 
provoke,  when  injected  intradermally  in  a patient  with 
active  sarcoidosis,  the  slow  development  of  an  epithe- 
lioid granuloma  of  a sarcoid  type.  A dose  of  0.1  to  0.2 
ml.  of  crude  Kveim  antigen  is  injected  into  the  flexor 
I surface  of  the  forearm,  and  the  inoculation  site  is  ob- 
j served  for  the  development  of  a visible  and  palpable 
nodule  during  the  ensuing  six  weeks.2  The  nature  of 
this  Kveim  reaction  is  unknown,  although  it  may  be  a 
manifestation  of  hypersensitivity. 

There  is  no  commercial  source  of  this  antigen;  there- 
I fore,  the  physician  employing  this  test  must  find  a medi- 
cal center  with  some  standardized  antigen  and  a clini- 
cian who  is  familiar  with  the  performance  of  this  test.3 
There  is  a great  deal  of  variation  from  laboratory  to  lab- 
oratory in  preparing  this  antigen  suspension. 

The  specificity  of  the  test  has  been  questioned. 
False-negative  results  may  amount  to  30  to  40  per  cent; 
the  percentage  increases  with  duration  of  disease. 
False-positive  results  may  occur  in  Crohn’s  disease  and 
in  apparently  healthy  subjects  who  fail  to  undergo  tu- 
berculin conversion  after  two  BCG  vaccinations.  There 
are  also  errors  in  technique  both  in  performing  the  test 
and  in  reading  it  which  can  influence  the  results.2 

In  conclusion,  the  Kveim  test  may  be  useful  to  con- 
firm the  clinical  diagnosis  of  sarcoidosis.  The  physician 
desiring  to  utilize  this  diagnostic  procedure  must  locate 
a source  of-the  antigen  since  it  is  not  commercially  avail- 
able. 

1.  Ellis,  P.  J.:  The  Kveim  Test  for  Sarcoidosis,  April,  1971. 
(For  further  reference  contact  Dr.  Ellis  at  Immunobiologies  Ac- 
tivity, Center  for  Disease  Control.  Atlanta,  Georgia.  30333.) 

2.  Douglas,  A.:  The  Kveim  test  and  its  practical  signifi- 
cance, Scand.  J.  Resp.  Dis.  supp.  80:  61  (1972). 

3.  Sarcoidosis  and  the  Kveim  test,  M.  Letter  14:  71  (Sept. 
15)  1972. 

Do  you  have  any  information  concerning  the  use  of 
aspirin  in  preventing  myocardial  infarction  or  reducing 
its  mortality  rate? 

The  ingestion  of  aspirin  has  been  shown  to  alter  coag- 
ulation mechanisms,  the  most  important  of  which  may 
be  platelet  aggregation.  Therefore,  it  has  been  suggest- 
ed that  aspirin  may  be  useful  if  used  prophylactically  in 
thromboembolic  conditions  such  as  coronary  artery 
thrombosis. 

The  Boston  Collaborative  Drug  Surveillance  Group1 
conducted  two  studies  which  suggested  that  aspirin  may 
reduce  the  incidence  of  MI  (myocardial  infarction).  In 


the  first,  among  325  patients  with  acute  MI,  3 (0.9  per 
cent)  gave  a history  of  regular  aspirin  use  before  admis- 
sion, whereas  among  3,807  controls,  188  (4.9  per  cent) 
gave  such  a history.  In  the  second,  among  451  patients 
with  acute  MI,  16  (3.5  per  cent)  have  a history  of  regular 
aspirin  use  before  admission,  whereas  among  10,091 
controls  702  (7  per  cent)  gave  such  a history.  Both 
studies,  therefore,  showed  a negative  association  be- 
tween regular  aspirin  ingestion  and  nonfatal  MI.  Un- 
fortunately, although  factors  such  as  age  and  sex  were 
eliminated  from  the  trials,  factors  such  as  diet,  personal- 
ity, and  exercise  were  not. 

Elmwood  et  al.  2 studied  1,239  men  who  had  had  a re- 
cent MI,  and  although  statistically  inconclusive,  in  those 
patients  receiving  aspirin  there  was  a reduction  in  total 
mortality  at  six  months  and  at  twelve  months  after  ad- 
mission to  the  trial  compared  with  a placebo  group. 

Isomaki 1 studied  1,000  rheumatic  patients  who  were 
receiving  aspirin  and  stated  that  patients  taking  26  to 
500  Gm.  of  aspirin  yearly  had  as  many  Mis  as  patients 
taking  aspirin  only  occasionally  or  not  at  all.  However,. 
Wood-1  reevaluated  Isomaki’s  statistics  and  stated  that 
the  initial  conclusion  may  have  been  incorrect,  and  in 
fact  aspirin  may  have  reduced  the  mortality  incidence. 

In  conclusion,  some  evidence  is  accumulating  that 
regular  aspirin  ingestion  reduces  the  possibility  of  MI. 
However,  before  aspirin  can  be  recommended  as  a safe 
and  effective  agent  for  preventing  or  reducing  its  mor- 
tality rate,  trials  are  required  to  establish  whether  this 
effect  is  real. 

1.  Jick,  H.,  et  al.:  Regular  aspirin  intake  and  acute  myo- 
cardial infarction,  Brit.  M.  J.  1:  440  (Mar.)  1974. 

2.  Elmwood,  P.,  et  al. : A randomized  controlled  trial  of 

acetyl  salicylic  acid  in  the  secondary  prevention  of  mortality 
from  myocardial  infarction,  ibid.  1:  436  (Mar.)  1974. 

3.  Isomaki,  H.:  Aspirin  and  myocardial  infarction  in  pa- 

tients with  rheumatoid  arthritis.  Lancet  2:  831  (Oct.  14)  1972. 

4.  Wood,  L.:  Aspirin  and  myocardial  infarction,  ibid.  2: 

1021  (Nov.  11)  1972. 

Can  drugs  used  for  oral  cholecystography  cause 
acute  renal  failure? 

The  use  of  both  iopanoic  acid  (Telepaque)  and  ipo- 
date  calcium  (Oragrafin),  the  two  most  popular  agents 
used  for  oral  cholecystography,  have  been  associated 
with  a low  incidence  of  serious  renal  effects  including 
acute  renal  failure.1-3  The  clinical  course  of  acute  renal 
failure  is  manifested  by  oliguria  or  anuria  and  an  elevat- 
ed blood  urea  nitrogen  beginning  a few  hours  after  cho- 
lecystography. Most  patients  have  recovered  without 
sequelae  in  a few  days.  A review  of  cases  attributed  to 
oral  cholecystographic  agents  shows  that  most,  if  not  all, 
cases  occurred  in  patients  with  severe  hepatic  dysfunc- 
tion or  extrahepatic  biliary  obstruction.  Most  also  fol- 
lowed the  use  of  excessively  high  doses  of  oral  cholecys- 
tographic agents,  many  of  which  were  repeat  tests  be- 
cause of  failure  of  visualization  after  an  initial  dose. 

Sanen,  Myerson,  and  Teplick4  reviewed  the  reported 
cases  of  acute  renal  failure  associated  with  oral  cholecys- 
tography, and  conducted  a study  in  which  oral  cholecys- 
tographic agents  were  used  in  normal  individuals  and  in 
patients  with  either  advanced  renal  or  hepatic  disorders. 
They  concluded  that  clinical  and  pathologic  evidence 
suggested  that  acute  renal  failure  was  caused  by  an  isch- 
emic circulatory  factor,  particularly  in  the  presence  of 
severe  hepatic  derangement  or  extrahepatic  biliary  ob- 
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struction.  Further,  preexisting  renal  disease  did  not 
seem  to  be  a contributory  etiologic  factor. 

In  conclusion,  the  utilization  of  oral  cholecystographic 
agents  in  large  or  repeated  doses  in  the  presence  of 
marked  hepatic  insufficiency  or  biliary  tract  disease  are 
the  factors  which  tend  to  increase  the  risk  of  serious 
renal  side-effects  in  patients  who  undergo  oral  cholecys- 
tography. 

1.  Meyler,  L.,  and  Herxheimer,  A.:  Side  Effects  of  Drugs, 
Amsterdam,  Excerpta  Medica,  1972,  vol  7,  p.  656. 

2.  Harrow,  B.,  and  Winslow,  O.:  Renal  toxicity  following 
oral  cholecystography  with  Oragrafin  (ipodate  calcium),  Radi- 
ology 87:  721  (1966). 

3.  Canales,  C.,  et  al. : Acute  renal  failure  after  the  admin- 
istration of  iopanoic  acid  as  a cholecystographic  agent,  New 
England  J.  Med.  281:  89  (1969). 

4.  Sanen,  F.,  Myerson,  R.,  and  Teplick,  J.:  Etiology  of  seri- 
ous reactions  to  oral  cholecystography,  A.M.A.  Arch.  Int.  Med. 
113:  241  (1964). 
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Diphtheria  vaccination  urged 
as  immunization  push  opens 

Despite  decades  of  available  protection  with  an  effec- 
tive toxoid,  diphtheria  is  still  with  us,  and  it  still  kills. 

In  the  twelve-year  period  of  1959  to  70,  there  were 
3,627  cases  of  diphtheria  reported  to  the  Center  for  Dis- 
ease Control  at  Atlanta,  says  a report  in  a current  issue 
of  the  Journal  of  the  American  Medical  Association. 

There  were  253  deaths. 

Not  many  cases  or  deaths  each  year,  but  still  most  of 
them  were  unnecessary.  Immunization  with  the  diph- 
theria toxoid  offers  excellent  protection.  The  occasion- 
al case  in  an  immunized  individual  is  seldom  fatal,  the 
researchers  found. 

The  American  Medical  Association  joined  other  orga- 
nizations in  observing  October  as  Immunization  Month. 
An  extra  health  education  effort  was  made  to  spread  the 
protective  benefits  of  vaccines  to  those  not  presently 
protected. 

The  study  by  a research  team  of  the  Center  for  Dis- 
ease Control  at  Atlanta  found  that  persons  with  no  his- 
tory of  diphtheria  toxoid  immunization  had  five  times 
great*  r risk  of  death  from  the  disease,  and  persons  with 
partial  m o u>  1/  i ion  had  two  times  greater  risk  of  dying 
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than  those  with  a history  of  full  immunization.  Small 
children  are  particularly  susceptible. 

The  report  was  by  M.D.s  Robert  S.  Munford,  Howard 
W.  Ory,  George  F.  Brooks,  and  Roger  A.  Feldman. 

In  an  editorial  in  the  same  issue  of  the  Journal,  Henri 
F.  Wendel,  M.D.,  chairman  of  the  AMA’s  Council  on 
Environmental,  Occupational  and  Public  Health,  points 
out  that  earlier  in  1974  St.  Louis  experienced  an  out- 
break of  measles,  despite  the  fact  that  an  effective  vac- 
cine was  developed  in  the  early  1960s. 

Dr.  Wendel  also  pointed  to  outbreaks  of  diphtheria  in 
recent  years  in  four  states  and  to  the  declining  level  of 
young  children  who  have  been  vaccinated  against  polio. 

“Reports  such  as  these  are  alarming  since  all  of  the 
diseases  involved,  as  well  as  others  such  as  measles,  ru- 
bella, mumps,  pertussis  (whooping  cough),  and  tetanus, 
are  fully  preventable,”  he  said. 

Dr.  Wendel  pointed  to  a survey  showing  only  60  per 
cent  of  American  children  aged  one  to  four  years  have 
been  adequately  immunized.  He  called  on  physicians 
and  other  health  care  officials  to  audit  their  patients  to 
determine  who  is  in  need  of  immunization.  And  he 
called  for  greater  public  awareness  of  the  need  for  im- 
munizations. 
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Obituaries 


Max  S.  Aber,  M.D.,  of  Kenmore,  died  on  August  24  at 
the  age  of  seventy-eight.  Dr.  Aber  received  his  medical 
degree  from  the  University  of  Breslau  in  1921.  He  was 
a staff  physician  emeritus  in  general  practice  at  Ken- 
more Mercy  Hospital.  Dr.  Aber  was  a member  of  the 
American  Academy  of  Dermatology,  the  Buffalo  Acade- 
my of  Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harold  Abramson,  M.D.,  of  New  York  City,  died  on 
October  13  at  the  age  of  seventy-five.  Dr.  Abramson 
graduated  in  1924  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  pediatri- 
cian at  Metropolitan  and  Misericordia  Hospitals  and  an 
emeritus  pediatrician  at  Flower  and  Fifth  Avenue  Hos- 
pitals. Dr.  Abramson  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  American  Pediatric  Society, 
the  American  Public  Health  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Boris  L.  Bass,  M.D.,  of  The  Bronx,  died  in  September, 
1973  at  the  age  of  seventy-seven.  Dr.  Bass  received  his 
medical  degree  from  the  University  of  Rostov  in  1921. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Frederick  Bentley,  M.D.,  of  Bath,  died  on  June 
30  at  the  age  of  forty-one.  Dr.  Bentley  graduated  in 
1963  from  the  State  University  of  New  York  at  Buffalo. 
He  was  an  attending  physician  in  internal  medicine  at 
the  Ira  Davenport  Memorial  Hospital.  Dr.  Bentley  was 
a member  of  the  American  Geriatrics  Society,  the  Steu- 
ben County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Walter  S.  Boernstein,  M.D.,  of  New  York  City,  died  on 
July  3 at  the  age  of  eighty-four.  Dr.  Boernstein  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1918.  He  was  a member  of  the  American  Psychiatric 
Association,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Oswald  Hermann  Boltz,  M.D.,  of  Binghamton,  died  on 
; September  27  at  the  age  of  seventy-nine.  Dr.  Boltz 
graduated  in  1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  psychia- 
trist at  Ideal  Hospital  of  Endicott.  Dr.  Boltz  was  a 
member  of  the  American  Psychiatric  Association,  the 
Binghamton  Academy  of  Medicine,  the  Broome  County 


Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Brock,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 24  at  the  age  of  eighty.  Dr.  Brock  graduated  in 
1916  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  neuropsychiatrist  at  Beth 
Israel  Medical  Center.  Dr.  Brock  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Psychiatric  Association,  the 
Association  for  Research  in  Nervous  and  Mental  Dis- 
ease, the  American  Academy  of  Neurology,  the  New 
York  Academy  of  Medicine,  the  New  York  Neurological 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Dahl,  M.D.,  of  Poughkeepsie,  died  on  April  12  at 
the  age  of  seventy-three.  Dr.  Dahl  received  his  medical 
degree  from  the  University  of  Giessen  in  1923.  He  was 
a member  of  the  American  Psychiatric  Association,  the 
Dutchess  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Stephen  Dia,  M.D.,  of  Brooklyn  and  Smithtown,  died 
on  April  26  at  the  age  of  seventy-four.  Dr.  Dia  gradu- 
ated in  1929  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Daniel  Carl  Fisher,  M.D.,  of  Clarence  Center,  died  on 
September  8 at  the  age  of  seventy-eight.  Dr.  Fisher 
graduated  in  1924  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  an  attending  physician  in  general 
practice  at  St.  Francis  Hospital  (Buffalo).  Dr.  Fisher 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  American  Public  Health  Association,  the 
American  School  Health  Association,  the  Buffalo  Acad- 
emy of  Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Marshall  Fulmer,  M.D.,  of  East  Syracuse, 
died  on  September  11  at  the  age  of  fifty-seven.  Dr.  Ful- 
mer graduated  in  1941  from  Syracuse  University  College 
of  Medicine.  He  was  an  attending  physician  in  general 
practice  at  St.  Mary’s  Hospital.  Dr.  Fulmer  was  a mem- 
ber of  the  American  Academy  of  Family  Physicians,  the 
Onondaga  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Myron  E.  Goldblatt,  M.D.,  of  New  York  City,  died  on 
June  30  at  the  age  of  seventy-six.  Dr.  Goldblatt  gradu- 
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ated  in  1922  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  a consulting  obstetrician  and  gyne- 
cologist at  Beth  Israel  Medical  Center  and  French  and 
Polyclinic  Medical  School  and  Health  Center  and  an  at- 
tending obstetrician  and  gynecologist  at  Doctors  Hospi- 
tal. Dr.  Goldblatt  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
New  York  Obstetrical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

George  Gordon,  M.D.,  of  Brooklyn,  died  on  November 
23,  1973.  Dr.  Gordon  received  his  medical  degree  from 
the  University  of  Paris  in  1936. 

Carlos  O.  Gutierrez,  M.D.,  of  Painted  Post,  died  on 
August  29  at  the  age  of  seventy.  Dr.  Gutierrez  received 
his  medical  degree  from  the  University  of  Louvain  in 
1930.  He  was  an  honorary  member  of  the  medical  staff 
at  Corning  Hospital.  Dr.  Gutierrez  was  a member  of 
the  Steuben  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Wheeler  Haley,  M.D.,  of  Stony  Brook,  died  on 
November  4,  1972.  Dr.  Haley  graduated  in  1926  from 
the  University  of  Louisville  School  of  Medicine.  He  was 
a member  of  the  American  Psychiatric  Association. 

Charles  Haines,  M.D.,  of  New  Rochelle,  died  on  Sep- 
tember 18  at  the  age  of  eighty.  Dr.  Haines  graduated  in 
1921  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  surgeon  at  New  Ro- 
chelle Hospital  Medical  Center.  Dr.  Haines  was  a fel- 
low of  the  American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of  the 
Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

David  Joel  Kavee,  M.D.,  of  New  York  City,  died  on 
July  5 at  the  age  of  forty-four.  Dr.  Kavee  graduated  in 
1955  from  New  York  University  College  of  Medicine. 
He  was  an  adjunct  surgeon  at  Montefiore  Hospital  and 
Medical  Center  and  an  associate  attending  surgeon  at 
Jewish  Memorial  Hospital.  Dr.  Kavee  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

J.  Raymond  Kelly,  M.I).,  of  Hornell,  died  on  June  20 
at  the  age  of  eighty-six.  Dr.  Kelly  graduated  in  1910 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine. He  was  an  honorary  surgeon  at  Bethesda  Commu- 
nity (North  Hornell)  and  St.  James  Mercy  Hospitals. 
Dr.  Kelly  was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  Steuben  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Dudley  Lott  King,  M.I).,  of  Fast  Aurora,  died  on  Sep- 
tember 16  at  the  age  of  forty-seven.  Dr.  King  graduated 


in  1954  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  assistant  attending  pediatrician  at 
Children’s  Hospital.  Dr.  King  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Thoracic  Society,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Lester 'Stuart  Knapp,  M.D.,  of  Buffalo,  died  on  August 
30  at  the  age  of  seventy-four.  Dr.  Knapp  graduated  in 
1927  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a consulting  proctologist  at  Millard  Fillmore  and 
Buffalo  General  Hospitals.  Dr.  Knapp  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Diplomate  of  the 
American  Board  of  Colon  and  Rectal  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Proctologic  Society,  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Albert  Richard  Kolar,  M.D.,  of  Greenwood  Lake,  died 
on  September  22.  Dr.  Kolar  graduated  in  1924  from 
Tufts  University  School  of  Medicine. 

Bernard  Kurz,  M.D.,  of  New  York  City,  died  on  April 
16  at  the  age  of  seventy-three.  Dr.  Kurz  graduated  in 
1925  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  attending  radiologist  at 
Bronx-Lebanon  Hospital  Center  and  an  honorary  assis- 
tant radiologist  at  Morrisania  City  Hospital.  Dr.  Kurz 
was  a Diplomate  of  the  American  Board  of  Radiology 
(Therapeutic  Radiology)  and  a member  of  the  Radiolog- 
ical Society  of  North  America,  Inc.,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Paul  Lahvis,  M.D.,  of  Gowanda,  died  on  September  30 
at  the  age  of  seventy-five.  Dr.  Lahvis  received  his  med- 
ical degree  from  the  University  of  Heidelberg  in  1923.  i 
He  was  an  attending  proctologist  at  Gowanda  State 
Hospital.  Dr.  Lahvis  was  a member  of  the  International 
Academy  of  Proctology,  the  Buffalo  Academy  of  Medi- 
cine, the  Cattaraugus  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Raymond  George  Laport,  M.D.,  of  Lockport,  died  on 
July  23  at  the  age  of  eighty-four.  Dr.  Laport  graduated 
in  1917  from  the  University  of  Buffalo  School  of  Medi-  i 
cine.  He  was  an  honorary  member  of  the  medical  staff  | 
at  Lockport  Memorial  Hospital.  Dr.  Laport  was  a 
member  of  the  Lockport  Academy  of  Medicine,  the  Nia-  i 
gara  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Evelyn  G.  Lavendel,  M.D.,  of  Jackson  Heights,  died  on 
August  24  at  the  age  of  seventy-three.  Dr.  Lavendel  re- 
ceived her  medical  degree  from  the  University  of  War- 
saw in  1926.  She  was  an  assisant  attending  pediatri- 
cian at  Beth  Israel  Medical  Center  and  an  associate 
attending  pediatrician  at  City  Hospital  Center  at  Elm- 
hurst. Dr.  Lavendel  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  Medical  Society  of  the 
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County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  Allen  Lazar,  M.D.,  of  New  York  City  and  Mid- 
dletown, died  on  September  9 at  the  age  of  fifty-eight. 
Dr.  Lazar  graduated  in  1942  from  Louisiana  State  Uni- 
versity School  of  Medicine.  He  was  a consulting  physi- 
cian in  internal  medicine  at  St.  Francis  Hospital  (Port 
Jervis),  Community  General  Hospital  of  Sullivan  Coun- 
ty (Liberty),  Liberty-Loomis  (Liberty)  and  Ellenville 
Community  Hospitals,  and  an  attending  cardiologist  at 
St.  Anthony  Community  Hospital  (Warwick).  I)r. 
Lazar  was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine  (Cardiovascular  Diseases),  a Fellow  of  the 
American  College  of  Cardiology,  a Fellow  of  the  Ameri- 
can College  of  Physicians,  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Hans  Levi,  M.D.,  of  Potsdam,  died  on  September  21  at 
the  age  of  sixty-four.  Dr.  Levi  received  his  medical  de- 
gree from  the  University  of  Berlin  in  1934.  He  was  a 
staff  physician  at  Potsdam  Hospital.  Dr.  Levi  was  a 
member  of  the  American  Academy  of  Family  Physi- 
cians, the  St.  Lawrence  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Isadora  Messinger,  M.D.,  of  Rochester,  died  on  Sep- 
tember 6 at  the  age  of  seventy-seven.  Dr.  Messinger 
graduated  in  1923  from  New  York  Homeopathic  Medi- 
cal College  and  Flower  Hospital.  He  was  a member  of 
the  Rochester  Academy  of  Medicine,  the  Monroe  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  James  Michaels,  Jr.,  M.D.,  of  Syracuse,  died 
on  September  6 at  the  age  of  sixty.  Dr.  Michaels  gradu- 
ated in  1939  from  the  University  of  Syracuse  School  of 
Medicine.  He  was  an  attending  surgeon  at  Crouse-Irv- 
ing  Memorial  Hospital  and  an  associate  attending  sur- 
geon at  State  University  Hospital  of  the  Upstate  Medi- 
cal Center.  Dr.  Michaels  was  a Diplomate  of  the  Ameri- 
can Board  of  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  John  Nasser,  M.D.,  of  Corning,  died  on  June 
24  at  the  age  of  sixty-two.  Dr.  Nasser  graduated  in  1937 
from  Georgetown  University  School  of  Medicine.  He 
was  an  attending  surgeon  at  Corning  Hospital.  Dr. 
Nasser  was  a member  of  the  Steuben  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Christopher  Parnall,  M.D.,  of  Rochester,  died  ,on  May 
5 at  the  age  of  sixty-six.  Dr.  Parnall  graduated  in  1933 
from  Harvard  University  Medical  School.  He  was  a 
consulting  physician  at  Rochester  General  Hospital. 
Dr.  Parnall  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Pulmonary  Diseases)  and  a member 
of  the  Rochester  Academy  of  Medicine. 


Michele  A.  R.  Kaia,  M.I).,  of  Brooklyn,  died  on  Sep- 
tember 17  at  the  age  of  seventy-nine.  Dr.  Raia  gradu- 
ated in  1928  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  an  attending  surgeon  at 
Bay  Ridge  Hospital.  Dr.  Raia  was  a member  of  the 
Medical  Society  of  the  County  ol  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Fred  Vernam  Rockwell,  M.D.,  of  Montrose,  died  on 
June  8 at  the  age  of  sixty-four.  Dr.  Rockwell  graduated 
in  1936  from  the  University  of  Rochester  School  of  Med- 
icine and  Dentistry.  He  was  an  associate  attending  psy- 
chiatrist at  The  New  York  Hospital,  an  honorary  mem- 
ber of  the  psychiatric  staff  at  Grasslands  Hospital,  and 
chief  of  psychiatry  at  the  Veterans  Administration  Hos- 
pital (Montrose).  Dr.  Rockwell  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric  Associa- 
tion. 

Isadore  Rosen,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 19  at  the  age  of  ninety-three.  Dr.  Rosen  gradu- 
ated in  1903  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a consulting  dermatologist 
at  The  Mount  Sinai  Hospital  and  director  emeritus  of 
dermatology  there.  Dr.  Rosen  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  and  a member  of 
the  American  Dermatological  Association,  the  American 
Academy  of  Dermatology,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Benjamin  Bernard  Rosenberg,  M.D.,  of  Seaford,  died 
on  August  27  at  the  age  of  seventy.  Dr.  Rosenberg 
graduated  in  1931  from  the  University  of  Maryland 
School  of  Medicine  and  College  of  Physicians  and  Sur- 
geons. He  was  a clinical  assistant  cardiologist  at  Jewish 
Hospital  of  Brooklyn  and  an  assistant  attending  physi- 
cian in  medicine  at  Brunswick  Hospital  Center.  Dr. 
Rosenberg  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Clinical  Society,  New  York  Dia- 
betes Association,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Edward  Rung,  M.D.,  of  Buffalo,  died  on  Oc- 
tober 2 at  the  age  of  seventy-four.  Dr.  Rung  graduated 
in  1929  from  the  University  of  Buffalo  School  of  Medi- 
cine. Dr.  Rung  was  a member  of  the  Erie  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Schachno,  M.D.,  of  Brooklyn,  died  in  May  at 
the  age  of  seventy-two.  Dr.  Schachno  received  his  med- 
ical degree  from  the  University  of  Berlin  in  1927.  He 
was  an  associate  attending  physician  in  medicine  at  Sa- 
maritan Hospital  of  Brooklyn.  Dr.  Schachno  was  a 
member  of  the  American  Academy  of  Family  Physi- 
cians, the  American  Geriatrics  Society,  the  New  York 
Cardiological  Society,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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John  Barth  Schamel,  M.D.,  of  Waverly,  died  on  June 
27  at  the  age  of  seventy.  Dr.  Schamel  graduated  in  1929 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Tioga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frederick  T.  Schnatz,  M.D.,  of  Buffalo,  died  on  Sep- 
tember 8 at  the  age  of  seventy-five.  Dr.  Schnatz  gradu- 
ated in  1926  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a consulting  physician  in  medicine  at 
Buffalo  General  Hospital.  Dr.  Schnatz  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  (Cardiovas- 
cular Diseases)  and  a member  of  the  International  Soci- 
ety of  Internal  Medicine,  the  Buffalo  Academy  of  Medi- 
cine, the  New  York  State  Society  of  Internal  Medicine, 
the  Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Lawrence  G.  Slapion,  M.D.,  died  on  October  2 at  the 
age  of  sixty-three.  Dr.  Slapion  graduated  in  1935  from 
Rush  Medical  College.  He  was  an  adjunct  physician 
(off  service)  at  Bronx-Lebanon  Hospital  Center.  Dr. 
Slapion  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ernest  Peter  Smith,  M.D.,  of  Bath,  died  on  August  23 
at  the  age  of  seventy-one.  Dr.  Smith  graduated  in  1926 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  an  attending  obstetrician  and  gynecologist  at  the  Ira 
Davenport  Memorial  Hospital  as  well  as  an  attending  in 
medicine  there.  Dr.  Smith  was  a member  of  the  Steu- 
ben County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Rene  A.  Spitz,  M.D.,  of  Denver,  Colorado,  formerly  of 
New  York  City,  died  on  September  14  at  the  age  of 
eighty-seven.  Dr.  Spitz  received  his  medical  degree 
from  the  University  of  Budapest  in  1910.  Retired,  he 
was  a Fellow  of  the  American  Psychiatric  Association, 
the  American  Psychoanalytic  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Psychoanalytic  So- 
ciety (and  a former  vice-president),  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Clarence  R.  Straatsma,  M.D.,  of  New  Rochelle,  died 
on  October  2 at  the  age  of  seventy-eight.  Dr.  Straatsma 
graduated  in  1922  from  the  University  of  Michigan 
Medical  School.  He  was  a consulting  plastic  surgeon  at 
Grasslands  Hospital.  Dr.  Straatsma  was  a Diplomate  of 
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patientes  non  tuberculose;  iste  typos  non  monstrava 
preponderantia  de  adenocarcinoma  mucina-secretante. 
Le  characteristicas  microscopic  suggestive  de  carcinoma 
cicatricial  esseva  observate  in  6 casos.  Dece-tres  (13) 
resectiones  curative  esseva  possibile;  le  superviventia  de 
5 annos,  in  iste  serie,  esseva  del  5.4  pro  cento.  Nolle  del 


the  American  Board  of  Otolaryngology,  a Diplomate  of 
the  American  Board  of  Plastic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the  Ameri- 
can Association  of  Plastic  Surgeons,  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  the  Ameri- 
can Society  of  Plastic  and  Reconstructive  Surgery,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Fred  Siegfried  Terner,  M.D.,  of  Scarsdale,  died  on 
September  15  at  the  age  of  fifty-seven.  Dr.  Terner 
graduated  in  1954  from  the  University  of  Sheffield  Fac- 
ulty of  Medicine.  He  was  a member  of  the  American 
Psychiatric  Association,  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Mary  J.  Tillou,  M.D.,  of  East  Aurora,  died  on  Septem- 
ber 27  at  the  age  of  fifty-eight.  Dr.  Tillou  graduated  in 
1950  from  the  University  of  Buffalo  School  of  Medicine. 
She  was  an  assistant  attending  pediatrician  at  Chil- 
dren’s Hospital.  Dr.  Tillou  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  Leon  Weil,  M.D.,  of  Ridgewood,  died  on  Septem- 
ber 28  at  the  age  of  eighty-one.  Dr.  Weil  received  his 
medical  degree  from  the  University  of  Heidelberg  in 
1919.  Dr.  Weil  was  an  affiliate  assistant  physician  at 
Kings  County  Hospital  Center  and  an  assistant  attend- 
ing physician  at  Wyckoff  Heights  Hospital.  Dr.  Weil 
was  a member  of  the  American  Academy  of  General 
Practitioners,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Benjamin  A.  Wiech,  M.D.,  of  North  Tonawanda,  died 
on  September  2 at  the  age  of  sixty-two.  Dr.  Wiech 
graduated  in  1938  from  Hahnemann  Medical  College 
and  Hospital  of  Philadelphia.  He  was  an  attending 
general  practitioner  at  DeGraff  Memorial  Hospital.  Dr. 
Weich  was  a member  of  the  American  Academy  of  Fam- 
ily Physicians,  the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  Winard,  M.D.,  of  Dix  Hills,  died  on  September 
9 at  the  age  of  eighty-one.  Dr.  Winard  graduated  in 
1917  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


del  patientes  non  resectate  superviveva  plus  que  6 meses 
del  tempore  del  diagnose  de  cancer.  Le  resultatos 
suggiere  que  le  patientes  con  tuberculosis  pulmonari 
concurrente  con  carcinoma  bronchogenic  habeva  un 
prognose  plus  grave  que  illos  con  sommente  cancer  pul- 
monari. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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physical  examination  appointments  and  the  rest  of  his 
time  was  rapidly  filled  with  the  “treatment  of  relatively 
minor  medical  and  surgical  problems,  whether  by  ap- 
pointment or  on  a ‘drop-in’  basis.”  More  severe  or 
chronic  problems  were  transferred  to  the  internist  or 
other  specialist. 

* * * 


The  tax  reform  bill  before  the  House  Ways  and 
Means  Committee  has  a provision  to  discourage  profes- 
sional conventions  by  American  organizations  in  foreign 
countries. 

Exempted  would  be  Canada,  Mexico,  Bermuda,  and 
the  Caribbean.  The  taxpayer  must  show  that  it  was 
“more  reasonable  for  the  meeting  to  be  held  outside 
North  America,”  to  secure  a business  expense  deduc- 
tion. Not  affected  would  be  meetings  announced  before 
September  11,  1974. 

The  amendment  is  aimed  at  national  conventions 
being  held  in  far-away  tourist  attractions  where  at- 
tendees deduct  their  travel  and  other  expenses  as  busi- 
ness-connected. 

* * * 

The  Department  of  Health,  Education,  and  Welfare 
has  announced  that  commencing  with  the  first  of  the 
new  year  the  Medicare  hospital  deductible  will  jump  to 
$92.  The  present  deductible  is  $84. 

HEW  said  that  the  $92  deductible  is  equivalent  to  the 
average  cost  of  one  day  of  hospitalization.  The  in- 
creased payment  was  brought  about  by  rising  hospital 
costs,  HEW  said. 

The  Medicare  law  requires  an  annual  review  of  hospi- 
tal costs  under  Medicare  and  an  adjustment  of  the  por- 
tion of  the  bill  for  which  a Medicare  beneficiary  is  re- 
sponsible. if  the  costs  have  risen  substantially. 

When  the  hospital  deductible  amount  changes,  the 
law  requires  comparable  changes  in  the  dollar  amounts 
that  a Medicare  beneficiary  pays  toward  a hospital  stay 
of  more  than  sixty  days,  or  an  Extended  Care  Facility 
(ECF)  stay  of  more  than  twenty  days. 

When  a Medicare  beneficiary  has  a hospital  stay  of 
more  than  sixty  days,  he  will  pay  $23  a day  for  the  sixty- 
first  through  the  ninetieth  day,  up  from  the  present  $21 
per  day.  If  he  has  a posthospital  stay  of  over  twenty 
days  in  an  ECF.  he  will  pay  $11.50  per  day  toward  the 
cost  of  the  twenty-first  day  through  the  one  hundredth 
day,  up  from  the  present  $10.50  per  day. 

If  a beneficiary  uses  his  “lifetime  reserve”  days,  the 
extra  sixty  hospital  days  a beneficiary  can  use  when  he 
needs  more  than  ninety  days  of  hospital  care  in  the 
same  benefit  period,  will  cost  him  $46  for  each  reserve 
day  used,  instead  of  the  present  $42  per  day. 
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Letters  to  the  Editor 


Vulvovaginal  symptoms 

To  the  Editor:  This  letter  is  in  reference  to  the  article 

“Vulvovaginal  Symptoms,”  New  York  State  Journal  of 
Medicine  74:  499  (Mar.)  1974.  I was  disturbed  that  the 
term  Haemophilus  vaginalis  was  utilized  rather  than 
the  currently  accepted  term  Corynebacterium  vaginale. 
In  addition  I was  astonished  and  dismayed  to  read  the 
statement  concerning  this  organism,  “It.  is  agreed  that 
the  culture  of  this  organism  is  too  complex  for  routine 
use.”  Culture  of  this  organism  is  relatively  simple  and 
can  be  done  in  any  bacteriology  laboratory  that  can  han- 
dle routine  bacteriology.  The  method  of  Dunkelberg, 
Skaggs,  and  Kellogg1-4  is  recognized  as  the  method  of 
choice,  and  in  our  experience,  and  in  the  experience  of 
others  who  are  utilizing  this  methodology,  isolation  and 
identification  of  C.  vaginale  is  a relatively  simple  man- 
ner in  an  adequate  bacteriology  laboratory.  I wish  to 
emphasize  this  point  so  that  readers  who  are  not  ac- 
quainted with  the  nature  of  this  organism  will  not  be 
misled  by  this  statement.  I would  agree  that  a tentative 
diagnosis  of  C.  vaginale  vaginitis  can  be  made  in  the  of- 
fice with  wet  preps  or  pap  smears. 

The  use  of  sulfa  creams  and  nostrums  for  the  treat- 
ment of  C.  vaginale  is  inappropriate.  Gardner  has  stat- 
ed that  sulfa  may  be  used,  however,  this  statement  was 
based  on  work  done  during  the  middle  60s.  That  sulfa 
is  inappropriate  has  been  demonstrated  on  theoretical 
basis  as  this  organism  does  not  require  PABA,  and  re- 
cently on  a clinical  basis  by  Akerlund  and  Mardh.5 

JAY  F.  LEWIS,  II.  M.D. 

Baroness  Erlanger  Hospital 
T.  C.  Thompson  Childrens  Hospital 
Department  of  Pathology 
Chattanooga,  Tennessee  37403 
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the  lower  genital  tract,  Acta  obst.  et  gynec.  scandinav.  53:  85 
(1974). 


To  the  Editor:  The  article  by  Vorisek,  Quinn,  and 

Mesches  on  “Vulvovaginal  Symptoms”  (New  York  State 
J.  Med.  74:  499  (Mar.)  1974)  contained  some  disturbing 
statements  on  Corynebacterium  vaginale  (Haemophilus 
vaginalis). 

The  growth  requirements  are  known,1  and  do  not  in- 


clude X or  V factors  or  any  other  coenzyme-like  sub- 
stances. Zinnemann  and  Turner2  recommended  that  it 
be  called  C.  vaginale.  The  organism  grows  best  on  sim- 
ple peptone-starch-dextrose  medium  (PSD)  developed 
at  Vanderbilt.3 

C.  vaginale  does  not  require  PABA  but  does  require 
preformed  folic  acid.  Woods,4  the  discoverer  of  PABA, 
told  us  that  organisms  requiring  folic  acid  will  be  resis- 
tant to  sulfa  agents.  Akerlund  and  Mardh5  found  all 
their  tested  strains  to  be  completely  resistant  to  sul- 
phonamides. 

WILBUR  E.  DUNKELBERG,  Ph.D. 
U.S.  Army  Medical  Laboratory 
Fort  McPherson,  Georgia  30330 
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Reply  by  the  authors 

To  the  Editor:  We  acknowledge  the  term  Corynebac- 

terium vaginale  in  place  of  the  term  Haemophilus  vagi- 
nalis and  also  Dr.  Dunkelberg’s  improved  cultural  meth- 
od. We  did  not  wish  to  slight  the  excellent  studies  of 
Dr.  Dunkelberg  on  the  Corynebacterium  vaginale  per- 
formed since  1968. 

However,  a brief  survey  of  hospital  laboratories  in  the 
New  York  State  area  did  not  reveal  any  that  were  per- 
forming cultures  for  Corynebacterium  vaginale  (Haemo- 
philus vaginalis)  on  vaginal  specimens  submitted.  Esti- 
mates of  the  cost  to  the  patient,  if  this  method  were 
made  available,  ranged  from  six  to  22  dollars  per  cul- 
ture. The  purpose  of  our  article  was  to  suggest  to  the 
office  practitioner  a convenient  and  inexpensive  ap- 
proach to  vulvovaginal  symptoms.  The  point  which  we 
st  ill  wish  to  convey  is  that  the  examining  physician  may 
with  the  aid  of  a microscope  and  a culture  medium  for 
Candida  make  a prompt  differential  diagnosis  of  vagini- 
tis in  his  office  for  a cost  of  about  one  dollar. 

ROBERT  E.  VORISEK,  M.D. 

EDWARD  J.  QUINN,  M.D. 

DAVID  N.  MESCHES,  M.D. 

State  University  College 
New  Paltz,  New  York  12561 


2430  New  York  State  Journal  of  Medicine/ December  1974 


Medical  News 


Medical  Society  of  the  State  of  New  York 
issues  an  alert  to  physicians 

The  Medical  Society  of  the  State  of  New  York  has  re- 
quested county  medical  society  presidents,  secretaries, 
and  executive  secretaries  to  alert  the  membership  about 
an  “International  Medical  Directory  of  Physicians.” 

International  Medical  Directory  of  Physicians 

It  has  come  to  our  attention  that  many  physicians  in 
New  York  State  have  received  an  unsolicited  computer 
type  punch  card  labeled  “invoice  statement ” for 
$185.00  from  an  organization  styling  itself  the  Mayo  Re- 
search and  Publishing  Co.,  100  Wellington  House — 
Wyndham  St.,  Central — Hong  Kong  purportedly  for  in- 
sertion of  a professional  entry  in  a proposed  directory 
entitled  “International  Medical  Directory  of  Physi- 
cians.” 

To  our  knowledge  this  so-called  directory  has  no  con- 
nection with  any  previously  published  and  recognized 
professional  directory  such  as  the  Medical  Directory  of 
New  York  State  published  by  the  Medical  Society  of  the 
State  of  New  York  or  the  American  Medical  Directory 
published  by  the  American  Medical  Association. 

The  General  Counsel  of  the  State  Medical  Society  has 
requested  that  the  Frauds  Bureau  of  the  New  York 
State  Attorney  General’s  Office  investigate  this  solicita- 
tion. 

We  have  also  been  advised  that  the  American  Medical 
Association  has  requested  that  the  U.S.  Postal  Service 
conduct  an  investigation  for  possible  mail  fraud. 

Expansion  of  dental  care 
for  handicapped 

Total  dental  care  for  the  handicapped  person  is  being 
expanded  at  New  York  University  College  of  Dentistry 
at  Brookdale  Dental  Center,  New  York  City,  through  its 
Katharine  S.  Milbank  Special  Patient  Clinic  due  to  a 
grant  of  $415,940  from  the  Robert  Wood  Foundation. 

Training  support  in 
mental  health  professions 

A major  new  program  of  training  support  designed  to 
increase  the  number  of  minorities  in  the  mental  health 
professions  was  announced  recently  by  HEW  Secretary 
Caspar  W.  Weinberger. 

More  than  $5  million  will  go  to  professional  organiza- 
tions over  the  next  six  years  to  establish  graduate  fel- 
lowships for  qualified  minority  students  to  pursue  ca- 
reers in  the  social  sciences,  nursing,  and  mental  health 
fields. 

The  organizations  are  American  Psychiatric  Associa- 
tion, American  Psychological  Association,  American 
Nurses  Association,  Council  on  Social  W'ork  Education, 
and  the  American  Sociological  Association.  All  but  the 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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latter  maintain  liaison  representation  on  the  National 
Advisory  Mental  Health  Council. 

The  fellowships  for  black,  Native  American,  Spanish- 
speaking, and  Asian-American  students  will  be  funded 
through  the  National  Institute  of  Mental  Health’s  Cen- 
ter for  Minority  Group  Mental  Health  Programs. 
NIMH,  headed  by  Bertram  S.  Brown,  M.D.,  is  a compo- 
nent of  HEW’s  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration  (ADAMHA). 

“There  is  an  inadequate  number  of  minority  students 
and  faculty  to  meet  the  growing  demand  for  their  ser- 
vices in  the  mental  health  professions,”  said  Dr.  James 
R.  Ralph,  Center  chief.  “In  particular,  agencies  and  or- 
ganizations serving  communities  with  large  minority 
populations  are  seeking  workers  who  share  the  culture 
and  language  of  their  clients.  With  this  training  support, 
NIMH  has  taken  an  important  step  toward  filling  the 
gap. 

“By  funding  professional  organizations  to  underwrite 
the  training  directly  to  individuals,  we  are  eliminating 
the  support  of  teaching  costs,  thus  bringing  the  avail- 
able funds  to  a greater  number  of  potential  workers  in 
the  field  of  mental  health. 

“It  is  hoped  this  program  will  also  encourage  minori- 
ties to  participate  more  fully  in  the  programs  of  these 
professional  organizations,”  Dr.  Ralph  said. 

Grantees  will  organize  and  administer  fellowship  pro- 
grams in  psychiatry,  psychology,  sociology,  social  work, 
and  nursing.  This  will  include  selecting  qualified  stu- 
dents and  universities,  and  evaluating  the  effectiveness 
of  the  training  programs. 

Awards  are:  $1,017,503  to  American  Psychological 

Association,  Washington,  D.C.,  for  Minority  Fellowships 
in  Psychology,  Dr.  Ronald  B.  Kurz,  program  director. 
$1,136,097  to  American  Psychiatric  Association,  Wash- 
ington, D.C.  for  Psychiatric  Residency  Training  for  Eth- 
nic Minorities,  Dr.  Jeanne  Spurlock,  program  director. 
$895,730  to  American  Sociological  Association,  Wash- 
ington, D.C.,  for  Graduate  Fellowship  Program  for  Eth- 
nic Minorities,  Dr.  William  Anderson,  program  director. 
$804,090  to  Council  on  Social  Work  Education,  New 
York,  New  York,  for  a Graduate  Fellowship  Program  for 
Ethnic  Minorities  in  Social  Work  Education,  Carl  A. 
Scott,  program  director.  $955,407  to  American  Nurses 
Association,  Kansas  City,  Missouri,  for  Graduate  Fel- 
lowship Program  in  Nursing  for  Ethnic  Minorities,  Dr. 
Elizabeth  A.  Allen,  program  director.  Memberships  of 
the  participating  organizations  are:  American  Psycho- 
logical association,  37,000;  American  Psychiatric  Associ- 
ation, 20,800;  American  Sociological  Association,  14,000; 
Council  on  Social  Work  Education,  4,567;  American 
Nurses  Association,  200,000. 

FDA  accepts  New  York  City 
health  department  petition 
for  dental  x-ray  films 

In  a unanimous  decision  the  U.S.  Food  and  Drug  Ad- 
ministration was  advised  by  its  radiation  committee  to 
follow  the  lead  of  the  New  York  City  Health  Depart- 
ment and  accept  its  petition  to  ban  slow-speed,  higher 
exposure  dental  x-ray  films.  The  New  York  City  peti- 
tion will  be  used  as  the  basis  for  a new  national  stan- 
dard. In  effect,  the  ban  will  eliminate  slow-speed  films 
nationwide  within  two  years. 


Lowell  E.  Beilin,  M.D.,  M.P.H.,  New  York  City 
Health  Commissioner,  said,  “We  are  pleased  that  the 
rest  of  the  nation  will  be  following  the  New  York  City 
Health  Department’s  initiative  in  acting  to  protect  den- 
tal patients  from  x-ray  over-exposure.”  He  cited  the 
New  York  City  Health  Code  which  has  prohibited  use  of 
slow-speed  dental  x-ray  since  July  1973. 

According  to  Mr.  Saul  Harris,  Director  of  the  New 
York  City  Bureau  of  Radiation  Control,  “The  slow- 
speed  x-ray  film  causes  from  two  to  four  times  the  nec- 
essary radiation  exposure  to  patients  and  at  present,  ap- 
proximately 20  to  30  per  cent  of  the  dentists  in  the 
country  use  the  slower  speed  films.” 

Under  the  proposed  Food  and  Drug  Administration 
amendment,  only  the  fastest  x-ray  film  will  be  permit- 
ted to  be  manufactured.  Manufacturers  will  also  be  re- 
quired to  inform  dentists:  that  packaged  x-ray  films 

are  among  the  lowest  in  exposure,  the  way  to  obtain  the 
best  radiograph  and  to  recommend  any  special  exposure 
or  development  conditions  needed  for  the  highest  quali- 
ty x-ray  image. 

Change  in  Medicaid  policy  announced 
by  health  commissioner 

Dr.  Lowell  E.  Beilin,  N.Y.C.  Health  Commissioner  an- 
nounced in  August  1974,  a change  in  policy  which  would 
result  in  the  elimination  of  temporary  suspensions  from 
the  Medicaid  Program. 

In  the  past,  periods  of  temporary  suspensions  were 
imposed  either  to  permit  a closer  review  of  past  partici- 
pation in  the  program  or  as  a punishment  for  infrac- 
tions. 

Dr.  Beilin  has  instructed  his  staff  that  henceforth 
documented  evidence  of  fraud  or  infractions  of  stan- 
dards of  quality  or  utilization  should  result  in  formal 
hearings  leading  to  permanent  suspension  from  the  pro- 
gram. 

Dr.  Beilin  said  the  names  of  violators  referred  to  for- 
mal hearings  will  be  published,  as  previously  an- 
nounced. 

Limited  ban  on  smoking 

Lowell  E.  Beilin,  M.D.,  M.P.H.,  NYC  Health  Com- 
missioner and  Chairman  of  the  Board  of  Health  pro- 
claiming that,  “This  is  an  historic  moment  and  I com- 
mend the  Board  of  Health  for  its  action,”  announced  re- 
cently the  passage  of  Section  181.17  of  the  Health  Code, 
prohibiting  or  limiting  smoking  in  the  following  areas: 
elevators,  retail  food  establishments  commonly  known 
as  supermarkets,  classrooms,  lecture  halls,  theaters,  hos- 
pitals, nursing  homes,  museums,  libraries,  and  enclosed 
public  spaces  in  which  50  or  more  persons  gather  for  re- 
ligious, recreational,  or  social  purposes. 

On  November  1,  the  Health  Code  ban  on  smoking  in 
designated  areas  went  into  effect  and  New  York  became 
one  of  the  first  major  cities  in  the  country  to  protect  the 
rights  of  nonsmokers. 

Under  Section  181.17  of  the  Health  Code,  it  became 
illegal  to  smoke  in  the  following  areas:  In  any  elevator 
and  any  retail  food  establishment  commonly  known  as  a 
supermarket.  In  any  clqssroom  or  any  lecture  hall 
where  smoking  is  permitted  the  owner  or  person  in 
charge  must  set  aside  at  least  80  per  cent  of  the  seats  for 
nonsmokers,  unless  otherwise  prohibited  by  the  Fire  De- 

continued  on  page  2433 
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partment  or  by  other  law.  The  Code  also  applies  to  any 
enclosed  public  space  in  which  50  or  more  persons  gath- 
er for  religious,  recreational,  or  social  purposes,  except 
where  the  seating  arrangements  are  under  the  control  of 
the  sponsor  of  the  function  and  not  of  the  owner  or  per- 
son in  charge  of  such  place.  Also  exempt  from  the  rul- 
ing are  establishments  which  sell  admission  tickets  on  a 
seasonal  or  other  periodic  basis.  The  Code  also  requires 
that  signs  prohibiting  or  permitting  smoking  must  he 
posted  where  they  are  conspicuous.  The  Environmen- 
tal Protection  Agency  is  cooperating  with  the  Health 
Department  in  this  effort  and  will  provide  information 
and  assistance  with  the  signs. 

Dr.  Lowell  E.  Beilin,  New  York  City  Commissioner  of 
Health  and  Chairman  of  the  Board  of  Health  which 
passed  the  amendment  to  the  Health  Code,  relating  to 
smoking  said,  “Fire  laws  controlling  smoking  in  such 
places  as  theaters  will  remain  in  effect;  the  basis  for  this 
amendment  to  the  Code  is  to  protect  the  health  and 
comfort  of  nonsmokers.  We  look  forward  to  the  cooper- 
ation of  all  New  Yorkers  in  aiding  our  endeavors  in  be- 
half of  those,  who  for  reasons  of  health  or  otherwise  can- 
not tolerate  the  fumes  from  tobacco  smoke.” 

The  Code  will  be  enforced  by  public  heath  sanitar- 
ians. Violators  will  be  served  summonses  and  will  be 
subject  to  fines  imposed  by  a Judge  of  the  Criminal 
Court  of  the  City  of  New  York. 

CNYRMP  receives 

Si. 19  million  for  health  care  improvement 

Central  New  York  Regional  Medical  Program  has  re- 
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ceived  $1,190,555  from  the  U.S.  Department  of  Health, 
Education,  and  Welfare  to  support  area-wide  programs 
targeting  arthritis,  kidney  disease,  burn  care,  emergency 
medical  services,  high  blood  pressure,  care  of  the  new- 
born, and  ambulatory  centers  in  17  Central  New  York 
and  Northern  Pennsylvania  counties,  John  Murray, 
CNYRMP  director  has  announced. 

Paul  N.  Saunders  has  been  appointed  Associate  Di- 
rector for  the  Central  New  York  Regional  Medical  Pro- 
gram (CNYRMP)  headquartered  in  Syracuse,  John 
Murray,  RMP  director,  announced. 

The  grant,  effective  now  through  next  summer,  will 
fund  CNYRMP  professional  staff  activities,  20  new 
projects  and  13  continuing  projects. 

Shaking  babies  can  cause  damage 

Shaking  small  babies  by  the  arms  can  cause  perma- 
nent brain  damage  and  sometimes  death  in  infants,  ac- 
cording to  John  Caffey,  M.D.,  of  the  Departments  of  Ra- 
diology and  Pediatrics  of  the  LIniversity  of  Pittsburgh 
School  of  Medicine  and  the  Children’s  Hospital  of  Pitts- 
burgh. 

In  his  report  on  the  whiplash  shaken  infant  syndrome 
which  appeared  in  the  October  issue  of  Pediatrics,  the 
scientific  journal  of  the  American  Academy  of  Pediat- 
rics, Dr.  Caffey  proposes  that  a nationwide  educational 
campaign  be  launched  to  alert  parents  to  the  harm  of 
shaking,  slapping,  jerking  and  jolting  of  infants’  heads. 
Dr.  Caffey  notes  that  many  so-called  “battered  babies” 
are  actually  “shaken  babies.” 

continued  on  page  2434 
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medicine  except  add  complexities  and  convolu- 
tions undreamed  of  by  Hippocrates  or  indeed  any- 
one who  followed  him?  Now  they  are  trying  to 
annex  it. 

A nationalized  health  service  in  one  form  or  an- 
other seems  inevitable.  But  when  it  comes,  we 
must  see  that  doctors,  not  lawyers  and  politicians, 
set  the  tone  for  it.  In  the  meantime,  we  should 
sound  a call  for  the  socialization  of  the  legal  pro- 
fession. If  nothing  else,  recent  events  have  shown 
that  lawyers  are  incapable  of  policing,  regulating 
and  reviewing  their  own  professional  activity,  and 
of  providing  to  the  populace  the  services  and  pro- 
tection of  the  law. 

ROBERT  A.  FISCHL,  M.D. 

Danbury  Hospital 
Danbury,  CT  06810 


$125,000  verdict  for  negligent 
foot  surgery 

In  a suit  against  a podiatrist,  a patient  who  was  dis- 
abled as  a result  of  negligent  foot  surgery  was  awarded 
$125,000  by  a California  jury. 

The  patient  consulted  the  podiatrist  because  his  feet 
were  bothering  him.  After  taking  x-rays,  the  podiatrist 
recommended  surgery,  telling  the  patient  that  he  would 
be  no  worse  off  after  surgery  but  might  be  much  better. 

After  the  podiatrist  performed  seven  operations,  the 
patient  could  not  stand  on  his  feet  for  any  length  of 
time.  He  claimed  total  disability. 

The  patient  sued  the  podiatrist  for  malpractice.  He 
contended  that  the  podiatrist  failed  to  read  the  x-rays 
properly,  seeing  things  that  no  one  else  saw.  He  also 
contended  that  the  operations  were  unnecessary  and 
that  there  were  no  medical  facts  to  support  them. 

The  patient  said  that  the  podiatrist  used  the  wrong 
technique,  taking  too  much  tissue  off  the  bone.  He 
claimed  lack  of  informed  consent,  saying  that  the  podia- 
trist should  have  tried  conservative  care  before  operat- 
ing; 

The  podiatrist  denied  negligence,  contending  that  he 
followed  the  standard  of  care  at  all  times.  He  said  that 
the  patient  consented  to  all  of  the  procedures. 

The  patient  claimed  medical  expenses  to  the  date  of 
trial  of  $400,  future  medical  expenses  and  care  of  $8,800, 
wage  loss  to  date  of  $84,000,  and  future  wage  loss  of 
$110,000.  Perez  v.  Carnou  (Cal.  Super.  Ct.,  Los  An- 
geles Co.,  Docket  No.  971481,  May  25,  1974)  T he  Cita- 
tion 29:  170  (Sept.  15)  1974. 
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An  invitation  to  make  music 

Physicians,  dentists,  members  of  allied  professions, 
families,  and  friends  are  invited  to  join  two  orchestras. 
The  Brooklyn  Doctors’  Symphony  rehearses  Wednesday 
evenings  in  the  Nurse’s  Auditorium,  Clarkson  and  New 
York  Avenues,  Kings  County  Hospital  Center,  Brook- 
lyn, New  York.  The  Doctors’  Orchestral  Society  of  New 
York  meets  Thursday  evenings  in  the  Auditorium  of 
Stuyvesant  High  School,  East  15th  Street  between  1st 
and  2nd  Avenues,  New  York.  Rehearsals  are  held  8:15 
to  10:15  p.m.  during  October  through  May.  Please  con- 
tact Benjamin  A.  Rosenberg,  M.D.,  909  President 
Street,  Brooklyn,  New  York.  212-NE  8-2370. 

Exhibit  for  M.D.  Artists 

Physician  painters,  sculptors,  and  photographers  are 
invited  to  submit  their  work  for  display  at  the  fortieth 
Annual  Exhibit  of  the  New  York  Physicians  Art  Associ- 
ation. The  exhibit  will  be  shown  from  January  27th  to 
February  3rd  at  the  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York  City.  It  will  then  be  on 
exhibit  at  the  Union  Carbide  Building,  270  Park  Ave- 
nue, New  York  City  from  March  6th  to  March  25th. 
Winners  will  be  selected  by  a panel  of  judges  prominent 
in  the  art  world.  Further  information  may  be  obtained 
from  Stephen  Nordlicht,  M.D.,  N.Y.P.A.A.s  President, 
at  200  East  74th  Street,  New  York,  New  York  10021. 

Lung  examination  available 
as  part  of  major  cancer  study 

A free  medical  examination  for  detection  of  lung  can- 
cer is  now  available  to  all  men  in  the  greater  metropoli- 
tan area  who  are  over  forty-four  years  of  age  and  smoke 
cigarettes  regularly.  Men  in  this  category  are  consid- 
ered in  a high  risk  group  for  lung  cancer. 

The  examination  is  part  of  a major  research  study 
being  undertaken  by  Memorial  Sloan-Kettering  Cancer 
Center  and  the  Preventive  Medicine  Institute-Strang 
Clinic.  The  purpose  of  the  study  is  to  determine  wheth- 
er chest  x-rays  in  conjunction  with  the  examination  of 
sputum  specimens  will  reveal  the  disease  earlier  and 
lead  to  a significant  improvement  in  survival  rates. 
Only  about  nine  per  cent  of  all  cases  are  being  saved. 

Facilities  for  the  testing  have  opened  here  at  the  Na- 
tional Lung  Program,  57  East  34th  Street. 

The  study  is  expected  to  encompass  some  10,000  men 
in  the  high  risk  category  who  will  be  followed  for  five  to 
ten  years.  All  participants  will  have  annual  chest  x- 
rays.  Half  will  be  given  sputum  cytology  tests  every 
four  months  in  addition  to  the  x-rays. 

Funding  for  this  program  is  provided  by  the  National 
Cancer  Institute  under  the  auspices  of  the  NCI  Cancer 
Control  Division.  This  study  is  also  being  carried  out  at 
the  Mayo  Clinic  and  the  Johns  Hopkins  Medical  Center. 

Eligible  individuals  interested  in  entering  the  pro- 
gram should  write  The  National  Lung  Program,  57  East 
34th  Street,  New  York,  New  York  10016,  or  phone  212- 
889-9373. 


1975  Alfred  A.  Richman 
Essay  Contest 

Undergraduate  medical  students  with  a special  inter- 

continued  on  page  2435 


It 


SI 

te 

I ' 

I 

I .ia 

I 


I 


i 

* ■ 


k 

ill 


8434  New  York  State  Journal  of  Medicine / December  1974 


C7 


mm2' 


- r i T'-t  yrr 


By  teaspoon  or  tablet 

■ Readily  assimilated 

■ Well  tolerated 

■ Economical 


for 
nutritional 
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deficiency 
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Usual  Dosage: ELIXIR-  1 to  3 teaspoonsful 
daily  or  as  directed  by  physician.  _____ 

TABLETS  — 1 tablet  3 times  a day  or  as  directed  by  physician. 
Supplied:  12  ounce  bottles  of  Elixir;  bottles  of  100  Tablets. 
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Kenwood  Laboratories,  Inc.,  New  Rochelle,  New  York  10801 
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I*L*Xb12™ 

Elixir  — each  ounce  repre- 
sents; Iron  and  Ammonium 
Citrate,  18  gr  • Liver  Frac- 
tion 1 , 3 gr  • Thiamine 
Hydrochloride,  10  mg 
Riboflavin,  4 mg  • Nicotin- 
amide, 20  mg  • Cyanocobal- 
amin  (V it.  B12),  20  meg 
Alcohol  8%  by  volume. 
Tablets  — each  tablet  con- 
tains: Ferrous  Gluconate, 

5 gr  • Vitamin  C,  60  mg 
Cyanocobalamin  (V it.  B12), 
10  meg;  • Liver  Fraction  2, 

2 gr  • Thiamine  Hydrochlo- 
ride, 2 mg  • Riboflavin, 

2 mg  • Nicotinamide,  20  mg 
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est  in  cardiovascular  and  pulmonary  diseases  are  invited 
to  enter  the  1975  Alfred  A.  Richman  Essay  Contest 
sponsored  by  the  American  College  of  Chest  Physicians. 
The  annual  contest  was  created  to  encourage  under- 
graduate medical  students  to  explore  and  investigate 
problems  relating  to  the  disciplines  of  the  chest. 

Three  cash  awards  will  be  presented:  first  prize, 

$1,000;  second  prize,  $500;  third  prize,  $250.  Each  win- 
ner will  also  receive  a certificate  of  merit.  The  medical 
school  attended  by  the  first  prize  winner  will  be 
awarded  a trophy  inscribed  with  the  winning  student’s 
name  and  the  university  to  cite  their  accomplishment. 
The  winning  essay  will  be  published  in  the  College  Bul- 
letin. 

All  essays  are  coded  and  then  judged  by  four  physi- 
cians specializing  in  cardiovascular  and  pulmonary  dis- 
eases. The  judges  will  evaluate  the  essays  on  merit 
alone,  with  no  knowledge  of  author  or  school. 

Announcements  of  the  winners  will  be  made  following 
the  decision  of  the  judges  in  May,  and  subsequently, 
awards  will  be  presented  at  the  Annual  Meeting  of  the 
College  to  be  held  in  Anaheim,  California,  October  26  to 

30,  1975. 

Suggested  length  of  the  essay  is  2,000  to  2,500  words, 
and  the  deadline  for  submitting  manuscripts  i§  March 

31,  1975.  Application  forms,  including  contest  rules 
and  regulations  are  now  available  from:  Committee  on 
College  Essay,  American  College  of  Chest  Physicians, 
911  Busse  Highway,  Park  Ridge,  Illinois  60068. 

Appointed:  At  Roswell  Park  Memorial  Institute — 


Charles  Helmstetter,  Ph.D.,  as  head.  Biology  Depart- 
ment, replacing  Dr.  Theodore  S.  Hauschka  who  is  retir- 
ing; Josef  Vana,  M.D.,  C.Sc.,  director,  Epidemiology  . . . 
Godfrey  C.  Burns,  M.D.,  has  been  appointed  chief  of  the 
Renal  Service,  St.  Vincent’s  Hospital  and  Medical  Cen- 
ter of  New  York  . . . Maximo  Deysine,  M.D.,  appointed 
acting  chairman.  Department  of  Surgery,  Long  Island 
Jewish-Hillside  Medical  Center  . . . Attallah  Kappas, 
M.D..  professor  and  senior  physician,  The  Rockefeller 
University,  as  physician-in-chief  of  The  Rockefeller 
University  Hospital. 

Awarded:  Adam  Wesolowski,  M.D.,  clinical  professor 
of  surgery,  Downstate  Medical  Center,  and  director, 
Cardiovascular  Research  Laboratory  as  well  as  chief, 
Thoracic-Cardiovascular  Surgical  Service,  Mercy  Hospi- 
tal at  Rockville  Centre,  the  Medicus  Gold  Medal  by  the 
Polish  American  Medical  Society  Medicus  as  Man  of  the 
Year  1974  for  his  outstanding  contributions  to  the  field 
of  cardiovascular  surgery  and  artificial  arteries  ...  at  the 
annual  meeting  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology  in  Dallas,  Texas,  in  Novem- 
ber, George  Wise,  M.D.,  Paul  Henkind,  M.D.,  and  Hen- 
rick  Malpica,  of  The  Bronx,  second  place  awards  for  sci- 
entific exhibits;  and  Richard  J.  Lessow,  M.D.,  George  F. 
Reed,  M.D.,  and  Leo  V.  Gould,  M.D.,  of  Syracuse,  third- 
place  bronze  medallion  for  their  scientific  exhibit. 
Elected:  Maus  W.  Stearns,  Jr.,  M.D.,  as  president  of 
the  Medical  Board  of  Memorial  Hospital  for  Cancer  and 
Allied  Diseases  . . . Richard  Ament,  M.D.,  as  First  Vice 
President  of  the  American  Society  of  Anesthesiologists 
. . . Julius  E.  Stolfi,  M.D.,  treasurer,  the  Kings  County 
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Medical  Meetings 


Second  seminar  and  workshop 
on  acupuncture 

The  New  York  Society  of  Acupuncture  for  Physicians 
and  Dentists,  Incorporated,  is  conducting  its  Second 
Approved  Seminar  and  Workshop  on  Acupuncture,  be- 
ginning Saturday,  January  11th  through  Wednesday, 
January  15,  1975  at  the  Statler  Hilton  Hotel,  33rd  and 
7th  Avenue,  New  York  City. 

The  New  York  State  Boards  of  Medicine  and  Dentist- 
ry have  ruled  that  licensed  physicians  and  dentists  may 
practice  acupuncture  in  this  State  under  the  aegis  of  an 
approved  protocol  that  has  been  approved  by  them  and 
one  hundred  hours  of  accredited  training  in  the  United 
States.  Since  our  first  Workshop  covered  only  fifty 
hours  of  training,  we  feel  it  is  mandatory  for  us  to  con- 
duct a second  session.  Our  Society  is  recognized  as  a 
Research  and  Educational  Institution  and  has  its  own 
Research  Committee.  We  have  been  approved  by  the 
State  Boards  of  Medicine  and  Dentistry  for  registration 
and  certification  to  practice  acupuncture,  provided  we 
conform  to  the  Society’s  Research  Project  Protocol. 

A second  Seminar  and  Workshop  is  in  the  process  of 
organization.  Beginners  will  receive  basic  instruction  in 
the  history,  fundamentals  and  application  of  acupunc- 
ture. Those  who  took  the  original  course  in  March, 
1974,  will  have  advanced  instruction  in  the  research  and 
practice  of  acupuncture. 

Please  indicate  when  you  write  for  application  blank 
if  you  are  a “beginner”  or  “advanced”  student.  For  ad- 
ditional information  please  write  or  call:  Shyh  J.  Yue, 
M.D.,  Secretary,  115  East  61st  Street,  New  York,  N.Y. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication. 


coni  incit'd  from  pane  2H19 

patients  and  showed  no  preponderance  of  mucin-se- 
creting adenocarcinoma.  Microscopic  features  sugges- 
tive of  scar  carcinoma  were  observed  in  6 cases.  Thir- 
teen curative  resections  were  possible  wilh  5.4  per  cent 


10021,  Phone:  212-Circle  5-4737,  Mornings  until  noon 
and  after  6 daily.  All  day  Sunday. 

Teaching  seminar 

A teaching  seminar  for  physicians,  cosponsored  by  the 
Brooklyn  Tuberculosis  and  Respiratory  Disease  Associ- 
ation, the  American  Academy  of  Family  Physicians,  the 
Medical  Society  of  the  County  of  Kings,  and  the  Office 
of  Continuing  Education,  New  York  State  University, 
Downstate  Medical  Center,  will  be  held  on  Tuesday, 
February  11,  1975,  in  Lecture  Hall  One,  State  Universi- 
ty of  New  York,  Downstate  Medical  Center,  450  Clark- 
son Avenue,  Brooklyn,  New  York,  from  8:30  a.m.  to  4:45 
p.m.  The  title  of  the  seminar  is:  “New  Concepts  and 
Methods  for  Diagnosis  of  Lung  Disease.” 

Five-day  symposium  on  arthritis  and  related 
disorders 

A five-day  symposium  on  arthritis  and  related  disor- 
ders will  be  held  by  New  York  University  Post-Graduate 
Medical  School  from  February  24  to  28.  The  sympo- 
sium is  designed  for  physicians  and  researchers  seeking 
detailed,  up-to-date  knowledge  of  arthritis,  rheumatic 
fever,  systemic  lupus  erythematosus,  and  gout.  Recent 
developments  of  particular  note  will  be  disscussed  in  the 
session  on  “Inflammation  and  Complement”  on  Tues- 
day, February  25,  at  9 a.m. 

For  further  details,  contact:  Office  of  the  Recorder, 
Room  4-44-N,  Arnold  and  Marie  Schwartz  Lecture  Hall, 
New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York,  New  York  10016. 


overall  five-year  survival  in  the  series.  None  of  the  un- 
resected  patients  survived  beyond  six  months  from  the 
time  of  diagnosis  of  cancer.  The  results  suggest  that 
patients  with  concurrent  pulmonary  tuberculosis  and 
bronchogenic  carcinoma  have  a poorer  prognosis  than 
patients  with  lung  cancer  alone. 
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Health  Care  Review  Organization,  Inc. 

Honored:  Albert  C.  Esposito,  M.D.,  by  Loyola  Univer- 
i sity,  Chicago,  with  the  Stritch  Medal  . . . At  Downstate: 
Joseph  R.  Fontanetta,  M.D.,  chairman  of  the  Kings 
County  Health  Care  Review  Organization,  Inc.;  Eliza- 
beth K.  Hoyt,  M.D.,  director  at  large  of  the  National  As- 
sociation of  Home  Health  Agencies;  Cyril  J.  Jones, 
M.D.,  member  of  the  Health  Research  Council  of  the 
City  of  New  York;  and  Sadashiv  M.  Kirpekar,  M.D.,  as  a 
Macy  Faculty  Scholar  for  1974  to  1975  by  the  Josiah 
: Macy,  Jr.,  Foundation  . . . Hans  Zinsser,  M.D.,  New 
York  City,  with  election  to  Fellowship  in  the  American 
Medical  Writers  Association  at  the  annual  meeting  in 
i October. 

Named:  John  F.  Daly,  M.D.,  New  York  City,  presi- 
dent-elect of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology. 

Resigned:  Lawrence  Frank,  M.D.,  head  of  the  division 
at  Downstate,  to  devote  more  time  to  patient  care  and 
| research. 


Did  you  know  . . . 

A different  result  from  use  of  the  same  procedure  by 
two  specialists  does  not  prove  that  one  of  them  could  be 
negligent.  As  long  as  a specialist  selects  a therapy  ac- 
ceptable to  a respectable  minority  of  peers,  he  is  not 
negligent  even  though  others  may  have  chosen  different 
methods. 

A physician  has  the  duty  to  keep  up  with  medical 
advances  in  his  field.  At  least  one  court  has  found  a 
aractitioner  liable  because  he  was  unaware  of  recent  de- 
velopments. 

The  importance  of  the  “locality  rule”  (standard  of 
nedical  care  as  practiced  by  duly  careful  physicians  in 
he  same  community)  is  steadily  decreasing  as  a mal- 
aractice  defense  in  many  jurisdictions,  which  hold  that 
apid  communications  and  transportation  have  expand- 
ed physician  horizons.  Many  courts  are  holding  special- 
sts  to  a national  standard  of  care. 

Courts  are  aware  that  patients  may  not  improve 
vith  therapy  and  have  held  that  the  physician  is  under 
10  obligation  to  insure  that  the  patient  will  recover (from 
in  ailment. 

(Excerpted  from  the  Journal  of  the  American  Medical  Asso- 
iation,  Law  and  Medicine.  Vol.  225,  Nos.  7-8;  Vol.  226,  No.  3, 
973.) 

Malpractice  Digest,  published  by  St.  Paul  Fire  and  Marine 
nsurance  Co.  for  its  Medical  Liability  Insurance  Policyholders, 
uly/Aug.,  1974,  p.  2. 
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When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states*  That  includes  No  4.  which 


provides  a full  grain  of  codeine  for  more  intense, 


acute  pain 
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and  the 

District  of  Columbia 


EMPIRIN 
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c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  V2 

Each  tablet  also  contains  aspirin 
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caffeine  gr  V2 
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are  set  in  a matching  format 
to  be  cut  out 
and  pasted  over  the 
original  entries  in 
your  Medical  Directory. 


Medical  Directory  Errata 


Correct  ions  of  erroneous  biographic 
material  in  the  Medical  Directory  of 
New  York  State  Volume  LIV  are  listed  below. 


★ BARASH.  Ira  Mark.  2 Fifth  Ave  Manhattan  1001  1 Tel  685- 
0540  NYU  49  D-S  SAC  FACS  Am  Proct  Ac  Med  Asso  Sur 
Beth  Israel  Asst  Sur  French  Poly 


★ BEDENKO.  D Mitchell  19  Old  Mamaroneck  Rd  White 
Plains  10605  Tel  949-2490  Zagreb  61  QP  SI-2  Am  Psych 
Ac  Med  Psych  NY  Westch  Div  Asst  Psych  St  Agnes  Asst 
Psych  United  Port  Chester 


★ BERK,  Ralph.  6717  21  Ave  Brooklyn  1 1 204  Tel  236  3636 
State  Umv  Bkln  34  XM-16  Asst  Periph  Vas  Dis  Jewish 


★ BERNSTEIN.  David.  1342  51  St  Brooklyn  11219  Tel  436- 
3717  Also  Manhattan  NYU  35  D-OL  SF  FICS  FCCP  Am  Ac 
O&O  Am  Ac  Fac  Plast  & Recon  Ac  Med  Attg-in-Chg  Otolar 
Maimomdes  Otorhinolar  Bell  Otolar  Univ  Otolar  Met  Jewish 
Cons  Otorhin  Plast  Sur  NYC  VAH 


★ CANTOR.  Morton  Baruch.  50  E 76  St  Manhattan  10021  Tel 
288-1940  Also  Scarsdale  St  Louis  47  D-PN(P)  QP  Am 
Psych  Am  Ac  Psychoan  Asso  Psych  Grasslands 


★ CARLONI . Edmund  L.  1 Greenridge  Ave  White  Plains  10605 
Tel  761 -37 1 1 Bologna  58  SM-1 


★ COFF.  Ralph  461  1 14  Ave  Brooklyn  11219  Tel  436  31  17 
LRCP&S  Edin.  LFP&S  Glas  35  SJ  Am  Ger  NYS  Int  Med  Affil 
Med  Coney  Isl  Asso  Phy  Lefferts 


★ ELLENBERG,  Max  936  Fifth  Ave  Manhattan  10021  Tel 
879-1720  NYU  35  D IM  SJ  FACP  Clin  Soc  NY  Diabet  Phy 
Diabet  Mt  Sinai 


★ FEIGENBAUM.  Harry  A 87-87  171  St  Jamaica  11432  Tel 
297-2030  Geneva  36  SM-8  FICS  Am  Proct  Asso  Sur  Ja- 
maica Chief  Proct  Jamaica 


★ FRIES.  Joseph  Harman.  222  Front  St  Mineola  11501  Tel 
294-0330  Also  Brooklyn  P&S  NY  29  D-P(PDA)  SM-12 
FACP  FACAL  Am  Ac  Alg  Am  Ac  Ped  Cons  Ped  Kings  Co 
Cons  Ped  Alg  Methodist  Cons  Alg  Nassau  Hon  Ped  No  Shore 
Ped  Alg  LI  Jewish-Hillside 


★ GLASS.  Irving  Alfred  130  E 77  St  Manhattan  10021  Tel 
535-1910  Penn  41  D IM  SJM-16  FACA  PAMA  Ac  Med 
Clin  Soc  NY  Diabet  Asst  Attd  Phy  Umv  Asso  Phy  Bell  Asso 
Phy  Periph  Vas  Dis  Knicker  Asso  Phy  Periph  Vas  Dis  French 
Poly  Adj-ln  Med  Lenox  Hill 


★ GOLDBERG.  Morris  123  E 83  St  Manhattan  10028  Tel 
988  7958  State  Umv  Bkln  20  D P X Am  Ac  Ped  Asst  Attd 
Emerit  Ped  Maimomdes 


★ IGNACIO,  Onofre  Ramos  133  E 73  St  Manhattan  10021 
Tel  861  9000  Far  East  Manila  59  XA  Sur  Park  East 


★ KANN,  Ferdinand  2 Kirkwood  Dr  Glen  Cove  11542  Tel 
676  8628  Basel  55  XM  5 Am  Ac  FP  Asso  Phy  Com  Glen 
Cove 


★ LASSER.  Jerry  Julius  12  E 76  St  Manhattan  10021  Tel 
288  3338  Albany  54  D IM  NY  Cardiol  Asst  Phy  Cardiol  Mt 
Sinai  Asso  Phy  City  Elmhurst  Phy  Cardiol  Trafal  Phy  Doctors 


★ LEDER,  Marvin  A 42  02  Kissena  Blvd  Flushing  11355  Tel 
762  5 388  iyr  57  D IM  SJ  FACP  Staff  Int  Med 

Booth  Meml  Clin  Coord  Med  Booth  Meml  Asst  Phy  Flushing 


LEFF,  Irving  Leonard.  Vet  Adm  Hospital  Buffalo  14215  Tel 
834  9200  state  Univ  Bkln  'll  SJ  FACP  DIM  Ac  Med  Chief 
VAH  Buffalo  OPD 


★ LEVINSON.  Leonard  Jules.  61-34  188  St  Fresh  Meadows 
11365  Tel  454-6622  Md  37  D-OL  SF  Staff  Otolar  Booth 
Meml  Off  Ser  Otolar  LI  Jewish-Hillside 


★ MAREK,  Frederick  Martin.  1148  Fifth  Ave  Manhattan 
10028  Tel  289-7262  Vienna  34  D OS  SB  FACS  Am  Ac 
Comp  Med  Am  Ac  Orth  Sur  Ac  Med  Asso  Orth  Sur  Mt  Sinai 
Orth  Sur  City  Elmhurst  Orth  Sur  Trafal 


★ MARKEWiTZ,  Moshe  Manfred.  444  Community  Dr  Manhas 
set  11030  Tel  627-4047  Zurich  56  D-U  SG  FACS  Am  Fer 
til  Urol  Deepdale 


★ MARKHAM.  Mary  R.  Headlee.  135  E 64  St  Manhattan 
10021  Tel  288-8100  Ohio  State  40  D-OL  Am  Ac  O&O  An 
Ac  Comp  Med  Am  Med  Worn  PAMA  Ac  Med  Asso  Otorhino 
lar  New  York  Sur  Otolar  NY  E&E  Inf 


★ MC  CLANE,  Kenneth  A 730  St  Nicholas  Ave  Manhattan 
10031  Tel  283-4352  Boston  39  XJ  Asst  Phy  Presby 


★ MEISTER.  Bertram  377  N Broadway  Yonkers  10701  Te 
965-2121  Lausanne  55  SH  Am  Ac  Derm  Am  Ger  Chief  8 
Attd  Derm  Yonkers  Genl  Derm  St  Jos  Yonkers  Asso  Derm  S 
Johns  Riverside  Asst  Derm  Bx  Mumc 


★ MINARD,  Lawrence  R 270  Park  Ave  Manhattan  10017  Te 
551-3100  Albany  46  D-PM  (OM)  SM-10  FACPM  Ind  Mec 
Am  Ac  Oc  Med  NYS  Ind  Med 


★ MORSON,  David  2807  Webb  Ave  Bronx  10468  Tel  548 
0334  NYU  39  SJ  Adj  Int  Med  Union  Adj  Phy  Oncol  Monte 


★ NEWMAN.  Ernest  B 60  E 75  St  Manhattan  10021  Tel  288 
0621  P&S  NY  38  D-R  (DR)  SD-1  Ind  Med  Asso  Radiol  Joir 
Dis 


★ NEWTON.  James  C.  115  E 61  St  Manhattan  10021  Tt 
832-8170  Jeff  57  D-0  SE  FACS  Am  Ac  O&O  Ac  Med  N 
Oph  Oph  Sur  NY  E&E  Inf  Dir  Oph  Sur  St  Lukes 


★ NULAND.  William.  1006  Union  Ave  Bronx  10459  Tel  32S 
0830  Also  Scarsdale  Lausanne  36  X Am  Ac  FP  Ac  Psyche 
som  Med  Phy  Int  Med  Prospect  Phy  Psychosom  Med  Prospec 


★ PERESS,  Isaac  Y.  226  Clinton  St  Hempstead  11550  T 
485-1224  Beirut  38  Off  Ser  Ped  LI  Jewish-Hillside 


★ PERLMAN,  Bernard  Harold  2830  Bedford  Ave  Brooklyi 
11210  Tel  434  7777  State  Umv  Bkln  34  SJM-4  FCCI 
FACC  Am  Rheum  NYS  Int  Med  NY  Cardiol  Dir  Emerit  Med  J 
Johns  Episc  Cons  Med  St  Johns  Episc  Phy  Cardiol  St  Giles  At 
tive  Attd  Med  Kings  Co  Cons  Phy  LIC 


★ PLOTZ,  Charles  M.  161  Marlborough  Rd  Brooklyn  1122' 
Tel  469-7511  State  Umv  Bkln  44  DIM  SJ  FACP  A 
Rheum  Am  Ac  FP  Am  Ger  Ac  Med  NYS  Int  Med  NY  PMI 
Phy  Kings  Co  Asst  Phy  Off  Ser  Mt  Sinai  Phy  Int  Med  Bk 
State  Cons  Int  Med  Pensla  Hosp  Cent  Phy  LIC 


★ POOLE,  Charles  S.  33  Davis  Ave  White  Plains  10605  T 
946-7274  Also  Scarsdale  NYU  38  D-OG  SL  FACS  Ac  Me 
O&G  White  Plains  O&G  White  Plains  OPD 


★ ROMANUCCI,  Demostene.  180  Old  Loudon  Rd  Lathar 
12110  Tel  785  4888  Padova  57  SA  FACA  FICS  Asst  S 
Meml  Albany.  Chair  Sur  Cohoes  Cons  Sur  Belle  Mat 

★ ROTHMAN,  Leon  Morton.  Brookdale  Hosp  Medical  C 
Brooklyn  1 1212  Tel  240  6126  Chgo  Med  42  SM  1 D-PM 
Am  Rheum  Am  Ac  PMR  NY  PMR  Dir  PM&R  Brookdale 


2438 


New  York  State  Journal  of  Medicine/ December  1974 


★ SCHUMAN.  Bernard  John  1 World  Trade  Center  Rm  62N 
Manhattan  10048  Tel  466  8415  NY  Med  43  SJ  FACG  Ind 
Med  Am  Ger  NYS  Ind  Med  NY  Ac  Gastroent  Asst  Int  Med 
French  Poly 


★ SILVERS.  Seymour  Harry  122A  St  Nicholas  Ave  Brooklyn 
1 1237  Tel  455  7060  Also  Roslyn  Heights  P&S  NY  28  D D 
SH  FACP  Am  Ac  Derm  Am  Ger  Ac  Med  Derm  Wyckoff  Hts 
Cons  Derm  Kings  Co 


★ SIMON.  Sydney  Maurice  2021  Grand  Concourse  Bronx 
10453  Tel  878  7672  P&S  NY  32  XM  5 Ad,  Int  Med  B*  Leb 


★ STURMAN.  Robert  Morns  8 E 84  St  Manhattan  10028  Tel 
535  1447  NYU  49  D O SE  Am  Ac  0&0  PAMA  PAAO  NY 
Clin  Oph  Asst  Oph  Sur  Mt  Sinai 


★ TEICHER.  Ira  L I Jewish  Hillside  Med  Ctr  New  Hyde  Park 
11040  Tel  733  6700  Cornell  36  D S SA  FACS  Dir  Sur 
Queens  Hosp  Cent  Sur  LI  Jewish  Hillside  Vis  Sur  Kings  Co 
Sur  Jewish  Cons  Sur  Bkln  VAH 


★ WALDMAN.  Samuel  1401  President  St  Brooklyn  11213 
Tel  773  6755  State  Umv  Bkln  32  D IM  SJM  4 FACC  FACP 
FCCP  Inti  Int  Med  PAMA  Am  Ger  NYS  Int  Med  Clin  Soc  NY 
Diabet  NY  Cardiol  Int  Med  Kingsbrook  Asso  Dir  & Attd  Med 
Unity  Chief  Cardiol  Unity  Phy  LIC  OPD  Phy  SU  Downstate 


★ WARMUND.  Stanley  H 101  01  159  Ave  Howard  Beach 
11414  Tel  848  4141  NY  Med  53  XM  5 Ad)  Phy  Unity 


★ WEBER,  Mortimer  W 350  First  Ave  Manhattan  10010  Tel 
673  5510  200  E 71  St  Manhattan  10021  Tel  288  8833 
NYU  36  D P X Am  Ac  Ped  Ac  Med  Dir  Ped  NY  Inf  Ped 
Lenox  Hill  Ped  Bell 


★ WEINBERGER.  Howard  A 1112  Park  Ave  Manhattan 
10028  Tel  876  1750  Johns  Hop  40  D S SAC  FACS  Ac 
Med  NY  Sur  Sur  Lenox  Hill  Sur  Lenox  Hill  OPD  Sur  St  Clares 


★ WIMPF  HE  IME  R , Felix  3530  Henry  Hudson  Pkwy  Bronx 
10463  Tel  543  7171  NY  Med  45  D IM  SJ  FACP  Asst  Phy 
Bx  Munic  Asso  Cardiol  Jew  Meml  Asso  Endocrin  Monte  Asst 
Phy  Morrisama 


★ WOLI NTZ  Arthur  Harry  100  Ocean  Pkwy  Brooklyn  1 1 2 1 8 
Tel  854  7360  State  Umv  Bkln  62  D PN(N)  D O SE  FACP 
FACS  Am  Ac  Neur  Am  Neuropath  Am  Oph  Chief  Neuro-Oph 
& Oph  Kingsbrook  Cons  Neuro  Oph  Bkln  E&E  Neuro  Oph  VAH 
Bkln  Vis  Oph  Kings  Co 


★ ZAPHIROPOULOS  Militiades  L.  1 Lincoln  Plaza  Manhattan 
10023  Tel  724  3988  Also  Scarsdale  Pans  39  D PN(P)  Am 
Psych  Am  Ac  Psychoan  Ac  Med  Cons  Psych  Grasslands  Cons 
Psych  United 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

Issue  Date:  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion:  additional  words  are 

10c  each.  Dept,  numbers,  500  extra,  per  insertion.  (On 
request,  Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040 

Name 

Please  Print 


Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10 £ for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a Dept  number  for  replies  (50p  per  insertion) 
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Index  to  Advertised  Products 


Analgesics 

Kengesin  (Kenwood  Laboratories)  2347 

Percodan  (Endo  Laboratories)  2328,  2329 

Antacids 

Camalox  (William  H Rorer) 2317 

Antibiotics 

Bicillin  (Wyeth  Laboratories) • 2373 

Kefzol  (Eli  Lilly  & Company) 2334 

Neosporin  (Burroughs  Wellcome  & Company)  2340 

Wycillin  (Wyeth  Laboratories) 2372 

Antihypertensives 

Catapres  (Boehringer-lngelheim 2326,  2327 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 2437 


PHYSICIAN-FULL  TIME 

EMERGENCY  ROOM  DIRECTOR 

Serving  I’lHtcr  County  New  York  population  180,000. 

\cutc  general  fully  accredited  hospital. 

New  expansion  program  providing  a new  emergency  room  facility  7000 
sq  ft  approaching  20,000  visits  1074. 

Fully  supportive  specialty  staff  Immediately  available  to  Director  Educa- 
tional programs  available. 

Opportunity  to  develop  working  relationships  with  satellite  cUnlc(s)  including 
private  practice. 

Excellent  fringe  benefits 
Salary  $45,000  base 

Contact  I)r.  John  Olivet 
Medical  Director 

Benedictine  Hospital 

105  Marys  Ave Kingston,  N.Y.  12401 

(914)338-2500,  ext  265 

An  Equal  Opportunity  Employer 


PHYSICIANS  WANTED 


E.  K.  PHYSICIAN:  FULL-TIME,  DIVERSIFIED  DUTIES  IN  MODERN, 
204-bed  accredited  community  hospital  with  all  services.  Located  South- 
western coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con 
venient  to  lovely  New  England  suburbia.  Dept.  425,  c/o  NYS-JM. 


Automobile  leasing 

Waldorf  Auto  Leasing 2443 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Cerebrovascular  dilatois 

Cebral  (Kenwood  Laboratories)  2433 

Menic  (Geriatric  Pharmaceutical  Corp.)  2347 

Hematinics 

ILX-B 1 2 (Kenwood  Laboratories) 2435 

Hormonal  nutritional  supplements 

Testand  B (Geriatric  Pharmaceutical  Corp.) 2315 


INTERNIST  GP  (3)  SALARY  $30,000  RANGE  PLUS  BENEFITS.  LOCATED 
in  Finger  Lakes,  gracious  countrv  living.  Nondiscrimination  in  employment. 
Contact  Chief  of  Staff  VA  Center,  Bath,  New  York  14810. 


WANTED:  ANESTHESIOLOGIST  BOARD  ELIGIBLE  OR  CERTIFIED 

with  New  York  State  license  for  large  metropolitan  hospital  with  medical 
school  affiliation.  Minimum  guarantee  and  excellent  benefits,  and  become 
group  member  within  six  months.  Send  c.v.  to  Dept.  438,  c/o  NYSJM. 


DERMATOLOGIST  W ITH  NEW  YORK  CITY  DELUXE  FIFTEEN  ROOM 
office  wishes  associate  Salary.  Partnership  possible  later.  Joseph  J.  Eller, 
M.D.,  745  Fifth  Avenue,  New  York,  New  York  10022.  (212)  753-6033. 


ANESTHESIOLOGIST  WANTED:  N.Y.  STATE  LICENSED.  TO  BE 

available  from  Dec.  23.  1974.  Group  practice  in  Queens,  N.Y.  Excellent 
financial  arrangements  and  pleasant  working  conditions.  Recent  graduate 
considered.  Dept.  400,  c/o  NYSJM. 


Multivitamins 

Beminal  (Ayerst  Laboratories)  2323,  2431 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 2320.  2321,  2322 

Savings  banks 

Bowery  Savings  Bank 2309 

Franklin  Society  Bank 2331 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 2398,  2399,  2400 

Tranquilizers 

Librium  (Roche  Laboratories) 2310.  231 1,  2312 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories)  2352,  2353,  2354 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratroeis) 2414,  2415,  2416 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 2332,  2333 


POSITIONS  IN  OPHTHALMOLOGY.  OTOLARYNGOLOGY,  OBSTE- 
trics/gynecology,  internal  medicine,  orthopedics,  pediatrics  now  open  with 
full  time,  salaried  plus  extras,  multi-specialty  group  at  long  established,  non- 
profit hospital  and  clinic.  Contact:  Franz  J.  Herpok.  Asst.  Director-Admin- 
istration. Clifton  Springs  Hospital  & Clinic,  Clifton  Springs.  N.Y.  11432. 
(315)  462-9561. 


PHYSICIAN-INTERNIST.  CAREER  POSITION  FULL  TIME.  OPPOR 
tunitv  for  internist  interested  in  primary  care  delivery.  W'ell  established 
group  providing  broad  preventive  & diagnostic  medical  services  & health 
care  program.  Located  Midtown  NYC.  Salary  negotiable.  An  Equal  Op- 
portunity Employer.  Send  resume  in  complete  confidence  to  Dept.  442,  c/o 
NYSJM. 


GENERAL  ELECTRIC  COMPANY.  AT  ITS  LARGE.  HEAVY  MANUFAC- 
turing  plant  in  Upstate  New  York’s  capital  district,  seeks  a physician  for  the 
examinations  section  of  the  Medical  and  Environmental  Health  Operation. 
Certification  in  internal  medicine  or  occupational  medicine  is  preferred, 
but  not  essential.  The  27,000  employees  and  varied  manufacture  provide 
a unique  opportunity  for  physicians  seriously  interested  in  a career  in  occu- 
pational medicine.  Contact:  P.  E.  Sandroni,  M.D.,  General  Electric  Co., 

Schenectady,  N.Y.  12345. 


INTERNIST  OR  FAMILY  PRACTITIONER  WITH  PRIMARY  INTEREST 
in  internal  medicine  and/or  family  practice  to  join  full  time  hospital  based 
group.  Beautiful  area  of  rural  Upstate  New  York.  Modern  office  facility 
adjacent  to  hospital.  Excellent  salary  and  fringe  benefits.  Contact:  Thomas 
e.  Lavell.  M.D.,  Medical  Office  Facility.  Delaware  Valiev  Hospital.  Walton. 
N.  Y.  (607)  865-4101. 
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INDUSTRIAL 

PHYSICIAN 

Pratt  and  Whitney  Aircraft,  largest  employer 
in  New  England,  has  an  opening  in  its  Medi- 
cal Department  for  an  Industrial  Physician. 
Responsibilities  include  examination  of  new 
and  existing  employees  to  determine  physi- 
cal and  mental  suitability  for  employment 
and  treatment  of  occupational  injury  and 
disease  resulting  from  this  employment. 

The  Medical  Department  totals  approxi- 
mately 65  employees.  Support  personnel 
are  available  in  Safety  Engineering,  Indus- 
trial Hygiene  and  Health  Physics.  Candi- 
dates must  possess  a valid  state  license  (or 
be  suitable  for  Connecticut  reciprocity)  and 
qualify  for  a narcotic  license. 

All  inquires  will  be  handled  in  complete 
professional  confidence.  Please  forward 
your  resume  (including  salary  require- 
ments) to  Mr.  H.  M.  Heldmann,  Profes- 
sional Placement,  Office  125,  Pratt  & Whit- 
ney Aircraft,  East  Hartford,  Conn.  06108. 


Pratt  & 

u 

OIVISION  OF  LIMITED  AIPCWAFT  COM*. 

Whitney 

Pircraft 

fl® 

An  Equal  Opportunity  Employer  Male  & Female 


PHYSICIANS  WANTED  — CONT  D 


PHYSICIANS  WANTED  — CONT  D 


PHYSICIANS:  THE  FRANKLIN  DELANO  ROOSEVELT  VETER/ - 1 

Administration  Hospital,  Montrose  New  York  10548  has  positions  avail  c 
for  psychiatrist  and  general  practitioner.  This  is  a 1455  bed  psychitcl 
hospital.  Positions  are  available  on  a full  time  basis,  starting  salary  fnl 
$27,287  to  $35,782  per  annum  depending  on  training  and  experience.  ie| 
hospital  is  affiliated  with  the  New  York  Medical  College  and  offers  a plea  M 
country  work  site,  convenient  to  the  city.  A limited  number  of  apartment  .r 
staff  and  family  are  available.  An  Equal  Opportunity  Employer.  For  fur  ?ri 
information  write  or  call  the  Chief  of  Staff,  Extension  469  or  417,  ( I) 
737-4400. 


WANTED:  FELLOW  IN  ANESTHESIOLOGY  FOR  300  BED,  VOL  U 

tarv  hospital  in  Brooklyn.  New  York.  Contact  director  of  anesthesiol  F*  : 
Lutheran  Medical  Center,  HY  2-3200. 


WE  ARE  A 140  BED,  ACUTE  CARE  HOSPITAL  LOOKING  FOR  A MVi 
York  State  Board  certified  psychiatrist  to  work  in  our  new  13  bed  inpat  l;r 
short-term  psychiatric  unit.  Excellent  opportunity  also  exists  for  pri  :e 
practice,  and  possible  role  with  County  Department  of  Mental  Hvg  e. 
Hospital  is  located  in  beautiful  recreational  area  of  Southwestern  New  rk, 
State,  and  offers  competitive  salary  range  and  exceptional  fringe  bem  is; 
For  further  information,  contact:  Mrs.  Mary  Ann  Baggiano,  R.N.,  / g 

Admin.,  Jamestown  General  Hospital,  Jamestown,  N.Y.  14701. 

I ' 


WANTED  PHYSICIANS:  FAMILY  PHYSICIAN  AND/OR  PEDIATRIC 
and  internist  for  group  practice,  in  greater  Rochester,  New  York 
Guaranteed  income  with  early  partnership  University  hospitals  within 
reach  for  academic  incentives.  Dep.  454,  c/o  NYSJM. 


PHYSICIAN  DURING  JULY  AND  AUGUST  1975  FOR  CHILDREN’S  Oli 
located  at  Beach  Lake.  Pa.;  accommodates  350  campers,  ages  6-16;  com  M 
modern  health  center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  iff 
month;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  June  28udi 
closes  August  23.  Private  room  and  facilities.  Write,  and  include  your  p ae 
number,  to  Trail's  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Broo  n, 
N.Y.  11201. 



POSITIONS  WANTED 




ATTENTION  MD’S.  MEDICAL  DIRECTOR  POSITION  NOW  OPEN. 
Large  industrial  facility,  full  time  nurse,  part  time  assistant  on  duty.  Com- 
plete modern  facility.  Write:  Western  Electric  Co.,  Inc.,  Att:  D.  R.  Kerner, 
Buffalo  Works,  P.O.  Station  B,  Buffalo,  N.Y.  14207.  An  Equal  Opportunity' 
Employer. 


CERTIFIED  OB/GYN,  VIGOROUS.  WANTS  TO  RELOCATE  IN  GIN 
Cove  Manhasset  (North  Shore)  area.  To  share  office/practice  Dept  lit 
c/o  NYSJM. 


PEDIATRICIAN,  AGE  29,  MARRIED.  ONE  CHILD,  UNIVERSITY  TR  A I SD 
in  N.Y.C.  and  Boston,  military  complete.  Board  eligible,  seeks  partneiW 
group,  or  multispecialty  clinic  position  in  metropolitan  New  York  a| 
Available  July  1975.  Call  (617)  272-8849. 


PSVCHMTRISrS 

Rural  community  mental  health  agency  with  three  com- 
prehensive centers  in  eastern  Arkansas  has  openings  for  two 
psychiatrists.  Work  as  team  member  with  80  other  professionals. 
Salary  is  in  low  40’s  and  includes  exceptional  benefits  plus  reloca- 
tion and  interviewing  expenses.  For  more  information  call 
Stephen  Foti  COLLECT  at  501  -338-6741 , or  send  resume  to 


PEDIATRICIAN,  BOARD  ELIGIBLE,  UNIVERSITY  TRAINED,  EX1R1 
ence  in  gastroenteral  diseases  and  total  parenteral  alimentation.  dB 
hospital,  group  or  partnership  in  N.Y.C.  or  N.  Jersey  area.  AvailabltH 
1975.  Write  Dept.  450,  c/o  NYSJM. 


QUALIFIED  ACUPUNCTURE  THERAPIST  DESIRES  PARTICIPATK 
research  study.  Send  details  to  Dept.  449,  c/o  NYSJM. 


1> 


EAST  ARKANSAS  REGIONAL 
MENTAL  HEALTH  CENTER 
305  Valley  Drive  Helena,  Arkansas  72342 

An  Equal  Opportunity  Employer  M/F 


PRACTICES  AVAILABLE 

— 

GENERAL  PRACTITIONERS  OFFICE  AVAILABLE.  DUE  TO  SUI  E* 
death;  great  opportunity;  located  near  shopping  and  bus  transport  of 
Located  in  Rensselaer,  N.Y.,  2 miles  from  Albany.  Call  (518)  463-7 1 tyB 
write  to  Dept.  455,  c/o  NYSJM. 
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EAL  ESTATE  FOR  SALE  OR  RENT 


KICK  SPACE  AVAILABLE.  1500  SQ  FT.  NEW.  BRICK  BUILDING; 
A/C;  elevator.  Opposite  village  hall.  Freeport.  LI  (516)378-4949. 

'.W  HYDE  PARK.  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE 
>even  room  house,  3 bedrooms,  fireplace,  gas  heat,  all  facilities,  superior 
ocation.  Walk  major  transportation,  minutes  to  parkways,  schools,  hospital, 
hopping.  Beautiful  five  room  office.  X-ray,  KKG,  fully  equipped.  Active 
practice.  Call  6-8  p.m.  (516)  354-0032,  or  GE  7-5627. 


(RTH  YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT  ALL  OR 

■art  of  2,000  sq.  ft  Pleasant  setting.  Elaborate  X-ray  set-up  Three  M.D.s 
nresidence.  looking  for  two  additional.  Call  (914)969-0432. 


iVVPET  BAY.  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFUL 
|,’  in  physician’s  own  luxuriously  appointed  villa.  Accommodates  five.  Right 
n private  virgin  white  beach  safe  for  children.  Private  tennis  club  with  regis 
?red  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeal  visits  and 
appy  thank  you  letters  from  pleased  fellow  physicians.  Brochure.  Gilbert 
K Norton,  M I)..  101  .Jefferson  Ave..  Endicott.  N Y.  13760.  Call  after  9 p.m 
!i07)  ST  5-5810. 

(R  SALE:  HOME-OFFICE  COMBINATION,  SMITHTOWN.  L.I.  Seven 
Him  split,  3 bedrooms,  IV.  baths,  full  basement,  fully  carpeted,  profes- 
onallv  decorated:  landscaped,  fenced,  corner  1/3  acre  opposite  Smithtown 
eneral  Hospital.  3 1 j room  air  conditioned  office  with  bath,  room  for 
vpansion.  Suitable  G.P.,  any  specialty.  Mid  50's.  Owner  (516)  265-4244. 


1 LEASE:  MEDICAL  BUILDING.  FOREST  HILLS.  QUEENS.  ON 
j ueens  Blvd.  Approximately  14,000  sq.  ft.,  2-storv  bldg,  under  construction, 
ear  Medical  Society  of  the  County  of  Queens,  will  meet  tenant's  specifica- 
ons.  Suitable  for  insurance  companies,  medical  groups,  institutional 
gencies.  Write:  Shavani.  P.O.  Box  87.  Canal  St.  Station.  New  York  Cite 

X)13. 

JHTH ALM OLOG  1ST  RETIRING.  FULLY  EQUIPPED  OFFICE  AVAIL 
ble  for  immediate  occupancy.  Equipment  for  sale  on  time.  Dept.  453,  c/o 
jlYSJM. 

DTOR’S  COMPLEX.  BLOCKFRONT  17  TO  18  STS.  (THIRD  AVE.)  ONE 
ock  from  5 hospitals.  Professional  office  in  newly  erected  31-story  building, 
>90  sq.  ft.  Perfect  for  medical  group.  Will  build  to  suit.  Goodstein  Man- 
— tement  Co.,  4 Park  Ave.,  NYC  10016.  Martin  Goodstein  (212)  532-9550. 


LEE  TODD  INC. 

"SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028 
(Mailing  address  only) 

(212)  RH  4-3615-3466 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practiceassoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


FIFTH  AVE.  & 89  ST.  EXCLl  SIVE  BUILDING,  PRIVATE  ENTRANCE. 
Spacious.  sunny,  beautifully  furnished,  well  equipped;  X-ray  machine,  2 con- 
sulting rooms.  3 examining  rooms,  large  waiting  room.  Available  full  or  part 
time.  Saturdays,  evenings,  etc.  Consider  free  rent  for  qualified  Ob-Gyn  man 
in  exchange  for  services.  EN  9-7720. 


ROCKLAND  COUNTY  GROWTH  AREA  MODERN  OFFICES  FOR 
rent  Also  partial  purchase  option.  Brick,  steel  structure.  Suites  from 
800-2500  sq.  ft.  Parking,  A/C,  etc.;  1,000  ft.  from  new  Suffern  Thruway  ex- 
change. All  specialties.  (9141  357-8555,  or  evenings  (914)  357-8114. 

RX  FOR  THE  DOCTOR.  LONG  ISLAND  MINI  ESTATE.  NASSAU  COUN- 
ty.  Easily  reached  from  all  directions.  Two  levels.  48'  64’,  both  with  own 

driveway  and  entrances  4 bedrooms.  3%  baths.  Excellent  construction  in- 
side and  outside.  Spacious  parking  area  lVi  acres  fenced.  Near  schools, 
churches,  svnagogue.  shopping.  LIRR.  Will  finance  for  quick  sale.  (5161 
935-2083. 


FURNISHED  DOCTOR'S  OFFICE  AVAILABLE  FOR  RENT.  THREE 
rooms  (waiting,  consultation  and  examination  room).  Excellent  location: 
Park  Avenue.  Elizabeth,  New  Jersey.  All  utilities  included.  Verv  reasonable. 
Call  (201)965-2147. 


ESTATE  OF  DECEASED  OFFERS  OFFICE  FOR  RENT.  EXCELLENT 
opportunity  for  GP  or  KENT  in  fast  growing  area.  Seven  miles  from  three 
major  hospitals;  65  miles  north  of  New  York  City.  Box  356,  Wappingers 
Falls,  N.Y.  12590. 


MISCELLANEOUS 


JSHING,  BAYSIDE:  FRESH  MEADOWS  HEALTH  CENTER  AND  OF 

ce  building,  58-47  Francis  Lewis  Blvd..  at  the  Long  Island  Expressway.  Just 
impleted!  New  3-story  building.  Ideal  for  doctors,  dentists,  medical  group 
radices,  optometrists,  therapists,  psychologists,  medical  or  dental  labs, 
/'ill  divide  to  suit.  Carlran  Associates,  Owners.  Call  (516)  484-5100. 


1 SALE:  ROCKVILLE  CENTRE.  LONG  ISLAND,  N.Y.  ELEGANT 
line  office  combination:  separate  entrance;  5 bedrooms;  3%  baths;  park-like 
tting.  35  minutes  to  New  York  City,  near  schools  and  hospitals.  All  appli- 
ices.  Reduced  drastically  for  quick  sale  because  of  illness.  (516)  764-1744. 

IIOLOGIST  BOARD  CERTIFIED  WITH  LARGE  OFFICE.  SPACE  FOR 
lother  radiologist  plus  office  space  for  two  to  three  G.P.s  or  specialists  of  any 
nd.  Manhattan.  West  70s.  Dept.  451.  c/o  NYSJM. 


IFESSIONAL  OFFICES-NEW  YORK  CITY.  PRIME  LOCATIONS! 
Fifth  Ave.  Icorner  9th  St  ).  Beautiful  6 room  suite  with  separate  street 
trance.  128  Central  Park  South,  oversized  5 room  suite  facing  Central  Park, 
th  separate  entrance.  17  East  67  St.  (off  Fifth  Ave.).  beautiful  4 room  suite 
tractive  rentals.  No  fee.  Available  immediatelv.  Call  Mrs.  Adams 
12(986-2482  or  (212)  986-2397. 


DICAL  BUILDING  FOR  SALE  INCLUDES  NEWLY  FURNISHED 
fice  'clinic  with  X-rav  and  processor,  partially  furnished  upstairs  income 
■artment.  unfurnished  downstairs  office.  Lovely  residential  Queens  com- 
■unity.  Asking  8120.000.  Dept.  452,  c/o  NYSJM. 


_^.ICE  SPACE  FOR  RENT.  FURNISHED  OR  UNFURNISHED.  SUIT- 
le  for  specialist  or  generalist,  especially  for  radiologist.  In  Whitestone, 
•eens.  Call  anytime  767-9707. 

VAST  66  STREET.  MANHATTAN.  CO-OP  APARTMENT  FOR  SALE. 
• itable  for  several  doctors.  Call  Tuesdays  only  (212)  737-9488. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp  , 251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 


IF  YEARLY  GAINS  OF  17  TO  10  PER  CENT  APPEAL  TO  YOU,  LET  ME 
help  you  invest  in  rare  coins.  Coins  selected  for  growth  potential  and  placed 
in  your  hands  for  appreciation.  Will  advise  you  all  the  way.  Vincent 
Iacobelli.  M.D..  Numismed  Investors  Inc..  5 David  Court.  Port  Jefferson, 
N.Y.  11777. 


LEASE  A 
NEW 


and  join 
the  staff  of  over 
100  satisfied  doctors 
who  lease  their  cars  from  us. 


Whatever  your  special  needs  are  in  your  car,  we’ll  get  it  . . . 
any  make,  any  model,  any  equipment.  And  at  a special  price, 
too.  And  we  don’t  waste  time  when  you  need  service.  Just 
ask  any  of  the  doctors  who  lease  from  us.  We  know  you’re 
busy.  Give  us  a call  and  we’ll  handle  most  of  the  details  on 
the  phone. 


TA/aLDORP 

VW  1712  E.  9th  St 


AUTO  LEASING,  INC. 

..  Brooklyn  (212)  336-6767 
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1975  Albion  0.  Bernstein , M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1975 
ALBION  O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  March  9-13,  1975-  It  was  endowed  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a 
hospital  call  in  November  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award  no  later  than  January  6,  1975  to: 


BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 


(Nomination  Form) 

Albion  0.  Bernstein , M.D.  Award 

Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

The  above  is  nominated  for  the  1975  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  bene- 
ficial scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (This  official  nomination 
form  must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  and  outline  of  publications 
in  general,  and  include  the  significance  of  the  achievement). 

Mail  entries  before  January  3,  1975  to:  BERNSTEIN  AWARDS  COMMITTEE,  Medical  Society  of 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040. 

Nominator: 

Title: 

Organization : 

Address : 

Telephone  (-f  area  code) 

(PLEASE  PRINT  THE  ABOVE) 

Signed : 

Date : 
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ic  and  Epidemiologic  Observations,  1972  (Deibel,  Barroil 
Millian,  and  Smith),  1929 

Central  nervous  system,  neuroradiology  in  vascular  malform; 
tion  of  [Vascular  Malformations  of  Central  Nervous  Systei 
and  Treatment]  (Symposium),  1774 
Central  venous  pressure:  CVP  catheter  tip;  location  by  meai 
of  intra-atrial  lead,  2348 
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Cephaloridine,  and  lincomycin  with  continuation  on  oral  thera- 
py, treatment  with  parenteral  penicillin;  presumed  pneumo- 
coccal pneumonia,  1954 

Cerebral  Aneurysms;  Surgical  Treatment  (Glasauer)  [Vascular 
Malformations  of  Central  Nervous  System  and  Treatment! 
(Symposium),  1781 

rerebral  angiography:  neuroradiology  in  vascular  malforma- 

of  central  nervous  system  [Vascular  Malformations  of 
Central  Nervous  System  and  Treatment)  (Symposium).  1774 
Cerebral  Arteriovenous  Malformations  (Glasauer)  [Vascular 
Malformations  of  Central  Nervous  System  and  Treatment) 
(Symposium),  1787 

Cerebral  tumors:  sudden  death  due  to  colloid  cysts  of  third  ce- 
rebral ventricle,  1832 

Cerebral  ventricle,  third,  sudden  death  due  to  colloid  cysts  of, 
1832 

Changes  in  Tracheobronchial  Cytology  Noted  During  Anesthe- 
sia (Chalon),  2185 

Chemistry,  physical,  of  healing,  electronmicroscopv  and,  in 
prosthetic  heart  valves,  skirts,  and  struts;  modification  by 
electrochemicallv  clean,  physiologic  surfaces  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2389 

Chemotherapy:  haloperido!  for  radiation  sickness;  control  of 

associated  nausea,  vomiting  and  anorexia,  1558 
Childhood  Asthma  in  The  Bronx  (Schmerler  and  Abramowicz), 
2166 

Chlorpromazine 

anticonvulsant  drug-serum  levels  in  psychiatric  patients  with 
seizure  disorders;  effects  of  certain  psychotropic  drugs, 
1554 

questions  and  answers  [Drug  Information),  1676 
Cholecystography:  questions  and  answers  [Drug  Information], 
2421 

Chronic  urinary  infections,  comparative  computer  study  in; 
drug  efficacy,  2151 

Circulating  lymphocytes,  corticosteroids  and  [Corticosteroids 
as  Immunosuppressive  Drugs)  (Symposium!,  2405 
Circulation;  CVP  catheter  tip;  location  by  means  of  intra-atri- 
al  lead,  2348 

Clinical  and  epidemiological  implications;  injury  in  aged  [Geri- 
atrics], 2200 

Clinical  Anesthesia  Conference  (Series),  2193 
Clinical  Capsules  (Series),  1625,  1808,  1991,  2256,  2413 
Clinical  Clues  (Series),  1796,  1935,  2168,  2198,  2235,  2258,  2357 
Clinical  Experience  with  New  Low-Pressure  High-Volume  Tra- 
cheostomy Pressure;  Importance  of  Limiting  Intracuff  Pres- 
sure (Ching  and  Nealon)  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2379 
Clinical  Use  of  Steroids  in  Pancreatic  Transplantation  (Glied- 
man,  Tellis,  Soberman,  Rifkin,  Freed,  and  Veith)  [Cortico- 
steroids as  Immunosuppressive  Drugs]  (Symposium),  2407 
Collagen  diseases;  necrotizing  (rheumatoid)  disease  of  sclera, 
1982 

Colloid  cysts  of  third  cerebral  ventricle,  sudden  death  due  to, 
1832 

Colposcopy  and  iodine  staining,  detection  bv;  vaginal  adenosis, 
1606 

Common  bile  duct,  stab  wound  of  [Clinical  Capsules],  2256 
Computer  study,  comparative,  in  chronic  urinary  infections; 
drug  efficacy,  2151 

Concurrent  Pulmonary  Tuberculosis  and  Bronchogenic  Carci- 
noma; Experience  in  a Large  Municipal  Hospital  (Gourin 
and  Lyons),  2367 

Consultation  services,  outpatient  psychiatric;  utilization  of, 
1413 

Corneal  anesthesia:  tic  douloureux;  eight  years  after  alcoholic 
gasserian  injection,  1586 

Correlation  Conferences  in  Radiologv  and  Pathology  (Series), 
1445,  1798,  2190,  2401 

Corticosteroid  inhalation:  Treatment  of  asthma;  recent  ad- 

vances [State  of  the  Art],  1456 

Corticosteroids  and  Bioavailability  (Stubbs)  [Corticosteroids  as 
Immunosuppressive  Drugs]  (Symposium),  2406 


Corticosteroids  and  Circulating  Lymphocytes  (Fauci)  [Cortico- 
steroids as  Immunosuppressive  Drugs)  (Symposium),  2405 
Corticosteroids  as  Immunosuppressive  Drugs  (Symposium), 
2407 

Corticosteroids  in  Organ  Preservation  (McCabe,  Stevens,  and 
Fitzpatrick)  Corticosteroids  as  Immunosuppressive  Drugs 
(Symposium),  2408 

Counseling:  A patient -oriented  view  of  methadone  programs 

(How  to  Succeed  in  Treatment  of  Addicts]  (Symposium), 
1418 

Crabs,  horseshoe,  endotoxemia,  and  postanesthesia  hepatitis, 
2145 

Cromolyn  sodium:  Treatment  of  asthma;  recent  advances 

[State  of  the  Art),  1456 
Curare:  tetanus  in  the  inner  city,  1735 

Curriculum  for  Family  Medicine  (Froom,  Treat,  Farley,  Jr., 
and  Henck),  1551 

Cutaneous  Fistula  of  Right  Atrium  Following  Irradiation 
(Conklin,  Whalen,  Rose,  and  Giannelli,  Jr.),  1643 
Cutaneous  manifestations;  dental  disease,  1612 
CVP  Catheter  Tip;  Location  by  Means  of  Intra-atrial  lead 
(Jamal,  Hernandez,  and  Wyso),  2348 
Cyclophosphamide  therapy  of  plasma  cell  dyscrasia,  myeloblas- 
tic  leukemia  following,  2016 

Cyst,  hepatic  hydatid,  rupture  of,  into  biliary  system,  2248 

Cystic  Fibrosis  in  Black  Population  ( Heffer),  2355 

Cvsts,  colloid,  of  third  cerebral  ventricle,  sudden  death  due  to, 

1832 

Cytogenetic  Damage  in  Americium  Poisoning  (Kelly  and 
Dagle),  1597 

Cytology,  tracheobronchial,  noted  during  anesthesia,  changes 
in,  2185 

Deafness,  sensorineural,  acupuncture  therapy  of;  evaluation 
study,  1942 

Deanol:  questions  and  answers  [Drug  Information),  1676 
Death  Without  Disease?  (Shah),  2053 

Delayed  Intussusception;  Following  Removal  of  Long  Intestinal 
Tube,  with  Observations  on  its  Use  (Ginzburg  "and  Fried- 
man), 2009 

Delayed  Presentation  of  Multiple  Arterial  Injuries  (William- 
son) [Clinical  Capsules],  1625 

Delves-cup  atomic-absorption  analysis,  automated,  capillary 
blood  sampling  and;  mass  screening  for  lead  poisoning,  1599 
Dental  Disease;  Cutaneous  Manifestations  (Bernard,  Casson, 
Wood-Smith,  and  Converse),  1612 
Dermatology:  Studies  on  cancer  immunotherapy  [Viruses,  Im- 
munology, and  Cancer]  (Symposium),  1384 
Detoxification  as  Factor  in  Success  (Catted)  [How  to  Succeed  in 
Treatment  of  Addicts]  (Symposium),  1423 
Diabetes,  use  in;  intravenous  methylprednisolone  in  transplan- 
tation [Corticosteroids  as  Immunosuppressive  Drugs]  (Sym- 
posium), 2407 

Diabetes:  systemically  related  foot  disorders;  the  podiatrist’s 
role,  1645 

Diarrhea  with  String  Sign  [Correlation  Conferences  in  Radiolo- 
gy and  Pathology],  2190 

Diazepam:  Anticonvulsant  drug-serum  levels  in  psychiatric 

patients  with  seizure  disorders;  effects  of  certain  psychotro- 
pic drugs,  1554 

Dihydrogenated  ergot  alkaloids:  questions  and  answers  [Drug 
Information],  2270 

Diphenylhydantoin:  anticonvulsant  drug-serum  levels  in  psy- 
chiatric patients  with  seizure  disorders;  effects  of  certain 
psychotropic  drugs,  1554 
Disease,  dental;  cutaneous  manifestations,  1612 
Disease-oriented  outpatient  department,  modifying  the,  1660 
Disk  prosthesis,  heart-valve  replacement  with  Lillehei-Kaster 
pivoting,  1426 

Disorders  of  Immunity;  Toward  Functional  Nomenclature  and 
Expeditious  Evaluation  (Miller),  1656 
Diuretics:  questions  and  answers  [Drug  Information],  1480 
Donor  Pretreatment  as  Adjunct  to  Cadaver  Renal  Ado- 
transplantation  (Guttman,  Beaudoin,  Morehouse,  Klassen, 
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Knaack,  Jeffery,  Chassot,  and  Abbou)  [Corticosteroids  as 
Immunosuppressive  Drugs]  (Symposium),  2406 
Douloureux,  tic;  eight  years  after  alcoholic  gasserian  injection, 
1586 

Draining  Umbilicus  in  Infants  (Genieser,  Becker,  Grosfeld,  and 
Kaufman),  1821 

Droperidol:  hypertension  during  anesthesia  and  surgery; 

should  not  be  ignored  [Clinical  Anesthesia  Conference],  2193 
Drug  Efficacy;  Comparative  Computer  Study  in  Chronic  Uri- 
nary Infections  (Zinsser,  Dreyfus,  III,  Doeneke,  Seneca,  Peer, 
Wister,  Suri,  Mathers,  and  Nugent),  2151 
Drug  Information  (Series),  1480,  1676,  2270,  2421 
Drug-serum  levels  in  psychiatric  patients  with  seizure  disor- 
ders, anticonvulsant;  effects  of  certain  psychotropic  drugs, 
1554 

Duct  carcinoma,  thyroglossal,  2004 

Ductal  drainage  for  pancreatic  rupture,  internal  [Clinical  Cap- 
sules], 1991 

Duodenal  ulcer:  surgical  experience  in  gastrointestinal  ulcer- 
ation; analysis  of  hospital  experience  in  terms  of  peer  review, 
1749 

Duodenum:  endoscopic  gastrointestinal  evaluation;  with  con- 
vertible lens  system  and  biopsy  channel  equipped  panendo- 
scope, 1950 

Dyscrasia,  plasma  cell,  myeloblastic  leukemia  following  cyclo- 
phosphamide therapy  of,  2016 

Dysesthesia:  tic  douloureux;  eight  years  after  alcoholic  gasser- 
ian injection,  1586 

Dysfunction  and  rupture,  papillary  muscle,  V.;  cardiac  struc- 
tural and  functional  changes  after  myocardial  infarction  [Re- 
cent Advances  in  Medicine  and  Surgery],  1615 
Dysfunction,  ventricular  septal,  and  rupture,  IV.;  cardiac  struc- 
tural and  functional  changes  after  myocardial  infarction  [Re- 
cent Advances  in  Medicine  and  Surgery],  1439 
Dyskinesia:  questions  and  answers  [Drug  Information],  1676 
Dysplasia,  bronchopulmonary:  ventilatory  care  of  the  new- 

born, 1570 

Ear,  middle,  cancer  of  the,  and  temporal  bone,  1585 
Ectopic  gestation:  primary  ovarian  pregnancy,  1632 
Edema  of  ovary,  massive,  2246 

Effect  of  Steroids  on  Lysosomes  (Goldstein)  [Corticosteroids  as 
Immunosuppressive  Drugs]  (Symposium),  2405 
Electrocardiograms  of  the  Month  (Series)  1449,  1627,  1805, 
1989,  2197,  2409 

Electrode,  “screw-in”;  new  method  for  permanent  ventricular 
pacing  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  2391 

Electronmicroscopy  and  Physical  Chemistry  of  Healing  in 
Prosthetic  Heart  Valves,  Skirts,  and  Struts;  Modification  by 
Electrochemically  Clean,  Physiologic  Surfaces  (Sawyer, 
Stanczewski,  Ramasamy,  Stempak,  Srinivasan,  and 
Kammlott)  [Abstracts,  Reports,  Proceedings,  New  York  So- 
ciety for  Thoracic  Surgery],  2389 
Emotional  Care  of  Cancer  Patient;  To  Tell  or  Not  to  Tell  (Ros- 
ner),  1467 

Encephalitis:  central  nervous  system  infections  in  New  York 
State;  etiologic  and  epidemiologic  observations,  1972,  1929 
Endometrial  Sarcoma  (Park,  Kramer,  and  Gray,  Jr.),  1630 
Endometritis:  primary  ovarian  pregnancy,  1632 
Endoscopic  Gastrointestinal  Evaluation;  With  Convertible 
Lens  System  and  Biopsy  Channel  Equipped  Panendoscope 
(Yamada,  Holyoke,  Endo,  and  Takemoto),  1950 
Endotoxemia,  and  postanesthesia  hepatitis,  horseshoe  crabs, 
2145 

Enteric  viruses:  central  nervous  system  infections  in  New 

York  State;  etiologic  and  epidemiologic  observations,  1972, 
1929 

Enteritidis,  salmonella,  2209 

Enteritis:  Yersinia  enterocolitica  septicemia;  source  of  infec- 
tion and  incubation  period  identified,  2226 
Enterocolitica  septicemia,  Yersinia;  source  of  infection  and  in- 
cubation period  identified,  2226 


Enteropathy,  with  protein-losing;  increased  fecal  thyroxine 
losses,  1993 

Epidemiologic  observations,  etiologic  and,  1972;  central  ner- 
vous system  infections  in  New  York  State,  1929 
Epidemiological  implications,  clinical  and;  injury  in  aged  [Geri- 
atrics], 2200 

Epidemiology:  Rocky  Mountain  spotted  fever  in  urban  set- 

ting, 1403 

Epilepsy:  cerebral  arteriovenous  malformations  [Vascular 

Malformations  of  Central  Nervous  System  and  Treatment] 
(Symposium),  1787 

Epinephrine:  are  Freon  propellants  inert?,  1939 
Erythema  nodosum:  Yersinia  enterocolitica  septicemia;  source 
of  infection  and  incubation  period  identified,  2226 
Esophagus:  endoscopic  gastrointestinal  evaluation;  with  con- 
vertible lens  system  and  biopsy  channel  equipped  panendo- 
scope, 1950 

Estrogen:  vaginal  adenosis;  detection  by  colposcopy  and  io- 

dine staining,  1606 

Etiologic  and  epidemiologic  observations,  1972;  central  nervous 
system  infections  in  New  York  State,  1929 
Etiology,  viral,  molecular  basis  for  a;  breast  cancer  [Viruses, 
Immunology,  and  Cancer]  (Symposium),  1373 
Exercise,  mild;  effect  on  body  composition  and  metabolism, 
1563 

Extracerebral  arteriovenous  malformations:  extracerebral  vas- 
cular anomalies  [Vascular  Malformations  of  Central  Nervous 
System  and  Treatment]  (Symposium),  1791 
Extracerebral  Vascular  Anomalies  (Glasauer)  [Vascular  Mal- 
formations of  Central  Nervous  System  and  Treatment] 
(Symposium),  1791 

Extraosseous  plasmacytoma:  left  thigh  mass  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  1798 
Eye:  Takayasu’s  disease,  revisited,  1960 

Falls:  injury  in  aged;  clinical  and  epidemiological  implications 
[Geriatrics],  2200 

False  Aneurysm  Following  Fracture  of  Limb;  Angiographic 
Study  (Steinberg  and  Maitem),  2024 
Family  medicine,  curriculum  for,  1551 

Fatigue  Fracture  in  Hare  Krishna  Converts;  New  Group  at 
Risk  (Cohen,  Becker,  and  Genieser),  1998 
Fecal  thyroxine  losses,  increased;  with  protein-losing  enteropa- 
thy, 1993 

Femoral  occlusion:  systemically  related  foot  disorders;  the  po- 
diatrist’s role,  1645 

Fentanyl:  hypertension  during  anesthesia  and  surgery;  should 
not  be  ignored  [Clinical  Anesthesia  Conference],  2193 
Fever,  hepatopathy,  plasmacytosis,  and  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  1445 
Fever,  Rocky  Mountain  spotted,  in  urban  setting,  1403 
Fibrin-Fibrinogen  Degradation  Products  in  Children  with 
Renal  Disease  (Ambrus,  Baliah  Ambrus,  Mink,  and  Mur- 
phy), 1396 

Fibrosarcoma:  left  thigh  mass  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  1798 
Fibrosis,  cystic,  in  black  population,  2355 

Finger  puncture:  mass  screening  for  lead  poisoning;  capillary 

blood  sampling  and  automated  Delves-cup  atomic-absorp- 
tion analysis,  1599 

Fire:  injury  in  aged;  clinical  and  epidemiological  implications 
[Geriatrics],  2200 

Fistula,  gastrocutaneous,  after  tube  gastrostomy;  incidence  in 
infants  and  children,  2364 

Fistula  of  right  atrium  following  irradiation,  cutaneous,  1642 
Fistula,  traumatic  arteriovenous,  of  external  carotid  artery, 
2221 

Fluorescent  Treponemal  Antibody  Absorption  Test  (Cave), 
1580 

Fluorides:  questions  and  answers  [Drug  Information!,  2270 
Fluorocarbons:  are  Freon  propellants  inert?,  1939 
Foot  disorders,  systemically  related;  the  podiatrist’s  role,  1645 
Foot  injury:  fatigue  fracture  in  Hare  Krishna  converts;  new 

group  at  risk,  1998 
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Foreign  body,  penetrating,  of  maxillary  antrum,  2027 
Forewarnings  of  Subarachnoid  Hemorrhage  (King  and  Saba) 
[Vascular  Malformations  of  Central  Nervous  System  and 
Treatment]  (Symposium),  1770 

Former  mental  patients,  residential  facilities  for  hospital-dis- 
charged; aspects  in  development,  1762 
Fracture,  fatigue,  in  Hare  Krishna  converts;  new  group  at  risk, 
1998 

Fracture  of  limb,  false  aneurysm  following;  angiographic  study, 
2024 

FSH,  LH,  and  prolactin,  effect  of  methadone  on  plasma  testos- 
terone; methadone-maintained  patients,  1970 

Gardner’s  syndrome,  obstructive  uropathy  with,  1465 
Gasserian  injection,  alcoholic,  eight  years  after;  tic  douloureux, 
1586 

Gastrectomy:  surgical  experience  in  gastrointestinal  ulcer- 

ation; analysis  of  hospital  experience  in  terms  of  peer  review, 
1749 

Gastric  ulcer:  surgical  experience  in  gastrointestinal  ulcer- 

ation; analysis  of  hospital  experience  in  terms  of  peer  review, 
1749 

Gastrocutaneous  Fistula  After  Tube  Gastrostomy;  Incidence  in 
Infants  and  Children  (Aronian  and  Redo),  2364 
Gastroenterostomy:  surgical  experience  in  gastrointestinal  ul- 
ceration; analysis  of  hospital  experience  in  terms  of  peer  re- 
view, 1749 

Gastrointestinal  evaluation,  endoscopic;  with  convertible  lens 
system  and  biopsy  channel  equipped  panendoscope,  1950 
Gastrointestinal  tract:  endoscopic  gastrointestinal  evaluation; 
with  convertible  lens  system  and  biopsy  channel  equipped 
panendoscope,  1950 

Gastrointestinal  ulceration,  surgical  experience  in;  analysis  of 
hospital  experience  in  terms  of  peer  review,  1749 
Gastrojejunal  ulceration:  surgical  experience  in  gastrointesti- 
nal ulceration;  analysis  of  hospital  experience  in  terms  of 
peer  review,  1749 

Gastrostomy,  tube,  gastrocutaneous  fistula  after;  incidence  in 
infants  and  children,  2364 

Genetic  disease:  pathophysiology  in  pulmonary  tuberous  scle- 
rosis, 2000 

Genetics:  Breast  cancer;  molecular  basis  for  a viral  etiology 

[Viruses,  Immunology,  and  Cancer]  (Symposium),  1373 
Geriatrics  (Series),  1451,  2200,  2417 

Globulin,  zoster  immune;  regional  production  and  allocation, 
1367 

Glomerulonephritis,  poststaphylococcal,  in  heroin  addicts,  2241 
Glomerulonephritis:  fibrin-fibrinogen  degradation  products  in 
children  with  renal  disease,  1396 
Gonorrheal  Ophthalmia;  Diagnosis  and  treatment  (Annunzia- 
to),  1470 

Grafts,  tracheal;  experimental  and  clinical  observations  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  2385 

Gravis,  myasthenia,  from  1896,  adrenal  therapy  for  neuromus- 
cular disease  including,  1974 

Group  B Streptococcal  Disease;  In  Neonates  and  Infants 
(Tseng  and  Kandall),  2169 

Guanethidine:  questions  and  answers  [Drug  Information], 

1480 

Gynecology- 

hypertonic  saline  instillation  for  inducing  abortion;  unusual 
complications,  1459 
primary  ovarian  pregnancy,  1632 

vaginal  adenosis;  detection  by  colposcopy  and  iodine  stain- 
ing, 1606 

Hallucinogens:  are  Freon  propellants  inert?,  1939  ' 

Halogenated  hydrocarbons:  are  Freon  propellants  inert?,  1939 
Haloperidol  for  Radiation  Sickness;  Control  of  Associated  Nau- 
sea, Vomiting,  and  Anorexia  (Cole  and  Duffy),  1558 
Halothane:  hypertension  during  anesthesia  and  surgery; 

should  not  be  ignored  [Clinical  Anesthesia  Conference],  2193 


Hare  Krishna  converts,  fatigue  fracture  in;  new  group  at  risk, 
1998 

Hazards  to  Independence  of  New  Medical  Graduate  (Angrist), 
2263 

Head  of  pancreas,  carcinoma  of,  with  spontaneous  regression, 
1814 

Headache,  new  cure  for,  found  in  old  Greek  manuscript,  1671 
Headaches:  sudden  death  due  to  colloid  cysts  of  third  cerebral 
ventricle,  1832 

Healing,  physical  chemistry  of,  electronmicroscopy  and,  in 
prosthetic  heart  valves,  skirts,  and  struts;  modification  by 
electrochemically  clean,  physiologic  surfaces  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2389 

Health  care,  ambulatory;  medical  audit  system,  1545 
Heart-Valve  Replacement  with  Lillehei-Kaster  Pivoting  Disk 
Prosthesis  (Lillehei,  Raster,  Coleman,  and  Bloch),  1426 
Heart  valves,  prosthetic,  skirts  and  struts,  electronmicroscopy 
and  physical  chemistry  of  healing  in;  modification  by  electro- 
chemically clean,  physiologic  surfaces  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery),  2389 
Hematuria,  oral  urea  treatment  of,  in  sickle-cell  trait,  2238 
Hemolysis:  Heart-valve  replacement  with  Lillehei-Kaster  pi- 

voting disk  prosthesis,  1426 

Hemorrhage,  forewarnings  of  subarachnoid  [Vascular  Malfor- 
mations of  Central  Nervous  System  and  Treatment]  (Sym- 
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TO 

FROM 


ALL  NEW  YORK  STATE  DOCTORS 

Betty  Homan,  Chairman 
New  York  State  AMA-Education 
and  Research  Foundation 


Thanks,  doctors! 

In  June,  New  York  State  received  three 
awards  at  the  National  AMA  Convention. 
We  donated  $ 75,000  to  AMA-ERF , an  in- 
crease of  1000%;  and  still  California 
is  ahead  of  us ! 

Won't  you  help  support  your  medical 
school?  Don't  you  want  a tax  deduction 
in  1974?  Please  send  your  tax-free 
contribution  made  out  to  AMA-ERF  to: 

AMA-ERF  Woman's  Auxiliary 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

And  thank  you  again! 
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Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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New  York  City 


January  2 / 30,  1975 

2:30-6:30  p.m.  Tuesdays  & Thursdays 

Columbia  University  College  of  P & S 

630  West  168th  Street 

POSTGRADUATE  COURSE  IN 
UROLOGICAL  PATHOLOGY 

Under  the  direction  of: 

MEYER  M.  MELICOW,  M.D. 

A.  USON,  M.D. 

MARIA  BOROWSKY,  M.D. 

Introductory  lecture: 

PROFESSOR  D.  W.  KING,  M.D. 

Discussion  on  nephrology: 

PROFESSOR  C.  PIRONI,  M.D. 

The  course  is  preparatory  for  Board  Examinations.  It  will 
cover  the  pathology  of  the  genito-urinary  tract,  the  adrenal 
glands;  and  the  retroperitcneum  is  explored  in  detail,  with  il- 
lustrated lectures  and  demonstrations.  Particular  attention  is 
directed  to  the  study  of  gross  specimens  and  microscopic 
sections,  and  urine  sediments  and  cultures. 

FEE:  $200.  In  addition  to  the  fee,  students  are  required  to 
make  a $200  deposit  at  the  first  class  for  two  boxes  of  slides 
and  descriptive  book.  This  money  is  refunded  when  the 
boxes  of  slides  and  book  are  returned  in  good  condition  at  the 
end  of  the  course:  Students  must  furnish  their  own  micro- 

scopes and  lamps.  Maximum  class — 35. 

For  additional  information  write  to:  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  at  above  address,  10032. 


January  4 / 25,  1975 

9:00-10:30  a. m.  Saturdays 

Hospital  for  Joint  Diseases  & Medical  Center 

1919  Madison  Avenue 
Research  Institute  Auditorium 

Grand  Orthopaedic  Conference 

January  4 

FRACTURES  AND  DISLOCATIONS  OF 
CARPAL  BONES 

NORMAN  HILL,  M.D. 

St.  Luke's  Hospital 

CERVICAL  SPINE  INJURIES 

J.  WILLIAM  FIELDING,  M.D. 

St.  Luke’s  Hospital 

January  1 1 

CHILDHOOD  SHOULDER  DISABILITIES 

HAROLD  DICK.  M.D. 

Columbia-Presbyterian  Medical  Center 

TOTAL  SHOULDER 


JOHN  FENLIN,  M.D. 

Thomas  Jefferson  University  Hospital 


January  18 

SPINA  BIFIDA 


NICHOLAS  TZIMAS,  M.D. 

New  York  University  Medical  Center 


BIOMECHANICAL  CONSIDERATIONS 
TOTAL  KNEE  REPLACEMENT 


OF 


DAVID  MURRAY,  M.D. 
Upstate  Medical  Center 


January  25 

MANAGEMENT  OF  CDH 


PHIL  D.  WILSON,  JR.,  M.D. 

Hospital  for  Special  Surgery  Cornell  Medical  College 

OSTEOGENESIS  IMPERFECTA 


LEON  ROOT,  M.D. 

Hospital  for  Special  Surgery  Cornell  Medical  Center 


REMINDER:  Adult  Conference  is  held  each  Saturday  from 

8:00-9:00  a.m. 


January  6 / May  5,  1975 

1:00-5:00  p.m. 

Downstate  Medical  Center  (SUNY) 


Alumni  Memorial  Hall  (Second  Floor-Lecture  Hall) 

Basic  Sciences  Building 

450  Clarkson  Avenue,  Brooklyn 


January  6 

NEURORADIOLOGY 

GORDON  POTTS,  M.D. 

Cornell  University  Medical  College 

February  4 

ANGIOCARDIOGRAPHY 


MURRAY  BARON,  M.D. 

Mount  Sinai  School  of  Medicine  (CUNY) 


March  3 

CARDIAC  ULTRASOUND 


RAYMOND  GRAMIAK,  M.D. 

University  of  Rochester  School  of  Medicine  & Dentistry 


May  5 

GASTROINTESTINAL  RADIOLOGY 


I Jsn, 


ARTHUR  CLEMETT,  M.D. 

St.  Vincent's  Hospital  & Medical  Center  of  N.Y. 


For  further  information  write:  Evelyn  Goodwin  Potter,  Direc- 

tor of  Public  Affairs,  Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn  11203.  Tel:  212  270-1176. 


January  7 / 28,  1975 


| •'aiu 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

Main  Building  (Basement  Conference  Room) 


pel 


I 

I 
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January  7,  Tuesday  10:00- 1 1:00  a.m. 

PHONOCARDIOGRAPHY  IN  CARDIAC 
DIAGNOSIS 

WALTER  FEDER.  M.D. 

Downstate  Medical  Center 

For  further  information  please  contact:  V.  J Adams.  M.D., 
Director  of  Medical  Education.  Wyckoff  Heights  Hospital  at 
above  address  Tel:  212/456-8200  Ext.  352,  356 


January  8,  Wednesday  10:00-1 1:00  a.m. 
CARDIOGENIC  SHOCK 

HILTRUD  MUELLER.  M.D. 

St.  Vincent's  Hospital,  Mass. 

January  10,  Friday  10:30-1 1:30  a.m. 
HEMOGLOBINOPATHIES 

AARON  RAUSEN,  M.D. 

Beth  Israel  Medical  Center 


January  14,  Tuesday  10:00- 1 1:00  a.m. 
SICKLE  CELL 

H.  DOSIK,  M.D. 

Downstate  Medical  Center 


January  15,  Wednesday  10:00-11:00  a.m. 

HYPERTENSION:  TREATMENT  AND 

COMPLICATIONS 

GADDO  ONESTI,  M.D. 

Hahnemann  Medical  College  & Hospital,  Pa. 


January  21,  Tuesday  10:00-11:00  a.m. 
DIZZINESS 

WALTER  R.  SLADE,  M.D. 

Veterans  Administration  Hospital 


January  28,  Tuesday  10:00-11:00  a.m. 

BILIRUBIN  METABOLISM 

BAROUKH  E.  KODSI,  M.D. 

Maimonides  Medical  Center 


January  7,  Tuesday  8:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

Section  on  Dermatology  and  Sy philology 
January  7,  Tuesday  8:00  p.m. 


THE  FOURTEENTH  ANNUAL  HOWARD 
FOX  MEMORIAL  LECTURE 

WALTER  B SHELLEY,  M.D. 

Hospital  of  the  University  of  Pennsylvania 

Subscription  Dinner  7:15  p.m. — Cocktails  6:30  p.m. 


Section  on  Physical  Medicine  & Rehabilitation 
with  the 

New  York  Society  of  Physical  Medicine  & Rehabilitation 

January  8,  Wednesday  8:00  p.m. 

PREDICTORS  OF  OUTCOME  IN 
REHABILITATION 

ROBERT  C.  DARLING,  M.D. 

College  of  P & S Columbia  University. 

JAMES  T.  DEMOPOULOS,  M.D. 

Mt.  Sinai  School  of  Medicine 

ANNEMARIE  CROCETTI  M.D. 

Mt.  Sinai  School  of  Medicine 

ISAAC  PINTER,  M.D. 

Hospital  for  Joint  Diseases 

Subscription  Dinner  7:00  p.m. — Cocktails  6:00  p.m. 


Section  on  Anesthesiology  and  Resuscitation 
January  8,  Wednesday  7:00  p.m. 

BARBARA  LIPTON  MEMORIAL  LECTURE 

Introduction 

SOLOMON  G.  HERSHEY,  M.D. 

Albert  Einstein  College  of  Medicine 

THE  CONTRIBUTION  OF  CARDIAC  SURGERY  TO  THE 
CARE  OF  THE  CRITICALLY  ILL 

MYRON  B.  LAVER,  M.D. 

Harvard  Medical  School 

CREDIT:  This  program  was  approved  for  1 hour  of  continu- 
ing education  by  the  N.Y.  State  Society  of  Anesthesiologists. 


Section  on  Medicine 
January  14,  Tuesday  8:00  p.m. 

Uremia  Current  Concepts  and  Management 
PATHOPHYSIOLOGY  OF  UREMIA 

NEAL  BRICKER,  M.D. 

Albert  Einstein  Colege  of  Medicine 

MEDICAL  CONSIDERATIONS  IN  THE 
TREATMENT  OF  UREMIA 

ELI  A.  FRIEDMAN,  M.D. 

Downstate  Medical  Center 

SURGICAL  CONSIDERATIONS  IN  THE 
TREATMENT  OF  UREMIA 
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SAMUEL  KOUNTZ,  M.D. 
Downstate  Medical  Center 

Chairman: 

MAXWELL  SPRING,  M.D. 


Section  on  Obstetrics  and  Gynecology 

January  15,  Wednesday  2:30-5:30  p.m. 

PRACTICAL  APPLICATION  OF 
GYNECOLOGIC  ENDOCRINE  DIAGNOSIS 
AND  TREATMENT 

PROBLEMS  IN  MANAGEMENT  OF 
MENOPAUSAL  PATIENTS 

RAYMOND  VANDE  WIELE,  M.D. 

Columbia  University  College  of  P & S 

UTILIZATION  OF  ADVANCED 
ENDOCRINOLOGIC  TECHNIC  IN  OB/GYN. 
WHAT?  WHEN?  WHY? 

GERSON  WEISS,  M.D. 

New  York  University  School  of  Medicine 

EVALUATION  OF  MENSTRUAL 
DISORDERS 

J.  VICTOR  REYNIAK,  M.D. 

New  York  Medical  College 

MANAGEMENT  OF  ANOVULATORY 
PATIENTS 

RAPHAEL  JEWELOWICZ,  M.D. 

Columbia  University  College  of  P & S 


Section  on  Urology 

January  15,  Wednesday  8:00  p.m. 

SURGICAL  TREATMENT  OF  ADRENAL 
LESIONS 

JOHN  YOUNG,  M.D. 

University  of  Maryland  School  of  Medicine 

Subscription  Dinner  7:00  p.m. — Cocktails  6:00 


Section  on  Radiology  with  the  New  York 
Roentgen  Society 

January  20,  Monday  4:30  p.m. 

NEURORADIOLOGY  FILM  READING 
PANEL 

Moderator 

NORMAN  E.  CHASE,  M.D. 

N.Y.  University  Medical  Center 

Panelists: 

MICHAEL  DECK,  M.D. 


JOSEPH  LIN,  M.D. 

N.Y.  University  Medical  Center 

MICHAEL  TENNER,  M.D. 

Downstate  Medical  Center 

Dinner  7:00  p.m. — Cocktails  6:00  p.m.  (President’s  Gallery) 

8:00  p.m.  (Room  441) 

THE  MEDIASTINUM 

E.  ROBERT  HEITZMAN,  M.D. 

State  University  of  New  York 

Section  on  Radiotherapy — Evening  Session 

PROBLEMS  OF  IMMUNE  RESPONSE  IN 
IRRADIATED  PATIENTS 

ROBERT  E.  ANDERSON,  M.D. 

University  of  New  Mexico  Medical  School 

Section  on  Ophthalmology  with  the  New  York 
Society  for  Clinical  Ophthalmology 

January  20,  Monday  8:00  p.m. 

SURGICAL  MANAGEMENT  OF  OCULAR 
MUSCLE  PALSIES 

Moderators: 

GEORGE  R.  MERRIAM,  JR.  M.D. 

EDWIN  BILLET,  M.D. 

1)  Sixth  Nerve  Paresis— DONELSON  MANLEY,  M.D., 
Philadelphia 

2)  Superior  Oblique  Paresis — PHILIP  KNAPP,  M.D.,  New  York 

3)  Third  Nerve  Paresis— JOHN  S.  HERMANN,  M.D.,  New 
York 

Dinner  7:00  p.m. — Cocktails  6:00  p.m. 

Section  on  Historical  Medicine 
January  22,  Wednesday  8: 15  p.m. 

HISTORY  OF  IRISH  MEDICINE 

WILLIAM  S.  HARRIGAN,  M.D. 

New  York  University 

Dinner  7:15  p.m. — Cocktails  6:15  p.m. 

Section  on  Occupational  Medicine 
January  22,  Wednesday  5:30  p.m. 

THE  ART  OF  ACUPUNCTURE 

WILLIAM  Y.  CHEN,  M.D. 

Chief  Occupational  Medical  Officer 
Government  of  the  D.C. 

Dinner  7:00  p.m. — Cocktails  6:30  p.m. 

WEDNESDAY,  JANUARY  8 


Cornell  University  School  of  Medicine  4:00-5:30  p.m. 
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Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

Conference  Room  1625  St.  Peters  Avenue 
Bronx 

INITIAL  CARE:  MYOCARDIAL 

INFARCTION 

MARTIN  COHEN,  M.D. 

Albert  Einstein  College  of  Medicine 

FEE:  None  CREDIT.  AAFP  1% 


January  8 / May  14,  1975 
New  York  Surgical  Society 

Case  Report: 

VENOUS  REVASCULARIZATION  OF  THE 
ARM 

J.  H.  JACOBSON  II,  M.D. 

M.  HAIMOV,  M.D. 

Papers: 

METYRAPONE  STRESS  ULCER 
PROPHYLAXIS  IN  THE  RAT 

R.  SMOKE,  M.D.,  W.  STAMFORD,  M D„ 

G.  RETTURA.  M.D.,  PHD.  & E.  SEIFTER,  PH  D. 

ANASTOMOTIC  ANEURYSMS  (A  FIFTEEN 
YEAR  EXPERIENCE) 

W.  G.  KNOX,  M.D. 

PAROTID  SPACE  TUMORS  OF  NON- 
SALIVARY  ORIGIN 

F.  NUSSBAUM,  M.D.,  H.  CHO,  M.D.,  M.  L.  SOM,  M.D.  & 
W.  I.  WOLFF,  M.D. 

February  12 

Case  Report: 

OMENTAL  PEDICLE  GRAFT  IN  THE 
CLOSURE  OF  LARGE  ANTERIOR  CHEST 
WALL  DEFECTS 

D.  M.  CARBERRY,  M.D.  & LOWYD  W.  R.  BALLANTYNE, 
JR.,  M.D. 

Papers: 

ABDOMINAL  CUTANEOUS  NERVE 
ENTRAPMENT  SYNDROME 

G.  E.  WANTZ,  M.D. 

A PROTEIN  DIETARY  SUPPLEMENT;  THE 
NONSURGICAL  ANSWER  TO  SEVERE 
DUMPING  SYNDROME 

H.  C.  ALEXANDER,  M.D. 

SPONTANEOUS  REVERSAL  OF  PORTAL 
BLOOD  FLOW:  THE  CASE  FOR  AND 

AGAINST  ITS  OCCURRENCE  IN 
PATIENTS  WITH  CIRRHOSIS  OF  THE 
LIVER 

A.  H.  MORENO,  M.D.,  A.  R.  BURCHELL,  M.D.,  R.  V. 
REDDY,  PH.D.,  J.  A.  STEEN,  PH.D.,  W.  F.  PANKE,  M.D., 

& T.  F.  NEALON,  JR„  M.D. 


FRIDAY,  JANUARY10 

9:00  a m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

AN  INTRODUCTION  TO  DIGITAL 
COMPUTERS  FOR  PHYSICIANS 

JACK  HAHN,  PH  D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100.  CREDIT:  AMA  Cat.  I Award 

January  11  / February  1,  1975 

The  Alfred  Adler  Institute 

333  Central  Park  West 

TECHNIQUES  DEALING  WITH  FAMILY  & 
MARRIAGE  PROBLEMS 

HELENE  PAPANEK,  M.D. 

The  Alfred  Adler  Institute 

For  further  information  and  registration  write  Mrs.  Ina  Block, 
Alfred  Adler  Institute  at  above  address  10025. 


MONDAY,  JANUARY  13 

7:30  p.m. 

The  Clinical  Society  of  French  & Polyclinic 
Hospital 

French  and  Polyclinic  Hospital 
Wyeth  Amphitheatre — 3rd  Floor 
345  West  50th  Street 

MEDICAL  TREATMENT  OF  GALLSTONES 

NORMAN  B.  JAVITT,  M.D. 

Cornell  Medical  Center 

Discussion  led  by: 

CHARLES  McSHERRY,  M.D. 

Cornell  Medical  Center 

ALVIN  M.  GELB,  M.D. 

French  & Polyclinic  Hospital 

NO  FEE  CREDIT:  AMA  Cat.  1 Applied  For. 

For  further  information  please  contact  Ms.  Catherine  Rich, 
Secty.,  at  above  address  (10019).  Tel:  212/265-8000  Ext. 
240 


January  13  / March  17,  1975 

Mondays  1:00  p.m. 

The  Downstate  Medicai  Center 

Basic  Science  Building — Lecture  Hall  1 

450  Clarkson  Avenue 

Brooklyn 

January  13 

IN  VITRO  AND  IN  VIVO  CULTURE 
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TECHNIQUES  AND  THEIR  APPLICATION 
TO  CLINICAL  HEMATOLOGY 

PETER  QUESENBURY,  M.D. 

Tufts  Medical  School 

January  27 

MUTANTS  OF  IMMUNOGLOBULIN  GENES 

BLAS  FRANGIONE,  M.D.,  PH.D. 

N.Y.  U.  School  of  Medicine 

February  10 

DIFFERENTIATION  OF  FRIEND 
LEUKEMIA  CELLS  IN  VITRO 

HARVEY  PREISLER,  M.D. 

Roswell  Memorial  Park  Institute 

February  24 

REGULATION  OF  ERYTHROPOIESIS 

RICHARD  RIFKIND,  M.D. 

Columbia  University  College  of  P & S 

March  3 

THE  GENETIC  DEFECT  IN  THALASSEMIA 

ARTHUR  BANK,  M.D. 

Columbia  University  College  of  P & S 

March  17 

VON  WILLEBRAND’S  DISEASE 

HARVEY  WEISS,  M.D. 

Columbia  University  College  of  P & S 


January  13  / March  24,  1975 

4:30  p.m.-5:30  Mondays  & Thursdays 

Columbia  University  College  of  P & S 

630  West  168th  Street  10032. 

20  lectures 

PHYSICS  OF  DIAGNOSTIC  RADIOLOGY 

PETER  M.  JOSEPH,  PH  D. 

* Prerequisite:  students  will  be  expected  to  have  some  pre- 
vious knowledge  of  basic  radiological  physics. 

FEE:  $100.  Residents:  $50. 

For  further  information  and  application  call  or  write  Jose  M. 
Ferrer,  Jr.,  M.D.,  Associate  Dean,  Columbia  University  Col- 
lege of  P & S,  at  above  address  Tel:  211/579-3682. 


January  14  / February  11,  1975 

1:15-2:15  p.m.  Tuesdays 

State  University  of  New  York  Downstate 
Medical  Center 

Continuing  Education  Conference  Room 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

January  14 

PHYSIOLOGY  OF  SOMATOMEDIN 


ERNEST  SCHWARTZ,  M.D. 

Cornell  University  Medical  College 

February  11 

STUDIES  ON  THE  REGULATION  OF 
PITUITARY  HORMONE  SECRETION 

NORMAN  FLEISCHER,  M.D. 

Albert  Einstein  College  of  Medicine 


WEDNESDAY,  JANUARY  15 

8:00  p.m. 

New  York  Allergy  Society 

Commodore  Hotel 

CLINICAL  PHARMACOLOGY  OF 
THEOPHYLLINE 

WILLIAM  J.  DAVIS,  M.D. 

Columbia  University  College  of  P & S 


January  18  / 25,  1975 
10:00  a.m.-12:00  noon  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Sloan-Kettering  Institute  for  Cancer  Research 

424  East  68th  Street 

Auditorium 

January  18 

1)  Fundamental  Head  and  Neck 
procedures.  Skin  Cancer. 

Hemangiomas.  Thyroglossal  Duct 
Surgery. 

2)  Thyroid  Cancer:  Lobectomy;  Total 
Thyroidectomy  Radical  Neck  Dissection 
Plus  Thyroid;  Statistics. 

H.  RANDALL  TOLLEFSEN,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

January  25 

1)  Pigment  Skin  Lesions.  Melanoma. 
Nasopharyngeal  Angiofibroma.  Fibrous 
Dysplasia.  Adamantinoma.  Osteogenic 
Sarcoma. 

2)  Reconstructive  Surgery:  Formation  of 
the  Tube  Pedicle  Graft  and  its  Usage. 

Lip  Cancer:  Surgery;  Estlander  and 
Bernard  Triangle  Repair. 

H.  RANDALL  TOLLEFSEN,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

For  further  information  contact  Dr.  Tollefsen's  office,  737 
Park  Avenue  10021.  Tel:  212/RE-7-0042. 


January  20  / May  7,  1975 

Wagner  College  in  cooperation  with  Institute  of 
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International  Medical  Education 

222  East  19th  Street 

NURSING  HOME  ADMINISTRATION 

A comprehensive  100  hour  course — primarily  intended  to 
help  meet  licensure  educational  requirements  for  nursing 
home  administrators. 

CREDIT:  This  course  is  accepted  by  the  New  York  State 

Board  of  Medical  Examiners  of  Nursing  Home  Administrators 
in  partial  fulfillment  of  the  requirements  for  admission  to  the  li- 
censure examination  in  New  York  State 

For  further  information,  please  contact  Natale  Colosi,  Ph  D., 
Director.  Institute  of  International  Medical  Education,  at  above 
address,  10003  Tel:  212/677-4728 


January  20  / 24,  1975 

8:30  a m. -5:30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

SURGERY  OF  THE  PARANASAL  SINUSES 

JOSEPH  L.  GOLDMAN.  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $450.  CREDIT:  AMA  Cat.  1 Award 


MONDAY,  JANUARY  20 

8:15  p.m. 

Psychoanalytic  Association  of  New  York 

Lenox  Hill  Hospital,  Einhorn  Auditorium 
131  E.  76th  Street 

OBJECT  ORIENTEDNESS — THE  PERSON 
OR  THE  THING 

SAMUEL  ABRAMS,  M.D 
Downstate  Medical  Center 

NO  FEE 


January  22  / June  25,  1975 

8:00-9:00  a.m.  Wednesdays 

Columbia  University  College  of  P & S 

630  We.  t 168th  Street 

RADIOTHERAPY  LECTURES 

C.  H.  CHANG,  M.D.  & ASSOCIATES 

A series  of  didactic  lectures  covering  the  basic  principles, 
new  techniques,  and  latest  result  of  clinical  radiation  therapy. 

For  further  information  and  application  write  to  Jose  M.  Fer- 
rer, Jr.,  M.D.,  Associate  Dean,  at  above  address  10032. 

FEE:  $150. 


WEDNESDAY,  JANUARY  22 

4:00-5:30  p.m. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue,  Conference  Room 
Bronx 

G.  I.  BLEEDING 

GERSHON  EFRON,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  1 '/2 


WEDNESDAY,  JANUARY  22 

8:30-10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

Specialty  Training  Program  in  Psychoanalytic  Medicine 

FOCUSSING  TECHNIQUES  IN  HEALING- 
PART  I* 

CARL  SIMONTON,  M.D. 

Fort  Worth,  Texas 

EUGENE  GENDLIN,  PH  D. 

University  of  Chicago  Medical  School 

SARA  SHEINER,  M.D. 

Specialty  Training  Program  in  Psychoanalytic  Medicine 
Moderator: 

DAVID  SHAINBERG,  M.D. 

Postgraduate  Center  for  Mental  Health 

Special  Discussant: 

GOTTHARD  BOOTH,  M.D. 

* Videotape  followed  by  discussion 


THURSDAY,  JANUARY  23 

4:00  p.m. 

The  New  York  Association  for  Ambulatory  Care 

3 East  54th  Street 
5th  Floor  Board  Room 

THE  O.P.D. : A MINEFIELD  OF 
BARRIERS  TO  THE  CHRONICALLY  ILL 
AND  HANDICAPPED? 

The  meeting  is  open  to  all  interested  health  care  profession- 
als in  the  Metropolitan-New  York  area  involved  in  the  field  of 
Ambulatory  Care. 


THURSDAY,  JANUARY  23 

8:00  p.m. 

Downstate  Medical  Center  with  the  Brooklyn 
Neurological  Society 

450  Clarkson  Avenue 

First  Floor  Lecture  Hall,  Basic  Sciences  Building 

EVOKED  SOMATOSENSORY  AND 
SOMATOMOTOR  RESPONSES  IN  MAN 
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ROGER  Q.  CRACCO,  M.D. 


January  31  & February  1,  1975 

9:00  a. m. -4:00  p.m.  Friday  & Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

MODERN  FIRST  AID  FOR  THE 
PHYSICIAN 

JOEL  HARTLEY,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100.  CREDIT:  AMA  Cat.  1 Award 


Jugular  Contours 

Clinical  Recognition  of  Normal  A,  C,  V 
Waves  and  X,  X1  and  Y Descents 
A and  V Wave  Abnormalities 
Arrhythmias 

January  30 

AUSCULTATION 

The  Second  Heart  Sound 

The  Wide  Split,  The  Fixed  Split  and  The 

Opening  Snap 

Differentiation  from  A2  and  P2 
Arrhythmias 


BUFFALO  AREA 


ROCHESTER  AREA 


January  9 / 30,  1975 

7:30-9:30  p.m.  Thursdays 

Continuing  Medical  Education 

School  of  Medicine  (SUNY) 

with  the  Heart  Association  of  Western  New 

York,  Inc. 

SUNY  Main  Campus 
Caspen  Hall,  Room  G22 

January  9,  7:00  p.m.  Registration 

Introduction: 

JULES  CONSTANT,  M.D. 

EXAMINATION  OF  THE  PERIPHERAL 
PULSES 

Korotkoff  Sounds  and  Blood  Pressure 
Criteria 

Tricks  in  Taking  Blood  Pressure 
Blood  Pressure  in  Legs  and  Hill’s  Sign 
The  Pulse  in  Aortic  Stenosis,  Aortic 
Regurgitation,  Coarctation  and  Mitral 
Regurgitation 
Arrhythmias 

January  16 

AUSCULTATION 

The  Ideal  Stethoscope,  The  Second  Heart 
Sound  and  Normal  Splitting 
Grading  of  Heart  Sounds  and  Murmurs 
Reverse  Splitting 

Updating  A2  and  P2  Nomenclature 
Arrhythmias 

January  23 

THE  JUGULAR  PULSE 


January  29  & 30,  1975 

Wednesdays  & Thursdays 

March  19  & 20,  1975 
May  28  & 29,  1975 
September  24  & 25,  1975 
November  19  & 20,  1975 

University  of  Rochester  School  of  Medicine  & 
Highland  Hospital 

FAMILY  MEDICINE  SEMINAR 

For  further  information  contact:  Jack  Froom,  M.D.,  Director 
of  Research  Family  Medicine  Training  Program,  Highland  Hos- 
pital 335  Mt.  Vernon  Avenue,  Rochester  14620.  Tel:  716/ 
442-7470. 


SUFFOLK  COUNTY 


January  10  / 31,  1975 
Brookhaven  Memorial  Hospital 

101  Hospital  Road,  2nd  Floor  Conference  Room 
Patchogue 

January  10 

DIAGNOSIS  AND  TREATMENT  IN  LIVER 
DISEASE 

GINO  GIORGINI,  JR.,  M.D. 

January  24 

LYMPHOMA  CHEMOTHERAPY 

MOHAMMED  HOSSAIN,  M.D. 

January  3 1 

PHYSIOLOGY  OF  RESPIRATION 

ARTHUR  REICH,  M.D. 
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NO  FEE 
AAFP. 


CREDIT:  23  Hours  Class  I Prescribed  Credit 


13309.  Tel  315/942-2053. 


For  further  information  please  contact  Dorothy  S.  Lane,  M.D. 
Director  of  Medical  Education,  Brookhaven  Memorial  Hospital, 
at  above  address  11 772  Tel:  516/475-5000  Ext.  452. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


AFTON,  N.Y.,  Chenango  County.  Family  Physician. 

CONTACT:  Mr.  James  P.  Ernstrom,  Chm.,  Afton  Medical 
Committee.  188  Main  Street,  Afton,  N Y 13730 


ALBANY,  N.Y.,  Albany  County.  Emergency  Room  Physician  for 
800  bed  teaching  medical  center. 

CONTACT:  Edward  I.  Lummus,  Jr.,  Ass't.  Dir.,  Albany  Medical 
Center  Hospital,  Albany,  N Y.  12208.  Tel.  518  445-4378 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.'  Tel.  716/589-71 17. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians,  Ob/ 
Gyn,  Orthopedic  Surgeon  and  Ophthalmologist  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 1 5/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass’t.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.’s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff. 

CONTACT:  Gerald  M.  Blum,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel.  212/240- 
1701. 


BROOKLYN,  N.Y.  Full  time  (9-5,  Monday-Friday).  General 
Medical  care  plus  physicals  for  employees  of  Brookdale 
Hospital. 

CONTACT:  Mr.  L.  Nirenberg,  525  Rockaway  Parkway, 
Brooklyn,  N.Y.  11212.  Tel.  212/240-5331. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
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Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


Memorial  Hospital,  Elmira,  N.Y.  14901.  Tel:  607/737-4100. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.’s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N.Y.  14901.  Tel:  607/734-5117. 


ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  for  group. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N.Y.  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County  Pediatrician. 

CONTACT:  Mr  Norman  A.  Zober,  Ass't.  Adm.,  Arnot-Ogden 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HAMILTON,  N.Y.,  Madison  County.  FPs  or  Internists  needed  for 
innovative  rural  health  center  adjacent  to  community  hospital. 

CONTACT:  N.  Cara  Ackerman,  Director,  Community  Memorial 
Hospital,  Hamilton,  N.Y.  13346.  Tel:  315/824-1100. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.’s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Internist. 

CONTACT:  Charles  L.  Sprinkle,  M.D.,  304  N.  Geneva  Street, 
Ithaca,  N.Y.  14850.  Tel:  607/272-1360. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and  F.P./ 
Psychiatrist  for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Director,  Jamestown 
Medical  Clinic,  103  Allen  Street,  Jamestown,  N.Y.  14701. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.'s  and  Family 
Physicians  to  practice  in  a group  format. 
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CONTACT:  Mr  Ronald  J.  Fryzel.  Adm.  Ass  t.,  Jamestown 
General  Hospital,  51  Glasgow  A ve..  Jamestown,  N Y 14701 
Tel:  716/484-1161. 


LITTLE  FALLS,  N Y.,  Herkimer  County  Two  Family  Physicians 

CONTACT:  Mr  Richard  S.  Quinlan,  Little  Falls,  N Y.  13365. 
Tel:  315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
NY.  12847.  Tel:  518/624-2111. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N Y. 
12802  Tel:  607/862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  Family  Physicians 
needed.  Prosperous  Northern  New  York  Rural  industrial 
community  with  good  hospital. 

CONTACT:  John  Clough,  M.D.,  176  Maple  Street,  Massena, 
NY.  13662.  Tel:  315/769-6227. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 
F.P.'s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662  Tel- 
716/798-2000. 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  1 16  Park  Ave.,  Mechanicville,  N.Y.  121 18 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NEW  YORK  CITY.  General  or  Orthopedic  Surgeon. 

CONTACT:  John  Stump,  M.D.,  Veterans  Administration,  O.P.D. 
7th  Avenue  and  24th  St.,  New  York,  N.Y.  Call  before  9 am 
212/620-6588  or  6595. 


NEW  YORK  CITY.  Emergency  Room  Board  Eligible/Certified 
(preferably  Surgeon)  for  small  hospital. 

CONTACT:  Stanley  Reichman,  M.D.,  Hospital  for  Joint  , 

Diseases,  1919  Madison  Avenue,  New  York,  N.Y.  10035  (send 
resume). 


NEW  YORK  CITY.  Board/Cert/Elig.  Physician  with  cardiology 
background  to  work  in  occupational  medicine.  Modern 
facilities. 


CONTACT.  Mr  Henry  Leonard,  20  E 49th  Street,  10017. 


NEW  YORK  CITY.  Part  time  Board  Elig/Cert.  Internist  who  would 
be  willing  to  work  in  comprehensive  alcoholism  treatment 
center,  inpatient  service  and  outpatient  clinic  and  halfway 
house. 

CONTACT:  Sheldon  Zimberg,  M.D.,  Hospital  for  Joint  Diseases, 
1919  Madison  Avenue,  New  York,  N.Y.  10035.  (by  letter  only) 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialists  in 
Ophthalmology,  Pediatrics,  Internal  Medicine  and  Family 
Medicine. 

CONTACT:  Administrator,  A.  Barton  Hepburn  Hospital, 
Ogdensburg,  N.Y.  13369.  Tel:  315/393-3600. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


PORT  JERVIS,  N.Y.,  Orange  County.  Family  Physicians, 
Ophthalmologist,  Pediatrician  and  Anesthesiologist. 

CONTACT:  Daniel  Schultz,  M.D.,  Doctors  Sunnyside  Hospital, 
140-160  Hammond  St.,  Port  Jervis,  N.Y.  12771.  Tel:  914/ 
856-5121. 


PORT  JERVIS,  N.Y.,  Orange  County.  Board  Certified 
Pediatrician  and  F.P. 

CONTACT:  Sister  Mary  Jeanne,  R.S.M.,  Adm.  St.  Francis 
Hospital,  160  E.  Main  Street,  Port  Jervis,  N.Y.  12771.  Tel: 
914/856-5351,  ext.  229. 
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POTSDAM,  N.Y.,  St.  Lawrence  County.  E.N.T.  and  Family 
Physicians  wanted. 

CONTACT:  Henry  Vinicor,  M.D.,  Chief  of  Staff,  Potsdam 
Hospital,  Potsdam,  N.Y.  13676.  Tel:  315/353-2341. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary’s  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians  and  Ob/Gyn's  for  Health  Center  (a 
comprehensive  health  care  plan  featuring  prepayment  and 
fee  for  services). 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.  Northeast  Health 
Center,  1 171  Culver  Rd.,  Rochester,  N.Y.  14609.  Tel: 
716/482-4300. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 


CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed. 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr.  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr. 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N.Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician  Internist. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y. 
14551.  Tel:  315/483-9136. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.,  Adm.  Myers  Community 
Hospital,  Sodus,  N.Y.  14551.  Tel:  315/483-9161. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D.,  Stamford,  N.Y.  12167.  Tel: 
607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford,  N.Y.  12167.  Tel:  607/652-7312. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


UTICA,  N.Y.,  Oneida  County  needs  F.P.’s  Pediatricians  and 
Internists. 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 
Utica,  N.Y.  13502.  Tel:  315/735-5261. 
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WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital. 
Inc.,  Walton,  N Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M D.'s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.O.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital.  P.O.  Box  127,  Waverly,  N Y.  14892.  TEL:  607/ 
656-2881. 


WEBSTER,  N.Y.,  Monroe  County.  Recently  formed  multi- 
specialty group  practice  seeks  men  or  women  in  Family 
Practice  and/or  Internal  Medicine.  New  Building. 

CONTACT:  Jason  O.  Cook,  M.D.,  190  South  Avenue,  Webster, 
NY.  14580  Tel:  716/872-2936. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown.  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


OVERSEAS  NEED — Doctors  in  all  specialties  needed  to  serve 
overseas  with  MEDICO,  a service  of  CARE.  Two-year  v 
positions  on  teams  with  salary,  benefits,  travel  expenses. 
Also  one-month  volunteers. 

CONTACT:  Mr.  Leonard  J.  Coppold,  Dir.,  Contract  Personnel, 
CARE  MEDICO,  660  First  Avenue,  New  York,  N.Y.  10016. 
Tel:  212/686-3110. 


CARE/MEDICO — Needed  immediately  is  a Public  Health  Doctor 
and  two  Public  Health  Nurses  to  work  in  Kontum  S.V.  Also 
required  is  an  Internist  to  serve  with  16-member  Medico  team 
in  Indonesia  under  two-year  contract. 

CONTACT:  Leonard  J.  Coppold,  at  the  above  address. 


MOST  RECENT  LISTINGS 


CANAJOHARIE,  N.Y.,  Montgomery  County  General  or  Family 
Physician. 

CONTACT:  Major  John  L.  Tooker,  Canajoharie,  Tel:  518/673- 
5512. 


AMSTERDAM,  N.Y.,  Montgomery  County,  General  or  Family 
Physician. 

CONTACT:  John  McNutly,  188  Market  Street,  Amsterdam.  Tel: 
518/842-3311. 


MONTOUR  FALLS.  N.Y.,  Schuyler  County  needs  a G.P.,  an 
Internist  and  a General  Surgeon. 

CONTACT:  John  J.  McDonald,  Administrator  Schuyler  Hospital, 
Montour  Falls,  14865.  Tel:  607/568-3121. 


PLAINVIEW,  N.Y.,  Nassau  County.  Physicians  wanted  for 
industrial  medicine  for  medium  size  reputable  Long  Island 
Industry,  to  contract  for  medical  services,  especially  pre- 
employment & employment  physicals. 

CONTACT:  Mr.  Ron  Wall,  Mergenthaler  Linotype  Co.,  14 

Mergenthaler  Drive,  Plainview,  1 1803.  Tel:  516/694-1300. 


NASSAU  COUNTY,  N.Y.  The  Nassau  County  Health  Dept, 
needs  Family  Physicians  or  Internists  to  work  session,  part 
time  or  full  time. 

CONTACT:  Normal  Schell,  M.D.,  Nassau  County  Health  Dept., 
240  Old  Country  Road,  Mineola  11501.  Tel:  516/535-4922. 


CORTLAND,  N.Y.,  Cortland  County  urgently  needs  Family  or 
General  Physician  or  Internist  in  Clinic-type  practice. 

CONTACT:  Call  collect:  Donald  R.  Gibbs,  M.D.,  Tel.  607/756- 
9941. 


GENEVA,  N.Y.,  Ontario  County.  Needs  Dermatologist/ 
Neurologist  and  an  Internist. 

CONTACT:  Mr.  G.  J.  Hucker,  Geneva  General  Hospital,  Geneva, 
N.Y. 14456. 


ROME,  N.Y.,  Oneida  County.  Family  Physicians. 

CONTACT:  Mr.  William  K.  Guglielmo,  Rome  Area  Chamber  of 
Commerce,  218  W.  Dominick  Street,  Rome,  N.Y  13440. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians’  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA. 


December  1974/New  York  State  Journal  of  Medicine  2477 

WGO-13 


1975  MEDICAL  ASPECTS 

OF 

SPORTS  SYMPOSIUM 

Included  in  attendance  will  be  the  New  York  State  Public 
High  School  Athletic  Association,  the  Eastern  Athletic 
Trainers  Association,  and  the  New  York  State  Coaches 
Association.  The  Conference  Planning  Committee  with 
the  cooperation  of  those  representing  the  Committee  on 
the  Medical  Aspects  of  Sports  has  developed  a program 
which  will  offer  the  1500  to  2000  conferees  an  interesting 
schedule  of  lectures,  workshops,  demonstrations, 
cracker-barrel  sessions  under  the  leadership  of  physi- 
cians and  trainers  experienced  in  the  field  of  sports  medi- 
cine. 


For  further  information  and  program,  please  write:  Com- 
mittee on  Medical  Aspects  of  Sports,  Medical  Society  of 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  11040.  Tel.  516/488-6100  x 208. 

MEDICAL  ASPECTS  OF  SPORTS  


CATSKILL  AREA 


January  23,  / 26,  1975 

The  Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports  in 
conjunction  with  the  37th  Annual  Conference 
of  the  New  York  State  Association  for  Health, 
Physical  Education  and  Recreation 

Concord  Hotel 
Kiamesha  Lake 

THE  8th  ANNUAL  SYMPOSIUM 


Deadline  Dates  for  WHAT  GOES  ON 


Meeting  Dates  1975 
March  1-31,  1975  . 
April  1-30,  1975  . . . 
May  1-31,  1975  . . . 
June  1-30,  1975  . . 
July  1-31,  1975  . . . 
August  1-31,  1975  . 


Deadline  Dates 
.January  10, 1975 
February  11,  1975 
. March  11,  1975 

April  10,  1975 

May  10,  1975 

June  10,  1975 


TO:  Subscribers  to  “What  Goes  On  In  Medicine’’ 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


‘ WHAT  GOES  ON” 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On” 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 1 

Address — — — 

City,  State 

(zip) 
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The  AMA  made  an  investment 
in  1,850  kids  in  East  Harlem. 


■ 

- ■ 9 

» 1 

We’re  betting  it  pays  off 
n better  health  for 
thousands  of  other  children. 

lundreds  of  thousands  of  needy  children  never  even  get 
ear  an  examining  room.  Cases  of  nutritional  de- 
ciencies,  orthopedic  defects,  anemia  and  other  health 
roblems  go  undetected.  Problems  that  could  be 
orrected— if  identified  early. 

That’s  why  the  AMA  made  the  investment  in  those 
i,850  kids.  It  joined  with  the  Mt.  Sinai  School  of 
ledicine  and  the  East  Harlem  community  in  the 

Ilanning,  funding,  and  implementing  of  a demonstration 
:hool  health  screening  program  for  the  early  identi- 
cation  and  correction  of  physical,  sensory,  social 
nd  psychological  defects. 

We’re  betting  this  program  pays  off  in  better  health 
)r  these  children— and  thousands  of  others.  Because 
will  serve  as  a model  that  other  organizations  and 
Dmmunities  can  use  in  developing  their  own  school 
ealth  screening  programs. 

Physicians  often  ask  what  the  AMA  really  does.  This 
rogram  is  just  one  of  many  AMA  activities  — all 
lade  possible  by  the  physicians  who  support  the  AMA 
trough  their  membership.  Find  out  more  about  the 
MA,  how  it  serves  the  public,  how  it  serves  you. 

Jst  send  us  the  completed  coupon. 


[~  Join  us. 

We  can  do  much  more  together. 

Dept.  D W 

I American  Medical  Association 
535  N.  Dearborn  St. 

Chicago,  111.  60610 

Please  send  me  more  information  on 
the  AMA  and  AMA  membership. 

I Name — 

Address 

City  / State/  Zip 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full  product  infor- 
mation. The  following  is  a brief  summary. 


Temper  tantrums... 
sudden changes  in 
mood...  impairment 
of  orientation 

Mellaril  helps  calm  the  agitated  geriatric  patient.  It  not  only 
reduces  agitation  but  also  diminishes  anxiety,  excitement, 
and  hypermotility.  Of  course,  neurologic  deficit  cannot  be 
repaired,  but  the  patient  with  senile  psychosis  due  to  organic 
brain  syndrome  can  frequently  obtain  meaningful 
symptomatic  relief  with  Mellaril. 

for  the  agitated 
geriatric  uiith 
senile  psychosis 

mellaril 

[thioridazine] 

TABLETS:  50  mg.  thioridazine  HCI,  U.S.P. 


Contraindications:  Severe  central  nervous  system  depression,  comatose 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  previously  exhibited 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  phenothia- 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  system 
depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy,  administer  only  when  the  poten- 
tial benefits  exceed  the  possible  risks  to  mother  and  fetus. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia  and/or 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticonvul- 
sant medication  should  also  be  maintained.  Pigmentary  retinopathy  may  be 
avoided  by  remaining  within  the  recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities  requiring  complete  mental 
alertness  (e.g.,  driving),  and  increase  dosage  gradually.  Orthostatic  hypoten- 
sion is  more  common  in  females  than  in  males.  Do  not  use  epinephrine  in 
treating  drug-induced  hypotension  since  phenothiazines  may  induce  a re- 


versed epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— Drowsiness,  especially  with  large 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  extra- 
pyramidal  symptoms;  nocturnal  confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic  Nervous  System— Dryness 
of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema.  Derma- 
titis and  skin  eruptions  of  the  urticarial  type,  photosensitivity.  Cardiovasculai 
System—  ECG  changes  (see  Cardiovascular  Effects  below).  Other— A single 
case  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should  be 
considered:  Autonomic  Reactions- Miosis,  obstipation,  anorexia,  paralytic 
ileus.  Cutaneous  Reactions— Erythema,  exfoliative  dermatitis,  contact  der 
matitis.  Blood  — Agranulocytosis,  leukopenia,  eosinophilia,  throm 

bocytopenia,  anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions- 
Fever,  laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity—izan 
dice,  biliary  stasis.  Cardiovascular  Effects— Changes  in  terminal  portion  o 
electrocardiogram,  including  prolongation  of  Q-T  interval,  lowering  anc 
inversion  of  T-wave,  and  appearance  of  a wave  tentatively  identified  as  < j 
bifid  T or  a U wave  have  been  observed  with  phenothiazines,  including 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and  due  to  altered  re 
polarization,  not  myocardial  damage.  While  there  is  no  evidence  of  a causa 
relationship  between  these  changes  and  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths  apparently  due  to  cardiac  . 
arrest  have  occurred  in  patients  showing  characteristic  electrocardiographic 
changes  while  taking  the  drug.  While  proposed,  periodic  electrocardiogram: 
are  not  regarded  as  predictive.  Hypotension,  rarely  resulting  in  cardiai  i 
arrest.  Extrapyramidal  Symptoms— Akathisia,  agitation,  motor  restlessness  1 
dystonic  reactions,  trismus,  torticollis,  opisthotonus,  oculogyric  crises  I 
tremor,  muscular  rigidity,  and  akinesia.  Persistent  Tardive  Dyskinesia- Persis 
tent  and  sometimes  irreversible  tardive  dyskinesia,  characterized  b; 
rhythmical  involuntary  movements  of  the  tongue,  face,  mouth,  or  jaw  (e.g.  : 
protrusion  of  tongue,  puffing  of  cheeks,  puckering  of  mouth,  chewing  move  : 
ments)  and  sometimes  of  extremities  may  occur  on  long-term  therapy  o 
after  discontinuation  of  therapy,  the  risk  being  greater  in  elderly  patient:  : 
on  high-dose  therapy,  especially  females;  if  symptoms  appear,  discontinue  1 
all  antipsychotic  agents.  Syndrome  may  be  masked  if  treatment  is  rein  1 
stituted,  dosage  is  increased,  or  antipsychotic  agent  is  switched.  Fine  ; 
vermicular  movements  of  tongue  may  be  an  early  sign,  and  syndrome  ma;  1 
not  develop  if  medication  is  stopped  at  that  time.  Endocrine  Disturbances-  J 
Menstrual  irregularities,  altered  libido,  gynecomastia,  lactation,  weigh  I 
gain,  edema,  false  positive  pregnancy  tests.  Urinary  Disturbances-Relen  i 
tion,  incontinence.  Or/wj-Hyperpyrexia;  behavioral  effects  suggestive  o j 
a paradoxical  reaction,  including  excitement,  bizarre  dreams,  aggravatioi 
of  psychoses,  and  toxic  confusiongl  states;  following  long-term  treatment  | 
a peculiar  skin-eye  syndrome  marked  by  progressive  pigmentation  of  skii  j 
or  conjunctiva  and/or  accompanied  by  discoloration  of  exposed  sclera 
and  cornea;  stellate  or  irregular  opacities  of  anterior  lens 
and  cornea;  systemic  lupus  erythematosus-like  syndrome.  74-198 
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